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; ’feu  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hy^^OtOn  cWorthalidone  usr 

Makes  water,  not  waves. 


ctrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
irse,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

grown*  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
persensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
)uld  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
foration)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
iplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
rsing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
etal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
Idbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
tiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare, 
duce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one- half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
ermmation  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
balance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
assium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
ients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
jrexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
lotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
ombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
icreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
npounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  /I Z'crage  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
/.  Hotv  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
the  complete  prescribing  information. 

iIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502  ,, 
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Loridine  LM. 

Cephaloridine 


L5  to  3 Gm.  daily 
successfully  treats  many 
moderately  severe 
infections* 


■ bactericidal  action  in  vitro  against 
susceptible  organisms  causing: 
pneumonia 

urinary  tract  infections 

septicemia 

abscesses 

' broad-spectrum  activity 
• relatively  painless  I.M.  injection 

''due  to  susceptible  organisms 


Special  Recommendations 
Before  Administration  of  Loridine 

1.  Demonstrate  causative  organism’s  sensitivity  to  the  drug. 

2.  Determine  patient’s  renal  status.  Loridine  is  contraindi- 
cated in  patients  with  azotemia. 

During  Administration  of  Loridine 

1.  Maintain  proper  hydration. 

2.  Monitor  renal  status— urinalyses,  urinary  output,  bun, 
and/or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  with  other  potentially 
nephrotoxic  drugs. 

4.  Because  nephrotoxicity  has  been  reported,  limit  daily  dose 
to  4 Gm.  maximum  (up  to  100  mg.  per  Kg.  in  children— not 
to  exceed  adult  dosage) . Many  serious  infections  due  to 
sensitive  organisms  will  respond  to  doses  of  1.5  to  3 Gm.  daily. 

5.  In  patients  who  have  impaired  renal  function  (without 
azotemia)  before  treatment,  reduce  daily  dosage,  depending 
on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function  during 
treatment,  discontinue  therapy  with  Loridine. 
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Please  turn  page  for  prescribing  information. 


Actions:  All  tested  strains  of  group  A strep- 
tococci, pneumococci,  and  penicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine,  Lilly).  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con- 
centrations of  Loridine  that  can  be  achieved 
in  the  serum.  The  majority  of  strains  of 
Hemophilus  influenzae,  Proteus  mirabilis, 
Escherichia  coli,  and  Klebsiella  are  also  sus- 
ceptible in  vitro. 

Pseudomonas  organisms  are  resistant  to 
Loridine,  as  are  most  indole-producing  Pro- 
teus species  and  motile  Aerobacter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints,  blood- 
stream, soft  tissue,  and  skin  due  to  suscepti- 
ble strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con- 
traindicated (see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor- 
mally be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa- 
tients with  syphilis;  results  of  such  tests  are 
usually  not  available  before  antibiotic  treat- 
ment of  gonorrhea  is  given. 
Contraindications:  Azotemia.  Hypersensi- 
tivity to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly  ab- 
sorbed from  the  gastro-intestinal  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  excretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  penicillin-sensitive  pa- 
tients, CEPHALOSPORIN  C DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALLERGENICITY  OF  THE  PENI- 
CILLINS AND  THE  CEPHALOSPORINS.  IN- 
STANCES OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4 Cm.  daily  (see  Adverse  Reactions),  recom- 
mended doses  should  not  be  exceeded.  Pa- 
tients with  known  or  suspected  impairment 
of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
function  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  be  discontinued. 
Cephaloridine  should  not  he  used  in  patients 
with  azotemia.  When  renal  impairment  is 
present,  use  the  drug  with  caution  and  re- 
duce the  dose.  Casts  in  the  urine,  proteinuria, 
failing  urinary  output,  or  a rising  BUN  or 
serum  creatinine  may  indicate  impairment 
of  renal  function.  Give  cephaloridine  cau- 
tiously when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti- 
biotics are  not  recommended. 

In  infections  due  to  beta-hemolytic  strep- 
tococci, continue  antibiotic  therapy  for  at 
least  ten  days  to  prevent  the  possible  occur- 
rence of  rheumatic  fever  or  glomerulone- 
phritis in  susceptible  patients.  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
should  have  dark-field  examinations  of  all 
suspect  lesions  before  treatment  and 
monthly  serologic  tests  for  a minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  performed. 

.Superinfections  may  develop  with  organ- 
isms not  in  (he  spectrum  of  Loridine,  par- 


intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic- 
ulocyte count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to  ad- 
ministration of  Loridine.  However,  all  of 
five  nonazotemic  patients  with  chronic  bac- 
teriuria  who  had  careful  renal  function  eval- 
uation before  and  after  a ten-day  course  of 
cephaloridine  in  dosages  of  2 Gm.  per  day  de- 
veloped impairment  in  free  water  clearance. 

Severe,  acute  renal  failure,  in  some  cases 
terminating  in  death,  has  occurred  in  a smalt 
number  of  patients.  The  possi- 
bility of  this  complication  seems 
to  be  greater  in  seriously  ill 
patients  given  more  than  recom- 
mended doses.  Acute  tubular 
necrosis  has  been  found  in  affect- 
ed patients  coming  to  autopsy.  Rare 
cases  of  nausea  and  vomiting  have 
occurred.  Pain  in  association  with  in- 
tramuscular injection  was  noted  in  less  than 
3 percent  of  patients.  In  only  one  patient  in 
a series  of  623  was  the  route  changed  on 
this  account.  Phlebitis  at  the  site  of  intra- 
venous injection  has  been  rare. 
Administration  and  Dosage:  Important— Bc- 
fore  administering  Loridine,  see  package 
insert  for  details  on  dilution. 

Intramuscular  Injection— l^ondint  is  usu- 
ally injected  into  a large  muscle  mass. 

The  usual  adult  dosage  for  many  infec- 
tions of  moderate  severity  is  500  mg.  to  1 Gm. 
three  times  a day  at  equally  spaced  intervals. 
Milder  and  more  susceptible  infections  have 
been  treated  with  250  to  500  mg.  given  two 
or  three  times  a day.  More  severe  infections 
may  be  treated  with  500  mg.  to  1 Gm.  four 
times  a day.  A single  2-Gm.  dose  is  recom- 
mended for  the  treatment  of  acute  gonor- 
rhea. Early  syphilis  may  be  treated  with  500 
mg.  to  1 Gm.  daily  for  ten  to  fourteen  days, 

Although  some  clinical  experience  with 
high  doses  for  life-threatening  conditions 
has  been  reported,  it  has  been  shown  that 
excessive  dosages  (above  4 Gm.  daily)  may 
cause  serious  nephrotoxic  reactions.  For 
this  reason,  Keflin®  (sodium  cephalothin, 
Lilly)  may  be  preferred  when  doses  larger 
than  4 Gm.  daily  are  considered  for  life- 
threatening  situations.  If  more  than  2 Gm. 
of  cephaloridine  is  injected  daily,  the  patient 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hospital- 
ized. In  addition,  reduced  dosage  should  be 
employed  in  patients  with  known  or  sus- 
pected renal  impairment. 

In  children,  a daily  total  of  30  to  50  mg. 
per  Kg.  (15  to  25  mg.  per  pound)  of  body 
weight,  given  in  divided  doses,  has  been 
found  effective  for  mild  to  moderately  se- 
vere infections.  A daily  total  of  100  mg.  per 
Kg.  (50  mg.  per  pound)  of  body  weight 
(not  to  exceed  recommended  adult  doses) 
may  be  needed  for  very  severe  infections. 

Intravenous  Injection— In  the  presence  of 
extremely  serious  infections  (such  as  bac- 
teremia) or  when  any  infection  seems  over- 
whelming, intravenous  administration  may 
be  indicated. 

Total  daily  dosages  are  the  same  as  with 
intramuscular  injection.  For  very  suscepti- 
ble organisms,  500  mg.  to  1.5  Gm.  per  day 
may  suffice;  for  less  susceptible  organisms 
and  for  serious  infections,  2 to  4 Gm.  per 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cepha- 
loridine, Lilly),  500  mg.,  5-ml.  size,  rubber- 
stoppered;  1 Gm.,  10-ml.  size,  rubber- 
stoppered.  [082169] 


Additional  in  formal  ion 
available  upon  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


susceptible  organisms. 


ticularly  Pseudomonas.  These  can  be  recog- 
nized by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in- 
fants under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy- 
sis paper,  Lilly). 

Adverse  Reaction:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and  itch- 
ing without  discernible  skin  changes  have 
been  observed  in  about  3 percent  of  pa- 
tients. Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  difficulty.  Approximately  1 percent 
of  patients  treated  with  Loridine  have  had  a 
rise  in  eosinophil  count.  Eosinophilia 
reached  10  percent  in  about  half  of  these. 
A few  instances  of  drug  fever  have  been 
reported. 

A few  cases  of  leukopenia  have  been  re- 
ported. Elevations  of  transaminase  were 
observed  in  a small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2 Gm.  cephaloridine 


^ Usual  adult  dosage, 

1.5  to  3 Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
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both  tables  and  text. 

Permissions:  When  material  is  reproduced 

from  other  sources,  full  credit  must  be  given  to 
both  author  and  publisher  and  written  permis- 
sion from  these  sources  included.  Where  work 
is  reported  from  a governmental  service  or  insti- 
tution, clearance  by  requisite  authority  should 
accompany  the  manuscript. 

References:  References  should  be  limited  to 

those  citations  noted  in  the  text.  A complete 
review  of  the  literature  is  rarely  desirable.  J’he 
references  must  be  typed  double-spaced  and  are 
to  be  numbered  as  they  appear  consecutively  in 
text,  with  iheir  positions  in  the  text  indicated. 


An  alphabetized  bibliography  is  used  only  when 
the  listing  is  of  books  suggested  merely  for  sup- 
plementary reading.  All  references  must  be 
checked  to  assure  complete  accuracy  (an  in- 
accurate reference  is  useless  to  the  reader) . 
Each  journal  reference  must  include  author(s) 
and  initials,  complete  title  of  article,  name  of 
date.  Complete  dates  (month,  day,  as  well  as 
year)  are  to  be  included  with  all  references  that 
have  appeared  within  the  last  three  years.  In- 
clude with  book  references  name  of  author(s) 
and/or  editor (s)  with  initials,  title  of  book,  edi- 
tion, location,  publisher,  year,  volume  if  given, 
and  page.  If  reference  is  to  a chapter  within  a 
book,  include  the  author  of  the  chapter,  if  this 
is  not  the  same  as  the  author  of  the  book,  and 
the  title  of  the  chapter,  if  any. 

Illustrations:  Authors  are  urged  to  use  the 

services  of  professional  illustrators  and  photog- 
raphers when  possible.  Drawings  and  charts 
should  always  be  done  in  black  ink  on  white 
paper.  Clear,  glossy  photographs,  black  on 
white,  should  be  submitted  and  such  illustra- 
tions numbered  consecutively  and  their  posi- 
tions indicated  in  text.  Magnifications  will  be 
modified  in  proportion  to  the  amount  of  reduc- 
tion necessary  for  an  illustration  to  fit  the  pages 
of  the  Journal.  Please  do  not  deface  illustra- 
tions by  writing  on  front  or  back,  nor  should 
they  be  scotch-taped  or  pasted  to  paper.  They 
may  be  pasted  carefully  on  cardboard.  The 
figure  number,  indication  of  the  top,  and  the 
author’s  name  are  to  be  attached  to  the  back  of 
each  illustration.  Legends  for  illustrations 
should  be  typewritten  in  a single  list,  with  num- 
bers corresponding  to  those  on  photographs 
and  drawings.  Recognizable  photographs  of 
patients  are  to  be  masked  and  should  carry  with 
them  written  permission  for  publication.  Spe- 
cial arrangements  must  be  made  with  the  Editor 
for  excessive  illustrations  or  color  plates. 

Responsibility.  Manuscripts  are  subject  to 
editorial  modification  and  such  revisions  as 
bring  them  into  conformity  with  Journal  style. 
However,  neither  the  editors  nor  the  publishers 
nor  the  Medical  Society  of  the  State  of  New 
York  will  accept  responsibility  for  statements 
made  or  opinions  expressed  by  any  contributor 
in  any  article  or  feature  published  in  the  pages  ; 
of  the  Journal.  ! 

When  revisions  and  alterations,  not  on  the  / 
original  copy,  are  made  by  authors  on  the  gal- 
leys sent  them  for  correction,  these  are  charge-  \ 
able  to  the  authors. 

Reprints.  An  order  form  for  reprints  is 
attached  to  the  galleys  returned  to  authors  for 
correction  and  approval. 
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Editorials 


The  annual  convention 


The  165th  annual  convention  of  the  Medical 
Society  of  the  State  of  New  York  takes  place  this 
year  at  the  Americana  in  New  York  City  beginning 
on  Sunday,  February  14th  and  closing  on  Thurs- 
day, February  18th. 

The  House  of  Delegates  will  be  in  continuous 
session  during  this  time.  Reference  committees 
of  the  House  will  be  busy  assessing  the  work  of  the 
executive  and  committee  structure  of  the  Society. 
Every  member  of  the  Medical  Society  is  entitled 
to  attend  these  meetings,  to  voice  his  opinion  and 
is  urged  to  do  so. 

The  House  will  be  concerned  this  year  with  at 
least  three  volatile  issues:  drug  abuse;  prospec- 

tive universal  health  insurance;  and  the  parlous 
state  of  professional  liability  protection. 

The  scientific  and  technical  exhibits  will  open 
at  10:00  a.m.  on  Sunday  and  close  at  5:00  p.m. 
on  Wednesday.  These  are  an  important  part  of 
the  annual  convention  and  should  be  on  everyone’s 
agenda. 


The  scientific  program  this  year  is  especially 
timely  and  runs  from  Monday  through  Thursday. 

There  will  be  a joint  meeting  with  the  New  York 
State  Society  of  Internists  on  the  subject  of 
“Tbe  Pharmacology  of  Commonly  Used  Drugs.” 
On  this  program  will  be  speakers  from  England, 
Boston,  and  Philadelphia  as  well  as  top  flight 
talent  of  our  own. 

Other  subjects  to  be  discussed  during  the  week 
will  be:  “Psychiatry  in  Everyday  Practice,” 

with  a nationally  known  medicolegal  authority 
who  will  talk  on  informed  consent  and  its  impli- 
cations; “Drug  Abuse”  with  assessment  of  the 
methadone  substitute  addiction;  “Coronary  Artery 
Disease”  with  the  latest  information  on  surgery 
for  coronary  insufficiency;  “Uremia,”  including 
dialysis  and  renal  transplant. 

This  is  a mere  sampling  of  events.  Come,  get 
a program,  mark  it  up,  and  as  Harry  Golden  says 

“Enjoy — Enjoy.” 


Plus  ga  change,  plus  c’est  la  meme  chose 


Like  Janus,  with  this  issue  Volume  71,  Num- 
ber 1,  we  look  both  backward  and  forward.  Tbe 
most  noticeable  change  is  in  size.  We  have  gone 
back  from  size  7 inches  by  10  inches,  initiated  in 
1934,  to  the  original  size  of  1901 — 854  inches  by 
11  inches. 


Curiously  this  is  not  a step  backward  but  a step 
forward  required  by  present-day  economic  condi- 
tions. It  became  burdensome  for  our  advertisers 
to  have  special  plates  made  to  suit  our  odd-sized 
Journal,  This  obviously  was  a handicap.  On 
looking  into  the  matter  it  was  learned  that  in  spite 
of  the  standard  size  8*4  inches  by  11  inches  using 
18  square  inches  more  paper  per  page,  by  changing 
our  method  of  printing  we  could  actually  save  an 
appreciable  amount  of  money. 


I 

i 

t 

1 


This  resulted  in  changing  from  letter  press  com- 
position and  flat-bed  printing  to  photo-electronic 
computerized  composition  and  rotary  press.  The 
speed  and  accuracy  of  the  new  method  is  astound- 
ing as  we  learned  from  a recent  visit  to  our  printer, 
the  Mack  Printing  Company,  Easton,  Pennsyl- 
vania. 


Change  in  size  gave  us  a long  looked  for  oppor- 
tunity to  modernize  our  cover.  The  distinctive 
arterial  blood  red  strip  remains  but  is  shadowed 


by  scenes  depictive  of  our  Empire  State  beginning 
with  Niagara  Falls,  passing  through  Albany,  and 
ending  with  the  skyline  of  New  York  City.  This 
is  notable  art  work  and  required  innovative  skill 
on  the  part  of  our  typographers.  The  listing  of 
contents  remains  on  the  front  cover.  It  will  be 
more  complete  and  bas  line-by-line  boxes  for 
checking  articles  of  interest  for  later  study. 

With  more  space  per  page  we  have  been  able  to 
enlarge  the  type  size  for  easier  reading.  We  have 
also  increased  the  fineness  of  screening  for  illus- 
trations from  110  to  130  dots  per  unit,  making  for 
greater  sharpness  and  closer  reproduction  of  the 
originals. 

We  have  changed  from  a stapled  binding  to  the 
process  known  as  perfect  binding,  which  permits 
ease  of  removing  pages  from  the  Journal  for  filing. 

This  updating  is  merely  the  visible  sign  of  the 
inward  striving  to  provide  high  quality  scientific 
information  for  our  readers.  The  material  that 
ultimately  reaches  the  pages  of  the  Journal  must 
have  substance,  meaning,  and  freshness;  otherwise 
it  could  not  filter  through  our  large  authoritative 
working  Associate  Editorial  Board,  which  en- 
compasses all  the  disciplines  of  medicine  and  is 
dedicated  to  the  “Continuing  Education  of  the 
Physician.” 
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165th  ANNUAL  CONVENTION 


Medical  Society  of  the  State  of  New  York 

■^mFEBRUARY  14  through  18,  1971 

the  Americana  of  New  York 


SUNDAY  THROUGH  WEDNESDAY 

SCIENTIFIC  PROGRAM 

SCIENTIFIC  EXHIBITS 
SCIENTIFIC  MOTION  PICTURES 
TECHNICAL  EXHIBITS 

SUNDAY  THROUGH  THURSDAY 

HOUSE  OF  DELEGATES 


WEDNESDAY  EVENING 

PRESIDENT’S  DINNER 
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1971  ANNUAL  CONVENTION 


CONVENTION  SCHEDULE 
165th  ANNUAL 
CONVENTION 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

February  14  through  18,  1971 

AMERICANA 
OF  NEWYORK 


Scientific  Program 18 

Scientific  Exhibits 34 

Scientific  Motion  Pictures 40 

Technical  Exhibits 42 

Woman’s  Auxiliary  Program 45 

House  of  Delegates 49 


House  of  Delegates 

The  annual  meeting  of  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York  will 
be  called  to  order  at  2 : 00  p.m.  on  Sunday,  February 
14,  1971,  in  the  Georgian  Ballroom  of  the  Ameri- 
cana of  New  York. 

In  accordance  with  Chapter  II,  Section  3,  of  the 
Bylaws,  the  House  will  assemble  according  to  the 
following  schedule: 

Sunday,  February  14,  2:00  p.m. 

Tuesday,  February  16,  2:00  p.m. 

Wednesday,  February  17,  9:00  a.m.  and 

2:00  P.M. 

Thursday,  February  18,  9:00  a.m. 

At  the  last  scheduled  session  (Thursday,  Febru- 
ary 18,  9:00  A.M.)  the  election  of  officers,  council- 
ors, trustees,  and  delegates  to  the  American  Medi- 
cal Association  will  take  place  in  accordance  with 
Chapter  III,  Section  1,  of  the  Bylaws. 

George  T.  C.  Way,  M.D.,  Speaker 
Joseph  G.  Zimring,  M.D.,  Secretary 

165th  Annual  Meeting 

The  165th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  will  be  held  on 


Wednesday,  February  17,  1971,  at  8:00  p.m.  in  the 
Royal  Ballroom  of  the  Americana  of  New  York. 

Walter  Scott  Walls,  M.D.,  President 
Joseph  G.  Zimring,  M.D.,  Secretary 

Registration 

Registration  for  delegates  will  be  held  in  Vendome, 
10,  third  floor  of  the  Americana,  on  Saturday, 
February  13,  from  12:00  noon  to  8:00  p.m.  and  in 
the  foyer  of  the  Georgian  Room,  third  floor,  on 
Sunday,  through  Thursday,  February  14  through 
18,  after  8:00  a.m. 

General  registration  for  State  Society  members 
and  guests  will  take  place  in  Albert  Hall,  the 
Americana,  Sunday,  February  14,  from  9:00  a.m. 
to  6:00  P.M.  and  Monday,  February  15,  through 
Wednesday,  February  17,  from  8:30  a.m.  to 
5:00  P.M. 

Exhibits 

Scientific  Exhibits  will  be  located  in  Albert  Hall. 
Scientific  Motion  Pictures  will  be  shown  in  the 
Motion  Picture  Theatre  in  Albert  Hall. 

Technical  Exhibits  will  be  located  in  Albert  Hall. 
Exhibits  will  be  on  view  Sunday,  February  14, 
from  10:00  a.m.  to  6:00  p.m.;  Monday,  February 
15,  through  Wednesday,  February  17,  9:00  a.m.  to 
5:00  P.M. 

Scientific  Program 

General  Sessions  will  be  held  Sunday,  February 
14,  at  10:00  a.m.;  Monday,  Tuesday,  and  Wednes- 
day, February  15,  16,  and  17,  at  2:00  p.m. 

Section  and  Session  Meetings  will  be  held  Sunday, 
February  14,  at  10 : 00  a.m.  and  2 : 00  p.m.;  Monday, 
February  15,  through  Wednesday,  February  17,  at 
9:00  A.M.  and  2:00  p.m. 

Dinner  Dance 

The  Dinner  Dance  will  be  held  in  the  Royal  Ball- 
room, second  floor  of  the  Americana,  on  Wednes- 
day, February  17,  at  8:00  p.m.,  preceded  by  the 
President’s  Reception  in  the  Versailles  Ballroom  at 
7:00  P.M. 

Tickets  should  be  ordered  in  advance  from  the 
Medical  Society  of  the  State  of  New  York,  750 
Third  Avenue,  New  York,  New  York  10017. 
Subscription  is  $22  per  person. 

Woman’s  Auxiliary 

See  page  45  for  program. 
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1971  ANNUAL  CONVENTION 


Scientific  Program 


Chairman 

BERNARD  J.  PISANI,  M.D.,  New  York 
Associate  Chairmen 
VAUGHAN  C.  MASON,  M.D.,  New  York* 

P.  FREDERIC  METILDI,  M.D.,  Monroe* 
WILLIAM  B.  RAWLS,  M.D.,  New  York 
MAXWELL  SPRING,  M.D.,  Bronx 
JOSEPH  R.  WILDER,  M.D.,  New  York 
Director,  Division  of  Scientific  Activities 
NORMAN  S.  MOORE,  M.D.,  Tompkins 
CHAIRMEN  OF  SECTIONS  AND  SESSIONS 

* Deceased. 


GENERAL  SESSIONS 


Sunday,  February  14, 1971, 10:00  A.M. 

Royal  Ballroom  A,  Second  Floor 

Symposium  and  Panel  Discussion: 

DRUG  ABUSE 

Leonard  L.  Heimoff,  M.D.,  The  Bronx,  Moderator 

Clinical  Associate  Professor  of  Medicine,  Cornell 
University  Medical  College;  Associate  Attending 
Physician,  The  New  York  Hospital 

1.  Methadone  Maintenance  Program — Beth 
Israel  Hospital 

Ray  E.  Trussell,  M.D.,  New  York  City 

Director,  Beth  Israel  Medical  Center;  Professor 
of  Administrative  Medicine,  Columbia  University 
College  of  Physicians  and  Surgeons 

2.  Pharmacology  of  Drug  Abuse 

Harold  Borgstedt,  M.D.,  Rochester  {by  invita- 
tion) 

Professor  of  Pharmacology,  University  of  Roches- 
ter School  of  Medicine  and  Dentistry 

3.  The  College  Drug  Scene — As  It  Is 

John  Hoover,  A.B.,  Ithaca  (by  invitation) 

Chaplain,  Cornell  University;  Faculty  Advisor, 
Student  Drug  Counseling  Service 

Monday,  February  15, 1971,  2:00  P.M. 

Royal  Ballroom  A,  Second  Floor 

This  symposium  and  panel  discussion  is  under  the  auspices 
of  the  American  Therapeutic  Society’s  Continuing  Edu- 
cational Program — A Day  in  Therapeutics.  It  is  sup- 
ported, in  part,  by  grants-in-aid  from  E.  R.  Squibb  & Sons. 

Symposium  and  Panel  Discussion: 
CORONARY  ARTERY  DISEASE 


J.  Scott  Butterworth,  M.D.,  New  York  City,  Mod- 
erator 

Professor  of  Medicine,  New  York  University  School 
of  Medicine 

1.  Modern  Diagnostic  Procedures  Employed  in 
the  Diagnosis  of  Coronary  Artery  Disease 

Richard  Bing,  M.D.,  Los  Angeles,  California  (by 
invitation) 

Professor  of  Medicine,  University  of  Southern 
California  School  of  Medicine 

2.  Management  of  Acute  Myocardial  Infarction 
from  Onset  to  Probable  Return  to  Work 

Bruce  Logue,  M.D.,  Atlanta,  Georgia  (by  invita- 
tion) 

Professor  of  Medicine,  Emory  University  School 
of  Medicine 

3.  The  Surgical  Treatment  of  Coronary  Insuf- 
ficiency 

Robert  G.  Carlson,  M.D.,  New  York  City 

Assistant  Professor  of  Surgery,  Cornell  University 
Medical  College 

4.  Medicolegal  Aspects  of  Exercise  and  Exercise 
Testing 

Harold  H.  McNiece,  Ph.D.,  Brooklyn  {by  invita- 
tion) 

Professor  of  Law,  St.  John’s  University  School  of 
Law 

Tuesday,  February  16, 1971,  2:00  P.M. 

Royal  Ballroom  A,  Second  Floor 

William  B.  Rawls,  M.D.,  Presiding 

This  symposium  and  panel  discussion  is  under  the  aus- 
pices of  the  American  Therapeutic  Society’s  Continuing 
Educational  Program — A Day  in  Therapeutics.  It  is 
supported,  in  part,  by  grants-in-aid  from  Geigy  Pharma- 
ceuticals. 

Symposium  and  Panel  Discussion: 

PSYCHIATRY  IN  GENERAL  PRACTICE 

M.  Ralph  Kaup'MAN,  M.D.,  New  York  City,  Moderator 
Esther  and  Joseph  Klingenstein  Professor  of  Psy- 
chiatry, Mount  Sinai  School  of  Medicine 

1.  Depression 

Francis  James  Braceland,  M.D.,  Hartford,  Con- 
necticut {by  invitation) 

Psychiatrist-in-Chief,  Institute  of  Living 

2.  Drugs  versus  Psychotherapy 

Homer  V.  Capparell,  M.D.,  Pittsbm'gh,  Pennsyl- 
vania {by  invitation) 

Associate  Clinical  Professor  of  Psychiatry,  Uni- 
versity of  Pittsburgh  School  of  Medicine 

3.  Child  Psychology 

Stuart  M.  Finch,  M.D.,  Ann  Arbor,  Michigan  {by 
invitation) 

Professor  of  Psychiatry,  University  of  Michigan 
Medical  School 

4.  Legal  Responsibilities  in  Giving  Advice:  Fam- 
ily Crises,  Informed  Consent 

Cyril  H.  Wecht,  M.D.,  Pittsburgh,  Pennsylvania 
{by  invitation) 

Coroner,  Allegheny  County;  President,  College 
of  Legal  Medicine 
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Wednesday,  February  17, 1971,  2:00  P.M. 

Royal  Ballroom  A,  Second  Floor 
Maxwell  Spring,  M.D.,  The  Bronx,  Presiding 

Symposium  and  Panel  Discussion: 
UREMIA 

1.  Pathophysiology 

Robert  M.  Kark,  M.D.,  Chicago,  Illinois  (by  invi- 
tation) 

Professor  of  Medicine,  Rush  Medical  College; 
Attending  Physician,  Presbyterian-St.  Luke’s 
Hospital 

2.  Medical  Treatment 

Paul  E.  Teschan,  M.D.,  Nashville,  Tennessee  (by 
invitation) 

Associate  Professor  of  Medicine  and  Urology, 
Vanderbilt  University  School  of  Medicine 


3.  Hemodialysis:  Progress  and  Problems 

Norman  Deane,  M.D.,  New  York  City 

Associate  Professor  of  Medicine,  New  York  Medi- 
cal College;  Chief,  Kidney  Unit,  Lenox  Hill 
Hospital 

4.  Renal  Transplants 

David  M.  Hume,  M.D.,  Richmond,  Virginia  (by 
invitation) 

Chairman  and  Stuart  McGuire  Professor  of  Sur- 
gery, Medical  College  of  Virginia 

Panel  Discussion 

James  C.  Hunt,  M.D.,  Rochester,  Minnesota,  Mod- 
erator (by  invitation) 

Chairman,  Division  of  Nephrology,  Mayo  Clinic; 
Professor  of  Medicine,  Mayo  Graduate  School  of 
Medicine 

Panelists:  The  above  sjieakers 
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SECTIONS  AND  SESSIONS 


All  papers  read  before  the  Society  by  members  be- 
come the  property  of  the  Society.  The  original  copy 
of  each  paper  shall  be  left  with  the  Secretary  of  the 
Section  or  Session. 

Discussers  should  have  their  remarks  typed  and 
should  hand  them  to  the  Secretary. 

Section  and  Session  meetings  shall  begin  promptly 
at  the  hour  specified. 

Executive  Session — The  first  order  of  business, 
election  of  officers.  “To  participate  in  the  election  of 
any  section,  a member  must  register  with  such  sec- 
tion.”— Bylaws,  Chapter  XII,  Section  3 

SECTION  ON 

Allergy 


Chairman Robert  B.  Beede,  M.D.,  Utica 

Vice-Chairman Earl  B.  Brown,  M.D.,  New  York 

Secretary Samuel  Bloom,  M.D.,  Brooklyn 

Delegate Robert  E.  Reisman,  M.D.,  Buffalo 


Sunday,  February  14/10:00  A.M./Versailles  Terrace,  Second 
Floor 

1.  Hypersensitivity  Pneumonitis 

William  F.  Hughes,  M.D.,  Columbus,  Ohio  {by  invi- 
tation) 

Assistant  Clinical  Instructor  in  Medicine,  State 
University  of  New  York  at  Buffalo  School  of  Medi- 
cine 

A patchy  pneumonitis,  occasionally  associated  with 
wheezing,  can  be  caused  by  the  inhalation  of  any  one  of 
several  organic  dusts.  The  clinical  syndrome  of  fever, 
malaise,  and  coughs  coming  four  to  six  hours  after  expo- 
sure is  quite  similar  for  this  whole  group  of  diseases. 
Depending  on  the  particular  organic  dust  involved,  a 
confusing  variety  of  names  has  been  applied.  Thus 
there  is  farmer’s  lung,  bagassosis,  pigeon  breeder’s  dis- 
ease, malt  worker’s  disease,  and  several  others. 

This  presentation  will  describe  the  clinical  syndrome, 
briefly  discuss  the  current  concept  of  immunopathology, 
and  discuss  the  effective  diagnostic  procedures  as  well  as 
the  present  mode  of  therapy. 

2.  Pitfalls  in  the  Diagnosis  of  Asthma  in  Infancy 

Joseph  M.  Mattimore,  M.D.,  Hamburg 

Clinical  Assistant  Professor  of  Pediatrics,  State 
University  of  New  York  at  Buffalo  School  of  Medi- 
cine; Associate  Attending  Pediatrician,  Buffalo 
Children’s  Hospital 

“All  that  wheezes  is  not  asthma.’’  Among  the  many 
conditions  which  have  confused  us  over  the  years  have 
been  cystic  fibrosis,  foreign  bodies,  both  esophageal  and 
tracheobronchial,  lung  cysts,  vascular  rings,  mediastinal 
lymphadenopathy  due  usually  to  tuberculosis  or  myco- 
plasma, H-type  thoracoesophageal  fistula,  tumors,  in- 
cluding an  interesting  esophageal  lipoma,  tracheal  steno- 
sis, disorders  of  the  immune  mechanism,  and  so  forth. 

Specific  cases  from  among  these  conditions  will  be  pre- 
sented to  illustrate  a logical  approach  to  ruling  out  dis- 
eases other  than  bronchial  asthma  as  the  cause  of  wheez- 
ing in  young  children.  Ideas  on  a minimum  work-up  in 
evaluating  a wheezing  infant  before  embarking  on  regu- 


lar allergy  management  will  also  be  presented. 

3.  Serous  Otitis  Media:  A Complication  of  Peren- 
nial Allergic  Rhinitis — Social  and  Educational 
Complications 

Doris  J.  Rapp,  M.D.,  Buffalo 

Assistant  Clinical  Instructor  in  Pediatrics,  State 
University  of  New  York  at  Buffalo  School  of  Medi- 
cine 

4.  Pitfalls  in  the  Use  of  Skin  Testing  for  Diagnosis 
and  Prediction  of  Penicillin  Allergy 

Bernard  B.  Levine,  M.D.,  New  York  City 

Associate  Professor  of  Medicine,  New  York  Uni- 
versity School  of  Medicine 

As  to  the  prediction  of  immediate  allergic  reactions  to 
penicillin,  skin  testing  with  penicilloyl-polylysine  and 
minor  determinant  mixture  must  be  done  to  detect  all 
the  presently  known  reagins.  Up  to  now,  skin  testing 
has  been  virtually  completely  effective  in  identifying  the 
potential  anaphylactic  reactor  to  penicillin.  These  tests 
are  useful  also  in  the  diagnosis  of  urticarial  or  anaphylac- 
tic penicillin  allergy,  although  a skin  test  with  positive 
results  does  not  absolutely  diagnose  previous  penicillin 
allergy.  However,  positive  reactions  predict  a high 
probability  of  reagin-mediated  allergy  to  penicillin  at 
that  time. 


SECTION  ON 

Anesthesiology 


Chairman Kenneth  A.  Kelly,  Jr.,  M.D.,  Buffalo 

Vice-Chairman.  . .Louis  S.  Blancato,  M.D.,  New  York 

Secretary Gertie  F.  Marx,  M.D.,  Bronx 

Delegate Victor  J.  Tofany,  M.D.,  Rochester 


Sunday,  February  14/2:00  P.M./Versailles  Terrace,  Second 
Floor 

JOINT  MEETING  WITH 

Section  on  Anesthesiology  and 
Resuscitation,  New  York  Academy 
of  Medicine 

1.  Coagulation  Disorders  During  Surgery 

Nathaniel  Wisch,  M.D.,  New  York  City 

Assistant  Professor  of  Medicine  (Hematology), 
Mount  Sinai  School  of  Medicine;  Assistant  Attend- 
ing Hematologist,  The  Mount  Sinai  Hospital 

2.  Newer  Trends  in  Intraoperative  Blood  Replace- 
ment 

William  J.  Kuhns,  M.D.,  New  York  City 

Associate  Professor  of  Pathology,  New  York  Uni- 
versity School  of  Medicine;  Director,  Bellevue 
Hospital  Blood  Bank 

Technology  has  made  possible  the  processing  of  indi- 
vidual components  from  whole  blood,  such  as  platelets, 
leukocytes,  packed  red  blood  cells,  fresh  frozen  plasma, 
and  factor  VHI  concentrates.  One  or  several  specific 
components  can  be  used  in  the  required  amount  to  cor- 
rect deficiencies  as  indicated  by  clinical  need  and  diag- 
nostic test.  Case  presentation  will  illustrate  special 
clinical  problems  responding  to  component  therapy:  (1) 

emergency  bleeding  complicated  by  hypovolemia  and 
thrombocytopenia,  (2)  traumatic  situations  complicating 
hemophilia,  (3)  uses  of  frozen  and  thawed  rare  blood  in 
patients  with  sensitivities  to  multiple  cellular  antigens. 
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and  (4')  hypovolemic  shock  corrected  by  packed  red  cells 
and  volume  expanders.  Undesirable  reactions  arising 
from  blood  use  will  be  discussed  to  indicate  the  favorable 
aspects  of  components  in  relation  to  adverse  transfusion. 

3.  THP]  E.  DEAN  BABBAGE,  M.D.,  MEMORIAL 
LECTURE 

Intraoperative  Management  of  Fluid  Deficits:  A 

Review  of  Current  Practices 

John  I.  Laukia,  M.D.,  Buffalo 

Acting  Chairman,  Department  of  Anesthesiology, 
State  University  of  New  York  at  Buffalo  School  of 
Medicine;  Acting  Director,  Department  of  Anes- 
thesiology, Edward  J.  Meyer  Memorial  Hospital 

Introduced  by  Kenneth  A.  Kelly,  M.D.,  Buffalo 
Chairman,  Department  of  Anesthesiology,  Millard 
Fillmore  Hospital 

The  subject  of  fluid  and  blood  replacement  during 
surgery  has  received  a great  deal  of  attention  and  inten- 
sive research  during  the  past  five  years.  At  times,  the 
subject  has  been  clouded  by  conflicting  points  of  view. 
A real  difference  has  developed  in  some  centers  between 
the  opinions  of  anesthesiologists  and  surgeons.  The 
lecturer  will  attempt  to  review  the  progress  in  research 
over  the  past  few  years  in  an  attempt  to  interpret  the 
reasoning  behind  the  difference  of  opinion. 

SECTION  ON 

Chest  Diseases 


Chairman Pasquale  Ciaglia,  M.D.,  Utica 

Vice-Chairman  Nathaniel  E.  Reich,  M.D.,  Brooklyn 

Secretary Harry  Golembe,  M.D.,  Liberty 

Delegate Arthur  Q.  Penta,  M.D.,  Schenectady 


Tuesday,  February  16/9:00  A.M./Versailles  Ballroom, 
Second  Floor 

1.  The  Gamma  Camera  in  the  Diagnosis  of  Tho- 
racic Disease 

Edward  J.  Lane,  M.D.,  Utica 

Director  of  Nuclear  Medicine,  St.  Elizabeth’s  Hos- 
pital 

2.  THE  NEW  YORK  STATE  TRUDE.AU  SOCIETY 
LECTURE 

Respiratory  Function  Testing  as  an  Aid  in  Patient 
Care 

J.  Howland  Auchincloss,  M.D.,  Syracuse 

Associate  Professor  of  Medicine,  State  University  of 
New  York,  Upstate  Medical  Center  in  Syracuse 

3.  Relationship  Between  Pulmonary  Disease  and 
Hiatus  Hernia  v\ith  Gastroesophageal  Reflux 

Milton  V.  Davis,  M.D.,  Dallas,  Texas  {by  invitation) 
Professor  of  Medicine,  University  of  Texas  South- 
western Medical  School 

4.  Heart  Surgery: 

A.  Coronary  Heart  Disease:  New  Horizons 

B.  A Prospectus  on  Valve  Prostheses 

Dwight  E.  Harken,  M.D.,  Boston,  Massachusetts 
{by  invitation) 

Clinical  Professor  of  Surgery,  Harvard  Medical 
School 

SECTION  ON 

Dermatology  and  Syphilology 


Chairman Ch.arles  P.  DeFeo,  M.D.,  New  York 

Vice-Chairman.  Edward  F.  Gudgel,  M.D.,  Tonawanda 

Secretary Saul  Blau,  M.D.,  New  York 

Delegate Joseph  J.  Russo,  M.D.,  Albany 


Monday,  February  15/9:00  A.M./Royal  Ballroom  A,  Second 
Floor 

1.  Recent  Advances  in  the  Diagnosis  and  Treat- 
ment of  Pemphigus  and  Pemphigoid 

Walter  Lever,  M.D.,  Boston,  Massachusetts  (by 
invitation) 

Profe.s3or  and  Chairman,  Department  of  Derma- 
tology, Tufts  University  School  of  Medicine 
The  discovery  of  circulating  antibodies  in  pemphigus 
and  in  bullous  pemphigoid  has  had  a significant  effect 
on  both  the  diagnosis  and  treatment  of  these  diseases. 
The  diagnostic  value  of  “antiepithelial”  antibodies  in 
pemphigus  and  of  “basement  zone”  antibodies  in  bullous 
pemphigoid  is  considerable  since  these  antibodies  are 
specific. 

In  regard  to  therapy,  the  greatest  value  of  methotrex- 
ate lies  not  in  the  fact  that  occasionally  it  can  completely 
replace  prednisone  but  rather  that,  after  the  initial  mas- 
sive treatment  with  prednisone,  its  addition  to  the  main- 
tenance dose  of  prednisone  generally  allows  a gradual 
reduction  in  the  maintenance  dose  of  prednisone  and  an 
earlier  discontinuance  of  prednEsone.  By  reducing  the 
incidence  of  serious  and  often  fatal  side-effects  of  pred- 
nisone, methotrexate  has  significantly  improved  the 
prognosis  of  pemphigus  and  bullous  pemphigoid. 

2.  Recent  Dermatologic  Advances  from  the  Mayo 
Clinic 

Richard  Winkelmann,  M.D.,  Rochester,  Minnesota 
{by  invitation) 

Professor  of  Dermatology,  University  of  Minnesota 
Medical  School 

3.  National  Program  of  Dermatology 

John  M.  Knox,  M.D.,  Houston,  Texas  {by  invitation) 
Professor  and  Chairman,  Department  of  Derma- 
tology, Baylor  University  College  of  Medicine 

4.  Bacteriology  and  Wound  Healing  in  Psoriasis 
Yelva  L.  Lynfield,  M.D.,  Brooklyn 

Chief  of  Dermatology,  Veterans  Administration 
Hospital;  Clinical  Instructor  in  Dermatology,  State 
University  of  New  York  Downstate  Medical  Center 

SECTION  ON 

Gastroenterology  and  Proctology 

Chairman.  Richard  M.  Alexander,  M.D.,  Great  Neck 


Vice-Chairman James  F.  Phillips,  M.D.,  Buffalo 

Secretary Bertram  A.  Portin,  M.D.,  Buffalo 

Delegate Michael  J.  Lepore,  M.D.,  New  York 


Monday,  February  15/9:00  A.M./Royal  Ballroom  B,  Second 
Floor 

1.  Course  and  Prognosis  of  Ulcerative  Proctosig- 
moiditis 

Richard  G.  Farmer,  M.D.,  Cleveland,  Ohio  {by  invi- 
tation) 

Department  of  Gastroenterology,  The  Cleveland 
Clinic 

The  report  is  limited  to  a consideration  of  the  course 
and  prognosis  of  195  patients  with  ulcerative  proctosig- 
moiditis. A statistical  analysis  of  the  course  of  the  dis- 
ease is  presented,  and  a review  of  treatment  is  outlined. 

2.  Detection  of  Massive  Gastrointestinal  Bleeding 
by  Means  of  Selective  Visceral  Angiography 

Harry  L.  Stein,  M.D.,  Garden  City 

Director  of  Radiology,  North  Shore  Hospital;  As- 
sociate Professor  of  Radiology,  Cornell  University 
Medical  College 

The  detection  and  presumptive  preoperative  diagnosis 
of  the  site  of  massive  gastrointestinal  bleeding  can  often 
be  made  by  conventional  means.  In  approximately  20 
per  cent  of  these  patients,  barium  contrast  study  or 
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endoscopy  does  not  provide  a diagnosis  prior  to  lapa- 
rotomy. Surgical  exploration  is  also  frequently  unsuc- 
cessful in  locating  the  point  of  hemorrhage,  particularly 
when  the  entire  gastrointestinal  tract  is  filled  with  blood. 
Percutaneous  selective  visceral  arteriography  is  a pre- 
cise diagnostic  technic  which  may  define  the  site  of 
bleeding,  particularly  when  used  in  patients  who  are 
actively  bleeding  at  the  time  of  the  examination.  The 
method,  criteria  for  selection  of  patients,  and  roentgen- 
ographic  findings  will  be  described. 

3.  Radioimmunoassay  of  a Circulating  Tumor 
Specific  Antigen  in  Adenocarcinoma  of  the  Colon: 
A Report  of  500  Cases 

J.  Serge  LeBel,  M.D.,  Cleveland,  Ohio  {by  invitation) 

Sharad  Deodhar,  M.D.,  Cleveland,  Ohio  {by  invita- 
tion) 

Charles  H.  Brown,  M.D.,  Cleveland,  Ohio  {by  invi- 
tation) 

The  Cleveland  Clinic,  Cleveland,  Ohio 

The  report  outlines  the  detection  of  a circulating 
tumor  specific  antigen  in  the  serum  of  patients  with 
entodermally  derived  adenocarcinoma  of  the  gastroin- 
testinal tract,  using  a radioimmunoassay  procedure.  Its 
application  to  early  cancer  detection  is  discussed.  An 
analysis  of  500  cases  will  be  presented. 

4.  ALBERT  F.  R.  ANDRESEN  MEMORIAL  LEC- 
TURE 

Recent  Concepts  in  Colon  Cancer 

Martin  Lipkin,  M.D.,  New  York  City 

Associate  Professor  of  Medicine,  Cornell  University 
Medical  College 

The  normal  maturation  of  colonic  epithelial  cells  of 
man  can  be  characterized  in  terms  of  patterns  of  nucleic 
acid  enzyme  activity.  Progressive  abnormalities  in 
nucleic  acid  metabolism  and  in  cell  proliferation  and 
maturation  develop  in  colonic  mucosa  near  excrescences 
and  in  excrescences  of  malignant  potential.  Specific 
metabolic  pathways  that  have  a role  in  desoxyribonu- 
cleic acid  synthesis  persist,  and  other  metabolic  path- 
ways that  accompany  normal  cell  differentiation  fail  to 
develop. 

5.  Granulomatous  Colitis  and  Diverticulitis 

Richard  Marshak,  M.D.,  New  York  City 

Clinical  Professor  of  Radiology,  Mount  Sinai  School 
of  Medicine;  Attending  Radiologist,  The  Mount 
Sinai  Hospital 

In  the  past  we  have  differentiated  ulcerative  from 
granulomatous  colitis.  It  has  become  apparent  that 
some  cases  of  granulomatous  colitis  have  been  mistaken 
for  diverticulitis.  The  differentiation  of  these  two  dis- 
eases is  important  as  treatment  may  be  different. 
Diverticulitis  is  usually  a short  lesion,  frequently  asso- 
ciated with  a walled-off  perforation  and  an  intramural 
filling  defect.  The  extent  of  the  lesion  is  rarely  more  than 
8 cm.  In  granulomatous  colitis  the  lesion  is  longer,  and 
what  was  previously  thought  to  be  a perforation  is  now 
considered  to  be  a tract  running  parallel  to  the  lumen  of 
the  bowel  in  the  wall  of  the  colon.  This  tract  is  pathog- 
nomonic of  granulomatous  colitis. 

It  is  of  interest  that  most  of  these  patients  are  over  the 
age  of  fifty.  Some  of  them  have  a history  suggestive  of 
granulomatous  colitis  such  as  diarrhea  and  perirectal 
difficulties.  In  others,  however,  the  clinical  differentia- 
tion from  diverticulitis  is  impossible. 


SECTION  ON 

General  Practice 

Chairman A.  John  Merola,  M.D.,  North  Syracuse 

Vice-Chairman Alan  L.  Goldberg,  M.D.,  Bronx 

Secretary James  R.  Nunn,  M.D.,  Amherst 

Delegate. . . .M.  Theodore  Tanenhaus,  M.D.,  Brooklyn 

Tuesday,  February  16/9:00  A.M./Versailles  Terrace,  Second 
Floor 

Symposium  and  Panel  Discussion — A Developing  Fam- 
ily Practice  Program  at  a State  University  Medical 
School 

A.  John  Merola,  M.D.,  North  Syracuse,  Moderator 

A general  practitioner’s  viewpoint  of  the  delivery  of 
health  care  in  the  United  States  will  be  presented.  It 
will  include  the  role  of  the  family  practitioner  as  a pri- 
mary physician. 

1.  A Dean’s  Viewpoint 

Richard  P.  Schmidt,  M.D.,  Syracuse  {by  invitation) 
Dean,  State  University  of  New  York  Upstate 
Medical  Center,  School  of  Medicine 

The  education  of  a family  practitioner  at  the  under- 
graduate and  graduate  levels  will  be  presented  from  the 
viewpoint  of  a dean. 

2.  The  Developing  Department  of  Family  Prac- 
tice at  the  State  University  of  New  York  Upstate 
Medical  Center  in  Syracuse 

Francis  Caliva,  M.D.,  Syracuse 

Chairman,  Department  of  Family  Practice, 
State  University  of  New  York  Upstate  Medical 
Center 

An  academic  department  must  concern  itself  with 
undergraduate  teaching,  residency  training,  continuing 
medical  education,  and  research.  A progress  report  of 
the  first  year’s  accomplishments  toward  these  goals  in 
the  Department  of  Family  Practice  will  be  given. 

3.  Views  of  the  American  Medical  Association 
Toward  Developing  Future  Family  Practitioners 

Leland  B.  Blanchard,  M.D.,  San  Jose,  California 
{by  invitation) 

Secretary,  Family  Practice  Committee,  Council 
on  Medical  Education  of  the  AMA;  Assistant 
Clinical  Professor  of  Medicine,  Stanford  Uni- 
versity School  of  Medicine 

SECTION  ON 

Industrial  Medicine  and  Surgery 


Chairman Michael  A.  Young,  M.D.,  Rochester 

Vice-Chairman James  G.  Wall,  M.D.,  New  York 

Secretary Robert  C.  Kessler,  M.D.,  Rochester 

Delegate Thomas  J.  Doyle,  M.D.,  New  York 


Tuesday,  February  16/9:00  A.M./Royal  Ballroom  A,  Second 
Floor 

■Symposium- -Screening  Technics  in  Occupational 
Medicine 

1.  Let  George  Do  It 

Arthur  L.  Knight,  M.D.,  Rochester 

Fellow  of  the  American  Academy  of  Occupational 
Medicine  and  the  Industrial  Medical  Association; 
Medical  Director,  Bausch  & Lomb 
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Over  the  course  of  ten  yeare  and  20,000  pre-employ- 
ment examinations  we  have  gone  from  the  traditional 
physician-oriented  examination  to  a multiphasic  screen- 
ing by  paramedical  personnel.  The  move  was  the  result 
of  economic  factors  and  advancement  in  medical  tech- 
nology. Evaluation  of  the  result  is  difficult  because  of 
the  many  factors  involved.  However,  some  results  seem 
to  indicate  that  the  move  did  bring  about  more  usable 
and  accurate  knowledge  of  the  applicant,  finer  job 
placement,  greater  economic  security  for  the  nurse,  and 
an  economic  saving  to  the  company. 


2.  Do  It  Yourself:  Findings  and  Methodology  in 
an  Industrial  Population:  Low  Back  Study 

M.  Laurkns  Howk,  M.D.,  Rochester 

Clinical  Associate  Professor  of  Orthopedic  Sur- 
gery, University  of  Rochester  School  of  Medicine 
and  Dentistry;  Consultant  in  Orthopedic  Sur- 
gery, Eastman  Kodak  Company 

Clinical  and  roentgenographic  study  of  consecutive 
male  retirees  from  a major  industry  with  the  aid  of  hand- 
sort  punch  cards  indicates  that  two-thirds  have  received 
treatment  for  low  back  pain  during  their  working  careers, 
and  40  per  cent  have  lost  time  from  the  job  because  of 
low  backache.  There  was  no  significant  correlation  be- 
tween height,  weight,  structural  characteristics  of  the 
lumbosacral  spine,  type  of  work  done,  and  low  back  dis- 
ability experience.  Degeneration  of  the  intervertebral 
disc  as  demonstrated  by  roentgenogram  appeared  to 
bear  a significant  relationship  to  history  of  low  back 
problems. 


3.  Can  a Screening  Unit  Do  It? 

Barbara  Bates,  M.D.,  Rochester 

Professor  of  Medicine,  University  of  Rochester 
School  of  Medicine  and  Dentistry;  Director, 
Early  Disease  Detection  Unit,  Rochester  Re- 
gional Medical  Program 

Multiphasic  screening  cannot  be  evaluated  by  looking 
only  at  the  numbers  of  its  positive  findings.  It  must  be 
viewed  within  the  context  of  the  entire  medical  care 
system.  The  interface  between  screening  unit  and  the 
practicing  physician  is  critical.  Findings  from  one 
follow-up  study  will  be  presented.  These  show  consider- 
ably less  impact  on  health  care  than  might  have  been 
anticipated  from  the  screening  unit’s  statistics  alone. 
Underlying  reasons  ai'e  explored. 


4.  Anything  You  Can  Do,  I Can  Do  Better 

Herbert  A.  Haessler,  M.D.,  Boston,  Massa- 
chusetts (Jby  invitation) 

Vice  President  and  Medical  Director,  Searle 
Medidata,  Inc.;  Assistant  Clinical  Professor  of 
Pediatrics,  Harvard  Medical  School 

Industrial  applications  of  computer-based  medicine 
are  becoming  increasingly  important  in  terms  of  em- 
ployer, unions,  and  employes  alike.  Probably  the  most 
important  such  application  is  the  automated  medical 
history.  Patient  response  to  automated  medical  history 
taking  has  been  quite  favorable.  When  patients  are 
asked  routinely  whether  they  would  prefer  to  give  their 
history  to  the  machine  as  they  have  done,  to  a physician, 
to  a nurse,  or  whether  they  have  no  preference,  more 
than  half  expressed  no  preference;  and  of  those  who  did 
express  a preference,  the  machine  was  favored  over  the 
physician  by  a margin  of  approximately  three  to  one. 


SECTION  ON 

Internal  Medicine 


Chairman Robert  Schwinger,  M.D.,  Forest  Hills 

Vice-Chairman Robert  M.  Kohn,  M.D.,  Buffalo 

Secretary David  S.  Oerbarg,  M.D.,  Kingston 

Delegate John  R.  Williams,  M.D.,  Rochester 


Wednesday,  February  17/9:00  A. M. /Royal  Ballroom,  Second 
Floor 

JOINT  MEETING  WITH 

New  York  State  Society  of  Internal  Medicine 

Maxwell  Spring,  M.D.,  Bronx,  Program  Chairman 
Clinical  Assistant  Professor  of  Medicine,  New  York 
Medical  College 

Symposium  and  Panel  Discussion:  Pharmacology  of 

Commonly  Used  Therapeutic  Agents 

Bert  N.  La  Du,  M.D.,  New  York  City,  Moderator 
Professor  and  Chairman,  Department  of  Pharma- 
cology, New  York  University  School  of  Medicine 

1.  Antibiotics 

Louis  Weinstein,  M.D.,  Boston,  Massachusetts 
(by  invitation) 

New  England  Medical  Center  Hospital 

2.  Psychotropic  Drugs 

Nathan  S.  Kline,  M.D.,  New  York  City 

Director  of  Research,  Rockland  State  Hospital, 
Orangeburg 

3.  Antihyperglycemic  Drugs 

Alexander  Marble,  M.D.,  Boston,  Massachu- 
setts (by  invitation) 

Staff  Physician,  Joslin  Clinic 

4.  Diuretics 

Arnold  S.  Relman,  M.D.,  Philadelphia,  Penn- 
sylvania (by  invitation) 

Chairman,  and  Frank  Wister  Thomas  Professor  of 
Medicine,  University  of  Pennsylvania  School  of 
Medicine;  Director  of  Medical  Services,  of  the 
University  of  Pennsylvania 

5.  Cardiac  Drugs 

Colin  T.  Dollery,  M.D.,  London,  England  (by 
invitation) 

Professor  of  Clinical  Pharmacology,  Royal  Post- 
graduate Medical  School;  Hammersmith  Hospi- 
tal 

6.  Antiarrhythmic  Drugs 

Brian  F.  Hoffman,  M.D.,  New  York  City 

Chairman  and  David  Hosack  Professor  of  Phar- 
macology, Columbia  University  College  of  Physi- 
cians and  Surgeons 

7.  Considerations  in  the  Nonspecific  Use  of  Corti- 
costeroids 

George  W.  Thorn,  M.D.,  Boston,  Massachusetts 
(by  invitation) 

Hersey  Professor  of  the  Theory  and  Practice  of 
Physic;  Samuel  A.  Levine  Professor  of  Medicine, 
Harvard  Medical  School 

Panel  Discussion 
The  above  speakers 
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SECTION  ON 

Medical-Legal  and  Workmen's  Compensation 
Matters 


Chairman Max  N.  Howard,  M.D.,  New  York 

Vice-Chairman.  . . Elliott  M.  Gross,  M.D.,  New  York 

Secretary Mario  E.  Stella,  M.D.,  New  York 

Delegate Robert  Katz,  M.D.,  New  York 


Tuesday,  February  16/2:00  P.M./Versailles  Terrace,  Second 
Floor 

Panel  Discussion — Malpractice  Problems:  Medical, 

Legal,  and  Insurance 

Arthur  J.  Mannix,  M.D.,  New  Rochelle,  Moderator 
Chairman,  Professional  Medical  Liability  Insurance 
and  Defense  Board,  Medical  Society  of  the  State  of 
New  York 

Panelists 

Frank  Appleton,  New  York  City  (by  invitation) 
Indemnity  Representative  of  H.  F.  Wanvig  Com- 
pany 

Harold  Shapero,  Esq.,  New  York  City  (by  invita- 
tion) 

Martin,  Clearwater  and  Bell,  Legal  Counsel  to 
Medical  Society  of  the  State  of  New  York 

Questions  and  Answers 


SECTION  ON 

Neurology  and  Psychiatry 


Chairman Milton  Tarlau,  M.D.,  Kew  Gardens 

Vice-Chairman.  . . .Wilfred  Dorfman,  M.D.,  Brooklyn 

Secretary David  Green,  M.D.,  Albany 

Delegate Charles  F.  Nicol,  M.D.,  Kenmore 


Wednesday,  February  17/9:00  A.M./Versailles  Terrace, 
Second  Floor 

Symposium  and  Panel  Discussion:  Minimal  Brain 

Dysfunction  and  the  Hyperkinetic  Child 

Milton  Tarlau,  M.D.,  Kew  Gardens,  Moderator 
Associate  Professor  of  Neurology,  New  York  Uni- 
versity School  of  Medicine 

1.  Minimal  Brain  Damage:  Clinical  Aspects 

Maurice  H.  Charlton,  M.D.,  New  York  City 
Assistant  Professor  of  Neurology,  Columbia 
University  College  of  Physicians  and  Sm'geons; 
Chief  of  Neurology  Clinics,  Columbia-Presby- 
terian  Medical  Center 

2.  The  Structural  Basis 

Bennett  M.  Derby,  M.D.,  New  York  City 

Associate  Professor  of  Clinical  Neurology,  New 
York  University  School  of  Medicine 

3.  Electrophysiologic  Parameters  of  the  Hyper- 
kinetic Syndrome 

Cesare  Lombroso,  M.D.,  Brookline,  Massachu- 
setts (by  invitation) 

Associate  Professor  of  Neurology,  Harvard  Medi- 
cal School 

4.  Psychologic  Aspects  of  the  Child  with  Minimal 
Brain  Dysfunction 

Leonard  Diller,  Ph.D.,  New  York  City  (by  invi- 
tation) 


Associate  Professor  of  Clinical  Rehabilitative 
Medicine,  New  York  University  School  of  Medi- 
cine 

5.  Rehabilitation  of  the  Child  with  Minimal 

Brain  Dysfunction 

Leon  Greenspan,  M.D.,  New  York  City 

Associate  Professor  of  Rehabilitative  Medicine, 
New  York  University  School  of  Medicine;  Direc- 
tor, Clinical  Services,  Children’s  Division,  Insti- 
tute for  Rehabilitative  Medicine 

6.  Psychiatric  and  Educational  Aspects  of  the 

Child  with  Minimal  Brain  Dysfunction 

Estelle  DeVito,  M.D.,  New  York  City 

Staff  Psychiatrist,  Institute  for  Rehabilitative 
Medicine;  Clinical  Instructor  of  Psychiatry, 
New  York  University  School  of  Medicine 

Panel  Discussion 

The  above  speakers 

SECTION  ON 

Obstetrics  and  Gynecology 


Chairman Arnold  N.  Fenton,  M.D.,  Great  Neck 

Vice-Chairman Paul  K.  Birtch,  M.D.,  Buffalo 

Secretary William  F.  Finn,  M.D.,  Manhasset 

Delegate Donald  W.  Hall,  M.D.,  Buffalo 


Monday,  February  15/2:00  P.M./Versailles  Terrace,  Second 
Floor 

JOINT  MEETING  WITH 

Section  on  Urology 

1.  Vesicovaginal  Fistula 

M.  Leon  Tancer,  M.D.,  New  York  City 

Director,  Department  of  Obstetrics  and  Gynecol- 
ogy, French  Hospital 

Most  vesicovaginal  fistulas  occur  after  gynecologic 
surgery.  The  most  common  type  is  the  vault  fistula  seen 
after  hysterectomy.  This  is  laest  treated  by  a trans- 
vaginal  Latzko  type  of  partial  colpocleisis. 

The  urethrovesicovaginal  fistula  which  occurs  after 
anterior  colporrhaphy  is  the  second  most  common  lesion 
and  is  best  treated  by  a Collis  type  procedure. 

2.  Male  Factors  in  Infertility 

John  MacLeod,  Ph.D.,  New  York  City  (by  invita- 
tion) 

Professor  of  Anatomy,  Cornell  University  Medical 
College 

3.  Urinary  Incontinence  in  the  Female 

Robert  E.  L.  Nesbitt,  M.D.,  Syracuse 

Professor  and  Chairman,  Department  of  Obstet- 
rics and  Gynecology,  State  University  of  New 
York  Upstate  Medical  Center 

Clinical  experiences  relating  to  an  effort  to  broaden 
and  intensify  the  care  of  female  patients  with  urinary 
incontinence  will  be  presented.  Basic  guidelines  which 
have  been  formulated  for  comiirehensive  management 
in  context  with  underlying  causes  and  aggravating  fac- 
tors can  be  shown  to  have  direct  bearing  on  the  clinical 
course  and  therapeutic  outcome.  The  success  of  man- 
agement in  124  incontinent  jiatients  who  were  referred 
consecutively  to  our  special  service  will  be  reported. 
All  jiatients  have  been  followed  for  one  year  or  longer, 
and  one-half  have  been  observed  five  years  or  more  after 
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surgery.  Stress  urinary  incontinence  as  a presenting 
complaint  has  been  eliminated  in  97.6  ])er  cent;  in  only 
6 of  113  patients  ultimately  ojierated  on  are  there  resid- 
ual bladder  complaints  of  any  kind.  Among  those  with 
less  than  total  cure  (5.3  per  cent),  urgency- fret]uency- 
urge  incontinence  syndrome  associated  with  dense  vesical 
neck  scarring  at  the  time  of  surgery  has  been  the  primary 
com])laint.  In  addition  to  these  gratifying  clinical 
results,  the  establishment  of  a Regional  Referral  Center 
at  our  institution,  which  is  designed  to  accommodate 
gynecologic  patients  of  all  types  with  urinary  inconti- 
nence, has  jjroved  to  be  a valuable  model  i>rogram  for 
resident  training,  postgraduate  education,  and  research 
activity. 

4.  Urinary  Tract  Infections  in  the  Female 

Guy  Lkaubettek,  M.D.,  Burlington,  Vermont  {by 
invitation) 

Profe.ssor  and  Chairman,  Division  of  Urology, 
University  of  Vermont  College  of  Medicine 

Urinary  infection  in  the  female  may  be  divided  into 
three  age  groups;  preadolescence,  the  age  of  sexual 
activity,  and  postmenopausal.  In  children  the  most 
common  cause  of  infection  appears  to  be  meatal  and  sub- 
meatal  stenosis  and  vesicoureteral  reflux.  When  sexual 
activity  begins,  hymenourethral  adhesions  and  “hypo- 
spadias” are  common,  and  in  postmenopausal  women  the 
lack  of  estrogen  effect  on  the  genitalia  appears  to  cause 
stenosis  and  difficulties.  Diagnoses  are  made  from  care- 
ful history,  examination  of  genitalia,  cystogram,  in- 
travenous pyelogram,  and  cystoscopy.  Treatment 
varies;  antibacterials  in  combination  with  urethrot- 
omy, hymenourethroplasty,  or  estrogens  with  dilatation 
or  urethrotomy  depend  on  the  cause.  Results  are  grati- 
fying. 

5.  Ureteral  Injuries 

R.  Keith  Waterhouse,  M.D.,  Brooklyn 

Professor  and  Chairman,  Department  of  Urology, 
State  Univereity  of  New  York  Downstate  Medi- 
cal Center 


SECTION  ON 

Ophthalmology 


Chairman.  . . Richard  C.  Troutman,  M.D.,  New  York 

Vice-Chairman James  L.  McGraw,  M.D.,  Syracuse 

Secretary William  M.  McCarty,  M.D.,  Troy 

Delegate Philip  H.  Landers,  M.D.,  Binghamton 


Sunday,  February  14/2:00  P.M./Royal  Ballroom  B,  Second 
Floor 

1.  Gummatous  Involvement  of  the  Lids  and  Con- 
junctiva— A Case  Report 

Richard  S.  Smith,  M.D.,  Albany 

Assistant  Professor  of  Ophthalmology,  Albany  Medi- 
cal College  of  Union  University 

Orkan  G.  Stasior,  M.D.,  Albany 

Assistant  Professor  of  Ophthalmology,  Albany  Med- 
ical College  of  Union  University 

A seventy-five-year-old  lady  had  massive  ulcerated 
lesions  of  the  scalp,  lids,  nose,  and  face.  Basal-cell  car- 
cinoma, blastomycosis,  and  Wegener’s  granulomatosis 
were  considered  in  the  differential  diagnosis.  Biopsy  and 
serologic  studies  established  a diagnosis  of  tertiary 
syphilis.  Problems  of  differential  diagnosis,  therapy, 
and  plastic  reconstruction  of  the  lids  were  discussed. 


Discussion:  Andrew  P.  Ferry,  M.D.,  New  York 

City 

Associate  Profes.sor  of  Ophthalmology;  A.ssistant 
Professor  of  Pathology,  Mount  Sinai  School  of 
Medicine 

2.  Symposium  and  Panel  Discussion:  Vitreous  Surgery 

David  B.  Karlin,  M.D.,  New  York  City,  Moderator 
Associate  Attending  Surgeon,  Manhattan  Eye,  Ear 
and  Throat  Hospital;  Associate  Attending  Surgeon, 
New  York  Hospital 

A.  Subtotal  Vitrectomy  in  Patients  with  Diabetic 
Retinopathy 

W.  A.  J.  VAN  Heuven,  M.D.,  Albany 

A.ssistant  Professor  of  Ophthalmology,  Albany 
Medical  College  of  Union  University 

On  the  basis  of  our  experience  with  cataract  combined 
with  iiartial  vitrectomy  for  the  treatment  of  proliferative 
diabetic  retinopathy  with  vitreous  organization,  the 
indications,  technics,  comiilications,  and  results  of  this 
jirocedure  are  discussed.  Patients  were  generally  ad- 
mitted to  our  clinical  research  center  and  were  thus 
aware  of  the  experimental  nature  of  their  operation. 
The  technic  of  the  operation  will  be  discussed  in  particu- 
lar detail,  with  special  emphasis  on  operative  and  post- 
operative complications  and  their  prevention.  The  ex- 
perimental nature  of  this  type  of  surgery  will  be  stressed. 
Vitreous  surgery  without  cataract  extraction  will  also  be 
discussed. 

B.  Intravitreal  Injections  in  Treatment  of  Reti- 
nal Detachment 

William  V.  Delaney,  M.D.,  Syracuse 

Clinical  Assistant  Professor  of  Ophthalmology, 
State  University  of  New  York  Upstate  Medical 
Center 

Intravitreal  saline  injection  is  a very  useful  adjunct  in 
surgery  for  retinal  detachment.  A safe  method  of  injec- 
tion and  when  such  injection  may  be  useful  is  discussed. 
Seventy-one  patients  treated  with  intravitreal  saline,  as 
part  of  the  surgical  correction,  are  evaluated  and  com- 
pared with  noninjected  patients  with  retinal  detachment. 

C.  Vitreous  Surgery  in  Aphakia 
George  M.  Gombos,  M.D.,  Brooklyn 

Associate  Professor  of  Ophthalmology,  State  Uni- 
versity of  New  York  Downstate  Medical  Center 

The  history  and  development  of  vitreous  surgery  since 
the  fii'st  procedm'e  was  performed  in  1895  by  Scholer  is 
described  briefly.  Indications  for  vitrectomy  in  aphakia 
are  classified  into  two  main  groups,  simple  cases  and  com- 
plicated cases.  The  surgical  procedure  recommended  is 
described.  The  importance  of  postoperative  administra- 
tion of  drugs  also  is  stressed.  The  disadvantages  of  other 
technics  are  discussed.  The  immediate  and  late  compli- 
cations of  vitreous  surgery  are  indicated,  and  suggestions 
are  made  on  how  to  avoid  them. 

3.  Symposium  and  Panel  Discussion:  Incomitant  Stra- 
bismus 

Abraham  Schlossman,  M.D.,  New  York  City,  Moder- 
ator 

Clinical  Associate  Professor  of  Ophthalmology, 
State  University  of  New  York  Downstate  Medical 
Center;  Attending  Surgeon,  Manhattan,  Eye,  Ear 
and  Thi'oat  Hospital 

A.  Diagnostic  Importance  of  the  Lateral  Posi- 
tions of  Gaze 

Joseph  H.  Goldstein,  M.D.,  Brooklyn 

Assistant  Professor  of  Ophthalmology,  State  Uni- 
versity of  New  York  Downstate  Medical  Center; 
Director  of  Ophthalmology,  Maimonides  Hospital 
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Routine  evaluation  of  patients  with  strabismus  has 
included  prism  cover  test  measurement  for  distance  and 
near  and,  more  recently,  in  gaze  up  and  gaze  down  for  the 
A and  V patterns.  It  is  the  pm’pose  of  this  report  to 
stress,  in  addition,  the  importance  of  the  measurements 
in  gaze  right  and  gaze  left  positions,  most  notably  in 
vertical  deviations.  These  measurements  will  identify 
thi'ee  distinct  types  of  vertical  problems  and  indicate  the 
preferred  method  of  treatment.  This  study  presents 
case  material  to  define  the  diagnostic  and  therapeutic 
implication  of  the  measm'ements. 

B.  Surgical  Results  of  Third  Cranial  Nerve 

Palsies 

Robert  D.  Reinecke,  M.D.,  Albany 

Professor  and  Chairman,  Department  of  Ophthal- 
mology, Albany  Medical  College  of  Union  Uni- 
versity 

A series  of  intractable  third  nerve  palsies  treated  with 
transplantation  of  the  superior  oblique  muscle  are  re- 
ported. All  patients  had  multiple  procedures  done 
elsewhere  as  the  fii’st  step.  The  cosmetic  success  of  this 
procedure  is  gratifying,  and  the  functional  improvement 
of  the  bilateral  congenital  third  nerve  palsies  is  striking. 
In  all  cases  the  lateral  rectus  must  be  inspected  and 
forced  ductions  done  carefully  to  assure  the  operator 
that  there  is  no  traction  laterally.  The  results  are  more 
satisfactory  to  the  author  than  the  stay  sutures. 

C.  Mechanical  Anomalies 

Suzanne  Verroneau-Troutman,  M.D.,  New  York 

City 

Associate  Director,  Department  of  Motor  Anom- 
alies, New  York  Eye  and  Ear  Infirmary;  As- 
sistant Attending  Ophthalmologist,  Manhattan 
Eye,  Ear  and  Throat  Hospital 

The  congenital  and  acquired  mechanical  anomalies  of 
the  ocular  muscles  will  be  presented.  These  are  the  non- 
neurogenic  “paralyses,”  and  they  differ  in  their  treat- 
ment. Using  illustrative  clinical  cases  it  will  be  shown 
that  the  surgical  indications  vary  from  the  congenital  to 
the  acquired  type  of  anomaly. 


SECTION  ON 

Orthopedic  Surgery 


Chairman Robert  C.  Dickerson,  M.D.,  Rochester 

Secretary George  B.  Ambrose,  M.D.,  New  York 

Delegate Frederick  Lee  Liebolt,  M.D.,  New  York 

Monday,  February  15/9:00  A.M./Versailles  Terrace,  Second 
Floor 


1.  Osteosarcoma:  Personal  Experience  in  Treat- 

ment of  100  Cases 

Kenneth  C.  Francis,  M.D.,  New  York  City 

Professor  of  Clinical  Orthopedic  Surgery,  New  York 
University  School  of  Medicine;  Attending  Surgeon, 
University  Hospital 

Discussion:  Eugene  R.  Mindell,  M.D.,  Buffalo 
Head  of  Orthopedic  Surgery,  Edward  J.  Meyer 
Memorial  Hospital 

2,  Computers  in  Orthopedic  Surgery 

Charles  T.  Ryder,  M.D.,  New  York  City 

Professor  of  Orthopedic  Surgery,  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons;  Director, 
Pediatric  Orthopedic  Service,  New  York  Orthopedic 
Hospital 


Discussion:  David  G.  Murray,  M.D.,  Syracuse 
Chief  of  Orthopedic  Surgery,  State  University  Hos- 
pital 

3.  Current  and  Developing  Aspects  in  the  Manage- 
ment of  Scoliosis 

Louis  A.  Goldstein,  M.D.,  Rochester 

Professor  and  Chairman,  Department  of  Ortho- 
pedic Surgery,  University  of  Rochester  School  of 
Medicine  and  Dentistry;  Orthopedic  Surgeon-in- 
Chief,  Strong  Memorial  Hospital 

Discussion:  Hugo  Keim,  M.D.,  New  York  City 
Assistant  Attending  Orthopedic  Surgeon,  Presby- 
terian Hospital 

4.  Total  Hip  Replacement 

Charles  M.  Evarts,  M.D.,  Cleveland,  Ohio  (by  invi- 
tation) 

Head  of  Department  of  Orthopedic  Surgery,  Cleve- 
land Clinic 

Discussion:  Frank  E.  Stinchfield,  M.D.,  New  York 
City 

Director  of  Orthopedic  Surgery,  Presbyterian  Hos- 
pital 


SECTION  ON 

Otolaryngology 


Chairman Edwin  I.  Cleveland,  M.D.,  Bronxville 

Vice-Chairman John  M.  Lore,  Jr.,  M.D.,  Buffalo 

Secretary John  R.  Williams,  M.D.,  New  Rochelle 

Delegate William  F.  Robbett,  M.D.,  New  York 


Wednesday,  February  17/2:00  P.M./Versailles  Terrace, 
Second  Floor 

1.  Probable  Air  Embolism  During  Middle  Ear  In- 
flation 

John  P.  Frazer,  M.D.,  Rochester 

Professor  and  Chairman,  Division  of  Otolaryngol- 
ogy, University  of  Rochester  School  of  Medicine 
and  Dentistry 

2.  Cuffed  Tubes  and  Tracheal  Stenoses 

Charles  M.  Norris,  M.D.,  Philadelphia,  Pennsyl- 
vania (by  invitation) 

Professor  and  Chairman,  Department  of  Laryngol- 
ogy and  Bronchoesophagology,  Temple  University 
School  of  Medicine 

3.  Middle  Ear  Fascia  Slot  Graft 

Alan  Austin  Scheer,  M.D.,  New  York  City 
Chief  of  Otolaryngology,  Polyclinic  Hospital 

4.  External  Traction  for  Depressed  Facial  Fractures 
John  M.  Lore,  Jr.,  M.D.,  Buffalo 

Chairman,  Department  of  Otolaryngology,  State 
University  of  New  York  at  Buffalo  School  of  Medi- 
cine 

Ernesto  Zingapan,  M.D^,  Buffalo  {by  invitation) 
Assistant  Clinical  Instructor  in  Otolaryngology, 
State  University  of  New  York  at  Buffalo  School  of 
Medicine 
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SECTION  ON 

Pathology,  Clinical  Pathology,  and  Blood 
Banking 


Chairman Milton  J.  Kisen,  M.D.,  Yonkers 

Vice-Chairman Louis  G.  Jakovic,  M.U.,  Albany 

Secretary George  K.  Higgins,  M.U.,  New  York 

Delegate  Albert  H.  Harris,  M.D.,  Albany 


Wednesday,  February  17/9:00  A. M. /Versailles  Ballroom, 
Second  Floor 

1.  Symposium:  Lipoproteins 

A.  Physiology 

Paul  Nestel,  M.D.,  Canberra,  Australia  ^by  invi- 
tation) 

Department  of  Clinical  Science,  Australian  Na- 
tional University;  Rockefeller  Llniversity 

B.  Analysis 

Herbert  J.  Kayden,  M.D.,  New  York  City 

Associate  Professor  of  Medicine,  New  York  Uni- 
versity School  of  Medicine;  Attending  Physician, 
Bellevue  Hospital 

C.  Clinical  Abnormalities  of  Human  Serum 
Lipoproteins 

Herbert  G.  Rose,  M.D.,  Bronx  (by  invitation) 
Director,  Lipid  Research  Laboratory,  and  Chief, 
Endocrinology  Service,  Veterans  Administration 
Hospital 

The  structure  and  metabolism  of  human  plasma  lipo- 
proteins will  be  reviewed  to  provide  a framework  for 
understanding  the  current  classification  of  blood  lipid 
disorders.  Both  clinical  and  laboratory  features  of  the 
major  disorders  will  be  described.  EmphasLs  will  be 
placed  on  the  consequences  of  newer  knowledge  for  the 
therapy  of  patients  and  for  the  prevention  of  athero- 
sclerosis in  the  public  at  large. 

2.  Symposium:  Hepatitis 

A.  The  Serum  Hepatitis  Antigen  Carrier  State 
A.  M.  Prince,  M.D.,  New  York  City  (by  invitation) 

Head,  Laboratory  of  Virology,  New  York  Blood 
Center;  Associate  Attending  Pathologist,  The  New 
York  Hospital 

W.  Szmuness,  New  York  City  (by  invitation) 
Associate  Investigator,  New  York  Blood  Center 

Evidence,  based  on  assay  for  the  serum  hepatitis  virus 
specific  antigen  (SH),  indicating  the  importance  of  this 
virus  in  the  etiology  and  pathogenesis  of  acute  and  chronic 
liver  disease  will  be  reviewed. 

B.  Current  Status  of  Hepatitis-Associated  Anti- 
gen in  Blood  Banking 

David  J.  Gocke,  M.D.,  New  York  City 

Associate  Pi'ofessor  of  Clinical  Medicine,  Colum- 
bia University  College  of  Physicians  and  Surgeons 

SECTION  ON 

Pediatrics 


Chairman Charles  N.  Needham,  M.D.,  Syracuse 

Vice-Chairman Gilbert  L.  Fuld,  M.D.,  New  York 

Secretary Martin  C.  Ushkow,  M.D.,  Syracuse 

Delegate Thomas  S.  Bumbalo,  M.D.,  Buffalo 


Tuesday,  February  16/2:00  P.M./Versailles  Ballroom, 
Second  Floor 


i’. 


1.  Longitudinal  Study  of  the  Growth  of  Low-Birth 
Weight  Infants 

Mary  Ophelia  Cruise,  M.D.,  Buffalo 

Associate  Professor  of  Pediatrics,  State  University 
of  New  York  at  Buffalo  School  of  Medicine 

Data  from  a longitudinal  study  of  the  growth  and  de- 
velopment of  202  normal,  single-birth,  white  premature 
subjects  who  have  attained  two  years  of  age  will  be  pre- 
sented. Information  is  being  accumulated  to  establish 
distance  and  velocity  curves  for  the  growth  of  low-birth 
weight  subjects  born  at  varying  ages  of  gestation. 

The  basis  for  the  selection  of  subjects,  relationship  of 
birth  measurements  to  gestational  age,  protocol  for  the 
ages  of  examinations,  technics  of  measurements,  and 
jirocedures  for  statistical  analysis  will  be  jiresented.  Ob- 
servations have  included  nude  weight,  crown-heel  length, 
crown-rump  length,  head  circumference,  length  of  fibula 
as  measured  on  the  x-ray  film,  appearance  of  centers  of 
ossification  at  the  knee,  hematocrit,  reticulocyte  count, 
physical  examination,  and  appraisal  of  developmental 
landmarks. 

The  discussion  will  be  restricted  to  physical  growth  of 
the  202  subjects  who  weighed  less  than  2,500  Gm.  at 
birth  and  of  the  control  subjects  who  were  full-term  and 
weighed  more  than  2,500  Gm.  at  birth.  The  subjects 
have  been  separated  as  to  sex  and  grouped  according  to 
age  of  gestation.  Statistical  analysis  of  the  data  will  be 
presented. 

2.  The  Yellow  Baby 

Charlotte  Catz,  M.D.,  Buffalo 

Assistant  Professor  of  Pediatrics,  State  University 
of  New  York  at  Buffalo  School  of  Medicine 

A few  decades  ago  neonatal  jaundice  seemed  a simple 
and  easily  managed  problem.  Through  the  introduction 
of  exchange  transfusions,  the  incidence  of  neurologic 
sequelae  of  hyperbilirubinemia  was  decreased.  Clarifi- 
cation of  the  biochemistry  of  bile-pigment  metabolism 
revealed  the  complexity  of  heme  degradation  and  elim- 
ination and  permitted  an  opportunity  for  new  therapeu- 
tic schemes.  The  concept  of  enzymic  induction  by  drugs 
was  applied  successfully  to  clinical  situations,  and  pheno- 
barbital  was  administered  to  infants  with  unconjugated 
hyperbilirubinemia.  Lights,  known  to  degrade  bilirubin 
in  test  tubes,  were  shown  to  facilitate  its  excretion  in  in 
vivo  situations.  It  is  the  purpose  of  this  presentation  to 
review  the  present  state  of  knowledge  in  bilirubin  metab- 
olism and  the  development  of  the  newer  forms  of 
therapy.  Words  of  caution  will  be  raised  against  the 
indiscriminate  use  of  these  drugs,  since  the  unknown 
long-term  effects  must  be  considered  in  each  patient. 

3.  The  Effects  of  Handling  on  Behavioral  Develop- 
ment of  Premature  Infants 

Norman  Solkoff,  Ph.D.,  Buffalo  (by  invitation) 

Associate  Professor  of  Psychiatry  and  Psychology, 
State  Univer.sity  of  New  Y’ork  at  Buffalo  School  of 
Medicine 

The  immediate  and  subsequent  effects  of  handling  on 
the  behavioral  and  physical  development  of  10  low-birth 
weight  infants  were  studied.  The  5 experimental  infants 
were  stroked  in  their  isolettes  five  minutes  every  hour 
of  the  day  for  ten  days,  while  the  5 controls  were  pro- 
vided with  routine  nursery  care.  The  handled  infants 
were  more  active,  regained  initial  birth  weights  faster, 
and  were  described  as  physically  healthier  in  terms  of 
gi'owth  and  motor  development  than  the  controls. 
Home  ratings  of  intensity  and  variety  of  stimulation 
were  also  higher  for  the  handled  infants  at  between 
seven  and  eight  months  of  age. 
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SECTION  ON 

Physical  Medicine  and  Rehabilitation 


Chairman Samuel  A.  Levine,  M.D.,  Bronx 

Vice-Chairman Harold  Gellert,  M.D.,  New  York 

Secretary Robert  H.  Cress,  M.D.,  Albany 

Delegate Henry  Fleck,  M.D.,  Bronx 


Tuesday,  February  16/9:00  A.M./Royal  Ballroom  B,  Second 
Floor 

Symposium  and  Panel  Discussion:  Rehabilitation 

Medicine  in  the  Urban  Ghetto 

Samuel  A.  Levine,  M.D.,  Bronx,  Moderator 

Clinical  Director,  Lubin  Rehabilitation  Center,  The 
Hospital  of  the  Albert  Einstein  College  of  Medicine; 
Associate  Professor  of  Rehabilitation  Medicine, 
Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

1.  The  Role  in  the  Urban  Ghetto 
Victor  Cummings,  M.D.,  Bronx 

Associate  Professor  of  Rehabilitation  Medicine, 
Albert  Einstein  College  of  Medicine  of  Yeshiva 
University;  Director  of  Rehabilitation  Medicine, 
Lincoln  Hospital 

Until  recently,  medical  schools  have  not  become 
heavily  involved  in  health  care  planning  and  delivery  of 
service  to  ghetto  communities.  They  have  tended  to 
assume  the  role  of  referral  and  diagnostic  centers.  De- 
partments of  physical  medicine  and  rehabilitation  have 
tended  to  follow  suit.  With  the  advent  of  Federal, 
State,  and  local  governmental  financial  cutbacks  for 
basic  research  and  the  relative  loosening  of  funds  for 
direct  patient  services  at  the  community  level,  medical 
schools  and  hospitals  have  reordered  their  priorities  to 
look  at  the  ui'ban  ghetto  in  a new  light. 

Departments  of  physical  medicine  and  rehabilitation 
leave  much  to  offer  in  planning  and  developing  a creative 
and  innovative  program  for  the  urban  ghetto.  Certain 
steps  must  be  taken  to  become  directly  involved  with  this 
community.  This  discussion  will  center  around  how 
and  why  physical  medicine  and  rehabilitation  are  to 
deliver  new  services  to  the  ghetto  community. 

2.  Development  of  Rehabilitation  Services  in  a 

Ghetto 

Albert  D.  Anderson,  M.D.,  New  York  City 
Director,  Rehabilitation  Medicine,  Harlem  Hos- 
pital Center;  Clinical  Professor  of  Rehabilita- 
tion Medicine,  Columbia  University  College  of 
Physicians  and  Surgeons 
Herbert  L.  Thornhill,  M.D.,  New  York  City 
Associate  Director  of  Rehabilitation  Medicine, 
Harlem  Hospital  Center;  Assistant  Clinical  Pro- 
fessor of  Rehabilitation  Medicine,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons 

Plans  for  comprehensive  medical  service  to  the  urban 
poor  do  not  routinely  include  restorative  measures.  The 
authors  describe  their  experience  in  developing  rehabilita- 
tion services  for  a municipal  hospital  in  a large  urban, 
black  ghetto  area.  They  could  find  no  guide  lines  for 
the  development  of  such  services  in  core  communities. 
The  size  of  the  physically  impaired  population  is  sus- 
pected, and  its  chai'acter  is  unknown.  Methods  are 
to  surmount  obstacles  to  the  provision  of 
rehabilitative  care  within  the  community  and  within 
health  facilities  oriented  to  acute  disease. 

Panel  Discussion 
The  above  speakers 


SECTION  ON 

Plastic  and  Reconstructive  Surgery 

Chairman.  . Bertram  E.  Bromberg,  M.D.,  Hempstead 
Vice-Chairman.  Dicran  Goulian,  Jr.,  M.D.,  New  York 

Secretary David  B.  Stark,  M.D.,  Syracuse 

Delegate Howard  B.  Rasi,  M.D.,  Brooklyn 

Sunday,  February  14/2:00  P.M./Royal  Ballroom  A,  Second 
Floor 

1.  Primary  Pharyngeal  Flaps 

Alfred  E.  Falcone,  M.D.,  D.D.S.,  Syracuse 

Attending  Plastic  Surgeon,  St.  Joseph’s  Hospital; 
Attending  Plastic  Surgeon,  State  University  of  New 
York  Upstate  Medical  Center 
The  pharyngeal  flap  has  been  a useful  procedure  for 
the  habilitation  of  the  cleft  palate.  This  report  discusses 
the  application  of  the  pharyngeal  flap  done  primarily  in 
conjunction  with  the  original  palate  repair.  The  technic 
employed  and  the  indications,  advantages,  and  compli- 
cations will  be  discussed. 

2.  Reconstructive  Surgery  in  Transexuals 
Michael  F.  Morrissey,  M.D.,  Yonkers 

A group  of  male  transexual  patients  have  been  oper- 
ated on.  Multiple  surgical  procedures  carried  out  on 
these  patients  will  be  discussed.  The  surgical  procedures 
range  from  construction  of  vaginas  using  split-thickness 
skin  grafts  to  line  the  cavity  and  also  lining  the  cavity 
with  scrotal  flaps.  Slides  of  the  sui'gical  procedure  will 
be  shown.  No  attempt  will  be  made  to  evaluate  these 
patients  completely. 

3.  Hair  Transplantation 

Norman  Orentreich,  M.D.,  New  York  City 

Associate  Clinical  Professor  of  Dermatology,  New 
York  University  School  of  Medicine 

Hair  scalp  punch  autografting  has  been  a safe  and  ef- 
fective method  in  the  treatment  of  alopecia  for  the  past 
sixteen  years.  Homograft  tolerance  studies  using  this 
surgical  technic  along  with  intrale.sional  steroids  and 
interrupted  exposure  will  be  reviewed. 

4.  Dental  Planning  in  Surgical  Orthodontics 
Stanley  L.  Gibbs,  D.D.S.,  New  York  City  {by  invita- 
tion) 

Associate  Attending  Dentist  and  Head  of  Section  on 
Orthodontics,  Elmhurst  General  Hospital 
Many  problems  of  dental  origin  and  scope  exist  in  the 
proper  planning  of  surgical  orthodontic  procedures. 
Successful  completion  depends  on  a thorough  understand- 
ing of  the  factors  involved.  Complete  investigation  in- 
volving photographs,  moulages,  casts,  periapical  radio- 
graphs, proper  cephalometric  evaluation,  and  a multi- 
plicity of  model  surgical  procedures  are  invaluable  tools 
to  evolve  the  correct  solution. 

5.  Surgical  Orthodontics 

In  Chul  Song,  M.D.,  Brooklyn 

Assistant  Professor  of  Plastic  Surgery,  State  Uni- 
versity of  New  York  Downstate  Medical  Center 
Bertram  E.  Bromberg,  M.D.,  Brooklyn 

Professor  of  Department  of  Surgery,  Division 
of  Plastic  Surgery,  State  University  of  New  York 
Downstate  Medical  Center 

Surgical  correction  of  malocclusion  and  reconstruction 
of  deformed  mid-face,  either  from  congenital  maxillary 
anomalies  or  mid-face  disproportion  following  trauma, 
can  be  effectively  attained  by  maxillary  osteotomy  with 
bone  resection  or  bone  graft.  Surgical  approach  as  well 
as  the  technics  of  postoperative  fixation  and  immobiliza- 
tion will  be  presented. 
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SECTION  ON 

Preventive  Medicine  and  Public  Health 


Chairman George  E.  Leone,  M.D.,  Riverhead 

Vice-Chairman John  J.  A.  Lyons,  M.D.,  Albany 

Secretary James  J.  Quinlivan,  M.D.,  Albany 

Delegate  Arthur  G.  Baker,  M.D.,  Albany 


Tuesday,  February  16/2:00  P.M. /Royal  Ballroom  B,  Second 
f Floor 

1.  Symposium:  Delivery  of  Health  Services  Neigh- 
I borhood  Health  Care 

A.  Suffolk  County 

Walter  J.  O’Connor,  M.D.,  Babylon 

Attending  Pediatrician,  Good  Samaritan  Hospi- 
tal; Consultant  in  Pediatrics,  St.  Charles  Hospi- 
tal 

B.  Albany  County 

John  J.  A.  Lyons,  M.D.,  Albany 

Associate  Professor  of  Medicine,  Albany  Medical 
College  of  Union  University;  Attending  Physi- 
cian, Albany  Medical  Center  Hospital 

C.  Monroe  County 

Kenneth  W.  Woodward,  M.D.,  Rochester 

Assistant  Professor  of  Pediatrics  and  of  Preven- 
tive Medicine  and  Community  Health,  University 
of  Rochester  School  of  Medicine  and  Dentistry 

Discussion:  William  E.  Mosher,  M.D.,  Buffalo 
Commissioner,  Erie  County  Health  Department 

2.  Panel  Discussion:  Prepaid  Medical  Group  Prac- 
tice 

Panelists 

William  Ruberman,  M.D.,  Brooklyn 

Clinical  Assistant  Professor  of  Medicine,  State 
University  of  New  York  Downstate  Medical 
Center;  Director  of  Medical  Research,  Health 
Insurance  Plan  of  New  York 
Edward  M.  Dolinsky,  M.P.H.,  New  York  City  (by 
invitation) 

Director,  Health  Care  Research,  Medical  Depart- 
ment, Metropolitan  Life  Insurance  Company 

Opening  remarks  will  include  a brief  background  of  the 
growing  interest  in  prepaid  group  practice,  especially 
during  the  last  three  years.  A resume  of  the  Federal 
program  instituted  by  the  Office  for  Group  Practice  De- 
velopment, U.S.  Public  Health  Service,  and  U.S.  De- 
partment of  Health,  Education,  and  Welfare  will  be 
followed  by  a discussion  of  the  growing  interest  on  the 
part  of  a number  of  industries,  especially  the  insurance 
industry,  in  providing  alternative  health  service  programs 
for  subscribers  whose  health  insurance  has  previously 
been  limited  to  indemnity  programs.  Reference  to 
aspects  of  the  preventive  services  more  frequently  avail- 
able under  prepaid  group  practice  health  service  progi-ams 
will  be  touched  on,  as  well  as  a comment  on  current 
Federal  considerations  of  health  maintenance  organiza- 
tions. 

SECTION  ON 

Radiology 

Chairman Stanley  M.  Rogoff,  M.D.,  Rochester 

Vice-Chairman 

Edward  A.  Dunlop,  Jr.,  M.D.,  Lewiston 

Secretary Norm.an  E.  Leeds,  M.D.,  Bronx 

Delegate Samuel  H.  Madell,  M.D.,  New  York 

Monday,  February  15/2:00  P.M./Versailles  Ballroom,  Second 
Floor 


1.  Roentgenologic  Patterns  in  Syndromic  Malfor- 
mations 

Lionel  W.  Young,  M.D.,  Rochester 

Associate  Professor  of  Radiology  and  Pediatrics, 
University  of  Rochester  School  of  Medicine  and 
Dentistry;  Pediatric  Radiologist,  Strong  Memorial 
Hospital 

To  many  roentgenologists  and  other  physicians  the 
malformation  syndromes  are  a hodgepodge  of  isolated 
anomalies  whose  challenge  is  met  by  rote  memorization. 
Some  understanding  of  the  phenomena  of  morphogenesis 
and  genetics  can  facilitate  recognition  of  specific  defects 
and  patterns  of  anomaly.  This  approach  can  be  used  by 
the  roentgenologist  in  identifying  and  making  sense  of 
many  of  the  roentgenographic  features  of  syndromic 
malformations.  The  headings  of  developmental  syn- 
drome entities  to  be  discussed  are  (1)  single  morphoge- 
netic defects;  and  (2)  multiple  morphogenetic  defects; 
chromosomal  dysmorphic  syndromes,  arthro-,  skeletal, 
and  ectodermal  dysplastic  syndromes,  oral,  facial,  and 
digital  dysmorphic  syndromes,  metabolic  and  hemodys- 
crasic  syndromes,  hamartomatous  syndromes,  and  mis- 
cellaneous. 

2.  Radioisotopic  Studies  in  the  Diagnosis  and  Man- 
agement of  Neuroradiologic  Problems 

Lawrence  H.  Zingesser,  M.D.,  Bronx 

Associate  Professor  of  Radiology,  Albert  Einstein 
College  of  Medicine  of  Yeshiva  University;  Asso- 
ciate Attending  Radiologist,  Bronx  Municipal  Hos- 
pital Center 

Radioisotopic  studies  of  cerebral  flow  utilized  in  a 
clinical  setting  in  neuroradiology  include  studies  with 
nondiffusible  indicators  such  as  RISA  and  technetium 
and  diffusible  indicators  such  as  xenon.  The  nondiffus- 
ible  indicators  give  information  about  cumulation  time 
rather  than  flow  itself,  for  without  knowledge  of  the 
volume  of  the  vascular  bed  no  quantitative  statement 
can  be  made  about  flow  from  circulation  time  informa- 
tion alone.  Nevertheless,  the  atraumatic  nature  of  pro- 
cedures with  nondiffusible  indicators,  involving  as  they 
do  an  intravenous  injection  of  the  indicator,  recommends 
their  use  as  screening  tests  in  groups  of  patients  in  whom 
angiography  has  a relatively  high  risk. 

Studies  with  diffusible  indicators  such  as  xenon  give 
true  flow  information  and  are  usually  carried  out  at  the 
time  of  angiography  through  a catheter  in  the  internal 
carotid  artery.  Such  studies  have  yielded  much  informa- 
tion about  physiology  and  pathophysiology  over  the  last 
few  years  and  are  beginning  to  become  important  in  the 
practical  management  of  neurosurgical  problems.  The 
information  obtained  from  these  studies  (about  cerebral 
perfusion)  may  or  may  not  be  reflected  by  the  angio- 
graphic considerations.  These  situations  in  which  infor- 
mation is  obtainable  from  the  diffusible  indicator  and 
not  from  the  angiography  are  of  particular  interest,  for 
they  indicate  another  dimension  to  neuroradiologic 
diagnosis. 

3.  Reduction  in  Mortality  Rate  from  Breast  Cancer 
Through  Periodic  Mass  Screening 

Philip  Strax,  M.D.,  New  York  City 

Director  of  Radiology,  LaGuardia  Hospital;  Medi- 
cal Director,  Guttman  Institute 

Sam  Shapiro,  B.S.,  New  York  City  (by  invitation) 
Director,  Research  and  Statistics,  Health  Insurance 
Plan  of  New  York  City 

Louis  Venet,  M.D.,  New  York  City 

Attending  Sm-geon,  Beth  Israel  Medical  Center 

Preliminary  data  for  a four-year  follow-up  from  the 
large  scale  periodic  mass  screening  program  for  breast 


January  1 , 1 971  / New  York  State  Journal  of  Medicine  29 


cancer  conducted  since  1963  by  the  Health  Insurance 
Plan  of  Greater  New  York  under  contract  with  the 
United  States  Public  Health  Service  indicate  a substan- 
tial reduction  in  mortality  rate  with  31  deaths  in  the 
study  group  compared  to  52  deaths  in  the  controls. 

This  study  has  involved  a randomized  group  of  60,000 
women  with  30,000  in  the  study  gi’oup  (20,000  of  whom 
were  actually  screened)  and  a matched  control  group. 
All  patients  had  an  initial  and  three  subsequent  annual 
examinations  which  involved  independent  clinical  ex- 
amination and  mammography.  The  detection  rate  was 
2.72  per  1,000  on  initial  screening  and  1.45  per  1,000, 
subsequently  compared  to  1.51  per  1,000  in  the  control 
group.  There  was  no  axillary  nodal  involvement  in  70 
per  cent  of  the  screened  group  compared  to  45  per  cent 
of  the  control  group. 

Case  fatality  rates  for  three  and  a half  years,  which 
allow  for  estimated  lead  time  gained  through  screening, 
also  show  a substantial  reduction.  The  roles  of  mam- 
mography and  clinical  examination  in  this  reduction  are 
assessed. 

SECTION  ON 

School  Health 

Chairman C.  George  Murdock,  M.D.,  Syracuse 

Monday,  February  15/9:00  A. M. /Versailles  Ballroom,  Second 
Floor 

1.  School  Phobia 

David  L.  Miller,  M.D.,  Rochester 

Professor  of  Psychiatry,  University  of  Rochester 
School  of  Medicine  and  Dentistry 

2.  Role  of  the  School  Physician  in  School  Health 
Education 

Joseph  A.  D’Elia,  Albany  {by  invitation) 

Assistant  Chief,  Bureau  of  School  Health  Education, 
State  Education  Department 

3.  The  Handicapped  Child  in  Human  Resources 
School 

Henry  Viscardi,  Jr.,  Albertson  {by  invitation) 
President  and  Founder,  Human  Resources  Center 

SECTION  ON 

Space  Medicine 

Chairman 

. Constantine  D.  J.  Generales,  Jr.,  M.D.,  New  York 
Secretary Levon  Bedrosian,  M.D.,  Albany 

Sunday,  February  14/2:00  P.M./Versailles  Ballroom,  Second 
Floor 

Opening  Remarks 

Constantine  D.  J.  Generales,  Jr.,  M.D. 

Founder  and  Chairman,  Section  on  Space  Medicine, 
Medical  Society  of  the  State  of  New  York 

Twelfth  Annual  Symposium — The  March  to  Galactic 
Maturity 

1.  The  Search  for  Drugs  from  the  Sea 

John  J.  Denton,  Ph.D.,  Pearl  River  {by  invitation) 
Director  of  Organic  Chemical  Research,  Lederle 
Laboratories 

The  search  for  new  drugs  from  natural  sources  has  been 
concentrated  up  to  now  in  terrestrial  sources.  The  sea 
with  its  wide  variety  of  marine  life  has  not  been  exten- 


sively tapped  as  a source  of  drugs.  Our  methods  of  col- 
lection and  laboratory  investigation  in  the  search  for  new 
drugs  from  marine  life  will  be  discussed. 

2.  Tachyons:  Present  Status  and  Future  Signifi- 
cance 

Gerald  Feinberg,  Ph.D.,  New  York  City  (by  invi- 
tation) 

Professor  of  Physics,  Columbia  University 

Tachyons  are  hypothetic  objects  that  travel  faster 
than  light  in  vacuum  and  nevertheless  satisfy  Einstein’s 
theory  of  relativity.  Several  experimental  searches  for 
them  have  been  made  with  negative  results  until  now. 
But  if  they  are  found,  they  could  have  important  applica- 
tion to  space  flight  which  will  be  discussed. 

3.  A “Technologic  Evolution”  of  the  Erythrocyte 

and  Related  Physiology 

Leland  C.  Clark,  Jr.,  Ph.D.,  Cincinnati,  Ohio  {by 
invitation) 

Professor  of  Research  Pediatrics,  University  of 
Cincinnati  College  of  Medicine 

The  possibilities  for  liquid  breathing  and  for  making 
oxygen-carrying  blood  substitutes  will  be  discussed,  and 
our  progress  to  date  will  be  summarized. 

4.  Possibilities  for  Exotic  Life  Cycles  on  Primi- 
tive Planets 

Richard  Wolfgang,  Ph.D.,  New  Haven,  Connecti- 
cut {by  invitation) 

Professor  of  Chemistry,  Yale  University 

In  considering  the  nature  of  possible  life  on  other 
planets,  we  tend  to  be  prejudiced  by  the  nature  of  life  on 
earth.  Nevertheless,  on  a planet  like  Mars,  conditions 
may  be  more  unfavorable  for  the  development  of  a life 
cycle  based  on  terrestrial  type  of  photosynthesis.  Other 
metabolic  cycles  are,  however,  more  conceivable  and 
shall  be  discussed. 

5.  Reassembly  of  Living  Cells  from  Dissociated 

Components 

James  F.  Danielli,  D.Sc.,  Amherst  {by  invitation) 
Director,  Center  for  Theoretical  Biology,  State 
University  of  New  York  at  Buffalo 

Recent  successful  reassembly  of  living  cells  from  iso- 
lated components  will  be  discussed.  The  potential  of 
work  of  this  type  will  be  considered  both  in  relation  to 
terrestrial  problems  and  to  the  problems  of  exobiology. 

6.  From  the  Earth  to  the  Stars  in  Nineteen  Steps 

Constantine  D.  J.  Generales,  Jr.,  M.D.,  New 
York  City 

Physician  and  Research  Associate,  The  Mount 
Sinai  Hospital 

Orthodoxy  and  heresy,  war  and  peace,  knowledge  and 
ignorance  are  influencing  human  behavior  to  a point  at 
which  mankind  faces  autodestruction  on  earth  or  a volun- 
tary exodus  to  new  homes  around  the  stars  of  the  firma- 
ment. His  tools  of  medicine,  science,  and  technology 
will  hasten  his  organic  evolution  to  attain  an  inner 
harmony  and  also  make  possible  that  long  adventure. 

Panel  Discussion 
The  above  speakers 

SECTION  ON 

Surgery 

Chairman Frederig  P’.  Herter,  M.D.,  New  York 

Vice-Chairman Louis  C.  Cloutier,  M.D.,  Buffalo 

Secretary David  N.  Kluge,  M.D.,  Rochester 

Delegate. . . .Wheelock  A.  Southgate,  M.D.,  Rochester 
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Monday,  February  15/2:00  P.M./Royal  Ballroom  B,  Second 
Floor 

Symposium — Emergency  Care  of  the  Injured  Patient 

1.  Trauma  As  a National  Program 

Oscar  P.  Hampton,  Jr.,  M.D.,  St.  Louis,  Missouri 

(by  invitation) 

Associate  Clinical  Professor  of  Surgery,  Washing- 
ton University  School  of  Medicine;  Assistant  Di- 
rector (Trauma),  American  College  of  Surgeons 

Trauma  as  the  cause  of  death  in  the  United  States 
ranks  fourth  for  all  ages  and  first  for  those  between  one 
and  thirty-seven.  In  1969  trauma  produced  115  thou- 
sand deaths  and  11  million  disabling  injuries.  It  is  our 
leading  environmental  health  problem.  These  alarming 
rates  can  be  reduced  by  improved  pre-hospital  and  in- 
hospital  emergency  medical  services.  The  former  in- 
cludes better  ambulances,  equipment,  trained  personnel, 
and  communications.  The  latter  includes  improved 
emergency  department  staffing  and  equipment  and  better 
in-hospital  laboratory,  x-ray  facilities,  operating  room, 
intensive  care  unit  services,  and  staff  specialist  availabil- 
I ity.  The  entire  system  of  emergency  medical  services 
demands  regional  categorization  of  hospitals  according 
to  their  capabilities  to  render  prompt,  continuing  life- 
I saving  professional  management  of  the  severely  injured. 
In  the  system,  physician  capability  is  the  crucial  in- 
gredient. 

2.  Shock  and  Disturbances  of  Acid-Base  Balance 

in  Acute  Injury 

'John  M.  Kinney,  M.D.,  New  York  City 

Professor  of  Surgery,  Columbia  University  College 
of  Physicians  and  Surgeons 

3.  Ventilatory  Problems  in  the  Acutely  Injured 

Samuel  R.  Powers,  Jr.,  M.D.,  Albany 

Professor  of  Surgery,  Albany  Medical  College  of 
Union  University 

Ventilatory  insufficiency  may  occur  as  an  immediate 
. life-threatening  emergency  at  the  time  of  injury  or  may 
be  delayed  for  a matter  of  several  days  and  appear  as  the 
post-traumatic  form  of  respiratory  distress.  Both 
forms  of  ventilatory  insufficiency  are  characterized  by  a 
decrease  in  the  arterial  oxygen  tension  due  to  inadequate 
ventilation  of  perfused  pulmonary  parenchyma.  The 
cardinal  signs  of  ventilatory  insufficiency  are  those  of 
air  hunger,  namely,  dyspnea,  flaring  nostrils,  and  supra- 
clavicular retraction.  The  clinical  signs  of  associated 
arterial  hypoxemia  are  variable  and  unreliable;  there- 
fore, blood  gas  determination  must  be  used  with  increas- 
ing frequency. 

Immediate  life-threatening  problems  include  those 
associated  either  with  airway  obstruction  or  destruction 
of  the  bellows  mechanism.  Principles  of  management 
will  be  discussed.  Delayed  ventilatory  insufficiency 
may  occur  in  the  severely  injured  in  the  absence  of 
thoracic  trauma.  Early  recognition  by  repeat  blood  gas 
measurements  accompanied  by  early  respiratory  assis- 
tance from  a volume-cycled  respirator  will  substantially 
reduce  the  incidence  and  mortality  rate. 

4.  Priorities  in  Trauma  Involving  Multiple  Sys- 
tems 

Richard  W.  Williams,  M.D.,  Buffalo 

State  University  of  New  York  at  Buffalo  School 
of  Medicine 

The  patient  with  multiple  injuries  is  being  seen  more 
frequently  in  our  hospital  emergency  rooms  and  often 
arrives  at  times  when  specialized  personnel  are  not  avail- 
able. The  patient  with  multiple  injuries  is  best  managed 
by  one  responsible  physician  who  must  have  a precon- 


ceived, memorized  treatment  plan  that  will  enable  him 
to  establish  priorities  and  prompt  treatment.  Second,  a 
properly  equipped  emergency  room  must  have  all  of  the 
equii>ment  necessary  for  resuscitation  at  all  times.  A 
waiting  period  of  a few  minutes  because  of  indecisiveness 
or  a trip  to  central  supply  may  prove  fatal  to  the  patient. 
A systemized  treatment  plan  applicable  in  initiating 
treatment  of  the  critically  injured  patient  will  be  pre- 
sented, and  an  ideally  equipped  emergency  room  will  be 
described.  A color  motion  picture  depicting  technics  in 
management  will  be  shown. 

5.  The  Management  of  Stab  Wounds 

Kenneth  A.  Forde,  M.D.,  New  York  City 

Assistant  Professor  of  Surgery,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons; 
Assistant  Director  of  Surgery,  Harlem  Hospital 

The  increasing  incidence  of  violence  and  industrial 
accidents  in  our  society  has  led  to  a corresponding  in- 
crease in  the  concern  of  surgeons  with  the  management 
of  trauma.  The  major  problems  with  stab  wounds  are 
prompt  establishment  of  an  accurate  diagnosis  as  well  as 
complete  initial  evaluation  to  obviate  later  complications. 
In  our  experience,  we  have  found  that  prompt  resuscita- 
tion and  early  mandatory  exploration  continue  to  be  the 
safest,  most  efficient  method  of  achieving  these  objec- 
tives. 

6.  Selective  Conservatism  in  Penetrating  Ab- 
dominal Trauma 

Gerald  W.  Shaftan,  M.D.,  Brooklyn 

Professor  of  Surgery,  State  University  of  New 
York  Downstate  Medical  Center 

Five  hundred  thirty-five  patients  with  penetrating 
abdominal  trauma,  treated  by  a policy  of  selective  con- 
servatism, have  been  reviewed  as  part  of  an  ongoing 
study  at  the  Kings  County  Hospital  Center.  Confidence 
in  the  reliability  of  criteria  for  exploration  of  the  abdomen 
has  prompted  us  to  explore  only  28  per  cent  of  such  pa- 
tients with  penetrating  type  wounds  of  the  abdomen. 
The  mortality  rate  was  0.3  per  cent  in  those  not  explored 
and  7.3  per  cent  in  those  explored;  the  over-all  figure 
was  2.6  per  cent  which  is  lower  than  any  other  compa- 
rable series  in  the  literature. 

As  surgical  experience  throughout  the  country  in- 
creases, it  becomes  obvious  that  the  wartime  expediency 
of  routine  exploration  for  penetrating  wounds  of  the 
abdomen  is  not  justified  in  civilian  practice.  Certainly, 
when  adequate  facilities  for  the  careful  observation  and 
investigation  of  these  wovmded  patients  are  available, 
improved  mortality  and  morbidity  statistics  can  be  ex- 
pected by  judiciously  selecting  those  patients  requiring 
celiotomy.  Routine  exploration  is  a dogma  no  longer 
valid  for  civilian  penetrating  abdominal  injuries. 
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1.  Vesicovaginal  Fistula 

M.  Leon  Tancer,  M.D.,  New  York  City 

Director,  Department  of  Obstetrics  and  Gynecol- 
ogy, French  Hospital 

Most  vesicovaginal  fistulas  occur  after  gynecologic 
sm-gery.  The  most  common  type  is  the  vault  fistula 
seen  after  hysterectomy.  This  is  best  treated  by  a trans- 
vaginal  Latzko  type  of  partial  colpocleisis. 

The  methrovesicovaginal  fistula  which  occurs  after 
anterior  colporrhaphy  is  the  second  most  common 
lesion  and  is  best  treated  by  a Collis  type  procedure. 

2.  Male  Factors  in  Infertility 

John  MacLeod,  Ph.D.,  New  York  City  {by  invita- 
tion) 

Professor  of  Anatomy,  Cornell  University  Medical 
College 

3.  Urinary  Incontinence  in  the  Female 

Robert  E.  L.  Nesbitt,  M.D.,  Syracuse 

Professor  and  Chairman,  Department  of  Ob- 
stetidcs  and  Gynecology,  State  University  of  New 
York  Upstate  Medical  Center 

Clinical  experiences  relating  to  an  effort  to  broaden 
and  intensify  the  care  of  female  patients  with  urinary 
incontinence  will  be  presented.  Basic  guidelines  which 
have  been  formulated  for  comprehensive  management 
in  context  with  underlying  causes  and  aggravating  fac- 
tors can  be  shown  to  have  direct  bearing  on  the  clinical 
course  and  therapeutic  outcome.  The  success  of  manage- 
ment in  124  incontinent  patients  who  were  referred  con- 
secutively to  our  special  service  will  be  reported.  All 
patients  have  been  followed  for  one  year  or  longer,  and 
one-half  have  been  observed  five  years  or  more  after 
surgery.  Stress  urinary  incontinence  as  a presenting 
complaint  has  been  eliminated  in  97.6  per  cent;  in  only  6 
of  113  patients  ultimately  operated  on  are  there  residual 
bladder  complaints  of  any  kind.  Among  those  with  less 
than  total  cure  (5.3  per  cent),  urgency-frequency- urge 
incontinence  syndrome  associated  with  dense  vesical 
neck  scarring  at  the  time  of  sm'gery  has  been  the  primary 
complaint.  In  addition  to  these  gratifying  clinical  re- 
sults, the  establishment  of  a Regional  Referral  Center 
at  our  institution,  which  is  designed  to  accommodate 
gynecologic  patients  of  all  types  with  urinary  inconti- 
nence, has  proved  to  be  a valuable  model  program  for 
resident  training,  postgraduate  education,  and  research 
activity. 

4.  Urinary  Tract  Infections  in  the  Female 

Guy  Leadbetter,  M.D.,  Buidington,  Vermont  {by 
invitation) 

Professor  and  Chairman,  Division  of  Urology, 
University  of  Vermont  College  of  Medicine 

Urinary  infection  in  the  female  may  be  divided  into 
three  groups:  preadolescence,  the  age  of  sexual  activity, 
and  postmenopausal.  In  children  the  most  common 
cause  of  infection  appears  to  be  meatal  and  submeatal 
stenosis  and  vesicoureteral  reflux.  When  sexual  activity 
begins,  hymenourethral  adhesions  and  “hypospadias” 
are  common,  and  in  postmenopausal  women  the  lack  of 
estrogen  effect  on  the  genitalia  appears  to  cause  stenosis 
and  difficulties.  Diagnoses  are  made  from  careful  his- 
tory, examination  of  genitalia,  cystogram,  intravenous 
pyelogram,  and  cystoscopy.  Treatment  varies;  anti- 
bacterials in  combination  with  urethrotomy,  hymeno- 
urethroplasty,  or  estrogens  with  dilatation  or  urethrot- 
omy depend  on  the  cause.  Results  are  gratifying. 


5.  Ureteral  Injuries 

R.  Keith  Waterhouse,  M.D.,  Brooklyn 

Professor  and  Chairman,  Department  of  Urology, 
State  University  of  New  York  Downstate  Medical 
Center 

SESSION  ON 

Archives 

Chairman Joseph  A.  Tamerin,  M.D.,  New  York 

Sunday,  February  14/10:00  A.M./Versailles  Ballroom, 
Second  Floor 

JOINT  MEETING  WITH 

Session  on  History  of  Medicine 

Panel  Discussion — Salute  to  New  York  Hospital  on 
the  Occasion  of  Its  Bicentennial  Anniversary — 
1771-1971 

Panelists 

Gertrude  Annan,  New  York  City  {by  invitation) 
Librarian,  New  York  Academy  of  Medicine 
David  L.  Cowen,  New  Brunswick,  New  Jersey  {by 
invitation) 

Chairman,  Department  of  History,  Rutgers  Uni- 
versity; Author,  “Medical  Education:  Queens- 

Rutgers  Experience” 

Thomas  Gallagher,  New  York  City  {by  invitation) 
Author,  “The  Doctor’s  Story”;  Commissioned 
for  the  Bicentennial  Celebration  of  Columbia 
University  College  of  Physicians  and  Surgeons 
Eric  Larrabee,  Buffalo  {by  invitation) 

Provost,  State  University  of  New  York  at  Buffalo 
E.  Hugh  Luckey,  M.D.,  New  York  City 

Coordinator,  Bicentennial  Celebration  of  The 
New  York  Hospital;  Professor  of  Medicine, 
Cornell  University  Medical  College 
Paul  Reznikoff,  M.D.,  New  York  City 

Consultant  in  Medicine,  The  New  York  Hospital 

SESSION  ON 

Data  Processing  in  Medicine 

Chairman William  Bauman,  M.D.,  New  York 

Wednesday,  February  17/2:00  P.WI./Versailles  Ballroom, 
Second  Floor 

1.  A Health  Information  System:  One  Coordinator 
of  Health  Care  for  Communities 

Margaret  S.  Lyman,  M.D.,  New  York  City  {by  in- 
vitation) 

Associate  Professor  of  Clinical  Pediatrics,  New 
York  University  School  of  Medicine;  Associate 
Project  Director,  C & Y Project  {^605,  New  York 
University  Medical  Center 

A Health  Information  System,  which  uses  a Univac 
1108  at  the  University  Heights  Medical  Center  Cornput- 
ing  Facility,  is  presently  in  use  in  the  jiediatric  service  of 
Bellevue  Hospital.  This  system  provides  a patient 
identification  file,  ajipointment  scheduler,  selected  re- 
trieval of  narrative  medical  records,  and  a listing  of  types 
and  dates  of  visits  contained  in  the  computer-stored 
narrative  medical  record.  The  system  is  designed  to 
serve  many  health  facilities  giving  care  to  the  same  pa- 
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tients,  for  example,  in  pediatric  school  health  room,  child 
health  stations,  neighborhood  health  center,  and  so  on. 
The  timely  sharing  of  health  and  illness  data  is  viewed 
as  an  essential  element  in  providing  coordinated  and 
integrated,  comprehensive  health  care  for  large  urban 
communities. 

2.  Automated  Multiphasic  Health  Testing  in  an 
Urban  Population:  Analysis  of  Selected  Data 

Leo  Gitman,  M.D.,  Brooklyn 

Director,  Department  of  Community  Health  and 
Multipha.sic  Health  Screening  Center,  Brookdale 
Hospital  Center 

Donald  N.  Logsdon,  M.D.,  Brooklyn  {by  invitation) 
Associate  Director,  Department  of  Community 
Health  and  Multiphasic  Health  Screening  Center, 
Brookdale  Hospital  Center 

In  practice,  community  medicine  is  concerned  with 
health  care  for  large  groups  of  people  who  currently  are 
not  receiving  optimal  or  even  adequate  care.  In  urban, 
inner-city  areas,  this  population  is  predominantly  black 
and  or  Puerto  Rican.  Computer-based  automated 
multiphasic  health  testing  of  large  numbers  of  people 
has  shown  that  age,  sex,  ethnic  origin,  and  cicadian 
rhythm  are  important  variables  in  the  construction  of 
distribution  curves  of  test  results  utilized  in  clinical  medi- 
cine. Examples  are  presented  and  the  implications  for 
community  health  discussed. 

3.  Role  of  the  Erie  County  Medical  Society  in  the 
Establishment  of  the  Health  Data  Network  for  the 
Western  New  York  Area 

James  R.  Nunn,  M.D.,  Amherst 

Chairman,  Department  of  General  Practice,  Millard 
Fillmore  Hospital 

The  Erie  County  Medical  Society  historically  fostered 
the  development  of  a health  data  network  for  the  western 
New  York  area.  It  is  believed  that  only  with  the  interest 
of  the  private  practicing  physicians  in  this  area  can  an 
endeavor  of  this  scope  succeed.  Physicians  must  be 
assured  that  the  privacy  of  medical  health  data  in  a net- 
work of  this  type  be  guaranteed  not  only  by  the  develop- 
ment of  satisfactory  hardware  but  by  the  integrity  of 
technical  personnel.  Further,  laws  must  be  promulgated 
which  give  absolute  protection  to  the  data  stored  in  the 
computers.  This  network  has  tremendous  value  to  both 
patient  and  physician  but  will  require  careful  considera- 
tion and  much  diligent  work. 

4.  Health  Data  Network  for  the  Western  New  York 
Area 

Elemer  F.  Gabrieli,  M.D.,  Buffalo 

Director,  Clinical  Information  Center,  Edward  J. 
Meyer  Memorial  Hospital 

The  objective  is  to  capture,  store,  and,  on  authorized 
demand,  retrieve  health  data.  The  scope  is  comprehen- 
sive and  includes  “cradle  to  grave”  records  on  all  indi- 
viduals living  in  western  New  York  by  connecting  hospi- 
tal records  with  physicians’s  office  notes  and  data  from 
various  health  agencies,  schools,  and  others  producing 
health-related  records.  This  program  was  initiated  by 
the  medical  societies,  a factor  essential  for  successful 


launching.  The  storage-retrieval  task  is  well  within  the 
capability  of  modern  computer  technology.  While  the 
clinical  benefits  of  an  area-wide  health  data  network  are 
immediately  apparent,  the  anticipated  cost  and  risk 
factors  must  be  carefully  examined. 

6.  Comparative  Program  for  Computer  Analysis 
of  Electrocardiograms 

Leon  Pordy,  M.D.,  New  York  City 

Associate  Cardiologist,  The  Mount  Sinai  Hospital; 
Associate  Professor  of  Cardiology,  Mount  Sinai 
School  of  Medicine 

The  requirements  for  computer  analysis  of  electro- 
cardiograms include  (1)  analysis  of  cardiac  rate  and 
rhythm,  (2)  analysis  of  the  contour  or  wave-shape  of  the 
electrocardiogram,  and  (3)  detailed  comparison  of  the 
present  tracing  with  previous  records.  The  comparison 
method  which  we  have  developed  employs  an  IBM  360 
series  computer  and  utilizes  magnetic  tape  storage  and 
retrieval.  Illustrative  case  material  will  be  presented. 
This  system  meets  the  essential  needs  for  effective  use  of 
computerized  electrocardiography  in  a clinical  environ- 
ment. 


SESSION  ON 

History  of  Medicine 

Chairman Robert  J.  Joynt,  M.D.,  Rochester 

Sunday,  February  14/10:00  A.M./Versailles  Ballroom, 

Second  Floor 

JOINT  MEETING  WITH 

Session  on  Archives 

Panel  Discussion — Salute  to  New  York  Hospital  on 

the  Occasion  of  Its  Bicentennial  Anniversary — 

1771-1971 

Panelists 

Gertrude  Annan,  New  York  City  {by  invitation) 
Librarian,  New  York  Academy  of  Medicine 
David  L.  Cowen,  New  Brunswick,  New  Jersey  {by 
invitation) 

Chairman,  Department  of  History,  Rutgers  Uni- 
versity; Author,  “Medical  Education:  Queens- 

Rutgers  Experience” 

Thomas  Gallagher,  New  York  City  {by  invitation) 
Author,  “The  Doctor’s  Story”;  Commissioned 
for  the  Bicentennial  Celebration  of  Columbia 
University  College  of  Physicians  and  Surgeons 
Eric  Larrabee,  Buffalo  {by  invitation) 

Provost,  State  University  of  New  York  at  Buffalo 
E.  Hugh  Luckey,  M.D.,  New  York  City 

Coordinator,  Bicentennial  Celebration  of  The 
New  York  Hospital;  Professor  of  Medicine, 
Cornell  University  Medical  College 
Paul  Reznikoff,  M.D.,  New  York  City 

Consultant  in  Medicine,  The  New  York  Hospital 
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Scientific  Exhibits 


ALBERT  HALL,  LOWER  LEVEL 


ALBERT  H.  DOUGLAS,  M.D.,  Jamaica,  Chairman 
FRANCIS  P.  BILELLO,  M.D.,  Glen  Cove 
LESTER  BLUM,  M.D.,  New  York  City 
BERNARD  S.  EPSTEIN,  M.D.,  New  Hyde  Park 
FREDERICK  LEELIEBOLT,  M.D.,  New  York  City 
ROBERTA.  MOORE,  M.D.,  Brooklyn 
STEPHEN  NORDLICHT,  M.D.,  New  York  City 
ARTHUR  Q.  PENTA,  M.D.,  Schenectady 
BEVERLY  C.  SMITH,  M.D.,  New  York  City 
FRANK  RAYMOND  SMITH,  M.D.,  New  York  City 


Scientific  Exhibits 

Certificates  of  Award  will  be  given  by  the  Medical  Society 
of  the  State  of  New  York  in  two  groups: 

Group  I:  Awards  are  made  for  exhibits  of  individual 

investigation  which  are  judged  on  the  basis  of  originality 
and  excellence  of  presentation. 

Group  II:  Awards  are  made  for  exhibits  which  do  not 

exemplify  purely  experimental  studies  and  which  are 
judged  on  the  basis  of  presentation  and  correlation  of 
data. 

Deliberate  Hypotension  with  Positive 
Airway  Pressure  and  Halothane 
Valentino  D.  B.  Mazzia,  M.D. 

Joseph  Ransohoff,  M.D. 

Henry  Guy,  M.D. 

New  York  University  School  of  Medicine,  New 
York  City 

A method  of  producing  controlled  hypotension  with 
positive  airway  pressure  and  halothane  is  detailed. 
Monitoring;  effects  on  brain,  heart,  liver,  and  lung; 
indications;  contraindications;  and  results  are  pre- 
sented. Supportive  experimental  work  on  the  cat  is 
detailed  (Booth  200). 

The  Challenge  of  Carbon  Dioxide 
Stephen  N.  Steen,  M.D. 

Robert  Crane,  B.S. 

Kings  County  Hospital  Center,  Brooklyn 
An  improved  and  compact  unit  for  the  measurement 
of  carbon  dioxide  stimulus  response  curves  is  presented. 
These  responses  indicate  whether  or  not  the  drug  under 
investigation  has  a depressant  or  stimulant  action  on 
the  human  respiratory  center  (Booth  201). 

Catholic  Approach  to  Respiratory  Care 
Barbara  Lipton,  M.D. 

Avron  Weinreich,  M.D. 

Julius  H.  Jacobson,  II,  M.D. 

Mount  Sinai  School  of  Medicine,  New  York  City 


A graphic  display  of  conventional  respiratory  care  as 
well  as  the  use  of  electrophrenic  stimulation,  rocking  bed, 
cuirass  respirator,  hyperbaric  chamber,  and  “artificial 
lung”  will  be  presented  (Booth  202). 

Incomplete  Abortion — Immediate 
Curettage — Reduced  Patient  Risk 
James  L.  Breen,  M.D. 

William  Connolly,  M.D. 

Caterina  a.  Gregori,  M.D. 

St.  Barnabas  Medical  Center,  Livingston,  New 
Jersey 

Treatment  of  1,000  consecutive  cases  of  incomplete 
abortion  (29  per  cent  septic)  demonstrates  the  benefits  of 
early  curettage  in  controlling  hemorrhage  and  infection. 
Although  the  primary  benefits  are  reduced  complication 
risks,  other  benefits  are  discussed  (Booth  203). 

Application  of  Electron  Microscopy  to 
Renal  Surgical  Problems 
George  R.  Nagamatsu,  M.D. 

Kiyoki  Okada,  M.D. 

Oscar  de  la  Paz,  M.D. 

New  York  Medical  College  Flower  and  Fifth  Avenue 
Hospitals,  New  York  City 

Electron  microscopy  studies  were  correlated  with 
clinical  and  light  microscopy  data  contributing  to  a 
better  understanding  of  sm'gical  renal  problems.  Per- 
missible ischemia  time  in  kidney  surgery,  the  cell  be- 
havior pattern  in  renal  malignant  conditions,  and  cel- 
lular changes  from  obstruction  and  its  reversible  potential 
with  provision  of  drainage  are  some  of  the  significant 
facts  recorded  (Booth  204). 

Corrosion  Studies  of  Renal  Disease 
James  C.  Brennan,  M.D. 

Paul  Dittmann 

Buffalo  General  Hospital,  Buffalo 
Postcorrosion  casts  of  colored  plastic  injections  of  the 
arterial,  venous,  and  calyceal  systems  of  kidneys  obtained 
by  postmortem  examination  are  presented.  The  casts 
are  arranged  in  groups  that  feature  the  characteristics  , 
of  these  renal  systems  as  found  altered  in  the  common  j 
disease  states  that  affect  the  urinary  tract.  Additional  1 
roentgenogi'ams  are  presented  of  similar  preparations  in  j 
which  barium  granules  have  been  injected  with  the  > 
plastic  medium,  allowing  comparison  with  regular  in 
vivo  pyelographic  studies  of  similar  disease  states  (Booth  ■ 

205). 

i 

Chemosurgery  Bridges  the  Gap  Between 
Dermatology  and  Surgery  1 

Perry  Robins,  M.D. 

Henry  Menn,  M.D.  *| 

New  York  University  Medical  Center,  New  York  -i 

City  I 

The  technic  offers  the  highest  cure  rate  for  cancer  of  I 
the  skin.  This  is  accomplished  by  serial  excision  and  1 
microscopic  study  of  chemically  fixed  tissue  suspected  fi 
of  harboring  a neoplasm.  The  chemosurgeon  can  then  I 
identify  precisely  the  extent  of  the  malignant  process 
and  excise  the  entire  neoplasia  under  microscopic  control.  « 
The  tumor  surgeon,  ophthalmologist,  plastic  surgeon,  I 
and  otolaryngologist  appreciate  the  effectiveness  of  this  ^ 
technic  and  often  work  with  the  chemosurgeon  to  erad-  • 

icate  difficult  or  recurrent  cutaneous  lesions  (Booth  206).  L 

1 

The  Aging  Skin  ’ 

Committee  on  Cutaneous  Health  and  Cosmetics,  l| 
American  Medical  Association  L 

Chicago,  Illinois  k. 

The  skin  changes  that  occur  in  aging  as  well  as  those 

i: 

} 
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occurring  in  the  nails,  hair,  sebaceous  glands,  sweat 
glands,  and  pigmentary  system  are  summarized.  The 
histologic,  biochemical,  and  clinical  changes  of  the  skin 
due  to  exposure  to  ultraviolet  light  are  reviewed.  Pre- 
vention and  treatment  (cosmetic  and  corrective)  are 
discussed  (Booth  207). 

Intensive  Design:  The  Statistical  Study 

of  the  Single  Case 

Jacob  B.  Chassan,  Ph.D. 

Hoffmann-La  Roche,  Inc.,  Nutley,  New  Jersey 
Intensive  or  single  case  design  is  an  apjjroach  to  clin- 
ical research  in  which  the  individual  patient  rather  than 
groups  of  patients  become  the  focus  of  inquiry.  This 
exhibit  shows  how  frequent  observations  of  1 ))atient 
treated  with  changing  medication  in  a double-blind 
random  fashion  can  lead  to  statistically  meaningful 
conclusions.  Graphs  developed  from  an  intensive  design 
study  will  help  clarify  the  explanation  of  intensive  design 
(Booth  208). 

Endometrial  Responses  to  Various  Oral 
Contraceptives  in  Family  Planning 
Maxwell  Roland,  M.D. 

David  Leisten,  M.D. 

French  and  Polyclinic  Medical  School  and  Health 
Center,  New  York  City 

A comparison  between  normal  ovulatory  and  oral 
contracei>tive-treated  ovaries  and  endometria  is  made, 
using  motion  picture  endoscopic  views  and  photomicro- 
graphs of  the  pelvic  organs.  The  clinician  can  help  to 
minimize  breakthrough  bleeding  or  secondary  amenor- 
rhea in  the  course  of  oral  contraceptive  treatment  when 
the  patient’s  pretreatment  history  augments  clinical 
findings  (Booth  209). 

Malignancy-Associated  Change  in 
Peripheral  Blood  Smears 
Barbara  Johnston,  M.S. 

J.  M.  Brady,  M.D. 

St.  Vincent’s  Hospital  and  Medical  Center,  New 
Y ork  City 

Cytomorphologic  changes  will  be  demonstrated  in 
leukocytes  of  animals  and  human  subjects  with  neo- 
plasms. Peripheral  blood  smears  stained  with  a modi- 
fied Wright’s-Giemsa  stain  were  examined  under  oil 
immersion.  The  leukocytes  were  examined  for  thin 
threadlike  excrescences  from  the  nuclei  of  the  poly- 
morphonuclear leukocytes  and  “halo  bodies”  in  the 
cytoplasm  of  the  mononuclear  cells.  These  “halo 
bodies”  were  lightly  stained  areas  surrounded  peripher- 
ally by  what  might  be  a limiting  membrane  containing 
an  inclusion  body.  A smear  was  declared  positive  for 
malignancy-associated  changes  if  50  per  cent  or  more 
of  the  large  mononuclear  cells  contained  “halos”  and 
if  20  per  cent  or  more  of  the  polymorphonuclear  leuko- 
cytes had  the  fine  nuclear  excrescences.  Illustrative 
tables  showing  a clinical  correlation  up  to  93  per  cent, 
photographs,  and  a film  strip  in  a self-contained  unit 
will  be  shown  (Booth  210). 

Improved  X-Ray  Interpretation 
of  Joint  Disease 

David  L.  Berens,  M.D. 

John  Winter,  M.D. 

State  University  of  New  York  at  Buffalo  School  of 
Medicine,  Buffalo 

Radiographs  of  joints  are  not  often  used  to  full  ad- 
vantage in  the  diagnosis  of  rheumatoid  arthi'itis  and 
' ankylosing  spondylitis.  The  physician  must  know  the 
sites  of  involvement  and  be  familiar  with  changes  that 
r.  occur  in  these  diseases.  The  sites  and  changes  are  pre- 


sented through  the  use  of  radiographs  and  diagrams 
(Booth  211). 

Angiography  in  Clinical  Surgery 
Donald  J.  Pinals,  M.D. 

Leonard  Cutler,  M.D. 

Isaiah  J.  Seligman,  M.D. 

New  Rochelle  Hospital,  New  Rochelle 
The  usefulness  of  angiography  in  surgical  practice  in 
the  community  hospital  will  be  demonstrated  by  case 
material  to  illustrate  how  the  angiogram  can  influence  the 
decision  to  operate  or  make  the  surgical  procedure  simpler 
and  faster.  Cases  include  demonstration  by  angiography 
of  gastrointestinal  bleeding  and  ruptured  kidney  and 
spleen  (Booth  212). 

Intravenous  Urography:  Fact  or  Fiction 

Joshua  A.  Becker,  M.D. 

Bruce  L.  McClennan,  M.D. 

Columbia  University  College  of  Physicians  and 
Surgeons,  New  York  City 

With  the  introduction  of  high-dose  urography,  a 
considerable  amount  of  confusion  has  occurred  as  to  the 
appropriate  dose  for  optimal  diagnostic  studies  of  the 
urinary  tract.  The  current  material  covers  the  dosage 
levels  of  0.5,  1,  and  2 cc.  of  contrast  material  per  pound 
and  correlates  the  quality  of  the  urogram  to  this.  Also 
the  parameters  of  blood  attenuation  curves,  urine  con- 
trast concentration,  blood  pH  changes,  and  serum  elec- 
trolyte changes  in  normal  renal  function  are  reviewed. 
The  effect  of  initial  urine  osmolality  and  the  adminis- 
tration of  either  sodium  or  methylglucamine  salts  con- 
trast material  are  also  discussed  (Booth  213). 

Cystic  Fibrosis 

Paul  A.  Di  Sant’Agnese,  M.D. 

National  Institute  of  Arthritis  and  Metabolic 
Diseases,  National  Institutes  of  Health,  Bethesda, 
Maryland 

The  results  of  work  on  cystic  fibrosis  by  Institute 
scientists  are  presented.  Included  are  diagrams  of  the 
glands  and  other  organs  involved  in  the  disease,  a se- 
quence on  general  body  involvement,  roentgenograms 
showing  this  progression  in  the  lungs,  and  a series  of 
charts  and  graphs  giving  the  data  collected  during  the 
course  of  the  study.  In  addition,  diagnostic  criteria  are 
presented  and  outlines  of  treatment  are  suggested  (Booth 
214). 

Reduction  in  Mortality  Rate  from  Breast 
Cancer  Through  Periodic  Mass  Screening 
Philip  Strax,  M.D. 

Sam  Shapiro,  M.D. 

Louis  Venet,  M.D. 

Health  Insurance  Plan,  New  York  City 
The  large-scale  mass  screening  program  for  detection 
of  cancer  of  the  breast  conducted  by  the  Health  Insur- 
ance Plan  of  Greater  New  York  indicates  a substantial 
reduction  in  the  mortality  rate  for  a four-year  follow-up 
with  31  deaths  due  to  cancer  of  the  breast  in  the  study 
group  compared  with  52  deaths  in  the  control  group 
(Booth  215). 

The  Diabetic  Foot 
Miles  Kahan,  M.D. 

Younes  j.  Chafiian,  M.D. 

Kingsbridge  Jewish  Medical  Center,  Brooklyn 
A comprehensive  approach  to  the  care  of  the  diabetic 
foot  emphasizes  prevention,  diagnosis,  treatment,  and 
patient  education.  Cases  demonstrating  the  problems 
and  solutions  with  various  neurotrophic  and  arterio- 
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sclerotic  lesions  are  presented.  Methods  advocated  will 
enable  greater  salvage  of  the  diabetic  foot  (Booth  216). 

Flexible  Fiberscope  Bronchoscopy 
Frank  N.  Marici,  M.D. 

Harry  H.  Epstein,  M.D. 

Edward  A.  Braunstein,  M.D. 

Long  Island  Jewish  Medical  Center,  Jamaica 
The  flexible  fiberoptic  bronchoscope  will  be  available 
for  inspection.  A projector-viewer  will  show  operative 
technic  and  actual  endoscopic  views.  Details  of  the 
bronchoscope  and  pertinent  technical  data  will  be  shown 
(Booth  217). 

Anorexigenic  Drugs  in  Perspective 
Seymour  K.  Fineberg,  M.D. 

New  York  Medical  College  Flower  and  Fifth  Avenue 
Hospitals,  New  York  City 

Single-entity  anorexigenic  drugs  are  reviewed  in 
perspective.  The  minor  role  which  chemical  suppres- 
sion of  appetite  plays  in  a total  regimen  for  obesity  is 
described.  Guidelines  are  offered  for  their  proper  use 
and  the  avoidance  of  abuse.  The  major  medical  misuse 
is  overemphasis  on  medication  by  patient  and  physician. 
Several  anorexiants  as  an  aid  in  selection  are  evaluated 
(Booth  218). 

Levodopa  Treatment  of  Parkinson’s  Disease 
Richard  M.  Paddison,  M.D. 

Louisiana  State  University  Medical  Center,  New 
Orleans,  Louisiana 

The  exhibit  summarizes  experience  %vith  L-dopa 
therapy  on  53  patients  with  Parkinson’s  disease,  of  whom 
48  patients  have  remained  on  treatment  for  three  and 
one-half  to  ten  months.  On  the  initial  visit  each  pa- 
tient had  a television  tape  made  showing  his  neurologic 
performance  prior  to  treatment,  and  follow-up  tapes  were 
made  every  two  months  while  on  therapy.  High  lights 
of  these  tapes  are  included  (Booth  219). 

Whole  Body  Plethysmography  in  the 
Clinical  Evaluation  of  Bronchodilators 
Stephen  N.  Steen,  M.D. 

Robert  Crane,  M.S. 

Harold  Lyons,  M.D. 

Kings  County  Hospital  Center,  Brooklyn 
Whole  body  plethysmographic  equipment  for  the 
measurements  of  pulmonary  resistance  (RA)  and  thoracic 
gas  volume  (Vt*)  with  videotape  read-outs  is  exhibited. 
Principles  and  application,  with  presentation  of  clinical 
data  derived  from  controlled  studies  of  asthmatic  pa- 
tients undergoing  treatment  are  described.  The  ad- 
vantages of  such  data  in  evaluating  responses  of  the 
pulmonary  cripple  will  be  cited  (Booth  220). 

Familial  Hyperlipoproteinemias 
Raul  Fleischmajer,  M.D. 

Alan  Schragger,  M.D. 

Hahnemann  Medical  College  and  Hospital,  Phila- 
delphia, Pennsylvania 

On  the  basis  of  abnormal  lipoprotein  electrophoresis 
patterns,  five  types  of  familial  hyperlipoproteinemias 
have  been  recognized.  This  exhibit  attempts  to  corre- 
late the  chemical  composition  and  metabolism  of  plasma 
lipoproteins  with  abnormal  electrophoresis  patterns. 
Genetics,  cutaneous  xanthomas,  clinical  picture,  plasma 
lipids  and  lipoprotein  patterns,  pathophysiology,  and 
treatment  are  described  for  each  entity  (Booth  221). 


Central  Venous  Nutrition  with  Crystalline 
L-Amino  Acid  Solution  and  Hypertonic  Dextrose 
Mohamad  H.  Parsa,  M.D. 

Jose  M.  Ferrer,  M.D. 

David  V.  Habif,  M.D. 

Columbia  University  College  of  Physicians  and 

Surgeons,  New  York  City 

The  exhibit  demonstrates  (1)  the  composition  and 
method  of  preparation  and  administration  of  a total 
parenteral  nutrition  formula  containing  4.25  per  cent 
crystalline  L-amino  acids  and  25  per  cent  dextrose, 
electrolytes,  and  vitamins;  (2)  cumulative  positive 
nitrogen  balance  and  weight  gain  in  patients  under 
severe  stress;  (3)  clinical  experience  with  45  patients 
who  received  total  parenteral  nutrition;  and  (4)  tech- 
nics for  placement  and  long-term  maintenance  of  central 
venous  catheters  (Booth  222). 

Regional  Procurement  of  Human 
Cadaver  Kidneys 

Robert  E.  McCabe,  Jr.,  M.D. 

David  David,  M.D. 

St.  Luke’s  Hospital  Center,  New  York  City 
The  methods  of  harvesting,  preserving,  and  distribut- 
ing human  cadaver  kidneys  for  transplantation  in  New 
York  are  depicted.  Also,  two  canine  kidneys  will  be 
aseptically  placed  in  a preservation  unit  for  forty-eight 
hours  of  kidney  banking,  followed  by  placement  in  the 
transport  box  for  distribution  (Booth  223). 

Conservative  Treatment  of  Colon -Rectal  Polyps 
Horace  W.  Whiteley,  M.D. 

Maus  W.  Stearns,  M.D. 

Memorial  Hospital,  New  York  City 
The  use  of  the  50-cm.  rigid  sigmoidoscope  for  the 
removal  of  pedunculated  lesions  of  the  left  colon  is 
demonstrated.  Local  removal  of  sessile  adenomas  of 
the  rectum,  with  ten-year  results,  is  emphasized.  The 
importance  of  colotomy-coloscopy  is  outlined  (Booth 
224). 

Colonofiberscopy:  Significant  Advance  in 

Colonorectal  Surgery 
William  I.  Wolff,  M.D. 

Hiromi  Shinya,  M.D. 

Abraham  Geffen,  M.D. 

Beth  Israel  Medical  Center,  New  York  City 
Colonofiberscopy,  a new  technic,  permits  detailed 
examination  of  the  entire  colon,  using  fiberoptic  instru- 
ments and  lens  systems  without  anesthesia.  Since 
July,  1969,  125  patients  have  been  examined  without 
incident.  Superb  color  slides  of  existing  pathologic 
conditions  and  color  cinephotography  during  examina- 
tion are  shown.  Biopsies  may  be  taken  throughout  the 
colon.  Therapeutic  applications  have  been  developed. 
The  method  rivals  the  barium  enema  as  a diagnostic 
modality  (Booth  225). 

Endoscopic  Study  of  Massive 
Upper  Gastrointestinal  Bleeding: 

Surgical  Point  of  View 
William  I.  Wolff,  M.D. 

Hiromi  Shinya,  M.D. 

Beth  Israel  Medical  Center,  New  York  City 
Fiberoptic  flexible  esophagoscopy,  gastroscopy,  and 
duodenoscopy  have  been  applied  extensively  in  our 
department,  1 ,260  examinations  having  been  done 
without  incident.  Results  in  179  cases  of  massive  gas- 
trointestinal hemorrhage  are  shown.  The  examination 
is  done  at  the  bedside.  The  bleeding  source  has  been 
identified  in  90  per  cent  of  the  cases.  Superb  color 
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slides  of  existing  jjathologic  conditions  and  cinepho- 
tography  in  color  are  showi\  continuously  during  ex- 
amination (Booth  226). 

Gardner’s  Syndrome:  Diagnosis  and 
Surgical  Treatment 

Julius  J.  Leichtling,  M.D. 

Mount  Sinai  School  of  Medicine,  New  York  City 
The  salient  clinical  features  as  positive  clues  for  the 
diagnosis  of  Gardner’s  syndrome  are  presented.  A 
variety  of  soft  and  hard  tissue  tumors  in  several  members 
of  a family  are  illustrated.  Dental  abnormalities,  bone 
tumors,  and  colonic  jiolyposis  are  visualized  roentgeno- 
graphically.  Prognosis,  operative  steps,  and  colon 
specimens  are  exhibited  (Booth  227). 

Dual  Chambered  Intra-aortic 
Balloon  Assist 

Robert  H.  Goetz,  M.D. 

David  Bregman,  M.D. 

Norman,  L.  Talpins,  M.D. 

Albert  Einstein  College  of  Medicine  of  Yeshiva 
University,  The  Bronx 

The  single-chambered  “omnidirectional”  balloon  dis- 
sipates its  effectiveness  in  supporting  the  coronary 
circulation.  A new  dual-chambered  balloon  is  demon- 
strated. It  pumps  intra-aortic  blood  “unidirectionally” 
toward  the  aortic  root,  thereby  maximally  increasing 
coronary  blood  flow  in  diastole.  Both  experimental  and 
clinical  hemodynamic  data  are  presented  and  compared 
with  the  results  from  arterioarterial  counterpulsation 
(Booth  228). 

Cardiac  Pacing  in  the  Community  Hospital 
N.  V.  Dandekar,  M.D. 

M.  Cheema,  M.D. 

W.  J.  McCann,  M.D. 

New  Rochelle  Hospital,  New  Rochelle 
The  exhibit  presents  a developing  program  of  cardiac 
pacing  of  various  types  in  a community  hospital,  with  a 
statistical  analysis  of  160  cases  from  1962  to  1970.  The 
emphasis  will  be  on  changes  in  methods  and  indications, 
an  evaluation  of  complications,  and  an  analysis  of  a 
100  per  cent  eight-year  follow-up  study  (Booth  229). 

Crucial  Role  of  the  Emergency  Room 
in  Management  of  Shock 
William  F.  Mitty,  Jr.,  M.D. 

Thomas  F.  Nealon,  Jr.,  M.D. 

Carlo  Grossi,  M.D. 

St.  Vincent’s  Hospital  and  Medical  Center  of  New 
York,  New  York  City 

Immediate  and  aggressive  therapy  accounts  for  the 
higher  than  average  survival  rate  of  patients  with  cardio- 
genic, hypovolemic,  and  septic  shock  at  St.  Vincent’s 
Hospital.  In  1969,  48,193  patients  were  seen  in  the 
emergency  room;  of  4,612  admitted,  138  were  in  shock. 
Our  experience  in  diagnosing  and  treating  these  patients 
is  presented  (Booth  230). 

Effect  of  Lumbar  Sympathectomy  on 
Blood  Flow  and  Vasodilator  Response 
Bok  Y.  Lee,  M.D. 

John  L.  Madden,  M.D. 

David  G.  LaPointe,  M.D. 

U.S.  Veterans  Administration  Hospital,  Castle 
Point 

The  direct  measui'ement  of  arterial  blood  flow  is  pre- 
sented by  a square-wave  electromagnetic  flowmeter  with 
an  electromagnetic  probe.  Lumbar  sympathectomy 
by  quantification  of  arterial  pulsatile  wave  forms  is 


evaluated.  This  method  is  correlated  with  clinical  and 
experimental  experience  (Booth  231). 

New  Approach  to  Medical  Emergencies: 

The  Pediatric  Medical  Intensive  Care  Unit 
Ramon  Rodriguez,  M.D. 

Robert  Ehrlich,  M.D. 

Stanley  Goldstein,  M.D. 

State  University  of  New  York  Downstate  Medical 
Center,  Brooklyn 

The  purpose  of  this  exhibit  is  to  demonstrate  the 
value  of  an  intensive  care  unit  in  the  management, 
teaching,  and  clinical  research  of  pediatric  medical 
emergencies.  The  need  for  a pediatric  medical  intensive 
care  unit  in  any  hospital  where  care  for  sick  infants  and 
children  is  provided  is  emphasized  (Booth  232). 

Clinical  Applications  of  Vectorcardiography 
Ramon  Rodriguez-Torres,  M.D. 

Benjamin  Richman,  M.D. 

Bernard  M.  Wechsler,  M.D. 

State  University  of  New  York  Downstate  Medical 
Center,  Brooklyn 

The  sequence  of  depolarization  and  repolarization  in  a 
normal  heart  is  illustrated  by  the  use  of  an  electro- 
mechanical device.  The  vectorcardiographic  features 
of  the  most  frequent  congenital  heart  anomalies  are 
demonstrated  by  teaching  aids.  The  vectorcardio- 
graphic characteristics  of  acquired  heart  disease  are 
emphasized  (Booth  233). 

The  Physician  in  the  Role  of  an  Educator 

Committee  on  Cancer,  Medical  Society  of  the 
State  of  New  York,  New  York  City 
New  York  State  Interagency  Committee  on  the 
Hazards  of  Smoking,  Albany 

The  exhibit  will  show  what  physicians  can  do  in  an 
educational  way  in  their  offices  and  in  hospitals  to  com- 
bat cigaret  smoking  as  a health  hazard  (Booth  234). 

Lead  Poisoning 

Hollis  S.  Ingraham,  M.D.,  Commissioner 

Department  of  Health,  State  of  New  York,  Albany 

An  attempt  will  be  made  to  make  physicians  aware 
of  the  need  for  early  diagnosis  and  treatment  of  lead 
poisoning  in  young  children.  The  environmental  factors, 
early  symptoms,  and  blood  level  determination  of  lead 
are  shown.  Preventive  aspects  are  described  (Booth 
235). 

An  Adventure  in  International  Medicine: 

A Changing  Role  for  the  Peace  Corps 
Staff  Physician 

Gary  V.  Dahl,  M.D. 

Peace  Corps,  Washington,  D.C. 

The  challenges,  opportunities,  and  rewards  experi- 
enced by  salaried  Peace  Corps  staff  physicians  serving 
overseas  are  illustrated.  Colorful  slides  present  an  over- 
view of  typical  health  conditions  and  health  programming 
activities  in  various  parts  of  the  world  where  the  Peace 
Corps  has  ongoing  operations  (Booth  236). 

National  Eye  Institute 
Carl  Kupfer,  M.D. 

Julian  M.  Morris,  B.S. 

National  Institutes  of  Health,  Bethesda,  Maryland 
The  history,  mission,  objectives,  and  programs  of  the 
National  Eye  Institute  are  portrayed.  The  National 
Eye  Institute  fosters  and  conducts  research  and  sup- 
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ports  research  training  aimed  at  improved  prevention, 
diagnosis,  and  treatment  of  visual  disorders.  Illus- 
trations of  research  supported  by  the  Institute,  part  of 
the  National  Institutes  of  Health,  are  featured  (Booth 
237). 

Aspects  of  Clinical,  Educational, 
and  Research  Activities 

Roswell  Park  Memorial  Institute 
Buffalo 

The  research  and  education  programs  of  the  Roswell 
Park  Memorial  Institute  are  highlighted,  and  the  actual 
work  being  done  is  illustrated  (Booth  238). 

Venereal  Disease:  The  Silent  Epidemic 

New  York  City  Department  of  Health 
The  New  York  Alliance  for  the  Eradication  of 
Venereal  Disease 
New  York  City 

This  venereal  disease  exhibit  is  aimed  primarily  at 
laymen  but  is  of  interest  to  physicians  and  paramedical 
personnel.  It  highlights  recent  statistics  on  the  venereal 
disease  epidemic.  The  major  symptoms  of  syphilis 
and  gonorrhea  are  presented.  Prompt  diagnosis  and 
treatment  are  emphasized  (Booth  239). 

High  Lights  of  Surgery  of  the  Anterior 
Ocular  Segment:  and  Value  of  Acetylcholine 

1:100  (Miochol) 

A.  Benedict  Rizzuti,  M.D. 

Brooklyn  Eye  and  Ear  Hospital,  Brooklyn 
A miotic  pupil  lessens  complications  in  anterior  ocular 
segment  surgery.  Acetylcholine  1:100  is  instilled  in  the 
anterior  chamber.  In  penetrating  keratoplasty  a miotic 
pupil  facilitates  suturing  of  the  graft.  After  cataract 
extraction,  the  vitreous  face  is  held  back  in  proper  posi- 
tion. In  filtering  glaucoma  procedures  miosis  keeps  the 
peripheral  iridectomy  patent,  thereby  aiding  aqueous 
filtration  (Booth  240). 

Measurement  of  Corrective  and  Supportive 
Forces  in  Orthopedics 

George  Van  B.  Cochran,  M.D. 

Frederick  R.  Thompson,  M.D. 

St.  Luke’s  Hospital  Center,  New  York  City 
Musculoskeletal  deformities  commonly  are  treated  by 
application  of  appropriate  mechanical  forces.  The 
magnitude  of  these  forces,  applied  manually  or  by  casts, 
braces,  canes,  or  other  devices  is  evaluated  subjectively. 
These  forces  are  seldom  measured  or  recorded  numer- 
ically. This  exhibit  describes  the  advantages  of  ob- 
taining objective  measurements  and  displays  a measuring 
system  together  with  representative  results  (Booth 
241). 

The  “Normal”  Knee  Joint  in 
Rheumatoid  Arthritis 
Alan  H.  Wilde,  M.D. 

Allen  Mackenzie,  M.D. 

Arthur  Scherbel,  M.D. 

Cleveland  Clinic  Foundation,  Cleveland,  Ohio 
The  articular  pathologic  condition  of  the  knee  joint 
in  rheumatoid  arthritis  is  demonstrated  with  gross  live 
photographs  taken  at  operation  correlated  with  preopera- 
tive roentgenograms.  Attention  will  be  drawn  to  minor 
roentgenographic  abnormalities  indicative  of  erosive 
disease.  Indications  for  synovectomy  in  rheumatoid 
arthritis  are  also  given  (Booth  242). 


Management  of  External  Rotation  Ankle  Injuries 
Marvin  L.  Shelton,  M.D. 

Harlem  Hospital  Center,  New  York  City 
Russell  L.  Anderson,  Jr.,  M.D. 

Montefiore  Hospital  and  Medical  Center,  The  Bronx 
The  authors’  experience  in  treating  403  major  ankle 
fractures  between  1964  and  1968  is  summarized,  using 
models  of  articulated  ankle  joints.  The  normal  osseous 
and  soft  tissue  anatomy  of  the  ankle  is  presented  for 
review.  Additional  models  depict  five  distinct  types  of 
external  rotation  injuries  giving  the  salient  clinical  fea- 
tm'es  of  each.  Additional  models  are  used  to  demonstrate 
recommended  reconstruction  for  those  types  requiring 
surgical  treatment.  The  results  of  surgical  treatment  of 

89  patients  are  presented.  The  most  difficult  external 
rotation  injury  is  the  so-called  posterior  tibial  margin 
fracture  for  which  a new  surgical  approach  is  recom- 
mended (Booth  243). 

Treatment  of  Cervical  Spondylotic  Radiculomyelop- 
athy  by  Laminectomy,  Foramenotomy,  and  Ex- 
cision of  Osteophytes 
Joseph  A.  Epstein,  M.D. 

Bernard  S.  Epstein,  M.D. 

Leroy  S.  Lavine,  M.D. 

Long  Island  Jewish  Medical  Center,  New  Hyde  Park 
Twenty  patients  operated  on  by  the  conventional 
methods  of  laminectomy  and  foramenotomy  were  com- 
pared to  a group  of  37  in  whom  the  ventral  osteophytes 
were  also  excised,  the  dura  being  left  intact.  The  re- 
sults indicate  that  fui'ther  benefit  can  be  derived  from 
the  removal  of  osteophytes.  In  this  latter  group, 

90  per  cent  showed  improvement  as  compared  to  50  per 
cent  with  the  earlier  method.  The  combined  excellent- 
good  response  was  50  per  cent  in  the  first  group  as  com- 
pared to  80  per  cent  in  the  latter.  The  mortality  rate 
fell  from  10  per  cent  to  zero  (Booth  300). 

Empire  Medical  Political  Action  Committee 
Rochester,  New  York 

Educational  material  and  films  (Albert  Hall) 

New  York  State  Journal  of  Medicine 

Medical  Society  of  the  State  of  New  York 
New  York  City 

The  New  York  State  Journal  of  Medicine  wel- 
comes visiting  physicians  to  its  booth  as  well  as  all  others 
attending  the  convention.  This  year  a special  exhibit 
will  depict  the  results  of  a questionnaire  distributed  to 
physicians  at  district,  county,  and  specialty  meetings 
throughout  the  State  of  New  York.  Physicians  were 
asked  their  reactions  to  the  Journal  both  specifically 
as  to  content  and  generally.  Since  the  distribution  was 
widespread  and  the  questionnaires  were  not  .signed,  the 
results  are  representative  (Albert  Hall). 

New  York  State  Medical  Assistants  Association 
Medical  Society  of  the  State  of  New  York 
New  York  City  (Albert  Hall) 

New  York  State  Society  of  Surgeons,  Inc. 

New  Hartford,  New  York 

Pamphlets  and  bylaws  explaining  the  purposes  of  the 
New  York  State  Society  of  Surgeons,  Inc.,  will  be  avail- 
able (Albert  Hall). 

Physicians’  Placement  Bureau 

Division  of  Scientific  Activities,  Medical  Society 
OF  THE  State  of  New  York 
New  York  City 
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The  Physicians’  Placement  Bureau  will  be  glad  to 
answer  questions  about  available  opportunities,  group 
practice,  Educational  Council  for  Foreign  Medical 
Graduates  and  others.  Literature  from  the  AMA  and 
MSSNY  will  be  available  for  perusal.  Information  on 
“What  Goes  On”  may  be  obtained  (Albert  Hall). 

Medical  Directory  of  New  York  State 

Medical  Society  ok  the  State  ok  New  York 
New  York  City 

The  Medical  Directory  of  New  York  State  is  recognized 
as  the  essential  reference  for  everyone  desiring  complete, 
authoritative,  professional  data  on  the  more  than  35,000 
physicians  now  practicing  in  this  State.  New  production 
methods  have  been  instituted  to  make  future  Directories 


more  up-to-date  than  ever  before.  Staff  personnel  will 
be  on  hand  to  answer  inquiries  and  to  provide  order 
forms  for  the  1971-1972  Directory  to  prospective  pur- 
chasers (Albert  Hall). 

Voluntary  Prepaid  Blue  Shield 
Medical  Care  Plans 

Bureau  ok  Medical  Care  Insurance,  Medical 

Society  ok  the  State  ok  New  York 
New  York  City 

Material  describing  the  benefits  provided  by  the 
seven  Blue  Shield  Plans,  approved  by  the  State  Medical 
Society,  is  available.  Also  available  will  be  statistical 
information  regarding  the  progress  of  the  Plans  as  of 
December  31, 1970  (Albert  Hall). 


i. 
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1971  ANNUAL  CONVENTION 


Scientific  Motion  Pictures 

Sunday,  February  14,  through 
Wednesday,  February  17 
Motion  Picture  Theatre,  Albert  Hall 


Chairman 

Kenneth  B.  Olson,  M.D.,  Albany 
Co-chairmen 

James  J.  Quinlivan,  M.D.,  Albany 
Lester  Coleman,  M.D.,  New  York  City 


Sunday 

February  14,  1971 
Morning 

10:00  Palmar  Hand  (Part  I):  Orientation 
Teaching  Films  Inc.,  Houston,  Texas 
10:21  Palmar  Hand  (Part  II):  Intrinsic  Muscles 

Teaching  Films  Inc.,  Houston,  Texas 
10:43  The  Dentist  and  Cancer 

American  Cancer  Society,  Syracuse,  New  York 
11 : 11  Embryology  of  Human  Behavior 

International  Film  Bureau,  Chicago,  Illinois 

11:46  Techniques  of  Non-Verbal  Psychological 
Testing 

International  Film  Bureau,  Chicago,  Illinois 
Afternoon 

12:13  Basic  Mechanisms  in  Neurophysiology 

Netherlands  Information  Service,  New  York 
City 

12  :55  The  Inner  World  of  Aphasia 

Edward  Feil  Productions,  Cleveland,  Ohio 

1 : 26  Nonoperative  Treatment  of  Scoliosis  and 
Round  Back  with  the  Milwaukee  Brace 
Walter  Blount,  M.D.,  Milwaukee, 
Wisconsin 

2:03  Verbal  Impairment  Associated  with  Brain 
Damage 

DuArt  Film  Laboratories,  New  York  City 
2:26  Inguinal  Region 

Teaching  Films  Inc.,  Houston,  Texas 

2:49  Proctosigmoidoscopy — A Part  of  the  Physi- 
cal Examination 

American  Cancer  Society,  Syracuse,  New  York 

3:16  Uterine  Cancer:  Diagnosis  and  Manage- 
ment: (Part  I)  Cancer  of  the  Cervix 

American  Cancer  Society,  Syracuse,  New  York 

3:43  Uterine  Cancer:  Diagnosis  and  Manage- 

ment: (Part  II)  Cancer  of  the  Endometrium 
American  Cancer  Society,  Syracuse,  New  York 


4 : 02  Early  Diagnosis  and  Management  of  Breast 
Cancer 

American  Cancer  Society,  Syracuse,  New  York 
4 : 29  Resuscitation  of  the  Newborn 

The  Special  Committee  on  Infant  Mortality 
of  the  Medical  Society  of  the  County  of  New 
York,  New  York  City 

Sturgis  Grant  Productions,  Inc.,  New  York 
City 

5 : 06  Physical  Examination  of  the  Joints:  Part 

II:  Hip,  Shoulder  and  Back 

Arthritis  and  Rheumatism  Foundation,  New 
Y ork  City 

5 : 43  The  Growth  and  Development  of  a Multiple 
Handicapped  Infant 

Arthur  E.  Gillman,  M.D.,  154  East  Boston 
Road,  Mamaroneck,  New  York 

Monday 

February  15,  1971 
Morning 

9 : 00  Sperm  Maturation  in  the  Male  Reproduc- 
tive Tract:  Development  of  Motility 

University  of  Washington  Press,  Seattle, 
Washington 

9:20  Early  Clinical  Signs  of  Intra-Oral  Malig- 
nancies 

American  Cancer  Society,  Syracuse,  New  York 
9:57  Medical  Genetics  (Part  I) 

Miller  Fenwick,  Inc.,  Baltimore,  Maryland 
10 : 38  Medical  Genetics  (Part  II) 

Miller  Fenwick,  Inc.,  Baltimore,  Maryland 
11:17  Medical  Genetics  (Part  III) 

Miller  Fenwick,  Inc.,  Baltimore,  Maryland 
11:58  A School  Day 

Arthur  Gillman,  M.D.,  154  East  Boston 
Road,  Mamaroneck,  New  York 

Afternoon 

12:30  Chronic  Bronchitis  and  Pulmonary  Emphy- 
sema (Part  I) 

DuArt  Film  Laboratories,  New  York  City 

1 : 06  Chronic  Bronchitis  and  Pulmonary  Emphy- 
sema (Part  II) 

DuArt  Film  Laboratories,  New  York  City 

1 : 38  Wilson’s  Disease 

I.  H.  ScHEiNBERG,  M.D.,  and  I.  Sternlieb, 
M.D.,  Albert  Einstein  College  of  Medicine, 
Bronx,  New  York 

1 : 59  Male  Perineum 

Teaching  Films,  Inc.,  Houston,  Texas 
2:24  The  Pharmacist  and  Cancer 

American  Cancer  Society,  Syracuse,  New 
York 

2:53  The  Otoneurological  Examination  for  Ves- 
tibulo-Cerebellar  Function 

Abbott  Laboratories,  North  Chicago,  Illinois 

3:26  The  Management  of  Parkinson’s  Disease 
and  Syndrome  with  Levodopa 

Melvin  D.  Yahr,  M.D.,  and  Roger  Duvoi- 
siN,  M.D.,  Columbia  University  College  of 
Physicians  and  Surgeons,  New  York  City 
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4 :07  Cinegastroscopy  with  the  Fiberscope 

Sturgis  Grant  Productions,  New  York  City 
4:32  Aldosterone:  Story  of  a Hormone 

David  P.  Lauler,  M.D.,  Peter  Bent  Brigham 
Hospital,  Boston,  Massachusetts 


Tuesday 

February  16,  1971 
Morning 

9:00  Arthropod  Borne  Encephalitis — Its  Epi- 
demiology and  Control 

Communicable  Disease  Center,  Atlanta, 
Georgia 

9:25  Oral  Cancer 

American  Cancer  Society,  Syracuse,  New  York 

9:54  Clinical  Applications  of  Gastroscopy,  Intra- 
gastric  Photography  and  Gastric  Biopsy 
G.  D.  Searle  and  Company,  Chicago,  Illinois 

10:22  Diagnosis  and  Management  of  Cystic 
Fibrosis 

National  Cystic  Fibrosis  Research  Foundation, 
New  York  City 

10 : 59  Tetanus  and  Its  Prevention 

Mayo  Clinic,  Rochester,  Minnesota 
11:36  Multiple  Sclerosis  Documentary 

National  Multiple  Sclerosis  Society,  New 
York  City 

Afternoon 

12 : 12  Female  Pelvic  Viscera 

Teaching  Films  Inc.,  Houston,  Texas 
12:37  Immediate  Post  Surgical  Prosthesis 

DuArt  Film  Laboratories,  New  York  City 
1 : 29  Contact  Ulcer  of  the  Larynx 

University  of  California  Medical  Center, 

Los  Angeles,  California 

1 :47  The  Function  of  the  Normal  Larynx 

University  of  California  Medical  Center, 

Los  Angeles,  California 

2 : 17  The  Function  of  the  Pathologic  Larynx 

University  of  California  Medical  Center, 

Los  Angeles,  California 

2:48  Physiology  of  the  Larynx  Under  Daily  Stress 
University  of  California  Medical  Center, 

Los  Angeles,  California 

3:18  Diabetes 

D.  J.  Flaster,  M.D.,  USV  Pharmaceutical 
Corp.,  New  York  City 

3 . 52  Tumors  of  the  Major  Salivary  Glands 

American  Cancer  Society,  Syracuse,  New  York 

4 : 15  Surgical  Treatment  of  Benign  Acanthosis 
Nigricans 

Institute  for  Dermatologic  Communication 
and  Education,  630  Ninth  Ave.,  New  York 
City 


4 ;39  Management  of  Shoulder  Dystocia 

Robert  S.  Millen,  M.D.,  Glen  Head,  L.I., 
New  York,  and  Donald  P.  Swartz,  M.D., 
Harlem  Hospital,  New  York  City;  Smith, 
Kline  & French,  Philadelphia,  Pennsylvania 


Wednesday 
February  17,  1971 

Morning 

9 ; 00  Oral  Exfoliative  Cytology 

Veterans  Administration  Hospital,  Brooklyn, 
New  York 

9 : 22  Oral  Lesions  in  Children  and  Adults 

Wayne  State  University,  Detroit,  Michigan 

9 : 57  Hypotonic  Duodenography 

G.  D.  Searle  Company,  Chicago,  Illinois 
10 : 19  Lymphography  in  Female  Genital  Cancer 
Eaton  Laboratories,  Norwich,  New  York 

10:42  Abdominoperineal  Resection  and  the  Man- 
agement of  Colostomy 

New  Yo^'k  University  Medical  Center,  New 
York  City 

11:31  ApgaronApgar 

Wayne  State  University,  Detroit,  Michigan 

11:58  Modern  Obstetrics:  Normal  Delivery 

Ortho  Pharmaceutical  Company,  Raritan, 
New  Jersey 

Afternoon 

12:30  Check  the  Neck 

American  Cancer  Society,  Syracuse,  New  York 

12:52  Physiological  Aspects  of  Speech:  Speakers 

with  Cerebral  Palsy 

State  University  of  Iowa,  Iowa  City,  Iowa 

1 : 24  Physiological  Aspects  of  Speech:  Speakers 

with  Cleft  Palates 

State  University  of  Iowa,  Iowa  City,  Iowa 

2:01  Muscles  of  Mastication  and  the  Infra- 
temporal Fossa 

Teaching  Films,  Inc.,  Houston,  Texas 

2:23  Techniques  for  Placement  of  Superior 
Vena  Cava  Catheters  and  Long-Term  Main- 
tenance 

Mohamad  H.  Parsa,  M.D.,  Harlem  Hospital, 
New  York  City 

2 : 52  Cancer  of  the  Stomach 

American  Cancer  Society,  Syracuse,  New  York 

3:19  Face 

Wayne  State  University,  Detroit,  Michigan 

3 : 47  The  Pulses  Profile 

Eugene  Moskowitz,  M.D.,  Grasslands  Hos- 
pital, Valhalla,  New  York 

4 : 14  Peripheral  Vascular  Disease 

D.  J.  Flaster,  M.D.,  USV  Pharmaceutical 
Corp.,  767  Fifth  Avenue,  New  York  City 

4:50  Penetrating  Keratoplasty  Combined  with 
Cataract  Extraction  for  Fuch’s  Dystrophy 
with  Cataract 

A.  Benedict  Rizzutt,  M.D.,  160  Henry  Street, 
Brooklyn,  New  York  11201 


January  1,  1971  / New  York  State  Journal  of  Medicine  41 


Booth  59 


1971  ANNUAL  CONVENTION 


Technical  Exhibits 

Albert  Hall 


T HE  Technical  Exhibits  will  be  located  in  Albert 
Hall  of  the  Americana  Hotel  and  will  open  officially 
on  Sunday,  February  14,  1971,  at  10:00  A.M.  to 
6:00  P.M.  Monday  through  Wednesday,  February 
15  to  17,  1971,9:00  A.M.  to  5 :00  P.M. 

Our  exhibitors  look  forward  to  the  pleasure  of  meet- 
ing and  serving  members  and  guests  of  the  Medical 
Society  of  the  State  of  New  York. 

Abbott  Laboratories  Booth  47 

North  Chicago,  Illinois 

Maltsupex,  Ogen,  Erythrocin,  Enduron,  and  En- 
duronyl 

The  Alkalol  Company  Booth  C 

Taunton,  Massachusetts 

Alkalol,  Alkalol  Nasal  Cup,  Irrigol 

Ames  Company  Booth  65 

Div.  Miles  Laboratories,  Inc. 

Elkhart,  Indiana 

Blood  Analyzer  and  Phyrimeter 

Anka  Research  Ltd.  Booth  40 

Jamaica,  New  York 

Majzlin  Spring,  Anka  Femme  Products 

Apache  Corporation  Booth  2 

Minneapolis,  Minnesota 

Oil  and  Gas  Exploration  Investment  Programs 

Armour  Pharmaceutical  Company  Booth  68 

Chicago,  Illinois 

Thyrolar  tablets 

Astra  Pharmaceutical  Products,  Inc.  Booth  33 

Worcester,  Massachusetts 
Xylocaine,  Citanest 

Aycrst  Laboratories  Booths  28  and  29 

New  York  City 


Baka  Manufacturing  Co.,  Inc. 

Plainville,  Massachusetts 

Dale  Adjustable  Surgical  Binder,  Elastic  Health 
Supports 

Bio-Dynamics,  Inc,  Booth  84 

Indianapolis,  Indiana 

Unitest  System;  Coagulation  System;  Ten-Lite 
Stethoscope;  Fetal  Stethoscope;  Uniscope;  Neuro- 
logical Instrument  Model  6;  Select- A-Fuge 

Biomedical  Trends  Booth  58 

Clifton,  New  Jersey 

Bio-Science  Laboratories  Booth  27 

Van  Nuys,  California 

Specialized  Diagnostic  Laboratory  Tests 

Breon  Laboratories,  Inc.  Booth  39 

New  York  City 

Fergon  Capsules,  Bronkotabs,  Bronkometer,  Bron- 
kosol,  Bronkotabs-Hafs,  Measurin,  Fergon  Tablets 

Bristol  Laboratories  Booth  55 

Syracuse,  New  York 

Polycillin,  Kantrex,  Prostaphlin,  Tetrex,  Respaire 

Brookes  Research  Associates  Booth  92 

Hanover,  New  Jersey 

Short  surveys  of  mutual  benefits  to  the  physician 
and  to  the  drug  industry 

Burroughs  Wellcome  & Co.  Booth  49 

(U.S.A.)  Inc. 

Tuckahoe,  New  York 

Coca-Cola  USA  Booth  89 

Atlanta,  Georgia 

Coca-Cola  and  Allied  Products 

Dannon  Milk  Products  Booth  3 

Long  Island  City,  New  York 

The  Dow  Chemical  Company  Booth  22 

Indianapolis,  Indiana 

Dow  Diagnostic  Products;  Diagnostest 

Edison  Voice  Writer  Division, 

McGraw-Edison  Company  Booth  97 

West  Orange,  New  Jersey 

Dictating  system,  new  magnetic  individual  Edisonic 
units  with  automatic  place  marker — A-P-M — No 
Accidental  Erasures 

The  Emko  Company  Booth  67 

St.  Louis,  Missouri 

Emko  Vaginal  Foam  Contraceptive,  Emko  Pre  Fil, 
My  Own  Hygienic  Spray  and  Towelettes 

Encyclopaedia  Britannica,  Inc.  Booth  63 

Chicago,  Illinois 
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Equity  Funding  Corporation  Booth  82 

New  York  City 

Fiduciary  Capital  Corporation  Booth  93 

New  York  City 

Flint  Diagnostics  Booth  88 

Deerfield,  Illinois 

Centrifuge;  Photometer;  Clot-timer 

Frigitronics,  Inc.  Booth  61 

Shelton,  Connecticut 

Geigy  Phaimaccuticals  Booth  66 

Ardsley,  New  York 

Geriatric  Pharmaceutical  Corp.  Booth  34 

Floral  Park,  New  York 

Cevi-Bid,  Gustase,  Bilezyme 

Greatwood  Products  Inc.  Booth  54 

New  York  City 

The  Home  Office 

Group  Health  Insurance  Booth  32 

New  York  City 

Hoechst  Pharmaceutical  Company  Booth  83 

Somerville,  New  Jersey 

Lasix,  Surfak,  Doxidan,  Festal,  Festalan 

Holland-Rantos  Company,  Inc.  Booth  45 

Piscataway,  New  Jersey 

Hyva  Gentian  Violet  Vaginal  Tablets,  Nylmerate 
Jelly  and  Nylmerate  Antiseptic  Solution  Concen- 
trate, Hollandex  Skin  Ointment,  H-R  Diaper  Rash 
Baby  Cream,  Koromex-A  Vaginal  Jelly,  Koro-Flex 
Contouring  Diaphragms  and  Sets,  Koromex  Dia- 
phragms and  Sets,  Koromex  Douche  Powder,  Koro 
Sanitary  Napkin  Deodorant  Spray,  Steri-Wipe 
Alcohol  Prep  Pads,  Hands  and  Face  Moist  Tow- 
elettes,  Bidettes,  Rantex  Personal  Cloth  Wipes,  Peri- 
foam,  H-R  Lubricating  Jelly. 

Ives  Laboratories  Inc.  Booth  70 

New  York  City 

Isordil,  Cyclospasmol,  Synalgos 

Key  Pharmaceuticals,  Inc.  Booth  48 

Miami,  Florida 

Hyasorb,  Nitroglyn,  Proternol,  Theo-Nar,  Pavakey 

Kingsley-Quinn  Ltd.  Booth  69 

New  York  City 

Lakeside  Laboratories,  Inc.  Booth  38 

Milwaukee,  Wisconsin 

Cantils,  Imferon,  Mercuhydrin,  Metahydrin,  Meta- 
tensin,  Norpramin 


Lederle  Laboratories  Booth  36 

Pearl  River,  New  York 

Declomycin,  Achromycin  Products,  Aristocort  Prod- 
ucts, Orimune 

Harold  Lerman,  Inc.  Booth  74 

New  ftochelle.  New  York 
Medical  books 

Eli  Lilly  & Company  Booth  35 

Indianapolis,  Indiana 

Kafocin,  Keflin,  Loridine 

Macsil,  Inc.  Booth  B 

Philadelphia,  Pennsylvania 

Mayflower  Surgical  Supply  Co.,  Inc.  Booth  21 

Brooklyn,  New  York 

Autoclaves;  Medical  Furniture;  Physio-Therapy; 
Electrocardiograph;  Ultra-Sound;  Shortwave 

Med-Assist,  Inc.  Booth  A 

New  York  City 

New  temporary  personnel  service  designed  spe- 
cifically to  serve  the  medical  field.  Available: 
part-time  help,  medical  secretaries,  transcribers, 
aides,  translators,  editors,  ex-medical  corpsmen 

Merck  Sharp  & Dohme  Booth  50 

West  Point,  Pennsylvania 

Merrill  Lynch,  Pierce,  Fenner  Booth  31 

& Smith,  Inc. 

New  York  City 

National  Clinical  Services  Labs.,  Inc.  Booth  71 
Maplewood,  New  Jersey 

New  York  Seven-Up  Booth  23 

Bottling  Co.,  Inc. 

New  Rochelle,  New  York 

Seven-Up,  Diet  Seven-Up 

New  York  State  Narcotic  Booth  6 

Addiction  Control  Commission 
Albany,  New  York 

New  York  Telephone  Booths  98  and  99 

New  York  City 

No-Cal  Corporation  Booth  95 

Brooklyn,  New  York 

Sugar-Free  No-Cal  Beverages,  Sugar-Free  No-Cal 
Flavorings 

North  American  Pharmacal  Booth  76 

Dearborn,  Michigan 

Organon,  Inc.  Booth  15 

West  Orange,  New  Jersey 
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Booth  42 


Booth  5 


Ortho  Comfort  Stores 
Phoenix,  Arizona 

Ortho  Pharmaceutical  Corporation  Booth  15 

Raritan,  New  Jersey 

Parke,  Davis  & Company  Booth  73 

Detroit,  Michigan 

Betapar,  Norlestrin 

Pfizer  Laboratories  Booth  81 

New  York  City 

Sinequan,  Vibramycin 

Roche  Clinical  Laboratories  Booth  61 

Nutley,  New  Jersey 

J.  B.  Roerig  Division  Booth  57 

Chas.  Pfizer  & Co.,  Inc, 

New  York  City 

Marax,  Geopen 

William  H.  Rorer,  Inc.  Booth  37 

Fort  Washington,  Pennsylvania 

Maalox,  Camalox,  Ascriptin,  Quaalude,  and  other 
products 

Sandoz  Pharmaceuticals  Booth  62 

Hanover,  New  Jersey 


G.  D.  Searle  & Company 
Chicago,  Illinois 

Demulen,  Enovid,  Aldactazide,  Flagyl,  Lomotil, 
Pro-Banthine 

Smith  Kline  & French  Laboratories  Booth  61 
Philadelphia,  Pennsylvania 

£.  R.  Squibb  & Sons,  Inc.  Booth  60 

New  York  City 

Stuart  Division  Booth  41 

Atlas  Chemical  Industries,  Inc. 

Pasadena,  California 

Swift  Grocery  Products  Company  Booth  30 

Chicago,  Illinois 

Swift’s  Meats  for  Babies,  Swift’s  High  Meat  Din- 
ners, Swift’s  Meat  Sticks  and  Chicken  Sticks 

United  Medical  Service  Booth  51 

New  York  City 

Greater  New  York’s  Blue  Shield’s  graphic  display 

The  Upjohn  Company  Booth  20 

Kalamazoo,  Michigan 

Ethical  pharmaceuticals 


W.  B.  Saunders  Company  Booth  26 

Philadelphia,  Pennsylvania 
Medical  books 

Sobering  Corporation  Booth  46 

Union,  New  Jersey 

Julius  Schmid,  Inc.  Booth  72 

New  York  City 


H.  F.  Wanvig,  Inc.  Booth  80 

New  York  City 

Information  concerning  professional  liability  in- 
surance program  of  the  Medical  Society  of  the 
State  of  New  Y oi'k 

Warner-Chilcott  Laboratories  Booth  53 

Morris  Plains,  New  Jersey 

Coly-Mycin  M Parenteral,  Gelusil  M,  Nilcol,  Peri- 
trate 


Scholastic  Systems,  Inc.  Booth  14 

Hackensack,  New  Jersey 

Scotland  Guard,  Ltd.  Booth  77 

New  York  City 

Burglar  and  fire  alarm  systems;  Life  Guard-Code 
3 Communications  System 


Winthrop  Laboratories  Booth  25 

New  York  City 

Talwin  Oral,  Isuprel  Mistometer,  NegGram 

Wyeth  Laboratories  Booth  24 

Philadelphia,  Pennsylvania 


4A 
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Woman’s  Auxiliary 


35th  Annual  Convention 
Americana  of  New  York 

Sunday,  February  14,  through 
Wednesday,  February  17,  1971 

Mrs.  Vincent  A.  Lacovara,  President,  the  officers, 
and  the  Convention  Committee  extend  an  invitation  to  all 
wives  of  doctors  to  register  and  attend  general  sessions 
and  social  functions  of  the  thirty-fifth  Convention. 

Sunday,  February  14 

1:30-4  30  p.m.  Registration  and  Information, 

Imperial  Ballroom  Foyer 

1:30  p.m.  Board  of  Directors  Meeting, 

Provence  Room 


Wednesday  February  17 


8 : 30  A.M.-IO  : 30  A.M. 

9 00  A.M.-12  NOON 


1 30  P.M. 
7 :00  P.M. 


Registration  and  1 tifonnation, 
Imperial  Ballroom  Foyer 
House  of  Delegjjtes,  Imperial 
Ballroom  B 

installation  of  Officers 
I’ostconvention  meeting  (State 
Officers,  State  ('hairmen, 
(bounty  Presidents,  (’ounty 
I*residents-Klect) 

Hoard  of  Directors  Meeting, 
Presidential  Suite 
Reception  and  Dinner  Dance, 
honoring  Walter  Scott  Walls, 
M.D.,  I’resident,  Medical  So- 
ciety of  the  State  of  New  York, 
Versailles  Ballrooms  and  Royal 
Ballroom 


Monday,  February  15 


8:30  A.M.  4 00  p.m. 
9 :00  A.M.-12  NOON 


1 :30  P.M.  4 :00  p.m. 


4:00  P.M. -5  : 30  P.M. 


Registration  and  Information, 
Imperial  Ballroom  Foyer 
House  of  Delegates, 

Imperial  Ballroom  B. — Key- 
note Speaker:  Mrs.  R.  C.  L. 

Robertson,  President,  Wo- 
man’s Auxiliary  to  the  Ameri- 
can Medical  Association 
House  of  Delegates,  Imperial 
Ballroom  B 

Guest  Speaker:  Rev.  William 

Kalaidjian,  Chaplain,  Police 
Department,  City  of  New  York 
Voting  for  Nominating  Commit- 
tee and  Delegates  to  National 
Convention,  Buckingham  Room 
A 


Officers 


President 

President-Elect 
First  Vice-President 

Second  Vice-President 
Recording  Secretary 
Corresponding 
Secretary 
Treasurer 
Assistant  Treasurer 


Mrs.  Vincent  A.  Lacovara, 
Kings 

Mrs.  Francis  Euret,  Erie 
Mrs.  A.  Marc  Mas.saro, 
Genesee 

Mrs.  Harry  Secky,  Queens 
Mrs.  Joseph  Campo,  Erie 
Mrs.  James  Schiuma,  Kings 

Mrs.  George  Steacy,  Putnam 
Mrs.  a.  H.  Margolis,  Orange 


Tuesday,  February  16 

8 : 30  A.M.-ll : 00  A.M.  Registration  and  Information, 
Imperial  Ballroom  Foyer 

9 : 00  A.M.-ll : 45  A.M.  House  of  Delegates,  Imperial 
Ballroom  B 

1 :00  p.m.  Luncheon  honoring  Mrs.  Vincent 

A.  Lacovara,  President,  Wo- 
man’s Auxiliary,  Medical  So- 
ciety of  the  State  of  New  York, 
Imperial  Ballroom  A 
Entertainment:  Richard  Her- 

many.  Star — “Hello  Dolly’’ — 
“Most  Happy  Fella” — “Music 
Man” 


Convention  Committee 

Chairman  Mrs.  Albert  Patrick, 
Richmond 

Co-Chairman  Mrs.  Joseph  Shanaphy, 
Richmond 

Upstate  Coordinator  Mrs.  George  Moront, 
Columbia 
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MEDICAL  SOCIETY  OF 
THE  STATE  OF 
NEW  YORK 


Officers  1970-1971 


Walter  Scott  Walls 
Erie 

President 


G.  Rehmi  Denton 

Albany 

Vice-President 


Joseph  G.  Zimring 

Nassau 

Secretary 


Albert  M.  Schwartz 


Thomas  F.  McCarthy 


The  Bronx  New  York 

Treasurer  Assistant  Treasurer 


George  T.  C.  Way 

Dutchess 

Speaker 


George  Himler 

New  York 

President-Elect 


Milton  Gordon 
Suffolk 

Assistant  Secretary 


Carl  Goldmark,  Jr. 

New  York 

Vice-Speaker 
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Board  of 
Trustees 

1970-1971 


Waring  Willis 
Westchester 
Chairman 


James  M.  Blake 
Schenectady 


Milton  Helpern 
New  York 


Frederick  A.  Wurzbach,  Jr.*  Edward  C.  Hughes 
The  Bronx  Onondaga 


Joseph  J.  Kaufman 
Wayne 


Walter  T.  Heldmann 
Richmond 


Councilors 

1970-1971 


‘Deceased 


Arthur  H.  Diedrick 
Westchester 


John  E.  Lowry 
Queens 
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Edward  Siegel 
Clinton 


Warren  A.  Lapp 
Kings 


Paul  M De  Luca 
Broome 


Richard  D.  Eberle 
Onondaga 


C.  Stewart  Wallace 
Tompkins 


Lynn  R.  Callin 
Monroe 


Bernard  J.  Pisani 
New  York 


John  H.  Carter 
Albany 


George  L.  Collins,  Jr. 
Erie 


Ralph  S.  Emerson 
Nassau 


Ex  Officio  Members  of  Council 


Henry  I.  Fineberg 


William  Hammond 


Queens 


Westchester 


Executive 

Vice-l*resident 


Editor, 

New  York  State 
Journal  of  Medicine 
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MEDICAL  SOCIETY  OE  THE 
STATE  OF  NEW  YORK 

House  of 
Delegates 

February  14  through  18,  1971 
Americana  of  New  York 


Schedule  of  Sessions 49 

Order  of  Business 50 

Members  of  House 51 

Reference  Committees 54 

Resume  of  Instructions  from  1970 

House  and  Actions  Thereon 56 

Annual  Reports  to  House 71 

Additional  Annual  Reports 

See  January  1 5 issue 


Sunday,  February  14 

Opening  Session  2:00p.m. 

Monday,  February  15 

Reference  Committee  Hearings 9:00  a. m. 

Reference  Committee  Hearings 2:00  p.m. 

Tuesday,  February  16 

Reference  Committee  Hearings  9:00  a.m. 

Second  Session 2:00  p.m. 

Wednesday,  February  17 

Third  Session 9:00  a.m. 

Fourth  Session  2:00  p.m. 

Thursday,  February  18 

Closing  Session  9:00  a.m. 


Schedule 

of 

Sessions 
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According  to  the  Bylaws,  Chapter  II,  Section  7,  the 
following  shall  be  the  order  of  business  at  the  Sessions 
of  the  House  of  Delegates 


Order  of 
Business 


1.  Calling  the  meeting  to  order. 

2.  Invocation. 

3.  National  Anthem. 

4.  Report  of  Reference  Committee  on  Creden- 
tials. 

5.  Report  by  the  secretary  as  to  the  presence 
or  absence  or  a quorum. 

6.  Remarks  by  the  speaker. 

7.  Reading  the  minutes  of  the  previous  meeting 
by  title. 

8.  Report  of  the  president. 

9.  Address  of  the  president-elect. 

10.  Report  of  the  Judicial  Council. 

11.  Report  of  the  Council. 

12.  Report  of  the  secretary. 

13.  Report  of  the  treasurer. 

14.  Report  of  the  Board  of  Trustees. 

15.  Reports  of  district  branches  by  district  dele- 
gates. 

16.  Reports  of  special  committees. 

17.  Reports  of  reference  committees. 

18.  Unfinished  business. 

19.  New  business. 

20.  Adjournment. 
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1971  HOUSE  OF  DELEGATES 


Members 


The  following  pages  contain  a list  of  members  of  the  1971  House  of  Delegates  of  the 
Medical  Society  of  New  York. 


Officers  1970  1971 

/Vcsjc/enf— Walter  Scott  Walls,  Krie 

IWsident  - Elect —George  Himler,  New  York 

Vice-President — G.  Rehmi  Denton,  Albany 

Secretary — Joseph  G.  Zimring,  Nassau 

Assistant  Secretary — Milton  Gordon,  SulTolk 

rrcasurcr  Thomas  F.  McCarthy,  Bronx 

Assistant  Treasurer  Albert  M.  Schwartz,  New  York 

Speaker— George  T.  C.  Way,  Dutchess 

Vice-Speaker — Carl  Goldmark,  Jr.,  New  York 

Councilors 

Term  Expires  1971 
Arthur  H.  Diedrick,  Westchester 
John  Edward  Lowry,  Queens 
Edward  Siegel,  Clinton 
C.  Stewart  Wallace,  Tompkins 
Term  Expires  1972 
Lynn  R.  Callin,  Monroe 
Richard  D.  Eberle,  Onondaga 
Warren  A.  Lapp,  Kings 
Bernard  J.  Pisani,  New  York 
Term  Expires  1973 
John  H.  Carter,  Albany 
George  L.  Collins,  Jr.,  Erie 
Paul  M.  DeLuca,  Broome 
Ralph  S.  Emerson,  Nassau 

Trustees 

Waring  Willis,  Westchester,  Chairman 
Joseph  J.  Kaufman,  Wayne 
James  M.  Blake,  Schenectady 
Milton  Helpern,  New  York 
’Frederick  A.  Wurzbach,  Jr.,  Bronx 
Edward  C.  Hughes,  Onondaga 
Walter  T.  Heldmann,  Richmond 

Past  Presidents 

1934-1935 — Arthur  J.  Bedell,  Albany 
1944-1945 — Herbert  H.  Bauckus,  Erie 
1950-1951 — Carlton  E.  Wertz,  Erie 
1952-1953 — Edward  T.  Wentworth,  Monroe 
1955-1956 — Renato  J.  Azzari,  Bronx 
1957-1958 — Thurman  B.  Givan,  Kings 

1959- 1960 — Henry  I.  Fineberg,  Queens 

1960- 1961 — Norman  S.  Moore,  Tompkins 

1961- 1962 — John  M.  Galbraith,  Nassau 

1964- 1965 — George  A.  Burgin,  Herkimer 

1965- 1966 — Waring  Willis,  Westchester 

1966- 1967 — James  M.  Blake,  Schenectady 

1968- 1969 — Edward  C.  Hughes,  Onondaga 

1969- 1970 — Walter  T.  Heldmann,  Richmond 
‘Deceased. 


Commissioner,  New  York  State  Department  of 
Health 

Hollis  S.  Ingraham,  Albany 
District  Delegates 

(Elected  Delegates  of  District  Branches) 

Eirst — Leonard  L.  Heimoff,  Bronx 
Second — Irving  G.  Manning,  Bay  Shore 
Third — Lee  R.  Tompkins,  Liberty 
Eourth — Francis  X.  Dever,  Glens  Falls 
Eifth — Marvin  Brown,  Cleveland 
Sixth — Jason  K.  Moyer,  Binghamton 
Seventh — Vincent  I.  Bonafede,  Sonyea 
Eighth — John  T.  Donovan,  Jr.,  Lockport 
Ninth — Irving  Weiner,  Newburgh 


Section  Delegates 

(Delegates  from  Scientific  Sections) 

Allergy — Samuel  Bloom,  Brooklyn 
Anesthesiology — Victor  J.  Tofany,  Rochester 
Chest  Diseases — Arthur  Q.  Penta,  Schenectady 
Dermatology  and  Syphilology — Joseph  J.  Russo,  Albany 
Gastroenterology  and  Proctology — Michael  J.  Lepore, 
New  York 

General  Practice — M.  Theodore  Tanenhaus,  Brooklyn 
Industrial  Medicine  and  Surgery — Thomas  J.  Doyle, 
New  York 

Internal  Medicine — John  R.  Williams,  Jr.,  Rochester 
Medical-Legal  and  Workmen’s  Compensation  Matters — 
Robert  Katz,  New  York 

Neurology  and  Psychiatry — Charles  F.  Nicol,  Buffalo 
Obstetrics  and  Gynecology — Donald  W.  Hall,  Buffalo 
Ophthalmology — Philip  H.  Laiiders,  Binghamton 
Orthopedic  Surgery — Frederick  Lee  Liebolt.  New  York 
Otolaryngology — William  F.  Robbett,  New  York 
Pathology,  Clinical  Pathology,  and  Blood  Banking — 
Albert  H.  Harris,  Albany 
Pediatrics — Thomas  S.  Bumhalo,  Buffalo 
Physical  Medicine  and  Rehabilitation — Henry  Fleck, 
Bronx 

Plastic  and  Reconstructive  Surgery — Howard  B.  Rasi, 
Brooklyn 

Preventive  Medicine  and  Public  Health — Arthur  G. 
Baker,  Albany 

Radiology — Samuel  H.  Madell,  New  York 
School  Medicine — Norman  B.  Schell,  Jericho 
Space  Medicine — Martin  H.  Zwerling,  Bay  Shore 
Surgery — Wheelock  A.  Southgate,  Rochester 
Urology — William  J.  Staubitz,  Buffalo 
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Delegates  from  Component  County  Medical  Societies 

Albany  (4) 

Gerald  B.  Austin,  Albany 
James  A.  Moore,  Albany 
John  J.  Phelan,  Jr.,  Albany 
Francis  A.  Stephens,  Albany 
Allegany  (I ) 

Irwin  Felsen,  Wellsville 

Bronx  ( 12) 

Carl  R.  Ackerman,  Bronx 
Marcelle  T.  Bernard,  Bronx 
Alan  L.  Goldberg,  Bronx 
Charles  M.  Kapp,  Bronx 
Frank  La  Gattuta,  Bronx 
Isaiah  Gross,  Bronx 
Francis  J.  Loperfido,  Bronx 
Joseph  C.  Polifrone,  Bronx 
Samuel  Wagreich,  Bronx 
Alvin  D.  Yasuna,  Bronx 
Saul  Zucker,  Bronx 

Broome  (3) 

Sterling  W.  Boyd,  Binghamton 
John  A.  Kalb,  Endicott 
John  F.  Spring,  Binghamton 

Cattaraugus  ( I ) 

Francis  P.  Keefe,  Glean 

Cayuga  ( I ) 

Bernard  J.  Hartnett,  Auburn 

Chautauqua  (2) 

Myron  B.  Franks,  Jamestown 
Herbert  A.  Laughlin,  Westfield 
Chemung  (2) 

R.  Scott  Howland,  Elmira 
Henry  B.  Marshall,  Elmira 

Chenango ( I ) 

Thomas  F.  Flanagan,  Norwich 
Clinton  ( 1 ) 

Leonard  J.  Schiff,  Plattsburgh 
Colurn  bia  ( I ) 

Rosewell  D.  Shaw,  Stottville 
Cortland  ( 1 ) 

William  J.  McAuliffe,  (k)rtland 
Delairare  ( 1 ) 

J’homas  E.  Lavell,  Jr.,  Walton 
Dutchess  (3) 

Elvin  E.  Gottdiener,  Poughkeepsie 
H.  Sherman  Hirst,  Hyde  Park 
James  K.  Keeley,  Poughkeepsie 
Erie  (9> 

Guy  S.  Alfano,  Buflalo 
John  C.  Brady,  Buffalo 
Max  C.heplove,  Buffalo 
Kenneth  H.  Eckhert,  Buffalo 
Anthony  J.  FYderico,  Buffalo 
Theodore  C.  Jewett,  Jr.,  Buffalo 
James  R.  Nunn,  Buffalo 
( Jarence  A.  Strauhinger,  Buffalo 
Walter'!'.  Zirndahl,  Buffalo 
Essex  ( I ) 

George  G.  Hart,  Lake  Placid 
Era  nidi  n (I ) 

Alfred  A.  Hartmann,  Malone 


Fulton  (1) 

Armand  J.  D’Errico,  Gloversville 
Genesee  ( 1 ) 


Greene  (1) 

Edwin  G.  Mulbury,  Windham 
Herkimer  (I) 

Harold  T.  Golden,  Herkimer 

Jefferson  (2) 

Thomas  P.  Hamilton,  Jr.,  Watertown 
Warren  William  Daub,  Watertown 

Kings  (23) 

Lawrence  Ames,  Brooklyn 
Norman  S.  Blackman,  Brooklyn 
Matthew  Brody,  Brooklyn 
Philip  J.  Cantor,  Brooklyn 
Leo  S.  Drexler,  Brooklyn 
John  J.  Flynn,  Brooklyn 
Joseph  R.  Fontanetta,  Brooklyn 
Vincent  J.  Geraci,  Brooklyn 
Alfred  P.  Ingegno,  Brooklyn 
David  Kershner,  Brooklyn 
Adrian  C.  Lamos,  Brooklyn 
George  Liberman,  Brooklyn 
Harry  S.  Lichtman,  Brooklyn 
A.  W.  Martin  Marino,  Jr.,  Brooklyn 
Martin  Markowitz,  Brooklyn 
Bentley  D.  Merrim,  Brooklyn 
Max  B.  Milberg,  Brooklyn 
Irving  M.  Pallin,  Brooklyn 
Ralph  M.  Schwartz,  Brooklyn 
Milton  B.  Spiegel,  Brooklyn 
Stanley  Stark,  Brooklyn 
Leo  J.  Swirsky,  Brooklyn 
Vincent  J.  Tesoriero,  Brooklyn 

Lewis  (1 ) 

Livingston  (1 ) 

James  M.  Judd,  Mt.  Morris 

Madison  ( 1 ) 

Felix  Ottaviano,  Oneida 

Monroe  (6) 

William  B.  Forsyth,  Rochester 
Gerald  L.  Glaser,  Rochester 
Eli  A.  Leven,  Rochester 
John  H.  Morton,  Rochester 
Charles  D.  Sherman,  Jr.,  Rochester 
Robert  C.  Webster,  Webster 

Montgomery  { I ) 


Nassau  (12) 

John  A.  Billows,  Hempstead 
Clement  J.  Boccalini,  Floral  Park 
Jeff  J.  Coletti,  Old  Westhury 
Leo  Fishel,  Freeport 
Abraham  W.  Freireich,  Malverne 
John  P.  Glauhitz,  Bethpage 
Marjorie  H.  Greene,  Hicksville 
Rol)ert  P.  Jessup,  Syos.set 
Joseph  H.  Kinnaman,  Mineola 
Perry  R.  Mandel,  Garden  City 
Ste])hen  J.  Schmeiser,  Jr.,  Massapequa 
H.  Lawrence  Sutton,  Hempstead 
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\'eu  York  (25) 

Seyton  (I.  Bentham,  New  York 
Kdward  A.  Kurkhardt,  New  York 
(leorfje  I),  ('annoii.  New  \’ork 
(leorge  S.  Cralt,  New  York 
C.  .Josei)h  Delaney,  New  York 
(lerald  1).  Dorman,  New  York 
Lawrence  Essenson,  New  York 
John  A.  Finkheiner,  New  ^’ork 
\\  illiani  H.  h'oege.  New  York 
Samuel  Z.  P’reedman,  New  York 
Keith  O.  (Juthrie,  Jr.,  New  York 
\V.  (Iraham  Knox,  New  York 
John  A.  Lawler,  New  York 
Barbara  F.  Lipton,  New  York 
Albert  S.  Lyons,  New  York 
James  R.  Nealon,  New  York 
Stephen  Nordlicht,  New  York 
Oma  H.  Brice,  New  York 
W illiam  B.  Rawls,  New  York 
Theodore  Rosenthal,  New  York 
(leorge  \L  Saypol,  New  York 
Mary  H.  Spalding,  New  York 
Clit't'ord  L.  Spingarn,  New  York 
Meyer  Texon,  New  York 
Doris  L.  Wethers,  New  York 

.\iaf<ara  ( 2) 

Glenn  E.  Jones,  Lewiston 
William  C.  Stein,  Jr.,  Lockport 

Oneida  (3) 

Clarke  T.  Case,  Utica 
Robert  H.  Cross,  Utica 
Robert  B.  W'allace,  Utica 

Onondaga  (5) 

Robert  B.  Biyant,  Syracuse 
Bruce  E.  Chamberlain,  Syracuse 
Robert  J.  Collins,  Syracuse 
Charles  A.  Gwynn,  Syracuse 
Robert  E.  Westlake,  Syracuse 

Ontario  (2) 

Philip  M.  Standish,  Canandaigua 
Robert  M.  Price,  Clifton  Springs 

Orar^e  (3) 

William  S.  Montgomery,  Newburgh 
Robert  W.  Rakov,  Goshen 
Orin  A.  Wahl,  Newburgh 

Orleans  (1) 

Edward  A.  Barrett,  Albion 
Oswego  (1) 

Marcus  A.  Wuerschmidt,  Oswego 
Otsego  ( 1) 

John  W.  Latcher,  Oneonta 
Putnam  (1) 

Queens  (16) 

Alfred  A.  Angrist,  Beechhurst 
Sol  Axelrad,  Woodhaven 
Angelo  R.  Bologna,  Flushing 
Lester  J.  Candela,  Great  Neck 
Albert  H.  Douglas,  Jamaica 
Franz  L.  Ebstein,  Forest  Hills 
Murray  Elkins,  Howard  Beach 
Harry  H.  Epstein,  Jamaica 


John  L.  Finnegan,  Flushing 
Irving  G.  Frohman,  Rockaway  Beach 
Arthur  Gordon,  Woodside 
William  M.  Hewlett,  St.  Albans 
Norton  .M.  Luger,  Fresh  Meadows 
Ralph  E.  Schlossman,  Ozone  Park 
Lester  R.  Tuckman,  Filmhurst 
William  E.  F.  Werner,  Rockaway  Park 

Pensselaer  (2) 

John  J.  Noonan,  Troy 
Thomas  1).  Pemrick,  Troy 
Richmond  (3) 

Albert  B.  Accettola,  Staten  Island 
William  .A.  Schwarz,  Staten  Island 
Joseph  F.  Shanaphy,  Staten  Island 
Rockland  (1) 

Burton  Allyn,  Spring  Valley 
Fred  F'.  Graziano,  .Nanuet 
Ralph  J.  Greenberg,  Spring  Valley 
Lionel  Zemek,  New  City 

St.  Lawrence  ( I ) 

Maurice  J.  Filder,  Massena 

Saratoga  ( I) 

Schenectady  (3) 

John  L.  Clowe,  Schenectady 
Milton  F.  Gipstein,  Schenectady 
Herbert  J.  Wright,  Jr.,  Schenectady 
Schoharie  (1 ) 

Robert  Greenwald,  Cobleskill 
Schuyler  ( 1) 

Seneca  (1 ) 

David  L.  Koch,  Waterloo 
Steuben  (2) 

Thomas  S.  Cotton,  Hornell 
Wayne  C.  Templer,  Corning 

Suffolk  (7) 

Anthony  F.  Fragola,  West  Islip 
Daniel  Friedman,  Bay  Shore 
John  G.  Hansen,  Greenport 
Andrew  W.  Lawrence,  Huntington 
George  E.  Leone,  Riverhead 
William  C.  Porter,  Jr.,  Huntington 
Milton  Rosenberg,  Patchogue 

Sullican  (1 ) 

Sirkka  E.  Vuornos,  Liberty 
Tioga  ( I) 

Vernon  E.  McNeilus,  Waverly 
Tompkins  (2) 

Ulster  ( 2) 

Milton  M.  Grover,  Jr.,  Kingston 
Frederic  W.  Holcomb,  Jr.,  Kingston 

Warren  ( 1) 

Walter  F.  Harrison,  Jr.,  Glens  Falls 
Washington  ( I) 

Milton  J.  Greenberg,  Hudson  Falls 
Wayne  (1) 

James  M.  Flanagan,  Newark 
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Westchester  (8) 

Charles  M.  Brane,  Yonkers 
John  N.  Dill,  Yonkers 
Katharine  L.  Friedmann,  Ardsley 
Reid  R.  Heffner,  New  Rochelle 
Russell  C.  Johnson,  White  Plains 
Allison  B.  Landolt,  Bronxville 


Vincent  James  Manzella,  Tarrytown 
Wallace  M.  Sheridan,  White  Plains 

Wyoming  (1) 

Paul  A.  Burgeson,  Warsaw 
Yates  (] ) 


HOUSE  OF  DELEGATES 

Reference  Committees 


Credentials 

Joseph  F.  Shanaphy,  Richmond,  Chairman 

Jeff  J.  Coletti,  Nassau 

Milton  Grover,  Ulster 

Walter  F.  Harrison,  Jr.,  Warren 

Francis  J.  Loperfido,  Bronx 

Reports  of  Officers 

President 

President-Elect 

Secretary 

Treasurer 

Executive  Vice-President 
Board  of  Trustees 
Budget  and  Finance 
Our  Building 

Harry  S.  Lichtman,  Kings,  Chairman 
James  R.  Nunn,  Erie 
Marvin  Brown,  Oswego 
John  J.  Noonan,  Rensselaer 
Reid  R.  Heffner,  Westchester 

Medical  Services 

Commission  on  Medical  Services 
Economics 

Liaison  with  Veterans  Administration 
Medical  Care  Insurance 
Occupational  Health 

Proposed  Universal  Health  Insurance  Law 
Workmen’s  Compensation 
Francis  A.  Stephens,  Albany,  Chairman 
Daniel  P’riedman,  Suffolk 
Wayne  C.  Templer,  Seneca 
Keith  O.  Guthrie,  Jr.,  New  York 
Ralph  M.  Schwartz,  Kings 


Standards  of  Medical  Care 

Commission  on  Standards  of  Medical  Care 
Ethics 

Hospital  and  Professional  Relations 
Government  Health  Centers 
Hospital- Based  Physicians 
Medical  Review 

Nursing  and  Allied  Health  Professions 
Peer  Review  Mechanisms 
Milton  J.  Greenberg,  Washington,  Chairman 
James  R.  Nealon,  New  York 
Jason  K.  Moyer,  Broome 
H.  Sherman  Hirst,  Dutchess 
Gerald  L.  Glaser,  Monroe 

Medicare  (Title  18)  and  Medicaid  (Title  19) 

Policy  and  Negotiating  Committee  on 
Government  Supported  Health  Plans 
Interspecialty 

John  P.  Glaubitz,  Nassau,  Chairman 
Bernard  J.  Hartnett,  Cayuga 
William  A.  Schwarz,  Richmond 
George  G.  Hart,  Essex 
Norton  M.  Luger,  Queens 

Public  Health  and  Education 

Commission  on  Public  Health  and  Education 

Accident  and  Injury  Prevention 

Aging  and  Nursing  Homes 

Alcoholism  and  Drug  Abuse 

Audio-  Visual  Aids 

Cancer 

Cardiovascular  Disease 
Chronic  Pulmonary  Diseases 
Comprehensive  Health  Planning 
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Continuing  (Postgraduate)  Education 
Data  IVocessing  in  Medicine 
Development  of  Automated  Multiphasic 
Health  Testing 
Disaster  Medical  Care 
Environmental  (Quality 
Forensic  Medicine 
General  Practice 
Hard  of  Hearing  and  the  Deaf 
Health  Manpower 
Maternal  and  Child  Welfare 
Medical  Aspects  of  Sports 
Mental  Hygiene 
Metabolic  Diseases 
Physical  Medicine  and  Rehabilitation 
IWventive  Medicine 
Quackery 

Liaison  with  Deans  of  Medical  Schools  and  Directors 
of  Regional  Medical  I*rograms 
Milton  Rosenberg,  Suffolk,  Chairman 
Samuel  H.  Madell,  New  York 
James  K.  Keeley,  Dutchess 
Thomas  F.  Flanagan,  Chenango 
Mary  H.  Spalding,  New  York 

Scientific  Activities  and  Publications 
Journal 
What  Goes  Un 
Archives 
I\ize  Essays 
Convention 
Physician's  Placement 
District  Branches 

Ad  Hoc,  Study  of  Change  in  Date  of  Annual  Meeting 
John  A.  Finkbeiner,  New  York,  Chairman 
William  M.  Hewlett,  Queens 
Kenneth  H.  Eckert,  Erie 
Robert  B.  Wallace,  Oneida 
Henry  B.  Marshall,  Chemung 

Public  and  Professional  Affairs 

Commission  on  Public  and  Professional  Affairs 
Federal  Legislation 


State  Legislation 
Ihiblic  Relations 
Revision  of  Education  Law 
Medicine  and  Religion 
Advisory  to  New  York  State  Medical 
Assistants  Association 
A bortion 

Ad  Hoc,  To  Study  Yellow  Pages 
Clarke  T.  Case,  Utica,  Chairman 
Allison  B.  Landolt,  Westchester 
John  R.  Williams,  Jr.,  Monroe 
Joseph  C.  Polifrone,  Bronx 
A.  W.  Martin  Marino,  Jr.,  Kings 

Organization,  Policies,  and  Legal  Matters 

lYofessional  Medical  Liability  Insurance  and 
Deferuse  Board 
Legal  Courusel 
Judicial  Council 
Osteopathy 

Constitution  and  Bylaws 
Ad  Hoc,  To  Study  Constitution  and  Bylaws 
New  York  Delegation  to  AM  A 
Research  and  Planning 

Ad  Hoc,  To  Meet  New  York  State  Podiatry  Society 
Albert  S.  Lyons,  New  York,  Chairman 
Edward  A.  Barrett,  Orleans 
John  A.  Billows,  Nassau 
Thomas  P.  Hamilton,  Jr.,  Jefferson 
Stanley  Stark,  Kings 

Sergeants-at-Arms 
Armand  J.  D’Errico,  Fulton,  Chairman 
Garret  W.  Vink,  Putnam 
Fred  F.  Graziano,  Rockland 
John  A.  Kalb,  Broome 
Leo  J.  Swirsky,  Kings 

Tellers 

Clarence  A.  Straubinger,  Erie,  Chairman 
Doris  L.  Wethers,  New  York 
Rosewell  D.  Shaw,  Columbia 
Bently  D.  Merrim,  Kings 
David  L.  Koch,  Seneca 
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1971  HOUSE  OF  DELEGATES 


Instructions  from  1970  House 


Resume  of  instructions  of  the  1970  House  of  Delegates  and  actions  thereon* 
by  the  Council,  Board  of  Trustees,  and  Officers 


Amendments  to  Constitution  and  Bylaws  (pages  1355 
and  1357).  The  House  adopted  resolutions  69-5,  69- 
32,  and  69-68,  which  amended  Chapter  III,  Section  3, 
Chapter  XI,  Section  2,  and  Chapter  XV,  Section  4,  of 
the  Bylaws. 

An  amended  version  of  the  Constitution  and  Bylaws 
has  been  printed  and  circulated. 

Amendments  to  Principles  of  Professional  Conduct 
(pages  1356  and  1357).  The  House  adopted  resolutions 
69-12  and  69-13,  which  amended  Chapter  I,  Section  4, 
and  Chapter  I,  Section  6,  of  the  Principles  of  Profes- 
sional Conduct,  These  amendments  have  been  incor- 
porated in  the  1970  edition  of  the  printed  “Principles.” 

Alcoholism  and  Drug  Abuse  Committee  (page  1366). 

The  House  adopted  a report  of  the  Reference  Committee 
on  Reports  of  Officers  which  noted  that  the  incoming 
president  regarded  drug  addiction  as  one  of  the  most 
pressing  health  problems  confronting  our  State  and 
Nation  today  and  planned  to  increase  the  size  of  the 
Committee  on  Alcoholism  and  Drug  Abuse  in  an  effort 
to  secure  specific  recommendations  on  preventive  and 
therapeutic  methods. 

A committee  of  eight  members  and  two  advisers  was 
appointed  under  the  chairmanship  of  William  Antopol, 
M.D. 

Trustees’  Meeting  Dates  (page  1411).  The  House 
adopted  a recommendation  of  the  Reference  Committee 
on  Reports  of  Officers  that  the  meetings  of  the  Board  of 
Trustees  be  held  two  weeks  after  the  Council  meetings 
to  allow  the  trustees  to  have  full  information  relative 
to  their  agenda. 

The  meetings  have  been  scheduled  and  held  as  re- 
quested by  the  House. 

At  their  meeting  on  October  8,  the  Trustees  agreed 
that  this  arrangement  does  not  keep  them  in  touch  with 
the  Council,  does  not  make  them  feel  a part  of  the 
organization,  and  requires  an  extra  day  to  attend  Council 
meetings,  which  they  feel  they  should.  The  Board  ap- 
proved the  following  motion:  That  members  of  the 

Board  of  Trustees  attend  Council  meetings  with  their 
formal  meeting  to  follow  later  in  the  day,  probably  for 
dinner,  and  that  the  members  of  the  Board,  other  than 
the  chairman,  be  members  of  the  Council  with  voice,  but 
without  vote.  The  chairman  of  the  Board  of  Trustees 
is  a member  of  the  Council. 

Woman’s  Auxiliary  (page  1363).  The  House  voted  that 
the  Woman’s  Auxiliary  be  included  in  more  of  the 

Pages  referred  to  are  from  the  Minutes  of  the  1970  Annual 
Meeting  of  the  House  of  Delegates,  as  published  in  the  New 
York  State  Journal  of  Medicine,  .June  1,  1970,  pages  Ki.37 
through  l.'jH'l. 

* As  of  October  .30,  1970. 


Society’s  Statewide  projects  and  that  there  be  a closer 
relationship,  “more  direct  supervision,  and  more  partici- 
pation by  the  State  Society  official  family  and  staff.” 

The  Council  referred  this  to  the  adviser  to  the 
Woman’s  Auxiliary,  Joseph  G.  Zimring,  M.D.,  with  the 
request  that  any  new  projects  to  be  undertaken  by  the 
Auxiliary  be  presented  to  the  Council  for  approval. 

Workmen’s  Compensation  Code  Letters  (pages  1460, 
1462,  and  1464).  The  House  adopted  the  recommenda- 
tion of  the  Committee  on  Occupational  Health  that 
code  letter  “M-10”  be  assigned  to  occupational  health 
and  code  letter  “M-18”  be  assigned  to  public  health. 

The  chairman  of  the  Workmen’s  Compensation  Board 
was  informed  of  this  action. 

Workmen’s  Compensation  Ratings  for  Interns  and 
Residents  (page  1464).  The  House  approved  the  recom- 
mendation that  licensed  interns  and  residents  not  be 
recommended  for  Workmen’s  Compensation  ratings 
while  in  traditional  training  programs  in  hospitals. 
This  information  has  been  transmitted  to  the  county 
medical  society  in  which  the  question  originated. 

Veterans  Administration  Contract  (pages  1456  and 
and  1457).  The  House  voted  that  the  letter  of  agreement 
then  in  effect  with  the  Veterans  Administration  be  con- 
tinued for  the  period  ending  June  30,  1970. 

The  Council  referred  this  to  the  Liaison  Subcommittee 
with  the  U.S.  Veterans  Administration. 

The  agreement  continued  until  the  specified  date  and 
was  renewed  for  an  indefinite  period  terminable  after 
thirty  days’  notice  in  writing  by  either  party. 

Fee  Negotiations  (page  1467).  The  House  amended 
and  adopted  resolution  70-1,  “State  Medical  Society 
Fee  Negotiations,”  which  asked  that  officers  and  nego- 
tiators of  the  State  Society  be  authorized  to  use  such 
methods  as  would  lead  to  the  most  equitable  results  in 
the  interest  of  the  patient  and  the  phj'sician. 

The  Council  referred  this  to  the  Policy  and  Negoti- 
ating Committee  on  Government  Supported  Health 
Plans. 

Universal  Health  Insurance  (page  1473).  The  House 
adopted  a substitute  resolution  for  resolutions  70-24, 
70-54,  70-58,  and  70-59,  dealing  with  the  financing  of 
medical  care  and  with  Universal  Health  Insurance.  The 
substitute  resolution  called  on  the  Society  to  support 
a program  of  comprehensive  health  insurance  which 
meets  the  criteria  developed  by  the  Ad  Hoc  Committee 
on  Universal  Health  Insurance  and  asked  that  the 
Society  work  energetically  to  achieve  legislation  to  ac- 
complish this.  The  substitute  resolution  also  recom- 
mended that  the  Warren  County  Medical  Society  study 
and  the  Niagara  County  Medical  Society  suggestions, 
attached  to  resolutions  70-24  and  70-59,  respectively. 
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be  used  as  source  material  to  this  end. 

I The  Council  referred  this  to  the  ('oinmittee  on  the 
j I’rt)posed  Universal  Health  Insurance  Law. 

I The  committee  reports  that  it  has  made  use  of  this 
( source  material  in  all  its  deliberations. 

The  (lovernor’s  Bill,  S.  9181,  providing  for  a universal 
I health  insurance  act  for  encouraging  development  of 
I single  system  of  health  service  benefits,  including  hos- 
j pital  and  medical  services,  was  strongly  opposed  by  the 
I State  Medical  Society.  It  died  in  committee. 

* Workmen’s  Compensation  Fees  (pages  1173  and  1471). 

' I'he  House  adopted  a substitute  resolution  for  resolution 
] 70-25,  asking  that  the  State  Society  through  the  Division 

of  Workmen’s  Compensation  and  Occupational  Health 
and  the  Advisory  Committee  to  the  Chairman  of  the 
Workmen’s  Compensation  Board  on  Fee  Schedules  seek 
to  secure  the  adoption  for  Workmen’s  Compensation 
cases  of  a usual,  customary,  and  reasonable  fee  by 
utilizing  the  anticipated  new  relative  value  scale  of  the 
State  Society  with  appropriate  conversion  factors. 

The  Council  voted  to  refer  this  to  the  Advisory  Com- 
mittee to  the  Chairman  of  the  Workmen’s  Compensation 
Board.  It  has  been  so  referred. 

Medical  Care  Insurance  Programs  with  Fixed  Fee 
Schedule  (page  1474).  The  House  adopted  resolution 
70-75,  asking  the  Society  to  urge  each  of  its  members 
to  re-evaluate  his  participation  in  insurance  programs. 
Federal,  State,  or  municipal,  which  reimburse  for 
medical  services  on  the  basis  of  a fixed-fee  schedule 
regardless  of  the  subscriber’s  income. 

The  Council  referred  this  to  the  executive  vice-presi- 
dent with  the  request  that  the  resolution,  with  a cover- 
ing letter,  be  sent  to  each  of  the  county  medical  societies. 
This  was  done  on  March  31,  1970. 

Blue  Shield  Coverage  of  Radiologic  Services  (page 
1474).  The  House  adopted  resolution  70-76,  “Reim- 
bursement for  Radiologic  Services  by  Blue  Shield  instead 
of  Blue  Cross,’’  calling  on  the  Society  to  again  request 
the  State  of  New  York  to  take  the  lead  in  reapportioning 
coverage  between  Blue  Cross  and  Blue  Shield,  so  that 
benefits  for  radiologic  services  will  be  provided  by 
Blue  Shield,  whether  they  are  rendered  in  or  out  of 
hospitals,  and  to  request  the  Superintendent  of  Insur- 
ance of  the  State  to  arrange  a meeting  of  the  interested 
parties  for  the  purpose  of  exploring  the  mechanisms  by 
which  this  transfer  of  coverage  can  be  effected. 

The  Council  referred  this  to  the  Committee  on  Medical 
Care  Insurance.  The  Committee  reported  back  to  the 
Council  that  it  recommended  strongly  that  Blue  Shield 
Plans  offer  radiologic  services  to  its  members,  but  that 
it  did  not  approve  the  recommendation  that  the  Superin- 
tendent of  Insurance  be  asked  to  arrange  a meeting  to 
explore  the  mechanisms  by  which  coverage  of  radiologic 
services  would  be  transferred  from  Blue  Cross  to  Blue 
Shield. 

The  Council  approved  this  report.  Subsequent  to  this 
approval,  at  the  request  of  the  delegate  from  the  Section 
on  Radiology,  the  Executive  Committee  referred  this 
back  to  the  Council,  which  voted  that  an  effort  be  made 
to  arrange  such  a meeting.  The  Committee  on  Medical 
Care  Insurance  considered  this  request  and  has  recom- 
mended that  the  chairman  arrange  such  a meeting  with 
the  Superintendent  of  Insurance. 

Out-of-Hospital  Medical  Services  for  State  Civil 
Service  Employes  (page  1475).  The  House  amended 


and  adopted  resolution  70  81,  providing  that  this  Society 
strongly  recommend  that  the  Chairman  of  the  State 
{'ivil  Service  Commission  of  the  State  of  New  York 
modify  and  improve  the  {)rogram  i)roviding  medical  care 
and  hospitalization  insurance  benefits  to  State  (^ivil 
Service  employes  and  their  dependents  by  providing 
equal  payments  for  medical  services  without  regard 
to  whether  the  services  are  obtained  in  a hospital  de- 
partment, private  office,  clinic,  group-practice  facility, 
or  neighborh(M)d  health  center. 

The  Council  referred  this  to  the  executive  vice-presi- 
dent with  the  request  that  a copy  of  resolution  70-81,  as 
amended,  be  sent  to  the  Civil  Service  Commission  with 
a covering  letter.  This  was  done  on  April  9,  1970.  In 
her  reply,  Mrs.  Ersa  Boston,  President  of  the  State  Civil 
Service  Commission,  stated  that,  under  the  law,  changes 
in  benefits  must  be  negotiated  with  representatives  of 
employe  organizations  and  that  the  Commission  would 
“give  serious  attention  to  this  resolution  in  formulating 
the  State’s  position  in  any  negotiations  with  the  em- 
ployes on  the  subject  of  health  insurance.’’ 

At  its  meeting  on  May  21,  the  Council  directed  that 
the  resolution  be  sent  to  the  Civil  Service  employes’ 
groups  and  that  it  be  pointed  out  that  this  is  a benefit 
which  they  currently  do  not  have  and  is  something  which 
should  be  negotiated.  On  June  .30  copies  of  the  resolu- 
tion were  sent  to  the  president  and  the  assistant  execu- 
tive director  of  the  Civil  Service  Employees  Association, 
Inc.,  with  a request  that  we  be  sent  a list  of  chapters  of 
the  Association  or  that  the  resolution  be  relayed  to  them. 

In  a letter  of  July  10  to  Dr.  Fineberg  the  president  of 
the  Civil  Service  Employees  Association,  Inc.,  Theodore 
C.  Wenzl,  stated  that  the  resolution  would  “be  proc- 
essed” through  the  Resolutions  Committee  of  the 
Association  “for  their  recommendation  and  disposition.” 
He  asked  that  our  contacts  regarding  this  resolution  be 
with  his  office  rather  than  with  local  chapters  of  the 
Association. 

Medical  Care  Insurance:  Prehospitalization  Diag- 

nostic Benefits  (page  1469).  The  House  approved 
resolution  70-6,  “Prehospitalization  Diagnostic  Insur- 
ance Benefits,”  in  principle  and  referred  it  to  the  Com- 
mittee on  Medical  Care  Insurance  “for  implementation.” 
The  resolution  urged  Blue  Shield  and  other  insurance 
carriers  that  normally  reimburse  for  physicians’  services 
to  recognize  prehospitalization  diagnostic  services  for 
ambulatory  patients  as  professional  rather  than  hospital 
services  and  to  provide  coverage  for  them  accordingly 
when  they  are  performed  by  treating  physicians  or  con- 
sultants. The  resolution  also  asked  that  the  Society 
recommend  to  the  insurance  carriers  that,  before  such 
benefit  provisions  are  generally  offered,  they  be  instituted 
on  a trial  basis  to  determine  their  feasibility  and  the 
effects  that  preadmission  evaluation  would  have  on  costs 
and  on  the  utilization  of  hospital  beds. 

The  Council  voted  to  refer  this  to  the  Committee  on 
Medical  Care  Insurance.  The  committee  reported  back 
to  the  Council  that  in  view  of  the  benefits  now  being 
offered  by  the  Blue  Shield  Plans,  it  recommended  that 
no  further  action  be  taken  on  this  resolution.  The 
Council  on  May  21,  1970  disapproved  this  report  and 
instructed  the  committee  to  continue  in  its  efforts  to 
get  the  insurance  industry  to  make  equal  allowance  for 
outpatient  diagnostic  preadmission  procedures,  where 
available.  This  recommendation  was  considered  by  the 
committee  at  its  meeting  on  October  22,  1970,  and  the 
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committee  recommended  that  a letter  be  sent  to  the 
proper  authorities  suggesting  that  these  benefits  be 
included  in  their  insurance  contracts.  (For  details, 
see  annual  report.) 

Accreditation  of  Small  Community  Hospitals  (page 
1468).  The  House  amended  and  adopted  resolution 
70-2,  urgently  requesting  the  New  York  State  Depart- 
ment of  Health  and  the  Joint  Commission  on  Accredita- 
tion of  Hospitals  to  modify  their  criteria  for  accreditation 
and  to  consider  local  needs  and  local  factors. 

The  Council  voted  to  refer  this  to  the  New  York  State 
Department  of  Health  and  the  Joint  Commission  on 
Accreditation  of  Hospitals  with  a covering  letter. 

Copies  of  the  resolution  were  transmitted  on  April 
10  to  the  State  Health  Commissioner  and  to  the  chair- 
man of  the  AMA  Commissioners  on  the  Joint  Commis- 
sion. 

Municipal  Hospitals:  Use  of  Facilities  for  Private 

Patients  (page  1468).  The  House  adopted  a substitute 
for  resolution  70-3,  “Use  of  Municipal  Hospital  Facilities 
for  the  Care  of  Private  Patients,”  providing  that  this 
Society  strongly  urge  the  Mayor  and  the  City  Council 
of  the  City  of  New  York  to  take  immediate  steps  to 
amend  the  regulations  which  restrict  the  professional 
attending  staffs  at  municipal  hospitals  and  which  pro- 
hibit private  practice  at  such  hospitals. 

The  Council  voted  to  refer  this  to  the  executive  vice- 
president  for  transmission  to  the  Mayor  with  a covering 
letter. 

A letter  transmitting  the  substitute  resolution  was 
sent  to  Mayor  Lindsay  on  April  9,  1970. 

Family  Practice:  Workmen’s  Compensation  Rating 
(page  1475).  The  House  amended  and  adopted  resolu- 
tion 70-87,  “Workmen’s  Compensation  Board  to  Estab- 
lish Specialty  Rating  for  Family  Practice,”  providing 
that  this  Society,  through  the  Committee  on  Workmen’s 
Compensation,  recommend  to  the  Workmen’s  Com- 
pensation Board  the  establishment  of  an  appropriate 
specialty  rating  for  family  practice  using  the  Standards 
of  the  American  Board  of  Family  Practice. 

The  Council  referred  this  to  the  Committee  on  Work- 
men’s Compensation.  The  committee,  after  consider- 
able discussion,  voted  to  refer  this  back  to  the  Council 
for  clarification  of  the  term  “family  practice.”  The 
Council  approved  a motion  referring  this  to  the  Advisory 
Committee  to  the  Chairman  of  the  Workmen’s  Com- 
pensation Board.  It  was  so  referred. 

Family  Practice:  Workmen’s  Compensation  Code 

Letters  (page  1475).  The  House  adopted  resolution 
70-88,  “Workmen’s  Compensation  Code  Letters  for 
Newly  Designated  Specialty,  ‘Family  Practice,’  ” which 
called  on  the  Society  to  request  the  Workmen’s  Com- 
pensation Board  to  specifically  designate  new  special 
code  letters  to  insure  proper  identification  of  this  new 
spBcislty . 

The  Council  referred  this  to  the  Committee  on  Work- 
men’s Compensation.  I he  Committee  referred  this 
back  to  the  Council  for  clarification  of  the  term  “family 
practice.”  The  Council  then  referred  this  to  the 
Advisory  Committee  to  the  Chairman  of  the  Workmen  s 
Compensation  Board. 

Interspecialty  Committee:  Representation  at  Coun- 

cil Meetings  (pages  1.565  and  1.566).  On  recommenda- 
tion of  the  Reference  Committee  on  Medicare  and 
Medicaid,  the  Hou.se  voted  that  representation  of  the 
Interspecialty  Committee  at  all  Council  meetings  would 


not  be  useful  but  that  the  committee  could  be  invited 
to  send  a representative  when  such  representation  would 
be  desirable. 

At  the  March  Council  meeting.  President  Walls  stated 
that  the  chairman  of  the  Interspecialty  Committee  had 
been  invited  to  be  present.  He  had  been  prevented  by 
the  weather  from  getting  to  New  York  but  would  be 
invited  to  future  meetings. 

Medicaid:  Lent  Report  (page  1564).  The  House 

adopted  the  recommendation  of  its  Reference  Committee 
on  Medicare  and  Medicaid  that  the  Society’s  commen- 
tary on  the  interim  report  of  the  New  York  State  Joint 
Legislative  Committee  on  the  Problems  of  Public  Health, 
Medicare,  Medicaid,  and  Compulsory  Health  and  Hos- 
pital Insurance  be  widely  disseminated  within  the 
profession  and  to  public  officials  and  organizations  who 
are  concerned  with  health  matters.  The  reference 
committee  also  recommended  and  the  House  agreed 
that  this  document  is  an  excellent  position  paper  on 
Medicaid  and  should  be  used  as  such  by  the  various 
speakers  bureaus  of  county  medical  societies. 

The  Council  voted  that  the  commentary  be  published. 
It  appears  on  pages  1556  to  1564  of  the  June  1,  1970,  issue 
of  the  New  York  State  Journal  of  Medicine.  As 
reported  to  the  House  by  the  executive  vice-president 
in  February,  1970,  the  commentary  had  been  transmit- 
ted to  the  Governor  and  certain  members  of  his  staff, 
the  chairman  and  members  of  the  Joint  Committee,  the 
officers,  councilors,  and  trustees  of  the  State  Medical 
Society,  presidents,  secretaries,  and  executive  secretaries 
of  the  county  medical  societies,  chairmen  and  secretaries 
of  scientific  sections,  and  presidents  of  district  branches. 

Medicaid  and  Medicare:  Administrative  costs  (page 
1566).  The  House  adopted  a substitute  for  resolution 
70-7,  “Administration  Costs  of  Government  Insurance 
Programs,”  calling  on  the  State  Society  to  study  the 
administrative  costs  of  the  State  Medicaid  program  to 
determine  what  role,  if  any,  it  has  had  in  contributing 
to  the  increasing  costs  of  the  program  and  to  study  the 
administrative  costs  of  the  New  York  State  portion  of 
the  Federal  Medicare  program  with  a view  toward 
identifying  areas  in  the  program  where  costs  may  be  re- 
duced. 

The  Council  voted  to  refer  this  to  the  Committee  on 
Medical  Care  Insurance. 

The  committee  has  reported  on  this  matter  in  its 
annual  report,  which  contains  tables  of  costs. 

Medicare  Patients  in  General  Hospitals:  Restriction 
of  Visits  (page  1566).  The  House  adopted  resolution 
70-23,  “Restriction  of  Visits  to  Medicare  Patients  in 
General  Hospitals  Awaiting  Transfer  to  Extended  Care 
Facilities,”  resolving  that  this  Society  undertake  what- 
ever steps  are  necessary  to  clarify  the  legal  implications 
of  the  pressure  exerted  by  Medicare  intermediaries  to 
limit  hospital  visits  to  patients  detained  in  hospitals 
while  awaiting  admission  to  nursing  homes. 

The  Council  referred  this  to  the  Committee  on  Medical 
Care  Insurance. 

Medicaid:  Billing  (page  1.568).  The  House  adopted 

resolution  70-52,  “Usual  and  Customary  Billing  in  Med- 
icaid,” which  asked  that  this  Society  urge  its  members 
to  bill  only  their  usual  and  customary  fees  on  Medicaid 
claim  forms. 

At  its  March  meeting,  the  Council  accepted  this  as 
information. 
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Medicaid:  Chiropractic  Services  (pages  1568  and 

1569).  The  House  adopted  resolution  70-53,  “On 
Chiropractic  and  Naturopathic  Services,”  which  re- 
quired that,  during  the  1970  session  of  the  State  Legisla- 
ture, this  Society  seek  the  introduction  of  and  support 
the  enactment  of  legislation  to  specifically  exclude  cover- 
age of  chiropractic  services  under  the  Medicaid  law, 
thereby  making  the  implementation  of  Medicaid  in  New 
I York  State  consistent  with  Federal  policy.  The  resolu- 
1 tion  also  asks  that  copies  of  Recommendations  of  the 
Task  Force  on  Medicaid  and  Related  Ih-oblems,  pub- 
lished by  the  U.S.  Department  of  Health,  Education, 
and  Welfare,  be  sent  to  every  member  of  the  State 
Senate  and  Assembly  and  to  major  consumer  groups  in 
the  State. 

The  Council  referred  this  to  the  Committee  on  State 
Legislation. 

Medicaid  Program:  Administration  (page  1569). 

The  House  adopted  resolution  70-61,  “Change  in 
Administration  of  Medicaid  Program,”  that  this  Society 
endorse  that  portion  of  the  Interim  Report  of  the  Joint 
Legislative  Committee  on  Problems  of  Public  Health, 
Medicare,  Medicaid,  and  Compulsory  Health  and  Hos- 
pital Insurance  which  supports  either  a merger  of  the 
State  Departments  of  Health  and  Social  Services  or 
would  place  the  entire  responsibility  of  Medicaid  admin- 
istration on  the  Department  of  Health. 

The  Council  referred  this  to  the  Committee  on  State 
Legislation. 

Medicaid:  Billing  and  Reporting  Procedure  (pages 

1569  and  1570).  The  House  adopted  resolution  70-62, 
“Billing  and  Reporting  Procedure  in  Medicaid,”  calling 
on  this  Society  to  demand  (1)  that  the  State  admini- 
strative agencies  establish  a uniform  State-wide  system 
of  billing  and  reporting,  and  (2)  that  no  changes  in  billing 
and  reporting  procedure  without  prior  agreement  be- 
tween State  authorities  and  the  State  Medical  Society’s 
Policy  and  Negotiating  Committee  on  Government 
Supported  Health  Plans. 

The  Council  referred  this  to  the  Policy  and  Negotiating 
Committee  on  Government  Supported  Health  Plans. 

Medicare:  Extended  Care  Facilities  (pages  1570  and 
1571).  The  House  amended  and  adopted  resolution 
70-65,  “Denial  of  Benefits  in  Extended  Care  Facilities 
Under  the  Medicare  Law  by  Administrative  Regulation 
and  Interpretation,”  calling  on  the  State  Medical 
Society  and  the  American  Medical  Association  to  urge 
the  Social  Security  Administration  to  rescind  its  latest 
interpretation  of  “covered  care”  as  set  forth  in  intermedi- 
ary letter  number  371  or  else  to  advise  the  public 
generally  of  the  new  limitations  of  benefits.  The  resolu- 
tion also  required  that  each  Congressman  and  United 
States  Senator  representing  the  State  of  New  York  be 
advised  of  this  change  in  interpretation. 

The  Council  voted  that  copies  of  this  resolution,  with 
appropriate  covering  letters  be  sent  to  the  Social  Securi- 
ty Administration,  the  Congressmen  and  Senators  rep- 
resenting New  York  State,  and  the  county  medical 
societies.  The  Council  also  directed  that  the  county 
societies  be  asked  to  write  to  the  Social  Security  Admini- 
stration, the  Congressmen,  and  the  Senators  and  to  ask 
their  members  to  do  so. 

On  April  16,  1970,  letters  were  sent  to  Commissioner 
Ball,  Senators  Javits  and  Goodell,  41  members  of  the 
House  of  Representatives,  and  secretaries  and  executive 


secretaries  of  component  county  medical  societies. 

A reply  received  from  Thomas  M.  Tierney,  director. 
Bureau  of  Health  Insurance,  Department  of  HEW, 
stated  that  Commissioner  Ball  was  responding  to  in- 
quiries regarding  this  from  several  members  of  Congress, 
and  that  we  would  undoubtedly  be  hearing  about  it  from 
them.  Replies  were  also  received  from  several  legislators. 
Congressman  Delaney  quotes  “officials  of  the  Bureau  of 
Health  Insurance”  as  referring  to  letter  371  as  a “pro- 
posed change”  and  as  assuring  him  that  “while  final 
regulations  are  in  the  process  of  being  drafted  full 
consideration  will  be  given  to  comments  which  you  or 
other  interested  parties  might  wish  to  bring  to  their 
attention  before  these  regulations  are  approved  and 
issued.” 

Resolution  17  (A-70)  was  introduced  by  the  New  York 
delegation  at  the  June,  1970,  meeting  of  the  AMA  House 
of  Delegates.  It  was  somewhat  altered  and  adopted. 

Medicaid:  Nursing  Home  Affiliation  (page  L571). 

The  House  adopted  resolution  70-71,  “Nursing  Home 
Affiliation  in  Medicaid,”  as  amended  by  the  Reference 
Committee  on  Medicare  and  Medicaid.  The  resolution 
called  on  this  Society  to  condemn  the  restriction  of  the 
patient’s  right  of  free  choice  of  physician  and  facility 
and  to  inform  the  State  Commissioner  of  Health  and 
appropriate  health  and  welfare  officials  in  New  York 
City  of  this  deprivation. 

The  Council  referred  this  to  the  executive  vice-presi- 
dent with  a request  that  letters  conveying  this  informa- 
tion be  sent  to  the  designated  officials.  Letters  were 
sent  on  April  15  transmitting  copies  of  this  resolution 
to  Commissioner  Ingraham  of  the  New  York  State 
Department  of  Health  and  to  Commissioner  Goldberg 
of  the  New  York  City  Department  of  Social  Services. 

On-Site  Audits  (page  1571).  The  Reference  Committee 
amended  and  the  House  adopted  resolution  70-72,  “On- 
Site  Audits,”  reaffirming  the  Society’s  opposition  to 
on-site  auditing,  reminding  its  membership  to  support 
the  concept  of  peer  review,  and  calling  on  members  to 
refuse  to  cooperate  with  the  Medicaid  administration 
when  audits  are  made  in  doctors’  offices. 

At  its  March  meeting  the  Council  referred  this  to  legal 
counsel  for  study  and  report  back  as  to  what  the  law 
states  and  as  to  the  legal  issues  involved. 

Medicaid:  Fees  (page  1567).  The  House  approved 

resolution  70-73,  “Medicaid  Fee  Schedule,”  providing 
that  this  Society  urge  the  New  York  State  Department 
of  Social  Services  to  designate  representatives  to  meet 
with  representatives  of  organized  medicine  in  the  State 
for  the  purpose  of  upgrading  the  Medicaid  fee  schedule 
with  the  goal  of  establishing  the  usual,  customary,  and 
reasonable  fee  concept. 

The  Council  referred  this  to  the  Policy  and  Negotiating 
Committee  on  Government  Supported  Health  Plans. 

Medicaid:  Co-insurance  (pages  1571  and  1572).  The 
House  approved  resolution  70-74,  “Repeal  of  Co-insur- 
ance for  Medicaid  Recipients,”  calling  for  support 
by  this  Society  of  S.  6344  and  A.  1591  (1970)  which 
would  repeal  subdivision  4,  Section  367-a,  of  the  Social 
Services  Law,  thereby  repealing  the  requirement  that 
Social  Services  districts  pay  only  80  per  cent  of  the  cost 
of  outpatient  services  provided  to  the  medically  indigent. 
The  resolution  requests  that  copies  be  sent  to  Senator 
Norman  F.  Lent,  Assemblyman  Lawrence  E.  Corbett, 
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Jr.,  Earl  H.  Brydges,  Majority  Leader  of  the  Senate, 
and  Perry  B.  Duryea,  Speaker  of  the  Assembly. 

The  Council  referred  this  to  the  Committee  on  State 
Legislation. 

This  bill,  which  was  supported  by  the  State  Medical 
Society,  died  in  committee.  See  report  of  the  Com- 
mittee on  State  Legislation. 

Professional  Liability:  Education  Program  (page 

1417).  The  House  approved  the  physician  education 
program  proposed  in  the  report  of  the  Malpractice 
Insurance  and  Defense  Board  and  recommended  its 
implementation  as  soon  as  feasible. 

The  chairman  of  the  Professional  Medical  Liability 
Insurance  and  Defense  Board  was  informed  of  this  action. 

Autopsy  and  the  Dead  Human  Body  (page  1440).  The 

House  adopted  resolution  70-31,  “Revision  of  Laws 
Concerning  Autopsy  and  the  Dead  Human  Body,”  which 
required  the  Society  to  petition  the  Governor  to  extend 
the  life  of  the  Temporary  State  Commission  for  the 
Study  of  Problems  Relating  to  Transplantation  of 
Organs  and  Tissues  and  to  extend  the  charge  of  that 
Commission  to  include  a survey  and  clarification  of 
the  laws  pertaining  to  the  dead  human  body.  The 
resolution  also  recommended  that  the  study,  review,  and 
recommendations  include  such  additional  and  related 
statutes  as  the  Uniform  Anatomical  Gift  Act. 

The  Council  referred  this  to  the  Committee  on  State 
Legislation. 

Autopsy  Authorization  (A.  2142  and  S.  6950)  among 
the  Six  MSSNY  1970  Positive  Program  Bills,  died  in 
committee;  the  Anatomical  Gift  Act  (A.  2489,  S.  6665), 
also  part  of  the  positive  program,  was  passed  and  was 
signed  by  the  Governor.  (See  committee’s  annual  re- 
port.) 

Yellow  Pages  Listings  (pages  1440  and  1441).  The 
Reference  Committee  on  Organization,  Policies,  and 
Legal  Matters  amended  and  the  House  adopted  resolu- 
tion 70-69,  “Regulation  of  the  Listing  of  Physicians  in 
the  ‘Yellow  Pages,’  ” which  directed  (a)  that  the  Society 
negotiate  with  the  New  York  Telephone  Company  and/or 
its  subsidiary  agency  for  the  “Yellow  Pages”  in  New 
York  State  to  the  end  that  each  year,  prior  to  the  pub- 
lishing of  listings  of  physicians  and  surgeons,  such  lists 
be  submitted  to  the  local  county  medical  society  to  in- 
sure that  all  individuals  thereon  are  licensed  physicians, 
(b)  that  in  cases  where  the  “Yellow  Pages”  elect  to  list 
physicians  on  a specialty  basis,  the  listing  be  evaluated 
and  approved  by  tbe  local  medical  society,  using  the 
criteria  established  by  the  AMA,  and  (c)  that  the  local 
county  medical  society  retain  option  as  to  whether  or  not 
to  allow  listing  on  a specialty  basis. 

The  Council  referred  this  to  the  executive  vice-presi- 
dent for  action.  Following  correspondence  between  the 
executive  vice-president,  the  New  York  Telephone 
Comj)any,  and  the  Reuben  H.  Donnelly  Corporation, 
the  president  appointed  an  Ad  Hoc  Committee  to  meet 
with  Representatives  of  Publishers  of  the  Yellow  Pages, 
consi.sting  of  Dr.  Way,  Dr.  DeLuca,  Dr.  Eberle,  and  Dr. 
Shanaphy.  'I’hese  appointments  were  approved  by  the 
Council  in  June. 

Dr.  Way  reported  on  September  24  that  the  Telephone 
(k)mpany  and  the  Donnelly  Corporation  refuse  to  assume 
any  responsibility  in  this  area.  The  Council  approved 
the  following  motion:  “I'hat  each  individual  society 

be  askerl  to  go  over  all  these  ‘Yellow  Page’  listings  and 


get  the  specific  names  of  people  falsely  listed  and  make 
a legal  issue  of  it.” 

Professional  Liability:  New  Legislation  (pages  1439 
and  1440).  The  House  adopted  an  amended  version 
of  resolution  70-80,  “Appointment  of  Interprofessional 
Committee  of  the  New  York  State  Bar  Association  and 
the  Medical  Society  of  the  State  of  New  York  for  Review 
of  Professional  Liability  Legislation,”  asking  the 
president  of  the  State  Medical  Society  to  meet  with  his 
fellow  officers  of  the  Bar  Association  and  the  Hospital 
Association  of  New  York  State  to  request  that  a com- 
mittee having  members  of  the  three  organizations  be 
appointed  to  study  the  professional  liability  problem 
in  New  York  State,  with  the  purpose  of  presenting 
acceptable  legislative  ideas  to  combat  the  rapid  rise  in 
professional  liability  cases. 

The  Council  referred  this  to  the  Professional  Medical 
Liability  Insurance  and  Defense  Board. 

EMPAC  (Empire  Medical  Political  Action  Commit- 
tee) (pages  1515  and  1516).  The  House  adopted  a rec- 
ommendation of  the  Reference  Committee  on  Public  and 
Professional  Affairs  that  an  ad  hoc  committee  be 
reappointed  to  clarify  the  relationship  between  the 
State  Medical  Society  and  EMPAC  and  that  EMPAC  be 
represented  on  the  ad  hoc  committee. 

The  Council  approved  the  appointment  of  Dr.  Gold- 
mark,  Dr.  Wallace,  Dr.  Himler,  Dr.  Hughes,  and  Dr. 
Rozek  to  form  such  a committee  under  the  chairmanship 
of  Dr.  Goldmark. 

National  Health  Insurance  and  Professional  Services 
Corporations  (page  1516).  The  House  voted  to  contin- 
ue the  joint  meetings  of  the  Federal  Legislation  Commit- 
tee with  the  AMA’s  Council  on  Legislative  Activities, 
particularly  in  respect  to  matters  concerning  national 
health  insurance  and  professional  services  corporations. 

The  Council  referred  this  to  the  Committee  on  Federal 
Legislation. 

The  committee  accepted  this  referral  for  information 
and  whatever  action  might  be  necessary.  The  commit- 
tee reports  it  has  kept  watch  on  bills  pending  in  Congress 
particularly  in  the  areas  involving  national  health 
insurance.  The  committee  made  recommendations  to 
the  Council  for  possible  transmission  to  the  New  York 
Delegation  to  the  AMA. 

Medicredit  (page  1516).  The  House  voted  that,  with 
regard  to  the  “medicredit”  bill  introduced  by  the  AMA, 
should  a fee  schedule  of  any  type  prove  to  be  inevitable, 
it  is  essential  that  there  be  adequate  provision  for 
periodic  review  and  adjustment. 

The  Council  referred  this  to  the  Committee  on  Federal 
Legislation. 

The  committee  accepted  this  referral  for  information 
and  whatever  action  might  be  necessary.  The  com- 
mittee’s recommendations  regarding  this  bill  related 
solely  to  its  peer  review  provisions. 

Medical  Schools:  Financial  Relief  (page  1516).  The 
House  voted  that  the  principle  of  financial  relief  to 
medical  schools  be  endorsed  without  supporting  any 
specific  bill.  The  Council  referred  this  to  the  Com- 
mittee on  Federal  Legislation  and  to  the  Committee  on 
Public  Relations. 

The  Committee  on  Federal  Legislation  voted  to  sup- 
port S.  3418  but  excluded  from  such  support  endorse- 
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merit  of  training  of  paramedical  personnel,  believing 
that  other  programs  could  best  handle  these  needs  and 
that  S.  3418  should  be  limited  to  the  training  of  physi- 
cians. 

Legislation  Conferences  of  the  U.S.  Chamber  of  Com- 
merce (page  1516).  The  House  voted  that  the  chairman 
of  the  Federal  Legislation  Committee  and  the  Coordina- 
tor of  Legislation  Activities  be  authorized  to  continue  to 
participate  in  future  legislation  conferences  of  the  U.S. 
Chamber  of  Commerce  when,  in  the  opinion  of  the  chair- 
man, such  participation  would  be  advantageous  to  the 
committee. 

This  was  referred  to  the  Committee  on  Federal  Legis- 
lation and  to  the  Director  of  the  Division  of  Communi- 
cations. 

The  committee  accepted  this  referral  for  information 
and  whatever  action  might  be  necessary. 

Education  Law  Revision  (page  1524).  The  House 
voted  that  the  Society  would  not  oppose  a 1970  proposed 
revision  of  the  State  F^ducation  Law  if  it  included  pro- 
visions similar  to  the  1969  bill,  since  it  is  felt  that  a com- 
promise position  in  this  matter  is  necessary  at  this  time. 

This  was  referred  to  the  Committee  on  State  Legisla- 
tion. 

The  committee  received  this  as  information  for  use  in 
any  of  its  discussions  and  deliberations  regarding  the 
State  Education  Law. 

Professional  Service  Corporation  (page  1524).  The 
House  voted  that  the  Society  continue  to  support  the 
Gioffre  Professional  Service  Corporation  Bill  (S.  486-C, 
1970).  This  was  referred  to  the  Committee  on  State 
Legislation. 

This  bill  was  one  of  the  Six  MSSNY  Positive  Program 
Bills  and  was  passed  by  both  Houses  and  was  signed  by 
the  Governor. 

Utilization  and  Peer  Review  Committees  (page  1524). 
The  House  voted  that  the  State  Medical  Society  support 
three  separate  bills,  as  follows: 

1.  An  extension  of  the  1968  amendment  of  the  Educa- 
tion Law  which  provides  immunity  to  physicians  for  ac- 
tions taken  by  them  as  members  of  utilization  commit- 
tees in  hospitals.  The  new  bill  would  extend  the  defini- 
tion of  utilization  committees  to  include  a committee  of 
a medical  staff  in  a hospital  having  the  responsibility  of 
evaluation  and  improvement  of  the  quality  of  care  ren- 
dered; 

2.  A bill  to  provide  similar  coverage  to  county  medical 
society  utilization  committees  and  other  committees, 
including  peer  review,  not  covered  by  the  amendments 
to  the  Education  Law;  and 

3.  A bill  to  prohibit  the  disclosure  of  the  procedures 
and  the  records  of  utilization  and  peer  review  commit- 
tees. This  was  referred  to  the  Committee  on  State  Legis- 
lation. 

The  committee  reports  that  Bills  A.  2666,  Review 
Committee  Immunity — Hospital  Committees;  A.  2667, 
Review  Committee  Immunity — Records;  and  A.  2665, 
Review  Committee  Immunity — Hospital  Committees 
and  Medical  Societies,  were  among  its  Six  Positive  Pro- 
gram Bills.  Bill  A.  2666  was  passed  and  was  signed  by 
the  Governor;  Bill  A.  2667  was  passed  by  both  houses 
but  was  vetoed;  and  Bill  .A.  2665  died  in  committee. 

Anatomical  Gift  Act  and  Autopsy  Authorization  Bill 
(page  1524).  The  House  voted  that  the  Society  obtain 


reintroduction  of  the  Uniform  Anatomical  Gift  Act  and 
of  an  Autopsy  Authorization  bill  similar  to  the  one  spon- 
sored in  1969. 

This  was  referred  to  the  Committee  on  State  Legis- 
lation. 

The  Anatomical  Gift  Act,  A.  2489,  S.  6665,  was  passed 
by  both  Houses  and  was  signed  by  the  Governor;  Au- 
topsy Authorization,  A.  2142,  S.  69.50,  died  in  commit- 
tee. These  bills  were  part  of  MSSNY’s  Positive  Pro- 
gram. 

Abortion  Law  Revision  (page  1.5.30).  The  House  re- 
affirmed the  criteria  for  revision  of  abortion  laws  adopted 
by  the  House  in  1969. 

3'his  was  referred  to  the  Committee  on  State  Legis- 
lation. 

The  State  Medical  Society  advocated  reform  of  the 
present  law  based  on  action  of  the  House  of  Delegates, 
but  opposed  the  Dominick  Bill,  S.  8556- A,  which  was 
passed  by  both  Houses  and  was  signed  by  the  Governor. 
This  bill  became  effective  July  1,  1970,  and  made  abor- 
tion with  consent  of  the  pregnant  woman  and  her  physi- 
cian justifiable  for  any  reason,  up  to  twenty-four  weeks 
after  the  date  of  conception,  but  thereafter  only  to  save 
the  life  of  the  woman.  Capitol  News  giving  the  Society’s 
position  on  abortion  was  quoted  on  the  floor  of  the  Senate 
during  the  debate  on  abortion. 

State  Legislation  Program:  Cooperation  by  Commit- 
tees (pages  1524  and  1525).  The  House  recommended 
that  better  cooperation  be  given  to  the  State  Legisla- 
tion Committee  by  the  various  committee  chairmen  in 
submitting  suggestions  on  the  introduction  of  bills  and 
their  views  on  bills  which  might  come  before  the  State 
Legislature. 

This  was  referred  to  the  Committee  on  State  Legisla- 
tion. 

The  committee,  in  its  annual  report,  states  that  as  in 
past  years  committee  chairmen  were  invited  to  submit 
their  suggestions  concerning  the  introduction  of  bills  and 
their  opinions  on  proposals  which  might  come  before  the 
State  Legislature.  (See  annual  report.) 

State  Legislation  Program:  Cooperation  by  Physi- 

cians (page  1525).  The  House  recommended  that 
better  cooperation  be  given  by  physicians  throughout  the 
State  in  contacting  legislators  whose  homes  or  offices  are 
in  their  respective  areas. 

The  State  Legislation  Committee  was  informed  of  this 
action. 

Student  American  Medical  Association  (page  1527). 
The  House  adopted  a recommendation  of  the  Reference 
Committee  on  Public  and  Professional  Affairs  that  the 
Public  Relations  Committee  obtain  information  about 
Student  AMA  chapters  in  the  New  York  State  medical 
colleges,  develop  a closer  liaison  with  them,  and  invite 
representatives  to  attend  the  Society’s  annual  conven- 
tion. 

The  executive  vice-president  referred  this  to  the  Com- 
mittee on  Public  Relations. 

The  committee  reports  that  it  is  looking  forward  to  the 
formation  of  the  new  committee  on  Medical  Student 
Relations,  which  was  approved  by  the  Council  at  its 
meeting  September  24,  1970. 

Position  Papers  (page  1527).  The  House  voted  to  ex- 
press accord  with  the  feeling  that  more  cart  be  done  to 
develop  position  papers  to  allow  the  Division  of  Com- 
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munications  to  take  the  initiative  in  “breaking”  news. 

The  executive  vice-president  referred  this  to  the  Com- 
mittee on  Public  Relations. 

Medical  Assistants  (page  1529).  The  House  voted  to 
urge  that  members  advise  their  assistants  to  join  the 
New  York  State  Medical  Assistants  Association  and  con- 
tribute toward  payment  of  their  dues.  The  House  also 
voted  that  the  Society  would  continue  to  provide  com- 
munication facilities  as  heretofore. 

The  executive  vice-president  referred  these  recom- 
mendations to  the  Division  of  Communications. 

Autopsy  Consent  (page  1529).  The  House  adopted 
resolution  70-35,  “Consent  for  Autopsy,”  that  this  Soci- 
ety seek  the  amendment  of  the  present  New  York  State 
statute  on  autopsies  to  provide  that  any  one  individual 
of  kin  of  equal  rank  may  give  consent  for  autopsy  and 
that  that  consent  be  legal  and  binding  provided  that  no 
other  kin  of  equal  rank  registers  an  objection. 

This  was  referred  to  the  Committee  on  State  Legis- 
lation. 

Autopsy  Authorization,  A.  2142,  S.  6950,  one  of  the 
Positive  Program  Bills,  died  in  committee. 

Medical  Education:  Financing  by  Counties  (page 

1529).  The  House  voted  to  approve  the  principle  of  reso- 
lution 70-56,  “Revision  of  Education  Law  and  Health 
Manpower,”  requiring  the  Society  to  urge  amendment  of 
the  State  Education  Law  to  permit  county  boards  of 
supervisors  to  finance  the  costs  of  medical  education 
without  restricting  the  grantee  to  attendance  at  profes- 
sional colleges  in  New  York  State  and  to  inform  the 
Governor  of  this  action  promptly  in  the  hope  that  he 
would  sign  A.  97,  Finley  (1970)  which  had  been  passed 
by  both  houses  of  the  Legislature. 

This  was  referred  to  the  Committee  on  State  Legis- 
lation. A copy  of  the  resolution  was  sent  to  the  Gover- 
nor on  February  18,  1970. 

Blue  Shield  Boards:  Physician  Membership  (page 

1475).  The  House  adopted  resolution  70-99,  “Reduc- 
tion of  Physician  Membership  on  Blue  Shield  Boards,” 
placing  the  Society  on  record  as  opposing  legislation  to 
reduce  to  25  per  cent  the  maximum  number  of  physicians 
on  Blue  Shield  boards  and  requesting  the  Society’s  Leg- 
islation Committee  to  work  actively  to  defeat  this  legis- 
lation. 

This  was  referred  to  the  Committee  on  State  Legisla- 
tion. 

Among  the  bills  opposed  by  MSSNY  were  A.  3784 
and  S.  7671,  “Blue  Shield  Directors,”  which  would  re- 
duce to  one-quarter,  from  three-fifths,  the  maximum 
representation  for  physicians  on  these  boards.  These 
bills  were  passed  and  signed  by  the  Governor. 

Private  Practice:  Advantages  (pages  1.529  and  1530). 
The  House  referred  to  the  Council  for  implementation 
resolution  70-66,  “Response  by  State  Medical  Society 
to  Detractors  of  Individual  Private  Practice  of 
Medicine,”  requiring  the  Society  to  mount  a continuing 
campaign  to  apprise  the  public  of  the  danger  of  accepting 
uncritically  attacks  on  current  forms  of  medical  practice 
and  of  the  positive  values  of  private  practice. 

I'his  was  referred  to  the  Committee  on  Public  Rela- 
tions. 

Methadone  (page  1481).  The  House  adopted  the  fol- 
lowing three  recommendations  of  the  Committee  on 


Alcoholism  and  Drug  Abuse  as  amended  by  the  Refer- 
ence Committee  on  Public  Health  and  Education. 

1.  That  the  State  Medical  Society  go  on  record  as 
approving  the  Dole  methadone  maintenance  as  a method 
of  treatment  of  opiate  addiction  at  this  time. 

The  Committee  on  Alcoholism  and  Drug  Abuse  was 
requested  to  inform  the  appropriate  agencies  of  this 
action. 

2.  That  the  State  Medical  Society  encourage  support 
for  the  expansion  of  facilities  for  the  methadone  treat- 
ment of  opiate  addiction. 

This  was  referred  to  the  Committee  on  State  Legis- 
lation and  to  the  Committee  on  Alcoholism  and  Drug 
Abuse. 

3.  That  the  State  Medical  Society  make  every  effort, 
through  proper  channels,  to  remove  the  legal  restrictions 
which  prevent  the  use  of  methadone  maintenance  (men- 
tioned in  recommendation  number  1)  by  qualified  physi- 
cians in  offices,  clinics,  and  hospitals. 

This  was  referred  to  the  Committee  on  State  Legis- 
lation. 

Forensic  Pathologists  (pages  1490  and  1491).  The 
House  voted  that  every  effort  be  made  to  encourage  med- 
ical students  to  enter  the  field  of  forensic  medicine. 

This  was  referred  to  the  Committee  on  Health  Man- 
power. 

Venereal  Diseases:  Reporting  (page  1498).  The 

House  voted  to  urge  physicians  to  report  cases  of  venereal 
disease.  This  was  referred  to  the  Committee  on  Preven- 
tive Medicine. 

The  Subcommittee  on  Venereal  Disease  reports  that 
through  the  efforts  of  such  organizations  as  the  AMA 
and  the  American  Social  Hygiene  Association,  a task 
force  will  be  established  to  study  venereal  disease  control 
in  the  United  States  and  to  develop  new  approaches. 
The  subcommittee  also  reports  that  several  articles  and 
statements  concerning  venereal  disease  have  been  writ- 
ten and  will  be  published  shortly. 

Cigarets  (page  1502).  The  House  adopted  resolution 
70-9,  “Hospitals  Be  Requested  to  Discontinue  Sale  of 
Cigarets  on  their  Premises,”  recommending  to  hospital 
medical  executive  boards  that  they  discontinue  cigaret 
sales  within  their  hospitals. 

This  was  the  subject  of  Ad  Rem  bulletin  number  100, 
dated  June  25,  1970. 

Medical  Students:  Recruitment  (page  1502).  The 

House  adopted  resolution  70-11,  “Medical  Student  Re- 
cruitment Programs,”  requiring  the  State  Medical  So- 
ciety to  develop  a plan  to  assist  the  component  societies 
to  implement  medical  student  recruitment  programs 
through  their  county  boards  of  supervisors  or  representa- 
tives. This  was  referred  to  the  Committee  on  Health 
Manpower. 

The  committee,  in  its  annual  report,  states  that  it  is 
planning  to  obtain  information  regarding  this  type  of 
program  from  participating  county  medical  societies. 

School  Children:  Periodic  Screening  Programs 

(pages  1502  and  1503).  The  House  adopted  resolution 
70-12,  “Review  and  Evaluation  of  Article  19  of  New 
York  State  Education  Law  Concerning  Routine  Annual 
Inspections  of  All  Pupils,”  which  provides  that,  for  the 
purpose  of  deriving  maximum  benefits  from  professional 
services,  the  Medical  Society  seek  elimination  from  the 
Education  Law  of  the  requirement  of  annual  in-school 
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physical  appraisals  or  medical  inspections  of  all  pupils 
concurrent  with  the  opening  of  schools  each  year  and 
also  seek  enactment  of  legislation  to  establish  the  follow- 
ing: effective  periodic  screening  at  entrance  into  kinder- 
garten, fourth  grade,  eighth  grade,  and  twelfth  grade; 
procedures  for  effective  utilization  of  school  physicians  in 
I examining  children  at  the  request  of  nurses,  teachers, 
I or  other  personnel  or  on  referral  for  problems  detected 
f by  screening  tests,  as  presently  performed  by  para- 
I medical  personnel. 

I This  was  referred  to  the  Committee  on  State  Legisla- 
' tion  and  to  the  Committee  on  School  Health. 

I I'he  Committee  on  School  Health  has  reported  that 
I the  State  Legislature  has  enacted  amendment  to  Sec- 

Ition  903  of  the  State  Education  Law  which  provides  for 
periodic  rather  than  annual  examinations  as  previously 
mandated  and  which  will  allow  school  physicians  more 
time  to  conduct  a more  thorough  and  meaningful  evalua- 
tion of  each  pupil.  This  committee  has  worked  for  more 
than  ten  years  to  effect  this  change. 

Medical  School  Year:  Duration  (page  1.504).  The 

House  approved  resolution  70-19,  “Increasing  the  Sup- 
ply of  Practicing  Physicians.”  which  calls  on  the  Society 
to  support  the  concept  of  increasing  the  supply  of  prac- 
ticing physicians  by  shortening  the  medical  school  year 
from  twelve  to  nine  months,  thereby  reducing  the  total 
duration  of  medical  school  training  from  four  to  three 
years. 

This  was  referred  to  the  Committee  on  Health  Man- 
power with  a request  that  the  Committee  inform  the 
deans  of  the  medical  schools  of  this  action. 

The  committee  has  recommended,  in  its  annual  re- 
port, that  a meeting  be  arranged  by  the  Council  with  the 
deans  of  the  Association  of  New  York  State  Medical 
Colleges  and  that  liaison  be  established  with  the  New 
York  State  members  of  Association  of  American  Medical 
Colleges. 

American  Medical  Students  Studying  Abroad  (pages 
1504  and  1505).  The  House  amended  and  adopted  a 
substitute  for  resolution  70-20,  “Increasing  the  Number 
of  Physicians  in  New  York  State,”  and  resolution  70-85, 
“Shortage  of  Doctors  of  Medicine.”  The  substitute  reso- 
lution provides  that  this  Society,  in  cooperation  with  the 
New  York  State  Department  of  Health,  evolve  a plan 
designed  to  utilize  American  students  studying  medicine 
abroad.  This  was  referred  to  the  Committee  on  Health 
Manpower  “for  letter  to  Board  of  Regents.” 

The  committee  has  recommended,  in  its  annual  re- 
port, that  the  Council  arrange  a meeting  or  representa- 
tives of  the  State  Medical  Society  and  deans  of  the  Asso- 
ciation of  New  York  State  Medical  Colleges  and  that 
liaison  be  established  with  the  New  York  State  members 
of  the  Association  of  American  Medical  Colleges. 

Medical  Schools:  Family  Practice  Programs  (page 
1505).  The  House  adopted  a substitute  for  resolutions 
70-34  and  70-43,  both  entitled  “Family  Practice  Pro- 
gram Established  by  Conklin-Cook  Law.”  The  substi- 
tute resolution  required  the  State  Medical  Society  to 
urge  the  New  York  State  administration  to  provide  medi- 
cal schools  with  adequate  funds  to  implement  the  Conk- 
lin-Cook Law  and,  when  funds  are  available,  to  urge 
those  schools  that  have  not  done  so  to  comply  at  once 
with  the  law’s  directive. 


This  was  referred  to  the  Committee  on  General  Prac- 
tice. 

Narcotics  Addicts:  Treatment  Facilities  (page  L506), 
The  House  adopted  resolution  70-40,  “Facilities  for 
Treatment  of  Narcotics  Addicts,”  providing  that  the 
Society  urge  the  Narcotics  Control  (I^ommission  to  pro- 
ceed immediately  to  establish  adequate  facilities,  includ- 
ing inpatient  detoxification  units,  for  the  treatment  of 
narcotics  addicts  in  Suffolk  County. 

This  was  referred  to  the  Committee  on  Alcoholism  and 
Drug  Abuse. 

Drug  Laws:  Amendment  (page  L508).  The  House 

amended  and  adopted  a substitute  for  resolution  70-41, 
“Enactment  of  More  Realistic  Laws  on  Narcotics  and 
Drug  Abuse,”  which  provided  that  the  Society  urge  State 
and  Federal  Legislatures  to  enact  more  realistic  drug 
laws  which  reflect  the  difference  between  a hard-core 
user  of  narcotics  as  distinguished  from  a “soft-drug” 
user. 

This  was  referred  to  the  Committee  on  Alcoholism  and 
Drug  Abuse,  to  the  Committee  on  State  Legislation,  and 
to  the  Committee  on  Federal  Legislation. 

The  Committee  on  Federal  Legislation  has  asked  the 
chairman  of  the  Committee  on  Alcoholism  and  Drug 
Abuse  what  action  his  committee  wishes  the  Federal 
Legislation  Committee  to  take. 

Environmental  Quality  Committee  (page  1506).  The 
House  adopted  a substitute  for  resolution  70-42,  “Estab- 
lishment of  Environmental  Quality  Committee,”  pro- 
viding for  reactivation  of  the  Committee  on  Environ- 
mental Health  and  the  Committee  on  Health  Aspects  of 
Ionizing  Radiation  and  that  the  new  committee,  to  be 
called  Committee  on  Environmental  Quality,  be  author- 
ized to  cooperate  with  and  advise  State  government 
agencies  in  matters  broadly  pertaining  to  environmental 
quality  and  control. 

A committee  was  appointed  consisting  of  Stephen  M. 
Ayres,  M.D.,  New  York  City,  chairman,  Eric  J.  Cassell, 
M.D.,  New  York  City,  and  William  E.  Mosher,  M.D., 
Erie  County.  The  committee  will  submit  an  annual 
report  to  the  House  of  Delegates. 

Physicians’  Assistants  (pages  1507  and  1508).  The 
House  adopted  a substitute  for  resolution  70-49,  “Health 
Manpower  and  the  Physicians’  Assistants,”  resolution 
70-50,  “Training  Programs  for  Former  Military  Medical 
Personnel,”  and  resolution  70-60,  “Educational  Stand- 
ards and  Legal  Recognition  of  Physicians’  Assistants.” 
The  substitute  resolution  called  for  support  by  this  Med- 
ical Society  for  the  principle  of  the  training  of  physicians’ 
assistants  and  also  called  for  cooperation  with  the  Ameri- 
can Medical  Association  and  the  appropriate  State 
agency  in  establishing  standards  of  education  for  these 
assistants  and  in  defining  their  professional  standing  and 
utilization,  especially  in  regard  to  their  relationship  with 
the  physician. 

This  was  referred  tc  the  Committee  on  Health  Man- 
power. 

The  committee,  in  its  annual  report,  states  that  a 
seminar  for  information  on  and  education  of  physicians’ 
assistants,  cosponsored  by  the  committee,  was  held  in 
Syracuse,  in  June,  and  that  interest  in  providing  this 
type  of  education  is  spreading  in  community  colleges 
across  the  State. 

The  committee  recommends  that  legal  counsel  become 
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more  active  in  the  matter  of  the  legal  status  of  the  physi- 
cian and  the  physicians’  assistant.  See  annual  report 
for  details. 

Minors:  Consent  for  Diagnosis  and  Treatment 

(pages  1509  and  1510).  The  House  referred  resolution 
70-51,  “Authorization  for  Diagnosis  and  Treatment  of 
Minors,”  to  the  Council  for  coordination  with  the  official 
critique  of  the  Lent  Committee  Report.  The  resolution 
provides  that  the  Society  urge  the  State  Legislature  to 
amend  the  law  governing  the  consent  necessary  for  the 
performance  of  medical  and  surgical  procedures  on  mi- 
nors so  that  (a)  any  minor  over  the  age  of  twelve  years 
who  may  have  been  exposed  to  venereal  disease  may 
give  valid  and  binding  consent  for  examination  and 
treatment  of  such  disease,  (b)  that,  in  such  a case,  the 
physician  shall  report  the  occurrence  of  such  disease  to 
the  local  health  authorities  and  may  or  may  not  notify 
the  minor’s  parents  or  guardians,  (c)  that  all  persons 
eighteen  years  of  age  or  older  may  give  legal  and  binding 
consent  for  medical  or  surgical  procedures  to  be  per- 
formed by  a physician  licensed  to  perform  such  proce- 
dures, and  (d)  that  the  consent  of  a minor’s  parents  or 
guardians  need  not  be  obtained  for  emergency  or  first- 
aid  treatment. 

This  was  referred  to  the  Committee  on  State  Legis- 
lation. 

A bill  which  would  allow  licensed  physicians  to  diag- 
nose, treat,  or  prescribe  for  a patient  with  venereal  dis- 
ease who  is  under  twenty-one  years  old,  without  the  con- 
sent or  knowledge  of  parents  or  guardian,  was  passed  by 
both  the  Senate  and  the  Assembly  and  was  signed  by  the 
Governor. 

Drug  Addiction:  Use  of  Narcotics  in  Treatment 

(page  1510).  The  House  adopted  resolution  70-63, 
“Treatment  of  Drug  Addiction,”  which  provides  that 
the  Medical  Society  take  all  necessary  steps  to  educate 
physicians  regarding  the  indications  and  legality  of  pre- 
scribing narcotic  drugs  to  relieve  acute  withdrawal  symp- 
toms and  that  the  Medical  Society  also  inform  legisla- 
tive and  law  enforcement  agencies  so  that  they  will 
recognize  that  physicians  have  a professional  responsi- 
bility to  treat  addicts  in  their  offices,  if  they  choose,  on 
a temporary  basis  until  adequate  definitive  facilities  and 
care  are  available.  This  was  referred  to  the  Committee 
on  Federal  Legislation  and  to  the  Committee  on  State 
Legislation.  It  was  also  referred  to  the  Committee  on 
Alcoholism  and  Drug  Abuse  for  a letter  to  the  Narcotics 
Bureau  and  for  the  stipulated  education  program. 

The  Committee  on  Federal  Legislation  asked  the 
chairman  of  the  Committee  on  Alcoholism  and  Drug 
Abuse  what  action  his  committee  wished  the  Federal 
Legislation  Committee  to  take. 

Foreign  Medical  Graduates:  Part-Time  Employ- 

ment in  Nonteaching  Hospitals  (pages  1510  and  151 1). 

The  House  adopted  a substitute  for  resolution  70-64, 
“Employment  of  Foreign  Graduates  by  Nonteaching 
Hospitals.”  This  provides  that  the  Society  urge  the 
Commissioner  of  Health,  in  accordance  with  paragraph 
721 .8  of  Title  10  of  the  Hospital  Code,  to  take  any  neces- 
sary steps  to  make  it  possible  for  nonteaching  hospitals 
to  utilize  foreign  medical  graduates  holding  certificates 
from  the  Educational  Council  for  Foreign  Medical  Grad- 
uates, provided  they  work  under  the  supervision  of  an 
attending  physician  duly  licen.sed  in  the  State  of  New 
York. 


This  was  referred  to  the  Committee  on  Health  Man- 
power. 

The  committee,  in  its  annual  report,  recommends  that 
the  licensure  procedure  not  be  altered,  but  endorses  a 
change  in  the  Hospital  Code  to  allow  the  utilization  of 
qualified  nonlicensed  physicians  in  such  positions.  It 
reports  that  discussions  with  the  State  Health  Depart- 
ment regarding  this  are  already  underway. 

Narcotics:  Telephone  Prescription  (page  1511).  The 
House  adopted  resolution  70-67,  “Telephone  Prescrip- 
tion of  Narcotic  Drugs  for  Inhospital  Patients,”  provid- 
ing that  this  Society  attempt  to  secure  liberalization  of 
State  Narcotic  Bureau  policy  to  authorize  a nurse  to  ad- 
minister narcotics  to  a patient  in  the  hospital  on  the 
telephone  orders  of  the  attending  physician  followed  by 
a written  order  within  twelve  hours. 

This  was  referred  to  the  Committee  on  Alcoholism  and 
Drug  Abuse. 

Drug  Addiction  Increase:  Emergency  Program 

(page  151 1).  The  House  adopted  a substitute  for  resolu- 
tion 70-68,  “Program  to  Meet  the  Problem  of  Spreading 
Drug  Addiction,”  which  places  the  Society  on  record  as 
declaring  that  the  rapid  spread  of  narcotics  addiction 
constitutes  a health  emergency  and  which  also  provides 
that  the  Society  petition  the  State  Legislature  to  en- 
courage the  development  of  sound  treatment  programs 
and  to  provide  funds  for  such  programs  on  a crash  basis. 

This  was  referred  to  the  (Committee  on  State  Legis- 
lation. 

General  Practitioners:  Limited  Specialist  Privileges 
(page  1512).  The  House  adopted  resolution  70-77, 
“Utilization  of  Generalists  for  Limited  Specialist  Pro- 
cedures.” The  resolution  calls  on  the  State  Medical 
Society  to  develop  and  present  to  the  American  Medical 
Association  appropriate  resolutions  and  actions  request- 
ing the  Joint  Commission  on  Accreditation  of  Hospitals 
and  specialty  groups  to  urge  and  motivate  hospital  staffs 
to  utilize  fully  all  the  general  practice  assistance  they  can 
obtain  by  granting  general  practitioners  appropriate 
privileges  under  proper  specialty  staff  supervision. 

This  was  referred  to  the  New  York  delegation  to  the 
American  Medical  Association. 

This  resolution  was  submitted  to  the  AMA’s  House  of 
Delegates  in  June  and  was  adopted  as  amended.  The 
Resolved  portion,  as  adopted,  is  as  follows: 

Resolved,  That  the  American  Medical  Association 
reaffirm  its  position  that  general  practitioners  should 
have  the  opportunity  to  practice  medicine  as  active 
staff  members  in  hospitals  and  should  be  granted 
privileges  commensurate  with  their  training  and  dem- 
onstrated abilities;  and  be  it  further 

Resolved,  That  the  Joint  Commission  on  Accredita- 
tion of  Hospitals  and  specialty  societies  be  urged  to 
motivate  hospitals  and  their  medical  staffs  to  utilize 
the  potentials  of  general  practitioners  to  their  fullest 
extent. 

Drug  Abuse  Reduction  Programs:  Physician  Par- 

ticipation (page  1512).  The  House  adopted  resolution 
70-98,  “Physician  Participation  in  Programs  Designed  to 
Reduce  Drug  Abuse,”  that  this  Society  encourage  physi- 
cians to  cooperate  with  and  serve  all  agencies  on  a local 
level  designed  to  deal  with  the  startling  increase  in  the 
use  and  abuse  of  all  types  of  drugs. 

This  was  referred  to  the  Committee  on  Alcoholism  and 
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Drug  Abuse  for  a letter  to  be  sent  to  the  county  medical 
societies. 

1'he  committee  has  reported  that  it  is  gathering  infor- 
mation which  will  provide  an  inventory  of  the  various 
programs  for  narcotic  addiction  therapy  in  New  York 
State  and  which  would  indicate  the  areas  in  which  the 
physicians  may  be  most  effective  in  supporting  individ- 
ual programs.  The  committee  also  reports  that  its  mem- 
bers have  attended  meetings  of  the  New  York  State  Ad 
Hoc  Committee  on  Drug  Abuse.  (See  annual  report.) 

Computerized  Health  Data  Systems  (page  1503).  The 
House  recommended  that  the  Council  refer  resolution 
70-13,  “Support  for  Use  of  Computerized  Health  Data 
Systems,”  to  the  Committee  on  Data  Processing  in  Med- 
icine for  implementation. 

At  its  meeting  on  June  4,  1970,  the  committee  dis- 
cussed this  resolution.  The  chairman  asked  for  com- 
ments from  the  committee  members  and  stated  he  would 
provide  the  sponsors  of  the  resolution,  that  is  the  Medi- 
cal Society  of  the  County  of  Erie,  with  a summary  of  the 
consensus  indicated  by  the  comments. 

In  his  report  at  the  July  16  meeting  of  the  Commis- 
sion on  Public  Health  and  Education,  the  chairman 
stated,  “The  Committee  has  not  so  far  taken  a formal 
stand  on  this  pending  legislation.” 

Medical  Aspects  of  Sports  (page  1447).  The  House 
adopted  a report  of  the  Reference  Committee  on  Scien- 
tific Activities  and  Publications  recommending  that 
wider  publicity  be  given  to  the  program  on  Medical  As- 
pects of  Sports. 

This  was  referred  to  the  Committee  on  Public  Rela- 
tions. 

Physician  Placement  (page  1447).  The  House  adopted 
a portion  of  the  report  of  the  Reference  Committee  on 
Scientific  Activities  and  Publications  suggesting  that  a 
new  look  at  the  problem  of  physician  placement,  partic- 
ularly in  the  field  of  general  practice,  is  justified.  The 
reference  committee  felt  that  this  is  largely  a county  or 
district  problem  and  urged  that  the  Medical  Society, 
through  its  Physicians’  Placement  Bureau,  help  with 
whatever  requests  come  from  the  local  areas. 

This  was  referred  to  the  Division  of  Scientific  Activi- 
ties. 

District  Branches  (page  1454).  Although  it  dis- 
approved resolution  70-36,  “Scientific  Sessions  of  Dis- 
trict Branches,”  the  House  of  Delegates  adopted  a refer- 
ence committe<^  report  containing  the  following  sugges- 
tions: (a)  financial  support  to  the  district  branches  by 
the  State  Medical  Society  is  necessary  for  the  healthy 
growth  of  the  district  branches  and  can  be  used  for  un- 
derwriting the  normal  operating  expenses  throughout  the 
year;  (b)  the  reference  committee  reaffirms  the  recom- 
mendation of  the  Council  that  a district  branch  meeting 
at  which  election  of  officers  occurs  should  be  held  within 
that  district’s  geographic  area;  and  (c)  other  meetings  of 
the  district  branch  may  be  held  in  an  area  of  its  choice. 

This  was  transmitted  to  the  Division  of  Scientific  Ac- 
tivities. 

Annual  Meeting  Date  (page  1447).  The  House 
amended  and  adopted  resolution  70-27,  “Change  of  Date 
of  Annual  Meeting  of  the  Medical  Society  of  the  State 
of  New  York,”  directing  that  an  ad  hoc  committee  be 
appointed  to  study  the  feasibility  of  changing  the  date 
of  the  annual  meeting  and  to  report  its  findings  to  the 
1971  House  of  Delegates. 


At  its  meeting  on  June  18,  the  Council  approved  the 
appointment  of  such  a committee  under  the  chairman- 
ship of  Ceorge  L.  Collins,  Jr.,  M.D.,  of  Erie  County. 

Hospital-Based  Physicians:  Guidelines  (page  1.5.38). 
J’he  House  voted  that  guidelines  apjiroved  by  the  Medi- 
cal Society  of  the  State  of  New  York  be  made  available 
to  physicians  contemplating  entering  into  a contractual 
relationship  with  a hospital. 

This  was  referred  to  the  Committee  on  Hospital-Based 
Physicians. 

The  committee  has  submitted  in  its  annual  report 
guidelines  to  be  considered  and  observed  when  arrange- 
ments are  made  for  hospital-based  professional  service. 
(See  annual  report.) 

Medical  Review  Manual  (page  15.38).  The  House 
voted  that  this  manual,  when  completed,  be  distributed 
to  the  appropriate  committees. 

This  was  referred  to  the  Committee  on  Medical  Re- 
view. 

The  committee  in  its  annual  report  states  that  the 
manual  has  been  distributed  in  the  “main  to  284  hospi- 
tals which  treat  acutely  ill  patients  in  New  York  State 
and  that  24  copies  have  been  delivered  to  the  U.S.  Public 
Health  Service  and  Department  of  Health,  Education, 
and  Welfare  as  required  under  Contract  No.  110-68-30. 

Peer  Review  Committee  Members:  Immunity  (page 
1552).  The  House  adopted  an  amended  version  of  reso- 
lution 70-47,  “Immunity  from  Suit  for  Members  of  Peer 
Review  Committees,”  which,  as  amended,  asked  the 
State  Medical  Society  to  take  all  necessary  and  proper 
steps  to  secure  the  enactment  of  legislation  which  would 
enable  all  physicians  serving  as  members  of  peer  review 
committees  and  officers  and  members  of  executive  com- 
mittees of  county  medical  societies  to  be  given  immu- 
nity from  all  suits  which  might  arise  from  the  discharge 
of  their  duties. 

This  was  referred  to  the  Committee  on  State  Legis- 
lation. 

The  committee  has  reported  that  A.  2665,  “Review 
Committee — Hospital  Committees  and  Medical  Socie- 
ties,” was  a part  of  MSSNY’s  1970  Positive  Program 
Bills.  This  bill,  however,  died  in  committee. 

Peer  Review  Committee  Records  (page  1552).  The 
House  adopted  resolution  70-48,  “Legislation  Prohibit- 
ing Subpoena  of  Hospital  and  Medical  Society  Peer 
Review  Committees’  Records,”  that  the  Society  seek 
enactment  of  a law  prohibiting  the  use  of  peer  review 
committee  records  for  the  purpose  of  establishing  mal- 
practice actions  against  physicians  who  serve  on  such 
committees,  based  on  the  opinions  and  criticisms  they 
may  render  in  the  course  of  their  duties  as  committee 
members. 

This  was  referred  to  the  Committee  on  State  Legisla- 
tion. 

The  committee  has  reported  that  Bill,  A.  2667,  “Re- 
view Committee  Immunity — Records,”  a part  of 
MSSNY’s  Positive  Program,  passed  both  houses,  but 
was  vetoed  by  the  Governor. 

Hospital  Medical  Boards:  Number  of  Meetings  (page 
1550).  The  House  voted  that  resolution  70-28,  “Stand- 
ards for  Accreditation  to  Specify  Number  of  Medical 
Board  Meetings,”  be  referred  to  the  Committee  on  Hos- 
pital and  Professional  Relations  for  further  considera- 
tion. If  approved,  the  resolution  would  require  that 
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this  Society  request  specification  in  the  Standards  for 
Hospital  Accreditation  that  all  medical  boards  meet  a 
minimum  of  eight  times  a year  and  that  this  Society 
also  introduce  a similar  resolution  in  the  American  Medi- 
cal Association’s  House  of  Delegates. 

This  was  referred  to  the  Committee  on  Hospital  and 
Professional  Relations. 

The  committee  reported  to  the  Council,  at  its  meeting 
on  May  21,  1970,  as  follows: 

The  committee  reviewed  Standard  6 of  the  Proposed 
Standards  of  the  Joint  Commission  on  Accreditation 
of  Hospitals,  section  on  Medical  Staffs,  which  refers 
vaguely  to  what  an  individual  hospital  should  do.  The 
committee  approves  the  intent  of  this  resolution  but 
agrees  with  the  Joint  Commission  that  each  hospital 
should  make  its  own  decision  in  this  matter.  There- 
fore, the  committee  recommends  amending  the  first 
Resolved,  to  read  as  follows:  “That  medical  boards 

of  hospitals  abide  by  the  recommendation  as  outlined 
by  the  Joint  Commission  on  Accreditation  of  Hospi- 
tals to  adequately  carry  on  the  business  of  the  hospi- 
tals.” 

Hospital  Medical  Boards:  Composition  (pages  1547 
and  1548).  The  House  adopted  a substitute  for  resolu- 
tion 70-14,  “Composition  of  Medical  Boards  of  Volun- 
tary Hospitals,”  placing  the  Medical  Society  on  record 
as  recognizing  the  vital  part  played  by  members  of  hospi- 
tal boards  in  the  health  care  field  and  providing  that  the 
Society  encourage  members  of  hospital  boards  to  famil- 
iarize themselves  with  their  duties  and  responsibilities 
to  promote  and  maintain  quality. 

This  was  referred  to  the  Committee  on  Hospital  and 
Professional  Relations. 

Third-Party  Payments  for  Physicians’  Services  in 
Hospitals  (pages  1548  and  1549).  The  House  adopted 
an  amended  version  of  resolution  70-15,  “Payment  by 
Tbird-Party  Intermediaries  for  Professional  Services 
Rendered  by  Physicians  in  Hospitals.”  This  resolu- 
tion calls  on  the  Medical  Society  to  take  steps  to  secure 
the  adoption  by  third-party  payors  for  health  services 
of  the  following  classification  of  physicians’  professional 
services  in  hospitals:  personal  physicians,  hospital- 

appointed  consultants,  physician  educators,  adminis- 
trators, and  researchers.  The  resolution  also  asked  that 
the  sources  of  remuneration  for  each  category  of  service 
the  physician  renders  be  kept  clearly  separate  and  dis- 
tinct. 

This  was  referred  to  the  Committee  on  Hospital  and 
Professional  Relations. 

Peer  Review  Guidelines  (pages  1549  and  1550).  The 
House  amended  and  adopted  resolution  70-22,  “Guide- 
lines for  the  Flvaluation  of  Quality  Medical  Care,”  com- 
mending the  efforts  of  the  Committee  on  Medical  Review 
and  the  Ad  Hoc  Committee  on  Peer  Review  Mechanisms 
in  developing  guidelines  for  the  evaluation  of  the  quality 
of  medical  care  under  a structured  peer  review  mecha- 
nism in  cooperation  with  the  New  York  State  Depart- 
ment of  Health  and  providing  that  the  information  so 
developed  be  disseminated  to  component  county  medical 
societies  and  district  branches. 

J’his  was  referred  to  the  Committee  on  Medical  Review 
and  to  the  Ad  Hoc  ('ommittee  on  Peer  Review  Mecha- 
nisms. 

In  its  memorandum  of  July  28,  the  committee  in- 


formed presidents  of  the  county  medical  societies  and 
district  branches  that  in  response  to  resolution  70-22, 
it  agreed  that  the  Committee  on  Medical  Review  should 
continue  its  timely  study  of  a structured  peer  review 
mechanism  by  using  categories  of  disease  entities 
through  its  Medical  Review  Manual.  (For  details  see 
annual  report.) 

Peer  Review:  Specialists’  Services  (page  1550).  The 
House  adopted  an  amended  version  of  identical  resolu- 
tions 70-26  and  70-57,  “Peer  Review  Mechanisms  and 
Specialty  Medical  Societies,”  that  peer  review  at  the 
local  level  be  done  by  groups  of  physicians  who  are  the 
peers  of  those  being  reviewed;  that  it  be  guided  by  the 
following  definition:  “Medical  care  of  high  quality 

should  effectively  meet  the  over-all  requirements  of  the 
patient  and  be  readily  available,  efficiently  rendered, 
and  properly  documented”;  and  that  peer  review  com- 
mittees, in  setting  procedures  and  standards  for  peer 
review  in  the  various  specialty  practices,  seek  the  advice 
of  the  corresponding  specialty  medical  society. 

This  was  referred  to  the  Committee  on  Peer  Review 
Mechanisms. 

In  its  memorandum  of  July  28,  1970,  to  presidents  of 
county  medical  societies  and  district  branches,  the  com- 
mittee asked  for  cooperation  in  fulfilling  the  mandate 
expressed  in  resolution  70-26. 

Hospital  Joint  Conference  Committees:  Membership 
(page  1551).  The  House  amended  and  approved  resolu- 
tion 70-29,  retitled  “Inclusion  of  Community-Based 
Physicians  on  Hospital  Joint  Conference  Committees 
as  Required  by  the  Joint  Commission  on  Accreditation 
of  Hospitals.”  The  resolution  called  on  the  State 
Medical  Society  to  request  the  Joint  Commission  on 
Accreditation  of  Hospitals  to  specify  that  a hospital 
joint  conference  committee  include  adequate  representa- 
tion from  community-based  practitioners  of  medicine, 
elected  by  the  medical  staff  of  the  hospital,  and  also  pro- 
vided that  the  delegation  from  this  Society  introduce  a 
similar  resolution  at  the  American  Medical  Association’s 
House  of  Delegates  in  June,  1970. 

This  was  referred  to  the  New  York  delegation  to  the 
American  Medical  Association.  The  Committee  on 
Hospital  and  Professional  Relations  was  informed. 

Resolution  70-29  was  submitted  to  the  House  of  Dele- 
gates of  the  American  Medical  Association  in  June,  1970. 
It  was  amended  and  adopted  by  the  House.  The  Re- 
solved portion  was  as  follows  (new  material  in  italics): 
Resolved,  That  the  American  Medical  Association 
request  the  Joint  Commission  on  Accreditation  of 
Hospitals  to  specify  that  a Joint  Conference  Commit- 
tee include  where  feasible  adequate  representation 
from  community-based  physicians,  elected  by  the 
medical  staff. 

Nursing  Education:  Hospital  Schools  (page  1553). 

The  House  voted  to  approve  resolution  70-79,  “Credit 
Toward  Baccalaureate  Degree  for  Hospital  School  Train- 
ing,” and  to  reaffirm  resolution  69-1,  “Support  for  Hos- 
pital Schools  of  Nursing.”  Both  resolutions  call  on  this 
Society  to  seek  legislation  which  would  give  two  years’ 
credit  toward  a bachelor  degree  to  registered  nurses  from 
accredited  hospital  nursing  schools;  would  set  up  nursing 
scholarships  not  only  for  “degree  programs”  but  for  those 
entering  accredited  hospital  schools;  and  would  give  such 
aid  to  deficient  hospital  schools  as  might  be  required  to 
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raise  their  standards  to  acceptable  levels  for  accredita- 
tion. The  1970  resolution  also  required  that  appropriate 
resolutions  and  recommendations  be  made  to  the  Ameri- 
can Medical  Association  seeking  support  in  implement- 
ing these  proposals. 

This  was  referred  to  the  Committee  on  State  Legisla- 
tion, the  Committee  on  Federal  Legislation,  and  the 
New  York  delegation  to  the  American  Medical  Associa- 
tion. 

The  Committee  on  Federal  Legislation  informed  the 
AMA  Council  on  Legislation. 

This  resolution,  70-79,  was  presented  to  the  AMA 
House  of  Delegates  and  was  considered  with  several 
other  similar  resolutions.  The  House  of  Delegates  voted 
to  adopt  Report  Y of  the  Board  of  Trustees  in  lieu  of  these 
resolutions. 

Nurse  Anesthetists  (page  1553).  The  House  amended 
and  adopted  resolution  70-82,  “Nurse  Anesthetists: 
Licensure  and  Direct  Billing,”  which  calls  on  the  Medi- 
cal Society  to  oppose  legislation  in  the  New  York  State 
Legislature  to  establish  a separate  licensing  board  for 
nurse  anesthetists  and/or  to  allow  nurse  anesthetists  to 
bill  directly  for  their  services. 

This  was  referred  to  the  Committee  on  State  Legisla- 
tion. 

Rebate  of  Fees  to  Public  General  Hospitals  (pages 
1553  and  1554).  The  House  adopted  a substitute  for 
resolution  70-83,  “Rebate  of  Fees  from  Physicians  to 
Public  General  Hospitals,”  which  required  the  Society 
to  support  the  intent  of  Senate  Int.  5.304  as  it  relates  to 
permitting  staff  physicians  to  treat  and  bill  private  pa- 
tients at  public  general  hospitals  but  also  to  alert  its 
members  to  the  potential  dangers,  inherent  in  this  law, 
of  violation  of  Article  6,  Section  3,  and  Article  6,  Section 
6,  of  the  Principles  of  Professional  Conduct  of  the  State 


Medical  Society  and  of  Section  6514  of  the  New  York 
State  Education  Law. 

This  was  referred  to  the  Committee  on  State  Legisla- 
tion. 

Peer  Review  in  Hospitals  (pages  L551  and  1552).  The 
House  referred  an  amended  version  of  resolution  70-30, 
“Peer  Review  Committees  in  Hospitals,”  to  the  Council 
for  rewording,  without  changing  the  intent,  in  consulta- 
tion with  the  Ad  Hoc  Committee  on  Peer  Review 
Mechanisms.  The  resolution  expressed,  as  policy,  the 
ideas  that  peer  review  decisions  can  be  accomplished 
only  by  doctors  of  medicine,  that  community-based 
hospital  staff  members  should  be  included  on  peer  re- 
view committees,  that  committees  for  the  review  of  indi- 
vidual cases  should  include  physicians  from  the  field  of 
medicine  involved,  and  that  peer  review  recommenda- 
tions should  be  made  to  the  appropriate  medical  com- 
mittee. 

This  was  referred  to  the  Committee  on  Peer  Review 
Mechanisms. 

The  committee  included  a copy  of  resolution  70-.30 
in  a memorandum  sent  to  presidents  of  county  medi- 
cal societies  and  district  branches  on  July  28.  This  por- 
tion of  the  memorandum  read  as  follows:  “Resolution 

70-30  is  self-explanatory,  and  we  ask  your  cooperation 
in  fulfilling  this  mandate.” 

Hospital  Practice  of  Medicine  (page  1554).  The  House 
adopted  resolution  70-100,  “Hospital  Practice  of  Medi- 
cine,” which  reaffirmed  the  Medical  Society’s  position 
opposing  the  professional  practice  of  medicine  by  hospi- 
tal corporations. 

The  Committee  on  Hospital-Based  Physicians  reports 
that  there  has  been  no  change  in  its  thinking  in  this  re- 
gard. 


January  1 , 1 97 1 / New  York  State  Journal  of  Medicine  67 


Nominating  Committee 


To  the  House  of  Delegates,  Gentlemen: 

In  accordance  with  Chapter  XI,  Section  4,  of  the  Bylaws  of  the  Medical  Society  of  the  State  of  New  York,  the 
Nominating  Committee  met  at  the  Cornell  Club,  155  East  50th  Street,  New  York  City,  on  Thursday,  December  10, 
1970,  at  5:00  p.m. 


Present  were  the  following: 

First  District — Walter  T.  Heldmann,  M.D.,  Richmond,  Chairman 
Second  District — Abraham  W.  Freireich,  M.D.,  Nassau 
Third  District — Frederic  W.  Holcomb,  Jr.,  M.D.,  Ulster 
Fifth  District — Richard  D.  Eberle,  M.D.,  Onondaga 
Sixth  District — R.  Scott  Howland,  M.D.,  Chemung 
Seventh  District — Victor  J.  Tofany,  M.D.,  Monroe 
Eighth  District — Thomas  S.  Bumhalo,  M.D.,  Erie 
Ninth  District — Arthur  H.  Diedrick,  M.D.,  Westchester 
Member-At-Large — David  Kershner,  M.D.,  Kings 
Member-At-Large — Edgar  P.  Berry,  M.D.,  New  York 


Excused  was  the  following: 

Fourth  District — Daniel  F.  O’Keeffe,  M.D.,  Warren 

George  Himler,  M.D.,  president-elect,  was  pressed  into  service  as  a member  of  the  committee,  with  the  approval  of 
Walter  Scott  Walls,  M.D.,  president,  when  Daniel  F.  O’Keeffe,  M.D.,  of  the  Fourth  District,  was  unable  to  be  present. 


After  careful  consideration  of  the  recommendations  submitted  by  the  district  branches,  county  societies,  and 
sections, in  response  to  a memorandum  of  October  20,  1970,  your  committee  respectfully  nominates  the  following  candi- 
dates for  election  on  February  14,  1971: 


[Resident — George  Himler,  M.D.,  New  York 
President-Elect — Edward  Siegel,  M.D.,  Clinton 
Vice-President — John  Edward  Lowry,  M.D.,  Queens 
Secretary — Carl  Goldmark,  Jr.,  M.D.,  New  York 
Assistant  Secretary — Joseph  G.  Zimring,  M.D.,  Nassau 
Treasurer — Thomas  F.  McCarthy,  M.D.,  Bronx 
Assistant  Treasurer — Albert  M.  Schwartz,  M.D.,  New  York 
Speaker — George  T.  C.  Way,  M.D.,  Dutchess 
Vtce-iSpco/ecr— Samuel  Wagreich,  M.D.,  Bronx 
Trustee  (for  five  years)  —Joseph  J.  Kaufman,  M.D.,  Wayne 

'Trustee  for  two  years  (to  fill  the  unexpired  term  of  Frederick  A.  Wurzbach,  Jr.,  M.D..  deceased) — 

Walter  Scott  Walls,  M.D.,  Erie 

Councilors  (four  for  three  years) — Arthur  H.  Diedrick,  M.D.,  Westchester 

Albert  H.  Douglas,  M.D.,  Queens 
G.  Rebmi  Denton,  M.D.,  Albany 
Milton  Gordon,  M.D.,  Suffolk 
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Ih'lcgates  to  the  American  Medical  Association  (fourteen 

ing  January 

Lawrence  Ames,  M.D.,  Kings 
James  M.  Blake,  M.D.,  Schenectady 
Charles  M.  Brane,  M.D.,  Westchester 
Bruce  E.  Chamberlain,  M.D.,  Onondaga 
Max  Cheplove,  M.D.,  Erie 
Thomas  S.  Cotton,  M.I).,  Steuben 
Albert  H.  Douglas,  M.D.,  Queens 
Richard  D.  Eberle,  M.I).,  Onondaga 
Ralph  S.  Emerson,  M.D.,  Nassau 
Irwin  Felsen,  M.I).,  Allegany 
John  A.  Finkbeiner,  M.I).,  New  York 
■Alfred  L.  George,  M.I).,  Genesee 
Walter  T.  Heldmann,  M.I).,  Richmond 
(ieorge  Himler,  M.I).,  New  York 
R.  Scott  Howland,  M.I).,  Chemung 
Edward  C.  Hughes,  M.I).,  Onondaga 
Warren  A.  Lapp,  M.D.,  Kings 


delegates  and  fourteen  alternates  jor  two  years  commenc- 
l,  1972): 

Herbert  A.  Laughlin,  M.I).,  Chautauqua 
Andrew  W.  Lawrence,  M.I).,  Nassau 
Francis  J.  Loperfido,  M.I).,  Bronx 
John  J.  Noonan,  M.I).,  liensselaer 
Bernard  J.  Fisani,  M.I).,  New  York 
Charles  I).  Sherman,  Jr.,  M.I).,  Monroe 
Edward  Siegel,  M.I).,  Clinton 
Philip  M.  Standish,  M.I).,  Ontario 
William  C.  Stein,  M.I).,  Niagara 
Samuel  Wagreich,  M.I).,  Bronx 
C.  Stewart  Wallace,  M.I).,  Tompkins 

The  fourteen  nominees  receiving  the  largest  number 
of  votes  will  be  delegates;  the  second  fourteen  will  be 
alternates. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Chairman 
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MEDICAL  SOCIETY 


OF  THE  STATE 
OF  NEW  YORK 


Annual  Dinner  Dance 


in  honor  of 

WALTER  SCOTT  WALLS,  IVI.D. 

President 


WEDNESDAY 
FEBRUARY  17,  1971 
Dinner 
ROYAL  BALLROOM 
AMERICANA 
OF  NEW  YORK 

Seventh  Avenue 
and  52nd  Street 
New  York  City 


Cocktail  Hour — 7:00  p.m. 
VERSAILLES  BALLROOM 
Music  by  Ben  Cutler 
Dress  Optional 
Subscription  $22  per  person 


RESERVATION  BLANK 

make  checks  payable  to: 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue 

New  York,  New  York  10017 

Please  send tickets  for  the  Annual  Dinner  Dance  on  February  17,  1971. 

Enclosed  please  find  my  check  for . 

NAML  ■ 

aTjuklss  ■ * . 

Please  attach  guest  list. 
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1971  HOUSE  OF  DELEGATES 


Reports  of  officers 

President 


To  the  House  of  Delegates,  Gentlemen: 

It  is  customary  for  the  president  of  your  Medical  So- 
ciety to  prepare  a written  report  of  the  year’s  activities 
which  is  printed  in  the  -January  1 issue  of  the  Journal 
prior  to  the  annual  meeting  in  P’ebruary.  Since  this 
report  is  to  be  sent  to  the  printer  in  October,  it  must  be 
prepared  no  later  than  September  and  hence  reflects 
only  the  first  half-year’s  activities  of  your  president’s 
term  of  office.  A supplementary  report  on  the  rest  of  the 
year  will  be  given  at  the  annual  meeting. 

Legislation.  Our  annual  meeting  occurs  in  February 
of  each  year,  at  present,  and,  since  the  State  Legislature 
meets  at  that  time,  one  of  our  main  concerns  is  the  pro- 
posed legislation  of  interest  to  our  profession.  Our 
House  of  Delegates  often  mandates  the  Medical  Society 
to  have  new  legislation  introduced  as  well  as  to  support 
or  oppose  bills  that  have  been  or  will  be  introduced. 
This  year  four  out  of  six  bills  which  constituted  our  spon- 
sored program  were  favorably  acted  on  by  the  Legisla- 
ture. Three  of  these  were  signed  by  the  Governor:  the 
Anatomical  Gift  Act,  the  Professional  Service  Corpora- 
tion bill,  and  the  extension  of  the  present  law  providing 
immunity  from  suit  for  members  of  hospital  utilization 
review  committees,  which  were  set  up  as  a result  of  the 
Medicare  Law,  to  other  similar  hospital  committees. 

The  Universal  Health  Insurance  Act  was  ' again 
brought  up  in  a revised  form  which,  however,  did  not 
measure  up  to  the  specifications  we  desired,  and  we 
strongly  opposed  it.  This  bill  died  in  the  Senate  Finance 
Committee.  No  doubt  another  version  will  be  presented 
in  1971,  and  we  must  be  vigilant  to  keep  informed  on 
this  bill  to  secure  the  provisions  we  desire. 

The  abortion  law  that  was  passed,  despite  our  dis- 
approval, made  headlines  nationally,  and  indeed  inter- 
nationally, and  has  taken  up  a great  deal  of  your  So- 
ciety’s time  and  attention.  As  a result  of  numerous  que- 
ries and  demands,  it  was  decided  to  set  up  an  ad  hoc 
committee  to  offer  guidelines  to  our  members  on  the 
implementation  of  the  law.  This  committee  chaired 
by  Carl  Goldmark,  Jr.,  M.D.,  and  consisting  of  Edward 
C.  Hughes,  M.D.,  Bernard  J.  Pisani,  M.D.,  Clyde  L. 
Randall,  M.D.,  and  Waring  Willis,  M.D.,  did  an  admir- 
able job,  in  my  opinion,  and  cooperated  with  the  Public 
Health  Council  in  further  drafting  recommendations 
approved  and  promulgated  by  the  State  Commissioner 
of  Health.  Many  people,  physicians  and  laymen  alike, 
feel  the  new  law  has  gone  much  too  far  and  your  State 
Medical  Society  opposed  it  on  that  basis,  although  it  had 
long  approved  a revision  of  the  old  law  and  had  offered 
and  supported  numerous  liberalizations.  No  doubt 
we  shall  see  amendments  to  the  present  law  offered  in 
the  Legislature  and  probably  some  will  come  from  our 
own  House  of  Delegates  next  February.  Since  July  1 
when  the  new  law  went  into  effect,  many  problems  have 
arisen,  and  some  remedial  action  will  not  be  far  off. 

There  were  many  other  bills  that  we  opposed  or  sup- 


ported, and  our  score  was  excellent.  More  on  this  will 
undoubtedly  be  reported  by  your  State  Legislation  Com- 
mittee. Much  credit  is  due  this  committee  for  its  work. 
Commendation  is  also  to  be  given  to  all  State  and  county 
members  and  employes  who  contributed  their  time  and 
effort . 

Building.  A great  event  in  the  histoiy  of  our  State 
Medical  Society  is  the  construction  of  our  new  head- 
quarters building  at  Lake  Success.  This  is  a project 
that  had  been  considered  for  years  and  finally  authori- 
zed by  the  House  of  Delegates.  The  Building  Committee 
chaired  hy  Renato  J.  Azzari,  M.D.,  has  put  in  countless 
hours  considering  sites,  planning  the  building,  and  fi- 
nally dealing  with  contractors,  not  to  mention  legal  mat- 
ters with  local  authorities  and  financial  matters  with 
the  banks.  Our  executive  vice-president  has  also  borne 
a major  portion  of  the  burden  in  this  enterprise  and  has 
literally  lived  day-to-day  with  the  project.  A corner- 
stone-laying  ceremony  is  scheduled  for  October  15,  and 
completion  of  the  building  should  be  achieved  in  the  not 
too  distant  future.  The  $75  assessment  was  regrettably 
necessary,  but  its  need  was  explained  in  meetings  with 
county  medical  society  presidents  and  further  elaborat- 
ed in  a letter  to  all  members.  I think  it  will  prove  to  be 
a blessing  in  disguise  since  it  was  always  planned  to 
borrow  some  money  and  savings  on  interest  payments 
should  help  slow  down  a dues  increase. 

Professional  Medical  Liability  Insurance.  We  live 
in  an  era  of  steadily  rising  prices,  and  the  never-ending 
procession  of  rising  costs  involves  all  of  our  activities. 
However,  a major  and  greatly  inflated  cost  is  that  of 
malpractice  insurance.  Your  Society’s  Professional 
Medical  Liability  Insurance  and  Defense  Board  has 
worked  hard  and  long  with  our  agents  and  carriers  to  try 
to  keep  premium  costs  down.  The  results  are  in  the 
main  disappointing,  and  high  percentage  rises  in  pre- 
miums were  necessary  in  1969  and  1970.  This  is  a 
nationwide  problem,  and  many  states  have  worse  prob- 
lems than  New  York.  The  American  Medical  Associa- 
tion is  seeking  ways  to  help  solve  the  problem,  such  as 
a national  malpractice  insurance  plan,  more  favorable 
legislation,  and  education  of  the  physicians  to  avoid 
suits.  This  fall  (1970)  your  State  Medical  Society  is 
holding  a series  of  district  meetings  to  discuss  this  prob- 
lem, as  well  as  the  proposals  in  the  Universal  Health 
Insurance  Law  that  have  been  and  will  be  considered  by 
our  Legislature  and  Congress.  I believe  these  two  prob- 
lems should  be  first  considerations  in  our  sponsored 
legislative  programs  for  1971. 

Medical  Education.  Another  area  of  interest  that 
challenges  our  State  Medical  Society  is  increased  in- 
volvement with  medical  education.  It  is  obvious  that 
we  need  more  physicians  than  our  medical  schools  are 
producing.  Increases  in  members  of  schools,  size  of 
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classes,  and  shortening  of  pre-  and  postmedical  school 
training  time  are  all  matters  of  concern  for  our  medical 
educators.  Training  of  paramedical  personnel  in  many 
fields  of  activity  is  also  being  encouraged,  and  the  need 
for  such  programs  in  this  State  is  obvious. 

Continuing  education  for  physicians,  as  well  as  other 
professions,  is  being  encouraged,  but  rigid  requirements 
have  been  rejected  by  our  profession  and  labeled  as  “sec- 
ondary licensure”  with  some  justification.  However, 
it  behooves  us  to  set  up  our  own  refresher  programs  to 
an  encompassing  and  adequate  degree  before  some  leg- 
islative authority  imposes  its  own  regulations  on  us. 

In  these  days  of  student  unrest  and  desire  for  involve- 
ment in  the  active  affairs  of  the  world,  it  is  not  sur- 
prising that  medical  students  are  concerned  with  the 
activities  of  organized  medicine.  We  have  had  requests 
from  the  local  chapters  of  the  Student  American  Medical 
Association  for  both  active  and  observer  roles  at  our 
Council  meetings  and  at  our  annual  meeting  of  the 
House  of  Delegates.  The  Council  is  studying  this  matter 
at  present,  and  action  will  be  forthcoming  to  provide 
SAMA  with  representation  and  participation. 

AMA  Membership.  Another  matter  of  import  which 
needed  attention  this  year  is  membership  in  the  Amer- 
ican Medical  Association.  This  State  Medical  Society 
has  had  mandatory  AMA  membership  since  January, 
1961.  On  the  basis  of  a challenge  by  one  of  our  mem- 
bers, it  now  appears  that  such  regulation  is  contrary  to 
law.  Hence,  on  September  24  the  Council  declared 
mandatory  membership  in  the  AMA  null  and  void  and 


directed  that  the  necessary  changes  in  our  Bylaws  be 
made.  However,  it  must  be  apparent  to  all  that  we,  as 
physicians,  need  the  AMA  and  its  many  services  and  as 
the  corporate  spokesman  for  organized  medicine.  I 
would  urge  all  members  of  the  Medical  Society  of  the 
State  of  New  York  to  continue  membership  in  the  AMA 
on  a voluntary  basis. 

Acknowledgments.  There  are  so  many  committees 
and  on-going  projects  in  our  State  Medical  Society  that 
it  is  impossible  to  mention  all  of  them.  Likewise  there 
are  so  many  individuals  involved,  both  paid  and  volun- 
tary, that  to  single  out  some  is  to  ignore  others.  At  this 
time  I would  like  to  thank  all  who  have  been  involved 
and  bespeak  your  continued  activity  on  behalf  of  “what- 
ever is  best  for  our  Society.” 

I have  had  a busy  half-year  and  have  met  with  many 
committees  and  groups.  The  pleasure  of  meeting  many 
old  friends  and  making  new  ones  has  more  than  offset 
the  effort  involved  in  attending  these  meetings.  I am 
.sorry  1 was  not  able  to  go  to  all  the  functions  to  which  I 
have  been  invited.  There  were  many  conflicting  dates 
and  other  circumstances  which  did  not  permit  me  to  do 
so.  After  a slight  lull  during  the  summer  months,  which 
was  greatly  appreciated,  we  are  now  faced  with  a busy 
and  demanding  fall  and  winter  season  of  activities,  cul- 
minating in  the  annual  meeting  in  February.  I shall 
have  a number  of  comments  to  make  in  my  supplemen- 
tary report  at  that  time. 

Respectfully  submitted, 

Walter  Scott  Walls,  M.D.,  President 


72 


New  York  State  Journal  of  Medicine  / January  1 , 1971 


Secretary 


To  the  House  of  l)elef>ates,  (ientlemen: 

The  secretary  reports  as  follows  for  the  year  1970- 
1971. 

House  of  Delegates.  Edited  minutes  of  the  1970 
meeting  were  published  in  the  June  1,  1970,  issue  of  the 
New  York  State  Journal  of  Medicine;  the  verbatim 
minutes  from  which  the  edited  version  was  prepared 
are  on  file  in  the  Society’s  headquarters.  A list  of  ac- 
tions of  the  House  of  Delegates  was  presented  to  the 
Council  at  its  March  meeting.  Dispositions  made  by 
the  Council  at  that  time  were  reported  to  the  appro- 
priate officers  and  committee  chairmen.  The  remaining 
items  on  the  list  were  acted  on  by  the  executive  vice- 
president,  and  his  actions  were  reported  by  the  secre- 
tary to  the  Council  in  May.  Final  dispositions,  so  far 
as  they  have  been  reported  at  the  time  of  this  writing, 
have  been  excerpted  from  reports  of  officers  and  com- 
mittees and  are  included  in  the  “Resume  of  Instruc- 
tions of  1970  House  of  Delegates  and  Actions  Thereon  by 
the  Council,  Board  of  Trustees,  and  Officers.’’  (See 
pages  56  to  67  of  this  issue.) 

Council,  Executive  Committee,  Judicial  Council, 
and  Board  of  Trustees.  In  accordance  with  the  re- 
quirements of  the  Bylaws,  the  secretary  has  sent  notices 
of  the  meetings  of  the  Council,  the  F)xecutive  Commit- 
tee, and  the  Board  of  Trustees  and  has  kept  minutes 
of  the  meetings.  He  has  also  presented  to  the  Council 
reports  of  actions  of  the  Executive  Committee  and  of 
the  Judicial  Council. 

Dues  Remissions.  The  secretary  has  presented  to 
the  Council  and  the  Council  has  approved  requests  of 
169  members,  submitted  through  their  county  medical 
societies,  for  remission  of  dues  because  of  illness,  finan- 
cial hardship,  or  military  service.  The  final  member- 
ship figures  for  the  year  1970,  to  be  presented  in  a sup- 
plementary report,  will  reflect  further  dues  remissions 
approved  by  the  Council  in  November. 

Life  Members.  In  response  to  requests  by  the  county 
medical  societies,  the  secretary  has  presented  to  the 
Council  applications  from  the  following  315  persons  for 
election  to  life  membership,  and  the  Council  elected 
them  at  meetings  held  in  March,  May,  June,  and  Sep- 
tember. 

Harold  Abramson,  New  York  City 
Leon  Akselrad,  Brooklyn 
Charles  Leslie  Allen,  New  York  City 
Luis  Antonio  Amill,  New  York  City 
Albert  Victor  Anderson,  New  York  City 
Joseph  Andrei,  New  York  City 
F.  Paul  Ansbro,  Brooklyn 
Armand  U.  Aquilino,  Syracuse 
John  Jacob  Arnold,  New  York  City 
Robert  Huntington  Atkins,  Long  Beach 
Erich  David  Auerbach,  New  York  City 
Arthur  Harold  Aufses,  New  York  City 
Sol  Axelrad,  Woodhaven 

Frederick  Bachner,  Copiague 

Clyde  Nelson  Baker,  Flushing 

Thomas  Edwin  Bamford,  Jr.,  San  Diego,  California 

Walter  Joseph  Becker,  Mamaroneck 

Solomon  Samuel  Bein,  Brooklyn 


George  Gordon  Bemis,  New  York  City 

Beatrice  Bergman,  New  York  City 

Kurt  Berliner,  New  York  City 

Ernest  Herbert  Bettmann,  White  Plains 

Barnett  Binkowitz,  Brooklyn 

Charles  Howard  Birnberg,  Brooklyn 

Jacob  John  Blinn,  Long  Beach 

Werner  Hans  Bloch,  F)lmira 

Harry  Blum,  Brooklyn 

Leonard  James  Bolton,  Filmira 

Linn  John  Boyd,  Yonkers 

Newton  Brachin,  Greene 

Eben  Breed,  Garden  City 

Leonard  Lambert  Breuer,  New  York  City 

Friedrich  Samuel  Brodnitz,  New  York  City 

Philip  Brody,  Brooklyn 

Otto  Broones,  New  York  City 

Wendell  Virgil  Brown,  Syracuse 

Reginald  Burbank,  New  York  City 

Henry  Buxbaum,  Canadaigua 

Edward  J.  Carey,  Flushing 

James  Clarence  Strouse  Carter,  FYeeport 

Leon  Alexander  Chadwick,  Syracuse 

C.  William  Chang,  New  York  City 

Francis  Temple  Chase,  Utica 

Chester  Wellington  Chinn,  New  York  City 

John  Gustave  Codik,  New  York  City 

Hyman  Colin,  Brooklyn 

Norman  Corin,  Great  Neck 

Nelson  Warren  Cornell,  Pelham 

Pietro  C.  Corrado,  New  York  City 

Robert  Lloyd  Craig,  Warwick 

Fritz  Jacob  Cramer,  Washington,  D.C. 

Jerome  Frank  Cristina,  Williamsville 
Irving  I.  Crouse,  Buffalo 
Ada  Hazel  Curry,  Albany 

Julius  Davis,  New  York  City 

Albert  Decker,  New  York  City 

Joseph  DeFilippi,  Brooklyn 

Stephanie  Dessauer,  Brooklyn 

Stephen  Dia,  Glendale 

Samuel  Dillon,  Rockaway  Park 

Leon  G.  Dinkin,  New  York  City 

John  DiNoto,  New  Hyde  Park 

William  Dock,  Brooklyn 

Robert  Edwin  Doran,  Geneva 

George  B.  Dorff,  Brooklyn 

Fritz  David  Dreyfuss,  Gainesville 

Fred  Squier  Dunn,  Manchester  Depot,  Vermont 

Michael  Joseph  Dunne,  Great  Neck 

John  Hughes  Dunnington,  New  York  City 

A.  Wilbur  Duryee,  New  York  City 

Niel  Emler  Eckelberry,  Stratford,  Connecticut 

Edward  Edelman,  Ozone  Park 

Edward  Benjamin  Edwards,  New  York  City 

Desider  Eisenstadter,  Brooklyn 

Benjamin  Eliasoph,  New  York  City 

Henry  M.  Ellen,  Brooklyn 

DuMont  Frelinghuysen  Elmendorf,  New  York  City 
Emil  Endreny,  New  York  City 


January  1 , 1 97 1 / New  York  State  Journal  of  Medicine  73 


Harry  Epstein,  The  Bronx 
Joseph  Epstein,  New  York  City 

Fritz  Falk,  New  York  City 

James  Joseph  Farley,  New  York  City 

Marynia  Foot  Farnham,  Winchester,  New  Hampshire 

Marcus  A.  Feinstein,  New  York  City 

Bernard  Feldstein,  St.  Johnsville 

Edward  0.  Finestone,  New  York  City 

Frank  E.  Fink,  New  York  City 

Nathan  Eliah  Finkelstein,  Brooklyn 

Abraham  B.  Fischer,  Brooklyn 

Arthur  Alan  Fischl,  Long  Island  City 

Leo  M.  A.  Fleischer,  New  York  City 

John  Philip  Foland,  Larchmont 

Dave  Walker  Follett,  Scarsdale 

Merrill  Newton  Foote,  Bellport 

Philip  Forster,  Albany 

Theodore  T.  Fox,  New  York  City 

William  Fox,  New  York  City 

Emily  Vanore  Franklin,  Brooklyn 

Saul  Freedman,  Port  Chester 

Bernard  Walter  Frelan,  Cooperstown 

Margit  Freund-Klemperer,  New  York  City 

Clarence  Cory  Fuller,  Long  Island  City 

Selmes  Paul  Funkhouser,  North  Rose 

Clarence  Jost  Gabel,  Syracuse 
Herman  William  Galster,  Scotia 
Samuel  Ganz,  Franklin  Square 
Janina  Gidynski,  Brooklyn 
Adolf  Glaser,  Troy 

William  Joseph  Godfrey,  Long  Island  City 

Ottylia  Lucy  Goldberg,  New  York  City 

Rudolph  Goldberg,  Brooklyn 

Aron  Goldschmidt,  New  York  City 

Julius  Caulkins  Gray,  Chatham,  Maryland 

Leonard  Greenburg,  The  Bronx 

Frederic  Edward  Grossman,  Hollywood,  Florida 

Christine  Ingeborg  Gruggel,  Flushing 

Isaak  Grunstein,  New  York  City 

Halford  Hallock,  New  Paltz 

Leonard  Avery  Hallock,  New  York  City 

Henry  Hammer,  New  York  City 

Harold  Jerome  Harris,  Westport 

Joseph  William  Harris,  Albany 

Merton  C.  Hatch,  Syracuse 

Morton  Kallman  Hertz,  New  York  City 

Louis  Hodes,  New  York  City 

William.  Joseph  Hoffman,  Scarsdale 

Wendell  Lochead  Hughes,  Lighthouse  Point,  Florida 

Frederick  Cecil  Hunt,  Ontario,  Canada 

Louise  Hunt,  Cross  River 

Gertrude  Martina  Hyde,  Old  Greenwich,  Connecticut 

H.  Wolcott  Ingham,  Bemus  Point 
Samuel  Irgang,  New  York  City 
Harold  Joseph  Isaacs,  New  York  City 
Michael  Iserman,  New  York  City 
Harry  Dagobert  Italiener,  Forest  Hills 
Kinichi  Iwamoto,  New  York  City 
Maurice  Jacobs,  New  York  City 
Arnold  Jacobsen,  New  York  City 
I>eo  L.  Jalisco,  Trinka,  Mexico 
D.  Rees  Jensen,  Riverdale 
Constantin  Jernakoff,  Massapequa  Park 
Samuel  Kahn,  Ossining 
John  Hellmuth  Kalenscher,  Ridgewood 


Marie  B.  Karelitz-Karry,  New  York  City 
Arthur  J.  Karl,  Hornell 
Israel  Kaufman,  Pound  Ridge 
John  Patrick  Keating,  Elmhurst 
Lee  Kend,  Flushing 
Manes  Kesten,  Ithaca 
Sidney  Kimelblot,  Albany 
Louis  Kleinfeld,  New  York  City 
George  Henry  Knoll,  LeRoy 
Benjamin  Kogut,  Brooklyn 
Ernest  Kraft,  New  York  City 
Edward  Kronold,  New  York  City 
David  Kuritzkes,  Brooklyn 

Jessie  Labanowski,  Roslyn  Heights 
Rene  Pierre  Lacombe,  New  York  City 
Nagla  Mary  Laf  Loofy,  Naples,  Florida 
Paul  Lahvis,  Gowanda 
Leonidas  Lantzounis,  Southampton 
Leo  Frederick  La  Palm,  Rochester 
Joseph  Harris  Lapin,  Mt.  Vernon 
Herman  Harold  Lardaro,  New  York  City 
Siegfried  Georg  Lasch,  New  York  City 
David  Arnold  Laveson,  Yonkers 
Frank  Lederfeind,  N.  Miami,  Florida 
Hans  M.  Lehfeldt,  New  York  City 
Nathan  Leifer,  Hollywood,  Florida 
Sidney  E.  Lenke,  Hallendale,  Florida 
Louis  Levin,  Brooklyn 
Walter  Levy,  New  York  City 
Samuel  David  Lieberman,  Brooklyn 
Jack  Vincent  Lobel,  Brooklyn 
Eugene  G.  Lobert,  New  York  City 
Gustav  Loewenstein,  Little  Falls 
Sandor  Lorand,  New  York  City 
Solas  Joseph  Low,  Brooklyn 
Benjamin  Lubitz,  Brooklyn 
Louis  Victor  Luttenberger,  New  York  City 

Gabriel  Louis  Magassy,  Melville 
Abraham  Malich,  New  York  City 
Hayes  E.  Martin,  New  York  City 
Milton  John  Matzner,  Brooklyn 
Edwin  Post  Maynard,  Jr.,  Brooklyn 
Kingsley  D.  Maynard,  Elmira 
Hector  James  McNeile,  New  York  City 
Meyer  Morton  Melicow,  New  York  City 
Jessie  Gillespie  Merin,  New  York  City 
Henry  Meyer,  Jr.,  Brooklyn 
David  Mezz,  Hollywood,  Florida 
Edith  Alice  Mittell,  Flushing 
Joseph  Moldaver,  New  York  City 
Joseph  Franklin  Montague,  New  York  City 
Christopher  Montana,  Northport 
Jacob  Monto,  Forest  Hills 
Harold  Woodward  Morgans,  Middletown 
Albert  Amendes  Morrone,  Yonkers 
Joseph  L.  Morse,  New  York  City 
Joseph  B.  Moszczynski,  New  York  City 
Walter  Charles  Mott,  Albany 
Joseph  Robert  Mullen,  North  Tonawanda 
Paul  Muller,  New  York  City 
Ciriaco  George  Muscillo,  The  Bronx 

Joseph  Bernard  Naselli,  Syracuse 
Nathan  Nemerson,  Monticello 
Theodore  Neustaedter,  New  York  City 

Richard  Joseph  O’Connell,  Jr.,  Huntington 
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Charles  Morris  O’Connor,  Buffalo 
Alex  Frank  O’Hare,  Hampton  Bays 
Kuhlea  Chitis  Ovruceschi,  West  Brent  w(K>d 

Nathan  Bailey,  Br(X)klyn 

Sigismund  Beller,  Monroe 

Aaron  Robert  Beskin,  New  York  City 

W'illiam  Joseph  Bhelan,  Clearwater,  Florida 

Joseph  Bhelps,  h^dmeston 

Charles  Bhillips,  Brooklyn 

Herman  Oppenheimer  Bineas,  New  York  City 

l>eo  Brice,  Hastings-on- Hudson 

Charles  A.  t^uinn,  Bhoenicia 

Lucia  S.  Radi,  New  York  City 

Irving  N.  Rattner,  New  York  City 

Arthur  C.  Reiniger,  New  York  City 

Oavid  Rennert,  New  York  City 

Hyman  Rivkin,  Far  Rockaway 

Oeremia  Rizzuti,  Brooklyn 

Sidney  Jacob  Robbins,  New  York  City 

Daniel  M.  Rolett,  White  Blains 

May  Ethel  Ginsburg  Romm,  New  York  City 

William  Brandt  Rose,  New  York  City 

Sarah  Roskis,  Brooklyn 

Thomas  Alexander  Rossano,  New  York  City 

Rafael  Manuel  Rivera,  New  York  City 

Gusty  Runes-Gronich,  New  York  City 

Isadore  Harris  Sackadorf,  Brooklyn 

Herman  George  Sandvoss,  Kennebunkport,  Maine 

David  Sashin,  Roslyn  Heights 

Gisela  K.  Scheid,  New  York  City 

Hans  Egon  Scheyer,  Botsdam 

Alexander  Schiff,  New  York  City 

Oscar  Baul  Schoenemann,  Brooklyn 

Nat  Schlossman,  Brooklyn 

Richard  Schulenklopper,  Rome 

Alvin  Schuman,  Brooklyn 

Ludwig  Schwarzschild,  New  York  City 

Anthony  A.  Scimeca.  East  Rockaway 

David  Seegal,  New  York  City 

Harry  L.  Segal,  Rochester 

Roy  M.  Seideman,  Jamaica  Estates 

Norman  Shepard,  New  York  City 

Morris  Shlansky,  Brooklyn 

Rudolph  E.  Siegel,  Buffalo 

Irving  Singer,  Jamaica 

Herman  Slass,  Forest  Hills 

Solomon  Slepian,  Brooklyn 

Harvey  Earl  Smith,  Binghamton 

Hyman  Sneierson,  Binghamton 

Charles  Francis  Snopek,  Huntington 

Harry  Sohn,  Floral  Bark 

Melitta  Sperling,  New  York  City 

Otto  Elmer  Sperling,  New  York  City 

Jesse  Donald  Stark,  New  York  City 

Morris  C.  Starr,  Brooklyn 

Charles  Steinhauser,  Long  Beach 

Ludwig  Stern,  Jamaica 

Ludwig  Stern,  Ridgewood 

Otto  Sternberg,  New  York  City 

Joseph  P.  Stivelman,  Baldwin 

Harry  King  Stone,  Woodside 

Clarence  R.  Straatsma,  New  Rochelle 

Josef  Stralberg,  New  York  City 

Marion  Stranahan,  New  York  City 

Hans  Strauss,  New  York  City 

H.  Egon  Susbac,  New  York  City 


Moses  Swick,  New  York  City 
Joseph  F.  Szoo,  New  York  City 

Felix  Terner,  New  York  City 
Joseph  Noel  Tesi,  New  York  City 
Jesse  Alfred  Tolmach,  New  York  City 
Arthur  S.  W.  Touroff,  New  York  City 
Samuel  Carlyle  Trattler,  New  York  City 
Roswald  Gleason  Turner,  Elmira 

Harry  F2duarde  Ungerleider,  New  York  City 

Joseph  Robert  Valinoti,  Manhasset 
Francis  Gasper  Velardi,  Brooklyn 
Harry  Vesell,  New  York  City 
Frank  Viggiani,  The  Bronx 
Beter  Vitulli,  Queens  Village 
Frances  Elizabeth  Vosburgh,  Albany 

Robert  Wachen,  Ridgewood 
Gertrude  Waltuch,  Forest  Hills 
Marie  Cecelia  Wasileska,  Syracuse 
William  Law  Watson,  New  York  City 
Hugo  Weinberger,  Brooklyn 
Max  W'einer,  Long  Beach 
Alfred  W’eintraub,  New  York  City 
Solomon  Weintraub,  New  York  City 
Charles  Weiss,  Brooklyn 
Geza  Weitzner,  New  York  City 
Imre  Weitzner,  New  York  City 
Catherine  Anne  W'elsh,  Schenectady 
Fredric  W'ertham,  New  York  City 
Harry  Wexler,  Brooklyn 
Felix  W’idder,  New  York  City 
Asher  W'inkelstein,  New  York  City 
Stuart  A.  Winning,  Canton 
Mary  Anne  W'olf,  New  York  City 
Max  W’olf,  New  York  City 
Martin  Richard  Wolfsen,  New  York  City 
Tryphosa  R.  W'orcester,  New  York  City 
Bernhardt  Ingemann  W’ulff,  Binghamton 

Joseph  Zabner,  Brooklyn 
John  Zaslow,  Brooklyn 
Harry  Zuckerman,  New  York  City 
James  F.  B.  Zweighaft,  Tappan 

Dues  payments.  As  of  May  1,  1970,  the  date  after 
which  good  standing  is  lost,  dues  had  been  received  from 
26,021  members.  This  total  is  made  up  of  the  following 
numbers  in  each  county  medical  society. 


Albany  441 

Allegany  24 

Bronx 1,481 

Broome  314 

Cattaraugus  81 

Cayuga  77 

Chautauqua  117 

Chemung  123 

Chenango 34 

Clinton  66 

Columbia  43 

Cortland 41 

Delaware  39 

Dutchess  306 

Erie  1,346 

Essex 27 

Franklin  47 

Fulton 47 

Genesee  54 

Greene  22 
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Herkimer 
Jefferson  . 

Kings 

Lewis 

Livingston 
Madison 
Monroe  . 
Montgomery 

Nassau 

New  York 

Niagara 

Oneida 

Onondaga 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer 

Richmond 

Rockland 

St.  Lawrence 

Saratoga  . . . 

Schenectady 

Schoharie  . . . 

Schuyler  . 

Seneca 

Steuben 

Suffolk  . 

Sullivan 

Tioga  

Tompkins  . 

Ulster  

Warren 

Washington 

Wayne 

Westchester 

Wyoming 

Yates 


. 37 
. 101 
2,959 
.12 
.36 
. .52 
. .980 
. .48 
1,945 
7,140 
195 
302 
610 
. 98 
. .226 
. . .22 
.50 
60 
. . .36 
2,184 
110 
.273 
. .337 
88 
.51 
.259 
. . .21 
.9 
. 28 
104 
1,042 
45 
.17 
108 
140 
. .88 
32 
. . .50 
1,351 
26 
19 


A list  of  life  members  elected  by  the  Council  in  No- 
vember, 1970,  and  in  January,  1971,  will  be  included  in 
the  secretary’s  supplementary  report. 

Meetings.  The  secretary  has  attended  meetings  of 
the  Council,  the  Board  of  Trustees,  the  Executive  Com- 
mittee, the  Professional  Medical  Liability  Insurance  and 
Defense  Board,  the  House  of  Delegates  of  the  American 
Medical  Association,  the  New  York  Delegation  to  the 
American  Medical  Association,  New  York  State  Associ- 
ation of  Professions,  in  Albany,  and  a number  of  com- 
mittees .such  as:  Research  and  Planning,  several 

meetings  of  the  Judicial  Council,  Budget  and  Finance, 


Ad  Hoc  Committee  on  Abortion  Guidelines,  of  which  he 
was  chairman.  Economics,  Hospital  and  Professional 
Relations,  American  Medical  Association’s  Quackery 
Conference,  in  Boston,  Medical  Care  Insurance  meeting, 
in  Syracuse,  Ad  Hoc  Committee  to  Clarify  the  Relation- 
ship between  MSSNY  and  EMPAC,  and  Peer  Review. 

In  addition,  he  represented  the  State  Medical  Society 
at  the  Planned  Parenthood  Meetings  on  Abortion  and 
was  moderator  on  a panel  discussion  on  malpractice 
insurance  held  under  the  auspices  of  the  Section  on 
Obstetrics-Gynecology  of  the  New  York  Academy  of 
Medicine.  He  also  represented  the  State  Medical  So- 
ciety as  a director  of  Group  Health  Insurance,  Inc.  and 
attended  the  meetings  of  the  finance  committee  and 
board  of  directors.  He  also  represented  the  State  Med- 
ical Society  as  chairman  of  the  Medical  Section,  New 
York  Board  of  Trade,  as  a director  of  the  Physician’s 
Home,  and  as  treasurer  of  New  York  State  Association 
of  Professions. 

Other  matters.  Records  relating  to  the  affairs  of  the 
Society  are  so  voluminous  and  so  varied  that  the  secre- 
tary feels  it  would  be  advisable  for  the  Ad  Hoc  Com- 
mittee to  Study  the  Constitution  and  Bylaws  to  suggest 
amendment  of  the  provision  of  Section  7,  Chapter  VII, 
of  the  Bylaws  which  requires  him  to  keep  all  records 
“except  such  as  properly  belong  to  the  treasurer.”  He 
has  served  as  custodian  of  the  seal  of  the  Society  and 
has  had  it  affixed  to  all  appropriate  documents. 

Acknowledgments.  The  secretary  wishes  to  express 
his  appreciation  for  the  assistance  and  cooperation  given 
by  his  fellow  officers  and  members  of  the  staff.  Special 
acknowledgment  is  due  the  efforts  of  the  Speaker  of  the 
House  of  Delegates  in  procuring  the  certificates  of  elec- 
tion and  the  credentials  of  delegates  from  county  medi- 
cal societies,  district  branches,  and  scientific  sections 
and  the  cooperation  of  the  executive  vice-president 
in  transmitting  instructions  of  the  Executive  Commit- 
tee, the  Council,  and  the  House  of  Delegates  to  the 
appropriate  officers  and  committee  chairmen,  and  a 
special  acknowledgment  to  Miss  Gretchen  Wunsch, 
executive  assistant. 

The  Council  on  September  24,  1970,  elected  the  secre- 
tary to  fill  the  vacancy  of  the  position  of  vice-speaker 
and  at  the  same  meeting,  the  assistant  secretary,  Joseph 
G.  Zimring,  M.D.,  assumed  the  position  of  secretary. 
I am  confident  that  the  duties  of  this  office  will  be  car- 
ried on  with  great  efficiency. 

The  supplementary  report  of  the  secretary,  giving 
final  membership  figures  and  an  additional  list  of  per- 
sons elected  to  life  membership,  will  be  submitted  by 
Dr.  Zimring. 

Respectfully  submitted, 
Carl  Goldmark,  Jr.,  M.D.,  Secretary 
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Executive  Vice-President 


To  the  House  of  Deleftates,  dentlemen: 

Once  in  a while,  we  hear  the  same  old  complaint 
— “What  does  the  Medical  Society  do  for  us?” 

We  believe  that  all  of  you  should  read  our  president’s 
annual  report,  in  which  he  outlines  the  important  activ- 
ities of  the  State  Society.  ALso,  everyone  should  become 
acquainted  with  the  accomplishments  of  our  commit- 
tees, most  of  the  members  of  which  are  practicing  physi- 
cians who  take  time  out  of  their  busy  schedules  to  engage 
in  “labors  of  love.”  (These  accounts  are  always  pub- 
lished in  the  Journal.)  A great  deal  of  the  work  is  done 
behind  the  scenes — without  fanfare  and  without  glory. 

Of  course,  we  do  not  always  win  the  battles.  We  will 
never  get  everything  we  believe  to  be  right  and  equitable; 
but  often,  even  when  we  lose,  we  pave  the  way  for  future 
victories.  Whatever  successful  conclusions  we  achieve 
do  not  come  about  by  happenstance — but  are  the  results 
of  the  tireless  and  dedicated  efforts  of  doctors  of  medi- 
cine— volunteers  who  give  wholeheartedly  of  themselves. 
Naturally,  the  staff  is  always  available  to  help  in  every 
way  possible. 

year  ago,  we  predicted  that,  during  1970,  we  would 
be  concerned,  to  a great  extent,  with  peer  review,  costs 
of  illness,  Medicaid  fees,  and  the  inequities  of  malprac- 
tice suits.  These  dilemmas  were  given  deep  and  exten- 
sive consideration.  However,  “top  billing”  included 
universal  health  insurance,  malpractice,  the  laboratory 
law,  and  abortions.  The  first  two  subjects  were  dis- 
cussed in  depth  at  each  area  conference.  We  regret 
greatly  that  more  of  our  people  did  not  attend  these 
very  important  meetings — eight  in  number — which  were 
arranged  after  intensive  planning  by  our  Division  of 
Communications.  The  officers  and  the  chairmen  and 
members  of  the  committees  involved  performed  a heroic 
effort  in  making  these  get-togethers  possible.  The 
people  who  attended  expressed  their  approval  in  no  un- 
certain terms;  but,  unfortunately  those  who  came  were 
far  and  few  between.  The  deliberations  should  be  of 
value  to  us  in  1971. 

In  the  next  twelve  months,  we  are  sure  that  we  will  be 
faced  with  the  same  problems,  in  addition  to  others  that 
will  inevitably  arise  as  we  go  along. 

1.  Universal  Health  Insurance:  The  Governor  has 

declared  that  a bill  bringing  this  into  focus  will  be  intro- 
duced; and  he  will  sponsor  and  support  some  type  of  this 
coverage.  He  has  promised  that  we  will  be  consulted, 
and  that  we  will  be  heard. 

2.  Malpractice:  There  must  be  an  answer  to  this  very- 
serious  situation,  which  is  a threat  to  the  practice  of 
medicine.  The  AMA  and  the  government  are  looking  at 
this  grave  turn-of-events  very  carefully. 

3.  The  laboratory  law:  Physicians  all  through  the 

State  are  concerned  with  this  legislation.  We  know 
that  amendments  will  be  introduced  in  the  Legislature 
in  January — to  remedy  what  many  physicians  believe 
is  detrimental  to  their  patients’  welfare. 

4.  The  abortion  law:  This  has  been  plaguing  us  since 
its  enactment.  Without  a doubt,  changes  will  be  advo- 
cated. 

REORGANIZATION— STAFF  OF  MSSNY 

As  of  January  1,  1971,  we  are  changing  the  adminis- 
trative staff  table  of  organization  tT.O.). 


The  Division  of  Occupational  Health  and  Workmen’s 
Compensation  will  be  eliminated.  The  Committee  on 
Occupational  Health  is  being  assigned  to  the  Commis- 
sion on  Public  Health  and  Education,  which  is  “serviced” 
by  the  Staff  Division  of  Scientific  Activities.  The  Com- 
mittee on  Workmen’s  Compensation  will  be  transferred 
to  the  Division  of  Medical  Services,  which  will  be  re- 
tained. 

Mr.  George  P.  Farrell,  after  twenty-six  years  of  fine 
and  devoted  .service,  will  retire  on  March  31.  James  F. 
Higgins,  M.D.,  is  being  released  from  his  assignment 
as  director  of  the  Division  of  Occupational  Health  and 
Workmen’s  Compensation,  which,  as  we  have  revealed, 
will  no  longer  exist . 

We  would  like  to  repeat  that  it  is  essential  that  there 
be  definite  participation  of  our  staff  in  all  committee 
activities. 

As  in  the  past,  we  are  assigning  our  divisions  to  com- 
mittees. Should  a committee  chairman  require  secre- 
tarial help  or  any  other  type  of  assistance,  he  should 
consult  the  division  director  concerned. 

Divisions 

Administration 

Executive  Vice-President,  Henry  I.  Fineberg,  M.D. 
A.ssistant  Executive  Vice-President,  J.  Richard 
Burns 

Assistant  to  the  Executive  Vice-President,  George 
W.  Forrest,  Jr. 

Executive  Assistant,  Gretchen  Wunsch 

Scientific  Activities 
Director,  Norman  S.  Moore,  M.D. 

Scientific  Publications 
Director,  William  Hammond,  M.D. 

Standards  of  Medical  Care 

Director,  Samuel  Z.  Freedman,  M.D. 

Public  and  Professional  Affairs 
Director,  Guy  D.  Beaumont 

Medical  Services 
To  be  appointed 

Business 

Director,  J.  Richard  Burns 

Research  and  Planning 

Director,  Harry  D.  Kruse,  M.D. 

COMMISSIONS,  COMMITTEES,  AND  STAFF 

Administration 
The  Council 

Executive  Committee 
House  of  Delegates 
Board  of  Trustees 
Budget  and  Finance 
Constitution  and  Bylaws  (Council) 

Building 

Education  Law  Revision 
Constitution  and  Bylaws  (House) 

Interspecialty 
Judicial  Council 

Professional  Medical  Liability  Insurance  and  De- 
fense Board 
Nominating 
Trustees’  Committees 
New  York  State  Association  of  Professions 
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Delegation  to  American  Medical  Association 
Convention 
Dinner 

Scientific  Activities 

Commission  on  Public  Health  and  Education 
Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism  and  Drug  Abuse 

Joint  Committee  with  New  York  State  Bar  Asso- 
ciation on  Alcoholism  and  Drug  Abuse 
Audio-Visual  Aids 
Cancer 

Cardiovascular  Disease 
Chronic  Pulmonary  Disease 
Continuing  (Postgraduate)  Education 
Data  Processing  in  Medicine 
Development  of  Automated  Multiphasic  Health 
Testing 

Disaster  Medical  Care 
Environmental  Quality 
Forensic  Medicine 
General  Practice 
Health  Manpower 
Maternal  and  Child  Welfare 
Medical  Aspects  of  Sports 
Mental  Health 
Metabolic  Disease 
Occupational  Health 
Physical  Medicine  and  Rehabilitation 
Preventive  Medicine 
Rural  Medical  Service 
School  Health 
Abortion 
Archives 
Convention 

Scientific  Awards 
Scientific  Exhibits 
Scientific  Motion  Pictures 
Scientific  Program 

Liaison  with  Deans  of  Medical  Schools  and  Direc- 
tors of  Regional  Medical  Programs 
Prize  Essays 

Business 
Convention 
Technical  Exhibits 

Standards  of  Medical  Care 

Commission  on  Standards  of  Medical  Care 
Ethics 

Hospital  and  Professional  Relations 
Government  Health  Centers  Subcommittee 
Hospital-Based  Physicians 
Medical  Review 

Nursing  and  Allied  Health  Professions 
Peer  Review  Mechanisms 

Medical  Services 

Commission  on  Medical  Services 
Economics 

Medical  Care  Insurance 
Workmen’s  Compensation 
P’oundations 

Policy  and  Negotiating  Committee  on  Government 
Supported  Health  Plans 
Universal  Health  Law 


Public  and  Professional  Affairs 

Commission  on  Public  and  Professional  Affairs 
Federal  Legislation 
State  Legislation 
Public  Relations 
Medicine  and  Religion 
Advisory  to  Medical  Assistants  Association 

Research  and  Planning 
Research  and  Planning 
To  Study  the  Constitution  and  Bylaws 

THE  BUILDING 

This  is  an  addendum  to  the  report  of  Renato  J.  Azzari, 
M.D.,  chairman  of  the  Building  Committee. 

We  are  happy  to  announce  that  the  Board  of  Trustees 
of  the  Village  of  Lake  Success  has  unanimously  passed 
a resolution  recognizing  the  real  estate  tax  exempt  status 
of  the  Medical  Society’s  property. 

As  those  of  you  who  have  visited  the  site  know,  there 
has  been  considerable  progress  in  the  construction  of  our 
building.  It  is  beginning  to  take  definite  form,  although 
there  are  still  some  “rough  spots’’  that  must  be  ironed 
out.  We  continue  to  meet  with  the  architects  and  others 
concerned. 

Following  the  recommendation  of  the  Village  Adminis- 
trator, a “clerk-of-the-works”  has  been  appointed — 
who  will  look  out  for  the  interests  of  MSSNY  only.  Mr. 
Homer  L.  Everet  was  referred  to  us  by  Bennett  and 
Masters  Personnel  Agency,  professional  and  technical 
specialists  of  New  York  City.  He  is  fifty-seven  years  of 
age,  and  holds  two  degrees  in  engineering — mechanical 
and  electrical. 

We  now  have  representatives  of  three  agencies  avail- 
able, whose  function  it  is  to  see  that  our  building  is 
constructed  in  accordance  with  the  specifications  ap- 
proved by  the  architects  and  the  Village  authorities: 
Anthony  J.  DePace,  architect;  Milton  Alpern,  consulting 
engineer  for  the  Village  of  Lake  Success;  and  Homer  L. 
Everet,  MSSNY.  They  are  in  constant  touch  with  Mr. 
Gene  Mehr,  job  superintendent  of  lorio  Construction 
Company.  Mr.  Everet  reports  directly  to  us. 

The  project  has  been  insured  for  “all  risk  protection” 
— fire,  lightning,  vandalism,  and  malicious  mischiefs. 

At  the  present  time,  our  clerk-of-the-works  is  of  the 
opinion  that  the  building  should  be  completed  by  April 
of  next  year. 

The  cornerstone  installation  ceremony  took  place  on 
the  afternoon  of  October  15.  Many  invitations  were 
mailed  out — to  all  county  medical  societies;  district 
branches;  the  AMA  and  other  medical  and  allied  profes- 
sional associations;  governmental  leaders  (local,  state, 
national);  and  others. 

Following  was  the  program: 

Musical  Selections 

National  Anthem 

Nassau  Community  College  Band 
Conductor:  Mr.  Donald  Gephardt 

Invocation 

Father  Saverio  C.  Mattei 
Diocese  of  Rockville  Centre 

Welcome 

Walter  Scott  Walls,  M.D.,  President 

Medical  Society  of  the  State  of  New  York 

Remarks 

The  Honorable  Richard  F.  Antonoff 
Mayor,  Village  of  Lake  Success 
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The  Honorable  Andrew  .1.  DiPaola 
Supervisor,  Nassau  County 
Walter  C.  Bornemeier,  M.D.,  President 
American  Medical  Asswiation 

Heading  from  Scriptures 
Dr.  Robert  S.  Widom,  Rabbi 
Temple  Emanuel  of  Great  Neck 

Musical  Selections 

Address 

Tbe  Honorable  Nelson  A.  Rockefeller 
Governor,  State  of  New  York 

Benediction 

The  Rev.  W.  Cameron  Allan,  S TM 
First  Presbyterian  Church,  Glen  Cove 

Master  of  Ceremonies 
Henr\- 1.  Fineberg,  M.D. 

Elxecutive  Vice-President  and  Past  President 

THE  ASSESSMENT 

Our  treasurer  will  report  to  you  on  tbe  current  status 
of  tbe  assessment  collections. 

A few  comments  are  in  order.  Our  president  decided 
that  we  should  conduct  two  conferences  for  certain  key 
people  throughout  the  State — those  who  are  active  par- 
ticipants in  the  affairs  of  county  medical  societies — so 
that  the  entire  problem  might  be  discussed  thoroughly. 

Two  meetings  were  held — one  in  New  York  City  and 
the  other  in  Syracuse; 

S’eu  York  Cit}  for  members  of  tbe  First,  Second,  and 
Ninth  District  Branches,  on  Wednesday,  August  12,  at 
the  Hilton  Hotel.  The  panel  consisted  of  Dr.  Walls, 
Dr.  Himler,  Dr.  Willis,  and  Dr.  Azzari. 

Syracuse  for  members  of  tbe  Third,  Fourth,  Fifth, 
Sixth,  Seventh,  and  Eighth  District  Branches  on  Thurs- 
day, August  13,  at  the  Countrx’  House.  The  panelists 
were  Dr.  Walls,  Dr.  Willis,  Dr.  Heldmann,  Dr.  Hughes, 
and  Dr.  Kaufman. 

Before  each  of  these  meetings  the  panelists  met  and 
discussed  procedures. 

Dr.  McCarthy,  Treasurer,  attended  the  gathering  in 
New  York  City. 

The  deliberations  in  each  case  lasted  a few  hours. 
The  true  “storv”  was  told — to  the  satisfaction  of  most 
of  those  who  were  present. 

This  is  a “breakdown”  of  our  membership,  as  of  July 
30: 


Total  Membership 

27,008 

Life  Members 

2,848 

Junior  Members 

135 

Remissions 

212 

Total  Unpaid 

3,195 

3,195 

Total  Paying  Membership 

23,813 

LEGISLATION 

The  chairman  of  the  Committee  on  State  Legislation, 
undoubtedly,  will  discuss,  in  detail,  wbat  took  place  in 
Albany. 

Tbe  chairman  of  our  Commission  on  Public  and 
Professional  Affairs  has  stressed  that  our  1970  record 
was  a good  one.  May  we  again  point  out  a few  facts: 

1.  Comparatively  speaking,  this  was  one  of  our  better 
years — not  only  on  the  positive  side  of  the  ledger,  but 
we  also  avoided  a number  of  pesky  situations,  which 
could  have  plagued  us  considerably; 

2.  Due  credit  should  be  given  to  the  committee  and  to 
our  legislative  consultants; 


3.  Martin  Tracey,  our  legislation  coordinator,  should 
be  cited  for  a most  efficient  job;  he  was  on  the  alert  and 
well-informed  at  all  times. 

We  wrote  letters  of  appreciation  to  all  the  senators  and 
assemblymen  who  sponsored  “our  bills”  and  supported 
our  causes. 

POSTCONVENTION  MEETING 

The  staff  held  its  usual  post  convent  ion  meeting  on 
F'ebruarx’  25.  All  features  of  the  annual  meeting  were 
reviewed  and  analyzed.  It  was  agreed  that,  in  general, 
all  departments  functioned  very  satisfactorily. 

Of  course,  as  always  there  is  r(X)m  for  improvement. 
.\reas  that  should  be  bettered  were  discussed  thoroughly. 

Often,  we  are  amazed  at  the  fine  way  in  which  things 
work  out  at  our  conventions.  However,  we  know  that 
the  “smooth  running”  of  these  affairs  is  brought  about 
by  the  members  of  the  staff  working  together  in  a coop- 
erative and  coordinated  manner.  Our  people  truly  “do 
a grand  job.” 

Figure  1 (page  89)  is  the  exhibitors’  evaluation  report. 

AMERICAN  MEDICAL  ASSOCIATION 

Tbe  following  article  appeared  in  the  September  14 
issue  of  the  AM  A Newletter: 

A major  realignment  of  AMAs  administrative  structure 
was  approved  last  weekend  by  the  Board  of  Trustees.  The 
staff  changes  were  recommended  by  Ernest  B.  Howard,  .M.D., 
executive  vice-president,  and  became  effective  immediately. 
Richard  S.  Wilbur,  M.D.,  former  assistant  executive  vice- 
president,  was  named  to  the  new  position  of  deputy  executive 
vice-president.  Two  assistant  executive  vice-presidents  were 
appointed.  They  are  William  R.  Barclay,  M.D.,  former 
director  of  the  Scientific  Activities  Division,  and  Joe  D 
Miller,  former  director  of  the  Public  Affairs  Division. 

The  new  structure.  Dr.  Howard  said,  will  enable  staff  to 
perform  more  effectively  in  both  the  scientific  and  the  socio- 
economic areas  of  Association  affairs.  Dr.  Wilbur  will  share 
the  responsibility  for  day-to-day  management  with  the  EVP, 
Dr.  Howard  said,  and  division  directors  will  report  to  the 
assistant  executive  vice-presidents. 

The  reorganization  includes  creation  of  a Center  for  Health 
Services  Research  and  Development.  Director  of  the  Center 
will  be  Chris  N.  Theodore,  former  director  of  the  Health 
Service  Division.  The  Health  Service  Division  will  be  known 
as  the  Division  of  Medical  Practice  in  the  new  administrative 
structure.  The  changes  will  strengthen  staff  capability  in 
the  health  service  area  through  the  Division  of  Medical 
Practice  while  providing  emphasis  on  research  through  the 
new  Center. 

Named  to  the  new  position  of  general  sales  manager  was 
Charles  S.  Lauer,  former  director  of  the  Communications 
Division. 

New  Division  Directors:  Whalen  M.  Strobhar,  former 

assistant  director  of  the  Public  Affairs  Division,  succeeds 
Miller  as  head  of  that  division;  Bernard  P.  Harrison,  former 
director  of  the  Legislative  Department,  becomes  director  of 
the  Division  of  Medical  Practice;  Frank  D.  Campion,  public 
relations  executive  with  the  New  York  Stock  Exchange  and 
former  bureau  chief  for  Life  in  Chicago  and  Los  Angeles, 
becomes  director  of  the  Communications  Division;  and  David 
W.  Powers,  former  director  of  the  Field  Services  Department, 
becomes  director  of  the  Management  Services  Division. 

Joe  Miller  was  at  one  time  director  of  AMPAC  (Amer- 
ican Medical  Political  Action  Committee).  This  or- 
ganization is  paying  the  salaries  of  the  AMA  field  service 
men  from  August  1 through  November  30 — the  political 
campaign  period. 

CHIROPRACTIC  AND  MEDICARE 

Chiropractic  failed  again  in  its  latest  effort  to  gain 
inclusion  under  Medicare.  The  defeat  climaxed  the 
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most  intensive  lobbying  effort  ever  conducted  by 
chiropractors.  Last  year  the  American  Chiropractic 
Association  asked  members  to  mount  a campaign  to 
inundate  Congress  with  3 million  letters.  It  is  believed 
that  Congress  actually  received  about  1 million  letters. 
Members  of  Congress  also  introduced  more  than  100 
bills  calling  for  pro-chiropractic  legislation.  The  com- 
mittee authorized  the  HEW  secretary  to  conduct  a study 
covering  chiropractic  service  on  a very  limited  basis 
under  Medicare,  utilizing  the  experimental  authority 
under  the  Medicaid  program.  Report  of  the  study,  ap- 
parently to  be  confined  to  15  states  now  covering  chiro- 
practic services  under  their  Medicaid  programs,  will 
be  submitted  to  Congress  within  two  years. 

In  its  1968  report  to  Congress,  Independent  Practition- 
ers Under  Medicare,  HEW'  recommended  that  chiro- 
practic services  not  be  covered  because  the  scope  and 
quality  of  chiropractic  education  do  not  prepare  chiro- 
practors to  make  an  adequate  diagnosis  and  proper  treat- 
ment. 

The  chiropractic  campaign  was  countered  by  strong 
programming  efforts  of  AMA’s  Public  Affairs  Division 
and  its  field  offices,  localized  efforts  of  state  and  county 
medical  societies,  and  strong  opposition  of  many  organ- 
izations who  have  fought  against  inclusion  of  chiroprac- 
tic in  Medicare. 

Report  of  the  National  Advisory  Commission.  We 
believe  that  most  of  you  will  be  interested  in  a presenta- 
tion of  the  National  Advisory  Commission  on  Health 
Manpower — recently  transmitted  to  us  by  the  AMA. 

H.  Doyl  Taylor,  Department  of  Investigation  of  the 
AMA,  has  this  to  say:  “We  are  enclosing,  for  your 

information  and  use,  a photocopy  of  one  the  clearest, 
most  concise  presentations  available  on  chiropractic  and 
its  licensure.  It  is  from  the  Report  of  the  National 
Advisory  Commission  on  Health  Manpower. 

This  Commission  was  appointed  by  the  President 
in  1966  to  “develop  recommendations  for  action  by 
government  or  by  private  institutions,  organizations, 
or  individuals  for  improving  the  availability  and  uti- 
lization of  health  manpower.” 

C.  Chiropractors  and  Other  Cultists 

Medical  cultism  involves  the  practice  of  purported  “heal- 
ing" through  methods  or  according  to  theories  which  do  not 
have  a scientifically  accepted  foundation.  Although  chiro- 
practic is  not  the  only  existing  cult,  it  is  the  only  one  which 
still  constitutes  a signficant  hazard  to  the  public.  Osteopa- 
thy, which  in  its  origins  was  similar  to  chiropractic,  has 
progressively  incorporated  the  rigors  of  medical  science  and 
is  currently  being  integrated  with  scientific  medicine. 
Homeopathy  has  also  been  transformed  and  merged  into 
legitimate  allopathic  medicine.  Naturopathy  and  naprop- 
athy  are  rapidly  disappearing  by  attrition.  On  the  other 
hand,  recent  estimates  place  the  number  of  chiropractors 
practicing  in  the  United  States  between  14,360  and  35,000, 
and  the  number  of  patients  treated  by  chiropractors  as  high 
as  3 million  a year. 

1.  The  Cult  of  Chiropractic;  Chiropractic  had  its  origin 
in  an  alleged  cure  of  deafness  by  a back-cracking  performed 
in  1895  by  D,  I).  Palmer,  an  Iowa  grocer  and  “magnetic  heal- 
er.” Subsequent  growth  of  the  cult's  dogma  and  practice 
has  been  narrated  so  often  that  it  need  only  he  summarized 
here. 

Chiropractic  is  represented  by  its  adherents  as  a complete 
and  independent  healing  art  which  can  prevent  and  cure  all 
human  disease.  The  basic  tenet  of  chiropractic  is  that 
diseases  are  caused  by  a dislocation  or  “suhluxation”  of  the 
vertebra  in  the  spine.  This  suhluxation,  it  is  alleged,  is 


accompanied  by  a narrowing  of  the  apertures  between  the 
vertebra,  which  exerts  pressure  upon  the  nerve  branches 
issuing  from  the  spinal  cord,  and  supposedly  results  in  disease 
in  parts  of  the  body  activated  by  the  pinched  nerves.  Chiro- 
practic treatment  is  to  reduce  the  subluxation,  thereby  reliev- 
ing pressure  on  the  nerves,  aiding  the  return  of  “nerve  force,” 
and  purportedly  curing  the  patient’s  illness. 

Medical  authorities  unanimously  agree  that  chiropractic 
has  no  validity.  The  cult’s  theories  have  never  been  sup- 
ported by  objective  evidence,  and  they  have  been  thoroughly 
refuted  by  medical  science.  Besides  considerable  economic 
consequences,  the  dangers  inherent  in  this  healing  cult  are 
twofold.  First,  chiropractic  treatment  frequently  delays 
proper  and  effective  medical  care  until  it  is  too  late.  Second, 
chiropractic  treatment  often  produces  actual  physical  dam- 
age to  patients.  Ideally,  therefore,  the  statutes  should  be 
repealed  to  remove  the  cult’s  shield  of  legitimacy.  Realistical- 
ly, however,  since  repeal  is  unlikely  in  light  of  the  power  of 
the  chiropractic  lobby,  suggestions  are  made  here  for  im- 
provements in  statutory  formulation  and  enforcement.  But 
it  should  be  recognized  that  no  matter  how  high  they  are  set, 
no  matter  how  strictly  they  are  enforced,  licensure  standards 
cannot  redeem  the  scientific  invalidity  of  chiropractic. 
Moreover,  increased  official  attention  to  licensure  provisions 
can  only  lend  credence  to  public  misconception  regarding 
chiropractors. 

In  the  light  of  these  facts,  the  only  legal  issue  regarding 
chiropractic  is  how  best  to  protect  the  public  from  its  dangers. 
The  goal  of  licensure  laws  for  health  professions  and  occupa- 
tions, as  previously  noted,  is  to  permit  only  those  who  are 
properly  qualified  by  their  education,  training,  and  ethics  to 
provide  particular  kinds  of  health  care.  Mandatory  medical 
licensure  laws  have  significantly  contributed  to  the  elimina- 
tion of  cultism,  quackery,  and  inferior  medical  education. 
However,  there  is  one  paradoxical  exception  to  this  accom- 
plishment— the  licensing  of  chiropractors. 

2.  The  Legal  Status  of  Chiropractic.  A.  Licensure: 
Among  the  many  triumphs  of  chiropractic,  none  is  more  re- 
markable than  its  achievement  of  licensure  status  in  all  but 
three  States  . The  first  licensing  act  was  passed  by 
Kansas  in  1913.  By  1915,  five  States  had  such  laws;  by  1925, 
32  . Legislators  in  most  of  the  remaining  States,  caught 

between  the  clear  fact  of  the  falsity  of  chiropractic  practice 
and  belief  and  the  equally  clear  fact  that  chiropractors 
enjoyed  licensure  in  more  than  half  of  the  States,  threw  up 
their  hands  in  embarrassed  confusion.  Most  decided  that 
the  lesser  evil  was  to  license  the  cult  and  thus  at  least  bring 
it  under  regulation. 

The  rationale  for  mandatory  licensure  of  chiropractors — in 
all  States  except  Louisiana  and  Mississippi — is  to  limit 
chiropractors’  functions  to  a sphere  in  which  they  are  sup- 
posedly qualified,  to  assure  that  they  meet  specified  educa- 
tional requirements,  and  otherwise  to  control  their  activities. 
The  following  review  of  selected  features  of  licensure  statutes 
demonstrates  that  these  goals  have  not  been  realized. 

(1)  Definitions,  Scope,  and  Effect.  Mandatory  licensure 
statutes  provide  varying  definitions  of  the  practice  of  chiro- 
practic. Several  statutes  describe  the  peculiar  theories  of 
chiropractic,  but  most  define  its  practice  in  terms  of  the 
particular  methods  used  by  chiropractors.  Although  these 
definitions  differ  considerably  in  specific  details,  all  are 
generally  designed  to  confine  chiropractors  to  manual  manip- 
ulation or  mechanical  adjustment  of  the  spinal  column  and  to 
exclude  them  from  the  prescription  of  drugs,  the  performance 
of  surgery,  or  the  administration  of  other  medical  therapy. 
Some  statutes,  however,  either  define  or  allow  chiropractors 
to  practice  chiropractic  “as  taught  in  chiropractic  schools 
or  colleges”  or  “in  accordance  with  the  method,  thought, 
and  practice  of  chiropractors.”  The  latter  phrases,  unless 
restrictively  interpreted  by  licensing  boards  or  by  the  courts, 
may  open  the  door  to  the  full  practice  of  medicine  except  for 
major  surgery.  For  chiropractors  have  proclaimed  their  ' 
opposition  to  definitional  ctmstraints  upon  their  practice: 

There  is  no  special  merit  in  having  any  single  definition 

of  chiropractic,  for  any  such  would  tend  to  straightjacket  I 
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(sic)  the  educational  process  ...  I would  urge  avoiding 
any  narrow  limiting  of  the  scope  and  definition  of  practice 
which  can  only  tend  to  prevent  growth  and  understanding. 
At  work  is  the  pragmatic  factor  where  the  scope  of 
practice  is  determined  by  practitioners  in  their  offices. 
Because  of  this  tendency  of  practicing  chiropractors  to 
expand  the  actual  scope  of  their  functions,  a special  burden 
is  placed  upon  State  legislatures  to  specify  prohibited  activ- 
ities and  upon  State  licensing  agencies  to  enforce  such  pro- 
scriptions. 

In  most  jurisdictions  where  they  are  licensed,  chiropractors 
are  permitted  to  use  the  titles  of  “doctor"  or  “physician." 
Some  statutes,  however,  limit  licensees  to  the  title  “doctor” 
or  the  prefix  “Dr.,”  which  must  be  accompanied  by  the  words 
“chiropractor”  or  “chiropractic”  or  by  the  letters  “U.C.” 
These  titles  only  increase  the  possibilities  of  public  confusion 
created  by  chiropractic  licensure.  More  particularly,  desig- 
nations of  chiropractors  as  having  achieved  dcKtorate  degrees 
seem  to  misrepresent  the  nature  of  chiropractic  education. 

(2)  Educational  Qualifications.  Chiropractic  education 
and  training  are  appallingly  inadequate,  as  has  been  well- 
documented  by  both  independent  and  chiropractic  studies. 
There  are  currently  12  schools  of  chiropractic  recognized  by 
the  two  chiropractic  associations,  but  none  is  accredited  by 
any  agency  recognized  by  the  National  Commission  on  Ac- 
crediting or  the  U.S.  Office  of  Education,  and  no  school  has 
full  accreditation  even  by  the  American  Chiropractic  Asso- 
ciation or  the  International  Chiropractic  Association.  The 
faculties  of  these  schools  are  poorly  qualified,  and  the  ratio 
of  faculty  to  students  is  extremely  low. 

Admission  requirements,  although  also  low,  are  dubiously 
enforced.  A study  of  actual  admission  applications  showed 
that  chiropractic  schools  do  not  observe  their  own  admission 
rules,  and  admit  students  with  less  than  high  school  educa- 
tion and  questionable  credentials. 

Licensure  statutes  which  specify  educational  attainments 
prior  to  admission  to  chiropractic  schools  are  about  evenly 
divided  between  requiren>ents  of  high  school  graduation  or 
its  equivalent  and  requirements  of  two  years  of  college.  For 
chiropractors,  however,  perhaps  the  most  significant  licensure 
requirement  is  passage  of  basic  science  examinations  in 
jurisdictions  where  they  are  required.  In  those  States  in 
which  the  same  examinations  are  given  to  medical  and  chiro- 
practic students,  and  the  examinations  are  uniformly  graded 
by  the  same  board,  an  average  of  81.4  per  cent  of  all  physi- 
cians pass  their  first  examination,  whereas  an  average  of  84.5 
per  cent  of  chiropractors  fail.  Chiropractic  students  show 
improved  performance  on  examinations  separately  adminis- 
tered and  graded  by  boards  of  chiropractors,  so  that,  national- 
ly, about  a third  of  them  pass  this  test  of  nonclinical  scientific 
knowledge.  However,  basic  science  requirements,  like  other 
standards,  may  be  subverted  through  licensure  by  interstate 
reciprocity  between  “tough”  and  “easy”  jurisdictions. 
Similarly,  since  chiropractic  licensure  is  entirely  a twentieth- 
century  creation,  a substantial  number  of  chiropractors  are 
insulated  from  such  standards  by  “grandfather”  clauses 
which  exempt  chiropractors  already  (and  usually  illegally)  in 
practice  when  licensure  statutes  were  passed. 

(3)  Alternate  Licensure.  The  experience  of  the  last  half 
century  wdth  attempts  to  control  chiropractic  through 
licensure  laws  leads  to  the  conclusion  that  more  effective 
safeguards  are  needed.  The  Louisiana  Medical  Practice  Act 
may  well  serve  as  a model.  Basically,  the  Louisiana  licensure 
statute  prohibits  the  practice  of  chiropractic  unless  the 
practitioner  is  also  a medical  doctor.  This  requirement 
provides  a more  effective  safeguard  than  licensure  of  chiro- 
practors because  it  assures  that  the  practitioner  will  possess 
the  education  and  training  necessary  to  understand  his 
diagnosis  and  prescribed  therapy  in  terms  of  medical  princi- 
ples as  well  as  those  of  chiropractic.  Medical  education  and 
training  should  be  required  of  adherents  to  chiropractic  be- 
cause: 

There  should  be  no  such  thing  as  limited  education  and 
training  when  one  is  dealing  v/ith  human  illness.  You 
cannot  limit  the  extent  to  which  a disease  process  or  an 


ailment  will  affect  the  human  body.  The  person  who 
assumes  the  responsibility  for  treating  human  beings  must 
be  prepared  to  treat  the  whole  person.  He  must  be 
qualified  to  provide  the  care  of  the  whole  person.  He 
cannot  restrict  himself  to  just  one  system  of  treatment;  he 
must  employ  all  technics  that  will  be  of  benefit  to  the  pa- 
tient. 

B.  Other  Regulation  and  Recognition.  With  similar 
reasoning,  a few  courts  have  held  chiropractors  to  medical 
standards  of  performance  in  cases  of  civil  criminal  negligence: 
If  a person  undertakes  to  cure  those  who  search  for  health 
and  who  are  because  of  their  plight,  more  or  less  susceptible 
of  following  the  advice  of  anyone  who  claims  the  knowledge 
and  means  to  heal,  he  cannot  escape  the  consequences  of 
his  gross  ignorance  of  accepted  and  established  treatment 
ofdisea.ses 

Chiropractors  may  also  be  subject  to  the  same  State  and 
municipal  public  health  regulations  which  apply  to  physi- 
cians. Most  chiropractic  licensure  statutes  so  provide,  and 
require  or  permit  licensed  chiropractors  to  execute  various 
health  reports  and  certificates.  These  provisions  usually 
include  death  certificates  and  four  States  specifically  include 
birth  certificates.  On  the  other  hand,  chiropractors  are 
prohibited  by  statute  from  signing  any  reports  or  certificates 
in  New  Jersey,  birth  or  death  certificates  in  Maryland,  and 
birth  certificates  in  Tennessee.  Although  most  statutes  do 
not  deal  with  hospital  privileges,  the  North  Carolina  statute 
gives  licensed  chiropractors  access  to  public  hospitals,  and 
in  North  Dakota  these  licensees  may  practice  in  any  public  or 
private  hospital  or  other  institution  when  requested  so  to 
do  by  any  patient  or  the  guardian  of  any  patient. 

Chiropractic  has  achieved  an  impressive  array  of  other 
legal  and  official  recognitions.  For  example.  Federal  funds 
are  available  to  chiropractic  students  and  practitioners  under 
programs  established  by  the  Social  Security  Act  (but  not 
Medicare  or  Medicaid),  the  U.S.  Employee’s  Compensation 
Act,  and  the  G.l.  bills  of  rights.  In  addition,  the  U.S. 
Bureau  of  the  Budget  classifies  chiropractic  as  one  of  the  four 
major  healing  professions;  the  U.S.  Immigration  Service 
admits  foreign  chiropractic  students  outside  of  quotas;  the 
Selective  Service  Act  has  permitted  the  deferment  of  chiro- 
practic students;  and  the  Internal  Revenue  Service  permits 
income  tax  deductions  for  chiropractic  fees.  Chiropractic 
services  qualify  for  indemnification  under  most  State  work- 
men’s compensation  acts,  and  under  a great  many  insurance 
policies.  These  official  recognitions  of  chiropractic  tend 
to  promote  chiropractic  rather  than  limit  its  scope  and  effect, 
which  is  the  premise  of  licensure.  The  basic  assumption  of 
licensure  of  chiropractors — that  licensure  facilitates  regula- 
tion— should  be  re-examined. 

Summary  and  Conclusions 

Licensure  laws  clearly  affect  the  delivery  of  medical  care 
by  physicians.  By  setting  minimal  qualifications  for  entering 
into  and  remaining  in  the  medical  profession  these  laws 
affect  educational  curriculums,  approval  of  educational 
institutions  and  programs  of  graduate  education  delegation 
of  responsibilities  to  allied  and  auxiliary  personnel,  geograph- 
ic mobility,  and  substantive  and  procedural  rules  governing 
actions  for  violation  of  these  minimal  standards. 

This  study  of  licensure  laws  affecting  physicians,  osteo- 
paths, and  chiropractors  indicates,  among  other  things,  that: 

1.  Current  statutory  provisions  impose  constraints  on 
medical  school  curricular  innovations; 

2.  Specific  statutory  requirements  restrain  needed 
developments  in  graduate  medical  education,  such  as  elimi- 
nation of  the  internship  as  a separate  entity  and  substitution 
therefor  of  appropriate  programs  of  graduate  medical  educa- 
tion integrated  with  undergraduate  medical  education; 

3.  Initial  licensure  examination  requirements  of  the 
States  do  not  measure  many  of  the  qualities  relevant  to  fitness 
to  practice  and  are  not  necessarily  relevant  to  current  goals 
of  undergraduate  medical  education; 

4.  Legal  requirements  for  programs  in  continuing  medi- 
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cal  education  to  prevent  educational  obsolescence  are 
absent; 

5.  Incomplete  interstate  recognition  of  medical  licenses 
results  in  barriers  to  geographic  mobility  of  physicians; 

6.  Licensure  requirements  for  foreign  medical  graduates 
are  not  generally  geared  specifically  to  fitness  to  practice 
high  quality  American  medicine; 

7.  Delegation  of  tasks  to  allied  and  auxiliary  personnel 
is  governed  by  statutes  which  may  be  restrictive,  ambiguous, 
or  unrelated  to  accepted  custom  and  usage; 

8.  Statutory  interpretations  relevant  to  delegations  of 
tasks  by  physicians  to  allied  and  auxiliary  personnel  are 
not  always  based  on  the  realities  of  the  deliverv’  of  modern 
medical  care; 

9.  Osteopaths  cannot,  under  present  laws,  be  inte- 
grated fully  into  the  practice  of  medicine  so  as  to  permit  their 
addition  to  the  pool  of  physician  manpower;  and 

10.  Attempts  to  control  unscientific  schools  of  practice 
or  cultism  by  licensure  cannot  give  unscientific  practices  a 
scientific  basis  but  can  endanger  the  public  by  giving  unsci- 
entific schools,  such  as  chiropractic,  protection  through  the 
sanction  of  law. 

Resolution  of  these  problems  will  require  legislative,  rather 
than  judicial  action.  Judicial  action  permits  resolution  of 
problems  only  on  a case-by-case  basis,  with  decisions  limited 
to  the  facts  and  circumstances  of  each  case.  Since  licensure 
laws  are  quasicriminal  in  nature,  judicial  decisions  in  these 
cases  are  unlikely  to  result  in  the  establishment  of  broad 
principles  which  would  transcend  the  immediate  facts  before 
the  courts. 

The  legislative  process,  however,  can  establish  broad 
principles.  It  can  consider  facts,  evidence,  and  social  policy 
without  the  procedural  limitations  of  the  judicial  process. 
Moreover,  it  can  delegate  many  interpretative  functions  to 
the  administrative  process  in  which  the  tribunals  have  both 
expertise  and  flexibility. 

Among  the  many  problems  presented  by  the  medical 
licensure  laws,  without  question,  the  issue  of  delegation  of 
tasks  is  a highly  significant,  if  not  the  most  significant, 
problem  requiring  resolution.  It  involves  not  only  the  medi- 
cal profession,  but  also  nursing  and  other  allied  and  auxiliary 
professions  and  occupations.  Resolution  of  the  problem  of 
delegation  will  require  consideration  of  the  legal  regulation 
and  scope  of  function  of  all  the  professions  and  occupations 
comprising  the  manpower  matrix  rendering  personal  health 
care.  If  the  legal  authority  affecting  the  functions  of  physi- 
cians and  other  health  professions  and  occupations  is  amend- 
ed, the  composition  of  the  official  licensing  agency  and  its 
relation  to  other  agencies  of  government  must  be  reconsidered. 
Careful  study,  analysis,  and  consultation  among  the  health 
professions  will  be  necessary  to  develop  guidelines  for  legisla- 
tive resolution  of  the  issue  of  delegation  and  other  problems 
in  licensure. 

DIVISIONS 

Executive  Assistant.  The  tasks  assigned  to  this 
office  are  myriad;  and  they  have  been  increasing  in  num- 
ber yearly.  A few  months  ago,  we  added  another  staff 
member  in  order  to  keep  up  with  the  great  load. 

In  addition  to  routine  matters,  the  following  work  was 
accomplished. 

Approximately  400  letters  concerning  committee 
appointments  were  prepared  and  mailed. 

A summary  of  the  minutes  of  the  1970  House  of 
Delegates  meeting  was  compiled  and  transmitted  to 
members  of  the  House. 

/rhe  official  minutes  of  the  1970  House  of  Delegates 
were  prepared  for  publication  in  the  New  York  State 
Journal  of  Medicine. 

'I'he  list  of  county  society  officers  was  edited  for 
publication  in  the  New  York  State  Journal  of  Medicine. 
It  appeared  in  the  September  If),  1970,  issue. 


The  minutes  of  the  New  York  Delegation  to  the 
AMA  were  prepared. 

Letters  were  sent  to  all  concerned  asking  that 
annual  reports  be  in  our  hands  by  October  1,  so  that  they 
would  be  ready  for  presentation  to  the  Journal  before  its 
deadline  of  November  15. 

. . County  medical  societies,  district  branches,  and 
sections  were  requested  to  send  in  the  names  of  their 
delegates  to  the  House  for  its  meeting  next  February. 

Letters  asking  presidents  of  county  medical  socie- 
ties, presidents  of  district  branches,  and  the  chairmen 
of  sections  to  send  in  recommendations  for  appointments 
to  the  committees  of  the  State  Society  were  mailed  out 
on  July  29,  1970,  with  a deadline  of  October  15. 

Scientific  Activities.  Following  the  annual  meeting, 
the  director  met  with  the  Commissioner  of  Mental  Hy- 
giene regarding  the  admission  policy  of  elderly  patients 
to  State  mental  hospitals.  There  was  a distinctive 
“softening-up”  of  points  of  view.  The  review  teams 
of  the  hospitals  were  being  better  oriented  about  their 
tasks.  Obviously,  flak  from  all  directions  had  succeeded 
in  carrying  the  message  of  dissatisfaction  of  physicians, 
hospital  administrators,  and  nursing  home  people. 

In  March,  there  was  another  meeting  with  the  Com- 
missioner. Ray  Trussell,  M.D.,  a member  of  the  State 
Hospital  Review  and  Planning  Council,  and  several  men 
from  the  State  Health  Department  attended.  It  was 
decided  that  a change  in  the  Hospital  Code  would  not  be 
feasible  at  that  time;  rather  an  attempt  would  be  made 
to  have  personnel  from  nursing  homes  learn,  via  meet- 
ings with  the  Department  of  Mental  Hygiene  personnel, 
how  to  care  for  ailing  patients  who  become  confused. 

During  the  middle  of  March,  the  question  was  raised 
by  the  MSSNY’s  Communications  Division  as  to  what 
role  the  Medical  Society  should  play  in  the  drug  abuse 
problem.  About  this  time,  the  Public  Health  Council 
became  involved;  and  it  was  recommended  that  the 
MSSNY  stay  within  the  limits  of  its  competence,  but 
cooperate  with  the  committee  from  the  Public  Health 
Council,  which  the  Governor  appointed. 

The  Public  Health  Council  committee  met  with  the 
Governor  and  his  secretary,  who  agreed  to  finance  a 
Desk  Manual  for  Physicians  on  Drug  A buse.  This  would 
be  a cooperative  effort  of  the  State  Department  of  Health 
and  the  Medical  Society  of  the  State  of  New  York. 

April  was  the  “abortion  month.”  Again,  the  Public 
Health  Council  had  a committee  to  set  up  guidelines — 
as  did  the  MSSNY.  There  was  overlapping  of  member- 
ship in  these  two  groups.  The  final  guidelines  for  both 
committees  were  practically  the  same.  Again,  the 
MSSNY  demonstrated  cooperation  with  State  govern- 
mental agencies,  the  two  committees  meeting  with  the 
Public  Health  Council  for  the  purpose  of  uniformity  of 
guidelines. 

During  April,  an  analysis  of  the  Bylaws  of  the  District 
Branches  was  made.  The  analysis  was  distributed  to  all 
district  branches,  the  Council,  and  the  Trustees  of  the 
MSSNY. 

A survey  of  county  medical  societies  showed  that  seven 
counties — Broome,  Chenango,  Clinton,  Genesee,  Otsego, 
Schenectady,  and  Suffolk— have  some  kind  of  scholar- 
ship program,  but  from  these  counties  only  ten  students 
were  being  given  aid.  A bill  was  passed  by  the  Legis- 
lature this  year  which  provides  $1,500  per  student  in  the 
private  medical  colleges. 

In  April  much  time  was  given  to  further  the  Medical 
Archives  on  a Statewide  basis.  A meeting  was  held 
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at  Ithaca  which  created  much  interest.  Several  upstate 
counties  are  now  in  touch  with  the  Regional  History  and 
University  Archives  at  Cornell.  Much  material  from 
individuals  is  now  coming  in. 

The  director  spent  considerable  time  on  the  subject 
of  continuing  education.  This  committee  had  skirted 
the  question  of  compulsory  continuing  education  on 
several  occasions.  Last  April,  the  committee  learned  of 
a bill  that  would  be  introduced  in  the  1971  Legislature, 
by  the  New  York  City  Department  of  Health,  requiring 
continuing  education  for  licensure.  It  then  made  plans 
for  a meeting  of  Deans,  Regional  Medical  Program  direc- 
tors, and  other  interested  people.  This  conference  was 
held  on  September  12.  This  subject  will  be  a burning 
issue  in  1971  if  the  New  York  City  Health  Department 
introduces  the  bill  it  has  in  mind. 

During  August,  September,  and  October  there  was 
much  detail  work  on  drug  abuse.  An  important  meeting 
was  held  on  October  18  in  Rochester.  We  hope  to  get 
“faculty”  from  this  group  for  hospital  staff  meetings  to 
be  held  later.  The  MSSNY  is  being  given  credit  for  all 
it  has  done  and  is  doing. 

Mrs.  Evelyn  ('lark  has  conducted  the  compilation  of 
events  for  What  Goes  On  and  has  attended  to  the  details 
of  physicians’  placement  in  a competent  manner.  She 
has  had  several  complimentary  notes  from  citizens  and 
physicians  who,  through  Mrs.  Clark’s  efforts,  have 
been  brought  together  with  mutual  “good  luck  and  good 
feelings.” 

Miss  Mollie  Pesikoff  continues  to  work  out  the  details 
of  session  and  section  speakers  in  an  efficient  manner. 
This  involves  many  telephone  calls  and  correspondence. 
At  the  July  meeting  of  the  associate  and  section  chair- 
men, there  seemed  to  be  unusual  competitive  interest  in 
setting  up  meetings  of  a high  order.  Miss  Pesikoff  also 
develops  the  plans  of  the  annual  scientific  exhibits. 

In  May,  the  director  attended  the  Third  National 
Conference  on  Voluntary  Health  Agencies,  in  Washing- 
ton. It  appears  that  consumer  groups  are  “in  the  sad- 
dle” and  will  “call  the  shots”  in  many  areas.  Sugges- 
tions that  medical  societies  have  lay  members  on  their 
boards  was  the  latest  pressure  for  consumer  participa- 
tion. 

In  June,  the  director  presided  at  the  opening  meeting 
of  the  Annual  Health  Conference,  introducing  Dr.  Walls, 
the  Governor,  and  others.  Also,  in  June,  much  attention 
was  given  to  the  Desk  Manual  for  Physicians  on  Drug 
Abuse. 

In  September,  the  director  attended  a Health  Resour- 
ces Commission  meeting.  During  the  summer  and 
September,  he  has  been  in  touch  with  many  people  about 
physicians’  assistants. 

Scientific  Publications.  During  1970,  the  New  York 
State  Journal  of  Medicine  was  published  twice  a 
month,  on  the  first  and  fifteenth,  for  a total  of  24  issues. 
Included  in  these  were  the  following:  January  1,  the 

Convention  issue;  June  1,  the  Minutes  of  the  1970  House 
of  Delegates;  and  June  15  and  December  15,  the  Semi- 
annual Indexes. 

As  of  the  date  of  this  report,  460  manuscripts  have 
been  submitted  during  1970,  of  which  239  have  been 
accepted;  55  rejected;  139  referred  to  consultants;  17 
returned  for  revision;  and  the  remainder  are  still  under 
consideration. 

This  year  we  have  continued  our  endeavors  to  make 
the  Journal  an  outstanding  scientific  publication,  as 


directed  by  the  House  of  Delegates.  The  papers  pre- 
sented at  the  annual  meeting  are  growing  in  importance; 
and  increased  interest  of  those  planning  the  scientific 
sessions  is  of  great  benefit.  We  have  published  many 
outstanding  reports.  New  departments  include  Uro- 
logic-Radiologic  Reviews  and  Grand  Rounds.  A con- 
tinuing series  of  lectures  on  the  newest  advances  in  can- 
cer research  and  therapy  presented  monthly  at  the  Uni- 
versity of  Rochester  School  of  Medicine  and  Dentistry 
reflect  diversified  interests  and  have  received  wide 
comment  from  the  press,  university  faculties,  and  the 
profession  generally. 

During  the  summer  and  fall  months,  the  Communica- 
tions Division  distributed  questionnaires  to  physicians 
at  area,  district,  and  specialty  meetings  to  determine 
the  feelings  of  physicians  toward  the  value  of  the 
Journal.  The  returns  have  been  overwhelmingly  favor- 
able. We  feel  they  are  representative,  since  the  method 
of  distribution  assures  a high  per  cent  of  return  and  the 
answers  are  anonymous.  The  Journal  is  read  and 
studied  by  the  great  majority  of  respondents;  and  many 
of  the  comments  are  notable.  These  questionnaires  will 
be  analyzed  more  fully  later  and  the  results  reported. 

As  of  January  1,  1971,  the  Journal  will  have  a new  for- 
mat, using  offset  procedure.  The  size  (8^2"  by  11") 
is  a standard  size,  which  will  be  helpful  in  advertising. 
Also,  type  sizes  are  to  be  enlarged  slightly  for  better 
appearance  and  greater  legibility. 

In  appreciation  of  their  contributions  to  the  Journal, 
the  associate  editorial  board,  department  editors,  and 
officers  of  the  MSSNY  were  feted  at  the  annual  editors’ 
dinner,  held  December  16,  at  the  Canadian  Club  of  the 
Waldorf-Astoria,  New  York  City.  Paul  F.  Cranefield, 
M.D.,  associate  professor.  Rockefeller  University,  and 
editor,  the  Journal  of  General  Physiology,  was  the  guest 
speaker. 

Research  and  Planning.  During  the  year  the  major 
activities  of  the  Division  of  Research  and  Planning  have 
been  distributed  in  staffing  three  units:  the  Ad  Hoc 

Committee  to  Study  the  Constitution  and  Bylaws;  the 
Administration;  and  the  Committee  on  Research  and 
Planning. 

About  one  year  ago,  the  Division  had  completed  its 
rearrangement  of  the  entire  Constitution  and  Bylaws 
on  the  basis  of  coherence  and  uniformity.  When  the  Ad 
Hoc  Committee  to  Study  the  Constitution  and  Bylaws 
was  appointed  in  the  Spring  of  1970,  each  member  was 
sent  a copy  of  the  rearranged  version  in  advance  of  its 
first  meeting.  At  that  session  on  May  20,  the  commit- 
tee’s principal  decision  was  co  request  preparation  of 
still  another  version  in  which  the  rearranged  Constitu- 
tion and  Bylaws  would  be  combined.  Accordingly,  the 
Division  of  Research  and  Planning  prepared  a combina- 
tion of  the  rearranged  Constitution  and  Bylaws  with 
deletion  of  duplication.  This  combined  version  was 
reviewed,  line  by  line,  and  revised  furthe*’  by  the  ad  hoc 
committee,  at  a meeting  on  June  22.  The  latest  revised 
draft  was  then  readied  by  the  Division. 

On  the  same  topic,  the  Division  is  compiling  a record 
of  all  the  amendments  as  well  as  rejected  or  unacted  on 
proposals  of  amendments  to  both  the  Constitution  and 
Bylaws  that  have  occurred  over  the  years.  This  compila- 
tion will  include  not  only  the  substance  of  the  amend- 
ments or  proposals,  but  also  the  proposer  and  the  rea- 
sons. 

Since  the  Staff  Handbook  of  the  Medical  Society  of  the 
State  of  New  York  has  become  outdated,  a committee 
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was  appointed  with  the  director  of  the  Division  as  chair- 
man, to  make  recommendations  for  revision  of  the  man- 
ual. This  committee  held  six  meetings.  A draft  of  the 
revised  handbook  has  been  submitted  to  the  execu- 
tive vice-president. 

For  use  at  meetings  on  the  assessment  for  the  new 
building,  the  Division  was  asked  to  compose  a historical 
sketch  of  the  evolution  of  a permanent  building  for  the 
Society  including  official  utterances,  discussions,  and 
actions.  To  obtain  the  necessary  material,  a search  of 
the  records  was  conducted.  From  the  material  gathered, 
the  sketch  was  prepared. 

In  the  autumn  of  1969,  the  Committee  on  Research 
and  Planning  had  issued  an  exposition  of  its  conception 
of  its  proposed  public-benefit,  nonprofit  corporations 
that  would  bring  together  physicians  and  hospitals 
toward  common  desired  objectives  of  solving  important 
problems  in  delivery  of  medical  care.  In  October,  1969, 
this  document  was  sent  to  a committee  chairman  of  the 
New  York  State  Hospital  Association,  at  his  request. 
The  Association  was  invited  to  join  the  Committee  on 
Research  and  Planning  in  exploring  the  subject. 
Receipt  of  the  document  was  acknowledged  in  Novem- 
ber by  the  executive  vice-president  of  the  Hospital  Asso- 
ciation. No  word  has  come  from  the  Association  since 
that  time.  In  view  of  the  prolonged  silence  of  the  Hospi- 
tal Association,  the  Committee  on  Research  and  Plan- 
ning decided  to  renew  its  own  discussions  on  its  already 
determined  objectives.  The  Division  prepared  the 
agenda  for  three  meetings  of  the  Committee  on  Research 
and  Planning. 

In  January,  the  director  gave  a talk  on  “What  the  Fu- 
ture Holds  for  the  Private  Practice  of  Medicine”  to  the 
staff  of  the  Long  Island  Jewish  Hospital. 

In  February,  he  represented  the  Medical  Society  of 
the  State  of  New  York  at  a meeting  of  the  Department  of 
Mental  Hygiene  of  New  York  State  in  Albany.  At  the 
session,  the  Department  presented  its  current  program. 

Communications  Division.  1.  Department  of  Public 
Relations.  In  cooperation  with  the  Committee  on  the 
Proposed  Universal  Health  Insurance  Law  and  the  Medi- 
cal Liability  Insurance  and  Defense  Board,  tbe  Depart- 
ment planned  tbe  area  conferences,  mentioned  previ- 
ously. An  innovation  of  the  1970  area  conferences  was 
the  invitation  to  senior  medical  school  students  of  each 
of  the  New  York  State  medical  schools.  Attendance  of 
medical  students  was  satisfactory,  and  this  reaction 
leads  us  to  believe  that  this  program  will  be  repeated  at 
future  area  conferences. 

The  Third  Annual  Conference  of  County  Medical 
Society  Executives  and  the  Executives  of  MSSNY  was 
held  at  Westchester  County  Medical  Society  on  October 
16,  1970. 

The  details  of  the  cornerstone  installation  ceremony 
for  the  new  MSSNY  headquarters  building  were  ar- 
ranged. Many  items  of  historical  value  were  placed  in 
the  sealed,  co{>per  box  inside  of  tbe  cornerstone. 

Four  Hotlines  were  released  during  1970.  Tbe  sub- 
jects of  these  Hotlines  were:  (a)  a roundup  of  the  legis- 
lative activity  in  1970;  (b)  recommended  abortion  guide 
lines;  (c)  notice  of  tbe  assessment  for  the  construction 
of  the  new  headquarters  building;  and  (d)  the  elimina- 
tion of  the  mandatory  AM  A membership  requirement 
for  MSSNY  members. 

The  Albion  O.  Bernstein,  M.D.,  competition  for  scien- 
tific achievement  was  announced  and  promotional 
materials  were  mailed  throughout  the  United  States. 


2.  Department  of  Legislative  Activity.  A mass-mail- 
ing to  presidents,  secretaries,  executive  secretaries, 
legislation  committee  chairmen,  and  legislation  contact 
participants,  urging  opposition  to  S.  9181,  Governor’s 
Universal  Health  Insurance  Bill,  was  made  during  the 
month  of  April. 

Fifteen  issues  of  Capitol  News  were  released  during 
the  legislative  session  of  1970. 

The  Annual  Conference  of  County  Medical  Society 
Legislation  Activity  participants  was  arranged  and  pro- 
moted. The  meeting  was  held  on  November  12,  in  Syra- 
cuse, to  apprise  county  medical  society  representatives  of 
the  aims  of  MSSNY  in  1971  and  to  solicit  county  medical 
society  recommendations  for  our  legislative  effort. 

The  coordinator  participated  in  meetings  of  the 
Board  of  Directors  of  the  New  York  State  Association  of 
Professions,  held  throughout  the  year.  He  secured  the 
Board’s  endorsement  and  support  of  the  Professional 
Service  Corporation  Law  and  their  opposition  to  the 
revision  of  the  Education  Law. 

The  coordinator  also  testified  at  the  Legislative  Con- 
ference conducted  by  the  New  York  State  Board  of  Re- 
gents, Albany,  where  he  presented  a statement  on  be- 
half of  our  executive  vice-president,  outlining  MSSNY’s 
position  on  the  proposed  revision  of  the  State  Educa- 
tion Law  governing  professions. 

He  also  moderated  the  session  on  Universal  Health 
Insurance  during  the  area  conference  held  in  Albany. 

By  invitation,  he  addressed  the  stated  meeting  of  the 
Oneida  County  Medical  Society  in  mid-May  on  the 
results  of  MSSNY’s  activities  during  the  1970  session 
of  the  State  Legislature. 

Several  important  public  hearings  conducted  by  key 
committees  of  the  State  Legislature  were  monitored  by 
the  coordinator.  Among  these  were  two  hearings  held 
by  the  Senate  Health  Committee  on  Malpractice  and 
Physician’s  Assistants;  and  the  Education  Committees 
of  the  Senate  and  Assembly  on  Revision  of  the  State 
Education  Law. 

The  coordinator  also  represented  the  MSSNY  at  con- 
ferences sponsored  by  the  New  York  City  Health  Depart- 
ment with  representatives  of  the  Coordinating  Council, 
New  York  City,  in  regard  to  a proposed  mandatory  con- 
tinuing education  law. 

3.  Coordinator  of  News  Media.  In  April,  1970,  Anton 
Finelli  joined  the  Communications  Division  as  coordi- 
nator of  News  Media  and  editor  of  the  News  of  New 
York. 

Several  new  items,  such  as  “News  Briefs,”  “Faces,” 
monthly  editorials,  and  a series  of  articles  on  the  most 
active  committees  of  the  Commission  on  Public  Health 
and  Education,  have  appeared  in  the  MSSNY  monthly 
bulletin. 

We  continue  to  be  plagued  by  the  very  slow  delivery 
of  the  News  by  the  Post  Office  Department.  Al- 
though an  investigation  into  the  delays  experienced 
with  delivery  has  been  made,  we  continue  to  find 
extremes  of  two  and  one-half  weeks  for  mailing,  and  no 
real  improvement  seems  to  result. 

Releases  to  the  news  media  were  made  on  abortion 
legislation  and  the  MSSNY  abortion  guidelines, 
MSSNY’s  position  on  the  Governor’s  Universal  Health 
Insurance  Bill,  findings  of  several  committees  of  the 
Commission  on  Public  Health  and  Education,  and  the 
cornerstone  installation  ceremony  for  the  new  building. 

4.  Department  of  Information.  Use  of  the  Informa- 
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tion  Department  by  the  membership  and  the  public 
continues  to  grow. 

The  year  1970  brought  an  abundance  of  telephone  and 
mail  activities  related  to  the  new  State  law  on  abortions 
and  the  crop  of  abortion  “services”  which  sprouted  up  in 
the  vicinity  of  New  York.  Correspondence  emanated 
from  many  states  and  Canada.  In  duly  alone,  4(K) 
telephone  calls  and  55  mail  inquiries  were  received  on 
this  subject. 

The  Department  continues  to  cooperate  with  the 
National  Better  Business  Bureau,  the  AM  A Department 
of  Investigation,  American  Cancer  Society,  Arthritis 
Foundation,  and  many  county,  state,  and  national 
medical  associations  to  unearth  information  about 
fraudulent  and  questionable  medical  and  medically- 
oriented  organizations,  products,  and  services. 

Several  appearances  of  physicians  on  radio  and  tele- 
vision broadcasts  were  handled  by  this  Department, 
when  it  undertook  the  Speakers  Bureau  activity  during 
1970. 

5.  Department  of  Field  Service.  The  regional  repre- 
sentatives continue  to  serve  in  all  possible  ways  by  ex- 
tending MSSNY  policy  to  the  county  medical  societies 
and  members. 

Extensive  assistance  to  the  medical  society  health 
shows  was  offered. 

Physical  arrangements  for  area  conferences  and  the 
selection  of  the  conference  sites  were  accomplished,  and 
promotion  assistance  was  given  to  the  conferences. 

Important  aid  was  given  to  the  New  York  State  Health 
Department’s  Office  of  Medical  Manpower,  by  con- 
ducting a survey  on  how  New  York  practicing  physicians 
are  affected  by  the  epidemic  abuse  and  misuse  of  drugs 
in  the  population. 

Division  of  Medical  Services.  On  April  4,  the  direc- 
tor spoke  at  the  annual  convention  of  the  Peripheral 
Vascular  Society  of  America,  regarding  the  progress 
made  by  “organized  medicine”  in  the  development  of 
guidelines  in  evaluating  physicians’  services,  bringing  to 
their  attention  that  the  first  relative  value  study  was 
initiated  in  1953  bv  Francis  J.  Cox,  M.D.,  and  published 
in  1956. 

On  May  25,  he  met  with  Dr.  Clifton  Reeder,  represent- 
ing Paul  H.  Robinson,  Jr.,  Inc.,  an  association  of  invest- 
ment programs,  at  which  time  he  discussed  the  new 
Professional  Service  Corporations  Act  passed  by  the 
State  Legislature  and  also  a new  profit-sharing  type  of 
retirement  plan. 

On  July  8,  he  contacted  Joseph  Godfrey,  regional 
representative.  Bureau  of  Health  Insurance,  to  obtain 
the  information  as  requested  in  resolution  70-7,  regard- 
ing the  administration  cost  of  the  Medicare  program  in 
the  State  of  New  York. 

On  July  16,  he  also  met  with  Harry  Posman,  director. 
Office  of  Social  Research  and  Program  Information, 
Albany,  to  obtain  additional  similar  information. 

On  July  29,  he  attended  a meeting  of  the  Committee 
on  Research  and  Planning,  at  the  invitation  of  Harry  D. 
Kruse,  M.D. 

On  August  3,  he  met  with  Don  Robertson  to  discuss  the 
proposed  Blue  Cross  and  Blue  Shield  and  Group  Prac- 
tice Prepayment  Plans. 

On  August  10,  he  met  with  Donald  M.  Irish,  Medical 
Society  of  the  County  of  Monroe,  to  discuss  the  “Monroe 
Plan” — a foundation  for  quality  medical  care. 

On  August  31,  he  met  with  John  T.  Manyon,  presi- 
dent, Blue  Shield  of  Western  New  York,  Inc.,  to  talk 


about  the  changes  in  the  law  regarding  composition  of 
Blue  Shield  Board  members. 

On  September  16,  he  attended  an  area  conference  at 
Suffern. 

On  October  8,  he  met  with  John  Ramsdell,  M.D., 
chairman,  h>onomics  Committee  of  Westchester  County 
Medical  Society,  to  discuss  proposals  presented  by  dif- 
ferent insurance  companies  regarding  Keogh  type  of  re- 
tirement programs. 

On  October  16,  he  attended  the  Third  Annual  Confer- 
ence of  County  Medical  Society  Executives  at  West- 
chester County  Medical  Society. 

Division  of  Standards  of  Medical  Care.  The  Man- 
ual developed  under  the  auspices  of  the  Committee  on 
Medical  Review,  Charles  M.  Brane,  M.D.,  chairman, 
with  funds  made  available  by  the  U.S.  Public  Health 
Service,  was  completed. 

Two  hundred  and  eighty-four  copies  of  the  Manual 
were  sent  to  an  equivalent  number  of  hospitals  in  this 
State. 

Therefore,  this  completes  a project  which  was  started 
in  1967.  The  Society’s  expenses  consisted  of  publication 
of  the  Manual;  and  it  is  believed  that  printing  and  mail- 
ing will  be  within  the  $3,500  appropriated  by  the  Society. 

Under  the  aegis  of  the  Committee  on  Hospital  and 
Professional  Relations,  a questionnaire  was  prepared  and 
sent  out  to  the  hospitals  in  this  State  relative  to  emer- 
gency-room setups.  The  response  has  been  excellent, 
and  the  material  is  to  be  reviewed  for  follow-up. 

At  the  request  of  the  chairman,  Ralph  S.  Emerson, 
M.D.,  of  the  Ad  Hoc  Committee  on  Peer  Review 
Mechanisms,  a questionnaire  was  sent  to  all  the  county 
medical  societies  and  district  branches  requesting  infor- 
mation about  their  peer  review  organizations.  The  re- 
sponse to  date  has  not  been  satisfactory. 

Business  Division.  1.  Advertising  Sales — Journal. 
Gross  billings  for  the  first  ten  months  of  1970  totalled 
$265,879.20,  as  compared  with  gross  billings  of 
$269,558.90  for  the  first  ten  months  of  1969  or  a decrease 
of  $3,679.70. 

2.  Advertising  Sales — Technical  Exhibits.  The  1971 
prospectus  for  technical  exhibits  was  sent  out  early  in 
July,  1970,  to  approximately  700  prospective  exhibitors. 
Booth  assignments  were  first  made  late  in  August.  The 
layout  of  the  floor  plan,  at  the  suggestion  of  many  exhibi- 
tors, has  been  altered  to  allow  for  larger  booths,  that  is 
10  feet  by  8 feet  instead  of  8 feet  by  8 feet.  When  this 
report  was  prepared,  a total  of  75  booth  spaces  have  been 
sold,  for  a revenue  total  of  $37,135.00.  Thirty-one  booth 
spaces  remain  unsold;  but  it  is  expected  that  sales  will 
increase  as  the  date  of  our  annual  convention  draws 
closer.  It  is  apparent  that  many  of  our  pharmaceutical 
exhibitors  of  past  years  are  feeling  a budgetary  pinch 
and  cutting  back  on  their  advertising  outlays.  This 
trend  is  not  confined  to  our  and  other  medical  meetings; 
but  it  is  widespread  in  all  kinds  of  industrial  and  busi- 
ness shows  and  exhibits. 

3.  Medical  Directory  Sales.  The  revenue  from  sales 
of  the  1968-1969  edition  of  the  Medical  Directory  of 
New  York  State  has  amounted  to  a total  of  $81,031.25. 
These  sales  were  in  part  due  to  a direct  mail  solicitation 
of  purchasers,  such  as  insurance  companies,  lawyers, 
banks,  and  others — at  a very  minimal  cost. 

4.  Advertising  Sales — News  of  New  York.  We  are 
presently  negotiating  renewal  of  our  contract  for  adver- 
tising in  the  News  of  New  York  with  Hoffmann-LaRoche, 
Inc.  We  hope  to  increase  the  amount  of  $44,906.00 
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presently  paid  by  Hoffmann-LaRoche  for  advertising  to 
offset  the  increased  cost  of  postage,  paper,  and  printing. 

5.  Membership-Directory  Department,  (a)  Member- 
ship Activities;  One  year  ago  at  this  time,  we  were 
initiating  our  conversion  phase  to  the  CAPIS  (Central 
Automated  Physicians  Information  System)  automated 
billing  and  accounting  system.  The  conversion  was 
completed  on  schedule. 

There  were  some  “bugs”  in  the  program  during  the 
first  year  of  operation,  but,  for  the  most  part,  it  ran  more 
smoothly  than  we  anticipated.  Most  of  the  participating 
counties  seem  to  be  more  than  satisfied  with  the  results 
of  the  first  year’s  experience. 

(b)  Directory  Activities:  Preparation  for  processing 

the  automated  conversion  of  the  Medical  Directory  of 
New  York  State  was  undertaken. 

If  all  phases  of  the  preparation  and  production  of  the 
book  go  according  to  schedule,  the  book  should  be  avail- 
able for  distribution  in  1971. 

The  book  will  be  reproduced  from  photographic  plates 
by  offset,  which  is  a much  faster  and  less  expensive  sys- 
tem than  the  hot-lead,  flat-bed  press  process  we  have 
used  in  the  past. 

Inevitably,  the  conversion  to  an  automated  system  of 
updating  and  publishing  the  Directory  will  effect  a few 
changes  in  content.  The  listings  will  not  be  coded  as  in 
the  case  with  the  AM  A Directory,  but  will  be  just  as 
immediately  intelligible  as  our  Directory  always  has 
been. 

The  actual  programming  is  virtually  completed. 
Under  this  automated  system,  there  is  no  doubt  we  will 
be  able  to  produce  a totally  updated  publication  on  a 
regular  schedule  with  a minimum  amount  of  time  lost 
in  the  production  period  between  receipt  of  new  data 
and  actual  publication.  In  this  respect,  future  editions 
should  prove  to  be  the  most  accurate  and,  consequently, 
the  most  valuable  we  have  ever  been  able  to  provide. 

MISCELLANEOUS 

1.  On  February  26  and  27,  1970,  our  comptroller 
attended  the  annual  conference  on  Federal  tax  problems 
of  nonprofit  organizations  at  the  Mayflower  Hotel, 
Washington,  D.C. 

The  most  prominent  item  presented  concerned  the 
1969  tax  reform  act  and  how  it  will  affect  organizations 
such  as  ours.  The  following  are  worthy  of  special  note: 

A.  Advertising  Income:  This  item  is  definitely  tax- 
able. However,  although  it  was  not  spelled  out  what 
expenditures  are  applied  against  the  gross  advertising 
to  arrive  at  a net  income,  we  have  just  received  the  1970 
copy  of  the  Federal  Tax  Guide  which  definitely  states 
that  all  costs  (including  editorial  costs)  are  applied 
against  the  advertising  income  to  arrive  at  net  taxable 
advertising  income.  The  only  question  that  might  still 
arise  pertains  to  the  allocation  of  $7.50  of  members’  dues 
to  a subscription  to  the  Journal.  We  know  that  this  a 
technicality  of  the  United  States  Post  Office  Department 
to  qualify  for  second-class  mailing  privileges.  However, 
since  nothing  is  “spelled  out”  in  the  Internal  Revenue 
Code,  IRS  might  rule  in  the  future  that  the  $7.50  must 
be  included  as  income  and  added  to  advertising  income 
to  get  a general  profit  or  loss  picture  for  the  entire 
Journal  operations.  I'or  the  present,  we  intend  to  file 
our  “Unrelated  Business  Income”  tax  return  excluding 
the  $7.50  per  member  as  income.  The  AMA  is  doing 
likewise;  and  so  are  most  organizations  whose  represen- 
tatives we  talked  to  in  Washington. 


B.  Other  unrelated  business  income:  It  was  pointed 
out  that  the  1969  regulations  now  show  that  all  income 
that  is  unrelated  to  the  purposes  of  the  exempt  organi- 
zation will  now  be  taxable.  This  means  that  we  shall 
have  to  look  at  every  one  of  our  income  factors  to  deter- 
mine if  they  are  “related.”  Going  down  the  list  of  our 
1969  income,  the  only  item  that  appears  to  be  “unre- 
lated” is  interest  and  dividends  on  investments.  It  was 
made  clear  at  the  conference  that  this  item  is  taxable. 
We  may  be  liable  for  a $25,000  tax  on  our  1970  interest 
and  dividend  earnings. 

C.  Annual  Convention — Exhibit  Rentals:  This  is 

almost  a “dead”  issue.  All  organizations  who  were  ex- 
amined by  IRS  proved  the  point  that  exhibit  rentals  at 
conventions  are  “related,”  thereby  nontaxable.  Any 
cases  pending  on  this  matter  probably  will  be  dropped. 

2.  Recently,  we  again  brought  to  the  attention  of 
division  heads  that: 

The  office  of  the  executive  vice-president  is  charged 
with  the  control  and  approval  of  all  travel  expendi- 
tures of  staff  members.  Naturally,  accurate  records 
must  be  maintained  at  all  times. 

I am  compelled  to  remind  you  that  we  are  operat- 
ing under  a “tight”  budget.  All  luxuries  must  be 
avoided;  we  must  confine  our  expenses  to  necessities 
only.  On  the  other  hand,  when  “on  the  road,”  we  ex- 
pect you  to  live  like  human  beings — in  decent  quar- 
ters. The  Board  of  Trustees,  at  its  last  meeting,  ap- 
proved our  recommendation  that  the  cost  of  room  and 
board  per  diem  be  increased  from  $30  to  $35. 

Entertainment  expenses  should  be  kept  to  an  irre- 
ducible minimum;  they  should  be  incurred  and  are 
reimbursable  only  when  the  expenses  are  clearly  a 
proper  and  necessary  adjunct  to  the  conduct  of  MSSNY 
business. 

Where  possible,  air  accommodations  should  not  be 
first  class;  and,  if  available,  transportation  to  and 
from  airports  should  be  by  limousine,  rather  than  by 
taxicab. 

3.  Your  executive  vice-president  has  been  re-elected 
chairman  of  the  Medical  Committee  on  Grievances  of 
the  State  Department  of  Education. 

4.  He  has  been  nominated  for  re-election  to  the 
Board  of  Directors  of  the  National  Tuberculosis  and 
Respiratory  Disease  Association. 

5.  At  a meeting  of  the  Executive  Committee,  on 
March  25,  our  president,  Walter  Scott  Walls,  M.D., 
presented  AMA-ERF  checks  to  deans  and  other  officials 
of  medical  schools  in  New  York.  The  following  colleges 
were  represented:  Columbia  University  College  of  Phy- 
sicians and  Surgeons — H.  Houston  Merritt,  M.D.,  Dean; 
Cornell  University  Medical  College — Fletcher  H.  Mc- 
Dowell, M.D.,  Associate  Dean;  Mount  Sinai  School 
of  Medicine— Mr.  Louis  A.  Rems,  Director,  Business 
Services;  New  York  University  School  of  Medicine — M. 
Martin  Begun,  Associate  Dean;  State  University  of  New 
York  Downstate  Medical  Center — Warren  A.  Lapp, 
M.D.  The  president  accepted  the  check  for  the  State 
University  of  New  York  at  Buffalo,  School  of  Medicine. 
Checks  were  mailed  to  the  other  medical  schools  in  the 
State. 

6.  Figure  2 (page  90)  shows  the  distribution  of  physi- 
cians by  practice — in  the  United  States  and  possessions. 

7.  George  T.  C.  Way,  M.D.,  vice-speaker,  automati- 
cally succeeded  to  the  office  of  speaker,  following  the 
death  of  Irving  L.  Ershler,  M.D. 

At  its  meeting  on  September  24,  the  Council  elected 
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Carl  Goldmark,  Jr.,  M.D.,  to  fill  the  unexpired  portion 
of  Dr.  Way’s  term  as  vice-speaker. 

The  assistant  secretary,  Joseph  G.  Zimring,  M.D., 
then  succeeded  to  the  office  of  secretary  for  the  remain- 
der of  Dr.  Goldmark’s  term. 

The  Council  elected  Milton  Gordon,  M.D.,  of  Suffolk 
County,  to  fill  the  unexpired  portion  of  Dr.  Zimring’s 


term  as  assistant  secretary. 

The  offices  affected  by  these  actions  and  the  persons 
now  holding  them  are  as  follows: 


Secretary 


Assistant  Secretary 


Speaker 


Vice-Speaker 


Joseph  (i.  Zimring,  M.D. 
222  Riverside  Boulevard 
Long  Beach  11561 
Milton  Gordon,  M.D. 
164  Kast  Main  Street 
Huntington  1 1743 
George  T.  C.  Way,  M.l.». 
34  Livingston  Street 
Poughkeepsie  12601 
Carl  Goldmark,  Jr.,  M.D. 
45  Kast  82nd  Street 
New  York  10028 


These  officers  will  serve  until  the  election  on  February 
18,  1971. 


MEETINGS 

Since  the  annual  meeting  in  February,  we  have  par- 
ticipated in  these  “extraordinary”  meetings  and  events; 

1.  F'uneral  services  for  Waring  Willis,  Jr.,  in  Bronx- 
ville,  on  February  18. 

2.  A meeting  with  Governor  Rockefeller  in  his  New 
York  City  office,  on  February  27.  Dr.  Walls,  Dr.  Held- 
mann.  Dr.  Himler,  Dr.  Emerson,  and  George  W.  Foy, 
et  al.  also  were  present.  We  talked  about  universal 
health  insurance.  We  presented  our  views  and  criteria 
for  a bill  which  might  receive  our  approval.  We  thought 
that  we  impressed  the  Governor  and  his  staff  (later  this 
did  not  turn  out  to  our  satisfaction).  Others  who  par- 
ticipated in  the  deliberations  were  hospital  and  welfare 
representatives. 

3.  The  AMA-EMPAC  Public  Affairs  Workshop,  in 
Washington,  D.C.,  February  28.  Dr.  W’alls,  Dr.  Held- 
manii,  and  Dr.  Himler  attended  this  conference.  The 
agenda  included:  medical  public  affairs  and  AMA  leg- 
islative programs;  election  preview  for  1970;  politics  in 
the  ’70s;  and  old-fashioned  political  picnic  with  Senators 
Mansfield  and  Scott. 

4.  Waring  W’illis,  M.D.,  chairman  of  the  Board  of 
Trustees,  and  your  executive  vice-president  met  with 
John  P.  Gloeckner,  vice-president  of  the  Equitable  Life 
Assurance  Society  of  the  United  States,  in  New  York, 
on  March  6.  We  explored  the  areas  of  building  loans, 
mortgages,  and  other  financial  matters  concerning  our 
new  installation  in  Lake  Success. 

5.  A luncheon-meeting  with  Charles  Gillett, 
executive  vice-president  of  the  New  York  Convention 
and  Visitors  Bureau,  in  New  York,  on  March  11.  We 
talked  about  conventions — AMA  and  MSSNY. 

6.  A meeting  of  the  New  York  State  Hospital  Review 
and  Planning  Council,  in  New  York,  on  March  19. 

7.  A conference  with  our  legislative  counsels,  in 
Albany,  on  March  20. 

8.  The  70th  Annual  Banquet  of  the  New  York  State 
Legislative  Correspondents’  Association,  in  Albany,  on 
March  21.  As  usual,  all  important  governmental  offi- 
cials— national.  State,  and  city — were  “lampooned.” 

9.  Your  executive  vice-president  spoke  to  the  Busi- 


ness and  Professional  Women’s  Clubs,  in  Roslyn,  on 
March  24.  He  discussed  “Medical  Quackery.” 

10.  A conference  on  “Narcotics” — with  members 
of  the  Public  Health  Council  and  the  Governor’s  secre- 
tary, in  New  York  City,  on  April  1. 

11.  A meeting  of  the  Board  of  Directors  of  the  New 
York  State  Academy  of  General  Practice,  in  New  York 
City,  on  April  5.  We  talked  about  the  Governor’s  Uni- 
versal Health  Insurance  bill. 

12.  The  Ninth  Annual  John  Hunter  Fuchs  Memorial 
Lecture-^presented  by  the  Queens  County  Chapter  of 
the  American  Academy  of  General  Practice,  in  Queens, 
on  April  12.  The  program  was  concerned  with  “Drugs, 
Sex,  and  Perversions.” 

13.  A meeting  with  our  architects  to  discuss  the 
building,  in  New  York  City,  on  April  22. 

14.  A meeting  of  the  AMA  Committee  on  Quackery, 
in  Boston,  April  30. 

15.  An  AMA  Regional  Conference  on  Health  Quack- 
ery— Chiropractic,  in  Boston,  on  May  1.  Our  secretary 
and  chairman  of  the  MSSNY  Committee  on  Quackery 
also  attended. 

16.  The  Congress  of  Delegates  of  the  New  York  State 
Academy  of  General  Practice,  in  New  York,  on  May  11. 
George  Himler,  M.D.,  discussed  legislation  and  the 
“Himler  Report.”  Your  executive  vice-president  re- 
ported on  current  State  matters. 

17.  The  73rd  Annual  Meeting  and  Dinner  of  the  New 
York  State  Society  of  Certified  Public  Accountants,  in 
New  York  City,  on  May  11. 

18.  A meeting  of  the  Public  Health  Council,  in  New 
York,  on  May  12,  subject — abortions. 

19.  The  22nd  Annual  Banquet  of  the  New  York  State 
Academy  of  General  Practice,  in  New  York,  on  May  13. 

20.  The  annual  meeting  of  the  National  Tuberculosis 
and  Respiratory  Disease  Association,  in  Cleveland,  May 
24  to  27.  We  have  been  a member  of  its  Board  of  Direc- 
tors for  many  years.  The  local  tuberculosis  association 
takes  care  of  all  expenses. 

21.  A dinner  tendered  to  the  Comitia  Minora  of 
Bronx  County  Medical  Society  by  its  president,  in  New 
Rochelle,  on  June  3. 

22.  A meeting  with  Dr.  Ershler,  Dr.  Way,  and  Dr. 
Himler,  in  Syracuse,  on  June  7,  to  discuss  and  formulate 
plans  for  the  next  meeting  of  the  House  of  Delegates. 

23.  The  Annual  Legislator’s  Evening  of  the  Tenth 
District  Dental  Society,  in  East  Meadow,  on  June  10. 
The  program  for  the  meeting  included  a talk  on  “Hori- 
zons for  Meeting  the  Crisis  in  Health”  by  Dr.  John  Zapp, 
Deputy  Assistant  Secretary  for  Manpower,  Special 
Assistant  for  Dental  Affairs  in  the  Office  of  Assistant 
Secretary  for  Health  and  Science  Affairs,  Department 
of  Health,  Education,  and  Welfare. 

24.  A meeting  with  representatives  of  Westchester 
County  Medical  Society’s  Ad  Hoc  Committee  on  Univer- 
sal Health  Insurance  and  a few  members  of  the  New 
Rochelle  Medical  Society,  in  Purchase,  on  June  16. 
Dr.  Walls,  Dr.  Himler,  Dr.  Emerson,  and  members  of  the 
firm  of  DeGraff,  Foy,  (Donway,  and  Holt-Harris  also  were 
present.  This  was  a worthwhile  experience. 

25.  A dinner  in  honor  of  Waring  Willis,  M.D., — 
tendered  by  the  Medical  Staff  of  the  Lawrence  Hospital, 
at  the  Siwanoy  Country  Club  in  Bronxville,  on  June  18. 
Hollis  Ingraham,  M.D.,  and  your  executive  vice-presi- 
dent were  the  guest  speakers. 

26.  The  119th  annual  convention  of  the  American 
Medical  Association,  in  Chicago,  June  21  to  25. 
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27.  The  staff’s  annual  picnic,  in  Belmont  Lake  State 
Park,  on  Long  Island,  June  29. 

28.  The  dedication  of  a library,  in  memory  of  Louis 
H.  Bauer,  M.D.,  at  the  Nassau  Academy  of  Medicine, 
in  Garden  City,  on  July  6. 

29.  The  annual  outing-meeting  of  the  Medical  Soci- 
eties of  Oneida,  Herkimer,  Madison,  and  Chenango, 
in  New  Hartford,  on  July  9.  Your  president  and 
executive  vice-president  spoke  on  the  “State  of  the 
MSSNY.” 

30.  Funeral  services  for  Irving  L.  Ershler,  M.D.,  in 
Syracuse,  on  July  10. 

31.  A meeting  of  the  Commission  on  Public  Health 
and  Education,  in  Albany,  on  July  16.  As  in  past  years, 
this  was  an  excellent  conference. 

32.  A meeting  with  George  Foy,  our  legislation  con- 
sultant, on  the  same  day. 

33.  A conference  with  Edward  Hughes,  M.D.,  et  al, 
in  Syracuse,  on  July  24,  to  discuss  maternal  welfare. 

34.  A meeting  of  the  AMA  Committee  on  Quackery, 
in  San  Francisco,  July  30.  A Regional  Conference  on 
Health  Quackery — Chiropractic  was  held  on  July  31. 
The  luncheon  speaker  was  Richard  S.  Wilbur,  M.D., 
assistant  executive  vice-president  of  the  AMA. 

35.  A meeting,  called  by  the  Governor  to  discuss 
drug  abuse,  in  Queens,  on  August  4.  Members  of  the 
community — in  all  walks  of  life — were  permitted  to  air 
their  views. 

36.  Meetings  to  discuss  the  building  assessment,  in 
New  York  and  Syracuse,  on  August  12  and  13  (described 
elsewhere  in  this  report). 

37.  Legislative  conference  with  George  Foy,  in 
Albany,  on  August  25. 

38.  The  Ninth  Annual  Meeting  of  the  Fifth  and  Sixth 
District  Branches,  in  Bolton  Landing,  September  11  and 
12. 

39.  An  “invitational  meeting  on  initiation  of  co- 

operative Statewide  planning  to  improve  the  continuing 
medical  education  system” — at  the  Hospital  for  Special 
Surgery,  in  New  York  City,  on  September  21.  Partici- 
pants: our  Committee  on  Continuing  Education;  our 


president  and  president-elect;  your  executive  vice-presi- 
dent; public  health  officials;  deans  of  medical  schools; 
directors  of  the  Metropolitan  Regional  Medical  Pro- 
grams, et  al. 

40.  A meeting  of  the  State  Hospital  Review  and  Plan- 
ning Council,  in  New  York  City,  on  September  22. 

41.  A conference  of  the  Executive  Committee  of  the 
MSSNY  Delegation  to  the  AMA,  in  New  York  City,  on 
the  evening  of  September  22. 

42.  A meeting  of  the  officers  and  directors  of  the  New 
York  State  Association  of  Professions  (NYSAP),  in  New 
York  City,  on  September  28. 

43.  The  annual  dinner  of  the  Public  Health  Com- 
mittee of  the  New  York  Academy  of  Medicine,  in  New 
York  City,  on  October  5. 

44.  A meeting  of  the  MSSNY  Delegation  to  the 
AMA,  in  New  York,  on  October  8.  George  Himler, 
M.D.,  was  re-elected  to  the  chairmanship. 

45.  A meeting  of  the  Committee  on  State  Legisla- 
tion, in  Albany,  on  October  9.  The  legislative  pro- 
gram was  reviewed. 

46.  Cornerstone  installation  ceremony.  Lake  Suc- 
cess, on  October  15. 

47.  Area  Conference,  in  Valley  Stream,  on  October 

21. 

48.  The  annual  retiring  president’s  dinner.  Medical 
Society  of  the  County  of  Kings,  in  Queens,  on  October 
31. 

49.  A conference  with  the  interior  decorators  of  our 
new  building,  in  New  York,  on  November  2. 

50.  A meeting  with  George  Himler,  M.D.,  president- 
elect, in  New  York,  on  November  4 — to  discuss  com- 
mittees for  1971. 

ACKNOWLEDGMEN'fS 

Your  executive  vice-president  wishes  to  express  his 
gratitude  to  all  who  have  been  of  assistance  to  him 
during  the  past  year.  They  are  too  numerous  to  men- 
tion. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D.,  Executive  Vice-President 
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FIGURE  1.  Exhibitors' evaluation  report.  1970  Annual  Meeting. 
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- 
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- 
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FIGURE  2.  Distribution  of  physicians  by  practice  in  the  United  States  and  possessions,  September,  1970,  (official  count  of  Ameri- 
can Medical  Association) 
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1971  HOUSE  OF  DELEGATES 


I 

I Economics 


Medical  Services 


To  The  House  of  Delegates,  Gentlemen: 


The  Economics  Committee  is  composed  of  the  follow- 
ing members: 

Robert  E.  Westlake,  M.D.,  Chairman  Onondaga 

Dallas  E.  Billman,  M.D.  Steuben 

Jeff  J.  Coletti,  M.D Nassau 

William  C.  Felch,  M.D. Westchester 

Alfred  L.  George,  M.D Genesee 

Robert  G.  Hicks,  M.D New  York 

Harry  C.  Miller,  M.D Monroe 

Francis  A.  Stephens,  M.D.  Albany 

Herbert  J.  Wright,  Jr.,  M.D.  Schenectady 


The  committee  held  four  meetings  during  the  year, 
on  April  29,  June  3,  September  30,  and  November  11. 

At  the  April  meeting  the  committee  reviewed  its 
charges  and  plans  for  the  year.  As  in  the  past  three 
years,  it  decided  to  invite  representatives  of  specialty 
societies  to  its  meetings.  It  also  decided  not  to  consider 
seriously  the  various  insurance  and  retirement  plans 
submitted  each  year  since  other  organizations  have 
these  plans  available  for  physicians  in  the  State,  includ- 
ing county  societies  and  district  branches. 

The  committee  requested  that  regular  meetings  of 
the  Commission  On  Medical  Services  be  held  to  coordi- 
nate necessary  efforts  in  the  development  of  minimum 
standards  for  health  insurance  coverage. 


Relative  Value  Study.  At  the  April  meeting,  rep- 
I resentatives  of  Peat,  Marwick,  Mitchell  & Company 
reported  on  the  progress  of  the  fee  survey  being  conduct- 
ed under  the  direction  of  the  Empire  State  Medical, 
Scientific  and  Educational  Foundation.  They  reported 
that  9,800  questionnaires  have  been  sent  to  physicians 
throughout  the  State  with  only  15  per  cent  returned. 

I The  State  of  New  York  was  broken  down  into  22  areas 
I by  specialty  practice.  From  each  of  these  areas  50  phy- 
' sicians  were  selected  to  receive  questionnaires.  Where 
there  were  fewer  than  50  physicians  in  a particular  spe- 
cialty practice  in  a given  area,  then  the  total  number 
of  physicians  were  sent  questionnaires. 

The  committee  recommended  to  the  Council  of  the 
State  Medical  Society  and  to  the  Empire  State  Founda- 
tion that  a campaign  be  launched  immediately  to  en- 
courage prompt  return  of  the  questionnaires,  and,  in 
addition.  Blue  Shield  Plans  and  specialty  societies 
should  be  asked  to  join  in  the  effort. 

The  committee  recommended  that  the  following  items 
be  called  to  the  attention  of  physicians: 

1.  Usual  fees  and  relativity  must  be  reliably  docu- 
mented now  to  establish  bench  marks  for  third-party 
fee  schedules  in  the  future. 

2.  Only  an  approximation  of  service  frequency  is 
needed  to  establish  statistical  significance. 

3.  An  estimated  usual,  minimum,  and  maximum  fee 
is  all  that  is  needed  to  produce  data  for  a fair  fee  sched- 
ule. 

At  the  June  meeting  the  committee  met  with  ten  rep- 


resentatives of  the  specialty  medical  societies,  of  which 
25  had  been  invited.  William  F.  McGahan,  of  Peat, 
Marwick,  Mitchell  & Co.,  gave  the  following  report: 
number  of  questionnaires  mailed,  9,800;  questionnaires 
returned,  1,056  or  10.7  per  cent.  Mr.  McGahan  felt 
the  returns  to  date  were  disappointing.  On  the  personal 
follow-up  calls  to  physicians  who  had  received  but  not 
returned  the  questionnaires,  their  response  was,  “we 
are  too  busy”  or  “the  questionnaire  was  too  long.” 

The  chairman  recommended  that  any  additional  in- 
formation from  any  specialty  practice  group  be  included 
in  the  survey  and  be  given  to  Mr.  McGahan  because  the 
“cut-off”  date  was  set  for  August  1,  1970. 

The  September  30  meeting  was  a joint  meeting  with 
representatives  of  the  specialty  medical  societies  to 
discuss  the  final  report  regarding  the  relative  value 
study.  Eleven  societies  were  represented. 

Mr.  McGahan  reported  that  of  the  9,800  question- 
naires sent  out,  only  1,350  of  the  returns  could  be  con- 
sidered usable  for  developing  a relative  value  study,  so 
far  as  individual  returns  were  concerned.  Many  of  these 
had  letters  and  notes  attached  stating  they  were  using 
the  local  relative  value  scales,  such  as  Monroe  County, 
Erie  County,  New  York  State  Medical  Society,  and  New 
York  State  Society  of  Anesthesiologists,  for  their 
“usual  and  customary”  fees.  Therefore,  they  did  not 
complete  the  questionnaire.  The  physicians  were  asked 
specifically  to  give  their  “high”  and  “low”  charges  and 
the  frequency  oftreatment,  such  as  times  per  month,  and 
so  on.  The  follow-up  of  the  physicians  who  were  sent  the 
questionnaires  showed  that  some  of  them  never  received 
it;  others  did  not  have  sufficient  time  to  complete  it; 
and  still  others  did  not  keep  records  of  frequency  of 
treatment  to  give  an  accurate  report. 

G.  Rehmi  Denton,  M.D.,  chairman  of  the  Commission 
on  Medical  Services,  stated  that  he  felt  the  lack  of 
cooperation  in  completing  the  questionnaires  has 
hampered  the  study  by  the  State  Medical  Society. 
However,  it  was  felt  that  with  the  42,000  pieces  of  data 
ready  for  processing  a valid  study  could  be  made.  The 
committee  agreed  to  use  all  information  on  question- 
naires referring  to  county  relative  value  scales,  and  that 
when  no  information  was  given  on  frequency  of  treat- 
ment, the  data  shown  were  to  be  used  in  projecting  a 
relative  value  study.  When  the  questionnaire  contained 
no  information,  the  committee  recommended  the  use 
of  the  1969  California  Relative  Value  Study. 

The  chairman  recommended  that  Peat,  Marwick, 
Mitchell  & Company  send  the  nomenclature  and  dollar 
results  of  the  study  to  each  specialty  group  for  their 
review.  The  specialty  societies  were  asked  to  send  to  the 
committee  the  proper  form  to  be  used  for  publication  and 
the  least  common  denominator  to  be  used  in  converting 
dollars  to  units. 

A supplementary  report  will  be  made  to  the  House  of 
Delegates  following  the  meeting  on  November  11. 
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Universal  Health  Insurance.  The  chairman  pre- 
sented an  outline  of  “universal  health  insurance  princi- 
ples” to  be  submitted  to  and  considered  by  the  Ad  Hoc 
Committee  on  Universal  Health  Insurance.  The  consen- 
sus was  that  we  should  stay  within  the  area  of  benefits 
provided  to  the  public  and  de-emphasize  method  of  pay- 
ment. These  “principles”  were  submitted  to  the 
Commission  on  Medical  Services,  to  be  forwarded  even- 
tually to  the  ad  hoc  committee. 

Acknowledgments.  Your  chairman  wishes  to  express 
his  appreciation  to  the  members  of  the  committee,  to 


G.  Rehmi  Denton,  M.D.,  chairman.  Commission  on 
Medical  Services,  and  to  representatives  of  the  specialty 
groups,  for  attendance  at  meetings  and  for  the  splendid 
cooperation  achieved  in  dealing  with  rather  complicated 
and  detailed  matters.  The  chairman  also  wishes  to 
thank  George  P.  Farrell,  director.  Division  of  Medical 
Services,  and  his  secretary,  Mrs.  Clementine  Thompson, 
for  their  fine  cooperation.  Mr.  Farrell’s  advice  and 
guidance  was  of  great  help  to  the  committee. 

Respectfully  submitted, 

Robert  E.  Westlake,  M.D.,  Chairman 


Liaison  with  Veterans  Administration 


To  the  House  of  Delegates,  Gentlemen: 

The  Subcommittee  on  Liaison  with  the  Veterans  Ad- 
ministration, of  the  Economics  Committee,  consists  of 
the  following  member: 

Herbert  H.  Bauckus,  M.  D.,  Chairman  Erie 

There  has  been  discussion  with  F.  J.  Rummel,  M.D., 
clinic  director  and  chief  of  outpatient  service.  Veterans 
Hospital,  New  York  City,  regarding  the  continuation  of 
the  present  agreement  now  in  effect  with  Veterans  Ad- 
ministration. 

Your  chairman  recommends  continuing  this  agree- 


Medical Care  Insurance 


To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Medical  Care  Insurance  is  com- 


posed of  the  following: 

Robert  D.  Fairchild,  M.D.,  Chairman  Onondaga 

Harold  W.  Bales,  M.D Monroe 

Lucius  H.  Bugbee,  Jr.,  M.D.  Chautauqua 

Irving  Cramer,  M.D.  Oneida 

Sidney  1.  Etkin,  M.D.  Albany 

William  C.  F^orter,  Jr.,  M.D.  Suffolk 

George  N.  Scatchard,  M.D.  Hrie 


J'he  committee  held  two  meetings  during  the  year, 
on  May  7 and  October  22. 

Resolutions.  At  the  May  7 meeting  the  following 
resolutions,  referred  by  the  House  of  Delegates  to  the 
committee,  were  considered: 


ment,  subject  to  its  terms  which  provide  for  termina- 
tion on  a thirty-day  written  notice  by  either  party. 

We  are  indebted  to  G.  Rehmi  Denton,  M.D.,  chair- 
man, Commission  on  Medical  Services,  and  Robert  E. 
Westlake,  M.D.,  chairman,  Economics  Committee, 
for  their  support.  The  subcommittee  also  expresses  its 
appreciation  to  George  P.  Farrell,  Division  of  Medical 
Services,  for  his  services. 

Respectfully  submitted, 

Herbert  H.  Bauckus,  M.D.,  Chairman 


70-6,  “ I*rehospitalization  Diagnostic  Insurance  Bene- 
fits”: Prior  to  the  meeting  a letter  was  sent,  with  copies 
of  the  resolutions,  to  all  Blue  Cross  and  Blue  Shield 
Plans  asking  for  their  comments.  After  reviewing  the 
answers  received,  it  was  pointed  out  that  “preadmission 
testing”  has  been  experimented  with  and  found  to  be  of 
limited  value  in  saving  hospital-patient  days.  Some  of 
the  limiting  factors  in  the  program  are: 

1.  Lack  of  acceptable  laboratory  and  x-ray  facilities 
in  doctors’  offices. 

2.  Lack  of  private  laboratory  and  x-ray  facilities  in  the 
community. 

J.  Co-insurance  deterrent  on  outpatient  laboratory 
and  x-ray  services  if  subscribers  are  not  admitted. 
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TABLE  I.  Administrative  cost  for  intermediaries  in  New  York  State  Medicare  (Part  A)  program,  July  1959,  to  March,  1970 


Intermediaries 

Benefits  Paid 

Admin- 

istrative 

Cost 

Per 

Cent 

Audit 

Cost 

Per 

Cent 

Total 

Per 

Cent 

Associated  Hospital  Service  of 

New  York 

$246,303,000 

.$3,090,055 

1.25 

$ 

908,099 

0.37 

.$3,998, 1.54 

1.62 

Blue  Cross  of  Western  New  York 

(Buffalo) 

$ 30,407,000 

$ 

474,676 

1 . 56 

$ 

135,023 

0.44 

$ 

609,699 

2 

Blue  Cross  of  Northeastern  New 

York  (Albany) 

$ 2.5, 144,000 

$ 

219,3.55 

0.87 

$ 

11 2,. 596 

0 . 45 

$ 

331,951 

1.32 

Group  Hospital  Service  (.Syracuse) 

$ 21 ,513,000 

$ 

160,715 

0.75 

$ 

84 , 5.50 

0.39 

$ 

245,265 

1.  14 

Hospital  Service  Corporation 

(Rochester) 

$ 19,953,000 

$ 

254 , 745 

1.28 

$ 

96,869 

0.48 

$ 

.351  ,614 

1.76 

Hos|)ital  Plan,  Inc.  (Utica) 

$ 12,909,000 

$ 

121, .371 

0.94 

$ 

63,226 

0.49 

$ 

184,. 597 

1.43 

Chautauqua  Hospital  Service 

(Jamestown) 

$ 3,0.56,000 

$ 

.50 , 484 

1.65 

$ 

11,684 

0.38 

$ 

62,168 

2.03 

Hospital  Service  Corporation 

(Watertown) 

.$  2,145,000 

$ 

24,885 

1 . 16 

$ 

24,885 

1.16 

Travelers  Insurance  Company 

$ 30,927,570 

$ 

493 , 558 

1.60 

$ 

410,138 

1.32 

$ 

903,696 

2.92 

Albany  Department  of  Health 

$ 

44,603 

$ 

8,2.50 

$ 

52,853 

Totals 

$392,357,570 

$4,934,447 

1.25 

$1,830,435 

.47 

$6,764,891 

1.72 

4.  Nonacceptance,  by  hospital  and  staff,  of  laboratory 
and  x-ray  work  done  outside  of  hospital  facilities,  result- 
ing in  duplication  of  work  after  admission. 

It  would  also  involve  pervasive  changes  in  the  existing 
clinical,  financial,  and  procedural  practices  of  hospitals 
and  their  medical  staffs.  There  may  also  be  legal  and 
regulatory  changes  required. 

In  view  of  the  benefits  now  being  offered  by  the  Blue 
Shield  Plans,  the  committee  recommended  that  no  fur- 
ther action  be  taken  on  this  resolution.  This  recom- 
mendation was  disapproved  by  the  Council  on  May  21. 
However,  the  Council  voted  to  recommend  that  the  com- 
mittee continue  its  efforts  to  get  the  insurance  industry 
to  make  equal  allowance  for  outpatient  diagnostic  pre- 
admission procedures,  where  available.  This  recom- 
mendation was  considered  at  the  October  22  meeting, 
and  the  committee  recommended  that  a letter  be  sent 
to  the  proper  authorities  suggesting  that  these  benefits 
be  included  in  their  insurance  contracts. 

70-76,  “Reimbursement  for  Radiological  Services 
by  Blue  Shield  Instead  of  Blue  Cross,"  was  considered. 
Letters  received  on  the  subject  were  reviewed,  and  it  ap- 
peared to  the  committee  that  reimbursement  for  services 
of  a radiologist  when  charged  for  x-ray  service  appears 
on  a hospital  bill  is  covered  by  Blue  Cross,  and 
when  it  appears  on  a physician’s  bill.  Blue  Shield  covers 
it. 

It  was  pointed  out  that  the  hospitals  and  radiologists 
are  free  agents,  and  as  long  as  the  radiologists  make 
their  services  available  to  the  hospitals,  the  public  is 
going  to  look  to  the  hospitals  and  Blue  Cross  for  the  pro- 
vision of  hospital-based  x-ray  services  and  preadmission 
testing  procedures. 

The  Blue  Shield  and  Blue  Cross  Plans  are  the  payment 
mechanism  and  not  the  providers  of  the  services.  It, 
therefore,  becomes  the  responsibility  of  the  individual 
radiologist  to  choose  to  whom  he  wishes  to  make  his 
services  available. 

The  committee  strongly  recommended  that  Blue 
Shield  Plans  offer  radiologic  services  to  all  its  members. 
The  committee  in  its  report  to  the  Council  on  May  21 
expressed  its  disapproval  of  the  last  Resolved:  “That 
the  Medical  Society  of  the  State  of  New  York  request 
the  Superintendent  of  Insurance  of  New  York  State  to 


arrange  a meeting  of  the  interested  parties  for  the  pur- 
pose of  exploring  the  mechanisms  by  which  this  transfer 
of  coverage  can  be  effected.” 

This  report  was  approved  by  the  Council.  Subsequent 
to  this  approval,  at  the  request  of  the  delegate  from  the 
Section  on  Radiology,  the  Executive  Committee  of  the 
State  Medical  Society  voted  to  refer  this  back  to  the 
Council  for  consideration.  This  matter  was  reconsid- 
ered at  the  June  18  meeting  of  the  Council,  and  it  voted 
that  an  effort  be  made  to  arrange  the  meeting  as  re- 
quested in  the  resolution. 

The  committee  considered  this  request  at  its  October 
22  meeting  and  recommended  that  the  chairman  of  the 
Medical  Care  Insurance  Committee  arrange  a meeting 
with  the  Superintendent  of  Insurance. 

70-7,  “Administrative  Cost  of  Government  Insurance 
Programs,"  concerned  Parts  A and  B of  the  Medicare 
Program. 

The  total  Medicare,  Part  A,  benefits  paid  for  the  pe- 
riod July,  1969,  to  March,  1970,  amounted  to  $412,085,000 
(Table  I).  This  includes  $19,727,430  from  Railroad 
Medicare  benefits,  Group  Practice  benefits,  and  others. 

The  total  Medicare,  Part  B,  benefits  paid  for  the  pe- 
riod July,  1969,  to  March,  1970,  amounted  to  $174,109,- 
(XK)  (Table  II).  This  included  $37,489,100  from  Railroad 
Medicare  benefits.  Group  Practice  benefits,  and  others. 

Under  Part  B,  it  should  be  kept  in  mind  that  “benefit 
paid”  figures  vary  from  intermediary  to  intermediary, 
according  to  types  of  bills  processed,  hospital  bills,  which 
are  usually  higher.  Extended  Care  Facility  bills,  outpa- 
tient bills,  home  health,  and  others.  For  these  reasons, 
it  is  difficult  to  make  comparisons  of  intermediary  per- 
formance that  would  be  of  a valid  nature. 

The  information  regarding  Part  A and  Part  B of  the 
Medicare  program,  was  submitted  by  Joseph  Godfrey, 
regional  representative.  Bureau  of  Health  Insurance, 
Department  of  Health,  Education,  and  Welfare,  26 
Federal  Plaza,  New  York  City. 

Table  III  shows  medical  assistance  program  expendi- 
tures for  the  calendar  year  1969.  These  figures  were 
furnished  by  Harry  Posman,  Ph.D.,  director.  Office  of 
Social  Research  and  Program  Information,  New  York 
State  Department  of  Social  Services. 

Standards  for  Approval.  The  committee  considered 
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TABLE  II.  Administrative  cost  for  carriers  in  New  York  State  Medicare  (Part  B)  program,  July,  1969,  to  March,  1970 


Administrative 

Carriers 

Benefits  Paid 

Cost 

Per  Cent 

United  Medical  Service,  Inc.  (New  York) 
Blue  Shield  of  Western  New  York 

$ 97,882,000 

$ 7,493,165 

7.65 

(Buffalo) 

$ 7,960,000 

$ 957,085 

12.02 

Genesee  Valley  Medical  Care  (Rochester) 

$ 4,973,000 

$ 434,197 

8.73 

Group  Health  Insurance,  Inc.  (New  York) 
Metropolitan  Life  Insurance  Company 

$ 10,959,000 

$ 1,140,300 

10.40 

(Utica) 

$ 14,845,900 

$ 1,499,804 

10.10 

Totals 

$136,619,900 

$11,524,551 

8.43 

TABLE  III.  Medical  assistance  program  expenditures  for 
calender  year  1969 


Administrative  Costs 

Amount 

Per  Cent 

New  York  State 

Cost  of  Services 

$1,028,726,380 

94.70 

Local  county 

51,531,590 

4.74 

State 

6,032,250 

.56 

Totals 

$1,086,290,220 

100 

Counties  and  State 

Local  county 

$51,531,590 

89.53 

State 

6,032,250 

10.47 

Totals 

$57,563,840 

100 

changes  in  the  “Standards  For  Approval  of  the  Medical 
Society  of  the  State  of  New  York,  of  New  York  State 
Medical  Care  Plans,”  because  of  a recent  change  in  the 
law  under  Senate  Bill  767 1-B  which  amended  the  insur- 
ance law  in  relation  to  the  composition  of  Boards  of  Di- 
rectors of  hospital  service  corporations  and  medical  ex- 
pense indemnity  corporations. 

The  committee  recommends  that  in  the  “Standards 
For  Approval”  the  term  “Professional  Control”  be 
changed  to  “Professional  Participation”  and  that  the 
following  be  substituted  for  paragraph  1: 

If  a medical  care  plan  utilizes  Participating  Physi- 
cian Agreements  which  in  any  way  affect  the  services 
and/or  benefits  provided  in  the  subscriber  contracts 


of  tbe  Plan,  the  Plan  shall  secure  and  maintain  the 
participation  of  not  less  than  51  per  cent  of  the  eligi- 
ble physicians  practicing  in  the  area  served  by  the 
Plan. 

Under  the  “Enrollment”  provision,  the  following  state- 
ment should  be  added: 

A medical  care  plan  shall  have  a subscriber  con- 
tract or  contracts  available  for  purchase  on  both  an 
individual  and  group  basis,  subject  to  appropriate 
underwriting  standards,  so  that  all  members  of  tbe 
community  shall  be  able  to  obtain  coverage  by  the 
Plan. 

Approval  of  Blue  Shield  Plans.  The  committee  rec- 
ommended the  approval,  for  one  year,  of  all  Blue  Shield 
Plans  in  the  State  of  New  York. 

A report  was  presented  by  Ralph  Hammersley,  Jr., 
executive  director  of  Northeastern  New  York  Medical 
Service,  Inc.,  regarding  the  present  status  of  the  New 
York  State  Civil  Service  Employees  Blue  Cross-Blue 
Shield  contracts. 

The  committee  considered,  at  length,  the  “Founda- 
tion” concept  of  providing  medical  services  under  this 
type  of  program. 

Acknowledgments.  Your  chairman  wishes  to  express 
appreciation  to  the  members  of  the  committee  for  their 
cooperation;  to  George  P.  Farrell  for  his  assistance  and 
guidance,  and  to  Mrs.  Clementine  Thompson  for  her 
secretarial  assistance. 

Respectfully  submitted, 

Robert  D.  Fairchild,  M.D.,  Chairman 


Proposed  Universal  Health  Insurance  Law 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Proposed  Universal 


Health  Insurance  Law  are  as  follows: 

Italph  S.  Emerson,  M.D.,  Chairman  Nassau 

Eli  A.  Leven,  M.I).  Monroe 

Daniel  F.  O’Keeffe,  M.D Warren 

Robert  E.  Westlake,  M.D Onondaga 


If  tbe  year  1970  is  an  indication  of  what  will  unfold 
regarding  universal  or  national  health  insurance  in  the 
seventies,  it  is  a had  omen  for  the  public  and  the  physi- 
cians. 

Shortly  after  our  1970  House  of  Delegates  meeting, 
the  Governor  introduced  his  1970  version  of  Universal 
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TABLE  I.  Schedule  of  conferences  and  speakers 


Date 

District 

Place 

Sj)eaker 

September  9 

VII 

Sheraton  Canandaigua 
Inn,  Canandaigua 

Eli  A.  Leven,  M.D. 

September  16 

IX 

Motel  on  the  Mountain, 
SufTern 

Ralph  S.  Emerson,  M.D. 

Se])tember  17 

III 

Valle’s  Steak  House, 
Albany 

Martin  J.  Tracey,  J.D. 

September  30 

VI 

Treadway  Inn,  Owego 

John  H.  Carter,  M.D. 

October  7 

VIII 

Carterhouse  Hotel,  Buffalo 

George  L.  Collins,  Jr.,  M.D. 

October  21 

I and  II 

Valley  Stream  Park  Inn, 
Valley  Stream 

George  Himler,  M.D. 

October  28 

V 

Country  House  Motel, 
Syracuse 

Robert  E.  Westlake,  M.D. 

November  6 

IV 

Holiday  Inn,  Lake  George 

G.  Rehmi  Denton,  M.D. 

Health  Insurance  (S.  9181).  The  outline  and  critique 
of  this  hill,  as  well  as  the  ten  basic  principles  adopted 
by  this  House  to  evaluate  the  proposal,  are  included 
in  this  report.  The  bill  was  opposed  by  labor,  manage- 
ment, and  the  State  Medical  Society,  and  it  died  in  com- 
mittee. 

While  the  bill  was  similar  in  many  respects  to  the 
1969  version,  it  introduced  new  features  which  will  un- 
doubtedly be  expanded  in  the  future.  We  see  the  intro- 
duction of  the  concept  referred  to  as  “professional  health 
service  corporations.”  While  this  may  appear  to  be  an 
innocuous  phrase,  it  connotes  government  bureaucratic 
control  and  regulation  of  the  practice  of  medicine.  We 
also  see  the  trend  of  greater  representation  of  the  public 
and  consumers  on  the  governing  councils  to  determine 
policies  and  premium  rates  for  service  benefit  plans. 

The  Governor’s  Bill  S.  9181  was  a shocker  to  many 
who  had  not  been  following  closely  the  trends  of  uni- 
versal health  insurance.  However,  this  was  only  the 
beginning.  During  the  Spring  and  Summer  of  1970 
there  was  a proliferation  of  Federal  bills  for  national 
health  insurance. 

These  bills  may  be  divided  into  two  categories:  The 
national  health  service  programs,  such  as  the  Kennedy 
(Reuther),  Griffiths,  and  Javits-Rockefeller  plans,  which 
call  for  a complete  restructuring  of  the  health  care  de- 
livery system  into  a health  service  corporation.  It  would 
be  based  on  a per  capita  payment  basis  and  would  prac- 
tically eliminate  private  practice  on  a fee  for  service 
basis.  There  would  be  tight  government  control  and 
regulation.  The  councils  would  determine  policies  and 
the  financing  of  the  health  care  delivery  system.  It 
would  be  under  consumer  control.  The  practicing  physi- 
cian would  be  an  employe.  We  see  the  service  and  con- 
sumer concepts  of  S.  9181  being  greatly  expanded  in  the 
Javits,  Kennedy,  and  Griffith  proposals. 

The  AMA  Medicredit  (Fulton  and  Fannin),  Hall,  and 
Aetna  bills  are  national  health  insurance  programs. 
They  differ  from  the  service  programs  in  that  they  do 
not  restructure  the  health  care  delivery  system.  They 
are  not  compulsory.  They  do  not  incorporate  the  tight 
government  control  and  regulation  of  the  service  pro- 
grams. They  do  provide  complete  coverage  for  the  poor 
and  eliminate  Medicaid.  Their  main  thrust  is  to  pro 
vide  the  highest  priority  for  care  of  the  poor  with  suffi- 
cient flexibility  to  allow  for  alternate  methods  of  health 
care  delivery  in  the  ghetto  and  rural  areas. 

Your  ad  hoc  committee  believed  the  subject  was  of 
such  import  that  a portion  of  the  area-wide  conferences 
was  devoted  to  universal  health  insurance  (Table  I). 


Our  legislative  counsel  in  Albany,  George  W.  Foy, 
Esq.,  made  available  to  us  the  services  of  his  assistant, 
Gerard  L.  Conway,  Esq.,  at  all  sessions  to  answer  in- 
quiries concerning  activities  in  the  State  Capitol  regard- 
ing universal  health  insurance. 

The  following  subjects  were  presented  at  these  ses- 
sions: 

1.  The  case  for  universal  health  insurance  and  the 
critique  of  the  Governor’s  Bill  (S.  9181) 

2.  Forecast  for  the  1971  session  of  the  Legislature 

3.  Universal  health  insurance  bills  pending  in  the 
House  Ways  and  Means  Committee 

4.  What  physicians  can  do  to  help. 

Robert  E.  W’estlake,  M.D.,  chairman  of  the  Economics 
Committee,  was  asked  to  submit  an  outline  for  imple- 
mentation of  the  State  Medical  Society’s  basic  prin- 
ciples governing  comprehensive  health  insurance.  On 
June  18,  “Universal  Health  Insurance  Principles,” 
prepared  by  Dr.  Westlake,  were  presented  to  the  Council 
and  were  referred  to  this  committee  for  its  information 
and  guidance.  This  is  a fine  report  establishing  long- 
range  goals  and  will  be  valuable  to  our  committee. 

Ten  Basic  Principles.  To  obtain  the  approval  of  the  State 
Medical  Society,  legislation  providing  comprehensive  health 
insurance  must  contain  all  of  the  following  ten  basic  principles: 

1.  It  should  be  patterned  after  Title  18  A and  B (PL  89-97), 
utilizing  coinsurance  but  not  deductibles. 

2.  Private  insurance  carriers  should  be  utilized. 

3.  The  State  and  Federal  governments  should  utilize  Medi- 
caid funds  to  pay  health  insurance  premiums. 

4.  The  State  should  assist  in  the  payment  of  health  insurance 
premiums  for  the  near-indigent  segment  of  the  population. 

5.  There  should  be  cost  sharing  by  the  employer  and  employe 
to  pay  insurance  premiums. 

6.  There  should  be  tax  incentives  for  the  remainder  of  the 
population  to  purchase  insurance. 

7.  The  insurance  program  should  not  disrupt  the  existing 
pattern  of  practice  by  altering  the  principles  of  freedom  of 
choice,  fee  for  service,  and  usual  and  customary  fee  concepts. 
Flexibility  in  the  delivery  and  financing  of  health  care  in  de- 
prived areas  to  promote  efficiency  and  to  effect  economy  is 
acceptable,  provided  quality  medical  care  is  maintained.  In 
deprived  areas,  fixed-fee  schedules  negotiated  with  the  appro- 
priate county  medical  societies  would  be  acceptable. 

8.  Basic  minimum  health  benefits  should  be  specified  and 
should  include  parallel  co^'erage  for  medical  and  diagnostic 
services  in  the  hospital  and  in  the  doctor’s  office  to  keep  insti- 
tutional use  and  costs  at  a minimum. 

9.  Catastrophic  health  insurance  coverage  should  be  an 
integral  part  of  the  program. 

10.  Peer  review  mechanism  through  county  medical  society 
committees  should  be  an  integral  part  of  the  program. 
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Critique  of  the  Governor’s  Universal  Health  Insurance 
Bill  for  1970  (S.  9189).  The  purpose  of  the  bill  is  to  establish 
a universal  health  insurance  program  and  to  encourage  improve- 
ments in  the  delivery  of  health  care  services. 

Summary  of  provisions  of  the  bill.  This  bill  establishes  a 
program  of  universal  health  insurance  and  provides  for  improve- 
ments in  the  existing  system  of  delivering  health  care  services 
by  encouraging  the  group  practice  of  medicine.  Section  1 of  the 
bill  sets  forth  legislative  findings  and  purposes.  Section  2 
enacts  a Universal  Health  Insurance  Act.  The  salient  features 
of  this  Act  are: 

1.  Required  health  benefits,  which  would  include: 

— Ninety  days  of  hospital  semiprivate  care,  including  psychi- 
atric care  and  ancillary  hospital  services 
-Hospital-type  outpatient  diagnostic  x-ray  and  laboratory 
services,  emergency  accident  care  and  minor  surgery,  radia- 
tion and  physical  therapy,  and  psychiatric  evaluation  serv- 
ices up  to  $500 

—Physician  services,  with  a $2.00  copayment  for  each  office, 
clinic,  or  outpatient  department  visit  for  diagnostic  x-ray 
and  laboratory  services,  emergency  care,  minor  surgery, 
and  radiation  and  physical  therapy 
— Physician  or  hospital  maternity  benefits  up  to  $150 
— Hospital-related  or  sponsored  home  care  up  to  100  visits  in 
one  year 

2.  Optional  health  benefits,  which  nonprofit  insurance  car- 
riers would  be  required  to  offer  to  those  who  voluntarily  elect 
to  obtain  such  coverage: 

— Inpatient  and  ambulatory  medical,  surgical,  and  psychi- 
atric services  provided  in  hospitals  or  by  approved  group 
practices  on  a prepayment  basis,  and/or 
— Medical  and  surgical  hospital  services,  including  inpatient 
psychiatric  services  up  to  $650,  with  a $50  deductible  and 
20  per  cent  co-insurance. 

3.  Insurance  coverage,  effective  April  1,  1971,  or  its  equiva- 
lent would  be  required  for  the  following  groups: 

— All  full-time  employes  after  four  weeks  of  employment  and 
their  dependents  who  are  not  eligible  for  Medicare,  with  the 
exception  of  Federal,  railroad  and  maritime  workers,  clerics 
or  members  of  religious  groups,  casual  or  seasonal  em- 
ployes, and  other  special  groups  set  forth  in  Section  3 of  the 
Act. 

— Self-employed  persons  but  coverage  would  be  optional  for 
those  with  no  employes. 

— All  unemployed  persons.  Their  employer’s  policy  would 
cover  them  and  their  dependents  for  the  first  four  weeks 
after  termination  of  employment.  After  the  fourth  week 
of  unemployment  a person  would  have  the  option  of  obtain- 
ing coverage  for  himself  and  his  dependents  up  to  180  days, 
with  the  State  paying  half  the  cost  and  the  individual  per- 
son the  other  half. 

—Unemployed  public  assistance  recipients  and  unemployed 
persons  eligible  for  Medicaid,  who  would  have  premiums 
paid  by  existing  Federal,  State,  and  local  programs. 

4.  Flmploye  contributions,  subject  to  bargaining,  and  pre- 
mium sharing  are  as  follows: 

Premium  contributions  of  employes  would  be  35  per  cent  if 
annual  wage  is  $6,000  or  more;  20  per  cent  if  annual  wage 
is  between  $5,000  and  $6,000;  and  none  if  annual  wage  is 
less  than  $5,000. 

The  New  York  State  Health  Insurance  Corporation  estab- 
lished by  the  bill  would  pay  the  difference  between  35  per 
cent  of  the  premium  cost  and  the  amount  of  the  employe’s 
contribution. 

5.  Employer  contributions  and  subvention  are  as  follows: 

- Employer  insurance  contributions  would  be  a minimum  of 
65  per  cent  of  premiums. 

Provision  for  “subvention”  contribution  by  the  New  York 
State  Health  Insurance  (Corporation  to  the  cost  of  required 
health  benefits  when  the  contribution  of  the  employer  ex- 
ceeds 4 per  cent  of  the  employer’s  annual  payroll.  These 
payments  would  be  made  on  api)lication  by  the  insurance 
carrier  involved,  following  a review  of  the  carrier’s  under- 


writing and  other  practices,  and  consideration  of  available 
coverage  elsewhere  at  a lower  premium  cost. 

— Every  Article  9C  carrier  would  be  required  to  offer  a corn- 
tract  providing  the  benefits  required  by  the  bill,  with  com- 
mercial carriers  having  the  option  of  doing  so. 

6.  Creation  of  the  New  York  State  Health  Insurance  Cor- 
poration which  would  be  a corporate  governmental  agency  con- 
stituting a public  benefit  corporation,  administered  by  a board 
of  12  trustees,  4 of  whom  would  be  the  State  Commissioners 
of  Health,  Social  Services,  and  Commerce  and  the  Superin- 
tendent of  Insurance.  Seven  trustees  would  he  appointed  by 
the  Governor  with  the  advice  and  consent  of  the  Senate  (at 
least  3 of  whom  would  represent  consumers  or  purchasers  of 
health  services  and  no  more  than  2 of  whom  would  represent 
carriers).  The  twelfth  trustee  would  be  a nonvoting  executive 
director  of  the  corporation  and  secretary  of  the  board.  The 
chairman  would  he  designated  hy  the  Governor  from  among  his 
7 appointees. 

'The  duties  of  the  corporation  would  include:  assumption  of 
the  present  hospital  rate  approval  functions  of  the  Superin- 
tendent of  Insurance;  establishment  of  9-member  Regional 
Medical  Councils,  which  would  include  3 representatives  of 
health  care  consumers  and  2 representatives  of  health  care  pur- 
chasers, and  also  would,  subject  to  approval  by  the  Corpora- 
tion, set  the  rates  for  medical  services  to  be  paid  by  carriers; 
setting  of  premium  rates  for  service  benefit  plans;  supervision 
of  nonprofit  medical  corporations  authorized  by  the  bill;  de- 
termination of  actuarial  and  health  equivalency  of  existing 
plans;  and  administration  of  the  State’s  contributions  to  pre- 
mium costs. 

In  addition  the  bill  provides  that  benefits  granted  under  the 
Disability  Benefits  Law  shall  be  in  addition  to  any  benefits 
under  the  bill.  The  bill  also  authorizes  an  employer  to  con- 
tinue existing  insurance  arrangements  providing  benefits  which 
are  equivalent  to  the  required  benefits,  but  in  no  event  beyond 
April  1,  1974. 

Sections  3 through  10  of  the  hill  make  conforming  amend- 
ments. 

Sections  11  through  15  of  the  hill  would: 

— Provide  for  increased  public  representation  on  boards  of 
directors  of  corporations  licensed  under  Article  9C  of  the 
Insurance  Law  with  power  to  disapprove  of  or  remove  a di- 
rector for  cause,  after  hearing  by  the  New  York  State 
Health  Insurance  Corporation; 

— Provide  for  visitation  and  supervision  of  corporations  by 
the  New  York  State  Health  Insurance  Corporation  in  addi 
tion  to,  but  not  in  lieu  of,  the  regulatory  functions  of  the 
Superintendent  of  Insurance  with  power  to  make  recom- 
mendations with  respect  to  quality,  efficiency,  and  public 
responsiveness  of  the  services  rendered  by  such  corpora- 
tions; and 

— Transfer  to  the  New  York  State  Health  Insurance  Corpora- 
tion the  functions  of  the  Superintendent  of  Insurance  with 
respect  to  hospital  payment  rates  and  premium  rate  ap- 
provals for  corporations,  including  the  holding  of  public 
hearings  on  premium  rates. 

Section  16  of  the  bill  amends  Section  2807  of  the  Public 
Health  Law,  dealing  with  payments  for  rates  of  hospital  service, 
to  make  a conforming  amendment  relating  to  institutions  pro- 
viding psychiatric  services  and  to  Christian  Science  sanatoria. 
The  section  also  provides  for  the  certification  of  hospital  rates 
by  the  Commissioner  of  Health  to  the  New  York  State  Health 
Insurance  Corporation. 

Section  17  of  the  bill  adds  a new  Article  44  to  the  Public 
Health  Law,  entitled  “Nonprofit  Medical  Corporations,” 
providing  for  the  formation  of  such  corporations,  which  would 
be  authorized  to  render  professional  medical  services  on  a fee 
for  service  or  prepayment  basis  and  to  enter  into  contracts  with 
insurers  of  health  benefits.  These  corporations  would  be  sub- 
ject to  supervision  by  the  Commissioner  of  Health  and  the  New 
York  State  Health  Insurance  Corporation. 

Sections  18  and  19  of  the  hill  make  neces.sary  amendments  to 
Sections  6512  of  the  Education  Law  to  conform  to  a new  Article 
44  of  the  Public  Health  Law. 
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Section  20  of  the  bill  amends  CPI.K  S45()4(a)  with  respect  to 
the  confidential  relationships  between  patients  and  medical- 
type  corporations. 

Section  21  amends  the  Workmen's  Compensation  Law  to  re- 
quire that  benefits  under  the  Disability  Benefits  law  be  granted 
in  addition  to  any  benefits  provided  under  the  Universal  Health 
Insurance  Act. 

Section  22  amends  Section  2872(3)  of  the  Public  Health  Law 
to  authorize  the  State  Housing  Finance  Agency  to  make  loans 
to  nonprofit  medical  corporations,  or  to  corporations  which  are 
controlled  by  health  service  corporations  organized  under  Arti- 
cle 9C  of  the  Insurance  Law,  for  the  construction  or  conversion 
of  hospital  and  other  health  facilities. 

Section  23  authorizes  the  Health  and  Mental  Hygiene  Facili- 
ties Improvement  Corporation  to  consult  with  and  render  tech- 
nical assistance  to  such  corporations  in  matters  relating  to  the 
provision  of  hospital  and  other  health  facilities. 

Section  24  adds  a new  Article  16  to  the  Business  Corporation 
Law,  providing  for  the  incorporation  of  professional  health  serv- 
ice corporations  under  the  Business  Corporation  Law.  Such 
corporations  would  be  authorized  to  provide  any  type  of  pro- 
fessional service  to  the  public  which  can  lawfully  be  rendered  by 
I a licensed  physician  or  dentist  within  the  purview  of  his  pro- 

j fession.  Personal  professional  responsibility  of  member  and 

I employe  practitioners  would  be  preserved, 
j Sections  25  through  29  amend  the  Tax  Law  to  enable  these 
I professional  health  service  corporations  to  obtain  Federal  tax 
I benefits  to  which  they  would  be  entitled  under  Federal  law, 

' without  loss  of  revenue  to  the  State. 

Section  30  provides  for  separability  of  the  various  provisions 
of  the  bill. 

Section  31  appropriates  $3  million  to  the  New  York  State 
Health  Insurance  Corporation  for  the  administration  of  the 
system  of  health  insurance  benefits  and  improvements  contem- 
plated by  the  bill. 

Section  32  provides  that  the  bill  shall  take  effect  July  1, 
1970,  except  that  the  provisions  of  Section  11  (relating  to  com- 
position of  boards  of  directors  of  Article  9C  corporations)  would 
take  effect  January  1,  1971;  sections  25  through  29  (relating  to 
amendments  of  the  Tax  Law)  would  apply  to  taxable  years  end- 
ing after  December  31,  1969.  Under  the  provisions  of  Section 
7 of  the  Universal  Health  Insurance  Act,  Section  2 of  the  bill, 
the  insurance  coverage  provided  for  in  the  Act  would  be  re- 
quired commencing  April  1,  1971. 

Support  of  the  Bill.  Many  citizens  of  this  State  are  being 
deprived  of  basic  health  protection  as  the  result  of  our  na- 
tion’s anachronistic  health  system  which  often  has  given  pri- 
ority to  those  patients  able  to  pay  instead  of  on  the  basis  of  their 
actual  need  for  health  services. 

This  bill  is  designed  to  substantially  eliminate  the  existing 
financial  obstacles  to  adequate  health  care  services  by  estab- 
lishing a system  of  basic  health  insurance  benefits  to  be  admin- 
istered by  the  New  York  State  Health  Insurance  Corporation. 
The  bill  would  also  increase  the  availability  of  quality  health 
services  by  encouraging  physicians  to  join  in  rendering  a broader 
range  of  medical  services  as  group-practitioners  of  medicine. 

As  stated  by  Governor  Rockefeller  in  his  special  message  to 
the  Legislature  relating  to  this  bill: 

The  removal  of  financial  barriers  to  health  care  services, 
and  improvement  of  the  present  system  and  economics  of  de- 
livery of  medical  and  hospital  services,  are,  therefore,  mat- 
ters of  vital  State  concern  affecting  the  public  health,  safety, 
and  welfare.  The  severity  of  the  problem  has  been  ascribed 
by  The  National  Commission  on  Health  Manpower  to  a sys- 
tem which  is  “a  collection  of  bits  and  pieces  with  over- 
lapping, duplication,  great  gaps,  high  costs,  and  wasted 
effort. . ” 

The  legislation  I propose  offers  two  inter-related  programs. 
One  would  do  much  to  clear  away  the  financial  barriers  for 
individuals  in  need  of  basic  health  insurance  protection.  The 
other  would  bring  into  play  the  resources  of  the  State  in  stim- 
ulating the  development  of  a better  system  for  delivering 
integrated  and  comprehensive  medical  care  to  people  every- 
where. 


General  ('onclusions.  The  Governor’s  1970  Universal 
Health  Insurance  Bill,  S.  9181  (Rules),  is  the  most  “compul- 
sory” health  bill  to  date  in  this  State.  The  alleged  purpose 
of  the  bill  is  to  provide  broad  hospital  and  physicians’  services 
to  15  million  people  and  to  alter  the  delivery  of  health  care  serv- 
ices by  offering  financial,  technical,  and  legal  inducements  to 
form  group  practices.  The  following  is  a general  summary  of 
the  bill  prepared  by  the  Governor’s  office. 

It  includes  many  of  the  “objections”  of  previous  versions  and 
is  structured  to  channel  medical  practice  in  this  State  into 
group  practice  within  or  outside  of  the  hospital  setting. 

It  is  discriminatory  against  the  public  and  the  physician  by 
providing  full  coverage  if  a person  elects  to  sign  up  with  a group 
practice  program.  It  will  penalize  a person  who  prefers  to  con- 
tinue under  the  care  of  his  private  physician  by  requiring  the 
person  to  pay  a $.50  deductible  and  20 per  cent  copayment. 

Private  practicing  physicians  would  be  required  to  adhere  to 
a fixed-fee  schedule  to  be  determined  by  nonmedical-controlled 
boards,  such  as  New  York  State  Health  Insurance  Council  and 
Regional  Medical  Councils.  There  is  no  specific  provision  for 
a practicing  physician  to  be  a member  of  any  of  these  Boards 
who  are  to  determine  the  value  of  physicians’  services. 

While  we  favor  comprehensive  health  insurance  for  everyone, 
the  Governor’s  Bill,  S.  9181  (1970),  is  discriminatory  and  ob- 
jectionable. 

Critique  of  Specific  Provisions.  There  are  many  provisions 
in  this  bill  which  are  discriminatory  and  are  objectionable. 
The  following  are  examples  of  provisions  which  we  cannot 
accept: 

1.  Last  year  we  objected  to  the  expansion  of  hospital  serv- 
ices, which  include  anesthesiologists,  radiologists,  pathol- 
ogists, and  others.  This  provision  denies  these  specialists  their 
right  to  engage  in  the  private  practice  of  medicine  by  requiring 
them  to  be  employes  of  the  hospital. 

2.  Physicians'  services  in  the  emergency  room  and  the  out- 
patient department  for  illness  or  accidents  occurring  within 
forty-eight  hours,  including  surgery,  would  be  considered  a hos- 
pital service.  The  physician  would  not  be  paid  unless  he  were 
a salaried  employe  of  a hospital.  These  objectionable  features 
were  also  in  the  1969  bill.  In  the  1970  version  the  patient  would 
pay  $2.(X)  a visit  in  these  facilities. 

This  item  is  covered  by  a statement  to  the  effect  that  benefits 
for  hospital  services  will  not  be  covered  unless  billed  by  the 
hospital. 

Hospitals  throughout  the  State  are  having  difficulty  provid- 
ing emergency  room  coverage  at  the  present  time.  Who  will 
take  care  of  the  influx  of  patients  into  the  emergency  rooms, 
if  the  clinical  private  practitioners  are  not  included  and  com- 
pensated for  their  services.  This  appears  to  be  another  ex- 
ample of  offering  services  without  providing  for  manpower 
coverage. 

3.  Optional  health  insurance  benefits  are  provided  which  are 
discriminatory.  If  a citizen  joins  a group  practice  plan,  there 
are  full  physician  benefits.  If  a patient  elects  to  continue  with 
his  private  physician  the  patient  must  pay  a $50  deductible 
and  a 20  per  cent  copayment.  Is  this  not  discriminatory  against 
the  patient  and  the  private  practitioner?  The  payment  would 
be  “in  accordance  with  a fee  schedule  approved  by  the  corpora- 
tion,” and  so  on. 

4.  The  program  calls  for  the  creation  of  a New  York  State 
Health  Insurance  Corporation  which  would  be  the  governing 
body  with  broad  powers  to  make  such  rules  and  regulations  as 
necessary,  including  subpoena  power.  The  Health  Insurance 
Corporation  would  consist  of  12  trustees  and  might  have  no 
private  practicing  physician  representation. 

5.  There  would  be  at  least  7 Regional  Medical  Councils  con- 
sisting of  9 members.  At  least  3 of  these  members  would  rep- 
resent consumers  of  health  care  and  2 members  would  represent 
purchasers  of  health  care.  There  is  no  provision  for  private 
practicing  physician  representation  on  these  Councils. 

These  Regional  Medical  Councils  would  determine  the  physi- 
cians’ fixed-fee  schedules  for  15  million  people  and  “shall 
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take  effect,  subject  to  approval  by  the  Health  Insurance  Cor- 
poration.” 

The  State  would  be  mandating  that  the  fees  for  physicians’ 
services  be  determined  by  a lay  board  comprised  of  representa- 
tives of  the  consumers  and  purchasers  of  health  care  without 
any  private  physician  representation. 

Section  23(2)  states:  “Upon  approval  and  adoption  by  the 
corporation  of  the  fees  recommended  by  a regional  council, 
no  carrier  shall  pay  to  any  provider  for  services  in  furnishing 
any  of  the  medical  services  provided  in  this  act,  an  amount 
in  excess  thereof,  nor  shall  any  provider  furnishing  such  serv- 
ice charge,  request  or  exact  a payment  in  excess  of  the  ap- 
proved fee  therefor.” 

This  is  another  attempt  to  coerce  the  practicing  medical  pro- 
fession into  group  practice,  such  as  Kaiser-Permanente  or 
Greater  New  York  Health  Insurance  Plan.  We  have  seen  a de- 
clining percentage  of  physicians  entering  clinical  medical  prac- 
tice in  the  past  few  years. 

6.  This  bill  places  restrictions  on  the  number  of  physicians 
serving  on  the  board  of  directors  of  health  service  corporations. 
Physicians  may  not  comprise  more  than  25  per  cent  of  the  board 
of  directors  of  any  hospital  service  or  health  service  corpora- 
tion or  more  than  40  per  cent  of  any  medical  expense  indemnity 
corporation.  The  same  percentages  would  apply  to  the  compo- 
sition of  the  executive  committees  of  these  corporations. 

This  appears  to  be  another  attempt  to  downgrade  the  role 
of  the  physician  in  health  care  and  to  transfer  policy-making 
decisions  to  the  consumers. 

7.  Hospitals  would  also  be  subject  to  stringent  government 
edicts.  They  must  have  valid  operating  certificates  authorizing 
services  to  receive  payments,  reimbursements,  or  grant-in-aids. 
The  rollback  in  Medicaid  eligibility  requirements  and  the  dry- 
ing up  of  research  funds  have  left  many  hospitals  in  serious 
financial  plight.  Further  tightening  of  the  reins  at  this  time 
of  escalating  labor  costs  will  not  add  to  their  economic  solvency 
but  will  only  make  them  more  subservient  to  government. 

8.  Article  44  relating  to  Nonprofit  Medical  Corporations  has 
as  its  specific  purpose  the  encouragement  of  the  group  practice 
of  medicine  by  permitting  medical  professional  persons  to  prac- 
tice in  the  corporate  form.  The  article  favors  physicians  who 
form  a structure  such  as  Kaiser-Permanente  or  Greater  New 
York  Health  Insurance  Plan.  The  article  would  allow  taxes 
to  be  used  to  provide  State  assistance,  allocate  mortgage  loan 
funds,  and  provide  technical  assistance  to  help  the  groups  be- 
come operational.  There  is  a place  for  the  closed-panel  prac- 
tice of  medicine,  but  let  it  compete  with  the  private  practice 
of  medicine  on  an  equal  basis  without  subsidies,  preferential 
government  regulations,  and  incentives;  let  the  public  decide 
who  has  the  better  product  to  sell.  We  believe  the  public  should 
be  given  a choice  but  on  an  equal  basis. 

Summary.  Universal  Health  Insurance  Bill  S.  9181  (Rules)  is 


a lengthy  document  replete  with  cross  references  which  requires 
detailed  study  to  fathom  the  true  intent  and  profound  conse- 
quences on  the  practice  of  medicine  in  New  York  State.  It 
establishes  councils  of  lay  people  who  will  determine  the  fees 
for  physicians’  services.  It  is  consumer-control  over  the  eco- 
nomics of  medicine  on  a unilateral  basis. 

This  bill  would  restructure  the  physicians’  delivery  of  med- 
ical care  system  and  attempts  to  channel  physicians  into  closed- 
panel  group  practice.  It  would  also  affect  full-time  hospital- 
based  physicians,  as  the  lay  boards  of  tbe  Regional  Medical 
Councils  would  control  the  hospital  purse  strings  and  estab- 
lish their  reimbursement  formulas. 

There  is  scant  reference  in  the  bill  to  the  quality  of  medical 
care  or  the  role  of  the  physician  in  maintaining  standards  of 
medical  care. 

We  believe  this  bill  would  have  a disastrous  effect  on  medical 
practice  in  New  York  State.  The  long-range  effect  on  the 
quality  of  medical  care  and  physician  manpower  should  be  of 
great  concern  to  every  citizen  in  this  State. 

Your  committee  has  attempted  to  keep  abreast  of  the 
mounting  legislation  regarding  universal  health  in- 
surance. We  have  tried  to  alert  you  to  the  disturbing 
features  of  many  of  these  proposals.  We  ask  that  you  ob- 
tain copies  of  State  and  Federal  bills  and  to  study  them 
thoroughly.  Abstracts  by  the  communications  media 
are  totally  inadequate.  The  fine  print  in  the  bills  will 
determine  the  destiny  of  health  care  in  this  country  and 
not  the  platitudes  of  the  sponsors. 

1970  was  not  a good  year;  1971  and  1972  may  decide 
the  fate  of  the  health  care  delivery  system  in  America. 
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of  the  Communications  Division,  Guy  D.  Beaumont. 

Your  chairman  also  would  like  to  thank  Martin  J. 
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Respectfully  submitted, 
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1971  HOUSE  OF  DELEGATES 


Standards  of  Medical  Care 

Commission  on  Standards  of  Medical  Care 


To  the  House  of  Delegates,  Gentlemen: 

The  Commission  on  Standards  of  Medical  Care  con- 


sists of  the  following  members; 

Waring  Willis,  M.D.,  Chairman  Westchester 

James  M.  Blake,  M.D.  Schenectady 

Charles  M.  Brane,  M.D.  W'estchester 

Lester  J.  Candela,  M.D.  Queens 

Bernard  J.  Pisani,  M.D.  New  York 

Joseph  G.  Zimring,  M.D.  Nassau 


As  reported  last  year,  the  Committee  on  Mediation 
and  Insurance  Claims  Review  and  the  Committee  on 
Utilization  Review  have  been  abolished  and  their  func- 
tions incorporated  into  the  Peer  Review  Mechanism 
committee  activity. 

The  Medical  Review  Manual  developed  by  the  Com- 
mittee on  Medical  Review  has  been  distributed  in  the 
main  to  284  hospitals  which  treat  acutely  ill  patients  in 
New  York  State.  Also,  24  copies  have  been  delivered  to 
the  U.S.  Public  Health  Service  and  Department  of 


Ethics 


To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Ethics  consists  of  the  following 


members: 

Joseph  G.  Zimring,  M.D.,  Chairman  Nassau 

Charles  A.  Gwynn,  M.D Onondaga 

Frank  LaGatutta,  M.D Bronx 


The  committee  received  a letter  from  the  Department 
of  Medical  Ethics  of  the  American  Medical  Association 
asking  what  the  official  position  of  the  State  Medical 
Society  is  regarding  the  ethical  propriety  or  impropriety 
of  a physician’s  billing  an  insurance  company  for  his 
fee  for  services  rendered  to  a member  of  his  immediate 
family  (son,  wife,  or  mother).  The  committee’s  pro- 
posed answer  was  given  to  the  Council  on  November 
30,  1969.  The  Council,  after  deliberation,  approved 
the  following  statement:  “The  Medical  Society  of  the 
State  of  New  York  holds  it  unethical  for  a doctor  of 
medicine  to  charge  for  treatment  rendered  to  members 
of  his  own  family  (child,  spouse  or  parent).’’ 

A question  raised  by  a county  medical  society  as  to 
whether  or  not  it  was  proper  for  a physician  to  use  his 
title  “M.D.”  in  advertising  his  investment  service  was 
answered  by  the  committee  as  follows:  “The  Commit- 

tee on  Ethics  feels  that  there  is  a definite  breach  of 
medical  ethics  by  the  physician  in  using  the  title  ‘M.D.’ 
in  advertising  his  investment  service.” 


Health,  Education,  and  Welfare,  as  required  under  Con- 
tract No.  110-68-30.  The  Health  Services  officer  noted 
that  “we  in  the  Division  of  Health  Standards  think  your 
manual  is  excellent  and  are  pleased  that  it  is  ready 
for  use.” 

The  other  committees  have  not  had  major  problems 
to  consider  and  have  carried  on  with  routine  matters 
in  a most  careful  and  judicious  manner. 

The  Commission  again  wishes  to  note  the  continuing 
smooth  operation  of  the  Division  of  Standards  of  Med- 
ical Care,  and  our  appreciation  is  expressed  to  its  di 
rector,  Samuel  Z.  Freedman,  M.D.,  his  secretary.  Miss 
Catherine  H.  Renze,  and  the  entire  headquarters  staff 
under  Henry  I.  Fineberg,  M.D.,  executive  vice-president. 

Respectfully  submitted. 

Waring  Willis.  M.D.,  Chairman 


In  answer  to  a letter  from  a county  medical  society 
asking  for  assistance  in  formulating  guidelines  for  phy- 
sicians participating  in  television  and  radio  broadcasts, 
the  county  society  was  told  that  it  was  within  their 
province  to  set  up  their  own  guidelines,  and  that  we 
would  be  glad  to  assist  them  if  necessary. 

A letter  was  received  from  a company  which  would 
like  to  supply  physicians’  services  on  a temporary  basis 
to  clients  who  would  then  be  billed  for  the  physicians’ 
services  plus  a service  charge.  The  committee  stated 
that  this  practice  would  be  unethical  and  quoted  Sec- 
tion 6,  Article  6,  of  the  Principles  of  Professional  Con- 
duct. 

Several  letters  were  received  from  a clinic  in  New 
York  City,  a nonprofit  organization,  regarding  adver- 
tisements by  that  clinic  and  setting  up  guidelines  for 
the  promotion  of  preventive  medicine.  The  committee 
stated  that  the  matter  was  under  the  jurisdiction  of  the 
Medical  Society  of  the  County  of  New  York. 

In  answer  to  a letter  fiom  a physician  concerning  the 
question  of  one  physician  charging  another  physician 
for  services  rendered  to  the  physician’s  family,  the  com- 
mittee stated  that  this  was  a matter  between  the  physi- 
cians involved. 

The  committee  considered  a letter  from  a physician’s 
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attorney  regarding  the  professional  impropriety  of  the 
physician  receiving  compensation  for  consultation  on 
the  manufacture  of  a surgical  instrument.  The  rate  of 
compensation  was  to  be  based  on  a percentage  of  the 
sales  made  by  the  company.  The  committee  replied 
that  it  was  unethical  and  quoted  Chapter  I,  Section 
6,  of  the  Principles  of  Professional  Conduct.  The  at- 
torney was  referred  back  to  the  county  medical  society. 

Also  considered  was  a letter  from  a physician  regarding 
his  appointment  as  medical  director  of  a pharmaceutical 
company  manufacturing  dermatologic  products  and 
also  his  becoming  a member  of  the  Board  of  Directors 
owning  stock  in  this  company  while  he  practiced  his 
specialty  of  dermatology.  The  committee  stated  that 
it  would  be  unethical  for  the  physician  to  hold  the  posi- 
tion of  medical  director  or  corporate  director  of  the 
pharmaceutical  manufacturing  company  while  he  prac- 
ticed medicine. 

The  committee  reviewed  several  appeals  from  judg- 
ments issued  by  county  medical  societies  regarding 
advertising.  After  reviewing  the  appeals,  the  county 
medical  societies’  decisions  were  upheld. 

The  passage  of  the  laboratory  bill  by  the  New  York 
State  Legislature,  which  ordered  laboratories  to  bill 
patients  directly,  has  created  a problem  in  ethics. 


Many  letters  have  been  received  by  this  committee  about 
the  ethics  involved  in  the  many  methods  used  by  both 
physicians  and  laboratories  to  evade  this  bill.  The 
following  example  was  declared  to  be  unethical  by  the 
committee.  A partnership  was  to  be  formed  by  fifty 
physicians  who  would  invest  money  in  the  corporation 
administering  the  laboratory;  in  return  the  physicians 
would  receive  a portion  of  the  net  profit  of  the  labora- 
tory. 

In  March,  your  chairman  was  asked  to  give  a speech 
before  a national  medical  fraternity  on  use  of  credit 
cards. 

In  September  your  chairman,  with  the  approval  of 
the  Council,  attended  the  Third  National  Congress  on 
Medical  Ethics  held  under  the  auspices  of  the  Judicial ' 
Council  of  the  American  Medical  Association. 

The  committee  would  like  to  express  its  appreciation 
to  Samuel  Z.  Freedman,  M.D.,  director.  Division  of 
Standards  of  Medical  Care;  to  J.  Richard  Burns,  J.D., 
assistant  executive  vice-president;  and  to  Miss  Cath- 
erine H.  Renze,  secretary  to  Dr.  Freedman,  for  their 
assistance. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 


Hospital  and  Professional  Relations 


To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Hospital  and  Professional  Rela- 
tions consists  of  the  following  members: 

Bernard  J.  Pisani,  M.D.,  Chairman  New  York 

John  A Billows,  M.D Nassau 

Rudolph  R.  Del  Giacco,  M.D Albany 

Benjamin  G.  Dinin,  M.D Westchester 

Joseph  J.  Kaufman,  M.D.  Wayne 

Jason  K.  Moyer,  M.D Broome 

Edward  W.  Mullin,  M.D Onondaga 

Edward  C.  Rozek,  M.D Erie 

Resolution  70-28,  “Standards  for  Accreditation  to 
Specify  Number  of  Medical  Board  Meetings,”  was  re- 
ferred by  the  Council  to  this  committee.  The  first  Re- 
solved of  this  resolution  recommends  that,  “The  Med- 
ical Society  of  the  State  of  New  York  request  the  Joint 
Commission  on  Accreditation  of  Hospitals  to  specify  in 
its  Standards  for  Hospital  Accreditation  that  all  med- 
ical boards  meet  a minimum  of  eight  times  a year.” 
Since  Standard  6 of  the  Proposed  Standards  of  the  Joint 
Commission  on  Accreditation  of  Hospitals,  section  on 
Medical  Staffs,  refers  vaguely  to  what  an  individual 
hospital  should  do,  the  committee  approved  the  intent 
of  this  resolution  but  agrees  with  the  Joint  Commission 
that  each  hospital  should  make  its  own  decision  in  this 
matter.  Therefore,  the  committee  recommended  to  the 
Council,  and  the  Council  approved,  the  amending  of  the 
first  Resolved  to  read  as  follows:  “Resolved,  That  medi- 

cal boards  of  hospitals  abide  by  the  recommendation  as 
outlined  by  the  Joint  Commi.ssion  on  Accreditation  of 
Hospitals  to  adequately  carry  on  the  business  of  the  hos- 
pitals.” 


The  Council  also  referred  to  the  committee  a letter 
from  the  Professional  Medical  Liability  and  Defense 
Board  requesting  an  opinion  of  the  “teaching”  system 
that  has  been  developed  in  a hospital.  In  essence,  the 
attending  physicians  were  “reminded  that  they  are  not 
to  write  orders  except  in  the  event  of  emergency.  If  the 
appropriate  house  physicians  cannot  be  found,  the  at- 
tending physician  should  communicate  his  diagnostic 
and  therapeutic  plan  in  a progress  note  which  is  flagged 
by  the  yellow  tag  available  on  each  floor.  This  alerts 
the  house  staff  to  review  the  progress  note  and  act  ac- 
cordingly.” 

The  Committee  strongly  disapproved  of  this  system 
for  the  following  reasons:  (1)  responsibility  for  the  pa- 

tient should  remain  with  the  attending  physician  in 
order  to  maintain  the  physician-patient  relationship, 
and  (2)  malpractice  insurance  coverage  may  well  be  ad- 
versely affected. 

The  committee  is  studying  an  intramural  dispute 
in  one  of  the  hospitals  in  New  York  State.  This  matter 
was  referred  to  Walter  Scott  Walls,  M.D.,  by  the  Amer- 
ican Medical  Association.  The  American  Hospital 
Association  referred  this  to  George  W.  Graham,  M.D., 
of  Schenectady. 

We  are  appreciative  of  the  cooperation  of  Samuel  Z. 
Freedman,  M.D.,  director.  Division  of  Standards  of 
Medical  Care,  and  his  sepretary.  Miss  Catherine  H. 
Renze. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 
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Government  Health  Centers 


To  the  House  of  Delegates,  (lentlemen: 

The  Subcommittee  on  Government  Health  Centers 
consists  of  the  following  members: 

Leonard  L.  Heimoff,  M.D.,  Chairman  Bronx 

Carl  Goldmark,  Jr.,  M.I).  New  York 

John  E.  Lowry,  M.D.  Queens 

Thomas  \V.  Mou,  M.D.  Onondaga 

The  committee  considered  one  item  this  year,  that  is, 
establishing  a plan,  developed  by  the  Medical  Society 
of  the  County  of  New  York,  for  the  delivery  of  health 
care  in  the  East  Harlem-triangle  area.  The  committee 
accepted  the  principle  outlined  in  this  plan  with  the 
following  recommendations. 

1.  Although  paramedical  personnel  will  be  necessary. 


Hospital -Based  Physicians 


To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Hospital-Based  Physicians  con- 


sists of  the  following  members: 

James  M.  Blake,  M.D.,  Chairman  Schenectady 

Alfred  A.  Angrist,  M.D Bronx 

Norman  S.  Blackman,  M.D Kings 

Robert  P.  Boudreau,  M.D. Onondaga 

Richard  W.  Egan,  M.D Erie 

Francis  B.  Haber,  M.D. Chemung 

Edgar  P.  Mannix,  Jr.,  M.D. Nassau 

Irving  M.  Pallin,  M.D. Kings 

Ian  H.  Porter,  M.D Albany 

Victor  J.  Tofany,  M.D Monroe 


The  committee  has  been  concerned  during  the  past 
few  years  with  various  arrangements  for  professional 
services  which  have  been  made  by  physicians  associated 
with  or  employed  by  hospitals. 

This  problem  was  acute  for  some  period  of  time  but 
seems  to  have  abated  somewhat  during  the  past  year, 
perhaps  resolving  itself  to  some  extent.  At  least  the 
committee  has  not  had  any  specific  problems  referred 
to  it  during  this  past  year. 

It  is  the  impression  of  the  committee,  based  on  infor- 
mation which  has  been  obtained  by  the  Division  of  Stand- 
ards of  Medical  Care,  that  there  has  been  an  increasing 
number  of  physicians  who  have  become  directly  associat- 
ed with  hospitals  as  full-time,  hospital-based  physicians 
either  in  charge  of  clinical  departments,  emergency 
rooms,  teaching  programs,  or  in  providing  direct  patient 
care. 

As  far  as  can  be  determined  at  this  time,  the  majority 
of  such  arrangements  apparently  have  been  made  with 
satisfactory  fiscal  agreements  between  the  physician 
and  the  hospital  and,  to  the  best  of  our  knowledge,  with- 
out exploitation  of  the  patient  or  of  the  physician.  There 
probably  are  instances  where  there  is  such  exploitation, 
but  these  are  not  known  to  us  at  this  time.  There  may 


it  should  be  emphasized  that  the  physician’s  role  must 
be  preserved  so  that  quality  medical  care  is  assured. 

2.  Opportunity  is  to  be  provided  to  the  medical  direc- 
tor or  other  physicians  of  the  group  to  follow  up,  but  not 
necessarily  control,  the  care  of  patients  in  the  “back-up” 
hospitals. 

3.  It  is  hoped  that  the  facility  will  make  the  area, 
which  now  does  not  have  any  private  physicians,  attrac- 
tive for  private  practice  and  also  to  act  as  an  educational 
source  for  physicians  and  inhabitants  of  the  area. 

Respectfully  submitted, 

Leonard  L.  Heimoff,  M.D.,  Chairman 


not  be  many  unsatisfactory  arrangements  at  present 
simply  because  of  the  shortage  of  physicians  now  pre- 
vailing; however,  some  procedure  for  appeal  and  an 
avenue  of  approach  by  the  physician  should  be  institut- 
ed and  publicized. 

It  is  reasonable  to  anticipate  that  with  the  present 
trend  of  medical  care  there  probably  will  continue  to  be 
an  increasing  number  of  hospital-based  physicians 
throughout  the  State,  as  individuals  or  as  members  of 
hospital-based  groups  of  physicians  providing  not  only 
supervision  and  teaching  services,  but  also  direct  patient 
care.  In  view  of  this  trend,  the  committee  wishes  to  call 
to  the  attention  of  the  membership  the  following  prin- 
ciples which  it  believes  should  be  considered  and  ob- 
served when  arrangements  are  made  for  hospital-based 
professional  service. 

1.  The  primary  purpose  of  hospital-based  profes- 
sional medical  care  should  be  for  improving  and  further- 
ing the  medical  care  and  services  provided  to  the  pa- 
tients therein  and  for  the  educational  training  program 
of  the  medical  staff  of  the  hospital.  It  is  to  be  em- 
phasized that  it  should  not  be  the  policy  of  the  hospital 
to  derive  direct  financial  support  or  profit  from  such 
professional  sources. 

2.  The  physicians  providing  such  professional  serv- 
ices to  private  patients  should  do  so  in  their  professional 
capacity  and  right  as  physicians.  All  fees  collected  for 
such  professional  services  should  be  and  remain  the 
property  of  the  physician  or  physicians. 

3.  The  provision  of  such  professional  service  should 
be  in  accordance  with  the  Principles  of  Professional 
Conduct  of  the  medical  profession  as  determined  in 
the  State  of  New  York  by  the  Medical  Society  of  the 
State  of  New  York  and  nationally,  by  the  American 
Medical  Association. 

4.  In  the  fiscal  arrangements  referable  to  profes- 
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sional  care,  there  should  be  a separation  of  charges  and 
monies  collected  for  (1)  hospital  technical  services  and 
(2)  professional  medical  care.  Those  charges  and 
monies  received  for  hospital  technical  services  should 
be  returnable  to  the  hospital,  and  those  fees  charged  and 
collected  for  physician  professional  care  should  be  re- 
turnable to  the  physician  rendering  such  service  or  to  the 
group  of  which  he  is  a member.  This  is  not  done  now 
in  some  cases,  and  some  suggestions  or  recommendations 
to  correct  this  situation  where  it  exists  would  be  appre- 
ciated. 

5.  There  should  be  maintained  a detailed  audit  of 


Peer  Review  Mechanisms 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Ad  Hoc  Committee  on  Peer  Re- 


view Mechanisms  are  as  follows: 

Ralph  S.  Emerson,  M.D.,  Chairman Nassau 

Charles  M.  Brane,  M.D Westchester 

Lynn  R.  Callin,  M.D Monroe 

Richard  D.  Eberle,  M.D Onondaga 

Carl  Goldmark,  Jr.,  M.D New  York 

William  A.  Schwarz,  M.D Richmond 

Edward  Siegel,  M.D.  Clinton 

Lester  R.  Tuchman,  M.D Queens 


Peer  review  has  been  projected  into  the  limelight  this 
past  year.  It  has  been  discussed  in  the  halls  of  Congress, 
by  the  communication  media,  and  at  many  meetings 
regarding  health  care  in  this  country. 

To  alert  our  respective  district  and  county  medical 
societies,  the  following  memorandum  was  mailed  on 
July  28  to  the  presidents  of  county  medical  societies 
and  district  branches: 

The  purpose  of  this  memorandum  is; 

1.  To  inform  all  component  societies  of  the  activity  of  your 
Ad  Hoc  Committee  on  Peer  Review  Mechanisms  and  to  remind 
you  of  the  mandate  of  the  House  of  Delegates  of  the  State 
Medical  Society  regarding  resolutions  relating  to  peer  review. 

2.  To  inform  you  of  current  Federal  legislation  and  the  ac- 
tions of  the  AM  A House  of  Delegates  relating  to  peer  review. 

3.  To  evaluate  the  progress  of  peer  review  by  our  component 
societies  in  New  York  State. 

Committee  Activities.  In  response  to  resolution  70-22, 
“Guidelines  for  the  Elvaluation  of  Quality  Medical  Care,”  the 
committee  agreed  that  the  Committee  on  Medical  Review 
should  continue  its  timely  study  of  a structured  peer  review 
mechanism  by  using  categories  of  disease  entities.  Charles 
M.  Brane,  M.D.,  chairman  of  the  Committee  on  Medical  Re- 
view, stated  that  the  Medical  Review  Manual  is  ready  for  dis- 
tribution, and  additional  disease  entities  would  be  added  in 
the  coming  months.  'Phis  excellent  Manual  will  serve  as  a 
guideline  for  hospital  review  of  specific  disease  entities. 

Resolution  70-26,  “Peer  Review  Mechanisms  and  Specialty 
Medical  Societies,”  speaks  for  itself.  We  ask  your  coopera- 
tion in  fulfilling  this  mandate.  I’he  specialty  organizations 
desire  to  cooperate  and  the  request  is  consistent  with  the  plea 
made  by  the  AMA’s  past  president,  Gerald  I).  Dorman,  M.D., 
that  specialty  practice  organizations  develop  closer  liaison  with 
organized  medicine. 


the  professional  fees  collected  by  the  hospital-based 
physicians,  either  as  individuals  or  as  members  of  a 
group,  and  the  fees  charged  to  patients  for  such  profes- 
sional services  should  be  in  accordance  with  the  Relative 
Value  Scale  of  the  Medical  Society  of  the  State  of  New 
York. 

6.  The  duties  and  responsibilities  of  physicians  em- 
ployed by  hospitals  and  who  are  paid  a specific  salary 
for  such  should  be  specifically  designated. 

Respectfully  submitted, 

James  M.  Blake,  M.D.,  Chairman 


Resolution  70-30,  “Peer  Review  Committees  in  Hospitals,” 
is  self-explanatory,  and  we  ask  your  cooperation  in  fulfilling 
this  mandate. 

Your  committee  met  with  Louis  A.  Orsini,  director,  and  Wil- 
liam Reinertson,  staff  representative,  of  the  Health  Insurance 
Council,  which  represents  major  health  insurance  carriers. 
They  proposed  a plan  whereby  the  Health  Insurance  Council 
would  process  the  claims  in  their  major  medical  contracts  and 
make  their  data  available  to  the  county  societies  to  serve  as 
guidelines  for  the  county  peer  review  committees  in  evaluating 
fees  and  quality  of  medical  care.  It  was  proposed  that  the  de- 
cisions be  binding  on  the  insurance  carriers,  and  in  turn  the 
county  peer  review  committees  would  establish  the  “cut-off” 
point  for  usual,  customary,  and  reasonable  fees  in  their  respec- 
tive areas.  The  committee  would  critically  review  fees  charged 
above  this  “cut-off”  point  and  make  a decision  and  recommen- 
dation to  the  insurance  carrier.  This  principle  was  approved 
by  the  Council  of  the  State  Medical  Society. 

At  the  present  time  only  pilot  studies  would  be  done  of  repre- 
sentative geographical  counties,  such  as  urban,  suburban,  and 
rural  areas.  Nassau  County  has  asked  to  participate  in  this  | 
program.  If  your  county  has  an  established  and  well-function-  I 
ing  committee  and  would  like  to  be  considered  a participant, 
notify  Samuel  Z.  Freedman,  M.D.,  Director,  Division  of  Stand-  , 
ards  of  Medical  Care,  at  the  State  Medical  Society  offices.  ' 

Your  committee  agreed  that  this  was  another  parameter  for 
gathering  data  regarding  Utilization  Committee  Review  and 
additional  sources,  such  as  the  Blue  Plans,  the  Professional 
Activities  Study,  and  others  would  be  approached  for  further 
information. 

Your  committee  met  with  Stephen  Mahady,  M.D.,  assistant 
commissioner  of  medical  services  of  the  New  York  State  Health 
Department.  Doctor  Mahady  stated  they  are  mandated  by  law 
to  obtain  factual  information  on  all  transactions  regarding 
Medicaid  disbursement  of  funds.  This  includes  profiles  on 
patients,  physicians,  and  all  other  providers  of  service.  They 
have  information  on  every  transaction  made  in  1969  and  have  a 
programmed  computer  to  assess  up-to-date  activities  in  the 
health-care  field.  The  State  Health  Department  is  most  de- 
sirous of  cooperating  with  our  peer  review  committees,  and  as 
Commissioner  Hollis  Ingraham  stated:  “only  doctors  can  do 

this  (peer  review).” 

Current  Federal  Legislation  and  Recent  Actions  of  AMA 
House  of  Delegates.  In  recent  months  there  has  been  a flood 
of  legislative  proposals  regarding  national  health  insurance, 
sponsored  by  the  following:  Reuther,  Griffiths,  Javits,  Ken- 

nedy, AMA  Medicredit,  Fulton,  Fannin,  and  Hall. 
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The  Reuther,  Griffiths,  .Javits,  and  Kennedy  bills  are  not 
universal  health  insurance  plans  but  are  in  effect  national 
health  service  plans.  A service  plan  means  a complete  restruc- 
turing of  the  health  care  delivery  system  into  a group  practice 
or  group  service  organization.  This  would  eliminate  the  solo 
practititioners  of  medicine  and  much  of  private  practice  as  we 
know  it  today.  The  consumers  would  play  a dominant  role  in 
the  policy  decisions  of  the  service  organization  regarding  pay- 
ment of  services,  and  so  on.  There  would  be  a tight  bureau- 
cratic, centralized  government  control  with  all  the  rules,  regu- 
lations, and  accompanying  paperwork  to  further  plague  the 
overworked  physician.  We  are  adamantly  opposed  to  the  con- 
cept of  a national  health  service  plan. 

The  AMA  Medicredit,  Fulton,  Fannin,  and  Hall  bills  are  na- 
tional health  insurance  programs.  These  insurance  programs 
would  not  restructure  the  health  care  delivery  system,  would 
not  wash  out  the  fee-for-service  concept,  and  would  utilize  the 
private  health  insurance  industry.  We  are  in  favor  of  a compre- 
hensive health  insurance  program  embodying  these  concepts. 

When  the  AMA  representatives  appeared  before  the  House 
Ways  and  Means  Committee  to  present  the  AMA  Medicredit 
proposal,  they  were  received  politely.  They  were  told  that  the 
plan  lacked  a cost  and  quality  control  program,  and  that  unless 
there  was  a strong  peer  review  mechanism  incorporated  in  the 
bill,  the  plan  would  not  receive  serious  consideration.  There- 
fore, the  original  Medicredit  proposal  was  revised  and  the  Peer 
Review  Organization  was  incorporated  into  the  program.  The 
highlights  of  Peer  Review  Organization  were  presented  to  the 
AMA  House  of  Delegates  in  the  Board  of  Trustees’  Report 
“V”  ....  The  report  was  approved  at  the  -June,  1970,  Annual 
Meeting  of  the  House  of  Delegates,  in  Chicago,  so  it  is  the  offi- 
cial policy  of  the  AMA. 

Peer  review  will  undoubtedly  be  an  integral  part  of  any  na- 
tional health  legislation.  The  service  plans  emphasize  con- 
sumer domination,  and  AMA  Medicredit  emphasizes  physician 
control  with  consumer  advisers.  This  is  an  evaluation  of  the 
political  climate  at  the  present  time,  and  we  believe  it  is  a real- 
istic appraisal. 

In  our  original  information  on  peer  review  in  1969,  we  stated 
that  “peer  review  was  a cost  and  quality  control  program  cover- 
ing the  entire  spectrum  of  health  care.”  Some  county  societies 
believed  it  was  merely  another  name  for  Grievance  Committee 
and  were  slow  to  grasp  the  new  concept  and  to  restructure  their 
county  society  committees.  There  should  be  no  doubt  after  re- 
viewing the  Federal  health  legislative  proposals  that  peer  re- 
view is  not  a game  of  semantics;  that  time  is  running  out  on  us; 
and  that  each  county  society  or  district  branch  had  better  get 
their  house  in  order  immediately. 

The  drums  for  Federal  health  legislation  will  start  beating 
in  1971  and  will  probably  reach  a crescendo  in  late  1971  or  1972. 
We  trust  this  report,  along  with  the  excellent  report  of  the  Com- 
mittee on  Federal  Legislation  read  at  the  June  meeting  of  the 
Council,  will  be  sufficient  warning  that  there  is  much  to  be  done 
in  a very  limited  time. 

A brief  note  regarding  State  legislative  activity  in  relation 
to  peer  review  is  in  order.  We  were  successful  in  obtaining  im- 
munity for  hospital  peer  review  committees.  The  bill  to  extend 
this  immunity  to  county  society  peer  review  committees  failed 
because  of  a technicality.  It  will  be  reintroduced  next  year, 
and  the  State  Health  Department  has  assured  their  support. 
In  the  meantime,  we  suggest  that  the  county  peer  review  com- 
mittees carry  out  their  review  function  and  make  their  recom- 
mendations to  the  government,  insurance  carriers,  and  others, 
and  let  them  take  action  if  necessary,  rather  than  have  the 
county  society  become  involved  in  any  disciplinary  action. 

Evaluation  of  Progress  of  Peer  Review  by  Component  Soci- 
eties. To  assess  the  current  status  of  peer  review,  we  ask  you 


to  answer  the  enclosed  questions  and  immediately  return  the 
information  to  Samuel  Z.  P'reedman,  M.D.,  director.  Division 
of  Standards  of  Medical  Care. 

We  urge  you  to  review  the  annual  report  of  this  committee 
which  appeared  in  the  January  15,  1970,  issue  of  the  Journal. 

The  response  to  the  questionnaire  has  been  spotty  and 
not  adequate  for  evaluation  at  the  time  this  report  is  be- 
ing written.  We  may  be  able  to  submit  a supplementary 
report  to  the  House  of  Delegates  in  February,  1971. 

In  September  Senator  Bennett  introduced  an  amend- 
ment, entitled  “Professional  Standard  Review,”  to  H.R. 
17550,  which  is  an  act  to  amend  the  Social  Security  Act. 
While  it  is  similar  to  the  Peer  Review  Organization  sec- 
tion of  the  AMA  Medicredit  proposal,  it  does  differ  from 
Peer  Review  Organization  in  several  areas.  Whereas 
Peer  Review  Organization  would  place  the  responsibility 
of  peer  review  with  the  State  and  component  medical 
societies,  the  Bennett  amendment  is  not  so  specific. 
The  Bennett  amendment  would  give  an  option  to  such 
control,  “Section  1152  (B)  such  other  public,  nonprofit 
private,  or  other  agency  or  organization,  which  the  sec- 
retary determines,  in  accordance  with  criteria  prescribed 
by  him  in  regulations,  to  be  of  professional  competence 
and  otherwise  suitable.” 

This  legal  jargon  infers  that  nonprofessional  organiza- 
tions could  administer  peer  review.  There  are  many 
types  of  health  planning  agencies  which  might  fit  into 
this  category.  Another  provision  of  concern  to  physi- 
cians is  the  penalty  section  which  is  more  severe  than 
in  the  Peer  Review  Organization.  The  Bennett  amend- 
ment states  that  where  the  practitioner  or  provider  of 
service  has  demonstrated  an  unwillingness  or  a substan- 
tial lack  of  ability  to  comply  with  any  obligation  im- 
posed, and  so  on,  the  Statewide  Professional  Standards 
Review  Council  may  impose  a monetary  penalty  not  in 
excess  of  $5,000. 

If  the  State  Medical  Society  and  component  societies 
did  not  perform  in  a satisfactory  manner,  the  govern- 
ment would  provide  another  review  organization.  The 
Professional  Standards  Review  Organization  “shall 
be  responsible  for  the  development,  maintenance,  and 
regular  review  of  profiles  of  care  and  services  received.” 

These  refer  to  only  a few  of  the  provisions  in  the  Ben- 
nett amendment.  There  is  no  doubt  the  government  is 
about  to  impose  strict  regulations  and  may  even  assign 
the  job  of  implementation  to  a nonprofessional  organi- 
zation. No  one  knows  at  this  time  whether  the  Bennett 
amendment  will  pass  or  be  defeated.  It  does  indicate 
that  we  must  get  our  own  house  in  order,  and  that  it  is 
later  than  we  think.  We  must  do  the  job  ourselves,  if 
we  are  to  preserve  our  rightful  place  in  the  delivery  of 
health  care. 

Our  committee  wishes  to  express  its  appreciation  to 
Samuel  Z.  Freedman,  M.D.,  director  of  the  Division 
of  Standards  of  Medical  Care,  for  his  cooperation  and 
assistance  and  to  his  secretary.  Miss  Catherine  H.  Renze. 

Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  Chairman 
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1971  HOUSE  OF  DELEGATES 


Interspecialty  Medicare  and  Medicaid 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Interspecialty  Committee  are  as 
follows; 


John  R.  Williams,  Jr.,  M.D.,  Chairman  Monroe 

Internal  Medicine 

Thomas  Bumbalo,  M.D Erie 

Pediatrics 

Donald  W.  Hall,  M.D Erie 

Obstetrics  and  Gynecology 

John  P.  Lambert,  M.D New  York 

Psychiatry 

Philip  H.  Landers,  M.D Broome 

Ophthalmology 

Herbert  Lansky,  M.D Erie 

Pathology 

George  Liberman,  M.D Kings 

General  Practice 

Samuel  H.  Madell,  M.D New  York 

Radiology 

Howard  B.  Rasi,  M.D Kings 

Plastic  Surgery 

Joseph  Russo,  M.D Albany 

Dermatology 

Perrin  B.  Snyder,  M.D New  York 

Urology 

Victor  J.  Tofany,  M.D Monroe 

A nesthesiology 

Paul  M.  Walczak,  M.D. Erie 

General  Surgery 


The  Interspecialty  Committee  was  formed  two  years 
ago  to  establish  more  effective  communication  between 
members  of  the  various  specialty  societies  in  the  State 
and  the  Medical  Society  of  the  State  of  New  York.  Dur- 
ing the  past  two  years,  much  has  been  done  to  strengthen 
this  relationship,  but  there  still  remains  much  more  that 
can  and  should  be  done  to  make  this  relationship  more 
effective. 

It  is  the  impression  of  the  committee  that  its  member- 
ship should  consist  of  a representative  from  each  speci- 
alty group  which  has  a Statewide  organization  and  that 
the  representative  should  be  appointed  by  its  governing 
body.  In  addition,  we  feel  that  it  is  desirable  that  he 
be  either  a member  of  the  governing  board  of  his  speci- 
alty society  or  of  its  Board  of  Trustees  as  an  ex-officio 
member  so  that  his  views  will  accurately  reflect  the  con- 
sidered opinions  of  his  society. 

While  some  of  the  medical  specialties  have  effective 
and  well-organized  societies,  others  do  not.  The  com- 
mittee feels  that  the  State  Medical  Society  through  the 
Interspecialty  Committee  should  do  everything  in  its 
power  to  help  these  groups  become  more  effectively 
organized.  We  believe  that  many  of  the  problems  facing 
organized  medicine,  particularly  peer  review  and  con- 


tinuing medical  education,  can  be  handled  most  effec- 
tively and  efficiently  by  the  State  Medical  Society  work- 
ing through  and  with  the  various  specialty  societies. 

Your  committee  also  recommends  that  these  specialty 
societies  assume  more  responsibility  in  their  various 
sections  to  upgrade  the  section  meetings  at  the  Annual 
Meeting  of  the  State  Medical  Society.  We  think  that 
consideration  should  be  given  to  formalizing  this  rela- 
tionship so  that  responsibilities  could  be  clearly  defined. 

In  an  effort  to  strengthen  intrastate  groups  that  do  not 
represent  the  specialty  in  the  State  as  a whole  but  only 
a section  of  it,  we  invite  them  to  send  a representative 
or  observer  to  the  committee  meetings  with  the  sponsor- 
ing group  underwriting  the  expenses  of  their  representa- 
tive. We  believe  this  will  stimulate  them  to  expand  and 
strengthen  their  group  so  that  it  can  qualify  for  mem- 
bership on  the  Interspecialty  Committee. 

George  Himler,  M.D.,  attended  one  of  the  meetings  of 
the  Interspecialty  Committee,  at  which  discussion  took 
place  as  to  how  the  various  specialty  societies  could  have 
more  representation  on  the  committees  of  the  State 
Medical  Society.  Dr.  Himler  suggested  that  the  various 
specialty  societies  submit  to  him  as  president-elect  of  the 
State  Medical  Society  this  year  and  to  the  president- 
elects in  future  years  their  recommendations  for  per- 
sons who  might  make  contributions  to  the  various  com- 
mittees of  the  State  Society.  He  also  suggested,  and 
the  committee  agreed,  that  these  recommendations  of 
the  various  specialty  groups  should  contain  background 
information  on  the  person  whose  name  was  submitted  so 
that  the  president-elect  would  have  the  information  to 
make  intelligent  appointments.  The  Interspecialty 
Committee  urges  the  various  societies  it  represents  to 
follow  through  on  this  recommendation. 

The  committee  believes  that  there  are  two  areas  in 
which  the  specialty  societies  must  play  an  ever-increas- 
ing role  to  help  the  State  Medical  Society  solve  the 
problems  of  continuing  medical  education  and  peer  re- 
view. The  chairman  of  this  committee  attended  a 
meeting  on  Continuing  Medical  Education  which  was 
attended  by  the  deans  of  the  medical  schools,  the  di- 
rectors of  the  Regional  Medical  Programs,  the  officials 
of  the  New  York  State  Department  of  Health,  as  well 
as  the  officers  of  the  State  Medical  Society.  It  was  the 
consensus  at  this  meeting  that  this  whole  group  must 
work  together  to  improve  continuing  medical  education, 
and  the  committee  has  strongly  recommended  to  its  vari- 
ous societies  that  they  appoint  committees  to  study  the 
problem  of  continuing  medical  education,  particularly 
in  their  own  specialties,  and  that  each  play  an  active  role 
in  helping  the  State  Medical  Society  develop  a program 
for  continuing  medical  education.  If  the  practicing 
physician  is  to  have  an  active  voice  in  how  this  program 
develops,  it  is  only  logical  that  he  help  to  develop  it 
through  his  specialty  society  and  with  the  cooperation 
of  the  various  other  groups  involved. 

The  committee  strongly  feels  judgments  of  quality  of 
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practice  should  be  made  by  one’s  peers,  and  that  this 
implies  that  the  peers  are  conducting  a similar  specialty 
practice.  They  believe  that  the  various  specialty  soci- 
eties can  render  a real  service  to  the  State  Medical  Soci- 
ety by  developing  guidelines  to  help  in  determining  the 
quality  of  practice  in  their  respective  specialties,  that 
they  should  immediately  form  committees  to  help  de- 
velop such  guidelines,  and  that  they  should  actively  co- 
operate with  the  committees  of  the  State  Medical  Soci- 
ety who  are  in  the  process  of  developing  peer  review 
mechanisms. 

One  of  the  problems  faced  by  this  committee  was  the 
revision  of  the  Workmen’s  Compensation  Board  Fee 
Schedule.  The  committee  essentially  agreed  to  go  along 
with  the  fee  schedule  negotiated  by  the  Negotiating 
Committee  of  the  Medical  Society  of  the  State  of  New 
York,  with  a definite  understanding  that  a relative  value 
scale  for  these  fees  would  be  developed  with  the  coopera- 


tion of  the  various  specialty  societies  and  with  Robert  E. 
Westlake,  M.D.,  chairman.  Economics  Committee. 
They  also  agreed  that  such  a relative  value  scale  would 
be  used  for  future  negotiations  on  Workmen’s  Compen- 
sation Board  Fee  Schedules  and  that  such  negotiations 
should  be  started  soon  after  the  next  annual  meeting. 

This  has  been  an  exciting  and  productive  year  in  the 
development  of  liaison  between  the  specialty  societies 
and  the  State  Medical  Society.  We,  of  the  specialty 
societies,  believe  that  this  liaison  can  be  strengthened 
and  developed  in  the  years  ahead,  and  that  the  specialty 
societies  can  help  the  State  Medical  Society  become  an 
even  more  important  force  in  the  delivery  of  good  medi- 
cal care. 

Respectfully  submitted, 

John  R.  Williams,  Jr.,  M.D.,  Chairman 
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1971  HOUSE  OF  DELEGATES 


Public  Health  and  Education 

Commission  on  Public  Health  and  Education 


To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Commission  on  Public  Health  and 


Education  are; 

Richard  D.  Eberle,  M.D.,  Chairman  Onondaga 

William  Antopol,  M.D New  York 

Stephen  M.  Ayres,  M.D. New  York 

Peter  S.  Battaglia,  M.D. Niagara 

William  A.  Bauman,  M.D New  York 

Marvin  L.  Bloom,  M.D Erie 

George  M.  Brown,  M.D Suffolk 

Bruce  E.  Chamberlain,  M.D Onondaga 

John  F.  Daly,  M.D New  York 

Arthur  H.  Dube,  M.D Onondaga 

Ralph  S.  Emerson,  M.D Nassau 

Irving  G.  Frohman,  M.D Queens 

David  G.  Greene,  M.D.  Erie 

George  G.  Hart,  M.D. Essex 

Milton  Helpern,  M.D New  York 

Edward  C.  Hughes,  M.D.  Onondaga 

Harry  S.  Lichtman,  M.D Kings 

Edward  J.  Lorenze,  M.D. Westchester 

Frank  Clay  Maxon,  Jr.,  M.D Albany 

C.  George  Murdock,  M.D Onondaga 

Kenneth  B.  Olson,  M.D.  Albany 

Charles  E.  Rogers,  M.D. Nassau 

John  D.  States,  M.D Monroe 

Reginald  R.  Steen,  M.D Nassau 

Charles  Weller,  M.D Westchester 

Waring  Willis,  M.D.  Westchester 


The  commission,  composed  of  the  chairmen  of  its  com- 
ponent committees,  held  its  annual  meeting  with 
officials  of  the  New  York  State  Department  of  Health, 
in  Albany,  on  July  16.  The  occasion  was  saddened  by 
the  announcement  of  the  death  of  Irving  L.  Ershler, 
M.D.,  on  July  9,  1970.  Dr.  Ershler  had  been  chairman 
of  the  Commission  since  1966.  Norman  S.  Moore,  M.D., 
director  of  the  Division  of  Scientific  Activities,  presided 
as  acting  chairman.  Members  of  the  Commission  stood 
for  a moment  of  silence  in  memory  of  Dr.  Ershler. 

The  chairman  reviewed  the  past  history  of  the  meet- 
ings of  the  Commission  with  representatives  of  the  State 
Health  Department,  noting  that  these  predate  the  actual 
formation  of  the  Commission  on  Public  Health  and  Edu- 
cation and  go  back  to  when  the  present  committees  were 
subcommittees  of  the  Council  Committee  on  Public 
Health  and  Education.  The  chairman  asked  for  com- 
ments on  the  value  of  these  joint  meetings.  Respons- 
es from  members  of  the  Commission  and  officials  of  the 
State  Health  Department  were  favorable. 

In  welcoming  the  participants.  Commissioner  Hollis 
S.  Ingraham,  M.D.,  stated  that  he  had  attended  all  but 


one  of  the  conferences  and  observed  that  from  the  point 
of  view  of  the  Department,  they  had  been  unusually 
helpful.  He  continued,  “This  opportunity  to  meet  with 
members  of  the  profession  who  are  working  in  the  same 
general  fields  and  the  exchange  of  views  is  extremely 
good.  We  have  been  able  to  iron  out  some  of  the  mis- 
understandings and  have  set  the  basis  for  moving  ahead 
to  provide  good  health  for  the  people  of  the  State.” 

In  September,  the  Council  approved  the  appointment 
of  Richard  D.  Eberle,  M.D.,  as  chairman  of  the  Commis- 
sion to  succeed  Dr.  Ershler. 

While  most  of  the  committees  have  had  an  active 
year,  there  has  been  more  than  the  usual  activity  in  the 
Committees  on  Alcoholism  and  Drug  Abuse,  Continuing 
(Postgraduate)  Education,  Data  Processing,  Health 
Manpower,  and  Cancer. 

The  members  of  the  Committee  on  Alcoholism  and 
Drug  Abuse  worked  closely  with  the  members  of  the 
Committee  of  the  Public  Health  Council  on  a “crash” 
program  to  disseminate  information  to  physicians  on 
drug  abuse. 

The  Committee  on  Continuing  (Postgraduate)  Educa- 
tion was  concerned  with  the  question  of  compulsory  con- 
tinuing education  as  a prerequisite  to  membership  in  our 
Society. 

The  Committee  on  Data  Processing  is  concerned  with 
the  confidentiality  of  patients’  records  which  have  been 
put  on  computer  tapes  and  stored  outside  the  hospitals. 

The  Committee  on  Health  Manpower  has  reported  in 
detail  on  the  disposition  of  the  many  resolutions  referred 
to  it  by  the  1970  House  of  Delegates.  In  addition  this 
committee  has  been  active  in  the  field  of  physicians’ 
assistants.  Guidelines  concerning  these  assistants 
are  being  considered  by  other  committees  and  govern- 
mental agencies. 

The  Cancer  Committee  was  instrumental  in  sending 
letters  to  physicians  urging  them  to  comply  with  the 
requirement  in  the  Hospital  Code  to  do  Papanicolaou 
smear  tests  on  women  admitted  to  hospitals.  Also  the 
committee  has  prepared  a resolution  for  consideration 
of  the  1971  House  of  Delegates  which  recommends  that 
the  Hospital  Code  be  amended  to  require  Papanicolaou 
smear  tests  on  women  sixty-five  years  old  vice 
fifty-four. 

The  reports  of  all  committees  follow  this  introduc- 
tion, and  it  is  recommended  that  delegates  and  non- 
delegates read  them  for  more  detailed  information. 

Respectfully  submitted, 

Richard  D.  Eberle,  M.D.,  Chairman 
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Accident  and  Injury  Prevention 

To  the  House  of  Delegates,  Gentlemen: 


The  members  of  the  Committee  on  Accident  and  In- 
jury Prevention  are  as  follows: 

John  D.  States,  M.D.,  Chairman  Monroe 

Harold  Brandaleone,  M.D.  New  York 

Francis  J.  Gilroy,  Jr.,  M.D.  Broome 

James  E.  Holmblad,  M.D.  Schenectady 

George  Lim,  M.D.  Oneida 

Leslie  Fisher,  M.D. , Adutser  Albany 


The  committee  met  with  representatives  from  the  New 
York  State  Bureau  of  Elmergency  Health  Services  on 
June  18.  In  addition,  the  chairman  and  committee 
members  have  maintained  surveillance  of  accident- 
experience  driver  licensing  and  the  development  of  new 
legislation  related  to  safety  and  accident  prevention  in 
New  York  State  and  on  the  Federal  level.  Surveillance 
has  been  continued  on  medical  problems  related  to 
driving  ability.  The  New  York  State  law  regarding 
epilepsy  and  other  conditions  which  cause  loss  of  con- 
sciousness appears  to  be  functioning  well. 

Peripheral  vision  standards  are  being  incorporated 
into  New  York  State  licensing  requirements,  90-degree 
peripheral  vision  is  required.  This  is  at  variance  with 
the  recommendations  of  the  American  Medical  Associ- 
ation’s Committee  on  Medical  Aspects  of  Automobile 
Safety  which  requires  140  degrees.  The  committee, 
after  consultation  with  ophthalmologists,  concluded  that 
the  standard  of  90  degrees  is  satisfactory’  for  the  present 
and  should  not  be  changed  until  experience  indicates  a 
change  is  necessary. 

Borderline  visual  acuity  of  older  drivers  significantly 
impairs  the  ability  to  drive.  Limited  licensure  restricting 
driving  to  daylight  periods  of  low-traffic  density  and 
to  low-speed  highways  may  be  a reasonable  solution. 

Alcohol  remains  a major  cause  of  fatal  and  serious 
injurv’  accidents.  The  difficulty  in  determining  the 
amount  of  alcohol  in  the  system  remains  a problem  in 
spite  of  the  “breathalyzer  law”  which  became  effective 
in  September,  1969.  Application  of  the  law  has  been 
undertaken  only  in  pilot  projects  in  restricted  areas  of 
the  State.  The  committee  recommends  that  determi- 
nations of  the  amount  of  alcohol  in  the  system  be  made 
on  a much  broader  basis  and  specifically  on  all  patients 
admitted  to  hospital  emergency  rooms. 

Other  drugs  do  not  appear  to  be  the  cause  of  a signifi- 
cant number  of  accidents;  only  two  accident  cases  were 
known  to  the  committee,  and  both  were  caused  by  LSD 
(lysergic  acid  diethylamide). 


Aging  and  Nursing  Homes 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Aging  and  Nursing 


Homes  are  as  follows: 

Peter  S.  Battaglia,  M.D.,  Chairman Niagara 

Marcelle  T.  Bernard,  M.D Bronx 

Anthony  La  Russo,  M.D Broome 

Leon  M.  Rothman,  M.D.  Kings 

George  Warner,  M.D.,  Adviser Albany 


Experimental  driver-rehabilitation  clinics  were  estab- 
lished in  New  York  City  and  Rochester  by  the  New  York 
State  Department  of  Motor  Vehicles  as  the  result  of 
a one-year  study  by  the  Driver  Rehabilitation  Advisory 
Board.  The  clinics  will  rehabilitate  drivers  who  have 
had  their  licenses  revoked.  Licenses  will  be  restored 
immediately  provided  the  candidate  remains  with  the 
rehabilitation  program.  The  program  will  diagnose  the 
driver’s  difficulty  and  specifically  rehabilitate  him  in 
that  area.  The  programs  will  concentrate  on  three  spe- 
cific areas:  skill  defects,  attitude  defects,  and  drug  prob- 
lems. 

Group  therapy  will  be  used  extensively. 

The  National  Highway  Safety  Bureau  has  proposed 
the  use  of  a standardized  passive-restraint  system,  which 
will  involve  the  installation  of  airbags  in  automobiles. 
This  system,  in  the  opinion  of  the  committee,  appears  to 
be  effective  and  safe  and  will  reduce  the  frequency  and 
severity  of  injuries  more  than  any  single  safety  measure 
introduced  to  date.  The  National  Highway  Safety 
Bureau  should  be  supported  in  its  efforts  to  promul- 
gate this  standard. 

The  New  York  State  Bureau  of  Emergency  Health 
Services  will  make  a study  of  emergency  departments 
in  five  hospitals  to  define  injury  trends  and  products 
causing  injuries.  An  estimated  5,000  injuries  occur  in 
the  home  and  in  public  places  each  year.  Educational 
programs,  product  design  changes,  testing  procedures, 
and  other  recommendations,  hopefully,  will  be  forth- 
coming from  these  studies. 

Snowmobiles  have  become  a major  cause  of  injury. 
Licensing  laws  were  enacted  during  the  1970  session  of 
the  New  York  State  Legislature  which  will  in  part  control 
equipment  and  usage.  Nothing  has  been  done  to  pro- 
tect the  passenger  particularly  from  injuries  such  as 
burns  on  legs  due  to  contact  with  engine,  compression 
fractures  of  the  spine,  and  neck,  head,  and  leg  injuries 
all  of  which  are  common  and  are  preventable  through 
vehicle  design.  A direct  approach  to  manufacturers 
might  resolve  these  problems,  although  past  experience 
with  the  automobile  industry  indicates  that  legislation 
will  be  necessary. 


Respectfully  submitted, 

JohnD.  States,  M.D.,  Chairman 


One  of  the  important  duties  of  this  committee  is  to 
carry  on  discussions  with  the  various  disciplines  regard- 
ing the  provision  of  professional  services  in  nursing 
homes.  Because  too  many  hospital  beds  are  being  used 
for  patients  who  do  not  belong  in  hospitals,  strict  utili- 
zation review  is  being  emphasized.  A new  Health  De- 
partment program  is  establishing  day  care  centers  for 
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the  aged  to  take  care  of  them  when  their  families  are  not 
at  home.  The  committee  feels  that  this  will  take  some 
of  the  pressure  off  other  facilities.  In  addition,  there 
is  the  “meals  on  wheels”  program  which  should  help  to 
solve  part  of  this  problem. 

Another  concern  of  the  committee  is  the  problems  con- 
nected with  senile  people.  The  committee  agreed  with 
the  concept  that  these  people  do  not  belong  in  mental 
institutions,  but  the  question  is  where  to  place  them 
since  most  communities  do  not  have  the  resources  neces- 
sary to  provide  the  care  required.  A meeting  with  nurs- 
ing home  administrators  and  representatives  of  the  De- 
partment of  Mental  Hygiene  is  planned  to  see  what  can 
be  done. 

The  director  of  Scientific  Activities,  Norman  S. 
Moore,  M.D.,  has  held  several  discussions  with  Alan 
D.  Miller,  M.D.,  Commissioner  of  the  Depart- 
ment of  Mental  Hygiene,  and  has  been  informed  that 
the  Department  has  taken  the  initiative  in  prepar- 
ing a report  on  every  person  who  was  refused  admission 
to  a nursing  home  and  plans  to  carry  on  investigations 
to  ascertain  what  has  happened  to  them.  So,  something 

Alcoholism  and  Drug  Abuse 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Alcoholism  and 


Drug  Abuse  are  as  follows: 

William  Antopol,  M.D.,  Chairman New  York 

Stanley  E.  Gitlow,  M.D New  York 

William  L.  Holt,  Jr.,  M.D Albany 

Benjamin  Kissin,  M.D Kings 

James  W.  Robinson,  M.D New  York 

Reginald  R.  Steen,  M.D.,  Adviser Nassau 


I wish  first  to  express  the  appreciation  of  the  commit- 
tee to  Norman  S.  Moore,  M.D.,  director.  Division  of 
Scientific  Activities,  for  his  aid  and  guidance  and  for  the 
creativity  of  his  suggestions. 

In  1969  a questionnaire  had  been  sent  to  the  presidents 
of  each  of  the  county  medical  societies  requesting  infor- 
mation on  the  scope  of  the  problem  of  alcoholism  and 
drug  abuse  in  their  respective  counties  and  the  possible 
role  that  the  physician  should  play  in  the  solution  of  this 
problem.  A total  of  46  responses  were  received.  Analy- 
sis of  the  results  showed  that  more  than  half  considered 
both  hard  and  soft  drugs  to  be  a major  problem  in  their 
respective  communities.  Most  felt  that  more  physicians 
should  become  familiar  with  the  methods  of  treating 
heroin  addicts.  All  agreed  that  the  physician  should 
participate  in  educational  programs  of  the  community. 
Thirty-seven  of  the  46  felt  that  the  physician  should 
play  a major  role  in  community  leadership  and  join  with 
the  various  community  forces  and  disciplines  interested 
in  combating  drug  abuse. 

It  was  apparent  that  greater  participation  by  the 
physician  to  help  solve  this  problem  was  vital;  according- 
ly, on  March  26,  a position  statement  was  submitted  by 
the  committee  to  the  Council.  Its  purpose  was  to  point 
out  the  necessity  for  an  extensive  continuing  education 
program  for  physicians  on  the  use,  misuse,  and  abuse  of 
all  potentially  dangerous  drugs  so  that  they  could  be  in 
a better  position  to  cope  with  the  problem  and  to  counsel 
parents  and  youth  about  the  risks  and  perils  associated 
with  dangerous  drugs.  Since  there  were  no  guidelines 


is  being  done  in  this  regard.  The  committee  feels  that 
some  arrangement  can  be  made  on  a short-term  basis, 
but  that  the  problem  will  remain  with  us  for  some  time. 

The  Pennsylvania  Medical  Society  plans  to  hold  meet- 
ings with  representatives  of  State  Medical  Society  com- 
mittees interested  in  problems  of  the  aging  to  develop 
a uniform  approach  prior  to  the  meeting  of  the  White 
House  Council  on  Aging  next  year.  The  committee 
feels  that  it  would  be  more  appropriate  for  the  American 
Medical  Association  to  hold  a national  meeting  of  this 
nature  rather  than  to  have  it  under  the  auspices  of  an 
individual  state  medical  society.  Edward  J.  Lorenze, 
M.D.,  chairman  of  the  Committee  on  Physical  Medicine 
and  Rehabilitation,  who  is  a member  of  the  AMA’s  Com- 
mittee on  Aging,  has  advised  us  that  plans  are  being 
formulated  for  a meeting  of  this  scope,  and  that  the 
chairmen  of  the  various  State  committees  on  aging  will 
be  invited  to  participate. 

Respectfully  submitted, 

Peter  S.  Battaglia,  M.D.,  Chairman 


to  indicate  precise  procedural  measures  which  could 
provide  assurance  of  a reasonable  measure  of  success, 
the  committee  felt  that  this  program  could  best  be  ac- 
complished through  a task  force  composed  of  representa- 
tives of  the  State  Medical  Society,  the  New  York  State 
Department  of  Health,  and  the  Medical  Manpower 
Commission,  working  jointly  to  retard  the  increasing 
abuse  of  drugs  and  to  plan  for  management  and  therapy 
of  this  malady.  This  is  consistent  with  the  recommen- 
dation made  by  Walter  Scott  Walls,  M.D.,  president, 
in  his  inaugural  address  to  the  House  of  Delegates.  Dr. 
Walls  stressed  the  fact  that  preventing  drug  addiction 
would  be  far  more  effective  than  measures  to  phase  out 
the  already  existing  condition,  and  that  the  medical 
profession  is  pointing  out  the  deployment  and  alignment 
of  forces  and  the  proper  division  of  responsibility  and 
functions  for  a most  effective  fight  against  addiction. 

The  House  of  Delegates  approved  a resolution  asking 
the  Medical  Society  to  go  on  record  to  declare  that  the 
rapid  spread  of  narcotic  addiction  constitutes  a health 
emergency  and  to  petition  the  State  Legislature  to  meet 
this  emergency  situation  by  encouraging  the  develop- 
ment of  medically  sound  treatment  programs  and  to 
provide  funds  for  “crash”  programs.  The  committee’s 
recommendation  was  also  supported  by  a resolution 
approved  by  the  House  of  Delegates  in  February,  1970, 
which  urged  the  Society  to  take  all  necessary  steps  to 
educate  physicians  regarding  the  indications  and  per- 
missibility of  this  form  of  therapy  and  to  inform  legis 
lative  and  law  enforcement  groups  to  recognize  that 
physicians  have  a professional  responsibility  to  treat 
addicts,  at  least  on  a temporary  basis,  until  adequate 
definitive  facilities  for  care  are  available. 

This  committee  met  with  the  New  York  State  Bar 
Association  on  June  16  in  an  attempt  to  clarify  the  gray 
areas  of  misunderstanding  between  the  legal  agencies 
and  the  medical  and  allied  professions  concerned  with 
treatment  of  drug  addiction.  There  are  many  legal 
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questions  which  face  the  physician,  and  the  answers  are 
not  easy  to  come  hy.  An  agenda  was  drawn  up  from 
questions  which  formed  the  basis  for  physicians  hesi- 
tating to  accept  responsibility  for  treating  narcotic  ad- 
dicts. To  overcome  these  medicolegal  problems  which 
actually  serve  to  maintain  and  defend  the  status  quo, 

I we  must  lean  heavily  on  the  know-how  and  expertise 
of  our  legal  colleagues.  The  aid  of  both  groups  was 
sought  to  solve  these  problems. 

Your  committee  did  recognize  that  physicians  are 
in  need  of  important  information  concerning  the  direc- 
tion toward  which  society  is  heading  in  its  effort  to  con- 
trol drug  abuse.  To  render  this  aid  to  physicians  and 
. implement  the  resolutions  mentioned,  the  committee 
I recommended  that  the  State  Medical  Society’s  commit- 
tee supplement  its  own  resources  with  those  of  other 
agencies  with  similar  objectives. 

The  Council,  at  its  meeting  on  May  21,  referred  the 
following  recommendations,  approved  by  the  House  of 
Delegates,  to  the  committee  for  consideration  and  ac- 
tion: 

1.  That  the  State  Medical  Society  go  on  record  as 
approving  the  Dole  methadone  maintenance  method  of 
treatment  of  opiate  addiction  at  this  time; 

2.  That  the  State  Medical  Society  encourage  support 
for  the  expansion  of  facilities  for  the  methadone  treat- 
ment of  opiate  addiction; 

3.  That  the  State  Medical  Society  make  every  effort, 
through  proper  channels,  to  remove  the  legal  restrictions 
which  prevent  the  use  of  methadone  maintenance  treat- 
ment by  qualified  physicians  in  offices,  clinics,  and  hos- 
pitals. 

4.  That  the  State  Medical  Society  urge  the  Narcotics 
Control  Commission  to  proceed  immediately  to  establish 
adequate  facilities,  including  inpatient  detoxification 
units,  for  the  treatment  of  narcotics  addicts  in  Suffolk 
County. 

5.  That  the  State  Medical  Society  encourage  physi- 
cians to  cooperate  and  serve  w'ith  all  local  agencies  de- 
signed to  deal  with  this  problem. 

A questionnaire  which  would  provide  data  for  analysis 
of  continuing  programs  for  narcotics  addiction  therapy 
in  the  State  of  New  York  will  be  sent  to  each  project 
director.  This  analysis  could  pinpoint  advantageous 
aspects  of  each  individual  program  with  the  hope  that 
such  information  could  serve  as  a basis  for  orientation 
and,  in  turn,  help  to  establish  and  stimulate  greater 
communication  between  personnel  of  the  various  proj- 
ects, thus  eliminating  the  dissipation  of  energies  in  com- 
peting with  one  another  because  of  lack  of  knowledge 
of  the  ongoing  activities  in  the  same  scientific  area. 
This  questionnaire  could  serve  a dual  purpose.  In  ad- 
dition to  providing  an  inventory'  of  the  various  projects, 
it  also  would  indicate  the  areas  in  which  the  physician 
may  be  most  effective  in  supporting  individual  pro- 
grams. 

Meetings  of  the  New  York  State  Ad  Hoc  Committee 
on  Drug  Abuse  were  held  on  April  29  and  May  21. 
Among  those  present  were  members  of  the  New  York 
State  Department  of  Health;  Office  of  Medical  Man- 
power; representatives  from  Albany,  Buffalo,  Rochester, 
and  Syracuse  Counties;  New  York  City;  members  of  this 
committee;  and  Norman  S.  Moore,  M.D.,  director.  Divi- 
sion of  Scientific  Activities.  Those  in  attendance  rep- 
resented many  broad- based  disciplines,  and  each  person 
provided  detailed  and  multifaceted  information  from  his 
respective  field.  Robert  P.  Whalen,  M.D.,  Deputy  Com- 


missioner, New  York  State  Department  of  Health, 
chaired  this  meeting.  The  committee  recommended 
that  the  Health  and  Hospital  Planning  Council  be  re- 
quested to  consider  adopting  a resolution  expressing 
its  support  of  the  education  of  members  in  the  health 
profession  concerning  drug  abuse  and  urging  hospitals 
to  cooperate  in  the  propo.sed  effort  of  the  New  York  State 
Department  of  Health  by  promoting  such  education  for 
the  staffs  of  all  hospitals  in  New  York  State. 

For  the  information  of  the  Council,  it  was  noted  that 
the  State  Health  Department’s  Office  of  Medical  Man- 
power is  producing  a brochure  for  physicians  on  the 
medical  management  of  emergencies,  including  drug 
abuse.  Your  chairman  suggested  that  this  include  a 
chapter  on  the  effects  of  therapeutic  agents  on  the  nar- 
cotic addict.  This  is  of  importance  since  the  drug  ad- 
dict, in  addition  to  heroin,  is  also  using  quinine,  lactose, 
and  a variety  of  unknown  adulterant  agents.  The  physi- 
cian has  a grave  responsibility  in  anticipating  and  recog- 
nizing toxic  reactions  which  result  from  administration 
or  use  of  therapeutic  and  other  agents  in  addicts  and 
drug  abusers.  There  are  numerous  references  in  the 
literature  which  indicate  simple  substances,  such  as 
sulfonamides,  can  potentiate  narcotic  effects  and  pro- 
duce toxic  reactions  in  patients  using  morphine,  barbi- 
turates, and  methadone. 

The  brochure  will  also  contain  a list  of  all  treatment 
facilities,  all  laboratories  in  the  State  qualified  to  do 
drug  testing  on  submitted  specimens,  and  a summary 
of  the  legal  rights,  privileges,  and  limitations  of  the  phy- 
sician in  treating  a drug  abuser.  The  plan  is  to  present 
an  educational  program  to  the  professional  staff  of  the 
hospitals.  The  cooperative  role  of  both  physician  and 
hospital  in  promoting  the  success  of  this  venture  is  im- 
perative. The  importance  of  such  a program  is  self-evi- 
dent since  drug  abuse  is  found  to  be  in  every  level  of  our 
society  and  is  becoming  commonplace  in  schools,  col- 
leges, and  industry,  particularly  in  young  people.  The 
survey  of  the  medical  profession  by  the  State  Medical 
Society  shows  that  physicians  are  in  need  of,  and  want, 
additional  information  regarding  drug  abuse. 

At  the  April  29  meeting  of  the  State  Ad  Hoc  Commit- 
tee, Hollis  S.  Ingraham,  M.D.,  Commissioner  of  Health, 
reviewed  his  department’s  responsibilities.  Dr.  Whalen 
outlined  the  task  of  the  ad  hoc  committee  in  assisting 
the  department  to  establish  curriculum  contents,  facul- 
ty, and  methods.  Donald  C.  Walker,  M.D.,  Office  of 
Medical  Manpower,  gave  a brief  description  of  the  activ- 
ities of  his  division,  in  cooperation  with  the  State  Med- 
ical Society,  in  promoting  the  continuing  education  pro- 
gram on  drug  abuse  for  physicians.  Even  though  it 
might  be  difficult  to  induce  the  busy  physician  to  par- 
ticipate in  this  educational  effort,  the  State  Medical 
Society  can  undoubtedly  be  of  great  assistance  in  en- 
couraging a change  of  attitude. 

We  would  be  remiss  in  our  responsibilities  if  we  were 
to  pass  over  the  need  for  simultaneous  basic  research 
on  the  mechanisms  involved  in  addiction  with  the  ulti- 
mate purpose  of  minimizing  or  eliminating  the  addic- 
tive effects  of  narcotic  agents  or  even  more  important 
of  substituting  basically  nonaddictive  drugs  for  addic- 
tive ones. 

All  these  suggestions  would  broaden  our  horizons  to 
help  a vastly  neglected  and  deprived  segment  of  our 
society. 

Respectfully  submitted, 

William  Antopol,  M.D.,  Chairman 
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Audio-Visual  Aids 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Audio-Visual  Aids 


are  as  follows: 

Kenneth  B.  Olson,  M.D.,  Chairman  Albany 

Wilbur  M.  Dixon,  M.D Broome 

James  J.  Quinlivan,  M.D Albany 


From  July  1,  1969,  to  June  30,  1970,  the  number  of 
films  shipped  totaled  27,613  (Table  I).  The  reported 
attendance  was  1,711,640,  and  the  total  reported  show- 
ings were  55,993. 

From  July  1,  1969,  to  June  30,  1970,  22  new  medical 
films  were  added  to  the  Library. 

The  question  of  joining  the  Association  of  Medical 
Television  Broadcasters,  Inc.  was  brought  to  the  at- 
tention of  the  Commission  on  Public  Health  and  Ed- 
ucation of  the  State  Medical  Society.  Dr.  Quinlivan 
reported  that  New  York  State  had  no  funds  for  member- 
ship in  this  organization,  and  it  was  suggested  that  this 
matter  be  brought  to  the  attention  of  the  Council.  It 
was  felt  that  membership  in  this  organization  would 
give  to  the  film  library  and  the  State  Medical  Society 
access  to  tapes,  16  mm.  and  cartridge  films  in  new  areas 
of  medical  audio-visual  education.  Although  not  offi- 
cially connected  with  the  Regional  Medical  Programs, 
the  Association  of  Television  Broadcasters  is  essentially 
a part  of  the  Program.  Marvin  L.  Bloom,  M.D.,  Buf- 


Cancer 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Cancer  Committee  are  as  follows: 


Charles  E.  Rogers,  M.D.,  Chairman Nassau 

Richard  D.  Brasfield,  M.D.*  New  York 

Daniel  Burdick,  M.D Onondaga 

Richard  G.  Cooper,  M.D Erie 

John  W.  Hirshfeld,  M.D Tompkins 

Richard  H.  Lange,  M.D Schenectady 

Daniel  G.  Miller,  M.D. New  York 

Arthur  A.  Stein,  M.D. Albany 

Herbert  Volk,  M.D. Westchester 

Roald  N.  Grant,  M.D.,*  Adviser New  York 

Peter  Greenwald,  M.D.,  Adviser  Albany 

Charles  D.  Sherman,  Jr.,  M.D.,  Adviser Monroe 

Walter  T.  Murphy,  M.D.,  Adviser  Erie 

Guy  F.  Robbins,  M.D.,  Adviser  New  York 


Miss  Delores  I'loss,  New  York  State  Interagency  Com- 
mittee on  Hazards  of  Smoking  (by  invitation) 

The  committee  addressed  itself  to  a number  of  topics 
this  year  which  included  the  extension  and  expansion 
of  several  projects  begun  under  the  aegis  of  the  previ- 
ous chairman,  Charles  D.  Sherman,  Jr.,  M.D.,  and  both 
the  committee  and  chairman  are  grateful  to  Dr.  Sherman 
for  his  legacy. 

The  committee  wishes  to  invite  attention  to  the  un- 
timely and  most  regrettable  death  of  two  of  its  members, 
*lteceased 


TABLE  I.  Medical  films  shipped  from  July  1,  1969 
to  June  30,  1970 


Category 

Individual 

Shipments 

Films 

Used 

Private  physicians 

83 

107 

Medical  staffs  of  hospitals 

3,205 

4,161 

Medical  schools 

369 

465 

Pharmacy  schools 

3 

6 

Nursing  schools 

4,201 

6,009 

Public  Health  Service  staffs 

1,185 

1,668 

Voluntary  health  agencies 

424 

594 

Colleges-Biosciences 

2,080 

2,685 

Totals 

11,550 

15,695 

falo,  chairman  of  the  Committee  on  Continuing  Ed- 
ucation, felt  that  the  Medical  Society’s  membership 
in  this  organization  would  help  continuing  education. 
Norman  S.  Moore,  M.D.,  agreed  to  present  the  Com- 
mittee’s recommendation,  which  was  endorsed  by  mem- 
bers of  the  Commission  on  Public  Health  and  Education, 
to  the  Council. 

Respectfully  submitted, 

Kenneth  B.  Olson,  M.D. , Chairman 


Richard  D.  Brasfield,  M.D.,  and  Roald  N.  Grant,  M.D., 
during  the  past  year.  Each  of  these  brilliant  and  un- 
selfish physicians  had  given  unstintingly  of  his  time 
and  made  major  contributions  to  the  functions  of  the 
committee  over  the  past  years.  They  will  be  sorely 
missed. 

With  the  help  and  guidance  of  Richard  H.  Lange, 
M.D.,  the  committee  is  developing  a booklet  on  Un- 
proven Methods  of  Cancer  Treatment.  This  is  an  ex- 
tension of  work  originally  begun  by  Dr.  Grant.  Explo- 
rations are  being  made  into  using  legislative  and  statu- 
tory means  to  restrict  the  practice  of  “quackery”  on 
uninformed  cancer  victims  and  their  families  which 
result  in  unfortunate  consequences. 

An  important  activity  was  the  implementation  of  a 
resolution  passed  last  year  by  the  House  of  Delegates 
concerning  the  banning  of  cigaret  sales  in  hospitals.  The 
committee  proposes  to  use  various  intrastate  agencies 
and  organizations  to  make  the  objective  of  this  resolu- 
tion a reality. 

The  lack  of  compliance  of  hospitals  with  the  State 
Health  Code  which  mandates  that  uterine  cervical  Pa- 
panicolaou smears  be  done  on  all  women  admitted  to 
hospitals  under  certain  conditions  was  a matter  of  grave 
concern.  Such  flagrant  disregard  for  the  Code  should 
he  cause  for  the  New  York  State  Health  Department 
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to  begin  a "cease  and  desist”  action  and  to  use  such 
punitive  measures  as  are  available  to  them  to  ensure 
State- wide  observance  of  these  regulations. 

Other  topics  being  considered  by  the  committee  are: 
carcinogens  in  fcxxls,  air  and  consumer  products,  short- 
age of  qualified  radiation  therapists  (presently  being 
reviewed  by  various  regional  medical  program  sub- 
committees), continuing  education  of  both  physicians 
and  the  public  on  the  hazards  of  smoking  cigarets,  the 


Cole  Commission  Report  concerning  guidelines  for  the 
care  of  cancer  patients,  and  the  use  of  peer  review  com- 
mittees to  upgrade  the  care  of  cancer  patients. 

The  committee  has  submitted  a resolution  urging  the 
State  Medical  Society  to  recommend  that  the  age  limit 
for  taking  Papanicolaou  cervical  smears  be  extended  to 
sixty-five  years  instead  of  fifty-four  years. 

Respectfully  submitted, 

Charles  E.  Rogers.  M.D.,  Chairman 


( 


. Chronic  Pulmonary  Diseases 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Chronic  Pulmo- 


nary Diseases  are  as  follows: 

Frank  Clay  Maxon,  Jr.,  M.D.,  Chairman  Albany 

Joseph  Fusco,  M.D.  Columbia 

Henry  J.  Brock,  M.D.  Erie 

Marshall  Henry  Williams,  Jr.,  M.D.  Bronx 


The  committee  submits  its  recommendations  on  the 
following  problems  of  importance  to  those  physicians 
who  treat  patients  with  chronic  pulmonary  diseases. 

Treatment  of  Tuberculosis  in  General  Hospitals. 
The  committee  agrees  that  tuberculosis  may  be  safely 
and  successfully  treated  in  general  hospitals.  With 
the  decrease  in  number  of  ca.ses  and  increased  outpatient 
treatment  programs,  it  is  obvious  that  maintenance  of 
conventional  tuberculosis  sanatoria  cannot  be  justified 
for  more  than  a few  years.  A clear  understanding  must 
be  reached  as  to  the  anticipated  patient  load  for  the 
general  hospital,  the  custodial  type  of  institution,  and 
the  outpatient  facility.  Existing  legal  restrictions  re- 
garding the  treatment  of  tuberculosis  must  be  readjusted 
to  meet  modern  requirements.  Approval  for  regional 
general  hospitals  in  large,  centrally  located  communities 
to  accept  patients  with  acute  tuberculosis  is  worth  con- 
sidering. A pilot  study  program  for  tuberculosis  care 
in  small  selected  community  hospitals  might  provide 
helpful  guidelines.  At  all  levels  inpatient  and  outpa- 
tient care  should  be  integrated,  hopefully  through  a 
common  staff  of  medical,  nursing,  and  social  service 
workers.  It  seems  to  be  desirable  for  the  New  York  State 
Department  of  Health  to  appoint  members  of  the  State 
Medical  Society  who  are  qualified  experts  in  tuberculo- 
sis to  an  advisory  committee  studying  this  problem. 

Training  of  Physicians.  Members  of  the  committee 
have  observed  that  there  is  a need  for  more  emphasis 
on  teaching  the  clinical  aspects  of  pulmonary  diseases 
to  the  medical  student,  particularly  the  house  staff, 
in  some  university  hospitals.  The  roles  of  physical  diag- 
nosis, fluoroscopy,  simple  radiologic  procedures,  and 
microbiology  should  continue  to  remain  in  their  impor- 
tant perspective  and  to  be  used  as  a guide  for  the  appro- 
priate integration  of  pulmonary  physiologic  studies,  lung 
scanning,  and  others  in  the  evaluation  and  management 
of  the  patient. 

The  increasing  number  of  patients  with  chronic  pul- 
monary diseases  and  the  anticipated  inclusion  of  pa- 
tients with  tuberculosis  in  the  general  hospital  man- 
dates a well-distributed  group  of  qualified  physicians  to 


meet  these  needs.  For  these  reasons,  again  this  year, 
the  committee  recommends  that  the  State  Medical 
Society  together  with  the  New  York  State  Department 
of  Health,  the  New  York  State  Trudeau  Society,  the 
New  York  State  Chapter  of  the  American  College  of 
Chest  Physicians,  and  the  chiefs  of  pulmonary  depart- 
ments in  the  medical  colleges  explore  the  possibilities 
of  providing  financial  support  for  special  training  in 
pulmonary  diseases  at  all  levels  of  medical  practice. 
The  committee’s  report  of  1969  provides  an  adequate 
discussion  of  this  matter. 

Radiologic  Procedures.  It  is  again  recommended 
that  clinicians  specializing  in  chest  diseases  be  exempt 
from  any  restrictions  by  hospital  departments  of  radi- 
ology so  far  as  the  ordering  of,  participating  in,  and  in- 
terpreting for  their  own  application,  any  radiologic  pro- 
cedures employed  in  the  evaluation  and  management  of 
chest  diseases. 

Air  Pollution  and  Smoking  Cigarets.  It  is  recom- 
mended that  the  State  Medical  Society  develop, 
through  its  county  medical  societies,  an  active  program 
outlining  the  relationship  of  pulmonary  disease  to  air 
pollution  (industrial,  fuel  carbonative  agents,  and 
others).  A similar  program  should  be  launched  regard- 
ing smoking  cigarets  in  those  counties  which  do  not  al- 
ready have  such  programs  in  progress.  The  committee 
feels  that  education  of  the  physicians  and  the  public 
concerning  these  health  hazards  will  materially  reduce 
the  incidence  of  chronic  obstructive  pulmonary  disease 
and  malignant  tumors  of  the  lung.  Administrative 
efforts  to  cooperate  with  the  New  York  State  Department 
of  Environmental  Conservation  as  well  as  with  the  New 
York  State  Department  of  Health  should  be  strength- 
ened. A program  of  public  education  might  be  imple- 
mented by  cooperative  action  with  the  New  York  State 
Tuberculosis  and  Respiratory  Disease  Association,  Inc. 
and  its  affiliates. 

Norman  S.  Moore,  M.D.,  suggested  that  the  commit- 
tee initiate  the  meetings  and  discussions  as  outlined. 
Kenneth  B.  Olson,  M.D.,  stated  that  there  should 
be  an  exchange  of  information  and  a coordinated 
effort  between  the  Committees  on  Cancer,  Chronic  Pul- 
monary Diseases,  and  School  Health  on  the  problem 
of  smoking  cigarets.  The  Cancer  Committee  presented 
a resolution  urging  all  hospitals  in  the  State  to 
discontinue  the  sale  of  cigarets  on  their  premises.  This 
resolution  was  approved  by  the  House  of  Delegates  in 
February,  1970,  and  copies  have  been  sent  to  hospitals 


January  1,  1971  / New  York  State  Journal  of  Medicine  111 


throughout  the  State.  The  Interagency  Committee  on 
the  Hazards  of  Smoking  has  also  been  active  in  this  area. 

Your  chairman  feels  that  closer  involvement  with 
the  Committee  on  Continuing  Education  to  promote  a 
more  intensive  training  program  for  physicians  in  this 
field  is  desirable. 

With  regard  to  the  transfer  of  patients  with  tuberculo- 
sis from  special  hospitals  to  general  or  community 
hospitals,  the  New  York  State  Health  Department  has 
been  compiling  data  on  the  size  and  cost  of  this  transi- 
tion, how  to  finance  it,  and  necessary  changes  in  the 
Public  Health  Law  to  formulate  a plan  on  how  this  may 
best  be  accomplished.  George  G.  Hart,  M.D.,  chairman. 


Committee  on  General  Practice,  pointed  out  that  if  these  | i 

patients  are  put  in  a general  hospital,  a great  deal  of  j 

administrative  work  will  have  to  be  done  on  follow-up  I.' 
on  an  outpatient  basis.  Stephen  C.  Mahady,  M.D.,  ' 

assistant  commissioner  for  medical  care  services  and  , 
evaluation.  New  York  State  Department  of  Health, 
stated  that  these  things  have  been  taken  into  consider-  i 
ation  as  part  of  the  concept  of  continuity  of  total  pa- 
tient care  and  that  the  Health  Department’s  responsi- 
bility for  tuberculosis  control  will  still  remain  as  a 
public  health  function  of  that  department. 

Respectfully  submitted, 

Frank  Clay  Max  on,  M.D.,  Chairman 


Continuing  (Postgraduate)  Education 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Continuing  (Post- 


graduate) Education  are  as  follows: 

Marvin  L.  Bloom,  M.D.,  Chairman  Erie 

William  C.  Felch,  M.D Westchester 

Phillip  Levitan,  M.D Suffolk 

Ward  L.  Oliver,  M.D Albany 

Malcolm  M.  Page,  M.D Otsego 

Robert  L.  Patterson,  Jr.,  M.D New  York 

Theodore  J.  Prowda,  M.D Oneida 

Charles  D.  Sherman,  Jr.,  M.D Monroe 

Franklyn  B.  Amos,  M.D.,  Adviser Albany 

Donald  C.  Walker,  M.D.,  Adviser  Albany 


Continuing  education,  until  recently,  has  been  re- 
garded as  a good  thing,  to  be  sure,  but  a little  to  the  side 
of  the  mainstream  of  concern.  In  the  new  pragmatism, 
it  has  become  quite  a central  and  integral  part  of  accept- 
able standards  of  medical  practice. 

The  courts  have  contributed  to  this  changed  attitude. 
No  longer  can  clinical  performance  be  defined  as  accept- 
able by  being  compared  to  practices  in  a locality,  how- 
ever remote.  Information  has  been  made  available  so 
readily,  in  one  way  or  another,  that  only  optimum  per- 
formance has  come  to  be  expected  and  is  measured  by 
national  rather  than  local  standards. 

Relevance  to  medical  care,  made  visible  by  document- 
ed alteration  of  clinical  practice,  is  becoming  a requisite 
in  the  planning  of  continuing  education.  To  implement 
this  cardinal  concept,  the  committee  has  recognized 
that  it  would  be  necessary  to  recruit  the  cooperation  and 
resources  of  its  Statewide  partners  in  education,  such  as 
the  professional  societies,  medical  schools,  regional  med- 
ical programs,  and  the  State  Department  of  Health. 
With  this  objective  in  mind,  the  State  Medical  Society 
held,  on  September  21,  1970,  an  “Invitational  Meeting 
on  Initiation  of  Cooperative  Statewide  Planning  to  Im- 
prove the  Continuing  Education  System.” 

During  recent  years,  a preoccupation  with  the  pro- 
liferation of  programs  being  conducted  and  with  the  new 
communications  tools  has  diverted  planners  from  deal- 
ing with  the  organization  and  coordination  of  a State- 
wide system  for  continuing  education.  Time  has  not 
been  wasted  since  sound  new  concepts  of  pedagogy  have 
been  examined,  tested,  and  accepted,  thus  perceptibly 


changing  attitudes  in  the  process.  A more  critical,  prag- 
matic, and  sophisticated  yardstick  of  relevance  to  im- 
proved medical  care  has  been  applied  to  programs 
planned  or  given.  Older  lecture  forms  have  begun  to 
give  way  to  innovative  information  retrieval  systems, 
personal  clinical  involvement,  and  technics  for  empha- 
sizing learning  during  the  physician’s  daily  work.  Im- 
portant experiments  have  demonstrated  how  human  ed- 
ucation resources  could  be  augmented  by  skillful  use  of 
technology  (printing,  radio,  television,  computer,  com- 
munications, satellite,  and  so  on). 

Much  constructive  debate  has  sharpened  understand- 
ing by  the  medical  profession  about  motivation  and 
evaluation.  Among  other  increments  of  insight,  a real- 
ization has  appeared  that  these  debates  cannot  be  dis- 
missed as  mere  academic  exercises. 

Nonpunitive  motivation  could  be  offered  through  com- 
prehensive learning  opportunities  and  information 
systems  provided  by  a coordinated  Statewide  ap- 
proach. Evaluation  emerges  as  a key  to  potential  con- 
trol, making  it  incumbent  on  physicians  to  design  and 
manage  their  own  effectively  documented  instrument. 
Defacto  control  of  medical  practice  would  be  in  the 
hands  of  any  authority  which  would  preside  over  evalua- 
tion of  continuing  education.  Therefore,  and  without 
delay,  it  would  be  recommended  that  the  State  Medical 
Society  enunciate  and  promote  acceptable  Statewide 
policies  dealing  with  both  motivation  and  evaluation, 
proposing  a cooperatively  governed  Statewide  structure. 

Invitational  Meeting,  September  21.  With  the  ap- 
proval of  the  Council,  the  committee  invited  representa- 
tives of  Statewide  institutions  and  organizations  to  con- 
sider working  with  the  State  Medical  Society  in  coopera- 
tive planning  to  improve  the  continuing  education 
system.  Those  present  included  representatives  of  the 
State  Medical  Society,  medical  schools,  regional  medical 
programs,  specialty  societies,  and  the  New  York  State 
Department  of  Health. 

The  verbatim  protocol  of  this  meeting  is  being  pre- 
pared and  will  be  submitted  for  publication  in  the  New 
York  State  Journal  of  Medicine. 

Whatever  might  have  been  accomplished,  it  was  clear 
that  the  Society  had  taken  a sound  step  hy  inviting  into 
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equal  partnership  all  major  Statewide  forces  with  a 
significant  stake  in  the  continuing  education  process. 
By  invoking  such  a gathering,  the  State  Medical  Society, 
anticipating  acceptance  of  its  responsibility  in  leader- 
ship and  willingness  to  commit  its  own  resources,  em- 
phasized its  own  interest  and  concern.  Those  present 
called  for  a public  expression  from  the  Society  regarding 
such  a policy  and  indicating  hope  and  expectation  that 
Statewide  cooperation  would  follow  from  all  involved 
in  continuing  education. 

During  the  day’s  deliberations,  the  national  trend  in 
continuing  education  was  underscored.  Significant 
steps  taken  by  various  state  medical  societies  were 
cited,  the  Oregon  resolution  to  require  documented  ac- 
tivity for  membership;  an  analogous  action  taken  recent- 
ly in  Pennsylvania;  the  highly  organized  and  well-funded 
activities  of  the  California  Medical  Society;  the  con- 
tinuing support  of  its  Postgraduate  Medical  Institute  by 
the  Massachusetts  Medical  Society;  and  many  others. 

A tightening  reorganization  of  educational  efforts  is 
progressing  nationally,  requiring  a heightened  aware- 
ness from  the  State  Medical  Society  and  a determina- 
tion to  commit  adequate  resources  of  its  own.  By  taking 
Statewide  leadership  at  this  time,  the  Society  would  be 
credited  with  protecting  the  public  welfare  and  with 
maintaining  responsible  control  by  physicians  over  med- 
ical practice.  There  would  be  great  hazard  in  permitting 
others  to  assume  control  by  asserting  educational  leader- 
ship at  this  critical  time.  Inevitably,  whoever  institutes 
the  kind  of  orderly  system  the  situation  demands  would 
have  authority  over  the  system  and  the  conduct  of  physi- 
cians within  it. 

The  invitational  meeting  confirmed  the  fact  that 
Statewide  forces  would  be  receptive  to  concrete  pro- 
posals from  the  State  Medical  Society  toward  setting 
up  a cooperative  Statewide  educational  system,  with 
options  for  structure  and  implementation  to  be  decided 
by  those  concerned,  acting  together. 

System  design  would  begin  with  the  physician — where 
he  is,  what  his  needs  are,  and  how  his  work  could  be 
facilitated. 

For  organizational,  informational,  and  documentary 
purposes,  each  physician  would  relate  to  an  educational 
resource  office.  Where  this  would  be  located  was  the 
subject  of  considerable  debate.  Various  suggestions 
were  the  doctor’s  hospital  affiliate,  his  county  medical 
society  office,  his  specialty  society,  his  medical  school, 
his  area’s  regional  medical  program,  and  a more  broadly 
conceived  instrument  like  the  Postgraduate  Medical 
Institute  of  the  Massachusetts  Medical  Society.  Wher- 
ever this  would  be,  it  would  be  administered  by  phy- 
sicians and  would  keep  a continuing  account  of  each 
individual’s  educational  activities. 

In  any  event,  the  invitational  meeting  resulted  in  a 
clear  consensus  that  documented  regulation  of  continu- 
ing education  is  to  be  anticipated  as  part  of  regular  pro- 
fessional practice  and  that  more  flexible  opportunities 
for  acceptable  continuing  education,  than  attendance 
at  lectures,  would  have  to  be  offered. 

A fundamental  weakness  in  the  current  system  is  its 
emphasis  on  ends  rather  than  means,  on  quantitation 
or  certification  of  periodic  attendance  rather  than  on 
quality  of  education. 

Without  an  orderly  attempt  to  identify  needs,  a com- 
prehensive annual  curriculum  for  each  type  of  physician 
cannot  be  constructed.  Without  some  kind  of  curricu- 
lum with  definite  learning  goals,  the  doctor,  whether 


in  teaching  or  in  clinical  practice,  faces  a vast  jungle 
of  journals,  shifting  concepts,  rapidly  obsolete  hardware, 
and  formidable  time  barriers  in  keeping  pace  through 
study. 

Only  a cooperative  Statewide  system  can  marshall 
resources  to  identify  needs  and  design  differentiated 
curricula.  Interaction  of  professional  societies  with 
corresponding  academic  departments  can  collate  infor- 
mation from  sources  involved  in  improving  medical 
care  and  can  publish  annual  continuing  education  goals 
for  each  type  of  physician. 

Without  intruding  on  the  sovereignty  of  any  educa- 
tional group,  a Statewide  system  could  offer  integrated 
planning  thus  avoiding  expensive  duplication,  publiciz- 
ing all  offerings,  applying  Statewide  communications 
systems,  and  introducing  cooperative  central  guidance. 

Each  physician  would  relate  to  his  local  educational 
resource  office,  which  would  be  linked  to  similar  offices 
throughout  the  State.  Through  a central  Statewide 
mechanism,  procedural  details  would  be  developed. 
Such  matters  would  include  motivation,  incentives, 
pedagogic  options  for  acceptable  continuing  education, 
documentation,  evaluation,  and  monitoring.  Annual 
reviews  of  categorical  needs  would  be  commissioned  and 
published. 

The  central  Statewide  mechanism  could  be  called  a 
postgraduate  medical  academy  or  council.  It  would  en- 
list representation  from  Statewide  forces  concerned 
with  continuing  education.  These  would  include  the 
State  Medical  Society,  medical  schools,  specialty  socie- 
ties, regional  medical  programs,  and  the  New  York  State 
Department  of  Health.  By  uniform  Statewide  pro- 
cedures the  academy  or  council  would  be  linked  with  all 
physicians,  thus  creating  a unique  control  resource  for 
information,  data-processing,  evaluation,  and  coordina- 
tion. 

Discussion  at  the  invitational  meeting  stressed  the  im- 
perativeness of  flexible  options  establishing  what  would 
be  considered  acceptable  in  continuing  education.  The 
old  idea  that  continuing  education  of  the  physician  can 
be  measured  only  by  lecture  hours  attended  at  formal 
courses  was  rejected.  Each  activity  would  be  evaluated 
for  its  capacity  to  teach  and  to  alter  the  doctor’s  clinical 
behavior.  Categories  of  approved  learning  methods 
would  be  many,  and  the  door  to  acceptance  of  new  inno- 
vative approaches  would  remain  open!  New  emphasis 
would  be  placed  on  encouraging  significant  continuing 
education  while  practicing  medicine  thus  using  the  con- 
sultation process  and  the  study  of  reference  material 
from  conventional  libraries  or  the  newer  communications 
systems. 

Summary.  Based  on  its  own  deliberations  during  the 
past  year  and  the  recent  Invitational  meeting,  the  Com- 
mittee on  Continuing  (Postgraduate)  Education  submits 
the  following  recommendations  for  action  by  the  House 
of  Delegates. 

1.  Affirm  an  official  position  on  continuing  education 
by  means  of  a communication  to  its  members  and  all 
of  the  groups  represented  at  the  invitational  meeting. 

It  is  suggested  that  this  communication  affirm  a con- 
viction that  the  Medical  Society  accepts  its  responsibil- 
ity for  the  public  welfare,  initiating  a Statewide  effort 
to  improve  the  effectiveness  of  continuing  education, 
enlisting  all  available  statewide  resources  and  expertise, 
and  recognizing  that  optimum  medical  care  could  be 
provided  only  by  doctors  who  have  immediate  access 
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to  the  best  available  data,  provided  through  an  educa- 
tional system  designed  to  optimize  clinical  performance. 

2.  Take  steps  (cooperatively  with  the  other  con- 
cerned educational  forces)  to  initiate  local  postgraduate 
centers,  to  invite  each  physician  to  affiliate,  to  provide 
continuing  education  opportunities  (in  the  broad  sense), 
and  to  document  individual  learning  acquired  from  a 
flexible  variety  of  optional  sources,  emphasizing  im- 
mediate clinical  relevance. 

3.  Commit  augmented  Medical  Society  resources  to 


Data  Processing  in  Medicine 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Data  Processing 
in  Medicine  are  as  follows: 


William  A.  Bauman,  M.D.,  Chairman  New  York 

William  J.  Burke,  M.D. Westchester 

Samuel  R.  Burnett,  M.D Schenectady 

Ralph  L.  Engle,  Jr.,  M.D New  York 

Elemer  R.  Gabrielli,  M.D Erie 

Terence  W.  Murphy,  M.D. •.  . . ., New  York 

Leon  Pordy,  M.D New  York 

William  J.  Mueller,  Adviser Onondaga 


The  committee  helped  coordinate  scientific  exhibits 
on  Data  Processing  in  Medicine  at  the  1970  annual  meet- 
ing of  the  State  Medical  Society  and  sponsored  the  Sci- 
entific Session  on  Data  Processing  which  was  attended 
by  75  Society  members. 

The  committee  met  on  June  4,  in  Buffalo,  to  plan  a 
program  on  Data  Processing  in  Medicine  for  next  year’s 
scientific  session  at  the  annual  meeting.  The  topic  will 


Development  of  Automated 


7’o  the  House  of  Delegates,  Gentlemen: 

The  following  are  members  of  the  Committee  on  De- 
velopment of  Automated  Multiphasic  Health  Testing: 


Charles  Weller,  M.D.,  Chairman  Westchester 

Leo  Gitman,  M.D.  Kings 

Robert  E.  Westlake,  M.D Onondaga 


The  purpose  of  this  newly  formed  committee  is  to 
study  automated  multiphasic  health  testing  in  New  York 
State  and  to  develop  guidelines  and  standards  to  pre- 
vent the  development  of  poor  quality  programs.  This 
committee  plans  to  have  its  first  meeting  in  the  Fall. 

The  committee  also  plans  to  use  the  following  “Guide- 
lines for  the  Development  of  Acceptable  Automated 
Multiphasic  Health  I’esting  Programs”  adopted  recent- 
ly by  the  Westchester  County  Medical  Society. 


continuing  education  to  permit  immediate  planning  for 
inauguration  of  an  improved  Statewide  system  based  on 
postgraduate  affiliation  of  each  physician  with  a par- 
ticular center  or  office  and  coordinated  by  a properly 
representative  Statewide  council  or  academy  structure. 

4.  Facilitate  publication  of  the  edited  invitational 
meeting  protocol  in  the  New  York  State  Journal  of 
Medicine. 

Respectfully  submitted, 

Marvin  L.  Bloom,  M.D.,  Chairman 


be  “The  Role  of  Data  Processing  in  Community  Med- 
ical Programs,”  and  speakers  have  been  obtained. 

We  have  received  a request  from  the  Medical  Society 
of  the  County  of  Erie  to  review  the  Resolution  to  Amend 
the  Civil  Practice  Law  and  Rules  that  was  submitted  to 
the  Senate  of  the  State  of  New  York  in  February,  1970. 
The  amendment  proposes  immunity  for  medical  infor- 
mation stored  in  computer  data  banks.  The  committee 
has  not  as  yet  taken  a formal  stand  on  this  pending  leg- 
islation. 

A Subcommittee  on  Multiphasic  Screening  has  been 
formed  to  study  programs  for  multiphasic  health  exam- 
inations that  are  being  developed  in  New  York  State. 

Your  committee  continues  to  serve  as  a forum  for 
questions  relating  to  application  of  computers  to  the 
practice  of  medicine  and  invites  all  members  of  the 
State  Medical  Society  to  participate. 

Respectfully  submitted: 

William  A.  Bauman,  M.D.,  Chairman 


Health  Testing 


1.  Definition  and  Methodology 

1.1  Automated  multiphasic  health  testing  programs 
are  simply  preliminary  medical  data  acquisition  meth- 
ods, utilizing  automated  technics,  with  the  assistance 
of  allied  health  professional  workers.  The  resulting  data 
are  then  evaluated  by  a physician  as  an  aid  in  defining 
the  patient’s  health  problems  prior  to  initiating  patient 
management. 

1.2  The  systems  used  should  be  designed  to  condense 
and  validate  medical  data  as  acquired,  provide  capsulat- 
ed  summaries,  and  may  suggest  interpretations  of  any 
abnormalities. 

1.3  The  testing  system’s  criteria  should  include  re- 
liability, accuracy  of  output,  savings  of  professional  and 
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allied  health  professional’s  time,  have  full  utilization, 
and  be  available  and  customized  for  its  local  needs. 

1.4  For  professional  value  and  economic  feasibility, 
the  tests  selected  should  be  simple  and  safe  to  admin- 
ister, easy  to  interpret,  relatively  inexpensive,  quick 
to  perform,  and  have  acceptable  sensitivity,  specificity, 
high  predictive  value,  and  patient’s  acceptance. 

1.5  There  should  be  developed  definitions  of  specific 
patterns  of  normal  and  abnormal  conditions. 

1.6  The  center  must  be  accredited  for  quality  control 
by  an  appropriate  agency. 

1.7  The  objectives  of  automated  multiphasic  health 
testing  programs  must  be  clearly  defined  from  the  be- 
ginning, and  the  testing  programs  used  should  be  de- 
signed specifically  to  meet  these  objectives;  that  is, 
health  maintenance,  diagnostic  services,  management 
of  ongoing  illnesses,  such  as  chronic  disease  or  compen- 
sated asymptomatic  disease.  They  should  meet  the 
specific  health  needs  of  the  aged  and  ghetto  populations, 
employe  groups,  and  so  forth. 

2.  Relationship  to  Existing  Health  Care 
Delivery  System 

2.1  Automated  multiphasic  health  testing  programs 
must  be  integrated  into  the  existing  or  newly  developed 
comprehensive  and  continuing  medical  care  system. 

2.2  There  must  be  a program  to  evaluate  the  long- 
term effects  of  automated  multiphasic  health  testing 
programs  on  hospital-bed  utilization  and  on  demands 
for  health  services. 

2.3  Automated  multiphasic  health  testing  programs 
should,  when  possible,  be  utilized  to  serve  unmet  needs 


Disaster  Medical  Care 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Disaster  Medical 


Care  are  as  follows: 

Irving  G.  Frohman,  M.D.,  Chairman  Queens 

William  G.  Abel,  M.D Suffolk 

Robert  C.  Kessler,  M.D Monroe 

Patrick  E.  O’Hara,  M.D Onondaga 


The  committee  wishes  to  bring  the  attention  of  the 
House  of  Delegates  to  the  July  issue  of  Health  News, 
published  by  the  New  York  State  Department  of  Health, 
which  was  devoted  to  emergency  and  disaster  planning 
and  which  is  an  excellent  report  on  what  is  going  on  in 
the  various  parts  of  the  State.  Included  were  several 
exercises  in  simulated  disasters  to  test  emergency 
medical  care  procedures  and  comments  on  experiences 
in  several  actual  disasters.  The  members  of  this  commit- 
tee are  rendering  distinguished  leadership  in  this  field 
to  their  communities. 

The  committee  noted  that  the  helicopter  rescue  activ- 
ities and  procedures  for  Kennedy  International  Air- 
port for  the  removal  and  evacuation  of  airplane  casual- 
ties to  hospitals  from  civilian  airports,  which  had  been 
initiated  in  the  County  of  Queens  at  Peninsula  General 
Hospital,  were  now  nationally  adopted.  The  committee 
noted  the  need  for  closer  coordination  among  the  vari- 
ous agencies  in  the  metropolitan  New  York  area.  Con- 


in the  delivery  of  health  care  and  to  improve  its  quality 
and  quantity. 

2.4  The  local  medical  profession  should  be  involved 
in  the  planning  and  operation  of  automated  multiphasic 
health  testing  programs. 

3.  Ethical  Considerations 

3.1  Automated  multiphasic  health  testing  centers 
must  be  under  the  supervision  of  a qualified  physician 
or  group  of  physicians. 

3.2  The  testing  centers  should  consider  primarily 
the  interests  of  the  patients  involved  and  comply  with 
ethical  principles. 

3.3  Security  of  patients’  confidential  data  must  be 
constantly  maintained  according  to  present-day  stand- 
ards. 

A symposium  was  held  by  the  Westchester  County 
Medical  Society  in  January,  1970,  on  “Automated  Mul- 
tiphasic Health  Testing  in  the  Seventies.’’  This  meet- 
ing called  together  various  groups  who  are  interested  in 
this  area,  such  as  organized  medicine,  private  enterprise, 
and  government.  It  covered  a multitude  of  viewpoints 
from  such  groups  as  the  computer  industry,  drug  indus- 
try, U.S.  Public  Health  Service,  insurance  industry, 
U.S.  Department  of  Health,  Education,  and  Welfare, 
medical  colleges,  and  medical  societies.  The  conference 
discussed  not  the  technical  but  the  socioeconomic  as- 
pects of  this  topic,  and  its  aim  was  to  develop  standards 
or  guidelines  and  ethical  considerations.  The  committee 
will  attempt  to  continue  this  effort  on  a Statewide  basis. 

Respectfully  submitted, 

Charles  Weller,  M.D.,  Chairman 


cern  was  expressed  for  the  disaster  implications  inci- 
dental to  the  projected  closing  of  government  facilities, 
such  as  Floyd  Bennett  Naval  Air  Station  in  Brooklyn, 
and  the  gap  that  is  generated  in  emergency  coverage 
(helicopter  and  emergency  manpower  services)  in  the 
event  of  hurricane,  holocaust,  atomic  blast,  or  major 
highway  accidents. 

A study  of  services  in  emergency  rooms  will  be  made 
available  in  the  near  future.  This  will  provide  informa- 
tion on  disaster  emergency  medical  care. 

Last  year,  the  committee  suggested  that  legislation 
be  introduced  to  avoid  future  Woodstock-type  festivals 
from  the  viewpoint  of  inherent  disaster  potential.  A 
law  was  passed  this  year,  and  signed  by  the  Governor, 
placing  stringent  requirements  for  sponsors  planning  to 
have  5,000  or  more  people  for  over  twenty-four  hours. 
Several  of  these  projected  festivals  have  accordingly  been 
cancelled.  When  a disaster  occurs  in  metropolitan  or 
urban  areas  with  heavy  traffic,  there  is  the  possibility 
of  getting  help  by  air  transport.  This  aid  must  basically 
depend  on  whatever  services  are  locally  available  and 
the  prevailing  weather  conditions. 

Respectfully  submitted, 

Irving  G.  Frohman,  M.D.,  Chairman 
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Forensic  Medicine 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Forensic  Medicine 


are  as  follows: 

Milton  Helpern,  M.D.,  Chairman New  York 

Martin  F.  Hilfinger,  Jr.,  M.D.  Onondaga 

Herbert  Lansky,  M.D Erie 

Leslie  I.  Lukash,  M.D. Nassau 

John  C.  Sherman,  M.D Saratoga 

Arthur  A.  Stein,  M.D Albany 


The  committee  has  continued  its  survey  of  forensic 
medicine  in  the  various  counties  of  the  State.  A ques- 
tionnaire has  been  sent  to  the  county  coroners,  medical 
examiners,  or  health  officers  concerning  medical  exam- 
iner and  county  coroner  activities  in  their  respective 
counties  relative  to  the  official  investigation  of  deaths 
under  their  jurisdiction.  The  analysis  of  the  returns 
has  not  as  yet  been  completed,  but  the  replies  have  been 
interesting. 

A preliminary  examination  reveals  that  in  a number 
of  counties  the  total  number  of  deaths  are  not  being 
reported;  except  for  apparent  criminal  cases,  only  a 
small  percentage  are  accepted  for  investigation  and 
autopsy;  and  indications  are  that  many  of  the  investi- 
gations are  not  made  at  the  scene  which  can  be  impor- 
tant to  the  evaluation  of  the  circumstances  of  death. 
It  appears  that  in  those  counties  having  a coroner  system 
the  work  is  being  handled  unevenly  while  those  counties 
which  have  a medical  examiner  system  provide  a more 
realistic  report  on  deaths  and  adequate  treatment  of 
anything  unusual. 

The  committee  felt  the  medical  examiner  system  was 
a great  step  forward.  In  some  counties,  there  still  re- 


mains the  problem  of  budget  and  recruitment  of  pathol- 
ogists, investigators,  and  others.  After  receiving  train- 
ing in  this  field,  a number  are  lured  away  from  govern- 
ment jobs  to  better  paying  jobs  with  lighter  case  loads. 
Just  because  an  autopsy  is  done,  it  does  not  necessarily 
mean  an  adequate  investigation  has  been  provided. 
Much  depends  on  the  person  doing  the  autopsy  and  the 
methods  being  employed. 

The  committee  has  been  concerned  about  the  newly 
enacted  abortion  law  and  its  effect  on  the  infant  mortal- 
ity rate.  There  is  a move  underway  to  have  abortions 
performed  in  physicians’  offices.  However,  the  com- 
mittee felt  that  if  complications  were  to  arise,  such  as 
hemorrhage  and  others,  the  hospital  is  better  equipped 
to  handle  the  emergency  condition  and  would  serve  to 
keep  the  number  of  deaths  down.  The  committee  is  also 
planning  to  hold  a meeting  with  the  County  Officers 
Association  to  see  if  a medical  examiner  system  can  be 
established  on  a regional  basis  rather  than  a county 
basis. 

The  committee  noted  that  in  some  counties  investi- 
gations and  autopsies  are  done  on  a fee-for-service  basis, 
this  is  not  an  ideal  situation  and  is  something  that  re- 
quires further  study.  Some  consideration  is  being  given 
to  using  lay  investigators  in  certain  instances  because 
of  the  manpower  shortage.  Close  cooperation  must  be 
maintained  with  the  police  department,  funeral  direc- 
tors, and  others. 

Respectfully  submitted, 

Milton  Helpern,  M.D. , Chairman 


Hard  of  Hearing  and  The  Deaf 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Hard  of  Hearing 


and  the  Deaf  are  as  Follows: 

John  P’.  Daly,  M.D.,  Chairman  New  York 

Daniel  C.  Baker,  M.D.  New  York 

Alfred  W.  Doust,  M.D.  Onondaga 


The  committee  during  the  past  year  has  been  con- 
cerned with  the  standards  and  policies  for  audiologic 
services  and  the  provision  of  hearing  aids  for  patients 
eligible  for  Medicaid. 

The  committee  recommended  that  complete  otolar- 
yngologic and  audiologic  examinations  constitute  the 
basis  for  prescribing  a hearing  aid.  'I’he  otologic  exam 


ination  should  be  done  by  a specialist  in  otolaryngology. 
The  audiologic  examination  could  be  done  either  by  an 
otolaryngologist  who  is  fully  equipped  to  do  hearing-aid 
evaluations  or  by  a specialist  in  audiology. 

The  committee  has  worked  with  the  Bureau  of  Med- 
ical Rehabilitation  of  the  New  York  State  Department 
of  Health  to  review  the  policies  and  standards  for  the 
prescription  of  prosthetic  appliances,  such  as  hearing 
aids. 

Respectfully  submitted, 

John  F.  Daly,  M.D.,  Chairman 
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Health  Manpower 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Health  Manpower 
are  as  follows; 

Bruce  E.  Chamberlain,  M l).,  Chairman  Onondaga 


Myron  E.  Carmer,  M.I).  Wayne 

James  C.  Dunn,  M.D.  Erie 

Arthur  Howard,  M.D.  Fulton 

Robert  V.  Schatken,  M.D Delaware 

Robert  B.  Wallace,  M.D.  Oneida 

Franklyn  B.  Amos,  M.D.,  Adviser  Albany 


The  committee  held  two  meetings  since  the  1970 
House  of  Delegates.  A number  of  projects  suggested  in 
previous  committee  reports  have  not  received  attention. 
Priority  has  been  given  to  matters  pertaining  to  the 
development  of  new  health  manpower,  the  physician’s 
assistant,  and  medical  school  recruitment. 

I wish  to  express  my  appreciation  to  all  members  of 
the  committee  for  their  participation.  It  is  our  good  for- 
tune to  have  as  adviser  to  the  committee,  Franklyn  P. 
Amos,  M.D.,  of  the  New  York  State  Department  of 
Health.  The  chairman  is  in  a unique  position  to  have 
an  opportunity  to  relate  to  the  Comprehensive  Health 
Planning  manpower  programs  on  areawide  and  State 
levels  and  the  Central  New  York  Regional  Medical  Pro- 
gram. 

A supplementary  report  on  the  committee’s  actions 
will  be  given  to  the  House  of  Delegates. 

Resolutions.  The  following  resolutions  were  referred 
to  the  committee  by  the  1970  House  of  Delegates. 

Medical  Student  Recruitment.  Resolutions  70-11, 
“Medical  Student  Recruitment  Programs”  and  70-56, 
“Revision  of  Education  Law  and  Health  Manpower,” 
were  concerned  with  medical  student  recruitment  at 
the  county  level.  Article  13,  Section  610(a)  of  the  New 
York  State  Education  Law  was  amended  in  1970  to  allow 
medical  and  dental  students  subsidized  by  county  boards 
of  supervisors  to  attend  school  anywhere  in  the  nation 
rather  than  only  in  New  York  State.  The  committee  re- 
ceived a report  from  the  New  York  State  Department  of 
Health  listing  the  participating  counties  and  the  number 
of  students  in  such  programs.  The  report  was  printed  in 
News  of  New  York. 

A letter  was  written  by  Dr.  Cramer,  of  this  committee, 
requesting  the  county  medical  societies  to  implement 
these  resolutions  at  the  local  level.  The  committee 
recommended  to  the  Council  that  this  letter  be  sent  to 
presidents  of  all  county  medical  societies.  The  commit- 
tee also  recommends  that  a report  of  the  first  successful 
candidate  be  obtained  from  a participating  county  and 
be  used  to  publicize  this  project. 

Julia  L.  Freitag,  M.D.,  Office  of  Medical  Manpower 
of  the  State  Health  Department,  reported  that  several 
other  states  had  requested  information  from  the  New 
York  State  Department  of  Health  on  this  type  of  recruit- 
ment of  medical  students  as  a means  of  commitment  to 
practice  in  rural  areas. 

Increasing  Supply  of  Practicing  Physicians.  Resolu- 
tions 70-19,  “Increasing  the  Supply  of  Practicing  Phy- 
sicians”; 7()-20,  “Increasing  the  Number  of  Physicians 
in  New  York  State”;  and  70-85,  “Shortage  of  Doctors 
of  Medicine”  recommend  that  Americans  studying 
abroad  be  assimilated  into  the  upper  classes  of  medical 


schools  in  the  United  States  and  that  the  State  Educa- 
tion Department  evolve  a plan  to  utilize  American 
students  studying  medicine  abroad.  The  committee  re- 
ferred resolutions  70- 19,  70-20,  and  70-85  to  the  Council 
with  the  recommendation  that  a meeting  be  held  with 
the  deans  of  the  Association  of  New  York  Medical  Col- 
leges to  discuss  this  problem  and  that  liaison  be  estab- 
lished with  the  New  York  State  Chapter  of  the  American 
Association  of  Medical  Colleges. 

Physicians'  Assistants.  Resolutions  70-49,  “Health 
Manpower  and  the  Physicians’  Assistants,”  and  70-50, 
“Training  Programs  for  Former  Military  Paramedical 
Personnel,”  recommended  that  training  programs  for 
physicians’  assistants  be  implemented,  that  the  Medical 
Practice  Act  be  amended  to  facilitate  the  utilization 
of  physicians’  assistants  by  licensed  physicians,  and  that 
a group  be  appointed  to  develop  guidelines  for  programs 
to  qualify  former  military  paramedical  personnel  as 
physicians’  assistants. 

Dr.  Freitag  reported  that  training  programs  are  now  in 
existence  and  draw  the  majority  of  their  students  from 
medical  corpsmen  discharged  from  military  service. 
The  initial  program  in  this  State  was  started  by  Brook- 
lyn-Cumberland  Medical  Center  and  Long  Island  Uni- 
versity and  is  a two-year  program  modeled  on  the  Duke 
University  program. 

A seminar  on  the  education  of  physicians’  assistants, 
cosponsored  by  this  committee,  was  held  on  June  18, 
in  Syracuse,  with  D.  Robert  Howard,  M.D.,  speaking  on 
Duke  University’s  program  and  Gerald  B.  Bassett,  M.D., 
speaking  on  the  Medex  Program  of  the  University  of 
VVashington.  More  than  200  persons  attended  this 
seminar. 

Robert  B.  Wallace,  M.D.,  is  working  with  the  Mohawk 
Community  College,  in  Utica,  on  an  education  program 
for  physicians’  assistants.  Interest  in  this  program  is 
being  shown  by  other  community  colleges  and  medical 
centers  across  the  State. 

Another  seminar  on  physicians’  assistants,  sponsored 
by  Hunter  College,  New  York  City,  was  held  at  Sterling 
Forest  Conference  Center  on  October  10  through  12. 
Dr.  Wallace  represented  the  State  Medical  Society. 

James  C.  Dunn,  M.D.,  was  appointed  to  contact  the 
Toronto  Medical  Center  in  regard  to  any  program  per- 
taining to  physicians’  assistants. 

A survey  of  physicians  in  Central  New  York  Region 
concerning  physicians’  assistants  was  made,  and  the 
results,  tabulated  by  computer,  will  be  made  available 
to  physicians. 

Other  aspects  of  this  program  involve  malpractice  in- 
surance coverage  for  physicians’  assistants,  changes  in 
the  Medical  Practice  Act  to  permit  physicians  to  legally 
delegate  duties  and  responsibilities  to  these  assistants, 
and  registration  of  physicians’  assistants  by  the  New 
York  State  Department  of  Education  to  insure  high 
standards  of  practice. 

Dr.  Amos  reported  that  while  there  has  been  25  per 
cent  increase  in  physicians  registered  by  the  New  York 
State  Department  of  Education,  there  are  more  than 
300  communities  without  adequate  medical  services. 
About  70  per  cent  of  the  patients  admitted  to  emergency 
rooms  in  hospitals  are  not  really  emergency  cases. 
This  shortage  of  physicians  shows  there  is  a need  for  the 
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development  of  physicians’  assistants  programs  to  better 
utilize  the  services  of  available  physicians. 

Our  efforts  will  be  required  to  educate  the  legislators 
concerning  amendments  to  the  Medical  Practice  Act. 
The  committee  suggests  that  the  Legislation  Committee 
of  the  State  Medical  Society  meet  with  the  State  legis- 
lators in  this  effort. 

The  committee  also  suggests  that  counsel  for  profes- 
sional medical  liability  insurance  of  the  State  Medical 
Society  clarify  the  status  of  physicians  and  physicians’ 
assistants  under  the  malpractice  insurance  program. 
Your  chairman  testified  on  physicians’  assistants  pro- 
grams at  a public  hearing  on  health  manpower  held  by 
the  New  York  State  Legislative  Committee  on  Health 
in  New  York  City,  on  September  29.  It  was  emphasized 
that  the  promotion  of  any  program  for  paramedical  per- 
sonnel training  and  utilization  is  no  substitute  for  con- 
tinued efforts  to  train  greater  numbers  of  physicians  and 
nurses  in  the  State. 

New  York  State  Senate  bills  S.  9386  and  S.  9387  were 
also  discussed.  The  Nurses  Association  of  New  York 
State  opposed  this  legislation,  although  they  did  support 
the  concept  of  physicians’  assistants.  Senator  Norman 
F.  Lent  urged  the  State  Medical  Society  to  meet  with  the 
Nurses  Association  prior  to  the»opening  of  the  1971  Leg- 
islature to  prepare  suggestions  for  legislation  on  this 
matter. 

Foreign  Graduate  Physicians.  Resolution  70-64, 
“Employment  of  Foreign  Graduates  by  Nonteaching 
Hospitals,”  recommended  that  foreign  graduate  phy- 
sicians with  E.C.F.M.G.  certificates  be  permitted  to 
work  on  a part-time  basis  in  emergency  rooms  of  non- 


Maternal and  Child  Welfare 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Maternal  and 


Child  Welfare  are  as  follows; 

Edward  C.  Hughes,  M.D.,  Chairman Onondaga 

Robert  M.  George,  M.D.  Oneida 

George  J.  Lawrence,  Jr.,  M.D Queens 

Curtis  J.  Lund,  M.D Monroe 

Ralph  M.  Schwartz,  M.D.  Queens 

Clyde  L.  Randall,  M.D.,  Adviser  Erie 


During  the  past  year  the  committee  has  continued 
its  work  on  the  Central  New  York  Maternal  and  Peri- 
natal Mortality  Study  and  has  held  several  meetings 
with  the  area  consultants  to  discuss  maternal  and  peri- 
natal mortality  in  the  State  of  New  York.  These  con- 
ferences were  well  attended  by  local  physicians,  repre- 
sentatives of  the  health  departments,  and  representa- 
tives from  the  local  hospitals. 

The  committee  has  held  meetings  to  discuss  the 
amended  law  concerning  justified  abortion.  Prior  to 
passage  of  the  law,  the  committee  had  discussed  liber- 
alization of  the  law,  and  criteria  for  revision  of  the  law 
had  been  presented  to  the  House  of  Delegates.  This 
criteria  has  been  approved,  with  minor  changes,  each 
year  for  three  years.  This  past  year  an  amendment 
to  the  penal  law  was  passed  by  the  State  Legislature, 
broadening  the  law  beyond  comprehension.  In  an 


teaching,  community  hospitals  provided  they  are  under 
the  direction  of  a physician  duly  licensed  in  the  State  of 
New  York.  At  the  present  time,  the  New  York  State 
Department  of  Health  is  discussing  this  problem  in  re- 
lation to  the  Hospital  Code. 

The  committee  recommends  that  licensure  procedures 
not  be  altered  but  does  endorse  any  necessary  change 
in  the  Hospital  Code  to  make  it  possible  for  nonteaching 
hospitals  to  utilize  the  services  of  foreign  graduate  phy- 
sicians holding  E.C.F.M.G.  certificates. 

Physician  Biennial  Registration  Questionnaire.  The 
committee  discussed  the  Physician  Biennial  Registra- 
tion Questionnaire,  developed  by  Statewide  Informa- 
tion Systems,  an  interdepartmental  information  agency 
set  up  by  the  State  to  gather  statistics  and  to  interpret 
results.  The  Department  of  Education  is  distributing 
this  questionnaire  to  all  licensed  health  professional 
workers.  The  committee  approved  the  use  of  this  ques- 
tionnaire as  a device  for  gathering  information  on  a con- 
tinuing basis  which  would  be  helpful  to  all  State  depart- 
ments in  planning  health  programs. 

Medical  Emergency  Personnel.  Your  chairman  at- 
tended a special  meeting  held  by  the  Emergency  Med- 
ical Services  Bureau  of  the  New  York  State  Health  De- 
partment on  September  30.  Topics  for  discussion  in- 
cluded training  programs  for  medical  emergency  tech- 
nicians, attendants  in  ambulances,  and  mobile  emer- 
gency vehicles. 

Respectfully  submitted, 

Bruce  E.  Chamberlain,  M.D.,  Chairman 


attempt  to  control  and  prevent  complications  such  as 
morbidity  and  deaths,  the  committee  assisted  the  Ad 
Hoc  Committee  on  Abortion  Guidelines,  of  which  your 
chairman  was  a member,  in  the  preparation  of  guidelines 
which  were  adopted  by  the  Council  and  sent  to  all 
members  of  the  State  Medical  Society.  These  commit- 
tees held  joint  meetings  with  representatives  of  the 
Public  Health  Council  and  separate,  but  similar,  guide- 
lines were  promulgated  by  the  Commissioner  of  Health. 

This  committee  also  prepared  forms  for  recording  of 
all  abortions.  These  forms  have  been  sent  to  every 
hospital  in  New  York  State  with  the  exception  of  the 
New  York  City  area.  Quite  a few  of  these  forms  have 
been  completed  and  returned  to  the  committee.  These 
data  have  been  placed  on  punch  cards.  The  committee 
is  hoping  to  receive  similar  data  from  the  New  York 
City  area.  It  is  anticipated  that  important  information 
will  be  forthcoming  by  the  end  of  the  year. 

Research.  Research  continues  on  the  fundamental 
physiology  and  biochemical  reactions  which  are  respon- 
sible for  fertilization,  implantation  of  the  fertilized 
ovum,  and  placental  and  fetal  growth.  This  basic  re- 
search is  related  to  frequent  abortion,  congenital  anoma- 
lies, and  early  labor.  Two  articles  have  been  published 
which  relate  to  the  effect  of  ovarian  steroids  on  endo- 
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metrium  in  relation  to  the  effects  on  fetal  n^'^th  and 
development . 

Research  related  to  the  function  of  the  placenta  placed 
in  organ  culture  has  been  completed.  It  is  noted  that 
estrogen  affects  cellular  proliferation  of  the  syncytium 
while  progesterone  creates  an  increase  in  placental 
glycogen  necessaiy  for  fetal  growth  and  energy. 

This  year  considerable  attention  has  been  paid  to  the 
effect  of  oral  contraceptives  on  the  human  body.  Public 
hearings  and  the  news  media  have  brought  to  light  con- 
troversy concerning  the  relationship  of  these  substances 
to  cancer  of  the  uterus  and  breast.  Many  articles  have 
been  presented  concerning  good  and  had  effects  of  these 
substances  on  many  functions  of  the  female  body.  The 
committee  felt  that  studies  related  to  these  problems 
were  within  the  surveillance  and  authority  of  the  Mater- 
nal and  Child  Welfare  Committee  of  the  State  Medical 
Society.  To  this  end,  considerable  research  was  started 
during  this  year  concerning  the  effect  of  these  substances 
on  the  endometrium  and  cervix  of  the  uterus  and  the 
breast.  Data  concerning  the  effect  of  contraceptives  on 
the  endometrium  are  almost  completed,  and  some  inter- 
esting results  can  be  recorded.  This  material  is  being 
prepared  for  publication  in  the  American  Journal  of 
Obstetrics  and  0\  necolof>\ . The  observations  of  the 
effect  of  this  substance  on  the  endometrium  in  vivo  and 
organ  culture  are  as  follows: 

The  in  vivo  studies  indicate  that  the  function  of 
the  endometrium  is  altered,  creating  a premature 
secretorv’  phase.  In  other  words,  a twelve-day  endo- 
metrium has  progressed  to  twenty  to  twenty-two-day 
endometrium  when  the  patient  has  been  taking  the 
oral  contraceptive  drugs.  This  early  proliferation 
alters  the  precise  metabolic  mechanism  that  is  neces- 
sar>-  for  conception  or  nidation  of  the  fertilized  ovum. 
Glycogen  accumulation  and  storage  increased  50  to  100 
per  cent  at  an  early  day  in  the  menstrual  cycle.  In 
some  patients  the  glandular  epithelium  was  nonfunc- 
tioning, containing  no  glycogen  or  enzymes  which  are 
involved  in  the  chemistry  of  glucose  metabolism.  The 
blood  vessels  of  the  endometrium  were  found  to  be 
thick-walled  and  proliferated.  There  was  also  marked 
decidual  reaction  in  the  stromal  cells  so  that  cellular 
patterns  were  altered  beyond  recognition.  Similar 
effects  were  duplicated  on  endometrium  placed  in 
organ  culture. 


Medical  Aspects  of  Sports 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Medical  Aspects 
of  Sports  are  as  follows: 


Ralph  S.  Emerson,  M.D.,  Chairman Nassau 

Albert  B.  Accettola,  M.D Richmond 

Frederick  H.  Grabo,  M.D. Oneida 

Donald  T.  Kasprzak,  M.D Clinton 

Joseph  J.  Kaufman,  M.D. Wayne 

Alexius  Rachun,  M.D Tompkins 

Murle  Laurens  Rowe,  M.D Monroe 


Members  of  the  Advisory  Committee  are  Mr.  J.  Ken- 


Other  clinical  observations  have  been  noted  in  some 
patients  taking  oral  contraceptive  drugs  over  a period 
of  years.  Bituitaiy  function  has  been  suppressed, 
indicated  by  the  decreased  size  of  the  pituitary  gland, 
as  demonstrated  by  x-ray  films  of  the  sella  turcica. 
Amenorrhea  is  an  associated  sign  and  is  related  to  the 
change  in  the  pituitary  gland. 

Investigation  concerning  t he  effect  of  oral  contracep- 
tive drugs  on  the  breast  and  uterine  cervix  is  now 
underway.  Breast  tissue  and  cervical  tissue,  obtained 
in  the  operating  room,  has  been  placed  in  organ  culture 
to  which  various  oral  contraceptive  drugs,  ovarian 
steroids,  or  other  substances  were  added.  Preliminary 
results  indicate  that  some  cellular  stimulation,  as 
determined  by  biochemical,  histologic,  and  histo- 
chemical  means,  takes  place  several  days  after  the 
addition  of  oral  contraceptive  drugs. 

Articles  which  have  been  completed  for  publication: 

1.  Effect  of  Oral  Contraceptives  Upon  the  Endome- 
trium, to  be  submitted  to  the  American  Journal  of 
Obstetrics  and  Gynecology 

2.  Report  on  46  Maternal  Deaths  Due  to  Spontaneous 
Cerebral  Hemorrhage,  New  York  State  Journal  of 
Medicine 

3.  Maternal  Deaths  Due  to  Pulmonary  Embolism, 
New  York  State  Journal  of  Medicine 

4.  Abortion:  Cause  and  Treatment,  New  York 

State  Journal  of  Medicine 

Future  Planning,  h'uture  projects  include  the  follow- 
ing: 

1.  To  continue  the  study  of  maternal  and  perinatal 
mortality  rates  in  New  York  State; 

2.  To  continue  research  concerning  factors  related  to 
fetal  growth  and  development; 

3.  To  continue  research  concerning  the  effect  of  oral 
contraceptive  drugs  on  the  human  female  body,  namely, 
cervix,  endometrium,  and  breast;  and 

4.  To  institute  studies  concerning  the  effect  of  the  new 
amendment  to  the  Penal  Law  on  Justified  Abortion 
(effective  July  1,  1970)  on  maternal  morbidity  and  mor- 
tality rates  throughout  the  State. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 


neth  Hafner,  James  Nicholas,  M.D.,  Max  Novich,  M.D., 
Anthony  J.  Pisani,  M.D.,  Alexius  Rachun,  M.D.,  John 
A.  Ripp,  M.D.,  M.  Laurens  Rowe,  M.D.,  and  Mr.  Wil- 
liam Stein. 

The  third  annual  Medical  Aspects  of  Sports  Sym- 
posium was  held  at  the  Americana  of  New  York  on  Feb- 
ruary 7,  1970.  The  program  was  probably  the  most  suc- 
cessful to  date  in  terms  of  audience  acceptance.  The 
speakers  were  outstanding.  Joseph  N.  Abraham,  Ph.D., 
director  of  athletics  and  physical  education,  Hobart 
College,  Geneva,  and  the  Eastern  States  Trainer’s  Asso- 
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ciation  presented  a live  demonstration  taping  clinic 
which  attracted  a constant  flow  of  spectators.  Kenneth 
(Dutch)  Hafner  and  the  New  York  State  Public  High 
School  Athletic  Association  did  their  usual  magnificent 
job  in  publicizing  the  event  to  their  members  and  in  ar- 
ranging an  all-day  sports  cinema  session.  Weeb  Ew- 
bank,  head  coach  and  general  manager  of  the  New  York 
Jets,  performed  brilliantly  as  the  luncheon  speaker. 
Through  the  efforts  of  Richard  Klemfuss  of  our  Division 
of  Communications,  we  received  wide  publicity  in  the 
press.  Many  of  the  sports-medicine  periodicals,  which 
have  national  distribution,  are  still  running  serial  articles 
on  the  symposium. 

Immediately  following  the  session,  the  committee 
held  a critique  to  review  the  events  of  the  day  and  made 
the  following  recommendations  which  were  approved 
by  the  Council  at  its  meeting  on  March  26. 

1.  In  the  future,  the  charge  for  luncheon  not  exceed 
five  dollars,  with  the  State  Society  underwriting  any 
additional  cost. 

2.  Properly  trained  and  accredited  trainers  be  ap- 
proved by  New  York  State  to  act  as  physician’s  assistant 
in  athletics.  These  recommendations  are  to  be  forward- 
ed to  the  State  Education  Department. 

Many  of  our  members  have  participated  in  other  pro- 
grams on  medical  aspects  of  sports  held  throughout  the 
country.  Max  Novich,  M.D.,  a member  of  our  Advisory 
Committee,  was  the  physician  in  charge  of  the  Macca- 
bees Games  held  in  Israel,  and  he  also  conducted  an 
American  boxing  team  on  an  exhibition  tour  in  Russia. 

We  have  tentative  approval  for  Media  Medica  to  tape 
our  next  symposium  and  to  develop  a cassette  library 
which  will  be  marketed  on  a national  basis. 


Mental  Hygiene 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Mental  Hygiene 


are  as  follows: 

Reginald  R.  Steen,  M.D.,  Chairman Nassau 

Samuel  Feinstein,  M.D Erie 

Gurston  D.  Goldin,  M.D.  New  York 

Fldith  Mila  Jurka,  M.D.  New  York 

John  P.  Lambert,  M.D Westchester 

Allison  B.  Landolt,  M.D Westchester 


Your  committee  continues  to  cooperate  with  other 
organizations  interested  in  mental  health. 

Kecodification  of  Mental  Hygiene  Law.  The  com- 
mittee has  been  interested  in  the  Recodification  of  the 
Mental  Hygiene  Law  (S.  5227).  To  this  end  the  com- 
mittee last  June  discussed  the  Study  Bill  on  Recodifica- 
tion with  two  representatives  of  the  State  Department  of 
Mental  Hygiene.  As  a result  of  this  meeting,  the  sug- 
gestions and  recommendations  for  changes  in  the  bill 
were  presented  at  the  meeting  of  the  Joint  Legislative 
Committee  for  Mental  and  Physical  Handicap  held  in 
October,  1969. 

In  November,  1969,  Senator  Dalwin  J.  Niles,  chairman 
of  the  Joint  Legislative  Committee  on  Mental  and  Phys- 
ical Handicap,  appointed  Dr.  Lambert,  Dr.  Goldin,  and 
Dr.  Steen  to  be  participants  in  his  Professional  Advisory 
Committee.  This  committee  met  approximately  every 
two  weeks  during  the  winter  and  spring  months.  Sev- 


The fourth  annual  Symposium  is  scheduled  to  be  held 
on  February  13,  1971.  We  have  firm  commitments  from 
participants  in  our  program  with  the  exception  of  the 
luncheon  speaker.  The  cast  is  outstanding,  and  we 
trust  all  interested  physicians  will  plan  to  attend. 

The  theme  of  the  program  will  be  “Safety  and  Preven- 
tion of  Injuries  to  the  High  School  Athlete”  and  will 
include  such  topics  as  “Loss  of  Consciousness  During 
Underwater  Swimming,”  “Conditioning  for  Loose  and 
Tight  Joints,”  “Causes  of  High  School  Football  In- 
juries— Prospects  for  Prevention,”  “Computers:  Rela- 
tionship of  Research  to  Athletic  Injuries,”  “Knee  or 
Elbow  Problems,”  “Controversial  Issues  in  Interscho- 
lastic Athletics,”  and  “Back  Injuries  in  Sports  Other 
Than  Football.” 

Our  committee  wishes  to  thank  the  staff  of  the  State 
Medical  Society,  especially  Norman  S.  Moore,  M.D., 
director.  Miss  Dorothy  Smith,  his  secretary,  and  Miss 
Mollie  Pesikoff  of  the  Division  of  Scientific  Activities; 
Guy  Beaumont  and  Richard  Klemfuss  of  the  Division  of 
Communications;  and  J.  Richard  Burns,  J.D.,  assistant 
executive  vice-president,  for  their  invaluable  assistance 
during  the  past  year. 

As  chairman,  I would  like  to  express  my  appreciation 
to  the  members  of  the  committee  and  the  advisory 
committee. 

In  conclusion,  we  have  enjoyed  a successful  year,  and 
our  expenses  were  well  within  our  approved  budget  for 
the  1970  symposium.  We  expect  to  present  a larger  bud- 
get for  the  symposium  in  1971. 

Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  Chairman 


eral  changes  and  suggestions  were  made  and  forwarded 
to  Senator  Niles.  Most  of  these  changes  have  been  ac- 
cepted and  are  incorporated  in  the  new  bill,  S.  9486. 

Study  bill  S.  9486  is  being  examined  by  the  Profession- 
al Advisory  Committee  and  their  suggestions  will  be 
forwarded  to  Senator  Niles.  The  Joint  Legislative  Com- 
mittee on  Mental  and  Physical  Handicap  is  holding 
additional  hearings  on  this  bill.  It  is  expected  that  the 
1971  session  of  the  Legislature  will  enact  a recodified 
Mental  Hygiene  Law. 

Blue  Cross  Coverage.  The  committee  met  on  June  2 
in  the  State  Medical  Society  office  at  which  time  dis- 
cussion of  increased  insurance  coverage  for  psychiatric 
illness  was  held  with  Jacob  Schnitman,  M.D.,  of  Blue 
Shield,  and  V.  J.  Manzella,  M.D.,  of  Blue  Cross.  The 
following  recommendation  was  approved  for  presenta- 
tion to  the  Council:  That  Blue  Cross  provide  basic 

coverage  for  thirty  days  in  an  accredited  general  or  spe- 
cialized nongovernmental  mental  hospital  for  the  con- 
tract holder. 

Norman  S.  Moore,  M.D.,  director.  Division  of  Scien- 
tific Activities,  who  was  present  at  the  meeting  gave 
valuable  guidance  and  counsel  and  Miss  Dorothy  S. 
Smith  was  appreciated  for  her  secretarial  assistance. 

Respectfully  submitted, 

Reginald  R.  Steen,  M.D.,  Chairman 
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Metabolic  Diseases 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Metabolic  Diseases 
are  as  follows: 

Arthur  H.  Dube,  M.D.,  C/iairmnn  Onondaga 

Marshall  Clinton,  M.D.  Krie 

Ann  B.  Wright,  M.D.  Dutchess 

The  committee  held  one  meeting  last  year  in  Syracuse 


and  another  meeting  this  year  by  telephone.  The  com- 
mittee is  continuing  with  its  activities  and  has  nothing 
new  to  report. 

Respectfully  submitted, 

Arthur  H.  Dube,  M.D.,  Chairman 


Physical  Medicine  and  Rehabilitation 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Physical  Medicine 
and  Rehabilitation  are  as  follows: 

Edward  J.  Lorenze,  M.D.,  Chairman  Westchester 

William  H.  Georgi,  M.D.  Erie 

Milton  B.  Spiegei,  M.D.  Kings 

Samuel  S.  Sverdlik,  M.D.  New  York 

At  its  meeting  on  July  8,  the  committee  reviewed  the 
minutes  of  its  meeting  held  on  October  27,  1967,  at  which 
time  suggestioris  were  made  on  the  problem  of  provid- 
ing physical  therapy  services  in  nursing  homes  in  New 
York  City.  The  problem  is  the  provision  for  rehabilita- 
tion care  under  Medicare,  not  Medicaid,  which  states 
there  must  be  a physician  supervising  the  rehabilitative 
care.  At  that  meeting  Leo  Dobrin,  M.D.,  then  chair- 
man, was  requested  to  prepare  a resolution  for  presenta- 
tion to  the  Council  and  also  to  contact  the  chairman  of 
the  Nursing  Home  Code  Committee  of  the  State  Hospi- 
tal Review  and  Planning  Board  regarding  amending  the 
Nursing  Home  Code. 

At  the  annual  meeting  of  the  State  Medical  Society’s 
House  of  Delegates  in  February,  1968,  resolution  68-59, 
stemming  from  Dr.  Dobrin’s  efforts,  was  introduced  by 
Henry  Fleck,  M.D.,  delegate  from  the  Section  on  Physi- 
cal Medicine  and  Rehabilitation  {New  York  State  Jour- 
nal of  Medicine,  June  1,  1968,  page  1549).  This  resolu- 
tion called  on  the  State  Medical  Society  to  urge  the  Com- 
missioner of  Health  of  the  State  of  New  York  to  require 
that  all  rehabilitation  services  rendered  to  Medicare  and 
Medicaid  beneficiaries  in  nursing  homes  and  extended 
care  facilities  be  ordered  and  supervised  by  a physiatrist 
and/or  orthopedic  surgeon. 

The  Reference  Committee  on  Medicare  and  Medicaid 
amended  this  resolution  to  state  that  such  care  in  nurs- 
ing homes  and  extended  care  facilities  be  ordered  and 
supervised  by  a physiatrist,  orthopedic  surgeon,  or  other 
physician.  The  House  of  Delegates  voted  to  amend  the 
reference  committee  report  to  state  that  all  rehabilita- 
tion services  rendered  to  Medicare  and  Medicaid  bene- 
ficiaries in  nursing  homes  and  extended  care  facilities 
be  ordered  and  supervised  by  a licensed  physician.  The 
House  of  Delegates  voted  to  adopt  this  portion  of  the 
reference  committee  report  as  amended. 

The  problems  of  providing  rehabilitation  and  physical 
medicine  services  in  extended  care  facilities  and  nurs- 
ing homes  continue. 

The  recommendation  of  the  Committee  on  Aging  and 
Nursing  Homes,  Peter  S.  Battaglia,  M.D.,  chairman. 


as  noted  in  the  committee  reports  of  the  annual  meeting 
of  the  Commission  on  Public  Health  and  Education 
held  on  July  24,  1969,  to  amend  Section  753.1,  Chapter 
5,  of  the  State  Hospital  Code,  is  to  be  commended,  but  it 
is  recognized  as  a minimal  standard  acceptable  to  the 
State  Medical  Society.  The  minutes  of  the  Council  and 
of  the  Committee  on  Aging  and  Nursing  Homes  state 
that  the  following  was  agreed,  “The  various  professional 
disciplines  shall,  in  consultation  with  and  approval  of 
the  patient’s  personal,  alternate,  or  staff  physician,  pro- 
vide all  patients  with  an  evaluation  of  health  status  and 
health  care,  which  is  consistent  with  the  physical  and 
mental  condition  of  the  patients.  The  health  evalua- 
tion and  health  care  shall  be  consistent  with  the  admis- 
sion screening  and  evaluation  policies  established  for 
the  Nursing  Home,  by  its  Professional  Board  or  Advisory 
Committee.” 

This  recommendation  presupposes  that  the  facility 
has  a professional  board,  which  sets  suitable  profession- 
al standards,  rules,  and  regulations  for  the  facility.  In 
point  of  fact,  this  establishes  an  organized  staff  program. 

There  is,  at  times,  underutilization  of  these  services 
even  when  indicated,  and  this  is  a frequent  complaint 
of  the  paramedical  groups,  which  may  have  some  valid- 
ity. It  is  incumbent  on  us  to  urge  physicians  to  make  use 
of  paramedical  services  when  indicated. 

Overutilization  and  continuation  of  therapy,  which 
is  unnecessary  or  has  passed  its  point  of  usefulness  when 
it  is  available,  is  commonplace.  This  means  that  to 
provide  these  services  adequately,  there  must  be  medical 
evaluation  of  the  patient’s  rehabilitation  needs,  and  a 
potential  and  suitably  planned  program.  These  pro- 
grams must  be  changed  or  discontinued,  as  indicated. 
The  excessive  and  unnecessary  use  of  physical  thera- 
pists’ services  and  time  in  nursing  homes  only  adds  to 
the  cost  of  these  programs  and  dilutes  the  already  limit- 
ed professional  time  available  to  patients  who  can  bene- 
fit by  it.  These  evaluations  and  the  organization  of 
necessary  services  is  best  accomplished  by  a physician, 
who  by  interest  and  training  is  concerned  with  the  prob- 
lem. He  may  not  be  a physiatrist,  but  in  all  likelihood 
it  would  be  desirable  if  available.  Obviously,  organi- 
zation of  a sound  program,  development  of  a professional 
board,  and  establishment  of  rules  and  regulations  for  the 
professional  operation  of  these  facilities  is  dependent  on 
having  facilities  of  suitable  size.  This  is  recognized  by 
the  New  York  State  Health  Department,  and  these  ideas 
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were  incorporated  in  the  plans  for  new  construction  of 
such  facilities. 

Further  study  and  clarification  of  provisions  to  pay  for 
unsupervised  physical  therapy  and,  perhaps,  other  serv- 
ices in  nursing  homes,  in  terms  of  methods  of  reim- 
bursement, should  be  carried  out.  According  to  articles 
in  the  newspapers,  there  has  been  considerable  abuse  in 
this  area  in  terms  of  overcharging  and  of  excessive  num- 
ber of  patients  for  the  time  and  therapy  given.  It  is  pos- 
sible that  this  situation  may  be  self-correcting,  since 
funds  in  the  Medicare  extended  program  are  extremely 
limited  and  continue  to  shrink;  the  Medicaid  program  is 
apparently  not  involved  in  these  particular  abuses,  be- 
cause of  the  nature  of  the  formula  for  reimbursement. 

The  shortage  of  paramedical  personnel,  that  is  physi- 
cal therapists,  occupational  therapists,  social  workers, 
and  others  was  noted.  We  are  developing  classifications 
of  physical  therapy  aides  with  on-the-job  training,  physi- 
cal therapy  assistants  with  two-year  college  associate 
degrees,  and  physical  therapists  with  a degree  following 
four  years  of  college  work.  The  development  of  the  as- 
sistant associate  two-year  program  appears  to  be  a sound 
one  and  has  the  general  support  of  most  of  the  national 
organizations  in  these  disciplines,  including  the  Ameri- 
can Physical  Therapy  Association.  Such  a program  is 
being  developed  at  The  Burke  Rehabilitation  Center 
by  the  Regional  Medical  Program  in  conjunction  with 
Pace  College.  The  program  is  to  begin  this  Fall.  Simi- 
lar programs  are  being  developed  for  occupational 
therapists.  The  principle  of  developing  varying  levels 
of  skill  to  meet  the  crucial  manpower  shortages  in  the 


Preventive  Medicine 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Preventive  Med- 


icine are  as  follows: 

Harry  S.  Lichtman,  M.D.,  Chairman  Kings 

Subcommittee  on  Infectious  Diseases 
Thomas  S.  Bumbalo,  M.D.  Erie 

Subcommittee  on  Community  Health 
Leonard  L.  Heimoff,  M.D.  Bronx 

Subcommittee  on  Hospital  Epidemiology 
Max  Milberg,  M.D.  Kings 

Subcommittee  on  Tropical  Diseases 
Howard  B.  Shookhoff,  M.D.  Bronx 

Subcommittee  on  Venereal  Diseases 
Bruce  P.  Webster,  M.D.  New  York 

Burton  Allyn,  M.D.  Rockland 

Harry  A.  Feldman,  M.D.,  Adviser  Onondaga 


The  committee,  which  is  made  up  of  five  subcommit- 
tees, held  one  meeting  this  year. 

Subcommittee  on  Infectious  Diseases.  This  sub- 
committee cooperated  in  the  presentation  of  a success- 
ful symposium  on  immunizations,  held  at  the  State  Uni- 
versity of  New  York  at  Buffalo  School  of  Medicine, 
sponsored  by  the  Medical  Society  of  the  State  of  New 
York,  the  Medical  Society  of  the  County  of  Erie,  and 


health  field  must  be  encouraged.  We  urge  the  Council 
to  give  full  support  to  the  program  for  physical  therapy 
assistants  with  two-year  college  associate  degrees. 

It  was  suggested  to  the  Health  Manpower  Committee, 
Bruce  E.  Chamberlain,  M.D.,  chairman,  that  they  dis- 
cuss this  problem  and  possibly  make  recommendations 
and  also  review  the  curriculum  of  the  four-year  physical 
therapy  schools  in  the  State.  From  this  recommenda- 
tions to  the  Health  Resources  Commission  could  be 
made  and  then  forwarded  to  the  Governor’s  Committee 
on  Manpower  and  Paramedical  Health. 

The  Workmen’s  Compensation  fee  schedules  were  dis- 
cussed and  found  to  be  much  below  the  cost  of  provid- 
ing services.  This  matter  is  to  be  referred  to  the  State 
Medical  Society’s  Committee  on  Workmen’s  Compensa- 
tion Division  of  Medical  Services.  Subsequent  to  this 
the  chairman  received  a notice  from  General  Senior, 
chairman.  New  York  State  Workmen’s  Compensation 
Board,  indicating  that  there  will  be  promulgated  a re- 
vised medical  fee  schedule  with  approximately  a 15  per 
cent  increase  in  fees,  effective  October  1,  1970. 

This  committee  feels  that  it  would  be  most  desirable 
to  have  joint  meetings  with  the  Committee  on  Aging 
and  Nursing  Homes  for  the  purpose  of  working  with 
the  New  York  State  Health  Department  on  revisions 
to  the  State  Hospital  Code.  We  would  also  like  to  meet 
with  the  Committee  on  Health  Manpower  to  discuss 
educational  programs  for  allied  health  personnel. 

Respectfully  submitted, 

Edward  J.  Lorenze,  M.D.,  Chairman 


the  U.S.  Public  Health  Service.  Attendance  at  this 
meeting  was  good.  It  is  hoped  that  this  particular  type 
of  symposium  will  be  presented  in  the  future  in  other 
areas  of  the  State. 

Your  chairman  has  also  been  active  as  chairman  of  the 
Committee  on  Human  Sexuality  and  Family  Life  of  the 
Medical  Society  of  the  County  of  Erie.  This  committee 
is  preparing  a curriculum  for  schools  and  has  provided 
programs  for  hospitals  in  the  county.  This  committee 
would  be  happy  to  help  any  interested  community  group. 

Subcommittee  on  Community  Health.  Dr.  Heimoff 
is  making  a study  of  the  delivery  of  health  care  to  com- 
munities. He  is  also  attempting  to  delineate  the  areas 
which  should  be  of  concern  to  this  committee. 

Subcommittee  on  Hospital  Epidemiology.  Dr.  Mil- 
berg has  been  trying  to  interest  hospitals  in  utilizing 
hospital  epidemiologists  in  large  institutions  and  trained 
nurses  in  smaller  institutions  in  order  to  prevent  noso- 
comial infections.  The  cost  of  employing  an  epidemiolo- 
gist would  pay  for  itself. 

Subcommittee  on  Tropical  Diseases.  Dr.  Shook- 
hoff has  cooperated  with  the  New  York  State  Depart- 
ment of  Health  in  some  of  their  workshops  to  help  lab- 


1 22  New  York  State  Journal  of  Medicine  / January  1 , 1971 


oratories  develop  and  improve  their  technics  in  para- 
sitolog>'.  A recent  study  revealed  that  only  20  per  cent 
of  the  laboratories  are  dependable.  He  also  prepared  a 
film  “Potpourri  of  Parasites,”  which  was  presented  at  the 
annual  meeting  of  the  State  Medical  Society.  This  film 
is  available  to  interested  groups. 

Subcommittee  on  Venereal  Disease.  As  the  result 
of  much  effort  on  the  part  of  such  nationwide  organiza- 


School Health 


To  the  House  of  Deleftates,  Gentlemen: 

The  members  of  the  Committee  on  School  Health  are 


as  follows: 

C.  George  Murdock,  M.D.,  Chairman  Onondaga 

Robert  H.  Broad,  M.D.  Tompkins 

George  F.  Cunningham,  M.D.  Brooklyn 

Daniel  C.  Fisher,  M.D. Erie 

Robert  A.  Hoekelman,  Jr.,  M.D Canandaigua 

Hugh  F.  Leahy,  M.D.  Albany 

Norman  B.  Schell,  M.D Nassau 


The  committee  was  gratified  this  year  by  the  State 
Legislature’s  enactment  of  an  amendment  to  Section 
903  of  the  State  Education  Law  which  provides  for 
periodic  rather  than  annual  examinations  of  pupils,  as 
previously  mandated,  and  will  allow  school  physicians 
more  time  to  conduct  a more  thorough  and  meaningful 
evaluation  of  each  pupil.  This  committee  has  worked 
for  more  than  ten  years  to  effect  this  change  and  has  been 
especially  active  in  this  area  during  the  past  three  years. 

The  committee  has  had  a busy  year,  having  already 
held  two  meetings  and  maintained  communications  by 
telephone  on  numerous  occasions. 

An  application  to  establish  a Scientific  Section  on 
School  Health  was  approved  by  the  Council  after  two 
successful  session  meetings  had  been  held  in  1969  and 
1970.  Arrangements  to  present  a stimulating  program 
at  the  annual  meeting  in  1971  have  been  completed. 
Topics  to  be  discussed  will  include  School  Phobia, 
Health  Education,  and  Training  of  Handicapped 
Children. 

The  program  for  screening  hearing  of  preschool  chil- 
dren inaugurated  by  this  committee  in  1969  in  Nassau 


tions  as  the  American  Medical  Association  and  the 
American  Social  Hygiene  Association,  a task  force  will 
be  established  to  study  venereal  disease  control  in  the 
United  States  and  to  develop  new  approaches.  Several 
articles  and  statements  concerning  venereal  disease 
have  been  written  and  will  be  published  shortly. 

Respectfully  submitted, 

Harry  S.  Lichtman,  M.D.,  Chairman 


County  has  progressed  satisfactorily.  Norman  B. 
Schell,  M.D.  has  directed  this  program  since  its  incep- 
tion and  has  done  an  outstanding  job.  Preliminary 
studies  have  shown  great  variations  from  the  methods 
used  in  the  Minnesota  Program,  which  received  national 
publicity.  Also,  in  the  current  opinion  of  the  commit- 
tee, a similar  program  on  a State-wide  basis  would  not 
be  feasible  because  of  expense  and  lack  of  personnel. 

The  chairman  attended  the  executive  committee 
meetings  of  the  New  York  State  Nutrition  Council  held 
in  Ithaca  on  July  8,  as  the  representative  of  the  Medical 
Society  of  the  State  of  New  York. 

Projects  of  the  committee  for  the  coming  year  include 
a study  of  the  current  New  York  State  Labor  Law  con- 
cerning the  employment  of  minors  and  possible  recom- 
mendations for  amending  the  requirements  for  physical 
fitness  certificates  under  this  law. 

Efforts  to  present  a program  on  school  health  services 
at  an  annual  meeting  of  the  New  York  State  School 
Boards  Association  are  still  being  pursued. 

Because  of  curtailed  school  budgets  and  lack  of  avail- 
able physicians  in  some  school  districts  in  the  State, 
there  is  presently  an  acute  shortage  of  school  physicians 
in  some  areas.  Although  remuneration  for  many  of 
these  positions  is  not  commensurate  with  the  services 
provided,  members  of  the  State  Medical  Society  are 
strongly  urged  to  fill  these  positions  to  provide  a com- 
munity service  and  to  improve  the  public  relations 
image  of  physicians  in  their  areas. 

Respectfully  submitted, 

C.  George  Murdock,  M.D.,  Chairman 
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165th  ANNUAL  CONVENTION 


Medical  Society  of  the  State  of  New  York 

FEBRUARY  14  through  18,  1971 

the  Americana  of  New  York 


SUNDAY  THROUGH  WEDNESDAY 

SCIENTIFIC  PROGRAM 

SCIENTIFIC  EXHIBITS 
SCIENTIFIC  MOTION  PICTURES 
TECHNICAL  EXHIBITS 

SUNDAY  THROUGH  THURSDAY 

HOUSE  OF  DELEGATES 

WEDNESDAY  EVENING 

PRESIDENT’S  DINNER 
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MEDICAL  SOCIETY 
OF  THE  STATE 
OF  NEW  YORK 


Annual  Dinner  Dance 


in  honor  of 

WALTER  SCOTT  WALLS,  M.D. 

President 


WEDNESDAY 
FEBRUARY  17,  1971 
Dinner 
ROYAL  BALLROOM 
AMERICANA 
. OF  NEW  YORK 

Seventh  Avenue 
and  52nd  Street 
New  York  City 


Cocktail  Hour — 7:00  p.m. 
VERSAILLES  BALLROOM 
Music  by  Ben  Cutler 
Dress  Optional 
Subscription  $22  per  person 


RESERVATION  BLANK 

make  checks  payable  to: 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue 

New  York,  New  York  10017 

Please  send tickets  for  the  Annual  Dinner  Dance  on  February  17,  1971. 

Enclosed  please  find  my  check  for . 

NAME 

ADDRESS  Please  attach  guest  list. 
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1971  HOUSE  OF  DELEGATES 

Scientific  Activities  and  Publications 

Archives 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Archives  are  as 


follows: 

Joseph  A.  Tamerin,  M.D.,  Chairman New  York 

Morris  R.  Keen,  M.D Suffolk 

Bernard  J.  Margolius,  M.D.  Greene 

Harriet  Northrup,  M.D Chautauqua 


A program  has  been  prepared  for  the  February  14, 
1971,  Session  on  Archives  at  the  annual  meeting,  entitled 
“A  Salute  to  New  York  Hospital  on  the  Occasion  of  Its 
Bicentennial.”  A distinguished  panel  of  speakers  has 
been  assembled,  and  it  is  hoped  that  a significant  his- 
torical contribution  to  the  Journal  will  be  forthcoming. 


Prize  Essays 


To  the  House  of  Delegates: 

The  members  of  the  Committee  on  Prize  Essays  are: 


Alfred  A.  Angrist,  M.  D.,  Chairman  Bronx 

J.  Frederick  Eagle,  M.D New  York 

Richard  D.  Eberle,  M.D Syracuse 


During  1970  your  committee  opened  competition  for 
the  1971  Albion  O.  Bernstein,  M.D.,  Award.  Entry 
forms  and  posters  were  mailed  to  4,000  hospitals,  spe- 
cialty and  medical  associations,  government  health 
officers,  and  medical  publications. 

This  national  award  will  be  given  to  the  physician, 
surgeon,  or  scientist  who  shall  have  made  the  most  wide- 
ly beneficial  scientific  discovery  in  medicine,  surgery, 
or  prevention  of  disease  during  the  period  November  23, 
1969,  to  November  23,  1970.  The  award,  comprising 
$1,500  and  a scroll,  will  be  presented  at  our  convention 
to  be  held  on  PYbruary  14  through  18,  1971.  It  was  creat- 
ed by  Morris  J.  Bernstein,  of  New  York  City,  in  memory 
of  his  physician-son  who  died  in  an  accident  while  an- 
swering an  emergency  ambulance  call  on  November  23, 
1940. 

The  award  was  last  given  in  1969  to  Baruch  S.  Blum- 
herg,  M.D.,  Institute  for  Cancer  Research,  Philadelphia, 
for  his  discovery  of  Australia  antigen  and  its  possible 
relation  to  viral  hepatitis  and  his  description  of  man’s 
varying  response  to  this  agent. 

Previous  recipients  were  Herbert  A.  Kaufman,  M.D., 
University  of  Florida  School  of  Medicine,  and  James 
O.  Elam,  M.D.,  of  Buffalo.  Dr.  Kaufman  was  cited 


We  have  also  engaged  in  collateral  archival  activities 
with  county  medical  societies  and  with  the  Department 
of  Regional  History  and  Archives  at  Cornell  University  in 
Ithaca.  Our  efforts  to  encourage  county  medical  so- 
cieties to  discover  and  preserve  their  archives  have  had 
varying  rewards. 

Eventually  a complete  report  will  be  made,  but  in  the 
meantime,  it  is  my  suspicion  that  most  of  these  archives 
have  been  lost  or  at  least  hidden. 

Respectfully  submitted, 

Joseph  A.  Tamerin,  M.D,,  Chairman 


in  1963  for  development  of  the  use  of  an  antimetabolic 
agent,  idoxuridine,  in  the  treatment  of  virus  infections 
which  contain  deoxyribonucleic  acid.  Dr.  Elam  received 
the  award  in  1962  for  his  development  of  the  mouth-to- 
mouth  resuscitation  method. 

In  addition,  your  chairman  suggested  to  Mr.  Bern- 
stein’s attorneys  that  he  consider  endowing  the  research 
library  in  our  new  headquarters  building  in  Lake  Suc- 
cess, and  that  this  would  become  a permanent  repository 
for  the  award  memorabilia.  This  proposal  was  accepted, 
and  we  are  informed  that  Mr.  Bernstein  made  provision 
for  a $100,000  bequest  in  his  will  for  this  purpose.  Among 
Mr.  Bernstein’s  other  philanthropies  benefiting  medicine 
are  the  Institute  for  Pastoral  Psychology  of  the  Jewish 
Theological  Seminary  and  the  Morris  Bernstein  Pavilion 
at  Beth  Israel  Hospital,  known  for  its  pioneering  work 
in  the  use  of  methadone  for  the  treatment  of  drug  addic- 
tion. 

In  February,  1968,  the  House  adopted  a recommenda- 
tion that  prize  essay  awards,  the  Lucien  Howe  $100  prize 
for  the  best  original  contribution  to  some  branch  of  sur- 
gery, preferably  ophthalmology,  and  the  Merit  H.  Cash 
prize  for  $100  for  the  best  original  essay  on  a medical 
or  surgical  subject,  be  giveri  every  three  years.  These 
essay  awards  were  last  presented  in  1969  and  will,  there- 
fore, be  awarded  again  in  1972. 

Respectfully  submitted, 

Alfred  A.  Angrist,  M.D.,  Chairman 
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Convention 


To  the  House  of  Delegates,  Gentlemen: 


1970  Convention.  The  1970  Convention  Committee 
included  the  following  members. 

Bernard  J.  Pisani,  M.D.,  Chairman  New  York 

Frank  Ladattuta,  M.D.  Bronx 

Joseph  (1.  Zimring,  M.I).  Nassau 

George  Himler,  M.D.,  ex  officio  New  York 

Norman  S.  Moore,  M.D.,  ex  officio  Tompkins 

William  Hammond,  M.D.,  ex  officio  Westchester 

The  164th  Annual  Convention  of  the  Medical  Society 
of  the  State  of  New  York  was  held  on  Sunday,  February 
8 through  Thursday,  February  12,  1970,  at  the  Ameri- 


cana of  New  York. 


Registrations  figures  follow-: 

Physicians 

2,864 

Allied  professions 

520 

Guests 

745 

Technical  exhibitors 

788 

Total  4,917 

This  attendance  figure  is  about  the  same  as  that  for 
the  1968  meeting,  although  considerably  larger  than  the 
1969  convention  held  in  “the  year  of  the  snowstorm.” 

House  of  Delegates,  George  Himler,  M.D.,  Speaker. 
The  House  of  Delegates  assembled  on  Sunday,  February 
8,  at  2:00  p.m.  and  adjourned  on  Thursday,  February  12, 
at  noon.  One  hundred  resolutions  were  received  and 
acted  on.  Elections  of  officers  of  the  State  Medical 
Society  and  delegates  to  the  AMA  were  held  on  Thurs- 
day. 

Scientific  I*rogram,  Bernard  J.  Pisani,  M.D.,  Chair- 
man. Following  is  the  attendance  at  scientific  section 
and  session  meetings; 

Sections — Allergy  68,  Anesthesiology  (combined  with 
Obstetrics  and  Gynecology)  180,  Archives  20,  Chest 
Diseases  128,  Data  Processing  in  Medicine  75,  Derma- 
tology and  Syphilology  124,  Gastroenterology  and  Proc- 
tology 50,  General  Practice  90,  History  of  Medicine  15, 
Industrial  Medicine  and  Surgery  68,  Internal  Medicine 
500,  Medical  Legal  and  Workmen’s  Compensation  35, 
Neurology  and  Psychiatry  40,  Obstetrics  and  Gynecol- 
ogy (combined  with  Anesthesiology)  180,  Ophthalmology 
83,  Orthopedic  Surgery  81,  Otolaryngology  90,  Pathol- 
ogy, Clinical  Pathology  and  Blood  Banking  71,  Pediat- 
rics 62,  Physical  Medicine  and  Rehabilitation  50,  Plastic 
and  Reconstructive  Surgery  90,  Preventive  Medicine 
and  Public  Health  45,  Radiology  56,  School  Health  41, 
Space  Medicine  73,  Surgery  70,  and  Urology  49. 

General  Sessions — Sunday  100,  Monday  200,  Tuesday 
100,  Wednesday  100. 

A special  meeting  on  malpractice  problems  was  held 
on  Sunday,  and  was  attended  by  about  100.  A workshop 
on  the  same  subject  was  arranged  by  the  chairman  of 
our  malpractice  committee.  The  Session  on  School 
Health  was  established  as  a section.  Voting  for  officers 
of  this  section  will  take  place  in  February,  1971.  The 
Section  on  Anesthesiology  and  the  Section  on  Obstetrics 
and  Gynecology  conducted  a successful  and  well-at- 
tended combined  meeting. 

The  Section  on  Internal  Medicine,  in  cooperation  with 
the  New  York  State  Society  of  Internal  Medicine,  held 
an  outstanding  meeting  ori  the  subject  “The  Liver.” 
An  overflow  attendance  of  more  than  500  was  present. 


Scientific  Exhibits,  Albert  H.  Douglas,  M.D.,  Chair- 
man. Thirty-five  scientific  exhibits  were  accepted  and 
presented.  This  is  a smaller  number  of  exhibits  than 
we  have  had  in  the  past.  The  trend  seems  to  be  toward 
constructing  larger  exhibits  than  the  old  standard  “ten 
feet.”  Possibly  due  to  the  curtailment  of  funds  for  many 
research  projects,  there  were  not  as  many  exhibit  appli- 
cants as  in  past  years.  The  chairman  wishes  to  thank 
this  committee  and  Miss  Mollie  Pesikoff  for  their  help, 
support,  and  arrangements  of  the  scientific  exhibit  areas. 

Scientific  Exhibits  Awards  Committee,  P.  Erederic 
Metildi,  M D.,*  Chairman.  Awards  for  the  best  scien- 
tific exhibits  were  made  in  two  categories,  clinical  re- 
search and  scientific  research.  A first,  second,  and  an 
honorable  mention  designation  was  made  in  each  cate- 
gory. Temporary  certificates,  identifying  winners,  were 
presented  at  the  meeting,  and  after  the  convention,  the 
permanent  certificates  were  sent  to  all  of  the  award  win- 
ning exhibitors.  Because  of  the  absence  of  two  members 
appointed  to  the  Scientific  Exhibit  Awards  Committee, 
Leonard  F.  Ciner,  M.D.,  of  New  York  City,  was  ap- 
pointed to  work  with  Dr.  Metildi  in  selecting  the  win- 
ning exhibits.  We  are  grateful  to  him  for  his  excellent 
services. 

Technical  Exhibits,  William  B.  Kawls,  M.D.,  Chair- 
man. Mrs.  Camille  M.  Cunningham,  technical  exhibits 
manager,  reports  that  102  booths  were  sold.  Placing 
the  main  registration  desk  directly  inside  of  Albert  Hall 
resulted  in  heavier  traffic  in  the  exhibit  hall,  thereby 
pleasing  the  exhibitors. 

We  apparently  receive  the  highest  physician-registra- 
tion on  Sunday,  the  opening  day  of  the  meeting. 

Following  are  some  of  the  comments  from  the  Medical 
Exhibitors  Association’s  evaluation  report:  “best  State 
convention  ever  attended . good  physician  attendance, 
good  interest,  and  good  exhibit  conditions.” 

Dinner  Dance,  Arthur  H.  Diedrick,  M.D.,  Chairman. 
The  dinner  dance,  in  honor  of  Walter  T.  Heldmann, 
M.D.,  president  of  the  Medical  Society  of  the  State  of 
New  York,  was  held  on  Wednesday  evening,  February 
11,  and  was  attended  by  about  300  guests.  A reception 
in  the  Versailles  Ballroom  preceded  the  dinner  which 
was  held  in  the  Royal  Ballroom.  Henry  I.  Fineberg, 
M.D.,  was  toastmaster.  The  music  was  supplied  by 
Ben  Cutler  and  his  orchestra. 

Scientific  Motion  Pictures,  Kenneth  B.  Olson, 
M.D.,  and  James  J.  Quinlivan,  M.D.,  Chairmen.  The 
scientific  motion  picture  program  was  again  supervised 
and  coordinated  by  the  New  York  State  Department  of 
Health.  John  F.  Tiley,  Albany  office  of  the  State  De- 
partment of  Health,  was  made  available  to  oversee  all 
proceedings  and  record  attendance.  The  State  Medical 
Society  appreciates  the  cooperation  and  services  ren- 
dered by  the  New  York  State  Department  of  Health. 

Medical  Aspects  of  Sports,  Ralph  S.  Emerson,  M.D., 
Chairman.  The  annual  sports  symposium  was  held  on 
Saturday,  February  7,  the  day  preceding  the  annual 
meeting.  An  excellent  program,  as  well  as  films  and 
clinical  taping  sessions,  was  presented.  The  attendance 

* Deceased. 
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and  interest  displayed  were  excellent.  The  guest 
speaker  at  the  luncheon  was  Weeb  Ewbank,  coach  of  the 
New  York  Jets  football  team.  A presentation  acknowl- 
edging the  hard  work,  leadership,  and  direction  over 
the  past  three  years  to  this  topic  was  made  to  Dr. 
Emerson  by  Mr.  Ewbank. 

1971  Convention.  The  1971  Convention  will  again 
be  held  at  the  Americana  of  New  York,  on  Sunday, 
February  14,  through  Thursday,  February  18.  The 
scientific  program  will  close  on  Wednesday  at  5:00  p.m., 
but  the  House  of  Delegates  will  continue  in  session  until 
Thursday.  There  will  also  be  another  sports  symposium 
on  the  Saturday  preceding  the  meeting.  Plans  for  each 
of  these  activities  are  well  under  way. 

It  is  with  profound  sorrow  that  the  chairman  reports 


Fifth  District  Branch 


To  the  House  of  Delegates,  Gentlemen: 

The  Fifth  District  Branch  has  had  an  extremely  active 
and  productive  year.  Under  the  able  leadership  of 
Bernard  J.  Hartnett,  M.D.,  the  Fifth  District  insurance 
program  was  initiated,  and  Charles  J.  Sellers,  Jr.,  of 
Charles  J.  Sellers  & Co.,  Inc.,  was  named  the  official 
insurance  agent  for  this  new  group  insurance  program 
which  will  include  life,  catastrophic,  and  whatever  other 
types  of  insurance  the  committee  decides  is  needed. 
Other  members  of  Dr.  Hartnett’s  committee  are  Harold 
T.  Golden,  M.D.,  representing  Oneida,  Herkimer,  and 
Madison  Counties;  William  B.  Carter,  M.D.,  Jefferson 
County;  Edward  Dunn,  M.D.,  Onondaga  County; 
Harold  Brown,  M.D.,  Oswego  County;  John  C.  Herrman, 
M.D.,  Lewis  County;  and  Jacob  H.  Adest,  M.D.,  St. 
Lawrence  County. 

The  executive  committee  met  on  July  9 at  the  Central 
New  York  Academy  of  Medicine,  in  New  Hartford,  and 
brought  the  district  branch’s  bylaws  up  to  date,  made 
arrangements  for  the  next  annual  meeting  of  the  Fifth 
and  Sixth  District  Branches  the  weekend  following  Labor 
Day,  1971,  at  the  Hotel  Hershey,  Hershey,  Pennsylvania, 
and  agreed  to  canvass  the  members  in  the  Fifth  and 
Sixth  District  Branches  regarding  the  possibility  of 
holding  a joint  meeting  in  1973  in  Bermuda  or  The  Ba- 
hamas. 

The  Sixth  District  Branch  was  host  at  the  ninth 
annual  joint  meeting  held  at  Sagamore  Hotel,  Lake 
George,  where  all  enjoyed  an  outstanding  scientific 
program  and,  as  in  the  past,  participated  in  the  social 
activities. 


the  death  of  two  outstanding  members  of  the  Scientific 
Program  Committee.  Vaughan  C.  Mason,  M.D.,  New 
York  City,  a valued  member  of  the  Scientific  Program 
Committee,  died  on  June  29,  1970.  Many  general  ses- 
sion programs  were  the  result  of  his  initiation.  P. 
Frederic  Metildi,  M.D.,  a famous  scholar  and  doctor, 
died  on  October  12,  1970.  His  friendships  and  broad 
acquaintance  with  medical  scientists  all  over  the 
world  brought  outstanding  participants  to  the  general 
session  programs,  many  of  which  he  chaired. 

We  wish  to  thank  the  members  of  the  Medical  Assist- 
ants Association  who  willingly  aided  and  recorded  at- 
tendance at  the  scientific  meetings. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 


The  Fifth  District  Branch  held  its  annual  meeting  at 
11:00  a.m.  on  September  12,  at  which  time  the  new 
bylaws  were  approved.  It  was  again  voted  to  continue 
to  financially  assist  the  Student  American  Medical 
Association.  The  following  slate  of  officers  was  elected 
to  serve  during  1970-1971: 

President — Bernard  J.  Hartnett,  M.D.,  Auburn 
First  Vice-President — Robert  B.  Bryant,  M.D., 
Syracuse 

Second  Vice-President — Clarke  T.  Case,  M.D.,  Utica 
Secretary — Maurice  J.  Elder,  M.D.,  Massena 
Treasurer — Irving  Cramer,  M.D.,  Utica 
Delegate — Marvin  Brown,  M.D.,  Cleveland 

The  retiring  officers  were  given  a standing  ovation 
for  their  successful  leadership  of  the  district  during 
the  past  two  years.  Dr.  Hartnett  was  congratulated  on 
his  election  as  president,  and  a sincere  “thank  you” 
was  expressed  to  Russell  H.  Feltus,  executive  director, 
for  his  handling  of  the  many  administrative  details 
during  the  past  two  years. 

I wish  Dr.  Hartnett  success  during  his  forthcoming 
term  of  office  and  wish  to  thank  the  presidents  and 
members  of  the  component  county  medical  societies 
for  their  consistent  cooperation  and  assistance  during 
my  term  of  office. 


Respectfully  submitted, 

Theodore  J.  Prowda,  M.D.,  Ih-esident 
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Sixth  District  Branch 


To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  Sixth  District  Branch  was 
held  at  the  Sagamore  Hotel,  Lake  George,  on  September 
11  to  13.  This  was  a combined  meeting  with  the  Fifth 
District  Branch,  as  it  has  been  for  the  last  nine  years. 

The  theme  of  the  scientific  program  was  “Drug 
Abuse,”  with  two  outstanding  speakers  participating, 
William  D.  Alsever,  M.D.,  a pediatrician  associated  with 
the  student  health  service  at  Syracuse  University,  and 
Michael  M.  Baden,  M.D.,  Deputy  Chief  Medical  F^xam- 
iner.  City  of  New  York.  Dr.  Alsever  gave  a detailed 
account  of  the  pharmacology,  action,  and  method  of  use 
of  the  vast  majority  of  drug  abuse.  Dr.  Baden  presented 
statistics  concerning  drug  abuse  in  New  York  City,  as 
well  as  a report  on  the  activities  of  the  office  of  the  chief 
medical  examiner  in  this  field.  It  is  interesting  to  note 
that  heroin  is  the  number  one  killer  of  drug  addicts 
between  the  ages  of  fifteen  and  twenty-five  years  in  the 


Seventh  District  Branch 


To  the  House  of  Delegates,  Gentlemen: 

The  District  Advisory  Council  has  met  three  times 
since  its  annual  meeting  on  October  3,  1969.  The  district 
branch  was  reorganized  and  now  has  an  administrative 
assistant,  Mrs.  Marie  Bernhardi,  to  assist  Donald  M. 
Irish,  the  executive  secretary.  While  visits  to  all  com- 
ponent medical  societies  have  not  been  made  this  year, 
the  president  will  visit  the  remaining  five  county  medical 
societies  before  the  end  of  his  term  of  office. 

Our  eight  committees  have  asked  each  county  medical 
society  to  appoint  an  interested  member  so  that  the 
chairman  can  forward  pertinent  information  to  the  repre- 
sentative at  the  county  level. 

The  Seventh  District  Branch  offered  support  and 
cooperation  to  develop  a nurse-practitioner  demon- 
stration project  in  the  district,  as  suggested  in  a report 
by  Ralph  C.  Parker,  Jr.,  M.D.,  of  the  Rochester  Regional 
Medical  Program. 

Dr.  Parker  reported  on  the  manpower  survey  which 
noted  in  a categorized  way  that  physicians  leave  com- 
munities largely  for  professional  reasons,  with  social 
and  economic  reasons  as  a secondary  cause.  This  report 
prompted  discussion  and  suggested  cooperation  between 
medical  schools  and  county  medical  societies.  Also 
suggested  were  (1)  accelerated  programs  for  medical 
school  graduation,  as  in  World  War  II,  to  produce  more 
physicians,  and  (2)  legislation  to  allow  a physician  to 
substitute  practice  in  distressed  areas  for  military  serv- 
ice, after  military  manpower  needs  have  been  met. 
Tax  exemption  for  women  physicians  who  are  mothers  to 
induce  them  to  practice  medicine  was  also  discussed  as 
a means  of  providing  more  physicians. 

The  Monroe  Plan  was  presented  to  the  Advisory  Coun- 
cil by  Robert  C.  Webster,  M.D.,  president  of  Monroe 
County  Medical  Society.  This  is  a foundation-type 
plan  allowing  free  choice  of  physicians  and  carrier  to  the 
patient.  The  foundation  handles  claim  payment,  pro- 


City of  New  York.  Interest  in  these  programs  was  dem- 
onstrated by  the  lively  question  and  answer  periods. 

The  district  branch’s  business  meeting  was  held  on 
September  11.  The  members  voted  to  continue  to  sup- 
port financially  the  Syracuse  University  chapter  of  the 
Student  American  Medical  Association  and  made 
arrangements  to  invite  officers  of  this  group  to  its  annual 
meeting  in  1971.  Further  efforts  were  made  to  coordi- 
nate county,  district,  and  State  committees.  A prelimi- 
nary report  was  given  of  the  first  meeting  on  the  Univer- 
sal Health  Insurance  and  Malpractice  Seminars  being 
conducted  by  the  State  Medical  Society.  The  member- 
ship was  encouraged  to  participate  in  future  meetings 
to  be  held  around  the  State  during  the  next  two  months. 

Respectfully  submitted, 

Jason  K.  Moyer,  M.D.,  President 


cessing,  and  peer  review.  Members  of  the  district  may 
participate.  The  Genesee  Valley  Blue  Cross  and  Blue 
Shield  also  announced  their  closed-panel  group  proposal 
patterned  after  the  Kaiser-Permanente  and  the  Cleve- 
land Plans.  This  closed-panel  program  could  be  estab- 
lished in  Rochester  or  possibly  in  a local  rural  area. 

Monroe  County  and  affiliated  organizations  were 
presented  with  the  new  accounting  and  investment 
proposal  developed  by  Lybrand  and  Ross  Brothers  and 
Montgomery.  The  Seventh  District  Branch  could  be 
included  in  the  program  which  would  reduce  accounting 
costs  and  increase  investment  returns  (interest)  on 
available  deposited  funds.  The  tax  status  of  various 
organizations  involved  will  be  investigated  thoroughly 
before  the  plan  is  initiated.  In  the  Advisory  Council 
the  feeling  prevailed  that  it  would  be  a good  move  to 
conserve  funds. 

The  district  branch  bylaws  will  be  revised  after  the 
State  Medical  Society  has  submitted  its  suggestions 
on  bylaws  for  all  district  branches.  When  guidelines 
are  received,  our  committee  will  be  appointed. 

A program  cosponsored  by  the  district  branch,  the 
Rochester  Academy  of  Medicine,  the  Genesee  Valley 
Psychiatric  Association,  the  Family  Medicine  Program 
of  the  University  of  Rochester  School  of  Medicine,  and 
the  Geigy  Company  on  “Youth  and  the  Family  in  a 
Changing  Society”  was  held  in  October,  1970.  Three 
seminars  on  professional  corporations  were  held  to  in- 
form physicians  on  this  permissive  legislation. 

The  Charles  A.  Seller  Agency  continues  to  provide 
our  district  branch  with  health,  accident,  and  liability 
insurance  coverage.  Premium  levels  have  declined  in 
some  instances,  a rather  unique  experience  in  this  time 
of  rising  costs.  The  Keogh  Plan  of  the  district  admin- 
istered by  PRO  Fund  is  available  to  those  who  wish  it. 

District  caucus  chairman,  Victor  J.  Tofany,  M.D., 
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assisted  by  James  M Flanagan,  M.D.,  has  already  begun 
work  and  has  accomplished  much  to  retain  our  rapport 
with  the  Eighth  District  Branch. 

The  cost  of  the  rooms  in  which  the  caucus  meetings 
are  held  at  the  time  of  the  annual  meeting  of  the  State 
Medical  Society  has  been  questioned.  Other  arrange- 
ments are  being  investigated  which  might  well  serve  our 
purpose  at  a lesser  cost. 

The  annual  district  meeting  was  held  in  conjunction 
with  the  State  Medical  Society’s  area  conference  on 
“Universal  Health  and  Malpractice.”  We  were  their 
guests  at  luncheon.  This  was  done  to  conserve  time  as 
well  as  to  draw  possibly  a larger  attendance.  The  meet- 
ing was  held  at  the  Sheraton  Inn,  in  Canandaigua,  on 
September  19. 

The  annual  scientific  meeting  of  the  Seventh  and 
Eighth  District  Branches  scheduled  to  be  held  early  in 
October  was  cancelled  due  to  financial  problems  within 
the  travel  agency.  The  legal  firm  of  Woods,  Oviatt, 
Gilman,  Sturman,  and  Clarke  has  been  retained  to  pro- 
tect our  interests. 

The  Seventh  District  Branch  and  officers  are  separat- 
ed by  great  distances.  Participation  by  more  physi- 


Eighth District  Branch 


To  the  House  of  Delegates,  Gentlemen: 

The  county  medical  societies  in  the  Eighth  District 
Branch  had  100  per  cent  representation  at  the  164th 
Annual  Meeting  of  the  State  Medical  Society’s  House 
of  Delegates,  held  in  New  York  City  on  February  12 
through  15,  1970.  In  addition,  a number  of  county  so- 
ciety officers  and  members  were  also  present. 

Following  usual  custom,  the  delegates  met  jointly 
with  the  delegates  of  the  Seventh  District  Branch 
throughout  the  annual  meeting  to  consider  problems 
of  mutual  interest. 

The  following  officers  of  the  district  branch,  elected 
at  the  annual  meeting  held  in  October,  1969,  took  office 
at  the  close  of  the  State  Medical  Society’s  annual  meet- 
ing: 

Ih-esident — Thomas  S.  Bumbalo,  M.D.,  Erie 

Ih-esident- Elect — David  R.  Harrington,  M.D.,  Genesee 

Secretary — James  F.  Durkin,  M.D.,  Cattaraugus 

7’rea.surer— Alan  R.  Johnson,  M.D.,  Orleans 

Delegate  (MSSNY) — John  T.  Donovan,  Jr.,  M.D., 
Niagara 

At  meetings  of  the  Advisory  Council  and  of  the  Dele- 
gates held  during  the  year,  the  following  actions  were 
taken  to  further  the  District  Branch’s  service  to  the 
physicians  in  western  New  York: 

1.  Established  an  Advisory  Committee  to  Red  Cross 
Blood  Procurement  Program,  with  participation  by 
representatives  of  all  the  county  medical  societies  in- 
volved and  extended  an  invitation  to  the  four  northern 
counties  of  Penn.sylvania  contiguous  to  our  area  to  par- 
ticipate. 

2.  Approved  arrangements  for  the  1971  annual  meet- 


cians is  vital.  At  a time  when  changes  are  occurring  on 
a regional  basis,  the  district  branch  has  a function.  We 
are  fortunate  to  be  able  to  cooperate,  when  asked,  with 
the  various  Regional  Medical  Programs  of  the  Health, 
Cancer,  and  Stroke  Program,  the  Genesee  Regional 
Planning  Council,  and  the  Rochester  Regional  Hospital 
Council.  Our  organization  is  known  to  exist,  and  the 
officers  and  staff  stand  ready  to  help  our  component 
county  medical  societies  in  any  way  possible  and  to 
cooperate  with  other  organizations  working  on  any 
medical  programs. 

The  president  of  the  Seventh  District  Branch  would 
like  to  extend  a personal  thank  you  to  all  who  worked 
with  him  in  the  past  year  and  includes  the  committee 
chairmen,  members  of  the  Branch  Council,  and  those  in 
related  medical  programs  and  their  staff,  as  well  as  to 
Donald  M.  Irish,  executive  secretary,  and  Mrs.  Marie 
Bernhardi,  administrative  assistant,  of  the  district 
branch. 

Respectfully  submitted, 

Wayne  C.  Tempter,  M.D.,  President 


ing  of  the  District  Branch  to  be  held  at  the  Otesaga 
Inn,  Cooperstown,  on  October  3,  1971. 

3.  Reviewed  plans  and  informed  county  societies 
that  the  Western  New  York  Health  Data  Network  Pro- 
gram is  being  developed  according  to  the  guidelines 
proposed  in  a resolution  from  Erie  County  and  adopted 
by  the  House  of  Delegates  at  the  1970  meeting. 

4.  Established  an  ad  hoc  committee  to  update  and 
revise  the  bylaws  of  the  district  branch. 

The  Seventh  and  Eighth  district  branches  were  frus- 
trated in  their  efforts  to  complete  arrangements  for  the 
1970  annual  meeting,  originally  scheduled  to  be  held  on 
September  27  through  October  2,  1970,  at  the  King’s 
Inn,  The  Bahamas,  due  to  bankruptcy  of  the  travel 
agency.  The  matter  is  now  in  the  jurisdiction  of  the 
bankruptcy  court,  awaiting  final  disposition. 

The  problems  of  the  medical  profession  have  not 
diminished  but,  rather,  seem  to  become  more  complex. 
We  have  witnessed  in  recent  years  health  planning  and 
information  programs  instituted  on  an  areawide  basis; 
we  have  had  multicounty  coverage  under  one  Blue 
Shield-Blue  Cross  plan;  we  have  noted  the  growing  and 
complex  medical  school  influence  on  our  area;  and  we 
have  witnessed  the  expanding  role  of  the  regional  health 
departments. 

Our  major  problems  are  problems  not  peculiar  to  any 
one  county.  They  affect  physicians  in  whatever  county 
they  practice.  It  is,  therefore,  important  for  the  phy- 
sician to  realize  that  the  solution  of  these  problems  can 
only  be  accomplished  by  his  working  hand  in  hand  with 
his  colleagues  in  other  counties.  This  desirable  objec- 
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live,  I believe,  will  be  difficult  to  attain  unless  we  in 
the  Eighth  District  Branch  take  steps  to  integrate  our 
efforts  and  consolidate  our  resources,  as  has  been  done 
by  the  county  medical  societies  of  the  Seventh  District 
Branch. 

Specifically,  what  1 am  suggesting  for  this  area  is  to 
establish  a central  office  for  the  county  medical  socie- 
ties in  the  Eighth  District  Branch.  In  the  year  ahead, 
I would  like  to  see  positive  steps  taken  to  bring  this 
about.  Although  my  term  of  office  will  expire  shortly, 
I will  be  happy  to  serve  on  any  committee  that  may  be 


set  up  to  study  the  feasibility  of  organizing  the  central 
office  I have  mentioned. 

In  conclusion,  I wish  to  express  my  appreciation  and 
thanks  to  the  county  medical  society  officers  serving 
on  the  Advisory  Council,  the  Delegates,  the  district 
branch  officers,  and  the  staff  of  the  Medical  Society 
of  the  County  of  Erie,  all  of  whom  have  contributed  to 
the  activities  of  the  District  Branch  during  the  past 
year. 

Respectfully  submitted, 

Thomas  S.  Bumbalo,  M.D.,  [Resident 


To  Study  Change  in  Date  of  Annual  Meeting 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Ad  Hoc  Committee  to  Study 
Change  in  Date  of  Annual  Meeting  are  as  follows: 


George  L.  Collins,  Jr.,  M.D.,  Chairman  Erie 

Edward  A.  Burkhardt,  M.D.  New  York 

Bernard  J.  Pisani,  M.D.  New  York 

Herbert  J.  Wright,  M.D Schenectady 

Irving  L.  Ershler,  M.D.,*  ex-officio Onondaga 


At  its  February,  1970,  meeting,  the  House  of  Delegates 
voted  to  adopt  a substitute  resolution  stating;  “That  an 
ad  hoc  committee  be  appointed  to  study  the  feasibility 
of  changing  the  date  of  the  Annual  Meeting  and  to  re- 
port its  findings  to  the  1971  House  of  Delegates.” 

Accordingly  the  President,  Walter  Scott  Walls,  M.D., 
appointed,  with  the  approval  of  the  Council,  this  com- 
mittee. 

The  committee  met  on  October  22  and  considered  the 
reasons  given  for  the  necessity  of  a change  in  the  meeting 
date.  It  was  pointed  out  that  in  recent  years  inclement 
weather  had  interfered  only  once  with  the  annual  meet- 
ing and  that  even  then  the  House  had  met  as  scheduled. 
The  committee’s  attention  was  called  to  the  fact  that  for 
purposes  of  compEU'ison  the  Medical  Exhibitors  Associa- 
tion Handbook  lists  the  number  of  meetings  scheduled 
from  February  through  May,  1971  as  follows;  February, 
13;  March,  22;  April,  47;  and  May,  49.  For  this  same 
period,  the  number  of  state  medical  society  meetings  in 
these  months  are  one  in  February  (Medical  Society  of  the 
State  of  New  York);  one  in  March  (California  Medical 
Association);  nine  in  April;  and  13  in  May. 

The  committee  was  advised  that  if  the  annual  meeting 
were  held  in  the  Spring,  we  would  have  to  compete  with 
some  of  the  country’s  largest  meetings,  among  them  the 
* Deceased. 


American  College  of  Physicians,  the  American  College 
of  Obstetrics  and  Gynecology,  and  others.  In  addition, 
the  New  York  Academy  of  General  Practice  traditionally 
holds  its  annual  convention  in  May  of  each  year. 

We  respectfully  invite  the  attention  of  the  House  of 
Delegates  to  the  report  of  the  Reference  Committee  on 
Organization  and  Policies,  which  at  the  May,  1962,  meet- 
ing of  the  House,  said  among  other  things: 

It  is  felt  that  changing  the  time  of  the  meeting  to 
February  would  entail  less  expenditure  on  the  part  of 
the  State  Society.  It  is  estimated  that  about  $4,500 
in  rental  would  be  saved.  An  increase  of  about  20  per 
cent  in  exhibit  space  can  be  anticipated.  It  is  also 
felt  that  February  would  be  a time  when  there  would 
not  be  any  competition  with  other  major  medical  meet- 
ings and  that  there  would  be  a greater  availability  of 
speakers  for  the  scientific  sessions.  It  is  also  expected 
that  there  will  be  a better  attendance  on  the  part  of 
members.  Further,  it  was  brought  out  that  a Febru- 
ary meeting  would  give  the  State  Society  ample  time 
to  prepare  any  resolutions  that  would  be  introduced 
at  the  AMA  House  of  Delegates  in  June. 

The  1962  House  of  Delegates  unanimously  adopted 
the  recommendation  of  the  reference  committee  that  the 
report  of  the  Planning  Committee  advocating  that  the 
annual  meeting  be  held  in  February  be  accepted.  It  is 
the  opinion  of  the  committee  that  the  reasons  given  in 
1962  for  holding  the  meeting  in  February  are  still  perti- 
nent and  valid.  It,  therefore,  is  the  recommendation  of 
this  committee  not  to  change  the  date  of  the  annual 
meeting  and  that  it  continue  to  be  held  in  February  of 
each  year. 

Respectfully  submitted, 

George  L.  Collins,  Jr.,  M.D.,  Chairman 


January  1 , 1 971  / New  York  State  Journal  of  Medicine  131 


1971  HOUSE  OF  DELEGATES 


Public  and  Professional  Affairs 

Federal  Legislation 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Federal  Legislation 


are  as  follows: 

Charles  N.  Aswad,  M.D.,  Chairman  Broome 

Jacob  H.  Bucbbinder,  M.D Putnam 

Robert  B.  Bryant,  M.D Onondaga 

Robert  P.  Coolidge,  M.D Schenectady 

Irwin  Felsen,  M.D Allegany 

John  G.  Meagher,  M.D Suffolk 

James  A.  Moore,  M.D. Albany 

George  M.  Saypol,  M.D New  York 


During  the  past  year,  your  committee  kept  a watchful 
eye  on  bills  pending  in  Congress,  affecting  tbe  health 
of  our  people  and  the  practice  of  medicine,  particularly 
in  the  areas  involving  national  health  insurance  and  peer 
review.  Your  committee  met  in  mid-June  to  discuss 
current  legislation,  to  act  on  directives  of  the  House  of 
Delegates,  and  to  plan  future  activities  as  set  forth  in 
this  report.  As  this  review  of  the  committee’s  work  is 
being  written,  plans  call  for  a meeting  of  your  committee 
on  November  11,  at  Country  Hou.se,  Syracuse.  This 
meeting  will  be  held  prior  to,  and  in  preparation  for, 
the  Annual  Conference  of  County  Medical  Society 
Legislation  Representatives,  on  November  12.  A 
supplementary  report  covering  tbe  meeting  and  confer- 
ence will  be  submitted  to  the  House  of  Delegates  in 
February,  1971. 

Committee  Meeting.  On  June  17  your  committee 
met  at  MSSNY  headquarters  to  discuss  pending  Federal 
bills  and  to  make  plans  for  future  activities.  The  first 
order  of  business  was  consideration  of  items  referred  to 
the  committee  by  the  1970  House  of  Delegates. 

The  first  item  discussed  was  Resolution  70-79,  “Credit 
Toward  Baccalaureate  Degree  for  Hospital  School 
J'raining.”  After  discussion,  the  committee  voted  that 
a letter  be  transmitted  to  the  AMA  Council  on  Legisla- 
tion advising  that  group  that  the  State  Medical  Society 
opposes  any  Federal  legislation  which  is  detrimental 
to  diploma  schools  of  nursing. 

'I'he  committee  also  received,  for  information  and 
future  action  whenever  necessary,  a recommendation 
from  the  House  of  Delegates  that  MSSNY  be  prepared 
to  do  everything  to  combat  the  chiropractors’  powerful 
lobby  to  gain  Federal  recognition  by  becoming  recog- 
nized under  Medicare. 

J'wo  resolutions  70-41,  “Enactment  of  More  Realistic 
Laws  on  Narcotics  and  Drug  Abuse,”  and  70-63,  “Treat- 
ment of  Drug  Addiction”  were  considered.  Since  these 
resolutions  had  also  been  referred  to  the  Committee  on 
Alcoholism  and  Drug  Abuse,  the  committee  voted  that 
a letter  be  sent  to  the  chairman  of  that  committee 


requesting  him  to  advise  us  what  action,  if  any,  they 
wished  us  to  take. 

The  committee  accepted  for  information  and  for  what- 
ever action  was  necessary  the  following  referrals  from 
the  House  of  Delegates: 

1.  The  joint  meetings  of  members  of  the  Federal 
Legislation  Committee  with  the  AMA’s  Council  on 
Legislative  Activities  should  be  continued,  particularly 
with  respect  to  matters  of  national  insurance  and  pro- 
fessional service  corporations. 

2.  With  regard  to  the  Medicredit  Bill,  introduced  by 
the  AMA,  should  a fee  schedule  of  any  type  prove  to  be 
inevitable,  it  is  essential  that  there  be  adequate  provi- 
sions for  periodic  review  and  adjustment. 

3.  Without  supporting  any  specific  bill,  MSSNY 
should  endorse  the  principle  that  financial  relief  should 
be  provided  to  medical  schools. 

4.  The  chairman  of  the  Federal  Legislation  Commit- 
tee and  the  coordinator  of  legislation  activities  be 
authorized  to  continue  to  participate  in  future  legislation 
conferences  of  the  U.S.  Chamber  of  Commerce  when,  in 
the  opinion  of  the  chairman,  such  participation  would 
be  advantageous  in  facilitating  the  activities  of  the 
committee. 

The  next  order  of  business  was  the  evaluation  of 
selected  hills  pending  in  Congress  acted  on  by  the 
AMA  Council  on  Legislative  Activities.  Three  bills 
(S.  3443,  S.  3355,  and  H.R.  15895)  would,  in  effect, 
combine  Regional  Medical  Programs,  Comprehensive 
Health  Planning  and  Services  Program,  and  Health 
Services  Research  and  Development  Program  into  a 
single  program  under  a single  administrative  umbrella. 
Tbe  committee  approved  tbe  following  recommendations 
concerning  these  bills: 

1.  Tbe  concept  of  bringing  the  three  programs  togeth- 
er under  one  umbrella  be  opposed  with  support  for  the 
separate  programs.  In  this  regard,  the  committee  rec- 
ommended support  for  coordination  of  these  programs  at 
the  area  or  local  level; 

2.  With  respect  to  the  strict  categorical  limitations, 
the  law  should  be  changed  to  provide  for  inclusion  in 
Regional  Medical  Programs  of  other  major  diseases; 

3.  The  concept  of  Regional  Medical  Programs,  in  the 
main  as  an  educational  program,  be  continued; 

4.  The  program  not  be  expanded  to  include  patient 
treatment  or  treatment  services,  except  as  an  adjunct 
to  teaching  functions;  and 

5.  Where  a single  project  receives  funds  from  more 
than  one  source,  for  example,  both  Regional  Medical 
Program  and  Comprehensive  Health  Planning,  admini- 
stration under  a single  program  is  acceptable. 
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S.  3466,  the  Clean  Air  Act  Amendments  of  1970,  pro- 
poses to  extend  the  duration  of  the  Clean  Air  Act  and 
make  certain  changes  in  the  program,  including  the 
provision  for  national  standards  of  ambient  air  quality, 
improve  control  standards,  improve  control  over  motor 
vehicle  emissions,  and  establish  standards  applicable 
to  dangerous  emissions  from  stationary  sources.  An- 
other bill  in  this  category,  S.  3229,  would  amend  the 
National  Emissions  Standards  Act  to  bring  vessels,  air- 
craft, commercial  vehicles,  certain  noncommercial 
vehicles  and  engines  for  such  vehicles,  and  aircraft 
under  P'ederal  regulations  prescribing  standards  ap- 
plicable to  emissions.  The  committee  voted  to  support 
both  of  these  bills. 

S.  3418,  “Training  in  the  Field  of  Family  Medicine,” 
provides  for  a five-year  program  to  assist  public  and 
private  nonprofit  medical  schools  and  hospitals  to 
extend  existing  programs  or  expand  present  programs 
in  the  field  of  family  practice.  In  addition,  it  would 
include  the  training  of  paramedical  personnel  in  the  field 
of  family  medicine.  The  committee  voted  to  support 
this  bill  but  excluded  from  such  support  endorsement  of 
training  of  paramedical  personnel,  believing  that  other 
programs  could  best  handle  these  needs  and  that  S. 
3418  should  be  limited  to  the  training  of  physicians. 

S.  3399  would  require  the  Secretary  of  the  Department 
of  Health,  Education,  and  Welfare  to  make  annual  re- 
ports to  Congress  concerning  amounts  received  by 
providers  of  services  under  Medicare,  Medicaid,  or  re- 
lated programs.  Included  in  the  report  would  be  persons 
who  earn  $10,000  or  more  during  the  year.  The  com- 
mittee recommended  opposition  to  this  bill.  The  com- 
mittee felt  that  this  legislation  was  unnecessary,  and 
it  singles  out,  improperly,  physicians  in  a discriminatory 
manner.  Such  information  is  already  available  to  the 
Congress,  and  there  is  no  need  for  special  legislation 
in  this  area.  The  committee  also  doubts  the  integrity 
of  the  manner  in  which  the  information  would  be  used. 

S.  3333  would  amend  the  Medicare  program  to  include 
services  of  a household  aide  within  the  provision  for 
“home  health  services.”  The  committee  felt  that  the 
household  aide  should  not  be  included  and  that,  there- 
fore, the  bill  should  be  opposed  until  the  matter  is 
clarified. 

S.  3297  proposes  that  the  Secretary  of  the  Department 
of  Health,  Education,  and  Welfare  establish  a uniform 
code  applicable  for  prescription  drugs.  The  code  would 
identify  the  manufacturer,  the  drug,  the  final  packager, 
the  dosage  form  and  strength,  and  the  number  of  units 
in  the  immediate  container.  The  bill  also  adds  labeling 
requirements,  specifying  that  the  name  of  the  drug  and 
its  strength  as  written  by  the  prescriber  would  be  re- 
quired unless  compliance  with  this  requirement  is 
waived  or  prohibited  by  the  prescriber.  The  committee 
recommends  support  for  this  bill. 

H.R.  15496  would  extend  Part  B Medicare  coverage  to 
services  and  supplies,  including  drugs  and  biologic 
products  furnished  by  an  ambulatory  surgical  center. 
For  this  purpose,  the  ambulatory  surgical  center  is  a 
facility  established  to  perform  surgery  and  one  which 
does  not  provide  beds  or  accommodations  for  overnight 
stay.  The  center  would  need  to  meet  specific  require- 
ments to  qualify  under  the  bill.  The  committee  voted 
approval  of  this  bill  provided  there  were  certain  clarifica- 
tions. Among  these  were  that  the  bill  would  not  penal- 
ize the  solo  practitioner  of  medicine,  that  the  individual 
person  would  have  the  right  to  use  the  facilities,  and 


that  anyone  in  the  community  would  participate. 

Your  chairman  discussed,  in  general,  universal  health 
insurance  on  the  national  level.  As  part  of  this  discus- 
sion, the  committee  recommended  that  an  emergency 
report  be  sent  to  the  Council  so  that  MSSNY’s  delegates 
to  the  AMA  might  be  apprised  of  their  views  on  the 
“Medicredit”  bill  of  the  AMA. 

The  report  pointed  out  that  a quick  perusal  of  the 
AMA  “Medicredit”  legislation  revealed  an  area  of  ut- 
most concern,  mainly,  requirements  for  peer  review 
organizations.  Specifically,  the  legislation  provided 
that  the  Secretary  of  the  Department  of  Health,  Educa- 
tion, and  Welfare  would  enter  into  agreements  with  state 
medical  societies  for  the  societies  to  establish  peer 
review  organizations.  The  legislation,  however,  indi- 
cated that  these  agreements  would  be  limited  to  state 
medical  societies  and  could  conceivably  include  other 
organizations,  such  as  state  health  departments  as  well 
as  Federal  and  state  subdivisions.  The  report  further 
noted  that  peer  review  would  not  be  limited  to  quality 
of  care.  Under  the  proposed  AMA  legislation,  peer 
review  would  include  utilization,  fees,  and  quality  of 
medical  care.  Your  committee  recommended  to  the 
Council  that  our  State  Medical  Society  take  steps  to 
have  the  AMA  approach  changed,  if  the  Council  felt  it 
should  he  changed  or  to  support  this  approach  if  it 
believed  it  to  be  correct. 

This  report  was  submitted  to  the  Council  at  its  June 
meeting.  The  report  was  approved  and  transmitted  to 
MSSNY’s  delegates  for  their  consideration. 

Following  the  discussion  on  universal  health  insurance, 
your  chairman  directed  that  members  of  the  committee 
study  the  various  plans  which  had  been  outlined  for 
them  in  the  special  issue  of  the  AMA  Legislative  Round- 
up and  that  they  should  be  prepared  at  the  next  meeting 
to  discuss  these  plans  as  a major  item  for  future  Federal 
legislation  activities. 

Cooperation  with  Other  Committees.  The  commit- 
tee, through  its  chairman,  cooperated  with  the  MSSNY 
Committee  on  Proposed  Universal  Health  Insurance  Law 
when  that  group  sponsored  a series  of  sessions  on  the 
subject  as  part  of  the  MSSNY  Area  Conferences  held 
throughout  the  State.  Your  chairman  participated 
as  a speaker  at  the  conference  held  in  Owego,  on  Septem- 
ber 30.  He  discussed  the  bills  pending  in  Congress  in- 
volving a national  health  insurance  plan. 

Bennett  Amendment.  An  example  of  fast  action 
and  excellent  cooperation  was  the  committee’s  teamwork 
in  regard  to  the  so-called  “Bennett  Amendment”  (num- 
ber 851,  H.R.  17550,  Social  Security  Amendments  of 
1970,  introduced  by  Senator  Wallace  F.  Bennett,  Utah) 
providing  for  a peer  review  mechanism  for  health  pro- 
grams under  the  Social  Security  Law,  such  as  Medicare 
and  Medicaid.  Since  quick  response  was  needed  be- 
cause the  bill  was  before  the  Senate  Finance  Committee 
and  because  of  the  bill’s  grave  importance,  your  chair- 
man polled,  via  mail  and  telephone,  the  members  of  the 
committee  concerning  their  views  on  this  measure. 
Copies  of  the  American  Medical  Association’s  analysis 
of  the  bill,  an  excerpt  from  the  Congressional  Record 
giving  Senator  Bennett’s  views,  and  the  American 
Medical  Association’s  statement  to  the  Senate  Finance 
Committee  on  the  proposal  were  mailed  to  each  member 
of  the  committee.  Our  legislation  coordinator  followed 
up  this  mailing  with  a telephone  call  to  each  member 
of  the  committee.  He  relayed  their  views  to  your  chair- 
man, who  directed  that  a position  statement  be  drawn 
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up.  This  statement  was  then  submitted  to  our  president, 
Walter  Scott  Walls,  M.D.,  who  approved  it.  Telegrams 
were  then  sent  to  Senators  Jacob  K.  Javits  and  Charles 
Goodell  and  letters  setting  forth  our  position  were  mailed 
to  the  seventeen  members  of  the  Senate  Finance  Com- 
mittee. Our  executive  vice-president,  Henry  I.  Fineberg, 
M.D.,  sent  copies  of  the  following  position  statement  to 
the  presidents  of  the  county  medical  societies,  as  well  as 
to  all  State  Medical  Society  officers,  councilors,  and 
trustees. 

Although  the  Medical  Society  of  the  State  of  New 
York  supports  the  principle  of  peer  review  by  physi- 
cians, the  Bennett  Bill  (Amendment  851.  H.R.  17550), 
which  purports  to  establish  a system  of  peer  review  for 
governmental  health  programs,  contains  several  objec- 
tionable provisions  and,  therefore,  in  its  present  form, 
is  not  acceptable  to  the  Medical  Society  of  the  State  of 
New  York  and  is  opposed  until  these  objectionable 
provisions  are  removed  by  amendments. 

Among  these  objectionable  provisions  are  the  follow- 
ing: 

1.  There  is  no  assurance  that  a review  of  physi- 
cian’s services  will  be  done  by  his  peers  since  the 
Secretary  of  Health,  Education,  and  Welfare  may 
designate  a public  or  private  organization  to  act  as 
a review  organization.  The  local  county  medical 
society  should  be  clearly  designated  as  the  review 
organization; 

2.  The  requirement  of  advanced  review  of  ad- 
missions to  health  care  facilities  for  elective  proce- 
dures would  often  create  difficulties  and  would  not 
be  in  the  best  interest  of  the  patient; 

3.  The  provision  calling  for  review  of  all  institu- 
tional providers  is  too  broad;  peer  review  should  be 
confined  to  physician’s  services  and  other  services 
over  which  the  physician  has  direct  control.  Hospi- 
tal and  other  services  should  be  reviewed  by  their 
peers;  and 

4.  The  sections  calling  for  a monetary  fine  and  for 


State  Legislation 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  State  Legislation  is  composed  of 
the  following  members: 

John  H.  Carter,  M.D.,  Chairman  Albany 

Gerald  L.  Glaser,  M.D Monroe 

Herbert  E.  Joyce,  M.D Erie 

Henry  W.  Kaessler,  M.D Westchester 

Andrew  W.  Lawrence,  M.D Suffolk 

William  J.  Fcyan,  xM.D Onondaga 

Merritt  F.  Spear,  M.D. Clinton 

Stanley  Stark,  M.D.  Kings 

Richard  E.  Sullivan,  M.D.  Broome 

During  the  1970  session  of  the  New  York  State  Legis- 
lature, our  State  Medical  Society  compiled  its  best 
record  in  many  years.  Out  of  the  Society’s  1970  program 
of  six  constructive  proposals,  four  were  approved  by 
both  the  Senate  and  Assembly,  and  three  of  these  be- 
came law.  Numerous  bills  potentially  detrimental  to 
the  public  and  to  medicine,  and  opposed  by  our  State 


government  ownership  of  profiles  of  patients  and 
physicians  are  not  in  the  best  interest  of  the  pro- 
gram. The  confidentiality  of  these  profiles  must 
be  protected  and  should,  therefore,  be  under  the 
continuing  jurisdiction  of  the  review  body  and 
should  not  become  Federal  property.  The  $5,000 
penalty  subverts  the  purpose  of  peer  review  which 
is  fundamentally  an  evaluative  and  educational 
mechanism.  There  is  no  place  for  a monetary  fine 
in  peer  review,  but,  where  facts  warrant,  provision 
might  be  made  for  separate  civil  or  criminal  action. 
The  Bennett  Amendment  provides  for  a new  and 
laudable  concept  of  peer  review  but  must  be  most 
carefully  evaluated  before  its  enactment  into  law. 
If  the  above-mentioned  substantive  changes  cannot 
be  made  by  the  present  Congress,  or  if  the  Peer  Re- 
view Organization  (PRO)  type  plan  advocated  by  the 
American  Medical  Association  in  its  “Medicredit” 
proposal  submitted  to  Congress  cannot  be  substituted, 
the  Medical  Society  of  the  State  of  New  York  strongly 
recommends  and  urges  that  legislation  pertaining  to 
peer  review  should  not  be  acted  on  until  the  next  Con- 
gress. 

Acknowledgments.  Since  the  members  of  the  com- 
mittee have  been  most  cooperative,  your  chairman 
wishes  to  express  to  each  one  of  them  his  personal 
thanks  for  the  assistance  they  rendered  him  in  the  dis- 
charge of  his  duties.  He  is  also  grateful  for  the  help 
given  to  him  by  C.  Stewart  Wallace,  M.D.,  chairman. 
Commission  on  Public  and  Professional  Affairs;  Henry 
I.  Fineberg,  M.D.,  executive  vice-president;  J.  Richard 
Burns,  J.D.,  assistant  executive  vice-president;  Guy 
D.  Beaumont,  director.  Division  of  Communications; 
and  Martin  J.  Tracey,  J.D.,  coordinator,  legislation 
activities. 

Respectfully  submitted, 

Charles  N.  Aswad,  M.D.,  Chairman 


Medical  Society,  went  down  to  defeat.  Most  important 
of  those  bills  defeated  was  the  administration’s  universal 
health  insurance  proposal.  More  than  16,000  bills  were 
introduced. 

The  end  result  was  that  your  committee,  staff,  and 
legislative  counsel,  experienced  an  exceptionally  active 
year.  Progress  reports  were  made  to  the  Council  from 
time  to  time  so  that  the  members  were  kept  abreast  of 
developments  in  the  State  Capitol. 

Plans  for  our  State  Medical  Society  1971  State  Legis- 
lation Program  are  well  under  way  but  will  not  be  final- 
ized until  after  our  Annual  Conference  of  County  Medi- 
cal Society  Legislation  Representatives,  which  will  take 
place  on  November  12,  1970,  at  Country  House,  Syra- 
cuse. A supplementary  report,  therefore,  will  be  sub- 
mitted to  the  House  in  February,  1971. 

Your  committee  is  pleased  to  present  the  following  re- 
view of  its  activities  during  1970. 
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State  Legislature  Session.  Here  is  a brief  recapitu- 
lation of  the  highlights  of  the  1970  State  Legislature’s 
activities  in  regard  to  hills  affecting  the  medical  profes- 
sion, so  that  the  records  of  the  House  may  contain  the 
technical  references  and  disposition  of  the  proposals. 

1970  Positive  Program  Bills.  Three  New  Laws. 
Anatomical  (lift  Act  (A.  2489,  McCloskey;  S.  6665, 
Lombardi)  allows  any  individual,  competent  to  execute 
a will  under  New  York  State  Laws,  to  give  all,  or  part 
of  his  body,  by  will  or  otherwise,  to  a hospital,  surgeon 
or  physician,  and  others.  Pas.sed  Senate  and  Assembly. 
Signed  by  Governor.  Chapter  466,  Laws  of  1970. 

Professional  Service  Corporation  (S.  8052-A,  Gioffre) 
authorizes  one  or  more  persons  duly  licensed,  registered, 
or  otherwise  legally  authorized  to  render  the  same  pro- 
fessional service  within  New  York  State  to  organize 
and  become  shareholders  of  a professional  service  cor- 
poration for  pecuniary  profit.  Passed  Senate  and  As- 
sembly. Signed  bv  Governor.  Chapter  974,  Laws  of 
1970. 

Review  Committee  Immunity-  Hospital  Committees 
(A.  2666,  Farrell)  extends  present  law  providing  immu- 
nity from  suit  for  members  of  Hospital  Utilization  Review 
Committees  set  up  as  a result  of  Medicare  Law,  to  other 
similar  hospital  committees.  Passed  Senate  and  As- 
sembly. Signed  by  Governor,  Chapter  596,  Laws  of 
1970. 

Bills  Passed  by  Legislature  but  Vetoed.  Review  Com- 
mittee Immunity — Records  (A.  2667,  Farrell)  all  records 
and  data  of  Hospital  Utilization  Review  Committees 
would  be  held  immune  from  disclosure  in  any  manner. 
Passed  Senate  and  Assembly.  Vetoed  by  Governor. 
(Memorandum  95). 

Bills  Died  in  Committee.  Review  Committee  Immu- 
nity— Hospital  Committees  and  Medical  Societies  (A. 
2665,  Farrell)  would  amend  present  law  to  extend  im- 
munity from  suit  to  other  hospital  committees  and,  in 
addition,  to  committees  of  county  medical  societies, 
such  as  peer  review  committees.  Reached  third  read- 
ing in  one  house,  but  died. 

Autopsy  Authorization  (A.  2142,  Buckley;  S.  6950, 
Donovan)  where  there  is  more  than  one  next  of  kin  of 
deceased,  authorization  for  dissection  of  the  decedent’s 
body  by  any  one  of  such  kin  would  be  sufficient.  Both 
bills  died  in  committee. 

Universal  Health  Insurance.  S.  9181  (Rules) 
(Governor’s  Bill)  provided  for  a universal  health  insur- 
ance act  for  encouraging  development  of  single  system  of 
health  service  benefits,  including  hospital  and  medical 
services.  Encouraged  group  practice  arrangements, 
created  State  health  insurance  corporation  for  develop- 
ing and  administering  coordinated  system  of  financing 
health  service  benefits,  prescribed  manner  of  organizing 
and  regulating  nonprofit  medical  corporations,  and,  for 
pecuniary  profit,  professional  health  service  corpora- 
tions. Established  regional  medical  councils  which, 
subject  to  corporation  approval,  would  set  the  rate  for 
medical  services  to  be  paid  by  carriers.  Strongly  op- 
posed by  the  State  Medical  Society.  Died  in  Senate 
Finance  Committee. 

New  Abortion  Law.  S.  8556-A  (Dominick)  makes  an 
abortion,  effective  July  1,  1970,  with  consent  of  the 
pregnant  woman  and  her  physician,  justifiable  for  any 
reason,  up  to  twenty-four  weeks  after  the  date  of  concep- 
tion, but  thereafter  only  to  save  the  life  of  the  woman. 
The  State  Medical  Society  advocated  reform  of  the 


pre.sent  law  based  on  action  of  the  House  of  Delegates, 
but  opposed  this  bill.  Fas.sed  Senate  and  Assembly. 
Signed  by  Governor.  Chapter  127,  Laws  of  1970. 

Bills  Opposed  and  Defeated.  Real  lYoperty  Tax 
Exemption,  (A.  .5926,  Becker),  would  remove  real 
property  tax  exemption  from  certain  specified  groups, 
including  medical  societies,  and  makes  such  exemption 
subject  to  local  option.  Died  in  committee. 

Unwanted  Animals,  (A.  151,  Jerabek),  repeals  Public 
Health  Law  allowing  State  Health  Commissioner  or  New 
York  City  Commissioner  to  requisition  unlicensed,  un- 
wanted, or  unclaimed  animals  which  have  been  seized 
and  placed  in  pounds  for  scientific  tests  under  certain 
conditions.  Died. 

Human  Research  Bill,  (A.  2594,  Stavisky),  provides 
for  creation  of  a State  board  of  human  research  in  the 
Department  of  Education  and  outlines  restrictions  on 
research.  Passed  Assembly,  but  died  in  Senate. 

Nonprofit  Membership  Corporations,  (S.  8397 — B, 
Lent),  mainly  Kaiser-Permanente  type  of  bill.  Would 
authorize  organization  of  nonprofit  membership  corpora- 
tion and  consumers  cooperative  stock  corporation  which 
might  be  designated  as  health  service  corporations. 
Was  amended  to  include  portion  of  Governor’s  Health 
Insurance  Bill.  Died. 

Medical  Corporate  I*ractice,  (S.  6539,  Lent),  encour- 
ages group  practice  by  authorizing  corporate  practice 
of  medicine  provided  group  numbers  at  least  three 
physicians  of  varying  disciplines.  Passed  Senate.  Died 
in  Assembly. 

Physicians’  Assistants,  (S.  9386,  Rules),  provides 
for  registration  of  physicians’  assistants  by  establishing 
minimum  standards  for  those  who  will  be  available  for 
employment  in  areas  where  medical  care  is  scarce  or 
nonexistent  and  whose  qualifications  will  assure  health 
needs  of  patients  are  properly  met.  Passed  Senate, 
Under  Message  of  Necessity  from  Governor.  Reported 
out  of  Assembly  Rules  Committee  but  recommitted  and 
killed. 

S.  9.387,  (Rules)  requires  that  Health  Commissioner 
establish  within  his  department  veterans  health  man- 
power center  for  instituting  and  conducting  studies  and 
surveys  of  veterans  health  manpower  resources,  main- 
taining registries  of  such  resources  and  recommending 
minimum  qualifications  for  employment  in  health  serv- 
ice field.  Passed  Senate  Under  Message  of  Necessity 
from  Governor  but  did  not  receive  approval  of  Assembly. 

Bills  Endorsed — Passed  but  Vetoed.  The  following 
bills  endorsed  by  MSSNY,  passed  both  Houses  but  were 
vetoed  by  the  Governor. 

Medicaid,  (A.  1136-B,  Corbett,  et  al.),  holds  physi- 
cians, dentists,  and  other  professional  personnel  quali- 
fied under  the  Social  Services  Law  to  provide  medical 
assistance  under  Medicaid  provisions,  if  licensed  and 
registered  or  otherwise  qualified  to  provide  such  services 
under  the  Education  Law  or  other  law.  (Memorandum 
51). 

Salaried  Hospital  Physicians,  (A.  5329,  McFarland, 
et  al.),  provides  that  payment  for  care  rendered  to  a 
subscriber  to  a medical  indemnity  insurance  contract 
by  a salaried  hospital  physician,  other  than  intern  or 
resident,  shall  be  subject  to  provisions  of  the  contract 
and  terms  of  his  employment  agreement,  if  the  physician 
personally  treats  the  individual  as  his  private  patient. 
(Memorandum  203). 

Education  Bill  not  Satisfactory — Vetoed.  Revision 
of  Education  Law,  (S.  6825,  Dominick),  would  revise 
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extensively  the  provisions  of  the  Education  Law  affect- 
ing the  licensed  professions,  including  medicine,  passed 
both  houses  of  the  Legislature  in  the  final  days  of  the 
session  but  was  vetoed  by  the  Governor.  (Memorandum 
264). 

Although  representatives  of  MSSNY  worked  closely 
for  several  years  with  the  Joint  Legislative  Committee 
which  has  been  studying  the  proposal,  S.  6825  was  not 
entirely  satisfactory  to  our  State  Medical  Society. 
While  views  of  the  State  Medical  Society  were  accepted 
in  some  areas,  certain  provisions  of  the  measure  were 
unsatisfactory  to  MSSNY  and  were  opposed.  Among 
these  were  its  failure  to  include  the  word  “mental”  in 
defining  the  practice  of  medicine,  the  proposed  change  to 
a four-fifths  vote  of  the  unanimous  vote  now  required  to 
find  a physician  guilty  in  a grievance  case,  and  the 
combining  of  the  Board  of  Medical  Examiners  and  the 
Grievance  Committee  under  a single  board. 

Chiropractic  Bills.  All  but  two  of  more  than  a dozen 
chiropractic  bills  were  defeated.  Among  those  beaten 
were  proposals  to  extend  use  of  x-ray  (S.  2749,  S 7773, 
both  Calandra);  broaden  the  definition  of  practice 
(S.  8985,  Rules);  permit  use  of  clinical  laboratory  serv- 
ices (S.  7983,  Giuffreda);  and  inclusion  under  Blue 
Shield  contracts  (A.  4680,  A.  4681,  both  Reilly)  and 
Workmen’s  Compensation  Law  (S.  7358,  Marine).  One 
bill  extending  time  to  apply  for  examination  was  signed 
by  the  Governor,  (A.  2456,  Riccio,  Chapter  96,  Laws  of 
1970).  Another  bill  that  would  retain  the  present  statu- 
tory language  governing  chiropractic  in  the  revised 
Education  Law,  if  enacted,  also  passed  both  houses  but 
was  vetoed  by  the  Governor,  (S.  8666,  Dominick). 
(Memorandum  265). 

Other  Bills.  The  following  bills  were  opposed: 

Blue  Shield  Directors,  (A.  3784,  McCloskey;  S.  7671, 
Gordon),  would  reduce  to  one-quarter,  from  three-fifths, 
the  maximum  representation  of  physicians  on  these 
boards.  Bill  was  amended  to  provide  50  per  cent  repre- 
sentation for  physicians.  Passed  Senate  and  Assembly. 
Signed  by  Governor.  Chapter  571,  Laws  of  1970. 

Clinical  Laboratories,  (A.  274,  Amann;  S.  1975, 
Marchi),  provides  for  direct  billing  of  laboratory  services 
and  outlawing  contractual  arrangements.  Passed  Sen- 
ate and  Assembly.  Signed  by  Governor.  Chapter  971, 
Laws  of  1970. 

Prepaid  Group  Insurance,  (S.  6383,  Lent,  et  ai),  would 
make  State  government  funds  through  mortgage  loans 
available  to  help  hospital  service  corporations  and  health 
service  corporations  (HIP)  to  encourage  the  development 
of  prepaid  group  health  insurance  practices.  Passed 
Senate  and  Assembly.  Vetoed  by  Governor.  (Memo- 
randum 65). 

The  following  bill  was  supported: 

20  Per  Cent  Copayment  Medicaid  Repealer,  (S.  6344, 
Lent),  would  repeal  provision  of  Social  Services  Law 
requiring  20  per  cent  copayment  of  bills  for  outpatient 
services  including  physicians’  services,  by  nonwelfare 
medically  indigent  patients.  Died  in  committee. 

Another  bill  on  which  no  position  was  taken  was  the 
following: 

Venereal  Disease,  (S.  6381,  Lent),  allows  licensed 
physicians  to  diagnose,  treat,  or  prescribe  for  patients 
with  venereal  disease  under  twenty-one  years  old  with- 
out consent  or  knowledge  of  parents  or  guardian.  Passed 
both  Senate  and  Assembly.  Signed  by  Governor, 
(’hapter  .361 , Laws  of  1970. 


Legislation  Information  Center.  The  Legislation 
Information  Center,  in  its  sixth  consecutive  year,  contin- 
ues to  be  an  important  instrument  in  carrying  out  the 
work  of  the  committee  and  in  advancing  its  goals.  Di- 
rected by  our  Coordinator,  Legislation  Activities,  Martin 
J.  Tracey,  J.D.,  the  center  once  again  demonstrated  that 
it  is  necessary  for  furnishing  answers  to  questions  on 
State  and  Federal  legislation,  and  is  a useful  device  for 
disseminating  news  about  proposed  laws.  To  supply 
current  information,  the  center  maintains  an  up-to-date 
filing  system  for  copies  of  important  health  related  bills 
being  considered  in  Albany  and  in  Washington,  D.C. 

In  1965  when  the  center  was  first  established  most  of 
its  activity  occurred  while  the  State  Legislature  was  in 
session.  Today  its  activities  are  on  a year-round  basis. 
Continuously  the  center  furnishes  answers  to  questions 
received  over  the  telephone  and  through  the  mail,  and 
scrutinizes  all  projects  pertaining  to  legislation,  espe- 
cially public  hearings.  As  soon  as  possible  after  their 
receipt,  notices  of  public  hearings  are  transmitted  to  key 
persons  in  our  State  Medical  Society  so  that  our 
organization  may  take  a stand  on  the  subject  of  the 
hearing  and  appoint  physicians  expert  in  the  subject  to 
appear  and  testify  at  public  hearings. 

Although  the  functions  of  the  center  are  aimed  espe- 
cially at  assistance  to  individual  physicians  and  county 
medical  societies  as  groups,  help  also  was  given  during 
the  year  to  allied  health  groups,  hospitals,  and  others. 
In  recent  years  there  has  been  an  ever-growing  number 
of  requests  from  other  state  medical  societies  for  pro- 
posed laws  and  other  matters  pending  before  the  State 
Legislature  and  for  extensive  related  information  requir- 
ing much  research. 

During  the  past  year  a relatively  new  area  of  activity 
was  intensified.  Special  assistance  was  rendered  to  cer- 
tain Council  committees,  such  as  the  Education  Law 
Revision  Committee  and  the  Committee  on  Proposed 
Universal  Health  Insurance  Law.  Materials  involved 
with  bills  and  other  printed  materials,  were  assembled, 
duplicated,  and  distributed  to  members  of  the  commit- 
tees and  others  at  the  direction  of  the  chairmen. 

Capitol  News.  The  principal  and  most  effective 
means  of  communication  between  our  State  Medical 
Society’s  legislation  committees  and  county  medical 
society  legislation  chairmen  and  other  key  officials 
is  our  legislative  bulletin,  Capitol  News.  While  the 
1970  session  of  the  State  Legislature  was  in  session,  and 
for  a short  time  after  its  adjournment,  15  issues  of  the 
publication  were  distributed.  The  Legislation  Informa- 
tion Center  receives  requests  from  individuals  and 
groups  to  be  added  to  the  mailing  list,  a strong  indica- 
tion of  the  usefulness  and  effectiveness  of  this  publi- 
cation. Dramatic  attention  was  focused  on  the  publica- 
tion when,  in  the  course  of  a Senate  debate  on  the  abor- 
tion bill,  the  publication  was  quoted  on  the  Senate  floor. 
Extra  copies  of  the  issue  giving  the  State  Medical 
Society’s  position  on  abortion  were  printed  and  distrib- 
uted. For  the  third  successive  year,  William  W.  Tyler, 
a former  Associated  Press  correspondent  in  Albany, 
worked  as  editor  and  prepared  copy  for  Capitol  News 
under  the  direct  supervision  of  our  legislation  coordi- 
nator. 

Ihiblic  Hearings.  Within  the  last  few  years  there  has 
been  a growing  tendency  on  the  part  of  the  State  Legis- 
lature to  expand  the  length  of  its  sessions.  Recently  the 
prolongation  of  the  sessions  has  taken  the  form  of  holding 
public  hearings  throughout  the  year,  both  before  and 
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after  the  annual  sessions.  Utilizing  the  facilities  of  our 
Legislation  Information  Center,  our  legislation  coordi- 
nator has  been  able  to  obtain  information  about  these 
hearings  and  has  advised  officials  of  our  State  Medical 
Society  concerning  them.  By  this  procedure,  our  State 
Medical  Society  has  been  able  to  make  statements  at 
these  hearings  and  to  furnish  physicians  qualified  to 
testify.  Important  State  legislation  committees  which 
have  held  such  hearings  have  included  the  Joint  Legis- 
lative Committee  on  Public  Health,  Joint  Legislative 
Committee  on  Mental  and  Physical  Handicap,  Joint 
Legislative  Committee  on  Real  Property  Tax  Exemp- 
tions, and  the  Assembly  and  Senate  Health  Committees. 

Key  physicians  of  our  society  have  appeared  at  several 
of  these  hearings  throughout  the  year.  The  subject  mat- 
ter for  the  hearings  included  such  vital  topics  as  mal- 
practice insurance,  physician’s  assistant,  and  revision  of 
the  State  Education  Law  involving  the  professions,  in- 
cluding medicine.  Under  the  direction  of  our  coordi- 
nator of  legislation  activities,  working  in  cooperation 
with  our  legislative  counsel  in  Albany,  statements  have 
been  prepared  for  presentation  by  these  physicians  ex- 
pressing the  views  of  our  State  Medical  Society  to  the 
members  of  the  State  Legislature  who  make  up  these 
important  committees.  To  enable  our  society  to  be  in 
a position  to  keep  abreast  of  developments  and  to  take 
whatever  action  may  be  deemed  feasible  and  necessary 
in  the  event  that  the  subject  matter  comes  up  for  a vote 
in  the  State  Legislature,  our  coordinator  of  legislation 
activities  has  monitored  these  hearings. 

Legislator  Contact  Program.  As  a mechanism  for 
obtaining  as  much  assistance  as  possible  from  physicians 
at  the  local  level,  your  committee  continued  to  sponsor 
a State  legislator  contact  program.  Participants  in  this 
project  are  physicians  who  are  willing  and  able  to  contact 
their  own  State  senator  or  assemblyman  at  their  homes 
or  offices  in  their  respective  areas.  Our  regional  repre- 
sentatives were  helpful  and  active  in  this  program. 
They  played  vital  roles  in  promoting  participation  in  the 
program  as  well  as  by  enlisting  the  support  of  the  partic- 
ipants in  carrying  out  the  wishes  of  the  committee. 

Committees.  Following  a practice  inaugurated  sev- 
eral years  ago,  your  chairman  on  behalf  of  our  commit- 
tee, invited  the  chairmen  of  the  various  committees  of 
the  State  Medical  Society  to  submit  their  suggestions 
concerning  the  introduction  of  bills  and  their  opinions  on 
proposals  which  might  come  before  the  State  Legisla- 
ture. As  in  the  past,  only  a few  replies  were  received. 
We  are  still  hopeful  that  in  the  future  the  chairmen  of  the 
numerous  committees  involved  will  take  the  initiative 
and  cooperate  with  your  State  Legislation  Committee  by 
allowing  us  to  have  the  help  of  their  counsel. 

A new  aspect  of  our  relations  with  committees  of  our 
State  Medical  Society  was  the  active  participation  in  the 
work  of  one  of  these  committees.  Your  chairman, 
Gerard  L.  Conway,  Esq.,  assistant  legislative  counsel, 
and  legislation  coordinator,  Martin  J.  Tracey,  partici- 
pated as  speakers  in  sessions  on  universal  health  insur- 
ance conducted  as  part  of  the  area  conferences  of  our 
State  Medical  Society.  These  sessions  on  universal 
health  insurance  were  sponsored  by  our  committee  on 
that  subject,  headed  by  Plalph  S.  Emerson,  M.D. 

County  Medical  Societies.  As  a means  of  carrying 
out  the  goals  of  our  State  legislation  program,  your 
committee  continued  to  work  closely  with  county  medi- 
cal societies  whenever  necessary.  Besides  supplying 


them  with  information  on  pending  legislation,  our 
legislation  coordinator  addressed  county  medical  society 
meetings  when  requested.  Among  these  was  a discus- 
sion of  our  activities  during  the  1970  session  of  the  State 
Legislature  during  a meeting  of  the  Oneida  County 
Medical  Society. 

MSSNY  Hot  Line.  W'ith  the  cooperation  of  our  State 
Medical  Society’s  Public  Relations  Committee  and 
through  the  facilities  of  our  Communications  Division, 
a Hot  Line  was  mailed  in  early  May  over  the  signature 
of  C.  Stewart  W’allace,  M.D.,  chairman.  Commission  on 
Public  and  Professional  Affairs,  to  all  members  of  our 
State  Medical  Society,  giving  them  a capsule  review  of 
our  activities  during  the  1970  session  of  the  State  Legis- 
lature. The  thumbnail  two-page  review  pointed  out 
that  our  efforts  had  resulted  in  three  of  our  six  program 
bills  being  enacted  into  law. 

Committee  Meetings.  Your  committee  met  at  the 
Fort  Orange  Club,  Albany,  on  October  9,  to  discuss  pre- 
liminary plans  for  tbe  1971  session  of  the  State  Legisla- 
ture. About  a dozen  areas  were  covered  in  the  discus- 
sion. Further  consideration  will  be  given  to  these  pro- 
posals at  the  meeting  of  the  committee  which  is 
scheduled  to  be  held  November  11,  at  Country  House, 
Syracuse,  and  at  the  Annual  Conference  of  County  Medi- 
cal Society  Legislation  Representatives  on  the  following 
day.  A supplementary  report  on  the  details  and  final- 
ization of  the  program  agreed  on  for  1971  will  be  submit- 
ted to  the  House  of  Delegates  in  February. 

General.  In  Albany,  our  legislative  counsel  and  his 
staff  not  only  prepared  numerous  memoranda  setting 
forth  our  State  Medical  Society’s  positions  to  commit- 
tees of  the  State  Legislature,  but  were  active  in  present- 
ing in  person  our  stand  to  assemblymen  and  senators. 
On  the  State  Medical  Society  headquarters  level,  our 
coordinator  of  legislation  activities,  maintained  close 
working  relations  with  your  chairman  and  the  legislative 
counsel  and  his  staff  in  Albany.  This  was  done  by  daily 
use  of  the  telephone  during  the  session  and,  frequently, 
before  and  after  the  session. 

Summary.  As  your  committee  reviews  its  work 
during  1970,  we  should  like  to  reiterate  that  there  is  no 
one  simple  solution  to  the  problem  of  how  to  achieve  suc- 
cess in  the  activities  of  our  State  Medical  Society  in 
Albany.  While  stress  must  be  placed  on  our  activities 
in  the  State  Capitol,  we  must  also  realize  that  there 
must  be  a great  deal  of  activity  on  the  part  of  physicians 
at  local  levels.  In  regard  to  local  contacts,  your  commit- 
tee again  most  strongly  urges  that  members  of  this  House 
of  Delegates  attempt  to  stimulate  action  at  the  county 
level.  Each  delegate  should  make  it  his  job  to  ascertain 
to  what  extent,  if  any,  his  county  medical  society  is  tak- 
ing part  in  your  State  Medical  Society  legislation  pro- 
gram. Your  assistance  will  not  only  be  appreciated, 
but  will  greatly  help  in  achieving  success  during  the 
1971  session  of  the  New  York  State  Legislature. 
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assistant  executive  vice-president;  and  C.  Stewart  Wal- 
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lace,  M.D.,  chairman,  Commission  on  Public  and  Pro- 
fessional Affairs.  We  also  appreciate  the  work  done  by 
members  of  our  staff,  particularly  Guy  D.  Beaumont, 
director.  Division  of  Communications;  our  regional 
representatives,  William  Baltaks,  Harry  Dexter,  Cole- 


Education Law  Revision 


To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Education  Law  Revision  consists 


of  the  following  members: 

Victor  J.  Tofany,  M.D.,  Chairman  Monroe 

Robert  B.  King,  M.D Onondaga 

Francis  A.  Stephens,  M.D.  Albany 

Donald  C.  Walker,  M.D Albany 

Walter  T.  Heldmann,  M.D Richmond 


The  committee,  in  conjunction  with  the  headquarters 
staff  and  legislative  counsel,  continued  the  efforts  of 
past  years  to  effect  changes  in  proposed  legislation  which 
would  resolve  our  objections,  namely: 

1.  To  include  the  word  “mental”  in  the  definition  of 
the  practice  of  medicine.  All  legislative  proposals  have 
restricted  the  definition  to  “physical”  conditions,  thus 
excluding  the  entire  field  of  psychiatric  medicine. 

2.  To  retain  the  Board  of  Medical  Examiners  and  the 
Grievance  Committee  as  separate  entities.  The  pro- 
posed legislation  would  combine  the  two  into  a single 
group. 

3.  To  retain  the  rule  requiring  a unanimous  vote  (by 
the  Grievance  Committee)  to  judge  a physician  guilty. 
The  proposed  legislation  embodies  the  provision  for  a 
four-fifths  vote  in  such  matters. 

In  addition,  we  have  reiterated  our  previous  sugges- 
tions for  establishment  of  a separate  medical  board  for 
the  licensure  and  discipline  of  doctors  of  medicine  sep- 
arate and  distinct  from  the  Education  Department. 

To  date,  none  of  these  problems  have  been  resolved. 
The  three  bills  introduced  in  the  1970  Legislature  were 
vetoed  by  the  Governor  because  of  widespread  dissatis- 
faction among  the  many  professions  governed  by  the 
Education  Law.  In  his  veto  message,  the  Governor 
noted  that: 

1 .  3'he  original  objective  of  recodification  was  a simpli- 


man Fineberg,  and  Gerald  Sullivan;  and  Martin  J.  Tra- 
cey, J.D.,  coordinator,  legislation  activities. 

Respectfully  submitted, 

John  H.  Carter,  M.D.,  Chairman 


fied  and  clarified  restatement  of  the  law  without  sub- 
stantive change  in  the  regulation  of  professional  prac- 
tice. He  noted  that  many  substantive  changes  had  in- 
deed been  proposed. 

2.  Some  professional  groups  had  not  been  able  to  re- 
view the  final  bill  and  make  known  their  reservations 
and  objections  prior  to  passage  of  the  bill. 

3.  Since  the  bill  would  not  become  effective  until 
September  1,  1971,  there  is  ample  time  for  the  Legisla- 
ture to  act  at  its  next  session  on  a revised  bill  and  retain 
the  identical  effective  date. 

On  September  10  the  State  Medical  Society  presented 
a statement  to  the  Board  of  Regents  at  its  Legislative 
Conference  in  Albany.  Several  members  of  that  body 
indicated  they  had  reservations  regarding  the  unanimous 
vote  rule  but  gave  no  reaction  to  our  other  proposals  as 
mentioned.  The  significance  of  this  is  not  apparent  at 
this  time. 

The  Joint  Legislative  Committee  to  Revise  the  Educa- 
tion Law  was  not  reappointed  and  Senator  D.  Clinton 
Dominick,  chief  sponsor  of  S.  6825  (the  main  bill),  will 
not  return  to  the  Senate  in  1971.  There  is  no  doubt, 
however,  that  this  legislation  will  be  reintroduced  into 
the  1971  Legislature.  In  fact,  the  Senate  and  Assembly 
Standing  Committees  on  Education  are  holding  a public 
hearing  in  Albany  on  October  19.  So  it  appears  that 
the  initiative  lies  with  these  two  committees. 

Any  new  developments  will  be  reported  in  a supple- 
mentary report  to  the  House  of  Delegates  in  February. 

The  chairman  wishes  to  acknowledge  the  fine  assist- 
ance rendered  by  the  members  of  the  committee,  the 
headquarters  staff,  and  our  legislative  counsel. 

Respectfully  submitted, 

Victor  J.  Tofany,  M.D.,  Chairman 
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1971  HOUSE  OF  DELEGATES 


Organization,  Policies,  and  Legal  Matters 


Professional  Medical  Liability  Insurance  and  Defense  Board 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Professional  Medical  Liability 
Insurance  and  Defense  Board  are  as  follows: 

Arthur  J.  Mannix,  Jr.,  M.D.,  Chairman  Westchester 


David  Kershner,  M.D.,  Vice-Chairman  Kings 

A.  L.  Loomis  Bell,  M.D.  Kings 

John  J.  Della  Porta,  M.D Monroe 

Peter  LaMotte,  M.D.  New  York 

Raymond  S.  McKeeby,  M.D Broome 

George  L.  Collins,  Jr.,  M.D.  Erie 

Carl  Goldmark,  Jr.,  M.D.,  ex  officio  New  York 

Thomas  F.  McCarthy,  M.D.,  ex  officio  Bronx 

William  F.  Martin,  Esq.,  Counsel,  ex  officio  New  York 
Frank  W.  Appleton,  Indemnity  Representative,  ex 
officio  New  York 


Under  date  of  or  on  May  21  the  Board  reported  to  the 
Council  of  the  State  Medical  Society  the  details  and  the 
reasons  for  the  65  per  cent  rate  increase  affecting  all  poli- 
cies issued  on  and  after  September  1,  1970.  This  latest 
change  was  based  on  claim  statistics  available  as  of  De- 
cember 31,  1969.  In  other  words,  eight  months  elapsed 
before  the  increase  was  actually  put  into  effect. 

The  House  of  Delegates  at  its  last  meeting  agreed 
to  the  reasonableness  of  moving  the  date  of  change  in 
rate  from  September  1 to  July  1.  However,  this  past 
year  the  Company  was  willing  to  continue  with  the  Sep- 
tember 1 date,  in  view  of  the  fact  that  we  had  two  rather 
sizable  increases  in  two  successive  years.  For  the  coming 
year  the  Board  feels  the  Company  would  be  justified  in 
moving  the  date  of  rate-change  ahead  to  July  1. 

These  new  rates  will  hardly  come  as  good  news  to  any 
physician.  Something  must  be  done  if  we  are  to  curb 
these  rapid  increases.  To  that  end,  the  company  has 
agreed  to  further  expand  its  claims  department  and 
make  a greater  effort  to  have  suits  and  claims  processed 
as  rapidly  as  possible.  Our  own  Medical  Society, 
through  its  various  county  advisory  committees,  must 
take  greater  action  to  help  analyze  these  suits  and  claims 
and  insist  that  those  cases  which  should  be  defended  are 
defended.  We  hear  much  about  the  conspiracy  of  silence, 
and  there  is  one — it  is  the  conspiracy  of  silence  of  doctors 
unwilling  to  help  their  colleagues  who  are  defendants  in 
malpractice  suits.  Members  must  be  willing  to  give 
their  time  and  support  by  reviewing  files  and  testifying 
in  court  on  behalf  of  their  fellow  physicians  when  a mal- 
practice suit  clearly  warrants  a strong  defense. 

We  are  looking  for  new  methods  to  solve  this  malprac- 
tice problem,  but  at  the  same  time  we  must  work  to 
strengthen  our  present  program.  It  is  with  this  in  mind 
that  we  are  asking  county  advisory  committees  to  double 
their  schedule  of  meetings  to  help  evaluate  the  backlog 
of  pending  cases  and  keep  abreast  of  newly  reported 


cases  early  in  their  development.  We  strongly  recom- 
mend that  the  physician  involved  be  personally  inter- 
viewed and  that  county  committees  closely  follow  the 
guidelines  set  forth  in  A Handbook  for  Your  County 
Malpractice  Advisory  Committee  which  was  distributed 
in  1964  and  again  in  1968. 

Peer  review  and  tissue  committees  are  to  be  commend- 
ed for  their  efforts  to  uphold  the  standard  of  medicine 
in  our  State.  Strengthening  these  committees  will  have 
a beneficial  effect  on  our  malpractice  insurance  rates. 
Members  insured  in  the  State  Society  Program  are 
covered  for  their  participation  in  peer  review,  utilization, 
and  tissue  committees  under  their  professional  liability 
policies. 

A series  of  area  conferences  with  afternoon  sessions 
devoted  to  the  subject  of  malpractice  insurance  have 
been  held  throughout  the  State.  Many  members  have 
joined  with  me  in  preparing  for  these  conferences,  and  I 
wish  to  extend  to  them  my  personal  thanks.  Each  mem- 
ber of  the  State  Medical  Society  has  been  invited  to  at- 
tend these  meetings  and  take  part  in  the  question  and 
answer  sessions.  I would  like  to  point  out  that  despite 
widespread  publicity  given  to  these  meetings  and  their 
express  purpose  of  giving  the  State  Medical  Society 
members  the  opportunity  to  inquire  about  the  malprac- 
tice program,  in  all  areas  there  was  minimal  response. 

To  the  other  members  of  the  Professional  Medical 
Liability  Insurance  and  Defense  Board,  I wish  to  extend 
my  personal  thanks  for  their  assistance  over  the  past 
year.  Our  meetings  have  often  been  lengthy  and  have 
required  sacrifice  on  the  part  of  each  one  of  you.  Thanks 
also  to  the  officials  of  Employers  Insurance  of  Wausau 
who  have  met  with  us  during  the  course  of  the  past  year 
to  discuss  our  problems.  We  thank  the  local  representa- 
tives of  the  company  for  their  cooperation,  as  well  as 
the  attorneys  associated  with  Martin,  Clearwater  & Bell. 
Personnel  in  the  office  of  the  Indemnity  Representative 
have  been  most  cooperative  in  gathering  information 
needed  by  the  Board. 

During  the  past  year,  the  Board  was  saddened  by  the 
death  of  Thomas  M.  D’Angelo,  M.D.,  who  had  served 
continuously  since  1943  as  a member  of  the  Professional 
Medical  Liability  Insurance  and  Defense  Board  and  the 
committees  that  preceded  the  formation  of  this  Board. 
On  four  different  occasions  Dr.  D’Angelo  was  chairman 
of  the  Board  and  for  many  years  was  vice-chairman. 
Dr.  D’Angelo  added  his  wealth  of  experience  to  our  delib- 
erations, and  his  presence  will  be  missed  by  the  Board 
members. 

Respectfully  submitted, 

Arthur  J.  Mannix,  Jr.,  M.D.,  Chairman 
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Legal  Counsel 


To  the  House  of  Delegates,  Gentlemen: 

This  is  my  twenty-eighth  report  on  the  activities  of  the 
office  of  Counsel  to  the  Medical  Society  of  the  State  of 
New  York.  Sixty  years  ago,  George  W.  Whiteside  was 
appointed  counsel  to  the  Medical  Society.  He  was  asso- 
ciated in  the  practice  of  law  with  Lloyd  Paul  Stryker. 
When  he  resigned  to  become  the  managing  partner  of  the 
Chadbourne  firm,  Mr.  Stryker  succeeded  him  as  counsel. 
It  was  just  at  that  time,  on  my  graduation  from  Colum- 
bia Law  School  in  the  spring  of  1928,  that  I became  a 
junior  associate  in  the  office,  and  I have  spent  my  entire 
career  of  forty-two  years  mainly  occupied  with  the  affairs 
of  the  State  Society  and  its  members. 

When  Mr.  Stryker  resigned  as  counsel  to  devote  his 
activities  to  the  trial  of  some  of  the  most  important  civil 
and  criminal  cases  in  the  history  of  this  State,  he  was 
succeeded  by  Lorenz  J.  Brosnan.  I,  then,  became  almost 
continuously  engaged  in  the  trial  of  Supreme  Court  cases 
spending  a great  part  of  my  time  in  upstate  New  York, 
long  before  travel  was  as  easy  as  it  is  today.  While  the 
work  has  been  demanding,  I have  thoroughly  enjoyed  it. 
I am  greatly  indebted  to  a host  of  members  of  the  medi- 
cal profession  who  have  been  of  invaluable  assistance. 
When  I entered  the  office  we  had  5 attorneys  and  all  of 
their  time  was  spent  with  the  activities  of  the  State 
Society.  Now  we  have  15  attorneys  who  devote  most  of 
their  time  to  the  legal  affairs  of  the  Society  and,  more 
particularly,  to  the  preparation  and  trial  of  professional 
liability  claims  and  cases. 

As  I will  develop  in  my  report,  this  field  of  endeavor 
has  expanded  greatly  and  is  a source  of  concern  to  the 
physicians  and  other  allied  professions  as  well  as  hospi- 
tals. With  the  aid  of  my  associates,  about  whom  I shall 
speak  of  in  some  detail,  we  manage  literally  thousands  of 
these  matters. 

Robert  J.  Bell,  who  is  the  attorney  for  the  Society, 
came  with  us  in  1933.  He  is  a member  of  the  American 
College  of  Trial  Lawyers,  and  last  year  he  was  president 
of  the  Brooklyn-Manhattan  Trial  Lawyers  Association. 
He  has  served  on  committees  of  the  New  York  County 
Lawyers  Association.  He  has  tried  a host  of  cases,  and 
this  fall  has  brought  to  a successful  conclusion  three 
trials.  He  is  held  in  the  highest  regard  by  the  judges  and 
lawyers  alike,  and  I could  make  up  a bound  volume  of  the 
letters  of  praise  that  doctors  have  sent  me  over  the  years 
in  appreciation  of  the  kind,  considerate,  and  skillful  serv- 
ice that  he  has  rendered  in  their  behalf. 

Harold  Shapero  went  with  Mr.  Stryker  when  the  latter 
resigned  as  Counsel  to  the  Society.  He  was  assistant 
coun.sel  in  all  the  famous  cases  that  Mr.  Stryker  tried, 
and  when  Mr.  Stryker  began  to  restrict  his  activities  in 
the  last  year  or  so  of  his  life,  it  was  agreed  that  it  would 
be  a fine  thing  if  Harold  came  to  this  office.  He  has  been 
with  us  for  fifteen  years,  and  he  is  a member  of  the  Ameri- 
can College  of  Trial  Lawyers.  He  has  tried  scores  of 
cases,  written  many  briefs,  and  argued  appeals.  He  has 
just  finished  a case  wherein  he  succeeded  in  exonerating 
a physician,  where  the  charge  was  negligence  in  operat- 
ing on  an  injured  hand  leading  to  the  patient’s  death. 
A verdict  with  interest  was  returned  against  other  defend- 
ants and  amounted  to  $34(),()00.  ’I’he  trial  took  three 
weeks  in  Westchester  County.  The  preparation  of  the 
physician’s  defense  and  its  presentation  were  managed 
brilliantly,  and  this  is  but  the  latest  in  a succession  of 
similar  results  that  this  fine  lawyer  has  achieved. 


John  J.  DeLuca  has  been  with  us  over  twenty-five 
years  and  has  carried  a heavy  burden  of  depositions  and 
appellate  practice.  He  is  a lawyer  of  exceptional  learn- 
ing, and  he  has  been  a tower  of  strength  through  the 
years. 

Donald  J.  Fager,  who  manages  the  Syracuse  office, 
prepares  and  tries  a great  volume  of  litigation  upstate. 
He  came  with  us  after  a distinguished  academic  career 
at  Notre  Dame  University  and  New  York  University 
School  of  Law  where  he  was  a member  of  the  Law  Re- 
view. He  has  recently  been  appointed  junior  attorney 
for  the  Society.  He  has  followed  in  the  footsteps  of 
myself  and  Mr.  Bell  and  has  tried  lawsuits  in  the  major- 
ity of  counties  of  this  State.  As  I write  this  report,  he  has 
brought  to  a successful  conclusion  a ten-day  trial  in 
Albany  County,  and  he  is  about  to  start  one  in  Onondaga 
County. 

Anthony  Louis  Schiavetti  has  now  been  with  us  for 
ten  years.  After  graduating  from  Fordham  University, 
he  was  a Lieutenant  in  the  Army  and  served  in  Korea. 
He  then  worked  in  the  managing  attorney’s  office  in  a 
large  Wall  Street  firm  while  going  through  law  school  at 
night.  He  is  a most  effective  trial  lawyer  and  has  tried 
cases  in  many  of  the  metropolitan  counties. 

Francis  P.  Bensel  who  had  several  years  of  expe- 
rience with  a large  corporate  firm  has  now  been  with  us 
for  five  years.  He  is  the  son  of  a distinguished  trial 
lawyer  and  is  emulating  his  father’s  achievements.  He 
has  tried  many  cases  and  just  finished  a case  in  Rock- 
land County  where  a large  settlement  demand  was  made, 
which  involved  the  death  of  a mother  from  a ruptured 
splenic  aneurysm  shortly  after  the  birth  of  a child.  He 
presented  the  defense  in  a most  able  manner,  and  the 
jury  returned  a verdict  in  favor  of  the  obstetrician- 
defendant. 

Daniel  Boone,  Jr.,  who  came  with  us  after  serving  for 
several  years  on  the  staff  of  one  of  our  United  States 
District  Court  judges,  is  active  in  pretrial  procedures 
and  has  tried  a considerable  number  of  cases.  One  of 
his  recent  cases  involved  a suit  brought  by  a patient 
against  the  manufacturer  of  a pacemaker,  because  a wire 
broke  in  the  pacemaker  and  caused  a serious  complica- 
tion. The  manufacturer  brought  a third-party  action 
against  the  surgeon  claiming  that  he  knotted  the  wire 
and  caused  it  to  weaken  resulting  in  the  break.  After 
the  case  started,  the  defendant  remembered  that  one  of 
the  heart  surgeons  in  the  country  had  given  a lecture  in 
the  course  of  which  he  mentioned  that  he  occasionally 
knotted  such  a wire.  When  a call  was  put  through  to 
this  physician  who  practiced  in  a Southwestern  hospital, 
it  was  learned  that  he  was  in  another  part  of  the  country 
conducting  a seminar.  Through  a number  of  inquiries, 
we  were  finally  able  to  talk  to  this  world-renowned  au- 
thority on  the  telephone.  He  agreed  with  our  defend- 
ant’s position,  and  at  great  sacrifice  of  his  time,  he 
flew  to  New  York  to  take  the  stand.  No  questions  were 
asked  of  him  on  cross  examination,  and  the  case  was 
dismissed  as  to  the  doctor-defendant.  While  the  jury 
was  deliberating  on  the  cause  of  action  against  the 
manufacturer,  the  case  was  settled.  It  was  most  in- 
spiring to  all  of  us  that  this  great  physician  would  take 
the  time  out  to  help  one  of  his  fellows,  and  it  should  be 
a lesson  to  many  physicians  who,  when  we  ask  them  to 
help,  offer  all  kinds  of  reasons  as  to  why  they  cannot. 
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most  of  which  really  do  not  amount  to  more  than  an 
excuse. 

A.  Baisley  Sheridan,  who  retired  as  a member  of  the 
legal  staff  of  Ban  American  Airways  has  been  with  us  for 
two  and  one-half  years.  He  prepares  and  conducts  a 
substantial  number  of  examinations  before  trial.  This 
work  is  time  consuming,  and  some  of  these  hearings  go 
on  for  days.  He  agrees  with  me  that  they  are  a test  of 
one’s  patience.  The  idea  is  to  keep  them  moving  along, 
trying  all  the  time  to  avoid  obstructive  tactics  of  the 
opponent  so  that  we  do  not  have  to  go  to  a judge  for 
rulings  and  further  sessions.  Some  days  the  office  looks 
like  a clinic  as  a host  of  witnesses  appear  to  give  their 
testimony. 

George  van  Setter,  who  was  a Root  Tilden  Scholar  at 
New  York  llniversity  Law  School,  has  now  been  with  us 
five  years.  He  has  conducted  many  proceedings  relating 
to  the  preparation  of  our  cases  and  has  tried  a number 
of  them. 

Walter  G.  Alton,  Jr.,  who  assisted  Don  Fager  for  sev- 
eral years  with  our  upstate  cases,  and  last  spring  tried 
three  Supreme  Court  cases  in  as  many  different  counties 
all  to  a successful  conclusion,  has  now  come  back  to  the 
New  York  City  office.  His  place  in  the  Syracuse  office 
has  been  taken  by  John  Ganotis,  a graduate  of  Syracuse 
University  and  Duke  Law  School,  who  for  several  years 
was  associated  with  a Syracuse  lawyer  recently  elected 
judge.  We  are  pleased  to  have  him  with  us. 

Steven  C.  Mandell,  who  after  his  graduation  from  New 
York  University,  was  the  managing  clerk  in  our  office 
while  he  attended  St.  John’s  Law  School  at  night. 
Since  his  admission  to  the  bar  several  years  ago,  he  has 
tried  and  won  a number  of  Civil  Court  cases. 

Joseph  Story,  a graduate  of  Miami  University  in  Ohio 
and  Duke  Law  School,  who  then  worked  for  the  Federal 
Bureau  of  Investigation  as  an  agent  for  three  years,  has 
recently  joined  our  staff.  After  participating  in  the 
preparation  of  a number  of  cases  and  conducting  many 
depositions,  he  is  now  starting  on  his  career  as  a trial 
lawyer. 

Richard  A.  Young,  a graduate  of  Brown  University  and 
the  University  of  Virginia  Law  School,  was  until  recently 
in  corporate  employment  after  having  spent  several 
years  with  a Wall  Street  firm,  and  he  has  just  joined  our 
office. 

Assisting  Steve  Mandell  in  the  management  of  the 
detail  of  the  office  is  Melvin  Bernheimer,  a graduate  of 
Boston  University,  who  worked  for  one  of  our  large  phil- 
anthropic organizations  in  a managerial  capacity  and 
then  decided  to  attend  night  law  school  at  which  time 
he  came  with  us.  So,  I think  that  we  have  a good  mix- 
ture of  ages  and  are  assured  of  a continuity  of  service. 

Insurance  Coverage.  Since  I have  mentioned  so 
much  about  deposition  procedures,  this  seems  a good 
time  to  again  remind  physicians  that  good  records  are  a 
bulwark  of  strength  in  the  defense  of  professional  lia- 
bility cases.  This  point  was  well  made  in  the  Journal 
of  the  Oklahoma  State  Medical  Society  relating  to 
“Malpractice  Prophylaxis,”  wherein  it  was  said: 

Ideal  medical  records  should  be  kept  in  every  case:  (a)  rec- 
ords that  would  be  acceptable  when  offered  in  court;  (b)  rec- 
ords that  clearly  show  what  was  done  and  when  it  was  done; 
and  (c)  records  which  establish  that  nothing  was  neglected 
and  the  given  care  fully  met  an  acceptable  standard. 

If  any  patient  discontinues  treatment  before  he  should,  or  if 
he  fails  to  follow  instructions,  the  record  should  show  the  fact. 

A good  method  is  to  file  a carbon  copy  of  the  letter  sent  the 
patient  advising  him  against  the  unwise  course.  The  physi- 


cian, in  his  selection  of  a patient,  should  limit  himself  to 
such  fields  as  are  within  his  qualifications.  He  should  keep 
abreast  of  the  times.  If  he  confines  his  practice  to  his  office 
and  does  not  make  house  calls,  he  should  advise  his  patients 
of  this  fact  before  undertaking  their  care. 

May  I say  that  there  is  a good  deal  of  advice  that  can 
help  a physician  to  avoid  controversy  with  his  patient. 
The  State  Medical  Society  is  making  a major  effort  to 
educate  its  members  in  this  regard.  We  participate  in 
regional  conferences  where  half  of  an  all-day  session  is 
devoted  to  a discussion  of  professional  liability  and  what 
a physician  may  do  to  improve  the  situation.  I have  just 
attended  one  of  these  meetings  held  in  Valley  Stream, 
where  over  250  physicians  were  present.  The  attendance 
has  been  spotty  at  some  of  these  meetings  but  simply 
magnificent  at  others.  Mr.  Fager  has  addressed  four  of 
them  in  upstate  New  York  which  were  very  well  attended 
and  there  were  many  favorable  comments  regarding  the 
panel  discussion  of  professional  liability. 

I was  asked  to  address  a meeting  of  the  executives  of 
various  county  medical  societies  held  recently  at  the 
Westchester  Academy  of  Medicine.  The  turnout  was 
excellent  in  numbers  and  in  the  active  participation  of 
those  present.  I was  rather  amused  that  one  of  the  topics 
was  “More  Vigorous  Defense  of  Malpractice  Claims  and 
Suits.”  Some  of  what  I said  about  our  recent  trials  indi- 
cates that  plenty  of  vigor  is  already  being  displayed  in 
this  regard.  No  matter  how  vigorous  one  wishes  to  be 
in  the  defense  of  a physician  charged  with  a departure 
from  proper  practice,  one  must  use  his  experience  and 
judgment  in  the  decision  as  to  whether  settlement  or 
trial  should  ensue,  and  a decision  in  this  regard  is  not 
an  arbitrary  one.  It  is  based  on  the  view  of  the  defend- 
ant himself  as  to  whether  he  wishes  to  go  through  with 
the  trial,  the  decision  of  the  insurance  company  after  it 
has  thoroughly  investigated  the  matter  and  obtained  ex- 
pert opinions  in  relation  to  it,  plus  the  ever  vigilant  re- 
view of  these  cases  by  county  and  State  committees  and 
boards  and  last  but  not  least  the  decision  of  this  office 
as  to  what  we  think  is  the  best  thing  to  do. 

When  I quote  later  on  in  this  report  from  my  testimony 
before  Senator  Norman  Lent’s  Committee,  I hope  you 
will  get  a little  of  the  flavor  of  a type  of  situation  that 
arises  where  it  would  be  decidedly  unwise  to  go  through 
to  a jury  verdict.  Incidently,  one  should  be  disabused 
of  the  thought  that  practically  all  malpractice  cases 
have  no  just  basis  and  that  all  doctors  wish  them  to  be 
defended  to  the  bitter  end.  In  litigated  matters  the 
gamut  is  run  from  black  to  white  with  overtones  of  gray, 
and  many  factors  enter  into  the  picture.  One  must  con- 
fess that  if  a physician  faces  financial  ruin  should  a ver- 
dict be  returned  against  him  and  he  has  insurance  with 
small  limits,  much  soul-searching  is  done  before  he  is 
subjected  to  the  vagaries  of  the  jury  system. 

Not  only  is  the  Legislature  of  the  State  of  New  York 
vitally  interested  in  the  problem  of  the  costs  of  profes- 
sional liability  insurance  since  it  eventually  affects  the 
cost  of  medical  care,  but  the  U.S.  Department  of  Health, 
Education,  and  Welfare  has  a full-time  assistant  who  is 
studying  this  whole  field.  Everyone  knows  that  costs 
have  risen  greatly  in  the  last  few  years  and  more  can  be 
learned  about  that  by  studying  the  report  of  the  Pro- 
fessional Medical  Liabi’ity  Insurance  and  Defense 
Board. 

It  is  interesting  to  note  that  the  American  Medical 
Association  through  a broker  has  been  negotiating  with 
one  of  our  largest  insurance  companies  to  try  to  obtain 
for  a number  of  states  group  malpractice  insurance. 
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Most  of  these  states  have  no  such  coverage  presently 
available.  To  date,  the  problem  has  not  been  solved. 
Pilot  programs  are  all  the  company  seems  to  be  inter- 
ested in.  If  it  is  any  consolation  to  the  medical  profes- 
sion, the  legal  profession  is  faced  with  the  same  prob- 
lem. The  Association  of  the  Bar  of  the  City  of  New  York 
recently  sent  to  its  members  a review  of  the  situation 
in  which  it  reports  that  only  two  companies  are  inter- 
ested in  writing  professional  liability  insurance  for  law- 
yers, and  there  will  be  a $5,000  deductible  before  the 
carrier  will  have  to  answer  in  damages. 

The  American  Medical  Association  and  the  American 
Bar  Association  will  conduct  a joint  national  medico- 
legal seminar  this  spring  in  New  York  City  and  promi- 
nent in  the  subjects  to  be  discussed  will  be  the  critical 
problem  presented  by  malpractice  litigation. 

Conspiracy  of  Silence.  I state  categorically  that  there 
is  no  shortage  of  professional  witnesses  to  testify  on  the 
plaintiff’s  behalf  in  these  cases  provided  that  they  are 
amply  compensated.  The  old  charge  that  there  is  a con- 
spiracy of  silence  on  the  part  of  the  medical  profession 
is  a false  one.  Not  one  of  the  considerable  number  of 
physicians  who  have  testified  for  plaintiffs  against  a 
fellow  physician  has  ever  been  disciplined  by  a medi- 
cal society  in  this  State.  Nor  has  the  carrier  for  the 
State  Society  ever  revoked  coverage  for  one  of  these 
physicians.  We  would  not  countenance  such  discipli- 
nary action,  and  we  have  always  taken  the  position  that 
it  would  only  make  a martyr  out  of  a particular  physician 
and  increase  his  value  as  a witness  in  subsequent  cases. 
There  is  only  one  effective  way  to  handle  expert  wit- 
nesses on  either  side  and  that  is  to  be  amply  prepared 
to  cross  examine  the  witness  and  prove  him  wrong  if,  in 
fact,  he  is. 

Insurance  Carrier.  While  I am  on  the  subject  of  mal- 
practice insurance,  I wish  to  pay  tribute  to  the  officers 
and  employes  of  the  Employers  Insurance  of  Wausau. 
The  skilled  and  fair  treatment  accorded  to  all  their  in- 
sured physicians  is  a model  of  its  kind.  I might  say  that 
this  has  been  recognized  nationally  and  has  been  com- 
mented on  in  symposia  that  I have  attended  out  of  state. 
Their  loss  experience  has  been  most  unfortunate,  but 
they  have  persisted  in  their  efforts  to  render  a social 
service  to  the  physicians  of  this  State.  There  are  judges 
and  plaintiff’s  lawyers  who  scoff  at  the  increased  finan- 
cial burden  that  professional  liability  places  on  a phy- 
sician, and  they  make  flip  remarks  that  it  is  passed  on 
to  the  patient  in  any  event,  but  the  existence  of  this 
insurance  is  a great  benefit  and  should  the  few  remaining 
carriers  in  this  field  decide  to  wash  their  hands  of  it,  an 
economic  tragedy  would  ensue. 

Abuses  by  Plaintiffs’  Attorneys.  I call  attention 
to  comments  which  I have  made  before  Senator  Lent’s 
Committee  regarding  some  of  the  abuses  that  can  be 
corrected  so  far  as  the  conduct  of  the  plaintiff’s  bar  is 
concerned,  which  read  in  part  as  follows: 

Very  disturbing  is  the  practice  used  by  some  attor- 
neys of  naming  as  defendants  practically  everybody 
who  appears  on  the  hospital  record  as  having  treated 
a patient.  It  is  a source  of  heartache  and  expense 
to  many  of  the  doctors  so  named  that  they  are  in- 
cluded. 1'hey  may  spend  days  of  their  time  in  court 
before  plaintiff’s  counsel  with  a specious  show  of  fair- 
ness discontinues  against  them,  and  furthermore,  no- 
body ever  offers  them  one  cent  of  recompense  for  the 
time  that  has  been  taken  away  from  their  practice 


Joseph  Kellner,  plaintiffs’  counsel  in  a number  of 
malpractice  cases  is  quoted  in  a bulletin  of  the  Ameri- 
can Arbitration  Association,  October  28,  1970,  as 
follows:  “Lawyers  who  are  frustrated  in  their  search 

for  doctors  to  testify  often  become  trigger  happy  and 
sue  with  or  without  a doctor  and  with  or  without  a good 
case.  Some  lawyers,  out  of  sheer  ignorance  of  the 
medical  aspects  of  the  case  or  in  the  hope  of  finding 
a doctor  to  testify  just  before  trial,  will  sue  on  a hope 
and  a prayer.  Later  they  must  drop  or  lose  the  case 
when  no  doctor  will  agree  to  testify — a fiasco  which  i 
adds  to  calendar  congestion  in  the  courts.” 

So  far  as  the  way  these  cases  are  processed  through 
the  courts,  much  can  be  changed  for  the  better.  I be- 
lieve that  the  initial  pleadings  in  a malpractice  action, 
indeed,  if  not  in  all  cases,  should  be  filed  in  the  state 
courts  in  a manner  similar  to  that  employed  in  the  Fed- 
eral courts  and  that  a modest  filing  fee  should  be  re- 
quired. Except  on  a showing  of  poverty,  a bond  for  costs 
should  be  posted.  Quite  a number  of  malpractice  cases 
are  brought  for  settlement  purposes  only  and  never  ac- 
tually come  into  the  courts  until  a motion  is  made  to  j 
dismiss  the  pleadings  at  a late  date.  1 

The  adoption  of  the  Federal  deposition  procedure  by  ; 
our  state  courts  works  well  when  it  is  not  abused.  It 
furnishes  both  sides  with  a reasonably  accurate  picture 
of  what  took  place  and  in  many  cases  leads  to  a fair  dis- 
position. However,  some  attorneys  do  abuse  the  sys- 
tem. They  will  take  a physician-defendant  and  examine 
him  interminably,  then  when  the  case  begins,  although 
they  can  read  his  testimony,  they  will  call  him  as  a wit- 
ness and  in  anything  but  an  orderly  chronologic  fashion 
have  him  testify  again  on  the  same  matters.  When  you 
try  to  have  him  give  his  recollection  of  the  facts,  you  are 
often  interrupted  by  the  judge  and  asked  if  you  are  not 
being  repetitious  and  if  you  cannot  hurry  up  as  there  is 
a great  backlog  of  cases  in  the  court. 

The  jury  selection  method  used  in  many  of  our  courts 
is  one  which  allows  too  much  leeway  in  questioning  and  j 

almost  always  out  of  the  presence  of  a judge,  sometimes  I 

days  before  a judge  is  assigned  to  the  case.  Questions  , 

are  directed  to  each  individual  juror  which,  as  an  in-  j 

stance,  “whether  he  knows  the  suit  is  for  a lot  of  money, 
and  whether  he  can  bring  in  a large  verdict  should  the 
proof  call  for  the  same.”  Much  self  praise  is  indulged 
in.  The  Federal  system  is  immensely  superior.  A dis-  j 
trict  judge  usually  asks  the  questions  and  selects  the  jury 
in  an  hour  or  less.  Some  of  our  state  judges  have  begun  I 

to  admonish  counsel  to  refrain  so  far  as  possible,  from  j 

addressing  questions  to  each  individual  juror.  A sense  i 

of  what  is  correct  is  well-stated  in  the  following  pretrial  1 

order  issued  by  a Florida  Circuit  Court  in  New  Smyrna  ( 

Beach,  Volusia  County.  | 

1.  Efforts  to  influence  or  sway  the  minds  of  jurors  j 

prior  to  evidence  will  degrade  the  concept  of  fair  trial  ' 

and  will  not  be  permitted.  j 

2.  The  cases  may  not  be  argued  in  any  way  while  j 

questioning  the  jurors.  | 

3.  Jurors  may  not  be  questioned  concerning  antici-  ! 

pated  instructions  or  theories  of  law.  | 

4.  The  counsel  may  not  engage  in  efforts  to  indoctri-  f 

nate,  visit  with,  or  establish  rapport  with  jurors.  ; 

5.  Jurors  may  not  be  asked  what  kind  of  verdict  they  ' 
might  render  under  any  given  circumstance. 

6.  Questions  are  to  be  asked  collectively  of  the  en- 
tire panel  whenever  possible. 

J’here  is  pressure  to  settle  malpractice  cases  because 
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the  judges  know  that  they  are  interminably  long  and  that 
intricate  questions  of  law  and  fact  must  be  decided.  As 
presently  constituted,  our  jury  system  is  far  from  an 
ideal  tribunal.  We  have  suggested  to  a number  of  our 
opponents  that  some  cases  be  arbitrated  but  have  not 
had  an  acceptance.  There  has  been  talk  of  panels  of 
doctors  and  law'yers  created  in  an  impartial  manner  by 
the  c(K)peration  of  bar  associations  and  medical  societies 
to  try  some  of  these  cases,  but  this  is  an  open-end  situa 
tion  where  the  plaintiffs  are  willing  at  times  to  have  such 
a hearing  but  not  to  h^ve  it  binding  on  them.  Arbitra 
tion  has  the  merit  of  prompt  disposal  before  an  impartial 
panel  and  as  a side  benefit  is  usually  held  in  a place 
far  more  conductive  to  calm  behavior  than  several  of  our 
decrepid,  old  courthouses  in  this  city. 

Contigent  Fee  System.  Many  doctors  are  shocked 
by  the  contingent  fee  system,  which  is  the  basic  method 
used  to  finance  negligence  litigation  in  this  country. 

I cannot  see  any  swift  abolition  of  this  system  which  was 
created  at  a time  when  most  litigants  in  all  types  of  negli- 
gence cases  were  impecunious.  Recently,  a former  presi- 
dent of  the  American  Bar  Association  defended  the  sys- 
tem, although  he  admitted  there  were  many  abuses  of 
it.  May  I cite  one. 

Not  long  ago  in  a case  where  we  were  one  of  a number 
of  attorneys  representing  defendants  in  a county  of  this 
State,  which  I shall  not  name,  and  shortly  after  several 
sessions  of  examinations  before  trial  had  taken  place, 
serious  negotiations  took  place  in  an  effort  to  settle  a 
case  involving  a young  mother  and  her  third  child.  It 
was  charged  that  they  both  received  brain  damages  as 
a result  of  medication  given  prior  to  the  delivery  of  the 
infant  plaintiff.  Finally  settlement  was  effected  in  the 
sum  of  $650,000.  Of  this  sum  $360,000  was  allotted  to 
the  infant  and  $290,000  to  the  parents.  A Compromise 
Order  in  the  infant’s  action  was  prepared  by  the  plain- 
tiff’s attorney  and  submitted  to  a judge  other  than  the 
one  who  had  conducted  the  pretrial  conferences.  The 
judge  allowed  one  third  of  the  infant’s  settlement  as  a 
fee  for  the  lawyer.  I assume  the  same  percentage  was 
obtained  in  the  parent’s  action  as  well. 

I find  these  fees  to  be  shocking.  It  is  only  fair  to  state 
that  many  judges,  when  they  have  jurisdiction  over  cases 
brought  on  behalf  of  infants,  incompetent  persons,  or  in 
a WTongful  death  action  insist  that  the  attorney’s  fee 
be  a reasonable  one,  and  many  plaintiff’s  lawyers  volun- 
tarily reduce  their  fees.  Yet,  never  once  in  any  of  the 
publications  of  the  plantiffs’  bar  have  I ever  seen  a sin- 
gle suggestion  that  the  contingent  fee  be  reduced  as  the 
amount  of  settlement  increases. 

What  our  English  brethren  think  of  the  contingency 
fee  is  illustrated  by  words  taken  from  part  of  a lecture 
given  by  Professor  T.  Cecil  Gray,  of  the  University  of 
Liverpool,  at  the  annual  dinner  of  the  Medico-Legal 
Society,  held  at  Middle  Temple  Hall,  on  May  13,  1970: 

Another  characteristic  of  the  law  that  we  medicos  like  to 
think  we  share  is  integrity.  1 should  like  to  be  serious  for  a few 
minutes  because  we  thank  God  for  it  particularly  when  we  look 
across  the  Atlantic.  There  it  is  quite  usual  in  medicolegal 
practice  in  the  sort  of  field  many  of  us  here  are  involved  in, 
in  cases  of  malpractice  and  so  on,  to  have  what  they  call  con- 
tingency payments.  For  the  sake  of  the  ladies  present  1 will 
explain  that  this  is  an  arrangement  whereby  the  lawyer  and 
counsel  gather  their  fees  in  medicolegal  cases  deducted  from 
the  damages  awarded  to  the  plaintiff  in  a hospital  case  and  so 
on.  These  fees  so  deducted  may  run  to  anything  from  one 
third  to  a half  of  the  damages  awarded. 


Incidenlly,  1 understand  that  the  judges  in  awarding  dam- 
ages not  infrequently  give  the  damages  that  they  want  the  pa- 
tient to  get  plus  the  fee,  of  a third  or  a half  as  the  case  may 
be.  So  it  is  no  surprise  that  insurance  for  protection  of  doc- 
tors in  the  States  is  a matter  of  fantastic  expense  to  the  pro- 
fession. 

It  also  seems  that  this  practice  accounts  to  a considerable 
extent  for  tbe  enormous  scale  of  litigation  against  hospitals 
and  doctors  in  that  country.  I am  not  going  to  suggest  for  a 
moment  that  you  should  take  that  practice  up,  or  that  you 
have  any  thought  of  doing  so,  but  I want  to  make  a point  that 
will  become  apparent  in  a few  minutes.  You  probably  do  not 
know  the  scale  of  that  litigation,  but  you  should,  because 
we  must  watch  things  here.  It  is  surprising  to  think  that  at 
this  very  moment  one  in  ten  doctors  in  Los  Angeles  County 
is  involved  in  litigation.  That  is  g(K)d  business,  I know. 
There  are  about  2,.‘j(K)  malpractice  suits  pending  at  this 
moment  in  southern  California  alone.  This  points  to  an  enor- 
mous vested  interest  that  can  grow  up  in  that  sort  of  climate 
if  it  gets  out  of  hand. 

We  in  the  defense  societies  in  this  country  are  unhappy  that 
we  are  having  to  double  our  subscriptions  by  the  medical  pro- 
fession from  6 pounds  to  12  pounds,  having  kept  them  steady 
for  the  past  five  years.  Yet  in  Southern  California  the  sub- 
scriptions have  been  doubled  in  1968  and  again  in  1969,  and 
will  almost  certainly  be  doubled  again  in  1970.  'I'he  average 
doctor  in  southern  California  was  paying  no  less  than  $4,000 
a year  protection  in  1969.  So  you  can  imagine  what  the  really 
hazardous  doctor  is  having  to  pay. 

So  far  as  legislation  in  this  field  is  concerned,  I re- 
spectfully submit  that  the  change  most  needed  in  mal- 
practice actions  is  a correction  of  what  I think  is  a wrong 
decision:  to  wit,  Flanagan  v.  Mt.  Eden  General  Hospi- 
tal. 24  N.Y.S.  2d  427;  301  N.Y.S.  23,  1969.  The  case  de- 
cided that  the  statute  of  limitations  in  New  York,  which 
had  previously  been  held  to  accrue  at  the  time  of  the  act 
complained  of,  was  modified  in  the  case  of  a foreign  body 
and  the  so-called  discovery  rule  would  apply.  In  other 
words,  the  period  of  the  three-year  statute  would  not 
start  to  run  until  the  date  of  the  discovery  of  the  foreign 
body.  In  the  Flanagan  case  it  was  claimed  that  a clamp 
had  been  left  in  during  the  course  of  an  operation  per- 
formed on  July  15,  1958,  and  that  it  was  discovered  in 
June,  1966.  An  action  against  the  hospital  was  com- 
menced in  October,  1966,  and  against  the  physician  in 
November,  1966.  At  that  time  the  physician  was  de- 
ceased, and  the  action  was  brought  against  his  estate. 
Realization  of  what  that  decision  means  for  doctors  in 
this  State  is  vividly  illustrated  by  a number  of  lawsuits 
that  were  brought  after  it  was  published  wherein  as 
many  as  fifteen  years  separated  operation  and  discovery. 
I received  a call  recently  from  a doctor,  who  in  the  course 
of  taking  an  x-ray  film  for  a suspected  fracture,  dis- 
covered a small  curved  fragment  of  a needle  which  had 
been  left  in  the  patient  during  the  course  of  an  episi- 
otomy.  The  patient  had  three  children;  the  youngest 
was  eleven  years  of  age.  There  were  no  complaints,  and 
I advised  the  doctor  to  tell  the  husband  of  the  presence 
of  the  foreign  body.  Actions  which  are  brought  for  some- 
thing that  happened  many  years  prior  thereto,  are  very 
difficult  to  try  because  records  have  been  lost  and  wit- 
nesses have  either  died  or  disappeared  and  the  exact  cir- 
cumstances cannot  be  reconstructed.  Any  statute  of 
limitations  will  cause  an  occasional  injustice,  but  the 
Flanagan  decision  dating  the  running  of  the  statute  from 
the  discovery  of  a foreign  body  sets  no  decent  time  limit. 

I,  therefore,  feel  that  perhaps  with  some  moderate  ex- 
tension for  infants  that  the  statute  recently  passed  in 
California  (SB  362)  which  “Sets  statute  of  limitation  on 
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malpractice  suits  at  four  years  after  injury  or  one  year 
after  ‘discovery’  whichever  occurs  first,”  should  in  words 
or  substance,  be  adopted  in  this  State.  Of  course  in  the 
instance  of  deliberate  deception  on  the  part  of  the  treat- 
ing physician,  the  statute  would  not  run.  This  is  true 
under  our  present  rules.  May  I state  that  before  this  re- 
cent change  in  the  California  statute,  there  had  been  a 
number  of  court  decisions  which  created  an  ever  more 
liberal  interpretation  of  the  statute  than  in  this  state. 

Another  great  injustice  to  hospitals  and  doctors  arises 
because  of  Article  2,  Section  208,  of  tbe  Civil  Practice 
Law  and  Rules  entitled;  “Infancy,  insanity  or  impris- 
onment,” which  states  in  part:  “The  time  within  which 
the  action  must  be  commenced  shall  not  be  extended  by 
this  provision  beyond  ten  years  after  the  cause  of  action 
accrues,  except  where  the  person  was  under  twenty-one 
years.”  We  have  had  a number  of  cases  where  fifteen  or 
more  years  have  passed  since  the  acts  complained  of 
occurred.  1 received  a call  from  an  upstate  physician 
who  had  just  been  served  with  a summons  that  included 
his  hospital  as  a codefendant.  Diligent  search  revealed 
that  the  only  time  he  had  ever  seen  the  patient  was  at  or 
soon  after  his  birth  which  occurred  twenty-three  years 
before.  He  was  quite  a young  physician  at  that  time  and 
none  of  the  physicians  and  nurses,  then  on  the  service 
at  his  hospital,  were  still  available. 

Every  year  1 receive  from  William  Hawkins,  the  solici- 
tor of  the  Medical  Protection  Society  (of  Great  Britain) 
their  Annual  Report,  and  1 quote  in  part  from  the  Report: 
“The  Family  Law  Reform  Act,  1969,  which  reduces  the 
age  of  majority  from  twenty-one  to  eighteen  years  con- 
tains a provision  of  special  interest  and  importance  to 
medical  and  dental  practitioners.  Section  8 provides 
that  the  consent  of  a minor  who  has  attained  the  age  of 
sixteen  years  to  any  surgical,  medical,  or  dental  treat- 
ment shall  be  as  effective  as  it  would  be  if  be  were  of  full 
age,  and  where  such  a minor  has  given  effective  consent 
by  virtue  of  that  section,  it  shall  not  be  necessary  to 
obtain  the  consent  of  his  parent  or  guardian.”  This 
seems  to  me  to  be  a reform  that  would  be  a just  one  for 
New  York  State  to  adopt. 

One  must  wonder  what  will  happen  if  some  ceiling  is 
not  put  on  verdicts  to  avoid  some  of  the  wild  excesses 
that  occur.  It  is  not  that  a given  tragic  situation  can 
be  measured  in  dollars  but  ratber  it  is  just  not  practical 
to  allow  too  great  a recovery,  and  this  is  a situation  that 
the  plaintiff’s  bar  just  does  not  face  up  to.  Their  great- 
est worry  is  that  the  automobile  cases  will  be  taken  out 
of  the  courts.  Yet,  even  in  that  field,  they  seem  to  re- 
sist any  change.  They  are  wholly  content  to  stay  with 
the  situation  as  it  exists.  They  also  boast  that  because 
of  the  pre.sence  of  so  many  lawyers  in  the  Legislature, 
there  will  be  little,  if  any,  change,  but  in  the  end,  the 
people  of  this  State  must  prevail.  1 do  not  wish  to  be 
understood  to  be  recommending  that  a Workmen’s 
(kimpensation  type  of  recovery  should  be  had  with  its 
rather  restricted  limits  for  loss  of  life  or  limb.  After  all, 
workmen  recover  regardless  of  fault,  but  even  where  you 
must  prove  fault  as  a preliminary  to  collecting  damages, 
moderation  is  of  the  essence.  As  an  illustration  of  an  ex- 
cessive verdict,  I sustained  a traumatic  experience  before 
a jury  in  Kings  County  where  one  of  the  two  doctors  1 
rcqiresented  was  exonerated  and  the  other  was  held  along 
with  a hospital  and  an  osteopath  for  the  death  of  quad- 
rufilels  within  two  days  of  their  birth.  h)ach  infant 
was  awarded  the  sum  of  .$r){),000  with  interest  from  the 
date  of  death.  Despite  the  fact  that  there  was  ample 


testimony  that  their  life  expectancy  was  most  precarious 
and  of  one  of  the  infants  practically  nil,  the  judge  al- 
lowed testimony  about  a contract  between  the  parents 
of  much  older  quadruplets  and  a baby  food  company. 
Tbe  trial  judge  cut  the  verdict  for  each  child  from 
$50,000  to  $30,000.  We  then  took  the  matter  up,  and  the 
Appellate  Division  of  the  Second  Department  unani- 
mously reversed  the  decision  as  noted  in  the  following 
memorandum: 

In  an  action  to  recover  damages  for  wrongful  death  of 
plaintiff's  deceased  infant  quadruplets,  based  on  medical 
malpractice,  defendants  “A,"  D.O.,  the  Long  Island  Jewish 
Hospital,  and  “F,  ” M.D.  separately  appeal  (1)  from  an  order 
of  the  Supreme  Court,  Kings  County,  entered  June  18,  1969, 
which  granted  their  motions  to  set  aside  a jury  verdict  against 
them  and  in  favor  of  plaintiff,  and  granted  a new  trial  as  to 
them,  but  only  if  plaintiff  failed  to  stipulate  to  reduce  the 
verdict  as  to  each  child  from  $50,041.25  to  $30,140.25  (plain- 
tiff so  stipulated);  and  (2)  as  limited  by  their  briefs,  from  so 
much  of  a judgment  of  said  court,  entered  June  26,  1969,  as 
in  favor  of  plaintiff  against  said  defendants  upon  the  verdict 
as  reduced  by  plaintiff’s  stipulation. 

Judgment  reversed  in  so  far  as  appealed  from,  on  the  law 
and  the  facts,  and,  as  to  said  defendants,  action  severed  and 
new  trial  granted,  with  costs  to  abide  the  event. 

In  our  opinion  the  finding  of  the  jury,  implicit  in  its  ver- 
dict, that  the  various  alleged  acts  of  negligence  by  each  of  the 
appellants  contributed  to  the  deaths  of  the  infants  is  unsup- 
ported by  the  record.  Because  the  record  does  support  a find- 
ing that  appellants  were  guilty  of  acts  not  in  conformance 
with  accepted  standards  of  medical  practice,  although  there 
was  no  proof  of  causality,  we  grant  a new  trial  rather  than 
dismiss  the  complaint.  F’urthermore,  the  introduction  into 
evidence  of  a contract  entered  into  between  a baby  food  com- 
pany and  another  set  of  quadruplets,  on  the  issue  of  damages, 
was  error.  There  being  no  showing  that  it  was  likely  that 
such  a contract  would  have  been  entered  into  on  behalf  of 
plaintiff’s  intestates,  the  introduction  of  the  contract  was 
prejudicial,  as  remote  and  speculative. 

This  reversal  was  a source  of  great  satisfaction  as  we 
regarded  the  verdict  to  be  an  unjust  one.  The  chief  of  a 
large  obstetrical  service  testified  against  us,  and  he  had 
a host  of  petty  complaints  as  to  the  way  in  which  the 
children  were  managed.  For  instance,  two  of  them  were 
placed  in  each  available  isolette  until  the  city  transport 
vehicle  arrived  to  take  them  to  a premature  care  center. 
He  admitted  that  he  could  not  see  how  this  injured  the 
infants,  but  he  said  it  was  a violation  of  a City  ordinance. 
He  could  not  say  that  the  care  rendered  by  the  pediatri- 
cian caused  the  children  any  harm,  but  he  said  that  after 
making  a complete  examination  of  the  children,  in  a 
hospital  where  there  were  staff  doctors  in  attendance, 
that  he  had  no  right  to  leave  for  his  office  a half-hour 
before  the  vehicle  arrived  as  he  was  the  only  pediatrician 
present,  although  his  office  was  nearby  and  he  called 
frequently.  Also,  he  severely  criticized  the  premature 
center  for  holding  the  babies  up  for  photographs  before 
they  were  put  in  isolettes. 

Neither  time  nor  space  admits  of  my  telling  of  the 
enormous  variety  of  situations  that  we  are  faced  with. 
I'here  is  no  field  of  medicine  or  surgery  that  is  not  sub 
jected  to  the  risk  of  suit.  Very  often  violation  of  the  sim- 
plest rules  can  cause  trouble,  and  we  have  a classic  case 
where  a surgeon,  “Z,”  who  never  saw  the  patient,  was 
sued  along  with  the  hospital  who  employed  Dr.  “Z”  to 
take  care  of  the  emergency  room.  A patient  was  stricken 
with  a coronary  some  20  miles  from  his  home.  The  pa- 
tient’s wife  wanted  him  admitted  to  a hospital  near  their 
home.  When  she  called  the  hospital  and  was  told  that 
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Or.  "Z”  was  in  charge  of  the  emergency  room,  she  was 
delighted  because  Dr.  “Z”  had  treated  her,  and  she  held 
him  in  high  regard.  Her  husband  was  then  brought  to 
the  hospital  in  an  ambulance  equipped  with  oxygen.  He 
was  taken  into  the  emergency  room  where  he  was  seen 
only  by  a nurse  because  Dr.  “Z”  was  operating  at  another 
hospital.  After  the  patient  was  in  the  emergency  room 
for  a brief  period,  he  was  transferred  to  a room.  The 
nurse  left  him  alone  and  came  back  twenty  minutes  later 
to  find  him  dead.  Even  though  there  was  reason  to  be- 
lieve that  the  massive  coronary  he  sustained  might  well 
have  resulted  in  his  death,  it  was  most  embarrassing  that 
the  patient  had  been  seen  by  no  person  trained  to  order 
any  therapy  for  him,  and,  therefore,  the  case  was  settled. 

This  whole  problem  of  servicing  an  emergency  room  in 
a hospital  was  aptly  commented  on  in  a recent  article  by 
Lowell  Brown,  M.D.,  of  Freeport,  Long  Island,  wherein 
he  said:  “The  main  function  of  any  hospital,  and  par- 
ticularly the  community  hospital,  is  the  best  possible 
care  for  its  patients.  We  feel  that  this  can  be  achieved 
most  economically  by  a very  simple  and  direct  approach. 
One  must  hire  appropriate  personnel  at  whatever  the 
proper  cost  may  be,  to  cover  the  emergency  room  and 
inpatient  emergencies,  twenty-four  hours  a day.” 

Informed  Consent.  Many  of  the  questions  addressed 
to  us  at  the  regional  meetings  relate  to  the  doctrine  of 
informed  consent  which  has  been  the  subject  of  a consid- 
erable number  of  court  decisions  in  the  last  few  years. 
I am  happy  to  say  that  the  rule  seems  to  be  that  a doctor 
is  not  to  be  judged  by  hindsight  just  because  some  com- 
plication ensued  that  was  not  mentioned  to  the  patient 
beforehand.  The  New  York  courts  have  sustained  the 
principle  announced  in  Aiken  v.  Clary,  a Missouri  case, 
wherein  the  court  held:  “The  real  issue  here  is  whether 
plaintiff  is  required  to  go  further  and  as  a part  of  his  case 
offer  evidence  as  to  the  standard  of  medical  conduct  with 
reference  to  disclosures  by  the  physician  to  his  patient 
or  whether  this  is  a matter  which  the  jury  may  decide 
without  such  expert  testimony.  The  question  to  be 
determined  by-  the  jury  is  whether  defendant  doctor  in 
that  particular  situation  failed  to  adhere  to  a standard 
of  reasonable  care.  These  are  not  matters  of  common 
knowledge  or  within  the  experience  of  laymen.  Expert 
medical  evidence  thereon  is  just  as  necessary  as  is  such 
testimony  on  the  correctness  of  the  handling  in  cases 
involving  surgery  and  treatment.”  In  the  case  of  Petter- 
son  V.  Lynch  and  Frei  v.  Gaynor,  both  recent  New  York 
cases,  it  was  held  because  the  plaintiff  failed  to  offer 
such  proof  and  a proper  foundation  had  not  been  made  so 
that  no  question  of  fact  could  be  submitted  to  the  jury. 

However,  there  are  cases  where  a strong  point  can  be 
made  out  that  no  informed  consent  was  obtained  from  a 
patient.  For  instance,  there  was  an  upstate  case  where 
a nurse  sustained  serious  injuries  in  a car  collision  with 
only  a $10,000  policy  covering  the  owner.  It  was  clear 
that  the  condition  of  one  of  her  legs  was  such  that  if  it 
had  been  amputated  immediately,  there  probably  would 
have  been  no  criticism  of  the  orthopedic  surgeon  who  was 
called  in  consultation,  but  he  and  a plastic  surgeon  car- 
ried out  a number  of  procedures  aimed  at  saving  her  leg. 
There  came  a time  when,  during  one  of  the  plastic  op- 
erative procedures,  efforts  to  cover  the  damaged  soft 
tissue  proved  unavailing  and  without  any  written  per- 
mission, and  indeed,  as  was  claimed  by  the  plaintiff 
with  no  oral  permission,  the  plastic  surgeon  called  in 
the  orthopedic  surgeon  while  the  patient  was  uncon- 
scious, and  it  was  decided  to  amputate  the  leg. 


Nothing  in  the  hospital  record  indicated  that  amputa- 
tion had  been  under  consideration  at  any  time  reason- 
ably close  to  the  date  when  it  was  actually  performed. 
Both  the  orthopedic  surgeon  and  the  plastic  surgeon, 
when  questioned  in  their  pretrial  depositions,  could  not 
remember  ever  having  discussed  the  amputation  with 
her,  although  the  plastic  surgeon  thought  he  had  men- 
tioned that  if  they  could  not  repair  the  damage  to  the 
soft  tissue,  such  might  come  to  pass.  She  vehemently 
denied  that  he  ever  told  her  he  might  have  to  amputate 
her  leg.  She  had  psychologic  problems  both  before  her 
accident  and  while  a patient.  A brother,  who  was  pres- 
ent at  the  hospital  on  frequent  occasions,  denied  that  he 
had  ever  been  told  that  an  amputation  was  contem- 
plated. Settlement  was  effected  on  behalf  of  the  doc- 
tors and  the  automobile  insurance  carrier.  The  hospital 
refused  to  settle  and  a verdict  was  returned  against  it 
for  $150,000  over  the  settlement  already  effected,  and  the 
matter  is  now  on  appeal.  It  is  extremely  unwise  to  per- 
form any  operation  which  may  have  crippling  conse- 
quences without  explaining  this  to  the  patient.  In  other 
words,  an  informed  consent  should  be  obtained  that 
mentions  there  is  a considerable  risk  if  one  is  present. 
Not  every  possibility  should  be  emphasized;  indeed,  it 
would  be  poor  medicine  to  scare  a patient,  but  he  or 
she  must  be  treated  fairly.  If  the  patient  elects  not  to 
have  the  operation,  such  should  be  recorded.  But  the 
consent  obtained  should  include  specific  language  and 
witnesses  should  be  present  during  the  discussion  of 
the  major  hazards  involved. 

It  is  of  course  folly  to  make  light  of  surgery  and  prom- 
ise results  which  probably  never  can  be  achieved.  The 
patient  must  have  time,  if  it  is  available,  to  think  over 
what  is  to  be  done,  and  if  the  procedure  is  elective,  haste 
is  inadvisable.  There  is  nothing  more  consoling  in  de- 
fending a surgical  case  than  having  adequate,  well-kept 
preoperative,  operative,  and  postoperative  notes. 

Miscellaneous.  In  speaking  of  the  work  of  the  office, 
I emphasized  the  preparation  and  trial  of  our  profes- 
sional liability  cases.  However,  in  addition,  I with  one 
or  more  of  my  associates  routinely  attend  all  meetings 
of  the  Council,  the  Board  of  Trustees,  and  the  House 
of  Delegates. 

Also,  there  are  many  matters  concerning  the  new  head- 
quarters building  at  Lake  Success  which  take  up  con- 
siderable time  and  call  for  consultations  with  specialists 
in  various  fields,  such  as  real  estate,  taxation,  and 
others. 

There  are  over  sixty  meetings  each  year  of  com- 
mittees of  the  county  medical  societies  who  review  the 
professional  liability  situation,  and  a number  of  these 
which  hold  monthly  meetings,  are  now  going  to  hold  bi- 
monthly meetings,  and  at  least  one  county  society  wants 
to  meet  weekly.  In  addition,  there  are  specialty  groups 
who  review  their  experience  at  intervals;  we  attend 
those  meetings.  Members  of  my  staff  have  lectured 
many  groups  of  doctors,  hospital  board  meetings,  and, 
again,  specialty  group  meetings.  Mr.  Story  of  this  office 
just  lectured  on  “Emergency  Room  Aid  and  Rescue  Pro- 
cedures” at  a course  which  is  given  annually  at  Colum- 
bia-Presbyterian  Hospital.  It  is  a fair  statement  to  say 
that  we  receive  on  the  average  a half-dozen  inquiries 
daily,  mainly  from  doctors  but  also  from  hospital  offi- 
cials, nursing  associations,  government  agencies,  and 
fellow  attorneys.  We  must  put  some  restriction  on  the 
amount  of  this  type  of  work  we  do,  but  we  feel,  as  coun- 
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sel  to  the  State  Medical  Society,  that  we  should  help 
wherever  we  can. 

Acknowledgments.  Henry  I.  Fineberg,  M.D.,  exec- 
utive vice-president  of  the  State  Medical  Society,  has 
been  considerate  of  me,  and  J.  Richard  Burns,  assistant 
executive  vice-president  who  spent  many  years  in  this 
office,  is  a tower  of  strength.  I am  sure  that  the  many 
inquiries  I receive  would  be  greatly  increased  in  volume 
except  for  his  taking  care  of  a number  of  them  on  an 
informal  basis. 

I would  like  to  express  my  appreciation  to  the  officers 
of  the  Employers  Insurance  of  Wausau,  notably,  C.  F. 
Schlueter,  president;  J.  E.  Linster,  vice-president  of 
the  Claims  Department;  Raymond  Bohl,  D.  R.  Uhtoff, 


Research  and  Planning 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Research  and 
Planning  are  as  follows; 


John  M.  Galbraith,  M.D.,  Chairman Nassau 

Waring  Willis,  M.D.,  Vice-Chairman  Westchester 

Edward  A.  Burkhardt,  M.D New  York 

John  Lee  Clowe,  M.D. Schenectady 

G.  Rehmi  Denton,  M.D Albany 

Robert  E.  Good,  M.D Chemung 

Ralph  C.  Parker,  Jr.,  M.D Monroe 

Clyde  L.  Randall,  M.D Erie 

Robert  E.  Westlake,  M.D Onondaga 


During  the  past  year  the  committee  welcomed  two 
new  members,  Edward  A.  Burkhardt,  M.D.,  and  John 
Lee  Clowe,  M.D.  Dr.  Burkhardt  succeeds  William  L. 
Wheeler,  Jr.,  M.D.,  (deceased).  Dr.  Clowe  follows 
James  M.  Blake,  M.D.  The  committee  pays  tribute 
to  Dr.  Wheeler  and  commends  the  outgoing  Dr.  Blake 
for  their  services. 

The  committee  construes  its  function  to  be  precisely 
indicated  by  its  name.  Ordinarily  it  is  not  an  action 
committee  in  the  sense  of  implementation.  Rather  its 
function  primarily  is  to  explore,  gather  information, 
discuss,  and  recommend  on  long-range  matters.  For 
action,  it  usually  refers  its  conclusions  to  the  appropri- 
ate committee.  On  occasion  it  may  be  proper,  desirable, 
and  even  essential  for  the  committee  to  assume  imple- 
mentation. 

Having  proposed  the  exploration  of  a nonprofit,  pub- 
lic-benefit corporation  as  a means  of  increasing  adequacy 
and  availability  and  reducing  the  cost  of  delivery  of  med- 
ical care,  particularly  in  hospitals,  the  committee  had 
prepared  in  the  autumn  of  1969  an  exposition  on  its  con- 
ception of  such  an  organization.  It  explained  the  nature 
of  such  a corporate  structure,  its  potentialities,  and  its 
advantages.  Its  title  was:  “To  Meet  a Challenge:  A Non- 
profit, Public-Benefit  Corporation  for  Delivery  of  Per- 
sonal Health  Service.”  On  authorization  of  the  Council 
to  disseminate  it  to  the  membership  of  the  Society,  this 
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and  to  Messrs.  Carroll,  Marx,  Hanner,  Bourbeau, 
Andreotta,  Tonn,  Shalley,  Gordon,  Ressa,  McIntyre, 
and  Hansen  of  the  New  York  office;  Messrs.  Bollman, 
Duggan,  Unger,  and  Byrne  of  the  Syracuse  office;  and 
to  Mr.  Lester  of  the  Buffalo  office. 

I would  also  like  to  express  my  appreciation  to  Frank 
Appleton,  F.  H.  Wanvig,  Inc.,  and  his  associates  George 
Wright,  Thomas  Baldwin,  and  John  Fiore.  They  man- 
age the  insurance  program  and  attend  all  meetings  of 
the  Professional  Medical  Liability  Insurance  and 
Defense  Board  and  of  the  local  county  medical  societies 
and  are  most  helpful. 

Respectfully  submitted, 

William  F.  Martin,  Legal  Counsel 


report  appeared  in  the  January  15,  1970,  issue  of  the 
New  York  State  Journal  of  Medicine. 

Meanwhile  this  exposition  had  been  sent  in  October, 
1969,  to  a committee  chairman  who  was  also  a trustee 
of  the  Hospital  Association  of  New  York  State  at  his 
request.  At  the  same  time  the  Hospital  Association  was 
invited  to  join  the  committee  in  exploring  the  subject. 
In  November,  1969,  the  executive  vice-president  of  the 
Hospital  Association  acknowledged  receipt  of  the  docu- 
ment and  reported  that  the  Association  Board  had  re- 
ferred it  to  a committee  for  detailed  study.  He  indicated 
that  we  would  be  informed  when  the  Association’s  study 
was  completed. 

In  March,  1970,  the  Hospital  Association  reprinted 
much  of  the  article,  entitled  “To  Meet  a Challenge”  in 
The  Hospital  Forum,  its  official  journal.  But  no  work 
has  come  from  the  Association  to  the  committee  since 
that  reply  of  November,  1969. 

The  committee  has  held  two  meetings  during  1970. 
At  the  first  meeting  the  principal  item  on  the  agenda  was 
the  broad  subject:  What  is  the  Medical  Society  not  doing 
that  it  should  be  doing?  Of  what  it  is  doing,  what  should 
it  be  doing  better? 

It  was  pointed  out  that  consideration  of  this  topic  has 
to  take  into  account  a vastly  expanded  domain  of  med- 
icine. Marked  changes  especially  during  the  past  three 
decades  have  enlarged  its  sphere.  A new  term,  health 
services,  has  come  into  being  to  convey  this  widened 
scope. 

These  developments,  large  in  sweep,  occurred  within 
a relatively  short  stretch.  In  the  United  States,  public 
health  was  an  early  branch  of  medicine.  Then  slowly  at 
first  and  later  at  a gallop  came  research  to  lay  the  footing 
on  which  rose  the  house  of  scientific  medicine.  While 
this  system  was  developing,  it  was  hit  by  three  different 
waves.  One  was  concern  about  ecology  and  environ- 
ment with  its  air  and  water  pollution,  pesticides,  and 
radioactive  fallout.  Another  was  in  the  social  area  with 
its  alcoholism,  drug  abuse  and  addiction,  promiscuity, 
illegitimacy,  venereal  disease,  and  overpopulation.  The 
third  wave  was  economic,  growing  out  of  concern  about 
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medical  care  for  the  elderly  and  medically  indigent 
I persons  with  sound  in  the  background  about  coverage  for 
all  ages.  As  might  have  been  predicted,  the  economic 
1 wave  bringing  Medicare  and  Medicaid  increased  greatly 

(the  demand  for  medical  care.  As  these  areas  of  life  pre- 
sented problems  in  preser\ation  of  health,  they  drew  in 
I medicine.  In  turn  it  had  to  extend  its  bounds. 

' During  this  period  of  proliferation  and  expansion,  the 
> profession  itself  was  undergoing  profound  change.  Spe- 
cialization increased  rapidly  to  the  point  of  being  in  the 
majority.  Because  of  growing  and  competing  opportuni- 
ties in  research,  teaching,  and  administration,  fewer 
physicians  were  available  to  practice  medicine.  In  con- 
sequence, the  greater  demand  for  medical  care  had  to  be 
met  with  a limited  supply. 

In  fostering  research  through  funds  and  enacting  leg- 
islation to  improve  the  situation  in  the  environmental, 
social,  and  economic  segments,  the  government  has 
played  an  increasingly  large  role  in  the  developments 
in  the  world  of  health.  Nevertheless,  the  private  sector 
retains  major  responsibility  and  activity. 

Covering  all  the  health  problems  in  the  enlarged  area 
fell  to  the  physician.  It  will  be  noted  that  many  of  these 
newly  lodged  responsibilities  in  the  realm  of  health  serv- 
ices are  not  suited  to  the  clinical  approach  with  its  one- 
to-one,  doctor-patient  relationship.  They  are  a kind 
of  mass  medicine  as  is  public  health.  In  the  attempt 
to  solve  these  large-scale  health  problems,  medicine  is 
a highly  important  component  but  only  one.  For  ascer- 
taining their  etiology  and  applying  appropriate  manage- 
ment and  prevention,  other  professions  such  as  engineer- 
ing, sociology,  economics,  and  cultural  anthropology 
may  also  be  needed.  Then,  too,  legislation,  the  home, 
school,  and  church  have  essential  roles.  Nevertheless, 
health  problems  in  the  social,  economic,  and  environ- 
mental areas  have  their  medical  aspects.  Interest,  con- 
cern, information,  and  professional  opinion  besides  his 
clinical  skill,  are  what  is  expected  from  the  physician. 
In  his  local  community  he  may  be  asked  to  serve  on  a 
committee.  What  may  also  be  sought  is  a group  opinion 
or  support  from  the  medical  profession.  For  this  the 
physician  must  turn  to  his  professional  society.  From  it 
he  may  also  obtain  background  material. 

It  was  reassuring  to  note  that  for  many  years  the  State 
Medical  Society  has  had  committees  active  in  all  seg- 
ments of  health  services.  Reflecting  the  wide  expanse 
of  modern  medicine,  the  list  of  committees  is  impressive- 
ly long.  Their  regular  reports  attest  to  their  industry 
and  productivity.  Much  of  their  work  goes  unnoted  by 
the  public  press,  but  it  is  the  basis  of  information  dis- 
seminated to  Society  members  and  set  forth  in  govern- 
mental hearings. 

In  full  knowledge  of  this  background,  the  committee 
entered  on  its  deliberations.  Since  delivery  of  medical 
care  is  the  component  in  health  services  best  known  to 
the  physician,  it  is  not  surprising  that  he  is  most  voluble 
on  that  subject.  So  it  was  at  the  first  meeting.  On  this 
topic  discussion  ran  the  gamut,  ranging  far  and  wide, 
past,  present,  and  future. 

Interestingly  enough,  the  question  was  raised:  What  is 
private  practice?  Group  practice  was  also  considered. 
In  the  course  of  discussing  the  doctor-patient  relation- 
ship, it  was  suggested  that  free  choice  of  physician  means 
little  to  the  public.  It  is  interested  only  in  the  avail- 
ability and  cost  of  medical  services.  This  remark  led 
to  an  exchange  of  views  on  medical  manpower  supply. 
The  possibility  of  all  medicine  becoming  hospital 


based  was  broached.  When  it  was  intimated  that  hos- 
pitals are  a vested  interest,  the  growing  trend  to  con- 
sumer representation  was  pondered. 

On  another  tack,  the  place  of  bioengineering,  instru- 
mentation, and  automation  in  the  medicine  of  the  future 
was  explored. 

In  the  second  meeting  one  of  the  items  on  the  agenda 
was:  Are  hospital  costs  reducible?  How?  How  Much? 

This  subject  is  so  extremely  large  and  exceedingly 
complex  that  only  a limited  portion  could  be  covered 
in  the  allotted  time.  It  was  noted  that  there  are  oppos- 
ing points  of  views  about  hospital  costs  as  well  as  an 
intermediate  position.  One  believes  that  economy  in 
hospitals  is  achievable.  In  contrast,  another  states  flatly 
that  hospital  and  hospitalization  costs  are  not  reducible. 
Between  them  lies  a third  which  holds  that  unless  sub- 
stantial reduction  is  possible,  it  is  useless  to  attempt  to 
lower  costs. 

When  it  is  said  that  nothing  can  be  done  to  bring  down 
the  cost  of  hospitalization,  this  view  reflects  an  attitude 
of  inevitability  and  fatalism  that  invites  apathy.  The 
discussion  had  not  proceeded  far  before  it  was  realized 
that  the  very  same  critique  had  appeared  in  the  Folsom 
Report.  Of  interest  is  one  relevant  quotation  from  it 
that  is  timely  today:  “There  is  a need  to  overcome  the 
fatalistic  attitude  that  assumes  the  inevitability  of  in- 
creases and  thereby  becomes  a self-fulfilling  prophecy.” 

It  t?ien  became  a session  in  which  the  Folsom  Report 
was  reviewed  five  years  later.  Some  limited  progress  has 
been  recorded  in  carrying  out  its  recommendations.  But 
much  still  remains  to  be  done.  For  example,  legisla- 
tive requirement  of  cost  analysis  has  occurred  and  is 
sometimes  cited  as  evidence  that  hospitals  are  trying  to 
control  cost.  But  an  audit  is  concerned  solely  with  ver- 
ification, not  with  duplication  and  nonessentials.  It 
does  not  question  the  necessity  of  any  item. 

Certainly  resolute  determination  to  keep  hospital 
costs  within  reasonable  bounds  is  not  conspicuous. 
Among  the  mixture  of  motivations  that  conduce 
to  inertia  in  economy  is  the  excuse  of  solicitude.  The 
specter  of  sick  people  and  any  supposed  deprivation  is 
a convenient  justification.  As  one  board  member  of  a 
hospital,  who  in  private  life  is  a successful  business  man, 
put  it,  “You  can’t  run  a hospital  like  a business.”  He 
might  have  added  that  if  businesses  were  run  like  hos- 
pitals, there  would  be  an  economic  debacle.  Adequate 
care  of  sick  people  does  not  have  to  exclude  economy. 
The  two  are  not  incompatible. 

The  committee  is  not  convinced  that  the  rising  cost 
of  hospital  care  is  inevitable.  It  is  mindful  that  when 
costs  of  a commodity  or  service  become  prohibitive, 
economic  laws  come  relentlessly  into  action.  It  is  natu- 
ral and  to  be  expected  that  many  persons  do  not  vvant  to 
disturb  the  status  quo.  Yet  there  must  be  a point  be- 
yond which  continually  rising  costs  will  not  be  tolerated. 
Where  is  that  breaking  point? 

To  locate  unnecessary  expense  and  effect  economies 
in  the  cost  of  hospital  care,  it  might  be  helpful  as  a first 
approach  to  separate  categories  of  hospital  functions 
broadly  and  to  have  a comparative  analysis  of  expendi- 
tures both  present  and  past.  Generally,  a hospital’s 
expenses  come  under  three  headings: 

1.  What  may  be  termed  its  hotel  function 

2.  Delivery  of  medical  services 

3.  In  many,  but  not  all,  hospitals,  medical  education 
But  even  before  the  means  of  economy  must  come  the 

intent.  It  is  clear  that  determination  to  keep  down  the 
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cost  of  hospital  care  must  start  at  the  level  of  the  govern- 
ing board. 

Another  topic  that  came  under  discussion  at  the  com- 
mittee meeting  was:  What  should  a physician  examine 
in  a new  health  insurance  plan?  Insurance  and  medical 
care  are  each  highly  technical  and  complex  subjects. 
When  they  are  combined,  they  are  a formidable  chal- 
lenge to  understanding  and  grasp.  This  test  appears 
especially  in  the  launching  of  new  health  plans.  It  is  in 
his  own  and  the  public  interest  that  the  busy  practitioner 
concern  himself  with  health  insurance  plans  and  ac- 
quaint himself  with  their  intricacies,  especially  those 
plans  in  which  he  is  sought  to  participate. 

Physicians  are  really  the  underwriters  of  a health  in- 
surance plan.  There  must  be  a sufficient  number  of 
physicians  participating  if  the  plan  is  to  work.  Because 
he  is  the  bulwark  of  the  plan  and  his  county  society  is 
the  basis  of  public  appeal  and  confidence,  the  physician 
should  know  at  least  the  rudiments  and  pitfalls  of  health 
insurance  plans  in  general,  else  he  and  the  public  may 
suffer. 

Several  points  were  mentioned  as  examples  which 
physicians  should  ascertain: 

1.  The  size  of  the  potential  market  of  subscribers  is 
a basic  consideration. 

2.  The  type  of  prospective  market  is  to  be  taken  into 
account  because  it  influences  the  plan  in  two  ways.  It 
affects  the  size  and  nature  of  the  patient  load.  It  also 
determines  the  method  of  selling  subscriptions  since  that 
depends  on  whether  the  potential  subscribers  are  avail- 
able in  groups  or  have  to  be  approached  individually  or 
through  mass  media.  This  latter  matter  is  important 


because  it  influences  markedly  the  administrative  cost. 

3.  It  is  true  that  it  is  possible  to  insure  for  anything. 
But  the  premium  increases  directly  with  the  extent  of 
coverage.  Unless  the  benefits  are  scrutinized  in  relation 
to  the  premium,  the  subscriber  may  later  experience 
disappointment  in  holding  inadequate  insurance. 

4.  There  are  a number  of  terms  in  the  contract,  such  as 
geographic  coverage,  which  should  not  be  overlooked. 
Whether  it  has  a provision  for  an  orderly  and  prompt 
transfer  with  no  loss  of  coverage  in  change  of  employ- 
ment or  whether  it  is  valid  and  applicable  beyond  local 
areas  are  practical  points  to  be  noted  in  the  provisions. 

During  the  discussion,  the  progress  that  has  been 
made  in  both  the  Albany  and  Monroe  County  Plans  was 
recounted.  Mentioned  also  were  some  of  the  character- 
istics of  the  San  Joaquin  County  (California)  and  the 
Kaiser-Permanente  Plans. 

On  deliberation,  it  was  decided  that  aids  to  physicians 
on  what  to  consider  in  appraising  an  insurance  plan 
merited  referral  to  the  Commission  on  Medical  Services, 
G.  Rehmi  Denton,  M.D.,  chairman. 

Last  on  the  agenda  was  the  Massachusetts  Health 
Care  Plan.  It  was  considered  because  its  method  of  or- 
ganization is  similar  to  that  in  the  proposal  by  the  Com- 
mittee on  Research  and  Planning,  namely,  a public- 
benefit,  nonprofit  corporation.  Although  the  goals  of 
the  Massachusetts  Plan  are  more  limited  than  those  of 
the  committee’s  proposal,  its  main  objective  is  identical 
with  one  of  those  of  the  committee,  delivery  of  medical 
care  in  an  area  where  it  is  now  inadequate. 

Respectfully  submitted, 

JohnM.  Galbraith,  M.D.,  Chairman 
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Kric  Axel  Bash,  M.D.,  of  Long  Island  City,  died  on 
October  31,  1970,  at  the  age  of  seventy-five.  Dr.  Bash 
received  his  medical  degree  from  the  University  of  Berlin 
in  1921.  He  was  an  associate  attending  physician  in  in- 
ternal medicine  at  Boulevard  Hospital.  Dr.  Bash  was 
a member  of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Stearns  Samuel  Bullen,  Sr.,  M.D.,  of  Rochester,  died 
on  November  9,  1970,  at  the  age  of  eighty-three.  Dr. 
Bullen  graduated  in  1912  from  Cornell  University  Medi- 
cal College.  He  was  a consulting  pediatrician  at  Roch- 
ester General  Hospital,  a consulting  allergist  at  Gene- 
see Hospital,  and  a consulting  physician  emeritus  at 
Strong  Memorial  Hospital.  Dr.  Bullen  was  a Diplomate 
of  the  American  Board  of  Internal  Medicine  (Allergy) 
and  a member  of  the  American  Academy  of  Allergy,  the 
Rochester  Academy  of  Medicine,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Alfred  Franklin  Calvelli,  M.D.,  of  Merrit  Island, 
Florida,  formerly  of  West  Islip,  died  on  November  29, 
1970,  at  the  age  of  seventy-seven.  Dr.  Cavelli  gradu- 
ated in  1917  from  University  and  Bellevue  Hospital  Medi- 
cal College.  He  was  a consulting  obstetrician  and  gyne- 
cologist at  St.  Joseph’s  Hospital,  Far  Rockaway.  Dr. 
Calvelli  was  a Fellow  of  the  American  College  of  Obste- 
tricians and  Gynecologists  and  a member  of  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Paul  Tracy  Crosby,  M.D.,  of  De  Witt,  died  on  Novem- 
ber 7,  1970,  at  the  age  of  eighty.  Dr.  Crosby  graduated 
in  1915  from  Syracuse  University  College  of  Medicine. 
He  was  a Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology  (Psychiatry)  and  a member  of  the  Ameri- 
can Psychiatric  Association,  the  Onondaga  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Louis  George  D’Amato,  M.D.,  of  Milford,  Connecticut, 
formerly  of  Brooklyn,  died  on  September  27,  1970,  at  the 
age  of  seventy-two.  Dr.  D’Amato  graduated  in  1924 
from  Eiclectic  Medical  Institute,  Cincinnati.  Retired, 
he  was  a member  of  the  American  Geriatrics  Society, 
the  Medical  Society  of  the  County  of  Kings,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Manuel  de  Bastos,  M.D.,  of  Lake  Ronkonkoma,  died 
on  November  19  at  the  age  of  thirty-nine.  Dr.  de  Bastos 
graduated  in  1956  from  New  York  University  Medical 
College.  He  was  a member  of  the  Suffolk  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Frederic  C.  Kastman,  M.D.,  of  Brooklyn,  died  on  No- 
vember 9,  1970,  at  the  age  of  ninety-six.  Dr.  Eastman 
graduated  in  1899  from  Long  Island  College  Hospital. 
He  was  a member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Ludwig  Fadelberg,  M.D.,  of  New  York  City,  died  on 
November  13,  1970,  at  the  age  of  seventy-one.  Dr.  Eidel- 
berg  received  his  medical  degree  from  the  University  of 
Vienna  in  1925.  He  was  a member  of  the  American 
P.sychoanalytic  Association,  the  New  York  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Bernard  Walter  Frelan,  M.D.,  of  Cooperstown,  died 
on  October  13,  1970,  at  the  age  of  seventy-one.  Dr.  Fre- 
lan received  his  medical  degree  from  the  University  of 
Berlin  in  1923.  He  was  a member  of  the  Otsego  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

John  Wallace  Ghormley,  M.D.,  of  Albany,  died  on 
November  19,  1970,  at  the  age  of  seventy-one.  Dr. 
Ghormley  graduated  in  1923  from  Johns  Hopkins  Uni- 
versity School  of  Medicine.  He  was  a Diplomate  of  the 
American  Board  of  Orthopedic  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Orthopaedic  Surgeons,  the  Al- 
bany County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Ruth  Gilbert,  M.D.,  of  Schoharie,  died  on  November 
25,  1970.  Dr.  Gilbert  graduated  in  1923  from  Albany 
Medical  College.  From  1921  until  her  retirement  in  1949 
she  was  in  charge  of  the  Diagnostic  Laboratories,  Divi- 
sion of  Laboratories  and  Research,  New  York  State  De- 
partment of  Health.  Dr.  Gilbert  was  a member  of  the 
American  Public  Health  Association. 

Joseph  Peter  Gimbrone,  M.D.,  of  Clearwater,  Florida, 
formerly  of  Buffalo,  died  on  November  8,  1970,  at  the  age 
of  eighty-four.  Dr.  Gimbrone  graduated  in  1909  from  the 
University  of  Buffalo  School  of  Medicine.  He  was  a 
member  of  the  Erie  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Emerson  Holley,  M.D.,  of  Lockport,  died  on  September 
8,  1970,  at  the  age  of  fifty-eight.  Dr.  Holley  graduated 
in  1936  from  the  University  of  Buffalo  School  of  Medi- 
cine. He  was  a member  of  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Gertrude  Martina  Hyde,  M.D.,  of  White  Plains,  died 
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on  November  21,  1970,  at  the  age  of  fifty-eight.  Dr. 
Hyde  graduated  in  1937  from  Johns  Hopkins  University 
School  of  Medicine.  She  was  a consulting  pediatrician 
at  Grasslands  Hospital.  Dr.  Hyde  was  a Diplomate  of 
the  American  Board  of  Pediatrics  and  a member  of  the 
Westchester  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Louis  Kaplan,  M.D,,  of  Port  Jervis,  died  on  November 
10,  1970,  at  the  age  of  sixty-four.  Dr.  Kaplan  graduated 
in  1932  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  chief  physician  at  St.  Francis  Hospi- 
tal and  an  attending  physician  at  Doctors  Sunnyside 
Hospital.  Dr.  Kaplan  was  a member  of  the  Orange 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Maxim  J.  Mandelstamm,  M.D.,  of  Brooklyn,  died  on 
November  19,  1970,  at  the  age  of  seventy-one.  Dr. 
Mandelstamm  received  his  medical  degree  from  the 
University  of  Paris  in  1927.  He  was  an  adjunct  physi- 
cian in  cardiovascular  disease  (off  service)  at  Beth  Israel 
Medical  Center.  Dr.  Mandelstamm  was  a Fellow  of  the 
American  College  of  Cardiology  and  a member  of  the 
New  York  Cardiological  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Edith  Alice  Mittell,  M.D.,  of  Flushing,  died  on  Decem- 
ber 4,  1970,  at  the  age  of  seventy.  Dr.  Mittell  graduated 
in  1922  from  Long  Island  College  of  Medicine.  She  was 
a consulting  pediatrician  emeritus  at  Flushing  Hospital 
and  Medical  Center.  Dr.  Mittell  was  a member  of  the 
American  Academy  of  Pediatrics,  the  American  Acad- 
emy of  General  Practice,  the  New  York  Academy  of 
Medicine,  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Joseph  P.  Nelson,  M.D.,  of  Chappaqua,  died  on  De- 
cember 4,  1970,  at  the  age  of  sixty-two.  Dr.  Nelson  grad- 
uated in  1934  from  New  York  Homeopathic  Medical 
College  and  Flower  Hospital.  He  was  an  associate  at- 
tending physician  at  Northern  Westchester  Hospital 
(Mount  Kisco).  Dr.  Nelson  was  a member  of  the  Ameri- 
can Academy  of  General  Practice,  the  Westchester  Acad- 
emy of  Medicine,  the  Westchester  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Robert  Clifford  Peale,  M.D.,  of  Pawling,  died  on  No- 
vember 30,  1970,  at  the  age  of  sixty-nine.  Dr.  Peale 
graduated  in  1926  from  Harvard  Medical  School.  He 
was  a Fellow  of  the  International  College  of  Surgeons  and 
a member  of  the  Dutchess  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Cesar  F.  Penson,  M.D.,  of  New  York  City,  died  on  No- 
vember 17,  1970.  Dr.  Penson  received  his  medical  de- 
gree from  the  University  of  Santo  Domingo  in  1910. 

Milton  Grosvenor  Potter,  Jr.,  M.D.,  of  Buffalo  and 
Orchard  Park,  died  on  November  6,  1970,  at  the  age  of 


seventy-four.  Dr.  Potter  graduated  in  1953  from 
Columbia  University  College  of  Physicians  and  Sur- 
geons. He  was  a clinical  assistant  attending  obstetri- 
cian and  gynecologist  at  Buffalo  General  and  Children’s 
Hospitals  and  an  assistant  attending  obstetrician  and 
gynecologist  at  Millard  Fillmore  Hospital.  Dr.  Potter 
was  a Diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology,  a Fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists,  and  a member  of  the 
Erie  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Walter  Frederick  Schmidt,  M.D.,  died  on  November 
17,  1970,  at  the  age  of  sixty-six.  Dr.  Schmidt  graduated 
in  1930  from  the  New  York  Homeopathic  Medical  College 
and  Flower  Hospital.  He  was  an  assistant  attending 
obstetrician  and  gynecologist  at  Flower  and  Fifth  Ave- 
nue Hospitals.  Dr.  Schmidt  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

William  M.  Siskind,  M.D.,  of  The  Bronx,  died  on  No- 
vember 22,  1970,  at  the  age  of  sixty-eight.  Dr.  Siskind 
graduated  in  1927  from  George  Washington  University 
School  of  Medicine.  He  was  an  attending  dermatologist 
at  Bronx-Lebanon  Hospital  Center,  Morrisania  City 
Hospital,  and  the  Hebrew  Hospital  for  the  Chronic  Sick. 

Dr.  Siskind  was  a Diplomate  of  the  American  Board  of 
Dermatology,  Inc.,  and  a member  of  the  American  Acad- 
emy of  Dermatology,  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Pincus  Albert  Stahl,  M.D.,  of  Miami  Beach,  Florida, 
formerly  of  The  Bronx,  died  on  December  6,  1970,  at 
the  age  of  seventy-four.  Dr.  Stahl  graduated  in  1921 
from  New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  an  assistant  attending  physi- 
cian at  Flower  and  Fifth  Avenue  Hospitals  and  an  at- 
tending physician  in  general  practice  at  Mount  Eden 
General  Hospital.  Dr.  Stahl  was  a member  of  the  Acad- 
emy of  Psychosomatic  Medicine,  the  American  Geriat- 
rics Society,  the  New  York  Cardiological  Society,  the 
Bronx  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

I 

Ralph  Newton  Tripp,  M.D.,  of  South  Orange,  New  | 
Jersey,  formerly  of  New  York  City,  died  on  June  13, 
1970,  at  the  age  of  eighty-three.  Dr.  Tripp  graduated  j 
in  1911  from  the  University  of  Toronto  Faculty  of  Medi- 
cine. He  was  director  of  dermatology  at  Midtown  Hos- 
pital. Dr.  Tripp  was  a member  of  the  New  York  County  ■ 
Medical  Society,  the  Medical  Society  of  the  State  of  New  f 
York,  and  the  American  Medical  Association.  > 

! 

Johannes  Herman  M.  A.  von  Tiling,  M.D.,  of  Port- 
land, Maine,  formerly  of  Poughkeepsie,  died  on  July  13,  j 
1970,  at  the  age  of  ninety-four.  Dr.  von  Tiling  received  > 

his  medical  degree  from  the  University  of  Bonn  in  1901.  ! 

He  was  a member  of  the  New  York  Academy  of  Medi-  j 
cine,  the  Dutchess  County  Medical  Society,  the  Medi- 
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cal  Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Albert  E.  Walter,  M.D.,  of  Buffalo,  died  on  November 
5,  1970,  at  the  age  of  sixty-five.  Dr.  Walter  graduated 
in  1929  from  the  University  of  Buffalo  School  of  Medi- 
cine. He  was  an  assistant  attending  general  practitioner 
at  Deaconess  Hospital.  Dr.  Walter  was  a member  of  the 
Erie  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Lewis  Ernest  Weymuller,  M.D.,  of  New  York  City, 
died  on  November  27,  1970,  at  the  age  of  sixty-nine. 
Dr.  Weymuller  graduated  in  1925  from  the  University  of 
Nebraska  College  of  Medicine.  He  was  a consulting 
pediatrician  at  The  New  York  Hospital,  an  attending 
pediatrician  at  New  York  Eye  and  Ear  Infirmary  and 
Doctors  Hospital,  and  an  emeritus  pediatrician  at  Lenox 
Hill  Hospital.  Dr.  Weymuller  was  a Diplomate  of  the 
American  Board  of  Pediatrics  and  a member  of  tbe 
American  Academy  of  Pediatrics,  tbe  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


Maurice  Eugene  Wolf,  M.D.,  of  New  York  City,  died  on 
November  30,  1970,  at  the  age  of  seventy-five.  Dr.  Wolf 
received  his  medical  degree  from  the  University  of  Paris 
in  1923.  He  was  an  assistant  attending  physician  (off 
service)  at  The  Mount  Sinai  Hospital.  Dr.  Wolf  was  a 
member  of  the  American  Rheumatism  Association,  the 
Pan-American  Medical  Association,  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Herbert  Zerner,  M.D.,  of  New  York  City,  died  on  Octo- 
ber 28,  1970,  at  the  age  of  sixty-nine.  Dr.  Zerner  gradu- 
ated in  1924  from  Long  Island  College  Hospital.  He  was 
an  attending  obstetrician  and  gynecologist  at  St.  Eliza- 
beth’s Hospital  and  an  associate  attending  obstetrician 
and  gynecologist  at  Jewish  Memorial  Hospital.  Dr. 
Zerner  was  a Fellow  of  the  American  College  of  Obste- 
tricians and  Gynecologists,  and  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 


January  1,  1971  / New  York  State  Journal  of  Medicine  151 


You  see  her  from  45  to  55  with 

hot  flushes 
ni3ht  sweats 

fatigue 

headache 

palpitations 

emotional  distress 


TREAT  HER  WITH  PREMARIN  (Conjugated  Estro- 
gens. U.S.P.).  PREMARIN  offers  specific,  effec- 
tive replacement  therapy  for  relief  of  menopausal 
symptoms— both  physical  and  emotional— due  to 
estrogen  deficiency.  It  usually  provides  a "sense 
of  well-being". ..  helps  many  patients  maintain  a 
more  positive  outlook. 

KEEP  HER  ON  PREMARIN  (Conjugated  Estro- 
gens. U.S.P.).  Continued  use  of  PREMARIN  after 
menopausal  symptoms  have  abated  can  help  pro- 
tect against  further  degenerative  changes  related 
to  estrogen  deficiency— changes  that  often  begin 
in  the  reproductive  organs  and  extend  rapidly  to 
body  tissues  and  skeleton. 

REPLACEMENT  THERAPY  AT  ANY  STAGE.  The 

estrogen  deficient  woman  can  benefit  from  long 
term  replacement  therapy  with  PREMARIN  at  any 
stage— whether  she  is  45  and  suffering  symptoms 
of  the  menopause... a grandmother  of  60  with 
atrophic  vaginal  tissue... or  an  even  more  elderly 
patient  with  osteoporosis.  PREMARIN  therapy  is  re- 
markably well  tolerated,  and  relatively  inexpensive. 
BRIEF  SUMMARY 

PREMARIN®  (Conjugated  Estrogens.  U.S.P.). 
Indication:  PREMARIN  is  specific  for  replacement 
therapy  of  the  estrogen  deficiency  state  character- 
istic of  the  menopause  and  the  postmenopause. 
Caution:  In  the  female:  To  avoid  continuous  stimu- 
lation of  breast  and  uterus,  cyclic  therapy  is  recom- 
mended (3  week  regimen  with  1 week  rest  period— 


Withdrawal  bleeding  may  occur  during  this  1 week 
rest  period). 

In  the  male:  Continuous  therapy  over  prolonged 
periods  of  time  may  produce  gynecomastia,  loss  of 
libido,  and  testicular  atrophy. 

Suggested  Usual  Dosage:  Menopausal  and  post- 
menopausal estrogen  deficiency— PREMARIN:  1 .25 
mg.  to  3.75  mg.  daily,  depending  on  severity  of 
symptoms.  Dosage  should  be  tailored  to  individual 
needs  of  patient.  Cyclic  administration  is  recom- 
mended (3  weeks  of  daily  estrogen  therapy  and 
1 week  off). 

If  patient  has  not  menstruated  within  last  two 
months  or  more,  cyclic  administration  is  started 
arbitrarily.  If  patient  is  menstruating,  cyclic  admin- 
istration is  started  on  day  5 of  bleeding. 

Note:  If  breakthrough  bleeding  occurs  (bleeding 
or  spotting  during  estrogen  therapy),  increase  es- 
trogen dosage  as  needed  to  stop  bleeding.  Con- 
tinue this  individualized  dosage  in  subsequent 
cyclic  regimen.  Failure  to  control  bleeding  or  un- 
expected recurrence  is  an  indication  for  curettage. 

Atrophic  vaginitis,  pruritus  vulvae:  Cyclically, 
1.25  mg.  to  3.75  mg.  or  more  is  given,  depending 
on  tissue  response  of  individual  patient. 

Available  in  4 potencies:  Tablets— No.  865—2.5 
mg.  (purple):  No.  866—1 .25  mg.  (yellow);  No.  867— 
0.625  mg.  (red);  and  No.  868—0.3  mg.  (green).  In 
bottles  of  1 00  and  1 ,000. 

AYERST  LABORATORIES 
7053  New  York,  N.Y.  10017 


Ayerst, 


therapy  for  all  sta3es 
of  estro3en  deficiency 

NATURAL  ESTROGEN  THERAPY 

PREMARINT 

BRAND  OF 

CONjUGATED 
ESTROGENS,  U.SP 


The  lowest  priced  tetracycline— nystatin  combination  available— 


1921-1971 
50  YEARS 

CONTINUOUS  SERVICE 


This  year  marks  our  50th  Anniversary  and  we  are  proud  of  it— Proud  that 
your  State  Society  Professional  Medical  Liability  Insurance  Program  has 

been  able  to  provide: 


STABILITY  . . . 

Supervision . . . 
SERVICE  . . . 


a strong  insurance  company  and  a program  that  has 
provided  continuous  protection  for  the  past  fifty 
years. 

by  the  Professional  Medical  Liability  Insurance  and 
Defense  Board  of  the  Society. 

by  the  Society’s  Legal  Counsel  for  the  defense  of 
suits;  by  experienced  Company  personnel  for  the 
investigation  of  claims;  and  by  this  office  for  all 
matters  relating  to  your  professional  liability  in- 
surance. 


Frank  W.  Appleton 

Indemnity  Representative 

George  A.  Wright  Jr.  Thomas  F.  X.  Baldwin 

Asst.  Indemnity  Representative  Asst.  Indemnity  Representative 


H.  F.  Wanvig,  Inc.,  2 Park  Ave.,  N.  Y.,  N.  Y.  10016 
212-684-3211 


I 

I 


! 


i 


i 
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Companion  building  to  future  headquarters  at  Lake  Success,  New  York 


i65fh  ANNUAL  CONVENTION 


MEDICAL  SOCIETY  » 'He  STATE  OF  NEW  YORK 

Americana  of  New  York 

February  14-18,  1971  New  York  City 


Highlights  . . . General  Sessions:  Drug  Addiction;  Coronary  Artery  Disease;  Psychiatry 

in  Everyday  Practice;  Uremia 

• 27  Scientific  Sections  • Symposia  • Panel  Discussions  • Annual  Meeting  of  House  of  Delegates 

• President's  Reception  and  Dinner  Dance  • Scientific  and  Technical  Exhibits  • Scientific  Motion  Pictures 


r’ 


Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York. 


americana  of  new  york  SEVENTH  AVENUE 


at  52nd  ST.,  N.  Y.,  N.  Y.  10019 


Please  make  reservations  for 

persons 


NAME(S). 


Address. 
City 


.State. 


.Zip. 


A.M. 


Arrive:  Date AT P.M. 

(Reservations  held  only  until  6:00  PM 
unless  later  arrival  is  indicated) 


Probable  Departure  Date 

THIS  FORM  SHOULD  BE  RECEIVED  BY 
HOTEL  TWO  WEEKS  PRIOR  TO  CONVENTION 


TELEPHONE  (212)  581-1000 

PLEASE  CHECK  (V)  ACCOMODATIONS  DESIRED 

(All  rooms  subject  lo  6%  New  York  CUv  Room  tex) 

SINGLE  BEDROOM 

□ S20.00  □ $22.00  □ $24.00 

□ $28.00  □ $30.00  □ $32.00 

TWIN  OR  DOUBLE-BEDDED  ROOMS 

□ $26.00  □ $28.00  D $30.00 

□ $34.00  □ $36.00  □ $38.00 

STUDIO  ROOMS  FOR  ONE 

□ $26.00  □ $28.00  □ $30.00 

□ $34.00 

STUDIO  ROOMS  FOR  TWO 

□ $30.00  □ $32.00  □ $34.00 

□ $38.00  □ $40.00 

PARLOR  AND  ONE  BEDROOM 

□ $57.00  □ $60.00  □ $65.00 

PARLOR  AND  TWO  BEDROOMS 

□ $80.00  □ $86.00  □ $90.00 

NOTE:  These  rates  apply  for  the 
convention. 


n 

$26.00 

□ 

$34.00 

FOR 

TWO 

□ 

$32.00 

O 

$40.00  (twin) 

□ 

$32.00 

□ 

$36.00 

o 

$70.00  & up 

□ 

$105.00  & up 

duration  of  your 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

February  14-18,  1971 
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Classified  Advertising  Rates 

New  York  State  Journal  of  Medicine 


Issue  Dates:  1 st  and  1 5th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $10.00  per  insertion;  additional  words  are 

1 0^  each.  Box  numbers,  50fS  extra,  per  insertion. 

Counting  Words:  Two  initials,  each  abbreviation,  figures  consisting 

of  5 numerals  or  less  are  counted  as  separate  words.  For 
replies,  your  name  and  address,  or  telephone  number  should 
appear  at  the  end  of  your  copy,  and  be  included  in  the  total 
number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 

750  Third  Ave.,  New  York,  N.  Y.  10017  Date 

Name 

Please  Print 

Address 


I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  1 Off  for  each 

additional  word.  Checks  are  made  payable  to:  New  York  State  Jouinal  of  Medicine 

Number  of  insertions 

Assign  a box  number  (50{f  per  insertion) 
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PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL  GROUP, 
suburb  New  York  City.  Initial  contract  leading  to  partnership.  Start- 
ing salary  to  $25,000  with  the  possibility  of  additional  income.  In- 
clude complete  curriculum  vitae  in  reply.  Box  630,  c/o  NYSJM. 

CHIEF  OF  HOME  CARE  PROGRAM  FOR  1,000  BED  MOUNT 
Sinai-City  Hospital  Center  at  Elmhurst,  a major  division  of  Mount 
Sinai  School  of  Medicine.  Home  Care  Program,  one  of  the  largest  in 
the  country;  Aim  to  establish  Dept,  of  Community  Medicine  with 
more  diversified  community  services  & to  be  utilized  for  teaching 
students  & house  staff.  Salary,  fringe  benefits  depending  on  pro- 
fessorial rank.  Address  all  inquiries  to  S.  G.  Seckler,  M.D.,  Chief, 
Dept,  of  Medicine,  Mount  Sinai  Hospital  Services,  City  Hospital  Cen- 
ter at  Elmhurst,  79-01  Broadway,  Elmhurst,  N.Y.  11373. 

FAMILY  PHYSICIAN  NEEDED  IMMEDIATELY.  PLEASE  DO 
not  let  this  opportunity  pass.  Call  collect  (607)  674-4091  to  Sherburne, 
N.Y.  (Chenango  Co.,  Central  N.Y. ). 

CARDIOLOGIST,  FULL  TIME  FACULTY  FOR  1,000  BED  MOUNT 
Sinai-City  Hospital  Center  at  Elmhurst,  a major  division  of  Mount 
Sinai  School  of  Medicine.  To  function  as  Associate  Chief  of  Cardi- 
ology Service  presently  undergoing  modern  expansion,  oriented  to- 
wards patient  care,  teaching  & research.  Salary,  fringe  benefits  & 
academic  rank  depending  on  qualifications.  Address  all  inquiries  to 
S.  G.  Seckler,  M.D.,  Chief,  Dept,  of  Medicine,  Mount  Sinai  Hospital 
Services,  City  Hospital  (Center  at  Elmhurst,  79-01  Broadway,  Elm- 
hurst, N.Y. 11373. 

PHYSICIAN— MOUNT  SINAI-CITY  HOSPITAL  CENTER  AT  ELM- 
hurst.  1,000  bed  municipal  hospital.  Major  division  of  Mount  Sinai 
School  of  Medicine.  In  need  of  half  time  or  full  time  physician  (pref- 
erably internist)  to  direct  large  outpatient  and  inpatient  Narcotic  Ad- 
diction Program.  Faculty  appointment.  Salary  & Fringe  benefits 
based  on  qualifications.  Address  all  inquiries  to  S.  G.  Seckler,  M.D., 
Chief,  Dept,  of  Medicine,  Mount  Sinai  Hospital  Services,  City  Hospi- 
tal Center  at  Elmhurst,  79-01  Broadway,  Elmhurst,  N.Y.  11373. 

CHIEF  OF  GASTROENTEROLOGY  SERVICE  FOR  1,000  BED 
Mount  Sinai-City  Hospital  Center  at  Elmhurst,  a major  division  of 
Mount  Sinai  School  of  Medicine.  To  direct  program  oriented  towards 
patient  care,  teaching  & research,  & to  integrate  activities  with  Medi- 
cal School  program.  Qualifications:  must  be  deserving  of  profes- 

sorial rank.  Salary  & Fringe  benefits  related  to  academic  appoint- 
ment. Address  all  inquiries  to  S.  G.  Seckler,  M.D.,  Chief,  Dept,  of 
Medicine,  Mount  Sinai  Hospital  Services,  City  Hospital  Center  at 
Elmhurst,  79-01  Broadway,  Elmhurst,  N.Y.  11373. 

DIRECTOR  OF  CLINICAL  INVESTIGATION.  NEW  YORK  AREA. 
A well  established  ethical  pharmaceutical  company  in  the  metropoli- 
tan area  is  seeking  a qualified  physician  for  the  position  of  Director  of 
Clinical  Investigation.  In  addition  to  being  an  M.D.,  recent  training 
or  background  in  clinical  science  is  required,  preferably,  with  some 
experience  in  new  drug  development.  The  candidate  will  coordinate 
programs  from  initial  clinical  pharmacology  to  product  release  for 
marketing.  A supportive  staff  is  available.  The  salary  will  be  com- 
mensurate with  the  candidate’s  qualifications  and  the  position.  There 
are  excellent  fringe  benefits.  Interested  candidates  may  write  in  con- 
fidence for  an  interview  enclosing  curriculum  vitae.  Box  975,  c/o 
NYSJM. 

OTOLARYNGOLOGIST  FOR  LARGE  MEDICAL  GROUP, 
suburb  of  New  York  City.  Initial  contract  leading  to  partnership. 
Excellent  opportunity.  Minimum  starting  salary  $35,000.  Please 
send  complete  curriculum  vitae  with  first  letter.  Box  976,  c/o 
NYSJM. 

PHYSICIANS  WANTED:  G.P.’S,  INTERNISTS,  PEDIATRICIAN, 

in  an  attractive  northern  Virginia  recreational  community.  Golf, 
fishing,  hunting,  swimming.  Offices  available  in  medical  center 
building.  124-bed  hospital,  serving  about  20,000  population  area. 
Overloaded  12-man  staff  includes  three  surgeons,  Ob/Gyn,  anes- 
thesiologist and  radiologists.  Excellent  opportunity  for  3 or  4 good 
men  in  single  or  group  practice.  Financial  help  available.  Rev.  Wil- 
liam C.  Bartlett,  13  W.  2nd  St.,  Front  Royal,  Va.  22630.  Call  (703) 
635-2763,  or  635-5506. 

ANESTHESIOLOGIST  FOR  VOLUNTARY  HOSPITAL  IN  BROOK- 
lyn.  Afternoons  starting  at  1 p.m.  Minimal  night,  holiday  and  week- 
end calls.  Please  reply  to  Box  224,  Lefferts  Station,  Brooklyn,  N.  Y. 
11225. 

OBSTETRICIAN-GYNECOLOGIST:  2-YEAR  FELLOWSHIP, 

Planned  Parenthood  Center,  Syracuse,  N.  Y.  $25,000  per  year.  Regu- 
lar hours.  Supervise  5 to  7 physicians  in  a clinic  serving  more  than  150 
patients  per  week.  Contraceptive,  counselling,  abortion  and  vasec- 
tomy services.  A.  J.  Penfield,  M.I).,  6(X)  E.  Genesee  St.,  Syracuse, 
N.  Y.  13202.  (315) 475-5159. 

GENERAL  PRACTITIONER  WITH  SOME  TRAINING  IN  INTER- 
nal  medicine.  Staff  membership  available  in  42-bed  general  hospital 
now  expanding.  Income  guarantee  negotiable.  Area  lends  itself  to 
establishing  an  office  in  any  one  of  several  communities.  Community 
Hospital,  Stamford,  N.Y.  (607)652-7312. 


j PHYSICIANS  WANTED— CONT  D 


DOCTORS  DESPERATELY  NEEDED:  CARDIOLOGIST/IN- 

ternist  and  G.  P.  to  set  up  practice  and  join  medical  staff  of  54-bed, 
accredited  general  hospital,  80  miles  northeast  New  York  City.  Re- 
sort area,  pop.  15,000.  Doctors  Sunnyside  Hospital,  Port  Jervis,  N.  Y. 
12771. 


INTERNIST,  PEDIATRICIAN  NEEDED.  KINNELON  MEDICAL 
Center,  Kinnelon,  New  Jersey.  Call  (201)  838-0188. 


WANTED:  G.P.-M.D.  UNDER  35  TO  JOIN  YOUNG  ABFM- 

certified  general  practitioner  in  interesting  and  active,  complete  gen- 
eral practice  including  uncomplicated  obstetrics.  Salary  first  year 
$25,000  then  percentage  to  full  partnership  and  possible  incorporation 
under  new  state  laws.  Suburban  community  of  New  York  City. 
Please  call  or  write:  Ralph  E.  Schlossman,  M.D.,  130-56  Lefferts 

Blvd.,  So.  Ozone  Park,  N.Y.  11420,  or  call  (212)  VI 3-2233. 


OUTSTANDING  PRACTICE  OPPORTUNITY  FOR  G.P.,  PEDI- 
atrician,  internist  in  beautiful  Putnam  County.  Modern  office  and 
hospital  available.  Population  growth  tremendous.  For  information 
call  Hugh  O’Neill,  M.  D.,  (914)  279-4343. 


PEDIATRICIAN,  BOARD  CERTIFIED  OR  BOARD  QUALIFIED 
for  full-time  hospital- based  practice.  In-hospital  office  space  avail- 
able. Excellent  opportunity  to  develop  department  in  200  bed  com- 
munity hospital.  Very  desirable  area  of  Western  New  York  State. 
Write  to  Administrator,  Wyoming  County  Community  Hospital,  War- 
saw, N.Y.  14569. 


MISCELLANEOUS 


THE  NEW  YORK  SOCIETY  FOR  SURGERY  OF  THE  HAND  IS 
now  accepting  applications  for  membership.  For  information,  write 
to:  R.  J.  Smith,  M.D.,  2 East  88th  St.,  New  York,  N.Y.  10028. 


PRACTICES  WANTED 


Wanted:  Well  established  general  practice,  or  partnership-corporation. 
New  York  City.  Box  984,  c/o  NYSJM. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  EXTENSIVE  EXPERIENCE  AVAILABLE 
full  or  part  time.  New  York  metropolitan  or  rural  area.  New  York 
license.  Box  969,  c/o  NYSJM. 


PHYSICIAN,  AGE  38,  AVAILABLE  NIGHTS  AND  WEEKENDS. 
General  medicine  and  dermatology.  N.Y.  State  license.  Call  493- 
6779,  or  write  Box  978,  c/o  NYSJM. 


RADIOLOGIST,  BOARD  DIPLOMATE,  SEEKS  POSITION  PART 
or  full  time  in  hospital  or  medical  group.  Diagnosis  or  therapy.  Box 
979,  c/o  NYSJM. 


33  YR.  OLD  BOARD  ELIGIBLE  OB/GYN,  MARRIED,  1 CHILD, 
military  obligation  complete  August  1971  desires  association  leading 
to  partnership.  Louis  H.  Lefkowitz,  M.D.,  171 1-B  Champagne  Ave., 
Augusta,  Georgia  30904.  (404)  736-7360. 


YOUNG  G.P.  DISCHARGED  FROM  SERVICE  MID  FEBRUARY. 
Beginning  Psych,  residency  Albert  Einstein  July  1st.  Wishes  inter- 
esting position  in  interim  within  one  day’s  drive  of  N.Y.C.  Str.  med. 
internship.  E.R.  and  orthopedic  experience.  Write:  Cpt.  R.  S. 

David,  USAH,  APO,  San  I’rancisco  96281. 


OBS/GYN  CERTIFIED;  CLINICAL,  SURGICAL,  TEACHING  AND 
laboratory  (gyn.  pathology,  cytogenetics)  experience,  seeks  employ- 
ment in  clinical  or  administrative  position  with  hospital  or  clinic 
group.  Box  982,  c/o  NYSJM. 
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REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


EAL  ESTATE  FOR  SALE  OR  RENT 

/AILABLE  FOR  RENT  IMMEDIATELY  TO  D O OR  M D.  OF 
Hce  in  professional  building.  Fully  equipped  including  X-ray.  Share 
expenses;  full  or  part  time.  Contact  Irwin  Rhine,  D O . 1033  River 
!Rd  . New  Milford,  N.J.  (201)836-7722. 


IdME/OFFICE  combination.  beautiful  4 BEDROOM 
IColonial  home  on  ‘/s  acr®  SOO  SQ-  R-  office  attached.  Professionally 
landscaped,  underground  sprinkler  system,  central  air-conditioning, 
two  car  garage.  Many  extras.  Suitable  for  G.P.  and/or  specialist. 
On  main  thoroughfare  with  own  service  road.  Call  (516)  586-1998. 


iTHPAGE  MEDICAL  CENTER,  ADJACENT  TO  MID  ISLAND 
Hospital  is  being  revised  and  enlarged,  and  will  have  additional  space 
for  various  meaical  and  dental  specialties.  Excellent  opportunity 
for  pediatrician,  psychiatrist  or  periodontist,  but  all  specialties  are 
welcome.  Call  PE  1-7770  between  9-5  daily.  Theodore  C.  Bernstein, 
M.D.,  4277  Hempstead  Turnpike.  Bethpage,  N.Y.  or  write  Box  980, 
c/oNYSJM. 

\ST  60  S,  OFF  PARK  AVENUE.  SPACIOUS  DOCTOR  S OFFICE, 
air  conditioned,  furnished  in  good  taste;  monthly  rental  $1,200;  avail- 
able for  'U  to  Vs  time  use.  at  '/«  1°  'h  fit®  monthly  rental,  mainte- 
nance included.  Box  981,  c/o  NYSJM. 


^OOKLYN:  AVENUE  L & EAST  19TH  ST..  3 FAMILY.  60  x 100' 
plot.  First  floor  completely  renovated.  4 bedrooms,  1'/:  new  bath, 
modern  kitchen,  dinette,  dining  room  & living  room.  Second  floor. 
8 rooms  & 4 room  studio  apartment  on  3rd  floor.  Large  basement 
with  high  ceiling  suitable  for  professional  office.  Reasonably  priced. 
Tel:  232-8279. 


EDICAL  OFFICES.  NEWLY  RENOVATED  AND  BEAUTIFULLY 
equipped  in  Bronx  and  Brooklyn.  Either  for  sale  or  lease.  Low  in- 
come areas.  Medi-Practice  Management  Systems,  Inc.,  1175  Park 
Ave.,  New  York.  N.Y.  10028.  Tel;  831-3300. 


TUXEDO  PARK:  EXECUTIVE  TRANSFER;  BRICK/CEDAR 

contemporary  ranch;  glass-walled  dining  room,  den,  living  room  with 
fireplace;  three  bedrooms;  2'/z  baths,  full  basement,  heated  2-car  ga-. 
rage;  attached  heated  greenhouse,  attic,  sewers,  extras;  beautiful 
w(H>ded  acre,  outdoor  living  with  privacy,  exclusive  area;  priced  60’s; 
optional  adjacent  acre  available.  Box  983,  c/o  NYSJM. 
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Fourth  Annual  Symposium  on 

MEDICAL  ASPECTS  OF  SPORTS 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York 
Committee  on  Medical  Aspects  of  Sports 

Saturday,  February  13,  1971  9:00  a.m.  to  5:00  p.m. 

Americana  Hotel,  New  York  City 

Registration — 8:30  a.m.,  Royal  Ballroom  (No  Registration  Fee) 


SAFETY  AND  PREVENTION  OF  INJURIES  TO  THE  HIGH  SCHOOL  ATHLETE 
Program — Morning  Session — 9:00  a.m.  Moderator,  Alexius  Rachun,  M.D.,  Team  Physician,  Cornell  University. 


1.  LOSS  OF  CONSCIOUSNESS  DURING  UNDERWATER  SWIMMING 

Albert  B.  Craig,  Jr.,  M.D.,  Associate  Professor  of  Physiology,  University  of  Rochester  School  of  Medicine  & Dentist 

2.  CONDITIONING  FOR  LOOSE  AND  TIGHT  JOINTS 

James  A.  Nicholas,  M.D.,  Orthopedic  Surgeon  to  the  New  York  Jets 

3.  CAUSES  OF  HIGH  SCHOOL  FOOTBALL  INJURIES:  PROSPECTS  FOR  PREVENTION 

Carl  S.  Blyth,  Ph.D.,  Chairman,  Physical  Education  Dept.,  University  of  North  Carolina 

4.  COMPUTERS:  RELATIONSHIP  OF  RESEARCH  TO  ATHLETIC  INJURIES 

William  T.  Callahan,  Ph.D.,  Executive  Director,  BOCES  on  Long  Island 

Clinical  Demonstrations — 11:30  a.m.,  Royal  Ballroom  B 
Sports  Medicine  Cinema — 11:30  a.m..  La  Loire  Suite  4 & 5 


Luncheon — 12:30  p.m.,  Versailles  Suite.  Guest  Speaker:  Bob  Blackman,  Head  Coach, 
Dartmouth  College  Football  Team 


Program — Afternoon  Session — 2:00  p.m.  Royal  Ballroom  A.  Moderator,  Calvin  Nicholas,  M.D.,  Team  Internist,  New  York 


5.  KNEE  AND  ELBOW  PROBLEMS 

Fred  L.  Allman,  Jr.,  M.D.,  Team  Physician,  Georgia  Institute  of  Technology 

6.  CONTROVERSIAL  ISSUES  IN  INTERSCHOLASTIC  ATHLETICS 

Thomas  E.  Shaffer,  M.D.,  Professor  of  Pediatrics,  Ohio  State  University  College  of  Medicine 

7.  BACK  INJURIES  IN  SPORTS  OTHER  THAN  FOOTBALL 

Erwin  R.  Schmidt,  Jr.,  M.D.,  Team  Physician,  University  of  Pennsylvania 


Clinical  Demonstrations — 4:00  p.m.  Royal  Ballroom  B 
Sports  Medicine  Cinema — 4:00  p.m.  La  Loire  Suite  4 & 5 


Send  Reservation  Form  to: 


n 


Ralph  S.  Emerson,  M.D.,  Chairman 
Committee  on  Medical  Aspects  of  Sports 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue,  New  York,  N.Y.  10017 


I will  □ attend  the  Symposium  I will  □ will  not  □ attend  the  luncheon 

Please  reserve tickets  for  the  luncheon  at  $5.00  per  person 


Name. 


(please  print) 


Address. 


street 


City  State 

Make  check  payable  to:  Medical  Society  of  the  State  of  New  York 


zip 


Make  check  payable  to:  Medical  Soci 
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NEW  YORK  CITY  AREA 


January  17,  1971  / January  20,  1971 

Columbia  University  School  of  Public  Health  and 
Administrative  Medicine 

Atlantic  City,  New  Jersey 

HEALTH  CARE  SYSTEMS  IMPLEMENTATION 

FEE:  $100 

Apply;  Program  of  Continuation  Education,  21  Audubon  Avenue, 
New  York,  N.Y.  1 0032.  Tel.  (212)  568-4334. 


January  17,  1971  / January  31,  1971 

9 :00  a.m.-l  2 Noon,  Sundays 

The  Boulevard  Hospital 

46-04  31  st  Avenue 
Long  Island  City 

INTENSIVE  REFRESHER  COURSE 
January  17 

Pediatrics  and  Genetics 

S.  BERKOVICH,  M.D. 

January  24 

Psychiatry  and  Neurology 

A.  LAPAVOSKY,  M.D. 

January  31 

Endocrinology  and  Diabetes 

M.  PERLMUTTER,  M.D. 

All  Speakers  are  from  Downstate  Medical  Center 


January  18,  1971  and  January  25,  1971 

3:30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

January  18 

Present  Day  Concepts  in  the  Management  of 
Renal  Failure 

EUGENE  SCHUPAK,  M.D. 

January  25 

Current  Status  of  Bone  MarrovY  Transplantation 

ROBERT  TAUB,  M.D. 

Speakers  are  from  the  Mount  Sinai  School  of  Medicine 


MONDAY,  JANUARY  18 

8 : 00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Ophthalmology  with  the  New  York 
Society  of  Clinical  Ophthalmology 

2 East  103rd  Street 

LASER  AND  PHOTOCOAGULATION  IN  THE 
TREATMENT  OF  MACULAR  LESIONS 

GEORGE  WISE,  M.D.,  Moderator 
Panelisfs: 

CHARLES  CAMPBELL,  M.D. 

Eye  Institute,  Columbia  University  Medical  Center 
FRANK  CAMPBELL,  M.D. 


N.Y.U.  School  of  Medicine 
GEORGE  COMBOS,  M.D. 

Downstate  Medical  Center 
I.  OKAMURA,  M.D. 

Retina  Institute,  Harvard  Medical  School 


January  19,  1971  and  January  26,  1 97 1 

10:00  a.m.,  Tuesdays 

Maimonides  Medical  Center 

4802  Tenth  Avenue 

Main  Building,  4th  Floor  Lecture  Hall 

Brooklyn 

PEDIATRIC  POSTGRADUATE  CONFERENCES 
January  19 

Hereditary  Varieties  of  Bone  Disease 

EMANUEL  J.  LEVIN,  M.D. 

Downstate  Medical  Center 

January  26 — 1 1 :00  a.m. 

Clinical  Pathological  Conference  at  Coney  Island 
Hospital  Room  2W1 


January  20,  1 97 1 and  January  27,  1 97 1 

9:00  a.m.,  Wednesdays 

The  Jamaica  Hospital 

89th  Avenue  and  Van  Wyck  Expressway 
Jamaica 

MEDICAL  GRAND  ROUNDS 
January  20 

Cardiology  Case  Presentations 

CLEMENT  C.  WEINSTEIN,  M.D. 

January  27 
Gout 

STANLEY  L.  WALLACE,  M.D. 

Jewish  Hospital  and  Medical  Center  of  Brooklyn 

CREDIT:  C-1 


WEDNESDAY,  JANUARY  20 

3 : 30  p.m. 

The  Roosevelt  Hospital 

Winston  Conference  Room 
428  West  59th  Street 

DRUG  SCENE:  1971 

DONALD  LOURIA,  M.D. 

New  Jersey  College  of  Medicine 

CREDIT:  C-1 


8 : 00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Plastic  and  Reconstructive  Surgery 

2 East  103rd  Street 

JOINT  MEETING  WITH  THE  NEW  YORK 
REGIONAL  SOCIETY  OF  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 


January  20,  1 97 1 and  January  27,  1 97 1 

8:30-10:00  p.m.,  Wednesdays 

American  Institute  for  Psychoanalysis 

328  East  62nd  Street 
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CLINICAL  CONFERENCES  ON  THE  TREATMENT 
OF  EMOTIONAL  PROBLEMS  IN  MEDICAL 
PRACTICE 

January  20 

The  Technique  for  Changing  Parental  Attitudes 
through  Group  Discussion  in  Medical  Practice 
HELEN  A.  DeROSIS,  M.D. 

January  27 

The  Management  of  Marital  Problems  in  Medical 
Practice 

BENJAMIN  J.  BECKER,  M.D. 

CREDIT:  C-1 


January  21,  1971  and  January  22,  1 97 1 

Thursdoy  and  Fridoy 

The  New  York  Academy  of  Sciences 

Barbizon-Plozo  Hotel 
106  Cenfrol  Park  South 

MAGNETIC  RECORDING 

DENNIS  SPELIOTIS,  Ph.D. 

Micro-Bit  Corporation,  Burlington,  Moss. 

CLARK  E.  JOHNSON,  JR. 

Consulting  Physicist,  Weston,  Moss. 

Write:  Mr.  Wadsworth  Likely,  PR  Director,  2 East  63rd  Street,  N.Y., 
N.Y.  10021. 


THURSDAY,  JANUARY  21 

3 ; 00  p.m. 

Montefiore  Hospital 

Deportment  of  Gastroenterology 

Rosenthal  Auditorium 

210th  Street  and  Boinbridge  Avenue 

Bronx 

Topic  to  be  Announced 
NORMAN  B.  JAVITT,  M.D. 

New  York  Hospitol-Cornell  Medical  Center 


^ January  22,  1 97 1 and  January  29,  1 97 1 
j 8 : 00-9 : 30  o.m.,  Fridays 

!!  Maimonides  Medical  Center  Departments  of 
Pediatric  Services,  Obstetrics  and  Gynecology 
and  Medicine;  Downstate  Medical  Center  and  the 
Kings  County  Chapter  of  AAGP 

S 4802  Tenth  Avenue 
Fuhs  Auditorium 
^ Brooklyn 

PEDIATRICS,  GYNECOLOGY  AND  MEDICINE 
j FOR  THE  FAMILY  PHYSICIAN 

January  22 
Jaundice 

BAROUKH  EL  KODSI,  M.D. 

January  29 

Indications  and  Types  for  Hysterectomy 

SEYMOUR  SUSSMAN,  M.D. 

Speakers  are  from  Downstate  Medical  Center 
CREDIT:  C-1  and  AAGP 


January  22,  1971  f January  30,  1 97 1 

Department  of  Ophthalmology 
New  York  Medical  College 

Aruba  Caribbean  and  Aruba  Sheraton  Hotels 
Aruba,  Dutch  West  Indies 

ANNUAL  OPHTHALMOLOGICAL  SEMINAR 
THEME:  OCULAR  SURGERY 

Apply:  Department  af  Ophthalmology,  New  York  Medical  College, 
1249  Fifth  Avenue,  N.  Y.,  N.  Y.  10029 


January  23,  1 97 1 and  January  30,  1 97 1 

10:00  o.m.— 1 2 Noon,  Saturdays 

Memorial  Hospital  for  Cancer  and  Allied  Diseases 

Auditorium,  424  East  68th  Street 

SURGICAL  PROCEDURES  FOR  HEAD  AND 
NECK  CANCER 

January  23 

1.  Fundamental  Head  and  Neck  Procedures. 

Skin  Cancer.  Hemangiomas.  Thyroglossal 
Duct  Surgery. 

2.  Thyroid  Cancer:  Lobectomy;  Total 
Thyroidectomy;  Radical  Neck  Dissection  Plus 
Thyroid;  Statistics. 

January  30 

3.  Pigmented  Skin  Lesions.  Lymphangioma. 
Nasopharyngeal  Angiofibroma.  Fibrous 
Dysplasia.  Adamantinoma.  Osteogenic 
Sarcoma. 

4.  Reconstructive  Surgery:  Formation  of  Tube 
Pedical  Graft  and  its  Usage.  Lip  Cancer: 
Surgery;  Estlander  and  Bernard  Triangle 
Repair. 

Speaker:  H.  RANDALL  TOLLEFSEN,  M.D. 

NOTE:  Watch  for  future  meetings  in  WHAT  GOES  ON 


January  25,  1971  / January  29,  1971 

Columbia  University  School  of  Public  Health  and 
Administrative  Medicine 

21  Audubon  Avenue,  Suite  305 

ADOLESCENT  HEALTH 

FEE:  $125 


January  25,  1971  / January  29,  1971 

9 :00  a.m.-5  : 00  p.m.,  Monday/Friday 

The  Page  and  William  Black  Post-Graduate  School 
of  Medicine 

The  Mount  Sinai  Hospital 
Fifth  Avenue  at  1 00th  Street 

LABORATORY  METHODS  IN  HEMATOLOGY 

LOUIS  R.  WASSERMAN,  M.D. 

RICHARD  ROSENFIELD,  M.D. 

SOLOMON  ESTREN,  M.D. 

The  Mount  Sinai  School  of  Medicine 

FEE:  $300 
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TUESDAY,  JANUARY  26 

9 : 00  o.m. 

New  York  Infirmary 

Toscanini  Room 

Stuyvesont  Square  East  and  1 5th  Street 

PROXIMAL  MYOPATHY  AS  A MANIFESTATION 
OF  CRYPTIC  NEOPLASM 

JAY  ROSENBLUM,  M.D. 


WEDNESDAY,  JANUARY  27 

4 : 00-5  : 00  p.m. 

Flushing  Hospital  and  Medical  Center 

44-14  Parsons  Boulevard 
Flushing 

Pediatric  Guest  Lecture 

INTERESTING  ASPECTS  OF  NUTRITIONAL 
ANEMIAS 

PHILIP  LANZKOWSKY,  M.D. 

Long  Island  Jewish  Hospital 

CREDIT:  C-1 


8 ; 30  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Historical  Medicine 
2 East  103rd  Street 

THOUGHTS  ON  CESAREAN  SECTION  IN 
PRIMITIVE  SOCIETY 

ALBERT  ALTCHEK,  M.D. 

Lenox  Hill  Hospital 


8:30  p.m. 

The  Page  and  William  Black  Post-Graduate  School 
of  Medicine 

Blumenthal  Auditorium, 

The  Mount  Sinai  Hospital 
Fifth  Avenue  at  1 00th  Street 

The  Nathan  Rosenthal  Hematology  Seminar 

HUMAN  HISTOCOMPATIBILITY  ANTIGENS— 
THE  HL-A  SYSTEM  AND  ITS  IMPLICATIONS 
IN  HEMATOLOGY 

JEAN  DAUSSET,  M.D. 

N.Y.U.  School  of  Medicine 
FELIX  T.  RAPAPORT,  M.D. 

N.Y.U.  School  of  Medicine 

NO  FEE 


January  28,  1 97 1 and  January  29,  1 97 1 

Brooklyn-Cumberland  Medical  Center  and 
Long  Island  University,  Brooklyn  Center 

385  Flatbush  Avenue  Extension 
Brooklyn 

Conference  on  the 

MEDICAL  SERVICES  ASSOCIATE  PROGRAM 

Topics  include: 

1.  Training  the  Physician’s  Assistant 


2.  The  Impact  of  Physician’s  Assistants  on  other 
Allied  Health  Training  Programs 

3.  The  Medical/Legal  Implications  of  the 
Physician’s  Assistant 

4.  Relationship  between  the  Physician’s  Assistant 
and  the  Nurse. 

Participants  will  include  directors  of  physician’s  assistant  programs 
from  around  the  country,  experts  in  the  training  of  allied  health 
personnel,  authorities  in  related  fields,  legislators,  practicing  medical 
para-professionals,  and  members  of  the  community. 

Write:  Arnold  Lewis,  M.D.,  Director,  Medical  Services  Associate 

Program,  Brooklyn-Cumberland  Medical  Center,  121  DeKalb  Ave- 
nue, Brooklyn,  N.Y.  1 1201. 

CREDIT:  C-1 


THURSDAY,  JANUARY  28 

8 : 00  p.m. 

Brooklyn  Neurological  Society 
State  University  of  New  York 
Downstate  Medical  Center 

Basic  Science  Building — Lecture  Hall  ^2 

450  Clarkson  Avenue 

Brooklyn 

CLINICAL  AND  RESEARCH  TRENDS  IN 
MUSCULAR  DYSTROPHY 

ADE  T.  MILHORAT,  M.D. 

Institute  of  Muscle  Disease 
Cornell  University  Medical  College 


8 ; 30  p.m. 

The  Schilder  Society  for  Psychotherapy  and 
Psychopathology 

2 East  63rd  Street 

Paul  Schilder  Memorial  Lecture 

MINORITIES:  THEIR  PSYCHOLOGY  AND 
PSYCHOPATHOLOGY 

ERNEST  HAMMERSCHLAD,  M.D. 


FRIDAY,  JANUARY  29 

8 : 00  p.m. 

The  Institute  of  Human  Relations  and  Staten  Island 
Family  Service 

25  Victory  Boulevard 
Staten  Island 

AGING  AND  DEPRESSION 

E.  EMERY  BREITNER,  M.D. 

Nassau  Hospital 

NO  FEE  Open  to  all  Physicians 

For  Registration,  contact  Sid  Herling,  M.  S.  W.,  Executive  Director, 
above  address. 
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SUNDAY,  JANUARY  31 

8 30  o.m./2  00  p.m. 

The  Brookdale  Hospital  Center 

Theodore  Shapiro  Residence  Hall 
Linden  Boulevord  ol  Brookdale  Plozo 
Brooklyn 

MODERN  UROLOGICAL  CONCEPTS  AND 
CONTROVERSIES 

1.  Calculi — Medical  vs.  Surgical  Therapy 

SANDOR  H.  WAX,  M.D. 

2.  Carcinoma  of  the  Prostate — Surgery,  When 
and  How? 

IRWIN  FRANK,  M.D. 

Strong  Memorial  Hospital,  Rochester,  N.Y. 

3.  Recent  Advances  in  the  Diagnoses  and 
Management  of  Male  Infertility 

RICHARD  AMELAR,  M.D. 

French  Hospital 

4.  Neurogenic  Bladder 

PABLO  MORALES,  M.D. 

N.Y.U.  School  of  Medicine 

5.  Panel  Discussion — Question  and  Answer 
Period 

SANDOR  H.  WAX,  M.D.,  Moderator 
All  participants 

NO  FEE  CREDIT:  C-1  and  AAGP 


NEW  YORK  CITY  FUTURE  EVENTS 


February  1,  1971  / February  5,  1971 

(Dates  indicate  first  session  of  each  course) 

French  and  Polyclinic  Medical  School  and 
Health  Center 

345  West  50th  Street 

NURSING  HOME  ADMINISTRATION  COURSES 
SPRING  SEMESTER 

1.  February  1 — 6:00-9:00  p.m. 

Nursing  Home  Administration 

2.  February  2 — 6:00-8:00  p.m. 

Environmental  Sanitation 

3.  February  4 — 6:00-8:00  p.m. 

Frontiers  of  Geriatrics 
CREDIT:  C-1 

4.  February  5 — 6:00-8:00  p.m. 

Seminar  in  Nursing  Home 


February  1,  1971  / February  5,  1971 

8:30  a.m./5:30  p.m.,  Mondoy-Friday 

The  Page  and  William  Black  Post-Graduate  School 
of  Medicine 

The  Mount  Sinai  Hospital 
1 00th  Street  and  Fifth  Avenue 

SURGERY  OF  THE  PARANASAL  SINUSES 

JOSEPH  L.  GOLDMAN,  M.D. 

KARL  M.  MORGENSTEIN,  M.D. 

SHEPPARD  SIEGEL,  M.D. 

The  Mount  Sinai  School  of  Medicine 

FEE:  $350 


February  1,  1971  / June  3,  1971 

9 00  o.m.  12:00  Noon,  Mondays  & Thursdays 

The  Page  and  William  Black  Post-Graduate  School 
of  Medicine 

The  Mount  Sinai  Hospital 
1 00th  Street  and  Fifth  Avenue 

INTRODUCTION  TO  GROUP  PSYCHOTHERAPY 
FOR  GRADUATE  PSYCHIATRISTS 

AARON  STEIN,  M.D.  and  Associates 
Mount  Sinai  School  of  Medicine 

FEE:  $100 


TUESDAY,  MARCH  16 

9 00  o.m.  4 : 30  p.m. 

Brooklyn  Tuberculosis  and  Respiratory  Disease 
Association  and  the  Medical  Society  of  the  County 
of  Kings 

Downstote  Medical  Center 
450  Clarkson  Avenue 
Brooklyn 

Teaching  Seminar  for  Practicing  Physicians 

ACID-BASE  PROBLEMS  IN  RESPIRATORY 
DISEASE 

Write  for  Program:  Mr.  NELSON  R.  KRAEMER,  Managing  Director, 
Brooklyn  Tuberculosis  ond  Respiratory  Disease  Association,  293 
Schermerhorn  Street,  Brooklyn,  N.Y.  11217;  or  watch  future  issues 
of  WHAT  GOES  ON. 


April  26,  1971  / April  28,  1971 

The  Glaucoma  Diagnostic  Center  of  the  Brooklyn 
Eye  and  Ear  Hospital 

29  Greene  Avenue 
Brookivn 

SEMINAR  ON  GLAUCOMA 

A.  S.  ROSENBERG,  M.D.  and  Staff 

FEE:  $125  (Registration  limited  to  six  Ophthalmologists) 

Write;  MR.  VERNON  E.  DRESSLER,  Administrator,  at  the  above 
address. 


ALBANY  FUTURE  EVENT 


April  30,  1971  / May  20,  1971 

The  Department  of  Postgraduate  Medicine 
Albany  Medical  College  of  Union  University 

MEDICAL  SEMINAR  CRUISE  TO  THE 

MEDITERRANEAN 

(Aboard  the  "Raffaello") 

Ports  of  call  include  Casablanca,  Naples,  Genoa,  Cannes,  Barcelona 
and  Lisbon 

Write:  WILLIAM  P.  NELSON,  III,  M.D. 

Deportment  of  Postgraduate  Medicine 
Albany  Medical  College 
Albany,  New  York  1 2208 
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BUFFALO  AREA 


TELEPHONE  LECTURE  NETWORK 


The  School  of  Medicine  presents  various  programs  via  the  facilities 
of  the  Telephone  Lecture  Netvrork  of  the  Regional  Medical  Program  for 
Western  Nev/  York.  The  Netvrork  covers  the  counties  of  Erie,  Niagara, 
Genesee,  Wyoming,  Chautauqua,  Cattaragus  and  Allegany  in  New 
York  State  and  Erie  County  and  McKeen  County  in  the  Commonwealth 
of  Pennsylvania.  There  are  55  hospital-outlets. 

Programs  are  presented  in  three  series: 

1 . A weekly  series  of  general  interest  considered  useful  to  all  physi- 
cians presented  at  11:30  a.m.  on  Tuesdays; 

2.  The  monthly  Pediatrics  Conference  from  Children’s  Hospital  spon- 
sored by  the  Department  of  Pediatrics  and  presented  on  the  second 
Friday  of  each  month  under  the  direction  of  Thomas  Aceto,  Jr.,  M.D.;  and 

3.  The  monthly  series  on  trauma  sponsored  by  the  Division  of  Ortho- 
pedic Surgery,  Department  of  Surgery,  and  presented  on  the  fourth 
Thursday  of  each  month  under  the  direction  of  Eugene  R.  Mindell,  M.D. 

For  further  information,  please  contact  Continuing  Medical  Education, 
2211  Main  Street,  Buffalo,  N.Y.  14214.  Tel.  (71  6)  831 -5526. 


State  University  of  New  York 
at  Buffalo 

221  1 Main  Street 
Buffalo,  N.Y.  14214 
Tel.  (716)  831-5526 

SCHEDULE  FOR  WINTER-SPRING  1971 
February  1 1 

Stroke:  Diagnosis,  Treatment,  Rehabilitation  and 
Prevention 

S.  SANES,  M.D.,  Chairman 
Hotel  Statler  Hilton 

February  25 

Family  Management  of  the  Chronically  III 

J.  INGALL  and  T.  KRAUSS,  M.D.’s 
Hotel  Statler  Hilton 

March  4 and  5 

Children;  Their  Problems  and  their  Work 

D.  ROSENBAUM,  M.D. 

Hotel  Statler  Hilton 

March  18 

A Day  in  Clinical  Gastroenterology 

W.  LIPP  and  L.  KATZ,  M.D.’s 
Hotel  Statler  Hilton 

March  26 

Neurology  and  the  General  Physician 

B.  SMITH,  M.D. 

Meyer  Memorial  Hospital 

April  1 and  2 
Acute  Medicine 

J.  LAURIA,  M.D. 

Hotel  Statler  Hilton 

April  5,  6 and  7 

Pediatric  Nephrology 

M.  RUBIN,  M.D. 

April  30  and  May  1 

Thirty-Fourth  Annual  UB  Alumni  Spring  Clinical 
Days:  Basic  Science  as  it  Applies  to  Clinical 
Medicine 

L.  GOLDEN,  M.D. 

Hotel  Statler  Hilton 


May  1 1 

Founders’  Day  Dinner 

125th  Anniversary  Year  of  the  School  of 

Medicine 

May  10,  11  and  12 

Clinically  Oriented  Documentation  of  Laboratory 
Data 

E.  GABRIELI,  M.D. 

Hotel  Statler  Hilton 

May  1 3 and  1 4 

Planning  and  Organizing  A Halfway  House 

J.  ZUSMAN,  M.D. 

Hotel  Statler  Hilton 

May  19,  20,  21  and  22 

Immunologic  Concepts  of  Hypersensitivity  in  Man 
(With  American  College  of  Physicians) 

C.  ARBESMAN,  M.D. 

Hotel  Statler  Hiltan 

May  26  and  27 

Locomotion  and  Aging 

T.  KRAUSS,  M.D. 

Hotel  Statler  Hilton 

June  3,  4 and  5 

Health  Data  Network  of  Western  New  York 

E.  GABRIELI,  M.D. 

Hotel  Statler  Hilton 

Write  to  Continuation  Education  at  above  address  for  full  programs. 


NASSAU  COUNTY 


WEDNESDAY,  JANUARY  20 

8:00  and  9.00  a.m. 

Mercy  Hospital 

MacArthur  Hall 
Rockville  Centre 

8 : 00  a.m. 

Surgical  Conference 

Use  of  Heparin  in  Surgery  Including  Pulmonary 
Embolization 

HAROLD  LAUFMAN,  M.D. 

Albert  Einstein  College  of  Medicine 

9 : 00  a.m. 

Disseminated  Intravascular  Coagulation 

ISADORE  BRODSKY,  M.D. 

Hahnemann  Medical  College  and  Hospital 


January  21,  1971  and  January  28,  1971 

11:30  a.m.,  Thursdays 

Nassau  County  Medical  Center 

Radiology  Research  Auditorium 

Hempstead  Turnpike  and  Carman  Avenue  t 

East  Meadow  j 

Pediatric  Postgraduate  Program 

January  21  1 

Pediatric  Orthodontics 

STUART  J.  BALABAN,  D.M.D.  j ' 
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January  28 

Recent  Developments  in  Drug  Dependence 
HENRY  BRILL,  M.D.,  Director 
Pilgrim  State  Hospital 


EVENTS  IN  EARLY  JANUARY 


TUESDAY,  JANUARY  5 

4 ; 30  p.m. 

Catholic  Medical  Center  of  Brooklyn  and  Queens 

St.  John's  Hospital  Auditorium 
90-02  Queens  Boulevard 
Elmhurst 

MANAGEMENT  OF  BACTERIAL  AND  MYCOTIC 
I INFECTIONS  OF  THE  CORNEA 

FREDERICK  H.  THEODORE,  M.D. 

The  Mount  Sinai  Hospital 


8 : 30  p.m. 

Association  for  Psychoanalytic  Medicine 

2 East  103rd  Street 
Room  440 

THE  EFFECT  OF  OBJECT  LOSS  ON  THE  BODY 
IMAGE  OF  SCHIZOPHRENIC  GIRLS 

ARTHUR  H.  GREEN,  M.D. 

Discussant: 

MANUEL  PURER,  M.D. 

Comments  by:  MARGARET  MAHLER,  M.D. 


January  6,  1971  and  January  13,  1971 

9.00  o.m.,  Wednesdays 

The  Jamaica  Hospital 

89th  Avenue  and  Von  Wyck  Expressway 
Jornoico 

January  6 

Primary  Myocardial  Disease — A Prospective 
Study 

ROBERT  I.  HAMBY,  M.D. 

Long  Islond  Jewish  Medical  Center 

January  13 

Advances  in  Disorders  of  the  Pituitary  Gland 

MANFRED  BLUM,  M.D. 

N.Y.U.  Medical  Center 

CREDIT:  C-1 


January  14,  1971  / January  28,  1971 

8:30-10:10  p .m.,  Thursdays  (3  sessions) 

Postgraduate  Center  for  Mental  Health 

124  East  28th  Street 

GENETICS  AND  GENETIC  COUNSELING 

EDWARD  GENDEL,  M.D. 

Metropolitan  Hospital 


EVENTS  RECEIVED  AFTER  DEADLINE 


January  4,  1971  / January  8,  1971 

’Starting  dotes — Four  clinic  sessions  per  group  each  month 

Albert  Einstein  College  of  Medicine 
Departments  of:  General  Surgery, 

Gynecology  and  Obstetrics;  Medicine 
and  Radiotherapy 

Jacobi  Hospital 

Pelham  Parkway  South  and  Eostchester  Rood 
Bronx 

"HOW  TO  DO”  CLINICS 

* Monday,  January  4 — ?:l5-3:30  p.m. — Room  3N-12 

Breast  Clinic 

YEHUDA  ADAM,  M.D. 

GEORGE  ESCHER,  M.D. 

JACQUES  PAUPORTE,  M.D. 

SOPHIE  TURNER,  M.D. 

HERBERT  VOLK,  M.D. 

* Tuesday,  January  5 — 1:00-3:00  p.m. — 4N-55 

Radiotherapy  Clinic 

NEMETALLAH  GHOSSEIN,  M.D. 

SOPHIE  TURNER,  M.D. 

* Wednesday,  January  6 — 9:00-1  1:00  o.m. — 5 North 

Gynecology  Clinic 

RICHARD  COUNSELMAN,  M.D. 

JOHN  GRAY,  M.D. 

SOPHIE  TURNER,  M.D. 

PATRICIA  KAIM,  M.D. 

1:00-3:00  p.m.— 5N-J6 

Head  and  Neck  Clinic 

YEHUDA  ADAM,  M.D. 

JACQUES  PAUPORTE,  M.D. 

ROBERT  RUBEN,  M.D. 

SETH  THALER,  M.D. 

4.00-5:00  p.m.— IN-54 

G.I.-Mixed  Tumor  Clinic 

Yehuda  Adorn,  M.D. 

* Thursday,  January  7 — 2:00-3:30  p.m. — 3N-16 

Sigmoidoscopy  Clinic 

YEHUDA  ADAM,  M.D. 

DAVID  MARKMAN,  M.D. 

JACQUES  PAUPORTE,  M.D. 

* Friday,  January  8 — 1:75—3:30  p.m.—  -3N-31 

Dermatology  Clinic 

MICHAEL  FISHER,  M.D. 

WALTER  GASNER,  M.D. 

FRANKLIN  PASS,  M.D. 

1 .15-3:30  p.m.— 3N-31 

Lymphoma  Leukemia  Clinic 

LEONARD  DAUBER,  M.D. 

HERBERT  WOHL,  M.D. 

NOTE:  On  February  1 and  March  2,  the  new  group  begins. 

Attendance  is  limited. 

CREDIT:  C-1  and  AAGP  (40  hours) 

Address  Inquiries:  Cancer  Coordinator,  at  the  above  address. 

Attention:  Mrs.  Sharon  Wiener,  Program  Secretary.  Tel.  (212) 

TY  2-6000  Ext.  529  or  530  or  430-3063. 
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January  7,  1971  and  January  21,  1971 

4:00  p.m.,  Thursdays 

N.Y.U.  School  of  Medicine 

550  First  Avenue 
History  of  Medicine  Lectures 

January  7 

The  History  of  Endemic  Goiter:  Its 

Significance  for  the  Etiology  of  the  Disease 

ISIDOR  GREENWALD,  Ph.D. 

January  21 

The  Influence  of  Arab  Medicine  on 
the  Western  World 

SALAH  AL-ASKARI,  M.D. 


TUESDAY,  JANUARY  19 

8:30  p.m. 

Medical  Society  of  the  County  of  Kings  and  The 
Academy  of  Medicine  of  Brooklyn  with  Brooklyn 
Psychiatric  Society 

Downstate  Medical  Center 
450  Clarkson  Avenue 
Brooklyn 

Stated  Meeting 

NATIONAL  AND  GOVERNMENTAL  ATTITUDES 
TOWARD  DRUG  ABUSE 

STANLEY  F.  YOLLES,  M.D. 

Asst.  Surgeon  General 
U.S.P.H.S.,  retired 


SUFFOLK  COUNTY 


WEDNESDAY,  JANUARY  6 

8:00-1  0:00  p.m. 

The  Suffolk  County  Chapter  of  the 
American  Academy  of  Family  Practice 


Co-Sponsor  Lakeside  Laborataries 
Suffolk  Academy  of  Medicine 
850  Veterans  Highvray 
Flauppauge 

SYMPOSIUM  ON  PSYCHO-THERAPEUTIC  DRUGS 

HENRY  BRILL,  M.D. 

LOTHAR  KALINOVYSKI,  M.D. 

SIDNEY  MERLIS,  M.D. 

All  Physicians  and  Para-medical  Personnel  invited. 

CREDIT:  C-1  and  AAGP 


PHYSICIANS’  PLACEMENT 


CALLICOON,  N.Y.,  Sullivan  County.  G.P. 

CONTACT:  MR.  VALLEAU  C.  CURTIS,  General  Chairman,  Grover  M. 

Hermann  Haspital,  Callicaon,  N.Y.  1 2723. 


CAPE  VINCENT,  N.Y.,  Jeffersan  County.  G.P. 

CONTACT:  LYSLE  FAURET,  Town  Clerk,  Town  of  Cape  Vincent,  N.Y. 

13616.  Tel.(315)OL  4-5091. 


CARTHAGE,  N.Y.,  Jefferson  County.  G.P.  and  Specialists  in  Anesthesi- 
ology, General  Surgery  and  Internal  Medicine. 

CONTACT:  MR.  GORDON  M.  GOULD,  128  N.  Washington  Street, 

Carthage,  N.Y.  1 361  9. 


CATO,  N.Y.,  Cayuga  County.  G.P. 

CONTACT:  MR.  V/ALDO  McDOWELL  (Mayor),  Cato,  N.Y.  13033. 

Tel  (31  5)  626-21  29. 


WHAT  GOES  ON  IN  MEDICINE 
Medical  Society  of  the  State  of  New  York 

750  Third  Avenue,  New  York,  N.  Y.  10017  Date 

Name No.  of  Subscriptions 

Attention Title 

Address _ _ „ 

City  State Zip, 

Q $3.00  check  enclosed  for  “WHAT  GOES  ON” 


1 68  New  York  State  Journal  of  Medicine  / January  1 , 1971 
WGO-8 


I 


Two  minutes  in  the  i)enalty  box  for  the  offender  and  possibly 
months  of  painful  muscle  spasm  for  the  victim. 

For  the  painful  skeletal  muscle  spasm  of  back  sprains,  Valium 
(diazepam)  can  be  a valuable  adjunct.  A dose  of  2-10  mg,  three  or 
four  times  a day,  goes  to  work  to  help  break  up  the  cycle  of  spasm/ 
pain /spasm.  The  resultant  relief  of  skeletal  muscle  spasm  may 
permit  greater  mobilization  of  the  affected  muscles  and  may  help 
the  patient  resume  usual  activities  sooner  than  otherwise  possible. 
Valium  also  helps  reduce  the  psychic  tension  that  so  frequently 

accompanies  injuries  and  thus  can 
contribute  to  total  patient  management. 
So,  whether  you  treat  sprained  backs  in 
hockey  players  or  housewives,  your 
prescription  for  adjunctive  Valium  may 
often  be  most  helpful  in  getting  them  back 
on  the  job  as  soon  as  possible. 

Paraspinal  muscle  7nass  frequently  vulnerable 
to  this  type  of  trauma. 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows; 

Indications:  Tension  and  anxiety  states ; somatic  complaints  which  are  con- 
comitants of  emotional  factors ; psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms  or  agitation  ; acute 
agitation,  tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alcohol  with- 
drawal : adjunctively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to  local 
pathology,  spasticity  caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders  (not  for  sole  therapy). 
Contraindicated  : Knowm  hypersensitivity  to  the  drug.  Children  under 
6 months  of  age.  Acute  narrow  angle  glaucoma. 

\V  arnings : Not  of  value  in  psychotic  patients.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  increase  in  frequency  and/ or  severity  of 
grand  mal  seizures  may  require  increased  dosage  of  standard  anticonvulsant 
medication  ; abrupt  withdrawal  may  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants.  Withdrawal  symptoms  have  occurred 
following  abrupt  discontinuance.  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to  habituation  and 
dependence.  In  pi'egnancy,  lactation  or  women  of  childbearing  age,  weigh 
potential  benefit  against  possible  hazard. 

Precautions : If  combined  with  other  psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents  employed.  Usual  precautions  indi- 
cated in  patients  severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects : Drowsiness,  confusion,  diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipa- 
tion, headache,  incontinence,  changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision.  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations,  increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances,  stimulation,  ^ ■ 

Roche 


have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 


LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  071*10 


VRLIUM  (MAZinUH) 

adjunct  in  painful  skeletal  muscle  spasm 
2-mg,  5-mg,  10-mg  tablets 


I 


...with  episodes  of  vertigo, 
headaehe,  eonlusion,  sensory^  loss, 
slurred  speeeh,  eonsider 


VASQMLAN 


NE  HCI) 


to  help  relieve  s>Tnptoms  by 
preventing  vasospasm  and 
inereasing  eerebral  blood  flow 


New  20  mg.  strength  now  available:  Vasodllan  20  mg.  tablets  for  greater  dosage 
simplicity  and  convenience.  Recommended  Initial  dose:  one  20  mg.  tablet  q.I.d. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,’  several  investigators*'*  have  reported  favorably  on  the  effects  of 
isoxsuprine  on  cerebral  blood  flow.  Effects  have  been  demonstrated  both  by  objective  measurement*'*  and  observation  of  clinical  improvement. 
Indications:  Cerebrovascular  insufficiency,  arferiosclerosis  obliterans,  diabetic  vascular  diseases,  thromboangiitis  obliterans  (Buerger  s disease), 
Raynaud's  disease,  postphlebitic  conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arteriosclerotic,  diabetic,  thrombotic). 
Composition:  VASODTlAN  tablets,  isoxsuprine  hydrochloride  10  mg.  and  20  mg.  Dosage:  Oral  — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications 
and  Cautions:  There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  immediately  postpartum  or  in  the  presence  of  arterial 
bleeding.  Side  Effects:  Occasional  palpitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  As  intramuscular  administration  of  10 
mg.  or  more  may  cause  brief  hypotension  and  tachycardia,  single  intramuscular  doses  exceeding  this  amount  are  not 
recommended.  Complete  details  available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  (1)  Fazekas, 

J.  F.;  Alman.  R.  W.;  Ticktin,  H.  E.:  Ehrmantraut,  W.  R.,  and  Savarese,  C.  J.:  Angiology  75:No.  2 (Feb.)  1964.  (2)  Horton, 

G.  E..  and  Johnson  P.  C , Jr.-  Angiology  15:70-74  (Feb.)  1964.  (3)  Clarkson,  I.  S.,  and  LePere,  D.  M.;  Angiology  7 7:190-192 
(June)  1960.  (4)  Dh'rymiotis,  A.  D..  and  Whittier,  J.  R.;  Curr.  Ther.  Res.  4:124-128  (April)  1962.  (5)  Whittier,  J.  R.:  Angiology  labor  ato  r i e s 
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Give  vour  patients 

rest  from  pain  Empiritf  Compound 
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Phosphate  gr.l/2,No.  3 


Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warn- 
ing-May be  habit  forming),  Phenacetin  gr.  214,  Aspirin 
gr.  314,  Caffeine  gr.  14. 

B.  W.  & Co.  narcotic  products  are  Class  “B”,  and  as  such  are  available  on 
oral  prescription,  where  State  law  permits. 


Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 
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NoludarSOO 

(methyprylon) 

one  capsule 
for  the  rest 
of  the  night 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

INDICATION:  Relief  of  insomnia  of  varied  etiology. 
CONTRAINDICATIONS:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

WARNINGS:  Caution  patients  about  combined  ef- 
fects with  alcohol  and  other  CNS  depressants. 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness,  such  as  op- 
erating machinery  or  driving  a motor  vehicle 
shortly  after  ingesting  the  drug. 

Physicil  tnd  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 
withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative  Repeat  prescriptions  should  be 
under  adequate  medical  supervision. 

Usage  in  Pregnancy-  Weigh  potential  benefits  in 
pregnancy,  during  lactation,  or  in  women  of  child- 
bearing age  against  possible  hazards  to  mother  and 
child. 

PRECAUTIONS:  If  sleeplessness  is  pain-related,  an  anal- 
gesic should  also  be  prescribed.  Perform  periodic  blood  counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
intake  should  not  exceed  400  mg,  as  greater  amounts  do  not 
significantly  increase  hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dosages,  there  have 
been  rare  occurrences  of  morning  drowsiness,  dizziness, 
mild  to  moderate  gastric  upset  (including  diarrhea,  esopha- 
gitis, nausea  and  vomiting,  headache,  paradoxical  excita- 
tion and  skin  rash.  There  have  been  a very  few  isolated 
reports  of  neutropenia  and  thrombocytopenia;  however,  the 
evidence  does  not  establish  that  these  reactions  are  re- 


lated to  the  drug. 
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repanil  Ten-ki 

I (continuous  release  form) 


(diethylpropion  hydrochloride) 


works  on  the  appetite 
not  on  the 'nerves’ 

When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  tor  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 

Jless.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
^tively  low  incidence  of  CNS  stimulation. 

Controindications;  Concurrently  with  MAO  inhibitors,  in  potients  hypersensitive  to 
i this  drug;  in  emotionally  unstable  potients  susceptible  to  drug  obuse. 

Warning;  Although  generolly  sofer  than  the  cmphetcmines.  use  with  greot  caution  in 
Dotients  with  severe  hypertension  or  severe  cordiovosculor  disease.  Do  not  use  dur- 
ing lirst  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions;  Rarely  severe  enough  to  require  discontinuotion  of  theropy,  un- 
pleosont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  relotively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  moy 
occosionolly  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  onxiety. 


and  jitteriness.  In  controst,  CNS  depression  has  been  reported.  In  o lew  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  os  tochycordio,  precordiol  pain, 
orrhythmio,  palpitation,  ond  increosed  blood  pressure.  One  published  report 
described  T-wove  changes  in  the  ECG  of  a healthy  young  mole  after  Ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  pfienomeno  reported  include  such  conditions  as  rosh, 
urticario,  ecchymosis,  ond  erythema.  Gastroinlestinol  ellecis  such  os  diarrhea, 
constipotion,  nouseo,  vomiting,  ond  obdominol  discomfort  hove  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  ogranulocytosis,  and  leukopenio.  A variety  of  miscellaneous  odverse 
reactions  hove  been  reported  by  physicians.  These  include  comploints  such  os  dry 
mouth,  heodoche,  dyspneo,  menstruol  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysurio,  and  polyuria. 

Convenience  of  two  dosage  forms;  TEPANIL  Ten-tob  toblets:  One  75  mg.  tablet 
doily,  swollowed  whole,  in  midmorning  (10  a.m.);  TEPANIL;  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  on  odditional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  chiidren  under  12  years  of  age  is  not 
recommended.  t-oosa  r i/ro  / u.s.  patent  no.  t.ooi.sio 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA.  PENNSYLVANIA  19144 
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Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  ond  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps.  Including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  If  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  Increased  to  one  tablet  following  the  evening  meal 
ond  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC, 

PHILADELPHIA.  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


I 

I 


lot  of  little  things  are  wrong. 
Headaches,  diarrhea,  this  rash 
on  my  arm.  And  sometimes  I think 
I don’t  like  being  married.” 


Guilt,  and  somatic  symptoms 
and  concerns  caused  by  anxiety 
respond  particularly  well 


to 


DOXEPIN  HCI 


uan 


® 


(Please  see  last  page  for  full  adverse  reactions,  contraindications,  warnings  and  precautions.) 
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“Since  I retired 
I’m  not  sleeping.4 
And  I get  tense 
during  the  day. 
My^ife  said 
the  doctor!” 


Tension  and  \ 
insomnia  > 
respond 
particularly  well 

t°Sinequan 

DOXEPIN  HCll 


i 

i 


Marked  antianxiety  action . . . 

The  antianxiety  effect  of  Sinequan 
(doxepin  HCI)  was  compared  to  that  of 
either  diazepam  or  chlordiazepoxide  in 
ten  double-blind  studies*-'  of  422  patients 
with  psychoneurotic  anxiety.  An  analysis 
of  the  symptom  rating  scales  revealed  that 
Sinequan  was  unsurpassed  by  the  two 
tranquilizers  in  treating  a broad  range  of 
anxious  symptomatology. 

Global  evaluation  of  the  double-blind 
studies  also  expressed  the  comparative 
effectiveness  of  Sinequan: 

SINEQUAN  VS.  CHLORDIAZEPOXIDE 
IN  5 DOUBLE-BLIND  STUDIES 


DRUG 

ADMINISTERED 

SINEQUAN 

CHLORDIAZEPOXIDE 

TOTAL  NO. 
OF  PATIENTS 

77 

72 

NUMBER 

IMPROVED 

64 

56 

MARKED 

21 

7 

MODERATE 

27 

23 

SLIGHT 

16 

26 

% IMPROVED 

83% 

78% 

SINEQUAN  VS.  DIAZEPAM 
IN  5 DOUBLE-BLIND  STUDIES 


DRUG 

ADMINISTERED 

SINEQUAN 

DIAZEPAM 

PLACEBO 

TOTAL  NO. 
OF  PATIENTS 

118 

102 

48 

NUMBER 

IMPROVED 

100 

75 

33 

MARKED 

47 

34 

12 

MODERATE 

29 

29 

11 

SLIGHT 

24 

12 

10 

% IMPROVED 

85% 

74% 

69% 

Overall  evaluations*  of  patients  treated 
with  Sinequan  revealed  that: 

□ 84%  of  263  patients  with  symptoms  of 
anxiety  showed  marked,  moderate,  or  slight 
improvement 

□ 87%  of  40  patients  with  symptoms 

of  anxiety  accompanying  organic  disease 
showed  marked,  moderate,  or  slight 
improvement 

□ 83%  of  1 42  patients  with  symptoms 

of  anxiety  and  depression  showed  marked, 
moderate,  or  slight  improvement. 


. . . and  significant  antidepressant  activity 


Sineq 

DOXEPIN  HCll 

0 Starting  dosage: 

25  mg.  t.i.d.  for  mild 
to  moderate  anxiety 


uan 


The  tranquilizer  that  is 
an  antidepressant 
The  antidepressant  that 
is  a tranquilizer. 


"The  most  striking  improvement  [with  Sinequan]  occurs  in 
sleeping  disturbances  and  in  somatic  concomitants  of  anxiety, 
fidgeting,  irritability,  tenseness,  inability  to  relax,  muscular 
stiffness,  feelings  of  weakness,  tachycardia,  palpitation,  giddiness, 
shortness  of  breath,  dyspepsia,  bowel  disturbances.” 

Johnstone.  E.E.  and  Claghorn,  J.L.:  Curr.  Ther.  Res.  10:514,  Oct.,  1968. 

(Please  see  last  page  for  full  adverse  reactions,  contraindications,  warnings  and  precautions.) 


Analysis  of  standard  symptoms  rating  scales'' 
proved  the  effectiveness  of  Sinequan  (doxepin 
HCI)  in  decreasing  the  intensity  and  incidence  of 
the  most  prevalent  psychoneurotic  symptoms: 


Symptom 

Improvement  with  Sinequan 

Anxious  Mood 

74%  (59  of  80  patients") 

Fears 

73%  (48  of  66  patients") 

Difficulty  in 
decision-making 

63%  (12  of  19  patients'") 

Tension 

79%  (63  of  80  patients") 

Depressed  Mood 

72%  (50  of  69  patients") 

Loss  of  interest 

73%  (11  of  15  patients") 

Social  Withdrawal 

62%  (13  of  21  patients'") 

Somatic  Symptoms 
(General) 

76%  (31  of  41  patients") 

Respiratory 

Symptoms 

83%  (19  of  23  patients") 

Gastrointestinal 

Symptoms 

77%  (54  of  70  patients") 

Cardiovascular 

Symptoms 

67%  (14  of  21  patients") 

Insomnia 

73%  (53  of  73  patients") 

Rating  scales  used  for  symptom  evaluation 

a.  Hamilton  Anxiety  Scale  (Modified) 

b.  Wittenborn  Symptom  Rating  Scale 

c.  Anxiety  Check  List 


Effective  control  of 
anxiety’s  most  prevalent  psychic 
and  somatic  symptoms . . . 
relief  of  underlying  depression 
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SINEQUAN  (doxepin-HCI) 

Sinequan  (doxepin-HCI)  Capsules 

Description.  Sinequan  (doxepin-HCI)  is  a new  dibenzoxepin  psychotherapeutic  agent 
with  marked  antianxiety  and  significant  antidepressant  activity. 

Chemistry.  Sinequan  (doxepin-HCI)  Is  a dibenzoxepin 
derivative  and  is  the  first  of  a new  family  of  psycho- 
therapeutic agents.  Specifically,  it  is  an  isomeric  mix- 
ture of  N,N-Dimethyl-dibenz(b.e)-oxepin-A"l6H)^  y pro- 
pylamine hydrochloride. 

Indications.  In  a carefully  designed  series  of  controlled 
studies,  Sinequan  (doxepin-HCI)  has  been  shown  to 
have  marked  antianxiety  and  significant  antidepressant 
activity.  Sinequan  (doxepin-HCI)  is  recommended  for 
the  treatment  of: 

(1)  Patients  with  psychoneurotic  anxiety  and/or  depressive  reactions,  (2)  Mixed  symp- 
toms of  anxiety  and  depression.  (3)  Alcoholic  patients  with  anxiety  and/or  depression. 
(4)  Anxiety  associated  with  organic  disease.  (5)  Psychotic  depressive  disorders  includ- 
ing involutional  depression  and  manic-depressive  reactions. 

The  target  symptoms  of  psychoneurosis  that  respond  particularly  well  to  Sinequan 
(doxepin-HCI)  include  anxiety,  tension,  depression,  somatic  symptoms  and  concerns, 
insomnia,  guilt,  lack  of  energy,  fear,  apprehension  and  worry. 

In  those  patients  in  whom  anxiety  masks  the  depressive  state,  Sinequan  (doxepin-HCI) 
is  of  particular  value  since  it  exerts  a potent  antidepressant  effect  as  well  as  anti- 
anxiety activity. 

Patients  who  have  failed  to  respond  to  other  antianxiety  or  antidepressant  drugs  may 
benefit  from  treatment  with  Sinequan  (doxepin-HCI). 

Clinical  experience  has  shown  that  Sinequan  (doxepin-HCI)  is  safe  and  well  toler- 
ated even  in  the  elderly  patient. 

In  a large  series  of  patients  systematically  observed  for  withdrawal  symptoms,  none 
were  reported.  This  is  consistent  with  the  virtual  absence  of  euphoria  as  a side  effect 
and  the  lack  of  addiction  potential  characteristic  of  this  type  of  chemical  compound. 
Contraindications.  Sinequan  (doxepin-HCI)  is  contraindicated  in  individuals  who  have 
shown  hypersensitivity  to  the  drug. 

Sinequan  (doxepin-HCI)  is  contraindicated  in  patients  with  glaucoma  or  a tendency 
to  urinary  retention. 

Warnings.  Usage  in  Pregnancy:  Sinequan  (doxepin-HCI)  has  not  been  studied  in  the 
pregnant  patient.  It  should  not  be  used  in  pregnant  women  unless,  in  the  judgment  of 
the  physician,  it  is  essential  for  the  welfare  of  the  patient,  although  animal  reproduc- 
tive studies  have  not  resulted  in  any  teratogenic  effects. 

Usage  in  Children:  The  use  of  Sinequan  (doxepin-HCI)  in  children  under  12  years  of 
age  is  not  recommended,  because  safe  conditions  for  its  use  have  not  been  established. 

MAO  Inhibitors:  Serious  side  effects  and  even  death  have  been  reported  following 
the  concomitant  use  of  certain  drugs  with  MAO  inhibitors.  Therefore,  MAO  inhibitors 
should  be  discontinued  at  least  two  weeks  prior  to  the  cautious  initiation  of  therapy 
with  Sinequan  (doxepin-HCI).  The  exact  length  of  time  may  vary  and  is  dependent 
upon  the  particular  MAO  inhibitor  being  used,  the  length  of  time  it  has  been  admin- 
istered, and  the  dosage  involved. 

Precautions.  Since  drowsiness  may  occur  with  the  use  of  this  drug,  patients  should  be 
warned  of  the  possibility  and  cautioned  against  driving  a car  or  operating  dangerous 
machinery  while  taking  this  drug. 

Patients  should  also  be  cautioned  that  their  response  to  alcohol  may  be  potentiated. 

Since  suicide  is  an  inherent  risk  in  any  depressed  patient  and  may  remain  so  until 
significant  improvement  has  occurred,  patients  should  be  closely  supervised  during  the 
early  course  of  therapy. 

Although  Sinequan  (doxepin-HCI)  has  significant  tranquilizing  activity,  the  possibil- 
ity of  activation  of  psychotic  symptoms  should  be  kept  in  mind. 

Other  structurally  related  psychotherapeutic  agents  (e.g.,  iminodibenzyls  and  diben- 
zocycloheptenes)  are  capable  of  blocking  the  effects  of  guanethidine  and  similarly 
acting  compounds  in  both  the  animal  and  man.  Sinequan  (doxepin-HCI),  however, 
does  not  show  this  effect  in  animals.  At  the  usual  clinical  dosage,  75  to  150  mg.  per 
day,  Sinequan  (doxepin-HCI)  can  be  given  concomitantly  with  guanethidine  and  re- 
lated compounds  without  blocking  the  antihypertensive  effect.  At  doses  of  300  mg.  per 
day  or  above,  Sinequan  (doxepin-HCI)  does  exert  a significant  blocking  effect.  In  addi- 
tion, Sinequan  (doxepin-HCI)  was  similar  to  the  other  structurally  related  psycho- 
therapeutic agents  as  regards  its  ability  to  potentiate  norepinephrine  response  in  the 
animal.  However,  in  the  human  this  effect  was  not  seen.  This  is  in  agreement  with  the 
low  incidence  of  the  side  effect  of  tachycardia  seen  clinically. 

Adverse  Reactions.  Anticholinergic  Ellects:  Dry  mouth,  blurred  vision,  and  constipa- 
tion have  been  reported.  They  are  usually  mild,  and  often  subside  with  continued  ther- 
apy or  reduction  of  dose. 

Central  Nervous  System  Ellects:  Drowsiness  has  been  observed.  This  usually  occurs 
early  in  the  course  of  treatment,  and  tends  to  disappear  as  therapy  is  continued. 

Cardiovascular  Ellects:  Tachycardia  and  hypotension  have  been  reported  infrequently. 

Other  infrequently  reported  side  effects  include  extrapyramidal  symptoms,  gastro- 
intestinal reactions,  secretory  effects  such  as  increased  sweating,  weakness,  dizziness, 
fatigue,  weight  gain,  edema,  paresthesias,  flushing,  chills,  tinnitus,  photophobia,  de- 
creased libido,  rash,  and  pruritus. 

Dosage.  For  most  patients  with  illness  of  mild  to  moderate  severity,  a starting  dose  of 
25  mg.  t.i.d.  is  recommended.  Dosage  may  subsequently  be  increased  or  decreased  at 
appropriate  intervals  and  according  to  individual  response.  The  usual  optimum  dose 
range  is  75  mg. /day  to  150  mg. /day. 

In  more  severely  ill  patients  an  initial  dose  of  50  mg.  t.i.d.  may  be  required  with 
subsequent  gradual  increase  to  300  mg. /day  if  necessary.  Additional  therapeutic  effect 
is  rarely  to  be  obtained  by  exceeding  a dose  of  300  mg. /day. 

In  patients  with  very  mild  symptomatology  or  emotional  symptoms  accompanying 
organic  disease,  lower  doses  may  suffice.  Some  of  these  patients  have  been  controlled 
on  doses  as  low  as  25-50  mg. /day. 

Although  optimal  antidepressant  response  may  not  be  evident  for  two  to  three  weeks, 
antianxiety  activity  is  rapidly  apparent. 

Supply.  Sinequan  (doxepin-HCI)  is  available  as  cap- 
sules containing  doxepin  HCI  equivalent  to  10  mg.,  25 
mg.,  and  50  mg.  of  doxepin  In  bottles  of  100;  and  25 
mg.  and  50  mg.  in  bottles  of  1000. 

References:  1.  Data  on  File,  Medical  Research  Labora-  ppizEp  iNcrNE'vvvonK,  n v.  looi? 
tories,  Pfizer  Pharmaceuticals,  Pfizer  Inc.,  Groton,  Conn. 

2.  Pitts,  N.E.:  Psychosomatics  10:164,  May-June,  1969. 
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1 Dial  Access  ''mini-lectures" 

Where  does  a physician  turn  for  up-to-date  informa- 
: tion  on  a specific  medical  problem,  when  he  needs  it  in 

; a hurry? 

Increasing  numbers  of  physicians  in  New  York  State 

I and  Pennsylvania  are  turning  to  their  telephones  and 
the  Dial  Access  service  of  the  Central  New  York  Regional 
Medical  Program. 

Dial  Access  offers  physicians  120  five-minute  tape- 
recorded  lectures  on  a wide  variety  of  subjects  of  current 
medical  interest.  Tbe  doctor  dials  the  toll-free  number 
800-233-8319  from  most  areas  in  New  York  State; 
800-432-8081  from  code  areas  717  and  215  in  Pennsyl- 
vania. The  service,  headquartered  at  Robert  Packer 
Hospital,  Sayre,  Pennsylvania  is  available  twenty-four 
hours  a day. 

The  physician  tells  the  operator  at  Sayre  his  name, 
address,  and  the  number  of  the  tape  he  wishes  to  hear. 
At  the  conclusion  of  the  “mini-lecture,”  the  connection 
is  automatically  terminated. 

An  evaluation  survey,  conducted  after  Dial  Access 
I had  been  in  operation  for  several  months,  indicated 
I that  all  physicians  who  used  the  service  found  it  worth- 
I while. 

Physicians  outside  the  toll-free  calling  areas  may  also 
use  the  Dial  Access  service,  by  calling  717-888-6666, 
I at  the  usual  toll  charge. 

I Tapes  are  produced  and  provided  through  the  Wiscon- 
sin Regional  Medical  Program. 

Kidney  Disease  Center  opened  at  Buffalo 

A new  Kidney  Disease  Center  was  opened  at  the  State 
University  of  New  York  at  Buffalo.  It  is  one  of  several 
established  across  the  State  under  a preliminary  three- 
year  $100,100  grant  to  the  School  of  Medicine  by  the  New 
York  State  Kidney  Disease  Institute.  This  agency  has 
been  mandated  by  the  State  Legislature  to  improve 
the  care  of  both  adults  and  children  with  kidney  disease. 

To  fulfill  its  commitment  to  better  understand  kidney 
disease  through  clinical  and  laboratory  investigations, 
the  Institute  has  selected  teaching  hospitals  as  the 
site  for  its  regional  centers.  For  it  is  here  where  patients 
with  kidney  disease  or  suspected  kidney  disease  can  be 
studied  and  treated,  and  where  a regional  center  may 
act  as  a consultation  service  to  referring  physicians. 
Through  an  educational  program  for  medical  students, 
hospital  staff  members,  and  community  physicians, 
the  Center  will  also  aid  in  increasing  the  number  of 
specialists  to  care  for  patients  with  kidney  diseases. 

Its  administrative  headquarters  at  the  Children’s 
Hospital  are  under  the  direction  of  Mitchell  I.  Rubin, 
M.D.,  professor  of  pediatrics,  and  an  administrative 
committee  of  Evan  Calkins,  M.D.,  professor  and  chair- 
man of  medicine,  Felix  Milgrom,  M.D.,  professor 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


and  chairman  of  microbiology,  Robert  McCluskey,  M.D., 
professor  and  chairman  of  pathology,  John  Boylan, 
M.D.,  professor  of  medicine  and  physiology,  and  James 
Brennan,  M.D.,  professor  of  pathology. 

Roosevelt  Hospital  begins  its 
centennial  year 

The  Roosevelt  Hospital  began  its  centennial  yeeir  of 
service  to  tbe  community  on  November  2. 

H.  Whitfield  Carhart,  president  of  the  Board  of  Trus- 
tees, said  the  anniversary  year  will  be  celebrated  with 
a series  of  activities  designed  to  highlight  the  progress 
made  by  Roosevelt  Hospital  during  the  one  hundred 
years  and  to  bring  honor  to  the  hospital’s  founder,  James 
Henry  Roosevelt,  and  its  benefactors. 

Mr.  Roosevelt  devoted  most  of  his  life  to  accumulating 
funds  in  order  to  establish  a hospital  for  the  sick  poor. 
He  had  suffered  from  ill  health  during  his  adult  years, 
having  been  stricken  with  a crippling  disease  soon  after 
his  graduation  from  Harvard  Law  School.  On  Novem- 
ber 2,  1871,  eight  years  after  his  death,  the  hospital 
opened  with  a 180-bed  capacity. 

Roosevelt  Hospital  has  grown  considerably  since  then. 
It  now  has  a total  of  591  beds  and  in  1969  it  admitted 
16,048  patients  with  another  51,575  persons  treated  in 
the  outpatient  department. 

Located  on  59th  Street  between  Ninth  and  Tenth 
Avenues,  Roosevelt  Hospital  is  the  oldest,  nonprofit 
voluntary  hospital  in  New  York  City  still  existing 
under  its  original  name  and  on  its  original  site.  During 
the  past  decade,  it  constructed  the  $12. 5-million 
Garrard  Winston  Memorial  Building  which  expanded 
private  and  semiprivate  accommodations  and  provided 
space  for  laboratories,  research,  and  other  services. 

In  addition,  construction  began  in  1969  on  the  Arthur 
J.  Antenucci  Medical  Research  Building,  the  first  unit 
to  be  constructed  away  from  the  hospital’s  base  block. 
The  building,  located  on  58th  Street  between  Ninth  and 
Tenth  Avenues,  will  be  completed  by  the  end  of  1971. 
The  Antenucci  Building  is  an  important  step  in  the 
implementation  of  the  hospital’s  master  plan  for  expan- 
sion. When  fully  implemented,  this  long-range  plan 
will  transform  Roosevelt  Hospital  from  an  institution 
for  acutely-ill  patients  into  a leading  medical  health 
care  center,  capable  of  providing  for  the  total  health 
needs  of  a major  segment  of  the  mid-Manhattan  popula- 
tion. 

New  self-assessment  program 
offered  to  physicians 

A new  opportunity  for  physicians  to  assess  their  own 
medical  knowledge  has  been  announced  by  The 
American  College  of  Physicians. 

The  College’s  Second  Medical  Knowledge  Self-Assess- 
ment Program,  consisting  of  700  questions  in  nine 

continued  on  page  187 
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'lay  we  slip  in  a quiet  word  for  Aventyl®  HCl 

Nortriptyline  Hydrochloride 


Certainly,  it’s  often  a dual  problem.  Anxiety  and 
depression  do  coexist  — and  often. 

However,  when  experience,  education,  and  good 
judgment  lead  physicians  to  a diagnosis  of  depression, 
many  of  them  turn  to  Aventyl  HCl. 


when  it’s  depression 

AVENTYL*  HCl 

NORTRIPTYLINE  HYDROCHLORIDE 


Please  see  next  page Jor  prescribing  injormation. 
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AVENTYCHCl 

NORTRIPTYLINE  HYDROCHLORIDE 

when  it’s  depression 


Indications;  Aventyl®  HCI  (nortriptyline  hydrochloride,  Lilly)  is  indicated  for  the  relief 
of  symptoms  of  depression.  Endogenous  depressions  are  more  likely  to  be  alleviated 
than  are  other  depressive  states. 

Contraindications:  The  use  of  Aventyl  HCI  or  other  tricyclic  antidepressants  con- 
currently with  a monoamineoxidase  (MAO)  inhibitor  is  contraindicated.  Hyperpyretic 
crises,  severe  convulsions,  and  fatalities  have  occurred  when  similar  tricyclic  anti- 
depressants were  used  in  such  combinations.  Discontinue  the  MAO  inhibitor  for  at 
least  two  weeks  before  treatment  with  Aventyl  HCI.  Patients  hypersensitive  to  Aventyl 
HCI  should  not  be  given  the  drug. 

Cross-sensitivity  between  Aventyl  HCI  and  other  dibenzazepines  is  a possibility. 

Aventyl  HCI  is  contraindicated  during  the  acute  recovery  period  after  myocardial 
infarction. 

Warnings:  Cardiovascular  patients  should  be  supervised  closely  because  of  the  tend- 
ency of  Aventyl  HCI  to  produce  sinus  tachycardia  and  to  prolong  the  conduction  time. 
Myocardial  infarction,  arrhythmia,  and  strokes  have  occurred.  The  antihypertensive 
action  of  guanethidine  and  similar  agents  may  be  blocked.  Because  of  its  anticholinergic 
activity,  Aventyl  HCI  should  be  used  with  great  caution  in  patients  with  glaucoma  or  a 
history  of  urinary  retention.  Patients  with  a history  of  seizures  should  be  followed 
closely,  since  this  drug  is  known  to  lower  the  convulsive  threshold.  Great  care  is  required 
if  Aventyl  HCI  is  administered  to  hyperthyroid  patients  or  to  those  receiving  thyroid 
medication,  since  cardiac  arrhythmias  may  develop. 

Usage  in  Pregnancy— use  of  Aventyl  HCI  during  pregnancy  and  lactation  has 
not  been  established;  therefore,  the  potential  benefits  of  administration  to  preg- 
nant patients,  nursing  mothers,  or  women  of  childbearing  potential  must  be  weighed 
against  the  possible  hazards. 

Usage  in  Children— 1\\\%  drug  is  not  recommended  for  use  in  children,  since  safety 
and  effectiveness  in  the  pediatric  age  group  have  not  been  established. 

Aventyl  HCI  may  impair  the  mental  and/or  physical  abilities  required  for  the  per- 
formance of  hazardous  tasks,  such  as  operating  machinery  or  driving  a car;  therefore, 
the  patient  should  be  warned  accordingly. 

Precautions;  Aventyl  HCI  in  schizophrenic  patients  may  result  in  an  exacerbation  of 
the  psychosis  or  may  activate  latent  schizophrenic  symptoms.  In  overactive  or  agitated 
patients,  increased  anxiety  and  agitation  may  occur.  In  manic-depressive  patients, 
Aventyl  HCI  may  cause  symptoms  of  the  manic  phase  to  emerge. 

Troublesome  patient  hostility  may  be  aroused  by  the  use  of  Aventyl  HCI.  Epileptiform 
seizures  may  accompany  its  administration,  as  is  true  of  other  drugs  of  its  class. 

Close  supervision  and  careful  adjustment  of  the  dosage  are  required  when  Aventyl 
HCI  is  used  with  other  anticholinergic  drugs  and  sympathomimetic  drugs. 

The  patient  should  be  informed  that  the  response  to  alcohol  may  be  exaggerated. 

When  necessary,  the  drug  may  be  administered  with  electroconvulsive  therapy, 
although  the  hazards  may  be  increased.  Discontinue  the  drug  for  several  days,  if 
possible,  prior  to  elective  surgery. 

Because  the  possibility  of  a suicidal  attempt  by  depressed  patients  remains  after 
the  initiation  of  treatment,  dispense  the  least  possible  quantity  of  drug  at  any  given  time. 

Both  elevation  and  lowering  of  blood  sugar  levels  have  been  reported. 

Adverse  Reactions;  Note:  Included  in  the  following  list  are  a few  adverse  reactions 
which  have  not  been  reported  with  this  specific  drug.  However,  the  pharmacologic 
similarities  among  the  tricyclic  antidepressant  drugs  require  that  each  of  the  reactions 
be  considered  when  nortriptyline  is  administered. 

Carcf/ovasco/ar— Hypotension,  hypertension,  tachycardia,  palpitation,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke. 

Psycf)/afr/c— Confusional  states  (especially  in  the  elderly)  with  hallucinations, 
disorientation,  delusions;  anxiety,  restlessness,  agitation;  insomnia,  panic,  and  night- 
mares, hypomania;  exacerbation  of  psychosis. 

/Veuro/og/ca/— Numbness,  tingling,  paresthesias  of  extremities;  in-co-ordination, 


ataxia,  tremors;  peripheral  neuropathy;  extrapyramidal  symptoms;  seizures,  alteration 
in  EEG  patterns;  tinnitus. 

Anticholinergic— Dty  mouth  and,  rarely,  associated  sublingual  adenitis;  blurred 
vision,  disturbance  of  accommodation,  mydriasis;  constipation,  paralytic  ileus;  urinary 
retention,  delayed  micturition,  dilation  of  the  urinary  tract. 

Allergic-SWin  rash,  petechiae,  urticaria,  itching,  photosensitization  (avoid  exces-  ^ 
sive  exposure  to  sunlight);  edema  (general  or  of  face  and  tongue),  drug  fever,  cross-  j 
sensitivity  with  other  tricyclic  drugs.  i 

Hemafo/og/c— Bone-marrow  depression,  including  agranulocytosis;  eosinophilia;  . 
purpura;  thrombocytopenia.  j 

Gastro-Intestinal— Nausea  and  vomiting,  anorexia,  epigastric  distress,  diarrhea; 
peculiar  taste,  stomatitis,  abdominal  cramps,  blacktongue. 

Encfocr/ne— Gynecomastia  in  the  male;  breast  enlargement  and  galactorrhea  in  the 
female;  increased  or  decreased  libido,  impotence;  testicular  swelling;  elevation  or 
depression  of  blood  sugar  levels. 

Other— Jaundice  (simulating  obstructive);  altered  liver  function;  weight  gain  or 
loss;  perspiration;  flushing;  urinary  frequency,  nocturia;  drowsiness,  dizziness,  weak- 
ness, and  fatigue;  headache;  parotid  swelling;  alopecia. 

Withdrawal  Symptoms —Though  these  are  not  indicative  of  addiction,  abrupt 
cessation  of  treatment  after  prolonged  therapy  may  produce  nausea,  headache,  and 
malaise. 

Administration  and  Dosage:  Aventyl  HCI  is  not  recommended  for  children. 

Aventyl  HCI  is  administered  orally  in  the  form  of  Pulvules®  or  liquid.  Lower  dosages  . 
are  recommended  for  elderly  patients,  adolescents,  and  outpatients  not  under  close 
supervision.  Start  dosage  at  a low  level  and  increase  gradually,  noting  carefully  the 
clinical  response  and  any  evidence  of  intolerance.  Following  remission,  maintenance 
medication  may  be  required  for  a prolonged  period  at  the  lowest  effective  dose. 

If  a patient  develops  minor  side-effects,  reduce  the  dosage.  Discontinue  the  drug 
promptly  if  serious  adverse  effects  or  allergic  manifestations  occur. 

Usual  Adult  Dose— 25  mg.  three  or  four  times  daily,  starting  at  a low  level  and 
increasing  as  required.  Doses  above  100  mg.  per  day  are  not  recommended. 

Elderly  and  Adolescent  Patients— 2Q  to  50  mg.  per  day,  in  divided  doses. 
Overdosage:  Toxic  overdosage  may  result  in  confusion,  restlessness,  agitation,  vomit- 
ing, hyperpyrexia,  muscle  rigidity,  hyperactive  reflexes,  tachycardia,  EGG  evidence  of 
impaired  conduction,  shock,  congestive  heart  failure,  stupor,  coma,  and  C.N.S.  stimu- 
lation with  convulsions  followed  by  respiratory  depression.  Deaths  have  occurred 
following  overdosage  with  drugs  of  this  class. 

No  specific  antidote  is  known.  General  supportive  measures  are  indicated,  with 
gastric  lavage.  Respiratory  assistance  is  apparently  the  most  effective  measure  when 
indicated.  The  use  of  C.N.S.  depressants  may  worsen  the  prognosis. 

Barbiturates  for  control  of  convulsions  alleviate  an  increase  in  the  cardiac  work 
load  but  should  be  used  with  caution  to  avoid  potentiation  of  respiratory  depression. 

Intramuscular  paraldehyde  or,  preferably,  diazepam  provides  anticonvulsant  activity 
with  less  respiratory  depression  than  do  the  barbiturates. 

Digitalis  and/or  pyridostigmine  may  be  considered  in  serious  cardiovascular  abnor- 
malities or  cardiac  failure.  |, 

The  value  of  dialysis  has  not  been  established.  || 

How  Supplied:  Liquid  Aventyl®  HCI  (nortriptyline  hydrochloride,  Lilly),  10  mg. 
(equivalent  to  base)  per  5 ml.,  in  pint  bottles.  ^ 

Pulvules  Aventyl  HCI,  10  and  25  mg.  (equivalent  to  base),  in  bottles  of  100  and  500.  j 

[040670] 

Additional  iriformation  available  to  the  projession  on  request. 
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different  areas  of  general  medicine,  will  be  made  avail- 
able to  all  physicians — whether  or  not  they  are  members 
of  the  medical  specialty  organization. 

The  questions  will  cover  nine  special  areas  of  medi- 
: cine — hematology,  rheumatology,  neurology,  pulmonary 
t disease,  infectious  disease  and  allergy,  gastroenterology, 

I renal  disease  and  electrolytes,  endocrinology  and 
1 metabolic  disease,  and  cardiovascular  disease.  Nine 
« committees,  consisting  of  authorities  in  each  area, 
j prepared  the  questions,  basing  them  on  “biomedical 
1 information  which  has  developed  during  the  past  decade 
1 which  can  and  should  be  applied  in  certain  circum- 
I .stances  in  the  care  of  the  sick.” 

I More  than  12,000  physicians  participated  in  the  ACF’s 

• first  Self-Assessment  Program  which  was  offered  in  1968. 

According  to  the  ACP’s  Ad  Hoc  Committee  on  Con- 

• tinuing  Education,  the  program  is  designed  to  help  in- 
- dividual  physicians  determine  the  current  level  of  their 
. own  biomedical  knowledge. 

A method  has  been  devised  for  the  Second  Self-Assess- 
» ment  Program  to  enable  participants  to  tell  how  they 
) did  in  comparison  to  the  whole  group — yet  with  preser- 

II  vation  of  the  anonymity  of  each  physician.  Ifthepartic- 
I ipant  wants  to  have  his  own  results  become  part  of  the 
1 group  norm,  he  is  asked  to  answer  questions  without 
1 reference  material  or  other  help. 

To  take  part  in  the  1971  Program,  physicians  who 
t have  not  received  a prospectus  may  obtain  one  by 
: writing  to  The  American  College  of  Physicians,  Box 
^ MKSAP — II,  4200  Pine  Street,  Philadelphia,  Pennsyl- 
I vania  19104.  Cost  of  participation  is  $20  for  College 
> members;  $40  for  nonmembers. 

I Albany  Regional  Medical 
I Program  grant  renewed 

I A grant  for  $1,272,371  from  the  U.S.  Department  of 
Health,  Education,  and  Welfare  has  provided  the  Albany 
I Regional  Medical  Program  with  the  means  to  continue 
’ its  efforts  toward  improving  medical  care  in  the  24- 
I county  Albany  region  through  October,  1971. 

' The  Albany  Regional  Medical  Program  was  the  first 
of  55  similar  programs  in  the  United  States  to  become 
I operational  following  Federal  legislation  passed  in  1965. 
These  Regional  Medical  Programs  represent  a national 
effort  to  improve  health  care  by  assuring  rapid  applica- 
tion of  new  medical  knowledge  and  by  stimulating  new 
methods  for  making  medical  services  more  available  to 
the  public. 

Frank  M.  Woolsey,  Jr.,  M.D.,  associate  dean  and 
chairman  of  the  Department  of  Postgraduate  Medicine 
at  Albany  Medical  College,  directs  the  program  with 
guidance  from  a regional  advisory  group  which  is 
representative  of  the  health  and  medical  resources  of  the 
region.  The  24  counties  served  by  the  Albany  Program 
include  northeastern  New  York,  southern  Vermont, 
and  western  Massachusetts — an  area  which  encom- 
passes 2 million  people,  86  hospitals,  and  3,000  physi- 
cians. 

The  grant  renewal  will  enable  the  Albany  Regional 
Medical  Program  to  continue  to  support  the  following; 

1.  Training  of  nursing  and  other  health  personnel 
from  throughout  the  Region  in  the  special  technics  and 
skills  required  for  the  intensive  care  of  patients  with 
heart  attack  and  establishment  of  demonstration 
coronary  care  facilities  in  hospitals  in  the  Region.  The 


creation  of  teams  of  well-trained  personnel  to  improve 
coronary  care  throughout  the  Region  is  a primary  goal 
of  this  project  which  has  so  far  provided  training  for 
139  nurses  from  27  hospitals. 

2.  Coordination  of  area  resources  so  that  available 
knowledge  about  cancer  prevention,  early  detection, 
and  patient  treatment  can  be  more  effectively  employed 
in  the  Region.  The  grant  renewal  will  allow  continued 
support  for  a cancer  coordinator  in  the  Schenectady 
area  in  an  effort  designed  as  a demonstration  of  the 
effectiveness  of  an  area  cancer  coordinator  and  to  pro- 
vide a basis  for  development  of  a regional  cancer  pro- 
gram. 

3.  Development  of  community  leadership  for  regional 
medical  programs  which  will  utilize  local  citizens  in 
planning  and  conducting  regional  medical  activities 
in  their  local  area. 

4.  Two-way  radio  conferences  for  the  continuing 
education  of  nurses,  medical  technologists,  physical 
therapists,  x-ray  technicians,  dentists,  and  dietitians 
through  the  use  of  the  two-way  network  of  WAMC,  the 
FM -radio  station  of  Albany  Medical  College.  The 
grant  renewal  will  allow  continued  program  production 
and  expansion  of  the  two-way  network  which  currently 
serves  62  hospitals. 

Clinical  Center  to  study  various 
forms  of  malignant  disease 

The  cooperation  of  physicians  is  requested  in  the 
referral  of  patients  for  clinical  studies  being  conducted 
by  the  National  Cancer  Institute’s  Solid  Tumor  Service 
at  the  Clinical  Center,  National  Institutes  of  Health, 
Bethesda,  Maryland. 

Needed  for  these  therapeutically  oriented  studies 
are  patients  with  metastatic  carcinoma  of  the  ovary, 
widespread  reticulum-cell  sarcoma,  Hodgkin’s  disease, 
or  lymphosarcoma. 

Of  particular  interest  for  these  studies  are  previously 
untreated  patients  with  these  diseases. 

On  completion  of  their  studies,  patients  will  be  re- 
turned to  the  care  of  the  referring  physician  who  will 
receive  a summary'  of  the  findings. 

Physicians  interested  in  having  their  patients  con- 
sidered for  admission  to  these  studies  may  write  to 
Robert  C.  Young,  M.D.,  Clinical  Center,  Room  4-B-13, 
National  Institutes  of  Health,  Bethesda,  Maryland 
20014.  The  telephone  number  is  496-2031,  area  code 
301. 

Addictive  disease  hospital  opened 
at  Downstate  Medical  Center 

The  Kings  County  Addictive  Disease  Hospital  was 
formally  dedicated  on  October  29,  at  600  Albany  Avenue, 
in  Brooklyn. 

The  Addictive  Disease  Hospital  represents  a joint 
collaborative  effort  between  Kings  County  Hospital 
Center  and  State  University  of  New  York  Downstate 
Medical  Center.  It  will  be  the  first  comprehensive  pro- 
gram combining  treatment  of  alcoholism  and  other 
addictive  diseases  in  New  York  State.  This  program 
will  also  represent  one  of  the  few  of  its  kind  in  the 
country. 

Some  of  the  facilities  of  the  Addictive  Disease  Hospital 
will  initially  include  an  Alcohol  Clinic  and  an  Alcohol 
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The  gas/acid  group  of  disorders 
“I'he  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 

Frees  captured  gas. ..neutralizes  free  acid 

SlLAlN-GEL  lahlets  and  Idquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hvdro.xide  in  both  assures  a rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity.  I'he  special  co-dried  aluminum 
hydro.xide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  I’hus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

I'he  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a therapv  vour  patients  can  live  with- 
in comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
gastritis  • dyspepsia 

when  the  patient  prefers  the  convenience  of  a tablet,  select 

Silain-Gel®  Tablets: 

U'hen  the  patient  prefers  a liquid,  select 

Silain-Gel®  Liquid 

Also  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
agent  only:  Silain®  (simethicone)  Tablets 

*Slanger,  Med.  Times  150  (Feb.)  1966. 


Announcing  the  “Antgasid” 


Silain-Gef 


Tablets;  simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
Liquid:  simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 

one  dose  does  both:  frees  captured  gas ...  neutralizes  free  acid 


A.H.  Robins  Company,  Richmond,  Virginia  23220 
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Rehabilitation  Unit,  and  for  those  addicted  to  hard 
drugs,  a Methadone  Induction  Unit,  and  a Methadone 
Maintenance  Clinic.  Within  the  next  nine  months  the 
following  additional  services  will  be  introduced;  a Drug 
Rehabilitation  Unit,  a Day-Care  Narcotic  Unit,  a Drug 
Counseling  Clinic,  and  another  Drug  Counseling  Clinic 
in  the  Sunset  Park  area  of  Brooklyn.  Short-term  and 
long-term  therapeutic  communities  for  drug  addicts  will 
also  become  operational  within  the  next  year. 

The  program  will  be  supervised  by  Benjamin  Kissin, 
M.D.,  director  of  the  Division  of  Alcoholism  and  Drug 
Dependence  at  Kings  County  Hospital  and  professor  of 
psychiatry  at  Downstate  Medical  Center.  The  staff 
of  the  Kings  County  Addictive  Disease  Hospital  will 
consist  of  psychiatrists,  internists,  nurses,  psychiatric 
social  workers,  psychologists,  and  counsellors,  some 
of  whom  are  ex-addicts.  In  addition,  a full  medical 
and  paramedical  staff,  including  x-ray  technologists, 
laboratory  technicians,  pharmacists,  and  others  will 
be  provided  to  deliver  comprehensive  medical  services 
to  patients  of  the  Hospital. 

Clinical  trial  on  treatment  of 
advanced  ovarian  carcinoma 

The  cooperation  of  physicians  is  requested  in  the 
referral  of  patients  for  a controlled  clinical  trial  on  the 
treatment  of  advanced  ovarian  carcinoma  being  con- 
ducted by  the  National  Cancer  Institute’s  Solid  Tumor 
Service  at  the  Clinical  Center,  National  Institutes  of 
Health,  Bethesda,  Maryland. 

Previously  untreated  patients  with  serious  or  undiffer- 
entiated carcinoma  Stages  III  or  IV  (International 
Classification)  are  needed  for  this  study.  Patients  with 
ascites  are  of  particular  interest,  since  pretreatment 
assessment  of  aspects  of  the  cell  cycle,  estimations  of  the 
effectiveness  of  each  dose  of  administered  drug,  and 
other  studies  are  performed  on  available  tumor  tissue 
prior  to  therapy. 

On  completion  of  their  studies,  patients  will  be  re- 
turned to  the  care  of  the  referring  physician  who  will 
receive  a summary  of  findings. 

Physicians  interested  in  having  their  patients  con- 
sidered for  admission  to  these  studies  may  write  or 
telephone  Vincent  T.  DeVita,  M.D.,  Room  12-N-226, 
(telephone  301-496-4916)  or  Robert  C.  Young,  M.D., 
Room  4-B-13  (telephone  301-496-2031)  Clinical  Center, 
National  Institutes  of  Health,  Bethesda,  Maryland 
20014. 

Four-Step  procedure  for  collecting 
from  the  Army 

Here  are  four  easy  steps  for  members  of  the  civilian 
medical  profession  to  take  in  billing  the  Department 
of  the  Army  for  professional  services  rendered  to  military 
personnel  requiring  emergency  treatment  while  absent 
on  authorized  leave  from  their  duty  stations. 

Step  1.  Identification.  All  members  of  the  Army, 
who  are  on  active  duty,  should  be  carrying  identification 
showing  their  full  name,  rank  or  grade,  social  security 
account  number  or  service  number,  and  duty  station. 
This  may  be  an  Armed  Forces  Identification  Card,  an 
authorized  pass,  official  orders.  Request  & Authority 
for  leave  (DA  Form  31),  or  travel  orders.  This  document 
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should  be  copied  and  retained  for  use  when  submitting 
the  bills  for  service. 

Step  2.  Notification.  It  is  important  that  the  pa- 
tient’s whereabouts  and  physical  condition  be  made 
known  immediately  to  the  nearest  Army  Surgeon’s 
Office  when  emergency  civilian  medical  treatment  is 
required.  The  telephone  call  may  be  made  by  the  pa- 
tient or  a member  of  the  hospital  staff.  A record  should 
be  made  of  the  date  and  time  of  the  notification,  as 
well  as  the  name  of  the  headquarters  called,  and  the 
full  identification  of  the  person  accepting  the  call  for 
the  Army.  The  cost  incurred  in  notifying  the  military 
authority  is  a legitimate  charge  to  the  Army,  and  should 
be  included  with  the  medical  bill.  Personal  calls  made 
by  or  for  the  patient  for  other  purposes  cannot  be  col- 
lected from  the  Army. 

Step  3.  Billing.  The  bill  should  be  submitted  in 
quadruplicate,  showing  all  the  information  acquired 
in  Step  1.  With  the  inclusive  dates  of  service,  the  bill 
should  list  the  individual  charges  for  each  type  of  service 
(ambulance,  diagnostic,  medical,  surgical,  or  other) 
together  with  a signed  certificate  embodying  the  follow- 
ing statement:  “I  certify  that  the  services  were  neces- 
sary in  the  treatment  of  the  above-named  person;  that 
the  services  were  as  stated;  and  the  charges  are  not  in 
excess  of  those  customarily  made  in  this  vicinity.” 

Step  4.  Mailing.  The  bill  should  then  be  mailed  to 
the  First  U.S.  Army  Headquarters,  Commanding  Gen- 
eral, Attention  Surgeon,  Fort  George  G.  Meade,  Mary- 
land 20755.  The  telephone  number  is  677-2566  or  677- 
3616  during  duty  hours,  and  677-4805  or  677-4826  during 
off-duty  hours  (area  code  301).  This  office  covers  the 
northeastern  area  of  the  nation. 


Personalities 

Appointed.  Julius  E.  Stofli,  M.D.,  associate  dean  for 
clinical  affairs  and  clinical  professor  of  medicine,  Down- 
state  Medical  Center,  as  vice-president  for  Hospital 
Affairs.  . .Leslie  L.  Alexander,  M.D.,  professor  of  radi- 
ology, Downstate  Medical  Center,  a member  of  the 
Committee  on  Therapy,  Commission  on  Medical  Insur- 
ance, American  College  of  Radiology.  . .Duncan  W. 
Clark,  M.D.,  professor  of  environmental  medicine, 
Downstate  Medical  Center,  a member  of  the  Technical 
Advisory  Group  on  Medical  Care  Evaluation,  and  of  the 
Research  Scientist  and  Fellowship  Review  Committee, 
National  Center  for  Health  Services  Research  and  De- 
velopment, U.S.  Public  Health  Service.  . .Philip  N. 
Sawyer,  M.D.,  professor  of  surgery,  Downstate  Medical 
Center,  a member  of  The  Royal  Society  of  Health.  . . 
Herbert  F.  Oettgen,  M.D.,  New  Canaan,  Connecticut, 
chief  of  the  Clinical  Immunology  Service,  Memorial 
Hospital  for  Cancer  and  Allied  Disease.  . .Vincent  J. 
Tricomi,  M.D.,  director  of  medical  affairs,  and  Jay  P. 
Sackler,  M.D.,  chief  of  radiology,  Brooklyn-Cumber- 
land  Medical  Center. 

Re-elected.  Robert  P.  Whalen,  M.D.,  Albany  County, 
as  president  of  the  Annual  Health  Conference  Inc. 

Named.  Gerald  P.  Murphy,  M.D.,  Buffalo,  as  director 
of  Cancer  Research  Facility  of  the  New  York  State  De- 
partment of  Health. 

Awarded.  Anthony  N.  Damato,  M.D.,  chief  of  profes- 
sional services  and  research,  U.S.  Public  Health  Hospi- 
tal, Staten  Island,  the  1970  Casimir  Funk  Award  for 
research  on  heart  disease.  . .Major  Morgan  Scott  Peck, 
MC,  of  New  York  City,  the  meritorious  service  medal 
for  initiating  highly  effective  programs  in  drug  abuse 
control,  interracial  relations,  dissent,  and  numerous 
other  social  problems. 


Medical  Meetings 


Environment  and  birth  defects 
topics  of  symposium 

Chemical  pollutants  and  other  possible  hazards  to  a 
pregnant  woman  and  her  unborn  child  will  be  discussed 
by  internationally  known  investigators  at  a Symposium 
on  the  Environment  and  Birth  Defects,  sponsored  by  the 
New  York  Chapter  of  The  National  Foundation — March 
of  Dimes  and  presented  by  the  Mount  Sinai  School  of 
Medicine,  at  the  Commodore  Hotel,  on  January  27. 
Kurt  Hirschhorn,  M.D.,  professor  of  pediatrics  and 
genetics  at  Mount  Sinai,  is  chairman  of  the  one-day 
symposium. 

Luncheon  speaker  will  be  Jerome  Kretchmer,  admin- 
istrator of  New  York  City’s  Environmental  Protection 
Agency. 

Guest  speakers  will  be  Samuel  S.  Epstein,  M.D.,  chief 
of  the  Laboratories  of  Environmental  Toxicology  and 
Carcinogenesis  at  Children’s  Cancer  Research  Founda- 
tion, Inc.,  of  Boston;  and  Ernest  Freese,  M.D.,  chief  of 

Material  for  inclusion  in  the  medical  meetings  section  must  be 
received  six  weeks  prior  to  publication  date. 


the  Laboratory  of  Molecular  Biology  at  the  National 
Institute  of  Neurological  Diseases  and  Stroke,  Bethesda, 
Maryland. 

Moderator  for  the  morning  session  pinpointing  spe- 
cific biologic  hazards  to  the  environment  will  he  Kurt 
Deuschle,  M.D.,  professor  and  chairman  of  the  depart- 
ment of  community  medicine  at  Mount  Sinai. 

Also  taking  part  in  this  part  of  the  program  will  be 
Paul  Kotin,  M.D.,  director  of  the  National  Institute  of 
Environmental  Health  Sciences,  Research  Triangle 
Park,  North  Carolina;  and  Maimon  M.  Cohen,  M.D., 
associate  professor  of  pediatrics  and  director  of  cyto- 
genetics, State  University  of  New  York  School  of  Medi- 
cine in  Buffalo. 

Latest  developments  in  research  on  fetal  malnutrition 
will  he  reported  hy  Myron  Winick,  M.D.,  professor  of 
pediatrics  at  Cornell  University  Medical  College  and 
director  of  the  March  of  Dimes  Birth  Defects  Center 
at  New  York  Hospital,  and  Sidney  Q.  Cohlan,  M.D., 
professor  of  clinical  pediatrics,  New  York  University 
School  of  Medicine. 
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Fourth  Annual  Symposium  on 

MEDICAL  ASPECTS  OF  SPORTS 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York 
Committee  on  Medical  Aspects  of  Sports 

Saturday,  February  13,  1971  9:00  a.m.  to  5:00  p.m. 

Americana  Hotel,  New  York  City 

Registration — 8:30  a.m.,  Royal  Ballroom  (No  Registration  Fee) 

SAFETY  AND  PREVENTION  OF  INJURIES  TO  THE  HIGH  SCHOOL  ATHLETE 
Program — Morning  Session — 9:00  a.m.  Moderator,  Alexius  Rachun,  M.D.,  Team  Physician,  Cornell  University 

1.  LOSS  OF  CONSCIOUSNESS  DURING  UNDERWATER  SWIMMING 

Albert  B.  Craig,  Jr.,  M.D.,  Associate  Professor  of  Physiology,  University  of  Rochester  School  of  Medicine  & Dentistry 

2.  CONDITIONING  FOR  LOOSE  AND  TIGHT  JOINTS 

James  A.  Nicholas,  M.D.,  Orthopedic  Surgeon  to  the  New  York  Jets 

3.  CAUSES  OF  HIGH  SCHOOL  FOOTBALL  INJURIES:  PROSPECTS  FOR  PREVENTION 

Carl  S.  Blyth,  Ph.D.,  Chairman,  Physical  Education  Dept.,  University  of  North  Carolina 

4.  COMPUTERS:  RELATIONSHIP  OF  RESEARCH  TO  ATHLETIC  INJURIES 

William  T.  Callahan,  Ph.D.,  Executive  Director,  BOCES  on  Long  Island 

Clinical  Demonstrations — 11:30  a.m.,  Royal  Ballroom  B 
Sports  Medicine  Cinema — 11:30  a.m..  La  Loire  Suite  4 & 5 


Luncheon— 12:30  p.m.,  Versailles  Suite.  Guest  Speaker:  Bob  Blackman,  Head  Coach, 
Dartmouth  College  Football  Team 


Program — Afternoon  Session — 2:00  p.m.  Royal  Ballroom  A.  Moderator,  Calvin  Nicholas,  M.D.,  Team  Internist,  New  York  Jet 

5.  KNEE  AND  ELBOW  PROBLEMS 

Fred  L.  Allman,  Jr.,  M.D.,  Team  Physician,  Georgia  Institute  of  Technology 

6.  CONTROVERSIAL  ISSUES  IN  INTERSCHOLASTIC  ATHLETICS 

Thomas  E.  Shaffer,  M.D.,  Professor  of  Pediatrics,  Ohio  State  University  College  of  Medicine 

7.  BACK  INJURIES  IN  SPORTS  OTHER  THAN  FOOTBALL 

Erwin  R.  Schmidt,  Jr.,  M.D.,  Team  Physician,  University  of  Pennsylvania 


Clinical  Demonstrations — 4:00  p.m.  Royal  Ballroom  B 
Sports  Medicine  Cinema — 4:00  p.m.  La  Loire  Suite  4 & 5 


I Send  Reservation  Form  to: 

(Ralph  S.  Emerson,  M.D.,  Chairman 

Committee  on  Medical  Aspects  of  Sports 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue,  New  York,  N.Y.  10017 

I will  □ attend  the  Symposium  I will  □ will  not  □ attend  the  luncheon 

Please  reserve tickets  for  the  luncheon  at  $5.00  per  person 

I Name 

(please  print) 

Address 

street 

City  State  zip 

Make  check  payable  to:  Medical  Society  of  the  State  of  New  York 
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Companion  building  to  future  headquarters  at  Lake  Success,  New  York 


i65fh  ANNUAL  CONVENTION 

MEDICAL  SOCIETY  ° STATE  OF  NEW  YORK 

Americana  of  New  York 

February  14-18,  1971  New  York  City 


Highlights  . . . General  Sessions:  Drug  Addiction;  Coronary  Artery  Disease;  Psychiatry 

in  Everyday  Practice;  Uremia 

• 27  Scientific  Sections  • Symposia  • Panel  Discussions  • Annual  Meeting  of  House  of  Delegates 

• President’s  Reception  and  Dinner  Dance  • Scientific  and  Technical  Exhibits  • Scientific  Motion  Pictures 


Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York. 


r 


americana  OF  NEW  YORK  seventh  avenue  at  52nd  ST..  N.  Y„  N.  Y.  10019 
Please  make  reservations  for  telephone  (212)  ssi-iooo 


PLEASE  CHECK  W)  ACCOMODATIONS  DESIRED 

(All  rooms  subject  to  6%  New  York  City  Room  tax) 


persons 

NAME(S) 


Address 

City State Zip 

A.M. 

Arrive:  Date AT P.M. 

(Reservations  held  only  until  6:00  PM 
unless  later  arrival  is  indicated) 

Probable  Departure  Date 

THIS  FORM  SHOULD  BE  RECEIVED  BY 
HOTEL  TWO  WEEKS  PRIOR  TO  CONVENTION 


SINGLE  BEDROOM 

□ $20.00  O $22.00  □ 

□ $28.00  □ $30.00  □ 

$24.00 

$32.00 

□ 

□ 

$26.00 

$34.00 

TWIN  OR  DOUBLE-BEDDED 

□ $26.00  □ $28.00  □ 

□ $34.00  □ $36.00  □ 

ROOMS 

$30.00 

$38.00 

FOR 

□ 

O 

TWO 

$32.00 

$40.00  (twin) 

STUDIO  ROOMS  FOR  ONE 

□ $26.00  □ $28.00  □ 
□ $34.00 

$30.00 

□ 

$32.00 

STUDIO  ROOMS  FOR  TWO 

□ $30.00  □ $32.00  □ 

□ $38.00  □ $40.00 

$34.00 

o 

$36.00 

PARLOR  AND  ONE  BEDROOM 

□ $57.00  □ $60.00  □ $65.00 

□ 

$70.00  & up 

PARLOR  AND  TWO  BEDROOMS 

□ $80.00  □ $86.00  □ $90.00 

□ 

$105.00  & up 

NOTE:  These  rates  apply  for  the  duration  of  your 
convention. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

February  14-18,  1971 
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the  incomplete 
B-complex 

SPECIFICALLY  FOR  LEVODOPA  PATIENTS-NUTRITIONAL  SUPPORT  WITHOUT  PYRIDO: 


Larobec  provides:  B-complex 
vitamins,  of  particular 
importance  to  the  patient  who 
is  on  levodopa  therapy  and  is 
deficient  in  water-soluble 
vitamins. 


Larobec  provides:  Ascorbic 
acid,  useful  in  assisting  tissue 
repair  in  the  debilitated  patient. 


i 


Be 


Larobec  does  not  provide 
Pyridoxine  (vitamin  B^)— v 
reportedly  reverses  the 
antiparkinson  effects  of 
levodopa  therapy.^'2 


Larobec  Tablets 


A high-potency  nutritional  supplement  specific  to  the  needs  of  patients 
with  Parkinson’s  disease  and  syndrome  on  levodopa  therapy— that 
describes  new  Larobec^  from  Roche.  Larobec  provides  the  major  B 
vitamins  plus  vitamin  C—but  does  not  provide  pyridoxine.  Thus,  with  its 
specially  tailored  formula,  Larobec  assures  the  patient  important  nutri- 
tional support  without  minimizing  any  of  the  benefits  of  levodopa  therapy 


1.  Duvoisin,  R.  C.;  Yahr,  M.D.,  and  Cot6,  L,  D.:  Trans.  Amer.  Neurol.  Assoc.,  94:81,  1969. 

2.  Cotzias,  G.  C.-.J.A.M.A..  210:1255,  1969. 
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Complete  Prescribing  Information: 

Each  Larobec  tablet  contains: 

Thiamine  mononitrate  (vitamin  Bj)  15  mg 


Riboflavin  (vitamin  Ba) 15  mg 

Niacinamide 100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin  (vitamin  B,a)  ...  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid  (vitamin  C) 500  mg 


Description:  For  prophylactic  or 
therapeutic  nutritional  supplementation 
concomitant  with  levodopa  therapy  in 
patients  with  Parkinson’s  disease  and 
syndrome,  Larobec  provides  high  potency 
dosages  of  the  major  B-complex  vitamins, 
without  pyridoxine  (vitamin  Bt)  which  has 
been  reported'  ’ to  reduce  the  clinical 
benefits  of  levodopa  therapy.  B-complex 
vitamins  are  essential  in  the  anabolism  of 
carbohydrate  and  protein  and  in 
hematopoiesis.  Larobec  also  contains 
therapeutic  quantities  of  ascorbic  acid, 
a substance  involved  in  intracellular 
reactions  such  as  tissue  repair  and 
collagen  formation. 

Indications:  Larobec  is  indicated  for 
supportive  nutritional  supplementation 
when  a water-soluble  vitamin  formula 
(without  pyridoxine)  is  required  prophy- 
lactically  or  therapeutically  in  patients 
under  treatment  with  levodopa. 

Warning:  Administration  of  vitamin  B*  may 
be  required  if  signs  of  pyridoxine 
deficiency  develop.  Larobec  is  not 
intended  for  treatment  of  pernicious 
anemia  or  other  primary  or  secondary 
anemias.  Neurologic  involvement  may 
develop  or  progress,  despite  temporary 
'remission  of  anemia,  in  patients  with 
pernicious  anemia  who  receive  more  than 

0. 1. mg  of  folic  acid  per  day  and  who  are 
inadequately  treated  with  vitamin  B,  j. 
Dosage  and  Administration:  One  or  two 
tablets  daily,  as  indicated  by  clinical  need. 
How  Supplied:  Orange-colored,  capsule- 
shaped tablets,  imprinted  Roche  73; 
bottles  of  100. 

References: 

1.  Duvoisin,  R.  C.,  et  a/.:  Trans.  Amer. 

Neurol.  Assoc.,  94:  81, 1969. 

2.  Cotzias,  G.  C.:J.A.M.A.,  270:1255, 1969. 


high-potency 
nutritional  support  for 
the  levodopa  patient 


Larobec 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nulley.  N.J.  07110 
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The  afternoon  session,  devoted  to  new  methods  of 
perinatal  monitoring,  will  be  moderated  by  Irving  Seli- 
koff,  M.D.,  professor  of  medicine  and  professor  of  com- 
munity medicine  at  Mount  Sinai. 

Research  on  better  and  faster  ways  to  measure  the 
effects  of  certain  environmental  agents  will  be  discussed 
by  Charles  A.  Alford,  Jr.,  M.D.,  professor  in  pediatric 
research  at  the  University  of  .\labama  Medical  Center; 
Alexander  G.  Bearn,  M.D.,  chairman  of  the  department 
of  medicine  at  Cornell;  Ernest  B.  Hook,  M.D.,  chief  of 
the  Laboratory  of  Human  Ecology  at  the  Birth  Defects 
Institute  of  the  New  York  State  Department  of  Health 
in  Albany;  John  L.  Sever,  M.D.,  head  of  the  section  on 
infectious  diseases  at  the  Perinatal  Research  Branch  at 
the  National  Institute  of  Neurological  Diseases  and 
Stroke;  and  Peter  Workman,  M.D.,  associate  professor 
of  pediatrics  and  community  medicine  at  Mount  Sinai. 

Conference  on  physicians' 
assistants  to  be  held 

The  Brooklyn-Cumberland  Medical  Center  and  Long 
Island  University  are  sponsoring  a conference  on  the 
Medical  Services  Associate  Program  on  January  28  and 
29,  to  be  held  at  Long  Island  University,  in  downtown 
Brooklyn. 

Medical  Service  Associates  is  a two-year  certificate 
program  which  trains  physicians’  assistants  to  perform 
some  of  the  physicians’  more  routine  duties  to  effectively 
increase  the  physicians’  case  load  capacity.  Under  the 
supervision  and  direction  of  physicians,  the  medical  serv- 
ice associates  will  learn  to  take  histories  of  patients 
do  physical  examinations,  and  carry  out  time-consuming 
technical  tasks.  The  program  was  inaugurated  by  the 
two  institutions  in  1970  to  meet  the  need  for  increased 
delivery  of  health  care  to  the  indigent  population  of  their 
surrounding  area,  the  Fort  Greene-Bedford  Stuyvesant 
section  of  Brooklyn. 

Topics  to  be  covered  during  the  conference  include; 
training  the  physician’s  assistant;  the  impact  of  physi- 
cians’ assistants  on  other  allied  health  training  pro- 
grams; the  medical-legal  implications  of  the  physician’s 
assistant;  and  relationship  between  the  physician’s 
assistant  and  the  nurse. 

Participants  will  include  directors  of  physician’s  assist- 
ant programs  from  around  the  country,  experts  in  the 
training  of  allied  health  personnel,  authorities  in  related 
fields,  legislators,  practicing  medical  paraprofessional 
workers,  and  members  of  the  community. 

For  further  imformation  contact  Arnold  Lewis,  M.D., 
director.  Medical  Services  Associate  Program,  Brooklyn- 
Cumberland  Medical  Center,  121  DeKalb  Avenue, 
Brooklyn , New  York  11201. 


Course  in  medical  uses  of  radioactive 
isotopes  is  offered 

A four-month  course  in  the  Medical  Uses  of  Radio- 
active Isotopes  will  be  given  at  the  Queens  Hospital 
Center  by  the  Department  of  Nuclear  Medicine  of  the 
Long  Island  Jewish  Hospital/Queens  Hospital  Center 
Affiliation,  beginning  February  2 and  continuing  through 
May  25,  and  will  consist  of  weekly  five-hour  sessions 
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covering  lectures,  laboratory  exercises,  and  clinical 
management  of  patients. 

Tuition  is  $300.  For  further  information  and  registra- 
tion forms  contact  Lawrence  Silver,  M.D.,  Department 
of  Nuclear  Medicine,  The  Long  Island  Jewish  Hospital/ 
Queens  Hospital  Center  Affiliation,  82-68  164th  Street, 
Jamaica,  New  York  11432. 

Full-time  course  offered  in 
rehabilitation  in  chronic  lung  diseases 

New  York  University  Medical  Center’s  Department 
of  Rehabilitation  Medicine  will  offer  a comprehensive 
full-time  course  on  “Rehabilitation  in  Chronic  Lung 
Diseases”  on  March  1 and  2. 

The  course  will  translate  the  theory  and  symbolic 
language  of  respiratory  physiology  into  clear,  clinical 
language  of  use  to  the  practicing  physiatrist  and  physi- 
cian. It  will  emphasize  the  practical  aspects  of  pulmo- 
nary function  testing  and  the  clinical  rationale  of  physi- 
cal, therapeutic  measures  in  rehabilitating  patients  with 
such  lung  diseases  as  chronic  bronchitis  and  chronic 
pulmonary  emphysema,  and  with  neuromuscular  and 
skeletal  disorders  of  the  thorax. 

Edward  H.  Bergofsky,  M.D.,  associate  professor  of 
physiology  in  rehabilitation  medicine,  is  program  chair- 


man. On  March  1 he  will  moderate  a panel  of  guest 
speakers  and  faculty  of  the  New  York  University  School 
of  Medicine.  Albert  Haas,  M.D.,  associate  professor  of 
experimental  rehabilitation  medicine,  will  be  the  moder- 
ator of  the  panel  on  March  2. 

Tuition  is  $100;  registration  is  limited.  For  an  appli- 
cation, contact  Edward  H.  Bergofsky,  M.D.,  Institute  of 
Rehabilitation  Medicine,  400  East  34th  Street,  New 
York,  New  York  10016. 

Postgraduate  course  in  corneal 
surgery  offered 

A three-day  concentrated  and  practical  course  in  sur- 
gery of  the  cornea  will  be  given  under  the  direction  of 
A.  Benedict  Rizzuti,  M.D.,  and  staff  at  the  Brooklyn 
Eye  and  Ear  Hospital  on  April  28,  29,  and  30. 

Highlights  of  surgical  keratoplasty  technics  will  be 
demonstrated  on  patients.  Special  instrumentation, 
microscopic  surgery,  keratoprosthesis,  and  related  ancil- 
lary subjects  will  be  discussed.  Matriculants  will  per- 
form corneal  grafting  procedures  on  animal  eyes  under 
supervision. 

Registration  is  limited;  tuition  is  $175. 

For  further  information  and  registration  forms  contact 
Vernon  Dressier,  administrator,  Brooklyn  Eye  and  Ear 
Hospital,  29  Greene  Avenue,  Brooklyn,  New  York,  11238. 


Books  Received 


The  following  books  were  received  during  the  month  of  November,  1970  * 


Injuries  of  the  Knee  Joint.  Fourth  edition.  By  I.  S. 
Smillie,  O.B.E.,  Ch.M.  Quarto  of  393  pages,  illustrated. 
Baltimore,  The  Williams  & Wilkins  Company,  1970. 
Cloth  $29.75. 

Tredgold’s  Mental  Retardation.  Eleventh  edition. 
By  R.  F.  Tredgold,  M.D.,  and  K.  Soddy,  M.D.  Quarto 
of  490  pages,  illustrated.  Baltimore,  The  Williams  & 
Wilkins  Company,  1970.  Cloth,  $20.50. 

Movement  Therapy  in  Hemiplegia:  A Neurophys- 

iologic Approach.  By  Signe  Brunnstrom,  M.A. 
Quarto  of  192  pages,  illustrated.  New  York,  Harper  & 
Row,  Publishers,  1970.  Cloth,  $13.50. 

Principles  and  Techniques  of  Cardiac  Pacing.  By 
Seymour  Furman,  M.D.,  and  Doris  J.  W.  Escher,  M.D. 
Quarto  of  275  pages,  illustrated.  New  York,  Harper  & 
Row,  Publishers,  1970.  Cloth,  $12.50. 

Mental  Subnormality  in  the  Community:  A Clinical 
and  Epidemiologic  Study.  By  Herbert  G.  Birch,  M.D., 

‘Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review  is 
made  on  the  basis  of  merit  and  reader  interest. 


Stephen  A.  Richardson,  Sir  Dugald  Baird,  M.D.,  Gordon 
Horobin,  and  Raymond  Illsley.  Octavo  of  200  pages, 
illustrated.  Baltimore,  The  Williams  & Wilkins  Com- 
pany, 1970.  Cloth,  $12.50. 

World  Dialogue  on  Alcohol  and  Drug  Dependence. 

Edited  by  Elizabeth  D.  Whitney.  Octavo  of  400  pages, 
illustrated.  Boston,  Massachusetts,  Beacon  Press, 
1970.  Cloth,  $12.50. 

A Synopsis  of  Pharmacology.  Second  edition.  By 
V.  C.  Sutherland,  Ph.D.  Quarto  of  720  pages,  illustra- 
ted. Philadelphia,  W.  B.  Saunders  Company,  1970. 
Paper,  $10.75. 

Drug  Abuse  in  Industry.  Symposium  May  18-19, 
1970,  Philadelphia,  Pa.  Edited  by  W.  Wayne  Stewart, 
M.D.  Quarto  of  268  pages,  illustrated.  Miami,  Florida, 
Halos  and  Associates,  Inc.,  1970.  Cloth  $11.50,  Paper 
$8.75. 

Visual  Anatomy,  Volume  I,  The  Head  & Neck.  By 

Sydney  M.  Friedman,  M.D.  Quarto  of  250  pages, 
illustrated.  New  York,  Harper  & Row,  Publishers, 
1970.  Cloth,  $11.50. 
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The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content  . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt,  predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR).  The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 


SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution:  Federal  law  prohibits 
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Application.  By  Murray  A.  Freedman,  M.D.,  and 
Sandra  N.  Freedman,  M.D.  Quarto  of  201  pages,  illus- 
trated. New  York,  Harper  & Row,  Publishers,  1970. 
Paper,  $10.75. 

Bancroft’s  Introduction  to  Biostatistics.  Second 
edition.  By  Johannes  Ipsen,  M.D.,  and  Polly  Feigl, 
Ph.D.  Octavo  of  216  pages,  illustrated.  New  York, 
Harper  & Row,  Publishers,  1970.  Cloth,  $9.50. 
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Abstracts 


Verma,  Mahadeo  P.,  Becker,  William  H.,  and  Schil- 
ling, Fred  J.:  Frequency  of  chest  x-ray  in  4,731  sub- 

jects in  seven  metropolitan  cities.  New  York  State  J. 
Med.  71:  207  (Jan.  15)  1971. 

In  a survey  to  determine  “lapse  time”  between  their 
chest  x-ray  films  as  an  indicator  of  health  consciousness, 
4,731  employment  applicants  from  seven  cities  (male 
31  per  cent,  female  69  per  cent)  in  a large  insurance  com- 
pany were  questioned  as  to  the  time  of  their  last  ex- 
amination. Of  the  subjects,  27.6  per  cent  either  never 
had  chest  x-ray  or  had  one  taken  more  than  five  years 
prior  to  the  survey.  Of  the  cities  studied,  Newark  had 
the  highest  proportion  of  subjects,  45.9  per  cent,  in  the 
no  chest  x-ray  category.  There  was  a preponderance  of 
females  and  of  younger  subjects,  aged  sixteen  to  twenty- 
four,  in  this  latter  category,  suggesting  that  the  greatest 
public  health  education  effort  should  be  expended  to- 
ward these  groups,  to  detect  early  health  deviations 


which  could  result  in  chronic  degenerative  disease  as 
well  as  to  control  infectious  diseases. 

I 

Sparacio,  R.  R.,  Khatib,  R.,  and  Cook,  A.  W.:  Acute  j 
subdural  hematoma  in  infancy.  New  York  State  J.  I 
Med.  71:  212  (Jan.  15)  1971.  i 

The  features  of  subdural  hematoma  in  infancy  are  j 
fairly  constant  and  should  be  recognized  promptly  to  | 
prevent  a fatal  outcome.  The  history  of  trauma  to  the  j 
head  is  helpful  toward  a correct  diagnosis.  Tapping  the  ' 
subdural  space  to  alleviate  the  intracranial  pressure 
coupled  with  transfusions  of  whole  blood  to  counteract 
shock  should  be  instituted  early.  If  tapping  fails  to  | 
eliminate  fluid,  craniotomy  and  bilateral  burr  holes  ! 
should  be  carried  out.  Some  infants  who  survive  the  ! 
acute  phase  may  enter  a chronic  phase  requiring  pro- 
longed treatment.  However,  once  the  acute  phase  has  ' 
been  successfully  managed,  the  prognosis  for  survival  : 
is  good.  ' 


i 

1! 
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Matalon,  R.,  Levine,  S.,  and  Eisinger,  R.  P.:  Haz- 

ards in  routine  use  of  peritoneal  dialysis.  New  York 
State  J.  Med.  71:  219  (,Jan.  15)  1971. 

Peritoneal  dialysis  may  be  undertaken  whenever  close 
supervision  of  the  patient  is  possible.  The  results  of 
100  consecutive  dialyses  in  31  patients  are  reviewed. 
Serious  complications  occurred  in  42  per  cent;  however, 
most  complications  were  readily  managed  by  conserva- 


tive means.  Peritoneal  dialysis  was  routinely  performed 
on  unselected  patients  with  terminal  renal  failure  by 
general  medical  ward  physicians  or  by  renal  residents 
and  Fellows,  with  a three-fold  greater  incidence  in  seri- 
ous side-effects  associated  with  dialyses  supervised  by 
house  staff.  Additional  training  and  experience  may 
reduce  the  morbidity  of  the  procedure;  successful  inter- 
mittent peritoneal  dialysis  in  chronically  uremic  pa- 
tients can  be  achieved  by  the  resident  staff. 


Abstracts  m Interlmgua 


Verma,  M.  P.,  Becker,  W.  H.,  e Schilling,  F.  J.: 
Frequentia  del  radiographia  thoracic  in  4731  individuos 
ab  7 citates  metropolitan.  New  York  State  J.  Med.  71: 
207 (Jan. 15)  1971. 

In  un  “survey”  pro  determinare  le  tempore  passate 
depost  le  ultime  radiographia  thoracic  como  indication 
consciente  del  state  de  salubritate,  4731  sollicitantes  de 
empleo  ab  7 citates  (317c  homines;  697c  feminas)  esseva 
interrogate  per  un  grande  compania  de  secur.  De  iste 
personas,  27.67c  nunquam  habeva  obtenite  un  radio- 
graphia thoracic,  o solmente  un  plus  que  5 annos  retro  le 
survey.  Del  citates  studiate,  Newark  habeva  le  plus 
grande  proportion  de  personas  (45.97c)  sin  radiographias 
del  thorace.  Esseva  observate  un  preponderantia  de 
feminas  e de  individuos  plus  juvene  (etate  16  a 24).  Isto 
permitte  recommendar  que  le  major  effortio  educative 
del  salubritate  public  debe  expander  se  a iste  gruppos 
pro  discoperir  prematuramente  le  alterationes  del  salu- 
britate que  pote  originar  maladias  degenerative  chronic, 
e etiam  pro  controlar  le  maladias  contagiose. 

Sparacio,  R.  R.,  Khatib,  R.,  e Cook,  A.  W.:  Hema- 
toma subdural  acute  in  le  infantia.  New  York  State  J. 
Med.  71:  212  (Jan.  15)  1971. 

Le  characteristics  del  hematoma  subdural  del  infantia 
es  quasi  constante  e ha  de  recognoscer  se  prompte  pro 
evitar  le  morte.  Le  antecedent  de  un  cephalic  trauma  es 
util  pro  le  diagnose  correcte.  Le  puncture  del  canal  sub- 


dural pro  reducer  le  pression  intracranian  combinate  con 
le  transfusions  de  sanguine  total  pro  evitar  le  choc,  debe 
iniciar  se  tan  prompte  como  possibile.  Si  con  le  punc- 
ture no  se  retira  liquido,  le  craniotomia  (perforationes 
bilateral)  debe  se  practicar.  Alicun  infantes  qui  super- 
vive  le  phase  acute  pote  passar  al  phase  chronic  e re- 
quirer  un  tractamento  prolongate.  Tamen,  quando  le 
phase  acute  ha  essite  tractate  con  successo,  le  prognosis 
de  supervivere  es  favorabile. 

Matalon,  R.,  Levine,  S.,  e Eisinger,  R.  P.:  Periculos 
del  peritoneal  dialysis  routinari.  New  York  State  J. 
Med.  71:  219  (Jan.  15)  1971. 

Le  dialysis  peritoneal  debe  se  practicar  quando  es 
possibile  un  juxta  vigilantia  del  patiente.  Le  resultatos 
de  100  dialysis  consecutive  practicate  ab  31  patientes  es 
revidite.  Serie  complicationes  ha  essite  observate  in 
427o;  tamen,  le  plus  parte  del  complicationes  ha  essite 
tractate  conservativemente.  Le  dialysis  peritoneal  ha 
essite  practicate  routinarimente  in  patientes  non  selec- 
tionate  sufferente  de  insufficientia  renal  terminal  per 
le  medicos  general  del  sala  de  patientes,  o per  le  resi- 
dentes  e “Fellows”  renal.  In  iste  caso,  le  incidentia  de 
serie  effectos  adverse  ha  essite  tres  vices  plus  major  que 
in  le  dialysis  vigilate  per  le  medicos  del  hospital.  In- 
seniamento  additional  e plus  experientia  pote  reducer 
le  morbiditate  del  dialysis.  Le  dialysis  peritoneal  inter- 
mittente  pote  esser  practicate  con  successo  in  patientes 
con  uremia  chronic  per  le  medicos  residente. 
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Editorials 


Gertrude  Martina  Hyde,  M.D. 

Gertrude  Martina  Hyde,  M.D.,  a member  of  the  associate 
editorial  board  of  the  Journal  for  twelve  years  until  her  re- 
tirement this  past  year,  died  on  November  21,  1970,  at  the 
age  of  fifty-eight. 

Dr.  Hyde  was  a pediatrician.  She  graduated  from  Johns 
Hopkins  University  School  of  Medicine  in  1937  and  was  a 
Diplomate  of  the  American  Board  of  Pediatrics. 

She  organized  and  served  one  of  the  first  medical  clinics 
for  foster-home  children  in  the  County  at  the  Department  of 
Family  and  Child  Welfare  of  Westchester.  This  served  as  a 
model  for  many  others  across  the  country. 

Dr.  Hyde  was  the  recipient  of  the  Journal's  Distinguished 
Service  Award.  Her  modest  and  astute  counsel  on  matters 
pediatric  were  long  a source  of  great  strength  to  the  Journal. 

We  miss  her  and  are  proud  that  she  was  such  an  active 
part  in  our  great  venture,  the  making  of  a scientific  journal 
worthy  of  the  name. 


"Fight  for  Sight”  citation 


The  annual  Fight  for  Sight  citation,  awarded  by 
Fight  for  Sight,  Inc.,  in  cooperation  with  the  Asso- 
ciation for  Research  in  Vision  and  Ophthalmology, 
was  presented  to  four  ophthalmic  research  investi- 
gators at  the  fall  meeting  of  the  association  held 
at  Las  Vegas  on  October  3,  1970. 

The  citation,  consisting  of  an  engrossed  scroll 
and  an  honorarium  of  $500,  recognizes  the  scien- 
tific paper  deemed  to  be  a most  significant  contri- 
bution by  the  younger  investigator  to  the  field  of 
vision. 


The  1970  recipients  are  Warren  L.  Herron,  M.D., 
Byron  W.  Riegel,  M.D.,  Orlo  E.  Myers,  Ph.D.,  and 
Melvin  L.  Rubin,  M.D.,  of  the  University  of 
Florida  at  Gainesville,  for  their  paper,  “Photo- 
receptor Outer  Segment  Renewal  in  Developing 
Normal  and  Dystrophic  Rats,”  a study  of  an  in- 
herited form  of  blindness  which  affects  certain 
rats  and  is  believed  to  be  related  to  retinitis  pig- 
mentosa in  humans.  The  Florida  research  team 
has  shown  that  the  pigment  epithelial  cell  in  the 
rat  eye  does  not  function  properly  and  may  be  the 
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‘"culprit”  in  the  disease.  In  humans,  retinitis 
pigmentosa  is  characterized  by  night  blindness  and 
a gradual  loss  of  peripheral  vision.  As  yet,  no 
cure  has  been  found,  but  now  that  a better  under- 
standing of  the  disease  exists,  further  experimental 
work  directed  towards  control  can  be  pursued, 
it  has  been  reported. 

The  presentation  was  made  on  behalf  of  the 
Fight  for  Sight  Scientific  Advisory  Committee 
by  Phillips  Thygeson,  M.D.,  of  the  University  of 
California,  San  Francisco.  In  his  remarks,  he  paid 
tribute  to  the  Fight  for  Sight  for  its  encouragement 
to  younger  investigators,  saying  “many  of  today’s 
leaders  in  ophthalmology  throughout  the  world  owe 
their  start  in  research  to  this  splendid  organiza- 
tion.” In  presenting  the  citation  scroll  to  Dr. 
Rubin,  Dr.  Thygeson  was  especially  pleased  to  re- 


mind the  audience  that  in  1956,  Dr.  Rubin  while 
a medical  student  at  the  University  of  California, 
San  Francisco,  was  a Fight  for  Sight  Student 
Fellow. 

Dr.  Thygeson  also  spoke  in  warm  and  glowing 
terms  of  the  significant  role  played  in  the  advance- 
ment of  clinical  and  investigative  ophthalmology 
by  two  lay  leaders  of  the  Fight  for  Sight,  Mr.  Silas 
Adelsheim,  a prominent  Pittsburgh  business  ex- 
ecutive who  has  served  for  many  years  as  chairman 
of  the  Board  of  Directors,  and  Miss  Mildred  Wei- 
senfeld,  the  founder  and  executive  director  of  the 
organization.  He  said,  “They  are  overwhelmingly 
deserving  of  the  warm  affection  and  respect  they 
receive  from  ophthalmologists  and  from  all  those, 
whether  laymen  or  scientists,  who  are  interested  in 
eye  research  and  the  control  of  blinding  eye 
diseases.” 


Medical  Society  of  the  State  of  New  York 
Annual  Convention 


February  14  through  18,  1971 
the  Americana  of  New  York 
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I Health  problems  are  essentially  a by-product  of 
[ civilization.  As  civilization  advances,  the  patterns 
of  diseases  indigenous  to  the  populace  change. 
Thus  in  the  United  States  the  infectious  and  com- 
municable disease  “mass  killers”  of  the  past  are 
no  longer  a threat.  These  diseases  are  related  to 
a single  basic  epidemiologic  concept  comprising 
host,  agent,  and  environment  as  shown  in  Figure 
1.  Under  optimal  conditions,  the  interactions 
between  these  components  resulted  in  an  epidemic 
(shaded  zone).  Once  these  interactions  were 
identified  and  the  pathogenetic  factors  understood, 
it  became  easier  to  control  disease. ^ 

Most  efforts  to  control  mass  diseases  were  vested 
in  the  alterations  of  the  environment  to  produce 
positive  results.  Thus  in  Figure  1 the  circle  rep- 

Presented  at  the  annual  meeting  of  the  Eastern  Section  of 
the  American  Thoracic  Society  on  October  11,  1968  at  Portland, 
Maine. 

‘The  study  was  supported  by  the  Eighty  Maiden  Lane 
Foundation,  New  York  City. 


In  a survey  to  determine  "lapse  time"  between  their 
chest  x-ray  films  as  an  indicator  of  health  conscious- 
ness, 4,7'dl  employment  applicants  from  seven  cities 
(male  31  per  cent,  female  69  per  cent)  in  a large  in- 
surance company  were  questioned  as  to  the  time  of 
their  last  examination.  Of  the  subjects,  27.6 per  cent 
either  never  had  chest  x-ray  or  had  one  taken  more 
than  five  years  prior  to  the  survey.  Of  the  cities 
studied,  Newark  had  the  highest  proportion  of  sub- 
jects, 45.9  per  cent,  in  the  no  chest  x-ray  category. 
There  was  a preponderance  of  females  and  of  younger 
subjects,  aged  sixteen  to  twenty-four,  in  this  latter 
category,  suggesting  that  the  greatest  public  health 
education  effort  should  be  expended  toward  these 
groups,  to  detect  early  health  deviations  which  could 
result  in  chronic  degenerative  disease  as  well  as  to 
control  infectious  diseases. 


resenting  the  environment  in  position  “A”  could 
be  taken  out  of  the  interaction  mechanism  and 
placed  above  in  position  “B”  as  a predictor  of  the 
occurrence  of  infectious  or  communicable  diseases. 
The  impetus  gained  from  the  success  of  controlling 
one  disease  through  basic  epidemiologic  ap- 
proaches was  extended  to  other  diseases.  The 
cooperation  of  individual  persons  was  not  man- 
datory to  achieve  these  successes. 

Chest  x-ray,  as  a screening  and  diagnostic  tool, 
has  been  accepted  by  communities  at  large,  and 
the  services  are  made  available  to  the  public  at 
little  or  no  cost.  Mobile  units  make  it  possible 
even  for  a passerby  to  have  roentgenograms  made 
of  his  chest.  The  utility  of  this  tool  has  been  ex- 
tended to  areas  of  the  more  prevalent  diseases 
of  today.  These  include  neoplasia  and  chronic 
degenerative  processes  affecting  bronchopulmo- 
nary, cardiovascular,  cerebrovascular,  and  diges- 
tive systems.  Hypothetically,  therefore,  it  is  possi- 
ble to  ascertain  the  magnitude  of  health  conscious- 
ness in  a people  using  the  “lapse  time”  between 
their  chest  x-ray  films  as  an  indicator. 

The  results  of  a survey  to  determine  “lapse  time” 
between  their  chest  x-ray  films  indicating  health 
consciousness  in  a people  in  seven  metropolitan 
cities  in  the  United  States  are  reported,  and  some 
thoughts  of  public  health  moment  are  presented. 
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Survey  subjects  and  methods 

The  subjects  for  this  survey  consisted  of  males 
and  females  aged  sixteen  years  and  above.  All 
subjects  had  at  least  a high  school  education.  No 
discrimination  was  made  in  regard  to  their  race 
and  religion.  All  subjects  were  applicants  for 
jobs  in  a large  insurance  company  with  offices 
located  in  New  York,  Newark,  Chicago,  Atlanta, 
Dallas,  Los  Angeles,  and  San  Francisco.  The 
subjects  were  questioned  concerning  the  time  of 
their  last  chest  x-ray  examination.  The  ques- 
tions pertaining  to  this  survey  were  included  in 
a health  history  questionnaire. 


Results 

From  January,  1965,  to  December,  1966,  a total 
of  4,731  applicants  were  questioned.  The  distribu- 
tion of  these  subjects  by  location,  age,  and  sex 
is  shown  in  Table  I.  Thirty-one  per  cent  of  the 
applicants  were  male  and  69  per  cent  were  female. 
Seventy-six  per  cent  were  between  ages  of  sixteen 
and  twenty-four  while  24  per  cent  were  twenty-five 
years  and  older. 

There  were  1,304  subjects  or  27.6  per  cent  who 
had  either  never  had  chest  x-ray  or  had  a roent- 
genogram taken  more  than  five  years  prior  to  the 
survey.  This  category  of  subjects  is  denoted  as 
NCX  (no  chest  x-ray).  Figure  2 depicts  the  survey 
results  by  x-ray  status,  the  NCX  group  by  age 
and  sex  of  the  study  subjects.  The  N(I!X  group 
was  comprised  of  5.5  per  cent  males  and  22.1  per 
cent  females.  When  delineated  by  age,  this  group 
consisted  of  24.1  per  cent  of  applicants  between 
ages  sixteen  and  twenty-four  and  3.5  per  cent 
twenty-five  or  older. 

Table  II  and  Figure  3 show  the  distribution  of 
the  male  applicants  classified  by  age,  city,  and 
chest  x-ray  status.  Some  intercity  differences 
become  evident.  The  Newark  area  demonstrated 
a comparatively  greater  percentage  of  NCX  males 
regardless  of  age  group. 

Intercity  differences  were  demonstrated  among 
the  NCX  females  as  well  and  are  illustrated  in 
Table  III  and  Figure  4.  The  Newark  area  once 
again  leads  in  the  NCX  group. 

The  data  presented  in  Tables  II  and  III  indicate 
that  regardless  of  age  group  the  percentage  of 
females  exceeds  the  percentage  of  males  in  the 
NCX  group  in  each  of  the  cities  studied. 

The  per  cent  distribution  of  males  and  females 
who  had  chest  x-ray  films  is  shown  by  age  groups 
in  Figure  5.  Most  subjects  (approximately  53  to 
60  per  cent)  regardless  of  age  or  sex  had  x-ray  films 
of  their  chests  within  a year  of  the  survey.  The 
number  consistently  decreases  with  lapse  of  time 
so  that  only  3 to  7 per  cent  had  an  x-ray  film  five 
years  prior  to  the  survey. 


FIGURE  1.  Traditional  epidemiological  pattern  of 
infections  and  communicable  diseases. 


Comment 

Finding  a pathologic  condition  requires  man’s 
active  cooperation  and  is  the  most  significant  sin- 
gle step  in  the  control  of  disease.  By  seeking  medi- 
cal help,  the  severely  ill  person  becomes  a candi- 
date for  therapy.  In  the  interim,  he  has  been  ei- 
ther partially  or  totally  disabled  by  the  continuing 
pathogenetic  process  which  may  have  followed  the 
course  from  unrecognized,  to  mild,  to  moderate, 
to  severe  disease.  The  severe  illness  thus  lends 
itself  to  treatment  rather  than  the  preventive 
aspects  of  disease.  Successful  control  of  disease 
means  prevention  of  its  incipience  and,  in  the 
event  that  it  has  already  occurred,  prevent  its 
progression  to  the  severe  form.  The  latter  can 
only  be  accomplished  when  the  mild  and  moderate 
cases  are  discovered  and  are  subjected  to  proper 
medical  care  so  as  to  halt,  repair,  and/or  reverse 
the  damaging  processes.  David^  describes  that; 
“during  one  three-day  period  in  January,  1,026 
people  were  screened  in  a small  Alabama  town. 
Of  these,  almost  3 per  cent  had  suspected  tuber- 
culosis and  another  17  per  cent  pathology,  includ- 
ing cardiac  abnormalities  and  chronic  respiratory 
disease.”  Had  it  not  been  for  the  voluntary  coop- 
eration of  the  Alabamians  in  the  forementioned 
study,  these  abnormalities  would  have  come  to 
notice  only  when  the  disease  had  progressed  to  an 
advanced  stage. 

The  incidence  of  chronic  degenerative  diseases 
is  related  to  increasing  age.  Health  conscious- 
ness of  contemporary  diseases  also  appears  to  be 
related  to  increase  in  age.  This  assumption  is 
supported  by  the  results  of  the  presently  reported 
survey  in  which  only  3.5  per  cent  of  the  subjects 
over  twenty-five  years  of  age  belong  in  the  no 
chest  x-ray  group.  Emphasis  should  therefore  be 
focused  on  the  younger  group,  age  sixteen  to 
twenty-four,  who  did  not  have  chest  x-ray  and 
accounted  for  a total  of  24.1  per  cent.  From  the 
public  health  viewpoint,  is  this  figure  significant? 

One  conjectures  that  although  health  conscious- 
ness in  100  per  cent  of  subjects  would  ideally  have 
resulted  in  a negligible  per  cent  of  NCX  subjects. 
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TABLE  I.  Distribution  of  4,731  study  subjects  by  location,  age,  and  sex 


Male-  Female 


Location 

'Total  in 
Sample 

Age 

16  to  24 

Per 
( Y-nt 

Age 

25  to  60 

Per 

Cent 

Total  in 
Sample 

Age 

16  to  24 

Per- 

cent 

Age 

25  to  60 

Per- 

cent 

Atlanta 

lit) 

71 

64 . 5 

39 

35 . 5 

392 

329 

84.0 

63 

16.0 

Chicago 

427 

313 

73.3 

114 

26.7 

745 

587 

78.8 

158 

21.2 

Dallas 

87 

63 

72.4 

24 

27.6 

410 

337 

82.0 

73 

18.0 

Los  Angt'les 

121 

48 

40.0 

73 

60 . 0 

390 

311 

79.7 

79 

20 . 3 

Newark 

132 

. 85 

64  4 

47 

35 . 6 

195 

173 

88.7 

22 

11.3 

New  York 

366 

215 

58 . 7 

151 

41.3 

448 

348 

77.8 

100 

22.2 

San  Francisco 

238 

134 

56 . 3 

104 

43.7 

670 

565 

84.3 

105 

15.7 

Totai«s 

1,481 

929 

(63)* 

552 

(37)* 

3,250 

2,650 

(82)* 

600 

(18)* 

* Figures  in  parentheses  indicate  mean  |>crcentage«. 


72.4  per  cent  represents  a relatively  successful 
appreciation  of  health  consciousness  in  the  popula- 
tion studied.  Among  those  who  gave  a positive 
history  of  having  obtained  a chest  x-ray  examina- 
tion, the  percentage  remained  about  the  same 
on  a yearly  basis,  regardless  of  age  and  sex. 

The  incidence  of  the  reception  of  chest  x-ray 
films  may  not  be  totally  related  to  motivation  by 
the  individual.  The  proponderance  of  females  in 
the  NCX  group  over  males  is  undoubtedly  ac- 
counted for  by  compulsory  chest  x-ray  examina- 
tions in  conjunction  with  medical  selective  service 
examinations.  Nevertheless,  the  finding  of  a 
significant  group  of  young  adults  who  had  never 
had  x-ray  represents  a significant  observation 
of  public  health  moment. 

What  is  the  further  possible  meaning  of  the 
relative  lack  of  chest  x-ray  examinations  in  young 
people? 

It  has  also  been  suggested  that  young  people  in 
the  United  States  are  more  likely  to  begin  smoking 
at  earlier  ages.  The  U.S.  Public  Health  Service^ 
reports  that  at  any  age,  the  risk  of  dying  from  lung 
cancer  was  almost  always  higher  for  the  younger 
subjects.  This  is  cause  for  concern,  since  the 


FIGURE  2.  Study  subjects  (4.731)  by  chest  x-ray  sta- 
tus: group  without  chest  x-ray  by  age  and  sex. 


24.1  per  cent  of  young  survey  subjects  who  did  not 
have  chest  x-ray  probably  are  most  likely  to  smoke 
heavily  and  ignore  the  virtues  of  health  education. 
Mendelsohn^  has  stated,  “as  human  beings,  if  we 
have  no  interest  whatsoever  in  Bulgarian  agricul- 
ture, we  merely  avoid  being  exposed  to  messages 
about  it  people’s  perception  of  what  comprises 
a health  threat  is  fundamentally  a function  of  two 


TABLE  II.  Male  subjects  (1,481)  by  age,  city,  and 
chest  x-ray  status 


City  and 
Ages 

Total 

Appli- 

cants 

Number 

with 

(Jhest 

X-r-ay 

N umber 
without 
Chest 
X-ray 
(NCX,) 

Per  Cent 
NCX 

Atlanta 
16  to  24 

71 

58 

13 

18.31 

25  to  60 

39 

37 

2 

5.13 

Totals 

110 

95 

15 

(13.64)* 

Chicago 

16  to  24 

313 

248 

65 

20.77 

25  to  60 

114 

104 

10 

8.77 

Totals 

427 

352 

75 

(17.56)* 

Dallas 

16  to  24 

63 

53 

10 

15.87 

25  to  60 

24 

22 

2 

8.34 

Totals 

87 

75 

12 

(13.79)* 

Los  Angeles 

16  to  24 

48 

42 

6 

12.50 

25  to  60 

73 

70 

3 

4.11 

Totals 

121 

112 

9 

(7.44)* 

Newark 

16  to  24 

85 

46 

39 

45.88 

25  to  60 

47 

34 

13 

27.66 

Totals 

132 

80 

52 

(39.39)* 

New  York 

16  to  24 

215 

169 

46 

21.39 

25  to  60 

151 

133 

18 

11.92 

Totals 

366 

302 

64 

(17.49)* 

San  Francisco 

16  to  24 

134 

109 

25 

18.66 

25  to  60 

104 

96 

8 

7.69 

Totals 

238 

205 

33 

(13.87)* 

♦ Figures  in  parentheses  indicate  mean  percentages. 
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FIGURE  3.  Per  cent  male  subjects  without  chest  x-ray 
by  age  and  city. 


FIGURE  4.  Per  cent  female  subjects  without  chest 
x-ray  by  age  and  city. 


interacting  variables-perceived  susceptibility  and 
perceived  severity.”  The  potential  seriousness 
of  a practice  or  habit  unfavorable  to  health  is  per- 
ceived often  only  after  the  event  has  occurred, 
thus  reflecting  lack  of  health  consciousness.  It  is 


TABLE  111. 

Female  study  subjects  (3,250)  by  age,  city,  and 
chest  x-ray  status 

City  and 
Ages 

Total 

Appli- 

cants 

Number 

with 

Chest 

X-ray 

Number 

without 

Chest 

X-ray 

(NCX) 

Per  Cent 
NCX 

Atlanta 

16  to  24 

329 

187 

142 

43.16 

25  to  60 

63 

49 

14 

22.22 

Totals 

392 

236 

156 

(39.79)* 

Chicago 

16  to  24 

587 

409 

178 

30.32 

25  to  60 

158 

134 

24 

15.19 

Totals 

745 

543 

202 

(27.11)* 

Dallas 

16  to  24 

337 

203 

134 

39.76 

25  to  60 

73 

65 

8 

10.95 

Totals 

410 

268 

142 

(34.63)* 

Los  Angeles 

16  to  24 

311 

237 

74 

23.79 

25  to  60 

79 

73 

6 

7.59 

Totals 

390 

310 

80 

(20.51)* 

Newark 

16  to  24 

173 

88 

85 

49.13 

25  to  60 

22 

7 

15 

68.18 

Totals 

195 

95 

100 

(51.28)* 

New  York 

16  to  24 

348 

197 

151 

43.39 

25  to  60 

100 

69 

31 

31.00 

Totals 

448 

266 

182 

(40.62)* 

San  Francisco 

16  to  24  565 

394 

171 

30.26 

25  to  60 

105 

94 

11 

10.48 

Totals 

670 

488 

182 

(27.16)* 

* FiKurCB  in 

parenthcscH 

indicate  mean 

percentages. 

the  perception  of  susceptibility  which  generates 
the  conscious  effort  in  people  to  become  cautious 
enough  to  help  prevent  the  onset  of  disease.  The 
end  results  of  chronic  degenerative  processes  and 
neoplasia  are  a function  of  time.  No  one  specif- 
ically knows  when  and  where  they  begin;  however, 
long  periods  of  time  may  elapse  before  they  become 
clinically  evident  as  a severe  health  threat.  It 
is,  therefore,  the  responsibility  of  the  individual 
to  have  periodic,  thorough  medical  examinations 
including  chest  roentgenograms. 

It  must  be  emphasized  here  that  the  central 
theme  of  this  dialogue  is  not  the  utilization  of  the 
chest  x-ray  film  in  the  detection  of  tuberculosis 
but  the  detection  of  those  early  health  deviations 
which,  if  unchecked,  could  result  in  chronic  degen- 
erative diseases,  disability,  and  death. 

The  data  offered  in  this  article  in  no  way  suggest 
that  selective  procedures  for  screening  diseases 
should  not  be  used.  The  younger-age  groups  may 
not  constitute  a high-risk  group  for  tuberculosis. 
But  for  diseases  of  the  heart,  malignant  neoplasms, 
and  other  degenerative  processes  for  which  risk 
factors  are  obscured,  it  is  necessary  that  a shift 
to  include  younger  ages  be  recognized  if  success  in 
controlling  these  diseases  is  to  be  claimed  in  the 
future. 


YEAR 


60  50  40  30  20  10  0 0 10  20  30  40  50  60 

MALE  FEMALE 

PERCENT  SUBJECTS 

FIGURE  5.  Per  cent  distribution  of  subjects  with 
chest  x-ray  by  age,  sex,  and  time  in  years. 
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Accumulation  of  this  information,  will,  it  is 
hoped,  stimulate  public  health  education  or  per- 
suasion programs  to  produce  effective  health  con- 
sciousness among  the  urban  communities  which 
are  most  vulnerable  to  both  infectious  and  chronic 
degenerative  diseases.  It  might  be  appropriate 
to  suggest  that  the  public  health  education  and 
persuasion  programs  which  require  individual 
participation  to  effectively  control  the  diseases 
should  be  directed  to  young  adults  and  particu- 
larly to  female’s  in  this  group. 

Summary 

A total  of  4,731  employment  applicants  (male  31 
per  cent,  female  69  per  cent)  in  a large  insurance 
company  were  questioned  as  to  the  time  of  their 
last  chest  x-ray  examination.  Among  the  study 
subjects,  27.6  per  cent  either  never  had  chest 
x-ray  or  had  a roentgenogram  five  years  prior  to 
the  survey.  Of  seven  cities  studied,  Newark  had 
the  highest  proportion  of  subjects,  45.9  per  cent, 
in  the  no  chest  x-ray  category. 


Diagnosis  of  vaginal  discharges 

In  the  diagnosis  of  vaginal  discharge,  the  generally 
poor  correlation  between  clinical  features  and  the  actual 
etiologic  agent  makes  it  desirable  to  employ  a simple 
technic  for  examining  smears  which  can  be  used  either 
in  the  consulting  room  or  laboratory.  G.  J.  Dennerstein 
of  Melbourne,  Australia,  finds  an  answer  to  the  problem 
in  the  use  of  Wright’s  stain  [M.  J.  Australia  1:  992 
(May  16)  1970].  Wright’s  stain,  ordinarily  used  for 
staining  blood  films,  is  cheap,  readily  available,  requires 
a minimum  of  time,  and  is  taken  up  very  well  by  infect- 
ing organisms.  While  a trained  cytologist  can,  by  this 
technic,  identify  malignant  cells,  the  author  emphasizes 
it  is  in  no  way  intended  as  a substitute  for  routine 
Papanicolaou  smears.  Also,  the  diagnosis  of  gonorrhea 
should  be  made  by  a bacteriologist  through  an  examina- 
tion of  urethral  and  cervical  swabs,  although  gonococci 
stain  clearly  with  this  dye. 

The  author  outlines  the  procedure  in  8 steps:  (1) 

Make  the  smear  on  the  slide  with  a wooden  tongue 
spatula.  (2)  Dry  by  waving  in  air.  (3)  Place  slide  level 
on  blotting  or  filter  paper  and  cover  with  about  15  drops 
of  Wright’s  stain;  allow  to  stand  one  minute.  (4)  Add 
to  slide  about  30  drops  of  distilled  water  of  the  correct 
pH,  insured  by  adding  a trace  of  neutral  red  indicator. 
The  water  will  color  rose  pink  if  correct;  if  it  becomes 
yellow  or  cyclamen,  staining  may  not  be  satisfactory. 
(5)  Stain  and  diluent  are  mixed  gently  by  blowing  on  one 
edge  of  the  slide.  Allow  to  stand  for  three  or  four  min- 


These findings  are  interpreted  in  the  light  of 
their  public  health  implication.  It  is  suggested 
that  greater  public  health  education  effort  be 
expended  to  induce  more  effective  health  con- 
sciousness among  urban  communities  most  vulner- 
able to  clinical,  infectious,  and  degenerative  dis- 
ease. As  indicated  by  this  study,  such  programs 
should  be  directed  toward  young  adults,  particu- 
larly young  females. 
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utes.  (6)  Wash  for  ten  seconds  under  tap.  (7)  Blot  dry 
immediately  on  filter  or  other  nonfluffy  absorbent  paper. 
(8)  Spread  one  drop  of  immersion  oil  over  film.  Slide 
is  ready  for  examination. 

Trichomonads,  properly  stained,  appear  as  well- 
demarcated  round  cells  which  stain  as  deeply  or  deeper 
than  the  surrounding  epithelial  cells  and  contain  a small, 
purple-staining,  long,  oval,  sometimes  pointed  nucleus 
to  one  side  of  the  cells.  They  are  smaller  than  the 
smallest  epithelial  cells  but  a little  larger  than  poly- 
morphs. In  monilial  infections,  the  mycelium  of  the 
yeast  appears  as  branching,  dark-blue-staining  fila- 
ments, often  binding  degenerate  cells  into  clumps. 
Filaments  are  coarse  with  parallel  edges.  Budding 
oval  yeast  forms  may  also  be  seen.  In  nonspecific 
vaginitis,  the  normal  flora  is  replaced  by  vast  numbers 
of  cocci  or  small  bacilli  with  absence  of  mycelia  or 
trichomonads.  The  senile  type  of  vaginitis  is  charac- 
terized by  underlying  atrophy  manifested  in  a predomi- 
nance of  parabasal  epithelial  cells. 

The  smear  from  a noninfected  vagina  contains  a 
predominance  of  epithelial  cells  which  are  many  times 
larger  than  blood  cells.  They  are  clearly  demarcated 
polygonal  cells  with  a blue-staining  cytoplasm  and  a 
purple  oval  nucleus.  In  monilial,  trichomonal,  and 
nonspecific  infections,  polymorphs  predominate.  This 
is  not  true  in  physiologic  discharge  or  cervical  conditions, 
where  a few  polymorphs  will  be  seen,  but  much  fewer  in 
number  than  the  epithelial  cells.  The  basic  treatment 
for  physiologic  discharge  is  reassurance. 


January  1 5,  1971  / New  York  State  Journal  of  Medicine  211 


ACUTE  SUBDURAL 
HEMATOMA 
IN  INFANCY 

ROBERT  R.  SPARACIO,  M.D. 

Brooklyn,  New  York 

REZA  KHATIB,  M.D. 

Brooklyn,  New  York 

ALBERT  W.  COOK,  M.D. 

Brooklyn,  New  York 

Instructor  m Neurosurgery  (Dr  Sparacio),  Clinical  Instructor  in 
Neurosurgery  (Dr  Khatib),  Head,  Division  of  Neurosurgery,  and 
Associate  Professor,  Neurosurgery  (Dr  Cook),  State  University 
of  New  York  Downstate  Medical  Center 


Acute  subdural  hematoma  in  infancy  presents 
a clinical  syndrome  which,  although  relatively 
constant  in  its  over-all  features,  is  often  unrec- 
ognized as  such  until  its  course  is  well  advanced  or 
death  is  imminent.  It  is  our  intention  to  clarify 
the  essential  features  of  this  syndrome  and  to  em- 
phasize strongly  the  importance  of  its  early  recog- 
nition and  proper  treatment. 

Case  reports 

Case  1.  A three-month-old  male  infant  fell  from  a crib 
and  struck  his  head  one  day  prior  to  admission.  He  was 
unconscious  for  almost  one  hour  then  woke  up  without 
apparent  abnormality.  The  next  day,  because  of  the 
onset  of  seizures  on  the  left  side,  he  was  brought  to  Kings 
County  Hospital  where  he  was  noted  to  be  lethargic, 
irritable,  and  restless,  with  a bulging  although  soft  fon- 
tanel, moderate  hyperpnea,  and  marked  subhyaloid 
hemorrhages  in  both  fundi.  He  was  pale,  with  a hemo- 
globin of  8 Gm.  per  100  ml.  Roentgenograms  of  his  skull 
showed  no  abnormality.  Subdural  taps  revealed  bi- 
lateral collections  of  liquid  blood  under  pressure.  The 
child  was  given  a transfusion,  and  a series  of  22  subdural 
taps  over  a two-month  period  failed  to  eliminate  the 
subdural  fluid.  A craniotomy  of  the  right  side  was  then 
performed  and  membranes  removed,  following  which 
both  subdural  collections  eventually  disappeared. 

Case  2.  A ten-month-old  male  infant  fell  from  his 
father’s  arms  two  days  prior  to  admission  and  shortly 
thereafter  repeated  focal  seizures  developed  on  the  left 
side.  On  admission  to  Kings  County  Hospital  he  was 
drowsy  and  irritable,  with  a bulging  fontanel,  subhyaloid 
hemorrhages  in  his  left  fundus,  and  rapid  respirations. 
He  was  pale  with  a hemoglobin  of  7 Gm.  per  100  ml.  X- 
ray  films  of  the  skull  showed  nothing  abnormal.  Sub- 
dural taps  performed  bilaterally  revealed  a collection 
of  liquid  blood  under  pressure  on  the  right.  The  infant 
was  given  a transfusion,  and  repeated  subdural  taps  over 
a two-month  period  failed  to  eliminate  the  subdural 
fluid.  A craniotomy  of  the  right  side  was  performed  with 
removal  of  membranes,  following  which  the  fluid  did  not 
reaccumulate  significantly. 


Case  3.  A one-year-old  female  infant,  with  no  known 
history  of  trauma,  began  to  vomit  three  to  four  days 
prior  to  admission  and  a generalized  seizure  developed. 
The  child  had  been  in  good  health  until  the  onset  of 
vomiting.  Pertinent  findings  on  admission  to  Kings 
County  Hospital  included  lethargy,  irritability,  moder- 
ate hyperpnea,  paleness,  with  a hemoglobin  of  9.5  Gm. 
per  100  ml.,  and  subhyaloid  hemorrhages  in  both  fundi. 
Roentgenograms  of  her  skull  disclosed  no  abnormality. 
Subdural  taps  revealed  bilateral  collections  of  liquid 
blood.  The  infant  was  given  a transfusion,  and  repeated 
subdural  taps  failed  to  eliminate  the  subdural  collec- 
tions. Three  weeks  later  a craniotomy  was  performed 
on  the  left  side;  five  weeks  later  a craniotomy  of  the  right 
side  was  performed,  both  for  removal  of  membranes. 
These  were  only  partially  successful;  however,  two 
months  postoperatively  after  repeated  further  subdural 
taps  the  subdural  collections  disappeared. 

Case  4.  A ten-month-old  male  infant  fell  from  a 
couch  three  days  prior  to  admission.  He  subsequently 
became  lethargic,  and  generalized  seizures  developed. 
At  the  time  of  admission  to  Kings  County  Hospital 
he  was  lethargic  and  very  irritable,  with  pallor,  bilateral 
subhyaloid  hemorrhages,  and  a bulging  anterior  fontanel. 
X-ray  films  of  his  skull  showed  nothing  abnormal. 
Subdural  taps  revealed  bilateral  liquid  blood  collections 
under  pressure.  The  subdural  hematomas  disappeared 
after  three  taps  on  both  sides. 

Case  5.  Rapid  lethargy,  irritability,  and  respiratory 
distress  developed  in  a six-month-old  female  infant  with- 
out known  history  of  head  trauma.  On  admission  to 
Kings  County  Hospital  the  infant  was  found  to  be  in 
light  stupor,  with  pallor,  rapid  respirations,  bulging  fon- 
tanel, and  bilateral  subhyaloid  hemorrhages.  Nothing 
abnormal  appeared  on  x-ray  films  of  her  skull.  The 
hemoglobin  was  8 Gm.  per  100  ml.  Bilateral  subdural 
taps  revealed  a liquid  subdural  hematoma  under  pres- 
sure on  the  right  side.  The  infant  was  given  a trans- 
fusion. After  six  weeks  of  tapping  failed  to  eliminate  the 
subdural  collections,  a craniotomy  of  the  right  side  and 
membrane  removal  were  performed.  No  further  fluid 
collection  occurred. 

Case  6.  A nine-month-old  male  infant  fell  from  his 
crib  three  days  prior  to  admission.  Subsequently, 
vomiting,  generalized  seizures,  and  lethargy  developed. 
Findings  on  admission  to  Kings  County  Hospital  includ- 
ed lethargy,  irritability,  restlessness,  full  fontanel,  pallor, 
and  bilateral  subhyaloid  hemorrhages  in  his  fundi. 
Roentgenograms  of  his  skull  disclosed  no  abnormality. 
Tbe  hemoglobin  was  9 Gm.  per  100  ml.  Subdural  taps 
revealed  bilateral  liquid  subdural  hematomas.  After 
three  weeks  of  successful  taps  a craniotomy  of  the  right 
side  was  performed.  After  several  more  weeks  of  bilater- 
al tapping,  the  collections  were  eliminated. 

Comment 

Although  much  technical  literature  in  this  coun- 
try has  been  devoted  to  the  recognition  and  treat- 
ment of  chronic  subdural  hematoma  and  epidural 
hematoma  in  infancy  and  childh(X)d,  little  refer- 
ence has  been  made  to  either  the  occurrence  or 
clinical  picture  of  acute  subdural  hematoma  in  this 
age  group  other  than  an  occasional  comment  that 
it  is  rare.'"  * This  is  the  result  probably  of  a combi- 
nation of  factors;  Acute  subdural  hematoma  in 
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The  features  of  subdural  hematoma  in  infancy  are 
fairly  constant  and  should  be  recognized  promptly 
to  prevent  a fatal  outcome.  The  history  of  trauma  to 
the  head  is  helpful  toward  a correct  diagnosis.  Tap- 
ping the  subdural  space  to  alleviate  the  intracranial 
pressure  coupled  with  transfusions  of  whole  blood 
to  counteract  shock  should  be  instituted  early.  If 
tapping  fails  to  eliminate  fluid,  craniotomy  and  bi- 
lateral burr  holes  should  he  carried  out.  Some  infants 
who  survive  the  acute  phase  may  enter  a chronic 
phase  requiring  prolonged  treatment.  However,  once 
the  acute  phase  has  been  .successfully  managed,  the 
prognosis  for  survival  is  good. 


1 infancy  is  uncommon  although  not  so  rare  as  is 
; generally  believed;  the  characteristic  syndrome 
I may  often  not  be  recognized  clinically;  and  a cer- 
tain tendency  exists  among  medical  examiners  to 
“sign  out”  acute  craniocerebral  trauma  resulting 
in  death  in  infants  as  due  solely  to  cerebral  con- 
tusion lacerations.  A substantial  review  of  this 
I subject  by  Schreiber^  correlates  well  with  our 
‘ findings,  although  his  clinical  material  was  con- 
1 fined  to  the  newborn  age  group. 

The  pertinent,  constant  features  of  acute  sub- 
! dural  hematoma  in  infancy  are  shock  caused  by  the 

I proportionately  large  loss  of  blood  from  the  in- 
fant’s vascular  system  into  the  cranial  cavity, 
which  is  emphasized  by  pallor,  restlessness,  rapid 
pulse,  low  hemoglobin,  and  the  need  for  whole- 
blood  transfusions  to  counteract  it;  bulging  fon- 
tanel, vomiting,  and  decreasing  state  of  conscious- 
ness signaling  increasing  intracranial  pressure; 
marked  retinal  hemorrhages  most  often  subhyaloid 
in  type  and  usually  bilateral;  and  respiratory  dis- 
turbances, commonly  characterized  by  increased 
rate  but  often  developing  a stertorous  or  dysrhyth- 
mic  component  (Cheyne-Stokes)  as  well.  Signs 
of  subdural  hematoma  which  are  characteristic 
in  adults,  such  as  dilated,  fixed  pupil,  progressive 
hemiparesis,  and  so  on,  were  not  seen  in  these  in- 
fants, although  they  conceivably  could  occur. 
Convulsions,  either  generalized  or  focal,  are  pres- 
ent in  the  great  majority  of  such  cases  but  are  non- 
specific and  are  not  considered  as  pathognomonic 
of  the  syndrome.  Although  a history  of  trauma  to 
the  head  is  very  helpful  in  directing  one’s  attention 
to  the  diagnosis,  it  is  not  uncommon  to  obtain  no 
clear-cut  history  of  such  trauma.  However,  with 
the  signs  described,  the  diagnosis  of  acute  sub- 
dural clot  should  still  be  primary  even  in  the  ab- 
sence of  a history  of  trauma  to  the  head.  At  the 
time  of  initial  taps,  the  blood  obtained  from  the 
subdural  space  was  red  liquid  and  cellular  with 
very  little,  if  any,  admixture  of  cerebrospinal 
fluid,  and  the  blood  clotted  in  vitro  shortly  after 
removal.  The  reason  for  this  is  not  clear,  since 
one  might  expect  to  encounter  clotted  blood  similar 
to  that  found  in  adults.  It  is  important  to  point 
out  that  all  of  these  infants  were  well,  active,  alert, 
with  normal  growth  and  development,  and  without 
abnormal  cranial  enlargement  prior  to  the  onset 
of  acute  illness.  Such  a situation  clearly  contrasts 
with  the  common  pattern  of  deficient  growth  and 
development,  failure  to  thrive,  and  increasing  head 
size  seen  in  chronic  subdural  hematoma. 

Early,  proper  treatment  depends  on  prompt  rec- 
ognition of  the  presenting  features  in  these  acutely 
ill  infants.  Proper  treatment  consists  in  alleviat- 
ing the  intracranial  pressure  by  tapping  the  sub- 
dural space.  One  should  be  prepared  to  perform 
bilateral  burr  holes  and  craniotomy  if  the  subdural 
taps  fail  to  eliminate  fluid  while  simultaneously 
counteracting  the  state  of  shock  with  transfusions 


of  whole  blood.  P’ailure  to  treat  both  elements 
adequately,  concomitantly,  and  quickly  will  result 
in  the  death  of  the  infant.  If  the  infant  survives 
the  acute  phase,  he  may  either  be  rapidly  cured  or 
pass  into  a more  chronic  phase  characterized  by 
repeated  subdural  taps  and  the  possible  need  for 
a craniotomy  to  remove  subdural  membranes. 
Most  of  the  infants  who  survive  the  acute  phase 
appear  to  enter  a chronic  phase  requiring  prolonged 
treatment.  All  of  the  infants  in  our  group  demon- 
strated rapid  improvement  in  their  color,  respi- 
rations, and  state  of  consciousness  subsequent  to 
the  restoration  of  more  normal  intracranial  pres- 
sure and  circulating  blood  volume  at  the  time  of 
the  initial  subdural  taps.  Once  the  acute  phase 
has  been  successfully  managed,  the  prognosis  for 
survival  is  good.  In  the  frequent  instances  in 
which  prolonged  treatment  and  eventual  surgery 
are  required,  the  outlook  for  both  survival  and 
psychophysical  integrity  corresponds  to  observa- 
tions and  statistics  reported  by  others  dealing  with 
chronic  subdural  hematoma  in  infancy.'’’® 

Summary 

Acute  subdural  hematoma  in  infancy,  although 
uncommon,  presents  a constant  syndrome,  name- 
ly, an  acutely  ill,  pallid  infant  in  shock,  with 
labored  respirations,  retinal  hemorrhages,  and  de- 
pressed state  of  consciousness.  Proper  treatment 
consists  in  the  transfusion  of  whole  blood  coin- 
cident with  the  immediate  evacuation  of  the  sub- 
dural hematoma.  Evacuation  usually  can  be  ac- 
complished by  subdural  taps  alone,  but  burr  holes 
and/or  craniotomy  may  be  necessary  at  times. 
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The  development  of  renal  transplantation  as  a 
mode  of  therapy  for  end-stage  renal  disease  is  well 
illustrated  by  the  clinical  transplant  program  at 
The  New  York  Hospital.  From  1963  to  1968  an 
average  of  about  6 transplants  a year  were  per- 
formed. Between  July,  1968,  and  December,  1969, 
70  kidney  transplants  were  performed.  Two  fac- 
tors account  for  this  increase.  Kidney  transplan- 
tation is  much  more  successful  than  previously, 
the  current  one-year  kidney  survival  rate  being 
about  90  per  cent  for  related  living  donors  and 
about  75  per  cent  for  cadaver  transplant  recipients. 
In  addition,  renal  transplantation  is  now  an  ac- 
cepted therapeutic  procedure.  Increased  effi- 
ciency of  patient  care  and  routine  coverage  of  medi- 
cal expenses  by  insurance  carriers  are  the  corol- 
laries of  improved  results.  Several  factors  that 
have  contributed  to  improved  kidney  survival  rates 
are  discussed  herein. 

Recipient  evaluation 

Careful  preoperative  evaluation  and  manage- 
ment of  prospective  recipients  has  contributed 
significantly  to  increased  success.  In  general, 
patients  above  the  age  of  fifty  do  not  do  as  well  as 
younger  individuals  in  the  post-transplant  period. 
Patients  in  this  older  age  group  are  prone  to  slow 
wound  healing,  increased  incidence  of  infection, 
pulmonary  emboli,  and  even  myocardial  infarc- 


tion. Men  in  particular  must  be  evaluated  to 
identify  any  degree  of  prostatic  obstruction  and, 
if  present,  to  correct  it  prior  to  transplantation. 
Pretransplant  nephrectomies  should  be  performed 
when  there  is  active  pyelonephritis,  vesicoureteral 
reflux,  or  polycystic  kidney  disease,  and  the  blad- 
der neck  should  be  repaired  if  necessary  prior  to 
transplantation.  If  the  bladder  is  irreparable,  an 
ilial  conduit  can  be  created  prior  to  transplant. 

Patients  must  be  well  dialyzed  in  preparation  for 
surgery  and  studied  for  any  coagulation  abnormali- 
ties. 

Matching 

Early  studies  with  animal  grafting  indicated 
that  the  survival  of  skin  grafts  was  dependent  on 
the  genetic  proximity  of  donor  and  recipient.  In 
man  the  ABO  blood  group  system  is  the  only  eryth- 
rocyte antigen  system  that  plays  an  important 
role  in  kidney  survival.  Virtually  all  kidney  trans- 
plants performed  in  the  presence  of  an  ABO  incom- 
patibility were  rejected  within  the  first  few  post- 
operative hours  or  days.  White  blood  cells  have 
antigens  that  are  essentially  identical  to  those  on 
kidney  cells.  Leukocytes  and,  in  particular, 
lymphocytes  have  been  used  to  characterize  host- 
specific  histocompatibility  antigens.  At  present 
approximately  13  different  leukocyte  antigens  are 
evaluated.^ 

Two  tests  are  employed:  microagglutination 

and  microcytotoxicity.  In  the  agglutination  assay, 
clumping  of  white  cells  by  the  antisera  identifies 
the  presence  of  the  antigen.  In  the  cytotoxicity 
assay,  cell  death  induced  by  antisera  and  comple- 
ment is  measured  by  the  entrance  of  a nonvital 
dye  into  the  cells.  Another  important  procedure 
is  to  assay  recipient’s  serum  for  the  presence  of 
circulating  antibody  to  the  prospective  donor’s 
cells.  When  transplants  are  performed  in  the 
presence  of  a humoral  antibody,  the  outcome  is 
usually  a hyperacute  rejection,  that  is,  rejection 
occurring  in  the  first  few  postoperative  hours. ^ 
These  circulating  antibodies  are  found  in  women 
with  multiple  transfusions  containing  white  cells 
or  platelets  and  in  patients  after  transplant  rejec- 
tion.* To  prevent  immunization  the  buffy  coat  is 
removed  from  all  packed  erythrocyte  transfusions 
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given  to  potential  transplant  recipients. 

Once  cytotoxic  antibodies  to  donor  cell  have  been 
ruled  out,  the  matching  of  donor  and  recipient 
is  accomplished  by  comparing  their  antigen  pat- 
terns. An  A match,  in  which  both  have  the  same 
antigens,  occurs  only  in  identical  twins  and  on  rare 
occasions  in  siblings.  .An  Al^  match  occurs  when 
no  donor  antigen  is  absent  in  the  recipient.  When 
a donor  has  one  antigen  the  recipient  does  not 
have,  a C match  is  present;  whereas  the  occurrence 
of  two  or  more  such  antigens  constitutes  a I) 
match.  .An  F match  indicates  that  the  recipient 
has  a preformed  donor-directed  antibody.  As  we 
and  others  have  found,  there  is  a good  correlation 
between  matching  grade  and  length  of  graft  surviv- 
al, especially  in  living  related  transplants.  How- 
ever, there  are  exceptions  to  the  rule.  In  general 
a C or  better  match  is  acceptable  for  cadaver  trans- 
plantation, but  occasionally  we  have  performed 
with  I)  matches  from  living  related  donors.  Ob- 
viously the  ability  to  obtain  well-matched  cadaver 
transplants  depends  on  the  availability  of  a large 
pool  of  typed  and  prepared  recipients.  With  the 
advances  in  organ  preservation  and  computer 
programming  and  with  the  cooperation  of  many 
centers,  nationally  and  internationally,  a very  large 
pool  of  recipients  will  soon  become  a reality.^  At 
the  present  time  we  have  approximately  100  pa- 
tients from  a five-state  area  who  have  been  typed 
at  the  New  York  Blood  Center  and  are  awaiting 
cadaver  transplants. 

Immunosuppressive  agents 

Although  advances  in  matching  technics  have 
improved  kidney  transplant  survival  rates  by  al- 
lowing better  selection  of  donor-recipient  pairs, 
a more  important  contribution  to  this  improved 
survival  rate  is  the  progress  made  in  methods  for 
suppressing  the  immune  response.  The  measures 
used  at  The  New  York  Hospital  are  as  follows: 

Cytotoxic  drugs.  The  cytotoxic  drugs  exert 
their  immunosuppressive  effects  by  disturbing 
immune  cell  function  as  well  as  by  modifying  the 
inflammatory  response.®  They  appear  to  affect 
antibody  synthesis  at  the  antigen  recognition 
stage.®  Cytotoxic  drugs  do  not  appear  to  have  a 
significant  effect  on  already  sensitized  lympho- 
cytes. Azathioprine  (Imuran)  is  the  most  com- 
monly used  drug.  A dose  of  4 mg.  per  kilogram  of 
body  weight  is  given  the  evening  before  transplan- 
tation, 3 mg.  per  kilogram  on  the  day  of  transplant, 
and  2 mg.  per  kilogram  a day  thereafter,  depending 
on  the  white  blood  count.  Azathioprine  is  not 
given  in  increased  dosage  during  a rejection  episode 
since  it  does  not  affect  sensitized  lymphocytes. 
On  the  contrary,  with  decreased  creatinine  clear- 
ances the  drug  dosage  should  be  diminished  to 
avoid  leukopenia. 

Glucocorticoids.  In  man,  steroid-induced 
immunosuppression  is  probably  mediated  via  its 


anti-inflammatory  action  rather  than  by  directly 
affecting  the  immune  response,  although  there  is 
a prominent  lymphopenic  effect.^  *’  We  usually 
administer  100  mg.  of  prednisolone  on  the  day  of 
transplant  and  raf)idly  taper  the  dose  over  the  next 
two  weeks.  Prednisolone  in  doses  up  to  500  mg. 
a day  constitutes  the  mainstay  in  the  therapy  of 
acute  rejection  episodes.  4'he  most  common  com- 
plications of  this  therapy  are  infection,  poor  wound 
healing,  gastrointestinal  bleeding,  osteonecrosis, 
and  psychoses. 

Antilymphocyte  globulin.  During  the  past 
two  or  three  years  increasing  use  is  being  made  of 
ALG  (antilymphocyte  globulin)  as  a clinical  im- 
munosuppressant. Its  mode  of  action  is  unclear, 
but  among  the  suggested  effects  are  destruction  of 
lymphocytes  leading  to  lymphopenia,  sterile 
activation  of  lymphocytes  rendering  them  unre- 
sponsive to  the  graft,  blindfolding  of  lymphocytes, 
and  sequestration  of  lymphocytes  in  liver  or 
spleen.  Our  experience  and  that  of  others  sug- 
gest that  ALG  may  be  effective  in  prolonging  renal 
graft  survival  as  well  as  in  the  therapy  of  acute 
rejection.  The  do.se  of  steroid  may  often  be  de- 
creased. 

At  present  there  are  significant  variations  in  the 
preparation  and  titration  of  ALG  used  for  graft 
suppression  in  man.  Our  source  of  lymphocytes  is 
usually  cadaver  spleen,  although  thymus,  periph- 
eral lymphocytes,  and  thoracic  duct  lympho- 
cytes have  also  been  used.  Cells  are  injected  into 
horses,  rabbits,  goats,  or  sheep.  Serum  is  fraction- 
ated by  various  methods.  The  final  product  can 
be  assayed  by  lymphocytotoxicity,  lymphoagglu- 
tination,  and  by  primate  graft  prolongation. 

ALG  is  administered  intravenously  in  50  to  200- 
mg.  doses  daily  during  the  first  ten  to  fourteen  days 
post-transplant.  Thereafter,  it  is  given  in  decreas- 
ing amounts,  so  that  by  the  fourth  postoperative 
month  it  is  given  once  a week  in  20  to  30-mg.  doses 
and  usually  discontinued  after  one  year.  During 
severe  rejection  episodes  we  have  given  as  much  as 
1 Gm.  intravenously  in  conjunction  with  high-dose 
glucocorticoids  with  encouraging  results.  Normal- 
ly, the  half-life  of  ALG  in  the  circulation  is  about 
eight  days.  In  patients  receiving  ALG  repeatedly 
the  half-life  is  reduced  to  two  to  three  days.  We 
attempt  to  induce  tolerance  to  ALG  before  admin- 
istering it  by  pretreating  the  patient  with  50  mg. 
per  kilogram  of  highly  purified  aggregate-free  ani- 
mal immunoglobulin  G (IgG).  This  has  prolonged 
half-life  significantly.  Side-effects  attributable 
to  ALG  have  been  relatively  minor  in  our  series. 
Local  pain  and  fever  are  seen  occasionally  and 
thrombocytopenia  and  urticaria  rarely.  Anaphy- 
laxis has  been  seen  once  and  responded  to  appro- 
priate therapy.  We  have  not  seen  damage  to  glom- 
eruli by  ALG  immune  deposits,  nor  have  we  dem- 
onstrated it  by  fluorescent  studies  in  biopsies  of 
transplanted  kidneys.  Enhancement  of  viral  in- 
fections by  ALG  may  occur.  Herpes  zoster  and 
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simplex  appear  to  be  more  common  in  our  series 
since  the  use  of  ALG.  We  have  not  seen  any  ma- 
lignant conditions  attributable  to  ALG. 

Extracorporeal  irradiation.  Uncommitted 
lymphocytes  are  very  sensitive  to  radiation,  but 
once  sensitized  they  become  relatively  resistant.-^ 
Thus  the  efficacy  of  local  radiation  to  the  trans- 
planted kidney  during  a rejection  episode  is  ques- 
tionable. In  spite  of  this,  we,  as  others,  administer 
a relatively  nonhazardous  total  of  600  rads  to  the 
graft  in  divided  doses  during  a severe  rejection. 
Recently,  Persson  et  al."  have  demonstrated  the 
value  of  pre-  and  postoperative  extracorporeal 
irradiation  of  the  blood  in  decreasing  the  incidence 
of  early  rejection  and  improving  graft  survival. 
A total  dose  of  5,000  to  9,000  rads  per  blood  volume 
is  given  preoperatively  with  another  10,000  to 

20.000  over  the  next  two  to  three  postoperative 
weeks.  There  is  no  increased  incidence  of  either 
leukopenia  or  infection  if  the  total  dose  is  less  than 

40.000  rads. 

Thoracic  duct  drainage.  Decreasing  the  num- 
ber of  circulating  lymphocytes  by  thoracic  duct 
drainage  is  a relatively  safe  and  effective  method 
of  immunosuppressive  therapy.  We  have  used  it 
in  a number  of  our  living  related  donors  success- 
fully. A thoracic  duct  fistula  is  created  three  to 
five  days  prior  to  transplantation,  lymph  is 
drained,  the  lymphocytes  are  separated,  and  the 
lymph  fluid  or  albumin  is  reinfused.  Ten  L.  or 
more  of  lymph  containing  more  than  20  by  10^ 
lymphocytes  should  be  removed. 

Newer  approaches  to  immunosuppression. 
Several  promising  substances  we  have  recently 
evaluated  in  our  laboratory  are  cinanserin,  an 
antivserotonin  agent  with  no  marrow  toxicity,^ 
asparaginase,*^  and  an  alpha-2  globulin  fraction.** 
We  are  also  investigating  the  use  of  heparin  in  the 
therapy  of  acute  rejection. 


Rejection 

Early  recognition  of  rejection  has  also  contrib- 
uted to  the  improvement  in  survival  rates  of  renal 
transplants.  Clinically,  there  are  three  types  of 
rejection. 

Hyperacute.  Hyperacute  rejection  is  a fulmi- 
nating event  occurring  minutes  to  hours  after  trans- 
plant. It  may  occur  in  the  presence  or  absence  of 
a circulating  antibody.  There  is  rapid  develop- 
ment of  anuria,  fever,  abdominal  pain,  and  mal- 
aise. On  gross  examination  one  sees  severe  is- 
chemic and  necrotic  changes  in  the  kidney.  A 
severe  vasculitis  with  microthrombi  is  seen  histo- 
logically. Our  present  immunosuppressive  regi- 
mens cannot  reverse  this  type  of  rejection.  A 
diligent  search  for  circulating  recipient  antibody 
should  be  made  immediately  prior  to  transplanta- 
tion in  all  cases. 

Acute.  Acute  rejection,  which  can  occur  at  any 
time  after  transplantation,  is  the  most  common 


form  of  clinical  rejection.  Progressive  renal  in- 
sufficiency is  usually  associated  with  fever,  graft 
tenderness,  proteinuria,  lymphocyturia,  weight 
gain,  edema,  hypertension,  and  a rise  in  serum 
alpha-2  globulin.**  Round-cell  infiltration,  espe- 
cially in  the  interstitium,  is  seen  on  kidney  biopsy. 
Clinically,  the  rejection  usually  responds  dramati- 
cally to  immunosuppressive  therapy,  but  occa- 
sionally responds  only  partially  without  return  of 
renal  function  to  prerejection  levels.  If  there  is  no 
response  to  therapy,  the  renal  insufficiency  may 
progress  rapidly  to  complete  loss  of  renal  func- 
tion or  may  stabilize  indefinitely  at  a lower  level 
of  renal  function.  We  are  following  several  pa- 
tients who  have  stabilized  at  creatinine  clearances 
between  5 to  10  ml.  per  minute  for  one  to  two  years. 
Acute  rejection  that  progresses  rapidly  to  complete 
loss  of  function  is  most  often  seen  in  the  first  three 
months  post  transplant. 

Chronic.  The  third  type  of  rejection  is  a slow 
chronic  variety  which  occurs  to  some  degree  in 
nearly  all  renal  allografts.  At  biopsy  one  sees  a 
membranous  glomerulopathy,  round-cell  infil- 
trates, some  interstitial  fibrosis,  and,  in  some 
cases,  vasculitis.  Renal  function  does  not,  how- 
ever, correlate  well  with  these  biopsy  changes. 

Rejection  occurring  in  the  first  several  post- 
operative weeks  must  be  differentiated  from  sever- 
al other  complications.  The  most  important  one 
is  acute  tubular  necrosis.  This  is  especially  true 
in  cadaver  transplants  when  there  is  prolonged 
ischemia  of  the  donor  kidney  but  can  occur  in  liv- 
ing related  donors  after  sepsis  or  hypovolemic 
shock.  Treatment  of  patients  with  acute  renal 
failure  with  increased  dosages  of  immunosuppres- 
sive drugs  can  markedly  increase  the  mortality  rate 
because  of  infectious  complications.  Early  and 
frequent  dialysis  is  required,  and  in  the  majority 
of  cases  good  renal  function  is  attained. 

Other  important  causes  of  post-transplant  oli- 
guria or  anuria  are  urinary  tract  obstruction  by 
blood  clots  and  severe  hypercalcemia  secondary  to 
parathyroid  hyperplasia.***  The  latter  may  require 
emergency  parathyroidectomy.  Although  recur- 
rence of  glomerulonephritis  is  a frequent  occur- 
rence in  renal  isograft  recipients,  this  rarely  is  a 
cause  of  renal  insufficiency  in  allograft  recipients. 
The  nephrotic  syndrome  occurs  in  some  patients 
following  renal  transplantation.  It  is  usually 
found  in  patients  with  a history  of  nephrosis  prior 
to  transplant.  Its  development  later  in  the  pa- 
tient’s course  is  not  correlated  with  the  degree  of 
renal  function  or  histopathologic  condition. 

Infection  is  a frequent  occurrence  in  the  post- 
transplant period.  If  there  is  an  infection  involv- 
ing the  kidney  or  if  there  is  ureteral  sloughing,  a 
life-threatening  situation  may  be  present,  and  re- 
moval of  the  kidney  or  tapering  of  immunosup- 
pressive therapy  must  be  done  to  protect  the  over- 
all welfare  of  the  patient.  Perivesical  or  wound 
infections  occur  on  occasion  and  usually  respond 
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to  appropriate  treatment.  V'iral  hepatitis  and 
cytomegalovirus  infections  may  occur  but  usually 
are  self-limited  illnesses  that  present  minor  prob- 
lems. 

Rehabilitation 

The  object  of  any  form  of  medical  therapy  is  to 
return  patients  to  normal  lives.  Successful  trans- 
plantation accomplishes  this  more  completely  than 
chronic  hemodialysis.  VVe  have  seen  severe  pe- 
ripheral neuropathy  improve  rapidly.  The  anemia 
of  uremia  may  be  corrected  by  normal  renal  func- 
tion in  from  six  to  ten  weeks.  Patients  are  usually 
able  to  return  to  their  jobs.  Dwarfed  children  be- 
low the  age  of  sixteen  who  have  had  good  renal 
function  postoperatively  have  had  excellent  growth 
spurts  in  spite  of  doses  of  glucocorticoids  sufficient 
to  inhibit  growth,  a phenomenon  not  completely 
understood.  Menstrual  function  parallels  the  suc- 
cess of  the  transplant  in  women  of  child-bearing 
age.  Three  women  in  our  series  with  transplants 
have  had  normal  pregnancies  and  offspring,  while 
2 pregnancies  are  currently  in  the  first  trimester. 
One  delivery  was  cesarean,  and  the  other  2 were 
vaginal.  Most  of  our  patients  with  successful 
outcomes  have  resumed  their  schooling,  occupa- 
tions, and  physical  activities  in  a fashion  expected 
of  any  group  of  similar  age  who  have  undergone 
routine  major  surgical  procedures. 

Question  and  answer  period 

Earl  B.  Brown,  M.D.:  I am  sure  that  Dr.  Ru- 
bin will  be  glad  to  answer  any  questions. 

Physician:  You  mentioned  the  complication  of 
hyperparathyroidism.  Is  that  primary  hyperpara- 
thyroidism, and,  if  so,  how  does  one  explain  that? 

A.  L.  Rubin,  M.D.:  It  is  not  primary  hyper- 

parathyroidism. One  would  then  have  adenoma. 
The  next  question  is,  is  it  secondary  hyperparathy- 
roidism? When  you  get  phosphorus  retention,  you 
get  stimulation  to  all  of  the  parathyroids.  Most 
recently  people  have  been  talking  about  a new  en- 
tity of  tertiary  hyperparathyroidism  in  which  you 
have  constant  stimulation,  and  the  parathyroids 
just  take  over  on  their  own.  In  other  words,  the 
parathyroids  become  autonomous  because  of  such 
high  phosphorus  levels  and  such  a large  parathor- 
mone output.  Before  we  started  looking  into  this 
we  thought  there  were  cases  of  tertiary  hyperpara- 
thyroidism, but  that  is  not  true  because  after  the 
parathyroids  are  taken  out  all  of  these  parathor- 
mone levels  return  to  normal,  the  calcium  drops 
after  a period  of  time,  the  tubular  reabsorption  of 
phosphorus  increases,  so  this  is  just  very  severe 
secondary  hyperparathyroidism  secondary  to  phos- 
phorus retention.  The  reason  the  calcium  goes  up 
after  surgery  is  that  sometimes  you  have  a tremen- 
dous diuresis,  as  much  as  23  to  25  L.  in  eighteen 
hours.  The  patients  lose  tremendous  amounts  of 
phosphorus,  they  are  on  steroids  at  the  same  time. 


calcium  is  mobilized  from  tbe  bone,  and  everything 
works  to  deposit  calcium  in  the  kidneys. 

Physician:  When  you  have  examined  the 

transplanted  organs  in  the  patients  who  died,  have 
you  seen  any  evidence  of  the  disease  that  destroyed 
the  original  organ  manifesting  itself  in  the  trans- 
plant? 

Dr.  Rubin:  I'his  is  a theory,  particularly  with 

chronic  glomerulonephritis.  There  is  Dixon’s  work 
with  circulating  antibodies  that  shows  antigen- 
antibody  complexes  in  the  basement  membrane 
with  repeated  glomerulonephritis.  We  have  not 
seen  that.  This  does  not  appear  to  occur  in  the  ma- 
jority of  the  patients  with  glomerulonephritis.  We 
do  not  like  to  perform  biopsies  on  these  patients. 
Maybe  some  of  those  who  have  gone  a year  or  two 
would  have  signs  of  the  original  disease  recurring. 
I'he  few  on  whom  we  have  performed  biopsies  were 
those  we  thought  might  have  had  an  indolent  re- 
jection. 

Physician:  W hat  is  the  longest  record  of  a heart 
transplant  survival  and  of  a kidney  transplant? 

Dr.  Rubin:  In  heart  transplants  the  longest  one 
is  about  seventeen  months.  With  kidneys  our 
longest  is  six  years.  These  are  from  related  living 
donors,  and  1 think  these  patients  are  going  to  go 
on  really  forever.  W ith  kidneys,  we  feel  pretty  se- 
cure; with  hearts,  all  the  information  is  not  there 
yet. 

Physician:  W’ould  it  be  practical  to  follow  your 
patients  with  a battery  of  transplant  antigens? 
Initially  the  patient  would  have  no  antibodies 
against  these  antigens;  but  if  rejection  occurred, 
would  you  then  see  an  increasing  titer? 

Dr.  Rubin:  Probably  not,  because  they  would 

all  be  absorbed  by  the  kidney.  We  have  looked  but 
have  not  seen  it,  although  that  does  not  mean  it  is 
not  there.  People  have  supposedly  eluted  this 
from  rejected  kidneys. 

Physician:  Dr.  Dixon’s  work  was  very  signifi- 

cant. They  had  a kidney  which  was  being  rejected 
with  no  antibodies  against  it.  When  the  kidney 
was  removed,  they  found  tremendous  amounts  of 
circulating  antibodies  almost  immediately. 

Dr.  Rubin:  Of  course,  this  is  one  of  the  things 
that  has  led  some  of  us  to  believe  that  in  a patient 
with  chronic  glomerulonephritis  on  whom  you 
want  to  do  a transplant  it  is  better  to  remove  the 
glomerulonephritic  kidney  about  two  to  three 
months  before  the  transplant.  The  converse  of 
that  is  to  remove  the  glomerulonephritic  kidney 
long  after  the  transplant,  keeping  it  there  to  soak 
up  this  antibody.  From  a practical  standpoint,  we 
find  it  better  to  remove  the  diseased  kidney  after- 
ward, because  the  patient,  even  on  dialysis  does 
not  do  as  well  when  you  remove  the  kidney  before 
the  transplant. 

Physician:  Could  you  comment  on  the  inci- 

dence of  cancer  in  people  who  have  been  under 
chronic  immunosuppression  and,  specifically,  on 
reports  of  sarcoma  with  antilymphocyte  globulin. 
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Dr.  Rubin:  In  the  first  2,000  or  2,500  there  was 
an  increased  incidence  of  sarcoma  in  patients  on 
immunosuppressive  agents  and  particularly  with 
antilymphocyte  globulin,  some  getting  it  at  the  site 
of  injection  with,  I think,  2 cases  reported.  There 
is  no  question  that  you  are  playing  with  the  im- 
mune response  and  that  this  appears  to  be  related 
to  a malignant  condition.  We  are  concerned  about 
this,  but  we  really  do  not  know  any  way  around  it 
other  than  new  immunosuppressive  agents.  We 
have  1 patient  who  had  sarcoma  at  the  age  of 
seventeen  who  was  heavily  irradiated  and  in  whom 
radiation  nephritis  developed.  At  the  age  of  thirty- 
five  her  kidneys  failed  completely,  and  we  trans- 
planted a cadaver  kidney  and  were  very  worried 
about  this  patient.  She  had  absolutely  no  rejec- 
tion episodes  which  makes  us  worry  even  more,  and 
we  stopped  her  antilymphocyte  globulin.  Thus 
far  she  has  gone  about  eight  months  and  has  done 
well. 

Physician:  How  would  you  explain  those  heart 
transplants  with  a good  match  at  the  time  of  opera- 
tion and  subsequent  rejection?  Could  it  be  due  to 
additional  antigens  that  were  not  typed? 

Dr.  Rubin:  There  is  no  question  but  that  there 
are  additional  antigens  that  are  not  typed  right 
now.  It  is  estimated  there  may  be  20  per  cent 
more.  Another  thing  is  that  typing  technics  are 
highly  empirical,  and  the  typing  of  white  cells  may 
not  relate  that  much  to  the  heart.  We  are  saying 
now  that  because  antigens  are  in  the  white  cells 
they  are  also  in  the  heart,  and  the  same  with  the 


kidney.  It  may  be  that  organ-specific  antibodies 
play  a role  that  we  are  not  aware  of  yet. 

Dr.  Brown:  On  behalf  of  the  society,  I want  to 
thank  Dr.  Rubin  for  a wonderful  talk. 
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I HAZARDS  IN  ROUTINE 
! USE  OF  PERITONEAL 
' DIALYSIS 


‘Peritoneal  dialysis  may  be  undertaken  whenever  close 
supervision  of  the  patient  is  possible.  The  results  of 
100  consecutive  dialyses  in  31  patients  are  reviewed. 
Serious  complications  occurred  in  42  per  cent;  how- 
ever, most  complications  were  readily  manaf>ed  by 
conservative  means.  Peritoneal  dialysis  was  rou- 
tinely performed  on  unselected  patients  with  terminal 
renal  failure  by  general  medical  ward  physicians  or 
by  renal  residents  and  Fellows,  with  a three-fold 
greater  incidence  in  serious  side-effects  associated 
with  dialyses  supervised  by  house  staff.  Additional 
training  and  experience  may  reduce  the  morbidity  of 
the  procedure;  successful  intermittent  peritoneal 
dialysis  in  chronically  uremic  patients  can  be 
achieved  by  the  resident  staff. 
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Peritoneal  dialysis,  when  performed  by  experi- 
enced personnel,  is  associated  with  a low  incidence 
of  complications,  and  provides  an  acceptable  sub- 
stitute for  hemodialysis.*  **  It  has  nevertheless 
not  been  widely  employed  for  treatment  of  pa- 
tients with  chronic  renal  failure.  In  the  present 
study  data  are  reviewed  of  the  routine  use  of  peri- 
toneal dialysis  by  the  medical  staff  for  manage- 
ment of  unselected,  chronically  uremic  patients. 
Major  complications  were  encountered  far  more 
frequently  than  in  the  experience  of  others.*"'*- 
However,  most  complications  were  successfully 
managed  by  conservative  means,  and  more  than 
one-third  of  these  otherwise  immediately  doomed 
patients  were  able  to  leave  the  hospital. 

Materials  and  methods 

One  hundred  consecutive  peritoneal  dialyses  in 
31  patients  with  chronic  renal  disease  admitted  to 
the  New  York  Veterans  Administration  Hospital 
from  January,  1968,  to  April,  1969,  were  reviewed. 
House  officers  were  encouraged  to  utilize  dialytic 
therapy  as  needed  on  all  patients  with  terminal 
renal  disease.  Dialysis  was  designated  “acute” 
when  performed  in  a critically  ill  patient  in  whom 
dialysis  was  mandatory;  indications  included  se- 
vere manifestations  of  uremia,  and  less  commonly, 
uncontrolled  fluid  overload,  hyperkalemia,  or  aci- 
dosis. Dialysis  was  designated  “prophylactic” 
after  patients  had  been  relieved  of  symptoms  by 


acute  dialyses;  the  procedure  was  then  electively 
repeated  to  maintain  well-being.  These  patients 
generally  returned  to  the  hospital  weekly  for 
twenty-four  to  thirty-six  hours  of  dialysis. 

Except  for  patients  on  prolonged  prophylactic 
dialysis,  dialyses  were  performed  by  general  medi- 
cal residents  (67  dialyses).  These  residents  were 
instructed  by  the  renal  service  in  the  technic  and 
potential  complications  of  peritoneal  dialysis. 
Thereafter  their  dialyzed  patients  were  seen  by  the 
renal  service  on  a consulting  basis  only.  Thirty- 
three  of  the  prophylactic  dialyses  were  performed 
by  renal  residents  and  Fellows.  These  physicians 
had  previously  performed  several  dialyses  under 
close  scrutiny  by  the  renal  attending  staff  and 
thereafter  were  considered  capable  of  performing 
dialyses  without  direct  supervision. 

Lethal  or  potentially  lethal  complications  occur- 
ring during  dialysis  were  considered  “major  compli- 
cations.” 

Prior  to  each  dialysis  the  bladder  was  emptied 
by  voiding  or  by  catheter  and  the  abdomen  was 
cleansed  with  povidone-iodine  solution.  Two  L. 
of  commercial  dialysate  were  infused  into  the  peri- 
toneal cavity  through  a 2-inch,  14-gauge  needle  in 
the  midline  below  the  umbilicus.  The  needle  was 
then  removed  and  a stylet-type  catheter  (Trocath- 
McGaw)  introduced  along  the  needle’s  path.*^  A 
metal  guard  was  placed  against  the  skin  to  prevent 
accidental  advancing  of  the  catheter,  and  the  can- 
nula was  taped  in  place.  Commercially  available 
peritoneal  dialysis  solution  (1.5,  4.25,  or  7 per  cent 
glucose)  was  exchanged  at  2 L.  per  hour.  Heparin 
was  routinely  added,  but  potassium  or  lidocaine 
was  used  only  when  indicated;  antibiotics  were 
added  only  when  cloudy  dialysate  or  clinical  signs 
of  peritonitis  appeared.  Duration  of  dialysis  w'as 
determined  by  the  clinical  and  biochemical  re- 
sponse of  the  patient. 
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Results 

Data  on  100  peritoneal  dialyses  performed  in  31 
patients  are  presented  in  Table  I.  Patients’  ages 
ranged  from  thirty-four  to  seventy-two  years  with 
a mean  of  50.7  years.  Duration  of  dialysis  varied 
from  eight  hours  to  ten  days  with  a mean  of  two 
days.  Three  patients  were  dialyzed  for  more  than 
four  days.  Fifty-eight  of  the  100  dialyses  were 
“acute,”  while  7 patients  underwent  a total  of  42 
“prophylactic”  dialyses. 

Major  complications  are  presented  in  Table  II. 

Major  hemorrhage  occurred  on  6 occasions. 
Three  patients  bled  at  the  site  of  introduction  of 
the  catheter;  these  required  suturing  and  blood 
transfusions.  The  inferior  epigastric  vein  and  a 
mesenteric  artery  were  each  lacerated  once,  and 
the  resulting  hemorrhages  necessitated  laparot- 
omy. These  patients  both  survived  surgery  and 
were  temporarily  supported  by  hemodialysis. 
Blood-tinged  dialysate  was  commonly  encountered 
at  the  start  of  dialysis  and  tended  to  clear  sponta- 
neously. In  1 instance,  however,  such  blood  loss 
was  sufficient  to  require  transfusion. 

Peritonitis  developed  in  8 instances.  This  com- 
plication was  considered  to  be  present  only  in  pa- 
tients with  abdominal  findings,  fever,  cloudy  dial- 
ysate, and  positive  culture  (or  Gram  stain)  of  peri- 
toneal fluid.  An  exception  was  1 patient  in  whom 
obvious  peritonitis  occurred  but  in  whom  no  cul- 
ture or  Gram  stain  was  obtained.  The  following 
gram-positive  and  gram-negative  organisms  were 
isolated;  Klebsiella;  Enterobacter;  Herellea 
species;  Staphylococcus  aureus,  coagulase  nega- 
tive; Staph,  aureus  coagulase  positive;  and  Staph, 
aureus  and  mixed  gram-negative  organisms.  The 
duration  of  dialysis  up  to  ninety-six  hours  did  not 
clearly  affect  the  incidence  of  peritonitis  (Fig.  1). 
Numerous  positive  cultures  were  obtained  in 
patients  with  clear  dialysate  returns  and  no  clini- 
cal evidence  of  peritonitis;  such  patients  were  not 
treated  for  peritonitis.  Also  excluded  from  tabula- 
tion were  instances  in  which  antibiotics  were  in- 
stilled locally  at  a time  when  dialysate  returns  were 
first  noted  to  be  cloudy,  prior  to  appearance  of 
fever  or  clinical  peritonitis.  Cultures  were  usually 
positive  on  such  occasions. 

Pneumonia  developed  during  dialysis  on  4 occa- 
sions, and  in  3 of  these  the  lower  lobes  were  af- 
fected. Generalized  sepsis  without  discernible 
focus  was  noted  once. 

There  were  4 episodes  of  acute  pulmonary 
edema.  In  3 cases,  it  occurred  during  the  first  or 
second  exchange  and  was  promptly  relieved  after 
drainage  of  the  peritoneal  fluid  and  administration 
of  morphine  and  oxygen.  Subsequent  exchanges 
were  performed  with  smaller  volumes  of  hypertonic 
dialysis  solutions.  Two  of  these  patients  had 
shown  no  overt  evidence  of  fluid  retention  prior  to 
the  start  of  dialysis.  One  episode  of  acute  pul- 
monary edema  occurred  on  the  fourth  day  of  dialy- 


sis and  was  attributed  to  fluid  loading  caused  by 
poor  drainage  of  the  catheter. 

Perforation  of  a viscus  was  diagnosed  once  when 
the  catheter  entered  the  urinary  bladder. 

Clinical  evidence  of  pulmonary  embolization 
occurred  during  one  dialysis,  and  at  autopsy  five 
days  later  a fresh  pulmonary  embolus  was  found. 

Severe  fluid  depletion  with  hypotension,  requir- 
ing intravenous  fluid  therapy,  occurred  in  4 pa- 
tients. One  of  these  expired  during  hypertonic 
dialysis  for  pulmonary  edema.  In  another,  hypo- 
tension was  associated  with  grand  mal  seizures. 
Slight  hypotension  developed  occasionally  late  in 
dialysis  and  was  managed  only  by  discontinuation 
of  dialysis.  Rapid  removal  of  fluid  occasionally 
was  seen  even  with  use  of  the  mildly  hypertonic 
1.5  per  cent  glucose  solutions. 

Cardiac  arrhythmias,  other  than  sinus  tachy- 
cardia, were  noted  during  3 dialyses.  One  patient 
developed  paroxysmal  atrial  tachycardia  when  his 
serum  potassium  was  3.4  mEq.  per  liter.  Digoxin 
had  been  discontinued  two  days  previously.  He 
was  reverted  to  normal  rhythm  by  carotid  massage. 
On  another  occasion  he  developed  atrial  flutter 
and  required  cardioversion.  A second  patient 
developed  atrial  flutter,  but  electrical  conversion 
was  not  attempted. 

Hyperglycemia  and  lethargy  occurred  in  a dia- 
betic patient  who  was  being  dialyzed  with  7 per 
cent  glucose  solutions  because  of  massive  edema. 
His  blood  glucose  reached  1,400  mg.  per  100  ml. 

Three  patients  developed  acute  pyelonephritis 
during  dialysis.  Two  had  been  managed  with  in- 
struments prior  to  or  during  the  procedure.  There 
was  no  evidence  of  obstructive  uropathy  in  the 
third. 

Seven  patients  developed  fever  of  undetermined 
cause  during  dialysis.  In  the  4 patients  in  whom 
antibiotics  were  withheld,  temperature  returned  to 
normal  soon  after  discontinuation  of  dialysis.  The 
3 other  patients  were  given  antibiotic  therapy 
with  good  response. 

Eight  patients  died  during  dialysis.  In  4 of 
these,  death  seemed  unrelated  to  dialysis  (myo- 
cardial infarction,  stroke,  sepsis  antedating  dialy- 
sis, and  bleeding  from  renal  biopsy).  The  other  4 
deaths  were  attributed  to  dialysis.  Two  patients 
died  suddenly  and  unexpectedly;  cause  of  death 
could  not  be  determined.  A third  developed  over- 
whelming sepsis.  The  fourth  was  admitted  with 
Klebsiella  pneumonia  and  acute  pulmonary  edema 
and  became  hypotensive  soon  after  the  start  of 
hypertonic  dialysis.  Although  he  was  moribund 
prior  to  dialysis,  it  is  possible  that  rapid  fluid  with- 
drawal hastened  his  death. 

Of  all  dialyses,  42  per  cent  resulted  in  one  or 
more  lethal  or  potentially  lethal  complications. 
Fifty-three  per  cent  of  acute  dialyses  performed  by 
ward  residents  and  52  per  cent  of  prophylactic 
dialyses  performed  by  ward  residents  were  compli- 


220  New  York  State  Journal  of  Medicine  / January  15,  1971 


TABLE  I.  Cases  of  chronic  renal  failure  treated  by  peritoneal  dialysis 


Patient 

Age 

Sex 

Henal  Diaeaw 

Other  Major  Diseases 

Number  of  Dialyses* 
Acute  Prophylactic 

Current  Status 

1 

44 

M 

Chronic  pyelonephritis 

1 0) 

Chronic  hemodialysis 

2 

37 

M 

Chronic  glomerulonephritis 

1 (1) 

Chronic  hemfulinlysis 

3 

59 

M 

Chronic  pyelonephritis 

1 (I) 

Living  off  dialysis 

4 

49 

K 

C'hronic  glomerulonephritis 

2 (2) 

Died;  bleeding  renal 
biopsy  t 

5 

39 

M 

Polycystic  kidneys 

1 (0) 

Chronic  hemodialysis 

6 

.50 

M 

linknown 

2 (0) 

Living;  off  dialysis 

7 

36 

M 

Membranous 

glomerulonephritis 

5 (2) 

16  (0) 

Chronic  hemodialysis 

8 

51 

M 

Chronic  glomerulonephritis 

4 (1) 

Died;  uremia 

9 

72 

M 

Chronic  glomerulonephritis 

2 U) 

3 (2) 

Died;  pulmonary  embolism 

10 

43 

M 

Chronic  glomerulonephritis 

5 (3) 

Sudden  deatht 

11 

61 

M 

Diabetic  nephropathy 

I )iabi'U‘s 

4 (3) 

Chronic  peritoneal  dialysis 

12 

39 

M 

Dial>etic  nephropathy 

DialK'Unt 

2 (2) 

Sudden  deatht 

13 

56 

M 

Diabetic  nephropathy 

Dialn^tes 

2 (0) 

Chronic  peritoneal  dialysis 

14 

58 

M 

Diabi^tic  nephropathy 

DialH'tcs,  scepsis 

1 (1) 

Died;  sepsist 

15 

56 

M 

Dialietic  nephropathy 

Dialx'tes 

2 (1) 

12  (3) 

Chronic  j)eritoneal  dialysis 

16 

68 

M 

Dial>etic  nephropathy 

DialH'tes,  ASIID 

(arteriosclerotic  heart 
dis**ase) 

1 (0) 

Died;  stroke 

17 

71 

M 

Unknown 

A.SM1) 

1 (1) 

Died;  uremia 

18 

43 

M 

Chronic  glomerulonephritis 

Asni) 

I (0) 

Died;  acute  myocardial 
infarction,  cerebral 
petechiae 

19 

62 

M 

Unknown 

ASHI) 

2 (2) 

Chronic  hemodialysis 

20 

61 

M 

Unknown 

ASHD.  heart  block 

1 (0) 

Died;  cardiac  failure 

21 

54 

M 

Chronic  glomerulonephritis 

A8MD,  |K*ripheral 
vascular  disease 

2 (0) 

4 (2) 

('hronic  peritoneal  dialysis 

22 

56 

M 

Unknown 

Asm> 

2 (1) 

Died;  acute  myocardial 
infarctiont 

23 

43 

M 

Malignant  nephrosclerosis 

Malignant  hy|>erten8ion 

2 (1) 

Chronic  hemodialysis, 
died;  sepsis 

24 

43 

M 

Malignant  nephrosclerosis 

Malignant  hyperUmsion 

1 (0) 

Died;  hyperkalemia 

25 

59 

M 

Malignant  nephrosclerosis 

Malignant  hyiwrtension 

1 (0) 

Dietl 

26 

53 

M 

Malignant  nephrosclerosis 

Malignant  hypertension 

2 (1) 

Died;  gastrointestinal 
bleeding,  stroket 

27 

45 

M 

Malignant  nephrosclerosis 

Malignant  hypertension 

3 (3) 

Died;  sepsis,  pulmonary 
edemat 

28 

36 

M 

N ephrosclerosis 

Severe  essential 
hy|>ertension 

2 (0) 

Died;  uremia 

29 

51 

M 

Nephrosclerosis 

Severe  essential 

hypertension,  cerebral 
vascular  disease 

2 (1) 

Died;  pneumonia, 
pulmonary  edemat 

30 

34 

M 

Chronic  glomerulonephritis 

Pulmonary  tuberculosis 

4 (3) 

1 (1) 

Died;  tuberculosis 

31 

45 

M 

Itenal  vasculitis 

Systemic  arteritis, 
chronic  lymphocytic 
leukemia,  sepsis 

2 (2) 

Died;  sepsis,  vasculitis 

* Figures  in  parentheses  indicate  number  of  dialyses  with  major  complications, 
t Death  occurred  during  dialysis. 


cated.  However  33  prophylactic  dialyses  per- 
formed by  renal  residents  and  Fellows  (Cases  7, 
j 10,  and  15)  resulted  in  only  an  18  per  cent  inci- 
: dence  of  side-effects. 

Four  patients  with  chronic  renal  disease  re- 
quired dialysis  only  once,  during  periods  when 
renal  failure  was  aggravated  by  extrarenal  factors 
(cardiogenic  hypotension  or  obstructive  uropathy). 
Two  subsequently  have  died  of  nonrenal  causes 
six  weeks  and  six  months  following  dialysis.  The 
other  2 survive  without  dialysis.  Of  the  27  pa- 
tients who  required  chronic  dialysis,  9 survive  (33 
per  cent).  Five  of  these  were  subsequently  placed 
in  chronic  hemodialysis  programs,  1 after  five 
months  of  weekly  peritoneal  dialysis,  and  4 remain 
on  intermittent  peritoneal  dialysis. 

There  were  9 postmortem  examinations.  No  evi- 
dence was  found  of  adhesions  or  old  peritoneal 
inflammatory  changes  in  any  patient,  including 
2 who  had  had  peritonitis. 

Several  nonlife-threatening  complications  were 
encountered.  Abdominal  pain  was  frequent  and 
occasionally  required  instillation  of  lidocaine  into 


dialysate  or  treatment  with  parenteral  analgesics; 
interruption  of  dialysis  was  never  necessary.  He- 
moptysis was  seen  4 times;  it  was  related  to  acute 
pulmonary  edema  3 times  and  to  pneumonia  once. 
Leakage  around  the  catheter  occurred  rarely  and 
usually  required  no  therapy  other  than  application 
of  absorbent  pads.  However,  one  dialysis  had  to 
be  discontinued.  Four  patients  developed  organic 
psychosis  during  or  shortly  after  dialysis.  In  2 
patients,  evidence  of  mental  aberration  had  been 
recognized  prior  to  dialysis;  one  of  these  was  found 
to  have  scattered  cerebral  petechiae  at  autopsy. 
The  other  2 patients  were  markedly  obtunded 
prior  to  their  first  dialysis.  As  they  became  alert, 
organic  psychosis  appeared.  Both  these  instances 
cleared  with  further  dialysis  and  were  considered 
more  likely  to  be  manifestations  of  uremia  than  of 
the  disequilibrium  syndrome. On  7 occasions, 
subcutaneous  tissues  were  inadvertently  infiltrated 
with  dialysate  introduced  through  the  2-inch,  14- 
gauge  needle.  Subsequent  insertion  of  the  stylet 
catheter  was  difficult  and  hazardous  and  resulted 
in  perforation  of  the  bladder,  tearing  of  an  infe- 
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TABLE  II.  Major  complications  occurring  during  100  peritoneal  dialyses* 


Complication 

Acute  (58) 

Prophylactic  (42) 

Total  (100) 

Hemorrhage 

3 

3 

6 

Peritonitis 

4 

4 

8 

Pneumonia 

3 

1 

4 

Sepsis 

1 (1) 

0 

1 

Acute  pulmonary  edema 

3 

1 

4 

Perforation 

1 

0 

1 

Pulmonary  embolism 

0 

1 

1 

Fluid  depletion  (hypotension) 

3 (1) 

1 

4 

Arrhythmia 

3 

0 

3 

Hyperglycemia 

1 

0 

1 

Acute  pyelonephritis 

3 

0 

3 

Unexplained  fever 

6 

1 

7 

Sudden  death 

1 (1) 

1 (1) 

2 

Bleeding  from  renal  biopsj^ 

1 (1) 

0 

1 

Acute  myocardial  infarction 

1 (1) 

0 

1 

Cerebrovascular  accident 

1 (1) 

0 

1 

Sepsis  antedating  dialysis 

1 (1) 

0 

1 

Total  complications 

36 

13 

49 

Number  of  complicated  dialyses 

31  [53  per  cent] 

11  [26  per  cent] 

42  [42  per  cent] 

* Numbers  in  parentheses  indicate  deaths  resulting  from  the  complication. 


rior  epigastric  vein  with  massive  hemorrhage,  and 
difficulty  with  drainage  of  dialysate  leading  to 
fluid  overload. 

Comment 

Previous  studies  have  noted  a much  lower  inci- 
dence of  major  side-effects  when  peritoneal  dialy- 
sis was  used  for  management  of  chronic  renal  fail- 
ure (Table  III).  Barry  et  al.^  reported  only  7 per 
cent  potentially  lethal  complications,  one-fourth 
of  which  were  fatal.  Vertes,  Harris,  and  Lee''^ 
encountered  6 per  cent  major  complications  in  118 
prophylactic  dialyses  without  deaths,  and  Stewart, 
et  al.'^  noted  13  per  cent  major  complications  (with 
30  per  cent  deaths)  in  109  dialyses.  Dialysis  was 
managed  by  specialized  medical  personnel  in  these 
three  centers. 

The  present  complication  rate  of  42  per  cent  was 
therefore  unexpected.  It  did  not  seem  to  reflect  a 
difference  in  the  definition  of  major  complications. 
It  may,  however,  reflect  the  fact  that  dialysis, 
although  often  supervised,  was  initiated  and  man- 
aged largely  by  resident  staff  rather  than  by  the 
renal  service.  Also,  dialysis  frequently  was  per- 
formed in  acutely  ill,  debilitated  patients.  More- 
over, the  only  criterion  for  selection  was  chronic 
renal  disease;  thus  many  patients  had  serious, 
superimposed  medical  problems,  including  cardio- 
vascular disease,  diabetes  mellitus,  and  infection. 

A number  of  our  complications  were  considered 
unrelated  to  dialytic  therapy.  Thus  4 of  the  8 
deaths  during  dialysis  occurred  in  moribund  pa- 
tients who  probably  died  in  spite  of  dialysis. 
Similarly,  the  3 episodes  of  pyelonephritis  and  1 
of  acute  pulmonary  embolization  probably  were 
not  attributable  to  dialysis.  When  these  coinci- 
dental complications  are  excluded,  the  incidence 


of  potentially  lethal  results  of  dialysis  is  reduced 
to  36  per  cent. 

In  most  recent  series  peritonitis  was  among  the 
most  common  major  complications,  occurring  in 
4 to  10  per  cent  of  dialysis.^"®’’  This  accords  with 
our  experience  of  clinical  bacterial  peritonitis  com- 
plicating 8 per  cent  of  dialyses.  Positive  cultures 
without  manifest  peritonitis  were  frequent  both  in 
our  experience  and  that  of  others.^-^'^'*  In  contrast 
to  the  experience  of  others, we  have  not  found 
a higher  risk  of  peritonitis  with  increased  duration 
of  dialysis  up  to  four  days  (Fig.  1).  The  early  use 
of  intraperitoneal  antibiotics  when  dialysate  re- 
turns became  cloudy  probably  prevented  a higher 
incidence  of  clinical  peritonitis.  Treatment  of 
peritonitis  by  continuing  dialysis  and  adminis- 
tering appropriate  antibiotics  probably  accounts 


Hours  0-24  24-48  48-72  72-96 

DURATION  OF  DIALYSIS  ' 

FIGURE  1.  Incidence  of  clinical  peritonitis  relative  to  the 
duration  of  dialysis.  Figures  in  parentheses  indicate  the  ) I 
number  of  dialyses  at  risk. 
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TABLE  III.  Percentage  comparison  of  peritoneal  dialysis  in  various  series 


Series 

(Number  of  Dialyses) 

Peritonitis 

1 leinorrhage 

Fluid  Dei)letion 
(Hypotension) 

Pulmonary 

Fdema 

Perforation 

Harry'  (121) 

4 

1 

1 

Vertes^  (118) 

2 

1 

StewavD  (109) 

0 

(1 

Present  series  (100) 

8 

0 

4 

4 

1 

for  the  lack  of  development  of  peritoneal  adhe- 
sions. This  has  been  noted  by  other  workers  as 
well.*-^-'^ 

While  some  untoward  events  such  as  hemorrhage 
at  the  skin  site  and  cardiac  arrhythmias  were 
probably  unavoidable,  many  complications  in  this 
series  may  have  been  averted.  It  is  clear  that  with 
increased  experience  one  can  anticipate  and  there- 
fore prevent  potential  problems.  We  have  esti- 
mated that  at  least  25  per  cent  of  our  major  com- 
plications may  thus  have  been  prevented. 

Age  did  not  appear  to  influence  the  likelihood 
of  complications.  Thus,  43  per  cent  of  dialyses  in 
patients  under  age  fifty  and  41  per  cent  in  patients 
over  fifty  years  were  associated  with  major  side- 
effects.  This  finding  is  in  accord  with  the  expe- 
rience of  others."’  Of  the  11  surviving  patients,  7 
are  over  fifty  years  of  age.  Complicating  illness 
was  associated  with  a somewhat  greater  incidence 
of  serious  side-effects.  In  42  dialyses  in  patients 
without  serious  illness  other  than  renal  disease, 
33  per  cent  had  major  complications.  This  com- 
pares with  43  per  cent  in  those  with  diabetes  or 
cardiovascular  disease.  The  presence  of  signifi- 
cant superimposed  disease  did  not  necessarily  pre- 
clude a favorable  outcome.  Thus  3 of  the  6 dia- 
betic and  2 of  7 cardiac  patients  survive  today  on 
chronic  dialysis.  Six  patients  had  severe,  primary 
hypertensive  disease;  46  per  cent  of  their  dialyses 
were  complicated  and  none  survives. 

The  incidence  of  major  complications  in  acutely 
ill  patients  differed  from  that  in  patients  under- 
going prophylactic  dialyses  (53  versus  26  per  cent). 
However,  if  3 patients  who  were  dialyzed  prophy- 
lactically  by  the  renal  service  are  excluded,  this 
disparity  vanishes.  Thus,  all  dialyses,  acute  and 
prophylactic,  performed  by  relatively  inexperi- 
enced personnel  resulted  in  an  equally  high  com- 
plication rate  (53  versus  52  per  cent).  The  3 pa- 
tients managed  by  the  residents  and  Fellows  of  the 
renal  service  underwent  33  prophylactic  dialyses 
with  an  18  per  cent  complication  rate,  and  1 of 
these  patients  (Case  7)  received  16  prophylactic 
dialyses  without  complication.  It  thus  appears 
that  house  officers  with  some  experience  can  per- 
form dialysis  with  a lower  incidence  of  side-effects. 
Whether  “acute”  dialysis  could  also  carry  a low 
complication  rate  if  closely  supervised  cannot  be 
determined  from  our  data.  However,  the  litera- 
ture supports  this  possibility.^-^ 

Despite  the  high  incidence  of  potentially  lethal 


complications,  most  were  rather  easily  managed. 
Of  serious  complications  directly  related  to  dialy- 
sis, 86  per  cent  were  successfully  treated  conserva- 
tively. An  additional  5 per  cent  required  laparot- 
omy. Thus,  while  the  incidence  of  major  compli- 
cations specifically  caused  by  dialysis  was  36  per 
cent,  the  mortality  rate  was  only  4 per  cent. 

The  survival  rate  was  impressive  despite  the  lack 
of  a chronic  peritoneal  dialysis  program.  While 
7 patients  were  offered  extended  prophylactic 
peritoneal  dialysis,  the  majority,  24  patients,  werp 
dialyzed  only  for  acute  consequences  of  terminal 
renal  failure.  Nevertheless,  of  31  patients  treated, 
11  are  alive  five  to  eighteen  months  after  their 
first  dialysis  (average  ten  months).  This  35  per 
cent  survival  rate  compares  favorably  with  the  data 
of  Barry,  et  a/.,  ‘ and  Schupak,  et  al.,  who  reported 
41  per  cent  and  18  per  cent  of  chronically  uremic 
patients  sufficiently  improved  to  leave  the  hospital 
after  peritoneal  dialysis. 

The  present  data  indicate  that  peritoneal  dialy- 
sis performed  by  the  ward  resident  staff  on  unse- 
lected uremic  patients  carries  a high  incidence  of 
complications;  the  results  of  such  a program  are 
nevertheless  acceptable.  House  officers  will  nec- 
essarily supervise  many  dialyses  if  this  procedure 
is  made  available  to  all  who  need  it;  it  is  therefore 
gratifying  that  such  dialyses  can  effectively  sustain 
life.  Since  the  modest  training  and  experience  of 
a renal  resident  seemingly  allow  dialysis  to  be 
performed  with  a lower  complication  rate,  it  ap- 
pears that  provision  of  such  training  to  all  medical 
residents  would  permit  safer  use  of  peritoneal  dial- 
ysis for  all  patients  requiring  this  therapy. 

Summary 

Peritoneal  dialysis  was  routinely  performed  on 
unselected  patients  with  terminal  renal  failure  by 
general  medical  ward  physicians  or  by  renal  resi- 
dents and  Fellows.  Results  of  100  consecutive 
dialyses  in  31  patients  are  reviewed.  Serious  com- 
plications occurred  in  42  per  cent  of  dialyses,  a 
rate  substantially  higher  than  that  noted  in  pub- 
lished reports.  A three-fold  greater  incidence  in 
serious  side-effects  was  associated  with  house  staff- 
supervised  dialysis  compared  with  that  attained  by 
the  renal  physicians.  Most  complications,  how- 
ever, were  readily  managed  by  conservative  means, 
and  the  survival  rate  was  gratifying;  29  per  cent 
of  patients  were  subsequently  placed  on  chronic 
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dialysis  programs,  and  6 per  cent  survive  on  di- 
etary therapy  alone.  While  house  officers  can 
successfully  provide  peritoneal  dialysis  for  all 
patients  with  terminal  renal  insufficiency,  it  ap- 
pears that  additional  training  and  experience  may 
reduce  morbidity  of  the  procedure,  and  many  com- 
plications can  be  prevented  by  experience  and  by 
close  observation  of  patients  undergoing  dialysis. 
Peritoneal  dialysis  may  therefore  be  undertaken 
whenever  close  supervision  of  the  patient  is  pos- 
sible. Our  data  indicate  that  successful  inter- 
mittent peritoneal  dialysis  in  chronically  uremic 
patients  can  be  achieved  by  the  resident  staff. 
Advanced  age  or  complicating  illness  does  not 
necessarily  indicate  a poor  prognosis. 

New  York  Veterans  Administration  Hospital 
First  Avenue  and  24th  Street 
New  York,  New  York  10010 
(DR.  MATALON) 


Addendum 

Since  this  article  was  submitted,  2 of  the  pa- 
tients on  chronic  peritoneal  dialysis  at  this 
hospital  died,  seven  and  seventeen  months  after 
initiation  of  dialytic  therapy.  Both  patients  were 
diabetic,  ages  fifty-six  and  fifty-five  respectively. 
The  remaining  7 patients  who  were  placed  on 
dialysis  programs  (2  peritoneal,  5 hemodialysis) 
remain  well  after  an  average  of  twenty-six  months. 
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FEVER,  WEIGHT  LOSS, 
ANEMIA,  AND  CONGESTIVE 
HEART  FAILURE 


Case  history 

Sommai  Bunyavanich,  M.D.:  A twelve-year- 

old  Negro  girl  was  admitted  with  a complaint  of 
dyspnea  for  one  week. 

First  admission  (at  the  age  of  two  years).  The 
1 patient  was  admitted  with  nasal  discharge,  loss 
of  appetite,  cough,  and  fever  for  three  days.  She 
had  had  chickenpox  at  the  age  of  three  months  and 
measles  at  the  age  of  one  year.  Physical  examina- 
tion revealed  a conscious  mildly  ill  child  with  a 
temperature  of  101.6  F.  The  nose  and  throat  were 
not  remarkable;  there  were  slightly  enlarged  cervi- 
cal glands  bilaterally.  The  heart  showed  a normal 
I sinus  rhythm  with  a rate  of  124  per  minute;  no 
I murmurs  were  audible,  and  no  thrills  were  palpa- 
I ble.  The  lungs  showed  rhonchi  throughout  and 
I moist  rales  over  both  bases  posteriorly,  more  on 
the  right.  The  urine  showed  a specific  gravity  of 
1.030  and  2 plus  test  result  for  acetone.  The  hemo- 
globin was  11.1  Gm.  per  100  ml.  and  the  white 
blood  cell  count  6,550  with  32  per  cent  segmented 
forms  and  65  per  cent  lymphocytes.  The  throat 
culture  showed  beta  hemolytic  streptococci.  The 
roentgenogram  of  the  chest  revealed  peribronchio- 
lar infiltration  over  the  basilar  lung  segments  sug- 
gestive of  pneumonia;  the  heart  shadow  was  not 
remarkable;  residual  left  thymic  enlargement 
was  visible. 

During  the  ten  days  in  the  hospital  the  patient’s 
temperature  and  pulmonary  findings  gradually  re- 
turned to  normal  on  tetracycline  therapy. 

Second  admission  (one  year  later).  The  patient 
was  again  admitted  with  fever,  cough,  and  vomit- 
ing of  one  day’s  duration.  Physical  examination 
revealed  enlarged  and  moderately  inflamed  tonsils 
but  no  palpable  cervical  nodes.  There  were 
crepitant  rales  over  the  left  lung  field  posteriorly 
with  occasional  scattered  rales  over  the  right  lung. 


The  heart  showed  a regular  sinus  rhythm  without 
thrills  or  murmurs.  The  hemoglobin  was  10.5  Gm. 
per  100  ml.,  the  white  blood  cell  count  5,200,’ with 
17  per  cent  segmented  forms  and  83  per  cent 
lymphocytes.  The  urine  showed  a specific  gravity 
of  1.020  with  traces  of  albumin  and  of  acetone. 
The  throat  culture  showed  Neisseria  catarrhalis 
and  coagulase-negative  Staphylococcus  albus. 
An  x-ray  film  of  the  chest  revealed  increased  mark- 
ings throughout  both  lung  fields  with  a suggestion 
of  coalescence  at  the  bases;  the  heart  was  not  re- 
markable. Again  on  tetracycline  therapy  the 
temperature  and  pulmonary  findings  returned  to 
normal. 

Third  admission  (nine  years  later).  Approxi- 
mately two  months  before  admission,  the  patient 
began  to  lose  weight  and  complained  of  generalized 
weakness.  Her  private  physician  noted  moderate 
anemia  and  recurrent  low-grade  fever.  The  pa- 
tient was  not  improved  by  treatment  with  an  anti- 
biotic and  vitamin  B12;  but  rather  her  fever  per- 
sisted, weakness  progressed,  she  lost  20  to  22 
pounds  in  weight,  and  shortness  of  breath  devel- 
oped. During  the  week  before  admission,  cough 
and  frothy  sputum  developed,  and  in  the  two  days 
before  admission  she  vomited  repeatedly. 

The  patient  was  said  to  have  had  recurrent  mild 
“asthmatic”  attacks  since  her  early  childhood. 
The  patient’s  elder  brother  had  asthma;  there  was 
no  family  history  of  tuberculosis  or  heart  disease. 
During  the  month  before  admission  she  had  the 
onset  of  her  menses. 

Physical  examination  on  admission  revealed  a 
blood  pressure  of  100/60  mm.  Hg,  a pulse  rate  of 
140,  and  a respiratory  rate  of  28  per  minute;  the 
temperature  was  102  F.  The  patient  was  very 
weak  and  both  acutely  and  chronically  ill.  Gener- 
al pallor  was  marked;  she  was  extremely  short  of 
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breath  with  dilatation  of  the  alae  nasae.  There 
was  moderate  congestion  of  the  nasal  and  pharyn- 
geal mucosa.  A few  small  cervical  glands  were 
palpable  bilaterally.  The  lung  fields  were  filled 
with  loud  rhonchi  so  that  auscultation  of  the  he$irt 
was  difficult.  The  heart  rhythm  was  regular; 
percussion  failed  to  reveal  any  cardiac  enlarge- 
ment. Auscultation  indicated  a Grade  IV  to  VI 
systolic  murmur,  most  easily  audible  in  the  third 
and  fourth,  left  intercostal  spaces  adjacent  to  the 
sternum.  There  were  no  precordial  heaves,  thrills, 
rubs,  or  shocks.  The  abdominal  examination  re- 
vealed no  local  tenderness;  the  liver,  kidneys,  and 
spleen  were  not  palpable.  There  was  no  peripheral 
edema. 

The  hemoglobin  was  8.2  Gm.  per  100  ml.,  the 
hematocrit  was  27,  and  the  white  blood  cell  count 
was  19,400  with  71  per  cent  polymorphonuclear 
leukocytes.  The  blood  smear  showed  slight  hypo- 
chromia and  slight  to  moderate  anisocytosis;  the 
platelets  appeared  adequate.  The  urinalysis  re- 
vealed a specific  gravity  of  1.026,  with  a 4 plus  test 
result  for  albumin;  the  microscopic  examination 
revealed  0 to  2 white  blood  cells  and  many  bac- 
teria. 

The  initial  electrocardiogram  showed  a rapid 
supraventricular  tachycardia,  either  sinus  or  nodal 
in  origin;  deep  S waves  were  present  in  leads  I and 
II,  aVl,  and  V2  through  Ve  (Fig.  1). 

Roentgenograms  of  the  chest  revealed  cardiac 
enlargement  with  straightening  of  the  left  border; 
the  hilar  areas  were  prominent  bilaterally  with 
exaggeration  of  pulmonary  markings  (Fig.  2). 
There  was  a suggestion  of  coalescence  in  both  lung 
fields  consistent  with  pulmonary  edema.  No 
pleural  effusion  was  present;  the  mediastinal  struc- 
tures appeared  normal. 

During  the  twenty-four  hours  in  the  hospital, 
the  patient’s  temperature  fluctuated  markedly  be- 
tween 102  and  104  F.  in  spite  of  ampicillin  therapy 
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FIGURE  1 Supraventricular  tachycardia.  sinus 
or  nodal  in  origin;  deep  S waves  in  leads  I,  II.  aVI, 
and  V2  through  Vr. 


and  acetylsalicylic  acid.  She  remained  acutely 
ill,  with  severe  respiratory  distress,  distended  jugu- 
lar veins,  and  persistent  tachycardia  of  150  to  160 
beats  per  minute.  Repeat  cardiac  examination 
remained  difficult  because  of  the  extremely  rapid 
rate  and  the  persistent  rhonchi  throughout  both 
lung  fields.  The  liver  became  tender.  No  pe- 
ripheral edema  was  noted.  The  blood  pressure 
remained  at  90/50  mm.  Hg  in  spite  of  additional 
therapy  with  digoxin,  meralluride  (Mercuhydrin), 
metaraminol,  and  cortisone.  Dyspnea  and  non- 
productive cough  worsened,  and  the  blood  pressure 
gradually  fell  until  it  was  unobtainable.  Throat 
culture  revealed  coagulase-positive  Staphylococcus 
aureus,  beta  hemolytic  streptococcus  (15  per  cent), 
and  Corynebacterium  species  (predominant  organ- 
ism). A blood  culture,  subsequently  reported, 
showed  no  growth  after  eleven  days.  The  anti- 
streptolysin 0 titer  was  833  Todd  units  (normal 
0 to  166  Todd  units).  A repeat  roentgenogram  of 
the  chest  revealed  persistence  of  congestive 
changes. 

With  the  onset  of  peripheral  vascular  collapse, 
resuscitative  measures  were  initiated  but  were 
unsuccessful.  Repeat  electrocardiogram  showed 
only  terminal  idioventricular  rhythm.  The  patient 
was  pronounced  dead  twenty-four  hours  after  ad- 
mission. 


Discussion 

Harold  H.  Coppersmith,  M.D.:  This  twelve- 

year-old  girl  came  to  the  hospital  in  what  appeared 
to  be  acute  heart  failure  and  died  within  twenty- 
four  hours.  There  was  a history  of  respiratory 
infection  at  age  two  and  again  at  the  age  of  three, 
probably  bronchopneumonia.  On  neither  of  these 
two  occasions  was  a heart  murmur  described,  and 
I assume  that  this  was  a valid  observation. 

Between  the  ages  of  three  and  twelve,  she  ap- 
parently was  in  good  health  except  for  recurrent 
mild  “asthmatic  attacks”  which  did  not  seriously 
incapacitate  her.  These  may  have  represented 
epidsodes  other  than  ordinary  bronchial  asthma, 
possibly  cardiac  asthma,  but  on  the  whole  she  was 
in  good  health  in  that  intervening  period.  Two 
months  prior  to  her  final  admission  she  began  to 
lose  weight  and  had  generalized  weakness,  re- 
fractory anemia,  and  persistent  fever;  she  lost  20 
to  22  pounds  in  weight,  and  shortness  of  breath 
developed.  During  the  few  days  prior  to  admis- 
sion, she  had  cough,  frothy  sputum,  and  frequent 
vomiting. 

In  the  hospital  she  appeared  chronically  and 
acutely  ill  with  marked  shortness  of  breath.  Her 
blood  pressure  on  admission  was  100/60  mm.  Hg; 
her  pulse  was  rapid  and  regular,  with  electro- 
cardiographic evidence  of  a supraventricular 
tachycardia,  and  with  prominent  S waves  in  leads 
I and  II  and  in  the  chest  leads.  There  were  loud 
rhonthi  in  the  lungs  and  a loud  Grade  IV  to  VI 
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FIGURE  2.  (A)  Posteroantenor  and  (B)  right  lateral  views  indicating  cardiac  enlargement,  straight  left  cardiac  border, 

and  confluent  infiltration  in  both  lung  fields 


systolic  murmur  in  the  third  and  fourth  inter- 
spaces to  the  left  of  the  sternum.  Significant 
normal  findings  were  the  absence  of  any  precordial 
distortions,  bulging,  or  heave,  and  the  absence 
of  a palpable  spleen,  clubbing,  petechiae,  and 
cyanosis. 

The  laboratory  findings  indicated  anemia,  a 
leukocytosis  of  19.4  thousand,  4 plus  albuminuria, 
and  an  antistreptolysin  0 titer  of  833  units.  The 
throat  culture  showed  only  15  per  cent  beta  hemo- 
lytic streptococci.  She  died  in  congestive  failure, 
with  a rapidly  enlarging  liver  and  venous  disten- 
tion. 

Now  a youngster  at  age  twelve  who  dies  in  heart 
failure  most  likely  has  either  congenital  heart 
disease  or  rheumatic  heart  disease.  However, 
with  her  history  of  so-called  asthma,  she  might 
have  had  cor  pulmonale.  We  ought  to  hear  from 
Dr.  Batillas  as  to  his  interpretation  of  the  findings 
on  the  chest  film. 

John  Batillas,  M.D.:  On  the  two  roentgeno- 

graphic  examinations  of  the  chest  the  cardiac  sil- 
houette is  enlarged  in  its  transverse  diameter  with 
straightening  of  the  left  cardiac  border  and  a sug- 
gestion of  a retrocardiac  double  density  on  the 
right  side,  which  raises  the  possibility  of  left  atrial 
enlargement  (Fig.  2).  The  lung  fields  show  diffuse 
patchy  infiltrations  with  coalescence  and  with  rela- 
tive sparing  of  the  apices  and  the  costophrenic 
regions.  The  appearance  is  that  of  pulmonary 


edema;  the  costophrenic  angles  are  clear  with  no 
evidence  of  free  pleural  fluid. 

Dr.  Coppersmith:  Would  you  consider  the 

right  ventricle  particularly  prominent  in  the 
retrosternal  space? 

Dr.  Batillas:  The  heart  appears  generally 

enlarged.  I would  agree  that  there  is  right  ventric- 
ular enlargement,  because  I cannot  delineate  a 
clear  retrosternal  space. 

Dr.  Coppersmith:  Was  there  evidence  of  tu- 

berculosis on  these  films? 

Dr.  Batillas:  No,  the  apices  are  clear  although 
the  infraclavicular  regions,  particularly  on  the 
right,  are  obscured  by  the  changes  of  pulmonary 
edema;  there  is  no  specific  evidence  of  tuberculosis. 

Dr.  Coppersmith:  What  can  you  say  about  the 
pulmonary  vessels? 

Dr.  Batillas:  In  the  presence  of  pulmonary 

edema  I do  not  think  I can  be  very  helpful.  The 
hilar  regions  are  prominent,  and  the  pulmonary 
markings  are  similarly  prominent  and  coalescent; 
consequently,  the  vessels  are  largely  obscured. 

Dr.  Coppersmith:  First,  I would  like  to  con- 

sider certain  primary  pulmonary  conditions  in  this 
case.  Bronchial  asthma  alone  with  cor  pulmonale 
and  failure  would  not  be  sufficient  to  explain  the 
terminal  febrile  illness  and  anemia.  A superim- 
posed pneumonia  would  account  for  the  fever  but 
not  for  the  long-standing  refractory  anemia. 

Any  obstructive  vascular  disease  of  the  lungs 
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can  cause  cor  pulmonale.  Ayerza’s  disease  or 
primary  pulmonary  endarteritis  is  generally  an 
afebrile  entity  with  cyanosis,  which,  of  course, 
in  a pigmented  individual  may  go  unnoticed  for 
some  time.  However,  one  would  expect  to  find 
secondary  polycythemia  rather  than  anemia. 

Multiple  pulmonary  emboli  constitute  only  a 
remote  possibility  in  view  of  the  patient’s 
age,  the  lack  of  an  apparent  primary  source,  and 
the  absence  of  chest  pain.  Sickle-cell  anemia 
can  be  associated  with  sludging  of  blood  in  the 
small  pulmonary  capillaries  with  fever;  such  pa- 
tients frequently  will  die  from  failure  of  the  right 
side  of  the  heart.  However,  at  some  time  during 
the  three  hospital  admissions,  sickling,  if  present, 
should  have  been  reported. 

Another  primary  condition  with  a febrile  period 
late  in  the  illness  is  Hamman-Rich  disease  or  acute 
interstitial  pulmonary  fibrosis,  but  I see  nothing 
on  the  film  to  substantiate  that  diagnosis.  One 
can  generally  see  finely  reticulated  areas  which 
represent  the  interstitial  fibrosis,  but  of  course 
with  edema  they  can  be  obscured.  Also  it  would 
be  difficult  to  explain  this  degree  of  anemia  on 
the  basis  of  Hamman-Rich  disease. 

Carcinoma  with  lymphangitic  spread  to  the 
lungs  can  terminate  in  cor  pulmonale,  but  there 
is  no  sign  of  neoplastic  disease  in  this  child.  Fur- 
thermore such  a spread  is  generally  associated  with 
an  intractable  cough  which,  in  this  patient,  was 
not  a predominant  symptom  until  very  late  in  her 
course.  We  have  no  particular  cause  to  suspect 
other  diseases  such  as  tuberculosis,  sarcoidosis, 
scleroderma,  polyarteritis,  or  lupus.  I tbink  the 
evidence  for  chronic  cor  pulmonale  is  not  suffi- 
ciently convincing.  The  right  axis  deviation  and 
prominent  pulmonary  vasculature  are  probably 
attributable  to  her  terminal  pulmonary  edema. 

Let  us  consider  rheumatic  heart  disease,  which 
could  explain  her  picture  provided  we  assume 
a superimposed  subacute  bacterial  endocarditis 
as  well.  If  she  had  rheumatic  valvular  disease, 
the  description  in  the  protocol  would  seem  to  im- 
plicate the  tricuspid  valve,  the  murmur  being  loud- 
est at  the  third  and  fourth  left  interspaces.  Mitral 
murmurs  are  heard  best  just  medial  to  the  cardiac 
apex,  but  not  generally  loudest  in  the  third  and 
fourth  interspaces. 

Dr.  Bunyavanich:  The  difficulties  in  this  pa- 
tient’s physical  evaluation  arose  from  a heart 
rate  of  130  to  140  per  minute  and  from  very  loud 
rhonchi  throughout  the  lung  fields  £Uid  over  the 
precordium.  In  all  fairness  we  would  have  to  say 
that  it  is  almost  impossible  to  give  you  an  accurate 
description  of  the  cardiac  findings. 

Dr.  Coppersmith:  1 take  it  that  there  was  a 

loud  systolic  murmur  on  the  left  side  of  the  chest. 
If  indeed  this  was  not  well  localized  and  might 
have  been  an  apical  murmur,  we  must  seriously 
consider  organic  rheumatic  mitral  disease  with 


superimposed  bacterial  endocarditis,  which  would 
account  for  the  entire  clinical  picture.  With  this 
degree  of  anemia  and  of  heart  failure,  one  would 
expect  some  of  the  ancillary  signs  of  endocarditis, 
an  enlarged  spleen,  red  cells  in  the  urine,  clubbing, 
petechiae,  perhaps  Osier’s  nodes,  Janeway  spots, 
and  signs  of  peripheral  embolization.  None  of 
these  is  reported  in  the  protocol.  Of  course  we 
must  remember  that  she  was  observed  for  only  one 
day;  if  she  had  been  observed  for  a longer  period, 
some  of  these  signs  might  have  been  found.  How- 
ever, a patient  who  has  had  subacute  endocarditis 
for  two  months  should  have  at  least  a palpable 
spleen  and  perhaps  red  cells  in  the  urine.  Pe- 
techiae, of  course,  are  transient  and  may  not  be 
present  during  a period  of  observation  of  only 
twenty-four  hours.  I really  cannot  make  a diag- 
nosis here  of  rheumatic  heart  disease  with  mitral 
valve  disease  and  endocarditis,  because  I would 
have  to  assume  bacterial  endocarditis  on  the  left 
side  with  little  or  no  corroborative  evidence. 

Could  the  rheumatic  valvular  disease  have  in- 
volved the  tricuspid  valve?  Without  involvement 
of  the  mitral  and  aortic  valves  an  isolated  tricuspid 
organic  rheumatic  valvulitis  would  be  unlikely. 
Bacterial  endocarditis  of  the  tricuspid  or  pulmonic 
valve,  of  course,  would  not  necessarily  present 
any  of  the  peripheral  signs,  such  as  petechiae, 
hematuria,  and  Osier  nodes. 

Could  acute  rheumatic  fever  be  the  cause  of  the 
terminal  illness?  To  make  that  diagnosis  one 
would  be  aided  by  the  criteria  of  Jones,  ^ namely, 
the  presence  of  two  major  manifestations  or  of  a 
major  and  two  minor  manifestations  of  rheumatic 
disease.  Among  the  major  manifestations  we 
would  include  carditis,  arthritis,  subcutaneous 
nodules,  chorea,  and/or  a history  of  past  rheumatic 
fever.  This  patient  presented  none  of  these  mani- 
festations unless  we  accept  the  presence  of  myocar- 
ditis here.  The  patient  did  have  signs  of  heart 
failure  but  not  electrocardiographic  evidence  of 
diffuse  myocardial  disease.  She  did  have  arrhyth- 
mia, presumably  paroxysmal,  which  one  may  see 
in  carditis.  There  was  no  sign  of  pericarditis 
however.  If  myocarditis  was  present  and  was 
the  only  major  manifestation,  two  minor  manifes- 
tations of  rheumatic  fever  would  still  be  needed. 
She  did  have  fever  and  one  laboratory  manifesta- 
tion, an  antistreptolysin  O titer  of  833  units. 
Nevertheless,  one  determination  of  that  kind  which 
is  definitely  elevated  is  not  clearly  diagnostic, 
particularly  when  we  know  that  beta  hemolytic 
streptococci  were  present  in  the  pharynx.  Only 
a change  in  titer  over  a period  of  time  would  be 
significant.  Other  minor  manifestations  include 
abdominal  or  precordial  pain,  epistaxes,  and 
rashes.  None  is  present  here.  Therefore,  I cannot 
make  the  diagnosis  of  acute  rheumatic  fever  here. 
Although  cases  of  rheumatic  fever  occur  which  do 
not  fulfill  Jones’  criteria,  you  are  on  much  safer 
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ground  if  you  use  them. 

Congenital  heart  disease  encompasses  a large 
number  of  defects.  Since  the  patient  was  not 
known  in  the  past  to  be  cyanotic,  we  can  for  prac- 
tical purposes  eliminate  cyanotic  heart  disease, 
even  though  there  are  rare  cases  in  which  cyanosis 
is  almost  lacking  or  so  mild  that  it  would  be  un- 
detectable most  of  the  time.  Acyanotic  patients 
are  divided  into  two  groups,  those  with  shunts  and 
those  without.  Of  course  with  any  of  these  diag- 
noses one  would  have  to  assume  bacterial  endocar- 
ditis to  account  for  the  persistent  fever  and  for  the 
anemia.  If  she  had  a patent  ductus,  with  or  with- 
out coarctation  of  the  aorta,  the  murmur  as  de- 
scribed would  have  been  in  a most  unusual  posi- 
tion. An  atrial  septal  defect  is  difficult  to  accept, 
because  endocarditis  is  extremely  rare  in  that  con- 
dition. With  a ver>'  large  ventricular  septal  defect 
no  murmur  may  be  present,  which  might  account 
for  the  absence  of  such  findings  at  the  time  of  her 
earlier  admissions  at  ages  two  and  three.  Death 
with  congestive  heart  failure  and  endocarditis  is 
a particularly  frequent  sequel  to  ventricular  septal 
defect.  With  aortic  septal  defect,  most  individuals 
die  before  the  age  of  ten  years.  A ruptured  con- 
genital aneurysm  of  the  sinus  of  Valsalva  should  be 
considered  here,  because  no  audible  murmur  may 
be  detected  until  infection  occurs;  then  the  sinus 
may  rupture  and  cause  very  loud  murmurs,  al- 
though a diastolic  murmur  should  be  heard  in  such 
a situation.  I would  have  to  assume  that  the  pa- 
tient’s respiration  was  so  noisy  that  the  diastolic 
murmur  might  be  missed.  The  salient  feature  of 
the  heart  failure  that  is  associated  with  such  a 
ruptured  aneurysm  is  its  rapidity  of  onset.  Again, 
one  could  assume  that  the  patient  had  a leaking 
aneurysm  during  the  week  before  admission  with 
coughing  and  frothy  sputum  and  that  the  aneu- 
rysm suddenly  opened  wide  with  the  rapid  onset  of 
failure  of  the  right  side  of  the  heart  and  death.  A 
wide  pulse  pressure,  however,  should  be  present  be- 
cause in  effect  an  arteriovenous  shunt  is  present. 
An  aneurysm  of  the  right  aortic  cusp  usually  rup- 
tures into  the  right  ventricle;  an  aneurysm  of  one 
of  the  left  cusps  tends  to  rupture  into  the  pulmo- 
nary artery.  Because  the  patient  did  not  have  a 
wide  pulse  pressure  nor  chest  pain,  such  a diagnosis 
would  be  unlikely  here. 

Pulmonary  stenosis  with  interatrial  communica- 
tion and  a right-to-left  shunt  does  not  appear  to 
be  a possibility  here  because  the  position  of  the 
murmur  was  too  low;  in  addition,  pulmonary 
stenosis  of  course  should  have  been  present  with 
a murmur  at  ages  two  and  three. 

Anomalous  origin  of  the  coronary  arteries  with 
coronary  insufficiency  is  not  evident  on  the  elec- 
trocardiogram; such  patients  rarely  live  to  be 
twelve  years  old.  Fibroelastosis  is  unlikely  be- 
cause one  would  have  to  assume  that  she  had  bac- 
terial endocarditis  on  a fibroelastic  endocardium. 


which  is  an  unusual  occurrence. 

Ebstein’s  anomaly,  that  is,  downward  displace- 
ment of  the  tricuspid  valve  into  the  right  ventricle, 
is  a possibility  that  should  be  considered.  It  can 
occur  with  or  without  interatrial  communications, 
and  in  such  cases  paroxysmal  tachycardias  are  of 
frequent  occurrence.  This  patient’s  first  electro- 
cardiogram showed  a tachycardia  of  about  154 
beats  per  minute,  of  supraventricular  origin,  with 
P waves  not  evident.  In  Ebstein’s  anomaly  a mur- 
mur is  usually  evident  from  early  life.  However, 
many  of  the  patients  have  very  soft  murmurs;  in 
some  cases  no  murmur  may  be  heard.  Since  the 
right  atrium  is  so  large,  the  murmur  is  often  audi- 
ble near  the  apex  and  may  be  indistinguishable 
from  the  murmur  of  mitral  insufficiency;  it  may  be 
located  in  the  left  parasternal  region,  as  was  heard 
in  our  patient.  One  cannot  rule  out  Ebstein’s 
anomaly  here  but,  in  addition,  would  have  to  as- 
sume an  endocarditis  on  the  deformed  valve.  Be- 
cause the  patient  had  paroxysmal  tachycardia 
which  is  frequent  in  Ebstein’s  anomaly,  I favor 
that  diagnosis  in  preference  to  the  other  congenital 
lesions  which  I have  mentioned. 

While  I admit  that  a strong  case  can  be  made  for 
rheumatic  heart  disease  with  mitral  valvulitis, 
probably  myocarditis,  and  possibly  a subacute 
bacterial  endocarditis,  I still  will  take  a chance 
in  favor  of  a congenital  lesion. 

John  T.  Flynn,  M.D,:  With  the  pigmentation 
of  this  child’s  skin  and  with  her  anemia,  we  were 
not  in  a very  good  position  to  judge  how  much 
cyanosis  she  had. 

Dr.  Coppersmith:  To  have  visible  cyanosis  one 
needs  at  least  5 Gm.  of  unsaturated  hemoglobin, 
and  it  was  unlikely  that  5 of  her  8 Gm.  of  hemo- 
globin would  be  oxygen-deficient. 

Dr.  Flynn:  We  raised  the  question  at  the  time 
as  to  whether  sickle-cell  disease  could  be  present. 
If  cor  pulmonale  from  long-standing  sickle-cell  dis- 
ease developed  in  a child  of  twelve,  would  we  not 
expect  skeletal  changes  also  of  a long-standing 
character  in  the  extremities,  the  skull,  or  the  verte- 
brae? 

Dr.  Batillas:  The  only  pertinent  films,  those  of 
the  dorsal  vertebrae,  show  no  changes. 

Paula  Seiler,  M.D.:  Dr.  Coppersmith,  in  the 

cases  of  congenital  heart  disease  with  cyanosis,  am 
I right  in  suggesting  that  polycythemia  is  more 
likely  to  be  present  rather  than  anemia? 

Dr.  Coppersmith:  Yes,  and  in  such  cases  the 

polycythemia  intensifies  the  cyanosis. 

Yat  Ting  Moy,  M.D.:  I would  like  to  ask  the 
radiologist  whether  or  not  there  may  be  hilar 
lymph  node  enlargement  present,  compatible  with 
sarcoidosis.  The  protocol  mentions  palpable  bi- 
lateral cervical  lymph  nodes. 

Dr.  Coppersmith:  Cervical  lymph  nodes  in  a 

child  who  has  lost  weight  might  be  easier  to  feel 
than  in  an  adult  and  may  still  be  normal. 


January  1 5,  1 971  / New  York  State  Journal  of  Medicine  229 


Dr.  Batillas:  I would  favor  the  hilar  changes  as 
being  due  to  pulmonary  edema  and  prominence 
of  the  vascular  structures  rather  than  to  lym- 
phadenopathy.  We  get  a fairly  clear  view  of  the 
right  paratracheal  and  tracheobronchial  regions, 
and  there  is  no  evidence  to  suggest  adenopathy. 

Clinical  diagnoses 

1.  Rheumatic  heart  disease 

2.  Probable  rheumatic  mitral  valvular  disease, 
with  superimposed  bacterial  endocarditis 

3.  Rheumatic  myocarditis,  acute,  severe 

Dr.  Coppersmith  s diagnoses 

1.  Possible  congenital  heart  disease  (Ebstein’s 
anomaly  of  the  tricuspid  valve)  with  superimposed 
subacute  bacterial  endocarditis 

2.  Anemia  secondary  to  congenital  heart  disease 

3.  Congestive  heart  failure  acute,  severe,  sec- 
ondary to  congenital  heart  disease  and  anemia 

Pathologic  report 

Basil  Moumgis,  M.D.:  First  I wish  to  empha- 
size that  this  child  did  not  present  any  evidence 
of  congenital  defects.  Her  heart  was  considerably 
enlarged,  weighing  290  Gm.,  in  contrast  to  a nor- 
mal weight  of  approximately  160  Gm.  for  her 
height  and  body  weight.  The  pericardial  sac  con- 
tained 30  cc.  of  slightly  blood-tinged  fluid  which 
could  have  resulted  from  cardiac  resuscitative  ef- 
forts. Of  singular  importance  was  the  presence 
of  multiple,  distinct,  small  vegetations  along  the 
free  margins  of  the  mitral,  aortic,  and  tricuspid 
valves  (Fig.  3).  The  mitral  valve  showed  in  addi- 
tion slight  endocardial  thickening  and  foreshort- 
ening of  the  leaflets.  Microscopically,  these 
vegetations  were  bland,  without  evidence  of 
bacteria  or  other  morphologic  appearance  of  an 
acute  inflammatory  process.  They  were  com- 
posed principally  of  proliferating  fibroblasts 
and  capillaries  with  scattered  chronic  inflamma- 
tory cell  infiltrates.  Deposits  of  fibrinous  material 
were  present  on  the  surfaces  of  the  verrucae.  Al- 
though no  verrucae  were  grossly  visible  on  the 


FIGURE  3.  Thickened  fibrotic  mitral  valve  with  non- 
bacterial  verrucous  vegetations  (hematoxylin  and  eosm 
stain). 
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FIGURE  4.  (A)  Clusters  of  inflammatory  cells  in 

myocardium,  compatible  with  Aschoff  nodules.  ( B) 
Inflammatory  cell  infiltration  and  medial  hypertrophy 
in  blood  vessel  wall  in  myocardium.  (Hematoxylin 
and  Eosin  Stam) 


pulmonic  valves,  microscopically  their  cusps  pre- 
sented similar  changes.  We  can  therefore  say  for 
all  intents  and  purposes  that  all  four  valves  were 
involved. 

In  addition  diffuse  inflammatory  changes  were 
noted  throughout  the  myocardium  and  epi- 
cardium,  so  that  the  over-all  picture  was  one  of 
pancarditis.  The  basic  type  of  inflammatory  cell 
infiltrate  was  of  a chronic  nature,  although  we 
could  easily  demonstrate  clusters  of  neutrophils 
(Fig.  4).  Associated  with  this  diffuse  myocarditis 
were  perivascular  collections  of  cells,  some  of  which 
presented  the  appearance  of  syncytial  giant  cells. 
The  structure  of  some  of  these  perivascular  lesions 
was  that  of  Aschoff  nodules,  and  from  such  find- 
ings, we  unhesitatingly  concluded  that  an  acute 
rheumatic  pancarditis  was  present.  The  possi- 
bility of  a generalized  vasculitis  was  ruled  out 
by  our  inability  to  demonstrate  similar  vascular 
or  perivascular  lesions  in  any  other  organ. 
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FIGURE  5 Interstitial  ’ rheumatic"  pneumonitis  with  marked  cellularity  and  fibrin  deposits  in  alveolar  walls  (A) 
Low-power  view;  (B)  high-power  view  (Hematoxylin  and  Eosin  Stain) 


The  lungs  were  bogg>’  and  firm;  the  right  pleural 
cavity  contained  about  800  ml.  of  a sanguineous 
fluid,  whereas  the  left  pleural  cavity  contained 
only  a few  milliliters.  Microscopically,  the  lungs 
were  involved  in  a diffuse  pathologic  process, 
which  was  characterized  by  thickening  and  in- 
creased cellularity  of  the  alveolar  septae,  and  by 
dilated  alveolar  spaces,  which  were  filled  with  an 
admixture  of  red  blood  cells  and  proteinaceous 
material  (Fig.  5).  Many  spaces  contained  dense 
fibrin  with  a hyaline  membrane  appearance  in 
proximity  to  the  walls  of  the  alveoli.  There  were 
numerous  alveolar  macrophages,  many  of  which 
contained  hemosiderin  pigment  within  the  cyto- 
plasm. The  thickened  edematous  alveolar  walls 
had  been  infiltrated  by  variable  numbers  of  mono- 
nuclear inflammatory  cells.  The  entire  pathologic 
picture  in  the  lungs,  although  nonspecific,  is  con- 
sistent with  so-called  “rheumatic  pneumonitis.” 
Such  findings  can  be  observed  also  to  varying  de- 
grees in  uremia,  the  Hamman-Rich  syndrome,  and 
in  many  viral  and  vascular  diseases. 

The  liver  showed  severe  congestion  with  very  ex- 
tensive centrolobular  necrosis,  which  was  most 
probably  related  to  persisting  vascular  hypotension 
and  the  resulting  anoxia  during  the  terminal  shock 
state.  Such  hepatic  changes  are  characteristic  of 
so-called  “shock  liver.” 

The  kidneys  were  enlarged  to  a moderate  degree 
and  appeared  pale.  Microscopically,  there  was 
evidence  of  interstitial  edema  and  nonspecific 
cloudy  swelling  of  the  tubules.  In  many  areas 
a slight  glomerulitis  was  present  as  evidenced 
by  epithelial  and  endothelial  cell  proliferation, 
minimal  membranous  changes,  and  a very  few 
scattered  adhesions  (Fig.  6).  We  were  tempted 
to  interpret  these  findings  as  a very  early  glo- 
merulonephritis, although  the  possibility  of  such 
changes  occurring  only  as  a terminal  event  could 
not  be  ruled  out.  Since  the  streptococcus  has 
been  pointedly  implicated  in  both  rheumatic  fever 


and  glomerulonephritis,  we  would  favor  the  renal 
changes  as  a primary  entity,  simultaneous  with  but 
separate  from  the  rheumatic  process.  It  is  im- 
portant to  note,  however,  that  the  simultaneous 
occurrence  of  acute  poststreptococcal  glomer- 
ulonephritis and  acute  poststreptococcal  rheu- 
matic heart  disease  in  a patient  is  unusual. 
Epidemiologic  and  immunochemical  studies  have 
attempted  to  determine  whether  this  mutual 
exclusion  is  related  to  the  bacterial  strain  per  se, 
the  site  of  the  original  streptococcal  infection,  or 
other  host  factors,  but  no  clear  answer  is  yet  avail- 
able.- 

Dr.  Flynn:  Dr.  Moumgis,  could  we  possibly  re- 
late these  lung  changes  to  marked  and  extensive 
chronic  passive  congestion?  Or  are  these  changes 
part  of  a hypersensitivity  reaction? 

Dr.  Moumgis:  That  some  of  these  changes 

could  be  attributed  to  chronic  passive  congestion 
of  the  lungs  has  to  be  considered.  Even  with 
elastic  tissue  stains,  however,  we  failed  to  find 
appreciable  evidence  of  pulmonary  hypertension; 
we  were  not  able  to  demonstrate  any  prominent 
thickening  of  the  blood  vessel  walls  nor  redupli- 
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FIGURE  6.  Renal  glomeruli  (arrows)  with  mild 
inflammatory  cell  infiltration,  cellular  proliferation, 
and  synechiae  (hematoxylin  and  eosin  stain). 
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cation  of  elastic  membranes.  Furthermore  we 
could  not  show  fibroplasia  of  the  thickened  sep- 
tums.  We  believed  that  the  pulmonary  lesion  was 
most  probably  due  to  an  acute  process  and  that 
these  changes  represented  a catastrophic  type  of 
pneumonitis  which  produced  acute  cor  pulmonale. 
Therefore,  we  did  not  have  the  impression  of  a 
long-standing  chronic  lung  disease  with  an  acute 
terminal  episode. 

Dr,  Coppersmith:  Why  do  we  call  this  rheu- 

matic pneumonitis? 

Charles  M.  Karpas,  M.D.:  Dr.  Moumgis  was 
succinct  in  noting  that  these  findings  are  not 
specific.  They  represent  part  of  a broad  spectrum 
of  morphologic  changes  in  lungs  and  vascular  sys- 
tem. What  we  see  here  is  basically  an  interstitial 
pneumonitis,  a deposition  ot  hyaline-like  mem- 
brane, and  the  proliferation  of  alveolar  cells  which 
have  the  capacity  to  differentiate  into  fibroblasts. 
We  find  also  an  associated  rheumatic  pancarditis, 
and  in  such  a patient  with  these  distinct  pulmo- 
nary changes  we  assume  that  the  entire  back- 
ground disease  is  rheumatic  and  that  therefore  the 
lung  changes  represent  a hypersensitivity  reaction. 
Whether  or  not  it  is  a hypersensitivity  to  bacteria, 
to  a virus,  or  to  an  antibody-antigen  complex  re- 
mains a matter  of  speculation. 

Hugo  Paganelli,  M.D.:  A controversy  among 
pathologists  that  has  persisted  over  the  past  one 
hundred  years  has  revolved  about  whether  or  not 
there  is  such  an  entity  as  a truly  “rheumatic  lung.” 
The  pathologic  changes  in  this  case  closely  fit  the 
description  of  such  pulmonary  lesions  reported  in 
the  literature.^  Clinically,  it  occurs  in  less  than 
1 per  cent  of  all  cases  of  acute  rheumatic  fever, 
even  though  in  more  than  two  thirds  of  autopsied 
cases  a careful  search  of  the  lung  will  uncover  at 
least  a small  area  of  such  pneumonitis.  This  is 


especially  true  in  those  patients  who  have  had 
rheumatic  endocarditis  or  rheumatic  myocarditis. 
The  relatively  few  fatal  cases  which  have  been  re- 
ported in  detail  appear  to  have  a similar  clinical 
course.  The  patient  contracts  an  illness  thought 
initially  to  be  pneumonia  or  possibly  bacterial 
endocarditis.  The  course  is  prolonged  over  several 
weeks;  some  initial  improvement  may  seem  to 
occur  after  antibiotics  and  pulmonary  therapy, 
but  thereafter  the  clinical  deterioration  is  relent- 
less in  spite  of  steroid  therapy  and  other  measures. 

Thus  those  mildly  ill  patients  who  recover  may 
remain  undiagnosed  as  far  as  the  presence  of 
“rheumatic”  pneumonitis  is  concerned.  In  the 
seriously  affected  patients,  however,  there  is  a 
progressive  and  unrelenting  clinical  course  of  two 
weeks  to  two  months,  and  at  post  mortem  the  find- 
ings are  as  described  by  Dr.  Moumgis. 


Final  diagnoses 

1.  Acute  rheumatic  pancarditis;  nonbacterial 
rheumatic  endocarditis  of  all  heart  valves 

2.  Acute  congestive  heart  failure  secondary  to 
acute  rheumatic  pancarditis 

3.  “Rheumatic”  pneumonitis,  bilateral,  ex- 
tensive; right  pleural  effusion 

4.  Glomerulonephritis,  early,  mild,  probably 
secondary  to  streptococcal  infection 
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GASTROINTESTINAL 
HEMORRHAGE 

William  I.  Shaw,  M.D.:  A forty-three-year-old 
man  came  to  the  emergency  room  because  of  head- 
aches and  fainting  spells.  His  blood  pressure 
was  150/110  mm.  Hg.  He  was  therefore  admitted 
to  the  hospital  with  the  diagnosis  of  hypertension 
and  transient  ischemic  attacks. 

The  past  medical  history  included  a subtotal 
gastrectomy  for  ulcer  disease  three  years  prior 
to  admission.  The  patient  denied  any  change 
in  bowel  patterns,  but  the  admission  physical 
examination  revealed  gross  red  blood  in  the  rec- 
tum. After  further  questioning,  he  admitted  to 
two  loose,  red  bowel  movements  on  the  day  of 
admission. 

Shortly  after  admission  he  had  a grossly  bloody 
bowel  movement  followed  by  tachycardia  and 
hypotension.  Blood  transfusions  were  started 
and  the  patient  continued  to  pass  gross  blood 
from  the  rectum.  Aspiration  of  gastric  contents 
showed  no  evidence  of  blood.  The  patient’s  condi- 
tion was  stabilized  with  blood  transfusions,  and  an 
emergency  barium  enema  was  performed. 

The  patient  continued  to  bleed  profusely,  and  a 
total  of  14  units  of  blood  was  administered  over 
a twenty-four  hour  period.  Five  hours  after  the 
barium  enema  a selective  superior  mesenteric 
arteriographic  study  was  performed.  Immedi- 
ately after  the  arteriogram  the  patient  was  taken 
to  the  operating  room. 

Radiographic  discussion 

Dr.  Shaw:  Examination  of  the  colon  by  means 
of  a barium  enema  showed  extensive  diverticulosis 
involving  the  descending,  transverse,  and  ascend- 
ing colon  (Fig.  1).  There  were  multiple  filling 
defects  in  the  lumen  representing  either  blood 


clots  or  retained  fecal  material. 

Because  of  the  negative  results  of  gastric  aspira- 
tion and  of  the  strong  suggestive  clinical  history 
of  colonic  bleeding,  a superior  mesenteric  angio- 
gram was  performed  (Figs.  2 and  3).  The  arte- 
riographic study  clearly  demonstrated  a bleeding 
point  from  a right  colic  branch  of  the  superior 
mesenteric  artery.  Early  films  show  extravasation 
of  contrast  medium  into  the  right  colon,  and  de- 
layed films  show  pooling  of  the  contrast  medium 
in  the  colon. 

Surgical  discussion 

C.  Rossiter  Kuehner,  M.D.:  With  the  radio- 

graphic  diagnosis  and  localization  of  a bleeding 
diverticulum,  surgery  was  greatly  simplified. 


FIGURE  1.  Postevacuation  film  from  barium  enema 
showing  diverticulosis  and  multiple  lucent  filling  defects. 
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FIGURE  2.  Superior  mesenteric  artery  injection,  early 
phase.  There  is  no  contrast  medium  in  region  of  he- 
patic flexure. 


The  need  for  multiple  colotomies  to  localize  the 
bleeding  site  in  an  unprepared  bowel  was  obviated. 
The  distal  transverse  and  left  colon  which  were 
obscured  by  adhesions  from  previous  surgery  were 
left  undisturbed. 

The  abdomen  was  opened  through  a right  rectus- 
splitting incision,  and  the  right  portion  of  the 
colon  was  mobilized.  The  distal  ileum  was  di- 
vided approximately  3 inches  from  the  ileocecal 
valve,  and  the  proximal  transverse  colon  was 
divided  approximately  3 inches  distal  to  the  he- 
patic flexure.  It  was  noted  that  the  isolated  seg- 
ment became  distended  with  blood.  The  vascular 
pedicle  of  the  right  portion  of  the  colon  was  di- 
vided, and  a closed  iliotransverse  colostomy  was 
carried  out.  The  patient  had  an  uncomplicated 
postoperative  recovery  and  was  discharged  on  his 
seventeenth  postoperative  day. 


Pathologic  discussion 

Charles  F.  Begg,  M.D.:  We  received  7 cm. 

of  terminal  ileum  in  continuity  with  17  cm.  of 
right  and  transverse  colon.  The  lumen  was  filled 
with  fresh  blood.  Many  diverticula  were  present 
in  the  ileum,  cecum,  and  colon,  and  there  was 
one  diverticulum  in  the  tip  of  the  appendix. 
The  surgeon  had  thoughtfully  marked  with  a 
suture  an  area  just  proximal  to  the  hepatic  flexure. 
In  this  area  we  found  a diverticulum  with  a rup- 
tured artery  1 mm.  in  diameter  at  its  base 
(Fig.  4).  This  vessel  had  been  the  source  of  active 
bleeding.  All  other  diverticula  had  intact,  unin- 
flamed linings,  but  in  the  ascending  colon  there 
were  three  microscopic  subserosal  abscesses  near 
the  bases  of  diverticula.  We  interpret  these  as 
having  been  caused  by  perforation  of  diverticula 
sometime  in  the  past.  Perforations  into  subse- 
rosal fat  without  extension  into  the  peritoneal 
cavity  are  frequent  in  patients  operated  on  for 


diverticular  disease^  and  even  in  postmortem 
studies  of  patients  with  asymptomatic  diverticu- 
losis.^  In  such  cases  mucosal  healing  occurs  leav- 
ing no  trace  of  the  site  of  rupture. 


Comment 

Dr.  Shaw:  Massive  gastrointestinal  hemor- 

rhage often  presents  a clinical  dilemma.  Fre- 
quently these  patients  have  had  many  prior  con- 
ventional barium  studies  of  the  gastrointestinal 
tract  which  failed  to  demonstrate  a lesion.  The 
present  patient  had  an  emergency  barium  enema 
which  showed  extensive  diverticulosis  but  did  not 
establish  the  site  of  the  bleeding. 

In  the  usual  case  of  gastrointestinal  hemor- 
rhage, we  do  routine  barium  studies  first,  since 
they  often  reveal  the  site  of  disease.  K,  however, 
the  patient  has  had  a barium  gastrointestinal 
work-up  with  negative  findings  within  the  recent 
past  and  then  has  a second  hemorrhage,  we  prefer 
to  opacify  the  superior  mesenteric  and  celiac 
arteries  as  an  emergency  procedure.  The  inferior 
mesenteric  artery  may  be  selectively  opacified 
if  disease  of  the  distal  colon  is  a possibility. 

Often,  if  the  initial  study  is  a barium  enema 
or  upper  gastrointestinal  series,  the  residual  bar- 
ium in  the  gastrointestinal  tract  will  interfere  with 
interpretation  of  the  angiographic  study,  and 
there  is  a delay  in  the  work-up.  The  present  case 
required  no  special  preparation  of  the  colon.  The 
angiographic  study  was  performed  approximately 
five  hours  after  the  barium  enema.  His  bleeding 
was  so  brisk  that  the  barium  and  blood  were 
rapidly  evacuated. 

Baum  et  al.'^  showed  that  when  the  catheter 
is  placed  selectively  in  one  of  the  visceral  branch- 
es of  the  aorta,  bleeding  of  0.5  ml.  per  minute 
can  be  detected.  We  estimate  that  the  patient 
in  our  case  was  bleeding  at  least  1 ml.  per  minute. 
Angiography  will  certainly  never  replace  barium 
as  the  procedure  of  choice  for  the  initial  work-up 
of  gastrointestinal  bleeders.  However,  it  has 
proved  very  helpful  in  puzzling  cases.  We  now 
have  shown  bleeding  colonic  diverticula,  duodenal 
ulcers,  and  duodenal  diverticula  on  several  occa- 
sions. Other  authors  have  demonstrated  active 
bleeding  sites  from  varices,  gastric  ulcers,  and 
esophageal  tears.'* 

The  bleeding  site  is  usually  better  demonstrated 
in  normotensive  or  hypertensive  individuals. 
Usually  they  are  being  given  transfusions  during 
the  study.  A large  amount  of  contrast  medium 
(50  to  60  cc.)  should  be  used,  and  multiple  films, 
at  least  three  per  second  in  the  early  phase  of  l 
injection  and  a delayed  film  to  show  contrast  in  i 
the  bowel  lumen,  are  essential.  [ 

Dr.  Begg:  Tbe  occurrence  of  diverticula  in  | 

those  enjoying  the  benefits  of  western  civilization 
is  high,  especially  in  those  over  forty  years  of  age. 
Hughes^  found  a 45  per  cent  incidence  in  200  con-  1 
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FIGURE  3 (A)  Extravasation  of  contrast  medium  from  right  colic  branch  of  superior  mesenteric  artery  (horizontal 

arrow)  (B)  Venous  phase  of  angiogram  There  is  contrast  in  lumen  of  right  colon  (arrow)  All  other  opacified  areas 
of  bowel  show  normal  venous  drainage 


secutive  autopsies.  This  figure  rose  to  58  per  cent 
when  patients  under  the  age  of  forty  were  excluded. 
Other  statistics  showing  a lower  incidence  are 
chiefly  based  on  retrospective  studies  of  files  on 
autopsy  diagnoses  which  are  notoriously  inaccurate 
in  recording  the  incidence  of  uncomplicated 
diverticulosis. 

Complications  of  diverticulosis  are  uncommon 
when  one  considers  the  great  frequency  with  which 
diverticula  occur,  but  they  still  provide  a signifi- 
cant amount  of  the  work  done  in  general  surgery 
departments.  These  complications  fall  into  the 
following  categories':  (1)  obstruction  caused 

either  by  peridiverticular  infection  or  ridge-like 
muscular  hypertrophy  which  is  frequently  asso- 
ciated with  diverticular  disease;  (2)  peridiver- 
ticular inflammation  and/or  peritonitis  caused 
by  rupture  of  diverticulum;  and  (3)  bleeding, 
which  may  be  minimal,  moderate,  or  severe. 
Minimal  or  moderate  hemorrhage  derives  from 
granulation  tissue  which  replaces  the  muscular 
lining  in  diverticula  which  are  infected.  Massive 
hemorrhage  is  the  result  of  inflammation  eroding 
an  artery  in  the  wall  of  the  diverticulum. 

Parks^  reports  that  some  degree  of  bleeding  was 
present  in  119  of  521  cases  of  diverticular  disease  of 
the  colon  but  does  not  state  the  severity.  Healey 
and  Pfeffer*’  report  that  massive  hemorrhage  oc- 
curred in  8 of  160  patients  who  underwent  surgery 
for  diverticular  disease  in  a fifteen-year  period  at 
the  Peter  Bent  Brigham  Hospital.  Noer  et  al.  ’’  said 
that  in  their  experience  70.8  per  cent  of  all  severe 
hemorrhage  from  the  colon  originated  from  diverti- 
cula. 

Noer,®  by  injection  studies,  showed  a striking 


FIGURE  4.  Artery  approximately  1 mm.  in  diameter 
lies  immediately  beneath  mucosa.  Elastic  tissue  stain 
outlines  its  wall  and  demonstrates  flame-shaped  out- 
pouring of  blood  from  ruptured  wall.  Transmucosal 
opening  not  seen  at  this  level  (elastic  stain). 
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concentration  of  blood  vessels  in  the  region  of  di- 
verticula. The  size  and  distribution  of  these  ves- 
sels and  their  proximity  to  the  mucosal  lining 
make  severe  hemorrhage  a distinct  possibility 
when  ulceration  of  the  lining  of  the  diverticulum 
occurs.  His  observations  correlate  well  with  stud- 
ies of  the  pathogenesis  of  diverticulosis,  which  indi- 
cate that  diverticula  occur  in  the  region  of  pene- 
trating blood  vessels. 


Both  clinically  and  pathologically  it  is  some- 
times difficult  to  identify  the  source  of  massive 
gastrointestinal  hemorrhage.  The  use  of  arteri- 
ography can  be  extremely  helpful  in  focusing  the 
attention  of  the  surgeon,  as  it  was  in  this  case,  thus 
avoiding  the  necessity  of  multiple  cross  clampings 
of  the  intestinal  tract  or  making  multiple  openings 
into  it  to  search  for  the  source  of  hemorrhage. 


Lab  test  survey 

In  a recent  issue,  diagnostica  invited  physician  readers 
in  the  United  States,  Canada,  and  Japan  to  complete  a 
questionnaire  that  asked  which  of  20  common  diagnostic 
procedures  were  included  in  all  physical  examinations 
of  adult  patients.  The  results  of  the  survey,  published 
in  the  August,  1970  issue,  show  that  17  of  the  20  proce- 
dures are  favored  by  American  physicians,  9 of  20  by 
Canadian  doctors,  and  10  of  20  by  Japanese  M.D.’s. 

Chest  x-ray  was  included  in  the  complete  work-up  in 
all  three  countries,  as  were  hemoglobin  and  leukocyte 
count  in  hematology,  and  microscopic,  protein,  and 
glucose  tests  in  urinalysis.  American  physicians  also 
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included  electrocardiogram  and  cervical  cytology,  blood 
glucose,  cholesterol,  and  blood  urea  nitrogen  in  their 
patient  profiles.  The  United  States  physical  examina- 
tion also  included  2 additional  hematology  procedures- 
hematocrit  and  differential  count-and  4 additional 
urinalysis  tests:  pH,  specific  gravity,  ketones,  and  blood. 
Japanese  physicians  were  unique  in  their  inclusion  of 
erythrocyte  count  and  urine  urobilinogen  tests  in  the 
complete  examination.  Protein  and  glucose  concentra- 
tions in  urine  were  the  2 most  widely  used  procedures 
in  all  three  countries. 

diagnostica  is  published  by  Ames  Company,  division 
of  Miles  Laboratories,  Inc.,  in  English,  French,  German, 
Italian,  Japanese,  and  Spanish,  and  is  distributed  to 
physicians  in  113  countries. 
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MEDULLARY 
SPONGE  KIDNEY 


Medullary  sponge  kidney  is  a common  but  still 
not  clearly  defined  lesion  of  the  kidney.  It  is  mani- 
fested by  a cystic  dilatation  of  the  collecting  tu- 
bules in  the  renal  pyramids  assumed  to  be  con- 
genital in  origin.  Some  authors  feel  that  medul- 
lary sponge  kidney  may  be  a manifestation  of 
cystic  disease  of  the  kidney  and,  in  some  instances, 
it  has  been  associated  with  cystic  disease  of  the 
liver.  It  has  been  suggested  that  medullary  sponge 
represents  a form  of  congenital  dysplasia  of  the 
kidney  or  transitional  stage  of  polycystic  disease. 
Interestingly,  it  is  rarely  seen  in  children,  but  com- 
monly in  the  young  adult,  in  the  third  through 
fifth  decades.  Medullary  sponge  has  been  re- 
ported as  seen  in  as  many  as  0.5  per  cent  of  large 
numbers  of  urograms. 

The  dilatation  and  cystic  changes  in  the  collect- 
ing tubules  in  the  renal  pyramids  are  frequently 
associated  with  small  calculi,  and  the  primary  clin- 
ical presentation  relates  to  renal  infection,  the 
passage  of  renal  calculi,  and  hematuria.  In  many 
instances,  the  disease  is  asymptomatic. 

The  difficulty  in  diagnosis  lies  in  interpreting 
the  amount  of  contrast  medium  in  the  medullary 
pyramidal  portion  of  the  kidney  and  its  variance 
from  normal.  To  clarify  this,  one  may  suppose 
varying  degrees  of  pyramidal  blush,  as  follows: 

1.  Pyramidal  blush  associated  with  a large-dose 
injection  of  contrast  medium,  particularly  in  the 
presence  of  ureteral  compression.  Over  1 per  cent 
of  normal  urograms  may  show  this  p>Tamidal  blush 
without  dilatation  or  delineation  of  individual  tubular 
structures  (Fig.  1). 

2.  The  presence  of  linear  dilatations  of  collecting 
tubules,  either  segmentally  or  diffusely,  in  either  one 
or  both  kidneys,  in  which  the  individual  collecting 
tubules  can  be  seen  and  appear  somewhat  tortuous 
and  dilated  (Fig.  2).  This  would  be  classified  as  the 
early  phase  of  medullary  sponge  kidney. 

3.  The  presence  of  obvious  cystic  changes  1 to  5 
mm.  in  size  in  the  collecting  tubules,  either  segmen- 
tally with  one  kidney,  diffusely  in  one  kidney,  or 
bilaterally. 

4.  The  presence  of  cystic  dilatation  associated  with 
irregular  small  calculi,  present  segmentally  or  dif- 
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fusely  (Fig.  3).  This  would  represent  an  advanced 
stage  of  medullary  sponge  kidney. 

In  the  differential  diagnosis  one  must  consider 
tuberculous  nephrocalcinosis,  calyceal  diverticu- 
lum, and  papillary  necrosis.  In  tuberculosis,  the 
presence  of  communicating  abscesses  with  de- 
struction of  the  calyx  usually  provides  ready  differ- 
entiation. In  nephrocalcinosis,  that  is,  hyperpara- 


FIGURE  '1.  Marked  pyramidal  blush  in  top  of  renal 
pyramid  outside  calyx.  This  is  probably  beyond  limits 
of  normal  and  would  be  considered  stage  1 medullary 
sponge  kidney. 
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FIGURE  2 (A)  Linear  delineation  of  collecting  tubules 

by  contrast  media  in  renal  pyramid.  Classic  example  of 
medullary  sponge.  (B)  More  advanced  pattern  of  cystic 
changes  in  collecting  tubules. 


thyroidism,  the  calculi  are  usually  more  diffuse, 
not  limited  to  the  renal  papilla,  and  function  is 
impaired.  In  medullary  sponge,  renal  function 
is  usually  good.  Calyceal  diverticula  do  not  occur 
in  the  papilla  but  usually  in  the  cortical  columns 
adjacent  to  the  papilla.  In  papillary  necrosis, 
there  is  usually  one  central  cavity  in  each  involved 
pyramid  rather  than  the  multiple  tubular  dilata- 
tions seen  in  sponge. 

Treatment  usually  relates  to  the  presence  of 
calculi  or  infection.  The  relationship  of  medullary 
sponge  kidney  to  such  chronic  diseases  as  pyelo- 
nephritis or  hypertension  has  not  been  delineated. 


Summary 

Medullary  sponge  kidney  is  a relatively  common 
disorder,  presumably  of  congenital  origin,  and  may 
be  related  to  cystic  disease  of  the  kidney.  The 
wide  variance  in  the  number  of  cases  reported  de- 
pends on  the  diagnostic  criteria.  The  clinical  im- 
portance of  the  disease  relates  to  the  presence  of 
calculi,  infections,  and  hematuria.  In  many  in- 
stances, the  disease  is  asymptomatic. 
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FIGURE  3.  (A)  Scout  film  showing  small  calculi  in  collecting  tubules  in  medullary  sponge  kidney.  (B)  Urogram  show- 

ing calculi  outlined  by  contrast  medium  in  dilated  collecting  tubules 


Trigeminal  neuralgia  and  diabetes 

On  the  basis  of  preliminary  observations  which 
indicate  the  possibility  of  a relationship  between 
trigeminal  neuralgia  and  diabetes  mellitus,  careful 
evaluation  of  carbohydrate  tolerance  in  all  patients  with 
tic  douloureux  is  suggested  by  A.  J.  Finestone,  M.D., 
M.  Choudhry,  M.D.,  and  H.  A.  Shenkin,  M.D.,  of 
Episcopal  Hospital,  Philadelphia.  The  authors  report 
[J.  M.  Soc.  New  Jersey,  67:  269  (June)  1970]  on  a 
retrospective  study  of  92  patients  with  trigeminal  neural- 
gia. Of  the  92  subjects  taken  from  the  files,  12  were 
definitely  known  to  be  diabetic  and  21  were  suspected 
of  having  diabetes.  Regarding  these  latter  21  patients, 
the  authors  note  that  information  from  the  charts  was 


not  sufficient  for  full  resolution  of  the  problem,  although 
it  appeared  that  some  of  them  may  have  had  frank 
diabetes.  The  authors  add,  however,  that  eliminating 
all  the  suspected  cases  would  still  leave  an  incidence  of 
diagnosed  diabetes  in  the  tic  douloureux  group  higher 
than  would  be  expected  in  the  general  population. 

The  incidence  of  known  diabetes  in  the  sixty-five 
through  seventy-four-year  age  bracket  in  this  study 
group  was  20  per  cent.  According  to  estimates  by  the 
United  States  Public  Health  Service,  there  are  53  cases 
of  diagnosed  diabetes  per  1,000  of  population  in  this 
country,  for  an  incidence  of  5.3  per  cent.  The  authors 
recognize  that  no  relationship  can  be  firmly  established 
on  evidence  offered  by  a series  as  small  as  this.  On 
the  other  hand,  the  relationship  occurs  too  frequently  for 
confident  attribution  to  mere  chance. 
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A series  of  reviews  dealing 
with  research  background  and 
clinical  experience  with  drugs 


Quarterly  Review  of  Drugs 


NEW  DRUGS- 
RECENT  RELEASES 

PAUL  DE  HAEN 

New  York  City 

President,  Paul  de  Haen,  Inc. 

At  the  time  of  this  writing,  October,  1970,  the  FDA 
(Food  and  Drug  Administration)  has  released  14 
new  drugs  for  sale  since  January  1,  1970,  each 
characterized  by  having  a single  chemical  ingredi- 
ent. The  figure  for  the  same  period  last  year  was 
7.  This  discussion  is  concerned  with  7 of  the  drugs 
introduced  in  1970.  The  increased  “productivity” 
by  the  FDA  is  in  itself  an  encouraging  sign,  be- 
cause there  are  many  drugs  on  the  waiting  list. 
But  the  most  interesting  fact  is  that  2 of  these 
drugs  resulted  from  research  carried  out  in  univer- 
sity research  institutes.  One  of  these,  levodopa, 
was  developed  as  part  of  a basic  research  effort 
carried  out  step  by  step  on  a world-wide  basis; 
the  discovery  of  the  other,  lithium  carbonate,  can 
be  attributed  to  the  keen  eye  and  perception  of 
the  Australian  psychiatrist,  John  J.  F.  Cade,  M.D. 

Levodopa 

The  development  of  levodopa  opens  up  an 
entirely  new  approach  to  the  treatment  of  disease 
with  drugs,  because  this  compound  does  not  mere- 
ly relieve  the  symptoms  of  a disorder,  as  do  most 
drugs,  or  kill  bacteria,  as  do  the  antibiotic  agents, 
but  approaches  the  disease  process  via  metabolic 
pathways.  Levodopa,  a precursor  of  dopamine, 
provides  the  brain  of  patients  with  Parkinson’s 
disease  with  the  lacking  dopamine  and  may  be  a 
forerunner  of  other  pathophysiologic  research  in 
other  areas.  To  make  further  progress  in  drug 
therapy  we  must  know  much  more  about  diseases, 
their  origins,  the  aberrations  of  cell  function  that 
they  cause,  and  the  changes  they  prompt  in  normal 
metabolism.  Just  as  currently  great  efforts  are 
being  made  to  learn  more  about  the  metabolism  of 
drugs,  which  is  one  of  the  primary  aims  of  clinical 
pharmacologic  studies,  we  must  know  more  about 


what  molecular  metabolic  processes  within  the 
human  organism  lead  to  disease. 

The  package  insert  of  levodopa-Roche  (Laro- 
dopa)  lists  the  following  indications:  The  drug  is 
useful  in  relieving  many  of  the  symptoms  of  parkin- 
sonism, particularly  rigidity  and  bradykinesia. 
Levodopa  is  frequently  helpful  in  the  management 
of  tremor,  dysphagia,  sialorrhea,  and  postural 
instability  associated  with  Parkinson’s  disease 
and  syndrome. 

These  may  appear  to  be  simple  instructions,  but, 
as  the  investigators  of  levodopa  have  discovered, 
there  are  many  contraindications  that  must  be 
observed,  and  special  precautions  must  be  taken 
in  patients  with  associated  disease  conditions. 
The  dosage  must  be  carefully  titrated  for  each 
patient  whose  success  or  failure  with  the  drug 
should  be  monitored.  Marked  variation  in  indi- 
vidual performance  from  day  to  day  or  within  the 
same  day  must  be  expected. 

Clinical  studies  with  levodopa  were  begun  by 
investigators  in  Vienna  and  Montreal  in  1961, 
but  the  results  remained  inconclusive.  Only 
after  Cotzias,  Van  Woert,  and  Schiffer'  applied 
the  principles  of  enzyme  chemistry  to  therapy  and 
suggested  a gradual  increase  in  the  dose  of  levo- 
dopa to  a rather  high  plateau  did  large-scale 
clinical  investigations  indicate  that  improvement 
obtainable  with  levodopa  surpasses  results  ob- 
served with  other  forms  of  therapy,  drugs,  or 
surgery. 

One  of  the  first  reports  on  the  prolonged  use  of 
levodopa  was  published  by  Cotzias,  Papavasilious, 
and  Gellene^  of  the  Brookhaven  National  Labora- 
tories. Levodopa  was  given  to  11  female  and  17 
male  patients  with  an  average  age  of  50.8  years 
who  had  been  suffering  from  parkinsonism  from 
one  to  thirty  years.  The  following  results  were 
recorded: 

Dramatic  improvement  with  appearance  normal, 
except  for  fixed  skeletal  deformities,  10 

Marked  improvement:  performance  and  appear- 

ance typical  of  disease  for  parts  of  the  day,  10 

Moderate  improvement:  self-sufficient  for  large 
part  of  the  day,  4 
Modest  relief,  4 

Therapeutic  effect  was  maintained  up  to  two 
years.  On  administration  of  a placebo,  symptoms 
reappeared  in  about  one  month  but  were  usually 
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TABLE  1.  Long-term  effect  of  levodopa  on 
cardinal  symptoms 

Symptoms—  - » 

Rigidity  Tremor  Akinesia 
Type  of  (Number  of  (Number  of  (Number  of 


Remission 

Patients) 

Patients) 

Patients) 

Complete 

13 

16 

2 

Marked 

23 

7 

16 

Moderate 

11 

15 

23 

Mild 

4 

7 

10 

None 

3 

8 

3 

Tot  A us 

54 

53 

54 

less  severe  than  the  original  state.  The  average 
daily  dose  of  levodopa  was  5.9  Gm. 

Investigators  from  the  Parkinson’s  Disease  Re- 
search Center  and  Columbia  University  College 
of  Physicians  and  Surgeons  administered  levodopa 
to  18  female  and  42  male  patients  with  an  age  range 
of  forty-four  to  seventy-eight  years. The  maxi- 
mum daily  dose  given  was  8 Gm.  The  long-term 
effect  on  cardinal  symptoms  was  most  encouraging 
(Table  I).  Six  patients  withdrew  from  therapy. 
Abrupt  withdrawal  of  levodopa  resulted  in  gradual 
loss  of  therapeutic  action.  Most  frequently  ob- 
served side-effects  were  gastrointestinal  reactions, 
involuntary  movements,  and  postural  hypotension. 

A comprehensive  study  carried  out  by  McDowell 
et  al.,*  of  Cornell  Medical  College,  indicated  that 
“unless  a patient  has  significant  functional  dis- 
ability, it  is  hardly  worthwhile  for  him  to  assume 
the  daily  necessity  of  taking  a large  amount  of 
medication  or  the  discomfort  from  frequent  nausea 
and  anorexia.”  The  100  patients  in  this  investiga- 
tion, 32  females  and  68  males,  suffered  from  Par- 
kinson’s syndrome.  The  dose  was  individualized 
between  4 and  5 Gm.  daily.  The  following  average 
percentages  in  improvement  in  specific  symptoms 
were  recorded:  seborrhea,  66;  sialorrhea,  66; 

akinesia,  56;  tremor,  55;  blepharospasm,  50; 
speech,  43;  rigidity,  39;  and  postural  instability,  37. 
The  patients  also  received  other  antiparkinsonism 
drugs. 

Fasano  et  al.,^  of  the  University  of  Torino,  Italy, 
found  in  45  patients  with  Parkinson’s  disease  that 
the  maximum  incidence  of  vomiting  occurred  in 
42  per  cent  of  the  patients  in  the  fourth  week  and 
then  gradually  declined.  The  highest  incidence 
of  orthostatic  hypotension  was  observed  in  the 
tenth,  fifteenth,  and  sixteenth  weeks  of  therapy. 
There  was  significant  improvement  in  symptoms 
over  that  obtainable  with  previously  used  methods. 

Mawdsley,®  of  the  University  of  Edinburgh, 
Scotland,  found  in  32  patients  that  levodopa  often 
ameliorates  parkinsonism  for  long  periods  of  time. 
In  a double-blind  crossover  study  with  a placebo 
in  20  patients  there  was  slight  improvement  in 
1,  no  improvement  in  3,  and  marked  deterioration 
after  four  weeks  in  16  patients  who  received  the 
placebo.  Cyclizine  was  prescribed  for  patients 
who  complained  of  nausea. 


Barbeau,’  of  the  University  of  Montreal,  Cana- 
da, one  of  the  pioneers  in  levodopa  research,  wrote 
recently:  “The  beneficial  effects  of  levodopa  do 

not  appear  to  be  modified  or  limited  by  factors  of 
age,  severity  of  the  disease,  or  duration  of  symp- 
toms. However,  the  most  severely  affected  pa- 
tients, because  of  other  factors  such  as  arterioscle- 
rosis, liver  or  kidney  dysfunction,  have  the  highest 
incidence  of  severe  complications.” 

Since  the  dose  of  levodopa  is  high,  4 to  5 Gm. 
daily,  attempts  are  being  made  to  find  potentiators 
of  this  drug  which  would  permit  reduction  in  doses. 
These  studies  are  still  in  the  early  stages.  Among 
the  drugs  used  is  amantadine  hydrochloride,  a 
preparation  prescribed  for  the  prevention  of  Asian 
influenza.  Attempts  to  potentiate  the  effect  of 
levodopa  will  no  doubt  be  continued,  as  well  as 
the  development  of  dopamine  analogues  which 
may  stimulate  the  receptors  more  directly  and 
reduce  the  incidence  of  side-effects.  Because 
levodopa  has  to  be  used  for  long  periods  of  time, 
the  FDA  has  asked  the  two  suppliers  of  levodopa, 
Roche  Laboratories  and  Eaton  Laboratories,  to 
continue  to  support  long-term  clinical  observations 
with  this  drug.® 

Lithium 

Lithium  salts  have  had  a checkered  career. 
About  the  middle  of  the  nineteenth  century 
lithium  salts  were  prescribed  for  gout,  rheumatism, 
and  kidney  stones  because  of  their  ability  to  com- 
bine with  uric  acid  in  a soluble  form.  However, 
the  dose  required  was  so  high  that  it  became 
toxic.  European  spas  recommended  the  water 
of  their  mineral  springs  for  mental  diseases  be- 
cause of  their  lithium  content.  The  bromide  salt 
was  recommended  for  the  treatment  of  epilepsy, 
and  in  the  late  forties  lithium  was  offered  as  a 
salt  substitute  for  cardiac  patients  on  a low- 
sodium  diet.  This  use  had  to  be  discontinued, 
since  lithium  is  specifically  contraindicated  in 
patients  with  either  cardiovascular  or  renal 
disease. 

The  value  of  lithium  in  the  treatment  of  manic 
patients  was  discovered  by  Cade,^  an  Australian 
psychiatrist.  Since  September,  1964,  I have 
recorded  some  85  clinical  reports  on  the  use  of 
lithium  carbonate  in  manic-depressive  disorders. 
The  percentage  of  effecti'^eness  is  quite  high. 
Some  authors  claim  that  this  drug  can  be  used 
in  the  prophylaxis  of  mania.  The  specific  bio- 
chemical mechanism  of  lithium  action  in  mania 
is  still  unknown.  But  preclinical  studies  have 
shown  that  lithium  alters  sodium  transport  in 
nerve  and  muscle  cells  and  effects  a shift  toward 
intraneuronal  metabolism  of  catecholamines. 
Patients  in  acute  mania  may  need  high  doses  of 
lithium  carbonate*  which  should  be  reduced  when 
the  acute  attack  subsides. 

’Lithium  carbonate  is  supplied  by  three  manufacturers: 
Smith  Kline  and  French  as  Eskalith,  J.  B.  Roerig,  Division  of 
Pfizer,  as  Lithane;  and  Rowell  as  Lithonate 
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Ketamine 


In  the  past  injectable  drugs  producing  general 
anesthesia  have  consisted  primarily  of  those 
represented  by  short-acting  barbiturates.  These 
were  used  for  surgical  procedures  of  short  and 
medium  duration  and  for  the  induction  of  general 
anesthesia  by  inhalation  drugs.  In  ketamine 
hydrochloride  Parke,  Davis  and  Company  has 
offered  an  entirely  new  chemical  agent  with 
promising  action.  Ketamine  has  been  studied 
extensively  in  Europe  and  in  this  country.  The 
drug  appears  to  be  best  suited  for  diagnostic  and 
surgical  procedures  of  short  duration.  With 
additional  doses,  anesthesia  can  however  be 
prolonged  for  periods  of  six  hours  or  longer. 
Ketamine  may  also  be  used  for  induction  of 
anesthesia  with  other  general  anesthetic  agents. 

Clinical  investigations  with  ketamine  suggest 
its  usefulness  in  the  following  surgical  procedures: 
general  surgery  (burns,  painful  dressing,  sigmoidos- 
copy); cardiology  (catheterization,  angiocardiog- 
raphy); gynecology;  ophthalmology;  oral  surgery; 
and  urology.  More  data  have  yet  to  be  collected 
to  recommend  the  use  of  ketamine  in  obstetrics. 

Corssen,  Miyasaka,  and  Domino,  of  the  Univer- 
sity Medical  Center,  Ann  Arbor,  Michigan,  de- 
scribe the  use  of  ketamine  in  1,508  surgical  pro- 
cedures in  patients  with  an  age  range  of  five 
days  to  eighty-six  years;  1,291  were  hospital  pa- 
tients and  217  were  outpatients.  The  drug  was 
adequate  as  a sole  anesthetic  agent  in  1,333  proce- 
dures. Multiple  injections,  2 to  18,  were  used  1,032 
times.  In  these  instances  recovery  was  often  mark- 
edly prolonged,  especially  when  the  drug  was  given 
intramuscularly. 

With  the  intravenous  injection,  anesthesia  can 
be  expected  to  be  complete  at  the  end  of  the 
injection,  lasting  about  six  to  ten  minutes.  Intra- 
muscular injections  produce  anesthesia  in  two 
to  three  minutes  after  injection,  lasting  twenty  to 
forty  minutes.  There  was  inadequate  ventilatory 
exchange  in  93  patients  during  anesthesia  and 
in  14  after  anesthesia.  Circulatory  changes  and 
increase  in  pulse  rate  and  blood  pressure  occurred 
in  213  instances.  Vivid  dreaming  and  delirium 
were  observed  in  111  instances  during  the  recovery 
period.  Ketamine  is  supplied  by  Parke,  Davis 
and  Company  as  Ketalar  and  by  Bristol  Labora- 
tories as  Ketaject. 

Corticosteroids 

Flumethasone  pivalate  (Locorten),  developed  by 
Ciba  in  Switzerland,  is  a double-fluorinated 
corticosteroid  formulated  for  topical  administra- 
tion in  the  form  of  water-soluble  cream.  The  drug 
is  effective  in  the  low  dosage  of  0.03  per  cent.  The 
anti-inflammatory,  antipruritic,  and  vasoconstric- 
tive action  of  flumethasone  pivalate  has  proved 
useful  in  such  common  conditions  as  contact 
dermatitis,  atopic  dermatitis,  neurodermatitis. 


TABLE  II.  Results  of  treatment  with 
flumethasone  pivalate*^ 

Effects  (Number) 
Consid- 
erable 
Im- 

Heal-  prove- 


Condition  Treated 

ing 

ment 

None 

Generalized  pruritus  and  drug 
examination 

15 

16* 

4 

Eczematous  eruptions  and 
Besnier’s  prurigo 

40 

41 

11 

Bullous  and  other  skin 
disorders 

18 

30 

5 

Totals 

73 

87 

20 

* In  particular,  icteric  and  uremic  pruritus. 


and  psoriasis.  When  infection  is  present,  an  ap- 
propriate antifungal  or  antibacterial  agent  should 
be  prescribed  concomitantly.  The  drug  is  con- 
traindicated in  conditons  associated  with  vaccinia 
and  varicella  infections. 

Mann  et  of  the  General  Practitioners 

Group,  Wellington,  Salop,  England,  reported  that 
of  115  patients  suffering  from  dermatologic  con- 
ditions occurring  in  general  practice,  84  were 
cured  or  much  improved  and  18  improved;  in  8 
patients  the  condition  got  worse.  Similar  results 
were  obtained  by  Grater  and  Grover^^  in  a double- 
blind study  in  comparison  with  three  other  steroids. 
Of  59  patients  with  atopic  or  contact  dermatitis 
satisfactory  healing  was  obtained  in  53. 

Szekeres,^^  of  the  University  of  Szeged,  Hungary, 
compared  the  effect  of  flumethasone  pivalate  with 
two  corticosteroids  in  50  normal  subjects  in  whom 
localized  skin  inflammation  had  been  induced 
artificially.  Inhibition  of  functional  activity  and 
the  number  and  motility  of  macrophages  were 
most  pronounced  after  flumethasone  pivalate. 
Most  encouraging  effects,  especially  in  view  of 
the  severity  of  the  condition  treated,  were  reported 
by  Sobye^"*  of  Aalborg,  Denmark  (Table  II). 
Occasional  irritation  of  the  skin  and  drying  of  the 
skin  may  be  experienced  by  some  patients.  These 
are  more  likely  to  occur  with  occlusive  dressings. 

The  ophthalmologist  has  made  good  use  of  the 
topical  anti-inflammatory  and  antiallergic  activity 
of  steroids  in  the  treatment  of  a variety  of  diseases 
of  the  eye.  The  latest  addition  to  this  group  of 
drugs  is  medrysone  (HMS,  Allergan)  which  is  re- 
lated structurally  more  to  progesterone  than  to 
other  available  corticosteroids.  The  primary 
indications  for  medrysone  are  allergic  conjunc- 
tivitis, vernal  conjunctivitis,  episcleritis,  and 
epinephrine  sensitivity. 

Investigators  at  The  Upjohn  Company  and  the 
Fitzgerald  Mercy  Hospital,  Darby,  Pennsylvania, 
tested  medrysone  for  its  ocular  tolerance.  The 
drug  was  instilled  in  one  eye  and  a placebo  solution 
in  the  other  eye.  Intraocular  pressure,  fundus,  or 
external  eye  findings  were  unaffected  by  any  regi- 
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TABLE  III.  Medrysone  in  inflammatory  diseases  of  the  eye'* 


Diagnoses 

Number  of 
Kpisodes 

Excellent 

Cood 

Results 

Fair 

None 

Worse 

Iritis  with  glaucoma 

6 

3 

3 

(llaucoma  with  drug  sensitivity 

6 

3 

2 

1 

(ilaucoma,  steroid-induced 

5 

1 

2 

2 

Heri)etic  ulcer  and  keratitis 

7 

4 

2 

1 

Limhic  keratitis 

8 

5 

3 

Keratitis,  other 

9 

4 

3 

2 

Conjunctivitis,  allergic 

15 

6 

7 

1 

1 

Conjunctivitis,  nons))ecific 

9 

4 

1 

2 

2 

Totals 

65 

26 

24 

6 

6 

3 

men.  Local  side-effects,  such  as  redness  and 
soreness,  were  minimal  and  of  short  duration. 
There  were  no  systemic  adverse  effects.  Bedros- 
sian  and  Eriksen"^  reported  on  the  use  of  medry- 
sone in  62  patients  suffering  from  a variety  of 
inflammatory  diseases  of  the  eye  (Table  III). 
There  was  increased  irritation  and  stinging  in  the 
eyes  of  1 patient,  and  another  patient  had  a yellow- 
ish discharge.  The  authors  concluded  that  medry- 
sone is  a valuable  addition  to  ocular  therapeutics 
because  it  does  not  increase  intraocular  pressure 
or  reactivate  herpetic  ulcers. 

Hypnotic  agents 

Very  few  new  nonbarbiturate  hypnotic  agents 
have  found  the  physician’s  favor  in  recent  years. 
The  last  two  were  glutethimide,  introduced  in  1955, 
and  methaqualone  which  became  available  in  1965. 
Roche  Laboratories  has  been  a pioneer  in  tbe 
development  of  benzodiazepine  tranquilizers. 
This  laboratory  found  that  one  derivative,  flu- 
razepam  hydrochloride  (Dalmane)  is  effective  in 
the  low  dose  of  15  and  30  mg.  to  overcome  sleepless- 
ness, frequent  nocturnal  awakenings,  and/or  early 
morning  awakening.  The  15-mg.  dose  is  suggested 
for  older  or  debilitated  patients. 

In  a comparison  with  chloral  hydrate  and 
glutethimide  in  47  patients  with  an  age  range  of 
twenty-six  to  eighty-two  years,  Jick^’  came  to  the 
conclusion  that  flurazepam  “would  appear  to  be 
a potentially  worthwhile  addition  to  those  drugs 
used  to  treat  insomnia.”  Thirteen  of  15  patients 
preferred  flurazepam  in  comparison  with  chloral 
hydrate;  17  of  32  were  more  pleased  with  flur- 
azepam than  with  glutethimide;  4 preferred  the 
latter,  and  in  11  there  was  no  preference.  In  the 
total  study  of  69  patients,  1 complained  about 
being  drowsy,  2 indicated  a headache,  and  14 
claimed  to  have  a hangover.  Drowsiness  and 
a “hangover”  are  part  of  the  pharmacologic  action 
of  a hypnotic  agent  and  are  not  easily  defined  as 
side-effects,  because  they  depend  so  much  on  the 
individual’s  reaction  which  is  difficult  to  ascertain. 

Chemotherapy  of  cancer 

Progress  in  the  chemotherapy  of  cancer  is  only 
gradual,  and  much  remains  to  be  done.  There  are 
many  forms  of  carcinoma,  each  requiring  some 


specific  agent  to  which  it  will  respond.  Since  1950, 
28  drugs  have  been  developed,  offering  partial 
and  sometimes  complete  remission  to  tbe  suffering 
patient.  We  must  be  content  that  there  never  will 
be  one  “wonder  drug”  for  tbe  treatment  of  cancer, 
which  the  public  at  large  is  sometimes  led  to  be- 
lieve. Piacb  form  of  cancer  represents  a special 
challenge,  and  many  are  the  agents  that  have  to 
be  discovered,  tested,  and  found  suitable.  Thus 
far  several  hundred  thousand  compounds  have 
been  screened  by  the  National  Cancer  Institute, 
and  few  have  been  found  worthy  of  broader 
investigation. 

One  of  the  main  handicaps  in  the  development 
of  anticancer  drugs  is  their  inherent  toxicity  which 
must  be  carefully  monitored,  so  that  the  patient 
will  not  be  exposed  to  new  forms  of  disorders  more 
dangerous  than  his  original  affliction.  To  suc- 
ceed in  keeping  the  balance  between  desirable 
therapeutic  effect  and  drug  toxicity  is  the  aim 
of  all  future  research  in  this  so  complex  area  of 
medicine. 

The  latest  addition  to  the  antineoplastic  agents 
is  mithramycin  (Mithracin),  synthesized  by  Pfizer 
Research  Laboratories  and  developed  clinically  in 
cooperation  with  the  National  Cancer  Institute. 
Mithramycin  is  an  antibiotic  agent  derived  from 
a soil  organism  of  the  Streptomyces  genus  and  is 
indicated  for  the  treatment  of  carefully  selected 
hospital  patients  with  malignant  tumors  of  the 
testis  in  whom  successful  treatment  by  surgery 
and/or  radiation  is  impossible. 

The  prediction  made  by  Koons,  Sensenbrenner, 
and  Owens,  of  the  Johns  Hopkins  University 
School  of  Medicine,  has  now  come  true,  namely, 
that  mithramycin  “has  several  unusual  chemical 
and  biological  features  not  shared  by  other  classes 
of  commonly  employed  antitumor  drugs  which 
recommend  it  to  further  study.”  Mithramycin 
must  be  used  while  the  patient  is  under  close 
supervision,  since  the  most  important  form  of 
toxicity  associated  with  this  drug  consists  of  a 
bleeding  syndrome  which  usually  begins  with  an 
episode  of  epistaxis.  There  are  a number  of  other 
precautions  that  must  be  taken  to  guard  the  pa- 
tient against  possible  harmful  effects  and  to  assure 
full  exploitation  of  the  antineoplastic  action  of  the 
drug. 
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CORRECTION 

The  Special  Article  entitled  “Alcohol;  Man  and  Science,”  by  Marvin  A.  Block, 
M.D.,  that  appeared  in  the  November  1,  1970,  issue  of  the  Journal,  pages  2732- 
2740,  was  reprinted  from  Report  on  Alcohol,  March  1,  1970,  published  by  the 
American  Business  Men’s  Research  Foundation,  Elmhurst,  Illinois. 
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Since  bishydroxycoumarin  (Dicumarol)  was 
first  released  for  general  use  in  1942,  other  com- 
pounds with  similar  anticoagulant  properties  have 
been  introduced.  These  drugs  have  been  used 
by  a very  large  number  of  patients.  It  is  estimated 
that  over  one  million  persons  are  now  receiving 
anticoagulants.^  Hemorrhagic  complications  asso- 
ciated with  the  use  of  coumarin  anticoagulants 
such  as  bishydroxycoumarin  and  sodium  warfarin 
(Coumadin)  are  well  documented.  The  problem 
of  tissue  necrosis  associated  with  this  form  of 
anticoagulant  therapy,  however,  has  rarely  been 
documented  in  the  American  literature.  This  re- 
port presents  an  unusual  case  of  necrosis  of  the 
breast  following  warfarin  therapy  and  reviews  the 
pertinent  literature. 

Case  report 

A sixty-three-year-old  housewife  was  admitted 
to  the  Albany  Medical  Center  Hospital  on  Novem- 
ber 17,  1967,  with  signs  and  symptoms  of  necrosis 
of  the  right  breast  and  thrombophlebitis  of  the 
right  leg  and  calf.  On  October  26,  1967,  the  pa- 
tient was  admitted  to  her  community  hospital 
with  a three-week  history  of  soreness  of  the  left 
thigh  and  swelling  of  the  left  calf.  On  admission. 


the  left  leg  and  thigh  were  noted  to  be  enlarged. 
At  this  time  the  breasts  were  examined  and  were 
normal.  The  remainder  of  the  physical  findings 
were  within  normal  limits.  The  patient 
weighed  212  pounds.  She  was  started  on  inter- 
mittent, intravenous  heparin  therapy,  12,500  units 
every  six  hours.  Intravenous  heparin  was  contin- 
ued for  nine  days,  and  the  dosage  slowly  reduced 
before  the  drug  was  discontinued.  The  extremities 
were  elevated,  and  warm  packs  were  applied.  On 
November  1,  1967,  sodium  warfarin,  10  mg.  by 
mouth,  was  given  followed  by  daily  doses  of  15, 
12,  and  10  mg.  The  prothrombin  time,  which  was 
determined  daily,  was  17  seconds  with  the  control 
of  13  seconds  on  November  1,  1967.  Five  days 
later,  soreness  was  noted  in  the  right  breast 
which  rapidly  progressed  within  twenty-four  hours 
to  overt  gangrene.  At  this  time  the  prothrombin 
time  was  23  seconds  with  a control  of  14  seconds, 
and  warfarin  was  discontinued.  At  no  time  was 
the  prothrombin  time  found  to  be  above  the  usual 
therapeutic  range.  She  was  given  one  blood  trans- 
fusion on  November  16,  1967,  because  of  a fall  in 
the  hematocrit  which  was  attributed  to  the  pres- 
ence of  blood  in  the  breast.  On  November  17, 
1967,  swelling  and  tenderness  of  the  right  foot  and 
calf  were  noted,  and  on  November  19,  1967,  the  pa- 
tient was  transferred  to  the  Albany  Medical  Cen- 
ter Hospital. 

On  admission,  her  blood  pressure  was  110/60, 
pulse  80,  respirations  18,  and  temperature  98.6  F. 
She  was  an  obese,  pale  female  in  no  acute  distress. 
The  chest  was  clear  to  percussion  and  ausculta- 
tion. The  left  breast  was  without  masses  or  ten- 
derness. The  entire  right  breast  was  enlarged 
and  gangrenous  with  multiple  areas  of  ulceration 
at  the  junction  of  the  normal  skin  and  gangrenous 
breast  tissue  (Fig.  1).  The  heart  sounds  were 
normal.  The  abdomen  was  obese,  soft,  and  with- 
out masses  or  splenomegaly.  Swelling  was  noted 
in  the  right  lower  extremity  with  tenderness  of  the 
calf  and  thigh.  The  dorsalis  pedis  and  posterior 
tibial  pulses  were  present  bilaterally.  The  neuro- 
logic examination  findings  were  within  normal 
limits.  The  initial  laboratory  work-up  showed 
a hematocrit  of  36,  hemoglobin  10.6  Gm.  per  100 
ml.,  and  white  blood  count  9,200  per  cubic  mil- 
limeter. Prothrombin  time  was  14.5  seconds  with 
a control  of  13  seconds.  Platelet  count  was  439,000 
per  cubic  millimeter  by  the  indirect  method. 
Silicone  clotting  time,  clot  retraction,  plasma 
recalcification  time,  prothrombin  consumption 
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FIGURE  1.  Gangrene  of  right  breast  following  couma- 
rin  therapy. 


time,  partial  thromboplastin  time,  fibrinogen, 
and  euglobulin  clot  lysis  were  normal.  On  Novem- 
ber 20,  1967,  a phlebogram  of  both  lower  extremi- 
ties showed  bilateral  occlusion  of  the  deep  calf 
veins.  A pulmonary  scan  the  same  day  showed  a 
filling  defect  in  the  upper  lobe  of  the  right  lung 
(Fig.  2).  On  November  21,  1967,  an  abdominal 
operation  was  performed  to  apply  a 3-mm.  Moretz 
clip  to  the  inferior  vena  cava  just  below  the  renal 
veins  and  to  ligate  the  left  ovarian  vein.  Explora- 
tion at  this  time  failed  to  disclose  any  pathologic 
condition  with  the  exception  of  a solitary  calculus 
of  the  gallbladder.  Following  closure  of  the  ab- 
domen, a right  simple  mastectomy  was  performed 
taking  a wide  margin  around  the  area  of  gangrene. 
Split-thickness  skin  grafts  from  the  left  thigh 
were  used  to  close  the  skin  defect.  A biopsy  of  the 
omentum  was  also  taken  and  found  to  be  negative 
at  subsequent  pathologic  examinations.  Patho- 
logic examination  of  the  surgical  specimen  (right 
breast)  showed  extensive  areas  of  necrosis,  hemor- 
rhage, and  venous  thrombosis.  There  was  no  evi- 
dence of  arterial  vasculitis  utilizing  periodic  acid- 
Schiff  (PAS)  or  Verhoeff-Van  Gieson  stains  (Fig. 
3).  The  postoperative  course  was  relatively  un- 
eventful. During  the  hospital  course,  the  findings 
of  three  venous  blood  lupus  erythematosus  prep- 
arations were  negative.  The  result  of  a rheumatoid 


arthritis  test  was  negative,  and  serum  electro- 
phoresis was  normal.  Three  weeks  following 
operation,  the  patient  was  discharged  with  the 
wound  well  healed.  There  is  now  no  evidence  of 
edema  of  the  extremities,  but  the  patient  has  con- 
tinued to  use  elastic  stockings  and  has  resumed  her 
normal  activities  as  a housewife. 

Comment 

The  hemorrhagic  complications  of  the  coumarin 
drugs  are  well  known.  This  subject  was  reviewed 
extensively  by  Kligensmith  in  1967.*  The  presence 
of  venous  thrombosis,  vasculitis,  and  soft-tissue 
necrosis,  especially  of  the  breast,  are  rarely  report- 
ed side-effects  of  the  coumarins.  Koch-Weser,^ 
in  a recent  editorial,  noted  that  coumarin  necrosis 
has  received  little  attention  in  the  English  liter- 
ature. 

Flood  et  al.^  reported  the  first  case  of  breast 
necrosis  in  1943.  Verhagen  (1954),^  Jordal  (1956),^ 
and  Kipen  (1961)**  all  added  additional  cases  to  the 
English  literature.  In  1966  Nudelman  and  Kemp- 
son’  emphasized  this  peculiar  entity  and  reported 
3 cases  of  breast  necrosis  accompanied  by  venous 
thrombosis  and  acute  inflammation  of  the  walls 
of  small-  and  medium-size  arteries. 

Coumarin  necrosis  usually  appears  between  the 
third  and  tenth  day  of  therapy,  with  92  per  cent 
of  the  afflicted  being  women.  Venous  thrombosis 
is  the  common  indication  for  the  institution  of 
coumarin  therapy.  The  lesion  appears  suddenly 
in  an  unpredictable  site,  with  a predilection  for  an 
area  with  abundant  subcutaneous  fat  such  as  the 
breast,  thigh,  buttock,  or  abdomen.  The  pro- 
thrombin levels  at  the  time  of  appearance  of  the 
lesion  are  usually  within  the  usual  therapeutic 
range. 

The  cause  of  coumarin  necrosis  remains  an  enig- 
ma. Four  theories  have  been  advanced  to  account 
for  the  entity: 

1.  The  necrosis  may  be  a manifestation  of 
generalized  thrombosis  or  thrombophlebitis.  It 
is  rare,  however,  for  this  lesion  to  appear  with 
heparin  therapy  or  in  untreated  patients. 

2.  The  basic  cause  may  be  related  to  excessive 
anticoagulation  with  hypoprothrombinemia  and 
bleeding  with  necrosis.  Rarely,  however,  have 
prothrombin  times  been  excessive,  and  very  few 
patients  have  had  other  bleeding  manifestations. 

3.  Evidence  is  lacking  for  a hypersensitivity 
vasculitis  including  the  absence  of  the  typical  his- 
tologic picture  of  associated  allergic  manifesta- 
tions. 

4.  A direct  toxic  effect  of  coumarin  compounds 
on  the  vessel  wall  is  possible.  This  would  seem 
unlikely  since  continued  coumarin  therapy  appar- 
ently does  not  influence  the  course  of  the  lesion 
nor  does  it  cause  new  lesions. 

Our  lack  of  knowledge  concerning  the  patho- 
genesis of  coumarin  necrosis  renders  treatment 
and  prevention  of  this  complication  totally  in- 
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FIGURE  2.  Pulmonary  scan  showing  filling  defect  in 
right  upper  lobe. 


adequate  at  this  time.  Koch-Weser-  has  advocated 
immediate  cessation  of  the  drug  and  the  use  of 
heparin  if  anticoagulation  is  still  necessary.  Pre- 
vious experience  would  seem  to  indicate  that  nei- 
ther vitamin  K nor  steroids  alter  or  prevent  the 
lesion.  Further  work  is  therefore  indicated,  on 
both  a clinical  and  experimental  level,  to  ascertain 
the  true  etiology  of  coumarin  necrosis.  Certainly, 
attention  must  be  invited  to  the  occurrence  of  this 
strange  and  serious  complication  of  such  a com- 
monly used  therapeutic  agent. 


FIGURE  3 Histologic  section  showing  organizing  ve- 
nous thrombosis  in  tissue  of  right  breast 


Summary 

A patient  with  gangrene  of  the  breast  following 
coumarin  therapy  has  been  presented,  and  the 
pertinent  literature  reviewed. 
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Daily  we  hear  about  the  fantastic  achievements 
of  our  colleagues  in  the  realm  of  transplantation. 
The  most  dramatic  forays  in  this  field  undoubtedly 
involve  replacement  of  the  heart.  I am  sure  the 
subject  of  the  practitioner’s  role  in  facilitating  this 
work  is  of  considerable  pertinence.  He  must  per- 
force be  part  of  the  system,  participating  in  it  and 
making  judgments  which  will  bring  the  benefits 
of  this  realm  of  immunology,  cardiology,  and  sur- 
gery expeditiously  to  the  patient. 

The  role  of  the  attending  physician  is  vital.  His 
judgment  and  participation  in  the  clinical  sphere, 
in  decisions  on  which  the  patient  and  his  family 
must  agree,  are  of  the  utmost  importance.  An 
understanding  of  the  complex  factors  that  precede 
a decision  for  transplantation  and  a well-informed 
capacity  for  judgment  must  be  considered  our  obli- 
gations in  the  future.  This  is  particularly  true  in 
relation  to  the  potential  donors  within  an  estab- 
lished protocol  for  transplantation. 

There  are  many  facets  to  be  considered  in  effect- 
ing a well-disciplined  system  in  the  New  York  area, 
indeed  in  any  area.  We  cannot  afford  to  perpetu- 
ate the  naive  attitude  which  compels  us  to  seek  a 
“first”  in  anything  other  than  a team  effort  In 
other  words,  a desire  to  perform  a technically  feasi- 
ble bit  of  surgical  skill  before  another  group  should 
not  compromise  judgment;  the  decision  as  to  suit- 
ability of  donor  or  recipient  lies  dominantly  with 
the  immunologist.  The  competitive  approach  can 
only  serve  to  the  detriment  of  the  patient,  and  in 
the  case  of  cardiac  transplantation  the  outcome 
may  he  fatal. 

How  should  we  approach  the  problem?  In  this 
article  I shall  make  a few  observations  and  sugges- 

I'resented  to  the  New  York  State  Heart  Assembly,  May,  1969, 
at  Buffalo,  New  York. 


tions.  These  are  offered  in  the  light  of  my  experi- 
ence and  knowledge  of  the  Regional  Medical  Pro- 
gram for  Western  New  York. 

The  technical  expertise  for  performing  heart 
transplants  exists  in  more  than  one  institution  in 
Western  New  York.  Experienced  men  who  are 
enthusiastic  about  the  possibility  of  doing  trans- 
plants are  dispersed  throughout  several  areas. 
Where  manpower  is  such  a vital  factor,  indeed  at 
a premium,  I believe  we  should  devise  a consortium 
of  these  well-trained  men  at  one  center,  agreed  on 
by  all,  at  which  all  the  work  should  be  done.  I 
realize  that  this  view  will  not  be  shared  by  all. 
Having  mentioned  this  to  one  of  my  colleagues, 
it  was  termed  by  him  “an  incitement  to  riot.”  The 
concept  of  a transplantation  institute,  per  se, 
which  combines  service  and  research  is  not  unten- 
able. These  two  can  continue  without  artificial 
separation  into  categories.  But  it  is  vital  that  dup- 
lication in  this  sphere  be  obviated  and  a system  be 
considered  before  and  not  after  the  first  heart 
transplant. 

What  have  we  to  consider  in  any  plan?  The  fol- 
lowing factors  are  essential:  (1)  the  donors;  (2)  the 
recipients;  (3)  the  immunology  service;  (4)  the 
blood  service;  (5)  the  transplantation  center  to  be 
developed  (if  any);  and  (6)  the  cost — not  the  least 
important. 

A seventh  point  must  also  be  considered:  pre- 
vention. Are  we  in  any  way  evolving  these  services 
to  the  detriment  of  prevention?  Have  we,  in  re- 
lationship to  funds  that  are  available,  the  right 
perspective  on  the  problem?  Have  we,  ethically 
and  morally,  given  the  correct  stress  to  the  over- 
all problem?  The  matter  of  transplantation,  how- 
ever dramatic,  especially  in  relation  to  the  heart, 
tends  to  get  out  of  perspective.  The  drama  of 
spectacularly  curing  something  which  should  never 
have  been  allowed  to  happen  does  tend  to  over- 
shadow, indeed  completely  obliterate,  the  urgency 
of  the  less  dramatic  causative  agent. 

Rheumatic  fever  still  exists  in  Western  New 
York;  this  disease,  and  congenital  defects,  which 
predetermine  the  problems  for  which  transplanta- 
tion (or  indeed  any  cardiac  surgery)  is  required 
should  be  tackled  with  the  aggression  they  merit. 
K we  are  to  look  for  financial  support  in  the  sphere 
of  cardiac  or  any  other  form  of  transplantation, 
then  we  must  do  so  as  a composite  attack  on  the 
congenital  and  acquired  problems.  Many  of  our 
patients  would  not  demand  transplantations  had 
the  root  cause  for  their  deterioration  been  tackled. 
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Donor  group 

Let  me  consider  the  first  of  the  categories  within 
the  system  I have  mentioned,  namely,  the  donor 
group.  I put  this  first  because  the  recipient  group 
as  such  is  well  defined.  Transplant  recipients 
are  usually  confined  in  one  of  our  hospitals  and  un- 
doubtedly have  had  their  immunologic  portraits 
well  detailed.  They  await  donors  with  compatible 
templates.  The  donors,  however,  are  a more  com- 
plex problem,  and  we  commonly  have  less  time  for 
preparation;  often  they  are  miles  removed  from  the 
site  of  the  potential  recipient.  The  comparative 
urgency  in  heart  transplantation  has  resulted  in 
surgery  first  and  typing  afterwards.  This  is  ac- 
knowledged to  be  the  wrong  sequence  of  events. 

The  larger  the  donor  panel  the  greater  the  likeli- 
hood of  a perfect  match.  Indeed,  it  might  be  said 
that  a surplus  should  be  devised;  recipients  in  no 
sense  are  expendable  whereas  organs  may  be. 

In  our  attempt  to  develop  a panel  of  ideal  donors, 
or  most  suitably  matched  donors,  we  are  depend- 
ent on  a large  area  as  catchment  for  these  people. 
Within  such  a large  area  it  is  important  that  the 
physicians  of  the  entire  region  understand  the 
system  to  be  established.  I would  not  like  it  mis- 
takenly assumed  at  this  point  that  the  system  is 
in  any  way  defined.  My  purpose  in  bringing  this 
point  to  your  attention  is,  the  larger  the  donor 
panel  the  more  likelihood  of  better  service  to  the 
patients  in  need.  Good  logistic  planning  must 
precede  transplantation  service.  In  other  words, 
I feel  that  the  basis  of  a good  transplantation  center 
is  the  donor  reservoir,  unpredictable  as  it  is.  This 
in  turn  must  have  speedy  access  to  a central  immu- 
nology service,  a service  which  I have  suggested 
must  be  clinically  oriented  but  not  divorced  from 
research. 

In  studying  the  system  and  bringing  it  effective- 
ly into  being  we  should  decide,  for  example  in  the 
Western  New  York  area,  on  a uniform,  familiar 
procedure  to  transport  the  donor  organ  to  the  re- 
cipient. The  experience  of  others  in  this  realm 
should  not  be  ignored.  We  have  the  capacity  with- 
in the  Regional  Medical  Program  to  bring  about 
a cooperative  venture  which  will  facilitate  this 
transportation. 

The  system  and  its  application,  dependent  as  it 
is  on  the  expertise  of  the  immunologists,  cannot 
function  unless  those  engaged  in  medical  practice 
throughout  the  area  understand  how  they  can 
participate.  The  regional  physician  must  know 
how  his  sudden-accident  patient,  close  to  death  or 
just  deceased,  can  be  put  into  the  well-planned 
mechanism  for  matching  the  organs  available  to 
the  ideal  recipients.  It  is  my  personal  view  that 
the  two  most  important  components  of  a heart 
transplantation  center  are  the  immunology  service, 
on  which  we  are  absolutely  dependent  as  surgeons, 
and  the  donor  panel,  without  which  nobody  can 
receive  an  organ.  The  development  of  organ  banks 


remains  in  an  early  stage,  but  eventually  these  may 
replace  the  “fresh”  donors  needed  at  the  present 
time. 

I am  confident  that  the  surgeons  in  Western  New 
York  are  available  and  qualified  to  perform  trans- 
plantations of  heart,  kidney,  liver,  lung,  or  pan- 
creas. This  would  seem  to  me  no  problem.  How- 
ever, in  developing  the  system  that  I have  outlined, 
the  donors  must  number  as  many  as  possible,  and 
the  immunology  service  must  be  well  recognized 
as  a center  that  functions  twenty-four  hours  per 
day.  There  is  no  reason  to  differentiate  one  day 
from  another,  and  the  traditional  concept  of  a 
week,  indeed  of  days,  might  well  need  drastic  read- 
justment. Our  patients  must  be  protected  by 
high-quality  tissue  matching  done  at  the  earliest 
possible  moment,  without  dangerous  slack  periods 
occurring  on  Saturdays,  Sundays,  and  at  night. 

It  is  not  my  purpose  here  to  discuss  the  problems 
within  an  immunology  service,  nor  do  I feel  compe- 
tent to  do  so.  Basically,  however,  I think  all  must 
realize  that  the  demonstration  of  the  immune 
mechanisms,  the  difficulty  with  various  sera,  and 
the  gradual  improvement  of  the  technics  in  speed 
and  accuracy  are  growing  apace,  and  that  fragmen- 
tation in  this  sphere  alone  would  undoubtedly  be 
to  the  detriment  of  all.  And  I speak  consciously 
and  specifically  about  the  patient  here.  We  cer- 
tainly need  the  enthusiasm  present  in  departments 
that  may  be  fragmented,  but  in  this  most  impor- 
tant concept  it  is  vital  to  have  one  department  in 
one  catchment  area. 

The  construction  of  the  donor  panel  is  impor- 
tant; it  can  only  be  constructed  with  the  approval 
of  the  majority  of  physicians  in  the  region.  The 
latter  can  only  approve  something  which  is  under- 
standable. The  system  must  be  clearly  explained, 
with  the  logistics,  the  time  intervals,  the  ethical 
considerations,  the  transportation,  and  other  prob- 
lems well  defined.  It  would  seem  possible  that  in 
each  of  the  major  hospitals,  certainly  in  those  with 
a large  load  of  traffic  accidents  and  neurosurgical 
cases,  the  responsibility  should  lie  with  one  mem- 
ber of  the  staff  who  seeks  the  judgment  of  the  at- 
tending physician,  or  vice  versa,  when  one  patient 
is  a possible  donor,  so  that  the  earliest  feasible  no- 
tification of  his  pending  contribution  to  another 
can  be  made.  Undoubtedly,  this  macabre  ap- 
proach needs  good  public  relations.  The  thought 
of  our  colleagues  hovering  around  the  bedside  of 
the  moribund  patient  like  vultures  is  no  image  to 
give  to  the  general  public,  nor  is  it,  indeed,  an 
image  that  would  in  any  way  be  merited.  We  have 
to  remember  that  our  mission  as  physicians  is  to 
preserve  life  of  good  quality,  and  it  is  for  this  reason 
alone  that  we  are  interested  in  the  transplantation 
of  patients’  hearts  and  other  organs. 

Another  important  factor  in  developing  the 
donor  panel  is  to  inform  the  public  of  what  can  be 
done.  They  must  feel  assured  that  their  loved 
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ones  will  not  be  eviscerated  by  surgical  predators 
without  consultation.  I realize  that  the  contact 
with  patients’  relatives  is  generally  extremely  good; 
on  the  other  hand  there  is  an  aura  of  mystique 
about  this  transplantation  business  which  has  in 
some  spheres  alerted  and  frightened  the  general 
public.  They  alone  are  custodians  of  the  bodies 
of  their  loved  ones,  and  they  alone  can  give  per- 
mission. I therefore  feel  that  the  public  at  large 
must  be  confident  and  informed  not  only  about 
the  privilege  of  taking  one  organ  from  one  person  to 
another,  but  also  that  the  organ  that  is  being  con- 
tributed by  them  will  be  used  in  suitable  fashion 
by  those  taking  it.  This  whole  concept  must  also 
rely  on  an  efficient  closed-communication  mecha- 
nism, the  elements  of  which  we  already  possess. 

Recipients 

Now  I come  to  the  recipient  group,  those  people 
who  sufficiently  need  a transplant  to  preserve  a 
useful  life.  The  majority  of  practicing  physicians 
must  have  had  the  experience  of  a relatively  young 
patient  dying  through  sheer  cardiac  exhaustion  or 
renal  or  hepatic  failure.  It  is  vital  that  a good 
panel  be  brought  together,  and  this  must  include 
the  regional  physicians,  to  construct  some  guide 
lines,  some  criteria  for  the  guidance  of  their  col- 
leagues throughout  the  region  in  making  judgments 
on  the  recipient.  Specification  of  the  qualities  of 
a recipient  should  certainly  be  made  at  this  time; 
rules  which  we  have  had  a part  in  formulating  and 
to  which  we  can  refer:  a set  of  decisions  to  guide 
us  and  support  opinions  for  or  against  transplanta- 
tion. Certainly  these  will  be  subject  to  pressure 
from  time  to  time.  Yielding  to  this  pressure  and 
calling  it  intelligent  compromise  would  probably 
prejudice  our  results.  I sincerely  believe  that  a 
responsible  group  is  required  now  to  construct, 
with  all  the  advice  available,  some  initial  rules  for 
reference. 

Heart  transplantation  has  brought  certain  medi- 
cal, ethical,  and  legal  questions  into  critical  focus. 
Paramount  among  these  questions  is  the  determi- 
nation of  death.  The  right  of  the  prospective  donor 
to  the  best  possible  medical  care,  a right  which  his 
potential  role  as  an  organ  donor  must  not  be  allow- 
ed to  abrogate,  must  remain  sacred.  The  growing 
ability  of  medical  science  to  maintain  life  in  some 
form  of  biologic  function  for  prolonged  periods  adds 
to  the  difficulty  of  defining  the  point  of  irrever- 
sible dissolution.  The  cause  of  death  must  be 
evident  and  irreversible.  The  fact  of  death  must 
be  established  by  adequate  current  and  accept- 
able scientific  evidence  in  the  opinion  of  the  phy- 
sicians making  the  determination. 

Transplantation  center 

Where  would  the  recipient  receive  his  trans- 
plant? I have  tentatively  suggested  that  there 
should  be  a transplantation  center,  an  institution 


as  a separate  entity  or  as  part  of  one  of  the  estab- 
lished institutions  where  transplantation  is  done. 
The  recipient  group  should  all  converge  on  this 
center,  so  that  all  things  can  be  done  with  team 
work  in  an  established  fashion.  I would  reiterate 
that  we  as  physicians  must  readjust  our  ideas  on 
what  is  a working  period.  If  we  are  truly  interested 
in  the  patient  from  the  point  of  view  of  speed,  ideal 
match,  and  so  forth,  the  transplantation  service 
should  develop  the  attitude  that  there  are  365 
days  in  the  year.  The  traditional  seven-day  week 
is  now  defunct  as  far  as  service  is  concerned  or 
attitudes  to  it.  There  are  twenty-four  hours  in  a 
day  and  none  should  be  inconvenient  or  depleted 
as  far  as  manpower  or  equipment  is  concerned. 
The  laboratories  and  ancillary  services  must  like- 
wise be  planned  to  fit  into  this  concept  without 
loopholes.  The  service  that  many  of  us  are  obliged 
to  give,  particularly  when  tired,  getting  up  at 
night  is  no  substitute  for  a good  shift  system.  This 
applies  especially  to  those  involved  in  such  a 
dramatic  and  important  exercise  as  organ  trans- 
plantation. I am  perfectly  well  aware  that  there 
will  be  objections  to  this  concept.  I am  equally 
aware  that  some  of  these  comments  apply  to  a 
first-rate  accident  service.  When  the  transplan- 
tation service  evolves,  it  is  doubtful  that  we  will 
perform  more  than,  say,  six  heart  transplants  a 
year;  but  this  figure  will  increase.  I do  not,  how- 
ever, feel  that  it  is  in  any  way  justified  that  in  such 
important  matters  a person  or  team  tired  from  pre- 
vious work  or  obliged  to  return  from  other  involve- 
ments, which  they  undoubtedly  must  have,  should 
be  committed  to  the  service  of  any  such  patients  as 
I have  outlined. 

It  may  be  worth  reviewing  the  situation  of  trans- 
plantation as  an  entity;  would  it  be  reasonable  that 
we  as  physicians  in  Western  New  York  ask  for  a 
transplantation  center  rather  than  the  old  organ- 
oriented  institutes  so  common  throughout  the 
world?  Would  it  not  be  more  imaginative  to 
acknowledge  we  are  dependent  on  an  immu- 
nology service  to  devise  this  whole  transplantation 
program  around  the  typing  and  matching-up  lab- 
oratory procedures  which  are  such  a vital  compo- 
nent? We  are  dependent  on  the  immunologist, 
and  he  even  may  be  the  focus  of  the  entire  system. 
There  are  many  difficulties  inherent  in  this  view; 
on  the  other  hand,  the  services  to  one  organ  are  al- 
most identical  to  the  services  to  another.  If  we 
develop  a kidney  transplant  unit  at  one  point,  a 
heart  transplant  unit  at  another,  and  liver  and 
lung  transplant  units  in  yet  other  areas,  we  are  not 
looking  at  the  whole  problem  in  the  best  systematic 
manner.  The  laboratory  in  which  the  typing, 
electromicroscopy,  and  pathology  are  carried  on 
should  probably  he  all  in  the  same  geographic  sit- 
uation. 

I am  well  aware  that  in  these  days  of  good  com- 
munication and  good  transportation  a center  such 
as  we  envisage  has  no  need  to  be  structurally  at  one 
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location.  A system  or  an  organization  can  be  a 
single  entity  if  the  links  between  the  components 
of  the  system  are  firm.  1 have  long  felt  that  the 
concept  of  all  being  one  big  happy  family  in  one 
place  is  fraught  with  many  difficulties,  including 
petty  squabbles  augmented  to  internecine  war. 
Indeed,  many  families  work  better  when  the  mem- 
bers leave  home  than  when  they  live  with  mother! 

The  unit  concept,  however,  must  be  seriously 
considered  when  we  talk  of  laboratories,  trans- 
plantations, and  ancillary  services.  We  have 
neither  the  people  nor  the  money  to  permit  frag- 
mentation, and  the  time  is  long  past  for  competing 
to  give  this  service:  1 would  like  to  think  the  social 
scene  alone  as  it  has  evolved  will  demand  coopera- 
tion. 

This  problem  has  been  discussed  many  times, 
and  the  consensus  of  those  whom  I have  asked  for 
an  opinion  would  seem  to  favor  a center  for  trans- 
plantation. Over-all,  my  colleagues,  with  some 
notable  exceptions,  have  suggested  that  a center 
would  be  best  organized  around  the  immunology 
department.  On  the  other  hand,  there  are  some 
immediate  logistic  problems  which  suggest  the 
service  involved  in  the  transplantation  work  should 
be  adjacent  to  the  clinical  transplantation  center. 
This  would  need  reappraisal  by  the  surgeons,  the 
immunologists,  and  the  others  as  to  the  best  way 
of  doing  this:  in  other  words,  in  the  words  of  a well- 
known  limerick,  “who  does  which  and  with  what 
and  to  whom.” 

Administrative  problems  alone  are  legion,  and 
it  is  vital  to  establish  rules  for  the  administration 
of  the  system,  to  devise  a flow  pattern  so  that  the 
detailed  administrative  affairs  repugnant  to  most 
of  us  involved  in  clinical  matters  be  dealt  with  by 
someone  of  administrative  authority  and  experi- 
ence. To  delegate  the  responsibility  for  this  to 
such  a person  would  undoubtedly  alleviate  the 
pressure  that  these  affairs  have  on  the  components 
of  any  ststem,  transplantation,  blood  manage- 
ment, or  otherwise. 

Immunology  service 

The  third  factor  in  the  plan  as  again  outlined  to 
you  earlier  was  the  immunology  service.  The 
information  explosion  in  all  facets  of  medicine 
has  been  nowhere  greater  than  in  immunology. 
Indeed,  it  would  seem  that  most  of  the  Nobel  prizes 
are  going  to  those  involved  in  this  sphere  or  those 
closely  adjacent  to  it.  Giving  the  label  “service” 
means  that  we  can  apply  the  criteria  in  matching 
that  are  already  well  established.  This  is  the  very 
meaning  of  the  word  “service.”  The  science-to- 
service  concept  would  be  very  well  exemplified 
should  a transplantation  unit  have  this  component 
built  in. 

We  must  realize,  however,  that  to  divorce  the 
research  and  service  elements  in  an  immunologist’s 
work  is  ridiculous,  for  undoubtedly  the  information 


that  will  emerge  from  the  service  given  is  in  itself 
a valuable  research  entity  and  will  provide  infor- 
mation from  which  we  can  improve  the  services 
rendered.  In  devising  a method  by  which  the 
clinically  applicable  advances  that  emerge  from 
the  laboratory  can  come  immediately  to  the 
patient’s  bedside,  it  would  seem  to  me  that  the 
immunology  component,  laboratory,  what  you  will, 
that  is  part  of  our  transplantation  services  should 
be  closely  associated  with  the  research  entity, 
should  in  fact  be  indivisible  from  it. 

We  in  Buffalo  are  fortunate  to  have  world  au- 
thorities in  this  sphere.  Perhaps  we  have  not  done 
transplantations  any  earlier  because  the  caution  of 
these  knowledgeable  men  has  been  an  important 
factor  in  making  sure  that  the  material,  or  poten- 
tial material,  that  our  surgical  colleagues  have  to 
work  with  is  the  best.  As  I said  earlier,  we  are 
really  looking  for  the  best  and  not  the  first. 

Dempster,  Melrose,  and  BentalP  acclaimed  the 
first  human  transplantation  as  a milestone  in  the 
treatment  of  heart  disease.  However,  they  also 
state  that  a long  time  and  an  immense  effort  lie 
between  this  first  technical  achievement  and  even- 
tual routine  therapeutic  application.  They  point 
out  that  cardiac  transplantation  could  have  been 
done  in  their  own  hospital.  This  is  not  “sour 
grapes.”  The  practical,  moral,  and  legal  consid- 
eration convinced  them  that  such  a procedure  was 
unjustifiable  when  large  numbers  of  people  are  on 
their  waiting  lists  for  more  routine,  acceptable,  and 
proved  therapies. 

We  must  remember  that  medical  practitioners 
must  subject  themselves  to  thoughtful  introspec- 
tion in  ethical  and  humanitarian  terms,  consider- 
ing whether  prolongation  of  life,  or  in  some  cases 
prolongation  of  dying,  is  worth  the  price  that  is 
sometimes  paid  in  human  suffering  and  burdens  on 
society. 2 

Blood  service 

A few  words  about  the  blood  service.  Undoubt- 
edly, comprehensiveness  of  blood  transfusion  and 
adequate  service  is  in  itself  an  enormous  factor  in 
the  region.  This  has  been  under  discussion  during 
the  last  few  years,  and  I genuinely  believe  that  very 
shortly  the  authorities  who  have  studied  this  will 
be  able  to  devise  a system  that  will  not  only  benefit 
the  transplantation  group,  if  and  when  this  is  es- 
tablished, but  also  the  entire  Western  New  York 
region.  This  is  in  itself  an  enormous  subject,  but  it 
has  to  be  considered  in  this  matter  under  discus- 
sion. 

Cost 

Now  I come  somewhat  uncomfortably  to  cost. 
This  is  certainly  not  the  least  important  of  the 
matters  that  concern  us  as  physicians  in  the  area. 
This  includes  the  cost  of  the  actual  transplan- 
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tation,  the  cost  of  the  service,  and  the  cost  of  the 
rehabilitation  of  the  patient.  It  is  redundant  to 
go  into  all  the  facets  with  which  I am  sure  you  are 
familiar,  but  in  considering  this  matter  we  have  to 
look  on  the  problem  from  the  point  of  view  of  the 
relatives,  the  patients,  and  the  team  involved. 

It  is  unreasonable  to  underestimate  the  cost  of 
anything  these  days,  and  if  we  are  to  make  any 
judgment  on  the  money  required  this  should  be 
done  in  relationship  to  previous  experience  which 
is  considerable  throughout  the  country,  indeed 
throughout  the  world.  The  astronomical  expense 
surely  cannot  be  borne  by  the  patient  and  the 
relatives.  It  will  have  to  be  decided  that  under 
no  circumstances  should  the  patient  subjected 
to  this  procedure  have  to  pay  in  part  or  in  whole. 
If  we  solve  the  immunologic  problem,  which  I 
think  we  can,  and  if  we  solve  our  team  approach 
to  the  program,  which  is  obviously  possible,  we 
must  not  fail  to  solve  the  problem  of  cost  to  the 
patient,  who  always  comes  first. 

The  rehabilitation  services  which  embrace  sev- 
eral disciplines,  psychiatric  and  others,  have  to 
be  given  their  part  in  the  over-all  plan.  Lip  service 
to  their  part  in  returning  the  patient  to  useful  life 
is  no  longer  acceptable. 

Prevention 

Finally,  I would  like  to  make  a few  comments 
about  this  transplantation  concept  that  we  have 
in  mind,  and  try  to  bring  the  whole  matter  into 
some  perspective  in  relationship  to  our  approach 
to  the  health  of  the  population  at  large.  The 
question  is,  are  we  in  any  way  evolving  these  serv- 
ices without  considering  the  potential  in  the  pre- 
ventive aspects  of  our  profession?  We  are,  un- 
doubtedly, going  to  be  judged  as  were  those  who 
cured  cholera  and  sent  their  patients  back  to  drink 
infected  waters.  We  will  be  judged  on  not  only 
the  transplantation  that  we  are  capable  of  doing, 
but  also  on  whether  we  are  in  any  way  preventing 
the  need  for  a transplantation. 

Active  programs  in  Buffalo  and  elsewhere  have 
been  conducted  in  prevention  of  kidney  disease, 
especially  in  children,  and  in  screening  for  rheu- 


matic fever;  it  is  an  embarrassment,  indeed  a 
tragedy,  that  rheumatic  fever  should  still  exist  in 
this  region.  In  the  genetic  field,  we  have  possi- 
bilities of  obviating  the  occurrence  of  cardiac 
anomalies  which  eventually  lead  to  the  demise  of 
their  hosts.  I would  suggest  to  the  reader  that  in 
thinking  of  a transplantation  service,  and  certainly 
in  deciding  to  apply  for  monies  to  carry  on  such  a 
far-reaching  and  advanced  immunosurgical  exer- 
cise, that  the  mood  of  those  in  a position  to  support 
an  enterprise  of  this  nature  is  in  no  way  disposed 
favorably  to  what  has  been  called  the  “obsessive” 
blinker  approach  to  a problem  which  ignores  the 
root  cause  of  the  same.  Even  Washington  has  the 
capacity  to  learn,  and  recent  fiscal  parsimony  has 
been  most  useful  in  stimulating  thought. 

If  I can  draw  a topical  comparison,  it  is  an 
unimaginative  effort  to  try  and  get  underprivileged 
persons  into  medical  school  without  improving  the  j 
basic  education  of  this  group.  We  must  show  our  j 
intent  not  only  to  tackle  the  dramatic  problems  I 
that  have  evolved  but  also  we  must  show  our  wish  ! 
to  rectify  the  problems  that  underlie  these,  the  pre- 
determinants of  the  malady. 

Conclusion 

Some  provocative  statements  have  been  made  in 
this  article.  This  is  not  written  with  any 
inflammatory  intent;  it  is  done  in  the  hope  that 
you  may  think  of  the  problem  and  glean  some  in- 
formation about  it;  that  the  practicing  physician 
will  voice  an  opinion  that  can  help  those  in  a posi- 
tion to  do  something  about  it.  This  can  only  come 
about  if  physicians  in  general  remain  informed 
about  the  problem  of  transplantation  and  see  clear- 
ly where  they  fit  into  this  dramatic  picture. 

2929  Main  Street 
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1971  ANNUAL  CONVENTION 


Additional  Annual  Reports 
House  Committee  on  Constitution  and  Bylaws 


To  the  House  of  Delegates,  Gentlemen: 

The  House  Committee  on  Constitution  and  Bylaws 


consists  of  the  following  members: 

Carl  Goldmark,  Jr.,  M.D.,  Chairman  New  York 
George  L.  Collins,  Jr.,  M.D.  Erie 

Gerald  L.  Glaser,  M.D.  Monroe 

Milton  J.  Greenberg,  M.D.  Washington 

Swen  L.  Larson,  M.D.  Chemung 

Francis  A.  Stephens,  M.D.  Albany 

George  T.  C.  Way,  M.D.,  ex  officio  Dutchess 

William  F.  Martin,  Esq.,  ex  officio  New  York 


Three  resolutions  proposing  changes  in  the  Constitu- 
tion and  Bylaws  of  the  Medical  Society  of  the  State  of 
New  York  and  one  resolution  proposing  changes  in  the 
Ih-inciples  of  Professional  Conduct  were  introduced  at 
the  February,  1970,  meeting  of  the  House  of  Delegates. 

The  members  of  the  House  Committee  met  on  Novem- 
ber 9,  1970,  with  the  exception  of  George  L.  Collins, 
Jr.,  M.D.,  Milton  J.  Greenberg,  M.D.,  Swen  L.  Larson, 
M.D.,  and  George  T.  C.  Way,  M.D.,  who  were  excused. 
Present  also  at  the  meeting  were  Henry  I.  Fineberg, 
M.D.,  executive  vice-president;  J.  Richard  Burns,  J.D., 
assistant  executive  vice-president;  Samuel  Z.  Freedman, 
M.D.,  director.  Division  of  Standards  of  Medical  Care; 
Gretchen  Wunsch.  executive  assistant;  Mary  Singer, 
administrative  assistant;  and  Sam  Pakula,  stenotypist. 

Your  chairman  called  the  meeting  to  order.  The  com- 
mittee considered  the  resolutions  and  reached  the  follow- 
ing conclusions  and  recommendations; 

Resolution  70-16 — Amendment  to  Bylaws  Concern- 
ing Conformity  of  Election  Date  of  Officers  of  Com- 
ponent County  Medical  Societies,  introduced  by  the 
Medical  Society  of  the  County  of  Erie. 

Whereas,  All  successful  membership  corporations 
have  conformity  in  their  components;  and 
Whereas,  Conformity  provides  for  more  efficient 
and  economical  administration;  and 
Whereas,  The  61  component  county  medical  soci- 
eties of  the  Medical  Society  of  the  State  of  New  York 
hold  their  annual  meetings,  and  their  officers  assume 
office,  in  several  different  months;  and 
Whereas,  This  causes  confusion  and  inefficient  com- 
munications with  incumbent  officers  of  a county  medi- 
cal society;  and 

Whereas,  This  further  causes  unnecessary  waste  of 
funds  and  staff  time  for  the  preparation  and  main- 
tenance of  numerous  officer  and  committee  rosters, 
which  promptly  become  obsolete;  and 
Whereas,  The  more  or  less  simultaneous  assumption 
of  office  by  the  officers  of  the  component  county  medi- 
cal societies  would  result  in  savings  of  effort  and  funds 
and  improve  communications  between  the  county 
medical  societies  and  the  State  Medical  Society; 
therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical  Society 


of  the  State  of  New  York  be  amended  as  follows: 

1.  Delete  Chapter  XIV,  Section  3. 

2.  Substitute  a new  Section  3,  which  shall  then  read 
as  follows;  “Each  component  county  medical  society 
shall  hold  an  annual  meeting  for  the  purpose  of  elect- 
ing officers  and  a delegate  or  delegates  to  represent 
it  in  the  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York  in  accordance  with  the  Con- 
stitution and  Bylaws. 

“The  annual  meeting  of  each  component  county 
medical  society  shall  be  held  between  January  and 
June  at  a time  which  it  shall  determine. 

“All  officers  of  the  component  county  medical  soci- 
ety shall  enter  upon  their  official  duties  between  May  1 
and  July  1 at  a date  determined  by  the  county  medi- 
cal society  and  shall  serve  for  a term  of  one  (1)  year, 
or  until  their  successors  are  duly  elected  and  quali- 
fied.” 

In  essence,  this  resolution  provides  that  all  newly 
elected  officers  of  component  county  societies  take  office 
between  May  1 and  July  1. 

During  the  discussion,  attention  was  called  to  the  fact 
that  many  county  medical  societies  have  already  volun- 
tarily complied  with  the  intent  of  the  resolution  at  the 
request  of  the  field  service.  A member  of  the  commit- 
tee observed  that  the  language  of  the  resolution  was 
more  flexible  than  that  proposed  in  the  past  since  it 
allowed  a leeway  in  the  time  allotted  for  assumption  of 
duties  by  officers. 

The  committee  recommends  approval  of  this  resolu- 
tion. 

Resolution  70-96 — Amendment  to  the  Bylaws, 
introduced  by  Thomas  F.  McCarthy,  M.D.,  Treasurer, 
as  an  individual. 

Resolved,  That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  amended  as  follows: 

1.  Page  9;  Insert  new  final  sentences  to  Section  6, 
Chapter  I,  which  shall  read: 

Any  life  member  who  holds  office  in  the  Medi- 
cal Society  of  the  State  of  New  York  or  its  district 
branches  and  removes  his  office  and  legal  resi- 
dence from  the  State  of  New  York  Shall  retain  his 
life  membership  in  his  local  county  medical  soci- 
ety and  the  Medical  Society  of  the  State  of  New 
York,  but  shall  be  automaticedly  resigned  from 
office.  The  Council  may  declare  this  office  as 
vacant  and  may  select  a successor  in  conformity 
with  the  Bylaws. 

2.  Page  14:  Insert  new  concluding  paragraph  to 

Section  1,  Chapter  III,  which  shall  read: 

When  any  elected  officer,  councilor,  or  trustee 
of  the  Medical  Society  of  the  State  of  New  York 
has  been  unable  to  fulfill  his  duties  due  to  physi- 
cal or  mental  illness  of  a permanent  nature,  the 
Council  shall  be  notified  of  this  fact  by  the  Presi- 
dent, and  the  Council  may  be  authorized  to  de- 
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dare  such  office  vacant  and  may  select  a succes- 
sor in  conformity  with  the  Bylaws. 

This  resolution  has  two  parts. 

The  first  part  proposes  that,  when  a life  member  re- 
moves his  office  and  legal  residence  out  of  the  State  of 
New  York,  he  may  retain  his  membership  in  his  county 
society  but  shall  be  automatically  removed  from  any 
office  he  may  hold  at  that  time. 

In  discussing  paragraph  1 of  the  resolution,  it  was 
noted  that  the  proposed  new  sentence  was  in  direct  con- 
tradiction to  the  previous  sentence  in  Section  6,  Chapter 
I,  which  states,  “Life  members  shall  not  be  subject  to 
dues  or  assessments  but  shall  be  accorded  all  the  rights 
and  privileges  of  active  membership.”  One  of  these 
rights  and  privileges  is  the  right  to  hold  office.  The 
committee  came  to  the  conclusion  that  such  a contra- 
diction did  exist  and  would  require  a change  in  the  en- 
tire section.  It,  therefore,  decided  to  recommend  that 
this  part  of  the  resolution  be  referred  for  further  study 
to  the  Ad  Hoc  Committee  to  Study  the  Constitution  and 
Bylaws  because  of  the  current  disparity  between  life  and 
active  members,  in  that  life  members,  as  it  stands  now, 
have  more  privileges  than  active  members,  for  example 
an  active  member  must  practice  or  reside  within  New 
York  State  to  exercise  his  rights  and  privileges,  but  a 
life  member  can  retain  his  membership  and  hold  office 
while  living  and  practicing  out  of  the  State. 

The  committee  recommends  referral  of  this  resolution. 
The  second  part  of  this  resolution  reads  as  follows: 

2.  Page  14:  Insert  new  concluding  paragraph  to 

Section  1,  Chapter  HI,  which  shall  read: 

When  any  elected  officer,  councilor,  or  trustee 
of  the  Medical  Society  of  the  State  of  New  York 
has  been  unable  to  fulfill  his  duties  due  to  physi- 
cal or  mental  illness  of  a permanent  nature,  the 
Council  shall  be  notified  of  this  fact  by  the  Presi- 
dent, and  the  Council  may  be  authorized  to  de- 
clare such  office  vacant  and  may  select  a succes- 
sor in  conformity  with  the  Bylaws. 

In  discussing  paragraph  2,  the  need  for  the  proposed 
change  was  described,  but  it  was  also  pointed  out  that 
there  were  difficulties  involved  in  making  the  decision 
that  a man  was  unfit  to  continue  in  office.  It  was  sug- 
gested that  this  could  be  handled  by  obtaining  certifi- 
cation from  the  man’s  physician,  but  this  was  considered 
too  loose.  During  the  discussion,  it  was  decided  that  a 
better  method  of  bringing  this  about  was  using  as  a cri- 
terion the  individual  person’s  failure  to  carry  out  the 
duties  of  office.  It  was  agreed  that  language  similar  to 
that  used  in  the  American  Medical  Association’s  Consti- 
tution and  Bylaws  for  such  situations  be  used.  The 
committee  recommends  that  the  following  be  adopted  in 
lieu  of  paragraph  2. 

If  any  elected  officer,  councilor,  or  trustee  of  the 
Medical  Society  of  the  State  of  New  York,  misses 
three  (3)  consecutive  regular  meetings  of  the  council 
or  board,  as  the  case  may  be,  without  proper  excuse, 
his  position  shall  be  considered  vacant.  The  vacancy 
shall  be  filled  as  provided  elsewhere  in  the  Bylaws 
and  the  matter  reported  to  the  ensuing  House  of  Dele- 
gates by  the  Council. 

The  committee  recommends  approval  of  this  portion 
of  the  resolution  as  amended. 

Resolution  7097 — Re-election  to  Membership, 
introduced  by  Thomas  F.  McCarthy,  M.D.,  Treasurer, 
as  an  individual. 


Whereas,  The  Constitution  and  Bylaws  of  the  Medi- 
cal Society  of  the  State  of  New  York  provide  for  “re- 
instatement to  membership”  but  does  not  provide 
for  “re-election  to  membership;”  and 

Whereas,  There  are  definite  differences  in  these  two 
membership  procedures,  namely  (a)  “reinstatement 
to  membership”  applies  only  to  former  members  who 
were  not  in  good  standing  at  the  time  their  member- 
ship was  terminated,  whose  reinstatement  involves 
payment  of  dues  and  assessments  for  the  year  of  de- 
linquency in  addition  to  dues  and  assessments  for  the 
year  of  reinstatement;  and  (b)  “re-election  to  member- 
ship” applies  only  to  former  members  who  resigned 
or  were  automatically  resigned  in  good  standing  and 
now  wish  to  re-activate  their  membership,  which  in- 
volves payment  only  of  current  year’s  dues  and  assess- 
ments; therefore  be  it 

Resolved,  That  Chapter  XIV,  Section  2,  be 
amended  to  include  a new  paragraph,  regarding  re- 
election  to  membership,  following  the  present  para- 
graph 3,  ending  with  the  words  “December  31st,”  to 
read  as  follows: 

Any  former  member  who  resigned  or  was  re- 
signed from  membership  in  good  standing,  wish- 
ing to  re-activate  his  membership,  may  do  so  by 
applying  for  re-election  to  membership  through 
the  component  county  medical  society  in  which  he 
practices  or  maintains  legal  residence. 

This  resolution  asks  for  stricter  definition  of  reinstate- 
ment of  a delinquent  member  and  re-election  of  a mem- 
ber who  has  previously  resigned  in  good  standing. 

During  discussion,  it  was  pointed  out  that  there  would 
be  a difference  in  the  manner  in  which  the  investigation 
was  carried  out  and  in  the  collection  of  dues  from  a 
delinquent  former  member  reapplying  for  membership. 
Further,  a physician  suspended  because  of  legal  action 
or  nonpayment  of  dues  would  be  able  to  apply  for  re- 
instatement, while  a physician  leaving  in  good  standing 
would  be  able  to  apply  for  re-election.  It  was  noted  that 
a member  who  resigned  is  not  responsible  for  back  dues 
on  reapplying  for  membership.  The  members  of  the 
committee  came  to  the  conclusion  that  there  was  no 
need  for  an  amendment  to  include  the  term  “re- 
election.”  It  was  observed  that,  if  a physician  resigned 
in  good  standing,  there  would  be  no  question  concerning 
dues  but  that  an  investigation  would  still  have  to  be 
done.  The  chairman  suggested  that  this  matter  should 
be  brought  to  the  attention  of  the  Ad  Hoc  Committee  to 
Study  the  Constitution  and  Bylaws. 

The  committee,  therefore,  recommends  disapproval  of 
this  resolution,  with  referral  to  the  Ad  Hoc  Committee 
to  Study  the  Constitution  and  Bylaws  for  its  informa- 
tion. 

Resolution  70-17 — Revision  and  Up-dating  of  Prin- 
ciples of  Professional  Conduct  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  introduced  by  Joseph  G. 
Zimring,  M.D.,  Chairman,  Committee  on  Ethics,  as  an 
individual. 

Whereas,  The  Committee  on  Ethics  was  mandated 
by  the  Council  in  September,  1968,  and  by  the  House 
of  Delegates  in  February,  1969,  to  update,  correct, 
revise,  and  provide  new  interpretations  of  the  Princi- 
ples of  Ih-ofessional  Conduct  of  the  Medical  Society 
of  the  State  of  New  York;  therefore  be  it 

Resolved,  That  Chapter  I,  Section  1,  be  amended 
as  follows: 
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Delete  the  third  and  fourth  sentences  so  that 
Section  1 shall  then  read  as  follows:  “The  prime 
object  of  the  medical  profession  is  to  render  serv- 
ice to  humanity:  reward  or  financial  gains  is  a 
subordinate  consideration.  Whoever  chooses  this 
profession  assumes  the  obligation  to  conduct  him- 
self in  accord  with  its  ideals.  As  was  said  hy 
Hippocrates,  ‘He  should  also  be  modest,  sober, 
patient,  prompt  to  do  his  whole  duty  without 
anxiety;  pious  without  going  as  far  as  supersti- 
tion, conducting  himself  with  propriety  in  his 
profession  in  all  the  actions  of  his  life.’  and  be 
it  further 

Resolved,  That  the  title  of  Section  2,  Chapter  1,  be 
deleted;  and  be  it  further 

Resolved,  That  Chapter  I,  Section  2,  be  amended  as 
follows: 

Omit  the  word  “enmities”  and  add  the  word 
“ethnic”  in  the  first  sentence  so  that  the  first 
sentence  shall  then  read  as  follows:  “The  pro- 

fession of  medicine,  having  for  its  end  the  common 
good  of  mankind,  knows  nothing  of  national, 
ethnic,  or  sectarian  dissentions”;  and  be  it  further 
Resolved,  That  Chapter  I,  Section  2,  be  further 
amended  by  deleting  the  entire  second  sentence  and 
substituting  therefor  the  sentence,  “Health  care  is 
the  sole  condition  of  its  ministry  without  stint  or 
scruple.”;  and  be  it  further 

Resolved,  To  further  amend  Chapter  I,  Section  2, 
by  omitting  the  asterisk  and  the  words  “Sir  Thomas 
Watson”;  and  be  it  further 

Resolved,  That  Chapter  I,  Section  3,  be  amended 
by  adding  the  word  “Partnerships”  after  the  word 
“companies”  so  that  Section  3 shall  then  read  as 
follows:  “These  Principles  of  Professional  Conduct 

shall  apply  to  doctors  of  medicine  as  individuals  or  as 
members  of  staffs  of  hospitals,  clinics,  colleges, 
schools,  foundations,  companies,  partnerships,  or 
groups  by  whatever  name  they  may  be  known”;  and 
be  it  further 

Resolved,  That  Chapter  1,  Section  4,  paragraph  2, 
be  amended  by  adding  the  words  “or  participants” 
after  the  word  “subscribers”  and  again  after  the  phrase 
“and  directs  such  subscribers”  so  that  paragraph  2 
shall  then  read  as  follows:  “It  should  be  understood 
that  any  medical  care  plan,  company,  or  organization 
which  advertises  for  subscribers  or  participants  and 
directs  such  subscribers  or  participants  to  a restricted 
panel  of  doctors  of  medicine  for  medical  care  is  adver- 
tising for  the  benefit  of  the  doctors  of  medicine  in- 
volved”; and  be  it  further 

Resolved,  That  Chapter  I,  Section  4,  be  further 
amended  by  adding  a third  paragraph  which  shall  then 
read  as  follows:  “Listing  in  nonprofessional  directo- 

ries or  brochures  of  limited  circulation  put  forth  by 
organizations  which  are  charitable  or  nonprofit  in 
nature,  such  as  churches,  temples,  local  clubs,  and 
others  shall  not  be  considered  unethical  or  unprofes- 
sional conduct  provided  that  such  listings  do  not  con- 
flict with  the  principles  of  ethics  or  the  regulations  of 
the  county  medical  society  involved”;  and  be  it  further 
Resolved,  That  Chapter  I,  Section  5,  paragraph  3, 
be  amended  by  adding  the  word  “therefore”  after  the 
word  “medicine”  in  the  first  sentence  so  that  the  first 
sentence  shall  then  read  as  follows:  “An  ethical  doc- 
tor of  medicine,  therefore,  may  provide  appropriate 
information  regarding  important  medical  and  public 


health  matters  which  have  been  discussed  during  open 
medical  meetings  or  in  technical  papers  which  have 
been  published,  and  he  may  reveal  information  regard- 
ing a patient’s  physical  condition  if  the  patient  gives 
his  permission,  but  he  should  seek  the  guidance  of 
appropriate  officials  and  designated  spokesmen  of 
component  or  constituent  medical  societies”;  and  be 
it  further 

Resolved,  That  Chapter  1,  Section  6,  paragraph  1, 
be  simplified  in  its  construction  and  interpretation  by 
dividing  it  into  three  paragraphs,  without  alteration 
of  the  text,  as  follows:  Paragraph  1 shall  consist  of 

sentences  one  and  two;  paragraph  2 shall  consist  of 
sentences  three  and  four;  and  paragraph  3 shall  consist 
of  sentence  five;  and  be  it  further 

Resolved,That  Chapter  I,  Section  6,  be  amended  by 
adding  the  following  two  paragraphs  immediately 
after  paragraph  2:  “An  ethical  doctor  of  medicine 

shall  not  have  any  financial  interest  in  or  own  an  opti- 
cal dispensing  facility  such  as  retail  commercial  store 
which  sells  optical  products  to  the  general  public,  un- 
less it  is  established  to  the  satisfaction  of  the  local 
county  medical  society  that  such  participation  or 
ownership  is  necessary  to  meet  the  needs  of  the  com- 
munity. 

“An  ethical  doctor  of  medicine  shall  not  have  any 
financial  interest  in  or  own  a pharmacy  unless  it  is 
established  to  the  satisfaction  of  the  local  county 
medical  society  that  such  ownership  or  participation 
is  necessary  to  meet  the  needs  of  the  patients  of  the 
community”;  and  be  it  further 

Resolved,  That  Chapter  II,  Section  1,  be  amended 
by  substituting  for  the  word  “assumed”  the  words, 
“wrongfully  implied”  in  the  fourth  sentence,  so  that 
the  sentence  shall  then  read  as  follows:  “A  consul- 

tation with  a cultist  is  a futile  gesture  if  the  cultist 
is  wrongfully  implied  to  have  the  same  high  grade  of 
knowledge,  training,  and  experience  as  is  possessed  by 
the  doctor  of  medicine”;  and  be  it  further 

Resolved,  That  Chapter  II,  Section  3,  be  amended 
by  deleting  that  portion  of  the  sentence  beyond  the 
word  “family”  and  substituting  therefor  the  phrase 
“the  patient  and  the  authorized  or  legal  agent  of  the 
patient,  when  in  the  doctor’s  considered  opinion,  the 
circumstances  demand  it”  so  that  Section  3 shall  then 
read  as  follows:  “The  doctor  of  medicine  should  be 

a minister  of  hope  and  comfort  to  the  sick;  however,  he 
should  not  fail  to  give  timely  notice  of  dangerous  mani- 
festations to  the  family,  authorized  or  legal  agent  of 
the  patient,  and  also  to  the  patient,  when  in  the 
doctor’s  considered  opinion  the  circumstances  demand 
it”;  and  be  it  further 

Resolved,  That  Chapter  III,  Article  II,  Section  1,  be 
amended  by  adding  the  words  “except  otherwise  here- 
in provided”  at  the  end  of  the  section  so  that  Section 
1 shall  then  read  as  follows:  “As  a general  rule,  a 

doctor  of  medicine  should  not  attempt  to  treat  mem- 
bers of  his  family  or  himself.  Consequently,  a doctor 
of  medicine  should  cheerfully  and  without  recompense 
give  his  professional  services  to  doctors  of  medicine 
or  their  dependents  if  they  are  in  the  vicinity  except 
otherwise  herein  provided”;  and  be  it  further 

Resolved,  That  Chapter  HI,  Article  in.  Section  8, 
be  amended  by  adding  the  words  “unless  the  patient 
insists  on  the  change”  after  the  word  “consultation” 
so  that  Section  8 shall  then  read  as  follows:  “When 
a doctor  of  medicine  has  acted  as  consultant  in  an  ill- 
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ness,  he  should  not  become  the  doctor  of  medicine  in 
charge  in  the  course  of  that  illness,  except  with  the 
consent  of  the  doctor  of  medicine  who  was  in  charge 
at  the  time  of  the  consultation  unless  the  patient  in- 
sists on  the  change”;  and  be  it  further 
Resolved,  That  Chapter  HI,  Article  VI,  Section  6, 
be  amended  by  adding  the  words  “Permit  himself  to 
be  coerced  directly  or  indirectly”  after  the  words 
“Should  not”  in  the  first  sentence  so  that  the  sentence 
shall  then  read  as  follows:  “Except  where  permitted 
by  law  and  only  in  the  manner  permitted  and  to  the 
extent  permitted  by  law  a doctor  of  medicine  should 
not  permit  himself  to  be  coerced  directly  or  indirectly 
to  dispose  of  his  professional  attainments  or  services 
to  any  hospital,  lay  body,  organization,  group,  or  indi- 
vidual, by  whatever  name  called,  or  however  orga- 
nized, under  terms  or  conditions  which  permit  exploita- 
tion of  the  services  of  the  doctor  of  medicine  for  the 
financial  profit  of  the  agency  concerned”;  and  be  it 
further 

Resolved,  That  Chapter  III,  Article  VI,  Section  7, 
be  amended  by  deleting  the  first  sentence  and  substi- 
tuting therefor  the  following  two  sentences:  “It  is  not 
unethical  for  a fee  to  be  prorated  among  two  or  more 
doctors  of  medicine  when  such  doctors  have  actively 
participated  in  the  medical  and/or  surgical  care  of  a 
patient  and  each  physician’s  fee  is  commensurate  with 
the  services  he  has  rendered.  The  patient  who  has 
received  such  joint  services  shall  be  advised  of  the 
participation  of  each  physician  and  shall  receive  a 
separate,  itemized  statement  from  each.”;  and  be 
it  further 

Resolved,  That  the  following  be  made  a new  Section 
8,  of  Chapter  III,  Article  VI,  entitled,  “Use  of  Credit 


Economics  (Supplementary) 


To  the  House  of  Delegates,  Gentlemen: 

Since  writing  the  annual  report,  the  committee  met  on 
November  11,  to  receive  the  final  report  on  the  data- 
gathering  phase  of  the  study  of  fees  by  Peat,  Marwick, 
Mitchell  and  Company,  acting  as  technical  advisers  to 
the  project  committee  of  the  Empire  State  Medical, 
Scientific  and  Educational  Foundation. 

The  committee  was  told  that  statistically  significant 
data  had  been  obtained  for  four  sections:  radiology, 

medicine,  laboratory  medicine,  and  surgery.  In- 
adequate data  were  received  for  anesthesiology,  but  it 
will  be  forthcoming. 

Analysis  of  the  data  now  encoded  will  produce  a de- 
scription of  usual  range  of  fees,  with  the  mode  expressed 
as  the  usual  relative  value  scale  for  each  section.  Geo- 
graphic variation  will  be  determined  and  evaluated  to 
ascertain  whether  one  or  more  scales  of  relativity  are 
needed  to  describe  our  usual  fees. 

A table  of  the  conversion  factors  which  represent  the 
dollar  value  at  the  survey  time  in  1970  will  be  presented. 
Obviously  any  schedule  produced  by  resurvey  of  fees,  or 
by  negotiation,  will  reflect  usual  relativity  only  if  the 
presently  derived  scale  is  not  changed.  Any  fee  schedule 
with  altered  relativity  will  not  represent  usual  fees,  even 
if  a current  approximation  of  conversion  factors  is  used. 


Cards  for  Payment  of  Fees”: 

“The  use  of  credit  cards  is  not  approved  in  the 
payment  of  medical  fees.” 

Resolution  70-17  involves  a lengthy  dissection  of  the 
the  present  Principles  of  Professional  Conduct  with 
recommendations  for  many  changes. 

The  committee  discussed  the  proposed  revision  in 
great  detail,  but,  since  there  were  no  reasons  given  in  the 
resolution  for  the  proposed  changes  and  the  proposer  was 
unavailable  to  explain  the  changes,  the  committee  could 
find  no  sufficient  reasons  for  making  the  changes.  The 
committee  members  were  also  of  the  opinion  that  the  en- 
tire Principles  of  Professional  Conduct  should  be  revised 
and  modernized  and  that  such  revision  should  not  be 
done  piecemeal. 

It  was  further  suggested  that  this  resolution  be  referred 
back  to  the  Committee  on  Ethics  or  to  a new  special 
committee  for  revision  and  updating  as  needed.  It  was 
also  emphasized  that  these  ethical  guidelines  were  ex- 
tremely important,  especially  at  the  present  time  with 
controversy  involving  the  performance  of  abortions, 
advertising,  group  practice,  and  others,  and  that  the 
subject  is  far  too  complex  to  be  handled  by  this  com- 
mittee in  the  usual  manner. 

The  committee  recommends  that  this  resolution  be 
referred  to  the  Committee  on  Ethics  and  that  a special 
committee  be  appointed,  similar  to  the  Ad  Hoc  Commit- 
tee to  Study  the  Constitution  and  Bylaws,  to  study  the 
Principles  of  Professional  Conduct  and  to  update  and 
revise  it,  where  appropriate,  with  specific  reasons 
given  for  the  proposed  changes. 

Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.,  Chairman 


Code  numbers,  using  both  the  familiar  four  digits  and 
the  new  current  procedural  terminology’s  five  digits,  will 
be  assigned. 

When  the  five  sections  have  been  reviewed  by  specialty 
societies  for  completeness  of  the  nomenclature  and  for 
the  use  of  modifiers  and  for  internal  relationships  other 
than  the  values,  the  committee  recommends  its  publica- 
tion by  the  Empire  State  Medical,  Scientific  and  Educa- 
tional Foundation. 

Re-evaluation  of  conversion  factors  by  impartial  sur- 
veyors will  be  required  at  least  biennially,  or  as  indi- 
cated, by  section  and  by  medical  trade  areas,  to  main- 
tain the  usefulness  of  the  Scale  as  a description  of  usual 
fees. 

Re-evaluation  of  relativity  with  revision  of  nomencla- 
ture and  format  will  be  required  about  every  four  years. 

The  committee  hopes  that  subsequent  surveys,  both 
for  conversion  factors  and  for  relativity,  will  receive 
more  rapid  and  more  widespread  attention  from  the 
membership.  This  will  be  true  if  members  are  informed, 
both  by  the  State  Medical  Society  and  by  their  specialty 
societies,  of  the  importance  of  reporting  their  services 
accurately,  using  code  numbers. 

Respectfully  submitted, 

Robert  £.  Westlake,  M.D.,  Chairman 
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Occupational  Health 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Committee  on  Occupational  Health 


are  as  follows: 

Robert  P.  Jessup,  M.D.,  Chairman  Nassau 

Robert  H.  Baysinger,  M.D.  Monroe 

James  J.  Brandi,  M.D.  Erie 

Walter  J.  Gerstle,  M.D.  Nassau 

Herbert  F.  Wendelken,  M.D.  Richmond 


During  the  twelve-month  period  since  our  last  report, 
one  informal  meeting  was  called  by  the  former  chairman, 
Dallas  E.  Billman,  M.D.  This  meeting,  held  on  Febru- 
ary 8,  at  the  Americana  of  New  York,  was  sparsely 
attended.  Committee  members  present  at  the  meeting 
were  Dr.  Billman  and  Dr.  Gerstle,  and  also  James  F. 
Higgins,  M.D.,  director  of  the  Division  of  Occupational 
Health  and  Workmen’s  Compensation,  attended.  It  was 
reported  that  the  occupational  health  questionnaire  was 
published  twice  in  News  of  New  York  and  that  the  re- 
sponse on  both  occasions  was  disappointing. 

The  matter  of  small  plant  health  services  was  dis- 
cussed, and  it  was  decided  that  no  further  action  should 
be  taken  at  this  time. 

The  members  discussed  the  Occupational  Health  and 
Safety  Act  of  1969,  H.R.  13373  and  recommended  ap- 
proval in  principle  of  same  as  supported  by  the  American 
Medical  Association. 

Meeting  of  September  15.  The  second  meeting  of 
the  committee  was  held  on  September  15,  and  was  at- 
tended by  Dr.  Baysinger,  Dr.  Brandi,  Dr.  Gerstle,  Dr. 
Higgins,  and  the  chairman.  Dr.  Jessup. 

The  chairman  noted  that  both  the  number  and  dis- 
tribution of  the  committee  members  was  inadequate. 
On  motion  duly  made  and  seconded,  it  was  recom- 
mended that  the  number  of  committee  members  be 
increased  to  nine. 

Dr.  Brandi  proposed  that  our  committee  request  the 
State  Legislation  Committee  to  explore  the  feasibility 
of  legislation  that  would  permit  registered  nurses  in 

Workmen’s  Compensation 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  Council  Committee  on  Workmen’s 
Compensation  and  of  the  Division  of  Workmen’s  Com- 


pensation are  as  follows: 

John  H.  Morton,  M.D.,  Chairman  Monroe 

Ray  A.  Elliott,  Jr.,  M.D Albany 

Burton  P.  Hoffman,  M.D Westchester 

John  A.  Kalb,  M.D. Broome 

Robert  Katz,  M.D. New  York 

George  Lim,  M.D. Oneida 

Walter  W.  Miner,  M.D Nassau 

Vitale  H.  Paganelli,  M.D Warren 

Loring  W.  Wood,  M.D Erie 

Henry  Young,  M.D New  York 


During  the  elapsed  period  since  the  last  report  to  the 
House  of  Delegates,  the  committee  met  on  May  13.  The 
prime  subject  was  the  progress  and  lack  of  agreement 
regarding  a new  Workmen’s  Compensation  fee  schedule. 


industrial  medical  departments  to  take  x-rays  films  of 
the  chest  and  extremities. 

Suggested  organizational  revisions  were  discussed  and 
to  all  intents  and  purposes  were  tabled  to  a later  date. 

Meetings.  During  the  preceding  year  the  director 
of  the  Division  attended  the  annual  dinner  and  business 
meeting  of  the  New  York  State  Society  of  Industrial 
Medicine,  with  the  Occupational  Psychiatry  Group, 
on  December  10,  1969,  at  the  New  York  University  Club. 
Ari  Kiev,  M.D.,  was  guest  speaker  on  the  topic  “Crisis 
Intervention:  Suicidal  Advice  for  the  Industrial  Phy- 

sician.” 

Dr.  Higgins  also  attended  two  joint  meetings  of  the 
New  York  State  Society  of  Industrial  Medicine  and  the 
Section  on  Occupational  Medicine  of  the  New  York 
Academy  of  Medicine.  On  January  28,  Dr.  Charles 
DeCarlo,  president  of  Sarah  Lawrence  College,  spoke  on 
“The  Changing  Meaning  of  Work.”  On  May  27, 
Stephen  M.  Ayres,  M.D.,  director.  Cardiopulmonary 
Laboratories,  St.  Vincent’s  Hospital  and  Medical 
Center,  spoke  on  “Cardiovascular  Stress  Testing  and 
Its  Interpretation.” 

On  April  2,  Dr.  Higgins  spoke  at  the  American  Man- 
agement Association  meeting  on  “The  Industrial  Nurse 
in  Workmen’s  Compensation  Medicine.”  The  lecture 
was  followed  by  a lively  question  and  answer  period,  and 
the  audience  response  rating  described  our  participation 
as  “outstanding.” 

Five  conferences  were  held  with  the  director  of  the 
Division,  James  F.  Higgins,  M.D.  The  subjects  dealt 
with  the  generalities  of  occupational  health,  and  guide- 
lines in  the  field  of  occupational  health  were  discussed. 

The  director  attended  the  American  Industrial  Health 
Conference,  in  Chicago,  on  April  13  to  16.  Because  of 
the  existing  stress  on  economy,  the  director  was  unable 
to  attend  the  Congress  on  Occupational  Health  which 
was  this  year  held  in  Los  Angeles. 

Respectfully  submitted, 

Robert  P.  Jessup,  M.D.,  Chairman 


General  S.  E.  Senior,  Chairman  of  the  Board,  after 
being  appraised  of  the  existing  impasse  was  requested 
to  resolve  the  differences.  His  decision  was  as  follows: 
“Confirming  verbal  advces,  this  date  (June  18, 
1970)  to  members  of  the  Advisory  Committee  on  the 
Medical  Fee  Schedule  and  Allied  Problems,  I hereby 
announce  that  I shall  promulgate  a revised  Medical 
Fee  Schedule,  effective  October  1,  1970,  Statewide, 
with  respect  to  medical  services  rendered  on  and 
after  said  date,  same  to  provide  that  herniotomy  fees 
will  be  increased  by  about  25  per  cent  and  all  other 
fees  by  about  15  per  cent — all  items  to  be  rounded 
out  in  a schedule  that  I will  prepare  and  distribute. 
Resolutions.  Resolutions  70-87,  “Workmen’s  Com- 
pensation Board  to  Establish  Specialty  Rating  for 
Family  Practice,”  and  iO-88,  “Workmen’s  Compen- 
sation Code  Letters  for  Newly  Designated  Specialty 
‘Family'  Practice’”  were  discussed  by  the  committee. 
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The  committee  voted  to  refer  resolution  70-87  back  to 
the  Council  for  clarification  of  the  term  “family  prac- 
tice.” The  Council,  at  its  meeting  on  June  18,  voted 
to  refer  resolution  70-87  to  the  Advisory  Committee  to 
the  Chairman  of  the  Workmen’s  Compensation  Board. 

Fee  for  Advisory  Committee  Members.  The  com- 
mittee also  considered  a proposal  that  physicians  serving 
on  the  Advisory  Committee  on  the  Medical  Fee  Schedule 
and  Allied  Problems  of  the  Workmen’s  Compensation 
Board  be  paid  a per  diem  fee  of  $100.  The  members  of 
the  committee  were  not  in  favor  of  this  suggestion.  The 
Council  at  its  meeting  on  June  18,  reversed  the  sugges- 
tion of  the  committee  and  voted  that  self-employed 
physician  members  of  the  Advisory  Committee  should 
be  paid  a per  diem  fee  while  serving  on  the  Advisory 
Committee. 

Legislation.  The  committee  discussed  a request  from 
an  upstate  physician  to  have  the  Workmen’s  Compen- 
sation Law  amended  in  regard  to  third-party  actions. 
The  committee  voted  to  refer  this  communication  to 
the  Committee  on  State  Legislation  for  study  and  pos- 
sible recommendations  for  amending  the  Workmen’s 
Compensation  Law. 

Legislation  prepared  by  the  Associated  Industries  of 
New  York  State  provided  for  all  medical  problems  in 
compensation  to  be  determined  by  a medical  panel. 
This  legislation  was  opposed  by  the  Workmen’s  Com- 
pensation Board  and  the  State  Medical  Society  and  was 
not  passed  by  the  Legislature. 

Specialty  Rating.  The  committee  considered  a re- 
quest from  an  attorney  representing  the  New  York 
Society  for  Hand  Surgery  to  have  a special  workmen’s 
compensation  code  letter  and  number  assigned  to  hand 
surgeons  in  view  of  the  increasing  importance  of  their 
work.  The  committee  ruled  that  since  there  is  no 
recognized  specialty  board  in  hand  surgery  at  the  present 
time,  this  request  would  be  held  in  abeyance  until  such 
time  as  an  American  Board  is  established. 

Podiatry.  The  question  of  increased  fees  for  mem- 
bers of  the  Podiatry  Society  of  New  York  State  was 
presented  for  clarification.  The  president  of  the  State 
Medical  Society  stated  that  the  New  York  State  Educa- 
tion Law  had  been  amended,  and  that  there  were  many 
gray  areas  in  the  new  law.  He  had  requested  approval 
of  the  Council  to  appoint  an  ad  hoc  committee  or  a 
permanent  committee  of  podiatrists  and  physicians  to 
discuss  just  what  podiatrists  can  or  cannot  do.  He 
suggested  that  the  items  in  the  podiatry  fee  schedule 
be  referred  to  this  ad  hoc  committee  for  clarification 
and  discussion. 

At  a meeting  of  the  Advisory  Committee  on  the 
Medical  Fee  Schedule  and  Allied  Problems  held  on 
September  17,  Mr.  Bernard  Chase,  chairman,  read  a 
letter  he  had  received  from  the  New  York  State  Depart- 
ment of  Education.  The  statement  from  the  Education 
Department  appeared  to  preclude  any  action  by  the 
Advisory  Committee  or  the  State  Medical  Society, 
since  in  the  opinion  of  the  State  Education  Department, 
all  the  new  items  in  the  podiatry  fee  schedule  were 


within  the  scope  of  the  podiatrists,  thereby  leaving  no 
avenue  of  action. 

Osteopathy.  The  committee  considered  the  request 
made  to  a county  medical  society  by  an  osteopathic 
physician  with  an  OP-SD  rating  for  an  MD-SD  qualifi- 
cation after  he  had  passed  the  Boards  of  the  California 
College  of  Medicine  and  received  his  M.D.  degree.  This 
problem  was  solved  by  informing  the  physician  that  an 
additional  SD  rating  would  not  result  in  an  increase  in 
fees  allowed. 

Miscellaneous.  Since  the  last  meeting  of  the  House 
of  Delegates,  James  F.  Higgins,  M.D.,  director  of  the 
Division  of  Occupational  Health  and  Workmen’s  Com- 
pensation, has  attended  11  meetings  of  the  Advisory 
Committee  on  the  Medical  Fee  Schedule  and  Allied 
Problems  of  the  Workmen’s  Compensation  Board. 

Subjects  discussed  at  these  meetings  were: 

1.  A proposal  to  simplify  the  claim  forms  by  creating 
one  that  was  applicable  to  multi-usage:  the  Advisory 
Committee  felt  that  the  claim  form  was  not  feasible, 
and  the  secretary  of  the  Advisory  Committee  was  re- 
quested to  so  inform  the  physician. 

2.  A request  by  a physician  to  have  a fee  set  for  cer- 
tain tests  on  a neurogenic  bladder:  the  Advisory  Com- 
mittee decided  that  due  to  the  infrequent  use  of  this 
test,  it  would  recommend  that  this  not  be  made  a line 
item  in  the  fee  schedule. 

3.  Disagreement  between  an  insurance  carrier  and  a 
staff  physician  at  a city  hospital:  this  was  declared  to 
be  outside  the  jurisdiction  of  the  Advisory  Committee. 

News  of  New  York  and  the  New  York  State  Journal 
of  Medicine  were  helpful  in  announcing  the  promulga- 
tion of  a new  fee  schedule  for  workmen’s  compensation 
cases,  effective  October  1,  1970. 

Meetings.  Your  director  attended  the  following 
meetings:  annual  meeting  of  the  American  Academy  of 
Compensation  Medicine;  annual  meeting  of  the  New 
York  State  Society  of  Industrial  Medicine;  two  meetings 
of  the  Joint  Committee  of  the  New  York  State  Society 
of  Industrial  Medicine  and  the  Section  on  Occupational 
Health  of  the  New  York  Academy  of  Medicine;  editorial 
dinner  of  the  New  York  State  Journal  of  Medicine;  a 
Workmen’s  Compensation  Symposium  sponsored  by  the 
Workmen’s  Compensation  Board  on  “Rehabilitation”; 
division  heads  meetings  of  the  State  Medical  Society; 
and  participated  in  a panel  discussion  on  “The  Nurse’s 
Role  in  Workmen’s  Compensation”  sponsored  by  the 
American  Management  Association. 

Arbitrations.  During  the  preceding  year,  64  arbi- 
tration sessions  were  held  throughout  the  State.  Forty- 
three  were  held  in  the  New  York  City  area.  A total  of 
1,290  cases  were  submitted  for  arbitration.  Disputed 
medical  bills  amounted  to  $297,020.85.  Postponements 
deferred  the  settlement  of  165  cases,  and  882  cases  were 
settled  by  arbitration.  A total  of  243  cases  were  settled 
without  arbitration. 

Respectfully  submitted, 

JohnH.  Morton,  M.D.,  Chairman 
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Hospital  and  Professional  Relations  (Supplementary) 


Emergency  Room  Services 


To  the  House  of  Delegates,  Gentlemen: 

The  Subcommittee  on  Emergency  Rcx>m  Services  of 
the  Hospital  and  Professional  Relations  Committee 
wishes  to  stress  that  there  is  a need  to  re-evaluate  the 
emergency  rooms  in  hospitals  in  this  State.  It  is  neces- 
sary to  establish  a differential  between  outpatient  care 
and  true  emergency  room  care — no  longer  the  accident 
room  concept. 

This  past  year,  the  subcommittee  prepared  a ques- 
tionnaire on  “emergency  room  services”  which  was 
sent  to  the  hospitals  in  New  York  State,  asking  for  their 
cooperation  in  this  study.  As  a result  of  the  replies 
to  the  questionnaire,  the  subcommittee  notes  that  the 
information  obtained  is  of  no  specific  value.  It  is  to  be 
noted  that  studies  of  emergency  room  facilities  are  being 
conducted  by  the  New  York  State  Department  of 
Health,  The  American  College  of  Surgeons,  and  in 
many  other  areas  of  the  country.  A manual  should  be 
developed  which  provides  guidelines  for  the  establish- 


ment and  operation  of  an  emergency  room  facility. 
Meaningful  differentiation  between  emergency  and  out- 
patient (office  practice  type  of  care)  is  needed.  For 
both  medical  and  legal  reasons  the  triage  concept  using 
personnel  specially  trained  with  expertise  to  assume 
primary  responsibility  under  the  supervision  of  a physi- 
cian is  extremely  important  in  the  smaller  hospital. 
The  legal  aspects  should  be  determined. 

There  should  be  available  on  a twenty-four-hour  basis 
an  opportunity  for  a patient  to  consult  a physician  in 
an  emergency  room  to  determine  the  immediacy  of  care. 
Therefore,  the  study  made  through  our  subcommittee 
by  means  of  the  questionnaire  did  not  provide  specific 
information  from  which  conclusions  could  be  satisfac- 
torily drawn.  Table  1 shows  a total  evaluation  of  200 
questionnaires. 

Respectfully  submitted, 

Joseph  J.  Kaufman,  M.D.,  Chairman 


TABLE  1.  Total  evaluation  of  200  questionnaires  on  emergency  room  services 

Yes 

No 

No  Answer 

Number  of  beds  in  your  hospital. 
Is  your  hospital 

(Varies  according  to  hospital 

(a)  Medical  school  affiliated? 

51 

118 

31 

(b)  Voluntary,  nonaffiliated? 

125 

41 

34 

(c)  Municipal  or  government  controlled? 

22 

105 

73 

Do  you  have  a separate  emergency  room  service? 
(a)  Do  you  have  a community  or  voluntary 

190 

7 

3 

ambulance  service? 
Is  this  located  in  the 

127 

65 

8 

ta)  Outpatient  department? 

36 

71 

93 

(b)  Separate  area? 
Staffing 

142 

22 

36 

(a)  Full-time  physicians 

84 

40 

76 

(b)  Part-time  physicians 

73 

38 

89 

(c)  Intern  and  or  resident  physicians 
Total  number  of  patients  treated  in  emergency 
room  in: 

1965- 2,693,175 

1966- 3,111,593 

1967- 3,261,121 

1968- 3 , 472 , 696 

1969- 3,785,713 

90 

45 

65 

Percentage  of  “true”  emergencies. 

Comments:  i Please  comment  on  problems  peculiar 

(Varies  according  to  hospital) 

to  your  hospital) . 

73 

0 

127 

Please  fill  in  name  of  your  hospital. 
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Medical  Review 


To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Medical  Review  consists  of  the 


following  members; 

Charles  M.  Brane,  M.D.,  Chairman  Westchester 

Joel  J.  Brenner,  M.D Nassau 

Michael  Brusilow,  M.D Albany 

Winfield  L.  Butsch,  M.D Erie 

James  N.  Capps,  M.D Onondaga 

Armand  J.  D’Errico,  M.D Fulton 

George  G.  McCauley,  M.D Tompkins 

John  H.  Morton,  M.D Monroe 


The  past  year  has  seen  the  fulfillment  of  many  of  the 
objectives  of  the  committee.  The  methodology  for 
evaluation  of  quality  of  medical  care  developed  previous- 
ly and  applied  specifically  to  review  patterns  for  the 
study  of  inhospital  care  of  six  conditions  and  procedures: 
acute  myocardial  infarction,  appendectomy,  prosta- 
tectomy, diabetes  mellitus,  hysterectomy  or  myo- 
mectomy for  fibromyomata  uteri,  and  recent  cerebral 
infarction  or  hemorrhage,  was  tested  through  a medical 
review  project  carried  out  by  the  State  Medical  Society 
in  cooperation  with  the  U.S.  Public  Health  Service  and 
U.S.  Department  of  Health,  Education,  and  Welfare. 
This  involved  securing  copies  of  900  records  from  six  hos- 
pitals throughout  the  State  and  their  review  and  rating 
as  to  quality.  The  completion  of  the  informational  part 
of  the  six  review  patterns  as  applied  to  these  records  was 
carried  out  by,  and  under  the  direction  of,  Shirley 
Sanderson,  R.N.  Physician  surveyors  cooperating  with 
the  medical  analyst  for  the  project,  Jacob  Fine,  M.D., 
then  reviewed  the  records  and  rated  the  quality  of  care 
using  the  review  patterns.  Numerical  coding  for 
electronic  data  processing  was  devised  by  the  Evaluation 
Unit  of  the  Albert  Einstein  College  of  Medicine  for  study 
of  the  data  derived  from  the  evaluations.  Tables  of 
descriptive  and  qualitative  data  regarding  the  factors 
and  services  affecting  the  quality  of  care  were  provided 
by  United  Medical  Service  through  its  Electronic  Data 
Processing  Department. 

It  was  concluded  by  all  persons  involved  that  this 
method  of  evaluating  a physician’s  performance  was  a 
practical  one  for  continuous  or  periodic  review  of  the  care 
furnished  to  inhospital  patients.  It  was  also  demonstra- 
ted that  information  derived  from  the  use  of  the  category- 
item  review  patterns  may  be  subjected  to  electronic  data 
processing  for  evaluation  of  the  factors  affecting  quality 
of  care  in  large  numbers  of  cases. 

The  Medical  Review  Manual  and  its  review  patterns 
were  then  further  modified,  completed,  printed,  and 
distributed  to  285  hospitals  for  acutely  ill  patients  in 


New  York  State.  It  contains  review  patterns  for  the 
study  of  inhospital  patient  care  of  the  six  conditions  and 
procedures  mentioned  and  suggestions  on  the  organiza- 
tion of  medical  review.  It  will  be  enlarged  to  include 
as  many  conditions  and  procedures  as  necessary  to  serve 
for  review  of  the  most  common  diseases  and  procedures. 
Review  patterns  for  other  diseases  and  procedures  will  be 
incorporated  into  the  Manual  as  they  are  developed. 

A cholecystectomy  pattern  has  been  completed  and 
will  be  added  to  the  Manual  after  consideration  and 
modification  by  a subcommittee.  Review  patterns  for 
infantile  diarrhea  and  cesarean  section  are  being 
developed. 

The  committee  recommends  the  use  of  the  Medical 
Review  Manual  throughout  New  York  State  and  will 
work  toward  this  end  in  cooperation  with  the  Ad  Hoc 
Committee  on  Peer  Review  Mechanisms.  This  will 
demonstrate  that  the  practicing  physicians  of  this  State 
are  fully  aware  of  their  responsibilities  to  patients  and 
underline  our  interest  in  providing  quality  care  to  our 
patients. 

Copies  of  the  Manual  are  available  at  a moderate 
cost.  Requests  for  copies  are  continually  received  from 
outside  agencies  and  other  interested  parties.  The 
committee  has  also  recommended  that  a letter  be  sent  to 
the  proprietary  hospitals  in  this  State  informing  them  of 
the  availability  of  the  Manual. 

Grateful  acknowledgment  for  valuable  service  and 
cooperation  in  studying  and  testing  the  category-item 
methodology  is  made  to  Jacob  Fine,  M.D.,  project 
analyst.  Department  of  Surgery,  Harvard  Surgical  Unit; 
Mildred  A.  Morehead,  M.D.,  director.  Evaluation  Unit 
of  the  Albert  Einstein  College  of  Medicine,  acting  as 
consultant;  Miss  Shirley  Sanderson,  R.N.,  research 
assistant;  Antonio  Favino,  vice-president  in  charge  of 
Electronic  Data  Processing,  United  Medical  Service, 
Inc.;  Samuel  Z.  Freedman,  M.D.,  acting  as  project 
director;  the  six  subcommittees  concerned  with  develop- 
ment of  the  review  patterns;  the  physician  surveyors  of 
the  Medical  Review  Project;  and  to  the  U.S.  Public 
Health  Service  and  the  U.S.  Department  of  Health, 
Education,  and  Welfare  for  the  funding  of  the  project. 

Appreciation  is  also  extended  to  all  members  of  the 
Medical  Review  Committee  and  to  Fred  MacD.  Rich- 
ardson, M.D.,  Leonard  Rosenfield,  M.D.,  and  Joseph 
Snyder,  M.D.,  acting  as  advisers  to  the  Medical  Review 
Committee.  Their  suggestions,  advice,  and  decisions 
were  most  helpful  in  accomplishing  the  objectives  of 
this  committee. 

Respectfully  submitted, 

Charles  M.  Brane,  M.D.,  Chairman 
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Nursing  and  Allied  Health  Professions 


To  the  House  of  I)elef>ates,  (lentlemen: 

The  Committee  on  Nursing  and  Allied  Health  Pro- 
fessions consists  of  the  following  members: 


l^ester  J.  Candela,  M l).,  Chairman  Queens 

Frank  A.  Baumann,  M.D.  Broome 

Clarke  T.  Case,  M.D.  Oneida 

Douglas  S.  Damrosch,  M.D.  New  York 

Fred  FI.  Dexter,  M.D.  Albany 

Ramsdell  Gurney,  M.D.  F>ie 

Ralph  F.  dacox,  M.D.  Monroe 

Joel  E.  Mandel,  M.D.  Rockland 

FYank  C.  Nichols,  M.D.  Nassau 

Vincent  J.  Tesoriero,  M.D.  Kings 


The  committee  has  concerned  itself  this  year  with  one 
of  the  major  problems  attributed  to  tbe  increasing  nurs- 
ing shortage,  that  is  the  closing  of  diploma  schools  of 
nursing.  It  is  the  opinion  of  the  committee  that  the 
diploma  schools  are  being  permitted  to  wither  on  the 
vine,  by  lack  of  funds  and  support,  and  are  being  forced 
to  close  at  a rapid  pace.  Therefore,  the  committee 
presented  the  following  resolution  to  the  Council  for 
implementation: 

Whereas,  The  nursing  problem  is  becoming  in- 
creasingly acute;  and 

Whereas,  The  diploma  schools  are  still  admitting 
and  graduating  the  greater  number  of  registered 
nurses  (80  per  cent  of  diploma  school  admissions 
graduating,  compared  with  53  per  cent  of  the  bacca- 
laureate admissions  and  40  per  cent  in  the  associate 
degree  program);  and 

Whereas,  Even  in  1969  when  the  number  of  diploma 
school  admissions  dropped  23  per  cent  while  those 
in  the  other  programs  increased,  the  diploma  schools 
graduated  2,710  (54  per  cent  of  all  graduates)  com- 
pared with  1,295  (26  per  cent)  for  the  associate  degree 
program,  and  1,013  (20  per  cent)  for  the  baccalau- 
reate program;  and 

Whereas,  The  chief  reason  for  the  closure  of  the 
diploma  schools  (32  schools  in  the  last  ten  years, 
3,100  students)  is  lack  of  funds  and  support  to  help 
them  achieve  “standards”;  therefore  be  it 

Resolved,  That  the  Council  of  the  Medical  Society 
of  the  State  of  New  York  encourage  the  Committee 
on  State  Legislation  to  sponsor  bills  to  encourage 
and  support  the  reopening  of  diploma  schools  by 
providing: 

1.  Scholarships  for  students; 

2.  Funds  for  diploma  schools;  and 

3.  Significant,  meaningful  credit  for 
diploma  school  graduates  toward  a 
baccalaureate  degree. 

The  committee  reviewed  an  AMA  News  article  urging 
a major  new  role  for  nurses  that  would  include  using 
nurses  with  abbreviated  specialized  medical  training 
in  the  practice  of  medicine  on  a “fee  for  service”  basis. 
This  would  mean  placing  the  physician  in  the  role  of 
manager  of  a medical  service  system  and  would  enlarge 
the  role  of  the  physician’s  assistant  to  a greater  degree. 
The  committee  noted  that  the  AMA’s  action  was  se- 
verely criticized  by  the  American  Nurses  Association 
and  by  various  state  medical  societies.  The  committee 


agrees  with  the  feelings  of  the  organizations  involved 
and  wishes  to  note  that  the  implementation  of  such 
a program  might  greatly  aggravate  the  shortage  of 
nurses  at  a time  when  we  need  more,  not  fewer,  nurses 
and  might  result  in  the  use  of  paramedical  personnel 
with  minimal  training  working  in  areas  where  previously 
fully-trained  general  practitioners  have  been  discour- 
aged to  practice. 

In  view  of  the  fact  that  the  AMA  did  not  consult  with 
or  seek  the  opinion  of  any  individual  state  medical 
society,  the  Council,  on  the  recommendation  of  the 
committee,  forwarded  the  following  resolution  to  the 
AMA’s  House  of  Delegates: 

Whereas,  The  American  Medical  Association  has 
proposed  a new  role  for  nurses  which  would  result 
in  fee-for-service  payment  to  them;  and 

Whereas,  Paramedical  personnel  with  abbreviated 
medical  training  would  be  used  in  areas  where  fully 
trained  general  practitioners  were  heretofore  dis- 
couraged to  practice;  and 

Whereas,  This  program  was  enunciated  without 
consultation  with  component  state  medical  societies; 
therefore  be  it 

Resolved.  That  the  Medical  Society  of  the  State 
of  New  York  express  its  displeasure  in  this  matter 
to  the  American  Medical  Association. 

As  mentioned,  the  utilization  of  paramedical  person- 
nel (physician’s  assistant)  is  rapidly  becoming  an  ac- 
cepted practice  in  the  health  field.  For  example,  in 
obstetrical  cases,  it  is  contemplated  utilizing  the  serv- 
ices of  a physician’s  assistant  who  with  a few  months 
of  training  in  this  field  would  be  capable  of  delivering 
babies  safely  and  also  handle  newborn  “well  babies.” 
An  analogous  action  is  contemplated  with  the  use 
of  surgical  technicians.  The  committee  strongly 
warns  of  the  inherent  dangers  of  unqualified  “assist- 
ants” practicing  this  type  of  medicine  which  will 
require  independent  judgments  in  fields  where  until 
now  the  fully  trained  “G.P.”  was  held  to  be  incompe- 
tent. The  committee  advocates  the  implementing  of 
legislation  concerning  the  qualifications  of  these 
“assistants.” 

The  chairman  attended  an  AMA  meeting  on  “New 
Concepts  of  Education  in  Hospital  Schools  of  Nursing,” 
held  in  Washington,  D.C.,  in  June.  During  the  meet- 
ing there  was  discussion  of  the  paramedical  situation. 
Of  the  many  articles  presented,  one  worth  mentioning 
for  future  reference  was  by  Israel  Light,  Ed.D.,  Dean 
of  the  School  of  Health  Sciences,  Chicago  Medical 
School,  University  of  Health  Sciences.  Doctor  Light 
drew  a parallel  between  the  various  educational  nurs- 
ing programs  and  medicine  compared  with  the  para- 
medical programs  where  the  error  of  meaningless  spe- 
cialization is  being  repeated.  In  his  article.  Doctor 
Light  deplores  the  growing  trend  in  nursing  of  upgrading 
the  nurses’  educational  background,  credentially  speak- 
ing, while  underrating  the  inestimable  value  of  actual 
nursing  experience.  He  suggested  that  possibly  the 
medical  profession  could  work  in  closer  harmony  with 
these  groups  to  establish  a greater  portion  of  educa- 
tional criteria.  The  chairman  agrees  with  the  former 
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position  since  the  mutual  aims  are  for  the  care  of  the 
patient. 

The  committee  will  continue  to  study  the  many  facets 
of  the  nursing  problem  and  will  keep  abreast  of  the 
upcoming  related  nursing  and  paramedical  programs 
in  the  health  field. 

The  chairman  wishes  to  express  his  appreciation  to 

Health  Manpower  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

Your  chairman  is  scheduled  to  participate  in  a confer- 
ence on  “Physician’s  Assistant”  at  the  Brooklyn-Cum- 
berland  Medical  Center  on  January  28  and  29. 

The  committee  met  on  November  12,  at  which  time 
the  principal  deliberations  were  concerned  with  legisla- 
tion regarding  physician’s  assistants  in  New  York  State. 

The  committee  discussed  the  1970  New  York  State 
Senate  Bill  S.  9386  (Lent)  to  provide  for  registration  of 
physician’s  assistants  by  establishing  minimum  stan- 
dards for  those  who  will  be  available  for  employment  by 
physician’s  assistants  by  establishing  minimum  stand- 
ards for  those  who  will  be  available  for  employment  by 
chairman  was  directed  to  respond  to  the  Committee  on 
Legislation  by  preparing  a draft  of  a bill  encompassing 
features  of  the  Lent  Bill  and  the  California  Law.  This 
material  was  submitted  with  comments  prepared  by  the 
committee.  Appropriate  action  by  the  Council  was 
requested. 

The  committee  also  recommended  to  the  Council  that 
conferences  be  continued  with  the  Professional  Medical 
Liability  Insurance  carriers  for  the  State  Medical  Society 
regarding  coverage  for  physicians  who  employ  physi- 
cian’s assistants. 

The  committee  further  recommended  to  the  Council 

Rural  Medical  Service 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Rural  Medical 


Service  are  as  follows: 

Edward  C.  Hughes,  M.D.,  Chairman  Onondaga 

Alfred  A.  Hartmann,  M.D Franklin 

Erich  Hirsch,  M.D Ontario 

Rudolph  F.  Hust,  M.D Otsego 

Stuart  A.  Winning,  M.D St.  Lawrence 

Hugh  M.  McChesney,  M.D.,  Adviser Oswego 

James  J.  Quinlivan,  M.D.,  Adviser Albany 


A survey  of  the  status  of  medical  service  in  rural  com- 
munities was  begun  some  years  ago  by  the  Committee 
on  Rural  Medical  Service  of  the  Medical  Society  of 
the  State  of  New  York.  Information  resulting  from 
this  survey  indicated  that  many  rural  areas  were  suf- 
fering from  a shortage  of  medical  coverage,  and  that 
many  other  communities  were  entirely  without  the 
service  of  a physician.  This  decrease  in  availability 
of  medical  care  has  resulted  from  the  loss  of  physicians 
through  death,  failure  of  graduating  physicians  to  start 
practice  in  rural  areas,  and  the  medical  student’s  lack 
of  interest  in  practicing  in  rural  areas  or  in  becoming  a 
family  physician.  There  were  other  reasons  why  prac- 
tice in  rural  areas  had  become  less  exciting  or  enticing 
to  the  young  graduate.  The  committee  decided  to  in- 


Samuel  Z.  Freedman,  M.D.,  director  of  the  Division 
of  Standards  of  Medical  Care,  for  his  assistance  and 
cooperation  and  to  his  secretary,  Miss  Catherine  H. 
Renze. 


Respectfully  submitted, 

Lester  J.  Candela,  M.D.,  Chairman 


that  an  ad  hoc  committee  be  appointed  to  establish  the 
following  guidelines  for  physicians  employing  physi- 
cian’s assistants. 

1.  To  provide  advice  and  counsel  to  physicians  and 
develop  professional  relationships  between  physicians 
and  physician’s  assistants. 

2.  To  develop  types  of  contracts  for  employment. 

3.  To  study  and  produce  relative  salary  ranges  for 
geographic  areas  of  the  State  and  specialty. 

4.  To  recommend  basic  fringe  benefits  to  be  provided 
these  personnel. 

5.  To  develop  standards  of  ethical  conduct. 

Finally,  the  committee  recommends  to  the  Council 
that  the  MSSNY  staff  (a)  develop  a program  of  informa- 
tion on  physician’s  assistants  for  the  physicians  of  this 
State;  (b)  prepare  suitable  coverage  of  the  topic  to  be 
made  available  to  physicians  of  the  State  through  the 
New  York  State  Journal  of  Medicine;  (c)  develop  the 
means  by  which  the  employer  potential  can  be  deter- 
mined among  the  physicians  of  the  State;  and  (d)  estab- 
lish a roster  or  registry  of  physicians  in  New  York  State 
who  have  an  interest  in  employing  physician’s  assistants. 

Respectfully  submitted, 

Bruce  E.  Chamberlain,  M.D.,  Chairman 


vestigate  the  situation  in  59  counties  of  the  State  in 
an  attempt  to  ascertain  the  reaction  of  the  physicians 
in  these  areas  and  to  complete  the  study  for  use  as  a 
basis  for  organizing  a methodology  to  remedy  the  medi- 
cal manpower  shortage. 

Analysis  of  the  location  of  physicians  in  Upstate  New 
York  indicates  that  more  doctors  are  practicing  in  the 
cities  than  in  the  rural  areas.  Onondaga  County  with 
461,500  people  has  a total  of  701  physicians,  while  in 
the  City  of  Syracuse,  with  a population  of  216,038, 
there  are  592  physicians.  Investigation  in  these  coun- 
ties reveals  that  several  physicians  may  be  listed  in 
the  telephone  directory  as  practicing  in  the  given  area, 
yet  are  not  rendering  medical  service  in  the  areas. 
These  counties  are  dormitory-type  areas  with  regard 
to  medical  coverage,  the  physicians  actually  caring 
for  patients  in  the  cities  within  a radius  of  20  to  25 
miles.  Many  areas  have  physicians  listed  in  the  medi- 
cal directory  who  are  employed  in  institutions,  indus- 
trial factories,  or  in  other  positions  not  related  to  pa- 
tient care.  The  investigations  also  showed  that  physi- 
cians who  died  as  long  as  five  years  before  the  study 
was  made  and  others  who  have  moved  to  other  locations 
were  still  listed. 

Physician  Age  and  Practice.  The  age  pattern,  as 
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determined  by  this  survey,  indicated  that  young  phy- 
sicians are  not  starting  practice  in  these  areas.  In  the 
three  study  areas,  the  percentage  of  physicians  who  had 
practiced  less  than  forty  years  was  found  to  be  13.9  in 
the  eastern  section,  14.2  in  the  central  section,  and 
9.7  in  the  western  section.  Age  distribution  was  also 
quite  similar  in  all  areas.  A majority  of  physicians  in 
the  State  are  fifty  years  of  age  or  older  and  in  the  eastern 
section  of  the  study  area,  63.9  per  cent,  in  the  central 
section,  57.2  per  cent,  and  in  the  western  section  59.5 
per  cent. 

When  each  section  is  compared  with  regard  to  the 
age  of  its  physicians,  we  see  some  interesting  results. 
For  example,  there  is  no  significant  difference  among 
the  three  sections  in  the  percentage  of  physicians  over 
sixty  years  of  age,  but  it  can  be  seen  that  the  central 
region  has  a significantly  greater  proportion  of  younger 
physicians,  under  forty-five  years  of  age,  than  either 
of  the  other  two  regions.  The  average  age  of  physicians 
in  the  east  was  54.1  years;  in  the  west,  53.2  years,  and 
in  the  central  region  the  youngest  average  age,  51.6 
years.  We  can  postulate  that  these  results  show  a tend- 
ency for  young  doctors  to  settle  in  the  central  region, 
perhaps  because  of  the  numerous  sports  facilities, 
such  as  lakes  and  mountains,  and  then  to  migrate  either 
east  or  west  when  they  get  older. 

It  was  interesting  to  note  the  number  of  physicians 
above  sixty  and  seventy-plus  years,  who  were  still  giv- 
ing patient  care.  It  is  also  alarming  to  predict  that 
unless  physician  manpower  is  increased  in  these  areas 
within  the  next  decade,  many  communities  will  not 
have  medical  coverage  because  very  likely  those  over 
seventy  years  of  age  will  have  expired  or  retired  and 
a drop  of  15  to  20  per  cent  will  occur  in  the  sixty  to 
seventy  age  group. 

Comparison  of  these  data  with  that  collected  ten 
years  ago  reveals  that  many  areas  had  physicians  in 
the  younger  age  group  at  that  time.  This  tends  to  indi- 
cate the  trend  of  the  future  based  on  the  experience  of 
the  past. 

The  age  of  the  physician  and  the  length  of  practice 
in  the  community  cannot  be  logically  correlated. 
Because  a physician  is  old,  or  young,  does  not  neces- 
sarily imply  that  he  has  been  in  practice  many,  or  few, 
years  in  his  present  community. 

We  can  see,  however,  that  the  central  region  has  a 
greater  proportion  of  physicians  who  have  been  in 
practice  less  than  four  years  than  does  any  other  region, 
and  we  can  logically  assume  that  some  of  these  physi- 
cians are  included  in  the  younger  age  group  previously 
mentioned.  Also,  the  eastern  region  has  a significantly 
larger  proportion  of  physicians  who  have  been  in  resi- 
dence in  a particular  region  for  forty-nine  years  or 
more  than  has  either  the  west  or  the  central  regions. 
Analysis  showed  that  in  both  the  central  and  the  west- 
ern regions  physicians’  peak  years  in  residence  were 
in  the  ten-to-fourteen-year  category,  while  that  of  the 
eastern  regions  reveals  a bimodal  distribution  in  the 
five-to-nine  and  fifteen-to- nineteen-year  groups.  This 
fact,  along  with  the  observation  that  the  east  and 
west  have  a greater  proportion  of  physicians  in  the 
thirty-  to  thirty-four -year  residency  category  than  does 
the  central  region,  also  tends  to  support  the  central  to 
east  or  west  migration  theory  proposed  by  the  physi- 
cians’ age  data. 


Radius  of  Practice.  It  was  rather  surprising  to 
discover  that  physicians  chose  to  practice  in  areas 
where  the  radius  of  travel  was  not  too  distant  from 
their  offices.  Most  of  the  patients  apparently  were  in 
a radius  of  30  miles  in  all  three  areas,  75  per  cent  in  the 
eastern  area,  85.9  per  cent  in  the  central  area,  and  86 
per  cent  in  the  western  area.  We  have  found  that  phy- 
sicians in  the  central  region  of  our  study  have  a signifi- 
cantly smaller  radius  of  practice  than  physicians  in  the 
eastern  or  western  region.  Although  the  mode  for  the 
central  region  is  20  miles,  the  same  as  for  the  west,  and 
the  mode  for  the  east  is  only  10  miles,  both  the  eastern 
and  western  regions  have  a significantly  greater  propor- 
tion of  physicians  in  the  60  plus  mile  radius  group. 
This  may  indicate  better  roadway  systems  in  the  east 
and  west  or  a less  dense  population  in  these  areas. 

The  time  and  distance  of  travel  from  the  physicians’ 
offices  to  hospitals  was  also  within  a convenient  range. 
Three-fourths  of  the  physicians  traveled  10  miles  or 
less  to  the  hospital,  taking  twenty  minutes  or  less  to 
make  the  trip.  This  distance,  particularly  the  time 
lapse  from  home  to  hospital,  is  less  than  that  traveled 
by  most  physicians  who  live  in  the  outskirts  of  a metro- 
politan area  and  who  fight  traffic  in  every  trip  to  and 
from  office  to  hospital. 

House  Calls  Per  Day  and  Night.  It  is  a common 
complaint  among  patients  that  they  cannot  find  a 
physician  who  will  make  house  calls.  Although  this 
may  be  partly  true,  our  survey  revealed  that  in  each 
area  a majority  of  physicians  do  make  house  calls,  at 
least  during  the  day,  with  61.2  per  cent  of  physicians 
in  the  eastern  section,  56.3  per  cent  in  the  central  sec- 
tion, and  54.9  per  cent  in  the  western  section  making 
calls.  At  night,  however,  no  area  had  a majority  mak- 
ing house  calls,  with  44.4  per  cent  of  physicians  in  the 
eastern  area,  40.4  per  cent  in  the  central  area,  and  only 
37.5  per  cent  in  the  western  area  making  night  house 
calls. 

There  has  been  considerable  discussion  and  comments 
have  been  made  concerning  the  large  number  of  pa- 
tients crowding  into  physicians’  offices  daily,  causing 
extended  waiting  periods  and  cursory  examinations. 
This  complaint  is  probably  justified  in  many  instances. 
However,  this  survey  revealed  that  the  physicians 
answering  the  questionnaire  did  not  have  this  problem. 
The  average  number  of  patients  seen  per  day  was  25.8, 
28.5,  and  27.8  per  cent  for  the  east,  west,  and  central 
regions,  respectively.  However,  we  can  see  that  rela- 
tively more  physicians  in  the  central  region  see  more 
than  70  patients  on  an  average  working  day.  This  may 
be  caused  by  actual  illness,  population  density,  or  the 
distribution  of  physicians.  In  other  words,  either  the 
population  of  the  western  region  is  healthier  than  that 
of  the  other  regions,  or  there  are  fewer  people  in  the 
western  region,  or  there  are  enough  physicians  in  that 
area  to  handle  the  needs  of  the  people  without  over- 
burdening the  individual  physician.  Only  a small 
percentage  of  physicians  complained  that  they  were 
seeing  too  many  patients  during  the  day.  The  major- 
ity, 64.3,  57,  and  60  per  cent  said  that  they  were  not 
seeing  too  many  patients  per  day,  while  28.7,  32.9,  and 
29.9  per  cent  said  that  they  were  too  busy.  This  is  fur- 
ther demonstrated  by  the  answers  to  the  next  question 
which  asked  if  new  patients  were  being  accepted. 
Approximately  80  to  82  per  cent  of  the  physicians  in 
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all  areas  stated  that  they  were  accepting  new  patients. 

It  has  always  been  the  opinion  of  many  that  a physi- 
cian remains  in  a community  once  his  practice  has  been 
established  and  relationships  with  patients,  commu- 
nity, and  facilities  have  been  completed.  Directories 
and  other  sources  of  demographic  distribution  reveal 
that  this  is  not  always  true.  The  survey  indicated  that 
62  to  64.4  per  cent  of  the  physicians  surveyed  had  not 
moved  once  these  relationships  had  been  established. 
However,  the  answers  from  the  remaining  physicians, 
36.7,  35.3,  and  33.9  per  cent,  showed  interesting  move- 
ment. These  physicians  had  moved  about,  and  most 
of  them  had  moved  from  a larger  community  to  a 
smaller  one,  and  43  and  37.4  per  cent  in  the  eastern 
and  central  areas  had  changed  their  location  to  an  even 
smaller  community.  However,  in  the  western  eurea 
only  12.8  per  cent  had  made  this  change.  There  was 
a relatively  small  group  of  physicians,  3.7  per  cent  in 
the  east  and  8.3  per  cent  in  the  west,  who  had  gone  to 
a large  community.  There  was  a small  number  who 
moved  from  a foreign  nation  to  a small  community. 
The  majority  did  not  attempt  to  cover  more  than  one 
area,  but  the  majority  of  them  spent  most  of  their  time 
in  the  primary  office  site.  A total  of  10.7  per  cent  of 
the  physicians  in  the  central  area  had  three  or  more 
offices. 

Group  Practice.  Group  practice  of  various  types 
is  popular  throughout  the  middle  west  and  the  west- 
ern part  of  our  country.  In  New  York  State,  how- 
ever, this  type  of  practice  is  not  popular.  The  ques- 
tion appearing  on  the  questionnaire  related  to  various 
types  of  partnership  and  group  arrangements.  It  was 
interesting  to  note  that  in  a state  where  changing  atti- 
tudes concerning  other  forms  of  business  or  professional 
activity,  such  as  the  legal  profession  where  cooperative 
organizations  seem  to  be  quite  common,  the  majority 
of  physicians  were  in  solo  practice.  This  percentage 
seemed  quite  consistent  in  all  areas,  73.1  per  cent  in 
the  eastern  region,  61.9  per  cent  in  the  central  region, 
and  65.3  per  cent  in  the  western  region. 

The  physicians  were  asked  what  type  of  group  prac- 
tice they  would  choose  if  they  were  setting  up  such  a 
relationship.  A relatively  significant  percentage  in- 
dicated no  preference  for  group  practice,  and  another 
quite  sizable  percentage  failed  to  answer  the  question, 
indicating  that  either  their  minds  were  not  made  up 
or  they  were  opposed  to  such  a plan.  Indications  are 
that  apparently  25  per  cent  would  have  no  change. 
Other  types  of  group  practice  were  also  listed  and  31.4, 
28.1,  and  29.7  per  cent  in  the  eastern,  central,  and 
western  regions,  respectively,  specified  that  a partner- 


ship in  general  practice  or  mixed  general  practice 
would  be  preferred.  It  was  interesting  to  note  that 
the  idea  of  a medical  diagnostic  clinic  did  not  appeal 
to  a small  percentage,  with  3.1  per  cent  in  the  east, 
5.2  per  cent  in  the  central  area,  and  3.4  per  cent  in  the 
west,  approving  of  this  type  of  practice. 

Although  there  is  a general  concensus  that  many 
areas  are  in  need  of  physicians,  the  opinion  of  the  phy- 
sicians in  the  three  areas  was  varied  and  interesting. 
All  three  areas  apparently  had  lost  physicians,  82.5, 
85.8,  and  83.8  per  cent  of  the  physicians  in  the  eastern, 
central,  and  western  regions,  respectively,  stated  that 
such  a loss  had  occurred.  A slight  increase  in  the  num- 
ber of  physicians,  although  not  significant,  was  noted 
in  the  central  area.  True  to  previous  surveys,  there 
had  not  been  a major  increase  in  the  number  of  physi- 
cians in  any  area,  with  18.1,  19.2,  and  17.7  per  cent  of 
the  replies  from  the  respective  zones  indicating  that 
there  had  not  been  any  physicians  starting  practice  in 
their  county  within  the  last  ten  years.  It  was  the  opin- 
ion of  a large  number  of  physicians  that  more  physicians 
were  needed.  Some  stated  that  as  many  as  five  addi- 
tional physicians  were  needed  in  their  areas  to  provide 
the  necessary  medical  care.  These  estimates  would 
give  the  impression  that  the  total  shortage  was  appall- 
ing. This  condition,  together  with  the  advancing  age 
of  the  physicians  practicing  at  the  present  time,  make 
a prediction  possible  that  in  ten  years  medical  care 
will  be  practically  zero  in  these  New  York  State  areas. 

Demographic  studies  of  the  population  of  the  three 
independent  areas  of  the  State  have  been  completed. 
From  these  surveys  the  location  for  primary  care  units, 
which  we  designate  as  Crossroad  Medical  Centers,  can 
be  identified.  The  result  of  this  validated  study  shows 
the  way  for  study  elsewhere  in  the  state  and  country. 
To  continue  with  such  a study,  the  U.S.  Public  Health 
Service  has  granted  the  committee  funds  to  carry  on 
in  order  to  pinpoint  areas  of  primary  medical  care  in 
the  17  counties  surrounding  the  Upstate  Medical  Cen- 
ter, also  included  in  the  Central  New  York  Regional 
Medical  Program.  When  the  survey  is  completed,  the 
necessary  locations  for  such  medical  centers  should  be 
pinpointed,  based  on  the  travel  patterns  of  the  people 
and  relationships  to  hospitals  and  the  Upstate  Medical 
Center.  These  are  being  planned  to  include  an  emer- 
gency service,  diagnostic  facilities,  and  educational 
programs  for  the  people.  If  successful,  the  U.S.  Pub- 
lic Health  Service  may  use  it  as  the  model  for  similar 
studies  throughout  the  nation. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 


Commission  on  Public  and  Professional  Affairs 


To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Commission  on  Public  and  Profession- 


al Affairs  are  as  follows; 

C.  Stewart  Wallace,  M.D.,  Chairman Tompkins 

Charles  N.  A.swad,  M.D.  Broome 

Paul  M.  De  Luca,  M.D.  Broome 

John  H.  Carter,  M.D Albany 


This  Commission  comprises  the  State  Legislation 
Committee,  the  Federal  Legislation  Committee,  and 
the  Public  Relations  Committee.  Separate  committee 


reports  detail  activities  for  the  year,  but  we  note  in 
particular  the  passage  of  three  of  our  program  bills  by 
the  State  legislature,  the  success  of  the  annual  legislation 
conference  and  area  conference  programs,  and  the  initial 
tour  of  the  Medical  Society  Health  Shows  van.  Your 
chairman  wishes  to  thank  Dr.  Carter,  Dr.  Aswad,  and 
Dr.  De  Luca  for  their  outstanding  work  and  also  Guy  D. 
Beaumont,  director.  Division  of  Communications,  for 
valuable  support  by  his  staff  during  1970. 

Respectfully  submitted, 

C.  Stewart  Wallace,  M.D.,  Chairman 
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Public  Relations 


To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Committee  on  Public  Relations  are  as 
follows: 

Paul  M.  De  Luca,  M.D.,  Chairman  Broome 

Clement  J.  Boccalini,  M.D.  Nassau 

Russell  C.  Johnson,  M.D.  Westchester 

Eli  A.  Leven,  M.D.  Monroe 

Norton  M.  Luger,  M.D.  Queens 

James  R.  Nunn,  M.D.  Erie 

Daniel  F.  O’Keeffe,  M.D.  Warren 

Thomas  D.  Pemrick,  M.D..  Rensselaer 

John  A.  Root,  M .D.  Onondaga 

The  Public  Relations  Committee,  meeting  April  17  in 
Syracuse,  expressed  satisfaction  that  publicity  was 
achieved  Statewide  on  the  State  Medical  Society’s 
position  on  abortion.  As  a result  of  the  dissemination 
of  news  following  the  Council  meeting  of  March  26,  the 
committee  also  noted  that  the  society  acted  promptly 
regarding  Governor  Rockefeller’s  Universal  Health 
Insurance  bill.  Fund  raising  letters  to  our  physicians 
encouraging  donations  to  the  AMA-ERF,  in  addition 
to  the  $10  now  presented  as  optional  check-off  on  the 
dues  bill,  was  approved.  It  was  noted  that  the  AMA 
was  to  underwrite  the  cost  of  the  promotional  mailing, 
and  this  was  carried  out  at  the  end  of  1970.  The  com- 
mittee suggested  to  the  Council  that  a committee  be 
appointed  to  study  the  relationship  between  the  State 
Medical  Society  and  medical  students  in  New  York 
State.  The  committee  also  approved  sample  medallions 
which  are  being  produced  under  the  existing  budget  as 
an  item  in  a New  Member  Kit. 

At  this  meeting,  the  committee  accepted  a proposal 
that  a Fall  series  of  area  conferences  be  presented  on 
malpractice,  including  preventive  methods  and  a dis- 
cussion of  legislation  to  protect  physicians.  The  chair- 
man thereafter  met  in  New  York  City  with  Arthur  J. 


Abortion 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Ad  Hoc  Committee  on  Abortion  are 


as  follows: 

Carl  Goldmark,  Jr.,  M.D.,  Chairman  New  York 

Edward  C.  Hughes,  M.D Onondaga 

Bernard  J.  Pisani,  M.D New  York 

Clyde  L.  Randall,  M.D Elrie 

Waring  Willis,  M.D Westchester 


The  committee  was  appointed  by  the  President, 
i Walter  Scott  Walls,  M.D.,  in  early  April,  following  the 
I enactment  of  a change  in  the  abortion  law  of  New  York 
I State. 

I The  committee  held  several  meetings,  met  with  rep- 
I resentatives  of  the  New  York  State  Department  of 
I Health  and  the  Society’s  Committee  on  Maternal  and 
I Child  Welfare,  and  reported  as  follows  to  the  Council  at 
its  meeting  on  May  21.  The  Council  approved  this  re- 
) port  and  the  guidelines,  which  were  then  sent  to  all 
I members  of  the  State  Society  via  the  MSSNY  Hot 
■ Line,  under  date  of  May  25. 

Iji  This  year,  the  Penal  Law,  Subdivision  Three  of  Section 
I 125.05  in  relation  to  justifiable  abortional  acts,  was  amended  so 


Mannix,  Jr.,  M.D.,  chairman.  Professional  Medical 
Liability  Insurance  and  Defense  Board,  to  discuss  the 
area  conference  program  which  was  expanded  by  the 
Council  to  include  Universal  Health  Insurance.  A 
format  was  worked  out  and  conferences  scheduled  for 
Canandaigua,  Suffern,  Albany,  Owego,  Buffalo,  Valley 
Stream,  Syracuse,  and  Lake  George.  To  increase  our 
association  with  medical  students,  the  deans  of  medical 
schools  were  contacted,  and  with  their  permission, 
senior  students  were  invited  to  the  conferences. 

The  committee  met  November  12  in  Syracuse  and 
discussed  actions  of  the  State  Medical  Society  as  they 
affect  public  and  professional  relations,  also  our  imme- 
diate plans  for  1971.  A recommendation  to  the  Council 
that  a study  be  made  to  determine  the  modern-day 
aspirations  and  needs  of  the  State  Medical  Society  and 
those  of  our  county  and  individual  members  and  that 
a survey  of  opinions  be  gathered  at  a preliminary  meet- 
ing before  January  was  tabled  until  a future  meeting. 

A recommendation  that  the  existing  Department 
of  Research  and  Planning  be  expanded  in  its  facilities, 
budget,  and  staff,  to  fulfill  a need  for  statistical  informa- 
tion in  support  of  policy,  was  accepted  as  information. 
A recommendation  by  the  committee  that  the  State 
Medical  Society  take  the  initiative  in  proposing  legisla- 
tion representing  positive  views  on  major  issues,  such 
as  Universal  Health  Insurance,  was  disapproved. 

Recommendations  of  your  committee  that  area  con- 
ferences in  some  form  be  continued  in  1971  and  that 
the  Medical  Society  Health  Shows  van  be  continued, 
were  approved  by  the  Council. 

Staff  activities  of  the  Division  of  Communications  in 
support  of  public  and  professional  relations  are  outlined 
in  the  report  of  the  executive  vice-president. 

Respectfully  submitted, 

Paul  M.  DeLuca,  M.D.,  Chairman 


that  any  female  can  have  the  procedure  performed  with  her  con- 
sent by  a duly  licensed  physician  within  twenty-four  weeks  from 
the  commencement  of  her  pregnancy.*  Also,  “a  pregnant 
female’s  commission  of  an  abortional  act  upon  herself  is  justifi- 
able when  she  acts  upon  the  advice  of  a duly  licensed  physi- 
cian .”  Since  the  State  has  removed  all  restrictions  on  abor- 
tion and  has  placed  this  problem  in  the  hands  of  the  medical 
profession,  the  president  of  the  Medical  Society  of  the  State 
of  New  York  has  requested  the  Maternal  and  Child  Welfare 
Committee  and  the  Ad  Hoc  Committee  on  Abortion  to  review 
the  law,  present  some  pertinent  facts  to  the  |>eople  of  the  State, 
and  propose  guidelines  to  the  medical  profession  so  that  quality 
medical  caae  for  the  women  of  the  State  can  be  assured  and 
maintained.  There  are  certain  definitions  and  explanatory 
statements  related  to  abortional  acts  which  should  be  made 
known  to  the  public  and  the  medical  profession.  These  are: 

A.  The  definition  of  abortion  which  has  been  used  by  all 
scientific  organizations  is  as  follows:  Abortion  is  the  expulsion 
or  extraction  of  all  (complete)  or  any  part  (incomplete)  of  the 
placenta  or  membranes,  with  or  without  a fetus,  before  the 
twentieth  week  of  gestation.  In  general,  the  term  abortion 
implies  that  fetal  life  cannot  be  maintained  independently. 

B.  After  the  twentieth  week  of  gestation,  the  process  cannot 

* Effective  July  1.  1970. 
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be  classified  as  an  abortion  and  constitutes  an  actual  birth 
process. 

C.  It  is  important  to  know  the  actual  length  of  pregnancy 
because  methods  of  emptying  the  uterus  depend  upon  the  stage 
of  pregnancy.  The  phrase  in  the  amendment  to  the  penal  law, 
“within  twenty-four  weeks  from  the  commencement  of  her 
pregnancy,”  may  cause  confusion  because  the  exact  date  when 
pregnancy  begins  cannot  be  determined  accurately.  Therefore 
the  length  of  gestation  should  be  ascertained  by  the  following 
rule;  The  period  of  gestation  is  the  number  of  completed  weeks 
of  pregnancy  between  the  first  day  of  the  last  normal  menstrual 
period  and  the  date  in  question. 

D.  Outside  of  New  York  City,  the  New  York  State  Public 
Health  Law  (Sections  4160  and  4161)  requires  that  all  abortional 
acts  and  their  products  be  registered  with  the  New  York  State 
Health  Department.  In  New  York  City,  the  New  York  City 
Health  Code  (Sections  203.01,  203.03,  and  203.05)  requires  that 
similar  information  be  filed  with  the  New  York  City  Health 
Department.  Both  statutes  provide  that  in  the  case  of  an  abor- 
tional act  resulting  in  a fetal  death,  a fetal  death  certificate 
must  be  filed.  Where  the  infant  is  born  alive  a birth  certifi- 
cate is  required.  The  subsequent  death  of  such  an  infant 
necessitates  the  filing  of  the  usual  death  certificate. 

E.  All  types  of  abortions  must  be  classified  and  registered. 

They  are  classified  as  follows:  Spontaneous  Abortion  is  the 

expulsion  of  the  products  of  conception  before  the  twentieth 
week  of  gestation  without  deliberate  interference.  Induced 
Abortion  is  the  deliberate  interruption  of  pregnancy  before 
the  twentieth  week  of  gestation.  Therapeutic  Abortion  is  the 
interruption  of  a pregnancy  before  the  twentieth  week  of  ges- 
tation by  a duly  licensed  physician  for  medically  approved  in- 
dications. 

F.  Different  methods  of  emptying  the  uterus  are  advisable 
with  each  stage  of  pregnancy  (a)  during  the  first  twelve  weeks 
of  gestation  a D & C (dilatation  and  curettage)  is  the  method  of 
choice  used  for  the  procedure,  (b)  between  the  thirteenth  week 
and  up  to  the  twentieth  week  of  gestation,  a D & C is  no  longer 
a safe  method,  and  the  uterus  must  be  emptied  by  the  abdomi- 
nal route  or  by  injection  of  certain  acceptable  substances  into 
the  uterine  cavity  which  causes  the  uterus  to  contract  and  by 
that  process  labor  usually  results  in  the  expulsion  of  the  uterine 
contents. 

G.  Because  the  chances  of  fetal  survival  increase  each  week, 
abortive  acts  should  not  be  initiated  after  the  twentieth  week 
of  gestation. 

The  information  presented  above  is  an  attempt  by  the  medi- 
cal profession  to  alert  the  people  of  this  State  of  their  legal  and 
medical  responsibility. 

Guidelines.  The  Medical  Society  of  the  State  of  New  York, 
through  the  two  committees  previously  mentioned,  also  pro- 
poses the  following  guidelines  so  that  the  act  of  abortion  will 
be  safely  and  properly  completed. 

1.  An  abortional  act  should  be  performed  only  in  a hospital 
having  an  obstetrical,  gynecologic,  or  surgical  service  and 
holding  a currently  valid  operating  certificate  from  the  New 
York  State  Department  of  Health,  or  the  Health  Services  Ad- 
ministration of  the  City  of  New  York,  or  in  a suitably  equipped 
and  staffed  facility  administered  by  such  hospital,  or  in  a suit- 
ably staffed  and  equipped  facility  having  a hospital  affiliation 
agreement  acceptable  to  the  State  Hospital  Council. 

2.  An  abortional  act  is  an  obstetrical  procedure  and  should 
be  performed  only  by  a physician  with  a currently  valid  license 
to  practice  medicine  and  surgery  in  the  State  of  New  York  and 
in  accordance  with  the  medical  staff  rules  of  the  hospital  or 
facility  where  the  abortional  act  is  performed. 

3.  Prior  to  the  performance  of  an  abortional  act,  positive 
evidence  of  pregnancy  by  test  result,  history  and  physical 
examination,  or  other  reliable  means,  should  be  recorded  on  the 
patient’s  chart,  with  an  estimate  of  the  duration  of  the  preg- 
nancy. 

4.  No  physician  or  other  person  should  be  required  to  perform 
or  participate  in  a medical  or  surgical  procedure  which  may 


result  in  the  termination  of  a pregnancy.  It  is  recommended 
that  a patient  be  advised  to  consult  another  physician  or  phy- 
sicians when  the  first  physician’s  refusal  to  participate  in  an 
abortional  act  is  based  on  a matter  of  medical  judgment  or  con- 
science. 

5.  An  abortional  act  should  be  performed  only  in  a room 
suitably  staffed  and  equipped  for  the  type  of  procedure  or  pro- 
cedures being  performed  and  according  to  the  rules  and  reg- 
ulations of  the  hospital  or  facility  in  which  the  abortional  act 
is  being  performed  and  in  conformity  with  the  relevant  sections 
of  the  New  York  State  Hospital  Code. 

6.  Blood  and  blood  derivatives  should  be  available  whenever 
an  abortional  act  is  performed;  and  an  appropriately  equipped 
and  staffed  operating  room  should  be  immediately  available. 

7.  An  abortional  act  may  be  performed  on  an  outpatient 
basis  in  the  outpatient  department  of  a currently  licensed  hos- 
pital or  facility  only  up  to  and  including  the  twelfth  week  of 
pregnancy.  Thereafter  it  should  be  performed  on  an  inpatient 
basis  only. 

8.  Preoperative  evaluation  should  include  the  usual  routine 
procedures  necessary  for  the  protection  of  the  patient;  and  the 
results  of  such  procedures  should  be  recorded  on  the  patient’s 
chart. 

9.  Prior  to  the  initiation  of  an  abortional  act,  with  or  without 
analgesia  or  anesthesia,  there  should  also  be  on  the  patient’s 
chart  a consent  form  duly  signed,  according  to  the  requirements 
of  the  hospital  or  the  facility. 

10.  Anesthesia  should  be  administered  only  by  qualified  * 
personnel,  in  accordance  with  the  provisions  of  the  State  I 
Hospital  Code. 

11.  The  methods  by  which  an  abortional  act  is  performed 
should  be  those  best  suited  under  the  circumstances,  taking  into 
consideration  the  experience  of  the  operator,  the  duration  of 
the  pregnancy,  and  the  female’s  mental  and/or  physical  con- 
ditions. 

12.  In  the  case  of  an  abortional  act  done  after  the  twelfth 
week  of  gestation,  it  is  recommended  that  consultation  be 
obtained  to  protect  the  patient’s  health  and  welfare,  according  I 
to  the  applicable  regulations  of  the  hospital  or  facility  and  as  ( 
outlined  in  the  Hospital  Code. 

13.  Physicians  must  complete  and  sign  all  necessary  certifi- 
cates required  under  the  law  for  the  registration  of  the  products 
of  the  abortional  act  (stillborn  or  liveborn,  and  others). 

14.  Each  hospital,  hospital-administered  facility,  or  facility 
holding  a hospital  affiliation  agreement  acceptable  to  the  State 
Hospital  Council  should  develop  its  own  rules  and  regulations 
to  cover  the  performance  of  abortional  acts  on  its  premises  — 
not  inconsistent  with  the  above  guidelines. 

15.  Medical  fees  and  hospital  charges  will  vary  from  area  to 
area,  but  should  conform  to  the  usual  and  customary  levels  for  j 
those  procedures  involved  in  completing  the  abortional  act. 

16.  Abortional  acts  performed  by  a female  upon  herself  are  ,.i 
not  condoned. 

CAUTION:  The  Medical  Society  of  The  State  of  New  York 
would  like  to  caution  all  physicians  that  an  abortion  performed 
after  the  twelfth  week  of  gestation  is  fraught  with  tremendous 
danger. 

The  Medical  Society  of  the  State  of  New  York,  through  its 
various  committees,  has  maintained  a constant  vigil  over  ma- 
ternal and  child  care  throughout  the  State.  Each  maternal 
death  has  been  surveyed  and  studied.  Maternal  mortality 
committees  are  functioning  in  almost  every  county  of  the  State 
to  improve  the  safety  of  childbirth  and  its  complications.  The 
MSSNY  is  proud  of  its  record,  the  State  having  one  of  the  lowest 
maternal  and  infant  death  rates  in  the  country. 

The  Medical  Society  and  its  physicians  recognize  the  tremen- 
dous responsibility  placed  upon  them  by  the  law  and  present 
these  guidelines  so  that  the  complications  of  the  abortional  act 
and  deaths  in  relation  to  such  a procedure  can  be  controlled  and 
eliminated.  These  are  presented  for  the  protection  of  the 
patient’s  welfare  and  safety. 

Arthur  J.  Mannix,  Jr.,  M.D.,  Chairman  of  the  Professional 
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Medical  Liability  Insurance  and  Defense  Board,  would  like 
to  stress  the  fact  that  for  insurance  classification  purposes, 
abortion  will  be  considered  major  surgery. 

The  committee  was  discharged  after  the  approval  of 
its  report. 


Judicial  Council 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Judicial  Council  are  as  follows: 


Theodore  J.  Prowda,  M.D.,  C/iatrman  Oneida 

James  M.  Blake,  M.D Schenectady 

John  M.  Galbraith,  M.D Nassau 

Walter  T.  Heldmann,  M.D Richmond 

Joseph  G.  Zimring,  M.D.  Nassau 


After  a hiatus  of  several  years,  the  Judicial  Council 
had  two  appeals  presented  to  it  during  the  year  1970. 

The  first  involved  a physician  who  appealed  an  action 
of  the  Medical  Society  of  the  County  of  Monroe  ex- 
pelling him  from  membership  for  unethical  conduct 
and  improper  dispensing  of  drugs.  The  physician  and 
the  county  medical  society,  each  represented  by  legal 
counsel,  appeared  before  the  Judicial  Council  on  April 
16,  1970,  and  gave  extensive  testimony.  After  due 
deliberation  the  Judicial  Council  voted  to  affirm  the 
decision  of  the  Medical  Society  of  the  County  of  Monroe. 
Subsequently,  the  physician  commenced  a legal  pro- 
ceeding in  the  Supreme  Court  in  Monroe  County  chal- 
lenging the  action  of  the  county  medical  society  and 
that  of  the  Judicial  Council. 

The  Judicial  Council  was  represented  in  this  proceed- 
ing by  William  F.  Martin,  Esq.,  legal  counsel  of  the 
Society,  who  submitted  various  legal  memoranda  in 
support  of  the  decision  of  the  Judicial  Council,  as  did 
the  attorney  for  the  county  medical  society  in  support 
of  its  action.  On  November  30,  1970,  the  judge  before 
whom  the  legal  proceeding  was  held  issued  a 10-page 
decision  upholding  the  actions  of  the  county  medical 
society  and  the  Judicial  Council  and  dismissed  the 
physician’s  petition. 

The  second  appeal  to  the  Judicial  Council  was  made 
by  two  physicians  who  felt  aggrieved  by  a decision  of 
the  Delaware  County  Medical  Society  which  accepted 
a report  of  its  Board  of  Censors  that  “no  further  action 
be  taken  or  is  desirable”  in  regard  to  charges  made  by 
the  two  physicians  against  two  other  physicians.  A 
hearing  before  the  Judicial  Council  was  held  on  June 


Because  of  the  many  questions  received  and  problems 
involved,  the  committee  was  reactivated  in  mid-Novem- 
ber. 

Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.,  Chairman 


4,  1970.  A great  number  of  people  appeared  at  the 
hearing,  including  the  two  physician  appellants  and 
their  attorney,  representatives  of  the  Delaware  County 
Medical  Society,  representatives  of  the  community 
hospital  where  the  dispute  arose  and  its  attorney,  and 
the  two  physicians  against  whom  the  original  complaint 
had  been  made. 

As  the  hearing  developed  it  was  agreed  by  the  parties 
that  an  attempt  would  be  made  to  arbitrate  the  dispute 
using  the  good  offices  of  a panel  of  physicians  appointed 
by  the  president  of  the  Sixth  District  Branch  from  the 
countries  making  up  the  District  Branch  other  than 
Delaware  County.  Based  on  this  agreement  the  Judi- 
cial Council  reserved  decision  and  adjourned  the  hear- 
ing pending  the  outcome  of  the  arbitration. 

Subsequently  the  attorney  for  the  community  hospi- 
tal involved  in  the  dispute  notified  the  legal  counsel 
for  the  State  Medical  Society  that  it  would  not  par- 
ticipate in  the  arbitration  until  after  the  Judicial  Council 
had  rendered  its  decision  on  the  original  appeal.  This 
was  a condition  not  previously  raised  and  agreed  to 
and  as  a result  the  arbitration  proceeding  was  not  held. 
In  view  of  this  development  the  Judicial  Council  recon- 
vened on  November  19,  1970,  to  continue  its  delibera- 
tions. 

The  Judicial  Council,  after  reviewing  the  facts  pre- 
sented to  it,  unanimously  agreed  that  no  final  action 
had  been  taken  by  the  Delaware  County  Medical  Society 
on  the  report  presented  to  it  by  its  Board  of  Censors 
recommending  that  “no  further  action  should  be  taken 
or  is  desirable”  in  regard  to  the  charges  made  by  the 
physician-appellants  against  two  other  physicians. 
The  Judicial  Council  in  view  of  the  foregoing  directed 
the  county  medical  society  to  reconsider  the  complaint 
of  the  physician-appellants  as  well  as  the  recommenda- 
tion of  its  Board  of  Censors  and  to  take  appropriate 
final  action  on  the  matter. 

Respectfully  submitted, 

Theodore  J.  Prowda,  M.D.,  Chairman 
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New  York  Delegation  to  the  AMA 


To  the  House  of  Delegates,  Gentlemen: 

The  New  York  Delegation  to  the  119th  Annual  con- 
vention of  the  American  Medical  Association,  held  in 
Chicago,  niinois,  June  21  to  25,  1970,  included: 

Delegates:  Lawrence  Ames,  M.D.,  James  M.  Blake, 
M.D.,  Charles  M.  Brane,  M.D.,  John  Lee  Clowe,  M.D., 
Albert  H.  Douglas,  M.D.,  Ralph  S.  Emerson,  M.D., 
Henry  I.  Fineberg,  M.D.,  Walter  T.  Heldmann,  M.D., 
George  Himler,  M.D.,  R.  Scott  Howland,  M.D.,  Edward 

C.  Hughes,  M.D.,  Joseph  J.  Kaufman,  M.D.,  John  F. 
Kelley,  M.D.,  Warren  A.  Lapp,  M.D.,  Herbert  A. 
Laughlin,  M.D.,  James  A.  Moore,  M.D.,  Irving  M.  Pal- 
lin,  M.D.,  William  B.  Rawls,  M.D.,  Bernard  J.  Pisani, 
M.D.,  Charles  D.  Sherman,  Jr.,  M.D.,  Lester  R.  Tuch- 
man,  M.D.,  Samuel  Wagreich,  M.D.,  C.  Stewart  Wal- 
lace, M.D.,  Walter  Scott  Walls,  M.D.,  Carlton  E.  Wertz, 
M.D.,  Waring  Willis,  M.D.,  and  Frederick  A.  Wurz- 
bach,  Jr.,  M.D. 

Alternate  Delegate:  Milton  Helpern,  M.D. 

Section  Delegates:  George  F.  Reed,  M.D.,  Section  on 
Otorhinolaryngology,  and  Maus  W.  Stearns,  Jr.,  M.D., 
Section  on  Colon  and  Rectal  Surgery. 

AMA  President:  Gerald  D.  Dorman,  M.D. 

Also  Present:  Thurman  B.  Givan,  M.D.,  and  George 
J.  Lawrence,  Jr.,  M.D. 

State  Medical  Society  Staff:  William  Hammond, 

M.D.,  J.  Richard  Burns,  J.D.,  Guy  Beaumont,  and 
Gretchen  Wunsch. 

County  Medical  Society  Executives:  Donald  M. 

Irish,  Monroe;  Stephen  K.  Leech,  Onondaga;  Hazel 
Spadafora,  Kings;  Richard  Treccase,  Erie;  and  Robert 

D.  Potter  and  Elvira  Tirola,  New  York. 

Meetings.  The  delegation  held  five  regular  meet- 
ings, Saturday,  June  19,  at  4:00  p.m.;  breakfast  con- 
ferences on  Monday,  Tuesday,  Wednesday,  and  Thurs- 
day; and  an  executive  session  on  Thursday,  June  25,  at 
Noon. 

Matters  coming  before  the  House  were  discussed;  ac- 
tions were  taken  on  specific  issues;  and  assignments 
were  made. 

Resolutions.  Six  resolutions  were  introduced  by 
the  New  York  Delegation.  Actions  taken  by  the  AMA 
House  of  Delegates  were  as  follows: 

1.  Resolution  51,  “Successor  to  the  President  of  the 
American  Medical  Association”  referred  to  Commit- 
tee on  Amendments  to  the  Constitution  and  Bylaws 
(Donald  N.  Sweeny,  Jr.,  M.D.,  chairman).  The  text 
of  the  resolution  follows: 

Whereas,  Chapter  XIV,  Section  4,  of  the  Bylaws 
of  the  American  Medical  Association,  entitled  “Suc- 
cessor to  the  President,”  now  provides  “K  the  Presi- 
dent dies,  resigns,  or  is  removed  from  office,  the  Vice- 
President  shall  immediately  become  President.  If  the 
President  resigns  or  is  removed  from  office  during  a 
period  when  the  office  of  the  Vice-President  is  vacant, 
then  the  Speaker  shall  immediately  become  Presi- 
dent”; and 

Whereas,  The  presidency  of  the  American  Medical 
A.ssociation  is  practically  a full-time  position  requiring 
considerable  insight,  knowledge,  and  experience  in 
the  affairs  of  the  AMA;  and 


Whereas,  By  nature  of  the  office  of  Vice-President, 
individuals  elected  to  that  post  often  lack  broad  ex- 
perience at  the  national  level  and  would  find  it  diffi- 
cult to  meet  the  intricate  and  demanding  responsi- 
bilities of  President  of  the  Association  and  would  fur- 
thermore lack  time  to  develop  the  necessary  skills 
during  a brief  temu-e;  therefore  be  it 

Resolved,  That  Chapter  XFV,  Section  4,  of  the  By- 
laws of  the  American  Medical  Association,  entitled 
“Successor  to  the  President,”  be  amended  to  read 
as  follows: 

If  the  President  dies,  resigns,  or  is  removed  from 
office,  the  President-Elect  shall  immediately  suc- 
ceed to  the  office  of  President  and  shall  serve  the  un- 
expired portion  of  the  term  remaining,  and  shall 
thereafter  serve  an  additional  full  term  as  Presi- 
dent, pursuant  to  the  provisions  of  these  Bylaws. 
If  the  President  dies,  resigns,  or  is  removed  from 
office  during  a period  when  the  office  of  President- 
Elect  is  vacant,  the  Speaker  of  the  House  of  Dele- 
gates shall  immediately  become  President  to  fill 
the  unexpLred  term. 

Action.  The  House  voted  not  to  adopt  this  resolu- 
tion. 

2.  Resolution  14,  “Credit  toward  Baccalaureate  De- 
gree for  Hospital  School  Training,”  referred  to  Reference 
Committee  G (Ernest  T.  Livingstone,  M.D.,  chairman). 
The  text  of  the  resolution  follows: 

Whereas,  Nursing  care  in  most  hospitals  is  deteri- 
orating because  of  lack  of  trained  nursing  personnel 
(registered  nurses);  and 

Whereas,  Between  1961  and  1971,  30  hospital 
schools,  with  a total  enrollment  of  over  3,000,  will 
have  been  closed  with  only  a minority  of  potential 
enrollees  going  into  degree  programs;  therefore  be  it 
Resolved,  That  the  American  Medical  Association 
lend  its  support  through  proper  channels  to  the  pas- 
sage of  state  legislation  to  effect  the  following: 

1.  Give  two-years’  credit  toward  a Bachelor  Degree 
to  registered  nurses  who  are  graduates  of  accredited 
hospital  nursing  schools; 

2.  Establish  nursing  scholarships,  not  only  for  “de- 
gree programs”  but  also  for  students  entering  ac- 
credited hospital  schools,  thus  enabling  girls  who  can- 
not go  to  distant  colleges  in  their  younger  years  to  train 
in  local  hospital  schools  and  later  continue  toward  a 
degree  if  they  desire;  and 

3.  Give  such  aid  to  deficient  hospital  schools  as 
might  be  required  to  raise  their  standards  to  levels 
acceptable  for  accreditation. 

Action:  The  House  of  Delegates  adopted  Report  Y of 

the  Board  of  Trustees  in  lieu  of  this  resolution  and  resolu- 
tion 98,  which  follows,  and  resolution  79,  presented  by 
the  California  Delegation. 

3.  Resolution  98,  “Disagreement  with  Principle  of  the 
Large  Scale  Utilization  of  Nurses  as  Physician  Assist- 
ants,” referred  to  Reference  Committee  G (Ernest  T. 
Livingstone,  M.D.,  chairman).  The  text  of  the  resolu- 
tion follows: 

Whereas,  The  American  Medical  Association  has 
proposed  a new  role  for  nurses  which  would  result  in 
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fee-for-service  payment  to  them;  and 

Whereas,  Paramedical  personnel  with  abbreviated 
medical  training  would  be  used  in  areas  where  fully 
trained  general  practitioners  were  heretofore  discour- 
aged to  practice;  and 

Whereas,  This  program  was  enunciated  without 
consultation  with  component  state  medical  societies; 
therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the 
American  Medical  Association  express  its  disagree- 
ment with  the  principle  of  the  large-scale  utilization 
of  nurses  as  physician  assistants;  and  be  it  further 
Resolved,  That  the  American  Medical  Association 
staff  and/or  Board  of  Trustees  consult  with  the  state 
medical  societies  before  making  major  policy  state- 
ments and,  when  such  policy  involves  other  health 
professions,  that  their  professional  association  be 
consulted  as  well. 

Action:  The  House  of  Delegates  adopted  Report  Y 

of  the  Board  of  Trustees  in  lieu  of  this  resolution,  resolu- 
tion 14  (MSSNY),  and  resolution  79  (presented  by  the 
California  Delegation). 

4.  Resolution  16,  “Utilization  of  Generalists  for  Lim- 
ited Specialist  Procedures,”  referred  to  Reference  Com- 
mittee D (Peter  T.  Brooks,  M.D.,  chairman).  The  text 
of  the  resolution  follows: 


Whereas,  The  shortage  of  medical  manpower  is  gen- 
erally recognized;  and 

Whereas,  Efforts  currently  being  made  to  meet  the 
deficiency  by  developing  “physician  assistants”  could 
lead  to  the  establishment  of  a subclass  of  poorly 
trained  medical  personnel;  and 

Whereas,  Many  general  practitioners  would  be  will- 
ing to  practice  pediatrics  and  obstetrics,  within  the 
limits  of  their  training,  and  even  act  as  assistants  in 
surgery,  if  given  appropriate  privileges;  and 

Whereas,  Such  general  practitioners  would  be  su- 
perior in  education,  training,  and  background  to 
“physician  assistants”  who  have  completed  rela- 
tively short  training  periods;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
reaffirm  its  position  that  general  practitioners  should 
have  the  opportunity  to  practice  medicine  as  active 
staff  members  in  hospitals  and  should  be  granted  priv- 
ileges commensurate  with  their  training  and  demon- 
strated abilities;  and  be  it  further 
Resolved,  That  the  Joint  Commission  on  Accredi- 
tation of  Hospitals  and  specialty  societies  be  urged  to 
motivate  hospitals  and  their  medical  staffs  to  utilize 
the  potentials  of  general  practitioners  to  their  fullest 
extent. 

Action:  The  House  voted  to  adopt  this  resolution  as 
amended  (new  material  in  italics.) 

5.  Resolution  15,  “Inclusion  of  Community-Based 
Physicians  on  Joint  Conference  Committees  of  Hospi- 
tals,” referred  to  Reference  Committee  D (Peter  T. 
Brooks,  M.D.,  chairman).  The  text  of  the  resolution 
follows: 

Whereas,  The  Joint  Commission  on  Accreditation  of 
Hospitals  defines  a Joint  Conference  Committee  as  a 
medico-administrative  advisory  committee  and  the 
official  means  of  liaison  among  the  medical  staff,  the 
governing  body,  and  the  administrator;  and 
Whereas,  In  many  hospitals  the  medical  staff  is  not 
represented  on  the  Joint  Conference  Committee  by 


one  or  more  community-based  hospital  staff  mem- 
bers; and 

Whereas,  The  majority  of  patients  are  treated 
by  community-based  physicians;  and 
Whereas,  The  prime  responsibility  of  hospitals  is 
the  best  possible  care  of  patients;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
request  the  Joint  Commission  on  Accreditation  of 
Hospitals  to  specify  that  a Joint  Conference  Com- 
mittee include  where  feasible  adequate  representation 
from  community-based  physicians,  elected  by  the 
medical  staff. 

Action:  The  House  voted  to  adopt  this  resolution  as 

amended  (new  material  in  italics). 

&.  Resolution  17,  “Denial  of  Benefits  in  Extended 
Care  Facilities  under  the  Medicare  Law  by  Adminis- 
trative Regulation  and  Interpretation,”  referred  to  Ref- 
erence Committee  A (John  G.  Morrison,  M.D.,  chair- 
man). The  text  of  the  resolution  follows: 

Whereas,  The  Medicare  Law,  PL  89-97,  section 
1814,  Paragraph  2D,  sets  forth  the  requirements,  con- 
ditions, and  limitations  under  which  eligible  patients 
may  receive  benefits  for  up  to  one  hundred  days  in  an 
extended  care  facility;  and 
Whereas,  In  April,  1969,  the  Social  Security  Admin- 
istration changed  the  definition  of  extended  care  by 
sending  out  an  intermediary  letter,  number  371,  to  the 
fiscal  intermediaries  and  to  other  health-related  or- 
ganizations but  not  to  the  general  public,  which  stated 
in  part: 

The  term  “extended”  refers  not  to  provision  of 
care  over  an  extended  period  but  to  the  provision  of 
active  treatment  as  an  extension  of  inpatient  hospi- 
tal care.  The  over-all  goal  is  to  provide  an  alterna- 
tive to  hospital  care  for  patients  who  still  require 
general  medical  management  and  skilled  nursing 
care  on  a continuing  basis  but  who  do  not  require 
the  constant  availability  of  physician  services  ordi- 
narily found  only  in  the  hospital  setting;  and 
Whereas,  This  intermediary  letter,  and  a number  of 
events  that  have  taken  place,  may  be  interpreted  as 
an  attempt  on  the  part  of  the  Social  Security  Admin- 
istration to  revoke,  by  regulation,  benefits  that  are 
provided  in  the  Law;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
urge  the  Social  Security  Administration  to  rescind  its 
latest  interpretation  of  “covered  care”  as  set  forth 
in  intermediary  letter  number  371;  and  be  it  further 
Resolved,  That,  if  the  Social  Security  Administra- 
tion does  not  accede  to  this  request,  the  American 
Medical  Association  request  the  Social  Security  Ad- 
ministration to  advise  the  general  public  of  the  new 
limitations  of  benefits  so  as  to  avoid  confusion  in  the 
minds  of  all  those  concerned,  including  physicians, 
extended  care  facility  administrators,  and  fiscal  in- 
termediaries; and  be  it  further 

Resolved,  That  each  Congressman  and  United 
States  Senator  be  advised  of  this  resolution  and  the 
action  taken  by  the  Social  Security  Administration. 

Reference  Committee  A recommended  that  the  fol- 
lowing substitute  resolution  be  adopted: 

Resolved,  That  because  public  expectations  of 
Medicare  coverage  in  extended  care  facilities  exceed 
the  actual  coverage  allowed,  the  Association  urge  the 
Social  Security  Administration  to  define  clearly  the 
extent  of  coverage  allowed  under  Medicare  and  to 
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make  every  effort  to  inform  the  public  of  the  pro- 
gram’s limitations. 

Action:  The  House  voted  to  adopt  the  substitute 

resolution. 

Reference  Committee  Assignments.  Members  of 
the  New  York  Delegation  serving  on  reference  commit- 
tees were: 

Committee  C Herbert  A.  Laughlin,  M.D. 

Committee  E Samuel  Wagreich,  M.D. 

Committee  F Walter  T.  Heldmann,  M.D. 

Committee  G Edward  C.  Hughes,  M.D. 

Committee  H Carlton  E.  Wertz,  M.D. 

Observers  at  reference  committee  hearings,  desig- 
nated by  the  chairman  of  the  New  York  Delegation, 
were: 

Amendments  to  Constitution  and  Bylaws 

Frederick  A.  Wurzbach,  Jr.,  M.D. 

Committee  A (Insurance  and  Medical  Services) 

Walter  Scott  Walls,  M.D.,  Cheu’les  M.  Brane,  M.D. 

Committee  B (Legislation) John  F.  Kelley,  M.D. 

Committee  C (Medical  Education  and  Health  Man- 
power)  Waring  Willis,  M.D. 

Committee  E (Public  Health)  Milton  Helpern,  M.D. 

Committee  F (Trustees  Reports,  AMPAC) 

C.  Stewart  Wallace,  M.D. 


Committee  G (Nursing  Education)  

Lester  R.  Tuchman,  M.D. 

Committee  H (Miscellaneous) 

R.  Scott  Howland,  M.D. 

Committee  I (Planning  and  Development) 

George  Himler,  M.D.,  Norman  S.  Moore,  M.D. 

Hospitality.  Under  the  chairmanship  of  Dr.  Clowe, 
the  New  York  Hospitality  Suite  (Rooms  733  and  734  at 
the  Palmer  House)  was  open  for  guests  according  to  the 
following  schedule:  Monday,  and  Tuesday,  Noon  and 
5:00  p.m.;  Wednesday,  Noon.  The  suite  was  open  for 
the  delegation  only,  Sunday,  5:00  p.m.  and  Thursday, 
Noon.  Informal  luncheons  were  available  to  the  dele- 
gation on  Monday,  Tuesday,  and  Wednesday. 

Elections:  The  following  were  elected  officers  of  the 

AMA:  Wesley  W.  Hall,  M.D.,  president-elect;  H. 

Thomas  McGuire,  M.D.,  vice-president;  Russell  B. 
Roth,  M.D.,  speaker;  J.  Frank  Walker,  M.D.,  vice- 
speaker; Kenneth  C.  Sawyer,  M.D.,  John  H.  Budd, 
M.D.,  Richard  E.  Palmer,  M.D.,  and  James  H.  Sam- 
mons, M.D.,  trustees;  and  Bernard  J.  Pisani,  M.D.,  New 
York,  was  elected  to  the  Council  on  Medical  education. 

Respectfully  submitted, 

George  Himler,  M.D.,  Chairrtian 
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N AMt  ' ~ 
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Necrology 


Albert  Victor  Anderson,  M.D.,  of  New  York  City,  died 
on  July  1,  1970,  at  the  age  of  seventy-one.  Dr.  Anderson 
graduated  in  1932  from  Howard  University  College  of 
Medicine.  He  had  been  an  assistant  attending  derma- 
tologist at  Harlem  Hospital  Center  Outpatient  Depart- 
ment. Dr.  Anderson  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Everett  Orval  Black,  M.D.,  of  Fredonia,  died  on 
December  9,  1970,  at  the  age  of  sixty-eight.  Dr.  Black 
graduated  in  1928  from  Western  Reserve  University 
School  of  Medicine.  He  was  an  attending  physician  at 
Brooks  Memorial  Hospital  (Dunkirk).  Dr.  Black  was  a 
Fellow  of  the  American  College  of  Physicians  and  a 
member  of  the  Chautauqua  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Paul  R.  Borchardt,  M.D.,  of  The  Bronx,  died  on  De- 
cember 9,  1970,  at  the  age  of  sixty-eight.  Dr.  Bor- 
chardt received  his  medical  degree  from  the  University 
of  Berlin  in  1926.  He  was  an  associate  attending  physi- 
cian at  St.  Clare’s  Hospital.  Dr.  Borchardt  was  a 
Fellow  of  the  American  College  of  Cardiology,  a Fellow  of 
the  American  College  of  Chest  Physicians,  and  a member 
of  the  New  York  Cardiological  Society,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

J.  Hamilton  Crawford,  M.D.,  of  Brooklyn,  died  on 
December  14,  1970,  at  the  age  of  seventy-six.  Dr.  Craw- 
ford graduated  in  1918  from  the  University  of  Edinburgh 
Faculty  of  Medicine.  He  was  a consulting  physician  at 
Kings  County  Hospital  and  Lutheran  Medical  Centers, 
Caledonian  and  the  John  T.  Mather  Memorial  (Port 
Jefferson)  Hospitals,  a consulting  cardiologist  at  Brook- 
dale  Hospital  Center  and  Methodist  Hospital  of  Brook- 
lyn, and  an  attending  physician  and  consulting  physi- 
cian at  the  Long  Island  College  Hospital  Tumor  Clinic. 
Dr.  Crawford  was  a Diplomate  of  the  American  Board  of 
Internal  Medicine  (Cardiovascular  Diseases),  a Fellow  of 
the  American  College  of  Physicians,  and  a member  of  the 
American  Society  for  Clinical  Investigation,  the  Medi- 
cal Society  of  the  County  of  Kings,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Oscar  K.  Diamond,  M.D.,  of  Orangeburg,  died  on 
December  20,  1970,  at  the  age  of  fifty-nine.  Dr.  Dia- 
mond graduated  in  1936  from  the  Medical  College  of 
Virginia.  He  was  director  of  Rockland  State  Hospital. 
Dr.  Diamond  was  a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology  (Psychiatry)  and  a member  of 
the  American  Psychiatric  Association,  the  American 
Geriatrics  Society,  the  Rockland  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Frederic  J.  A.  Feichtinger,  M.D.,  of  Brooklyn,  died  on 
December  13,  1970,  at  the  age  of  seventy.  Dr.  Feichtin 
ger  received  his  medical  degree  from  the  University  of 
Munich  in  1926.  He  was  an  associate  attending  psy- 
chiatrist at  Kings  County  Hospital  Center.  Dr.  Feich- 
tinger was  a member  of  the  American  Psychiatric  As- 
sociation, the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Herbert  Frederick  Gerken,  M.D.,  of  Lynbrook,  died  on 
December  4,  1970,  at  the  age  of  sixty-one.  Dr.  Gerken 
graduated  in  1933  from  Long  Island  College  of  Medicine. 
He  was  an  attending  physician  in  general  practice  at 
South  Nassau  Communities  Hospital.  Dr.  Clerken  was 
a member  of  the  American  Academy  of  General  Practice, 
the  Nassau  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Bernard  Goldbaumk,  M.D.,  of  Brooklyn,  died  on 
December  16,  1970,  at  the  age  of  sixty-eight.  Dr.  Gold- 
baum  graduated  in  1927  from  Long  Island  College  Hospi- 
tal. He  was  an  assistant  attending  obstetrician  at  Cale- 
donian Hospital.  Dr.  Goldbaum  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Aaron  Samuel  Herzog,  M,D.,  of  The  Bronx,  died  on 
December  7,  1970,  at  the  age  of  sixty-eight.  Dr.  Herzog 
graduated  in  1928  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  an  associate  attending  physi- 
cian on  the  Chest  Service  at  Montefiore  Hospital  and 
Medical  Center.  Dr.  Herzog  was  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Solomon  Jacobs,  M.D.,  of  Brooklyn,  died  on  October 
26,  1970.  Dr.  Jacobs  graduated  in  1925  from  New  York 
Homeopathic  Medical  College  and  Flower  Hospital. 

J.  Walter  Jacoby,  M.D.,  of  Northport,  died  on  Decem- 
ber 9,  1970,  at  the  age  of  sixty-two.  Dr.  Jacoby  gradu- 
ated from  the  University  of  St.  Andrews  Conjoint  Medi- 
cal School,  St.  Andrews  and  Dundee.  He  was  an  assist- 
ant attending  general  practitioner  at  Huntington  Hospi- 
tal. Dr.  Jacoby  was  a member  of  the  American  Acad- 
emy of  General  Practice,  the  Suffolk  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Yale  Kneeland,  Jr.,  M.D.,  of  Millbrook,  died  on 
December  8,  1970,  at  the  age  of  sixty-nine.  Dr.  Knee- 
land  graduated  from  Columbia  University  College  of 
Physicians  and  Surgeons  in  1926.  He  was  professor  of 
medicine  at  Columbia-Presbyterian  Medical  Center, 
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clinical  director  of  the  Columbia  Service,  Goldwater 
Memorial  Hospital,  and  consulting  physician  at 
Presbyterian  Hospital  until  his  retirement  in  1967. 
Dr.  Kneeland  was  a Fellow  of  the  American  College  of 
Physicians  and  a member  of  the  American  Society  for 
Clinical  Investigation. 

Max  Loeb,  M.D.,  of  New  York  City,  died  on  September 
14,  1970,  at  the  age  of  seventy-two.  Dr.  Loeb  received 
his  medical  degree  in  1922  from  the  University  of  Heidel- 
berg. Dr.  Loeb  was  a psychiatrist  in  general  practice. 
He  was  a member  of  the  Academy  of  Psychoanalysis,  the 
American  Psychiatric  Association,  the  Association  for 
the  Advancement  of  Psychoanalysis,  the  American  Insti- 
tute for  Psychoanalysis,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Walter  Denton  Ladlum,  Jr.,  M.D.,  of  New  York  City, 
died  on  December  7,  1970,  at  the  age  of  sixty-seven. 
Dr.  Ludlum  graduated  from  Columbia  University  Col- 
lege of  Physicians  and  Surgeons  in  1927.  He  was  chief 
surgeon  of  the  New  York  City  Transit  Authority,  ortho- 
pedic surgeon  to  the  New  York  Eye  and  Ear  Infirmary, 
visiting  surgeon  and  chief  of  fracture  service  at  St. 
Clare’s  Hospital,  visiting  surgeon  at  Gouverneur  Hospi- 
tal, and  associate  professor  of  clinical  surgery  at  New 
York  University  School  of  Medicine.  Dr.  Ludlum  was 
a Diplomate  of  the  American  Board  of  Surgery,  and  a 
Fellow  of  the  American  College  of  Surgeons,  the  New 
York  Academy  of  Medicine,  and  the  American  Associa- 
tion for  the  Surgery  of  Trauma,  and  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Flora  Kramer  Rubinstein,  M.D.,  of  Brooklyn,  died  on 
November  26,  1970,  at  the  age  of  eighty-four.  Dr.  Rubin- 


Data on  diabetes 

Diabetes  has  long  been  one  of  the  leading  causes  of 
death  in  the  United  States.  At  ages  forty-five  to  sixty- 
four,  diabetes  assumes  even  greater  importance  as  a 
serious  medical  and  health  problem.  Then,  the  disease 
reaches  its  peak  incidence,  and  the  mortality  rate  shows 
a marked  increase,  according  to  statisticians  of  Met- 
ropolitan Life  Insurance  Company. 

National  data  indicate  that  diabetes  is  ten  times  more 
prevalent  among  persons  forty-five  years  of  age  and 
older  than  among  those  under  forty-five,  and  that  50 
per  cent  of  persons  known  to  be  diabetic  were  between 
the  ages  of  forty-five  and  sixty-five  when  their  cases  were 
diagnosed.  Age  at  onset  of  diabetes  is  an  important 
factor.  Those  who  develop  the  disease  in  childhood 
and  early  adult  life  usually  suffer  from  a more  severe 
form  of  it  than  those  who  develop  diabetes  later  in  life. 

A study  of  Metropolitan  Life  policyholders  for  the 
period  1966  to  1967  indicated  that  male  policyholders 
at  ages  forty-five  to  sixty-four  experienced  an  annual 
diabetes  death  rate  of  15.5  per  100,000  while  the  rate 
for  females  was  12.7  per  100,000.  This  compares  with 
the  higher  diabetes  mortality  rate  in  the  general  popula- 
tion of  20.9  per  100,000  for  males  and  22.4  for  females. 

Death  rates  from  diabetes  in  each  five-year  age  group 
between  forty-five  and  sixty-four  were  lower  among 


stein  graduated  from  New  York  Medical  College  and 
Hospital  for  Women  in  1913,  and  was  a Diplomate  of  the 
American  Board  of  Pediatrics.  She  was  an  associate  in 
pediatrics  at  the  Jewish  Hospital  and  Medical  Center 
of  Brooklyn.  Dr.  Rubinstein  was  a member  of  the  Medi- 
cal Society  of  the  County  of  Kings,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Philip  Scoppa,  M.D,,  of  Brooklyn,  died  on  November  9, 
1970,  at  the  age  of  sixty-four.  Dr.  Scoppa  received  his 
medical  degree  from  the  University  of  Rome  in  1935. 
He  was  associate  physician  in  general  practice  at  Com- 
munity Hospital.  Dr.  Scoppa  was  a member  of  the 
American  Geriatrics  Society,  the  American  Academy  of 
General  Practice,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

William  Hoy  Stoner,  M.D.,  of  Bronxville,  died  on 
December  6,  1970,  at  the  age  of  eighty-three.  Dr.  Stoner 
graduated  from  Medico-Chirurgical  College  of  Phila- 
delphia, in  1915.  He  was  a Fellow  of  the  American 
College  of  Physicians  and  a member  of  the  New  York 
Academy  of  Medicine,  and  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Harold  Edward  Zittel,  M.D.,  of  Buffalo,  died  on 
November  11,  1970,  at  the  age  of  seventy-one.  Dr.  Zittel 
graduated  from  the  University  of  Buffalo  Medical  School 
in  1925.  Dr.  Zittel  was  a Fellow  of  the  Academy  of  Medi- 
cine and  a member  of  the  New  York  State  Society  of 
Industrial  Medicine,  the  Erie  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


insured  males  than  among  males  in  the  general  popula- 
tion, with  the  disparity  growing  progressively  greater 
with  age.  Although  the  same  pattern  prevailed  among 
females,  the  difference  in  rates  was  more  pronounced. 
The  diabetes  death  rates  among  females  in  the  general 
population  were  nearly  double  those  among  insured 
females  at  ages  forty-five  to  fifty,  fifty  to  fifty-four,  and 
fifty-five  to  fifty-nine,  and  about  50  per  cent  higher  at 
ages  sixty  to  sixty-four. 

Metropolitan  Life  statisticians  note  that  diabetes 
death  rates  among  males  in  the  insured  group  were 
higher  than  those  among  females.  The  difference  in 
rates  was  slight  at  ages  forty-five  to  forty-nine  and  sixty 
to  sixty-four,  but  somewhat  greater  at  ages  fifty  to  fifty- 
nine.  In  the  general  population,  males  had  higher 
diabetes  death  rates  than  females  at  ages  forty-five  to 
fifty-four,  but  lower  rates  at  ages  fifty-five  to  sixty-four. 

Of  the  estimated  4.4  million  diabetic  persons  in  this 
country,  1.6  million  are  currently  undiagnosed.  Since 
early  discovery  and  prompt  treatment  of  diabetes  may 
avert  or  postpone  some  of  the  serious  complications  of 
the  disease,  efforts  have  been  made  to  seek  out  unrecog- 
nized diabetic  persons.  For  the  diagnosed  diabetic 
patient,  the  prognosis  has  improved  and  his  life  expec- 
tancy has  increased,  but  he  is  still  subject  to  higher 
mortality  rates  than  other  persons  in  the  general  popula- 
tion. 
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Representative  Wibur  D.  Mills  (Democrat,  Arkansas) 
expressed  concern  about  claims  that  prepaid  group 
health  care,  or  health  maintenance  organizations,  could 
solve  most  of  the  problems  of  Medicare  and  Medicaid. 

Speaking  to  a group  of  business  executives,  the  chair- 
man of  the  House  Ways  and  Means  Committee,  which 
handles  Medicare  and  Medicaid  legislation,  said  that  he 
believed  health  maintenance  organizations  were  “a 
reasonable  and  perhaps  competitive  alternative”  for 
providing  government-financed  health  care. 

“However,”  he  added,  “I  have  become  concerned  that 
we  will  expect  a great  deal  more  from  them  than  is 
likely  to  occur.  The  health  industry  is  too  diversified 
and  its  problems  too  complex  to  ever  conclude  that  any 
one  approach  will  solve  most  or  all  of  the  problems.” 

Americans  broke  a spending  record  for  health  care  this 
past  year,  paying  out  about  $70  billion  for  everything 
from  aspirin  to  hospitals.  Mills  also  said.  Inflation 
accounted  for  half  the  boost  of  about  16  per  cent  over 
the  $60.3  billion  spent  in  the  previous  fiscal  year,  he 
said. 

Mills  said  he  expects  health  care  spending  figures  for 
fiscal  1970,  which  ended  July  1,  would  show  that  $7.00 
out  of  every  $100  spent  in  the  United  States  for  all  goods 
and  services  went  for  health  expenditures.  “Just  three 
years  ago,”  Mills  said,  “it  was  estimated  that  we  would 
not  reach  the  7 per  cent  level  until  1975.” 

He  noted,  however,  that  the  fiscal  1970  figures  would 
show  “for  the  first  time”  that  Federal  spending  did  not 
increase  as  fast  as  private  spending  for  health  services. 

“The  reason  for  this  development  is  that  the  Medicare 
program  did  not  grow  as  fast  as  it  had  been  growing,” 
Mills  said. 

Mills  said  the  new  health  care  figures  point  out  two 
major  characteristics  of  the  health  industry,  “rapidly 
escalating  costs  and  rapidly  increasing  public  involve- 
ment.” 

“Public  funds  now  pay  for  one  half  of  all  the  hospital 
care  provided  in  the  country,”  Mills  said.  “Medicare 
and  Medicaid  together  account  for  almost  all  of  the 
half.” 

* * * 

National  health  insurance  is  shaping  up  as  one  of  the 
major  domestic  issues  before  the  92nd  Congress  with 
coverage  for  catastrophic  illness  gaining  support  from 
both  Democrats  and  Republicans. 

Advocates  of  catastrophic  coverage  counted  on  the 
Nixon  Administration  supporting  such  a plan,  although 
Elliot  L.  Richard.son,  secretary  of  Health,  Education, 
and  Welfare,  called  for  its  rejection  at  that  time  when 
it  unexpectedly  was  placed  before  the  Senate  Finance 
Committee  in  executive  session  late  last  year  near  the 
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end  of  the  91st  Congress.  But  he  left  the  door  open  for 
Administration  support  later. 

“A  proposal  with  this  impact  on  the  health  care  sys- 
tem deserves  the  closest  kind  of  examination,  not  the 
hasty  look  it  has  been  given  in  the  waning  days  of  an 
executive  session,”  Richardson  said. 

The  secretary’s  comment  was  in  response  to  the 
surprise  announcement  by  Senator  Russell  B.  Long 
(Democrat,  Louisiana)  that  he  would  offer  a plan  for 
coverage  of  catastrophic  illness  to  the  finance  committee 
of  which  he  is  chairman. 

Long’s  plan  called  for  the  government  to  pay  80  per 
cent  of  all  medical  costs  beyond  the  first  sixty  days  of 
hospitalization  or  the  first  $2,0(X)  of  physicians’  bills 
for  all  Americans  who  pay  social  security  taxes  and  are 
under  age  sixty-five.  He  estimated  the  cost  at  $2.5 
billion  a year  to  be  financed  by  a one  half  of  one  per  cent 
increase  in  social  security  taxes,  to  be  shared  equally  by 
employers  and  employes. 

The  American  Medical  Association  also  cleared  the 
way  to  add  catastrophic  coverage  to  its  Medicredit  plan 
for  voluntary  national  health  insurance.  The  House  of 
Delegates  at  the  AMA  1970  clinical  convention,  in 
Boston,  approved  a report  of  the  Board  of  Trustees 
listing  coverage  for  catastrophic  illness  among  the 
modifications  and  improvements  being  considered  before 
reintroduction  of  the  Medicredit  legislation. 

All  national  health  legislation  introduced  during 
1969-1970  died  with  the  final  adjournment  of  the  91st 
Congress,  and  some  modifications  were  expected  to  be 
incorporated  in  most  of  the  leading  proposals  before 
their  reintroduction  in  the  92nd  Congress. 

Representative  Durwood  G.  Hall  (Republican,  Mis- 
souri), a physician,  introduced  during  the  final  months 
of  the  91st  Congress  legislation  that  would  establish  a 
government  program  of  insurance  for  catastrophic  illness 
for  all  Americans  along  with  a program  of  basic  health 
care  protection  for  the  medically  indigent. 

Part  A (Basic  Protection)  of  Hall’s  proposal  would 
replace  the  present  Medicaid  program.  Each  state 
would  be  authorized  to  determine  the  level  of  medical 
indigence  in  that  state  and  to  purchase,  from  private 
carriers,  basic  health  insurance  coverage  for  the  medical- 
ly indigent.  The  states  would  receive  Federal  reim- 
bursement for  85  per  cent  of  the  costs  incurred  in  pro- 
viding this  basic  coverage. 

The  states  would  also  purchase  coverage  for  the  costs 
of  catastrophic  illness  expenses  for  the  medically 
indigent.  There  would  be  no  Federal  reimbursement 
for  this  state  coverage. 

Part  B (Catastrophic  Coverage)  would  have  the 
secretary  of  HEW  establish  a program  of  insurance 
against  the  costs  of  catastrophic  illness.  Any  resident 
in  the  United  States  whose  income  is  above  the  level  of 
medical  indigence  would  be  entitled  to  reimbursement 
for  expenses  incurred  as  a result  of  catastrophic  illness. 
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Federal  reimbursement  would  be  90  per  cent  of  total 
eligible  expenses. 

Eligible  expenses  would  be  those  health  care  costs 
above  whichever  of  the  following  is  the  larger:  (a)  $1,000 
for  those  age  sixty-five  or  $5,000  in  any  other  case,  or 
(b)  25  per  cent  of  the  gross  income  of  the  individual  or 
his  family. 

Funds  for  this  two-part  program  would  be  managed 
by  a Federal  Health  Care  Trust  Fund.  Money  for  this 
trust  fund  would  be  raised  through  a 0.4  per  cent  tax  on 
wages  and  self-employment  income  and  on  other  income 
in  excess  of  $2,000  up  to  the  maximum  income  in  use 
for  purposes  of  the  social  security  tax.  There  would 
also  be  a 0.4  per  cent  employer  tax. 

Hall  estimates  that  the  Part  A would  cost  the  Federal 
government  about  $3.7  billion  a year.  The  cost  to  the 
states  for  Part  A would  be  about  $600,000.  Medicaid 
presently  costs  the  states  about  $2.5  billion. 

There  was  no  estimate  as  to  the  cost  of  Part  B,  but 
Hall  said  that  it  would  be  only  a small  fraction  of  the 
cost  of  a comprehensive  national  health  insurance 
program  of  the  type  being  pushed  by  organized  labor. 

“All  government  efforts  to  date  have  been  directed  at 
providing  first-dollar  coverage,”  Hall  said.  “Invariably, 
first-dollar  coverage  entails  high  administrative  costs, 
for  it  requires  that  many  small  claims  be  processed. 
Thereby  the  substance  of  the  program  is  eroded.  My 
aim  is  to  amend  and  to  protect  existing  law  or  substitute 
therefor  so  that  the  public  can  be  insulated  from  disas- 
trously high  costs;  give  meaningful  relief  to  those  hardest 
hit  by  extensive  medical  expenses;  make  the  existing 
program  work  easier;  and  at  the  same  time  make  the 
greatest  use  possible  of  the  dollars  available.” 

* * * 

Congress  in  the  final  days  of  the  91st  Congress  ap- 
proved two  important  medical  bills  dealing  with  family 
practice  and  birth  control. 

The  main  feature  of  the  family  practice  legislation 
authorized  a three-year,  $225  million  program  to  help 
medical  schools  establish  and  operate  departments  to 
train  family  physicians. 

The  legislation  passed  the  Senate  and  House  with 
virtually  no  opposition.  It  was  supported  by  the  Ameri- 
can Academy  of  General  Practice  and  the  American 
Medical  Association.  The  Nixon  Administration  op- 
posed it,  mainly  because  of  its  categorical  grant  charac- 
ter. 

Only  nine  U.S.  medical  schools  already  have  estab- 
lished departments  of  family  practice,  and  chief  sponsors 
of  the  legislation  hailed  its  passage  as  an  important  step 
toward  alleviating  the  shortage  of  family  physicians  and 
slowing  down  the  trend  to  specialization  in  the  practice 
of  medicine.  It  was  praised  as  “a  significant  step  in  the 
efforts  of  Congress  to  meet  the  health  crisis  facing  this 
nation.” 

A family  planning  bill  authorizes  birth  control  serv- 
ices, except  abortion,  for  all  American  women  who 
cannot  afford  them.  The  birth  control  services  will 


include  contraceptive  drugs  and  devices,  as  well  as 
consultations,  examinations,  and  instruction. 

The  legislation  also  provided  for  Federal  aid  for  birth 
control  research  and  establishes  an  Office  of  Population 
Affairs  in  the  Department  of  Health,  Education,  and 
Welfare. 

To  finance  the  program  for  the  first  three  years,  House- 
Senate  conferees  agreed  on  a compromise  authorization 
of  $387  million.  The  House  had  approved  $267  million 
for  three  years  and  the  Senate,  $967  million  for  five  years. 

Expenditure  of  Federal  funds  for  abortion  is  pro- 
hibited. 

* « « 

A special  panel  of  Senate  consultants  urged  a multi- 
billion-dollar  crusade  against  cancer  to  erase  its  “stag- 
gering” impact  of  death  and  suffering  on  all  mankind. 

In  a brief  but  detailed  report  to  the  Senate  Labor  and 
Public  Welfare  Committee  on  its  four-month  study  of 
the  disease,  the  26-member  panel  estimated  that  50 
million  Americans  now  living  will  develop  the  disease, 
and  that  34  million  of  them  will  die  unless  immediate 
steps  are  taken  to  curb  it. 

The  consultants  recommended  a sweeping  program 
keyed  to  consolidation  of  all  existing  cancer  research 
projects  into  a national  cancer  authority  directly  respon- 
sible to  the  president. 

“The  committee  is  unanimously  of  the  view  that  the 
conquest  of  cancer  is  a realistic  goal  if  an  effective 
national  program  along  the  lines  in  the  report  is  prompt- 
ly initiated  and  relentlessly  pursued,”  said  Benno  C. 
Schmidt,  cochairman  of  the  group. 

“Given  the  seriousness  of  the  cancer  problem  to  the 
health  and  morale  of  our  society,  this  allocation  of 
national  priorities  seems  to  be  open  to  serious  question,” 
the  panel  said. 

It  recommended  doubling  spending  for  cancer  research 
to  $400  million  in  the  1972  fiscal  year,  and  increasing  it 
by  $100  million  to  $150  million  in  subsequent  years  to  $1 
billion  in  1976. 

The  panel  said  their  recommended  program  “is  so 
important  to  the  American  people  and  to  the  world” 
that  the  money  should  be  spent  even  if  taxes  have  to  be 
raised  to  pay  the  bill. 

The  panel  of  consultants,  which  included  labor  and 
civic  leaders  as  well  as  distinguished  cancer  researchers, 
said  that  the  program  should  be  devoted  primarily  to 
research  into  the  causes  and  cures  of  cancer,  rather  than 
to  patient  care. 

The  panel  said  that  the  cost  of  cancer  has  been  esti- 
mated to  be  “as  high  as  $15  billion  per  year,”  of  which 
as  much  as  $5  billion  is  spent  on  caring  for  patients.  The 
balance  is  in  the  loss  of  earning  power  and  productivity. 

It  said  that  only  89  cents  wai  spent  last  year  for  each 
man,  woman,  and  child  in  the  United  States  on  cancer 
research,  compared  with  $140  per  capita  on  national 
defense,  $125  for  the  Vietnam  war,  and  $19  each  on  space 
programs  and  foreign  aid. 
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Psychiatrists,  Medical  Specialists, 
and  General  Physicians 

Psychiatric  residencies  also  available.  Harlem  Valley 
State  Hospital  is  a J.C.A.H.  accredited  hospital, 
located  in  the  scenic  foothills  of  the  Berkshires. 
Salaries  are  competitive;  excellent  New  York  State 
fringe  benefits;  housing  available  on  the  grounds  at 
nominal  cost.  Cultural  and  shopping  opportunities  in 
surrounding  communities  of  Poughkeepsie,  N.Y.  and 
Danbury,  Conn.;  1 Vi  hr.  drive  from  New  York  City; 
variety  of  recreational  facilities  in  this  locale;  beauti- 
ful 9-hole  golf  course,  available  on  the  grounds  of 
the  hospital.  Send  resumes  to;  Dr.  Lawrence  P. 
Roberts,  Director,  Harlem  Valley  State  Hospital, 
V/ingdale,  N.Y.,  12594.  Phone:  (914)832-3211. 


PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership.  Starting  salary  to 
$25,000  with  the  possibility  of  additional  income.  Include  complete  curric- 
ulum vitae  in  reply.  Box  630,  c/o  NYSJM. 


DIRECTOR  OF  CLINICAL  INVESTIGATION.  NEW  YORK  AREA.  A 
well  established  ethical  pharmaceutical  company  in  the  metropolitan  area 
is  seeking  a qualified  physician  for  the  position  of  Director  of  Clinical  Investi- 
gation. In  addition  to  being  an  M.D.,  recent  training  or  background  in  clinical 
science  is  required,  preferably,  with  some  experience  in  new  drug  develop- 
ment. The  candidate  will  coordinate  programs  from  initial  clinical  phar- 
macology to  product  release  for  marketing.  A supportive  staff  is  available. 
The  salary  will  be  commensurate  with  the  candidate’s  qualifications  and  the 
position.  There  are  excellent  fringe  benefits.  Interested  candidates  may 
write  in  confidence  for  an  interview  enclosing  curriculum  vitae.  Box  975, 
c/oNTS-JM. 


OTOLARYNGOLOGIST  FOR  LARGE  MEDICAL  GROUP,  SUBURB  OF 
New  York  City.  Initial  contract  leading  to  partnership.  Excellent  opportu- 
nity. Minimum  starting  salary  $30,000.  Please  send  complete  curriculum 
vitae  with  first  letter.  Box  976,  c/o  NYSJM. 


PHYSICUNS  WANTED;  G.P.’S,  INTERNISTS,  PEDIATRICIAN,  IN  AN 
attractive  northern  Virginia  recreational  community.  Golf,  fishing,  hunting, 
swimming.  Offices  available  in  medical  center  building.  124-bed  hospital, 
serving  about  20,000  population  area.  Overloaded  12-man  staff  includes 
three  surgeons,  Ob/Gyn,  anesthesiologist  and  radiologists.  Excellent  oppor- 
tunity for  3 or  4 good  men  in  single  or  group  practice.  Financial  help  avail- 
able. Rev.  William  C.  Barlett,  13  W.  2nd  St.,  Front  Royal,  Va.  22630.  Call 
(703)  635-2763  or  635-5506. 


PHYSICIANS  WANTED— CONT  D 


WANTED:  G.P.-M.D.  UNDER  35  TO  JOIN  YOUNG  ABFM-CERTIFIE 
general  practitioner  in  interesting  and  active,  complete  general  practic 
including  uncomplicated  obstetrics.  Salary  first  year  $25,000  then  percen 
age  to  full  partnership  and  possible  incorporation  under  new  state  law 
Suburban  community  of  New  York  City.  Please  call  or  write:  Ralph  1 

Schlossman,  M.D.,  130-56  Lefferts  Blvd.,  So.  Ozone  Park,  N.  Y.  11420,  ■ 
call  (212)  VI 3-2233. 
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PEDIATRICIAN,  BOARD  CERTIFIED  OR  BOARD  QUALIFIED  FO  „ 
full-time  hospital-based  practice.  In-hospital  office  space  available.  Exc«'  “ 
lent  opportunity  to  develop  department  in  200  bed  community  hospits  ? 
Very  desirable  area  of  Western  New  York  State.  Write  to  Administrate  5, 
Wyoming  County  Community  Hospital,  Warsaw,  N.  Y.  14569.  ^ 


CHIEF  PSYCHIATRIST,  HALF-TIME  FOR  A LICENSED  PSYCHIATR 
clinic  within  an  independent  out-patient  rehabilitation  agency  (social,  ed 
cational,  vocational,  research)  for  drug  abusers  and  narcotic  addicts.  Respo 
sibility  for  methadone  maintenance  treatment  service  by  arrangement  wi 
cooperating  hospital.  Agency  innovative  orientation.  Job  needs  emphas 
upon  staff  psychotherapeutic  training  and  education.  Interdepartment 
team  approach  to  program  planning  policies.  Board  eligible  or  preferab 
Board  certified.  Mail  resume:  Edward  Brown,  Executive  Director,  Low 
Eastside  Service  Center,  165  East  Broadway,  New  York,  N.  Y.  10002. 
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ANESTHESIOLOGIST:  FELLOW  FOR  LARGE  HOSPITAL  IN  NE' 

York  City  metropolitan  area.  Requirements:  Two  (2)  years  resideni 

E.C.F.M.G.  Some  experience  with  inhalation  therapy  desirable.  Ve 
attractive  conditions.  Box  987,  c/o  NYSJM. 


BOARD  CERTIFIED  OR  ELIGIBLE  IN  PEDIATRICS,  INTERNAL  MEE 
cine,  psychiatry,  neurology  and  physiatry.  General  practitioners.  Letc 
worth  Village  announces  programs  of  care  designed  to  provide  specialize 
treatment  to  the  mentally  retarded  and  invites  interested  and  involved  mec  .i 
cal  staff  seeking  affiliation  with  the  New  York  State  Department  of  Ment  ^ 
Hygiene  to  contact:  Oleh  M.  Wolansky,  M.D.,  Director,  Letchworth  Villa 
State  School,  Thiells,  N.  Y.  10984.  Tel:  (914)  947-1000.  Salary  rang 

$24,500  to  $31,500  depending  on  qualifications.  Paid  retirement;  pa  j^, 
holidays;  paid  vacation  and  sick  leave;  paid  medical  insurance.  An  equ 
opportunity  employer. 


ANESTHESIOLOGIST;  QUALIFIED  OR  CERTIFIED,  WITH  NEW  'VOF 
State  license  to  join  small  congenial  group  in  active,  approved  hospital 
New  York  City  Metropolitan  area.  Some  experience  in  respiratory  thera 
desirable.  First  year  salary  according  to  experience,  then  full  partnershi 
Box  985,  c/o  NYSJM. 


DIRECTOR,  MEDICAL  CLINIC;  DOCTOR  TO  TAKE  CHARGE  OF  ME 
ical  clinic.  Responsibilities  include  patient  care,  coordination  of  in-  a 
out-patient  services,  supervision  of  general  standard  of  care.  Please  conti 
Harley  Gordon,  M.D.,  St.  Mary’s  Hospital,  1298  St.  Marks  Ave.,  Brookl; 
N.Y.  11213. 


G.P.  & PEDIATRICIAN  TO  JOIN  6 MAN  GROUP:  ONE  SURGEON, 
internists,  3 G.P.’s.  Good  salary;  full  partnership  after  1 year;  night  c 
shared  equally.  Located  in  small  town  in  heart  of  beautiful  vacation  ar 
Write  or  call  Fred  Horwitz,  M.D.,  60  Center  St.,  Ellenville,  N.  Y.  124 
(914)  647-5300. 


ANESTHESIOLOGIST  FOR  VOLUNTARY  HOSPITAL  IN  BROOKLYN. 
Afternoons  starting  at  1 p.m.  Minimal  night,  holiday  and  week-end  calls. 
Please  reply  to  Box  224,  Lefferts  Station,  Brooklyn,  N.  Y.  11225. 


OBSTETRICIAN-GYNECOLOGIST:  2-YEAR  FELLOWSHIP,  PLANNED 

Parenthood  Center  Syracuse,  N.  Y.  $25,(X)0  per  year.  Regular  hours. 
Supervise  5 to  7 pnysicians  in  a clinic  serving  more  than  150  patients  per 
week.  Contraceptive,  counselling,  abortion  and  vasectomy  services.  A.  J. 
Penfield,  M.D.,  61X1  E.  Genesee  St.,  Syracuse,  N.  Y.  13202.  (315)  475-5159. 


GENERAL  PRACTITIONER  WITH  SOME  TRAINING  IN  INTERNAL 
merdicine.  Staff  membership  available  in  42-bed  general  hospital  now 
expanding.  Income  guarantee  negotiable.  Area  lends  itself  to  establishing 
an  office  in  any  one  of  several  communities.  Community  Hospital,  Stamford, 
N.  Y,  (607)652-7312. 


ANESTHESIOLOGIST  FOR  MORNINGS  ONLY  IN  BROOKLYN,  NI 
York.  No  nights,  weekends,  or  holidays.  Suitable  for  those  with  other  co 
mitments,  semi-retired,  etc.  Box  988,  c/o  NYSJM. 


PHYSICIAN  WANTED:  ANESTHESIOLOGIST  WANTED  FOR  GROl 

in  suburban  New  York  (Long  Island  area).  Partnership  after  first  ye 
Excellent  prospects,  rewarding  situation.  Box  989,  c/o  NYSJM. 


PRACTICES  AVAILABLE 


FULLY  EQUIPPED  MEDICAL  PRACTICE  AVAILABLE  IN  CHAPPAQL 
New  York.  Excellent  hospital  facilities.  Doctor  recently  deceased.  Wr 
Mrs.  J.  P.  Nelson,  125  King  St.,  Chappaqua,  N.  Y.,  (Westchester  County), 
call  (914)  CE  8-8798. 


INTERNIST,  PEDIATRICIAN  NEEDED.  KINNELON  MEDICAL  CEN- 
ter,  Kinnelon,  New  Jersey.  Call  (201)  838-0188. 


ALLERGY  PRACTICE,  LONG  ISLAND,  1 HOUR  FROM  NEW  YORK  CH 
Six  figure  potential.  Eight  room  office  plus  spacious  home.  Terms.  W 
introduce.  Box  986  c/o  NYSJM. 
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•RACTICES  WANTED 


/ANTED:  WELL  ESTABLISHED  GENERAL  P^CTICE,  OR  PARTNER- 
ship-corporation.  New  York  City,  Box  984,  c/o  NYS.)M. 


1ISCELLANEOUS 


ILLS  COLLECTED- ABUSE  IS  RULED  OUT-TACTFUL  YET  SUC- 
, cessful — 40  years  of  top  ser\’ice  to  doctors  and  hospitals— Mail  billhead  for 
details.  Crane  Discount  Corp.,  251  W.  42nd  St..  New  York,  N.  Y.  10036. 
LO  5-2943, 


Medical 

Dental 


Offices 
1600  sq.  ft. 

in  the  prestigious 


Hampshire  House 

150  CENTRAL  PARK  SOUTH,  N.Y.C. 

E.S.  GORDON  CO.,  Inc.  (212)  524-5311 


REAL  ESTATE  FOR  SALE  OR  RENT 


■:i 

•OSITIONS  WANTED 

■s 

« 

■r 

■ NESTHESIOLOGIST,  EXTENSIVE  EXPERIENCE  AVAILABLE  FULL 

■ or  part  time.  New  York  metropolitan  or  rural  area.  New  York  license.  Box 
’ 969,  c/oNYSJM. 


, rn  SICIAN.  AGE  38.  AVAILABLE  NIGHTS  AND  WEEKENDS.  GEN- 
; eral  medicine  and  dermatology,  N.  Y.  State  license.  Call  493-6679,  or 
write  Box  978,  c/o  NYSJM. 


EAST  60'S,  OFF  PARK  AVENUE.  SPACIOUS  DOCTOR’S  OFFICE,  AIR 
conditioned,  furnished  in  good  taste:  monthly  rental  $1,200;  available  for  V,  to 
li  time  use,  at  ^ to  the  monthly  rental,  maintenance  included.  Box  981, 
c/oN"YS.JM. 


MEDICAL  OFFICES,  NEWLY  RENOVATED  AND  BEAUTIFULLY 
equipped  in  Bronx  and  Brooklyn.  Either  for  sale  or  lease.  Low  income  areas. 
Medi-Practice  Management  Systems,  Inc.,  1175  Park  Ave.,  New  York,  N.Y. 
10028.  Tel:  831-3300. 


\D10LOGIST,  BOARD  DIPLOMATE,  SEEKS  POSITION  PART  OR 
r full  time  in  hospital  or  medical  group.  Diagnosis  or  therapy.  Box  979,  c/o 
■ NYSJM. 


j DUNG  G.P.  DISCHARGED  FROM  SERMCE  MID  FEBRUARY.  BEGIN- 
ning  Psych,  residency  Albert  Einstein  July  1st.  Wishes  interesting  position 
■ in  interim  within  one  day’s  drive  of  N.  Y.  C.  Str.  med.  internship.  E.R. 

and  orthopedic  experience.  Write:  Cpt.  R.  S.  David.  USAH,  APO,  San 
’ Francisco  96281. 


BS,GYN  CERTIHED;  CLINICAL,  SURGICAL,  TEACHING  AND  LAB- 
oratory  (gyn.  pathology,  cytogenetics)  expe'rience,  seeks  employment  in 
tclinical  or  administrative  position  with  hospital  or  clinic  group.  Box  982, 
c/oN'YSJM. 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  ap- 
I ' pointments,  patients,  records,  assists  you  with  lab.  X-Ray, 

: E.K.G.,  B.M.R.  etc.  The  Mandl  School  for  Medical  & Dental 

, Assistants  has  been  training  in  these  fields  for  47  years. 
Our  graduates  have  sound  professional  skills.  Free  Place- 
ment Service. 


Mandl  School  ”"Tm)ci7':'3434’°°’’ 

175  Fulton  Ave.,  Hempstead,  LI.  (516)  IV  1-2774 
- EST  1 924— Licensed  by  the  State  of  New  York 


J. 
- • 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  that  you  get  l)oth  in  tlie 
classified  ad  section  of  the  Xeic  York  State 
Journal  of  Medicine. 


FIFTH  AVENUE  AND  69TH  STREET  OFFICE  TO  SHARE;  SUITABLE 
for  orthopedic  surgeon,  psychiatrist  or  neurologist.  Flexible  hours.  For  in- 
formation call  BU  8-5411. 


GARDEN  CITY:  ELEGANT  HOME/OFFICE  COMBINATION.  EARLY 
Colonial,  center  hall.  Prestige  residential  area;  3 room  professional  suite, 
with  separate  entrance,  near  medical  center.  100  X 165  plus  50  ft.  buffer 
park  strip;  well  shrubbed  and  lawned  6 bedrooms,  3 baths  2nd  floor;  powder 
room,  large  sunny  eat-in  kitchen,  finished  basement,  all  utilities.  Walk  every 
place.  Retiring  after  50  years.  $79,900.  (516)  PI6-2919. 


NEW  YORK,  166  EAST  63RD  ST.  EXCELLENT  LOCATION.  SPACE 
available  for  M.D.  in  this  large,  magnificent  ground  floor  office  in  modern 
apartment  building.  Separate  front  and  rear  entrances,  four  large  rooms, 
and  laboratory.  Doormen.  Central  air  conditioning.  Beautiful  waiting 
room.  (212)  753-8300  or  988-7335. 


WESTBURY:  PRIME  LOCATION  IN  nNEST  AREA,  MAGNinCENT  4 

bedroom  home  lacking  nothing.  Handsomely  landscaped  with  unusual  ca- 
thedral ceiling  den  with  fireplace,  4 baths,  panelled  playroom,  maid’s  quar- 
ters, 2-car  garage,  opposite  beautiful  deep  lawned  school,  and  across  from 
dentist  and  orthodontist.  Easily  converted  into  home-office.  Must  be  seen. 
(212)  344-2900,  or  (516)  333-8923. 


PROFESSIONAL  OFFICE  SITE;  IDEAL  LOCATION  IN  DOBBS  FEimY 
adjacent  to  200  bed  nursing  home  .low  under  construction.  River  view. 
$22,000.  Write  for  full  details,  or  phone  in  A.M.  Zenith  Homes,  138  Palisade 
St.,  Dobbs  Ferry,  N.Y.  10522.  (914)  693-3377. 


NEW  YORK  CITY  PROFESSIONAL  SPACE  AVAILABLE.  NEED  SPACE? 
Contact  us.  Our  agency  is  a specialist  in  this  field  and  will  help  you  with  your 
professional  office  needs.  We  have  many  good  listings  available.  Give  us  a 
call  and  let  us  solve  your  problem.  Never  a fee.  Contact  David  G.  Smith  at 
Luba  Realty,  2095  Broadway,  N.Y.C.  Tel:  (212)  787-6500. 


YONKERS  (NORTHWEST).  FOR  RENT  OR  SALE,  PROFESSIONAL 
suite  in  large,  young  condominium  on  DeHaven  Drive,  near  St.  John’s  River- 
side Hospital.  Ground  floor,  rooms,  including  kitchen.  Air  conditioned. 
Occupancy  now  to  April  1st.  $12,000  cash,  6%  mortgage  or  $325  rent.  Phone 
days  (914)  OW  3-5748;  evenings  OW  3-0038. 
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Who  is  this  la<ty? 


A.  Little  Orphan  Annie 
R The  Jolly  Green  Giantess. 
C The  Statue  of  Liberty 
D.  Mae  West 


If  you  picked  anything 
other  than  C,  well,  you’re  in 
a whole  lot  of  trouble. 

Sure,  you  probably  picked 
the  Statue  of  Liberty.  Ev- 
erybody knows  who  she  is 
and  what  she  stands  for. 

Or  do  they? 

It’s  amazing  how  many  of 
us  take  this  proud  lady  of 
the  New  York  Harbor  for 
granted. 

We  should  know  that  her 
proper  name  is  "Liberty 
Enlightening  the  World.” 
That  she  symbolizes  the  tri- 
umph of  freedom  over  tyr- 
anny. That  she  is  a declara- 
tion of  our  independence. 

Of  course,  we  need  more 
than  statues  to  remind 
us  of  our  freedom.  We  need 
action,  by  each  and  every 
one  of  us. 

And  that’s  where  U.S. 
Savings  Bonds  come  in. 

They  help  to  preserve 


that  thing  called  freedom. 

They  help  make  this 
country  of  ours  economically 
stronger  to  tackle  some  of 
the  problems  that  face  us. 

Also,  buying  Savings 
Bonds  can  be  easy  and  auto* 
made.  All  you  have  to  do 
is  join  the  Payroll  Savings 
Plan  where  you  work,  or  the 
Bond-a-Month  Plan  where 
you  bank.  And  then  you  can 
sit  back  and  forget  ’em 
while  the  money  piles  up. 

So  think  about  the  free- 
doms we  enjoy.  And  think 
about  U.S.  Savings  Bonds 
as  a way  to  keep  us  free. 

As  for  Miss  Liberty,  well, 
when  you’re  in 
New  York  go 
up  and  see  her 
sometime. 

If  thcy*rc  lost,  stolen,  or 
destroyed,  we  replace  'em. 


lake  stock  in  America 

Buy  US.  Savings  Bonds 


back,  Ann’ 


Or»o  Cf.f.d. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  Q Postoperative  Tissue  Reactions 
Ott^r  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 

Wpatientswithaknown  sensitivity  to  trypsinorchymotrypsin. 

Prsviitions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia. or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregr^ncy  has  not  been  established. 

Advarao  Roactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  ariaphylactic 
shock,  albuminuria  ar»d  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but.  in  controlled  studies.  It 
has  been  seen  with  equal  inciderice  in  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 

ITHE  NXnONAL  DRUG  COMMNV 

OnSON  Of  RICHARDSON  MERRELL  INC. 

PHILADELPHIA.  PENN&yiVANIA  19t44 


laote 

□Hi 


Orenzyme^  Bitabs 

8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


A 

BUILDING  BLOCK 
TO  RECOVERY 


/e  therapy 


DOUBLE  STRENGTH 


Orenzyme 
Bitabs 


One  tablet  q i d. 


tnPMi  lOOggoN  I MMt  CkrMfyvun  I.OOOM.F  UiMv 

Reduces  swelling 
^®stens  healing 


Trypsin;  100,000  N.F  Units,  Chymotrypsin; 


The  caus^  of  vaginitis 
are  multiple 


lindications:  Known  sensitivity  to  sulfonamides, 
itions/ Adverse  Reoctions;  The  usual  precautions  for  topical 
stemic  sulfonamides  should  be  observed  because  of  the  pos- 
of  absorption.  Burning,  increased  local  discomfort,  skin 
jrticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage;  One  applicatorful  or  one  suppository  Intravagi- 
nally  once  or  twice  daily. 

Supplied;  Cream  - Faur-ounce  tube  with  or  without  opplicator. 
Suppositories  — Box  of  12  with  applicator. 

TRADEMARK : AVC  AV.007A  7/70  Y.I49 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprehensi 
therapy  that  combats  all  three  major 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


AVC 

The  treatment  is  singular 


WHAT 


ON 


in  medicine 


NEW  YORK  STATE 


February  1-15,  1971 


CONTENTS 


SPECIALTY  INDEX 
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MONDAY,  FEBRUARY  1 


NEW  YORK  CITY  AREA 


February  1,  1971  / February  5,  1971 

8:30  a.m./5:30  p.m.,  Monday-Fridoy 

The  Page  and  William  Black  Post-Graduate  School 
of  Medicine 

The  Mount  Sinai  Hospital 
1 00th  Street  and  Fifth  Avenue 

SURGERY  OF  THE  PARANASAL  SINUSES 

JOSEPH  L.  GOLDMAN,  M.D. 

KARL  M.  MORGENSTEIN,  M.D. 

SHEPPARD  SIEGEL,  M.D. 

The  Mount  Sinai  School  of  Medicine 

FEE;  $350 


February  1,  1971  / June  3,  1971 

9:00  a.m.-12:00  Noon,  Mondays  8i  Thursdays 

The  Page  and  William  Black  Post-Graduate  School 
of  Medicine 

The  Mount  Sinai  Hospital 
1 00th  Street  and  Fifth  Avenue 

INTRODUCTION  TO  GROUP  PSYCHOTHERAPY 
FOR  GRADUATE  PSYCHIATRISTS 

AARON  STEIN,  M.D.,  and  Associates 
Mount  Sinai  School  of  Medicine 

FEE:  $100 

February  1,  1971  / May  2B,  1971 

9:00  a.m.-4:00  p.m.,  Monday  thru  Friday 

French  and  Polyclinic  Medical  School  and 
Health  Center 

345  West  50th  Street 

BASIC  SCIENCES  FOR  FOREIGN  MEDICAL 
GRADUATES  AND  QUALIFIED 
STUDENTS  PREPARING  FOR  PART  I 
OF  THE  NATIONAL  BOARD  OF 
MEDICAL  EXAMINERS 

Address  The  Dean  at  the  above  address. 


February  1,  1971  / February  5,  1971 

(Dates  indicate  first  session  of  each  course) 

French  and  Polyclinic  Medical  School  and 
Health  Center 

345  West  50th  Street 

NURSING  HOME  ADMINISTRATION  COURSES 
SPRING  SEMESTER 

1.  February  1 — 6:00-9:00  p.m. 

Nursing  Home  Administration 

2.  February  2 — 6:00-8:00  p.m. 

Environmental  Sanitation 

3.  February  4 — 6:00-8:00  p.m. 

Frontiers  of  Geriatrics 
CREDIT:  C-1 

4.  February  5 — 6:00-8:00  p.m. 

Seminar  in  Nursing  Home 


8 : 30  p.m. 

Rudolf  Virchow  Medical  Society 

2 East  103  rd  Street 

2.  Hyperlipemia  in  Men 

NORTON  SPRITZ,  M.D. 

N.Y.U.  School  of  Medicine 

2.  Diabetic  Complications  without 
Overt  Diabetes 

MAX  ELLENBERG,  M.D. 

The  Mount  Sinai  Hospital 

CREDIT:  C-1 


February  2,  1971  and  February  9,  1971 

9:00  a.m.,  Tuesdays 

New  York  Infirmary 

Stuyvesant  Square  East  and  1 5th  Street 
Toscanini  Room 

February  2 

Nephrotic  Syndrome 

ROBERT  MATALON,  M.D. 

February  9 

Kleinfelter  Syndrome 

JEANNE  EPSTEIN,  M.D. 

Speakers  are  from  N.Y.U.  School  of  Medicine 
CREDIT:  C-1 

February  2,  1971  / February  4,  1971 

Columbia  University  School  of  Public  Health  and 
Administrative  Medicine 

21  Audubon  Avenue 

ACCIDENT  PREVENTION  IN 
MEDICAL  CARE  FACILITIES 

FEE:  $105 

TUESDAY,  FEBRUARY  2 

8 : 30  p.m. 

The  Association  for  Psychoanalytic  Medicine 

2 East  103rd  Street 

EFFICACY  IN  THE  TREATMENT 
OF  NARCOTIC  ADDICTION 

CHARLES  W.  SOCARIDES,  M.D.,  Moderatar 
MORRIS  BERNSTEIN,  MAX  FINK,  EUGENE  KAPLAN, 

ROBERT  SAVITT  and  HERBERT  WIEDER,  M.D.’s 

February  2,  1971  / July  30,  1 97 1 

Columbia  University  School  of  Public  Health 
and  Administrative  Medicine 

1 Audubon  Avenue 

MEDICAL  CARE  AND  HEALTH 
SERVICES  ADMINISTRATION 

Write  for  full  information:  Program  of  Continuation  Education, 

Columbia  University  School  of  Public  Health  and  Administrative 
Medicine,  21  Audubon  Avenue,  New  York,  N.Y.  10032.  Tele- 
phone: (212)568-4334. 


286  New  York  State  Journal  of  Medicine  / January  15,  1971 


February  2,  1971  and  February  9,  1971 

1 0 : 00  a.m.,  Tuesdays 

Maimonides  Medical  Center 

4802  Tenth  Avenue 

Main  Building,  4th  Floor  Lecture  Hall 

Brooklyn 

PEDIATRIC  POSTGRADUATE  CONFERENCES 
February  2 

Pediatric  Aspects  in  Mental  Retardation 

MARGARET  J.  GIANNINI,  M.D. 

New  York  Medical  College 

February  9 

The  Role  of  the  Pediatrician  in  Sex  Education 

ALFRED  L.  ABRAMS,  M.D. 

Queens  College  Educational  Clinic 

CREDIT:  C-1 


February  2,  1971  / May  25,  1971 

1 ; 00-6 : 00  p.m.,  Tuesdays  (90  hour  Course) 

The  Long  Island  Jewish  Hospital 
Queens  Hospital  Center  Affiliation 

82-68  1 64th  Street 
Jamaica 

MEDICAL  USES  OF  RADIOACTIVE  ISOTOPES 

FEE:  $300 

Please  write:  Division  of  Nuclear  Medicine,  Radioisotope  Course, 

above  oddress. 


TUESDAY,  FEBRUARY  2 

4:15  p.m. 

“Diabetes  Today”  Diabetes  Center  of 
New  York  Medical  College 

Research  Building,  Room  R-1  1 4 
106th  Street  and  Madison  Avenue 

ACUTE  METABOLIC  EFFECTS  OF  GROWTH 
HORMONE 

O.  V.  SIREK,  M.D. 

Toronto,  Canada 


4 : 30  p.m. 

The  Catholic  Medical  Center  of  Brooklyn  and  Queens 
Department  of  Ophthalmology 

St.  John's  Hospitol  Auditorium 
90-02  Queens  Boulevard 
Elmhurst 

PITFALLS  IN  SURGICAL  MANAGEMENT 
OF  LID  DISORDERS 

BYRON  C.  SMITH,  M.D. 

Manhattan  Eye,  Ear  and  Throat  Hospital 


February  2,  1971  / March  25,  1971 

4:30—6:00  p.m.,  Tuesdays  and  Thursdays 

Columbia  University  P & S 

630  West  168th  Street 

PHYSICS  OF  DIAGNOSTIC  RADIOLOGY 

S.  HILAL,  W.  SEAMAN,  P.  GOODWIN,  M.D.'s  and  Staff 
Columbia-Presbyterion  Medical  Center 

FEE:  $75 


7 : 00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Dermatology  and  Syphilology 

2 East  1 03rd  Street 

1.  Presentation  of  Cases 

Members  7 : 00-7  : 45  p.m. 

Non  Members  7 ; 45-8  30  p.m. 

From  the  Departments  of  Dermatology  of: 

a.  Beth  Israel  Hospital 
JESSE  TOLMACH,  M.D. 

b.  Lenox  Hill  Hospital 

JOHN  T.  McCarthy,  m.d. 

c.  Monteflore  Hospital 
MILTON  REISCH,  M.D. 

d.  New  York  Hospital 
FARRINGTON  DANIELS,  Jr.,  M.D. 

2.  Executive  Session — 8:00-8:30  p.m. 

3.  General  Discussion  of  Cases — 8:30-9:45  p.m. 


February  2,  1 97 1 / April  27,  1 97 1 

8 00— 10:00  p.m.,  Tuesdays  and  Thursdays 

French  and  Polyclinic  Medical  School  and 
Health  Center 

MEDICAL  REVIEW  COURSE  FOR 
GENERAL  PRACTITIONERS 

CREDIT:  AAGP  50  hours  of  Category  1 

For  further  information,  see  above  address. 


February  3,  1971  and  February  10,  1971 

9:00  a.m.,  Wednesdays 

The  Jamaica  Hospital 

89th  Avenue  and  Van  Wyck  Expressway 
Jamaica 

MEDICAL  GRAND  ROUNDS 
February  3 

Disorders  of  Porphyrin  Metabolism 

RICHARD  D.  LEVERE,  M.D. 

February  10 

Radiologic  Manifestations  of  Abnormalities 
of  the  Pulmonary  Vasculature 

PETER  G.  HERMAN,  M.D. 

Speakers  are  from  Downstate  Medical  Center 


February  3,  1971  / May  26,  1 97 1 

3:00-5:25  p.m.,  Wednesdays 

Columbia  University  P & S 

Columbia  Morningside  Campus 
Seeley  W.  Mudd  Building 

CONTROL  SYSTEMS  IN  BIOLOGY  AND 
MEDICINE 

PROFESSOR  A.  DIL  PARE 
FEE:  $125 
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WEDNESDAY,  FEBRUARY  3 


5 : 00  p.m. 

New  York  Medical  College 
Department  of  Ophthalmology 

Cohen  Research  Building,  Room  R-1 13A 
106th  Street  near  Madison  Avenue 

OPHTHALMIC  PLASTIC  SURGERY 

BYRON  SMITH,  M.D. 

Manhattan  Eye,  Ear  and  Throat  Hospital 

All  interested  parties  invited  to  attend. 


8:15  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Physical  Medicine  and  Rehabilitation 
with  the  New  York  Society  of  Physical  Medicine 
and  Rehabilitation 

2 East  103rd  Street 

EXPERIENCES  WITH  THE  REHAB-MOBILE 

VICTOR  CUMMINGS,  M.D. 

Albert  Einstein  College  of  Medicine 


February  3,  1971  and  February  10,  1971 

8:30-10:00  p.m.,  V/ednesdays 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

THE  MANAGEMENT  OF  ADOLESCENT 
PROBLEMS  IN  MEDICAL  PRACTICE 

MARTIN  SYMONDS,  M.D. 

CREDIT:  C-1 


FRIDAY,  FEBRUARY  5 

8:00-9:30  a.m.,  Fridays 

Maimonides  Medical  Center 
Departments  of  Pediatric  Services, 
Obstetrics  and  Gynecology;  and  Medicine 
Downstate  Medical  Center  and  the 
Kings  County  Chapter  of  AAGP 
4802  Tenth  Avenue 
Fuhs  Auditorium 
Brooklyn 

PEDIATRICS,  GYNECOLOGY  AND 
MEDICINE  FOR  THE  FAMILY 
PHYSICIAN 

DIET  AND  DEVELOPMENT 
OF  THE  FIRST  YEAR  OF  LIFE 

NATHAN  RUDOLPH,  M.D. 

Downstate  Medical  Center 

CREDIT:  C-1  and  AAGP 


February  6,  1971  and  February  13,  1971 

10:00  a.m.-l  2 Noon,  Saturday 

Memorial  Hospital  for  Cancer  and  Allied  Diseases 

Auditorium,  424  East  68th  Street 

SURGICAL  PROCEDURES  FOR  HEAD  AND 
NECK  CANCER 

H.  RANDALL  TOLLEFSEN,  M.D. 


February  6 

1.  Tongue  Cancer 

2.  Surgery:  Radical  Neck  Dissection; 

Commando  Operation. 

February  13 

1.  Cancer  of  the  Buccal  Muocosa,  Gum  and 

Palate:  Surgical  Treatment.  Median 

Labiomandibular  Glossotomy. 

2.  Cancer  of  the  Paranasal  Sinuses; 
Maxillectomy  with  and  without 
Orbital  Exenteration. 


February  7,  1971  and  February  14,  1971 

9:00  a.m.-l  2 Noon,  Sundays 

The  Boulevard  Hospital 

46-04  31st  Avenue 
Long  Island  City 

February  7 
Medical  Emergencies: 

Cardiac  Shock 
B.  WECHSLER,  M.D. 

G.l.  Hemorrhage 
J.  SILVERSTEIN,  M.D. 

Diabetic  Coma 
E.  McNALLY,  M.D. 

February  14 

Review  CORE  Content 

G.  POLLACK,  M.D. 

All  speakers  are  from  Downstate  Medical  Center 
CREDIT:  C-1  and  AAGP 


February  8,  1971  / February  10,  1971 

9:00  a.m.-5:00  p.m.,  Monday/  Wednesday 

Columbia  University  P & S 
St.  Luke’s  Hospital 

Amsterdam  Avenue  and  1 14th  Street 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

Plastic  Surgical  Staff  of  St.  Luke's  Hospital 
FEE:  $100 


February  8,1971  / February  10,  1971 
The  New  York  Academy  of  Sciences 

Barbizon-Plaza  Hotel 
106  Central  Park  South 

ORIENTATION:  SENSORY  BASIS 

HELMUT  E.  ADLER,  Ph.D. 

American  Museum  of  Natural  History 


February  8,  1971  and  February  15,  1971 

3 ; 30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 
City  Hospital  Center  at  Elmhurst 

79-01  Broadway 
Elmhurst 
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February  8 

Immunosuppression 

ELI  A.  FRIEDMAN,  M.D. 

Downstate  Medical  Center 

February  15 

Circulatory  Support  in  Acute 
Myocardial  Infarction 

LESLIE  A.  KUHN,  M.D. 

Mount  Sinai  School  of  Medicine 

CREDIT:  C-1 


MONDAY,  FEBRUARY  8 

8 : 30  p.m. 

Beth  Israel  Medical  Center 

1 2th  Floor  Conference  Room,  Dazian  Pavilion 
10  Nathan  D.  Perlman  Place 

Medical-Surgical  Thoracic  Conference 

INTERPRETATION  OF  PH  AND  BLOOD  GASES 
AS  APPLIED  TO  ELECTROLYTE  DISTURBANCES 

E.  LESLIE  CHUSID,  M.D. 

Mount  Sinai  School  of  Medicine 


TUESDAY,  FEBRUARY  9 

1 : 00-2  : 00  p.m. 

State  University  of  New  York 
Downstate  Medical  Center 
Basic  Sciences  Building 

450  Clarkson  Avenue 
Brooklyn 

Visiting  Scientist  Seminar 

FORMATION  OF  LIPOPROTEINS 

HOWARD  A.  EDER,  M.D. 

Albert  Einstein  College  of  Medicine 


2 : 30  p.m. 

The  Catholic  Medical  Center  of  Brooklyn  and  Q 
Department  of  Ophthalmology 

88-25  153rd  Street 
Jamaica 

AUDIOVISUAL  PROGRAM 

1.  Frontal  Tarsal  Suspension  Procedure  for 
Ptosis  using  Prepared  Bovine  Facia  Lata 

EDWIN  BILLET,  M.D. 

Bronx  Eye  and  Ear  Infirmary 

2.  Transmarginal  Surgical  Correction  of 
Symblepharon 

BYRON  SMITH,  M.D.,  et  al 
Manhattan  Eye  and  Ear  Hospital 


8 : 30  p.m. 

The  New  York  Psychoanalytic  Society 

247  East  82nd  Street 

PANEL  ON  CONFIDENTIALITY 

NATHAN  N.  ROOT,  M.D.,  Chairman 

JACOB  A.  ARLOW,  M.D.,  CHARLES  BRENNER,  M.D., 


EDWARD  D.  JOSEPH,  M.D.,  JAY  KATZ,  M.D., 
STEPHEN  P.  DOLBERG,  Esq.  (Society  legal  counsel) 
ond  STEPHEN  K.  FIRESTEIN,  M.D.,  Reporter 


WEDNESDAY,  FEBRUARY  10 

8 : 00  p.m. 

New  York  Surgical  Society 

2 East  103rd  Street 

Case  Report: 

A Pregnant  22-year  old  with  Crush  Injury, 
Multiple  Fractures  and  Major  Complications 
Requiring  66  Units  of  Blood 

DAVID  SCHWARTZ,  M.D. 

Papers: 

1.  Correction  of  the  Renal  Hemodynamic 
Changes  Produced  by  Surgical  Trauma 

KENNETH  ENG,  M.D. 

2.  Impaired  Function  in  Repeated  Kidney 
Implantations 

FRANK  J.  VEITH,  M.D. 

3.  The  Surgical  Management  of  Intra  Cardiac 
Defects  Due  to  Penetrating  Trauma 

JOHN  E.  HUTCHINSON,  III,  M.D. 

DONALD  M.  SCHMIDT,  M.D. 

SIDNEY  KAPLAN,  M.D.,  ARLIE  CAMERON,  M.D. 

COLIN  W.  McCORD,  M.D. 


February  II,  1971  / February  13,  1971 

9:00  a.m.— 4 : 30  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
Fifth  Avenue  and  1 00th  Street 

NEUROLOGY 

GERARD  M.  LEHRER,  M.D.,  JACK  PETER  GREEN,  M.D. 
Ph.D.,  NAIM  KHAZAN,  Ph.D.  and  HOWARD  S.  MAKER  M.D. 
Mount  Sinai  School  of  Medicine 

FEE:  $150 


FRIDAY,  FEBRUARY  12 

8 : 30  p.m. 

The  American-Hungarian  Medical  Association 

2 East  103rd  Street 

1.  The  Changing  Role  of  the  Mental  Hospital 

JOHN  H.  CUMMING,  M.D. 

Department  of  Mental  Hygiene 

2.  The  Changing  Role  of  the  Psychiatrist 

ALEXANDER  THOMAS,  M.D. 

N.Y.U.  School  of  Medicine 

Discussion  by; 

ANDREW  K.  BERNATH,  M.D 
N.Y.U.  School  of  Medicine 
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Discussion 


February  14,  1971  / February  18,  1971 

Sunday— Thursday 

Medical  Society  of  the  State  of  New  York 

Americana  Hotel 

52nd  Street  and  7th  Avenue 

165th  ANNUAL  CONVENTION 


SUNDAY,  FEBRUARY  14 

2 ; 00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Anesthesiology  and  Resuscitation 
with  the  Section  on  Anesthesiology  of  the 
Medical  Society  of  the  State  of  New  York 

Americana  Hotel 

1.  Coagulation  Disorders  During  Surgery 

NATHANIEL  WISCH,  M.D. 

Mount  Sinai  School  of  Medicine 

2.  Newer  Trends  in  Intraoperative  Blood 
Replacement 

WILLIAM  J.  KUHNS,  M.D. 

N.Y.U.  Bellevue  Medical  Center 

3.  Intraoperative  Management  of  Fluid  Deficits — 

JOHN  I.  LAURIA,  M.D. 

State  University  of  New  York  at  Buffalo 


MONDAY,  FEBRUARY  15 

9 : 00  a.m. 

The  New  York  Academy  of  Medicine  Section  on 
Orthopedic  Surgery  with  the  Orthopaedic  Section  of 
the  Medical  Society  of  the  State  of  New  York 

Americana  Hotel 

1.  Osteosarcoma — Personal  Experience  in 
Treatment  of  100  Cases 

KENNETH  C.  FRANCIS,  M.D. 

University  Hospital,  N.Y.U. 

Discussion 

EUGENE  R.  MINDELL,  M.D. 

State  University  of  New  York  at  Buffalo 

2.  Computers  in  Orthopaedic  Surgery 

CHARLES  T.  RYDER,  M.D. 

*Columbia-Presbyterian  Medical  Center 

Discussion 

DAVID  G.  MURRAY,  M.D. 

Upstate  Medical  Center,  Syracuse 

3.  Current  and  Developing  Aspects  in  the 
Management  of  Scoliosis 

LOUIS  A.  GOLDSTEIN,  M.D. 

University  of  Rochester  Strong  Memorial  Hospital 

Discussion 

HUGO  KEIM,  M.D. 

‘Columbia-Presbyterian  Medicol  Center 

4.  Total  Hip  Replacement 

CHARLES  M.  EVARTS,  M.D. 

Cleveland  Clinic 


FRANK  E.  STRINCHFIELD,  M.D. 
*Columbia-Presbyterian  Medical  Center 

*New  York  Orthopaedic  Hospital 


February  15,  1971  / February  19,  1971 

Columbia  University  School  of  Public  Health 
and  Administrative  Medicine 

21  Audubon  Avenue,  Suite  305 

DRUG  ABUSE  AND  ADDICTION 

FEE:  $75  (limited  to  50  persons) 

CREDIT:  C-1 


MONDAY,  FEBRUARY  15 

8 : 00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Ophthalmology 

2 East  103rd  Street 

1.  Bell’s  Phenomenon 

ROBERT  S.  JAMPEL,  M.D. 

Wayne  State  University,  Kresge  Eye  Institute 

2.  Corticosteroids  and  Glaucoma 

BERNARD  SCHWARZ,  M.D. 

Tufts  University  School  of  Medicine 

3.  Diagnostic  Studies  in  Early  Retinitis  Pigmentosa 

GEORGE  W.  WEINSTEIN,  M.D. 

University  of  Texas  Medical  School 

4.  Diagnosis  and  Treatment  of  Coat’s  Disease 
of  the  Retina 

FELIX  N.  SABATES,  M.D. 

University  of  Missouri  Medical  School 


ALBANY  FUTURE  EVENT 


April  30,  1971  I May  20,  1971 

The  Department  of  Postgraduate  Medicine 
Albany  Medical  College  of  Union  University 

MEDICAL  SEMINAR  CRUISE  TO  THE 

MEDITERRANEAN 

(Aboard  the  "Raffaello”) 

Ports  of  call  include  Casablanca,  Naples,  Genoa,  Cannes,  Barcelona 
and  Lisbon 

Write:  WILLIAMP.  NELSON,  III,  M.D. 

Department  of  Postgraduate  Medicine 
Albany  Medical  College 
Albany,  New  York  1 2208 


SUBSCRIPTION 

Reprints  of  "WHAT  GOES  ON”  are  available  by 
subscription  of  $3.00  per  year  (22  issues). 

Write  or  call  the  Editor  for  an  order  blank. 
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BUFFALO  AREA 


THURSDAY,  FEBRUARY  11 

8 15  a.m.  Registration 

State  University  of  Nevr  York  at  Buffalo 
School  of  Medicine 

Statler  Hilton  Hotel 
Embossy  Room 

STROKE:  Diagnosis,  Treatment, 

Rehabilitation  and  Prevention 

WILLIAM  R.  KINKEL,  M.D.,  Presiding 

1.  Clinical  Diagnosis  of  Stroke  with 
Basic  Pathology 

WALTER  A.  OLSZEWSKI,  M.D. 

2.  Use  of  Special  Procedures  and  Laboratory 
Tests  in  Diagnosis  of  Stroke 

DONALD  L.  EHRENREICH,  M.D. 

3.  Preventive  Aspects — Medical  Treatment  of 
Stroke 

RAYMOND  B.  BAUER,  M.D. 

Wayne  State  University  School  of  Medicine 

4.  Rehabilitation  of  the  Stroke  Patient 
Motivating  the  Stroke  Patient  for  Recovery 

GEORGE  M.  MASOm,  M.D. 

5.  Role  of  Physical  Medicine 

WILLIAM  H.  GEORGI,  M.D. 

6.  Role  of  Surgery 

JAMES  M.  COLE,  M.D. 

7.  Vascular  Surgery  in  Stroke 

CHARLES  G.  ROB,  M.D. 

University  of  Rochester  School  of  Medicine 

FEE:  $15  CREDIT:  C-1 


*February  11,  1971  j July  22,  1971 

7 : 30-9 : 30  p.m.,  Thursdays 

State  University  of  New  York  at  Buffalo 

Sisters  of  Chority  Hospital 
Palmer  Hall 

CARDIAC  CLINICS  AND  PHYSICAL 
EXAMINATION  OF  THE  CARDIAC  PATIENT 

Examination  of  the  Peripheral  Pulses 

February  1 1 — 6:30  .o.m.,  Regisfrafion 

1.  Korotkoff  Sounds 

2.  Diastolic  Blood  Pressure  Criteria 

3.  Tricks  in  Taking  Blood  Pressure 

4.  Blood  Pressure  in  Legs 
Methods 

Hill’s  Sign 

Case  Presentations 

* WHAT  GOES  ON  will  publish  notices  of  the  individual  Thursday 
lectures  in  appropriate  issues. 

FEE:  $10  CREDIT:  C-1 

Write:  Continuing  Medical  Education,  Main  Street  Division — 

School  of  Medicine,  State  University  of  New  York  at  Buffalo,  221  1 
Main  Street,  Buffalo,  N.Y.  14214.  Tel.  (71  6)  831 -5526. 


State  University  of  New  York  at  Buffalo 
SCHEDULE  FOR  WINTER-SPRING  1971 
February  25 

Family  Management  of  the  Chronically  III 

J.  INGALL  and  T.  KRAUSS,  M.D.'s 
Hotel  Statler  Hilton 

March  4 and  5 

Children:  Their  Problems  and  their  Work 

D.  ROSENBAUM,  M.D. 

Hotel  Statler  Hilton 

March  18 

A Day  in  Clinical  Gastroenterology 

W.  LIPP  ond  L.  KATZ,  M.D.'s 
Hotel  Statler  Hilton 

March  26 

Neurology  and  the  General  Physician 

B.  SMITH,  M.D. 

Meyer  Memorial  Hospital 

April  1 and  2 
Acute  Medicine 

J.  LAURIA,  M.D. 

Hotel  Statler  Hilton 

April  5,  6 and  7 

Pediatric  Nephrology 

M.  RUBIN,  M.D. 

Hotel  Statler  Hilton 

April  30  and  May  1 

Thirty-Fourth  Annual  UB  Alumni  Spring  Clinical 
Days:  Basic  Science  as  it  Applies  to  Clinical 

Medicine 

May  10,  11  and  12 

Clinically  Oriented  Documentation  of  Laboratory 
Data 

E.  GABRIELI,  M.D. 

Hotel  Statler  Hilton 

May  11 

Founders’  Day  Dinner 

125th  Anniversary  Year  of  the  School  of 

Medicine 

May  13  and  14 

Planning  and  Organizing  A Halfway  House 

J.  ZUSMAN,  M.D. 

Hotel  Statler  Hilton 

May  19,  20,  21  and  22 

Immunologic  Concepts  of  Hypersensitivity  in  Man 
(With  American  College  of  Physicians) 

C.  ARBESMAN,  M.D. 

Hotel  Statler  Hilton 

May  26  and  27 

Locomotion  and  Aging 

T.  KRAUSS,  M.D. 

Hotel  Statler  Hilton 

June  3,  4 and  5 

Health  Data  Network  of  Western  New  York 

E.  GABRIELI,  M.D. 

Hotel  Statler  Hilton 

Write  to  Continuation  Education  at  above  address  for  full  programs. 
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TELEPHONE  LECTURE  NETWORK 


The  School  of  Medicine  presents  various  programs  via  the  facilities 
of  the  Telephone  Lecture  Network  of  the  Regional  Medical  Program  for 
Western  New  York.  The  Network  covers  the  counties  of  Erie,  Niagara, 
Genesee,  Wyoming,  Chautauqua,  Cattaragus  and  Allegany  in  New 
York  State  and  Erie  County  and  McKeen  County  in  the  Commonwealth 
of  Pennsylvania.  There  are  55  hospital-outlets. 

Programs  are  presented  in  three  series; 

1 . A weekly  series  of  general  interest  considered  useful  to  all  physi- 
cians presented  at  1 1 : 30  a.m.  on  Tuesdays; 

2.  The  monthly  Pediatrics  Conference  from  Children’s  Hospital  spon- 
sored by  the  Department  of  Pediatrics  and  presented  on  the  second 
Friday  of  each  month  under  the  direction  of  Thomas  Aceto,  Jr.,  M.D.;  and 

3.  The  monthly  series  on  trauma  sponsored  by  the  Division  of  Ortho- 
pedic Surgery,  Department  of  Surgery,  and  presented  on  the  fourth 
Thursday  of  each  month  under  the  direction  of  Eugene  R.  Mindell,  M.D. 

For  further  information,  please  contact  Continuing  Medical  Education, 
2211  MainStreet,Buffalo,N.Y.  14214.  Tel.  (71  6)  831 -5526. 


NASSAU  COUNTY 


February  4,  1971  and  February  11,  1971 

11:30  a.m.,  Thursdays 

Nassau  County  Medical  Center 

Radiology  Research  Auditorium 
Hempstead  Turnpike  and  Carman  Avenue 
East  Meadow 

Pediatric  Postgraduate  Program 

February  4 

Simplified  Fluid  and  Electrolyte 
Therapy  in  Pediatrics 

VINCENT  DE  PAUL  LARKIN,  M.D. 

Downstate  Medical  Center 

February  1 1 

Common  Parasitic  Problems  of  Childhood 

B.H.  KEAN,  M.D. 

Cornell  University  Medical  College 
CREDIT:  C-1 


SARANAC  LAKE 


WEDNESDAY,  FEBRUARY  10 

Saranac  Lake  Medical  Society 
Montague  Memorial  Library 

Will  Rogers  Hospital 
Saranac  Lake 

ACUTE  BACK  PAIN 

GUY  OWENS,  M.D. 

University  of  Connecticut 

CREDIT:  C-1 


WESTCHESTER  COUNTY 


THURSDAY,  FEBRUARY  11 

9:00  a.m. 

St.  Joseph’s  Hospital 

1 27  South  Broadway 
Yonkers 

RECENT  ADVANCES  IN  THE  TREATMENT 
OF  STROKE 

BENNETT  STEIN,  M.D. 

Columbia  University  P & S 

CREDIT:  C-1 


PHYSICIANS’  PLACEMENT 


ADAMS,  N.Y.,  Jefferson  County,  needs  a Physician.  Considering  a 
Medical  Center. 

CONTACT:  MR.  CLARENCE  SHEELEY,  P.O.  Box  128,  Adams,  N.Y. 
13605. 


NORTHVILLE,  N.Y.,  Fulton  County,  needs  a Physician. 

CONTACT:  MARK  BROWNELL,  Supervisor,  Town  of  Northampton, 

Northville,  N.Y.  12134. 


SYRACUSE,  N.Y.,  Onondaga  County,  needs  Internists  and  Pediatricians 
for  Neighborhood  Health  Center. 

CONTACT:  JOHN  W.  WOOD,  M.D.,  819  South  Salina  Street, 

Syracuse,  N.Y.  13202.  Tel.  (315)  476-792 1 . 


ELLICOTTVILLE,  N.Y.,  Cattaraugus  County.  G.P. 

CONTACT:  MR.  THOMAS  J.  COLAMONICO,  Pres.,  Chamber  of 

Commerce,  Ellicottville,  N.Y.  14731.  Tel.  (71  6)  699-2236. 


ELMIRA,  N.Y.,  Chemung  County.  Four  Board  Eligible  Pediatricians. 

CONTACT:  GEORGE  R.  MURPHY,  M.D.,  722  Water  Street,  Elmira, 

N.Y.  1 4905. 


ELMIRA,  N.Y.,  Chemung  County.  One  Dermatologist. 

CONTACT:  C.  B.  OLMSTEAD,  M.D.,  722  W.  Water  Street,  Elmira, 

N.Y.  14905.  Tel  (607)  733-2 129. 


ELMIRA,  N.Y.,  Chemung  County.  Group  in  need  of  a G.P.,  Internist  and 
Pediatrician. 

CONTACT:  JAMES  G.  GRAY,  M.D.,  1159  W.  Water  Street,  Elmira, 

N.Y.  14905.  Tel  (607)  734-0247. 


ELMIRA,  N.Y.,  Chemung  County.  Specialists  in  Radiology,  Pediatrics 
and  EENT. 

CONTACT:  WILLIAM  K.  NOWILL,  M.D.,  Pres.,  Medical  Staff,  Arnot- 

Ogden  Memorial  Hospital,  Roe  Avenue,  Elmira,  N.Y.  14901. 
Tel.  (607)  734-5221. 


ENDICOTT,  N.Y.,  Broome  County.  Neuro-Surgeon  interested  in 
partnership. 

CONTACT:  PAUL  M.  DeLUCA,  M.D.,  609  E.  Main  Street,  Endicott, 

N.Y.  13760.  Tel.  (607)  754-0661. 
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Abrupt  cessation  of  treatment  after  prolonged  administration  may  produce 
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color-coded  caps  and  numbers— 
red  for  U40,  green  for  U80 
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pocket-or-purse  portable- 
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easy-to-hold,  easy-to-handle- 
even  for  child  diabetics  with 
small  hands  or  adults  with  stiff 
fingers 
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# the  first  insulin  syringe  so  low  in  cost  your 
patient  can  use  a new  one  every  time 


BECTON  [m 
DICKINSON 

Consumer  Products  Division 
Becton,  Dickinson  and  Company 
Rutherford,  New  Jersey  07070 

B-D  and  PLASTIPAK  are  trademarks. 


Supplied:  in  packages  of  10—  , , 

PLASTIPAK  syringe  U-40  (red)  oi  ‘j 
PLASTIPAK  syringe  U-80  (green)  | 
Prescription  required  in  most  states 
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Abstracts 


Burns,  H.,  and  Zweig,  J.:  Surgery  in  rheumatoid 

arthritis  of  hand.  New  York  State  J.  Med.  71:  340 
(Feb.  1)  1971. 

Rheumatoid  arthritis  is  a disease  affecting  primarily 
the  synovia  of  joints,  tendons,  and  bursae  whose  treat- 
ment at  the  onset  may  be  medical  but  becomes  surgical 
as  soon  as  the  disease  manifests  itself  as  a recurrent 
or  chronic  condition.  The  earliest  surgical  treatment 
consists  of  joint  or  tendon  synovectomies.  Tendon 
grafts  or  transfers,  arthrodesis,  and,  in  the  most  severe 
cases,  insertion  of  artificial  joints,  can  be  performed 
to  repair  painful,  deformed  hands.  Results  are  gener- 
ally good;  deformed  hands  can  be  made  to  look  normal 
and  behave  normally  except  for  movements  requiring 
full  strength.  Age,  previous  steroid  therapy,  or  stage 
of  disease  are  no  contraindication  to  surgery.  The  most 


important  indication  for  surgery  is  the  patient’s  posi- 
tive attitude. 

Moskowitz,  H.,  Smith,  E.  H.,  and  Balthazar,  E.  J.: 
Angiographic  manifestations  of  cardiac  trauma.  New 
York  State  J.  Med.  7 1 : 345  ( Feb  1 ) 197 1 . 

Surgical  correction  of  traumatic  cardiac  lesions, 
which  is  now  a reality,  requires  accurate  anatomic  diag- 
nosis to  permit  definitive  surgical  repair.  The  clinical 
triad  includes  decreased  blood  pressure,  increased  ve- 
nous pressure,  and  decreased  heart  sounds.  If  the  con- 
dition of  the  patient  stabilizes  after  emergency  therapy, 
cardiac  catheterization  and  angiography  are  valuable 
tools  in  the  hands  of  the  surgeon  to  define  the  exact 
site,  physiologic  significance,  and  correct  surgical 
repair  of  the  injury. 


Abstracts  in  Interlingua 


Burns,  H.,  e Zweig,  J.:  Chirurgia  del  mano  con 

arthritis  rheumatoide.  New  York  State  J.  Med.  71: 
340  (Feb.  1)  1971. 

Le  arthritis  rheumatoide  es  un  morbo  que  affecta 
primarimente  le  synovia  del  articulationes,  le  tendones 
e le  bursas,  e cuje  tractamento,  al  initio,  pote  esser 
medic,  ma  deveni  chirurgic  si  tosto  que  le  morbo  es  pre- 
sentate  in  forma  chronic  o recurrente.  Le  plus  prematur 
tractamento  chirurgic  es  le  synovectomia  del  articula- 
tiones e tendones.  Le  graflos  o transferentias  de  tend- 
ones, le  arthrodesis  e,  in  le  plus  sever  casos,  le  insertion 
de  articulationes  artificial,  pote  esser  facite  pro  reparar 
le  manos  dolorose  e deforme.  Generalmente,  le  resul- 
tatos  es  bon;  le  manos  deforme  pote  facer  se  que  appare 
e comporte  normalmente,  salvo  in  le  movimento  que 
require  toto  le  fortia.  Le  etate  del  patiente,  un  tracta- 
mento steroide  previe,  o le  stato  del  maladia  non  es  con- 


traindication pro  le  therapia  chirurgic.  Le  plus  im- 
portante  indication  del  tractamento  chirurgic  es  le  at- 
titute  positive  del  patiente. 

Moskowitz,  H.,  Smith,  E.  H.,  e Balthazar,  E.  J.: 

Signos  angiographic  del  trauma  cardiac,  New  York 
State  J.  Med.  71:  345  (Feb.  1)  1971. 

Le  correction  chirurgic  del  lesiones  cardiac,  qui  ora  es 
un  realitate,  require  un  diagnose  anatomic  correcte  pro 
facer  un  reparo  chirurgic  definitive.  Le  triade  clinic  in- 
clude hypotension,  pression  venose  augmentate  e re- 
ducite  tonos  cardiac.  Si  le  stato  del  patiente  es  stabi- 
lisate  depost  le  tractamento  de  emergentia,  le  cathe- 
terization cardiac  e le  angiographia  es  medios  valutabile 
in  le  manos  del  chirurgo  pro  establir  le  loco  exacte,  le 
significantia  physiologic  e le  correcte  reparation  chir- 
urgic del  lesion  cardiac. 


February  1 , 1 971  / New  York  State  Journal  of  Medicine  303 


Medical  Meetings 


Scientific  meeting  for  specialists  in 
internal  medicine 

The  American  College  of  Physicians  will  hold  a scien- 
tific meeting  on  February  17  for  specialists  in  internal 
medicine  and  related  specialties  in  New  York  City  at  the 
New  York  Hilton.  This  will  be  one  of  the  37-state  area 
meetings  which  the  College  has  been  sponsoring  during 
the  1970  to  1971  academic  year.  Jeremiah  A.  Barondess, 
M.D.,  American  College  of  Physicians  Governor  for 
downstate  New  York  I and  Julius  E.  Stolfi,  M.D.,  Ameri- 
can College  of  Physicians  for  downstate  New  York  II, 
are  making  the  arrangements  for  the  meeting. 


Sigma  Xi  lecture 

The  downstate  chapter  of  Sigma  Xi  annual  lecture 
will  be  held  on  February  22  at  4:00  p.m.,  in  the  First 
Floor  Lecture  Hall,  Basic  Sciences  Building,  Downstate 
Medical  Center,  450  Clarkson  Avenue,  Brooklyn.  Dr. 
Albert  S.  Gordon,  professor  of  biology.  Laboratory  of 
Experimental  Haematology,  Washington  Square  Center 
Graduate  School  of  Arts  and  Science,  New  York  Univer- 
sity, will  lecture  on  “Development  of  a Research  Con- 
cept: Regulation  of  Erythropoiesis.” 

Three-day  postgraduate  course 

New  approaches  to  the  assessment  and  management  of 
the  problems  of  brain-damaged  adults  will  be  presented 
during  a three-day  postgraduate  course  at  New  York 
University  Medical  Center  March  15  tlirough  17.  The 
course  will  be  on  “Remedial  Techniques  for  Cognitive 
and  Perceptual  Difficulties  in  Brain-Damaged  Persons.” 
Faculty  members  under  the  direction  of  Leonard  Diller, 
Ph.D.,  chief  of  behavioral  sciences,  and  Joan  L.  Bardach, 
Ph.D.,  director  of  psychological  services,  will  present 
some  basic  principles  and  technics  for  the  treatment  of 
cognitive  and  perceptual  problems  of  brain-damaged  in- 
dividuals, heretofore  considered  refractory  impairments. 
The  course  is  primarily  for  psychologists,  physicians, 
occupational  and  speech  therapists,  and  others.  A tui- 
tion fee  of  $150  is  payable  when  submitting  application 
or  requests  for  application  to:  Joan  L.  Bardach,  Ph.D., 
Institute  of  Rehabilitation  Medicine,  Room  622,  400  E. 
34th  Street,  New  York,  New  York  10016. 


1971  National  medicolegal  symposium 

The  1971  National  Medicolegal  Symposium,  jointly 
sponsored  by  the  American  Bar  Association  and  the 
American  Medical  Association,  will  be  held  March  18  to 
20  at  the  Americana  of  New  York.  Advance  registra- 
tion is  recommended.  The  registration  fee  is  $40  per 
person  and  includes  the  luncheon  on  Friday,  March  19, 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


and  1 copy  of  the  proceedings  of  the  symposium  when 
published.  Check  must  accompany  registration  card. 

Registration  will  be  at  9:00  a.m.  Thursday,  March  18. 
The  welcoming  address  will  be  given  by  James  H.  Sam- 
mons, M.D.,  Chairman,  AMA  Liaison  Committee  to 
ABA  at  12:30  p.m.  The  first  session,  “Can  We  Survive 
Environmental  Pollution?”  will  start  at  1:00  p.m. 
On  Friday  the  second  session  on  “The  Malpractice  Cri- 
sis” will  start  at  9:00  a.m.  The  third  and  last  session 
will  be  held  on  Saturday  at  9:00  a.m.  and  will  be  on 
“Population  Explosion.”  Among  the  speakers  taking 
part  will  be  Thomas  F.  Malone,  dean.  Graduate  School, 
University  of  Connecticut;  Richard  M.  Seybold,  Esq., 
ABA  Section  on  Insurance,  Negligence  and  Compensa- 
tion Law;  David  L.  Rubsamen,  M.D.,  LL.B.,  consultant. 
Northern  California  Professional  Liability  Insurance 
Program;  Norman  Roy  Grutman,  Esq.,  American  Trial 
Lawyers  Association,  New  York  City;  R.  Crawford  Mor- 
ris, Esq.,  vice  president.  International  Association  of 
Insurance  Counsel,  Cleveland,  Ohio;  Thomas  F.  Tucker, 
Esq.,  vice  president,  CNA  Insurance;  Robert  Coulson, 
Esq.,  executive  vice  president,  American  Arbitration 
Association;  James  E.  Ludlum,  Esq.,  counsel,  California 
Hospital  Association;  Sherwin  T.  McDowell,  Esq.,  chair- 
man, ABA  Section  on  Taxation;  Philip  M.  Hauser, 
Ph.D.,  Population  Research  Center,  University  of  Chi- 
cago; John  Rock,  M.D.,  Boston,  Massachusetts;  Harriet 
F.  Pilpel,  attorney  at  law.  New  York  City;  Charles 
Maechling,  Jr.,  Esq.,  acting  general  counsel.  National 
Science  Foundation;  Roger  Revelle,  Ph.D.,  Harvard 
University;  Milton  Helpern,  M.D.,  chief  medical  exami- 
ner, New  York  City,  and  John  R.  Dixon,  Esq.,  chairman, 
ABA  Committee  to  Cooperate  with  AMA. 

Conference  on  psychiatric  education 

A conference  on  psychiatric  education  will  be  held  on 
March  30  and  31  and  April  1,  1971,  to  mark  the  twenty- 
fifth  anniversary  of  the  Department  of  Psychiatry  at  the 
University  of  Rochester.  Speakers  taking  part  will  be: 
George  L.  Engel,  M.D.,  professor  of  psychiatry  and 
medicine.  University  of  Rochester  School  of  Medicine 
and  Dentistry;  Herbert  Weiner,  M.D.,  professor  of  psy- 
chiatry, Albert  Einstein  College  of  Medicine  and  chief. 
Division  of  Psychiatry,  Montefiore  Hospital  and  Medical 
Center,  The  Bronx;  David  Shakow,  Ph.D.,  chief.  Labora- 
tory of  Psychology,  emeritus.  National  Institute  of  Men- 
tal Health,  Bethesda,  Maryland;  John  C.  Whitehorn, 
M.D.,  professor  and  chairman,  emeritus,  Department  of 
Psychiatry,  Johns  Hopkins  Medical  School  and  Hospi- 
tal; John  Romano,  M.D.,  distinguished  university  pro- 
fessor and  chairman.  Department  of  Psychiatry,  Univer- 
sity of  Rochester  School  of  Medicine  and  Dentistry; 
Richard  B.  Brown,  M.D.,  Department  of  Psychiatry, 
Hartford  Hospital,  Hartford,  Connecticut;  F.  Patrick 
McKegney,  M.D.,  professor  and  chairman.  Department 
of  Psychiatry,  University  of  Vermont  College  of  Medicine, 
Burlington,  Vermont;  Frederick  T.  Melges,  M.D.,  assist- 

continued  on  page  307 
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contraceptive 
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without  side  effects 


SURPRISED? 

You  shouldn't  be,  because  the  combination  of  ORTHO* 
Diaphragm  plus  ORTHO-GYNOL*  Contraceptive  Jelly  offers 
advantages  that  are  worth  considering: 

1.  high  level  of  effectiveness 

2.  no  problem  with  adverse  reactions 

3.  control  remains  with  the  woman 

4.  virtually  no  loss  of  sensation 

5.  used  only  as  needed 

. . . and  no  other  form  of  contraception  offers  all  those  advantages. 
To  these,  Ortho  adds  convenience  for  the  patient: 

The  Ortho  Diaphragm  Kit,  which  includes  an  Ortho 
Diaphragm  (ALL-FLEX*  Arcing  Spring,  Coll  Spring, 
or  Flat  Spring),  a tube  of  Ortho-Gynol  Contraceptive 
jelly,  and  an  illustrated  instruction  book. 

For  the  physician: 

Professional  fitting-ring  set  and  fitting-procedure 
brochure  available.  See  your  Ortho  Representative. 


ORTHO  PHARMACEUTICAL  CORPORATION  RARITAN.  NEW  JERSEY  08869 
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ant  professor  of  psychiatry,  Stanford  University  Medi- 
cal Center,  Stanford,  California;  D.  Wells  Goodrich, 
M.D.,  professor  of  psychiatry,  Albert  Einstein  College  of 
Medicine  and  Montefiore  Hospital  and  Medical  Center, 
The  Bronx;  and  Herant  A.  Katchadourian,  M.D.,  associ- 
ate professor  of  psychiatry  and  university  ombudsman, 
Stanford  University,  Stanford,  California. 

There  will  be  half  day  workshops.  The  program, 
reservation  forms,  and  other  information  may  be  ob- 
tained from  John  Romano,  M.D.,  Distinguished  Univer- 
sity Professor  and  Chairman,  Department  of  Psychiatry, 
Strong  Memorial  Hospital,  University  of  Rochester 
School  of  Medicine  and  Dentistry,  Rochester,  New  V'ork 
14620. 


Arthur  Master  lectureship 

Dr.  Rene  Favaloro,  Cleveland  Clinic,  will  present  the 
Arthur  Master  Lectureship  on  April  8,  1971,  at  the  Blu- 
menthal  Auditorium,  the  Mount  Sinai  School  of  Medi- 
cine, Fifth  Avenue  and  99th  Street,  New  York  City 
10029.  In  May,  1%7,  Dr.  Favaloro  performed  the  first 
saphenous  vein  graft  procedure  at  the  Cleveland  Clinic. 

Albert  C.  Snell  memorial  lecture 

Edward  W.  D.  Norton,  M.D.,  professor  and  chairman. 
Department  of  Ophthalmology,  University  of  Miami 
School  of  Medicine  and  Jackson  Memorial  Hospital, 
will  deliver  the  sixteenth  annual  Albert  C.  Snell  Memori- 
al Lecture  on  April  29.  Dr.  Norton  will  discuss  “Some 
Disturbances  of  the  Retinal  Pigment  Epithelium.” 
There  will  be  an  afternoon  clinical  session  at  the  Univer- 
sity of  Rochester  Medical  Center  followed  by  an  evening 
dinner  and  the  memorial  lecture  at  the  University  Club. 
On  Friday,  April  30  guest  lecturers  will  be  Gerald  B. 
Kara,  M.D.,  Alex  E.  Krill,  M.D.,  and  Myron  Yanoff, 
M.D. 


Rehabilitation  of  the  amputee 

A one-day  seminar  on  “Rehabilitation  of  the  Ampu- 
tee” will  be  held  on  Monday,  May  10  at  the  Research 
and  Training  Building  of  the  Institute  for  the  Crippled 
and  Disabled,  340  East  24th  Street,  New  York  City. 
Lawrence  W.  Friedmann,  M.D.,  F.A.C.A.,  and  his  col- 
leagues at  the  rehabilitation  center  will  present  the 
seminar.  The  session  will  be  from  8:45  a.m.  to  4:00 
p.m.,  without  charge.  Attendance  is  limited.  Prompt 
application  should  be  made  to:  Lawrence  W.  Fried- 

mann, M.D.,  ICD,  400  First  Avenue,  New  York  City 

10010. 
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DELTASONE®  TABLETS -2.5  & 5 mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a weight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for  other  anti-inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatory  dis- 
ease, certain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important:  Prednisone,  like  cortisone,  is  a potent  thera- 
peutic agent  influencing  the  biochemical  behavior  of  most,  if  not 
all,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i.e,,  increase 
in  body  weight  due  to  fluid  retention)  is  not  a reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti- 
nent to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso- 
lute-herpes simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul- 
monary or  meningeal  tuberculosis,  but  should  be  used  only  in  con- 
junction with  adequate  and  effective  antituberculous  therapy  to 
which  causative  organisms  are  shown  to  be  sensitive.  Considered 
Relative— acWve  or  latent  peptic  ulcer,  Cushing's  syndrome,  diver- 
ticulitis, fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi- 
ciency, thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac- 
cinia, varicella  and  other  exanthematous  diseases,  and  fungal  infec- 
tions, and,  pregnancy  particularly  during  the  first  trimester  because 
of  observation  of  fetal  anomalies  in  experimental  animals.  If  neces- 
sary to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri- 
ate therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be- 
cause of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti- 
bacterial measures.  If  possible,  avoid  abrupt  cessation  of  corti- 
costeroid therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon- 
tinuation of  adrenocortical  steroids.  Therefore,  if  a patient  is  sub- 
jected to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a solu- 
ble hormone  preparation  in  the  immediate  preoperative  and  post- 
operative periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes- 
tations of  latent  diabetes  mellitus  may  be  precipitated.  Cortico- 
steroids may  aggravate  myasthenic  symptoms  in  myasthenia  gravis 
and  should  be  given  with  proper  precautions. 

Muscle  weakness,  in  some  instances,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad- 
ministered corticoids.  Excessive  potassium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte- 


nance doses  of  Deltasone  (prednisone),  however,  keep  this  effect 
in  mind  and  perform  periodic  serum  potassium  determinations  in 
patients  on  prolonged  corticoid  therapy.  Muscle  weakness  occur- 
ring with  normal  serum  potassium  levels  may  be  due  to  disturbance 
in  muscle  metabolism.  Severe  myopathy  is  associated  with  sub- 
stantial doses  of  steroids  for  prolonged  periods,  and  evidence 
indicates  it  occurs  more  frequently  with  9-alpha-fluro  steroids.  Re- 
placement with  non-fluorinated  steroid  has,  in  some  instances,  re- 
sulted in  improvement. 

Retardation  of  linear  growth,  roughly  proportional  to  dose,  has 
been  noted  in  children  on  corticoids  for  six  months  or  more.  Follow- 
ing cessation  of  therapy,  growth  rate  may  be  accelerated.  There- 
fore, carefully  observe  growth  of  children  on  prolonged  corticoid 
and  if  growth  is  retarded,  reduce  dose  sufficiently  to  permit  recovery 
before  epiphyseal  closure.  Make  every  effort  to  avoid  corticoids 
during  pregnancy,  since  spontaneous  remission  of  some  diseases 
such  as  rheumatoid  arthritis  may  occur.  Long  term  corticoid  therapy 
may  evoke  hyperacidity  or  peptic  ulcer,  therefore,  as  prophylaxis, 
an  ulcer  regimen  and  antacid  are  highly  recommended.  Take  X-rays 
in  peptic  ulcer  patients  complaining  of  gastric  distress,  and, 
whether  or  not  changes  are  noted,  an  ulcer  regimen  is  recom- 
mended. Since  prednisone  causes  less  salt  and  water  retention 
than  many  other  glucocorticoids,  patients  should  be  observed 
closely  for  development  of  undesirable  hormonal  effects  that  are 
less  obvious  indications  of  steroid  toxicity  than  edema  and  hyper- 
tension due  to  salt  and  water  retention.  Continued  supervision  of 
patients  after  cessation  of  therapy  is  essential,  since  there  may  be 
a sudden  reappearance  of  severe  disease  manifestation. 

Adverse  Reactions:  Adverse  reactions  associated  with  use  of  corti- 
coids include:  Cushing’s  syndrome,  moon  facies,  supraclavicular 
fat  pads,  hirsutism,  striae  and  acne;  relative  adrenocortical  insuffi- 
ciency particularly  in  time  of  stress  due  to  trauma,  surgery  or 
severe  illness;  protein  catabolism  with  negative  nitrogen  balance; 
electrolyte  imbalance;  alteration  of  glucose  metabolism  with  aggra- 
vation of  diabetes  mellitus  including  hyperglycemia  and  glycosuria; 
osteoporosis  reversible  only  with  difficulty;  spontaneous  fractures; 
aseptic  necrosis  of  the  hip  and  humerus;  activation  and  complica- 
tion of  peptic  ulcer  including  perforation  and  hemorrhage;  aggra- 
vation or  masking  of  infection;  increased  blood  pressure; 
convulsions;  petechiae  and  purpura;  menstrual  irregularities  in- 
cluding amenorrhea,  spotting  or  prolonged  bleeding;  insomnia; 
psychic  disturbances  especially  abnormal  euphoria;  nervousness; 
posterior  subcapsular  cataracts  occasionally  requiring  extraction; 
increased  intraocular  tension;  increased  intracranial  pressure  with 
papilledema  (pseudotumor  cerebri);  pancreatitis;  necrotizing  angi- 
itis; thinning  of  scalp  hair;  suppression  of  growth  in  children; 
thromboembolic  complications;  facial  erythema;  allergic  skin  reac- 
tions; ulcerative  esophagitis;  sweating;  vertigo;  weakness;  myop- 
athy; headache;  exophthalmos.  Adverse  reactions  are  usually 
reversible  and  usually  disappear  when  drug  is  discontinued. 
Supplied:  2.5  mg.,  scored— bottles  of  100  tablets.  5 mg.,  scored— 
bottles  of  100  and  500  tablets  and  cartons  of  100  tablets  in  foil 
strips. 

For  additional  product  information,  consult  the  package  insert 
or  see  your  Upjohn  representative.  mcd  e is  (kqb.b) 
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Book  Notes 


Frozen  Blood.  A Review  of  the  Literature  1949-1968. 
By  Arthur  R.  Turner,  M.D.  Quarto  of  2()6  pages,  illus- 
trated. New  York,  Gordon  and  Breach,  Science  Pub- 
lishers. 1970.  Cloth,  Reference  $19.50,  Professional  $10. 

This  review,  as  originally  conceived,  focused  on  the 
erythrocyte,  and  it  was  not  until  work  had  been  in 
progress  for  some  time  that  the  inclusion  of  other  formed 
elements  of  the  blood  was  suggested.  As  a consequence, 
the  study  cannot  pretend  to  be  all-inclusive  and  some 
important  references  may  have  been  missed. 


The  International  Handbook  of  Medical  Science. 
Edited  by  David  Horrobin  and  Alexander  Gunn, 
M.D.  Octavo  of  744  pages,  illustrated.  New  York, 
G.  P.  Putnam’s  Sons,  1970.  Cloth,  $16. 

This  is  a new  publication  which  has  been  planned  to 
provide  a unique  service  to  the  medical  profession.  It 
provides,  first,  a review  of  recent  advances  over  a wide 
range  of  medical  science  written  by  experts  who  de- 
scribe the  progress  in  their  fields.  The  remainder  of 
the  book  provides,  in  a concise  form,  information  use- 
ful to  doctors  in  their  daily  work. 

Recent  Results  in  Cancer  Research.  Tumors  of  the 
Liver.  Vol.  26.  Editors  George  T.  Pack,  M.D.,  and 
Abdol  H.  Islami,  M.D.  Quarto  of  304  pages,  illus- 
trated. New  York,  Springer-Verlag,  1970.  Cloth,  $15.40. 

The  editors  of  this  volume  feel  that  in  spite  of  recent 
progress  in  the  understanding  and  management  of 
neoplasms  of  the  livers,  the  results  are  far  from  satis- 
factory. This,  they  feel,  is  not  only  due  to  the  nature  of 
cancer  in  general  but  also  to  reluctance  on  the  part  of 
clinicians  to  be  more  aggressive  with  cancer  of  the  liver. 
Therefore,  this  volume  is  needed  by  those  concerned  with 
its  treatment. 


Mental  Retardation.  An  Annual  Review.  Vol.  2. 
Edited  by  Joseph  Wortis,  M.D.  Quarto  of  228  pages, 
illustrated.  New  York,  Grune  & Stratton,  Inc.,  1970. 
Cloth,  $14.75. 

This  volume  contains  articles  which  consider  the  many 
aspects  of  mental  retardation.  Neurologic,  nutritional, 
and  social  factors  are  some  of  those  included  in  the 
present  work.  The  editor  has  contributed  an  interesting 
introductory  paper  on  “What  is  Mental  Retardation?” 


Heart  and  Vector.  Physical  Basis  of  Electrocardiog- 
raphy. By  the  late  H.  C.  Burger,  M.D.,  Edited  by  H. 
W.  Julius,  Jr.  Quarto  of  143  pages,  illustrated.  New 
York,  Gordon  and  Breach,  Science  Publishers,  1968. 
Cloth,  $14. 

This  work  is  based  on  the  fundamental  research  of  many 
scientists,  both  in  the  field  of  medical  physics  and  of 
clinical  medicine,  and  gives  a description  of  physical 
aspects  of  electrical  phenomena  of  cardiac  activity.  It 
especially  deals  with  the  electrical  activity  as  it  can  be 
observed  at  the  surface  of  the  living  human  body. 

The  Sensory  Control  of  Posture  and  Movement.  A 
Review  of  the  Studies  of  Derek  Denny-Brown.  By 
Orthello  R.  Langworthy,  M.D.  Octavo  of  145  pages, 
illustrated.  Baltimore,  The  Williams  & Wilkins  Com- 
pany, 1970.  Cloth,  $9.25. 

The  material  in  this  monograph  is  organized  in  four 
parts:  General  principles  of  sensory  control  of  move- 

ment; neurophysiologic  processes  related  to  the  cerebral 
cortex  and  corpus  striatum;  behavior  after  lesions  at 
different  levels  in  the  nervous  system;  and,  finally,  a 
general  discussion. 

Control  of  Gastrointestinal  Function.  By  Frank  P. 
Brooks,  M.D.,  Sc.D.  (Med.)  Quarto  of  222  pages,  illus- 
trated. New  York,  The  Macmillan  Company,  1970. 
Paper,  $5.95,  Hardbound,  $7.95. 

This  brief  textbook  highlights  those  aspects  of  gastro- 
intestinal physiology  that  are  of  greatest  significance 
in  clinical  medicine.  The  organization  is  based  on  the 
major  functions  of  the  gastrointestinal  tract — that  is, 
secretion,  digestion,  absorption,  and  motility.  Within 
each  major  function,  the  contributions  of  specific  por- 
tions of  the  digestive  tract  are  considered  in  the  usual 
aboral  sequence. 

Violence  and  the  Brain.  By  Vernon  H.  Mark,  M.D., 
and  Frank  R.  Ervin,  M.D.  Octavo  of  184  pages,  illus- 
trated. New  York,  Harper  & Row,  Publishers,  Inc., 
1970.  Cloth,  $6.95,  Paperback,  $4.95. 

The  principal  thesis  of  this  book  evolves  from  the  con- 
cept that  human  behavior,  including  violent  assaultive 
action,  is  an  expression  of  the  functioning  brain.  There- 
fore, one  way  to  understand  and  control  the  current 
problem  of  violence  is  to  increase  our  general  knowledge 
of  those  brain  mechanisms  relating  to  emotion  in  general 
and  violence  in  particular. 
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Loridine  LM. 

Cephaloridine 


1.5  to3Gm.  daily 
successfully  treats  many 
moderately  severe 
infections 


■ bactericidal  action  in  vitro  against 
susceptible  organisms  causing: 
pneumonias  following  surger\ 
abscesses 
wound  infections 

infections  following  compound  fractures 
urinary  tract  infections 
’ broad-spectrum  activity 
’relatively  painless  I.M.  injection 
• logical  I.M.  follow-up  to  l.\. 
cephalosporin  therapy 

*due  to  susceptible  organisms 


Special  Recommendations 
Before  Adminisiratioti  of  Loridine 

1.  Demonstrate  causative  organism’s  sensitivity  to 
the  drug. 

2.  Determine  patient’s  renal  status.  Loridine  is 
contraindicated  in  patients  with  azotemia. 

Daring  Administration  of  Loridine 

1.  Maintain  proper  hydration. 

2.  Monitor  renal  status— urinalyses,  urinary  output, 
BUN,  and/or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  with  other 
potentially  nephrotoxic  drugs. 

4.  Because  nephrotoxicity  has  been  reported,  limit 
daily  dose  to  4 Gm.  maximum  i up  to  100  mg.  per 
Kg.  in  children— not  to  e.xceed  adult  dosage).  Many 
serious  infections  due  to  sensitive  organisms  will 
respond  to  doses  of  1.5  to  3 Gm.  daily. 

5.  In  patients  who  have  impaired  renal  function 
(without  azotemia)  before  treatment,  reduce  daily 
dosage,  depending  on  degree  of  impairment. 

6.  In  patients  w'ho  develop  impaired  renal  function 
during  treatment, discontinue  therapy  with  Loridine. 


Please  turn  page  for  prescribing  information. 


Actions:  All  tested  strains  of  group  A strep- 
tococci. pneumococci,  and  penicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine,  Lilly).  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con- 
centrations of  Loridine  that  can  be  achieved 
in  the  serum.  The  majority  of  strains  of 
Hemophilus  influenzae,  Proteus  mirabilis, 
Escherichia  coli,  and  Klebsiella  are  also  sus- 
ceptible in  vitro. 

Pseuiloinonas  organisms  are  resistant  to 
Loridine.  as  are  most  indole-producing  Pro- 
teus species  and  motile  Aerobacter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinai  y tract,  bones  and  joints,  blood- 
stream. soft  tissue,  and  skin  due  to  suscepti- 
ble strains  of  the  organisms  listed  above;  in 
early  syphilis  w^hen  penicillin  may  be  con- 
traindicated {see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor- 
mally be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa- 
tients with  syphilis;  results  of  such  tests  are 
usually  not  available  befoie  antibiotic  treat- 
ment of  gonorrhea  is  given. 
Contraindications:  Azotemia.  Hypersensi- 
tivity to  cephaloridine  or  cephalothin. 

In  its  present  foi  m,  Loridine  is  poorly  ab- 
sorbed from  the  gastro-intestinal  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  excretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  penicillin-sensitive  pa- 
tients, CEPHALOSPORIN  C DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-AI  LERGENICITY  OF  THE  PENI- 
CILLINS AND  THE  CEPHALOSPORINS.  IN- 
STANCES OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4 (im.  daily  [see  Adverse  Reactions),  rccom- 
inended  doses  should  not  be  exceeded.  Pa- 
tients with  known  or  suspected  impairment 
of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
I unction  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  be  discontinued, 
Cephaloridine  should  not  be  used  in  patients 
with  azotemia.  When  remd  impairment  is 
present,  use  the  drug  with  caution  and  re- 
duce the  dose.  Casts  in  the  urine,  proteinuria, 
falling  urinary  output,  or  a rising  BUN  or 
serum  creatinine  may  indicate  impairment 
of  renal  function.  Give  cephaloiidine  cau- 
tiously when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precaulions:  Protect  ampoules  from  light, 
t'xtcmporaneous  mixiuies  with  other  anti- 
biotics aie  not  recommended. 

In  infections  due  to  beta-hemolytic  sliep- 
lococci,  continue  antibiotic  theiapy  for  al 
least  ten  days  to  prevent  the  possible  occui- 
leiice  of  iheumalic  fever  oi  glomerulone- 
phiilis  in  susceptible  patients  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
should  have  daik-licid  examinations  of  all 
suspect  lesions  before  liealment  and 
monthly  serologic  tests  for  a minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  pci  formed. 

•Supcrinfeclions  may  develop  with  organ- 
isms not  in  the  .spectrum  of  Loridine,  par- 


Igiidine' 

■“CEPHALORIDINE 


Usual  adult  dosage, 

1.5  to  3 Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  organisms. 


ticularl}’  Pseudomonas.  These  can  be  recog- 
nized by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in- 
fants under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A lew  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict's  or 
Fehling's  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy- 
sis paper,  Lilly ) . 

.Adverse  Reactions:  Urticaria,  skin  rash 
( maculopapular  or  erythematous),  and  itch- 
ing without  discernible  skin  changes  have 
been  observed  in  about  3 percent  of  pa- 
tients. Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  dilliculty.  Approximately  1 percent 
of  patients  treated  with  Loridine  have  had  a 
lise  in  eosinophil  count.  Fosinophilia 
leached  10  percent  in  about  half  of  the.se. 
•A  tew  instances  of  drug  fevei  have  been 
re  polled. 

A few'  cases  of  leukopenia  have  been  re- 
ported. I levalions  of  liansaminase  were 
observed  in  a small  percentage  of  patients. 
In  most  instances,  ihe  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2 Gm.  cephaloridine 


intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT.  retic- 
ulocyte count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
led-blood-cell  count  were  ascribable  to  ad- 
ministration of  Loridine.  However,  all  of 
five  nonazotemic  patients  with  chronic  bac- 
teriuria  who  had  careful  renal  function  eval- 
uation before  and  after  a ten-day  course  of 
cephaloridine  in  dosages  of  2 Gm.  per  day  de- 
veloped impairment  in  free  water  clearance. 

Severe,  acute  renal  failure,  in  some  cases 
terminating  in  death,  has  occurred  in  a small 
number  of  patients.  The  possi- 
bility of  this  complication  seems 
to  be  greater  in  seriously  ill 
patients  given  more  than  recom- 
mended doses.  Acute  tubular 
necrosis  has  been  found  in  affect- 
ed patients  coming  to  autopsy.  Rare 
cases  of  nausea  and  vomiting  have 
occurred.  Pain  in  association  with  in- 
tramuscular injection  was  noted  in  less  than 
3 percent  of  patients.  In  only  one  patient  in 
a series  of  623  was  the  route  changed  on 
this  account.  Phlebitis  at  the  site  of  intra- 
venous injection  has  been  rare. 
Administration  and  Dosage:  Important— Be- 
fore  administering  Loridine,  see  package 
insert  for  details  on  dilution. 

Intramuscular  //i/ecr/oii— Loridine  is  usu- 
ally injected  into  a large  muscle  mass. 

The  usual  adult  dosage  for  many  infec- 
tions of  moderate  severity  is  500  mg.  to  I Gm. 
three  times  a day  at  equally  spaced  intervals. 
Milder  and  more  susceptible  infections  have 
been  treated  with  250  to  500  mg.  given  two 
or  three  times  a day.  More  severe  infections 
may  be  treated  with  500  mg.  to  1 Gm.  four 
times  a day.  A single  2-Gm.  dose  is  recom- 
mended for  the  treatment  of  acute  gonor- 
rhea. Early  syphilis  may  be  treated  with  500 
mg.  to  1 Gm.  daily  for  ten  to  fourteen  days. 

Although  some  clinical  experience  with 
high  doses  for  life-threatening  conditions 
has  been  reported,  it  has  been  shown  that 
excessive  dosages  (above  4 Gm.  daily)  may 
cause  serious  nephrotoxic  reactions.  For 
this  reason,  Keflin®  (sodium  cephalothin, 
Lilly)  may  be  preferred  when  doses  larger 
than  4 Gm.  daily  are  considered  for  life- 
threatening  situations.  If  more  than  2 Gm. 
of  cephaloridine  is  injected  daily,  the  patient 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hospital- 
ized. In  addition,  reduced  dosage  should  be 
employed  in  patients  with  known  or  sus- 
pected renal  impairment. 

In  children,  a daily  total  of  30  to  50  mg. 
per  Kg.  (15  to  25  mg.  per  pound)  of  body 
weight,  given  in  divided  doses,  has  been 
found  effective  for  mild  to  moderately  se- 
vere infections.  A daily  total  of  100  mg.  per 
Kg.  (50  mg.  per  pound)  of  body  weight 
(not  to  exceed  recommended  adult  doses) 
may  be  needed  for  very  severe  infections. 

Intravenous  Injection— In  the  presence  of 
extremely  serious  infections  (such  as  bac- 
teremia) or  when  any  infection  seems  over- 
whelming. intravenous  administration  may 
be  indicated. 

Total  daily  dosages  are  the  same  as  with 
intramuscular  injection.  For  very  suscepti- 
ble organisms.  500  mg.  to  1,5  Gm.  per  day 
may  suffice;  for  less  susceptible  organisms 
and  for  serious  infections,  2 to  4 Gm.  per 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cepha- 
loridinc,  1 illy),  50()  mg,.  5-nil.  size,  rubber- 
stoppered;  I Gm.,  lO-ml.  size,  rubber- 
stoppered.  [0821611 
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1970.  Cloth,  $29.75. 
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Clinical  Obstetrics  and  Gynecology.  Volume  13, 
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Peacock,  Jr.,  M.D.,  and  W’alton  Van  Winkle,  Jr.,  M.D. 
Quarto  of  630  pages,  illustrated.  Philadelphia,  W.B. 
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*Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of 
those  sending  them  for  this  purpose.  Selection  for  review  is 
made  on  the  basis  of  merit  and  reader  interest. 
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Fourth  Annual  Symposium  on 

MEDICAL  ASPECTS  OF  SPORTS 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York 
Committee  on  Medical  Aspects  of  Sports 

Saturday,  February  13,  1971  9:00  a.m.  to  5:00  p.m. 

Americana  Hotel,  New  York  City 

Registration — 8:30  a.m.,  Royal  Ballroom  (No  Registration  Fee) 


SAFETY  AND  PREVENTION  OF  INJURIES  TO  THE  HIGH  SCHOOL  ATHLETE 
Program — Morning  Session — 9:00  a.m.  Moderator,  Alexius  Rachun,  M.D.,  Team  Physician,  Cornell  University 

1.  LOSS  OF  CONSCIOUSNESS  DURING  UNDERWATER  SWIMMING 

Albert  B.  Craig,  Jr.  M.D.,  Associate  Professor  of  Physiology,  University  of  Rochester  School  of  Medicine  & Dentistry 

2.  CONDITIONING  FOR  LOOSE  AND  TIGHT  JOINTS 

James  A.  Nicholas,  M.D.,  Orthopedic  Surgeon  to  the  New  York  Jets 

3.  CAUSES  OF  HIGH  SCHOOL  FOOTBALL  INJURIES:  PROSPECTS  FOR  PREVENTION 

Carl  S.  Blyth,  Ph.D.,  Chairman,  Physical  Education  Dept,  University  of  North  Carolina 

4.  COMPUTERS:  RELATIONSHIP  OF  RESEARCH  TO  ATHLETIC  INJURIES 

William  T.  Callahan,  Ph.D.,  Executive  Director,  BOCES  on  Long  Island 

Clinical  Demonstrations — 11:30  a.m..  Royal  Ballroom  B 
Sports  Medicine  Cinema — 11:30  a.m..  La  Loire  Suite  4 & 5 


Luncheon — 12:30  p.m.,  Versailles  Suite.  Guest  Speaker:  Bob  Blackman,  Head  Coach, 
Dartmouth  College  Football  Team  1970;  newly  appointed  Head  Football 
Coach,  University  of  Illinois 


Program — Afternoon  Session — 2:00  p.m.  Royal  Ballroom  A.  Moderator,  Calvin  Nicholas,  M.D.,  Team  Internist,  New  York  Jets 

5.  KNEE  AND  ELBOW  PROBLEMS 

Fred  L.  Allman,  Jr.,  M.D.,  Team  Physician,  Georgia  Institute  of  Technology 

6.  CONTROVERSIAL  ISSUES  IN  INTERSCHOLASTIC  ATHLETICS 

Thomas  E.  Shaffer,  M.D.,  Professor  of  Pediatrics,  Ohio  State  University  College  of  Medicine 

7.  BACK  INJURIES  IN  SPORTS  OTHER  THAN  FOOTBALL 

Erwin  R.  Schmidt,  Jr.,  M.D.,  Team  Physician,  University  of  Pennsylvania 

Clinical  Demonstrations — 4:00  p.m.  Royal  Ballroom  B 
Sports  Medicine  Cinema — 4:00  p.m.  La  Loire  Suite  4 & 5 
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Medical  Society  of  the  State  of  New  York 
750  Third  Avenue,  New  York,  N.Y.  10017 

I will  □ attend  the  Symposium  I will  □ will  not  □ attend  the  luncheon 

Please  reserve tickets  for  the  luncheon  at  $5.00  per  person 
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MEDICAL  SOCIETY  ° STATE  OF  NEW  YORK 
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Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York. 


r' 


americana  OF  NEW  YORK  seventh 


AVENUE  at  52nd  ST..  N.  Y..  N.  Y.  10019 


Please  make  reservations  for 


TELEPHONE  (212)  581-1000 


persons 

NAME(S) 


Address 

City State Zip 

A.M. 

Arrive:  Date AT P.M. 

(Reservations  held  only  until  6:00  PM 
unless  later  arrival  is  indicated) 

Probable  Departure  Date 

THIS  FORM  SHOULD  BE  RECEIVED  BY 
HOTEL  TWO  WEEKS  PRIOR  TO  CONVENTION 


PLEASE  CHECK  (V)  ACCOMODATIONS  DESIRED 

(All  rooms  subject  to  6%  New  York  City  Room  lax) 
SINGLE  BEDROOM 


□ 

$20.00 

□ 

$22.00  □ 

$24.00 

□ 

$26.00 

o 

$28.00 

□ 

$30.00  □ 

$32.00 

O 

$34.00 

TWIN  OR 

DOUBLE-BEDDED 

ROOMS 

FOR  TWO 

D 

$26.00 

□ 

$28.00  □ 

$33.00 

□ 

$32.00 

□ 

$34.00 

□ 

$36.00  □ 

$38.00 

□ 

$40.00  (twin) 

STUDIO  ROOMS 

FOR  ONE 

□ 

$26.00 

□ 

$28.00  □ 

$30.00 

□ 

$32.00 

O 

$34.00 

STUDIO  ROOMS 

FOR  TWO 

□ 

$30.00 

□ 

$32.00  □ 

$34.00 

□ 

$36.00 

□ 

$38.00 

□ 

$40.00 

PARLOR  AND  ONE  BEDROOM 

□ 

$57.00 

□ 

$60.00  □ 

$65.00 

□ 

$70.00  & up 

PARLOR  AND  TWO  BEDROOMS 

D 

$80.00 

□ 

$86.00  □ 

$90.00 

□ 

$105.00  & up 

NOTE:  These  rates  apply  for  the  duration  of  your 
convention. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


February  14-18,  1971 


i 


317 


Not  too  little,  not  too  much... 
but  just  right! 


"Just  right’’  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients'  precise  needs — 
without  regard  to  package  size, 

IlosbneXiquid  250 

fLrythn>mycin  F.stoldte 

(equivalent  to  250  mg.  of  base  per  5-ml,  teaspoonful) 


Additional  inlormaiion  available 
to  the  prolession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


100204 


318 


Neiu  York  State  Journal  of  Medicine 


750  Third  Avenue,  New  York,  New  York  10017  Tel.  212  YUkon  6-5757 

COPYRIGHT  1971  BY  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

February  1,  1971  Volume  71  Number  3 

“Dedicated  to  the  continuing  education  of  the  physician” 


71st  year  of  publication 


Published  semimonthly  by  the  Medical  Society  of  the  State  of  New  York 
George  Himler,  M.D.,  Advisor  Henry  I.  Fineberg,  M.D.,  Advisor 

William  Hammond,  M.D.,  Editor 
Elizabeth  C.  Smith,  Managing  Editor 
J.  Richard  Burns,  J.D.,  Business  Manager 


Anthony  A.  Albanese,  Ph.D. 

Lloyd  T.  Barnes,  M.D. 
William  G.  Childress,  M.D. 
♦Vincent  P.  Dole,  M.D. 
Vincent  J.  Fontana,  M.D. 
Samuel  Z.  Freedman,  M.D. 
Alfred  Gilman,  Ph.D. 
Carl  M.  Harris,  M.D. 
Alfred  A.  Hartmann,  M.D. 
Milton  Helpern,  M.D. 
Alfred  P.  Ingegno,  M.D. 
♦Ralph  F.  Jacox,  M.D. 


ASSOCIATE  EDITORIAL  BOARD 

Ira  Snow  Jones,  M.D. 
♦James  R.  Jones,  M.D. 
♦Leslie  A.  Kuhn,  M.D. 
♦Rachmiel  Levine,  M.D. 
Arthur  M.  Master,  M.D. 
♦Valentino  D.  B.  Mazzia,  M.D. 
♦George  E.  Moore,  M.D. 
Norman  S.  Moore,  M.D. 

Richard  H.  Orr,  M.D. 
Samuel  J.  Prigal,  M.D. 
Paul  Reznikoff,  M.D. 
John  H.  Rogers,  M.D. 


Howard  A.  Rusk,  M.D. 
Joseph  E.  Snyder,  M.D. 
♦Bjorn  Thorbjarnarson,  M.D. 

♦Robert  Turell,  M.D. 
James  H.  Wall,  M.D. 
♦Robert  P.  Whalen,  M.D. 
♦Frank  M.  Woolsey,  Jr.,  M.D. 
E.  Leigh  Worthington,  M.D. 
Melvin  D.  Yahr,  M.D. 
Alex  W.  Young,  Jr.,  M.D. 
♦Hans  Zinsser,  M.D. 
* Denotes  member  of  Editorial  Council 


General  Information 


Published  twice  a month  by  the  Medical  Society 
of  the  State  of  New  York.  Editorial  and  circulation 
office:  750  Third  Avenue,  New  York,  New  York 

10017.  Publisher’s  office:  20th  and  Northampton 
Streets,  Easton,  Pennsylvania  18042.  Copyright 
1971  by  the  Medical  Society  of  the  State  of  New 
York. 

Rates.  The  subscription  rate  is  $7.50  per  year 
payable  in  advance.  Single  copies  $0.50.  Back 
issues  will  be  supplied  for  the  past  five  years  at  the 
single  copy  rate  when  available.  Back  issues  prior 
to  1955  are  $2.00  per  copy;  from  1955  to  1965, 
$1.00  a copy. 


Change  of  address.  No  dee  should  be  sent  to 
the  circulation  office,  750  Third  Avenue,  New  York, 
New  York  10017.  Old  and  new  addresses  should 
be  included  as  well  as  a statement  whether  or  not 
change  is  permanent.  Six  weeks  is  required  to  effect 
a change  of  address. 

Advertising:  Request  for  rates  should  be  sent 

to  the  Advertising  Department,  750  Third  Avenue, 
New  York,  New  York  10017.  Advertising  Repre- 
sentatives: East — Joseph  A.  Mullaney;  Midwest 
Robert  O.  Linberg;  and  Pacific  Coast — Melvin  B. 
Tyler. 


February  1,  1971  / New  York  State  Journal  of  Medicine  319 


Information  for  Authors 


Copyright.  Material  that  is  published  in  the 
New  York  State  Journal  of  Medicine  is 
protected  by  copyright  and  may  not  be  repro- 
duced without  the  written  permission  of  both 
the  author  and  the  Journal. 

Manuscripts.  Manuscripts  will  be  accepted 
for  consideration  with  the  understanding  that 
they  are  original,  have  never  before  been  pub- 
lished, nor  submitted  elsewhere  and  are  contrib- 
uted solely  to  the  New  York  State  Journal 
OF  Medicine.  Address  manuscripts  to  Editor, 
New  York  State  Journal  of  Medicine,  750  Third 
Avenue,  New  York,  New  York  10017. 

Rejected  manuscripts  are  returned  by  regular 
mail.  Accepted  manuscripts  become  the  prop- 
erty of  the  Journal  and  are  not  returned.  The 
Journal  is  not  responsible  for  loss  of  manu- 
scripts through  circumstances  that  are  beyond 
its  control. 

Specifications:  Manuscripts  must  be  original 
typed  copy  (not  all  capitals),  not  carbons,  on 
8V2-by-ll-inch  firm  typewriter  paper,  double 
spaced  throughout  (including  text,  case  re- 
ports, legends,  tables,  and  references),  with  mar- 
gins of  at  least  1 V2  inches.  Subheads  should  be 
inserted  at  reasonable  intervals  to  break  the 
typographic  monotony  of  lengthy  texts.  A car- 
bon copy  is  to  be  retained  by  the  author.  The 
manuscript  should  include  the  title  of  the  article 
(titles  are  best  brief  and  concise),  the  full  name 
of  the  author  (or  authors)  with  degrees,  aca- 
demic or  professional  titles,  affiliations,  com- 
plete addresses,  and  any  institutional  or  other 
credits.  Pages  should  be  numbered  consecu- 
tively. Uncommon  and  parochial  or  esoteric 
abbreviations  if  used  must  be  explained  and  the 
generic  as  well  as  the  trade  names  of  pharma- 
ceutical products  given.  Italics  are  rarely  used. 

Tables:  Each  table  should  be  typed  on  a sep- 
ai'ate  sheet  of  paper,  be  numbered  consecutively, 
have  a brief  descriptive  title,  and  its  position  in 
text  indicated.  Take  care  that  columns  add  up 
correctly  and  that  statistics  are  consistent  in 
both  tables  and  text. 

Permissions:  When  material  is  reproduced 

from  other  sources,  full  credit  must  be  given  to 
both  author  and  publisher  and  written  permis- 
sion from  these  sources  included.  Where  work 
is  reported  from  a governmental  service  or  insti- 
tution, clearance  by  requisite  authority  should 
accompany  the  manuscript. 

References:  References  should  be  limited  to 

those  citations  noted  in  the  text.  A complete 
review  of  the  literature  is  rarely  desirable.  The 
references  must  be  typed  double-spaced  and  are 
to  be  numbered  as  they  appear  consecutively  in 
text,  with  their  positions  in  the  text  indicated. 


An  alphabetized  bibliography  is  used  only  when 
the  listing  is  of  books  suggested  merely  for  sup- 
plementary reading.  All  references  must  be 
checked  to  assure  complete  accuracy  (an  in- 
accurate reference  is  useless  to  the  reader) . 
Each  journal  reference  must  include  author (s) 
and  initials,  complete  title  of  article,  name  of 
date.  Complete  dates  (month,  day,  as  well  as 
year)  are  to  be  included  with  all  references  that 
have  appeared  within  the  last  three  years.  In- 
clude with  book  references  name  of  author(s) 
and  /or  editor  (s)  with  initials,  title  of  book,  edi- 
tion, location,  publisher,  year,  volume  if  given, 
and  page.  If  reference  is  to  a chapter  within  a 
book,  include  the  author  of  the  chapter,  if  this 
is  not  the  same  as  the  author  of  the  book,  and 
the  title  of  the  chapter,  if  any. 

Illustrations:  Authors  are  urged  to  use  the 

services  of  professional  illustrators  and  photog- 
raphers when  possible.  Drawings  and  charts 
should  always  be  done  in  black  ink  on  white 
paper.  Clear,  glossy  photographs,  black  on 
white,  should  be  submitted  and  such  illustra- 
tions numbered  consecutively  and  their  posi- 
tions indicated  in  text.  Magnifications  will  be 
modified  in  proportion  to  the  amount  of  reduc- 
tion necessary  for  an  illustration  to  fit  the  pages 
of  the  Journal.  Please  do  not  deface  illustra- 
tions by  writing  on  front  or  back,  nor  should 
they  be  scotch-taped  or  pasted  to  paper.  They 
may  be  pasted  carefully  on  cardboard.  The 
figure  number,  indication  of  the  top,  and  the 
author’s  name  are  to  be  attached  to  the  back  of 
each  illustration.  Legends  for  illustrations 
should  be  typewritten  in  a single  list,  with  num- 
bers corresponding  to  those  on  photographs 
and  drawings.  Recognizable  photographs  of 
patients  are  to  be  masked  and  should  carry  with 
them  written  permission  for  publication.  Spe- 
cial arrangements  must  be  made  with  the  Editor 
for  excessive  illustrations  or  color  plates. 

Responsibility.  Manuscripts  are  subject  to 
editorial  modification  and  such  revisions  as 
bring  them  into  conformity  with  Journal  style. 
However,  neither  the  editors  nor  the  publishers 
nor  the  Medical  Society  of  the  State  of  New 
York  will  accept  responsibility  for  statements 
made  or  opinions  expressed  by  any  contributor 
in  any  article  or  feature  published  in  the  pages 
of  the  Journal. 

When  revisions  and  alterations,  not  on  the 
original  copy,  are  made  by  authors  on  the  gal- 
leys sent  them  for  correction,  these  are  charge- 
able to  the  authors. 

Reprints.  An  order  form  for  reprints  is 
attached  to  the  galleys  returned  to  authors  for 
correction  and  approval. 


320  New  York  State  Journal  of  Medicine  / February  1 , 1971 


Editorials 


Can  a clinical  trial  end  controversies  over  local  therapies 
tor  breast  cancer? 


Over  the  past  several  decades,  clinicians  closely 
involved  in  the  management  of  breast  cancer  have 
been  trying  to  improve  methods  of  treatment. 
Some  surgeons  have  taken  an  ultraconservative 
approach,  while  others  advocate  more  radical  sur- 
gery. Some  radiotherapists  have  begun  to  ques- 
tion the  value  of  postoperative  radiation  therapy, 
while  a few  have  claimed  that  radiotherapy  alone 
can  be  an  alternative  to  surgery.  Still  others  have 
advocated  simultaneous  endocrine  ablation  or 
chemotherapy  at  the  time  of  radical  surgery.  A 
few  nihilists  claim  that  no  combination  of  thera- 
pies have  produced  improvement  in  breast  cancer 
care.  As  a result,  therapy  for  breast  cancer  now 
exists  in  no  less  than  a dozen  forms,  and  most 
of  them  are  chosen  without  sufficient  scientific 
support. 

Although  the  desire  to  develop  better  treatment 
is  a noble  motivation  for  a physician,  controversies 
arise  when  each  advocate  claims  that  his  method 
is  superior  to  all  others.  Many  thoughtful  sur- 
geons have  determined  to  put  an  end  to  this  era  of 
therapeutic  controversy  by  carrying  out  clinical 
trials  to  compare  the  efficacies  of  these  treat- 
ments. Through  cooperative  effort,  large  series 
of  patients  are  assembled,  sophisticated  protocols 
are  designed  to  compare  different  methods  of  treat- 
ment and,  it  is  hoped,  the  results  can  settle  some 
of  the  controversies.  The  results  of  these  studies 
have  failed  to  achieve  their  goal,  since  a “no  dif- 
ference” score  can  hardly  be  convincing  in  settling 
controversies. 

That  clinical  trials  are  both  useful  and  impor- 
tant for  evaluating  the  efficacy  of  a drug  in  the 
treatment  of  a disease  is  well  recognized.  But 
clinical  trial  is  not  a panacea  for  controversy,  es- 
pecially in  the  case  of  breast  cancer.  Let  us  exam- 
ine some  of  the  fundamental  problems. 

1.  There  is  overwhelming  evidence  that  breast 
cancer  is  a disease  that  rapidly  becomes  systemic, 
often  before  any  clinical  signs  of  it  develop.  It  is 
a disease  rarely,  if  ever,  responsible  for  death  by 
its  local  effect,  but  one  that  kills  by  metastatic 
spread.  Any  limited  amount  of  improvement  of 
local  treatment  cannot  alter  the  survival  rate. 
Under  the  circumstances,  how  can  any  difference 
in  end  results  in  terms  of  survival  rate  be  expected 


when  comparing  two  treatment  methods  designed 
primarily  for  local  control?  Several  studies  have 
shown  that  breast  cancer  cannot  be  cured  by  local 
therapy,  indicating  that  the  disease  is  dissemi- 
nated in  most  cases  before  any  attempt  at  cure  is 
made. 

2.  Breast  cancer  and  its  interaction  with  the 
host  is  biologically  so  variable  that  the  course  of  the 
disease  is  virtually  impossible  to  predict.  The  in- 
fluences of  these  host  factors  and  other  intrinsic 
factors  governing  the  growth  rate  of  cancer  cells 
are  poorly  understood.  The  speed  with  which 
some  breast  cancers  metastasize  and  kill  the  host 
varies  over  such  a wide  range  that  small  differences 
in  the  effects  of  treatment  cannot  be  easily  de- 
tected. 

These  salient  features  of  the  disease  must  be 
considered  in  any  design  for  a clinical  trial  to  re- 
solve a treatment  controversy.  In  addition,  factual 
information  from  previous  studies  must  neces- 
sarily be  used  to  assess  the  worthiness  of  a new 
study  and  to  forecast  the  possible  results  of  such 
a study.  Let  us  examine  the  question  whether  a 
clinical  trial  to  compare  simple  mastectomy  ver- 
sus simple  mastectomy  with  postoperative  irradi- 
ation versus  radical  mastectomy  is  justified  or  is 
capable  of  resolving  this  unending  controversy. 
We  learned  from  previous  studies  that  patients 
with  metastases  involving  only  one  to  three  axil- 
lary nodes  survive  significantly  longer  than  do 
those  with  metastases  involving  four  or  more 
nodes.  At  least  25  per  cent  of  the  patients  with 
clinical  stage  I and  II  disease  have  one  to  three 
nodes  involved  with  metastases.  Is  it  justified 
to  do  a simple  mastectomy  in  these  patients, 
knowing  that  many  of  them  will  have  metastases 
in  less  than  three  nodes?  On  the  other  hand,  if  the 
results  of  the  study  give  a “no  difference”  score, 
it  would  have  to  be  concluded  that  leaving  the 
nodes  intact  is  beneficial  to  the  patients.  How 
would  we  then  explain  the  improved  survival  in  pa- 
tients when  their  one  to  three  positive  lymph  nodes 
were  removed?  One  possible  explanation  to  this 
is  that  this  group  of  patients  (with  one  to  three 
node  metastases)  happen  to  have  tumors  with 
better  prognosis  as  exemplified  by  fewer  nodal 
metastases.  Thus  surgical  removal  of  these  nodes 
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really  is  not  an  important  factor  for  better  sur- 
vival. In  any  event,  the  clinical  trial  as  pro- 
posed will  not  answer  any  of  these  fundamental 
questions. 

Furthermore,  if  one  considers  the  enormous 
sample  size  required  to  demonstrate  a “possible 
small  difference”  (based  only  on  a 50  to  50 
chance),  one  has  to  conclude  that  a definitive  study 
is  beyond  the  bounds  of  feasibility. 

We  must  not  be  deluded  by  the  assumption  that 
clinical  trial  is  the  solution  to  all  uncertainty  in 
clinical  medicine  or  we  may  fall  into  the  trap  of 
disregarding  all  historical  data,  often  labeling 
them  as  “no  good”  because  studies  were  done  in 
an  “unrandomized  fashion.”  We  must  examine 
and  accept  reliable  published  data  by  others  to 
avoid  meaningless  clinical  trials. 

It  is  suggested  that  if  clinical  trials  are  to  be 
continued,  a change  in  thinking  and  direction  is 
needed.  The  objective  of  merely  settling  contro- 
versy must  be  abandoned,  lest  we  spend  all  of  our 
energy  and  time  to  obtain  disappointing  results. 
It  is  not  all  that  easy  to  convince  anyone  to  change 
their  minds  on  the  evidence  of  a few  “no  differ- 
ence” results.  Furthermore,  it  is  complete  folly 
to  conduct  a clinical  trial  every  time  someone 
claims  a clinical  “triumph.”  Are  we  going  to  con- 
duct a clinical  trial  to  determine  whether  “lumpec- 
tomy” is  as  good  as  “simple  or  radical  mas- 
tectomy” or  better  just  because  someone  says  it 
is  as  good  or  better? 

Clinical  trials  should  be  employed  to  explore  ap- 
proaches where  our  patients  can  benefit.  Several 
areas  of  promising  research  involving  clinical  trials 
should  be  considered. 

1.  How  can  we  identify  patients  with  cancers 
that  often  metastasize  early  and  soon  kill  the  pa- 
tients? If  these  patients  can  be  sorted  out  early 
at  the  time  of  diagnosis,  proper  treatment  can  be 
instituted  to  prolong  survival.  I believe  that  two 
most  promising  biochemical  studies  to  character- 
ize breast  cancer,  namely,  the  estrogen  binding 
and  steroid  conjugation  by  the  tumor  tissues  can 
be  seriously  considered  for  clinical  trial.  These 


biochemical  studies  with  primary  tumors  may  also 
be  able  to  characterize  their  hormone  responsive- 
ness and  enable  surgeons  to  select  patients  for 
proper  treatment  when  metastases  develop  later. 
It  is  an  area  where  priority  must  be  given  in  clini- 
cal trial. 

2.  We  now  know  that  patients  with  four  or  more 
nodal  metastases  have  very  poor  survival  rates. 
This  group  of  patients  may  be  salvaged  if  more 
systemic  aggressive  treatment  is  instituted  at  the 
earliest  possible  moment.  This  possibility  should 
be  tested  by  a clinical  trial. 

For  a long  time,  my  colleagues  and  I have  been 
taking  care  of  patients  with  breast  cancer  from 
the  advent  of  initial  diagnosis  to  the  time  of  the 
patients’s  demise.  Our  care  and  observation  of 
these  patients  is  a continuous  process,  without 
interruption.  We  all  are  working  towards  better 
methods  of  treatment,  but  the  mere  desire  for  less 
traumatic  surgery  or  no  surgery  at  all  is  not  a good 
reason  for  advocating  treatment  without  a sound 
basis.  For  an  example,  the  advocates  of  simple 
excision  of  a lesion  (“lumpectomy”)  have  com- 
pletely ignored  the  fact  that  perhaps  15  to  20  per 
cent  of  breast  cancers  are  multicentric  (in  the  same 
breast).  How  can  they  justify  advocating  such  a 
procedure  as  an  effective  treatment  for  breast 
cancer?  In  contrast,  a modified  radical  mastec- 
tomy (without  removal  of  the  pectoralis  muscles) 
offers  a much  less  traumatic  operation,  with  al- 
most no  morbidity,  and  yet  it  is  in  accord  with  all 
of  the  basic  principles  of  effective  local  therapy 
for  primary  breast  cancer. 

The  issue  before  us,  then,  is  not  simply  how  con- 
troversy can  be  settled,  but  how  we  can  put  our- 
selves in  proper  perspective  regarding  breast  can- 
cer. 

Our  talent  and  energy  must  be  guided  so  as  to 
open  avenues  where  we  can  hope  to  make  great 
strides  in  solving  this  problem. 

THOMAS  L.  DAO,  M.D.,  Chief 
Department  of  Breast  Surgery  and 
Endocrine  Research  Laboratory,  and 
Research  Professor  of  Physiology 
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In  the  last  two  decades  more  has  been  written 
about  depression  than  about  any  single  psychiatric 
problem  and  perhaps  more  than  about  any  medical 
subject  in  general.  This  may  probably  be  due  to 
the  fact  that  depressive  illness  has  created  more 
suffering  than  has  any  other  disease.^  Despite 
this  abundant  new  literature  and  that  of  the 
preceding  two  thousand  years,  depression  remains 
puzzling  to  most  of  us.  Moreover,  the  leading 
past  and  contemporary  authorities  have  settled 
neither  the  problem  of  its  etiology  nor  of  its  classifi- 
cation. 

In  addition,  there  is  no  agreement  as  to  whether 
or  not  depressive  feelings  are  variants  of  normal 
states  which  occur  without  specific  exogenous 
stresses  or  serious  losses.  Nor  is  there  a definite 
agreement  between  those  who  propose  the  concept 
of  depression  as  a syndrome  and  those  who  con- 

Presented  at  the  164th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
General  Practice,  February  10,  1970. 


sider  it  as  a single  disease.  The  introduction  of 
the  etiologic  point  of  view  complicates  the  problem 
further:  Should  we  differentiate  between  exoge- 

nous (reactive,  neurotic)  and  endogenous  (psychot- 
ic) types?  The  truth  probably  is  that  regardless 
of  the  frame  of  reference,  one  must  think  of  the 
diagnostic  categories  in  terms  of  all  of  the  afore- 
mentioned factors. 

Beck-^  in  his  monograph  defines  depression  as 
consisting  of  several  groups  of  symptoms:  altera- 
tion of  mood  manifested  by  sadness,  loneliness, 
and  apathy;  negative  changes  in  self-concept 
resulting  in  self-blame  and  self-reproach;  regres- 
sive and  self-punitive  wishes  resulting  in  desires 
to  escape,  hide,  or  die;  vegetative  changes  includ- 
ing anorexia,  insomnia,  and  sex  disturbances;  and 
finally,  changes  in  the  level  of  activity  with  either 
retardation  or  agitation. 

The  aforementioned  definition  refers  to  the 
depressive  syndrome  and  depressive  illness.^ 
Depression,  however,  refers  also  to  a feeling  known 
to  all  of  us,  which  follows  a true  or  symbolic  loss, 
and  consists  of  dejection,  sadness,  gloominess, 
despondency,  or  lowering  of  effect.  The  relation- 
ship of  depression  to  another  unpleasant  feeling, 
for  example,  anxiety,  is  not  truly  known  except 
that  dynamically  depression  is  an  effect  of  loss, 
whereas  anxiety  is  considered  to  be  a result  of  an 
anticipated  loss.  It  is  sometimes  very  difficult 
to  distinguish  these  two  feelings  especially  when 
they  occur  concurrently.  One  must  question 
whether  anxiety,  which  is  long-lasting,  does  finally 
lead  to  depression. 

The  differentiation  of  depressive  illness  into 
neurotic  and  psychotic  has  been  criticized  because 
the  distinguishing  factors  do  not  vary  that  much; 
the  psychotic  depression  may  vary  from  the 
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neurotic  depressive  illness  by  the  degree  of  severity 
only  and  not  by  the  specificity  of  the  symptoms.'* 

Some  authorities,  in  considering  causative 
factors  including  the  precipitating  ones,  attempted 
to  divide  depressions  into  endogenous  and  exoge- 
nous. Those  depressions  engendered  by  biologic 
causes  are  categorized  as  “endogenous,”  whereas 
those  depressions  which  are  supposed  to  be  created 
by  external  factors  are  labeled  “exogenous.”  One 
is  tempted  to  gravitate  toward  this  division,  be- 
cause the  modern  studies  utilizing  the  refined 
statistical  methods  tend  to  be  convincing  that 
such  categories  are  valid.® 

The  problem  of  classification  is  not  entirely 
academic;  it  has  an  important  role  in  treatment. 
Existential  depression,  to  use  Kline’s®  terminology, 
recedes  and  so  do  even  some  neurotic  depressions 
when  the  causative  factors  cease  to  operate  or 
when  the  patient  is  supported,  say  by  psycho- 
therapy, particularly  when  the  process  has  not 
lasted  very  long. 

For  practical  purposes  we  will  refer  to  the 
classification  of  depressions  as  suggested  by  the 
Diagnostic  and  Statistical  Manual  of  Mental  Dis- 
orders of  the  American  Psychiatric  Association.® 
The  manual  divides  depression  into  two  major 
categories,  psychoneurotic  and  psychotic.  The 
psychoneurotic  type  is  equated  with  the  reactive 
and  represents  exogenous  depression.  The  psy- 
chotic group  includes  manic  depressive  illness; 
the  so-called  psychotic  depression,  which  is  the 
equivalent  of  endogenous  depression;  and  schizo- 
affective schizophrenia,  an  illness  which  in  a 
way  resembles  on  the  surface  manic  depressive 
illness,  but  the  process  is  basically  a schizophrenic 
one.  It  also  lists  another  depression  of  an  endoge- 
nous type,  a disease  with  a somewhat  uncertain 
etiology:  the  involutional  melancholia  which  is 

so  called  because  it  occurs  during  the  involution- 
al age.  It  is  also  called  agitated  depression  be- 
cause agitation  is  a prominent  symptom  although, 
in  some  instances,  the  symptoms  include  also 
paranoid  delusional  trends. 

Although  the  Diagnostic  and  Statistical  Manual 
of  Mental  Disorders  tells  us  that  the  whole  group 
of  affective  psychoses  is  characterized  by  either 
extreme  depression  or  elation,  we  know  that  some 
of  the  psychotic  depressions  are  relatively  mild. 
What  distinguishes  the  latter  from  neurotic  depres- 
sion is  that  psychotic  depressions  do  not  always 
show  an  obvious  evidence  of  a definite  precipitat- 
ing cause. 

In  addition,  a separate  group  of  depressions  are 
those  states  which  are  associated  with  other 
causes  of  an  organic  nature.  Here  belong  depres- 
sions due  to  such  extrinsic  factors  as  drugs  which 
directly  affect  the  central  nervous  system,  such 
as  some  tranquilizers  or  sedatives,  or  those  drugs 
whose  effect  is  on  other  target  organs,  such  as 
corticosteroids,  contraceptive  pills,  and  sulfon- 


amides. Other  causes  are  intrinsic,  such  as  space- 
occupying  intracranial  lesions:  for  example,  brain 
tumor,  brain  abscess,  or  aneurysm;  tumors  located 
in  other  parts  of  the  body,  such  as  carcinoma  of  the 
pancreas;  or  degenerative  conditions,  such  as 
multiple  sclerosis  or  arteriosclerosis.  Still  other 
causes  include  viral  infections,  such  as  infectious 
mononucleosis  or  toxic  exhaustive  states,  for  in- 
stance, parturition,  anesthesia,  operation,  or  even 
trauma,  avitaminosis,  and  the  like. 

In  some  of  these  instances  one  wonders -what 
the  true  etiologic  factors  are.  Is  it  always  a bio- 
logic sequence  of  another  illness,  or  is  this  a psy- 
chologic sequence  of  an  organic  illness,  or  both?’ 

Symptoms 

The  central  symptoms  of  depressive  illness 
consist  of  lowered  affect,  including  sadness, 
loneliness,  and  apathy.  But  in  the  manic  phase 
there  is  euphoria  and  elation. 

As  already  stated,  the  self  concept  is  affected 
negatively,  and  this  results  in  guilt  feelings  and 
self-reproach,  regressive  tendencies,  and  even 
death  wishes  and  suicidal  attempts.  In  mania 
there  is  a seeming  upsurge  of  self-esteem  and 
self-confidence.  Further  from  the  center  there 
are  vegetative  symptoms  including  sleep  dis- 
turbances, loss  of  appetite,  and  weight  and  sexual 
disturbances.  While  there  is  no  direct  effect  on 
intelligence,  the  intellective  functions  may  be 
lowered.  There  are  also  variations  of  motor 
activity,  such  as  retardation  or  agitation,  and  in 
the  manic  phase,  the  opposite,  psychomotor 
excitation. 

In  many  forms  of  depression,  anxiety  may  be 
profound,  and  it  may  mask  other  symptoms.  For 
example,  depressed  children  and  adolescents  may 
show  so  much  anxiety  and  its  equivalent,  hyper- 
activity, that  only  an  experienced  diagnostician 
may  recognize  depressive  illness  in  these  age 
groups. 

The  symptomatology  of  primary  depressions  is 
influenced  also  by  cultural  and  ethnic  factors. 
Thus,  guilt  feelings  and  suicide  are  more  promi- 
nent in  the  West,  while  suicide  is  not  a result  of 
depression  in  some  parts  of  Asia.  Somatizations 
are  present  more  often  in  some  parts  of  the  Middle 
East  and  so  are  various  forms  of  psychosomatic 
disorders.  I 

Existential  depression  | 

In  patients  showing  existential  depression  the  | 
anamnestic  exploration  reveals  no  disorder  of  jfl 
personality.  It  occurs  when  the  exogenous  li 
stresses  are  too  severe  or  too  prolonged  for  the  1 1 
person  whose  ability  to  utilize  the  usual  psychic  i 
defenses  is  ordinarily  unimpaired.  The  sympto-  d 
matology  is  primarily  effective,  not  vegetative.  The  « 
restoration  of  the  satisfactory  psychic  equilibrium 
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occurs  when  the  noxious  stimuli  cease  or  when  the 
outside  support,  including  psychotherapeutic 
intervention,  takes  place.  Nonintervention,  lack 
of  support,  or  persistence  of  stressful  factors  may 
create  more  depression  and  increase  anxiety  with 
a further  breakdown  of  defenses  and  the  resulting 
change  to  depressive  illness. 

Depressive  neurosis 

On  the  margin  of  this  subtitle  it  must  be  noted 
again  that  there  is  still  a question  whether  neurotic 
depression  differs  by  degree  only  or  whether  it  is 
a condition  completely  different  from  psychotic 
depression. 

Those  affected  consult  nonpsychiatric  physi- 
cians more  often  at  least  at  first  because  of  a great 
variety  of  somatic  symptoms.  In  this  sense  the 
disease  may  imitate  somatic  illness.  It  is  an 
intermittent  condition  which  in  most  instances 
shows  pseudoremissions  and  exacerbations.  In 
a typical  case  there  is  a definite  precipitating 
exogenous  cause.  The  premorbid  personality 
resembles,  at  least  in  some  cases,  the  hysterical 
makeup. 

Depressive  feelings  are  often  not  recognized  by 
the  patient  at  first  or  are  not  reported.  Moreover, 
because  of  a great  degree  of  anxiety  and  tension, 
the  diagnosis  of  anxiety  reaction  is  often  made. 
In  other  instances  the  diagnosis  is  confused  with 
psychophysiologic  illness. 

The  symptoms  also  include  sleep  disturbances, 
which  consist  of  wakefulness  during  the  middle  of 
the  night  and  early  morning  awakening  without 
feeling  refreshed.  As  the  day  progresses  the 
tiredness  increases,  the  thinking  process  is  slowed 
down,  the  somatizations  are  numerous,  and  there 
are  many  vegetative  symptoms.  Frequently,  there 
are  various  degrees  of  frigidity  and  menstrual 
disturbances  in  females  and  impotence  in  males. 

In  many  cases  the  concurrent  use  of  alcohol  to 
alleviate  some  of  the  suffering  may  also  make  the 
diagnosis  difficult,  for  some  symptoms  are  ascribed 
to  the  seeming  chronic  alcoholism.  The  same 
may  pertain  to  illegal  use  of  addictive  drugs, 
particularly  in  those  countries  or  places  where 
drugs  are  available. 

Lack  of  energy  is  less  pronounced  in  the  neurotic 
than  in  the  psychotic  patients,  and  psychomotor 
retardation  is  absent  or  mild;  diurnal  variations 
are  not  observed.  The  onset  is  sudden,  although 
many  masking  elements  seem  to  show  it  as  insidi- 
ous and  gradual. 

Symptomatic  depression 

Again  there  is  no  definite  evidence  that  psychot- 
ic depression  differs  from  the  depressive  phase  of 
manic  depressive  illness,  except  that  the  manic 
patients  show  characteristic  mood  swings.  Out- 
side of  manic  states  the  depressive  symptoms  are 


indistinguishable.  In  all  psychotic  depressions 
the  depressive  symptoms  are  only  slightly  different 
in  character  and  severity  from  the  symptoms 
shown  in  neurotic  depressions,  but  in  many  in- 
stances delusions  and  hallucinations  are  present. 
The  delusions  are  those  of  unworthiness,  of  con- 
demnation, of  impoverishment,  and  of  being  physi- 
cally altered.  Psychomotor  retardation  is  more 
prominent  than  in  neurotic  depression.  Diurnal 
variations,  consisting  of  disappearance  or  lessening 
of  tiredness  toward  the  evening,  are  distinct. 
Guilt  feelings  are  more  pronounced  and  are 
frequently  related  to  even  minor,  true,  or  seeming 
transgressions  which  have  been  forgotten  for  many 
years.  Ideas  of  hopelessness,  loss  of  energy  and 
interest,  somatic  preoccupation  and  suicidal 
ideation  are  more  pronounced  than  in  neurotic 
depression. 

In  a somewhat  similar  fashion,  however,  as  in 
the  neurotic  depression,  psychotic  depressive  re- 
actions in  most  instances  follow  some  precipitating 
experience;  such  experience  is  not  found  before 
the  onset  of  manic  depressive  illness. 

Early  attacks  of  manic  depressive  illness  are,  in 
most  instances,  unnoticed,  unrecognized,  or 
concealed.  In  many  instances  the  recognition 
occurs  only  later  when  the  patient  becomes  in- 
capable of  performing  work,  when  the  delusional 
thought  content  interferes  with  his  relationship 
with  others,  or  when  suicide  is  attempted.  All 
mental  functions  at  this  point  may  be  decreased. 
Hallucinations  are  relatively  rare,  and,  if  any  are 
present,  they  are  indefinite  and  occur  more 
frequently  at  night.  Psychomotor  retardation  is 
pronounced  and  may  reach  the  severity  of  stupor. 
Vegetative  symptoms  and  somatizations  are 
severe.  Hypochondriasis  is  pronounced.  In  a 
fairly  typical  depressed  state  there  is  slowing  of 
intellectual  functioning  as  well  as  evidence  of 
poverty  of  ideation.  The  degree  of  these  symptoms 
depends  on  the  severity  of  illness.  In  most  such 
cases  the  insight  is  unsatisfactory  or  lacking,  and 
judgment  is  defective.  The  latter  occurs  more  fre- 
quently in  manic  subjects  whose  delusions  may 
become  paranoid  or  grandiose. 

During  the  manic  attack  the  symptoms  are  op- 
posite to  those  observed  during  the  depressive 
phase.  Instead  of  depression  there  is  elation,  the 
retardation  is  replaced  by  increased  mobility  to 
the  point  of  excitement,  and  the  thought  process 
is  accelerated.  Euphoria  is  sometimes  paradox- 
ically accompanied  by  irritability  and  outbursts 
of  rage;  the  highly  accelerated  thinking  process 
may  be  distorted  by  the  concurrent  inability  to 
concentrate  and  by  divertibility,  and,  finally,  flight 
of  ideas  follows.  In  contrast  to  depression,  the  self- 
concept  reveals  self-admiration  and  grandiosity. 
The  extreme  motor  activity  leads  to  exhaustion, 
particularly  because  insomnia  is  severe,  and  the 
patient  has  no  chance  to  eat  or  rest. 

Several  types  of  manic  depressive  illness  are 
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listed  in  the  manual  but  the  differentiation  is 
only  quantitative:  (1)  manic  type,  (2)  depressed 

type,  and  (3)  circular  type  (“manic  depressive  ill- 
ness circular  type,  manic”  and  “manic  depressive 
illness  circular  type,  depressed”). 

The  course  of  illness  is  unpredictable  without 
definite  pattern,  but  depressive  attacks  predomi- 
nate. There  is  no  fixed  pattern  or  uniformity  as 
to  the  age  of  onset  except  that  usually  the  patients 
are  between  the  third  and  fourth  decades  of  their 
lives.  The  number  of  attacks  vary.  The  majority 
of  patients  may  have  1 attack,  but  as  many  as  25 
attacks  have  been  described.*^  The  disease  occurs 
more  frequently  in  women. 

On  the  margin  of  this  it  may  be  stated  that 
manic  depressive  psychosis  appears  to  have  shown 
a decrease  in  frequency,  but  the  psychotic  depres- 
sions appear  to  be  on  the  increase. 

Involutional  melancholia 

Some  authorities,  old  and  new,  have  believed 
that  most  cases  of  involutional  melancholia  are 
a part  of  manic  depressive  psychosis;  others  have 
insisted  that  some  are  schizophrenic;  and  finally 
there  are  those  who  consider  this  illness  to  be  a 
separate  entity.^ 

In  this  condition  retardation  is  replaced  by 
agitation,  but  the  depressive  part  is  quite  severe. 
The  patients  do  not  show  previous  attacks,  and 
the  attacks  do  not  recur.  The  onset  among  women 
is  between  the  ages  of  forty-five  to  fifty-five,  among 
men  between  fifty  to  sixty  years.  Women  are  more 
frequently  affected.  The  attacks  last  longer  than 
in  the  manic  depressive  illness.  The  prognosis 
is  good,  and  the  spontaneous  recovery  rate  is 
sizable. 

Anxiety  and  depression  are  concurrent,  and 
self-accusatory  ideation  and  delusions  are  com- 
mon. The  latter  are  tinged  by  a severe  hypochon- 
driacal and  somatic  coloring.  In  other  cases 
paranoid  ideation  is  present,  and  the  content  con- 
sists of  a projective  mechanism  characteristically 
involving  spouses  or  other  family  members. 

Specific  premorbid  personality  is  supposed  to 
resemble  the  compulsive  personality,  but  this  has 
not  been  definitely  proved. 

Schizoaffective  schizophrenia 

According  to  the  Diagnostic  and  Statistical 
Manual  of  Mental  Disorders,  patients  suffering 
from  schizoaffective  schizophrenia  show  a mixture 
of  schizophrenic  symptoms  and  depression  or 
elation  and  are  classified  as  “depressed”  or 
“excited.” 

In  the  depressed  form  the  effect  is  rather  super- 
ficial and  inappropriate;  hypochondriacal  delusion- 
al ideas  are  frequent.  The  manic  form  shows  some 
euphoria  or  elation  but  mostly  silliness.  Speech 


is  repetitious,  but  no  flight  of  ideas  is  present. 
Hallucinations  are  more  distinct  than  in  the  manic 
depressive  illness  and  resemble  those  present  in 
other  forms  of  schizophrenia.  The  prepsychotic 
personality  is  schizoid.  Prognosis  is  worse  than 
in  manic  depressive  illness  but  generally  better 
than  in  other  forms  of  schizophrenia. 

Childhood  depressions 

Childhood  depressions  are  described  separately 
because  of  symptomatic  differences.  The  inci- 
dence of  neurotic  depression  and  the  symptomatic 
form  are  probably  almost  as  high  as  adult  depres- 
sions, but  symptoms  appear  not  to  be  recognized 
as  often.  Psychotic  depressions  are  not  present 
among  children  prior  to  the  age  of  fifteen  or 
sixteen. 

The  symptoms  depend  on  the  stage  of  develop- 
ment and  maturation,  with  retarded  depressions 
occurring  in  infancy  and  anxious  depressions 
during  childhood  and  adolescence. 

It  must  be  pointed  out  that  childhood  neurosis 
is  generally  different  from  the  neurotic  behavior 
shown  by  adult  people.  The  states  of  decompensa- 
tion are  relatively  short,  and  the  child  who  might 
have  appeared  very  ill,  shows  a sudden  remarkable 
recovery  when  the  conflict  and  the  threatening 
environmental  stresses  are  diminished  or  when 
they  cease.  All  neurotic  children  show  irritability 
and  hyperactivity,  but  the  proneness  to  anxiety  is 
readily  compensated  if  the  environmental  pro- 
tection is  restored.  Conversely,  the  child  who  is 
threatened  by  the  loss  of  protective  parental  love 
and  who  is  unable  to  establish  dependence  on  a 
suitable  substitute,  succumbs  to  a state  of  anxiety 
and  then  depression. 

Depression  in  infants 

The  symptoms  of  depression  in  early  infancy 
consist  of  failure  to  thrive,  crying,  sleep  disturb- 
ances, head  banging,  and  colic.  Continuous 
crying  without  any  organic  cause  should  always 
be  suspected  to  be  caused  by  anxiety  or  depression. 
Loss  of  appetite  and  weight  are  also  pronounced. 

Infants  who  lose  their  mothers  at  the  age  of  six 
months  are  affected  by  a form  of  depression  called 
anaclitic;  following  violent  crying  at  onset,  they 
become  progressively  weak,  lie  motionless  in  bed, 
and  refuse  to  react  to  adults  in  attendance.  They 
show  loss  of  appetite  and  weight,  severe  sleep 
disturbances,  susceptibility  to  infections,  and 
skin  eruptions.  The  symptoms  become  progres- 
sively worse  with  increasing  apathy,  marasmus, 
and  finally  death." 

Depression  in  young  children 

Depressed  young  children  resemble  depressed 
infants.  Their  physical,  emotional,  and  intellec- 
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tual  growth  is  inhibited.  As  the  age  increases, 
the  depressive  feelings  and  the  somatic  and 
vegetative  symptoms  are  replaced  by  behavioral 
disturbances.  Thus,  we  see  disobedience,  temper 
tantrums,  and  inability  to  get  along  with  others 
and  to  socialize.  Social  isolation  is,  therefore,  not 
uncommon,  nor  is  truancy  and  running  away; 
inability  to  learn  from  experience  seems  marked. 
Accident  proneness  is  also  pronounced.  Provoca- 
tion of  peers  invites  rejection  in  a masochistic 
fashion.  Sadistic  tendencies  may  be  concurrent 
with  projection  of  hostile  impulses  on  the  immedi- 
ate environment.  Overt  depressive  feelings  and 
suicidal  tendencies  are  shown  by  some. 

Concurrently  with  diminished  socialization, 
scholastic  progress  is  markedly  worsened  because 
of  inattentiveness,  inability  to  concentrate,  hyper- 
activity, and  restlessness.  Play  activity  is  solitary 
and  without  inventiveness.  School  phobic  reac- 
tions are  occasionally  shown. Delinquency  is  not 
infrequent  and  is  manifested  by  truancy  and  steal- 
ing. Craving  for  sweets  is  sometimes  severe. 

Adolescent  depression 

Adolescents  deny  depression  and  cover  the 
depressive  symptoms  by  a display  of  intense 
boredom;  their  interest  cannot  be  easily  sustained 
because  of  lack  of  energy  and  inability  to  con- 
centrate. Sleeplessness  is  hidden  behind  the 
seeming  interest  in  music  and  by  staying  with 
others  until  early  morning  hours.  Various  group 
activities,  indulgence  in  alcohol  intake,  use  of 
marihuana,  and  sexual  promiscuity  constitute 
attempts  to  relieve  the  depressive  feelings.  Fatig- 
ability and  hypochondriasis  are  present  with 
resulting  scholastic  underachievement  and  fre- 
quent scholastic  failure.  Acting-out  tendency 
leads  to  delinquent  behavior,  including  sexual 
acting-out. 

Suicide 

Suicide  is  the  most  serious  symptom  and  con- 
sequence of  depression.  Statistics  of  1960  show  the 
official  figure  of  19,450.^^  Suicides  in  the  fifteenth 
to  nineteenth  year  age  group  is  reported  as  the 
fifth  largest  ranking  cause  of  death. It  is  also 
suspected  that  many  accidental  deaths  are  con- 
cealed suicides.  Moreover,  some  suicides,  espe- 
cially of  mothers  of  infants  and  children,  lead  to 
concurrent  homicides.  Depressive  women  attempt 
suicide  more  often  than  men,  but  men  are  apt  to 
succeed  more  frequently.  In  both  sex  groups  the 
separated,  divorced,  and  widowed  persons  die  of 
suicide  more  often. 

There  are  various  clues  to  suicide  which  should 
be  taken  into  consideration.  The  patient  com- 
municates the  wish  either  spontaneously  or  on 
inquiry.  All  depressed  patients,  therefore,  must 


be  asked  questions,  and  the  severely  depressed 
patients,  especially  the  chronic  ones,  must  be 
considered  very  likely  candidates,  particularly 
during  the  period  of  decreased  depression.^’  There 
is  also  a great  risk  of  suicide  in  those  patients  who 
do  not  show  any  secondary  gain  which  could  be 
achieved  by  the  threat.  There  is  an  even  greater 
risk  when  the  depressive  disease  is  psychotic. 
A similar  situation  is  observed  when  the  circum- 
stances surrounding  the  patient  preclude  depend- 
ence on  others,  when  there  is  a history  of  a previous 
suicidal  attempt  or  several  attempts,  and  when 
plans  to  take  one’s  life  involve  a violent  method. 
After  the  age  of  forty,  alcoholism,  drug  abuse, 
and  serious  financial  losses  are  likely  to  increase 
the  chances  even  further. 


Causes  of  depression 

Many  psychodynamic  and  biologic  hypothetic 
assumptions  have  been  proposed.  More  recently 
an  attempt  has  been  made  to  unify  the  psychologic- 
dynamic  theories  with  the  biologic  hypotheses. 
The  resulting  theory  proposes  that,  whether  the 
depression  is  exogenous  or  endogenous,  neuro- 
humoral  changes  are  responsible  for  the  symptoms. 
These  changes  are  supposed  to  be  primary  in 
endogenous  depressions  and  secondary  in  exoge- 
nous ones.  In  a sense  this  is  not  a new  viewpoint, 
except  that  the  accumulated  biologic  evidence  is 
now  clearer  than  it  was  in  the  past. 

Depression  is  thought  to  be  a psychologic  reac- 
tion to  loss.  Freud  introduced  the  concept  of 
introjection  and  incorporation  of  the  loved  object, 
meaning  that  if  a person  suffers  a loss  and  is  in  a 
state  of  grief,  he  identifies  with  the  lost  object 
and  incorporates  it.  Inasmuch  as  the  lost  object 
is  treated  with  ambivalence,  for  example,  with 
love  as  a desire  for  and  with  hate  as  a reaction  to 
abandonment,  and  the  object  is  incorporated,  the 
hate  becomes  self-directed,  and  depression  ensues. 
Self-hate  leads  to  retroverted  aggression  and  may 
end  in  suicide.^® 

Ego  psychology  explains  the  dynamics  of  depres- 
sion thus:  The  loss  is  responsible  for  an  emergency 
situation  which  creates  anxiety  and  a threat  to 
security.  Normal  individuals  are  capable  of 
mobilizing  all  adaptive  responses  to  cope  with 
the  emergency  situation.  On  the  other  hand, 
an  individual  with  defective  defenses  reacts  with 
adaptive  paralysis,  resulting  in  helplessness  and 
lowering  of  self-esteem  and  self-confidence.  When 
the  effects  of  loss  persist,  the  individual  regresses 
into  the  dependency  technic  of  adaptation,  mani- 
fested by  a desire  to  bo  helped  by  a stronger  person, 
a parental  substitute.  As  this  technic  is  valueless, 
secondary  anxiety,  symbolizing  the  fear  of  in- 
ability to  survive,  ensues.  In  a desperate  attempt 
to  force  the  parental  figure  to  protect  him,  the 
affected  person  goes  into  coercive  rage,  not  plead- 
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ing  for,  but  demanding  love.  Rage  results  in  fear 
of  retaliation  and  guilt.  Because  of  guilt  for 
hostility  toward  the  very  person  from  whom  he 
expected  love,  the  depressed  person  is  convinced 
that  he  has  committed  an  unforgivable  sin  and 
is  worthless.  At  this  time  he  needs  to  expiate 
for  his  negative  feelings;  for  if  he  were  punished, 
he  would  be  forgiven  and  again  be  in  the  good 
graces  of  those  whom  he  lost  or  by  whom  he  feels 
rejected.  This  may  be  responsible  for  suicidal 
ruminations,  phantasies,  or  even  attempts  to  in- 
clude the  meaning  of  expiation,  retaliation,  or 
prove  to  the  parental  figure  that  the  patient  was 
really  worthy  of  love  and  care.^° 

The  newest  concepts  of  neurophysiologic  aspects 
of  depression  relate  to  the  effects  of  depletion  of 
neurogenic  amines.  There  is  a great  degree  of 
accumulated  evidence  that  catecholamines  and 
indolamine,  such  as  serotonin,  constitute  neuro- 
hormones or  neurotransmitters,  which  regulate 
the  function  of  various  centers  of  the  central 
nervous  system  which  influence  feelings  and 
behavior.  Neurotransmitters,  for  example 
serotonin,  as  well  as  dopamine  and  norepinephrine, 
are  formed  in  cell  bodies  and  are  stored  in  the 
terminals  which  constitute  the  synaptic  junction. 
The  release  into  the  synaptic  cleft  occurs  when 
the  presynaptic  cell  is  depolarized.  The  biogenic 
amines  may  be  oxidized  and  depleted  by  the 
enzyme  monoamine  oxidase,  and  the  depletion 
which  occurs  in  this  fashion  causes  depression. 
Such  a condition  occurs  in  a primary  fashion  in 
endogenous  depressions  or  is  a secondary  outcome, 
as  already  stated,  in  the  exogenous  depressive 
reactions. 

Comment 

With  the  knowledge  of  the  tragic  statistics  of 
suicide  and  the  suffering  caused  by  depressive 
illness,  it  behooves  us  to  diagnose  it  better  and 
to  treat  the  depressive  illness  energetically. 

The  advent  of  biologic  forms  of  treatment,  in- 
cluding chemotherapy,  has  so  facilitated  the  treat- 
ment of  depression  that  it  is  no  more  a thankless 
chore.  The  diagnosis  is,  in  most  cases,  not  diffi- 


cult, provided  the  physician  does  not  have  a purely 
“organic”  orientation. 
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In  his  book  The  Human  Zoo,  Morris*  compares  the 
life  of  primitive  man  with  that  of  his  modern  coun- 
terpart, emphasizing  that  since  there  have  been  no 
major  biologic  changes  in  the  species  any  apparent 
differences  must  have  been  accomplished  by  learn- 
ing and  conditioning.  We  thus  arrive  at  a situation 
whereby  all  the  drives  and  natural  instincts  which 
man  developed  over  a million-year  period  to  cope 
with  a primitive  environment  are  called  on  to  cope 
with  the  far  different  urban  environment. 

Our  forefathers  were  hunters,  providers  of  food 
for  their  young  and  themselves.  Civilization  calls 
them  “uncivilized,”  but  these  natives  lived  in  har- 
mony with  their  surroundings  and  knew  none  of 
the  strains  that  today  lead  to  stomach  ulcers  and 
other  psychosomatic  complaints.  The  fact  is  that 
the  days  when  a man’s  value,  his  intrinsic  worth, 
lay  in  his  skill  with  weapons  and  his  knowledge  of 
the  ways  of  animal  food  sources  are  long  since 
passed.  The  advent  of  agriculture  and  the  appli- 
cation of  technology  meant  that  a large  propor- 
tion of  the  population  was  freed  from  the  essential 
task  of  providing  food;  and  since  less  and  less  man 
power  became  necessary  to  provide  for  larger  and 
larger  numbers  of  people,  man  was  forced  to  create 
new  bases  for  self-evaluation  and  to  look  outside 
the  old  tribal  unit  for  means  to  justify  his  existence. 

If  we  take  a look  at  our  country  today,  we  can  see 
just  how  far  these  processes  have  developed:  (1) 

The  number  of  people  employed  in  food  production 
is  minimal.  (2)  We  are  forced  to  set  new  standards 
for  success  based  on  artificially  created  needs, 
for  example,  accumulation  of  property  and  posses- 
sions. (3)  We  have  lost  contact  with  the  earth 
and  nature  except  through  books,  films,  parks,  and 
zoos.  (4)  The  larger  family  unit  (tribe)  has  disin- 
tegrated, and  now  we  are  in  the  process  of  disin- 
tegrating the  smaller  family  unit,  too.  (5)  Man  is 
therefore  forced  to  orient  himself  toward  a new  set 
of  peers  and  new  set  of  values  at  several  crucial 

Presented  at  the  164th  Annual  Convention  of  the  Medical  So- 
ciety of  the  State  of  New  York,  New  York  City,  Section  on  Gen- 
eral Practice,  February  10,  1970. 

*By  invitation. 


points  in  his  life,  namely,  infancy,  adolescence, 
young  adulthood,  middle  age,  and  old  age. 

Studies  have  shown  that  anxiety  follows  a course 
parallel  to  that  of  societal  pressures  which  are  im- 
posed on  individuals  in  an  age-linked  sequence.^ 
For  example,  during  those  years  when  a child  is 
learning  not  only  to  respond  to  the  discipline  of 
others  but  also  to  discipline  himself,  his  anxiety 
levels  may  be  extremely  high.  Similarly,  an  ado- 
lescent, in  walking  the  knife-edge  between  security 
and  independence,  will  inevitably  feel  the  strain  of 
maintaining  his  balance.  All  ages  of  man  are  now 
characterized  by  some  anxiety,  not  all  of  which  is 
inappropriate.  Some  is  protective  in  that  it  warns 
of  impending  danger;  some  aids  growth  and  mat- 
uration by  spurring  us  to  greater  goals;  but  it  is  an 
unfortunate  fact  that  some  forms  of  anxiety 
aroused  by  the  constant  need  to  orient  and  reorient 
oneself  and  the  strain  of  swimming  against  the  tide 
to  satisfy  society’s  criteria  for  merit  become  patho- 
logic and  disabling.  Because  of  anxiety,  many 
people  are  prevented  from  attaining  complete  inte- 
gration of  personality  development  and  also  satis- 
factory emotional  stability.  Because  of  unreason- 
ing, disproportionate  fears,  many  people  are  unable 
to  participate  adequately  in  group  living.  Their 
daily  achievements,  too,  are  limited  and  fall  short 
of  what  they  might  be.  This  presents  a definite 
loss  to  society  as  well  as  to  the  individual.  Be- 
cause of  its  importance  in  the  makeup  of  the  total 
personality,  a great  deal  of  study  has  been  centered 
on  the  understanding  of  anxiety. 

Anxiety,  put  in  simple  terms,  is  an  affective  state 
characterized  by  feelings  of  apprehension,  un- 
certainty, and  helplessness  which  are  not  attached 
to  a real  external  danger.  There  are  two  ways  of 
looking  at  anxiety;  one  is  that  it  is  itself  a neurotic 
symptom,  the  other  that  symptoms  are  formed 
only  to  avoid  anxiety;  they  bind  the  mental  energy 
which  would  otherwise  be  discharged,  as  anxiety.^ 
Because  directly  experienced  anxiety  is  an  exceed- 
ingly unpleasant  feeling,  the  individual  tends  to 
develop  defenses  to  avoid  it  or  to  mitigate  its  ef- 
fects. These  defenses  mirror  patterns  of  adjust- 
ment which  have  been  developed  in  the  course  of 
life  and  reflect  the  total  adaptive  capacities  of 
the  individual.  Although  originally  designed  to 
protect,  defenses  may  develop  into  extremely  con- 
stricting forms  of  psychopathology,  and  many 
neurotic  and  psychotic  symptoms  are  considered 
as  defenses  against  anxiety.  It  has  been  suggested 
that  according  to  this  view  almost  the  entire  litera- 
ture of  neuroses  and  psychoses  could  be  gathered 
under  the  title  “Aspects  of  Anxiety.” 

A characteristic  of  any  anxiety  reaction  is  the 
fact  that  something  in  the  present  is  precipitating 
a response  pattern  which  looks  back  to  the  time 
when  the  individual  was  really  helpless.  Thus 
childhood  fears  of  loss  of  love,  of  separation,  and 
of  punishment,  with  accompanying  feelings  of 
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helplessness  due  to  lack  of  understanding  and  the 
physical  capacity  to  cope  with  the  situation,  figure 
very  heavily  in  the  development  of  an  individual. 
More  and  more  we  are  beginning  to  understand 
that  the  fears,  resentments,  and  anxieties  felt  as  a 
child  have  lasting  effects  on  the  individual  and  are 
to  a great  degree  responsible  for  those  in  our  society 
who  do  not  fit. 

Infancy 

It  has  been  shown  that  the  significant  initial 
anxiety-producing  event  occurs  most  frequently  in 
the  pre-  and  very  early  verbal  stage,  long  before 
the  child  has  communicable  ideas. Of  the  defen- 
sive methods  employed  in  infancy,  most  common  is 
a process  of  anxiety  reduction  by  isolation.  A total 
fear  reaction  following  removal  of  the  tonsils,  for 
example,  may  leave  the  child  with  nothing  more 
than  a fear  of  the  dark.  When  ideas  become  avail- 
able, the  child  uses  them  to  explain  feelings  that 
are  residues  of  anxiety  from  early  infancy.  His 
explanations  reconstruct  the  experiences  to  satisfy 
the  need  of  self-integration.  From  the  fantasies 
and  dreams  of  a child  we  may  learn  how  he  felt  and 
how  he  responded  to  what  transpired  before  he  ever 
had  words,  although  unless  we  were  present  we 
may  never  know,  since  he  probably  will  not  be  able 
to  tell  us  what  actually  happened.^ 

Fantasy  may  not  only  serve  to  relieve  anxiety. 
The  child  who  fantasies  prohibited  acts  and  feel- 
ings, for  example,  pleasurable  acts,  feelings  of  hos- 
tility toward  parents  and  siblings,  even  though 
these  are  never  expressed  overtly,  is  anxious  be- 
cause he  also  fantasies  the  expected  punishment 
for  them.  A child’s  natural  ability  to  fantasy  may 
work  against  him  because  it  is  more  vivid  than  that 
of  adults.  Anxieties  which  result  from  these  imag- 
inings are  increased  when  the  adult  world  lends 
them  an  air  of  reality  by  threatening  and  frighten- 
ing a child  with  the  bogeyman,  stories  of  imaginary 
monsters,  ogres,  hobgoblins,  and  so  on.  Although 
intended  to  discipline,  such  stories  may  lead  to 
nightmares  and  phobias  which  will  persist  long 
after  the  original  stories  are  forgotten  and  at  best 
can  leave  a residue  of  anxiety. 

The  second  half  of  the  first  year  of  life  is  the 
critical  period  for  the  development  of  object  rela- 
tionships and  hence  for  the  onset  of  separation 
anxiety,  generally  a fear  of  loss  of  the  mother  or 
mother  surrogate.*^  It  is  evident  that  fear  of  being 
abandoned  by  mother  together  with  fear  of  stran- 
gers is  something  comparatively  new  to  our  society. 
In  the  primitive  tribal  setting  children  were 
brought  up  communally  by  a number  of  “mothers” 
and  did  not  develop  object  relationships  until  they 
were  intellectually  capable  of  withstanding  tem- 
porary separation.  Because  we  have  broken  down 
the  tribe  into  individual  parent-child  units,  an  in- 
fant looks  to  one  person  for  all  his  needs.  This 
feeling  may  be  stronger  when  during  the  early 


phase  the  mother  is  too  constantly  available. 
Some  infants  experience  fearful  or  anxious  respon- 
ses to  a stranger  early  in  life.®  This  phenomenon 
would  have  no  precursor  in  man’s  early  history. 
Since  a child  was  the  communal  property  of  the 
tribe,  he  would  accustom  himself  very  rapidly  to  a 
variety  of  voices  and  handling  methods,  and  no 
one  person  would  become  familiar  enough  to  make 
other  voices  strange. 

K a certain  amount  of  separation  anxiety  is  in- 
evitable in  young  children,  it  is  nevertheless  possi- 
ble to  reduce  the  possibilities  of  the  child’s  fears 
reaching  traumatic  proportions.  Nursery  school 
educators  have  long  stressed  the  importance  of 
giving  the  child  a chance  to  enter  the  school  grad- 
ually, usually  in  the  company  of  his  mother,  and 
Anna  Freud  has  stressed  that  ideally  the  child 
should  have  reached  the  stage  of  “object  con- 
stancy” at  which  the  absence  of  the  mother  is  re- 
placed by  a remembered  image  that  remains  when 
separation  occurs.  “At  this  stage,  the  child  knows 
that  his  mother  exists  independently  of  his  imme- 
diate perception  and  that  she  will  reappear  no  mat- 
ter how  frustrated  or  angry  he  may  feel  at  the 
moment.”'^  At  this  point,  separation  from  his 
mother  does  not  signify  permanent  loss  to  the  child. 

Adolescence 

As  a child  acquires  knowledge  and  speech  abil- 
ity, he  finds  himself  becoming  increasingly  secure 
and  is  less  anxious.  In  the  next  critical  period  in 
his  development,  adolescence,  he  is  faced  with  in- 
dependence and  loss  of  security. 

Our  forefathers  operated  under  a value  system 
oriented  toward  survival  on  a day-to-day  basis 
which  served  to  unite  the  tribe  in  a common  pur- 
pose. When  the  presuppositions  and  values  of  a 
community  are  generally  accepted,  the  individual 
can  meet  threats  on  the  basis  of  these  presupposi- 
tions; but  when  a society  holds  a variety  of  value 
systems,  some  of  which  are  not  necessarily  in  har- 
mony with  others,  the  individual  has  a number  of 
bases  on  which  he  may  orient  himself  when  he 
is  confronted  with  a specific  threat.  The  result 
is  confusion  and  anxiety.  A child  strives  to  live 
within  the  value  system  of  his  parents  to  win  adult 
approval  and  the  accompanying  assurance  of  being 
loved  and  wanted.  If,  however,  that  value  system 
does  not  take  into  account  the  child’s  capabili- 
ties or  age-appropriate  needs,  it  may  make  de- 
mands on  the  child  which  he  will  find  difficult  to 
fulfill,  and  failures  of  this  kind  may  result  in  nega- 
tive self-evaluations  and  the  development  of  a 
derogatory  self-image,  which  will  persist  through- 
out life.  Therapy  in  this  situation  does  not  merely 
involve  the  child  immediately  affected  but  may 
have  to  include  the  whole  family. 

Parental  value  systems  may  also  be  in  conflict 
with  those  of  the  child’s  peers.  With  no  absolutes 
to  guide  him,  it  is  little  wonder  that  the  child 


332  New  York  State  Journal  of  Medicine  / February  1 , 1971 


f should  become  confused  and  anxious.  Adolescent 
rebellion  is  one  way  of  testing  the  parental  value 
system.  If  the  system  holds  up,  it  will  probably 
be  incorporated  as  the  child’s  own;  it  is  when  the 
system  is  tested  and  found  lacking,  or  worse,  a total 
failure,  that  anxiety  can  really  take  over,  for  the 
I child  may  then  be  confronted  with  the  task  of  es- 
I tablishing  his  own  system  on  a basis  of  trial  and 
, error. 

1 Anna  Freud  maintained  “that  adolescent  up- 
\ heaval  is  an  external  indication  that  internal  ad- 
i justments  are  in  progress  and  as  such  may  be  a sign 
of  health. Adolescent  crises  disrupt  personality 
patterns  permitting  change  to  take  place  before  the 
loss  of  personality  flexibility  noted  at  the  end  of 
adolescence.  Nevertheless,  the  pressures  of  this 
period  of  change  do  take  their  toll  on  our  youth  in 
various  ways,  and  not  all  the  results  are  normal  and 
healthy.  Defiance  of  authority,  truancy,  and  de- 
linquency are  as  often  expressions  of  anxiety  as  the 
more  easily  identifiable  and  less  troublesome  prob- 
lems of  shyness,  awkwardness,  concern  over  mas- 
turbation, or  difficulty  in  making  friends,  although 
the  former  are  seldom  approached  with  as  much 
understanding  or  sympathy. 

In  the  shift  from  rural  to  an  urban  society,  the 
smooth  role  transition  which  allowed  the  young  to 
follow  exactly  in  the  footsteps  of  the  old  was  lost. 
The  concern  over  a job  choice,  fear  of  failure,  and 
the  unpredictability  of  the  future  are  new  aspects 
of  the  young  adult’s  life.  With  no  assurance  of  his 
future  ability  and  no  certain  feeling  that  his  cur- 
rent work  will  yield  results,  a feeling  of  being  un- 
noticed, unimportant,  and  “put  down”  results. 
Much  of  the  current  adolescent  rebellion  is  a reac- 
tion to  a sense  of  being  repressed  arising  from  these 
changes  in  his  status. 

Young  adulthood 

\ 

{ In  their  late  teens  many  young  people  begin  to 
plan  for  higher  education.  Leaving  home  may  be 
something  to  look  forward  to  for  many  of  them, 
but  for  others  it  involves  a loss  of  security  and 
family.  A great  number  of  students  cope  with  this 
challenge  when  they  apply  to  college.  Levin® 
points  out  that  high  school  students  with  strong 
dependency  needs  “anticipate,  either  consciously 
or  unconsciously,  that  they  will  have  strong  un- 
pleasant reactions  to  such  a move.  Some  may 
choose  colleges  close  to  home  as  a means  of  avoid- 
ing these  reactions.”  A strong  desire  for  independ- 
ence may  cause  a premature  separation  from 
home  even  though  intense  dependency  needs  still 
exist.  Through  trying  to  appear  grown-up,  they 
hide  from  others  their  desires  to  remain  childlike. 
In  this  situation  a rapid  dependency  attachment 
to  another  student,  a teacher,  a boy  friend,  or  a 
girl  friend  may  reduce  anxiety  for  the  student. 

I Another  source  of  anxiety  for  some  college  stu- 

dents is  the  need  to  adjust  to  a new-found  freedom. 


“In  many  instances,  diminished  parental  control 
fosters  the  temptation  to  act  out  forbidden  sexual 
or  aggressive  impulses.  When  such  impulses  are 
acted  out,  additional  complications  may  arise,  due 
to  conflict  both  with  the  superego  and  with  ex- 
ternal reality.  However,  even  when  the  impulses 
are  not  acted  out,  the  combination  of  external 
temptation  and  reduced  external  control  (due  to 
parental  absence)  may  accentuate  anxiety.”® 

In  addition  to  all  this,  the  very  nature  of  college 
is  likely  to  produce  a great  deal  of  anxiety.  A stu- 
dent who  has  been  accustomed  to  thinking  of  him- 
self as  an  academic  “big  frog”  in  high  school 
may  experience  a severe  blow  when  he  realizes  he 
must  join  the  ranks  of  the  “little  frogs”  in  college. 
Thus  the  college  experience  rather  than  represent- 
ing the  prelude  for  acceptance  as  a peer,  seems  to 
stress  instead  outdoing  one’s  peers  in  the  competi- 
tion for  grades.  The  “pressure  cooker”  atmosphere 
associated  with  grades  is  largely  a product  of  the 
examination  system.^®  The  fear  of  failure  in  exam- 
inations may  lead  the  student  to  question  his  aca- 
demic and  intellectual  competence.  For  some  stu- 
dents, examinations  may  represent  the  threat  of 
failure  as  a person. 

Anxious  students  have  great  difficulty  in  starting 
to  study  and  in  organizing  their  daily  activities, 
often  because  their  anxiety  about  academic  mat- 
ters interferes  with  studying.  For  some,  just  pick- 
ing up  a book  triggers  enough  anxiety  to  make 
them  postpone  studying  and  find  something  else  to 
do. 

Anxiety  is  a debilitating  affect.  Abstract  think- 
ing, visual-motor  coordination,  and  recall  are  im- 
paired by  anxiety.  To  some  degree  tests  measure 
anxiety  level  and  knowledge.  If  anxiety  is  empha- 
sized and  the  student’s  fear  of  failure  is  great,  the 
result  may  be  self-defeating;  fear  of  failure  pro- 
duces anxiety  which  produces  failure  in  fact.  Such 
a cycle  of  defeat  can  be  seen  often  in  students.  Fail- 
ure to  treat  this  anxiety  costs  many  students  their 
self-confidence  and,  at  times,  their  academic  ca- 
reers. 


Adulthood 

Embarking  on  his  other  career  surrounded  by 
competent,  secure,  and  established  older  people, 
the  emerging  adult  feels  himself  unprepared  and 
often  bitter  that  school  is  so  lacking  in  relevance 
to  his  new  situation.  His  abundant  anxiety  at 
having  to  begin  again  at  the  bottom  working  up  the 
echelons  of  rules  and  customs  produces  again  the 
desire  to  run,  to  “drop  out.”  Contempt  for  many 
middle-class  institutions  is  defense  against  the 
anxiety  produced  by  feeling  incompetent  to  pene- 
trate the  barriers  that  seem  to  exist. 

Marriage  and  the  family  assert  the  independent 
status  of  the  adult  but  simultaneously  close  the 
road  back  to  the  security  of  dependent  status. 
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Resolution  of  these  conflicts  results  in  anxiety  re- 
duction and  a newer,  warmer  parent-child  com- 
munication. Failure  to  mature  into  a new  status 
may  result  in  a dependent  marital  adjustment, 
continuing  anxiety,  and  hostility  in  the  home. 
As  with  any  period  of  large  personality  change, 
conflicts  within  the  family  constellation,  unre- 
solved in  childhood,  again  reappear.  Father-son 
rivalries  begin  to  shake  the  corporate  structure 
since  sons  have  an  opportunity  at  the  peak  of  their 
strength  to  tackle  a surrogate  father.  The  history 
of  recent  years  is  filled  with  the  rapid  rise  to  power 
of  young  men.  Unfortunately  not  all  can  capably 
carry  on  in  such  complex  roles  with  relatively  little 
experience  behind  them,  and  meteoric  rises  and 
rapid  declines  are  now  commonplace. 

An  obsessive  preoccupation  with  work  binds 
anxiety  and  creates  the  impression  of  security. 
The  resulting  personal  and  family  problems  may 
be  denied  leading  to  further  emphasis  on  work  and 
a breakup  of  home.  The  anxiety  associated  with 
competition,  fear  of  failure,  and  a drive  for  success 
are  added  then  to  the  anxiety  of  having  failed  to 
maintain  a home  with  a sense  of  loss  of  a protected 
haven  from  business  pressures.  Women  experi- 
ence tension  around  the  growth,  development,  and 
school  success  of  children.  Preoccupation  with  the 
social  demands  of  her  husband’s  career  and  fear 
of  work  as  competing  with  the  family  for  her  hus- 
band’s attention  produce  anxiety.  The  abandon- 
ing of  her  own  career  plans  may  create  loss  of  self- 
esteem and  a feeling  of  having  settled  for  second 
place.  K the  marriage  fails,  her  sense  of  disap- 
pointment is  redoubled. 


Middle  age 

Unlike  most  earlier  stages,  these  changes  in 
middle  age  are  more  emotional  than  physical. 
Having  once  stabilized  in  an  occupation  and  hav- 
ing passed  the  immediate  period  of  proving  worth, 
there  comes  a time  of  evaluating  the  past  and  set- 
ting priorities  for  the  future.  Health  may  be  a 
problem  for  the  first  time  in  an  individual’s  life. 
Menopause  for  women,  the  danger  of  coronary 
artery  disease  for  men,  and  the  realization  of  the 
reality  of  death  become  dominant.  Existential 
anxiety  such  as  that  felt  by  the  adolescent  asserts 
itself,  although  for  entirely  different  reasons. 

Displacement  by  the  young,  the  movement  away 
of  children,  and  limited  upward  movement  in  career 
create  a tightly  confining  reality  situation.  For 
women,  changes  in  body  form,  menopausal  endo- 
crine changes,  and  a loss  of  beauty  may  produce 
anxiety  as  nothing  before  in  life  has. 

Curtailment  of  physical  activity,  the  assumption 
of  the  “elder  statesman”  role  when  dealing  with 
the  young,  and  the  eventual  adoption  of  a steady 
more  fixed  way  of  life  usually  result  in  a less  anxi- 
ety-ridden mode  of  living. 


Aged 

Unexplained  and  rapid  fluctuations  in  mood 
with  evidence  of  both  anxiety  and  depression  are 
often  seen  in  senility.  With  loss  of  brain  substance 
there  is  loss  of  adaptability,  and  even  simple  tasks 
become  more  difficult.  When  responding  under 
pressure,  anxiety  reduces  speed  of  response,  and 
poor  performance  results  in  frustration  and  fur- 
ther failure.  The  analogy  with  the  college  student 
struggle  is  obvious. 

With  loss  of  friends  and  family,  loss  of  income 
and  status,  and  loss  of  personal,  physical,  and  in- 
tellectual resources,  an  understandable  querulous- 
ness results. 

Displays  of  bad  temper  serve  to  protect  against 
anxiety-provoking  demands,  and  the  resistance  of 
an  elderly  person  is  merely  stiffened  by  the  nat- 
ural tendency  to  make  further  demands. 

Therapeutically,  these  patients  are  best  ap- 
proached in  an  effort  to  increase  their  adaptive 
capabilities. 

Educational  programs,  activities  selected  as 
being  within  the  abilities  of  the  individual,  and 
medications  selected  to  cause  minimal  impair- 
ment of  brain  function  provide  for  the  multiple 
needs  of  the  individual. 


Conclusion 

Anxiety  is  “the  official  emotion  of  our  age,  the 
symbol  of  our  era,”  according  to  Schlesinger.“ 
Increased  mobility,  changing  customs,  and  the 
increasingly  competitive  nature  of  our  society 
has  removed  many  traditional  controls.  The  re- 
sult has  been  the  production  of  increased  anxiety, 
anxiety  which  often  has  found  violent  channels  of 
expression. 
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New  approaches  to  the  treatment  of  anxiety  and 
a much  clearer  understanding  of  the  nature  of  this 
condition  are  emerging  as  a result  of  psychophar- 
maceutic  treatment.  There  are  four  major  meth- 
ods of  treatment;  and  although  many  cases  will 
respond  to  several  of  the  treatments,  there  are 
other  cases  in  which  only  one  treatment  method 
is  successful.  This  suggests  the  possibility  of  dif- 
ferences in  the  cause.  Animal  experimentation 
produces  results  which  are  compatible  with  this 
point  of  view. 

Since  anxiety  plays  such  a prominent  part  in  the 
psychoanalytic  eschatology,  it  is  essential  that  I 
first  clarify  what  is  and  what  is  not  being  consid- 
ered. I am  discussing  the  treatment  and  manage- 
ment of  anxiety  as  a clinical  disorder  and  not  the 
use  of  anxiety  as  a manipulative  device  in  psycho- 
analysis. 

Arguments  against  drugs 

One  major  objection  to  the  use  of  drugs  should 
be  faced  immediately  and  disposed  of  once  and  for 
all.  This  is  the  argument  that  the  drugs  do  not 
“cure”  but  only  repress  symptoms.  Despite  the 
magnificent  abundance  of  theories,  we  do  not  know 
the  causes  of  most  psychiatric  disorders,  and  hence 
almost  all  treatment  is  symptomatic.  The  inten- 
sity of  conviction  of  the  depth  psychotherapist  that 
he  is  “curing”  by  “understanding”  and  that  other 
treatment  is  only  palliative  simply  does  not  concur 
with  the  facts. 

Three  hundred  years  ago  Pare  said,  “I  treat 
but  God  cures,”  and  the  situation  has  not  changed. 
Without  a self-recuperative  capacity,  patients 
fail  to  respond  regardless  of  medical  treatment; 
in  other  cases  patients  recover  without  or  in  spite 
of  such  care.  Symptomatic  relief  of  anxiety  by 
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means  of  pharmaceutical  agents  frequently  can 
expedite  this  process  of  recovery  as  is  true  else- 
where in  medicine.  The  “curative”  effectiveness 
of  symptomatic  treatment  is  “demonstrable”  by 
the  same  means  of  proof  as  is  claimed  for  intensive 
psychotherapy,  namely,  when  the  treatment  is  dis- 
continued, the  patient  remains  well. 

A second  polemic  directed  against  drugs  is  based 
on  the  fact  that  in  the  treatment  of  most  schizo- 
phrenic patients,  of  many  depressive  psychoses, 
and  certain  types  of  anxiety  drug  treatment  must 
be  continued  indefinitely;  and  although  it  relieves 
the  symptoms,  it  does  not  “cure,”  and,  therefore, 
the  patient’s  improvement  is  meaningless.  By 
this  criterion  such  replacement  therapy  as  insulin 
and  thyroid  extracts  should  be  discarded  since  they 
do  not  really  cure  the  malfunctioning  pancreas 
or  thyroid  gland.  The  same  would  be  true  of  anti- 
parkinsonian drugs  or  antihistamines  as  well  as 
probably  two  thirds  of  our  entire  pharmacopoeia. 

A final  general  argument  used  against  drugs  in 
the  treatment  of  anxiety  is  that  they  so  deaden  and 
stupefy  the  patient  that  he  loses  all  normal  func- 
tional capacity  and  becomes  something  of  a “zom- 
bie.” But  this  is  true  of  any  medication  which  is 
used  to  the  point  of  physiologic  or  psychologic 
toxicity.  This  is  a major  reason  why  such  prepara- 
tions must  be  given  under  medical  supervision. 
There  is  a multiplicity  of  commonly  used  drugs, 
such  as  digitalis,  insulin,  and  even  morphine,  in 
which  the  margin  of  toxicity  is  much  lower  than  is 
the  case  with  psychopharmaceutical  products. 
In  addition  to  this,  the  person  with  a striving 
toward  experience  and  action  finds  any  prepara- 
tion which  dulls  his  senses  or  slows  his  responses 
generally  undesirable  and  seeks  to  avoid  perpetu- 
ating such  a condition.  Thus  there  is  a built-in 
protection  against  the  minor  toxicities,  and  gross 
behavior  changes  will  bring  to  attention  any  major 
toxicity. 

Forms  of  anxiety 

Anxiety  itself  is  a state  of  mind  resulting  in  par- 
ticular sensations  and  frequently  accompanied  by 
certain  autonomic  nervous  system  reactions.  This 
state  of  mind  involves  expectation  which  may  or 
may  not  be  consciously  recognized.  Sensations  of 
anxiety  may  range  from  the  very  mild,  which  are 
enjoyable  in  that  they  stimulate  the  senses  and 
frequently  heighten  awareness,  to  such  extreme 
forms  that  somatic  conversions  are  readily  ac- 
cepted as  an  alternative.  Physiologic  concomi- 
tants include  tachycardia,  hyperventilation,  pupil- 
lary dilation,  perspiration,  and  so  on.  The  sensa- 
tion of  anxiety  may  be  absent  and  only  the  somatic 
elements  manifested  in  the  form  of  such  symptoms 
as  tension  and  somatic  complaints  in  the  cardio- 
respiratory or  gastrointestinal  regions. 

Under  usual  circumstances  we  anticipate  coming 
events.  Such  anticipation  may  be  either  pleasant 
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or  unpleasant;  but  so  long  as  we  think  we  can  con- 
trol ourselves,  there  is  no  psychologic  problem. 
As  a rule,  the  anticipation  increases  until  the  event 
is  realized  after  which  it  rapidly  disappears  (Fig. 
lA).  Some  individuals,  being  quickly  aroused,  are 
more  rapid  anticipators  than  others  (Fig.  IB). 
Occasionally  some  of  us  raise  our  anticipation  into 
the  area  of  very  mild  anxiety  (roller  coaster  riding) 
which  is  pleasurable  because  of  the  rapid  decrease 
following  the  heightened  sense  of  awareness  which 
is  part  of  the  phenomenologic  picture  of  anxiety 
(Fig.  1C). 

When  we  are  uncertain  as  to  how  we  will  react 
or  perform,  anticipation  can  readily  surpass  the 
limits  of  comfort  and  “normality,”  pushing  us 
into  a state  of  “overpreparedness”  which  can  best 
be  described  as  agitated  uncertainty.  We  have  all 
experienced  this  momentarily  before  important 
examinations;  actors  and  musicians  describe  anxi- 
ety as  being  almost  universal  prior  to  a perfor- 
mance (Fig.  ID).  As  a rule,  once  the  performance 
begins,  the  anxiety  very  rapidly  disappears.  There 
are  other  occasions  when  anxiety  is  “normal”  such 
as  accompanying  a rather  wild  driver  (Fig.  2A). 
Under  most  circumstances  the  anxiety  rapidly  sub- 
sides, if  we  do  not  have  to  return  in  the  same  car. 
In  certain  pathologic  conditions,  however,  it  may 
persist  for  hours  and  even  days  afterward.  In  sum- 
mary, very  brief  periods  of  mild  anxiety  occur  with 
almost  everyone,  but  in  certain  cases  the  period  of 
expectation  involves  overpreparedness  which  is 
too  easily  tripped  off,  is  too  intense,  and/or  per- 
sists for  an  abnormal  length  of  time  (Fig.  2B).  All 
of  these  would  fall  into  the  class  of  hyperreactive 
anxieties.  As  a rule,  such  conditions  are  success- 
fully treated  with  sedatives  which  reduce  the  ex- 
penditure of  energy,  reducing  the  anticipatory 
response  to  within  normal  limits  (Fig.  2C).  The 
realization  of  the  expectation  also  serves  to  dissi- 
pate the  anxiety,  and  by  moving  this  closer  in  time 
in  a symbolic  if  not  in  a real  action,  such  as  venti- 
lation of  superficial  psychotherapy,  the  severe  dis- 
comfort can  also  be  reduced. 

A second  type  of  anxiety  arises  as  a result  of 
“unconscious  expectation”  (Fig.  2D).  A variety 
of  theoretic  postulates  can  be  used  to  explain  the 
origin  of  this  type  of  anxiety,  but  they  all  have  in 
common  the  fact  that  some  prior  experience  of 
which  the  individual  is  not  consciously  aware  pro- 
vokes this  same  feeling  of  anxiety  in  expectation 
of  a situation  which  cannot  be  controlled,  is  un- 
pleasant, and/or  is  dangerous.  The  provoking 
situation  need  not  be  identical  with  the  original 
experience,  since  a reaction  will  occur  also  if  the 
new  situation  only  symbolizes  the  prior  one.  One 
can  call  these  reactions  “conditioned  reflexes” 
or  “complexes”  in  the  way  Bleuler  originally  used 
the  term  which  Freud  later  adopted.  Such  anxiety 
can  disappear  by  a sudden  shift  of  focus,  by  the 
actual  or  symbolic  realization  of  the  expectation. 


FIGURE  1,  (A)  Anticipation  may  approach  anxiety  and 

IS  then  dissipated  by  realization.  (B)  Quick  reactors 
who  stay  aroused  for  quite  a while.  (C)  Mild  anxiety  is 
actually  pleasurable  at  times  particularly  if  realization  is 
followed  by  rapid  relief.  (D)  Agitated  uncertainty  in  area 
of  anxiety  normally  accompanies  many  stressful  situa- 
tions. 


or,  if  neither  of  these  occurs,  by  very  gradual  dissi- 
pation. As  a rule  the  use  of  sedatives  for  treatment 
of  this  type  of  anxiety  is  not  sufficient;  and  al-  ' 
though  sedatives  may  dull  or  dampen  the  reaction, 
the  intensity  of  the  anxiety  and  the  recurrent  stim- 
ulus is  too  great.  In  those  cases  in  which  anxiety 
of  this  type  becomes  more  or  less  continuous,  the 
use  of  the  phenothiazines  and  Rauwolfia  deriva-  I 
tives  as  well  as  some  of  the  other  newer  psycho-  | 
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FIGURE  2.  (A)  After  anxiety-provoking  situations  in 

some  individuals  dissipation  is  slow  and  uncomfortable. 
(B)  Pathologic  overreaction  and  pathologically  slow 
dissipation  after  realization  in  contrast  to  normal.  (C) 
Sedatives  are  useful  in  overreactive  individual.  (D) 
Anxiety  produced  without  conscious  awareness  of  its 
source  dissipates  just  as  unaccountably. 


pharmaceutic  agents  have  proved  invaluable,  since 
they  serve  to  weaken  or  break  off  such  conditioned 


(f) 


FIGURE  3.  (A)  Performance  not  living  up  to  expecta- 

tion; even  though  expectation  is  lowered,  anxiety  con- 
nected with  successive  failures  continues  to  rise.  (B) 
Sedatives  are  only  temporarily  useful  in  reducing 
anxiety  of  this  type;  since  they  cause  further  deteriora- 
tion of  performance,  they  often  lead  to  even  more 
anxiety.  (C)  Antidepressant  agents  may  enable  indi- 
vidual to  increase  performance  and  keep  anxiety  within 
normal  limits  (D)  At  psychologic  level  reaction  is 
first  anticipation;  at  sufficient  pitch,  it  is  anxiety.  At 
physiologic  level,  heightened  muscle  tone  eventuates 
in  tension. 
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responses.  This  mechanism  of  action  is  substan- 
tiated by  a good  deal  of  animal  work  in  which  new 
compounds  are  screened  by  their  effectiveness  in 
deconditioning.  As  is  true  with  the  other  methods 
of  treatment,  this  approach  is  valuable  for  many 
types  of  anxiety  but  not  for  all. 

One  of  the  most  interesting  varieties  of  anxiety 
originates  as  a result  of  failure  of  performance; 
and  although  the  level  of  aspiration  may  decrease 
after  each  failure,  the  performance  decreases  even 
more  (Fig.  3A).  With  each  successive  failure  the 
organism  strains  itself  to  “be  prepared”  only  to 
fail  in  its  activity.  This  continues  until  an  abso- 
lute pitch  of  anxiety  is  reached.  Under  these  cir- 
cumstances there  can  be  no  decline  of  anxiety  as 
a result  of  realization  since  the  realization  is  never 
adequate. 

The  sedatives  used  may  decrease  anxiety  in 
one  way;  but  because  they  usually  lead  to  rapid 
deterioration  of  performance  and  thereby  increase 
anxiety  very  much  more  greatly  in  other  ways, 
the  net  result  is  an  increase  rather  than  a decrease 
of  anxiety  (Fig.  3B).  Since  conditioned  responses 
are  not  primarily  involved,  the  agents  which 
“break  off”  anxiety  have  no  effect.  Interestingly, 
the  antidepressant  agents,  which  may  act  to  in- 
crease anxiety  originating  from  other  causes,  act 
here  to  decrease  the  anxiety  by  raising  the  level 
with  which  the  individual  regards  his  performance 
and  at  times  by  enhancing  the  performance  itself 
(Fig.  3C).  As  is  obvious,  anxiety  of  this  type  may 
originate  with  depression  and  in  this  sense  the 
treatment  is  “etiologic.” 

Finally,  anxiety  may  manifest  itself  as  “free- 
floating,”  fixated  to  some  specific  object  or  ac- 
tivity, whether  this  is  the  real  provocation  or  not, 
or  may  be  removed  entirely  from  the  realm  of  sub- 
jective psychologic  discomfort  and  be  converted 
into  somatic  symptoms  (Fig.  4A). 

In  summary,  anxiety  can  be  manifest  by  tension 
(Fig.  3D).  Anxiety  can  be  fixated,  free-floating, 
or  converted  to  somatic  form  (Fig.  4A)  and  be  re- 
lieved in  four  different  ways:  (1)  by  realization, 

whether  actual,  substitute,  or  symbolic  (Fig.  lA); 
(2)  by  sedation  (Fig.  4B);  (3)  by  a “break  off”  in 
conditioned  response  or  complex  (Fig.  4C);  and 
(4)  by  increased  psychic  energy  (Fig.  3C). 

Some  types  of  anxiety  respond  to  one  form  of 
treatment  and  not  to  another,  although  anxiety  is 
usually  “overdetermined”  so  that  more  than  one 
method  may  provide  some  partial  relief.  This 
makes  rational  the  simultaneous  use  of  both  a 
sedative  or  “break  off”  agent  and  an  anti- 
depressant drug  in  conjunction  with  psychother- 
apy- 

As  I have  pointed  out  elsewhere,  it  is  important 
to  be  clear  as  to  the  universe  of  discourse  in  which 
one  is  operating;  thus  the  physiologic  concomitant 
of  expectation,  matching  the  psychologic  one  we 
have  just  discussed,  manifests  itself  by  a height- 


FIGURE  4.  (A)  Manifestations  of  anxiety.  Anxiety  can 

be  fixated  on  some  event  or  object,  converted  to  somatic 
form  with  multiple  physical  complaints,  or  be  uncomfort- 
able, free-floating  in  form.  (B)  Sedatives  are  often  not 
sufficient  to  relieve  anxiety.  (C)  Major  tranquilizers  are 
often  effective  in  breaking  off  or  cutting  anxiety  that 
arises  from  unknown  causes. 


ened  neuromuscular  tonus  in  the  range  of  “antic- 
ipation” and  by  tension  in  the  range  of  “anxiety.” 
Psychologic  manifestations  can  occur  without  the 
physiologic  manifestations  and  vice  versa,  al- 
though as  a rule  they  coexist. 

Summary 

Anxiety  is  a component  of  normal  existence 
requiring  treatment  when  it  is  so  severe  or  so  pro- 
longed that  it  substantially  interferes  with  the  indi- 
vidual’s functional  capacity  or  his  reasonable  en- 
joyment of  life.  Many  attacks  of  anxiety  are  self- 
limited in  nature  and  do  not  require  intensive  or 
prolonged  treatment. 

In  many  cases  the  relief  of  symptoms  expedites 
the  recovery  process,  and  this  can  frequently  be  ac- 
complished with  relatively  superficial  psychother- 
apy and/or  drugs. 

Those  cases  in  which  anxiety  appears  to  be  pro- 
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duced  by  overreactivity  or  abnormally  prolonged 
response  are  particularly  responsive  to  the  use  of 
sedatives  and/or  psychotherapy. 

With  those  patients  in  whom  some  conditioned 
response  or  complex  appears  to  provoke  the  anxi- 
ety, the  use  of  phenothiazines  and  similar  prepara- 
tions is  often  beneficial  in  providing  relief  of  symp- 
toms long  enough  for  the  patient  to  carry  out  some 
internal  reorganization  which  relieves  the  basic 
disturbance.  It  is  in  this  group  that  intensive  psy- 
chotherapy may  also  be  valuable  if  two  or  three 
months  of  pharmacotherapy  have  not  resulted  in 
improvement. 


Carotid  endarterectomy  for  stroke 


In  cerebrovascular  insufficiency  due  to  carotid  artery 
stenosis,  the  criterion  of  surgical  success  is  clinical 
improvement  rather  than  merely  a well-reconstructed 
vessel,  say  D.  L.  Erickson,  M.D.,  et  al.  in  Minnesota 
Med.  53:  607  (June)  1970.  While  the  surgical  technics 
of  these  procedures  are  well  developed,  indications  for 
operative  intervention  are  not  well  defined.  The  authors 
hoped,  in  undertaking  this  study  of  100  consecutive  pa- 
tients, to  help  establish  reasonable  guidelines  in  patient 
selection,  noting  that  even  though  the  mortality  and 
morbidity  rates  are  low,  the  aim  must  be  to  select  pa- 
tients with  a reasonable  chance  of  benefiting  from  the 
operation. 

The  results  of  the  study  indicated  that  the  best 


In  the  group  in  which  failure  of  performance  and 
an  element  of  depression  is  present,  the  most  suc- 
cessful treatment  is  with  antidepressant  medica- 
tions alone  or  accompanied  by  other  psychophar- 
maceutic  agents.  Certainly  in  the  initial  stages 
of  this  type  of  disorder  superficial  psychotherapy 
rather  than  any  intensive  variety  is  indicated. 

If  the  patient  has  shown  no  appreciable  im- 
provement in  three  to  four  months,  it  is  incum- 
bent on  the  physician  to -refer  the  patient  to  a psy- 
chiatrist as  he  would  to  any  other  specialist  should 
a patient  fail  to  respond  to  treatment  in  the  ex- 
pected manner. 


candidates  for  endarterectomy  are  patients  who  have 
had  transient  ischemia,  normal  neurologic  examinations, 
and  stenotic  carotid  vessels,  offering  as  they  do  a 
prospect  for  benefit  in  a high  percentage  of  cases  and 
little  or  no  mortality  rate.  On  the  other  hand,  those 
with  fresh  cerebral  infarcts  or  fixed  neurologic  deficits 
have  little  chance  for  benefit;  carotid  endarterectomy 
should  be  rarely  carried  out  with  intent  to  improve  a 
stable  neurologic  deficit.  If  angiography  shows  one 
carotid  artery  occluded  and  the  other  stenotic,  the 
combination  is  so  dangerous  that  only  if  the  clinical 
situation  is  favorable  should  surgery  be  considered. 
Where  carotid  vessels  are  completely  occluded,  there 
is  little  evidence  that  the  patients  will  benefit  even  if 
blood  flow  is  restored.  The  authors  warn  that  the 
angiographic  work-up  must  include  intracranial  vas- 
cular demonstration  so  that,  a primary  or  associated 
intracranial  lesion  will  not  be  missed. 
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Surgery  for  rheumatoid  arthritis  is  certainly 
not  the  definitive  treatment  for  this  often  crippling 
disease.  It  is,  however,  the  best  and  most  welcome 
treatment  yet  available  for  the  properly  motivated 
patient.  Although  much  effort  has  been  directed 
towards  research  in  this  field,  rheumatoid  arthritis 
remains,  at  present,  a disease  of  unknown  etiology. 
Most  patients  have  learned  to  live  with  and  accept 
their  plight,  but  should  they?  The  average  physi- 
cian treats  his  arthritic  patients  in  the  same  man- 
ner as  did  his  predecessors,  with  a few  kind  words, 
aspirin,  and  heat,  and  hopes  that  his  patient  will 
learn  to  live  with  his  ailment.  The  problem  with 
this  method  is  that  it  works  only  with  some 
patients,  those  who  would  respond  to  almost  no 
treatment.  There  are  various  forms  of  arthritis 
with  varied  clinical  evolutions,  and  it  is  not 
whether  arthritis  has  been  diagnosed  and  sum- 
marily treated  with  aspirin  which  is  often  the 
problem,  but  that  many  ailments  are  called  arthri- 
tis which  are  not.  Most  of  these  other  diseases  can 
be  cured  medically  or  surgically,  as  for  example, 
stenosing  tenosynovitis  and  the  carpal  tunnel  syn- 
drome. The  carpal  tunnel  syndrome,  for  one,  is 
one  of  the  most  common  problems  mistaken  for 
arthritis.  Rheumatoid  arthritis  is  a complex 
disease  for  which  many  medical  therapies  are  at- 
tempted which  give  usually  temporary  relief: 
aspirin,  corticosteroids  (local  or  systemic),  ACTH, 
cytostatic  drugs,  and  gold  antimalarial  agents. 
Most  often,  the  patient  takes  refuge  in  the  physio- 
therapist’s office  where  temporary  relief  is  also 
available.  Occupational  therapy  is  another  exten- 
sion of  the  many  side  doors  to  definitive  treatment. 
Every  little  bit  seems  to  help  the  patient,  but  it 
does  not  halt  the  progress  of  the  disease. 


Let  us  look  at  some  of  the  titles  in  the  recent 
literature:  “Adrenocorticoid  Succeeds  Against 

Arthritis”  (the  authors  are  talking  of  a drug  which 
I can  hardly  pronounce,  triamcinolone  hexaceton- 
ide),  “Experts  Differ  on  Arthritis  Trauma  Link,” 
“Experts  Differ  on  Timing  of  Synovectomies,” 
“A  Prompt  Synovectomy  is  Urged  for  Arthritis,” 
“1-131  Scanning  Aids  Diagnosis  of  Arthritis,” 
“Arthritics  Helped  by  Cancer  Drugs”  (here  the 
authors  are  talking  about  a drug  called  cyclo- 
phosphamide), and  “Cause  of  Rheumatism  Still  a 
Mystery.”  The  purpose  of  this  article  is  to 
familiarize  the  average  physician  with  the  disease 
as  seen  by  the  surgeon  and  to  expose  him  to  the 
various  surgical  treatments  available. 

What  is  rheumatoid  arthritis? 

First,  rheumatoid  arthritis  has  to  be  differenti- 
ated from  traumatic  arthritis,  osteoarthritis, 
gouty  arthritis,  and  lupus  arthritis.  Occasion- 
ally, gout  and  rheumatoid  arthritis  can  be  found 
together.  Lupus  affects  the  joints  and  tendons 
in  much  the  same  way  as  does  rheumatoid  arthritis 
and  is  treated  in  the  same  manner  surgically.  The 
prognosis,  of  course,  is  different.  Gouty  arthritis 
is  essentially  a nonsurgical  entity,  unless  pain  with 
severe  deformities  exist.  It,  too,  affects  joints  in 
much  the  same  way  as  rheumatoid  arthritis.  The 
subcutaneous  nodule  of  rheumatoid  arthritis  is 
almost  a separate  entity  from  the  synovial  disease. 
It  occurs  usually  in  pressure  areas. 

Rheumatoid  arthritis  is  a disease  of  unknown 
etiology  which  attacks  primarily  the  synovial  lining 
of  joints,  tendons,  and  bursae.  There  are  two 
clinical  types  which  may  be  identified  as  to  pro- 
gression: the  acute  self-limiting  disease  which 

tends  to  burn  out,  and  the  progressive  chronic  type. 
There  are  two  subdivisions  of  the  latter:  (1)  the 

stiff  type  where  joints  are  completely  destroyed 
and  ankylosed.  Here  the  disease  ends  with  a stiff 
but  painless  hand.  (2)  The  loose  type  where  sub- 
luxations and  dislocations  occur.  Here  we  have 
unstable  units  which  can  be  painful  or  painless. 
Although  many  cases  are  typical,  particularly 
when  advanced,  the  early  cases  require  the  usual 
laboratory  tests  for  diagnosis.  These  tests  are  the 
sedimentation  rate,  antistreptolysin  O,  C-reactive 
protein,  and  latex  fixation  tests  for  rheumatoid 
arthritis,  lupus  preparation  for  lupus  erythemato- 
sus, and  uric  acid  level  tests  for  gout. 

What  is  the  anatomic  functional  physiopa- 
thology  in  rheumatoid  arthritis?  Basically,  we  are 
dealing  with  an  inflamed  synovia  which  eventually 
stifles  the  life  from  a joint  or  tendon.  The  synovia 
becomes  invasive,  destroying  the  surface  of  joints 
and  devitalizing  tendons.  The  destruction  of  joint 
spaces  brings  on  destruction  of  joint  capsule  and 
ligament  which  cause  the  better-known  deformi- 
ties. The  devitalized  tendons  eventually  rupture. 

The  surgeon  is  particularly  interested  in  two 
things:  ( 1)  to  arrest  the  disease  as  soon  as  possible. 
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Rheumatoid  arthritis  is  a disease  affecting  primarily 
the  synovia  of  joints,  tendons,  and  bursae  whose 
treatment  at  the  onset  may  be  medical  but  becomes 
surgical  as  soon  as  the  disease  manifests  itself  as  a 
recurrent  or  chronic  condition.  The  earliest  surgical 
treatment  consists  of  joint  or  tendon  synovectomies. 
Tendon  grafts  or  transfers,  arthrodesis,  and,  in  the 
most  severe  cases,  insertion  of  artificial  joints,  can 
be  performed  to  repair  painful,  deformed  hands. 
Results  are  generally  good;  deformed  hands  can  be 
made  to  look  normal  and  behave  normally  except 
for  movements  requiring  full  strength.  Age, 
previous  steroid  therapy,  or  stage  of  disease  are  no 
contraindication  to  surgery.  The  most  important 
indication  for  surgery  is  the  patient’s  positive 
attitude. 


and  (2)  to  return  to  nearly  as  normal  a life  as  pos- 
sible an  already  crippled  patient  or,  at  least  to 
relieve  him  of  his  gnawing  pain.  The  aim  is  to 
j provide  a painless  useful  hand.' 

I In  the  acute  phase,  in  the  nonchronic  patient, 
j conservative  treatment  is  attempted.  This  con- 
I sists  of  splinting,  antiphlogistics,  anti-inflamma- 
I tory  drugs,  and  systemic  steroids.  Local  injections 
j can  also  be  tried.  The  steroids  and  chemothera- 
I peutic  drugs  are  available.  Chemotherapeutic 
drugs  fall  into  the  category  referred  to  as  chemical 
synovectomy.  Conservative  treatment  can  often 
be  considered  as  a prologue  to  future  surgery. 

Who  should  undergo  surgery?  As  previously 
mentioned,  patients  with  unresolving  acute  disease 
or  severe  deformities  with  or  without  pain  are  the 
best  subjects  for  surgery.  Actually,  only  a small 
percentage  of  arthritic  patients  go  on  to  the  dis- 
abling deformities,  and  it  is  this  exceptional  pa- 
tient who  requires  special  attention.  He  must  be 
well  motivated  for  the  extensive  surgery  and  follow- 
up care.  A well  informed  general  physician  is 
generally  the  key  to  the  patient’s  understanding 
of  all  treatment  available. 

What  are  the  various  specific  functional  disturb- 
ances caused  by  the  disease  in  the  hand  and 
wrist?  At  the  level  of  the  wrist,  the  extensor  ten- 
don synovitis  will  cause  pain,  swelling,  ischemia, 
attrition,  and  eventually  tendon  rupture,  particu- 
larly of  the  fourth  and  fifth  fingers,  because  of  the 
common  involvement  of  the  distal  ulnar  synovia. 
Synovitis  of  the  flexor  compartment  will  give  us  the 
familiar  carpal  tunnel  syndrome  with  the  ensuing 
thenar  atrophy  and,  occasionally,  attrition  of  ten- 
dons with  rupture.  DeQuervain’s  disease,  a sten- 
osing  tenosynovitis  of  the  first  dorsal  aponeurotic 
canal  which  contains  the  long  abductor  and  short 
extensor  of  the  thumb,  may  be  involved  with  rheu- 
matoid synovitis. 

Synovitis  of  the  wrist  joint  varies  in  its  evolution. 
Acute  inflammation  may  subside  with  conservative 
treatment  or  recur  and  progress  to  destruction  of 
cartilage  with  or  without  subluxation  of  the  radial 
carpal  joint.  Collapse  of  joint  spaces  with  destruc- 
tion of  a cartilage  may  lead  to  ankylosis  of  wrist 
joint  with  or  without  pain.  If  the  disease  is  still 
active,  pain  is  a prominent  symptom.  Surgery  of 
the  wrist  joint  is  primarily  aimed  at  halting  the 
disease  and  eliminating  the  pain.  K there  is  any 
subluxation,  the  treatment  of  choice  will  be 
arthrodesis  of  the  radial  carpal  articulation  with  a 
bone  graft.  Without  subluxation,  the  treatment  of 
choice  would  be  total  synovectomy  with  or  without 
internal  fixation  for  stabilization  of  the  wrist  joint. 

Surgical  treatment  of  wrist 

Carpal  tunnel  syndrome.  Synovectomy  of  all 
involved  tendons  is  done  with  careful  examination 
of  the  wrist  joint  to  see  whether  there  is  involve- 
ment of  that  structure.  If  such  is  the  case,  syno- 
vectomy of  that  joint  should  be  done  at  the  same 


sitting.  The  median  nerve  is  decompressed  by 
transection  of  the  carpal  ligament  and  excision  of 
the  flexor  tendon  synovia.  Injection  of  saline 
solution  into  the  nerve  sheath  to  relieve  thie  inter- 
nal compression,  although  advocated  for  many 
years,  may  now  become  less  fashionable  because  of 
the  delay  in  recovery  demonstrated  recently  at  the 
1970  meeting  of  the  American  Society  of  Hand 
Surgeons.  If  the  nerve  compression  has  been  of 
long  duration,  adequate  sensory  recovery  may 
never  occur.  If  the  thenar  muscles,  which  are 
innervated  by  the  median  nerve,  have  atrophied 
beyond  recovery,  it  may  be  necessary  to  do  an 
opponens  transfer  at  the  same  sitting  as  the  de- 
compression of  the  median  nerve.  K there  is 
total  loss  of  sensation  and  no  recovery  after  many 
months,  reinnervation  of  the  thumb  may  have  to  be 
considered  with  a neurovascular  island  pedicle 
transfer. 

Involvement  of  the  extensor  mechanisms  is 
treated  by  synovectomy  and  transfer  of  the  exten- 
sor tendon  retinaculum  from  its  dorsal  position  to 
a position  volar  to  the  extensor  tendons.  The 
purpose  of  this  procedure  is  to  protect  the  tendons 
from  possible  future  intercarpal  synovitis  and  to 
reduce  attrition  of  tendons  due  to  irritation  by 
underlying  carpal  bones. 

If  both  extensor  and  flexor  compartments  are 
involved,  we  prefer  to  do  both  operations  at  the 
same  time.  Extensive  radical  operations  done 
simultaneously  seem  to  offer  better  results  than 
staged  operations. 

Tendon  ruptures  particularly  common  for  the 
fifth  extensor  of  the  hand  are  treated  by  tendon 
transfers  or  grafts.  Extensor  tendons  act  generally 
as  a unit,  and  a ruptured  extensor  can  be  attached 
to  a neighboring  intact  extensor  tendon.  In  exten- 
sive ruptures  of  more  than  three  extensor  tendons, 
the  sublimus  tendon  has  been  used  as  a tendon 
transfer  by  rerouting  it  through  the  interosseous 
membrane  in  the  forearm.  A fairly  common  form 
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of  rupture  is  that  of  the  extensor  pollicis  longus  at 
the  level  of  Lister’s  tubercle.  The  preferred  treat- 
ment here  is  that  of  an  indicis  proprius  transfer 
to  the  extensor  pollicis  longus.  Flexor  tendon  rup- 
tures, whenever  feasible,  are  usually  treated  by 
tendon  grafting. 

Involvement  of  the  wrist  joint  synovia  requires 
total  synovectomy  of  the  radial  carpal  articulation 
and  of  the  ulnar  synovia.  Owing  to  subluxation  of 
the  distal  ulnar  head,  the  latter  is  also  resected  at 
the  same  time  (Darak  procedure).  This  distal 
ulnar  dislocation  is  usually  responsible  for  the 
attrition  and  rupture  of  the  extensor  of  the  little 
finger.  When  intercarpal  synovia  is  involved,  as 
in  severe  cases,  attempting  synovectomy  is 
extremely  difficult  and  usually  incomplete.  To 
undertake  such  an  extensive  operation  without 
guarantee  of  success  does  not  seem  to  justify  the 
procedure  in  most  cases. 

How  successful  is  synovectomy?  To  be  success- 
ful, a synovectomy  must  be  complete.  Once  dis- 
eased tissue  is  eradicated,  healthy  synovia  is  re- 
constituted. The  presence  of  any  amount  of  re- 
sidual synovial  disease  will  produce  a recurrence. 
There  are  a few  joints  in  the  hand  which  cannot  be 
cleared  of  all  synovia  without  difficulty,  and  these 
are  the  intercarpal  joints  of  the  wrist  and  the  proxi- 
mal interphalangeal  joints. 

Subluxation.  In  the  wrist  with  subluxations, 
with  or  without  active  disease,  the  treatment  con- 
sists of  arthrodesis  of  the  wrist.  The  technics  vary 
but  consist  mainly  of  fusion  of  the  radial  carpal 
articulation  utilizing  a bone  graft  taken  generally 
from  the  hip,  occasionally  from  the  tibia,  or  more 
rarely  from  the  resected  head  of  the  ulnar.  Before 
the  arthrodesis  is  done,  total  synovectomy  should 
be  done.  A typical  bad  case  of  rheumatoid  ar- 
thritis of  the  wrist  will  show  involvement  of  all  joint 
spaces  with  or  without  subluxation,  and  of  all  ten- 
dons with  or  without  tendon  rupture.  The  opera- 
tion of  choice  here  is  total  removal  of  all  diseased 
tissue  at  one  sitting,  with  or  without  bone  graft  and 
including  tendon  transfers  and  grafts.  The  hand 
and  wrist  are  immobilized  in  a cast  for  three  or 
four  weeks  if  no  bone  graft  has  been  done,  and  eight 
to  twelve  weeks  if  a bone  graft  has  been  done.  If 
the  surgery  has  been  so  extensive  that  the  wrist  is 
flail  following  the  surgery,  and  no  bone  graft  was 
necessary,  internal  fixation  with  K-wires  is  some- 
times done  as  an  adjunct  to  casting  of  the  wrist. 


Results 

If  diseased  synovia  is  removed,  and  this  is  es- 
sential in  all  procedures,  and  if  the  wrist  is  stable 
with  or  without  graft,  the  patient  will  have  a pain- 
less hand  with  good  functional  recovery.  Recur- 
rences here  are  uncommon.  If  both  wrists  have  to 
be  fused,  only  one  wrist,  of  course,  should  be  done 
at  one  time,  and  the  position  of  fusion  should  not 
be  similar  for  both  hands.  One  hand  should  be 


positioned  for  hygienic  care  and  the  other  for  eating 
and  general  daily  activities.  A word  of  caution 
here  as  to  synovectomy  of  the  flexor  tendon  sheath 
and  extensor  tendon  sheath  in  rheumatoid  arthri- 
tis: this  surgery  is  extensive  and  at  first  disabling. 
The  patient  should  be  warned  that  there  will  be  a 
certain  amount  of  stiffness  and  disability  following 
the  surgery  and  that  he  will  require  a lot  of  exer- 
cising at  home  and,  if  necessary,  at  the  office  of  the 
physiotherapist.  It  is  not  uncommon  to  find  re- 
sidual stiffness  following  tenolysis  and  synovectomy 
of  extensor  tendons  of  the  wrist.  In  the  flexor  com- 
partment, the  tenolysis  also  creates  a certain 
amount  of  stiffness  and  a weakness  from  which  the 
patient  has  to  recover  over  a long  period  of  time. 

Metacarpophalangeal  joint  of  thumb  and  fingers 

Synovitis  with  destruction  of  capsule  and  sub- 
luxation of  extensor  tendons  causes  ulnar  drift. 
This  synovitis  has  also  been  implicated  in  causing 
inflammation  of  the  intrinsic  muscles  of  the  hand, 
leading  to  their  atrophy  and  contractures,  which 
lead  to  the  well-known  swan-neck  deformities, 
also  known  as  the  intrinsic  plus  deformity.  Ste- 
nosing  tenosynovitis  of  the  flexor  sheaths  of  the 
fingers  and  the  thumb  can  be  due  to  rheumatoid 
disease. 

Synovectomy  at  the  level  of  the  metacarpopha- 
langeal joint,  excluding  the  thumb,  is  fairly  easy 
to  execute  and  gives  good  results.  Subluxation  of 
the  extensor  tendon  is  treated  by  relocating  the 
tendon  centrally.  This  is  done  either  by  reefing  the 
extensor  hood  on  its  ulnar  half  or  by  looping  the 
radial  half  of  the  extensor  hood  over  to  the  ulnar 
half  of  that  hood. 

Intrinsic  plus  contractures  are  treated  usually 
with  the  Littler^  intrinsic  release  which  consists 
of  excising  a triangular  portion  of  the  extensor 
hood  (oblique  fibers)  from  both  sides  of  the  exten- 
sor hood,  except  on  the  radial  border  of  the  index 
finger  and  the  ulnar  border  of  the  little  finger. 
There  are  variations  to  this  operation  as  described 
by  Nalebuff.3  Ulnar  drift  is  a complex  entity,  still 
under  study,  which  involves  synovitis,  extensor 
tendon  subluxation,  and  intrinsic  plus  contrac- 
tures; the  treatment  here  is  a combination  of  ex- 
tensor tendon  relocation,  release  of  ulnar  intrin- 
sics,  and  tightening  of  the  radial  collateral  liga- 
ment. 

In  cases  of  subluxation  or  dislocation  of  the 
metacarpophalangeal  joint,  if  the  metacarpal  head 
is  severely  involved,  treatment  consists  of  resection 
of  the  head  with  arthroplasty,  or,  preferably, 
silastic  joint  implant.  K the  head  of  the  meta- 
carpal is  not  badly  involved,  its  resection  is  not 
always  necessary.  The  surgeon  must  make  the 
decision  at  the  table.  Arthrodesis  of  the  meta- 
carpophalangeal joint  is  rarely  done  because  of 
its  crippling  effect  on  the  proper  functioning  of  the 
hand. 

Atrophy  of  the  first  dorsal  interosseous  muscle 
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is  a fairly  common  occurrence  in  advanced  dis- 
ease. The  treatment  of  choice  is  extensor  indicis 
proprius  transfer  or  a variation  of  this  transfer. 
Synovitis  of  the  flexor  sheath,  causing  stenosing 
tenosynovitis,  is  treated  with  resection  of  a por- 
tion of  the  sheath  and  synovectomy  and  gives  very 
good  results.  In  general,  results  of  surgery  of  the 
metacarpophalangeal  joint  are  quite  satisfactory 
and  relieve  the  patient  of  pain  and  disability. 

Thumb 

The  thumb  is  usually  discussed  as  a separate  en- 
tity. The  metacarpophalangeal  joint  or  car- 
pometacarpo  phalangeal  joints  may  be  involved 
separately  or  conjointly.  Although  deformed, 
the  thumb  is  not  always  painful  or  functionally 
deficient.  A common  deformity  is  that  due  to 
intrinsic  plus  deformity,  with  or  without  adductor 
contracture.  The  metacarpophalangeal  joint 
is  flexed,  and  the  distal  joint  is  hyperextended. 
The  reverse  deformity  exists  when  the  carpo- 
metacarpal joint  is  subluxated : here  the  meta- 
carpophalangeal joint  is  in  the  recurvatum 
position  with  the  distal  joint  hyperflexed. 

The  thumb  may  be  flail,  as  is  found  in  severe 
disease  with  destruction  of  both  metacar- 
pophalangeal joint  and  carpometacarpophalangeal 
joints. 

Synovectomy  of  affected  joints  is  routinely  done 
with  or  without  other  surgery. 

An  unstable,  painful  thumb  can  be  treated  by 
synovectomy  conjointly  with  arthrodesis,  or 
insertion  of  a silastic  joint  or,  as  recommended  by 
Nalebuff,^  reconstruction  of  the  extensor  hood  for 
intrinsic  plus  deformities. 

Whenever  necessary,  adductor  contracture, 
which  does  not  respond  to  splinting,  is  released 
surgically. 

In  flail  thumbs,  arthrodesis  is  the  surgery  of 
choice.  The  thumb  can  function  properly  with  two 
joints  fused.  Such  fusion  may  be  necessary. 

Silastic  implant  exists  for  all  three  joints  of  the 
thumb  and  is  occasionally  used. 

Proximal  interphalangeal  joint 

Synovitis  may  destroy  the  capsule  and  cause 
rupture  of  the  central  insertion  of  the  extensor 
tendon,  creating  the  well-known  boutonniere 
deformity.  Swan-neck  deformity  caused  by  hy- 
perextension of  the  proximal  interphalangeal 
joint  may  occur  as  a result  of  the  destruction  of 
the  volar  plate  by  the  synovitis  or  may  be  due  to 
the  intrinsic  plus  deformity. 

Surgical  treatment  at  the  level  of  the  proximal 
interphalangeal  joint  consists  of  synovectomy, 
which  is  not  always  complete  and,  therefore, 
not  as  satisfactory  as  in  metacarpophalangeal 
joint  synovectomy.  One  deformity  which  can 
occur  is  the  boutonniere  deformity,  which  is  caused 
by  wear  and  tear  of  the  extensor  mechanism  and  of 


the  capsule.  This  can  be  treated  in  various  ways. 
The  other  deformity  is  the  swan-neck  deformity, 
which  can  stem  from  either  a local  destruction  of 
the  joint  with  hyperextension  due  to  weakening 
and  tear  of  the  volar  plate  or  from  intrinsic  plus 
contracture.  Various  treatments  are  also  avail- 
able for  this  condition. 

Boutonniere  deformity.  The  functional  prob- 
lem in  a boutonniere  deformity  is  not  the  inability 
of  the  patient  to  extend  the  proximal  inter- 
phalangeal joint,  but  ratber  the  inability  of  the 
patient  to  flex  the  distal  interphalangeal  joint  into 
the  palm.  The  simplest  treatment  in  an  early 
case  is  extensor  tendon  tenotomy  at  the  level  of  the 
distal  portion  of  the  middle  phalanx,  which  allows 
the  distal  interphalangeal  joint  to  flex  into  the 
palm.  Mallet  finger  will  not  necessarily  result 
from  this  procedure,  because  of  scarring  between 
the  cut  ends  of  the  tendon  and  the  action  of  the 
oblique  retinacular  fibers  on  the  extensor  mech- 
anism at  that  level.  Other  operations  available  for 
more  advanced  disease  of  the  proximal  inter- 
phalangeal joint  with  boutonniere  deformity  are 
complex.  Reconstructing  the  anatomy  of  the 
proximal  interphalangeal  joint  often  has  been 
unsuccessful  owing  to  its  complexity.  Of  the 
various  operations  available,  we  prefer  the  Littler 
repair.^  Severe  boutonnieres  are  usually  treated 
by  fusion,  particularly  if  the  joint  is  totally 
unstable.  Surgery,  in  general,  at  the  level  of  the 
proximal  interphalangeal  joint  is  not  as  successful 
as  that  of  the  metacarpophalangeal  joint. 

Swan-neck  deformities.  For  swan-neck  de- 
formities, treatment  varies  with  its  etiology.  If 
it  is  due  to  a weakened  volar  plate,  one  available 
operation  consists  of  reefing  the  volar  plate  and 
performing  tenodesis  of  one  slip  of  the  sublimis  to 
the  proximal  phalanx.  Another  operation  consists 
of  reconstructing  the  ulnar  lateral  band.®  If  the 
swan-neck  deformity  is  due  to  intrinsic  plus  con- 
tracture, lateral  band  release  is  done  on  both  sides 
of  the  finger,  except  for  the  radial  half  of  the  index 
finger  and  the  ulnar  half  of  the  little  finger.  The 
swan-neck  deformity  is  one  of  the  components  in 
the  ulnar  drift  complex.  Nalebuff®  has  shown  that 
the  release  of  the  lateral  bands  can  be  done  more 
selectively,  and  he  prefers  to  do  ulnar  resection  of 
the  oblique  fibers  of  the  extensor  hood  and  radial 
collateral  ligament  tightening  at  the  metacar- 
pophalangeal joint. 

For  the  proximal  interphalangeal  joint,  as  well 
as  the  metacarpophalangeal  joint,  loss  of  joint 
space,  without  extensive  destruction  of  collateral 
ligament  and  overlying  extensor  tendons,  the 
treatment  of  choice  is  insertion  of  silastic  joint 
implants. 

With  the  total  destruction  of  normal  joint  anat- 
omy, arthrodesis  is  the  procedure  of  choice. 

Distal  joint.  The  diStal  joint  is  rarely  affected. 
The  extensor  insertion  may  be  ruptured  causing 
the  well-known  mallet  or  baseball  finger  deformity. 
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Comment 

Deformed  hands  can  be  made  to  look  normal  and 
behave  normally  except  for  movements  requiring 
full  strength.  The  patient  previously  unable  to  eat 
or  dress  himself  can  now  do  both.  A patient  with  a 
painful,  unstable  wrist  can  benefit  from  extensive 
synovectomy  with  or  without  arthrodesis.  Rup- 
tured tendons  can  be  repaired  by  grafts  or  tendon 
transfers.  Ulnar  drift  and  swan-neck  deformities 
can  be  corrected.  Boutonniere  and  mallet  fingers 
can  often  be  reconstructed.  Again,  let  me  stress 
the  lack  of  full  strength  in  these  repaired  hands. 
The  thumb  is  a separate  complex  entity  and  usual- 
ly requires  arthrodesis  of  one  of  its  joints  or  some 
equivalent  complex  tendon  repair.  Synovectomy 
and  tenolysis  of  the  carpal  tunnel  cures  the  carpal 
tunnel  syndrome.  Tenolysis  and  synovectomy 
of  the  first  dorsal  canal  and  the  flexor  sheaths  will 
cure  respectively  DeQuervain’s  disease  and  trigger 
fingers. 

And  what  of  artificial  joints?  They  are,  as  need 
be,  purely  experimental.  In  a severely  dislocated 
joint  where  nothing  short  of  arthrodesis  or  ar- 
throplasty helps,  the  use  of  artificial  joints  is  indi- 
cated. These  joints  are  either  metallic,  or,  as 
shown  recently  at  the  American  Society  of  Hand 
Surgeons  in  January,  1968,  of  silastic  material.® 
The  problems,  however,  are  twofold:  (1)  stability, 
durability,  and  wearability  of  such  artificial  joints; 
and  (2)  inability  to  place  these  joints  under 
excessive  stress.  Artificial  joints  are,  therefore, 
not  the  answer  except  in  the  most  severe  defor- 
mities, such  as  flail  fingers. 

And  what  are  the  results  in  general?  With  con- 


servative treatment,  results  are  poor  unless  you 
are  dealing  with  the  acute  self-limiting  type  of 
disease  which  burns  itself  out.  With  surgery,  the 
results  are  generally  good.®  Recurrences  may 
occur  from  six  months  to  five  years.  At  the  root 
of  recurrences  is  the  inability  to  excise  fully  the 
involved  synovia.  Yet,  almost  all  patients  are 
grateful  and  welcome  even  short  periods  of  relief. 

Summary 

Rheumatoid  arthritis  is  a disease  affecting 
primarily  the  synovia  of  joints,  tendons,  and  bursae 
whose  treatment  at  the  onset  may  be  medical  but 
becomes  surgical  as  soon  as  the  disease  manifests 
itself  as  a recurrent  or  chronic  condition. 

The  earliest  treatment  consists  of  joint  or  tendon 
synovectomies.  Age,  previous  steroid  therapy, 
or  stage  of  disease  are  no  contraindication  to 
surgery.  The  most  important  indication  for 
surgery  is  the  patient’s  positive  attitude. 
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Penetrating  wounds  of  the  heart  present  one  of 
the  most  dramatic  and  demanding  situations  in 
medicine.  With  the  rapid  development  of  tech- 
nics in  cardiopulmonary  bypass,  surgical  correc- 
tion of  traumatic  intracardiac  lesions  is  now  a 
reality.  This  capability  creates  a need  for  accu- 
rate anatomic  diagnosis  to  permit  definitive  surgi- 
cal repair.^  Until  1896  the  only  surgical  approach 
was  pericardicentesis.  In  that  year,  however, 
Rehn^  performed  the  first  successful  cardior- 
rhaphy.  Paralleling  the  great  advances  in  surgi- 
cal technic  and  knowledge,  each  successive  pio- 
neering surgical  team  has  become  increasingly 
aggressive  in  its  therapeutic  attack.^ 

If  a patient  survives  direct  cardiac  trauma  and 
is  brought  to  the  emergency  room,  correct  man- 
agement demands  rapid  estimation  and  replace- 
ment of  blood  loss  and  immediate  and  precise 
evaluation  of  pericardial  tamponade.  The  classic 
clinical  triad  is  decreasing  blood  pressure,  increas- 
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Surgical  correction  of  traumatic  cardiac  lesions, 
which  is  now  a reality,  requires  accurate  anatomic 
diagnosis  to  permit  definitive  surgical  repair.  The 
clinical  triad  includes  decreased  blood  pressure,  in- 
creased venous  pressure,  and  decreased  heart 
sounds.  If  the  condition  of  the  patient  stabilizes 
after  emergency  therapy,  cardiac  catheterization 
and  angiography  are  valuable  tools  in  the  hands  of 
the  surgeon  to  define  the  exact  site,  physiologic  sig- 
nificance, and  correct  surgical  repair  of  the  injury. 


ing  central  venous  pressures,  and  decreased  heart 
sounds.^* 

The  initial  condition  of  the  patient  is  notoriously 
misleading  and  is  no  indication  of  the  severity  of 
the  injury.  The  most  frequent  mechanisms  of 
death  are  either  exsanguination  or  cardiac  tam- 
ponade with  conduction  abnormalities  a distant 
third. ^ The  occurrence  of  hemopericardium  is  a 
double-edged  sword.  It  may  be  lethal  by  produc- 
ing tamponade,  or  it  may  be  lifesaving  by  sealing 
the  defect  within  the  wall  of  the  myocardium. 
Because  of  its  limited  distensibility,  200  cc.  of 
blood  in  the  pericardial  sac  may  be  enough  to  pro- 
duce shock. 5 Thus  there  is  decreased  venous  re- 
turn to  the  heart  and  interference  with  ventricular 
filling,  leading  to  decreased  ventricular  ouptut.*’ 
Pericardicentesis  in  this  situation  is  urgently  re- 
quired. If  the  clinical  situation  then  stabilizes, 
after  a prudent  period  of  watchful  waiting,  cardiac 
catheterization  and  angiography  may  be  under- 
taken to  obtain  a precise  definition  of  the  anatomic 
site  and  physiologic  significance  of  the  injury. 

At  the  Kings  County  Hospital,  which  is  a large 
general  hospital  with  an  extremely  busy  emergency 
room,  we  have  had  fairly  extensive  experience 
studying  patients  with  penetrating  cardiac 
wounds.  Four  of  our  7 patients  who  were  studied 
angiographically  are  herein  described. 


Case  reports 

Case  1.  A twenty-one-year-old  male  was  brought 
to  the  emergency  room  unresponsive  after  a self-inflicted 
stab  wound  to  the  left  side  of  the  chest.  A loud  pan- 
systolic  murmur  was  heard  to  the  left  of  the  sternal  bor- 
der. Roentgenogram  of  the  chest  revealed  an  enlarged 
cardiac  silhouette  and  a left  hemothorax  (Fig.  1).  After 
removal  of  1,000  cc.  of  hlood  from  the  left  hemothorax 
via  a chest  tube,  a pericardicentesis  failed  to  reveal  any 
blood.  Emergency  ceudiac  catheterization  was  then  per- 
formed. Right  and  left  ventriculeu  end  diastolic  pres- 
sures were  elevated  to  13  and  15  mm.  Hg,  respectively. 
There  was  no  step-up  in  oxygen  saturation  from  the  right 
atrium  to  the  pulmonary  artery.  The  cardiac  index  was 
2.2  L.  per  minute  per  square  meter.  Left  ventricular 
cineangiography,  with  the  patient  in  the  left  posterior 
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FIGURE  1 . Case  1 (A  and  B)  Chest  section  reveals  enlarged  heart  with  left  hemothorax. 


oblique  position,  revealed  marked  mitral  valve  insuffi- 
ciency (Fig.  2).  Cardiac  size  increased  in  the  several 
weeks  after  admission  although  the  results  of  repeated 
pericardicenteses  were  negative  (Fig.  3A).  The  patient 
remained  in  biventricular  failure  and  had  repeated  ar- 
rhythmias of  various  types.  He  was  finally  cardioverted, 
and  at  operation,  utilizing  cardiopulmonary  bypass, 
the  chordae  tendineae  of  the  anterior  leaflet  of  the  mitral 
valve  were  found  to  be  severed  from  the  papillary  mus- 
cle. There  was  a laceration  of  the  valve  dividing  the  cen- 
tral portion  of  the  leaflet  down  to  the  annulus.  Marked 
mitral  insufficiency  necessitated  replacement  with  a 
Starr- Edwards  valve  (Fig.  3B).  The  patient  had  a 
stormy  postoperative  course  but  recovered  and  was  dis- 
charged from  the  hospital. 

Case  2.  A seventeen-year-old  male  was  stabbed  in 
the  chest  and  brought  to  Kings  County  Hospital  in 
shock.  The  patient  had  markedly  decreased  breath 
sounds  over  the  left  side  of  the  chest  and  a pansystolic 
murmur  at  the  base  of  the  heart.  A chest  tube  was  in- 
serted, and  the  patient  underwent  emergency  catheter- 
ization of  the  right  side  of  the  heart.  Elevated  end-dia- 
stolic pressures  of  12  mm.  Hg  in  the  right  ventricle  and 
11  mm.  Hg  in  the  right  atrium  were  found.  Cardiac 
output  was  6.5  L.  per  minute,  and  a hydrogen  probe  dis- 
closed a left-to-right  shunt  at  the  ventricular  level.  The 
shunt  was  calculated  at  3 L.  per  minute.  A left  ventric- 
ular angiogram  revealed  a left-to-right  shunt  at  the 
ventricular  level.  The  patient  did  well  and  was  dis- 
charged but  returned  three  months  later  with  increasing 
shortness  of  breath,  hemoptysis,  and  chest  pain.  Physi- 
cal examination  once  again  revealed  a pansystolic  thrill 
and  murmur  heard  maximally  at  the  third  and  fourth 
interspaces  along  the  left  sternal  border.  A repeat 
left  ventricular  angiogram  revealed  immediate  opacifi- 
cation of  the  right  ventricle,  indicative  of  a large  ventric- 
ular septal  defect  (Pig.  4).  During  the  four-month  inter- 
val no  change  in  the  size  of  the  defect  or  in  shunt  flow  was 
detected.  It  was  elected  to  follow  this  patient  on  medi- 
cal management  because  of  his  psychiatric  problems. 

Case  3.  A twenty-six-year-old  drug  addict  was  ad- 
mitted with  dyspnea.  Two  years  prior  to  admission  the 


patient  was  stabbed  in  the  left  anterior  side  of  the  chest 
and  remained  in  the  hospital  for  two  weeks  where  he  was 
treated  conservatively  by  means  of  a chest  tube.  He  had 
no  history  of  rheumatic  heart  disease  or  other  cardiac 
abnormalities.  Physical  examination  revealed  a double 
apical  impulse  and  a presystolic  gallop.  His  chest  x- 
ray  film  showed  an  enlarged  cardiac  shadow  (Fig.  5). 
Right  and  left  cardiac  catheterizations  were  performed. 
No  intracardiac  shunts  were  identified.  Left  ventricular 
end-diastolic  pressure  was  19  mm.  Hg.  A left  ventricu- 
lar angiogram  revealed  a very  large  aneurysm  involving 
the  anterior,  inferior,  and  the  lateral  walls  of  the  left 
ventricle  with  clot  within  the  ventricle  (Fig.  6).  A large 
pseudoaneurysm  of  the  left  ventricle  was  found  at  sur- 
gery. This  was  excised,  but  the  patient  died  postopera- 
tively. 


FIGURE  2.  Case  1.  Left  ventricular  cineangiogram  in 
left  posterior  oblique  position  reveals  marked  mitral 
insufficiency  (arrows). 
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FIGURE  3.  Case  1 (A)  Marked  increase  in  cardiac  size  Result  of  pericardicentesis  was  negative.  (B)  Status  after 

mitral  valve  replacement  with  Starr-Edwards  prosthesis. 


Case  4.  A twenty-seven-year-old  male  was  stabbed 
with  an  icepick  and  was  admitted  to  the  Kings  County 
Hospital  with  the  icepick  protruding  from  the  left  side  of 
his  chest.  The  patient  was  taken  immediately  to  the 
operating  room,  and  a laceration  of  the  left  hemidia- 
phragm  was  sutured.  The  heart  had  been  punctured 
through  and  through  with  the  icepick  which  was  re- 
moved, and  the  wall  of  the  right  ventricle  was  sutured. 


The  patient  was  discharged  but  returned  several  months 
later  with  dyspnea  and  a Grade  IV  holosystolic 
murmur  which  had  not  been  heard  during  his  previous 
admission.  Retrograde  catheterization  via  the  Seldinger 
technic  revealed  a left-to-right  shunt  with  a fairly  large 
ventricular  septal  defect  in  the  muscular  portion  of  the 
septum  (Fig.  7).  There  was  a step-up  in  oxygen  satura- 
tion, a pulmonary  blood  flow  of  14  L.  per  minute,  and  a 


A 


FIGURE  4.  Case  2 (A)  Left  ventricular  angiogram  shows 

monary  artery  demonstrated. 


opacification  of  right  ventricle.  (B)  Opacification  of  pul- 
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FIGURE  5.  Case  3.  Roentgenogram  of  chest  reveals 
cardiomegaly. 


systemic  flow  of  6.6  L.  per  minute.  The  patient  had 
approximately  a 2:1  shunt.  The  patient  underwent 
repair  of  a 1 by  1.5-cm.  ventricular  septal  defect  on  total 
cardiopulmonary  bypass,  did  well  postoperatively,  and 
was  discharged. 

Comment 

Aneurysms,  valvular  insufficiency,  and  atrial 
ventricular  septal  defects  as  well  as  tamponade 
and  conduction  disturbances  have  been  produced 
by  penetrating  cardiac  wounds.®  Ventricular 
aneurysms  are,  in  the  majority  of  cases,  secondary 
to  myocardial  infarctions.  Rarely,  an  aneurysm 
of  the  membranous  portion  of  the  septum  is  pro- 
duced by  bacterial  endocarditis.^  Trauma  and 
surgical  complications  comprise  the  other  causes 


FIGURE  6.  Case  3.  Left  ventricular  angiograms.  (A)  Posteroanterior  and  (B)  left  anterior  oblique  projections  reveal 
large  pseudoaneurysm  involving  anterior,  inferior,  and  lateral  walls  of  left  ventricle. 


FIGURE  7 Case  4 (A  and  B)  Left  ventricular  angiograms  reveal  ventricular  septal  defect  with  left-to-right  shunt. 


348  New  York  State  Journal  of  Medicine  / February  1,  1971 


of  both  true  and  pseudoaneurysms.**  Clinical  dis- 
tinction between  the  two  entities  can  be  important 
but  is  extremely  difficult.  Reports  suggest  that 
i angiographically,  pseudoaneurysms  of  the  left 
f ventricle  have  a characteristically  narrow  neck  con- 
necting the  pseudoaneurysms  with  the  ventricular 
cavity.**  In  our  case,  however,  the  aneurysm  was 
an  extremely  broad-based,  enormous  sac  occupy- 
ing over  one  half  of  the  actual  wall  of  the  left  ventri- 
cle with  no  neck  at  all. 

Traumatic  valvular  insufficiency  has  also  been 
reported,  although  quite  infrequently.®  In  Case  1 
there  was  actual  disruption  of  the  chordae  ten- 
dineae  of  the  anterior  leaflet  of  the  mitral  valve 
which  was  separated  from  the  papillary  muscle. 
A Starr-Edwards  prosthesis  was  needed  to  repair 
the  marked  mitral  insufficiency. 

Intraventricular  septal  defects  secondary  to 
stab  wounds  are  uncommon. “*  One  must  be 
alerted  to  this  possibility  by  the  discovery  of  a 
systolic  murmur  which  was  not  present  prior  to 
the  injury.  The  murmur  is  generally  heard  max- 
imally in  the  third  left  interspace  and  may  be  as- 
sociated with  a palpable  thrill.  Unfortunately, 
the  murmur  may  not  be  heard  early  in  the  pa- 
tient’s course,  and  thus  the  diagnosis  is  often 
missed.**  The  electrocardiogram  may  reveal 
change  in  voltage  and  in  the  appearance  of  the 
QRS  complex  which  are  a reflection  of  myocardial 
injury.  The  diagnosis  is  made  definitively  via 
catheterization  of  the  left  and  right  sides  of  the 
heart,  at  which  time  pressure  determinations,  oxy- 
gen saturation,  dye  dilution,  and  contrast  studies 
may  be  performed.  Surgical  repair  is  not  urgent 
as  compared  with  those  cases  of  traumatic  rupture 
of  the  myocardium.  Theoretically,  spontaneous 
closure  may  occur. 


Conclusion 

Penetrating  wounds  of  the  heart  are  not  infre- 
quent. Most  often  they  are  life  threatening  and 
demand  immediate  therapy.  If  the  patient  stabi- 
lizes after  emergency  therapy,  angiographic 
demonstration  of  the  presence  or  absence  and  the 
physiologic  significance  of  aneurysm  formation, 
ventricular  or  atrial  septal  defects,  valvular  insuffi- 
ciency, or  papillary  muscle  disruption  will  better 
enable  the  surgeon  to  choose  the  proper  therapeutic 
modality  and  thereby  will  increase  the  chances  of 
the  patient’s  survival. 

Mount  Sinai  Hospital 
Hartford,  Connecticut 
(DR.  MOSKOWITZ) 
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EARLY  MALNUTRITION 
AND  BEHAVIOR 

Some  food  for  thought 


Currently,  there  exists  much  interest  in  the 
relationship  between  malnutrition  and  the  intel- 
lectual development  of  human  beings.  There  is 
the  strong  possibility  that  malnutrition,  espe- 
cially protein-calorie  malnutrition,  experienced 
early  in  the  life  of  a child  may  alter  ultimate  in- 
tellectual capacity.  There  are  several  sources  of 
evidence  which  support  such  an  assertion.  First,  it 
is  known  that  certain  centrally  occurring  enzyme 
disorders,  if  allowed  to  continue  through  early 
childhood,  lead  to  mental  and  developmental  re- 
tardation. If  these  disorders  are  treated  early 
primarily  through  diet  therapy,  the  retardation 
may  be  prevented.  However,  following  some  crit- 
ical period  in  development,  dietary  treatment 
will  not  reverse  the  retardation.  Such  enzyme 
disorders  include  hyperglycemia,  maple  syrup  urine 
disease,  homocystinuria,  phenylketonuria,  and 
tyrosinosis.^  Second,  it  has  been  established  that 
malnutrition  does  cause  changes  in  the  biochem- 
istry of  the  central  nervous  system. 2-®  Third, 
we  have  some  evidence  that  children  who  have 
suffered  severe  malnutrition  in  early  life  display 
lower  intelligence  quotient  scores  and  do  less  well 
on  tests  of  mental  functions  than  well-fed  sub- 
jects.®"" 

This  final  bit  of  evidence  may  sound  conclusive. 
Unfortunately  it  is  not,  for  the  simple  reason  that 
malnutrition  rarely  exists  as  the  sole  detrimental 
element  in  a population.  Typically,  poverty,  dis- 
ease, educational  disadvantages,  social  discrimina- 
tion, and  many  other  factors  coincide  with  malnu- 
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trition.  It  is  extremely  difficult  to  control  or  ex- 
perimentally to  match  all  these  variables  in  a 
human  study  and  thus  be  able  to  conclude  that  a 
possible  decrement  in  the  “intellectual  ability” 
of  a child  is  due  directly  to  malnutrition.  It  is 
for  this  reason  that  the  attention  in  our  labora- 
tory was  directed  to  the  study  of  animals  as  a 
means  of  answering  the  question  of  whether  malnu- 
trition does  have  a permanent  and  deleterious 
effect  on  behavior. 

Laboratory  experiments 

The  work  was  started  about  eight  years  ago  by 
Barnes  et  al.  and  has  concentrated  on  the  behav- 
ior of  adult  rats  and  pigs  which  had  been  subjected 
to  severe  protein-calorie  malnutrition  early  in 
development.  The  first  experiments  concentrated 
on  learning  ability  of  animals,  but  it  soon  became 
clear  that  other  behavioral  abnormalities  were 
evident.  Moreover,  it  was  possible  that  these 
behavioral  abnormalities  may  have  been  respon- 
sible for  apparent  differences  in  learning  perfor- 
mance observed  in  animal  experiments.  Thus, 
our  research  was  then  directed  toward  evaluating 
the  nature  of  these  behavioral  abnormalities  in 
the  adult  animal  produced  by  early  protein-calorie 
malnutrition.'®"" 

The  dietary  conditions  were  quite  severe.  Preg- 
nant rats  were  allowed  to  give  birth  in  our  labora- 
tory. The  dams  were  immediately  placed  on  a low- 
protein  diet  (10  per  cent).  This  restriction  had 
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the  effect  of  reducing  the  amount  of  milk  the  dams 
could  produce  but  did  not  change  the  quality  of 
I the  milk  protein.  Following  three  weeks  of  nurs- 

ting,  the  malnourished  pups  were  about  half  the 
size  of  their  well-nourished  controls.  The  pups 
were  then  placed  on  a severely  low-protein  diet 

1(3  per  cent),  so  severe  in  fact  that  almost  no  growth 
resulted  over  the  next  four  weeks  of  life.  The 
animals  were  then  nutritionally  rehabilitated  on  a 
wholesome  22  per  cent  protein  diet.  At  least  ten 
' weeks  of  rehabilitation  were  allowed  before  be- 
I havioral  testing  was  begun. 

One  of  the  first  tests  was  simply  an  observation 
of  the  behavior  of  the  animals  in  an  “open  field” 
situation.  The  rats  were  placed  in  a large  box 
containing  a plexiglas  front  through  which  the 
observer  could  record  the  behavior.  It  was  first 
noticed  that  the  previously  malnourished  rats 
appeared  much  more  “nervous,”  moving  in  quick, 
rapid  bursts.  A quantitative  assessment  was  made 
of  this  kind  of  behavior  by  the  use  of  the  following 
test.  After  the  rats  had  become  adapted  to  the 
observation  box,  they  were  startled  by  a very  loud, 
sharp  sound  produced  by  the  activation  of  a solo- 
noid.  While  the  rats  would  normally  continue  to 
explore  the  entire  box,  after  being  frightened  by 
the  noise  they  would  typically  run  into  a corner, 
crouch,  defecate,  urinate,  and  perhaps  squeal. 
These  responses  gradually  waned  and  the  animals 
again  began  exploring.  The  amount  of  inhibition 
of  any  further  locomotor  response  following  the 
activation  of  the  solonoid  was  taken  as  an  index 
of  fear.  The  previously  malnourished  animals 
f reduced  their  subsequent  activity  by  78  per  cent, 
i The  controls  showed  only  about  a 50  per  cent 
I decrement. 

} Next,  the  animals  were  tested  in  a passive  avoid- 
ance situation.  They  were  placed  on  a small  plat- 
form about  3 inches  from  a grid  floor  through  which 
it  was  possible  to  apply  an  electric  shock  to  the 
animals.  The  animals  initially  would  step  off  the 
1 platform  quite  readily  but  then  would  receive  a 
' brief  electric  shock.  The  rats  were  returned  to 
their  home  cage  for  sixty  seconds  then  placed  again 
on  the  platform.  The  latency  to  leave  the  platform 
I was  measured.  It  was  found  that  the  previously 
malnourished  animals  required  considerably  longer 
periods  of  time  to  leave  the  platform  following  the 
shock,  even  though  no  difference  between  them 
I and  the  controls  was  observed  during  the  initial 
i latency  to  step  down.  Again,  this  was  interpreted 
i as  an  increase  in  the  emotional  response  stimulated 
by  the  electric  shock. 

‘ Another  test,  which  is  called  Sidman  avoidance 
‘ test,  was  used  further  to  establish  behavioral  dif- 
> ferences  between  the  previously  malnourished 
I animals  and  the  controls.  In  this  test  the  rat  was 
f placed  into  a small  box  containing  a small  lever, 
j Every  twenty  seconds  the  rat  would  receive  a brief 
i and  fairly  mild  electric  shock  through  the  grid  floor 
I unless  it  pressed  the  lever.  This  would  delay  the 
• shock  by  another  twenty  seconds.  Eventually,  the 


animals  would  learn  to  press  the  bar  at  a frequent 
rate  and  therefore  receive  few  shocks.  The  rate  of 
lever  pressing  is  generally  taken  as  a measure  of 
the  aversion  of  the  animal  to  the  electric  shock. 
The  results  from  this  kind  of  test  are  quite  con- 
sistent with  those  of  the  previous  test.  The  pre- 
viously malnourished  animals  displayed  a greater 
response  to  the  aversive  stimulus  than  their  well- 
nourished  controls. 

Other  results  have  been  consistent  with  these  ob- 
servations. The  amount  of  time  necessary  to  ex- 
tinguish an  established  avoidance  response  has 
been  found  to  be  considerably  longer  in  previously 
malnourished  pigs  and  rats.  When  the  previously 
malnourished  rats  are  deprived  of  food,  then  al- 
lowed one  hour  to  consume  their  daily  intake,  they 
become  overly  excited  and  spill  considerably  more 
food  than  controls.  From  these  results  and  replica- 
tions of  similar  experiments  it  can  be  concluded 
that  early  protein-calorie  malnutrition  results  in 
an  increase  in  the  sensitivity  of  an  animal  to  aver- 
sive stimulation.  This  kind  of  response  may  be 
loosely  described  as  excessive  emotionality. 


Malnutrition  and  behavior 

These  results  raise  several  theoretic  issues. 
First,  in  previous  studies  with  animals,  how  much 
of  the  observed  differences  in  learning  performance 
is  attributed  to  differences  in  emotionality?  Sec- 
ond, to  what  extent  does  malnutrition  produce 
“emotional”  differences  in  human  subjects? 
This  certainly  implies  that  research  in  human  be- 
ings should  be  directed  toward  examining  behav- 
ioral dimensions  other  than  intelligence  quotient 
and  sensory-motor  tasks.  Third,  what  are  the 
mechanisms  through  which  early  protein-calorie 
malnutrition  affects  changes  in  adult  behavior? 

There  are  two  main  approaches  to  this  latter 
problem.  The  first  and  currently  the  most  popular 
approach  is  to  examine  the  nervous  systems  of 
children  and  animals  which  have  undergone  early 
protein- calorie  malnutrition  and  attempt  to  find 
neurologic  and  biochemical  abnormalities.  This  I 
shall  call  the  strict  biochemical  approach.  This 
approach  has  been  quite  fruitful  in  finding  sub- 
stantial changes  in  the  brain  which  result  from 
early  malnutrition,  such  as  a decrease  in  total 
desoxyribonucleic  acid®;  changes  in  lipid  con- 
tent^-®; changes  in  certain  enzymes  and  amines: 
acetylcholinesterase,  norepinephrine,  and  5-hy- 
droxytryptamine'^;  and  changes  in  cortical  den- 
dritic growth.  We  thus  have  considerable  cor- 
relational data  between  certain  biochemical 
changes  and  behavioral  changes,  although  we  are  a 
long  way  off  from  positioning  a cause  and  effect  re- 
lation. 

A second  approach  to  this  problem  is  not  at  all 
orthogonal  to  the  first  approach  but  merely  empha- 
sizes different  aspects  of  the  problem.  This  ap- 
proach, which  I shall  call  a developmental  ap- 
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proach,  looks  at  the  question  as  a behavioral  prob- 
lem. In  essence  it  states  that  the  differences  in 
behavior  observed  in  previously  malnourished 
adult  animals,  and  possibly  human  beings  as  well, 
is  a result  of  faulty  behavioral  interactions  between 
the  organism  and  its  environment  early  in  develop- 
ment. It  emphasizes  that  the  primary  function  of 
youth  is  to  gather  from  the  environment  as  much 
information  as  possible,  hopefully  to  make  it  better 
able  to  survive.  However,  if  an  animal  or  human 
subject  is  malnourished,  this  behavior  is  affected, 
perhaps  by  the  mere  fact  that  it  is  concerned  to  a 
larger  extent  with  the  attainment  of  food;  regard- 
less of  the  mechanism,  it  is  engaged  in  behaviors 
which  are  not  optimum  for  incorporating  informa- 
tion about  the  environment.  When  this  occurs 
over  a long  enough  period  of  time,  normal  behav- 
ioral development  is  impaired  for  the  reason  that 
sufficient  environmental  information  does  not  get 
in  during  the  crucial  learning  period. 

Consider  the  lowly  rat  as  a developmental  model. 
It  has  been  shown  by  many  investigators  that  the 
level  of  emotionality  in  the  adult  rat  is  in  most 
cases  an  inverse  function  of  the  amount  of  ex- 
perience with  mild  stimulation  very  early  in  life. 
This  kind  of  stimulation  may  be  as  trivial  as  pick- 
ing up  the  rat  pup  once  a day  and  simply  handling 
it  or  placing  it  into  another  environment.  It  should 
be  recalled  from  the  work  cited  earlier  that  early 
malnutrition  leads  to  increase  in  emotionality. 
It  is  interesting  to  speculate  that  one  effect  of  the 
malnutrition  is  to  make  the  young  rat  less  respon- 
sive to  environmental  stimulation,  thus  more  emo- 
tional in  later  life.  This  is  speculation,  but  Fran- 
kova^®  has  reported  an  experiment  in  which  she 
combined  both  malnutrition  and  environmental 
stimulation  (handling)  conditions.  Her  data  did 
suggest  that  malnourished  rats  were  less  sensitive 
to  the  effects  of  extra  stimulation  than  well-nour- 
ished rats  when  tested  as  adults.  This  develop- 
mental approach  to  the  problem  of  mechanisms  of 
nutrition-behavior  interactions  is  currently  being 
pursued  in  our  laboratory,  the  results  of  which 
should  have  profound  effects  on  the  kinds  of 
therapy  used  for  the  treatment  of  the  malnourished 
child. 

Conclusions 

These  data  do  indeed  suggest  that  early  protein- 
calorie  malnutrition  does  affect  ultimate  human 


potential  either  directly  by  altering  brain  chem- 
istry or  indirectly  by  thwarting  the  behaviors  nec- 
essary for  making  maximum  use  of  the  accumula- 
tion of  knowledge  and  perhaps  the  development  of 
higher  cognitive  processes.  Nutrition  must,  how- 
ever, be  looked  on  only  as  one  of  a whole  host  of 
factors  which  interact  in  the  general  process  of 
human  development. 
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QUESTION  79.  The  patient  was  a sixty-two-year-old  woman  admitted  to  the  hospital  with  chest  pain.  The  top 
electrocardiogram  was  obtained  on  admission.  The  next  two  strips  were  obtained  on  succeeding  days.  What  is  the 
diagnosis? 
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ELUCIDATION 


Question  79.  The  first  tracing  shows  sinus 
rhythm  with  the  significant  abnormality  apparent 
in  leads  V2  to  V4.  In  these  leads,  there  is  marked 
inversion  of  the  T wave  with  moderate  S-T  depres- 
sion. In  the  middle  electrocardiogram  the  T 
wave  is  much  less  inverted,  and  in  the  bottom 
electrocardiogram  the  T waves  are  diphasic. 
These  changes  are  consistent  with  marked  myo- 


cardial ischemia,  usually  secondary  to  coronary 
artery  disease,  and  may  or  may  not  be  associated 
with  myocardial  infarction. 

Question  80.  The  first,  third,  fifth,  and  seventh 
complexes  have  P-R  intervals  of  0.24  second,  and 
the  P waves  are  slightly  notched.  The  QRS  dura- 
tion is  increased  to  0.12  second.  Each  sinus  beat 
is  followed  by  a premature  atrial  contraction  pro- 
ducing bigeminy.  The  R-R  interval  of  the  coupled 
beats  varies  slightly,  and  there  is  no  fully  compen- 
satory pause.  The  S-T  and  T-wave  abnormalities 
are  nonspecific  and  may  be  due  to  digitalis. 

Atrial  bigeminy  may  be  due  to  digitalis  toxicity 
but  may  occur  in  ftormal  individuals  or  in  any 
form  of  heart  disease. 


More  physicians  not  solution 

“Turning  out  more  doctors  and  allied  health  workers 
will  not  solve  the  problems  of  poverty,  the  distribution 
of  our  people,  and  p(X)r  nutrition  due  to  ignorance, 
poverty,  and  often  to  affluence,”  asserts  William  Ruhe, 
M.D.,  director  of  medical  education  for  the  American 
Medical  A.ssociation. 


“Many  of  this  nation’s  health  problems  are  related  to 
the  affluence  that  is  responsible,  to  an  extent,  for  heart 
disease,  mental  disease,  and  the  56,000  deaths  caused 
on  our  highways  annually.  And  all  these  problems 
are  beyond  the  health  care  delivery  system,  no  matter 
how  many  physicians  are  available.” 

Dr.  Ruhe  spoke  November  19,  1970,  at  the  Health 
Insurance  Council’s  conference  in  Chicago. 
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KETAMINE  AND  THE  AIRWAY 


Patency  of  the  airway  is  a prime  consideration 
for  survival.  This  is  especially  so  during  general 
anesthesia,  when  the  patient  is  unable  to  control 
his  own,  and  it  has  become  the  responsibility  of  the 
anesthesiologist  to  safeguard  this  lifeline.  The 
following  case  reports  illustrate  this  ever-present 
requirement,  which  cannot  be  abrogated  by  the  use 
of  drugs  per  se. 

Case  reports 

Case  1.  A two-year-old  Negro  boy  was  sched- 
uled for  removal  of  an  anal  tag.  Past  history 
showed  he  had  an  upper  respiratory  infection  two 
weeks  before  this  hospital  admission.  At  the  time 
of  the  preoperative  visit,  he  was  asymptomatic  and 
weighed  27  pounds. 

Preoperative  medication  consisted  of  secobar- 
bital (Seconal)  50  mg.  and  atropine  0.2  mg.  given 
intramuscularly  at  9:45  A.M.  Ketamine  (Keta- 
ject,  Ketalar)  100  mg.  was  given  intramuscularly 
at  11:00  A.M.,  following  which  the  pulse  rate  rose 
from  120  to  160.  At  11:05  A.M.,  the  surgical  pro- 
cedure was  begun.  At  this  time,  the  child  ap- 
peared to  be  asleep  and  was  immobile.  Shortly 
thereafter,  severe  bouts  of  coughing  occurred,  and 
large  amounts  of  secretion  were  noted.  No  airway 
was  inserted  during  the  short  operative  procedure, 
and  recovery  was  uneventful. 

Case  2,  A seven-year-old  mongoloid  Negro 
girl  was  scheduled  for  removal  of  a left  retroauricu- 
lar  cyst.  Past  medical  history  indicated  that  car- 
diac surgery  had  been  performed  three  years  pre- 

Presented  and  discussed  at  a conference  held  at  the  St.  Vin- 
cent’s Hospital  Medical  Center,  New  York  City,  May  25,  1970. 
Clinical  Anesthesia  Conferences  are  held  on  the  fourth  Monday 
of  each  month. 


viously  for  repair  of  an  interventricular  septal  de- 
fect. She  weighed  47  pounds  and  was  premedi- 
cated with  secobarbital  75  mg.  and  atropine  0.3 
mg.  given  intramuscularly  at  7:30  A.M.  Forty- 
five  minutes  thereafter,  a 200-mg.  dose  of  ketamine 
was  administered  intramuscularly. 

The  surgical  procedure  was  started  at  8:20  A.M. , 
ending  forty  minutes  later.  During  the  procedure, 
the  pulse  rate  rose  from  100  to  120  to  130  and  re- 
mained within  this  range.  The  position  of  the 
head  during  this  time  was  in  flexion  to  the  right. 
Marked  upper  airway  obstruction  occurred,  neces- 
sitating the  insertion  of  a nasopharyngeal  airway 
for  relief. 


Comment 

Ketamine,  or  CI-581,  is  a derivative  of  phen- 
cyclidine (Sernyl).  The  latter,  phencyclidine,  al- 
though still  used  for  veterinary  purposes,  has  been 
withdrawn  from  clinical  use  because  purposeless 
movements  and  postoperative  episodes  of  hallu- 
cination and  confusion  were  found.  Such  cases, 
also,  have  been  reported  for  this  derivative. 

Ketamine  may  be  administered  by  either  the 
intravenous  or  intramuscular  route.*  It  raises  both 
systolic  and  diastolic  blood  pressure,  as  well  as 
heart  rate.  The  increase  in  pulse  rate  noted  in  the 
2 cases  is  most  probably  caused  by  this  drug,  al- 
though the  airway  obstruction  in  Case  2 could  have 
been  a contributing  factor.  In  clinical  doses,  lar- 
yngeal and  pharyngeal  reflexes  are  preserved  with- 
out depression  of  respiration.  The  statement  that 
there  is  “maintenance  of  unobstructed  airway  re- 
gardless of  position  of  the  patient”  is  difficult  to 
accept,  especially  in  view  of  the  need  for  insertion 
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of  a mechanical  device,  as  in  Case  2,  to  relieve  the 
marked  upper  airway  obstruction.^  But  then, 
this  should  not  be  expected;  it  does  not  seem  rea- 
sonable that  the  action  of  a drug  should  be  more 
potent,  in  maintaining  the  patency  of  the  upper 
airway,  than  external  pressure,  for  the  produc- 
tion of  obstruction. 

Ketamine  “has  been  used  for  continuous  infu- 
sion or  intermittent  intravenous  injections,”  be- 
cause of  its  fast  metabolism  in  the  body,  rapid  on- 
set, and  short  duration  of  action.^  The  agent  is 
purported  to  provide  a greater  margin  of  safety 
than  conventional  anesthesia;  but,  as  with  all  new 


drugs,  it  will  have  to  withstand  the  test  of  time, 
or  rather  its  use  on  people. 
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Free  air  in  the  peritoneal  cavity  demonstrated 
on  abdominal  roentgenograms  almost  invariably 
indicates  a perforated  viscus  and  is  an  indica- 
tion for  immediate  laparotomy.  Notable  excep- 
tions are  cases  of  iatrogenic  pneumoperitoneum 
following  abdominal  paracentesis,  insufflation 
of  the  fallopian  tubes,*  and  prior  abdominal 
exploration.  Less  commonly  reported  causes  are 
gastroscopy  without  gross  perforation,^  pneuma- 
tosis cystoides  intestinalis--^  jejunal  diverticulitis,^ 
and  pneumonia.  The  term  “idiopathic  pneu- 
moperitoneum” is  used  to  describe  those  unusual 
cases  in  which  no  gross  perforation  is  evident.^ 

Idiopathic  pneumoperitoneum  is  seen  most 
frequently  in  older  patients  and  is  associated 
with  vague  pain  and  abdominal  distention.® 
Some  patients  remain  totally  asymptomatic.*  ' 

Treatment  varies  with  the  philosophy  of  the 
surgeon.  Most  surgeons  have  employed  immedi- 
ate laparotomy,  but  some  successfully  treated  this 
condition  conservatively  with  close  observation 
and  serial  roentgenographic  and  laboratory  stud- 
ies.*’' 

In  the  conservatively  treated  patient,  the  ab- 
sence of  radiologic  determination  of  a point  of 
perforation  by  barium  study  may  not  always  mean 
that  no  perforation  is  present,  and  the  diagnosis 
of  “spontaneous”  or  “idiopathic”  pneumoperi- 
toneum is  questionable. 

Case  report 

A seventy-year-old  white  female  was  admitted 
to  the  Bellevue  Medical  Center  Trauma  Service 
on  October  7,  1967.  She  had  fallen  three  days 
prior  to  admission  injuring  her  left  hip.  She  had 
loss  of  memory  and  reasoning  power  which  had 
developed  progressively  over  several  yeeirs. 


Physical  examination  revealed  an  elderly,  some- 
what dehydrated,  disoriented  white  female. 
There  was  shortening  and  external  rotation  of 
the  left  lower  extremity  as  well  as  ecchymosis 
and  tenderness  over  the  greater  trochanter.  The 
pulse  rate  was  100,  respirations  24,  rectal  tem- 
perature 101  F.,  and  blood  pressure  110/70  mm. 
Hg.  There  was  an  old  well-healed  amputation 
of  the  proximal  left  forearm.  Auscultation  of 
the  chest  revealed  rare,  scattered  rales  in  both 
lung  fields.  The  abdomen  was  obese,  but  no 
masses,  distention,  tenderness,  or  signs  of  peri- 
toneal irritation  were  present.  Laboratory  eval- 
uation showed  the  hematocrit  to  be  25  and  the 
white  blood  cell  count  15,000.  Results  of  blood 
urea  nitrogen,  blood  sugar,  electrolytes,  and  liver 
function  chemistries  were  within  normal  limits. 
An  x-ray  film  of  the  left  hip  demonstrated  an 
intertrochanteric  fracture.  Initial  roentgenogram 
of  the  chest  was  within  normal  limits.  An  elec- 
trocardiogram showed  occasional  premature 
ventricular  contractions  and  nonspecific  T-wave 
changes. 

During  the  first  two  days  in  the  hospital,  the 
patient  was  rehydrated  and  given  blood.  Pneu- 
monia of  the  left  lower  lobe  developed,  and  treat- 
ment with  appropriate  antibiotic  agents  and 
pulmonary  toilet  was  instituted.  On  the  fourth 
hospital  day  operative  reduction  and  internal  fixa- 
tion of  the  fracture  were  attempted.  However, 
on  induction  of  anesthesia  the  patient  became 
hypotensive,  and  surgical  treatment  was  aban- 
doned. The  patient  quickly  recovered  from  her 
hypotensive  episode  and,  after  reconsideration 
of  her  poor  ambulatory  potential,  was  treated 
nonoperatively  with  frequent  changes  of  position 
and  transfer  from  bed  to  chair.  Serial  x-ray 
films  during  the  next  two  months  demonstrated 
progressive  healing  of  the  fracture. 

The  only  problems  in  her  management  were 
those  of  a custodial  nature;  the  patient  required 
encouragement  to  maintain  adequate  oral  intake 
and  attention  to  cleanliness  and  skin  care.  On 
December  14,  1967,  nine  weeks  after  admission, 
she  complained  of  the  sudden  onset  of  anterior 
chest  pain.  Physical  and  laboratory  examina- 
tions at  that  time  were  unremarkable.  Several 
hours  later,  the  patient  was  noted  to  have  marked 
abdominal  distention,  absent  bowel  sounds, 
tenderness  to  palpation  throughout  the  abdomen, 
temperature  of  101  F.,  tachypnea,  and  a pulse 
rate  of  120.  Distended  small  and  large  bowels 
and  a massive  amount  of  free  air  were  seen  on 
x-ray  film  (Fig.  1).  The  white  blood  cell  count 
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FIGURE  1.  (A)  Film  of  abdomen  demonstrates  massive  pneumoperitoneum.  (B)  Barium  enema  showing  no  dila- 
tation or  perforation.  This  film  taken  immediately  after  Figure  1 A. 


two  hours  after  the  initial  episode  of  chest  pain 
was  20,000,  with  a shift  to  the  left,  and  the  serum 
amylase  was  60  Somogyi  units.  Because  of  rapidly 
progressive  respiratory  distress,  a paracentesis  was 
performed,  yielding  a significant  amount  of  air. 
The  abdomen  became  softer,  but  some  distention 
and  tenderness  remained.  The  temperature  re- 
mained elevated  at  101  F.,  and  a second  white 
blood  cell  count  showed  a continuing  leukocytosis. 
A diagnosis  of  perforated  viscus  was  made,  most 
likely  secondary  to  a peptic  ulcer,  and  the  patient 
was  taken  to  the  operating  room.  Under  light  gen- 
eral anesthesia  a midline  incision  was  made,  and 
air  bubbled  through  the  first  puncture  of  the 
peritoneum. 

Thorough  exploration  of  the  abdominal  cavity 
revealed  only  two  small  serosal  tears  on  the  ante- 
rior surface  of  the  stomach.  These  were  tested 
by  manually  compressing  the  stomach  in  an  at- 
tempt to  force  air  through  the  tears,  as  well  as 
by  the  insufflation  of  air  through  a nasogastric 
tube.  No  fluid  or  air  could  be  expressed.  The 
remainder  of  the  exploration  was  within  normal 
limits.  The  abdomen  was  closed  without  drains. 

By  the  fourth  postoperative  day  the  abdomen 
was  completely  soft,  peristalsis  had  returned, 


and  the  patient  was  passing  flatus  and  small 
amounts  of  liquid  feces. 

Progressive  respiratory  distress  then  developed 
secondary  to  what  was  clinically  thought  to  be 
atelectasis  and  pneumonia  on  the  right  side. 
Despite  tracheostomy  and  vigorous  respiratory 
support,  she  expired  on  the  eleventh  postopera- 
tive day. 

Postmortem  examination  confirmed  the  find- 
ings at  laparotomy,  that  is,  no  visceral  disturbance 
other  than  the  aforementioned  small  gastric 
serosal  tears.  Examination  of  the  lungs  revealed 
mild  to  moderate  bilateral  bronchopneumonia 
with  multiple  areas  of  pulmonary  infarction, 
including  a fresh  infarct  in  the  right  upper  lobe. 
The  infarctions  were  secondary  to  emboli  from 
bilateral  iliofemoral  vein  thrombosis. 

Comment 

The  clinical  picture  described  in  this  report 
would  lead  most  surgeons  to  the  performance  of 
an  immediate  laparotomy.  However,  in  retro- 
spect, the  fever,  tachycardia,  tachypnea,  and 
leukocytosis  could  have  been  caused  initially  by 
pulmonary  infarction. 

The  role  of  aerophagy  in  the  development  of 
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gastric  dilatation  and  rupture  is  obvious.  The 
active  swallowing  of  air  is  probably  not  necessary 
to  produce  symptoms  in  all  circumstances.  In 
elderly  patients  a decrease  in  superior  esophageal 
tone  and  increased  abdominal  respirations,  re- 
quired by  thoracic  fixation,  tend  to  draw  air  into 
the  stomach.^  When  this  tendency  is  increased 
by  tachypnea  in  the  presence  of  a competent 
cardioesophageal  mechanism,  the  intragastric 
pressure  may  be  sufficiently  increased  to  produce 
small  mural  fissures. 

These  fissures  may  not  be  detected  with  the 
stomach  decompressed. 

The  widespread  use  of  nasal  and  mask  oxygen 
administration  and  the  more  frequent  utilization 
of  endoscopy  with  insufflation  may  lead  to  an 
increase  in  the  incidence  of  “idiopathic  pneu- 
moperitoneum.” 

If  the  clinician  is  alert  to  the  possibility  of  this 
diagnosis  and  can  be  assured  that  no  extravasa- 
tion of  intraluminal  fluid  has  occurred,  laparotomy 
may  be  avoided. 


Summary 

Idiopathic  pneumoperitoneum  is  rarely  report- 
ed. A case  associated  with  an  old  hip  fracture, 
multiple  pulmonary  infarctions,  and  broncho- 
pneumonia is  presented,  and  a possible  etiologic 
mechanism  is  outlined. 
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Although  renal  involvement  in  carcinoma  is 
unusual,  it  is  quite  common  in  lymphomatous  dis- 
ease. However,  the  production  of  frank  uremia 
secondary  to  lymphomatous  involvement  of  the 
renal  parenchyma  alone,  without  ureteral  obstruc- 
tion, is  rare.  In  a search  of  the  literature,  only  16 
such  cases  could  be  found.  We  are  reporting 
another  case  to  call  attention  to  this  problem  and 
also  to  demonstrate  that  this  lesion  does  respond 
to  proper  therapy  and  is  indeed  reversible. 

Case  report 

A sixteen-year-old  white  male  was  noted  to  have 
an  anterior  mediastinal  mass  on  routine  chest 
examination  in  October,  1966.  Physical  examina- 
tion gave  negative  findings.  Thoracotomy  was 
performed,  and  a mass  connected  with  the  right 
lobe  of  the  thymus  was  removed.  The  pathologic 
diagnosis  was  probable  thymoma,  and  the  patient 
was  discharged  on  no  therapy.  Nine  months  later, 
however,  a follow-up  roentgenogram  demonstrated 
a recurrence  of  the  mediastinal  tumor.  He  was 
then  given  4,900  r of  cobalt  radiotherapy  to  the 
anterior  mediastinum  over  a five-week  period, 
with  complete  regression  of  the  mediastinal  mass. 

The  patient  did  well  until  five  months  later, 
November,  1967,  when  he  noted  a chronic  cough, 
increased  fatigability,  dyspnea  on  exertion, 
anorexia,  and  vague  left  abdominal  and  flank  pain. 


FIGURE  1.  Retrograde  pyelograms  before  dialysis  and 
chemotherapy  showing  bilaterally  enlarged  kidneys  with 
marked  distortion  of  calyceal  systems  without  ureteral 
obstruction. 


He  was  admitted  to  the  hospital  for  the  second 
time.  The  vital  signs  were:  blood  pressure  130/80 
mm.  Hg,  pulse  80,  temperature,  99  F.  On  physical 
examination  there  was  dullness  and  decreased 
breath  sounds  at  the  right  lung  base.  The  liver 
was  palpated  4 cm.  below  the  right  costal  margin 
and  the  spleen  was  felt  2 cm.  below  the  left  costal 
margin.  There  was  a large  mass  in  the  mid- 
abdomen on  the  left  side  toward  the  flank,  which 
was  firm  and  nontender  and  appeared  separate 
from  the  spleen.  Laboratory  studies  revealed: 
hematocrit  27  and  white  blood  count  2,525  with 
a normal  differential.  Urinalysis  showed  a pH  of 
6.5,  specific  gravity  of  1.010,  negative  glucose, 
and  1 plus  proteinuria.  Microscopic  examination 
revealed  few  white  blood  cells  per  high-power 
field  and  rare  granular  casts.  Proteinuria 
was  393  mg.  per  twenty-four  hours  urine.  Serum 
calcium  was  5.4  mEq.  per  liter,  uric  acid  was  13.1 
mg.  per  100  ml.,  blood  urea  nitrogen  was  128  mg. 
per  100  ml.,  and  creatinine  was  12.6  mg.  per  100 
ml.  A chest  film  was  interpreted  as  showing  fibro- 
sis at  the  right  hilum  and  a large  mass  surrounding 
the  left  hilum.  Abdominal  films  showed  a large 
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FIGURE  2.  Course  of  blood  urea  nitrogen  during 
hospitalization. 


retroperitoneal  mass.  A drip  infusion  pyelogram 
revealed  marked  reduction  in  function  of  both 
kidneys  with  a huge  mass  distorting  the  collect- 
ing system  of  the  left  kidney.  Cystoscopy  and  bi- 
lateral retrograde  pyelograms  revealed  distortion 
of  the  calyceal  systems  bilaterally  suggestive  of 
tumor  infiltration  (Fig.  1).  Ureteral  obstruction 
was  not  seen.  It  was  felt  that  the  mass  in  the  left 
flank  was  metastatic  tumor  to  the  left  kidney  and 
that  the  renal  failure  was  due  to  replacement  of 
the  renal  parenchyma  by  tumor. 

Hospital  course.  In  view  of  the  patient’s  clini- 
cal course,  the  pathologic  specimens  at  the  time  of 
thoracotomy  one  year  previously  were  reevaluated, 
and  it  was  now  felt  that  the  original  mass  was  a 
reticulum-cell  sarcoma.  Accordingly,  on  the 
seventh  day,  treatment  was  instituted  with  50  mg. 
cyclophosphamide  (Cytoxan),  10  mg.  prednisone, 
and  100  mg.  allopurinol  (Zyloprim)  orally  3 times 
a day.  However,  the  blood  urea  nitrogen  and 
creatinine  continued  to  rise  (Fig.  2).  On  the  tenth 
hospital  day  the  blood  urea  nitrogen  had  risen  to 
177  and  the  creatinine  to  15  mg.  per  100  ml.,  while 
the  uric  acid  had  fallen  to  8.6  mg.  per  100  ml.  The 
patient  had  become  virtually  anuric.  Later  that 
day  it  was  elected  to  start  hemodialysis.  It  was 
hoped  that  temporary  reversal  of  the  uremia  would 
allow  time  for  the  chemotherapy  to  exert  its  effect 
on  the  lymphomatous  infiltrates  in  the  kidneys  and 
thus  improve  renal  function.  After  twenty-four 
hours,  the  blood  urea  nitrogen  was  64,  creatinine 
6.6,  and  uric  acid  3.8  mg.  per  100  ml.  The  dialysis 
was  stopped  and  was  never  required  subsequently. 
Because  of  nausea  and  vomiting,  steroids  and 
cyclophosphamide  were  temporarily  given  paren- 
terally.  In  subsequent  days  the  enlarged  left  kid- 
ney steadily  decreased  in  size,  and  the  blood  urea 
nitrogen  continued  to  fall  (Fig.  2).  By  the  twenty- 


FIGURE  3.  Drip  infusion  intravenous  pyelogram  on 
twenty-fifth  hospital  day  showing  remarkable  improve- 
ment in  renal  sizes  and  calyceal  systems. 


fifth  hospital  day  the  blood  urea  nitrogen  had  fal- 
len to  44  and  the  creatinine  to  1.6  mg.  per  1(X)  ml. 
Repeat  drip  infusion  intravenous  pyelogram  at 
this  time  revealed  a remarkable  improvement  in 
the  calyceal  systems  and  renal  sizes  (Fig.  3).  The 
patient  was  discharged  in  a greatly  improved  con- 
dition on  the  thirtieth  hospital  day  on  a gradually 
reducing  dosage  of  steroids  and  on  maintainance 
cyclophosphamide  therapy. 

Follow-up.  After  a brief  convalescence  at  home, 
he  resumed  normal  activity  as  a high  school  stu- 
dent. One  month  after  discharge  his  blood  urea 
nitrogen  was  18  and  creatinine  1.4  mg.  per  100  ml. 
Steroid  administration  was  discontinued,  and  he 
was  maintained  on  oral  cyclophosphamide.  It 
was  not  until  six  months  later,  June,  1968,  that  the 
patient  had  a recurrence  of  his  left  flank  mass 
and  a rise  in  blood  urea  nitrogen.  Steroids  were 
reinstituted,  and  2 mg.  chlorambucil  (Leukeran) 
orally  4 times  a day  was  substituted  for  cyclo- 
phosphamide. In  July,  1968,  the  patient  was  ad- 
mitted to  the  hospital  for  the  third  and  final  time 
because  of  the  onset  of  fever,  cough,  and  an  epi- 
sode of  hematemesis.  On  admission  he  was  noted 
to  have  an  8 by  6-cm.  firm  mass  in  the  left  flank 
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FIGURE  4.  Autopsy  specimens  of  kidneys  showing 
massive  replacement  of  parenchyma  by  tumor. 

and  a greatly  enlarged  left  testicle.  The  blood 
urea  nitrogen  was  118  and  the  creatinine  was  4.5 
mg.  per  100  ml.  Despite  blood  transfusions,  vigor- 
ous antibiotic  therapy,  and  increased  steroids,  he 
died  of  staphylococcal  pneumonia  on  the  fifth  hos- 
pital day.  This  was  one  year  and  eight  months 
after  his  mediastinal  mass  was  detected  and  eight 
months  following  the  time  of  dialysis  for  renal 
failure. 

Pathology.  Postmortem  examination  revealed 
widespread  organ  involvement  with  reticulum-cell 
sarcoma.  Mediastinal,  retroperitoneal,  and  intra- 
peritoneal  nodes  were  markedly  involved  by  tumor. 
The  entire  gastrointestinal  tract  had  multiple 
focal  ulcerative  lymphomatous  lesions.  The  lungs 
were  bilaterally  infiltrated  with  tumor.  The  right 
kidney  weighed  240  Gm.  and  the  left  600  Gm.  (nor- 
mal adult  kidney  weighs  110  to  170  Gm.).  Almost 
no  normal  renal  tissue  could  be  seen  on  gross  in- 
spection (Fig.  4).  The  ureters  were  neither 
dilated  nor  obstructed  by  tumor.  On  microscopic 
examination,  the  normal  renal  tissue  was  almost 
completely  replaced  by  reticulum-cell  sarcoma. 
No  uric  acid  deposition  was  noted. 

Comment 

In  1962,  Richmond  et  al.'^  reviewed  696  cases  of 
malignant  lymphoma  who  had  postmortem  exam- 
ination. They  found  gross  and/or  microscopic 
lymphomatous  infiltration  of  the  kidneys  in  33.5 
per  cent  of  the  cases.  In  only  18  of  the  entire  696 
cases  was  involvement  of  the  genitourinary  tract 
by  the  lymphoma  considered  the  main  cause  of 
death.  Of  these  18  cases  only  5 had  uremia  caused 
solely  by  lymphomatous  replacement  of  the  renal 
parenchyma.  This  is  an  incidence  of  0.5  per  cent 
of  all  cases  of  malignant  lymphoma  studied.  The 
other  13  cases  had  uremia  secondary  to  obstructed 
ureters,  uric  acid  ne{)hropathy,  or  amyloidosis.  In 
a series  of  1,269  cases  of  lymphoma  reported  by 
Rosenberg  et  clinically  apparent  genitourinary 


tract  involvement  occurred  in  3.3  per  cent  whereas 
at  autopsy  46.9  per  cent  had  renal  parenchymal 
lesions. 

There  were  5 cases  of  uremia  leading  to  death 
but  in  all  of  these  there  was  an  element  of  ureteral 
obstruction. 

In  addition  to  the  5 cases  of  uremia  secondary 
to  renal  replacement  by  lymphoma  reported  by 
Richmond,  we  have  found  another  11  cases  in  the 
literature. In  those  of  the  16  cases  cited  in 
which  clinical  information  was  provided,  the  sur- 
vival once  uremia  became  established  was  ex- 
tremely short,  despite  therapeutic  efforts.  In  none 
of  the  preceding  reported  cases  was  there  achieved 
the  striking  and  long-lasting  remission  produced 
in  our  patient. 

The  diagnosis  of  microscopic  involvement  of  the 
kidney  by  lymphoma  ante  mortem  is  often  impos- 
sible. However,  in  progressive  involvement  cer- 
tain physical  and  laboratory  findings  are  very  sug- 
gestive of  this  development.  Richmond  et  al.'^ 
have  shown  that  the  most  common  findings  sug- 
gesting marked  renal  involvement  by  a lymphoma- 
tous tumor  are  an  elevated  blood  urea  nitrogen,  a 
palpable  abdominal  mass,  hypertension,  abnormal 
urinalysis,  and  an  elevated  uric  acid.  Our  patient 
demonstrated  all  of  these  findings  except  hyper- 
tension. Many  authors  have  emphasized  the  value 
of  serial  intravenous  pyelograms  in  determining  the 
development  of  renal  lymphoma.  Shapiro  et 
have  stated  that  abnormal  findings  in  the  pyelo- 
grams usually  precede  the  rise  of  blood  urea  nitro- 
gen. 

As  in  our  case,  serial  intravenous  pyelograms  are 
quite  helpful  in  following  the  effects  of  therapy. 

Although  it  is  well  known  that  marked  hyper- 
uricemia can  cause  acute  renal  failure  by  precipi- 
tating in  the  kidney  parenchyma  and  tubules,  we 
do  not  feel  that  this  was  a paramount  factor  in  our 
patient’s  uremia.  Although  we  controlled  the 
patient’s  hyperuricemia  with  allopurinol,  his  ure- 
mia became  worse.  Indeed,  at  the  time  that  hemo- 
dialysis was  instituted  his  uric  acid  had  returned  to 
almost  normal  levels.  In  addition,  the  patient  had 
marked  distortion  of  the  renal  calyceal  systems 
demonstrated  by  retrograde  urography  at  the  time 
of  the  initial  elevation  of  the  blood  urea  nitrogen. 
This  distortion  does  not  occur  with  deposition  of 
uric  acid  crystals  in  the  kidney.  At  postmortem 
examination  eight  months  later,  no  uric  acid  crys- 
tals were  demonstrated  by  microscopic  examina- 
tion. 

Although  the  therapy  of  lymphoma  is  not  within 
the  scope  of  this  report,  several  approaches  have 
been  used  in  the  treatment  of  renal  lymphoma. 
These  include,  in  addition  to  steroids  and  alkylat- 
ing agents,  the  use  of  irradiation  to  both  renal 
areas  in  an  attempt  to  destroy  the  intrarenal  tumor 
masses. As  in  our  patient,  hemodialysis  can 
be  used  as  a temporary  measure. 
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Summary 

A patient  is  presented  with  virtually  anuric  renal 
failure  caused  by  a generalized  lymphoma  involv- 
ing both  kidneys.  Therapeutic  measures  including 
chemotherapy  and  hemodialysis  were  instituted 
with  complete  reversal  of  the  renal  failure.  At 
autopsy  eight  months  later,  almost  complete  re- 
placement of  renal  parenchyma  by  reticulum-cell 
sarcoma  was  found.  A review  of  the  literature  con- 
firms the  rarity  of  uremia  due  solely  to  lymphoma- 
tous  renal  replacement.  In  none  of  the  16  previ- 
ously cited  cases  of  uremia  of  this  unusual  etiology 
was  such  a striking  clinical  remission  described. 
One  should  be  aware  of  the  occurrence  of  renal  in- 
volvement in  lymphoma  and  of  the  potential  re- 
versibility of  this  lesion,  even  in  the  uremic  stage. 

Division  of  Hematology,  Albany  .Medical  College 

Albany,  New  York  12208  (DR.  TARTAGLIA) 
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Empyema  of  actinomycotic  origin  is  a rare  form 
of  thoracic  actinomycosis.  This  infection  is  com- 
monly a chronic  granulomatous  condition  char- 
acterized by  the  formation  of  multiple  abscesses 
and  fistulas.  The  areas  usually  involved  are 
cervicofacial,  thoracic,  and  abdominal.'-  The 
thoracic  form  represents  15  per  cent  of  all  cases 
of  actinomycosis.  The  pleuropulmonary  form 
constitutes  1.6  per  cent  of  all  thoracic  disease  in 
endemic  areas. ' - 

In  human  subjects  the  infection  is  caused  by 
Actinomyces  israeli,  an  anaerobic  species  of 
actinomycetes.  In  1877  Bollinger'^  first  reported 
this  microorganism  causing  lesions  in  a cow. 
These  were  described  as  “lumpy  jaw.”  IsraeB 
described  the  organism  in  man  in  1878  and  first 
cultivated  it  with  Wolff  in  1891. 

Bosch  del  Marco'^  considers  five  pathways  of 
entry  in  the  development  of  pleuropulmonary 
actinomycosis;  (1)  cutaneous,  through  penetrat- 
ing wounds;  (2)  digestive,  by  ingestion  of  the  fun- 
gus and  later  by  spread  through  the  pharynx  and 
esophagus  into  the  mediastinum  and  pleura;  (3) 
contiguous,  from  cervicofacial  or  intra-abdominal 
lesions,  the  latter  by  perforating  the  diaphragm; 
(4)  inhalant,  by  aspiration  through  the  tracheo- 
bronchial tree;  and  (5)  lymphohematogenous, 
the  most  common. 

Because  pulmonary  actinomycosis  invades  both 
pleural  layers  and  develops  draining  sinuses 
through  the  chest  wall  early  in  its  development, 
it  is  extremely  rare  to  find  massive  empyema 
caused  by  actinomycosis  in  a free  pleural  cavity, 
as  observed  in  the  case  herein  reported. 

Case  report 

The  patient,  a forty-eight -year-old  white  male, 
was  admitted  to  the  hospital  with  the  chief  com- 
plaints of  high  fever,  cough,  and  chest  pain  of 
four  days’  duration.  He  had  been  well  until  four 
days  before  admission,  when  he  experienced  sharp, 
sudden  pain  in  the  left  side  of  the  chest  and  back 
which  extended  from  the  fifth  to  the  ninth  inter- 

* Present  address:  862- A Homestead  Village  Lane,  S.PL, 

Rochester,  Minnesota  55901. 


costal  spaces.  Subsequent  to  this,  shortness  of 
breath,  productive  sputum,  fever,  and  chills  with 
increasing  pain  became  progressively  worse. 
There  was  no  hemoptysis.  He  gave  no  previous 
history  of  tuberculosis  or  any  other  pulmonary 
disease.  He  had  not  been  exposed  to  cattle  or 
any  other  agricultural  environment. 

Physical  examination  revealed  the  patient  to 
be  a white  male,  in  acute  respiratory  distress. 
He  was  diaphoretic,  cyanotic,  and  tachypneic. 
His  blood  pressure  was  90/70  mm.  Hg,  pulse  rate 
120,  and  temperature  104  F.  The  right  lung  was 
normal  to  percussion  and  auscultation.  The  left 
lung  showed  a picture  consistent  with  a large 
pleural  effusion.  The  remainder  of  the  physical 
examination  was  unremarkable  save  for  moderate 
bilateral  pretibial  edema. 

Laboratory  results  were  as  follows:  white  blood 
cell  count  15,500,  polymorphonuclear  leukocytes 
86,  lymphocytes  8,  monocytes  6,  hematocrit  31, 
hemoglobin  9.1  Gm.  per  100  ml.,  and  blood  urea 
nitrogen  15  mg.  per  100  ml.  Urinalysis  revealed  a 
trace  of  protein.  Blood  cultures  showed  nothing 
abnormal  on  several  occasions.  Sputum  culture 
showed  alpha  hemolytic  streptococci  and  a few 
pneumococci.  An  electrocardiogram  showed 
normal  findings.  A roentgenogram  of  the  chest 
obtained  on  admission  revealed  a marked  shift 
of  the  trachea  and  mediastinum  to  the  right 
(Fig.  1). 

There  was  a complete  opacification  of  the  left 
lower  part  of  the  chest  with  obliteration  of  the 
cardiac  margin,  dome  of  the  diaphragm,  and  costo- 
phrenic  sinus.  This  picture  was  consistent  with  a 
massive  pyopneumothorax.  The  same  day  a num- 
ber 40  chest  tube  was  inserted  through  the  left 
eighth  intercostal  space,  midaxillary  line,  and 
1,700  cc.  of  fetid  pus  were  obtained.  A smear  per- 
formed immediately  was  diagnostic  for  actinomy- 
cotic granules.  This  was  later  confirmed  with  cul- 
tures. No  other  organisms  were  found. 

Because  of  a history  of  penicillin  allergy,  he  was 
placed  on  tetracycline  500  mg.  intravenously  every 
six  hours  for  seven  days  combined  with  sulfisoxa- 
zole  (Gantrisin)  1 Gm.  every  six  hours  for  seven 
days.  He  was  then  given  tetracycline,  250  mg. 
every  six  hours  by  mouth  for  one  year.  Potassium 
iodide,  10  drops  three  times  a day  for  two  weeks, 
was  also  given. 

Following  drainage  and  institution  of  chemo- 
therapy the  patient  recovered  rapidly.  Roent- 
genographic  examination  showed  complete  re- 
expansion of  the  left  lung  with  minimal  residual 
pleural  reaction.  The  chest  tube  was  removed 
twelve  days  after  its  insertion.  Bronchoscopy  per- 
formed two  days  later  showed  a normal  bronchial 
tree.  Figure  2,  an  x-ray  film  of  the  chest  obtained 
one  year  after  discharge,  shows  normal  findings. 
At  present,  more  than  three  years  later,  the  patient 
is  well  and  asymptomatic. 
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FIGURE  1.  Admission  roentgenogram  of  chest  show-  FIGURE  2.  Normal  radiograph  of  chest  one  year  after 
ing  massive  empyema  on  left  treatment 


Comment 

A rare  case  of  actinomycotic  empyema  is  pre- 
sented. Contamination  of  the  pleura  is  usually 
secondary  to  an  invading  process  from  the  lungs. 
As  the  pulmonar>'  damage  involves  more  paren- 
chyma and  the  surface  of  the  lung  is  reached,  thick 
fibrinous  adhesions  develop.  The  entire  lesion 
usually  results  in  multiple  abscess  formation, 
necrosis,  and  draining  sinuses. ^ 

The  pathogenesis  of  this  empyema  can  be  ex- 
plained only  by  respiratory  or  hematogenous  con- 
tamination. Although  rare,  this  case  probably 
represents  a pure  primary  presentation  of  pleural 
actinomycosis.  Extensive  examination  and  roent- 
genographic  studies  failed  to  reveal  any  other  pri- 
mary focus.  At  present  the  treatment  of  choice 
is  essentially  the  use  of  antibiotic  agents.  The 
indicated  antibiotic  drug  is  penicillin  in  large  doses 
for  extended  periods  of  time.®  ® 

Ten  to  20  million  units  of  penicillin  daily  for 
thirty  to  forty-five  days  has  been  used.  This  regi- 
men should  be  continued  using  2 to  5 million  units 
daily  intramuscularly  or  its  oral  equivalent  for 
twelve  to  eighteen  months.®  If  the  patient  cannot 
tolerate  penicillin,  tetracycline,  as  given  in  our 
case,  is  an  alternative. There  are  many  authori- 
ties who  use  sulfa  drugs,  3 to  4 Gm.  daily  for  thirty 
days,  along  with  the  previously  mentioned  anti- 
biotic agents. Potassium  iodide  is  considered 
to  have  value  only  as  an  adjuvant  to  chemother- 
apy. 


Surgery  is  limited  to  the  drainage  of  purulent 
collections,  biopsy,  wide  resection  of  contaminated 
and  necrotic  tissues,  and,  finally,  the  treatment 
of  sequelae.^  ®-® 

Summary 

A rare  case  of  empyema  of  actinomycotic  origin 
is  reported.  The  clinical  course  and  successful 
treatment  with  surgical  drainage  and  antibiotic 
therapy  is  discussed.  The  pathogenesis  of  acti- 
nomycotic empyema  is  presented. 
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This  case  report  describes  an  attempt  at  resection 
of  the  superior  mesenteric  vessels  and  reanastomo- 
sis in  the  course  of  pancreatectomy.  The  patient 
did  not  survive,  but  we  believe  our  experience  will 
be  valuable  to  others  and  that  this  additional  step 
will  make  pancreatectomy  possible  in  some  cases 
previously  considered  nonresectable,  and  also  that 
it  may  improve  late  results  in  resected  cases. 

In  discussing  factors  influencing  survival  time 
after  pancreatic-duodenal  resection,  Longmire 
and  Shafey^  wrote:  “Tumors  of  the  uncinate 

process  have  posed  difficult  problems  in  resection 
and  survival  rate  time  has  been  poor.”  They  found 
that  resection  of  the  portal  vein  and  reanastomosis 
in  1 case  and  patch  grafting  in  2 others  permitted 
resection  but  did  not  increase  survival  time. 
Others  have  resected  the  portal  vein  and  reanasto- 
mosed it  or  used  autogenous  vein  grafts. Of 
interest  to  us  is  Sigel  et  al.^  observed  that  hyper- 
peristalsis and  edema  of  the  bowel  occurred  in 
their  case  in  which  the  vein  was  occluded  three 
hours.  Others  have  described  an  operation  de- 
signed to  resect  both  artery  and  vein.^** 

We  had  long  thought  of  this  possibility.  Unfor- 
tunately, the  addition  of  the  superior  mesenteric 
artery  and  vein  resection  is  a substantial  technical 
and  pathophysiologic  addition  to  the  operation  of 
Whipple,  Parsons,  and  Mullins.  The  usual  patient 
with  pancreatic  carcinoma  is  already  depleted  and 
toxic  from  his  disease.  There  are,  however,  some 
relatively  young  people  in  the  forties  whose  lives 
can  perhaps  be  saved  by  a wider  resection  to  in- 
clude the  superior  mesenteric  artery.  Another 
group  who  may  be  helped  are  those  with  very  slow- 


FIGURE  1,  View  of  tumor  invading  base  of  mesentery, 
head  lower  right. 


growing  islet  cell  carcinoma  of  the  pancreas,  to 
which  group  our  patient  belonged. 

Case  report 

A forty-six-year-old  woman  was  admitted  No- 
vember 14,  1967,  to  the  New  York  Polyclinic  Hospi- 
tal because  of  insufferable  pain  and  a large  intra- 
abdominal mass.  For  many  months  she  had  been 
taking  15  doses  of  nieperidine  (Demerol)  by  in- 
jection daily.  She  was  known  to  have  nonfunction- 
ing islet  cell  carcinoma  of  the  pancreas. 

This  diagnosis  was  made  thirty-one  years  before 
at  the  age  of  fifteen  when  she  was  operated  on  in 
Puerto  Rico  for  an  abdominal  mass.  A prognosis 
of  six  months  was  given  to  her  parents,  but  the 
patient  continued  to  live  and  function  with  the 
tumor  regrowing  slowly. 

Two  other  surgical  attempts  at  removal  were 
done  in  this  country.  In  May,  1963,  another 
surgeon  shelled  out  an  18-cm.  mass  from  the 
pancreas  confirming  the  diagnosis.  It  promptly 
recurred,  and  she  was  re-explored  in  1965  at  which 
time  it  was  found  that  the  superior  mesenteric 
artery  and  vein  were  surrounded  by  tumor  and 
the  removal  was  abandoned  after  1,500  cc.  of  blood 
loss. 

She  was  readmitted  to  the  New  York  Polyclinic 
Hospital  on  November  14,  1967,  with  a nodular 
mass  in  the  midabdomen  which  was  half  the  size 
of  a football.  Her  chief  complaint  was  severe  pain 
in  the  abdomen,  particularly  after  food  intake. 


366  New  York  State  Journal  of  Medicine  / February  1,  1971 


i 


requiring  large  doses  of  meperidine  for  relief. 
There  had  been  marked  loss  of  weight. 

The  positive  findings  are  the  following.  A 
gastrointestinal  series  revealed  the  stomach  and 
duodenum  displaced  by  a huge  retroperitoneal 
mass.  A liver  scan  revealed  cold  areas  in  the 
right  lobe  of  the  liver.  The  alkaline  phosphatase 
was  elevated  to  18.4,  but  the  bilirubin  was  normal. 

Operation  was  decided  on  because  of  the  unbear- 
able pain  and  the  known  slow  growth  of  this  and 
other  islet  cell  tumors.  It  was  hoped  that  even 
partial  removal  might  be  palliative  if  total  excision 
was  impossible. 

At  exploration  a huge  mass  was  present,  centered 
at  the  location  of  the  superior  mesenteric  vessels 
(Fig.  1).  The  transverse  mesocolon  and  the  mes- 
entery of  the  upper  small  bowel  were  filled  with 
lobules  of  tumor.  The  findings  were  anticipated, 
and  the  crucial  determination  was  to  find  a suffi- 
ciently large  superior  mesenteric  artery  and  vein 
distal  to  the  tumor  mass  to  provide  circulation 
for  an  adequate  length  of  small  bowel.  The  artery 
at  the  point  finally  selected  (below  4 branches) 
was  the  size  of  a small  brachial  artery,  and  the  vein 
was  about  5 mm.  across.  Resection  of  the  tumor 
mass  involved  the  antrum  of  stomach,  the  entire 
duodenum,  distal  common  duct,  all  of  the  pancreas 
except  the  tail,  the  transverse  colon  (except  the 
distal  left  portion  with  the  preservation  of  the 
inferior  mesenteric  vein),  and  all  but  56  inches 
of  terminal  small  bowel. 

The  preserved  vessels  were  heparinized  (15  mg.). 
The  superior  mesenteric  vein  was  anastomosed  to 
the  portal  vein  which  had  been  ligated  at  its 
point  of  origin  (5-0  silk,  vessel  6 to  7 cm.  wide), 
and  then  the  bias-cut  superior  mesenteric  artery 
was  anastomosed  to  the  aorta.  The  anastomosis 
was  1 cm.  long  and  an  ellipse  of  aortic  wall  was 
removed  (Fig.  2). 

W hen  released,  adequate  flow  was  apparent  and 
vigorous  peristalsis  took  place  in  the  contracted 
bowel.  The  common  duct  was  anastomosed  to  the 
side  of  the  jejunum,  the  proximal  end  closed,  and 
the  stomach  anastomosed  distally  to  the  same  loop. 
Nothing  was  done  with  the  pancreatic  remnant 
which  presented  no  visible  duct.  The  ascending 
colon  was  anastomosed  to  the  distal  transverse  co- 
lon side-to-side  and  the  blind  ends  brought  out  as 
colostomies.  Drains  were  placed  to  the  pancreatic 
stump  on  the  left  and  to  the  foramen  of  Winslow. 
The  patient’s  condition  was  good,  her  blood  pres- 
sure not  having  fallen  below  90.  Her  calculated 
blood  volume  had  almost  been  replaced  with  6 
units  during  the  long  procedure  of  seven  hours. 

The  next  day  it  was  evident  that  the  ascending 
colon  beneath  the  colostomy  clamp  was  gangre- 
nous. This  necessitated  a return  to  the  operating 
room  where  the  nonviable  ascending  colon  was 
removed.  The  portion  near  the  anastomosis  was 
healthy. 

The  next  seven  postoperative  days  were  char- 


FIGURE  2.  Arrows  indicate  anastomosis  of  superior 
mesenteric  vein  to  portal  and  distal  superior  mesenteric 
artery  to  aorta 


acterized  by  lethargy,  weakness,  low-grade  fever, 
with  occasional  tachycardia.  A low-grade  jaundice 
developed,  and  there  was  some  bloody  fluid  dis- 
charge from  the  wound.  On  the  seventh  post- 
operative day,  the  patient  developed  a massive 
upper  gastrointestinal  hemorrhage  which  required 
7 pints  of  blood  in  twenty-four  hours.  This 
reluctantly  forced  us  to  explore  her  again  as  a life- 
saving measure.  A large  clot  distending  the 
stomach  was  removed.  The  source  of  the  hemor- 
rhage was  not  unequivocally  disclosed  although 
the  entire  remnant  was  visualized.  An  area  of 
oozing  on  the  posterior  wall  was  oversewn  but  did 
not  seem  to  be  an  adequate  source.  Another  area 
at  the  anastomotic  margin  stopped  bleeding 
spontaneously. 

The  patient’s  condition  postoperatively  deteri- 
orated very  rapidly  and  she  died  three  days  later. 

Autopsy  examination  showed  the  lungs  to  be 
edematous  in  the  lower  lobes.  No  further  expla- 
nation for  the  gastric  hemorrhage  was  obtained. 
All  anastomoses  were  intact.  The  small-bowel 
loops  were  adherent  to  each  other  and  separating 
them  revealed  edema  fluid.  There  were  about 
300  cc.  of  thin  bloody  fluid  in  the  abdomen. 
The  liver  was  congested  and  bilestained  and  con- 
tained three  metastatic  lesions  in  the  right  lobe. 

Numerous  blood  cultures  had  been  negative,  but 
a culture  of  abdominal  drainage  a week  prior  to 
death  grew  Escherichia  coli  and  enterococcus.  It 
is  our  opinion  the  patient,  already  depleted  at 
the  time  of  surgery,  died  from  a combination  of 
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massive  blood  transfusion  and  its  effects  and  some 
degree  of  sepsis,  overhydration,  and  a great  deal 
of  stress.  The  tendency  to  bleed  with  low  platelet 
count  was  part  of  the  picture.  We  had  left  in  some 
ascending  colon  with  questionable  viability,  but 
all  bowel  seen  at  autopsy  had  been  viable. 

Vascular  anastomoses  were  intact  and  patent. 
The  intestinal  mucosa  appeared  healthy. 

A radical  resection  of  a slow-growing  islet  cell 
tumor,  inoperable  by  all  previous  standards,  was 
resected  with  re-establishment  of  circulation  to 
4^2  feet  of  small  bowel.  While  the  patient  failed 
to  survive,  the  feasibility  of  the  procedure  is 
strongly  suggested. 

14  East  75th  Street 
New  York,  New  York  10021 
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Bradycardia  is  considered  to  be  an  unusual  com- 
plication of  carotid  angiography,  and  in  several 
large  series  is  not  listed  at  all.*’-  When  it  devel- 
ops, neurologic  symptoms  may  occur,  causing 
confusion  in  diagnosis  and  treatment.  Three 
patients  are  reported  in  whom  marked  sinus 
bradycardia  developed  several  hours  after  carotid 
angiography.  The  association  of  bradycardia 
with  carotid  angiography  is  reviewed,  and  clinical 
implications  are  discussed. 

Case  reports 

Case  1.  A sixty-one-year-old  while  male  was 
admitted  to  Montefiore  Hospital  for  evaluation 
of  increasing  lethargy  and  slowing  of  thought  proc- 
esses of  one  year’s  duration.  There  was  a past 
history  of  mild  hypertension.  Physical  examina- 
tion revealed  a well-developed  man  with  a blood 
pressure  of  190/80  mm.  Hg  and  a regular  pulse  of 
80  per  minute.  Neurologic  examination  revealed 
a left  central  facial  palsy,  a minimal  left  homony- 
mous hemianopsia,  left  ankle  clonus,  a positive 
jaw  jerk,  and  a questionable  left  Babinski  reflex. 
An  electrocardiogram  showed  right  bundle  branch 
block,  left  axis  deviation,  and  left  ventricular 
hypertrophy.  The  electroencephalogram  was 
abnormal,  manifesting  intermittent  delta  activity 
of  left  temporal  origin. 

A right  carotid  arteriogram  was  performed  on 

• Dr.  Aronson  is  at  present  stationed  at  Fort  Clayton,  Canal 
Zone,  Panama. 

+ Dr.  Klein  is  currently  at  Holloman  Air  Force  Base,  New 
Mexico. 
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FIGURE  1.  Case  1 (A)  Rtiythm  strip  on  evening 

after  angiogram,  (lead  Va).  Rate  is  now  40  to  43  per 
minute  P waves  are  visible  (arrows).  P-R  interval  is 
0.12  seconds  (E)  Rfiythm  strip  done  tlie  next  morning 
(lead  II).  Rate  has  now  slowed  to  37  per  minute.  R- 
R interval  is  regular  (1.56  seconds),  and  no  P waves  are 
visible  This  probably  represents  a slow  bundle  of  His 
rhythm;  QRS  complex  is  normal  in  contour  and  resem- 
bles QRS  in  lead  II  of  (A).  (C)  Lead  II.  With  further 

slowing  of  the  bundle  of  His  rhythm,  the  slow  atrial  rate 
of  33  to  37  per  minute  becomes  manifest.  (D)  Rhythm 
strip  Vi  after  atropine  0.8  mg  intramuscularly.  Rate 
has  now  increased  to  75  and  normal  sinus  rhythm  has 
been  reestablished. 


November  3,  1966.  Phenobarbital  100  mg.  and 
atropine  0.4  mg.  were  administered  intramuscular- 
ly prior  to  the  procedure.  Three  separate  injec- 
tions of  a radiopaque  medium  (Conray  60)  totaling 
12  cc.  per  injection  were  administered  between  9:00 
and  11:(X)  A.M.  Most  of  the  contrast  medium  en- 
tered the  lumen  of  the  common  carotid  artery,  but 
a portion  of  the  injection  material  dissected  sub- 
intimally.  No  obvious  cerebral  mass  was  observed 
on  the  rapid  sequence  films. 

The  patient  tolerated  the  procedure  well,  resting 
in  bed  for  five  hours.  His  blood  pressure  and  pulse, 
two  and  one-half  hours  after  the  procedure,  at 
1:30  P.M.,  were  150/80  mm.  Hg  and  72  per  minute 
respectively.  At  4:30  P.M.,  he  was  found  to  be 
disoriented  with  rambling  speech.  His  pulse  was 
48  per  minute  and  his  systolic  blood  pressure 
ranged  between  90  and  110  mm.  Hg.  An  electro- 
cardiogram revealed  sinus  bradycardia  at  a rate 
of  40  to  43  per  minute  (Fig.  lA).  A marked  left 
homonymous  hemianopsia  had  developed,  and 
the  patient  remained  confused  and  restless 
throughout  the  evening.  The  pulse  ranged  be- 
tween 40  and  60  per  minute.  An  electrocardiogram 
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FIGURE  2.  Rhythm  strip  of  Case  1 two  weeks  later. 
Top;  carotid  pressure  (arrow)  produces  standstill  for 
6 seconds  before  sinus  escape.  Bottom:  after  atropine, 
carotid  pressure  (arrow)  produces  moderate  slowing 
of  sinus  rhythm. 

done  the  next  morning  revealed  a heart  rate  of 
approximately  38  per  minute  with  an  atrioventric- 
ular junctional  rhythm  (Fig.  IB)  followed  by  a 
slow  shifting  nodal  pacemaker  (Fig.  IC).  Atropine 
0.4  mg.  was  administered  intramuscularly  with 
resultant  acceleration  of  the  sinus  rate  (Fig.  ID). 
One  hour  and  fifteen  minutes  later,  a second  0.4- 
mg.  dose  of  atropine  was  given  intramuscularly. 
Normal  sinus  rhythm  was  reestablished  with  a 
rate  of  80  per  minute,  and  the  blood  pressure  rose 
to  120  to  150  mm.  Hg  systolic.  Intramuscular 
injections  of  0.4  mg.  of  atropine  every  four  hours 
maintained  the  heart  rate  between  60  and  80  per 
minute  and  the  blood  pressure  around  120/70  mm. 
Hg.  His  mental  status  improved  steadily,  and 
the  left  homonymous  hemianopsia  began  to  clear. 
Three  days  later,  the  atropine  was  discontinued 
and  propantheline  bromide  15  mg.  was  adminis- 
tered orally  every  four  hours. 

On  November  16,  thirteen  days  after  angi- 
ography, carotid  stimulation  produced  marked 
sinus  bradycardia.  Carotid  sinus  stimulation  after 
a brief  period  of  exercise  resulted  in  sinus  arrest 
followed  by  a return  to  sinus  rhythm  after  five  and 
a half  seconds  (Fig.  2).  Propantheline  was  dis- 
continued, but  sinus  bradycardia  recurred,  neces- 
sitating readministration  of  the  anticholinergic 
agent.  On  discharge,  it  was  felt  that  the  patient’s 
initial  symptoms  were  due  to  cerebral  vascular 
insufficiency.  He  was  discharged  on  propantheline 
bromide. 

Comment.  This  patient  developed  marked 
sinus  bradycardia  and  an  atrioventricular  junc- 
tional rhythm  following  carotid  angiography. 
Excess  vagal  tone  is  suggested  by  the  successful 
treatment  with  atropine.  Hypersensitivity  of 
the  carotid  sinus  is  supported  by  the  development 
of  sinus  arrest  following  minimal  carotid  massage 
two  weeks  after  the  procedure.  The  neurologic 
symptoms,  which  developed  with  the  onset  of  the 
slow  heart  rate,  progressively  improved  with 
return  of  regular  sinus  rhythm. 

Case  2.  A seventy-four-year-old  woman  was 


admitted  to  New  Rochelle  Hospital  because  of 
sudden  onset  of  right  hemiparesis  twelve  hours 
prior  to  admission.  There  was  no  previous  history 
of  cardiac  or  cerebral  disease  except  for  transient 
atrial  fibrillation  associated  with  hyperthyroidism 
two  weeks  prior  to  admission.  Physical  examina- 
tion revealed  an  elderly  woman  with  a regular 
pulse  of  80  per  minute  and  a blood  pressure  of 
180/80  mm.  Hg.  She  had  slurred  speech,  a right 
central  facial  palsy,  right  hyperreflexia,  and  a 
right  Babinski  and  Hoffman’s  sign.  On  March  14, 
1968,  she  developed  atrial  fibrillation  which  was 
treated  with  digoxin,  0.5  mg.  orally,  followed  with 
one  additional  dose  of  0.25  mg.  orally  on  March  15, 
by  which  time  she  was  again  in  sinus  rhythm. 

Her  heart  rate  before  angiography  on  March  19, 
1968,  ranged  from  58  to  80  per  minute  and  was 
regular.  A left  carotid  angiogram  was  performed 
without  complications  under  local  anesthesia 
with  contrast  material  (Renografin).  No  medica- 
tion was  given  prior  to  the  procedure.  The  angio- 
gram was  interpreted  as  normal.  At  4:00  P.M., 
on  returning  to  the  floor  following  her  angiogram, 
her  pulse  was  68  per  minute.  At  10:00  P.M.,  she 
was  noted  by  a physician  to  have  “sinus  brady- 
cardia.’’ The  next  morning,  an  electrocardiogram 
revealed  sinus  bradycardia  at  a rate  of  46  per 
minute.  On  March  21,  her  heart  rate  was  43  per 
minute  with  sinus  bradycardia,  and  her  blood 
pressure  was  110/70  mm.  Hg.  By  March  24,  her 
pulse  rate  rose  to  64  per  minute.  During  this  five- 
day  period,  postangiography,  she  became  in- 
creasingly confused,  but  with  the  increase  in  her 
heart  rate,  her  confusion  lessened.  On  March  26, 
a right  retrograde  brachial  arteriogram  was  per- 
formed and  was  reported  as  showing  normal 
findings.  On  April  2,  a pneumoencephalogram 
revealed  ventricular  dilatation.  The  heart  rate  at 
that  time  was  62  per  minute.  Her  mental  status 
improved,  and  she  maintained  a normal  sinus 
rhythm  with  no  reported  bradycardia  from  March 
24  to  April  5,  1968,  when  she  was  discharged. 

Comment.  This  patient  developed  marked  and 
prolonged  sinus  bradycardia  following  carotid 
angiography.  With  subsequent  brachial  arteriog- 
raphy and  pneumoencephalography,  she  main- 
tained a normal  pulse  rate.  Her  mental  status 
seemed  to  be  related  to  the  heart  rate,  improving 
with  the  increase  in  rate. 

Case  3.  A sixty-seven-year-old  man  was  admit- 
ted to  Montefiore  Hospital  because  of  a progres- 
sive decrease  in  vision  in  his  left  eye  for  one  and 
a half  years  and  a temporal  field  loss  for  two  to 
three  months  prior  to  admission.  Recent  skull 
films  revealed  an  enlarged  sella  turcica.  Physical 
examination  revealed  a well-developed  man  with 
a regular  pulse  of  80  per  minute  and  a blood  pres- 
sure of  140/90  mm.  Hg.  The  heart  and  lungs  were 
normal.  Neurologic  examination  revealed  a pale 
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irre^lar  left  disk  and  bilateral  temporal  hemi- 
anopsia. An  electrocardiogram  showed  regular 
sinus  rhythm  with  nonspecific  T-wave  abnor- 
malities. 

On  August  10,  1967,  a right  carotid  angiogram 
was  attempted.  Phenobarbital,  0.2  Gm.  and  atro- 
pine 0.4  mg.  were  given  before  the  procedure. 
Procaine  was  used  as  local  anesthesia  during  the 
procedure.  Numerous  attempts  were  made  to 
enter  the  right  carotid  artery.  At  1:55  P.M., 
during  the  last  attempt,  the  patient  suddenly  lost 
consciousness,  and  his  eyes  deviated  to  the  right. 
The  blood  pressure  fell  to  90/60  mm.  Hg  and 
returned  to  130/90  mm.  Hg  within  five  minutes, 
by  which  time  the  patient  was  fully  alert.  The 
procedure  was  then  terminated.  This  patient  was 
one  of  a group  of  10  patients  whose  electrocardio- 
grams were  monitored  continuously  by  the  Holter 
technic  on  the  day  of  their  angiograms.  Review  of 
the  taped  electrocardiogram  showed  a slowing 
of  the  heart  rate  to  58  per  minute  at  2:15  P.M. 
and  to  51  per  minute  at  3:58  P.M.  Prior  to  the 
attempted  angiogram,  heart  rate  was  70  to  80  per 
minute.  The  monitor  was  not  attached  during 
the  procedure  for  technical  reasons.  No  new 
neurologic  symptoms  developed  following  the 
angiogram.  Further  work-up,  including  a pneu- 
moencephalogram, confirmed  the  presence  of  an 
intrasellar  mass.  Treatment  with  radiotherapy 
was  begun. 

Comment.  This  patient  had  numerous  un- 
successful attempts  at  carotid  angiography.  His 
heart  rate  at  this  time  is  not  known.  During  the 
last  attempt,  he  developed  hypotension  and  a 
seizure,  probably  secondary  to  stimulation  of  the 
carotid  sinus.  Several  hours  later,  he  developed 
documented  sinus  bradycardia  with  no  symp- 
tomatolog>’.  It  is  of  interest  that  no  contrast 
medium  was  injected  during  the  procedure. 

Comment 

Stretch  or  pressure  on  the  baroreceptors  in  the 
carotid  sinus  play  an  important  role  in  the  regula- 
tion of  cardiac  rate,  cardiac  rhythm,  and  blood 
pressure.  Carotid  sinus  pressure  may  lead  to 
I severe  sinus  bradycardia,  atrioventricular  block, 
i complete  cardiac  standstill,  or  severe  hypotension. 

Syncope  or  other  neurologic  symptoms  may  result 
’ from  these  disturbances  in  pulse  and  blood  pres- 
sure or  may  occur  independently.^- + Inadver- 
tently prolonged  carotid  sinus  stimulation  may 
conceivably  lead  to  similar  changes  in  heart  rate, 
i blood  pressure,  or  neurologic  findings. 

The  3 patients  reported  are  examples  of  sinus 
t bradycardia  following  carotid  angiography.  It  is 
^ not  certain  that  the  bradycardia  resulted  from 
I carotid  sinus  sensitivity  as  other  factors  may  have 
I led  to  the  slow  heart  rate.  Several  reports  on 
* complications  of  cerebral  angiography  have  noted 
ij  bradycardia  following  this  procedure.  Feild, 


et  al.,^  reported  a case  (*19)  of  a fifty-four-year- 
old  man  with  cerebrovascular  disease  who  two  to 
three  hours  following  bilateral  carotid  angiography 
developed  a left  hemiparesis  and  hemianesthesia 
associated  with  a heart  rate  of  42  per  minute.  The 
electrocardiogram  is  not  described.  Carton*’ 
described  a case  (#72)  of  a thirty-two-year-old 
man  who  developed  extreme  bradycardia  and  a 
drop  in  blood  pressure  for  two  days  following 
carotid  angiography.  The  electrocardiogram 
showed  a “slow  heart  rate.”  This  was  treated  with 
ephedrine. 

Ferret  and  Nishioka,’  in  the  report  on  the  co- 
operative study  on  cerebral  angiography  for  sub- 
arachnoid hemorrhage,  listed  bradycardia  along 
with  tachycardia,  transient  asystole,  and  cardiac 
arrest  as  arrhythmias  associated  with  cerebral 
angiography.  They  did  not  mention,  however,  if 
bradycardia  occurred  during  or  several  hours  after 
the  angiography.  They  also  noted  the  high  in- 
cidence of  complications  with  subintimal  in- 
jections, the  probable  mechanism  for  the  symp- 
tomatology in  our  Case  1.  Ecker”  noted  the  risk 
of  the  hypersensitive  carotid  sinus  syndrome  and 
claimed  that  local  injection  of  procaine  into  the 
wall  of  the  carotid  sinus  might  abort  the  appear- 
ance of  the  syndrome. 

The  reason  for  the  delay  in  the  onset  of  the 
bradycardia  and  for  its  prolonged  nature  in  Cases 
1 and  2 is  not  clear.  Atropine  given  prior  to  the 
procedure  may  have  delayed  the  early  onset  of 
intense  vagal  tone  in  Cases  1 and  3,  thereby  pre- 
venting bradycardia  until  the  effects  of  the  drug 
wore  off.  A possible  mechanism  for  the  prolonged 
nature  of  the  bradycardia  is  that  puncture  or 
punctures  of  the  carotid  artery  may  produce  soft- 
tissue  hemorrhage  which  may  subsequently  set  up 
an  inflammatory  response  in  the  region  of  the 
carotid  sinus  causing  prolonged  stimulation  of  the 
baroreceptors.  Extravasation  of  radiopaque 
medium  around  the  carotid  sinus,  as  in  Case  1, 
would  produce  a similar  soft-tissue  reaction  with 
consequent  stimulation  of  baroreceptors.  This 
may  stimulate  a hypersensitive  carotid  sinus  syn- 
drome and  lead  to  prolonged  bradycardia  and 
hypotension.  It  may  also  produce  new  neurologic 
symptoms,  as  it  did  in  Cases  1 and  2,  leading  to 
difficulties  in  the  differential  diagnosis  with  other 
complications  of  carotid  angiography  such  as 
cerebral  infarction. 

We  monitored  the  electrocardiograms  of  10 
patients  on  the  day  of  their  angiograms  by  the 
Holter  technic.  The  monitor  was  applied  shortly 
before  the  angiogram  was  performed,  and  was  run 
for  a total  of  eight  hours.  Usually  it  was  dis- 
connected during  the  procedure  for  technical 
reasons.  Only  1 patient.  Case  3,  developed  brady- 
cardia and  is  reported.  The  other  9 patients  mani- 
fested no  significant  cardiac  arrhythmias. 

Although  bradycardia  is  not  frequent  following 
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carotid  angiography,  several  precautions  may  be 
useful  in  preventing  its  occurrence:  (1)  patients 

should  be  tested  for  a sensitive  carotid  sinus  reflex 
before  carotid  angiography  is  carried  out;  (2) 
electrocardiographic  monitoring  should  be  insti- 
tuted for  patients  proved  by  step  1 to  be  sensitive 
to  carotid  sinus  stimulation;  (3)  infiltration  of  the 
carotid  sinus  with  procaine  or  lidocaine  may  elim- 
inate the  carotid  sinus  reflex;  and  (4)  atropine 
given  prior  to  the  procedure  may  lessen  the  inci- 
dence of  the  complication. 

Following  angiography,  careful  monitoring  of  the 
pulse  and  blood  pressure  should  be  carried  out  for 
at  least  eight  to  twelve  hours.  If  bradycardia 
develops,  especially  if  it  is  symptomatic,  treatment 
with  atropine  may  be  useful  as  indicated;  a tempo- 
rary intracardiac  pacemaker  may  be  necessary. 

Ill  East  210th  Street 

Bronx,  New  York  10467  (DR.  RUBIN) 


Acknowledgment.  We  wish  to  thank  Charles  Sickles,  M.D., 
of  New  Rochelle  Hospital  for  allowing  us  to  report  Case  2. 

References 

1.  Lindner,  D.  W.,  Hardy,  W.  G.,  Thomas,  L.  M.,  and 
Gurdjian,  E.  S.:  Angiographic  complications  in  patients  with 
cerebrovascular  disease,  J.  Neurosurg.  19:  179  (1967). 

2.  Kaplan,  A.  D.,  and  Walker,  A.  E.:  Complications  of 
cerebral  angiography.  Neurology  4:  643  (1954). 

3.  Lown,  B.,  and  Levine,  S.  A.:  The  carotid  sinus.  Clinical 
value  of  its  stimulation.  Circulation,  23:  766  (1961). 

4.  Calverley,  J.  R.,  and  Millikan,  C.  H.:  Complications 

of  carotid  manipulation.  Neurology  11:  185  (1961). 

5.  Feild,  J.  R.,  Robertson,  J.  T.,  and  DeSaussure,  R.  L.,  Jr.: 
Complications  of  cerebral  angiography  in  2,000  consecutive 
cases,  J.  Neurosurg.  19:  775  (1962). 

6.  Carton,  C.  A.:  Cerebral  Angiography  In  the  Manage- 

ment of  Head  Trauma,  Springfield,  Illinois,  (Charles  C Thomas, 
1959,  p.  127. 

7.  Ferret,  G.,  and  Nishioka,  H.:  Report  on  the  cooperative 
study  of  intracranial  aneurysms,  and  subarachnoid  hemorrhage. 
Section  IV.  Cerebral  angiography.  An  analysis  of  the  diagnos- 
tic value  and  complications  of  carotid  and  vertebral  angiog- 
raphy in  5,484  patients,  J.  Neurosurg.  25:  98  (1966). 

8.  Ecker,  A.:  The  Normal  Cerebral  Angiogram,  Spring- 

field,  Illinois,  Charles  C Thomas,  1951,  p.  48. 


372  New  York  State  Journal  of  Medicine  / February  1 , 1971 


I 


RESPIRATORY 
CHORISTOMA 
OF  STOMACH 

BARTON  TANENBAUM,  M.D. 

Brooklyn.  New  York 

BERNARD  S.  LEVOWITZ,  M.D. 
Brooklyn.  New  York 

MARIO  PONCE.  M D. 

Brooklyn.  New  York 

SANCHO  MANUBAY,  JR.,  M.D. 

Brooklyn.  New  York 

Resident  in  Surgery  (Dr.  Tanenbaum).  Director 
of  Surgery  (Dr.  Levowitz).  Resident  in  Surgery 
(Dr.  Ponce),  and  Former  Chief  Resident  (Dr 
Manubay).  Department  of  Surgery,  The  Jewish 
Hospital  and  Medical  Center  of  Brooklyn 


Respiratory  choristoma*  of  the  stomach  is  a rare 
congenital  anomaly.  It  is  a cystic  or  solid  structure 
( comprising  normal  tissues  of  respiratory  origin 
( located  adjacent  to  or  within  the  gastric  wall.  The 
ciliated  respiratory  epithelium  of  the  choristoma 
distinguishes  it  from  the  columnar  epithelium 
lining  the  more  frequently  noted  gastrointestinal 
duplication.  Alteration  of  the  mucosal  pattern  in 
the  reported  cases  of  enteric  duplication  has  been 
attributed  to  pressure  phenomena  or  chemical 
erosion. 

Since  only  two  other  instances  of  gastroenteric 
choristoma  have  been  noted  in  the  English  litera- 
ture, the  following  case  report  merits  presenta- 
tion. 

I 

) Case  report 

A sixty-year-old  white  male  was  admitted  for  the 
first  time  to  The  Jewish  Hospital  and  Medical 
Center  of  Brooklyn  on  April  24,  1968,  with  hemate- 
mesis  and  weakness. 

In  1934,  at  the  age  of  twenty-six,  he  was  admit- 
' ted  to  the  hospital  for  plication  of  a perforated 
duodenal  ulcer.  In  1953  gastrectomy  and  gas- 
trojejunostomy were  performed  for  pyloric  obstruc- 
tion. Gastrointestinal  bleeding  necessitated  re- 
hospitalization in  1957  and  1960.  Barium  enema 
and  upper  gastrointestinal  series  performed  on 

‘Greek;  choristos — sepairated;  -oma — tumor. 


FIGURE  1.  Section  of  initially  resected  choristoma  in 
gastrosplenic  ligament  with  areas  of  cuboidal  and  respir- 
atory epithelium  (hematoxylin  and  eosin  stain  X 175). 


each  occasion  failed  to  determine  the  source  of 
hemorrhage. 

In  October,  1962,  he  was  admitted  to  the  hos- 
pital with  melena.  The  gastrointestinal  series 
was  interpreted  as  suspicious  of  a marginal  ulcer. 
At  laparotomy,  a sac-like  structure  measuring 
4 by  l)i^  inches  was  found  lying  between  the  spleen 
and  stomach.  The  splenic  vessels  were  so  inti- 
mately involved  that  splenectomy  was  required. 
No  communication  with  the  stomach  could  be 
demonstrated. 

Histologic  section  of  the  mass  revealed  its 
mucosa  to  be  lined  by  areas  of  ciliated  pseudo- 
stratified  columnar  epithelium  and  small  cuboi- 
dal cells,  in  some  areas  piled  into  two  or  three 
layers.  These  cells  did  not  form  glands.  The 
material  within  the  cyst  was  composed  of  several 
layers  of  smooth  muscle.  The  serosal  surface 
contained  adipose  tissue  and  dilated  capillaries. 
There  was  no  evidence  of  malignant  change  (Fig. 
1). 

On  physical  examination  at  the  present  admis- 
sion, the  patient  appeared  to  be  a well-developed, 
asthenic  white  male,  with  pulse  78  and  blood 
pressure  140/80.  Conjunctival  pallor  was  pres- 
ent. A systolic  murmur  was  heard  at  the  base  of 
the  heart.  Scars  of  previous  surgical  incisions 
were  present  on  the  abdomen.  The  stool  was 
brown  and  guaiac  positive. 

The  hematocrit  was  24.  Emergency  upper  gas- 
trointestinal series  revealed  a Billroth  II  recon- 
struction in  the  previous  gastrectomy  (Fig.  2).  No 
bleeding  site  was  noted.  A persistent  filling 
defect  at  the  gastroesophageal  junction  was  inter- 
preted as  possibly  a gastric  tumor.  Intermittent 
bleeding  required  continuation  of  supportive  ther- 
apy. No  active  bleeding  had  been  noted  for  six 
days;  he  was  placed  on  a bland  diet.  Gastric  aspi- 
rate showed  no  free  acid. 

At  gastroscopy,  dark  clots  were  noted  in  the 
gastric  pouch  and  a smooth  pink  indentation  was 
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seen  high  in  the  cardia.  There  was  no  evidence  of 
ulceration  or  neoplasm.  The  lesion  was  thought 
to  be  submucosal  in  location.  The  bleeding  site 
was  too  high  to  be  seen. 

On  May  7,  1968,  the  residual  stomach  was  ex- 
posed through  a transthoracic  approach,  and  a 
gastrotomy  was  performed.  No  marginal  ulcer 
was  noted,  and  no  active  bleeding  was  identified. 
There  was  slight  induration  over  a soft-tissue  mass 
in  the  posterior  wall  of  the  stomach  which  meas- 
ured 3 by  2 inches.  The  cystic  mass  was  isolated, 
and  approximately  20  cc.  of  viscid  gelatinous  mate- 
rial were  evacuated.  The  major  portion  of  the  cyst 
wall  was  excised  and  the  defect  in  the  posterior 
wall  closed.  Vagotomy  was  performed  prior  to 
closure. 

On  the  ninth  postoperative  day,  upper  gastroin- 
testinal series  no  longer  demonstrated  the  previous 
filling  defect.  The  patient  was  discharged  shortly 
thereafter. 

The  pathology  report  of  the  resected  specimen 
was  a hamartomatous  cyst,  a portion  of  which  was 
lined  by  ciliated  respiratory  epithelium  (Fig.  3). 

Comment 

The  embryogenesis  of  a respiratory  choristoma 
of  the  gastrointestinal  tract  was  described  by 
Jordan"*  who  divided  anomalies  of  the  respiratory 
system  into  two  groups.  The  first  were  attached 
to  or  were  part  of  the  respiratory  tract,  while  the 
second  were  not.  The  latter  bore  no  structural 
connection  with  the  respiratory  apparatus  and 
seemed  to  arise  independently  of  it.®  An  abnormal 
and  supernumerary  evagination  of  the  early  em- 
bryonic gut  occurred  independently  of  the  respir- 
atory anlage.  These  cells  were  anomalous  in 
position,  and  under  normal  developmental  proces- 
ses would  not  be  expected  to  possess  respiratory 
potentialities.  However,  they  differentiate  histo- 
logically into  pseudorespiratory  tissue  prenatally 
or  early  in  postnatal  life. 

Dardik,  Glotzer,  and  Silver®  described  a hepatic 
cyst  lined  with  ciliated  respiratory-like  epithelium. 
They  took  note  of  the  transient  stage  of  ciliation  of 
the  esophageal  epithelium  in  the  tenth  week  of 
gestation  and  postulated  a similar  process  in  either 
an  independent  enteric  bud  or  one  of  the  primordia 
of  the  hepatic  diverticulum  destined  to  become 
anomalous  or  malformed. 

In  a previously  reported  case  of  respiratory  chori- 
stoma of  the  stomach,  the  cyst  was  postulated 
to  represent  a migration  of  cells  of  the  laryngotra- 
cheal bud  which  remained  contiguous  with  the 
foregut  anlage  of  the  stomach.®  Dewing,  Roessel, 
and  Olmstead*  described  a cystic  lesion  lined  with 
nonciliated  pseudostratified  columnar  epithelium 
and  attributed  the  alteration  from  typical  gastric 
epithelium  to  intracystic  pressure. 

While  the  embryogenesis  of  the  respiratory  chori- 
stoma of  the  stomach  differs  from  that  postulated 


FIGURE  2.  Persistent  filling  defect  (arrow)  shown  at 
gastroesophageal  junction  in  barium-filled  stomach. 
Inset:  Intragastric  mass  as  seen  in  spot  film. 


for  the  gastric  duplication,  both  are  present  as 
benign  intragastric  masses  and  are  physiologically 
similar.®'^ 

Bartels,^  reporting  on  55  cases  of  duplication, 
found  15  to  have  experienced  melena  or  hemate- 
mesis.  This  may  be  secondary  to  associated  peptic 
ulcer  or  to  mucosal  ulceration  at  the  stoma  of  a 
communicating  duplication.  McCutcheon®  sug- 


FIGURE  3 Respiratory  epithelium  lining  wall  of  stom- 
ach (hematoxylin  and  eosin  stain  X 1 75). 
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gests  interference  with  the  blood  supply,  leading 
to  sloughing  of  the  intestinal  mucosa. 

Other  significant  symptoms  of  a gastric  duplica- 
tion listed  by  Ladd  and  Gross^  are  pain,  produced 
by  intracystic  distention,  and  obstruction  due  to 
external  pressure.  In  the  pediatric  age  group,  the 
presence  of  a palpable  abdominal  mass  was  the 
most  common  finding. 

The  presence  of  multiple  gastric  duplications 
communicating,  however,  with  each  other,  has 
been  reported. In  Cabot ’s“  case,  the  cysts  were 
independent  of  each  other,  one  on  the  anterior  wall 
and  the  other  on  the  posterior  wall.  Similarly  our 
case  is  reported  with  multiple  noncommunicating 
cystic  choristomas. 

The  treatment  of  the  gastric  choristoma,  like 
the  enteric  duplication,  is  surgical  and  is  made 
complex  by  the  lack  of  a plane  of  cleavage  between 
cyst  and  stomach  and  their  sharing  of  a common 
blood  supply.  Hence  resection  of  the  lesion  may 
result  in  ischemia  and  necrosis  of  the  residual  gas- 
tric wall.  The  procedure  must  be  individualized 
and  designed  to  leave  as  much  functional  stomach 
as  possible. 

Summary 

A rare  case  of  respiratory  choristoma  of  the 
stomach  is  recorded.  The  lesion  is  a mass  of  histo- 
logically normal  respiratory  tissue  located  in  the 


gastric  wall.  The  proposed  theories  of  its  forma- 
tion favor  the  presence  of  an  independent  respira- 
tory anlage  in  the  embryonic  gastric  wall.  Physio- 
logically and  symptomatically  it  resembles  a 
duplication  of  the  stomach. 
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The  founding  fathers  of  our  American  Academy 
realized,  and  realized  well,  that  if  general  prac- 
tice was  to  survive,  its  survival  had  to  be  built 
around  a concept  that  would  continue  to  contrib- 
ute to  the  perpetuation  and  enhancement  of  gen- 
eral practice,  namely,  continued  medical  educa- 
tion. This  was  so  basic  and  so  important  that 
retention  of  membership  mandated  active  and 
continued  involvement  in  the  field  of  continued 
education  by  each  individual  member  of  the 
Academy. 

Academy's  programs 

For  the  first  twenty  years  of  its  existence,  the 
Academy’s  major  concern  was  with  graduate  edu- 
cation. The  zealous  application  and  constant 
improvement  in  these  programs  of  continued 
education  have  placed  the  Academy’s  educational 
programs  on  a par  with  the  best  in  the  country. 

These  trail-blazing  efforts  in  medical  educa- 
tion, in  turn,  contributed  greatly  to  the  growth 
and  stature  of  our  American  Academy  of  General 
Practice. 

Then  came  greater  emphasis  on  postgraduate 
medical  training.  It  became  obvious  that  spe- 
cial efforts  in  the  internship  and  residency  train- 
ing program  phases  were  necessary  to  attract  our 
younger  medical  colleagues  into  the  field  of  mod- 
ernized general  practice  and  its  more  contem- 
porary handmaiden,  family  practice.  The  resi- 
dency training  programs  in  family  practice  were 
born  and  they  prospered.  With  the  successful 
adoption  of  family  practice  as  a specialty  and  the 
availability  of  certification  for  this  specialty  as 
a culmination  of  the  family  practice  residency 
training  program,  a complete  postgraduate  pro- 
gram in  general  practice  and  family  practice 
became  an  established  entity. 

Presented  at  the  lf54th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
fieneral  Practice,  February  10,  1970. 


Results  of  Conklin  law 

But  we  were  still  losing  many  potential  general 
practitioners  and  family  practitioners  on  a medi- 
cal school  level  because  of  nonexposure  to  a gen- 
eral practice  faculty.  The  medical  schools,  the 
front  door  to  medical  education,  had  to  be  opened. 
The  first  breakthrough  came  in  New  Jersey. 
This  was  followed  a year  later  by  the  establish- 
ment of  a new  dynamic  concept  of  general  prac- 
tice and  family  practice  projected  by  the  New 
York  State  Academy  of  General  Practice.  This 
was  the  establishment  of  clinical  departments 
of  family  practice  headed  by  a general  practi- 
tioner in  our  state-supported  medical  schools. 
The  Conklin-Cook  bill  providing  for  this  program 
was  overwhelmingly  endorsed  by  the  Medical 
Society  of  the  State  of  New  York,  was  passed 
overwhelmingly  by  both  houses  of  the  New  York 
State  legislature,  was  signed  by  Governor  Rocke- 
feller, and  became  part  of  the  educational  law 
of  the  State  of  New  York.  A version  of  this  now 
famous  Conklin  law  was  more  recently  enacted 
by  the  legislature  of  Illinois  and,  in  the  not  too 
distant  future,  unquestionably  will  be  adopted 
by  state  after  state.  The  front  door,  the  medical 
school,  is  now  open;  and  the  educational  circle 
of  undergraduate,  graduate,  and  postgraduate 
education  for  the  general  practitioner  has  become 
a reality. 

Colleagues  everywhere,  especially  in  Ohio, 
Connecticut,  and  Illinois,  continue  to  make  major 
contributions  in  the  field  of  continued  medical 
education.  The  progressive  development  of  more 
and  more  residency  training  programs  in  family 
practice  are  indicative  of  progress  in  the  field  of 
graduate  medical  education.  We  must  now  be- 
come involved  with  the  challenge  of  making  major 
contributions  to  the  administrative,  advisory, 
and  most  important  the  teaching  phases  of  the 
undergraduate  medical  programs  that  will  con- 
tinue to  surround  us.  It  is  in  this  newly  created 
area  that  we  must  address  our  major  efforts. 
We  must  train  our  general  practitioners  to  insure 
medical  manpower  availability  for  taking  on  these 
challenges  created  by  this  newly  “opened  door.” 

Our  record  of  accomplishment  in  undergraduate 
medicine  must  surpass  all  other  Academy  pro- 
grams and  must  prove  so  successful  wherever 
instituted  that  it  will  insure  its  adoption  through- 
out the  entire  country  and  hopefully  the  entire 
world. 

Programs 

To  date,  none  of  our  medical  colleges  have 
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actively  inaugurated  departments  of  general 
practice  or  family  practice,  although  each  has 
done  some  planning.  At  Stony  Brook,  Edmund 
Pellegrino,  M.D.,  ably  assisted  by  many  gen- 
eral practitioners  and  family  practitioners  locally, 
is  establishing  a full-fledged  academic  depart- 
ment in  family  practice.  This  will  be  one  of  the 
multitract  programs  made  available  to  under- 
graduates. When  realized,  this  outstanding  medi- 
cal school  program  in  family  practice  will  prob- 
ably serve  as  a basic  example  for  consideration 
by  other  medical  schools  in  creating  clinical 
departments  of  family  practice.  The  program 
at  Stony  Brook  is  planned  to  become  operational 
in  1971. 

The  programs  at  Buffalo  and  Syracuse  are 
actually  outgrowths  of  long-standing  service  and 
training  commitments  to  the  community.  These 
pre-existed  the  relevant  legislation  and  probably 
will  form  the  basis  on  which  the  medical  school 
departments  will  be  built.  At  the  University  of 
Buffalo  Medical  School,  Edward  F.  Marra,  M.D., 
the  head  of  the  Family  Practice  Department, 
was  responsible  for  introducing  family  practice 
into  the  lecturing  and  teaching  programs  at  the 
University.  The  Department  of  Family  Practice 
is  establishing  a group  practice  clinic  in  addition 
to  the  existing,  university-sponsored  Lackawanna 
Clinic  which  works  in  the  ghetto.  The  produc- 
tivity of  this  department  was  further  enhanced 
by  the  fine  efforts  of  Max  Cheplove,  M.D.,  and 
his  coworkers  at  the  Millard  Fillmore  Hospital, 
an  affiliated  institution  in  Buffalo,  with  the  es- 
tablishment of  preceptorships  closely  resembling 
those  required  by  the  Conklin  law.  For  the  past 
many  years,  more  residents  have  completed  their 
training  in  family  practice  and  general  practice 
at  this  institution  than  in  any  other  medical 
school-affiliated  hospital  in  the  State  of  New 
York.  These  successful  efforts  at  the  University 
of  Buffalo  are  further  complemented  on  a local 
level  with  the  establishment  of  a family  prac- 
tice residency  training  program  at  the  Deaconess 
Hospital  with  Ernest  Haynes,  M.D.,  as  the  full- 
time director  of  this  program.  The  family  prac- 
tice unit  here  is  an  integrated  entity  that  func- 
tions apart  from  the  hospital  and  even  in  its  early 
stages  will  provide  training  for  eight  residents 
each  year.  It  is  anticipated  that  a close  working 
relationship  will  develop  between  the  University, 
the  Millard  Fillmore,  and  the  Deaconess  Hospital 
programs  that  will  insure  the  success  of  this  pro- 
gram locally. 

At  the  Upstate  Medical  Center  at  Syracuse, 
Francis  S.  Caliva,  M.D.,  has  been  designated 
chairman  of  the  department,  although  the  depart- 
ment itself  has  yet  to  be  set  up.  As  head  of  the 
family  practice  residency  training  program  at 
St.  Joseph’s  Hospital,  an  affiliate  of  Upstate, 
there  have  been  ongoing  programs  for  training 


family  practice  residents  for  many  years. 

The  University  of  Rochester  School  of  Medicine 
initiated  a family  medicine  program  in  July, 
1967,  with  the  cooperation  of  the  Highland  Hos- 
pital for  the  intent  purpose  of  creating  community- 
oriented  primary  care  physicians.  This  program 
has  grown  to  the  extent  that  it  is  now  directed 
by  a staff  of  full-time  faculty  members  of  the 
University.  More  than  30  medical  students  were 
involved  in  elective  courses  offered  by  this  pro- 
gram during  the  past  year,  and  there  are  18  resi- 
dents at  varying  levels  of  their  residency  training 
programs.  It  is  interesting  to  note  that  the  pa- 
tient facilities  are  constantly  oversubscribed  in 
this  program. 

The  Downstate  Medical  Center,  because  of  the 
inherent  difficulties  entailed  in  the  initiation  of 
so  major  a medical  program,  continues  to  give 
much  consideration  to  all  facets  of  the  program 
to  be  incorporated  in  the  medical  school  curric- 
ulum. The  local  availability  of  a high-level 
faculty,  generalists  and  specialists,  on  a full-time 
and  part-time  basis  will  contribute  greatly  to  the 
future  success  of  this  program. 

Among  the  more  than  30  approved  family  prac- 
tice graduate  level  programs  in  the  United  States, 
mention  must  be  made  of  the  successful  efforts 
of  Eugene  Fanta,  M.D.,  in  the  establishment  of 
a family  practice  training  program  at  a major 
medical  center  in  Brooklyn,  the  Lutheran  Medical 
Center.  This  program  will  start  in  July,  1970. 
More  than  30  additional  family  practice  train- 
ing programs  are  in  the  planning  stage  throughout 
the  country. 

The  actual  creation  of  departments  of  family 
practice  has  had  to  await  state  funding.  I am 
now  advised  that  such  fiscal  funding  from  the 
State  of  New  York  has  been  made  available  and 
that  operational  programs  in  family  practice 
will  be  at  all  State-supported  medical  schools 
by  the  fall  of  1970. 

Governor  Rockefeller  and  Chancellor  Gould, 
of  the  State  University  of  New  York,  are  so  im- 
pressed with  the  potentials  of  this  program  of 
undergraduate  training  for  family  and  general 
practitioners  that  they  continue  enthusiastically 
to  support  the  concept  of  creating  clinical  depart- 
ments of  family  practice  in  all  the  medical  schools 
of  the  State  of  New  York. 

Conclusion 

We  are  witnessing  the  rejuvenation  of  general 
practice  in  the  form  of  its  modernized  counter- 
part, family  practice.  The  family  practitioner 
is  coming  into  his  own  as  “the  doctor  who  treats 
the  family.”  The  concept  of  the  primary  physi- 
cian as  the  head  of  the  health  team  that  is  family 
and  community  oriented  is  taking  hold.  A firmly 
implanted  concept  of  the  family  physician  is  now 
part  of  the  medical  horizon. 
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Literary  and  art  works,  some  of  which  are 
masterpieces,  attractively  or  intriguingly  include 
at  times  certain  aspects  of  psychopathology.  Of- 
ten the  literary  or  art  form  in  its  entirety  reflects 
issues  of  medical  and  psychiatric  interest.  It  is 
generally  accepted  that,  among  writers,  one  can 
see  Dostoyevsky  as  unquestionably  psychologically 
perceptive.  It  seems  to  me  that  certain  literary 
creations  may  contain  only  one  or  two  specific 
points  which  are  of  special  medical  interest.  I 
have  found  some  that  represent  actual  develop- 
ments in  psychiatric  thought.  For  example, 
Dostoyevsky,  as  I have  revealed,  delineated  crim- 
inal behavior  stemming  from  a sense  of  guilt,  and 
the  self-incriminating  criminal,  before  Freud 
discussed  these  issues  based  on  his  clinical  obser- 
vations.' A popular,  modern  Italian  novelist  has 
re-evaluated  the  Oedipus  myth  and  sees  the  theme 
of  noninvolvement  as  a crucial  issue  in  the  oedipal 
story. ^ Stendhal,  in  his  classic  novel,  Le  Rouge 
Et  Le  Noir,  described  the  paranoid  psychopath  and 
the  claim  of  temporary  insanity  eight  years  before 
Issac  Ray  published  A Treatise  On  The  Medical 
Jurisprudence  Of  Insanity  that  was  used  in  the 
defense  of  M’Naghten  in  the  historic  trial  of  1843, 
and  five  years  before  J.  C.  Prichard  discussed 
“moral  insanity”  in  his  famous  work  A Treatise 
On  Insanity  And  Other  Disorders  Affecting  The 
MindA''^ 

For  more  than  twenty  years  I have  collected 
and  evaluated  clinical  data  on  sleep  paralysis 
which  achieved  specific  recognition  as  night 
palsy  by  Mitchell  in  1876^  and  was  given  its  present 
name  in  1928  by  Wilson.®  In  the  course  of  these 
clinical  studies,  two  of  which  are  mentioned  in 
the  appended  references,"®  I have  encountered 
representations  of  sleep  paralysis  episodes  in  an 
Ernest  Hemingway  story  and  a work  by  the  famous 
Anglo-Swiss  artist,  Henry  Fuseli.®-^®  The  Heming- 
way description  appears  disguised  in  the  short 


story,  “The  Snows  of  Kilimanjaro.”  The  Fuseli 
view  is  apparent  in  his  well-known  painting,  “The 
Nightmare.” 

Fitzgerald  description* 

A precise  description  of  sleep  paralysis,  without 
use  of  the  term,  appears  in  Fitzgerald’s  novel. 
The  Beautiful  And  DamnedJ^  Gloria,  to  whom 
beauty  and  youth  meant  so  much,  leaves  a wild 
party: 

. . .She  was  in  the  hall.  She  had  said  good  night 
but  no  one  had  heard  or  heeded  her.  It  seemed  for 
an  instant  as  though  something  had  looked  down 
over  the  head  of  the  banister,  but  she  could  not  have 
gone  back  into  the  living  room — better  madness  than 
the  madness  of  that  clamor  . Up-stairs  she  fumbled 
for  the  electric  switch  and  missed  it  in  the  darkness; 
a roomful  of  lightning  showed  her  the  button  plainly 
on  the  wall.  But  when  the  impenetrable  black  shut 
down,  it  again  eluded  her  fumbling  fingers,  so  she 
slipped  off  her  dress  and  petticoat  and  threw  herself 
weakly  on  the  dry  side  of  the  half-drenched  bed. 

She  shut  her  eyes.  From  down-stairs  arose  the 
babel  of  the  drinkers,  punctured  suddenly  by  a tin- 
kling shiver  of  broken  glass,  and  then  another,  and 
by  a soaring  fragment  of  unsteady,  irregular  song.  . . 

She  lay  there  for  something  over  two  hours — so 
she  calculated  afterward,  sheerly  by  piecing  together 
the  bits  of  time.  She  was  conscious,  even  aware, 
after  a long  while  that  the  noise  downstairs  had 
lessened,  and  that  the  storm  was  moving  off  westward, 
throwing  back  lingering  showers  of  sound  that  fell, 
heavy  and  lifeless  on  her  soul,  into  the  soggy  fields. 
This  was  succeeded  by  a slow,  reluctant  scattering  of 
the  rain  and  wind,  until  there  was  nothing  outside 
her  windows  but  a gentle  dripping  and  the  swishing 
play  of  a cluster  of  wet  vine  against  the  sill.  She  was 
in  a state  half-way  between  sleeping  and  waking,  with 
neither  condition  predominant.  . . and  she  was  ha- 
rassed by  a desire  to  rid  herself  of  a weight  pressing 
down  upon  her  breast.  She  felt  that  if  she  could  cry 
the  weight  would  be  lifted,  and  forcing  the  lids  of 
her  eyes  together  she  tried  to  raise  a lump  in  her 
throat.  . . to  no  avail.  . . 

Drip!  Drip!  Drip!  The  sound  was  not  unpleas- 
ant— like  spring,  like  a cool  rain  of  her  childhood, 
that  made  cheerful  mud  in  her  back  yard  and  watered 
the  tiny  garden  she  had  dug  with  miniature  rake  and 
spade  and  hoe.  Drip — dri — ip!  It  was  like  days 
when  the  rain  came  out  of  yellow  skies  that  melted 
just  before  twilight  and  shot  one  radiant  shaft  of 
sunlight  diagonally  down  the  heavens  into  the  damp 
green  trees.  So  cool,  so  clear  and  clean — and  her 
mother  there  at  the  centre  of  the  world,  at  the  centre 
of  the  rain,  safe  and  dry  and  strong.  She  wanted  her 
mother  now,  and  her  mother  was  dead,  beyond  sight 
and  touch  forever.  And  this  weight  was  pressing 
on  her,  pressing  on  her — oh,  it  pressed  on  her  so! 

She  became  rigid.  Some  one  had  come  to  the  door 

*Reprinte(i  by  permi.ssion  of'  Charle.s  Scribner’s  Sons  from 
The  Beautiful  and  Damned  by  F.  Scott  Fitzgerald.  Copyright 
1922  Charles  Scribner’s  Sons;  renewal  copyright  1950  Frances 
Scott  Fitzgerald  l.anahan. 
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and  was  standing  regarding  her,  very  quiet  except 
for  a slight  swaying  motion.  She  could  see  the  out- 
line of  his  figure  distinct  against  some  indistinguish- 
able light.  There  was  no  sound  anywhere,  only  a 
great  persuasive  silence — even  the  dripping  had 
ceased  only  this  figure,  swaying,  swaying  in  the 
doorway,  an  indescribable  and  subtly  menacing  terror, 
a personality  filthy  under  its  varnish,  like  smallpox 
spots  under  a layer  of  powder.  Yet  her  tired  heart, 
beating  until  it  shook  her  breasts,  made  her  sure  that 
there  was  still  life  in  her,  desperately  shaken,  threat- 
ened. . . 

The  minute  or  succession  of  minutes  prolonged 
itself  interminably,  and  a swimming  blur  began  to 
form  before  her  eyes,  which  tried  with  childish 
persistence  to  pierce  the  gloom  in  the  direction  of 
the  door.  In  another  instant  it  seemed  that  some 
unimaginable  force  would  shatter  her  out  of  exist- 
ence and  then  the  figure  in  the  doorway — it  was 
Hull,  she  saw,  Hull — turned  deliberately  and,  still 
slightly  swaying,  moved  back  and  off,  as  if  absorbed 
into  that  incomprehensible  light  that  had  given  him 
dimension. 

Blood  rushed  back  into  her  limbs,  blood  and  life 
together.  With  a start  of  energy  she  sat  upright, 
shifting  her  body  until  her  feet  touched  the  floor  over 
the  side  of  the  bed.  She  knew  what  she  must  do — 
now,  now,  before  it  was  too  late.  She  must  go  out 
into  this  cool  damp,  out,  away  to  feel  the  wet  swish 
of  the  grass  around  her  feet  and  the  fresh  moisture  on 
her  forehead.  Mechanically  she  struggled  into  her 
clothes,  groping  in  the  dark  of  the  closet  for  a hat. 
She  must  go  from  this  house  where  the  thing  hovered 
that  pressed  upon  her  bosom,  or  else  made  itself  into 
stray,  swaying  figures  in  the  gloom. 

The  description  of  sleep  paralysis  is  clear,  with 
its  ingredients  of  the  half-awake,  half-asleep 
feeling;  the  awareness  of  actual  surroundings; 
inability  to  move;  inability  to  cry  out;  the  sense 
of  anxiety;  the  distorted,  apparent  prolongation 
of  time;  the  feeling  of  a weight — someone  or  some- 
think  sitting  on  one’s  chest;  the  sudden  movement 
that  terminates  the  attack. 

Later  Gloria  says  to  her  husband,  Anthony, 

“ there  was  something  sitting  on  me — here.” 
She  put  her  hand  on  her  breast.  “I  had  to  go  out 
and  get  away  from  it.” 

“What  do  you  mean  by  ‘something’?” 

“I  don’t  know — that  man  Hull — ” 

She  may  have  seen  Hull,  a member  of  the  crazy 
drinking  party,  as  part  of  her  awareness  of  her 
actual  surroundings  during  the  sleep  paralysis 
episode.  Or  she  may  have  hallucinated  him, 
since  hallucinations  are  experienced  by  some 
people  during  such  episodes.  In  either  case  the 
figure  of  the  man  was  consistent  with  and  symbolic 


of  the  terror  she  felt.  She  was  caught,  as  on 
occasion  are  others  with  sleep  paralysis,  between 
passive  longings  and  a desire  for  aggressive 
activity  at  the  time  of  this  episode  in  F’itzgerald’s 
story  of  wasted  lives. 

Comment 

Did  P’.  Scott  Fitzgerald  suffer  from  sleep  pa- 
ralysis? It  has  not  been  possible  to  determine 
whether  Hemingway  had  such  episodes.  It  is 
not  known  whether  F'useli  had  them.  There  is 
only  one  statement  in  the  autobiography  of 
F'itzgerald’s  companion,  Sheilah  Graham,*^  which 
suggests  the  possibility  that  Fitzgerald  had  them. 
The  account  is  suggestive  but  far  from  conclusive. 
She  writes  about  a physician  who  was  in  contact 
with  Fitzgerald  during  the  last  year  and  a half 
of  Fitzgerald’s  life.  He  said  P’itzgerald  had 
awakened  after  a feverish  night.  His  arms  were 
entangled  in  his  pajamas.  He  had  imagined 
himself  to  be  paralyzed  in  his  half-asleep  state. 
The  physician  told  him  it  was  because  of  his  drink- 
ing. The  episode  may  have  been  no  more  than 
that,  were  it  not  actually  a sleep  paralysis  episode 
explained  away  in  this  fashion  with  both  reassur- 
ance and  warning. 

In  any  case,  the  major  point  of  interest  now  is 
the  undeniable  depiction  of  the  special  charac- 
teristics of  sleep  paralysis  in  Fitzgerald’s  widely 
read  novel.  The  Beautiful  And  Damned.  It  is  one 
of  the  recently  encountered  representations  in 
literature  and  art  of  this  syndrome  which  is  be- 
coming somewhat  better  known  and  recognized 
by  physicians. 

26  West  9th  Street 
New  York.  N.  Y.  10011 
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Letters  to  the  Editor 


Environmental  pollution,  sanitation 
collections,  and  disposable  diapers 

To  the  Editor:  Man’s  battle  to  keep  his  environment 
clean  is  well  known  to  almost  everjmne  today.  Officials 
of  city  governments  daily  concern  themselves  with  in- 
dustries which  pollute  the  air  via  smokestacks,  garbage 
collections  which  apparently  are  not  frequent  enough  to 
keep  neighborhoods  clean,  and  sewage  which  pollutes 
water  supplies.  State  officials  have  similar  problems 
with  filth  on  the  highways.  The  Federal  government, 
indeed,  is  also  involved,  for  the  ultimate  responsibility 
of  keeping  man  healthy  and  safe  on  the  American  portion 
of  this  planet  (and  the  moon)  must  be  supervised  by 
agencies  empowered  to  act  on  pollution  after  all  collected 
data  are  studied  by  Congress. 

Recently,  one  group  of  people  in  an  American  city 
suggested  that  an  attempt  be  made  to  reduce  environ- 
mental pollution  by  boycotting  companies  that  bottled 
soda  in  nonreturnable  containers.  Thus,  by  returning 
containers  to  the  producer  to  be  used  again,  one  item  at 
least  would  be  removed  from  garbage  accumulations. 
The  idea  appears  to  have  some  merit  if  man  is  to  survive 
his  waste  disposal. 

Sanitation  departments  daily  are  emphasizing  to 
government  officials  that  burning,  or  reducing  the 
volume  of  garbage  in  other  ways,  requires  immediate 
and  extensive  study.  That  burning  contaminates  the 
environment  is  well  known,  although  its  effects  on  the 
human  lung  requires  more  study. ^ 

Another  item,  widely  used,  which  contaminates  the 
environment  and  also  adds  to  sanitation  collection  and 
volume  problems  is  the  disposable  diaper.  It  is  well 
known  to  almost  every  American  mother,  and  while  it 
is  the  result  of  the  ingenuity  of  our  industrial  technolo- 
gists, it  is  a contaminant  which  may  well  be  expendable. 

An  attempt  was  made  to  learn  how  many  disposable 
diapers  are  added  as  waste  to  the  environment  daily. 
We  were  interested  in  the  following  phases  of  the 
problem: 

1.  The  number  of  disposable  diapers  a mother  uses 
on  an  average  twenty-four-hour  day  compared  with  the 
number  of  nondisposable  diapers  used  by  her  counter- 
part. 

2.  The  number  of  months,  or  years,  of  planned  use  of 
disposable  diapers  by  mothers  who  use  these  diapers. 

3.  The  number  of  diapers  which  can  be  disposed  of  in 
an  average-size  covered  garbage  pail. 

4.  The  extra  load  the  accumulated  disposable  diapers 
place  on  the  services  of  the  sanitation  department. 

Method  of  study 

It  was  decided  to  ask  young  mothers  in  the  twenty- 
to  twenty-five-year-old  group  to  answer  the  four  ques- 
tions in  this  study.  The  questions  were  asked  of  the  first 
100  mothers  who  came  to  a pediatrician’s  office  located 


in  a middle-class  area.  Each  of  the  mothers  had  at  least 
one  infant  less  than  a year  old.  (A  survey  of  three  hos- 
pitals in  the  area  in  which  almost  all  the  mothers  lived 
revealed  all  the  hospitals  used  nondisposable  or  reusable, 
washable  diapers.) 

Infants  older  than  one  year  were  not  included  in  the 
study,  although  it  was  discovered  that  many  mothers 
had  two  or  even  three  children  who  were  not  toilet 
trained  and  disposable  diapers  were  being  used. 

All  mothers  who  participated  in  the  study  were  co- 
operative and  understanding.  As  a matter  of  fact,  most 
of  them  decided  to  use  cloth  diapers  when  the  results  of 
the  study  on  pollution  were  discussed  with  them. 

Observations  and  results 

Results  of  this  study  indicate  that  of  100  mothers  liv- 
ing in  a middle-class  area  82  used  disposable  diapers. 
The  remaining  18  used  nondisposable  or  washable  and 
reusable  diapers. 

Of  the  82  who  used  disposable  diapers,  an  average  of 
5 diapers  per  twenty-four  hours  were  used.  Of  the  18 
who  use  nondisposable  diapers,  an  average  of  8 diapers 
per  twenty-four  hours  were  used.  This  group  of  mothers 
seemed  to  be  cognizant  of  ecology  and  pollution  prob- 
lems because  many  said  that  they  used  only  certain 
soaps  to  wash  their  diapers  because  they  observed  that 
some  soaps  produced  “less  bubbles  than  others.” 

The  answers  to  the  question  of  the  number  of  years  or 
months  a mother  planned  to  use  disposable  diapers 
varied  slightly.-  Of  the  82  mothers  who  used  disposable 
diapers,  57  said  they  would  use  them  until  the  child  was 
one  year  old;  the  remaining  25  said,  “probably  more  than 
one  year.”  Thus,  for  a one-day  period,  82  mothers  used 
five  disposable  diapers  each  daily,  or  410  diapers  were 
placed  daily  in  garbage  pails  by  this  group.  Over  a one- 
year  period,  they  would  have  put  149,650  disposable 
diapers  in  garbage  pails. 

The  average-size  covered  garbage  pail  will  hold  110 
diapers.  This  number  may  vary  slightly  depending  on 
the  contents  of  the  diaper,  whether  or  not  the  diaper  is 
“rinsed”  before  it  is  thrown  away,  and  the  manner  in 
which  they  are  “packed”  into  the  disposal  unit.  Thus, 
for  149,650  diapers  used  over  a one-year  period,  1,360 
garbage  pails  are  needed  to  rid  the  neighborhood  of  waste 
from  this  source.  If  garbage  is  picked  up  by  a sanitation 
department  every  day  of  the  year,  then  three  extra  pails 
a day  are  added  to  the  pick-up  load. 

Sanitation  pick-up  service  varies  for  different  areas  of 
New  York  City  and  New  York  State.  A canvass  of  work- 
ers in  the  sanitation  department  of  New  York  City 
showed  that  one  man,  on  one  eight-hour  shift,  handles 
between  500  and  600  garbage  pails.  The  contents  are 
emptied  into  a truck,  which  ultimately  pours  its  con- 
tents onto  a barge.  The  contents  of  a fully  loaded  barge 
are  incinerated.  Burning  reduces  the  volume  of  the  load 
which  is  then  used  in  some  areas  as  land  fill. 
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In  some  areas  of  New  York  State,  sanitation  depart- 
ments will  not  pick  up  garbage  which  can  be  burned; 
it  must  be  incinerated  by  its  owner.  In  other  usually 
more  affluent  areas  garbage  is  put  into  disposable  plastic 
I bags  instead  of  pails,  so  that  the  entire  package  is  picked 
» up  and  incinerated. 

[ Comment 

In  1968  in  New  York  State  there  were  302,713  births.'^ 
' If  82  of  each  100  mothers  in  that  group  used  disposable 
diapers,  a total  of  248,214  mothers  daily  would  be  using 
5 diapers  each,  or  1,241,000  disposable  diapers  would  be 
discarded.  At  a rate  110  diapers  to  a pail,  11,280  pails 
would  be  required  for  diapers. 

If  the  average  sanitation  worker  handles  up  to  600 
pails  daily  and  if  all  diapers  were  put  into  pails,  18  men 
daily  in  New  York  State  would  spend  their  time  only 
disposing  of  diapers.  Since  in  many  areas  in  the  State 
only  nonburnable  materials  are  picked  up  by  sanitation 
departments,  it  is  assumed  that  disposable  diapers  are 
incinerated  in  backyards  which  contribute  to  air  pollu- 
tion or  are  discarded  in  other  ways  which  would  be 
equally  hazardous  to  the  environment. 

In  New  York  City  collected  garbage  is  placed  on  a 
barge.  The  contents  of  all  barges  are  incinerated  to 
reduce  the  volume.  The  reduced  volume  is  then  used 
as  land  fill.  Such  areas  may  not  be  available  to  the 
city  after  1975.  Again,  with  incineration,  air  is  polluted! 

This  study  also  found  that  mothers  who  use  cloth 
or  nondisposable  diapers  tend  to  use  more  daily  than 
those  who  use  disposable  diapers.  Daily  laundering  of 
such  diapers  utilizes  detergents.  Rinsing  in  washing 
machines  tends  to  thin  out  the  detergent  prior  to  its 
flowing  into  a sewage  system.  Thus,  some  pollution  is 
necessarily  created  in  favor  of  cleanliness,  but  it  appears 
to  be  less  of  a problem  at  present  than  does  the  use  of 
disposable  diapers.  Cleanliness,  however,  is  also 
necessary  to  avoid  diaper  rash  in  infants.^ 

It  appears  from  this  study  that  it  is  possible,  at  least 
in  one  area,  to  cut  down  on  pollution  and  sanitation 
problems. 

Summary 

1.  One  hundred  middle-class  mothers  were  asked  to 
state  whether  or  not  they  used  disposable  or  nondispos- 
able diapers  for  their  infants.  The  majority  used  dis- 
posable diapers. 

2.  Mothers  who  used  disposable  diapers  used  an 


average  of  5 daily;  those  who  used  nondisposable  diapers 
used  a slightly  higher  number  daily. 

3.  If  all  mothers  in  this  study  used  disposable  diapers, 
three  extra  garbage  pails  daily  would  be  needed  to  dis- 
pose of  these. 

4.  Ultimate  disposition  of  diapers  pollutes  the  envi- 
ronment because  of  the  incineration  process  involved. 

5.  Sanitation  problems  are  increased  in  number  and 
volume  in  all  areas  in  which  disposable  diapers  are 
accepted  by  sanitation  departments  for  disposition. 

6.  One  means  of  reducing  air  and  environmental 
pollution  is  for  mothers  to  use  nondisposable,  washable, 
reusable  diapers. 

LOUIS  A.  SUSCA,  Ph.D.,  M.D. 

Assistant  Clinical  l*rofessor  of  Pediatrics 
New  York  Medical  College 
Flower  and  Fifth  Avenue  Hospitals 
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Continuing  medical  education 

To  the  Editor:  We  have  always  appreciated  your 

magazine  as  one  of  the  best  for  “continuing  our  medical 
education”  at  home,  since  we  are  both  handicapped  and 
cannot  go  out  in  the  evening. 

You  might  like  to  hear  that  the  eirticle,  “Acute  Tendi- 
nitis Calceirea,”  by  Hyman  A.  Hauptman,  M.D.,  in  the 
April  15  issue  of  the  Journal,  helped  me  to  diagnose 
severe  attacks  of  tendinitis  in  my  right  knee.  Previous- 
ly, I had  such  attacks  in  my  right  shoulder;  but  I did  not 
know  that  it  had  been  observed  to  occur  in  the  knee,  too. 
So  I took  deep  x-ray  treatments  with  successful  results. 
So  even  a physician  who  graduated  in  1920  continues  to 
learn  from  reading! 

AUGUSTA  FALKENSTEIN,  M.D. 

556  West  140th  Street 
New  York  City  10031 

Editor’s  note:  It  is  one  of  the  pleasures  of  editing  to 
pass  on  this  good  news. 
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Necrology 


Rudolf  Aebli,  M.D.,  of  New  York  City,  died  on  January 
2 at  the  age  of  seventy -three.  Dr.  Aebli  graduated  in 
1922  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a consulting  ophthalmologist  at 
New  York  Eye  and  Ear  Infirmary,  French,  St.  Clare’s, 
United  States  Public  Health  Service  (Staten  Island), 
Lenox  Hill,  and  University  Hospitals.  Dr.  Aebli  was  a 
Diplomate  of  the  American  Board  of  Ophthalmology, 
a Fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  New  York  Academy  of  Medi- 
cine, the  New  York  Ophthalmology  Society,  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Otto  Bandler,  M.D.,  of  The  Bronx,  died  on  December 
25,  1970,  at  the  age  of  sixty-eight.  Dr.  Bandler  received 
his  medical  degree  from  the  University  of  Vienna  in  1932. 
He  was  a member  of  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Florian  Joseph  Brylski,  M.D.,  of  Buffalo,  died  on  De- 
cember 12,  1970,  at  the  age  of  sixty-three.  Dr.  Brylski 
graduated  in  1927  from  the  University  of  Buffalo  School 
of  Medicine.  He  was  an  attending  surgeon  at  Emer- 
gency Hospital  of  the  Diocese  of  Buffalo.  Dr.  Brylski 
was  a member  of  the  American  Academy  of  Compensa- 
tion Medicine,  Inc.,  the  Industrial  Medical  Association, 
the  Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Charles  Clyde  Casey,  M.D.,  of  New  York  City,  died  on 
September  20,  1969.  Dr.  Casey  graduated  in  1944  from 
the  University  of  Buffalo  School  of  Medicine. 

Mark  Cohen,  M.D.,  of  Whitestone,  died  on  January  5 
at  the  age  of  eighty-two.  Dr.  Cohen  graduated  in  1913 
from  New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  a member  of  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Gertrude  Felshin,  M.D.,  of  New  York  City,  died  on 
December  11,  1970,  at  the  age  of  seventy-two.  Dr.  Felsh- 
in graduated  in  1924  from  University  and  Bellevue  Hos- 
pital Medical  College.  She  was  a Diplomate  of  the 
American  Board  of  Pediatrics  (Allergy),  a Fellow  of  the 
American  College  of  Allergists,  and  a member  of  the 
American  Academy  of  Allergy,  the  American  Academy  of 
Pediatrics,  the  American  Medical  Women’s  Association, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


David  Allan  Frenkel,  M.D.,  of  Brooklyn  and  Forest 


Hills,  died  on  December  11,  1970,  at  the  age  of  fifty- 
seven.  Dr.  Frenkel  received  his  medical  degree  from  the 
University  of  Vienna  in  1938.  He  was  an  attending 
obstetrician  and  gynecologist  and  director  of  infertility  at 
Brooklyn  Women’s  Hospital  and  an  associate  attending 
obstetrician  and  gynecologist  at  Kings  County  Hospital 
Center.  Dr.  Frenkel  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Obstetricians  and  Gynecologists, 
and  a member  of  the  American  Fertility  Society,  the 
Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Leo  Friedmann,  M.D.,  retired,  of  Cohoes,  died  on 
December  21,  1970,  at  the  age  of  eighty-three.  Dr. 
Friedmann  received  his  medical  degree  from  the  Univer- 
sity of  Freiburg  in  1912.  He  was  an  honorary  physician 
at  Cohoes  Memorial  Hospital.  Dr.  Friedmann  was  a 
member  of  the  Albany  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Morris  H.  Geshwind,  M.D.,  of  Brooklyn,  died  on  De- 
cember 24,  1970,  at  the  age  of  sixty-seven.  Dr.  Geshwind 
graduated  in  1926  from  Long  Island  College  Hospital. 
He  was  a member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Rudolph  Goldherg,  M.D.,  of  Brooklyn,  died  on  Novem- 
ber 27,  1970,  at  the  age  of  seventy-two.  Dr.  Goldberg 
graduated  in  1924  from  the  Medical  College  of  Virginia. 
He  was  an  honorary  surgeon  at  Community  Hospital  of 
Brooklyn  and  an  associate  attending  surgeon  at  Prospect 
Heights  Hospital  Pavilion.  Dr.  Goldberg  was  a Fellow  of 
the  American  College  of  Surgeons  and  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Jack  Kilstein,  M.D.,  of  Brooklyn,  died  on  December  29, 
1970,  at  the  age  of  fifty-six.  Dr.  Kilstein  graduated  in 
1943  from  Middlesex  College  of  Medicine  and  Surgery. 
He  was  an  adjunct  physician  in  peripheral  vascular 
disease  at  Unity  Hospital  and  Unity  Hospital  Outpatient 
Department.  Dr.  Kilstein  was  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 


H.  Robert  Kutil,  M.D.,  of  New  York  City,  died  on  De- 
cember 9,  1970,  at  the  age  of  eighty-five.  Dr.  Kutil 
graduated  in  1911  from  Cornell  University  Medical  Col- 
lege. He  was  a member  of  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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Cyrus  Luck,  M.D.,  of  Rego  Park,  died  on  December  7, 
1970,  at  the  age  of  sixty-nine.  Dr.  Lack  graduated  in 
1926  from  Long  Island  College  Hospital.  He  was  an 
attending  ophthalmologist  at  Brooklyn  Women’s  Hospi- 
tal, an  attending  ophthalmologist  on  the  associate 
staff  at  Metropolitan  Jewish  Geriatric  Center,  and  a 
consulting  ophthalmologist  at  Brookdale  Hospital  Cen- 
ter. Dr.  Lack  was  a Diplomate  of  the  American  Board 
of  Ophthalmology  and  a member  of  the  Pan-American 
Medical  Association,  the  American  Ophthalmological 
Association,  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Boris  Bert  Libun,  M.D.,  of  New  York  City,  died  on 
December  14,  1970,  at  the  age  of  seventy-five.  Dr.  Libon 
received  his  medical  degree  from  the  University  of 
Prague  in  1926.  He  was  a senior  clinical  assistant  phy- 
sician at  The  Mount  Sinai  Hospital.  Dr.  Libon  was  a 
member  of  the  New  York  Cardiological  Society,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

John  Francis  Lynch,  M.D.,  of  Flushing,  died  on  De- 
cember 26,  1970,  at  the  age  of  seventy-three.  Dr.  Lynch 
graduated  in  19^  from  Tufts  University  School  of  Medi- 
cine. He  was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Samuel  Louis  Mailman,  M.D.,  of  Woodridge,  died  on 
December  21,  1970.  Dr.  Mailman  graduated  in  1917 
from  Fordham  University  School  of  Medicine. 

Walter  Stephen  Moss,  M.D.,  of  New  York  City,  died  on 
December  14,  1970,  at  the  age  of  fifty-six.  Dr.  Moss 
graduated  in  1941  from  New  York  Medical  College.  He 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Stewart  Ervin  Peterson,  M.D.,  of  Elmira  Heights,  died 


on  December  2,  1970,  at  the  age  of  fifty-five.  Dr.  Peter- 
son graduated  in  1941  from  the  University  of  Rochester 
School  of  Medicine  and  Dentistrj'.  He  was  an  assistant 
attending  surgeon  at  Arnot-Ogden  Memorial  Hospital. 
Dr.  Peterson  was  a member  of  the  Chemung  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Eric  A.  Reuss,  M.D.,  of  Phoenix,  Arizona,  formerly  of 
Brooklyn,  died  on  October  5,  1970,  at  the  age  of  eighty- 
three.  Dr.  Reuss  received  his  medical  degree  from  the 
University  of  Berlin  in  1910.  He  was  an  assistant  physi- 
cian emeritus  at  Maimonides  Hospital  of  Br(x)klyn.  Dr. 
Reu.ss  was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Jackson  Weaver  Thro,  M.D.,  of  Hamilton,  died  on 
January’  3 at  the  age  of  sixty-six.  Dr.  Thro  graduated 
in  1932  from  Harvard  University  Medical  School.  He 
was  an  attending  physician  in  general  practice  at  Com- 
munity Memorial  Hospital.  Dr.  Thro  was  a member  of 
the  Utica  Academy  of  Medicine,  the  Madison  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Gennaro  Lassalle  Tomasulo,  M.D.,  of  Brooklyn,  died 
in  September,  1970,  at  the  age  of  seventy-six.  Dr.  To- 
masulo received  his  medical  degree  from  the  University 
of  Naples  in  1920.  He  was  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Ward  Weimar,  M.D.,  of  West  Islip,  was  killed  on  No- 
vember 24,  1970,  in  an  automobile  accident  at  the  age  of 
forty-eight.  Dr.  W’eimar  graduated  in  1950  from  State 
University  of  New  York  Downstate  Medical  Center  at 
Brooklyn.  He  was  an  attending  surgeon  at  Good  Samar- 
itan, Central  Islip  State,  and  Pilgrim  State  Hospitals 
and  a staff  surgeon  at  Southside  Hospital  (Bay  Shore). 
Dr.  Weimar  was  a Diplomate  of  the  American  Board  of 
Surgery  and  a Fellow  of  the  American  College  of  Sur- 
geons. 


Correction 

Deibel,  R.,  Decher,  W.,  and  Jacobs,  J.:  Observations  During  Hong  Kong  Flu  Epidemic,  New  York  State  J.  Med. 
70:  2799  (Nov.  15)  1970. 

On  page  2801  the  key  to  Figure  1 lacks  the  symbols  to  indicate  the  significance  of  the  light  and  dark  portions  of  the 
bar  chart.  It  should  include  the  following: 

Key:  □ Anti-Hong  Kong  68  serum 
O Anti-Taiwan  64  serum 
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FRIDAY 
February  19,  1971 

THE  AMERICANA 
New  York  City 


10th  Annual 

Medical  Communications  Day 

sponsored  by 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 
Official  publication 

Medical  Society  of  the  State  of  New  York 
and 

AMERICAN  MEDICAL  WRITERS  ASSOCIATION 
Metropolitan  New  York  Chapter 


Morning  Session  Presiding: 

William  B.  Ober,  M.D.,  New  York  City 

Attending  Pathologist,  Beth  Israel  Hospital;  Associate  Professor  of  Pathology,  Mount 
Sinai  School  of  Medicine  of  the  City  University  of  New  York;  President,  Metropolitan 
New  York  Chapter,  American  Medical  Writers  Association 

9:00  A.M.  Registration,  Royal  Ballroom  Foyer,  second  floor 

9 : 30  A.M.  Welcome,  Royal  Ballroom,  second  floor 

William  Hammond,  M.D.,  Scarsdale,  New  York 
Editor,  New  York  State  Journal  of  Medicine 

PANEL:  THE  IMPROVEMENT  OF  MEDICAL  LITERATURE 

Moderator:  Samuel  J.  Prigal,  M.D.,  New  York  City 

Associate  Clinical  Professor  of  Medicine,  New  York  Medical  College,  and  Chief  of 
Allergy  Services,  Flower-Fifth  Avenue  Hospitals 

1.  From  the  Point  of  View  of  the  Author 

Whitley  Branwood,  M.D.,  New  York  City 

Professor  of  Pathology,  New  York  Medical  College 

2.  From  the  Point  of  View  of  the  Reader 

J.  Frederick  Eagle,  M.D.,  New  York  City 
Dean,  New  York  Medical  College 

3.  From  the  Point  of  View  of  the  Reviewer 

Hans  Zinsser,  M.D.,  New  York  City 

Associate  Professor  of  Clinical  Urology,  Columbia-Presbyterian  Medical  Center 
Panel  Discussion 

12: 00  NOON  Cocktails,  cash  bar,  Versailles  Ballroom,  second  floor 

12:30  p.M.  Luncheon,  Versailles  Terrace,  second  floor 
Presiding: 

William  Hammond,  M.D.,  Scarsdale,  New  York 

Editor,  New  York  State  Journal  of  Medicine 

William  B.  Ober,  M.D.,  New  York  City 

Attending  Pathologist,  Beth  Israel  Hospital;  Associate  Professor  of  Pathology, 

Mount  Sinai  School  of  Medicine  of  the  City  University  of  New  York; 

President,  Metropolitan  New  York  Chapter,  American  Medical  Writers  Association 

LUNCHEON  ADDRESS:  Oh!  That  My  Enemy  Would  Write  a Book 

William  D.  Sharpe,  M.D.,  New  York  City 

Director  of  Laboratories,  Columbus  Hospital 
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Afternoon  Session 

2:00  P.M.  Royal  Ballroom,  second  floor 

PANEL:  ILLUSTRATING  THE  MEDICAL  MANUSCRIPT  AND  MEDICAL  LECTURE 
Moderator:  William  B.  Ober,  M.D.,  New  York  City 

Attending  Pathologist,  Beth  Israel  Hospital;  Associate  Professor  of  Pathology, 
Mount  Sinai  School  of  Medicine  of  the  City  University  of  New  York; 

President,  Metropolitan  New  York  Chapter,  American  Medical  Writers  Association 

1.  The  Photographer 

Antol  H.  Herskovitz,  RBP,  Stony  Brook,  New  York 

Assistant  Professor  of  Health  Sciences  Communications; 

Director  of  Media  Development,  Health  Sciences  Center, 

State  University  of  New  York  at  Stony  Brook,  Stony  Brook,  New  York 

2.  The  Artist 

Miss  Shirley  Baty,  New  York  City 

Supervisor  of  Medical  Illustration,  Memorial  Sloan-Kettering  Cancer  Center, 
New  York  City 

3.  The  Editor 

Carroll  H.  Weiss,  RBP,  FBPA,  New  York  City 

President,  Camera  M.D.  Studios,  Inc.,  New  York  City 

4.  The  Publicist 

Miss  Miriam  Adams,  New  York  City 

Assistant  Director  of  Public  Information,  Memorial  Sloan-Kettering  Cancer 
Center,  New  York  City 


Panel  Discussion 


REGISTRATION  Medical  Communications  Day  / Friday,  February  19,  1971 

THE  AMERICANA.  NEW  YORK  CITY 

Advance  registration  at  reduced  fee  of  $10.00  for  members  (Medical  Society  of  the  State  of 
New  York  or  American  Medical  Writers  Association),  $11.00  for  nonmembers,  if  received  by 
February  17.  ($12.00  and  $13.00  after  this  date).  Registration  fee  includes  morning  and 

afternoon  session,  and  luncheon.  Tickets  will  be  held  at  door. 


Enclosed  is  check  (or  money  order)  in  the  amount  of for reservations  for  Medical  Communications 

Day  on  February  19,  1971. 


NAME GUEST. 


ADDRESS. 


AFFILIATION 


Please  make  checks  payable  to  New  York  State  Journal  of  Medicine;  send  to  Grace  A.  Pierce,  M.D., 
Treas.,  A.M.W.A.-N.Y.,  c/o  Hoffmann-LaRoche  Inc.,  340  Kingsland  Road,  Nutley,  N.J  07110. 
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Classified  Advertising  Rates 

New  York  State  Journal  of  Medicine 


Issue  Dates:  1 st  and  1 5th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $10.00  per  insertion;  additional  words  are 

1 Ojz!  each.  Box  numbers,  50^  extra,  per  insertion. 

Counting  Words:  Two  initials,  each  abbreviation,  figures  consisting 

of  5 numerals  or  less  are  counted  as  separate  words.  For 
replies,  your  name  and  address,  or  telephone  number  should 
appear  at  the  end  of  your  copy,  and  be  Included  in  the  total 
number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 

750  Third  Ave.,  New  York,  N.  Y.  10017  Date 

Name 

Pleas€  Print 

Address 


I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  10^  for  each 

additional  word.  Checks  are  made  payable  to:  New  York  State  Journal  of  Medicine 

Number  of  insertions 

Assign  a box  number  (SOj^per  insertion) 


Index  to  Advertised  Products 


Analgesic  antipyretics 

Measunn  (Breon  Laboratories) 324 

Analgesic  muscle  relaxants 

Norgesic  (Riker  Laboratories) 4th  cover 

Antacids 

Dicarbosil  (Arch  Laboratories) 387 

Antibiotics 

Achrostatin  (Lederle  Labs.,  Div.  Amer. 
Cyanamid  Co.) 297 

llosone  (Eli  Lilly  & Company) 318 


Loridine  (Eli  Lilly  & Company).  .312,  313,  314 

Antiinflammatory  steroids 

Deltasone  (Upjohn  Company).  .308,  309,  310 

Disposable  insulin  syringes 

Plastipak  (Becton,  Dickinson  & Company) 

301,  302 


Bronchopulmonary 

Bronkotabs  (Breon  Laboratories).  . . .2nd  cover 
Antipruitics 

Alpha-Keri  (Westwood  Pharmaceuticals).  .307 
Contraceptive  devices 

Diaphragm  (Ortho  Pharmaceutical  Corp.) 

305,  306 

Mood  elevators 

Elavil  (Merck  Sharp  & Dohme) 294,  295 

Oral  diuretics 

Hygroton  (Geigy  Pharmaceuticals) 293 

Vitamin  supplements 

Cevi-Bid  (Geriatric  Pharmaceuticals) 299 


Ulcer 

Re- 

lief! 


Dicarbosi 

ANTACID 
Your  ulcer  patients  and 
others  will  re’spond  favorably 
to  it.  Specify  DICARBOSIL 
144's  — 144  tablets  in  12  rolls. 


t 


£ach  Tablet'Active  Ingredients: 

Precipitated  Calcium  Carbonate  0.489  Gm. 

Magnesium  Carbonate  0.011  Gm. 

{ Magnesium  Trisilicate  0.006  Gm. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


“The  detail  men  outnumber  the  patients.” 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  that  you  get  Jioth  in  the 
classified  ad  section  of  the  New  York  State 
Journal  of  Medicine. 


Corporate  Medical  Director 

M.D.  with  of  least  3 years  successful  experience  in  industrial 
or  military  health  administration  to  plan,  staff  and  direct 
comprehensive  new  employee  health  service  program  for 
internationally  known  pharmaceutical  company  in  northern 
New  Jersey.  Boards  or  board  eligibility  in  occupational 
or  internal  medicine  helpful.  Licensure  or  immediate 
ability  to  obtain  New  Jersey  license  essential.  Successful 
applicant  will  plan  and  supervise  constructon  of  new  em- 
ployee health  center.  Salary  open.  For  details,  write  or 
call  collect; 

PACKARD  ASSOCIATES 

3 WATER  LANE,  MANHASSET,  N.  Y.  11030 
(516)  627-0656 


1 
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PHYSICIANS  WANTED— CONT  D 


ANESTHESIOLOGIST  FOR  MORNINGS  ONLY  IN  BROOKLYN,  NI  , 
York,  No  nights,  weekends,  or  holidays.  Suitable  for  those  with  other  cc 
mitments,  semi-retired,  etc.  Box  988,  c/o  NYSJM. 


PHYSICIAN  WANTED:  ANESTHESIOLOGIST  WANTED  FOR  GRO  ! 

in  suburban  New  York  (Long  Island  area).  Partnership  after  first  ye  ^ 
Excellent  prospects,  rewarding  situation.  Box  989,  c/o  NYSJM. 


LEWISTON,  N.Y.  NIAGARA  COUNTY.  ANESTHESIOLOGIST  NEED]  , 
Board  qualified,  to  work  in  group.  Surgical  anesthesia;  215  bed  hospi  ;; 
All  new  plant.  Salary  leading  to  partnership.  Contact:  Charles  T.  Ma  ’ 
M.D.,  St.  Mary’s  Hospital,  Lewiston,  N.  Y.  (716)297-4800. 


INTERNIST  POSITION  AVAILABLE  IN  ESTEEMED  COMMUNITY 
Westchester  County  near  White  Plains.  Send  full  resume  to  Box  990, 
NYSJM. 


PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership.  Starting  salary  to 
$25,000  with  the  possibility  of  additional  income.  Include  complete  curric- 
ulum vitae  in  reply.  Box  630,  c/o  NYSJM. 


OTOLARYNGOLOGIST  FOR  LARGE  MEDICAL  GROUP,  SUBURB  OF 
New  York  City.  Initial  contract  leading  to  partnership.  Excellent  opportu- 
nity. Minimum  starting  salary  $30,000.  Please  send  complete  curriculum 
vitae  with  first  letter.  Box  976,  c/o  NYSJM. 


PHYSICIANS  WANTED:  G.P.’S,  INTERNISTS,  PEDIATRICIAN,  IN  AN 
attractive  northern  Virginia  recreational  community.  Golf,  fishing,  hunting, 
swimming.  Offices  available  in  medical  center  building.  124-bed  hospital, 
serving  about  20,000  population  area.  Overloaded  12-man  staff  includes 
three  surgeons,  Ob/Gyn,  anesthesiologist  and  radiologists.  Excellent  oppor- 
tunity for  3 or  4 good  men  in  single  or  group  practice.  Financial  help  avail- 
able. Rev.  William  C.  Barlett,  13  W.  2nd  St.,  Front  Royal,  Va.  22630.  Call 
(703)  635-2763  or  635-5506. 


GENERAL  PRACTITIONER  WITH  SOME  TRAINING  IN  INTERNAL 
medicine.  Staff  membership  available  in  42-bed  general  hospital  now 
expanding.  Income  guarantee  negotiable.  Area  lends  itself  to  establishing 
an  office  in  any  one  of  several  communities.  Community  Hospital,  Stamford, 
N.  Y.  (607)  652-7312. 


INTERNIST,  PEDUTRICIAN  NEEDED.  KINNELON  MEDICAL  CEN- 
ter,  Kinnelon,  New  Jersey.  Call  (201)  838-0188. 


WANTED:  G.P.-M.D.  UNDER  35  TO  JOIN  YOUNG  ABFM-CERTIFIED 
general  practitioner  in  interesting  and  active,  complete  general  practice 
including  uncomplicated  obstetrics.  Salary  first  year  $25,000  then  percent- 
age to  full  partnership  and  possible  incorporation  under  new  state  laws. 
Suburban  community  of  New  York  City.  Please  call  or  write:  Ralph  E. 
Schlossman,  M.D.,  130-56  Lefferts  Blvd.,  So.  Ozone  Park,  N.  Y.  11420,  or 
call  (212)  VI 3-2233. 
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PRACTICES  AVAILABLE 


FULLY  EQUIPPED  MEDICAL  PRACTICE  AVAILABLE  IN  CHAPPAQ  > 
New  York.  Excellent  hospital  facilities.  Doctor  recently  deceased.  W - 
Mrs.  J.  P.  Nelson,  125  King  St.,  Chappaqua,  N.  Y.,  (Westchester  County  - 
call  (914)  CE  8-8798. 


ALLERGY  PRACTICE,  LONG  ISLAND,  1 HOUR  FROM  NEW  YORK  C. 
Six  figure  potential.  Eight  room  office  plus  spacious  home.  Terms, 
introduce.  Box  986  c/o  NYSJM. 




POSITIONS  WANTED 


ANESTHESIOLOGIST,  EXTENSIVE  EXPERIENCE  AVAILABLE  F 
or  part  time.  New  York  metropolitan  or  rural  area.  New  York  license. 
969,  c/o  NYSJM. 


PHYSICIAN,  AGE  38,  AVAILABLE  NIGHTS  AND  WEEKENDS.  C 
eral  medicine  and  dermatology.  N.  Y.  State  license.  Call  493-667' 
write  Box  978,  c/o  NYSJM. 


RADIOLOGIST,  BOARD  DIPLOMATE,  SEEKS  POSITION  PART)! 
full  time  in  hospital  or  medical  group.  Diagnosis  or  therapy.  Box  97£  /( 
NYSJM. 


OBS/GYN  CERTIFIED;  CLINICAL,  SURGICAL,  TEACHING  AND  ,H 
oratory  (gyn.  pathology,  cytogenetics)  experience,  seeks  employmei  ij 
clinical  or  administrative  position  with  hospital  or  clinic  group.  Box  I. 
c/o  NYSJM.  I 


ANESTHESIOLOGIST:  FELLOW  FOR  LARGE  HOSPITAL  IN  NEW 

York  City  metropolitan  area.  Requirements:  Two  (2)  years  residency 

E.C.F.M.G.  Some  experience  with  inhalation  therapy  desirable.  Very 
attractive  conditions.  Elox  987,  c/o  NYSJM. 


ANESTHESIOLOGIST:  QUALIFIED  OR  CERTIFIED,  WITH  NEW  YORK 
State  license  to  join  small  congenial  group  in  active,  approved  hospital  in 
New  York  City  Metropolitan  area.  Some  experience  in  respiratory  therapy 
desirable.  First  year  salary  according  to  experience,  then  full  partnership. 
Box  985,  c/o  NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


EAST  60’S,  OFF  PARK  AVENUE.  SPACIOUS  DOCTOR’S  OFFICE  ifi 
conditioned,  furnished  in  good  taste;  monthly  rental  $1,200;  available  fo  . ti 
14  time  use,  at  to  the  morvthly  rental,  maintenance  included.  BojI' 
c/o  NYSJM. 


I 


388  New  York  State  Journal  of  Medicine  / February  1 , 1971 


Jai 


EAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


^RDKN  CITY;  ELKC.ANT  HOME  OFKICK  COMBINATION.  EARLY 
Colonial,  center  hall.  Prestiite  residential  area;  i)  room  professional  suite, 
•vith  separate  entrance,  near  medical  center.  lUO  X 165  plus  .50  ft  buffer 
park  strip,  well  shrubbed  and  lawned.  6 bedrooms,  3 baths  2nd  flour;  powder 
room,  large  sunny  eat  in  kitchen,  finished  basement,  all  utilities.  Walk  every 
place.  Retiring  after  50  years  $79,9tK).  (516)  PI6-2919. 


OFESSIONAL  OFFICE  SITE;  IDEAL  LOCATION  IN  DOBBS  FERRY 
idjacent  to  200  bed  nursing  home  now  under  construction.  River  view. 
>22,000.  Write  for  full  details,  or  phone  in  A M.  Zenith  Homes,  l;)8  Palisade 
5t..  Dobbs  Ferry.  N Y.  10522.  (914)  693-3377. 


3ME  OFFICE  COMBINATION.  BFIALTIFCL  4 BEDROOM  COLONIAL 
home  on  S acre.  800  sq.  ft.  office  attached.  Professionally  landscaped,  under- 
ground sprinkler  system,  central  air-conditioning,  two  car  garage.  Many 
extras.  Suitable  for  G.P.  and/or  specialist.  On  main  thoroughfare  with  own 
service  road.  Call  (516)  586-1998. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


AVAILABLE  FOR  RENT  IMMEDIATELY  TO  D O.  OR  M.D.  OFFICE  IN 
professional  building.  Fully  euuipped  including  X-ray.  Share  expenses;  full 
or  part  time.  Contact  Irwin  Rhine,  D.O.,  1033  River  Rd.,  New  Milford,  N.J. 
(201)836-7722. 


NEWLY  EOUIPPED  OFFICE  AVAILABLE  IN  NEW  LUXURY  APART- 
ment  building  situated  at  73rd  Street  and  York  Avenue.  Separate  consulta- 
tion room,  x-ray  and  lab  facilities.  Suitable  for  Psychiatrist  and/or  Internist. 
Contact  879-2282. 


EAST  6,3RD  STREET.  WELL  EQUIPPED  G.P.  OFFICE;  WAITING 
room,  consulting  room,  large  treatment  room,  bathroom;  with  additional 
extra  large  room  & bathroom  furnished  as  bachelor  suite.  Willing  to  sell 
contents,  equipment.  Excellent  income  potential.  Doctor  relocating  out 
of  State.  Will  introduce.  Very  reasonable.  Box  991,  c/o  NYSJM. 


SUBTENANT  WANTED  TO  SHARE  SPACE  IN  FULLY  EQUIPPED,  Lux- 
uriously appointed,  eight  room  medical  office.  Two  consultation  rooms. 
Private  parking  area.  (Centrally  located  in  Queens.  Call  (212)  HO  4-6262. 


6 EAST  63RD  ST.,  N.Y.C.  MAGNIFICENT.  NEWLY  CREATED 
ground  floor  doctor’s  office  in  luxury  apartment  building.  Large  consulta- 
tion room,  two  treatment  rooms,  laboratory,  and  secretarial  office.  To  share 
large,  elegantly  decorated  reception  room.  Brand  new  central  air  condition- 
ing. Separate  street  entrance  for  patients;  private  lobby  entrance  for  doctor. 
24  hour  doormen.  753-8300. 


PUERTO  RICO  BEACH  HOUSE,  COSTA  AZUL  AT  LUQUILLO  3 BED- 
rooms,  yard,  terraces.  Fully  equipped  kitchen,  linens,  washing  machine. 
Comfortable,  private,  convenient  to  other  resort  areas.  F'or  rent  weekly. 
Edward  L.  Pinney,  Jr.,  M.D.,  21  East  66th  St.,  New  York,  N.Y.  (212)  879- 
8870. 


SUBSCRIPTION  ORDER  FORM 
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\ 

I PLEASE  ENTER  MY  SUBSCRIPTION  FOR: 

I 

I U.S.A.  & possessions $7.50  one  year;  _ 

li 

I Canada,  Mexico  & 

=•  I other  foreign  $9.00  one  year;  _ 

j Interns  & Residents:  Special  rates  on  request. 
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Address 

please  print 
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$20.00  (3)  years 
$24.50  (3)  years 


24 


Issues 
Per  Year 


MEDICAL  SOCIETY 


OF  THE  STATE 
OF  NEW  YORK 


Annual  Dinner  Dance 


in  honor  of 

WALTER  SCOTT  WALLS,  M.D. 

President 


WEDNESDAY 
FEBRUARY  17,  1971 
Dinner 
ROYAL  BALLROOM 
AMERICANA 
OF  NEW  YORK 

Seventh  Avenue 
and  52nd  Street 
New  York  City 


Cocktail  Hour — 7:00  p.m. 
VERSAILLES  BALLROOM 
Music  by  Ben  Cutler 
Dress  Optional 
Subscription  $22  per  person 


RESERVATION  BLANK 

make  checks  payable  to: 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue 

New  York,  New  York  10017 

Please  send tickets  for  the  Annual  Dinner  Dance  on  February  17,  1971. 

Enclosed  please  find  my  check  for 

NAME  ' 

ADDRESS 

Please  attach  guest  list. 
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NEW  YORK  CITY  AREA 


February  16,  1971  and  February  23,  1 97 1 

10:00  a.m.,  Tuesdays 

Maimonides  Medical  Center 

4802  Tenth  Avenue 

Main  Building,  4th  Floor  Lecture  Hall 

Brooklyn 

PEDIATRIC  POSTGRADUATE  CONFERENCES 
February  16 

Growth  Hormone  Secretion — 

Normal  and  Abnormal 

SEYMOUR  M.  CLICK,  M.D. 

Downstate  Medical  Center 

February  23 — 11:00  a.m. 

Clinical  Pathological  Conference  at  Coney  Island 
Hospital  Room  2W1 


February  17,  1971  and  February  24,  1 97 1 

9:00  a.m.,  Wednesdays 

The  Jamaica  Hospital 

89th  Avenue  and  Van  Wyck  Expressway 
Jamaica 

MEDICAL  GRAND  ROUNDS 
February  17 

Chemotherapy  in  the  Treatment  of  Carcinoma 

SEYMOUR  OLSHIN,  M.D. 

Brooklyn  Veterans  Hospital 

February  24 

Systemic  Lupus  Erythematosus 

WILLIAM  D’ANGELO,  M.D. 

New  Jersey  College  of  Medicine 


WEDNESDAY,  FEBRUARY  17 

9:00  a.m.-3:00  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

CARE  OF  THE  PATIENT  WITH 
CHRONIC  STROKE 

LAWRENCE  H.  WISHAM,  M.D. 

LAWRENCE  I.  KAPLAN,  M.D. 

SAUL  MACHOVER,  M.D. 

Mount  Sinai  Schaol  of  Medicine 

NO  FEE  CREDIT:  C-1 


8 : 00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Urology 

2 East  103rd  Street 

CYSTIC  DISEASES  OF  THE  KIDNEY 

HARRY  SPENCE,  M.D.,  Dallas,  Texas 
A.  DAVID  BECK,  M.D.,  Indianapolis,  Indiana 
BRUCE  FILMER,  M.D,,  Chicago,  Illinois 

Oiscutsont: 

ROBIN  WATSON,  M.D.,  New  York,  N.Y. 
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8 : 30  p.m. 

Society  for  Adolescent  Psychiatry 

N.Y.U.  School  of  Medicine 
550  First  Avenue 

A PSYCHO-HISTORICAL  INQUIRY  INTO 
CONTEMPORARY  YOUTH  MOVEMENTS 

ROBERT  LIEBERT,  M.D. 

Discussanfs: 

JAY  SCHULMAN  and  MARTIN  WILLICK,  M.D.’s 
NO  FEE  Open  Meeting 


February  17,  1971  and  February  24,  1971 

8:30-10:00  p.m.,  Wednesdays 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

THE  THERAPEUTIC  USE  OF  DREAMS 
IN  MEDICAL  PRACTICE 

ALEXANDRA  SYMONDS,  M.D. 


February  18,  1971  and  February  19,  1971 

11:00  a.m.  Registration  Thursday 

The  New  York  Academy  of  Medicine 
Sections  on  Basic  Medical  Sciences  and 
on  Biomedical  Engineering 

2 East  103rd  Street 

PROBLEMS  IN  EVALUATING  THE  BLOOD 
COMPATIBILITY  OF  BIOMATERIALS 


SUBSCRIPTION 

Reprints  of  "WHAT  GOES  ON”  are  available  by  sub- 
scription of  $3.00  per  year  (22  issues). 

Write  or  call  the  Editor  for  an  order  blank. 


February  18,  1971  and  February  25,  1971 

4:00  p.m.,  Thursdays 

N.Y.U.  School  of  Medicine 

550  First  Avenue 

HISTORY  OF  MEDICINE  LECTURES 
February  18 

The  Development  of  Orthopedics 

GORDON  L.  ENGLER,  M.D. 

N.Y.U.  School  of  Medicine 

February  25 

A History  of  the  Catheter 

BERNARD  LYTTON,  M.D. 

Yale  University  School  of  Medicine 


THURSDAY,  FEBRUARY  18 

8 : 00  p.m. 

The  Harvey  Society  in  affiliation  with 
The  New  York  Academy  of  Medicine 

The  Rockefeller  University 
Cospary  Hall 

York  Avenue  and  66th  Street 

THE  STEREO-CHEMICAL  BASIS 

971 


OF  ENZYME  ACTION 

DAVID  C.  PHILLIPS,  Ph.D. 
Univenity  of  Oxford 


February  19,  1971  and  February  26,  1 97 1 
8:00-9:30  o.m.,  Fn'doys 

Maimonides  Medical  Center 
Departments  of  Pediatric  Services, 
Obstetrics  and  Gynecology;  and  Medicine 
Downstate  Medical  Center  and  the 
Kings  County  Chapter  of  AAGP 
4802  Tenth  Avenue 
Fuhs  Auditorium 
Brooklyn 

PEDIATRICS,  GYNECOLOGY  AND 
MEDICINE  FOR  THE  FAMILY 
PHYSICIAN 

February  19 

Colitis,  Diagnosis  and  Management 

SIDNEY  M.  FIERST,  M.D. 

Downstate  Medical  Center 

February  26 

Place  of  Surgery  and  Radiation 
in  Pelvic  Malignancy 

ARNOLD  MOLTZ,  M.D. 

Downstate  Medical  Center 

CREDIT:  C-1 


February  19,  1971  and  February  20,  1 97 1 

New  York  Heart  Association 

The  Waldorf-Astoria  Hotel 
Park  Avenue  at  50th  Street 

SYMPOSIUM  ON  IMMUNE  COMPLEXES 
AND  DISEASE 

Topics  will  include: 

1.  Mediation  of  Immunological  Injury 

2.  Immune  Complexes  in  Experimental  Animals 

3.  Human  Glomerulonephritis 

4.  Rheumatoid  Arthritis 

Write:  Miss  Ivane  Saulpaugh,  New  York  Heart  Association, 

Inc.,  Heart  House,  2 East  64th  Street,  N.Y.,  N.Y.  10021.  Tel. 
(212)  838-8800. 


FRIDAY,  FEBRUARY  19 

8:00  p.m. 

Staten  Island  Family  Service  and 
Institute  of  Human  Relations 

25  Victory  Boulevard 
Staten  Island 

PSYCHOLOGICAL  FACTORS  IN  SEEKING 
OR  AVOIDING  MEDICAL  HELP 

I.  EMERY  BREITNER,  M.D. 

Nassau  Hospital 

NO  FEE  CREDIT:  C-1 


February  20,  1 97 1 and  February  27 , 1 97 1 
10:00  a.m.-12;00  noon,  Soturdays 

Memorial  Hospital  for  Cancer  and  Allied  Diseases 

Auditorium  424  East  68th  Street 

SURGICAL  PROCEDURES  FOR 
HEAD  AND  NECK  CANCER 

February  20 

Carotid  Body  Tumor.  Schwanoma.  Esophageal 
Diverticulum. 

Endoscopy.  Cancer  of  the  Larynx:  Partial  Laryngectomy; 

Total  Laryngectomy;  Radical  Neck  Dissection  Plus  Larynx;  Tracheal 
Stoma  Construction;  Statistics. 

February  27 

Benign  Parotid  Tumors:  Superficial 
Parotidectomy  with  Facial  Nerve  Dissection 

Cancer  of  the  Parotid: 

Total  Parotidectomy  with  and 
Without  Neck  Dissection 

Speaker:  H.  RANDALL  TOLLEFSEN,  M.D. 


SUNDAY,  FEBRUARY  21 

8:30  a.m.-2:00  p.m. 

The  Brookdale  Hospital  Center 
Theodore  Shapiro  Residence  Hall 

Linden  Boulevard  at  Brookdale  Plaza 
Brooklyn 

ORTHOPEDICS  IN  GENERAL  PRACTICE 

1.  Osteoporosis  and  Osteomalacia 

ALVIN  KAHN,  M.D. 

2.  Fracture  Treatment  in  General  Practice 

BERNARD  FREUNDLICH,  M.D. 

3.  Back  Pain — Panel  Discussion 

ABEL  KENIN,  M.D. 

(a)  The  Sproined  Bock — Structural 
JACK  LEVINE,  M.D. 

(b)  The  Compensation  Back 
BENJAMIN  GOLUB,  M.D. 

Hospital  for  Joint  Diseases 

(c)  Herniated  Disc — Non-Operative  Treatment 
JOEL  TEICHER,  M.D. 

(d)  Neurosurgical  Aspects 
MEYER  ROSENBERG,  M.D. 

4.  Foot  Problems  in  General  Practice 

MELVIN  JAHS,  M.D. 

Hospital  for  Joint  Diseases 

5.  Panel  Discussion — Question  and  Answer  Period 

ABEL  KENIN,  M.D.,  Moderator 
All  Participants 

NO  FEE  CREDIT:  C-1 


February  22,  1971  / February  26,  1 97 1 

Columbia  University  School  of  Public  Health 
and  Administrative  Medicine 

21  Audubon  Avenue — Room  305 

DRUG  ABUSE  AND  ADDICTION 

FEE:  $125  CREDIT:  C-1 

Write:  Program  of  Continuation  Education,  above  address. 

Tel.  (212)  568-4334. 
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MONDAY,  FEBRUARY  22 

4 : 00  p.m. 

State  University  of  New  York 

Society  of  the  Sigma  Xi,  Downstate  Chapter 

First  Floor  Lecture  Hall,  Basic  Sciences  Building 

450  Clarkson  Avenue 

Brooklyn 

Annual  Lecture 

DEVELOPMENT  OF  A RESEARCH  CONCEPT: 
REGULATION  OF  ERYTHROPOIESIS 

ALBERT  S.  GORDON,  M.D. 

N.Y.U.  School  of  Medicine 

Laboratory  of  Experimental  Haematology, 

Washington  Square  Center  Graduate  School 
of  Arts  and  Science 


TUESDAY,  FEBRUARY  23 

9 ; 00  o.m. 

New  York  Infirmary 

Stuyvesant  Square  East  and  15th  Street 
Toscanini  Room — Third  Floor 

SCLERODERMA 

1.  Skin  Manifestations 

ROBERT  AUERBACH,  M.D. 

2.  Muscular  Skeletal  Changes 

MARTIN  MELTZER,  M.D. 

Speakers  from  N.Y.U.  School  of  Medicine 
CREDIT:  C-1 


February  23,  1971  / March  5,  1971 

9;  00  a.m.-6:00  p.m.,  Monday  / Friday 

The  Page  and  William  Black 
Post-Graduate  School  of  Medicine 

The  Mount  Sinai  Hospital 
Fifth  Avenue  and  1 00th  Street 

TRANS-MEATAL  (ENDAURAL)  SURGERY 

HARRY  ROSENWASSER,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $500 


TUESDAY,  FEBRUARY  23 

8 : 30  p.m. 

The  New  York  Psychoanalytic  Society 

247  East  82nd  Street 

DEVELOPMENT  OF  THE  YOUNG  CHILD  AS 
EXPRESSED  THROUGH  BODILY  MOVEMENT— I 

JUDITH  S.  KESTENBERG,  M.D.,  et  al 


WEDNESDAY,  FEBRUARY  24 

8 : 30  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

Blumenthal  Auditorium 
The  Mount  Sinai  Hospital 

Nathan  Rosenthal  Hematology  Seminar 

DETERMINANTS  OF  WHOLE  BLOOD 


VISCOSITY  IN  NORMAL  AND  PATHOLOGIC 
STATES 

SHU  CHIEN,  M.B.,  Ph.D. 

Columbia  University  P & S 
ROBERT  I.  WEED,  M.D. 

University  of  Rochester  School  of  Medicine 

NO  FEE 


8 : 30  p.m. 

Association  for  the  Advancement  of  Psychoanalysis 

Karen  Homey  Clinic  Building  Auditorium 
329  East  62nd  Street 

THE  HOLISTIC  APPROACH  TO 
SCHIZOPHRENIA,  PART  III:  TREATMENT 

JACK  L.  RUBINS,  M.D. 

American  Institute  for  Psychoanalysis 

Discussants: 

GERARD  CHRZANOWSKI,  M.D. 

New  York  Medical  College 
MORTON  S.  RUCKER,  M.D. 

Doy  Care  Center  for  the  Treatment  of  Schizophrenics, 

Karen  Homey  Clinic 


WEDNESDAY,  FEBRUARY  24 

8 : 30  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Historical  Medicine 

2 East  103rd  Street 

HIPPOCRATES,  CELSUS,  GALEN: 

FOUNDERS  AND  RETARDERS  OF  UROLOGY 

MEYER  M.  MELICOW,  M.D. 

Columbia  University  P & S 


SUNDAY,  FEBRUARY  28 

9 ; 00  a.m.-Noon,  2 : 00-5 : 00  p.m. 

Postgraduate  Center  for  Mental  Health 

1 24  East  28th  Street 

Continuing  Education  Seminar  for  Psychiatrists 

BEHAVIOR  THERAPY  WORKSHOP 

ARNOLD  A.  LAZARUS,  Ph.D. 

Yale  University 

FEE:  $20 


NEW  YORK  CITY  FUTURE  EVENTS 


March  1 and  2,  1971 

New  York  University  Medical  Center 

Department  of  Rehabilitation  Medicine 
400  East  34th  Street 

REHABILITATION  IN  CHRONIC  LUNG 
DISEASES 

FEE:  $1  00  (Registration  is  Limited) 

Please  write:  EDWARD  H.  BERGOFSKY,  M.D.,  NYU  Institute  of 

Rehobilitation  Medicine,  400  East  34th  Street,  N.Y.,  N.Y.  1 001  6. 
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April  21,  1971  I April  23,  1971 

Brooklyn  Eye  and  Ear  Hospital 

29  Greene  Avenue 

Brooklyn 

3-Day  Intensive  Course 

OPHTHALMIC  PLASTIC  SURGERY 

MARTIN  BODIAN,  M.D. 

FEE:  $125 

Please  contact  Mr.  Vernon  Dressier,  at  the  above  address. 

April  28,  1971  / April  30,  1971 

Brooklyn  Eye  and  Ear  Hospital 

29  Greene  Avenue 

Brooklyn 

3-Day  Concentrated  and  Practical  Course 

SURGERY  OF  THE  CORNEA 

A.  BENEDICT  RIZZUTI,  M.D.  and  Staff 
FEE:  $175 

May  3,  1971  / May  7,  1971 

Brooklyn  Eye  and  Ear  Hospital 

29  Greene  Avenue 
Brooklyn 

. TYMPANOPLASTY  COURSE 

ADOLPH  WOLFERMAN,  M.D. 

FEE:  $300 


May  17,  1971  / May  21,  1971 

8:00  a. m.— 5:00  p.m,,  Monday— Fridoy 

Albert  Einstein  College  of  Medicine 

Robbins  Auditorium 

Eastchester  and  Morris  Park  Avenue 

Bronx 

CHEST  RADIOLOGY 

MILTON  ELKIN,  M.D.,  Program  Chairman 
FEE:  $175 


ALBANY  FUTURE  EVENT 


BUFFALO  AREA 


TUESDAY,  FEBRUARY  16 
Sisters  of  Charity  Hospital 

Buffalo 

DIAGNOSIS  AND  TREATMENT  IN  DRUG 
ABUSE 

ZEBULAN  TAINTOR,  M.D. 

CREDIT:  C-1 


February  18,  1971  and  February  25,  1 97 1 

7 : 30-9  : 00  p.m.,  Thursdays 

State  University  of  New  York  at  Buffalo 

Sisters  of  Charity  Hospital 
Palmer  Holl 

CARDIAC  CLINICS  AND  PHYSICAL 
EXAMINATION  OF  THE  CARDIAC  PATIENT 

February  18 

Examination  of  the  Peripheral  Pulses 

a.  Pulsus  Parodoxus 

b.  Pulsus  Alternans 

c.  Pulsus  Bisferiens 

d.  Pulses  in  Aortic  Stenosis  and  in 
Aortic  Regurgitation 
Intermission 

Case  Presentations 

February  25 

The  Jugular  Pulse 
Jugular  Contours 

a.  Normal  AC  and  V Waves 

b.  Normal  X,  X‘  and  Y Descents 

c.  Clinical  Recognition  of  Contours 

d.  Differential  from  Carotids: 

Right  versus  Left  Jugular — 

Internal  versus  External  Jugular 
Intermission 

Case  Presentations 

CREDIT:  C-1 

Write:  Continuing  Medical  Education,  Main  Street  Division,  School 

of  Medicine,  SUNY,  2211  Main  Street,  Buffalo,  NY  1 42 1 4 


April  30,  1971  / May  20,  1971 

The  Department  of  Postgraduate  Medicine 
Albany  Medical  College  of  Union  University 

MEDICAL  SEMINAR  CRUISE  TO  THE 

MEDITERRANEAN 

(Aboard  the  "Raffaello") 

Ports  of  call  include  Casablanca,  Naples,  Genoa,  Cannes,  Barcelona 
and  Lisbon 

Write:  WILLIAM  P.  NELSON,  III,  M.D. 

Department  of  Postgraduate  Medicine 
Albany  Medical  College 
Albany,  New  York  1 2208 


Announcement  of  Workmen’s  Compensation 
Positions  Which  Are  Available 

Positions  are  available  as  compensation  examining  physicians 
for  the  New  York  State  Workmen’s  Compensation  Board.  Openings 
exist  in  Albany,  Binghamton,  Buffalo,  Hempsteod,  New  York  City, 
Rochester  and  Syracuse.  Physicians  who  might  be  interested  in  this 
type  of  work  anytime  within  the  next  two  years  are  urged  to  apply. 

Applications  may  be  obtained  on  request  from  the  State  Depart- 
ment of  Civil  Service  at  the  following  addresses: 

ALBANY — State  Office  Building  Cornpu?  1 2226 
BUFFALO — Suite  750,  1 W.  Genesee  Street  10019 
NEW  YORK — 10th  Floor,  1350  Avenue  of  the  Americas  10019 
SYRACUSE — Room  818,  State  Office  Building  13202 
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State  University  of  New  York  at  Buffalo 

2211  Main  Street 
Buffolo,  N.Y.  14214 
Tel.  (716)  831-5526 

SCHEDULE  FOR  WINTER-SPRING  1971 
February  25 

Family  Management  of  the  Chronically  III 

J.  INGALL  and  T.  KRAUSS,  M.D.'s 
Hotel  Statler  Hilton 

March  4 and  5 

Children:  Their  Problems  and  their  Work 

D.  ROSENBAUM,  M.D. 

Hotel  Statler  Hilton 

March  18 

A Day  in  Clinical  Gastroenterology 

W.  LIPP  and  L.  KATZ,  M.D.’s 
Hotel  Statler  Hilton 

March  26 

Neurology  and  the  General  Physician 

B.  SMITH,  M.D. 

Meyer  Memorial  Hospital 

April  1 and  2 
Acute  Medicine 

J.  LAURIA,  M.D. 

Hotel  Statler  Hilton 

April  5,  6 and  7 

Pediatric  Nephrology 

M.  RUBIN,  M.D. 

April  30  and  May  1 

Thirty-Fourth  Annual  UB  Alumni  Spring  Clinical 
Days:  Basic  Science  as  it  Applies  to  Clinical 

Medicine 

L.  GOLDEN,  M.D. 

Hotel  Statler  Hilton 

May  1 1 

Founders’  Day  Dinner 

125th  Anniversary  Year  of  the  School  of 

Medicine 

May  10,  11  and  12 

Clinically  Oriented  Documentation  of  Laboratory 
Data 

E.  GABRIELI,  M.D. 

Hotel  Statler  Hilton 

May  13  and  14 

Planning  and  Organizing  A Halfway  House 

J.  ZUSMAN,  M.D. 

Hotel  Statler  Hilton 

May  19,  20,  21  and  22 

Immunologic  Concepts  of  Hypersensitivity  in  Man 
(With  American  College  of  Physicians) 

C ARBESMAN,  M.D. 

Hotel  Statler  Hilton 

May  26  and  27 

Locomotion  and  Aging 

T.  KRAUSS,  M.D. 

Hotel  Statler  Hilton 

June  3,  4 and  5 

Health  Data  Network  of  Western  New  York 

E.  GABRIELI,  M.D. 

Hotel  Stotler  Hilton 

Write  to  Continuotion  Education  at  above  address  for  full  programs. 


TELEPHONE  LECTURE  NETWORK 


The  School  of  Medicine  presents  various  programs  via  the  facilities 
of  the  Telephone  Lecture  Network  of  the  Regional  Medical  Program  for 
Western  New  York.  The  Network  covers  the  counties  of  Erie,  Niagara, 
Genesee,  Wyoming,  Chautauqua,  Cattaragus  end  Allegany  in  New 
York  State  and  Erie  County  and  McKeen  County  in  the  Commonwealth 
of  Pennsylvania.  There  are  55  hospital-outlets. 

Programs  are  presented  in  three  series; 

1 . A weekly  series  of  general  interest  considered  useful  to  all  physi- 
cians presented  at  1 1 : 30  a.m.  on  Tuesdays; 

2.  The  monthly  Pediatrics  Conference  from  Children’s  Hospital  spon- 
sored by  the  Department  of  Pediatrics  and  presented  on  the  second 
Friday  of  each  month  under  the  direction  of  Thomas  Aceto,  Jr.,  M.D.;  and 

3.  The  monthly  series  on  trauma  sponsored  by  the  Division  of  Ortho- 
pedic Surgery,  Department  of  Surgery,  and  presented  on  the  fourth 
Thursday  of  each  month  under  the  direction  of  Eugene  R.  Mindell,  M.D. 

For  further  information,  please  contact  Continuing  Medical  Education, 
2211  Main  Street,  Buffalo,  N.Y.  14214.  Tel.  (71  6)  831 -5526. 


NASSAU  COUNTY 


February  18,  1971  and  February  25,  1 97 1 

11:30  a.m.,  Thursdays 

Nassau  County  Medical  Center 
Radiology  Research  Auditorium 

Hempstead  Turnpike  and  Carman  Avenue 
East  Meadow,  Long  Island 

Pediatric  Postgraduate  Lectures 

February  18 

Viral  Respiratory  Diseases  in  Children 

ROSA  LEE  NEMIR,  M.D. 

N.Y.U.  Bellevue 

February  25 

Pediatric  Mortality  Conference 


WESTCHESTER  COUNTY 


THURSDAY,  FEBRUARY  11 

9 ; 00  a.m. 

St.  Joseph’s  Hospital 

127  South  Broadway 
Yonkers 

RECENT  ADVANCES  IN  THE  TREATMENT 
OF  STROKE 

BENNETT  STEIN,  M.D. 

Columbia  University  P & S 

CREDIT:  C-1  and  AAGP 

NOTE:  Future  Conferences  will  be  announced  In  forthcoming 

issues  of  WHAT  GOES  ON.  The  St.  Joseph’s  Hospital  is  pleased 
to  announce  that  they  are  a participating  hospital  in  the  weekly 
Albany  Medical  College  "Two  Way  Medical  Radio  Conferences." 
These  live  conferences  are  held  in  the  auditorium  each  Monday  from 
12:00  noon  to  1 : 00  p.m.  They  are  approved  for  academic  credit 
by  AAGP. 
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THURSDAY,  FEBRUARY  4 


WEDNESDAY,  FEBRUARY  24 
Grasslands  Hospital 

EasNiew  Hall — Conference  Room  C 
Valhalla 

4 : 00—5 ; 30  p.m. 

THE  PATHOGENESIS  OF  GRAVES  DISEASE 

SIDNEY  WERNER,  M.D. 

Columbia  Presbyterian  Medical  Center 

8;  30  p.m.  ot  Carl  and  Lilly  Pforzheimer  Building  of  Westchester 
County  Medicol  Society,  Purchase 

THE  THYROID  NODULE 

SIDNEY  WERNER,  M.D. 

CARL  FIEND,  M.D. 

Columbia  Presbyterian  Medical  Center 
ROBERT  LEEPER,  M.D. 

Memorial  Hospital,  New  York  City 


EVENTS  RECEIVED  AFTER  DEADLINE 


MONDAY,  FEBRUARY  1 

8:00  p.m. 

The  New  York  Society  for  Clinical  Ophthalmology 

2 East  1 03rd  Street 

MALIGNANT  MELANOMAS  OF  THE  EYE 


TUESDAY,  FEBRUARY  2 

8 : 30  p.m. 

The  Association  for  Psychoanalytic  Medicine 

2 East  103rd  Street — Room  440 

Panel  Discussion 

EFFICACY  IN  THE  TREATMENT 
OF  NARCOTICS  ADDICTION 

Charles  W.  Socarides,  M.D.,  Moderator 
Morris  H.  Bernstein,  M.D. 

Max  Fink,  AA.D. 

Eugene  H.  Kaplan,  M.D. 

Rabert  A.  Savitt,  M.D. 

Herbert  Wieder,  M.D. 


February  3,  1971  / February  24,  1 97 1 

4:00—5:00  p.m.,  Wednesdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

Beth  Israel  Medical  Center 
10  Nathan  D.  Perlman  Place 

PEDIATRIC  OPHTHALMOLOGY 

HESKEL  M.  HADDAD,  M.D.  and  Staff 
The  Mount  Sinai  School  of  Medicine 

FEE:  $40 


4 : 00  p.m. 

N.Y.U.  School  of  Medicine 

550  First  Avenue 

HISTORICAL  SIDELIGHTS  OF 
TRANSPLANTATION 

DAVID  C.  SCHECHTER,  M.D. 

New  York  Medical  Callege 


MONDAY,  FEBRUARY  8 

4 00  p.m. 

State  University  of  New  York 
Downstate  Medical  Center 

Basic  Sciences  Building,  1st  floor  Lecture  Hall 

450  Clarkson  Avenue 

Brooklyn 

Annual  Jean  Redman  Oliver  Lecture 

RED  CELL  TRANSPORT  DEFECTS  IN  DISEASE 

LOUIS  WELT,  M.D. 

University  of  North  Carolina  School  of  Medicine 


WEDNESDAY,  FEBRUARY  10 

8 : 30  p.m. 

Bronx  Pediatric  Society 
Rosenthal  Auditorium 

Montefiore  Hospital 
1 1 1 East  2 1 0th  Street 
Bronx 

PRENATAL  DIAGNOSIS 

KIRT  HIRSCHHORN,  M.D. 

The  Mount  Sinai  School  of  Medicine 


PHYSICIANS’  PLACEMENT 


CHATEAUGAY,  N.Y.,  Franklin  County.  G.P. 

CONTACT:  MR.  JOHN  LYONS,  Treasurer,  Farmers’  National  Bank. 

Tel.  (518)  497-3181;  or  JOSEPH  J.  PEZZULO,  M.D.,  Main  Street, 
Chateaugay,  N.Y.  1 2920.  Tel.  (51  8)  497-2941 . 


CHERRY  VALLEY,  N.Y.,  Otsego  County.  G.P. 

CONTACT:  WILKIE  T.  MADDOX,  Secretary,  Chamber  of  Commerce, 

P.O.  Box  #65,  Cherry  Valley,  N.Y.  1 3320.  Tel.  (607)  AN  4-6021 . 


COHOCTON,  N.Y.,  Steuben  County.  G.P.  wanted  for  Sears  Founda- 
tion Medical  Building. 

CONTACT:  MR.  RICHARD  L.  WAGNER,  Box  #234,  Cohocton  Area 

Medical  Center,  Cohocton,  N.Y.  14826.  Tel.  (71  6),  384-551  2. 


COLTON,  N.Y.,  St.  Lawrence  County.  G.P. 

CONTACT:  MR.  GEORGE  TIFFANY,  Secretary,  Racquette  Valley 

Chamber  of  Commerce,  P.O.  Box  #1 1 6,  Colton,  N.Y.  1 3625. 
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CLINTON,  N.Y.,  Oneida  County,  needs  a General  Practitioner. 

CONTACT:  MRS.  LINDA  E.  COCKS,  Clinton  Doctor's  Committee, 

Village  of  Clinton,  N.Y.  13323. 


CONGERS,  N.Y.,  Rockland  County,  needs  a General  Practitioner. 

CONTACT:  MRS  W.  R.  HERDMAN,  57  New  York  Avenue,  Congers, 

N.Y.  10920.  Tel.  (914)  CO  8-6080. 


CORTLAND,  N.Y.,  Cortland  County.  G.P.  and  Specialists  in  Internal 
Medicine  and  E.N.T. 

CONTACT:  THEODORE  I.  JACOBUS,  M.D.,  6 Euclid  Avenue,  Cort- 

land, N.Y.  1 3045.  Tel.  (607)  SK  6-6545. 


CROGHAN,  N.Y.,  Lewis  County.  G.P. 

CONTACT:  MR.  HARRY  NORTZ  (Mayor),  Village  of  Croghan,  Box 

#149,  Croghan,  N.Y.  13327. 


CUBA,  N.Y.,  Allegany  County.  G.P.  and  Specialist  in  General  Sur- 
gery. 

CONTACT:  Cuba  Memorial  Hospital,  West  Main  Street,  Cuba,  N.Y. 

14727.  Tel.  (716)  968-2000. 


DANNEMORA,  N.Y.,  Clinton  County.  G.P. 

CONTACT:  MR.  WILLIAM  E.  DONAHUE  (Mayor),  Village  of  Dannemora 
N.Y.  12929.  Tel.(518)492-3151. 


DELHI,  N.Y.,  Delaware  County.  G.P.  and  Specialist  in  Obstetrics/ 
Gynecology. 

CONTACT:  MR.  J.  P.  OLIVER,  86  Main  St.,  Delhi,  N.Y.  1 3753. 


DOLGEVILLE,  N.Y.,  Herkimer  County.  G.P. 

CONTACT:  MR.  JOHN  E.  ADAMS,  Treasurer,  Daniel  Green  Com- 

pany, Dolgeville,  N.Y.  13329.  Tel.  (315)  429-51  11  or  222- 
8849. 


ELIZABETHTOWN,  N.Y.,  Essex  County.  G.P.  and/or  Internist. 

CONTACT:  MR.  ROBERT  LATHAM,  Adm.  Community  Hospital, 

Elizabethtown,  N.Y.  1 2932.  Tel.  (518)  873-6377. 


ELLICOTTVILLE,  N.Y.,  CATTARAUGUS  County.  G.P. 

CONTACT:  MR.  THOMAS  J.  COLAMONICO,  Pres.,  Chamber  of 

Commerce,  Ellicottville,  N.Y.  14731.  Tel.  (716)  699-2236. 


ELMIRA,  N.Y.,  Chemung  County.  Four  Board  Eligible  Pediatricians. 

CONTACT:  GEORGE  R.  MURPHY,  M.D.,  722  Water  Street,  Elmira, 

N.Y.  14905. 


ELMIRA,  N.Y.,  Chemung  County.  One  Dermatologist. 

CONTACT:  C.  B.  OLMSTEAD,  M.D.,  722  W.  Water  Street,  Elmira, 

N.Y.  14905.  Tel  (607)  733-2129. 


ELMIRA,  N.Y.,  Chemung  County.  Group  in  need  of  a G.P.,  Internist  and 
Pediatrician. 

CONTACT:  JAMES  G.  GRAY,  M.D.,  1159  W.  Water  Street,  Elmira, 

N.Y.  14905.  Tel.  (607)  734-0247. 


ELMIRA,  N.Y.,  Chemung  County.  Specialists  in  Radiology,  Pediatrics 
and  EENT. 

CONTACT:  WILLIAM  K.  NOWILL,  M.D.,  Pres.,  Medical  Staff,  Arnot- 

Ogden  Memorial  Hospital,  Roe  Avenue,  Elmira,  N.Y.  14901.  Tel. 
(607)  734-5221. 


ENDICOTT,  N.Y.,  Broome  County.  Neuro-Surgeon  interested  in  part- 
nership. 

CONTACT:  PAUL  M.  DeLUCA,  M.D.,  609  E.  Main  Street,  Endicott, 

N.Y.  13760.  Tel.  (607)  754-0661. 


FORT  COVINGTON,  N.Y.,  Franklin  County.  Two  physicians  wanted 
for  new  medical  building. 

CONTACT:  MR.  DONALD  J.  ELLIOTT,  Dir.,  Personnel  Recruitment, 

Salmon  River  Medical  Center,  Inc.,  Fort  Covington,  N.Y.  1 2937. 


FULTON,  N.Y.,  Oswego  County.  G.P. 

CONTACT:  MR.  LOUIS  C.  BROWN,  Adm.,  Lee  Memorial  Hospital, 

Fulton,  N.Y.  13069. 


WHAT  GOES  ON  IN  MEDICINE 
Medical  Society  of  the  State  of  New  York 

750  Third  Avenue,  New  York,  N.  Y.  10017  Date 

Name  No.  of  Subscriptions 
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Q $3.00  check  enclosed  for  “WHAT  GOES  ON” 
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The  role  of  emotional  factors  in  the 
precipitation  and  course  of  rheumatoid 
arthritis  has  been  receiving  increasing 
attention*  While  the  specific  cause  is  not 
known,  there  are  numerous  precipitating 
^and  aggravating  factors  involved,  and  in 
the  opinion  of  many  clinical  observers 
the  individual’s  response  to  life  stresses 
may  bear  a more  than  chance 
relationship  to  the  onset  and  exacerbation 
of  the  disease. 

Examples  have  been  recorded  of 
rheumatoid  arthritis  attacks  occurring 
diro(^>  after  an  emotional  shockorcrisis, 
and  psychologic  factors  such  as  persistent 
anxiety  and  worry  appear  to  have 
influenced  the  course  and  severity  of  the 
diseaseJlt  is  well  known  that  reaction  to 
pain  injnany  individuals  may  be 
intensified  and  prolonged  by  excessive 
anxiety^This  may  easily  lead  to  profound 
apprehension  concerning  future 
discomfort  and  disability.  Increased 
anxictymay  interfere  with  patient 
cooperation.  The  patient  may  suffer 
anxiety-induced  insomnia. 

Adjunctive  Librium  (chlordiazepoxide 
HCl), through  its  antianxiety  action,  may 
help  to  reduce  such  anxiety-triggered 
aithritic  attacks . . . often  may  lessen 
increased  awareness  of,  and  reaction  to, 
anxiety-augmented  joint  pain . . . help 
relieve  anxiety-induced  insomnia.  In 
addition, fhrough  its  calming  action. 
Librium  may  encourage  a more 
communicative  patient-physician 
relationship^d  cooperation  in 
prescribed  rehabilitative  measures. 

Where  indicated,  Librium  may  be 
administered  for  relief  of  chronic  anxiety 
for  extended  periods,  usually  without 
reduction  of  ben^tsorneed  for  increase 
in  dosage.  When  therapy  is  protracted, 
periodic  blood cot^ts  and  liver  function 
tests  are  advisable. 


*Baylcs,  T.  B.:  “Psychogenic  Factors  in 
Rheumatic  Disease,”  in  Hollander,  J.L.fcd.): 
Arthritis  and  Allied  Conditions.cd.l,  Phila- 
delphia, Lea  & Febiger,  1 966,  pp.  563-566. 

Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows: 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  arc  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hyjjcrscnsitivity  to  the  drug. 

H'arnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage ; 
withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with 
barbiturates,  have  been  reported.  Use  of 
any  drug  in  pregnancy,  lactation,  or  in 
women  of  childbearing  age  requires  that  its 
potential  benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  1 0 mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not 


recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  potenti- 
ating drugs  such  as  MAO  inhibitors  and 
phenothiazincs.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely 
in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions: Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally 
observed  at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nau.sea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduction ; 
changes  in  EEC  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after 
treatment ; blood  dyscrasias  (including 
agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported 
occasionally,  making  periodic  blood 
coimts  and  liver 
function  tests 
advisa 

protract^^therapy . Nuney,  New  jersey  6711b 


in  the  apprehensive  arthritic  patient 
^ ^ adjunctive 

(chlorifti^^pOTide  HCl) 
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the  compatible  vasodilator 


• complications  in  the  treatment  of  hypertension 
have  not  been  reported. 

• conflicts  have  not  been  reported  with  diuretics, 
corticosteroids,  antihypertensives  or  miotics. 

• not  contraindicated  in  coronary  insufficiency,^ 
diabetes,^  peptic  ulcer,^  glaucoma  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  in 
recommended  oral  doses  other  than  it  should  not 
be  given  in  the  presence  of  frank  arterial  bleeding 
or  immediately  postpartum. 


Although  not  all  clinicians  agree  on  the  valtte  of  vasodilators  in  vascular  disease  * several 
investigators^’^ have  reported  favorably  on  the  effects  of  iso xsuprine.  Effects  have  been  dem- 
onstrated both  by  objective  measurement'^  and  observation  of  clinical  improvement 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio- 
sclerotic, diabetic,  thrombotic).  Composition:  Vasodilan  tablets,  isoxsuprine  HCl  10  mg. 
and  20  mg.  Dosage:  Oral-10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Dd  not  give  imme- 
diately postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal- 
pitation and  dizziness  can  usually  be  controlled  by  dosage  reduction.  As  intramuscular 
administration  of  10  mg.  or  more  may  cause  brief  hypotension  and  tachycardia,  single 
intramuscular  doses  exceeding  this  amount  are  not  recommended.  Complete  details  avail- 
able in  product  brochure  from  Mead  Johnson  Laboratories.  References:  (1)  Kaindl,  F. ; 
Samuels,  S.  S. ; Selman,  D.,  and  Shaftel,  H.  E. : Angiology  /d:185-192  (Aug.)  1959. 

(2)  Samuels,  S.  S.,  and  Shaftel,  H.  E. : J.  Indiana  Med.  Ass.  54:1021-102^  (July)  1961. 

(3)  Kaindl,  F. ; Partan,  J.,  and  Polsterer,  P. : Wtin.  klin.  Wchnschr.  <5<?:186-191 
(March  16)  1956.  (4)  Fazekas,  J.  F. ; Alman,  R.  W. ; Ticktin,  H.  E. ; Ehrmantraut,  W.  R., 
and  Savarese,  C.  J. : Angiology  75:63-69  (Feb.)  1964.  (5)  Horton,  G.  E.,  and  Johnson, 
P.  C.,  Jr.:  Angiology  75:70-74  (Feb.)  1964.  (6)  Clarkson,  I.  S.,  and  LePere,  D.  M.: 
Angiology  77:190-192  (June)  1960.  (7)  Dhrymiotis,  A.  D., 
and  Whittier,  J.  R.:  Curr.  Ther.  Res.  ^:124-128  (April)  1962. 

(8)  Whittier,  J.  R. : Angiology  75 :82-87  (Feb.)  1964. 
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because  you  get  quantitative  determinations  - 
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A fast  convenient  system 
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With  vitamins^  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 
“di  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with:  arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 


High  Potency  Vitamin  Formula 


High  Potency  Vitamin  Formula  with  Minerals 


Medical  Meetings 


Arthritis  and  related  disorders  symposium 

A symposium  on  arthritis  and  related  disorders  will 
be  held  on  March  1 through  5 by  New  York  University 
Post-Graduate  Medical  School.  Specific  topics  to  be 
discussed  include;  immunology  and  inflammation,,  con- 
nective tissue  and  cartilage,  infectious  agents  in  arthritis, 
rheumatoid  arthritis  and  systemic  lupus  erythematosus, 
gout  and  uric  acid  metabolism,  and  streptococcal 
infections  and  their  sequelae.  Edward  C.  Franklin, 
M.D.,  professor  of  medici  e and  chairman.  Rheumatic 
Disease  Study  Group  of  New  York  University  School 
of  Medicine,  will  be  the  program  director.  A tuition 
fee  of  $150  is  payable  in  advance  with  an  application 
for  enrollment  directed  to  the  Office  of  the  Recorder, 
New  York  University  Post-Graduate  Medical  School, 
550  First  Avenue,  New  York,  New  York  10016. 

The  current  drug  epidemic 

A symposium  on  the  medical,  legal,  and  social  issues 
surrounding  the  problems  of  drug  abuse  and  use  by 
youth — “The  Current  Drug  Epidemic” — will  be  held 
on  Tuesday,  March  9,  1971,  at  7:30  p.m.,  Colgate 
University,  on  Route  12B,  Hamilton,  New  York  13346, 
at  the  University  Chapel.  There  will  be  no  charge  for 
admission.  The  program  will  consist  of:  introductory 
remarks  by  Harvey  J.  Berger,  program  chairman, 
student  at  Colgate  University,  and  chairman  of  the 
Colgate  Drug  Education  Committee,  and  George  Himler, 
M.D.,  president-elect.  Medical  Society  of  the  State  of 
New  York,  who  will  be  representing  the  State  Medical 
Society,  and  will  act  as  session  chairman  and  discussant; 
“The  Drug  Abuse  Controversy,”  by  Donald  B.  Louria, 
M.D.,  professor  and  chairman.  Department  of  Public 
Health  and  Preventative  Medicine,  New  Jersey  College 
of  Medicine  and  Dentistry,  and  president.  New  York 
State  Council  on  Drug  Addiction;  “Legal  and  Legislative 
Issues,”  by  Michael  R.  Sonnenreich,  Esq.,  deputy 
chief  counsel.  Bureau  of  Narcotics  and  Dangerous  Drugs, 
U.S.  Department  of  Justice,  and  special  assistant  to  the 
U.S.  Attorney  for  the  District  of  Columbia;  “A  Fresh 
Look  at  Marijuana,”  by  Norman  E.  Zinberg,  M.D., 
member  of  Department  of  Psychiatry,  Harvard  Medical 
School,  and  presently  a Scholar  in  Residence  as  a Field 
Foundation  Fellow,  Tufts  University  studying  affective 
education;  and  “Adolescent  Drug  Treatment  and  the 
Youth  Culture,”  by  Dennis  Jaffe,  psychologist  and 
philosopher,  a founder  and  currently  director  of  Number 
Nine,  a twenty-four-hour  crisis  center.  New  Haven, 
Connecticut. 

This  symposium,  cosponsored  by  Colgate  University 
and  The  Medical  Society  of  the  State  of  New  York,  is 
designed  to  offer  expert  viewpoints  from  the  vantage 
points  of  psychology,  psychiatry,  medicine,  and  law  for 
physicians  and  their  families,  and  both  high  school  and 
college  students.  “Drug  abuse  is  increasing  in  epidemic 
proportions  and  has  become  a fact  of  life,  if  not  a way 
of  life,  to  a sizable  segment  of  our  youth  population.” 

Material  tor  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


(John  F.  Ingersoll,  director.  Bureau  of  Narcotics  and 
Dangerous  Drugs,  December,  1969.) 

National  house  staff  conference 

The  first  National  House  Staff  Conference  will  be 
held  at  St.  Louis,  Missouri,  March  18  to  21,  to  discuss 
the  present  health  care  crisis,  the  role  of  house  staff  in 
the  delivery  of  patient  care,  and  the  relevance  of  their 
training  in  medical  education  as  well  as  to  exchange 
views  on  societal,  economic,  and  other  questions  of  con- 
cern to  house  staff  officers.  The  conference  is  being 
supported  by  a grant  from  the  Health  Services  and  Men- 
tal Health  Administration,  contract  No.  HSM  110-71-40. 
C.  Clement  Lucas,  Jr.,  M.D.,  special  assistant  to  the 
HSMHA  Administrator  for  Youth  Affairs,  is  the  liaison 
between  the  agency  and  the  project  director  Victor  W. 
Sidel,  M.D.,  chief.  Department  of  Social  Medicine, 
Montefiore  Hospital  and  Medical  Center. 

House  officers  interested  in  attending  the  conference 
should  write  to:  Mrs.  Estelle  Holt,  Administrator, 

Committee  for  a National  House  Staff  Conference, 
Department  of  Social  Medicine,  Montefiore  Hospital 
and  Medical  Center,  111  East  210th  Street,  The  Bronx, 
New  York  10467. 

Refresher  course  for  residents 

A refresher  course  for  residents  in  radiation  therapy 
and  physics  will  be  given  by  the  Radiation  Therapy 
Department  of  the  Long  Island  Jewish  Hospital/Queens 
Hospital  Center  Affiliation,  from  May  17  to  21,  9 a.m., 
to  5 p.m.  This  will  be  a comprehensive  review  of  the 
principles  of  radiation  therapy  and  radiation  physics 
which  is  designed  for  residents  preparing  for  the  radiol- 
ogy boards.  James  H.  Davenport,  M.D.,  physician-in- 
charge, Radiation  Medicine  Department,  and  Gerald 
Shapiro,  M.S.,  senior  physicist,  are  the  program  chair- 
men. A fee  of  $75  will  be  charged  and  this  will  include 
lunches.  Applications  should  be  made  to:  Jan  J. 

Smulewicz,  M.D.,  director.  Department  of  Radiology, 
The  Long  Island  Jewish  Hospital /Queens  Hospital 
Center  Affiliation,  82-68  164th  Street,  Jamaica,  New 
York  11432. 


Teaching  afternoon 

The  section  on  obstetrics  and  gynecology.  New  York 
Academy  of  Medicine,  2 East  103rd  Street,  New  York 
City,  10029,  212-TR6-8200,  is  presenting  a teaching 
afternoon  on  March  24,  1971,  on  “The  Objective  Evalu- 
ation and  Management  of  Labor,”  in  Room  20  from  3 to 
6 p.m.  Emanuel  A.  Friedman,  M.D.,  Sc.D.,  professor  of 
obstetrics  and  gynecology.  Harvard  Medical  School,  and 
obstetrician-gynecologist-in-chief,  Beth  Israel  Hospital, 
Boston,  Massachusetts,  will  discuss  in  Part  I,  “Evalu- 
ation of  Labor,”  in  Part  II,  “Principles  of  Management,” 
and  in  Part  III,  the  discussion — will  answer  questions 
and  present  sample  cases.  There  is  no  fee  and  there  will 
be  a collation. 
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Give  vour  patients 

rest  from  pain  Empiritf  Compound 

with  Codeine 
Phosphate  gr.l/2,No.  3 


Each  tablet  contains;  Codeine  Phosphate  gr.  V2  (Warn- 
ing-May be  habit  forming),  Phenacetin  gr.  2Vi,  Aspirin 
gr.  3 Vi,  Caffeine  gr.  Vi. 


B.  W.  & Co.  narcotic  products  are  Class  “B”,  and  as  such  are  available  on 
oral  prescription,  where  State  law  permits. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


ine  incomplete 
B-complex 

SPECIFICALLY  FOR  LEVODOPA  PATIENTS-NUTRITIONAL  SUPPORT  WITHOUT  PYRIDOXINE 


Larobec  provides:  B-complex 
vitamins,  of  particular 
importance  to  the  patient  who 
is  on  levodopa  therapy  and  is 
deficient  in  water-soluble 
vitamins. 


Larobec  provides:  Ascorbic 
acid,  useful  in  assisting  tissue 
repair  in  the  debilitated  patient. 


Larobec  does  not  provide: 
Pyridoxine  (vitamin  Bs)— which 
reportedly  reverses  the 
antiparkinson  effects  of 
levodopa  therapy.''  ^ 


Larobec  Tablets 


A high-potency  nutritional  supplement  specific  to  the  needs  of  patients 
with  Parkinson’s  disease  and  syndrome  on  levodopa  therapy— that 
describes  new  Larobec^  ^ from  Roche.  Larobec  provides  the  major  B 
vitamins  plus  vitamin  C—but  does  not  provide  pyridoxine.  Thus,  with  its 
specially  tailored  formula,  Larobec  assures  the  patient  important  nutri- 
tional support  without  minimizing  any  of  the  benefits  of  levodopa  therapy 

1.  Duvoisin,  R.  C.;  Yahr,  M.D.,  and  Cote,  L.  D.;  Trans.  Amer.  Neurol.  Assoc.,  94:81,  1969. 

2.  Cotzias,  G.  C.:  J.A.M.A..  210:1255,  1969. 


410 


Complete  Prescribing  Information; 


Each  Larobec  tablet  contains; 

Thiamine  mononitrate  (vitamin  Bi)  15  mg 

Riboflavin  (vitamin  Bj) 15  mg 

Niacinamide 100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin  (vitamin  B,j)  . . . 5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid  (vitamin  C) 500  mg 


Description:  For  prophylactic  or 
therapeutic  nutritional  supplementation 
concomitant  with  levodopa  therapy  in 
patients  with  Parkinson's  disease  and 
syndrome,  Larobec  provides  high  potency 
dosages  of  the  major  B-complex  vitamins, 
without  pyridoxine  (vitamin  Bs)  which  has 
been  reported'  ’ to  reduce  the  clinical 
benefits  of  levodopa  therapy.  B-complex 
vitamins  are  essential  in  the  anabolism  of 
carbohydrate  and  protein  and  in 
hematopoiesis.  Larobec  also  contains 
therapeutic  quantities  of  ascorbic  acid, 
a substance  involved  in  intracellular 
reactions  such  as  tissue  repair  and 
collagen  formation. 

Indications:  Larobec  is  indicated  for 
supportive  nutritional  supplementation 
when  a water-soluble  vitamin  formula 
(without  pyridoxine)  is  required  prophy- 
lactically  or  therapeutically  in  patients 
under  treatment  with  levodopa. 

Warning:  Administration  of  vitamin  B6  may 
be  required  if  signs  of  pyridoxine 
deficiency  develop.  Larobec  is  not 
intended  for  treatment  of  pernicious 
anemia  or  other  primary  or  secondary 
anemias.  Neurologic  involvement  may 
develop  or  progress,  despite  temporary 
remission  of  anemia,  in  patients  with 
pernicious  anemia  who  receive  more  than 

0. 1. mg  of  folic  acid  per  day  and  who  are 
inadequately  treated  with  vitamin  B,j. 
Dosage  and  Administration:  One  or  two 
tablets  daily,  as  indicated  by  clinical  need. 
How  Supplied:  Orange-colored,  capsule- 
shaped tablets,  imprinted  Roche  73; 
bottles  of  100. 
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Newest  electronic  teaching  device 


I The  Palpator,  one  of  the  newest  electronic  teaching 
( devices,  was  demonstrated  at  Cornell  University  Medical 
Center  for  the  first  time  during  the  December  7,  1970, 
class  in  Introductory  Medicine.  The  only  other  school 
to  have  used  the  machine  is  Georgetown  University, 

I where  it  was  originally  developed.  The  PhonoCardio- 
Timer,  a teaching  tool  which  can  simulate  all  normal 
and  abnormal  heart  sounds  and  patterns,  was  also  intro- 
duced. 

I 

Special  lecture  held 

Robert  I.  Weed,  M.D.,  professor  of  medicine  and  radi- 
ation biology  and  biophysics.  University  of  Rochester 
School  of  Medicine  and  Dentistry,  spoke  on  “Birth  and 
Death  of  the  Red  Cell — The  Virtues  of  Staying  Flexible,” 
at  a special  lecture  sponsored  by  Downstate’s  Chapter  of 
I the  Society  of  the  Sigma  Xi  on  December  21,  1970. 

Personalities 

1 

Appointed.  Arthur  R.  Beil,  Jr.,  M.D.,  as  director  of 
the  Division  of  Surgery  at  North  Shore  Hospital  . . . Ger- 
ald P.  Murphy,  M.D.,  as  director  of  Roswell  Park  Memo- 
rial Institute  to  replace  James  T.  Grace,  Jr.,  M.D.,  who 
was  incapacitated  in  an  automobile  accident  in  March, 
1970. 

Awarded.  Severn  Ochoa,  M.D.,  professor  and  chair- 
man, Department  of  Biochemistry,  New  York  Univer- 
sity Medical  Center  and  Lila  Motley  Professor  of  Cancer 
Research,  the  14th  University’s  Albert  Gallatin  Medal. 

Elected.  J.  Herbert  Dietz,  M.D.,  consultant  in  phys- 
ical medicine  and  rehabilitation  at  Memorial  Hospital, 
and  assistant  professor  at  the  Institute  of  Rehabilitation 
Medicine,  New  York  University  Medical  Center,  to  the 
Board  of  Directors  of  the  American  Cancer  Society’s 
New  York  City  Division. 

Installed,  Robert  M.  Lawrence,  M.D.,  associate  pro- 
fessor of  anesthesiology,  Unive.-sity  of  Rochester  Medical 
Center,  as  president.  New  York  State  Society  of  Anesthe- 
siologists. 

Resigned.  Joseph  K.  Hill,  President,  Downstate 
Medical  Center,  because  of  illness. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 
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Fundamental  to  an  improved  outlook  in  Emphysema 


1.  The  sympathetic  and 
supportive  physician 


2.  Bronkotabs  to  reduce 
the  work  of  breathing 


Bronkotabs  reduces  the  work  of  breathing  when 
used  as  part  of  the  routine  day-in,  day-out 
management  of  emphysema.  Its  efficient 
bronchodilating,  decongestant  and  expectorant 
actions  help  keep  airways  open  and  free  of 
excess  mucus.  By  improving  pulmonary 
function,  Bronkotabs  helps  restore  alveolar 
ventilation  and  decrease  the  severity  of 

BRONKOTABS' 

Each  tablet  contains  ephedrine  sulfate  24  mg; 
glyceryl  guaiacolate  100  mg  theophylline  100  mg: 
phenobarbital  8 mg  (warning  may  be  habit-lorming); 
thenyidiamine  HCI  10  mg. 


symptoms.  For  the  patient  who  has  considerable 
difficulty  during  the  night,  Bronkotabs  taken 
at  bedtime  often  proves  useful.  Working 
together,  Bronkotabs  and  Bronkometer  can 
offer  impressive  benefits  in  a comprehensive 
rehabilitation  program  designed  to  reduce 
progressive  deterioration  of  pulmonary  function. 


BRONKOMETER' 

Contains  Dilabron®  (brand  of  isoetharine 
methanesulfonate)  0,6%;  phenylephrine 
HCI  0,125%;  thenyidiamine  HCI  0 05%, 


the  right  combination  in  chronic  bronchitis/emphysema /asthma 


BREON  LABORATORIES  INC. 

90  P.irk  Avenue,  New  York,  N.Y,  10016 


-BREON 


Medical  Schools 


BRONKOTABS' 

Each  tablet  contains  ephedrine  sulfate  24  mg; 

glyceryl  guaiacolate  too  mg.  theophylline  too  mg,  ■ ^ ii  x nil  ■ 

phenobarbital  8 mg  (warning  may  be  habit-lorming);  AloBrt  EinStBID  C0II696  Of  Ivl6djcjn6 

thenyldiamine  HCI  10  mg 


BRONKOTABS-RECOMMENDED  DOSAGE: 
One  tablet  every  3 or  4 hours,  not  to  exceed 
five  times  daily.  Children  over  6:  one  half 
adult  dose. 

PRECAUTIONS:  Sympathomimetic  side  ef- 
fects are  minimal,  and  there  are  none  of  the 
dangers  or  side  effects  associated  with  steroid 
therapy.  However,  frequent  or  prolonged  use 
may  cause  nervousness,  restlessness  or  sleep 
lessness.  Bronkotabs  should  be  used  with  cau- 
tion in  the  presence  of  hypertension,  heart 
disease  or  hyperthyroidism.  Drowsiness  may 
occur.  Patients  should  be  cautioned  not  to  drive 
oroperate  machinery  when  taking  Bronkotabs. 
SUPPLIED:  Bottles  of  100  and  1,000  scored 
tablets. 


BRONKOMETER* 

Contains  Oilabron*  (brand  of  isoethanne 
methanesullonate)  0 6%:  phenylephrine 
HCI  0 125%:  thenyldiamine  HC^O  05%. 


BRONKOMETER -COMPOSITION.  Each  ml 
of  solution  supplies  at  the  mouthpiece  20  me- 
tered doses  of  350  meg  isoetharine  methane- 
sulfonate  (0.6%),  70  meg  phenylephrine  HCI 
(0.125%)  and  30  meg  thenyldiamine  HCI 
(0.05%)  with  saccharin  and  menthol  plus 
fluorochlorohydrocarbons  as  gaseous  propel- 
lants. Preserved  with  ascorbic  acid  0.1%  and 
alcohol  30%. 

RECOMMENDED  DOSAGE:  The  average  dose 
is  one  or  two  inhalations.  Occasionally,  more 
may  be  required.  It  is  important,  however,  to 
wait  one  full  minute  after  the  initial  one  or 
two  inhalations  in  order  to  be  certain  that 
another  is  necessary.  In  most  cases,  inhalations 
need  not  be  repeated  more  often  than  every 
four  hours,  although  more  frequent  adminis- 
tration may  be  necessary  in  severe  cases. 
CONTRAINDICATION : Hypersensitivity  to 
any  component. 

PRECAUTIONS:  Although  Bronkometer  is 
relatively  free  of  toxic  side  effects,  too  fre- 
quent use  may  cause  tachycardia,  palpitation, 
nausea,  headache,  changes  in  blood  pressure, 
anxiety,  tension,  restlessness,  insomnia,  tremor, 
weakness,  dizziness  and  excitement  as  is  the 
case  with  other  sympathomimetic  amines. 
Bronkometer  should  not  be  administered 
along  with  epinephrine  or  other  sympathomi- 
metic amines  as  such  drugs  are  direct  cardiac 
stimulants  and  may  cause  excessive  tachy- 
cardia. They  may,  however,  be  alternated  if 
desired.  Dosage  must  be  carefully  adjusted  in 
patients  with  hyperthyroidism,  hypertension, 
acute  coronary  disease,  cardiac  asthma,  lim- 
ited cardiac  reserve  and  in  individuals  sensi- 
tive to  sympathomimetic  amines,  since  over- 
dosing may  result  in  tachycardia,  palpitation, 
nausea,  headache  or  epinephrine-like  side 
effects. 

HOW  SUPPLIED:  Bronkometer  tpr  10  ml  Re- 
fill with  Actuator  (Code  No.  1184);  Bron- 
kometer tpr  10  ml  Refill  only  (Code  No.  1183); 
Bronkometer  10  ml  Vial  with  Oral  Nebulizer 
(Code  No.  1193);  Bronkometer  20  ml  Vial 
with  Oral  Nebulizer  for  desk  or  bedside 
(Code  No.  1182). 


New  department  established.  The  Department  of 
Otolaryngology  has  been  established  at  the  College. 
Robert  J.  Ruben,  M.D.,  has  been  named  to  head  the 
Department.  He  has  been  director  of  the  Division  of 
Otolaryngology  since  1968. 


Columbia  University  College  of  Physicians 
and  Surgeons 

New  Merritt  professorship.  Melvin  D.  Yahr,  M.D., 
associate  dean  for  postgraduate  studies,  and  director, 
Parkinson’s  Disease  Research  Center,  has  been  appoint- 
ed to  the  new  professorial  chair  created  in  honor  of  H. 
Houston  Merritt,  M.D. 

New  appointment.  Richard  L.  Masland,  M.D.,  has 
been  named  the  new  Henry  and  Lucy  Moses  Professor  of 
Neurology.  He  succeeds  H.  Houston  Merritt,  M.D., 
who  retired  from  this  professorship  in  .June,  1970. 


Cornell  University  Medical  College 

Recent  appointments.  Paul  A.  Ebert,  M.D.,  associate 
professor  of  surgery,  Duke  University  Medical  Center, 
has  been  appointed  chairman.  Department  of  Surgery 
at  the  College,  and  surgeon-in-chief  at  The  New  York 
Hospital.  Dr.  Ebert  assumed  his  duties  on  February 
1st.  Charles  A.  Santos-Buch,  M.D.,  associate  profes- 
sor of  pathology,  has  been  appointed  associate  dean. 
His  chief  responsibility  will  be  in  the  area  of  student 
affairs  and  he  will  also  continue  his  teaching  and  re- 
search duties. 


New  York  Medical  College 

Promotion  and  appointment.  A.  Benedict  Rizzuti, 
M.D.,  has  been  promoted  to  clinical  professor.  Depart- 
ment of  Ophthalmology,  at  the  College,  chairman. 
Department  of  Ophthalmology,  The  Catholic  Medical 
Center  of  Brooklyn  and  Queens,  Inc.,  and  director  of 
the  newly  inaugurated  Eye  Residency  Program. 


New  York  University  School  of  Medicine 

Promoted.  Pablo  A.  Morales,  M.D.,  acting  chairman, 
Department  of  Urology,  has  been  promoted  to  professor 
of  urology.  Richard  L.  Rovit,  M.D.,  director.  Depart- 
ment of  Neurological  Surgery,  St.  Vincent’s  Hospital 
and  Medical  Center  of  New  York,  has  been  promoted  to 
clinical  professor  of  neurosurgery.  .Jordan  S.  Brown, 
M.D.,  codirector  of  medical  education.  Department 
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Month  in  Washington 


The  Federal  government  now  has  the  authority  to  ex- 
pand the  U.S.  Public  Health  Service  to  provide  direct 
medical  and  other  health  care  services  in  ghettos  and 
rural  areas  where  there  are  shortages  of  physicians  and 
other  health  personnel. 

Before  such  a program  can  be  started,  the  state  and 
local  medical  society  must  certify  that  it  is  needed. 

The  Senate  approved  the  authorizing  legislation,  66 
to  0,  and  the  House  by  an  almost  unanimous  voice  vote. 
President  Nixon  signed  it  into  law  on  December  31,  al- 
though the  secretary  of  Health,  Education,  and  Wel- 
fare, and  the  PHS  surgeon  general  had  asked  Congress 
to  defer  action  until  the  President  had  presented  his 
over-all  health  program  early  this  year. 

The  legislation  authorized  $10  million  for  the  current 
fiscal  year  ending  next  June  30,  $20  million  for  fiscal 
1972  and  $30  million  for  fiscal  1973.  The  money  must 
be  appropriated  before  it  is  available  for  the  program. 

In  its  report  approving  the  legislation,  the  House 
commerce  committee  expressed  a hope  that  it  would 
help  revitalize  the  PHS  which  the  Nixon  Administra- 
tion reportedly  has  been  planning  to  further  downgrade, 
or  even  eliminate,  in  a reorganization  of  the  health 
activities  of  HEW. 

“That  the  Public  Health  Service  has  been  allowed  to 
languish,  and  that  the  great  functions  it  has  performed 
have  largely  been  stripped  from  it,  is  the  fault  of  this  and 
previous  administrations,  and  a tragedy  from  the  stand- 
point of  the  nation’s  health  needs,”  the  committee  re- 
port said. 

Physicians  enlisting  in  the  program  will  become  PHS 
commissioned  officers  and,  as  such,  be  exempt  from  the 
military  draft.  Fees  paid  for  their  services  will  be  set 
by  the  HEW  secretary  and  go  into  the  U.S.  Treasury. 

The  HEW  secretary  has  the  responsibility  of  deter- 
mining, after  consultation  with  local  officials  and  health 
groups,  what  areas  need  such  a program.  He  then  can 
assign  PHS  personnel  there  after  receiving  a request 
from  a state  or  local  health  agency  or  other  public  or 
nonprofit  private  health  organization  and  a certifica- 
tion of  need  from  the  state  and  local  medical  society. 

The  new  law — the  “Emergency  Health  Personnel  Act 
of  1970” — also  provides  for  the  establishment  of  a 15- 
member  National  Advisory  Council  on  Health  Man- 
power Shortages.  It  will  include  three  members  from 
the  health  professions,  three  members  from  state  health 
or  health-planning  agencies,  and  four  from  the  general 
public  representing  consumers  of  health  care. 

* * * 

President  Nixon  was  pronounced  in  “excellent  health” 
with  a young  man’s  blood  pressure”  after  his  annual 
physical  check-up. 

Air  Force  Brig.  Gen.  Walter  Tkach,  M.D.,  the  Presi- 
dent’s physician,  said  that  all  the  tests  given  the  na- 
tion’s chief  executive  at  the  Bethesda  (Md.)  Naval  Med- 
ical Center  were  within  normal  limits.  The  examina- 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


tion  team  of  five  physicians  including  himself,  Tkach 
said,  found  Nixon’s  blood  pressure  to  be  118/82  com- 
pared to  last  year’s  reading  of  120/80.  He  described 
it  as  a “young  man’s  blood  pressure,  ideal”  for  the  presi- 
dent who  was  only  ten  days  short  of  his  fifty-eighth 
birthday. 

Tkach’s  only  recommendation  for  Nixon  was  that  he 
take  more  time  for  exercise  and  recreation,  preferably 
in  California  or  Florida.  The  President  partly  heeded 
the  advice,  going  to  California  shortly  thereafter  for  a 
“working  vacation.” 

* * * 

Three  major  reports  before  the  Federal  government 
urge  extensive  programs  to  combat  cancer  and  heart 
disease. 

A special  panel  of  26  expert  consultants,  in  a report 
to  the  Senate  Labor  and  Welfare  Committee,  urged  a 
multi-billion-dollar  crusade  against  cancer  in  an  effort 
to  erase  its  “staggering”  impact  of  death  and  suffering 
caused  by  the  disease. 

The  National  Advisory  Cancer  Council  urged  in- 
creased educational  efforts  by  both  governmental  and 
private  agencies  to  warn  the  public  against  the  hazards 
of  smoking. 

The  Inter-Society  Commission  for  Heart  Disease  Re- 
sources recommended  a program  that  would  promote 
drastic  changes  in  the  nation’s  dietary  habits,  elimina- 
tion of  cigaret  smoking,  and  research  into  the  causes  of 
high  blood  pressure. 

The  latter  two  bodies  were  set  up  by  the  Department 
of  Health,  Education,  and  Welfare.  The  heart  disease 
commission  is  made  up  of  more  than  100  experts  in  car- 
diovascular disease,  epidemiology,  radiology,  rehabilita- 
tion, and  surgery  from  29  medical  organizations,  includ- 
ing the  American  Medical  Association,  the  American 
Heart  Association,  the  American  Nurses  Association, 
the  American  Hospital  Association,  and  the  College  of 
Cardiology. 

Based  on  a four-month  study,  the  cancer  report  to 
the  Senate  committee  included  an  estimate  that  50 
million  Americans  now  living  will  develop  the  disease 
and  that  34  million  of  them  will  die  unless  immediate 
steps  are  taken  to  curb  it. 

The  consultants  recommended  a sweeping  program 
keyed  to  consolidation  of  all  existing  cancer  re- 
search projects  into  a national  cancer  authority  directly 
responsible  to  the  president. 

“The  Committee  is  unanimously  of  the  view  that  the 
conquest  of  cancer  is  a realistic  goal  if  an  effective  na- 
tional program  along  the  lines  in  the  report  is  promptly 
initiated  and  relentlessly  pursued,”  said  Benno  C. 
Schmidt,  co-chairman  of  the  group. 

The  report  recommended  doubling  cancer  research 
spending  to  $400  million  in  the  1972  fiscal  year,  and 
increasing  it  by  $100  million  to  $150  million  in  subse- 
quent years  to  $1  billion  level  in  1976. 

The  panel  of  consultants,  which  included  labor  and 
civic  leaders  as  well  as  distinguished  cancer  researchers, 
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Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

D Accidental  Trauma  O Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  oe  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a Imown  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia. or  witf^  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverso  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  manl- 
festatior\s  (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  ter^ncy  to 
bleed  has  also  been  reported  but.  in  controlled  studies,  rt 
has  been  seen  with  equal  incidence  In  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Oosago:  One  tablet  q.i.d. 
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You  can  depend  on  AVC — comprehensive 
therapy  that  combats  all  three  major  vaginal 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
13.0%,  ollontoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


Contraindications:  Known  sensitivity  to  sulfonomides. 

Precautions/ Adverse  Reactions:  The  usual  precautions  for  topical 
and  systemic  sulfonamides  should  be  observed  because  of  the  pos- 
sibility of  absorption.  Burning,  increased  local  discomfort,  skin 
rash,  urticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applica.torful  or  one  suppository  intravagi- 
nally  once  or  twice  daily. 

Supplied:  Cream  - Four-ounce  tube  with  or  without  applicator. 
Suppositories  - Box  of  12  with  applicator. 
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said  that  the  program  should  be  devoted  primarily  to 
research  into  the  causes  and  cures  of  cancer,  rather  than 
to  patient  care. 

The  National  Advisory  Cancer  Council’s  fourth  an- 
nual report  on  the  state  of  the  art  in  cancer  research 
cited  the  more  than  60,000  deaths  a year  in  the  United 
States  from  an  “epidemic”  of  lung  cancer  attributed 
mainly  to  cigaret  smoking.  The  report  dealt  with  the 
chemical  causes  of  cancer  and  the  effects  of  many  en- 
vironmental factors,  not  only  the  “private  pollution” 
of  smoking  but  also  the  more  public  air  pollution  from 
industrial  and  commercial  wastes,  as  causative  agents 
in  malignant  disease. 

As  of  January  2,  a ban  on  all  advertising  of  cigarets 
on  television  and  radio  became  effective  under  legisla- 
tion approved  in  the  Congress,  and  all  packages  of  ciga- 
rets manufactured  and  sold  in  the  United  States  now 
must  carry  a new  printed  warning:  “The  Surgeon 

General  has  determined  that  cigarette  smoking  is 
dangerous  to  your  health.”  This  replaced  the  milder 
warning  required  by  a 1965  law  that  expired  in  1969 
which  said:  “Caution:  cigarette  smoking  may  be  haz- 
ardous to  your  health.  ” 

Although  a substantial  portion  of  this  report  of  the 
Council  was  devoted  to  the  problem  of  smoking  and 
health,  it  was  stated  that  the  production  of  cancer  by 
chemicals  is  part  of  a larger  problem  of  the  hazards 
facing  man  in  a polluted  environment.  The  report 
pointed  out  that  the  death  rate  from  cancer  continues 
to  increase  despite  steady  improvement  in  the  cure  rate 
and  suggested  that  this  may  be  related  largely  to  in- 
creased exposure  of  the  population  to  cancer-causing 
agents  in  the  environment. 

The  heart  disease  commission’s  report  said  the  na- 
tion’s cholesterol-rich  diet,  cigaret  smoking,  and  high 
blood  pressure  are  the  primary'  reasons  for  one  million 
heart  attack  deaths  and  600,000  heart  disease  deaths  in 
the  United  States  annually.  The  report  cited  five 
secondary  factors:  obesity,  diabetes,  tensions,  seden- 

tary living,  and  heredity. 

The  commission  urged  “safe  and  reasonable”  changes 
in  everyone’s  diet  to  reduce  saturated  fats  and  choles- 
terol even  though  present  evidence  that  such  dietary 
changes  would  help  is  now  “suggestive”  rather  than 
“conclusive.”  In  an  effort  to  obtain  “conclusive”  evi- 
dence, the  commission’s  experts  recommended  large- 
scale,  federally-financed  scientific  studies  of  American 
eating  habits  and  their  consequences  in  terms  of  heart- 
artery  health  or  illness.  The  commission  envisaged 
studies  costing  about  $80  million,  requiring  ten  years, 
and  involving  some  60,000  persons  on  typically  high-fat 
diets  as  subjects. 
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of  Urology,  has  been  promoted  to  clinical  professor  of 
urology.  Stella  Chess,  M.D.,  director.  Community 
and  Extramural  Psychiatric  Services  for  Adults  and 
Children,  Bellevue  Hospital  Center,  has  been  promoted 
to  professor  of  child  psychiatry.  Barbara  Fish,  M.D., 
director.  Child  Psychiatry,  Bellevue  Hospital  Center, 
has  been  promoted  to  professor  of  child  psychiatry. 
Salah  A.  Al-Askari,  M.D.,  associate  director.  Depart- 
ment of  Urology,  Bellevue  Hospital  Center,  and  codirec- 
tor, Clinical  Kidney  Transplantation  Program,  New 
York  University  Medical  Center,  has  been  promoted 


Congress  appropriated  for  the  Department  of  Health, 
Fiducation,  and  Welfare  more  than  $300  million  more 
for  the  current  fiscal  year  (1971)  for  its  health  programs, 
other  than  Medicare  and  Medicaid,  than  was  requested 
by  the  Nixon  Administration. 

The  appropriation  approved  by  Congress  was  a com- 
promise between  House  and  Senate  figures  and  repre- 
sented increases  over  Administration  allotments  with 
the  exception  of  the  two  for  the  Food  and  Drug  Adminis- 
tration and  Comprehensive  Health  Planning  which  were 
the  amounts  requested:  $89.5  million  and  $247.1  mil- 
lion, respectively. 

The  total  HEW  appropriation  for  specific  health  pro- 
grams amounted  to  $739.9  million.  The  National  Insti- 
tutes of  Health  appropriation  included  $275.9  million  for 
health  manpower  programs,  $33.7  more  than  asked. 
The  mental  health  appropriation  totaled  $379.5  million, 
a $32.8  million  increase.  A $196.5  million  appropriation 
for  medical  facilities  construction  included  a $107.2 
increase.  There  was  a $300,000  increase  in  the  maternal 
and  child  health  appropriation  of  $255.6  million. 

* * * 

The  Nixon  Administration  has  been  urged  by  a “Health 
Caucus”  headed  by  the  American  Medical  Association’s 
president  to  give  a high  priority  to  health  services  for 
children. 

The  caucus  comprised  representatives  of  the  AMA, 
the  Women’s  Auxiliary  to  the  AMA,  and  the  American 
Dental  Association  at  the  White  Conference  on  Chil- 
dren. Walter  C.  Bornemeier,  M.D.,  president  of  the 
AMA,  was  chairman. 

Stephen  Hess,  chairman  of  the  conference,  said  he 
would  forward  to  President  Nixon  a letter  outlining  the 
unanimous  views  of  the  caucus.  The  letter  was  accom- 
panied by  a resolution  on  child  health  care  adopted  by 
the  House  of  Delegates  at  the  AMA’s  1970  clinical  con- 
vention in  Boston,  Massachusetts.  The  caucus  cited 
the  resolution’s  five  recommendations  as  examples  of 
steps  that  should  be  taken  to  improve  child  health  care. 
The  recommendations: 

— That  relevant  parent  health  education  related  to 
total  health  of  the  mother,  leading  to  the  seeking  of  pre- 
natal care,  be  made  available  on  a wide  scale. 

— That  medical  care  that  anticipates  high-risk 
mothers  be  made  more  readily  available. 

— That  in  each  state  a system  of  intensive  care  units 
of  potential  high-risk  mothers  and  infants  be  developed. 

— That  the  conference  urge  the  expansion  of  the 
health  aspects  of  programs  for  all  school  children. 

— That  all  payors  of  health  care  (the  insurance  in- 
dustry) structure  their  contracts  to  cover  the  newborn 
from  the  moment  of  birth. 


to  professor  of  urology.  Geertruida  Jeanette  Thorbecke, 
M.D.,  has  been  promoted  to  professor  of  pathology. 

State  University  at  Buffalo  School 
of  Medicine 

New  appointment.  Clyde  L.  Randall,  M.D.,  professor 
and  chairman.  Department  of  Gynecology-Obstetrics, 
has  been  appointed  vice-president  of  Health  Sciences 
to  succeed  Douglas  M.  Surgenor,  M.D.,  who  resigned 
on  February  1. 
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the  fish  sinks  to  the  bottom. 
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Abstracts 


Firooznia,  H.,  Kricheff,  I.  I.,  Young,  R.,  and 
Naidech,  H.:  Basal-cell  carcinoma  of  head  and  neck, 
New  York  State  J.  Med.  71:  429  (Feb.  15)  1971. 

Basal-cell  carcinoma,  usually  superficial,  may  in- 
volve underlying  muscle  and  bone.  When  a basal-cell 
tumor  invades  the  head  and  neck,  management  becomes 
difficult  because  of  its  proximity  to  brain  and  major 
vessels.  As  long  as  the  lesions  remain  superficial,  roent- 
genography is  not  helpful.  However,  when  the  dura  is 
destroyed,  angiography  of  the  carotid  artery  is  the  only 
means,  short  of  surgical  exploration,  by  which  these 
lesions  can  be  demonstrated.  Therefore,  the  use  of  an- 
giography should  become  routine  in  the  total  medical 
and  surgical  evaluation  of  patients  with  basal-cell  tum- 
ors both  as  a guide  for  radical  treatment  and  for  the 
diagnosis  of  any  neurologic  manifestations. 

Kaplan,  H.  S.:  Psychosis  associated  with  marijuana. 
New  York  Stated.  Med.  71:  433  (Feb.  15)  1971. 

Although  a casual  relationship  between  marijuana 
and  psychosis  has  not  been  established,  and  although 
most  users  are  not  adversely  affected,  clinical  evidence 
suggests  that  marijuana  may  induce  an  acute  psychosis 
in  some  persons.  The  syndrome  has  been  observed 
in  psychologically  healthy  as  well  as  in  disturbed  indi- 
viduals. Five  cases  of  acute  psychosis  apparently  asso- 


ciated with  marijuana  are  reported,  and  a tentative  de- 
scription of  the  syndrome  and  suggestions  for  manage- 
ment are  presented.  The  prognosis  is  excellent  for  rapid 
and  complete  recovery  in  those  patients  who  are  rela- 
tively stable.  Phenothiazine  medication  to  control 
cognitive  and  perceptual  symptoms  facilitates  rapid 
resolution  of  the  reaction,  and  complete  recovery  often 
occurs  within  a few  days. 

Turnbull,  A.  D.,  Huvos,  A.  G.,  Ashikari,  R.,  and 
Strong,  E.  W.:  Granular-cell  myoblastoma  of  breast. 
New  York  Stated.  Med.  71:  436  (Feb.  15)  1971. 

The  pathology  of  granular-cell  myoblastoma  of  the 
breast  is  discussed  with  reference  to  reports  in  the  litera- 
ture and  a study  of  110  such  lesions  seen  at  Memorial 
Cancer  Center.  This  rare,  usually  benign  tumor  appears 
as  solid,  firm,  and  partially  attached  to  the  skin,  causing 
dimpling  of  the  overlying  skin.  The  tumor  usually 
occurs  on  the  periphery  of  the  breast,  and  the  patient  is 
typically  asymptomatic  and  premenopausal.  The  lesion 
closely  resembles  invasive  carcinoma  both  on  clinical 
evaluation  and  on  gross  examination.  Mastectomy 
should  not  be  performed  without  histologic  confirma- 
tion. A reliable  histologic  diagnosis  can  be  made  at 
frozen  section.  Wide  local  excision  is  the  treatment  of 
choice,  and  recurrence  is  unlikely. 


Abstracts  in  Interlingua 


Firooznia,  H.,  Kricheff,  I.  I.,  Young,  R.,  e Naidech, 

H.:  Carcinoma  basso-cellular  del  capite  e collo. 

New  York  Stated.  Med.  71:  429  (Feb.  15)  1971. 

Le  carcinoma  basso-cellular,  generalmente  superficial, 
pote  involver  le  musculos  e ossos  subjacente.  Quand  le 
tumor  invade  le  capite  e le  collo,  le  tractamento  deveni 
difficile  per  le  proximitate  del  cerebro  e le  vasos  prin- 
cipal. Durante  que  le  lesiones  resta  superficial,  le  ro- 
entgenographia  non  es  adjuvante.  Nonobstante,  quando 
le  dura  es  destruite,  le  angiographia  del  arteria  carotide 
es  le  unic  medio — si  le  exploration  chirurgic  non  es 
disponibile — pro  demonstrar  le  lesion  tumoral.  Ergo, 
le  angiographia  debe  devenir  un  examine  routinari  del 
evaluation  medic  e chirurgic  total  del  patientes  con  tu- 
mores  basso-cellular,  tanto  como  guida  de  un  tract- 
amento radical  como  pro  le  diagnose  de  qualunque  mani- 
festation neurologic. 

Kaplan,  H.  S.:  Psychose  associate  con  le  marijuana. 

New  York  Stated.  Med.  71:  433  (Feb.  15)  1971. 


Ben  que  un  relation  causal  inter  le  marijuana  e le 
psychose  non  ha  essite  establite,  e ben  que  le  fumatores 
non  es  affectate  adversemente,  le  observationes  clinic 
indica  que  le  marijuana  pote  inducer  un  psychose 
acute  in  certe  personas.  Le  syndrome  ha  essite  obser- 
vate  in  individuos  psychologicmente  san  e etiam  in  le 
personas  disturbate.  Es  reportate  5 casos  de  psychose 
acute  apparentemente  associate  con  le  marijuana,  e un 
description  provisional  del  syndrome  e recommenda- 
tiones  therapeutic  es  presentate.  Le  prognose  es  excel- 
lente  pro  un  recuperation  rapide  e complete  in  le  pa- 
tientes relativemente  stabile.  Le  tractamento  pheno- 
thiazinic  pro  controlar  le  symptomas  cognitive  e per- 
ceptual facilitate  le  resolution  rapide  del  reaction  psy- 
chotic, e le  recuperation  complete  frequentemente  oc- 
curre  in  un  pauco  dies. 

Turnbull,  A.  D.,  Huvos,  A.  G.,  Ashikari,  R.,  e Strong, 

E.  W.:  Myoblastoma  ab  cellulas  granose  del  glandula 

continued  on  page  421 


420  New  York  State  Journal  of  Medicine  / February  15,  1971 


Index  to  Advertisers 

I 

Ames  Company 403  | 

j 

Breon  Laboratories 412,413 

I 

Burroughs  Wellcome  & Company 409  I 

Geriatric  Pharmaceutical  Corp 428  | 

Hall-Brooke  Hospital 493 

I 

Eli  Lilly  & Company 422  i 

Mandl  School 493 

i 

Mead  Johnson  & Company 400,401  ' 

National  Drug  Company  . . 41  5,  41  6,  497,  498 

i 

N.  Y.  State  Academy  of  General  Practice.  .496 

William  P.  Poythress  & Company 405 

Roche  Laboratories 2nd  cover-399,  410, 

41  1, 491 

] 

Sandoz  Pharmaceuticals 4th  cover  j 

Smith  Kline  & French  Laboratories 427 

i 

! 

E.  R.  Squibb  & Sons 407  j 

I 

j 

Stuart  Pharmaceuticals,  Div.  Atlas  j 

Chemical  Industries 418,  419  1 


continued  from  page  420 

mammari,  New  York  State  J.  Med.  71:  436  (Feb. 
15) 1971. 

Le  pathologia  del  myoblastoma  ab  cellulas  granose 
del  sino  es  commentate  con  respecto  de  reportes  publi- 
cate,  e le  studio  de  110  casos  de  iste  tumor  observate  in 
le  Memorial  Cancer  Center  es  etiam  analysate.  Iste  rar 
tumor,  generalmente  benigne,  appare  solide,  firme  e 
partialmente  adherite  al  pelle,  causante  le  umbilication 
del  cute  subjacente.  Generalmente,  le  tumor  se  dis- 
veloppa  in  le  peripheria  del  sino;  le  patiente  es  typic- 
mente  asymptomatic  e premenopausic.  Le  lesion  es 
intimemente  similar  al  carcinoma  invasive  tanto  clinic- 
mente  como  al  examination  macroscopic.  Le  mastec- 
tomia  non  se  debe  practicar  sin  le  comfirmation  histo- 
logic. Le  corte  congelate  permitte  facer  un  diagnose 
histologic  confidebile.  Le  large  excision  local  es  le  tract- 
amento  de  election;  le  recurrentia  es  pauco  probabile. 

Lower  death  rate  in  1970 

One  of  the  better  years  for  life!  That’s  how  1970  is 
viewed  by  the  statisticians  of  Metropolitan  Life  Insur- 
ance Company  who  report  that  the  mortality  rate  in  the 
United  States  was  slightly  lower  in  1970  than  in  1969. 
They  estimate  the  1970  national  death  rate  at  about 
9.4  per  1,000  population  compared  with  9.5  in  1969. 
This  represents  the  twenty-third  consecutive  year  in 
which  a death  rate  below  10  per  1,000  population  was 
registered  in  this  country. 

Infant  mortality,  which  recorded  a low  of  21  per  1,000 
live  births  in  1969,  may  show  another  low  in  1970. 
Infant  mortality  rates  may  for  the  first  time  in  this 
country  drop  to  less  than  20  per  1,000  live  births  in  1970. 
The  infant  mortality  rate  in  the  United  States  may  show 
nearly  a 25  per  cent  decline  from  1960  to  1970,  compared 
with  a decline  of  only  11  per  cent  from  1950  to  1960. 

Diseases  of  the  heart,  which  are  currently  responsible 
for  nearly  two-fifths  of  all  deaths  in  this  country,  showed 
a slightly  lower  mortality  rate  in  1970  than  in  1969.  The 
rate  for  the  ischemic  type  of  heart  disease,  mainly  coro- 
nary heart  disease,  decreased  from  a year  ago  by  about 
1V2  per  cent.  No  significant  change  in  the  mortality 
rate  from  cerebral  vascular  disease  was  noted,  according 
to  the  statisticians. 

Cancer,  which  runs  second  to  heart  disease  as  a cause 
of  death,  continued  its  gradual  uptrend,  showing  a mor- 
tality rise  of  approximately  2 per  cent  in  1970  from  the 
year  earlier.  This  small  rise  probably  reflects  an  in- 
crease in  the  death  rate  from  cancer  of  the  respiratory 
system. 

The  diabetes  mortality  rate  showed  a slight  increase 
in  1970,  while  the  death  rate  from  cirrhosis  of  the  liver 
was  up  by  6 per  cent,  according  to  Metropolitan  Life. 

A sizable  decline  in  the  mortality  rate  from  influenza 
and  pneumonia  is  expected.  This  figure  often  varies 
materially  from  year  to  year.  A mortality  rate  of  about 
30  per  100,000  is  estimated  for  1970 — about  15  per  cent 
below  that  in  1969.  The  decline  represents  a return  to 
more  usual  levels  from  the  high  influenza  death  rates 
which  prevailed  in  early  1969. 

Provisional  data  indicate  that  the  number  of  motor 
vehicle  accident  deaths  in  1970  declined  by  about  2 per 
cent  from  1969.  The  death  toll  from  all  types  of  acci- 
dents combined  is  also  likely  to  be  lower  than  in  1969, 
according  to  Metropolitan  Life. 
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Editonals 


New  wonder  of  science 


A highly  reliable  and  simple  new  method  for  de- 
tecting the  impending  failure  of  a cardiac  pace- 
maker has  been  reported  by  Seymour  Furman, 
M.D.,  thoracic  surgeon  and  codirector  of  the  Mon- 
tefiore  pacemaker  program.  This  system,  which 
he  and  his  colleagues  devised,  uses  a transducer 
and  a totally  unmodified  telephone  to  run  instant 
checks  of  pacemaker  function.  Called  the  trans- 
telephone system,  it  not  only  offers  almost  certain 
protection  against  the  sudden  failure  of  a pace- 
maker from  battery  exhaustion,  but  it  also  serves 
to  increase  the  longevity  of  the  individual  pace- 
maker unit. 

Despite  improvements  in  pacemaker  design  and 
reliability,  battery  exhaustion,  which  accounts 
for  over  95  per  cent  of  pacemaker  failures,  still 
occurs  on  an  average  of  one  and-half  to  two  years 
after  implant,  although  the  spread  is  wide  and 
many  pacemakers  continue  to  operate  as  long  as 
three  and  one-half  years.  Because  there  is  yet  no 
way  to  predict  the  specific  failure  time  of  a given 
unit,  patients  must  return  to  the  hospital  regularly 
for  tests  of  battery  function.  For  the  first  eighteen 
months,  these  checks  can  be  performed  at  six- 
month  intervals;  however,  since  the  chances  of 
battery  failure  increase  steadily  in  proportion  to 
the  length  of  time  the  pacemaker  has  been  in  use, 
they  must  be  made  more  and  more  frequently  in 
later  months.  In  the  past,  each  of  these  checks 
has  meant  an  additional  trip  to  the  hospital  for 
the  patient,  and  it  has,  therefore,  been  judged  safer 
and  more  efficient  to  replace  the  pacemaker  after 
twenty-four  to  thirty  months,  even  though  it  may 
yet  be  fully  operative. 

The  transtelephone  system  changes  all  this. 


The  patient  is  given  a small,  compact  transducer 
unit  capable  of  translating  the  electrical  energy 
of  the  pacemaker  impulse  into  sound.  At  the  time 
of  his  scheduled  checkup,  he  simply  takes  the  unit 
to  the  nearest  telephone  and  dials  the  pacemaker 
clinic.  After  the  connection  has  been  made,  he 
positions  his  telephone  receiver  on  the  unit  and 
then  places  the  transducer  electrode  over  his  pace- 
maker. In  the  clinic,  the  nurse  has  set  her  tele- 
phone receiver  in  position  on  a receiving  apparatus 
which  is  connected  to  a counting  device.  The  rate 
at  which  the  pacemaker  is  operating  is  thus  trans- 
mitted over  the  telephone  and  is  registered  on  the 
counting  device.  The  whole  procedure  takes  no 
more  than  a minute  or  two,  and  so  can  be  done  as 
often  as  twice  a week  with  no  inconvenience  to 
anyone  and  with  no  added  strain  on  hospital  per- 
sonnel and  facilities. 

Furthermore,  since  pacemaker  failure  due  to 
battery  exhaustion  is  not  instantaneous,  but  occurs 
gradually  over  a period  of  at  least  two  weeks,  it  is 
now  possible  to  leave  the  pacemaker  implanted 
until  the  battery  actually  begins  to  fail.  This  is 
a most  important  feature  of  the  transtelephone 
system,  for  replacement  of  a pacemaker  requires 
surgery. 

Thus,  by  prolonging  the  life  of  each  pace- 
maker the  patient  receives,  the  number  of  surgical 
procedures  he  must  undergo  during  his  lifetime 
can  be  significantly  reduced. 

Working  with  Dr.  Furman  in  the  development  of 
the  transtelephone  system  were  Doris  J.  W.  Escher, 
M.D.,  his  codirector  in  the  pacemaker  program, 
and  Bryan  Parker,  an  electronic  engineer  who 
heads  Montefiore’s  medical  electronics  laboratory. 
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TIPS  FOR  THE  IDENTIFICATION  OF  DRUG  ABUSERS 

The  following  chart  was  adapted  by  the  Suffolk  County  Medical  Society  from  one 
prepared  by  the  Suffolk  County  District  Attorney’s  Office 


Drugs  Used 

Physical  Symptoms 

Look  For 

Dangers 

Glue  Sniffing 

Violence,  Drunk 
Appearance,  Dreamy 
or  blank  expression 

Tubes  of  glue.  Glue 
smears.  Large  Paper 
Bags,  or  Handkerchiefs 

Lung/Brain/Liver  Dam- 
age, Death  through 
suffocation  or  choking. 
Anemia 

Heroin, 

Morphine, 

Codeine 

Stupor,  Drowsiness, 
Needle  marks  on  body, 
Watery  eyes.  Loss  of 
appetite.  Blood  stain 
on  shirt  sleeve. 
Running  nose 

Needle  or  hypodermic 
syringe.  Cotton,  Tour- 
niquet-string, Rope, 

Belt,  Burnt  bottle 

Caps  or  Spoons,  Glassine 

envelopes 

Death  from  overdose. 
Addiction,  Liver  and 
other  infections  due  to 
unsterile  needles 

Cough  Medicine 
containing  Codeine 
and  Opium 

Drunk  appearance. 
Lack  of  coordination. 
Confusion,  Excessive 
Itching 

Empty  bottle  of 
cough  medicine 

Addiction 

Marijuana 
(“Pot”,  “Grass”) 

Sleepiness,  Wandering 
mind.  Enlarged  pupils. 
Lack  of  co-ordination. 
Craving  for  sweets. 
Increased  appetite 

Strong  odor  of  burnt 
leaves.  Small  seeds  in 
pocket  lining. 
Cigarette  paper. 
Discolored  fingers 

Inducement  to  take 
stronger  narcotics. 
Psychological  depend- 
ence. Possible  physical 
damage? 

Hallucinogens: 
(LSD,  DMT) 

Severe  Hallucinations, 
Feelings  of  detachment. 
Incoherent  speech.  Cold 
hands  & feet.  Vomiting, 
Laughing  & crying 

Cube  sugar  with  dis- 
coloration in  center. 
Strong  body  odor. 
Small  tube  of  liquid 

Suicidal  tendencies. 
Unpredictable  behavior. 
Chronic  exposure  causes 
brain  damage 

Stimulants: 
Amphetamines 
(“Pep  Pills”, 
“Ups”) 

Aggressive  behavior. 
Giggling,  Silliness, 

Rapid  Speech,  Confused 
thinking.  No  appetite. 
Extreme  fatigue.  Dry 
Mouth,  Shakiness, 
Insomnia 

Pills  or  capsules 
of  varying  colors. 
Chain  smoking 

Death  from  overdose. 

Hallucinations, 

Psychosis 

Sedatives 
Barbiturates 
(“Goof  Balls”, 
“Downs”) 

Drowsiness,  Stupor, 
Dullness,  Slurred  speech. 
Drunk  appearance. 
Vomiting 

Pills  or  capsules 
of  varying  colors 

Death  or  unconscious- 
ness from  overdose. 
Addiction,  Convulsions 
in  withdrawal 
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in  ceurdiac  edema 


gets  the  water  out 
speu^  the  potassium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy:  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  'Dyazide'  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide',  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one.  recommended  dosage  was  ex- 
ceeded; in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias.  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


terene. sk&f).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia. altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weak- 
ness. dizziness,  headache,  dry  mouth:  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 

SK 

SK&FCo.,  Carolina.  P.R.  00630 
a subsidiary  of  Smith  Kline  & French  Laboratories 
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THIS  PUSH  BUTTON  CAN . . . 

BREAKS  THE 
EXERCISE/PAIN  CYCLE 


...by  reducing  paln.^  Thus  permitting  necessary  functional 
exercise  otherwise  difficult  to  perform. 

The  surface  analgesic-anesthetic  foam  in  the  can  is  GER- 
O-FOAM  and  when  massaged  into  the  skin,  GER-O-FOAM 
increases  range  of  motion  in  patients  with  rheumatoid  and 
osteoarthritis,  low  back  pain,  painful  healed  fractures, 
whiplash,  frozen  shoulder,  and  most  acute  and  chronic 
musculoskeletal  conditions. 

GER-O-FOAM 

AEROSOL  FOAM  FOR  MASSAGE 

methylsalicylate  30%  and  benzocaine3%  In  a specially  processed  emulsion 

PRECAUTIONS:  If  rash  or  irritation  occurs,  discontinue.  Avoid 
application  in  or  near  eyes  or  open  wounds. 

AVAILABLE:  IV2  and  4 oz.  cans.  Approximately  125  applica- 
tions in  each  4 oz.  can. 

1.  Gordon,  E.  E.  and  Haas,  A.,  Indust.  Med.  & Surg.  28:217,  May,  1959. 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Tpke.,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 

In  Canada:  Winley-Morris  Co.,  Ltd.,  Montreal 

DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GAYSAL  • TESTAND-B 
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Scientific  Articles 


BASAL-CELL 
CARCINOMA  OF 
HEAD  AND  NECK 


Radiologic  evaluation  and 
value  of  angiography 


H.  FIROOZNIA,  M.D. 

New  York  City 

I.  I.  KRICHEFF,  M.D. 

New  York  City 

R.  YOUNG.  M.D. 

New  York  City 

H.  NAIDECH,  M.D. 

New  York  City 

Assistant  Professor  of  Radiology  (Dr  Firooznia).  Professor 
of  Radiology  (Dr.  Kricheff),  Residents  in  Radiology  (Dr.  Young 
and  Dr.  Naidech).  Department  of  Radiology.  New  York 
University  Medical  Center 


Basal-cell  carcinoma  is  the  most  common  car- 
cinoma involving  the  scalp. ^ Typical  basal-cell 
carcinoma  usually  begins  as  a discrete  small, 
pearly  nodule  which  soon  becomes  ulcerated. 
The  typical  lesion  is  a chronic,  slowly  progressing 
ulcer.  The  tumor  is  usually  superficial.  However, 
occasionally  a tumor  may  attain  a very  large  size, 
with  extensive  involvement  of  the  underlying 
tissues  including  muscle  and  bone.  These  invasive 
tumors  of  the  head  and  neck  have  a peculiar  ten- 
dency to  persist  and/or  recur,  are  resistant  to 
the  ordinary  means  of  treatment,  and  have  a 
tendency  toward  mutation  to  basosquamous  or 
squamous-cell  carcinoma.  They  are  peculiarly 
more  common  in  elderly  females.  The  incidence 
of  multifocal  lesions  in  these  tumors  is  twice  that 
of  the  basal-cell  tumors  of  the  head  and  neck  as 
a whole. 

The  five-year  definitive  cure  rate  for  these 
patients  is  very  low.  This  contributes  to  the 
usually  less  favorable  prognosis  of  basal-cell 
tumors  of  the  head  and  neck.^*^  We  believe  these 
tumors  constitute  a special  group  of  basal-cell 
tumors  of  the  head  and  neck.  Management  of 
these  tumors  is  particularly  difficult  because  of 
the  proximity  of  the  brain  and  major  vessels. 


Basal-cell  carcinoma,  usually  superficial,  may 
involve  underlying  muscle  and  bone.  When  a 
basal-cell  tumor  invades  the  head  and  neck,  man- 
agement becomes  difficult  because  of  its  proximity 
to  brain  and  major  vessels.  As  long  as  the  lesions 
remain  superficial,  roentgenography  is  not  helpful. 
However,  when  the  dura  is  destroyed,  angiography 
of  the  carotid  artery  is  the  only  means,  short  of 
surgical  exploration,  by  which  these  lesions  can 
be  demonstrated.  Therefore,  the  use  of  angiog- 
raphy should  become  routine  in  the  total  medical 
and  surgical  evaluation  of  patients  with  basal-cell 
tumors  both  as  a guide  for  radical  treatment  and 
for  the  diagnosis  of  any  neurologic  manifestations. 


A review  of  the  literature  reveals  that  the  prog- 
nosis of  these  tumors  has  steadily  improved  over 
the  past  three  decades  mainly  because  of  earlier 
diagnosis  and  a more  radical  approach  to  the 
treatment. 

We  believe  that  a thorough  roentgenographic 
examination,  especially  angiography  of  the  carotid 
artery  and  bone  scanning  which  define  the  extent 
of  the  lesion  more  accurately,  thus  making  radical 
therapy  more  feasible,  will  contribute  even  fur- 
ther to  this  improvement  in  prognosis.  Also, 
angiography  of  the  carotid  artery  is  an  invaluable 
aid  for  the  differential  diagnosis  of  the  neurologic 
manifestations  of  the  intracranial  extension  of 
the  tumor  which  in  these  elderly  patients  may  be 
attributed  to  “stroke.”  A review  of  the  literature 
reveals  that  the  value  of  roentgenographic  methods 
in  evaluation  of  these  patients  has  not  been 
realized. 

In  the  present  communication  we  wish  to  review 
briefly  our  experience  with  invasive  and  recurrent 
basal-cell  tumors  of  the  head  and  neck  and  present 
3 representative  patients. 

Results  of  review 

Between  1956  and  1969  a total  of  534  patients 
with  basal-cell  carcinoma  of  the  head  and  neck 
were  seen  in  New  York  University-Bellevue  Medi- 
cal Center.  Of  this  number  215  tumors  were 
recorded  as  arising  from  the  face,  eyelid,  cheek, 
lip,  nose,  and  other  areas  (Group  I).  The  remain- 
ing 319  tumors  (Group  II)  were  recorded  as  arising 
from  the  scalp  (forehead,  vertex,  temple,  ear,  and 
occipital  areas). 

In  Group  I there  were  3 patients  with  multifocal 
tumors,  an  incidence  of  1.3  per  cent.  Twenty-six 
(8.1  per  cent)  patients  in  Group  II  had  multifocal 
lesions.  The  over-all  incidence  was  5.4  per  cent. 
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This  incidence  is  much  less  than  that  of  the  basal- 
cell carcinoma  of  the  unexposed  areas  of  the  body 
which  is  said  to  be  frequently  multicentricd 
“Multifocal”  lesions  were  those  that  were  clearly 
in  two  areas  of  the  body,  not  the  result  of  contig- 
uous propagation  or  recurrence.  There  was  a 
total  of  43  patients  with  basal-cell  tumors  involv- 
ing the  underlying  soft  tissues  and  bones  of  the 
skull  and  face.  Sixteen  were  in  Group  I and  27 
in  Group  II.  Some  of  these  patients  had  persistent 
tumors.  The  remaining  patients  had  recurrence 
after  one  or  several  modalities  of  treatment  had 
been  tried.  Patients  in  Groups  I and  II  had 
almost  the  same  incidence  of  recurrent  and  per- 
sistent basal-cell  tumors,  7.4  and  8.2  per  cent, 
respectively. 

It  is  interesting  to  note  that  of  43  patients  with 
invasive  basal-cell  tumors,  5 had  multifocal 
lesions,  an  incidence  of  11.6  per  cent. 

In  Group  I the  most  common  sites  of  involve- 
ment were  the  nose,  eyebrows,  eyelids,  and  fore- 
head; in  Group  II,  the  temporal  area,  pre-  and 
postauricular  areas,  parietal,  and  occipital  areas 
were  involved. 

Radiologic  findings 

In  patients  with  superficial  tumors  of  the  head 
and  neck  there  is  obviously  no  radiologic  finding. 
In  patients  with  long-standing  lesions  the  tumor 
initially  spreads  laterally  between  the  anatomic 
layers  of  the  scalp  because  of  its  unique  structures. 
The  scalp  is  composed  of  five  layers:  skin,  sub- 

cutaneous tissue,  musculoaponeurotic  layer  (deep 
fascia),  loose  subaponeurotic  tissue,  and  peri- 
cranium (periosteum).  In  general,  during  the 
early  stages  the  tumor  has  a tendency  to  spread 
in  a lateral  direction  in  the  subcutaneous  layer 
rather  than  to  penetrate  deeply  because  of  resis- 
tance of  the  deep  fascia.  Once  the  deep  fascia 
is  destroyed,  the  tumor  spreads  very  easily  in  the 
loose  areolar  tissue  over  the  periosteum.  Peri- 
osteum of  the  outer  table  acts  as  a temporary 
barrier;  but  once  it  is  infiltrated,  the  tumor  in- 
vades the  outer  table,  diploic  space,  and  inner 
table  readily.'^ Because  of  the  ease  of  spread 
of  the  tumor  in  the  loose  areolar  tissue  of  the 
scalp  over  the  external  table,  the  actual  size  of 
the  destructive  lesion  of  the  skull  may  be  much 
larger  than  the  external  size  of  the  tumor.  At 
this  stage  destructive  lesions  of  the  skull  can  be 
demonstrated  by  roentgenograms  of  the  skull. 
Tangential  views  may  demonstrate  beveling  of 
the  outer  table  from  out  inward,  a characteristic 
of  lesions  originating  external  to  the  outer  table. 
In  the  early  stages  there  may  be  infiltration  of 
the  outer  table  and  diploic  space,  but  roentgeno- 
grams of  the  skull  may  show  negative  findings. 
It  has  been  shown  that  approximately  30  to  50 
per  cent  of  the  bone  mineral  must  be  lost  before 
the  change  can  he  visualized  as  an  osteolytic  focus 
on  a roentgenogram.  In  these  patients  strontium - 


FIGURE  1.  Strontium-85  scan  of  bones  of  skull  in  lat- 
eral projection  shows  increased  activity  over  parietal 
bone.  Patient  has  basal-cell  tumor  of  scalp  overlying 
this  area.  Biopsy  showed  basal-cell  invasion  of  bone. 


85  bone  photoscans  usually  demonstrate  the  in- 
volvement of  the  bone  (Fig.  1).“ 

It  must  be  emphasized  here  that  involvement 
of  the  bones  of  the  calvarium  by  basal-cell  tumors 
may  also  manifest  itself  as  a blastic  or  a mixed 
process.  These  findings  have  the  same  signifi- 
cance as  the  lytic  lesion. 

Once  the  inner  table  is  destroyed,  the  tumor 
can  become  an  epidural  lesion,  gradually  displac- 
ing the  underlying  dura  and  brain  medially. 
Because  of  the  slow  rate  of  growth  of  these  tumors, 
there  may  be  no  localizing  neurologic  findings. 
If  the  lesion  is  in  the  proximity  of  the  dural 
sinuses,  it  may  occlude  these  important  drainage 
channels  as  it  invades  the  dura.  Once  the  dura 
is  destroyed,  the  tumor  may  extend  into  the  sub- 
dural and  subarachnoid  space.  Angiography  of 
the  carotid  artery  is  the  only  means,  short  of 
surgical  exploration,  by  which  these  lesions  may 
satisfactorily  be  demonstrated,  whereas  clinical 
examination  may  prove  to  be  deceptive. 

Facial  bones  are  involved  more  readily  by  these 
tumors  than  the  bones  of  the  skull.  The  tumor 
frequently  involves  the  orbits,  nasal  bones, 
maxillary  sinuses,  and  the  hard  palate.  Angiog- 
raphy of  the  external  carotid  artery  is  helpful 
in  proper  planning  for  the  treatment  of  facial 
lesions. 

Case  reports 

Case  1.  This  sixty-five-year-old  female  was  admitted 
with  the  chief  complaint  of  a left  parietal  ulcerating 
lesion  of  fifteen  years’  duration.  The  lesion  had  started 
as  a slowly  progressing  ulcer  of  the  left  parietal  area. 
The  patient  did  not  seek  medical  advice  until  December 
10,  1968,  when  she  suffered  a mild  stroke  for  which  she 
was  admitted  to  the  hospital.  Biopsy  showed  basal-cell 
carcinoma.  Physical  examination  on  admission  showed 
a 3 by  5-cm.  ulcerating  lesion  of  the  left  parietal  region 
with  evidence  of  bone  involvement.  Neurologic  exami- 
nation showed  weakness  on  the  right  side.  Shortly  after 
admission  aphasia,  generalized  tremor,  and  confusion 
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FIGURE  2.  Case  1 Angiogram  of  carotid  artery  on 
left  side,  venous  phase  (6  5 seconds).  Brain  and  superior 
sagittal  sinus  displaced  downward  (downward  arrows) 
Internal  cerebral  vein  flattened  Superior  sagittal  sinus 
occlusion  documented  by  extensive  collateral  venous 
channels  over  brain  surface  and  abnormally  prominent 
basal  sinus  drainage  (upward  arrows) 


developed.  Roentgenograms  of  the  skull  showed  an 
irregular  destructive  lesion  of  the  frontal  and  parietal 
bones  on  both  sides  of  the  sagittal  suture.  An  angio- 
gram of  the  carotid  artery  taken  on  the  left  side  revealed 
downward  displacement  of  high  convexity  and  midline 
arterial  branches  (Fig.  2).  The  internal  cerebral  vein 
was  somewhat  flattened.  There  was  no  midline  shift. 
Contrast  material  in  very  small  vessels  “stains”  the 
brain,  which  could  be  seen  to  be  displaced  away  from 
the  inner  table  region.  The  superior  sagittal  sinus  was 
similarly  displaced,  and  it  was  occluded. 

Case  2.  This  fifty-seven-year-old  female  was  ad- 
mitted with  a large  ulcerating  mass  of  the  right  tem- 
poral region  of  ten  years’  duration.  The  patient  did 
not  seek  medical  help  prior  to  this  admission. 

Examination  on  admission  revealed  a large  ulcerating 
mass  involving  the  entire  right  temporal  region  and 
ear  with  extension  into  the  upper  part  of  the  neck. 

Roentgenograms  of  the  skull  showed  extensive  lytic 
lesions  involving  the  right  side  of  the  skull  from  the 
lower  occipital  region  to  the  temporal  and  parietal 
regions  (Fig.  3A). 

The  patient  was  treated  with  chemosurgery  (dichlor- 
acetic  acid  and  zinc  chloride  paste).  On  the  fifth 
hospital  day  she  became  confused,  and  a left  hemi- 
paresis  was  noted.  An  angiogram  of  the  right  common 
carotid  artery  revealed  a large  infraretrosylvian  mass 
lesion  without  any  abnormal  vascularity  (Fig.  3B). 
The  temporal  branches  were  draped  over  an  enlarged 
temporal  lobe.  These  branches  and  the  frontal  con- 
vexity middle  cerebral  branches  were  displaced  away 
from  the  inner  table  of  the  skull.  There  was  a 1.2-cm. 


FIGURE  3.  Case  2.  (A)  Lateral  skull  film.  Extensive 

lytic  lesions  involve  right  parietal,  temporal,  and  occipital 
bones.  (B)  Angiogram  of  right  common  carotid  artery: 
arterial  phase.  Marked  elevation  and  forward  displace- 
ment of  sylvian  triangle  (upward  arrows).  Temporal 
surface  branches  stretched,  separated,  and  draped  over 
enlarged,  elevated  temporal  lobe  (downward  arrow). 
These  branches  also  elevated.  High  convexity  middle 
cerebral  artery  branches  displaced  centrally  and  crowded 
together  (downward  arrow).  Radiopaque  paste  seen 
over  surface  of  skull. 


midline  shift  of  the  internal  cerebral  vein.  The  ap- 
pearance was  that  of  a diffuse  extracerebral  mass  over 
the  frontal  and  temporal  lobes  with  an  intra-axial 
temporal  mass  as  well. 

The  general  condition  of  the  patient  steadily  declined 
and  she  became  comatose.  Surgical  exploration  showed 
destruction  of  the  temporal  and  parietal  bones.  There 
was  neoplastic  involvement  and  destruction  of  the  dura 
with  extensive  infiltration  and  propagation  of  the  tumor 
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FIGURE  4,  Case  3.  Angiogram  of  left  common  ca- 
rotid artery.  Occipital  branch  of  external  artery  (down- 
ward arrow)  stretched  around  superior  and  medial  sur- 
face of  tumor  (upward  arrow). 

into  the  subdural  area.  The  tumor  invaded  the  brain 
through  two  defects  in  the  dura.  Biopsy  showed  basal- 
cell carcinoma.  In  several  sections  foci  of  mutation 
to  basosquamous  carcinoma  were  noted. 

Comment.  Radiologic  examination  showed 
that  the  destructive  lesion  of  the  skull  was  much 
larger  than  the  surface  area  of  the  ulcerating  lesion 
of  the  scalp.  The  extensive  intracranial  tumor 
mass  was  demonstrated  by  angiography.  It  is 
evident  that  the  true  extent  of  the  lesion  prior  to 
surgery  could  not  have  been  known  without  the 
benefit  of  the  angiogram  of  the  carotid  artery. 

It  is  clear  that  these  tumors  can  produce  de- 
struction of  the  skull,  dura,  and  brain;  and  because 
this  could  be  a very  slow  process,  there  may  be 
very  few  or  no  clinical  findings  to  indicate  the 
extent  of  the  lesion.  Under  these  circumstances 
the  clinical  picture  may  be  deceptive. 

Case  3.  A fifty-seven-year-old  male  was  admitted 
because  of  a nonhealing  ulcer  over  the  left  supra- 
auricular  region  of  eight  years’  duration.  The  lesion  had 
been  treated  for  the  first  three  years,  without  biopsy,  by 
various  methods  without  any  results.  In  1963  a biopsy 
showed  basal-cell  carcinoma,  and  the  lesion  was  treated 
with  radium  mold;  however,  the  ulceration  never  com- 
pletely healed.  Repeat  biopsy  in  1963  showed  persistent 
basal-cell  carcinoma.  Chemosurgery  was  performed 
with  complete  healing  of  the  ulcer.  In  May,  1969,  the 
patient  was  admitted  with  a preauricular  recurrence 
and  paralysis  of  the  .seventh  nerve. 

X-ray  films  of  the  skull  at  this  time  showed  a roughly 
rounded  destructive  lesion  over  the  left  parietal  region. 


the  site  of  the  original  ulcerating  lesion.  An  angiogram 
of  the  common  carotid  artery  showed  the  occipital 
branch  of  the  external  carotid  artery  to  be  immediately 
adjacent  to  the  tumor  mass  as  outlined  by  the  radio- 
paque chemosurgery  medication.  The  artery  was 
stretched  around  the  mass  (Fig.  4).  The  next  applica- 
tion of  chemosurgery  caused  rupture  of  the  occipital 
artery;  however,  the  angiographic  study  had  permitted 
the  surgeon  to  anticipate  this  eventuality,  and  the 
artery  was  promptly  ligated. 

Summary 

Five  hundred  thirty-four  cases  of  basal-cell  tu- 
mor of  the  head  and  neck  were  reviewed.  Forty- 
three  patients  or  8 per  cent  had  long-standing,  in- 
vasive, and  recurrent  lesions,  with  invasion  of  the 
underlying  soft  tissues  and  bones.  Three  repre- 
sentative patients  in  whom  angiography  of  the  ca- 
rotid artery  was  performed  have  been  presented. 

The  radiologic  findings  of  invasive  basal-cell 
tumors  have  been  described.  Most  of  these  pa- 
tients have  lytic  lesions.  However,  a small  num- 
ber may  demonstrate  blastic  or  mixed  lesions. 
Strontium-85  photoscanning  is  recommended  in 
all  patients  suspected  of  having  bony  involvement 
whose  x-ray  films  reveal  negative  findings.  We 
believe  that  angiography  of  the  carotid  artery 
should  be  included  as  a routine  procedure  in  the 
total  medical  and  surgical  evaluation  of  these 
patients  for  a more  accurate  delineation  of  the  ex- 
tent of  the  lesion,  as  a guide  for  radical  treatment, 
and  for  the  diagnosis  of  the  neurologic  manifesta- 
tions of  the  intracranial  extension  of  the  tumor 
which  may  otherwise  be  attributed  to  other 
causes. 

560  First  Avenue 

New  York  City,  New  York  10016 

(DR.  FIROOZNIA) 
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Marijuana  is  a widely  used  substance  whose  legal 
status  is  currently  a topic  of  intense  interest  and 
controversy.  One  crucial  controversial  issue  of 
special  concern  to  physicians  is  whether  or  not 
marijuana  is  harmful.* 

To  date  experimental  studies  have  failed  to  con- 
firm the  occurrence  of  serious  adverse  reactions 
when  marijuana  is  taken  under  laboratory  condi- 
tions in  doses  that  are  in  general  social  use.^  How- 
ever, compelling  clinical  evidence  in  the  form  of 
reports  of  cases  from  all  over  the  world  suggests 
that  while  marijuana  is  harmless  to  most  usefs, 
some  persons  may  develop  a serious  toxic  psycho- 
sis.Physicians  should  become  cognizant  of  this 
syndrome  and  acquaint  themselves  with  its  char- 
acteristics and  management. 

The  following  reports  5 cases  of  serious  psychiat- 
ric disorders  that  appear  to  be  closely  associated 
with  the  use  of  marijuana  at  dose  levels  that  are 
generally  in  social  use.  The  disorders  lasted  be- 
yond the  period  of  actual  physical  influence;  these 
cases  were  not  “bad  trips,”  but  prolonged  psy- 
chotic reactions.  The  patients  were  observed  and 
treated  by  the  author  in  the  psychosomatic  service 
at  Metropolitan  Hospital  and  also  in  her  private 
practice. 

Case  reports 

Case  1.  A twenty-seven-year  old  female,  married 
social  worker  with  three  children  smoked  marijuana  in 
the  presence  of  her  husband  and  her  sister  and  the 
latter’s  husband.  The  patient  is  intensely  competitive 
with  her  sister  who  is  extremely  prominent,  wealthy. 


Although  a causal  relationship  between  marijuana 
and  psychosis  has  not  been  established,  and 
although  most  users  are  not  adversely  affected, 
clinical  evidence  suggests  that  marijuana  may 
induce  an  acute  psychosis  in  some  persons.  The 
syndrome  has  been  observed  in  psychologically 
healthy  as  well  as  in  disturbed  individuals.  Five 
cases  of  acute  psychosis  apparently  associated  with 
marijuana  are  reported,  and  a tentative  descrip- 
tion of  the  syndrome  and  suggestions  for  manage- 
ment are  presented.  The  prognosis  is  excellent 
for  rapid  and  complete  recovery  in  those  patients 
who  are  relatively  stable.  Phenothiazine  medica- 
tion to  control  cognitive  and  perceptual  symptoms 
facilitates  rapid  resolution  of  the  reaction,  and 
complete  recovery  often  occurs  within  a few  days. 


and  accomplished.  This  was  the  patient’s  first  exposure 
to  marijuana.  She  stated  that  after  smoking  three  or 
four  “joints,”  she  began  to  experience  intense  fear,  spa- 
tial distortion,  and  paranoid  symptoms.  These  symp- 
toms lasted  for  four  days  at  which  time  she  was  flown  to 
New  York  City  for  treatment.  Treatment  consisted  of 
assurance  and  small  doses  of  phenothiazine  medica- 
tion (25  mg.  of  chlorpromazine  at  bedtime  for  four  days) 
which  was  sufficient  to  control  the  symptoms.  The 
patient  recovered  with  no  residual  pathologic  condition 
within  twenty-four  hours  after  initiation  of  treatment. 
Follow-up  after  one  and  a half  years  revealed  no  recur- 
rence. She  has  not  used  marijuana  since  this  episode. 
Family  history  is  negative  for  overt  psychosis,  but  the 
father  is  reported  to  be  “very  nervous.”  The  patient  had 
no  previous  history  of  psychiatric  illness.  On  examina- 
tion shortly  after  the  episode  no  signs  of  psychosis  were 
noted.  The  patient  is  a very  sensitive  and  emotionally 
labile  person,  whose  psychologic  functioning  is  generally 
excellent. 

Case  2.  The  patient  is  a sixteen-year-old  female 
high  school  student  in  a private  school.  Four  months 
prior  to  referral  she  had  been  smoking  marijuana  inten- 
sively with  her  friends  for  about  a week.  On  the  night 
preceding  the  onset  of  her  illness  she  had  a frightening 
nightmare  and  the  following  day  developed  intense  anx- 
iety while  at  school.  She  felt  tremulous  and  perceived 
her  voice,  thoughts,  and  appearance  as  being  strange  and 
unreal.  After  initial  psychotherapy  her  symptoms  con- 
tinued unimproved,  necessitating  her  discontinuing 
school.  The  patient  was  seen  for  four  months  after  the 
onset  of  the  illness  and  was  treated  with  high  doses  (800 
mg.  daily)  of  chlorpromazine  and  with  psychotherapy. 
She  improved  gradually,  and  medication  was  discon- 
tinued three  months  thereafter.  Eight  months  after 
the  episode  the  patient  was  left  with  some  moderately 
severe  phobias  (she  is  afraid  the  symptoms  will  recur), 
a mild  degree  of  mental  blocking,  and  personality  con- 
striction which  continue  to  improve  gradually.  Percep- 
tual symptoms  have  recurred  briefly  at  times  of  stress 
and  responded  quickly  to  small  doses  of  phenothiazine. 

The  patient  has  no  prior  history  of  psychosis.  She  was 
a happy,  popular  girl  prior  to  this  episode.  She  had  used 
marijuana  for  a week  on  one  occasion  previous  to  this 
episode  when  she  was  fifteen  and  reported  that  she  had 
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had  similar  symptoms  lasting  only  two  days  which 
cleared  spontaneously.  Examination  of  the  family  re- 
veals the  father  has  chronic  borderline  schizophrenia. 

At  the  time  of  occurrence  of  the  present  episode  the 
patient’s  parents  were  in  process  of  divorce,  and  her  older 
sister,  to  whom  she  is  very  close,  had  recently  left  for 
college.  She  has  not  used  marijuana  since  the  last  epi- 
sode. 

Case  3.  The  patient  is  a twenty-five-year  old  married 
female  with  one  child.  She  smoked  marijuana  for  the 
first  time  one  year  previous  to  referral,  in  the  company 
of  her  husband  at  a party.  At  that  time  she  felt  very 
frightened  and  had  hallucinations  of  seeing  the  walls  of 
the  room  close  in  on  her,  as  well  as  paranoid  symptoms. 
She  crept  on  the  floor  to  her  husband  for  help  and  was 
taken  home.  Symptoms  continued  for  several  days,  but 
the  patient  refused  medical  treatment  at  that  time. 
She  was  seen  one  year  after  this  episode  and  reported 
that  since  that  time  she  has  been  subject  to  intense  anx- 
iety attacks,  has  developed  multiple  phobias,  and  is 
unable  to  reach  orgasm.  She  has  not  smoked  marijuana 
since  that  time  and  will  not  stay  in  a room  where  anyone 
is  using  it.  The  patient  refuses  to  accept  any  psycho- 
tropic medication  at  this  time,  and  psychotherapy  is 
directed  toward  relieving  phobias,  anxiety,  and  sexual 
inhibition  with  gradual  improvement.  Family  history  is 
inconclusive  as  family  members  were  not  available  for 
examination;  the  father  is  reported  to  be  alcoholic. 
History  suggests  that  the  patient  has  a long-standing 
history  of  detachment  and  borderline  functioning.  How- 
ever, she  reports  no  phobias  or  anxiety  attacks  or  sexual 
difficulties  before  the  acute  episode  described. 

Case  4.  A twenty-year-old  female,  college  senior 
experienced  intense  anxiety,  paranoid  symptoms,  and 
feelings  of  unreality  after  smoking  marijuana  intensively 
for  two  weeks.  She  became  tremulous  and  returned 
home  and  was  admitted  to  a hospital  in  a partial-hospi- 
talization program.  Treatment  consisted  of  300  mg.  of 
chlorpromazine  daily  and  psychotherapy,  and  after  two 
months  she  improved  and  was  able  to  return  to  school. 
She  complained  of  mild  residual  symptoms  and  phobias 
which  began  to  improve  and  entirely  abated  after  eight 
months  of  therapy.  She  then  graduated  from  college 
and  obtained  an  excellent  position  in  her  field.  At  that 
time  she  again  began  to  use  marijuana  since  she  wanted 
to  test  the  therapist’s  hypothesis  that  she  was  liable  to 
adverse  reactions  to  this  substance.  She  smoked  with- 
out ill  effects  daily  for  a week.  Thereafter  she  again  be- 
gan to  experience  symptoms  of  paranoia,  perceptual 
distortions,  and  intense  anxiety.  These  symptoms  are 
currently  improving.  Treatment  again  consists  of  300 
mg.  of  chlorpromazine  daily  and  psychotherapy. 

The  patient  was  living  with  a married  man  of  a dif- 
ferent religion  at  the  time  of  her  first  episode,  and  this 
was  a source  of  conflict  for  her.  Her  history  revealed  a 
long-standing  emotional  disorder  that  could  be  classi- 
fied as  borderline  schizophrenia,  however  she  had 
periods  of  excellent,  symptom-free  functioning.  Exam- 
ination of  the  family  revealed  her  mother  also  to  have 
borderline  schizophrenia. 

Case  5.  The  patient  is  a twenty-five-year-old  female, 
married  graduate  student.  Several  times  after  smoking 
marijuana  she  had  had  frightening  experiences.  These 
consisted  of  intense  anxiety,  visual  distortions,  and 


paranoic  ideas.  On  the  first  three  occasions  these  were 
transient  and  limited  to  four  or  five  hours.  The  last 
episode  lasted  four  days,  however,  and  brought  the  pa- 
tient into  treatment.  Treatment  consisted  of  25  mg. 
chlorpromazine  at  bedtime  and  reassurance  and  she 
recovered  within  forty-eight  hours.  No  residual  psychot- 
ic symptoms  were  noted.  The  family  was  examined 
and  there  is  no  evidence  of  psychiatric  disorder.  The 
patient  revealed  a long  history  of  anxiety  and  uneven 
functioning.  There  is  no  evidence  of  schizophrenia,  but 
during  intense  conflict  she  tends  to  react  with  acute 
anxiety  and  feelings  of  depersonalization.  Her  psycho- 
logic difficulties  have  responded  well  to  psychotherapy. 

Comment 

Most  of  the  millions  of  persons  who  use  mari- 
juana appear  to  suffer  no  adverse  reactions  there- 
from. Indeed,  most  users  report  reinforcing  feel- 
ings of  pleasure  and  relaxation  and  a welcome  dim- 
inution of  aggression  when  smoking  pot.^’^'  How- 
ever, despite  this  apparent  innocuousness,  clinical 
findings  suggest  that  there  are  some  rare  individ- 
uals who  under  certain  conditions  react  to  mari- 
juana with  an  acute  psychotic  syndrome. 

The  following  brief  and  tentative  description  of 
this  syndrome  is  based  on  the  author’s  observations 
and  a review  of  cases  reported  from  many  coun- 
tries.^'® 

Clinical  features.  Although  it  should  be  classi- 
fied as  a toxic  brain  syndrome,  the  marijuana  psy- 
chosis is  clinically  indistinguishable  from  an  acute 
schizophrenic  reaction.  As  in  schizophrenia,  per- 
ceptual and  cognitive  as  well  as  affective  func- 
tions are  variously  disrupted.  Thus  perceptions 
over  all  sensory  modalities  may  be  distorted  and 
hallucinations  may  occur.  Characteristically,  the 
ability  to  handle  complex  sensory  input  is  impaired. 
Feelings  of  depersonalization  and  strangeness  are 
often  reported,  as  is  a distorted  sense  of  time. 
Cognitive  symptoms  commonly  include  paranoid 
ideation  as  well  as  peculiar  and  bizarre  thoughts. 
Disturbances  of  affect  are  also  like  those  of  schizo- 
phrenia. Patients  are  often  acutely  anxious  in  re- 
action to  their  psychosis  and  also  report  peculiar 
as  well  as  simultaneously  occurring  emotions. 
Again,  as  in  schizophrenia,  but  in  contrast  with 
other  toxic  brain  syndromes,  the  patient  is  ori- 
ented, and  consciousness  is  not  impaired.  Pa- 
tients characteristically  fear  they  “are  going 
crazy,’’  but  do  not  attribute  their  difficulties  to 
marijuana. 

Although  it  is  a frightening  experience,  the  ma- 
jority of  patients  seem  to  recover  without  damage 
within  a few  days.  However,  occasionally  the 
psychotic  episode  is  prolonged,  and  then  psycho- 
logic problems  which  persist  after  the  psychosis 
has  subsided  may  be  acquired.  In  the  cases  de- 
scribed herein  such  sequelae  included  phobias, 
inhibitions,  and  damage  to  self-esteem. 

Diagnosis.  The  marijuana  syndrome  is  differ- 
entiated from  schizophrenia  primarily  by  its  favor- 
able outcome  and  by  a history  of  marijuana  intake 
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just  prior  to  the  onset  of  symptoms.  In  addition, 
in  contrast  to  the  schizophrenic  patient,  the  person 
suffering  from  a marijuana  psychosis  may  be  a 
well-functioning  individual  with  no  prior  history  of 
psychiatric  problems. 

Etiology  and  treatment.  The  question  of 
whether  psychosis  associated  with  marijuana  rep- 
resents an  acute  provocation  of  an  underlying 
schizophrenic  process  or  whether  it  is  an  idiosyn- 
cratic reaction  unrelated  to  schizophrenia  is  con- 
troversial. On  the  one  hand,  clinical  reports  indi- 
cate that  the  marijuana  psychosis  is  not  exten- 
sively influenced  by  psychiatric  diagnosis. The 
syndrome  has  been  observed  in  persons  who  seem 
psychologically  healthy  as  well  as  in  highly  dis- 
turbed individuals.  Conversely,  schizophrenic 
patients  frequently  take  marijuana  apparently 
without  ill  effect.  On  the  other  hand,  the  inci- 
dence of  schizophrenia  among  persons  who  suffer 
from  marijuana  psychosis  is  reportedly  high. 

In  either  case,  it  may  be  speculated  that  the 
chemical  effect  of  marijuana  on  the  susceptible 
brain  is  the  crucial  etiologic  determinant  of  the 
marijuana  psychosis.  In  addition,  psychologic 
factors,  specifically  intense  emotion  or  emotional 
conflict  present  at  the  time  of  marijuana  intake, 
seem  to  increase  the  patient’s  vulnerability  to  the 
physiologic  disruption  of  brain  function  in  some 
manner. 

Accordingly,  treatment  should  be  aimed  first 
at  intervening  on  a chemical  level,  and,  in  addi- 
tion, psychologic  intervention  designed  to  reduce 
intense  emotionality  is  indicated  when  this  ap- 
pears to  be  a contributing  factor. 

Controlled  outcome  studies  of  this  condition  are 
still  forthcoming,  and  no  direct  comparisons  be- 
tween various  forms  of  treatment  or  between 
treated  and  untreated  cases  is  currently  avail- 
able. However,  therapy  based  on  the  preceding 
rationale  seems  to  yield  excellent  results.  A course 
of  phenothiazine  medication  in  doses  sufficient  to 
control  cognitive  and  perceptual  symptoms  seems 
to  facilitate  rapid  resolution  of  the  reaction,  and 
complete  recovery  often  occurs  within  a few  days.^ 
Medication  may  safely  be  withdrawn  as  soon  as 
symptoms  subside. 

Psychologic  intervention  during  the  acute  reac- 


tion should  include  explanation  of  the  cause  of  the 
patient’s  condition  and  reassurance  as  to  the  ex- 
cellent prognosis.  In  addition,  follow-up  psycho- 
therapy aimed  at  conflict  resolution  when  this 
appears  to  be  a problem  may  be  helpful.  Those 
rare  patients  who  acquire  persistent  behavioral 
symptoms  may  require  further  treatment. 

Finally,  the  patient  should  be  warned  that  he 
may  have  an  idiosyncratic  reaction  to  marijuana 
and  related  compounds  and  be  advised  to  avoid 
this  substance  in  the  future. 

Prognosis.  The  prognosis  of  marijuana  psycho- 
sis is  excellent  for  rapid  and  complete  remission 
in  those  patients  who  are  relatively  stable.  For  the 
more  disturbed  patient,  the  marijuana  psychosis 
seems  to  represent  a greater  danger:  the  reaction 
may  follow  a more  prolonged  course  which  estab- 
lishes conditions  favorable  for  the  development  of 
chronic  psychologic  sequelae. 

Summary 

Although  a causal  relationship  between  mari- 
juana and  psychosis  has  not  been  established  in  the 
experimental  laboratory,  and  although  most  users 
are  not  adversely  affected,  compelling  clinical 
evidence  suggests  that  marijuana  may  induce  an 
acute  and  serious  psychosis  in  some  persons. 

Five  cases  of  acute  psychosis  apparently  associ- 
ated with  marijuana  were  reported,  and  a tentative 
description  of  the  syndrome  and  suggestions  for 
management  were  presented. 
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Granular-cell  myoblastomas  are  exceedingly 
rare  and  usually  benign  neoplasms  of  uncertain 
histogenesis  which,  when  they  involve  the  breast, 
show  striking  clinical  similarity  to  invasive  car- 
cinoma. 

The  records  of  Memorial  Cancer  Center  were 
recently  reviewed  and  6 granular-cell  tumors  of  the 
breast  were  found  out  of  110  such  lesions  occurring 
in  96  patients.^  Since  this  study  was  completed, 
2 other  patients  thought  to  have  carcinoma  of  the 
breast  when  examined  preoperatively  proved  on 
frozen  section  to  have  this  interesting  tumor, 
prompting  this  brief  report. 

Clinical  material 

Because  of  the  inadvertent  loss  of  3 patient’s 
records,  data  concerning  only  5 patients  can  be 
given  although  microscopic  sections  of  all  8 excised 
lesions  were  reviewed. 

All  patients  were  females  between  thirty  and 
fifty  years  of  age,  and  4 of  the  5 were  Negro. 

The  location  and  duration  of  the  mass  varied 
from  patient  to  patient,  and  symptoms  were  noted 
in  only  1.  All  the  patients  were  premenopausal 
and  none  had  prior  breast  disease.  Preoperative 
mammography  had  been  done  on  only  1 of  the 
patients  and  was  reported  as  benign. 

All  lesions  examined  were  solitary.  They  ranged 
from  1 to  3 cm.  in  cross-sectional  diameter,  and 
2 of  the  5 showed  infiltration  into  adjacent  fat 


and  skin.  All  were  firm  in  consistency  and  yellow- 
white  to  tan  in  color.  None  were  correctly  diag- 
nosed prior  to  surgery. 

Treatment  of  these  cases  consisted  of  wide  local 
excision  and  primary  closure  after  confirmation 
of  diagnosis  by  frozen  section. 

Follow-up  of  these  patients  has  been  sporadic 
because  of  the  benign  nature  of  their  disease.  A 
general  statement  regarding  recurrence  can,  how- 
ever, be  made  on  the  basis  of  the  recently  com- 
pleted study  of  all  patients  with  granular-cell 
tumors  seen  at  Memorial  Cancer  Center. 

Adequate  local  excision  was  sufficient  to  pre- 
vent recurrence  in  all  but  2 of  107  patients.  One 
patient  with  a lesion  on  the  tongue  was  cured  by 
re-excision  while  another  with  recurrence  on  a 
finger  was  simply  observed. 

Pathology 

Gross.  On  gross  examination  these  breast 
tumors  fall  into  two  distinct  categories.  They 
may  appear  as  solitary  nodules  with  well-defined, 
sharply  demarcated  boundaries  which  on  cross- 
section  have  a yellow  tinge.  The  other  group, 
although  solitary,  are  not  as  well  defined.  They 
appear  to  invade  adjacent  breast  parenchyma 
causing  fixation  of  skin  or  muscle  and  closely  re- 
semble breast  carcinoma  (Fig.  1). 

Microscopic.  Characteristically,  the  tumor 
cells  appear  large  and  polyhedral  with  small. 
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FIGURE  2.  (A)  Low-power  view  of  typical  granular- 

cell myoblastoma.  (B)  Granular-cell  tumor  with  typical 
polyhedral  cells,  small  hyperchromatic  nuclei,  and  abun-. 
dant  eosinophilic  granular  cytoplasm. 


rounded,  and  centrally  located  nuclei.  The  char- 
acteristic granules  within  the  cytoplasm  are  peri- 
odic acid-Schiff  positive  and  diastase  resistant. 
Differential  lipid  stains  of  the  granules  suggest 
a phospholipid  origin.  Breast  lesions  specifically 
display  fine  bands  of  reticular  and  collagen  fibers 
enveloping  small  groups  of  tumor  cells  which  cause 


The  pathology  of  granular-cell  myoblastoma  of 
the  breast  is  discussed  with  reference  to  reports 
in  the  literature  and  a study  of  1 10  such  lesions 
seen  at  Memorial  Cancer  Center.  This  rare, 
usually  benign  tumor  appears  as  solid,  firm,  and 
partially-attached  to  the  skin,  causing  dimpling 
of  the  overlying  skin.  The  tumor  usually  occurs 
on  the  periphery  of  the  breast,  and  the  patient  is 
typically  asymptomatic  and  premenopausal.  The 
lesion  closely  resembles  invasive  carcinoma  both 
on  clinical  evaluation  and  on  gross  examination. 
Mastectomy  should  not  be  performed  without 
histologic  confirmation.  A reliable  histologic 
diagnosis  can  be  made  at  frozen  section.  Wide 
local  excision  is  the  treatment  of  choice,  and  re- 
currence is  unlikely. 


gross  retraction  of  adjacent  tissue  making  macro- 
scopic diagnosis  of  the  lesion  difficult  (Fig.  2). 

McDivitt,  Stewart,  and  Berg^  refer  to  rare  gran- 
ular-cell lesions  with  the  behavior  of  mammary 
carcinoma.  In  these  lesions,  it  is  assumed  that  the 
degenerating  carcinoma  cells  acquired  a “myo- 
blastomatoid”  appearance  masquerading  as  the 
myoid-cell  component  of  a mammary  lobule. 

In  rare  instances  of  sclerosing  adenosis  of  the 
breast,  a prominent  myoid-cell  constituent  is 
apparent,  rendering  histologic  evaluation  of  the 
lesion  complicated. 

Histogenesis.  Since  the  original  description 
by  Abrikossoff  in  1926,^  this  tumor  has  been  con- 
sidered to  originate  in  immature  striated  muscle. 
This  has  never  been  fully  substantiated,  however, 
and  the  full  gamut  of  histogenetic  origin  has  since 
been  postulated.  Pearse'*  concluded  from  histo- 
chemical  studies  that  these  lesions  are  actually 
granular-cell  perineural  fibroblastomas.  Fust  and 
Custer,^  noting  the  frequently  close  relationship 
of  these  granular  cells  to  the  axis  cylinders  of  pe- 
ripheral nerves,  considered  these  tumors  to  be  vari- 
ants of  neurofibromas  failing  to  show  myofilaments 
in  the  tumor  cells  but  demonstrating  myelin  figures 
of  laminated  appearance  which  are  associated  with 
Schwannian  cells.®  The  histogenesis  is  obviously 
controversial,  and  the  current  fascicle  by  Stout 
and  Lattes’  lists  these  lesions  as  granular-cell 
tumors. 

The  existence  of  malignant  variants  of  this  lesion 
is  also  controversial.  Crawford  and  DeBakey® 
reported  a patient  who,  they  felt,  had  this  lesion 
in  a breast  with  metastases  in  both  lungs,  the  liver, 
and  in  retroperitoneal  lymph  nodes.  It  is  believed 
by  some,  however,  that  the  malignant  organoid 
type  of  granular-cell  myoblastoma  is  not  the  malig- 
nant counterpart  of  the  benign  granular-cell  le- 
sions. For  this  reason,  they  are  designated  as 
alveolar  soft-part  sarcomas.®-^®  Because  of  this 
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organoid  pattern,  these  malignant  lesions  were 
considered  by  Smetana  and  Scott“  to  be  malig- 
nant nonchromaffin  paragangliomas,  supposedly 
arising  from  paraganglia  in  the  muscles  through- 
out the  body. 

Summary 

The  pathology  of  this  interesting  breast  tumor, 
granular-cell  myoblastoma,  bas  been  discussed 
with  reference  to  reports  in  the  literature  and  a 
recently  completed  study  of  110  such  lesions  seen 
at  Memorial  Cancer  Center. 

Granular-cell  myoblastomas  of  the  breast  are 
solid,  firm,  partially  attached  to  the  skin  causing 
dimpling  of  the  overlying  skin,  and  usually  located 
on  the  periphery  of  the  breast.  In  all  of  these  cases 
the  patients  were  premenopausal,  and  4 out  of  5 
were  Negro. 

Other  solitary  benign  lesions  occurring  on  the 
periphery  of  the  breast  such  as  fibroadenoma,  fat 
necrosis,  and  localized  sclerosing  adenosis  are 
occasionally  misdiagnosed  as  breast  carcinoma 
on  clinical  examination.  However,  this  tumor 
has  more  resemblance  to  invasive  carcinoma  not 
only  on  clinical  evaluation  but  also  on  gross  exam- 
ination of  the  specimen.  Mastectomy  should  not 
be  performed  without  histologic  confirmation. 


A reliable  histologic  diagnosis  can  be  made  at 
frozen  section.  Wide  local  excision  is  tbe  treat- 
ment of  choice,  and  recurrence  is  unlikely. 
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Correction 

In  the  abstract  entitled  “Lymphoma  and  Multiple  Myeloma;  Advances  in  Management”  by  Sherwood  P. 
Miller,  M.D.,  that  appeared  in  the  December  15,  1970,  issue  of  the  Journal,  page  2982,  it  is  erroneously  stated 
that  busulfan  (Myleran)  is  used.  This  should  have  been  chlorambucil  (Leukeran). 
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Scientific  Sessions  held  at 
Memorial  Hospital 
New  York  City 
February  Wand 
May  21.  1970 


ABSTRACTS  AND  REPORTS  OF  PROCEEDINGS 

New  York  Society  for 
Thoracic  Surgery 

ALLAN  ELLIA  BLOOMBERG.  M D , Editor 


WINTER  SESSION 


The  winter  meeting  of  the  Society  was  held  on 
February  19,  1970,  at  Memorial  Hospital  in  New 
York  City.  The  meeting  was  well  attended.  Ab- 
stracts of  the  reports  with  liberally  edited  notes 
of  the  comments  follow. 

DEATH  AT  DINNER 


WALTER  A.  WICHERN.  Jr.,  M.D. 

New  York  City 

CHRISTOPHER  J.  BEATTY.  M.D.* 

New  York  City 

From  the  Surgical  Service.  Roosevelt  Hospital 

Aspiration  of  food  is  a hazard  that  we  all  face  at 
mealtime,  and  were  it  recognized  more  often  and 
promptly  and  appropriate  therapy  instituted, 
many  lives  would  be  saved. 

Aspiration  of  food  may  cause  a wide  variety  of 
symptoms  and  physical  findings  of  the  cardiorespi- 
ratory system  and  may  mimic  a wide  variety  of 
disorders  from  asthma  to  myocardial  infarction. 

I should  like  to  present  a review  of  36  patients 
who  have  succumbed  from  the  aspiration  of  food 
with  particular  emphasis  on  history,  diagnosis,  and 
management. 

Comment 

Emil  A.  Naclerio,  M.D.,  re-emphasized  the 
speaker’s  remarks  that  sudden  aspiration,  insuf- 
ficient mastication,  and  too  rapid  deglutition  led  to 
the  catastrophe.  He  described  the  pathophysio- 
logic condition  as  complete  ventilatory  rest  and 
profound  hypoxia  followed  by  cardiac  arrhythmia 
and  arrest.  He,  unlike  Dr.  Wichern,  considered 
digital  exploration  valuable.  Dr.  Naclerio  also 
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noted  that  bronchoscopy  should  follow  removal  of 
the  occluding  agent.  Adrian  Lambert,  M.D.,  in  an 
amusing  anecdote,  described  tbe  value  of  a forceful 
blow  on  the  back  in  dislodging  tbe  offending  bolus 
of  food. 


TRACHEOESOPHAGEAL  FISTULA 
DUE  TO  CANCER 


NOEL  MARTINI.M.D.* 

JOHN  T.  GOODNER,  M.D. 

GULIO  J.  D'ANGIO,  M.D.* 

EDWARD  J.  BEATTIE.  Jr.,  M.D. 

New  York  City 

From  the  Departments  of  Surgery  and  Radiotherapy.  Memorial 
Hospital  for  Cancer  and  Allied  Diseases 


A malignant  tracheoesophageal  fistula  is  a lesion 
which  causes  death  from  aspiration  and  suffoca- 
tion. The  data  on  111  malignant  tracheoesopha- 
geal fistulas  at  Memorial  Sloan-Kettering  Cancer 
Center  from  1938  to  1968  have  been  reviewed. 

The  carcinoma  began  in  tbe  esophagus  in  96 
patients,  in  the  lung  in  9,  and  in  the  trachea  in 
6.  There  were  89  men  and  22  women.  The  loca- 
tion was  in  the  trachea  in  61,  in  the  left  bronchus  in 
26,  in  the  right  bronchus  in  17,  and  in  the  lung  in 
13.  The  fistulas  were  single  in  105  cases  and  dou- 
ble in  6. 

With  no  treatment  all  patients  died  in  less  than 
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one  month.  The  treatment  in  this  series  of 
patients  consisted  of  gastrostomy,  tracheostomy, 
radiotherapy,  ligation  of  cardia,  colon  bypass, 
resection,  exclusion  of  esophagus,  or  a combination 
of  these  procedures.  Although  most  patients  died 
within  three  months,  13  survived  six  or  more 
months,  and  3 survived  more  than  one  year.  At 
least  25  per  cent  of  the  patients  had  bronchoscopic 
and  radiologic  signs  suggestive  of  impending  fistula 
nearly  two  months  before  the  fistula  was  present. 

There  is  a necessity  for  early  diagnosis  by 
esophagram  or  bronchoscopy  if  better  salvage  of 
patients  with  malignant  tracheoesophageal  fis- 
tulas is  to  be  obtained.  K treatment  is  undertaken, 
esophageal  exclusion  is  considered  the  most  effec- 
tive procedure  at  this  time. 


Comment 

Paul  A.  Kirschner,  M.D.,  believed  that  radiation 
to  an  esophageal  tumor  may  be  an  etiologic  factor 

MAJOR  TRACHEAL  SURGERY 


PETER  P.  POULOS.  M.D. 

Newark,  New  Jersey 

ROBERT  B.  EDELMANN,  M.D. 

Newark,  New  Jersey 

FREDERICK  PRIMISCH,  M.D.* 

Newark,  New  Jersey 

From  the  Department  of  Surgery,  New  Jersey  College  of 
Medicine 

During  the  past  several  years,  we  have  had  the 
opportunity  to  operate  on  3 patients  who  required 
a similar  surgical  approach  for  resective  tracheal 
surgery.  The  first  patient  was  a twenty-six-year- 
old  male  who  suffered  with  hemoptysis  and  re- 
quired a seven-ring  resection  for  cylindroma.  The 
second  patient  was  a seventy-year-old  female 
whose  symptoms  were  cough,  wheezing,  and 
hoarseness.  She  also  required  a seven-ring  resec- 
tion of  the  trachea  for  adenocarcinoma.  The  third 
patient,  a fifty-five-year-old  female,  complained  of 
cough,  wheezing,  stridor,  and  progressive  exer- 
tional dyspnea.  Bronchoscopy  revealed  a tracheal 
lumen  of  about  4 ihm.  in  diameter,  and  biopsy 
showed  amyloidosis.  A tracheobronchogram  indi- 
cated that  the  lower  half  of  the  trachea  was  mark- 
edly narrowed.  Extensive  endotracheal  and  endo- 
bronchial resection  was  necessary  to  re-establish 
a normal  tracheal  airway. 

The  presentation  of  these  3 cases  included  the 
pertinent  clinical  findings,  roentgenograms,  surgi- 
cal technic,  pathology,  and  follow-up. 

*Hy  invitation 


in  the  development  of  a tracheoesophageal  fistula 
and  stressed  that  bronchoscopy,  showing  any 
abnormality,  may  be  indicative  of  the  impending 
development  of  such  a condition  and  should  be 
performed  prior  to  the  institution  of  radiotherapy. 
He  also  noted  that  when  a surgical  esophagostomy 
was  performed  the  use  of  an  ileostomy  bag  over  the 
cervical  stoma  was  valuable  in  collecting  salivary 
drainage.  Stanley  C.  Fell,  M.D.,  and  Michael 
Rohman,  M.D.,  supported  the  value  of  the  endo- 
esophageal  prosthesis  to  bypass  the  tracheoesopha- 
geal fistula,  and  Dr.  Fell  believed  that  his  results 
in  12  patients  were  extremely  good.  Dr.  Martini 
in  closing  the  discussion  said  that  they  have  not 
used  the  esophageal  prosthesis  primarily  because 
they  had  seen  the  end  results  of  many  compli- 
cations following  the  use  of  this  tube.  He  also 
noted,  in  answer  to  a question,  that  a simple 
ligature  around  the  esophageal  gastric  junction 
was  adequate  for  interrupting  the  continuity  of  the 
esophagogastric  conduit  and  preventing  reflux  of 
gastric  contents  into  the  esophagus. 


Comment 

Max  L.  Som,  M.D.,  said  that  he  was  unable  to 
resect  more  than  three  rings  in  the  cervical  esopha- 
gus and  described  his  technic  for  the  reconstruction 
of  the  anterior  wall  of  the  previously  resected 
trachea  by  using  tantalum  mesh.  Nicholas  J. 
Demos,  M.D.,  showed  a film  strip  whereby  extra- 
corporeal circulation  was  employed  for  resection  of 
the  Carina.  Allan  E.  Bloomberg,  M.D.,  noted  that 
the  Overholt  face-down  position  allowed  ready 
access  to  the  thoracic  trachea  when  extracorporeal 
bypass  was  not  to  be  used. 

SERIAL  ROENTGENOGRAPHY  AND 
ANGIOGRAPHY  IN  CANINE  LUNG 
AUTOGRAFTS  AND  HOMOGRAFTS 


STANLEY  S.  SIEGELMAN,  M.D.* 

The  Bronx,  New  York 

KENNETH  RICHARDS.  M.D.* 

The  Bronx,  New  York 

FRANK  J.  VEITH,  M.D. 

The  Bronx,  New  York 

From  the  Departments  of  Surgery  and  Radiology,  Montefiore 
Hospital  and  Albert  Einstein  College  of  Medicine 

Detection  of  rejection  with  safety  in  lung  homo- 
grafts is  as  yet  an  unsolved  problem.  To  separate 
the  roentgenographic  effects  of  homograft  rejec- 
tion from  those  of  other  pathologic  processes, 
*Hy  invitation. 


440  New  York  State  Journal  of  Medicine  / February  15,  1971 


serial  chest  roentgenograms  and  serial  pulmonary 
angiograms  were  performed  in  7 dogs  after  lung 
homotransplantation.  Changes  were  contrasted 
with  those  observed  in  5 animals  with  lung  auto- 
grafts. Patchy  pulmonary  infiltrates  were  always 
observed  after  transplantation  but  were  produced 
by  causes  other  than  rejection.  Throughout  the 
early  phases  of  rejection  the  angiogram  was  com- 
pletely normal  although  moderate  infiltrates  were 
present.  As  rejection  progressed,  areas  of  pneu- 
monic consolidation  were  noted,  and  the  angio- 
grams revealed  delayed  filling  of  the  transplant 
vasculature  with  focal  irregular  narrowing  or  non- 
visualization of  the  third  or  fourth  degree  branches 
of  the  pulmonary  artery.  Advanced  rejection  was 
associated  with  an  airless,  dense  consolidation  of 
the  transplanted  lung.  Angiograms  at  this  time 
revealed  a delay  in  filling  of  the  transplants’  pri- 
mary and  secondary  branches  with  absence  of 
opacification  in  the  arteries  or  capillaries  beyond. 
Ultimately  all  vessels  in  the  transplant  were  not 
visualized. 

These  findings  indicate  that  angiography  is  help- 
ful in  distinguishing  between  pneumonia,  edema. 


PULMONARY  MECHANICS  AND 
DIFFUSION  CAPACITY  IN 
TWENTY-FOUR-HOUR 
PRESERVED  LUNG 


S.  K.  DUTTA,  M.D.* 

N.  PALEY.  M.D.* 

S.  GOLDSTEIN.  M.D. 

R.  TORRES.  M.D.* 

K.  E.  KARLSON.  M.D. 

A.  A.  GARZON.  M.D. 

Brooklyn,  New  York 

From  the  Department  of  Surgery,  State  University  of  New  York 
Downstate  Medical  Center 


Lungs  replanted  following  twenty-four  hours  of 
hypothermic  and  hyperbaric  preservation  have 
been  shown  to  maintain  ventilatory  function.  To 
evaluate  more  precisely  their  physiologic  status, 
differential  measurements  of  pulmonary  mechan- 
ics, lung  volume,  and  diffusion  capacity  were 
performed. 

Lung  compliance  and  pulmonary  resistance  were 
calculated  from  the  integrated  respiratory  flow 
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atelectasis,  and  homograft  rejection.  Angiograms 
help  to  interpret  the  plain  film  findings  seen  after 
lung  homotransplantation,  and  they  form  a basis 
for  use  of  angiography  in  evaluating  the  stage  of 
homograft  rejection. 

Comment 

Antonio  A.  Garzon,  M.D.,  followed  the  changes 
of  rejection  with  oxygen  uptake  studies.  He  be- 
lieved that  the  most  important  feature  in  the 
postoperative  period  was  being  able  to  differenti- 
ate pneumonia  from  rejection.  He  also  questioned 
whether  the  failure  to  outline  the  pulmonary  tree 
may  have  been  due  to  difficulties  with  the  venous 
anastomoses.  Dr.  Siegelman,  in  closing  and  in 
response  to  questions  from  the  floor,  stated  that  no 
immunosuppressive  drugs  had  been  used  in  this 
study. 

He  had  injected  tolazoline  (Priscoline)  and 
acetylcholine  directly  into  the  pulmonary  artery 
without  effecting  any  change  in  the  flow.  He  also 
stated  that  autopsy  studies  showed  that  the  venous 
anastomoses  were  intact. 


(pneumotachograph)  and  transpulmonary  pressure 
(esophageal  balloon).  Lung  volume  was  measured 
with  a closed  circuit  helium  dilution  technic,  using 
negative  pressure  ventilation.  Pulmonary  diffu- 
sion capacity  (DL^^  ) was  determined  by  the  single 
breath  method. 

The  mean  compliance  of  the  preserved  left  lung 
was  0.034  L.  per  centimeter  of  water,  while  that  of 
the  contralateral  lung  was  0.064  L.  per  centimeter 
of  water.  The  pulmonar>'  resistance  of  the  left  lung 
was  equal  to  that  of  the  right.  The  mean  total 
volume  of  the  preserved  lung  was  0.7  L.  compared 
to  1.4  L.  for  the  right  side  (R/L  = 66/34).  The 
mean  diffusion  capacity  of  the  preserved  lung  was 
one-third  (5.3  ml.  per  minute  per  millimeter  Hg) 
that  of  the  right  lung  (15.8  ml.  per  minute  per 
millimeter  Hg). 

These  studies  indicate  that  the  diffusion  capac- 
ity is  more  affected  by  preservation  than  are  the 
mechanical  properties  of  the  lung.  The  complete 
data  and  details  of  the  methods  involved  were 
presented. 

Comment 

Frank  J.  Veith,  M.D.,  noted  that  preservation  of 
the  lung  may  be  necessary  in  the  establishment  of 
donor-lung  banks.  William  Cook,  M.D.,  questioned 
whether  the  generalized  reduction  in  pulmonary 
function  in  the  transplant  lungs  was  due  to  me- 
chanical factors  caused  by  the  thoracotomy.  Dr. 
Dutta,  in  closing,  answered  Dr.  Cook  by  stating 
that  studies  were  now  being  performed  prior  to 
transplant  so  that  the  results  of  the  thoracotomy 
itself  could  be  comparea. 
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ECHINOCOCCUS  CYST  OF 
LEFT  VENTRICLE 


THOMAS  E.  MURPHY,  M.D.* 

B.  H.  KEAN,  M.D.* 

ANACLETO  VENTURINI,  M.D.* 

C.  WALTON  LILLEHEI,  M.D. 

New  York  City 

From  the  Departments  of  Surgery  and  Medicine,  The  New  York 
Hospital-Cornell  Medical  Center 

The  authors  report  the  first  case  of  primary  echi- 
nococcosis of  the  heart  treated  surgically  in  the 
United  States.  An  Echinococcus  cyst  of  the  left 
ventricle  was  successfully  excised  with  the  aid  of 
the  pump  oxygenator. 

The  geographic  distribution  of  echinococcosis 
and  the  life  cycle  of  Taenia  echinococcus  was 
discussed. 

Diagnostic  aids  include  eosinophilia,  sensitiv- 
ity to  the  Casoni  skin  test,  a positive  Weinberg 
complement-fixation  test,  characteristic  electro- 
cardiographic changes  showing  inverted  T waves 
and  diminished  R-wave  voltage,  abnormal  pulsa- 
tion observed  fluoroscopically,  and  filling  defects 
demonstrated  by  angiocardiography. 

The  natural  history  of  cardiac  echinococcosis  is 
attended  by  a high  incidence  of  complications, 
some  of  them  catastrophic,  particularly  rupture 
into  a cardiac  chamber  with  embolism  of  daughter 
cysts,  anaphylaxis  from  hypersensitivity  to  hyda- 
tid fluid,  and  metastatic  spread  of  the  scolices 
throughout  the  circulatory  system.  The  great 
majority  of  cases  have  been  diagnosed  at  autopsy. 
Many  of  the  patients  died  of  causes  directly  related 
to  the  hydatid  cyst,  thus  indicating  the  need  for 
surgery  before  complications  arise. 

The  surgical  experiences  of  authors  working  in 
areas  where  Echinococcus  disease  is  endemic  was 
reviewed.  A movie  demonstrated  the  surgical 
technic  used  in  the  case  presented. 

Comment 

Dr.  Kean  noted  that  at  New  York  Hospital  50 
cases  with  Ecchinococcus  cyst  have  been  studied. 
He  stated  that  most  of  these  involved  the  liver 
and  that  the  case  reported  was  only  the  second 
involving  the  heart  in  the  New  York  Hospital 
series.  J.  J.  Timmes,  M.D.,  stated  that  he  had 
recently  had  an  opportunity  to  review  Dr.  Statha- 
tos’  series  in  Athens  consisting  of  some  200  pa- 
tients. He  noted  that  that  series  included  19  pa- 
tients with  cardiac  involvement.  Dr.  Stathatos, 
Dr,  Timmes  says,  incised  the  cyst  and  removed 
the  lining  including  the  daughter  cyst.  He  had  not 
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used  extracorporeal  bypass.  Dr.  Lillehei,  in  clos- 
ing, noted  that  the  route  within  the  body  taken  by 
the  parasite  made  it  difficult  for  it  to  get  to  the 
heart  which  explains  the  low  incidence  of  myocar- 
dial echinococcosis. 


SPRING  SESSION 

The  spring  meeting  of  the  New  York  Society  for 
Thoracic  Surgery  was  held  on  May  21,  1970,  at 
Memorial  Hospital  in  New  York  City.  Abstracts 
of  the  reports  and  comments  follow.  The  report 
by  Arthur  D.  Boyd,  M.D.,  is  presented  in  its 
entirety. 

PSEUDOBALL  VARIANCE  OF 
PROSTHETIC  AORTIC  VALVE 


ABNER  DELMAN,  M.D.* 

The  Bronx,  New  York 

LARI  ATTAI,  M.D. 

The  Bronx,  New  York 

GEORGE  ROBINSON,  M.D. 

The  Bronx,  New  York  | 

From  the  Montefiore  Flospital  and  Medical  Center  r 

Phonocardiographic  criteria  for  aortic  prosthetic  S 
ball  variance  (reduction  of  the  prosthetic  opening  ; 
to  closing  sound  ratio,  AO; AC)  below  0.5  were  re- 
corded in  12  patients  one  to  three  and  one-half 
years  after  surgery.  Evidence  of  left  ventricular 
dysfunction,  with  PEP  (prolonged  pre-ejection 
period),  and  ICT  (isovolu metric  contraction  time) 
was  present  in  all  patients.  CO  (cardiac  output)  [ 
and  MSER  (mean  systolic  ejection  rate)  were  re-  i 
duced  in  3 of  3 patients.  : 

In  10  patients  intravenous  isoproterenol  or  oua-  ; 
bain  and/or  cardioversion  increased  the  AO: AC 
ratio  in  the  aortic  area  from  0.5  to  a normal  0.9  , 

to  1.5,  with  concomitant  shortening  of  the  PEP 
and  ICT  and  increase  of  the  CO  and  MSER  from 
abnormal  to  normal  ranges.  Three  of  these 
patients  had  a normal  ball  at  reoperation.  The 
7 patients  not  explored  remain  well  six  to  eleven 
months  after  study. 

Two  patients  had  no  change  in  the  AO: AC 
ratio  after  inotropic  drugs.  In  both,  a variant 
ball  was  found  at  reoperation. 

These  findings  suggest  that  phonocardiographic 
evidence  of  variant  ball  may  be  simulated  by  left  ' 
ventricular  dysfunction.  Improved  left  ventric- 
ular dynamics  may  make  the  AO: AC  ratio  normal 
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in  the  absence  of  a variant  ball.  With  variant 
ball,  the  abnormal  AO:  AC  ratio  may  not  change. 

Comment 

In  reply  to  a question  from  the  floor,  Dr.  Delman 
said  there  was  a slight  color  change  in  the  ball  at 
reoperation  in  the  patients  with  simulated  vari- 
ance, but  no  gross  surface  damage  or  change  in 
size  or  shape  of  the  ball  was  noted.  Subsequent 
analysis  of  the  balls  by  the  Edwards  Laboratory 
confirmed  that  there  was  no  significant  change  in 
size,  weight,  or  lipid  content.  However,  it  was 

FOUR-YEAR  EXPERIENCE  WITH 
MAGOVERN  AORTIC  PROSTHESIS 


GEORGE  E.  REED,  M.D. 

ROY  H.  CLAUSS,  M.D. 

DAVID  A.  TICE.  M.D. 

ANTHONY  ACINAPURA,  M.D.* 

FRANK  C.  SPENCER.  M.D. 

New  York  City 

From  the  New  York  University  School  of  Medicine 

Experience  with  102  sutureless  aortic  valve  pros- 
theses  followed  for  up  to  four  years  is  presented 
and  analyzed.  In  addition  to  the  aortic  valve  re- 
placement, 28  had  a second  valve  repaired  or  re- 
placed, 4 had  three  valves  repaired  or  replaced,  and 
4 had  aneurysms  of  the  ascending  aorta.  The 
patients  ranged  in  age  from  twenty-one  to  seventy- 
*By  invitation 


UCT  AORTIC  VALVE  PROSTHESIS 
USED  WITHOUT  ANTICOAGULANTS 


ROBERT  W.  M.  PRATER.  M.D. 

The  Bronx,  New  York 

From  the  College  Hospital.  Albert  Einstein  Medical  School 

The  UCT  (University  of  Cape  Town)  aortic  valve 
prosthesis  has  a teardrop  shape  which  helps  to 
avoid  downstream  obstruction  and  has  an  excellent 
internal-external  orifice  ratio.  The  ring  has  con- 
sistently been  covered  while  the  two  struts  have 
not.  In  43  patients  with  single-valve  operations, 
followed  for  one  year  or  more,  there  were  6 


pointed  out  by  others  in  the  audience  that  the 
color  change  implied  lipid  absorption,  and  there- 
fore one  could  anticipate  a change  in  the  properties 
of  the  silastic  material  in  a short  time.  It  was 
believed  that  phonocardiographic  screening,  as 
described  by  Dr.  Delman,  was  worth  while.  It  was 
also  believed  that  the  Starr-Edwards  1200 
valve  seemed  to  be  better  than  the  model  1000  in 
this  regard.  The  discussants  and  the  authors 
agreed  that  phonocardiographic  findings  alone 
can  no  longer  be  considered  as  categorical  evidence 
of  ball  variance. 


four  years  with  23  patients  in  the  seventh  and 
eighth  decade.  There  were  8 operative  deaths  and 
16  late  deaths.  Four  deaths  were  a direct  result  of 
embolic  complications,  and  an  additional  2 re- 
sulted from  the  use  of  anticoagulants.  A total  of 
15  patients  suffered  emboli,  and  an  additional  7 
had  significant  bleeding  complications.  Scrutiny 
of  the  results  reveal  that  the  usually  cited  con- 
traindications of  this  sutureless  prosthesis  were 
invalid.  Valvular  leaks  and  heart  block  contrib- 
uted to  the  morbidity  rate  and  are  analyzed. 
Although  2 patients  required  reoperation  because 
of  leaks,  in  no  instance  did  the  prosthesis  become 
loose  if  it  was  properly  sized  and  properly  posi- 
tioned. 

Comment 

Discussion  centered  around  the  increased  num- 
ber of  complications  after  the  use  of  the  Magovern 
valve.  It  was  agreed,  however,  that  the  Ma- 
govern valve  had  a place  in  valvular  replacement 
when  coronary  artery  profusion  could  not  be  per- 
formed and  a quick  insertion  of  the  valve  was 
necessary.  Occasionally,  it  was  of  value  with 
double-valve  replacements. 


deaths:  2 arrhythmias,  1 ruptured  aorta,  2 low  car- 
diac output,  and  1 myocardial  infarction.  One 
patient  has  residual  insufficiency.  One  died  late  of 
unknown  cause.  There  have  been  no  known  valve 
failures.  During  a total  of  81  patient  years  with  no 
anticoagulant  therapy  there  have  been  no  evident 
cerebrovascular  accidents.  One  patient  died  one 
month  after  surgery  from  a coronary  embolus. 

Comment 

It  was  thought  that  the  reduction  in  embolic 
phenomena  with  the  cloth-covered  UCT  aortic 
valve  prosthesis  was  significant  and  that  any  valve 
which  did  not  require  anticoagulant  therapy  repre- 
sented a significant  advance.  It  was  also  pointed 
out  that  the  eventual  perfect  replacement  for  aortic 
valves  would  consist  of  tissue. 
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CANCER  ARISING  IN  CHRONIC 
LUNG  ABSCESS  CAVITIES 


PAUL  A.  KIRSCHNER,  M.D. 

New  York  City 

From  the  Division  of  Cardiothoracic  Surgery,  Department  of 
Surgery,  The  Mount  Smai  Hospital 

Squamous-cell  carcinoma  had  developed  in  the 
cavity  wall  and  cutaneous  fistulas  in  3 patients 
with  chronic  putrid  lung  abscesses  treated  by 
drainage  twenty,  thirty-three,  and  thirty-six  years 
previously.  In  all  3 there  was  metastatic  spread  to 
adjacent  ribs  and  chest  wall.  Two  died  of  carcino- 
matosis shortly  after  the  diagnosis  was  made.  The 
third  patient  was  treated  definitively  by  means  of 
total  pneumonectomy  and  resection  of  the  chest 
wall  en  bloc  but  also  succumbed  because  of  rapid 
recurrence  of  cancer. 

Squamous-cell  carcinoma  is  known  to  arise  in  a 


MEDIASTINOSCOPY 

Comparison  with  scalene 
fat-pad  biopsy 

ARTHUR  D.  BOYD.  M.D. 

New  York  City 

From  the  Department  of  Surgery.  New  York  University  School 
of  Medicine  and  the  U S.  Naval  Hospital,  Portsmouth,  Virginia 


variety  of  long-standing  draining  lesions,  such  as 
osteomyelitic  sinuses,  burn  scars  (Marjolin’s 
ulcer),  leg  ulcers,  and  perineal  fistulas.  Chronic 
inflammatory  changes  in  viscera,  such  as  ulcera- 
tive colitis,  calculous  cholecystitis,  and  stasis 
esophagitis  in  achalasia,  are  also  considered  to  be 
premalignant  lesions. 

There  has  been  scant  reference  to  this  phenom- 
enon occurring  in  chronic  lung  abscesses,  and  no 
other  case  has  been  reported  in  which  planned  de- 
finitive surgery  was  carried  out. 

The  biologic  significance  of  this  occurrence  is 
great  despite  its  low  clinical  incidence.  The 
experience  with  these  3 cases  suggests  that  the 
virulence  of  this  type  of  tumor  is  very  high.  Docu- 
mentation of  all  aspects  of  carcinogenesis  is  es- 
sential in  the  continuing  struggle  against  malig- 
nant disease. 

Comment 

There  was  some  discussion  as  to  whether  the 
cases  described  really  represented  carcinoma 
developing  in  a long-standing  septic  pulmonary 
cavity. 


In  an  effort  to  compare  these  two  procedures  a 
series  of  35  simultaneous  scalene  and  mediastinal 
lymph-node  biopsies  have  been  performed  in 
patients  with  mediastinal,  paratracheal,  and  hilar 
masses,  as  well  as  pulmonary  infiltrates.  In  25 
instances  the  histologic  findings  were  identical. 
In  10  instances  the  histologic  findings  in  the  medi- 
astinal nodes  were  different  from  those  in  scalene 
nodes.  These  data  suggest  the  superiority  of  medi- 
astinoscopy as  a diagnostic  procedure  for  intra- 
thoracic  lesions. 

Comment 


Since  1959  mediastinoscopy  has  been  used  with  In  answer  to  a question  from  the  floor.  Dr.  Boyd 
increasing  frequency  in  an  effort  to  diagnose  intra-  answered  that  in  attempting  to  do  radical  surgery, 

thoracic  pathologic  processes.  Scalene  lymph-  he  did  not  believe  that  a positive  lymph  node  on 

node  biopsy  also  has  been  utilized  extensively  for  the  same  side  as  the  lesion  was  a contraindication 
this  purpose.  to  surgery. 

The  full  report  will  be  found  on  page  445. 
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RESPIRATORY  CARE  OF 
SURGICAL  PATIENTS 


R.  A.  ANDREE,  M.D.* 

New  York  City 

C.  B.  YEOH,  M.D. 

New  York  City 

From  the  Departments  of  Anesthesiology  and  Surgery,  The 
Roosevelt  Hospital 

The  principles  of  respiratory  care  for  surgical’ 
patients  are  stressed.  These  include  adequate  pre- 
operative assessment  of  respiratory  status,  pre- 
operative instruction  and  treatment,  meticulous 
operating  room  management,  and  aggressive  post- 
operative attention  to  the  tracheobronchial  tree. 
In  most  patients  these  measures  will  help  prevent 
the  serious  consequences  of  postoperative  hypox- 
emia. In  some  patients,  however,  particularly 
those  who  are  obese,  heavy  smokers,  of  advanced 
age,  have  serious  chronic  pulmonary  disease,  pro- 
longed upper  abdominal  surgery,  or  who  are  criti- 
cally ill  preoperatively,  postoperative  hypoxemia 
is  more  likely  to  occur  and  requires  more  vigorous 
treatment.  For  these  patients,  the  use  of  con- 
trolled respiration  with  a volume-pressure  respira- 
tor is  recommended;  6 patients  in  whom  this  mode 
of  treatment  was  used  are  presented. 

*By  inuitation. 

MEDIASTINOSCOPY* 

Comparison  with  scalene  fat-pad 
biopsy 

ARTHUR  D.  BOYD.  M.D. 

New  York  City 

From  the  Department  of  Surgery,  New  York  University  School 
of  Medicine  and  the  U S.  Naval  Hospital,  Portsmouth,  Virginia 

Intrathoracic  disease  is  frequently  difficult  to 
evaluate,  and  often  thoracotomy  has  been  required 
to  obtain  tissue  for  histologic  study  and  diagnosis. 
In  an  effort  to  diagnose  intrathoracic  lesions  more 
simply  than  by  thoracotomy,  various  procedures 
have  been  developed. 

Scalene  fat-pad  biopsy  and  mediastinoscopy  are 
two  such  procedures  which  have  been  used  for  a 
number  of  years  and  have  been  proved  useful  diag- 

*The  opinions  or  assertions  contained  in  this  report  are  the 
private  ones  of  the  author  and  are  not  to  be  construed  as  official 
or  reflecting  the  views  of  the  Navy  Department  or  the  Naval 
Service  at  large. 


Comment 

The  discussion  centered  around  the  magnitude 
of  tidal  volume  as  it  affects  right  and  left  pul- 
monary shunting.  It  was  believed  that  the  weight 
of  the  patient  was  not  significant.  It  was  also 
pointed  out  that  there  is  a relationship  between  the 
increase  and  carbon  dioxide  tension  and  right-to- 
left  shunting.  It  was  also  pointed  out  that  high 
pressures  are  worth  while  but  that  the  prolongation 
of  the  pressure  may  cut  down  the  volume  of  blood 
wbicb  is  returning  to  tbe  lung. 


Following  the  Spring  meeting  the  annual 
business  meeting  of  the  New  York  Society  for 
Thoracic  Surgery  was  held.  A new  slate  of  officers 
was  elected  as  follows: 

President  Hugh  F.  Fitzpatrick,  M.D. 

Vice-President  Joseph  J.  Timmes,  M.D. 

Secretary-Treasurer  Karl  E.  Karlson,  M.D. 

Program  Committee  Paul  A.  Kirschner,  M.D., 

Chairman 

Membership  Committee 

Walter  A.  Wichern,  Jr.,  M.D., 
Chairman 

Council  Members  Robert  H.  Wylie,  M.D. 

Adrian  Lambert,  M.D. 
George  Robinson,  M.D. 
Editor  Allan  Ellia  Bloomberg,  M.D. 


nostically.  Since  Daniels*  first  described  scalene 
fat-pad  biopsy  in  1949,  numerous  authors  have 
endorsed  this  procedure  as  a method  of  diagnosing 
intrathoracic  disease.  In  1959  Carlens^  reported 
on  the  first  large  series  of  patients  studied  by  medi- 
astinoscopy, a technic  also  widely  utilized  in  the 
past  eleven  years. 

In  an  effort  to  compare  these  two  biopsy  proce- 
dures and  to  assess  their  relative  merits,  combined 
scalene  fat-pad  biopsy  and  mediastinoscopy  were 
performed  in  36  patients.  The  experience  with 
these  patients  forms  the  basis  for  the  present 
report. 

Material  and  methods 

In  36  patients  scalene  fat-pad  biopsy  and  medi- 
astinoscopy were  performed  at  a single  operation. 
These  procedures  were  done  by  a limited  number 
of  surgeons  to  standardize  the  operative  technic. 
Thorough  medical  evaluation  was  carried  out  prior 
to  biopsy  in  all  patients.  In  those  patients  with 
suspected  granulomatous  disease  skin  testing  with 
standard  purified  protein  derivative  (PPD),  Battey 
bacillus,  and  fungal  antigens  was  carried  out. 
Their  sputum,  gastric  aspirates,  and  bronchial 
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washings  were  smeared  and  cultured  for  myco- 
bacteria and  fungi.  Sputum  and  bronchial  wash- 
ings were  studied  cytologically  in  those  patients 
suspected  of  having  a pulmonary  neoplasm. 

The  technic  of  mediastinoscopy  utilized  by 
Carlens^  was  followed.  General  anesthesia  was 
employed  which  allowed  for  easier  handling  of  the 
patients  and  avoided  coughing  and  movement. 
Biopsy  material  was  obtained  bilaterally  by  utiliz- 
ing a side- vented  suction  tip  or  biopsy  forceps. 
If  a structure  was  suspected  of  being  vascular  or 
cystic,  needle  aspiration  was  performed  prior  to 
biopsy.  Following  completion  of  the  mediastinal 
biopsy,  scalene  fat-pad  biopsy  was  performed. 
Generally,  biopsy  on  the  right  side  was  performed 
for  lesions  on  the  right  side,  left-sided  biopsy  for 
lesions  in  the  left  upper  part  of  the  lung,  and  bi- 
lateral biopsies  for  lesions  in  the  left  lower  portion 
of  the  lung  and  bilateral  lesions.  The  scalene 
fat-pad  area  was  readily  exposed  through  the  medi- 
astinoscopy incision  by  lateral  dissection  in  a plane 
posterior  to  the  sternocleidomastoid  muscle. 

Previous  mediastinal  exploration,  mediastinal 
radiation,  superior  venacaval  obstruction,  and  the 
possible  presence  of  a thoracic  arterial  aneurysm 
were  considered  to  be  contraindications  to  medi- 
astinoscopy. 

Four  patients  had  suspected  anterior  mediasti- 
nal masses,  10  had  suspected  pulmonary  neo- 
plasms, and  21  had  suspected  hilar  and/or  medi- 
astinal adenopathy.  One  additional  patient  had 
scalene  biopsy  and  mediastinoscopy  during  which 
a mediastinal  mass  was  palpated  but  not  biopsied. 

Results 

Suspected  mediastinal  masses.  Five  patients 
with  suspected  mediastinal  lesions  as  outlined  in 
Table  I were  evaluated  by  combined  scalene  fat- 
pad  biopsy  and  mediastinoscopy.  In  only  1 of 
these  5 patients  was  the  scalene  node  biopsy  diag- 
nostic. This  was  a patient  with  Hodgkin’s  disease 
in  whom  the  mediastinal  biopsy  was  also  diagnos- 
tic. In  2 other  patients  with  Hodgkin’s  disease 
mediastinal  node  biopsies  were  diagnostic  where- 
as scalene  biopsies  were  not.  In  a fourth  patient, 
both  scalene  and  mediastinal  nodes  showed  only 
hyperplasia  on  microscopic  examination.  Further 
evaluation  with  venography  revealed  the  suspected 


TABLE  I.  Patients  (5)  with  anterior  mediastinal  lesions 


Age  and 
Sex 

Scalene  Node 

Mediastinoscopy 

17,  M* 

Hyperplasia 

Hyperplasia 

21,  Mt 

Hyperplasia 

Tumor  palpated; 
not  biopsied 

32,  M 

Hyperplasia 

Hodgkin’s  disease 

24,  F 

Hyperplasia 

Hodgkin’s  disease 

22,  F 

Hodgkin’s 

disease 

Hodgkin’s  disease 

* Venogram  demonstrated  the  mediastinal  lesions  to  be  a dilated 
superior  vena  cava  and  azygous  vein, 
t Thymoma  found  at  thoracotomy. 


TABLE  II.  Suspected  hilar  and/or  mediastinal  adenopathy 
in  21  patients 


Age  and 
Sex 

Scalene  Biopsy 

Mediastinoscopy 

36,  F 

Normal 

Normal 

27,  M 

Normal 

Normal 

21,  M 

Sarcoidosis 

Sarcoidosis 

22,  F 

Sarcoidosis 

Sarcoidosis 

25,  F 

Sarcoidosis 

Sarcoidosis 

21,  M 

Sarcoidosis 

Sarcoidosis 

24,  M 

Sarcoidosis 

Sarcoidosis 

37,  M 

Sarcoidosis 

Sarcoidosis 

21,  M 

Sarcoidosis 

Sarcoidosis 

35,  M 

Sarcoidosis 

Sarcoidosis 

22,  F 

Sarcoidosis 

Sarcoidosis 

20,  M 

Sarcoidosis 

Sarcoidosis 

23,  M 

Sarcoidosis 

Sarcoidosis 

18,  M 

Histoplasmosis 

Histoplasmosis 

23,.  F 

Noncaseating 

granuloma 

(1964) 

Not  done 

25,  F 

Histoplasmosis 

(1966) 

Histoplasmosis 

29,  M 

Bilateral  normal 

Sarcoidosis 

45,  F 

Hyperplasia 

Sarcoidosis 

23,  M 

Hyperplasia 

Sarcoidosis 

30,  M 

Hyperplasia 

Sarcoidosis 

21,  M 

Normal 

Histoplasmosis 

24,  M 

Noncaseating 

Caseating  granuloma 

granuloma 

(tuberculosis) 

mediastinal  lesion  to  be  a dilated  superior  vena 
cava  and  azygous  vein.  The  fifth  patient  had 
normal  scalene  nodes,  and  at  mediastinoscopy  a 
tumor  mass  was  palpated  but  not  biopsied.  At 
thoracotomy  this  mass  was  found  to  be  a thymoma. 
Thus,  in  3 of  the  5 patients,  the  findings  at  me- 
diastinoscopy differed  from  those  of  scalene  fat-pad 
biopsy,  and  2 of  the  patients  with  Hodgkin’s 
disease  were  spared  a thoracotomy. 

Suspected  paratracheal  and/or  hilar  ade- 
nopathy. Scalene  biopsy  and  mediastinoscopy 
were  performed  in  21  patients  with  suspected  hilar 
and/or  paratracheal  adenopathy  (Table  II).  In 
2 patients  both  the  scalene  and  mediastinal  lymph 
nodes  were  normal.  In  13  patients  both  the  scalene 
and  mediastinal  lymph  nodes  were  diagnostic, 
showing  similar  histologic  findings.  A scalene 
node  biopsy  in  1 of  these  cases  revealed  noncaseat- 
ing  granulomas,  while  two  years  later  both  the 
scalene  and  mediastinal  nodes  showed  caseating 
granulomas  with  histoplasma  organisms  demon- 
strated on  special  stains.  The  remaining  6 
patients  had  different  histologic  findings  in  the 
scalene  and  mediastinal  nodes.  In  5 the  scalene 
nodes  were  normal  or  hyperplastic,  while  the 
mediastinal  nodes  contained  caseating  or  non- 
caseating  granulomas.  In  the  sixth  patient,  the 
scalene  nodes  contained  noncaseating  granulomas 
with  no  organism  seen  with  special  stains,  while  the 
mediastinal  nodes  contained  caseating  granulomas 
with  acid-fast  organisms  seen  with  special  stains. 
Thus  in  15  of  the  21  patients,  the  scalene  and 
mediastinal  nodes  showed  the  same  histologic 
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TABLE  III.  Suspected  pulmonary  neoplasms  in  10  patients 


Afje 

and 

Srx 

Scalene 

Biopsy 

Mediastinal 

Biopsy 

'rhoracotomy 

34,  F 

Hyperplasia 

HronchoKcnic 

carcinoma 

Resectable 

49,  M 

Normal 

Normal 

Resectable  bronchogenic 
carcinoma 

(>7,  M 

Normal 

Normal 

Resectable  bronchogenic 
carcinoma 

43,  M 

Normal 

Normal 

Tuberculosis 

66,  M 

Hy|)crplasia 

Normal 

Itesectable  bronchogenic 
carcinoma 

57.  F 

Normal 

Normal 

Chronic  pneumonitis 

39,  F 

Normal 

Normal 

Chronic  pneumonitis 

65.  M 

Normal 

Hyperplasia 

Resectable  bronchogenic 
carcinoma 

40,  M 

Normal 

Normal 

Resectable  bronchogenic 
carcinoma 

31,  F 

Normal 

Normal 

Histoplasmosis 

picture.  In  the  other  6 patients,  the  mediastinal 
nodes  were  diagnostic,  and  the  scalene  nodes  were 
either  normal  or  their  histologic  picture  was  mis- 
leading. 

Suspected  pulmonary  neoplasms.  Ten  pa- 
tients with  clinical  histories  and  radiologic  findings 
suggestive  of  bronchogenic  carcinoma  were  evalu- 
ated by  combined  mediastinoscopy  and  scalene 
fat-pad  biopsy  (Table  III).  In  9 of  these  patients 
both  the  scalene  and  mediastinal  nodes  were  nor- 
mal or  showed  only  hyperplasia  on  histologic 
examination.  In  1 patient  the  scalene  node  showed 
hyperplasia,  whereas  metastatic  bronchogenic 
carcinoma  was  present  in  the  mediastinal  nodes. 
Six  of  the  10  patients  had  bronchogenic  carcinoma 
and  all  6 lesions  were  resectable. 

Comment 

Tbe  concept  of  diagnosing  intratboracic  disease 
by  procedures  of  lesser  magnitude  than  thoracot- 
omy is  appealing.  Daniels*  described  the  use  of 
scalene  fat-pad  biopsy  in  1949  as  a means  of  diag- 
nosing certain  intratboracic  diseases,  and  since 
then  numerous  reports  on  this  procedure  have 
appeared  in  the  literature.'*-^  In  1954  Harken 
et  al.^  modified  Daniels’  procedure  to  include 
biopsy  of  mediastinal  nodes.  Radner  in  1955® 
recommended  bilateral  paratracheal  biopsy 
through  an  incision  in  the  suprasternal  notch,  and 
in  1959  Carlens-*  reported  on  the  first  large  series  of 
mediastinoscopies.  In  the  past  eleven  years 
mediastinoscopy  has  been  utilized  with  increasing 
frequency.’-® 

In  comparing  mediastinoscopy  with  scalene 
biopsy,  the  magnitude  and  safety  of  the  two  proce- 
dures must  be  considered.  In  our  hands,  medias- 
tinoscopy, which  is  certainly  of  greater  magnitude 
than  scalene  node  biopsy,  has  been  well  tolerated 
by  even  debilitated  patients.  We  have  had  3 com- 
plications and  no  deaths  in  approximately  130 
mediastinoscopies.  A hydropneumothorax  de- 
veloped in  1 patient,  a pneumothorax  in  1,  and  a 
mediastinal  hematoma  secondary  to  injury  to  the 
azygous  vein  in  another.  These  3 complications 
occurred  early  in  our  experience.  We  have  had  no 


complications  in  our  past  80  cases.  This  experience 
compares  satisfactorily  with  other  series  of  scalene 
node  biopsy'-'*-^  and  mediastinoscopy.--'^-® 

One  of  tbe  problems  with  scalene  biopsy  is  the 
lymphatic  drainage  pattern  of  the  various  areas  of 
the  lung.  These  patterns  obviously  determine 
wbicb  scalene  fat  pad  should  be  biopsied.  Rou- 
viere®  and  Maloney  et  al.^  believed  that  the  left 
lower  lobe  and  the  inferior  segment  of  the  lingula 
drain  to  the  right  scalene  area,  whereas  Baker 
et  and  Correll  and  Langston**  have  reported 
this  area  to  drain  predominantly  to  the  left  scalene 
area.  It  is  well  recognized,  however,  that  contra- 
lateral drainage  can  occur  from  any  portion  of  the 
lung  and  result  in  contralateral  scalene  node  in- 
volvement. In  view  of  this  possibility.  Baker 
et  al.  *®  have  advocated  bilateral  scalene  biopsy  if 
tbe  first  side  biopsied  reveals  negative  findings. 
Mediastinoscopy  circumvents  this  problem  since 
both  the  right  and  left  hilar  and  paratracheal 
lymph  nodes  may  be  readily  biopsied. 

The  primary  question  which  the  present  study 
attempted  to  answer  was;  Is  either  medi- 
astinoscopy or  scalene  node  biopsy  superior  to  the 
other  in  obtaining  pathologic  material  in  intra- 
thoracic  disease?  The  answer  to  this  question 
clearly  appears  to  be  that  mediastinoscopy  is 
superior  to  scalene  fat-pad  biopsy.  In  10  of  the  36 
patients  studied,  diagnostic  mediastinal  biopsy 
material  was  obtained  and  differed  from  the 
scalene  biopsy  material  which  showed  a nondiag- 
nostic or  misleading  histologic  picture.  In  no 
instance  did  scalene  biopsy  give  information  not 
obtained  from  tbe  mediastinal  biopsy.  The  2 
patients  with  noncaseating  granulomas  in  the 
scalene  nodes  and  infectious  granulomatous  pro- 
cesses in  the  mediastinal  lymph  nodes  are  of  par- 
ticular interest  and  raise  the  question  as  to  the 
adequacy  of  scalene  node  biopsy  in  making  the 
diagnosis  of  sarcoid. 

Summary 

In  36  patients,  scalene  fat-pad  biopsy  and  medi- 
astinoscopy were  performed  at  a single  operative 
procedure.  In  10  (27.7  per  cent)  of  these  36 
patients,  mediastinal  biopsy  material  was  diagnos- 
tic and  differed  from  the  nondiagnostic  or  mislead- 
ing histologic  picture  in  the  nodes  obtained  at 
scalene  biopsy.  In  no  instance  was  scalene  biopsy 
diagnostic  when  mediastinal  material  was  not.  In 
view  of  the  simplicity,  safety,  and  superiority  of 
mediastinoscopy,  we  believe  it  is  preferable  to 
scalene  fat-pad  biopsy,  except  in  the  presence  of 
a palpable  scalene  lympb  node  or  in  the  severely 
debilitated  patient. 

566  First  Avenue 
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Discussion 

Dr.  Kirschner:  I would  like  to  compliment 

Dr.  Boyd  on  his  fine  presentation.  He  has  clearly 
demonstrated  the  superiority  of  mediastinoscopy 
over  scalene  biopsy  by  a very  nice  comparative 
controlled  study. 

At  The  Mount  Sinai  Hospital  we  have  performed 


more  than  275  mediastinoscopies  since  our  first 
case  in  October,  1965.  Although  we  have  done 
scalene  biopsies  only  rarely  in  conjunction  with 
mediastinoscopy,  we  have  had  the  same  experience 
as  published  in  the  literature  by  Carlens  and 
others,  namely,  that  the  yield  of  positive  findings 
in  nodes  in  lung  cancer  and  other  conditions  is 
three  times  as  frequent  by  mediastinoscopy  as  by 
scalene  biopsy.  In  lung  cancer,  we  have  obtained 
60  per  cent  positive  results  in  tumors  of  the  right 
lung  while  only  30  per  cent  in  tumors  of  the  left 
lung.  The  interposition  of  the  aortic  arch  is  what 
makes  the  difference  on  the  left  side.  Neverthe- 
less, when  we  have  obtained  positive  findings  in 
biopsies  of  nodes  from  tumors  on  the  left  side,  al- 
most half  came  from  the  right  paratracheal  region. 
Much  less  cross-over  occurred  with  tumors  on  the 
right  side. 

I should  like  to  make  two  additional  points. 
First,  we  believe  that  mediastinoscopy  should  be 
performed  in  all  cases  of  proved  and  suspected  lung 
cancer  and  advocate  that  it  be  done  at  the  time  of 
bronchoscopy  and  thoracotomy.  We  do  not  go 
ahead  with  thoracotomy  when  a mediastinal  bi- 
opsy reveals  positive  results.  Second,  in  the  case 
of  superior  vena  cava  obstruction  due  to  medias- 
tinal tumor  or  nodes,  we  believe  strongly  that 
mediastinoscopy  is  not  only  not  contraindicated  but 
indeed  indicated.  We  bave  done  16  cases  with  no 
complications.  The  distended  cervical  veins  are 
merely  retracted  as  dissection  is  carried  down  to 
the  trachea,  and  the  same  avascular  plane  is 
entered  as  in  the  absence  of  venous  enlargement. 
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Case  history 

Eugene  F.  Binet,  M.D.*:  A twenty-one- 

month-old  girl  was  first  evaluated  for  unsteady 
gait  and  regression  in  motor  development  of  two 
months’  duration.  The  product  of  a normal 
pregnancy,  labor,  and  delivery,  her  development 
was  slower  than  that  of  her  older  siblings.  At 
eighteen  months  she  still  could  not  walk  well 
alone  and  would  not  walk  at  all  if  held  by  the 
left  hand.  By  twenty-one  months  she  had  re- 
gressed to  the  point  at  which  she  could  not  sit  or 
stand  unsupported. 

Pertinent  physical  findings  were  confined  to  the 
neuromuscular  system.  Weakness  was  noted 
in  both  the  arms  and  legs  with  the  left  arm  being 
the  weakest  and  the  left  hand  held  in  a claw-like 
position.  Muscle  tone  was  decreased  in  the  arms 
although  increased  in  the  legs.  Sensation  to  pin 
prick  was  diminished  in  the  seventh  and  eighth 
cervical  dermatomes  bilaterally.  The  triceps 
reflexes  were  absent  with  the  remainder  of  the 
upper  extremity  reflexes  normal.  Hyperreflexia 
was  noted  in  both  lower  extremities  with  bilateral 
extensor  plantar  responses. 

Laboratory  examinations  including  electro- 
encephalogram, complete  blood  count,  urinalysis, 
and  roentgenogram  of  the  chest  were  interpreted 
as  showing  normal  findings.  Plain  roentgeno- 
grams of  the  skull  and  cervical  spine  were  then 
obtained  followed  by  tomograms  of  the  cervical 
spine  and  cervical  myelography. 

Marshall  D.  Lustgarten,  M.D.j:  The  plain 

roentgenograms  of  the  skull  give  normal  findings. 
The  anteroposterior  roentgenogram  of  the  cervical 
spine  shows  marked  widening  of  the  interpedic- 
ulate  distance  at  the  sixth  and  seventh  cervical 

* Guest  Editor,  Assistant  Professor,  Department  of  Radiol- 
ogy, Upstate  Medical  Center. 

t Clinical  Instructor,  Upstate  Medical  Center. 


levels  (Fig.  lA).  The  lateral  projection  demon- 
strates marked  thinning  of  the  pedicles  at  these 
same  levels  (Fig.  IB).  In  addition  the  antero- 
posterior diameter  of  the  lower  cervical  spinal 
canal  is  increased.  The  oblique  roentgenogram 
of  the  cervical  spine  shows  marked  enlargement 
of  the  left  neural  foramina  of  the  sixth  and  sev- 
enth vertebral  bodies  (Fig.  2A).  The  left  sixth 
cervical  pedicle  is  thinned  and  bowed  upward, 
whereas  the  seventh  pedicle  on  that  side  is  thinned 
and  bowed  downward,  suggesting  that  a mass 
lies  between  the  pedicles  within  the  enlarged 
foramen.  The  anteroposterior  tomograms  of  the 
cervical  spine  clearly  demonstrate  the  increased 
interpediculate  distance  and  the  pedicle  erosions 
at  the  lower  cervical  levels  (Fig.  2B). 

Frontal  view  of  the  iophendylate  (Pantopaque) 
myelogram  demonstrates  a complete  block  at  the 
seventh  cervical  level  (Fig.  3).  The  spinal  cord 
is  not  enlarged  but  is  displaced  from  left  to  right 
at  the  level  of  the  block.  The  dural  sac  is  also 
displaced  to  the  left  at  the  seventh  cervical  level. 
The  upper  border  of  the  iophendylate  column 
abuts  against  a tumor  mass. 

The  widening  of  the  cervical  interpediculate 
distance,  the  increased  anteroposterior  diameter 
of  the  cervical  spinal  canal,  and  the  pedicle  ero- 
sion suggest  an  intradural  lesion.  The  myelogram 
excludes  an  intramedullary  process.  The  enlarged 
neural  foramina  at  the  sixth  and  seventh  cervical 
levels  indicate  an  extradural  lesion.  The  tumor 
therefore  has  both  an  intradural  extramedullary 
component  and  an  extradural  component.  I favor 
a dumbbell  neurogenic  tumor  because  of  the  en- 
largement of  the  foramina. 

A meningioma  in  this  age  group  would  be 
highly  unlikely  as  would  a metastatic  lesion  in 
the  absence  of  a known  primary  site.  The  rapid 
deterioration  in  the  patient’s  condition  coupled 
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FIGURE  1.  (A)  Anteroposterior  roentgenogram  of  cervical  spine.  Marked  widening  of  interpediculate  distance  at 

sixth  and  seventh  cervical  levels  shown.  (B)  Lateral  roentgenogram  of  cervical  spine.  Erosion  and  thinning  of  sixth 
and  seventh  cervical  pedicles  evident. 


Pathologic  discussion 

Bedros  Markarian,  M.D.:  The  surgical 

specimen  obtained  at  the  first  operation  consists 
of  several  tissue  fragments,  the  largest  measuring 
18  by  18  by  8 mm.  Microscopic  examination 
of  the  hematoxylin  and  eosin-stained  sections 
shows  sheets  and  nests  of  small  pleomorphic  cells 
slightly  larger  than  lymphocytes  (Fig.  4A). 
There  are  focal  areas  of  necrosis  and  a faint  fibril- 
lary background.  Tbe  nuclear  chromatin  pattern 
is  quite  dense  and  homogeneous  with  the  cellular 
cytoplasm  quite  indistinct.  In  several  areas  ab- 
normal ganglion  cells  are  present.  These  are  an 
integral  part  of  the  tumor.  This  first  specimen 
has  the  appearance  of  a neuroblastoma  with  areas 
of  partial  maturation  of  the  primitive  neuroblasts. 
The  intradural  portion  of  the  tumor  is  a gangli- 


with  the  marked  roentgenographic  changes  make 
me  suspect  a very  aggressive  lesion,  perhaps  a 
neurofibrosarcoma. 

Dr.  Binet:  In  view  of  the  complete  block 

observed  at  myelography  and  because  of  the 
patient’s  rapidly  deteriorating  condition,  an 
emergency  cervical  laminectomy  was  carried 
out.  A tumor  mass  involving  the  dorsal  root  of 
the  left  seventh  cervical  nerve  was  removed. 
The  tumor  mass  extended  extradurally  along 
the  nerve  root.  This  portion  of  the  tumor  was 
removed  via  a limited  neck  dissection  ten  days 
later. 

Dr.  Lustgarten's  diagnosis 

Dumbbell  neurofibrosarcoma 

Rule  out  other  malignant  tumor  of  neural  origin 
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FIGURE  2.  (A)  Oblique  roentgenogram  of  cervical 

spine.  Observe  extreme  enlargement  of  left  sixth  cervi- 
cal neural  foramen.  (B)  Anteroposterior  tomogram  of 
cervical  spine.  Pedicle  erosion  and  increased  inter- 
pediculate  distance  clearly  demonstrated. 

oneuroblastoma  with  the  neurohlastomatous  ele- 
ment predominant. 

The  second  surgical  specimen  obtained  at  neck 
dissection  is  composed  of  several  fragments  in- 
cluding a peripheral  nerve.  Microscopic  examina- 
tion discloses  islands  of  small  primitive  neuro- 
blasts interspersed  between  normal  nerve  roots 
(Fig.  4B).  Ganglion  formation  is  not  observed. 


FIGURE  3.  Anteroposterior  roentgenogram  of  cervical 
myelogram  (film  reversed  to  comply  with  plain  roent- 
genograms of  spine)  Complete  block  observed  at 
seventh  cervical  level  Note  intradural  extramedullary 
and  extradural  components  of  lesion. 

The  extradural  component  of  this  tumor  is  pure 
neuroblastoma. 

The  complete  pathologic  diagnosis  is  neuro- 
blastoma with  ganglioneuroblastomatous  ele- 
ments. It  presumably  arose  from  the  dorsal  root 
ganglion  of  the  seventh  cervical  nerve  on  the  left 
and  spread  laterally  within  this  nerve. 

Dr.  Binet:  Because  of  the  dumbbell  shape 

of  the  tumor  and  its  extension  laterally,  two  sepa- 
rate surgical  procedures  were  required  for  its  com- 
plete removal.  Both  the  intradural  and  extradural 
portions  of  the  tumor  were  totally  excised.  The 
tumor  probably  arose  from  the  dorsal  root  ganglion 
of  the  seventh  cervical  nerve.  This  nerve  was  sac- 
rificed at  the  time  of  the  laminectomy;  and  be- 
cause the  tumor  bed  was  entered,  postoperative  ir- 
radiation was  given.  This  v/as  performed  after  the 
second  operation. 

Results  of  catecholamine  excretion  studies  in- 
cluding dopamine,  epinephrine,  norepinephrine, 
and  3-methoxy-4  hydroxy  mandelic  acid  (VMA) 
performed  between  the  surgical  procedures  were 
within  normal  limits.  Twelve  months  postopera- 
tively,  the  child  is  alive  and  well  with  the  ex- 
ception of  her  nerve  deficit.  Her  long-term  prog- 
nosis is  guarded. 

Tumors  of  the  ganglioneuroma-neuroblastoma 
group  arise  from  primitive  embryonic  cells  nor- 
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FIGURE  4.  (A)  High-power  photomicrograph  (cervical 

laminectomy  specimen).  Sheets  and  nests  of  small 
pleomorphic  cells  with  dense  nuclear  chromatin  pat- 
tern and  indistinct  cytoplasm  shown.  Abnormal  gan- 
glion cells  present  (at  arrow)  (X  145).  (B)  Low-power 
photomicrograph  (necl<  dissection  specimen).  Islands 
of  small  primitive  neuroblasts  are  interspersed  between 
normal  nerve  roots.  Ganglion  cells  not  present  (XllO). 
(Hematoxylin  and  Eosin  Stain) 


mally  destined  to  form  ganglion  cells  of  the  sym- 
pathetic chain  and  cells  of  the  adrenal  medulla. 
These  cells  are  derived  in  part  at  least  from  the 
mantle  layer  of  the  neural  tube. 

Neuroblastoma  is  said  to  be  the  second  most 
common  malignant  condition  of  childhood.  Two- 
thirds  of  these  tumors  arise  from  the  adrenal  gland 
or  the  abdominal  components  of  the  sympathetic 
nervous  system.  Approximately  5 per  cent  of 
neuroblastomas  are  primary  in  the  neck.  The  vast 
majority  of  these  arise  from  the  brachial  plexus  or 
the  cervical  sympathetic  ganglia  where  they  pre- 
sent as  soft  tissues  masses  and,  as  a rule,  do  not 
erode  bone  or  compromise  the  cervical  spinal  canal 
directly.  A ganglioneuroblastoma  arising  from  a 
cervical  dorsal  root  ganglion  is  an  uncommon 
tumor. 

Abnormalities  of  gait  and  posture,  leg  weakness, 
sensory  deficit,  and  abnormal  reflexes  are  the  most 
common  complaints  and  neurologic  findings  in 
tumors  of  the  spinal  cord  in  children.  Increased 
anteroposterior  spinal  canal  diameter,  pedicle  ero- 
sion, and  enlargement  of  the  foramina  are  frequent 
radiographic  findings  and  serve  to  localize  the  level 


of  these  lesions.  lophenyldate  myelography  is 
diagnostic. 

The  treatment  of  choice  is  surgical  removal 
where  feasible  and  before  irreparable  neurologic 
loss  has  occurred.  If  the  tumor  cannot  be  removed 
in  toto,  radiation  therapy  should  be  given  in  the 
postoperative  period. 

Final  Diagnosis 

Ganglioneuroblastoma  / neuroblastoma 
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Schistosomiasis  is  said  to  affect  more  than  200 
million  people  throughout  the  world  today. 

The  genitourinary  system  appears  to  have  a 
relative  immunity  against  many  parasites;  notable 
exceptions  are  Schistosoma,  Trichomonas, 
Filariodea,  and  Echinococcus. 

Schistosomiasis  is  endemic  to  Africa  and  the 
Near  East. 

Three  types  of  schistosome  are  known;  the 
mansoni  and  japonicum  which  live  in  the  intestinal 
venules,  and  the  haematobium  which  is  found 
in  the  vesicle  and  pelvic  plexuses  (Fig.  1).  The 
ova  of  the  Schistosoma  blood  fluke  is  carried  by 
fecal  material  and  urine  into  polluted  water 
where  it  invades  certain  species  of  snails,  matures, 
reinvades  the  water,  and  then  reinfects  human 
carriers. 

The  haematobium  is  responsible  for  most 
genitourinary  pathologic  conditions,  although  the 
mansoni  occasionally  occurs  in  this  area.*'® 

The  lower  ureter  and  bladder  is  the  most 
common  site  involved  in  the  genitourinary  system. 
This  relationship  is  due  to  communication  be- 
tween the  lower  ureteral  veins  and  the  middle 
hemorrhoidal  veins.  The  primary  lesion  is  a result 
of  irritation  from  the  ova  lodged  in  the  walls  of 
the  ureter  and  bladder  producing  an  intense 
inflammatory  reaction  which  may  ulcerate, 
fibrose,  and  calcify.  Obstruction  or  neoplastic 
degeneration  may  occur.  The  presence  of  exten- 
sive mural  calcification  of  the  bladder  and  lower 
ureters  suggests  the  diagnosis  of  schistosomiasis 
(Fig.  2). 

Occasionally,  the  inflammation  may  involve  the 
urethra,  prostate,  and  seminal  vesicles  in  the  male 
and  the  vagina  in  the  female  (Fig.  3). 

Painless  hematuria  is  the  most  characteristic 
symptom.  As  secondary  infection  develops, 
pyuria,  dysuria,  and  frequency  occur.  In  the  late 
stages,  the  ureters  may  appear  markedly  dilated, 
but  fibrosis  and  calcification  of  the  ureteral  walls 
effectively  destroys  peristalsis.  In  the  bladder, 
the  early  findings  are  these  of  an  interstitial 
cystitis  which  then  may  progress  to  fibrosis. 


FIGURE  1 Schistosoma  in  retroperitoneal  vein,  with 
accompanying  inflammatory  changes  (X  200). 


necrosis,  and  calcification.  Carcinomatous 
degeneration  is  not  uncommon.  Because  of  the 
distal  obstruction,  hydronephrosis  frequently  is 
severe. 

Since  the  infection  frequently  ’occurs  in  young 
people  bathing  in  polluted  water,  schistosomiasis 
may  lead  to  carcinoma  in  young  adults. 

Death  may  occur  from  renal  failure,  anemia, 
carcinoma,  or  secondary  infection. 

The  diagnosis  may  be  made  by  finding  the  ova 
in  the  urine  and  the  parasite  in  bladder  biopsies. 
Intradermal  tests  and  complement  fixation  tests 
are  of  some  diagnostic  value. 

Treatment 

Treatment  is  directed  toward  removing  the  pa- 
tient from  further  infection,  relief  of  proximal 
obstructions,  and  removal  of  carcinomatous 
degeneration.  Numerous  compounds,  such  as 
antimony  compounds,  stibophen  (Fuadin),  and 
anthiomaline  and  lucanthone  (Miracil  D),  and 
Ambilhar,  have  been  used  with  good  reports. 

Summary 

Although  schistosomiasis  is  endemic  to  the  Near 
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FIGURE  2.  Schistosomiasis.  (A)  Scout  film  revealing  typical  findings  of  marked  ureteral  and  bladder  calcifications. 
Marked  ureterectasis  with  calculi  in  both  ureters  and  bladder  are  also  noted.  (B)  Marked  calcification  of  bladder  wall 
and  both  lower  ureters.  Secondary  calculi  formation  has  occurred  in  both  kidneys. 


East,  the  prevalence  of  intercontinental  airplane 
travel  has  recently  produced  cases  throughout  the 
United  States  and  other  nonendemic  areas  in 
increasing  numbers. 

Radiographic  and  urographic  characteristics 
have  been  described  to  familiarize  the  clinician 
with  this  entity. 
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FIGURE  3.  Schistosomiasis:  advanced  calcification 

of  the  seminal  vesicles  noted  on  flat  plate. 
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Ingestion  of  corrosive  substances,  either  by 
accident  or  with  suicidal  intent,  can  produce 
esophageal  and  gastric  injury.  The  swallowing 
of  acid  usually  produces  gastric  injury,  while  lye 
ingestion  more  commonly  causes  esophageal  dam- 
age. It  is  rare,  however,  for  alkali  ingestion  to 
produce  pure  gastric  injury  without  concomitant 
esophageal  damage;  in  fact  the  following  is  the 
third  case  documented  in  the  English  literature 
of  such  an  occurrence. 

Case  report 

A forty-one-year-old  Negro  was  seen  in  the 
emergency  room  of  Vanderbilt  Clinic  on  November 
13,  1966,  complaining  of  burning  of  his  tongue, 
mouth,  and  epigastrium.  He  stated  that  the 
night  prior  to  admission  he  had  been  drinking 
heavily  and  had  mistakenly  ingested  lye.  He  was 
not  conscious  of  his  error  until  the  following 
morning  when  he  awoke  with  the  complaints 
described  and  found  the  lye  on  his  kitchen  sink. 
On  admission,  physical  examination  revealed 
excoriated  crusted  lips  and  a badly  denuded 
tongue  with  erosions  of  the  gingival  and  buccal 
mucosa.  There  were  superficial  burns  on  the  chin 
and  left  chest.  The  remainder  of  the  physical 
examination  was  within  normal  limits.  Labora- 
tory evaluation,  which  included  complete  blood 
count,  urinalysis,  and  chest  x-ray  examination, 
was  within  normal  limits  except  for  a white  blood 
count  of  22,000  with  88  per  cent  polymorphonu- 
clear leukocytes.  Esophagoscopy  was  performed 
*Present  address;  443  Hall  Park,  San  Antonio,  Texas  78218. 


FIGURE  1.  Radiograph  of  stomach  revealing  obstruc- 
tion with  severe  antral  narrowing  and  massive  dilatation. 


two  days  after  admission  with  completely  negative 
findings.  An  esophagram  at  this  time  also 
showed  normal  findings.  The  patient  was  dis- 
charged, symptomatically  improved,  without 
specific  treatment. 

He  was  again  seen  in  the  emergency  room  on 
December  13,  1966,  one  month  after  his  initial 
visit,  complaining  of  intermittent  vomiting  of 
two  weeks’  duration.  An  upper  gastrointestinal 
series  showed  a dilated  obstructed  stomach  with 
distal  gastric  narrowing  (Fig.  1).  Symptoms  con- 
tinued, and  the  patient  was  admitted  to  the  hospi- 
tal. Prior  to  the  ingestion  the  patient  had  had 
no  gastrointestinal  complaints.  Preoperatively 
the  physical  examination  and  base  line  laboratory 
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FIGURE  2.  Gross  specimen.  Close-up  of  pyloric 
region  showing  marked  thickening  and  stenosis  with 
duodenal  mucosa  on  right  and  gastric  mucosa  on  left. 


studies  all  gave  normal  results.  Nasogastric 
intubation  immediately  produced  2,500  cc.  of 
thick,  green  fluid,  and  the  nasogastric  tube  was 
left  in  place  on  suction.  Electrolyte  and  acid-base 
studies  revealed  a hypokalemic  metabolic  alkalosis 
which  was  corrected  preoperatively.  Further 
study  of  the  gastric  aspirate  revealed  the  presence 
of  free  acid. 

Surgery  was  performed  five  days  after  re- 
admission and  six  weeks  after  caustic  ingestion. 
Positive  findings  on  exploration  were  limited  to 
the  distal  stomach.  A small,  firm  rubbery  mass 
was  palpated  in  the  pyloric  region.  To  better 
define  this  mass  an  antral  gastrotomy  was  per- 
formed. A 5-cm.  area  of  circumferential  fibrosis 
was  seen  in  the  pyloric  region  in  the  middle  of 
which  was  a 1-cm.  posterior  polypoid  mass.  On  the 
periphery  of  the  fibrosis  there  was  a small  area 
which  looked  like  a healed  ulcer.  Biopsies  of  the 


polypoid  mass  and  the  area  of  fibrosis  were  taken, 
and  a frozen-section  diagnosis  of  possible  carcino- 
ma of  the  stomach,  linitis  plastica  type,  was 
made.  Consequently,  a 50  per  cent  distal  gas- 
trectomy was  performed  including  2%  cm.  of  the 
proximal  duodenum.  A photograph  of  the  gross 
specimen  of  the  pylorus  is  seen  in  Figure  2. 

Permanent  histologic  sections  revealed  ulcer- 
ation of  the  antral  mucosa  with  multiple  focal 
areas  of  epithelial  regeneration.  Extensive 
fibrosis  of  the  submucosa  and  muscularis  was 
seen.  There  was  no  evidence  of  carcinoma. 
Photomicrographs  of  this  are  seen  in  Figure  3. 

The  patient  had  a benign  postoperative  course 
and  was  discharged  on  the  fourteenth  postopera- 
tive day.  Esophagoscopy  prior  to  discharge 
again  revealed  a normal  esophagus  without  evi- 
dence of  stricture.  When  seen  two  months  post- 
operatively,  the  patient  was  eating  well  and  had 
no  complaints.  He  had  gained  20  pounds. 

Comment 

Corrosive  gastritis  causing  pyloric  stenosis 
was  first  described  by  Robert  in  1828.'  The  first 
case  in  this  country  was  reported  by  Halstead  in 
1917.^  Both  were  caused  by  acid  ingestion. 
Quenu  and  Petit,^  in  reviewing  a large  number 
of  cases  of  corrosive  ingestion  in  1902,  found  five 
reports  of  gastric  injury  due  to  potassium  hydrox- 
ide, but  all  of  these  had  esophageal  damage  as 
well.  HeindP  in  1926  found  a 20  per  cent  incidence 
of  pyloric  stenosis  in  reviewing  116  cases  of  lye  and 
other  caustic  ingestions  causing  esophageal  stric- 
ture, but  in  no  instance  was  gastric  injury  de- 
cribed  without  esophageal  damage.  Hardin^  found 
no  instance  of  gastric  injury  in  71  cases  of  lye 
burns  of  the  esophagus,  while  Gavriliu  et  al.^ 
found  only  12  cases  of  gastric  stenosis  in  reviewing 
146  cases  of  alkali  injury  of  the  esophagus. 


FIGURE  3.  Photomicrograph  of  antrum.  (Left)  Low-power  view  of  full  thickness  of  antrum  showing  extensive 
ulceration  with  nonulcerated  mucosa  at  each  end  of  section.  There  is  fibrosis  of  submucosa  with  hypertrophy  and 
fibrosis  of  muscularis.  (Right)  High-power  view  showing  nonulcerated  mucosa  on  right,  with  regenerating  epithelium 
growing  over  ulcer.  Again  extensive  fibrosis  seen. 
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Vinson  and  Harrington  in  1929’  reported  the 
first  case  of  isolated  gastric  injury  secondary  to 
ingestion  of  an  alkaline  corrosive.  The  etiologic 
agent  was  formaldehyde,  and  symptoms  occurred 
within  ten  days  of  ingestion.  Therapy  consisted 
of  gastrojejunostomy,  and  the  patient  did  well. 
In  1930  Boikan  and  Singer**  reported  a case  of 
pyloric  ulceration  and  fibrosis  without  esophageal 
injury  secondary  to  lye  ingestion.  Four  other 
such  cases  have  been  reported  in  the  foreign 
literature  and  were  cited  in  the  excellent  review 
of  corrosive  injuries  by  Gray  and  Holmes  in  1948.“ 
The  present  case,  then,  appears  to  be  but  the  third 
report  in  the  English  literature  of  isolated  gastric 
injury  secondary  to  caustic  ingestion. 

The  pathophysiology  of  corrosive  injury  is  well 
recognized.  Acids  cause  a coagulative  necrosis 
of  the  gastric  mucosa  with  an  overlying  eschar  and 
tend  to  produce  antral  or  pyloric  stricture.  The 
squamous  epithelium  of  the  esophagus  is  only 
superficially  injured,  whereas  the  tall  columnar 
epithelium  of  the  stomach  is  deeply  penetrated. 
Alkalies,  on  the  other  hand,  cause  a uniform  lique- 
fying necrosis  probably  due  to  saponification  of 
fat  and  a solvent  action  on  proteins.  It  is  believed 
that  gastric  acid  neutralizes  ingested  alkali  mak- 
ing the  stomach  relatively  immune  to  injury. 
Marchand"  stated  that  pyloric  stenosis  may 
occur  only  when  gastric  juice  is  overwhelmed  by 
massive  ingestion  of  alkali.  Why  this  should 
occur  without  esophageal  injury  is  unclear. 
Testa’'^  mixed  barium  with  lye  and  nicely  demon- 
strated rapid  flow  along  the  lesser  curvature  to 
the  antrum  where  severe  pylorospasm  occurred. 

Symptoms,  as  demonstrated  in  the  present  case, 
usually  occur  three  to  six  weeks  after  ingestion 
and  are  obstructive  in  nature.*^  They  may  not 
occur,  however,  until  years  after  the  ingestion. 

Surgical  therapy  is  required  if  the  degree  of 
obstruction  is  significant.  Partial  gastrectomy 
and  gastroduodenostomy  is  the  procedure  of 
choice,  but  in  the  poor-risk  or  severely  debilitated 
patient,  gastroenterostomy  alone  will  usually 
provide  relief. 


The  histologic  picture  of  ulceration  and  patchy 
edema  and  fibrosis  is  well  demonstrated  in  this 
report  and  is  similar  to  that  of  other  chemical 
gastrointestinal  damage. 

Summary 

Isolated  gastric  injury  after  lye  ingestion  is 
a rarely  reported  phenomenon.  A case  is  reported 
and  the  pertinent  literature  discussed.  Some 
brief  comments  on  pathophysiology,  symptoms, 
therapy,  and  histology  are  made. 
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Jaundice  in  pregnancy  is  relatively  uncommon, 
occurring  about  once  in  every  2,000  to  3,000  deliv- 
eries.^ Some  of  the  cases  are  caused  by  processes 
unrelated  to  pregnancy,  such  as  coincidental  infec- 
tious hepatitis.  In  others,  the  etiology  is  related 
to  pregnancy.  These  include  the  toxemias  and 
benign  jaundice  of  pregnancy  of  unknown  etiology. 
Sheehan^  terms  it  hepatosis  and  recurrent  jaundice 
of  pregnancy.  This  entity  seems  to  be  most  com- 
mon in  Scandinavia;  however,  Rosenlund,^  in  a 
recent  review,  notes  an  increasing  number  of  cases 
in  America.  This  condition  is  characterized  by 
the  onset  of  pruritus  in  the  third  trimester,  followed 
by  jaundice.  The  prognosis  is  excellent  for  both 
mother  and  child. 

A third  type  of  jaundice  peculiar  to  pregnancy 
was  first  described  by  Sheehan  in  1940*  when  he 
cited  6 cases  of  “obstetric  acute  yellow  atrophy.” 
There  have  been  at  least  46  cases  reported  in  the 
literature  thus  far,  with  7 survivors  among  the 
mothers.  In  addition,  there  has  been  a poor  sur- 
vival rate  among  the  children  of  these  pregnancies. 
This  report  discusses  an  additional  case  wherein 
both  the  mother  and  the  child  survived. 

A review  of  the  literature  reveals  that  the  etio- 
logic  background  for  this  disease  has  not,  as  yet, 
been  established.  Perhaps,  by  the  accumulation 
of  individual  reports,  some  further  progress  in 
the  diagnosis,  treatment,  and  evolution  of  the 
basic  etiology  of  this  disease  may  he  forthcoming. 

Case  report 

A twenty-five-year-old  white  female,  gravida  2, 
para  1,  was  first  seen  at  2:30  P.M.  on  April  7,  1968, 
at  the  Community  General  Hospital  of  Syracuse. 
At  that  time  she  had  a two-week  history  of  light- 
colored  stools,  easy  fatigability,  weakness,  inter- 


mittent confusion,  and  increasing  agitation.  On 
April  6,  the  patient  had  been  noted  by  her  husband 
to  have  been  staggering,  extremely  depressed  with 
frequent  weeping,  and  had  refused  to  take  any 
food.  Her  past  medical  history  was  unremarkable, 
except  that  in  January,  1967,  she  had  delivered  a 
baby  who  died  shortly  after  birth.  She  received 
two  units  of  blood  at  that  time.  Following  the 
death  of  her  first  child,  the  patient  was  severely 
depressed,  then  gradually  recovered.  During  the 
present  pregnancy,  the  patient  had  been  some- 
what apprehensive  because  of  her  previous  experi- 
ence and  had  been  taking  oxazepam  (Serax),  15 
mg.  every  six  hours  as  necessary.  There  was  no 
history  of  exposure  to  chlorpromazine,  (Thora- 
zine), halothane,  or  hepatitis.  Careful  and  re- 
peated questioning  after  recovery  failed  to  reveal 
exposure  to  any  other  drug.  When  the  patient 
was  first  seen,  she  was  in  a semicomatose  state, 
thrashing  around  in  bed,  and  icteric.  Blood  pres- 
sure was  120/80,  respirations  variable  and  up  to 
64  per  minute,  pulse  100  per  minute,  and  tempera- 
ture 97  F.  Significant  physical  findings  included 
petechiae  on  both  thighs  and  scleral  icterus.  The 
abdomen  was  distended  with  a term  pregnancy, 
and  the  liver  could  not  be  palpated.  There  was 
1 plus  pretibial  edema.  Babinski  signs  were  nega- 
tive, there  was  no  response  to  pinprick,  and  the 
Chevosteck  test  result  was  negative.  There  was 
noticeable  twitching  of  the  lips  but  no  flap  of  the 
hands.  A Rumple-Leeds  test  result  was  positive 
after  five  minutes.  Laboratory  data  for  the  entire 
hospital  course  are  given  in  Tables  I and  II. 

Coagulation  studies  were  done  and  the  following 
abnormalities  were  found:  platelet  count  106,000 

per  cubic  millimeter  (normal  150,000  to  300,000 
per  cubic  millimeter);  bleeding  time  fifteen  min- 
utes (normal  two  to  seven  minutes);  plasma  fi- 
brinogen titer  1:32  (normal  1:128);  prothrombin 
time  sixty  seconds  (control  forty  seconds);  and 
thrombin  time  sixty-five  seconds  (control  twenty- 
six  seconds).  The  patient  was  started  on  10  per 
cent  glucose  solution  intravenously,  oral  neomy- 
cin, enemas,  and  protein  restriction. 

Shortly  afterward,  the  patient  went  into  labor, 
and  spontaneously  delivered  female  twins  at  4:20 
P.M.  One  of  the  infants  was  stillborn  and  the 
other  alive  with  an  Apgar  score  of  5.  The  patient 
required  1 unit  of  blood  at  this  time  and  subse- 
quently received  another  after  her  blood  pressure 
fell  to  70/40.  The  patient  was  thought  to  be  in 
hepatic  failure,  and  was  transferred  to  the  Univer- 
sity Hospital  for  a possible  exchange  transfusion. 

Physical  examination  after  transfer  revealed 
a blood  pressure  of  130/80,  pulse  100,  respirations 
20,  and  the  patient  was  afebrile.  There  were  spider 
angiomata  on  the  shoulders  and  petechiae  on  the 
arms  and  legs.  The  patient  had  doll’s  eyes  and 
hippus  bilaterally.  There  was  a II  to  VI  systolic 
ejection  murmur  at  the  apex  and  lower  left  exter- 
nal border.  The  abdomen  was  soft.  The  fundus 
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TABLE  I.  Laboratory  data  during  patient’s  hospital  stay 


Dute 

Hemato- 

crit 

(Per  cent) 

White  BlotKi 
Cells  in 
1,000 

Neutro- 

phils 

(Per  cent) 

Prothrombin 
time  (sec.) 
Patient  Control 

Units 

Blood 

4 6* 

45 

19.5 

81 

4/7* 

38 

21.8 

76 

54  0 

13  0 

2 

4/7 

44 

21  0 

87 

2 

4/8 

36 

22.6 

87 

4/9 

32 

33.5 

74 

18.5 

13.6 

1 

4/10 

29 

74 

17.3 

13.3 

1 

4/11 

35 

25.0 

65 

1 

4 12 

37 

24  0 

65 

4 13 

40 

22.0 

63 

4 14 

42 

21.0 

75 

14  4 

13.8 

1 

4 15 

39 

18.5 

81 

13  6 

13.8 

4/16 

42 

27.9 

93 

15.2 

14  2 

4 17 

34 

23.0 

88 

14  5 

14  0 

4/18 

32 

16  0 

76 

4 19 

34 

4/22 

34 

4/24 

32 

4,  26 

25 

4/29 

31 

5/1 

32 

5/3 

28 

5/10 

32 

♦ Data  from  Community  General  Hospital.  Remainder  of  data  from 
Upstate  Medical  Center. 


of  the  uterus  was  firm  and  palpable  2 cm.  above 
the  umbilicus.  A sharp  liver  edge  was  felt  just 
below  the  right  costal  margin.  The  spleen  was  not 
palpable.  There  was  2 plus  edema  in  the  feet. 
The  vagina  was  bloody  with  clots,  and  the  patient 
continued  to  ooze  per  vagina  until  April  15.  On 
neurologic  examination,  the  patient  responded  to 
her  name  or  a loud  noise  by  awakening.  The 
cranial  nerves  and  cerebellum  could  not  be  tested. 
The  deep  tencjon  reflexes  were  plus  3,  Babinski 
signs  were  negative,  and  there  was  a three-beat 
clonus  of  both  ankles  which  persisted  variably  for 
the  next  three  days.  There  was  no  response  to 
painful  stimuli.  Motor  function  was  intact,  since 


the  patient  was  moving  all  extremities.  There 
was  no  asterixis. 

The  patient  received  6 units  of  blood  during  the 
next  week.  Since  there  was  a gradual  improve- 
ment in  her  clinical  status,  exchange  transfusion 
did  not  become  necessary. 

The  patient  improved  steadily  until  April  12, 
when  she  was  noted  to  have  ascites  for  the  first 
time.  She  was  treated  with  salt  restriction  to  200 
mg.  daily,  and  the  ascites  slowly  diminished  during 
the  next  three  weeks  and  was  no  longer  present  at 
the  time  of  discharge. 

On  April  14,  the  liver  was  palpable  2 to  3 cm. 
below  the  costal  margin.  The  edge  was  sharp  and 
tepder.  The  liver  remained  enlarged  for  the  next 
three  weeks.  On  May  6,  it  was  no  longer  palpable. 
The  patient  remained  icteric  until  April  29. 

The  patient  became  hysterical  and  psychotic 
on  April  17.  She  insisted  that  she  was  not  sick, 
spoke  in  fragments  of  sentences  with  a flight  of 
ideas,  and  wept  frequently.  Asterixis  was  not 
present. 

Early  in  the  morning  of  April  21,  the  patient 
developed  tonic-clonic  seizures  involving  all  four 
extremities  with  vertical  nystagmus.  She  had 
grand  mal  convulsions  and  incontinence  of  urine. 
She  was  treated  with  paraldehyde,  4 cc.  and 
diphenylhydantoin  (Dilantin),  100  mg.,  intramus- 
cularly. Seizures  and  confusion  continued  until 
April  25.  The  initial  impression  was  hepatic 
encephalopathy.  A psychiatric  consultant  con- 
sidered this  to  be  due  to  acute  organic  brain  dam- 
age. Psychologic  testing  with  Rorschach  tests 
suggested  toxic  psychosis  was  present. 

After  the  seizures  ceased,  the  patient  made  a 
slow,  gradual  recovery  until  her  discharge  on  May 


TABLE  II.  Laboratory  data  during  patient's  hospital  stay 


Date 

BUN 

Creatinine 

mg% 

Chloride 

CO2 

Sodium 

Potassium 

Total 

Bilirubin 

Direct 

Bilirubin 

Total 

Protein 

Albu- 

men 

Alkaline 

Phosphatase 

SCOT 

SGPT 

4 '6» 

43 

100 

128 

4.9 

9.4 

7.5 

4/7* 

13.3 

180 

109 

4/7 

38 

101 

13 

138 

4.9 

8.5 

6.3 

4/8 

44 

2.9 

95 

15 

123 

5.6 

11.4 

9.5 

31.7 

124 

84 

4/9 

2.9 

97 

18 

129 

5.0 

10.4 

9.0 

4.6 

2.5 

21.9 

42 

62 

4,10 

63 

2.8 

9.4 

8.0 

4.5 

2.5 

4 11 

50 

1.7 

100 

24 

136 

3.6 

11.6 

9.3 

4 12 

30 

1.4 

102 

28 

140 

3.5 

2.3 

56 

46 

4/13 

22 

1.1 

103 

23 

139 

4.3 

2.6 

4 14 

20 

3.8 

6.6 

5.4 

4/15 

19 

108 

23 

131 

3.6 

7.0 

5.2 

4/16 

15 

104 

24 

141 

3.9 

6.6 

5.0 

4 17 

102 

25 

142 

3.2 

4/18 

140 

3.1 

4 19 

136 

3.1 

4/20 

11 

101 

27 

133 

3.6 

4/22 

9 

103 

23 

131 

3.5 

2.3 

2.0 

24 

66 

4/23 

131 

3.6 

4/24 

131 

3.5 

4/25 

133 

3.8 

4/26 

133 

4.0 

4/27 

125 

4.4 

2.6 

1.2 

4/28 

133 

4.8 

4/29 

136 

4.0 

4/30 

137 

4.4 

5/1 

140 

4.3 

5/2 

141 

3.7 

0.9 

N 

5/3 

141 

3.7 

5 4 

140 

3.8 

6.4 

2.6 

22 

24 

Data  from  Community  General  Hospital.  Remainder  of  data  from  Upstate  Medical  Center. 


February  1 5,  1 971  / New  York  State  Journal  of  Medicine  459 


15,  1968,  approximately  seven  weeks  after  the  onset 
of  her  illness,  and  five  weeks  after  her  admission. 
She  was  last  seen  on  January  13,  1969,  and  was 
functioning  normally,  without  medical  or  psy- 
chiatric sequela.  Her  alkaline  phosphatase  was 
normal,  and  her  liver  and  spleen  were  not  pal- 
pable. 

Comment 

Prior  to  a general  survey  of  the  literature,  several 
specific  aspects  of  this  particular  case  warrant 
consideration.  One  of  the  more  serious  problems 
of  this  patient  was  the  severe  bleeding  diathesis 
requiring  the  transfusion  of  8 units  of  blood  during 
her  illness.  The  primary  bleeding  sites  were  from 
the  gastrointestinal  tract,  as  evidenced  by  the 
large  amounts  of  coffee-ground,  guiac-positive 
material  obtained  from  the  nasogastric  tube  and 
from  the  uterus.  Coffee-ground  vomitus  has  been 
reported  in  a majority  of  cases.^  "^^ 

Evidence  of  gastrointestinal  hemorrhage  has  also 
been  found  at  autopsy.  In  Czernobilsky’s*^  first 
case  the  stomach  was  filled  with  coffee-ground 
material  and  the  mucosa  had  many  petechial  hem- 
orrhages. Dyson^®  found  a black,  hemorrhagic 
esophagus  and  small  amounts  of  dark  red  blood 
in  the  stomach.  Barker  and  Dunn^  found  the 
esophagus  and  stomach  filled  with  clotted  blood. 
Heavy  postpartum  bleeding  had  also  been  re- 
ported in  the  literature. Presumably,  these 
hemorrhagic  phenomena  were  due  to  liver  impair- 
ment. The  severe  decrease  in  prothrombin  time, 
which  was  reported  in  the  present  case,  has  been 
noted  by  other  investigators.  In  Czernobilsky’s 
first  case  the  prothrombin  time  was  19  per  cent, 
and  in  the  second  case  35  per  cent.  Lewis  reported 
a prothrombin  time  of  13  to  22  per  cent  and  Barker 
25  per  cent."*'^  Czernobilsky  cited  further  studies 
in  his  second  case.  The  plasma  fibrinogen  was 
75  mg.  per  100  ml.,  with  a normal  value  of  150  to 
300  mg.  per  100  ml.,  and  there  was  poor  clot  re- 
traction. 

In  our  case,  the  conclusion  was  that  there  was 
a deficiency  of  factors  II,  VII,  IX,  and  X with  a 
mild  thrombocytopenia  and  a deficiency  of  clot- 
table  fibrinogen.  This  is  almost  certainly  due  to 
impairment  of  hepatic  function.  Of  special  in- 
terest is  the  minimal  elevation  of  serum  glutamic 
oxaloacetic  transaminase  and  serum  glutamic 
pyruvic  transaminase  in  the  face  of  deep  jaundice, 
marked  prothrombin  depression,  relatively  low 
albumin,  and  elevated  alkaline  phosphatase.  The 
initially  elevated  blood  area  nitrogen  may  reflect 
a nephropathy  accompanying  acute  yellow  atrophy 
of  pregnancy.'^  Table  III  demonstrates  blood  urea 
nitrogen  elevation  in  27  of  the  reported  cases  where 
the  blood  urea  nitrogen  is  reported. 

Another  peculiar  aspect  of  this  patient’s  prob- 
lem was  the  psychotic  episode  which  she  exhibited 
and  from  which  she  had  not  fully  recovered  by  the 
time  of  discharge.  Consultation  with  psychiatrists 


was  obtained  early  in  the  course  of  her  illness,  and 
multiple  psychologic  tests  were  performed.  The 
consensus  was  that  while  the  picture  resembled 
an  acute  schizophrenic  break,  this  was  actually  an 
organic  mental  syndrome  with  organic  encephal- 
opathy. The  organic  encephalopathy  occurred 
while  she  was  improving  from  her  hepatic  disease 
and  her  psychotic  episode  after  her  bilirubin  had 
virtually  returned  to  normal.  There  is  no  similar 
case  in  the  literature.  In  Ober  and  LeCompte’s^'^ 
third  case  the  patient  appears  to  exhibit  some  as- 
pects of  schizophrenia,  such  as  autism  and  loose 
associations,  but  these  were  early  symptoms,  ap- 
pearing before  jaundice.  In  the  third  case  cited  by 
Moore, the  patient  became  “insane”  about  half- 
way through  her  illness  while  jaundiced,  but  there 
were  no  other  details.  The  present  patient  had 
fully  recovered  psychiatrically  when  seen  on  Janu- 
ary 13,  1969. 

Neurologic  symptoms  are  relatively  common  in 
obstetric  yellow  atrophy.**' In  the  present  case 
the  patient  exhibited  repeated  grand  mal  convul- 
sions, personality  changes,  a disturbed  sensorium, 
and  pyramidal  tract  signs,  among  others.  Con- 
vulsions have  been  noted  in  only  4 cases,  all  of 
which  were  fatal  for  the  mother. ^'***'"'^*  Confusion 
is  a more  common  occurrence,  mentioned  in  11 
cases. All  but  7 cases  reported  some 
degree  of  coma.^~'^'‘^'^"“^^  The  present  patient 
is  the  only  reported  case  with  recovery  following 
convulsions. 

Related  to  the  neurologic  symptoms  already 
considered  is  the  fact  that  the  patient  in  the  case 
sought  medical  help  primarily  because  of  depres- 
sion. This  occurred  before  any  other  clinical  signs 
and  was  expressed  by  withdrawal,  weeping,  and 
lethargy.  There  was  no  clinical  jaundice  at  this 
time;  it  was  associated  with  a rapid  deterioration 
of  her  condition.  There  are  13  cases  in  the  litera- 
ture in  which  the  patients  were  lethargic  and  de- 
pressed."* ■**’**■**’■  *'‘’'**'''*^  It  is  unusual,  however,  for 
this  to  be  the  first  complaint,  and  especially  for  this 
to  precede  nausea  and  vomiting,  which  are  usually 
the  earliest  problems  noted.  Only  in  Moore’s*** 
first  case  and  in  the  case  reported  by  Recant  and 
Lacy*®  was  depression  the  first  complaint,  and  it 
did,  in  these  cases,  precede  nausea  and  vomiting. 

Another  interesting  aspect  was  that  this  patient 
developed  ascites  immediately  after  her  liver 
chemistries  began  to  improve.  Fortunately,  with 
judicious  use  of  a low-sodium  diet,  ascites  never 
became  a problem,  and  eventually,  after  discharge, 
she  was  able  to  take  normal  amounts  of  sodium 
without  significant  ascites  forming. 

When  Sheehan^  described  this  syndrome  in 
1940,  he  cited  6 cases,  and  twenty  years  later  he 
added  8 others.  Eliminating  Sheehan’s  14  cases, 
since  he  does  not  give  the  particular  details  of  each 
case,  although  he  does  present  an  excellent  sum- 
mary, the  remaining  32  cases  have  been  studied  in 
an  attempt  to  find  some  trends  peculiar  to  this 
entity  (Table  IV).  No  such  trends  are  evident 
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TABLE  III.  Comparison  of  drug  ingestion  and  laboratory  values  in  reported  cases 


Alkaline 


Hil 

ruhin 

Phospha- 

Protein 

1 )ay  Study 

Case 

Ktf. 

i’ronatal  MtHiicationa 

Total 

1 )irect 

tase 

S(’,Or 

scpr 

BUN 

Alb.  (Hob. 

Sugar 

Performed 

1 

27 

2 

13 

Noiu* 

16  4 

2nd  day  illness 

22 . 5 

3rd  day  illness 

23.8 

4th  day  illness 

28.3 

12  hrs.  later 

3 

14 

Light  chloroform  for  20  minutes  for 

delivery 

4 

14 

1 oz.  Chloroform  for  delivery 

h 

28 

6-11 

3 

12 

23 

Opium  for  4 months 

6.7 

114 

7th  day  illness 

114 

8th  day  illness 

12.7 

9th  day  illhess 

4.0 

12th  day  illness 

13 

21 

None 

3 4 

1.9 

2.5  2.8 

5th  day  post 

partum 

14 

7 

None 

6 3 

14th  day  illness 

17  8 

death 

15 

7 

None 

5.2 

Total  5.41 

8th  day  illness 

16 

7 

16 

4th  day  illness 

17 

20 

None 

5.2 

1 1 . 3 H 

7 

'Potal  6 . 5 

5th  day  illness 

18 

12 

None 

19 

12 

None 

6.2 

3 8 

4th  day  illness 

20 

12 

None 

21 

10 

Aureomycin,  |>enicillin 

9 3 

100 

1 1th  day  illness 

22 

10 

None 

6 0 

63 

7th  day  illness 

6 3 

56 

8th  day  illness 

6 3 

111 

biopsy  8th  day 

122 

9th  day  illness 

3 5 

106 

11th  day  illness 

23 

10 

40  Minims  chloroform  and  ether  for 

11 

72 

8th  day  illness 

delivery 

12.6 

54  K-A 

120 

10th  day  illness 

16.8 

109 

13-14th  day 

illness 

2.5 

35 

21st  day  illness 

24 

10 

None 

4 4 

50  K-A 

40 

14  th  day  illness 
17th  day  illness 

9.  1 

19  K-A 

86 

19th  day  illness 

25 

18 

Chlorpromazine 

26 

17 

5 6 

55 

2.0 

5th  day  illness 

8.0 

44  5 K-A 

55 

6th  day  illness 

7.5 

50 

7th  day  illness 

8.5 

90 

8th  day  illness 

3.5 

15 

14th  day  illness 

0.5 

5.8  K-A 

24th  day  illness 

27 

11 

Chlorthiazide  and  phenobarbital 

from  5th  month  on 

28-35 

1 

8 max. 

17  B max. 

70-100 

36 

5 

15  3 

106 

22 

2.3  2.6 

7th  day  illness 
9th  day  illness 

2.5 

79 

12th  day  illness 

37 

19 

Methamphetamine  thyroid  tid  for  1 

26 

18 

13  B 

296 

110 

58 

3.0  2.8 

15th  day  illness 

month  PTA,  tetracycline  com- 
pound (Panalba)  q4h  for  1 
week  PTA 

38 

8 

3.0 

2.0 

6 0 K-A 

550 

126 

81 

140 

10th  day  illness 

265 

11th  day  illness 

39 

8 

Hydrochlorthiazide  for  5 days 

3.0 

1.0 

23  K-A 

290 

310 

76 

25 

7th  day  illness 

165 

8th  day  illness 

40 

6 

Chlorthiazide,  chlordiazepoxide  HCl 

5.9 

128 

30th  day  illness 

6.8 

4 2 

80 

2.2  1.6 

33rd  day  illness 

7.5 

4.2 

124 

34th  day  illness 

41 

6 

Chlorthiazide 

8.0 

5.8 

14  B 

84 

8th  day  illness 

42 

22 

13.2 

43 

22 

20.6 

22 

20 

44 

22 

Serum  for  rubeola  in  5th  month 

12.2 

42 

40 

45 

12 

4.9-94 

2 . 5^ . 6 

7-44 

during  18  days  in 

hospital 

46 

4 

5 Sleepeze  tabs  at  16  weeks 

5.0 

4.7 

17.1  B 

72 

32 

2.5  2.3 

95 

9th  day  illness 

47 

Present  Oxazepan  (Serax) 

11.6 

9.3 

31 . 7 K-A 

180 

109 

63 

2.5  2.1 

104 

Maximum  values 

case  specific  ones  on 

Table  II 


as  yet,  and  only  general  statements  can  be  made. 
The  patients  range  in  age  from  sixteen  to  forty 
years,  with  10  being  twenty-one  years  and  younger 
and  11  thirty  and  older.  One-third  are  in  the  first 
pregnancy,  one-third  in  their  second  pregnancy, 
and  the  remaining  third  in  their  third  or  greater 
pregnancy.  Only  7 patients  survived,  and  only  1 
of  these  was  in  her  first  pregnancy.  Eleven  of  the 
children  lived.  In  only  4 of  the  cases  both  mother 


and  child  survived.  Only  1 case  was  reported  in 
a Chinese  woman,  and  both  she  and  her  child  sur- 
vived. Five  of  the  patients  were  Negro  and  the 
rest  Caucasian,  or  race  was  unspecified. 

Pathology 

The  presence  of  a diffuse  foamy  type  of  fatty 
metamorphosis  in  the  liver  has  been  noted  pre- 
viously. There  is  preservation  of  the  lobular  ar- 
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TABLE  IV.  Summary  of  clinical  histories  and  pathologic  findings  in  47  cases 


Case 

Ref. 

Age 

and 

Race 

Number 
of  Preg- 
nancy 

Week  of 
Onset 

Outcome 
Mother  Child 

Pathologic  Findings  in  Liver 

Remarks 

1 

27 

29N 

2 

37 

Lived 

Stb 

Insufficient  clinical,  patho- 
logic and  chemical  evidence 
to  define  this  as  a case; 
cited  in  ref.  3, 

2 

13 

21W’ 

3 

39 

Died 

Lived 

Liver  wt.  1,040  Gm.;  small,  yellow;  fatty 
degeneration  cells  swollen  with  small 
fat  vacuoles;  nuclei  normal,  small 

round-cell  infiltrate 

This  may  not  be  a case,  since 
autopsy  findings  do  not 
specify  type  of  fatty  degen- 
eration seen.  Cited  in  ref. 
3,  6,  8,  10,  12.  15,  18,  22. 

3 

14 

21 

1 

term 

2 days  post 
partum 

Died 

Lived 

Liver  wt.  normal;  ‘‘widespread  necrosis.’* 

Insufficient  clinical,  chemical, 
and  autopsy  findings  to  de- 
fine this  as  a definite  case. 
Cited  as  questionable  case 
in  ref.  15. 

4 

14 

32 

2 

8th  mo. 

2 days  post 
partum 

Lived 

Lived 

Insufficient  clinical,  chemical, 
and  pathologic  evidence  to 
define  this  as  a case.  Cited 
as  a questionable  in  ref.  15. 

5 

28 

34 

4 

28 

Lived 

Died 

Liver  wt.  Va  normal  size  at  surgery;  yel- 
low at  laparotomy  for  hysterectomy. 

2-lb.  child  delivered  at  hyster- 
ectomy, died  2 hrs.  later; 
insufficient  evidence  to  de- 
fine this  as  a case.  Cited  as 
questionable  case  in  ref.  15. 

6-11 

3 

Not 

given 

Not 

given 

36-40 

All  died 

Liver  wt.  1,040-1,300;  small,  yellow; 
gross  fatty  change  except  a rim  of  nor- 
mal cells  around  portal  tracts;  cells 
swollen  with  tiny  fat  vacuoles,  nuclei 
normal,  no  necrosis. 

No  details  for  each  case,  only 
general  summary  for  all  6 
cases. 

12 

15 

30  2 

Chinese 

36 

Lived 

Lived 

Normal  liver  wt.;  central  of  lobule 

with  distinct  cell  borders  and  clear  cyto- 
plasm with  granules  near  nucleus;  pe- 
ripheral cells  less  clear  with  uniformly 
distributed  granules;  central  cells  with 
some  yellow  pigment;  slight  peripheral 
round-cell  infiltrate. 

Liver  small;  increase  in  round-cells,  in- 
creased mitosis,  smaller  zone  of  central 
granulated  cells  (V2  of  lobule),  granules 
positive  for  fat. 

Delivered  by  C-section  on  7th 
day  illness;  child  apneic, 
but  cried  after  a few  min- 
utes. 

13 

21 

35 

2 

36 

Died 

Lived;  twins 

Liver  wt.  860,  small,  green;  central  cells 
swollen  with  fat. 

Insufficient  autopsy  findings 
to  define  this  as  a case  in 
ref.  6,  8,  10,  12.  22. 

14 

7 

40N 

6 

35 

Died 

Stb 

Liver  wt.  1,450;  pale  yellow;  slight  round- 
cell infiltrate,  indistinct  cell  membrane, 
cells  bloated  with  fat  vacuoles. 

Autopsy  findings  insufficient; 
questionable  case. 

15 

7 

30W 

1 

38 

Died 

Undelivered 

Liver  wt.  1,340;  heavy  round -cell  infil- 
trate, cell  borders  indistinct,  pyknotic 
nuclei,  cells  swollen  with  small  fat  vac- 
uoles. 

Questionable  case;  cited  as 
cases  in  ref.  1,  6,  8—10,  12, 
22. 

16 

7 

21W 

3 

39 

Died 

Lived 

Liver  wt.  1,040;  round-cell  infiltrate, 
variation  in  size  and  shape  of  cells,  pyk- 
notic nuclei,  vacuolated  cytoplasm. 

Questionable  case. 

17 

20 

21 

1 

Term 

Died 

Died  after  a 
few  min. 

“Autopsy  showed  no  abnormality  apart 
from  fatty  infiltration  of  the  liver.” 

Questionable  case,  since  au- 
topsy findings  not  detailed. 
Cited  as  a case  in  ref.  1,  6, 
8,  9. 

Infant  at  age  ten  was  mentally 
retarded  and  emotionally 
disturbed. 

18 

12 

24W 

2 

30 

Died 

Lived 

Yellowish;  lobular  architecture  preserved, 
lobules  swollen,  normal  cells  at  periph- 
ery, other  cells  swollen  with  small  vacu- 
oles positive  for  lipid;  nuclei  well  pre- 
served, few  round  cells. 

19 

12 

26 

1 

38 

Died 

Stb 

Liver  wt.  810;  dull,  yellowish-pink;  same 
findings  as  in  Case  18,  except  some  bile 
plugs  and  some  pigment  in  the  ceils 
around  the  central  vein. 

Placenta  had  several  foci  of 
calcification  with  no  necro- 
sis of  vascular  lesions. 

20 

12 

16 

1 

34 

Died 

Stb 

Small,  yellow  liver;  same  findings  as  in 
Case  18, 

Placenta  small,  yellow,  and 
hard. 

21 

10 

36 

3 

30 

Died 

Stb 

Liver  wt.  1,380;  yellow;  centrolobular 
bloating  of  cells  with  small  vacuoles  of 
fat,  nuclei  normal  with  small  amount 
of  pyknosis,  reticular  pattern  normal, 
few  bile  thrombi,  some  bile  pigment, 
few  round  cells. 

22 

10 

34 

7 

30 

Lived 

Lived 

Liver  small,  same  findings  as  in  Case  21. 

Infant  delivered  by  C-section 

chitecture  and  no  necrosis  with  little  round  cell 
infiltrate.  The  fat  vacuoles  are  small,  do  not 
coalesce,  and  do  not  displace  the  nucleus,  and  so 
it  remains  central.  The  fatty  changes  begin  in  the 
cells  around  the  central  vein  and  progress  outward, 
leaving  a rim  of  normal  cells  in  the  periportal  areas. 
Grossly  the  liver  is  soft,  yellow,  and  small  to  nor- 
mal in  size.  The  liver  weights  recorded  in  the  lit- 


erature range  from  650  to  2,350  Gm.  In  the  photo- 
micrographs, the  diffuse  fatty  metamorphosis  and 
absence  of  significant  necrosis  can  be  seen  in  the 
present  case  (Fig.  1). 

The  most  common  symptoms  were  jaundice, 
nausea,  vomiting,  and  coma,  occurring  in  29,  28, 
and  24  of  the  cases,  respectively.  Approximately 
one-half  of  the  women  had  fever,  coffee-ground 


462  New  York  State  Journal  of  Medicine  / February  15,  1971 


TABLE  IV  (continued) 


Case 

Hef. 

Age 

and 

Knee 

Numl>er 
of  Preg- 
nancy 

Wwk  of 
Onset 

Outcome 
Mother  Child 

I*athologic  PindingH  in  Liver 

Remarks 

23 

10 

28 

2 

38;  19  hra. 
|K)at  ptirturn 

I.ivwl 

Stb 

Same  findings  as  in  Case  21. 

24 

10 

22 

3 

34 

Die<l 

Sib;  twina 

Liver  wt.  normal;  same  findings  as  in 
Case  21. 

25 

18 

18W 

1 

term 

Diisl 

StI. 

Liver  wt.  1,050;  yellow;  |>eri|M)rtal  cells 
normal,  other  cells  distended  with  many 
small  fat  vacuoles. 

26 

17 

22 

1 

38 

Livwi 

I.ived 

Questionable  case  since  evi- 
dence is  minimal;  cited  as 
a case  in  ref.  1. 

27 

11 

42 

1 

39 

Hied 

Undelivertnl 

Liver  wt.  I.-IOO;  soft,  yellow;  architec- 
ture preservtHl  centrolobular  fatty  meta- 
morphosis, cells  swollen  with  fat  vacu- 
oles in  central  30-50%  of  all  lobules. 

Placenta  reiwrted  as  normal. 

28-35 

1 

Not 

given 

Not 

given 

33-37 

All  died 

6 Sib 
2 liv«l  by 
CNstH'tion 

I.ivor  small,  yellow;  central,  and  middle 
areas  swollen  and  foamy  with  vacuoles, 
nuclei  normal,  i>eri{>orUil  cells  normal, 
few  round  cells,  some  liver  cells  with 
pigment. 

No  specific  details  for  each 
case,  genera)  summary  of 
all  8 cases. 

36 

5 

33 

4 

28 

Died 

Stb 

l.iver  wt.  1,820;  soft,  yellow;  no  round 
cells;  iK*riporUd  cells  normal,  many 
small  fat  vacuoles  in  remaining  cells; 
occasional  liver  cell  nucleus  has  round 
dense  structures  similar  to  inclusion 
body,  and  others  have  less  dense  struc- 
tures in  nuclei. 

All  previous  pregnancies  and 
children  were  normal. 

37 

19 

22 

3 

36 

Died 

Stl> 

Liver  wt.  1,630;  large,  soft,  yellow;  cen- 
tral cells  swollen  with  vacuoles  of  lipid, 
l>eri)K)rtal  cells  normal. 

38 

8 

22 

5 

28 

1 lied 

stb 

Liver  wt.  2,350;  pale,  yellow,  soft;  lobu- 
lar architecture  preserved;  cells  swol- 
len with  vacuoles  |>ositive  for  lipid, 
nuclei  central  and  vesicular. 

3!) 

8 

29N 

9 

39 

Died 

Stb 

Liver  wt.  1,920;  pale,  yellow,  soft;  archi- 
tecture preserved,  cells  swollen  with 
vacuoles  positive  for  lipid,  nuclei  cen- 
tral and  vesicular 

40 

6 

20N 

1 

32 

Died 

Lived 

Liver  wt.  850;  architecture  preserved; 
wide-spread  centrolobular  necrosis,  and 
vacuolization  of  liver  cells;  narrow 
strips  of  viable  cells  separating  two 
necrotic  areas;  vacuoles  positive  for 
fat,  cell  boundaries  indistinct,  periph- 
eral cells  are  not  necrosed  but  vacuo- 
lated; some  pleomorphism  of  nuclei, 
moderate  round-cell  infiltrate 

This  may  be  a late  case  since 
there  is  necrosis  spreading 
from  central  vein,  whereas 
the  vacuoles  are  in  peripor- 
tal areas. 

41 

29 

28W 

2 

36 

Died 

Stb 

Liver  pink  and  yellow;  widespread  centro- 
lobular necrosis  with  fatty  vacuoliza- 
tion, and  round  cells;  cell  boundaries 
indistinct;  peripheral  cells  not  necroses 
but  vacuoles;  pleomorphic  nuclei. 

42 

22 

19 

2 

36 

Died 

Stb 

Liver  wt.  1,200;  small,  yellow;  sections 
technically  i)oor;  cells  show  fatty  de- 
generation with  fine  fat  vacuoles,  and 
little  or  no  round-cell  infiltrate. 

43 

22 

24 

1 

36 

Died 

Stb 

Liver  wt.  650;  same  as  in  Case  42. 

44 

22 

34 

3 

34 

Died 

Stb 

Liver  wt.  1,100;  same  as  in  Case  42. 

45 

9 

20N 

1 

24 

Died 

Died 

Liver  wt.  2,000;  soft,  yellow;  architec- 
ture preserved  with  focal  areas  of  cen- 
trolobular damage;  no  bile  casts  or  evi- 
dence of  frank  hepatic  necrosis;  cyto- 
plasm foamy  with  small  vacuoles  of  fat; 
nuclei  centrally  located. 

46 

4 

19W 

2 

35 

Died 

Stb 

Liver  small,  yellow-green;  lobular  archi- 
tecture preserved;  cells  infiltrated  with 
small,  uniform  vacuoles  of  fat;  narrow 
periportal  zones  with  normal  cells;  no 
necrosis,  moderate  bile  plugging. 

47 

Present 

case 

25W' 

2 

37 

Lived 

1 Stb 

1 live  twin 

Lobular  architecture  preserved;  few  in- 
flammatory cells  around  central  veins; 
no  evidence  of  necrosis;  some  cehs 
show  evidence  of  regeneration;  picture 
consistent  with  acute  yellow  atrophy  of 
pregnancy. 

vomitus,  and  pain.  One-third  had  urinary  tract 
symptoms,  fatigue,  lethargy,  and  confusion.  In 
all  but  9 cases,  the  first  symptoms  were  excessive 
nausea  and  vomiting.  In  5 of  these  9 exceptions, 
the  first  symptom  was  a change  in  appetite,  in  1 
it  was  jaundice,  in  another  it  was  facial  edema, 
and  in  2 it  was  fever  and  a change  in  appetite. 
Among  the  patients  who  died,  the  illness  ran  from 


two  days  to  five  weeks.  The  average  was  eleven 
days  (Table  V). 

The  symptoms,  like  the  laboratory  values  which 
follow,  show  no  correlation  between  severity  of 
abnormality  and  survival.  Total  bilirubin  ranged 
from  3 to  26,  direct  bilirubin  from  1 to  18,  and  in- 
direct bilirubin  from  0.3  to  8.  Alkaline  phospha- 
tase ranged  from  5.8  to  54  King-Armstrong  units. 
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FIGURE  1.  Liver  biopsy  done  on  twenty-third  hospital 
day.  Note  severe  fatty  metamorphosis  which  begins 
around  central  vein.  Lobular  architecture  is  preserved. 
There  is  no  evidence  of  inflammation  or  necrosis. 

The  maximum  serum  glutamic  oxaloacetic  trans- 
aminase was  550,  and  serum  glutamic  pyruvic 
transaminase  was  310.  Blood  urea  nitrogen  ranged 
from  7 to  128  (Table  III). 

Analysis  of  Tables  III  and  IV,  which  compare 
various  clinical,  pathologic,  and  laboratory  factors, 
fails  to  reveal  a uniform  pattern  which  would  point 
to  any  specific  etiology.  There  is  no  single  age 
group  which  is  dominant,  and  the  disease  occurs 
in  multiparas  and  primiparas  alike.  The  onset 
of  the  illness  is  usually  at  term.  The  survival  of 
either  mother  or  child  does  not  relate  directly, 
there  being  instances  of  only  one  or  the  other  or 
of  both  surviving  or  succumbing. 

The  relationship  of  the  time  of  onset  of  fever, 
nausea,  vomiting,  oliguria,  weakness,  depression. 


coma,  convulsions,  and  jaundice  fail  to  reveal  any 
new  or  informative  pattern. 

Table  III  shows  known  drug  exposure  of  each 
of  the  reported  cases.  No  common  exposure  could 
be  established.  The  laboratory  data  listed  on 
Table  III  shows  elevation  of  bilirubin  and  alkaline 
phosphatase.  This  illness  is  marked  by  very  mod- 
est serum  glutamic  oxaloacetic  transaminase  and 
serum  glutamic  pyruvic  transaminase  elevation 
reflecting  the  lack  of  significant  liver  necrosis. 

The  etiology  remains  obscure,  and  various 
theories  have  been  proposed.  Bruno  and  Ober^ 
noted  round  structures  within  occasional  liver- 
cell nuclei  similar  to  inclusion  bodies.  They  sug- 
gested a viral  etiology.  Nutritional  factors  have 
also  been  considered.  Studies  made  on  rats  ingest- 
ing diets  deficient  in  two  essential  amino  acids, 
lysine  and  threonine,  show  fatty  metamorphosis 
of  the  liver  which  is  similar  histologically  to  the 
changes  seen  in  obstetric  acute  yellow  atro- 
phy 23-25  Dick  et  describes  the  changes  with 
threonine  deficiency  as  minute  vacuoles  of  fat 
distending  the  cells,  yet  with  the  nucleus  remain- 
ing central.  The  vacuoles  begin  around  the  cen- 
tral veins  and  extend  outward.  The  changes  with 
lysine  are  similar,  but  develop  more  slowly.  This 
microscopic  appearance  is  strikingly  similar  to  the 
appearance  of  the  liver  in  obstetric  acute  yellow 
atrophy,  but  whether  this  similarity  is  significant 
remains  to  be  proved. 

There  have  been  reports  of  fatal  illness  following 
large  doses  of  tetracycline  in  pregnant  women. 
Liver  pathology  consisted  of  fine  droplet  fatty 
metamorphosis  of  the  liver  involving  all  portions 
of  the  lobules.  There  was  no  necrosis  or  inflamma- 
tory reaction.  The  present  case  involved  no  expo- 
sure to  tetracycline,  and  acute  atrophy  of  the  liver 
in  general  spares  the  periportal  areas. 


TABLE  V.  Comparison  of  symptoms  in  47  cases.  Numbers  refer  to  the 


Case 

1 

2 

3 

4 

5 

6-11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

Symptom  Kef. 

17 

13 

14 

14 

28 

3 

15 

21 

7 

7 

7 

20 

12 

12 

12 

10 

10 

10 

Fever 

1 

6 

4 

10 

4 chills 

16 

2 

Nausea,  vomiting 

1 

1 

3 

2 

1 

1 

3 

1-2  wks. 

5 

1 

1 

1 

2 

1 

8 

1 

Coffee-ground  vomitus 

4 

3 

3 

5-7 

3 

8 

14 

10 

8 

Oliguria,  anuria 

2 

5 

Fatigue,  weakness 
Hestlessness,  lethargy. 

7 

1 

3 

4 

2 

1-2  wks. 

1 

depression 
Confusion,  semi-  or 

3 

3 

3 

7 

15 

16 

2 

11 

comatose 

6 

3 

5 

10-15 

10 

16 

8 

3-4 

4 

16-19 

5 

11 

4 

Convulsion 

10-15 

9 

11 

Jaundice 

Pain  (abdomen,  back), 

3 

3 

3 

3 

2 

3-4 

7 

4 

3 

4 

5 

6 

5 

10 

7 

2 

chest) 

3 

lep 

lep 

3ep 

4ab 

lep 

lab 

2ab 

Kd(?ma 

9 

1 face 

Headache 

1 

1 

5-7 

1-2  wks. 

1 

1 

Delivery 

Cap 

3ap 

Isp 

Isp 

4 ind 

7-12.SP 

7c/s 

l.sp 

Ibind 

3sp 

4sp 

1 5sp 

6sp 

5sp 

lisp 

8c/s 

lap 

Death 

no 

6 

3 

no 

no 

10-15 

no 

10 

16 

11 

5 

5 

19 

6 

5 

12 

no 

no 

♦ **  no  time  Bctjuence  Riven 

ep  “ episodic 

ai)  *■  abdominal 

ftub  HubHternal 

Hj)  * Hf>ontaneouH  delivery 

ind  = delivery  induced 

c/h  ■»  Caesarian  section 
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Summary 

A case  of  acute  yellow  atrophy  of  the  liver  in 
the  second  pregnancy  of  a twenty-five-year-old 
white  female  is  presented  in  which  both  the  patient 
and  one  of  her  twins  survived.  She  is  the  only 
case  who  survived  after  having  convulsions  during 
her  acute  illness. 

Aspects  of  this  patient’s  disease  are  discussed 
and  compared  with  other  cases  in  the  literature. 

A brief  survey  of  the  course  of  this  entity  in  the 
46  cases  reported  in  the  literature  is  presented. 

Nutritional  deficiency  of  an  essential  amino 
acid  is  considered  as  a possible  etiologic  factor. 
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day  (week,  month)  of  illness  on  which  the  particular  complaint  appeared. 


Case 

24 

25 

26 

27 

28-35 

36 

37 

38 

39 

40 

41 

42 

43 

44 

45 

46 

47 

Symptom  Kef. 

10 

18 

17 

11 

1 

5 

19 

8 

8 

6 

6 

22 

22 

22 

9 

4 

Present 

case 

Fever 

1 

1 

1 

31 

11 

1 

9 

28 

Nausea,  vomiting 

1 

10 

1 

1 

* 

4n,10v 

11 

1 

IXmo. 

1 

1—8  das. 

1 

* 

1 

Coffee-ground  vomitus 

8 

16 

♦ 

11 

8 

30 

12 

4 

18 

Oliguria,  anuria 

5 

14 

10 

33 

7 

Fatigue,  weakness 

* 

1 

IXmo. 

* 

1-14 

Restlessness,  lethargy, 
depression 

9 

15 

4 

15 

9 

8 

31 

8 

5 

4 

1-14 

Confusion,  semi-  or 
comatose 

9 

16 

* 

12 

8 

35 

8-9 

10 

7 

* 

15 

9 

15 

Convulsion 

15 

28 

Jaundice 

9 

14 

5 

* 

9 

10 

9 

9 

30 

8 

1-8  das. 

2-4 

* 

13 

9 

14 

Pain  (abdomen,  back, 
chest) 

8ep 

lab 

Isub 

* 

4ep 

9ab 

lep 

epx  8d 

4ab 

24 

Edema 

3 

1 

6 

14 

Headache 

14 

Delivery 

lOsp 

13sp 

6 

* 

9sp 

16sp 

1 Isp 

8sp 

30sp 

8sp 

9sp 

7ind 

* 

12sp 

4sp 

14sp 

Death 

12 

14 

no 

16 

*■ 

12 

19 

12 

10 

35 

11 

11 

10 

* 

16 

9 

no 

February  15,  1971  / New  York  State  Journal  of  Medicine  465 


PULMONARY  EDEMA  IN 
PATIENTS  WITH  NORMAL 
CARDIAC  CONTOUR 

RICHARD  D.  KITTREDGE.  M.D. 

New  York  City 

From  the  Department  of  Radiology,  St.  Luke's  Hospital  Center 

Pulmonary  edema  is  a disseminated  alveolar 
disease  state  characterized  by  abnormal  extra- 
vascular  accumulation  of  transudate  fluid  in  pul- 
monary tissue. ' - Although  an  alveolar  pattern 
is  most  commonly  seen  in  pulmonary  edema,  un- 
usual pneumonias,  hyaline  membrane  disease, 
and  pulmonary  hemorrhage  can  also  create  a simi- 
lar pattern. In  a less  acute  course,  sarcoid, 
tuberculosis,  alveolar-cell  carcinoma,  lymphoma, 
alveolar  proteinosis,  aspiration  pneumonia,  des- 
quamative pneumonia,  and  alveolar  microlithiasis 
should  be  considered.® 

An  alveolar  pattern  should  demonstrate  the 
following  roentgen  findings:  infiltrate  with  fluffy, 
poorly  defined  margins,  coalescence  of  the  infil- 
trate, a butterfly  distribution  that  expands  out 
from  the  hilar  areas,  and  an  air  bronchogram.® 

In  evaluating  a diffuse  alveolar  pattern  of  rapid 
onset,  pulmonary  edema  should  never  be  dis- 
counted merely  on  the  basis  of  a radiographically 
normal  heart. ^ It  may  occur  from  either  cardiac 
or  noncardiac  origin  and  does  commonly  occur 
in  the  presence  of  a normal-sized  heart. 

Normal  cardiac  contour  is  in  no  way  inconsistent 
with  the  diagnosis  of  pulmonary  edema  of  cardiac 
or  noncardiac  origin. 

In  former  years,  pulmonary  edema  was  con- 
sidered by  many  as  a clinical  diagnosis  with  chest 
x-ray  findings  only  confirmatory.  Today  the  di- 
agnosis is  easily  recognized  radiographically  in  a 
multitude  of  conditions. 

Causes  of  pulmonary  edema  are  divided  into 
renal,  cardiac,  central  nervous  system,  allergic, 
and  a large,  increasingly  important  miscellaneous 
group. 

In  this  miscellaneous  group  are  considered  such 
entities  as  overexercise  at  high  altitudes,  near 


FIGURE  1.  Case  1 . Chest  x-ray  reveals  findings  of  fine, 
fluffy  infiltrates  in  both  hilar  areas,  in  right  upper  lobe  and 
right  base. 


drowning,  lupus  erythematosus,  inhalation  of  toxic 
gases,  snake  bite,  and  heroin  and  other  drug  over- 

j 8-12 

dose. 

Recently  we  have  seen  several  patients  who  fit 
into  the  general  category  of  pulmonary  edema  with 
a normal  heart  size.  Selected  cases  follow. 

Case  reports 

Case  1.  This  was  the  first  hospital  admission 
for  a twenty-two  year-old  white  man  who  entered 
with  the  chief  complaint  of  being  unconscious 
following  intravenous  heroin  injection.  The  pa- 
tient had  a history  of  narcotics  and  barbiturates 
abuse  for  many  years;  however,  for  a three-week 
period  prior  to  admission  he  denied  having  taken 
any  intravenous  narcotics.  On  the  evening  prior 
to  admission  he  injected  himself  with  intravenous 
heroin  and  shortly  thereafter  became  unconscious 
and  unresponsive.  He  was  brought  to  the  emer- 
gency room  in  severe  respiratory  distress,  foam- 
ing at  the  mouth.  Coarse  rales  were  heard  over 
the  lung  fields.  The  diagnosis  of  acute  pulmonary 
edema  secondary  to  intravenous  narcotic  admin- 
istration was  made.  He  was  given  5 mg.  of  nalor- 
phine hydrochloride  (Nalline),  both  intravenously 
and  subcutaneously,  and  regained  consciousness 
shortly  thereafter. 

Chest  x-ray  films  at  this  time  revealed  fine, 
fluffy  infiltrates  in  both  hilar  areas,  in  the  right 
upper  lobe  and  right  base  (Fig.  1). 

The  patient  was  admitted  for  observation,  and 
over  a period  of  twenty-four  hours  there  was  rapid 
clearing  of  the  symptoms  and  signs  of  pulmonary 
edema.  Chest  film  showed  no  evidence  of  pul- 
monary edema.  The  patient  was  discharged  to 
the  medical  clinic. 

Case  2.  A sixty-eight-year-old  man  had  been 
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FIGURE  2 Case  2.  (A)  Chest  film  shows  normal  car- 
diac size;  however,  diffuse  pulmonary  edema  is  pres- 
ent, obscuring  both  hilar  areas  and  extending  peripher- 
ally. (B)  Follow-up  examination  shows  clearing  of  pul- 
monary edema 


treated  six  years  previously  for  acute  myocardial 
infarction.  He  was  well  until  his  second  admission, 
when  he  developed  myocardial  infarction  compli- 
cated by  moderately  severe  cardiac  insufficiency. 
At  this  time,  he  responded  well  to  diuretics  and 
digoxin,  and  he  was  discharged  on  an  ambulatory 
basis.  Three  days  prior  to  his  third  admission  he 
complained  of  nocturnal  dyspnea  and  was  again  de- 
compensated. Chest  film  at  this  time  showed  a 
normal  cardiac  size;  however,  diffuse  pulmonary 
edema  was  present,  obscuring  both  hilar  areas  and 
extending  peripherally  (Fig.  2A).  The  infiltrates 
extended  to  the  lateral  chest  wall  in  the  lower 
portions  of  the  upper  lobes  and  to  the  diaphragms 
in  the  lower  lobes.  The  anatomy  of  the  hilar  areas 
was  completely  obscured. 


He  was  again  treated  with  bed  rest,  digoxin,  and 
diuretics.  His  recovery  was  excellent,  and  follow- 
up chest  examination  showed  clearing  of  the  pul- 
monary edema  (Fig.  2B). 

Comment.  This  case  again  emphasizes  that 
normal  cardiac  contour  and  size  is  in  no  way  incon- 
sistent with  diagnosis  of  pulmonary  edema  of  car- 
diac origin. 

Case  3.  This  was  the  first  hospital  admission 
of  a twenty-three-year-old  man  admitted  in  acute 
respiratory  distress  after  the  administration  of  in- 
travenous heroin.  The  patient  had  a history  of 
addiction  to  heroin  for  many  years  with  two  previ- 
ous overdoses  treated  at  other  hospitals. 

When  seen  in  the  emergency  room,  the  patient 
was  acting  bizarre,  writhing  about  complaining 
of  very  low  sternal  and  epigastric  pain.  He  was 
short  of  breath  and  coughing  up  pink  sputum. 
Physical  examination  revealed  pulmonary  edema. 
He  was  cyanotic  at  the  finger  tips  and  over  the 
lower  extremities.  Initial  chest  examination  re- 
vealed diffuse,  fluffy  infiltrates  obscuring  the  mid 
and  lower  portions  of  both  lungs,  blending  with  the 
cardiac  border  and  the  diaphragms  (Fig.  3A).  The 
picture  was  one  of  diffuse  edema  of  the  lungs.  He 
was  treated  with  oxygen  and  10  mg.  of  nalorphine 
hydrochloride  intravenously  with  no  relief  im- 
mediately. After  twenty  minutes  he  seemed  less 
agitated.  A series  of  chest  films  at  twelve-hour 
intervals  revealed  marked  progressive  clearing. 
On  the  second  chest  examination,  the  infiltrates 
had  decreased  to  occupy  the  lower  portions  of  both 
lungs;  however,  they  remained  very  dense  (Fig. 
3B).  Follow-up  chest  films  showed  residual  in- 
filtrates at  both  lung  bases  (Fig.  3C)  and,  finally, 
a normal  chest  examination  (Fig.  3D).  On  the 
eighth  hospital  day  the  patient  decided  to  sign 
himself  out  against  medical  advice.  He  was  dis- 
charged in  the  custody  of  the  narcotics  agent  to 
be  cared  for  at  a custodial  institution. 

Case  4.  This  was  the  first  hospital  admission 
for  this  twenty-year-old  Dominican  Republic  man 
who  entered  with  the  chief  complaints  of  skeletal 
ache,  shortness  of  breath,  and  vomiting.  The  pa- 
tient had  a history  of  heroin  use  at  the  rate  of  1 to 
2 “bags”  per  day.  Six  months  prior  to  admission 
he  entered  a hospital  for  withdrawal.  After  one 
month  he  left  the  hospital  and  allegedly  did  not 
use  heroin  again  until  the  morning  of  admission 
when  he  again  used  heroin  intravenously. 

Examination  revealed  anterior  left  pulmonary 
rales.  The  patient  was  in  no  apparent  distress. 
Chest  examination  showed  diffuse  patchy  infil- 
trates involving  the  entire  left  lung  and  the  right 
perihilar  area,  obscuring  hilar  anatomy  (Fig.  4A). 
The  picture  was  characteristic  of  pulmonary 
edema. 

Follow-up  chest  examination  within  twelve 
hours  following  therapy  revealed  a normal  chest 
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FIGURE  3.  Case  3.  (A)  Diffuse,  fluffy  infiltrates  obscure  mid  and  lower  portions  of  both  lungs,  blending  with  cardiac 
border  and  diaphragms.  (B)  Twelve  hours  later,  infiltrates  decrease  to  occupy  only  lower  portions  of  both  lungs,  but 
remain  very  dense.  (C)  Residual  infiltrates  at  both  lung  bases.  (D)  Normal  chest. 


(Fig.  4B).  The  patient  was  discharged  to  the 
medical  clinic. 

Comment 

An  acute  onset  of  an  alveolar  pattern  is  often 
pulmonary  edema.  Unusual  pneumonias,  hyaline 
membrane  disease,  and  pulmonary  hemorrhage 
should  be  considered  but  are  strikingly  less  com- 
mon. 

An  alveolar  pattern  should  demonstrate  the 
following  roentgen  findings;  infiltrate  with  fluffy, 
poorly-defined  margins,  coalescence  of  the  infil- 
trate, a butterfly  distribution  that  expands  out 
from  the  hilar  areas,  and  an  air  bronchogram. 

In  evaluating  a diffuse  alveolar  pattern  of  rapid 
onset,  pulmonary  edema  should  never  be  dis- 


counted because  of  a normal-appearing  cardiac 
contour. 

The  differential  diagnosis  must  include  the  fol- 
lowing factors: 

Allergic 

1.  Drug  reactions 

2.  Blood  transfusions 
Neurologic 

1.  Increased  intracranial  pressure,  i.e.  sub- 
arachnoid hemorrhage 

2.  Overwhelming  trauma  (cerebral) 
Cardiovascular 

1.  Myocardial  disease  with  subsequent  pul- 
monary edema  (myocardial  infarction) 

2.  Severe  mitral  disease 
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A 


FIGURE  4 Case  4 (A)  Diffuse,  patchy  infiltrates  involve  entire  left  lung  and  right  perihilar  area,  obscuring  hilar 

anatomy.  (B)  Twelve  hours,  later,  chest  normal 


3.  Increased  vascular  volume  secondary  to 
fluid  overloading 
Renal  disease 

1.  Acute  glomerulonephritis 

2.  Chronic  kidney  failure 
Miscellaneous 

1.  Heroin  intoxication 

2.  Drowning 

3.  Systemic  lupus  erythematosus 

4.  Suffocation 

5.  Snake  bite 

6.  Effects  of  high  altitude 

Summary 

The  diagnosis  of  pulmonary  edema  on  chest  film 
is  discussed,  A differential  diagnosis  is  offered 
which  stresses  the  situations  in  pulmonary  edema 
with  a normal  cardiac  contour. 

Radiology  Department,  St.  Luke’s  Hospital  Center 
Amsterdam  Avenue  at  114th  Street 
New  York,  New  York  10025 


References 

1.  Gould,  D.  M.,  and  Torrance,  D.  J,:  Pulmonary  edema, 

Am.  J.  Roentgenol.  73:  .366  (1955). 

2.  Rigler,  L.  G.,  and  Surprenant,  E.  L.;  Pulmonary 
edema.  Seminars  Roentgenol.  2:  33  (1967). 

3.  Ziskind,  M.  M.,  George,  R.  B.,  and  Weill,  H.:  Acute 
localized  and  diffuse  alveolar  pneumonias,  ibid.  2:  49  (1967). 

4.  Recavarren,  S.,  Benton,  C.,  and  Gall,  E.  A.:  The  pa- 
thology of  acute  alveolar  diseases  of  the  lung,  ibid.  2:  22  (1967). 

5.  Kittredge,  R.  D.;  Alveolar  proteinosis,  Am.  J.  Roent- 
genol. 103:519(1968). 

6.  Felson,  B.;  The  roentgen  diagnosis  of  disseminated 
pulmonary  alveolar  diseases.  Seminars  Roentgenol.  2:  3 (1967). 

7.  Harle,  T.  S.,  Kountoupis,  J.  T.,  Boone,  M.  L.  M.,  and 

Fred,  H.  L.:  Pulmonary  edema  without  cardiomegaly.  Am.  J. 

Roentgenol.  103:  555  (1968). 

8.  Rosenbaum,  H.  T.,  Thompson,  W.  L.,  and  Fuller,  R. 

H.:  Radiographic  pulmonary  changes  in  near-drowning.  Radi- 

ology 83:  306(1964). 

9.  Louria,  D.  B.,  Hensle,  T.,  and  Rose,  J.:  The  major 

medical  complications  of  heroin  addiction,  Ann.  Int.  Med.  67: 
1 (1967). 

10.  Silber,  R.,  and  Clerkin,  E.  P.:  Pulmonary  edema  in 

acute  heroin  poisoning;  report  of  four  cases.  Am.  J.  Med.  27: 
187  (1959). 

11.  Stern,  W.  Z.,  Spear,  P.  W.,  and  Jacobson,  H.  G.:  The 
roentgen  findings  in  acute  heroin  intoxication.  Am.  J.  Roent- 
genol. 103:522(1968). 

12.  Troen,  P.:  Pulmonary  edema  in  acute  opium  intoxica- 

tion, New  England  J.  Med.  248:  364  (1953). 


February  1 5,  1 971  / New  York  State  Journal  of  Medicine  469 


CERVICAL 

GANGLIONEUROMA 
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WILLIAM  G.  CAHAN.  M.D. 
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Cancer  Center 


This  brief  report  is  concerned  with  the  manage- 
ment of  a large  ganglioneuroma  of  the  superior 
cervical  sympathetic  ganglion  and  a discussion 
of  5 other  patients  with  tumors  of  this  type  seen 
at  Memorial  Cancer  Center. 


Case  report 

An  eighteen-year-old  white  male  complained 
of  a slowly  enlarging,  painless  mass  in  the  right 
upper  part  of  the  neck  of  one  year’s  duration  and 
dysphagia  of  recent  onset.  An  unsuccessful  at- 
tempt at  excision  had  been  made  elsewhere. 

The  pertinent  findings  included  Horner’s  syn- 
drome on  the  right,  a submucosal  retrotonsillar 
and  retropharyngeal  mass  extending  beyond  the 
midline  to  the  left  reducing  the  lumen  of  the  hy- 
popharynx  by  one-half,  and  a right  transverse  up- 
per cervical  scar  beneath  which  a 12  by  8 by  6-cm. 
mass  extended  interiorly  to  the  right  clavicle.  The 
carotid  artery  was  palpable  and  moved  laterally, 
and  the  trachea  was  displaced  to  the  left  (Fig.  1). 

At  surgery,  the  mass  was  exposed  by  a combined 
intraoral  and  lateral  neck  approach.  It  arose  from 
the  superior  cervical  sympathetic  ganglion  and 
extended  along  the  prevertebral  fascia  downward 
to  the  junction  of  the  internal  jugular  and  sub- 
clavian vein.  The  carotid  artery  and  vagus  nerve 
were  displaced  anteriorly  and  laterally.  Because 
the  submitted  biopsy  specimen  was  histologically 
benign,  the  tumor  was  removed  in  several  pieces 
to  avoid  injury  to  any  vital  structure.  Hemostatic 
clips  were  used  to  mark  the  transection  of  the 
sympathetic  chain  at  the  base  of  the  skull  on 


FIGURE  1.  Schematic  representation  of  operative 
findings. 


subsequent  radiographs  (Fig.  2).  The  hypo- 
glossal and  ramus  marginalis  nerves  were  identi- 
fied and  preserved.  The  wound  was  closed  with 
drainage,  and  a tracheostomy  was  performed. 
The  pathologic  report  of  the  resected  specimen  was 
ganglioneuroma. 

The  postoperative  course  was  uneventful,  and 
swallowing  was  resumed  without  difficulty.  A year 


FIGURE  2.  Hemostatic  clips  mark  level  of  transection 
of  sympathetic  chain  at  base  of  skull. 
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later  the  patient  had  no  evidence  of  recurrence, 
and  complete  resolution  of  Horner’s  syndrome 
occurred. 

Comment 

Tumors  of  sympathetic  ganglia  may  be  consid- 
ered in  three  groups  which  include  the  fully  dif- 
ferentiated benign  ganglioneuroma,  the  partially 
differentiated  ganglioneuroblastoma,  and  the 
undifferentiated  malignant  neuroblastoma.* 

Stout*  reported  53  cases  of  ganglioneuroblastoma 
of  which  36  per  cent  had  metastasized  and  con- 
cluded that  the  term  benign  ganglioneuroma 
should  be  restricted  to  those  tumors  of  adult  gan- 
glion cells  in  a matrix  of  neurites  with  Schwann’s 
sheaths,  sometimes  myelinated,  in  a fibrous  frame- 
work. In  contrast,  the  undifferentiated  neuro- 
blastoma is  characterized  by  small  cells  with 
scanty  cytoplasm  and  hyperchromatic  nuclei. 
Tumors  showing  evidence  of  differentiation  are 
characterized  by  larger  cells,  more  intercellular 
fibrillar  material,  and  a pattern  which  suggests 
embryonal  sympathetic  ganglia. 

Pulliam-*  reported  a case  of  ganglioneuroblas- 
toma involving  the  superior  cervical  ganglion. 

Sympathetic  nervous  tissue  extends  from  the 
base  of  the  skull  to  the  depths  of  the  pelvis,  and 
published  reports  indicate  that  ganglioneuromas 
may  occur  anywhere  along  this  distribution.  The 
majority  of  these  lesions  are  found  in  the  medi- 
astinum and  retroperitoneum  and  infrequently 
arise  in  the  cervical  region.  Bunn  and  King^  re- 
viewed more  than  400  cases  of  ganglioneuroma 
from  the  literature,  19  of  which  occurred  in  the 
cervical  sympathetic  chain,  and  added  a case  re- 
port of  their  own. 

They  noted  that  the  diagnosis  was  seldom  made 
preoperatively.  Suspicion  of  this  possibility  allows 
the  surgeon  to  warn  the  patient  that  he  may  have 
Horner’s  syndrome  as  a postoperative  sequela. 
This  complication  was  noted  in  approximately  one 
half  of  the  reported  cases.  Suggestive  features  of 
this  tumor  included  a painless,  slow-growing  mass 
and  respiratory  distress  or  dysphagia. 

Previous  authors'-^  have  emphasized  the  char- 
acteristic envelopment  and  displacement  of  ad- 
jacent vital  structures  by  this  neoplasm,  which 
was  evident  in  our  patient.  Although  total  re- 
moval of  the  lesion  is  desirable,  it  should  not  be 
insisted  on  at  the  expense  of  injury  to  vital  nerves 
or  vessels.  This  is  of  particular  importance  in  re- 
secting tumors  that  extend  through  intervertebral 
foramina  into  the  spinal  canal.  Whenever  this 
possibility  exists,  myelography  and  neurosurgical 
consultation  are  mandatory.  Bunn  and  King'* 
suggested  that  postoperative  recurrence  is  not  a 
problem  in  patients  whose  tumors  were  only 
partially  excised  and  suggest  this  to  be  a reason- 
able alternative  for  relief  of  symptoms  without 
incurring  unnecessary  postoperative  neurologic 
deficit.  Ancillary  studies  such  as  arteriography^ 


FIGURE  3 Preoperative  photograph  demonstrating 
typical  appearance  of  ganglioneuroma  of  superior  cervi- 
cal ganglion  in  eighteen-year-old  Negro  girl. 


and  urinalysis  for  vanilmandelic  acid*  have  been 
suggested  but  did  not  seem  indicated  in  our  pa- 
tient. 

The  Tumor  Registry  at  Memorial  Cancer 
Center  has  been  reviewed,  and  5 other  cases  of 
cervical  ganglioneuroma  were  found.  Of  these, 
2 were  undiagnosed  neck  masses.  One  was 
of  recent  onset,  and  1 was  present  since  birth  in 
an  eighteen-year-old  Negro  girl  (Fig.  3).  Neither 
was  diagnosed  preoperatively,  and  both  involved 
the  superior  cervical  ganglion.  In  both,  excision 
resulted  in  Horner’s  syndrome  which  resolved  in 
the  latter  instance;  the  former  patient  was  lost 
to  follow-up.  This  resolution  may  be  explained  by 
ancillary’  sympathetic  pathways  not  totally  inter- 
rupted by  removal  of  the  superior  cervical  ganglion. 

The  third  patient  was  a twenty-nine-year-old 
male  with  a previous  history  of  carcinoma  of  the 
nasopharynx  who  was  explored  because  of  a neck 
mass  found  during  routine  follow-up  examination. 
The  preoperative  diagnosis  was  metastases  to  the 
left  side  of  the  neck.  Instead,  a ganglioneuroma 
of  the  superior  sympathetic  ganglion  was  found 
and  excised. 

The  fourth  patient  was  a fifty-seven-year-old 
male  who  had  previously  undergone  radical  neck 
dissection  on  the  right  and  total  laryngectomy  for 
epidermoid  carcinoma.  He  was  found  to  have  a 
painless  lump  in  the  left  side  of  the  neck  during 
a routine  clinic  visit.  He  was  explored  with 
the  presumptive  diagnosis  of  recurrence,  and  a 
superior  cervical  gangboneuroma  was  found.  For- 
tuitously, a small  recurrence  was  noted  in  the  ad- 
jacent tissues,  and  both  lesions  were  excised. 
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A small  ganglioneuroma  was  found  coinciden- 
tally in  the  resected  specimen  of  a forty-eight- 
year-old  male  who  had  undergone  neck  dissection 
on  the  left  for  metastatic  epidermoid  carcinoma 
of  the  larynx  and  follicular  carcinoma  of  the  thy- 
roid. 

The  5 resected  tumors  ranged  from  1 cm.  to  5 cm. 
in  largest  diameter.  The  correct  diagnosis  was  not 
made  preoperatively  in  any  of  these  cases. 

Summary 

An  example  of  a large  ganglioneuroma  of  the 
superior  cervical  sympathetic  ganglion  is  presented 
and  its  management  discussed.  Five  other  cases 
from  the  Tumor  Registry  at  Memorial  Hospital 
are  briefly  described  and  pertinent  literature 
reviews  cited. 


Guide  for  conserving  fuel 

The  possibility  of  fuel  shortages  is  increasing.  Use 
of  low-polluting  fuel,  in  properly  operated  equipment, 
not  only  saves  money,  but  reduces  pollution.  At  the 
same  time,  it  is  important  to  conserve  the  fuel  we  use. 
Here  are  some  ideas  on  how  to  do  so  from  the  New  York 
State  Action  for  Clean  Air  Committee. 

1 . Be  sure  your  home  is  properly  insulated. 

2.  All  windows  should  have  storm  sash  unless  they  are 
double-glazed;  all  doors  should  have  storm  doors. 

3.  Loose  doors  and  windows  should  have  weather-stripping. 

4.  Close  off  all  unused  rooms,  turn  off  the  heat  in  them, 
and  weatherstrip  the  doors  leading  to  them. 

5.  Make  certain  the  furnace  is  checked  once  a year. 

6.  Heating  costs  increase  about  3 per  cent  for  every  degree 
over  70.  Find  a comfortable  temperature  for  the  home  and 
then  lower  the  thermostat  4 or  5 degrees  for  night-time  opera- 
tion and  when  leaving  the  house  for  twelve  hours  or  more. 

7.  If  the  house  has  a fireplace,  the  damper  should  be  closed 


Emphasis  is  placed  on  the  importance  of  pre- 
serving vital  structures  during  dissection,  leaving 
behind  a small  amount  of  tumor  if  necessary,  since 
recurrence  is  unlikely.  The  unexpected  finding 
of  a ganglioneuroma  in  3 patients  with  prior  or 
concurrent  head  and  neck  cancer  is  noted  with 
interest. 
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when  it  is  not  in  use.  If  there  is  no  damper,  block  the  opening 
with  a movable  cover  such  as  a piece  of  plywood. 

8.  A humidifier  should  be  used  to  keep  humidity  at  a com- 
fortable level  (40  to  50  per  cent)  if  necessary,  so  that  less  heat 
will  be  required  for  comfort. 

9.  Dust  the  thermostat  often.  Take  a piece  of  fine  quality 
paper  and  pass  it  between  the  two  contacts  to  get  rid  of  dust. 
After  twelve  to  twenty  years,  thermostats  begin  to  lose  sensi- 
tivity and  should  be  replaced. 

10.  On  clear  days,  blinds  and  curtains  should  be  open  to 
admit  maximum  sunshine.  Shades  and  curtains  should  be 
down  at  night,  to  keep  heat  from  escaping. 

11.  The  opening  and  closing  of  doors  should  be  kept  to  a 
minimum. 

12.  Floor  registers  and  radiators  should  not  be  obstructed 
by  furniture,  and  radiators  and  radiator  covers  should  be  free 
of  knicknacks.  Be  sure  the  radiator  cover  allows  heat  to  circu- 
late. 

13.  Gold,  silver,  and  bronze  paint,  as  well  as  all  flat  paints, 
can  decrease  a radiator’s  heating  capacity  by  up  to  25  per  cent. 
White  or  cream  enamel  will  increase  heat  output. 

Following  these  suggestions  can  reduce  fuel  use,  cut 
down  air  pollution— and  save  you  money. 
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American  urban  life  with  its  increased  tempo, 
the  pressures  of  business  competition,  the  whirl 
of  transportation  conveniences,  and  the  pleasures 
of  dissipation  was  a temptation  that  engendered 
a certain  amount  of  trepidation  in  the  society  of 
the  late  nineteenth  century.  Greedy  for  material 
wealth  yet  sobered  by  the  less  wholesome  aspects 
of  the  city’s  lure,  urban  society  anxiously  looked 
for  an  ideology  to  counter  the  traditional  values 
attributed  to  the  countryside  and  the  stereotyped 
evils  of  urban  living.  One  evidence  for  this  ideology 
became  apparent  in  the  plethora  of  medical 
explanations  given  to  the  disease  of  “neurasthe- 
nia,” or  nervous  exhaustion,  inundating  the  ranks 
of  the  urban  businessman.  Physicians  transposed 
the  nervous  disorders  of  middle-class  society  into 
a rationalization  for  the  superiority  of  urban  life, 
a belief  in  the  greater  brain  force  of  the  urban 
business  class,  a foundation  for  the  nation’s  rapid 
development  as  a world  power,  and  a justification 
for  the  superiority  of  urban  culture  over  tradition- 
al rural  values.  However,  accompanying  this 
development  was  a parallel  effort  on  the  part  of 
the  urban  woman  to  break  from  her  traditionally 
accepted  inferior  status  and  to  play  an  increasing 
role  in  affairs  outside  the  home.  In  attempting 
to  answer  woman’s  challenge  to  her  traditional 
life  style,  physicians  translated  the  prevailing 
concern  over  “nerves”  into  a medium  seeking  to 
rectify  the  “woman  question.” 

*This  article  is  a continuation  of  a discussion  published 
previously,  October  1,  1970,  in  the  New  York  State  Jour^l 
of  Medicine,  page  2489,  entitled:  “Neurasthenia:  Medical 

I^ofession  and  Urban  ‘Blahs’.” 


Symptoms 

In  1869  Beard*  gained  prominence  by  first 
identifying  the  symptoms  of  neurasthenia.  Al- 
though this  subsequently  became  its  medical 
name,  physicians  and  laymen  just  as  frequently 
called  it  “the  American  disease”  or  “American- 
itis.”  According  to  Beard,  Americans  had  suf- 
fered first  from  “nervelessness”  because  of  the 
nation’s  faster  industrial  development  over  the 
nations  of  Europe.  Like  many  Spencerians  in  his 
day.  Beard  conceived  of  a unilinear  scale  of 
evolution  in  which  social  achievement  correlated 
directly  with  biologic  development.  The  human 
brain  was  the  combined  register  of  past  race 
evolution  and  present  experiences  which,  strength- 
ened or  weakened  from  use  or  disuse,  became  an 
index  for  measuring  race  achievement.  Beard’s 
rationalization  was  a reflection  of  the  nineteenth 
century  racialist  belief  that  there  was  a direct 
correlation  between  national  growth  and  Anglo- 
Saxon  brain  power.  It  was  also  a reflection  of  the 
growing  spirit  of  nationalism  and  of  the  material 
prosperity  that  had  accompanied  achievements  in 
industrialization  and  modernization. 

Physicians  believed  that  environment  also 
played  a role  in  the  phenomenon  of  neurasthenia. 
The  dry  atmosphere  of  the  North  American  conti- 
nent stimulated  neural  circulation  to  a point  at 
which  vital  processes  were  carried  out  more  quick- 
ly. This  factor,  added  to  the  phenomenon  of  urban 
life,  created  a nervous  system  bombarded  by 
impulses  far  more  intense  than  that  of  other 
peoples,  making  American  urban  life  a sharp 
contrast  to  the  easygoing  nations  of  the  Old 
World.  ^ The  European  peasant  as  well  as  the 
so-called  “inferior  races”  of  the  world  had  a 
nervous  system  which,  while  superior  to  the 
animal  kingdom,  seemed  “given.  . only  for  pur- 
poses of  motion.”  While  the  peasant  and  “in- 
ferior races”  were  ill  equipped  to  handle  modern 
complexities,  the  American,  by  virtue  of  race, 
heredity,  and  environment,  had  a nervous  orga- 
nization “capable  of  responding  quickly  to  a thou- 
sand and  one  stimuli.”^ 

One  physician  defined  neurasthenia  as  a “dis- 
ease of  the  nervous  system,  without  organic  lesion, 
which  may  attack  any  or  all  parts  of  the  system, 
and  characterized  by  enfeeblement  of  the  nervous 
force,  which  may  have  all  degrees  of  severity, 
from  slight  loosening  of  the  forces  down  to 
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profound  and  general  prostrations.”^  The  symp- 
toms were  numerous.  Attacks  of  weeping,  ir-^ 
ritability,  depressions,  mental  and  physical  weari- 
ness, morbid  fears,  forgetfulness,  palpitations  of 
the  heart,  headaches,  writing  cramps,  mental  con- 
fusion, fear  of  impending  insanity,  and  constant 
worry  were  the  most  noted  symptoms.  But  there 
were  other  indications  which  included  tenderness 
of  the  scalp,  itching,  “flying  neuralgias,”  flushing, 
sensitiveness  to  weather  changes,  ticklishness, 
dyspepsia,  distaste  for  certain  foods,  insomnia, 
need  for  stimulants,  “crisis  of  puberty,”  astra- 
phobia,  chills,  muscle  spasms,  sweaty  hands, 
“atonic  voice,”  yawning,  dilated  pupils,  Platonic 
love,  and  even  the  “appearance  of  youth.”  There 
were  still  other  physicians  who  believed  that  few 
neurasthenic  individuals  had  normal  sexual 
experiences  and  that  at  the  basis  of  most  cases 
of  worry,  overstrain,  and  anemia  was  a sexual 
problem.^ 

As  the  cultivated  urban  “better  sort”  began 
to  see  themselves  as  the  most  important  ingredient 
in  the  future  development  and  quality  of  American 
society,  they  also  began  to  look  on  the  evidence  of 
nervous  exhaustion  as  a consequence  of  their 
intellectuality  and  themselves  as  sufferers  for 
humanity’s  sake.  Conscious  of  their  contributions 
to  society,  they  turned  to  a rather  subtle  self- 
flattery by  suggesting  that  society  become  indul- 
gent to  their  intoxication  with  themselves  and 
their  estimation  of  their  contributions.  While 
the  fashionable  set  had  before  centered  most  of 
their  imagined  ailments  around  the  “liver,”  the 
late  nineteenth  century  focused  on  the  “nerves.” 
The  liver  patient  of  the  earlier  decades  had  satis- 
fied himself  with  being  the  “home  pet,”  but  the 
neurasthenic  subject  demanded  a wider  accep- 
tance of  his  peevish  self-esteem.  What  followed 
was  a deluge  of  neurasthenic  patients  (society’s 
brain  workers)  who  filled  physicians’  offices  and 
hospitals,  demanded  specialists,  tasted  nearly 
every  drug  from  bromide  to  opium,  wore  plates 
on  their  feet  and  magnetic  belts  around  their 
waists,  converted  to  Christian  Science,  went  on 
“nerve”  food  diets,  fled  to  health  resorts  and 
rural  “recovery”  homes,  and  tried  both  galvanic 
and  faradic  electrization  to  alleviate  the  strains 
they  endured  for  the  sake  of  progress.® 

The  new  woman 

But  the  stir  which  became  perceptible  with  the 
American  businessman  reached  faddish  pro- 
portions with  the  advent  of  the  nervous  woman. 
Like  the  male  who  found  it  more  satisfying  to  seek 
the  emulation  of  the  society  around  him  for  the 
efforts  of  his  brain  work,  so  the  “new  woman,” 
beginning  to  peer  from  behind  the  curtains  of 
domesticity  for  the  first  time,  found  the  nervous 
traffic  more  pleasing  outside  the  home.  The 
“new  woman”  was  mannish  enough  to  demand 
equal  time  for  discussing  nervous  problems,  which 


resulted  in  both  sexes  beginning  “to  chant  nerves 
together,  to  compare  symptoms,  to  speculate 
together  on  physiological  problems  and  to  worry 
out  their  cures  hand  in  hand.”  The  neurasthenic 
individuals  of  the  late  nineteenth  century  could 
not  bear  to  carry  their  malady  alone,  and  so  by 
bringing  it  social  acceptability,  they  carved  out 
circles  of  neurasthenic  friends.  Exhausted  men 
and  women  of  the  upper  class  discovered  fashion- 
able doctors,  and  their  “irritable  spines  were 
bumped  across  Europe”  and  America  to  any 
number  of  socially  accepted  health  resorts." 
These  world-weary  Jeremiahs  had  an  inward 
satisfaction  in  presenting  the  tortured  presence 
of. worry,  of  misfortune,  and  of  morbid  heredity 
as  the  stock-in-trade  of  the  brain  worker  of 
American  society.  Yet  their  maladies  marked 
the  line  between  genius  and  the  common  sort, 
between  culture  and  passivity,  and  between 
sensitivity  and  mere  mechanical  activity.  The 
only  element  that  displeased  the  physician  and 
the  neurasthenic  subject  was  the  growing  evidence 
that  the  malady  had  spread  (by  unconscious 
emulation?)  to  the  lower  classes.  “The  much 
larger  class  who  prat  of  their  nerves  without  due 
cause,”  wrote  one  physician,  “advance  them  as 
a reason  for  holding  back  from  the  rough  fight  of 
everyday  life.”  Nine  tenths  of  the  neurasthenic 
individuals  in  society  who  eagerly  discussed  their 
weak  nerves,  he  went  on,  “ought  never  to  have 
been  conscious  that  they  had  any.”® 

No  cultured  lady  of  the  century,  wrote  the 
editor  of  the  Spectator,  indulged  in  the  hysterics 
of  fainting  any  more.  An  unpopular  device  no 
longer  accepted  as  a proper  drawing-room 
phenomenon,  it  was  relegated  to  the  kitchen 
maid.®  But  while  the  female  of  the  century 
swooned  less,  she  compensated  for  her  lack  of 
fainting  spells  with  any  number  of  other  com- 
plaints which  drew  even  more  attention  to  her. 
She  burdened  those  around  her  with  the  worry  and 
anxiety  that  accompanied  her  nervousness.  Her 
symptoms  of  nervous  exhaustion  indicated  that 
her  adolescence  had  come  to  an  end  and  that 
she  w’as  facing  the  hazards  of  culture,  just  as  the 
male  in  the  business  houses  of  the  city.  She  now 
encountered  the  greater  demands  that  the  con- 
ditions of  modern  life  imposed  on  the  “better 
sort.”^"  Women  talked  about  their  conditions  as 
they  certainly  would  have  avoided  doing  a genera- 
tion before.  This  was  not  because  there  was  an 
element  of  shamefacedness  in  the  telling,  but 
because  their  illness  did  not  have  the  social  ac- 
ceptability that  neurasthenia  merited  in  the  late 
nineteenth  century.  The  world  was  quick  to  re- 
ward their  constitutional  maladies;  indeed,  the 
victims  of  neurasthenia  were  publicly  extolled  and 
acknowledged.  One  receives  the  impression  that 
a women  like  Jane  Addams,  who  claimed  to  suffer 
from  neurasthenia  throughout  her  life,  had  a satis- 
faction in  believing  that  society  thought  her  a 
better  woman  for  it.‘* 
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The  “fashionable  sufferers”  saw  in  neurasthenia 
a certain  status  and  social  accomplishment,  a feel- 
ing of  intellectuality  and  high  culture.  This  group 
of  women,  wrote  Cleaves,''^  of  Des  Moines,  often 
delighted  in  their  illnesses.  They  floundered  amid 
an  “endless  round  of  social  dissipation  and  the 
thousand  and  one  indiscretions.”  Conscious  of 
their  plight,  yet  with  little  or  no  distraction  to  turn 
their  heads  to  other  things,  they  lived  “upon  the 
sweet  counsel  of  their  physician  and  the  daily  min- 
istration of  loving  friends.”  It  was  to  them  that 
the  “house  physician  like  a house  fly  is  in  chronic 
attention.”  Unlike  man,  the  fashionable  female 
sufferer  found  it  difficult  to  divert  attention  away 
from  herself.  The  monotony  of  her  life  style 
turned  “her  mind  back  upon  itself,”  and  she 
tended  to  dwell  on  her  mental  and  physical  trou- 
bles if  for  no  other  reason  than  “because  she  [had] 
little  else  to  think  of.”  While  man’s  pursuits, 
wrote  Campbell,'^  led  him  away  from  the  agoniz- 
ing role  of  self-pity  and  contemplation,  woman,  be- 
ing less  developed  than  man,  sought  comfort  in  the 
intensity  of  her  condition  and  in  her  suffering. 

But  there  were  reasons  beyond  egotism  that 
explained  the  fashionable  sufferers.  Neuras- 
thenia, added  Cleaves,*'*  frequently  beset  those 
women  who  carried  their  sex  to  a greater  plateau 
of  learning,  “those  women  occupying  the  higher 
social  plane,  women  of  intelligence,  education  and 
culture.”  Their  ambitions  for  intellectual,  social, 
and  financial  success,  their  constant  strain  to 
exceed  the  accomplishments  of  those  who  came  be- 
fore them,  their  desire  for  improving  the  lot  of 
other  women,  were  “predisposing  or  exciting 
causes  of  neurasthenia.”  Much  neurasthenia 
therefore  resulted  because  women,  in  striving  to 
better  their  sex,  often  ignored  the  most  simple 
laws  of  health  and  physical  hygiene.  As  civiliza- 
tion advanced,  as  it  developed  greater  minds,  and 
as  it  attained  newer  heights  of  technology,  so  the 
women  in  society,  “the  companion  or  ornamental 
appendage  to  man,”  were  forced  to  come  to  terms 
with  the  complexities  of  the  age.  Because  she 
used  her  brain  “but  little  and  in  trivial  matters,” 
and  because  the  size  of  her  brain  was  but  nine- 
tenths  that  of  man,  the  responsibilities  of  the  new 
life  styles  amounted  to  a thorough  challenge  to  the 
woman’s  physical  and  mental  constitution.*^ 

No  one,  wrote  Cleaves,*®  least  of  all  women,  ex- 
pected to  remain  in  the  class  to  which  they  were 
born.  Schooled  in  the  belief  that  society  was  “on- 
ward and  upward,”  mothers  expected  their 
daughters  to  “shine  socially  as  a possible  mistress 
of  the  White  House.”  American  social  life,  even 
for  the  young  woman,  was  a ceaseless  struggle  to 
better  class  standing.  Strong*’  suggested  that 
the  urban  woman’s  nervous  disorders  were  due  to 
the  particularly  destructive  social  life  she  led 
simply  to  maintain  her  acquired  class  standing. 

The  social  queen  will  lunch  at  1 P.M.  with  an  in- 


tense headache  as  her  only  companion;  dress,  take  a 
drink  of  spirituous  liquor,  or,  too  frequently,  a 
quarter-grain  of  morphine;  go  to  her  drawing-room  to 
entertain  pleasantly  those  for  whom  she  has  no  other 
feeling  but  hatred  or  envy,  dine  at  6 P.M.  with  a man 
who  is  supposed  to  be  her  protector,  but  does  and  says 
only  that  which  will  annoy  and  distress  her.  After- 
ward, at  about  10  o’clock,  she  goes  to  a party  or  re- 
ception, there  spends  an  evening  of  excitement  mixed 
with  the  usual  amount  of  disappointment,  returns 
home  in  the  morning  as  the  sky  begins  to  grow  grey  in 
the  East,  endeavors  without  much  success  to  secure  a 
few  hours’  sleep,  rises  at  10  A.M.  with  a feeling  of 
exhaustion,  and  with  burning  eyes  and  intense  pains 
in  the  head  endeavors  to  overcome  this  feeling  by  the 
use  of  stimulants,  takes  her  usual  breakfast  of  coffee 
and  dry  toast  and  starts  out  to  repeat  the  yesterday 
of  every  day  of  her  life. 

Women  who  inherited  weakened  nervous  sys- 
tems were  less  able  to  resist  the  state  of  tension 
that  accompanied  urban  life.  The  weakened 
nerve  force  did  not  by  itself  cause  neurasthenia, 
but  it  did  prevent  women  from  developing  normal 
strength  needed  to  ward  off  constitutional  ail- 
ments. The  weakened  nervous  system  of  the 
young  girl  or  harassed  housewife  “annoyed  with 
the  household  and  family  cares  (a  dull  monotony 
at  best),”  was  a sufficient  catalyst  for  the  develop- 
ment of  any  number  of  organic  problems.*® 
Through  no  fault  of  their  own,  wrote  Hammond,*® 
professor  of  mental  and  nervous  diseases  at  the 
New  York  Post-Graduate  School,  women  inherited 
a “weak  nervous  system”  which  while  “ample  in 
all  probability  to  meet  the  requirements  of  an 
even,  placid,  and  uneventful  existence,  [was] 
absolutely  inadequate  to  stand  against  a strong 
current  of  misfortune,  care  or  overwork.”  “We 
live  in  the  midst  of  eternal  and  never  ending  vi- 
brations,” wrote  a female  physician  and  self-pro- 
claimed neurasthenic  subject,  “and  our  myriads 
of  chemical  cells  are  ceaselessly  vibrating  to  the 
end  that  nerve  energy  may  be  stored,  transmitted 
and  recorded.”  But  for  the  urban  woman,  the 
“neuronic  wires  are  down  and  the  higher  vibra- 
tions fail  to  reach  us.”^°  No  matter  how  much  the 
urban  woman  achieved  in  a day’s  work,  she  always 
experienced  a feeling  of  having  “ignominously 
failed”  in  life’s  duties. ^*  She  bore  through  life  “a 
fundamental  nutritive  lack  of  the  nerve  centres,” 
and  was  unable  to  confront  the  harsh  realities  of 
the  city  without  giving  evidence  of  major  constitu- 
tional disorders. 

Physicians  pointed  to  a number  of  constitutional 
problems  that  grew  out  of  the  environmental  in- 
fluences of  urban  development  in  America.  Be- 
tween the  urban  woman  and  the  rural  housewife 
there  were  obvious  differences  in  the  capacity  of 
the  chest,  the  quality  of  lung  tissue,  the  amount  of 
oxygen  and  carbonic  acid  in  the  blood,  and  the  ac- 
cumulation of  waste  products  in  the  body.  Fur- 
thermore, the  urban  woman’s  greater  confinement 
in  the  home,  her  lack  of  exercise  and  fresh  air,  the 
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disuse  of  arm  and  chest  muscles,  the  substitution 
of  an  “artificial  shape”  for  a simple  dress,  and  the 
burden  of  carrying  large  amounts  of  heavy  clothing 
and  ornament  suspended  from  the  waist  rather 
than  from  the  shoulders  added  to  her  constitu- 
tional deficiencies.  The  cultured  woman  dressed 
in  the  height  of  fashion  wore  an  average  of  37 
pounds  of  street  costume  in  the  winter  months,  of 
which  19  pounds  suspended  from  her  waist. To 
complicate  her  situation  even  more,  she  suffered 
from  the  irritating  noises  of  the  city’s  life,  and  the 
constant  “jarring  of  the  brain  and  spinal  cord  by 
[her]  continual  treading  upon  the  stone  and  brick” 
pavements  tended  to  exaggerate  her  physical  and 
mental  deterioration.^'* 

Unlike  the  phlegmatic  woman  of  the  rural  areas, 
“the  daughter  of  civilization”  inherited  at  birth 
“the  diminished  lung  capacity  and  breathing 
power  of  her  highly  educated  mother.”  Her  child- 
hood, an  experience  of  “close  confinement  in  the 
poisonous  atmosphere”  of  her  home,  brought  her 
to  puberty  “heavily  handicapped.”  Cautioned 
against  “abdominal  respiration”  as  fit  only  for 
the  “common  sort,”  the  lady  learned  to  breath  by 
“costal  respiration”  which  some  perverted  mind 
theorized  as  the  original  and  natural  form  of  res- 
piration for  women.  The  code  of  etiquette  re- 
stricted her  to  only  those  respiratory  movements 
which  were  gracefully  permitted  by  a corset  (“a 
sort  of  irregular-shaped  hand  which  is  so  tightly 
laced  around  the  middle  of  the  body  as  to  prevent 
the  lower  ribs  and  diaphragm  from  acting.”)  Be- 
cause the  bodily  organs  were  hampered  by  the  cor- 
set, and  women  were  restricted  to  proper  respira- 
tory movements,  any  number  of  ailments  from 
“fecal  anemia”  to  hysteria  befell  the  cultivated 
woman. Yet  disturbing  as  heredity,  environ- 
ment, and  social  etiquette  became,  the  urban 
woman  would  have  hardly  dared  to  renounce  the 
obvious  distinctions  they  brought. 

Despite  the  repeated  contrasts  made  between 
the  urban  and  rural  woman,  few  physicians  gave 
rural  life  anything  more  than  a remote  mythical 
importance,  a vague  reminder  of  the  nation’s  pas- 
toral origins  in  the  age  of  machines.  The  rural 
environment  could  scarcely  meet  the  technologic 
needs  of  the  new  age,  and  physicians  seemed  to 
prefer  the  urban  reality  to  the  charm  of  rural  life. 
At  best,  physicians  created  a middle  ground  where 
they  sought  to  join  an  enthusiasm  for  urban  life 
with  a romantic  appeal  to  race  origins.  But  in- 
cluded in  that  middle  ground  was  an  obvious  con- 
tempt for  the  rural  type.  The  physicians’  middle 
ground  was  a pastoral  land  tilled  by  a vague,  pre- 
lapsarian  rustic  whom  they  admired  and  compared 
to  the  industrial  brain  worker.  Essentially  then, 
the  urban  brain  worker,  despite  physical  deficien- 
cies in  lung  size,  strength,  chest  dimensions,  and 
endurance  was  the  direct  descendant  of  the  pre- 
lapsarian  rustic.  The  rural  “hayseeds,”  on  the 
other  hand,  while  retaining  many  of  the  physical 


attributes  of  the  rustic  type,  were  nonetheless 
mental  atavisms  farther  remote  than  the  urban 
brain  worker  from  their  rustic  cousins.  With  this 
sort  of  balance,  physicians  indulged  in  rural  anal- 
ogy. The  industrial  age  was  not  so  much  a coun- 
terforce to  the  pastoral  myth  as  a progressive  evo- 
lution out  of  it. 

Clothes  and  the  new  woman 

Physicians  continually  warned  women  of  their 
dress  habits.  Because  their  costume  exhibited  a 
total  disregard  for  the  laws  of  physiology,  and 
because  clothing  was  worn  for  display  more  than 
for  comfort,  urban  women  were  threatening  the 
natural  laws  governing  their  health.  Stuffed  into 
tight  high-heeled  shoes,  they  threw  their  body 
axes  forward  to  the  point  where  they  destroyed 
the  “natural  equilibrium  of  the  body.”  They 
forced  their  carriages  into  “new  positions”  and 
subjected  nearly  all  their  body  organs  to  “ten- 
sion.”'^® K men  would  not  encourage  the  extrava- 
gancy in  women’s  dress,  wrote  one  physician, 
women  who  continually  sought  the  approving  eye 
of  men  would  enter  a more  healthful  state.  “If 
men  would  refuse  to  marry  women  who  wear  cor- 
sets,” wrote  Runnels^^  of  Kansas  City,  “how  long 
would  it  be  before  corsets  would  be  ‘out  of  fash- 
ion’?” Lamenting  the  fashion  plates  of  Harper's 
Bazaar,  New  York  Fashion  Bazaar,  Young  Ladies' 
Journal,  Godey's  Lady's  Book,  and  others,  Run- 
nels^^  believed  that  the  modern  culture  had  trans- 
formed urban  women  into  neurasthenic  wasps 
“wholly  disqualified  for  marriage  and  maternity.” 
The  fact,  he  went  on,  that  more  than  10,000  gross 
of  nursing  bottles  were  sold  annually  in  the  coun- 
try pointed  to  a very  fundamental  constitutional 
degeneracy  in  urban  mothers. 

There  can  be  no  doubt  whatever  [wrote  the  editor 
of  Medical  Record]  that  the  true  and  essential  func- 
tion of  these  glands  at  the  present  day  is  ornamental 
and  aesthetic.  Their  noblest  opportunities  are  not 
in  the  “milky  way,”  but  in  the  line  of  high  art  and 
realistic  delineation.  They  are  functionally  at  their 
best  when  they  are  being  painted  in  strong  lights  and 
shadows,  photographed  by  a patent  process  and  ex- 
hibited in  our  shop  windows  for  the  education  of  the 
masses.^* 

The  medical  admonitions  against  women’s 
clothes  were  deceptive,  however,  for  behind  the 
continual  warning  as  to  the  destructive  influences 
of  the  corset  and  other  costume  finery,  there 
existed  a certain  pride  in  the  urban  woman’s 
tastes.  It  was  as  if  both  the  fashionable  physician 
as  well  as  the  fashionable  sufferer  attempted  to 
limit  the  cases  of  neurasthenia  to  only  a certain 
sector  of  the  society.  The  “true”  neurasthenic 
individual  had  a vested  interest  to  protect,  a 
status  of  culture  which  the  more  common  sort 
could  barely  obtain,  let  alone  aspire.  Beard, 
in  his  book  American  Nervousness,  wrote  that  evi- 
dence of  the  urban  woman’s  delicate  organization 
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was  easily  perceptible  in  the  style  and  color  of  her 
clothes.  Clothes,  like  physical  constitution,  spoke 
a language  that  revealed  the  woman  of  the  most 
educated  class.  The  American  girl  of  the  “higher 
order”  wore  clothes  whose  colors  were  subdued, 
“noticeable  only  at  a short  distance.”  Those  who 
were  not  as  delicate  and  therefore  immune  to  the 
irritation  of  color  on  the  senses  dressed  in  flamboy- 
ant colors.  The  evidence  seemed  clear  to  Beard: 
“That  higher  culture  and  sensitive  nerves  react 
to  slight  irritation;  while  low  culture  and  insensi- 
tive nerves  require  strong  irritation.” 

Childbearing  and  the  new  woman 

Physicians,  in  their  concern  for  the  urban  wom- 
an, frequently  were  disturbed  by  the  difficulty 
in  childbearing.  The  abnormal  attitude  of  the 
body  axis  because  of  high  heels,  along  with  the 
constricted  frame  of  the  female’s  body,  had  pro- 
duced a displacement  of  the  uterus  and  other  vital 
reproductive  organs.  But  even  more  frightening 
to  physicians  was  the  realization  that  while  corsets 
were  making  the  pelves  of  the  women  smaller,  civi- 
lization was  making  the  heads  of  children  larger 
because  of  the  greater  demands  of  brain  force  in 
the  urban  worker.  In  the  struggle  for  existence, 
wrote  one  physician,  the  “man  with  the  big  head, 
and  not  the  one  with  the  strong  arms,  wins  the 
battle  of  life.”  As  the  children  of  the  civilized 
nations  inherited  the  qualities  of  their  parents,  so, 
too,  they  were  born  with  larger  heads  and  cranial 
mass  than  their  parents.  The  situation  made  the 
role  of  motherhood  intolerable  for  many  cultured 
women.  Left  to  nature,  it  seemed  to  some  that 
the  woman  with  the  small  pelvis  would  “probably 
perish  in  her  first  confinement,  so  that  the  breed 
of  women  would  at  once  die  out.”  But  the  inter- 
vention of  medical  science  had  permitted  women 
with  small  pelves  not  only  to  give  birth  but  also 
to  have  a hereditary  significance  on  the  size  of 
pelves  of  their  daughters.  One  physician  even  be- 
lieved that  because  the  tendency  toward  smaller 
and  narrower  pelves  was  reaching  a critical  stage, 
only  the  removal  of  the  uterus  “would  put  a stop 
to  such  vicious  breeding.”^® 

Unlike  the  female  of  other  cultures,  the  urban 
American  woman,  and  in  particular,  the  parturi- 
ent female,  demanded  more  rest  from  the  emo- 
tional strains  of  childbirth.  While  childbirth  was 
a simple  experience  for  women  of  most  races,  and 
while  the  conventional  nine  days  was  sufficient  for 
their  recuperation  from  the  confinement,  the 
American  woman  of  the  “higher  order”  demanded 
twice  the  time  and  frequently  even  more.  It  was 
not  unnatural  that  childbirth  in  the  cultured  fe- 
male set  “the  whole  system  on  fire  with  neuralgias, 
tremors,  etc.,  and  compelling  a life-long  slavery  to 
sleeplessness,  hysteria,  or  insanity.  There  was 
no  end  to  her  suffering.  As  the  struggle  for  exis- 
tence among  the  races  focused  more  and  more  on 
brain  power,  “the  fittest  to  survive  will  have  to 


attain  still  greater  intellectual  development.” 
This  meant,  physicians  predicted,  that  the  ner- 
vous organization  of  the  American  woman  would 
become  dangerously  delicate  and  “her  sufferings 
and  bodily  weakness  . . . more  and  more  in- 
creased.”^'^ 

The  demands  of  gynecology  in  the  later  part  of 
the  century,  wrote  H.  D.  Chapin,  M.D.,  of  New 
York,  along  with  the  higher  frequency  of  difficulty 
accompanying  childbirth,  pointed  “toward  a ten- 
dency to  physical  degeneracy  in  women.”  The 
more  educated  and  cultured  the  woman,  the  less 
willing  she  was  to  have  children  and  the  less  able 
she  Was  because  of  her  nervous  disorders  to  train 
and  educate  her  children. For  those  physicians 
who  were  avid  Spencerians,  this  phenomenon 
caused  a momentary  crisis  in  their  use  of  the  law  of 
survival  of  the  fittest  to  explain  the  superiority  of 
the  urban  brain  worker.  One  physician  attempt- 
ing to  understand  the  problem  believed  that  the 
difficulty  in  childbirth  for  the  cultured  woman 
would  bring  a reversal  to  the  evolutionary  process 
and  return  the  urban  woman  to  her  rightful  place 
in  nature.  He  speculated  that  as  the  function  of 
childbearing  became  more  difficult,  the  population 
would  decrease,  which  would  in  turn  lessen  the 
intensity  of  the  struggle  for  existence  by  lightening 
the  “incentives  to  intellectual  growth.”  When 
this  happened,  “there  [would]  be  a reversion  to 
a less  intellectual  and  less  civilized  state  wherein 
the  body  of  woman  will  perhaps  gain  strength  and 
endurance  at  the  expense  of  her  brain,  and  her 
supreme  function,  child-bearing,  will  not  be  so 
difficult  and  detrimental  to  her  health. 

The  higher  sensitivity  of  the  urban  woman  made 
her  illnesses  far  more  severe  than  the  normal  man- 
ifestations of  similar  constitutional  disorders  in 
the  uncultured  woman.  The  urban  woman  suf- 
fered “unendurable  pain”  during  periods  of  simple 
fatigue  and  required  treatment  that  physicians 
normally  administered  for  only  the  severest  or- 
ganic diseases.  As  a result,  she  consumed  an  as- 
sortment of  sedatives  such  as  morphine,  cocaine, 
chloral,  alcohol,  veronal,  and  paraldehyde.  In 
one  towm,  a physician  reported,  he  had  “seen  half 
a dozen  ladies  come  into  a drug  store  within  half 
an  hour  and  consume  a dose  of  bromides  on  the 
premisses.”  He  even  suggested  that  the  “hyper- 
irritability of  the  nervous  system”  was  so  preva- 
lent in  the  home  of  the  cultured  woman  that  per- 
haps “bromide  of  sodium  should  take  the  place  of 
common  salt  upon  the  table  of  this  continent.”^® 
While  physicians  generally  united  on  the 
symptoms  of  neurasthenia,  they  divided  sharply 
on  the  remedial  steps  to  overcome  its  influence. 
The  social  complexities  of  the  situation  and,  in 
particular,  the  “proper”  role  of  the  American 
woman  induced  an  aggravated  political  spleen 
among  the  medical  prognosticators.  Given  the 
fact  that  the  urban  woman  was  delicate  and  ner- 
vous, and  that  she  reacted  in  a more  severe  way  to 
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the  environment  of  city  life,  physicians  were  none- 
theless conspicuously  glib  about  the  prospects  of 
a solution  to  the  problem.  For  some,  it  meant 
that  the  woman  must  return  to  the  home,  although 
surely  not  the  “home”  of  the  rural  American,  and 
find  values  in  a new  threshhold  of  domesticity. 
This  group  argued  that  while  modern  conveniences 
had  removed  much  of  the  traditional  role  of  wom- 
an in  the  home,  there  remained  many  avenues  of 
self-satisfaction  and  commitment.  Only  in  ad- 
mitting her  true  nature  and  then  seeking  a new 
respectability  within  that  nature  could  woman 
avoid  the  evils  and  misfortunes  of  neurasthenia. 

Those  physicians  who  thought  that  the  neuras- 
thenic disorders  of  the  urban  woman  were  the 
product  of  her  wanderings  outside  domesticity 
were  also  quick  to  point  out  that  her  subsequent 
mental  and  physical  problems  threatened  not  only 
democratic  institutions  but  also  the  woman’s  sex- 
ual instincts.  The  nervous  exhaustion  of  the  cul- 
tured woman  gave  a birth  advantage  to  alien  stocks 
in  America,  a fact  which  they  suspected  had 
caused  a socialistic  undermining  of  the  American 
way  of  life.  While  an  increased  number  of  ignorant 
and  poor  inundated  the  birth  rolls  of  the  census 
bureau,  the  educated  and  cultured  American 
woman  seemed  to  prefer  no  family  at  all.^®  In- 
deed, one  physician  believed  that  the  disease  of 
nervous  and  mental  exhaustion,  evidenced  in  the 
cultured  classes,  were  signs  of  the  “progressive  dis- 
taste for  the  sex  relation.”  The  young  woman  of 
society  accepted  a role  of  spinsterhood  rather  than 
marriage  or  at  best  became  a poor  wife  and  mother 
to  a numerically  smaller  family.®^  It  seemed  ap- 
parent to  some  physicians  that  civilization  cared 
little  for  sexual  relations,  “that  the  higher  one  rises 
in  the  grade  of  civilization,  the  less  the  sexual  in- 
stinct remains.”^®  Runnels®®  warned  men  not  to 
marry  the  so-called  society  girl  because  the  mode 
of  her  dress,  destructive  of  natural  physical  de- 
velopment, made  her  anything  but  a companion  in 
marriage.  Dwarfed,  nervous,  and  constantly  de- 
manding in  her  delicate  ailments,  she  became  a 
continual  disappointment  in  marriage. 

New  woman  in  business  world 

Physicians  splashed  medical  journals  with  lurid 
accounts  of  bluestockings  who  entered  into  the 
business  world  in  competition  with  man. 
Woman’s  efforts,  acted  out  rashly  and  foolishly, 
wrote  one  physician,  made  her  ultimately  unfit 
for  active  life  because  of  the  perilous  injury 
brought  on  by  the  “deleterious  irritation”  of  the 
outside  world  on  her  system.  Desirous  of  showing 
an  ability  in  the  business  world,  the  bluestock- 
ings did  too  much  too  quickly.  “It  should  be  re- 
membered,” admonished  Bennett,'*®  “that  those 
who  have  been  starved  always  devour  food  with  in- 
jurious avidity  when  it  is  at  last  brought  within 
their  reach.”  F'urthermore,  those  women  who 
entered  the  professions  held  by  men  and  who  suc- 


ceeded in  showing  that  they  were  equal  to  the  oc- 
casion were  often  mistaken  in  their  capacity. 
Women  who  proved  mental  capacity  for  particular 
professions  did  not  really  show  that,  like  men,  they 
were  “highly  organized.”  Rather  than  enlarging 
the  scope  of  their  relationships,  such  women  “seem 
to  have  shot  out  a long  angle  on  one  side  of  their 
natures  at  the  expense  of  withdrawing  to  a corre- 
sponding extent  on  the  other  side.”  In  the  long 
run,  the  advent  of  women  into  the  professions 
would  only  increase  their  emotional  disorder,  since 
their  “sensitive  organizations  . . . are  more  easily 
injured  by  [the  professions]  than  are  the  tougher 
organizations  of  men.”  High-strung  women 
merely  prolonged  and  intensified  an  inevitable 
nerve  deterioration  in  a business  world  environ- 
ment."** 

The  complaints  I have  to  listen  to  from  ladies  who 
have  nothing  to  do  is  heart-rending.  Tell  them  to 
cook  their  dinners  and  you  find  some  foolish  conven- 
tion stands  in  the  way;  urge  their  entering  some  useful 
calling,  and  you  are  informed  that  their  family  will 
cut  them  if  they  do  anything  of  the  sort.  Possibly  the 
only  occupation  open  to  them  is  one  for  which  training 
is  necessary;  and  they  have  not  been  trained.  And 
then,  because  an  evil  naturally  generates  its  opposite, 
we  find  that  when  these  women  do  succeed  in  finding 
employment,  they  rush  to  a pernicious  extreme  and 
overdo  themselves.*^ 

Keneally*®  added  weight  to  the  theory  of  list- 
lessness as  a cause  for  the  urban  woman’s  neuras- 
thenia. It  seemed  to  her  that  the  female  of  the 
nineteenth  century,  because  of  the  conveniences 
brought  to  the  home,  had  been  left  with  few 
chores.  She  no  longer  spent  hours  over  the  stove; 
she  no  longer  made  her  own  clothes;  paid  hire- 
lings nursed,  clothed,  and  taught  her  children; 
and  professional  performers  entertained  her 
guests.  Left  to  a life  of  boredom  due  to  a lack  of 
those  duties  which  formerly  defined  her  womanly 
role,  she  became  neurasthenic.  Yet  Keneally  did 
not  advocate  a “business”  orientation  for  the 
woman.  Outside  the  home,  where  “the  sole  busi- 
ness wherewith  the  mightiest  forces  of  the  universe 
and  evolution  are  concerned,”  there  was  no  place 
for  the  woman  to  find  her  “nobler  sphere.”  Pre- 
serving her  essential  femininity  and  womanhood 
was  the  best  of  all  possessions.  Woman  had  to 
reorient  herself  in  the  home.  This  did  not  mean 
that  she  should  give  up  the  idea  of  education  and 
self-support,  only  that  her  noblest  sphere  could  be 
found  in  the  home  in  roles  not  yet  defined. 

As  the  female  constitution  was  frail,  those  physi- 
cians who  argued  for  a role  of  domesticity  believed 
that  the  woman  required  increased  protection 
from  the  “march  of  civilization  and  over-refine- 
ment.” Although  she  should  remain  in  the  protec- 
tive atmosphere  of  the  home,  physicians  cautioned 
her  of  those  elements  that  threatened  her  deli- 
cate position  even  in  the  home  environment.  She 
was  to  avoid  the  reading  of  “romantic  nonsense” 
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that  provoked  “flights  of  vivid  fancy”;  cautioned 
against  “protracted  vigils  sacrificed  at  the  shrine 
of  folly,  luxury,  and  fashion”;  admonished  against 
eating  “stimulating  food”;  encouraged  to  wear 
costumes  which  did  not  “compress  [the]  most  im- 
portant viscera”;  and  warned  of  the  dangers  of 
“prurient  books,  passion-stirring  pictures,  [and] 
statues.”  She  was  advised  to  bathe  frequently 
to  stimulate  her  skin,  get  proper  amounts  of  open- 
air  exercise,  abstain  from  all  undue  mental  excite- 
ment; avoid  horseback  riding,  bicycle  riding,  and 
alcohol;  and  take  generous  amounts  of  isolated 
rest.  She  was  told  to  travel  abroad  and  spend  a 
portion  of  ber  vacation  in  a camp-life  environ- 
ment “where  [she]  may  be  free  from  sympathizing 
friends  and  indulgent  parents.”  And  most  impor- 
tantly, she  was  to  control  her  sexual  desires. 

Even  more  destructive  to  health,  thought  Ham- 
mond,was  the  fashionable  practice  of  eating  out 
in  restaurants  for  luncheon.  Women  were  causing 
physical  and  mental  harm  to  their  delicate  consti- 
tutions by  making  a habit  of  this  practice,  eating 
rich  foods,  drinking  numerous  cups  of  tea,  and 
sometimes  taking  what  was  termed  “light  refresh- 
ment.” Hammond  also  advised  women  against 
the  game  of  cards.  Too  many  women  were  “mak- 
ing a dissipation  out  of  what  should  be  harmless 
amusement.”  Excess  bridge  playing  was  taking 
its  toll  on  the  nervous  centers  of  women.  “Nature 
will  have  her  pound  of  flesh,”  he  warned,  “and 
generally  demands  usurious  interest  as  well.” 

Education  and  the  new  woman 

A large  number  of  physicians  looked  to  educa- 
tion as  another  factor  in  the  rising  number  of  neur- 
asthenic girls.  The  young  women  “whose  mental 
powers  are  overtaxed  before  their  brains  are  suf- 
ficiently developed,”  were  easily  susceptible  to 
nervous  exhaustion.  The  young  girl  needed  to 
conserve  the  powers  of  the  brain  during  the  forma- 
tive stage.  While  mental  labor  was  necessary  to 
strengthen  the  mind,  too  much  labor  forced  the 
brain  beyond  its  capacity.  Hammond, who  di- 
rected a hospital  in  W'ashington,  D.C.,  for  ner- 
vous women,  pointed  out  that  cerebral  hyperemia 
was  more  frequent  among  girls  who  indulged  in 
mental  pursuits  beyond  their  capacity.  Some 
physicians  argued  that  education  beyond  high 
school  was  both  physically  and  mentally  destruc- 
tive for  women.  The  smaller  brain  weight  was 
proof  enough  of  a striking  natural  limitation  to 
intellectual  attainment.  One  physician  in  his 
study  of  187  high  school  girls  found  that  137  of 
them  constantly  complained  of  headaches,  evi- 
dence of  their  inability  to  cope  with  the  complex- 
ities of  intellectual  life  beyond  a certain  level. 

A Boston  physician’s  study  of  school  girls  in  1902 
argued  that  girls  were  worse  off  physically  when 
leaving  school  than  when  they  arrived. Another 
physician  in  1903  suggested  that  trained  medical 
people  should  thoroughly  examine  those  women 


who  chose  to  enter  college,  study  both  personal  and 
family  health  history,  and  classify  their  school 
curriculum  “in  accordance  with  their  physical 
condition. 

Those  physicians  who  advised  a life  of  domestic- 
ity for  the  American  woman  were  also  the  ones 
whose  arguments  for  woman’s  inferiority  in  the 
late  nineteenth  century  were  almost  identical  with 
the  century’s  rationalization  for  the  inferiority  of 
the  blacks.  Arguing  for  tbe  inferior  position  of 
women,  these  physicians  used  arguments  that  sug- 
gested a direct  comparison  with  the  Negro. 
Campbell, for  example,  argued  that  just  as  black 
children  showed  an  early  precocity  and  then  at- 
rophy (“their  mental  evolution  seeming  to  come  to 
a stand-still”)  so  the  white  woman’s  mental  evo- 
lution appeared  to  blossom  early,  frequently 
achieving  bright  success  during  her  early  years, 
but  then  declined  after  a short  span  of  time.  The 
mental  development  of  the  white  male,  on  the 
other  hand,  while  slower,  continued  to  mature 
during  lifetime.  More  conventional  and  more  a 
creature  of  routine,  the  female,  like  the  Negro,  had 
innate  limitations  on  her  capacities.  At  best  she 
was  imitative  and  generally  lacked  the  spark  of 
originality.^* 

In  general,  physicians  admonished  the  nine- 
teenth century  woman  against  forcing  her  intel- 
lect beyond  the  bounds  of  her  natural  capacity. 
Furthermore,  by  delaying  or  prolonging  her  educa- 
tion she  threatened  to  undermine  her  marriage- 
able status.  Of  705  females  who  went  to  college, 
wrote  Runnels,^^  only  196  married,  and  of  those  66 
had  no  children;  of  those  who  did  have  children, 
there  was  a high  percentage  of  stillborn  births. 
It  seemed  clear  that  the  cause  was  higher  educa- 
tion. 

Women  beware!  You  are  on  the  brink  of  destruc- 
tion. You  have  hitherto  been  engaged  only  in  crush- 
ing your  waists;  now  you  are  attempting  to  cultivate 
your  mind!  You  have  been  merely  dancing  all  night 
in  the  foul  air  of  the  ball-room;  now  you  are  begin- 
ning to  spend  your  mornings  in  study.  You  have  been 
incessantly  stimulating  your  emotions  with  concerts 
and  operas,  with  French  plays,  and  French  novels; 
now  you  are  exerting  your  understanding  to  learn 
Greek,  and  solve  propositions  in  Euclid.  Beware! 
oh  beware!!  science  pronounces  that  the  woman  who 
studies  is  lost.®® 

There  were  still,  other  physicians  less  disposed  to 
seeing  women  continue  to  live  within  the  narrow 
confines  of  domesticity,  however  differently  por- 
trayed from  the  past.  Yet  the  woman’s  role  re- 
mained largely  undefined  in  their  writings.  The 
proper  role  and  how  the  woman  should  pursue  it 
caused  endless  arguments  among  them.  At  best, 
they  agreed  that  the  new  role  would  be  outside 
the  home;  but  they  also  believed  that  she  must 
recognize  her  “natural’  inclinations  and  aptitudes 
before  attempting  to  move  completely  into  the 
man’s  world.  The  suggestion  had  the  effect  of  en- 
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couraging  women  to  leave  the  home  if  they  must, 
but  maintain  the  femininity  of  the  domesticated 
housewife.  Women  were  advised  to  carry  with 
them  ail  the  paraphernalia  of  the  home  virtues. 
Indeed,  these  nineteenth  century  physicians  ad- 
vised women  to  perpetuate  the  mythology  of  their 
home  life  style  in  the  outside  world,  a request, 
which  if  complied  with,  would  make  them  non- 
competitive, ministering  angels  to  the  less  fortu- 
nate of  the  city.  Physicians,  like  the  society 
around  them,  could  not  accept  the  “mannish 
maiden.”  Woman  personified  an  ideal,  and  the 
“new  woman”  was  sacrificed  to  that  ideal;  she  was 
made  to  perpetuate  the  myth  outside  the  home. 
Her  position  in  the  community  could  only  mirror 
that  of  her  home  circle.  The  “new  woman”  was 
surely  not  as  timid  or  as  quiet  as  those  who  came 
before  her,  but  she  was  nonetheless  required  to 
yield  quickly  to  the  domination  of  the  superior 
man.  Man  was  her  natural  protector.  Her  mod- 
esty, her  piety,  her  physical  weakness,  and  her 
lack  of  intellectual  training  made  hers  a destiny  of 
implicit  compliance  with  a value  system  in  which 
she  would  always  be  subordinate,  venerated,  ad- 
mired, and  ignored. 

Because  of  centuries  of  dependence  on  the  male, 
women  tended  to  lack  not  only  incentive  but  also 
the  will  power  to  develop  their  own  natural  feel- 
ings. Their  never-ending  routine  of  domestic 
pursuits  had  caused  their  nerve  centers  to  lose 
control  and  go  astray,  travelling  along  “for- 
bidden channels.”^'*  Women  were  victims  of 
“habit-fatigue”  because  of  the  lack  of  diversifica- 
tion in  their  work.  A psychophysical  change  thus 
occurred,  a change  which  affected  “the  centers  of 
sensation  in  the  brain  and  [gave]  rise  to  feelings  of 
lassitude  and  tension.  Forced  into  a life  style 
requiring  flattery,  women  had  deprived  their  fac- 
ulties of  legitimate  and  rewarding  emotions  and 
feelings.'’®  By  withholding  emotions  because  of 
the  strictures  of  a particular  culture,  women  had 
suffered  horrible  nervous  disorders. 

Palmer,®'^  of  Rochester,  remarked  rather  dis- 
paragingly that  whenever  women  left  the  home 
or  bettered  their  opportunities  through  educa- 
tion and  the  professions,  they  were  inevitably 
“met  ...  by  disagreement  from  one  of  the  best  in- 
formed and  most  philanthropic  class  of  citizens — 
the  doctors.”  The  physician’s  usual  remarks,  she 
wrote,  were  that  such  a step  was  impossible,  that 
women  could  not  equal  the  brain  work  of  men,  and 
that  in  those  cases  in  which  they  were  not  yet 
married,  they  “will  probably  be  deprived  of  happy 
marriage.”  While  Palmer  disagreed  with  the 
degree  of  this  old-fashioned  moralism,  she  be- 
trayed no  impulsive  sentiment  for  the  completely 
liberated  female.  One  physician  looked  to  the  role 
of  woman  with  the  eyes  of  a romantic  melodrama- 
tist.  '^rhe  whole  nature  of  woman’s  constitution, 
he  wrote,  was  not  only  “more  delicate,”  but  was 
“more  easily  disturbed”  by  “exposure”  to  the  out- 
side world.  For  that  reason,  nature  had  pre- 


scribed for  her  a “life  of  ease  and  comparative  in- 
activity.”®® Both  men  and  women  had  well-defined 
roles.  Their  roles  were  like  two  distinct  rivers  seek- 
ing an  outlet  in  the  same  sea. 

They  flow  through  different  channels,  but  the  aim 
of  both  is  the  same.  Her  course  like  the  stream  which 
flows  through  gentle  meadows  of  grass  and  flowers; 
his  the  wild  mountain  torrent,  dashing  through  gorges 
and  leaping  precipices,  causing  the  mild  roar  of  the 
cataract,  but  bearing  everything  before  it  by  main 
force.  For  the  work  peculiarly  appropriate  to  wom- 
an, she  of  course  is  far  superior  to  man.  Her  work, 
however,  does  not  tend  toward  massive  strength  either 
of  body  or  mind,  but  rather  to  a gentle  modelling  of 
both.  Purely  mental  culture  in  her,  yielding  to  the 
affections,  which,  being  more  stimulated,  predom- 
inate. Where  these  go  hand  in  hand,  both  the  affec- 
tions and  mind  receiving  the  best  culture,  we  find  the 
highest  type  of  womanhood — I might  say  the  highest 
type  of  humanity.®® 

There  were  other  physicians  who  were  less  ro- 
mantic in  their  analysis.  Dana  wrote  in  the 
Boston  Medical  and  Surgical  Journal  that  in  no 
instance  had  he  ever  found  a woman  who  suffered 
from  neurasthenia  to  be  a victim  of  nervous  ex- 
haustion due  to  overwork  or  to  taxing  her  mental 
energies.  Both  he  and  Hall,®®  of  Massachusetts, 
thought  the  cause  for  women’s  neurasthenia  lay 
more  in  their  idleness  than  anything  else.  “When 
neurasthenia  in  almost  any  degree  is  established,” 
wrote  Hall,  “a  feeling  of  fatigue  is  often  brought  on 
by  the  mere  thought  of  exertion  or  by  the  antic- 
ipation of  any  task.”  Neurasthenic  women  were 
those  who  led  “faulty  lives,”  and  correction  re- 
quired a radical  change  in  life  style.  Old  worries, 
irritations,  and  the  life  guided  by  habit  had  been 
the  cause  of  their  difficulties.  The  great  need  for 
neurasthenic  women,  suggeked  Hall,  was  not  in 
diagnosing  “prolonged  rest,”  but  rather  in  “bring- 
ing about  a gradual  progress  [in]  the  conditions  of 
a normal  life,  a life  of  pleasant  and  progressive  oc- 
cupation, as  different  as  possible  from  the  previ- 
ous life  and  resulting  in  self-forgetfulness.”  Most 
neurasthenic  women,  he  wrote,  were  more  than 
average  people;  generally  they  were  clever,  artis- 
tic, and  had  a potentiality  for  more  difficult  prob- 
lems. The  condition  of  neurasthenia  was  not  a 
result  of  attempting  the  change  but  in  remain- 
ing passive  to  the  creative  power  and  continuing 
to  subsist  on  the  meager  and  unchallenging  life 
styles  of  the  present. 

Throughout  Cleaves’®'  book  she  depicted  herself 
as  a “mannish  maiden.”  Her  father’s  closest 
companion  in  her  youth,  she  said  often:  “I  was 

my  father’s  ‘boy.’  ” As  a result  of  a childhood  of 
repeated  intellectual  confrontations  and  her 
father’s  wish  that  she  enter  the  professional  world, 
the  author  went  into  medicine.  Saddened  by  the 
lack  of  interest  in  the  life  styles  society  had  pre- 
pared for  her  and  constantly  exhausted  by  the 
mental  tensions  and  disappointments  that  her 
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chosen  career  in  medicine  had  given  her,  her  life 
became  one  of  constant  depression  and  anguished 
impatience  with  society’s  intolerance.  She  had 
been  brought  up  to  assume  a man’s  role  in  .society, 
when,  in  fact,  society  was  still  unprepared  to  ac- 
cept such  an  identity.  The  result  was  a “sprained 
brain. Prepared  for  a greater,  more  intellectual 
role  than  her  sex  had  been  permitted  to  assume, 
she  felt  “alone,  shut  out  from  the  active  whirl  of 
the  world. ’’®^' 

Victory  will  come  to  the  few,  but  shattered  nerves 
to  the  most.  Women,  more  than  men,  are  handi- 
capped at  the  outset,  not  necessarily  because  they  are 
women,  but  because,  suddenly  and  without  the  pre- 
vious preparation  that  men  for  generations  have  had, 
they  attempt  to  fulfill  certain  conditions  and  are  ex- 
pected to  qualify  themselves  for  certain  work  and  dis- 
tinctions.. . . It  may  be  true,  as  emphasized  by  [Weir] 
Mitchell  and  others,  that  girls  and  women  are  unfit 
to  bear  the  continued  labor  of  mind  because  of  the 
disqualifications  existing  in  their  physiological  life.®^ 

The  degree  to  which  “liberal”  physicians  hesi- 
tated in  encouraging  fully  “liberated  women”  is 
more  than  evidenced  in  their  suggestions  that 
women  seek  out  altruistic  vocations  in  the  urban 
streets  rather  than  in  the  urban  business  houses. 
In  Boston,  New  York,  San  Francisco,  Chicago, 
and  other  urban  centers,  physicians  and  clergy 
cooperated  to  deal  with  the  “mannish  maidens.” 
The  self-centeredness  of  urban  women,  wrote 
McComb*^"’  of  the  Emmanuel  Movement  of  Boston, 
left  them  “without  any  conscious  purpose  in  life.” 
Constructive  work,  and  above  all,  altruistic  work, 
had  a healing  character.  If  only  urban  women 
would  transform  the  misery  of  their  existence, 
their  brooding,  their  worry,  and  vacillation  into 
organizational  work  devoted  to  the  redemption  of 
others,  the  wretchedness  of  neurasthenia  would 
become  a passing  phase.  The  solution  to  women’s 
dilemma  was  a social  gospel  with  roots  in  both 
medicine  and  religion.  McComb’s  Emmanuel 
Movement,  like  other  mind-cure  urban  agencies, 
sought  to  create  ministering  angels  out  of  the 
neurasthenic  sufferers  who  chose  to  leave  their 
homes.  Unhappiness  came  from  “a  disease  of  the 
soul,”  wrote  McComb,  a disease  which  did  not 
need  drugs  but  a new  view  on  life.  Women’s  al- 
truism would  overcome  “nerve-wasting  emotions” 
and  create  individuals  whose  minds  were  sustained 
by  ‘moments  of  physical  and  mental  relaxation.” 
Drugs,  those  crutches  used  by  women  to  carry 
them  through  the  depressions  of  self-centered- 
ness, would  be  supplanted  by  a social  gospel  of 
good  works.  Urban  life  for  “liberated  women” 
depended  on  a harmony  of  brain,  nerve,  and  reli- 
gious aptitude. 

The  so-called  neurasthenic  woman  was  never 
defined  in  any  measurable  way  in  the  late  nine- 
teenth century.  Too  often  the  term  stood  for 
conflicting  terms  and  ideologies.  She  became  an 
enigma  to  the  medical  profession,  an  enigma  that 


grew  first  from  an  imperfect  apprehension  of  the 
disorder  and  was  confused  even  further  by  the  di- 
alectic skills  of  the  physician-philosophers  of  the 
age.  The  origin  of  her  neurasthenia  was  spurious, 
connected  at  one  point  to  a romantic  idea  of  her- 
.self  and  her  impending  suffering  for  the  fruits  of 
progress,  and  at  another,  to  a banal,  mechanical 
rejection  of  her  accepted  life  style.  Neurasthenia, 
a reservoir  of  class  prejudices,  status  desires,  urban 
arrogance,  and  indulgent  self-centeredness,  was 
also  an  index,  among  other  gauges,  by  which  the 
nineteenth  century  woman  measured  her  right  to 
recognition  and  her  claim  to  equality.  The  will, 
the  imagination,  and  a thousand  concealed  dis- 
orders of  the  body  conspired  to  formulate  an  ethic 
for  the  urban  woman.  Perhaps  the  ambiguity  con- 
cerning her  malady  explains  the  voluminous  ma- 
terial on  the  neurasthenic  woman.  While  few  phy- 
sicians questioned  the  greater  intellectual  brain 
force  of  the  urban  businessman  as  a cause  for  his 
neurasthenia,  almost  all  were  willing  to  dispute 
the  similar  implications  that  accompanied  the 
neurasthenia  of  women.  Physicians  were  con- 
spicuously divided  on  the  social  implications  of 
woman’s  neurasthenia,  a division  that  went  to 
the  very  heart  of  the  woman’s  role  in  the  society 
of  the  late  nineteenth  century. 
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Letters  to  the  Editor 


Voluntary  sterilization 
and  the  medical  profession 

To  the  Editor:  There  are  two  reasons  why  physicians 
should  be  well-informed  about  all  methods  of  contracep- 
tion. (1)  It  has  been  agreed  that  there  are  damaging 
psychologic  and  social  consequences  to  the  mother,  to 
her  family,  and  to  the  child  she  bears  when  it  is  un- 
wanted. (2)  Most  physicians,  biologists,  sociologists, 
ecologists,  and  politicians,  including  President  Nixon, 
have  realized  that  it  will  be  necessary'  to  encourage  peo- 
ple to  want  small  families. 

But  many  physicians  appear  rather  ambivalent  about 
the  matter.  It  is  my  thesis  that  voluntary  sterilization, 
as  a method  of  family  planning,  is  not  generally  con- 
sidered rationally  on  its  merits.  It  should  be  thoroughly 
considered  whenever  a person  is  sure  that  he  or  she  never 
wants  any  more  children. 

The  high  failure  rates  of  other  methods  are  often  not 
appreciated.  The  annual  failure  rates  sound  reas- 
suringly low,  but  if  a mechanical  method  is  used  for  a 
period  of  fifteen  years,  there  is  a greater  than  50  per  cent 
chance  of  having  another  child.  Even  if  an  intrauterine 
device  is  successfully  retained,  there  is  a 15  per  cent  risk 
of  pregnancy  in  ten  years.  Every  physician  knows  about 
the  current  fears  concerning  the  pill.  Many  couples  are 
continuously  fearful  of  pregnancy.  A physician  who  does 
not  offer  the  option  of  sterilization  is  saying,  in  effect, 
“you  must  continue  to  take  these  chances.” 

It  is  true  that  with  voluntary  sterilization  there  is  the 
chance  of  regret,  in  less  than  2 per  cent  of  cases  according 
to  many  surveys,  but  is  it  up  to  the  physician  to  decide 
which  chance  the  patient  must  take?  If  his  own  religion 
or  convictions  prevent  him  from  considering  this  option 
with  the  patient,  he  should  refer  the  patient  elsewhere, 
as  is  now  recommended  in  abortion  cases. 

At  present  only  a minority  of  urologists  will  perform 
vasectomies.  Some  even  tell  their  patients  that  it  is 
illegal.  Many  say  that  they  fear  lawsuits,  although, 
as  the  counsel  of  the  AMA  has  stated,  there  is  no  more 
risk  of  a malpractice  suit  with  this  operation  than  with 
any  other.  No  suit  against  a physician  or  hospital  has 
ever  been  won  when  the  operation  has  been  competently 
performed  and  informed  consent  has  been  obtained. 
Fears  about  psychologic  complications  are  exaggerated; 
they  are  rare.  In  the  most  recent  large  study,  that  of 
the  Simon  Population  Trust  in  England,  which  reported 
in  1969  on  more  than  1,000  vasectomies,  the  patients’ 
sexual  life  improved  in  73.1  per  cent  of  cases,  deterio- 
rated in  1.5  per  cent  and  remained  the  same  in  the  rest. 

A man  or  woman  of  means,  sophistication,  and  persis- 
tence can  shop  around  for  a physician  and  hospital  with 
relatively  liberal  criteria.  But  if  a person  is  restricted 
by  financial  or  geographic  limitations,  or  has  little  infor- 


mation, he  or  she  often  has  no  opportunity  to  consider 
the  pros  and  cons  of  voluntary  sterilization. 

A survey  has  just  been  made  by  the  Association  for 
Voluntary  Sterilization  of  the  22  hospitals  in  Nassau  and 
Suffolk  Counties  that  have  obstetric  services.  Informa- 
tion has  been  obtained  from  20.  Only  one  hospital  in 
either  county  states  that  it  will  do  a sterilization  on  a 
woman  under  thirty  years  old  with  fewer  than  5 chil- 
dren! Several  will  never  do  a sterilization  except  for 
medical  indications,  and  some  of  these  are  not  Catholic 
hospitals.  Why  won’t  they?  Committees  and  regula- 
tions have  been  declared  unnecessary  by  the  American 
College  of  Obstetricians  and  Gynecologists.  In  August, 
1970,  they  further  stated:  “If  sterilization  is  requested 
by  the  patient,  and  her  physician  agrees,  consultation 
is  not  necessary.”  Many  hospitals  ignore  these  guide- 
lines. What  has  happened  to  the  alleged  freedom  of  a 
woman  to  decide  not  to  have  any  more  unwanted  chil- 
dren? 

A study  of  sterilization  services  and  policies  in  372 
teaching  hospitals  in  the  United  States  and  Canada 
has  just  been  completed  by  the  Center  for  Population 
Planning  of  the  University  of  Michigan.  I quote  from 
some  of  their  conclusions: 

Many  hospitals  had  policies  against  performing  voluntary 
sterilizations  for  men  or  referring  them  for  operations  in  the 
private  offices  of  urologists,  despite  the  fact  that  vasectomy  is 
a much  simpler  operation  than  tubal  ligation. 

No  consistent  medical  practice  existed  regarding  vol- 
untary sterilization  and  consequently  there  had  been  no  valid 
reason  for  refusal  of  many  applications. 

Eligibility  requirements  in  the  types  of  hospitals  covered 
varied  so  widely  as  to  make  it  clear  that  arbitrary  value  sys- 
tems, not  scientifically  based  rules,  were  in  use. 

A study  was  made  in  the  summer  of  1970  for  the  New 
York  City  Department  of  Health  of  policies  and  prac- 
tices in  local  hospitals.  Examples  of  the  ratio  of  sterili- 
zations to  deliveries  in  non-Catholic  hospitals  in  1969 
ranged  from  lows  of  3 in  2,510  deliveries  and  68  per  4,854 
in  hospitals  with  restrictive  policies  to  highs  of  276  per 
1,915  and  420  per  2,402  in  hospitals  with  more  liberal 
policies.  The  latter  have  waiting  lists.  Vasectomies 
were  hardly  ever  performed. 

The  assumption  of  the  right  to  specify  the  family  size 
of  the  patient  by  hospital  is  now  being  challenged  in 
court.  Hospitals  are  arbitrarily  determining  the  fertility 
of  others  whenever  they  withhold  crucial  information 
and  services.  I,  therefore,  urge  that  there  no  longer  be 
sterilization  committees  or  regulations  which  interfere 
with  ihe  doctor-patient  relationship,  or  with  the  right  of 
the  physician  to  practice  medicine  as  he  thinks  best. 
I further  urge  each  physician  to  consider  without  preju- 
dice the  wish  of  a patient  to  terminate  his  or  her  fertility, 
even  though  the  physician  might  not  choose  it  for  him- 
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self  in  similar  circumstances.  There  are  certainly  con- 
traindications to  voluntary  sterilization,  but  not  having 
enough  children  to  meet  some  arbitrary  number  should 
not  be  one  of  them. 

HELEN  EDEY,  M.D. 

Chairman,  Association  for  Voluntary  Sterilization 

14  West  40th  Street 

New  York,  New  York  10018 


Air  pollution 

To  the  Editor:  An  editorial  in  the  September  issue  of 

the  The  Journal  of  the  Medical  Society  of  New  Jersey, 
commenting  on  an  abstract  from  an  editorial  in  the  June 
15,  1970,  issue  of  the  New  York  State  Journal  of  Medi- 
cine, repeats  the  following,  which  may  have  been  true 
ten  years  ago:  “The  adverse  effect  of  air  pollution  on  the 
general  health  has  been  based  on  several  severe  episodes 
of  community-wide  pollution  and  specific  exposures 
under  industrial  conditions,  but  practically  no  valid 
epidemiologic  studies  and  little  experimental  data  are 
available.” 

Go  through  air  pollution  abstracts  for  the  past  ten 
years.  You  will  see  thousands  of  experimental  data  re- 
ports and  hundreds  of  valid  epidemiologic  studies  from 
all  over  the  world,  many  from  the  highest  echelons  of  re- 
search. Over-exposure  to  polluted  air  from  traffic,  for 
example,  causes  serious  injury  to  the  heart  and  brain, 
according  to  recent  reports  in  reputable  scientific  jour- 
nals. 

Errors  of  fact  like  this  can  do  irreparable  harm  to  those 
of  us  who  are  trying  to  do  something  about  the  air  pollu- 
tion problem.  Legislators  read  these  statements  and  as- 
sume that  further  study  is  necessary  before  they  can 
appropriate  money  or  pass  stronger  laws  to  control  air 
pollution. 

FRANK  L.  ROSEN,  M.D.,  Chairman 

Air  Pollution  Committee 
Essex  County  Medical  Society 
New  Jersey 

Editor’s  Note:  A recent  epidemiologic  report  (Mu- 
rawski,  T.  J.:  Sixth  Annual  Symposium  on  Air  Pol- 

lution and  Respiratory  Disease)  casts  some  doubt  on 
environmental  effects  on  emphysema. 


Drive  against  drug  abuse 

To  the  Editor:  I am  becoming  increasingly  concerned 
with  an  unhappy  side-effect  of  the  drive  against  drug 
abuse.  I am  in  accord,  of  course,  with  the  basic  efforts 
directed  against  the  abuse  and  misuse  of  drugs.  How- 
ever, because  of  the  intensity  and  zealousness  with 
which  the  program  of  public  education  is  being  im- 
plemented, many  patients  who  are  taking  medications 
in  the  interest  of  their  health  have  become  fearful  and 
guilt-stricken  over  the  fact  that  they  take  medication. 
The  words  “barbiturate”  and  “amphetamine”  have 
become  evil  words,  virtually  synonymous  with  drug 
addiction.  The  word  “narcotic”  is  used  indiscriminately 
too  often  with  regard  to  drugs  which  are  not  narcotics. 

As  we  well  know,  drugs  are  a most  useful  tool  in  the 
treatment  of  various  illnesses  and  certainly  so  in  the 
practice  of  psychiatry.  The  publicity  through  news- 
papers, radio,  and  television  is,  of  course,  aimed  at 
lessening  abuse  and  misuse  of  drugs.  However,  I 
doubt  that  these  programs  have  much  of  a useful  effect 
on  the  illicit  drug  user.  On  the  other  hand,  many 
people  taking  drugs  legitimately  are  affected  with  guilt 
and  anxiety.  As  in  one  instance,  a television  com- 
mercial says,  “Mrs.  So  and  So  took  a pill  this  morning 
to  ‘get  going’  and  will  take  another  tonight  to  go  to 
sleep,”  with  the  inference  that  this  should  not  be  done. 

As  an  individual  physician,  I realize  that  there  is  little 
or  nothing  I can  do  about  this  problem,  other  than  to 
“write  a letter  to  the  editor”  and  to  reassure  my  own 
patients.  It  does  seem  to  me  that  the  State  Medical 
Society  should  take  steps  to  help  guide  those  in  charge 
of  publicity  regarding  drug  abuse,  so  that  the  publicity 
is  more  properly  executed.  For  example,  in  the  publicity 
it  should  be  emphasized  that  medications  prescribed  by 
physicians  are  not  included  in  the  warnings.  Further- 
more, with  medications,  the  dosage  is  the  important 
factor,  not  the  medication  per  se.  Even  morphine, 
in  proper  dosage,  is  importantly  useful  and  not  to  be 
condemned. 

We  know,  and  the  Governor’s  office  has  so  stated 
publicly,  that  the  population  in  State  hospitals  has 
diminished  considerably  because  of  the  use  of  drugs 
in  the  treatment  of  patients.  Many  people  must  con- 
tinue to  take  various  medications  supportively  to  be 
able  to  function.  To  have  them  unduly  disturbed  is 
unnecessary  and  wrong. 

I know  that  a number  of  physicians  agree  with  my 
point  of  view  and  hope  that  more  attention  will  be 
given  to  this  problem. 

JACOB  SIRKIN,  M.D. 

330  East  Avenue 
Newark,  New  York  14513 
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Raymond  Samuel  Barry,  M.D.,  of  Niagara  Falls,  died 
on  December  22,  1970,  at  the  age  of  eighty-four.  Dr. 
Barry  graduated  in  1911  from  New  York  Homeopathic 
Medical  College  and  F'lower  Hospital.  He  was  an 
honorary  surgeon  at  Niagara  Falls  Memorial  Hospital. 
Dr.  Barry  was  a member  of  the  Niagara  County  Medical 
Society  and  a past  president,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associ- 
ation. 

Daniel  R.  Botsford,  M.D.,  of  Buffalo,  died  on  Decem- 
ber 22,  1970,  at  the  age  of  fifty-two.  Dr.  Botsford  gradu- 
ated in  1941  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  an  attending  ophthalmologist  at 
Gowanda  State  Hospital  (Helmuth),  a clinical  associate 
ophthalmologist  at  Buffalo  General  Hospital,  and  an 
assistant  attending  ophthalmologist  at  Children’s  Hos- 
pital. Dr.  Botsford  was  a Diplomate  of  the  American 
Board  of  Ophthalmology  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology,  the 
Erie  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associ- 
ation. 

Raymond  Warren  DeSmit,  M.D.,  of  Williamson,  died 
in  January  at  the  age  of  sixty-two.  Dr.  DeSmit  gradu- 
ated in  1934  from  McGill  University  Faculty  of  Medi- 
cine. He  was  a member  of  the  Wayne  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Mortimer  E.  Ehrlich,  M,D.,  of  New  York  City,  died  on 
January  13  at  the  age  of  sixty-one.  Dr.  Ehrlich  gradu- 
ated in  1934  from  New  York  Medical  College  and  Flower 
Hospital.  He  was  an  attending  physician  in  rheuma- 
tism at  Beth  Israel  Medical  Center.  Dr.  Ehrlich  was  a 
member  of  the  American  Rheumatism  Association,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Kyle  Hill,  M.D.,  of  Hempstead,  died  on  January  5 at 
the  age  of  seventy-two.  Dr.  Hill  graduated  in  1927  from 
Tulane  University  School  of  Medicine.  He  was  a con- 
sulting pediatrician  at  Mercy,  Meadowbrook,  and  Nassau 
Hospitals.  Dr.  Hill  was  a member  of  the  American 
Academy  of  Pediatrics,  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Edward  Sayer  Hoffman,  M.D.,  of  Rochester,  died  on 
December  25,  1970,  at  the  age  of  sixty-two.  Dr.  Hoffman 
graduated  in  1934  from  the  University  of  Maryland 
School  of  Medicine  and  College  of  Physicians  and  Sur- 
geons. He  was  an  attending  physician  in  general  prac- 
tice at  Highland  Hospital  of  Rochester.  Dr.  Hoffman 
was  a member  of  the  American  Academy  of  General 
Practice,  the  Rochester  Academy  of  Medicine,  the  Mon- 
roe County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associ- 
ation. 


John  Ralph  Honiss,  M.D.,  of  Rochester,  died  on 
December  27,  1970,  at  the  age  of  eighty-five.  Dr.  Honiss 
graduated  in  1912  from  New  York  Homeopathic  Medical 
College  and  Flower  Hospital.  He  was  a consulting  oto- 
laryngologist at  Genesee  Hospital.  Dr.  Honiss  was  a 
Diplomate  of  the  American  Board  of  Otolaryngology,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a mem- 
ber of  the  American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  American  Laryngological,  Rhino- 
logical  and  Otological  Society,  the  Rochester  Academy  of 
Medicine,  the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

James  Calvert  Kirkbright,  M.D.,  of  Eastchester,  died 
on  January  12  at  the  age  of  sixty-eight.  Dr.  Kirkbright 
graduated  in  1928  from  Harvard  University  Medical 
Sch(K)l.  He  was  a consulting  otolaryngologist  at  St. 
Luke’s  Hospital  Center.  Dr.  Kirkbright  was  a Diplo- 
mate of  the  American  Board  of  Otolaryngology,  a Fellow 
of  the  American  College  of  Surgeons,  and  a member  of 
the  American  Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Harold  H.  Lefft,  M.D.,  of  New  York  City,  died  on  Janu- 
ary 13  at  the  age  of  fifty-nine.  Dr.  Lefft  received  his 
medical  degree  from  the  University  of  Basel  in  1936.  He 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Isaiah  Libin,  M.D.,  of  The  Bronx,  died  on  December  18, 
1970,  at  the  age  of  sixty-seven.  Dr.  Libin  graduated  in 
1929  from  New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Victor  Louis  P.  Manczur,  M.D.,  of  Babylon,  died  on 
January  13  at  the  age  of  sixty-three.  Dr.  Manczur  re- 
ceived his  medical  degree  from  the  University  of  Buda- 
pest in  1931.  He  was  a member  of  the  American  Acade- 
my of  General  Practice,  the  American  Society  of  Clinical 
Hypnosis,  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Ernest  Milton  Moser,  M.D.,  of  Akron,  died  on  Decem- 
ber 15,  1970,  at  the  age  of  seventy-eight.  Dr.  Moser 
received  his  medical  degree  from  the  University  of 
Frankfurt  in  1921.  He  was  a member  of  the  medical 
staff  at  Genesee  Memorial  Hospital  (Batavia).  Dr. 
Moser  was  a member  of  the  Genesee  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 
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Emil  A.  Pascal,  M.D.,  of  Rome,  Italy,  formerly  of 
Harrison,  died  on  January  14  at  the  age  of  eighty-six. 
Dr.  Pascal  graduated  in  1909  from  Long  Island  College 
Hospital.  He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Donald  Ross  Reed,  M.D.,  of  Irvington,  died  on  January 
9 at  the  age  of  sixty-four.  Dr.  Reed  graduated  in  1929 
from  the  University  of  Iowa  Medical  Department.  He 
was  an  attending  pediatrician  at  Grasslands  Hospital 
and  Phelps  Memorial  Hospital  Association  (North 
Tarrytown-on- Hudson)  and  an  assistant  attending  pedi- 
atrician at  Presbyterian  Hospital.  Dr.  Reed  was  a Diplo- 
mate  of  the  American  Board  of  Pediatrics  and  a mem- 
ber of  the  American  Academy  of  Pediatrics,  the  West- 
chester County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 


Sanford  Sarney,  M.D.,  of  Brooklyn,  died  on  January 
15  at  the  age  of  fifty-seven.  Dr.  Sarney  graduated  in 
1937  from  Johns  Hopkins  University  School  of  Medicine. 
He  was  an  attending  physician  and  an  attending  chest 
physician  at  Long  Island  College  Hospital  Outpatient 
Department.  Dr.  Sarney  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Physicians,  and  a member  of  the 
New  York  Society  of  Internal  Medicine,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Solomon  Schneider,  M.D.,  of  New  York  City,  died  on 
February  11,  1970,  at  the  age  of  seventy-seven.  Dr. 
Schneider  graduated  in  1914  from  Long  Island  College 
Hospital.  He  was  a member  of  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


Book  Notes 


Modern  Trends  in  Cardiology  2.  Edited  by  A.  Mor- 
gan Jones,  M.Sc.,  M.B.  Octavo  of  372  pages,  illustrat- 
ed. New  York,  Appleton- Century- Crofts,  1970.  Cloth, 
$14.50. 

This  second  series  is  an  almost  completely  new  book, 
for  only  the  chapter  on  myocardial  metabolism  is  based 
on  that  in  the  first  series,  and  this  has  been  greatly  re- 
vised. As  before,  considerable  space  has  been  allocated 
to  the  dominating  problem  of  ischemic  heart  disease, 
but  the  emphasis  has  been  moved  from  diagnosis  and 
treatment  to  etiology,  the  presymptomatic  phase,  and 
prophylaxis. 

Adolescent  Endocrinology.  Edited  by  Felix  P.  Heald, 
M.D.,  and  Wellington  Hung,  M.D.  Octavo  of  174  pages, 
illustrated.  New  York,  Appleton-Century-Crofts,  1970. 
Cloth,  $9.75. 

This  book,  as  its  title  suggests,  is  concerned  with  the 
endocrine  phenomena  of  puberty.  As  the  editors  point 
out,  we  are  only  beginning  to  unravel  the  normal  hor- 
monal levels  during  the  sequence  of  events  that  occur 
during  pubescence.  Various  aspects  of  this  important 
subject  are  considered  by  the  contributors  to  this  work. 


Manual  of  Laboratory  Medicine.  By  Antonella  Brug- 
hera-Jones,  M.D.  Octavo  of  383  pages,  illustrated. 
New  York,  Harper  & Row,  1970.  Cloth,  $10. 

This  manual  is  not  intended  as  a comprehensive  text- 
book of  diagnostic  tests  and  procedures,  but  as  a concise 
description  of  those  laboratory  tests  which  the  student 
of  medicine  as  well  as  the  physician  in  clinical  practice 
will  find  useful  in  caring  for  patients.  The  author  has 
had  ten  years  of  experience  teaching  the  laboratory  sec- 
tion of  a course  in  clinical  pathology  to  second-year  med- 
ical students  at  New  York  University  School  of  Medi- 
cine. 


Smooth  Muscle.  Edited  by  E.  Biilbring,  A.  F.  Brad- 
ing,  A.  W.  Jones,  and  T.  Tomita.  Octavo  of  676  pages, 
illustrated.  Baltimore,  The  Williams  & Wilkins  Com- 
pany, 1970.  Cloth,  $29.75. 

The  chapters  in  this  book  have  all  been  written  by  peo- 
ple who,  at  one  stage  of  their  career,  have  worked  under 
Professor  Edith  Biilbring  in  the  Department  of  Pharma- 
cology, Oxford.  The  main  objective  of  this  book  is  to 
present  a comprehensive  account  of  the  current  activity 
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in  this  field.  It  is,  therefore,  hoped  that  it  will  serve  as 
a useful  review  for  workers  in  the  field  as  well  as  a stimu- 
lus for  future  investigators. 

Modern  Trends  in  Urology  3.  Kdited  by  Sir  Eric 
Riches,  M.C.,  M.S.  Octavo  of  344  pages,  illustrated. 
New  York,  Appleton-Century-Crofts,  1970.  Cloth, 
$16. 

The  earlier  volumes  of  this  series  have  covered  many  of 
the  more  practical  aspects  of  clinical  and  operative  urol- 
ogy. The  present  volume  emphasizes  the  growing  im- 
pact of  ever  more  scientific  and  sophisticated  knowledge 
and  technic,  notably  in  the  field  of  practical  urology. 
The  aim  throughout  has  been  to  give  the  reader  concise, 
up-to-date  accounts  of  clinical,  operative,  or  theoretical 
urology  in  its  broadest  sense. 

Community  Medicine.  Teaching,  Research,  and 
Health  Care.  By  Willoughby  Lathem,  M.D.,  and  Anne 
Newbery.  Octavo  of  342  pages,  illustrated.  New  York, 
Appleton-Century-Crofts,  1970.  Cloth,  $10. 

This  book  is  a record  of  a conference  which  was  held 
under  the  sponsorship  of  The  Rockefeller  Foundation 
at  Bellagio,  Italy,  in  1968.  Community  medicine  was 
selected  as  the  theme  because  of  the  need  to  focus  critical 
attention  on  the  characteristics  and  accelerating  prog- 
ress of  this  innovative  method  of  health  care  and  the 
revisions  in  medical  education  which  it  requires. 


The  Coronary  Care  Unit.  By  William  J.  Grace,  M.D., 
and  Victor  Keyloun,  M.D.  Octavo  of  223  pages,  illus- 
trated. New  York,  Appleton-Century-Crofts,  1970. 
Cloth,  $8.50. 

This  book  is  intended  as  a guide  for  those  who  are  start- 
ing or  are  about  to  start  a coronary  care  unit,  and  is  the 
result  of  the  authors’  personal  experience  and  second 
thoughts  after  supervising  such  a unit  for  the  past  five 
years.  It  is  not  intended  to  be  a textbook  of  cardiology, 
although  some  aspects  of  the  management  of  acutely  ill 
patients  with  acute  coronary  artery  disease  are  described 
in  detail. 


Legal  Foundations  of  Nursing  Practice.  By  Irene  A. 
Murchison,  R.N.,  B.S.,  M.A.,  and  Thomas  S.  Nichols, 
A.B.,  M.S.,  LL.B.  Quarto  of  529  pages.  New  York, 
The  Macmillan  Company,  1970.  Cloth,  $8.95. 

A professional  nurse  and  attorney  present  for  the  first 
time  an  in-depth  analysis  of  the  legal  principles  under- 
lying nursing  practice.  The  book  adopts  a new  approach 
by  including  carefully  selected  materials  from  the  legal 
literature  and  from  actual  legal  decisions  involving 
nurses.  It  is  designed  for  both  undergraduate  and 
graduate  students  of  nursing  and  for  practitioners  in 
varying  educational  settings. 

Modern  Concepts  in  Medical  Physiology.  Control 
of  Energy  Exchange.  By  Loren  D.  Carlson,  Ph.D., 
and  Arnold  C.  L.  Hsieh,  M.D.  Quarto  of  151  pages, 
illustrated.  New  York,  The  Macmillan  Company,  1970. 
Paper,  $4.95,  Cloth,  $6.95. 


This  monograph  considers  energy  exchange  in  terms  of 
the  various  systems  that  are  involved.  It  has  been 
written  as  an  introduction  to  the  subject  for  medical 
students,  graduate  students,  and  engineers  interested 
in  biologic  phenomena.  It  should  serve  the  function  of 
consolidating  pertinent  information  and  making  it  avail- 
able in  a more  compact  and  convenient  format. 


The  Development  of  the  Infant  and  Young  Child, 
Normal  and  Abnormal.  By  R.  S.  Illingworth,  M.D. 
Fourth  edition.  Octavo  of  382  pages,  illustrated.  Balti- 
more, The  Williams  & Wilkins  Company,  1970.  Cloth, 
$11.75. 

A large  number  of  alterations  have  been  made  in  this 
new  edition  including  the  addition  of  over  120  new  refer- 
ences and  the  removal  of  some  old  outdated  ones.  Many 
chapters  have  been  completely  rearranged  and  largely 
rewritten.  As  a result  of  comments  made  by  a reviewer 
of  the  previous  edition,  the  author  wishes  to  make  clear 
again  that  this  book  is  not  intended  to  cover  psychologic 
development  and  variations,  such  as  the  basis  of  be- 
haviour problems. 


Injuries  of  the  Knee  Joint.  Fourth  edition.  By  I.  S. 
Smillie,  O.B.El.,  Ch.M.  Quarto  of  393  pages,  illus- 
trated. Baltimore,  The  Williams  & Wilkins  Company, 
1970.  Cloth  $29.75. 

In  this  new  edition,  the  text  has  been  subjected  to  re- 
vision, amendment,  and  occasional  expansion.  It  ac- 
knowledges that  many  surgeons  work  in  isolation:  prac- 
tical considerations  are  paramount.  It  remains  of  previ- 
ous dimensions  as  a result  of  the  development  of  such 
considerations  at  the  expense  of  theory. 


Tredgold’s  Mental  Retardation.  Eleventh  edition. 
By  R.  F.  Tredgold,  M.D.,  and  K.  Soddy,  M.D.  Quarto 
of  490  pages,  illustrated.  Baltimore,  The  Williams  & 
Wilkins  Company,  1970.  Cloth,  $20.50. 

The  authors  hope  that  this  book  will  continue  to  be  use- 
ful to  doctors  and  medical  students.  It  has  been  written 
to  help  other  professions  too — in  particular  an  increas- 
ing number  of  social  workers  and  educators  whose  work 
is  daily  bringing  them  more  into  contact  with  the  men- 
tally retarded  and  their  relatives.  For  this  reason,  social 
and  educational  problems  haye  again  been  discussed  in 
detail. 


Bancroft’s  Introduction  to  Biostatistics.  Second 
edition.  By  Johannes  Ipsen,  M.D.,  and  Polly  Feigl, 
Ph.D  Octavo  of  216  pages,  illustrated.  New  York, 
Harper  & Row,  Publisher,  1970.  Cloth,  $9.50. 

In  revising  this  textbook  twelve  years  after  its  first  ap- 
pearance, the  authors  have  chosen  to  follow  the  outline 
and  approach  of  the  first  edition  as  closely  as  possible. 
The  emphasis  is  still  on  the  application  of  biostatistics 
to  meaical  problems.  Some  material  has  been  updated 
and  a list  of  computational  answers  has  been  added.  It 
should  be  useful  for  self-study  as  well  as  in  the  class- 
room. 
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Attending  Pathologist,  Beth  Israel  Hospital;  Associate  Professor  of  Pathology,  Mount 
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New  York  Chapter,  American  Medical  Writers  Association 
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William  Hammond,  M.D.,  Scarsdale,  New  York 
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PANEL:  THE  IMPROVEMENT  OF  MEDICAL  LITERATURE 

Moderator:  Samuel  J.  Prigal,  M.D.,  New  York  City 

Associate  Clinical  Professor  of  Medicine,  New  York  Medical  College,  and  Chief  of 
Allergy  Services,  Flower-Fifth  Avenue  Hospitals 

1.  From  the  Point  of  View  of  the  Author 

Whitley  Branwood,  M.D.,  New  York  City 

Professor  of  Pathology,  New  York  Medical  College 

2.  From  the  Point  of  View  of  the  Reader 

J.  Frederick  Eagle,  M.D.,  New  York  City 
Dean,  New  York  Medical  College 

3.  From  the  Point  of  View  of  the  Reviewer 

Hans  Zinsser,  M.D.,  New  York  City 

Associate  Professor  of  Clinical  Urology,  Colvunbia-Presbyterian  Medical  Center 
Panel  Discussion 

12: 00  NOON  Cocktails,  cash  bar,  Versailles  Ballroom,  second  floor 

12:30  P.M.  Luncheon,  Versailles  Terrace,  second  floor 
Presiding: 

William  Hammond,  M.D.,  Scarsdale,  New  York 

Editor,  New  York  State  Journal  of  Medicine 

William  B.  Ober,  M.D.,  New  York  City 

Attending  Pathologist,  Beth  Israel  Hospital;  Associate  Professor  of  Pathology, 

Mount  Sinai  School  of  Medicine  of  the  City  University  of  New  York; 

President,  Metropolitan  New  York  Chapter,  American  Medical  Writers  Association 

LUNCHEON  ADDRESS:  Oh!  That  My  Enemy  Would  Write  a Book 

William  D.  Sharpe,  M.D.,  New  York  City 

Director  of  Laboratories,  Columbus  Hospital 
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Afternoon  Session 


2:00  P.M.  Royal  Ballroom,  second  floor 

PANEL:  ILLUSTRATING  THE  MEDICAL  MANUSCRIPT  AND  MEDICAL  LECTURE 
Moderator:  William  B.  Obeh,  M.D.,  New  York  City 

Attending  Pathologist,  Beth  Israel  Hospital;  Associate  Professor  of  Pathology, 
Mount  Sinai  School  of  Medicine  of  the  City  University  of  New  York; 

President,  Metropolitan  New  York  Chapter,  American  Medical  Writers  Association 

1.  The  Photographer 

Antol  H.  Herskovitz,  RBP,  Stony  Brook,  New  York 

Assistant  Professor  of  Health  Sciences'  Communications; 

Director  of  Media  Development,  Health  Sciences  Center, 

State  University  of  New  York  at  Stony  Brook,  Stony  Brook,  New  York 

2.  The  Artist 

Miss  Shirley  Baty,  New  York  City 

Supervisor  of  Medical  Illustration,  Memorial  Sloan-Kettering  Cancer  Center, 
New  York  City 

3.  The  Editor 

Carroll  H.  Weiss,  RBP,  FBPA,  New  York  City 

President,  Camera  M.D.  Studios,  Inc.,  New  York  City 

4.  The  Publicist 

Miss  Miriam  Adams,  New  York  City 

Assistant  Director  of  Public  Information,  Memorial  Sloan-Kettering  Cancer 
Center,  New  York  City 


Panel  Discussion 


REGISTRATION  Medical  Communications  Day  / Friday,  February  19,  1971 

THE  AMERICANA.  NEW  YORK  CITY 

Advance  registration  at  reduced  fee  of  $10.00  for  members  (Medical  Society  of  the  State  of 
New  York  or  American  Medical  Writers  Association),  $11.00  for  nonmembers,  if  received  by 
February  17.  ($12.00  and  $13.00  after  this  date.)  Registration  fee  includes  morning  and 

afternoon  session,  and  luncheon.  Tickets  will  be  held  at  door. 


Enclosed  is  check  (or  money  order)  in  the  amount  of for reservations  for  Medical  Communications 

Day  on  February  19,  1971. 


NAME. GUEST 


ADDRESS. 


AFFILIATION 


Please  make  checks  payable  to  New  York  State  Journal  of  Medicine;  send  to  Grace  A.  Pierce,  M.D., 
Treas.,  A.M.W.A.-N.Y.,  c/o  Hoffmann-LaRoche  Inc.,  340  Kingsland  Road,  Nutley,  N.J.  07110. 
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ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 


FEBRUARY  13  through  17,  1972 

the  AMERICANA  of  New  York 

SCIENTIFIC  PROGRAM,  EXHIBITS,  MOTION  PICTURES 
SUNDAY,  FEBRUARY  13  through  WEDNESDAY,  FEBRUARY  16 


Scientific  Program 


Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested  to 
write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Subcommittee  of  the  Convention  Committee  at  the 
address  given  below. 

A short  abstract  of  the  proposed  presentation  should 
accompany  the  letter. 

DEADLINE:  June  15,  1971 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed  to 
Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee 
of  the  Convention  Committee  at  the  address  given  below. 


Address  all  communications  to  the  chairman 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue 

New  York,  New  York  10017 
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Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

INDICATION:  Relief  of  insomnia  of  varied  etiology. 
CONTRAINDICATIONS:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

WARNINGS:  Caution  patients  about  combined  ef- 
fects with  alcohol  and  other  CNS  depressants. 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness,  such  as  op- 
erating machinery  or  driving  a motor  vehicle 
shortly  after  ingesting  the  drug. 

Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 
withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should  be 
under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits  in 
pregnancy,  during  lactation,  or  in  women  of  child- 
bearing age  against  possible  hazards  to  mother  and 
child. 

PRECAUTIONS:  If  sleeplessness  is  pain-related,  an  anal- 
gesic should  also  be  prescribed.  Perform  periodic  blood  counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
intake  should  not  exceed  400  mg.  as  greater  amounts  do  not 
significantly  increase  hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dosages,  there  have 
been  rare  occurrences  of  morning  drowsiness,  dizziness, 
mild  to  moderate  gastric  upset  (including  diarrhea,  esopha- 
gitis, nausea  and  vomiting),  headache,  paradoxical  excita- 
tion and  skin  rash.  There  have  been  a very  few  isolated 
reports  of  neutropenia  and  thrombocytopenia;  however,  the 
evidence  does  not  establish  that  these  reactions  are  re- 
lated to  the  drug. 


ROCHE 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


SUBSCRIPTION  ORDER  FORM 


New  York  State  Journal  of  Medicine 
Attn:  Circulation  Dept. 

750  Third  Ave.,  New  York,  N.  Y.  10017 

PLEASE  ENTER  MY  SUBSCRIPTION  FOR: 

U.S.A.  & possessions $7.50  one  year; 


Canada,  Mexico  & 
other  foreign 


$9.00  one  year; 


$20.00  (3)  years 
$24.50  (3)  years 


Interns  & Residents:  Special  rates  on  request. 

Name 


24 


Issues 
Per  Year 


Address 

please  print 

City  & State 

Zip 

Payment  enclosed 


Note;  No  subscription  can  be  processed  without  payment  and/or  purchase  order. 
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Classified  Advertising  Rates 

New  York  State  Journal  of  Medicine 

Issue  Dates:  1 st  and  1 5th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $1  0.00  per  insertion;  additional  words  are 

1 0^  each.  Box  numbers,  50fi  extra,  per  insertion. 

Counting  Words:  Two  initials,  each  abbreviation,  figures  consisting 

of  5 numerals  or  less  are  counted  as  separate  words.  For 
replies,  your  name  and  address,  or  telephone  number  should 
appear  at  the  end  of  your  copy,  and  be  included  in  the  total 
number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 

750  Third  Ave.,  New  York,  N.  Y.  10017  Date 

Name 

Please  Print 

Address 


I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  10^5  for  each 

additional  word.  Checks  are  made  payable  to:  New  York  State  Journal  of  Medicine 

Number  of  insertions 

Assign  a box  number  {50^^per  insertion) 


Index  to  Advertised  Products 


Analgesics 

Synirin  (William  P Poythress  & Company) 405 

Antibiotics  I 

llosone  (Ell  Lilly  & Company) 422  j 

Antiinflammatory 

Orenzyme  (National  Drug  Company) 415 


II \U.-itUOOKi:  I’OI  NDVI  ION,  INC. 


Albert  M.  Moss,  M.l). 
Medical  Director 

II  VM.-KUOOKK, 
IIOSIM  TAL 

A J(.’.AII  accredited  hospital 
for  car<!  and  treatment  of 
psychiatric  disorders  within 
a thi'iapeutic  community. 

( lordon  It.  Heem, 
Administrator 

Leo  II.  Iferman,  .M.l)., 
Director  of  Drojcssionul 
Services 


I'disabeth  Solomon 
Executive  Director 

IIALL-ltliOOKi: 

SCHOOL 

.An  educational  facility  for 
distnrhed  adolescents,  ages 
I t to  1ft,  who  are  in  active 
treatment. 

I'Mf^ar  .1.  A|>i>elman,  M.A. 
Director 


17  Loiifi;  Lots  l(ou<l 
Westport,  Coimectieiit 
releplioiic  (20.‘{)  227-12.^1 


Antipyretic  analgesics 

Empirin  (Burroughs  Wellcome  & Company 409 

Antispasmodics  for  leg  cramps 

Quinamm  (National  Drug  Company) 498 

Appetite  suppressants 

Tepanil  (National  Drug  Company) 497 


TRAINED  MEDICAL  ASSISTANTS 


to  save  your  valuable  time,  assume  responsibility  for  ap- 
pointments, patients,  records,  assists  you  with  lab.  X-Ray, 
E.K.G.,  B.M.R.  etc.  The  Mandi  School  for  Medical  & Dental 
Assistants  has  been  training  in  these  fields  for  47  years. 
Our  graduates  have  sound  professional  skills.  Free  Place- 
ment Service. 


Mandi  School 


S54  W.  54  St,  N.y.  10019 
(812)  Cl  7-3434 
175  Fulton  Ave.,  Hemoslcad,  LI.  (516)  IV  1-2774 
_ EST  1924 — Licensed  bv  the  State  of  New  Xork  


Blood-glucose  measuring  systems 

Reflectance  Meter  (Ames  Company) 403 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 412.413 

High  potency  vitamins  & minerals 

Theragran  (E.  R.  Squibb  & Sons) 407 

Intestinal  antispasmodics 

Kinesed  (Stuart  Pharmaceuticals,  Div.  Atlas  Chemical 
Industries) 418.  419 

Potassium  sparing  diuretics 

Dyazide  (Smith  Kline  & French  Laboratories) 427 

Sedative  non-barbiturates 

Noludar  (Roche  Laboratories) 491 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company) 400,  40 1 

Surface  analgesics 

Gerofoam  (Geriatric  Pharmaceutical  Corp.) 428 

Topical  antibiotics 

AVC  (National  Drug  Company) 416 

Tranquilizers 

Librium  (Roche  Laboratories) 2nd  cover,  399 

Mellaril  (Sandoz  Pharmaceuticals) 4th  cover 

Vitamin  reinforcements  for  L-Dopa  treatment 
Larobec  (Roche  Laboratories) 410,  41  1 


gfBCTACLB  WEREMT  l^m?DPL^CeP 
UNnLi300.  KfORg: 

THAT  TIME,  MILUOJS 
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mountains,  aoup5 
ORSTAes.  BeKJAMlM  FRAHKUN 
iNVENTEP'BiroCAU  LENSES  IN  1764i 

OOP  

For  free  Information  on  how  you  can  prevent 
blindness  and  save  sight  write  to  the 
NATIONAL  SOCIETY  FOR  THE 
PREVENTION  OF  BLINDNESS.  INC. 

?a  HADISON  Avnui 
NEWYOM(|N.Y.100ia 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 


Experience  proves  that  you  get  l)oth  in  tlie 
classified  ad  section  of  the  New  York  State 
Journal  of  Medicine. 
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ASSISTANT  DIRECTOR 
OF  CLINICAL  RESEARCH 

Leading  pharmaceutical  house  has  position  on  research  staff  for  clini- 
cally oriented  M.D.  with  boards,  or  board  eligible,  in  Ob-Gyn  or 
Internal  Medicine;  plus  some  prior  training  in  industry,  private  re- 
search, or  in  conduct  of  clinical  trials;  to  plan  and  supervise  clinical 
trials  programs  on  oral  contraceptive  type  products.  Newly  con- 
structed, campus  style  plant,  approximately  60  minutes  drive  from 
N.  Y.  C.  in  Class  A1  suburban  hill  country.  Salary — high  20’s  plus 
generous  stock  participation  and  liberal  fringe. 

For  details  write  or  call: 

PACKARD  ASSOCIATES 

3 Water  Lane,  Manhasset,  N.  Y.  11030 
(516)  627-0656 


PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership.  Starting  salary  to 
$25,000  with  the  possibility  of  additional  income.  Include  complete  curric- 
ulum vitae  in  reply.  Box  630,  c/o  NYSJM. 


OTOLARYNGOLOGIST  FOR  LARGE  MEDICAL  GROUP,  SUBURB  OF 
New  York  City.  Initial  contract  leading  to  partnership.  Excellent  opportu- 
nity. Minimum  starting  salary  $30,000.  Please  send  complete  curriculum 
vitae  with  first  letter.  Box  976,  c/o  NYSJM. 


INTERNIST,  PEDIATRICIAN  NEEDED.  KINNELON  MEDICAL  CEN- 
ter,  Kinnelon,  New  Jersey.  Call  (201)  838-0188. 


WANTED;  G.P.-M.D.  UNDER  35  TO  JOIN  YOUNG  ABFM-CERTIFIED 
general  practitioner  in  interesting  and  active,  complete  general  practice 
including  uncomplicated  obstetrics.  Salary  first  year  $25,000  then  percent- 
age to  full  partnership  and  possible  incorporation  under  new  state  laws. 
Suburban  community  of  New  York  City.  Please  call  or  write:  Ralph  E. 

Schlossman,  M.D.,  130-56  Lefferts  Blvd.,  So.  Ozone  Park,  N.  Y.  11420,  or 
call  (212)  VI 3-2233. 


ANESTHESIOLOGIST:  FELLOW  FOR  LARGE  HOSPITAL  IN  NEW 

York  City  metropolitan  area.  Requirements:  Two  (2)  years  residency 

E.C.F.M.G.  Some  experience  with  inhalation  therapy  desirable.  Very 
attractive  conditions.  Box  987,  c/o  NYSJM. 


ANESTHESIOLOGIST:  QUALIFIED  OR  CERTIFIED,  WITH  NEW  YORK 
State  license  to  join  small  congenial  group  in  active,  approved  hospital  in 
New  York  City  Metropolitan  area.  Some  experience  in  respiratory  therapy 
desirable.  First  year  salary  according  to  experience,  then  full  partnership. 
Box  985,  c/o  NYSJM. 


ANESTHESIOLOGIST  FOR  MORNINGS  ONLY  IN  BROOKLYN,  NEW 
York.  No  nights,  weekends,  or  holidays.  Suitable  for  those  with  other  com- 
mitments, semi-retired,  etc.  Box  988,  c/o  NYSJM. 


PHYSICIAN  WANTED;  ANESTHESIOLOGIST  WANTED  FOR  GROUP 
in  suburban  New  York  (Long  Island  area).  Partnership  after  first  year. 
Excellent  prospects,  rewarding  situation.  Box  989,  c/o  NYSJM. 


LEWISTON,  N.Y,  NIAGARA  COUNTY.  ANESTHFISIOLOGIST  NEEDED. 
Board  qualified,  to  work  in  group.  Surgical  anesthesia;  215  bed  hospital. 
All  new  plant.  Salary  leading  to  partnership.  Contact:  Charles  T.  Mann, 
M.D.,  St.  Mary’s  Hospital,  I^ewiston,  N.  Y.  (716)  297-48(X). 


INTERNIST  POSITION  AVAILABLE  IN  ESTEEMED  COMMUNITY  OF 
Westchester  County  near  White  I’lains.  Send  full  resume  to  Box  990,  c/o 
NYSJM. 


PHYSICIANS  WANTED— CONT  D 


WANTED;  BOARD  TRAINED  ANESTHESIOLOGIST  TO  JOIN  GROUP; 
3 partners,  salary  1st  year  then  partnership.  All  specialties  represented  on 
hospital  staff  Near  Metropolitan  N.Y.  Anesthesia  Services,  20  Orchard  St., 
Middletown,  N.Y.  10940 


PATHOLOGIST,  ASSOCIATE,  CERTIFIED  AP,  CP  TO  JOIN  400-BED,, 
active  chronic  disease,  expanding,  N.Y.C.  hospital  full  time.  Opportunity 
for  individual  research,  challenging  position.  Salary  negotiable.  Send  C.V 
Personnel  Dept.,  St.  Barnabas  Hospital.  E.  188th  St.  & Third  Ave.,  N.Y.C  ,< 
10457. 


EMERGENCY  ROOM  PHYSICIAN.  EXCELLENT  N.Y.  OPPORTUNITY 
in  400  bed  complete  care  institution  which  is  expanding  its  emergency  room 
facilities.  Salary  comensurate  with  training  and  experience;  excellent  fringe 
benefits.  Write  Personnel  Director,  Mercy  Hospital,  218  Stone  St.,  Water- 
town,  N.Y.  13601. 


GENERAL  PRACTITIONER  OR  PEDIATRICIAN.  SUMMER  MONTHS 
June  30  to  Sept.  10;  3 or  4 week  sections;  5 or  6 days  per  wk.  until  4 p.m.  Rood 
and  meals;  $70  per  diem.  New  York  license  required.  General  consultatioi 
and  first  aid  for  under-privileged  children  and  mothers  aboard  the  Floatinj 
Hospital.  Leaves  E.  23rd  St.,  N.Y.C.,  8:30  daily.  St.  John’s  Guild,  1 Eas 
42nd  St.,  N.Y.C.  10017. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  EXTENSIVE  EXPERIENCE  AVAILABLE  FULI 
or  part  time.  New  York  metropolitan  or  rural  area.  New  York  license.  Boj 
969,  c/o  NYSJM. 


OBS/GYN  CERTIFIED;  CLINICAL,  SURGICAL,  TEACHING  AND  LAB 
oratory  (gyn.  pathology,  cytogenetics)  experience,  seeks  employment  ir 
clinical  or  administrative  position  with  hospital  or  clinic  group.  Box  982. 
c/o  NYSJM, 


ANESTHESIOLOGIST,  AGE  40,  BOARD  CERTIFIED.  LICENSED  in  N.Y, 
N.J.  and  Pa  seeks  practice  opportunity,  preferably  near  N.Y.C.  Has  port: 
ble  anesthesia  equipment  for  possible  administration  of  general  or  region: 
anesthesia  to  outpatients.  Box  992,  c/o  NYSJM. 


BOARD  ELIGIBLE  INTERNIST  WITH  2 YEARS  PULMONARY  TRAININ( 
age  40,  seeks  Manhattan  partnership  or  association  in  private  group  practic 
Available  July  1971.  Box  993,  c/o  NYSJM. 


PRACTICES  AVAILABLE 


LONG  ESTABLISHED  MEDICAL  PRACTICE  AND  EQUIPMENT  AVAI 
able.  Five  room  office,  upper  Manhattan.  Small  payment.  Call  evening  ii 
TU 1-0069.  , 


PRACTICE  AVAILABLE— G.P.  OR  INTERNIST.  COMPLETE  WITH  FU 
nishings  and  equipment.  Catskill  Mt.  community.  Skiing,  fishing,  hui 
ing,  and  vacationer  seasons.  Patient  load  in  thousands,  plus  busy  medic 
community.  Earn  as  much  as  you  like.  New  office  adjacent  to  new  hospil 
available.  Leaving  June  for  radiology  residency.  Victor  Arnao,  M.D.,  Mi 
garetville,  N.Y.  (914)586-4200. 
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1ISCELLANE0US 


ILLS  COLLE(’TKI)  ABUSE  IS  RULED  OUT-TACTFUL  YFri’  Suc- 
cessful—40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  I(K)36. 
LO  5-2942. 


WTERNIST,  BOARD  CERTIFIED,  WANTS  MEDICALLY  RELATED  IN 
vestment  opportunity  in  Metropolitan  New  York  area.  Is  willing  to  devote  up 
to  50%  of  professional  time  if  needed  Box  994,  c/o  NYS.IM. 


EAL  ESTATE  FOR  SALE  OR  RENT 


lARDEN  CITY:  ELEGANT  HOME/OFFICE  COMBINATION.  EARLY 

I Colonial,  center  hall.  Prestige  residential  area,  3 room  professional  suite, 
with  separate  entrance,  near  medical  center.  100  X 166  plus  50  ft.  buffer 
park  strip;  well  shrubbed  and  lawned.  6 bedrooms,  3 baths  2nd  floor;  powder 
room,  large  sunny  eat-in  kitchen,  Finished  basement,  all  utilities.  Walk  every 
place.  Retiring  after50  years.  $79,900.  (516)  P16-2919. 


JBTENANT  WANTED  TO  SHARE  SPACE  IN  FULLY  EQUIPPED,  LUX- 
luriously  appointed,  e^ht  room  medical  ofTice.  Two  consultation  rooms. 
I Private  parking  area.  Centrally  located  in  Queens.  Call  (212)  HO  4-6262. 

i 

1 

]\ST  69TH  STRF:ET  AND  SECOND  AVENUE:  LARGE  OFFICE  ON  TER 
(tace  level  available.  Furnished  and  fully  equipped  for  surgical  and  medical 
specialities.  Call  (212)  879-5533. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


MANHATTAN,  EAST  60S.  BFIAUTIFUL  DOCTOR’S  OFFICE  IN  PROFES- 
sional  building,  excellent  location.  Used  part  time  by  internist;  available  up 
to  20  hours  weekly  as  sublet.  Box  995,  c/o  NYSJM. 


MODERN  MEDICAL  OFFICE  BUILDING  IN  SYRACUSE,  NEW  YORK  FOR 
sale.  Approximately  3,000  sq.  ft.,  parking  lot,  ground  level  entrance,  central 
air  conditioning.  Mortgage  available.  Contact  Wiseman  Real  Elstate  Corp., 
Harold  1.  Silverman,  Attorney,  University  Building,  Syracuse,  N.Y. 


BROOKLYN  HEIGHTS— NF:W  5,000  SQ.  hT.  MFIDICAL- DENTAL  FACILI- 
ty  being  built  at  175  Hicks  Street.  Ideal  for  clinic/community  use  or  private 
offices.  (212)989-6933 


BALDWIN,  L.I.  OPPORTUNITY  FOR  ESTABLISHING  OWN  PRACTICE. 
Lovely  brick  and  stone  house;  7 spacious  rooms,  2 floors,  bath,  back  porch, 
garage,  2 driveways,  gas  heat,  3 entrances.  Fully  decorated.  Centrally  lo- 
cated. corner  80’  X 113'.  Rental  $300  per  month,  lease,  security.  Sale  price: 
$45,(X)0  (will  hold  1st  mortgage).  Call  for  appointment  (516)  RO  6-1,520. 


PARK  AVENUE  AND  67TH  STREET.  UP  TO  3 ROOMS  AVAILABLE  FOR 
exclusive  use.  Share  waiting  room.  Street  entrance.  737-7727. 


r- 


MOVING  SOON? 

Let  Us  Be  The  First  To  Know  Of  Your  New  Address! 

Six  weeks  notice  is  required  to  effect  a change  of  address.  Com- 
plete and  mail  the  form  below  to:  Circulation  Department,  New  York 
State  Journal  of  Medicine,  750  Third  Avenue,  New  York,  N.  Y.  10017. 


Old  Address 


Name. 


Please  Print 


New  Address 

(Send  Journal  Number 
here) 


Street 


City 


State 


Zip  Code 


Effective  Date. 
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XEW  YORK  STATE 
ACADEMY  OF  GEXERAL  PRACTICE 

Twenty-third  Annual  Convention 

CONCORD  ROTEL 

KIAMESHA  LAKE,  NEW  YORK 
MAY  9 THRU  13,  1971 

Congress  of  Delegates May  9,  10,  1971 

Scientilic  Assembly May  11,  12,  13,  1971 

President’s  Dinner May  12,  1971 


^Scientific  Program  ^Breakfast  Conferences 

^Scientific  Exhibits  ^Technical  Exhibits 


LIVE  TEAUHINO  ULINICS 

Live  patients — outstanding  demonstrators — audience  participation- 
question  and  answer  session.  A new  approach  to  post  graduate 
education. 


FLAX  TO  ATTEJ^D 

THE  CONVENTION  TAILORED 
TO  THE  FAMILY  PHYSICIAN 


l^’or  reservations:  NYSAOP 

81  Main  Street 
Binghamton,  N.  Y.  1390.3 
or  call:  (607)  722-2132 
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j (dieriiylpropion  hydrochloride,  N.F.) 


works  on  the  appetite 
not  on  the ‘nerves’ 

When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Corttraindications:  Concurrently  with  MAO  Inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionolly  unstoble  potients  susceptible  to  drug  obuse. 

Warning;  Although  generolly  safer  than  the  amphetamines,  use  with  greet  caution  in 
potients  with  severe  hypertension  or  severe  cardiovasculor  diseose.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potentlol  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleosont  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relotively  low  incidence.  As  is  choracterlstic  of  sympothomimetic  agents,  it  moy 
occosionally  couse  CNS  effects  such  os  insomnio,  nervousness,  dizziness,  anxiety. 


ond  iitteriness.  In  controst,  CNS  depression  hos  been  reported.  In  o few  epileptics 
cn  increose  in  convulsive  episodes  has  been  reported.  Sympothomimetic  cordio- 
vascular  effects  reported  Include  ones  such  as  tochycordia,  precordiol  pain, 
arrhythmia,  polpitotion,  ond  Increosed  blood  pressure.  One  published  report 
described  T-wove  changes  In  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticorio,  ecchymosis,  and  erythema.  Gostrointestinof  effects  such  as  diorrheo, 
constipation,  nauseo,  vomiting,  and  abdominal  discomfort  hove  been  reported. 
Specific  reports  on  the  hemotopoietic  system  include  two  each  of  bone  marrow 
depression,  ogronulocytosis,  ond  leukopenia.  A variety  of  miscelloneous  adverse 
reactions  hove  been  reported  by  physicians.  These  include  complaints  such  os  dry 
mouth,  heodoche,  dyspnea,  menstruol  upset,  hair  loss,  muscle  poln,  decreased 
libido,  dysurio,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  toblets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  o.m.);  TEPANIL:  One  25  mg.  toblet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  oge  is  not 
recommended.  t-ios  / 2/71  / u.s.  patent  no.  a.ooi.sto 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition;  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  voricose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  Intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  eors,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage;  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied;  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfole  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 
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4;  30  p.m. 


TUESDAY,  MARCH  2 


NEW  YORK  CITY  AREA 


March  1 and  2,  1971 

New  York  University  Medical  Center 

Deportment  of  Rehobilitotion  Medicine 
400  Eost  34th  Street 

REHABILITATION  IN  CHRONIC  LUNG 
DISEASES 

Fee:  $1  00  (Registrotion  is  Limited) 

CREDIT:  C-1 

Pleose  write:  EDWARD  H.  BERGOFSKY,  M.D.,  NYU  Institute  of 
Rehobilitotion  Medicine,  400  Eost  34th  Street,  N.Y.,  N.Y.  10016. 


MONDAY,  MARCH  1 

8 : 30  p.m. 

Rudolf  Virchow  Medical  Society 

2 Eost  63rd  Street 

1.  Hemophylia — New  Thoughts  on  an  Old  Disease 

DONALD  K.  BRIGGS,  M.D. 

New  York  Medicol  School 

2.  Current  Concepts  in  the  Management  of 
Pancreatitis 

JAMES  R.  DONALDSON,  M.D. 

Lenox  Hill  Hospitol 


The  Catholic  Medical  Center  of  Brooklyn  and  Queens 

St.  John's  Hospitol  Auditorium 
90-02  Queens  Boulevord 
Elmhurst 

PITFALLS  IN  GLAUCOMA  SURGERY 

MILES  A.  GALIN,  M.D. 

New  York  Medicol  College 


TUESDAY,  MARCH  2 

7 : 00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Dermatology  and  Syphilology 

2 Eost  103rd  Street 

PRESENTATION  OF  CASES 

Members:  7:00/7:45  p.m. 

Nonmembers:  7: 45/8 : 30  p.m. 

From  the  Deportments  of  Dermotology  of: 
o.  Mount  Sinoi  Hospitol 
SAMUEL  PECK,  M.D. 

b.  St.  Vincent’s  Hospitol 
ORLANDO  CANIZARES,  M.D. 

c.  Horlem  Hospitol 
HILDA  STRAKER,  M.D. 

d.  Brooklyn  VA  Hospitol 
YELVA  LYNFIELD,  M.D. 

GENERAL  DISCUSSION  OF  CASES— 8 : 30/9 : 45  p.m. 


March  2,  1971  and  March  9,  1971 

9:00  o.m.,  Tuesdoys 

New  York  Infirmary 

Tosconini  Room,  Third  Floor 
Stuyvesont  Squore  Eost  ond  1 5th  Street 

March  2 
Meningitis 

EMANUEL  APPLEBAUM,  M.D. 

March  9 

Chylous  Ascites 

HILLEL  TOBIAS,  M.D. 

Speokers  ore  from  N.Y.U.  School  of  Medicine 


March  2,  1971  and  March  9,  1971 

1 0:  00  o.m.,  Tuesdoys 

Maimonides  Medical  Center 

4802  Tenth  Avenue 

Moin  Building,  4th  Floor  Lecture  Holl 

Brooklyn 

PEDIATRIC  POSTGRADUATE  CONFERENCES 
March  2 

Surgical  Emergencies  in  the  Newborn 

EDWARD  G.  STANLEY-BROWN,  M.D. 

Columbio  University  P & S 

March  9 

The  Natural  Course  of  Asthma — 

A Prospective  Study 

EARL  B.  BROWN,  M.D. 

Lenox  Hill  Hospitol 

CREDIT:  C-1 


March  2,  1971  — for  five  weekly  sessions 

8:30  p.m.,  Tuesdoys 

American  Institute  for  Psychoanalysis 

Koren  Homey  Clinic  Building 
329  East  62nd  Street 

ORIENTATION  COURSE  IN  KAREN  HORNEY’S 
HOLISTIC  APPROACH  TO  THE  THEORY  AND 
PRACTICE  OF  PSYCHOANALYSIS 

Open  to  Psychiatrists  and  psychiatric  residents  of  AMA  approved 
hospitals 

NO  FEE 


March  3,  1971  and  March  10,  1971 

9 : 00  o.m.,  Wednesdays 

The  Jamaica  Hospital 

89th  Avenue  and  Von  Wyck  Expressway 
Jamaica 

MEDICAL  GRAND  ROUNDS 
March  3 

Platelets  and  Thromboembolic  Disease 

BERNARD  D.  GUSSOFF,  M.D. 

March  10 

The  Management  of  Rheumatoid  Arthritis 

DAVID  KAPLAN,  M.D. 

Downstote  Medical  Center 


SUBSCRIPTION 

Reprints  of  "WHAT  GOES  ON"  are  available  by 
subscription  of  $3.00  per  year  (22  issues). 

Write  or  call  the  Editor  for  an  order  blank. 
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WEDNESDAY,  MARCH  3 

6;  30  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Anesthesiology  and  Resuscitation 

2 East  103rd  Street 

PROLONGED  EXPOSURE  OF  ANESTHETIZED 
PATIENTS  TO  ADVERSE  CONDITIONS 

1.  Prolonged  Exposure  of  Patients  to 
Anesthetic  Agents 

WILLIAM  S.  HOWLAND,  M.D. 

Cornell  University  Medical  College 

2.  Hematological  Aspects  of  Prolonged 
Cardiac  Bypass 

SEYMOUR  S.  GOLLUB,  M.D. 

St.  Barnabas  Hospital 

3.  Prolonged  Exposure  of  Anesthetized 
Patients  to  a Cold  Environment 

ALEXANDER  GOLDBLAT,  M.D. 

Mount  Sinai  School  of  Medicine 


8:15  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Physical  Medicine  and 
Rehabilitation  with  the  New  York  Society  of 
Physical  Medicine  and  Rehabilitation 

2 East  103  rd  Street 

Panel  Discussion 

PROVISION  OF  CARE  TO  THE  CHRONICALLY 
ILL  AND  PHYSICALLY  DISABLED  IN  THE  CITIES 

1.  A Provider  of  Medical  Care  and  a 
Medical  Educator 

MILTON  LOWENTHAL,  M.D. 

New  York  Medical  College 

2.  A Consumer  of  Medical  Care 

MISS  MARILYN  SAVIOLA 

An  In-Patient  at  Goldwater  Memorial 

Hospital 

3.  A Health  Educator 

GEORGE  A.  SILVER,  M.D. 

National  Urban  Coalition 


March  3,  1971  and  March  10,  1971 

8:30-10:00  p.m.,  Wednesdays 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

CASE  STUDIES  IN  CHILD  THERAPY 

GERALD  T.  NILES,  M.D. 

March  4,  1971  / May  6,  1971 

4 : 30—6 : 00  p.m.,  Thursdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
Fifth  Avenue  and  1 00th  Street 

HYPNOSIS  FOR  THE  PHYSICIAN  AND  DENTIST 

ELLIOT  N.  WINEBURG,  M.D. 

The  Mount  Sinai  School  of  Medicine 

FEE:  $75 


THURSDAY,  MARCH  4 

8 : 30  p.m. 

Boulevard  Hospital 
46-04  31st  Avenue 
Long  Island  City 

RECENT  ADVANCES  IN  CARDIAC  SURGERY 
(Illustrated) 

LARI  AHAI,  M.D. 

Albert  Einstein  College  of  Medicine 


March  5,  1971  and  March  12,  1971 

8:00-9:30  o.m.,  Fridays 

Maimonides  Medical  Center 
Departments  of  Pediatric  Services, 
Obstetrics  and  Gynecology;  and  Medicine 
Downstate  Medical  Center  and  the 
Kings  County  Chapter  of  AAGP 

4802  Tenth  Avenue 
Fuhs  Auditorium 
Brooklyn 

PEDIATRICS,  GYNECOLOGY  AND 
MEDICINE  FOR  THE  FAMILY 
PHYSICIAN 

March  5 

Bronchial  Asthma  in  Children 

RICHARD  SNYDER,  M.D. 

March  12 

The  Recognition  and  Treatment  of 
Pyelonephritis 

DONALD  SNYDER,  M.D. 

Speakers  are  from  Downstate  Medical  Center 
CREDIT:  C-1 


FRIDAY,  MARCH  5 

8 : 00  p.m. 

Staten  Island  Family  Service  and 
Institute  of  Human  Relations 

25  Victory  Boulevard 
Staten  Island 

AN  ASSIMILATIVE  THEORY  OF  NEUROSIS 

I.  EMERY  BREITNER,  M.D. 

Nassau  Hospital 

Contact:  Sid  Herling,  MSW,  at  above  address. 


SATURDAY,  MARCH  6 

10:00  a.m.-1  2 : 00  noon 

Memorial  Hospital  for  Cancer  and  Allied 
Diseases 

Auditorium,  424  East  68th  Street 

SURGICAL  PROCEDURES  FOR  HEAD 
AND  NECK  CANCER 

H.  RANDALL  TOLLEFSEN,  M.D. 

1.  Pre-Operative  X-Ray  Therapy. 
Keratoacanthoma.  Desmoid. 

2.  Surgical  Technique  of  Transantral 
Sphenoidal  Hypophysectomy. 

DR.  TOLLEFSEN 
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3.  Indications  for  Hypophysectomy. 

T.  R.  MILLER,  M.D. 

4.  Pre-  and  Post-Operative  Management 

E.  GREENBERG,  M.D. 

March  8,197]  I March  10,1971 
New  York  Medical  College 

College  Auditorium 

Fifth  Avenue  at  1 06th  Street 

Symposium 

CURRENT  CONCEPTS  IN  CLINICAL  CANCER 

Contact:  Dean,  Post  Graduate  Education,  at  the  above  address. 

March  8,  1971  / March  10,  1971 
The  New  York  Academy  of  Sciences 

Barbizon-Plaza  Hotel 
Central  Park  South 

IMMUNOGLOBULINS 

SHAUL  KOCHWA,  Ph.D. 

Mount  Sinai  School  of  Medicine 
HENRY  G.  KUNKEL,  M.D. 

Rockefeller  University 


March  8,  1971  and  March  15,  1971 

3:30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 
City  Hospital  Center  at  Elmhurst 

79/01  Broadway 
Elmhurst 

March  8 

Hyperosmolar  Non-Ketotic  Coma 

ROBERT  MATZ,  M.D. 

Albert  Einstein  College  of  Medicine 

March  15 

Newer  Concepts  in  Granulomatous  Colitis 

DANIEL  PRESENT,  M.D. 

Mount  Sinai  School  of  Medicine 


MONDAY,  MARCH  8 

8 ; 30  p.m. 

Beth  Israel  Medical  Center 

Dazian  Povilion,  1 2th  Floor  Conference  Room 
1 0 Nathan  D.  Perlman  Place 

PULMONARY  FUNCTION  EVALUATION: 
PRE-OPERATIVE  AND  POST-OPERATIVE 

WILLIAM  H.  BECKER,  M.D. 

Methodist  Hospital  of  Brooklyn 


March  9,  1971  / March  11,  1971 

Columbia  University  School  of  Public  Health  and 
Administrative  Medicine 

21  Audubon  Avenue,  Suite  305 

COMPREHENSIVE  HEALTH  PLANNING 

FEE:  $75 

Write:  Progrom  of  Continuation  Education,  at  the  above  address. 
Tel.  (212)  568-4334 


TUESDAY,  MARCH  9 

1 : 00-2 : 00  p.m. 

State  University  of  New  York 
Downstate  Medical  Center 

Basic  Sciences  Building,  6th  Floor  Lecture  Hall 

450  Clarkson  Avenue 

Brooklyn 

TESTOSTERONE:  METABOLISM  AND 
MECHANISM  OF  ACTION 

BERNARD  KLIMAN,  M.D. 

Harvard  Medical  School 


More#)  9,  1971  / April  1,  1971 

2:00-4:00  p.m.,  Tuesdays  & Thursdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
Fifth  Avenue  and  1 00th  Street 

STRABISMUS 

EDWARD  L.  RAAB,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE;  $80 


TUESDAY,  MARCH  9 

2 : 30  p.m. 

The  Catholic  Medical  Center  of  Brooklyn  and  Queens 
Department  of  Ophthalmology 

88/25  153rd  Street 
Jamaica 

THE  PLASTIC  CORNEA,  PROSTHO- 
KERATOPLASTY  TECHNIQUE 

A.  B.  RIZZUTI,  M.D.,  Program  Supervisor 


WEDNESDAY,  MARCH  10 

4 : 00-5 : 00  p.m. 

Flushing  Hospital  and  Medical  Center 

44-14  Parsons  Boulevard 
Flushing 

Pediatric  Guest  Lecture 

GOITERS  IN  CHILDREN 

RAPHAEL  DAVID,  M.D. 

Bellevue  Hospital  Center 

CREDIT:  C-1 


8 : 00  p.m. 

New  York  Surgical  Society  with  the 
Philadelphia  Academy  of  Surgery 

2 East  103rd  Street 

1.  Bypass  Grafts  for  Coronary  Artery 
Disease 

FRANK  C.  SPENCER,  GEORGE  GREEN,  DAVID 
TICE  and  EPHRAIM  GLASSMAN,  M.D.’s 

2.  The  Control  of  Gastrointestinal  Bleeding 

HARRY  LEVEEN,  CARLOS  DIAZ,  GERALD  FALK, 
and  MICHAEL  YARNOZ,  M.D.’s 
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3.  Parenteral  Nutrition  with  Pure  L-Amino 
Acids  and  Hypertonic  Glucose  Solution 
MOHAMAD  PARSA,  JOSE  FERRER,  DAVID  HABIF, 

PAUL  KILLIAN,  KENNETH  FORDE,  M.D.'j  and  MISS 
RITA  UPTON 

4.  Myocardial  Function  and  Pulmonary  Oxygen 
Gradient  os  Predictors  of  Operative 
Mortality  in  the  Aged  General  Surgical  Patients 

ISAAC  LEWIN,  ARTHUR  LERNER,  STEPHEN  GREEN, 

MICHAEL  LEVINE,  RITA  McCONN,  LOUIS  DEL  GUERCIO, 

JOHN  SIEGEL,  M.D.'j  end  MR.  HOV/ARD  MARX 

5.  Studies  in  Lung  Transplantation 

F.  J.  VEITH,  S.  KOERNER,  S.  SIEGELMAN, 

J.  HAGSTROM  and  M.  L.  GLIEDMAN,  M.D.'j 

6.  Stress  Ulcer:  Diagnostic  and  Therapeutic 
Dilemma 

WILLIAM  MIHY,  JR.,  JOHN  SLATTERY,  THOMAS 
NEALON,  JR.,  and  CARLO  GASSSI,  M.D.'j 


March  11,  1971  / March  13,  1971 

9:00  a.m.-5:00  p.m.,  Thurjday  & Friday 
9;  00  a.m.-12:00  noon,  Saturday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinoi  Hojpital 

RECENT  DEVELOPMENTS  IN  OBSTETRICS 
AND  GYNECOLOGY 

SAUL  B.  GUSBERG,  M.D. 

KARLIS  ADAMSONS,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $100  (Rejidentj  $50)  CREDIT:  C-1 


THURSDAY,  MARCH  11 

3 : 00  p.m. 

Montefiore  Hospital 
Department  of  Gastroenterology 

Rosenthal  Auditorium 

210th  Street  and  Bainbridge  Avenue 

Bronx 

REGULATION  OF  BILE  ACID  PRODUCTION 

ERWIN  H.  MOSBACH,  Ph.D. 

The  Public  Health  Research  Institute 
of  the  City  of  New  York 


5 : 00  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
Nurses’  Residence  Auditorium 
Fifth  Avenue  and  1 00th  Street 

Dr.  /.  C.  Rubin  Lecture 

THE  RECOGNITION  AND  MANAGEMENT 
OF  ABNORMAL  LABOR 

J.  ROBERT  WILLSON,  M.D. 

University  of  Michigan  Medical  Center 


8 ! 30  p.m. 

New  York  Council  on  Child  Psychiatry 

Payne  Whitney  Clinic — Room  P-004 
East  River  Drive  and  68th  Street 

FILM:  HIGH  SCHOOL 
(Followed  by  Discussion) 

FREDERICK  WISEMAN 
CREDIT;  C-1 


SUNDAY,  MARCH  14 

8:30  a.m.-2:00  p.m. 

The  Brookdale  Hospital  Center 

Theodore  Shapiro  Hall 

Linden  Blvd.  at  Brookdale  Plaza 

Brooklyn 

CHRONIC  RENAL  FAILURE 

1.  Water  and  Electrolyte  Disturbance 

RICHARD  M.  STEIN,  M.D. 

Bronx  VA  Hospital 

Comments:  JEROME  G.  PORUSH,  M.D. 

2.  Institutional  Hemodialysis 

ERVIN  A.  GOMBOA,  M.D. 

N.Y.U.  School  of  Medicine 

Comments:  ROY  J.  CACCIAGUIDA,  M.D. 

3.  Hemodialysis  in  the  Home 

ALVIN  I.  GOODMAN,  M.D. 

Grojslonds  Hospital,  Valhalla,  NY 

4.  Renal  Transplantation 

ALBERT  L RUBIN,  M.D. 

New  York  Hospital — Cornell  University 
Medical  Center 

5.  Panel  Discussion 

Moderator:  Dr.  Porush 
Panel:  The  Above  Speakers 

CREDIT:  C-1 


March  15,1971  f March  19,  1971 

Columbia  University  School  of  Public  Health 
and  Administrative  Medicine 

21  Audubon  Avenue — Room  305 
1 4th  Annual  Institute  for 

PHYSICIANS  IN  INDUSTRY 

FEE:  $250  CREDIT:  C-1 

Contact;  Program  of  Continuation  Education,  at  the  above  address. 
Tel.  (212)  568-4334 


March  15,1971  / March  17,  1971 

9:00  a.m.-5:00  p.m.,  Monday/Wednesday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

LABORATORY  METHODS  IN  BLOOD  BANKS 

RICHARD  E.  ROSENFIELD,  M.D. 

and  Members  of  the  Hematology  Staff 

Mount  Sinai  School  of  Medic'ne 

FEE:  $100 
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March  15,1971  / March  19,  1971 

9:00  a.m.— 5:00  p.m.,  Monday/Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

CLINICAL  NEUROLOGY 

MORRIS  B.  BENDER,  M.D. 
and  Staff 

The  Mount  Sinai  School  of  Medicine 
FEE:  $75 


MONDAY,  MARCH  15 

8 : 00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Ophthalmology 

2 East  103rd  Street 

Annual  Charles  H.  May  Memorial  Lecture 

RESULTS  OF  TREATMENT  OF  950  CASES  OF 
STRABISMUS  WITHOUT  AMBLYOPIA— DOES 
ORTHOPTICS  ENHANCE  THESE  RESULTS? 

PROFESSEUR  RENE  HUGONNIER 
Faculty  of  Medicine  of  Lyon,  France 
JOSEPH  GOLDSTEIN,  M.D. 

Downstote  Medical  Center 
ROBISON  HARLY,  M.D. 

Temple  University  Medical  School 
MARSHALL  PARKS,  M.D. 

Washington,  D.C. 


NEW  YORK  CITY  FUTURE  EVENTS 


March  16,  1971  / June  1,  1971 

4:30“6:00  p.m.,  Tuesdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

DIFFERENTIAL  DIAGNOSIS  IN 
GASTROINTESTINAL  RADIOLOGY 

RICHARD  H.  MARSHAK,  M.D. 

MANSHO  T.  KHILNANI,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $50 


WEDNESDAY,  MARCH  17 

All  Day 

Richmond  County  Medical  Society 

T overn-on-the-Green 
2565  Hyland  Boulevard 
New  Dorp,  Staten  Island 

Symposium 

CURRENT  CONCEPTS  IN  CORONARY  CARE 

1.  The  Practicing  Physician  and 
Intensive  Coronary  Care 

Cardioversion — Indications, 

Hazards,  Post-Care 
WILLIAM  GRACE,  M.D. 

N.Y.U.  School  of  Medicine 


2.  Mechanisms  and  Therapy  of  Post 
Myocardial  Infarction  Arrhythmias 

Changing  Views  in  the  Treatment  of 
Cardiogenic  Shock  and/or  Hypotension 
STEPHEN  SCHEIDT,  M.D. 

New  York  Hospital — Cornell  Medical  Center 

3.  Temporary  Cardiac  Pacing — Indications, 
Complications,  Methods  and  Equipment 

Vein  Bypass  Grafts  for 
Coronary  Occlusive  Disease 
GRADY  HALLMAN,  M.D. 

Baylor  College  of  Medicine,  Texas 

This  Symposium  will  be  given  in  cooperation 
with  Lederle  Laboratories. 

CREDIT:  C-1 


EVENTS  RECEIVED  AFTER  DEADLINE 


MONDAY,  MARCH  1 

8 : 00  p.m. 

The  New  York  Society  for  Clinical  Ophthalmology 

2 East  103rd  Street 

SYMPOSIUM  ON  CORNEAL  SURGERY 

JORGE  N.  BUXTON,  M.D.,  Moderator 
New  York  Eye  and  Ear  Infirmary 
S.  ARTHUR  BORUCHOFF,  M.D. 

Massachusetts  Eye  and  Ear  Infirmary 
HERBERT  M.  KATZIN,  M.D. 

Manhattan  Eye  and  Ear  Infirmary 
RICHARD  KEATES,  M.D. 

University  Hospital,  Columbus,  Ohio 
RICHARD  TROUTMAN,  M.D. 

Downstote  Medical  Center 


WEDNESDAY,  MARCH  3 

5 : 00  p.m. 

New  York  Medical  College 
Department  of  Ophthalmology 

Room  R 1 1 3A,  Cohen  Research  Building 
106th  Street  near  Madison  Avenue 

EXTERNAL  OPHTHALMOPLEGIAS 

DAVID  N.  COHEN,  M.D. 

National  Naval  Medical  Center,  Bethesda,  Md. 


THURSDAY,  MARCH  4 

9 : 00  a.m. 

New  York  Medical  College 
Metropolitan  Hospital 

97th  Street  at  2nd  Avenue 
6th  floor  Auditorium 

Chaikin  Lecture  in  Gastroenterology 

SMALL  VESSEL  DISEASE  OF  THE  GUT 

HOWARD  H.  SPIRO,  M.D. 

Yale  University  School  of  Medicine 
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ALBANY  FUTURE  EVENT 


April  30,  1971  / May  20,  1971 

The  Department  of  Postgraduate  Medicine 
Albany  Medical  College  of  Union  University 

MEDICAL  SEMINAR  CRUISE  TO  THE 

MEDITERRANEAN 

(Aboard  the  "Raffaello”) 

Ports  of  coll  include  Cosoblonco,  Noples,  Genoa,  Cannes,  Bar- 
celona and  Lisbon 

Write:  WILLIAM  P.  NELSON,  III,  M.D. 

Department  of  Postgraduate  Medicine 
Albany  Medical  College 
Albany,  New  York  12208 


BUFFALO  AREA 


March  4,  1971  and  March  5,  1971 

8:15  a.m.  Registration  Thursday 

State  University  of  New  York  at  Buffalo 
School  of  Medicine/Department  of  Psychiatry 
and  the  National  Institute  of  Mental  Health 

Stotler  Hilton  Hotel 
Empire  State  Suite 

CHILDREN:  THEIR  PROBLEMS  AND  THEIR  WORK 

Four  coses  will  be  briefly  presented  to  serve  as  points  of  departure 
.for  speakers  and  panelists. 

Concept:  Causative  factors  of  emotional  illness  in  children  lie  in 
society  as  a whole  and  the  demands  thot  society  makes  on  the 
child.  This  conference  intends  to  broaden  the  focus  of  child 
psychiatry  to  include  an  expansion  of  the  traditional  team,  bringing 
together  educator,  parent,  psychiatrist,  social  worker  and  psycholo- 
gist. 

Write  for  complete  program. 

CREDIT:  C-1 


March  4,  1971  and  March  11,  1971 

7 : 30-9;  30  p.m.,  Thursdays 

State  University  of  New  York  at  Buffalo 
Sisters  of  Charity  Hospital 
Palmer  Hall 

CARDIAC  CLINICS  AND  PHYSICAL 
EXAMINATION  OF  THE  CARDIAC  PATIENT 

March  4 

The  Jugular  Pulse 

1.  Jugular  Contours 

A Wave  Abnormalities 
V Wave  Abnormalities 

2.  Jugular  Pressure  Measured  by  Inspection 

Abdominal  Compression  Test  Venous 
Pressure  by  Manometry 
Intermission 
Case  Presentations 


March  1 1 

Precordial  Pulsations 

1.  The  Normal  Apex  Beat 

2.  Site 

3.  Palpability 

4.  Character 

5.  The  Apex  Beat  in  LVH  and/or  Dilation 

6.  Sustaining 

7.  Atrial  Hump 

8.  Differential  Diagnosis  of  Left 
Parasternal  Movements 

Intermission 
Case  Presentations 

FEE:  $10  CREDIT:  C-l 

Write:  Continuing  Medicol  Education,  Moin  Street  Division — 

School  of  Medicine,  State  University  of  New  York  at  Buffalo,  221  1 
Moin  Street,  Buffalo,  N.Y.  14214,  Tel.  (71  6)  831 -5526. 


TELEPHONE  LECTURE  NETWORK 


The  School  of  Medicine  presents  vorious  programs  via  the  facilities 
of  the  Telephone  Lecture  Network  of  the  Regional  Medical  Program  for 
Western  New  York.  The  Network  covers  the  counties  of  Erie,  Niagara, 
Genesee,  Wyoming,  Chautauqua,  Cattaragus  and  Allegany  in  New 
York  State  ond  Erie  County  and  McKeen  County  in  the  Commonwealth 
of  Pennsylvania.  There  are  55  hospital-outlets. 

Programs  are  presented  in  three  series: 

1.  A weekly  series  of  general  interest  considered  useful  to  all 
physicians  presented  at  1 1 : 30  a.m.  on  Tuesdays; 

2.  The  monthly  Pediatrics  Conference  from  Children's  Hospital 

sponsored  by  the  Department  of  Pediatrics  and  presented  on  the  second 
Friday  of  each  month  under  the  direction  of  Thomas  Aceto,  Jr.,  M.D.; 
and  t 

3.  The  monthly  series  on  trauma  sponsored  by  the  Division  of  Ortho- 
pedic Surgery,  Department  of  Surgery,  and  presented  on  the  fourth 
Thursday  of  each  month  under  the  direction  of  Eugene  R.  Mindell,  M.D. 

For  further  information,  please  contact  Continuing  Medical  Education, 
2211  Main  Street,  Buffalo,  N.Y.  14214.  Tel.  (71  6)  831 -5526. 


BUFFALO  AREA  FUTURE  EVENTS 


TUESDAY,  MARCH  16 

9:00  a.m. 

Sisters  of  Charity  Hospital 

Buffalo 

METHADONE  MAINTENANCE  THERAPY 
IN  HEROIN  ADDICTION 

RONALD  M.  LEVY,  M.D. 

CREDIT:  C-1 
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FRIDAY,  MARCH  26 

8 ; 1 5 o.m. 

State  University  of  New  York  at  Buffalo 
School  of  Medicine 

Meyer  Memorial  Hospital 
Auditorium 

NEUROLOGY  AND  THE  GENERAL  PHYSICIAN 

FEE:  $30  CREDIT:  C-1 


HAMILTON 


TUESDAY,  MARCH  9 

7 : 30  p.m. 

Colgate  University  and  the 

Medical  Society  of  the  State  of  New  York 

Colgate  University  Chapel 

THE  CURRENT  DRUG  EPIDEMIC;  A SYMPOSIUM 
ON  THE  MEDICAL,  LEGAL  AND  SOCIAL  ISSUES 
SURROUNDING  THE  PROBLEMS  OF  DRUG 
ABUSE  AND  USE  BY  YOUTH 

HARVEY  J.  BERGER,  Program  Chairman 

1.  The  Drug  Abuse  Controversy 

DONALD  B.  LOURIA,  M.D. 

Nevr  Jersey  College  of  Medicine  and  Dentistry 

2.  Legal  and  Legislative  Issues 

MICHAEL  R.  SONNENREICH,  ESQ. 

Bureau  of  Narcotics  and  Dangerous  Drugs, 

U.S.  Department  of  Justice 

3.  A Fresh  Look  at  Marijuana 

NORMAN  E.  ZINBERG,  M.D. 

Harvard  Medical  School 

4.  Adolescent  Drug  Treatment  and  the 
Youth  Culture 

DENNIS  JAFFE 

"Number  Nine”  (Crisis  Center) 

New  Haven,  Connecticut 

5.  Discussion  will  be  conducted  by  Session 
Chairman 

GEORGE  HIMLER,  M.D.,  President 
Medical  Society  of  the  State  of  New  York 

NO  FEE  CREDIT:  C-1 

Open  to  Physicians  and  their  families.  Educators,  and  high  school 
and  college  students.  Write  for  further  information. 


March  1 1 

Ghetto  Asthma 

RICHARD  SNYDER,  M.D. 
Kings  County  Hospital 

CREDIT:  C-1 


SARANAC  LAKE 

WEDNESDAY,  MARCH  10 
Saranac  Lake  Medical  Society 

Montague  Memorial  Library 
Will  Rogers  Hospital 
Saranac  Lake 

ENDOCRINOLOGY  OF  MENSTRUAL  DISORDERS 

LEON  SPEROFF,  M.D. 

Yale-New  Haven  Hospital 

CREDIT:  C-1 


WESTCHESTER  COUNTY 


THURSDAY,  MARCH  11 

9;  00  a.m. 

St.  Joseph’s  Hospital 

1 27  South  Broadway 
Yonkers 

VISCERAL  ANGIOGRAPHY 

HARRY  STEIN,  M.D. 

North  Shore  Hospital,  Manhasset 

CREDIT:  C-1  and  AAGP 

NOTE:  Future  Conferences  will  be  announced  in  forthcoming  issues 
of  WHAT  GOES  ON.  The  St.  Joseph’s  Hospital  is  pleased  to 
announce  that  they  are  a participating  hospital  in  the  weekly 
Albany  Medical  College  "Two  Way  Medical  Radio  Conferences." 
These  live  conferences  will  be  held  in  the  auditorium  each  Monday 
from  12:00  noon  to  1:00  p.m.  They  are  approved  for  academic 
credit  by  AAGP. 


PHYSICIANS’  PLACEMENT 


NASSAU  COUNTY 


March  4,  1971  and  March  11,  1971 

11:30  a.m.,  Thursdays 

Nassau  County  Medical  Center 

Radiology  Research  Auditorium 
Hempstead  Turnpike  and  Carman  Avenue 
East  Meadow 

Pediatric  Postgraduate  Lectures 

March  4 

Menstrual  Disturbances  of  Adolescence 

ALBERT  aLTCHEK,  M.D. 

Mount  Sinai  School  of  Medicine 


COLUMBIA  COUNTY,  N.Y.  Needs  Pediatricians,  Internists,  G.P.'s,  and 
Ophthalmologists 

CONTACT:  MATTHEW  A.  ASBORNSEN,  M.D.,  President,  Columbia 
County  Medical  Society,  Kinderhook,  N.Y.  12106.  Tel.  (518) 
684-6101. 


ELMIRA,  N.Y.,  Chemung  County.  One  Dermatologist. 

CONTACT:  C.  B.  OLMSTEAD,  M.D.,  722  W.  Water  Street,  Elmira,  N.Y. 
14905.  Tel  (607)  733-2129. 


ELMIRA,  N.Y.,  Chemung  County.  Group  in  need  of  a G.P.,  Internist  and 
Pediatrician. 

CONTACT:  JAMES  G.  GRAY,  M.D.,  1159  W.  Water  Street,  Elmira, 
N.Y.  14905.  Tel.  (607)  734-0247. 
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SUSTAINED 
RELEASE 
VITAMIN  C 

CEVI-BID 


THE  500  mg.  CAPSULE 

CEVI-BID  releases  Vitamin  C through  its  unique  micro-dialysis 
process  at  a continuous,  smooth,  predictable  rate  for  a 24  hour  period 
on  b.i.d.  dosage  — dependent  only  on  the  presence  of  fluid  in 
the  g.  i.  tract,  and  independent  of  pH  or  other  variables. 

CEVI-BID  avoids  the  “peak  and  valley”  blood  levels  usually 
obtained  from  t.i.d.  dosage  of  Vitamin  C tablets.  - 

Prescribe  CEVI-BID,  the  500  mg.  sustained-release  Vitamin  C 
capsule  whenever  Vitamin  C is  indicated. 

Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


DEVELOPERS  AND  SUPPLIERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


You  see  her  from  45  to  55  with 

hot  flushes 
night  sweats 

fatigue 

headache 
palpitations 
emotional  distress 


TREAT  HER  WITH  PREMARIN  (Conjugated  Estro- 
gens. U.S.P.).  PREMARIN  offers  specific,  effec- 
tive replacement  therapy  for  relief  of  menopausal 
symptoms— both  physical  and  emotional— due  to 
estrogen  deficiency.  It  usually  provides  a "sense 
of  well-being”. . . helps  many  patients  maintain  a 
more  positive  outlook. 

KEEP  HER  ON  PREMARIN  (Conjugated  Estro- 
gens, U.S.P.).  Continued  use  of  PREMARIN  after 
menopausal  symptoms  have  abated  can  help  pro- 
tect against  further  degenerative  changes  related 
to  estrogen  deficiency— changes  that  often  begin 
in  the  reproductive  organs  and  extend  rapidly  to 
body  tissues  and  skeleton. 

REPLACEMENT  THERAPY  AT  ANY  STAGE.  The 

estrogen  deficient  woman  can  benefit  from  long 
term  replacement  therapy  with  PREMARIN  at  any 
stage- whether  she  is  45  and  suffering  symptoms 
of  the  menopause ...  a grandmother  of  60  with 
atrophic  vaginal  tissue ...  or  an  even  more  elderly 
patient  with  osteoporosis.  PREMARIN  therapy  is  re- 
markably well  tolerated,  and  relatively  inexpensive. 

BRIEF  SUMMARY 

PREMARIN®  (Conjugated  Estrogens,  U.S.P.). 
Indication:  PREMARIN  is  specific  for  replacement 
therapy  of  the  estrogen  deficiency  state  character- 
istic of  the  menopause  and  the  postmenopause. 
Caution:  In  the  female:  To  avoid  continuous  stimu- 
lation of  breast  and  uterus,  cyclic  therapy  is  recom- 
mended (3  week  regimen  with  1 week  rest  period— 


Withdrawal  bleeding  may  occur  during  this  1 week 
rest  period). 

In  the  male:  Continuous  therapy  over  prolonged 
periods  of  time  may  produce  gynecomastia,  loss  of 
libido,  and  testicular  atrophy. 

Suggested  Usual  Dosage:  Menopausal  and  post- 
menopausal estrogen  deficiency— PREMARIN:  1 .25 
mg.  to  3.75  mg.  daily,  depending  on  severity  of 
symptoms.  Dosage  should  be  tailored  to  individual 
needs  of  patient.  Cyclic  administration  is  recom- 
mended (3  weeks  of  daily  estrogen  therapy  and 
1 week  off). 

If  patient  has  not  menstruated  within  last  two 
months  or  more,  cyclic  administration  is  started 
arbitrarily.  If  patient  is  menstruating,  cyclic  admin- 
istration is  started  on  day  5 of  bleeding. 

Note:  If  breakthrough  bleeding  occurs  (bleeding 
or  spotting  during  estrogen  therapy),  increase  es- 
trogen dosage  as  needed  to  stop  bleeding.  Con- 
tinue this  individualized  dosage  in  subsequent 
cyclic  regimen.  Failure  to  control  bleeding  or  un- 
expected recurrence  is  an  indication  for  curettage. 

Atrophic  vaginitis,  pruritus  vulvae:  Cyclically, 
1.25  mg.  to  3.75  mg.  or  more  is  given,  depending 
on  tissue  response  of  individual  patient. 

Available  in  4 potencies:  Tablets— No.  865—2.5 
mg.  (purple):  No.  866—1.25  mg.  (yellow);  No.  867— 
0.625  mg.  (red);  and  No.  868—0.3  mg.  (green).  In 
bottles  of  1 00  and  1 ,000. 

AYERST  LABORATORIES 
7053  New  York,  N.Y.  10017 


Ayerst. 


therapy  for  all  stages 
of  estrogen  deficiency 

NATURAL  ESTROGEN  THERAPY 

PREAAARIK 

BRAND  OF 

CONjUGATED 
ESTROGENS,  U.S.P 
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Paramedical,  of  course... 


Health  Service  Systems  does  not  practice 
medicine— that  is  for  you,  the  physician, 
to  do. 

What  Health  Service  Systems  does  do  is  to 
support  your  practice,  permitting  you,  the 
physician,  to  overcome  the  restraints  of 
time  on  your  primary-care  capability. 

What  Health  Service  Systems  does  is  para- 
medical. It  gives  a medically-accepted  test 
segment  of  the  total  health  examination— 
the  routine  segment  you,  the  physician, 
can  leave  to  trained  technologists— and 
sends  its  report  only  to  you,  the  physician, 
for  medical  evaluation  and  follow-up. 

What  Health  Service  Service  Systems  does 
is  to  encourage  the  periodic-examination 
habit— for  preventive  as  well  as  curative 


medicine  — by  providing  a convenient, 
comfortable,  one-stop,  personal  test  cen- 
ter, where  you  can  refer  your  patients  as 
confidently  as  you  would  welcome  them 
to  your  own  office. 

What  Health  Service  Systems  is  doing,  in 
short,  is  helping  to  enhance  the  doctor- 
patient  relationship  through  new  concepts 
in  multiphasic  testing,  with  a fully- 
equipped  facility,  physician-oriented  pro- 
gram and  examinee-geared  procedures. 
For  a closer  look  at  Health  Service  Sys- 
tems’ unique  Queens  Multiphasic  Exami- 
nation Center,  write  or  phone  for  a color- 
ful brochure,  or  better  still,  visit— at  your 
convenience.  If  you  haven’t  already  expe- 
rienced it,  let  us  schedule  you  for  the  same 
test  package  we  offer  your  patients. 


HEALTH  SERVICE  SYSTEMS 

175-61  HILLSIDEAVE., JAMAICA  ESTATES, N.Y.11432  • (212)291-4800 
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NoludarSOO 

(methyprylon) 

one  capsule 
fortherest 
of  the  night 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
INDICATION:  Relief  of  insomnia  of  varied  etiology 
CONTRAINDICATIONS:  Patients  with  known  hyper- 
sensitivity to  the  drug, 

WARNINGS:  Caution  patients  about  combined  ef- 
fects with  alcohol  and  other  CNS  depressants. 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness,  such  as  op- 
erating machinery  or  driving  a motor  vehicle 
shortly  after  ingesting  the  drug. 

Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 
withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should  be 
under  adequate  medical  supervision. 

Usage  m Pregnancy-.  Weigh  potential  benefits  in 
pregnancy,  during  lactation,  or  in  women  of  child- 
bearing age  against  possible  hazards  to  mother  and 
child. 

PRECAUTIONS:  If  sleeplessness  is  pain-related,  an  anal- 
gesic should  also  be  prescribed.  Perform  periodic  blood  counts 
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lated to  the  drug. 
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the  combination 
contraceptive 
that  is  virtually 
without  side  effects 


SURPRISED? 

You  shouldn't  be,  because  the  combination  of  ORTHO* 
Diaphragm  plus  ORTHO-GYNOL*  Contraceptive  Jelly  offers 
advantages  that  are  worth  considering: 

1.  high  level  of  effectiveness 

2.  no  problem  with  adverse  reactions 

3.  control  remains  with  the  woman 

4.  virtually  no  loss  of  sensation 

5.  used  only  as  needed 

. . . and  no  other  form  of  contraception  offers  all  those  advantages. 
To  these,  Ortho  adds  convenience  for  the  patient: 

The  Ortho  Diaphragm  Kit,  which  includes  an  Ortho 
Diaphragm  (ALL-FLEX*  Arcing  Spring,  Coil  Spring, 
or  Flat  Spring),  a tube  of  Ortho-Gynol  Contraceptive 
jelly,  and  an  Illustrated  instruction  book. 

For  the  physician: 

Professional  fitting-ring  set  and  fitting-procedure 
brochure  available.  See  your  Ortho  Representative. 


ORTHO  PHARMACEUTICAL  CORPORATION  • RARITAN,  NEW  JERSEY  08869 
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Abstracts 


Dole,  V.  P.,  Foldes,  F.  F.,  Trigg,  H.,  Robinson,  J.  W., 
and  Blatman,  S.:  Methadone  poisoning;  diagnosis  and 

treatment,  New  York  State  J.  Med.  71:  541  (Mar.  1) 
1971. 

There  have  been  3 serious  poisonings  of  children,  2 of 
them  fatal,  from  approximately  2 million  doses  of  metha- 
done dispensed  in  New  York  City  during  the  past  six 
years.  The  history  of  narcotic  intake  is  important  in 
establishing  a diagnosis  of  methadone  poisoning  since 
the  symptoms,  apnea  and  coma,  are  nonspecific.  Arti- 
ficial respiration  by  the  best  means  immediately  avail- 
able should  be  started  without  delay.  Antidote  of  choice 
is  naloxone  hydrochloride  (Narcan),  0.01  mg.  per  kilo- 
gram intravenously;  nalorphine  hydrochloride  (Nalline), 
0.1  mg.  per  kilogram,  or  levallorphan  tartrate  (Lorfan), 
0.02  mg.  per  kilogram,  are  also  effective  antidotes.  The 
patient  should  be  continuously  observed  for  twenty-four 
hours  and  further  intramuscular  injections  of  antidote 
administered  as  necessary  to  maintain  respiration. 
Lavage,  dialysis,  and  central  nervous  system  stimulants 
are  contraindicated.  The  importance  of  secure  custody 
of  methadone  must  be  emphasized  by  prescribing  physi- 
cians. 


Smull,  L.:  Gram-negative  bacteria  of  medical  impor- 
tance; monograph  of  simplified  tables  for  their  identifi- 
cation, New  York  Stated.  Med.  71:  544  (Mar.  1)  1971. 

Complete  tables  for  the  identification  of  all  gram-neg- 
ative bacteria  observed  in  a medical  microbiological 
laboratory  are  presented.  This  work  reorganizes  avail- 
able standard  biochemical  results  into  a practical  and 
workable  system  and  includes  several  newer  tests  that 
have  appeared  recently.  Additional  information  is 
available  for  the  identification  of  species  within  a genus. 

Nemoto,  T.,  and  Dao,  T.  L.:  5-Fluorouracil  and  cy- 

clophosphamide in  disseminated  breast  cancer;  rela- 
tionship between  chemotherapy  and  hormonal  therapy, 
New  York  Stated.  Med.  71:  554  (Mar.  1)  1971. 

The  anticancer  efficacy  of  5-fluorouracil  (5-FU)  and 
cyclophosphamide  (Cytoxan)  was  studied  in  295  patients 
with  disseminated  cancer  of  the  breast;  133  received  5- 
FU  and  162  received  cyclophosphamide.  Tumor  regres- 
sion rate  was  13  per  cent  with  5-FU,  and  10  per  cent  of 
the  patients  died  from  drug  toxicity.  Remittance  rate 
with  cyclophosphamide  was  28  per  cent,  with  1 death 
from  toxicity.  5-FU  is  more  effective  in  patients  with 
soft-tissue  metastases  and  rarely  induces  regression  of 
osseous  or  pulmonary  metastases,  whereas  cyclophos- 
phamide appears  to  be  effective  in  all  types  of  metas- 
tases. Toxicity  to  these  agents  was  shown  not  to  be  a 
prerequisite  for  tumor  regression.  Adrenalectomized 
patients,  however,  were  more  susceptible  to  5-FU  tox- 


icity than  to  cyclophosphamide,  h'avorable  response  to 
chemotherapy  occurred  more  frequently  in  women  who 
were  less  than  one  year  postmenopausal  and  with  a short 
metastasis-free  interval.  In  contrast,  response  to  hor- 
mones or  endocrine  ablation  was  often  better  in  patients 
with  longer  metastasis-free  intervals  and  late  postmeno- 
pausal ages.  Nevertheless,  chemotherapy  produced  re- 
gression of  metastatic  cancer  as  frequently  in  hormone 
nonresponders  as  in  hormone  responders. 

Goodman,  C.  R.:  Treatment  of  shoulder-hand  syn- 

drome; combined  ultrasonic  application  to  stellate  gan- 
glion and  physical  medicine.  New  York  State  d.  Med. 
71:  559  (Mar.  1)  1971. 

Ultrasound  applied  to  the  stellate  ganglion  is  sug- 
gested as  a treatment,  in  combination  with  physical 
medicine  and  rehabilitation,  for  the  shoulder-hand 
syndrome.  Six  of  7 patients  treated  by  this  method 
experienced  marked  to  complete  relief  of  pain,  decreased 
edema,  and  return  of  function.  A history  of  the  nature 
and  treatment  of  shoulder-hand  syndrome  is  included, 
and  two  case  reports  are  presented. 

Takita,  H.,  and  Adler,  R.  H.:  Bronchial  adenoma: 

Clinicopathologic  observation.  New  York  State  d.  Med. 
71:  563  (Mar.  1)  1971. 

Histologically,  bronchial  adenomas  have  been  classi- 
fied as  carcinoid  (87  per  cent),  cylindroma  (9  per  cent), 
and  mucoepidermoid  tumor  (4  per  cent).  Because  of  its 
slow  growth  and  long  duration  of  symptoms,  an  extended 
follow-up  is  required  in  the  case  of  a bronchial  adenoma. 
Roentgenograms  of  the  chest  and  bronchoscopy  are  ef- 
fective tools  in  diagnosis.  Bronchial  adenomas  should 
be  approached  as  malignant  tumors,  and  open  resection 
of  the  tumor  is  the  treatment  of  choice  whenever  pos- 
sible. However,  careful  bronchoscopic  excision  or 
cautery  may  give  fairly  good  palliation  for  poor-risk 
patients. 

Schoonees,  R.,  Mostert,  J.  W.,  Moore,  R.  H.,  Stetson, 
J.  B.,  and  Murphy,  G.  P.:  Evaluation  of  metolazone: 
New  diuretic  in  chronic  renal  disease.  New  York  State 
d.  Med.  71:  566  (Mar.  1)  1971. 

A comparative  study  was  made  of  21  patients  with 
varying  degrees  of  renal  failure  given  an  oral  daily  dose 
of  5 mg.  of  metolazone  for  five  days  and  of  21  additional 
patients  with  reduced  glomerular  filtration  rates  given 
metolazone  intravenously  in  doses  ranging  from  5 to  100 
mg.  The  diuretic  and  saluretic  response  in  those 
patients  given  the  drug  orally  was  striking.  Those 
patients  treated  intravenously  showed  no  significant 
effect  on  cardiac  hemodynamics,  total  peripheral  resis- 
tance, and  blood  volume. 
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the 

night 

“cap” 

for  patients 
with  insomnia 


Under  your  supervision,  barbiturates  are  valuable  thera- 
peutic agents.  In  the  hands  of  the  reckless  and  the 
uninformed,  they  can  be  abused.  Lilly  enforces  a com- 
prehensive security  program  to  help  prevent  pilferage, 
theft,  and  diversion  of  its  products.  Full  co-operation  is 
afforded  law  enforcement  agencies  and  other  groups  who 
offer  education  on  drug  abuse  and  prevention  programs. 


I 


Seconal*  Sodium 

SODIUM  SECOBARBITAL 

Seconal  Sodium  generally  provides  tense,  nervous,  worried 
patients  a good  night’s  sleep.  It  brings  restful  slumber  within 
fifteen  to  thirty  minutes.  The  soporific  effect  lasts  for  five  to  seven 
hours  . . . usually  dissipates  long  before  the  individual  awakens. 
Most  patients  wake  up  refreshed  and  ready  for  another  day. 

When  you  prescribe  Seconal  Sodium,  your  patients  will 
appreciate  the  rest. 


SECONAL®  SODIUM  (sodium  secobarbital) 


Indications:  Insomnia;  sedation  in  obstetrics,  neuro- 
psychiatry, and  dental  procedures  or  whenever  a 
rapid-acting  sedative  or  hypnotic  effect  is  desirable. 
Contraindications:  Except  in  emergencies,  do  not 
give  to  persons  likely  to  become  dependent  on  such 
medications.  Do  not  administer  in  the  presence  of 
uncontrolled  pain  or  to  persons  with  a history  of 
porphyria. 

Warning:  May  be  habit-forming. 

Precautions:  Use  with  caution  in  patients  with  de- 
creased liver  function. 


Adverse  Reactions:  Idiosyncrasy  (excitement,  hang- 
over, pain)  may  appear.  Hypersensitivity  reactions 
may  occur,  especially  in  patients  with  asthma,  urti- 
caria, or  angioneurotic  edema. 


Dosage:  Adu/fs— Insomnia,  100  mg.  at  bedtime.  Pre- 
operatively,  200  to  300  mg.  one  to  two  hours  before 
surgery.  Older  Children— 50  to  100  mg. 

Overdosage:  Symptoms— C.N.S.  depression.  Treat- 
ment-Gastric lavage;  administration  of  I.V.  fluids; 
maintenance  of  blood  pressure,  body  temperature, 
respiration;  dialysis. 

How  Supplied:  Enseals®  (enteric-release  tablets, 
Lilly)  Seconal®  Sodium  (sodium  secobarbital,  Lilly), 
100  mg.  (l'/2  grains),  in  bottles  of  100. 

Pulvules®  Seconal®  Sodium  (Sodium  Secobarbital 
Capsules,  U.S.P.),  30  mg.  (1/2  grain),  in  bottles  of 
100  and  500;  50  mg.  (%  grain)  and  100  mg.  (1V2 
grains),  in  packages  of  100,  500,  and  5,000.  [1OII68B] 
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Dole,  V,  P.,  Foldes,  F.  F.,  Trigg,  H.,  Robinson,  J.  W., 
e Blatman,  S.:  Invenenamento  con  methadona;  diag- 
nose e tractamento,  New  York  State  J.  Med.  71:  541 
(Mar.  1)  1971. 

Tres  grave  invenenamento  in  pueros,  due  fatal,  ha 
essite  reportate  depost  le  administration  de  circa  de  2 
millione  de  doses  de  methadona  in  le  citate  de  New  York 
durante  le  6 annos  passate.  Le  antecedente  del  uso 
de  narcotic  es  importante  pro  establir  le  diagnose  del 
invenenamento  con  methadona  pois  que  le  symptomas, 
apnea  e coma,  es  non  specific.  Le  respiration  artificial, 
usante  le  melior  resources  disponibile  de  inmediate, 
debe  esser  initiate  sin  demora.  Le  antidoto  de  election 
es  le  chlorhydrato  de  naloxona  (Narcan)  (0.01  mg/kg, 
intravenosemente);  altere  antidotos  effective  es  le  chlor- 
hydrato de  nalorphina  (Nalline)  (0.1  mg/kg)  e le  tartrato 
de  levallorphan  (Lorfan)  (0.02  mg/kg).  Le  patiente  debe 
esser  observate  continuemente  durante  24  horas;  si  es 
necessario,  altere  injection  intramuscular  del  antidoto 
debe  esser  administrate  pro  mantener  le  respiration. 
Es  contraindicate  le  lavage  gastric,  le  dialysis  e le  stim- 
ulantes  del  systema  nervose  central.  Le  importantia 
de  custodiar  le  methadona  debe  esser  accentuate  per 
le  medicos  prescribente. 

Smull,  L.:  Bacterios  Gram-negative  de  importantia 

medic;  monographia  de  tabellas  simplificate  pro  lor 
identification.  New  York  State  J.  Med.  71:  544  (Mar. 
1) 1971. 

Tabellas  complete  pro  le  identification  de  omne  bac- 
terios Gram -negative  observate  in  le  laboratorio  micro- 
biologic es  presentate.  Iste  travalio  gruppa  le  resultatos 
biologic  standard  in  un  systema  practic  e usabile,  tiam 
include  plure  recente  tests.  Information  pro  le  identifi- 
cation de  species  intra  un  genero  es  etiam  presentate. 

Dao,  T.  L.,  e Nemoto,  T.:  Le  5-fluorouracilo  e le  cyclo- 

phosphamida  in  le  cancer  mammari  disseminate;  rela- 
tion inter  le  chimotherapia  e le  tractamento  hor- 
monal, New  York  State  J.  Med.  71:  554  (Mar.  1)  1971. 

Le  efficacia  anticancerose  del  5-fluorouracilo  (5-FU) 
e del  cyclophosphamida  (Cytoxan)  esseva  studiate  in  295 
patientes  con  cancer  mammari  disseminate;  133  esseva 
tractate  con  5-FU  e 162  con  cyclophosphamida.  In  le 
gruppo  tractate  con  5-FU,  le  proportion  de  regression  del 
tumor  esseva  13%;  10%  del  patientes  moriva  a causa  del 
toxicitate  del  pharmaco.  Le  indice  de  regression  con  le 
cyclophosphamida  esseva  28%;  un  patiente  moriva  per  le 
toxicitate  del  droga.  Le  5-FU  es  plus  efficace  in  patien- 
tes con  metastases  del  texito  blande  e raremente  induce 
regression  del  metastases  osseose  o pulmonar;  le  cyclo- 
phosphamida, in  Cambio,  pare  esser  effective  in  omne 
typos  de  metastases.  Ha  essite  demonstrate  que  le 
toxicitate  resultante  de  iste  agentes  non  es  un  pre- 
requisite pro  inducer  un  regression  tumoral.  Nonob- 
stante,  le  patientes  adrenalectomisate  esseva  plus  sus- 
ceptibile  al  toxicitate  del  5-FU  que  le  del  cyclophospha- 


mida. Favorabile  responsa  al  chimotherapia  ocurreva 
plus  frequentemente  in  feminas  postmenopausic  infra 
un  anno  e con  un  intervallo  breve  sin  metastases.  In 
contrasto,  le  responsa  al  tractamento  hormonal  o al  abla- 
tion endocrin  esseva  frequentemente  melior  in  le  patien- 
tes con  plus  longe  intervallos  sin  metastases,  e de  plus 
longe  periodo  postmenopausic.  Nonobstante,  le 
chimotherapia  induceva  regression  del  cancer  metasta- 
tic con  equal  frequentia  in  patientes  non  responsive  o 
responsive  al  tractamento  hormonal. 

Goodman,  C.  R.:  Tractamento  del  syndrome  spatula- 
mano;  application  ultrasonic  al  ganglion  stellate  com- 
binate  con  physiotherapia.  New  York  State  J.  Med. 
71:  559  (Mar.  1)  1971. 

Suggerite  es  le  application  de  undas  ultrasonic  al  gang- 
lion stellate  combinate  con  medicine  physic  e rehabili- 
tation como  tractamento  del  syndrome  spatula- mano. 
Sex  de  7 patientes  tractate  con  iste  methodo  habeva 
marcate  a complete  relevamento  del  dolor,  reduction  del 
edema  e recuperation  del  function.  Le  historia  del 
natura  e tractamento  de  iste  syndrome,  e le  reportos  de 
2 casos  es  presentate. 

Takita,  H.,  e Adler,  R.  H.:  Adenoma  bronchial;  obser- 
vation clinicopathologic.  New  York  State  J.  Med.  71: 
563  (Mar.  1)  1971. 

Histologicamente,  le  adenomas  bronchial  ha  essite 
classificate  como  carcinoide  (87%),  cylindroma  (9%)  e 
tumor  muco-epidermoide  (4%).  Debite  al  crescimento 
lento  del  tumor  e le  longe  duration  del  symptomas,  es 
requerite  un  observation  prolongate  in  casos  de  adenoma 
bronchial.  Le  radiographias  del  thorace  e le  broncho- 
scopia  es  medios  effective  pro  le  diagnose.  Le  adenomas 
bronchial  debe  esser  tractate  como  tumores  maligne,  e 
le  resection  aperte  del  tumor  es  le  tractamento  de  elec- 
tion quandocunque  possibile.  Nonobstante,  le  resection 
bronchoscopic  o le  cauterization  pote  dar  un  palliation 
bon  e acceptabile  in  le  patientes  grave,  de  “paupere 
risco.” 

Schoonees,  R.,  Mostert,  J.  W.,  Moore,  R.  H.,  Stetson, 
J.  B.,  e Murphy,  G.  P.:  Evalutation  del  metolazona; 
nove  diuretico  pro  morbo  renal  chronic.  New  York  State 
J.  Med.  71:  566  (Mar.  1)  1971. 

Un  studio  comparative  ha  essite  conducite  con  21 
patientes  con  insufficientia  renal  de  diverse  grado  trac- 
tate con  doses  oral  quotidian  de  5 mg  de  metolazona 
durante  5 dies,  e altere  21  patientes  additional  con 
filtration  glomerular  reducite  tractate  con  doses  variabile 
inter  5 e 100  mg  del  mesme  agente  administrate  intra- 
venosemente. Le  responsa  diuretic  e saluretic  esseva 
surprendente  in  le  patientes  tractate  oralmente.  Le 
patientes  tractate  intravenosemente  non  mostrava  un 
effecto  significante  sur  le  hemodynamic  cardiac,  le  resis- 
tentia  peripheric  total  e le  volumine  sanguine. 
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Medical  News 


inauguration  of  lectures 

A combined  effort  on  the  parts  of  the  Regional  Medi- 
cal Program  for  Western  New  York  and  Roswell  Park 
Memorial  Institute,  has  resulted  in  the  inauguration  of  a 
new  Cancer  Oncology  Special  Interest  Series  of  Lectures 
for  physicians  for  1971.  The  programs,  presented  by 
Roswell  Park  physicians,  are  transmitted  over  the  Tele- 
phone Lecture  Network,  a health  educational  system 
operated  by  the  Regional  Medical  Program  for  Western 
New  York  and  links  some  62  hospitals  and  educational 
institutions  in  Western  New  York  and  Northwestern 
Pennsylvania  with  Roswell  Park  Memorial  Institute. 

The  programs,  which  began  on  January  20  with  “Pros- 
pects for  Immunotherapy  in  Lymphoma  and  Leukemia,” 
by  Joseph  E.  Sokal,  M.D.,  chief,  Department  of  Medicine 
B,  can  be  heard  on  Wednesdays  from  11:30  a.m.  to  12:30 
p.m. 

Future  programs  and  their  speakers  will  be:  March 

17 — “The  Management  of  Pain  in  Cancer,”  Kenneth 
M.  Nelson,  M.D.,  cancer  research  neurosurgeon;  April 
21 — “Radiotherapy  Today,”  John  H.  Webster,  M.D., 
chief.  Department  of  Therapeutic  Radiology;  May  19 — 
“Common  Malignant  Gynecologic  Tumors:  A 

Symposium  (a)  Carcinoma  of  the  Cervix,”  Dean  R. 
Goperud,  M.D.,  associate  chief.  Department  of  Gynecol- 
ogy; (b)  “Cancer  of  the  Endometrium,”  William  J.  Hew- 
itt, M.D.,  senior  cancer  research  gynecologist;  (c)  “Ma- 
lignant Ovarian  Tumors,”  Joseph  J.  Barlow,  M.D., 
chief.  Department  of  Gynecology. 

July  21 — “How  Therapy  for  Breast  Cancer  Can  Be 
Improved,”  Thomas  L.  Dao,  M.D.,  chief.  Department 
of  Breast  Surgery. 

August  18 — “Bladder  Cancer  Today  and  Tomorrow,” 
Gerald  P.  Murphy,  M.D.,  director,  Roswell  Park  Memo- 
rial Institute  and  former  associate  director  for  Clinical 
Affairs,  chief.  Department  of  Urology,  and  director, 
Department  of  Experimental  Research. 

September  15 — “Current  Status  of  Lung  Cancer,” 
Ronald  G.  Vincent,  M.D.,  acting  chief.  Department  of 
Thoracic  Surgery. 

October  20 — “Hemorrhagic  and  Thromboembolic 
Problems  in  Cancer  Patients,”  Julian  L.  Ambrus,  M.D., 
Ph.D.,  director,  Springville  Laboratories. 

November  17 — “Carcinoma  of  the  Pancreas:  Current 
Status,”  Douglas  Holyoke,  M.D.,  chief.  Department  of 
Gastrointestinal  Surgery. 

December  15 — “Vocational  and  Speech  Rehabilita- 
tion of  the  Laryngectomized  Patient,”  Donald  P.  Shedd, 
M.D.,  chief.  Department  of  Head  and  Neck  Surgery,  and 
Kumao  Sako,  M.D.,  associate  chief.  Cancer  Research, 
Department  of  Head  and  Neck  Surgery. 

Programs  can  be  heard  at  hospitals  in  Western  New 
York  that  are  connected  to  the  network.  Almost  all 
hospitals  in  the  region  are  linked  to  the  network. 
Ir  rested  physicians  may  ask  the  hospital  administra- 
tor where  the  listening  posts  are  located. 

Material  tor  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


The  Regional  Medical  Program  for  Western  New  York 
encompasses  the  Western  New  York  counties  of  Alle- 
gany, Cattaraugus,  Chautauqua,  Erie,  Genesee,  Niag- 
ara, and  Wyoming  and  Erie  and  McKean  in  Pennsyl- 
vania. 

The  Metropolitan  College  Mental 
Health  Association 

The  Metropolitan  College  Mental  Health  Associa- 
tion, a new  organization  dealing  with  problems  of  stu- 
dents in  colleges  and  universities,  meets  three  times  a 
year  to  discuss  topics  of  interest  to  psychiatrists,  college 
health  physicians,  administrators,  social  workers,  psy- 
chologists, and  counselors  who  are  involved  in  caring  for 
college  students.  Persons  interested  in  further  details 
about  the  meetings  should  contact:  Joel  A.  Moskowitz, 
M.D.,  assistant  director.  Psychiatric  Division,  Columbia 
University  Health  Service,  Columbia  University,  New 
York,  New  York  10027. 

Television  films  on  neurosurgery 

The  John  and  Mary  R.  Markle  Foundation  has 
awarded  $340,000,  to  the  Society  of  Neurosurgeons  Re- 
search Foundation  Inc.,  to  help  the  Society  produce  a 
series  of  television  films  on  neurosurgery  under  the  direc- 
tion of  Bronson  S.  Ray,  M.D.,  clinical  professor  of  sur- 
gery, The  New  York  Hospital-Cornell  Medical  Center, 
and  assisted  by  Richard  S.  Bergland,  M.D.,  associate 
professor  of  surgery.  These  films  would  provide  continu- 
ing education  for  the  practicing  neurosurgeon  by  bring- 
ing information  on  new  technics  and  filling  gaps  in  resi- 
dency training.  As  currently  outlined,  the  series  calls 
for  approximately  20  films,  each  one  featuring  a proce- 
dure being  carried  out  by  a neurosurgeon  known  for  his 
work  in  that  particular  area. 

NAUI  to  qualify  physicians 
in  diving  medicine 

The  National  Association  of  Underwater  Instructors 
will  hold  its  first  diving  medicine  course  for  physicians. 
May  1 to  8,  1971,  at  the  Underwater  Explorers  Club, 
Freeport,  Grand  Bahama. 

Edward  S.  Tucker,  M.D.,  formerly  assistant  director 
and  senior  instructor  in  Diving  Medicine  at  the  Navy’s 
School  of  Submarine  Medicine,  will  direct  the  course. 
The  course  staff  will  include  George  Bond,  M.D.,  special 
assistant  for  Diving  Medicine,  Naval  Ship  Research 
and  Development  Laboratory,  Clyde  Swift,  M.D.,  anes- 
thesiologist, John  Clements,  M.D.,  medical  advisor 
UNEXSO,  David  Leith,  M.D.,  professor  of  physiology. 
Harvard,  John  Baker,  M.D.,  director  of  the  Navy’s 
School  of  Submarine  Medicine.  Joseph  Bodner, 
D.D.S.,  will  be  NAUI  coordinator,  and  Dave  Woodward 
and  I’rank  Reed  of  UNEXSO  will  act  as  consultants. 

The  primary  objective  of  this  type  of  eight-day  pro- 

continued  on  page  525 
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gram  taught  by  physicians  for  physicians  is  to  eventually 
acquaint  a major  segment  of  the  medical  population  with 
the  problems  of  underwater  physiology  and  therapy  for 
diving  and  diving-related  injuries.  The  course  will  be 
open  only  to  physicians. 

The  course  will  include  diving  physics,  venemous 
marine  animals,  diving  physiology,  advances  in  diving 
equipment,  shallow  water  blackout  and  drowning,  de- 
compression sickness,  pulmonary  physiology,  decom- 
pressure  chamber  operation,  physical  exams  for  divers, 
air  embolism,  treatment  table,  and  other  related  sub- 
jects. For  those  doctors  who  have  no  diving  experience, 
an  additional  course  in  basic  skin  and  scuba  diving  will 
be  available. 

For  more  information  on  this  course  or  a schedule  of 
other  1971  to  1972  Medical  Programs,  write  NAUI  Head- 
quarters, 22809  Barton  Road,  Colton,  California  92324. 

Ceremony  held  to  name  library 

Bellevue  Hospital  Center’s  Medical  Library  was 
named  in  honor  of  Clarence  E.  de  la  Chapelle,  M.D.,  at 
a ceremony  held  on  February  18.  Dr.  de  la  Chapelle, 
former  associate  dean.  New  York  University  Post- 
Graduate  Medical  School,  and  currently  consultant 
on  postgraduate  medicine,  for  many  years  provided 
guidance  to  the  operation  of  the  library  for  the  benefit 
of  Bellevue’s  interns,  residents,  and  physicians.  A 
placque,  dedicating  the  library  to  him,  will  be  installed 
and  transferred  to  the  new  Bellevue  building  when  the 
hospital  moves  into  it. 

Ivan  L.  Bennett,  Jr.,  M.D.,  director.  New  York 


University  Medical  Center  and  dean  of  the  School  of 
Medicine,  unveiled  the  placque,  and  James  E.  McCor- 
mack, director.  New  York  Academy  of  Medicine,  and 
president.  Society  of  Alumni  of  the  Bellevue  Hospital 
Center,  spoke.  Dr.  de  la  Chapelle  received  a gold  key 
to  the  library. 

Distinguished  lectureship  series 

“Cellular  Aspects  of  Radiobiological  Repair  Proces- 
ses” will  be  the  theme  of  the  1971  Distinguished  Lecture- 
ship Series  of  the  Department  of  Radiation  Biology  and 
Biophysics  at  the  University  of  Rochester  Medical  Cen- 
ter. Morton  W.  Miller,  M.D.,  assistant  professor  of  radi- 
ation biology  and  biophysics,  is  chairman  of  the  planning 
committee.  Other  members  of  the  committee  are: 
Christopher  W.  Lawrence,  M.D.,  associate  professor  of 
radiation  biology  and  biophysics  and  Christopher  S. 
Lange,  M.D.,  assistant  professor  of  experimental  radi- 
ology and  of  radiation  biology  and  biophysics. 

The  series,  beginning  on  March  1 and  2,  will  be 
followed  by  lectures  on  March  8 and  9,  March  15  and  16, 
March  22  and  23,  April  6 and  7,  and  April  12  and  13. 
The  lectures  have  been  thematically  organized  so  that 
they  progress  from  molecular  to  cellular  aspects  of  radia- 
tion damage  and  repair.  Each  lecturer  will  meet  with 
faculty  and  students  by  appointment.  The  appoint- 
ments should  be  made  through  Dr.  Miller’s  office  (ext. 
3634).  In  addition,  the  department  has  organized  a 
graduate  level  specialty  seminar  around  the  Distin- 
guished Lectureship  Series  for  students  wishing  to  pur- 
sue further  in  depth  coverage  of  the  subject  and  this  will 
be  under  the  charge  of  Dr.  Lawrence. 


Medical  Meetings 


The  current  drug  epidemic 

A symposium  on  the  medical,  legal,  and  social  issues 
surrounding  the  problems  of  drug  abuse  and  use  by 
youth — “The  Current  Drug  Epidemic” — will  be  held 
on  Tuesday,  March  9,  1971,  at  7:30  p.m.,  Colgate  Uni- 
versity, on  Route  12B,  Hamilton,  New  York  13346,  at  the 
University  Chapel.  There  will  be  no  charge  for  admis- 
sion. The  program  will  consist  of:  introductory  re- 

marks by  Harvey  J.  Berger,  program  chairman,  student 
at  Colgate  University,  and  chairman  of  the  Colgate  Drug 
Education  Committee,  and  George  Himler,  M.D.,  pres- 
ident-elect, Medical  Society  of  the  State  of  New  York, 
who  will  be  representing  the  State  Medical  Society,  and 
will  act  as  session  chairman  and  discussant;  “The  Drug 
Abuse  Controversy,”  by  Donald  B.  Louria,  M.D.,  pro- 
fessor and  chairman.  Department  of  Public  Health  and 
Preventative  Medicine,  New  Jersey  College  of  Medicine 
and  Dentistry,  and  president.  New  York  State  Council 
on  Drug  Addiction;  “Legal  and  Legislative  Issues,”  by 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Michael  R.  Sonnenreich,  Esq.,  deputy  chief  counsel. 
Bureau  of  Narcotics  and  Dangerous  Drugs,  U.S.  Depart- 
ment of  Justice,  and  special  assistant  to  the  U.S.  At- 
torney for  the  District  of  Columbia;  “A  Fresh  Look  at 
Marijuana,”  by  Norman  E.  Zinberg,  M.D.,  member  of 
Department  of  Psychiatry,  Harvard  Medical  School, 
and  presently  a Scholar  in  Residence  as  a Field  Founda- 
tion Fellow,  Tufts  University  studying  affective  educa- 
tion; and  “Adolescent  Drug  Treatment  and  the  Youth 
Culture,”  by  Dennis  Jaffe,  psychologist  and  philosopher, 
a founder  and  currently  director  of  Number  Nine,  a 
twenty-four-hour  crisis  center.  New  Haven,  Connecti- 
cut. 

This  symposium,  cosponsored  by  Colgate  University 
and  The  Medical  Society  of  the  State  of  New  York,  is 
designed  to  offer  expert  viewpoints  from  the  vantage 
points  of  psychology,  psychiatry,  medicine,  and  law  for 
physicians  and  their  families,  and  both  high  school  and 
college  students.  “Drug  abuse  is  increasing  in  epidemic 
proportions  and  has  become  a fact  of  life,  if  not  a way 
of  life,  to  a sizable  segment  of  our  youth  population.” 

continued  on  page  529 
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Loridine  LM. 

Cephaloridine 

1.5  to  3 Gm.  daily 
sucx^essfully  treats  many 
moderately  severe 
infections* 


• bactericidal  action  in  vitro  against 
susceptible  organisms  causing: 
pneumonia 

urinary  tract  infections 

septicemia 

abscesses 

► broad-spectrum  activity 

> relatively  painless  I.M.  injection 

Mue  to  susceptible  organisms 


Special  Recommendations 
Before  Administration  of  Loridine 

1 . Demonstrate  causative  organism’s  sensitivity  to  the  drug. 

2.  Determine  patient’s  renal  status.  Loridine  is  contraindi- 
cated in  patients  with  azotemia. 

During  Administration  of  Loridine 

1.  Maintain  proper  hydration. 

2.  Monitor  renal  status— urinalyses,  urinary  output,  bun, 
and/or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  with  other  potentially 
nephrotoxic  drugs. 

4.  Because  nephrotoxicity  has  been  reported,  limit  daily  dose 
to  4 Gm.  maximum  (up  to  100  mg.  per  Kg.  in  children— not 
to  exceed  adult  dosage) . Many  serious  infections  due  to 
sensitive  organisms  will  respond  to  doses  of  1.5  to  3 Gm.  daily. 

5.  In  patients  who  have  impaired  renal  function  (without 
azotemia)  before  treatment,  reduce  daily  dosage,  depending 
on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function  during 
treatment,  discontinue  therapy  with  Loridine. 


Please  turn  page  for  prescribing  information. 


Actions:  All  tested  strains  of  group  A strep- 
tococci, pneumococci,  and  penicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine,  Lilly).  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con- 
centrations of  Loridine  that  can  be  achieved 
in  the  serum.  The  majority  of  strains  of 
Hemophilus  influenzae,  Proteus  mirabilis, 
Escherichia  coli,  and  Klebsiella  are  also  sus- 
ceptible in  vitro. 

Pseudomonas  organisms  are  resistant  to 
Loridine,  as  are  most  indole-producing  Pro- 
teus species  and  motile  Aerobacter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints,  blood- 
stream, soft  tissue,  and  skin  due  to  suscepti- 
ble strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con- 
traindicated (see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor- 
mally be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa- 
tients with  syphilis;  results  of  such  tests  are 
usually  not  available  before  antibiotic  treat- 
ment of  gonorrhea  is  given. 
Contraindications:  Azotemia.  Hypersensi- 
tivity to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly  ab- 
sorbed from  the  gastro-intestinal  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  excretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  penicillin-sensitive  pa- 
tients, CEPHALOSPORIN  C DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALLERGENICITY  OF  THE  PENI- 
CILLINS AND  THE  CEPHALOSPORINS.  IN- 
STANCES OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4 Gm.  daily  (see  Adverse  Reactions),  recom- 
mended doses  should  not  be  exceeded.  Pa- 
tients with  known  or  suspected  impairment 
of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
function  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  be  discontinued. 
Cephaloridine  should  not  be  used  in  patients 
with  azotemia.  When  renal  impairment  is 
present,  use  the  drug  with  caution  and  re- 
duce the  dose.  Casts  in  the  urine,  proteinuria, 
falling  urinary  output,  or  a rising  BUN  or 
serum  creatinine  may  indicate  impairment 
of  renal  function.  Give  cephaloridine  cau- 
tiously when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti- 
biotics are  not  recommended. 

In  infections  due  to  beta-hemolytic  strep- 
tococci, continue  antibiotic  therapy  for  at 
least  ten  days  to  prevent  the  possible  occur- 
rence of  rheumatic  fever  or  glomerulone- 
phritis in  susceptible  patients.  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
should  have  dark-field  examinations  of  all 
suspect  lesions  before  treatment  and 
monthly  serologic  tests  for  a minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  performed. 

Superinfections  may  develop  with  organ- 
isms not  in  the  spectrum  of  Loridine,  par- 


Usual  adult  dosage, 

1.5  to  3 Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  oi^anisms. 


ticularly  Pseudomonas.  These  can  be  recog- 
nized by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in- 
fants under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy- 
sis paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and  itch- 
ing without  discernible  skin  changes  have 
been  observed  in  about  3 percent  of  pa- 
tients. Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  difficulty.  Approximately  1 percent 
of  patients  treated  with  Loridine  have  had  a 
rise  in  eosinophil  count.  Eosinophilia 
reached  10  percent  in  about  half  of  these. 
A few  instances  of  drug  fever  have  been 
reported. 

A few  cases  of  leukopenia  have  been  re- 
ported. Elevations  of  transaminase  were 
observed  in  a small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2 Gm.  cephaloridine 


intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic- 
ulocyte count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to  ad- 
ministration of  Loridine.  However,  all  of 
five  nonazotemic  patients  with  chronic  bac- 
teriuria  who  had  careful  renal  function  eval- 
uation before  and  after  a ten-day  course  of 
cephaloridine  in  dosages  of  2 Gm.  per  day  de- 
veloped impairment  in  free  water  clearance. 

Severe,  acute  renal  failure,  in  some  cases 
terminating  in  death,  has  occurred  in  a small 
number  of  patients.  The  possi- 
bility of  this  complication  seems 
to  be  greater  in  seriously  ill 
patients  given  more  than  recom- 
mended doses.  Acute  tubular 
necrosis  has  been  found  in  affect- 
ed patients  coming  to  autopsy.  Rare 
cases  of  nausea  and  vomiting  have 
occurred.  Pain  in  association  with  in- 
tramuscular injection  was  noted  in  less  than 
3 percent  of  patients.  In  only  one  patient  in 
a series  of  623  was  the  route  changed  on 
this  account.  Phlebitis  at  the  site  of  intra- 
venous injection  has  been  rare. 
Administration  and  Dosage:  Important— Be- 
fore  administering  Loridine,  see  package 
insert  for  details  on  dilution. 

Intramuscular  Injection— Londint  is  usu- 
ally injected  into  a large  muscle  mass. 

The  usual  adult  dosage  for  many  infec- 
tions of  moderate  severity  is  500  mg.  to  1 Gm. 
three  times  a day  at  equally  spaced  intervals. 
Milder  and  more  susceptible  infections  have 
been  treated  with  250  to  500  mg.  given  two 
or  three  times  a day.  More  severe  infections 
may  be  treated  with  500  mg.  to  1 Gm.  four 
times  a day.  A single  2-Gm.  dose  is  recom- 
mended for  the  treatment  of  acute  gonor- 
rhea. Early  syphilis  may  be  treated  with  500 
mg.  to  1 Gm.  daily  for  ten  to  fourteen  days- 

Although  some  clinical  experience  with 
high  doses  for  life-threatening  conditions 
has  been  reported,  it  has  been  shown  that 
excessive  dosages  (above  4 Gm.  daily)  may 
cause  serious  nephrotoxic  reactions.  For 
this  reason,  Keflin®  (sodium  cephalothin, 
Lilly)  may  be  preferred  when  doses  larger 
than  4 Gm.  daily  are  considered  for  life- 
threatening  situations.  If  more  than  2 Gm. 
of  cephaloridine  is  injected  daily,  the  patient 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hospital- 
ized. In  addition,  reduced  dosage  should  be 
employed  in  patients  with  known  or  sus- 
pected renal  impairment. 

In  children,  a daily  total  of  30  to  50  mg. 
per  Kg.  (15  to  25  mg.  per  pound)  of  body 
weight,  given  in  divided  doses,  has  been 
found  effective  for  mild  to  moderately  se- 
vere infections.  A daily  total  of  100  mg.  per 
Kg.  (50  mg.  per  pound)  of  body  weight 
(not  to  exceed  recommended  adult  doses) 
may  be  needed  for  very  severe  infections. 

Intravenous  Injection— In  the  presence  of 
extremely  serious  infections  (such  as  bac- 
teremia) or  when  any  infection  seems  over- 
whelming, intravenous  administration  may 
be  indicated. 

Total  daily  dosages  are  the  same  as  with 
intramuscular  injection.  For  very  suscepti- 
ble organisms,  500  mg.  to  1.5  Gm.  per  day 
may  suffice;  for  less  susceptible  organisms 
and  for  serious  infections,  2 to  4 Gm.  per 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cepha- 
loridine, Lilly),  50()  mg.,  5-ml.  size,  rubber- 
stoppered;  1 Gm.,  10-ml.  size,  rubber- 
stoppered.  [082169] 


Additional  information 
available  upon  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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(John  F.  Ingersoll,  director,  Bureau  of  Narcotics  and 
Dangerous  Drugs,  December,  1969.) 

Annual  lecture 

The  annual  Robert  A.  Moore  Lecture  will  be  held  on 
Monday,  March  29  at  4:00  p.m.,  first  flcwr  lecture  hall, 
Basic  Sciences  Building,  Downstate  Medical  Center, 
450  Clarkson  Avenue,  Brookyln,  New  York  11203.  Rob- 
ert H.  More,  Strathcona  Professor  and  chairman.  De- 
partment of  Pathology,  McGill  University,  Montreal, 
Canada,  will  discuss  “Evolution  of  Concepts  of  Athero- 
genesis.” 

Geriatrics  Society  to  hold  meeting 

The  American  Geriatrics  Society  will  hold  its  28th 
annual  meeting  in  Chicago,  Illinois,  from  April  23  to  24, 
1971.  The  two-days  of  scientific  sessions  will  be  at  the 
Ambassador  Hotel  and  will  include  symposia  on  sexual 
activity  in  aging  men  and  women  and  on  industrial, 
home,  and  automobile  accidents  among  the  elderly. 
Individual  scientific  research  reports  will  be  on  therapy 
for  parkinsonism,  coronary  artery  surgery,  chronic  peptic 
ulcer  disease,  and  the  prevention  of  atherosclerosis.  Jer- 
emiah Stamler,  M.D.,  Chicago,  Illinois,  director.  Heart 
Disease  Control  Program  in  that  city,  will  report  on  the 
present  status  of  the  National  Coronary  Drug  Study. 
Other  special  reports  will  be  on  aging  skin  problems  and 
diseases  of  the  gastrointestinal  system  associated  with 
aging. 

Reserve  Forces  Medical  Symposium 

Medical  Air  National  Guardsmen  and  Air  Force  Re- 
servists are  invited  to  attend  the  Eighth  Annual  Reserve 
Forces  Medical  Symposium  in  Houston,  Texas,  from 
April  26  to  29,  1971. 

The  Symposium,  jointly  sponsored  by  the  Air  Na- 
tional Guard  and  Air  Force  Reserve,  will  be  held  at  the 
Shamrock  Hilton  Hotel  in  conjunction  with  the  42nd 
Annual  Scientific  Meeting  of  the  Aerospace  Medical 
Association. 

A general  session  will  be  held  on  Tuesday,  April  27. 
In  addition  to  major  air  command  surgeons’  conferences, 
other  events  include  Air  National  Guard  and  Air  Force 
Reserve  general  conferences  and  the  opportunity  to  at- 
tend the  Aerospace  Medical  Association  events.  Speak- 
ers at  the  events  will  be  medical  authorities  from  both 
the  military  and  civilian  world. 

Air  Force  Reserve  medical  unit  commanders  and  chief 
nurses  may  attend  in  an  official  status.  Other  personnel 
in  units  and  those  holding  mobilization  assignments  will 
be  able  to  attend  to  earn  training  points  only. 

Reservists  and  guardsmen  in  units  can  get  more  de- 
tailed information  from  their  unit  commanders.  Mo- 
bilization augmentees  should  address  inquiries  to  the 
major  air  command  to  which  they’re  assigned. 

Seminar  offering  lectures  and  instruction 

New  York  University  Medical  Center’s  Department  of 
Rehabilitation  Medicine,  chaired  by  Howard  A.  Rusk, 
M.D.,  is  presenting  the  first  seminar  to  offer  lectures 


and  instruction  in  plastic  below-knee,  knee,  and  above- 
knee orthoses  from  April  28  to  April  30,  1971.  New  de- 
sign and  alignment  concepts  for  plastic  orthoses,  as  well 
as  a review  of  normal  and  pathologic  locomotion,  will 
be  presented  at  the  “New  Concepts  in  Lower- Flxtrem- 
ity  Orthotics  Seminar.”  Biomechanics  of  the  foot, 
ankle,  and  knee  will  be  discussed;  the  prescription  and 
check-out  of  plastic  orthoses  will  also  be  explained.  The 
seminar  is  open  to  individual  physicians,  surgeons,  certi- 
fied orthotists  and  prosthetists,  and  physical  therapists 
but  preference  will  be  given  to  those  attending  as  a team. 

For  applications  and  tuition  information,  please  write 
to  H.  Richard  Lehneis,  CPO,  Institute  of  Rehabilitation 
Medicine,  4(K)  East  34th  Street,  New  York,  New  York 
10016. 

Teratology  Society  meeting 

The  Teratology  Society  will  hold  its  eleventh  annual 
meeting  May  2 to  5,  1971,  in  Williamsburg,  Virginia. 
For  further  information,  write:  Jan  Langman,  M.D., 

Ph.D.,  Department  of  Anatomy,  University  of  Virginia 
School  of  Medicine,  Charlottesville,  Virginia  22901. 

Fifth  annual  Rochester  forum 

The  Fifth  Annual  Rochester  Forum  will  be  held  on 
Thursday  and  Friday,  May  6 and  7,  1971,  at  the  Holiday 
Inn,  Rochester,  New  York.  The  title  will  be  “Emergency 
Ambulance  Services — Organization  and  Operation.” 

The  program  is  designed  to  integrate  and  coordinate 
the  services  of  hospital  emergency  departments  and 
ambulance  companies  in  addition  to  providing  sophisti- 
cated training  for  paramedical  personnel. 

There  will  be  31  eminent  physicians,  nurses,  and  am- 
bulance company  representatives  from  all  over  the  Unit- 
ed States  as  speakers  and  moderators  of  special  work- 
shop seminars. 

We  cordially  welcome  physicians,  nurses,  hospital 
administrators,  ambulance  and  rescue  personnel  and 
anyone  else  who  is  interested  in  this  important  field  to 
join  in  this  program  for  the  improvement  of  emergency 
health  services. 

This  meeting  is  sponsored  by  STEP  (Study  of 
Trauma  and  Emergencies  Project)  and  is  affiliated  with 
the  Genesee  Valley  Medical  Foundation,  a nonprofit, 
philanthropic  organization  devoted  to  the  general  im- 
provement of  emergency  health  services. 

For  registration  forms,  write  STEP,  Study  of  Trauma 
and  Emergencies  Project,  1441  East  Avenue,  Rochester, 
New  York  14610. 

Tenth  annual  spring  contact  lens  symposium 

The  tenth  annual  spring  contact  lens  symposium 
will  be  held  on  Saturday,  May  8,  1971,  at  the  New  York 
Eye  and  Ear  Infirmary.  The  program  will  consider  the 
management  of  post-fitting  problems  in  patients  with 
hard  and  soft  contact  lenses.  Registration  fee:  $50 

(Residents,  $20)  which  will  include  luncheon.  For  fur- 
ther information  and  the  program,  write  to:  Jane  Stark, 
Registrar,  Post-Graduate  Institute,  New  York  Eye  and 
Ear  Infirmary,  310  East  Fourteenth  Street,  New  York, 
New  York  10003. 
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Guide  his  hand 


to  quality 

and  economy 

Specify 

Deltasone*  5 mg. 

(prednisone,  Upjohn) 

an  economical 
prednisone 
that’s  made 
a name  for  itself 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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DELTASONE®  TABLETS  - 2.5  & 5 mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a weight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for  other  anti-inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatory  dis- 
ease, certain  lymiphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important:  Prednisone,  like  cortisone,  is  a potent  thera- 
peutic agent  influencing  the  biochemical  behavior  of  most,  if  not 
all,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i.e.,  increase 
in  body  weight  due  to  fluid  retention)  is  not  a reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti- 
nent to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso- 
lute-herpes simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul- 
monary or  meningeal  tuberculosis,  but  should  be  used  only  in  con- 
junction with  adequate  and  effective  antituberculous  therapy  to 
which  causative  organisms  are  shown  to  be  sensitive.  Considered 
Relative— active  or  latent  peptic  ulcer,  Cushing’s  syndrome,  diver- 
ticulitis, fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi- 
ciency, thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac- 
cinia, varicella  and  other  exanthematous  diseases,  and  fungal  infec- 
tions, and,  pregnancy  particularly  during  the  first  trimester  because 
of  observation  of  fetal  anomalies  in  experimental  animals.  If  neces- 
sary to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri- 
ate therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be- 
cause of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti- 
bacterial measures.  If  possible,  avoid  abrupt  cessation  of  corti- 
costeroid therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon- 
tinuation of  adrenocortical  steroids.  Therefore,  if  a patient  is  sub- 
jected to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a solu- 
ble hormone  preparation  in  the  immediate  preoperative  and  post- 
operative periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes- 
tations ot  latent  diabetes  mellitus  may  be  precipitated.  Cortico- 
steroids may  aggravate  myasthenic  symptoms  in  myasthenia  gravis 
and  should  be  given  with  proper  precautions. 

Muscle  v/eakness,  in  some  instances,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad- 
ministered corticoids.  Excessive  potassium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte- 


nance doses  of  Deltasone  (prednisone),  however,  keep  this  effect 
in  mind  and  perform  periodic  serum  potassium  determinations  in 
patients  on  prolonged  corticoid  therapy.  Muscle  weakness  occur- 
ring with  normal  serum  potassium  levels  may  be  due  to  disturbance 
in  muscle  metabolism.  Severe  myopathy  is  associated  with  sub- 
stantial doses  of  steroids  for  prolonged  periods,  and  evidence 
indicates  it  occurs  more  frequently  with  9-alpha-fluro  steroids.  Re- 
placement with  non-fluorinated  steroid  has,  in  some  instances,  re- 
sulted in  improvement. 

Retardation  of  linear  growth,  roughly  proportional  to  dose,  has 
been  noted  in  children  on  corticoids  for  six  months  or  more.  Follow- 
ing cessation  of  therapy,  growth  rate  may  be  accelerated.  There- 
fore, carefully  observe  growth,  of  children  on  prolonged  corticoid 
and  if  growth  is  retarded,  reduce  dose  sufficiently  to  permit  recovery 
before  epiphyseal  closure.  Make  every  effort  to  avoid  corticoids 
during  pregnancy,  since  spontaneous  remission  of  some  diseases 
such  as  rheumatoid  arthritis  may  occur.  Long  term  corticoid  therapy 
may  evoke  hyperacidity  or  peptic  ulcer,  therefore,  as  prophylaxis, 
an  ulcer  regimen  and  antacid  are  highly  recommended.  Take  X-rays 
in  peptic  ulcer  patients  complaining  of  gastric  distress,  and, 
whether  or  not  changes  are  noted,  an  ulcer  regimen  is  recom- 
mended. Since  prednisone  causes  less  salt  and  water  retention 
than  many  other  glucocorticoids,  patients  should  be  observed 
closely  for  development  of  undesirable  hormonal  effects  that  are 
less  obvious  indications  of  steroid  toxicity  than  edema  and  hyper- 
tension due  to  salt  and  water  retention.  Continued  supervision  of 
patients  after  cessation  of  therapy  is  essential,  since  there  may  be 
a sudden  reappearance  of  severe  disease  manifestation. 

Adverse  Reactions:  Adverse  reactions  associated  with  use  of  corti- 
coids include:  Cushing's  syndrome,  moon  facies,  supraclavicular 
fat  pads,  hirsutism,  striae  and  acne;  relative  adrenocortical  insuffi- 
ciency particularly  in  time  of  stress  due  to  trauma,  surgery  or 
severe  illness;  protein  catabolism  with  negative  nitrogen  balance; 
electrolyte  imbalance;  alteration  of  glucose  metabolism  with  aggra- 
vation of  diabetes  mellitus  including  hyperglycemia  and  glycosuria; 
osteoporosis  reversible  only  with  difficulty;  spontaneous  fractures; 
aseptic  necrosis  of  the  hip  and  humerus;  activation  and  complica- 
tion of  peptic  ulcer  including  perforation  and  hemorrhage;  aggra- 
vation or  masking  of  infection;  increased  blood  pressure; 
convulsions:  petechiae  and  purpura;  menstrual  irregularities  in- 
cluding amenorrhea,  spotting  or  prolonged  bleeding;  insomnia; 
psychic  disturbances  especially  abnormal  euphoria;  nervousness; 
posterior  subcapsular  cataracts  occasionally  requiring  extraction; 
increased  intraocular  tension;  increased  intracranial  pressure  with 
papilledema  (pseudotumor  cerebri);  pancreatitis;  necrotizing  angi- 
itis; thinning  of  scalp  hair;  suppression  of  growth  in  children; 
thromboembolic  complications:  facial  erythema;  allergic  skin  reac- 
tions; ulcerative  esophagitis;  sweating;  vertigo;  weakness:  myop- 
athy; headache;  exophthalmos.  Adverse  reactions  are  usually 
reversible  and  usually  disappear  when  drug  is  discontinued. 
Supplied:  2.5  mg.,  scored— bottles  of  100  tablets.  5 mg.,  scored— 
bottles  of  100  and  500  tablets  and  cartons  of  100  tablets  in  foil 
strips. 
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Editorials 


State  of  the  State's  health 


The  year-end  report  of  the  New  York  State  De- 
partment of  Health  is  of  great  importance  not  only 
for  the  solid  weight  of  facts  presented  but  by  the 
trends  to  be  deduced  from  them. 

The  population  of  the  State  as  of  July  1,  1970, 
is  estimated  at  18,019,358,  an  increase  of  6.9  per 
cent  in  the  last  decade.  The  death  rate,  slightly 
lower  than  the  previous  year,  stands  at  10.2  per 
1,000. 

Death  rates  were  lower  for:  Heart  disease — 

426.8  per  1(X),000;  cerebrovascular  disease — 89.0 
per  100,000;  total  accidents — 34.5  per  100,000; 
motor  vehicle  accidents — 16.2  per  100,000; 
pneumonia — 39.1  per  100,(XK);  and  influenza — 
0.7  per  100,000. 

Death  rates  were  higher  for:  Cancer — 196.5  per 
100,000,  and  narcotics — 4.4  per  100,000,  a 7 per  cent 
increase  over  the  previous  year  and  exceeding  the 
tuberculosis  death  rate  of  3.4  per  100,000. 


The  effect  of  the  Abortion  Law  on  vital  statistics 
is  incomplete  at  this  time.  However,  from  its 
effective  data  July  1,  1970,  through  October  31, 
1970,  there  were  34,175  abortions  reported;  of  these 
21,468  were  performed  on  residents  of  the  State  and 
12,707  on  nonresidents.  The  estimated  ratio  of 
induced  abortion  to  live  births  for  residents  of  the 
State  was  198  per  1,000  live  births.  Live  births 
remained  the  same  as  for  1969  at  17.2  per  1,000 
population. 

The  impact  of  law  is  far-reaching.  The  change  in 
the  divorce  laws  instituted  in  1967  accounts  for 
the  steadily  rising  marriage  dissolution  rate,  which 
in  1970  totalled  26,500,  an  increase  of  25.1  per  cent 
over  1969. 

The  over-all  objective  of  changes  in  the  divorce 
law  is  to  correct  inequities. 

Only  time  will  tell  whether  this  has  been  accom- 
plished. 


Changes  in  the  public  health  law 


Effective  July  1,  1970,  the  Legislature  enacted  a 
new  law  creating  a Department  of  Environmental 
Conservation.  This  department  assumed  many 
functions  of  the  former  Conservation  Department, 
and  some  functions  of  the  State  Health  Depart- 
ment. 

In  the  area  of  environmental  health,  the  State 
Health  Department  continues  to  have  primary 
responsibility  for  the  quality  and  control  of  public 
water  supplies,  and  a critical  role  in  the  public 
health  aspects  of  environmental  conservation. 
The  commissioner  of  health  became  vice-chairman 
of  the  new  State  environmental  board,  and  was 
given  summary  power  to  order  abatement  of  any 
condition  or  activity  which  he  deems  a health 
hazard  to  the  public.  The  Health  Department 
retains  responsibility  for  protection  of  watersheds 
and  planning  for  future  water  supply  needs;  the 
$6.8  million  statewide  rat  control  program;  institu- 
tional sanitation,  including  hospital  facilities; 
protection  against  radiation  hazards;  health  prob- 


lems associated  with  housing;  milk  supply  pro- 
tection, and  health  problems  associated  with 
migrant  labor  camps. 

Effective  September  1,  1970,  the  State  Health 
Department  was  given  principal  responsibility  for 
developing  and  putting  into  effect  a program  to 
prevent  and  control  lead  poisoning.  The  measure 
limits  lead  paint  content  on  toys,  prohibits  use  of 
certain  paints  on  interior  dwelling  surfaces,  estab- 
lishes abatement  procedures  for  high  risk  areas, 
establishes  rent  receiverships  for  violators,  and 
provides  for  state  aid. 

The  State  Health  Department,  through  the 
State  Sanitary  Code,  was  authorized  to  require 
application  to  a county  or  State  district  health 
officer  for  a permit  to  hold  or  promote  a mass 
gathering  likely  to  attract  5,000  or  more  persons, 
and  likely  to  continue  for  twenty-four  hours  or 
more.  (This  has  been  referred  to  as  the  Wood- 
stock  Law.) 

Effective  May  12.  amendment  to  the  Private 
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Housing  Finance  Law  increased  the  loan  authori- 
zation of  the  State  Housing  Finance  Agency  for 
self-liquidating  mortgage  loans  which  the  Depart- 
ment administers  for  voluntary  hospitals  and 
nursing  homes  from  $850  million  to  $1.75  billion. 

Responsibility  for  approval  of  applications  to 
establish  hospitals  was  transferred  from  the  Board 
of  Social  Welfare  to  the  Public  Health  Council. 

A new  Anatomical  Gift  statute  was  enacted. 

A Burns  Care  Institute  was  created  within  the 
Department  to  provide  treatment,  clinical  re- 
search, professional  training  and  gathering  of  data 
related  to  burns. 

A board  of  examiners  was  created  within  the 
Department  to  license  nursing  home  administra- 
tors, and  generally  establish  qualifications  and 
provide  for  examination  of  applicants. 

Immunization  against  rubella  was  made  compul- 
sory for  children  of  the  age  group  entering  school. 
State  aid  to  municipalities  was  authorized  to  cover 
the  costs  of  a five-year  program  of  inoculation, 
surveillance  and  testing  designed  to  raise  levels 
of  immunity  against  rubella — sometimes  referred 
to  as  German  measles. 


Effective  May  1,  licensed  physicians  were 
authorized  to  diagnose,  treat  or  prescribe  for 
venereal  disease  in  persons  less  than  twenty-one 
years  of  age,  without  the  need  for  parental  consent 
or  knowledge. 

Other  laws  enacted  or  amended  which  affected 
the  public  health  included: 

Effective  July  1,  amendment  of  the  Penal  Law 
permits  abortions  by  a licensed  physician  with  the 
consent  of  the  individual  concerned,  when  under- 
taken within  twenty-four  weeks  of  the  beginning  of 
pregnancy. 

Effective  June  1,  addition  and  amendment  of  the 
Social  Services  Law  permit  removal  of  a child 
from  his  home  without  a court  order  if  there  is 
imminent  danger  to  his  life  or  health,  and  require 
coroners  and  medical  examiners  to  report  sus- 
pected cases  of  child  abuse. 

Effective  May  12,  amendment  to  the  Private 
Housing  Finance  Law  authorized  the  State  Hous- 
ing Finance  Agency  to  issue  negotiable  bonds  and 
notes  up  to  $1.2  billion  for  construction,  acquisi- 
tion, reconstruction,  rehabilitation,  or  improve- 
ment of  municipal  health  facilities. 
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Scientific  Articles 


METHADONE 

POISONING 

Diagnosis  and  treatment* 


There  have  been  3 serious  poisonini>s  of  children,  2 
of  them  fatal,  from  approximately  2 million  doses 
of  methadone  dispensed  in  New  York  City  during 
the  past  six  years.  The  history  of  narcotic  intake 
is  important  in  establishing  a diagnosis  of  metha- 
done poisoning  since  the  symptoms,  apnea  and 
coma,  are  nonspecific.  Artificial  respiration  by  the 
best  means  immediately  available  should  be  started 
without  delay.  Antidote  of  choice  is  naloxone  hy- 
drochloride (Narcan),  0.01  mg.  per  kilogram  intra- 
venously; nalorphine  hydrochloride  (Nalline),  0.1 
mg.  per  kilogram,  or  levallorphan  tartrate  (Lorfan), 
0.02  mg.  per  kilogram,  are  also  effective  antidotes. 
The  patient  should  be  continuously  observed  for 
twenty-four  hours  and  further  intramuscular  injec- 
tions of  antidote  administered  as  necessary  to 
maintain  respiration.  Lavage,  dialysis,  and  central 
nervous  system  stimulants  are  contraindicated. 
The  importance  of  secure  custody  of  methadone 
must  be  emphasized  by  prescribing  physicians. 
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The  average  quantity  of  methadone  prescribed 
for  patients  on  a methadone  maintenance  program 
is  80  to  120  mg.  per  day  (higher  doses  are  pre- 
scribed in  some  cases)  taken  by  mouth  in  2 to  4 
ounces  of  Tang  or  fruit  juice,  or  in  solutions  pre- 
pared by  dissolving  noninjectable  tablets  in  wa- 
ter.t VV^hen  taken  by  the  maintenance  patients, 
whose  special  tolerance  for  narcotics  decreases  the 
pharmacologic  effects  of  this  medication,  this  dose 
produces  no  sedation,  no  impairment  of  respira- 
tion, or  other  adverse  effects.  However,  the  same 
dose  will  cause  severe  respiratory  depression  if 
taken  by  nontolerant  subjects  who  are  not  on  the 
methadone  program,  and  is  likely  to  be  fatal  in 
children.  The  ingestion  of  methadone  under  such 
circumstances  constitutes  an  acute  emergency,  re- 
quiring immediate  diagnosis  and  treatment.  For- 

*This  article  is  based  on  research  activities  supported  through 
a grant  from  the  Health  Research  Council,  U-1.501  (City  of 
New  York  Department  of  Health)  and  from  the  New  York  State 
Narcotic  Addiction  Control  Commission.  Conclusions  stated 
herein  are  not  necessarily  those  of  the  Commission. 

tRecently  we  have  developed  and  tested  a new  dosage  form, 
noninjectable  tablets  (effervescent  tablets,  The  VTtarine  Co., 
Inc.,  and  “Diskets,”  Lilly)  which  are  too  large  to  be  swallowed 
and  too  bitter  to  chew  by  children.  These  should  diminish, 
but  cannot  eliminate,  the  danger  of  mistaken  ingestion. 


tunately,  specific  and  effective  antidotes  are  avail- 
able for  treatment  of  the  respiratory  depression 
caused  by  an  excessive  dose  of  methadone  or  other 
opiate  drug. 

Diagnosis 

The  history  of  narcotic  intake  is  of  paramount 
importance  since  the  symptoms  of  coma  and 
apnea  are  nonspecific,  and  time  is  too  short  to 
defer  treatment  while  waiting  for  confirmation 
by  laboratory  tests. 

Methadone  is  dispensed  in  prescription-labeled 
bottles,  with  the  name  of  the  patient,  the  hospi- 
tal, and  the  prescribing  physician  on  each  bottle. 
If  a child  has  ingested  a dose,  an  empty  con- 
tainer (and  in  it  traces  of  the  orange  juice-like 
fluid)  may  be  found  nearby.  The  patient  respon- 
sible for  the  medication  should,  of  course,  be 
questioned,  if  available.  A child,  age  two  to  six 
years,  who  takes  a full  dose  of  methadone  will 
become  progressively  comatose  over  a period  of 
one-half  to  three  hours,  and,  if  untreated,  will 
die  of  respiratory  failure  within  this  time.  No 
data  are  available  on  the  tim.e  course  of  respira- 
tory depression  in  older  children  or  nontolerant 
adults,  but  the  symptoms  certainly  would  be 
similar. 

Treatment 

Artificial  respiration.  Artificial  respiration 
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is  indicated  immediately  if  breathing  has  stopped, 
or  if  its  rate  or  depth  has  become  too  low  to  main- 
tain effective  ventilation.  If  equipment  is  avail- 
able, an  airway  tube  should  be  inserted  and  a 
respirator  mask  applied  (such  as  an  Ambu  respi- 
rator with  bag  and  nipple  for  oxygen  supply).  An 
endotracheal  tube  with  inflatable  cuff  is  desirable 
for  comatose  patients  to  protect  against  aspira- 
tion of  vomitus,  but  no  time  should  be  lost  in  look- 
ing for  the  special  equipment  required  and  a 
trained  anesthetist  to  insert  the  tube.  Artificial 
respiration  by  the  best  means  immediately  avail- 
able should  be  started  without  delay  in  any  case 
of  severely  depressed  respiration. 

Antidotes.  Naloxone  hydrochloride  (Narcan), 
dose  0.01  mg.  per  kilogram,  given  intravenously,  is 
the  antidote  of  choice.  If  naloxone  is  not  available, 
nalorphine  hydrochloride  (Nalline),  dose  0.1  mg. 
per  kilogram,  or  levallorphan  tartrate  (Lorfan), 
dose  0.02  mg.  per  kilogram,  are  also  effective  anti- 
dotes for  narcotic  overdose.*  These  latter  two 
agents,  however,  may  augment  the  degree  of  respi- 
ratory depression  if  the  diagnosis  of  narcotic  poi- 
soning is  in  error.  They  can  be  harmful  if  the 
depression  of  breathing  is  due  to  poisoning  with 
barbiturate  or  to  other  disease  processes.  Naloxone 
is  free  from  this  danger,  and  therefore  is  safe  to 
use  when  the  diagnosis  is  in  doubt. 

If  respiration  has  improved  in  response  to  the 
first  injection  of  antidote,  but  is  not  yet  adequate, 
the  injection  should  be  repeated  in  five  minutes 
and  again  in  ten  minutes.  If,  however,  the  first 
injection  has  had  no  significant  effect,  the  diag- 
nosis of  narcotic  overdose  may  be  in  error.  In 
case  of  such  doubt,  it  is  safe  to  repeat  the  injec- 
tions of  naloxone,  but  further  administration  of 
nalorphine  or  levallorphan  should  be  deferred 
for  at  least  thirty  minutes  while  adequate  venti- 
lation is  maintained  by  artificial  respiration  and 
the  patient’s  clinical  status  is  carefully  evaluated. 

Observation.  Establish  a routine  of  close  obser- 
vation to  ensure  that  the  subject  will  be  examined 
carefully  every  fifteen  minutes,  or  more  often,  dur- 
ing tbe  first  twenty-four  hours.  If  the  patient  is  a 
young  child,  the  crib  should  be  put  beside  the 
nurse’s  desk  in  a good  light  so  that  respiration  can 
be  observed  continuously.  Narcotic  antagonists 
should  not  be  used  to  attempt  to  arouse  comatose 
but  adequately  breathing  patients,  but  an  antidote 
must  be  available  near  the  bed  to  treat  depression 
of  respiration  that  might  recur  during  the  next 
forty-eight  hours.  This  is  of  great  importance 
since  the  antidotal  action  of  narcotic  antagonists 
is  only  two  to  three  hours,  while  the  depressant 
action  of  methadone  may  last  from  twenty-four  to 
forty-eight  hours.  A patient,  especially  a child, 
may  be  successfully  resuscitated  with  a narcotic 
antagonist,  and  later  relapse  into  fatal  coma  if  dis- 

*'I'o  convert  dose  in  millixrams  per  kilogram  to  dose  in  milli- 
grams per  pf)und,  divide  the  dose  in  milligrams  per  kilogram 
by  2.2. 


sipation  of  the  effect  of  the  narcotic  antagonist 
remains  unrecognized. 

Further  injections.  After  successful  initial 
resuscitation,  further  injections  of  narcotic  antag- 
onists may  be  given  intramuscularly.  The  intra- 
muscular dose  should  be  about  50  per  cent  greater 
than  the  intravenous  dose.  The  onset  of  action 
of  narcotic  antagonists  is  slower  (five  to  ten 
minutes)  after  intramuscular  than  after  intrave- 
nous injection  (one  to  two  minutes).  The  differ- 
ence in  speed  of  onset  of  action  is  unimportant 
if  the  patient  is  being  watched  closely  and  if  the 
narcotic  antagonist  is  given  before  respiration 
has  become  seriously  depressed  again. 

Intravenous  drip.  In  treating  comatose  infants 
and  small  children,  it  is  advisable  to  maintain 
a slow  intravenous  drip  of  glucose-saline  solution, 
consisting  of  5 per  cent  glucose,  2 parts,  mixed 
with  saline,  1 part,  for  the  first  twenty-four  hours. 
This  ensures  adequate  hydration  and  provides 
an  avenue  for  intravenous  medication,  if  needed 
for  treatment  of  circulatory  collapse. 

Lavage.  Theoretically,  emptying  the  stomach 
by  lavage  would  be  indicated  if  the  procedure  could 
be  done  immediately  after  ingestion.  However, 
if  the  victim  is  not  seen  until  an  hour  or  more, 
lavage  would  not  only  interfere  with  the  much 
more  important  artificial  ventilation  but  is  also 
potentially  dangerous  since  it  may  cause  tracheo- 
bronchial aspiration  in  comatose  patients.  For 
these  reasons,  gastric  lavage  should  only  be  per- 
formed after  ventilatory  resuscitation  and  tracheal 
intubation  with  a well-fitting  cuffed  tube. 

Contraindications.  Dialysis  is  contraindi- 
cated; the  amount  of  methadone  in  blood  is  negli- 
gible, even  after  a fatal  ingestion.  Central  ner- 
vous system  stimulants  are  also  contraindicated; 
they  are  ineffective  against  the  depressant  actions 
of  methadone  and  synergistic  to  the  deleterious 
stimulant  effects  of  this  drug. 

Prevention 

Obviously,  children  and  irresponsible  adults 
should  not  be  given  the  opportunity  to  poison 
themselves.  The  importance  of  secure  custody 
of  methadone  must  be  emphasized  by  physicians 
prescribing  this  medication.  In  general,  the 
medication  has  been  responsibly  handled  by  pa- 
tients being  treated  by  methadone  maintenance 
programs.  There  have,  however,  been  3 serious 
poisonings  of  children,  two  of  them  fatal,  from 
approximately  2 million  doses  dispensed  in  New 
York  City  during  the  past  six  years.  Each  case 
was  due  to  carelessness  on  the  part  of  the  patient 
for  whom  the  medicine  had  been  prescribed;  all 
of  them  could  have  been  avoided,  and  the  2 fatal 
cases  could  have  been  saved  if  they  had  had 
prompt  treatment  with  antidotes. 

Consultation  will  be  available  in  New  York  City 
at  all  times  to  any  physician  or  hospital  receiving 
a case  of  suspected  methadone  poisoning.  It  is 
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important  that  the  emergency  room  of  every  hos- 
pital be  prepared  to  deal  with  t his  type  of  poisoning 
since  the  patient  can  die  in  transit  if  refused 
admission  and  sent  to  some  other  facility. 

Telephone  numbers  to  call  for  consultation  in 
New  York  City: 

1.  Poison  Control  Center,  New  York  City 
Health  Dept.  Tel.  340-4495 

2.  M.  J.  Bernstein  Institute:  Tel.  677-2300; 
ext.  233 

3.  Beth  Israel  Medical  Center:  Tel.  673-3000; 
ext.  2251;  2501 

4.  Montefiore  Hospital:  Tel.  920-4321 

5.  Harlem  Hospital:  Tel. 621-3125or621-3126 

6.  Rockefeller  University  Hospital:  Tel.  360- 
1485 


A kit  for  hospital  emergency  room  or  physician’s 
office  should  include: 

1.  Antidote  (one  of  following):  naloxone 

(antidote  of  choice),  levallorphan  tartrate,  and 
nalorphine  hydrochloride. 

2.  Syringes,  5 cc.,  with  assortment  of  needles 
for  intravenous  and  intramuscular  injection. 
Tourniquet  and  sponges. 

3.  Airway  tubes,  assortment  of  sizes  (num- 
bers 1 to  5). 

4.  Ambu  respirator  with  nipple  for  oxygen 
supply. 

5.  Flashlight. 

6.  Written  instructions  for  diagnosis  and 
treatment  of  poisoning  with  methadone. 
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The  purpose  of  this  study  is  to  create  a well-bal- 
anced table  that  will  help  to  differentiate  and  iden- 
tify the  gram-negative  group  of  organisms.  The 
information  has  been  pooled  from  many  excellent 
tables  and  tested  in  this  laboratory. Eighteen 
basic  biochemical  reactions  are  being  used.  It  is 
believed  that  a hospital  of  250  beds  or  larger  should 
be  equipped  with  the  media  listed  on  the  top  of  the 
accompanying  tables.  It  is  believed  that  this  chart 
will  do  away  with  many  duplications  and  unneces- 
sary biochemical  testing.  Also,  there  would  be  a 
reduction  in  the  amount  of  media  that  any  bac- 
teriological laboratory  need  stock. 

The  18  basic  biochemical  tests  will  help  to  iden- 
tify approximately  95  per  cent  of  all  gram-negative 
bacteria  of  medical  importance  in  man.  The  other 
5 per  cent  will  require  additional  biochemical  test- 
ing and  in  many  instances  are  listed  under  re- 
marks.^-'’-* Usually,  all  that  is  required  in  this 
group  is  species  identification. 

An  explanation  is  in  order  for  the  arrangement  of 
certain  bacteria.  The  author  accepts  the  fact  that 
many  clinical  bacteriologists  may  not  agree  with 
the  present  arrangement,  but  we  have  found  that 
it  is  the  most  practical  and  expeditious  manner 
for  identification  of  the  bacteria.  The  validity  of 
the  paracolon  group  is  open  to  question.  This 
group  is  still  listed  in  the  Seventh  Edition  of  Ber- 
gey’s  Manual.'^  Also,  many  medical  journals  print 
articles  using  the  term  paracolon  species,  and  most 
medical  schools  do  not  differentiate  between  the 
enterobacteriaceae  group  in  teaching  medical  stu- 


Complete tables  for  the  identification  of  all  gram- 
negative  bacteria  observed  in  a medical  microbio- 
logical laboratory  are  presented.  This  work  re- 
organizes available  standard  biochemical  results 
into  a practical  and  workable  system  and  includes 
several  newer  tests  that  have  appeared  recently. 
Additional  information  is  available  for  the  identi- 
fication of  species  within  a genus. 


dents;  therefore,  the  clinical  bacteriologist  has  to 
report  the  terminology  that  the  attending  physi- 
cian can  understand  and  evaluate. 

The  paracolons  are  separated  into  two  groups, 
enteric  and  nonenteric.  The  nonenteric  group  in- 
cludes some  of  the  slow,  or  late,  lactose  fermenters 
and  is  usually  a catch-all  group.  This  group,  it 
must  be  remembered,  is  the  result  of  antimicrobial 
therapy  which  can  change  a bacterium’s  metabolic 
makeup.  Its  counterpart,  the  coli-intermediate 
group,  is  a rapid  lactose  fermenter  and  is  a catch- 
all name  for  the  metabolically  changed  Escher- 
ichia and  Aerobacter-Klebsiella  (Enterobacter) 
group  of  organisms.®  The  Neisseria  group  of  bac- 
teria are  included  because  of  the  close  gram  mor- 
phologic resemblance  to  the  Mina-Herella  (Mor- 
axella)  group. ^ Several  organisms,  that  is  the 
Providence  and  Arizona  species,  are  repeated  in 
two  different  groups.  This  is  to  aid  in  the  identifi- 
cation and  in  placing  the  organisms  in  their  proper 
perspective.  Other  organisms,  such  as  Pseudo- 
monas species  and  Alkaligenes,  are  placed  together 
for  the  convenience  of  practicability  in  identifi- 
cation.® This  unusual  group  of  gram-negative 
bacteria  has  always  caused  a certain  amount  of 
disagreement  among  clinical  microbiologists. 

Materials  and  methods 

This  system  was  used  in  the  identification  of 
more  than  2,000  gram-negative  bacteria.  The  vast 
majority  of  bacteria,  87  per  cent,  were  isolated 
from  clinical  specimens  received  in  this  laboratory. 
Unknown  specimens  sent  by  the  State  of  New  York 
Department  of  Health,  Albany,  New  York  (10 
cultures),  and  the  College  of  American  Patholo- 
gists, Chicago,  Illinois  (24  cultures),  represented 
nonclinical  specimens  to  test  this  system.  Split 
clinical  specimens  from  Sage  and  Gannett  Clinics, 
Cornell  University,  Ithaca,  New  York  (150  cul- 
tures) and  Seneca  Falls  Hospital,  Seneca  Falls, 
New  York  (100  cultures)  represented  identifica- 
tion confirmation. 

Specimens  from  the  State  of  New  York  Depart- 
ment of  Health  represented  mixed  cultures  and 
were  received  desiccated  to  be  used  to  obtain  a lab- 
oratory permit  in  bacteriology  for  this  laboratory. 
Specimens  from  the  College  of  American  Patholo- 
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gists  were  received  in  lypholized  pure  culture  and 
used  in  quality  control  studies. 

The  following  media  were  used: 

1.  Kligler  iron  agar  (Difco).  Hydrogen  sul- 
fide production  was  observed  in  the  Kligler  iron 
agar  butt. 

2.  Simmons  citrate  agar  (Difco). 

3.  1 per  cent  Tryptone  solution  (Difco).  In- 
dole production  from  this  tryptophan  source 
was  identified  by  the  Kovacs  Ehrlich  reaction 
test. 

4.  Gelatin  (Key  Laboratories). 

5.  Gel  Infusion  (G.I.)  motility  agar  (Difco). 

6.  Methyl-red:  Voges-Proskauer  (M.R.- 

V.P.)  broth  (BBL). 

7.  (0.5  per  cent  L-lysine),  L-arginine,  and 

L-ornithine  in  the  decarboxylase  medium  base 
(Difco):  a medium  to  test  decarboxylation  of 

these  amino  acids. 

8.  Phenylalanine  agar  (Difco):  a medium 

for  study  of  specific  deamination. 

9.  Gelatin  strips  (Key  Laboratories). 

10.  Carbohydrate  substrates,  such  as  dex- 
trose, lactose,  maltose,  and  mannitol  as  1 per 
cent  solutions  in  purple  broth  base  (Difco). 

All  dehydrated  media  were  reconstituted  according 
to  the  manufacturers’  directions.  Three  per  cent 
hydrogen  peroxide  solution  was  used  for  the  cata- 
lase test. 

Addendum 

It  is  now  proposed  by  the  United  States  Public 


Health  Center  for  Disease  Control  in  Enteric  Bac- 
teriology Unit  that  all  Salmonella  species  be 
placed  in  one  of  three  categories:  S.  typhi,  S. 

cholera-suis,  and  S.  enteritidis.  Further  differenti- 
ation is  by  serotype. 

S.  typhi  and  S.  cholera-suis  are  specific;  all  other 
Salmonella  species  are  to  be  included  under  S. 
enteritidis  as  S.  enteritidis-serotype  species. 

Trumansburg  Road 
Ithaca,  New  York  14850 
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SCHEMA  FOR  DIFFERENTIATION  OF  GRAM-NEGATIVE  BACTERIA 
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E.  Coll 
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V 

A citrate  positive  strain  is  being  reported.  Usually  this 

E.  coll  strain  has  been  previously  exposed  to  antimicrobials. 

Citrobacterla 

+ 

_ 

+ 

A few  strains  are  lactose  delayed.  Clinically  considered  the 

(E.  freundl) 

same  as  Bethesda-Ballerup. 
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Many  variations  possible  due  to  metabolic  changes  in  this  group. 
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This  strain  can  be  quite  mucoid. 

Enteric  Group 

Providence 
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Sometimes  called  Pr.  inconstans.  Can  be  cultured  from  urine. 

Arizona 

+ 
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Alkalesens-Dispar 

- 
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- 

Depending  upon  the  strain  lactose  may  be  negative.  Occasional 

strain  may  be  positive  for  sucrose.  Decarboxylases  may  be 

negative,  especially  with  ornithine. 

Bethesda-Ballerup 

+ 

- 

- 

+ 

- 

Considered  the  same  as  Citrobacterla. 

Salmonella 

Sal.  typhosa  + - - + - Some  strains  are  H2S  negative.  Paratyphi  A is  H2S  negative  and 

citrate  negative. 

Sal.  group  + - - + - Decarboxylases  differ  with  different  Salmonella  species;  must  re- 

fer to  references.  Must  confirm  all  Salmonella  with  polyvalent 
and  group  antisera.  For  additional  information  see  addendum. 

Shigella  group 

Sh.  dysenteria  - . - - - Sh.  dysenteria  2,  7 and  8 are  indole  positive. 

Sh.  flexneri 

and  ...  . . Sh.  flexneri  6 and  Sh.  boydli  1,2, 3, 4,  & 6 are  indole  negative; 

Sh.  boydil 

Sh.  flexneri  1,2, 3, 4, 5,  and  Sh.  boydil  5,7,9,  are  indole  positive. 
Strains  of  Sh.  flexneri  4 & 6 and  Sh . boydli  6 may  be  negative 
for  mannitol. 

Sh.  sonnei  ...  . . Lactose  will  turn  positive  2-5  days.  Sucrose  will  turn  positive 

after  10  days.  Sh.  sonnei  is  presently  not  considered  as  a 
pathogen  normally.  The  Alkalesens-Dispar  group  is  related  to  the^ 
Shigella  group  and  must  be  considered  if  unusual  Shigella  reactions  are  observed.  The  A-D  group  is  considered  by  some 


as  part  of  the  Escherischla  group. 
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Proteus  Rroup 
Pr . vulparis 
Pr . mlrabllls 
Pr . morRanli 
Pr . rettReri 


+ + + 

+ + + 

+ 
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Pr . Inconstans 
(Providence  r,roup) 


Some  strains  are  lysine  positive. 

Some  strains  are  ornithine  positive. 

Some  str.Tlns  will  produce  gas  Ercm  glucose 
or  mannitol. 

If  only  phenylalanine  Is  negative  Paracolon- 
Estherlchla  is  usually  the  organism.  Will  differ 
from  Par-Escherlschla  In  citrate  utilization, 
motility  and  phenylalanine  deaminase  production. 


Pseudomonas 

aeruginosa 


Ps  . pseudor.iallei 


Alkallgenes  fecalls  +d 

(Ps . alknligenes) 


+ + + - A A few  strains  will  ferment  glucose.  A rare  strain 

will  produce  H2S.  Seller's  agar  will  give  a good 
differential.  Christiansen's  urea  media  will  give 
a higher  rate  of  positive  ureas  than  urea  broth. 

+ + +d  A A Same  reaction  as  Ps . aeruginosa  on  Sellers.  KI  butt 

miy  become  acid  with  prolonged  Incubation. 

+ + - - - Some  strains  are  gelatin  positive  but  may 

be  delayed. 


Mima  polymorpha  - . . + . v - - Strongly  catalase  positive.  May  be  confused 

morphologically  with  the  Neisseria  group. 

Use  Seller's  agar  for  differential  identi- 
fication. Gram  "variability"  is  due  to  the 
resistance  to  decolorizatlon  of  many  strains. 

A few  strains  may  produce  acid  from  glucose, 
e.g.  H2  strain.  Mima  polymorpha  is  considered 
a member  of  the  Acinetobacter  genus. 

Herella  vaginicola  ---+--AA  Strongly  catalase  positive.  Use  Seller's  agar 

for  differential  identification.  Herella  may 
be  considered  part  of  the  Acinetobacter  group. 
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Achromobacterla  sp.-  The  more  common  species  are  gelatin  positive.  Optimum 

temperature  is  20-25”  C.  Nitrate  reduction  is 
usually  negative.  Some  strains  of  Achromobacteria 
are  included  in  the  Ac ine tobac ter  genus. 

Flavobacterium  sp.  Catalase  is  mildly  positive.  Indol  is  weakly 

positive.  Pigmentation  is  produced  in  many  strains. 
*C. rbohydrates  must  be  made  up  in  nutrient  broth 
for  this  organism. 

Serratia  marcesens  V + - - + - Lactose  is  usually  negative.  Usually  produces  a red 

pipnent.  Non-pigmented  strains  have  been  isolated. 
Should  culture  on  nutrient  agar  at  20  and  37°  C. 
Non-pigmented  strains  at  37°  may  produce  pigment 
at  20°C.  DNase  test  is  positive.  Arabinose, 
Raffinose  and  Rhamnose  are  alv;ays  negative;  if  any 
of  these  carbohydrates  are  positive  consider 
Klebsiella  or  Enterobacter  group. 
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Pasteureila  species 

Past,  multocida  + A A - + + This  strain  may  be  found  in  chronic  resnirator/  tract 

infections,  ilighly  sensitive  to  a 2 unit  disk  of  oen- 
icillin. 


Past,  tularensis  + Ad  - - + + A minute,  markedly  pleomorphic  organism  associated 

with  rabbits.  Requires  enriched  media. 

Past,  oestis  Due  to  the  lethal  possibilities,  a suspected  culture  should  be  sent  to  a 

governmental  laboratory  for  identification. 
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narked  pleomorphism  assumin:J  coccal  or  coccobacillary 
shapes . 
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Neisseria  group 

N.  gonorrheae 

- 

A - - 

+ 

+ 

+ 

Pathogenic 

strain . 

N.  meningitidis 

- 

A A - 

+ 

+ 

+ 

Pathogenic 

strain . 

N.  catarrhalis 

- - - 

+ 

+ 

+ 

Represents 

the  saphrophltic  Neisseria. 

Mima  polymorphia 

- 

- - - 

+ 

V 

V 

Will  not  ferment  107.  lactose 

Herella  vaginicola 

+ 
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Will  ferment  107.  lactose 

Mlma-Here 1 la  group  Is  found  elsewhere  in  this  schema  but  Is  Included  here  again  because  of  the  close 
physical  resemblance  to  the  Neisseria  group.  Whereas  the  Neisseria  group  of  organisms  are  usually  sensitive 
to  penicillin  and  tetracyclines,  the  Mlma-Herella  group  are  resistant  to  penicillin  normally  and  sensitive  to 
the  tetracyclines.  The  use  of  Sellers  Differentiation  Agar  is  a good  way  of  separating  the  opportunistic 
type  of  gram  negative  bacteria.  It  is  considered  by  some  workers  that  the  Mima-Herella  group  are  identical  to 
the  Morexella  group.  There  is  some  difference  of  opinion  among  clinical  microbiologists  concerning  the  results 
of  the  biochemical  tests  in  this  group.  This  is  due  to  the  fact  that  no  agreement  has  been  made  on  taxonomy. 
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AND  CYCLOPHOS- 
PHAMIDE IN 
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BREAST  CANCER 

Relationship  between  chemotherapy 
and  hormonal  therapy 
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Breast  cancer  is  known  to  respond  more  or  less 
favorably  to  5-fluorouracil  or  5-FU  and  cyclophos- 
phamide (Cytoxan). Many  characteristics  of 
the  breast  cancer  and  metastatic  lesions  that 
respond  to  these  chemotherapeutic  agents  have 
become  apparent  from  our  experience.  Likewise, 
much  knowledge  has  been  gained  regarding  the 
toxic  properties  of  these  agents  and  their  psycho- 
logic impact  on  patients.  Such  information  has 
helped  us  to  formulate  a tentative  scheme  for 
palliation,  utilizing  5-fluorouracil  and  cyclophos- 
phamide in  suitable  relationship  to  hormonal  and 
ablative  therapies. 

It  is  the  purpose  of  this  article  to  present  our 
experience  and  to  discuss  our  current  understand- 
ing of  the  role  of  chemotherapeutic  agents  in  the 
treatment  of  disseminated  breast  cancer. 

Materials  and  methods 

This  study  includes  133  patients  who  received 
5-fluorouracil  and  162  patients  who  received  cyclo- 
phosphamide. All  of  the  patients  had  demon- 
strable metastases  that  were  either  progressive  or 
compelling  in  quantity  or  location;  65  patients  re- 
ceiving 5-FU  and  104  receiving  cyclophosphamide 
had  previously  been  treated  by  adrenalectomy. 

5-FU  was  administered  at  a dosage  of  7.5  mg. 
per  kilogram  of  body  weight  each  day  for  ten  days 
or  less  if  toxicity  was  manifested.  The  drug  was 
given  intravenously  to  100  patients  by  rapid  injec- 


tion and  to  33  patients  by  slow  infusion  during  a 
period  of  two  to  four  hours.  Leukocyte  and  plate- 
let counts  were  regularly  monitored.  Previously 
adrenalectomized  patients  received  cortisone  in- 
tramuscularly, 50  mg.  twice  a day,  or  more  during 
drug  therapy  and  subsequent  toxic  responses. 
Patients  were  given  the  standard  course  of  10  in- 
jections of  5-FU  each  month  until  progressive  dis- 
ease made  it  inadvisable  to  continue  5-FU. 

Cyclophosphamide  was  given  to  130  patients  at 
a dosage  of  10  mg.  per  kilogram  body  weight  each 
day  for  four  days  as  a priming  dosage,  and  later 
as  white-cell  counts  recovered,  at  a daily  oral 
maintenance  dosage  of  50  to  100  mg.,  depending  on 
the  white-cell  count.  The  remaining  32  patients 
were  started  on  cyclophosphamide  at  an  oral 
dosage  of  150  mg.  per  day,  which  was  continued 
until  moderate  leukopenia  developed  (3,000  to 
4,000  leukocytes  per  cubic  millimeter),  and  then 
the  patients  were  maintained  on  50  to  100  mg.  per 
day. 

Leukocyte  counts  were  determined  regularly. 
Tumor  response  was  evaluated  as  to  measurable 
improvement  in  soft-tissue  or  pulmonary  lesions  or 
in  the  calcification  of  osseous  metastases,  or  as  to 
decrease  in  liver  size,  with  improving  liver  chemis- 
try values  as  parameters.  Brain  metastases  were 
assessed  in  terms  of  functional  improvement, 
sometimes  with  improved  brain  scan. 

Improvements  in  hydronephrosis,  superior  vena 
cava  syndrome,  and  bowel  obstruction  were  taken 
as  evidence  of  tumor  regression. 

Results 

Of  133  patients  receiving  5-FU,  17,  or  13  per 
cent,  demonstrated  objective  regression.  Remis- 
sion ranged  from  one  to  twenty-four  months,  with 
a median  of  10.5  months  and  a mean  of  11.1 
months.  Thirteen  patients,  or  10  per  cent,  died 
as  a result  of  5-FU  toxicity.  Objective  tumor  re- 
gression if  it  occurred,  was  always  obvious  at  the 
evaluation  one  month  from  the  first  course  of  ther- 
apy, or  sooner.  If  the  disease  was  progressive  at 
one  month  following  the  first  course  of  therapy, 
further  treatment  with  5-FU  was  ineffective  in 
inducing  regression  of  tumors. 

There  were  45  responders,  or  28  per  cent,  among 
162  patients  treated  with  cyclophosphamide. 
Remissions  varied  from  two  to  more  than  twenty- 
four  months,  with  a median  of  ten  months  and  a 
mean  of  more  than  9.3  months.  Only  one  death 
was  attributable  to  cyclophosphamide  toxicity. 

Influence  of  previous  adrenalectomy.  Of  68 
patients  treated  with  5-FU  without  preceding 
adrenalectomy,  10  (15  per  cent)  were  responders 
(Table  I).  Of  65  patients  receiving  5-FU  after 
adrenalectomy,  7 (11  per  cent)  had  objective  re- 
gression. The  difference  between  these  two  groups 
of  patients  in  response  to  5-FU  was  not  significant. 
Adrenalectomy  response  did  not  influence  subse- 
quent tumor  response  to  5-FU;  adrenalectomy 
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The  anticancer  efficacy  of  5-fluorouracil  (5-FU)  and 
cyclophosphamide  (Cytoxan)  was  studied  in  295 
patients  with  disseminated  cancer  of  the  breast;  133 
received  5-FlJ  and  162  received  cyclophosphamide. 
Tumor  regression  rate  was  13  per  cent  with  5-FU, 
and  10  per  cent  of  the  patients  died  from  drug  tox- 
icity. Remittance  rate  with  cyclophosphamide  was 
28  per  cent,  with  1 death  from  toxicity.  5-FU  is 
more  effective  in  patients  with  soft-tissue  metas- 
tases  and  rarely  induces  regression  of  osseous  or  pul- 
monary metastases,  whereas  cyclophosphamide  ap- 
pears to  be  effective  in  all  types  of  metastases.  Tox- 
icity to  these  agents  was  shown  not  to  be  a prerequi- 
site for  tumor  regression.  Adrenalectomized  pa- 
tients, however,  were  more  susceptible  to  5-FU 
toxicity  than  to  cyclophosphamide.  Favorable  re- 
sponse to  chemotherapy  occurred  more  frequently 
in  women  who  were  less  than  one  year  postmeno- 
pausal and  with  a short  metastasis-free  interval. 
In  contrast,  response  to  hormones  or  endocrine  ab- 
lation was  often  better  in  patients  with  longer  me- 
tastasis-free intervals  and  late  postmenopausal 
ages.  Nevertheless,  chemotherapy  produced  re- 
gression of  metastatic  cancer  as  frequently  in  hor- 
mone nonresponders  as  in  hormone  responders. 


TABLE  I.  Influence  of  previous  adrenalectomy  on  response 
to  5-fluorouracil  or  cyclophosphamide* 


Treatment 

5-Fluorouracil 

Cyclophos- 

phamide 

No  adrenalectomy 
Previous  adrenalectomy 
Responders 
Nonresponders 

10/68  (15) 
7/65  (11) 
3/27  (11) 
4/38  111) 

15/58  (26) 
30  104  (29) 
9/39  (23) 
21/65  (32) 

♦ Responders  per  total  patients. 

ix*r  cents  in  parentheses. 

TABLE  II.  Response  to  5-fluorouracil  and  toxicity* 

. Mode  of  Administration — - 
Ra])id  Slow 

Injection  Infusion  Total 


Adrenalectomy: 


Yes 

No 

Yes 

No 

Toxicity  t 
0 

2/7 

2/7 

0/2 

0 4 

4 20  (20) 

1 

0/2 

1/5 

0 1 

0 1 

1/9  (11) 

2 

1/6 

4/20 

2 11 

0/2 

7/39  (18) 

3 

1/9 

2/13 

1/4 

1 3 

5/29  (17) 

4 

0/6 

0 3 

0/3 

0/1 

0/13  (0) 

5 

0/13 

0/9 

0/1 

0/0 

0/23  (0) 

Subtotal 

4 43 

9/57 

3 22 

1 11 

Total 

13/100 

(13) 

4/33 

il2) 

17/133  (13) 

* U€*8jx>nder8  i>er  totnl  patienL**,  per  cents  in  parentheses, 
t See  text. 


responders  and  nonresponders  both  responded 
to  5-FU  at  a rate  of  11  per  cent. 

In  the  group  treated  with  cyclophosphamide, 
relationships  were  similar.  Response  to  cyclo- 
phosphamide occurred  in  15  of  58  nonadrenalecto- 
mized  patients  (28  per  cent),  and  in  30  of  104 
adrenalectomized  patients  (29  per  cent).  Among 
the  latter,  response  to  cyclophosphamide  occurred 
in  21  of  65  adrenalectomy  nonresponders  (32  per 
cent),  and  in  9 of  39  adrenalectomy  responders 
(25  per  cent);  the  adrenalectomy  nonresponders 
thus  did  somewhat  better  than  did  the  adrenalec- 
tomy responders,  but  the  difference  was  not  sig- 
nificant. 

On  the  whole,  response  to  either  5-FU  or  cyclo- 
phosphamide did  not  differ  significantly  between 
adrenalectomized  and  nonadrenalectomized  pa- 
tients. 

Methods  of  drug  administration.  As  has  been 
mentioned,  5-FU  was  given  to  100  patients  by 
rapid  intravenous  injections,  and  to  33  by  slow 
infusion.  There  were  13  responders  in  100  pa- 
tients given  rapid  injections  (13  per  cent),  and  4 
responders  in  33  patients  given  slow  infusions  (12 
per  cent). 

Among  the  130  patients  who  started  cyclophos- 
phamide intravenously,  there  were  35  responders, 
or  27  per  cent.  Among  the  32  who  started  cyclo- 
phosphamide orally,  there  were  10  responders,  or 
31  per  cent.  Thus,  within  the  variations  of  drug 
administration  that  were  tried  in  our  study,  there 
was  no  difference  in  therapeutic  effects. 


Toxicity.  Drug  toxicity  was  more  problematic 
among  patients  treated  with  5-FU  than  among 
those  treated  with  cyclophosphamide  (Table  II). 
No  toxicity  was  manifested  by  20  patients  during 
their  5-FU  therapy.  Gastrointestinal  symptoms, 
such  as  nausea,  vomiting,  diarrhea,  and  stoma- 
titis, were  noted  in  94  patients.  Hematologic 
problems  were  encountered  in  51  patients,  and 
alopecia  developed  in  3.  No  neurologic  symptoms 
were  observed. 

Toxicity  was  rated  according  to  the  following 
arbitrary  scale: 

0 = No  toxicity. 

1 = Nausea,  abdominal  cramps,  or  alopecia. 

2 = One  or  two  of  the  following:  stomatitis, 

vomiting,  diarrhea,  leukopenia  (white  blood  cell 
2,000  to  4,000). 

3 = Three  or  more  of  the  signs  and  symptoms 
listed  for  toxicity  ratings  1 and  2,  with  or  without 
a white  blood  cell  count  of  2,000  or  less,  and  with 
or  without  a platelet  count  of  100,000  or  less. 

4 = Death,  presumed  to  be  related  to  5-FU. 

5 = Death  within  one  month  after  5-FU  therapy 
but  presumed  to  be  due  to  cancer  or  some  unre- 
lated condition. 

Relationships  between  pharmacologic  and  toxic 
responses  to  5-FU  are  indicated  in  Table  II. 

Development  of  toxicity  is  not  a necessary  re- 
quirement in  order  for  a tumor  to  regress  on  5-FU. 
Response  to  5-FU  is  distributed  rather  evenly  in 
toxicity  groups  0 through  3.  Reduction  in  toxicity. 
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particularly  lethal  toxicity,  was  not  achieved  by 
giving  5-FU  as  an  infusion  during  a period  of  two  to 
four  hours. 

Toxic  manifestations  in  adrenalectomized  and 
nonadrenalectomized  patients  were  compared. 
The  distribution  of  toxicity  was  much  the  same  in 
groups  0 through  3.  In  contrast,  deaths  presum- 
ably due  to  5-FU  totaled  9 among  65  adrenalec- 
tomized patients  (14  per  cent),  but  only  4 among 
68  patients  with  intact  adrenals  (6  per  cent). 
More  significantly,  6 of  the  9 deaths  in  the  adrenal- 
ectomized group  (6  out  of  65,  or  9 per  cent)  oc- 
curred in  patients  with  relatively  mild  disease 
that  spared  vital  regions.  In  the  nonadrenalec- 
tomized group,  2 of  the  4 toxic  deaths  (2  out  of  68, 
or  3 per  cent)  occurred  in  patients  with  mild  dis- 
ease. In  these  patients,  metastasis  did  not  appear 
to  be  the  cause  of  death,  but  5-FU  seemed  solely 
responsible.  Adrenalectomized  patients  who 
manifested  severe  5-FU  toxicity  did  not  recover 
from  the  toxicity  as  well  as  those  with  intact  adre- 
nals. 

Toxic  symptoms  due  to  cyclophosphamide  were 
less  pronounced,  more  predictable  and  revers- 
ible. Total  or  near-total  alopecia  occurred  in  two 
thirds  of  the  patients.  Leukopenia  was  always  to 
be  anticipated,  but  thrombocytopenia  was  rare. 
Four  patients  developed  cystitis,  2 developed  pel- 
vic abscess,  and  3 developed  septicemia,  with  1 
death. 

Among  the  104  adrenalectomized  patients  re- 
ceiving cyclophosphamide,  10  deaths  occurred. 
Nine  were  related  to  metastatic  disease,  and  1 was 
due  to  drug  toxicity  (septicemia).  Eight  deaths 
occurring  among  the  58  nonadrenalectomized  pa- 
tients were  all  caused  by  metastatic  disease. 

Our  experience  strongly  indicates  that  5-FU 
carries  a significantly  high  toxicity  death  hazard 
among  patients  who  have  undergone  adrenalec- 
tomy. Cyclophosphamide  appears  to  be  a safer 
agent  especially  for  such  patients. 

Predominant  sites  of  metastases.  5-FU  was 
effective  in  relieving  obstructive  jaundice  pro- 
duced by  metastatic  disease  in  6 patients:  3 with 
ureteral  obstructions,  1 with  superior  vena  cava 
obstruction,  1 with  esophageal  obstruction,  and  1 
with  complete  bowel  obstruction  (Table  III). 


TABLE  ill.  Response  to  5-fluorouracil  and  cyclophospha- 
mide in  relation  to  predominant  sites  of  metastases* 


Predominant  Site 

5-Fluoro- 

uracil 

Cyclo- 

phos- 

phamide 

Soft  tissue 

2/17 

10/22 

Osseous 

0/13 

10/44 

Pulmonary 

2/25 

13/35 

Hepatic,  with  jaundice 

6/26 

0/10 

Hepatic,  without  Jaundice 

2/26 

6/21 

Cerebral 

0/1 

1/17 

Peritoneal  or  retroperitoneal 

4/22 

4/9 

RsophaKeal 

1/3 

1/4 

* ReHpondorH  por  total  i)aticnt8. 


TABLE  IV.  Response  to  5-fluorouracil  and  cyclophospha- 
mide in  relation  to  previous  treatment  with  hormones, 
oophorectomy,  or  adrenalectomy* 


Patients 

5-Fluor- 

ouracil 

Cyclophos- 

phamide 

Responders  to 

previous  treatment 

3/20  (10) 

12/46  (26) 

Nonresponders  to 

previous  treatment 

9/67  (13) 

30/89  (30) 

Patients  without 

previous  treatment 

5/36  (14) 

3/27  (11) 

* Responders  per  total  patients,  per  cents  in  parentheses. 

TABLE  V.  Response  to 

5-fluorouraci!  and  cyclophospha- 

mide  in  relation  to  menopausal 

status* 

Years  After 

5-Fluoro- 

Cyclophos- 

Menopause 

uracil 

phamide 

Less  than  1 

4/16  (25) 

9/21  (43) 

1 to  5 

6/41  (15) 

12/48  (25) 

5 to  10 

1/23  (4) 

7/34  (20) 

More  than  10 

6/53  (11) 

17/59  (28) 

* Responders  per  total  patients,  per  cents  in  parentheses. 

Patients  with  hepatic  metastasis  without  jaun- 
dice or  with  pulmonary  metastasis  rarely  re- 
sponded to  5-FU.  Osseous  metastasis  almost 
never  responded  to  5-FU  treatment.  Among  all 
of  the  133  patients  who  received  5-FU,  there  was 
only  1 in  whom  objective  improvement  of  bony 
lesions  was  observed  along  with  regression  of  he- 
patic and  soft-tissue  metastases. 

The  therapeutic  effects  of  cyclophosphamide 
were  more  uniform  among  the  various  groups  of 
patients  with  differing  predominant  sites  of  me- 
tastases. Patients  with  hepatic  metastasis  with 
jaundice  responded  the  least  to  cyclophosphamide, 
followed  by  patients  with  brain  metastases. 

Previous  hormonal  or  ablative  therapies. 
The  relationship  between  the  response  to  hormon- 
al or  ablative  therapies  and  the  response  to  sub- 
sequent chemotherapy  was  studied  in  order  to 
determine  what  type  of  patient  might  be  more 
successfully  treated  with  chemotherapy  (Table 
IV). 

In  the  group  treated  with  5-FU,  the  response 
to  this  agent  was  not  influenced  by  the  response 
to  former  hormonal  or  ablative  therapy.  Small 
differences  in  favor  of  hormone  or  ablation  non- 
responders were  noted  in  the  group  treated  with 
cyclophosphamide.  It  is  of  particular  interest 
that  the  patients  who  responded  to  neither  oophor- 
ectomy nor  adrenalectomy  were  the  most  likely  to 
respond  to  cyclophosphamide.  Of  15  ablation 
nonresponders,  7,  or  47  per  cent,  responded  to 
cyclophosphamide.  These  data  form  a basis  for  a 
chemotherapeutic  approach  to  the  treatment  of 
patients  for  whom  hormonal  or  ablative  therapy 
has  failed  to  control  metastatic  disease.  Also 
to  be  noted  is  the  finding  that  hormone  and  abla- 
tion responders  have  equally  good  chances  for 
improvement  through  chemotherapy. 


556  New  York  State  Journal  of  Medicine  / March  1 , 1971 


TABLE  VI.  Response  to  5-fluorouracil  and  cyclophospha- 
mide in  relation  to  metastasis-free  interval* 


Duration  of 
I nterval 

.5-Kluoro- 

uracil 

('yclophos- 

l^hamide 

No  such  interval 

3 25  :11) 

9 32  (28) 

1 to  24  months 

11/50  (22) 

20/65  (31) 

2 to  5 years 

1/39  (3) 

13/41  (32) 

More  than  years 

2 19  10) 

3 24  (13) 

* nt»s|>oi«lers  por  lotnl  pationt«,  |M»r  ronUs  in  piirenthcHCH. 


Age,  menopausal  status,  and  metastasis-free 
period.  No  age-related  tendency  was  noted  in 
any  group  of  patients,  but  menopausal  status 
appears  to  be  correlated  with  the  response  to 
either  5-FU  or  cyclophosphamide  (Table  V'). 
Results  were  best  in  those  j)atients  less  than 
a year  after  menopause,  indicating  that  tumors 
not  responsive  to  castration  may  he  more  apt  to 
respond  to  either  of  the  chemotherapeutic  agents 
studied. 

Metastasis-free  intervals  longer  than  five  years 
were  associated  with  relatively  poor  results  (Table 
VI).  Rapidly  recurrent  tumors  appeared  to  be 
more  likely  to  respond  to  5-FU.  These  results  are 
contrary  to  the  usual  situation  in  hormonal  or 
ablative  therapy,  where  a long  metastasis-free 
interval  and  a long  time  subsequent  to  menopause 
tends  to  be  associated  with  better  therapeutic 
achievement.  Among  patients  treated  with 
5-FU  or  cyclophosphamide,  however,  a shorter 
free  interval  and  castration  nonresponse  were 
more  closely  related  to  success  in  chemotherapeu- 
tic treatment. 

Comment 

Earlier,  toxicity  was  thought  to  be  necessary 
to  achieve  tumor  regression  with  5-FU.  Gold 
et  al.^  and  later  Hall  et  al.*^  provided  evidence 
that  there  was  no  correlation  between  toxicity  and 
tumor  response.  In  the  present  study,  it  is  also 
apparent  that  the  development  of  toxicity  is  not 
a prerequisite  for  regression  of  disease  treated  with 
5-FU.  Increasing  toxicity  is  not  accompanied  by 
increasing  response.  Tumor  regression  with  5-FU 
must  be  considered  to  be  dependent  on  tumor  sen- 
sitivity to  5-FU. 

All  5-FU  responders  demonstrated  measurable 
improvement  within  one  month  after  the  first 
course  of  therapy,  and  this  finding  indicates  that 
further  5-FU  therapy  is  generally  inadvisable  if 
the  disease  is  progressive  one  month  after  initial 
5-FU  therapy.  Accordingly,  unnecessary  exposure 
to  5-FU  toxicity  and  further  delay  prior  to  trying 
other  modes  of  palliation  are  unnecessary  for 
patients  who  will  not  benefit  from  5-FU. 

Toxic  effects  of  5-FU  were  not  only  variable, 
but  also  often  unpredictable.  Toxicity  resulted 
in  death  for  10  per  cent  of  the  patients  treated 
with  5-FU.  This  must  be  borne  in  mind  in  decid- 


ing whether  or  not  to  adopt  a mode  of  therapy 
with  a regression  rate  of  only  13  per  cent.  Toxicity 
resulting  in  death  among  adrenalectomized  pa- 
tients was  particularly  noteworthy,  since  it  devel- 
oped in  14  per  cent  of  them,  twice  the  proportion 
of  nonadrenalectomized  patients  experiencing 
such  toxicity.  Furthermore,  as  has  already  been 
stated,  patients  with  relatively  limited  metastatic 
disease  had  three  times  the  risk  of  toxic  death  if 
they  were  previously  adrenalectomized  as  they 
had  if  they  were  not.  It  appears  that  severe 
toxicity  is  poorly  tolerated,  often  leading  to  death 
in  adrenalectomized  patients,  despite  adequate 
replacement  of  corticoids. 

These  findings  support  the  view  that  5-FU  may 
be  given  to  adrenalectomized  patients  judiciously, 
but  not  necessarily  the  view  that  it  should  be 
given  prior  to  adrenalectomy  just  because  the 
dangers  of  toxicity  are  less  at  that  time.  Our 
data  do  not  indicate  that  the  response  rate  will 
improve  if  5-FU  is  used  before  adrenalectomy. 
Bilateral  adrenalectomy  should  be  chosen  first 
because  of  its  low  risk  and  superior  palliative 
value.  5-FU  may  be  too  toxic  to  be  suitable  after 
adrenalectomy.  Instead,  cyclophosphamide  is 
safer  and  more  effective  in  general  in  such  pa- 
tients. 5-FU  may  be  employed  with  caution  in 
patients  with  metastasis  causing  obstruction  to 
the  ureter,  common  bile  duct,  esophagus,  intestine, 
or  superior  vena  cava,  since  5-FU  seems  more 
consistently  effective  in  providing  for  relief  from 
such  obstructions. 

Cyclophosphamide  induces  regression  more 
uniformly  in  various  metastatic  lesions  other 
than  liver  metastases  with  jaundice  and  brain 
metastasis.  Since  the  therapy  does  not  require 
repeated  hospitalization  or  frequent  visits,  it  is 
considerably  more  convenient  for  the  patient. 
Alopecia  due  to  cyclophosphamide,  although  fre- 
quent, is  generally  accepted  in  good  spirit  by  the 
patients.  It  usually  undergoes  reversal  in  a few 
months. 

This  study  demonstrates  that  the  rates  of 
response  to  either  5-FU  or  cyclophosphamide  are 
approximately  the  same  among  hormone  or 
ablation  responders  and  nonresponders.  This 
finding  suggests  that  chemotherapeutic  agents 
act  by  a different  mechanism  than  does  hormonal 
or  ablative  therapy.  Similar  observations  have 
been  made  by  Ravdin  and  Eisman.'*  Accordingly, 
nonresponders  to  hormones  or  ablation  have  a 
reasonable  chance  of  regression  on  receiving 
chemotherapeutic  agents.  The  patients  who 
were  found  most  responsive  to  cyclophosphamide 
were  those  who  did  not  respond  to  either  oophor- 
ectomy or  adrenalectomv. 

Patients  less  than  one  year  post  menopause  or 
with  a short  metastasis-free  interval  were  more 
likely  to  respond  to  5-FU  or  cyclophosphamide. 
These  biologic  characteristics  of  tumors  responsive 
to  chemotherapy  are  quite  the  opposite  of  those 
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of  tumors  responsive  to  hormones  or  ablation. 
The  response  of  a hormone-  or  ablation-responsive 
tumor  is  generally  better  if  the  tumor  is  slow  grow- 
ing with  a long  free  interval  and  if  a relatively  long 
time  has  elapsed  since  menopause.  Such  differ- 
ences imply  that  the  patients  that  respond  to 
endocrine  manipulations  are  different  from  the 
patients  who  can  be  expected  to  benefit  from  5-FU 
or  cyclophosphamide. 

SummarY 

The  anticancer  efficacy  of  5-FU  and  cyclophos- 
phamide (Cytoxan)  was  studied  in  295  patients 
with  disseminated  cancer  of  the  breast;  133  re- 
ceived 5-FU  and  162  received  cyclophosphamide. 
Whereas  5-FU  is  more  effective  in  patients  with 
soft-tissue  metastases  and  rarely  induces  regression 
of  osseous  or  pulmonary  metastases,  cyclophos- 
phamide appears  to  be  effective  in  all  types  of 
metastases.  The  study  also  disclosed  that  toxicity 
to  these  agents  was  not  a prerequisite  for  tumor 
regression.  It  was  shown,  however,  that  adrenalec- 
tomized  patients  were  more  susceptible  to  5-FU 
toxicity  than  to  cyclophosphamide.  Perhaps  the 
most  interesting  finding  of  the  study  was  the  obser- 


vation that  favorable  response  to  chemotherapy 
occurred  more  frequently  in  women  who  were  less 
than  one  year  postmenopausal  and  with  a short 
metastasis-free  interval.  In  contrast,  response 
to  hormones  or  endocrine  ablation  was  often  better 
in  patients  with  longer  metastasis-free  intervals 
and  late  postmenopausal  ages.  Nevertheless, 
chemotherapy  produced  regression  of  metastatic 
cancer  as  frequently  in  hormone  nonresponders  as 
in  hormone  responders. 
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Ultrasound  applied  to  the  stellate  fianfilion  is  sug- 
gested as  a treatment,  in  combination  with  physical 
medicine  and  rehabilitation,  for  the  shoulder-hand 
syndrome.  Six  of  7 patients  treated  by  this  method 
experienced  marked  to  complete  relief  of  pain,  de- 
creased edema,  and  return  of  function.  A history 
of  the  nature  and  treatment  of  shoulder-hand  syn- 
drome is  included,  and  2 case  reports  are  presented. 
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The  purpose  of  this  article  is  to  suggest  stellate 
ganglion  block  by  ultrasound  as  concomitant  ther- 
apy with  physical  medicine  procedures  in  the 
treatment  of  shoulder-hand  syndrome.  It  incor- 
porates a preliminary  report  of  7 patients  treated 
in  the  Rehabilitation  Medicine  Services  of  the 
Naval  Hospital,  St.  Albans,  and  State  University 
Hospital  of  the  Downstate  Medical  Center. 

The  combination  of  painful,  frozen  shoulder  and 
painful,  edematous  hand  can  induce  the  shoulder- 
hand  syndrome,  originally  described  in  1936  by 
Edeiken  and  Wolferth,'  who  presented  14  patients 
with  myocardial  infarction  who  subsequently 
developed  persistent  shoulder  pain.  Seven  of 
these  demonstrated  concurrent  pain  in  the  hand 
and/or  arm.  Loss  of  function  or  range  of  motion 
was  reported  in  only  one  instance.  In  subsequent 
years  the  syndrome  has  included  approximately 
25  different  entities  with  as  many  different  names. 

The  most  important  aspect  of  this  entity  is  the 
dysfunction  which  results.  A vicious  cycle  of  pain 
and  dysfunction  supervenes  which  has  been  hy- 
pothesized by  Lorente-de-No  and  others  as  a feed- 
back mechanism  of  afferent  stimulation.-  The 
resulting  syndrome  continues  until  the  cycle  can 
be  broken.  Failure  to  break  the  cycle  results  in 
severe  dysfunction  with  pain,  coldness,  osteo- 
porosis, and  decreased  circulation  in  the  tissues. 


Successful  treatment  must  begin  with  preven- 
tion. Tobis,  ‘ in  discussing  the  posthemiplegic 
shoulder,  noted  the  importance  of  the  symptoms 
described.  Adequate  therapy,  he  states,  consists 
of  proper  support  for  the  shoulder,  bed  positioning, 
and  passive  range-of-motion  exercises  to  prevent 
contractures.  Russek^  recommended  mild  bed 
and  chair  exercises  to  prevent  shoulder-hand  syn- 
drome in  patients  with  postmyocardial  infarction. 

Historically,  all  attempts  at  treatment  had 
been  directed  to  reduction  of  symptoms  to  allow 
for  restoration  of  function.  Therapeutic  ap- 
proaches consisted  of:  (1)  radiation  with  x-rays, 

(2)  orthopedic  surgical  procedures  and  manipula- 
tion, (3)  local  tissue  (intramuscular)  and  stellate 
ganglion  infiltration  with  anesthetic  agents,  (4) 
oral  and  intramuscular  treatment  with  corticos- 
teroids, (5)  surgical  sympathectomy,  and  (6)  re- 
habilitation programs  of  physical  and  occupational 
therapy. 

Edeiken  and  Wolferth'  reported  unsuccessful 
treatment  of  their  patients  using  x-radiation  and 
local  heat  treatment.  Evans®  presented  57  pa- 
tients treated  for  reflex  sympathetic  dystrophy, 
using  procaine  hydrochloride,  in  a five-year  period. 
He  discussed  29  of  these  patients,  and  noted 
relief  of  symptoms  in  22.  The  statuses  of  the  re- 
maining 28  patients  were  not  delineated. 

Steinbrocker,  Spitzer,  and  Friedman®  sum- 
marized a wide  variety  of  treatment  approaches. 
They  favored  the  use  of  sympathectomy,  pointing 
out  that  local  infiltration  with  procaine  was  in- 
effective and  that  trigger-points  were  not  easily 
located.  They  also  noted  that  a brachial  plexus 
blockade  allowed  improvement  of  the  shoulder 
symptoms  but  did  not  affect  the  pain  and  swelling 
in  the  hand.  These  investigators  recommended 
definitive  surgical  sympathectomy  after  procaine 
blocks  had  been  effective. 

Russek  et  reported  experiences  with  17 
patients  affected  by  shoulder-hand  syndrome  and 
treated  by  intramuscular  cortisone.  All  patients 
had  previously  received  physical  therapy,  local 
procaine  infiltration,  and  stellate  ganglion  block- 
ade without  significant  improvement.  They  de- 
scribed improvement  in  16  of  17  patients. 

Edeiken  in  1957®  discussed  42  patients  with 
post  myocardial  infarction  who  were  treated  with 
heat,  exercises,  and  analgesics.  Improvement 
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occurred  in  all  but  1 patient.  Cortisone  was  noted 
not  to  shorten  the  course  of  the  disability,  and 
recurrences  occurred  with  its  use.  It  was  also 
noted  that  certain  cases  were  not  relieved  by  pro- 
caine or  surgical  sympathectomy.  Johnson  and 
Pannozzo^  also  reported  favorable  results  using 
intensive  physical  medicine  procedures.  They 
used  heat  or  cold  for  prolonged  periods,  up  to  six 
hours,  interrupted  for  brief  periods  of  active, 
stretching,  and  resistive  exercises.  As  improve- 
ment occurred  the  program  was  decreased  until 
the  patient  was  discharged  to  a home  program. 
Favorable  improvement  was  reported  in  65  with 
only  2 patients  noted  as  therapeutic  failures. 

Moskowitz  et  reported  5 cases  of  post- 

hemiplegic reflex  dystrophy  and  their  treatment. 
Early  and  extensive  rehabilitation  therapy  was 
recommended  in  this  series.  Procaine  blocks  fol- 
lowed by  high  thoracic  surgical  sympathectomy 
were  recommended  as  the  “definitive  treatment  of 
choice,”  in  conjunction  with  physical  therapy. 
The  authors  noted,  however,  that  sympathectomy 
failed  to  reverse  or  prevent  pain  and  limitation  of 
motion  of  the  shoulder. 

In  a subsequent  article  Moskowitz"  made 
similar  observations  but  noted  that  ultrasound 
applied  locally  to  the  shoulder  had  no  effect  on 
pain.  He  continued  to  advocate  physical  therapy 
and  stellate  ganglion  block. 

Russek,^  Steinbrocker  and  Argyros,^'^  and  Stein- 
brocker'^  have  reviewed  the  subject  extensively. 
Russek  continued  to  recommend  ACTH  or  corti- 
sone as  the  treatment  of  choice,  reserving  sym- 
pathectomy for  refractory  instances.  Steinbrocker 
noted  that  orthopedic  manipulation  of  the  shoulder 
was  specifically  contraindicated  while  stellate  gan- 
glion blockade  was  preferable  to  corticosteroids 
in  the  treatment  of  this  syndrome. 

Ultrasound  as  therapeutic  agent 

Fischer'^  in  a general  review  noted  the  numerous 
effects  of  ultrasound  on  tissue.  These  effects  were 
of  a biologic  nature.  Woeber"  reported  reduction 
in  chronaxie  after  sonation  of  nerve  tissue  with 
ultrasound  applied  paravertebrally  in  doses  of 

0.3  to  1.5  watts  per  square  centimeter  (time  not 
specified)  caused  reduction  in  muscle  tone.  This 
was  hypothesized  as  being  mediated  by  means  of 
the  nerve  roots  or  autonomic  nervous  system. 

Lehmann  and  Krusen^^  noted  that  most  of  the 
physiologic  effects  of  ultrasound  were  created  by 
a temperature  rise  locally  in  the  tissues.  Selec- 
tive temperature  rise  in  the  sciatic  nerve  after 
sonation  of  the  thigh  was  found.  The  possible  use 
of  ultrasound  in  the  treatment  of  reflex  sym- 
pathetic dystrophy  was  suggested  when  applied 
to  the  peripheral  sympathetic  nerves  or  to  the 
sympathetic  ganglia. 

Abram.son  et  al.'^  presented  a detailed  study  of 
ultrasound  and  its  local  effects  on  temperature 


rise  in  tissues  and  increase  in  peripheral  circula- 
tion. Farmer"  presented  data  on  the  changes  in 
peripheral  nerve  following  sonation  and  noted  that 
intensities  of  ultrasound  of  0.5  watts  per  square 
centimeter  and  above  3 watts  per  square  centi- 
meter increased  the  nerve  conduction  velocity. 
In  dosages  of  ultrasound  at  1.5  watts  per  square 
centimeter  and  up  applied  to  the  ulnar  nerve 
muscle  potential  amplitudes  decreased.  Below 
1.5  watts  per  square  centimeter  amplitudes  in- 
creased. These  effects  were  partly  attributed  to 
the  thermal  effects  of  ultrasound,  but  the  variance 
caused  at  different  therapeutic  levels  could  not 
be  explained  on  that  basis,  and  were  suggested  as 
being  mechanical  forces.^* 

Lota"  reported  a study  in  which  ultrasound  was 
applied  to  the  lumbar  sympathetics,  utilizing  the 
contralateral  side  of  the  body  as  a control.  Results 
with  1 watt/per  square  centimeter  indicated  a 
slight  increase  in  blood  flow  when  applied  locally 
or  when  applied  to  the  paravertebral  sympa- 
thetics. The  sympathetic  block  caused  an  in- 
crease in  circulation  to  the  skin  and  not  the  muscle 
tissue. 

Therapeutic  method 

A method  of  sonation  of  the  stellate  ganglion 
was  devised  to  overcome  the  severe  effects  of  reflex 
sympathetic  dystrophy,  which  followed  a severe 
brachial  plexus  penetration  wound. Disuse, 
trophic  changes,  and  loss  of  function  of  the  left 
forearm  and  hand  were  manifest  (Case  1). 

The  effect  of  ultrasound  on  the  stellate  ganglion 
is  not  permanent  and  ceases  shortly  after  discon- 
tinuance of  therapy.  This  is  a decided  advantage 
over  procaine  infiltration  in  that  the  effect  is  cumu- 
lative, longer  lasting,  and  does  not  require  the 
introduction  of  a foreign  substance  into  the  body 
with  its  possible  side-effects.  Ultrasound  is  pre- 
ferred to  surgery  since  it  is  reversible  and  does  not 
leave  the  patient  with  anhidrosis  and  a Horner’s 
syndrome.  There  has  been  no  morbidity  asso- 
ciated with  the  treatment  in  the  7 patients  in  this 
series. 

After  neurologic  assessments,  the  following 
studies  were  made  in  each  patient: 

1.  Thermocouple  studies  of  both  hands  and  humeral 
areas. 

2.  Detailed  range  of  motion  studies. 

3.  Detailed  manual  muscle  testing,  (except  in  the 
cases  where  there  is  an  upper  motor  neuron  etiology, 
in  which  case  functional  muscle  testing  was  performed. 
The  presence  or  absence  of  subluxation  of  the  affected 
shoulder  was  noted). 

4.  The  circumference  of  the  closed  fist,  using  the 
normal  side  as  the  control  was  determined.  The  pres- 
ence of  pitting  or  brawny  edema  should  be  noted. 

5.  Oscillometric  studies  of  both  arms. 

6.  Notation  of  the  patients’  statements  of  pain  and 
dysfunction. 

Therapy  consisted  of  the  following: 
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1.  Moist  hot  packs  (hydrocollator)  to  the  affected 
shoulder  and  hand  for  twenty  minutes. 

2.  Stationary,  pulsed  ultrasound  at  1 to  1.5  watts/ 
per  square  centimeter  (no  higher  than  2)  beamed  directly 
to  the  stellate  ganglion  on  the  affected  side. 

3.  Whirlpool  therapy  at  1(X)  F.  with  active  or  active- 
assistive  range  of  motion  under  water  to  affected  parts. 

4.  Active  range  of  motion  and  stretching,  following 
hydrotherapy,  where  possible. 

5.  Occupational  therapy  to  encourage  functional 
activity  of  the  affected  extremity. 

It  should  be  noted  that  no  more  than  2 watts/ 
per  square  centimeter  have  been  used  in  any  of 
the  patients  treated.  Treatment  can  be  given  on 
a three  times  a week  or  daily  basis. 

Case  reports 

Case  1.  A twenty-year-old  male  received  multiple 
fragment  wounds  to  the  left  arm  and  shoulder  with  re- 
sultant radial  nerve  palsy  in  Viet  Nam  on  August  14, 
1968.  He  was  treated  initially  in  Danang  and  then 
down  to  Japan  where  he  received  further  surgical  treat- 
ment and  splinting.  He  was  evacuated  by  air  to  the 
Ignited  States  on  September  1,  1968,  where  he  was  ad- 
mitted to  the  plastic  surgery  service  of  the  Naval  Hos- 
pital, St.  Albans.  On  September  10,  1968,  split-thick- 
ness grafts  were  placed  on  his  left  forearm. 

He  was  seen  in  consultation  by  the  physiatrist  on 
September  16.  Electrodiagnostic  studies  revealed  com- 
plete radial  nerve  palsy.  At  that  time  the  patient  had 
significant  trophic  changes  of  the  forearm,  atrophy  of 
muscles,  intensive  pain  in  arm  and  hand,  and  swelling 
of  the  hand.  He  carried  the  arm  in  a sling  with  a splint 
applied  to  his  left  hand.  There  was  a flexion  contracture 
of  the  left  elbow. 

The  patient  received  whirlpool  therapy  to  the  left 
upper  extremity  with  range-of-motion  exercises.  An 
occupational  therapy  program  was  begun  to  utilize  re- 
maining function.  A “cock-up  splint”  was  applied  to 
his  left  hand. 

On  October  8 slight  improvement  in  range  of  motion 
of  the  fingers  was  noticed,  but  the  severe  pain  in  the 
left  upper  extremity  continued. 

On  October  24,  no  significant  changes  were  found  and 
ultrasound  to  the  left  stellate  ganglion  at  1 watt/per 
square  centimeter  for  eight  minutes  instituted  daily. 
Hot  moist  packs  were  added  to  his  program  both  to  the 
left  anterior  shoulder  and  to  the  forearm  and  hand. 

On  November  7 pain  was  first  reported  to  be  relieved 
during  the  period  of  treatment.  On  December  5,  1968, 
manual  resistance  exercises  were  added  to  the  patient’s 
program. 

On  January  6,  1969,  the  patient  returned  from  Christ- 
mas leave  and  again  began  therapy.  He  had  been  in- 
structed in  a home  exercise  program  prior  to  his  leave. 

By  February,  1969,  the  pain  was  gone  and  patient  was 
able  to  begin  a resistive  exercise  program  for  the  upper 
extremity.  By  the  middle  of  March,  the  patient  was 
lifting  12  pounds  of  weight  without  difficulty.  He  re- 
mained free  of  pain,  and  the  ultrasound  program  was 
discontinued. 

The  patient  received  a total  of  107  treatments  and  left 
the  hospital  on  April  21,  1969,  for  a Veterans  Hospital. 
On  departure  his  functional  level  was  almost  normal. 
The  partial  radial  nerve  palsy  was  assisted  by  a “lively 


cock-up  splint.”  Fain  and  trophic  changes  were  no 
longer  present. 

Case  2.  A twenty-year-old  male  sustained  fragment 
wounds  to  the  right  upper  extremity  on  September  17, 
1968.  He  received  treatment  and  physical  therapy  at 
Danang  Naval  Hospital.  He  was  then  sent  to  Camran 
Bay  where  he  received  nerve  blocks  for  pain.  On 
November  22  he  was  flown  to  the  Naval  Hospital,  St. 
Albans,  where  he  was  admitted  to  the  orthopedic  sur- 
gical service. 

He  was  first  seen  in  consultation  by  the  physiatrist  on 
February  19,  1969.  He  had  complete  dysfunction  of  the 
right  upper  extremity  which  was  held  in  front  of  the 
body.  The  diagnosis  was  right  extensor  tendon  tendoni- 
tis and  reflex  sympathetic  dystrophy. 

He  was  placed  on  a program  of  physical  therapy  con- 
sisting of  whirlpcx)!  therapy  at  102  to  104  F.  for  twenty 
minutes  with  active  exercise  to  the  right  arm,  and  active 
assistive  exercises  to  right  arm  and  wrist.  Occupational 
therapy  consisted  of  stretching  to  the  right  upper  ex- 
tremity and  kinetic  occupational  therapy.  A static  splint 
was  ordered  for  the  right  hand.  Beginning  February  24, 
ultra.sound  to  the  right  stellate  ganglion  was  applied  at 
1.5  to  2 watts  per  square  centimeter  daily,  for  seven 
minutes. 

Range  of  motion  was  found  to  be  within  normal  limits 
but  extremely  painful.  The  right  hand  was  consistently 
swollen.  Because  of  persistent  pain,  the  patient  was 
placed  in  a forearm  cast  encompassing  the  right  meta- 
carpals  and  proximal  phalanges  on  March  20,  1969. 
Ultrasound  was  continued  with  the  cast  on.  On  April  1, 
a decrease  in  pain  was  noted  for  the  first  time. 

On  April  10  the  cast  was  removed.  On  April  21,  1969, 
the  patient  was  noted  to  be  clinically  improving  with 
slightly  more  function  of  the  right  hand.  Ultrasound 
was  increased  from  1.5  to  2 watts  per  square  centimeter. 
On  May  5 patient  was  discharged  to  a Veterans  Hospital. 
At  that  time  he  was  using  his  hand  with  significant  re- 
duction in  pain. 

Comment 

To  date,  7 patients  have  been  treated  by  this 
method.  Six  of  the  7 experienced  marked  to  com- 
plete relief  of  pain,  decreased  edema,  and  concomi- 
tant return  of  function.  One  patient  did  have 
some  relief  with  noticeable  return  of  function  but 
is  not  considered  as  significantly  improved  because 
of  continued  nocturnal  pain.  Five  of  the  7 patients 
were  young  men,  wounded  in  the  arm  or  shoulder. 
Two  patients  were  posthemiplegic  with  varying 
degrees  of  shoulder  subluxation. 

The  results  of  this  preliminary  study  are  encour- 
aging. 

Summary 

A history  of  the  nature  and  treatment  of  shoulder- 
hand  syndrome  is  presented.  Ultrasound  applied 
to  the  stellate  ganglion  is  presented  as  a new 
method  of  treatment.  Two  exemplary  cases  are 
presented.  The  present  results  are  suggestive  of  an 
effective  adjunctive  therapeutic  modality  in  addi- 
tion to  physical  medicine  for  shoulder-hand 
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syndrome  which  can  he  administered  with  no  risk 
to  affected  patients. 

450  Clarkson  Avenue 
Brooklyn,  New  York  11203 
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BRONCHIAL 

ADENOMA 


Clinicopathologic  observation 


Histologically,  bronchial  adenomas  have  been  clas- 
sified as  carcinoid  (87  per  cent),  cylindroma  (9  per 
cent),  and  mucoepidermoid  tumor  (4  per  cent). 
Because  of  its  slow  growth  and  long  duration  of 
symptoms,  an  extended  follow-up  is  required  in  the 
case  of  a bronchial  adenoma.  Roentgenograms  of 
the  chest  and  bronchoscopy  are  effective  tools  in  di- 
agnosis. Bronchial  adenomas  should  he  ap- 
proached as  malignant  tumors,  and  open  resection 
of  the  tumor  is  the  treatment  of  choice  whenever 
possible.  However,  careful  bronchoscopic  excision 
or  cautery  may  give  fairly  good  palliation  for  poor- 
risk  patients. 
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Bronchial  adenoma  is  a rather  uncommon  type  of 
pulmonary  neoplasm.  Because  of  its  slow  growth, 
a long  follow-up  is  required  to  evaluate  its  clinical 
course.  In  this  report,  analysis  of  21  cases  of  bron- 
chial adenoma  observed  during  the  past  thirty 
years  at  the  Roswell  Park  Memorial  Institute  and 
the  Buffalo  General  Hospital,  are  presented  along 
with  comments  from  the  pertinent  literature. 

History 

A brief  historical  review  is  in  order,  since  several 
different  types  of  neoplasm  may  be  included  under 
the  popularly  accepted  term  bronchial  adenoma. 

Heschl  in  1877  published  the  first  report  of  cylin- 
droma of  the  bronchus.'  Meuller  described  a car- 
cinoid type  tumor  of  the  bronchus  as  a cause  of 
bronchiectasis  in  a young  woman  in  1882.-  The 
term  bronchial  adenoma  was  used  for  the  first  time 
in  1930  by  Kramer.-*  Hamperl  in  1937''  classified 
bronchial  adenomas  into  carcinoid  and  cylindroma 
types.  In  1952  Smetana,  Iverson,  and  Swan^  de- 
scribed mucoepidermoid  tumor  as  another  variety 
of  bronchial  adenoma.  Mattingly  in  1956**  de- 
scribed a case  of  bronchial  adenoma  with  carcinoid 
syndrome. 

Histopathologic  classification 

The  term  bronchial  adenoma  generally  conveys 
the  meaning  of  a benign  tumor.  In  fact,  it  repre- 
sents a group  of  tumors  that  range  from  tumors 
with  a malignant  potential  to  those  with  active  in- 
vasion and  distant  metastases.  Various  histologic 
classifications  exist,  but  that  most  generally  ac- 
cepted divides  bronchial  adenoma  into  (1)  carci- 
noid, (2)  cylindroma,  and  (3)  mucoepidermoid 
tumors. 


Incidence 

About  1 to  2 per  cent  of  all  lung  tumors  are  bron- 
chial adenomas. Compared  with  broncho- 
genic carcinoma,  bronchial  adenoma  is  encoun- 
tered in  a younger-age  group.  The  average  age 
of  178  patients  with  bronchial  adenoma  reviewed 
in  the  literature  was  forty-four  years."”" 

Carcinoid  type  is  the  commonest  form  com- 
prising approximately  87  per  cent  of  bronchial 
adenomas.  The  incidence  of  cylindroma  is  9 per 
cent  and  of  mucoepidermoid  tumor  4 per  cent. 

Symptoms 

The  most  common  symptoms  of  bronchial  ade- 
noma are  hemoptysis,  cough,  and  recurring  bouts 
of  pneumonia.  Some  authors  have  grouped  these 
symptoms  into  a characteristic  triad."*  Other 
symptoms  are  also  due  to  stenosis  or  obstruction 
of  the  bronchus,  such  as  fever,  pleuritic  pain, 
bronchitis,  dyspnea,  and  wheeze.  About  5 per 
cent  of  the  patients  are  asymptomatic.^  " " 

The  long  duration  of  symptoms  before  the  diag- 
nosis of  bronchial  adenoma  was  established  is 
noteworthy.  In  one  series  the  average  duration 
of  the  symptoms  was  six  years;  the  longest  interval 
was  thirty  years."  In  our  patients  the  average 
duration  of  symptoms  before  the  diagnosis  of  bron- 
chial adenoma  was  established  was  twenty-three 
months,  the  longest  interval  was  seven  years. 

Diagnosis 

The  chest  roentgenogram  usually  shows  abnor- 
malities distal  to  the  bronchus-occluding  tumor, 
such  as  atelectasis,  parenchymal  infiltration,  or 
nodular  densities.  A normal  roentgenogram  was 
present  in  less  than  10  per  cent  of  the  cases  re- 
ported." 

In  most  of  the  cases  the  tumor  was  seen  at  bron- 
choscopy.-"”" Although  readily  reached  by  the 
biopsy  forceps,  the  tumor  should  be  biopsied  with 
extreme  caution  because  of  its  vascularity.  Two 
deaths  from  hemorrhage  have  been  reported  fol- 
lowing bronchoscopic  biopsy  of  an  adenoma." 
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Some  surgeons  make  it  a practice  not  to  biopsy 
an  obvious  bronchial  adenoma  because  of  problems 
with  bleeding. 

Treatment 

Untreated  cases.  At  the  Roswell  Park  Memo- 
rial Institute  2 patients  were  not  treated  after 
the  diagnosis  was  established,  1 with  carcinoid  be- 
cause of  severe  cardiovascular  disease  and  the 
other  with  mucoepidermoid  tumor  because  of  wide- 
spread metastases.  The  former  died  two  years 
later  of  cardiac  failure;  the  latter  died  after  one 
month. 

To  illustrate  the  relatively  good  prognosis  and 
benign  course  seen  with  many  bronchial  adenomas, 
one  may  cite  3 patients  of  Markel  et  who  re- 
fused surgery.  Two  lived  thirteen  years  and  seven- 
teen years,  respectively,  after  the  diagnosis  was 
established.  The  third  patient  died  twenty-two 
and  one-half  years  later  of  apparently  unrelated 
cause. 

Bronchoscopic  excision.  In  our  series  2 pa- 
tients with  bronchial  carcinoid  were  treated  by 
bronchoscopic  excision  more  than  twenty  years 
ago.  One  underwent  8 bronchoscopic  excisions  for 
recurrences,  and  he  died  twenty  years  later  of  un- 
known cause.  The  other  had  6 bronchoscopic 
excisions  in  1947  with  no  evidence  of  recurrence  at 
present  (twenty-two  years  later).  Markel  et  al.^^ 
treated  3 patients  with  carcinoid  bronchial  ade- 
noma by  endoscopy.  Of  these,  1 died  eight  years 
later  of  unknown  cause;  the  other  2 are  alive  and 
well  fifteen  and  twenty-five  years  later.  Payne 
et  al.'-  treated  5 patients  with  cylindroma  type 
bronchial  adenoma  by  endoscopic  resection  be- 
cause of  either  tracheal  invasion  or  lymph-node 
metastases.  Four  of  the  patients  died  from  one 
week  to  two  years  following  endoscopic  resection. 
One  patient  lived  with  metastases  for  eleven  years. 

Three  patients  with  mucoepidermoid  tumors 
were  treated  by  endoscopic  excision,  but  they  died 
two  weeks,  seven  months,  and  four  years  later, 
respectively. 

Surgical  treatment.  Open  resection  of  the 
tumor,  including  a few  cases  of  excision  of  trachea 
and  Carina,  is  the  treatment  of  choice  whenever 
possible. 

Carcinoid 

Review  of  162  cases,  including  15  of  our  patients, 
of  carcinoid  tumor  treated  surgically  revealed 
23  cases  (14  per  cent)  with  regional  lymph-node 
metastases  at  the  time  of  surgery.^""  '"’  Of  162 
patients  treated  surgically,  12  (7.4  per  cent)  died 
of  recurrence  of  the  tumor  (including  3 cases  of 
carcinoid  syndrome)  from  four  months  to  seven- 
teen years  after  surgery. 

Cylindroma 

It  is  remarkable  that  12  of  30  (40  per  cent)  re- 


corded cases  of  cylindromas  were  considered  to  be 
inoperable  because  of  either  extensive  metastases 
or  invasion  of  the  trachea  or  carina.'-^"^'  In  an 
additional  6 cases,  only  palliative  resection  was 
done  because  of  extensive  invasion  or  metas- 
tases.*'” Twelve  patients  underwent  curative  re- 
section, but  6 (50  per  cent)  eventually  died  of  recur- 
rent disease  between  seven  months  and  eighteen 
years  following  surgery  (average  survival  of  nine 
years).  " 

Mucoepidermoid  tumor 

According  to  the  literature,  all  10  patients 
treated  surgically  are  alive.*’'”'*  Of  the  10  pa- 
tients, a recurrence  developed  in  only  1 ten  years 
after  excision,  and  the  recurrent  tumor  was  locally 
excised  endoscopically." 

The  operative  mortality  rate  of  all  surgically 
excised  bronchial  adenomas  (226  cases)  was  5 per 
cent.-’”^"’"^’*® 

Carcinoid  syndrome 

Kincaid-Smith  and  Brossy*”  described  a case  of 
bronchial  carcinoid  with  liver  metastases  and 
severe  diarrhea.  Mattingly  in  1956”  was  the  first 
to  report  carcinoid  syndrome  caused  by  a bronchial 
carcinoid  adenoma  with  widespread  metastases. 
Since  that  time,  39  cases  of  bronchial  carcinoids 
with  carcinoid  syndrome  have  been  documented 
in  the  English  literature,  including  2 patients 
treated  at  the  Roswell  Park  Memorial  Insti- 
tute.'"”'” 

Carcinoid  syndrome  due  to  the  carcinoid  form 
of  bronchial  adenoma  is  characterized  by  the  fol- 
lowing: severe  and  prolonged  flushing  with  facial 

edema,  anxiety  and  tremulousness,  lacrimation, 
salivation,  diaphoresis,  nausea  and  vomiting, 
expolsive  diarrhea,  fever,  tachycardia,  hypoten- 
sion, and  oliguria.'^  It  is  also  known  that  severity 
of  the  syndrome  is  not  correlated  with  the  serotonin 
level.*”’-”  Some  of  the  carcinoids  produce  both 
serotonin  and  5-hydroxytryptophan  which  is  at- 
tributed to  deficiency  of  enzymatic  process,  5- 
hydroxytryptophan  decarboxylase . 

The  association  of  carcinoid  syndrome  due  to' 
bronchial  adenoma  with  Cushing’s  syndrome^*^ 
and  pluriglandular  adenomatosis’*'*  has  been  re- 
ported. Bone  metastases  are  frequently  observed; 
the  lesions  are  always  osteoblastic.'”’-^  One  such 
patient  was  seen  at  the  Roswell  Park  Memorial 
Institute.  All  patients  with  carcinoid  syndrome 
had  a rapid  downhill  course,  expiring  within  two 
years. 

Bronchial  carcinoid  tumors  occasionally  cause 
Cushing’s  syndrome,  and  10  such  cases  have  been 
documented  in  the  English  literature. 

Surgical  resection  whenever  feasible  is  also  the 
treatment  of  choice  for  the  bronchial  adenoma 
associated  with  carcinoid  syndrome.  Extirpation 
of  all  the  tumor  tissue,  however,  is  rarely  possible 
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since  carcinoid  syndrome  is  usually  caused  by 
metastases.’'-' 

Chemotherapy  may  he  effective  temporarily 
for  carcinoid  syndrome.  Both  “cytotoxins”  and 
“pharmacolo{?ic  antagonists”  have  been  tried.’’ 
Among  the  cytotoxins,  cyclophosphamide,  nitro- 
gen mustard,  thiotepa,  and  5-tluorouracil  have 
been  effective  temporarily.  Application  of  phar- 
macologic antagonists  is  also  known  to  be  of  some 
value.  Temporary  improvement  of  the  syndrome 
was  observed  by  pyridoxine-restricted  diet  and 
tryptophan  antagonist.'*’  Administration  of  tra- 
sylol  and  chlorpromazine  as  kallikrein  inhibitor 
or  kinin  antagonist  are  also  reported  to  have  some 
p a 1 1 i a t i ve  e f fee t s . 

Summary 

Twenty-one  cases  of  bronchial  adenoma  are 
analyzed  and  the  representative  literature  re- 
viewed. 

Bronchial  adenoma  can  be  divided  into  three 
tumor  types.  Carcinoid  tumor  comprised  87  per 
cent  of  all  adenomas,  cylindroma  9 per  cent,  and 
mucoepidermoid  tumor  4 per  cent. 

The  incidence  of  regional  lymph- node  metas- 
tases  at  the  time  of  surgery  for  carcinoid  tumor 
was  found  to  be  14  per  cent.  Twelve  of  30  (40  per 
cent)  cylindromas  were  found  to  be  inoperable, 
and  6 of  12  (50  per  cent)  patients  with  cylindroma 
eventually  died  of  recurrence  after  curative  re- 
section. Mucoepidermoid  tumor  appears  to  be 
the  least  malignant  of  all  the  bronchial  adenomas, 
and  the  incidence  of  metastasis  was  9 per  cent. 

Thirty-nine  cases  of  bronchial  carcinoid  tumors 
with  carcinoid  syndrome  have  been  documented, 
and  10  cases  of  Cushing’s  syndrome  are  also  re- 
corded in  the  literature. 

Although  bronchial  adenomas  generally  are 
slow-growing  tumors,  they  should  be  approached 
as  malignant  tumors.  Treatment  of  choice  is  sur- 
gical resection,  but  careful  bronchoscopic  excision 
or  cautery  may  give  fairly  good  palliation  for  poor- 
risk  patients. 
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Metolazone*  has  been  shown  to  be  an  effective 
diuretic  and  saluretic  agent  in  normal  human  sub- 
jects.' The  purpose  of  the  present  study  was  two- 
fold: (1)  to  test  the  effectiveness  of  oral  metola- 

zone (5  mg.  daily)  as  a diuretic  and  saluretic  agent 
in  patients  with  reduced  glomerular  filtration 
rates,  and  (2)  to  test  for  possible  acute  hemody- 
namic effects  of  intravenously  administered  metol- 
azone in  doses  ranging  from  5 to  100  mg.  in  pa- 
tients with  reduced  glomerular  filtration  rates. 

Materials  and  methods 

The  effect  of  a daily  oral  dose  of  5 mg.  metol- 
azone for  a period  of  five  days  was  studied.  Base 
line  observations  were  made  one  day  before  metol- 
azone therapy  was  started.  All  patients  in  this 
study  were  on  a daily  40-Gm.  protein  and  0.5-Gm. 
salt  intake  diet.  Total  body  weight,  pulse  rate, 
body  temperature,  and  arterial  blood  pressure 
were  recorded  daily  at  noon.  Hemoglobin  concen- 
tration, total  white  blood  cell  count,  blood  urea 
nitrogen  level,  serum  potassium,  sodium,  chloride, 
and  creatinine  concentrations  were  determined 

‘Metolazone  (Zaroxolyn)  is  2-methyl-3-(o-tolyl)-6-sulfamyl- 
7-chloro- l,2,.3,4-tetrahydro-4-quinazolinone,  produced  by 
Fennwalt  Corp.,  Rochester,  New  York. 


daily.  The  daily  urine  output  was  measured  and 
analyzed  for  the  urinary  concentrations  of  sodium, 
potassium,  chloride,  and  creatinine.  Serum  alka- 
line phosphatase  and  total  bilirubin  concentra- 
tions were  also  measured  daily. 

The  following  groups  of  patients  were  studied: 
(1)  3 bilaterally  nephrectomized  patients  who  had 
undergone  successful  renal  transplantation  two  to 
three  months  earlier  and  who  were  on  maintenance 
azathioprine  and  prednisone  to  prevent  renal  allo- 
graft rejection;  (2)  a group  of  8 normotensive  pa- 
tients with  varying  degrees  of  chronic  renal  failure 
not  requiring  dialysis  therapy;  the  serum  creati- 
nine concentration  of  this  group  ranged  from  1.1  to 
15.5  mg.  per  100  ml.  with  a mean  value  of  4.09 
mg.  per  100  ml.;  (3)  a group  of  6 patients  with 
systemic  arterial  hypertension,  some  of  whom 
manifested  decreased  renal  function;  and,  (4)  a 
group  of  4 patients  with  severe  chronic  renal  fail- 
ure who  were  maintained  on  intermittent  hemodi- 
alysis. 

The  acute  hemodynamic  effects  of  intravenously 
administered  metolazone  were  also  studied  in  21 
patients.  For  comparative  purposes,  these  pa- 
tients were  grouped  as  follows:  (1)  11  adult  pa- 

tients suffering  from  renal  failure;  the  serum 
creatinine  concentration  of  this  group  ranged  from 
10.2  to  18.4  mg.  per  100  ml.  with  a mean  value  of 
14.8  mg.  per  100  ml.;  (2)  2 anephric  patients  await- 
ing renal  transplantation;  (3)  5 patients  who  had 
undergone  bilateral  nephrectomy  and  renal  trans- 
plantation and  were  on  maintenance  azathioprine 
and  prednisone  therapy  during  the  study  period; 
and  (4)  3 patients  with  primary  lung  disease  but 
normal  renal  function. 

All  patients  for  hemodynamic  studies  were  in  a 
postabsorptive  state,  and  no  premedication  was 
given.  The  radial  or  femoral  artery  was  cannu- 
lated  percutaneously  with  a Teflon  disposable  Bec- 
ton,  Dickinson  Longdwell  18-gauge  2.5-inch  cathe- 
ter. Local  analgesia  was  obtained  with  1 per  cent 
lidocaine  hydrochloride.  The  subclavian  or  inter- 
nal jugular  vein  was  then  entered  percutaneously 
with  a thin-walled  14-gauge  needle.  A 16-gauge 
polyethylene  radiopaque  catheter  was  introduced 
through  the  needle  and  advanced  into  the  right 
ventricle.  Cardiac  output  was  estimated  utilizing 
indocyanine  green  as  indicator,  Gilson  densi- 
tometer, and  a Lexington  read-out  computer.  A 
Sanborn  recorder  was  used  to  record  a dye  dilu- 
tion curve  as  well  as  right  ventricular  and  periph- 
eral arterial  pressures.  Following  control  obser- 
vations, metolazone  was  injected  into  the  right 
ventricular  catheter  (five  seconds  injection  time) 
and  the  recordings  made  at  fifteen,  thirty,  forty- 
five,  sixty,  and  one  hundred  twenty  minutes  fol- 
lowing the  injection.  Measurement  of  the  blood 
volume  using  radioiodinated  human  serum  al- 
bumin and  the  Volemetron  apparatus  was  per- 
formed immediately  prior  to  and  at  one  hundred 
twenty  minutes  following  the  injection  of  metol- 
azone. 
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Results 


The  data  obtained  in  each  group  during  the  five- 
day  period  following  the  start  of  oral  metolazone 
treatment  were  pooled  and  compared  with  the 
control  observations.  A statistically  significant 
change  from  the  control  to  the  experimental  data 
was  indicated  by  a p-value  of  less  than  0.05. 

Oral  metolazone  therapy  did  not  statistically 
affect  the  mean  body  weight,  blood  pressure,  pulse 
rate,  or  body  temperature  significantly  in  any  of 
the  patients  studied,  except  in  the  hypertension 
and  kidney  graft  groups.  The  hypertensive  pa- 
tients manifested  a statistically  significant  (p 
<0.01)  average  decrease  from  control  values  of 
body  weight.  The  patients  with  functioning  kid- 
ney grafts  manifested  a significant  (p  <0.05)  aver- 
age increase  of  the  systolic  blood  pressure.  We 
can  offer  no  definitive  explanation  for  this  increase 
in  blood  pressure.  The  group  of  patients  main- 
tained on  intermittent  hemodialysis  was  excluded 
from  the  evaluation  of  metolazone  effect  on  serum 
electrolytes.  The  mean  serum  potassium,  sodium, 
and  chloride  concentrations  were  decreased  during 
the  five-day  period  in  all  other  groups  receiving 
oral  metolazone  (Table  I). 

Serum  potassium  concentration  showed  a statis- 
tically significant  average  decrease  from  control 
values  in  the  renal  failure  and  the  hypertension 


A comparative  study  was  made  of  21  patients  with 
varying;  decrees  of  renal  failure  f>iuen  an  oral  daily 
dose  of  5 mg.  of  metolazone  for  five  days  and  of  21 
additional  patients  with  reduced  glomerular  filtra- 
tion rates  given  metolazone  intravenously  in  doses 
ranging  from  5 to  KH)  mg.  The  diuretic  and  sal- 
uretic response  in  those  patients  given  the  drug 
orally  was  striking.  Those  patients  treated  intra- 
venously showed  no  significant  affect  on  cardiac 
hemodynamics,  total  peripheral  resistance,  and 
blood  volume. 


groups  of  patients  (Table  I).  The  average  de- 
crease of  serum  sodium  and  chloride  from  the  con- 
trol values  was  statistically  significant  in  all  the 
groups  studied. 

The  mean  blood  urea  nitrogen  levels  prior  to 
therapy  were  as  follows:  postrenal  transplanta- 

tion, 60  mg.  per  100  ml.;  renal  failure,  44.6  mg. 
per  100  ml.;  and  hypertension,  29.2  mg.  per  100  ml. 
The  blood  urea  nitrogen  levels  were  uniformly  in- 
creased by  3 to  22  per  100  ml.  by  metolazone  treat- 
ment. The  average  increase  of  blood  urea  nitrogen 
concentration  from  the  control  values  was  statis- 
tically significant  (p  <0.05)  in  all  groups. 


TABLE  I.  Effect  of  oral  metolazone  on  serum  potassium,  sodium,  and  chloride  concentrations  in  mEq.  per  liter  (mean  ±1 

standard  error) 

— — ...  — — -Groups  of  Patients 

After  Renal 


Observations 

Transplantation 

Renal  Failure 

Hypertensive 

Control 

Potassium 

5.53  (0.38) 

4.96  (0.21) 

4.39  (0.15) 

Sodium 

136.3  (5.36) 

140.1  (1.35) 

137.8  (2.07) 

Chloride 

110.7  (5.36) 

106.6  (1.84) 

105.8  (2.98) 

Experimental 

Potassium 

5.36  (0.11) 

4.34  (0.13) 

3.64  (0.11) 

Sodium 

133.0  (2  03) 

135 .6  (0 . 74) 

136.7  (0.62) 

Chloride 

104.1  (2.79) 

100.4  (1.06) 

100.3  (1.29) 

Average  change 

Potassium 

-0.16  (0.15) 

-0.60  (0.07) 

-0.70  (0.10) 

Sodium 

-3.33  (0.80) 

-4.55  (0.80) 

-2.42  (0.75) 

Chloride 

-6.18  (1.14) 

-6.26  (1.30) 

-4.37  (1.77) 

p-Value* 

Potassium 

>0.05 

<0.001 

<0.001 

Sodium 

<0.01 

<0.001 

<0.01 

Chloride 

<0.001 

<0.001 

<0.05 

* p*Values  refer  to  average  changes  from  control  values. 


TABLE  II.  Effect  of  oral  metolazone  on  twenty-four-hour  urine  output  in  milliliters  (mean  ±1  standard  error) 


Groups  of  Patients- 

After  Renal 


Observations 

Transplantation 

Renal  failure 

Hypertensive 

Dialysis 

Control 

2,850  (86.6) 

1,307.9  (290.2) 

1,905.8  (244.8) 

256.7  (100.4) 

Range 

2,700  to  3,000 

390  to  2 , 350 

780  to  2 , 420 

60  to  390 

Experimental 

2,756.5  (399.7) 

1,955.6  (197.8) 

2,259.6  (190.2) 

481.7  (99.9) 

Range 

860  to  4,250 

410  to  3,750 

410  to  3,750 

40  to  1,090 

Average 

change 

-1-55.0  (319.2) 

-1-381.7  (143.4) 

-T482  6 (145.6) 

-t-225.0  (63.0) 

Range 

-1,840  to  -t-1,400 

-1,775  to  1,940 

-625  to  -t- 1,940 

-20  to  -f  700 

p-Value 

>0.05 

<0.05 

<0.01 

<0.01 
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TABLE  III.  Effect  of  oral  metolazone  on  urinary  potassium,  sodium,  and  chloride  concentrations  in  mEq.  per  liter  (mean  ±1 

standard  error) 


Observations 

After  Renal 
Transplantation 

0 1.  X d vi9 

Renal  Failure  Hypertensive 

Dialysis 

Control 

Potassium 

19.3  (5.14) 

35.3  (6.02) 

30.8  (8.33) 

44.5  (16.5) 

Sodium 

71.0  (22.8) 

37.1  (8.69) 

36.2  (8.70) 

38.0 

(4 . 00) 

Chloride 

68.0  (24.4) 

36.3  (9.93) 

'’.O  6 (9.21) 

30.0  (13.0) 

Experimental 

Potassium 

28.7  (3.60) 

40.5  (4.11) 

40.4  (5.84) 

38.9 

(3.72) 

Sodium 

84.0  (11.2) 

46.2  (5.18) 

41.7  (5.95) 

47.8 

(3 . 35) 

Chloride 

78.9  (12.5) 

55.2  (5.95) 

57.1  (6.03) 

39.5 

(4.47) 

Average  change 

Potassium 

+ 10.6  (3.6) 

+ 6.3  (3.2) 

+ 9.5  (4.1) 

- 5.6 

(2.9) 

Sodium 

+ 18.8  (2.3) 

+ 10.3  (5.0) 

+ 11.5  (6.6) 

+ 10.0 

(3.1) 

Chloride 

+ 18.7  (4.0) 

+ 18.6  (4.5) 

+ 21.5  (3.7) 

+ 9.5 

(3.7) 

p-Value* 

Potassium 

<0.05 

>0.05 

<0.05 

>0.05 

Sodium 

<0.001 

>0.05 

>0.05 

<0.05 

Chloride 

<0.01 

<0.001 

<0.001 

<0.05 

* p-Values  refer  to  average  changes  from  control  values. 


The  mean  serum  creatinine  concentration  was 
elevated  prior  to  metolazone  therapy  in  all  groups 
(postrenal  transplantation,  3.26  mg.  per  100  ml.; 
renal  failure,  4.()9  mg.  100  ml.;  and  hypertension, 
2.51  mg.  per  100  ml.).  During  metolazone  therapy 
the  serum  creatinine  concentration  rose  mar- 
ginally in  all  groups.  The  average  increase  of 
serum  creatinine  was  statistically  significant  (p 
< 0.05)  only  in  the  kidney  graft  group  of  patients. 

The  twenty-four-hour  urine  volume  was  mark- 
edly increased  by  metolazone  therapy  in  the  renal 
failure,  hypertension,  and  dialysis  groups  of  pa- 
tients. In  contrast  to  this,  the  postrenal  trans- 
plantation patients  manifested  a slight  and  statis- 
tically insignificant  average  decrease  of  urine  out- 
put (Table  II).  A tendency  for  urinary  sodium 
and  chloride  concentrations  to  rise  was  noted  in  all 
four  groups  of  patients  (Table  III).  The  average 
increase  of  urinary  chloride  concentration  was 
statistically  significant  in  all  groups  studied.  The 
average  increase  of  urinary  sodium  concentration 
was  statistically  significant  in  the  kidney  graft 
and  dialysis  patients  (Table  III).  The  mean  uri- 
nary potassium  concentration  was  increased  by 
metolazone  therapy  in  the  postrenal  transplanta- 
tion, renal  failure,  and  hypertension  groups  of 
patients,  and  the  average  increase  over  control 
values  was  statistically  significant  in  the  post- 
renal transplantation  and  hypertension  groups. 
The  creatinine  clearance  was  not  significantly  al- 
tered by  metolazone  therapy.  The  hemoglobin 
concentration,  hematocrit,  serum  bilirubin,  and 
blood  alkaline  phosphatase  concentrations  re- 
mained essentially  unchanged.  No  signs  or  symp- 
toms of  toxicity  or  allergy  were  noted. 

p]leven  adult  patients  with  severe  degrees  of 
chronic  renal  failure  received  5 mg.  (6  patients), 
10  mg.  (3  patients),  or  100  mg.  (2  patients)  of 
metolazone  into  the  right  ventricle.  The  mean 
values  of  the  cardiac  output  (6.71  L.  per  minute). 


cardiac  index  (3.83  L.  per  minute  per  square 
meter),  total  peripheral  resistance  (1,428.4  dynes 
per  second  per  centimeter-®),  arterial  pressure 
(122.3  mm.  Hg),  stroke  volume  (77.5  ml.),  right- 
ventricular  end-diastolic  pressure  (11.2  mm.  Hg), 
right  ventricular  systolic  pressure  (48.3  mm.  Hg), 
and  blood  volume  (4,498.5  ml.)  remained  almost 
unchanged  during  two  hours  following  the  intra- 
cardiac injection  of  metolazone.  No  statistically 
significant  difference  between  the  means  of  the 
control  and  experimental  data  or  in  the  average 
change  from  the  control  values  was  recorded. 
There  was  no  significant  difference  in  the  results 
of  the  three  dosage  groups  when  these  were  an- 
alyzed separately. 

Of  the  five  patients  with  renal  transplants,  3 
were  given  100  mg.  and  2 received  5 mg.  metol- 
azone intracardially.  The  cardiac  output,  cardiac 
index,  and  blood  volume  manifested  small  but 
statistically  significant  average  decreases  from  the 
control  values  in  the  100-mg.  group  only  at  one 
hundred  twenty  minutes  following  the  injection  of 
metolazone.  All  other  parameters  measured  were 
essentially  unchanged. 

The  2 anephric  patients  maintained  on  inter- 
mittent hemodialysis  showed  no  change  in  any  of 
the  hemodynamic  parameters  measured  during 
the  two  hours  following  the  injection  of  5 mg.  of 
metolazone.  In  the  3 patients  with  primary  lung 
disease  and  normal  renal  function  who  received 
5 mg.  of  metolazone  intravenously,  only  the  blood 
volume  showed  a small  statistically  significant 
average  decrease  from  the  control  value. 

Comment 

The  administration  of  the  relatively  small  oral 
dose  of  5 mg.  of  metolazone  daily  resulted  in  a 
significant  increase  of  the  twenty-four-hour  urine 
output  in  all  the  groups  of  patients  studied  except 
the  group  of  patients  who  had  functional  renal 
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transplants.  The  postrenal  transplantation  group 
of  patients  was  on  maintenance  azathioprine  and 
prednisone  therapy,  and  this  may  account  for  the 
lack  of  diuretic  response.  The  findings  of  this 
study  indicate  that  metolazone  is  a potent  diuretic 
agent.  Oral  metolazone  therapy  was  effective  in 
increasing  urine  output  in  patients  with  severe 
chronic  renal  failure.  Despite  the  fact  that  the 
creatinine  clearance  was  less  than  1 ml.  per  minute 
in  the  dialysis  group  of  patients,  a significant  in- 
crease in  the  urine  volume  output  was  recorded. 

Metolazone  is  a quinazolinone  compound  and  is 
considered  to  exert  its  diuretic  effect  by  an  action 
similar  to  that  of  hydrochlorothiazide.-  The 
present  study  showed  that  oral  metolazone  (5  mg. 
daily)  had  a slight  kaliuretic  action  in  the  post- 
renal  transplantation,  renal  failure,  and  hyperten- 
sion groups  of  patients  as  evidenced  by  a small 
decrease  of  serum  potassium  and  an  increase 
in  urinary  potassium  concentrations.  Thus,  the 
kaliuretic,  saluretic,  and  diuretic  actions  of  oral 
metolazone  therapy  suggest  that  this  drug  may 
be  of  value  in  the  treatment  of  patients  with 
renal  failure.  Despite  the  small  oral  dosage 
employed,  well-defined  saluretic  and  diuretic 
effects  were  demonstrated.  The  therapeutic 
value  of  metolazone  may  be  improved  by  the 
use  of  larger  doses. ^ 

Well-defined  hemodynamic  effects  have  been 
described  after  the  intravenous  administration 
of  furosemide  and  ethacrynic  acid.^-^  No  statisti- 
cally significant  hemodynamic  effect  was  observed 
in  the  group  of  patients  with  severe  renal  failure 
following  the  intracardiac  infusion  of  5 mg., 
10  mg.,  or  100  mg.  of  metolazone.  Patients  with 
functioning  transplanted  kidneys  receiving  100 
mg.  of  metolazone  intravenously  and  the  control 
group  with  normal  renal  function  receiving  5 mg. 
of  metolazone  intravenously  showed  a statistically 


significant  reduction  of  blood  volume  at  one 
hundred  twenty  minutes  after  the  injection. 
These  findings  suggest  that  the  marginal  effect 
on  blood  volume  by  intravenous  metolazone  may 
be  directly  related  to  the  degree  of  renal  function 
and  the  dosage  employed. 

Metolazone,  when  administered  orally,  showed 
diuretic  and  saluretic  effects  in  patients  with 
chronic  renal  failure.  No  effect  on  cardiac  hemo- 
dynamics, total  peripheral  resistance,  or  blood 
volume  was  recorded  when  metolazone  was  given 
intravenously  to  patients  with  severe  renal  failure. 
This  finding  suggests  that  the  effects  of  metolazone 
as  a diuretic  agent  when  given  to  patients  with  se- 
vere renal  failure  are  not  related  to  hemodynamic 
alterations. 

Summary 

Oral  metolazone  therapy  (5  mg.  daily  for  five 
days)  caused  a marked  diuretic  and  saluretic 
effect  in  21  patients  with  varying  degrees  of 
chronic  renal  failure.  Metolazone  administered 
via  a right  ventricular  catheter  as  a single  injection 
in  doses  ranging  from  5 to  100  mg.  did  not  signifi- 
cantly affect  cardiac  hemodynamics,  total  periph- 
eral resistance,  and  the  blood  volume  in  patients 
with  severe  renal  failure. 
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Cirrhosis  of  the  liver  may  be  defined  as  the  state 
which  results  from  destruction  of  liver  cells,  fol- 
lowed by  fibrosis  and  regeneration.  Two  types 
of  cirrhosis  make  up  the  large  proportion  of  any 
series  of  cirrhotic  patients:  those  due  to  alcoholism, 
and  those  due  to  postnecrotic  changes.  Although 
these  two  groups  of  patients  present  many  similar- 
ities, there  are  differences  which  must  be  kept  in 
mind.'-  The  patient  with  progressive  and  con- 
tinuing alcoholism  is  subject  to  acute  changes  in 
liver  function  following  alcoholic  intake.  Acute 
hepatic  decompensation  may  occur  as  shown  by 
jaundice,  fever,  ascites,  leukocytosis,  and  so  on, 
which,  however,  may  improve  with  abstinence 
from  alcohol.  In  the  postnecrotic  group  or  in 
the  alcoholic  subject  who  has  abstained  from 
alcohol  for  many  years,  the  state  of  liver  function 
is  more  stable;  and  signs  of  deterioration  of  liver 
function  usually  indicate  a progressive  downhill 
course. 

Differentiation  of  the  two  types  of  cirrhosis  may 
be  extremely  difficult,  both  clinically  and  patho- 
logically. The  fact  that  more  than  50  per  cent  of 
patients  with  postnecrotic  cirrhosis  also  have 
had  a prolonged  alcoholic  intake  is  also  confusing. 
It  appears  that  the  postnecrotic  patient  more 
often  has  portal  hypertension  with  splenomegaly, 
varices,  and  hemorrhage,  whereas  the  alcoholic 
patient  more  often  has  jaundice  and  ascites  and 
less  often  splen()megaly.  (larceau-  believes  that 
the  postnecrotic  patient  is  a better  candidate 
for  surgical  intervention.  Studies  by  Dumont, 
Amorosi,  and  Stahl ' have  shown  improved  surviv- 
al in  patients  with  splenomegaly.  It  may  be  that 
a higher  percentage  of  postnecrotic  cirrhosis  was 


present  in  this  group,  although  most  were  alcoholic 
patients. 

The  natural  history  and  survival  of  patients 
with  cirrhosis  and  esophageal  varices  has  been 
documented  by  Garceau  and  Chalmers.^  Their 
data  on  467  patients  with  esophageal  varices 
show  that  approximately  one  half  of  these  pa- 
tients survive  for  six  months,  and  approximately 
one-third  survive  for  a period  of  one  year.  These 
statistics,  reported  in  1963,  are  entirely  com- 
parable to  those  reported  by  Ratnoff  and  Patek,^ 
who  analyzed  a series  of  386  cases  in  1942.  The 
continuing  high  mortality  rate  following  diagnosis 
suggests  some  of  the  difficulties  encountered  in 
attempting  to  carry  these  patients  through  serious 
surgery,  whether  this  be  operation  on  the  portal 
venous  system  or  elsewhere. 

The  report  by  Jackson  et  al.,*^  reviewing  patients 
with  all  types  of  cirrhosis,  indicates  that  porta- 
caval shunting  has  changed  the  long-term  survival 
very  little.  In  the  case  of  patients  who  have  not 
bled  from  varices,  shunting  is  contraindicated.^ 
In  those  patients  shunted  therapeutically,  a 
slightly  improved  two-  to  three-year  survival  can 
be  obtained.  It  would  appear  quite  clear,  how- 
ever, that  the  mortality  rate  from  major  operative 
procedures  on  patients  with  clinically  detectable 
cirrhosis  will  be  high.  Therefore,  it  is  important 
to  analyze  the  causes  of  death  in  these  patients, 
to  define  methods  by  which  patients  may  be 
chosen  for  surgery,  and  to  consider  how  a success- 
ful outcome  can  be  achieved. 

Garceau  and  Chalmers,^  in  analyzing  the  253 
patients  who  died,  found  the  following  causes 
of  death:  hemorrhage  in  34  per  cent,  hepatic 
failure  in  32  per  cent,  renal  failure  in  11  per  cent, 
infection  in  9 per  cent,  and  indeterminant  or 
other  causes  in  14  per  cent.  Thus,  these  patients 
died  of  primary  or  secondary  effects  of  liver-cell 
damage,  hepatic  fibrosis,  and  portal  hypertension. 
Hepatic  failure  and  varices  hemorrhage  account 
for  66  per  cent  (primary  effects),  and  together 
with  renal  failure  and  infection  (secondary  effects) 
account  for  86  per  cent. 

A pattern  very  much  the  same  has  been  reported 
by  Dumont  et  al.  ' in  a small  series  in  which  7 
postoperative  deaths  were  due  to  coma,  sepsis,  and 
cardiac  failure. 

The  various  effects  of  hepatic  cell  necrosis  with 
subsequent  fibrosis  are  shown  in  Table  I in  which 


570  New  York  State  Journal  of  Medicine  / March  1 , 1971 


TABLE  I.  Hepatic  cell  destruction  with  fibrosis  and  regeneration  in  cirrhosis 


KfTecLs 

Ascites 

Varices 

1 Iy|>o- 
albu- 
minemia 

Ammonia 

Intoxica* 

tion 

necrense 

in 

Glomeru- 
lar Filtra- 
tion Kate 

Sodium 

Reten- 

tion 

Jaun- 

dice 

Hyi>er- 

dy- 

narnic 

Cardiac 

F'ailure 

Sus<!ep- 
tibility 
to  In- 
fection 

Potas- 

sium 

Defi- 

ciency 

Hemor- 

rhage 

{ (emotlynarnic 

in  hopalic  tiasut* 
prt‘S8im‘ 

+ 

Iiu*rt»ast»  ill  (Kirlal  vein  pressure 

-t- 

-f- 

+ 

-t- 

— 

— 

- 

— 

— 

— 

-L 

IiiertMse  in  vena  cava  prt*ssure 

— 

— 

— 

— 

-1- 

-1- 

— 

— 

— 

-1- 

System  it*  alrit)  ventricular 
sluintiiiK 
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_ 

-1- 

-f- 

+ 

- 

l)ecr«*ase  in  efTective  blood 
volume 

_ 

_ 





+ 

+ 



_ 

_ 

+ 

— 

Metabolic 

l^i^ment  metalM)lism  and  excre- 
tion 

-h 

Protein  synthesis  and  loss 

+ 

— 

+ 

— 

— 

+ 

— 

— 

-1- 

— 

— 

V’asoactive  su!)stances 

— 

— 

— 

+ 

+ 

-1- 

-f- 

— 

— 

-t- 

Aldosterone  metabolism 

— 

— 

— 

— 

— 

-1- 

— 

— 

— 

+ 

— 

Clotting  mechanisms 

— 

— 

— 

— 

— 

— 

— 

— 

— 

— 

+ 

IrniM>rtant  aei'ondary 
Mypoall>uminemia 

-1- 



_ 

+ 

_ 

_ 

-1- 

— 

- 

Sodium  retention 

+ 

— 

-f- 

— 

+ 

— 

— 

-t- 

— 

-1- 

Infection 

— 

— 

-1- 

— 

-1- 

— 

— 

+ 

— 

— 

— 

1 lemorrhage 

- 

- 

-f- 

+ 

-t- 

-f- 

- 

+ 

— 

-1- 

the  various  cycles  of  ascites,  varices,  hypoalbumin- 
emia,  ammonia  intoxication,  reduction  in  renal 
glomerular  filtration  rate,  sodium  retention, 
jaundice,  hyperdynamic  cardiac  failure,  suscepti- 
bility to  infection,  potassium  deficiency,  and 
hemorrhage  are  listed.  In  addition,  some  of 
these  changes  produce  their  own  secondary 
effects  and  perpetuate  the  pathophysiology  of 
this  condition. 

Hepatic  function  tests 

The  evaluation  of  hepatic  function  is  thus  the 
most  vital  factor  in  the  assessment  of  the  patient’s 
ability  to  survive  the  surgical  insult.  Linton,  in 
1951,''  stressed  those  measurements  of  hepatic 
function  which  suggest  a successful  outcome. 
These  are  still  used  to  a great  extent  in  evaluating 
such  patients.  They  correspond  in  most  particu- 
lars to  those  suggested  by  McDermott  et  al.^  and 
Child,**'  namely,  serum  albumin  of  greater  than  3 
Gm.  per  100  ml.,  absence  of  ascites,  sulfobromo- 
phthalein  retention  of  less  than  25  per  cent,  bili- 
rubin less  than  2 mg.  per  cent,  and  prothrombin 
content  of  greater  than  50  per  cent  of  normal.  The 
advent  of  the  measurement  of  the  serum  enzymes 
adds  one  further  evaluative  measurement,  that 
of  the  circulating  SGOT  (serum  glutamic  ox- 
aloacetic transaminase),  SGPT  (serum  glutamic 
pyruvic  transaminase),  and  LDH  (lactic  dehy- 
drogenase). Elevation  of  enzyme  levels  may  indi- 
cate the  activity  of  the  inflammatory  process  with- 
in the  liver. 

The  functional  state  of  the  remaining  hepatic 
cells  depends  on  the  ability  of  the  cardiovascular 
and  pulmonary  systems  to  deliver  oxygen  to  these 
cells.  Postoperative  changes  in  hepatic  blood  flow 
following  shunt  operations  have  been  documented 
by  many  investigators.  Basu,  Chatterjee,  and 
Mitra**  showed  a consistent  fall  in  a series  of  58 
blood  flow  studies  performed  pre-  and  post- 


operatively after  portacaval  shunt.  The  use  of 
a side-to-side  or  double-barrelled  shunt  has 
been  suggested  to  combat  this  decrease,  but  the 
physiologic  effect  of  blood  entering  by  the  hepatic 
artery  and  leaving  by  the  portal  vein  has  not 
been  clearly  documented. 

The  total  state  of  the  circulation  is  of  prime 
importance  in  this  condition  as  in  any  other,  and 
the  work  of  Siegel  et  al.  *-•'•*  and  Del  Guercio  et 
al.  '■*  has  clearly  shown  that  occult  failure  of  the  cir- 
culation may  underly  the  terminal  hepatic  failure 
diagnosed  as  cause  of  death.  Their  studies 
document  progressive  changes  in  the  pulmonary 
and  systemic  circulation  with  the  development 
of  functional  arteriovenous  shunting.  Cardiac 
output  must  rise  to  meet  the  demands  of  the 
low-resistance  circuit  and  the  hyperdynamic 
state  results.  This  is  in  many  ways  reminis- 
cent of  the  situation  found  in  septic  shock  in  which 
an  apparent  block  in  oxygen  uptake  by  cells  leads 
to  an  inappropriate  decrease  in  peripheral  resis- 
tance. Cardiac  output  rises,  and  the  circulation 
becomes  hyperdynamic,  but  oxygen  uptake  does 
not  increase  and,  in  fact,  may  fall.  A critical 
factor  in  the  survival  of  the  patient  under  these 
conditions  is  the  ability  of  the  myocardium  to 
sustain  such  high  output  for  a long  period  of 
time.  Siegel’s  survival  index  relates  the  degree 
of  peripheral  and  pulmonary  shunting  to  the 
myocardial  reserve  in  each  patient.  When 
myocardial  reserve  is  insufficient  to  maintain 
the  required  level  of  output,  decompensation 
occurs  with  hypotension  and  hepatic  failure. 
In  such  patients,  cardiac  muscle  has  been  shown 
to  be  unresponsive  to  injected  tyramine,  suggest- 
ing depletion  of  tissue  epinephrine  stores.*’  This 
finding  is  similar  to  the  situation  in  experimental 
heart  failure.*® 

The  release  of  a vasodilating  humoral  substance 
from  damaged  liver  has  been  reported  in  ani- 
mals*®--**  and  in  patients  in  whom  accidental 
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ligation  of  the  hepatic  artery  has  been  per- 
formed,-^ or  in  whom  transient  hepatic  ischemia 
has  been  required  during  major  hepatic  resec- 
tions.-- This  vasodilating  material  appears  to 
be  rapidly  inactivated  in  normal  man,  since  the 
postural  hypotension  which  developed  in  3 of  4 
normal  donors,  cross  circulated  with  patients  in 
terminal  hepatic  failure,  rapidly  disappeared 
following  discontinuance  of  the  cross  circulation.'^^ 
The  production  of  this  humoral  substance  may 
occur  following  severe  trauma,  even  in  the  pres- 
ence of  a previously  normal  liver. 

Renal  failure  and  the  development  of  the 
hepatorenal  syndrome  is  the  next  most  important 
cause  of  death  in  cirrhotic  patients.  The  exact 
nature  of  the  renal  lesion  in  this  syndrome  has 
been  a puzzle  for  many  years,  inasmuch  as  the 
structure  of  the  kidney  by  histologic  examination 
has  always  appeared  essentially  normal.  Recent 
confirmation  of  the  functional  normality  of  such 
kidneys  has  been  documented  by  Koppel  et 
from  the  Los  Angeles  Veterans  Administration 
Hospital.  These  investigators  transplanted  7 
kidneys  from  patients  dying  from  the  hepatorenal 
syndrome  into  patients  with  end-stage  renal 
disease  and  normal  liver  function.  Improvement 
of  renal  function  occurred  in  all  but  1 recipient. 
The  functional  problem  in  such  kidneys  appears 
to  be  one  of  regulation  of  intrarenal  blood  flow. 
Epstein  et  have  reported  absence  of  cortical 
flow  in  these  patients.  Some  of  this  change  in 
renal  flow  may  be  due  to  an  increase  in  portal 
vein  pressure, to  the  development  of  hepatic 
anoxia,  or  to  reflexes  arising  from  nerves  around 
the  hepatic  artery  as  suggested  by  Hori  et 
The  validity  of  this  last  factor  has  been  ques- 
tioned, however. Aside  from  the  question  of 
vasomotor  changes,  it  is  quite  clear  that  jaundice 
interferes  with  normal  renal  function. 

Increase  in  inferior  vena  cava  pressure  is  found 
commonly  in  patients  with  cirrhosis  because  of 
compression  of  the  retrohepatic  section  of  the 
cava.^^  Such  increase  in  renal  vein  pressure  can 
produce  decrease  in  renal  blood  flow,  decrease  in 
glomerular  filtration  rate,  decrease  in  sodium 
excretion,  and  interference  with  the  kidney’s 
ability  to  concentrate  the  urine.  Increase 

in  intraperitoneal  pressure  alone  can  cause 
impairment  of  renal  function. It  has  been 
suggested  that  a decrease  in  functional  circulating 
blood  volume  could  be  responsible  for  the  de- 
crease in  renal  blood  flow  and  glomerular  filtration 
rate.  This  suggestion  is  supported  by  the  fact 
that  aldosterone  levels  are  elevated  in  patients 
with  portal  hypertension  and  sodium  retention. 
There  appears  to  be  both  an  increase  in  aldoste- 
rone secretory  rate  and  a decrease  in  destruction  of 
aldosterone  in  the  liver. No  consistent  de- 
crease in  total  blood  volume  or  plasma  volume  has 
been  measured  in  cirrhotic  patients.  Usually 
plasma  volume  is  elevated.*”  However,  with 


increased  portal  outflow  obstruction  and  increased 
inferior  vena  cava  pressure,  it  is  postulated  that 
a larger  than  normal  amount  of  the  blood  vol- 
ume is  sequestered  in  the  splanchnic  and  distal 
systemic  venous  beds. 

The  fact  that  plasma  volume  after  portacaval 
shunting  remains  elevated  above  normal,  although 
slightly  reduced  as  compared  to  the  preshunt 
value,  suggests  that  more  than  sequestration  in 
the  splanchnic  bed  is  involved.  The  most  logi- 
cal explanation  would  appear  to  be  an  inappropri- 
ate dilatation  of  the  vascular  bed. 

Tristan!  and  Cohn”^  found  an  improvement  in 
renal  blood  flow  following  infusion  of  500  ml.  of 
dextran  in  patients  with  a low  initial  cardiac 
index  and  low  normal  blood  volume.  Those  pa- 
tients in  the  hyperdynamic  state,  however,  had 
higher  blood  volumes  initially  and  showed  very 
little  response  to  volume  infusion.  McCloy  et 
al.*^  showed  an  increase  in  renal  blood  flow  fol- 
lowing infusion  of  50  Gm.  of  albumin  but  no 
change  in  glomerular  filtration  rate  as  measured 
by  inulin  clearance.  Lieberman,  Ito,  and  Reyn- 
olds'** could  not  relate  changes  in  glomerular 
filtration  rate  in  cirrhotic  patients  to  either 
expansion  or  maintenance  of  the  plasma  volume. 
It  would  appear  then  that  the  renal  lesion  in 
advanced  cirrhosis  is  also  one  of  impaired  vaso- 
motor activity  in  the  kidney.  This  correlates 
as  well  with  Siegel’s  findings  of  impaired  vaso- 
motor activity  in  the  pulmonary  and  systemic 
circulations.*** 

Encephalopathy  is  now  recognized  as  a serious 
problem  in  patients  surviving  portacaval  shunt. 
This  effect  appears  to  arise,  in  part,  from  ammonia 
in  the  circulating  plasma  due  to  bypass  of  ammo- 
nia from  the  gut  to  the  systemic  circulation  via 
spontaneous  or  iatrogenic  shunts.  In  addition, 
the  ability  of  the  liver  to  transform  ammonia 
into  urea  is  decreased.  The  external  signs  of 
precoma  and  asterixis  indicate  the  severity  of 
the  neuromuscular  disorder. 

An  increased  incidence  of  infection  and  a 
decrease  in  the  rate  of  wound  healing  may  follow 
failure  of  protein  synthesis  and  increase  in  pro- 
tein loss.  Defects  in  peripheral  tissue  perfusion 
may  be  caused  by  the  previously  mentioned 
arteriovenous  shunting.  In  addition,  patients 
with  liver  failure  have  been  shown  to  have  defi- 
ciencies of  alpha,  beta,  and  gamma  globulins. 
Immunoelectrophoresis  shows  a decrease  in  19S 
gamma  globulin  with  preservation  of  the  7S  frac- 
tion. In  spite  of  this  potential  for  antibody  forma- 
tion, Norman  et  were  unable  to  show  the 

development  of  any  antibody  in  patients  with 
hepatic  failure  as  long  as  eighteen  days  after  xeno- 
genic extracorporeal  liver  perfusion. 

A final  factor  to  be  considered  is  the  decrease 
in  those  coagulation  factors  responsible  for  the 
normal  hemostatic  sequence.  Many  cirrhotic 
patients  become  thrombocytopenic,  some  on  the 
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TABLE  II.  Tests  and  therapy  to  be  carried  out  in  cirrhosis 


Organ  and  Problems 

Tests 

Therai>y 

Liver 

Prt)tein  metabolism 

Albumin 

Protein  intake,  intravenous 
alimentation 

Pigment  metabolism 

Bilirubin,  sulfobromo- 
pbtbalein 

Improve  liver  function 

Activity  of  process 

Enzymes 

Rest 

Degree  of  va.scular  block 

A.scites 

Albumin,  diuresis,  thoracic 
duct 

Portosystemic  sbunt 

Ammonia 

Neomycin,  intravenous 
alimentation 

(^)agulation  factors 

Platelets,  plasma  factors 

Specific  therajjy 

Heart  and  lung 

Pulmonary  shunt 

.Arterial  oxygen  pressure 

Respiratory  support 

Systemic  shunt 

Venous  oxygen  jiressure 

Hyperdynamic  state 

Cardiac  output,  heart  rate, 
blood  pressure,  exercise 
tolerance 

Digitalis,  ionotropic  agents 

Kidney 

Filtration  ability 

Creatinine  clearance 

Blood  volume  support 

Solute  excretion 

Urine  electrolytes 

Diuresis 

Concentrating  ability 

Urine  osmolality 

Pi'ophylactic  diuresis: 
ethacrynic  acid,  furo- 
semide 

basis  of  Hypersplenism;  but  in  others  the  cause 
is  obscure.  The  hepatic  factors  of  coagulation 
may  all  be  decreased,  although  the  only  one 
usually  measured  is  factor  II  (prothrombin). 

It  is  thus  eminently  clear  that  the  patient  with 
severe  reduction  in  hepatic  cell  function  develops 
a multitude  of  functional  alterations  which  inter- 
fere with  the  normal  working  of  vital  systems, 
although  the  most  obvious  clinical  manifestations 
of  liver  failure  are  jaundice,  ascites,  portal  hyper- 
tension, and  encephalopathy.  The  more  insidious, 
and  perhaps  ultimately  the  more  serious,  manifes- 
tations are  those  of  production  of,  or  failure  of 
destruction  of,  certain  humoral  materials  which 
have  far-reaching  metabolic  effects. 

Function  studies  of  other  organs 

Linton’s  original  assessment  of  liver  function 
was  adequate  for  its  time  but  now  can  be  seen 
to  fall  short  of  an  adequate  prediction  of  survival. 
To  the  original  factors  of  (1)  protein  synthesis 
(serum  albumin  greater  than  3 Gm.  per  100  ml.) 
(2)  pigment  excretion  (bilirubin  less  than  2 mg. 
per  100  ml.),  (3)  activity  of  the  destructive  process 
(cephalin  flocculation  or  thymol  turbidity  test,  now 
SCOT,  SGPT,  and  LDH),  and  (4)  far-advanced 
hepatic  fibrosis  (ascites)  must  now  be  added  other 
dynamic  measurements.^^  Knowledge  of  the 
functional  adequacy  of  the  respiratory  tract, 
kidneys,  and  the  cardiovascular  system  must  be 
obtained,  and  a more  complete  coagulation  profile 
measured  (Table  II).  The  timing  of  an  operative 
procedure  is  also  important  to  survival,  since  all 
studies  have  shown  an  increased  mortality  rate 
with  emergency  surgery.  This  reinforces  the  fact 
that  liver  function  must  be  made  optimal  prior 


to  the  stress  of  surgery,  especially  portosystemic 
shunts. 

Since  the  state  of  liver-cell  function  is  the  single 
most  important  factor  in  predicting  the  survival 
of  an  individual  patient,  any  measures  which  im- 
prove liver  function  are  valuable  preoperatively. 
An  operative  procedure  done  as  an  elective  mea- 
sure after  careful  preparation  is  infinitely  better 
than  an  emergency  operation  done  under  condi- 
tions of  stress  in  a patient  who  has  been  in  shock 
and  has  suffered  an  acute  insult  to  liver  function. 
Prior  to  1968,  measures  used  to  stop  variceal  hem- 
orrhage were  temporary  in  nature  and  carried 
some  risk.  The  usual  method  of  balloon  tampon- 
ade could  be  maintained  only  for  a short  period  of 
time  without  a high  incidence  of  aspiration  pneu- 
monia and/or  esophageal  ulceration.'^^’'*^ 

In  1968,  Nusbaum  et  al.*^  reported  two  clinical 
experiences  with  the  infusion  of  vasopressin  into 
the  superior  mesenteric  artery  for  control  of  vari- 
ceal hemorrhage.  These  authors  had  previously 
examined  the  effect  of  superior  mesenteric  infu- 
sion of  vasopressin  in  a series  of  animals  in  which 
they  were  able  to  decrease  portal  pressure  without 
damaging  the  intestine  or  the  liver. Since  that 
time,  these  workers  have  used  this  method  in  over 
20  patients  and  have  achieved  control  of  variceal 
hemorrhage  in  every  case.  There  have  been  no 
complications. 

In  our  hands  in  30  cases  the  same  excellent  re- 
sults have  been  obtained.  Vasopressin  in  a solu- 
tion of  0.2  units  per  milliliter  is  infused  through 
a catheter  inserted  via  the  femoral  artery  and 
positioned  in  the  superior  mesenteric  artery.  The 
rate  of  infusion  is  usually  0.6  ml.  per  minute.  Re- 
duction of  intestinal  blood  flow  to  potentially 
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dangerous  levels  is  heralded  by  intestinal  cramps, 
and  the  infusion  may  be  slowed  at  this  point. 
Intermittent  infusion  may  be  used  as  necessary, 
and  the  arterial  catheter  has  been  kept  in  place 
for  as  long  as  fifteen  days.  This  approach  appears 
to  give  a safe  and  prolonged  method  of  control  of 
variceal  hemorrhage.  Liver  decompensation  has 
not  been  reported  in  any  of  Baum’s  patients,  al- 
though it  did  occur  in  1 of  ours,  presumably  caused 
by  a decrease  in  portal  blood  flow.  Healing  of  var- 
iceal ulcerations  apparently  does  take  place;  and 
in  most  of  these  patients,  bleeding  has  not  recurred 
following  cessation  of  therapy.  Operation  may 
then  be  undertaken  at  a time  elected.  This  ap- 
proach to  acute  variceal  hemorrhage  is  now  the 
procedure  of  choice,  and  we  have  not  operated  on 
a patient  for  acute  variceal  hemorrhage  in  more 
than  one  year. 

Preoperative  evaluation 

Preoperative  evaluation  must  then  include  the 
usual  measurement  of  liver  function  as  previously 
described.  In  addition,  any  evidence  of  pulmo- 
nary or  peripheral  arteriovenous  shunting  or  the 
hyperdynamic  state  must  be  sought.  These  would 
include  such  things  as  peripheral  vascular  dilata- 
tion, liver  palms,  telangiectasia,  and  so  on.  Pul- 
monary function  must  be  assessed  by  the  measure- 
ment of  arterial  blood  gases.  An  arterial  oxygen 
pressure  of  less  than  80  mm.  Hg  when  breathing 
room  air  should  suggest  some  degree  of  diffusion 
block  and/or  pulmonary  arteriovenous  shunt. 
Measurement  of  alveolo-arterial  oxygen  differ- 
ences should  be  done  when  breathing  room  air  and 
after  100  per  cent  oxygen  to  document  the  degree 
of  shunt. 

Measurement  of  venous  blood  gases  should  be 
done  to  detect  possible  peripheral  shunting.  A 
diminished  arteriovenous  oxygen  difference  again 
should  raise  suspicion  of  abnormal  vasodilatation. 
Under  these  conditions,  the  ideal  evaluation  con- 
sists of  the  measurement  of  cardiac  output  by  one 
of  the  usual  technics  and  the  assessment  of  ven- 
tricular competence  as  suggested  by  Siegel  et  al. 
These  measurements,  however,  are  not  available 
in  the  average  hospital  situation.  At  present, 
it  would  seem  that  the  use  of  blood  gases  as  de- 
scribed and  the  notation  of  moderate  hypotension 
and  tachycardia  should  be  warning  signals  of  an 
increased  risk  of  operation.  Exercise  tolerance 
will  provide  a rough  test  of  the  patient’s  ability  to 
support  his  metabolic  state  plus  an  added  stress. 
The  hyperdynamic  state  caused  by  cirrhosis  is 
very  similar  to  the  state  induced  by  exercise  in 
which  cardiac  output  responds  to  the  opening  of 
many  low-resistance  vascular  beds  in  the  muscles. 
If  further  exercise  produces  marked  symptoms, 
such  as  tachycardia,  dyspnea,  weakness,  or  chest 
pain,  myocardial  reserve  is  limited,  and  operation 
will  be  hazardous. 

The  normal  response  to  exercise  is  a shift  in  the 


force-velocity  relationship  of  the  ventricular  myo- 
cardium with  increase  in  the  velocity  of  fiber 
shortening.  The  change  in  myocardial  function  is 
more  marked  than  the  change  in  cardiac  output 
achieved. This  element  of  the  response  is  most 
directly  related  to  myocardial  oxygen  consumption 
and  thus  places  the  largest  functional  stress  on  the 
myocardium.'*^ 

Renal  function  should  always  be  accurately  as- 
sessed preoperatively.  The  most  useful  measure- 
ment, and  one  that  is  relatively  easy  to  perform, 
is  that  of  the  endogenous  creatinine  clearance, 
used  as  a measure  of  glomerular  filtration  rate. 
This  requires  only  the  measurement  of  serum 
creatinine  and  the  determination  of  the  total 
amount  of  creatinine  excreted  in  the  urine  over 
a measured  time  period.  The  urine  collection 
period  may  range  from  ten  minutes  to  twenty- 
four  hours  or  longer,  giving  an  average  clearance 
for  the  time  selected.  The  advantage  of  a longer 
time  period  is  that  the  clearance  is  more  represen- 
tative of  the  average  clearance  of  the  patient. 
Glomerular  filtration  rate  is  then  calculated  from 
the  clearance  formula  (creatinine  clearance  equals 
urine  creatinine  in  milligrams  per  100  ml.  times 
urine  volume  in  milliliters  per  minute  divided  by 
plasma  creatinine  in  milligrams  per  100  ml.).  The 
resultant  clearance  represents  milliliters  of  plasma 
per  minute  cleared  of  creatinine  by  filtration 
through  the  kidney.  Normal  values  should  be  at 
least  100  ml.  per  minute.  Use  of  the  blood  urea 
nitrogen  or  serum  creatinine  alone  is  not  adequate 
for  assessment  of  renal  function,  since  these  ele- 
ments in  the  blood  do  not  rise  until  glomerular 
filtration  rate  has  fallen  below  30  ml.  per  minute. 
At  this  point  some  70  per  cent  of  renal  function  has 
already  been  lost. 

Preoperative  improvement  in  renal  function 
may  be  obtained  through  the  use  of  appropriate 
diuretic  agents.  Spironolactone  (Aldactone)  may 
be  used  to  advantage  in  some  patients;  and  the 
newer  diuretic  drugs,  ethacrynic  acid  and  furose- 
mide,  are  valuable.  K renal  function  is  decreased 
as  shown  by  preoperative  clearance  studies,  or  if 
oliguria  is  present,  intraoperative  use  of  diuresis 
may  be  important.®** 

Coagulation  defects,  especially  in  platelets  or 
hepatic  factors,  must  be  corrected.  Tbe  use  of 
platelet  concentrates  for  platelet  defects  and  fresh 
frozen  plasma  for  hepatic  factor  deficiencies  will 
usually  prove  efficacious. 

Prevention  of  infection  in  cirrhotic  patients  is 
of  utmost  importance.  The  prophylactic  use  of 
broad  spectrum  antibiotics  may  be  employed  at 
the  discretion  of  the  surgeon.  At  present,  the  use 
of  a synthetic  penicillin  intraoperatively  and  for 
several  days  postoperatively  would  seem  to  be  the 
best  choice.  This  prophylaxis  may  be  continued 
for  several  days  postoperatively  but  should  then  be 
stopped  to  prevent  the  emergence  of  resistant  or- 
ganisms. 
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Specific  infection  should  be  documented  and 
appropriate  antibiotics  used. 

Tbe  most  perplexing  and  vital  question  concerns 
the  selection  of  an  operative  procedure  to  prevent 
further  bleeding  in  patients  wbo  survive  the  first 
bleeding  episode.  This  evaluation  will  change 
with  time  and  increasing  knowledge.  At  present, 
it  is  our  belief  that  patients  who  can  be  brought 
into  the  most  favorable  class,  A or  I as  documented 
by  Linton,**  Child,'**  and  McDermott  et  al.,^  and 
who  do  not  show  evidence  of  marked  arteriovenous 
shunting,  should  be  considered  for  portosystemic 
shunt  operations.  Others  should  be  treated  medi- 
cally and  observed.  If  surgery  must  be  done  for 
continued  bleeding,  they  should  have  a lesser  pro- 
cedure, namely,  some  form  of  splanchnic  decon- 
gestion. This  type  of  operation,  first  described  by 
Tanner,“'  has  been  used  more  frequently  in  other 
countries  than  in  the  United  States^-*  but  has 
adherents  here.^"  It  appears  to  be  quite  effective 
immediately,  with  the  only  unresolved  question 
relating  to  long-term  effectiveness. 

Shunt  operations  which  decompress  the  portal 
system  into  the  systemic  venous  system  have  until 
recently  been  of  only  two  types,  end-to-end  and 
side-to-side.“^  Tbe  end-to-end  portocaval  shunt 
represents  the  only  technic  of  decompression 
which  does  not  decompress  the  hepatic  portal 
system.  Side-to-side  and  double-barrelled  porta- 
caval shunts,  as  well  as  the  end-to-side  splenorenal 
shunt,  allow  for  decompression  of  the  hepatic 
portion  of  the  portal  system  if  hepatofugal  flow 
exists.  Similarly,  side-to-side  splenorenal  and 
mesocaval  shunts  maintain  continuity  with  the 
hepatic  portal  system.  Although  operative  mor- 
tality rates  and  long-term  survival  figures  vary 
slightly  in  the  many  reports  of  these  operative  pro- 
cedures, it  would  appear  that  an  adequate  anas- 
tomotic opening  between  the  portal  system  and 
venous  system  reduces  portal  pressure  and  all  but 
abolishes  future  hemorrhage  from  esophageal 
varices.  However,  if  the  anastomotic  size  is  ade- 
quate, liver  blood  flow  may  fall,  and  the  incidence 
of  liver  failure  is  increased  in  the  postoperative 
period.  In  those  patients  with  a smaller  anasto- 
mosis, namely,  the  end-to-side  splenorenal  shunt, 
liver  failure  is  less  common,  but  portal  decompres- 
sion may  not  be  as  adequate,  and  bleeding  can  still 
be  a hazard. In  those  patients  in  whom  hepato- 
fugal flow  can  be  demonstrated  prior  to  surgery, 
decompression  of  the  hepatic  portal  bed  is  vital  to 
prevent  the  postoperative  occurrence  of  intrac- 
table ascites. 

The  recent  suggestion  by  Warren,  Zeppa,  and 
Fomon*’*’  of  a distal  splenorenal  shunt  to  decom- 
press only  the  upper  portion  of  the  stomach  and 
esophagus  is  an  ingenious  approach  to  accomplish 
a decrease  in  esophageal  vein  pressure  while  main- 
taining portal  perfusion  pressure  in  the  main 
portion  of  the  splanchnic  bed.  An  initial  high 
operative  mortality  rate  and  lack  of  sufficient 


follow-up  make  decision  on  this  type  of  operation 
impossible  at  tbe  present  time.  It  would  appear, 
however,  that  the  ablation  of  the  spontaneous 
portal-azygos  shunt,  when  using  the  Tanner  opera- 
tion or  the  distal  splenorenal  shunt,  may  produce 
the  hazard  of  postoperative  ascites.  Ligation  of 
the  splenic  artery  during  these  procedures  will 
protect  somewhat  against  this  occurrence  by 
decreasing  the  inflow  into  the  portal  system. 

Shunt  operations  should  not  be  undertaken 
without  first  determining  the  hemodynamic  state 
of  the  liver  as  well  as  the  functional  state  of  the 
liver-cell  mass.  This  can  be  done  as  shown  by 
Viamonte  et  al.^'  by  the  use  of  wedged  hepatic 
venography  and  cineroentgenography  to  determine 
outflow  from  the  sinusoids  of  the  liver.  Umbilical 
vein  catheterization  and  umbilical  portography 
provide  another  method  for  assessing  this  hemo- 
dynamic state.  It  is  important  to  determine 
whether  portal  flow  is  contributing  a large  portion 
of  liver  blood  flow,  as  in  the  early  stages  of  cirrho- 
sis. In  such  a case,  diverting  the  portal  flow  may 
cause  rapid  hepatic  decompensation.  Conversely, 
if  hepatofugal  portal  blood  flow  exists,  as  in  the 
late  fibrotic  stage,  the  side-to-side  type  of  shunt 
should  be  done  to  prevent  the  postoperative  devel- 
opment of  ascites.  It  would  appear  logical  that 
those  patients  with  large-volume  hepatopedal 
flows  be  treated  by  a procedure  other  than  a classic 
shunt,  namely,  splanchnic  decongestion  or  a distal 
splenorenal  shunt,  that  those  patients  with  little 
flow  in  either  direction  in  the  portal  vein  have  an 
end-to-side  shunt,  and  that  those  with  hepatofu- 
gal flow  have  a side-to-side  shunt.  In  certain 
selected  cases  with  large  splenic  artery  inflow, 
splenic  artery  ligation  alone  may  reduce  portal 
pressure  to  safe  levels. 

Survival  through  the  operative  experience  and 
the  immediate  postoperative  period  may  not  re- 
lieve the  cirrhotic  patient  of  his  problems  if  porto- 
systemic shunting  has  been  performed.  Serious 
encephalopathy  will  develop  in  approximately  18 
per  cent  of  these  patients,  which  may  prevent  nor- 
mal life  and  may  be  difficult  to  control.®**  The 
severity  of  this  complication  appears  to  depend 
more  on  the  functional  state  of  the  liver  cell  than 
on  any  other  single  factor.  Encephalopathy  is 
considerably  worse  in  these  postoperative  patients 
than  in  nonsurgical  patients  with  liver  failure. 
Liver  function  may  improve  over  a period  of  sev- 
eral months  following  shunt  operations  as  the 
liver  recovers  from  the  insult  of  blood  diversion 
caused  by  the  operative  procedure.  Restriction 
of  oral  dietary  protein  to  40  Gm.  or  less  is  often 
efficacious.  Oral  antibiotics  may  be  used  to  de- 
crease growth  of  urea-splitting  intestinal  bacteria. 
In  serious  cases  in  which  oral  protein  cannot  be 
given  in  sufficient  amounts  to  maintain  nutrition, 
intravenous  high-caloric  alimentation  may  be 
successful  without  causing  encephalopathy.  This 
was  first  shown  by  Grossi,  Prytz,  and  Rousselot®' 
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and  proved  efficacious  by  Bernard  and  Stahl*’^ 
using  the  formula  suggested  by  Dudrick  et  In 
serious  persisting  cases  of  encephalopathy,  exclu- 
sion of  the  colon  from  the  intestinal  circuit  has 
been  of  value. 

Summary 

The  complex  metabolic  disorders  produced  by 
hepatic  cirrhosis  have  been  discussed,  and  the  re- 
lationship of  these  changes  to  survival  following 
surgical  procedures  emphasized.  The  structural 
changes  of  hepatic  fibrosis  which  cause  hyperten- 
sion in  the  portal  venous  system,  esophageal  vari- 
ces, and  the  potential  for  catastrophic  hemor- 
rhage have  long  been  recognized.  Failure  of  liver- 
cell function  with  impaired  protein  metabolism 
and  inadequate  pigment  excretion  has  also  been 
well  documented.  Less  well  understood  in  the 
past  have  been  those  deficits  in  liver-cell  function 
which  allow  persistence  of  certain  humoral  sub- 
stances, normally  removed  from  the  circulation  by 
tbe  liver.  These  substances  cause  severe  distur- 
bance in  pulmonary,  systemic,  and  renal  circula- 
tion, leading  to  functional  arteriovenous  shunting. 
A type  of  “exercise  failure”  of  the  myocardium 
may  result,  causing  inadequate  perfusion  of  sus- 
ceptible organs,  namely,  liver  and  kidney,  produc- 
ing the  classic  hepatorenal  syndrome. 

A careful  approach  to  selection  of  patients  for 
surgery  has  been  stressed,  with  emphasis  on  the 
preoperative  evaluation  of  portal  hemodynamics 
to  select  a proper  shunt  procedure.  The  use  of 
splanchnic  decongestive  procedures  with  splenic 
artery  ligation  is  suggested  in  those  patients  with 
good  liver  function  who  show  high  hepatopedal 
blood  flow  and  in  all  other  patients  whose  liver 
function  cannot  be  improved  into  the  most  optimal 
class. 

550  First  Avenue 

New  York,  N.  Y.  10016 


References 

1.  Summerskill,  W.  H.  J.,  et  ai:  Cirrhosis  of  the  liver: 

A study  of  alcoholic  and  nonalcoholic  patients  in  Boston  and 
London,  New  England  J.  Med.  262:  1 (1960). 

2.  Garceau,  A.  J.:  The  natural  history  of  cirrhosis:  II. 

The  influence  of  alcohol  and  prior  hepatitis  on  pathology  and 
prognosis,  ibid.  271:  1173  (1964). 

3.  Dumont,  A.  E.,  Amorosi,  E.,  and  Stahl,  W.  M.:  Sig- 
nificance of  splenomegaly  in  patients  with  hepatic  cirrhosis 
and  bleeding  esophageal  varices,  Ann.  Surg.  171:  522  (Apr.) 
1970, 

4.  Garceau,  A.  .1,,  and  Chalmers,  T.  C.:  The  natural  his- 
tory of  cirrhosis:  1.  Survival  with  esophageal  varices.  New 

England  -I.  Med.  268:  469  (1963). 

5.  Ratnoff,  O.  I).,  and  I’atek,  A.  .).,  Jr.:  Natural  history  of 

Laennec’s  cirrhosis  of  liver:  Analysis  of  386  cases,  Medicine 

21:  207  (1942). 

6.  Jackson,  F.  C.,  et  o/. : Clinical  investigation  of  the  por- 

tacaval shunt,  Aren.  Surg.  91:  43  (1965). 

7.  Callow,  A.  D.,  et  al.:  Conclusions  from  a controlled 

trial  of  the  prophylactic  [)ortacaval  shunt.  Surgery  67:  97  (Jan.) 
1970. 

8.  Linton,  K.  R.:  The  selection  of  patients  for  portacaval 
shunts  with  a summary  of  the  results  in  61  cases,  Ann.  Surg. 
I.Jl:  433(1951). 

9.  McDermott,  W,  V.,  Jr.,  Faluzzi,  H.,  Nardi,  G.  L.,  and 


Mondet,  A.:  Elective  portal  systemic  shunt:  An  analysis  of 

237  cases.  New  England  J.  Med.  264:  419  ( 1961). 

10.  Child,  C.  G.,  Ill:  The  portal  circulation,  ibid.  252: 

837  (1955). 

11.  Basu,  A.  K.,  Chatterjee,  C.,  and  Mitra,  S.:  The  impor- 
tance of  the  haemodynamic  changes  in  cases  of  cirrhosis  of  liver 
before  and  after  porta-systemic  shunt  anastomosis,  Brit.  J. 
Surg.  .53:  695(1966). 

12.  Siegel,  J.  H.,  Greenspan,  M.,  Cohn,  J.  D.,  and  Del  Guer- 
cio,  L.  R.  M.:  The  prognostic  implications  of  altered  physiol- 
ogy in  operations  for  portal  hypertension,  Surg.  Gynec.  & Obst. 
126:  249  (1968). 

13.  Siegel,  J.  H.,  and  Williams,  J.  B.:  A computer  based 
index  for  the  prediction  of  operative  survival  in  patients  with 
cirrhosis  and  portal  hypertension,  Ann.  Surg.  169:  191  (Feb.) 
1969. 

14.  Del  Guercio,  L.  R.  M.,  et  ai:  Pulmonary  arteriovenous 

admixture  and  the  hyperdynamic  cardiovascular  state  in  sur- 
gery for  portal  hypertension.  Surgery  56:  57  (1964). 

15.  (juyton,  A.  C.:  Regulation  of  cardiac  output.  New 

England  J.  Med.  277:  805  (1967). 

16.  Murray,  J.  F.,  Dawson,  A.  M.,  and  Sherlock,  S.:  Cir- 
culatory changes  in  chronic  liver  disease.  Am.  J.  Med.  24:  358 
(1958). 

17.  Mashford,  M.  L.,  Mahon.  W.  A.,  and  Chalmers,  T.  C.: 
Studies  of  the  cardiovascular  system  in  the  hypotension  of 
liver  failure.  New  England  J.  Med.  267:  1071  (1962). 

18.  Chidsey,  C.  A.,  et  al.:  Cardiac  norephinephrine  stores 

in  experimental  heart  failure  in  the  dog,  J.  Clin.  Invest.  43: 
2,386(1964). 

19.  Drapanas,  T.,  et  ai:  Some  effects  of  interrupting  he- 

patic blood  flow,  Ann.  Surg.  142:  831  ( 1955). 

20.  Turcotte,  J.  G.,  Mattson,  W.  J.,  Jr.,  and  Child,  C.  G., 

Ill:  Experimental  hepatic  coma:  Effect  of  exchange  transfu- 

sion on  metabolism  and  survival.  Surgery  62:  189  (1967). 

21.  Monafo,  W.  W.,  Jr.,  Ternberg,  J.  L.,  and  Kempson,  R.: 
Accidental  ligation  of  the  hepatic  artery.  Arch.  Surg.  92:  643 
(1966). 

22.  Longmire,  W.  P.,  Jr.,  and  Marable,  S.  A.:  Clinical  ex- 
periences with  major  hepatic  resections,  Ann.  Surg.  154:  460 
(1961). 

23.  Burnell,  J.  M.,  et  al.:  Acute  hepatic  coma  treated  by 

cross-circulation  or  exchange  transfusion.  New  England  J. 
Med.  276:  935  (1967). 

24.  Scott,  R.,  Jr.,  et  al.:  Hepatic  function  of  the  battle 

casualty;  The  systemic  response  to  injury,  Internat.  Abstr. 
Surg.  102:  209  (19.56). 

25.  Koppel,  M.  H.,  et  ai:  Transplantation  of  cadaveric 

kidneys  from  patients  with  hepatorenal  syndrome;  Evidence 
for  the  functional  nature  of  renal  failure  in  advanced  liver 
disease.  New  England  J.  Med.  280:  1367  (June  19)  1969. 

26.  Epstein,  M.,  et  al.:  Pathogenesis  of  the  hepatorenal 

syndrome:  The  role  of  cortical  ischemia,  abstract,  American 

Soc.  Nephrology  2nd  Ann.  Meeting,  Washington,  D.C.,  George- 
town University  Department  of  Printing,  1968,  p.  16. 

27.  Onnis,  M.,  Shumacker,  H.  B.,  Jr.,  and  Bounous,  G.: 
Response  to  occlusion  of  the  portal  vein.  Arch.  Surg.  85:  897 
(1962). 

28.  Hori,  M.,  Neto,  A.  C.,  Austen,  W.  G.,  and  McDermott, 
W.  V.;  Isolated  in  vivo  hepatorenal  perfusion  in  the  dog; 
Circulatory  and  functional  response  of  the  kidney  to  hepatic 
anoxia,  J.  S.  Res.  7:  413  (1967). 

29.  Charlton,  C.,  Bigler,  F.  C.,  and  Eiseman,  B.:  Effect  of 
hepatic  nerve  crush  and  hepatic  arterial  ligation  on  renal  func- 
tion: A negative  experimental  study,  ibid.  8:  182  (1968). 

30.  Dawson,  J.  L.;  The  incidence  of  postoperative  renal 
failure  in  obstructive  jaundice,  Brit.  J.  Surg.  52:  663  (1965). 

31.  Idem:  The  effect  of  hemorrhage  in  renal  function  in 

obstructive  jaundice,  ibid.  53:  979  (1966). 

32.  Muliane,  J.  F.,  and  Gliedman,  M.  L.:  Fllevation  of  the 
pressure  in  the  abdominal  inferior  vena  cava  as  a cause  of  a 
hepatorenal  syndrome  in  cirrhosis.  Surgery  59:  1135  (1966). 

33.  Idem'  Acute  renal  vein  hypertension;  Oliguria,  hor- 
mone infusion,  and  volume  expansion,  J.  S.  Res.  9:  247  (Apr.) 
1969. 

34.  Wathen,  R.  L.,  Richardson,  D.,  and  Selkurt,  E.  E.: 
Effects  of  elevated  renal  venous  pressure  on  renal  function. 
Fed.  Proc.25:  460(1966). 

35.  Wakui,  K.,  DeCossee,  J.  J.,  Vanamee,  P.,  and  Law- 
rence, W.,  Jr.:  Effect  of  increased  intraperitoneal  pressure  on 

renal  function,  S.  Forum  13:  387  (1962). 

36.  Mittelman,  A.,  Gore,  R.  0.,  and  Barker,  H.  G.:  Effect 
of  portacaval  shunting  on  urinary  aldosterone  excretions,  ibid. 
10:  291  (1959). 


576  New  York  State  Journal  of  Medicine  / March  1 , 1971 


37.  LaLonde,  .1.  B.,  Valiathan,  S,  M.  V.,  and  Ballinger, 
\V.  K.,  II:  Hepatic  regulation  of  sodium  and  water  in  ascites, 

•I.A.M.A.  187:  117  (19«4). 

:18.  l.ieberman,  F.  l„,  and  Reynolds,  T.  B.:  Plasma  volume 
in  cirrhosis  of  the  liver;  Its  relation  to  portal  hypertension, 
ascites,  and  renal  failure,  J.  Clin  Invest.  16:  1297  (1967). 

39.  Tristani,  F.  F^,  and  Cohn,  .1.  N.:  Systemic  and  renal 

hemodynamics  in  oliguric  hepatic  failure:  Flffect  of  volume 

expansion,  ibid.  16:  1894  (1967). 

40.  McCloy,  H.  M.,  Baldus,  VV.  P.,  Maher,  F.  T.,  and  Sum- 
merskill,  VV.  H.  .).:  F^ffects  of  changing  plasma  volume,  serum 
albumin  concentration,  and  plasma  osmolality  on  renal  func- 
tion in  cirrhosis.  Gastroenterology  53:  229  (1967). 

41.  Lieberman.  F'.  L.,  Ito,  S.,  and  Reynolds,  1'.  B.;  Flffec- 
tive  plasma  volume  in  cirrhosis  with  ascites.  F'vidence  that  a 
decreased  value  does  not  account  for  renal  sodium  retention, 
a spontaneous  reduction  in  glomerular  filtration  rate  (GF'R), 
and  a fall  in  GF’R  during  drug-induced  diuresis,  J.  Clin.  Invest. 
48:  975  (June)  1969. 

42.  Norman,  J.  C..  Saravis,  C.  A.,  Brown  M.  FI,  and  Mc- 
Dermott, VV.  V.,  Jr.:  Immunochemical  observations  in  clinical 
heterologous  (xenogenic)  liver  perfusions.  Surgery  60:  179  ( 1966). 

43.  VVitte,  C.  L.,  et  al.\  Dual  origin  of  ascites  in  hepatic 
cirrhosis,  Surg.  Gynec.  & Obst.  129:  1027  (Nov.)  1969. 

44.  Sengstaken,  R.  VV.,  and  Blakemore,  A.  H.:  Balloon 

tamponage  for  the  control  of  hemorrhage  from  esophageal  vari- 
ces, Ann.  Surg.  131:  781  (1950). 

45.  Conn,  H.  O.,  and  Simpson,  J.  A.:  F^xcessive  mortality 
associated  with  ballixin  tamponade  of  bleeding  varices, 
J.A.M. A.  202:587(1967). 

46.  Nusbaum,  M.,  Baum,  S.,  Kuroda,  K.,  and  Blakemore, 
VV.  S.:  Control  of  portal  hypertension  by  selective  mesenteric 
arterial  drug  infusion.  Arch.  Surg.  97:  1005  (1968). 

47.  Nusbaum,  M..  Baum,  S.,  Sakiyalak,  P.,  and  Blakemore, 
VV.  S.;  Pharmacologic  control  of  portal  hypertension.  Surgery 
62:299(1967). 

48.  Sonnenblick,  E.  H.,  Braunwald,  F}.,  Williams,  J.  F".,  Jr., 

and  Click,  G.:  Flffects  of  exercise  on  myocardial  force- velocity 
relations  in  intact  unanesthetized  man:  Relative  roles  of 

changes  in  heart  rate,  sympathetic  activity,  and  ventricular 
dimensions,  J.  Clin.  Invest.  44:  2051  (1965). 

49.  Sonnenblick.  E.  H.,  et  ai:  Velocity  of  contraction: 

A major  determinant  of  myocardial  oxvgen  consumption,  ibid. 
44:1099(1965). 


50.  Stahl,  W.  M.,  and  Stone,  A.  M.;  Prophylactic  diuresis 
with  ethacrynic  acid  for  prevention  of  postoperative  renal  fail- 
ure, Ann.  Surg.  172:  361  (Sept.)  1970. 

51.  Tanner,  N.  C.:  Section  of  Surgery,  Discussion:  Gas- 

troduodenal haemorrhage  as  a surgical  emergency,  Proc.  Roy. 
Soc.  Med.  43:  147  (1950). 

52.  Hassab,  M.  A.:  Gastroesophageal  decongestion  and 

splenectomy  in  the  treatment  of  esophageal  varices  in  bilhar- 
zial  cirrhosis:  F'urther  studies  with  a report  on  355  operations. 

Surgery  61:  169(1067). 

53.  Peters,  R.  M.,  and  Womack,  N.  A.:  Surgery  of  vascular 
distortions  in  cirrhosis  of  the  liver,  Ann.  Surg.  154:  432  ( 1961). 

54.  Reynolds,  T.  B.,  et  al.  : Clinical  comparison  of  end-to- 
side  and  side-to-side  portacaval  shunt.  New  England  J.  Med. 
274:  706(1966). 

55.  Linton,  R.  R.,  F31is,  D.  S.,  and  Geary,  J.  E.:  Critical 
comparative  analysis  of  early  and  late  results  of  splenorenal 
and  direct  portacaval  shunts  performed  in  169  patients  with 
portal  cirrhosis,  Ann.  Surg.  154:  446  (1961). 

56.  Warren,  W.  D.,  Zeppa,  R.,  and  F'omon,  J.  J.:  Selective 
trans-splenic  decompression  of  gastroesophageal  varices  by 
distal  splenorenal  shunt,  ibid.  166:  437  (1967). 

57.  Viamonte,  M.,  Jr.,  Warren,  W.  D.,  Fomon,  J.  J.,  and 
Martinez,  L.  0.:  Angiographic  investigations  in  portal  hyper- 
tension, Surg.  Gynec.  & Obst.  130:  37  (Jan.)  1970. 

58.  Kessler,  R.  E.,  and  Zimmon,  D.  S.:  Umbilical  vein 

catheterization  in  man,  ibid.  124:  594  (1967). 

59.  Piccone,  V.  A.,  et  al.:  Transumbilical  portal  hepa- 

tography, a significant  adjunct  in  the  investigation  of  liver 
disease.  Surgery  61:  333  (1967). 

60.  McDermott,  W.  V.,  Jr.,  Barnes,  B.  A.,  Nardi,  G.  L.,  and 
Ackroyd,  F.  W.;  Postshunt  encephalopathy,  Surg.  Gynec.  & 
Obst.  126:585(1968). 

61.  Grossi,  C.  FL,  Prytz,  B.,  and  Rousselot,  L.  M.:  Amino 
acids  mixtures  in  prevention  of  acute  ammonia  intoxication  in 
dogs.  Arch.  Surg.  94:  261  (1967). 

62.  Bernard,  R.  W.,  and  Stahl,  W.  M.:  Unpublished  data. 

63.  Dudrick,  S.  J.,  Wilmore,  D.  W.,  Vars,  H.  M.,  and 
Rhoads,  J.  E.;  Long-term  total  parenteral  nutrition  with 
growth,  development,  and  positive  nitrogen  balance.  Surgery 
64:134(1968). 

64.  McDermott,  W.  V.,  Jr.,  Victor,  M.,  and  Point,  W.  VV.: 
F]xclusion  of  the  colon  in  the  treatment  of  hepatic  encepha- 
lopathy, New  England  J.  Med.  267:850  (1962). 


March  1,1971  / New  York  State  Journal  of  Medicine  577 


Clinical 

Anesthesia 

Conference 


A series  of  conferences  on  medical  emergencies 
in  the  operating  and  recovery  rooms  including 
causes  of  death  during  anesthesia 

Prepared  by  the  Anesthesia  Study  Committee  of  the 
New  York  State  Society  of  Anesthesiologists 


STEPHEN  N.  STEEN.  M.D., 
Chairman 

EDITH  R,  KEPES,  M.D., 
Cochairman 

ROBERT  E.  ARKINS,  M D. 
ANTONIO  BOBA,  M.D. 

W.  EVERS,  M D. 


JIM  E.  FULLER,  M.D. 

YVETTE  HYMAN,  M.D. 

CASSIM  M.  JADWAT,  M.D. 
JOHN  M.  O'LEARY.  M.D. 
LEONARDO  R MARTINEZ.  M.D. 
PAUL  A.  RADNAY,  M.D. 
MAXIMILLIAN  SCHAPIRA,  M.D. 


UNEXPECTED  RESPONSES 
FOLLOWING  DIAZEPAM 


Following  the  advent  of  new  and  needed  pharma- 
cologic agents,  their  increasing  use  alone  and  in 
drug  combinations  is  not  always  productive  of 
routine  responses  as  illustrated  in  the  following 
case  reports. 

Case  reports 

Case  1.  A fifty-eight-year-old  male  was  admitted  for 
the  second  time  to  the  hospital  with  a diagnosis  of  atrial 
flutter.  The  patient  had  a two-year  history  of  paroxysms 
of  atrial  flutter,  in  two  instances  of  which  cardioversion 
was  performed.  Past  medical  history  revealed  chronic 
bronchitis  with  chronic  obstructive  airway  disease  and 
arteriosclerotic  cardiovascular  heart  disease.  On  admis- 
sion to  the  hospital  the  patient  was  conscious.  Blood 
pressure  was  90  systolic  and  70  diastolic,  apical  heart 
rate  was  140  to  150,  and  the  lungs  were  clear.  The  re- 
mainder of  the  physical  examination  gave  essentially 
negative  findings.  The  patient  received  no  breakfast 
and  was  scheduled  for  cardioversion. 

No  premedication  was  administered  and  at  12:00 
noon,  he  was  given  10  mg.  diazepam  (Valium)  intra- 
muscularly. As  soon  as  his  speech  became  slurred,  an 
intravenous  dose  of  50  mg.  of  thiopental  sodium  was 
injected.  He  was  given  oxygen  by  mask  and  converted. 
He  remained  apneic  for  about  five  minutes,  requiring 
controlled  respirations.  Spontaneous  respirations  re- 
sumed rather  rapidly,  and  within  the  next  two  to  three 
minutes  the  patient  was  conversing  freely  with  no  recol- 
lection of  the  previous  fifteen  minutes.  The  post- 
anesthetic course  was  uneventful,  and  the  patient  was 
discharged  the  same  evening. 

Case  2.  A sixty-seven-year-old  male  was  brought  to 
the  hospital,  having  been  found  sitting  in  the  street  in 
front  of  a hotel,  confused  and  incoherent.  He  was  shab- 
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by  in  appearance  and  unshaven,  although  conscious  and 
cooperative.  Physical  examination  revealed  an  individ- 
ual who  did  not  appear  to  be  in  any  acute  distress.  He 
was  disoriented  as  to  time  and  place,  not  realizing  he 
was  in  a hospital.  The  pupils  were  small,  round,  regular, 
and  equal,  reacting  to  light  and  accommodation.  There 
was  nystagmus,  diminution  of  peripheral  reflexes,  and 
impairment  of  vibratory  senses.  He  had  an  unsteady 
gait  and  was  unable  to  stand  without  support.  There 
was  a questionable  right  Babinski  reflex.  He  was  admit- 
ted to  the  neurology  service  with  the  following  diagnoses: 
(1)  confusional  state,  probably  the  result  of  alcoholism, 
dehydration,  and  poor  nutrition;  (2)  peripheral  neuritis, 
possibly  due  to  avitaminosis;  and  (3)  possible  subdural 
hematoma. 

Past  history  indicated  that  he  had  been  admitted  ten 
years  prior  to  this  admission  for  chronic  alcoholism, 
delirium  tremens,  and  cirrhosis  of  the  liver,  and  that  he 
had  had  an  uneventful  nailing  of  a fractured  hip  under 
spinal  anesthesia  seven  years  ago.  At  this  time,  he 
weighed  1(X)  pounds  with  evidence  of  recent  weight  loss 
and  was  5 feet  6 inches  in  height.  Blood  pressure  was  120 
systolic  and  78  diastolic,  pulse  rate  80  and  regular,  tem- 
perature 96  F.,  and  hematocrit  35.  Blood  urea  nitrogen 
was  19  mg.,  fasting  blood  sugar  105  mg.,  serum  glutamic 
oxaloacetic  transaminase  17,  and  serum  glutamic  pyr- 
uvic transaminase  17.  Values  in  mEq.  per  liter  were 
reported  to  be  sodium  143,  potassium  3.8,  and  chlorides 
105.  Electrocardiogram  indicated  sinus  rhythm,  normal 
conduction,  with  nonspecific  S-T  and  T abnormalities. 

One  week  after  admission,  the  patient  was  taken  to  the 
x-ray  department  for  a pneumoencephalogram.  He  was 
given  50  mg.  meperidine  hydrochloride  (Demerol)  and 
0.4  mg.  atropine  intramuscularly  as  premedication. 
Spinal  tap  was  performed  in  the  sitting  position,  8 ml. 
of  clear  spinal  fluid  were  removed,  and  15  ml.  of  air  were 
injected.  While  films  were  being  taken,  the  patient 
became  lethargic,  pale,  and  finally  unresponsive  to  all 
stimuli.  He  had  a slow,  feeble  pulse,  a drop  in  blood 
pressure,  and  was  sweating  profusely.  The  spinal  needle 
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was  removed,  and  the  patient  was  returned  to  the 
stretcher.  In  a moment  he  started  to  move  his  extrem- 
ities, his  pulse  became  stronger,  but  he  continued  to  re- 
main drowsy.  He  was  returned  to  the  ward,  his  x-ray 
films  showing  no  apparent  abnormality.  The  reaction  of 
the  patient  was  attributed  to  the  meperidine  hydrochlo- 
ride, which  possibly  produced  an  orthostatic  hypotension 
with  the  patient  in  the  sitting  position,  and  also  to  the 
cholinergic  response  commonly  seen  following  the  injec- 
tion of  air  into  the  subarachnoid  space. 

Five  days  later  the  patient  was  scheduled  for  a left 
carotid  angiogram.  Premedication  this  time  consisted 
of  50  mg.  diphenhydramine  hydrochloride  (Benadryl) 
and  100  mg.  secobarbital  (Seconal)  intramuscularly. 
Following  the  insertion  of  the  needle  into  the  left  carotid 
artery,  he  became  restless.  Five  mg.  diazepam  were 
administered  intravenously  and  slowly  until  the  restless- 
ness stopped.  Within  a few  moments,  respirations  be- 
came depressed  and  ceased,  and  he  became  cyanotic. 
An  oropharyngeal  airway  was  inserted,  and  oxygen  was 
given  by  mask  and  an  Ambu  bag.  At  this  time,  the 
patient  was  noted  to  be  apneic,  completely  flaccid,  with 
pinpoint  pupils,  blood  pressure  130/90,  and  pulse  rate 
68.  He  was  immediately  intubated  and  oxygenated  with 
controlled  respirations.  Within  a few  minutes  spon- 
taneous respirations  resumed,  and  in  fifteen  minutes 
he  was  breathing  deeply,  moving  all  extremities,  and 
starting  to  become  restless  again.  A solution  of  Ringer’s 
lactate  was  started  intravenously,  and  a brachial  angio- 
gram was  performed.  Because  of  technical  difficulties 
and  poor  films,  the  procedure  took  three  hours.  During 
this  time,  the  patient  received  a total  of  10  mg.  diazepam 
intravenously,  in  increments  of  1 to  2 mg.,  to  allay  the 
restlessness  and  movements  of  the  extremities.  Oxygen 
was  administered  via  the  endotracheal  tube  with  assisted 
respirations.  The  blood  pressure  remained  around  120/ 
72  and  the  pulse  rate  at  82  throughout  the  procedure. 
The  patient  was  returned  to  the  ward  with  the  endo- 
tracheal tube  in  place  and  a Bennett  ventilator  assisting 
respirations.  In  two  hours,  when  he  was  fully  awake,  the 
endotracheal  tube  was  removed. 

Two  days  later  with  anesthesia  stand-by,  the  patient 
was  again  returned  to  the  x-ray  department  for  a left 
carotid  angiogram.  No  premedication  was  given.  Blood 
gases  obtained  at  this  time  showed  the  following:  pH 
7.67,  arterial  carbon  dioxide  pressure  20,  arterial  oxygen 
pressure  91,  and  a base  excess  of  3.1.  The  procedure 
was  completed  in  one  and  three-quarter  hours,  no  rest- 
lessness occurred,  and  no  medication  was  given. 

The  patient  gradually  improved  on  a high-protein  diet 
with  massive  vitamin  supplements.  Four  days  later 
arterial  blood  gases  showed  the  following;  pH  7.54, 
carbon  dioxide  pressure  31.5,  oxygen  pressure  76,  and  a 
base  excess  of  4.2.  He  became  less  confused  and  less 
agitated,  started  to  become  ambulant  with  a cane,  and 
developed  good  eating  and  sleeping  habits.  About  one 
month  later  arterial  blood  gas  determinations  revealed 
a pH  of  7.4  with  a carbon  dioxide  pressure  of  37  and  an 
oxygen  pressure  of  70.  He  was  discharged  to  a nursing 
home  in  seven  weeks  with  the  final  diagnosis  of  subsiding 
Wernicke’s  encephalopathy  with  residual  Korsakoff’s 
psychosis. 

Case  3.  An  eighty-year-old  male  was  admitted  to  the 
hospital  complaining  of  epigastric  pain  of  six  months’ 
duration.  He  was  known  to  have  a history  of  arterio- 
sclerotic heart  disease  and  pulmonary  emphysema  of 
long  standing.  Diagnosis  on  admission  was  bleeding 


duodenal  ulcer.  Pyloroplasty  and  vagotomy  was  per- 
formed on  the  same  day.  He  did  well  during  the  oper- 
ation, but  developed  congestive  heart  failure  on  the 
first  postoperative  day  which  was  successfully  treated 
with  digitalization,  intermittent  positive  pressure 
breathing,  and  limitation  of  parenteral  fluids.  On  the 
fifth  postoperative  day,  he  was  referred  to  the  respira- 
tory care  unit  because  of  acute  respiratory  distress.  His 
respiratory  rate  was  32,  pulse  rate  116,  blood  pressure 
170/100,  and  the  central  venous  pressure  was  13  cm.  of 
water.  Respirations  were  labored,  and  he  was  restless 
and  incoherent,  although  his  color  appeared  good.  Fllec- 
trolytes  were  within  normal  limits,  hematocrit  37,  white 
blood  cells  7,000,  and  temperature  102  F.  Physical 
examination  revealed  bilateral  rhonchi,  diminished 
breath  sounds  and  dullness  over  both  lung  bases,  and 
hyperresonance  in  the  remaining  lung  areas.  X-ray 
films  of  the  chest  revealed  haziness  at  the  bases.  The 
clinical  impression  at  this  time  was  pneumonia.  Be- 
cause of  his  cardiopulmonary  status,  age,  postoperative 
condition,  and  the  fact  that  he  would  need  prolonged 
respiratory  care,  a tracheostomy  was  performed,  and  he 
was  connected  to  a Bird  ventilator.  Following  additional 
treatment  with  antibiotics,  intravenous  fluids,  and  ultra- 
sonic humidification  of  inspired  gases,  he  was  taken  off 
the  ventilator  therapy  on  the  seventh  day.  Two  days 
later  he  became  agitated,  although  it  was  suspected  that 
he  was  beginning  to  show  signs  of  intensive  care  psycho- 
sis a day  and  a half  before  he  became  agitated.  Circula- 
tory, respiratory,  and  renal  functions  at  this  time  were 
satisfactory.  In  an  attempt  to  control  the  agitation  5 
mg.  diazepam  were  administered  intravenously  at  8:00 
A.M.  Fifteen  minutes  later  he  was  noted  to  be  comatose 
with  a respiratory  rate  of  26  per  minute,  blood  pressure 
105/65,  pulse  rate  110,  and  central  venous  pressure  of  5 
cm.  water,  compared  with  predrug  values  of  20,  140/90, 
78,  and  9,  respectively.  Ventilator  therapy  was  reinsti- 
tuted, and  500  ml.  normal  serum  albumin  were  given. 
He  became  conscious  at  9:00  P.M.  that  same  day  and 
was  again  disconnected  from  the  ventilator.  Arterial 
blood  gas  values  at  this  time  and  when  the  drug  had  been 
administered  were  unremarkable. 

Comment 

These  3 case  reports  have  been  presented  in  some 
detail,  for  diazepam  has  been  used  safely  and  ex- 
tensively throughout  the  world  in  the  last  decade. 
Unusual  responses  have  been  rare.  Buskop,  Price 
and  Molnar^  reported  loss  of  consciousness,  apnea, 
and  cyanosis  in  an  eighty-one-year-old  man  who 
had  been  given  10  mg.  diazepam  intravenously 
during  epidural  analgesia.  Artificial  ventilation 
was  maintained  for  nearly  four  hours  before  con- 
sciousness returned.  The  condition  recurred  to  a 
lesser  degree  later,  when  the  same  dose  was  ad- 
ministered intramuscularly.  The  findings  suggest 
a sensitivity  to  diazepam,  and  this  explanation 
may  also  apply  to  Cases  1 and  2.  The  possibility 
of  the  responses  being  due  to  a stimulus  of  the 
carotid  sinus  reflex  for  Case  2 is  possible  although 
unlikely  since  a second  angiogram  was  performed 
uneventfully  using  the  same  left  carotid  artery. 
Two  further  cases  of  apnea  of  short  duration 
(three  to  five  minutes)  have  been  reported  to  the 
Committee  following  the  intravenous  administra- 
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tion  of  5 and  10  mg.  of  diazepam,  the  former  to 
supplement  a low  spinal  anesthesia. 

Clinical  doses  of  diazepam  given  with  opiates  or 
during  anesthesia  may  cause  apnea. ^ One  case  of 
prolonged  respiratory  depression  and  hypotension 
associated  with  diazepam  has  been  observed  when 
atropine  and  meperidine  were  used  for  premedica- 
tion.^ These  cases  may  be  due  to  muscle  hypoto- 
nia rather  than  respiratory  center  depression,  since 
both  intramuscular  and  intravenous  doses  do  not 
alter  the  respiratory  responses  to  carbon  dioxide.'*’  ® 

Case  3 does  not  appear  to  be  one  of  respiratory 
depression;  the  salient  feature  was  the  prolonged 
loss  of  consciousness  following  the  administration 
of  the  drug  with  a small  drop  in  blood  pressure. 
Only  1 case  of  cardiovascular  collapse  has  been 
reported  to  date.®  After  a 20-mg.  intravenous 
injection  of  diazepam  in  a healthy  individual, 
hypotension,  bradycardia,  sweating,  cyanosis,  and 
vomiting  occurred  and  responded  to  oxygen,  pos- 
ture changes,  and  atropine. 

In  contrast  to  the  preceding,  it  should  be  re- 
marked that  a death  following  withdrawal  of  diaze- 
pam has  been  reported";  and,  in  the  case  of  1 
patient  scheduled  for  cardioversion,  no  apparent 


sedation  occurred  after  a dose  of  250  mg.  given 
intravenously  over  a period  of  two  and  a half 
hours.® 

This  emphasizes  not  only  the  well-known  wide 
safety  margin  for  the  administration  of  this  drug 
but  also  the  need  to  be  eternally  vigilant  and  pre- 
pared to  handle  unexpected  responses. 
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QUESTION  81.  This  tracing  was  obtained  several  hours  following  admission  to  the  hospital  of  a fifty-five-year-old 
man  with  pressing  anterior  chest  pain.  What  is  the  diagnosis? 


QUESTION  82.  This  was  the  electrocardiogram  of  a cyanotic  girl,  nine  years  of  age,  admitted  for  cardiac  catheteri- 
zation. What  is  the  interpretation? 
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Electro- 
cardiograms 
of  Month 


ELUCIDATION 


Question  81.  The  rhythm  is  sinus  rhythm  with 
bigeminy  due  to  premature  contractions;  The 
marked  S-T  elevations  in  leads  I and  aVl,  with  re- 
ciprocal S-T  depressions  in  II,  HI,  and  aVf  are 
consistent  with  recent  anterior  wall  infarction. 

In  leads  II,  III,  aVl,  and  aVf  the  sinus  beat  and 
the  premature  beat  have  a similar  QRS-T  config- 
uration. In  leads  I and  aVr  the  QRS  configuration 
appears  different,  although  the  premature  beats 
are  at  a fixed  interval.  The  aberrant  conduction 


of  these  beats  is  due  to  slight  variation  in  intra- 
ventricular conduction.  These  premature  beats 
are  probably  of  atrioventricular  junctional  origin 
since  no  P wave  precedes  them,  and  the  QRS  con- 
figuration resembles  the  normally  conducted 
beats. 

Question  82.  The  rhythm  is  sinus.  In  almost 
all  leads,  there  is  a huge  peaked  P wave.  There  is 
marked  right  axis  deviation  with  the  mean  elec- 
trical axis  greater  than  plus  120  degrees.  The  R 
wave  in  Vi  is  very  tall  and  is  preceded  by  a Q wave. 
There  is  an  RS  complex  and  no  Q wave  in  Ve.  The 
electrocardiogram  is  characteristic  of  marked 
right  ventricular  hypertrophy  with  right  atrial 
enlargement.  This  patient  had  pulmonary  atresia 
and  marked  right  atrial  enlargement. 
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Two  cases  of  hypercalcemia  in  chronic  gran- 
ulocytic leukemia  have  been  reported  recently  by 
Ballard  and  Marcus.*  We  have  observed  a third 
case.  In  our  patient,  hypercalcemia  in  associa- 
tion with  multiple  skeletal  myeloblastomas  closely 
preceded  transformation  into  acute  granulocytic 
leukemia. 

Case  report 

A forty-year-old  white  real  estate  salesman 
became  weak,  dyspneic,  and  anorectic  in  Novem- 
ber, 1968.  He  was  admitted  to  The  Mount  Sinai 
Hospital  in  New  York  for  evaluation  in  December, 
1968.  On  physical  examination  the  patient  ap- 
peared acutely  ill  and  pallid.  The  liver  and  spleen 
were  both  enlarged  5 cm.  below  their  respective 
costal  margins.  Pressure  over  the  lumbar  sacral 
spine  elicited  tenderness. 

Examination  of  the  blood  revealed  a hemoglobin 
of  7.8  Gm.  per  100  ml.  and  a packed  cell  volume  of 

’Supported  in  part  by  U.S.P.H.A.  Grant  CA  10478  from 
the  National  Cancer  Institute,  contract  AT(30-1)3833  from 
the  Atomic  Energy  Commission,  Grant  CA  05126  from  the 
U.S.P.H.S.,  and  by  the  Albert  A.  List,  Frederick  Machlin,  and 
Ann  Ruth  Lowenberg  Funds. 
tLeukemia  Society  Scholar. 


20  per  cent.  The  white  blood  cell  count  was 
395,000  per  cubic  millimeter,  and  the  differential 
showed  6 per  cent  blasts,  7 per  cent  promyelocytes, 
20  per  cent  myelocytes,  8 per  cent  metamyelocytes, 
14  per  cent  nonsegmented  neutrophils,  2 per  cent 
polymorphonuclear  leukocytes,  2 per  cent  lym- 
phocytes, 6 per  cent  eosinophils,  and  35  per  cent 
basophils.  The  platelet  count  was  130,000  per 
cubic  millimeter.  Bone-marrow  aspiration 
yielded  a hypercellular  specimen  with  decreased 
megakaryocytes,  6.5  per  cent  blasts,  14  per  cent 
promyelocytes,  15.5  per  cent  neutrophilic 
myelocytes,  3 per  cent  eosinophilic  myelocytes, 
6 per  cent  metamyelocytes,  4.5  per  cent  nonseg- 
mented neutrophils,  12.5  per  cent  polymorpho- 
nuclear leukocytes,  1.5  per  cent  eosinophils,  21.5 
per  cent  basophils,  2 per  cent  lymphocytes,  0.5 
per  cent  plasma  cells,  0.5  per  cent  reticulum  cells, 
and  12  per  cent  normoblasts.  Further  laboratory 
data  included  a vitamin  B12  level  of  4,347  pico- 
grams  per  milliliter  (normal  200  to  900)  and 
unsaturated  vitamin  B12  binding  capacity  of  4,402 
picograms  per  milliliter  (normal  850  to  1,400). 
The  blood  urea  nitrogen  was  18  mg.  per  100  ml. 
and  the  uric  acid  6.8  mg.  per  100  ml.  Serum  cal- 
cium was  8.5  mg.  per  100  ml.,  and  serum  alkaline 
phosphatase  was  70  units  per  milliliter  (normal 
30  to  85). 

These  findings  established  the  diagnosis  of 
chronic  granulocytic  leukemia.  Because  of  the 
apparent  aggressiveness  of  the  disease,  therapy  was 
initiated  with  one-hour  daily  intravenous  infu- 
sions of  cytosine  arabinoside  in  a dose  of  100  mg. 
per  square  meter  and  allopurinol  300  mg.  orally 
per  day.  After  eighteen  days  on  this  regimen, 
examination  of  the  blood  revealed  a hemoglobin 
of  9.8  Gm.  per  100  ml.  and  packed  cell  volume 
of  31  per  cent.  The  white  blood  cell  count  fell 
to  13,000  per  cubic  millimeter,  and  the  platelet 
count  fell  to  36,000  per  cubic  millimeter. 

The  patient  was  discharged  and  maintained 
on  6-mercaptopurine  50  mg.  per  day.  He  re- 
mained relatively  well  until  June,  1969,  when  low 
back  pain  became  progressively  severe  making  it 
impossible  for  him  to  walk.  Roentgenograms  of 
bone  at  that  time  demonstrated  multiple  lytic 
lesions  of  the  pelvis  and  lumbosacral  spine. 
A needle  aspiration  of  one  of  the  lytic  lesions 
yielded  sheets  of  myeloblasts  (Fig.  lA).  The 
6-mercaptopurine  was  discontinued,  and  radio- 
therapy to  the  lumbosacral  spine  was  instituted. 
The  back  pain  became  increasingly  severe  during 
and  after  radiotherapy.  On  October  6,  1969,  he 
was  readmitted  to  The  Mount  Sinai  Hospital 
suffering  from  intense  pain  with  the  slightest 
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FIGURE  1.  (A)  Aspirate  of  one  osteolytic  lesion  showing  sheets  of  myeloblasts.  (B)  Sternal  bone- 

marrow  aspirate  still  compatible  with  chronic  granulocytic  leukemia  at  time  when  patient  had  multiple 
osteolytic  lesions  and  hypercalcemia. 


motion.  The  spleen  was  palpated  1 fingerbreadth 
below  the  left  costal  margin.  The  hemoglobin 
was  11.7  Gm.  per  100  ml.,  and  tbe  packed  cell 
volume  was  33.5  per  cent.  A white  blood  cell 
count  was  7,000  per  cubic  millimeter  with  a dif- 
ferential count  of  66  per  cent  polymorphonuclear 
leukocytes,  14  per  cent  nonsegmented  neutrophils, 

5 per  cent  eosinophils,  9 per  cent  basophils,  and 

6 per  cent  lymphocytes.  The  platelet  count  was 
185,000  per  cubic  millimeter.  Serum  calcium  was 
13.4  mg.  per  ml.,  and  the  serum  phosphorus 
was  3.5  mg.  per  100  ml.  The  serum  alkaline  phos- 
phatase was  125  units  per  milliliter. 

A sternal  bone-marrow  aspirate  on  October 
9,  1969,  continued  to  show  a pattern  typical  of 
chronic  granulocytic  leukemia  (Fig.  IBb  The 
specimen  was  hypercellular  and  contained  an 
increased  number  of  megakaryocytes.  The  dif- 
ferential count  yielded  0.5  per  cent  blasts,  0.5  per 
cent  promyelocytes,  16.5  per  cent  myelocytes,  6 
per  cent  metamyelocytes,  45.5  per  cent  nonseg- 
mented neutrophils,  1.5  per  cent  polymorphonu- 
clear leukocytes,  9 per  cent  eosinophils,  1.5  per 
cent  basophils,  1.5  per  cent  lymphocytes,  2.5  per 
cent  plasma  cells,  0.5  per  cent  proerythroblasts, 
and  14.5  per  cent  normoblasts. 

The  vitamin  B12  level  remained  elevated  at  3,404 
picograms  per  milliliter  with  an  unbound  vitamin 
Bi2  binding  capacity  of  2,688  picograms  per  milli- 
liter. The  leukocyte  alkaline  phosphatase  score 
was  122  units  (normal  25  to  189).  A chromosome 
analysis  of  bone-marrow  cells  revealed  70  per  cent 
of  the  metaphases  to  be  aneuploid,  most  of  tbe 
aneuploid  cells  containing  an  extra  C group  chro- 
mosome, and  one  cell  had  an  extra  group  B chro- 
mosome with  one  number  2 chromosome  missing. 
Each  metaphase  contained  one  Philadelphia 
chromosome. 

On  October  10,  1969,  tbe  patient  became  con- 
fu.sed,  and  bis  speech  was  slurred.  The  serum 
calcium  was  15  mg.  per  100  ml.  He  was  treated 


with  intravenous  saline,  mannitol,  and  oral  phos- 
phate. Cytosine  arabinoside,  100  mg.  per  square 
meter,  was  given  over  a one-hour  period  each  day. 
On  October  16,  1969,  the  serum  calcium  was  14.5 
mg.  per  100  ml.  He  was  then  treated  with  intra- 
venous hydrocortisone,  300  mg.  per  day.  On 
October  23  his  serum  calcium  was  8.5  mg.  per 
100  ml.  His  sensorium  cleared,  and  his  speech 
improved.  At  this  time  hydrocortisone  was  dis- 
continued. On  October  24  examination  of  sternal 
bone  marrow  revealed  sheets  of  myeloblasts. 
On  differential  count  the  aspirate  contained  41.5 
per  cent  myeloblasts,  1 per  cent  promyelocytes, 
1 per  cent  myelocytes,  1 per  cent  metamyelocytes, 
20  per  cent  nonsegmented  polymorphonuclear 
leukocytes,  14.5  per  cent  polymorphonuclear 
leukocytes,  4 per  cent  eosinophils,  0.5  per  cent 
basophils,  6 per  cent  lymphocytes,  0.5  per  cent 
plasma  cells,  7 per  cent  reticulum  cells,  and  3 
per  cent  normoblasts. 

A roentgenographic  survey  of  the  bones  demon- 
strated multiple  osteolytic  lesions  in  the  scapula, 
both  clavicles,  both  humeri,  thoracic  spine, 
pelvis,  as  well  as  both  femora.  Multiple  lytic 
lesions  were  seen  in  the  skull  (Fig.  2).  Within 
two  to  three  weeks  therapy  with  cytosine  arabi- 
noside was  associated  with  a dramatic  reduction 
of  bone  pain,  and  the  patient  was  able  to  walk. 
The  serum  calcium  remained  normal  without  the 
use  of  corticosteroids  or  phosphate  therapy. 

His  course  was  further  complicated  by  fever  and 
dyspnea  which  appeared  after  platelet  transfu- 
sions. An  agglutinin  against  all  red  cells  tested 
also  developed.  Repeated  bone-marrow  aspira- 
tions continued  to  show  significant  numbers  of 
blast  cells.  Tbe  addition  of  thioguanine  failed 
to  improve  the  situation.  A course  of  bis-beta- 
chloroethyl-nitrosourea,  vincristine,  and  pred- 
nisone also  proved  unsuccessful.  He  was  dis- 
charged from  The  Mount  Sinai  Hospital  on  Decem- 
ber 15,  1969,  to  be  followed  at  home. 
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FIGURE  2.  X-ray  film  of  skull  showing  multiple 
osteolytic  lesions. 


Soon  after  discharge  his  serum  calcium  again 
rose.  There  was  no  further  attempt  at  inducing 
a bone-marrow  remission.  The  patient  quietly 
expired  in  January,  1970.  A postmortem  exami- 
nation was  not  performed. 

Comment 

In  this  patient,  who  revealed  findings  typical  of 
chronic  granulocytic  leukemia,  multiple  osteolytic 
lesions  developed  while  his  disease  was  otherwise 
well  controlled.  The  predominating  pattern  of 
blast  cells  in  the  aspirate  of  one  of  these  lesions 
established  the  diagnosis  of  myeloblastoma. 
Despite  radiotherapy  his  bone  pain  became  pro- 
gressively worse  and  was  complicated  by 
hypercalcemia.  At  this  time  his  sternal  bone 
marrow  continued  to  reflect  chronic  granulocytic 
leukemia.  His  bone  pain  improved  markedly  on 
treatment  with  cytosine  arabinoside;  nonetheless, 
a repeat  sternal  marrow  examination  demon- 
strated transformation  to  acute  granulocytic 
leukemia. 

Hypercalcemia  is  a rare  complication  of  leuke- 
mia. In  1956  Myers-  reported  the  first  case  of 
hypercalcemia  in  acute  leukemia.  Since  then 
elevated  serum  calcium  has  been  observed  in  acute 
lymphoblastic  leukemia, stem-cell  leukemia,® 
acute  granulocytic  leukemia,'  chronic  lymphocytic 
leukemia,®-®'®  and  most  recently  in  chronic  granu- 
locytic leukemia.* 

The  2 cases  of  Ballard  and  Marcus  had  osteo- 
lytic lesions.  In  1 of  these  patients,  postmortem 


examination  demonstrated  localized  accumula- 
tions of  blasts  in  some  areas  of  the  bone  marrow. 
Such  myeloblastomas,  alternatively  called  granu- 
locytic sarcomas,  very  likely  indicate  an  impend- 
ing dissemination  into  an  acute  phase  of  the  dis- 
ease since,  under  these  circumstances,  clinically 
apparent  acute  granulocytic  leukemia  usually 
manifests  itself  in  a few  months.®  Our  patient 
typified  the  rapid  progression  from  localized 
myeloblastomas  to  a generalized  blast-cell  leuke- 
mia. 

Subperiosteal  collections  of  myeloid  cells  estab- 
lishes the  diagnosis  of  granulocytic  sarcoma.® 
Cytologically  the  myeloid  elements  may  be 
pleomorphic  and  contain  a variety  of  mature 
myeloid  elements.  However,  it  is  more  common 
to  find  a more  uniform  array  of  primitive  cells 
appropriately  identified  as  myeloblastoma.  The 
anatomic  relationships  strongly  suggest  radial 
invasion  of  cortical  bone  by  a process  initiated 
in  the  medullary  cavity.  Therefore,  it  appears 
that  under  certain  circumstances  the  initial  phase 
of  blast-cell  leukemia  may  involve  proliferation 
of  blast  cells  in  a radial  fashion  before  eventual 
dissemination  throughout  the  medullary  cavity. 
A parallel  situation  may  exist  in  multiple 
myeloma. 

Very  likely  the  hypercalcemia  is  at  least  par- 
tially the  result  of  cortical  bone  erosion.  Thus, 
in  patients  with  chronic  granulocytic  leukemia 
the  observation  of  hypercalcemia  may  reflect  the 
presence  of  osteolytic  lesions  and  imply  an  im- 
pending transformation  into  blast-cell  leukemia. 
In  our  patient  survival  was  sufficiently  long  to 
display  the  entire  progression  of  events  from  local- 
ized blast-cell  infiltration  of  the  periosteum  to 
frank  dissemination. 

Conclusion 

This  progression  of  events  in  chronic  granu- 
locytic leukemia  should  emphasize  the  importance 
of  systemic  chemotherapy  in  relieving  the  clinical 
manifestations  of  hypercalcemia.  In  the  cases 
of  Ballard  and  Marcus*  normal  calcium  levels 
could  not  be  achieved  by  combinations  of  corti- 
costeroids and  diuresis.  Although  we  could 
demonstrate  neither  bone-marrow  nor  radiologic 
improvement  in  our  case,  cytosine  arabinoside 
afforded  dramatic  relief  from  crippling  bone  pain. 
Furthermore,  on  a regimen  of  cytosine  arabinoside 
normal  calcium  levels  were  maintained  after 
cessation  of  corticosteroid  therapy.  In  an  isolated 
osteolytic  lesion,  localized  radiation  conceivably 
could  produce  some  relief  from  bone  pain.  How- 
ever, in  the  situation  under  discussion  the  prob- 
able rapid  dissemination  would  render  pursuance 
of  this  mode  of  therapy  fruitless.  Hypercalcemia 
can  contribute  to  the  premature  death  of  patients 
with  acute  leukemia,  and,  as  we  have  demon- 
strated in  this  case,  the  serum  calcium  can  be 
controlled  with  chemotherapy.  It  is  important 
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to  emphasize  the  need  for  determining  the  serum 
calcium  in  any  patient  known  to  have  chronic 
granulocytic  leukemia,  particularly  if  symptoms 
suggesting  central  nervous  system  or  gastrointes- 
tinal manifestations,  cardiac  arrhythmias,  or 
osteolytic  lesions  develop. 
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FIGURE  1.  Reproduction  of  electrocardiogram  taken 
March,  1964,  demonstrating  left  axis  deviation  and 
complete  right  bundle  branch  block  Pattern  is  pre- 
cursor of  complete  heart  block 


In  1958  Kearns  and  Sayre*  described  2 cases  of 
progressive  ophthalmoplegia,  retinitis  pigmentosa, 
and  complete  heart  block  and  drew  attention  to  the 
paucity  of  similar  case  reports  in  the  literature. 
Since  then  four  more  reports  have  appeared  de- 
scribing the  same  triad. Development  of  heart 
block  radically  alters  the  prognosis  of  this  other- 
wise relatively  benign  disorder.  With  the  advent 
and  widespread  use  of  pacemaker  therapy  it  is  now 
possible  to  treat  this  life-threatening  arrhythmia 
successfully,  and  it  is  reasonable  to  hope  for  a 
longer  survival  for  these  patients.  We  describe 
yet  another  case  of  this  triad  in  whom  the  presence 
of  diabetes  is  an  additional  feature. 

Case  report 

A seventeen-year-old  white  girl,  a high  school 
student,  was  admitted  to  the  Berkshire  Medical 
Center,  Pittsfield  General  Unit,  on  May  8,  1967, 
after  having  had  spells  of  fainting  and  confusion 
for  about  forty-eight  hours.  She  had  been  investi- 
gated at  another  hospital  in  March,  1964,  for  ptosis 
which  had  been  present  since  the  age  of  six  years. 
At  that  time  external  ocular  paralysis  with  immo- 
bility of  the  eyeballs,  normal  pupillary  reflexes, 
retinitis  pigmentosa,  weakness  of  the  sterno- 
cleidomastoids,  and  a facial  “droop”  on  the  right 
side  were  noted.  All  reflexes  were  normal.  Gait 
was  not  ataxic.  Blood  pressure  was  110/76 

’Present  address:  Mt.  Sinai  Hospital,  Chicago,  Illinois. 


mm.Hg,  pulse  86,  and  respirations  18.  Electro- 
cardiogram revealed  complete  right  bundle  branch 
block  and  left  axis  deviation  (Fig.  1).  Investiga- 
tion results  which  included  protein-bound  iodine, 
serum  glutamic  oxaloacetic  transaminase,  serum 
creatinine,  urinary  creatine  and  creatinine,  and 
urinary  coproporphyrins  were  normal.  Skull  x-ray 
and  electroencephalogram  findings  were  also  noted 
to  be  normal.  Urinalysis  did  not  reveal  the  pres- 
ence of  either  sugar  or  acetone.  Sex  chromatin 
result  was  positive.  An  edrophonium  chloride 
(Tensilon)  test  for  the  presence  of  myasthenia 
gravis  gave  negative  findings.  A lumbar  puncture 
done  on  the  day  of  admission  revealed  240  red 
cells,  6,350  white  cells  with  predominant  lympho- 
cytes, and  400  mg.  per  100  ml.  protein.  Despite 
the  fact  that  no  organisms  could  be  seen  or  cultured 
from  the  cerebrospinal  fluid,  she  was  treated  with 
chloramphenicol,  sulfisoxazole,  and  penicillin. 
A week  later  cerebrospinal  fluid  revealed  O red 
cells,  23  white  cells  with  predominant  lympho- 
cytes, and  156  mg.  per  100  ml.  protein.  Cere- 
brospinal fluid  glucose  and  blood  glucose  were 
found  to  be  in  the  normal  range  on  both  occasions. 
A muscle  biopsy  taken  from  the  right  deltoid  was 
reported  to  be  normal. 

Family  history  was  negative  for  any  kind  of 
muscular  disorder.  Two  sibling  sisters,  aged 
sixteen  and  eleven  respectively,  are  normal.  Her 
father  is  known  to  be  diabetic. 

Physical  examination  during  the  May,  1967, 
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FIGURE  2.  Electrocardiogram  taken  on  admission. 
May  8,  1967,  revealing  complete  heart  block. 
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FIGURE  3.  Electrocardiogram  taken  January  1 5,  1 969, 
demonstrating  pacemaker  set  at  72  beats  per  minute. 


admission  revealed  a thin  girl  of  normal  stature 
who  was  somewhat  confused  and  disoriented. 
Blood  pressure  was  110/0  mm.  Hg,  pulse  30,  tem- 
perature 100.4  F.,  and  respirations  20.  Bilateral 
ptosis  with  inability  to  move  the  eyes  in  all  gazes 
was  noted.  The  pupils  were  normal  in  size  and 
shape  and  reacted  well  to  light  and  accommoda- 
tion. The  fundi  revealed  pigmentary  degenera- 
tion of  both  retinas,  more  marked  in  the  right  than 
in  the  left  eye.  The  retinal  vessels  and  optic 
disks  were  normal.  Visual  fields  were  found  to  be 
grossly  normal.  The  heart  was  slow  and  regular 
with  accentuation  of  the  pulmonary  second  sound. 
A complete  neurologic  examination  revealed  weak- 
ness of  the  facial  muscles  on  the  right  side,  dimin- 
ished hearing  in  both  ears  of  a neural  type,  palatal 
weakness  giving  rise  to  a nasal  quality  to  her 
speech,  weakness  of  the  sternocleidomastoideus 
muscles,  normal  strength  in  the  shoulder  and 
pelvic  girdles,  normal  gait  and  coordination  tests, 
in  addition  to  the  ocular  signs  already  mentioned. 
Deep  tendon,  plantar,  and  abdominal  reflexes 
were  normal.  There  was  no  sensory  deficit. 

Electrocardiogram  revealed  complete  atrioven- 
tricular block  with  the  ventricular  complexes  re- 
vealing a right  bundle  branch  block  pattern  (Fig. 
2).  This  was  noted  to  have  changed  to  a left  bun- 
dle branch  block  the  next  day.  Laboratory  data 
which  included  a complete  blood  count,  serum  cal- 
cium and  phosphorus,  serum  glutamic  oxaloacetic 
transaminase,  creatine  phosphokinase,  lactic  de- 
hydrogenase, and  a chest  roentgenogram  were  nor- 
mal. Blood  sugar  was  390  mg.  per  100  ml.,  and 
serum  carbon  dioxide  was  17  mEq.  per  liter. 


Urinalysis  showed  the  presence  of  3 plus  sugar 
and  2 plus  acetone.  With  appropriate  therapy 
her  blood  sugar  dropped  to  117  mg.  per  100  ml., 
and  she  recovered  from  her  diabetic  acidosis. 
Cerebrospinal  fluid  examination  revealed  the 
presence  of  100  red  cells  and  100  mg.  per  100  ml. 
of  protein. 

A permanent  pacemaker  was  inserted  on  May 
16,  1967.  Except  for  minor  trouble  of  a mechanical 
nature  soon  after  the  insertion,  she  recuperated 
uneventfully  and  is  presently  a student  at  a local 
college.  A fresh  battery  pack  was  inserted  in  Jan- 
uary, 1969,  without  any  complications.  She  is 
presently  being  paced  at  a fixed  rate  of  72  beats 
per  minute  (Fig.  3),  and  her  diabetes  is  controlled 
with  tolbutamide  2 Gm.  a day. 

Comment 

Chronic  progressive  external  ophthalmoplegia  is 
a relatively  benign  form  of  muscular  dystrophy 
characterized  by  symmetrical  and  progressive 
involvement  of  the  external  ocular  muscles  re- 
sulting in  bilateral  ptosis  and  complete  paralysis 
of  ocular  movements  with  preservation  of  pupillary 
reactions.  Onset  is  often  during  childhood  and 
adolescence  but  may  be  at  any  age. 

Since  Kiloh  and  Nevin**  published  their  first 
extensive  report  on  this  entity  in  1951  and  con- 
cluded that  the  ocular  signs  were  due  to  a my- 
opathy rather  than  lesions  in  the  cranial  nerve 
nuclei,  a number  of  reports  have  appeared  in  the 
literature  describing  its  association  with  a variety 
of  neurodegenerative  disorders.""'-  Drachman'' 
and  Rosenberg  et  alJ  in  their  recent  reports  have 
enlisted  a variety  of  neurodegenerative  and  other 
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disorders  associated  with  progressive  external 
ophthalmoplegia.  A final  classification  of  the 
various  syndromes  in  which  progressive  oph- 
thalmoplegia is  found  is  not  yet  possible,  but  it 
seems  fair  to  assume  at  the  present  time  that  pro- 
gressive ophthalmoplegia  is  merely  part  of  a wider 
spectrum  of  neurodegenerative  disorders.  It  is  not 
yet  clear,  however,  whether  the  involvement  of  the 
ocular  muscles  is  myopathic  or  neurogenic  in 
origin. 

Our  case  fits  the  criteria  for  diagnosis  described 
by  Rosenberg  et  al  ' Progressive  ophthalmoplegia 
and  ptosis  affected  more  than  one  muscle  and 
spared  the  pupil  with  no  exacerbations,  remissions, 
or  exophthalmos.  There  was  no  response  to  cho- 
linergic drugs,  and  serum  enzymes  (creatine  phos- 
phokinase,  glutamic  oxaloacetic  transaminase, 
and  lactate  dehydrogenase)  were  normal. 

Various  endocrine  and  biochemical  abnormali- 
ties have  been  reported  in  the  past  in  association 
with  this  disorder.  Lakin  and  Locke'-  described 
a case  of  progressive  ophthalmoplegia  associated 
with  ovarian  insufficiency  and  diabetes  mellitus. 
The  presence  of  diabetes  mellitus  in  this  case  may 
be  coincidental  and  could  be  explained  on  a hered- 
itary basis  since  the  father  is  diabetic.  Hypogo- 
nadism with  high  levels  of  urinary  gonadotrophins 
and  low  excretion  of  17  keto-  and  17  hydroxy- 
corticosteroids  were  the  common  endocrinologic 
abnormalities  in  the  cases  reported  by  Lundberg." 
Similar  findings  were  found  in  cases  1 and  2 re- 
ported by  Drachman.^  Detailed  endocrinologic 
investigations  were  not  carried  out  in  our  patient. 
It  is  worth  noting,  however,  that  her  stature  is 
normal,  the  secondary  sexual  characters  are  well 
developed,  menarche  was  at  eleven  years,  and  her 
menstrual  periods  are  regular  with  normal  flow. 

Kearns**  recognizes  the  triad  of  external  oph- 
thalmoplegia, retinal  degeneration,  and  cardio- 
myopathy as  a distinct  syndrome,  commenting 
that  weakness  of  musculature  of  the  trunk  and 
extremities  as  well  as  of  facial  and  pharyngeal 
muscles,  deafness,  small  stature,  electroenceph- 
alographic  changes,  and  a significant  rise  in 
protein  in  the  cerebrospinal  fluid  are  other  less 
constant  features  of  this  syndrome.  In  our  case 
the  additional  features  noted  were  deafness, 
palatal  involvement,  and  weakness  of  facial 
muscles,  along  with  a rise  in  protein  in  the  cere- 
brospinal fluid. 

Involvement  of  the  myocardium  and  conduction 
tissue  has  been  well  documented  in  other  forms  of 
muscular  dystrophy.'"  James"  has  reported  on  the 
histologic  changes  found  in  the  conduction  system 
and  their  nutrient  vessels  in  a case  of  progressive 
muscular  dystrophy.  Noninflammatory  degenera- 
tion of  sinoatrial  and  atrioventricular  nodes  as  well 
as  of  the  nutrient  arteries  supplying  them  was 
found.  Histopathologic  studies  of  the  myocardium 
and  the  conduction  tissues  in  cases  of  progressive 
ophthalmoplegia,  however,  have  been  unremark- 


able thus  far.  Routine  histologic  study  results 
of  the  myocardium  in  the  case  reported  by  Kearns 
and  Sayre'  were  entirely  normal.  In  the  inter- 
esting case  described  by  Daroff  et  al.^  the  patient, 
a twenty-three-year-old  Negro  female,  had  com- 
plete heart  block  for  seven  years.  She  died  sud- 
denly, and  at  necropsy  histopathologic  studies  of 
the  myocardium  and  an  examination  of  the  con- 
ducting tissue  by  serial  sections  did  not  reveal 
any  abnormality.  Obviously,  more  work  is  needed 
before  we  can  define  the  precise  nature  of  the  in- 
volvement of  the  myocardium  and  its  junctional 
tissues.  The  word  cardiomyopathy  seems,  until 
then,  adequate  to  express  the  clinical  situation 
of  involvement  of  the  heart  in  these  cases. 

The  presence  of  bilateral  ptosis  with  or  without 
accompanying  neurologic  and  other  abnormali- 
ties should  lead  to  an  electrocardiographic  exami- 
nation of  the  heart.  Electrocardiographic  signs 
found  in  this  condition  have  varied  from  a normal 
tracing  to  intraventricular  conduction  defects  and 
complete  heart  block.  Partial  bilateral  bundle 
branch  block  in  the  form  of  right  bundle 
branch  block  with  left  axis  deviation  as  a prelude 
to  complete  heart  block  was  emphasized  by  Ross 
et  al.^  and  was  also  found  in  case  2 of  Drachman.' 
This  was  also  true  in  cases  2 and  3 reported  by 
Kearns.^  In  our  patient  partial  bilateral  bundle 
branch  block  was  noted  in  March,  1964.  The  ap- 
proximate period  during  which  she  developed  the 
complete  heart  block  is  not  known.  It  is  possible 
that  her  spells  of  fainting  and  confusion  marked 
the  development  of  this  arrhythmia,  but  the 
diabetic  acidosis  could  have  also  played  a role  in 
producing  the  disturbance  in  consciousness. 

It  is  important  to  bear  in  mind  the  fact  that 
patients  with  this  syndrome  with  initially  normal 
electrocardiographic  findings  have  subsequently 
developed  conduction  defects.  This  necessitates 
periodic  examination  of  these  people.  This  point 
needs  emphasis  since  the  disease  itself,  a slowly 
progressive  disorder,  may  not  sufficiently  motivate 
patients  to  see  their  physicians. 

Summary 

Complete  heart  block  developed  in  a seventeen- 
year-old  girl  previously  known  to  be  suffering 
from  progressive  ophthalmoplegia.  Successful 
therapy  with  a permanent  pacemaker  is  reported. 
Pertinent  findings  are  discussed,  and  the  unusual 
association  with  diabetes  mellitus  is  mentioned. 
The  value  of  routine  electrocardiographic  exami- 
nation in  this  disease  is  once  again  emphasized. 

Department  of  Medical  Education, 
Berkshire  Medical  Center, 
Pittsfield,  Massachusetts  01201 
(DR.  TULGAN) 
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In  recent  years  little  attention  has  been  focused 
on  local  planning  for  the  medical  care  of  disaster 
victims.  This  may  be  dictated  by  the  relative 
rarity  of  incidents  producing  mass  injuries.  How- 
ever, the  increasing  potential  for  mass  injury 
mandates  that  health  care  institutions  and  gov- 
ernmental agencies  prepare  to  utilize  and  expand 
available  resources  for  emergency  medical  care. 

This  article  describes  the  components  necessary 
for  disaster  medical  care  and  the  means  by  which 
a plan  can  become  practical  and  operational. 
Although  the  principles  of  medical  disaster  plan- 
ning are  well  established,  specific  focus  is  directed 
at  metropolitan  areas  with  populations  of  at  least 
a quarter  of  a million  people. 

By  definition  a medical  disaster  occurs  when  an 
incident  produces  casualties  of  such  number  that 
the  routine  methods  for  patient  care  are  not 
adequate.  This  definition  applies  both  to  hospi- 
tal and  area-wide  planning  and  takes  into  account 
that  an  incident  requiring  disaster  mobilization 
in  a smaller  community  hospital  may  be  handled 
routinely  in  a larger  city  hospital.  The  goal  of 
disaster  planning  has  been  well  defined  in  a U.S. 
Public  Health  Service  publication  as  follows: 
“The  primary  objective  of  disaster  planning  is  to 
insure  efficient  utilization  of  local  health  resources 
so  that  they  will  not  be  overwhelmed  during  the 
initial  disaster  relief  period  when  emergency  medi- 
cal care  and  first  aid  are  needed  for  the  casual- 
ties.”^ The  Joint  Commission  on  Accreditation 
requires  that  each  hospital  seeking  accreditation 
in  the  United  States  have  a disaster  plan  that  is 
tested  twice  yearly.  On  the  community  level, 
however,  there  is  no  requirement  for  a medical 


disaster  plan  to  meet  the  objective  as  stated  in 
the  U.S.  Public  Health  Service  report. 

The  absence  of  a plan  will  invariably  result  in 
an  unorganized  reaction  which  will  include  the 
movement  of  injured  away  from  the  disaster  scene 
with  little  or  no  thought  given  to  principles  of 
first  aid  and  with  patient  movement  directed 
toward  the  nearest  hospital.  As  a result,  injuries 
are  compounded  by  indiscreet  and  often  unnec- 
essary handling,  and  a single  hospital  is  over- 
burdened with  patients.  No  medical  disaster 
plan  can  prevent  this  initial  reaction  prior  to  the 
arrival  of  trained  personnel,  but  it  can  help  to 
prevent  compounding  this  initial  ineffective 
management. 

A number  of  postdisaster  studies  have  been 
made  which  illustrate  these  and  other  points.^-® 
Those  made  by  the  American  College  of  Surgeons 
are  particularly  graphic  from  the  medical  stand- 
point. All  are  helpful  in  terms  of  disaster  plan- 
ning. 

Development  of  local  plan 

General  disaster  planning  was  stimulated  by 
World  War  II,  only  to  enter  a quiescent  postwar 
period  until  the  early  1950s  when  nuclear  devasta- 
tion became  a frightening  reality.  With  the  pas- 
sage of  time  interest  ebbed,  and  civilian  defense 
became  a dated  concept  in  the  public  mind. 

Medical  disaster  planning  has  followed  the 
same  pathway  except  that  the  urban  riots  of  recent 
years  stimulated  renewed  interest  in  the  treat- 
ment of  mass  casualties.  The  medical  care  ex- 
perience gained  from  riots  has  been  directed 
toward  the  operation  of  individual  hospitals 
rather  than  a community-wide  response,  that 
is,  toward  the  measures  a hospital  must  take 
rather  than  the  ways  hospitals  coordinate  with 
each  other  to  treat  most  effectively  the  affected 
population. 

Accepting  as  a commitment  that  cities  or  metro- 
politan areas  should  have  a medical  disaster  plan, 
who  should  develop  and  be  responsible  for  its 
implementation?  The  first  requirement  is  to 
develop  the  interest  of  an  individual  or  group 
that  can  stimulate  the  apathetic.  In  New  York 
City,  disaster  medical  care  is  the  formal  respon- 
sibility of  municipal  government.  Few  cities, 
however,  have  as  much  local  government  interest 
in  medical  care  as  does  New  York,  so  that  medical 
disaster  planning  has  been  a voluntary  effort  by 
individuals  or  groups,  such  as  local  medical 
societies.  It  is  not  important  who  designs  a metro- 
politan area  medical  disaster  plan  so  long  as  the 
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essential  criteria  are  met.  There  are  advantages 
to  having  local  government  operate  the  plan,  how- 
ever, since  it  has  powers  that  a medical  society 
or  hospital  association  does  not  have.  Ideally, 
the  combined  efforts  of  interested  members  of  a 
hospital  association  and  medical  society  working 
with  local  government  can  develop,  devise,  and 
test  an  operable  plan.  Relegating  this  function 
to  voluntary  groups  is  not  an  indication  that  local 
government  has  no  responsibility  in  this  sector. 
The  health  arm  of  local  government  should  be 
as  responsive  to  the  need  for  care  of  disaster 
victims  as  it  has  been  traditionally  to  the  control 
of  infectious  disease. 

It  must  be  stressed  that  the  plan  should  not 
be  based  on  city  or  county  lines  but  rather  on  the 
basis  of  a metropolitan  geographic  area.  The  plan 
developed  for  the  Philadelphia  area  is  excellent 
in  its  avoidance  of  city-county  boundary  line 
restraints.  It  is  also  a good  example  of  the 
development  of  a plan  beginning  with  a single 
organization,  in  this  case  a medical  society,  with 
the  added  cooperation  of  other  health  groups 
including  local  government.'^ 

The  major  issue  to  be  resolved  early  in  urban 
disaster  planning  is  the  number  of  casualties 
that  can  be  absorbed  by  the  resources  available. 
Casualties,  as  defined  here,  are  the  more  seriously 
injured  who  will  require  specific  treatment  for 
shock,  fractures,  burns,  and  so  on,  and  who  will 
frequently  require  inpatient  care.  In  a plan 
geared  to  caring  for  this  type  of  casualty  little 
additional  planning  is  necessary  to  shift  to  care 
for  the  less  serious  or  ambulatory  injured.  The 
reverse,  however,  is  not  true,  and  care  must  be 
exercised  so  that  the  medical  disaster  effort  is 
directed  toward  those  patients  who  most  need 
care. 

Before  proceeding  further  one  must  define  the 
type  of  medical  disaster  the  plan  is  to  cover. 
A single  plan  devised  to  cope  with  the  effects  of 
a nuclear  blast  and  also  a poisoned  water  supply 
will  probably  be  either  too  superficial  or  so  complex 
that  in  either  case  it  will  be  of  little  value.  Above 
all  the  plan  must  be  practical,  and  in  so  being 
it  must  be  directed  toward  events  that  have  a 
possibility  of  happening.  The  type  of  disasters 
referred  to  here  are  those  largely  limited  in  time 
and  area,  that  is,  events  that  produce  injuries, 
within  one  square  mile  or  less  in  a short  period 
of  time.  Without  difficulty  the  plan  should  be 
able  to  meet  a situation  that  is  not  self-limited 
in  time  and  with  slight  modifications  can  serve 
one  resulting  in  injuries  over  a wide  area.  But 
this  plan  will  not  cover  the  effects  of  say  a nuclear 
bomb  or  widespread  Hooding;  and  if  the  latter 
is  a reasonable  possibility,  specific  planning  is 
necessary.  The  majority  of  mass  urban  injuries 
are  the  result  of  transportation  accidents,  explo- 
sions, building  collapses,  fires,  and  weather  inci- 
dents. 


It  is  the  planning  for  these  that  should  receive 
top  priority. 

To  determine  the  number  of  casualties  that  can 
be  treated,  an  estimate  of  available  resources 
must  be  made.  Any  metropolitan  area  (minimum 

250.000  population)  should  be  prepared  to  serve 
150  casualties,  but  it  is  not  realistic  to  expect 
most  cities  to  have  resources  enough  for  500  sud- 
den casualties  needing  hospital  inpatient  care, 
and  only  the  very  largest  urban  centers  can  handle 

5.000  casualties.  This  should  not  be  construed 
as  surrendering  to  a hopeless  situation.  Every 
urban  area  should  have  a plan  to  use  its  medical 
resources  to  care  for  victims  of  a catastrophe  that 
experience  has  taught  will  occur  at  some  period 
in  time.  Such  a plan  will  cover  90  to  99  per  cent 
of  disasters.  Regional  or  state  resources  and 
planning  will  be  necessary  for  the  1 to  10  per  cent 
that  produce  very  large  numbers  of  casualties. 

Each  metropolitan  area  in  examining  its  medi- 
cal capability  must  determine  at  what  point  its 
“normal”  resources  will  be  exhausted,  and  as 
a next  step  at  what  point  even  extraordinary  mea- 
sures will  be  insufficient,  that  is,  at  what  point 
must  an  entire  state  or  region  be  called  on.  Using 
hospital  beds  as  one  resource  a metropolitan  area 
of  one-half  million  people  will  have  approximately 
2,300  hospital  beds  for  care  of  those  with  acute 
injuries.  Without  resorting  to  extraordinary 
measures,  150  patients  should  be  handled  by  this 
bed  complement.  K the  number  reaches  500,  a 
significant  proportion  of  existing  hospital  patients 
will  have  to  be  discharged  rapidly  to  make  room 
for  the  influx;  whereas  if  the  number  is  5,000, 
existing  resources,  no  matter  how  used,  will  be 
totally  inadequate. 

If  the  first  step  in  disaster  planning  is  assign- 
ment of  responsibility  for  preparation,  the  second 
step  is  to  evaluate  the  extent  of  resources  present 
in  the  metropolitan  area  under  consideration. 
Assuming  the  resources  available  can  cope  with 
at  least  100  and  up  to  150  serious  injuries,  it  is 
the  purpose  of  the  plan  to  organize  these  resources 
into  the  most  effective  care  system  possible. 

Components  of  disaster  medical  care 

The  four  components  that  make  up  disaster 
medical  care  are  scene  response,  transportation, 
hospital  facilities,  and  command  and  communi- 
cations. An  effective  plan  must  identify  the 
subcomponents  in  each  of  these,  blend  them  ef- 
fectively, and  coordinate  the  four  components 
into  a workable  over-all  system. 

Scene  response.  Scene  response  refers  to  the 
efforts  conducted  at  the  disaster  scene  in  terms 
of  supplying  treatment  to  people  who  have  sud- 
denly become  patients  as  a result  of  the  disaster. 
This  may  be  in  one  or  all  of  four  forms,  triage 
alone,  supportive  and  stabilizing,  definitive,  or 
no  attention  at  all.  It  is  the  last  that  planning 
must  overcome,  but  which  invariably  occurs  in  the 
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first  minutes  after  a disaster  when  patients  move 
or  are  moved  without  direction  away  from  the 
scene.  Urgently  needed  is  the  rapid  response 
of  medical  personnel  who  can  perform  effective 
triage  and  provide  the  stabilizing  and  supportive 
care  necessary  prior  to  the  patient’s  arrival  at  a 
hospital.  W^hile  military  corpsmen  perform  these 
functions  routinely,  no  civilian  counterparts  exist 
on  any  formal  scale  at  this  time;  therefore,  this 
function,  by  default,  falls,  not  inappropriately, 
to  physicians. 

While  there  is  no  question  that  physicians  are 
needed  at  the  disaster  site,  it  is  important  to  enu- 
merate how  many  and  what  physicians.  The 
effectiveness  of  all  available  physicians  and 
nurses  rushing  toward  a scene  is  certainly  highly 
questionable,  but  relegating  all  scene  activities 
to  the  nonphysician,  as  suggested  by  Kennedy, - 
is  also  questionable.  The  major  emphasis  in  the 
urban  or  semiurban  area  should  be  directed  toward 
the  rapid  transport  of  casualties  to  hospitals. 
With  that  objective  in  mind,  the  role  of  the  field 
physician  becomes  one  of  triage  with  actual  care 
kept  to  a minimum.  It  is  impossible  to  gauge 
a physician-patient  ratio,  because  the  degree  and 
type  of  casualty  determine  the  amount  of  effort 
required  by  the  physician.  While  a single  physi- 
cian could  easily  triage  25  or  50  uncomplicated 
injuries,  he  could  not  attend  a similar  number 
of  burn  patients. 

There  should  be  a team  response  of  two  to  four 
physicians  and  an  equal  number  of  nurses,  or 
aides,  with  the  senior  physician,  or  a hospital 
administrative  officer,  acting  as  the  medical  coor- 
dinator at  the  scene.  Since  the  coordinator’s 
duties  will  not  be  primarily  medical,  he  need  not 
be  a physician.  Each  planning  area  should  have 
a number  of  these  disaster  teams  ready  to  supply 
extra  physicians  if  needed  or  to  cover  multiple 
disaster  sites  that  may  arise  simultaneously. 

Assignment  to  a team  should  depend  on  func- 
tion, that  is,  surgical  resident  assigned  to  emer- 
gency room,  medical  resident  on  consultations, 
and  so  on,  so  that  team  members  are  auto- 
matically present.  While  it  will  be  argued  that 
more  experienced  physicians  should  be  on  the 
scene,  it  is  unlikely  that  the  advantages  that  house 
staff  offers  can  be  offset.  Use  of  residents  guaran- 
tees response  at  any  time  from  a single  location. 
Furthermore  residents  are  likely  to  know  each 
other  as  well  as  the  nursing  staff  and  thus  work 
more  effectively  together. 

Assignment  of  house  staff  requires  that  they 
be  thoroughly  oriented  as  to  the  working  of  the 
disaster  plan  with  respect  to  treatment  at  the 
scene  including  familiarity  with  principles  of 
triage  and  supportive  care.  A senior  physician 
must  be  designated  who  can  decide  on  the  amount 
of  care  that  will  be  rendered  at  the  scene,  and 
who  can  supervise  the  triage  function. 

The  plan  must  also  specify  the  type  and  amount 


of  supplies  and  medications  that  will  be  sent  to 
the  scene.  Provision  must  also  be  made  for 
patient  record  keeping  at  the  scene.  Transpor- 
tation for  both  personnel  and  supplies  must  be 
spelled  out. 

The  role  and  responsibilities  of  the  disaster 
team  medical  coordinator  must  be  outlined. 
Since  house  officers  are  continually  changing, 
the  coordinator  should  be  a permanent  employee, 
either  administrative  or  medical,  who  is  complete- 
ly familiar  with  what  is  expected  at  the  scene.  As 
in  the  hospital  the  resident  should  be  concerned 
only  with  patient  care;  the  coordinator  should 
see  that  the  ancillary  measures  are  taken  for  the 
support  of  over-all  patient  care. 

Transportation.  The  prime  concern  is  the 
transportation  of  patients  by  ambulance.  Ob- 
viously, conveying  the  injured  to  hospitals  is  of 
paramount  importance,  but  provision  must  also 
be  made  for  the  movement  of  a team  and  supplies 
to  the  disaster  site.  It  must  be  made  certain 
that  the  vehicles  for  moving  the  team  are  avail- 
able at  all  times  whether  they  be  specific  standby 
vehicles  or  part  of  an  existing  fire,  police,  or 
ambulance  service.  Preferably  a special  disaster 
van  or  bus  should  be  on  standby  in  which  equip- 
ment and  supplies  should  be  checked  on  a sched- 
uled basis  and  arranged  so  as  to  be  identified 
and  used  quickly. 

The  number  of  ambulances  in  any  metropolitan 
area,  as  with  the  number  of  hospitals,  is  in  propor- 
tion to  population  size,  but  the  number  of  disaster 
victims  from  any  incident  is  not  dependent  on 
population.  In  devising  a plan  for  any  commu- 
nity, provision  should  be  made  for  the  movement 
of  up  to  100  to  150  casualties,  the  number  men- 
tioned previously  in  discussing  realistic  planning. 

It  is  not  possible,  except  in  the  very  largest 
cities,  to  depend  on  ambulances  to  serve  this 
number  of  patients.  From  the  outset  thought 
must  be  given  to  other  than  the  usual  means  of 
patient  removal.  First,  these  alternatives  must 
be  identified  including  commercial  or  volunteer 
ambulances  when  these  are  not  part  of  the  usual 
emergency  system,  funeral  directors’  vehicles, 
and  passenger  buses  which  can  be  easily  employed 
for  the  ambulatory  injured.  With  a few  prior 
modifications,  buses  can  be  adjusted  to  accommo- 
date stretchers.  As  important  as  identifying  alter- 
nate means  of  patient  transportation  is  planning 
for  the  quick  notification  and  response  of  these 
units.  In  planning  for  a massive  disaster  the 
National  Guard  may  well  serve  as  a transporta- 
tion source,  but  the  immediate  mobilization  of 
these  units  is  usually  not  possible. 

As  much  as  possible  ambulances  should  be 
utilized  first,  since  improvised  vehicles  and  per- 
sonnel are  not  likely  to  be  familiar  with  patient 
transport.  The  highway  systems  that  now  exist 
permit  a rapid  response  from  distances  of  up  to 
50  miles,  and  the  development  of  mutual  aid 
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systems  can  tie  in  ambulances  from  wide  areas 
around  metropolitan  regions.  Once  again,  a sys- 
tem must  be  developed  for  notification,  and,  where 
feasible,  common  radio  frequency  capability 
should  be  sought. 

Hospitals.  As  opposed  to  the  metropolitan 
area  of  under  200,000  population  where  the  few 
hospitals  present  will  be  hard  pressed  to  absorb 
100  or  more  patients,  larger  metropolitan  areas 
should  be  able  to  cope  with  this  number.  While 
the  number  of  beds  may  be  adequate,  the  way  in 
which  they  are  used  is  most  important.  The 
smaller  hospital  may  find  itself  totally  tied  up 
when  called  on  to  care  for  6 or  8 seriously  injured 
patients  but  may  well  be  able  to  care  for  three  or 
four  times  this  number  of  less  seriously  injured 
and  “walking  wounded.”  The  large  medical 
center  should  in  turn  be  able  to  handle  20  or  30 
seriously  injured  patients  provided  that  not  all 
arrive  within  a matter  of  minutes.  In  planning, 
therefore,  hospitals  should  be  categorized  into 
two  and  possibly  three  groups.  The  first  group 
would  include  those  prepared  and  able  to  take 
care  of  the  most  seriously  injured,  and  it  is  to 
these  that  the  majority  of  such  patients  should 
be  sent.  The  second  group  would  be  sent  the  less 
serious  cases  including  many  of  the  ambulatory 
injured,  while  the  third  group  of  hospitals  would 
receive  only  ambulatory  patients  requiring  simple 
emergency  room  care.  Even  though  the  latter 
hospitals  are  bound  to  be  small,  their  bed  avail- 
ability might,  in  some  cases,  mandate  receipt  of 
patients  from  the  larger  medical  centers  follow- 
ing secondary  triage.  Although  this  plan  may 
seem  oversimplified,  it  must  be  remembered  that, 
at  least  initially,  patients  will  arrive  at  hospitals 
randomly.  Planning  should  prevent  the  difficul- 
ties involved  when  the  small  hospital  is  sent  many 
seriously  injured  patients,  whereas  the  large  center 
is  inundated  with  minor  injuries  that  could  be 
treated  as  well  elsewhere. 

The  categorizing  of  hospitals  will  result  in 
disputes  as  to  criteria  used  for  classification. 
The  planner  will  soon  find  that  many  hospitals 
consider  themselves  major  centers,  so  that  in 
arriving  at  a decision,  the  planner  must  be  guided 
by  such  factors  as  emergency  department  size, 
operating  rooms,  staff,  over-all  bed  capacity, 
ancillary  services,  and  so  forth. 

Communications  and  command.  While  dis- 
aster scene  response,  transportation,  and  hospi- 
tals comprise  the  resources  needed  to  get  the 
disaster  victim  from  site  of  injury  to  the  road  to 
recovery,  without  an  efficient  communications 
and  command  system  to  tie  these  resources  togeth- 
er the  medical  disaster  effort  will  be  far  from 
satisfactory. 

Assuming  that  proper  communications  exist 
for  activating  a medical  disaster  response  and 
getting  a disaster  team  to  the  scene,  what  infor- 
mation must  flow  between  these  three  resources? 


The  medical  team  coordinator  at  the  scene,  in 
addition  to  seeing  that  the  primary  team  func- 
tion of  triage  and  treatment  is  carried  out,  must 
also  provide  information  in  three  areas:  the  need 
for  additional  help;  general  information  that  will 
determine  the  degree  to  which  the  disaster  effort 
must  expand;  and  the  number,  type,  and  tentative 
hospital  assignment  of  patients.  In  return  the 
medical  team  coordinator  must  receive  informa- 
tion as  to  the  status  of  the  requests  he  has  made, 
as  well  as  direction  as  to  which  hospitals  patients 
should  be  sent. 

Hospitals  must  be  kept  informed  as  to  disaster 
status  so  that  they  can  react  accordingly  and  also 
can  receive  specific  information  as  to  the  number 
and  type  of  patients  being  sent  to  them.  Hospitals 
must  be  able,  in  turn,  to  provide  information 
as  to  their  ability  to  treat  and  admit  patients. 
Experience  indicates  that  local  pride  may  over- 
come common  sense,  and  a single  hospital  will 
care  for  large  numbers  of  patients  while  adjacent 
hospitals,  prepared  to  the  hilt,  receive  only  1 or 
2 patients. 

The  transportation  element  must  be  coordinated 
by  a communications  system  that  is  able  to  con- 
tact vehicles  and  direct  them  to  the  appropriate 
hospital  or  treatment  center. 

A communications  system  to  be  effective  must 
encompass  much  more  than  the  ability  to  con- 
verse. It  must  also  be  a command  system  with  a 
central  coordinating  point  where  information  can 
be  received,  evaluated,  decisions  made,  and  ac- 
tion taken. 

The  plan  must  designate  such  a location  and 
must  further  designate  a person  and  alternates 
who  will  have  over-all  charge  of  disaster  opera- 
tions. The  location  for  a command-communica- 
tions center  should  be  in  a place  that  is  normally 
in  twenty-four-hour  operation  and  can  be  readily 
adapted  to  the  disaster-coordinating  role.  In 
the  majority  of  cities  this  center  will  be  part 
of  the  fire  or  police  communications  system,  since 
these  are  in  continuous  operation  and  are  staffed 
by  personnel  trained  to  work  in  stressful  circum- 
stances. Although  police  or  fire  communications 
systems  have  obvious  advantages,  it  should  also 
be  recognized  that  they  are  not  primarily  health 
and  hospital  oriented  and  are  not  going  to  become 
so  when  disaster  strikes.  It  is  essential  that  some- 
one completely  familiar  with  area  hospital  and 
transportation  resources,  as  well  as  some  medical 
knowledge,  direct  the  activities  of  the  communica- 
tion center,  preferably  from  it  but,  if  necessary, 
by  communication  from  the  actual  scene. 

Ideally,  a medical  disaster  control  center  should 
be  incorporated  as  part  of  an  ambulance  dispatch 
office,  since  an  ambulance  service,  run  as  an  entity 
apart  from  police  or  fire  services,  will  be  accli- 
mated toward  the  health  and  hospital  scene.  Fur- 
thermore, an  ambulance  dispatch  center  will  have 
the  necessary  communication  links  which  ideally 
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are  direct  telephone  communications  with  each 
hospital,  radio  communications  with  each  hospi- 
tal and  with  vehicles,  and  direct  radio  and  tele- 
phone communications  with  other  emergency  and 
municipal  agencies.  The  ideal  ambulance  dis- 
patch center  will  also  have  current  information  as 
to  bed  and  emergency  room  status  of  all  hospitals 
precluding  the  need  of  obtaining  census  informa- 
tion during  early  stages  of  disaster  response. 

Whatever  the  center  selected,  the  person  nor- 
mally in  charge  must  have  certain  guidelines  to  fol- 
low, such  as  the  criteria  for  putting  the  area-wide 
plan  into  effect,  criteria  for  immediate  escalation 
of  disaster  efforts,  and  so  on.  If,  for  instance,  a 
reported  plane  crash  turns  out  to  involve  a large 
commercial  aircraft,  an  immediate  increased 
medical  disaster  effort  would  be  needed,  and  the 
decision  to  do  this  could  not  depend  on  the  ability 
to  contact  the  area  medical  disaster  director  who 
may  not  be  immediately  available. 

Comment 

Tbe  essential  points  of  developing  a medical 
disaster  plan  for  an  area  have  been  outlined;  how- 
ever, there  are  other  factors  that  must  be  deter- 
mined on  a local  basis  such  as  relationships  with 
other  agencies.  These  include  among  others  fire 
and  police  departments,  the  local  civil  defense 
office,  and  the  American  Red  Cross. 

The  need  for  testing  and  revising  the  plan  an- 
nually must  be  stressed.  No  matter  how  well  de- 
veloped or  rehearsed,  the  passage  of  time  will  ef- 
fect changes  that  may  undermine  the  operation  of 
the  plan.  Although  some  revisions  may  be  obvi- 
ous, others  will  become  evident  only  in  the  course 
of  full-scale  or  component  drills. 

All  too  often  energy  is  devoted  to  a project  until 
it  is  complete,  and  then  interest  abates.  It  is  quite 
clear  that  once  there  is  a need  for  a medical  dis- 


aster plan  for  an  area,  the  same  need  will  continue 
for  many  years.  Interest  cannot  be  allowed  to 
wane.  Therefore,  one  of  the  objectives  of  the  medi- 
cal disaster  planner  must  be  to  establish  means  to 
perpetuate  that  which  he  has  begun. 

Summary 

Medical  disaster  planning  on  an  area-wide  basis 
is  a rarely  accomplished  but  necessary  function 
that  should  be  undertaken  on  a local  level  by 
governmental  and  voluntary  groups.  Planning 
must  be  realistic  in  terms  of  available  resources 
and  flexible  enough  to  deal  with  any  event  likely 
to  occur.  One  approach  to  formation  of  a plan  is 
to  identify  the  four  component  areas  that  encom- 
pass the  necessary  medical  response  to  a disaster 
situation,  evaluate  the  resources  existing  and  need- 
ed in  each  component,  and  blend  these  together 
into  an  operational  plan  that  can  be  easily  and 
rapidly  activated. 

125  Worth  Street 

New  York,  N.Y.  1001.3 
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Charles  Albert  Anderson,  M.D.,  of  Brooklyn,  died  on 
January  22  at  the  age  of  eighty-eight.  Dr.  Anderson 
graduated  in  1907  from  Columbia  University  College 
of  Physicians  and  Surgeons.  He  was  a consulting  physi- 
cian in  ear,  nose,  and  throat  at  Methodist  Hospital  of 
Brooklyn.  Dr.  Anderson  was  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Hilton  Heber  Dier,  M.D.,  of  Lake  George,  died  on 
September  30,  1971,  at  the  age  of  seventy-one.  Dr.  Dier 
graduated  in  1924  from  McGill  University  Faculty  of 
Medicine.  He  was  a member  of  the  American  Academy 
of  General  Practice,  the  Warren  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Angelo  J.  Emma,  M.D.,  of  Little  Falls,  died  on  Decem- 
ber 17,  1970,  at  the  age  of  fifty-eight.  Dr.  Emma  re- 
ceived his  medical  degree  from  the  University  of  Naples 
in  1937.  He  was  a member  of  the  Herkimer  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Francis  Russell  Curran  Forster,  M.D.,  of  Ithaca, 
died  on  November  2,  1970,  at  the  age  of  sixty-eight. 
Dr.  Forster  graduated  in  1927  from  Queens  University 
Faculty  of  Medicine  (Ontario).  He  was  a Diplomate  of 
the  American  Board  of  Surgery  and  a member  of  the 
American  Geriatrics  Society,  the  Tompkins  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Michael  Friedman,  M.D.,  of  Brooklyn,  died  on  Sep- 
tember 14,  1969,  at  the  age  of  seventy-four.  Dr.  Fried- 
man graduated  in  1930  from  St.  Louis  University  Medi- 
cal Department.  He  was  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Arthur  Joseph  Glazebrook,  M.D.,  of  Setauket,  died  on 
December  17,  1970,  at  the  age  of  sixty-one.  Dr.  Glaze- 
brook  graduated  in  1946  from  the  University  of  London 
Faculty  of  Medicine.  He  was  a consulting  psychiatrist 
at  the  John  T.  Mather  Memorial  Hospital.  Dr.  Glaze- 
brook  was  a member  of  the  American  Psychiatric  Asso- 
ciation, the  Suffolk  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  Herzstein,  M.D.,  of  New  York  City,  died  on 
PYbruary  1 at  the  age  of  seventy-seven.  Dr.  Herzstein 
graduated  in  1924  from  Cornell  University  Medical  Col- 
lege. He  was  a senior  clinical  assistant  physician  in 
metabolism  (off  service)  at  The  Mount  Sinai  Hospital. 
Dr.  Herzstein  was  a Diplomate  of  the  American  Board 


of  Internal  Medicine  and  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

LeRoy  Sloan  House,  M.D.,  of  Oneonta,  died  on  Jan- 
uary 30  at  the  age  of  seventy-two.  Dr.  House  graduated 
in  1921  from  the  University  of  Vermont  College  of 
Medicine.  He  was  an  attending  radiologist  at  the 
Aurelia  Osborn  Fox  Memorial  Hospital.  Dr.  House  was 
a Diplomate  of  the  American  Board  of  Radiology 
(Roentgenology),  a Fellow  of  the  American  College 
of  Radiology,  and  a member  of  the  Radiological  Society 
of  North  America,  Inc.,  the  American  Roentgen  Ray 
Society,  the  New  York  Academy  of  Medicine,  the  Otse- 
go County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Michael  Iserman,  M.D.,  of  New  York  City,  died  on 
January  4 at  the  age  of  seventy-two.  Dr.  Iserman 
graduated  in  1923  from  Cornell  University  Medical 
College.  He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Allen  Hayward  Keniston,  M.D.,  of  Port  Jervis,  died 
on  February  1 at  the  age  of  fifty.  Dr.  Keniston  gradu- 
ated in  1943  from  Cornell  University  Medical  College. 
He  was  an  attending  physician  and  an  associate  attend- 
ing anesthesiologist  at  St.  Francis  Hospital  and  Sunny- 
side  Hospital.  Dr.  Keniston  was  a member  of  the 
American  Society  of  Anesthesiologists,  Inc.,  the  Orange 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Gerald  Thomas  Lilly,  M.D.,  of  Alexandria,  Virginia, 
formerly  of  Garden  City,  died  on  January  25  at  the  age 
of  sixty-three.  Dr.  Lilly  graduated  in  1933  from  George- 
town University  School  of  Medicine.  He  was  a consult- 
ing obstetrician  and  gynecologist  at  Mercy  (Rockville 
Centre),  Nassau,  Mary  Immaculate,  South  Nassau 
Communities,  and  Good  Samaritan  (West  Islip)  Hospi- 
tals and  an  emeritus  obstetrician  and  gynecologist  at 
Meadowbrook  Hospital.  Dr.  Lilly  was  a Diplomate  of 
the  American  Board  of  Obstetrics  and  Gynecology,  a 
Fellow  of  the  American  College  of  Obstetricians  and 
Gynecologists,  and  a Fellow  of  the  American  College 
of  Surgeons. 

James  Victor  Martin,  Jr.,  M.D.,  of  Lockport,  died  on 
January  7 at  the  age  of  forty-three.  Dr.  Martin  gradu- 
ated in  1951  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  an  attending  radiologist  at  Lockport 
Memorial  Hospital.  Dr.  Martin  was  a Diplomate  of  the 
American  Board  of  Radiology  and  a member  of  the 
Niagara  County  Medical  Society,  the  Medical  Society  of 
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the  State  of  New  York,  and  the  American  Medical 
Association. 

Benjamin  L.  Oliver,  M.U.,  of  Brooklyn,  died  on  Janu- 
ary 8,  1970,  at  the  age  of  sixty-three.  Dr.  Oliver  received 
his  medical  degree  from  the  University  of  Graz  in  1934. 
He  was  an  assistant  attending  physician  at  Maimonides 
Hospital  of  Brooklyn.  Dr.  Oliver  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Emily  Adelaide  Pratt,  M.D.,  of  Bearsville,  died  in  the 
spring  of  1970.  Dr.  Pratt  graduated  in  1914  from  Tufts 
University  School  of  Medicine.  She  was  a Diplomate  of 
the  American  Board  of  Ophthalmology. 

Annie  Reich,  M.D.,  of  New  York  City,  died  on  January 
5 at  the  age  of  sixty-eight.  Dr.  Reich  received  her  medi- 
cal degree  from  the  University  of  Vienna  in  1926.  She 
was  a member  of  the  American  Psychiatric  Association, 
the  American  Psychoanalytic  Association,  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Karl  Dean  Rundell,  M.D.,  of  Endicott,  died  on  Janu- 
ary 26  at  the  age  of  fifty-six.  Dr.  Rundell  graduated  in 
1939  from  Cornell  University  Medical  College.  He  was 
chairman  of  medical  service  at  Ideal  Hospital  of  Endicott. 
Dr.  Rundell  was  a Diplomate  of  the  American  Board  of 
Internal  Medicine  and  a member  of  the  Binghamton 


Academy  of  Medicine,  the  New  York  State  Society  of 
Internal  Medicine,  the  Broome  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Richard  Edson  Travis,  M.D.,  on  Hornell,  died  on 
January  18  at  the  age  of  sixty.  Dr.  Travis  graduated  in 
1936  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  an  attending  physician  at  St.  James  Mercy 
Hospital.  Dr.  Travis  was  a member  of  the  Steuben 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Jules  Eli  Vandow,  M.D.,  of  New  York  City,  died  on 
January  29  at  the  age  of  sixty-two.  Dr.  Vandow  gradu- 
ated in  1932  from  Boston  University  School  of  Medicine. 
He  was  a former  chief  of  the  Division  of  Special  Hygiene 
of  the  New  York  City  Department  of  Public  Health  from 
1954  to  1960,  in  1960  he  became  director  of  research  and 
development,  and  he  was  also  an  attending  derma- 
tologist and  syphilologist  at  Bellevue  Hospital  and  an 
associate  attending  dermatologist  and  syphilologist 
at  St.  Clare’s,  University,  and  Misericordia  Hospitals, 
and  an  associate-in-dermatology  at  Lenox  Hill  and 
Lenox  Hill  Hospital  Outpatient  Department.  Dr. 
Vandow  was  a Diplomate  of  the  American  Board  of 
Dermatology,  Inc.,  and  a member  of  the  American 
Academy  of  Dermatology,  the  American  Public  Health 
Association,  the  Society  for  Investigative  Dermatology, 
the  New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 
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4 week  or  8 week  arrangement.  Pbone  Mr.  Shabot  (212)  TR  2-2164. 


ANESTHESIOLOGIST,  BUFFALO  AREA.  FEE  FOR  SERVICE;  NO  O.B 
New  York  license  required.  Box  998,  c/o  NYSJM. 


EMERGENCY  ROOM  M.D«.  WANTED,  CENTRAL  EAST  COAST 
Florida.  Florida  license  required.  Minimum  $31,000  for  48  hour  weekly. 
Part  time  or  full  time  available.  Write  Physician’s  FImergency  Service,  1350 
South  Hickory  St.,  Melbourne,  Florida  32901. 


BEAU'I'IFUL  NORTHERN  NEW  JERSEY  MEDICAL  CENTER  NEEDS  A 
pediatrician.  Call  (201)  838-0188. 


ANE.STHESIOLOGIST  FOR  MORNINGS  ONLY  IN  BROOKLYN,  NEW 
York.  No  nights,  weekends,  or  holidays.  Suitable  for  those  with  other  com- 
mitments, semi-retired,  etc.  Box  988,  c/o  NYS.JM. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  AGE  40,  BOARD  CERTIFIED.  LICENSED  in  N.Y., 
N.J.  and  Pa  seeks  practice  opportunity,  preferably  near  N.Y.C.  Has  porta- 
ble anesthesia  equipment  for  possible  administration  of  general  or  regional 
anesthesia  to  outpatients.  Box  992,  c/o  NYSJM . 


M.D.,  M.P.H.— AVAILABLE  JULY  1,  1971,  FOR  FULL  TIME  POSITION  IN  i 
Northeast  concerned  with  comprehensive  health  planning  and/or  administra-  ' 
tion.  Particularly  interested  in  staff  function  for  legislative,  investigative, 
and/or  planning  committees.  Interested  in  planning  development  and  coor- 
dination of  medical  care  delivery  systems  for  public,  private,  educational,  and 
philanthropic  organizations.  Box  997,  c /o  NY SJM . 


GENERAL  SURGEON,  46,  FRCS(ENG.),  FACS,  LICENSED  N.Y.,  OHIO, 
and  D.C.,  seeks  association  with  another  surgeon,  multispeciality  group  or 
full  time  position.  Box  101,  c/o  NYSJM. 


PRACTICES  AVAILABLE 


PRACTICE  AVAILABLE-G.P.  OR  INTERNIST.  COMPLETE  WITH  FUR- 
nishings  and  equipment.  Catskill  Mt.  community.  Skiing,  fishing,  hunt- 
ing, and  vacationer  seasons.  Patient  load  in  thousands,  plus  busy  medical 
community.  Earn  as  much  as  you  like.  New  office  adjacent  to  new  hospital 
available.  Leaving  June  for  radiology  residency.  Victor  Amao,  M.D.,  Mar- 
garetville,  N.Y.  (914)  586-4200. 


GENERAL  PRACTICE  ON  BEAUTIFUL  SHELTER  ISLAND  (LONG 
Island).  House-office  for  sale.  Waterfront  property.  Near  hospital.  Grow- 
ing practice.  Call  (516)  749-0311. 


REAL  ESTATE  FOR  SALE  OR  RENT 


GARDEN  CITY:  ELEGANT  HOME/OFFICE  COMBINATION.  EARLY 

Colonial,  center  hall.  Prestige  residential  area;  3 room  professional  suite, 
with  separate  entrance,  near  medical  center.  100  X 165  plus  50  ft.  buffer 
park  strip;  well  shrubbed  and  lawned.  6 bedrooms,  3 baths  2nd  floor;  powder 
room,  large  sunny  eat-in  kitchen,  finished  basement,  all  utilities.  Walk  every 
place.  Retiring  after'50  years.  $79,900.  (516)  PI6-2919. 


MANHA'TTAN,  EAST  60S.  BEAUTIFUL  DOCTOR’S  OFFICE  IN  PROFES 
sional  building,  excellent  location.  LIsed  part  time  by  internist;  available  up 
to  20  hours  weekly  as  sublet.  Box  995,  c/o  NYSJM. 


PARK  AVENUE  AND  67TH  STREET.  UP  TO  3 ROOMS  AVAILABLE  FOl 
exclusive  use.  Share  waiting  room.  Street  entrance.  737-7727. 


BROOKLYN  HEIGHTS-NEW  5,000  SQ.  FT.  MEDICAL-DENTAL  FACILl 
ty  being  built  at  175  Hicks  Street.  Ideal  for  clinic/community  use  or  privat 
offices.  (212)989-6933. 


PSYCHIATRISTS  OR  PSYCHOLOGISTS:  BEAUTIFUL  PROFESSIONA 
suites.  East  Meadow,  center  of  Nassau  County,  Long  Island.  New  Medici  | 
Center,  3 room  suite  to  share  if  desired,  only  $100  a month  complete.  Oth<  | 
suites  available,  built  to  suit.  Elegantly  designed  waiting  area.  Great  loci  ' 
tion,  unlimited  parking.  Call  (516)  486-0708.  I 
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REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


OKKICK  WITH  X RAYS  TO  RENT,  ON  MAIN  THOROEARE  IN  ROCK 
ville  Centre.  L.I..  N.Y.,  on  part  or  full  time  basis.  On  bus  line,  near  railroad 
station  and  town  Reasonable  rent.  Box  9%,  c/o  NYS.JM 


BEAUTIFCL  PROFESSIONAL  Sl'lTES.  EAST  MEADOW,  CENTER  OF 
Nassau  County,  Long  Island.  New  Medical  Center.  Suites  for  physicians, 
dentists,  etc.,  large  or  small,  available  with  30-6U  days,  built  to  suit.  Ele- 
gantly designed  waiting  area.  Center  is  in  an  excellent  location,  near  all  park- 
ways, unlimited  parking.  Call  (516)  -486-0708. 


RADIOLOGY  OFFICE,  SPACIOUS.  WELL  EQUIPPED,  AVAILABLE  FOR 
sale.  Location  Kew  Gardens  off  Queens  Blvd.,  in  Queens.  N Y.  Will  consider 
sharing  with  other  radiologist  or  general  practitioner.  Call  evenings:  (914) 
337-4775. 


EXCELLENT  QUEENS  VlLUkGE  LOCATION.  M D.  OR  D.D.S.  SUITES 
in  two-family  house.  Rent  or  buy  two-family  house  on  75  X 110  plot.  Also  2 
adjoining  houses  110  X 110  plot.  Can  arrange  several  medical-dental  suites. 
Commercial  zoning  permits  professional  building,  nursing  home.  etc.  construc- 
tion. Busy  area  Call  (212)  261-8203.  or  (516)  ,588-0995. 


GARDEN  CITY:  DOCTOR  S 12  YEAR  OLD,  GRACIOUS,  CORNER  HOME 
and  office,  fully  air  conditioned,  3 bednxiras,  large  living  room,  dining  room, 
panelled  den.  Separate  entrance,  5 riKim  panelled  office  (1,000  ft.),  nurses 
station;  excellent  location,  suitable  any  practice  or  home.  Ophthalmologist 
retiring.  Box  100,  c/o  NYSJM. 


PUERTO  RICO  BEACH  HOUSE-COSTA  AZUL  AT  LUQUILLO.  3 BED- 
rtxims,  yard,  terraces.  Fully  equipped  kitchen,  linens,  washing  machine. 
Comfortable,  private,  convenient  to  other  resort  areas.  For  rent  weekly. 
Edward  Pinney,  M.D.,  21  East  66th  St.,  New  York  City.  (212)  879-8870. 


ST.  THOMAS,  VIRGIN  ISLANDS:  FOR  RENT;  TWO  BEDROOM,  TWO 
baths,  decorator  furnished  apartment  right  on  virgin  white,  private  beach. 
Central  air  conditioning,  maid  service.  All  aquatic  sports.  Beautiful  garden 
spot  of  tranquil  serenity.  Ideal  for  the  bone-weary  doctor.  For  brochure 
and  rates:  Gilbert  C.  Norton,  M.D.,  101  .Jefferson  Ave.,  Endicott,  N.Y.  13760. 


■MEDICAL  GROUP  LOCALE.  PRESTIGIOUS  BUILDING  WITH  PARKING 
facilities  available  in  Albert  Einstein  Hospital  vicinity.  This  location  in  the 
Bronx  would  be  ideal  for  medical  group.  FV)r  sale  or  lease.  Contact:  Wm. 
Weitzberg  Realty,  (212)  931-2800. 


SUBSCRIPTION  ORDER  FORM 

New  York  State  Journal  of  Medicine 
Attn:  Circulation  Dept. 

750  Third  Ave.,  New  York,  N.  Y.  10017 


24 


Issues 
Per  Year 


PLEASE  ENTER  MY  SUBSCRIPTION  FOR: 


U.S.A.  & possessions 

|7.50  one  year; 

$20.00  (3)  years 

Canada,  Mexico  & 

other  foreign 

$9.00  one  year; 

$24.50  (3)  years 

Interns  & Residents: 

Special  rates  on  request. 

Name 


Address 

please  print 

City  & State 

Zip 

Payment  enclosed 


Note;  No  subscription  can  be  processed  without  payment  and/or  purchase  order. 
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Fifteen  years  ago,  the  American  Medical 
Association  classified  alcoholism  as  a disease. 
Today,  more  than  six  and  one  half  million 
Americans  are  afflicted  with  this  disease.  Yet 
many  well-meaning  doctors,  clergymen, 
friends  and  relatives  of  alcoholics  choose  to 
“hush  up”  the  “problem”. 

It’s  this  reluctance  to  speak  openly  of  alco- 
holism which  has  prevented  the  growth  of  a 
body  of  knowledge  to  keep  pace  with  the  inci- 
dence of  alcoholism.  Research  into  the  causes 
and  treatment  of  alcoholism  has  been  slow. 
Medical  school  graduates  who  feel  knowledge- 
able and  comfortable  in  treating  alcoholism 
are  far  too  few.  The  alcoholic  is  too  often  a 
victim  of  the  iatrogenic  complications  based 
on  a physician’s  ignorance  and  a hospital  ad- 
ministrator’s fear  of  the  condition.  Among 
patients  hospitalized  for  other  causes,  surveys 
show  that  20  to  50  percent  also  have  alcohol- 


ism for  which  no  treatment  is  being  given. 

Any  informed  treatment  provides  better 
recovery  rates  than  no  treatment,  even  with 
the  present  state  of  knowledge.  But  informed 
treatment  depends  on  calling  attention  to  the 
disease.  With  your  help  NCA  will  continue  to 
do  just  that.  The  sooner  the  disease  is  recog- 
nized, the  better  the  chances  of  recovery. 
Learn  how  you  can  help  bring  about  the  full 
treatment  that  the  epidemic  of  alcoholism  de- 
mands. Write  the  Medical  Director,  National 
Council  on  Alcoholism,  2 Park  Avenue,  New 
York,  N.Y.  10016. 
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NEW  YORK  CITY  AREA 


March  16,  1971  / March  30,  1971 

9:00  a.m.,  Tuesdays 

New  York  Infirmary 

Stuyvesant  Square  East  and  1 5th  Street 
Toscanini  Room,  Third  Floor 

March  16 

Clinicopathological  Conference 

M.  STEPHEN  SCHWARTZ,  M.D. 

N. Y.U.  School  of  Medicine 

March  23 

Myxedema  Coma 

ROBERT  D.  GITTLER,  M.D. 

Beth  Israel  Hospital 

March  30 

Nephrotic  Syndrome 

ROBERT  MATALON,  M.D. 

N.Y.U.  School  of  Medicine 

CREDIT:  C-1 


TUESDAY,  MARCH  16 

9:00  a.m.-4:30  p.m. 

Brooklyn  Tuberculosis  and  Respiratory  Disease 
Association  and  the  Medical  Society  of  the 
County  of  Kings 

Downstate  Medical  Center 
450  Clarkson  Avenue 
Brooklyn 

Teaching  Seminar  for  Pracficing  Physicians 

ACID-BASE  PROBLEMS  IN  RESPIRATORY 
DISEASE 

1.  Definition  of  Acid-Base  Equilibrium 
and  Body  Buffering  Mechanism 

ROBERT  W.  WINTERS,  M.D. 

Columbia  University  P & S 

2.  The  Problem  of  Respiratory  Acidosis 

YALE  ENSON,  M.D. 

Columbia  University  P & S 

3.  Electrolyte  Disorders  Present  in 
Respiratory  Acidosis 

LEE  HENDERSON,  M.D. 

University  of  Pennsylvania  Hospital 

4.  Lactate  and  its  Role  in  Acid-Base  Problems 

WILLIAM  E.  HUCKABEE,  M.D. 

Boston  University  Medical  Center 

5.  Acid-Base  Disturbances  and  Oxygen  Transport 

CLAUDE  LENFANT,  M.D. 

National  Heart  and  Lung  Institute,  NIH 

6.  Effect  of  Acidosis  on  Respiration 

RICHARD  M.  PETERS,  M.D. 

University  of  California 

7.  The  Relation  of  Cerebrospinal  Fluid  and 
Blood  Gas  Changes  in  Acidosis 

FREDERICK  KAO,  M.D. 

Downstate  Medical  Center 

8.  The  Physiologist  Looks  at  the  Complex 
Acid-Base  Problem 

HORACE  W.  DAVENPORT,  Ph.D. 

University  of  Michigan  Medical  Center 


9.  Mixed  Acute  Acid-Base  Problems 

HUGH  J.  CARROLL,  M.D. 

Downstate  Medical  Center 

10.  Clinical  Problems 

ALAN  SALTZMAN,  M.D. 

Downstate  Medical  Center 

CREDIT;  C-1 


March  16,  1971  / March  30,  1971 

10:00  a.m.,  Tuesdays 

Maimonides  Medical  Center 

4802  Tenth  Avenue 

Main  Building,  4th  Floor  Lecture  Hall 

Brooklyn 

March  16 

Defibrination  Syndrome 

CLARENCE  MERSKEY,  M.D. 

Albert  Einstein  College  of  Medicine 

March  23 

Special  Education  as  Therapy  for  Seriously 
Disturbed  Children 

CARL  FENICHEL,  Ed.D. 

Downstate  Medical  Center 

March  30  at  Coney  Island  Hospital  11:00  a.m. 

Clinical  Pathological  Conference 
(Room  2W1) 

CREDIT:  C-1 


March  16,  1971  / June  1,  1971 

4 : 30—6 : 00  p.m.,  Tuesdays 

The  Page  and  William  Black  Post-Graduate  School 
of  Medicine 

The  Mount  Sinai  Hospital 
1 00th  Street  and  5th  Avenue 

DIFFERENTIAL  DIAGNOSIS  IN 
GASTROINTESTINAL  RADIOLOGY 

RICHARD  H.  MARSHAK,  M.D. 

MANSHO  T.  KHILNANI,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $50 


March  17,  1971  / March  31,  1971 

9:00  a.m.,  Wednesdays 

The  Jamaica  Hospital 

89th  Avenue  and  Van  Wyck  Expressway 
Jamaica 

MEDICAL  GRAND  ROUNDS 

March  17 

Case  Presentations 

SEYMOUR  OLSHIN,  M.D. 

Brooklyn  V.A.  Hospital 

March  24 

The  Viral  Etiology  of  Leukemia 

FRED  ROSNER,  M.D. 

Queens  Hospital  Center 

March  31 

The  Hypercoagulable  State 

SHERWOOD  MILLER,  M.D. 

Meadowbrook  Hospital 
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WEDNESDAY,  MARCH  17 

All  Day 

Richmond  County  Medical  Society 

Tovern-on-the-Green 
2565  Hyland  Boulevard 
New  Dorp,  Staten  Island 

Symposium 

CURRENT  CONCEPTS  IN  CORONARY  CARE 

1.  The  Practicing  Physician  and 
Intensive  Coronary  Care 

Cordioversion — Indicotions, 

Hazards,  Post-Care 
WILLIAM  GRACE,  M.D. 

N.Y.U.  School  of  Medicine 

2.  Mechanisms  and  Therapy  of  Post 
Myocardial  Infarction  Arrhythmias 

Chonging  Views  in  the  Treotment  of 
Cardiogenic  Shock  and/or  Hypotension 
STEPHEN  SCHEIDT,  M.D. 

New  York  Hospital — Cornell  Medical  Center 

3.  Temporary  Cardiac  Pacing — Indications, 
Complications,  Methods  and  Equipment 

Vein  Bypass  Grafts  for 
Coronary  Occlusive  Disease 
GRADY  HALLMAN,  M.D. 

Baylor  College  of  Medicine,  Texas 

This  Symposium  will  be  given  in  cooperation 
with  Lederle  Laboratories. 

CREDIT:  C-1 

3 : 30  p.m. 

The  Roosevelt  Hospital 

Winston  Conference  Room 
428  West  59th  Street 

IMMUNO-SUPPRESSIVE  THERAPY 
IN  ULCERATIVE  COLITIS 

BURTON  KORELITZ,  M.D. 

Mount  Sinai  School  of  Medicine 


March  17,  1971  and  March  24,  1 97 1 

8:30-10:00  p.m.,  Wednesdays 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

FAMILY  THERAPY  IN  MEDICAL  PRACTICE 

PAUL  FRANKLIN,  M.D. 

CREDIT:  C-1 

March  18,  1971  / March  20,  1971 

9:00  a.m.-5 : 00  p.m.,  Thursdays 

Columbia  University  P & S 

630  West  1 68th  Street 
Postgraduate  Course 

RADIOLOGY  OF  THE  HEAD  AND  NECK 

Under  the  Direction  of 
GUY  D.  POHER,  M.D. 

FEE:  $100 

Contoct:  MELVIN  D.  YAHR,  M.D.,  Associate  Dean  at  the  above 

address — Radiology  PM  9 


THURSDAY,  MARCH  18 

4 : 00  p.m. 

N.Y.U.  School  of  Medicine 

550  First  Avenue — Room  290 

SOME  RECOLLECTIONS  OF  KARL  LANDSTEINER, 
FATHER  OF  THE  SCIENCES  OF 
IMMUNOCHEMISTRY  AND  BLOOD  GROUPING 

ALEXANDER  WEINER,  M.D. 


8 : 00  p.m. 

The  Harvey  Society  in  affiliation  with 
The  New  York  Academy  of  Medicine 

The  Rockefeller  University 
Cospory  Hall 

York  Avenue  and  66th  Street 

RESIDUAL  CANCER 

SIR  MICHAEL  F.  A.  WOODRUFF,  M.D. 
University  of  Edinburgh  Medical  School,  Scotland 


8 : 30  p.m. 

Association  for  the  Advancement  of  Psychotherapy 

Carnegie  International  Center 
345  East  46th  Street 

WOMEN  AND  OUR  CHANGING  FAMILY 
STRUCTURE 

STANLEY  LESSE,  M.D.,  Moderator 
Editor-in-Chief,  American  Journal  of  Psychotherapy 

Panel  Members: 

NATALIE  SHAINESS,  M.D. 

Columbia  University  P & S 
ALEXANDRA  SYMONDS,  M.D. 

N.Y.U.  Medical  Center 
KIHY  LA  PERRIERE,  Ph.D. 

The  Family  Institute 


March  19,1971  and  March  26,  1971 

8:00—9:30  a.m.,  Fridays 

Maimonides  Medical  Center  Departments  of 
Pediatric  Services,  Obstetrics  and  Gynecology 
and  Medicine;  Downstate  Medical  Center  and  the 
Kings  County  Chapter  of  AAGP 

4802  Tenth  Avenue 
Fuhs  Auditorium 
Brooklyn 

PEDIATRICS,  GYNECOLOGY  AND  MEDICINE 
FOR  THE  FAMILY  PHYSICIAN 

March  19 

Sex  and  the  Society 

NORMAN  AMES  POSNER,  M.D.,  Moderator 
JULIUS  BUCHWALD,  M.D. 

EPHRAIM  SCHARFMAN,  M.D. 

ALOIS  VASICKA,  M.D. 

State  University  of  New  York 
Downstate  Medical  Center 

March  26 

Failure  to  Thrive 

OSCAR  SCHWARTZ,  M.D. 

Downstate  Medicol  Center 

CREDIT:  C-1 
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FRIDAY,  MARCH  19 

8:45  a.m.-4:45  p.m. 

The  Page  and  William  Black  Post-Graduate  School 
of  Medicine 

Nurses’  Residence  Auditorium 
5 East  98th  Street 

COMMUNICATION  DISORDERS  IN  CHILDREN 

A.  M.  ARON,  M.D.,  NORMA  REES,  Ph.D., 

IRENE  JAKAB,  M.D.,  KARL  M.  MORGENSTEIN,  M.D., 

MARTHA  RUBIN,  Ed.D.,  V.  NORMA  SAMSON,  M.S.W., 

JOEL  STARK,  Ph.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $5.00  CREDIT;  C-1 


8 : 30  p.m. 

American-Hungarian  Medical  Association 

2  East  103rd  Street — Room  441 

YOUNG  SCIENTIST  AWARD  MEETING 

1.  Introduction  of  the  Recipient  of  the  Award 

by  DR.  SEVERO  OCHOA,  Nobel  Prize  Laureate 
N.Y.U.  Medical  Center 

2.  From  Genes  to  Proteins 

PETER  LENGYEL,  Ph.D. 

Yale  University 

3.  Presentation  of  the  Award 


SATURDAY,  MARCH  20 

9:00-10: 15  a.m. 

The  Mount  Sinai  Hospital  Division  of 
Cardiothoracic  Surgery  and  the 
Page  and  William  Black  Post-Graduate 
School  of  Medicine 

Clinical  Amphitheatre,  5th  floor 
1 1 East  1 00th  Street 

COMPUTER  ASSISTED  MEASUREMENT  ON  THE 
ICU:  A TRANSITION  TO  QUANTITATIVE 
MEDICINE 

JOHN  J.  OSBORN,  M.D. 

Pacific  Medical  Center 

NO  FEE 


March  22,  1971  f March  26,  1971 

9:00  a.m.-2:30  p.m.,  Monday  / Friday 

Columbia  University  P & S 

St.  Luke’s  Hospital  Center 
Amsterdam  Avenue  and  1 14th  Street 

RECENT  ADVANCES  IN  GENERAL  SURGERY 

J.  P.  WEST,  M.D.  and  staff  of 
St.  Luke’s  Hospital  Center 

FEE:  $150  (Residents  $75) 


March  22,  1971  j March  24,  1971 
New  York  Academy  of  Sciences 

Waldorf-Astoria  Hotel — Jade  Room 
Park  Avenue  and  50th  Street 

CHEMISTRY  OF  SELENIUM  AND 
TELLURIUM  COMPOUNDS 


Y.  OKAMOTO,  M.D. 

New  York  University 
W.  C.  COOPER,  M.D. 

Noranda  Research  Centre,  Pointe  Claire,  Quebec 
W.  H.  H.  GUNTHER,  M.D. 

Xerox  Corporation,  Webster,  N.Y. 


March  22,  1971  and  March  29,  1971 

3:30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

March  22 

Functionally  Abnormal  Hemoglobins 

RALPH  ZALUSKY,  M.D. 

Mount  Sinai  School  of  Medicine 

March  29 
Acromegaly 

SEYMOUR  GLICK,  M.D. 

Coney  Island  Hospital 


TUESDAY,  MARCH  23 

9 : 00  p.m. 

Bronx  Surgical  Society 

Mayer’s  Parkway  Restaurant 

233rd  Street  and  Bronx  River  Parkway 

Bronx 

DUPLICATIONS  OF  THE  COLON 

PAUL  J.  DEVLIN,  M.D. 

St.  Elizabeth’s  Hospital 


WEDNESDAY,  MARCH  24 

3  : 00-6  : 00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Obstetrics  and  Gynecology 

2 East  1 03rd  Street 

OBJECTIVE  EVALUATION  AND  MANAGEMENT 
OF  LABOR 

Part  I Evaluatio'n  of  Labor 

Part  II  Principles  of  Management 

Part  III  Discussion — Questions,  sample  cases 

EMANUEL  A.  FRIEDMAN,  M.D. 

Harvard  Medical  School 

CREDIT.  C-1 


4  : 00-5  : 00  p.m. 

Flushing  Hospital  and  Medical  Center 

44-14  Parsons  Boulevard 
Flushing 

Pediatric  Guest  Lecture 

URINARY  REFLUX 

SELWYN  B.  LEVITT,  M.D. 

Albert  Einstein  College  of  Medicine 


8 : 30  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

Blumenthal  Auditorium,  Mount  Sinai  Hospital 
Fifth  Avenue  and  1 00th  Street 
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The  Nathan  Rosenthal  Hematology  Seminar 

DNA  AND  RNA  TUMOR  VIRUSES 

SOL  SPIEGELMAN,  Ph.D. 

Columbia  University  P & S 

NO  FEE 


8 : 30  p.m. 

Association  for  the  Advancement 
of  Psychoanalysis 

Carnegie  International  Center 
345  Eost  46th  Street 

19th  Annual  Karen  Harney  Lecture 

YOUTH  AS  A "NEW”  STAGE  OF  LIFE 

KENNETH  KENNISTON,  Ph.D. 

Yale  School  of  Medicine 


March  25,  1971  & March  26,  1971 

9:00  a.m.-5:00  p.m.,  Thursday  & Friday 

American  Academy  of  Compensation  Medicine 

New  York  University  Medical  Center 
550  First  Avenue 

MEDICAL  ASPECTS  OF  WORKMEN’S 
COMPENSATION 

Thursday 

1.  The  Ear  in  Industry 

MORTON  1.  GUTKIN,  M.D.,  Moderator 
Manhattan  Eye,  Ear  and  Throat  Hospital 
'(a)  Introduction  to  Problems  of  Hearing  Loss 
WILLIAM  F.  ROBBEH,  M.D. 

Manhattan  Eye,  Ear  and  Throat  Hospital 

(b)  An  Industrial  Noise  Problem 
EDWARD  C.  RILEY,  M.D. 

University  of  Rochester  Medical  Center 

(c)  The  Claimant  with  Hearing  Loss — 

Problems  of  Medico-Legal  Evaluation  and  Adjudication 
ABRAHAM  I.  GOLDNER,  M.D. 

Queens  Hospital  Center 

(d)  Legal  Aspects 

HERBERT  S.  HOLLENDER,  ESQ. 

N.Y.  Workmen’s  Compensation  Board 

2.  Cardiovascular  Problems  in  Compensation 
Medicine 

IRVING  S.  WRIGHT,  M.D.,  Moderator 
Cornell  University  Medical  College 

(a)  Arterial  Disease  in  Compensation  Medicine 
ANTHONY  M.  IMPERATO,  M.D. 

University  Hospital 

(b)  Venous  Disease  in  Compensation  Medicine 
LESTER  BLEM,  M.D. 

Beekman-Downtown  Hospital 

(c)  Acute  Myocardial  Infarction  and  Myocardial 
Infarction  Occurring  60  Days  After  an  Accident 
or  Exposure  to  Unusual  Stress 

NICHOLAS  P.  DePASQUALE,  M.D. 

Lenox  Hill  Hospital 

(d)  Legal  Aspects 
GEORGE  CHOLET,  ESQ. 

The  College  of  Insurance,  N.Y.C. 

Friday 

1.  Rehabilitation  of  the  Injured  or  III  Worker 

LEWIS  DICKAR,  M.D.,  Moderator 

New  York  State  Workmen’s  Compensation  Board 

(a)  Amputations  and  Revisions 

GEORGE  TRUCHLY,  M.D. 

University  Hospital 


(b)  Reconstructive  Plastic  Surgery  of  the  Face 
and  its  Relationship  to  the  Rehabilitation  Process 
JOHN  M.  CONVERSE,  M.D. 

LAWRENCE  D.  BELL,  Professor 
N.Y.U.  School  of  Medicine 

(c)  Rehabilitotion  of  the  Worker  who  has  Undergone  Surgery 
JOSEPH  B.  ROGOFF,  M.D. 

Beth  Israel  Medical  Center 

(d)  Socio-Psychological  Aspects  of  Rehabilitation 
of  the  Injured  or  III  Worker 

JAMES  V.  CUFF,  Industriol  Psychologist 
Reed,  Cuff  and  Associates,  N.Y.C. 

(e)  Vocational  Aspects  of  Rehobilitation 
MISS  JANET  PINNER 

New  York  State  Employment  Service,  N.Y.C. 

2.  Case  Reports  Illustrating  Important  Principles 
in  Compensation  Medicine 

IRVIN  KLEIN,  M.D.,  Moderator 

New  York  Stote  Workmen’s  Compensotion  Board 

(a)  Cardiology 
ARTHUR  MASTER,  M.D. 

The  Mount  Sinai  Hospital 

(b)  Orthopedic  Surgery 

T.  CAMPBELL  THOMPSON,  M.D. 

Hospital  for  Special  Surgery 

(c)  General  Surgery 
GEORGE  M.  SAYPOL,  M.D. 

University  Hospital 

(d)  Internal  Medicine 
MAXWELL  L.  GELFAND,  M.D. 

New  York  Infirmary 

(e)  Law 

SAMUEL  POPISH,  ESQ.  and  MISS  ANNE  M.  POWELL,  ESQ. 
Workmen’s  Compensation  Bar  Association 

NO  FEE  CREDIT:  C-1 


THURSDAY,  MARCH  25 

8 : 00  p.m. 

The  Brooklyn  Neurological  Society 
Downstate  Medical  Center 

Basic  Science  Building 
450  Clarkson  Avenue 
Brooklyn 

NEUROLOGICAL  COMPLICATIONS  OF  THE  PILL 

DANIEL  S.  FELDMAN,  M.D.,  Moderator 
Downstate  Medical  Center 
HERBERT  S.  KUPPERMAN,  M.D. 

MICHELINE  MACCARIO,  M.D. 

ROBERT  KIMBALL,  M.D. 

N.Y.U.  School  of  Medicine 

CREDIT:  C-1 


SATURDAY,  MARCH  27 

9:00  a. m.— 4:00  p.m. 

The  Section  on  Continuing  Postgraduate  Education 
of  the  Division  of  Pulmonary  Medicine, 

Long  Island  Jewish  Medical  Center 

Queens  Hospital  Center  Affiliation  Auditorium- 

School  of  Nursing 

82-68  164th  Street,  Jamaica 

Auditorium— School  of  Nursing 
82-68  164th  Street,  Jamaica 

A SYMPOSIUM  ON  THE  NEWER  VOLUME 
CYCLED  RESPIRATORS 

FEE:  $10  (Advance  Registration  required) 

Write:  NATHAN  SERIFF,  M.D.,  at  the  above  address 
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SUNDAY,  MARCH  28 

9:00  a.m.-4:00  p.m. 

The  Institute  of  Forensic  Medicine  of 
New  York  University  and  the  City  of  New  York, 
the  Dental  Society  of  the  State  of  New  York  and 
the  Medical  Society  of  the  State  of  New  York 

Office  of  Chief  Medical  Examiner 
.520  First  Avenue 

THE  FIRST  SYMPOSIUM  ON  FORENSIC 
MEDICINE 

Topics: 

1.  The  Institute  of  Legal  Medicine 

MILTON  HELPERN,  M.D.,  Chief  Medical  Examiner,  N.Y.C. 

2.  Dental  Identification  and  Historical  Case  Study 

LESTER  L.  LUNTZ,  D.D.S. 

Connecticut  State  Police  Surgeon,  Hartford 

3.  Examination  and  Evaluation  of  Dental  Evidence 

DAVID  B.  SCOTT,  D.D.S.,  Dean 

Case  Western  Reserve  University  School  of  Dentistry 

4.  Photography  of  Evidence 

JAMES  W.  HELBROCK,  Lieutenant 
New  York  City  Police  Department 

5.  Principles  of  Investigation  of  a Mass  Disaster 

JOSEPH  M.  LYNCH,  Captain 
New  York  City  Police  Department 

6.  Battered  Child  Syndrome 

JOHN  F.  DEVLIN,  M.D. 

First  Deputy  Chief  Medical  Examiner,  N.Y.C. 

7.  Problems  Involving  the  Heroin  Addict 

MICHAEL  M.  BADEN,  M.D. 

Deputy  Chief  Medical  Examiner,  N.Y.C. 

8.  Organization  of  the  Specialty  of  Forensic 
Odontology 

ROBERT  C.  BOYERS,  Lt.  Col. 

U.S.  Army  Dental  Corps 

9.  Optional  Medicolegal  Autopsy  Demonstrations 

(during  lunch  break) 

10.  Investigation  of  a Bombing  Case 

ELLIOT  M.  GROSS,  M.D. 

Chief  Medical  Examiner,  Office  of  Medicolegal  Investigation, 
Connecticut 

11.  Cases  of  Significant  Teaching  Value 

LOWELL  J.  LEVINE,  D.D.S.,  Consultant  in  Forensic  Dentistry, 
Medical  Examiner’s  Office 

12.  The  Hay  Murder  Case  (Bite  Mark  Investigation) 

SORREN  KEISER-NIELSEN,  D.D.S.,  Formerly  Chief, 

Department  of  Forensic  Odontology 

Royal  Dental  College,  Copenhagen,  Denmark 

NO  FEE  (Advance  Registration  Required) 

Write:  LOWELL  J.  LEVINE,  D.D.S.,  Consultant  in  Forensic 

Dentistry,  Office  of  Chief  Medical  Examiner, 

520  First  Avenue,  New  York,  N.Y.  10016 


MONDAY,  MARCH  29 

4 : 00  p.m. 

State  University  of  New  York 
Downstate  Medical  Center 

First  Floor  Lecture  Hall,  Basic  Science  Building 

450  Clarkson  Avenue 

Brooklyn 


Annual  Robert  A.  Moore  Lecture 

EVOLUTION  OF  CONCEPTS  OF  ATHEROGENESIS 

ROBERT  H.  MORE,  M.D. 

McGill  University,  Montreal,  Canada 


TUESDAY,  MARCH  30 

8 : 00  p.m. 

The  Brooklyn  Dermatologic  Society 
Downstate  Medical  Center 

Lecture  Hall  ^1 

Clarkson  Avenue  at  New  York  Avenue 
Brooklyn 

STATED  MEETING 


8 : 30  p.m. 

The  New  York  Psychoanalytic  Society 

247  East  82nd  Street 

OF  MUSIC,  MAGIC  AND  MYSTERY— STUDIES 
IN  ADOLESCENT  SYNTHESIS 

HENRY  ROSNER,  M.D. 


NEW  YORK  CITY  FUTURE  EVENTS 


THURSDAY,  APRIL  1 

4 : 00-5  : 00  p.m. 

Columbia  Presbyterian  Medical  Center 

Alumni  Auditorium 
630  West  168th  Street 

24th  Gibson  Lecture 

HEPATITIS  AND  HEPATITIS  ANTIGEN(s) 

DAVID  J.  GOCKE,  M.D. 

Presbyterian  Hospital 


May  6,  1971  and  May  7,  1971 
The  New  York  Eye  and  Ear  Infirmary 

Forty-Fourth  Annual  Clinical  Conference 

OPHTHALMOLOGY  1971  will  be  held  at  the 
Biltmore  Hotel,  New  York  City 

Included  will  be  the  following  symposia; 

Cataract  Surgery,  Pediatric  Ophthalmology, 

Glaucoma,  Fluorescein  Angiography  and 
Treatment  of  Lesions  at  the  Posterior  Pole; 
and  Selected  Free  Paper. 

OTOLARYNGOLOGY  1971  will  be  held  at 
The  New  York  Eye  and  Ear  Infirmary 

Featured  topics  will  include;  Intelectron, 

Tympanometry,  Otoplasty,  Microlaryngeal  Surgery, 
Septoplasty,  Immunology,  Facial  Nerve  Injuries; 
and  Tympanoplasty. 

For  Program  and  Information,  please  write: 

JANE  STARK,  Registrar,  Alumni  Association, 

New  York  Eye  and  Ear  Infirmary,  310  East  14th  Street, 

New  York,  N.Y.  10003 
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Afternoon  Program 


May  17,  1971  / May  21,  1971 

Albert  Einstein  College  of  Medicine 
Department  of  Radiology 
1 300  Morris  Park  Avenue 
Bronx 

POSTGRADUATE  COURSE  IN  CHEST  RADIOLOGY 

Write:  MILTON  ELKIN,  M.D.,  Professor  ond  Chairman, 

Radiology,  at  the  above  address. 


THURSDAY,  MAY  27 

Clinical  Society  New  York  Diabetes  Association 
Eighth  Annual  Prize  Essay  Contest 

DIABETES  MELLITUS 

NOTE:  Prize  winning  papers  will  be  presented  on  above  dote. 

Entries  must  be  received  by  the  Research  Committee 
not  later  than  April  1. 

Address:  104  East  40th  Street,  New  York,  N.Y.  10016 

Tel.  (212)  OX  7-7760. 


ALBANY  FUTURE  EVENT 

April  30,  1971  / May  20,  1971 

The  Department  of  Postgraduate  Medicine 
Albany  Medical  College  of  Union  University 

MEDICAL  SEMINAR  CRUISE  TO  THE 
MEDITERRANEAN 
, (Aboard  the  "Raffaello") 

Ports  of  coll  include  Casablanca,  Naples,  Genoa,  Cannes, 
Borcelona  and  Lisbon 

Write:  WILLIAM  P.  NELSON,  III,  M.D. 

Department  of  Postgraduate  Medicine 
Albany  Medical  College 
Albany,  New  York  1 2208 


BUFFALO  AREA 


THURSDAY,  MARCH  18 

8:45  o.m.  Registration 

State  University  of  New  York  at  Buffalo 
School  of  Medicine 

Statler  Hilton  Hotel 
Embassy  Room 

A DAY  IN  CLINICAL  GASTROENTEROLOGY 
(Honoring  A.  H.  AARON,  M.D.) 

1.  Whipple’s  Disease 

JULIAN  M.  RUFFIN,  M.D. 

Durham,  North  Carolina 

2.  Peptic  Ulcer  Disease 

(a)  Gastric  Stasis,  A Cause  of  Gastric  Ulcer 
LESTER  R.  DRAGSTEDT,  M.D. 

Gainesville,  Florida 

(b)  Hormonal  Relationships 
ANDREW  C.  IVY,  M.D. 

Chicago,  Illinois 

(c)  Role  of  Radiation  Therapy 
WALTER  L.  PALMER,  M.D. 

Chicago,  Illinois 


1.  Functional  and  Diagnostic  Implication 
of  Cholestasis 

HANS  POPPER,  M.D. 

New  York,  N.Y. 

2.  Colon  Disorders 

(a)  Granulomatous  Colitis 
BURRILL  B.  CROHN,  M.D. 

New  York,  N.Y. 

(b)  Management  of  the  Seriously  III  Patient  with  Ulcerative  Colitis 
J.  ARNOLD  BARGEN,  M.D. 

Riverside,  Colifornia 

(c)  Functional  Colonopathies 
HENRY  C.  BOCKUS,  M.D. 

Philadelphia,  Pa. 

CREDIT:  C-1 


March  18,  1971  and  March  25,  1971 

7 : 30-9 : 30  p.m.,  Thursdays 

State  University  of  New  York  at  Buffalo 
Sisters  of  Charity  Hospital 
Palmer  Hall 

CARDIAC  CLINICS  AND  PHYSICAL 
EXAMINATION  OF  THE  CARDIAC  PATIENT 

March  18 

Auscultation 

March  25 

Auscultation — The  Second  Heart  Sound 

WHAT  GOES  ON  will  publish  notices  of  the  individual  Thursday 
lectures  in  appropriate  issues. 

FEE:  $10  CREDIT:  C-1 

Write:  Continuing  Medical  Education,  Main  Street  Division — 

School  of  Medicine,  State  University  of  New  York  at  Buffalo,  2211 
Main  Street,  Buffalo,  N.Y.  14214.  Tel.  (71  6)  831-5526. 


FRIDAY,  MARCH  26 

8:15  a.m.  Registration 

State  University  of  New  York  at  Buffalo 
School  of  Medicine 

Meyer  Memorial  Hospital  Auditorium 

NEUROLOGY  AND  THE  GENERAL  PHYSICIAN 

1.  Thyroid  Disease  and  the  Neurologist 

B.  H.  SMITH,  M.D. 

2.  Neurological  Aspects  of  Diabetes 

M.  S.  MEGAHED,  M.D. 

3.  Remote  Effects  of  Carcinoma  on 
the  Nervous  System 

R.  E.  SCHLAGENHAUFF,  M.D. 

4.  Collagen  Disease  and  the  Nervous  System 

G.  A.  ALFANO,  M.D. 

5.  Demonstration  of  Patients  with 
Neurological  Disease 

B.  H.  SMITH,  M.D. 

Afternoon  Program 

1.  Transient  Disturbances  of  Consciousness 

F.  L.  McNAUGHTON,  M.D. 

McGill  University,  Canada 
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2.  Neurogenetics  and  the  Practitioner 

R.  J.  ZWIRECKI,  M.D. 

3.  Panel  Discussion  of  Selected  Patients 

The  above  speakers 

FEE:  $30  CREDIT:  C-1 


TELEPHONE  LECTURE  NETWORK 


The  School  of  Medicine  presents  various  programs  via  the  facilities 
of  the  Telephone  Lecture  Network  of  the  Regional  Medical  Program  for 
Western  New  York.  The  Network  covers  the  counties  of  Erie,  Niagara, 
Genessee,  Wyoming,  Chautauqua,  Cattaragus  and  Allegany  in  New 
York  State  and  Erie  County  and  McKeen  County  in  the  Commonwealth 
of  Pennsylvania.  There  are  55  hospital-outlets. 

Programs  are  presented  in  three  series: 

1 . A weekly  series  of  general  interest  considered  useful  to  all  physi- 
cians presented  at  11:30  a.m.  on  Tuesdays; 

2.  The  monthly  Pediatrics  Conference  from  Children’s  Hospital  spon- 
sored by  the  Department  of  Pediatrics  and  presented  on  the  second 
Friday  of  each  month  under  the  direction  of  Thomas  Aceto,  Jr.,  M.D.;  and 

3.  The  monthly  series  on  trauma  sponsored  by  the  Division  of  Ortho- 
pedic Surgery,  Department  of  Surgery,  and  presented  on  the  fourth 
Thursday  of  each  month  under  the  direction  of  Eugene  R.  Mindell,  M.D. 

4.  A new  monthly  series  on  Cancer  sponsored  by  the  Roswell 
Park  Memorial  Institute  and  presented  on  the  third  Wednesday  of 
each  month  under  the  direction  of  Gerald  P.  Murphy,  M.D. 

5.  A new  series  sponsored  by  the  Department  of  Psychiatry 
and  the  Buffalo  State  Hospital  to  be  presented  under  the  direction 
of  Dr.  Yoosuf  A.  Haveliwala  on  the  fourth  Wednesday  at  1 1 : 00  a.m. 

For  further  information,  please  contact  Continuing  Medical  Education, 
2211  Main  Street,  Buffalo,  N.Y.  14214.  Tel.  (716)  831-5526. 


State  University  of  New  York 
at  Buffalo 

2211  Main  Street 
Buffalo,  N.Y.  14214 
Tel.  (716)  831-5526 

SCHEDULE  FOR  WINTER-SPRING  1971 

April  1 and  2 
Acute  Medicine 

J.  LAURIA,  M.D. 

Hotel  Statler  Hilton 

April  5,  6 and  7 

Pediatric  Nephrology 

M.  RUBIN,  M.D. 

April  30  and  May  1 

Thirty-Fourth  Annual  UB  Alumni  Spring  Clinical 
Days;  Basic  Science  as  it  Applies  to  Clinical 
Medicine 

L.  GOLDEN,  M.D. 

Hotel  Statler  Hilton 

May  1 1 

Founders’  Day  Dinner 

125th  Anniversary  Year  of  the  School  of 

Medicine 

May  10,  1 1 and  12 

Clinically  Oriented  Documentation  of  Laboratory 
Data 

E.  GABRIELI,  M.D. 

Hotel  Statler  Hilton 

May  1 3 and  1 4 

Planning  and  Organizing  A Halfway  House 

J.  ZUSMAN,  M.D. 

Hotel  Statler  Hilton 


May  19,  20,  21  and  22 

Immunologic  Concepts  of  Hypersensitivity  in  Man 
(With  American  College  of  Physicians) 

C.  ARBESMAN,  M.D. 

Hotel  Statler  Hilton 

June  3,  4 and  5 

Health  Data  Network  of  Western  New  York 

E.  GABRIELI,  M.D. 

Hotel  Statler  Hilton 

June  7-1 1 

Refresher  Seminar  in  Pediatrics 
SPRING,  1971 

Modern  Concepts  of  Coronary  Care 

Write  to  Continuation  Education  at  above  address  far  full  programs. 


CLIFTON  SPRINGS 


MONDAY,  MARCH  22 

7 : 00-9 : 00  p.m. 

Clifton  Springs  Hospital  and  Clinic 

DRUG  ABUSE  PROGRAM  FOR  HEALTH 
PROFESSIONALS 

WARREN  E.  PORTER,  M.D.,  Chairman 

1.  History  and  Pharmacology  of  Drugs 

HAROLD  BORGSTEDT,  M.D. 

University  of  Rochester 

2.  Diagnosis  and  Treatment  of  Drug  Abusers 

JOSEPH  ASIN,  M.D. 

Newark- Wayne  Community  Hospital 


NASSAU  COUNTY 


WEDNESDAY,  MARCH  17 

9 : 00  a.m. 

Mercy  Hospital 

MacArthur  Hall 

1000  North  Village  Avenue 

Rockville  Centre 

MODERN  THERAPY  OF  ARRHYTHMIAS 

RONALD  S.  PENNOCK,  M.D. 

Hahnemann  Medical  College  and  Hospital 

CREDIT:  C-1 


March  18,  1971  and  March  25,  1971 

11:30  a.m.,  Thursdays 

Nassau  County  Medical  Center 

Radiology  Research  and  Auditorium 
Hempstead  Turnpike  and  Carman  Avenue 
East  Meadow 

PEDIATRIC  POSTGRADUATE  PROGRAM 
March  18 

Transplacental  Fetal  Hazards 

SIDNEY  Q.  COHLAN,  M.D. 

N.Y.U.  School  of  Medicine 
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March  25 

The  Role  of  the  Pediatrician  in  Sex  Education 

ALFRED  L ABRAMS,  M.D. 

Methodist  Hospital 

CREDIT:  C-1 


OSWEGO  COUNTY  FUTURE  EVENT 


WEDNESDAY,  MAY  5 

8 : 30  a.m.-4  : 00  p.m. 

Central  New  York  Regional  Medical  Program, 
Oswego  County  Medical  Society  and  the 
American  Cancer  Society  Oswego  County  Unit 

Hotel  Pontiac 
West  First  Street 

SYMPOSIUM  ON  CANCER  OF  THE  COLON 
AND  RECTUM 

1.  Malignant  and  Non-Malignant  Reasons 
for  Ostomies 

DANIEL  BURDICK,  M.D.,  and  RICHARD  D.  EBERLE,  M.D. 

2.  Diagnosis  through  Proctosigmoidoscopic 
Examination 

JOHN  H.  POWERS,  M.D. 

3.  Enterostomal  Therapy 

WILMA  ROTHSTEIN,  E.T.  ond 
EMILY  TRIGGS,  R.N. 

4.  Rehabilitation  of  the  Patient  after 
Cancer  Surgery 

J.  HERBERT  DIETZ,  M.D. 

FEE;  $4  (includes  luncheon)  CREDIT:  C-1 


RENSSELAER  COUNTY 


TUESDAY,  MARCH  23 

8 : 00  p.m. 

Rensselaer  County  Academy  of  Medicine 

St.  Mary's  Hospital 
Troy 

DIAGNOSIS  AND  CURRENT  THERAPY 
IN  DRUG  ABUSE 

HENRY  BRILL,  M.D. 

Pilgrim  State  Hospital 

CREDIT:  C-1 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON”  ore  being  offered 
at  less  than  cost.  The  $3.00  one-year  subscription 
rate  guarantees  you  22  issues  mailed  first  class  in 
advance  of  the  New  York  State  Journal  of  Medicine. 
Write  or  call  the  Editor  for  an  order  blank. 


ROCHESTER  AREA  FUTURE  EVENTS 


April  22,  1971  and  April  23,  1971 

The  University  of  Rochester  School 
of  Medicine  and  Dentistry 
Department  of  Pediatrics 

260  Crittenden  Boulevard 
A Postgraduate  Course  on 

BEHAVIORAL  PROBLEMS  OF  ADOLESCENCE 

For  further  information,  please  contact: 

Rochester  Regional  Health  and  Hospital  Council, 

Post  Office  Box  348,  Rochester,  N.Y.  14602 

CREDIT:  C-1 


THURSDAY,  APRIL  29 
The  Rochester  Ophthalmological  Society 

‘University  Club 

Albert  C.  Snell  Memorial  Lecture 

SOME  DISTURBANCES  OF  THE  RETINAL 
PIGMENT  EPITHELIUM 

EDWARD  W.  D.  NORTON,  M.D. 

University  of  Miomi  School  of  Medicine 

* There  will  be  on  afternoon  clinical  session  at  the  University  of 
Rochester  Medical  Center.  On  Friday,  April  30,  the  session  will 
include  the  following  guest  lecturers:  GERALD  B.  KARA,  M.D., 

ALEX  E.  KRILL,  M.D.,  and  MYRON  YANOFF,  M.D. 


EARLY  MARCH  MEETINGS  RECEIVED 
AFTER  DEADLINE 


March  1,  1971  / March  5,  1971 
N.Y.U.  Medical  Center 

550  First  Avenue 
Symposium  on 

ARTHRITIS  AND  RELATED  DISORDERS 

EDWARD  C.  FRANKLIN,  M.D.,  Program  Director 
Specific  topics  to  be  discussed  include 

1.  Immunology  and  Inflammation 

2.  Connective  Tissue  and  Cartilage 

3.  Infectious  Agents  in  Arthritis 

4.  Rheumatoid  Arthritis  and 
Systemic  Lupus  Erythematosus 

5.  Orthopedic  Conference 

6.  Gout  and  Uric  Acid  Metabolism 

7.  Streptococcal  Infections  and  their  Sequelae 

FEE:  $150  CREDIT:  C-1 


WEDNESDAY,  MARCH  10 

8 : 00  p.m. 

Psychoanalytic  Clinic  for  Training  and  Research 
Columbia  University 

722  West  168th  Street 

PSYCHOANALYSIS  AND  SCIENTIFIC  INQUIRY: 
THE  FUTURE  OF  AN  ILLUMINATION 

PETER  H.  KNAPP,  M.D. 

Fifth  Annual  John  B.  Turner  Lecturer 
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OTHER  STATES 


CALIFORNIA 


May  3,  1971  / May  6,  1971 

The  American  College  of  Obstetricians 
and  Gynecologists 

Civic  Auditorium 
San  Francisco 

NINETEENTH  ANNUAL  CLINICAL  MEETING 

Contact:  DONALD  F.  RICHARDSON,  79  West  Monroe  Street, 

Chicago,  Illinois  60603 


May  17,  1971  / May  19,  1971 
American  Cancer  Society 

Century  Plaza  Hatel 
Los  Angeles 

SECOND  NATIONAL  CONFERENCE  ON 
BREAST  CANCER 

NO  FEE  Preregistration  requested 

Write:  ESTER  KELLEY,  Professional  Education,  American  Cancer 

Society,  219  East  42nd  Street,  N.Y.,  N.Y.  10017 


MASSACHUSETTS 


July  12-23,  1971 

Massachusetts  Institute  of  Technology 

Cambridge 

2 -week  Elementary  Course  in 

DESIGN  AND  ANALYSIS  OF  SCIENTIFIC 
EXPERIMENTS 

Write:  Director  of  the  Summer  Session, 

Room  El  9-356,  at  the  above  address. 


NEW  JERSEY 


MONDAY,  MARCH  22 

9:30  a.m.-3:00  p.m. 

The  Catholic  Welfare  Bureau  Guidance  Clinic 

Scott  Hall,  Rutgers  University 
New  Brunswick 

LEARNING  DISABILITIES;  FROM  PROBLEM 
IDENTIFICATION  TO  PROGRAM 
IMPLEMENTATION 

ARNOLD  P.  GOLD,  M.D. 

Columbia  University  P & S 
HOWARD  MILLMAN,  Ph.D. 

The  Children’s  Village,  Dobbs  Ferry,  N.Y. 

Pre-registration  required — Write:  Symposium,  Box  126,  North 

Branch,  N.J.  08876,  or  call:  (201)722-8222. 


WEDNESDAY,  APRIL  28 

8 : 30  a.m. 

The  Cystic  Fibrosis  Club 

Marlbarough-Blenheim  Hotel 
Atlantic  City 

TWELFTH  ANNUAL  MEETING 

MIMI  M.  BELMONTE,  M.D.,  Secty.,  Cystic  Fibrosis  Club, 
Montreal  Children’s  Hospital,  2300  Tupper  Street,  Room  442, 
Montreal  130,  P.Q.,  Canada 


April  29-May  1,  1971 

American  Society  for  Clinical  Pharmacology 
and  Therapeutics 

Howard  Johnson's  Motor  Lodge 
Atlantic  City 

72nd  ANNUAL  MEETING 

RICHARD  T.  SMITH,  M.D.,  Secty.,  1718  Gallagher  Road, 
Norristown,  Pa.  19401 


PHYSICIANS’  PLACEMENT 


ELMIRA,  N.Y.,  Chemung  County.  Specialists  in  Anesthesiology,  Pediatrics 
and  EENT. 

CONTACT:  WILLIAM  K.  NOWILL,  M.D.,  Pres.,  Medical  Staff,  Arnot- 
Ogden  Memorial  Hospital,  Roe  Avenue,  Elmira,  N.Y.  14901.  Tel. 
(607)  734-5221. 


FORT  COVINGTON,  N.Y.,  Franklin  County.  Two  physicians  wanted 
for  new  medical  building. 

CONTACT:  MR.  DONALD  J.  ELLIOTT,  Dir.,  Personnel  Recruitment, 

Salmon  River  Medical  Center,  Inc.,  Fort  Covington,  N.Y.  1 2937 


FULTON,  N.Y.,  Oswego  County.  G.P. 

CONTACT:  MR.  LOUIS  C.  BROWN,  Adm.,  Lee  Memorial  Haspital, 
Fulton,  N.Y.  1 3069 


FULTON,  N.Y.,  Oswego  County.  G.P.’s. 

CONTACT:  MR.  J.  H.  GILLIS,  The  Nestle  Company,  Inc.,  Fulton,  N.Y. 
13069 


GALWAY,  N.Y.,  Saratoga  County,  G.P. 

CONTACT:  MR.  DAVID  GEARHART,  R.D.  #1,  Galway,  N.Y.  12074 


GENESEO,  N.  Y.,  Livingston  County.  Internist  and/or  a Pediatrician  to 
help  form  a group  practice. 

CONTACT:  RALPH  C.  PARKER,  M.D.,  University  of  Rochester  Medical 
Center,  260  Crittendon  Blvd.,  Rochester,  N.Y.  14620.  Tel  (716) 
275-4540. 
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Helps  relieve  excessive  psychic  tension 
and  associated  depressive  symptoms.  Useful 
when  somatic  complaints  ai'e  concomitants  of 
emotional  factors. 

Calming-  effect  is  usually  prompt  and 
pronounced. 

Seldom  dulls  the  senses  or  interferes  with 
function:  howevei",  patients  should  be  warned 
against  en^aginf>‘  in  hazardous  occupations 
re(]uirinf>- complete  mental  alertness. 

Generally  well  tolerated;  most  common 
side  effects  have  been  drowsiness,  fati^rue  and 
ataxia. 

Minimal  effects  on  i-espii-ation,  pulse  or 
heart  I’ate;  hyix)tension  has  been  encountered 
infrequently. 

Is  used  concomitantly  with  most  classes 
of  primary  medications. 

Flexible  dosajiv:  available  in  2-mf>:,  5-mf>\ 
10-mp-  tablets. 

An  li.s.  dose  added  to  h.i.d.  or  t.i.d.  dosajje 
encoura^res  a jrood  night’s  sleep  when  tension- 
induced  insomnia  is  part  of  the  menopausal 
syndrome. 

Before  prescribinjj.  please  consult  complete 
product  information,  a summary  of  w hich  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomitants  of 
emotional  factors;  psychoneurotic  states 
manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  s.\Tnptoms  or  agitation; 
acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal; 
adjunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathologj',  spasticity 
caused  by  upjier  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  h>’persensiti\ity 
to  the  drug.  Children  under  6 months  of  age. 
Acute  narrow'  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiiing  complete  mental 


alertness.  When  used  adjunctively  in  convulsive 
di.sorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
reciuire  increa.sed  dosage  of  standard 
anticonvulsant  medication;  abrupt  withdrawal 
may  be  as.sociated  w'ith  temporary  increase  in 
frecjuency  and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms 
have  occurrecl  following  abrupt  discontinuance. 
Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy, 
lactation  or  w'omen  of  childbearing  age,  weigh 
potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  consider 
carefully  pharmacoloj^'  of  agents  employed. 
Usual  precautions  indicated  in  patients  severely 
depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions 
in  impaired  renal  or  hepatic  function.  Limit 
dosag'e  to  smallest  effective  amount  in  eldeiiy 
and  debilitated  to  preclude  ataxia  or 
oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hyq)otension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthna,  jaundice,  skin 
rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  unnary  retention, 
blurred  vision.  Paradoxical  reactions  such  as 
acute  h\7)erexcited  states,  anxiety, 
hallucinations,  increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur, 
discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  peiiodic  blood  counts 
and  liver  function  tests  advisable  duiing 
long-term  therapy. 


Roche 

LABORATORIES 


Division  of  Holfmann-La  Roche  Inc 
Nutley.  New  Jersey  07110 


Valium*  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 

useful  in  psychoneurotic  states 
manifested  by  psychic  tension 
with  associated  depressive  symptoms 


o 


Gone  with  the  wind 
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The  gas/acid  group  of  disorders 

“The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.’’* 

Frees  captured  gas. ..neutralizes  free  acid 

Silain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a therapy  your  patients  can  live  with- 
in comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
gastritis  • dyspepsia 

when  the  patient  prefers  the  convenience  of  a tablet,  select 

Silain-Gel®  Tablets: 

when  the  patient  prefers  a liquid,  select 

Silain-Gel®  Liquid 

Also  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
agent  only:  Silain®  (simethicone)  Tablets 

*Slanger,  A.;  Med.  Times  150  (Feb.)  1966. 


Announcing  the“Antgasid“ 

Silain-Gef 

Tablets:  simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
Liquid:  simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 

one  dose  does  both:  frees  captured  gas ...  neutralizes  free  acid 


A.H.  Robins  Company,  Richmond,  Virginia  23220 
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Mylanta 

24  million  hours 

a day* 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


Mylanta' 

#LIOUID/TABLETS 

aluminum  and  magnesium  hydroxides  plus  simethicone 

Good  taste  = patient  acceptance 
Relieves  G.I.gas  distress* 
Non-constipating 

'^with  the  defoaming  action  of  simethicone 


STUART  PHARMACEUTICALSlPasadena,Calif.91109 
Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 
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When  he  eats  too  much,  too  fast,  Gustase 
gets  there  faster  to  relieve  his  functional  in- 
' digestion  and  bloating.  The  secretion  of  gas- 
’ trointestinal  enzymes  may  diminish  with 
s aging,  and  enzyme  supplementation  with 
Gustase  is  a practical  solution  for  digestion 
malfunction.  Uncoated  for  prompt  action,  tri- 
, enzymatic  Gustase  quickly  hydrolyses  the 
i,  troublemakers— starches,  proteins  and  cellu- 
lose. Effective  in  a 3-10  pH  range,  Gustase  is 
uniquely  active  throughout  the  g-i  tract  from 
stomach  through  colon.  And  when  antispas- 
modic  plus  sedative  effects  are  required, 
i Gustase-Plus  provides  dependable  results. 


Each  Gustase  tablet  contains:  Gerilase 
(amylolytic  enzyme)  30  mg.,  Geriprotase  (pro- 
teolytic enzyme)  6 mg.,  Gericellulase  (cellu- 
olytic  enzyme)  2 mg. 

Gustase-Plus:  Gustase  components  plus 
homatropine  methylbromide  2.5  mg.  and 
phenobarbital  8 mg.  (warning:  may  be  habit 
forming).  Side  effects:  Blurring  of  vision  or  dry 
mouth  may  occur.  Contraindications:  Glaucoma, 
renal  disease  & idiosyncrasy  to  phenobarbital. 
Samples  and  literature  from 
Geriatric  Pharmaceutical  Corp. 

Floral  Park,  New  York  1 1001 
Pioneers  in  Geriatric  Research 


Officers 


Medical  Society  of 
the  State  of  Nciu  York 


George  Himler,  M.D.,  New  York 
Walter  Scott  Walls,  M.D.,  Erie 
Edward  Siegel,  M.D.,  Clinton 
John  Edward  Lowry,  M.D.,  Queens 
Carl  Goldmark,  Jr.,  M.D.,  New  York 
Joseph  G.  Zimring,  M.D.,  Nassau 
Thomas  F.  McCarthy,  M.D.,  Bronx 
Albert  M.  Schwartz,  M.D.,  New  York 
George  T.  C.  Way,  M.D.,  Dutchess 
Samuel  Wagreich,  M.D.,  Bronx 


President 

Past-Present 

President-Elect 

Vice-President 

Secretary 

Assistant  Secretary 
Treasurer 

Assistant  Treasurer 
Speaker  i 

Vice-Speaker 


Councilors 

Term  Expires  1972 
Lynn  R.  Callin,  M.D.,  Monroe 
Richard  D.  Eberle,  M.D.,  Onondaga 
Warren  A.  Lapp,  M.D.,  Kings 
Bernard  J.  Pisani,  M.D.,  New  York 

Term  Expires  1973 
John  H.  Carter,  M.D.,  Albany 
George  L.  Collins,  Jr.,  M.D.,  Erie 
Paul  M.  De  Luca,  M.D.,  Broome 
Ralph  S.  Emerson,  M.D.,  Nassau 

Term  Expires  1974 
G.  Rehmi  Denton,  M.D.,  Albany 
Arthur  H.  Diedrick,  M.D.,  Westchester 
Albert  H.  Douglas,  M.D.,  Queens 
Milton  Gordon,  M.D.,  Suffolk 

Trustees 

James  M.  Blake,  M.D.,  Schenectady,  Chairman 
Milton  Helpern,  M.D.,  New  York 
Walter  Scott  Walls,  M.D.,  Erie 
Edward  C.  Hughes,  M.D.,  Onondaga 
Waring  Willis,  M.D.,  Westchester 
Walter  T.  Heldmann,  M.D.,  Richmond 
Joseph  J.  Kaufman,  M.D.,  Wayne 

The  Council  is  composed  of  the  officers,  the  council- 
ors, and  the  chairman  of  the  Board  of  Trustees. 


Headquarters  Staff 

750  Third  Avenue,  New  York,  New  York  10017 
Tel:  212  YUkon  6-5757 

Henry  I.  Fineberg,  M.D., 

Executive  Vice-President  < 

J.  Richard  Burns,  J.D., 

Assistant  Executive  Vice-President 
Director,  Business  Division 

George  W.  Forrest,  Jr.,  Assistant  to  the  , 

Executive  Vice-President  \ 
Gretchen  Wunsch,  Executive  Assistant 

William  Hammond,  M.D.,  Director, 

Division  of  Scientific  Publications  ^ 

Editor,  New  York  State  Journal  of  Medicine  i 

Norman  S.  Moore,  M.D.,  Director, 

Division  of  Scientific  Activities 
Max  N.  Howard,  M.D.,  Director, 

Division  of  Medical  Services  \ 

Guy  D.  Beaumont,  Director, 

Division  of  Public  Affairs 
Samuel  Z.  Freedman,  M.D.,  Director, 

Division  of  Standards  of  Medical  Care 
Harry  D.  Kruse,  M.D.,  Director, 

Division  of  Research  and  Planning 

Legal  Counsel 

William  F.  Martin,  Esq.,  Counsel 

Robert  J.  Bell,  Esq.,  Attorney 

Martin,  Clearwater  & Bell,  355  Lexington 
Avenue,  New  York,  New  York  10017 

Tel:  212  OXford  7-3122 


Authorized  Indemnity  Representative 

Frank  W.  Appleton,  2 Park  Avenue,  New  York, 
New  York  10016  Tel:  212  MUrray  Hill  4-3211 


622  New  York  State  Journal  of  Medicine  / March  15.  1971 


When  Preventing  Constipation 
is  a Concern . . . 


Surfak  prevents  constipation: 

■ naturally 

. . . without  bowel  distention 
. . . without  adding  sodium 
to  the  system 

. . . without  requiring  unusual 
intake  of  water 

■ conveniently— one  240  mg. 

capsule  per  day 

■ economically— costs  less  per 

effective  daily  dose 

Supplied:  Bottles  of  15,  100  (FSN  6505-926-8844)  and 
1 000  (FSN  6505-890-1 627)  and  Unit  Dose  1 0O's  (10x10 
strips). 


’based  on  actual  drug  store  survey  of  prescribed  dosages 


PHARMACEUTICAL  CO. 
Somerville,  N.J.  08876  U.S.A. 


HOECHST 


SUIFaK 

dioctyl  calcium  sulfosuccinate 

(stool  softener) 
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Month  in  Washington 


President  Nixon  promised  that  every  effort  will  be 
made  to  keep  bureaucracy  at  a minimum  in  connection 
with  his  new  over-all  national  health  program  even  be- 
fore he  disclosed  its  details. 

. . We  do  not  want  the  doctors  and  those  in  the  medi- 
cal profession  to  be  smothered  under  a whole,  huge 
bureaucracy  and  under  a great  pile  of  government 
forms,”  he  said  in  a speech  at  the  20th  annual  meeting 
of  the  American  College  of  Cardiology  prior  to  his  accep- 
tance of  the  College’s  1971  Humanitarian  Award. 

Nixon  said  he  recognized  that  there  is  no  program  for 
medical  care  that  would  be  good  for  the  patient  unless 
it  is  supported  by  physicians  and  has  the  cooperation  of 
the  medical  profession. 

“So  we  want  your  advice,  we  want  your  cooperation, 
we  want  to  work  together  with  you  in  developing  a pro- 
gram that  will  do  what  is  needed  to  be  done  and  do  the 
best  for  our  patients,  your  patients,  but  also  that  will 
enable  you  to  meet  your  responsibilities  as  unhampered 
as  is  possible  by  Federal  bureaucracy,  red  tape,  and  the 
like,”  he  said. 

“That  is  our  objective  and  I will  simply  say  . . . that  as 
this  debate  goes  on  through  the  year  that  I know  that  we 
will  have  your  cooperation. 

“I  know  the  dedicated  men  and  women  that  are  in  this 
profession.  And  I can  assure  you  that  we  will  listen. 
We  want  your  advice  because,  as  I said  in  the  state  of 
the  union  message,  we  have  one  great  goal.” 

In  the  state  of  the  union  message,  the  President  said; 

As  a fourth  great  goal,  I will  offer  a far-reaching 
set  of  proposals  for  improving  America’s  health  care 
and  making  it  available  more  fairly  to  more  people. 

I will  propose; 

A program  to  insure  that  no  American  family  will 
be  prevented  from  obtaining  basic  medical  care  by  in- 
ability to  pay. 

I will  propose  a major  increase  in  and  redirection 
of  aid  to  medical  schools,  to  greatly  increase  the  num- 
ber of  doctors  and  other  health  personnel. 

Incentives  to  improve  the  delivery  of  health  services, 
to  get  more  medical  care  resources  into  those  areas 
that  have  not  been  adequately  served,  to  make  greater 
use  of  medical  assistants,  and  to  slow  the  alarming  rise 
in  the  costs  of  medical  care. 

New  programs  to  encourage  better  preventive  medi- 
cine, by  attacking  the  causes  of  disease  and  injury,  and 
by  providing  incentives  to  doctors  to  keep  people  well 
rather  than  just  to  treat  them  when  they  are  sick. 

I will  also  ask  for  an  appropriation  of  an  extra  $100 
million  to  launch  an  intensive  campaign  to  find  a cure 
for  cancer,  and  I will  ask  later  for  whatever  additional 
funds  can  effectively  be  used.  The  time  has  come  in 
America  when  the  same  kind  of  concentrated  effort 
that  split  the  atom  and  took  man  to  the  moon  should 
be  turned  toward  conquering  this  dread  disease.  Let 
us  make  a total  national  commitment  to  achieve  this 
goal. 

America  has  long  been  the  wealthiest  nation  in  the 
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world.  Now  it  is  time  we  became  the  healthiest  nation 
in  the  world. 

In  his  budget  message,  Nixon  said  he  later  would  send 
to  Congress  a message  “that  will  set  out  a national 
health  strategy  for  the  seventies  and  propose  significant 
changes  in  the  Federal  role  in  the  nation’s  system  of 
health  care.” 

“This  strategy  will  seek  to  expand  preventive  care,  to 
train  more  doctors  and  other  health  personnel,  and  to 
achieve  greater  equity  and  efficiency  in  the  delivery 
of  health  services,”  he  said.  “It  will  include  a new 
health  insurance  program  for  all  low-income  families 
with  children.” 

* ♦ * 

The  Nixon  Administration  asked  Congress  for  tighter 
government  control  over  any  peer  review  setup  for 
Medicare  and  Medicaid  than  would  be  provided  by  the 
so-called  Bennett  amendment  approved  by  the  Senate 
last  year. 

Elliot  L.  Richardson,  secretary  of  the  Department 
of  Health,  Education,  and  Welfare,  told  the  House  Ways 
and  Means  Committee; 

“We  agree  with  the  objective  of  assuring  an  ex- 
panded role  for  the  medical  profession  in  peer  review 
activities  and  recognize  the  need  for  improvement  of 
utilization  review  procedures.  However,  certain 
modifications  in  the  Senate  provisions  would  be 
desirable.  For  example,  we  do  not  think  that  the 
secretary  of  HEW  should  be  required  to  use  medical- 
society  sponsored  groups  in  situations  where  there  may 
be  a highly  qualified  review  organization  in  the  area 
that  has  already  demonstrated  its  ability  to  perform 
well.  We  also  favor  giving  the  secretary  some  greater 
flexibility  to  permit,  through  regulations,  variations 
in  the  structure  and  patterns  of  operation  of  peer  re- 
view groups. 

Richardson  was  testifying  on  H.R.  1 of  the  92nd  Con- 
gress. The  social  security  measure  includes  provisions 
for  peer  review  and  other  changes  in  Medicare  and 
Medicaid.  Both  chambers  of  Congress  passed  such 
legislation  last  year  but  the  Senate  added  so  many 
amendments  to  the  bill  passed  by  the  House  that  con- 
gressional leaders  decided  it  would  be  futile  for  a House- 
Senate  conference  committee  to  try  to  reconcile  the  dif- 
ferences. The  House  committee  made  the  legislation 
the  first  order  of  business  this  year,  and  the  legislation 
was  expected  to  get  through  Congress  within  a few 
months. 

Richardson  again  asked  for  authority  to  use  health 
maintenance  organization,  or  prepaid  group  practice, 
for  the  government  programs.  He  also  renewed  a re- 
quest for  authority  to  limit  physicians’  fees  and  other 
provider  costs  under  Medicare.  Both  provisions  were 
approved  in  varying  forms  by  the  House  and  Senate  last 
year,  and  consequently  it  appeared  likely  that  some 
versions  of  them,  along  with  peer  review,  would  become 
law  in  the  first  half  of  this  year. 

Richardson  said  health  maintenance  organizations 

continued  on  page  629 


624  New  York  State  Journal  of  Medicine  / March  15,  1971 


XEW  YORK  STATE 
ACA»E.^1Y  OF  OEiXERAL  RRAETICE 
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*Scientilic  Program  ^Breakfast  Conferences 
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LIVE  TEACHlXi;  CLIAICS 

Live  patients — outstanding  demonstrators — audience  participation- 
question  and  answer  session.  A new  approach  to  post  graduate 
education. 


PLAX  TO  ATTEND 

THE  CONVENTION  TAILORED 
TO  THE  FAMILY  PHYSICIAN 


For  reservations:  AYS  AGP 

84  Main  Street 


Binghamton,  N.  Y.  13905 
or  call:  (607)  722-2132 


Amid  all  the  clamor  about  coexisting  anxiety  and  depression, 


may  we  slip  in  a quiet  word  for  Aventyl®  HCl 

Nortriptyline  Hydrochloride 


Certainly,  it’s  often  a dual  problem.  Anxiety  and 
depression  do  coexist  — and  often. 

However,  when  experience,  education,  and  ^ood 
judgment  lead  physicians  to  a diagnosis  of  depression, 
many  of  them  turn  to  Aventyl  HCl. 


when  it’s  depression 


AVENTYL*  HCl 

NORTRIPTYLINE  HYDROCHLORIDE 
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Please  see  next  page  jor  prescribing  injormation. 


AVENTYCHCl 

NORTRIPTYLINE  HYDROCHLORIDE 

when  it’s  depression 


Indications:  Aventyl®  HCI  (nortriptyline  hydrochloride,  Lilly)  is  indicated  for  the 
relief  of  symptoms  of  depression.  Endogenous  depressions  are  more  likely  to  be 
alleviated  than  are  other  depressive  states. 

Contraindications:  The  use  of  Aventyl  HCI  or  other  tricyclic  antidepressants  con- 
currently with  a monoamineoxidase  (MAO)  inhibitor  is  contraindicated.  Hyperpyretic 
crises,  severe  convulsions,  and  fatalities  have  occurred  when  similar  tricyclic  anti- 
depressants were  used  in  such  combinations.  Discontinue  the  MAO  inhibitor  for  at 
least  two  weeks  before  treatment  with  Aventyl  HCI.  Patients  hypersensitive  to  Aventyl 
HCI  should  not  be  given  the  drug. 

Cross-sensitivity  between  Aventyl  HCI  and  other  dibenzazepines  is  a possibility. 

Aventyl  HCI  is  contraindicated  during  the  acute  recovery  period  after  myocardial 
infarction. 

Warnings:  Cardiovascular  patients  should  be  supervised  closely  because  of  the  tend- 
ency of  Aventyl  HCI  to  produce  sinus  tachycardia  and  to  prolong  the  conduction  time. 
Myocardial  infarction,  arrhythmia,  and  strokes  have  occurred.  The  antihypertensive 
action  of  guanethidine  and  similar  agents  may  be  blocked.  Because  of  its  anticholinergic 
activity,  Aventyl  HCI  should  be  used  with  great  caution  In  patients  who  have  glaucoma 
or  a history  of  urinary  retention.  Patients  with  a history  of  seizures  should  be  followed 
closely,  inasmuch  as  this  drug  is  known  to  lower  the  convulsive  threshold.  Great  care 
is  required  if  Aventyl  HCI  is  given  to  hyperthyroid  patients  or  to  those  receiving  thyroid 
medication,  since  cardiac  arrhythmias  may  develop. 

Usage  in  Pregnancy— use  of  Aventyl  HCI  during  pregnancy  and  lactation  has 
not  been  established;  therefore,  the  potential  benefits  of  administration  to  pregnant 
patients,  nursing  mothers,  or  women  of  childbearing  potential  must  be  weighed  against 
the  possible  hazards. 

Usage  in  Children— l\\\s  drug  is  not  recommended  for  use  in  children,  since  safety 
and  effectiveness  in  the  pediatric  age  group  have  not  been  established. 

Aventyl  HCI  may  impair  the  mental  and/or  physical  abilities  required  for  the  per- 
formance of  hazardous  tasks,  such  as  operating  machinery  or  driving  a car;  therefore, 
the  patient  should  be  warned  accordingly. 

Precautions:  Aventyl  HCI  in  schizophrenic  patients  may  result  in  an  exacerbation  of 
the  psychosis  or  may  activate  latent  schizophrenic  symptoms.  In  overactive  or  agitated 
patients,  increased  anxiety  and  agitation  may  occur.  In  manic-depressive  patients, 
Aventyl  HCI  may  cause  symptoms  of  the  manic  phase  to  emerge. 

Troublesome  patient  hostility  may  be  aroused  by  the  use  of  Aventyl  HCI.  Epileptiform 
seizures  may  accompany  its  administration,  as  is  true  of  other  drugs  of  its  class. 

Close  supervision  and  careful  adjustment  of  the  dosage  are  required  when  Aventyl 
HCI  is  used  with  other  anticholinergic  drugs  and  sympathomimetic  drugs. 

The  patient  should  be  informed  that  the  response  to  alcohol  may  be  exaggerated. 

When  necessary,  the  drug  may  be  administered  with  electroconvulsive  therapy, 
although  the  hazards  may  be  increased.  Discontinue  the  drug  for  several  days,  if 
possible,  prior  to  elective  surgery. 

Because  the  possibility  of  a suicidal  attempt  by  a depressed  patient  remains  after 
the  initiation  of  treatment,  dispense  the  least  possible  quantity  of  drug  at  any  given 
time 

Both  elevation  and  lowering  of  blood  sugar  levels  have  been  reported. 

Adverse  Reactions:  Note:  Included  in  the  following  list  are  a few  adverse  reactions 
that  have  not  been  reported  with  this  specific  drug.  However,  the  pharmacologic 
similarities  among  the  tricyclic  antidepressant  drugs  require  that  each  of  the  reactions 
be  considered  when  nortriptyline  is  administered. 

Carcf/ovascu/ar— Hypotension,  hypertension,  tachycardia,  palpitation,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke. 

Psycfi/afnc— Confusional  states  (especially  in  the  elderly)  with  hallucinations, 
disorientation,  delusions;  anxiety,  restlessness,  agitation;  insomnia,  panic,  and  night- 
mares; hypomania;  exacerbation  of  psychosis. 

A/euro/og/ca/— Numbness,  tingling,  paresthesias  of  extremities;  in-co-ordination, 
ataxia,  tremors;  peripheral  neuropathy;  extrapyramidal  symptoms;  seizures,  alteration 
in  EEG  patterns;  tinnitus. 


Anticholinergic— Dry  mouth  and,  rarely,  associated  sublingual  adenitis;  blurred 
vision,  disturbance  of  accommodation,  mydriasis;  constipation,  paralytic  ileus;  urinary 
retention,  delayed  micturition,  dilation  of  the  urinary  tract. 

Allergic— SWm  rash,  petechiae,  urticaria,  itching,  photosensitization  (avoid  exces- 
sive exposure  to  sunlight);  edema  (general  or  of  face  and  tongue),  drug  fever,  cross- 
sensitivity with  other  tricyclic  drugs. 

Hemafo/og/c— Bone-marrow  depression,  including  agranulocytosis;  eosinophilia; 
purpura;  thrombocytopenia. 

Gastro-Intestinal—Hausea  and  vomiting,  anorexia,  epigastric  distress,  diarrhea; 
peculiar  taste,  stomatitis,  abdominal  cramps,  blacktongue. 

Endocr/ne— Gynecomastia  in  the  male;  breast  enlargement  and  galactorrhea  in 
the  female;  increased  or  decreased  libido,  impotence;  testicular  swelling;  elevation  or 
depression  of  blood  sugar  levels. 

Offier— Jaundice  (simulating  obstructive);  altered  liver  function;  weight  gain  or 
loss;  perspiration;  flushing;  urinary  frequency,  nocturia;  drowsiness,  dizziness,  weak- 
ness, and  fatigue;  headache;  parotid  swelling;  alopecia. 

Withdrawal  Symptoms— Though  these  are  not  indicative  of  addiction,  abrupt 
cessation  of  treatment  after  prolonged  therapy  may  produce  nausea,  headache,  and 
malaise. 

Administration  and  Dosage:  Aventyl  HCI  is  not  recommended  for  children. 

Aventyl  HCI  is  administered  orally  in  the  form  of  Pulvules®  or  liquid.  Lower  than 
usual  dosages  are  recommended  for  elderly  patients,  adolescents,  and  outpatients 
not  under  close  supervision.  Start  dosage  at  a low  level  and  increase  gradually,  noting 
carefully  the  clinical  response  and  any  evidence  of  intolerance.  Following  remission, 
maintenance  medication  may  be  required  for  a longer  period  at  the  lowest  effective 
dose. 

If  a patient  develops  minor  side-effects,  reduce  the  dosage.  Discontinue  the  drug 
promptly  if  serious  adverse  effects  or  allergic  manifestations  occur. 

Usual  Adult  Dose— 25  mg.  three  or  four  times  daily;  dosage  should  begin  at  a 
low  level  and  be  increased  as  required.  Doses  above  100  mg.  per  day  are  not  recom- 
mended. 

Elderly  and  Adolescent  Patients— 30  to  50  mg.  per  day,  in  divided  doses. 

Overdosage:  Toxic  overdosage  may  result  in  confusion,  restlessness,  agitation,  vomit- 
ing, hyperpyrexia,  muscle  rigidity,  hyperactive  reflexes,  tachycardia,  EGG  evidence  of 
impaired  conduction,  shock,  congestive  heart  failure,  stupor,  coma,  and  C.N.S.  stimu- 
lation with  convulsions  followed  by  respiratory  depression.  Deaths  have  occurred  fol- 
lowing overdosage  with  drugs  of  this  class. 

No  specific  antidote  is  known.  General  supportive  measures  are  indicated,  with 
gastric  lavage.  Respiratory  assistance  is  apparently  the  most  effective  measure  when 
indicated.  The  use  of  C.N.S.  depressants  may  worsen  the  prognosis. 

Barbiturates  for  control  of  convulsions  alleviate  an  increase  in  the  cardiac  work 
load  but  should  be  used  with  caution  to  avoid  potentiation  of  respiratory  depression. 

Intramuscular  paraldehyde  or,  preferably,  diazepam  provides  anticonvulsant  ac- 
tivity with  less  respiratory  depression  than  do  the  barbiturates. 

Digitalis  and/or  pyridostigmine  may  be  considered  in  serious  cardiovascular  abnor- 
malities or  cardiac  failure. 

The  value  of  dialysis  has  not  been  established. 

How  Supplied:  Liquid  Aventyl®  HCI  (nortriptyline  hydrochloride,  Lilly),  10  mg. 
(equivalent  to  base)  per  5 ml.,  in  pint  bottles. 

Pulvules  Aventyl®  HCI  (Nortriptyline  Hydrochloride  Capsules,  N.F.),  10  and  25  mg. 
(equivalent  to  base),  in  bottles  of  100  and  500.  [ioos7o«] 

Additional  information  available  to  the  profession  on  request. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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would  mean  progress  toward  “our  goal  of  emphasizing 
preventive  medical  care.”  He  added: 

We  believe  that  health  maintenance  organizations 
can  help  solve  many  of  the  problems  facing  the  health 
care  system  today — the  uncontrolled  rise  in  health 
care  costs,  over-utilization,  particularly  of  high  cost 
services,  disorganization,  improper  allocation  of  re- 
sources, inadequate  emphasis  on  preventive  care,  and 
inefficient  use  of  available  health  manpower.  In  the 
long  run,  the  encouragement  of  health  maintenance 
organizations  may  be  the  most  important  step  we  can 
take  to  stimulate  the  restructuring  of  the  health 
delivery  system.  W'e  hope  that  health  maintenance 
organizations,  and  their  use  by  beneficiaries,  will 
expand  greatly  in  the  future,  and  we  believe  that 
there  can  be  significant  long-run  savings  in  program 
costs  due  to  the  health  maintenance  organization 
option. 

Concerning  the  proposed  limitation  on  increases  in 
physicians’  fees,  Richardson  said: 

Another  major  change  relating  to  Medicare  reim- 
bursement that  is  recommended  by  the  Administra- 
tion is  one  which  would  limit  Medicare’s  recognition 
of  prevailing  charge  increases  to  rates  that  economic 
data  indicate  would  be  fair  to  all  concerned.  We 
believe  that  if  recognition  of  fee  increases  is  tied  to 
appropriate  economic  indexes,  this  will  help  to  assure 
that  the  recognition  of  such  increases  is  appropriately 
related  to  developments  in  other  pertinent  sectors  of 
the  economy. 

Administration  sources  said  HEW  later  would  seek 
authority  for  other  economy  measures  to  cut  Medicare 
costs.  These  included  the  following: 

— Reduction  of  the  sixty-day  period  of  hospitalization 
during  which  beneficiaries  pay  relatively  little. 

— Increase  the  annual  $50  deductible  a beneficiary 
must  pay  toward  his  physician’s  fees  under  Part  B. 

— Tighten  up  on  payments  to  nursing  homes  for 
custodial  care. 

The  American  Nursing  Home  Association  already  has 
withdrawn  official  support  of  the  Medicare  program  for 
extended  care  and  has  urged  its  more  than  7,000  nursing- 
home  members  to  reassess  their  participation. 

“The  tragic  aspect  of  the  Medicare  program  for  ex- 
tended care  is  that  the  Social  Security  Administration 
led  America’s  senior  citizens  to  believe  that,  if  their 
physicians  thought  it  necessary,  they  were  entitled  to 
one  hundred  days  of  custodial  care  at  government 
expense,”  David  R.  Mosher,  ANHA  president,  said. 
“Subsequent  rules  and  regulations  issued  by  SSA  have 
virtually  ruled  this  out.” 

* « 4e 

A National  Commission  on  Venereal  Disease  has  been 
formed  to  alert  the  public  to  the  dangers  of  gonorrhea 
and  syphilis  which  now  afflict  an  estimated  more  than 
2 million  Americans. 

Bruce  Webster,  M.D.,  New  York  City,  president  of  the 


American  Social  Health  Association,  was  named  chair- 
man of  the  commission  which  was  created  by  the  De- 
partment of  Health,  Education,  and  Welfare  to  con- 
sider the  problems  of  syphilis  and  gonorrhea  fi*om  a 
national  standpoint,  study  ways  of  bringing  public 
health  and  private  medicine  into  closer  working  relation- 
ship, and  make  recommendations  for  bringing  the  two 
diseases  under  control. 

The  commission,  in  seeking  to  define  a national 
strategy  for  the  better  control  of  venereal  diseases,  will 
submit  its  recommendations  to  the  various  professional 
groups  represented  on  the  commission,  as  well  as  to 
HEW. 

Roger  O.  Egeberg,  M.D.,  HEW  assistant  secretary  for 
Health  and  Scientific  Affairs,  designated  the  Center 
for  Disease  Control,  Atlanta,  to  provide  staff  support  for 
the  commission. 

“In  1968,  a national  incidence  survey  conducted  by  the 
American  Social  Health  Association  for  the  U.S.  Public 
Health  Service  found  that  although  private  physicians 
treat  about  80  per  cent  of  the  venereal  disease  cases,  they 
report  only  one  in  nine  to  public  health  officials,”  Dr. 
Webster  said.  “We  believe  that  this  commission  will 
serve  as  the  long-needed  link  between  public  health  and 
private  medicine.” 

Estimating  about  2 million  cases  of  gonorrhea  and 
75,000  cases  of  infectious  syphilis  in  the  United  States 
last  year,  the  ASHA,  which  has  waged  continuing 
campaigns  against  the  diseases  since  World  War  I,  said 
venereal  diseases  had  reached  pandemic  proportions 
for  the  third  time.  The  two  previous  times  werfe  at  the 
close  of  the  world  wars.  Jesse  Steinfeld,  M.D.,  Surgeon 
General  of  the  U.S.  Public  Health  Service,  said  gonor- 
rhea has  gotten  “out  of  control  and  must  be  considered  a 
national  epidemic  of  major  proportions.”  JameS  Mc- 
Kenzie-Pollack,  M.D.,  ASHA  medical  director,  said 
that  “for  the  first  time  in  the  penicillin  era,  we  are  seeing 
serious  clinical  complications  of  gonorrhea  in  the  fe- 
male.” 

Even  with  only  a small  fraction  of  venereal  disease 
cases  reported,  gonorrhea  ranks  first  and  syphilis  fourth 
among  reportable  diseases  in  the  United  States. 

Early  in  1969,  ASHA  was  asked  by  the  American 
Medical  Association,  National  Medical  Association, 
and  American  Osteopathic  Association  to  convene  23 
health  and  medical  organizations  for  the  purpose  of 
discussing  a national  venereal  disease  prevention  and 
control  policy.  Out  of  the  meeting  which  followed  came 
the  plan  for  a national  commission. 

The  following  professional  organizations  are  repre- 
sented on  the  commission:  American  Academy  of 

Dermatology,  American  Academy  of  General  Practice, 
American  Academy  of  Neurology,  American  Academy 
of  Pediatrics,  American  College  of  Obstetricians  and 
Gynecologists,  American  College  of  Physicians,  AMA, 
ASHA,  American  Public  Health  Association,  AOA, 
American  Urological  Association,  American  Vettereal 
Disease  Association,  Association  of  American  Medical 
Colleges,  and  NMA. 
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Books  Received 


The  following  books  were  received  during  the  month  of  January,  1971.  * 


Progress  in  Neurology  and  Psychiatry.  An  Annual 
Review.  Volume  XXV.  Edited  by  E.  A.  Spiegel,  M.D. 
Octavo  of  495  pages.  New  York,  Grune  & Stratton, 
Inc.,  1970.  Cloth,  $28.75. 

Lives  of  the  Fellows  of  the  Royal  College  of  Surgeons 
of  England  1952-1964.  By  R.  H.  O.  B.  Robinson,  M.A., 
and  W.  R.  LeFanu,  M.A.  Quarto  of  470  pages.  Balti- 
more, The  Williams  & Wilkins  Company,  1970.  Cloth, 
$20.75. 

Advances  in  Blood  Grouping  III.  Edited  by  Alex- 
ander S.  Wiener,  M.D.  Quarto  of  658  pages,  illustrated. 
New  York,  Grune  & Stratton,  Inc.,  1970.  Cloth,  $19.75. 

Surgery  Annual.  Vol.  2,  1970.  Edited  by  Philip 
Cooper,  M.D.,  and  Lloyd  M.  Nyhus,  M.D.  Quarto  of 
352  pages,  illustrated.  New  York,  Appleton-Century- 
Crofts,  1970.  Cloth,  $15. 

Concise  Anatomy.  Third  edition.  By  the  late  Linden 
F.  Edwards,  Ph.D.,  and  George  R.  L.  Gaughran,  Ph.D. 
Quarto  of  582  pages,  illustrated.  New  York,  McGraw- 
Hill  Book  Company,  1971.  Cloth,  $11.95. 

Clinical  Endocrinology.  Fifth  edition.  By  Laurence 
Martin,  M.D.  Octavo  of  338  pages,  illustrated.  Balti- 
more, The  Williams  & Wilkins  Company,  1969.  Cloth, 
$10. 

The  Management  of  Liver  Injuries.  By  J.  M.  Little, 
M.S.  Octavo  of  105  pages,  illustrated.  Baltimore, 
The  Williams  & Wilkins  Company,  1971.  Cloth,  $8.50. 

‘Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


Cancer  Report 

For  every  American  citizen,  the  United  States  last 
year  spent  $410  for  national  defense,  $19  for  the  space 
program,  $19  for  foreign  aid.  Only  89  cents  went  to 
cancer  research.  And  yet,  last  year  cancer  killed  five 


Clinical  Obstetrics  and  Gynecology.  Volume  13, 
Number  3,  September,  1970.  Fetal  Physiology. 
Edited  by  Leon  I.  Mann.  M.D.  Psychosexual  Prob- 
lems in  Obstetrics  and  Gynecology.  Edited  by  Mary 
Anna  Friederich,  M.D.  Octavo.  Illustrated.  New 
York,  Harper  & Row,  Publishers,  Inc.,  1970.  Published 
quarterly  (four  numbers  a year).  Cloth,  $22.  per  year. 

The  Medical  Clinics  of  North  America.  Nationwide 
Number.  Volume  55,  Number  1,  January,  1971. 
Symposium  on  Diseases  of  the  Kidney.  Robert  M. 
Kark,  M.D.,  Guest  Editor.  Octavo.  Illustrated.  Phil- 
adelphia, W.  B.  Saunders  Company,  1971.  Published 
Bi-monthly  (six  numbers  a year).  Cloth,  $21.  per  year. 

Modern  Treatment.  Volume  7,  Number  4,  July, 
1970.  Female  Genital  Infections.  Guest  Editor, 
David  Charles,  M.D.  Special  Article:  Meaningful 
Clues  and  Physical  Signs  in  Chest  Disease.  By  David 
E.  Dines,  M.D.,  and  Richard  A.  DeRemee,  M.D. 
Octavo.  New  York,  Harper  & Row,  Publishers,  Inc., 
1970.  Published  Bi-monthly  (six  numbers  a year). 
Cloth,  $20.  per  year. 

Immunology  for  Undergraduates.  By  D.  M.  Weir, 
M.D.  University  of  Edinburgh  Medical  School.  Duo- 
decimo of  139  pages,  illustrated.  Baltimore,  The 
Williams  & Wilkins  Company,  1970.  Paperback,  $4.50. 

Infection  Control  in  the  Hospital.  Revised  edition. 
Octavo  of  154  pages,  illustrated.  Chicago,  Illinois, 
American  Hospital  Association,  1970.  Paperback,  $4.00. 

Diafragma  Pelviano.  By  Artigas  M.  Escudero. 
Quarto  of  206  pages,  illustrated.  Direccion  del  autor, 
Luzerna  1268,  Nueva  Helvecia,  Uruguay,  South  Amer- 
ica. 1967.  Paperback,  no  price  listed. 


and  a half  times  as  many  people  as  were  killed  in  auto- 
mobile accidents.  If  the  cancer  rate  continues  at  its 
present  level,  one-quarter  of  the  200  million  Americans 
now  alive  will  develop  the  disease.  And  34  million  will 
die  of  it. 

-From  the  Congressional  Advisory  Panel  Report, 
“The  Conquest  of  Cancer” 


630  New  York  State  Journal  of  Medicine  / March  1 5,  1971 
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Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprehei 
therapy  that  combats  all  three  major  va 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  ollontoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


■ indications:  Known  sensitivity  to  sulfonamides, 
itions/ Adverse  Reactions:  The  usual  precautions  for  topical 
stemic  sulfonamides  should  be  observed  because  of  the  pos- 
of  absorption.  Burning,  increased  local  discomfort,  skin 
jrticario  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage;  One  applicatorful  or  one  suppository  intravagi- 
nally  once  or  twice  daily. 

Supplied;  Cream  — Four-ounce  tube  with  or  without  applicator. 
Suppositories  - Box  of  12  with  ooplicator. 

TRADEMARK:  AVC  AV-I04  2/71  Y-149 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 
PHILADELPHIA,  PENNSYLVANIA  19144 
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The  treatment  is  singular 
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OrtG  tatylGt  q.  I.d. 


IndicsUon*:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtair>ed  in: 

□ Accidental  Traurr\a  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  Indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contralndlcatiofu:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitivityto  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  cautK>n  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo* 
philia,  or  with  severe  hepatic  or  renal  disease.  Safe  use  In 
pregr>ancy  has  not  been  established. 

Advorso  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  IrKreased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  ar>aphylactlc 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies.  It 
has  been  seen  with  equal  Incidence  in  placebo-treated 
iR  groups.  (See  Precautions.)  It  Is  recommended  that  if  side 
I effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q. I.d. 
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Bitabs 
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Abstracts  in  Interlingua 


Fried,  J.  J.:  Elementos  diagnostic  e therapeutic  re- 

cente  in  ophthalmologia,  New  York  State  J.  Med.  71: 
645  (Mar.  15)  1971. 

Grande  progressos  pro  meliorar  le  diagnose  e tracta- 
mento  ha  essite  facite  in  le  campo  del  ophthalmologia. 
Inter  le  nove  melior  elementos  diagnostic  es  le  angio- 
graphia  retinal,  le  ecchogrammas,  electroretinogrammas, 
electrooculogrammas,  electromyographia,  thermogra- 
phia,  ultramicroscopia,  gonioscopia,  e le  tomographia. 
Inter  le  elementos  therapeutic  efficace  de  diverse  morbos 
observate  per  le  ophthalmologo  es  le  photocoagulator  ab 
xenon,  le  laseres  de  rubino  e argon,  e le  frigotherapia. 
Nove  approches  al  chirurgia  corneal,  retinopathia 
diabetic,  glaucoma  e morbo  fungose  del  oculos  ha  essite 
introducite  durante  le  decade  passate;  omne  progressos 
ha  essite  conquerite  in  beneficio  del  ophthalmologia. 

Finn,  H.,  Urban,  B.  J.,  Thomas,  J.  S.,  e Steen,  S.  M.: 
Efficacia  antiemetic  del  benzquinamida;  studio  veri- 
ficate.  New  York  Stated.  Med.  71:  651  (Mar.  15)  1971. 

Un  studio  duplemente  cec  e verificate  esseva  facite 
con  225  patientes  femenin  qui  esseva  anesthesiate  con 
cyclopropano  pro  evalutate  le  efficacia  antiemetic  del 
benzquinamida.  Le  comparation  del  resultatos  depost 
le  administration  intravenose  del  benzquinamida  (0.7 
mg/kg),  prochlorperazina  (0.1  mg/kg)  e un  placebo  (sol. 
N-saline)  durante  le  fin  del  periodo  anesthesic  indicava 
que  ambe  composites  esseva  due  veces  plus  efficace  que 
le  placebo  in  le  prophylaxis  del  vomito.  Non  esseva  ob- 
servate effectos  secundari,  o cambios  del  signos  vital 
debite  al  benzquinamida. 

Pinnas,  J.  L.,  e Bunn,  P.  A.:  Infectiones  ab  Salmonel- 
las;  in  le  tempore  de  Osier  e ora.  New  York  State  J. 
Med.  71:  654  (Mar.  15)  1971. 

Osier  demonstrate  que  le  frequentia  del  febre  typhoide 
reflecta  le  qualitate  sanitari  del  communitate.  Con  le 
melioramento  del  aqua  potabile  e del  aqua  servite,  le 
propagation  del  agente  causal  e prevenite.  Non- 
obstante,  in  1968  esseva  communicate  un  augmento  del 
casos  de  infection  ab  altere  species  de  Salmonellas 
trovate  in  alimentos  contaminate.  Le  causa  esseva 
trovate  in  fontes  non-human.  Pro  iste  ration,  es  crucial 


que  le  infection  ab  Salmonella  sia  controlate  con  mesuras 
hygienic  proprie  in  beneficio  del  communitate  e,  quando 
es  necessari,  le  agente  antimicrobial  adequate  sia 
administrate  in  beneficio  del  patiente. 

Walden,  R.  H.,  Addington,  D.  A.,  Matheson,  L,  e 
Reiter,  J.  M.:  Ulceres  ab  pression,  inoperabile;  pre- 

vention e tractamento.  New  York  State  J.  Med.  71: 
657  (Mar.  15)  1971. 

Le  resultatos  de  un  studio  de  un  anno  facite  en  un 
asylo  de  patientes,  le  plus  ancian,  sufferente  de  multiple 
morbos  chronic  e ulceres  ab  pression,  indicate  que  le  cos- 
sinettos  silastic  flottante  esseva  servicial  pro  le  bon 
attention  del  patiente  per  prevenir  e tractar  le  ulceres 
ab  pression.  De  27  patientes  con  ulceres  multiple 
tractate  con  cossinettos  silastic,  20  meliorate,  5 per- 
maneva  stationari  e 2 im pejorate.  De  11  patientes  de 
controlo,  non  tractate  con  le  cossinettos,  2 meliorate,  4 
permaneva  stationari  e 5 impejorate.  Le  cossinettos  ha 
valor  prophylactic  pro  le  patientes  longemente  in  le 
lecto.  nios  adjuta  le  cicatrisation  del  ulceres,  special- 
mente  in  le  patientes  plus  juvene,  e in  le  anabolic  como 
le  paraplegic  post-traumatic.  Le  cossinettos  es  non 
beneficial  pro  le  patientes  terminal;  illos  es  particular- 
mente  effective  pro  le  talon. 

Maloney,  C.  T.:  Tractamento  chirurgic  del  perforation 
typhoide  del  ileum.  New  York  State  J.  Med.  71:  663 
(Mar.  15)  1971. 

Le  plus  grave  complication  del  febre  typhoide  es  le 
perforation  intestinal.  Le  patiente  typic  ha  le  antece- 
dente  de  suffrer  de  febre  typhoide,  e presenta  un  dolore 
acute  in  le  quadrante  inferior  derecto  del  abdomine, 
con  signos  de  crisis  abdominal  e peritonitis.  Cinque 
patientes  con  perforations  typhoide  del  ileum  distal 
esseva  tractate  chirurgiemente,  con  successo,  con  un 
tubo  ileostomic.  Le  successo  del  tractamento  depende 
del  diagnose  precoce  e le  operation  in  tempore,  de  un 
therapia  antibiotic  energic,  e le  administration  de 
steroides  e sanguine  in  caso  de  choc.  Es  indispensabile 
le  observation  seriate  pre-  e postoperatori  del  signos  vital 
del  patiente,  e etiam  del  equilibrio  hydroelectrolytic. 
Si  le  perforation  es  suspecte,  le  exploration  chirurgic 
es  indicate. 


Books  Reviewed 


Pediatric  Neurology.  By  Ingrid  Gamstorp,  M.D. 
Quarto  of  394  pages,  illustrated.  New  York,  Appleton- 
Century-Crofts,  1970.  Cloth,  $21.50. 

To  the  older  busy  pediatric  practitioner,  neurologic 


conditions  are  frequently  confusing  because  he  does  not 
attend  these  diseases  often  enough  to  be  expert  in  their 
diagnosis  and  treatment.  Head  injuries  are  of  common 

continued  on  page  635 
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Multivitamins 
with  pyridoxine 
can  impair 
levodopa  therapy 


Your  patient  with  Parkinson’s  disease  and  syndrome 
may  be  taking  a nonprescription  multivitamin 
containing 

Vitamin  reportedly  reduces  the  benefits  of 
levodopa,  and  may  lead  to  discontinuance  of  therapy 
because  of  apparent  ineffectiveness. 


High-potency  nutritional  support 
under  prescription  control 


Larobec  provides  needed  nutritional  support 
without  pyridoxine  (vitamin  B^)...and  helps  ensure 
that  your  levodopa  therapy  is  not  impaired  by  self- 
medication  with  a pyridoxine-containing  multivitamin 
preparation. 

Complete  Prescribing  information: 


Each  Larobec  tablet  contains: 

Thiamine  mononitrate  (vitamin  Bi) 15  mg 

Riboflavin  (vitamin  B2) 15  mg 

Niacinamide 100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin  (vitamin  Bn) 5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid  (vitamin  C) 500  mg 


Description:  For  prophylactic  or  therapeutic  nutritional 
supplementation  concomitant  with  levodopa  therapy  in  patients 
with  Parkinson’s  disease  and  syndrome,  Larobec  provides  high 
potency  dosages  of  the  major  B-complex  vitamins,  without 
pyridoxine  (vitamin  B6)  which  has  been  reported'’ Mo  reduce  the 
clinical  benefits  of  levodopa  therapy.  B-complex  vitamins  are 
essential  in  the  anabolism  of  carbohydrate  and  protein  and  in 
hematopoiesis.  Larobec  also  contains  therapeutic  quantities  of 
ascorbic  acid,  a substance  involved  in  intracellular  reactions 
such  as  tissue  repair  and  collagen  formation. 

Indications:  Larobec  is  indicated  for  supportive  nutritional 
supplementation  when  a water-soluble  vitamin  formula  (without 
pyridoxine)  is  required  prophylactically  or  therapeutically  in 
patients  under  treatment  with  levodopa. 

Warning:  Administration  of  vitamin  B6  may  be  required  if  signs 
of  pyridoxine  deficiency  develop.  Larobec  is  not  intended  for 
treatment  of  pernicious  anemia  or  other  primary  or  secondary 
anemias.  Neurologic  involvement  may  develop  or  progress, 
despite  temporary  remission  of  anemia,  in  patients  with 
pernicious  anemia  who  receive  more  than  0.1  mg  of  folic  acid 
per  day  and  who  are  inadequately  treated  with  vitamin  Bu. 
Dosage  and  Administration:  One  or  two  tablets  daily,  as 
indicated  by  clinical  need. 

How  Supplied:  Orange-colored, capsule-shaped  tablets, 
imprinted  Roche  73;  bottles  of  100. 

References: 

1.  Duvoisin,  R.  C.,  eta!.'.  Trans.  Amer.  Neurol.  Assoc.,  94:81, 
1969.  2.  Cotzias,  G.  C.:  J.A.M.A.,  210:1255,  1969. 
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occurrence  and  the  important  points  in  effective  obser- 
vation are  almost  standardized.  Acute  infections  of  the 
meninges  and  brain  he  readily  recognizes.  Late  symp- 
toms and  signs  of  brain  tumor  are  easily  discerned. 

However,  the  early  and  differential  diagnoses  of  the 
more  unusual  diseases  which  start  with  ataxias,  spas- 
ticities, flaccidities,  tremors,  involuntary  movements, 
and  convulsions,  whether  congenital  or  acquired,  are 
much  more  difficult. 

Dr.  Ingrid  Gamstorp,  Head  of  the  Pediatric  Depart-  j 
ment  at  Central  Hospital,  Jonkoping,  Sweden,  has  pre-  j 
pared  this  textbook  of  neurology  with  a view  toward  | 
assisting  the  practicing  pediatrician  in  the  diagnoses  of  | 
just  such  diseases. 

The  method  of  exposition  of  the  subject  matter  is  | 
novel.  Instead  of  chapter  headings  comprising  the  vari- 
ous tract  systems  of  the  brain  and  spinal  cord  under  ' 
which  a general  discussion  of  symptoms  and  signs  are  ' 
recorded,  the  headings  are  of  symptoms  and  signs  such  I 
as  ataxias,  flaccidities,  spasticities,  and  so  forth,  and . i 
the  direction  of  exposition  is  from  these  to  the  systems  | 
involved.  Helps  toward  early  diagnosis  are  accentuated.  | 
The  goal  is  adequate  practical  coverage.  i 

Illustrations,  tables,  and  indexing  are  generously  pro- 
vided. The  book  affords  an  easy  way  to  review  the  es- 
sentials of  pediatric  neurology.  It  should  be  helpful  to 
the  medical  student,  the  house  staff,  and  the  practicing  | 
pediatrician.  Kenneth  G.  Jennings,  M.D. 


Modern  Trends  in  Gastroenterology  4.  Edited  by  W. 

I.  Card,  M.D.,  and  B.  Creamer,  M.D.  Octavo  of  373  , 
pages,  illustrated.  New  York,  Appleton-Century-Crofts,  j 
1970.  Cloth,  $16. 

The  editors  and  authors  of  this  volume  are  authorita- 
tive and  represent  medical  centers  of  world-wide  distri- 
bution. Its  format  consists  of  16  chapters  representing 
essentially  original  work  in  the  study  of  the  small  intes- 
tine. About  half  of  this  is  devoted  to  basic  science  and  ! 
the  remainder  to  clinical  subjects. 

Many  studies  in  electron  microscopy,  histochemistry,  i 
and  bacterial  studies  of  the  small  intestine  are  well  pre-  ! 
sented.  Clinical  entities  such  as  protein-losing  entero- 
pathy, Whipple’s  and  Crohn’s  diseases,  vascular  prob-  i 
lems,  intestinal  tuberculosis,  skin  diseases,  and  asso-  i 
ciated  small  bowel  disease  are  authoritatively  presented. 
Excellent  bibliographies  are  a valuable  asset. 

This  was  not  intended  to  be  a complete  volume  but 
rather  a presentation  of  advances  in  fundamental  and 
scientific  knowledge,  as  well  as  the  incorporation  of  this 
knowledge  into  the  study  and  management  of  diseases 
and  disturbances  in  the  function  of  the  small  intestine. 
Gastroenterologists,  internists,  and  all  others  with  a 
special  interest  in  the  small  intestine  will  find  this  vol-  j 
ume  concise  and  informative.  Milton  J.  Matzner,  i 

M.D.  I 
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the  GORStipators 


Many  commonly  prescribed 
drugs  tend  to  constipate . . . And  an 
unbalanced  diet,  lacking  in  bulk 


and  roughage,  may  be  a contribu- 
tory factor. . . especially  in  the 
presence  of  an  atonic  or  hypo- 
tonic bowel.  Subjectively,  chronic 


functional  constipation  is  a fre- 
quent source  of  distress  and  dis- 
comfort in  your  patients. 


Abstracts 


Fried,  J.  J.:  Recent  diagnostic  and  therapeutic  tools 
in  ophthalmology,  New  York  State  J.  Med.  71:  645 
(Mar.  15)  1971. 

The  field  of  ophthalmology  has  made  great  strides  to- 
ward improvement  both  diagnostically  and  therapeuti- 
cally. Among  the  better  new  diagnostic  tools  are  retinal 
angiography,  echograms,  electroretinograms,  electro- 
oculograms, electromyography,  thermography,  ultra- 
microscopy, gonioscopy,  and  tonography.  Effective 
therapeutic  tools  include  the  xenon  photocoagulator, 
ruby  and  argon  lasers,  and  cryotherapy  for  various 
pathologic  conditions  confronting  the  ophthalmologist. 
Newer  approaches  to  corneal  surgery,  diabetic  retinopa- 
thy, glaucoma,  and  fungus  disease  of  the  eye  have  been 
introduced  during  the  past  decade,  demonstrating  the 
advancements  achieved  in  ophthalmology. 

Finn,  H.,  Urban,  B.  J.,  Thomas,  J.  S.,  and  Steen,  S. 

N.:  Antiemetic  efficacy  of  benzquinamide;  controlled 

study.  New  York  Stated.  Med.  71:  651  (Mar.  15)  1971. 

A controlled  double-blind  study  of  225  unpremedi- 
cated  female  patients  who  received  cyclopropane  anes- 


thesia was  undertaken  to  evaluate  the  antiemetic  ef- 
ficacy of  benzquinamide.  Comparison  of  the  results 
following  the  intravenous  administration  of  benzquin- 
amide (0.7  mg.  per  kilogram),  prochlorperazine  (0.1  mg. 
per  kilogram),  and  placebo  (N-saline)  in  the  emergence 
period  of  anesthesia  indicated  that  both  drugs  were  twice 
as  effective  as  placebo  in  the  prophylaxis  of  vomiting. 
No  side  effects  nor  changes  in  vital  signs  due  to  benzquin- 
amide were  noted. 

Pinnas,  J.  L.,  and  Bunn,  P.  A.:  Salmonella  infec- 

tions: In  Osier’s  day  and  ours.  New  York  State  J.  Med. 
71:  654  (Mar.  15)  1971. 

It  was  proved  by  Osier  that  the  incidence  of  typhoid 
fever  reflected  the  sanitary  intelligence  of  a community. 
With  improvement  in  water  supply  and  sewage  disposal 
the  distribution  of  the  causative  factor  was  curtailed. 
However,  an  increase  in  disease  from  other  salmonella 
species  was  reported  in  1968.  This  was  caused  by  non- 
human sources  found  in  contaminated  foods.  Therefore, 
it  is  crucial  that  salmonella  infections  be  controlled  with 
proper  hygiene  for  the  sake  of  the  community,  and,  when 
necessary,  an  antimicrobial  agent  should  be  adminis- 
tered for  the  sake  of  the  individual. 
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Walden,  R.  H.,  Addington,  D.  A.,  Matheson,  I.,  and 
Reiter,  J.  M.:  Inoperable  pressure  sores;  prevention 

and  manaKcment,  New  York  State  J.  Med.  71:  657 
(Mar.  15)  1971. 

Results  of  a one-year  study  at  a nursing  home  on  in- 
operable, mostly  aged  patients  with  multiple  chronic 
conditions  and  pressure  sores  indicate  that  silastic 
floatation  pads  are  a helpful  adjunct  to  good  nursing  care 
in  the  prevention  and  management  of  pressure  sores. 
Of  27  patients  with  multiple  sores  placed  on  silastic 
pads,  20  improved,  5 remained  the  same,  and  2 
worsened.  Of  11  control  patients  not  on  pads,  2 im- 
proved, 4 remained  the  same,  and  5 worsened.  The  pads 
are  a valuable  prophylactic  device  for  long-term  bed- 
rest patients.  They  aid  healing  of  sores,  especially  in 
younger,  anabolic  patients  such  as  traumatic  para- 


plegics, but  are  useless  in  terminal  patients.  Silastic 
heel  pads  proved  particularly  effective. 

Maloney,  C.  T.:  Surgical  treatment  of  typhoid  perfora- 
tion of  ileum,  New  York  State  J.  Med.  71:  663  (Mar. 
15) 1971. 

The  most  serious  complication  of  typhoid  fever  is  in- 
testinal perforation.  Typical  patients  will  appear  with  a 
history  of  typhoid  fever,  onset  of  sharp  right  lower  quad- 
rant pain,  and  signs  of  abdominal  crisis  and  peritonitis. 
Five  patients  with  typhoid  perforations  of  the  distal 
ileum  were  successfully  treated  surgically  with  a tube 
ileostomy.  Successful  treatment  relies  on  early  diag- 
nosis and  operation,  vigorous  antibiotic  therapy,  use  of 
steroids  and  blood  in  shock.  Careful  pre-  and  postopera- 
tive monitoring  of  the  patient’s  vital  signs,  and  fluid 
and  electrolyte  balance  are  paramount.  If  perforation 
is  suspected,  exploration  is  indicated. 
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Medical  management  of  consti- 
pation need  not  resort  to  inert 
bulks,  leaky  emollients,  dehydrat- 
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A sensible  method  is  to  prescribe 
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Editorials 


An  Irish  Blessing 

May  the  road  rise  up  to  meet  you 

The  wind  be  always  at  your  back 

The  sunshine  warm  upon  your  face 

The  rains  fall  soft  upon  your  fields 

And  until  we  meet  again 

May  God  hold  you  in  the  palm  of  His  Hand. 
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V. 


RECENT  DIAGNOSTIC 
AND  THERAPEUTIC 
TOOLS  IN 
OPHTHALMOLOGY* 


The  field  of  ophthalmology  has  made  great  strides 
toward  improvement  both  diagnostically  and 
therapeutically.  Among  the  better  new  diagnostic 
tools  are  retinal  angiography,  echograms,  electro- 
retinograms,  electrooculograms,  electromyography, 
thermography,  ultramicroscopy,  gonioscopy,  and 
tonography.  Effective  therapeutic  tools  include 
the  xenon  photocoagulator,  ruby  and  argon  lasers, 
and  cryotherapy  for  various  pathologic  conditions 
confronting  the  ophthalmologist.  Newer  ap- 
proaches to  corneal  surgery,  diabetic  retinopathy, 
glaucoma,  and  fungus  disease  of  the  eye  have  been 
introduced  during  the  past  decade,  demonstrating 
the  advancements  achieved  in  ophthalmology. 


JOSEPH  J.  FRIED.  M.D.,  F.A.C.S. 

New  York  City 

Emeritus  Professor  of  Ophthalmology,  New  York  French  and 
Polyclinic  Medical  School  and  Health  Center 


The  study  and  care  of  eye  diseases  has  undergone 
considerable  and  very  profitable  progress  in  the 
past  decade  regarding  new  diagnostic  methods, 
with  consecutive  therapeutic  gains.  These  gains 
were  the  results  of  extremely  well-organized,  basic 
research  which  has  been  extending  considerably 
the  previous  limits  of  ophthalmology  or  of  general 
basic  medicine  and  has  reached  into  far  branches 
of  general  science  and  technology. 

Diagnostic  tools 

Figures  1 to  5 show  the  recent  tools  in  ophthal- 
mic diagnosis.  The  first  tool  is  fluorescein  retinal 
angiography.  Ten  cc.  of  5 per  cent  fluorescein  so- 
lution is  slowly  injected  into  the  cubital  vein  of  the 
patient,  and  the  fundus  is  studied  by  means  of  ex- 
tremely fast  serial  photography.  The  impression  is 
recorded  on  photographic  paper  using  the  Polaroid 
principle.  The  first  picture  is  seen  six  to  ten  sec- 
onds after  the  injection,  called  the  arterial  phase; 
very  soon  the  venous  phase  will  appear,  and  in 
about  sixteen  to  thirty  seconds  from  the  start  of  the 
injection,  the  fluorescein  of  the  retina  disappears. 
It  is  washed  away  into  the  general  blood  stream 
(Fig.  1).  Everything  else  that  remains  flourescent 
after  that  is  considered  abnormal,  and  it  is  sup- 
posed to  be  caused  by  a breakdown  of  a barrier  zone 
(Bruch’s  membrane)  between  the  retinal  pigment 
epithelium  and  choriocapillaris  structures.  Fig- 
ure 2A  shows  capillary  aneurysms  hardly  seen  with 

’Presented  at  the  American-Hungarian  Medical  Association, 
New  York  City,  New  York  Academy  of  Medicine,  May  8, 1970. 


FIGURE  1.  Fluorescein  retinal  angiography.  Top  left; 
normal  color  fundus.  Top  right,  center,  and  bottom; 
arterial,  arteriovenous,  venous,  and  capillary  phases 
of  filling  with  dye.  After  about  thirty-six  seconds  no 
more  fluorescence  seen  in  fundus. 
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FIGURE  2.  (A)  Shows  normal-color  fundus  in  diabetic  retinopathy  with  apparently  only  few  capillary  aneurysms. 

Same  fundus  in  fluorescein  angiography  shows  startling  number  of  capillary  aneurysms  of  same  retinal  area.  (B) 
Shows  conventional  color  fundus  of  retina  damaged  by  flying  baseball.  Compare  wealth  of  information  obtained 
through  fluorescence  angiography,  showing  traumatic  hole  in  macula,  traumatic  chorioretinal  patch  below  macula  and 
nasally  to  disk,  and  finally  deep  choroidal  hemorrhage  close  and  below  disk. 


regular  fundus  photography  and  the  numerous 
aneurysms  in  the  fluorescent  fundus  picture. 

Retinal  angiography  enables  us  to  differentiate 
between  lesions  of  retinal  vascular  disease  and 
retinal  pigment  epithelium  derangements,  or  to 
determine  if  the  disease  comes  from  the  choroid. 
Angiography  enables  us  to  tell  if  a macular  dis- 
ease is  due  to  ischemic  origin  or  if  the  disease  is 
of  exudative  or  inflammatory  nature  (Fig.  2B). 
There  is  a world  of  difference  as  to  how  one  is  to 
treat  one  or  the  other  kind  of  disease  localized  in 
the  macula  lutea.  The  diagnostic  and  therapeutic 
potentials  of  retinal  angiography  are  vast. 

Ultrasonic  diagnosis  is  an  ingenious  method  of 
applying  echograms  for  the  purpose  of  diagnosis 
of  intraocular  retinal  disorders  in  which  the  optic 
media  are  opaque.  Studying  the  echograms  of  the 
eyeball  at  various  depth  levels  and  the  character- 
istic changes  to  be  recorded  in  cases  of  intraocular 
tumors,  hemorrhages,  or  retinal  detachments  can 


lead  the  experienced  ultrasonic  expert  to  surpris- 
ingly good  results.  Location  of  intraocular  foreign 
bodies  is  well  aided  by  echograms.  This  diagnostic 
aid  is  still  in  the  stage  of  early  development.  Figure 
3 illustrates  ultrasonic  graphs  for  a normal  case 
and  for  1 in  which  a choroidal  melanoma  was  de- 
tected. 

The  electroretinogram  and  recently  the  electro- 
oculogram are  electric  diagnostic  methods  based 
on  the  electrical  potential  generated  by  retinal 
illumination,  and  it  is  the  change  in  potentials 
that  forms  the  basis  of  electroretinography  (Fig.  4), 
Wave  b consists  of  the  photopic  and  scotopic  com- 
ponents, that  is,  light  impression  mainly  localized 
in  coni  of  the  central  foveola  area  and  dark-vision 
stimuli  produced  by  the  rods  of  the  retinal  pe- 
riphery. 

The  ratio  between  dark  and  light  levels  forms 
the  basis  of  the  very  recent  diagnostic  tool  called 
electrooculogram.  The  interpretation  of  this  elec- 


A:  Normal 

Loss  of  Photopic  b-wove 
C*  Loss  of  Scotopic  b-wove 

FIGURE  4 Electroretinogram  (A)  Normal  (B)  Dam- 
age of  rods  and  cones  (C)  Damage  of  retinal  periphery 

trie  graph  is  gradually  improving  in  its  reliability. 
Suitable  cases  for  the  electroretinogram  or  electro- 
oculogram are  unexplained  loss  of  vision,  loss  of 
color  vision,  loss  of  dark  adaptation,  assessment 
of  disease  of  the  retina  in  eyes  with  opaque  media- 
like thick  cataracts,  and  intraocular  hemorrhages. 
The  electroretinogram  is  useful  for  diagnosis  of  a 
number  of  tapeto-retinal  degenerations  and 
assessment  as  well  as  for  prognosis  of  damage  in 
unilateral  eye  disease,  injuries,  or  medicolegally,  as 
in  maligners. 

Electromyography  is  the  application  of  electro- 
diagnostic principles  to  determine  the  integrity 
of  eye  muscle  function  and  the  reduction  or  ab- 
sence of  function.  In  eye-muscle  surgery  previous 
electromyography  will  tell  us  if  we  are  dealing 
with  only  damaged  eye-muscle  tissue  or  if  the  eye 
muscle  represents  nothing  else  than  fibrotic 
strands.  In  the  latter  case  surgery,  of  course, 
would  be  purposeless. 

Thermography  is  an  ingenious  method  to  deter- 
mine hyperemic  conditions  by  means  of  infrared 
photography  to  diagnose  if  the  lesion  is  a tumor  or 
an  inflammatory  process. 

Ultramicroscopy  or  electron  microscopy  will 
open  up  a new  chapter  in  microphysiology  and 
micropathology  of  the  eye.  It  will  give  a better 
explanation  of  the  established  routes  of  the  drain- 
age apparatus  of  the  eyes;  the  fine  microphysiology 
of  the  retinal  pigment  epithelium  will  reveal  a new 
understanding  and  possible  cure  of  previously 
incurable  retinal  inflammations. 

Gonioscopy  is  the  use  of  an  instrument  to  study 
the  chamber  angle  or  filtration  angle  of  the  eye, 
usually  not  seen,  by  applying  the  principle  of  see- 
ing hidden  things  through  a periscope  prism.  It 
permits  us  to  determine  if  the  angle,  or  eye  drain- 
age appgiratus,  is  wide  open,  narrow,  or  closed. 
Our  treatment  of  glaucoma  will  then  be  guided 


FIGURE  5.  Hand-held  applanation  tonometer. 


accordingly.  This  instrument  is  so  simple,  and 
yet  ingenious,  that  it  has  revolutionized  our  whole 
thinking,  diagnosis,  classification,  and  care  of  the 
various  types  of  glaucoma. 

Tonography  is  a new  aid  in  diagnosis  of  glau- 
coma. It  helps  us  to  gauge  accurately  the  amount 
of  aqueous  humor  produced  in  a certain  unit  of 
time  (secretion  factor)  and  the  amount  produced 
which  leaves  the  eyes  in  a given  time  (outflow  fac- 
tor). Knowledge  of  these  facts  and  of  the  actual 
intraocular  pressure  will  enable  us  to  say  if  the 
drainage  system  of  the  eye  is  good,  defective,  or 
very  bad. 

Measuring  the  intraocular  pressure  with  the 
generally  known  Schi^tz  tonometer  is  slightly 
clumsy  and  unreliable,  because  in  a rigid  sclera  the 
measurement  will  be  quite  misleading,  as  in  high 
myopes. 

The  applanation  tonometer  with  the  slit  lamp, 
the  Russian  Maklakoff  applanation  tonometer, 
and  the  recent  American  hand  applanation  tonom- 
eter, make  the  taking  of  intraocular  pressure 
more  accurate,  quick,  and  completely  harmless 
(Fig.  5). 

The  intraocular  tumor  tracing  with  radioactive 
phosphorus  has  recently  been  replaced  by  radio- 
active iodine- 125  chloroquin  compound.  The 
affinity  of  chloroquin  to  bind  with  melanin,  es- 
pecially in  choroidal  sarcoma,  is  a quick  and  reli- 
able method  of  locating  the  tumor.  Similarly  the 
same  purpose  is  served  when  fluorescein-di-P^^  an- 
giography is  done. 

Therapeutic  tools 

Photocoagulators  are  very  complex  instruments 
which  concentrate  most  intensive  beams  of  light’ 
to  cause  spot  destruction  of  undesirable  retinal 
lesions.  The  light  beams  are  directed  into  the 
eye  through  a hand-held  direct  viewing  ophthal- 
moscope in  the  xenon  photocoagulator  and  the 
pulse-waved  ruby  laser.  In  the  latest  argon  laser 
the  light  is  directed  through  a contact  lens  over  the 
cornea,  and  the  fundus  is  viewed  through  the  bi- 
nocular lens  system  of  the  slit  lamp  or  eye  micro- 
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FIGURE  6.  Argon  laser  for  treatment  of  retinal  lesion. 
In  this  case  laser  rays  not  applied  incorporated  through 
ophthalmoscope.  Fundus  is  viewed  and  rays  applied 
through  slit  lamp. 


scope  (Fig.  6).  The  photocoagulator  uses  regular 
daylight  with  its  divergent  rays.  On  the  other 
hand,  the  ruby  laser  and  the  newest  argon  laser 
produce  very  high-intensity  light  beams  which  are 
monochromatic  and  monodirectional.  In  the 
United  States  the  laser  has  become  the  instru- 
ment of  choice,  leaving  the  German-originated 
xenon  photocoagulator  for  particular  indications. 

Eye  surgery  with  the  photocoagulators  needs 
only  minimal  anesthesia;  it  can  be  done  on  the 
ambulatory  patient,  and  the  after-care  is  simple 
since  the  photocoagulators  work  in  a second  or  a 
fraction  thereof.  There  is  no  time  to  feel  any  pain 
(Fig.  7). 

In  contrast  to  the  xenon  coagulator  with  which 
the  action  of  rays  takes  about  one  second,  and  its 
intensity  cannot  be  easily  regulated,  ruby  and 
argon  lasers  can  easily  be  adjusted  from  more  su- 
perficial to  deeper  burns  as  needed  in  each  partic- 
ular case.  They  work  in  fractions  of  seconds,  and 
the  damage  to  the  neighboring,  very  delicate  neu- 
rosensory  tissue  is  negligible.  The  light  rays  are 
absorbed  in  the  dark  pigment  epithelium  of  the 
retina.  Punctiform  burns  result  which  cause  firm 
chorioretinal  adhesions,  thus  sealing  down  the 
retina  to  the  area  where  it  previously  was  de- 
tached. Small  peripheral  retinal  areas  of  incip- 
ient retinal  detachments  can  be  preventively 
cured.  The  main  indications  for  photocoagula- 
tion have  been  in  retinal  detachment  surgery 
(superficial  detachments),  then  in  destroying 
smaller  tumors,  vascular  growths,  and  aneurys- 
matic formations  of  the  retinal  vessels.  In  diabetes 
the  neovascular  formations  cause  edema  and  hem- 
orrhage. These  are  followed  by  formations  of  fi- 
broplastic glial  strands  which  tear  the  retina  from 
its  insertion,  resulting  in  retinal  detachments. 
The  photocoagulator,  especially  the  argon  laser, 
which  in  addition  has  a special  affinity  to  hemo- 
globin, that  is,  to  fine,  thin,  especially  newly 
formed  blood  vessels,  promptly  destroys  the  retinal 


FIGURE  7.  Fundus  appearance  of  encircling  coagula- 
tion (laser  or  cryocoagulation)  for  treatment  of  retinal 
lesion. 


neovascularization,  eliminates  damaging  edema, 
and  will  stop  threatening  blindness. 

Recently  more  and  more  therapeutic  users  are 
being  carried  out  with  the  ruby  and  argon  lasers. 
The  high  price  of  these  complicated  instruments 
limits  their  use  to  large  clinics  where  only  a few 
ophthalmologists,  trained  in  laser  technics,  carry 
out  radiation  therapy. 

In  contrast  to  the  highly  complex  lasers,  cryo- 
therapy is  becoming  a tool  of  the  practicing  oph- 
thalmologist. The  apparatus  is  relatively  inex- 
pensive, and  the  maintenance  is  minimal.  As  a 
rule.  Freon  gas  is  used  between  —20  to  —80  C. 
temperatures  for  various  procedures.  The 
most  important  use  is  in  retinal  detachment  sur- 
gery (Fig.  8).  Cryotherapy  has  displaced  the  pre- 
vious diathermy  surgery.  With  cryotherapy  the 
amount  of  destruction  can  always  be  gauged  and 
regulated;  the  tissue  damage  is  incomparably 
less,  and  the  desirable  effect  can  be  accurately 


FIGURE  8.  Apparatus  for  cryotherapy  of  retinal  detach- 
ment. 
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FIGURE  9.  (A)  Cryophake  handle  used  in  cataract  ex- 

traction. (B)  Cataract  removed  with  lens  frozen  to 
cryo"  tip 


placed  without  damage  to  the  neighboring  tissues. 
In  cryotherapy  the  surgical  adhesion  is  also  in  the 
chorioretinal  layers.  However,  the  adhesion  also 
appears  to  occur  between  the  glial  elements  of  the 
retina  and  the  pigment  epithelium.  A major  ad- 
vantage of  cryotherapy  is  its  mild  effect  on  scleral 
collagen.  Reoperations  are  no  problem  in  contrast 
to  diathermy  coagulation  in  which  the  damage  is 
gross  and  excessive  so  that  reoperation  would  be- 
come a very  serious  operative  handicap. 

Cryotherapy  has  made  cataract  operations  much 
safer.  The  cryoprobe  tip  firmly  adheres  to  the 
cataractous  lens,  and  makes  its  extraction  simple, 
even  in  the  hands  of  the  beginner  (Fig.  9).  Cryo- 
therapy is  also  being  used  in  certain  types  of  open- 
angle  glaucoma  operations  and  to  destroy  smaller 
intraocular  tumors. 

Advanced  corneal  surgery  has  bypassed  the  pre- 
vious wonders  of  corneal  transplantation.  Kerato- 
prosthesis  corneal  surgery  and  prosthetosclerokera- 
toplasty  now  make  it  possible  to  restore  eyesight; 
ten  years  ago  the  best-trained  ophthalmologist 
could  not  have  imagined  this  would  come  about 
a few  years  later  (Fig.  10). 

Applications  of  adhesive  substances,  especially 
of  the  heptacyanomethacrylates  in  gaping  corneal 
wounds,  and  so  on,  eliminate  dangerous  suturing 
of  the  collapsed  cornea  or  eyeball,  and  the  adhesive 


FIGURE  10  Prosthetosclerokeratoplasty  (A)  Ex- 
tremely damaged  and  totally  opaque  cornea  prepared 
for  trephining  and  acceptance  of  optical  cylinder.  (B) 
Trephined  corneal  area  with  optical  cylinder  in  place 
(new  pupil)  will  be  covered  by  contact  lens  with  painting 
of  ins  for  good  cosmetic  effect 

substance  keeps  the  gaping  tissues  together  until 
healing  is  complete. 

Valiant  efforts  are  being  made  to  reduce  the 
excessive  amounts  of  blindness  caused  by  diabetes. 
After  the  heroic  efforts  to  cure  diabetic  retinopathy 
by  means  of  ablation  of  the  pituitary  gland  or  by 
reduction  of  its  function  with  irradiation  and  sur- 
gery, the  results  were  disappointing  and,  not  infre- 
quently, left  the  patient  blind  and  deprived  of  the 
functions  of  his  master  gland.  It  is  heartening  now 
to  see  a more  logical  approach  to  destroy  the  neo- 
vascular  formations  in  the  retina,  which  are  the 
source  of  later  intraocular  hemorrhages  and  diabet- 
ic retinal  detachments,  by  cautious  and  careful 
superficial  laser  photocoagulation. 

In  treating  glaucoma  gonioscopy  is  the  divider. 
If  it  shows  a narrow-angle  glaucoma,  a simple 
peripheral  iridectomy  may  save  the  eyes  for  many 
years;  if  gonioscopy  shows  that  we  deal  with  a 
chronic  or  simple  open-angle  glaucoma,  conserva- 
tive therapy  will  be  applied,  and  surgery  will  be 
done  only  if  everything  else  fails. 

Besides  the  number  of  cholinesterase-inhibiting 
and  anticholinergic  agents,  which  we  use  for  pupil- 
lary miosis  in  glaucoma,  the  newly  developed 
adrenergic  blocking  agents,  such  as  levo-epineph- 
rine  bitartrate  (alpha  blocking  agent)  and  prop- 
ranalol  (Inderal)  (beta  blocking  agent),  are  of  great 
help  in  our  care  of  open-angle  glaucoma,  by 
avoiding  very  often  visually  disturbing  miosis  of 
the  pupils  and  the  reduction  of  aqueous  humor 
formation.  The  carbonic  anhydrase  inhibitor  sub- 
stances such  as  acetazolamide  (Diamox),  dichlor- 
phenamide  (Daranide),  and  others,  given  orally 
greatly  help  the  patient  with  open-angle  glaucoma 
to  reduce  the  secretion  of  aqueous  humor  and  thus 
relieve  the  poorly  working  ocular  drainage. 

Fungus  disease  of  the  eyes  was  a rarity  ten  to 
fifteen  years  ago.  Introduction  of  steroids  and 
antibiotic  agents  has  produced  a variety  of  fungus 
infections  in  the  conjunctiva  and  frequently  a 
fungus  involvement  of  the  cornea  itself.  Ampho- 
tericin B in  0.5  per  cent  ophthalmic  solution  (Fung- 
izon),  primaricin,  5 per  cent  eye  drops,  together 
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Two-Way  Syringe 


FIGURE  11  Aspiration  of  cataract  substance,  made 
soft  and  fluffy,  through  two-way  syringe  irrigation  sys- 
tem. 

with  5 per  cent  potassium  iodide  are  used  in  such 
cases.  If  the  fungus  ulcer  advances,  the  diseased 
cornea  will  be  shaved  off  the  surface  and  replaced 
by  corneal  transplant.  Recently  severe  fungus  in- 
fections in  the  form  of  histoplasmosis,  destroying 
all  the  inner  contents  of  the  eyeball,  have  been  re- 
ported. Lately,  there  are  reports  of  Candida  albi- 
cans infections  which  have  invaded  the  eyeball 
and  passed  backward  to  cause  a Candida  menin- 
gitis. Use  of  powerful  antifungal  substances,  such 
as  griseofulvin,  amphotericin  B,  nystatin,  and  so 
on,  are  given  systemically  in  such  cases. 

Trachoma  is  a disease  which  is  still  prevalent 
in  a number  of  countries.  The  treatment  consists 
of  topical  application  of  tetracycline  ointments  and 
systemic  treatment  with  sulfa  drugs. 

In  congenital  cataracts  the  opaque  lens  is  re- 
moved by  “aspiration  surgery.”  A very  small 
peripheral  opening  is  made  close  to  the  edge  of  the 
cornea,  the  lens  capsule  is  opened,  and  it  is  sub- 
jected to  streams  of  water  through  a two-way  sy- 
ringe. The  flaky  watery  substance  of  the  lens  sub- 
stance is  withdrawn  from  the  anterior  chamber 
(Fig.  11). 

When  performing  the  classical  cataract  opera- 
tion, we  encounter  strong  zonular  fibers  in  cata- 
racts which  occur  in  persons  between  the  ages  of 
twenty-five  to  fifty-five  years.  These  fibers  make 
lens  extraction  very  difficult  and  dangerous.  Bar- 
raquer,  a Spanish  ophthalmologist,  has  introduced 
a substance  called  “alpba-cbymotrypsin.”  One 


cc.  of  1:5,000  solution  is  injected  under  and  around 
the  iris.  This  solution  will  completely  digest  the 
zonular  fibers;  the  lens  becomes  free  and  freely 
swims  toward  the  wound  opening,  and  from  there 
it  is  gently  pushed  out  of  the  eyeball. 

We  have  a great  variety  of  means  for  elimina- 
ting intraocular  tumors.  If  they  are  small,  photo- 
coagulation, laser,  and  cryotherapy  will  destroy 
them.  If  they  are  large,  chemotherapy,  triethylene 
melamine,  or  other  antineoplastic  agents  given 
orally  or  parenterally  with  irradiation  or  radium 
seeds  will  destroy  the  tumors. 

If  the  tumor  is  in  the  anterior  segment  of  the  eye 
in  the  iris  or  in  the  ciliary  body,  a heroic  operation 
called  cyclectomy  will  excise  the  tumor  in  toto,  and 
the  big  defect  in  the  eyeball  will  be  covered  by 
scleral  tissue  obtained  from  an  eye  bank. 

Ophthalmology  is  responsible  for  an  important 
breakthrough  in  combating  virus  diseases.  Herpes 
keratitis,  herpes  simplex,  and  herpes  dendritica  of 
the  cornea  are  serious  corneal  involvements, 
lododeoxyuridine  (IDU)  has  been  introduced  to 
prevent  the  replication  of  the  virus  by  combining 
the  drug  with  one  desoxyribonucleic  acid  compo- 
nent necessary  for  virus  regeneration.  The  suc- 
cess of  the  discovery  of  this  antiviral  agent  stimu- 
lated research  of  newer  and  better  agents,  among 
them  trifluorothymidine,  a substance  which  may 
also  be  very  effective  in  adenovirus  infections.  The 
search  is  for  more  and  better  haloginated  pyrimi- 
dine and  thymidine  preparations. 

Comment 

This  article  written  for  the  nonophthalmologist 
does  not  strive  to  be  complete  and  all-inclusive. 
It  was  written  in  a popular  style  with  the  purpose 
of  presenting  to  the  nonophthalmologist  the  tre- 
mendous strides  recently  accomplished  in  this  dis- 
cipline of  medicine  and  to  demonstrate  that  oph- 
thalmology in  association  with  the  other  branches 
of  the  healing  art  is  living  up  to  the  expectation  of 
giving  the  best  of  up-to-date  care  for  those  needy 
of  medical  attention. 

5 West  86th  Street 
New  York,  New  York  10024 
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ANTIEMETIC 
EFFICACY  OF 
BENZQUINAMIDE 

Controlled  study* 


A controlled  double-blind  study  of  225  unpremedi- 
tated female  patients  who  received  cyclopropane 
anesthesia  was  undertaken  to  evaluate  the  anti- 
emetic efficacy  of  bemquinamide.  Comparison  of 
the  results  following  the  intravenous  administration 
of  benzquinamide  (0.7  mg.  per  kilogram),  pro- 
chlorperazine (0.1  mg.  per  kilogram),  and  placebo 
(N-saline)  in  the  emergence  period  of  anesthesia 
indicated  that  both  drugs  were  twice  as  effective 
as  placebo  in  the  prophylaxis  of  vomiting.  No  side 
effects  or  changes  in  vital  signs  due  to  benzquin- 
amide  were  noted. 
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Recently,  a new  group  of  pharmacologic  agents, 
the  benzoquinolizines,  have  been  developed.  Un- 
desirable side-effects  are  believed  to  be  less  with 
this  group,  and  one  of  these  drugs,  benzquinamide 
(Quantril)  has  been  studied  recently  (Fig.  1).  In 
a study  of  421  patients  receiving  oral  benzquin- 
amide for  nausea  and  vomiting,  the  most  common 


FIGURE  1.  Structural  formula  of  benzquinamide. 

‘This  study  was  supported  by  a grant  from  Chas.  Pfizer  & 
Co.,  Groton,  Connecticut. 

tDr.  Thomas  is  Director,  Department  of  Immunology,  St. 
Vincent’s  Hospital,  New  York  City. 


side-effect  was  drowsiness.*  Similarly,  in  a study 
of  side-effects  in  870  adults  receiving  parenteral 
benzquinamide,  drowsiness  again  was  the  one  most 
frequently  observed  (4.2  per  cent).**  The  next  most 
common  side-effect  noted  in  the  parenteral  study 
was  shivering  (2. 1 per  cent). 

Benzquinamide  has  been  shown  to  be  an  anti- 
emetic against  apomorphine-induced  emesis  in 
dogs  and,  similarly,  in  man.  Accordingly,  our 
interest  was  directed  toward  the  study  of  this  agent 
in  the  suppression  of  postanesthetic  vomiting. 
Some  previous  studies  have  been  done,  as  will  be 
outlined,  on  the  adjunctive  anesthetic  use  of  benz- 
quinamide. 

The  intravenous  administration  of  this  new 
antiemetic  agent  indicated  its  ability  to  treat  car- 
diovascular depression  during  halothane  (Fluo- 
thane)  anesthesia,  and  demonstrated  an  arousal 
effect  as  evidenced  by  a lightening  of  the  plane  of 
anesthesia.*’’*’  In  addition,  an  increase  in  minute 
volume  respiration  was  reported  in  the  immedi- 
ate postoperative  anesthetic  period  as  well  as 
during  anesthesia. 

The  medication  was  administered  as  a single 
intravenous  injection  when  the  anesthesiologist 
considered  the  patient  to  be  emerging  from  the 
anesthetic  (that  is,  responding  with  voice  to  vocal 
command,  in  a one-minute  period,  the  end  of 
which  was  considered  zero  time).  The  injection  of 
the  coded  medications  was  within  a one-minute 
period,  the  time  of  emergence,  the  end  of  which 
was  considered  zero  time  for  purposes  of  data 
obtainment.  All  patients  were  carefully  observed 
for  the  time,  duration,  and  severity  of  vomiting 
and/or  retching  following  the  administration  of 
these  drugs.  Vomiting  was  rated  as  mild  (retching 
with  or  without  salivation),  moderate  (delivery  of 
gastric  contents  up  to  30  ml.),  or  severe  (any 
ejection  of  vomitus  with  great  force  or  in  amounts 
greater  than  30  ml.).  Nausea  and  sedation  as 
well  as  side-effects  were  observed,  and  the  vital 
signs  were  monitored  closely  in  the  postanesthetic 
period.  Sedation  was  classified  as  mild,  moderate, 
or  marked  primarily  on  the  basis  of  whether  there 
were  slurred,  incoherent,  or  lack  of  vocal  responses 
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to  voice.  All  plotted  observations  were  based  on 
five-minute  intervals.  The  code  was  not  broken 
until  the  entire  study  was  completed. 

Nausea  was  disregarded  as  too  subjective  a 
phenomenon  to  permit  valid  evaluation.  Measure- 
ments of  peripheral  blood  pressure,  pulse,  and 
respiratory  rates  showed  no  marked  changes  from 
those  recorded  prior  to  the  anesthetic  administra- 
tion. The  side-effects  of  extrapyramidal  move- 
ments were  seen  in  only  4 patients,  who  all  received 
prochlorperazine. 

Comment 

The  incidence  of  postoperative  vomiting  re- 
ported in  the  literature  varies  widely.  In  a care- 
fully controlled  study  by  Riding  in  I960,"  the  inci- 
dence of  nausea  and  retching  following  minor 
gynecologic  surgical  procedures  varied  from  3 to  67 
per  cent  simply  as  a result  of  changing  the  amount 
of  morphine  and  atropine  premedication.  The 
over-all  incidence  of  postoperative  nausea  and 
vomiting  for  the  anesthetic  agent  halothane  was 
found  to  be  40  per  cent  by  Heal*^  for  50  female  sub- 
jects. All  of  his  patients  were  premedicated  with 
atropine  and  pethidine.  In  this  study  no  premedi- 
cation was  given  in  order  to  eliminate  the  effect  of 
this  variable. 

In  a study  by  Ratra  et  al.,^  the  incidence  of  post- 
operative nausea  and  vomiting  observed  in  252 
women  undergoing  cervical  dilation  and  uterine 
curettage  with  no  premedication  and  halothane  in 
oxygen  anesthesia  was  36.2  per  cent.  The  inci- 
dence of  postoperative  nausea  and  vomiting  found 
in  his  study,  in  which  atropine  premedication  was 
used,  was  29.4  per  cent.  These  figures  compare 
favorably  with  those  found  for  the  patients  com- 
prising this  study. 

Material  and  methods 

Two  hundred  and  twenty-five  female  surgical 
patients  were  studied.  They  were  divided,  at  ran- 
dom, into  three  study  groups  which  were  homo- 
geneous as  regards  age  distribution,  eighteen  to 
fifty-five  years.  All  patients  were  in  good  general 
health  except  for  the  need  to  undergo  a dilatation 
and  curettage  because  of  incomplete  abortion  or 
dysfunctional  uterine  bleeding.  A double-blind 
technic  was  used  at  random  in  the  immediate  post- 
operative phase  for  the  administration  of  three 
medications,  including  placebo. 

To  control  the  many  factors  that  influence 
nausea  and  vomiting,  no  premedication  was  given, 
and  cyclopropane  and  oxygen  were  the  sole  agents 
used  in  the  anesthetic  technic.  Only  two  anesthe- 
siologists administered  the  anesthetics  and  the 
coded  medications.  The  three  medications  used 
were  benzquinamide,  prochlorperazine,  and  place- 
bo (N-saline)  which  were  dissolved  in  N-saline  and 
drawn  up  in  10-ml.  syringes,  identical  in  appear- 
ance. Benzquinamide  was  diluted  to  7 mg.  per 


TABLE  I.  Percentage  values  for  degree  of  emesis  during 
one-minute  anesthetic  emergence  period  when  test  drug 
was  administered  intravenously 


Drug 

Mild 

Mod- 

erate 

Marked 

Total 

Placebo 

26.8 

17.4 

1.3 

45.5 

Benzquinamide 

23.0 

14.8 

2.5 

40.3 

Prochlorperazine 

26.0 

14.5 

5.8 

46.5 

milliliter,  and  prochlorperazine  to  1 mg  per  milli- 
liter. One  milliliter  of  these  solutions  was  adminis- 
tered intravenously  per  10  Kg.  of  body  weight,  the 
patients  thus  receiving  0.7  and  0.1  mg.  per  0.1 
mg.  per  kilogram  respectively. 


Results 

Eighty-one  patients  were  assigned  benzquin- 
amide, 69  prochlorperazine,  and  75  placebo  at 
random. 

Vomiting  was  found  to  occur  in  nearly  half  of  the 
patients  during  the  one-minute  period  of  emer- 
gence from  the  cyclopropane  anesthetic  and  was 
considered  unrelated  to  the  action  of  any  of  the 
given  drugs  under  investigation  (Table  I). 

At  the  end  of  this  one  minute,  that  is,  zero  time, 
the  number  of  patients  who  received  placebo  was 
compared  with  those  given  either  benzquinamide 
or  prochlorperazine  for  mild  or  moderate  degrees 
of  emesis  (Figs.  2 and  3).  Since  marked  emesis  was 
noted  for  only  2 patients  in  the  first  five-minute 
period  (one  following  the  administration  of  place- 
bo, the  other  prochlorperazine),  no  specific  illustra- 
tion is  presented. 

The  results  of  this  controlled  study  indicated  a 
decrease  in  the  number  of  patients  vomiting  in  the 
one-hour  interval  following  the  administration  of 
either  benzquinamide  or  prochlorperazine  when 
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FIGURE  2.  Prochlorperazine  and  benzquinamide:  num- 
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TABLE  II.  Incidence  of  emesis,  regardless  of  severity,  for 
the  sixty-minute  postanesthesia  period 


Drug 

Incidence 

Per  Cent 

Placebo 

36  75 

48.0 

Benzquinamide 

19  81 

23.5 

Prochlorperazine 

15  69 

21.7 

MLO 
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FIGURE  4.  Benzquinamide  sedation. 


"•  1*0  or  PLACE*©  PATENTS 

FIGURE  5.  Prochlorperazine  sedation. 


il 


compared  to  placebo  (Table  II).  It  is  evident  from 
these  bar  graphs  that,  in  the  first  fifteen  minutes, 
percentage  decreases  were  60  and  50  for  benzquin- 
amide and  prochlorperazine  respectively,  which 
became  65  and  75  when  determined  for  the  first 
thirty-minute  interval. 

Sedation  was  noted  for  both  benzquinamide  and 
prochlorperazine  in  the  postanesthetic  period  and 
affected  approximately  the  same  number  of 
patients  (Figs.  4 and  5).  Each  group  receiving  the 
active  drug  showed  twice  as  many  patients  sedated 
as  compared  with  the  placebo  group  (that  is,  those 
recovering  from  anesthesia  only). 

In  that  there  was  no  notable  decrease  after  the 
first  five-minute  interval  in  the  incidence  of 
vomiting  as  the  study  progressed  (that  is,  emesis 
occurred  during  the  following  post-anesthetic 
periods  at  random),  we  believe  that  within  the 
limits  of  the  study  design,  the  findings  are  clini- 
cally significant  and  that  the  data  should  be  re- 
producible. 


Notably,  in  this  study,  benzquinamide  was 
found  to  be  virtually  free  of  toxicity  or  significant 
side-effects.  Benzquinamide,  specifically,  was  not 
found  to  be  associated  with  hypotension,  other 
cardiovascular  changes,  or  extiapyramidal  side- 
effects. 
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Salmonella  infections  today  require  as  much  re- 
spect and  clinical  judgment  in  their  recognition 
and  management  as  Sir  William  Osier  demon- 
strated, In  1896  Osier’s'  address  at  the  American 
Medical  Association’s  annual  meeting  began, 
“Humanity  has  but  three  great  enemies:  Fever, 

famine,  and  war;  of  these  by  far  the  greatest,  and 
by  far  the  most  terrible,  is  fever.”*  Of  the  300 
pages  describing  all  infectious  diseases  in  the  last 
American  edition  of  Osier’s  text,  50  pages  were 
devoted  to  typhoid  alone,  almost  5 per  cent  of  his 
tome.  This  article  is  a brief  review  of  salmonella 
infections  since  the  preantibiotic  era. 

History 

Osier  credits  Louis  with  the  name  “typhoid” 
for  the  fever  which  existed  in  Paris  in  1829.  Louis’ 
student,  Gerhard,  returned  to  Philadelphia  in 
1836,  and  in  1837  he  clearly  separated  typhoid  from 
typhus  fevers  by  careful  clinical  observations.'^ 
Gaffky  isolated  the  typhoid  bacillus  in  1884,  four 
years  after  Eberth  described  the  organism  in  tissue 
sections  from  patients  who  died  from  typhoid 
fever.  In  1885  Salmon  and  Smith  isolated  Sal- 
monella choleraesuis  from  cases  of  hog  cholera. 
Actually  this  latter  was  shown  to  be  a secondary 
invader,  a virus  being  responsible  for  hog  cholera. 
In  1888  Gartner  first  isolated  Salmonella  enteriti- 
dis  in  a ca.se  of  food  poisoning  from  the  spleen  of 

‘I’re.sent  addre.ss:  Divi.sion  of  Allergy  and  Immunology, 

Scripps  Clinic  and  Research  Foundation,  La  Jolla,  C^alil'ornia 
920J7, 


It  was  proved  by  Osier  that  the  incidence  of  typhoid 
fever  reflected  the  sanitary  intelligence  of  a com- 
munity. With  improvement  in  water  supply  and 
sewage  disposal  the  distribution  of  the  causative 
factor  was  curtailed.  However,  an  increase  in 
disease  from  other  .salmonella  species  was  reported 
in  1968.  This  was  caused  by  nonhuman  sources 
found  in  contaminated  foods.  Therefore,  it  is 
crucial  that  salmonella  infections  be  controlled 
with  proper  hygiene  for  the  sake  of  the  community, 
and,  when  necessary,  an  antimicrobial  agent  should 
be  administered  for  the  sake  of  the  individual. 


a patient  who  died  after  eating  contaminated 
meat.-*  In  1892  Loeffler  isolated  Salmonella  ty- 
phimurium  from  mice  with  a typhoid-like  disease.^ 
Just  before  the  turn  of  the  century  Gwyn  impressed 
his  chief.  Dr.  Osier,  when  he  reported  a case  of 
enteric  fever  in  1898  with  no  serum  reaction  to 
typhoid  bacillus;  this  he  classified  as  a paratyphoid 
infection.**  Thus,  at  the  turn  of  the  century  these 
many  scientists  had  recognized  that  a host  of  non- 
lactose fermenting,  flagellated,  gram-negative 
bacilli  were  capable  of  causing  diseases  with  dif- 
ferent clinical  characterisitics  but  often  indistin- 
guishable from  one  another. 

Classification 

Thirty-five  years  ago  Kauffmann  and  White 
finally  classified  these  various  microbes  into  sen- 
sible groups,  and  their  system  still  stands.^  The 
salmonellae  are  divided  into  Groups  A,  B,  C,  D, 
plus  subgroups  C2  and  E,  on  the  basis  of  their 
somatic  0 antigens.  The  complex  analysis  of 
flagellar  or  H antigens  permits  further  identifica- 
tion of  the  actual  serotypes  which  now  number 
more  than  1,300. 

Epidemiology 

Osier’s  concern  for  public  health  was  exemplary. 
He  recognized  the  danger  of  carriers  and  inappar- 
ent  infections,  that  the  disease  was  not  transmitted 
by  the  aerial  route,  and  that  imperfect  water  sup- 
ply and  sewage  disposal  favored  the  distribution 
of  the  organism.  His  familiar  doctrine  “fingers, 
food,  and  flies”  still  has  relevance  today.  The 
incidence  of  typhoid  fever,  he  believed,  reflected 
the  sanitary  intelligence  of  a community.  He  was 
deeply  concerned  that  deaths  from  enteritis  in  war 
outnumbered  combat  deaths. 

After  Wright  introduced  typhoid  vaccination  in 
1904,  Osier  critically  evaluated  its  value,  reactions, 
and  duration  of  protection  and  concluded  in  his 
text  that  the  vaccine  is  useful  “wherever  large 
bodies  of  persons  are  likely  to  be  exposed  to  un- 
usual dangers  of  infection.”  His  statement  regard- 
ing the  indications  still  obtain  with  the  realization 
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that  it  may  not  be  effective  when  the  inoculum  is 
an  overwhelming  dose  for  the  exposed  individual.® 

The  salmonellae  are  hardy  organisms  that  re- 
sist drying  and  freezing  and  must  be  heated  to 
60  r.  for  ten  minutes  to  insure  killing.^  The 
reservoir  for  typhoid  is  in  man  and  today  appears 
to  be  dwindling.  Accompanying  this,  however,  has 
been  an  increase  in  reported  incidence  of  disease 
from  the  other  salmonellae.  In  1968  of  the  20,000 
reported  cases  of  human  salmonella  disease  in  the 
United  States,  28  per  cent  were  S.  typhimurium, 
and  only  3 per  cent  were  due  to  Salmonella  typhi. 
Three  fourths  of  the  8,977  isolations  of  salmonellae 
from  nonhuman  sources  were  from  domestic  ani- 
mals and  animal  feeds.'  Mass  production  and 
distribution  of  contaminated  foods  of  animal  origin 
may  be  responsible  for  much  of  the  increase  in 
salmonella  disease,  since  these  foods  cannot  be 
completely  sterilized  and  may  be  allowed  to  in- 
cubate before  serving. 

Clinical  characteristics 

The  vast  majority  of  infectious  problems  caused 
by  salmonellae  appear  as  mild,  self-limited  febrile 
gastroenteritis  associated  with  nausea,  vomiting, 
abdominal  discomfort,  and  diarrhea  eight  to  forty- 
eight  hours  after  ingesting  contaminated  food. 

Serious  salmonella  disease  was  so  well  described 
by  Osier  that  no  new  clinical  information  has  ever 
been  added  or  needed.  In  enteric  fever  he  care- 
fully described  the  fever,  rose  spots,  leukopenia, 
abdominal  tenderness,  tympanites,  splenomegaly, 
and  diarrhea.  His  keen  anatomic  description  of 
the  hyperplasia  and  ulceration  of  the  lymphatic 
vessels  of  the  intestines,  swelling  of  the  mesenteric 
glands  and  spleen,  and  changes  in  other  organs 
including  the  possibility  of  intense  pulmonary, 
splenic,  renal,  bone,  and  central  nervous  system 
localization  still  inspire  awe  in  physicians.  He 
compared  the  sustained  Pennsylvania  Railroad- 
like chart  in  typhoid  fever  to  the  zigzag  Baltimore 
and  Ohio  Railroad  chart  of  malaria.  Yet,  he 
warned  that  any  of  these  signs  may  be  slight  or 
even  absent,  including  the  fever. - 

Today  it  is  recognized  that  certain  strains  of 
salmonella  are  associated  with  higher  morbidity 
and  mortality  rates,  for  example,  S.  choleraesuis, 
but  this  distinction  usually  is  of  little  help  to  the 
clinician  or  patients  at  the  time  the  patient  is  first 
seen  with  the  illness.  Infection  with  this  organism 
often  results  in  septicemia,  frequently  with  local- 
ization.® Factors  favoring  localization  include 
decreased  oxygen  tension,  such  as  hemoglobin- 
opathy; gastric  hypochlorhydria,  for  example, 
postgastrectomy;  infectious  agents,  such  as  ma- 
laria and  viral  hepatitis;  and  altered  tissues,  as 
in  cirrhosis  and  cancer.  Focal  infections  following 
salmonella  septicemia  include  meningitis,  mycotic 
aneurysm,  pneumonitis,  osteomyelitis,  septic 
arthritis,  urinary  tract  infection,  peritonitis,  sal- 
pingitis, appendicitis,  cholecystitis,  pancarditis. 


endoaortitis,  and  abscess  formation  in  brain,  skin, 
lung,  spleen,  or  subphrenic.® 

Treatment 

The  only  feature  of  Osier’s  overwhelming  knowl- 
edge of  the  disease  which  could  be  considered 
wrong  today  was  his  treatment.  He  starved  his 
patients  by  permitting  only  small  amounts  of  di- 
luted milk  and  egg  whites  during  the  febrile  period 
and  kept  his  patients  at  bed  rest  without  solid 
food  for  at  least  one  month.  Some  of  the  signs 
which  Osier  described  in  the  third  week  of  illness 
probably  reflect  the  starvation:  loss  of  flesh, 

pronounced  weakness,  feebleness  of  the  heart,  and 
delirium  with  tremor.  His  suggestions  about 
symptomatic  treatment  were  excellent,  however, 
and  included  accurate  fluid  control  and  model 
nursing  care. 

Today  we  tend  to  be  more  interested  in  treating 
the  “bug”  than  the  patient. 

In  Osier’s  day  there  were  no  specific  therapies. 
Since  the  late  1940s  a number  of  antimicrobial 
agents  have  been  added  to  the  therapeutic  arma- 
mentarium. Tetracyclines  were  the  first  to  be 
tried  in  typhoid  fever.  The  tetracycline  group 
reduced  the  incidence  of  complications  but  did  not 
shorten  the  syndrome.*® 

Chloramphenicol  became  the  drug  of  choice  for 
all  salmonella  disease  when  Woodward  et  a/. 
described  its  usefulness  in  1948.  It  is  able  to  short- 
en the  acute  state  and  prevent  septic  complica- 
tions. The  temperature  returns  to  normal  in  about 
four  days  with  this  drug.  Unfortunately  though, 
the  incidence  of  intestinal  hemorrhage  or  perfora- 
tion remains  1 to  5 per  cent  since  Osier’s  day.  In 
1964  Woodward  and  Swadel’s*^  relapse  rate  with 
chloramphenicol  was  18  per  cent  which  was  twice 
that  of  Osier’s  series,  but  the  mortality  rate  had 
been  improved  from  9.1  to  4.5  per  cent. 

Patients  with  enteric  fever,  septicemia,  localized 
disease,  or  who  are  debilitated,  deserve  treatment. 
In  the  past  decade  ampicillin  was  shown  to  be 
potent.  Although  it  is  less  hazardous  than  chlor- 
amphenicol, there  is  a lower  cure  rate  in  enteric 
fever.*®  An  important  use  of  ampicillin  in  typhoid 
fever  has  been  the  effective  treatment  of  the  chron- 
ic carrier  state.*'* 

In  acute  salmonella  gastroenteritis  not  only  are 
these  cases  benign  and  self-limited,  but  anti- 
microbial therapy  also  has  not  been  shown  to  de- 
crease the  morbidity  rate.*®  Furthermore,  its 
prescription  has  been  associated  with  aggravation 
of  the  illness  if  the  organism  is  resistant  to  the 
drug.*® 

Reports  have  suggested  that  antimicrobial 
therapy  prolongs  the  carrier  state. *^’  *® 

Drug  resistance 

Another  reason  for  omitting  specific  antimicro- 
bial agents  is  the  emergence  of  drug-resistance 
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problems.  In  1959  Baron'®  observed  that  sal- 
monella sexually  mate  with  Escherichia  coli.  In 
the  same  year  Akiba  et  noticed  that  multiple 
drug-resistance  patterns  among  epidemic  Shigella 
strains  in  Japan  occurred  too  quickly  and  predict- 
ably to  be  explained  by  mutation  and  selection. 
They  postualted  transfer  of  drug-resistance  pat- 
terns. 

In  1960  Watanabe  and  Fukasawa^'  further 
demonstrated  that  sexual  conjugation  among 
Enterobacteriaceae  involved  desoxyribonucleic 
acid  transfer  from  donor  to  recipient  bacteria,  thus 
allowing  transfer  of  the  resistance  of  “R”  factor. 
He  showed  that  these  factors  are  mediated  by 
episomes  which  replicate  independently  of  the 
genome  and  can  pass  from  generation  to  generation 
during  bacterial  conjugation,  thereby  transferring 
resistance. 

Thus,  the  use  of  antibiotics  in  hospital  or 
ambulatory  patients  can  promote  the  emergence 
of  resistant  enteric  bacteria.  It  is  crucial  that  we 
control  salmonella  infections  with  proper  hygiene 
for  the  sake  of  the  community,  and,  when  neces- 
sary, use  an  antimicrobial  agent  for  the  sake  of 
the  individual. 

Conclusion 

In  this  century  the  incidence  of  enteric  fever  and 
the  chances  for  cure  have  been  altered  favorably 
by  hygiene  and  medicine.  The  other  salmonellae 
are  perfect  parasites  in  that  they  can  infect  a large 
number  of  people  and  animals  without  killing 
their  host. 

We  have  found  no  dependable  way  to  deal 
with  them  either  prophylactically  or  therapeu- 
tically. Mass  food  processing  aids  in  their  dis- 
persion. The  recent  increase  in  resistant  forms 
hopefully  does  not  herald  an  increase  in  virulence. 

With  the  occurrence  of  acute  gastroenteritis, 
fluid,  electrolyte  balance,  antidiarrheal  agents,  and 
isolation  are  important  to  control.  For  complica- 
tions or  severe  cases  a drug  may  have  to  be  added. 
Otherwise  we  have  progressed  little  since  Osier, 
and  we  may  fare  no  better  with  our  microbes  than 
Osier  did  with  his. 
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Knowledge  of  the  prevention  and  management 
of  pressure  sores  should  be  mandatory  to  most 
disciplines  in  the  practice  of  medicine.  The  occur- 
rence of  this  condition  in  the  elderly,  the  debili- 
tated, the  traumatically  injured,  and  the  long-term 
bedridden  patient  in  the  hospital  is  well  known. 
Certain  basic  knowledge  of  skin  care  by  nurses  and 
physicians  could  prevent  a very  large  percentage  of 
these  deformities. 

By  definition,  a pressure  sore  is  breakdown  of 
skin  leading  to  ulceration  of  an  area  due  to  pressure 
on  the  skin,  usually  the  skin  overlying  bony 
prominences.  The  cause  is  unrelieved  pressure, 
particularly  over  thinly  padded  bony  prominences, 
frequently  attended  by  moisture.  The  resultant 
ischemia  produces  tissue  necrosis  resulting  in  a 
pressure  sore  in  an  otherwise  healthy  person.  Two 

‘This  investigation  was  supported  in  part  by  a grant  from 
the  Stryker  Corporation,  Kalamazoo,  Michigan.  All  the 
floatation  pads  and  heel  pads  are  manufactured  hy  Stryker 
Corporation. 


Results  of  a one-year  study  at  a nursing  home  on 
inoperable,  mostly  aged  patients  with  multiple 
chronic  conditions  and  pressure  sores  indicate  that 
silastic  floatation  pads  are  a helpful  adjunct  to 
good  nursing  care  in  the  prevention  and  manage- 
ment of  pressure  sores.  Of  27  patients  with  multiple 
sores  placed  on  silastic  pads,  20  improved,  5 re- 
mained the  same,  and  2 worsened.  Of  11  control 
patients  not  on  pads,  2 improved,  4 remained  the 
same,  and  5 worsened.  The  pads  are  a valuable 
prophylactic  device  for  long-term  bed-rest  patients. 
They  aid  healing  of  sores,  especially  in  younger, 
anabolic  patients  such  as  traumatic  paraplegics, 
but  are  useless  in  terminal  patients.  Silastic  heel 
pads  proved  particularly  effective. 


to  four  hours  is  the  longest  time  that  pressure 
should  go  unrelieved,  and  even  these  limits  may 
be  generous. 

Pressure  sores,  or  decubitus  ulcers,  can  develop 
from  a number  of  causes.  Careless  movements  of 
the  body  across  the  sheets  may  produce  a “brush 
burn”  or  loss  of  epidermis.  Maceration  of  tbe 
skin  in  contact  with  wet  soiled  bed  clothes  or 
from  wrinkled  sheets  or  draw  sheets,  may  induce 
susceptibility  to  this  type  of  abrasion.^  Areas 
of  chafing  caused  by  poorly  fitting  braces  or  shoes 
may  develop  into  pressure  sores.  Tbe  spastic 
paraplegic  lying  in  bed  with  knees  and  ankles 
periodically  approximated  by  spasm  or  merely 
resting  against  each  other  may  soon  develop 
abraded  areas  which  unless  properly  padded  will 
progress  into  pressure  sores. 

Other  factors  may  be  involved,  such  as  anemia 
and  hypoproteinemia  from  whatever  cause. ^ The 
establishment  of  a pressure  sore  can  then  perpet- 
uate the  condition  caused  by  the  open  draining 
ulcerous  area.  Vitamin  deficiency,  and  lowered 
skin  resistance  through  poor  personal  hygiene, 
resulting  in  maceration  of  skin  surfaces,  may  also 
cause  pressure  sores. 

The  people  most  prone  to  pressure  sores  are 
paraplegic  and  quadriplegic  persons;  those 
suddenly  immobilized  through  accident  or  disease; 
those  with  any  type  of  plaster  cast,  splint,  or 
tight  dressing;  and  the  aged.  The  most  common 
sites  are  the  skin  over  the  ischia,  the  sacrum, 
oscalcis,  trochanters,  malleoli,  tibial  crest  and 
knees,  anterior  superior  iliac  spine,  costal  margins, 
and  humeral  epicondyles.-^ 

The  first  stage  in  formation  of  a pressure  sore 
is  redness  of  skin  over  a pressure  area.  This  will 
subside  if  the  pressure  is  relieved.  Redness,  swell- 
ing, and  induration,  with  occasional  blistering  and 
desquamation  of  the  epidermis,  then  takes  place. 
This,  too,  may  be  reversible  if  adequate  pressure 
relief  combined  with  local  heat  therapy  is  in- 
stigated. The  third  stage  is  necrosis  of  the  skin 
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with  exposure  of  fat.  This  situation,  unless  very 
small  in  area,  may  not  heal  spontaneously.  Skin 
and  fat  necrosis  then  extends  to  muscle  tissue. 
Surgical  treatment  is  now  indicated  after  debride- 
ment and  a trial  of  conservative  therapy.  Skin, 
fat,  and  muscle  necrosis  together  almost  invariably 
needs  early  surgical  intervention.  The  next  stage 
is  early  bone  involvement,  in  the  forms  of  perios- 
titis and  osteomyelitis.  Surgical  measures  are 
necessary.  The  last  stages  are  late  osteomyelitis, 
septic  arthritis,  possible  pathologic  fractures, 
septicemia,  and  possible  death. 

Prevention 

The  accepted  technics  for  preventing  pressure 
sores  are: 

1.  Frequent  turning  from  supine  to  prone  to  side 
positions. 

2.  Use  of  circular  bed  or  Stryker  frame. 

3.  Padding  over  bony  prominences  such  as  heels, 
ankles,  sacrum,  and  ischia. 

4.  Good  nutritional  status,  with  high-caloric, 
high-protein  diet  and  adequate  vitamins. 

5.  Immediate  changing  of  soiled  bed  clothes  and 
linen. 

6.  Patients  sitting  in  wheelchairs  should  have 
their  dependent  feet  checked  because  of  edema.  The 
legs  should  not  be  held  too  flexed  because  of  pressure 
on  the  ischia.  Pad  the  seat  of  the  chair. “ 

7.  Do  not  use  draw  sheets  unless  especially  neces- 
sary. 

8.  Use  of  mechanical  aids,  such  as  air  mattress, 
circulating  water  mattress,  oscillating  bed,  or  a 
silastic  floatation  pad  as  part  of  the  mattress. 

9.  Early  ambulation. 

10.  Turning  teams  should  be  used  for  those  who 
must  be  turned  regularly.  The  teams  should  be  sched- 
uled on  an  entire  hospital  basis  and  assigned  only  to 
that  job.  *’  The  use  of  a well-organized  turning  team 
could  be  most  useful  in  preventing  decubitus  ulcers 
and  would  very  likely  save  both  patients  and  the 
hospital  large  amounts  of  money  and  time. 

The  use  of  mechanical  aids  represents  some  of 
the  newer  technics  that  have  appeared  in  the 
recent  literature.  Silastic  floatation  pads,  air 
mattresses,  air-filtered  beads,  circulating  water 
mattresses,  and  oscillating  beds  have  a definite 
place  in  certain  aspects  of  this  type  of  surgical 
and  medical  care.**  It  is  the  purpose  of  this  study 
to  evaluate  one  of  these  technics,  namely  the 
silastic  floatation  pad.  It  was  also  our  purpose  to 
compare  good  nursing  care  in  control  patients  who 
would  not  be  placed  on  a silastic  pad,  as  well  as 
good  nursing  care  plus  the  silastic  pad  as  an  ad- 
junct. 

Methods  and  materials 

The  likelihood  of  being  able  to  study  good 
nursing  care  in  the  very  elderly,  frequently 
moribund  patient  in  the  hospital  and  in  a large 
continuing  series  of  cases  seemed  remote.  Cer- 


FIGURE  1.  Silastic  floatation  pad.  Central  location  in 
plastic  foam  mattress. 


tainly,  no  general  hospital  could  fill  the  bill. 
This  is  probably  true  throughout  the  country  be- 
cause of  the  selection  of  patients  that  stay  in  a 
general  hospital  for  long  periods  of  time.  In 
addition,  recent  government  requirements  for 
committees  of  utilization  and  review  preclude 
such  long-term  care  in  general  hospitals  and 
relegate  these  patients  to  extended-care  facilities 
and  then  to  nursing  homes.  The  serious  problems 
incurred  by  nursing  homes  in  such  difficult  cases 
are  well  known  to  the  medical  profession.  The 
authors  are  extremely  fortunate  in  having  in  our 
own  community  a large  county  nursing  hospital, 
the  900-bed  A.  Holly  Patterson  Home  for  Aged 
and  Infirm  run  by  Nassau  County  where  the 
nursing  care  is  excellent,  in  fact,  better  than 
we  have  seen  anywhere. 

We  decided  on  a one-year  continuing  study  to 
accumulate  enough  material.  The  purpose  of  the 
study  was  to  evaluate  the  effect  of  dispersing  the 
pressure  to  a specific  area  over  a larger  area  by 
using  a silastic  floatation  pad.  A silastic  floatation 
pad  is  a pillow  measuring  15  inches  by  15  inches  by 
1%  inches.  It  is  composed  of  silastic  gel  sur- 
rounded by  an  impermeable  plastic  cover.  This 
pad  is  placed  into  a previously  cut-out  square  of 
a soft  sponge  rubber  mattress  cover  (Fig.  1).  It 
can  also  be  used  as  a seat  cover.  It  is  also  made 
as  a protective  heel  cover  (Figs.  2A  and  2B). 

We  have  utilized  a large  number  of  patients 
with  decubitus  ulcer  and  placed  some  on  silastic 
pads  and  used  the  others  as  controls.  In  an 
attempt  to  diminish  any  bias  and  to  standardize 
therapy  as  much  as  possible,  the  patient  care 
was  handled  by  a separate  team  of  physicians  from 
those  evaluating  the  pad.  As  a matter  of  fact, 
none  of  the  physician-authors  who  were  the  evalua- 
tors are  on  the  staff  of  the  A.  Holly  Patterson  Home 
for  Aged  and  Infirm . The  study  was  conducted  over 
a one-year  period.  Base-line  laboratory  reports, 
including  hemoglobin,  hematocrit,  white  blood 
cell  count,  serum  protein,  albumin,  and  globulin 
were  routinely  done.  Photographs  and  chemistries 
were  studied  throughout  the  study  of  each  patient. 
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All  therapy  by  the  treating  team  was  separate 
and  apart  from  any  suggestions  from  the  evaluating 
team. 

The  nursing  and  medical  staff  of  the  A.  Holly 
Patterson  Home  for  Aged  and  Infirm  took  meticu- 
lous care  of  all  the  patients.  1 might  add  this 
is  the  same  care  they  apply  at  all  times  to  all 
of  their  patients.  It  was  refreshing  to  see  such 
dedication. 

The  age  group  ranged  from  the  thirties  to  the 
nineties.  The  greatest  percentage  were  in  the 
seventy-  to  eighty-year  range  (Fig.  3).  Every 
decubitus  ulcer  in  the  900-bed  nursing  home  was 
included  in  the  study,  and  random  sampling  was 
used  to  select  controls.  The  sample  population 
used  in  this  evaluation  consisted  of  high-risk  pa- 
tients with  a poor  prognosis.  Most  were  patients 
on  whom  one  would  not  be  likely  to  recommend 
a surgical  procedure.  Our  study  group  consisted 
of  49  patients  of  whom  11  had  to  be  excluded  since 
they  were  preterminal  cases  on  whom  rapidly 
expanding  lesions  were  symptoms  of  their  ap- 


AGE DISTRIBUTION 


FIGURE  3.  Age  distribution  of  decubitus  ulcer  patients 
studied.  Greatest  number  were  in  eighty-year  decade. 


proaching  death.  We  categorized  the  remaining 
patients  according  to  their  age  and  sex,  basic 
disease  process  or  processes,  laboratory  work,  and 
degree  of  decubitus  ulcers  at  the  commencement 
and  conclusion  of  this  study.  The  degrees  were 
assigned  to  the  ulcers  for  simplicity  of  thought, 
as  in  burns.  First,  second,  and  third  degree 
indicated  depth  of  skin  disease;  fourth  degree 
included  fat;  fifth  degree,  muscle;  and  sixth 
degree  included  bone  involvement.  We  also 
categorized  the  degree  of  cleanliness  as  grossly 
infected  or  grossly  clean.  A separate  column  in 
our  flow  sheet  listed  additional  superimposed 
disease  conditions  or  trauma,  for  example,  frac- 
tured femur,  intestinal  obstruction,  multiple 
sclerosis,  or  diabetes. 

Typical  case  studies  were  inoperable  patients, 
usually  aged,  with  multiple  conditions  such  as 
hemiplegia,  quadriplegia,  cerebrovascular  ac- 
cident, chronic  multiple  sclerosis,  brain  syndrome, 


FIGURE  4.  Summary  of  results.  Left:  patients  on 
silastic  pillow.  Right,  controls  not  on  pillow.  First 
number;  patients  studied.  Second:  patients  improved. 
Third;  patients  unchanged.  Fourth;  patients  worse. 
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FIGURE  5.  (A)  Sacral  and  ischeal  ulcers  m eighty-six-year-old  inoperable  patient.  (B)  Same  patient  after  two  months 

on  the  pad.  Sacral  ulcer  healed;  ischeal  healed  in  two  more  months. 


FIGURE  6.  (A)  Small  sacral  decubitus  ulcer  in  seventy-four-year-old  patient  with  right  hemiplegia,  arteriosclerotic 

heart  disease,  and  cardiovascular  accident.  (B)  Same  patient  completely  healed  after  two  months  on  the  pad. 


arteriosclerotic  heart  disease.  Parkinsonism, 
fractures,  and  multiple  decubitus  ulcers. 

Results 

Figure  4 reveals  that  27  patients  were  on  silastic 
pads,  with  20  improved,  5 the  same,  and  2 worse. 
Of  the  11  control  patients,  2 improved,  4 remained 
the  same,  and  5 became  worse.  The  determination 
of  whether  the  patient  was  worse  was  made  on  the 
basis  of  clinical  evaluation,  the  size  of  the  ulcer, 
and  the  photographic  studies. 

P'igures  5 through  9 show  the  results  of  con- 
servative treatment  on  the  floatation  pad  and 


heel  pad  as  a therapeutic  and  prophylactic 
measure. 

In  the  patients  with  heel  ulcers,  we  used  one  heel 
as  a control  with  a sheepskin  pad,  and  on  the  other 
heel  we  used  a silastic  heel  pad.  Our  results  in 
this  area  were  probably  more  spectacular  than 
in  any  other  area.  Often,  the  heel  protected  with 
silastic  would  heal  over  and  the  control  heel  would 
continue  to  break  down. 

Conclusion 

The  silastic  floatation  pad  has  obvious  merit 
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FIGURE  7 (A)  Large  trochanteric  ulcer  in  thirty-five-year-old  far-advanced  multiple  sclerotic  patient.  (B)  Five  months 

later,  only  1 inch  in  center  of  area  is  unhealed  Upper  area  on  left  is  zinc  oxide  ointment. 


FIGURE  8.  (A)  Eighty-eight-year-old  patient  with  fractured  hip.  diabetes,  glaucoma,  and  chronic  brain  syndrome. 

Her  back  was  about  to  break  down.  (B)  Back  healed  after  two  months  on  pad. 


in  the  prevention  of  pressure  sores  under  proper 
conditions.  The  primary  value  is  as  a prophylactic 
device  for  patients  who  because  of  the  nature  of 
their  illness  are  likely  to  develop  decubitus  ulcers. 
It  has  been  observed  that  as  patients  progress  from 
bed  to  wheelchair,  the  occurrence  of  decubitus 
ulcers  over  the  ischia  increases. ■*  The  pillow  does 
have  great  merit  in  patients  who  are  or  can  be 
placed  in  an  anabolic  state,  that  is  younger,  reason- 


ably healthy  patients  such  as  those  with  traumatic 
paraplegia.  Heel  pads  are  proved  to  be  of  such 
great  value  that  we  feel  that  they  are  mandatory  to 
any  long-term  bed-rest  patient.  The  pillow  is  of  no 
value  in  terminal  patients.  Eleven  were  studied 
and  excluded  from  our  chart  evaluation  because 
they  were  dying.  The  present  size  of  the  pad  is 
ideal  for  a chair,  but  for  bed  use  it  should  be  ap- 
proximately four  times  the  number  of  square  inches 
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FIGURE  9.  Heel  decubitus  ulcer  of  a sixty-three-year-old  quadriplegic  patient.  (B)  Ulcer  healed  after  four  months 
on  the  pad. 


to  allow  for  turning.  In  the  face  of  poor  or  no 
nursing  care,  the  pad  is  of  no  value  in  the  treatment 
of  decubitus  ulcers.  The  addition  of  a silastic 
pad  to  good  nursing  care  is  a very  helpful  adjunct 
in  the  care  and  treatment  of  these  patients. 
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The  most  serious  complication  of  typhoid  fever  is 
intestinal  perforation.  Typical  patients  will  appear 
with  a history  of  typhoid  fever,  onset  sharp  right 
lower  quadrant  pain,  and  signs  of  abdominal  crisis 
and  peritonitis.  Five  patients  with  typhoid  per- 
forations of  the  distal  ileum  were  successfully 
treated  surgically  with  a tube  ileostomy.  Success- 
ful treatment  relies  on  early  diagnosis  and  operation, 
vigorous  antibiotic  therapy,  use  of  steroids  and 
blood  in  shock.  Careful  pre-  and  postoperative 
monitoring  of  the  patient’s  vital  signs,  and  fluid 
and  electrolyte  balance  are  paramount.  If  per- 
foration is  suspected,  exploration  is  indicated. 


SURGICAL 
TREATMENT 
OF  TYPHOID 
PERFORATION 
OF  ILEUM 

CHRISTOPHER  T.  MALONEY,  M.D* 

New  York  City 
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Although  a progressive  decrease  in  the  incidence 
of  typhoid  fever  has  occurred  in  the  United  States 
since  1900,  it  continues  to  be  endemic  in  Europe, 
South  America,  and  the  Middle  East  and  has 
reached  epidemic  levels  in  Asia.  Sporadic  cases 
and  limited  outbreaks  continue  to  occur  in  the 
United  States,  mostly  from  food  contaminated  by 
typhoid  carriers. 

The  complications  of  typhoid  continue  to 
plague  the  physician  both  in  diagnosis  and  manage- 
ment. These  include  thrombophlebitis,  partic- 
ularly of  the  femoral  vein,  pneumonia,  chole- 
cystitis, meningitis,  osteomyelitis,  intestinal 
hemorrhage,  and  perforation.  The  most  serious 
of  all  complications,  intestinal  perforation,  occurs 
in  only  about  1.2  per  cent  of  cases.  This  article 
reports  5 cases  of  typhoid  perforation  treated 
surgically  with  a tube  ileostomy  at  the  Da  Nang 
Surgical  Hospital  in  South  Viet  Nam. 

Symptoms 

Since  immunization  with  vaccine  for  typhoid 
and  paratyphoid  offers  complete  immunity,  no 
patients  appeared  who  had  previously  been  im- 
munized. All  patients  had  a history  of  typhoid 
fever  of  two  to  three  weeks’  duration,  spiking  fever 
with  chills,  increased  pulse  rate,  and  signs  of  an 
acute  condition  of  the  abdomen  with  peritonitis. 
All  had  a positive  Widal  test  result.  Two  patients 
were  septic  and  in  shock.  Two  patients  had  pre- 
viously been  treated  with  chloramphenicol 
(Chloromycetin). 

*Present  address;  2690  N.W.  Cumberland  Road,  Portland, 
Oregon  97210. 


Usually,  patients  with  typhoid  fever  were  treated 
as  inpatients  on  the  medical  ward  and  observed 
daily  for  any  change  in  abdominal  signs  and 
symptoms.  Typically,  patients  will  appear  with 
a history  of  typhoid  fever,  onset  of  sharp  right 
lower  quadrant  pain,  and  signs  of  abdominal 
rigidity  and  rebound  tenderness.  After  an  initial 
sudden  drop  in  temperature,  the  temperature 
rises  to  a range  of  101  to  104  F.  Leukocytosis  and 
anemia  are  present,  and  all  have  melena  or  guaiac- 
positive  stools. 

The  longer  the  patient  remains  with  an  untreated 
perforation,  the  worse  his  condition  becomes. 
Gram-negative  septic  shock  develops  within 
forty-eight  hours,  and  death  occurs  in  over  95  per 
cent  of  untreated  cases. 

Surgical  procedure 

All  patients  were  treated  surgically  with  a tube 
ileostomy.  A right  lower  paramedian  incision 
was  made  and  the  terminal  ileum  visualized.  All 
free  fluid  and  feces  were  removed  from  the  perito- 
neal cavity,  and  a Foley  catheter  was  introduced 
into  the  abdominal  cavity  through  a separate  stab 
wound  and  placed  into  the  ileum  via  the  perfora- 
tion. The  Foley  bag  was  then  inflated  with  3 to  4 
cc.  of  air,  and  the  catheter  and  ileum  were  then 
retracted  against  the  abdominal  wall.  Two 
sutures  of  number  4-0  chromic  gut  held  the  ileum 
firmly  against  the  peritoneum.  The  abdomen 
was  closed  in  layers.  In  2 cases  with  large  amounts 
of  long-standing  spillage,  a Penrose  drain  was 
inserted  in  the  right  lower  quadrant  through  a 
separate  stab  wound. 

Findings 

All  patients  had  a single  perforation  in  the 
distal  ileum  measuring  from  25  mm.  to  2 cm.  The 
perforation  was  on  the  antimesenteric  border 
through  a Payer’s  patch.  The  edges  were  necrotic 
with  surrounding  inflamed  edematous  tissue. 
Other  Payer’s  patches  were  noted  to  be  inflamed 
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and  easily  noticeable  but  not  perforated.  The 
ileum  was  progressively  worse  as  one  proceeded 
distally.  A paralytic  ileus  was  present,  and  the 
entire  distal  ileum  was  edematous  and  inflamed. 
The  mesentery  was  not  thickened,  and  in  no  way 
was  the  omentum  noted  to  be  trying  to  “wall  off’’ 
the  process.  All  patients  had  peritoneal  spillage 
of  intestinal  contents. 

One  patient,  not  in  this  series,  had  similar 
symptoms  and  findings,  including  active  typhoid 
fever,  and,  at  operation  for  a typhoid  perforation, 
was  found  to  have  a perforated  duodenal  ulcer. 
Peyer’s  patches  were  visible  in  the  distal  ileum, 
but  none  were  necrotic  or  perforated.  Only  1 pa- 
tient (a  nonveteran  patient)  was  an  inpatient  at 
the  time  of  the  perforation,  and  the  diagnosis  of 
typhoid  fever  had  just  been  made  that  day  and 
therapy  not  started.  Usually,  the  patients  ap- 
peared in  the  emergency  room  with  variable 
histories  of  typhoid  fever  and  an  abdominal  crisis. 
Two  patients  were  in  septic  shock. 

All  patients  were  started  on  chloramphenicol 
100  mg.  per  kilogram  of  body  weight  per  day.  Any 
patient  in  shock  was  placed  on  hydrocortisone 
sodium  succinate  (Solu-Cortef)  200  mg.  intrave- 
nously per  day  along  with  blood  replacement  and 
instillation  of  2 to  3 Gm.  chloramphenicol  in- 
traperitoneally  at  the  time  of  the  operation. 
Chloramphenicol  was  continued  at  100  mg.  per 
kilogram  per  day  for  seven  days  then  decreased  to 
50  mg.  per  kilogram  per  day  for  another  seven  days. 
At  this  time  the  Foley  bag  was  deflated  and  the 
next  day  the  catheter  removed.  The  resulting 
small-bowel  fistula  closed  within  three  to  four 
days. 

All  patients  survived  and  were  discharged  and  at 
last  contact  were  well. 

Comment 

The  majority  of  patients  with  typhoid  fever  will 
appear  with  varying  degrees  of  abdominal  pain 
and  tenderness.  This  may  persist,  but  if  the  pa- 
tient is  under  treatment  this  usually  subsides. 
The  difficulty  lies  in  the  decision  of  when  to 
operate.  Although  perforation  is  rare,  indecision 
often  leads  to  death. 

Osier  collected  34,916  cases  of  typhoid  fever  of 
which  3.1  per  cent  perforated.  J.  A.  Scott’s  9,713 
cases  gives  351  deaths  among  1,037  deaths  from 
all  causes,  a percentage  of  33.8  of  the  deaths  and 
3.6  of  the  cases.' 

Stuart  and  Pullen  in  1946^^  observed  a perforation 
rate  of  1.9  per  cent  in  .360  cases.  Their  surgical 
mortality  rate  was  62.5  per  cent. 

Since  the  advent  of  antibiotics,  especially 
chloramphenicol,  numerous  methods  of  treatment 
of  intestinal  perforation,  both  surgical  and  medical, 
have  been  tried.  * The  often  toxic,  weakened,  and 
debilitated  condition  of  the  patient  makes  him  a 
poor  surgical  risk,  hut  often  he  can  better  with- 
stand the  operation  than  the  perforation.  ‘ 


Huckstop'^  treated  15  cases  with  antibiotics  alone 
of  which  4 died.  Woodward**  treated  6 patients 
medically  of  which  1 died.  Both  agree  that  early 
diagnosis  or  failure  of  medical  management  de- 
serve surgical  intervention. 

The  problem  of  the  type  of  surgical  procedure 
then  presents  itself.  Exploratory  laparotomy 
with  simple  suture  of  the  perforation  frequently 
leads  to  breakdown  of  the  suture  line  or  another 
perforation.  This  is  probably  due  to  numerous 
causes.  Paralytic  ileus  with  accumulation  of 
intraluminal  gas  and  fluids  causes  distention  of 
the  bowel  and  pressure  on  the  suture  line  and 
other  weakened,  necrotic  Peyer’s  patches. 

Second,  the  entire  distal  ileum  is  inflamed, 
edematous,  and  friable,  which  results  in  poor 
healing. 

Small-bowel  resection  or  resection  of  the  distal 
ileum  and  ascending  colon  with  ileotransverse 
colostomy  have  similar  pitfalls. 

The  use  of  a Foley  catheter  as  a tube  ileostomy 
offers  distinct  advantages.  First,  the  entire 
operation  can  be  performed  in  less  than  a half- 
hour  with  minimal  trauma  to  the  debilitated 
patient.  Second,  direct  decompression  of  the 
small  bowel  reduces  pressure  and  distention  and 
puts  the  ileum  to  rest.  And  third,  the  perforation 
is  sealed,  and  no  further  intestinal  contents  are 
allowed  to  leak  into  the  peritoneal  cavity. 

Medical  treatment  alone  relies  entirely  on  the 
omentum’s  walling  off  the  perforation  to  stop  the 
intestinal  leakage.  This  is  extremely  unlikely  in  a 
sick,  debilitated  patient. 


Summary 

Five  patients  with  typhoid  perforations  of  the 
distal  ileum  were  treated  surgically  with  a tube 
ileostomy.  Successful  treatment  relies  on  early 
diagnosis  and  operation,  vigorous  antibiotic 
therapy,  use  of  steroids  and  blood  in  shock.  Care- 
ful pre-  and  postoperative  monitoring  of  the  pa- 
tient’s vital  signs,  and  fluid  and  electrolyte  balance 
are  paramount.  If  perforation  is  suspected, 
exploration  is  indicated. 

2960  N.W.  Cumberland  Road 
Portland,  Oregon  97210 
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The  occurrence  of  gastrointestinal  cutaneous 
fistulas  as  a complication  of  surgical  therapy  is 
dreaded  because  of  the  invariably  poor  prognosis. 
Mortality  rates  are  generally  reported  as  follows; 
gastric  fistulas,  15  per  cent;  gastrojejuhal,  66  to 
85  per  cent;  duodenal,  25  to  60  per  cent;  jejuno- 
ileal, 17  to  54  per  cent;  and  colon,  11  to  24  per 
cent.''^  The  presence  of  more  than  one  fistula 
compounds  the  complications,  which  include  fluid 
and  electrolyte  imbalance,  malnutrition  with  hy- 
poproteinemia  and  cachexia,  and  infection  with 
peritonitis,  abdominal  abscesses,  pneumonia,  and 
sepsis.  The  severity  of  these  complications  is 
realized  when  mortality  is  expressed  as  a function 
of  the  abnormality:  electrolyte  imbalance,  78 

per  cent;  malnutrition,  61  per  cent;  and  peritonitis 
and  sepsis,  67  per  cent.^  Malnutrition  is  defined 
as  serum  protein  less  than  4.8  per  100  ml.  or  weight 
loss  greater  than  25  pounds. 

Over  the  past  few  decades  it  has  been  recog- 
nized, whether  or  not  one  believed  in  conservative 
or  surgical  therapy,  that  for  better  management  of 
patients  suffering  these  complications  the  cata- 
bolic state  must  be  reversed.  Otherwise  the  fistu- 
las or  the  macerated  skin  cannot  heal,  nor  can  the 
inevitable  infection  with  deadly  sepsis  and  bron- 
cho-pneumonia be  fought.  Early  attempts  to  give 
patients  high  caloric-high  protein  parenteral  regi- 
mens met  with  occasional  good  results  and  a de- 
crease in  negative  nitrogen  balance.®-®  However, 


FIGURE  1.  Bilateral  pneumonia  with  left  pleural  effu- 
sion following  aspiration  of  gastric  contents  and  perfora- 
tion of  duodenal  ulcer. 


fats  proved  toxic.  High  concentrations  of  dextrose 
and  protein  hydrolysates  were  irritating  to  periph- 
eral veins  and  when  not  administered  simulta- 
neously were  unphysiologic. 

Recently  Stanley  J.  Dudrick,  M.D.,  and  his 
group  at  the  University  of  Pennsylvania  School  of 
Medicine  have  delineated  a method  for  the  suc- 
cessful administration  of  a high  caloric-high  pro- 
tein solution.  This  solution  is  capable  of  sus- 
taining positive  nitrogen  balance  in  man.  ® ® 

Employing  these  principles  and  modifying  them 
to  our  needs,  we  are  able  to  present  the  success- 
ful management  of  a severely  catabolic  patient 
with  gastrojejunal,  duodenal  stump,  jejunal,  and 
colon  fistulas  draining  up  to  1,500  cc.  per  day. 
This  patient  had  persistent  metabolic  alkalosis, 
enterococcus  sepsis,  bilateral  subphrenic  ab- 
scesses, and  bilateral  pneumonia,  with  greater 
than  a 20-Kg.  weight  loss  in  less  than  two  months. 

Case  report 

This  was  the  first  New  York  Hospital  admission 
for  a forty-four-year-old  white  man,  who  appeared 
in  the  emergency  room  on  March  5,  1970,  with 
signs  and  symptoms  of  acute  appendicitis.  On 
the  same  day  he  was  taken  to  the  operating  room 
and  underwent  removal  of  a perforated  gangrenous 
appendix.  During  extubation  on  the  operating 
table  following  skin  closure,  he  aspirated  gastric 
contents  even  though  a nasogastric  tube  was  in 
place.  Appropriate  therapy  was  instituted  im- 
mediately. One  day  postoperatively  the  patient 
had  high  fever  and  dyspnea  with  bilateral  pneu- 
monia (Fig.  1).  He  was  maintained  on  antibiotics. 
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FIGURE  2.  Drastic  downward  course  of  patient's  weight 
until  hyperalimentation  begun  on  the  fifty-fifth  day  (1). 
Dramatic  reversal  seen  with  gam  of  8 Kg.  over  thirty 
days.  Persistent  diuresis  post  hyperalimentation  (2.)  left 
net  weight  gam  of  4 Kg. 


On  the  fifth  postoperative  day  hypotension  and 
an  acute  surgical  condition  of  the  abdomen  devel- 
oped. Exploratory  laparotomy  revealed  a perfo- 
rated duodenal  ulcer,  which  was  plicated.  The 
following  day  pneumonia  of  the  entire  left  lung 
was  observed,  and  a tracheostomy  was  necessary. 

On  the  eleventh  hospital  day  upper  ga.stroin- 
testinal  bleeding  began,  and  on  the  thirteenth 
day  the  patient  was  again  taken  to  the  operating 
room.  Exploration  revealed  bleeding  gastritis  and 
duodenal  obstruction.  Partial  gastrectomy,  gas- 
trojejunostomy, duodenostomy,  and  feeding  and 
decompression  jejunostomies  were  performed. 
However,  a downhill  course  continued  with  per- 
sistent pneumonia  and  enterococcemia,  along 
with  the  development  of  a leak  around  the  duo- 
denostomy catheter.  The  patient’s  weight  con- 
tinued to  fall  and  he  was  unable  to  eat  (Fig.  2). 

On  the  forty-third  hospital  day  sodium  diatri- 
zoate  (Hypaque)  studies  through  the  drain  tracts 
revealed  bilateral  subphrenic  abscesses  communi- 
cating with  the  hepatic  flexure  of  the  colon  and 
the  duodenal  stump  on  the  right  and  with  the  gas- 
trojejunostomy and  jejunostomy  on  the  left  (Fig  3). 
A fourth  operative  procedure  was  then  undertaken 
to  drain  the  subphrenic  abscesses  anteriorly. 

At  this  point  the  patient  had  experienced  a 
weight  loss  of  20  Kg.,  and  gastric  secretions  and  all 
oral  fluids  were  exiting  via  the  left  drainage  site. 
He  also  drained  bile  and  small  amounts  of  fecal 
material  from  three  additional  cutaneous  fistulas 
(Fig.  4).  Persistent  pneumonia  and  spiking  fevers 
required  high  doses  of  broad  spectrum  antibiotics. 
Fistula  drainage  was  as  high  as  1,500  cc.  per  day. 

Attempts  at  usual  methods  of  intravenous  feed- 
ing with  protein  hydrolysates,  high  concentration 


FIGURE  3.  Sodium  diatrizoate  study  demonstrating 
subphrenic,  subhepatic,  and  colon  accumulation  of  dye 
on  right. 


FIGURE  4.  Abdominal  wall  following  closure  of  fistulas, 
demonstrating  sites  of  drainage. 


dextrose,  and  fluid  and  electrolyte  replacement 
were  unsuccessful  at  arresting  persistent  weight 
loss,  metabolic  alkalosis,  and  debilitation.  Skin 
maceration  of  the  abdomen  became  severe. 

On  the  fifty-fifth  hospital  day  a parenteral  hy- 
peralimentation program  was  instituted.  Over 
the  course  of  thirty-two  days  on  this  program. 
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TABLE  I.  Recommended  dietary  allowances  of  essential 
nutrients  and  composition  of  protein  and  vitamin  solutions 
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spillage  in  urine  and  give  ample  time  for  assimila- 
tion and  metabolic  adjustment  to  higher  loads. 
Almost  5 mhiq.  of  potassium  per  gram  of  nitrogen 
are  required  for  tissue  anabolism.  The  highly 
concentrated  sugar  solutions  must  be  adminis- 
tered to  be  diluted  by  a large  volume  of  venous 
blood. 

As  a basis  for  meeting  nutritional  needs  a chart 
of  recommended  daily  allowances  for  all  essential 
nutrients  was  compiled  (Table  I)."  ''  Using  this, 
it  was  possible  to  insure  that  our  alimentary  pro- 
gram was  adequate  in  all  respects.  However, 

much  greater  requirements  for  calories  and  pro- 
tein exist  in  postoperative  and  debilitated  pa- 
tients. ' ' Kxtra  salts  and  specific  vitamins  such 
as  ascorbic  acid  must  be  added  in  large  amounts. 

The  best  source  of  calories  is  dextrose,  because 
of  its  availability,  since  satisfactory  fat  emulsions 
are  not  available  in  the  United  States. A fibrin 
hydrolysate  (Aminosol)  contains  adequate 

amounts  of  the  essential  amino  acids  in  each  liter, 
as  shown  in  Table  I.  A multivitamin  infusion 
also  has  adequate  amounts  of  nine  vitamins  in  10 
cc.  A “stock  solution”  of  350  cc.  50  per  cent  dex- 
trose, 750  cc.  fibrin  hydrolysate  5 per  cent  with  dex- 
trose 5 per  cent  and  added  salts  became  our  basic 
unit  of  therapy.  Four  bottles  (4,400  cc.)  of 
this  solution  were  given  daily  with  the  addition 
of  extra  electrolytes  as  dictated  by  blood  chemis- 
tries and  fistula  drainage  analyses.  Vitamin  and 
mineral  requirements  were  met  by  the  following 
regimen  and  modified  occasionally  by  serum  val- 
ues. 


the  patient  gained  8 Kg.  in  weight,  all  his  fistulas 
closed,  the  infection  was  overcome,  and  satisfac- 
tory oral  alimentation  began. 

Comment 

Death  in  patients  with  gastrointestinal  fistulas 
is  due  primarily  to  malnutrition  and  the  resultant 
severe  cachexia  with  an  inability  to  heal  wounds 
or  combat  infection.  The  primary  step  in  rehabili- 
tating such  a patient,  even  if  surgery  is  required, 
is  the  institution  of  a regimen  to  afford  positive 
nitrogen  balance  while  fluid  and  electrolyte  de- 
mands are  being  met.  To  do  this,  adequate  calo- 
ries and  protein,  as  well  as  vitamins,  minerals,  and 
trace  elements,  must  be  supplied  in  sufficient 
amounts. 

The  essential  principles  of  hyperalimentation 
are  few.®-®  "’  The  caloric  requirement  must  be 
150  to  200  calories  per  gram  of  nitrogen  for  incor- 
poration of  the  nitrogen  into  tissue  protein.  The 
calories  and  nitrogen  must  be  administered  si- 
multaneously since  the  metabolic  processes  are  dy- 
namically intertwined;  an  excess  of  either  one  to 
the  exclusion  of  the  other  cannot  be  used  at  max- 
ium  efficiency.  Infusion  must  be  as  even  as  possi- 
ble over  each  twenty-four-hour  period  to  prevent 


Stock  solution,  4 bottles  daily: 

Fibrin  hydrolysate  5 per  cent 
with  dextrose  5 per  cent 
Dextrose  50  per  cent  in  water 
Sodium  chloride 
Potassium  chloride 
Potassium  phosphate  solution 
Heparin 
Regular  insulin 
Each  bottle  contains: 

Water 
Calories 
Protein 
Sodium 
Potassium 
Chloride 
Phosphorus 
Daily,  intravenous: 

Calcium  gluconate 
Magnesium  sulfate 
Multivitamin  solution 
Twice  weekly,  intravenous:  Plasma 
tein  solution 
Weekly,  intramuscular: 

Vitamin  B12 
Folic  acid 
Vitamin  K 
Iron-dextran 


750  cc. 
350  cc. 

50  mEq. 
40  mEq. 
5 cc. 

1,000  units 
5 units 

l,100cc. 

1,000 
37.5  Gm. 
50  mEq. 

50  mEq. 

90  mEq. 
250  mg. 


1 Gm. 

1 Gm. 
10  cc. 

250  cc. 


pro- 


100  micrograms 
15  mg. 

5 mg. 

2 cc. 


With  this  regimen  the  patient  therefore  received 
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FIGURE  5.  Site  of  cephalic  vein  cutdown  and  dressing 
which  allowed  patient  complete  ambulation  with  free 
motion  of  neck  and  left  arm. 


4,000  calories,  150  Gm.  of  protein,  and  as  much 
electrolyte  as  deemed  necessary  each  day.  Note 
that  the  stock  solution  was  also  the  basis  for 
replacement  of  fistula  drainage.  Regular  insulin 
was  added  to  the  stock  solution  to  insure  utiliza- 
tion of  the  nutrients. 

Delivery  of  the  solution  was  via  a large-bore 
pliable  polyethylene  catheter  inserted  into  the  su- 
perior vena  cava  via  a cephalic  vein  cutdown.  This 
allowed  the  patient  to  be  ambulatory  and  did  not 
interfere  with  the  motion  of  his  arms  or  head  (Fig. 
5).  The  catheter  dressing  was  changed  in  sterile 
fashion  every  third  day,  and  blood  cultures  were 
drawn  from  it  twice  weekly.  Small  amounts  of 
aqueous  heparin  were  added  to  the  stock  solution 
to  inhibit  thrombosis  at  the  catheter  tip.  Anti- 
biotics, plasma,  and  packed  red-blood  cells  were 
administered  as  needed  via  separate  scalp  vein 
needles. 

Periodic  evaluation  of  serum,  urine,  and  fistula 
electrolytes,  creatine  clearance,  and  urine  and 
serum  sugars,  and  careful  fluid  balance  with  daily 
weights  completed  the  program.  There  was  never 
significant  spillage  of  sugar,  and  serum  concen- 
trations ran  from  90  to  110  mg.  per  100  ml.  Care 
of  the  abdomen  consisted  of  applications  of  karaya 


gum  powder  mixed  with  an  aluminum  and  mag- 
nesium hydroxide  gel  and  placement  of  karaya 
seal  stoma  bags  over  cutaneous  fistulas. 

After  two  weeks  of  this  therapy  the  fistula  drain- 
age decreased,  and  the  antibiotics  were  discontin- 
ued. By  three  weeks  there  was  no  drainage,  and 
the  fistulas  were  almost  entirely  closed.  Weight 
gain  was  dramatic:  8 Kg.  over  four  weeks  with  no 
evidence  of  clinical  edema  or  elevation  of  central 
venous  pressure  (Fig.  2).  Following  discontinu- 
ance of  the  intravenous  feeding  and  resumption 
of  a soft  diet,  there  was  a three-day  persistent  di- 
uresis with  a gradual  4-Kg.  weight  loss.  The 
weight  then  stabilized,  establishing  a gain  of  4 Kg. 
for  the  period  of  therapy. 

Summary 

The  disastrous  consequences  of  gastrointestinal 
fistulas  are  presented  in  terms  of  the  associated 
high  mortality  rates.  The  case  of  a patient  who, 
after  four  surgical  procedures,  had  duodenal 
stump,  gastrojejunal,  jejunal,  and  colon  fistulas 
draining  up  to  1,500  cc.  per  day  is  reported.  The 
patient  was  severely  cachectic,  having  lost  over  20 
Kg.  in  weight  in  fifty  days,  and  had  bilateral  sub- 
phrenic  abscesses  and  sepsis. 

A regimen  of  parenteral  hyperalimentation  was 
instituted.  Over  the  course  of  thirty-two  days  the 
fistulas  closed  and  the  patient  gained  4 Kg.  after 
diuresis,  fought  off  infection,  and  began  taking  a 
bland  diet  with  resumption  of  gastrointestinal 
integrity. 

The  essential  principles  of  hyperalimentation 
have  been  presented.  If  these  procedures  are  ad- 
hered to  with  good  supportive  care,  many  more 
cachectic  patients  will  go  on  to  recovery  or  become 
suitable  candidates  for  definitive  surgical  repairs. 
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Experience  with  simultaneous  adrenalectomy 

and  orchidectomy  for  carcinoma  of  the  breast  is 
limited.  In  a group  of  12  male  patients  with  met- 
astatic breast  carcinoma  collected  by  McLaughlin, 
et  al.,^  a single  case  was  outstanding  for  the  length 
of  remission  of  the  disease.  This  case,  reported  by 
Kolodziejska,  Marczynska,  and  Skolyszewski,^  was 
the  only  one  treated  with  simultaneous  adrenal- 
ectomy and  orchidectomy.  Remission  in  this  in- 
dividual was  greater  than  five  years. 

The  other  cases  in  McLaughlin’s  series  were 
treated  with  adrenalectomy  only  after  orchi- 
dectomy had  failed  to  halt  progression  of  the  dis- 
ease. 

A case  is  reported  in  which  simultaneous  adre- 
nalectomy and  orchidectomy  were  combined  to 
treat  advanced  metastatic  carcinoma  of  the  breast. 

Case  report 

A sixty-five-year-old  man  was  admitted  to  Belle- 
vue Hospital  for  the  first  time  on  July  2,  1965. 
He  complained  of  a swollen  left  arm  and  a “sore” 
in  the  left  axilla. 

Nine  years  prior  to  admission  the  patient  had 
had  a small  mass  removed  from  the  left  axilla 
which  he  referred  to  as  a “fatty  tumor.”  Soon 
thereafter  another  mass  arose  in  the  same  region 
and  slowly  enlarged.  The  mass  was  not  painful 
and  grew  slowly  over  the  following  eight  years. 
The  lesion  ulcerated  one  year  prior  to  admission 


but  the  patient  sought  no  medical  care.  He  wash- 
ed the  ulcer  with  peroxide  “because  it  oozed 
blood,”  and  when  swelling  in  the  left  arm  became 
unmanageable,  he  was  seen  by  his  local  medical 
facility.  A biopsy  was  taken,  and  the  lesion  was 
treated  with  local  irradiation.  Two  months  later 
he  came  to  Bellevue. 

Physical  examination  on  admission  showed  an 
elderly  Negro  male  with  obvious  marked  lymph- 
edema of  the  left  arm.  Blood  pressure  was 
170/120  mm.  Hg,  pulse  76  per  minute  and  regular, 
respiration  16  per  minute,  and  temperature  98.6  F. 

In  the  left  axilla  a 10  by  10-cm.  ulcerating  lesion 
was  seen.  In  the  right  axilla,  large,  hard,  non- 
tender nodes  were  palpable.  Supraclavicular 
nodes  were  felt  bilaterally  but  were  more  marked 
on  the  left.  The  liver  and  spleen  were  not  palpa- 
ble. 

Admission  hematocrit  was  37.  The  white  blood 
cell  count  was  7,200  with  a normal  differential. 
Chest  x-ray  films  and  skeletal  survey  showed  no 
lesions  suggesting  metastasis. 

A biopsy  of  the  left  axillary  lesion  taken  prior 
to  irradiation  at  another  hospital  revealed  carci- 
noma, primary,  left  breast  (Fig.  lA).  The  right 
axillary  mass  was  biopsied  and  was  reported  as 
secondary  carcinoma  (Fig.  IB). 

Because  of  the  extensive  ulceration  and  bilater- 
al involvement,  no  surgical  procedure  was  attempt- 
ed to  eradicate  the  primary  breast  lesion,  and  a 
transabdominal  bilateral  adrenalectomy  with 
bilateral  orchidectomy  were  performed  on  August 
3,  1965.  The  patient  recovered  rapidly  and  was 
discharged  on  August  25,  1965,  to  be  followed  by 
the  Bellevue  Tumor  Clinic.  In  the  three  weeks 
following  operation,  while  still  in  the  hospital,  it 
was  estimated  that  the  lesion  decreased  in  size  by 
50  per  cent. 

Progress  continued  to  be  striking;  the  lesion 
diminished  rapidly,  lymphedema  in  the  left  arm 
decreased,  and  the  axillary  and  supraclavicular 
nodes  were  no  longer  palpable. 

Follow-up  at  one  year  revealed  no  evidence  of 
tumor,  and  the  lymphedema  of  the  left  arm  was 
easily  managed  by  nightly  elevation  of  the  extrem- 
ity. 

The  patient  died  outside  the  hospital  in  Novem- 
ber, 1966,  fifteen  months  after  operation.  No 
autopsy  was  obtained. 

Comment 

Orchidectomy  as  treatment  for  recurrent  and 
metastatic  carcinoma  of  the  breast  in  males  was 
established  by  Treves*  and  remains  the  treatment 
of  choice  to  the  present  time.  However,  two  re- 
cent reports  have  focused  attention  on  the  place 
of  adrenalectomy  after  recurrence  following  orchi- 
dectomy.'' 

In  McLaughlin’s  report,'  2 of  his  own  cases  and  3 
from  the  literature  had  prolonged  remission  from 
bilateral  adrenalectomy  done  for  recurrence  of 
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FIGURE  1 Biopsies.  (A)  Left  axillary  lesion  showing  well  differentiated  carcinoma.  (B)  Right  axillary  mass  showing 
undifferentiated  carcinoma 


breast  carcinoma  following  orchidectomy.  The 
value  of  adrenalectomy  was  stressed  for  recurrent 
carcinoma  following  orchidectomy. 

Houttuin,  Prohaska,  and  Taxman/  presented 
23  male  patients  with  carcinoma  of  the  breast. 
Twelve  of  these  patients  had  distant  metastasis. 
A disappearance  of  recurrent  lesions  was  noted 
in  5 of  7 patients  after  sequential  adrenalectomy 
(second  endocrine  procedure  following  orchidec- 
tomy). 

Adrenalectomy  following  failure  of  orchidectomy 
has  now  become  the  treatment  recommended  for 
cases  of  metastatic  breast  carcinoma,  and  the 
sequential  concept  is  established.  The  paucity 
of  cases  in  any  single  series,  however,  will  long 
preclude  any  knowledge  of  the  benefit  to  patients 
of  sequential  endocrine  ablation  for  breast  car- 
cinoma in  the  male.  The  case  presented  here 
and  that  of  Kolodziejska,  Marczynska,  and  Skoly- 
szewski-  both  suggest  that  simultaneous  adrena- 
lectomy and  orchidectomy  is  followed  by  a long 
remission  and  should  be  considered,  for  its  theoret- 
ical advantages,  in  the  treatment  of  metastatic 
and  recurrent  breast  carcinoma  in  the  male. 

Two  points  bear  on  this  discussion.  The  first, 
that  sequential  ablation  might  prolong  remission, 
has  strong  appeal  clinically,  and  the  experience 
in  recurrent  carcinoma  in  the  female  breast  would 
indicate  that  sequential  ablation  is  beneficial  in 
some  cases.  The  second  point  is  that  simultaneous 
ablation  removes  all  known  stimulus  to  tumor 
growth.  In  the  absence  of  scientific  proof  that 
sequential  ablation  is  a greater  benefit  than  simul- 


taneous ablation,  it  remains  for  clinical  experience 
to  determine  the  relative  merits  of  the  two  alter- 
natives. 

Because  long  remissions  were  obtained  in  the 
patient  reported  here,  and  a similar  longer  re- 
mission has  been  reported  in  another  case,''  the 
suggestion  is  made  that  simultaneous  adrenalec- 
tomy and  orchidectomy  be  considered  in  recurrent 
and  metastatic  carcinoma  of  the  breast  in  males. 

Summary 

The  second  case  of  simultaneous  adrenalectomy 
and  orchidectomy  for  metastatic  carcinoma  of 
the  male  breast  is  reported.  Complete  remission 
of  metastatic  manifestations  for  one  year  and  pro- 
longed absence  of  metastasis  in  another  similar 
reported  case  suggest  that  simultaneous  ablation 
be  considered  in  the  treatment  of  this  disease. 
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Procidentia  with  incarceration  usually  responds 
to  simple  replacement  of  the  prolapsed  organs. 
Jeffcoate'  states  that  the  extruded  cervix  and 
adjacent  vaginal  walls  sometimes  become  so  con- 
gested and  edematous  that  the  patient  finds  the 
prolapse  irreducible.  For  the  medical  attendant 
the  problem  is  not  difficult.  All  that  is  necessary 
is  to  keep  the  patient  lying  flat  for  a short  time 
and  then  to  grip  the  whole  mass,  squeezing  it  back 
in  reverse  order;  that  is,  the  lower  vaginal  wall 
first  and  the  cervix  last.  Jeffcoate  further  notes 
that  he  had  yet  to  see  a prolapse  which  could  not 
be  reduced.  If  true  incarceration  does  occur,  the 
swelling  should  subside  if  the  patient  lies  flat  for 
twenty-four  hours  with  the  foot  of  the  bed  raised. 

The  following  case  is  one  of  procidentia  with 
incarceration  which  could  not  be  reduced,  and  a 
subsequent  emergency  vaginal  hysterectomy  was 
deemed  necessary. 

Case  report 

A seventy-four-old  white  widowed  female,  para 
0000,  was  initially  seen  at  the  gynecologic  clinic 
complaining  of  pelvic  pressure  and  a mass  which 
sporadically  protruded  through  the  introitus.  This 
occurred  when  she  was  standing  or  when  there  was 
increased  intra-abdominal  pressure  caused  by 
coughing,  sneezing,  or  straining  at  defecation. 

The  patient  was  thirty  years  postmenopausal, 
d'he  initial  examination  revealed  a “piston  type” 
of  uterovaginal  prolapse  through  a tight  introitus. 
d’he  atrophic  uterus  and  the  cervix  descended 
through  the  introitus  with  the  Valsalva  maneuver. 


The  perineal  body  was  intact  with  apparently  good 
fibromuscular  support.  There  was  no  demonstra- 
ble cystocele  or  rectocele  and  no  obvious  stress 
incontinence.  There  was  no  palpable  adnexal 
pathologic  condition,  and  the  fundus  was  mobile. 
Pathologic  (cytology)  examination  was  negative 
for  cancer. 

The  patient  was  admitted  to  the  hospital  for 
vaginal  hysterectomy  for  the  correction  of  the 
uterine  procidentia.  To  empty  the  lower  bowel, 
the  patient  received  cathartics  and  an  enema, 
and  approximately  two  hours  after  the  enema  the 
patient  complained  of  vague,  dull,  lower  abdomi- 
nal discomfort.  Throughout  the  night  this  pain 
increased,  and  on  examination  the  upper  two 
thirds  of  the  vagina  and  the  uterus  were  found  to 
be  prolapsed  and  incarcerated  through  the  introi- 
tus. The  vaginal  mucosa  was  markedly  edema- 
tous, and  a 2-cm.  area  on  the  exocervix  appeared 
to  have  become  quite  cyanotic.  The  entire  pro- 
lapse was  tender  to  palpation.  The  patient  was 
placed  in  reverse  Trendelenburg  position,  and  the 
entire  vulvar  area,  including  the  prolapse,  was 
soaked  with  compresses  of  warm  supersaturated 
solution  of  magnesium  sulphate.  She  was  sedated 
with  intramuscular  meperidine  hydrochloride 
which  initially  relieved  much  of  the  pain.  The 
patient  was  unable  to  urinate  spontaneously,  and 
an  indwelling  catheter  was  inserted  into  the  blad- 
der, draining  approximately  800  ml.  of  urine.  Af- 
ter sixteen  hours,  repeat  pelvic  examination  re- 
vealed no  reduction  in  the  edema  of  the  prolapsed 
mass,  and  the  previously  noted  cyanotic  areas  on 
the  cervix  now  showed  signs  of  early  necrosis.  Un- 
der general  anesthesia,  the  patient  was  placed  in 
the  dorsal  lithotomy  position.  It  was  impossible 
to  replace  the  edematous  and  now  nearly  necrotic 
vaginal  mucosa  and  uterus  to  its  proper  anatomic 
position.  Vaginal  hysterectomy  was  then  per- 
formed. Inspection  of  bowel  through  the  cul-de- 
sac  revealed  it  to  be  normal,  and  there  was  no  evi- 
dence of  intestinal  contents  having  prolapsed  with 
the  mass.  Postoperatively  the  patient  did  well. 
She  was  ambulated  on  the  third  postoperative  day 
and  was  discharged  on  the  eighth  postoperative 
day.  The  patient  had  difficulty  voiding  spontane- 
ously, and  an  indwelling  catheter  was  reinserted 
and  left  in  place  and  removed  on  the  twenty-first 
postoperative  day,  when  the  patient  returned  to 
the  clinic.  The  follow-up  examination  at  that 
time  revealed  excellent  support  of  the  remaining 
vaginal  vault  which  was  well  healed,  and  there 
was  no  evidence  of  infection  or  necrosis.  Repeat 
urinalysis  result  was  negative. 

Comment 

In  reviewing  the  literature  concerning  genital 
organ  prolapse,  there  is  no  discussion  of  procidentia 
with  incarceration  or  the  therapy  for  this  condi- 
tion. ' We  can  only  postulate  the  etiology  of  this 
irreducible  incarceration.  The  use  of  an  enema 
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and  cathartics  may  have  caused  excessive  bearing 
down,  further  prolapsing  the  vagina  and  uterus. 
'The  subsequent  edema  of  the  prolapsed  tissues 
through  a stenotic  introitus  not  only  prevented  re- 
duction and  replacement  of  the  procidentia,  but 
also  caused  sufficient  constriction  of  the  prolapsed 
tissue  to  cause  vascular  embarrassment  and  necro- 
sis. The  decision  to  perform  a vaginal  hysterec- 
tomy was  based  on  several  factors: 

1.  The  lack  of  response  to  the  conservative 
management 

2.  The  inability  to  reduce  the  hernia  under 
anesthesia  despite  vigorous  efforts 

3.  The  presence  of  necrosis  which  was  ap- 
parently worsening 

4.  The  possibility  that  the  prolapse  also  con- 
tained intestinal  or  omental  tissue  which 
was  undergoing  the  same  necrotic  changes 
as  the  vaginal  mucosa. 


Summary 

An  unusual  case  of  uterine  procidentia  with 
incarceration  could  not  be  reduced  by  conservative 
management  despite  efforts  to  replace  the  pro- 
lapse under  general  anesthesia.  An  emergency 
vaginal  hysterectomy  was  performed  and  a satis- 
factory postoperative  course  and  results  ob- 
tained. Review  of  the  literature  reveals  no  ref- 
erence to  such  an  occurrence. 
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Over  a twelve-year  period,  1955  through  1967, 
we  have  been  involved  in  the  treatment  of  47  in- 
fants and  children  with  retroperitoneal  cancer. 
Thirty-six  patients  had  neuroblastoma  which  is  the 
commonest,  solid,  malignant  tumor  of  childhood. 
Neuroblastoma  arises  from  sympathetic  nerve 
cells,  and  the  adrenal  gland  was  the  most  frequent 
primary  site  in  our  patients.  The  remaining  11 
patients  had  Wilms’  tumors  which  are  congenital, 
malignant  tumors  of  the  kidney. 

It  is  heartbreaking  to  report  that  only  6 of  the  47 
patients  survived  for  one  to  nine  years.  There  was 
no  common  factor  among  the  survivors  save  their 
age;  all  were  less  than  two  years  old.  Seven  pa- 
tients received  their  over-all  treatment  at  our  hos- 
pital. All  others  were  referred  to  St.  Luke’s  Hos- 
pital following  treatment  of  various  kinds.  The 
original  care  included  surgical  operations,  x-ray 
therapy,  and  chemotherapy  in  every  conceivable 
combination.  These  children  came  from  many 
different  states  of  the  Union  and  several  foreign 
countries  as  well.  Some  children  had  received 
excellent  care  but,  sadly,  the  majority  had  not. 

In  an  attempt  to  improve  our  results  in  the  treat- 
ment of  children  with  neuroblastoma  and  Wilms’ 
tumor,  we  subjected  6 patients  to  a second-look 
operation.  A vertical  abdominal  incision  had  been 
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previously  used  in  each  instance.  We  employed  a 
transverse  incision  dividing  the  rectus  muscle  and 
splitting  the  oblique  muscles  in  the  direction  of 
their  fibers.  This  permits  an  excellent  retroperito- 
neal exposure  by  gently  rolling  the  peritoneum  and 
contents  away  from  the  surgeon. 

Case  reports 

Brief  case  reports  of  these  6 patients  follow. 

Case  1.  A two-and-one-half-month-old  male 
was  admitted  to  another  hospital  with  a hard  mass 
in  the  right  flank  which  contained  calcium  by  x- 
ray.  At  operation  a biopsy  was  taken,  and  the  sur- 
geon said  that  this  was  the  smallest  abdomen  he 
had  ever  explored.  He  could  not  find  his  land- 
marks, and  he  thought  the  tumor  was  unresectable. 
Histologic  diagnosis  was  neuroblastoma. 

Following  admission  to  St.  Luke’s  Hospital  1,900 
r of  x-ray  therapy  were  administered  over  a three- 
week  period  as  well  as  a full  course  of  nitrogen 
mustard.  X-ray  films  showed  no  evidence  of  me- 
tastases.  Bone  marrow  was  normal  as  was  cate- 
cholamine excretion  in  the  urine. 

Since  a palpable  abdominal  mass  was  still 
present,  second-look  operation  was  undertaken 
three  weeks  after  the  termination  of  x-ray  treat- 
ment. At  three  weeks  one  may  expect  optimum 
radiation  effect  and  minimal  local  tissue  reaction. 
The  tumor  was  found  to  be  neatly  encapsulated 
and  was  completely  excised. 

For  this  patient,  the  first  operation  established 
the  diagnosis,  and  complete  excision  of  residual 
tumor  was  possible  following  x-ray  and  nitrogen 
mustard  therapy.  Second-look  operation  proved 
highly  effective,  since  the  patient  is  alive  and  well 
today,  nine  years  after  treatment,  with  no  discern- 
ible neuroblastoma. 

Case  2.  A two-year-old  girl  arrived  from  South 
America  four  days  after  operation  in  which  a right 
retroperitoneal  tumor  had  been  biopsied.  The 
microscopic  slides  which  accompanied  her  were 
thought  to  represent  undifferentiated  sarcoma  by 
our  pathologists,  but  the  slides  were  not  entirely 
satisfactory.  The  patient’s  abdomen  was  dis- 
tended and  tender,  and  abdominal  examination 
was  unsatisfactory.  In  this  predicament  a helpful 
device  is  to  administer  general  anesthesia  for  the 
sole  purpose  of  permitting  a thorough  palpa- 
tion of  the  abdomen  with  complete  relaxation  of 
the  abdominal  muscles  and  no  discomfort  to  the 
patient.  Accordingly,  general  anesthesia  was  in- 
duced, and  palpation  revealed  a massive  tumor 
filling  the  entire  right  abdomen,  extending  into  the 
pelvis  and  across  the  midline.  Bone  marrow  ex- 
amination, skeletal  survey  for  metastases,  and 
twenty-four-hour  urine  test  for  vanilymandelic 
acid  were  all  normal.  Next,  2,500  r of  x-ray  ther- 
apy were  administered.  Three  weeks  following  the 
completion  of  x-ray  treatment  she  was  readmitted 
to  our  hospital.  The  abdominal  mass  was  70  per 
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cent  smaller,  but  x-ray  films  showed  a mediastinal 
mass,  presumably  metastatic,  and  nonfunction  of 
the  rifjht  kidney  was  shown  by  pyelofjraphy. 
While  we  suspected  that  this  patient’s  tumor  was  a 
neuroblastoma,  we  did  not  have  a positive  tissue 
diagnosis.  The  decrease  in  tumor  size  suggested 
that  excision  might  be  possible,  and  a second-look 
operation  was  undertaken.  The  tumor  was  encap- 
sulated and  densely  adherent  to  the  right  kidney. 
The  tumor  and  the  right  kidney  were  removed,  and 
the  histologic  diagnosis  was  neuroblastoma.  De- 
spite further  x-ray  therapy  to  the  tumor  bed  and 
mediastinum,  as  well  as  treatment  with  actinomy- 
cin  and  cyclophosphamide,  this  girl  died  at  home 
in  her  mother’s  arms  eight  months  after  the  orig- 
inal operation. 

Second-look  operation  allowed  removal  of  resid- 
ual tumor  in  this  patient  and  established  a definite 
diagnosis,  but  she  died  of  metastatic  disease  eight 
months  later. 

Case  3.  A two-year-old  girl  arrived  from  over- 
seas nine  days  after  biopsy  of  a right  kidney 
tumor.  During  the  operation  she  had  a cardiac 
arrest  from  which  she  was  successfully  resusci- 
tated. The  microscopic  slides  which  the  parents 
brought  with  them  were  not  diagnostic.  Bone 
marrow,  chest  x-ray,  and  electrocardiogram  were 
all  normal.  The  right  kidney  did  not  function  on 
intravenous  pyelography.  A second-look  operation 
was  undertaken  to  establish  a diagnosis.  It  was 
evident  that  a biopsy  of  the  tumor  and  kidney  had 
been  taken  which  had  resulted  in  an  enormous 
hematoma;  the  actual  tumor  w'as  quite  small. 
Right  nephrectomy  and  adrenalectomy  were 
accomplished,  and  the  tissue  diagnosis  was 
Wilms’  tumor.  Despite  x-ray  therapy,  which  was 
started  on  the  day  of  surgery,  pulmonary  metas- 
tases  appeared  two  months  later  and  responded 
to  actinomycin  therapy.  Four  months  after  the 
second-look  operation  a large,  painful,  epigastric 
mass  appeared.  This  lesion  was  removed  in  a 
third-look  procedure  and  proved  to  be  omental 
metastases  of  Wilms’  tumor.  In  spite  of  more  x- 
ray  treatment  and  intermittent  actinomycin  ther- 
apy this  girl  died  of  her  disease  one  year  after  the 
original  biopsy. 

Second-look  operation  established  the  diagnosis 
for  this  patient,  and  the  third-look  procedure  was 
done  to  relieve  pain  caused  by  an  epigastric  tumor. 
It  should  be  unnecessary  to  point  out  that  one 
should  never  simply  take  a biopsy  of  a Wilms’ 
tumor. 

Case  4.  This  six-year-old  girl  underwent  lapa- 
rotomy and  biopsy  at  another  hospital,  but  the 
tissue  obtained  was  inadequate  for  diagnosis. 
Following  admission  to  St.  Luke’s  Hospital,  biopsy 
examination  of  enlarged  cervical  lymph  nodes  re- 
vealed neuroblastoma  which  was  present  in  the 
bone  marrow  as  well.  An  enormous  mass  filled 


the  left  side  of  the  abdomen,  and  urinary  catechol- 
amine excretion  was  markedly  elevated.  Fodow- 
ing  x-ray,  actinomycin,  and  steroid  treatment  the 
abdominal  mass  vanished.  At  second-look  opera- 
tion no  tumor  of  any  sort  could  be  found.  Over  the 
ensuing  months  bony  metastases  appeared,  and 
she  died  of  her  disease  despite  x-ray  treatment 
and  chemotherapy. 

At  six  years  of  age  this  cancer  was  probably  un- 
resectable  at  the  time  of  the  useless  biopsy.  The 
second-look  operation  served  only  to  evaluate  the 
effectiveness  of  x-ray  and  chemotherapy. 

Case  5.  This  one-year-old  boy  underwent 
drainage  of  cervical  abscess.  The  surgeon  thought 
the  abscess  wall  looked  unusual  and  took  a biopsy 
which  was  reported  as  probably  neuroblastoma. 
Bone  marrow  and  skeletal  survey  were  normal. 
The  right  kidney  was  seen  to  be  displaced  by  a 
large  suprarenal  tumor.  Abdominal  exploration 
revealed  an  extensive  retroperitoneal  tumor  which 
could  not  be  removed.  Biopsy  examination 
showed  this  to  be  neuroblastoma.  X-ray  therapy, 
1,500  r,  was  given  to  the  abdomen  and  2,000  r to 
the  neck.  Three  weeks  after  x-ray  treatment  was 
complete,  a second-look  operation  revealed  that 
90  per  cent  of  the  tumor  was  gone,  but  there  re- 
mained a tumor  mass  which  encircled  the  aorta 
and  vena  cava,  and  any  attempt  to  remove  this 
lesion  could  easily  have  proved  lethal.  Neuro- 
surgical silver  clips  were  applied  to  the  margins  of 
the  tumor  to  facilitate  subsequent  x-ray  treatment. 
The  boy  died  seven  months  after  the  diagnosis  was 
made  despite  further  x-ray  therapy,  prednisone, 
nitrogen  mustard,  and  cyclophosphamide.  At 
autopsy  examination,  widespread  neuroblastoma 
was  found,  but  no  tumor  was  seen  at  the  site  of 
the  aorta-encircling  lesion  found  on  second-look 
operation. 

Case  6.  This  three-year-old  girl  complained 
of  a limp  and  pain  in  her  left  leg.  After  admission 
to  another  hospital  a left  flank  mass  was  dis- 
covered. A left  nephrectomy  was  carried  out  and 
biopsy  taken  of  a nearby  tumor  mass.  She  was 
admitted  to  St.  Luke’s  Hospital  one  week  later. 
Our  pathologists  reported  on  the  tissue  submitted: 
(1)  normal  kidney,  and  (2)  neuroblastoma.  There 
was  a stony,  hard  mass  filling  the  left  flank. 
Neuroblastoma  was  found  in  the  bone  marrow  and 
a lytic  lesion  was  seen  in  the  left  femur  which 
doubtless  explained  her  original  symptoms  in  the 
left  leg.  2,000  r of  x-ray  treatment  were  given  and 
actinomycin  was  administered.  The  flank  mass 
could  no  longer  be  detected. 

At  second-look  operation  a lemon-sized  mass  of 
tumor  neatly  encircled  the  celiac  axis.  This  was 
marked  with  silver  clips.  Despite  further  treat- 
ment with  x-rays,  steroids,  and  actinomycin,  she 
died  of  fulminating  neuroblastoma  three  and  one- 
half  months  after  the  first  operation. 
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The  child  underwent  an  unnecessary  nephrec- 
tomy, but  simultaneous  biopsy  established  the 
correct  diagnosis.  Second-look  operation  revealed 
unresectable  tumor. 

Summary 

The  transverse  incision  has  proved  most  useful 
in  second-look  operations  when  the  original  inci- 
sion has  been  a vertical  one  as  was  the  case  in  all 
6 patients  presented  here.  After  completion  of  the 
retroperitoneal  procedure  it  is  important  to  open 
the  peritoneal  cavity  and  carry  out  a careful  intra- 
peritoneal  exploration. 

When  a second-look  operation  is  contemplated 
and  is  to  follow  x-ray  therapy  we  have  found  very 
little  local  tissue  reaction  present  at  three  weeks 


after  the  cessation  of  x-ray  therapy.  Our  radio- 
therapists tell  us  the  maximum  radiation  effect  is 
achieved  by  three  weeks. 

Marking  residual  tumor  with  silver  clips  is  a 
simple  maneuver  which  has  proved  most  helpful 
to  our  x-ray  therapists.  Examination  of  the  ab- 
domen under  general  anesthesia  is  a very  useful 
technic  especially  for  the  child  who  has  recently 
undergone  abdominal  surgery. 

Conclusion 

Our  experience  suggests  that  the  second-look 
operation,  perhaps  it  would  be  better  to  say  re- 
operation, may  contribute  to  the  diagnosis,  evalua- 
tion, and  treatment  of  an  infant  or  child  with 
retroperitoneal  cancer. 
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Although  carcinoma  of  the  gastrointestinal  tract 
is  the  commonest  internal  neoplasm  in  human 
individuals,*  only  10  cases  of  carcinoma  of  the 
gastrointestinal  tract  with  roentgenologically  visi- 
ble calcification  have  been  reported.-  VVe  have 
encountered  3 such  cases  in  a short  period  of  time 
and  believe  it  to  be  more  common  than  suggested 
by  the  number  of  reported  cases.  Radiologic 
visualization  of  the  calcifications  helped  suggest 
the  correct  diagnosis  of  carcinoma  in  the  cases 
herein  reported. 

Case  reports 

Case  1.  A seventy-two-year-old  white  man 
was  admitted  to  the  hospital  on  November  11, 
1962,  for  evaluation  of  weakness,  anorexia,  and 
abdominal  cramps  of  two  months’  duration. 
There  was  also  a history  of  passage  of  a small 
amount  of  red  blood  per  rectum  on  two  occasions. 
Physical  examination  revealed  a smooth,  non- 
tender, slightly  enlarged  liver.  A palpable 
suprapubic  mass  was  believed  to  represent  a dis- 
tended urinary  bladder  related  to  benign  prostatic 
disease.  Rectal  examination  revealed  no  abnor- 
mality. Laboratory  tests  showed  anemia  with  a 
hematocrit  of  30.  An  intravenous  urogram  showed 
multiple  small,  discrete,  stippled  calcifications 
in  the  left  side  of  the  pelvis  (Fig.  lA).  Subsequent 
barium  enema  showed  these  calcifications  to  be 
within  a midsigmoid  carcinoma  (Fig.  IB).  At 


B 

FIGURE  1.  Case  1.  (A)  Intravenous  urogram.  Note 

stippled  calcifications  in  left  side  of  pelvis.  (B)  Barium 
enema  demonstrates  carcinoma  of  midsigmoid  colon. 
Note  close  relatioriship  of  calcifications  in  Figure  1A  to 
carcinoma. 

laparotomy  an  unresectable  mucus-producing 
carcinoma  of  the  sigmoid  was  found.  Liver 
metastases  were  present.  The  patient  died  within 
two  years. 

Case  2.  A fifty-four-year-old  Negro  woman 
was  admitted  to  the  hospital  on  March  24,  1964, 
because  of  rectal  pain,  constipation,  and  passage 
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FIGURE  2.  Case  2.  Multiple  small  mottled  calcifi- 
cations seen  in  midpelvis.  Barium  enema  showed 
these  to  be  intimately  related  to  mucus-producing 
rectal  carcinoma. 


of  small  amounts  of  red  blood  in  the  stool.  She 
had  a long  history  of  anorectal  complaints,  includ- 
ing treatment  for  hemorrhoids,  perianal  abscesses. 


and  ischiorectal  abscess.  One  year  prior  to  admis- 
sion a barium  enema  revealed  nothing  abnormal. 
Her  physical  examination  was  unremarkable  ex- 
cept for  the  rectal  examination.  The  anorectum 
was  small  and  tender  with  many  postoperative 
changes.  Vaginal  examination  revealed  a rectal 
mass  extending  along  the  left  side  of  the  posterior 
vaginal  wall.  Roentgenographic  examination  of 
the  pelvis  showed  multiple  small  mottled  calcifica- 
tions in  the  midpelvis  in  the  region  of  the  lower 
portion  of  the  rectum  (Fig.  2).  Histologic  exami- 
nation of  the  resected  tumor  showed  a mucus- 
producing  carcinoma  of  the  rectum  with  focal 
calcifications.  The  patient  survived  for  more 
than  five  years  without  recurrence. 

Case  3.  A nineteen-year-old  white  man,  was 
admitted  to  the  hospital  on  March  4,  1964,  because 
of  weakness,  anemia,  and  abdominal  pain. 
Physical  examination  revealed  a nontender  mid- 
abdominal  mass.  Laboratory  studies  showed 
anemia  with  a hematocrit  of  23,  and  stools  were 
positive  for  blood.  The  plain-film  examination 
of  the  abdomen  showed  a large  mass  in  the  right 
upper  abdominal  quadrant  with  many  large  irreg- 
ular calcifications  (Fig.  3A).  The  right  kidney 


FIGURE  3 Case  3 (A)  Film  of  abdomen  showing  large  irregular  calcifications  in  right  upper  quadrant  mass.  (B) 
Barium  enema  reveals  huge  transverse  carcinoma  of  colon  in  direct  relationship  to  calcifications  in  right  upper 
quadrant 
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was  displaced  inferiorly  but  appeared  intact. 
A barium  enema  demonstrated  a long,  narrowed 
segment  of  transverse  colon  with  extensive  muco- 
sal destruction  intimately  involved  with  the 
calcifications  (Fig.  3B).  A right  hemicolectomy 
revealed  an  infiltrating  mucus-producing  adeno- 
carcinoma of  the  colon  with  lymphatic  metastases. 
There  was  considerable  calcification  within  the 
primary  tumor  and  the  metastases.  The  patient 
died  less  than  one  year  later. 

Comment 

Malignant  neoplasms  of  the  breast,  ovary, 
kidney,-^  thyroid,  and  central  nervous  system,  as 
well  as  neuroblastomas,  hepatomas,  and  some  soft 
tissue  sarcomas  are  found  at  times  to  contain 
calcifications.  Calcium  is  identified  commonly 
in  benign  tumors,  for  example,  teratomas,  hamar- 
tomas, thyroid  adenomas,  uterine  fibroids, 
meningiomas,  and  mammary  fibroadenomas. 
The  purpose  of  this  present  report  is  to  stress 
that  calcium  may  also  be  deposited  in  certain 
cancers  of  the  gastrointestinal  tract. 

Calcification,  or  ossification,  is  discovered  more 
commonly  in  pathologic  specimens  than  is  sus- 
pected preoperatively  or  before  death. ^ Including 
the  present  study,  62  cases  of  calcification  in 
primary  carcinoma  of  the  gastrointestinal  tract 
have  been  reported  which  were  found  radiograph- 
ically or  post  mortem. They  had  arisen  in 
the  rectum  (21),  in  the  remainder  of  the  colon 
(22),  and  in  the  stomach  (19).  All  were  adenocar- 
cinomas, often  described  as  mucus  producing. 
Calcification  in  metastases  without  visualization 
of  calcium  in  the  primary  lesion  has  also  been 
described. Grossly,  these  lesions  do  not  appear 
different  from  those  carcinomas  which  do  not  con- 
tain calcium,  and  they  may  be  polypoid,  infiltra- 
tive, constricting,  and  ulcerative.  Engel  and 
Dockerty^  studied  the  histology  extensively  and 
found  that  calcification  or  ossification  may  be 
present  in  areas  of  mucus  or  necrosis,  and  on  one 
occasion  calcium  was  found  within  malignant  cells 
themselves.  There  is  no  evidence  that  the  min- 
eral deposits  had  any  effect  on  prognosis  or  the 
pathologic  manifestations  of  the  individual 
tumors. 

The  pathogenesis  of  calcium  deposition  in  these 
neoplasms  is  not  known.  Perhaps  alkalinity  of 
tissue  may  change  the  concentration  of  calcium 
and  phosphorus  ions  resulting  in  the  precipitation 
of  calcium  salts. ^ 


The  only  consistent  clinical  finding  in  patients 
with  calcified  carcinoma  of  the  gastrointestinal 
tract  has  been  the  remarkable  preponderance  in 
young  people.  In  the  report  of  Fletcher  et  al.'^  8 
of  10  patients  were  less  than  fifty  years  of  age,  in 
fact,  less  than  thirty-four,  and  3 were  under  eigh- 
teen. Similarly,  in  the  series  of  Matthews  et  al.^ 
8 of  10  patients  were  under  eighteen.  One  of  our 
patients  was  nineteen  years  old.  Calcified  carci- 
noma of  the  gastrointestinal  tract  appears  to  occur 
to  an  equal  extent  in  both  sexes  and  has  no  specific 
clinical  or  prognostic  characteristics. 

The  roentgenologic  appearance  of  calcification  is 
variable  in  our  experience,  and  differential  diag- 
nosis from  plain  films  of  the  abdomen  is  extremely 
difficult.  Mottled,  stippled,  coarse,  and  nodular 
types  of  calcification  have  been  reported  as  well 
as  at  least  1 case  with  curvilinear  calcification. 
The  differential  diagnosis  of  abdominal  calci- 
fications has  been  extensively  described  by  Mc- 
Afee and  Conner.** 

Conclusion 

We  have  reported  3 cases  of  radiographically 
visible  calcifications  in  carcinoma  of  the  gastro- 
intestinal tract,  bringing  the  total  of  such  ante- 
mortem descriptions  to  13.  Generalizations  about 
this  condition  are  few,  but  most  cases  have  con- 
sisted of  variable-type  calcifications  in  mucin- 
producing  adenocarcinoma  of  the  colon  or  stom- 
ach, most  often  in  patients  under  the  age  of  forty 
years.  The  pathogenesis  of  the  calcium  deposi- 
tion remains  unknown. 
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A five-year-old  Puerto  Rican  boy  was  admitted 
to  the  hospital  with  a six-month  history  of  recur- 
rent episodes  of  urinary-tract  infection.  There 


was  no  history  of  previous  illness.  He  was  within 
the  normal  range  of  size  and  weight  for  his  age. 
The  episodes  of  infection  were  manifested  by  high 
fever  and  dysuria;  there  was  no  flank  pain. 

The  physical  examination  revealed  a normal 
five-year-old  uncircumsized  male.  There  were 
no  palpable  abdominal  masses  or  tenderness.  The 
admission  temperature  was  101  F.  The  laboratory 
work-up  included  a blood  urea  nitrogen  of  13, 
hemoglobin  of  12.2,  and  white  blood  cell  count  of 
12,300.  The  admission  urinalysis  showed  a pH  of 
6,  no  albumin,  and  a normal  microscopic  examina- 
tion. Urine  culture  was  negative. 

Results  of  a cystogram  showed  a diverticulum 
protruding  from  the  left  wall  of  the  bladder  (Fig. 
lA).  There  was  no  evidence  of  vesicoureteral 
reflux.  Results  of  an  intravenous  urogram  showed 
a normal-sized  and  normally  functioning  right 
kidney  (Fig.  IB).  The  left  kidney  was  found  to 
have  delayed  excretion  with  massive  hydroureter- 
onephrosis.  The  ureter  appeared  to  taper  toward 
an  obstructive  point  in  its  intramural  portion  or 
at  the  ureteral  hiatus  or  meatus.  An  ovoid,  opaque 
shadow  was  noted  near  the  ureteral  meatus,  which 
corresponded  to  the  vesical  diverticulum  on  the 
cystogram.  At  the  time  of  cystopanendoscopy, 
the  bladder  neck  appeared  normal.  The  bladder 


FIGURE  1 (A)  Cystogram  showing  diverticulum  protruding  from  left  bladder  wall.  (B)  Intravenous  urogram  demon- 

strating normal  right  kidney  with  massive  left  hydroureteronephrosis. 
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FIGURE  2 (A)  Retrograde  pyelogram  with  separate  ureteral  catheters  in  left  ureter  and  bladder  diverticulum.  (B) 

Retrograde  pyelogram,  delayed  film,  showing  ureter  and  diverticulum  filled  with  contrast  material,  emphasizing  their 
intimate  relationship 
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FIGURE  3.  Differential  function  tests. 


was  not  trabeculated.  The  right  and  left  ureteral 
orifices  were  normal.  Approximately  3 mm. 
superior  and  lateral  to  the  normal  left  orifice  there 
was  a patulous  opening.  The  right  ureter  effluxed 
urine  in  a normal  manner.  The  left  ureteral 
orifice  effluxed  urine  in  a delayed  fashion  and  with 
a steep  trajectory  suggesting  an  increased  intra- 
ureteral  pressure.  No  efflux  was  seen  from  the 
ectopic  patulous  orifice. 

The  ectopic  patulous  orifice  was  catheterized 
with  ease,  and  the  catheter  is  seen  curled  up  in 
the  diverticulum  in  Figure  2A.  The  left  ureteral 
orifice  was  catheterized  as  well,  up  to  the  left  renal 
pelvis,  and  a hydronephrotic  drip  was  obtained. 
The  urine  obtained  from  the  left  renal  pelvis  was 
sterile.  No  urine  was  obtained  from  the  diverticu- 
lum. A ten-minute  delayed  film  shows  the  dilated, 
tortuous,  kinked  left  ureter  filled  with  contrast 
material  and  the  diverticulum  filled  as  well  (Fig. 
2B).  It  is  easy  to  see  the  intimate  relationship 
between  the  ureter  and  the  diverticulum. 

A preliminary  left  nephrostomy  was  performed 
on  November  1,  1967.  The  nephrostomy  tube  pro- 
vided us  with  the  opportunity  to  perform  differ- 
ential renal  function  studies.  We  made  the  as- 
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FIGURE  4.  Postoperative  intravenous  urogram  show- 
ing marked  improvement  of  left  kidney. 


sumption  that  the  nephrostomy  tube  yielded  es- 
sentially all  the  urine  produced  by  the  left  kidney. 
In  this  particular  case  this  assumption  seemed 
reasonable,  since  the  voided  volume  of  urine  and 
the  nephrostomy  drainage  were  essentially  equal. 
Figure  3 depicts  the  important  results  we  obtained. 

After  approximately  six  weeks  of  nephrostomy 
tube  drainage,  the  definitive  surgical  procedure 
was  undertaken.  Through  a Pfannensteil  incision 
with  an  extension  of  its  left  arm,  the  bladder  was 
completely  exposed  and  dissected  free.  A cystot- 
omy was  performed  and  the  inspection  of  the 
entire  bladder  confirmed  the  endoscopic  findings. 
The  diverticulum  was  then  packed  with  approxi- 
mately 30  inches  of  one-quarter-inch  surgical 
packing.  The  diverticulum  was  considerably 
larger  than  its  radiographic  appearance.  In  fact, 
it  extended  under  the  base  of  the  bladder  toward 
the  right  ureteral  orifice.  A catheter  was  then 
pa.ssed  to  the  left  renal  pelvis.  The  left  ureter  was 
thoroughly  explored,  and  about  3 cm.  from  the 
ureteral  hiatus,  the  ureter  was  “clothes-lined” 
over  a tubular  structure.  This  structure  was 
pulsatile,  synchronous  with  the  pulse,  and  was 
traced  from  the  common  iliac  artery  to  the  region 
near  the  umbilicus.  This  vessel  was  sacrificed, 
and  our  impre.ssion  at  the  time  was  that  this 


FIGURE  5.  Full-thickness  section  of  wall  of  diverticu- 
lum showing  normal  mucosa,  submucosa,  and  serosa 
but  no  muscle. 


represented  the  obliterated  umbilical  artery. 
Attention  then  returned  to  the  diverticulum, 
and  a Hugh  Young  diverticulectomy  was  per- 
formed uneventfully.  During  the  course  of  the 
dissection,  the  intimate  relationship  between  the 
terminal  left  ureter  and  the  diverticulum  was 
again  noted.  After  removing  the  mucosa  of  the 
diverticulum,  there  was  no  muscle  at  all,  only 
serosa.  The  defect  in  the  bladder  wall  was  closed, 
and  the  ureter  was  intact  with  an  adequate  tunnel. 
The  bladder  was  closed  around  a Malecot  catheter. 
The  postoperative  course  was  uneventful.  The 
nephrostomy  tube  was  clamped  then  removed 
after  the  intrapelvic  pressures  were  normal  and 
no  residual  urine  was  demonstrated  in  the  renal 
pelvis. 

A six-month  follow-up  examination  showed  the 
child  to  be  clinically  well.  His  urine  was  sterile, 
and  he  had  had  no  febrile  episodes.  A follow-up 
cystogram  shows  an  intact  bladder  with  no  vesico- 
ureteral reflux.  Follow-up  intravenous  urogram 
shows  some  persistent  caliectasis  in  the  left  kidney, 
but  considerable  improvement  (Fig.  4).  The  left 
ureter  is  essentially  normal. 

The  pathologic  sections  demonstrated  bladder 
mucosa  and  no  muscle  (Fig.  5).  These  findings 
are  in  accord  with  our  clinical  impressions  of  a 
congenital  bladder  diverticulum.  Figure  6 shows 
the  sections  of  the  umbilical  artery  demonstrating 
a patent  lumen  with  some  fibrotic  changes  in  the 
wall. 

Comment 

Five  per  cent  of  vesical  diverticula  occur  in 
children.'  The  condition  is  five  times  more 
common  in  boys  than  in  girls. 

Diverticulum  of  the  bladder  secondary  to  outlet 
obstruction  is  a well-known  entity,  particularly 
in  the  older  male  adult.  The  cause  and  effect  are 
easily  comprehended.  Kretschmer''  has  stated 
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FIGURE  6 Cross-section  of  obliterated  umbilical 
artery. 


that  outlet  obstruction  is  present  in  all  cases  of 
bladder  diverticula.  However,  in  our  case,  no 
evidence  of  outlet  obstruction  could  be  demon- 
strated. 

This  situation  prevailed  in  7 cases  reported  by 
Forsythe  and  Smyth. ^ Three  cases  were  reported 
by  Hyman. ^ Gertz^  also  reported  a case  in  which 
no  outlet  obstruction  was  seen.  Williams'’  refers 


to  a case  in  which  an  apparent  blind-ending 
supernumerary  ureter  formed  a diverticulum. 

The  etiology  of  congenital  vesical  diverticulum 
is  obscure.  Joly’  suggesfed  that  they  may  be 
formed  by  aborted  development  of  accessory 
ureteral  buds.  Judd  and  Scholl"  state  an  embryo- 
logic  defect  in  the  bladder  musculature  is  respon- 
sible. 

The  diverticula  become  evident  as  a result  of 
their  complications.  The  most  common  one  is 
infection.'’  In  our  case,  also,  the  initial  symptom 
was  infection.  In  addition,  there  was  obstruction 
of  the  lower  ureter.  Care  must  be  taken  to  avoid 
damage  to  the  intimately  associated  ureter.  The 
standard  Hugh  Young  type  diverticulectomy  was 
found  to  be  entirely  satisfactory  and  offers  the 
advantage  of  total  removal  of  bladder  mucosa. 
The  risk  of  later  cancer  is  thereby  eliminated. 


Summary 

A case  of  congenital  bladder  diverticulum 
obstructing  the  upper  urinary  tract  of  a five- 
year-old  boy  is  reported.  Literature  is  reviewed, 
and  the  etiology  is  discussed. 
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It  is  the  general  attitude  that  a patient  who  has 
had  a cardiac  arrest  is  not  a candidate  for  surgery. 
The  purpose  of  this  report  is  to  contradict  this 
attitude  and,  second,  to  initiate  similar  reports 
for  a future  collective  study. 

The  vast  majority  of  episodes  of  cardiac  arrest 
are  produced  by  hypoxia  which  may  be  secondary 
to:  (1)  inadequate  pulmonary  ventilation,  which 

is  the  most  common  cause,  (2)  low  blood  volume, 
or  (3)  coronary  artery  disease  or  spasm  (low  per- 
fusion). Other  causes  are:  (4)  myocardial  dis- 

ease— irritable  myocardia,  as  due  to  recent  myo- 
cardial infarction,  digitalis  intoxication,  myo- 
carditis, certain  anesthetics  and  drugs,  or  opera- 
tion on  the  heart;  (5)  metabolic  diseases  that 
produce  acidosis,  alkalosis,  or  severe  ionic  derange- 
ments (calcium,  sodium,  potassium,  and  bicar- 
bonate ion);  (6)  anaphylactoid  reactions  that  may 
lead  to  defective  respiration  and  secondary  car- 
diac arrest;  (7)  rapid  cold  blood  transfusion, 
which  lowers  body  temperature,  contains  exces- 
sive extracellular  potassium  and  excess  acid,  all 
of  which  produce  myocardial  irritability;  and  (8) 
vagal  reflex. 

It  is  believed  that  a previous  cardiac  arrest 
predisposes  to  another  episode  of  a similar  nature,^ 
but  if  we  exclude  coronary  artery  disease,  and  if 
we  are  able  to  correct  the  other  causative  factors, 
then  cardiac  arrest  should  not  recur.  The  under- 
lying cause  of  the  cardiac  arrest  should  be  deter- 
mined and  corrected  to  prevent  a second  episode.^ 

Case  reports 

We  are  presenting  2 cases  in  which  cardiac 
arrest  took  place  before  any  surgical  intervention. 
Both  of  these  patients  were  resuscitated  and  later 
underwent  major  surgical  procedures  without 
undue  difficulty. 

Case  1.  A seventy-year-old  white  male  was 
transferred  to  Roswell  Park  Memorial  Institute 
on  January  31,  1968,  with  the  diagnosis  of  inoper- 
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04, 
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able  carcinoma  of  the  posterior  pharyngeal  wall. 
On  admission  the  patient  was  severely  dehydrated. 
His  temperature  was  101  F.,  blood  pressure  140/80, 
pulse  100. 

Laboratory  findings  were  as  follows:  hemoglo- 
bin 19.9  Gm.  per  100  ml.,  white  blood  cell  count 
13,600,  and  platelet  count  152,365  per  cubic 
millimeter.  Blood  urea  nitrogen  was  85  mg. 
per  100  ml.,  the  albumin-globulin  ratio  2.3: 2.9, 
prothrombin  time  24  per  cent,  transaminase  47 
international  units  per  milliliter.  The  serum 
potassium  was  3.9  mEq.,  sodium  159  mEq.,  the 
chlorides  112  mEq.,  and  the  carbon  dioxide  content 
26.1  mEq.  per  liter.  The  lactic  acid  dehydrogenase 
was  705  units  per  milliliter.  An  electrocardiogram 
showed  results  within  normal  limits  except  for 
tachycardia. 

Because  of  increasing  dyspnea  and  the  develop- 
ment of  stridor,  he  was  taken  to  the  operating 
room  where  laryngoscopy  was  performed  under 
topical  anesthesia  using  4 per  cent  cocaine.  A 
tumor  on  the  posterior  wall  of  the  pharynx  that 
occupied  the  oropharynx  and  extended  to  the 
hypopharynx  was  visualized.  The  tumor  was 
large,  occupying  the  whole  posterior  wall,  and 
it  was  encroaching  on  the  larynx  anteriorly  causing 
complete  obstruction  of  the  pharynx  and  edema 
of  the  larynx.  The  tumor  was  biopsied  and 
found  to  be  squamous-cell  carcinoma.  A feeding 
nasogastric  tube  was  passed  down  to  the  stomach. 
Then,  under  local  anesthesia,  using  1 per  cent 
xylocaine,  a tracheostomy  was  performed. 

Postoperatively,  there  was  some  blood  oozing 
from  the  biopsy  site.  The  patient  was  placed 
on  frequent  tracheostomy  care,  and  no  oxygen 
was  given.  He  was  maintained  on  intravenous 
fluids  and  intermittent  suction  to  the  nasogastric 
tube.  He  had  been  on  digitalis  for  two  years,  and 
this  was  continued  by  the  intramuscular  route. 

His  vital  signs  were  stable,  but  he  kept  on  oozing 
from  the  tumor  site  with  occasional  aspiration. 
About  nine  hours  after  the  tracheostomy,  the 
patient  became  cyanotic  in  spite  of  the  suctioning, 
and  he  developed  a cardiac  arrest,  with  no  pulse 
or  blood  pressure,  and  the  pupils  were  semidilated. 
External  massage  was  started  immediately. 
The  tracheostomy  tube  was  connected  to  a Ben- 
nett respirator.  We  felt  that  there  was  crusting 
inside  the  tracheostomy  tube  and  in  the  trachea 
due  to  the  oozing.  Vigorous  irrigation  and  suc- 
tioning of  the  tracheostomy  tube  with  hydrogen 
peroxide  and  then  with  sterile  normal  saline  was 
carried  out  removing  the  plugs. 

Intracardiac  epinephrine  was  given,  and  the 
patient  was  placed  on  cardiac  monitoring.  The 
heart  beat  returned  with  a regular  rhythm,  and  a 
later  electrocardiogram  showed  tachycardia  with 
right  bundle  branch  block.  He  received  potassium 
chloride  and  sodium  bicarbonate,  intravenously, 
and  automatic  breathing  by  a Bennett  respirator 
with  100  per  cent  oxygen  and  high  humidity.  His 
blood  pressure  came  up  to  100/80,  his  pulse  reached 
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86,  and  he  started  to  respond  to  painful  stimuli. 
But  his  hlood  pressure  dropped  again  to  70/30,  and 
metaraminol  (Aramine)  was  given  in  the  intrave- 
nous fluids. 

A central  venous  pressure  catheter  was  placed 
in  his  right  subclavian  vein.  I'he  opening  pressure 
was  3 cm.  The  intravenous  fluids  were  speeded 
up,  and  about  two  hours  later  his  blood  pressure 
was  118/80  and  his  pulse  92.  The  oxygen  was 
reduced  to  40  per  cent  in  the  respirator.  At  that 
time,  it  was  noticed  that  he  had  developed  right 
pneumothorax  and  this  was  proved  by  chest  x-ray. 
A chest  catheter  was  inserted  and  connected  to 
underwater  seal  suctioning.  The  patient  was 
still  on  the  automatic  respirator  with  40  per  cent 
oxygen,  20  per  minute,  and  the  central  venous 
pressure  was  monitored  frequently.  The  urinary 
output  was  kept  around  50  ml.  per  hour.  Four 
hours  after  the  onset  of  the  cardiac  arrest,  his 
temperature  spiked  to  101.2  F.  and  he  was  placed 
on  cephalothin  (Keflin).  Twenty-four  hours  later, 
he  w'as  weaned  off  the  respirator  slowly  since  he 
was  breathing  on  his  own.  His  blood  pressure  was 
150/90,  and  pulse  was  80  and  regular.  The  central 
venous  pressure  was  5 to  7 cm. 

Laboratory  findings  at  this  time  were:  hemo- 

globin 15.6  Gm.  per  100  ml.,  hematocrit  46,  white 
blood  cell  count  15,680  per  cubic  millimeter,  blood 
urea  nitrogen  83  mg.  per  100  ml.,  lactic  acid 
dehydrogenase  387  units,  transaminase  67  units, 
and  prothrombin  time  43  per  cent.  The  serum 
potassium  was  4.1  mEq.,  sodium  139  mEq., 
chlorides  109  mEq.,  and  the  carbon  dioxide  con- 
tent 26  mEq.  per  liter.  An  electrocardiogram 
showed  regular  sinus  rhythm  (80),  and  the  right 
bundle  branch  block  disappeared  on  the  third 
day  after  the  cardiac  arrest.  He  continued  to  do 
well.  Four  weeks  later,  he  was  ambulatory,  had 
gained  weight,  and  all  laboratory  studies  and 
electrocardiogram  findings  were  normal. 

On  March  8,  1968,  under  general  anesthesia  for 
seven  hours,  a radical  laryngopharyngectomy  and 
reconstruction  with  a deltopectoral  skin  flap  was 
carried  out.  The  postoperative  course  was  benign. 
He  continued  to  do  well  and  on  April  25  he  was 
put  under  general  anesthesia  for  one  and  one-half 
hours,  the  skin  flap  was  divided,  and  the  recon- 
struction of  the  pharynx  was  completed.  Follow- 
ing that,  he  received  radiotherapy,  3,000  rads  to 
both  sides  of  the  neck.  But  on  the  follow-up,  a 
metastatic  node  was  felt  in  the  left  side  of  the 
neck,  and  on  June  12,  1968,  he  underwent  left 
radical  neck  dissection.  He  tolerated  all  these 
procedures  well.  He  also  received  another  3,000 
rads  to  the  neck  after  his  last  operation.  He  is 
now  living  and  active  with  no  evidence  of  cancer. 

Case  2.  This  sixty-year-old  white  male  was 
admitted  to  Memorial  General  Hospital  Associa- 
tion, Elkins,  West  Virginia,  on  August  6,  1965, 
because  of  hematuria.  The  work-up  showed  a 
huge  bladder  diverticulum.  The  intravenous 
pyelogram  was  normal,  but  the  chest  x-ray  film 
showed  a lesion  in  the  right  lower  lobe.  The 


patient  was  put  on  antibiotics,  but  the  lesion  did 
not  change,  and  the  possibility  of  a neoplasm  was 
raised.  Results  of  an  electrocardiogram  showed 
some  evidence  of  incomplete  right  bundle  branch 
block  and  no  other  abnormalities.  Pulse  was  64 
and  regular,  and  blood  pressure  was  160/90. 

On  August  23,  1965,  exploratory  thoracotomy 
was  planned.  After  receiving  sodium  thiopental 
(Pentothal  sodium)  intravenously,  at  the  moment 
of  endotracheal  tube  insertion,  a cardiac  arrest 
occurred:  there  was  no  pulse  or  blood  pressure. 

External  cardiac  massage  was  immediately  begun, 
and  after  less  than  one  minute  regular  rhythm 
returned:  pulse,  56,  and  blood  pressure,  140/90. 

Repeated  electrocardiograms  showed  no  change 
and  no  evidence  of  myocardial  damage.  In  the 
next  forty-eight  hours,  repeated  electrocardio- 
grams remained  the  same,  and  transaminase  levels 
were  within  normal  limits. 

On  August  26,  1965,  the  patient  was  taken  to 
the  operating  room,  and  with  cyclopropane  and 
oxygen  he  was  put  under  general  anesthesia.  On 
attempting  to  insert  the  endotracheal  tube, 
cardiac  standstill  occurred  for  a very  short  time 
and  was  handled  by  external  cardiac  massage. 
More  atropine  was  given  to  counteract  the  vagal 
reflex.  The  planned  procedure  was  carried  out 
on  the  patient  who  underwent  a right  exploratory 
thoracotomy  and  wedge  resection  of  an  anaplastic 
carcinoma  in  the  right  lower  lobe.  The  post- 
operative course  was  very  benign,  and  he  was 
discharged  from  the  hospital  on  September  4, 1965. 

Comment 

These  2 cases  show  that  major  surgical  pro- 
cedures were  carried  out  successfully  in  2 patients 
who  have  had  previous  cardiac  arrests.  In  both 
cases,  there  was  no  myocardial  damage  and  the 
surgical  procedure  was  deemed  necessary. 

In  the  first  case,  the  cause  of  cardiac  arrest  was 
anoxia  and  hypovolemia.  These  were  corrected, 
and  the  patient,  who  is  more  than  seventy  years 
old,  underwent  three  major  surgical  procedures 
and  tolerated  them  well. 

In  the  second  case,  it  was  thought  that  the 
cardiac  arrest  was  secondary  to  anoxia  and/or 
sodium  thiopental.  But  when  it  did  occur  again 
during  the  endotracheal  intubation,  it  was  felt 
that  the  arrest  was  due  to  vagal  reflex,  and  this 
was  handled  well  by  atropine.  This  patient 
tolerated  his  thoracotomy  well. 

It  is  of  great  importance  to  determine  the 
etiology  of  the  cardiac  arrest,  and  all  measures 
should  be  undertaken  not  only  to  correct  it  but 
to  prevent  its  recurrence.  The  occurrence  of 
cardiac  arrest  due  to  correctible  causes  does  not 
contraindicate  major  surgical  procedures  with 
general  anesthesia. 
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Major  hepatic  resection  is  becoming  increasingly 
recognized  as  a frequent  prerequisite  for  lowering 
the  high  mortality  rate  associated  with  severe 
liver  trauma.  This  approach  is  particularly  fos- 
tered by  the  unique  ability  of  hepatic  tissue  to  re- 
generate, even  after  resection,  as  much  as  85  to 
90  per  cent  of  its  mass.^  Resection  is  more  often 
required  for  bursting  injuries  of  a major  liver  lobe 
occurring  with  blunt  trauma  than  with  penetrating 
wounds.  The  latter  type  of  injury  is  associated 
with  a low  mortality  rate  and  generally  requires 
only  drainage  and  possibly  suturing.  Madding 
and  Kennedy-"*  have  emphasized  this  point  but  do 
stress  the  lethality  of  penetrating  wounds  involving 
the  hilar  portion  of  the  liver.  That  such  wounds 
may  indeed  also  require  significant  resection  is 
illustrated  by  the  following  case  reports.  In  addi- 
tion, postoperative  metabolic  data  and  scintiscans 
are  presented  to  augment  the  findings  of  others 
following  massive  hepatic  resection. 

Case  reports 

Case  1.  A twenty-five-year-old  Negro  male  was 
admitted  to  the  hospital  on  April  18,  1967,  after 
sustaining  a stab  wound  in  the  epigastrium  with 
a 10-inch  butcher  knife.  The  patient  was  con- 
scious and  complaining  of  upper  abdominal  pain 
that  was  becoming  progressively  severe  and  as- 
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sociated  with  nausea.  His  blood  pressure  was  125/ 
80  mm.  Hg,  and  his  pulse  rate  was  104  per  minute. 
The  abdomen  was  distended  and  tender,  particu- 
larly in  the  right  upper  quadrant.  A 2-cm.  wound 
was  located  just  below  and  to  the  left  of  the 
xyphoid  process. 

The  abdomen  was  opened  by  a vertical,  upper, 
midline  incision.  Approximately  2 L.  of  blood 
were  found  in  the  peritoneal  cavity.  The  knife  had 
penetrated  the  anterior  surface  of  the  quadrate 
lobe  of  the  liver  and  there  was  active  bleeding.  In 
addition,  a bulging  hematoma  was  present  in  the 
hilar  region  and  behind  the  gallbladder,  and  a 
massive  subcapsular  hematoma  occupied  the  en- 
tire right  superior  and  lateral  surfaces  of  the  liver. 
Attempts  to  control  bleeding  by  mattress  sutures 
were  to  no  avail.  The  knife  tract  was  then  opened 
along  the  inferior  aspect  of  the  quadrate  lobe  from 
the  entrance  site  to  the  hilum  just  medial  to  the 
gallbladder  in  a further  attempt  to  secure  bleeding 
vessels  under  direct  vision.  This  too  failed,  and 
it  was  apparent  that  intraparenchymal  vascular 
injury  had  produced  a massive,  right,  intralobar 
hematoma  resulting  in  major  tissue  disruption 
extending  to  the  subcapsular  hematoma  on  the 
right  side.  Control  of  the  hepatic  and  portal 
vessels  in  the  hilum  was  obtained,  and  it  was  found 
that  by  occluding  both  the  right  hepatic  artery 
and  right  branch  of  the  portal  vein,  bleeding  from 
the  exposed  and  lacerated  sites  ceased;  bleeding 
recurred  if  one  or  the  other  vessel  was  released. 

The  incision  was  then  extended  across  the  costal 
margin  into  the  right  eighth  intercostal  space.  The 
diaphragm  was  incised  to  the  inferior  vena  cava. 
An  extended  right  hepatic  lobectomy  was  per- 
formed after  serial  ligation  and  division  of  the 
major  vascular  supply  to  that  lobe,  the  cystic 
artery,  cystic  duct,  and  right  hepatic  duct.  Divi- 
sion of  the  triangular  ligament  and  medial  rotation 
of  the  right  lobe  enabled  ligation  and  division  of 
the  right  hepatic  vein  and  several  small  veins.  The 
liver  was  then  transected  by  scalpel  and  finger  dis- 
section through  a plane  to  the  right  of  the  falciform 
ligament.  The  middle  hepatic  vein  was  ligated 
and  divided  near  its  junction  with  the  left  hepatic 
vein.  Intraparenchymal  vessels  and  bile  ducts 
were  individually  secured  and  ligated.  A T tube 
was  placed  in  the  common  duct.  The  diaphragm 
and  thoracoabdominal  incisions  were  closed  ana- 
tomically after  inserting  a thoracostomy  tube  into 
the  right  pleural  space  and  establishing  adequate 
drainage  of  the  subphrenic  area.  The  surgical 
specimen  weighed  1,400  Gm. 

Except  for  temperature  elevations  to  104  F. 
during  the  first  forty-eight  hours  after  surgery 
requiring  a cooling  blanket,  the  early  postoperative 
course  was  remarkably  benign.  The  patient  was 
maintained  on  intravenous  dextrose  solutions  with 
albumin  and  antibiotics.  Management  was 
facilitated  by  hourly  determinations  of  urine  out- 
put and  central  venous  pressure.  The  T-tube 
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B B'  FIGURE  1 Liver  scans.  Case  1 (A)  At  ten  days;  (A1) 

lateral  scan.  (B)  At  three  weeks,  (B 1 ) lateral  scan.  (C)  At  eight  weeks  RCM  = right  costal  margin;  X = xiphoid 


drainage  varied  between  300  and  600  ml.  daily; 
hemobilia  did  not  occur. 

By  the  tenth  postoperative  day  a liver  scan 
demonstrated  that  the  remnant  of  the  left  lobe  had 
approximately  doubled  (Fig.  1).  Over  the  ensuing 
days  liver  function  tests  and  hematologic  values 
began  to  return  to  normal  values  (Fig.  2).  From 
the  tenth  through  the  thirty-sixth  postoperative 
days,  pitting  ankle  edema  developed,  and  addition- 
al albumin  was  intermittently  required.  On  May 
16  a collection  of  blood  and  bile  was  drained  via 
the  right  flank.  However,  bile  flow  persisted 
through  the  lateral  angle  of  this  wound,  and  by 
T-tube  cholangiography  a fistula  was  demon- 
strated originating  at  the  site  of  ligation  of  either 


FIGURE  2.  Serial  postoperative  studies  of  liver  func- 
tion and  hematologic  values  for  Case  1 . 


the  cystic  duct  or  right  hepatic  duct.  Three 
months  after  the  original  surgery  the  patient  was 
re-explored  and  the  external  bile  fistula  delineated 
at  its  origin  from  tbe  common  bile  duct.  A seg- 
ment of  the  tract  was  excised  and  the  site  of  origin 
ligated.  The  liver  had  completely  regenerated  to 
a normal  volume  with  thick  fibrous  adhesions  to 
adjacent  structures;  its  appearance  was  otherwise 
unremarkable.  Nineteen  days  after  this  procedure 
bile  drainage  recurred  from  tbe  flank  wound,  and 
reformation  of  the  fistula  was  demonstrable  by  T- 
tube  cholangiography.  Over  the  ensuing  months 
bile  drainage  gradually  diminished,  and  the  tract 
healed.  The  patient  slowly  regained  his  normal 
weight  during  this  interval.  Ten  months  after 
the  original  surgery  the  T tube  was  removed. 
The  patient  has  remained  well  on  follow-up  with 
normal  liver  function  test  results  and  no  recur- 
rence of  the  bile  fistula. 

Case  2.  A twenty-four-year-old  Negro  male 
was  admitted  to  the  hospital  on  April  12,  1970, 
after  being  shot  in  the  abdomen  and  both  arms 
with  a .22  caliber  pistol.  The  patient  was  con- 
scious but  agitated,  cold,  and  clammy.  The  blood 
pressure  was  110/60  mm.  Hg.  The  pulse  was 
regular,  100  beats  per  minute.  The  abdomen  was 
slightly  distended  and  dull  to  percussion,  with 
epigastric  tenderness  and  rebound.  The  site  of 
bullet  entry  was  2 cm.  below  the  left  costal  margin 
and  9 cm.  to  the  left  of  the  midline.  The  hemato- 
crit was  43,  the  white  cell  count  normal,  and  the 
central  venous  pressure  was  zero.  The  bullet  was 
seen  by  chest  x-ray  film  to  be  at  the  level  of  the 
seventh  rib  and  right  posterior  axillary  line  within 
the  chest  wall.  Abdominal  x-ray  films  showed 
no  free  air  in  the  peritoneal  cavity,  but  both  psoas 
shadows  were  blurred. 

Fluid  therapy  was  immediately  instituted  and 
the  patient  explored  through  a vertical,  epigastric, 
midline  incision.  Approximately  3 L.  of  blood  and 
clots  were  found  in  the  peritoneal  cavity.  The 
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FIGURES.  Liver  scans  of  Case  2.  (A)  At  four  days.  (B)  Repeat  at  thirty  days. 


source  of  bleeding  was  a stellate  wound  of  the 
undersurface  of  the  liver  to  the  left  of  the  falciform 
ligament,  7 cm.  in  diameter.  The  wound  extended 
into  the  parenchyma  of  the  liver,  and  the  exit 
wound  was  in  the  dome  of  the  right  lobe  of  the 
liver.  Bleeding  was  active  and  could  not  be  con- 
trolled by  multiple  deep  mattress  sutures.  Biman- 
ual pressure  and  packing  of  the  lacerated  liver 
were  applied  for  fifteen  minutes  while  a perforation 
of  the  lesser  curvature  of  the  gastric  antrum  was 
sutured.  The  bleeding  from  the  liver  continued 
to  be  active  after  removal  of  the  packing,  and 
individual  ligation  of  bleeding  vessels  was  not 
possible.  It  was  felt  that  major  injury  to  intra- 
parenchymal  vessels  had  occurred  and  that  resec- 
tion would  be  required.  The  epigastric  incision 
was  extended  into  the  right  eighth  intercostal 
space  and  the  diaphragm  incised  to  the  inferior 
vena  cava.  Extended  right  hepatic  lobectomy 
was  carried  out.  After  resection  of  the  specimen, 
cardiac  arrest  occurred,  and  immediate  resuscita- 
tion was  successful.  A T tube  was  placed  in  the 
common  bile  duct  and  the  chest  and  abdomen 
closed.  The  right  subphrenic  area  was  drained 
and  a chest  tube  inserted  in  the  right  hemithorax. 
Blood  replacement  was  17  units.  The  surgical 
specimen  weighed  1,200  Gm.  On  microscopic 
examination,  multiple  non-necrotizing  granulo- 
mata  were  seen  within  the  portal  areas  and  oc- 
casionally in  the  hepatic  lobules.  Hypothermia 
was  initially  required  for  control  of  temperature 
elevations.  The  chest  wound  became  infected  and 
required  open  drainage  on  the  seventh  postopera- 
tive day.  T-tuhe  drainage  during  the  first  four 
weeks  ranged  from  70  to  100  ml.  per  day,  but  there- 
after gradually  increased  to  500  ml.  per  day.  A 
liver  scan  on  the  fourth  postoperative  day  showed 
uptake  over  the  left  liver  lobe  with  an  area  of  de- 
creased density  at  the  right  border  (Fig.  3A).  A 
repeat  liver  scan  four  weeks  later,  showed  increased 
uptake  in  both  dimensions  (Fig.  3B). 

The  hematologic  and  liver  function  studies  are 


summarized  in  Figure  4.  The  patient  was  dis- 
charged from  the  hospital  six  weeks  after  surgery 
with  his  wounds  entirely  healed.  He  was  eating 
well  and  gaining  weight. 

Comment 

There  is  ample  documentation  of  the  signifi- 
cantly greater  mortality  rates  associated  with 
blunt  trauma  to  the  liver  compared  with  penetrat- 
ing wounds.^ The  conventional  approach  of 
early  exploration,  suture  control  of  bleeding, 
establishing  adequate  drainage,  and  avoidance  of 
packs  has  been  generally  accepted  for  the  latter 
group. On  the  other  hand,  the  mortality  and 
morbidity  rates  of  persistent  or  delayed  hemor- 
rhage with  massive  liver  trauma  has  necessitated 
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FIGURE  4.  Serial  postoperative  studies  of  liver  function 
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TABLE  I.  Reported  cases  of  emergency  right  hepatic 
lobectomy  for  civilian  trauma 


Authors 

Number 

of 

Cases 

Results 

Picard'* 

1 

Well 

I’oulos"* 

McClelland,  Shires,  and 

2 

Well 

Poulos*" 

7 

5 Well,  2 dead 

Maddox  and  Holmes*' 

1 

Well 

Carey  and  Worman** 

1 

Well 

Judd  and  Moore** 

1 

Well 

Mays*' 

Richardson,  Cnimbert, 

2* 

1 Well,  1 dead 

and  dale** 

2t 

1 Well,  1 dead 

Aronsen  et  al.^^ 

5 

3 Well,  2 dead 

* In  the  second  case,  loI)eclomy  performed  twenty-four  days  after 
first  0|ieration. 

+ In  the  first  case.  Iol>e<.’toniy  i>erformed  nine  days  after  first  oper- 
ation. In  the  8€*cond  case,  lobectomy  j>erformed  three  days  after  injury. 


the  addition  of  major  anatomic  resection  to  the 
surgical  armamentarium. 

In  1952  Lortat-Jacob  and  Robert"  introduced 
liver  resection  based  on  anatomic  guidelines.  Sub- 
sequently, McDermott,  et  al. Pack,  Miller, 
and  Brasfield,*^  and  Quattlebaum"  '-’  established 
the  fact  that  major  hepatic  resection  coupled  with 
attentive  metabolic  postoperative  care  could  be 
tolerated  by  the  human  being.  However,  the 
translation  of  the  concept  of  resection  for  tumors 
to  its  application  for  major  hepatic  trauma  is 
relatively  recent.  A contributory  factor  was  the 
obvious  reluctance  to  resect  large  amounts  of 
functional  liver  when  compared  with  the  resection 
for  hepatic  tumors  characterized  by  gradual 
displacement  of  both  hepatic  mass  and  function. 

Favorable  results  following  resection  for  trauma 
were  reported  initially  with  left  lobectomy.'®" 
The  need  for  and  efficacy  of  definitive  right  hepatic 
lobectomy  for  blunt  trauma  or  massive  penetrating 
wounds  has  since  been  emphasized  (Table  I). 

While  most  simple  stab  or  gunshot  wounds  of 
the  liver  can  be  managed  by  conservative  surgical 
technics,  hilar  or  perihilar  involvement  connotes  a 
poor  prognosis  unless  an  aggressive  approach  is 
pursued.  This  attitude  is  supported  by  our  results 
in  4 recent  cases.  Identical  stab  wounds  of  the 
liver  with  hilar  involvement  were  managed  in  one 
instance  by  suture  plication,  drainage,  and  limited 
resection;  and  in  another,  as  described  in  Case  1, 
by  formal  extended  right  hepatic  lobectomy. 
Survival  was  obtained  only  in  Case  1.  Ad- 
ditionally, Case  2 and  another  patient,  who  under- 
went left  hepatic  lobectomy  following  bullet 
wounds,  demonstrated  satisfactory  postoperative 
courses  after  definitive  resections.  In  all  4 in- 
stances intraparenchymal  lacerations  of  the  hilar 
vessels  had  produced  significant  disruption  of 
tissue  by  intrahepatic  and  subcapsular  dissecting 
hematoma.  Similar  conclusions  were  indepen- 
dently reached  by  Mays'^“  and  Richardson  et  al.-'^ 


They  presented  the  contrasting  courses  of  lobec- 
tomy versus  conservative  or  delayed  therapy  for 
bursting  injuries  and  intrahepatic  hematoma. 

The  metabolic  sequelae  of  massive  hepatic  re- 
section in  these  patients  were  not  significantly 
different  from  those  reported  by  others.'--"  Perti- 
nent data  are  summarized  in  Figures  2 and  4. 
Intravenous  administration  of  glucose  and  albumin 
obviated  anticipated  drops  postoperatively  in 
blood  sugar  and  protein  levels.  Serum  albumin, 
however,  remained  below  normal  in  Case  1 for  five 
weeks,  and  frequent  intermittent  infusions  were 
necessary.  Altered  lipid  metabolism,  as  described 
by  McDermott,'  involves  an  initial  drop  in  serum 
triglycerides  and  elevation  of  serum  nonesterified 
fatty  acids.  Hematologic  derangements  following 
hepatectomy  include  depressed  platelet  counts, 
fibrinogen  concentration,  prothrombin  levels, 
and  factors  V,  VII,  and  X.-®  -®  In  our  patients 
prothrombin  levels  were  depressed  during  tbe 
first  postoperative  week  and  platelets  and  fibrino- 
gen concentration  for  two  weeks.  The  use  of 
fresh  blood  during  and  immediately  after  surgery 
undoubtedly  helped  mitigate  coagulation  diffi- 
culties. Although  vitamin  K was  also  adminis- 
tered in  Case  1,  a therapeutic  response  was  not 
obtained  during  the  first  week. 

Other  tests  of  liver  function  in  Case  1 demon- 
strated variable  responses.  Thymol  turbidity 
progressively  rose  to  maximal  levels  of  7 units 
between  the  fourth  and  sixth  postoperative  weeks. 
Alkaline  phosphatase  levels,  although  always  with- 
in the  normal  range,  were  lowest  during  the  first 
postoperative  week.  This  is  consistent  with  the 
hypothesis  that  the  liver  is  a major  source  of  this 
enzyme  in  addition  to  serving  as  an  excretory 
route.  Serum  transaminases  rose  to  peak  levels 
between  the  fourth  and  sixth  postoperative  days 
and  then  rapidly  fell  to  near-normal  values. 
Bilirubin  demonstrated  a similar  but  more  pro- 
longed course,  normal  values  not  being  attained 
for  six  weeks.  Failure  to  clear  the  indirect  frac- 
tion of  bilirubin  during  the  first  four  days  ac- 
counted for  the  major  rise,  but  thereafter  both 
direct  and  indirect  fractions  ran  parallel  courses, 
suggesting  increasing  glucuronide  conjugation  by 
the  regenerating  liver.  Comparable  alterations  in 
the  liver  function  test  results  were  noted  in  Case  2. 

Cholesterol  levels  in  Case  1 were  depressed  dur- 
ing the  early  postoperative  period  with  values 
ranging  between  130  and  150  mg.  per  100  ml. 
However,  the  lowest  levels  for  total  cholesterol, 
ranging  between  82  and  94  mg.  per  100  ml.,  were 
obtained  when  an  external  biliary  fistula  developed 
that  diverted  significant  amounts  of  bile  from  the 
intestinal  tract.  Although  the  patient  was  unable 
to  gain  weight  at  this  time,  absorption  studies, 
including  d-xylose,  serum  carotene,  and  fecal  fat, 
were  normal.  Buchwald  and  Gebhard'^®  and 
DePalma,  Hubay,  and  InsulF'  have  described 
the  role  of  bile  in  the  absorption  of  cholesterol 
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FIGURE  5.  Biopsy  of  regenerated  liver  three  months  following  resection.  Case  1 . (A)  Low  magnification,  (B)  Higher 
magnification. 


from  the  intestine  and  the  relationship  between 
circulating  cholesterol  levels  and  the  enterohe- 
patic  circulation  of  bile  acids.  Our  patient  was 
violently  opposed  to  any  form  of  bile  refeeding,  but 
after  surgical  closure  of  the  fistula,  cholesterol 
values  improved  rapidly. 

Recurrence  of  the  bile  fistula  was  associated  with 
another  fall  in  serum  cholesterol,  but  with  eventual 
spontaneous  closure  of  the  fistula  normal  levels 
were  reestablished.  It  is  interesting  to  note  that  in 
Crosthwait  et  at.  ’s'*  series  all  biliary  fistulas  closed 
spontaneously,  including  one  that  persisted  for 
sixty-five  days. 

Regeneration  of  the  human  liver  has  been  docu- 
mented by  scintiscan  and  in  a few  instances  during 
secondary  procedures. Tbe  rapidity  of  this 
phenomenon  may  be  related  to  the  extent  of  re- 
section. Time  estimates  have  ranged  from  four 
months  to  at  least  a year.  Lin  and  Chen^^  out- 
lined the  margins  of  liver  remnants  with  metal 
clips  and  traced  regeneration  roentgenographically 
at  weekly  intervals.  Slight  if  any  growth  took 
place  in  the  first  two  to  three  weeks.  We  were 
able  to  show  by  scintiscan  in  Case  1 a doubling 
of  the  liver  remnant  in  ten  days  and  return  to  a 
near-normal  volume  by  the  eighth  week.  In 
(’a.se  2,  liver  scanning  at  four  and  thirty  days 
after  resection  also  demonstrated  significant 


growth  increments.  Direct  confirmation  of  com- 
plete regeneration  was  obtained  in  Case  1 at  twelve 
weeks  after  hepatic  resection  when  the  patient  was 
reexplored  for  the  persistent  biliary  fistula.  The 
gross  appearance  of  the  liver  resembled  normal 
parenchyma;  microscopic  evaluation  showed  some 
distortion  of  the  lobular  architecture  (Fig.  5).  The 
hepatic  cells  were  granular,  often  enlarged,  and 
displayed  hyperchromatic  nuclei  with  abundant 
mitotic  figures.  Bile  duct  proliferation  was  noted 
as  well  as  tortuous  and  dilated  sinusoids. 

Summary 

Major  hepatic  resection  may  be  the  procedure 
of  choice  for  penetrating  wounds  of  the  liver  with 
intraparenchymal  involvement  of  the  hilar  vessels. 
Alternative  approaches  frequently  result  in  con- 
tinued or  delayed  bleeding.  The  phenomenal 
regenerative  capability  of  the  human  liver  is 
again  confirmed  following  extended  right  lobec- 
tomy. Particular  alterations  in  body  metabolism 
and  liver  function  can  be  anticipated  postopera- 
tively  and  appropriately  managed. 
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Part  I of  this  article,  which  appeared  in  the 
March  1,  1971,  issue  of  the  Journal,  covered  the 
various  phases  of  planning  for  the  medical  care 
of  disaster  victims  on  an  area-wide  basis.  The 
need  for  combining  the  resources  of  an  urban 
area,  such  as  medical,  transportation,  hospital 
facilities,  and  communication  systems,  was 
stressed.  It  was  also  pointed  out  that  the  plan 
must  be  practical  and  flexible  enough  to  deal  with 
any  disaster. 

To  prepare  efficiently  for  the  care  of  mass  casu- 
alties, New  York  City  recently  updated  and  ex- 
panded its  medical  disaster  planning  with  the 
issuance  of  a city-wide  medical  disaster  plan. 

New  York  City  has  particular  need  for  an  orga- 
nized medical  response  to  disaster.  Population 
density  and  a transportation  system  that  literally 
carries  millions  of  passengers  daily  result  in  a high 
potential  for  mass  casualties.  Coordination  of  the 
activities  of  more  than  100  hospitals  to  care  for 
victims  acutely  injured  within  the  city  during  the 
course  of  a disaster  would  be  impossible  without 
prior  planning. 

History 

Medical  disaster  planning  and  operations  have 
long  been  the  responsibility  of  the  Department 
of  Hospitals  (now  the  Health  and  Hospitals  Cor- 
poration), the  branch  of  New  York  City  govern- 
ment responsible  for  the  operation  of  18  municipal 
hospitals  with  a total  complement  of  17,000  beds 
for  patients  with  acute  and  chronic  diseases.  The 


Corporation  also  operates  the  city’s  emergency 
ambulance  service. 

The  first  formal  medical  disaster  plan  in  New 
York  City  was  in  the  form  of  a general  order  issued 
by  the  Department  of  Hospitals  in  December, 
1961,  to  its  municipal  hospitals.  This  order  re- 
quired of  each  hospital  an  internal  disaster  plan 
similar  to  that  required  now  by  the  Joint  Com- 
mission on  Accreditation.  It  mandated  that  the 
largest  hospital  in  each  borough  maintain  a “di- 
saster unit”  (a  vehicle  equipped  with  supplies 
and  medications)  that  could  respond  to  disaster 
scenes  with  a complement  of  physicians  and 
nurses.  During  the  last  decade  these  disaster 
units  responded  to  many  catastrophes  such  as  the 
Constellation  fire  in  1960  and  all  major  aircraft 
accidents.  Within  the  past  year  these  units  have 
responded  to  18  disaster  incidents  including  five 
subway  accidents  and  a number  of  large  fires. 

The  general  order  did  not  mention  the  role  of 
the  city’s  voluntary  hospitals  and  assumed  that 
patients  would  be  sent  to  the  nearest  municipal 
hospitals.  In  general,  the  disaster  effort  was 
handled  by  the  hospital  center  from  which  the 
disaster  unit  responded  without  any  system  for 
over-all  coordination  or  communication. 

Just  as  nuclear  weapons  changed  the  concept 
of  civil  defense,  so  the  occurrence  of  urban  riots 
helped  change  the  concept  of  medical  disaster 
response.  The  “disaster  units,”  like  the  one 
stationed  at  Bellevue  Hospital,  were  intended  to 
respond  to  a self-limited  scene,  render  aid,  and 
return  to  the  hospital  within  short  order.  But  a 
riot  is  not  self-limited  either  in  time  or  geograph- 
ically, and  in  reviewing  preparations  for  civil  dis- 
order it  was  believed  by  the  Department  of  Hospi- 
tals that  an  over-all  review  of  medical  disaster 
planning  was  indicated.  On  this  basis  a plan  was 
developed  in  1968,  and  after  review  by  the  Greater 
New  York  Hospital  Association  representing  volun- 
tary hospitals,  the  Mayor’s  Emergency  Control 
Board,  and  the  staffs  of  the  municipal  hospitals 
it  was  adopted  in  the  spring  of  1969. 

Structure  of  plan 

The  plan  is  based  on  the  concept  that  there  are 
four  essential  components  of  area-wide  disaster 
care.  Each  of  these  components  must  be  identified 
and  then  coordinated  into  a continuous  functional 
activity  which  constitutes  the  disaster  medical 
response.  The  four  components  are  scene  re- 
sponse, transportation,  hospitals,  and  command 
and  coordination.  Because  of  the  normal  com- 
plexity of  the  city,  a major  objective  of  planning 
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was  to  keep  the  plan  as  simple  and  as  little  varied 
from  every  day  operation  as  possible. 

Scene  response.  Fhe  scene-resj)onse  phase  of 
the  New  York  City  operation  is  essentially  the 
same  as  outlined  in  the  earlier  1961  general  order 
and  calls  for  the  immediate  response  from  a des- 
ignated major  medical  center  of  a mobile  disaster 
unit  with  a team  of  physicians  and  nurses.  The 
actual  disaster  vehicle  is  a heavy-duty  dual- 
wheeled step  van  modified  to  carry  an  assortment 
of  medical  supplies  and  medications.  Currently 
plans  are  being  made  to  modify  a 45-passenger 
bus  to  create  an  emergency  treatment  vehicle. 

The  plan  calls  for  the  mobile  unit  team  to  triage 
patients  into  three  groups.  The  first  includes 
those  patients  who  must  have  rapid  care  to  save 
life  or  limb  and  in  whom  immediate  stabilization 
is  required  before  removal  to  a hospital.  Stabiliza- 
tion measures  may  include  intravenous  fluids, 
including  plasma  expanders,  temporary  wound 
closure,  and  supportive  medications.  The  group 
would  include  those  patients  whose  condition  has 
a high  potential  for  becoming  critical,  such  as  the 
burn  victim  stable  at  the  moment  but  likely  to  go 
into  shock.  The  bulk  of  the  physician’s  efforts 
would  be  directed  toward  these  patients.  The 
second  group  of  patients  would  be  those  with  non- 
life-  or  limb-threatening  injuries  needing  medical 
treatment  but  not  on  an  immediate  basis.  Such 
patients  would  be  splinted,  dressed,  and  so  on,  by 
personnel  after  physician  triage  and  would  receive 
as  much  attention  from  a physician  or  nurse  as 
time  permitted.  The  final  group  of  patients  would 
embody  those  w'ith  relatively  minor  injuries  who 
could  be  treated  and  discharged  on  the  spot. 
Whether  treated  and  released  or  sent  to  a hospital 
would  depend  on  the  availability  of  the  medical 
team.  It  would  be  preferable  not  to  inundate 
hospitals  with  such  patients  especially  if  it  de- 
tracted from  the  amount  of  care  needed  for  those 
more  seriously  injured. 

Scene  coordination  is  the  responsibility  of  the 
medical  coordinator  who  is  a staff  member  of  the 
Health  and  Hospital  Corporation’s  Emergency 
Medical  Service  branch.  It  is  the  coordi- 
nator’s responsibility  to  serve  as  liaison  between 
the  medical  team  and  its  needs,  ambulances,  and 
the  disaster  medical  control  center,  to  provide  and 
receive  information,  and  to  see  that  the  plan  is 
followed  through  at  his  level. 

Transportation.  Because  of  its  size  New  York 
City  has  transportation  resources  available  as 
part  of  its  medical  disaster  plan  that  do  not  exist 
in  other  urban  areas.  Except  in  the  middle  of  the 
night,  there  are  always  110  to  120  emergency  ambu- 
lances on  duty,  half  of  which  could  be  readily 
pulled  for  disaster  response  without  markedly 
affecting  the  ambulance  service’s  capability  to 
answer  the  “true”  emergency  call.  In  the  excite- 
ment of  a disaster  the  “regular”  accident  victim 
may  be  forgotten;  all  resources  cannot  be  com- 


mitted to  the  disaster  site.  In  effect,  the  method 
of  patient  removal  from  the  disaster  scene  will  not 
vary  from  usual  procedure  except  that  ambulance 
destination  will  be  assigned  by  the  medical  co- 
ordinator through  the  ambulance  supervisor  at 
the  scene.  An  ambulance  supervisor  responds 
routinely  to  all  fires  of  three  alarms  or  more  and 
invariably  will  begin  the  scene  coordination  of 
ambulances  prior  to  the  arrival  of  the  disaster 
unit  and  will  act  as  medical  coordinator  until  re- 
lieved. 

Arrangements  have  been  made  with  the  New 
York  City  Transit  Authority  to  provide  buses  when 
necessary.  Since  all  of  the  latter  are  radio 
equipped,  they  can  be  made  immediately  available 
by  discharging  pas.sengers  and  responding  to  the 
scene.  In  addition,  the  Health  and  Hospitals 
Corporation  has  a dozen  large  buses  that  can  be 
used  for  patients  or  supplies. 

Helicopter  transportation  is  available  through 
the  New  York  City  Police  Department  and  the 
U.S.  Coast  Guard,  although  the  nature  of  the  city 
precludes  use  of  helicopters  for  many  situations. 
Nevertheless  development  of  hospital  helicopter 
landing  sites  is  being  undertaken. 

One  transportation  problem  not  easily  solved  is 
traffic  congestion,  heavy  under  normal  conditions 
and  extreme  in  the  areas  of  most  disasters,  particu- 
larly in  Manhattan.  The  New  York  City  Police 
Department  has  established  emergency  response 
routes  which  can  be  rapidly  closed  to  nonemer- 
gency traffic,  but  experience  has  shown  that  it  is 
difficult  to  cope  with  congestion,  particularly  in 
the  early  stages  when  emergency  vehicles  are  con- 
verging on  the  disaster  site. 

Hospitals.  Seventy  general  hospitals  handling 
patients  with  acute  injuries  and  representing  both 
the  municipal  and  voluntary  sectors  have  been 
listed  as  receiving  hospitals.  Thirty-three  of  these 
have  been  classified  as  “major  medical  centers” 
to  be  used  primarily  for  patients  triaged  into  the 
most  severely  injured  group.  The  second  triage 
group  would  be  sent  to  those  30  hospitals  listed 
in  the  plan  as  “emergency  care  hospitals.”  The 
size  of  these  hospitals  is  from  200  to  400  beds;  and 
although  most  could  care  for  the  severely  injured 
in  small  numbers,  the  unplanned  arrival  of  numer- 
ous such  patients  would  tax  their  resources.  Those 
patients  fitting  into  the  triage  category  of  minor 
injury  would  be  sent  to  smaller  hospitals  referred 
to  as  “first  aid  centers.”  Depending  on  circum- 
stances this  type  of  patient  might  be  treated  and 
discharged  at  the  scene  either  at  the  disaster  unit 
or  a local  building  employed  as  an  improvised  first- 
aid  station. 

Except  in  those  circumstances  where  ordered 
by  the  executive  director  of  the  Corporation,  each 
hospital  would  decide  on  its  own  whether  to  insti- 
tute its  disaster  plan. 

Communications  and  command.  Perhaps  the 
most  significant  improvement  in  the  updated  New 
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York  City  plan  has  been  the  inception  of  a com- 
mand-communications system.  As  would  be  ex- 
pected, communications  depend  largely,  but  not 
inflexibly,  on  two-way  radio.  Three  frequencies 
are  utilized,  two  of  which  are  devoted  to  emergency 
ambulance  traffic  while  the  third  is  used  for  Hos- 
pital Corporation  vehicles.  Transmitters  have 
also  been  installed  in  each  municipal  hospital  and 
in  a number  of  voluntary  hospitals  for  use  during 
periods  of  emergency  or  disaster. 

The  central  point  for  this  radio  system,  referred 
to  as  Hospital  Control,  is  located  in  the  adminis- 
trative office  of  the  ambulance  service  and  is 
staffed  continuously  by  an  ambulance  service 
assistant  chief  and  a crew  of  two  or  three.  On 
receipt  of  a disaster  call  Hospital  Control  swings 
from  its  normal  routine  to  become  the  medical 
disaster  control  center.  Radio  or  telephone  contact 
is  made  with  the  responding  disaster  unit,  ambu- 
lance supervisors.  Corporation  officials,  affected 
or  potentially  affected  hospitals,  and,  as  necessary, 
with  other  municipal  agencies  such  as  the  Emer- 
gency Operating  Center  of  the  Office  of  Civil  De- 
fense as  well  as  extra-governmental  agencies.  As 
such  the  center  serves  as  a pivotal  point  between 
scene,  hospital,  and  related  activities. 

The  use  of  the  ambulance  service’s  administra- 
tive office  as  the  medical  control  center  offers  a 
number  of  advantages.  Prime  among  these  is  a 
no-cost  standby  system  since  the  office  staff  and 
assistant  chief  are  on  duty  apart  from  disaster 
responsibilities,  and  the  nature  of  this  duty  permits 
complete  attention  to  a disaster  should  one  occur. 
This  would  not  be  the  case  in  the  already  heavily 
burdened  ambulance  dispatch  center.  A second 
advantage  is  that  from  the  start  a responsible 
official  in  the  person  of  the  assistant  chief  is  on 
hand,  thus  avoiding  the  delay  of  awaiting  on-call 
people  who  may  not  be  quickly  available.  A third 
advantage  that  a central  command  point  presents 
is  that  it  frees  the  scene  medical  coordinator  from 
the  responsibility  of  communicating  with  multiple 
individuals  or  agencies. 

The  New  York  City  plan  has  been  drawn  up  to 
operate  without  dependence  on  specifically  named 
individuals.  Basic  responsibility  for  the  operation 
of  the  plan  depends  directly  on  three  people:  the 

senior  physician  at  the  scene  for  direct  medical 
care,  the  scene  medical  coordinator  for  supportive 


functions,  and  the  assistant  chief  for  coordinating 
support  in  terms  of  transportation  and  hospitals. 

Comments 

The  experience  of  recent  disaster  calls  has  indi- 
cated the  basic  soundness  of  the  city-wide  disaster 
plan.  To  be  sound,  however,  a plan  must  be  re- 
viewed frequently  and  the  unique  experiences 
of  each  call  evaluated  in  terms  of  future  response 
modifications.  At  the  same  time  an  overdetailed 
plan  that  attempts  to  specify  every  variation  is 
likely  to  lose  its  effectiveness.  The  most  important 
asset  is  an  effective  and  experienced  leader  at  the 
scene. 

In  spite  of  the  rapid  arrival  of  ambulance  service 
supervisory  officials  at  the  scene  of  a subway 
accident  in  April,  1970,  a recurring  problem  was 
noted.  Within  minutes  of  the  crash  many  of  the 
injured  were  moved  by  well-meaning  workers  from 
the  train  to  various  points  above  and  below  ground 
and  thence  on  to  the  nearest  hospital  which  re- 
ceived some  60  patients.  Because  the  majority 
of  injuries  were  not  severe,  no  apparent  harm  re- 
sulted from  the  movement  of  patients  or  the  heavy 
load  placed  on  one  hospital.  It  is  likely  that  with 
more  severe  injuries  patients  would  have  been 
moved  less  readily,  nevertheless  the  importance 
of  rapid  medical  control  cannot  be  overstressed. 

One  further  area  that  must  be  developed  is  the 
coordination  of  medical  and  transportation  facili- 
ties beyond  the  city’s  borders.  Such  an  arrange- 
ment would  be  advantageous  to  both  the  city  and 
suburbs,  since  the  resources  of  each  would  be 
valuable  assets  in  a disaster  occurring  in  either 
location. 

Summary 

Spurred  by  the  increasing  potential  for  mass 
casualties.  New  York  City  through  its  Health  and 
Hospitals  Corporation,  has  issued  a city-wide 
medical  disaster  plan.  The  purpose  of  this  plan 
is  to  permit  an  organized  response  to  disasters 
both  at  the  site  and  at  the  facilities  to  which  di- 
saster victims  would  be  brought.  New  York  City’s 
plan  is  built  around  four  components  which  are  co- 
ordinated into  an  over-all  response.  The  four  com- 
ponents are  scene  response  (medical  teams  and 
supplies),  transportation  of  the  injured,  hospital 
facilities,  and  command  communication. 
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Among  the  ancient  cultures  of  western  and 
northwestern  Mexico  was  the  Colima  civilization. 
The  Colima  style  is  said  by  Disselehoff  and  Linne' 
to  be  refined  and  show  marked  detail.  These 
details  show  the  marks  of  disease  of  interest  to 
these  peoples.  A common  figure  is  the  hunch- 
back.- Does  this  mean  tuberculosis  was  preva- 
lent in  these  peoples?  Many  striking  examples 
of  this  deformity  can  be  found  in  the  extraordinary 
medical  sculpture  collection  of  Weisman.^  The 
hunchback,  by  the  way,  has  been  found  in  all 
periods  of  art,  even  in  the  rare  medical  examples 
of  oriental  art.  The  deformity  of  the  hunchback 
is  definite  and  obvious. 

The  patient  in  point  is  from  the  Colima  period. 
He  is  shown  in  the  usual  hollow  type  of  polychrome 
sculpture,  8.5  inches  high  and  red-brown  in  color. 
He  presents  several  significant  deformities.  The 
most  striking  deformity  is  found  in  the  lower  back 
(Fig.  lA).  Here,  there  is  a large  swelling  with 
a central  protrusion.  The  configuration  suggests 
a meningomyelocele.  As  one  examines  the  rest 
of  the  figure,  the  facial  asymmetry  is  seen. 
Although  the  eyebrow  is  missing  from  the  right 
eye,  there  is  still  a larger  palpebral  fissure  (Fig. 
IB).  There  is  bulging  of  the  right  side  of  the  face 
as  compared  to  the  flattening  on  the  left.  It  is  not 
completely  clear  whether  there  is  some  drooping 
of  the  corner  of  the  right  side  of  the  mouth.  There 
is  a flattening  of  the  right  hemithorax.  There  are 
evident  changes  of  size  and  symmetry  of  the 
upper  extremities,  with  polydactylism  (six  fingers 
on  each  hand)  and  a shortened  left  forearm. 

One  longs  for  the  details  and  skillful  craftsman- 

* Sculpture  obtained  from  Dean  Warner  Galleries,  Dallas, 
Texas. 


FIGURE  1.  (A)  Colima  sculpture  showing  deformity 

of  lower  back,  (B)  Shows  facial  asymmetry;  right  eye- 
brow missing  (artifact?). 
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FIGURE  2.  (A)  Typical  low  smooth  gibbus  of  Colima 

period  showing  difference  in  structure.  Discoloration 
of  face  is  from  firing  and  not  a port-wine  birthmark. 
Absence  of  hands  also  not  birth  deformity  but  technic 
of  craftsman.  Body  size  suggests  skeletal  deformity 
may  be  an  achondroplastic  dwarf;  gibbus  may  be 
congenital.  (B)  Adult  figure  of  Colima  period  showing 
typical  low  gibbus  without  suspicion  of  meningo- 
myelocele. (Courtesy  Roger  Feigen  Gallery,  Chicago, 
Illinois). 


ship  of  the  ancient  Andean  peoples.  This  would 
show  more  specific  details  for  these  facial  changes. 
In  a previous  report,  facial  palsy  was  shown  in 
ceramic  productions.'* 

In  this  Colima  sculpture  there  could  be  some 
arguments  about  the  facial  palsy  or  asymmetry. 
Certainly,  there  is  no  argument  about  the  lower 
spinal  deformity.  The  problem  is  to  correlate 
these  two  conditions.  One  could  say  this  is  a strik- 
ing example  of  an  Arnold-Chiari  malformation 
with  a meningomyelocele  and  multiple  defects  or 
a meningomyelocele  with  a central  area  resem- 
bling a cauda  equina  with  associated  neurologic 
changes  (Fig.  2).  This  sculpture  is  another  evi- 
dence of  the  remarkable  craftsmanship  of  pre- 
Columbian  America  to  show  anatomic  deformity 


in  a ceramic  vehicle.  As  Covarrubias^  indicates, 
“These  clay  sculptures  have  a unique  plastic  force, 
a daring  concept  of  form  and  a remarkable  liveli- 
ness, a sense  of  the  fantastic,  the  absurd,  the  cari- 
caturesque,  which  achieves  a maximum  poignant 
expression  and  a minimum  of  sculptural  resources. 
The  style  is  realistic  and  anectodal.  ...”  The 
time  is  approximately  1200  A.D. 
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Medical  care  of  adolescents  and  the  law 

To  the  Editor:  In  reference  to  the  acknowledgment 

appended  to  our  recent  article  on  ‘‘Medical  Care  of 
Adolescents  and  the  Law”  published  in  the  October 
15,  1970,  issue  of  the  New  York  State  Journal  of 
Medicine,  we  wish  it  to  be  known  that  the  position 
taken  by  the  authors  in  stating  that  the  law  is  relatively 
rigid  in  its  requirement  of  parental  consent  for  treatment 
of  minors  does  not  represent  the  position  of  either  Mrs. 
Esther  Schiff  or  Mrs.  Harriet  Pilpel,  nor  should  it  be  so 
construed.  Our  indebtedness  to  these  attorneys  stems 
from  their  singular  kindness  and  generosity  in  giving 
of  their  time  to  discuss  the  issues  involved,  in  contrib- 
uting substantially  to  our  general  knowledge,  and  in 
providing  us  with  invaluable  references  to  pertinent 
existing  legislation  and  other  relevant  materials.  The 
views  presented  in  our  article,  based  on  the  compilation 
and  interpretation  of  information  obtained  from  a vari- 
ety of  sources  in  addition  to  Mrs.  Schiff  and  Mrs.  Pilpel, 
are  solely  our  own. 

ADELE  D.  HOFMANN,  M.D., 

Department  of  Pediatrics 

New  York  University  Medical  Center 

New  York,  New  York 

I.  RONALD  SHENKER,  M.D., 

Department  of  Pediatrics 

Long  Island  Jewish  Hospital 

New  Hyde  Park,  New  York 


Drugs  for  addiction 

To  the  Editor:  This  letter  is  addressed  to  all  my  fellow 
practitioners  in  New  York  State  who  are  now  legally 
prohibited  by  the  Federal  Harrison  Act  and  New  York 
State  regulations  from  prescribing  narcotics  in  the 
treatment  of  drug  addiction. 

There  is  a large  gap  between  the  heroin  addict  of  at 
least  two  years’  duration  who  is  eligible  for  treatment 
in  the  methadone  program  set  up  by  the  State  and  the 
adolescent  or  young  adult  who  comes  to  see  his  private 
physician  because  he  has  a problem,  part  of  which  may 
include  drugs.  This  type  of  patient  needs  help  in  the 
transfer  from  a life  which  includes  drugs  to  what  is 
ultimately  a drug-free  life.  In  the  course  of  this,  ther- 
apy by  his  own  physician  might  include  methadone 
therapy  in  blocking  and  then  reducing  dosage,  voca- 


tional, educational,  and  social  rehabilitation,  as  well 
as  psychologic  or  psychiatric  help.  At  present  those  of 
us  who  are  treating  such  patients  are  doing  so  illegally. 
We  know  it  and  so  do  the  State  authorities.  We  are 
operating  under  a kind  of  Mexican  standoff  policy  while 
society  decides  how  such  people  should  be  treated. 

My  plea  is  that  the  practicing  physician  is  the  one 
who  should  be  carrying  out  such  therapy  under  appro- 
priate controls  and  regulations,  and  he  should  not  be 
hampered  by  the  current  F'ederal  and  State  regulations. 
1 would  urge  all  interested  physicians  to  write  to  their 
Federal  senators  and  representatives  as  well  as  to  their 
State  senators  and  assemblymen  urging  that  current 
regulations  be  changed. 

LEO  L.  MORGENSTERN,  M.D. 

2 Van  Wart  Avenue 
White  Plains,  New  York  }()6()6 

Lipocrystalluria  in  supernatants 

To  the  Editor:  A reliable  criterion  of  renal  insufficiency 
approaching  the  terminal  condition  is  the  development 
of  fat  crystals  in  the  urine.  It  is  not  fully  appreciated 
what  the  scope  of  detection  is  of  these  birefractile 
granules. 

A study  was  carried  out  over  a six-month  period  during 
which  approximately  50  examinations  had  been  request- 
ed. Sediment  and  supernatants  of  centrifuged  speci- 
mens were  examined  under  polarized  light.  Seven  posi- 
tive findings  were  found  in  supernatants  which  were 
undetected  in  sediments.  It  is  of  interest  that  lipocrys- 
talluria occurs  in  the  supernatant,  while  textbooks  which 
include  the  subject  refer  only  to  the  sediment  for  posi- 
tive findings.  Detection  in  the  supernatant  is  not 
inexplicable  for  it  is  to  be  expected  since  fat  does  float. 

It  has  been  demonstrated  that  lipocrystalluria  occurs 
in  supernatants  as  well  as  in  sediments. 

HOWARD  S.  ZUCKER,  M.D. 

302  Avenue  N 
Brooklyn,  New  York  11230 
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Milton  Aronowitz,  M.D.,  of  Albany,  died  on  February  6 
at  the  age  of  seventy-nine.  Dr.  Aronowitz  graduated  in 
1917  from  Albany  Medical  College.  He  was  an  attend- 
ing physician  and  surgeon  at  Albany  Medical  Center 
Hospital.  Dr.  Aronowitz  was  a member  of  the  New 
York  Society  of  Industrial  Medicine,  the  Albany  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

John  Leopold  Bauer,  M.D.,  of  Vero  Beach,  Florida, 
formerly  of  Bayport,  died  on  February  10  at  the  age  of 
ninety-one.  Dr.  Bauer  graduated  in  1904  from  Syracuse 
University  College  of  Medicine.  He  was  an  honorary 
senior  surgeon  at  Wyckoff  Heights  Hospital.  Dr.  Bauer 
was  a Fellow  of  the  American  College  of  Surgeons  (of 
which  he  was  a charter  member)  and  a member  of  the 
Medical  Society  of  the  County  of  Kings  (and  a former 
president),  a member  of  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Frederick  Earl  Clark,  M.D.,  of  Ogdensburg,  died  on 
January  19  at  the  age  of  eighty-nine.  Dr.  Clark  gradu- 
ated in  1906  from  the  University  of  Michigan  Medical 
School.  He  was  an  honorary  physician  at  the  A.  Barton 
Hepburn  Hospital.  From  1932  until  1952  he  was  city 
health  officer.  Dr.  Clark  was  a member  of  the  St.  Law- 
rence County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Hilbert  W.  Ehrlich,  M.D.,  of  The  Bronx  and  Rye,  died 
on  January  30  at  the  age  of  sixty-two.  Dr.  Ehrlich  re- 
ceived his  medical  degree  from  the  University  of  Munich 
in  1936.  He  was  an  attending  psychiatrist  at  St.  Vin- 
cent’s Hospital  and  Medical  Center  of  New  York,  Harri- 
son. Dr.  Ehrlich  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychiatry),  and  a 
member  of  the  American  Psychiatric  Association,  the 
Bronx  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

William  Anthony  Fraser,  M.D.,  of  Fort  Lauderdale, 
Florida,  formerly  of  New  York  City,  died  on  February  10 
at  the  age  of  seventy-seven.  Dr.  Fraser  graduated  in 
1915  from  New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  an  emeritus  surgeon  at  Colum- 
bus Hospital.  Dr.  Fraser  was  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Herman  Goodman,  M.D.,  of  New  York  City,  died  on 
February  9 at  the  age  of  seventy-six.  Dr.  Goodman 
graduated  in  1917  from  Columbia  University  College  of 
Physicians  and  Surgeons.  In  1962  he  retired  as  clinical 
professor  of  dermatology  at  New  York  Medical  College, 


from  1938  to  1945  he  was  assistant  director  in  charge  of 
education  and  epidemiology  and  from  1948  to  1963  he 
was  supervisor  of  clinics  of  the  Bureau  of  Hygiene  of  the 
Health  Department.  Dr.  Goodman  was  a Diplomate  of 
the  American  Board  of  Dermatology,  Inc.,  and  a member 
of  the  New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Frank  Lappin  Horsfall,  Jr.,  M.D.,  of  New  York  City, 
died  on  February  19  at  the  age  of  sixty-four.  Dr.  Hors- 
fall graduated  in  1932  from  McGill  University  Faculty  of 
Medicine.  He  was  director  of  Sloan-Kettering  Institute 
for  Cancer  Research  as  well  as  a trustee,  professor  of 
medicine  at  Cornell  University  Medical  College,  director 
and  professor  of  microbiology  at  Sloan-Kettering  division 
of  the  Graduate  School  of  Medical  Sciences  at  Cornell 
University,  director  of  research  and  trustee  of  Memorial 
Sloan-Kettering  Cancer  Center,  and  director  of  research 
at  Memorial  Hospital  for  Cancer  and  Allied  Diseases. 
Dr.  Horsfall  was  a member  of  the  Society  of  American 
Bacteriologists,  the  American  Association  of  Patholo- 
gists and  Bacteriologists,  the  American  Association  for 
Cancer  Research,  the  American  Society  for  Clinical  In- 
vestigation, the  American  Association  of  Immunologists, 
the  American  Public  Health  Association,  the  Society  for 
Experimental  Biology  and  Medicine,  the  James  Ewing 
Society,  the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Ephraim  Julius  London,  M.D.,  of  Rego  Park,  died  on 
February  15  at  the  age  of  fifty-eight.  Dr.  London  gradu- 
ated in  1937  from  Long  Island  College  of  Medicine.  He 
was  a Diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology,  a Fellow  of  the  American  College  of  Ob- 
stetricians and  Gynecologists,  and  a member  of  the  Med- 
ical Society  of  the  County  of  Queens,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Kerin  Patrick  Lyons,  M.D.,  of  Buffalo,  died  on  August 
16,  1970,  at  the  age  of  sixty.  Dr.  Lyons  graduated  in  1935 
from  the  University  of  Buffalo  School  of  Medicine.  He 
was  an  associate  attending  general  practitioner  at  Sisters 
of  Charity  Hospital  of  Buffalo.  Dr.  Lyons  was  a member 
of  the  Erie  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

James  M.  Rosen,  M.D.,  of  Fort  Lauderdale,  Florida, 
formerly  of  Briarcliff  Manor,  died  on  August  9,  1970, 
at  the  age  of  seventy-four.  Dr.  Rosen  graduated  in  1921 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a former  assistant  to  the  New  York 
City  Commissioner  of  Hospitals  and  former  president 
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of  the  Metropolitan  and  New  York  State  Nursing  Home 
Association. 

Bernard  L.  Small,  M.D.,  of  Brooklyn  and  \V(K)dmere, 
died  on  February  16  at  the  age  of  sixty-five.  Dr.  Small 
graduated  in  1930  from  Long  Island  College  Hospital. 
He  was  an  associate  attending  ophthalmologist  at  Jew- 
ish Hospital  of  Brooklyn.  Dr.  Small  was  a Diplomate 
of  the  American  Board  of  Ophthalmology  and  a member 
of  the  Medical  Society  of  the  County  of  Kings,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Homer  L.  Stephens,  M.D.,  of  Walden,  died  on  January 
20  at  the  age  of  seventy-six.  Dr.  Stephens  graduated 
in  1920  from  Albany  Medical  College.  He  was  an  honor- 
ary obstetrician  and  gynecologist  at  St.  Luke’s  Hospi- 
tal Outpatient  Department  (Newburgh).  Dr.  Stephens 
was  a member  of  the  American  Academy  of  General 
Practice,  the  Orange  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Michael  Sheldon  Stockheim,  M.D.,  of  New  York  City 
and  Poughkeepsie,  died  on  December  30,  1970,  at  the  age 
of  thirty-seven.  Dr.  Stockheim  graduated  in  1959  from 
New  York  Medical  College.  He  was  an  assistant  attend- 
ing psychiatrist  at  The  New  York  Hospital  Outpatient 
Department.  Dr.  Stockheim  was  a member  of  the 


American  Psychiatric  Association,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Harry  Benjamin  Van  Dyke,  M.D.,  of  Kuala  Lumpur 
formerly  of  New  York  City,  died  on  February  14  at  the 
age  of  seventy-six.  Dr.  Van  Dyke  graduated  in  1923 
from  Rush  Medical  College.  He  was  professor  emeritus 
of  pharmacology  at  Columbia  University  College  of 
Physicians  and  Surgeons,  retiring  from  that  post  in  1963, 
a former  visiting  professor  at  the  University  of  Taiwan, 
and  from  1965  to  1967  established  a Department  of 
l^harmacology  at  the  University  of  Malaysia  in  Kuala 
Lumpur.  In  1970  he  won  the  Sir  Henry  Dale  Medal  for 
his  contributions  to  endocrinology  on  the  hypothesis  of 
the  pituitary  gland.  Dr.  Van  Dyke  was  a member  of  the 
American  Physiological  Society  and  the  New  York  Acad- 
emy of  Medicine. 

Egon  Waltuch,  M.D.,  of  New  York  City,  died  on  Febru- 
ary 7 at  the  age  of  seventy-seven.  Dr.  Waltuch  received 
his  medical  degree  from  the  University  of  Vienna  in 
1924.  He  was  an  adjunct  physician  in  pulmonary  dis- 
eases at  Montefiore  Hospital  and  Medical  Center  and  an 
assistant  attending  physician  at  Flower  and  Fifth  Ave- 
nue and  Metropolitan  Hospitals.  Dr.  Waltuch  was  a 
Fellow  of  the  American  College  of  Chest  Physicians  and 
a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Anyone  knowing  the  whereabouts  of  survivors,  or  any  information  regarding  CYRIL  J.  C. 
KENNEDY,  M.D.,  deceased  November  6,  1968,  please  contact  Mrs.  Barbara  Kennedy  Hamm,  care 
of  434  Western  Avenue,  Toledo,  Ohio  43609. 
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Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows; 

INDICATION:  Relief  of  insomnia  of  varied 
etiology. 

CONTRAINDICATIONS:  Patients  with  known 
hypersensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined 
effects  with  alcohol  and  other  CNS  depres- 
sants. Caution  against  hazardous  occupations 
requiring  complete  mental  alertness,  such 
as  operating  machine^  or  driving  a motor 
vehicle  shortly  after  ingesting  the  drug. 
Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 


withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should 
be  under  adequate  medical  supervision. 

Usage  in  Pregnancy.-  Weigh  potential  benefits 
in  pregnancy,  during  lactation,  or  in  women 
of  childbearing  age  against  possible  hazards 
to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain- 
related,  an  analgesic  should  also  be  pre- 
scribed. Perform  periodic  blood  counts  if 
used  repeatedly  or  over  prolonged  periods. 
Total  daily  intake  should  not  exceed  400  mg, 
as  greater  amounts  do  not  significantly  in- 


crease hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dos- 
ages, there  have  been  rare  occurrences  of 
morning  drowsiness,  dizziness,  mild  to  moder- 
ate gastric  upset  (including  diarrhea,  esoph- 
agitis, nausea  and  vomiting),  headache, 
paradoxical  excitation  and  skin  rash.  There 
have  been  a very  few  isolated  reports  of 
neutropenia  and  thrombocytopenia;  however, 
the  evidence  does  not  establish  that  these 
reactions  are  related  to  the  drug. 
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PHYSICIANS  WANTED— CONT  D 


Pediatrician  or  GP  Wanted 


FOR  INNOVATIVE,  University  affiliated 
residential  and  diagnostic  service  for  de- 
velopmental disorders.  Opportunities  for 
creative  delivery  of  service,  teaching  and 
research- — salary  competitive. 

Send  curriculum  vitae  to  Monroe  Develop- 
mental Center,  797  Elmwood  Avenue, 
Rochester,  New  York  14620  or  call  (716) 
461-1310.  Attention;  William  G.  Kenney, 
M.D. 


PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL  GROUP,  SUBURB 

New  York  City.  Initial  contract  leading  to  partnership.  Starting  salary  to 
$25,000  with  the  possibility  of  additional  income.  Include  complete  curric- 
ulum vitae  in  reply.  Box  630,  c/o  NYSJM. 


WANTED:  G.P.-M.D.  UNDER  35  TO  JOIN  YOUNG  ABFM-CERTIFIED 
general  practitioner  in  interesting  and  active,  complete  general  practice 
including  uncomplicated  obstetrics.  Salary  first  year  $25,000  then  percent- 
age to  full  partnership  and  possible  incorporation  under  new  state  la^- 
Suburban  community  of  New  York  City.  Please  call  or  write:  Ralph  E. 

Schlossman,  M.D.,  130-56  Lefferts  Blvd.,  So.  Ozone  Park,  N.  Y.  11420,  or 
call  (212)  VI  3-2233. 


LEWISTON.  N Y.  NIAGARA  COUNTY.  ANESTHESIOLOGIST  NEEDED. 
Board  qualified,  to  work  in  group.  Surgical  anesthesia;  215  bed  hospital. 
All  new  plant.  Salary  leading  to  partnership.  Contact:  Charles  T.  Mann, 
M.D.,  St.  Mary’s  Hospital,  Lewiston,  N.  Y.  (716)  297-4800. 


WANTED:  BOARD  TRAINED  ANESTHESIOLOGIST  TO  JOIN  GROUP; 
3 partners,  salary  1st  year  then  partnership.  All  specialties  represented  on 
hospital  stafL  Near  Metropolitan  N.Y.  Anesthesia  Services,  20  Orchard  St., 
Middletown,  N.Y.  10940 


EMERGENCY  ROOM  PHYSICIAN.  EXCELLENT  N.Y.  OPPORTUNITY 
in  400  bed  complete  care  institution  which  is  expanding  its  emergency  room 
facilities.  Salary  comensurate  with  training  and  experience;  excellent  fringe 
benefits.  Write  Personnel  Director,  Mercy  Hospital,  218  Stone  St.,  Water- 
town.  N.Y.  13601. 


ANESTHESIOLOGIST,  BUFFALO  AREA.  FEE  FOR  SERVICE;  NO  O.B. 
New  York  license  required.  Box  998,  c/o  NYSJM. 


EMERGENCY  ROOM  Ml).  WANTED.  CENTRAL  EAST  COAST 
Florida.  Florida  license  required.  Minimum  $31,000  for  48  hour  weekly. 
Part  time  or  full  time  available.  Write  Physician’s  Emergency  Service,  1350 
South  Hickory  St.,  Melbourne,  Florida  32901. 


BEAUTIFUL  NORTHERN  NEW  JERSEY  MEDICAL  CENTER  NEEDS  A 
pediatrician.  Call  (201)  838-0188. 


fJENERAL  PRACririONER  OR  PEDIATRICIAN.  SUMMER  MONTHS, 
June  30  to  Sept.  10;  3 or  4 week  sections;  5 or  6 days  per  wk.  until  4 p.m.  Room 
and  meals;  $70  per  diem.  New  York  license  required.  General  consultation 
and  first  aid  for  under- privileged  children  and  mothers  aboard  the  Floating 
Hospital.  Leaves  E.  23rd  St.,  N.Y.C.,  8:30  daily.  St.  John’s  Guild,  1 East 
4'2nd  St„  N.Y.C.  1(X)17. 
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PHYSICIANS  WANTED:  G.P.’S,  INTERNISTS,  PEDIATRICIAN,  IN  AN 
attractive  northern  Virginia  recreational  community.  Golf,  fishing,  hunting, 
swimming.  Offices  available  in  medical  center  building.  124-bed  hospital, 
serving  about  20,000  population  area.  Overloaded  12-man  staff  includes 
three  surgeons,  Ob/Gyn,  anesthesiologist  and  radiologists.  Excellent  oppor- 
tunity for  3 or  4 good  men  in  single  or  group  practice.  Financial  help  avail- 
able. Rev.  William  C.  Barlett,  13  W.  2nd  St.,  Front  Royal,  Va.  22630. 
Box  104,  c/oNYJM. 


MANHATTAN:  INTERNIST  WANTED  TO  JOIN  NEWLY  DEVELOPING 
group  in  midtown  building  housing  a diagnostic  clinic  with  15,000  patients 
yearly.  Contact  R.  Grossman,  M.D.,  (212)  683-1000,  ext.  31. 


PSYCHIATRIST  & CHILD  PSYCHIATRIST  FOR  INNOVATIVE  CLINIC, 
utilizing  the  multi-disciplinary  team  approach,  and  para-professional  staff.  ) 
City  hospital  with  medical  school  affiliation  and  faculty  appointments  asso- 
ciated with  these  positions.  Knowledge  of  Spanish  an  asset.  Community 
services  staff  does  out-patient  treatment  of  children,  adults,  families,  does 
group  therapy,  chemotherapy,  school  consultation  and  other  community  con- 
sultation. A real  opportunity  for  those  who  want  to  be  in  the  forefront. 
Salary  competitive.  Send  resume  or  telephone  Joseph  P.  King,  M.D.,  Direc- 
tor, Community  Clinical  Services,  Lincoln  Hospital,  333  Southern  Blvd., 
Bronx,  New  York  10454.  (212)  960-5459. 


G.P.  TO  ASSOCIATE  WITH  BUSY,  ESTABLISHED  G.P.  IN  NASSAU 
County,  L.I.  Hospital  nearby.  Excellent  income  and  working  conditions. 
First  year  salary,  then  partnership.  Corporate  benefits.  R.  Joseph,  M.D., 
100  S.  Ocean  Ave.,  Freeport,  N.Y.  11520.  Call  (516)  378-4949, 


PSYCHIATRISTS:  PHYSICIANS  INTERESTED  IN  PSYCHIATRY  AND 

general  practitioners — 1600  bed,  predominantly  psychiatric  hospital  affiliated 
with  University  of  Rochester  Medical  School;  starting  salary  approximately 
$24,000  with  liberal  fringe  benefits;  workweek  generally  40  hours;  located  in 
beautiful  resort  area;  equal  opportunity  employer.  Contact  Chief  of  Staff, 
Veterans  Administration  Hospital,  Canandaigua,  N.Y.  14424;  (315)  394-2000. 


PEDIATRICIANS  WANTED:  PEDIATRICIANS  INTERESTED  IN  PRAC- 
ticing  in  Greenwich  Village  area;  office  space  available  in  St.  Vincent’s  Hos- 
pital Medical  Center  Complex.  Staff  appointment  with  participation  in 
active  teaching  program  of  Department  of  Pediatrics.  If  interested,  phone 
for  further  information  and  appointment  620-1776. 


UKT1UI300.  I 

•WATTIME.MiaiOrJS  ' 
OFPEoaEuvgpocrr 
THEIR  UVE$  NEVER 

eeiNgabletoeee 

ArtPUHTAIN5,CUXIP5 
OR  STARE,  benjamin  FI^KLIN 
iNVENTEP'ftfOCAU  UENSES IN 1764! 


For  free  Information  on  how  you  can  pramnt 
blindness  and  save  sight  writa  to  the 
NATIONAL  SOCIETY  FOR  THE 
PREVENTION  OF  BLINDNESS,  INC. 

78  MADISON  AVDIUI 
NEWY0RK.aY.  10018 


POSITIONS  WANTED 


ANESTHESIOLOCIST,  AGE  40.  BOARD  CERTIFIP^D.  LICENSED  in  N.Y., 
N.J.  and  Pa  seeks  practice  opportunity,  preferably  near  N.Y.C.  Has  porta- 
ble anesthesia  equipraent  for  possible  administration  of  general  or  regional 
anesthesia  to  outpatients.  Box  992,  c/o  NYS.JM. 

M.D.,  M.P.H.— AVAILABLE  JULY  1.  1971,  FOR  FULLTIME  POSITION  IN 
Northeast  concerned  with  comprehensive  health  planning  and/or  administra- 
tion. Particularly  interested  in  staff  function  for  legislative,  investigative, 
and/or  planning  committees.  Interested  in  planning  development  and  coor- 
dination of  medical  care  delivery  systems  for  public,  private,  educational,  and 
philanthropic  organizations.  Box  997,  c/o  NYS.JM. 


TRAINED  MEDICAL  ASSISTANTS 


to  save  your  valuable  time,  assume  responsibility  for  ap- 

t ointments,  patient^  records,  assists  you  with  lab.  X-Ray, 
• K.G.,  B.M.R.  etc.  The  Mandi  School  for  Medical  & Dental 
Assistants  has  been  training  in  these  fields  for  47  years. 
Our  graduates  have  sound  professional  skills.  Free  Place- 
ment Service. 


Mandi  School 

175  Fulton  Av«.,  Hcmpilcad,  L I.  (516)1V  1-2774 
EST  1924 — Lictnitd  bv  Iht  State  of  New  yoric 


REAL  ESTATE  FOR  SALE  OR  RENT 


MISCELLANEOUS 


1 BILLS  COLLECTED-  ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp.,  251  W.  42nd  St..  New  York,  N.  Y.  10036. 
I LO  5-2943. 


"Which  age  do  you  want — my  physical  age  or  my  men- 
tal age?" 


BROOKLYN  HEIGHTS-NEW  5,000  SQ.  FT.  MEDICAL-DENTAL  FACILI- 
ty  being  built  at  175  Hicks  Street.  Ideal  for  clinic/community  use  or  private 
offices.  (212)989-6933. 


OFFICE  WITH  X-RAYS  TO  RENT,  ON  MAIN  THOROFARE  IN  ROCK- 
ville  Centre,  L.L,  N.Y.,  on  part  or  full  time  basis.  On  bus  line,  near  railroad 
station  and  town.  Reasonable  rent.  Box  996,  c/o  NYSJM. 


GROUND  FLOOR  SUITE.  F’OR  RENT,  SUITABLE  FOR  PHYSICIAN  OR 
dentist,  in  private  home  on  busy  thoroughfare,  corner  residential  area.  Space 
exceeds  1,000  square  feet;  adequate  plumbing  fixtures  and  wiring;  fully  air 
conditioned  and  heated.  May  be  re-partitioned.  Option  to  buy  house.  E. 
Aniess,  576  Merrick  Ave.,  East  Meadow,  N.Y.  (516)  IV  1-2715. 


SUPERBLY  FURNISHED  8-ROOM  PROFESSIONAL  OFFICE  IN  PRIME 
Park  Avenue  location,  available  for  part  or  full  time  rental.  Suitable  for 
neurologist,  surgical  or  medical  specialist.  Box  102,  c/o  NYSJM. 


EAST  HA.MPTON:  FOUR  BEDROOM,  YEAR  ROUND  HOUSE  IN 

Springs-Fireplace  area.  Short  walk  from  Gardiner’s  Bay  beach.  Terrace,  out- 
door living  room,  all-electric  kitchen,  washer  and  dryer.  Available  June,  July, 
.August  through  Labor  Day.  Edward  Pinney,  M.D.  (212)  879-8870. 


TUXEDO  PARK:  EXECUTIVE  TRANSFER;  BRICK/CEDAR  CONTEMPO- 
rary  ranch;  glass-walled  dining  room,  den,  living  room  with  fireplace;  three 
bedrooms;  2!/i  baths,  full  basement,  heated  2-car  garage;  attached  heated 
greenhouse,  patio,  attic,  sewers,  extras;  beautiful  wooded  acre,  outdoor  living 
with  privacy,  exclusive  area;  priced  60’s;  call  owner  (914)  351-2527. 


FOR  SALE;  SPLIT  LEVEL,  4 BEDROOMS,  3 BATHS,  INCLUDING  PSY- 
chiatrist’s  office,  on  beautiful  Lake  Success,  Great  Neck.  Circular  drive,  one 
acre,  excellent  condition.  $125,000.  Call  (516)  HU  2-7648. 


WESTBURY:  PRIME  LOCATION  IN  FINEST  AREA,  MAGNIFICENT  4 
bedroom  home  lacking  nothing.  Handsomely  landscaped  with  unusual  cathe- 
dral ceiling  den  with  fireplace,  4 baths,  panelled  playroom,  maid’s  quarters, 
2-car  garage,  opposite  beautiful  deep  lawned  school,  and  across  from  dentist 
and  orthodontist.  Easily  converted  into  home-office.  Must  be  seen.  (212) 
344-2900,  or  (516)  333-8923. 


PROFESSIONAL  OFFICE  FOR  RENT,  FURNISHED  OR  UNFURNISHED, 
most  modem  furniture  and  equipment.  Excellent  for  gynecologist,  surgeoii 
or  psychiatrist.  Call  (516)  775-1800. 


AVAILABLE  FOR  RENT  IMMEDIATELY  TO  D O.  OR  M.D.  OFFICE  IN 
professional  building.  Fully  equipped  including  X-ray.  Share  expenses;  full 
or  part  time.  Contact  Irwin  Rhine,  D.O.,  1033  River  Rd.,  New  Milford,  N.J. 
(201)  836-7722. 
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THtS  SPACE  CONTRIBUTED  BY  THE  PUBLISHER  AS  A PuBL'C  SERVICE 


With  the  Steady 
improvement  in  the 
therapy  of  cancer,  and 
consequent  increase  in 
the  number  of  5-year 
survivals,  our  programs 
reflect  increasing 
concern  with  the  future 
of  the  cancer  patient— 
with  the  quality  oi  his 
survival. 

High  priority  is 
being  given  to  the 
rehabilitation  of  cancer 
patients— those  having 
had  mastectomies, 
colostomies,  laryngec- 
tomies, amputations, 
and  other  drastic 
treatments  for  cancer. 


Our  “Reach  to 
Recovery’’  program  is 
a dramatic  example. 
This  program  helps  the 
physician  meet  many 
special  needs  of  the 
postmastectomy 
patient  on  the  road  to 
total  recovery.  Patients 
receive  psychological 
reassurance  and 
practical  help  from 
women  who  have  had 
the  same  surgery. 


The  laryngectomee 
also  receives  the  benefit 
of  our  rehabilitation 
program.  Supported 


by  the  Society,  the 
International  Associa- 
tion of  Laryngectomees, 
through  its  local  lAL 
clubs,  provides  such 
services  as  individual 
and  group  speech 
therapy,  psychological 
counseling,  visits  to  new 
patients,  safety  training, 
public  education  and 
social  activities. 


Our  rehabilitation 
programs  not  only  give 
heart  and  help  to 
patients  but  provide  the 
physician  with  vital  aids 
necessary  to  improve 
the  quality  of  survival. 


American  Cancer  Society^  i 


704  New  York  State  Journal  of  Medicine  / March  15,  1971 


WHAT 


ON 


in  medicine 


NEW  YORK  STATE 


April  1-15,  1971 


CONTENTS 


SPECIALTY  INDEX 


New  York  City  Area 

New  York  City  Future  Events 

New  York  State 

Albany  Area 

Binghamton 

Buffalo 

Corning 

Nassau  County 

Saranac  Lake 

Sullivan  County 

Westchester  County 


Physicians’  Placement 


Telephone  Lecture  Network 


2 Anesthesiology 5 

^ Basic  Science 4 

Cancer 2,  3,  5,  6 

Cardiology 2,5,7 

Dermatology 3,  7 

5 ECFMG 5 

2 Ear,  Nose  and  Throat 

General  Practice 2,2,  5, 

^ Historical  Medicine 2 

^ Internal  Medicine 2,  4 

Medicine 2,  3,  4,  5,  6,  7 

^ Neurology 5 

7 Nuclear  Medicine 3 

Obstetrics/Gynecology 2 

Ophthalmology 2,  3,  4 

7 Pediatrics 2,  5,  6,7 

Psychiatry 3,  4,  7 

Public  Health 5 

3 Radiology , 2,4,7 

Surgery 3,  4 

Urology 4 


6 C-1  Credits 2,  3,  4,  5,  6,  7 


Compiled  by  the 

Division  of  Scientific  Activities 

Norman  S.  Moore,  M.D.,  Director 

Donald  C.  Walker,  M.D.,  Advisor 
Mrs.  Evelyn  G.  Clark,  Editor 
J.  Richard  Burns,  Business  Manager 

Please  send  information  to  the  Editor,  WHAT  GOES  ON 
750  Third  Avenue,  New  York,  N.  Y.  10017.  Telephone 
Yukon  6-5757. 

WGO-1 


1971 

DEADLINE  DATES  FOR 
WHAT  GOES  ON 


Meeting  dates 
April  1/15,  1971  . 
April  16/30,  1971 
May  1/15,  1971  . 
May  16/31, 1971 
June  1/15,  1971  . . 
June  16/30,  1971  . 
July  1/31,  1971  .. 
August  1/31,  1 971 


Deadline  date 
, February  1 0,  1 971 
, February  25,  1 971 
March  10,  1971 
March  25,  1971 
April  10,  1971 
April  25,  1971 
May  10,  1971 
June  10,  1971 
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NEW  YORK  CITY  AREA 


April  1,  1971  / April  3,  1971 

9:00  a.m.-4;00  p.m.,  Thursday  / Saturday 

Columbia  University  P & S 

St.  Luke’s  Hospital 

Amsterdam  Avenue  and  1 14th  Street 

CLINICAL  NUTRITION  AND  METABOLISM 

T.  B.  VAN  ITALLIE,  W.  H.  SEBRELL,  JR.,  S.  A.  HASHIM,  M.D.’s,  and 
Associates 

FEE:  $75 


THURSDAY,  APRIL  1 

4 : 00  p.m. 

N.Y.U.  School  of  Medicine 

550  First  Avenue 

SOCIALIZED  MEDICINE:  PAST,  PRESENT  AND 

FUTURE 

THEODORE  M.  BROWN,  Ph.D. 

Princeton  University 


4 : 00-5 : 00  p.m. 

Columbia  University  P & S 

Alumni  Auditorium 
630  West  168th  Street 

24fh  Gibson  Lecture 

HEPATITIS  AND  HEPATITIS  ANTIGEN  (S) 

DAVID  J.  GOCKE,  M.D. 

Presbyterian  Hospital 


FRIDAY,  APRIL  2 

8 ; 00-9 : 30  a.m. 

Maimonides  Medical  Center 
Departments  of  Pediatric  Services, 

Obstetrics  and  Gynecology;  and  Medicine 
Downstate  Medical  Center  and  the 
Kings  County  Chapter  of  AAGP 

4802  Tenth  Avenue 
Fuhs  Auditorium 
Brooklyn 

PEDIATRICS,  GYNECOLOGY  AND  MEDICINE 
FOR  THE  FAMILY  PHYSICIAN 

1.  Recognition  and  Management  of 
Thrombophlebitis  in  the  Office, 

Surgical  Aspects 

FELIX  SIEGMAN,  M.D. 

2.  Intravascular  Thrombosis,  Medical  Aspects 

STANLEY  LEE,  M.D. 

Speakers  are  from  State  University  of  New  York,  Downstate  Medical 
Center 

CREDIT:  C-1 


SUNDAY,  APRIL  4 

8:30  a.m.-2:00  p.m. 

The  Brookdale  Hospital  Center  in  affiliation  with 
N.Y.U.  Medical  and  Dental  Centers 

Linden  Boulevard  at  Brookdale  Plaza 
Theodore  Shapiro  Residence  Hall 
Brooklyn 

RADIOISOTOPE  SCANNING 

JOEL  M.  GROSS,  M.D. 

NO  FEE 


MONDAY,  APRIL  5 

8 : 00  p.m. 

The  New  York  Society  for  Clinical  Ophthalmology 

2 East  1 03rd  Street 

SYMPOSIUM  ON  STRABISMUS 

PHILIP  KNAPP,  M.D.,  Moderator 
Paryelisfs 

DAN  G.  ALBERT,  M.D.,  McLean,  Virginia 
EDMOND  L.  COOPER,  M.D.,  Royal  Oak,  Michigan 
JOHN  S.  HERMANN,  M.D.,  New  York,  N.Y. 

KEITH  W.  McNEER,  M.D.,  Richmond,  Virginia 


8 : 30  p.m. 

Rudolf  Virchow  Medical  Society 

2 East  63rd  Street 

1.  The  Controversy  in  the  Management  of 
Diabetes  Mellitus 

MARTIN  G.  GOLDNER,  M.D. 

2.  Perspectives  and  Prospectives  of 
Chemotherapy  in  Cancer 

MANUEL  OCHOA,  M.D. 

Memorial  Hospital  for  Cancer  and  Allied  Diseases 


April  6,  1971  and  April  13,  1971 

9:00  a.m.,  Tuesdays 

New  York  Infirmary 

Toscanini  Room 

Stuyvesant  Square  East  and  15th  Street 

April  6 

Hypersplenism 

SOLOMON  ESTREN,  M.D. 

Mount  Sinai  School  of  Medicine 

April  13 

Ketoacidosis 

NORTON  SPRITZ,  M.D. 

V.A.  Hospital,  Manhattan 


Aprils,  1971  and  April  13,  1971 

10:00  a.m.,  Tuesdays 

Maimonides  Medical  Center 

4802  Tenth  Avenue 

Main  Building,  4th  Floor  Lecture  Hall 

Brooklyn 

PEDIATRIC  POSTGRADUATE  CONFERENCES 
April  6 

Lead  Poisoning  in  Childhood 
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GERTRUDE  STERN,  M.D. 
Downstole  Medical  Center 

April  13 

Vascular  Rings  in  Babies 
WAITER  E.  BERDON,  M.D. 
Columbia  University  P & S 

CREDIT:  C-1 


TUESDAY,  APRIL  6 

4 00-6 : 00  p.m. 

Kingsbrook  Jewish  Medical  Center 
Rutland  Road  and  East  49th  Street 
Brooklyn 

ETHICAL  IMPLICATIONS  IN  THE  CARE  OF 
THE  TERMINAL  CANCER  PATIENT 
(Workshop  in  Oncology  for  the  Practicing 
Physician) 

CREDIT:  C-1 


4 : 30  p.m. 

The  Catholic  Medical  Center  of  Brooklyn  and  Queens 
St.  John’s  Hospital  Auditorium 

90-02  Queens  Boulevard 
Elmhurst 

PITFALLS  IN  SURGERY  OF  CONGENITAL  AND 
SENILE  CATARACTS 

Gerald  N.  Kara,  M.D. 

New  York  Eye  and  Ear  Infirmary 


Aprils,  1971  I fAay  27,  1971 

5:00—6:00  p.m.,  Tuesdays  and  Thursdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 
622  West  168th  Street 

NUCLEAR  MEDICINE 

P.  M.  JOHNSON,  j.  A.  REILLY,  M.D.’S  and  Staff 
FEE:  $75 


TUESDAY,  APRIL  6 

7 : 00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Dermatology  and  Syphilology 

2 East  103rd  Street 

1.  PRESENTATION  OF  CASES 

7:00-7:45  Members 

7:45-8:30  Nonmembers 

From  the  Departments  of  Dermatology  of: 

o.  Metropolitan  Hospital  Center 
EDWARD  MANDEL,  M.D. 

b.  Kings  County  Hospital 
LAWRENCE  FRANK,  M.D. 

c.  Bronx  V.A.  Hospital 
HARRY  SHATIN,  M.D. 

2.  EXECUTIVE  SESSION  8:00-8:30 

3.  GENERAL  DISCUSSION  OF  CASES  8:30-9:45 


WEDNESDAY,  APRIL  7 

9 : 00  o.m. 

The  Jamaica  Hospital 

89th  Avenue  and  Van  Wyck  Expressway 
Jamaica 

CARCINOID  DISEASE 

RICHARD  P.  WARNER,  M.D. 

Mount  Sinoi  School  of  Medicine 

April  7,  1971  / June  9,  1971 

12:00  noon-2  : 00  p.m.,  Wednesdays 

Columbia  University  P & S 

MANAGEMENT  OF  EMOTIONAL  PROBLEMS 
IN  OFFICE  PRACTICE 

A.  LEVAY,  R.  MacKINNON,  J.  KATIS,  M.D.'S,  and  members  of  AAGP 
FEE:  $150  CREDIT:  C-1 


WEDNESDAY,  APRIL  7 

4 : 00-5  : 00  p.m. 

Flushing  Hospital  and  Medical  Center 

44-14  Parsons  Boulevard 
Flushing 

Pediatric  Guest  Lecture 

DEHYDRATION  AND  THERAPY 

LAURENCE  FINBERG,  M.D. 

Montefiore  Hospital  and  Medical  Center 

CREDIT:  C-1 


April  7,  1971  and  April  14,  1971 
8:30—10:00  p.m.,  Wednesdays 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

THE  MANAGEMENT  OF  ACUTE 
PSYCHOLOGICAL  EMERGENCY  IN 
MEDICAL  PRACTICE 

JACK  L.  RUBINS,  M.D. 

CREDIT:  C-1 


THURSDAY,  APRIL  8 

8 : 30  p.m. 

The  Bronx-Lebanon  Hospital  Center 
(Concourse  Division) 

Grand  Concourse  and  Mount  Eden  Parkway 
Bronx 

CARDIOVASCULAR  SURGERY:  PRESENT  AND 

FUTURE 

DENTON  A.  COOLEY,  M.D. 

Texas  Heart  Institute,  Houston 


April  12,  1971  / April  17,  1971 

8:00  o.m.-5 : 00  p.m.,  Mondoy  / Friday 
8:00  a.m.— 12:00  noon,  Saturday 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 
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HEAD  AND  NECK  SURGERY 

JOHN  CONLEY,  M.D.,  And  Associates 
FEE:  $300 


April  12,  1971  I April  16,1971 

12:00  noon-4:  00  p.m.,  Monday  / Friday 

The  Page  and  William  Black  Post-Graduate  School  of 
Medicine 

The  Mount  Sinai  Hospital 
1 00th  Street  and  5th  Avenue 

OPHTHALMIC  PLASTIC  SURGERY 

VIRGINIA  LUBKIN,  M.D. 

MORRIS  FELDSTEIN,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $150 


MONDAY,  APRIL  12 

3 : 30  p.m. 

Mount  Sinai  Hospital  Services 
City  Hospital  Center  at  Elmhurst 

79-01  Broadway 
Elmhurst 

CHRONIC  ACTIVE  HEPATITIS 

FRANKLIN  M.  KLION,  M.D. 

Mount  Sinai  School  of  Medicine 

CREDIT:  C-1 


April  13,  1971  / April  15,  1971 

9:00  a.m.-4:00  p.m.,  Tuesday,  Wednesday,  Thursday 

The  Page  and  William  Black  Post-Graduate  School  of 
Medicine 

The  Mount  Sinai  Hospital 
1 00th  Street  and  5th  Avenue 

ELECTROMYOGRAPHY 

JOSEPH  ROGOFF,  M.D. 

BEATRICE  KAPLAN,  M.D. 

AUDREY  RANDOLPH,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $150 


TUESDAY,  APRIL  13 

2 : 30  p.m. 

The  Catholic  Medical  Center  of  Brooklyn  and  Queens 
Holy  Family  Hospital  Auditorium 

1 55  Dean  Street 
Brooklyn 

CATARACT  AND  GLAUCOMA  SURGERY 

J.  BARRAQUER,  M.D. 

Instituto  Barroquer,  Barcelona,  Spain 


April  13,  1971  / April  22,  1971 

5:00-7:00  p.m.,  Tuesday,  Wednesday,  Thursday 

The  Page  and  William  Black  Post-Graduate  School  of 
Medicine 

The  Mount  Sinai  Hospital 
1 00th  Street  and  5th  Avenue 


RADIUM  THERAPY 

SIDNEY  M.  SILVERSTONE,  M.D. 
Mount  Sinai  School  of  Medicine 

FEE:  $50 


WEDNESDAY,  APRIL  14 

8 : 00  p.m. 

New  York  Surgical  Society 

2 East  1 03rd  Street 

Case  Report; 

A TWENTY  FIVE  POUND  RETROPERITONEAL 
MALIGNANT  MESENCHYMOMA.  A 
DIAGNOSTIC  PROBLEM  AND  SURGICAL 
CHALLENGE 

CHARLES  LANKAU,  WILLIAM  V.  McDERMOTT,  JR.,  CHARLES  MENG, 
IRVING  M.  RATNER,  AND  DAVID  STATE,  M.D.'s 

Papers: 

1.  Primary  Closure  of  Civilian  Traumatic  Wounds 
of  the  Colon 

AVTAR  S.  JOSEN,  JOSE  M.  FERRER,  KENNETH  A.  FORDE,  and 
BASHIR  A.  ZIKRIA,  M.D.’s 

2.  Ureteropelvic  Anastomosis — The  Conduit  of 
Choice  in  Human  Renal  Transplants 

L.  BURROWS,  M.  HAIMOV,  L.  RATTAZZI,  C.  OH,  E.  LEITER,  M.D.’s 

3.  The  Fate  of  Plastic  Protheses  in  Systemic- 
Pulmonary  Artery  Shunts  for  Cyanotic 
Congenital  Heart  Disease 

FRANK  REDO,  MARY  ALLEN  ENGLE,  M.D.’s 


8 : 30  p.m. 

Society  of  Medical  Psychoanalysts 

2 East  1 03rd  Street 

DEPRESSION  FOLLOWING  SCHIZOPHRENIC 
EPISODES— CLINICAL  AND  THERAPEUTIC 
CONSIDERATIONS 

JEAN  BAKER  MILLER,  M.D. 

Discussants: 

WALTER  BONIME,  M.D. 

ESTHER  GREENBAUM,  M.D. 


April  15,  1971  and  April  16,  1971 

Thursday  and  Friday 

Columbia  University  P & S 

RADIOLOGY  OF  THE  URINARY  TRACT 

J.  A.  BECKER,  M.D.  and  Associates 
FEE:  $75 


THURSDAY,  APRIL  15 

8 : 00  p.m. 

The  Harvey  Society  in  affiliation  with  The  New  York 
Academy  of  Medicine 

Caspary  Hall 

York  Avenue  and  66th  Street 

FUNCTIONAL  EVOLUTION  OF  CYTOCHROME  C 
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EMANUEL  MARGOLIASH,  M.D. 

Department  of  Molecular  Biology,  Abbott  Loborotories,  Chicogo 


8 : 45  p.m. 

American  Cancer  Society’s  Brooklyn  Unit 
Downstate  Medical  Center 
450  Clarkson  Avenue 
Brooklyn 

EARLY  LYMPHOMAS 

STANLEY  LEE  ond  NICHOLAS  LEONE,  M.D.'s 

For  information,  call  the  American  Cancer  Society,  Brooklyn  Unit, 
1 DeKalb  Avenue,  Brooklyn,  Ulster  8-8200. 

CREDIT:  C-1 


♦APRIL  1971 

Columbia  University  School  of  Public  Health  and 
Administrative  Medicine 

21  Audubon  Avenue — Suite  305 

NEW  TRENDS  IN  COMMUNITY  HEALTH  CARE 

FEE:  $75 


CONSULTATION  SKILLS 

FEE:  $75 

*Write  or  call  for  exact  dates  of  these  two  courses.  Tel.  (21  2)  568 
4334 


NEW  YORK  CITY  FUTURE  EVENTS 


May  23,  197/  / May  25,  1971 

Maimonides  Medical  Center  and  Coney  Island 
Hospital  in  cooperation  with  Downstate  Medical 
Center  and  Kings  County  Chapter  of  AAGP 

4802  Tenth  Avenue 
Brooklyn 

TENTH  ANNUAL  PEDIATRIC  POSTGRADUATE 
SYMPOSIUM 

FEE;  $75  (Luncheon  included) 

$1  5 per  half  day  session 
$40  Residents 

Write  for  complete  progrom:  MRS.  SHIRLEY  LASKY,  Registrar, 

Department  of  Pediatric  Services,  at  the  above  oddress. 


June  ?,  1971  / September  3,  1971 

9:00  o.m.-4;00  p.m. 

French  and  Polyclinic  Medical  School  and  Health 
Center 

345  West  50th  Street 

CLINICAL  MEDICAL  CURRICULUM  FOR  ECFMG 
AND  STATE  BOARD  EXAMINATIONS 

Write  to  the  Deon  at  the  above  address. 


ALBANY  FUTURE  EVENT 

April  20,  1971  / May  20,  1971 

The  Department  of  Postgraduate  Medicine 
Albany  Medical  College  of  Union  University 

MEDICAL  SEMINAR  CRUISE  TO  THE 

MEDITERRANEAN 

(Aboard  the  "Raffaello") 

Ports  of  call  include  Casablanca,  Naples,  Genoa,  Cannes,  Barcelona 
and  Lisbon 

Write:  WILLIAM  P.  NELSON,  III,  M.D. 

Department  of  Postgraduate  Medicine 
Albany  Medical  College 
Albany,  New  York  1 2208 


BINGHAMTON  AREA 


MONDAY,  APRIL  5 

4 ; 00-5  ; 00  p.m. 

South  Sub-Regional  Continuing  Education  Committee 
in  Nursing;  American  Cancer  Society,  Broome 
County  Unit 

Our  Lady  of  Lourdes  Memorial  Hospital 
Binghamton 

CANCER  OF  THE  COLON  AND  G.l.  TRACT 

For  further  informotion  tel.  Mory  Normile,  Lady  of  Lourdes  (607) 
729-6521. 

CREDIT;  C-1 


BUFFALO  AREA 


April  1,  1971  and  April  2,  1971 

State  University  of  New  York  at  Buffalo  School  of 
Medicine 

Stotler  Hilton  Hotel 

A Symposium  in  Continuing  Medical  Education  by  the  Department  of 
Anesthesiology 

ACUTE  MEDICINE 

CREDIT:  C-1 


* April  1,  1971  I April  15,  1971 

7 ; 30-9 ; 30  p.m.,  Thursdays 

State  University  of  New  York  at  Buffalo 

Sisters  of  Charity  Hospital 
Palmer  Hall 

CARDIAC  CLINICS  AND  PHYSICAL 
EXAMINATION  OF  THE  CARDIAC  PATIENT 

April  1 

Auscultation — The  Second  Heart  Sound 
The  Wide  Split 
The  Narrow  Split 
The  Fixed  Split 

The  S2  in  Pulmonary  Hypertension 
Loudness  of  Components  of  S2 
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Case  Presentations 
April  8 

Auscultation — The  Opening  Snap 
Atrial,  Ventricular,  and  Aortic 
Pressure  Curve  Relations 
Cause  of  Opening  Snap 
Timing  of  Opening  Snap 

Method  Without  Phonocardiogram 
Significance 
Ca  se  Presentations 

April  15 

Auscultation — The  Opening  Snap 

How  to  Differentiate  the  A2-OS  From 
A2  P2 
A2  S3 

The  Tricuspid  Opening  Snap 
Case  Presentations 

*WHAT  GOES  ON  will  publish  notices  of  the  individual  Thursday 
lectures  in  appropriate  issues. 

FEE:  $10  CREDIT:  C-1 

Write:  Continuing  Medical  Education,  Main  Street  Division — School 
of  Medicine,  State  University  of  New  York  at  Buffalo,  221  1 Main 
Street,  Buffalo,  N.Y.  14214.  Tel.  (71  6)  831 -5526. 


April  5,  1971  / April  7,  1971 

State  University  of  New  York  at  Buffalo  School  of 
Medicine 

Statler  Hilton  Hotel 

A Symposium  in  Continuing  Medical  Education  by  the  Department  of 
Pediatrics 

PEDIATRIC  NEPHROLOGY 

NOTE:  Please  write  for  complete  programs  for  both  of  the  above 

Symposiums:  CHARLES  HALL,  Continuing  Medical  Education,  SUN- 

YAB,  221  1 Main  Street,  Buffalo,  N.Y.  14214.  Tel.  (71  6)  83 1 -5526. 


State  University  of  New  York  at  Buffalo 

2211  Main  Street 
Buffalo,  N.Y.  14214 
Tel.  (716)  831-5526 

SCHEDULE  FOR  SPRING  1971 

April  1 and  2 
Acute  Medicine 

J.  LAURIA,  M.D. 

Hotel  Statler  Hilton 

April  5,  6 and  7 

Pediatric  Nephrology 

M.  RUBIN,  M.D. 

Hotel  Statler  Hilton 

April  30  and  May  1 

Thirty-Fourth  Annual  UB  Alumni  Spring  Clinical 
Days;  Basic  Science  as  it  Applies  to  Clinical 
Medicine 

May  10,  1 1 and  1 2 

Clinically  Oriented  Documentation  of  Laboratory 
Data 

E.  GABRIELI,  M.D. 

Hotel  Statler  Hilton 


May  1 1 

Founders’  Day  Dinner 

1 25th  Anniversary  Year  of  the  School  of  Medicine 
May  13  and  14 

Planning  and  Organizing  A Halfway  House 

J.  ZUSMAN,  M.D. 

Hotel  Statler  Hilton 

Moy  19,  20,  21  and  22 

Immunologic  Concepts  of  Hypersensitivity  in  Man 
(With  American  College  of  Physicians) 

C.  ARBESMAN,  M.D. 

Hotel  Statler  Hilton 

June  3,  4 and  5 

Health  Data  Network  of  Western  New  York 

E.  GABRIELI,  M.D. 

Hotel  Statler  Hilton 

Write  to  Continuation  Education  at  above  address  for  full  programs. 


TELEPHONE  LECTURE  NETWORK 


The  State  University  of  New  York  at  Buffalo  School  of  Medicine  pre- 
sents various  programs  via  the  facilities  of  the  Telephone  Lecture  Net- 
work of  the  Regional  Medical  Program  for  Western  New  York.  The 
Network  covers  the  counties  of  Erie,  Niagara,  Genesee,  Wyoming, 
Chautauqua,  Cattaraugus,  and  Allegany  in  New  York  State  and  Erie 
County  and  McKean  County  in  the  Commonwealth  of  Pennsylvania. 
There  are  55  Hospital-outlets. 

Programs  are  presented  in  five  series: 

1.  A weekly  series  of  general  interest  considered  useful  to  all 
physicians  presented  at  1 1 ; 30  a.m.  on  Tuesdays. 

2.  The  monthly  Pediatrics  Conference  from  Children’s  Hospital 
sponsored  by  the  Department  of  Pediatrics  and  presented  on  the  second 
Friday  of  each  month  under  the  direction  of  Thomas  Aceto,  Jr.,  M.D. 

3.  The  monthly  series  on  trauma  sponsored  by  the  Division  of  Ortho- 
pedic Surgery,  Department  of  Surgery,  and  presented  on  the  fourth 
Thursday  of  each  month  under  the  direction  of  Eugene  R.  Mindell,  M.D. 

4.  A new  monthly  series  on  Cancer  sponsored  by  the  Roswell  Park 
Memorial  Institute  and  presented  on  the  third  Wednesday  of  each 
month  under  the  direction  of  Gerald  P.  Murphy,  M.D. 

5.  A new  series  sponsored  by  the  Department  of  Psychiatry  and  the 
Buffalo  States  Hospital  to  be  presented  under  the  direction  of  Dr. 
Yoosuf  A.  Haveliwala  on  the  fourth  Wednesday  at  11:00  a.m. 

For  further  information,  please  contact  Continuing  Medical  Education, 
2211  Main  Street,  Buffalo,  N.Y.  14214.  Tel.  (71  6)  83 1 -5526. 


CORNING  AREA 


TUESDAY,  APRIL  6 

12:00  noon 

Rochester  Regional  Medical  Program 
American  Cancer  Society,  Steuben  County  Unit 

Corning  Hospital 
Corning 

Clinical  Concer  Conference 

LYMPHOMA— LEUKEMIA 

For  further  information,  write  JACK  O'NEIL,  M.D.,  at  the  Corning 
Hospital. 

CREDIT:  C-1 
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9 : 00  a.m. 


THURSDAY,  APRIL  8 


NASSAU  COUNTY 


April  1,  1971  / April  15,  1971 

1 I ; 30  a.m.,  Thursdays 

Nassau  County  Medical  Center 
Radiology  Research  Auditorium 

Hempstead  Turnpike  and  Carman  Avenue 
East  Meadow,  long  Island 

Pediatric  Posfgroduofe  Program 

April  1 

Unusual  Cases  Seen  in  a Community  Hospital 

LEONARD  ROSENZWEIG,  M.D. 

South  Nassau  Community  Hospital 

April  8 

Pediatric  Mortality  Conference 
April  15 

Influence  of  Atypical  Mycobacterium 
on  Tuberculin  Testing 

EDWARD  M.  SEWELL,  M.D. 

University  of  Pennsylvania  Medical  School 

CREDIT:  C-1 


SARANAC  LAKE 


WEDNESDAY,  APRIL  14 
Saranac  Lake  Medical  Society 

Montague  Memorial  Library 
Will  Rogers  Hospital 

ADOLESCENT  PSYCHIATRY  AND  DRUG  ABUSE 

CHARLES  MIRABILE,  M.D. 

Sharon  Clinic,  Connecticut 

CREDIT:  C-1 


St.  Joseph’s  Hospital 

1 27  South  Broadway 
Yonkers 

INFECTIOUS  DISEASE 

MICHAEL  GRIECO,  M.D. 

St.  Luke's  Hospital,  New  York  City 

CREDIT:  C-1  and  AAGP 

NOTE:  The  St.  Joseph's  Hospital  is  pleased  to  announce  that  they 
are  o participating  hospital  in  the  weekly  Albany  Medical  College 
"Two  Way  Medical  Radio  Conferences."  These  live  conferences 
are  held  in  the  auditorium  each  Monday  from  1 2 : 00  noon  tol  : 00 
p.m.  They  ore  approved  for  academic  credit  by  AAGP. 


SULLIVAN  COUNTY 

March  10,1971  / April  28,  1971 
Medical  Society  of  the  County  of  Sullivan 

’Liberty  or  Monticello 

March  10 

Common  E.N.T.  Problems  in  Practice 

DANIEL  C.  BAKER,  M.D.,  Columbio-Presbyterion  Medical  Center 

March  17 

Common  Dermatological  Problems  in  Children 
and  Adults 

Samuel  WEINBERG,  M.D.,  Meadowbrook  Hospital,  L.l. 

March  24 

Rheumatic  Fever  and  other  Common  Cardiac 
Problems  in  Children 

WELTON  M.  GERSONY,  M.D.,  Columbia-Presbyterian  Medical 
Center 


March  31 

— Professional  Corporations 

WESTCHESTER  COUNTY  SHELDON  H.  GORLICK,  LLB.,  Sr.  Editor,  Medical  Economics  (Financial 

Division) 


TUESDAY,  APRIL  6 

8 : 30  p.m. 

Grasslands  Hospital 

Eostview  Hall — Conference  Room  C 
Valhalla 

Annual  Waring  Willis  Lecture 

DRUGS,  DOCTORS  AND  PATIENT 

FRANCES  O.  KELSEY,  M.D. 

Scientific  Investigations  Group 
Office  of  Scientific  Evaluation 
Bureau  of  Drugs 


April  7 

H.  Influenza  Research  Vaccine  to  Prevent  H. 
Influenza  Meningitis — and  other  Research  Activi- 
ties 

JOH  ROBBIN,  M.D.,  NIH  Bethesdo,  Md. 

April  28 

Pediatric  Toxicology — and  other  Interesting  Sub- 
jects 

ARNOLD  EINHORN,  M.D.,  Lincoln  Hospital,  NYC. 

’The  exact  location  and  time  of  the  meetings  are  not  available  at 
press  time.  Please  call  (914)  794-5000  (Monticello  Division)  and 
292-7000  (Liberty  Division) 


CREDIT:  C-1 


CREDIT:  C-1 
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HAMILTON,  N.Y.,  Madison  County,  needs  a G.P. 


PHYSICIANS’  PLACEMENT 


The  following  recent  changes  hove  been  sent  in  to  the  Editor  of  WHAT 
GOES  ON: 


ALBION,  N.Y.,  Orleans  County,  needs  three  General  Practitioners. 

CONTACT:  EDWARD  A.  BARRETT,  M.D.,  28  Meodowbrook  Drive, 

Albion,  N.Y.  14411.  Tel.  (71  6)  589-71  1 7 


BATAVIA,  N.Y.,  Genesee  County,  Specialist  in  Anesthesia. 

CONTACT:  SISTER  MARY  GIRARD,  Administrator,  St.  Jerome  Hospital, 

Botovlo,  N.Y.  1 4020 


BROCTON,  N.Y.,  Chautauqua  County,  needs  o G.P. 

CONTACT:  ALFRED  F.  SUNDAY,  24  Port  Street,  Brocton,  N.Y.  14716 

(Mayor) 


CARTHAGE,  N.Y.,  Jefferson  County,  needs  a General  Practitioner  and 
Specialists  in  Anesthesiology,  General  Surgery  and  Internol  Medi- 
cine. 

CONTACT:  MR.  THEODORE  KOENIG,  West  Street  Rood,  Carthage, 

N.Y.  13619 


CORNING,  N.Y.,  Steuben  County,  needs  a G.P.  and  Specialist  in 
Internal  Medicine. 

CONTACT:  Professional  Development  Committee,  Corning  Hospital 

Medical  Staff,  Corning  Hospital,  Corning,  N.Y.  14830.  Tel.  (607) 
XF  6-461  1 


ELMIRA,  N.Y.,  Chemung  County,  needs  Specialists  in  Anesthesiology, 
ENT  and  Pediatrics. 

CONTACT:  WILLIAM  K.  NOWILL,  M.D.,  President,  Medical  Staff, 

Arnot-Ogden  Memorial  Hospital,  Roe  Avenue,  Elmira,  N.Y.  14901. 
Tel.  (607)  734-5221 


FRANKFORT,  N.Y.,  Herkimer  County,  wants  two  Physicians. 

CONTACT:  MAYOR  JOSEPH  REINA,  Village  of  Frankfort,  N.Y.  1 3340. 

Tel.  (315)  894-881  1 


CONTACT:  MR.  ALFRED  HELBACH,  Administrator,  Community  Memo- 

rial Hospital,  Hamilton,  N.Y.  13346 


HENDERSON,  N.Y.,  Jefferson  County,  needs  a Family  Physician. 

CONTACT:  MISS  ELAINE  MILES,  Secty.,  Jefferson  Area  Health  As- 

sociation, Henderson  Harbor,  N.Y.  1 3651 


NEWARK,  N.Y.,  Wayne  County,  needs  OB/GYN  Specialists. 

CONTACT:  MRS.  SOPHIE  P.  ZIEGLER,  Adm.,  Newark-Wayne  Com- 

munity Hospital,  Inc.,  Driving  Park  Avenue,  Newark,  N.Y.  14513 


NEWFANE,  N.Y.,  Niagara  County,  wants  a G.P.  or  General  Specialist. 

CONTACT:  WALLACE  FOUCAULT,  M.D.,  2744  Main  Street,  Newfone, 

N.Y.  14108.  Tels.  (71  6)  Office  778-8600— Home  778-8 1 66 


STAR  LAKE,  N.Y.,  St.  Lawrence  County,  wont  a General  Practitioner 
copoble  of  doing  Surgery. 

CONTACT:  MR.  RICHARD  MURRAY,  President,  Board  of  Managers, 

Cranberry  Lake,  N.Y.  12927.  Tel.  (315)  848-2488— or  MRS. 
DORIS  HALL,  Administrator,  Clifton-Fine  Hospital,  Star  Lake,  13690. 
Tel.  848-3351 


SYRACUSE,  N.Y.,  Onondaga  County,  Pediatric  Associate. 

CONTACT:  MARTIN  C.  USHKOW,  M.D.  and  RAYMOND  J.  CASSEDY, 

M.D.,  600  E.  Genesee  Street,  Syracuse,  N.Y.  13202.  Tel.  (315) 
476-2157 


Announcement  of  Workmen’s  Compensation 
Positions  Which  Are  Available 

Positions  are  available  as  compensation  examining  physicians 
for  the  New  York  State  Workmen's  Compensation  Board.  Openings 
exist  in  Albany,  Binghamton,  Buffalo,  Hempstead,  New  York  City, 
Rochester  and  Syracuse.  Physicians  who  might  be  interested  in  this 
type  of  work  anytime  within  the  next  two  years  are  urged  to  apply. 

Applications  may  be  obtained  from  Mrs.  Ester  Lee,  Associate  Recruit- 
ment Representative,  Section  R 4,  Examining  Division,  New  York  State 
Department  of  Civil  Service,  1220  Washington  Avenue,  Albany,  N.Y. 
1 2226.  Examination  is  scheduled  tor  May  1 0,  1 97L. 
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Library  of  the  Colle-:-?  Phystcial 
of  rhi:ai2lphia  12/15 
19  S.  22nd  Ct. 
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CONVENTION  ISSUE 
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THE  500  mg.  CAPSULE 

CEVI-BID  releases  Vitamin  C through  its  unique  micro-dialysis 
process  at  a continuous,  smooth,  predictable  rate  for  a 24  hour  period 
on  b.i.d.  dosage -dependent  only  on  the  presence  of  fluid  in 
the  g.  i.  tract,  and  independent  of  pH  or  other  variables. 

CEVI-BID  avoids  the  “peak  and  valley”  blood  levels  usually 
obtained  from  t.i.d.  dosage  of  Vitamin  C tablets. 

Prescribe  CEVI-BID,  the  500  mg.  sustained-release  Vitamin  C 
capsule  whenever  Vitamin  C is  indicated. 


Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


DEVELOPERS  AND  SUPPLIERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


Fourth  Annual  Symposiutn  on 


Medical  Aspects  Of  Sports 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York, 
Committee  on  Medical  Aspects  of  Sports 

Saturday,  February  13,  1971 

9:00  a.m.  to  5:00  p.m. 


Royal  Ballroom 

Americana  Hotel 

New  York  City 


* ♦ * 

Medical  and  associated  health  professions,  coaches, 
trainers,  and  athletic  directors  are  invited. 

(no  registration  fee) 


Co-sponsors 


New  York  State  Public  High  School  Athletic  Association 
Health,  Physical  Education  and  Recreation  Association 
Eastern  States  Trainers  Association 
Touchdown  Club  of  New  York 


timed-release 


aspirin 


Double  strength  Measurin  timed-release  aspirin 
offers  a new  kind  of  control  for  your  patients  with  coid 
and  flu  discomforts,  in  each  10-grain  tablet  are  over 
6,000  microscopic  reservoirs  that  release  aspirin  at  a 
controlled  rate— some  right  away  and  some  later 
on.  This  means  fast  relief  of  symptoms, 
followed  by  hours  of  comfort.  Throughout 
the  day,  Measurin  gives  your  patients 
freedom  from  a 4-hour  aspirin  schedule. 

During  the  night,  its  8-hour  dosage 
schedule  holds  the  promise  of  sound  sleep 
without  awakening  to  take  extra  tablets. 
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For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N J.  07022 


REON 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


MEASURIN 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage;  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  In 
24  hours.  For  maximum  nighttime  pain  relief, 

2 tablets  at  bedtime. 


19  S.  22nd  St. 
Phi  la,  PA  19103 
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Mrs.  Raymond’s  pupils 
do  a double-take 

And  with  good  reason.  She’s  trim  and  smartly 
dressed  the  way  she  was  when  school  began. 

Valium  (diazepam)  has  helped  free  her  of  the 
excessive  psychic  tension  and  associated  depressive 
symptoms  accompanying  her  menopause. 

Now  she’s  poised  and  cheerful  again. 

Like  many  patients  on  Valium,  Mrs.  Raymond 
has  tolerated  it  well.  Such  commonly  reported 
side  effects  as  drowsiness,  fatigue  and  ataxia  have 
not  bothered  her.  Nevertheless,  her  physician  is 
observing  all  the  precautions  and  warnings 
summarized  on  the  opposite  page. 

Whenever  you  need  an  effective  adjunct  to 
hormonal  therapy  for  tense,  menopausal  patients, 
consider  Valium... to  help  encourage  a calmer 
response  to  the  stresses  of  everyday  living. 


Fifteen  years  ago,  the  American  Medical 
Association  classified  alcoholism  as  a disease. 
Today,  more  than  six  and  one  half  million 
Americans  are  afflicted  with  this  disease.  Yet 
many  well-meaning  doctors,  clergymen, 
friends  and  relatives  of  alcoholics  choose  to 
“hush  up”  the  “problem”. 

It’s  this  reluctance  to  speak  openly  of  alco- 
holism which  has  prevented  the  growth  of  a 
body  of  knowledge  to  keep  pace  with  the  inci- 
dence of  alcoholism.  Research  into  the  causes 
and  treatment  of  alcoholism  has  been  slow. 
Medical  school  graduates  who  feel  knowledge- 
able and  comfortable  in  treating  alcoholism 
are  far  too  few.  The  alcoholic  is  too  often  a 
victim  of  the  iatrogenic  complications  based 
on  a physician’s  ignorance  and  a hospital  ad- 
ministrator’s fear  of  the  condition.  Among 
patients  hospitalized  for  other  causes,  surveys 
show  that  20  to  50  percent  also  have  alcohol- 


ism for  which  no  treatment  is  being  given. 

Any  informed  treatment  provides  better 
recovery  rates  than  no  treatment,  even  with 
the  present  state  of  knowledge.  But  informed 
treatment  depends  on  calling  attention  to  the 
disease.  With  your  help  NCA  will  continue  to 
do  just  that.  The  sooner  the  disease  is  recog- 
nized, the  better  the  chances  of  recovery. 
Learn  how  you  can  help  bring  about  the  full 
treatment  that  the  epidemic  of  alcoholism  de- 
mands. Write  the  Medical  Director,  National 
Council  on  Alcoholism,  2 Park  Avenue,  New 
York,  N.Y.  10016. 


Xalhmal 


The  Collector 

At  65  he’s  collected,  among  other  things, 
an  ailing  wife,  a decreased  income, 
grown  children  he  seldom  sees, 
and  various  physical  symptoms- 
real  or  imagined. 


when  his  collection  leads  to 
anxiety  or  mixed  anxiety-depression 

Mellarir 

(thioridazine) 

25  mg.  t.i.d. 


Before  prescribing  or  administering,  see  Sandoz  literature  for  fuff  product  in- 
formation. The  following  is  a brief  precautionary  statement. 

Contraindications:  Severe  central  nervous  system  depression,  comatose 
states  from  any  cause,  hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings;  Administer  cautiously  to  patients  who  have  previously  exhibited 
a hypersensitivity  reaction  (e.g.,  blood  dyscrasias,  jaundice)  to  pheno- 
thiazines.  Phenothiazines  are  capable  of  potentiating  central  nervous 
system  depressants  (e.g.,  anesthetics,  opiates,  alcohol,  etc.)  as  well  as 
atropine  and  phosphorus  insecticides.  During  pregnancy,  administer  only 
when  necessary. 

Precautions:  There  have  been  infrequent  reports  of  leukopenia  and/or 
agranulocytosis  and  convulsive  seizures.  In  epileptic  patients,  anticon- 
vulsant medication  should  also  be  maintained.  Pigmentary  retinopathy 
may  be  avoided  by  remaining  within  the  recommended  limits  of  dosage. 
Administer  cautiously  to  patients  participating  in  activities  requiring  com- 
plete mental  alertness  (e.g.,  driving).  Orthostatic  hypotension  is  more 
common  in  females  than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of  300  mg.  should  be 
used  only  in  severe  neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— Oromlness,  especially  with 
large  doses,  early  in  treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal  confusion,  hyperactivity,  leth- 
argy, psychotic  reactions,  restlessness,  and  headache.  Autonomic  Nervous 
^^rirem-Dryness  of  mouth,  blurred  vision,  constipation,  nausea,  vomiting, 
diarrhea,  nasal  stuffiness,  and  pallor.  Endocrine  ^/^rem-Galactorrhea, 
breast  engorgement,  amenorrhea,  inhibition  of  ejaculation,  and  peripheral 
edema.  Skin  -Dermatitis  and  skin  eruptions  of  the  urticarial  type,  photo- 
sensitivity. Cardiovascular  System -IZG  changes  (see  Cardiovascular  Effects 
below).  Other-k  single  case  described  as  parotid  swelling. 

The  following  reactions  have  occurred  with  phenothiazines  and  should  be 


considered:  Autonomic  Reactions— Wm\%,  obstipation,  anorexia,  paralytic 
ileus.  Cutaneous  Reactions— exfoliative  dermatitis,  contact  der- 
matitis. Blood  Z?»'«/-as/a5-Agranulocytosis,  leukopenia,  eosinophilia,  throm- 
bocytopenia, anemia,  aplastic  anemia,  pancytopenia.  Allergic  Reactions - 
Fever,  laryngeal  edema,  angioneurotic  edema,  asthma.  Hepatotoxicity— 
Jaundice,  biliary  stasis.  Cardiovascular  Changes  in  terminal  por- 

tion of  electrocardiogram,  including  prolongation  of  Q-T  interval,  lowering 
and  inversion  of  T-wave,  and  appearance  of  a wave  tentatively  identified 
as  a bifid  T or  a U wave  have  been  observed  with  phenothiazines,  includ- 
ing Mellaril  (thioridazine);  these  appear  to  be  reversible  and  due  to  altered 
repolarization,  not  myocardial  damage.  While  there  is  no  evidence  of  a 
causal  relationship  between  these  changes  and  significant  disturbance  of 
cardiac  rhythm,  several  sudden  and  unexpected  deaths  apparently  due  to 
cardiac  arrest  have  occurred  in  patients  showing  characteristic  electro- 
cardiographic changes  while  taking  the  drug.  While  proposed,  periodic 
electrocardiograms  are  not  regarded  as  predictive.  Hypotension,  rarely 
resulting  in  cardiac  Extrapyramidal  Symptoms— agitation, 
motor  restlessness,  dystonic  reactions,  trismus,  torticollis,  opisthotonus, 
oculogyric  crises,  tremor,  muscular  rigidity,  and  akinesia,  occasionally 
persisting  for  several  months  or  years  especially  in  elderly  patients  with 
brain  iirmgG.  Endocrine  Disturbances-U6t\%U\i&\  irregularities,  altered  li- 
bido, gynecomastia,  weight  gain,  false  positive  pregnancy  tests.  Urinary 
Disturbances-?.e{enim,  incontinence.  Hyperpyrexia;  behavioral  ef- 
fects suggestive  of  a paradoxical  reaction,  including  excitement,  bizarre 
dreams,  aggravation  of  psychoses,  and  toxic  confusional  states;  following 
long-term  treatment,  a peculiar  skin-eye  syndrome  marked  by  progressive 
pigmentation  of  skin  or  conjunctiva  and/or  accompanied  by  . 
discoloration  of  exposed  sclera  and  cornea;  stellate  or  irreg-  /\ 
ular  opacities  of  anterior  lens  and  cornea.  71.123 
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When 
moving  air 
istoomnch 
work- 

Bronkotahs' 


Asthmatic  patients  often  work  too  hard  to 
move  too  little  air.  Maintenance  therapy  with 
Bronkotabs  can  improve  the  caliber  of 
small  airways  to  reduce  ventilatory  effort. 
Bronkotabs  dilates  the  bronchioles 
and  reduces  congestion,  thereby  helping 
to  combat  bronchospasm.  Bronkotabs 
thins  viscid  mucus  and  encourages 
the  expulsion  of  tenacious  plugs — 
increases  vital  capacity  and 
decreases  severity  of  symptoms. 

And,  sympathomimetic  side  effects 
with  Bronkotabs  are  minimal. 


To  lighten  the  workload  of  breathing 

Bronkotabs 

Each  tablet  contains  ephedrine  sullate  24  mg;  glyceryl  guaiacolate  100  mg; 
theophylline  100  mg;  phenobarbital  8 mg  (warning:  may  be  habit-forming); 
thenyldiamine  HCL  10  mg. 


REON 


BREON  LABORATORiES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 


Recominended  Dosage:  One  tablet  every  3 or  4 hours  not  to 
exceed  five  limes  daily.  Children  over  6:  one  half  adult  dose. 
Precautions:  Sympathomimetic  side  effects  are  minimal,  and; 
there  are  none  of  the  dangers  or  side  effects  associated  with! 
steroid  therapy.  However,  frequent  or  prolonged  use  may! 
cause  nervousness,  restlessness  or  sleeplessness.  Bronkotabs! 
should  be  used  with  caution  in  the  presence  of  hypertensionj; 
heart  disease  or  hyperthyroidism.  Drowsiness  may  occur.  Pa| 
lienis  should  be  cautioned  not  to  drive  or  operate  machinenj 
when  taking  Bronkotabs. 

Supplied:  Bottles  of  100  and  1,000  scored  tablets.  j 
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Ames 

Refiectance  Meter 

^ _ Precision  Reflectance  Photometer 

With 

Dextrostix 

Reagent  Strips 

i An  accurate  system 

; because  you  get  quantitative  determinations  - 
results  are  comparable  in  accuracy  to 
accepted  automated  and  manual  procedures. 


A fast  convenient  system 

i because  testing  is  fast . . . takes  less  than  2 min- 
I utes ...  it  can  be  done  practically  anywhere  — in 

I office,  hospital,  laboratory  or  mobile  unit. 

Ames  Reflectance  Meter  is  a three-pound, 

' battery-operated  precision  instrument  that  pro- 
vides quantitative  measurements  of  blood  glu- 
cose in  conjunction  with  DEXTROSTIX  Reagent 
Strips.  It  measures  the  reflected  light  from  the 
surface  of  the  reacted  DEXTROSTIX  reagent 
area  and  converts  the  measurement,  by  means 
of  electronic  circuitry,  to  a numerical  reading  on 
a finely  calibrated  meter  scale.  Test  results  are 
available  in  less  than  two  minutes. 

For  full  details,  please  fill  out  and  mail  the 
coupon  on  this  page. 


Ames  Company 

^ Division  Miles  Laboratories,  Inc., 
Elkhart,  Indiana  46514 


"Chennical  and  Biological  Infornnation 
Systems  Serving  Medicine  and  Industry” 


Gentlemen: 

□ Please  send  us  full  information  on  the  AMES’" 
Reflectance  Meter/Dextrostix®  System. 

□ Please  have  your  local  AMES  representative 
contact  us  to  arrange  a demonstration. 


Name 

Phone 

Address 

City 

State 

Zip  Code 

124170 

Under  your  supervision,  barbiturates  are  valuable  thera- 
peutic agents.  In  the  hands  of  the  reckless  and  the 
uninformed,  they  can  be  abused.  Lilly  enforces  a com- 
prehensive security  program  to  help  prevent  pilferage, 
theft,  and  diversion  of  its  products.  Full  co-operation  is 
afforded  law  enforcement  agencies  and  other  groups  who 
offer  education  on  drug  abuse  and  prevention  programs. 
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Seconal*  Sodium 

SODIUM  SECOBARBITAL 

Seconal  Sodium  generally  provides  tense,  nervous,  worried 
patients  a good  night’s  sleep.  It  brings  restful  slumber  within 
fifteen  to  thirty  minutes.  The  soporific  effect  lasts  for  five  to  seven 
hours  . . . usually  dissipates  long  before  the  individual  awakens. 
Most  patients  wake  up  refreshed  and  ready  for  another  day. 

When  you  prescribe  Seconal  Sodium,  your  patients  will 
appreciate  the  rest. 


SECONAL®  SODIUM  (sodium  secobarbital) 


Indications:  Insomnia;  sedation  in  obstetrics,  neuro- 
psychiatry, and  dental  procedures  or  whenever  a 
rapid-acting  sedative  or  hypnotic  effect  is  desirable. 
Contraindications:  Except  in  emergencies,  do  not 
give  to  persons  likely  to  become  dependent  on  such 
medications.  Do  not  administer  in  the  presence  of 
uncontrolled  pain  or  to  persons  with  a history  of 
porphyria. 

Warning:  May  be  habit-forming. 

Precautions:  Use  with  caution  in  patients  with  de- 
creased liver  function. 


Adverse  Reactions:  Idiosyncrasy  (excitement,  hang- 
over, pain)  may  appear.  Hypersensitivity  reactions 
may  occur,  especially  in  patients  with  asthma,  urti- 
caria, or  angioneurotic  edema. 


Dosage:  Adu/fs— Insomnia,  100  mg.  at  bedtime.  Pre- 
operatively,  200  to  300  mg.  one  to  two  hours  before 
surgery.  Older  Children— 50  to  100  mg. 

Overdosage:  Symptoms— C.N.S.  depression.  Treat- 
ment—Gaslric  lavage;  administration  of  I.V.  fluids; 
maintenance  of  blood  pressure,  body  temperature, 
respiration;  dialysis. 

How  Supplied:  Enseals®  (enteric-release  tablets, 
Lilly)  Seconal®  Sodium  (sodium  secobarbital,  Lilly), 
100  mg.  (l'/2  grains),  in  bottles  of  100. 

Pulvules®  Seconal®  Sodium  (Sodium  Secobarbital 
Capsules,  U.S.P.),  30  mg.  (1/2  grain),  in  bottles  of 
100  and  500;  50  mg.  (^A  grain)  and  100  mg.  (I1/2 
grains),  in  packages  of  100,  500,  and  5,000.  [loneea] 
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Additional  information  available  upon  request. 

Eli  Lilly  ancJ  Company  • Inidianapolis,  Incdiana  46206 
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Abstracts 


Auerbach,  R.,  and  Pearlstein,  H.  H.:  Photosensitivity 
and  soaps.  New  York  State  J.  Med.  71:  747  (Apr.  1) 
1971. 

Photosensitivity  eruptions  may  be  demonstrations  of 
phototoxicity,  photoallergy,  and  even  photoaggravation. 
This  review  deals  specifically  with  the  causes  of  photo- 
allergy, primarily  the  topical  agents  present  in  soaps. 
The  chemicals  incriminated  in  an  antibacterial  soap  are 
mentioned,  and  the  technic  of  photopatch  testing  is 
discussed.  The  most  potent  photosensitizer  in  soaps 
is  no  longer  on  American  markets,  but  the  physician 
should  be  alert  for  potential  photosensitivity  eruptions 
from  new  products. 

McCusker,  J.,  Cherubin,  C.  E.,  and  Zimberg,  S,: 
Prevalence  of  alcoholism  in  a general  municipal  hospital 
population.  New  York  State  J.  Med.  71:  751  (Apr.  1) 
1971. 

In  an  investigation  of  the  extent  of  alcoholism  at  Har- 
lem Hospital,  all  patients  admitted  to  two  male  and  two 
female  medical  wards  during  a three-week  period  were 
studied.  Of  these  151  patients,  33  were  not  capable  of 
being  interviewed;  the  remaining  118  patients  supplied 
the  data  for  this  study.  The  diagnosis  of  alcoholism  was 


made  on  the  alcohol-abuse  scale  developed  by  Dr.  Zim- 
berg. The  prevalence  rate  of  alcoholism  was  determined 
by  age  and  sex.  Total  prevalence  was  47  per  cent:  60 
per  cent  for  males  and  34  per  cent  for  females.  The 
house  staff  diagnosed  only  50  per  cent  of  the  patients  as 
alcoholic  whom  the  investigators  had  found  to  have 
moderate  or  greater  degree  of  alcoholic  abuse,  but  made 
only  1 false  positive  diagnosis. 

Smith,  A.  M.:  Acid  tolerance  in  critically  ill  urologic 
patient,  New  York  Stated.  Med.  71:  760  (Apr.  1)  1971. 

Elderly  urologic  patients  with  their  increased  inci- 
dence of  pulmonary  and  renal  disease  are  particularly 
vulnerable  to  systemic  accumulation  of  acid  metabolites 
and  its  dangerous  cardiovascular  sequelae.  Acidosis 
occurs  most  frequently  under  conditions  of  hypoxia, 
septic  shock,  renal  failure,  and  malnutrition.  A review 
of  pathologic  findings  in  44  predominantly  acidotic 
patients  dying  in  urologic  gram-negative  septicemia  re- 
vealed significant  pulmonary  disease  in  80  per  cent  and 
upper  urinary  tract  damage  in  93  per  cent  of  these 
patients.  The  urologist  must  realistically  evaluate  the 
patient’s  respiratory  and  renal  reserve  when  considering 
surgery. 


Abstracts  m Interlingua 


Auerbach,  R.,  e Pearlstein,  H,  H.:  Photosensitivitate 
e sapones.  New  York  State  J.  Med.  71:  747  (Apr.  1) 
1971. 

Le  eruptiones  de  photosensitivitate  pote  esser  mani- 
festationes  de  phototoxicitate,  photoallergia  e mesmo 
photoaggravation.  Iste  revista  tracta  specificmente  del 
causas  del  photoallergia,  primarimente  le  agentes  topic 
presente  in  le  sapones.  Le  compostos  chimic  contenite 
in  le  sapones  antibacterial  es  mentionate  como  etiam  le 
technica  del  test  del  photo-cute  (“photopatch”).  Le 


plus  potente  photosensitivitation  ab  sapones  non  existe 
ora  in  le  mercato  american  (USA),  e le  medicos  debe 
esser  allerta  in  caso  de  eruptiones  de  photosensitivitate 
causate  per  productos  nove. 


McCusker,  J.,  Cherubin,  C.  E.,  e Zimberg,  S.:  Prev- 

alentia  del  alcoholism  in  le  population  de  un  hospital 

continued  on  page  727 
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DELTASONE®  TABLETS  - 2.5  & 5 mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a weight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for  other  anti-inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatory  dis- 
ease, certain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important:  Prednisone,  like  cortisone,  is  a potent  thera- 
peutic agent  influencing  the  biochemical  behavior  of  most,  if  not 
all,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i  e.,  increase 
in  body  weight  due  to  fluid  retention)  is  not  a reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti- 
nent to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso- 
lute-herpes simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul- 
monary or  meningeal  tuberculosis,  but  should  be  used  only  in  con- 
junction with  adequate  and  effective  antituberculous  therapy  to 
which  causative  organisms  are  shown  to  be  sensitive.  Considered 
Relative— active  or  latent  peptic  ulcer,  Cushing's  syndrome,  diver- 
ticulitis, fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi- 
ciency, thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac- 
cinia, varicella  and  other  exanthematous  diseases,  and  fungal  infec- 
tions, and,  pregnancy  particularly  during  the  first  trimester  because 
of  observation  of  fetal  anomalies  in  experimental  animals.  If  neces- 
sary to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri- 
ate therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be- 
cause of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti- 
bacterial measures.  If  possible,  avoid  abrupt  cessation  of  corti- 
costeroid therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon- 
tinuation of  adrenocortical  steroids.  Therefore,  if  a patient  is  sub- 
jected to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a solu- 
ble hormone  preparation  in  the  immediate  preoperative  and  post- 
operative periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes- 
tations of  latent  diabetes  mellitus  may  be  precipitated.  Cortico- 
steroids may  aggravate  myasthenic  symptoms  in  myasthenia  gravis 
and  should  be  given  with  proper  precautions. 

Muscle  weakness,  in  some  instances,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad- 
ministered corticoids.  Excessive  potassium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte- 


nance doses  of  Deltasone  (prednisone),  however,  keep  this  effect  | 
in  mind  and  perform  periodic  serum  potassium  determinations  in  ' 
patients  on  prolonged  corticoid  therapy.  Muscle  weakness  occur- 
ring with  normal  serum  potassium  levels  may  be  due  to  disturbance 
in  muscle  metabolism.  Severe  myopathy  is  associated  with  sub- 
stantial doses  of  steroids  for  prolonged  periods,  and  evidence 
indicates  it  occurs  more  frequently  with  9-alpha-fluro  steroids.  Re- 
placement with  non-fluorinated  steroid  has,  in  some  instances,  re- 
sulted in  improvement. 

Retardation  of  linear  growth,  roughly  proportional  to  dose,  has 
been  noted  in  children  on  corticoids  for  six  months  or  more.  Follow- 
ing cessation  of  therapy,  growth  rate  may  be  accelerated.  There- 
fore, carefully  observe  growth,  of  children  on  prolonged  corticoid 
and  if  growth  is  retarded,  reduce  dose  sufficiently  to  permit  recovery 
before  epiphyseal  closure.  Make  every  effort  to  avoid  corticoids 
during  pregnancy,  since  spontaneous  remission  of  some  diseases 
such  as  rheumatoid  arthritis  may  occur.  Long  term  corticoid  therapy 
may  evoke  hyperacidity  or  peptic  ulcer,  therefore,  as  prophylaxis, 
an  ulcer  regimen  and  antacid  are  highly  recommended.  Take  X-rays 
in  peptic  ulcer  patients  complaining  of  gastric  distress,  and, 
whether  or  not  changes  are  noted,  an  ulcer  regimen  is  recom- 
mended. Since  prednisone  causes  less  salt  and  water  retention 
than  many  other  glucocorticoids,  patients  should  be  observed 
closely  for  development  of  undesirable  hormonal  effects  that  are 
less  obvious  indications  of  steroid  toxicity  than  edema  and  hyper- 
tension due  to  salt  and  water  retention.  Continued  supervision  of 
patients  after  cessation  of  therapy  is  essential,  since  there  may  be 
a sudden  reappearance  of  severe  disease  manifestation. 

Adverse  Reactions:  Adverse  reactions  associated  with  use  of  corti-  ■ 
coids  include:  Cushing’s  syndrome,  moon  facies,  supraclavicular 
fat  pads,  hirsutism,  striae  and  acne;  relative  adrenocortical  insuffi- 
ciency particularly  in  time  of  stress  due  to  trauma,  surgery  or 
severe  illness;  protein  catabolism  with  negative  nitrogen  balance; 
electrolyte  imbalance;  alteration  of  glucose  metabolism  with  aggra- 
vation of  diabetes  mellitus  including  hyperglycemia  and  glycosuria; 
osteoporosis  reversible  only  with  difficulty;  spontaneous  fractures; 
aseptic  necrosis  of  the  hip  and  humerus;  activation  and  complica- 
tion of  peptic  ulcer  including  perforation  and  hemorrhage;  aggra- 
vation or  masking  of  infection;  increased  blood  pressure; 
convulsions;  petechiae  and  purpura:  menstrual  irregularities  in- 
cluding amenorrhea,  spotting  or  prolonged  bleeding;  insomnia; 
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papilledema  (pseudotumor  cerebri);  pancreatitis;  necrotizing  angi-  \ 
itis;  thinning  of  scalp  hair;  suppression  of  growth  in  children;  i 
thromboembolic  complications:  facial  erythema;  allergic  skin  reac-  i 
tions;  ulcerative  esophagitis;  sweating;  vertigo;  weakness;  myop- 
athy; headache;  exophthalmos.  Adverse  reactions  are  usually 
reversible  and  usually  disappear  when  drug  is  discontinued. 

Supplied:  2.5  mg.,  scored— bottles  of  100  tablets.  5 mg.,  scored— 
bottles  of  100  and  500  tablets  and  cartons  of  100  tablets  in  foil 
strips. 


For  additional  product  information,  consult  the  package  insert 
or  see  your  Upjohn  representative.  MED  8-lS  (KQB-e) 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Deltasone®  5 mg. 
(prednisone,  Upjohn) 

an  economical 
prednisone 
that's  made 
a name  for  itself 


I 


Index  to  Advertisers 


continued  from  paf>e  723 

general  municipal.  New  York  State  J.  Med.  71:  751 

(Apr.  1)  1971. 

In  un  investigation  supra  le  magnitude  del  alco- 
holismo  in  le  Hospital  de  Harlem,  omne  patientes  ad- 
mittite  in  due  salas  medic  pro  homines  e due  pro  I'em- 
inas  esseva  studiate  durante  3 septimanas.  De  iste 
151  patientes,  33  non  poteva  esser  interviewate;  le 
restante  118  suministrate  le  informationes  pro  iste 
studio.  Le  diagnose  de  alcoholismo  esseva  facite  de 
accordo  con  le  scala  de  abuso  alcoholic  del  Dr.  Zimberg. 
Le  prevalentia  de  alcoholismo  esseva  determinate  per 
etate  e sexo.  Le  prevalentia  total  esseva  de  40%,  60% 
de  homines  e 34%  de  feminas.  I>e  medicos  del  hospital 
facite  le  diagnose  del  50%  solmente  del  patientes  alco- 
holic que,  de  accordo  con  le  invest igatores,  esseva  mod- 
erate o plus  intense;  no  diagnose  positive  solemente  1 
false  esseva  establite. 

Smith,  A.  M.:  Tolerantia  acid  in  le  patientes  urologic 

critiemente  grave,  New  York  State  J.  Med.  71:  760 
(Apr.  1)  1971. 

Le  patientes  urologic  ancian  qui  plus  frequentemente 
suffre  morbos  pulmonar  o renal,  es  particularmente 
vulnerabile  al  accumulation  acid  e a su  periculose 
sequela  cardiovascular.  Le  acidosis  occurre  plus  fre- 
quentemente infra  conditiones  de  hypoxia,  choc  septic, 
insufficientia  renal  e malnutrition.  Un  revista  del 
signos  pathologic  in  44  patientes  predominantemente 
acidotic  e moribunde  a causa  de  septicemia  urologic  ab 
bacterias  Gramnegative,  revelava  un  morbo  pulmonar 
importante  in  80%  de  le  casos,  e damno  del  tracto  urinari 
superior  in  937o.  Le  urologista  debe  evalutar  realistica- 
mente  le  reserva  respirator!  e renal  de  los  patientes 
quando  le  tractamento  chirurgic  es  considerate. 


Cataracts  produced  in  rats  by  yogurt 

Rats  on  an  exclusive  yogurt  diet  remained  normal  in 
every  respect  except  for  the  development  of  cataracts 
two  to  six  months  after  starting  the  regimen,  report  C. 
P.  Richter  and  J.  R.  Duke  of  Johns  Hopkins  Hospital, 
Baltimore  (Science  168:  1372  (June  12)  1970).  Lens 
changes  appeared  more  quickly  in  the  younger  animals; 
the  6 youngest,  thirty-four  days  old,  developed  initial 
cortical  striae  between  twenty-eight  and  forty-two  days 
after  starting  the  diet.  In  the  6 rats  started  at  a little 
over  seven  months  of  age,  the  striae  were  first  noted 
between  sixty-eight  and  eighty-three  days  later.  Cat- 
aracts produced  on  a yogurt  diet  and  a diet  of  galactose 
are  clinically  identical,  indicating  that  the  high  galactose 
content  of  the  yogurt  fed  the  rats  is  the  responsible  con- 
stituent. Commercial  yogurt,  the  type  fed  the  rats,  has 
a high  galactose  content. 
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Medical  Meetings 


Three-day  course  offered  on  interstitial 
pneumonias — acute  and  chronic 

A three-day  comprehensive  course  on  “Interstitial 
Pneumonias — Acute  and  Chronic,”  will  be  offered  on 
April  22  through  24  at  the  Mount  Sinai  Medical  Center, 
under  the  direction  of  Coleman  B.  Rabin,  M.D.,  and 
Alvin  S.  Teirstein,  M.D.  The  course  is  sponsored  by 
The  Page  and  William  Black  Postgraduate  School  of 
Medicine  of  the  Mount  Sinai  School  of  Medicine  of  the 
City  University  of  New  York  and  the  American  College 
of  Chest  Physicians. 

The  course  will  correlate  the  many  recent  advances  in 
the  problem  of  acute  and  chronic  interstitial  lung  dis- 
eases. The  first  day’s  program  will  include  related  virol- 
ogy, immunology,  pathology,  physiology,  and  radiology. 
The  second  day,  viral  pneumonias,  disseminated  fungal 
infections,  connective  tissue  and  hypersensitivity  dis- 
eases, pneumoconioses,  and  granulomatous  diseases  will 
be  discussed.  The  final  day  will  feature  discussion  of 
newer  diagnostic  technics  and  therapy. 

Enrollment  is  limited  to  150.  Tuition  is  as  follows; 
members  of  American  College  of  Chest  Physicians, 
$100;  nonmembers  $125;  and  residents  and  fellows,  $50 

For  further  information,  and  registration,  contact: 
American  College  of  Chest  Physicians,  112  East  Chest- 
nut Street,  Chicago,  Illinois  60611. 

Seminar  on  glaucoma 

The  Glaucoma  Diagnostic  Center  of  the  Brooklyn  Eye 
and  Ear  Hospital  is  sponsoring  a three-day  seminar  on 
“Glaucoma”  to  be  held  April  26  to  28,  at  the  Brooklyn 
Eye  and  Ear  Hospital,  29  Greene  Avenue,  Brooklyn. 
The  seminar  will  be  under  the  direction  of  A.  S.  Rosen- 
berg, M.D.,  surgeon-director,  and  will  include  staff 
members  of  the  hospital. 

The  seminar  will  include  lectures,  motion  pictures, 
and  slides.  Particular  emphasis  will  be  placed  on  goni- 
oscopy,  tonometry,  and  tonography. 

Registration  is  limited  to  6 ophthalmologists;  tuition 
is  $125.  For  further  information  contact  Vernon  E. 
Dressier,  administrator,  Brooklyn  Eye  and  Ear  Hospital, 
29  Greene  Avenue,  Brooklyn,  New  York  11238. 

AMA  congress  on  environmental  health 
to  meet  in  New  York  City 

Governor  Nelson  A.  Rockefeller  will  give  the  keynote 
address  at  the  1971  annual  Congress  on  Environmental 
Health  of  the  American  Medical  Association  to  be  held 
April  26  to  27  at  the  Essex  House,  New  York  City  The 
theme  of  the  1971  Congress  will  be  “Solid  Waste 
Management — Today  and  Tomorrow.” 

Luncheon  speakers  will  be  officials  of  the  two  Federal 
agencies  dealing  with  environmental  pollution:  Gordon 
J.  MacDonald,  Ph.D.,  member  of  the  Council  on  En- 
vironmental Quality,  Washington,  D.C.,  on  April  26; 
and  William  D.  Ruckelshaus,  administrator  of  the  En- 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


vironmental  Protection  Agency,  Washington,  D.C.,  on 
April  27. 

The  congress  will  be  held  under  the  auspices  of  the 
Council  on  Environmental  Health  of  the  AMA.  John  S. 
Chapman,  M.D.,  assistant  dean  of  the  University  of 
Texas  Southwestern  Medical  School  at  Dallas,  is  coun- 
cil chairman. 

Guest  speakers  include  the  following:  John  J.  Han- 
lon, M.D.,  assistant  surgeon  general,  U.S.  Public  Health 
Service;  Jerome  Kretchmer,  administrator  of  the  En- 
vironmental Protection  Agency  of  New  York  City;  and 
Richard  D.  Vaughn,  acting  commissioner  of  the  Solid 
Wastes  Office  of  the  Environmental  Protection  Agency, 
Washington,  D.C. 

For  further  information  contact  the  Department  of 
Environmental,  Public  and  Occupational  Health,  Amer- 
ican Medical  Association,  535  N.  Dearborn  Street, 
Chicago,  Illinois  60610. 

Course  offered  on  vestibular  system  in 
otologic  diagnosis 

A three-day  course  in  “The  Vestibular  System  in  O- 
tologic  Diagnosis,”  is  to  be  held  on  May  3 to  5,  from 
9:00  a.m.  to  5:00  p.m.  at  the  Post-Graduate  Institute  of 
the  New  York  Eye  and  Ear  Infirmary.  The  course  is 
under  the  direction  of  Francis  M.  Fodor,  M.D.,  surgeon 
director.  Department  of  Otolaryngology. 

The  course  deals  with  the  anatomic,  physiologic,  and 
theoretical  aspects  of  vestibular  testing  and  stresses  the 
practical  application  of  these  tests.  Attention  is  also 
given  to  the  evaluation  and  assessment  of  test  results  as 
part  of  the  audiologic  and  otoneurologic  workup. 

Tuition  is  $100;  registration  is  limited.  For  registra- 
tion information  contact:  Jane  Stark,  registrar,  Post- 

Graduate  Institute,  New  York  Eye  and  Ear  Infirmary, 
310  East  14th  Street,  New  York,  New  York  10003. 

Intensive  care  units  topic  of 
postgraduate  course 

The  American  College  of  Physicians  and  the  St.  Vin- 
cent’s Hospital  and  Medical  Center  of  New  York  are 
sponsoring  a postgraduate  program  on  “Intensive  Care 
Units,”  to  be  held  on  May  10  through  14  in  Cronin  10 
Auditorium,  St.  Vincent’s  Hospital  and  Medical  Center, 
153  West  11th  Street,  New  York  City.  Codirector  of  the 
program  is  William  J.  Grace,  M.D.,  F.A.C.P. 

The  course  will  deal  with  the  clinical  approach  to  the 
acutely  ill  patient  based  on  pathophysiologic  concepts. 
The  roles  played  by  derangements  in  fluid  and  elec- 
trolyte balance,  infection,  and  sepsis  will  be  covered  in 
detail.  Consumption  coagulopathy  and  behavioral 
disturbances  in  the  critically  ill  patient  will  be  consid- 
ered. Administrative  and  nursing  aspects  of  the  inten- 
sive care  unit  will  be  discussed  in  seminars. 

The  morning  sessions  will  consist  of  a series  of  formal 
lectures  followed  by  a panel  discussion  in  each  of  the 
following  areas:  respiratory  failure,  circulatory  failure, 
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infection,  renal  failure,  and  metabolic  failure.  Each 
afternoon,  the  student  body  will  be  divided  into  groups  of 
25  or  less  for  seminar  sessions  which  will  consist  of  case 
presentations  related  to  the  lecture  material  presented 
in  the  morning.  Practical  demonstrations  of  equipment 
and  technics  used  in  intensive  care  will  follow  each  sem- 
inar. 

Tuition  fees  are  as  follows:  members  and  fellows  of 

the  American  College  of  Physicians,  $80;  nonmembers, 
$125;  American  College  of  I’hysicians  candidates,  $40; 
and  residents  and  fellows  in  training,  $80.  Since  en- 
rollment is  limited,  advance  registration  is  required. 

Send  all  registration  requests  for  information,  and 
application,  to  registrar.  Postgraduate  Courses,  Amer- 
ican College  of  Physicians,  4200  Pine  Street,  Phila- 
delphia, Pennsylvania  19104. 

Postgraduate  course  in  chest  radiology 

The  Department  of  Radiology,  Albert  P'instein  Col- 
lege of  Medicine,  The  Bronx,  New  York,  will  sponsor  a 
postgraduate  course  in  “Chest  Radiology,”  from  May  17 
to  May  21,  1971.  This  course  is  intended  for  radiologists 
and  other  physicians  interested  in  diseases  of  the  chest, 
and  will  include  a review  of  present-day  concepts  of 
radiology  of  the  respiratory  tract.  Film  interpretation 
panels  will  emphasize  the  approach  to  diagnostic  prob- 
lems. For  further  information,  please  write:  Milton 

Elkin,  M.D.,  professor  and  chairman.  Radiology,  Albert 
Einstein  College  of  Medicine,  The  Bronx,  New  York 
10461. 

Pediatric  postgraduate  symposium  to  be  held 

The  tenth  annual  Pediatric  Postgraduate  Symposium, 
sponsored  by  Maimonides  Medical  Center  and  Coney 
Island  Hospital  in  cooperation  with  Downstate  Medical 
Center  and  the  American  Academy  of  General  Practice, 
is  to  be  held  on  May  23  to  25,  at  Coney  Island  Hospital, 
Ocean  and  Shore  Parkways,  Brooklyn. 

The  following  topics  will  be  discussed:  Neonatal 

Jaundice;  Pediatric  Therapy;  Intrauterine  Diagnosis; 
Tumors  in  Infants  and  Children;  and  Drug  Abuse  in  the 
Seventies. 

Registration  fee  is  $75  (luncheon  included)  or  $15 
per  half-day  session.  The  fee  for  resident  physicians  is 
$40. 

This  program  is  approved  for  accreditation  by  the 
American  Academy  of  General  Practice  for  18  elective 
hours. 

For  further  iirformation  and  registration  contact: 
Mrs.  Shirley  Lasky,  registrar.  Department  of  Pediatric 
Services,  Maimonides  Medical  Center,  4802  Tenth 
Avenue,  Brooklyn,  New  York  11219. 

Bronx  Surgical  Society  to  meet 

The  Bronx  Surgical  Society  is  to  meet  on  May  25,  at 
9:00  p.m.,  at  Mayer’s  Parkway  Restaurant,  233rd  Street 
and  Bronx  River  Parkway,  Bronx. 

Guest  speaker  is  Milton  Helpern,  M.D.,  F.A.C.P., 
Chief  Medical  Examiner,  City  of  New  York,  on  “Experi- 
ences as  Chief  Medical  Examiner  of  the  City  of  New 
York.” 


Health  services  and  the  diabetic  child 
topic  of  symposium 

A symposium  on  “Delivery  of  Health  Services  to  the 
Diabetic  Child,”  cosponsored  by  the  New  York  Diabetes 
A.ssociation,  the  Brooklyn  Academy  of  Pediatrics,  the 
Brooklyn  Endocrine  and  Metabolic  Pediatric  Associa- 
tion, and  tbe  Downstate  Medical  Center,  is  to  be  held 
on  May  26,  from  2:00  to  5:00  p.m.,  in  the  First  Floor 
Lecture  Hall,  Downstate  Medical  Center,  450  Clarkson 
Avenue,  Brooklyn.  Moderator  of  the  program  is  Salva 
dor  Castells,  M.D.,  assistant  professor  of  pediatrics, 
Downstate  Medical  Center,  and  will  feature  the  follow- 
ing topics:  Pediatric  Diabetes  Clinic  in  Brooklyn; 

Psychologic  Services  and  Group  Programs;  Camp 
NYDA;  Services  of  the  Bureau  of  Handicapped  Chil- 
dren; Data  Bank;  The  Diabetic  Child  in  the  New  York 
School  System;  and  Special  Problems  of  the  Diabetic 
Child. 

For  further  information  contact  the  Office  of  Continu- 
ing Education,  Downstate  Medical  Center,  450  Clarkson 
Avenue,  Brooklyn,  New  York  11203. 


Refresher  course  in  pediatrics 

An  intensive  refresher  course  in  pediatrics  will  be 
given  on  June  7 through  11  at  the  State  University  of 
New  York  at  Buffalo  School  of  Medicine,  sponsored 
by  the  Bureau  of  Maternal  and  Child  Health  and  Family 
Planning,  New  York  State  Department  of  Health. 

The  course  will  include  a review  of  principles  and  re- 
cent advances  in  diagnosis  and  treatment  of  pediatric 
disorders  and  in  the  care  of  the  well  child.  Each  day  will 
include  demonstration  of  patients  and  roentgenograms 
and  an  opportunity  for  individual  faculty  discussions. 

All  teaching  will  be  done  by  the  faculty  members  of 
the  School  of  Medicine,  under  the  supervision  of  Jean  A. 
Cortner,  M.D.,  Department  of  Pediatrics. 

Registration  fee  is  $5.00  (payable  to  State  University 
of  New  York  at  Buffalo)  and  must  accompany  the  regis- 
tration form.  Tuition  for  each  physician  enrolled  in  the 
course  is  paid  by  the  New  York  State  Department  of 
Health.  Application  for  enrollment  must  be  made  prior 
to  April  30,  through  the  offices  of  county  or  city  depart- 
ments of  health  or  to  district  health  officers. 

For  further  information  contact  Julia  L.  Freitag,  M.D., 
director.  Office  of  Medical  Manpower,  New  York  State 
Department  of  Health,  84  Holland  Avenue,  Albany,  New 
York  12208. 


Nuclear  medicine  topic  of  symposium 

A postgraduate  symposium  on  “Nuclear  Medicine,” 
designed  for  the  physician  specializing  or  interested  in 
nuclear  medicine,  will  be  held  at  the  Presbyterian  Hos- 
pital, 622  West  168th  Street,  New  York  City,  on  Septem- 
ber 8 through  10.  The  symposium  is  sponsored  by  the 
Department  of  Radiology,  College  of  Physicians  and 
Surgeons,  Columbia  University. 

For  further  information  write  to  Philip  M.  Johnson, 
M.D.,  program  chairman.  Box  153,  Presbyterian  Hospi- 
tal, 622  West  168th  Street,  New  York,  New  York  10032. 
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Special  Recommendations 
Before  Administration  of  Loridine 

1.  Demonstrate  causative  organism's  sensitivity  to 
the  drug. 

2.  Determine  patient’s  renal  status.  Loridine  is 
contraindicated  in  patients  with  azotemia. 

During  Administration  of  Loridine 

1.  Maintain  proper  hydration. 

2.  Monitor  renal  status— urinalyses,  urinary  output. 
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potentially  nephrotoxic  drugs. 
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daily  dose  to  4 Gm.  maximum  (up  to  100  mg.  per 
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serious  infections  due  to  sensitive  organisms  will 
respond  to  doses  of  1.5  to  3 Gm.  daily. 

5.  In  patients  who  have  impaired  renal  function 
(without  azotemia)  before  treatment,  reduce  daily- 
dosage,  depending  on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function 
during  treatment, discontinue  therapy  with  Loridine. 


Please  turn  page  for  prescribing  information. 


Actioiu;  All  tested  strains  of  group  A strep- 
tococci, pneumococci,  and  penicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine,  Lilly).  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con- 
centrations of  Loridine  that  can  be  achieved 
in  the  serum.  The  majority  of  strains  of 
Hemophilus  influenzae,  Proteus  miiabilis, 
Escherichia  coli,  and  Klebsiella  are  also  sus- 
ceptible in  vitro. 

Pseudomonas  organisms  are  resistant  to 
Loridine,  as  are  most  indole-producing  Pro- 
teus species  and  motile  Aerobacter  species. 
Indications;  Indicated  in  the  treatment  of 
serious  infections  of  the  lespiratory  tract, 
genito-urinary  tract,  bones  and  joints,  blood- 
stream, soft  tissue,  and  skin  due  to  suscepti- 
ble strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con- 
traindicated (see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor- 
mally be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa- 
tients with  syphilis;  results  of  such  tests  are 
usually  not  available  before  antibiotic  treat- 
ment of  gonorrhea  is  given. 
Contraindications:  Azotemia.  Hypersensi- 
tivity to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly  ab- 
sorbed from  the  gastro-intestinal  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  excretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  penicillin-sensitive  pa- 
tients, CEPHALOSPORIN  C DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALLERGENICITY  OF  THE  PENI- 
CILLINS AND  THE  CEPHALOSPORINS.  IN- 
STANCES OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4 Cm.  daily  (see  Adverse  Reactions),  recom- 
mended doses  should  not  be  exceeded.  Pa- 
tients with  known  or  suspected  impairment 
of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
function  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  be  discontinued. 
Cephaloridine  should  not  be  used  in  patients 
with  azotemia.  When  renal  impairment  is 
present,  use  the  drug  with  caution  and  re- 
duce the  dose.  Casts  in  the  urine,  proteinuria, 
falling  urinary  output,  or  a rising  BUN  or 
serum  creatinine  may  indicate  impaiiment 
of  renal  function.  Give  cephaloridine  cau- 
tiously when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precautions:  Protect  ampoules  from  light, 
extemporaneous  mixtures  with  other  anti- 
biotics are  not  recommended. 

In  infections  due  to  beta-hemolytic  strep- 
tococci, continue  antibiotic  therapy  for  at 
least  ten  days  to  prevent  the  possible  occui- 
lence  of  iheumalic  fever  or  glomeiulone- 
phiilis  in  susceptible  patients.  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
should  have  dark-field  examinations  of  all 
suspect  lesions  befoie  treatment  and 
monthly  serologic  tests  for  a minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  performed. 

Superinfections  may  develop  with  organ- 
isms not  In  the  spectrum  of  Loridine,  par- 
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^ Usual  adult  dosage, 

1.5  to  3 Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  organisms. 


ticularly  Pseudomonas.  These  can  be  recog- 
nized by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in- 
fants under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict's  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy- 
sis paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
( maculopapular  or  erythematous),  and  itch- 
ing without  discernible  skin  changes  have 
been  observed  in  about  3 percent  of  pa- 
tients. Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  difficulty.  Approximately  1 percent 
of  patients  treated  with  Loridine  have  had  a 
rise  in  eosinophil  count.  F.osinophilia 
leached  10  percent  in  about  half  of  these. 
A few  instances  of  drug  fever  have  been 
reported. 

A few  cases  of  leukopenia  have  been  re- 
ported. Flevations  of  transaminase  were 
observed  in  a small  percentage  of  patients. 
In  most  instances,  '.he  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2 Gm,  cephaloridine 


intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic- 
ulocyte count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to  ad- 
ministration of  Loridine.  However,  all  of 
five  nonazotemic  patients  with  chronic  bac- 
ter  iuria  who  had  careful  renal  function  eval- 
uation before  and  after  a ten-day  course  of 
cephaloridine  in  dosages  of  2 Gm.  per  day  de- 
veloped impairment  in  free  water  clearance. 

Severe,  acute  renal  failure,  in  some  cases 
ter  minating  in  death,  has  occurred  in  a small 
number  of  patients.  The  possi- 
bility of  this  complication  seems 
to  be  greater  in  seriously  ill 
patients  given  more  than  recom- 
mended doses.  Acute  tubular 
necr  osis  has  been  found  in  affect- 
ed patients  coming  to  autopsy.  Rare 
cases  of  nausea  and  vomiting  have 
occur  r ed.  Pain  in  association  with  in- 
tramuscular injection  was  noted  in  less  than 
3 percent  of  patients.  In  only  one  patient  in 
a series  of  623  was  the  route  changed  on 
this  account.  Phlebitis  at  the  site  of  intra- 
venous injection  has  been  rare. 
Administration  and  Dosage:  Important— Be- 
fore administering  Loridine,  see  package 
insert  for  details  on  dilution. 

Intramuscular  Injection— Loridine  is  usu- 
ally injected  into  a large  muscle  mass. 

The  usual  adult  dosage  for  many  infec- 
tions of  moderate  severity  is  500  mg.  to  1 Gm. 
three  times  a day  at  equally  spaced  intervals. 
Milder  and  more  susceptible  infections  have 
been  treated  with  250  to  500  mg.  given  two 
or  three  times  a day.  More  severe  infections 
may  be  treated  with  500  mg.  to  1 Gm.  four 
times  a day.  A single  2-Gm.  dose  is  recom- 
mended for  the  treatment  of  acute  gonor- 
rhea. Early  syphilis  may  be  treated  with  500 
mg.  to  1 Gm.  daily  for  ten  to  fourteen  days. 

Although  some  clinical  experience  with 
high  doses  for  life-threatening  conditions 
has  been  reported,  it  has  been  shown  that 
excessive  dosages  (above  4 Gm.  daily)  may 
cause  serious  nephrotoxic  reactions.  For 
this  reason,  Keflin®  (sodium  cephalothin, 
Lilly)  may  be  preferred  when  doses  larger 
than  4 Gm,  daily  are  considered  for  life- 
threatening  situations.  If  more  than  2 Gm. 
of  cephaloridine  is  injected  daily,  the  patient 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hospital- 
ized. In  addition,  reduced  dosage  should  be 
employed  in  patients  with  known  or  sus- 
pected renal  impairment. 

In  children,  a daily  total  of  30  to  50  mg. 
per  Kg.  (15  to  25  mg.  per  pound)  of  body 
weight,  given  in  divided  doses,  has  been 
found  effective  for  mild  to  moderately  se- 
vere infections.  A daily  total  of  100  mg.  per 
Kg.  (50  mg.  per  pound)  of  body  weight 
(not  to  exceed  recommended  adult  doses) 
may  be  needed  for  very  severe  infections. 

Intravenous  Injection— In  the  presence  of 
extremely  serious  infections  (such  as  bac- 
teremia) or  when  any  infection  seems  over- 
whelming, intravenous  administration  may 
be  indicated. 

Total  daily  dosages  are  the  same  as  with 
intramuscular  injection.  For  very  suscepti- 
ble organisms,  500  mg.  to  1.5  Gm.  per  day 
may  suffice;  for  less  susceptible  organisms 
and  for  serious  infections,  2 to  4 Gm.  pet 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cepha- 
loridine, Lilly),  50()  mg.,  5-ml.  size,  rubber- 
stoppered;  1 Gm.,  10-mI.  size,  rubber- 
stoppered.  [082169] 


Additional  information' 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Clinical  conference 

The  forty-fourth  annual  New  York  p]ye  and  Ear  In- 
firmary clinical  conference  will  be  held  May  6 to  7,  1971, 
on  ophthalmology,  1971,  at  the  Biltmore  Hotel,  New 
York  City.  Moderator  of  the  Cataract  Symposium  will 
be  Benjamin  Boyd,  M.D.;  speakers  will  be  Richard 
Troutman,  M.D.,  David  Kasner,  M.D.,  Robert  Mulber- 
ger,  M.D.,  Ramon  Castroviejo,  M.D.,  -Jorge  Buxton, 
M.D.,  and  Charles  Kelman,  M.D. 

The  pediatric  ophthalmology  seminar  will  be  moder- 
ated by  -John  Hermann,  M.D.,  and  the  speakers  will 
be:  Jorge  Buxton,  M.D.,  Marxhall  Parks,  M.D.,  David 
Friendly,  M.D.,  -John  Luhr,  M.D.,  Austin  Fink,  M.D., 
Hiram  Hardesty,  M.D.,  and  Robert  Mickatavage,  M.D. 

“Fluorescein  Angiography  and  Treatment  of  Lesions 
of  the  Posterior  Pole,”  will  be  moderated  by  James  New- 
ton, M.D.,  and  the  speakers  will  be:  Thomas  Muldoon, 
M.D.,  Clyde  Locke,  M.D.,  Francis  L’Esperance,  M.D., 
Robert  Welch,  M.D.,  and  George  Wise,  M.D. 

The  symposium  on  “Glaucoma,”  will  be  moderated 
by  G.  Peter  Halberg,  M.D.,  and  the  speakers  will  be 
James  Burris,  Jr.,  M.D.,  Ralph  Levene,  M.D.,  Allan 
Kolker,  M.D.,  Keiichiro  Kato,  M.D.,  and  Joseph  Krug, 
M.D.  Free  papers  will  be  presented  by  John  Fiore, 
M.D.,  Louis  Raymond,  M.D.,  Herve  Byron,  M.D.,  Lew- 
is Schachne,  M.D.,  Frank  Hoefle,  M.D.,  and  Charles 
Maris,  M.D. 

For  the  program  and  further  information,  please  write 
to:  Jane  Stark,  Registrar,  Alumni  Association,  New 

York  Eye  and  Ear  Infirmary,  310  East  Fourteenth  Street, 
New  York,  New  York  10003. 

New  York  Hospital  to  celebrate 
bicentennial  year 

A commemorative  service  on  May  16  at  historic 
Trinity  Church  and  a two-day  colloquium  on  the  future 
role  of  university-based  metropolitan  hospitals  will 
highlight  the  New  York  Hospital’s  200th  anniversary 
celebration. 

The  service  will  be  highlighted  with  an  address  by 
Kingman  Brewster,  president,  Yale  University. 

The  two-day  colloquium  on  May  17  and  18  will  present 
some  of  the  world’s  most  distinguished  authorities  on 
medical  care,  teaching,  and  institutional  responsibilities 
to  society.  In  addition  to  Chancellor  Alexander  Heard, 
of  Vanderbilt  University,  who  will  act  as  summarist, 
participants  will  include:  Sir  Max  Rosenheim,  presi- 

dent, Royal  College  of  Physicians;  Adam  Yarmolinsky, 
professor  of  law,  Harvard  University,  now  on  leave  of 
absence  to  serve  as  president  of  the  Welfare  Island 
Development  Corporation;  and  Robert  J.  Glaser,  M.D., 
formerly  dean  of  the  School  of  Medicine,  Stanford 
University  Medical  Center,  now  vice-president  for 
Medical  Affairs  of  the  Commonwealth  Fund. 

Additional  participants  of  the  Colloquium  will  be 
Gabriel  Velazquez  Palau,  M.D.,  dean,  Facultad  de 
Medicina,  Universidad  del  Valle,  Cali,  Colombia,  now 
visiting  professor  of  social  medicine.  Harvard  Medical 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


School;  David  E.  Rogers,  M.D.,  dean  of  the  medical 
faculty,  The  -Johns  Hopkins  University;  David  Seldin, 
M.D.,  professor  of  medicine.  Southwestern  Medical 
School  at  Dallas,  The  University  of  Texas;  Dr.  -John 
Donlop,  dean.  College  of  Arts  & Sciences,  Harvard 
University;  John  Evans,  M.D.,  dean  of  medicine,  Mc- 
Master  University,  Hamilton,  Ontario;  Dr.  Henry  Miller, 
vice-chancellor,  The  University  of  Newcastle  Upon 
Tyne;  Dr.  Rene  J.  Dubos,  professor  of  pathology  and 
microbiology.  Rockefeller  University;  Dr.  W.  -J.  H. 
Butterfield,  professor  of  medicine,  Guy’s  Hospital 
Medical  School;  Dr.  Gunnar  Biorck,  professor  of  medi- 
cine, Seraphimer  Hospital,  Caroline  Institute,  Sera- 
fimerlasarettet;  Robert  H.  Ebert,  M.D.,  dean.  Harvard 
Medical  School;  Dr.  John  R.  Hogness,  executive  vice- 
president,  University  of  Washington;  and  Lloyd  C. 
Elam,  M.D.,  president,  Meharry  Medical  College, 
Tennessee. 

Pharmacists  included  in  two-way  radio 
education  network 

Pharmacists  in  northeastern  New  York,  western 
Massachusetts,  and  southern  Vermont  will  have  the 
opportunity  to  continue  their  education  through  two-way 
radio  conferences  initiated  by  the  Albany  Regional 
Medical  Program  in  February  of  this  year.  Participating 
pharmacists  will  gather  at  54  hospitals  equipped  with 
radio  receivers  and  transmitters. 

The  Albany  Regional  Medical  Program  is  one  of  57 
similar  programs  in  the  United  States  which  were 
created  by  Federal  legislation  passed  in  1965  for  the 
purpose  of  providing  innovations  in  health  care  delivery 
to  the  public  and  in  distribution  of  new  medical  knowl- 
edge to  members  of  the  health  professions.  The  Albany 
program  serves  a 24-county  area  in  northeastern  New 
York  and  western  New  England,  under  the  leadership 
of  Frank  M.  Woolsey,  Jr.,  M.D.,  director. 

Catholic  Hospital  Association  to  meet 

The  Catholic  Hospital  Association  will  hold  its  56th 
annual  convention  in  Atlantic  City,  New  Jersey,  on 
June  7 through  11. 

For  further  information  contact  Stephen  M.  Moldaver, 
^director  of  public  relations.  The  Catholic  Hospital 
Association,  1438  South  Grand  Boulevard,  St.  Louis, 
Missouri  63104. 

Personalities 

Elected.  Monte  Malach,  M.D.,  Brooklyn,  as  chairman 
of  the  medical  board  at  Brooklyn-Cumberland  Medical 
Center. 

Appointed.  Vincent  J.  Fontana,  M.D.,  New  York  City, 
to  serve  as  a member  of  the  Interagency  Council  on 
Child  Welfare  of  the  City  of  New  York. 

Named.  Hugh  Francis  Fitzpatrick,  M.D.,  New  York 
City,  as  director  of  surgery,  St.  Luke’s  Hospital  Center. 
Memorial.  Hudson  River-Northern  Westchester  Speech 
Center  will  be  renamed  after  Donald  R.  Reed,  M.D., 
deceased,  former  president  of  the  Westchester  County 
Medical  Society. 
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e night  shift 
f depression... 
insonuiia 


Depression  is  a 24-hour-a-day  problem.  And  insomnia  is 
often  its  nocturnal  expression.  In  fact,  insomnia  may  be  a 
key  symptom  in  establishing  the  diagnosis  of  depression. 

ELAVIL  HCI  (Amitriptyline  HCI,  MSD)  may  prove  quite 
helpful  when  you  have  arrived  at  such  a diagnosis.  Unlike 
psychic  energizers  or  agents  that  merely  elevate  mood, 
ELAVIL  HCI  embodies  a mild  antianxiety  action  which 
manifests  itself  even  before  the  fundamental  antidepressant 
activity  of  the  drug  becomes  evident.  Daytime  drowsiness 
occurs  in  some  patients,  usually  within  the  first  few 
days  of  therapy. 

NOTE:  Not  recommended  during  the  acute  recovery  phase 
following  myocardial  infarction.  Patients  with  cardiovascular 
disorders  should  be  watched  closely;  arrhythmias,  sinus 
tachycardia,  and  prolongation  of  the  conduction  time  have 
been  reported,  particularly  with  high  doses;  myocardial 
infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid 
patients  or  those  receiving  thyroid  medication.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy; 
such  treatment  should  be  limited  to  patients  for  whom  it  is 
essential.  Discontinue  the  drug  several  days  before  elective 
surgery  if  possible. 


Contraindications:  Known  hypersensitivity.  Should  not  be  given 
concomitantly  with  or  within  at  least  14  days  following  the  discontinuance 
of  a monoamine  oxidase  inhibitor.  Then  initiate  dosage  of  amitriptyline  HCI 
cautiously  with  gradual  increase  in  dosage  until  optimum  response  is 
achieved.  Not  recommended  during  the  acute  recovery  phase  following 
myocardial  infarction  or  for  patients  under  12  years  of  age. 

Warnings:  May  block  the  antihypertensive  action  of  guanethidine  or  similarly 
acting  compounds.  Should  be  used  with  caution  in  patients  with  a history  of 
seizures  or  urinary  retention,  or  with  narrow-angle  glaucoma  or  increased 
intraocular  pressure.  Patients  with  cardiovascular  disorders  should  be 
watched  closely;  arrhythmias,  sinus  tachycardia,  and  prolongation  of  the 
conduction  time  have  been  reported,  particularly  with  high  doses; 
myocardial  infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid  patients  or  those 
receiving  thyroid  medication.  May  impair  mental  and/or  physical  abilities 
required  for  performance  of  hazardous  tasks,  such  as  operating  machinery 
or  driving  a motor  vehicle.  Safe  use  during  pregnancy  and  lactation  has  not 
been  established;  in  pregnant  patients,  nursing  mothers,  or  women  who  may 
become  pregnant,  weigh  possible  benefits  against  possible  hazards  to 
mother  and  child. 

Precautions:  When  used  to  treat  the  depressive  component  of  schizophrenia, 
psychotic  symptoms  may  be  aggravated;  in  manic-depressive  psychosis, 
depressed  patients  may  experience  a shift  toward  the  manic  phase,  and 
paranoid  delusions,  with  or  without  associated  hostility,  may  be 
exaggerated;  in  any  of  these  circumstances,  it  may  be  advisable  to  reduce 
the  dose  of  amitriptyline  HCI,  or  to  use  a major  tranquilizing  drug,  such  as 
perphenazine,  concurrently. 


When  given  with  anticholinergic  agents  or  sympathomimetic  drugs,  close 
supervision  and  careful  adjustment  of  dosages  are  required.  May  enhance 
the  response  to  alcohol  and  the  effects  of  barbiturates  and  other  CNS 
depressants.  The  possibility  of  suicide  in  depressed  patients  remains  during 
treatment  and  until  significant  remission  occurs;  this  type  of  patient  should 
not  have  easy  access  to  large  quantities  of  the  drug.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy;  such  treatment 
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delusions;  hallucinations;  excitement;  anxiety;  restlessness;  insomnia; 
nightmares;  numbness,  tingling,  and  paresthesias  of  the  extremities; 
peripheral  neuropathy;  incoordination;  ataxia;  tremors;  seizures;  alteration 
in  EEC  patterns;  extrapyramidal  symptoms.  Anticholinergic:  Dry  mouth, 
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Abrupt  cessation  of  treatment  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise;  these  are  not  indicative  of  addiction. 

How  Supplied:  Tablets  containing  10  mg  and  25  mg  amitriptyline  HCI,  in 
single-unit  packages  of  100  and  bottles  of  100, 1000,  and  5000;  tablets 
containing  50  mg  amitriptyline  HCI,  in  single-unit  packages  of  100  and 
bottles  of  100  and  1000;  for  intramuscular  use,  in  10-cc  vials  containing 
per  cc:  10  mg  amitriptyline  HCI,  44  mg  dextrose,  and  1.5  mg  methylparaben 
and  0.2  mg  propylparaben  as  preservatives. 
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when  the  di!^osis  is  depression 

ELAVIL""' 

(AMITRIPTYLINE  HCI  I MSD) 

MSD  MERCK  SHARP  & DOHME 


Medical  Schools 


Albert  Einstein  College  of  Medicine 

Appointed.  Michael  L.  Lewin,  M.D.,  has  been  ap- 
pointed a professor  of  plastic  surgery.  Dr.  Lewin  is 
head,  Division  of  Plastic  Surgery,  Montefiore  Hospital 
and  Medical  Center. 

Downstate  Medical  Center 

Recent  appointments.  Appointments  made  recently 
at  Downstate  are:  Simeon  David,  M.D.,  clinical  instruc- 
tor, Environmental  Medicine  and  Community  Health; 
David  Mumford,  M.B.Ch.B.,  clinical  instructor,  George 
A.  Van  Voolen,  M.D.,  D.  Robert  Axelrod,  M.D.,  clini- 
cal associate  professor,  and  Edward  J.  Watson-Williams, 
M.R.C.P.,  Medicine;  Robert  J.  Sbaschnig,  M.D.,  clini- 
cal instructor.  Pathology;  Teresa  L.  Procupez-Silber- 
man,  M.D.,  clinical  instructor.  Pediatrics;  Michael 
Blumenfield,  M.D.,  assistant  professor,  Edward  A.  An- 
derson, M.D.,  Bernardo  S.  Scheimberg,  M.D.,  and  Har- 
vey I.  Sonnenblick,  M.D.,  clinical  instructors.  Psychi- 
atry; Theodore  Robinson,  M.D.,  clinical  professor, 
Floyd  D.  Roos,  M.D.,  clinical  assistant  professor,  and 
Lucy  Frank  Squire,  M.D.,  associate  professor.  Radiol- 
ogy; and  Issam  S.  Arnuk,  M.D.,  clinical  instructor. 
Surgery. 

Promotions.  Promoted  recently  have  been:  Stanley 

W.  Weitzner,  M.D.,  professor.  Anesthesiology;  Emanuel 
Silverstein,  M.D.,  associate  professor.  Medicine;  Sonja 
K.  Binkhorst,  M.D.,  instructor.  Obstetrics  and  Gyne- 
cology; Shirley  L.  Kauffman,  M.D.,  professor,  Thomas 
J.  Athanassiades,  M.D.,  and  Ismail  Parsa,  M.D.,  asso- 
ciate professors,  and  Kamolwat  Vinijchaikul,  M.D., 
visiting  associate  professor.  Pathology;  Ramon  Rod- 
riguez-Torres,  M.D.,  professor,  Pediatrics;  Jack  G. 
Rabinowitz,  M.D.,  professor.  Radiology;  Sang  B.  Ha, 
M.D.,  instructor.  Rehabilitation  Medicine;  Peter  K. 
Kottmeier,  M.D.,  professor,  and  Carl  R.  Grosz,  M.D., 
associate  professor.  Surgery. 

New  York  University  School  of  Medicine 

Recent  promotions.  Rene  I.  Jahiel,  M.D.,  has  been 
promoted  to  research  professor  of  preventive  medicine. 
Dr.  Jahiel  has  been  a member  of  the  faculty  since  1967. 


Archie  A.  Silver,  M.D.,  director  of  the  language  research 
unit  at  Bellevue  Hospital  Center,  has  been  promoted  to 
clinical  professor  of  psychiatry.  Dr.  Silver  has  been  a 
member  of  the  faculty  since  1947.  Arthur  N.  Testier, 
M.D.,  has  been  promoted  to  professor  of  clinical  urology. 
He  has  been  on  the  faculty  since  1959.  Regina  Gluck, 
M.D.,  has  been  promoted  to  professor  of  clinical  pedi- 
atrics. A member  of  the  faculty  since  September,  1944, 
she  is  also  a visiting  consultant  in  pediatric  cardiology 
at  Jewish  Hospital  of  Brooklyn,  Flushing  and  South 
Nassau  Hospitals,  Community  Hospital  at  Glen  Cove, 
Syosset  and  Mercy  Hospitals,  and  an  associate  attending 
in  pediatric  cardiology  at  North  Shore  Hospital. 

Upstate  Medical  Center 

New  administrator  and  faculty  member.  Thomas 
W.  Mou,  M.D.,  was  recently  named  an  administrator 
and  faculty  member  to  direct  the  health  education  pro- 
grams by  the  State  University  of  New  York  Trustees. 
As  dean.  Dr.  Mou  will  have  responsibility  for  central 
staff  coordination  of  the  programs  of  the  University’s 
four  health  science  centers — Upstate,  Downstate,  State 
University  at  Buffalo,  and  State  University  at  Stony 
Brook. 

University  of  Rochester  Medical  Center 

Genesee  region  educational  alliance  for  health  per- 
sonnel. The  creation  of  the  Genesee  Region  Education- 
al Alliance  for  Health  Personnel  was  recently  announced 
by  Dr.  J.  Lowell  Orbison,  dean  and  director,  of  the 
Center.  An  award  of  $75,000  from  the  Commonwealth 
Fund  was  announced  at  the  same  time  to  cover  part  of 
the  three-year  budget  of  the  Alliance  and  will  be  payable 
when  the  rest  of  the  budget  ($162,050),  is  raised  from 
other  sources.  Dallas  Dillman,  M.D.,  medical  di- 
rector, Corning  Glass  Works,  is  a member  of  the  re- 
sources committee  charged  with  obtaining  the  additional 
financing.  The  Alliance  is  an  association  of  organiza- 
tions in  the  area  involved  in  training  health-care  per- 
sonnel for  public  and  private  colleges  and  universities, 
schools  of  nursing,  high  schools,  hospitals,  and  several 
other  institutions  for  health  care  delivery  and  health 
care  planning. 
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Editorials 


Preventive  function  of  the  health  department 


The  State  Health  Department  has  the  responsi- 
bility of  safeguarding  the  health  of  the  people  both 
by  seeking  to  prevent  disease — by  immunization, 
by  abatement  of  harmful  environmental  condi- 
tions, and  by  public  bealtb  education— and  by 
seeking  to  improve  and  extend  the  medical  care 
available. 

During  1970,  a massive  immunization  drive 
against  rubella  achieved  full  operational  status. 
The  statewide  campaign,  begun  in  1969,  is  de- 
signed to  immunize  all  children  under  the  age  of 
puberty.  Through  October  31,  1970,  638,077 
children  were  immunized  in  public  programs;  this 
number  represents  26.4  per  cent  of  tbe  state’s 
population  aged  one  year  to  twelve  years. 

In  the  drive,  highest  priority  is  given  to  children 
having  their  first  social  contacts  in  day  care  cen- 
ters, kindergarten,  and  first  grade  classes.  The 
effectiveness  of  this  emphasis  on  school-based 
programs  is  reflected  by  the  fact  that  45.4  per  cent 
of  the  five-to-nine  age  group  has  been  immunized, 
as  opposed  to  16.7  per  cent  of  the  one-to-four  age 
group. 

The  campaign  seeks  to  protect  mothers  from 
contracting  the  disease  from  their  children. 

The  Legislature  authorized  the  Department  in 
1970  to  take  steps  to  prevent  and  control  lead 
poisoning  in  children.  The  Department  has 
adopted  rules  and  regulations  to  fix  criteria  for 
identifying  areas  and  conditions  involving  high 
risk,  to  specify  methods  of  detection  of  lead  in 
dwellings,  and  to  provide  for  administration  of 
prescribed  tests  for  lead  poisoning.  State  aid  is 
being  made  available  to  local  health  departments 
with  acceptable  lead  poison  control  programs,  and 
the  Department  has  begun  a program  to  approve 
local  laboratories  to  perform  the  required  analy- 
ses. 

The  number  of  local  rat  control  programs  funded 
by  the  State  increased  from  23  in  1969  to  28  in  1970. 
The  new  programs  are  in  Orange,  Putnam,  and 
Westchester  Counties,  the  city  of  Beacon  and  the 
village  of  Owego.  An  estrogen  bait  was  tested 
during  the  year  on  some  600  rats  living  at  a dump 
in  Columbia  County,  and  was  found  to  have  ef- 
fective results  as  an  inhibitor  of  rats’  reproductive 
ability. 

In  the  field  of  radiologic  health,  a survey  of  radi- 


ation leakage  from  166  microwave  ovens  used  in 
commercial  establishments  and  homes,  and  as 
demonstration  models,  was  conducted  by  the  Nas- 
sau County  Department  of  Health  in  cooperation 
with  the  State  Health  Department  and  the  U.S. 
Public  Health  Service.  It  was  found  that  23  (or  14 
per  cent)  of  the  ovens  exceeded  the  industry’s 
standard  for  leakage  radiation — 10  milliwatts  per 
square  centimeter — during  normal  operation,  and 
69  (or  41.5  per  cent)  exceeded  the  standard  while 
the  door  of  the  oven  was  being  opened. 

In  line  with  federal  requirements  that  family 
planning  services  be  extended,  the  Department  is 
supporting  demonstration  family  planning  pro- 
grams in  six  localities.  Programs  in  four  other 
localities  in  the  State  are  being  supported  by 
federal  grants. 

As  a requisite  for  continued  receipt  of  State  as- 
sistance, all  local  health  departments  were  re- 
quired in  1970  to  take  part  in  community  planning 
to  prevent  and  control  drug  abuse. 

The  Department  also  supervises  the  extent  and 
quality  of  medical  care  provided  by  hospitals, 
nursing  homes,  and  other  health-related  facilities, 
including  community  and  home  care  agencies.  In 
1970,  three  not-for-profit  hospitals  began  construc- 
tion, using  State  approved  mortgage  loans  of  $33 
million.  Two  nursing  homes  which  had  received 
$5,610,000  in  State  approved  mortgage  loans 
were  opened  to  patients  in  the  year.  The  program 
also  provided  more  than  $62  million  in  such  loans 
to  help  finance  more  than  $67  million  of  nursing 
home  and  health-related  facility  construction. 

Ten  nonprofit  hospitals  began  construction  with 
the  aid  of  more  than  $8  million  in  federal  grants; 
13  projects  which  had  received  federal  grants  of 
more  than  $10  million  were  completed  in  1970. 
Under  the  Hill-Harris  program,  15  projects  were 
approved  for  a total  cost  of  more  than  $77  million, 
of  which  more  than  $12  million  was  in  federal 
grants. 

Four  municipal  infirmaries,  aided  by  State 
grants  of  more  $3.5  million  were  completed,  and 
construction  started  on  another  one,  aided  by  a 
State  grant  of  more  than  $1  million. 

Sixteen  municipal  hospitals  in  New  York  City 
continued  to  undergo  accelerated  renovation;  since 
1968,  approximately  $23  million  has  been  expended 
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in  the  program.  Two  hospitals  are  virtually  com- 
pleted, one  is  nearly  completed,  nine  are  in  con- 
struction stages,  five  will  begin  construction 
soon,  and  one  is  not  yet  scheduled  for  construction. 

In  1970,  the  Department  developed  a new 
formula  for  prospectively  determining  proper  rates 
for  reimbursement  by  government  agencies  for 
institutional  services  provided;  Blue  Cross  reim- 
bursement is  also  determined  on  the  basis  of 
formulas  that  are  consistent  with  Health  Depart- 
ment Principles  of  Reimbursement.  These  have 
been  found  to  be  effective  in  holding  down  hospi- 
tal costs. 

The  federal  government  has  approved  New  York 
State’s  plan,  and  its  standards,  for  the  provision 
of  health  care  services  by  nursing  homes  and 
health-related  facilities  to  nonoccupants.  The 
plan,  first  in  the  nation  to  be  approved,  permits 
some  persons  who  would  otherwise  have  to  be  insti- 
tutionalized to  receive  care  at  home  and  in  the 
community. 

Plans  continue  for  the  transfer  of  tuberculosis 
hospital  and  clinic  services  from  special  tuber- 
culosis hospitals  to  general  community  hospitals 
in  the  upstate  area.  In  this  connection,  the  Mt. 
View  Hospital  in  Niagara  County — originally  a 
tuberculosis  hospital  and  then  a general  hospital 
with  a tuberculosis  ward — discontinued  its  tuber- 
culosis ward  late  in  the  year.  Tuberculosis 
patients  are  now  admitted  to  the  general  medical 
service  of  the  hospital,  the  disease  now  being  con- 
sidered as  just  another  disease  which  can  be 
treated  in  a general  hospital. 

Responsibilities  for  the  establishment  of  hospi- 
tals and  other  health  facilities  were  transferred  by 
law  from  the  State  Board  of  Social  Welfare  to  the 
State  Public  Health  Council  during  the  year. 

The  Department  in  1970  intensified  its  continu- 
ing efforts  to  develop,  recruit,  and  train  additional 
health  manpower,  and  launched  in  October  a 


year-long  Health  Careers  Crusade  to  encourage 
young  people  to  enter  health  careers  and  occupa- 
tions. Programs  to  reach  potential  health  man- 
power are  directed  at  veterans  and  servicemen; 
inactive  nurses,  physical  and  occupational 
therapists;  physicians’  assistants,  and  other 
medical  and  paramedical  personnel. 

All  home  health  agencies  associated  with  local 
health  departments  must  now  supplement  their 
home  nursing  service  with  the  services  of  home 
health  aides.  Services  available  for  care  of  the 
sick  at  home  have  increased  greatly.  There  are 
now  129  home  health  agencies  licensed  by  the 
State,  of  which  83  are  community  based  and  46 
are  hospital  home  care  departments.  During  the 
year,  a trend  continued  toward  creation  of  more 
hospital  social  service  units  and  the  improvement 
of  existing  units.  The  Department’s  electronic 
data  processing  unit  developed  a computerized 
donor-recipient  matching  system  for  kidney  trans- 
plants, a similar  matching  program  to  search  files 
of  potential  blood  donors  for  leukemia  patients, 
a compilation  of  persons  with  rare  inherited  condi- 
tions for  a new  chromosome  registry,  and  a blood 
bank  inventory  system  which  gives  rapid  informa- 
tion on  blood  supplies — numbers  of  units,  blood 
types,  and  age  of  the  units — at  hospitals  served  by 
the  Red  Cross  regional  blood  program  centered  in 
Albany.  The  Department  continues  to  process  all 
air  and  water  pollution  monitoring  reports  for  the 
newly-formed  Department  of  Environmental  Con- 
servation. 

The  Mount  Vernon  City  Health  Department  was 
incorporated  into  the  Westchester  County  Health 
Department  on  January  1,  1970,  and  the  Yonkers 
City  Health  Department  will  be  incorporated  into 
the  County  Health  Department  on  January  1,  1971. 
More  than  90  per  cent  of  state  residents  now  live 
in  cities  or  counties  served  by  full-time  public 
health  services. 
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Paramedical,  of  course... 


Health  Service  Systems  does  not  practice 
medicine— that  is  for  you,  the  physician, 
to  do. 

What  Health  Service  Systems  does  do  is  to 
support  your  practice,  permitting  you,  the 
physician,  to  overcome  the  restraints  of 
time  on  your  primary-care  capability. 

What  Health  Service  Systems  does  is  para- 
medical. It  gives  a medically-accepted  test 
segment  of  the  total  health  examination— 
the  routine  segment  you,  the  physician, 
can  leave  to  trained  technologists— and 
sends  its  report  only  to  you,  the  physician, 
for  medical  evaluation  and  follow-up. 

What  Health  Service  Service  Systems  does 
is  to  encourage  the  periodic -examination 
habit— for  preventive  as  well  as  curative 


medicine  — by  providing  a convenient, 
comfortable,  one-stop,  personal  test  cen- 
ter, where  you  can  refer  your  patients  as 
confidently  as  you  would  welcome  them 
to  your  own  office. 

What  Health  Service  Systems  is  doing,  in 
short,  is  helping  to  enhance  the  doctor- 
patient  relationship  through  new  concepts 
in  muitiphasic  testing,  with  a fully- 
equipped  facility,  physician-oriented  pro- 
gram and  examinee-geared  procedures. 
For  a closer  look  at  Health  Service  Sys- 
tems’ unique  Queens  Muitiphasic  Exami- 
nation Center,  write  or  phone  for  a color- 
ful brochure,  or  better  still,  visit— at  your 
convenience.  If  you  haven’t  already  expe- 
rienced it,  let  us  schedule  you  for  the  same 
test  package  we  offer  your  patients. 


HEALTH  SERVICE  SYSTEMS 

151  175-61HILLSIDEAVE.,JAMAICAESTATES,N.Y.11432  • (212)291-4800 


745 


Fast».long-lasting  ( 
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of  colds  and  flu 
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and  flu  discomforts.  In  each  10-grain  tablet  are  over 

6,000  microscopic  reservoirs  that  release  aspirin  at  a 

controlled  rate— some  right  away  and  some  later 

on.  This  means  fast  relief  of  symptoms, 

followed  by  hours  of  comfort.  Throughout 

the  day,  Measurin  gives  your  patients 

freedom  from  a 4-hour  aspirin  schedule. 

During  the  night,  its  8-hour  dosage 
schedule  holds  the  promise  of  sound  sleep 
without  awakening  to  take  extra  tablets. 
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Electromagnetic  radiation  ranges  from  gamma 
rays  (less  than  0.01  A)  to  radio  waves  (from  1 mm. 
to  several  kilometers).  Within  this  spectrum 
ultraviolet  and  visible  radiation  between  3,000 
and  7,000  A (the  photobiologic  spectrum)  consti- 
tute a major  portion  of  the  solar  radiation  that 
primarily  affects  human  skin.  Fortunately,  on 
earth,  wave  lengths  less  than  2,970  A do  not  reach 
man;  these  wave  lengths  are  capable  of  readily 
damaging  biologic  systems. 

The  photobiologic  spectrum  contains  75  per  cent 
of  the  sun’s  energy  reaching  the  surface  of  the 
earth;  the  energy  is  used  in  photosynthesis,  visual 
photoreception,  photoreactivation,  cutaneous  pig- 
ment darkening,  and  melanogenesis.  Within  this 
spectrum  the  band  of  radiation  between  2,970  and 
4,000  A (erythemogenic  spectrum)  is  responsible 
for  sunburn,  carcinogenesis,  phototoxic  reactions 
(exaggerated  sunburn),  and  such  manifestations  as 
urticaria,  edema,  and  vesiculobullous,  purpuric, 
papular,  and  eczematous  lesions. 

Molecules  only  participate  in  chemical  reactions 
when  they  possess  the  energy  of  activation.  At 
any  given  temperature  all  molecules  possess  a 
certain  amount  of  kinetic  energy  by  virtue  of  their 
molecular  structure.  In  any  mass  not  all  molecules 
possess  the  same  energy,  and  only  those  with 
energy  equal  to  or  greater  than  the  energy  of  acti- 
vation can  react.  Molecules  may  acquire  energy 
by  collision  with  other  molecules  resulting  in 
“dark”  chemical  reactions,  that  is,  absence  of 
radiant  energy.  Molecules  may  also  acquire 
energy  not  only  by  collision  with  one  another  but 
also  with  quanta  of  electromagnetic  energy;  mole- 
cules in  photochemical  and  photobiologic  reactions 


Photosensitivity  eruptions  may  be  demorustrations 
of  phototoxicity,  photoallergy,  and  even  photo- 
aggravation. This  review  deals  specifically  with 
the  causes  of  photoallergy,  primarily  the  topical 
agents  present  in  soaps.  The  chemicals  incrimi- 
nated in  an  antibacterial  soap  are  mentioned,  and 
the  technic  of  photopatch  testing  is  discussed.  The 
most  potent  photosensitizer  in  soaps  is  no  longer 
on  American  markets,  but  the  physician  should  be 
alert  for  potential  photosensitivity  eruptions  from 
new  products. 


TABLE  I.  Comparison  of  phototoxic  and 
photoallergic  reactions^-’ 


/ — Reactions 

Observations  Phototoxic  Photoallergic 


Population 

Occurs  in  all  patients 

Occurs  in  small  per- 

if  given  adequate 
dose  of  chemical 
and  exposed  to 
prop>er  wave  lengths 

centage  of  patients 

Incubation  period 

No 

Yes  (except  for  cross 
reaction  with 
similar  chemical) 

Chemical  alteration  of 

No 

Yes 

photosensitizer 

Hyperpigmentation 

May  be  intense 

Compatible  with  de- 
gree of  erythema 
seen  in  sunburn 

“Flares”  at  unexposed 

No 

Yes 

areas  distant  from  site 
of  exposure 

“Flares”  at  distant  pre- 

No 

Yes 

viously  involved  sites 
pK)ssible 

Clinical  changes 

Sunburn  like 

Varied  morphology 

Persistent  light  reactions 

No 

Rarely 

Cross  reactions  to 

No 

Frequent 

structurally  related 
agents 

Photopatch  test 

Sunburn 

Eczematous 

Broadening  of  cross 

No 

Possible 

reactions  following 
repeated  photopatch 
testing 

Concentration  of  drug 

High 

Low 

necessary  for  reaction 

Action  spectrum 

Usually  similar  to  ab- 

Usually  longer  wave 

sorption  spectrum 

length  than  absorp- 

and  greater  than  3,200  tion  spectrum  and 

Angstrom  units 

shorter  than  3,200 
Angstrom  units 

absorb  visible  and  ultraviolet  light,  resulting  in 
excited  electronic  states.  Cutaneous  photosensiti- 
zation is  caused  by  transference  of  energy  from 
photoexcited  molecules  to  the  components  of 
cutaneous  cells.  In  phototoxic  reactions  a break- 
ing of  covalent  bonds  results  with  formation  of  free 
radicals,  peroxide,  and  heat  with  subsequent 
nuclear  and  cell  membrane  alteration  and  cell 
damage.^  In  photoallergic  reactions  the  energy 
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transference  results  in  new  compound  formation 
(haptene  or  incomplete  antigen);  the  haptene  com- 
bines with  protein  to  form  a complete  antigen; 
antibody  is  produced  against  the  antigen,  and  the 
subsequent  antigen-antibody  reaction  causes  cell 
damage  (Table  I). 

Photosensitivity  and  soaps 

Photosensitivity  eruptions  have  been  getting 
increased  attention  from  dermatologists  in  the 
last  decade.  The  term  photosensitivity  will  be 
used  here  in  the  broadest  possible  sense,  that  is, 
to  include  phototoxicity  (the  analogue  of  primary 
irritant  dermatitis),  photoallergy,  and  even  photo- 
aggravation. 

By  phototoxicity  we  imply  a direct  toxic  effect 
of  a chemical  agent  either  activated  or  converted 
from  a previously  applied  or  ingested  chemical 
where  the  resulting  activated  or  produced  chemical 
is  toxic  to  the  skin.  This  may  occur  by  ingestion  as 
in  the  case  of  demethylchlortetracycline  (Declomy- 
cin)  or  by  topical  application  as  in  the  case  of  the 
psoralens.  Photoallergy  is  defined  as  the  conver- 
sion of  a chemical  to  another  chemical  which  acts 
as  a true  antigen  in  the  sense  that  antibody  is 
produced.  The  resulting  antigen-antibody  re- 
action is  damaging  to  the  tissues.  Therefore, 
photoallergy  is  a true  antigen-antibody  reaction 
inducing  an  alteration  in  the  capacity  to  respond. 
Photoaggravation  is  defined  as  the  aggravation  by 
electromagnetic  energy  of  an  already  existing 
inflammatory  reaction.  The  best  example  of  this 
is  the  erythema  induced  by  5-fluorouracil  being 
aggravated  by  the  normal  sunburn  spectrum. 
Photoaggravation  may  indeed  be  a very  wide- 
spread phenomenon  in  that  many  inflammatory 
dermatoses  may  be  made  worse  by  sunlight.  In 
this  review  we  propose  to  deal  specifically  w'ith 
topical  causes  of  photoallergy  and  specifically 
topical  agents  which  are  present  in  soaps. 

The  first  report  which  clearly  demonstrated 
photocontact  dermatitis  due  to  a chemical  in  soap 
was  that  of  Wilkinson.'*  He  reported  on  photo- 
contact dermatitis  from  tetrachlorosalicylanilide. 
Other  reports  have  followed  from  a host  of 
authors. The  earliest  report  was  that  of  photo- 
sensitivity to  a tetrachlorinated  product,  namely, 
tetrachlorosalicylanilide.  Subsequent  reports  and 
examination  of  the  patch  test  data  would  indicate 
that  tetrachlorosalicylanilide  is  probably  the  most 
potent  of  the  photosensitizers  which  have  been 
incorporated  into  soaps.  However,  there  is  almost 
certainly  a cross  photosensitivity  between  tetra- 
chlorosalicylanilide and  tribromosalicylanilide.'-'* 
Vinson  and  Faltt®  believed  that  tribromosalicylani- 
lide  did  not  demonstrate  cross  photosensitivity. 
They  also  believed  that  the  skin  reacted  more  to 
chlorinated  salicylanilide  than  brominated  prod- 
ucts and  that  the  tetra  products  were  stronger 
photosensitizers  than  the  trihalogenated  products, 
d'his  would  fit  with  the  fact  that  a tetrachlorinated 


product  was  the  first  one  found  to  cause  photosen- 
sitization and  has  since  been  shown  to  be  the  most 
important  photosensitizer.  However,  the  lesser  or 
greater  degree  of  cross  photosensitivity  applies 
only  to  patients  statistically  examined  in  a large 
study.  In  any  given  patient  one  can  get  complete 
cross  sensitivity  not  only  between  tetrachloro- 
salicylanilide and  tribromosalicylanilide  but  also 
between  these  products  and  dibromasalin,  meta- 
bromsalin,  tribromsalin,  hexachlorophene,  bithio- 
nol,  triocarban,^  and  dibromosalicylanilide.  All 
these  compounds  can  act  as  the  primary  contact 
photoallergen  (Table  II). 

Investigations  have  appeared  over  the  years 
reporting  patients  with  photoallergy  to  the 
previously  numerated  antibacterial  agents  in 
soaps.  Now  that  the  physician  is  aware  of  the 
problem,  we  shall  discuss  an  approach  to  the 
patient. 

Testing  of  patient 

To  begin  with  the  physician  should  have  a high 
index  of  suspicion  for  this  problem  of  sensitivity. 
An  eczematous  eruption  on  tbe  light-exposed  areas 
of  a patient  should  alert  the  physician  to  the  pos- 
sibility of  a photosensitivity  eruption.  Light  erup- 
tion should  be  suspected  when  there  is  an  eczema- 
tous eruption  on  the  face  with  sparing  of  the  shaded 
areas  beneath  the  nose  and  chin.  Other  diagnostic 
features  are  involvement  of  the  V of  the  neck  and  a 
sharp  line  of  demarcation  at  the  collar.  Of  course, 
all  this  is  descriptive  of  a light  eruption  from  a 
systemic  agent,  a disease,  or  a topical  agent  that 
has  been  widely  applied,  such  as  an  antibacterial 
agent  in  a soap.  The  older  and  more  familiar 
berloque  dermatitis,  from  oil  of  bergamot  in  per- 
fumes and  toilet  water,  is  localized  to  a specific 
area,  usually  a linear  streak  on  the  neck,  postau- 
ricular  areas,  and  arms,  where  the  product  is 
applied.  The  diagnostician  must  take  into  con- 
sideration the  areas  over  which  a particular  soap 
was  used,  hands,  face,  or  entire  body,  and  the  type 
of  clothing  worn  at  the  time  of  exposure  to  the  sun: 
full  dress  with  only  the  face,  neck,  and  hands 
exposed  or  a bathing  suit  with  almost  the  entire 
body  exposed.  Almost  invariably  the  antibacterial 
soaps  are  used  over  the  entire  body,  and  the  distri- 
bution of  the  photoallergic  eruption  is  determined 
by  the  type  of  clothing  worn.  With  this  in  mind 
and  the  knowledge  that  eruption  does  not  develop 
on  every  exposed  area  of  skin,  because  of  variations 
in  the  amount  of  light  on  a particular  area,  the 
physician  is  in  a position  to  proceed  to  the  next 
and  critical  step  in  diagnosis  of  a photosensitivity 
eruption  due  to  a topical  agent,  namely,  photo- 
patch testing.  The  requirements  for  duplicating 
allergic  contact  dermatitis,  that  is,  producing  a 
positive  allergic  contact  patch  test  are  the  intimate 
contact  of  the  allergen  over  an  adequate  area  for  an 
adequate  period  of  time.  These  conditions  have 
been  standardized  with  a closed  patch  test  of 
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TABLE  II.  Chemicals  which  induce  photosensitivity  in  man" 


Sulfonamides 

Sulfanilamide 

Sulfathiazole 

Sulfapyridine 

Sulfadiazine 

Sulfamethazine 

Sulfamerazine 

Sulfaguanidine 

Blankpores 

Sulfonylurea 

Carbutamide  (Nadisan) 
Tolbutamide  (Orinase) 
Chlorpropamide  (Diabinese) 
Chlorothiazides 

Chlorothiazide  (Diuril) 
Hydrochlorothiazide 
(Hydrodiuril) 

Phenothiazines 

Chlorpromazine  (Thorazine, 
Largactil,  Megaphen) 
Promethazine  (Phenergan) 
Mepazine  (Pacatal) 

Trimeprazine  (Temaril) 
Trifluoperazine  (Stelazine) 
Prochlorperazine  (Compazine) 
Promazine  (Sparine) 
Thiopropazate  (Dartal) 
Triflupromazine  (Vesprin) 
Perphenazine  (Trilafon) 

Agents  derived  from  Umbelliferae 
Parsnips,  fennel,  dill,  parsley, 
carrots,  masterwort,  celery, 
Ammi  majus,  Angelica  species, 
coriander 
Rutaceae 

Common  rue,  gas  plant,  berga- 
mot, lime,  and  other  species  of 
citrus  fruits 


Other  species 

Buttercup,  mustard,  bindweed, 
agrimony,  yarrow  (milfoil), 
meadow  grass,  fig,  Psoralea 
cerylifolia  (bavachi),  bergamot 
oil,  citrol  oil,  j)erfumes,  Cologne 
water 

Hypericum  (contains  hypericin) 

St.  John’s  wart,  buckwheat 
Antiseptics 

Bithional  (Lorothidol) 
Tetrachlorosalicylanihde 
Tribromosalicylanilide 
4 ',5-Uibromosalicylanilide 
3,5-Dibromosalicylanilide 
1 lexachlorophene 
Sun  screens 

Para-aminobenzoic  acid 
Uigalloyl  trioleate 
Acridine  dyes 
9-Aminocredine 
Acredine 
Tryaflavin 

Paraphenylenediamine 
Methylene  blue 
Toluidine  blue 
Fluorescein 
Eosin 

Hose  bengal 
Hypan  blue 
Antibiotics 

Demethylchlor  tetracycline 
Chlortetracycline  (Aureomycin) 
Griseofulvin 

N-butyl-4-chlorosalicylamide 

Tetrachlorosalicylanihde 

Tribromosalicylanilide 

Dibromsalin 

Metabromsalin 

Tribromsalin 


I lexachlorphene 
Bithionol 
'I'riocarban 
Bromsalicylanilide 
Furocoumarins 

8-Methoxy psoralen  (oxy psoralen, 
methoxsalen,  xanthotoxin, 
ammoidin) 

4,5',  S-'Primethylpsoralen 
Psoralen 

5-Methoxy  psoralen 
Coal  tar  (pitch,  lianthal)  contains 
Benzene 
Toluene 
Naphthalene 
Xylene 
Anthracene 
Thiophene 
Pyridine 
Acridine 
Phenanthrene 
Phenolic  bodies 

Heavy  metal  salts  (gold  and  silver) 
Antihistamines 

Diphenhydramine  hydrochloride 
(Benadryl) 

Promethazine  (Phenergan) 
'Pripyrathiazine  hydrochloride 
Miscellaneous  agents 
Diethylstilbestrol 
Triethylenemelamine 
Quinine 
Riboflavin 
Estrone 

Endogenous  photosensitizers 
Hematoporphyrin 
Coproporphyrin 
Uroporphyrin 
Protoporphyrin 


approximately  l-cm.^  area  under  a forty-eight 
hour  occlusive  dressing.  The  proper  concentra- 
tions and  vehicles  adequate  to  produce  true  allergic 
reactions  while  avoiding  primary  irritant  reactions 
have  been  experimentally  determined  and  can  be 
found  in  the  literature. 

In  the  case  of  photopatch  testing  the  exposure 
to  an  adequate  amount  of  energy  of  the  appropriate 
activating  wave  length  is  necessary.  At  the  same 
time  controls  must  be  instituted  to  differentiate 
ordinary  allergic  contact  dermatitis  from  photo- 
contact dermatitis. 

Photopatch  testing  of  a patient  can  start  as 
follows:  The  suspected  product,  such  as  an  anti- 
bacterial soap,  is  used  by  the  patient  in  the  office 
by  washing  one  anterior  forearm  thoroughly  for  five 
minutes.  The  area  is  dried  and  immediately  ex- 
posed to  thirty  or  sixty  minutes  of  sun.  This  time 
is  adequate  for  the  season  between  June  and  Sep- 
tember from  11:00  A.M.  to  1:00  P.M.  in  the  New 
York  City  area.  For  other  parts  of  the  world  ap- 
propriate adjustments  can  be  made.  If  the  time 
of  the  year  is  inappropriate,  an  artificial  source  of 
light  may  be  used.  Since  the  usual  activating 


wave  lengths  are  higher  than  the  sunburn  spectrum 
(2,900  to  3,200  A),  one  must  be  certain  that  wave 
lengths  between  3,600  and  4,000  A are  present  in 
high  enough  doses  without  amounts  of  2,900  to 
3, 200- A energy  that  would  result  in  ordinary  sun- 
burn erythema  and  confuse  the  test.  Using  six 
blacklight  F-20  T-12  General  Electric  fluorescent 
bulbs  at  15  inches,  the  exposure  time  should  start 
at  five  minutes. 

Another  method  utilizes  determination  of  the 
minimal  erythema  dose  with  both  the  sun  lamp 
and  blacklamp  source  and  then  utilizes  one-half 
minimal  erythema  dose  as  the  test  dose.  This 
method  is  longer  in  that  it  involves  the  determi- 
nation of  the  minimal  erythema  dose  before  testing 
the  product.  In  addition,  the  minimal  erythema 
dose  is  not  related  to  the  photoeruption  except  in 
some  cases  of  persistent  light  reactors. 

The  opposite  forearm  is  exposed  at  the  same 
time  as  a control,  that  is,  without  any  chemical 
applied.  Both  are  read  in  twenty-four  to  forty- 
eight  hours.  If  done  properly,  this  simple  screen- 
ing test  is  almost  diagnostic  of  photoeruption. 

If  the  patient  has  a positive  photopatch  test 
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result  after  patch  testing  to  the  product,  one  may 
proceed  to  identify  the  specific  chemical  involved. 
K the  specific  antibacterial  agent  in  the  soap  is 
known,  a 0.1  per  cent  solution  can  be  used  for 
photopatch  testing  by  applying  three  occlusive 
patch  tests  in  the  standard  manner,  preferably 
working  in  semidarkness.  After  twenty-four  hours 
one  patch  is  removed  and  radiated  with  either 
sunlight  or  artificial  light  as  described  previously. 
Another  patch  is  removed  but  not  irradiated. 
Both  patches  are  again  occluded.  At  the  end  of 
another  twenty-four  hours  all  the  patches  are  read. 
As  with  ordinary  contact  patch  tests,  delayed 
patch  test  readings  should  be  performed  at  ninety- 
six  hours.  Of  course,  multiple  photopatch  tests 
can  be  done  at  once  as  with  ordinary  occlusive 
contact  patch  testing.  K one  does  not  know  the 
specific  antibacterial  ingredient,  a whole  series  of 
the  previously  mentioned  chemicals  can  be  patch 
tested.  This  should  be  done  even  if  the  exact 
ingredient  has  been  identified  to  determine  cross 
photosensitivity.  One  problem  for  the  average 
practitioner  is  obtaining  these  chemicals.  How- 
ever, the  patient  can  be  helped  even  if  the  specific 
chemicals  are  not  identified,  since  the  product  he 
was  using  is  identified,  and  all  antibacterial  soaps 
can  be  interdicted.  Under  these  circumstances  we 
have  found  it  best  to  use  one  of  the  specific  mild 
dermatologic  soaps  (Basis,  Oilatum,  or  Ramel). 

Summary 

The  concept  of  photosensitivity  has  been  dis- 
cussed. The  chemicals  which  have  been  incrimi- 
nated in  an  antibacterial  soap  have  been  men- 
tioned, and  the  technic  of  photopatch  testing  has 
been  discussed. 

It  should  be  realized  that  the  incidence  of 


photosensitivity  is  not  known.  Although  several 
hundred  patients  around  the  country  have  been 
studied,  the  actual  incidence  in  relation  to  the 
amount  of  soap  being  sold  is  probably  low.  It 
should  also  be  realized  that  the  most  potent  photo- 
sensitizer which  was  found  in  the  soaps,  tetrachlo- 
rosalicylanilide,  is  no  longer  on  the  American  mar- 
ket. It  is  the  other  compounds  mentioned  pre- 
viously which  may  be  incriminated  in  the  unusual 
case  of  photoallergy.  Therefore,  the  practitioner 
should  be  alert  for  potential  photosensitivity  erup- 
tions from  new  products. 

References 

1.  Pathak,  M.  A.:  In  the  Biological  Effects  of  Ultraviolet 
Radiation,  London,  Pergamon  Press,  1969,  p.  489. 

2.  Harber,  L.,  and  Baer,  R,:  In  ibid.,  p.  523. 

3.  Daniels,  F.,  Jr.:  Diseases  caused  or  aggravated  by 

sunlight,  M.  Clin.  North  America  49:  565  (1965). 

4.  Wilkinson,  D.  S.:  Photodermatitis  due  to  tetrachloro- 
salicylanilide,  Brit.  J.  Dermat.  73:  213  (1961). 

5.  Vinson,  L.  J.,  and  Flatt,  R.  S.:  Photosensitization  by 
tetrachlorosalicylanilide,  J.  Invest.  Dermat.  38:  327  (1962). 

6.  Harber,  L.  C.,  Harris,  H.,  and  Baer,  R.:  Photoallergic 
contact  dermatitis  due  to  halogenated  salicylanilide  and  related 
compounds.  Arch.  Dermat.  94:  255  (1966). 

7.  Harber,  L.  C.,  Targovnik,  S.  E.,  and  Baer,  R.  L.: 
Contact  photosensitivity  patterns  to  halogenated  salicylani- 
lides,  ibid.  96:  646  (1967). 

8.  Wilkinson,  D.  S.:  Experiences  with  halogenated  sali- 

cylanilides,  Brit.  J.  Dermat.  80:  63  (1968). 

9.  Freeman,  R.  G.,  and  Knox,  J.  M.:  The  action  spectrum 
of  photoconlact  dermatitis.  Arch.  Dermat.  97:  130  (1968). 

10.  Epstein,  J.  H.,  Wupper,  K.  D.,  and  Maibach,  H.  I.: 
Photocontact  dermatitis  to  halogenated  salicylanilides  and 
related  compounds,  ibid.  97:  236  (1968). 

11.  Pathak,  M.  A.:  In  The  Biological  Effects  of  Ultraviolet 

Radiation,  London,  Pergamon  Press,  1969,  p.  495. 

12.  Sulzberger,  M.  B.:  Dermatologic  Allergy,  Springfield, 

Illinois,  Charles  C Thomas,  1940. 

13.  Fischer,  A.:  Contact  Dermatitis,  Philadelphia,  Lea  and 
Febiger,  1967,  p.  257. 

14.  Schwartz,  L.,  Tulipan,  L.,  and  Birmingham,  D.  J.: 
Occupational  Diseases  of  the  Skin,  3rd  ed.,  Philadelphia,  Lea 
and  Febiger,  1957,  p.  71. 


750  New  York  State  Journal  of  Medicine  / April  1,1971 


In  an  inuestif>ation  of  the  extent  of  alcoholism  at 
Harlem  Hospital,  all  patients  admitted  to  two  male 
and  two  female  medical  wards  during  a three-week 
period  were  studied.  Of  these  151  patients,  33  were 
not  capable  of  being  interviewed;  the  remaining 
1 18  patients  supplied  the  data  for  this  study.  The 
diagnosis  of  alcoholism  was  made  on  the  alcohol- 
abuse  scale  developed  by  Dr.  Zimberg.  The  preva- 
lence rate  of  alcoholism  was  determined  by  age  and 
sex.  Total  prevalence  was  47  per  cent:  60  per  cent 

for  males  and  34  per  cent  for  females.  The  house 
staff  diagnosed  only  50  per  cent  of  the  patients  as 
alcoholic  whom  the  investigators  had  found  to  have 
moderate  or  greater  degree  of  alcoholic  abuse,  but 
made  only  1 false  positive  diagnosis. 
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Alcoholism  today  is  a large  and  generally  unap- 
preciated public  health  problem.  This  is  particu- 
larly true  in  the  urban  ghetto  where  high  degrees  of 
alcohol  abuse  have  been  well  documented.^  Previ- 
ous studies  of  alcoholism  in  municipal  hospitals 
indicate  that  the  alcohol  abuse  was  itself  a direct 
influence  on  the  hospitalization  of  these  pa- 
tients.-'^ However,  alcoholic  persons,  particularly 
in  the  early  stages  of  the  disease,  are  often  not  di- 
agnosed as  such  when  they  come  into  contact  with 
medical  care  facilities.^  This  study  was  performed 
with  the  intention  of  defining  the  extent  of  the 
problem  among  medical  ward  patients  at  Harlem 
Hospital  and  of  investigating  the  special  problems 
presented  by  alcoholic  patients  in  terms  of  specific 
disease  conditions,  duration  of  hospitalization, 
and  the  ability  of  the  house  staff  to  recognize  and 
deal  with  the  problem. 

*Supported  by  Health  Research  Council  of  New  York  Grant 
U 1230 


Methods 

The  study  group  was  composed  of  all  patients 
admitted  to  four  medical  wards  (2  female  and  2 
male)  at  Harlem  Hospital  during  a three-week 
period  in  the  summer  of  1969.  During  the  study 
period  151  patients  were  admitted  to  these  wards; 
we  were  unable  to  interview  33  (22  per  cent)  of 
these  patients  because  of  coma,  death,  severe 
handicap  in  communication,  or  because  of  early 
discharge  or  refusal  to  cooperate.  The  remaining 
118  patients  were  interviewed  as  soon  as  possible 
after  admission.  Usually,  the  interview  was  com- 
pleted within  the  first  twenty-four  hours,  but, 
when  necessary,  return  visits  were  made.  The 
interview  dealt  comprehensively  with  the  pa- 
tients’ drinking  history.  Demographic  data  were 
obtained  from  the  patient  or  the  hospital  chart. 
Following  the  interview,  information  was  obtained 
from  the  medical  chart  as  to  the  admission  diag- 
nosis, and  the  house  staff’s  impressions  at  admis- 
sion were  recorded.  Similar  information  was  ob- 
tained on  discharge. 

Diagnosis  of  alcoholism 

Many  criteria  have  been  utilized  for  the  diag- 
nosis of  alcoholism.  The  American  Medical  As- 
sociation Manual  on  Alcoholism^  defines  it  as  a 
disease  “typically  associated  with  physical  dis- 
ability and  impaired  emotional,  occupational, 
and/or  social  adjustments  as  a direct  consequence 
of  persistent  and  excessive  use  of  alcohol.’’  In 
this  study,  we  utilized  an  alcohol  abuse  scale  de- 
veloped at  the  Harlem  Hospital  Alcoholism  Unit 
by  Sheldon  Zimberg,  M.D.  As  outlined  in  Table 
I,  the  scale  establishes  degrees  of  physical,  social, 
and  occupational  impairment  through  which  a per- 
son progresses  on  his  way  to  becoming  openly  al- 
coholic. There  is  less  concern  in  this  scale  with 
how  often  or  how  much  a person  drinks.  This  is 
in  line  with  the  recent  disfavor  of  the  definition 
based  on  frequency  and  intensity  of  drinking. 
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TABLE  I.  Alcohol  abuse  scale 


TABLE  III.  Alcohol  abuse  by  age  and  sex 


Stage 


Characteristics 


1.  None 

2.  Minimal 


3.  Mild 


4.  Moderate 


5.  Severe 


6.  Extreme 


Drinks  only  on  occasion,  if  at  all. 

Drinking  is  not  conspicuous,  occasional 
intoxication  (up  to  4 per  year).  No 
social,  family,  occupational,  health,  or 
legal  problems  related  to  drinking. 

Intoxication  occurring  up  to  once  a month, 
although  generally  limited  to  evening 
or  weekends  and/or  some  impairment 
in  social,  family  relations,  or  occupa- 
tional functioning  related  to  drinking. 
No  physical  or  legal  problems  related 
to  drinking. 

Frequent  intoxications,  up  to  one  or  two 
times  per  week  and/or  significant  im- 
pairment in  social,  family,  or  occupa- 
tional functioning.  Some  suggestive 
evidence  of  physical  impairment  related 
to  drinking  such  as  tremors,  frequent 
accidents,  epigastric  distress,  loss  of  ap- 
petite at  times.  No  history  of  delirium 
tremens,  cirrhosis,  nutritional  defi- 
ciency, hospitalizations  related  to  drink- 
ing, or  arrests  related  to  drinking. 

Almost  constantly  drinking  (practically 
every  day).  History  of  delirium  tre- 
mens, liver  cirrhosis,  chronic  brain 
syndrome,  neuritis,  nutritional  defi- 
ciency, or  severe  disruption  in  social  or 
family  relations.  Unable  to  hold  a 
steady  job  but  able  to  maintain  himself 
on  public  assistance.  One  or  more  ar- 
rests related  to  drinking  (drunk  and 
disorderly). 

All  the  chai'acteristics  of  severe  impair- 
ment plus  homelessness  and/or  in- 
ability to  maintain  himself  on  public 
assistance. 


In  this  study,  unless  otherwise  stated,  anyone 
who  rated  moderate  or  severe,  stage  4 or  5,  was 
diagnosed  as  alcoholic.  There  were  no  cases  of 
extreme  (stage  6)  alcoholism  in  this  series. 

Results 

Of  the  118  cases  which  comprised  this  study, 
91  per  cent  were  Negro,  because  of  the  location 
of  the  hospital.  There  were  62  men  (53  per  cent) 
and  56  women  (47  per  cent).  Table  II  shows  the 


TABLE  II.  Alcohol  abuse  by  sex  in  62  male 
and  56  female  patients 


Alcohol 

Abuse 

Scale 

Per  Cent 
Male 

Per  Cent 
Female 

1 

27 

57 

2* 

8 

7 

3* 

.5 

2 

4 

26 

14 

r, 

34 

20 

Totai,s 

100 

100 

* 2 anfl  .2  <:ombin<id  to  calculate  X*. 

X»  = .3)  = 10.798  q>  < 0.02). 


Num- 

Per 

Num- 

Per 

her 

Cent 

her 

Cent 

Admis- 

Alco- 

Admis- 

Alco- 

Age  Gi'oup 

sions 

holic 

sions 

holic 

0 to  29 

14 

36 

13 

23 

30  to  49 

20 

75 

17 

59 

50  to  69 

19 

63 

17 

35 

70  and  over 

9 

56 

9 

0 

Totals 

62 

60 

56 

34 

TABLE  IV.  Various  social  factors  in  56  alcoholic 
and  in  62  nonalcoholic  patients 

Per  Cent 
Non- 

Per  Cent 

Social  Variable 

alcoholic 

Alcoholic 

Married  or  common-law 

23 

27 

Annual  income  under 

48 

64 

$2,000  or  on  welfare* 
High  school  graduate 

23 

27 

Unskilled  worker 

50 

48 

Employed  full-time 

19 

11 

Unemployed) 

18 

36 

Lives  alone  or  homeless 

37 

34 

* X2  (d.f.  = 1)  = 3.015  (p  > 0.05). 
t X2  (d.f.  = 2)  = 5.496  (p  > 0.05). 


percentage  distribution  of  alcohol  abuse  by  sex. 
The  males  had  a statistically  significant  greater 
degree  of  alcohol  abuse.  By  the  diagnostic  criteria 
used  in  this  study,  69  per  cent  of  the  male  patients, 
and  34  per  cent  of  the  female  patients  were  mod- 
erately to  severely  alcoholic.  Table  III  shows  that 
this  preponderance  of  alcoholic  males  holds  for 
each  age  group  studied  and  tends  to  be  greatest 
in  the  older-age  groups;  but  both  sexes  show  a peak 
prevalence  of  alcoholism  in  the  thirty-  to  forty- 
year  age  group. 

Social  variables,  such  as  marital  status,  occu- 
pation, annual  income,  employment  status,  educa- 
tional background,  and  household  composition 
were  studied;  but,  in  the  case  of  most  of  these  fac- 
tors, there  appeared  to  be  no  difference  between 
the  alcoholic  and  nonalcoholic  patients.  Several 
of  these  factors  are  shown  in  Table  IV.  Alcoholic 
patients,  as  would  be  expected,  tended  to  have  a 
lower  annual  income  and  were  twice  as  likely  as 
nonalcoholic  patients  to  be  unemployed;  but  none 
of  these  differences  were  statistically  significant 
with  the  number  of  patients  studied. 

Pneumonia,  bronchitis,  cirrhosis,  seizure  dis- 
order, gastritis,  and  pancreatitis  were  more  fre- 
quent in  the  alcoholic  patients  (Table  V).  Be-  ; 
cause  of  the  small  number  of  patients  with  each  ! 
diagnosis  (even  though  pneumonia  was  twice  as 
frequent  a diagnosis  in  alcoholic  patients  as  in  non- 
alcoholic patients),  the  only  diagnosis  for  which  a 
statistically  significant  difference  was  obtained 
was  that  of  seizure  disorder.  All  10  cases  of  seizure 
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TABLE  V.  Percentage  of  cases  with  each 
discharge  diagnosis  who  were  alcoholic 


Diagnosis 

Number 
with  Kach 
Diagnosis 

Per  Cent 
Alcoholic 

Respiratory  disease 

24 

67 

Pneumonia* 

15 

73 

Bronchitis 

3 

67 

Other  respiratory 

6 

50 

disease 

Liver  disease 

15 

53 

Hepatitis 

13 

46 

Cirrhosis 

2 

100 

Cardiovascular  disease 

24 

25 

Seizure  disorder) 

10 

100 

Miscellaneous 

45 

36 

Gastritis,  pancreatitis 

4 

75 

Genitourinary  disease 

8 

38 

Diabetes 

5 

20 

Other 

28 

32 

All  diagnoses 

118 

48 

• p > 0.05. 
t p < 0.01. 


disorder  were  among  alcoholic  patients.  When  the 
relationship  of  hospitalization  to  alcoholism  was 
considered,  39  per  cent  of  the  hospitalizations  in 
the  alcoholic  group  were  owing  to  diseases  felt  to  be 
directly  related,  25  per  cent  indirectly  related, 
and  36  per  cent  unrelated  to  alcoholism. 

Table  VI  shows  that  the  duration  of  hospitaliza- 
tion was  longer  for  alcoholic  than  nonalcoholic 
patients  (probability  less  than  0.05).  The  mean 
duration  of  stay  was  two  days  longer  for  the  al- 
coholic patients,  even  though  the  nonalcoholic 
cases  included  many  elderly  patients  with  chronic 
debilitating  diseases. 

Table  \^I  shows  the  resident’s  impression  on 
admission  and  on  discharge  as  to  whether  the  pa- 
tient was  alcoholic.  More  patients  were  diagnosed 
on  admission  than  on  discharge.  Further,  only 
severely  alcoholic  patients  were  identified  as  such 
by  the  resident.  Thus,  only  about  half  of  the 
moderate  and  severe  alcohol-abuse  patients  were 
identified  by  the  resident  on  discharge.  The  false 
positive  diagnosis  rate  is  very  low:  only  1 patient 
was  erroneously  diagnosed  as  alcoholic  on  admis- 
sion. Certain  diagnoses  were  more  commonly  as- 
sociated with  a resident’s  diagnosis  of  alcoholism. 
Thus,  7 out  of  10  cases  of  seizure  disorder  and  5 out 
of  6 cases  of  cirrhosis,  gastritis,  and  pancreatitis 
had  the  additional  diagnosis  of  chronic  alcohol 
consumption. 

Comment 

By  the  criteria  used  in  this  study,  60  per  cent  of 
males  and  34  per  cent  of  females  in  the  general 
medical  wards  of  Harlem  Hospital  were  found  to 
be  alcoholic.  Previous  studies  on  the  prevalence 
of  alcoholism  among  general  hospital  medical  ward 
patients  have  produced  rates  of  alcoholism  vary- 
ing from  15  to  38  per  cent  for  men,  and  4 per  cent 


TABLE  VI.  Duration  of  hospital  stay  in  56 
alcoholic  and  in  62  nonalcoholic  patients 


Days  in 
Hosjjital 

Per  Cent 
Non- 
alcoholic 

Per  Cent 
Alcoholic 

0 to  7 

42 

21 

8 to  1 4 

26 

45 

15  to  21* 

18 

18 

22  and  over* 

15 

16 

Tot  A us 

101 

100 

Mean  duration 

12.8  days 

14.8  days 

of  stay 


* Combining  fifteen  days  and  over. 
X*  (d.f.  = 2)  = 6.871  (p  < 0.05). 


TABLE  VII.  Percentage  of  patients  diagnosed 
by  the  resident  as  being  alcoholic 


Per  Cent  Diagnosed 

Alcohol  . as  Alcoholic 


Abuse 

Scale 

Number 

At 

Admission 

At 

Discharge 

1 

49 

2 

0 

2 

9 

0 

0 

3 

4 

0 

0 

4 

24 

8 

8 

5 

32 

91 

72 

Totaus 

118 

.27 

21 

for  women. Of  course,  these  data  are  not  en- 
tirely comparable,  since  differing  criteria  for  al- 
coholism were  used  for  each  study.  One  might 
also  expect  a considerable  degree  of  under-report- 
ing of  such  a condition,  when  information  is  ob- 
tained by  questionnaire.  In  tnese  previous  stu- 
dies, the  patient  was  not  identified  as  alcoholic  if 
he  or  she  denied  having  a drinking  problem.  In 
any  case,  the  prevalence  of  alcoholism  found  in  this 
study  is  remarkably  high,  and  reflects  to  some  de- 
gree the  extent  of  the  problem  in  the  surrounding 
community. 

The  low  male-female  ratio  of  1.8:1  reported  here 
indicates  that  alcoholism  is  no  longer  a disease  pri- 
marily of  men.  Of  the  19  alcoholic  females,  10 
were  heads  of  households.  This  has  important 
implications  for  health  planning  and  indicates  the 
degree  of  the  problem  in  the  community. 

The  absence  of  patients  with  extreme  alcohol 
abuse  (m  this  study,  this  depended  on  homeless- 
ness or  inability  to  maintain  oneself  on  public 
assistance)  may  indicate  some  social  stability 
among  this  alcoholic  population.  Alternatively, 
it  may  indicate  a failure  of  these  individuals  to 
come  into  contact  with  the  hospital  or  their  mi- 
gration out  of  the  area.  The  fact  that  no  signifi- 
cant differences  were  found  between  the  alcoholic 
and  nonalcoholic  groups  for  any  one  of  the  number 
of  variables  measuring  socioeconomic  status  is 
somewhat  surprising,  but  this  may  be  a result  of 
the  high  degree  of  social  disorganization  and  social 
pathology  in  the  surrounding  area.  This  explana- 
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tion  was  offered  by  Lief  et  al.^  on  their  failure  to 
find  much  difference  between  the  social  charac- 
teristics of  patients  with  and  without  alcohol  his- 
tories. It  may  equally  represent  failure  to  give  a 
truthful  answer  on  the  interview.  However,  sig- 
nificant differences  in  income  and  employment 
might  have  been  observed  had  the  present  sample 
size  been  larger. 

Although  the  house  staff  verbally  admitted  that 
a serious  drinking  problem  existed  among  a ma- 
jority of  the  patients  on  their  respective  wards,  they 
failed  to  translate  this  into  diagnosis  and  treat- 
ment. Only  55  per  cent  of  alcoholic  patients  on 
admission  and  45  per  cent  on  discharge  were  recog- 
nized as  such  by  the  house  staff.  Review  of  the 
medical  charts  showed  that  few  psychiatric  consul- 
tations for  alcoholism  were  requested,  and  only 
rarely  was  a patient  referred  to  the  alcoholism 
clinic  for  treatment  on  discharge.  There  were,  in 
fact,  inadequate  facilities  at  the  hospital  for  deal- 
ing with  the  magnitude  of  this  problem. 

Certain  disease  entities  are  associated  with  al- 
coholism, although,  because  of  the  small  scale  of 
this  study,  we  were  able  to  show  only  a significant 
association  only  between  seizure  disorders  and  al- 
coholism. Pneumonia  also  appeared  to  be  closely 
associated  with  alcoholism,  although  the  associ- 
ation was  not  statistically  significant,  as  was  also 
the  case  with  other  suspect  conditions,  such  as  cir- 
rhosis, gastritis,  and  pancreatitis. 

In  an  effort  to  determine  whether  there  was  a 
seasonal  variation  in  the  admission  of  alcoholic 
patients  the  monthly  discharge  statistics  for  pa- 
tients with  the  diagnosis  of  chronic  alcoholism, 
cirrhosis,  and  adult  seizure  disorders  were  ob- 
tained. No  seasonal  variation  was  noted.  How- 
ever, since  there  is  a seasonal  variation  in  medi- 
cal service  admissions,  with  about  20  per  cent 
more  patients  being  admitted  in  the  winter 
months,  it  is  possible  that  the  proportion  of  alco- 
holic patients  admitted  during  these  months  is 
somewhat  lower. 

That  this  high  prevalence  of  alcoholism  places 


a burden  on  the  already  overcrowded  hospital 
system  can  be  seen  from  the  significantly  longer 
hospital  stay  for  alcoholic  patients  than  for  non- 
alcoholic patients.  We  would  calculate  that  18 
out  of  100  admissions  to  the  department  of  medi- 
cine at  this  hospital  are  directly  due  to  alcoholism. 
(We  omit  those  cases  indirectly  associated;  so  we 
are  underestimating  the  cost.)  At  an  average  stay 
of  14.8  days,  and  with  5,000  medical  admissions 
per  year,  and  a cost  of  $60  per  day  (conservative), 
we  arrive  at  a year’s  cost  to  the  hospital  of 
$813,900.  The  Central  Harlem  community  has, 
indeed,  a very  high  incidence  of  narcotic  addic- 
tion; in  comparison,  6 to  12  per  cent  of  the  admis- 
sions to  the  medical  service  are  narcotic  addicts. 
Alcoholism  thus  constitutes  an  even  greater  prob- 
lem among  the  patient  population  at  Harlem  Hos- 
pital, and  presumably,  in  the  surrounding  commu- 
nity. This  study  indicates  the  need  for  wider 
appreciation  of  this  problem  by  the  house  staff, 
and  for  the  provision  of  suitable  therapeutic  pro- 
grams aimed  at  the  management  of  alcoholism 
on  an  ambulatory  basis. 

Department  of  Medicine,  Metropolitan  Hospital 
97th  Street  and  First  Avenue 
New  York,  New  York  10027 
(DR.  CHERUBINI 
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The  potential  experimental  usefulness  of  large 
animals  with  immediate-type  hypersensitivity  of 
the  respiratory  tract  to  inhalant  antigens  led  to  a 
search  for  laboratory  subjects  of  this  type. 

Such  animals  would  provide  subjects  for  studies 
of  the  immunologic,  cellular,  and  physiologic 
reactions  which  participate  in  acute  respiratory 
hypersensitivity  reactions.  If  these  reactions  in 
animals  are  analogous  to  human  IgE  (immuno- 
globulin E)-  mediated  respiratory  responses  to 
aeroallergens,  studies  in  the  animal  models  could 
be  done  which  are  inappropriate  in  human  sub- 
jects either  because  of  risk  factors  or  technical 
difficulties.  With  the  intent  of  developing  models 
of  reagin-mediated  respiratory  responses,  a series 
of  studies  led  to  the  development  of  rhesus  monkey 
and  canine  respiratory  hypersensitivity  responses. 
Each  animal  system  that  was  developed  was  found 
to  have  certain  advantages  and  certain  limitations. 
The  four  types  of  experimental  models  may  be 
divided  into  canine  and  rhesus  monkey  passive  and 
active  respiratory  reactions. 

Passively  sensitized  animals 

Dogs  passively  sensitized  with  canine  reagin- 
ic  sera.  Pollen  allergy  occurs  in  certain  dogs  sub- 
sequent to  environmental  exposure  to  the  pollen. 
If  these  animals  are  sufficiently  sensitive,  they 
will  respond  to  aerosolized  ragweed  pollen  or 
aqueous  extracts  of  ragweed  pollen  with  acute 
respiratory  reactions.^  One  dog  with  ragweed 
pollen  allergy  of  this  type  was  studied  in  our 
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laboratories  for  twelve  years,  and  respiratory  re- 
sponsiveness to  challenge  with  ragweed  antigen 
persisted  throughout  that  period  of  time.  The 
major  limitation  of  this  type  of  spontaneous 
allergic  reaction  for  laboratory  study  is  the  lack 
of  availability  of  such  animals  for  study.  Dogs 
with  this  problem  are  not  particularly  rare,  and 
small  groups  of  them  have  been  studied.^  In  spite 
of  this,  they  are  not  generally  made  available  for 
long-term  controlled  laboratory  evaluation  and  so 
do  not  provide  a consistent  source  of  subjects  for 
study  of  a respiratory  model  of  allergy.  To  pro- 
vide a reproducible  model  of  respiratory  response, 
these  dogs  must  be  exposed  to  ragweed  antigen 
under  anesthesia  so  that  controlled  measurements 
can  be  made.  When  experiments  of  this  type  have 
been  done,  sudden  respiratory  failure  and  death 
have  occurred.^  For  this  reason,  dogs  with  proved 
ragweed  sensitivity  are  not  challenged  with  antigen 
under  anesthesia  in  our  laboratory  but  are  reserved 
for  use  as  donors  of  canine  reaginic  sera  for  respi- 
ratory studies  using  passively  sensitized  dogs. 

Normal  dogs  may  be  passively  sensitized  with 
canine  reagin  against  ragweed  antigen.  Sufficient 
amounts  of  canine  serum  containing  reagin  against 
ragweed  given  intravenously  to  normal  dogs  re- 
sult in  passively  sensitized  recipients  which  may 
be  used  for  studies  of  cutaneous,  anaphylactic, 
and  acute  respiratory  responses  to  ragweed  anti- 
gen.® These  passively  sensitized  animals  provide 
a useful  model  for  study  of  respiratory  responses  to 
ragweed  antigen,  but  there  are  also  limitations  in 
this  animal  system.  Respiratory  challenge  of  a 
passively  sensitized  dog  with  ragweed  antigen  is 
followed  by  an  acute  respiratory  reaction.  A 
second  challenge  with  antigen  is  followed  by  either 
decreased  or  absent  respiratory  responsiveness  due 
to  neutralization  of  reaginic  antibody  in  the  respi- 
ratory mucosa  following  initial  antigen  challenge 
(Fig.  1).  The  use  of  such  a system  for  various 
studies  required  repeated  systemic  sensitization 
which  is  limited  by  the  availability  of  canine 
reagin  against  ragweed  or  other  pollen  antigens. 

Passive  sensitization  of  rhesus  monkeys.  A 
different  animal  system  using  passive  sensitization 
of  subhuman  primates  with  human  reaginic  anti- 
body has  been  available  for  many  years.  Studies 
by  several  investigators  have  shown  that  human 
reagin  will  passively  sensitize  subhuman  primates 
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FIGURE  1.  Respiratory  response  in  dog  passively 
sensitized  with  canine  reaginic  serum  against  ragweed 
antigen  followed  by  aerosol  challenge  with  ragweed 
antigen.  Changes  are  expressed  as  percentage  change 
in  comparison  to  values  before  challenge.  Mean  of 
three  control  values  before  sensitization:  (---);  first 

challenge  after  passive  sensitization  ( );  second 

challenge  after  sensitization  ( ).  (By  permission  of 

American  Review  of  Respiratory  Diseases.)® 

for  a variety  of  in  vitro  and  in  vivo  immediate-type 
hypersensitivity  reactions.  Results  of  these 
studies  have  been  reviewed  elsewhere.®  Monkeys 
passively  sensitized  with  human  reaginic  antisera 
against  ragweed  antigen  may  be  used  for  studies 
of  anaphylaxis’  or  an  acute  respiratory  response 
if  the  ragweed  antigen  is  delivered  by  aerosol.® 
The  use  of  these  systemically  sensitized  primate 
recipients  has  the  advantage  of  using  human 
reaginic  antibodies  proved  to  be  in  the  IgE  class 
of  immunoglobulins  and  the  advantage  of  readily 
available  volunteer  human  donors  with  high- 
titered  reaginic  sera.  The  same  limitation  of  the 
passive  respiratory  response  system  observed  in 
the  dog  applies  to  the  monkey.  Challenge  with 
aerosolized  antigen  is  followed  by  the  loss  of  sensi- 
tivity due  to  local  neutralization  of  reaginic  anti- 
body (Fig.  2).  The  monkeys  may  be  sensitized 
again  by  repeated  injections  of  human  sera.  There 
is  a limitation  in  this  heterologous  man-to-monkey 
passive  sensitization  system  which  does  not  apply 
to  the  canine  system  reproduced  by  sensitization 
with  homologous  serum.  Repeated  sensitization 
of  monkeys  with  human  reaginic  sera  is  followed 
by  loss  of  the  ability  of  the  recipient  to  accept  pas- 


FIGURE 2.  Respiratory  response  in  monkey  passively 
sensitized  with  human  reaginic  serum  against  ragweed 
antigen  followed  by  aerosol  challenge  with  ragweed 
antigen.  Mean  of  three  control  values  before  sensitiza- 
tion: (-— );  first  challenge  after  passive  sensitization 

( );  second  challenge  after  passive  sensitization 

(-•-•-).  (By  permission  of  American  Review  of  Respi- 
ratory Diseases.)® 

sive  sensitization.  This  refractory  state  is  con- 
sidered to  be  caused  by  the  development  of  mon- 
key antibody  against  human  IgE.  An  antibody 
of  this  type  could  inhibit  passive  sensitization  of 
the  receptor  cells  either  by  reacting  with  that  por- 
tion of  the  IgE  molecule  which  fixes  to  receptor 
sites  on  cells  or  by  forming  IgE-anti-IgE  com- 
plexes which  are  ingested  by  phagocytic  cells. 
The  passively  sensitized  dog  and  monkey  systems 
provide  useful  systems  for  study  if  a limited  num- 
ber of  experiments  are  planned.  Because  of  the 
limitations  described  previously,  however,  it  ap- 
peared necessary  to  search  for  actively  sensitized 
animals  suitable  for  respiratory  models  of  re- 
aginic disease.  Since  injection  of  normal  dogs 
or  monkeys  with  protein  antigens  does  not  re- 
sult in  reaginic  antibody  of  either  sufficient 
titer  or  duration  to  produce  a reproducible  res- 
piratory response,  this  type  of  immunization 
does  not  result  in  a usable  system.  Recent 
studies  in  our  laboratories  were  done  to  deter- 
mine whether  rhesus  monkeys  or  dogs  with  im- 
mediate-type sensitivity  to  ascaris  antigen  might 
provide  a useful  model  of  reagin-mediated  respira- 
tory disease. 
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FIGURE  3 Respiratory  response  in  rhesus  monkey  with 
active  immeciiate-type  hypersensitivity  against  ascaris 
antigen  following  aerosol  challenge  Breathing  fre- 
quency, • •.  tidal  volume,  peak  expira- 
tory flow  rate,  o o , ratio  of  expiratory  to  inspiratory 

time,  o o (By  permission  of  Journal  of  Laboratory 

and  Clinical  Medicine.)® 

Respiratory  reactivity  in  actively 
sensitized  rhesus  monkeys 
Monkeys  with  reaginic  antibody  against 
ascaris.  IgE-mediated  clinical  reactions  due  to 
inhalant  allergens  in  monkeys  have  not  been  found 
in  spite  of  preliminary  search  for  such  animals.^ 
Although  it  may  be  expected  that  monkeys  with 
such  reactivity  to  environmental  antigens  will 
eventually  be  found,  it  is  not  likely  that  such 
animals  will  be  available  in  sufficient  numbers 
for  laboratory  study.  For  this  reason,  reaginic 
antibody  against  an  antigen  other  than  common 
aeroallergens  was  evaluated  in  rhesus  monkeys. 
Because  cutaneous  reactivity  to  ascaris  occurs 
in  a variety  of  mammalian  species  including  man, 
reaginic  antibody  against  this  antigen  was  studied. 
Rhesus  monkeys  were  tested  with  preparations  of 
Ascaris  suum,  and  certain  animals  were  found  to 
be  skin  reactive  to  low  concentrations  of  this  anti- 
gen. The  antibody  mediating  this  reactivity  was 
found  to  have  characteristics  similar  to  human 
reaginic  antibody  against  pollen,  and  a system 
using  rhesus  monkeys  sensitive  to  ascaris  was 
developed  for  use  as  a respiratory  model  of  reagin- 
mediated  reactivity.*^  Analysis  of  a group  of 
rhesus  monkeys  has  demonstrated  that  various 
animals  have  different  degrees  of  cutaneous 
reactivity  to  a purified  preparation  of  ascaris 
antigen.  This  reactivity  occurs  in  the  apparent 
absence  of  infestation  with  ascaris  worms  and 
presumably  is  the  result  of  infestation  in  early  life 
with  ascaris  or  with  other  parasites  with  cross- 
reacting antigens.  Animals  with  marked  cutane- 
ous reactivity  to  ascaris  were  challenged  with  an 
aerosolized  preparation  of  this  antigen  and  a 


marked  respiratory  response  occurred.  Character- 
ization of  this  response  by  determination  of  certain 
pulmonary  function  studies  showed  that  the  acute 
response  was  accompanied  by  a decrease  in  peak 
expiratory  flow  rate  and  tidal  volume  and  a marked 
increase  in  respiratory  frequency  and  in  the  ratio 
of  expiratory  time  to  inspiratory  time  (Fig.  3).^ 

After  these  experiments  demonstrated  that  an 
acute  respiratory  response  occurred  in  actively 
sensitized  animals  following  respiratory  challenge 
to  ascaris  antigen,  studies  were  necessary  to 
determine  whether  this  reagin-mediated  hyper- 
sensitivity was  of  sufficient  duration  and  repro- 
ducibility to  provide  a system  for  study  of  factors 
which  might  alter  this  response.  Evaluation  of 
groups  of  rhesus  monkeys  was  done  by  study  of  the 
cutaneous  and  respiratory  reactivity  to  controlled 
bronchial  challenge  over  a period  of  months. 
Different  groups  of  animals  with  no  respiratory 
response,  with  minimal  and  transient  respiratory 
responses,  and  with  severe,  reproducible  respi- 
ratory responses  to  ascaris  antigen  have  been 
found.®  The  latter  group  has  been  studied  most 
intensively.  This  group  consisted  of  3 monkeys 
which  have  been  studied  for  periods  up  to  twenty - 
four  months.  One  monkey  had  persistent  respira- 
tory responses  to  ascaris  antigen  throughout  this 
period  of  time.  The  second  monkey  had  persistent 
respiratory  responses  over  a twenty-one-month 
period,  after  which  the  respiratory  reactivity 
disappeared.  The  third  monkey  was  studied  for 
twelve  months  with  persistent  reactivity  during 
that  period  of  time  but  with  recent  spontaneous 
disappearance  of  the  respiratory  reactivity.  The 
respiratory  responsiveness  was  of  sufficient  dura- 
tion in  the  3 monkeys  to  carry  out  studies  on  the 
effect  of  certain  pharmacologic  agents  on  this 
reagin-mediated  respiratory  response. 

The  primate  ascaris  respiratory  response  was 
used  to  study  the  effect  of  an  antihistamine,  a beta 
adrenergic-stimulating  agent,  and  a beta  adrener- 
gic-blocking agent.  Diphenhydramine  hydro- 
chloride partially  inhibited  the  respiratory  re- 
sponse, isoproterenol  partially  reversed  the  respi- 
ratory response,  and  propranolol  did  not  alter  the 
respiratory  response  to  ascaris  under  the  con- 
ditions of  the  experiments  (Fig.  4).^® 

Further  use  of  the  rhesus-ascaris  system  in- 
cluded studies  which  showed  that  disodium 
cromoglycate  partially  inhibited  the  respiratory 
response  to  ascaris  but  not  the  cutaneous  response 
to  the  antigen. “ This  observation  in  addition  to 
those  of  other  investigators  which  showed  inhibi- 
tion of  antigen  induced  histamine  release  from 
primate  lung  but  not  from  peripheral  leukocytes 
led  to  the  suggestion  that  differential  effects  of 
the  disodium  cromoglycate  on  respiratory  and 
cutaneous  reactivity  might  result  from  its  effect 
on  different  populations  of  mediator-releasing 
cells  in  skin  and  lung  tissues.  “ 

Cellular  studies  of  respiratory  secretions  were 
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FIGURE  4.  (Top)  Effect  of  pretreatment  with  diphen- 
hydramine hydrochloride  on  ascaris-induced  respiratory 
response  in  2 rhesus  monkeys.  Reactions  after  treat- 
ment compared  with  standard  responses  shown  by 

shaded  areas.  Breathing  frequency,  ( );  peak 

expiratory  flow  rate,  (....):  ratio  of  expiratory  to  inspi- 
ratory time,  (-•-).  (Bottom)  Effect  of  intravenous  isopro- 
terenol on  ascaris-induced  respiratory  response;  admin- 
istration of  isoproterenol  shown  by  arrows.  Reactions 
are  compared  to  standard  responses  shown  by  shaded 

areas.  Breathing  frequency,  ( );  peak  expiratory 

flow  rate,  (...);  ratio  of  expiratory  to  inspiratory  time 
(-•-).  (By  permission  of  American  Review  of  Respiratory 
Diseases.)'® 

done  on  samples  obtained  from  rhesus  monkeys 
by  bronchial  brush  biopsy  before  and  after  aero- 
solized ascaris  antigen  challenge.  A rapid  pulmo- 
nary eosinophil  response  was  observed  in  the 
animals  responding  to  ascaris  antigen  with  changes 
in  pulmonary  functions."^ 

The  persistence  for  a long  period  of  time  of  a 
reaginic  respiratory  response  in  the  3 rhesus 
monkeys  in  addition  to  the  pulmonary  eosinophilia 
after  challenge  with  antigen  has  suggested  similar- 
ities to  that  form  of  human  asthma  which  is  the 
result  of  inhalation  of  extrinsic  antigens.  We 
have  considered  the  possibility  that  we  may  have 
selected  a group  of  animals  which  are  the  rhesus 
counterpart  of  the  human  atopic  patient. 

Respiratory  reactivity  in  dogs  with  reaginic 
antibody  against  ascaris.  Although  the  rhesus 
system  of  reagin-mediated  respiratory  response 


described  previously  has  potential  for  a variety 
of  studies,  it  also  has  certain  limitations.  The 
size  of  the  animals  is  one  limitation  since  small 
monkeys  are  selected  for  greater  ease  of  handling. 
Other  significant  considerations  are  the  risk  of 
simian  B virus  disease  in  monkeys,  problems  in 
handling  them,  their  expense,  and  the  occurrence 
of  mycobacterial  infections  in  these  animals.  The 
latter  problem  interrupted  our  program  of  develop- 
ing a group  of  rhesus  monkeys  for  longitudinal 
study.®  For  these  reasons,  a group  of  dogs  were 
studied  to  determine  whether  a system  of  reagin- 
mediated  pulmonary  reactivity  in  ascaris-sensitive 
dogs  could  be  developed.  A group  of  dogs  was 
studied  using  the  same  partially  purified  extract 
of  A.  suum  to  which  ascaris-sensitive  monkeys 
react.  Primate  and  canine  reaginic  antibodies 
react  with  ascaris  antigen  obtained  from  A.  suum, 
although  these  reaginic  antibodies  were  induced 
by  other  species  of  ascaris.  The  reaginic  anti- 
bodies against  one  species  of  ascaris  are  sufficiently 
cross  reactive  with  antigens  from  another  species 
of  ascaris  to  permit  the  use  of  the  readily  available 
A.  suum  antigen. 

The  evaluation  of  cutaneous  reactivity  to  ascaris 
antigen  in  a group  of  dogs  showed  a millionfold 
variation  in  the  degree  of  cutaneous  reactivity  of 
individual  animals.^®  A high  percentage  of  these 
animals  had  respiratory  responses  to  aerosol 
challenge  with  ascaris  antigen  on  initial  or  sub- 
sequent challenge.  The  measured  changes  in 
pulmonary  functions  in  degree  and  duration  were 
similar  to  those  observed  in  primates  or  in  dogs 
sensitized  with  canine  antiragweed  reagin  and 
challenged  with  ragweed  (Fig.  5).  The  initial 
studies  of  the  canine  system  of  respiratory  re- 
sponse to  ascaris  demonstrated  some  results  dif- 
ferent from  the  rhesus  ascaris  system.  Although 
a number  of  dogs  with  measurable  responses  to 
ascaris  have  been  found,  this  response  has  been 
less  reproducible  than  in  the  3 rhesus  monkeys 
with  respiratory  reactivity  of  long  duration. 
Dogs  with  an  initial  respiratory  response  may  or 
may  not  react  on  subsequent  challenge,  although 
conditions  of  the  experiments  are  as  constant  as 
those  used  for  the  rhesus  system.  No  dog  has  been 
found  with  reproducible  and  persistent  reactivity 
similar  to  the  3 monkeys  described  previously. 
This  lack  of  consistent  response  has  inhibited  the 
use  of  the  dog  respiratory  system  for  studies  of 
pharmacologic  agents  which  were  feasible  in  the 
ascaris-sensitive  rhesus  monkeys.  In  other  ways, 
the  dog  response  has  been  more  useful.  Examina- 
tion of  bronchial  secretions  in  respiratory  responses 
has  shown  a lack  of  respiratory  eosinophil  re- 
sponse compared  with  that  observed  in  monkeys.''* 
The  dogs  which  have  been  studied  have  been  large 
enough  to  permit  more  extensive  studies  of  the 
physiologic  changes  which  accompany  the  acute 
respiratory  response.  Abnormalities  of  blood 
gases  and  pH  which  occur  during  the  acute  re- 
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TIME  MINUTES  POST  CHALLENGE 

FIGURE  5.  Changes  in  pulmonary  function  and  arterial 
blood  gas  determinations  during  ascaris-induced  respi- 
ratory response  in  dog.  F = per  cent  change  in  respi- 
ratory frequency;  VT  = per  cent  change  in  tidal  volume, 
PEFR  = per  cent  of  change  in  ratio  of  duration  of 
expiration  to  inspiration.  (By  permission  of  Journal  of 
Laboratory  and  Clinical  Medicine.)'^ 

sponse  have  been  demonstrated  (Fig.  5).  Analysis 
of  the  pulmonary  function  abnormalities  occurring 
in  the  dog  response  to  respiratory  challenge  with 
ascaris  have  demonstrated  an  increase  in  airway 
resistance  during  the  acute  respiratory  response. 
Although  the  changes  in  peak  expiratory  flow, 
tidal  volume,  frequency,  and  the  ratio  of  expiratory 
to  inspiratory  time  observed  in  dogs  and  monkeys 
were  considered  to  be  the  result  of  acute  airway 
obstruction,  the  results  in  dogs  showing  increased 
airway  resistance  are  more  definitive  evidence  of 
this. 

A reaction  which  occurs  in  ascaris-sensitive 
dogs  but  not  in  ascaris-sensitive  monkeys  has 
been  observed  in  2 animals.  This  is  the  sudden 
onset  of  a type  of  respiratory  failure  which  occurred 
acutely  after  antigen  challenge  in  the  anesthetized 
animals  and  was  characterized  by  apnea.  This 


response  was  of  variable  duration  and  generally 
reversible  if  tbe  dogs  were  maintained  temporarily 
by  artificial  respiration.  Two  dogs  expired  follow- 
ing ascaris  challenge  and  1 after  ragweed  challenge 
under  these  circumstances.  In  more  than  50  com- 
parable respiratory  responses  in  monkeys  to 
ascaris  challenge  no  similar  episode  of  apnea  has 
occurred. 

Summary 

Reagin-mediated  respiratory  reactions  of  several 
types  have  been  developed  in  rhesus  monkeys  and 
dogs.  The  immunoglobulin  responsible  is  pre- 
sumed to  be  of  the  IgE  type.  Studies  of  animals 
with  a sufficient  degree  of  sensitivity  to  ascaris 
has  demonstrated  the  usefulness  of  these  systems. 
The  reaction  in  rhesus  monkeys  is  partially  in- 
hibited by  antihistamines  and  disodium  cromogly- 
cate  and  partially  reversed  by  isoproterenol.  The 
rhesus  response  is  accompanied  by  an  acute  eosino- 
philia,  but  the  dog  response  is  not.  An  increase  in 
airway  resistance  in  the  dog  has  been  demon- 
strated. 
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A common  occurrence  among  most  patients  with 
disturbances  of  cardiorespiratory  and  renal  func- 
tion, as  well  as  interrelated  failing  peripheral 
cellular  oxidative  metabolism,  is  the  accumulation 
of  hydrogen  ions  in  the  body  fluids.  The  damaging 
effects  of  this  systemic  acidosis  are  most  evident 
by  the  harm  they  do  to  the  myocardium.  Depres- 
sion of  cardiac  contractile  force,  predisposition  to 
ventricular  arrhythmia  or  cardiac  arrest,  and  a 
generally  poor  responsiveness  to  defibrillation  or 
ionotropic  drugs,  are  the  most  dangerous  patho- 
physiologic effects  of  acid  retention. 

The  urologic  patient,  because  of  his  generally 
advanced  age,  with  its  accompanying  decrease  in 
pulmonary  and  renal  function,  and  his  nutritional 
depletion  due  to  the  chronic  nature  of  his  illness, 
is  particularly  susceptible  to  the  harmful  impact 
of  acidosis.  He  encounters  acidosis  with  greatest 
seriousness  under  conditions  of  hypoxia,  septic 
shock,  renal  failure,  and,  to  a lesser  extent, 
malnutrition  (Fig.  1). 
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FIGURE  1.  Etiologic  factors  influencing  systemic  ac- 
cumulation of  acid  metabolites  in  diseases  frequently 
experienced  by  critically  ill  urologic  patients. 


Hypoxia  from  respiratory  degeneration 

The  hypoxia  seen  in  the  elderly  patient  may  be 
the  result  of  ventilatory  failure.  This  often  follows 
a diminution  of  the  physiologic  element  of  “respi- 
ratory reserve”  or  the  potential  ability  of  the  lungs 
to  adjust  to  the  increased  ventilatory  demands  of 
sepsis,  injury,  or  massive  surgery.  In  addition  to 
the  weakness  of  the  muscles  of  respiration  often 
associated  with  senescence,  the  poor  respiratory 
reserve  of  the  elderly  patient  is  also  related  to 
degenerative  changes  in  the  lung  itself.  Elastic 
tissue  is  decreased,  being  replaced  by  collagen. 
The  alveoli  tend  to  enlarge  because  of  this  replace- 
ment, and,  as  their  walls  thin  out,  residual  air  vol- 
ume increases.^  The  area  for  gas  exchange  thus  de- 
creases. Consequently,  residual  lung  volume 
available  for  further  physiologic  demands  is 
diminished.  The  elderly  urologic  patients,  under 
nonstress  circumstances,  may  be  marginally 
adapted  to  the  ventilatory  degenerations  of  old 
age  such  as  emphysema,  chronic  bronchitis,  de- 
creased expansibility  of  the  thoracic  cage,  poorly 
mobile  diaphragms,  and,  as  mentioned,  reduced 
pulmonary  compliance.  He  will  be  poorly  suited 
from  the  standpoint  of  “respiratory  reserve,”  how- 
ever, to  respond  to  the  increased  hyperventilatory 
demands  of  general  physiologic  stress.  The 
additional  imposition  on  such  patients  of  the 
common  postoperative  sequelae  of  atelectasis, 
pneumonia,  pulmonary  embolus,  elevated  dia- 
phragms from  abdominal  distension,  pulmonary 
edema,  or  pleural  effusion  may  seriously  threaten 
their  ability  to  satisfy  the  increased  oxygen  needs 
of  the  body,  secondary  to  surgery.  Hypoxia  is  the 
common  outcome. A superimposed  hemoglobin 
deficiency,  with  attendant  reduced  oxygen-carry- 
ing capacity  of  the  blood,  further  predisposes  to 
tissue  hypoxia. 
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Hypoxia  and  septic  shock 

Tissue  hypoxia  associated  with  septic  shock  is 
derived  under  a special  set  of’  circumstances 
peculiar  to  the  disease,  irrespective  of  the  pre- 
existing pulmonary  debilitation.  The  respiratory 
pathophysiology  associated  with  endotoxic  shock 
is  generally  manifested  by  an  increase  in  alveolar 
dead  space. ^ Two  separate  physiologic  distur- 
bances appear  to  contribute  to  this  increase; 
alveoli  being  ventilated  but  not  perfused,  and 
alveoli  not  ventilated  but  still  well  perfused 
(pulmonary  shunt  effect). 

Poor  perfusion.  Various  patients  have  shown 
a rise  in  pulmonary  vascular  pressure  or  pulmo- 
nary hypertension  during  endotoxic  shock.  The 
evolution  of  poor  perfusion  is  related  to  this  prob- 
lem, since  increased  vascular  pressure  suggests 
that  there  may  be  some  degree  of  occlusion  of  the 
pulmonary  vascular  bed.  It  has  been  recognized 
previously  that  there  is  an  increased  adhesiveness 
and  aggregation  of  platelets  in  the  patient  with 
endotoxic  hypotension,  and  it  is  quite  possible 
that  small  pulmonary  capillaries  are  filled  with 
microthromboses  of  aggregated  platelets  and 
leukocytes.*’  The  concomitant  transfusion  of 
large  amounts  of  stored  blood  containing  aggre- 
gates of  platelets  and  leukocytes,  no  doubt  com- 
pounds this  situation.'  It  has  also  been  suggested 
that  there  is  an  increased  release  of  serotonin  into 
the  circulation  during  endotoxic  shock  and  that 
this  substance  stimulates  platelet  aggregation. 
Since  platelets  are  one  of  the  main  storehouses  of 
serotonin  in  the  body,  the  aggregation  of  platelets 
allows  large  amounts  of  serotonin  to  be  released  at 
the  point  of  occlusion,  thereby  facilitating  further 
aggregation  of  platelets  and  leukocytes  at  these 
areas.  Serotonin  also  stimulates  local  small- 
vessel  spasm,  and  thus  contributes  to  the  pro- 
gression of  pulmonary  hypertension  and  further 
platelet  aggregation.®  As  a consequence  of  these 
various  pathologic  sequences,  a ventilation- 
perfusion  imbalance  occurs,  and  energy  is  ex- 
pended in  bringing  a volume  of  air  into  these 
alveoli  which  are  inadequately  perfused,  these 
constituting  the  “alveolar  dead  space.” 

Fluid  accumulation.  On  the  other  hand,  many 
patients  with  endotoxic  shock  have  been  noted  to 
develop  pulmonary  edema  rapidly  in  the  face  of  a 
low  pulmonary  arterial  wedge  pressure  and  normal 
central  venous  pressure,  suggesting  that  there  was 
a direct  violation  of  the  pulmonary  capillary 
permeability  due  to  the  effect  of  either  bacteria 
and  their  toxins  or  from  circulating  toxins  derived 
from  deteriorating  tissue,  with  resultant  in- 
creased porosity  of  the  pulmonary  capillary  mem- 
brane.*’® The  resulting  accumulation  of  fluid  in 
the  alveoli  and  interstitial  spaces  constitute  the 
pathophysiologic  disturbance  mentioned  earlier, 
in  which  alveoli  are  not  ventilated  because  of 
fluid  accumulation  but  are  still  perfused,  this 


Elderly  urologic  patients  with  their  increased  inci- 
dence of  pulmonary  and  renal  disease  are  particu- 
larly vulnerable  to  systemic  accumulation  of  acid 
metabolites  and  its  dangerous  cardiovascular 
sequelae.  Acidosis  occurs  most  frequently  under 
conditions  of  hypoxia,  septic  shock,  renal  failure, 
and  malnutrition.  A review  of  pathologic  findings 
in  44  predominantly  acidotic  patients  dying  in 
urologic  gram-negative  septicemia  revealed  sig- 
nificant pulmonary  disease  in  80  per  cent  and  upper 
urinary  tract  damage  in  93  per  cent  of  these  pa- 
tients. The  urologist  must  realistically  evaluate 
the  patient’s  respiratory  and  renal  reserve  when 
considering  surgery. 


constituting  in  effect  a right-to-left  shunt  of  pulmo- 
nary capillary  blood. 

The  progression  of  fluid  accumulation  in  the 
alveoli  and  interstitial  space  is  complicated,  from 
a therapeutic  standpoint,  by  the  fact  that  the 
decreased  effective  blood  volume  in  septic  shock 
requires  increasing  amounts  of  fluid  replacement 
to  maintain  urine  flow  and  blood  flow  to  other 
organs.  In  effect,  this  aggravates  the  pulmonary 
lesion  by  diluting  the  plasma  proteins,  which  may 
already  be  depleted  on  the  basis  of  long-standing 
chronic  illness  and  dietary  deficiency,  and,  hence, 
diminishes  effective  oncotic  pressure  of  capillary 
fluid,  thereby  facilitating  fluid  loss  into  the  alveoli. 
This  fine  balance  of  forces  that,  in  a normal  pa- 
tient, prevents  fluid  escape  from  the  lung  capil- 
laries is  approximately  a net  pressure  of  1 cm. 
water.*®  This  balance  is  further  complicated, 
again  therapeutically,  by  the  custom  of  treating 
seriously  ill  patients  lying  in  bed  on  their  backs. 
In  this  position,  the  hydrostatic  pressure  of  the 
column  of  blood  increases  the  intracapillary  hydro- 
static pressure  in  the  dependent  portions  of  the 
lung.  In  the  face  of  an  already  diminishing 
oncotic  pressure,  the  net  force  across  the  capillary 
favors  effusion  out  of  the  capillaries.  Increases 
in  alveolar  congestion  promote  changes  in  the 
surface  lining  of  the  alveoli  (causing,  according 
to  several  investigators,  a depletion  of  the  mono- 
molecular  surfactant  layer)  and,  therefore, 
atelectasis.”’^^  The  edema  surrounding  these 
small  bronchioles  creates  an  increased  airway 
resistance.*® 

Shunting.  It  is  not  surprising,  in  view  of  the 
factors  just  discussed,  that  various  shock  re- 
seachers  have  seen  fit  to  study  the  pulmonary 
shunting  phenomenon  of  nonoxygenated  blood  into 
the  arterial  circulation.  These  researchers  have 
noted  a prognostic  significance  in  the  degree  of 
shunting,  with  one  group  showing  that  all  patients 
with  over  50  per  cent  shunting  succumbed,  while 
survival  statistics  were  much  brighter  in  a group 
with  under  40  per  cent  shunting.** 
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The  shunting  effect,  with  decreased  oxygen 
uptake  by  the  pulmonary  circulation,  is  com- 
pounded by  the  fact  that  the  combination  of  con- 
gestion and  atelectasis  diminishes  lung  com- 
pliance, or  expansibility  and,  with  the  associated 
airway  resistance,  increases  the  energy  cost  of 
pulmonary  ventilation.  This  is  complicated  even 
further  by  the  decrease  in  efficiency  of  the  chest 
bellows  by  the  combined  effects  of  analgesics, 
anesthetics,  respiratory  infections,  to  which  the 
fluid-filled  congested  alveoli  are  especially  sus- 
ceptible, poorly  mobile  high  diaphragms,  pre- 
existing lung  disease,  and  the  ever-present  danger 
of  pulmonary  emboli.^®  It  is  well  known  to  physi- 
ologists that  failure  to  take  adequate  deep  breaths 
promotes  the  development  of  microatelectasis 
owing  to  resorption  of  surfactant  with  resultant 
decreased  lung  compliance  and,  hence,  increased 
work  of  ventilation. 

Tissue  hypoxia  remains  as  the  ultimate  end- 
product  of  the  ventilatory  insufficiency  suffered 
by  the  elderly  postoperative  patient  with  poor 
compensatory  reserve.  This,  likewise,  occurs 
in  the  patient  with  poor  tissue  perfusion,  as  seen 
in  any  state  of  hypotension  as,  for  example,  from 
hemorrhagic  blood  loss  or  myocardial  infarction. 
Under  the  peculiar  circumstances  of  endotoxic 
shock  where  pulmonary  shunting,  as  described, 
may  also  be  associated  with  an  impaired  peripheral 
utilization  of  oxygen,  possibly  due  to  capillary 
arteriovenous  shunting  in  the  tissues,  stimulating 
cardiac  outputs  of  two  to  three  times  normal  in  an 
attempt  to  provide  adequate  tissue  blood  flow, 
tissue  hypoxia  is  the  common  result.'^ 

Failing  cell  oxidative  mechanisms.  The 

failure  of  peripheral  tissues  to  take  up  oxygen 
during  endotoxic  shock  has  been  attributed  to  an 
impaired  ability  to  utilize  oxygen,  since  increasing 
arterial  blood  oxygen  pressure  by  administration 
of  100  per  cent  oxygen  does  not  correct  this  prob- 
lem. If  anything,  this  method  of  treating 
peripheral  hypoxia  has  proved  injurious  to  the 
patient  since  high  oxygen  concentrations,  often 
administered  at  low  humidity  and  high  partial 
pressures,  have  been  found  to  be  harmful  to  the 
pulmonary  alveolar  membranes  involving  loss  of 
pulmonary  surfactant,  decrease  of  lung  com- 
pliance, alveolar  septal  thickening,  and  hyaline 
membrane  deposition.'^ 

Cellular  hypoxia  generally  leads  to  a diminution 
in  the  normal  aerobic  glucose-oxidative  processes 
within  the  cell  via  the  Krebs  tricarboxylic  acid 
cycle  and  the  electron  transport  system.  An  in- 
crease in  anaerobic  glycolysis  (the  Embden- 
Myerhoff  pathway)  causes  both  pyruvic  acid  and, 
particularly,  lactic  acid  to  accumulate.  Adenosine 
triphosphate  stores  decrease  both  in  the  tissue 
and  liver,  wherein  the  process  of  lactic  acid  deg- 
radation is  similarly  disrupted.  It  is  not  sur- 
prising, then,  that  several  investigators  have  used 


blood  lactic  acid  levels  as  a prognostic  index  of 
survival  in  septic  shock. 

Systemic  hypoxia  is  often  likewise  associated 
with  excess  mobilization  of  catecholamines. 
Blood  levels  of  free  fatty  acids  have  been  shown 
to  increase  as  a result  of  catecholamine  secre- 
tion.'® The  liver  must  have  adequate  quantities 
of  oxalacetate  and  triphosphopyridine  nucleo- 
tide, reduced  form,  both  derived  from  aerobic 
glucose  metabolism,  to  dispose  of  the  excess  of  free 
fatty  acids  presented  to  it.  It  is  reasonable  to 
speculate  that,  if  there  is  a disturbance  of  glucose 
metabolism,  as  has  been  noted,  the  acetyl  coen- 
zyme A units  formed  from  partial  fatty  acid  deg- 
radation may  well  undergo  shunting  into  forma- 
tion of  aceto-acetyl  coenzyme  A and  thus  into 
ketone  bodies,  predominantly  aceto-acetic  and 
beta-hydroxybutyric  acids,  therefore  further 
potentiating  development  of  acidosis.'® 

Renal  failure  and  malnutrition 

The  imposition  of  renal  failure,  whether  secon- 
dary to  circulatory  failure  associated  with  septic 
shock  or  where  due  to  primary  parenchymal  injury, 
creates  the  inability  of  the  body  to  rid  itself 
of  the  inorganic  acid  by-products  of  amino  acid 
breakdown,  notably  sulphuric  and  phosphoric 
acids,  plus  any  other  acids  that  might  accumulate 
in  tissue  fluids  such  as  excess  lactate. 

The  patient  who  has  had  insufficient  intake  of 
calories  to  provide  for  the  required  tissue  fuel 
needs  of  surgical  insult,  sepsis,  or  hyperpyrexia 
will  commence  catabolism  of  protein  and  fat, 
thereby  increasing  circulating  ketone  acids  and 
the  previously  mentioned  inorganic  acid  break- 
down products  of  sulphur-  and  phosphorus- 
containing  amino  acids.'"' 

Cases  evaluated 

The  information  thus  far  presented  assumes 
striking  relevance  on  review  of  the  44  deaths  oc- 
curring in  the  120  cases  of  urologic  gram-negative 
septicemia  seen  at  our  institution  from  1959 
through  1967.^' 

In  this  group  of  patients,  the  urinary  tract  was 
deemed  the  portal  of  entry  of  infection.  Blood 
cultures,  as  well  as  urine  cultures,  were  positive; 
patients  with  a second  rapidly  fatal  pre-existing 
disease  or  disease  with  short-term  prognosis  were 
excluded  from  consideration.  Eighty  per  cent 
of  these  patients  died  in  acidosis. 

Of  the  44  cases  resulting  in  death,  evaluated, 
41,  or  93  per  cent,  were  noted  to  have  had  definite 
upper  urinary  tract  damage.  Urinary  stasis  was 
the  most  common  precipitating  factor.  Signifi- 
cant pulmonary  disease  was  evident  in  35,  or  80 
per  cent,  of  all  patients.  Coexistent  upper  urinary 
tract  and  pulmonary  disorders  were  noted  in  32 
patients,  or  73  per  cent  of  the  group  (Fig.  2).  The 
implications  of  this  analysis  are  clear:  the  in- 
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FIGURE  2 Analysis  of  the  prevalence  of  specific  acid- 
excretory  organ  deterioration  among  44  patients  dying 
from  urologic  gram-negative  septicemia 


ability  of  these  patients,  many  of  whom  were 
relatively  malnourished,  protein-depleted,  and 
anemic,  to  withstand  the  increased  burden  of 
acidosis  resulting  from  sepsis  and  hypotension 
was  a direct  consequence  of  renal  and/or  respira- 
tory incompetence,  thus  contributing  directly  to 
their  demise. 

Therapeutic  recommendations 
Specific  therapeutic  recommendations  include: 

I.  Cognizance  of  the  respiratory  reserve  capacity  of  the 
elderly  patient 

A.  Use  of  pertinent  preoperative  pulmonary  func- 
tion tests 

B.  Preoperative  arterial  blood  gas  studies 

II.  Preoperative  chest  therapy 

A.  Appropriate  antibiotics 

B.  Diuretics 

C.  Intermittent  positive  pressure  breathing  or 
heated  nebulization  of  mucolytic  agents 

D.  Chest  physiotherapy 

III.  Frequent  postoperative  arterial  blood  gas  studies. 

If  arterial  oxygen  pressure  is  below  normal,  nasal 
oxygen  may  be  adequate.  If  it  is  not,  tracheal  intuba- 
tion or  tracheostomy  should  be  carried  out  and  con- 
nected to  a mechanical  ventilator.  The  inspired 
oxygen  concentration  should  be  kept  as  low  as  possible 
to  maintain  an  arterial  oxygen  pressure  of  70  to  90  mm . 
Hg.  High  humidity  of  the  inspired  stream  is  impor- 
tant. 

IV.  Frequent  postoperative  position  changes  while 
recumbent,  and  frequent  deep  breaths  or  sighs  to 
inhibit  atelectasis 

V.  Avoidance  of  postoperative  limitations  on  ventila- 
tion, such  as: 

A.  Binders  and  extensive  adhesive  bandaging 

B.  Heavy  narcotic  sedation 

C.  Trendelenburf,  position 

VI.  Prompt  replacement  of  blood  loss 

Vn.  Provision  of  adequate  calories  to  reduce  the 
catabolic  response  to  injury  with  associated  produc- 
tion of  acid  metabolites 


VIII.  Reducing  the  likelihood  of  renal  failure  with 
avoidance  of  hypotension  at  all  costs  and  proper  intra- 
and  postoperative  fluid  and  electrolyte  administration 

IX.  During  endotoxic  hypotension 

A.  Placement  of  central  venous  pressure  catheter 
for  fluid  administration  and  pressure  readings 
during  infusion 

B.  Increased  emphasis  on  colloid  volume  replace- 
ment 

C.  Monitoring  blood  pH  and  lactic  acid  levels 
during  shock 

D.  Rapid  and  effective  treatment  and  resuscitation 
from  shock  may  be  more  effective,  in  the  treatment 
of  accumulated  lactic  acid  metabolites,  than  mere 
administration  of  sodium  bicarbonate. 

Summary 

Critically  ill  urologic  patients  are  particularly 
vulnerable  to  the  systemic  accumulation  of  acid 
metabolites.  This  occurs  with  greatest  fre- 
quency under  conditions  of  hypoxia,  septic  shock, 
renal  failure,  and  malnutrition.  Aggregation  of 
hydrogen  ions  is  commonly  associated  with  poorly 
reversible  cardiovascular  sequelae,  including  de- 
pression of  cardiac  contractile  force,  predisposition 
to  ventricular  arrhythmia  or  cardiac  arrest,  and  a 
generally  poor  responsiveness  to  defibrillation  and 
ionotropic  drugs. 

Ultimate  survival  of  the  critically  ill  elderly 
urologic  patient  in  the  throes  of  acidosis  is  depen- 
dent on  intact  respiratory  and  renal  mechanisms 
for  acid  excretion.  A review  of  pathologic  findings 
in  44  predominantly  acidotic  patients  dying  in 
urologic  gram-negative  septicemia  revealed  the 
presence  of  significant  pulmonary  disease  in  80 
per  cent  and  upper  urinary  tract  damage  in  93  per 
cent  of  these  patients. 

The  increased  incidence  of  patients  with  pulmo- 
nary and  renal  disease  coming  to  urologic  surgery 
should  be  matched  by  an  increased  capacity  on  the 
part  of  the  urologist  both  to  recognize  these  prob- 
lems, by  realistic  evaluation  of  the  patient’s 
respiratory  and  renal  reserve,  and  to  prepare  his 
patients  properly  for  surgery.  The  latter  task 
may  well  entail  either  the  early  initiation  of  pulmo- 
nary and  renal  supportive  therapy  or  modification 
of  approach  to  the  patient’s  basic  disease  by 
choosing  alternatively  a less  traumatic  form  of 
therapy  or  deferring  treatment  pending  general 
physiologic  improvement  of  the  patient. 

Squier  Urologic  Clinic, 
Presbyterian  Hospital, 
622  West  168th  Street 
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QUESTION  83.  The  patient  was  a fifty-four-year-old  woman  with  a chronic  cough  and  shortness  of  breath.  What 
is  the  interpretation  of  the  electrocardiogram? 
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ELUCIDATION 


Question  83.  There  is  a prominent  S wave  in 
lead  I,  and  the  mean  electrical  axis  is  plus  90 
degrees.  The  QRS  duration  is  0.09  second.  In 
lead  Vi  there  is  a small  Q followed  by  a large  R 
wave.  A large  R wave  in  Vi  without  other  abnor- 
malities in  the  electrocardiogram  is  unusual. 
However,  the  most  likely  diagnosis  is  right  ven- 
tricular hypertrophy.  A “true”  posterior  wall  in- 
farct may  also  have  a tall  R wave  in  Vi,  but  usually 
there  are  more  significant  changes  in  leads  II,  III, 
and  aVf.  The  axis  deviation  of  plus  90  degrees 
also  suggests  right  ventricular  hypertrophy. 
When  the  mean  electrical  axis  is  greater  than 


plus  110  degrees  and  the  R wave  in  Vi  is  prominent, 
a definite  diagnosis  of  right  ventricular  hypertro- 
phy can  be  made. 

Question  84.  Beats  1,  3,  5,  6,  8,  and  10  are  not 
preceded  by  a P wave,  and  all  of  them  follow  the 
preceding  QRS  by  a fixed  interval.  These  are 
atrioventricular  junctional  escape  beats.  Beats 
2,  4,  7,  9,  and  11  are  all  preceded  by  a P wave  and 
are  sinus  beats.  Note  that  the  closer  the  beat 
is  to  the  preceding  QRS,  the  longer  the  P-R  interval 
and  the  more  aberrant  the  QRS.  Following  beat 
5,  there  is  a P wave  which  is  not  conducted.  Mea- 
suring the  P-P  interval  demonstrates  a regular 
sinus  rhythm  at  a rate  of  43  per  minute.  The 
interpretation  is  sinus  bradycardia  with  atrioven- 
tricular junctional  escape  beats.  The  cause  of  the 
varying  atrioventricular  conduction  is  the  varying 
proximity  of  the  P wave  to  the  preceding  QRS. 
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An  isolated  intramural  dissecting  aneurysm  of 
the  coronary  artery  is  an  extremely  rare  cause  of 
sudden  and  unexpected  death.  The  lesion  is 
probably  always  fatal.  Death  is  due  to  mechanical 
obstruction  of  the  coronary  lumen  secondary  to 
intramural  hemorrhage.  A relationship  between 
pregnancy  and  this  entity  has  been  previously 
noted. This  article  presents  such  a case  of  sud- 
den death  in  a twenty-seven-year-old  housewife 
two  weeks  post  partum. 

Case  report 

A twenty-seven-year-old  Negro  housewife,  two 
weeks  post  partum,  suddenly  collapsed  and  died 
while  at  home.  Her  last  pregnancy  and  delivery, 
as  well  as  two  previous  ones,  had  been  unevent- 
ful. She  had  been  followed  during  her  last  seven 
months  of  pregnancy  in  a prenatal  clinic  and  had 
no  evidence  of  hypertension  and  a negative  serol- 
ogy. Because  of  the  sudden  and  unexpected 
manner  of  her  death,  her  case  was  referred  to  the 
medical  examiner’s  office  where  an  autopsy  ex- 
amination was  performed. 

At  autopsy,  pertinent  findings  were  confined 
to  the  heart.  The  heart  weighed  305  Gm.  and  was 
unremarkable  except  for  hemorrhagic  discolora- 
tion involving  the  anterior  descending  branch  of 
the  left  coronary  artery.  Histologic  sections  in 

‘Formerly  with  Department  of  Pathology,  Downstate  Medical 
Center,  Brooklyn,  New  York. 


FIGURE  1.  Intramural  dissecting  hemorrhage  in  outer 
media  internal  to  external  elastic  lamina  (hematoxylin- 
eosin  stain). 


this  area  showed  an  intramural  dissecting  hemor- 
rhage localized  in  the  outer  third  of  the  media  just 
internal  to  the  external  elastic  lamella  (Fig.  1). 
The  intramural  hemorrhage  displaced  the  inner 
media  and  intima  centrally,  causing  partial 
mechanical  obstruction  of  the  coronary  lumen. 
In  one  section,  the  dissection  was  seen  to  extend 
through  the  inner  portion  of  the  media,  through  the 
intima,  and  into  the  lumen  (Fig.  2).  A very  small 
mononuclear-cell  infiltrate  was  present  in  the 
adventitia.  No  atherosclerotic  changes  were 
present.  Special  stains  failed  to  reveal  an  in- 
creased amount  of  mucopolysaccharides. 

Comment 

Isolated  dissecting  aneurysms  of  arteries  other 
than  the  aorta  have  been  occasionally  reported.^ 
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FIGURE  2.  Intramural  dissecting  hemorrhage  extending 
inward  to  lumen  (Verhoeff's  elastic  stain). 


These  dissections  have  involved  the  cerebral,  renal, 
brachial,  thyroid,  splenic,  iliac,  carotid,  and  cor- 
onary arteries.^  The  isolated  dissecting  aneurysm 
of  the  coronary  artery  is  a very  lethal  member  of 
this  group  and  an  unusual  cause  of  sudden  and 
unexpected  death  in  a young  or  middle-aged  in- 
dividual. The  typical  history  is  that  of  a 

supposedly  healthy  adult  who  suddenly  collapses 
and  dies  while  carrying  on  daily  activities.  These 
individuals  may  experience  an  episode  of  pain 
prior  to  collapsing.  The  diagnosis  has  never  been 
made  ante  mortem  and  probably  never  will  be- 
cause of  the  lack  of  specific  symptoms  or  signs. 
These  dissecting  aneurysms  are  not  to  be  confused 
with  the  intramural  hemorrhage  of  atherosclerotic 
coronary  arteries.  The  atherosclerotic  lesion  in- 
volves the  intima  and  results  from  hemorrhage 
into  an  atherosclerotic  plaque.  The  lesion  dis- 
cussed in  this  report  involves  the  outer  third  of  the 
media  of  the  vessel  and  is  not  associated  with 
atherosclerosis. 

The  authors  found  20  acceptable  cases  of  isolated 
dissecting  aneurysm  of  the  coronary  artery  in  the 
literature.  '’2.4 -is  'p^o  cases  listed  by  Brody  et  al.  ^ 
were  not  included  since  they  were  thought  to  be 
of  a questionable  nature  and  may  have  represented 
atherosclerotic  aneurysms.  One  of  the  most  im- 
pressive features  of  this  entity  is  the  distribution 
of  the  lesions.  Seventeen  of  the  20  cases  as  well 
as  the  present  case  involved  the  left  coronary 
artery. ‘’2’4.5.7.9  12  2 of  these  involved  only 

the  anterior  descending  branch.’-"’  In  1 case  the 
diagonal  branch  was  involved,  and  in  the  other  the 
main  left  coronary  and  the  first  parts  of  the  de- 
scending and  circumflex  branches.’-"’ 

The  etiology  of  3 of  these  20  cases  can  be  ex- 
plained on  the  basis  of  trauma  or  a known  dis- 
ease process.  In  McKeown’s”  case  of  a dissecting 
aneurysm  of  the  right  coronary  artery  in  a twenty- 
one-year-old  male,  the  deceased  person  had  Mar- 
fan’s syndrome.  In  Marfan’s  syndrome  there  is  a 
congenital  weakness  of  the  connective  tissue,  and 


dissecting  aneurysms  of  the  aorta  are  not  infre- 
quent. The  dissection  in  Hedinger’s®  case  seems 
to  have  resulted  from  trauma.  Nine  days  prior 
to  death,  the  patient  had  been  kicked  in  the  chest 
by  a horse,  fracturing  his  sternum.  There  was 
a 0.5-cm.  tear  of  the  intima  and  media  of  the  vessel 
with  thrombotic  obstruction,  in  association  with  a 
myocardial  infarct  and  rupture  of  the  left  anterior 
ventricular  wall.  Boschetti  and  Levine’s’”  case 
is  one  of  cystic  medial  necrosis  confined  to  the 
coronary  arteries.  In  the  other  17  cases  in  the 
literature,  plus  the  present  case,  the  etiology  is 

unknown. ’-2’'’-'’- “'13  jg  this  group  that  the 

relationship  to  the  postpartum  state  is  noted. 
Fifteen  of  the  patients  were  women  and  3 were 
men.  Of  the  15  women,  7 were  post  partum  with 
the  length  of  time  post  partum  varying  from  four- 
teen days  to  eleven  and  a half  weeks.’  The  post- 
partum state  of  7 of  the  15  women,  coupled  with 
the  lack  of  a specific  coronary  disease  or  of  any 
generalized  disease  to  explain  the  dissection,  sug- 
gests that  the  relationship  of  this  entity  to  preg- 
nancy is  more  than  coincidental.  Burton  and 
Zawadzki'3  noted  this  relationship  in  their  article 
and  also  mentioned  the  previously  observed  asso- 
ciation of  pregnancy  with  dissecting  aortic  aneu- 
rysms. It  is  known  that  there  is  a generalized 
loosening  of  the  ground  substance  of  the  connective 
tissue  during  pregnancy.  Brody  et  al^  suggested 
that  this  connective-tissue  change  in  conjunction 
with  elevated  blood  pressure  at  parturition  weak- 
ens the  wall  of  the  coronary  artery.  This  explana- 
tion would  also  help  account  for  the  association  of 
pregnancy  and  dissecting  aneurysms  of  the  aorta. 
Nalbandian  and  Chason'’  suggest  that  one  possible 
initiating  mechanism  of  dissection  in  the  coronary 
vessels  is  rupture  of  a vas  vasis  in  the  media  with 
a step-by-step  increase  in  the  intramural  hema- 
toma during  diastole  when  the  intralumenal  pres- 
sure of  the  coronary  artery  may  fall  below  the 
pressure  in  the  vasa  vasorum.  However,  these 
theories  do  not  explain  why  the  intramural 
hemorrhage  and  dissection  takes  place  post  partum 
and  not  at  the  time  of  labor.  Hypertension  has 
been  thought  to  be  a causative  agent  in  dissecting 
aneurysm.  However,  in  the  reports  with  a clinical 
history,  only  1 patient,  a forty-two-year-old  post- 
partum woman,  had  any  history  of  hypertension.’-’ 
During  a pregnancy,  she  had  a labile  systolic  blood 
pressure  that  went  up  to  160/80  mm.  Hg.  The 
autopsy  findings  showed  no  evidence  of  chronic 
hypertension. 

Thus,  we  must  conclude  that  the  etiology  of  iso- 
lated dissecting  coronary  aneurysms  is  unknown 
in  postpartum  patients  just  as  it  is  unknown  in 
all  but  a few  cases  in  males  and  nonpostpartum 
females. 

Summary 

An  isolated  intramural  dissecting  aneurysm 
of  the  coronary  artery  is  a very  rare  lesion.  A case 
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of  sudden  and  unexpected  death  from  this  entity 
in  a twenty-seven-year-old  postpartum  housewife 
is  reported.  Twenty  other  cases  of  dissecting 
aneurysm  of  the  coronary  artery  were  found  in  the 
literature.  Fourteen  of  these  cases  were  in  women. 
Six  of  these  women  were  postpartum.  The  lack 
of  any  significant  coronary  disease  or  generalized 
disease  in  these  women  suggests  that  the  relation- 
ship of  this  entity  to  pregnancy  is  more  than  coin- 
cidental. 
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Hemangioma,  the  most  frequently  encountered 
tumor  of  the  liver,  is  usually  asymptomatic,  and 
therefore  most  often  found  merely  as  an  incidental 
finding  at  autopsy.^  The  diffuse  and  more  aggres- 
sive types  of  hepatic  angiomatoses  are  character- 
ized by  a poorly  localized  marked  proliferation  of 
capillaries  and/or  endothelial  cells,  and  have  been 
classified  under  a number  of  synonyms  including 
multicentric  hemangioendothelioma,  hemangi- 
oendotheliosarcoma,  or  Kupffer  cell  sarcoma. 
The  malignant  variants  of  these  vascular  tumors 
are  quite  rare.  Edmonson^  noted  only  1 among 
52,000  autopsy  examinations  at  the  Los  Angeles 
County  Hospital.  The  sparsity  of  accepted  cases 
reported  in  the  modern  literature  suggests  that 
in  earlier  times  these  tumors  were  probably  con- 
fused with  highly  vascular  nonmesodermal  tumors 
of  the  liver. ^ 

Malignant  hemangioendotheliomas  usually 
appear  with  a nonspecific  hepatomegaly,  and  may 
cause  serious  clinical  and  diagnostic  problems. 
The  following  case  of  a malignant  hemangio- 
endothelioma (Kupffer  cell  sarcoma)  illustrates 
an  example  of  fatal  hemorrhage  as  a possible 
sequel  to  a diagnostic  procedure. 

Case  report 

A seventy-one-year-old  white  male  was  admitted 
to  the  Beekman-Downtown  Hospital  with  increas- 
ing abdominal  distention  and  discomfort  which 
became  pronounced  four  days  prior  to  admission. 
'I'he  distention  was  accompanied  by  frequent 
eructations  and  mild  right  upper  quadrant  pain. 


FIGURE  1.  Needle  biopsy  showing  vascular  channels 
associated  with  marked  cellularity.  A moderate  number 
of  cells  showed  sufficient  abnormality  to  be  interpreted 
as  malignant. 

His  private  physician  had  noted  the  presence  of 
an  enlarged  right  upper  quadrant  mass  and  an 
umbilical  hernia. 

The  patient  had  a cholecystectomy  and  appen- 
dectomy in  1937.  He  was  admitted  to  a hospital 
in  1948  for  fractures  of  the  right  leg  sustained  in 
a car  accident.  Three  years  prior  to  admission  he 
underwent  a right  orchiectomy  at  the  Beekman- 
Downtown  Hospital  because  of  an  abscess  of  the 
testis.  At  that  time  there  were  no  significant 
abdominal  findings;  an  intravenous  pyelogram  did 
not  demonstrate  visceral  enlargement  or  other 
changes. 

Vital  signs  were  normal.  The  pertinent  findings 
were  marked  abdominal  distention,  evidence  of 
ascites,  and  an  enlarged  liver  extending  downward 
to  the  level  of  the  umbilicus  in  the  right  mid- 
clavicular  line. 

Apart  from  the  normochromic,  normocytic 
anemia  (hemoglobin  8 Gm.  per  100  ml.)  and 
slight  elevation  of  serum  alkaline  phosphatase 
(6  units),  laboratory  studies  were  unrevealing; 
a battery  of  liver  function  tests  gave  normal  values. 
Roentgenographic  studies  showed  elevation  of  the 
right  hemidiaphragm,  downward  displacement  of 
the  right  kidney  compared  with  its  position  three 
years  previously,  extrinsic  pressure  deformity  of 
the  hepatic  flexure,  and  displacement  of  the 
stomach  by  the  enlarged  liver. 

During  hospitalization  the  patient  received  5 
units  of  blood  with  no  improvement  of  the  anemia. 
A biopsy  was  taken  of  the  liver  using  a Menghini 
needle;  the  histologic  sections  indicated  a hema- 
toma with  hemangiomatous  structures  (Fig.  1). 
Abdominal  paracentesis  yielded  serous  fluid  which 
contained  red  blood  cells,  4,260  per  cubic  milli- 
meter, and  white  blood  cells,  6,500  per  cubic  milli- 
meter, with  95  per  cent  segmented  neutrophils  and 
5 per  cent  lymphocytes.  No  malignant  cells  were 
seen  on  cytologic  study. 

The  histologic  diagnosis  consistent  with  a hepa- 
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FIGURE  2 (A)  Communicating  vascular  channels  lined  by  proliferating  endothelial  cells  and  filled  with  red  blood 

cells.  (B)  Hepatocytes  compressed  (arrow)  by  dilated  and  communicating  sinuses  and  proliferating  Kupffer  cells. 


toma  with  hemangiomatous  changes  in  a markedly 
enlarged  liver  rendered  surgical  intervention  in- 
advisable; the  patient  was  discharged  to  a nursing 
home.  Within  two  weeks  the  patient  was  read- 
mitted to  the  hospital  because  of  progressive  weak- 
ness and  anemia.  The  patient  showed  extreme 
pallor  with  a pulse  rate  of  120  per  minute.  The 
abdominal  mass  appeared  to  be  unchanged  in  size. 
The  hemoglobin  was  now  4 Gm.  per  100  ml.  and  the 
hematocrit  12.5.  Chest  x-ray  films  showed  eleva- 
tion of  the  right  leaf  of  the  diaphragm  with  blunting 
of  the  right  costophrenic  angle  suggesting  the  pres- 
ence of  free  pleural  fluid;  the  lung  fields  were  clear. 
The  patient  received  multiple  whole  blood  trans- 
fusions elevating  the  hemoglobin  to  8 Gm.  per 
100  ml.  After  slight  transient  improvement,  the 
patient  passed  suddenly  into  a state  of  peripheral 
vascular  collapse  and  expired  shortly  thereafter. 

Pathology 

At  autopsy,  the  peritoneal  cavity  contained 
2,000  ml.  of  fresh  and  clotted  blood.  The  liver 
weighed  4,500  Gm.;  its  lower  margin  extended 
almost  to  the  level  of  the  pelvic  brim.  Numerous 
cystic  nodules  of  bluish  color  occupied  both  hepatic 
lobes,  more  prominently  on  the  right.  On  the 
anterior  surface  of  the  right  lobe,  in  the  area  of 
the  needle  biopsy,  there  was  a small,  irregular, 
6-mm.  focus  of  necrosis  from  which  blood  could 
be  expressed  on  slight  pressure.  The  cut  surface 
of  the  liver  revealed  multiple  confluent  hemor- 
rhagic nodules  of  spongy  consistency,  dark  red 
in  appearance  and  exuding  considerable  amounts 
of  sanguineous  material.  The  nodules,  which 
tended  to  coalesce,  measured  from  1.5  to  8 cm.  in 
greatest  diameter.  The  intervening  heptic  archi- 
tecture appeared  well  preserved,  with  the  usual 
pale  brown,  lobular  surface.  At  the  root  of  the 
mesentery  and  in  the  omentum,  in  close  proximity 
to  the  transverse  colon,  were  multiple  circum- 


scribed spongy  hemorrhagic  masses  similar  to 
those  described  in  the  liver. 

Microscopic  sections  of  the  hemorrhagic  nodules 
in  the  liver  revealed  extensive  communicating 
vascular  channels  and  sinuses  filled  with  blood  and 
lined  by  endothelial  cells  (Fig.  2A).  These  cells 
exhibited  marked  nuclear  pleomorphism  with 
condensation  and  clumping  of  chromatin  material; 
occasionally  a spindle-cell  component  predom- 
inated (Fig.  2B).  In  the  hepatic  parenchyma  ad- 
jacent to  the  poorly  delineated  vascular  nodules, 
the  Kupffer  cells  showed  varying  degrees  of  hyper- 
plasia, atypia,  and  increased  phagocytic  activity. 
Sections  from  the  omental  and  mesenteric  nodules 
were  similar  in  appearance  although  there  was 
greater  cellularity  (Fig.  3). 

In  comparing  autopsy  specimens  with  tissue 
obtained  earlier  by  needle  biopsy,  the  malignant 
cells  which  had  been  interpreted  as  arising  in  a 
hepatoma  associated  with  hemangiomatous  tissues 


FIGURE  3.  Foci  of  malignant  hemangioendothelioma 
in  omentum. 
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could  now  be  correctly  identified  as  representative 
of  a more  malignant  area  of  a hemangioendothelial 
sarcoma. 

Comment 

The  classification  of  diffuse  hemangiomas  as 
multicentric  hemangioendothelioma  or  as  heman- 
gioendotheliosarcoma  (Kupffer  cell  sarcoma) 
essentially  appears  to  be  an  academic  exercise. 
Despite  the  marked  local  haphazard  proliferation 
of  enlarged  endothelial  cells  with  pleomorphic 
nuclei,  a fatal  outcome  due  to  widespread  visceral 
or  nodal  involvement  is  uncommon.  Hepatomeg- 
aly, accompanied  by  normal  liver  function  test 
results  may  be  the  only  clinical  manifestation 
of  a multicentric  hemangioendothelioma,  as  was 
true  in  the  case  just  described.  In  one  reported 
series,  less  than  half  of  the  hemangioendothelio- 
sarcomas  were  associated  with  a pre-existing 
cirrhosis  or  hemachromatosis.^  Hemorrhage, 
usually  following  some  inconsequential  trauma, 
is  the  most  serious  complication  of  these  tumors, 
even  in  the  presence  of  multiple  organ  involvement, 
and  is  the  most  common  cause  of  death.  ^ To  es- 
tablish a diagnosis  in  our  patient,  a needle  biopsy 
was  performed;  within  two  weeks  he  died  with 
evidence  of  some  peritoneal  hemorrhage.  Although 
the  patient  may  have  inadvertently  experienced 
trauma  in  the  interim,  the  hemorrhage  may  have 
been  due  to  the  diagnostic  procedure. 

Unless  a history  of  thorium  dioxide  (Thorotrast) 
administration  can  be  elicited,  the  diagnosis  of 
hemangioendothelioma  (Kupffer  cell  sarcomas) 
can  be  most  difficult  and  requires  a high  index  of 
suspicion. To  avoid  the  hazard  of  hemorrhage 
resulting  from  a “closed”  needle  biopsy,  other 
diagnostic  methods  must  be  resorted  to.  Liver- 
function  studies  are  not  appreciably  altered  unless 
by  a concurrent  cirrhosis;  in  this  situation  one 
would  be  hard  pressed  to  differentiate  between 
a vascular  tumor  and  a hepatoma.  Liver-scan 
studies  utilizing  radioactive  gold  indicate  only 
the  presence  of  a space-occupying  lesion;  in  as 
much  as  heptic  cell  carcinomas  are  more  common 
in  a pre-existing  cirrhosis,  a specific  diagnosis 
would  again  depend  on  a needle  biopsy  of  the  liver. 
On  the  other  hand,  selective  hepatic  angiographic 


studies  have  been  reliable  in  helping  to  differenti- 
ate primary  vascular  lesions  of  the  liver  from 
hepatomas  or  vascular  metastatic  tumors.®' 
Angiography  can  delineate  the  extent  of  in- 
volvement as  well  as  the  location  of  hemangiomas 
so  that  a well-planned  resection  could  be  offered 
to  the  patient.®  While  localized  hepatic  vascular 
tumors  are  amenable  to  surgical  removal,  the  more 
diffuse  lesions  present  a therapeutic  problem. 
Although  radiation  therapy  should  be  entertained, 
there  is  no  evidence  in  the  literature  of  its  value 
in  adults. 

Thus,  it  is  obvious  that  diagnostic  methods 
which  do  not  involve  tissue  aspiration  are  of  great 
importance  in  avoiding  the  serious  complication 
of  hemorrhage.  Furthermore,  they  may  assist 
the  clinician  in  outlining  a definitive  plan  of 
therapy. 

Summary 

A case  of  malignant  hemangioendothelioma  of 
the  liver  in  an  adult  is  reported.  Hepatomegaly 
accompanied  by  normal  liver  function  test  results 
was  the  only  clinical  manifestation.  Fatal  hemor- 
rhage immediately  following  a needle  biopsy  of  the 
tumor  directs  attention  to  the  dangers  following 
this  diagnostic  procedure.  The  value  of  angiog- 
raphy is  recognized. 
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Marfan’s  syndrome  is  a relatively  uncommon 
inherited  disorder  of  connective  tissue.  It  is 
familial  and  affects  mainly  the  musculoskeletal, 
ocular,  and  cardiovascular  systems.' 

Diabetes  insipidus  results  from  deficient  secre- 
tion of  antidiuretic  hormone  or  from  an  unrespon- 
siveness of  the  renal  tubule  to  this  hormone.  The 
patient  is  unable  to  raise  the  urinary  osmolality  in 
response  to  an  increase  in  plasma  osmolality. 
Polydipsia  and  the  excretion  of  large  amounts  of 
sugar-free  urine  of  low  osmolality  characterize 
this  disease. - 

To  our  knowledge  an  association  between  Mar- 
fan’s syndrome  and  diabetes  insipidus  has  not 
been  made  in  the  medical  literature.  A case  is 
presented  in  which  these  two  conditions  occurred 
together. 

Case  report 

A six-year-old  Caucasian  female  was  admitted 
to  Meadowbrook  Hospital  for  evaluation  of  poly- 
uria and  polydipsia  (Fig.  1).  Approximately  one 
year  prior  to  admission,  an  acute  onset  of  in- 
creasing thirst,  a craving  for  water  over  all  other 
beverages,  polyuria,  and  nocturia  developed. 
When  her  intake  was  restricted,  she  became 
hysterical.  Urine  output  approximated  2 to  4 
L.  daily,  and  the  specific  gravity  failed  to  rise 
above  1.002.  Roentgenograms  of  the  skull,  as  well 
as  an  electroencephalogram,  and  blood  sugar  deter- 
minations showed  normal  findings.  There  had 
been  no  prior  history  of  head  trauma,  infection, 
or  central  nervous  system  disease.  She  was  noted 
to  have  bilateral  dislocated  lenses  and  myopia  at 
the  age  of  two  years.  A left  inguinal  heinia  re- 
pair was  performed  at  the  age  of  four  years. 

The  patient’s  mother  and  younger  sister  have 


FIGURE  1.  (A)  Frontal  view  of  child  showing  pectus 

excavatum  (B)  Back  view  showing  scoliosis. 


the  classic  skeletal  and  visceral  changes  of  Mar- 
fan’s syndrome. 

The  patient  was  a rather  tall,  slender  girl,  with 
long,  thin  extremities,  and  arachnodactyly. 
Measurements  at  the  age  of  six  years  were  height 
50^8  inches,  weight  42^4  pounds,  arm  span  52 
inches,  lower  segment  2614  inches,  and  upper 
segment  24  inches.  Temperature  was  99  F.,  pulse 
rate  68  per  minute,  and  respirations  20  per  minute. 
The  blood  pressure  was  100  systolic  and  60  diastol- 
ic. The  patient  was  alert  and  quite  cooperative. 
Mental  development  was  normal  for  her  age.  She 
had  excessive  mobility  of  all  joints,  marked  dorsal 
and  lumbar  scoliosis,  and  a prominent  pectus 
excavatum  (Fig.  2).  Ophthalmologic  examination 
revealed  normal  sclera  and  normal  disks,  bi- 
lateral subluxation  of  the  lens,  and  severe  myopia. 
There  was  no  evidence  of  cardiomegaly.  A Grade 
II  to  VI  early,  harsh  systolic  murmur  which 
changed  with  position  was  clearly  audible  in  the 
third  and  fourth  intercostal  spaces  to  the  left  of 
the  sternum.  Muscular  development  was  rather 
poor,  and  there  was  a sparsity  of  subcutaneous 
tissue.  Neurologic  examination  findings  were 
within  normal  limits. 

The  hemoglobin  was  10.5  Gm.  per  100  ml.,  and 
the  white  cell  count  was  7,700,  with  59  per  cent 
neutrophils,  40  per  cent  lymphocytes,  and  1 per 
cent  eosinophils.  The  urine  specific  gravity  was 
consistently  below  1.002,  and  urinalysis  gave  a 
negative  result  for  protein,  sugar,  and  acetone; 
the  sediment  contained  3 to  5 white  cells  per  high- 
power  field.  The  urea  nitrogen  was  10  mg.,  fasting 
blood  sugar  84  mg.,  calcium  11  mg.,  phosphorus 
4 mg.  per  100  ml.;  and  sodium  was  148  mEq., 
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FIGURE  2.  Roentgenogram  showing  marked  scoliosis. 


potassium  3.6  mEq.,  bicarbonate  21  mEq.,  and 
chloride  111  mEq.  per  liter.  Urinary  amino  acids 
were  analyzed  quantitatively  and  were  normal. 
Homocystine  was  absent  from  her  urine. 

Roentgenograms  of  the  skeletal  system  revealed 
arachnodactyly,  marked  dorsal  and  lumbar  scolio- 
sis, and  pectus  excavatum  (Fig.  3). 

A variation  of  the  Hickey-Hare  test  was  per- 
formed (Fig.  4).^  Water  diuresis  was  induced  by 


FIGURE  3 Roentgenogram  showing  arachnodactyly 


FIGURE  4.  Flickey-Flare  test  indicating  response  in 
urine  volume  and  specific  gravity  to  intravenous  vaso- 
pressin. 


hydration  with  400  cc.  of  water  over  a period  of  one 
hour.  During  this  period  the  urine  flow  was 
calculated  to  be  4 cc.  per  minute,  and  the  urinary 
specific  gravity  did  not  rise  above  1.000.  A hyper- 
tonic solution  of  3 per  cent  sodium  chloride  was 
then  infused  intravenously  at  the  rate  of  0.25  ml. 
per  kilogram  per  minute  for  forty-five  minutes. 
This  did  not  result  in  any  significant  change  in 
urinary  volume  or  specific  gravity.  The  patient 
was  then  given  0.1  unit  of  vasopressin  (Pitressin) 
intravenously,  and  this  resulted  in  a significant  de- 
crease in  the  urinary  flow,  to  less  than  1 cc.  per 
minute,  and  within  forty-five  minutes  the  specific 
gravity  increased  to  1.018.  She  was  able  to  main- 
tain a normal  urinary  output  and  specific  gravity 
with  the  administration  of  2.5  units  of  vasopressin- 
in-oil  every  other  day. 

Comment 

To  make  an  unequivocal  diagnosis  of  Marfan’s 
syndrome,  the  characteristic  skeletal  proportions, 
ectopia  lentis,  and  a familial  history  of  the  dis- 
order must  occur  in  the  same  patient.^ 

Patients  with  this  disorder  have  an  arm  span 
that  measures  greater  than  their  height,  and  their 
lower  segment  (pubis  to  heel)  is  greater  than  their 
upper  segment  (pubis  to  vertex).  Our  patient’s 
measurements  are  very  significant  because  of  the 
relatively  short  extremities  normally  found  in 
six  year  olds.  In  fact,  the  span  has  not  been  less 
than  the  height  in  any  proved  case  of  the  syn- 
drome.^ Other  skeletal  findings  that  are  common- 
ly associated  with  Marfan’s  syndrome,  which  were 
found  in  our  patient,  are  pectus  excavatum,  in- 
creased laxity  of  the  joints,  scoliosis,  a sparsity  of 
subcutaneous  tissue,  and  inguinal  hernias.  Bi- 
lateral ectopia  lentis  is  the  most  common  eye 
finding  in  Marfan’s  syndrome.  Some  degree  of 
myopia  is  also  commonly  found.'  The  cardiovas- 
cular system  is  often  affected.  The  most  common 
lesion  is  weakness  of  the  media  of  the  aorta  and 
the  main  pulmonary  artery.  However,  this  abnor- 
mality may  not  express  itself  in  young  patients.^ 
Aside  from  a functional  heart  murmur,  our  pa- 
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tient  did  not  show  any  evidence  of  cardiovascular 
disease. 

The  trait  for  Marfan’s  syndrome  is  transmitted 
as  a simple  autosomal  dominant  with  a high 
degree  of  penetrance.  In  approximately  85  per 
cent  of  affected  persons  there  is  a familial  occur- 
rence of  the  disorder.’  Marfan’s  syndrome  must 
be  differentiated  from  homocystinuria,  since  the 
salient  features  of  these  disorders  are  quite  similar. 
The  absence  of  homocystine  in  our  patient’s  urine 
rules  out  this  possibility.*’ 

Wilkins'  classified  diabetes  insipidus  into  three 
groups:  (1)  organic  diabetes  insipidus  in  which 

there  is  evidence  of  an  organic  lesion  in  the  region 
of  the  posterior  pituitary  or  hypothalmus,  and 
there  is  a response  to  vasopressin;  (2)  idiopathic 
diabetes  insipidus  in  which  there  is  no  evidence 
of  disease  or  injury  to  the  posterior  pituitary  or 
hypothalmus,  and  there  is  a response  to  vasopres- 
sin; and  (3)  nephrogenic  diabetes  insipidus  in 
which  there  is  a disturbance  of  water  excretion, 
but  there  is  no  response  to  vasopressin. 

This  patient  had  classic  idiopathic  diabetes 
insipidus.  She  had  an  acute  onset  of  polyuria 
and  polydipsia  and  was  unable  to  increase  her 
urinary  specific  gravity  or  decrease  her  urinary 
output  in  response  to  an  infusion  of  hypertonic 
saline.  She  had  marked  response  to  the  admin- 
istration of  vasopressin.  There  is  no  evidence  of 
any  disease  or  injury  to  the  patient’s  hypothalmus 
or  pituitary.  The  polyuria  and  polydipsia  asso- 
ciated with  hypercalcemia,  hypokalemia,  and 
impaired  renal  function  was  essentially  ruled  out 
by  the  normal  laboratory  findings.  In  approxi- 
mately 50  per  cent  of  the  cases  of  diabetes  in- 
sipidus the  cause  is  idiopathic.*’  However,  the 
possibility  that  a slow-growing  tumor  may  be 
responsible  for  the  disease  cannot  be  ruled  out. 
The  pathologic  findings  in  idiopathic  diabetes 


insipidus  are  primary  degeneration  of  the  nerve 
cells  of  the  supraoptic  and  paraventricular  nuclei.*’ 

Summary 

A case  is  reported  in  which  Marfan’s  syndrome 
and  diabetes  insipidus  occurred  together.  This 
association  had  not  been  previously  described. 
The  patient  had  the  classic  skeletal  changes  of 
Marfan’s  syndrome,  as  well  as  bilateral  ectopia 
lentis,  and  a positive  family  history  of  the  disease. 
A modification  of  the  Hickey-Hare  test  helped 
to  confirm  the  diagnosis  of  idiopathic  diabetes 
insipidus.  The  patient  is  receiving  vasopressin-in- 
oil parenterally  which  eliminates  the  polyuria  and 
polydipsia. 

Acknowledgment.  We  are  grateful  to  Joseph  Greensher, 
M.D.,  and  Howard  Mofenson,  M.D.,  for  permitting  us  to  re- 
port this  case  of  their  private  patient. 
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Historn  of  Medicine 


HISTORICAL 
DEVELOPMENT  OF 
MEDICINE  IN 
BROOKLYN 

WESLEY  DRAPER 

Brooklyn,  New  York 

Librarian,  The  Academy  of  Medicine  of  Brooklyn 

The  first  indication  that  the  swamps  and  mead- 
ows of  an  island  south  of  the  Hudson  River  would 
one  day  have  a large  population  occurred  in  Sep- 
tember, 1609.  It  was  at  that  time  that  Hendrick 
Hudson  sailed  into  New  York  Harbor,  and  a boat- 
load of  his  sailors,  seeking  information  as  to  the 
country  and  supplies  for  their  ship,  chose  what 
is  now  Coney  Island  for  their  landing  place. 

Settlement  of  Brooklyn 

However,  the  first  permanent  settlement  in 
the  area  was  New  Amsterdam,  a trading  station 
established  three  years  later  on  the  southern  ex- 


tremity of  Manhattan.  It  consisted  of  a fort  and  a 
few  buildings.  As  the  trading  station  grew,  Dutch 
farmers,  pleased  with  the  low-lying  land  across  the 
bay  offering  farming  conditions  to  which  they  were 
accustomed,  soon  settled  there.  In  1614  when 
Captain  Block  ventured  through  Hell  Gate  in  his 
ship  and  sailed  into  Long  Island  Sound,  he  proved 
that  this  area  was  an  island. 

Several  small  villages  quickly  sprang  up,  one  of 
which  was  Breukelin.  It  was  situated  along  the 
water  front  directly  facing  New  Amsterdam  and 
before  long  came  to  be  most  important  as  a market 
place  and  the  leader  in  Kings  County  in  popula- 
tion and  wealth.  It  was  destined  to  absorb  all  the 
other  towns  in  the  county.  Later  when  the  English 
gained  control  of  the  area,  the  name  was  changed 
to  Brooklyn,  and  New  Amsterdam  became  New 
York  (Fig.  1). 

It  was  not  long  before  smallpox  was  brought  over 
from  Europe,  and  the  susceptible  Indians  suffered 
greatly.  In  1658  more  than  half  of  the  Montauk 
tribe  died  of  the  disease.  It  continued  endemic 
among  the  white  settlers,  breaking  into  occasional 
epidemics.  Later  cholera  and  yellow  fever  were 
to  become  serious  public  health  problems. 

Doubtless  the  sanitary  conditions  of  these  settle- 
ments were  similar  to  those  which  prevailed  in 
all  early  pioneer  communities.  There  was  little 
or  no  medical  aid;  the  habit  of  warfare  on  dirt. 
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which  women  brought,  was  equalled  only  by  the 
common  disregard  of  filth.  To  avoid  depredations 
by  the  Indians,  people  and  cattle  lived  in  close 
proximity.  Guests  of  a Dutch  farmer  of  the  period 
tell  of  the  bounteous  provisions,  but  they,  with  the 
son  of  the  house,  went  to  sleep  in  the  barn  on  some 
straw  spread  with  sheep  skins  in  the  midst  of  a 
continuous  babel  of  domestic  animals  and  espe- 
cially a “goodly  quantity  of  fleas  and  vermin.”' 

Early  medical  growth 

The  first  medical  man  to  settle  in  Brooklyn  was 
Paulus  van  der  Beeck,  M.D.,  who  came  in  1644. 
Conditions  in  New  Amsterdam  at  that  time  were 
not  very  conducive  to  medical  practice,  and  Dr. 
van  der  Beeck  seemed  to  have  made  his  living 
by  other  means  as  well  as  practicing  medicine. 
Also,  he  had  the  good  fortune  to  marry  a well-to-do 
widow,  which  undoubtedly  helped. 

Most  of  the  medical  men  were  ship  surgeons  who 
practiced  on  shore  while  their  ships  were  in  port. 
These  were  actually  barber  surgeons,  and  their 
activities  on  shore  led  to  the  first  order  in  the 
State  regulating  the  practice  of  medicine,  dated 
February  2,  1652: 

On  the  petition  of  the  Chirurgeons  of  New  Amster- 
dam, that  none  but  they  alone  be  allowed  to  shave; 
the  Director  and  Council  understand  that  Shaving 
doth  not  appertain  exclusively  to  Chirurgery,  but  is 
an  appendix  thereunto;  that  no  man  can  be  prevented 
operating  on  himself,  nor  to  do  another  this  friendly 
act,  provided  it  be  through  courtesy  and  not  for  gain, 
which  is  hereby  forbidden.  It  is  further  ordered 
that  Ship-Barbers  shall  not  be  allowed  to  dress  any 
wounds,  nor  administer  any  potions  on  shore  without 
previous  knowledge  and  special  consent  of  the  Peti- 
tioners.* 

Another  early  physician  was  John  Jones,  M.D., 
who  was  a native  of  Jamaica,  Long  Island,  born 
in  1729.  He  is  best  known  for  his  Plain  Concise 
Practical  Remarks  on  the  Treatment  of  Wounds 
and  Fractures,  New  York,  1775.  He  was  also  phy- 
sician to  both  George  Washington  and  Benjamin 
Franklin.  He  attended  Franklin  during  his  final 
illness  and  described  it  as  follows: 

About  sixteen  days  before  his  death  he  was  seized 
with  a feverish  disposition,  without  any  particular 
symptoms  attending  it  till  the  third  or  fourth  day,  when 
he  complained  of  a pain  in  the  left  breast,  whicli  in- 
creased till  it  became  extremely  acute,  attended  by 
a cough  and  laborious  breathing.  During  this  state, 
when  the  severity  of  his  pains  drew  forth  a groan  of 
complaint,  he  would  observe  that  he  was  afraid  he  did 
not  bear  them  as  he  ought;  acknowledging  his  grateful 
sense  of  the  many  blessings  he  had  received  from  the 
Supreme  Being,  who  had  raised  him  from  small  and 
low  beginnings,  to  such  high  rank  and  consideration 
among  men;  and  had  no  doubt  but  that  his  present 
afflictions  were  kindly  intended  to  wean  him  from 
a world  in  which  he  was  no  longer  fit  to  act  the  part 


assigned  to  him.  In  this  frame  of  body  and  mind  he 
continued  until  five  days  before  his  death,  when  the 
pain  and  difficulty  of  breathing  entirely  left  him,  and 
his  family  were  flattering  themselves  with  the  hopes 
of  his  recovery;  but  an  imposthume  which  had  formed 
in  his  lungs,  suddenly  burst,  and  discharged  a quantity 
of  matter  which  he  continued  to  throw  up  while  he 
had  power,  but  as  that  failed,  the  organs  of  respiration 
became  gradually  oppressed;  a calm  lethargic  state 
succeeded,  and  on  the  17th  day  of  April,  1790,  about  ■ 
eleven  o’clock  at  night,  he  quietly  expired,  closing  a 
long  and  useful  life  of  eighty-four  years  and  three 
months.^ 

With  the  organization  of  the  Medical  Society  of 
the  County  of  Kings  on  March  2,  1822,  a mile- 
stone in  Brooklyn  medicine  was  reached.  Al- 
though the  law  of  1806  authorized  the  formation  of 
a State  and  county  medical  societies,  which  were 
to  regulate  the  practice  of  medicine  throughout  the 
State,  it  was  sixteen  years  before  the  physicians  of 
Kings  County  availed  themselves  of  its  provisions. 
However,  it  is  worthy  of  note  that  within  a few 
months  after  its  formation  it  had  on  its  member- 
ship roll  almost  every  regularly  educated  medical 
resident  of  the  county.  At  its  organization  it  had 
only  nine  charter  members. 

Membership  in  the  Society  grew,  and  with  the 
increase  a greater  interest  in  promoting  knowledge 
of  the  healing  art  was  the  natural  result.  Meetings 
were  changed  from  quarterly  to  monthly  for  the 
communication  of  facts  and  the  interchange  of 
opinion  on  medical  subjects.  The  idea  was  not 
new,  but  this  activity  had  not  been  a major  part 
of  the  meetings.  A scientific  committee  was  ap- 
pointed and  was  to  give  notice  of  the  subject  of 
every  report  to  be  read  at  the  meeting,  and  the 
author  was  to  have  every  member  duly  notified. 
The  Society  was  divided  into  committees  which 
were  to  meet  monthly  before  the  regular  meeting  of 
the  whole  Society  and  report  the  results  of  their 
observations,  cases  of  interest,  peculiar  methods 
of  treatment,  the  action  of  new  remedies,  and 
especially  the  character  of  prevailing  endemic  or 
epidemic  diseases. 

A final  measure  recommended  was  the  publica- 
tion of  such  portions  of  the  transactions  of  the 
Society  that  a committee  on  publication  might 
consider  of  sufficient  interest  and  value.  This  re- 
port was  adopted,  and  with  the  founding  of  the 
library  in  1844,  the  stage  had  been  set  for  the  future 
of  medicine  in  Brooklyn. 

Later  medical  growth 

Among  the  medical  men  who  came  from  Europe 
was  Louis  Bauer,  M.D.,  who  arrived  in  1853.  He 
had  been  graduated  in  medicine  from  the  Univer- 
sity of  Berlin  in  1838  and  later  moved  to  England 
where  he  became  surgeon  at  the  Royal  Orthopedic 
Institution  at  Manchester.  Before  coming  to 
America  he  also  received  a degree  from  the  Royal 
College  of  Surgeons. 
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FIGURE  2.  Long  Island  College  Hospital  in  1883. 


Almost  immediately  after  his  arrival  in  Brooklyn 
with  Richard  Barthelmess,  M.D.,  he  opened  what 
was  reported  to  be  the  first  orthopedic  hospital  in 
America.  In  fact,  he  is  credited  with  having  intro- 
duced the  term  “orthopedic”  in  this  country. 
Originally  this  hospital  was  called  the  “Ortho- 
pedic Institution  of  Brooklyn.”  Later  the  name 
was  changed  to  the  “Brooklyn  Medical  and  Sur- 
gical Institute.” 

The  reason  for  this  change  was  probably  due  to 
conditions  existing  here,  which  Dr.  Bauer  found 
were  not  too  favorable:  “Orthopedic  surgery  has 

for  many  years  been  a favorite  subject  in  Germany 
and  her  most  distinguished  surgeons  have  assidu- 
ously joined  in  its  culture.  In  the  United  States 
the  historical  records  of  orthopedy  are  not  so  favor- 
able. Its  advancement  has  met  with  serious  ob- 
stacles on  the  part  of  the  profession,  and  all  at- 
tempts at  cultivating  it  as  a specialty  have,  as 
specialties  in  general,  been  frowned  down  as  the 
pretenses  of  quackery.”’  Evidently  the  building 
secured  was  quite  satisfactory. 

'I'he  establishment  is  located  in  a fashionable  and 
most  healthy  part  of  the  City  of  Brooklyn.  It  consists  of 
three  adjoining  large  brick  buildings,  connected  in  the 


rear  by  a veranda.  The  rooms  of  the  building  are 
spacious,  airy,  and  lighted  by  gas.  Besides  the  dining 
room,  there  are  two  genteely  furnished  parlors  for  the 
reception  and  social  meeting  of  the  patients  between 
themselves  and  their  respective  relatives.  News- 
papers and  an  appropriate  library  are  at  their  disposal. 

In  the  garden  there  is  a gymnasium  erected  for  ex- 
ercises. As  a matter  of  course  the  sexes  are  separated, 
young  ladies  being  under  the  special  care  of  Mrs. 
Barthelmess.  The  board — plain  and  wholesome — 
consists  principally  of  animal  food,  and  is  liberally 
afforded.  Confectionary  is  neither  offered  nor  per- 
mitted to  be  brought  to  the  patients.  The  nursing 
is  prompt  and  attentive.  Drs.  Bauer  and  Barthelmess 
see  their  patients  regularly  three  times  a day,  but 
oftener  if  the  case  requires  it."* 

In  1857  Dr.  Bauer  and  Gustav  Braeunlich,  M.D., 
organized  the  Brooklyn  German  General  Dispen- 
sary, and  Dr.  Bauer  became  its  principal  surgeon. 
The  following  year  together  with  Daniel  Ayres,  1 
M.D.,  and  John  Byrne,  M.D.,  he  founded  the  Long 
Island  College  Hospital  (Fig.  2).  Plans  were  made 
at  once  to  merge  the  dispensary  into  the  hospital, 
which  at  first  was  called  the  St.  John’s  Hospital. 

It  is  said  that  through  the  personal  efforts  of  Dr. 
Bauer  a charter  was  obtained  for  it.  He  was  elected 
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the  first  professor  of  anatomy  and  clinical  sur- 
gery and  served  as  surgeon  to  the  Hospital  until 
1860.  In  1868  he  moved  to  St.  Louis  where  he  took 
an  active  part  in  the  reorganization  of  the  St. 
Louis  College  of  Physicians  and  Surgeons.  He 
was  made  dean  and  professor  of  surgery  and  re- 
mained there  for  the  rest  of  his  professional  career. 

One  of  the  leading  public  health  men  of  his  day 
was  A.  N.  Bell,  M.D.,  who  in  1873  founded  the 
Sanitarian  and  edited  it  through  52  volumes  until 
it  ceased  publication  in  1904.  Dr.  Bell  was  born 
in  Northampton  County,  Virginia,  August  3,  1820. 
He  studied  medicine  in  Boston  with  Jacob  Bigelow, 
M.D.,  and  Oliver  Wendell  Holmes,  M.D.,  as  pre- 
ceptors, later  went  to  Philadelphia  where  he  re- 
ceived his  degree  in  medicine  from  Jefferson  Med- 
ical College  in  1842.  Dr.  Bell  entered  the  Navy 
and  after  a varied  career,  including  a shipwreck 
and  miraculous  rescue,  resigned  and  settled  in 
Brooklyn  in  1855  (Fig.  3). 

Dr.  Bell  was  a prolific  writer.  Some  of  his  ear- 
liest articles  were  published  as  a series  in  Hunt's 
Merchants'  Magazine  and  Commercial  Review 
under  the  title  of  “Garblings;  or  Commercial  Com- 
modities Characterized.”  From  July,  1857, 
through  December,  1858,  12  of  these  appeared 
covering  such  topics  as  cereal  grains,  wheat  flour, 
Indian  corn,  liquors,  tobacco,  sugar,  teas,  and 
soaps.  Three  of  them  were  devoted  to  detailed 
descriptions  of  various  wines,  where  and  how  they 
were  made.  One  might  wonder  if  Dr.  Bell  was  not 


overly  fond  of  his  wine,  but  his  concluding  state- 
ment precludes  such  a possibility,  “Persons  in 
perfect  health  can  receive  no  possible  benefit  from 
its  use;  the  insidious  advances  of  a possibly  danger- 
ous disease — habitual  wine  drinking — are  best  re- 
sisted when  wine  is  wholly  excluded.”^ 

Some  of  Dr.  Bell’s  articles  were  published  anon- 
ymously, the  only  indication  of  the  author  being 
his  signature  written  in  after  publication.  One  of 
these  was  “The  Goodness  of  God  Manifest  in  Dis- 
ease.” The  reason  for  illness  was  summarized  as, 
“The  Creator  having  designed  man  for  a higher 
sphere  has  not  only  given  him  the  capacity  of 
knowledge  and  virtue,  but  has  instituted  disease 
as  a sentinel  on  the  threshold  of  his  future  exis- 
tence.”*^ Three  years  later  this  was  rewritten  and 
formed  a chapter  in  his  Knowledge  of  Living 
Things,  a work  designed  for  schools. 

At  the  annual  meeting  of  the  Medical  Society 
of  the  State  of  New  York,  February,  1863,  an  an- 
nouncement was  made  of  a legacy  to  the  Society 
by  the  late  Merritt  H.  Cash,  M.D.,  which  was  de- 
voted to  a prize  essay  fund.  The  assigned  sub- 
ject for  the  first  contest  was,  “How  Complete  Is 
the  Protection  of  Vaccination,  and  What  Are  the 
Dangers  of  Communicating  Other  Diseases  with 
the  Vaccina?”^  Dr.  Bell  was  the  winner.  He  again 
won  the  same  prize  in  1887,  the  subject  being  “The 
Physiological  Condition  and  Sanitary  Require- 
ments of  School-Life  and  School-Houses.”®  Fif- 
teen hundred  copies  were  reprinted  for  distribution 
to  school  officers  of  the  State. 

Although  Dr.  Bell  had  many  interests  and  his 
writings  covered  a wide  range  of  subjects,  his  chief 
concern  was  sanitary  conditions.  Rags  for  paper 
making  came  to  the  port  of  New  York  from  various 
places  around  the  world,  and  he  believed  that  they 
should  be  disinfected,  that  steam  under  pressure 
was  the  only  reliable  agent  for  the  purpose,  and 
that  no  imported  rags  should  be  admitted  without 
it. 

In  the  library  of  The  Academy  of  Medicine  of 
Brooklyn  is  a copy  of  a letter  which  he  wrote  to 
Harper's  Weekly  dated  October  3,  1885,  objecting 
to  a recently  published  article  on  the  grounds  that 
it  was  dangerous  to  public  health: 

With  regard  to  the  paper  makers  and  Commissioner 
Judd’s  letter  stating  that  he  believes  the  fumigation 
of  rags  to  be  entirely  unnecessary,  and  that  in  his  opin- 
ion the  Commissioners  of  Quarantine,  who  are  by  law 
the  custodians  of  the  quarantine  department,  should 
decide  that  they  need  not  be  disinfected  . . . That  Mr. 
Judd  should  think  that  he  and  his  associates  are  the 
proper  judges  of  the  necessity  of  disinfection  instead 
of  the  Health  Officer,  in  any  case,  is  surely  a remark- 
able conclusion,  considering  that  the  Commissioners 
are  not  supposed  to  be  expert  in  Sanitary  Science,  and 
that  their  duties  as  custodians  are  clearly  defined  and 
entirely  distinct  from  Scientific  Knowledge. 

For  many  years  yellow  fever  had  been  one  of 
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FIGURE  4.  View  of  the  City  Hospital,  now  the  Brooklyn  Hospital,  as  it  looked  in  1 85 1 . It  was  founded  in  1846,  after 
years  of  campaigning  by  the  Kings  County  Medical  Society. 


the  worst  of  all  epidemics,  and  strict  regulations 
were  practiced  which  kept  well  people  having  been 
exposed  to  it  in  quarantine  along  with  those  having 
the  disease.  Dr.  Bell  believed  that  this  was  unnec- 
essary and  that  the  disease  was  spread  through 
clothing  and  other  articles  having  been  in  contact 
with  a sick  person.  He  had  an  opportunity  to  test 
the  correctness  of  his  belief  when  he  was  called  on 
to  attend  Joseph  Bailey,  M.D.,  United  States 
Army,  extremely  ill  with  yellow  fever  at  Fort 
Hamilton. 

Regarding  the  surgeon’s  recovery  impossible  under 
conditions  there.  Dr.  Bell  had  him  carefully  divested 
of  everything  likely  to  communicate  the  disease, 
dressed  in  clothing  which  was  first  thoroughly  ironed 
with  irons  as  hot  as  practicable  short  of  scorching  the 
clothes;  bedclothes  treated  in  the  same  manner  were 
spread  upon  a mattress  that  had  also  been  thoroughly 
heated,  laid  in  an  easy-going  wagon.  To  this  the  pa- 
tient was  carefully  transferred.  The  curtains  of  the 
wagon  were  so  arranged  as  to  afford  sufficient  pro- 
tection and  not  to  attract  attention,  and  the  driver 
directed  to  proceed  to  Fourteenth  Street,  New  York. 
Dr.  Bell  proceeded  in  advance,  to  the  designated  house 
to  make  the  necessary  arrangements,  and  was  waiting 
when  the  wagon  arrived.  He  carefully  transferred  his 
charge,  with  his  own  arms,  to  the  nursing  care  of  Mrs. 
Bailey,  who  had  received  such  assurances  from  Dr. 
Bell  as  to  satisfy  every  requisite  for  the  promotion  of 
her  husband’s  restoration  to  health.  Dr.  Bailey  re- 
covered and  no  harm  was  done  to  anyone.*^ 

Although  Dr.  Bell  may  have  proved  to  his  satis- 
faction that  yellow  fever  was  not  spread  by  con- 


tact with  those  having  the  disease,  he  did  not  know 
the  real  cause,  nor  did  he  even  dream  that  almost 
three  decades  would  pass  before  an  associate  of  his 
would  prove  that  the  culprit  responsible  was  a 
little  mosquito. 

In  1871  while  Dr.  Bell  was  physician  at  the 
Brooklyn  Hospital,  Walter  Reed,  M.D.,  was  ap- 
pointed resident  physician  (Fig.  4).  The  back- 
ground and  careers  of  these  two  men  were  similar 
in  some  ways.  Both  were  born  in  Virginia,  and 
both  served  their  country.  Dr.  Bell  in  the  Navy  and 
Dr.  Reed  in  the  Army.  Both  were  concerned  with 
sanitary  conditions. 

Dr.  Reed  graduated  from  the  University  of 
Virginia  Medical  School  at  the  age  of  seventeen. 
A second  medical  degree  was  received  from  Belle- 
vue in  1873  after  his  coming  to  Brooklyn.  His 
first  appointment  was  assistant  physician  at  In- 
fant’s Hospital,  Randall’s  Island,  in  1870.  This 
was  followed  by  his  serving  Kings  County  Hospital, 
also  as  assistant  physician.  When  the  Brooklyn 
Board  of  Health  was  organized  in  1873,  he  was 
appointed  assistant  sanitary  inspector  and  as- 
signed to  the  Fifth  Sanitary  District. 

An  interesting  chain  of  events  surrounds  the 
stay  of  Dr.  Reed  in  Brooklyn.  At  the  annual 
meeting  of  the  Medical  Society  of  the  State  of  New 
York  in  February,  1873,  the  president  appointed 
the  first  standing  committee  on  hygiene  with  Dr. 
Bell  as  chairman.  The  committee  decided  that 
drainage  was  the  most  important  problem  of  the 
State  and  sent  questionnaires  to  all  county  medical 
societies,  requesting  that  a state-wide  study  be 
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made.  Dr.  Bell  was  appointed  as  chairman  of  the 
first  committee  on  hygiene  of  the  Medical  Society 
of  the  County  of  Kings  in  March  of  the  same  year. 
On  May  8,  1873,  the  Board  of  Health  of  the  City  of 
Brooklyn  was  organized.  Dr.  Reed  received  his 
appointment  May  31.  The  report  of  Dr.  Bell’s 
committee  was  read  at  the  December,  1873, 
meeting  of  the  Medical  Society  of  the  County  of 
Kings,  at  which  time  Dr.  Bell  presented  a resolu- 
tion, passed  by  the  Medical  Society,  “That 
this  Society  should  use  its  influence  to  secure  the 
passage  of  a mandatory  drainage  law  for  the 
county.”  It  was  at  this  meeting  that  Dr.  Reed  was 
elected  to  membership  in  the  Medical  Society  of 
the  County  of  Kings. 

In  keeping  with  the  work  of  these  committees 
Dr.  Reed  devoted  a large  part  of  his  report  to  the 
Board  of  Health  to  drainage.  He  was  especially 
concerned  about  sewage,  large  pools  of  stagnant 
water  causing  malarial  infections,  and  the  Wall- 
about  Swamp  Lands  which  were  only  a few  feet 
above  tide  level.  He  also  insisted  on  strict  tene- 
ment house  inspection: 

For  it  is  here  that  we  find  the  most  crowded  popula- 
tion, living  under  the  worst  hygienic  conditions,  and 
when  we  consider,  for  a moment,  that  the  only  control 
exerted  over  this  population,  is  that  of  an  ignorant 
landlord  or  agent,  whose  interest  is  solely  a pecuniary 
one,  it  is  at  once  evident  that  unless  some  authority, 
such  as  the  Board  of  Health,  is  brought  to  bear  on  this 
population,  no  attention  whatever  will  be  paid  to  the 
public  health.  These  people  are  wonderfully  careless 
about  the  condition  of  their  rooms  and  the  general 
premises,  and  ignorant  beyond  conception,  of  the 
plainest  hygienic  requirements. 

Dr.  Reed  resigned  from  the  Brooklyn  department 
of  health  March  1,  1875,  and  entered  the  Army  of 
the  United  States.  He  died  in  Washington,  D.C., 
November  23,  1902,  of  appendicitis. 

A man  who  made  an  impact  on  public  health  far 
beyond  the  bounds  of  Brooklyn  was  Joseph  H. 
Raymond,  M.D.,  professor  of  physiology  and  sani- 
tary science.  Long  Island  College  Hospital,  and 
who  from  1870  until  his  death  in  1915  served  his 
profession  and  city  with  more  than  20  different 
appointments. 

Dr.  Raymond  was  born  in  Brooklyn,  November 
18,  1845,  received  an  A.B.  degree  from  Williams 
College  in  1866  and  two  years  later  an  A.M.  degree. 
The  same  year  he  received  his  medical  degree  from 
Long  Island  College  Hospital  and  the  following 
year  a second  degree  in  medicine  from  the  College 
of  Physicians  and  Surgeons,  New  York  (Fig.  5). 

He  spent  several  years  in  general  practice  and 
undoubtedly  would  have  been  very  successful  in 
this  field  but  chose  rather  to  devote  all  of  his  time 
to  teaching  and  to  further  the  interest  of  the  com- 
munity in  preventing  rather  than  curing  disease. 
He  was  secretary  of  the  faculty,  Long  Island  Col- 
lege Hospital,  for  almost  thirty  years  and  served 


FIGURE  5.  Joseph  H.  Raymond,  M.D  . professor  of 
physiology  and  sanitary  service.  Long  Island  College 
Hospital.  1870  to  1915. 

as  secretary  and  treasurer  of  Hoagland  Laboratory. 
He  was  also  secretary  of  the  Polhemus  Memorial 
Clinic.  He  was  the  author  of  a Manual  of  Human 
Physiology  and  a History  of  Long  Island  College 
Hospital  and  Its  Graduates,  published  in  1899. 

As  an  active  member  of  the  Medical  Society  of 
the  County  of  Kings  he  edited  the  Brooklyn  Medi- 
cal Journal  from  its  beginning  in  1888  until  1902. 
Having  a good  liberal  arts  education  made  him 
especially  qualified  for  this  task,  since  it  was  one 
of  the  best  society  publications  of  that  era.  It 
served  a double  purpose;  it  helped  put  Brooklyn 
on  the  medical  map  and,  through  exchanges  with 
other  periodicals  and  books  received  for  review, 
built  up  the  library.  It  contains  much  material 
of  historical  interest  supplied  by  the  historical 
committee  of  the  Society,  of  which  William 
Schroeder,  M.D.,  was  chairman  for  many  years, 
and  who  provided  many  of  the  articles  on  this  sub- 
ject. 

Dr.  Raymond  had  a keen  sense  of  humor.  When 
someone,  referring  to  great  men  of  the  past  quoted, 
“There  were  giants  in  those  days.”  he  replied, 
“Goliath’s  bulk  didn’t  save  him  from  little  David’s 
stone  and  sling.”  On  the  Biographical  Memoran- 
da forms  sent  to  members  of  the  Medical  Society 
was  the  question,  “Do  you  have  any  specialty?” 
His  reply  was  “Nothing  but  bread  and  butter.” 
Earning  a living  was  undoubtedly  a problem,  for 
the  medical  school  was  not  a money-making  insti- 
tution, and  the  professors  who  were  in  private 
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practice  were  not  paid  a salary.  At  the  end  of  the 
year  any  money  left  was  divided  among  them. 
However,  Dr.  Raymond  certainly  was  a specialist 
in  public  health  and  served  the  Brooklyn  Board 
of  Health  from  1873  to  1886  as  sanitary  superin- 
tendent, sanitary  inspector,  and  commissioner  of 
health.  He  was  also  sanitary  inspector  for  the 
Brooklyn  Civil  Service  Commission. 

Cholera  was  an  important  problem,  and  an 
epidemic  of  it  had  been  predicted  for  1884  and 
1885.  Eight  years  later  Dr.  Raymond  reported  to 
the  Medical  Society  of  the  County  of  Kings  what 
measures  had  been  taken  to  prevent  it. 

A Conference  of  State  and  Municipal  Boards  of 
Health  was  called  to  meet  in  Washington,  D.C.,  De- 
cember 10,  1884,  to  consider  the  subject  of  cholera 
with  reference  to  its  threatened  appearance  in  the 
United  States  in  1885,  and  to  adopt  measures  to  pre- 
vent its  entrance  if  possible;  or  should  these  be  un- 
successful, to  reduce  its  ravages  to  a minimum. 

Health  officers  were  requested  ti  present  reports 
stating  what  had  been  done  in  their  respective  local- 
ities to  prepare  for  its  probable  advent.  In  accordance 
with  this  request  the  writer  reported  what  had  been 
done  in  Brooklyn  and  offered  certain  recommendations 
which  embodied  the  principles  on  which  the  Brooklyn 
Department  had  acted,  and  it  is  flattering  to  Brooklyn 
to  know  that  these  recommendations  were  subse- 
quently adopted  by  the  Conference  and  promulgated 
as  guides  to  all  municipal  authorities.  “ 

The  total  amount  of  money  spent  to  ward  off  the 
epidemic  in  Brooklyn  in  addition  to  the  regular 
operating  cost  of  the  health  department  was 
$56,735.85.  The  health  department  office  was  kept 
open  day  and  night  during  the  summer  for  the  re- 
ception of  reports  of  suspicious  cases,  should  any 
such  occur. 

Sulphur  was  the  chief  agent  for  fumigation,  and 
in  a scholarly  address  Dr.  Raymond*^  pointed  out 
that  it  was  not  new  but  was  known  in  Homer’s 
day.  In  the  Odyssey,  after  the  slaughter  of  Pe- 
nelope’s suitors,  when  their  dead  bodies  formed 
a huge  mass  of  lifeless  flesh: 

Anon  yet  spake  the  chief 

To  the  dear  nurse  Eurycleia;  Fetch  me  brimstone 
Sweet’ner  of  taints,  and  fetch  me  fire,  old  woman! 

That  I may  fumigate  the  hall 

And  straight 

She  fetched  him  fire  and  brimstone,  and  Odysseus 
Right  thoroughly  fumigated  everywhere. 

The  common  hall,  men’s  room  and  all  the  courts. 

In  the  building  of  the  Medical  Society  of  the 
County  of  Kings  is  a plaque  inscribed 

“In  Memory  of  Alexander  Johnston  Chalmers 
Skene,  M.D.  LL.D.  President  of  the  Long  Island  Col- 
lege Hospital  1893-1899.  President  of  the  Medical 
Society  of  the  County  of  Kings  1874  1876.’’  In  Pros- 
pect Park  Plaza,  Brooklyn,  stands  a monument  with 


FIGURE  6.  Alexander  J.  C.  Skene.  M.D.,  LL.D..  presi- 
dent of  Long  Island  College  Hospital  1893  to  1899. 


the  inscription  “Alexander  J.  C.  Skene,  M.D.  LL.D. 
Physician,  Author,  President,  Dean  and  Gynecologist 
of  the  Long  Island  College  Hospital;  Fyvie,  Aberdeen- 
shire, Scotland,  1838;  Highmount,  Ulster  Co.  N.Y. 
1900.’’ 

This  is  how  the  medical  profession  and  people  of 
Brooklyn  chose  to  honor  one  whom  all  who  knew 
seemed  to  have  held  in  high  regard.  Others 
honored  him  as  well.  He  was  chosen  to  serve  as 
honorary  president  of  the  Second  International 
Periodical  Congress  on  Gynecology  and  Obstetrics, 
held  in  Geneva,  Switzerland,  September,  1896. 
The  University  of  Aberdeen,  Scotland,  honored 
him  in  1897  with  an  LL.D. 

Dr.  Skene  began  the  study  of  medicine  in  To- 
ronto in  1868,  attended  the  University  of  Michigan 
School  of  Medicine  1861  to  1862,  graduated  from 
the  Long  Island  College  Hospital  in  1863,  and  at 
once  began  the  practice  of  medicine  in  Brooklyn 
where  he  spent  the  rest  of  his  life  (Fig.  6).  Dr. 
Skene  was  first  of  all  a physician  who  knew  how 
to  treat  the  patient  as  a whole  as  well  as  the  dis- 
ease. His  patients  often  came  from  distant  places 
for  the  help  he  was  able  to  give  for  conditions  not 
related  to  the  disease  he  was  treating. 

As  an  author  Dr.  Skene  wrote  three  textbooks, 
a novel,  and  about  100  articles  appearing  in  various 
publications.  His  discovery  and  description  of 
the  two  urethral  glands  bearing  his  name  were 
reported  in  the  American  Journal  of  Obstetrics 
and  Diseases  of  Women  and  Children,  April,  1880. 
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As  a professor  he  was  a master  of  his  subject,  and 
his  lectures  were  practical,  comprehensive,  and 
easy  to  understand.  He  was  also  responsible  for 
the  development  of  a number  of  surgical  proce- 
dures and  various  surgical  instruments. 

Among  the  library  archives  is  a letter  from  Dr. 
Skene  to  George  Jackson  Fisher,  M.D.,  of  Sing 
Sing,  with  the  notation  by  Dr.  Fisher,  “Letter 
in  answer  to  one  from  me  inquiring  source  and 
object  of  this  pamphlet.”  Title  of  the  pamphlet 
is  Selectioruf  from  the  writings  of  Alex.  J.  C.  Skene, 
M.D.  It  contains  six  pages  without  an  author  and 
has  no  advertising.  The  selections  were  taken  at 
random,  mostly  from  the  I^roceedings  of  the  Medi- 
cal Society  of  the  County  of  Kings,  some  evidently 
out  of  context.  It  is  not  any  wonder  that  Dr.  Fisher 
wanted  to  know  what  the  purpose  of  it  was. 

It  closes  with,  “I  am  perfectly  aware  how  much 
we  are  indebted  to  Dr.  Skene  for  work  in  this  par- 
ticular direction,  but  he  stands  almost  alone  with 
his  skill,  for  we  know  that  the  knowledge  in  the 
profession  at  large  is  almost  next  to  nothing.  But 
all  cannot  place  their  patients  under  his  charge, 
nor  can  all  the  patients  reach  him. — Thomas  Addis 
Emmet,  Gynecological  Transactions  1882.”  Dr. 
Skene  answered  September  3,  1887: 

My  dear  Doctor,  The  object  in  making  and  circulat- 
ing the  “Selections”  evidently  is  to  gratify  the  unkind 
feeling  of  some  would-be  enemy.  I can  say  nothing 
just  now  about  who  that  party  is.  Will  you  please 
send  the  envelope  or  wrapper,  and  the  pamphlet  also, 
if  you  can,  so  that  I may  see  the  handwriting,  post- 
mark, etc.  I may  send  the  person  up  to  your  town  to 
get  employment  and  board  this  winter.  Give  our  kind 
regards  to  your  family  and  believe  me  to  be  ever. 
Sincerely  yours.  [The  New  York  State  Prison  is 
located  at  Sing  Sing.] 

What  Dr.  Skene  was  to  gynecology,  Lewis 
Stephen  Pilcher,  M.D.,  was  to  surgery.  First  of  all 
he  was  a refined  scholar.  Son  of  a minister,  he  was 
born  with  a thirst  for  knowledge  and  literally  grew 
up  in  the  well-stocked  parsonage  library.  He 
entered  the  University  of  Michigan  at  the  age  of 
thirteen  and  five  years  later  received  his  master’s 
degree.  In  1863  he  enlisted  in  the  Army  as  hospital 
steward.  After  the  war  he  returned  to  the  Univer- 
sity of  Michigan  and  received  his  medical  degree 
in  1866.  He  entered  the  Navy  as  assistant  surgeon 
but  retired  in  1872  to  enter  private  practice  in 
Brooklyn. 

Early  in  his  career  he  organized  a dissecting 
room  in  his  own  house,  where  he  and  his  associates 
met  to  improve  their  knowledge  of  anatomy.  This 
later  expanded  into  a museum  and  library.  As  a 
result  in  1878  the  Brooklyn  Anatomical  and  Surgi- 
cal Society  was  organized  with  Dr.  Pilcher  as 
president.  He  edited  their  transactions  which 
were  first  published  as  Annals  of  the  Anatomical 
and  Surgical  Society,  1878-1879.  Later  volumes 
were  called  Annals  of  Anatomy  and  Surgery.  This 
was  the  forerunner  of  Annals  of  Surgery,  which  Dr. 


Pilcher  founded  and  edited  for  fifty  years  until 
shortly  before  his  death  in  1934. 

Dr.  Pilcher’s  connection  with  the  Long  Island 
College  Hospital  began  in  1873  when  he  became 
lecturer  in  anatomy.  Later  he  was  adjunct  profes- 
sor of  anatomy  and  surgeon  to  the  dispensary.  He 
resigned  in  1882  to  devote  his  time  and  energy  to 
the  founding  of  the  Methodist  Hospital  in  Brook- 
lyn. It  was  the  church’s  first  hospital,  and  he 
wanted  it  to  be  the  best  in  the  land.  He  drew  up 
the  preliminary  plans  with  instructions  to  the 
architects  and  was  one  of  the  speakers  at  the  laying 
of  the  cornerstone.  To  have  the  best  possible 
organization  he  believed  it  necessary  to  visit  the 
leading  hospitals  of  Europe.  Money  for  the  trip 
was  not  available,  but  Mrs.  Pilcher  financed  it  with 
a legacy  which  she  had  just  received. 

Mr.  George  I.  Seney  had  given  $410,000  for  build- 
ing the  hospital  which  was  then  called  the  Seney 
Hospital,  and  there  was  every  reason  to  believe 
more  money  would  be  forthcoming.  However, 
when  Dr.  Pilcher  returned  from  his  trip  four 
months  later  he  learned  that  the  bank  of  which 
Mr.  Seney  was  president  had  failed.  Some  wanted 
to  board  up  the  building  until  enough  money  was 
available  to  complete  the  hospital.  Dr.  Pilcher 
was  in  favor  of  finishing  part  of  it  so  that  it  could 
be  used,  even  though  with  very  limited  facilities. 
His  plan  was  accepted,  and  with  the  help  of  a 
friend,  the  Rev.  James  M.  Buckley,  editor  of  the 
Christian  Advocate,  enough  money  was  soon  re- 
ceived from  the  whole  Methodist  Church  to  open 
one  pavilion. 

In  1902  Dr.  Pilcher  again  left  for  a trip  abroad, 
returning  a few  months  later  expecting  to  bring  to 
his  beloved  hospital  increased  strength,  greater 
skill,  better  judgment,  and  larger  experience  than 
ever,  only  to  find  that  during  his  short  absence  a 
new  superintendent  had  been  installed  who  had 
ideas  contrary  to  what  Dr.  Pilcher  knew  were  the 
best  policies  for  the  hospital.  For  example.  Dr. 
Pilcher  could  not  see  why  “eighty-one  beds  should 
require  the  services  of  fifteen  surgeons,  seven 
physicians,  five  obstetricians,  and  ten  specialists.” 

In  1907  he  resigned  his  membership  on  the  board 
of  managers  and  as  attending  surgeon  in  the  hospi- 
tal. Although  he  was  accepted  on  the  staffs  of 
most  of  the  other  hospitals  in  Brooklyn,  he  was  not 
satisfied  with  the  postoperative  care  he  was  able 
to  give  his  patients.  As  a result,  he  opened  his 
own  hospital  in  1910,  converting  part  of  his  home, 
no  longer  needed  by  his  family,  into  the  Pilcher 
Hospital.  His  two  sons,  Paul  Monroe  Pilcher, 
M.D.,  and  James  Taft  Pilcher,  M.D.,  both  sur- 
geons, became  assistants  (Fig.  7). 

It  was  the  intention  to  have  a permanent  hospi- 
tal, the  work  of  which  would  be  carried  on  by  the 
two  sons.  However,  in  January,  1917,  pneumonia 
claimed  the  life  of  Dr.  Paul  Pilcher.  James, 
following  the  tradition  of  his  father,  was  in  the 
service  of  his  country,  and  would  not  be  free  for 
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FIGURE  7.  Pilcher  Private  Hospital — the  Grand  Avenue  elevation,  corner  of  Gates  and  Grand  Avenues,  Brooklyn, 
New  York. 


some  time.  Dr.  Pilcher  did  not  wish  to  continue 
alone  and  retired  from  surgical  work  to  devote  his 
full  time  to  writing  and  editing  of  the  Annals  of 
Surgery. 

The  medical  profession  did  not  wait  until  his 
death  to  bring  flowers  but  honored  him  on  the 
occasion  of  his  having  completed  fifty  years  of 
service  to  medicine.  The  celebration  certainly  was 
a gala  event  with  three  days  of  surgical  clinics  in 
ten  of  the  leading  hospitals  of  Brooklyn.  A 
banquet  on  May  12,  1916,  brought  about  350  guests 
and  letters  from  physicians  and  surgeons  from 
across  the  country  and  abroad,  including  one  from 
William  Osier,  M.D.,  in  which  he  said,  “I  have 
always  had  a warm  appreciation  of  Dr.  Pilcher  as 
a man  and  a surgeon.”  The  highlight  of  the  eve- 
ning was  the  presentation  by  James  P.  Warbasse, 
M.D.: 

To  commemorate  the  occasion  which  we  here  cele- 
brate this  gold  medal  had  been  made.  On  one  side  is 
a relief  portrait  of  yourself,  as  true  as  art  can  reproduce 
human  expression.  Around  it  are  the  words:  “Lewis 
Stephen  Pilcher.”  On  the  obverse  side  is  the  simple 
legend:  “To  commemorate  fifty  years  of  medical 

practice.  “Surgeon”  because  you  are  the  master  of  a 
beneficent  art;  “Author”  because  your  pen  has  en- 
riched and  illuminated  the  literature  of  surgery; 
“Editor”  because  you  have  created  and  maintained  a 
great  surgical  journal;  “Patriot”  because  you  have 
loved  your  country  and  your  fellow- men,  and  desired  for 
them  life  in  greater  abundance.  This  medal  is  the 
conception  of  loving  hearts  and  the  product  of  skilled 
hands.  A few  copies  have  been  made  in  bronze  which 
will  be  placed  in  the  great  libraries,  and  a few  in  the 


possession  of  your  intimate  friends.  The  die  from 
which  they  were  made  has  been  destroyed.  This 
medal  is  now  already  rare  and  without  price. 

Medical  library 

William  Browning,  M.D.,  (1855  to  1941)  was  the 
leading  neurologist  of  Brooklyn,  who  for  twenty- 
five  years  was  professor  of  neuropsychiatry  at  Long 
Island  College  Hospital  and  was  the  guiding  star  of 
the  library.  His  Midas  touch  did  not  bring  gold  to 
it,  but  many  valuable  books  were  acquired  through 
his  efforts  for  a library  that  was  struggling  for 
existence  (Fig.  8). 

Although  the  library  was  organized  in  1844,  its 
most  rapid  growth  began  at  the  turn  of  the  cen- 
tury, when  the  building  which  was  to  house  the 
collection  for  sixty-five  years  was  completed.  Dr. 
Browning  was  chairman  of  the  building  committee, 
which  certainly  planned  an  excellent  and  well- 
built  structure.  Even  though  the  stack  room  even- 
tually was  loaded  to  three  times  its  intended 
capacity,  the  building  did  not  settle  enough  to 
crack  the  plaster.  In  fact,  it  was  so  well  designed 
that  the  first  contractor  who  attempted  to  build  it 
went  bankrupt  before  completing  his  task. 

In  1906  when  the  New  York  State  Medical 
Association  and  the  Medical  Society  of  the  State 
of  New  York  were  combined,  it  was  largely  through 
Dr.  Browning’s  efforts  that  the  library  of  the  New 
York  State  Medical  Association  became  the  prop- 
erty of  the  Medical  Society  of  the  County  of  Kings 
and  arrangements  were  made  whereby  review 
books  and  exchanges  of  the  New  York  State 
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FIGURE  8.  William  Browning,  M D.  (From  "The  Licho- 
nian."  after  a photograph  by  Pine  Macdonald.  January 
1923  ) 


Journal  of  Medicine  would  come  to  the  library  as 
well. 

With  his  own  money  Dr.  Browning  purchased 
collections  of  books  for  the  library  he  loved.  If 
the  amounts  asked  for  the  collections  were  beyond 
his  means,  he  found  other  physicians  willing  to 
help  build  up  the  library  this  way.  He  was  one 
of  the  prime  movers  to  start  a friends  of  the 
library  in  the  organizing  of  the  Medical  Library 
Association  of  Brooklyn,  still  active  and  from 
which  source  more  than  $108,000  have  been 
received  since  the  initial  contribution  in  1903.  He 
was  also  one  of  the  founders  of  the  Associated 
Physicians  of  Long  Island  in  1898  and  the  first 
president.  This  group  is  still  active  with  three 
meetings  a year,  one  in  Brooklyn,  the  others  out  on 
Long  Island.  Most  of  the  leading  physicians  of  the 
area  have  belonged  to  it  and  have  taken  an  active 
part  in  presenting  reports  and  in  discussions.  For 
a number  of  years  the  Long  Island  Rail  Road  pro- 
vided free  transportation  to  and  from  the  place  of 
meeting.  At  the  meeting  of  July  12,  1905,  Theo- 
dore Roosevelt,  President  of  the  United  States, 
was  the  honored  guest;  he  also  made  a speech. 
At  the  same  meeting  he  was  made  an  honorary 
member  of  the  Association. 

After  publishing  seven  volumes  of  Transac- 
tions, the  Long  Island  Medical  Journal  was  started. 


It  was  issued  from  1907  to  1930  when  it  combined 
with  the  Medical  Times.  Review  books  and  ex- 
changes from  these  publications  were  added  to  the 
library. 

It  was  Dr.  Browning’s  interest  in  exchanging 
publications  with  other  libraries  which  played  a 
prominent  part  in  his  activities  in  the  Association 
of  Medical  Librarians,  now  the  Medical  Library 
Association.  He  was  one  of  the  founders,  the  first 
treasurer,  and  president  1917  to  1919. 

In  1908,  as  editor  of  Neurographs,  a one-volume 
series,  he  devoted  an  entire  issue  to  Huntington’s 
chorea.  The  first  original  cases  of  this  disease  were 
observed  on  Long  Island  and  described  by  George 
H.  Huntington,  M.D.  He  was  the  third  in  a family 
of  physicians  living  on  Long  Island,  his  grandfather 
having  settled  there  in  1797.  He  was  born  in  East- 
hampton  in  1850,  was  graduated  from  the  College 
of  Physicians  and  Surgeons,  Columbia,  in  1871, 
and  published  the  first  description  of  the  disease 
in  the  Medical  and  Surgical  Reporter  (Philadel- 
phia) April  13,  1872.  In  writing  his  article  the 
young  physician  had  the  benefit  of  the  experiences 
of  his  father  and  grandfather,  both  of  whom  had 
seen  cases.  It  was  reprinted  in  Neurographs 
together  with  articles  by  various  leading  physi- 
cians, including  Dr.  Osier  who  wrote  a three-page 
historical  note.  The  article  contained  a complete 
bibliography  and  was  then  described  as  the  fullest 
account  extant  of  the  disease. 

In  1922  the  Medical  Society  of  the  County  of 
Kings  celebrated  its  one  hundredth  anniversary 
when  Frank  D.  Jennings,  M.D.,  was  president. 
Dr.  Jennings  was  clinical  professor  of  surgery  at  the 
Long  Island  College  of  Medicine  and  very  active  in 
the  Medical  Society  as  well  as  in  community  proj- 
ects. To  him  there  seemed  no  better  way  to  mark 
the  centennial  than  by  a demonstration  of  public 
service.  He  believed  that  continuing  education  of 
the  practicing  physician  would  be  the  greatest  pos- 
sible contribution  that  the  Society  could  make  in 
the  cause  of  public  health.  A committee  was  ap- 
pointed to  execute  the  idea,  and  in  the  spring  of 
1922  graduate  education  of  the  physician  was  in- 
augurated in  Brooklyn  with  a series  of  ten  Friday 
afternoon  practical  lectures.  These  lectures  were 
designed  for  the  general  practitioner  and  lasted  for 
one  hour,  from  5:00  to  6:00  P.M.  Qualified 
speakers  were  carefully  selected  and  requested  not 
to  read  formal  papers  but  to  give  talks  full  of  facts 
of  value  to  the  physician  tending  the  sick  day  in 
and  day  out. 

They  were  an  immediate  success.  In  April,  1924, 
the  editor  of  the  Bulletin  of  the  Medical  Society 
of  the  County  of  Kings  reported:  “The  practical 
Lectures  are  a fixture  in  our  medical  life.  As  the 
Spring  program  shows,  the  various  Friday  after- 
noon talks  are  of  a high  order  of  merit.  At  every 
lecture  the  Standing-Room-Only  sign  is  hung  out. 
These  one  hour  talks  are  known  from  coast  to 
coast.” 
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The  lectures  given  from  1922  to  1926  were  pub- 
lished in  three  volumes,  the  first  as  Collected  Clini- 
cal Lectures  published  privately  by  Henry  G. 
Webster,  M.D.,  who  was  then  editor  of  the  Long 
Island  Medical  Journal.  The  other  two  were 
published  by  Paul  B.  Hoeber  under  the  title  of 
Practical  Lectures.  It  is  believed  that  this  type  of 
practical  lecture  was  an  innovation.  From  the  start 
its  success  was  phenomenal.  The  Macnaughton 
Auditorium  in  the  library  building  was  often  over- 
crowded, and  on  several  occasions  hundreds  of 
physicians  were  turned  away  for  lack  of  room. 

The  second  phase  of  education  of  the  physician 
at  large  soon  came  with  the  formation  of  the  Joint 
Committee  on  Graduate  Education  with  four  mem- 
bers from  the  Long  Island  College  of  Medicine 
and  four  from  the  Medical  Society  of  the  County  of 
Kings,  with  headquarters  at  the  Medical  Society 
building.  The  aim  was  not  to  make  specialists  of 
physicians  but  to  offer  to  any  who  wished  it  an 
opportunity  for  instruction  along  lines  he  could 
select,  with  the  idea  of  adding  to  his  general 
knowledge  and  skill  while  continuing  with  his 
work,  living  with  his  family,  and  without  a large 
outlay  of  money.  Men  with  experience  and  train- 
ing on  staffs  of  different  hospitals  who  had  actual 
cases  under  their  care  for  teaching  purposes  were 
selected  as  instructors.  The  physician  could 
choose  the  subject  of  his  interest  and  the  teacher 
he  desired.  Starting  quietly,  progressing  without 
fanfare  or  trumpets,  the  idea  gradually  seeped  into 
far  places,  and  medical  centers  throughout  the 
United  States  looked  to  Brooklyn  to  learn  the  best 
methods  of  providing  for  continuous  education  of 
their  physicians  and  raising  the  standards  of  the 
man  in  harness. 

The  joint  committee  remained  active  until 
March,  1963,  when  graduate  education  was  contin- 
ued by  the  Downstate  Medical  Center  at  Brooklyn. 

Dr.  Jennings  knew  that  the  practicing  physician 
needed  a good  and  well-stocked  library  to  continue 
his  education.  During  his  term  as  president  he  set 
up  a committee  to  see  what  could  be  done  to  im- 
prove the  condition  of  the  library.  More  space 
and  additional  funds  were  the  most  pressing  needs. 
Much  space  did  not  materialize,  but  the  Centenary 
Library  Fund  was  established  with  a permanent 
endowment  of  $40,000,  the  income  from  which  has 
provided  subscriptions  for  many  of  the  foreign 
periodicals  now  so  valuable  to  the  library. 

The  October,  1925,  meeting  of  the  Medical 
Society  of  the  County  of  Kings  had  as  one  of  its 
speakers  the  librarian,  Mr.  Charles  Frankenberger, 
who  spoke  on  “Our  Library,  Its  Literature  and  How 
to  Consult  It.”  This  was  published  in  the  Long 
Island  Medical  Journal,  February,  1926,  and  at- 
tracted considerable  interest,  with  the  result  that 
a year  later  Mr.  Frankenberger  was  selected  to  give 
a series  of  Lectures  to  students  at  the  Long  Island 
College  of  Medicine.  It  is  believed  to  be  the  first 
medical  college  in  the  United  States  to  include  as 


a part  of  its  curriculum  instructions  to  students  on 
how  to  use  the  library.  Mr.  Frankenberger  was 
named  consulting  librarian  and  continued  to  give 
the  lectures  until  his  retirement  in  1945.  The 
medical  profession  was  always  invited  to  attend, 
and,  of  course,  every  new  library  staff  member  had 
the  privilege  as  part  of  his  orientation. 

During  this  time,  close  cooperation  existed 
between  the  two  libraries.  The  Medical  Society 
library  had  on  file  a list  of  important  sets  of 
periodicals  held  by  the  College  library  which  were 
not  purchased.  Professors  at  the  College  assigned 
topics  to  their  students  who  regularly  came  to  the 
Medical  Society  library  for  publications  not  avail- 
able at  the  College.  Others  at  the  College  fre- 
quently made  use  of  the  Society  library  as  well. 

It  was  only  a matter  of  time  until  the  two  librar- 
ies would  become  one.  This  idea  was  probably 
first  expressed  in  1929  when  Frank  L.  Babbott, 
M.D.,  then  associate  directing  librarian  and  cura- 
tor of  the  Medical  Society,  said  that  he  hoped  the 
day  would  come  when  there  would  be  a medical 
center  in  Brooklyn,  where  the  County  Society 
library  would  be  located.  No  one  knew  the  dif- 
ficulties that  would  have  to  be  faced,  the  many 
problems  that  would  have  to  be  solved,  and  that 
thirty-three  years  would  pass  before  this  would 
become  a reality.  But  it  did,  and  on  April  30, 
1962,  an  agreement  was  signed  whereby  the  Society 
library  became  part  of  the  Medical  Research 
library  of  Brooklyn,  under  the  control  of  the  Com- 
mission on  Joint  Library. 

450  Clarkson  Avenue 
Brooklyn,  New  York  11203 
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Medical  Arts  and  Letters 


IGNACE  GUILLOTIN,  M.D. 
11738-18141 

"Off  with  their  heads” 


WILLIAM  B.  OBER,  M.D. 

New  York  City 

Attending  Pathologist.  Beth  Israel  Hospital,  Associate  Pro- 
fessor of  Pathology,  The  Mount  Sinai  School  of  Medicine 


One  of  the  droller  aspects  of  medical  eponymy 
is  the  perpetuation  of  the  name  of  Ignace  Joseph 
Guillotin,  M.D.,  in  relation  to  the  guillotine,  a 
device  for  capital  punishment  which  he  did  not 
invent  nor  was  it  used  on  him.  The  term  “guil- 
lotine” has  been  extended  to  include  any  of  a 
variety  of  surgical  procedures  in  which  a struc- 
ture is  amputated  in  a single  plane.  Yet  Dr. 
Guillotin  w'as  actually  associated  with  the  instru- 
ment which  bears  his  name,  and  in  this  respect 
he  is  one  notch  above  that  of  Dr.  Condom  who  is 
supposed  to  have  invented  that  familiar  contra- 
ceptive device  but  who  never  existed  at  all. 
However  slender  his  claim  to  fame  may  be,  there 
was  a real  Dr.  Guillotin  who  played  a modest  role 
in  the  French  revolution. 

Decapitation  had  long  been  a familiar  method 
of  execution  in  the  Christian  era:  the  headsman’s 
axe  or  sword  is  a recurrent  artefact  in  all  the  his- 
tory books  we  have  read  since  childhood.  Yet 
several  places  vie  for  the  honor  of  being  the  first 
to  decapitate  felons  or  political  prisoners  by  a 
mechanical  device.  Conrad  of  Swabia  is  supposed 
to  have  been  beheaded  by  a guillotine-like  machine 
at  Naples  in  1266,  and  five  common  felons  are 
supposed  to  have  been  executed  in  a like  fashion 
at  Zittau  in  1300.  Holinshed’s  Chronicles  de- 
scribe a guillotine  in  regular  use  at  Merton  in 
1307,  and  the  gibbet  at  Halifax  was  in  use  during 
the  reign  of  Edward  III,  that  is,  after  1327  (Fig. 
1).  A running  battle  for  priority  exists  between 
the  English  and  the  Irish,  but  both  dates  and  docu- 
mentation are  inconclusive  (Fig.  2).  There  can 
be  no  doubt  that  the  guillotine  in  a form  resem- 
bling the  modern  instrument  was  in  occasional  use 
in  the  fourteenth  century,  and  there  is  both  docu- 


FIGURE  1.  Gibbet  at  Halifax  used  during  first  half  of 
fourteenth  century.  (Reproduced  from  engraving  cour- 
tesy of  Trustees  of  British  Museum.) 


mentary  and  iconographic  evidence  that  the  Re- 
gent Morton  was  executed  by  such  a device  in 
1581  and  the  Marechal  de  Montmorency  by  a 
similar  contrivance  at  Toulouse  in  1632.^ 

Education  and  practice 

The  guillotine  first  became  “popular”  during 
the  French  revolution,  and  it  is  perfectly  true  that 
an  undistinguished  French  physician  did  play  a 
significant,  although  by  no  means  exclusive,  role 
in  its  adoption.  Biographic  details  about  Ignace 
Joseph  Guillotin  are  meager  and  somewhat  con- 
ventional.- He  was  born  at  Saintes  in  1738,  the 
ninth  of  twelve  children  born  to  the  local  repre- 
sentative of  the  king  and  his  pious  wife.  He  was 
educated  at  the  Jesuit  college  in  his  native  city, 
became  a master  of  arts  at  Rheims  in  1761,  then 
went  to  Paris  for  his  medical  training,  receiving 
his  medical  degree  from  the  University  of  Paris 
in  1770.  He  seems  to  have  been  a diligent  and 


April  1,1971  ' New  York  State  Journal  of  Medicine  787 


FIGURE  2.  Irish  "guillotine"  dating  from  fourteenth 
century.  (Reproduced  from  woodcut  courtesy  of 
Trustees  of  British  Museum.) 


assiduous  student,  not  very  imaginative,  and 
clearly  destined  to  succeed  in  practice.  His 
thesis  on  How  to  Prevent  the  Effects  of  Rabies 
may  have  been  praiseworthy  for  its  day  but  offered 
no  useful  data  to  Pasteur  who  actually  solved  the 
problem  a century  later. 

The  young  Dr.  Guillotin  devoted  his  efforts 
to  building  up  a lucrative  practice  and  to  the  usual 
cursus  honorabilis  of  the  Faculty  of  Medicine  at 
the  University  of  Paris.  Despite  his  Jesuit  train- 
ing, he  became  a Freemason,  as  did  many  other 
devout  Catholics  at  the  time,  and  soon  became 
prominent  in  the  affairs  of  his  lodge.  Under  the 
patronage  of  the  Due  de  Montmorency-Luxem- 
bourg  his  practice  flourished.  He  became  Master 
of  his  lodge.  La  Concorde  Fraternelle,  in  1776,  was 
a member  of  the  Royal  Commission  to  investigate 
Mesmer’s  claims  regarding  animal  magnetism 
in  1778  to  1780,  and  one  could  reasonably  say  that 
until  1788  he  was  apolitical.  Indeed,  he  was  so 
involved  with  establishing  himself  as  a physician 
of  respectable  substance  that  he  did  not  marry 
until  1787  when  he  was  almost  forty  years  old  and 
had  received  his  appointment  as  professor  of  medi- 
cine at  the  University  of  Paris.  Although  Guil- 
lotin’s  intellectual  capacity  was  limited  and 
unimaginative,  he  taught  anatomy,  physiology, 
and  pathology,  or  what  there  was  to  teach  of  those 
subjects  in  that  day.  He  was,  to  all  external  evi- 
dence, an  ordinary,  sane,  and  sober  member  of  the 
professional  class,  and  it  was  probably  because 
be  was  a “safe”  candidate  that  he  was  elected  a 
member  of  the  third  estate  when  Necker,  in  the 
face  of  mounting  unrest,  persuaded  Louis  XVI 
to  convene  the  Fstates-tleneral  in  May,  1789. 


Political  activities 

Prior  to  the  elections  in  January-April,  1789, 
Dr.  Guillotin  had  written  a small  pamphlet  dated 
December  8,  1788,  titled  Petition  des  Six-Corps 
des  Marchands  de  Paris,  his  first  venture  into  the 
political  arena.  It  was  nothing  more  than  a tem- 
perate plea  for  proportionate  representation  of 
the  third  estate,  which  had  been  previously  out- 
voted by  the  numerically  smaller  nobles  and 
clergy.  Mild  in  phrase  and  inoffensive  in  tone, 
its  logic  was  irrefutable,  and  it  became  one  of  the 
key  documents  which  heralded  the  revolution. 
The  chronology  of  events  is  thoroughly  familiar. 
The  Estates- General  were  convened  on  May  5, 
1789.  The  sessions  became  hopelessly  divided 
on  this  very  question  of  proportionate  representa- 
tion. On  June  20,  1789,  members  of  the  third 
estate  met  in  the  Jeu  de  Paumes  and  swore  the 
Tennis  Court  Oath  that  they  would  not  disband 
until  they  had  created  a new  constitution  for 
France.  They  were  a moderate  to  conservative 
group  and  finished  their  deliberations  by  swear- 
ing allegiance  to  the  King.  In  the  minds  of  most 
of  them  was  the  idea  of  orderly  reform  of  govern- 
ment; that  they  would  soon  have  a revolution  on 
their  hands  was  far  from  their  minds. 

Events  moved  more  swiftly  than  the  members 
of  the  third  estate  had  estimated;  the  Bastille 
fell,  as  every  schoolboy  knows,  on  July  14,  1789, 
and  the  National  Assembly,  of  which  Dr.  Guil- 
lotin was  a member,  was  the  de  facto  government. 
The  familiar  motto  of  “liberte,  egalite,  et  frater- 
nite”  rang  through  the  country,  and  the  fleurs- 
de-lis  of  the  Bourbons  were  replaced  by  the  tricolor. 
Dr.  Guillotin  addressed  himself  to  the  question 
of  penologic  egalitarianism;  as  one  writer  has  put 
it,  “The  guillotine  was  philosophy  made  concrete.” 
On  December  1,  1789,  Guillotin  presented  a set 
of  six  articles  to  the  National  Assembly.  Tbe 
original  document  has  not  survived,  but  the  pro- 
posals were  summarized  in  the  Journal  des 
Debats  et  des  Decrets  for  that  date.  The  proposals 
seem  quite  bland: 


1.  Offenses  of  the  same  kind  will  be  punished  by  the 
same  kind  of  penalty  whatsoever  the  rank  and  station 
of  the  guilty  parties. 

2.  In  all  cases  in  which  the  law  imposes  the  death 
penalty  on  an  accused  person,  the  punishment  shall  be 
the  same,  whatever  the  nature  of  the  offense  of  which 
he  is  guilty;  the  criminal  shall  be  decapitated;  this 
will  be  done  solely  by  a simple  mechanism. 

3.  In  view  of  the  personal  character  of  crime,  no 
punishment  of  a guilty  person  shall  involve  any  dis- 
credit to  his  family.  The  honor  of  those  belonging  to 
him  shall  be  in  no  way  soiled,  and  they  shall  continue 
to  he  no  less  admissible  to  any  kind  of  profession,  em- 
ployment, and  public  function. 

4.  No  one  shall  reproach  a citizen  with  any  punish- 
ment imposed  on  one  of  his  relatives.  Whosoever  ven- 
tures to  do  so  shall  be  publicly  reprimanded  by  the 
judge.  The  .sentence  imposed  on  him  shall  be  written 
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up  on  the  offender’s  door.  Moreover,  it  shall  be 
written  up  on  the  pillory  and  remain  there  for  a period 
of  three  months. 

5.  Confiscation  of  the  condemned  person’s  property 
shall  in  no  case  be  imposed. 

6.  The  corpse  of  an  executed  man  shall  he  handed 
over  to  his  family  on  their  request.  In  every  case,  he 
shall  be  allowed  normal  burial,  and  no  reference  shall 
be  made  on  the  register  to  the  nature  of  his  death. 

The  proposals  were  a model  of  their  kind,  hu- 
mane for  their  day.  No  longer  was  there  one  law 
or  one  punishment  for  the  rich  and  another  for  the 
poor.  No  longer  would  the  poor  felon  slowly 
strangle  under  the  hangman’s  noose;  he  could 
have  the  privilege  formerly  reserved  for  the  upper 
classes  of  having  his  head  neatly  severed  from 
his  body.  This  was  the  equality  promised  in 
sections  1 and  2.  The  outlawing  of  bills  of  attain- 
der and  their  corollaries  in  proposals  3,  4,  and  5 
were  new  in  Europe,  although  part  of  the  newly 
adopted  American  Constitution  and  Bill  of  Rights. 
Decent  Christian  or  non-Christian  burial  was 
promised  in  section  6.  The  only  novelty  was  that 
decapitation  was  to  be  carried  out  by  a “simple 
mechanism.”  Dr.  Guillotin  had  in  mind  the 
universal  adoption  of  the  instrument  which  now 
bears  his  name  as  a humane,  efficient,  and  demo- 
cratic means  of  execution;  it  was  nothing  more 
than  the  general  application  of  an  instrument 
previously  devised  and  used. 

There  is  always  a lag  between  proposed  legisla- 
tion and  its  enactment;  the  Assembly  approved 
decapitation  as  the  uniform  method  of  execution 
on  June  3,  1791,  and  this  was  made  part  of  the 
penal  code  on  September  25,  1791.  The  “Reign 
of  Terror”  lay  in  the  future.  During  the  interval 
between  December,  1789,  and  June,  1791,  Dr. 
Guillotin  had  conducted  a series  of  experiments 
on  bodies  of  patients  dying  at  La  Bicetre  in 
collaboration  with  Antoine  Louis,  M.D.,  secre- 
tary of  the  Academic  Chirurgical.  At  first  they 
experienced  some  difficulty  in  severing  the  head 
completely  because  they  used  a knife  with  a 
curved  blade.  When  they  changed  this  to  a diago- 
nal straight  edge,  the  problem  was  solved,  and  this 
was  the  substance  of  Dr.  Louis’s  Avis  motive  sur 
la  mode  de  la  Decolation  submitted  to  the  Assem- 
bly on  March  17,  1792.  The  “simple  mechanism” 
built  by  Tobias  Schmidt,  an  obliging  harpsichord 
maker,  was  approved  on  March  20,  1792,  and 
purchased  for  960  francs.  Schmidt  was  a man  of 
considerable  mechanical  skill,  the  inventor  of 
a hydraulic  machine  with  which  one  could  descend 
below  water  to  any  desired  depth,  the  designer 
of  a scaling  ladder  supposedly  useful  in  rescuing 
people  trapped  in  burning  buildings,  an  improver 
of  the  pianoforte  who  added  a pedal  enabling  six 
octaves  to  be  played  on  a five-octave  keyboard 
instrument,  and  a confirmed  alcoholic.  The 
procurateur  general,  Roederer,  was  delighted 
with  Schmidt’s  “simple  mechanism”  and  the 


FIGURE  3.  Soft  paste  French  plate  showing  cartoon 
of  execution  of  Louis  XVI.  Such  plates  were  popular 
souvenirs.  (From  author  s collection.) 

guarantee  that  executions  would  be  swift  and  pain- 
less with  death  occurring  instantaneously. 

The  adoption  of  the  device  marks  the  end  of  Dr. 
Guillotin’s  association  with  it.  He  never  attended 
a public  execution,  and  he  protested  violently 
when  his  name  was  used  in  conjunction  with  the 
apparatus.  In  fact,  during  the  early  days  of  its 
use,  it  was  named  Louison  or  Louisette  in  honor 
of  Dr.  Louis.  In  any  case,  the  government  now 
had  its  chief  tool  for  maintaining  law  and  order. 
As  France  was  invaded  by  Ausiro-German  armies 
bent  on  restoring  the  monarchy,  the  moderate 
National  Assembly  became  the  pawn  of  progres- 
sively more  violent  factions.  The  clashes  among 
the  Jacobins,  the  Girondists,  and  the  Montagnards 
gave  rise  to  the  Reign  of  Terror  during  which  an 
estimated  17,000  people  were  executed  by  the 
“simple  mechanism.”  The  most  notable  execu- 
tion, of  course,  was  that  of  Louis  XVI  on  January 
21,  1793  (Fig.  3). 

Life  after  revolution 

The  remainder  of  Dr.  Guillotin’s  life  was 
essentially  uneventful.  He  served  with  the  French 
armies  during  the  wars  of  resistance  to  foreign 
invasion.  During  the  brief  hegemony  of  Robes- 
pierre, Dr.  Guillotin  passed  a few  uneasy  hours, 
fearing  that  he  might  be  arrested  and  executed 
for  having  been  in  opposition  to  him,  but  Robes- 
pierre’s fall  in  the  coup  of  9 Thermidor  II  (July 
27,  1794)  put  an  end  to  his  uneasiness.  Oddly 
enough,  just  before  Napoleon  crushed  the  conven- 
tion with  his  coup  of  13  Vendemiaire  IV  (October 
5,  1795),  Dr.  Guillotin  was  arrested.  An  entry  in 
the  police  archives  of  Paris  dated  October  3,  1795, 
states  that  “Citizen  Guillotin,  secretary  of  the 
corn  market,  editor  and  signatory  of  several  illegal 
pamphlets,  has  been  arrested  on  the  orders  of  the 
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Committee  for  National  Safety  and  taken  to  the 
prison  of  Orties.”  Precisely  what  these  pamphlets 
were  and  what  sedition  they  contained  seems 
vague.  Guillotin  was  released  on  18  Brumaire 
IV  (November  9,  1795),  a mere  five  weeks  after 
his  arrest.  The  brief  entry  reads,  “The  Committee 
for  National  Safety  orders  the  release  of  citizen 
Guillotin,  ex-member  of  the  Constitutent  Assem- 
bly and  removes  the  seals  from  his  papers.” 
Evidently  the  rising  young  consul,  Napoleon 
Bonaparte,  had  nothing  to  fear  from  the  fifty- 
seven-year-old  physician  whose  political  career 
had  been  brought  to  a close. 

Dr.  Guillotin  had  little  difficulty  in  re-establish- 
ing his  practice  under  the  Consulate,  Directoire, 
and  Empire.  The  exassemblyman  was  again 
one  of  Paris’s  respected,  conservative  physicians. 
He  earned  some  distinction  for  recognizing  the 
value  of  Jenner’s  ideas  on  vaccination  and  was 
among  those  progressive  physicians  who  helped 
introduce  it  into  France.  He  passed  his  declining 
years  quietly,  dying  on  March  27,  1814,  in  his 
seventy-seventh  year,  a few  days  before  Napoleon 
abdicated  and  was  sent  to  Elba. 


Decapitation  controversy 

Like  every  other  method  of  torture  or  execution 
the  guillotine  has  developed  its  own  mystique. 
Controversy  still  rages  whether  death  by  decapi- 
tation is  “instantaneous”  or  whether  some  element 
of  consciousness  remains  in  the  severed  head  for 
a minute  or  two  after  its  blood  supply  and  oxygen 
are  eliminated,  even  whether  the  twitchings  and 
contractions  of  muscles  in  both  the  body  and  the 
head  indicate  that  “life”  is  still  present.  None 
of  such  discussion  has  any  scientific  basis;  it  has 
been  clear  for  a century  that  cell  death  is  never 
instantaneous.  Precisely  how  long  cerebral  con- 


sciousness can  persist  after  decapitation  has  not 
been  subjected  to  experimental  investigation, 
partly  because  of  difficulties  inherent  in  defining 
consciousness  and  partly  because  of  the  inability 
of  the  severed  head  to  communicate. 

Inevitably,  a certain  amount  of  “gallows  humor” 
has  been  associated  with  the  guillotine.  At  its 
crudest  level,  there  is  the  account  of  a French 
criminal  who  had  a series  of  dots  tattooed  along 
the  base  of  his  neck,  accompanied  by  the  legend 
“To  sever,  cut  along  the  dotted  line.”  At  a some- 
what more  sophisticated  level  there  is  the  imagi- 
nary conversation  between  Rousseau  and  Sanson, 
the  celebrated  executioner  during  the  Reign  of 
Terror.  The  apocryphal  tale  relates  that  Sanson 
had  just  succeeded  in  marrying  off  his  daughter 
to  a Parisian  physician.  Rousseau  expressed  some 
surprise  at  an  alliance  between  two  such  disparate 
metiers.  Sanson  is  reputed  to  have  remarked, 
“Try  to  look  at  things  a bit  more  dispassionately. 
A surgeon  is  often  obliged  to  sacrifice  an  unhealthy 
part  in  order  to  save  a body.  When  the  social  body 
has  a diseased  member,  isn’t  it  reasonable  to  get 
rid  of  that  too?”  Rousseau  replied,  “I  would  like 
to  observe  that  there  is  a difference  between  the 
two  operations.”  After  a pause,  Sanson  delivered 
the  retort  courteous,  “Yes,  monsieur,  in  the  size 
of  the  knife.”  A miniature  model  of  the  guillotine 
was  manufactured  in  France  at  the  time  of  the 
revolution  and  sold  as  a child’s  toy.  It  came 
equipped  with  a small  doll;  and  when  the  head  was 
severed,  red  ink  would  spurt  out  in  the  grand  guig- 
nol  tradition  of  the  French  comedy  and  its  esprit 
gauloise. 
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Meritorious  reports  on  breast  cancer  therapy 

To  the  Editor:  The  number  of  articles  about  clinical 
aspects  of  breast  cancer  is  enormous,  and  thousands 
more  are  added  each  year.  Regretfully,  practical  and 
meaningful  advances  in  the  prevention,  diagnosis,  and 
treatment  of  breast  cancer  have  been  few.  Further, 
almost  all  clinical  reports  have  been  flawed  by  personal 
and  “operational”  biases  (classification  schemes,  selec- 
tion of  patients,  and  inadequate  control  of  patients) 
which,  although  understandable,  were  often  more 
significant  than  the  purported  advantages  of  some 
therapeutic  method.  On  several  occasions  I have  had 
the  temerity  to  state  that  among  15,(XX)  and  more 
articles  on  breast  cancer  therapy  that  can  be  found  in 
the  literature,  only  five  are  worth  the  paper  on  which 
they  are  printed. 

The  five  reports 

Usually  one  could  avoid  naming  the  five  articles  and 
thus  escape  from  the  lecture  platform  without  infuriating 
panel  members,  the  host,  or  the  prominent  professors  in 
the  audience  since  they  might  assume  that  their  article 
was  one  of  the  five;  but  recently,  a persistent  correspon- 
dent requested  a tangible  list.  The  purpose  of  this 
letter,  therefore,  is  to  list  chronologically  the  five  most 
significant  articles  and  to  justify  my  opinion. 

1.  Beatson,  G.  T.:  On  the  treatment  of  inoperable 

cases  of  carcinoma  of  the  mamma:  Suggestions  for  a 

new  method  of  treatment  with  illustrative  cases.  Lancet 
2:  104  and  162(1896). 

It  is  difficult  to  ignore  this  premier  article  on  hormonal 
therapy  despite  the  lack  of  controls  and  adequate  num- 
ber of  patients.  It  still  represents  an  outstanding 
example  of  individual  observation  of  a clinical  study. 

2.  Halsted,  W.  S.:  Johns  Hopkins  Hospital  Reports 
4:  297  (1894-1895),  reprinted  as:  The  results  of  radical 
operations  for  the  cure  of  cancer  of  the  breast,  Ann. 
Surg.  46:  1(1907). 

The  original  reference  to  the  removal  of  the  pectoralis 
muscles  was  included  in  an  article,  “The  Wound,” 
published  in  The  Johns  Hopkins  Reports,  1891,  vol.  2. 
Halsted  noted  that  “about  eight  years  ago  I began  not 
only  to  typically  clean  out  the  axilla  in  all  cases  of  cancer 
of  the  breast  but  also  to  excise  in  almost  every  case  the 
pectoralis  major  muscle,  or  at  least  a generous  piece  of 
it,  and  to  give  the  tumor  on  all  sides  an  exceedingly  wide 
berth.”  Actually,  Halsted  probably  exaggerated  the 
importance  of  direct  invasion  of  the  muscle  and,  as  far 
as  I know,  never  attempted  to  prove  or  disprove  this 
thesis. 

Huggins,  C.,  and  Dao,  T.  L.:  Adrenalectomy  for 
mammary  cancer,  Ann.  Surg.  136:  595  (1952). 

Many  will  quarrel  with  the  selection  of  two  articles 
concerned  with  hormonal  therapy  of  breast  cancer. 
Certainly  hormonal  therapy  has  not  provided  a major 


salvage  of  victims  of  breast  cancer,  but  it  has  afforded 
palliation.  Further,  these  reports  stimulated  much 
basic  and  clinical  research  on  the  relationship  of  the 
breast  cancer  cell  to  the  hormonal  “milieu.  ” 

Other  major  articles  related  to  hormonal  therapy  of 
breast  cancer  might  be  those  by  Farrow  and  Adair  in 
1942'  on  orchiectomy;  Haddow,  Watkinson,  and  Pater- 
son in  1944'^  on  the  synthetic  estrogens;  Adair  and 
Herrmann  in  1946*  on  testosterone  therapy;  and  Luft 
and  Olivecrona  in  1953^  on  hypophysectomy. 

4.  Paterson,  R.,  and  Russell,  M.  H.;  Clinical  trials 
in  malignant  diseases.  Part  III.  Breast  cancer — evalu- 
ation of  postoperative  radiotherapy,  J.  Fac.  Radiologists 
10:  175(1959). 

This  article  finally  provided  a reasonably  valid  study 
of  a combination  therapy  which  had  been  used  without 
proper  evaluation  but  much  polemics  for  over  forty  years. 
Every  time  a study  concluded  that  perhaps  postopera- 
tive irradiation  was  ineffective,  a new,  more  powerful 
x-ray  unit  was  ready  to  generate  exciting  preliminary 
results.  Of  course  these  contributions  were  matched 
and  overmatched  by  new  classification  schemes  and 
newer  and  more  extensive  surgical  procedures.  A few 
outstanding  articles,  such  as  that  by  Kaae  and  Johansen^ 
provided  some  substantial  information  and  a preview 
of  the  kind  of  clinical  evaluation  studies  that  were  re- 
quired. 

5.  Fisher,  B.,  et  al.:  Surgical  adjuvant  chemotherapy 
in  cancer  of  the  breast,  Ann.  Surg.  168:  337  (1968). 

This  report  was  one  of  a series  of  articles  based  on  co- 
operative clinical  studies  performed  by  the  Surgical 
Adjuvant  Chemotherapy  Group.®"®  While  it  is  true 
that  no  major  discrete  discovery  resulted  from  these 
studies,  for  the  first  time  relatively  valid  data  were 
collected  concerning  many  aspects  of  breast  cancer. 
Over  2,167  patients  were  diagnosed,  treated,  and  studied 
according  to  a strict  protocol;  drug  therapy  was  evalu- 
ated on  a double-blind  basis. 

Studies  of  this  kind  are  difficult,  aggravating,  time- 
consuming,  and  limited  by  the  need  for  group  decisions. 
They  are  neither  the  ultimate  method  of  therapeutic 
evaluation  nor  a technic  which  can  be  used  for  other 
kinds  of  studies.  They  are  necessary  for  evaluation  of 
relatively  ineffective  kinds  of  therapy;  differences  in 
therapeutic  effectiveness  in  the  realm  of  10  per  cent  are 
important  when  one  considers  the  number  of  women  who 
must  be  treated  for  breast  cancer  each  year.  One  would 
hope  for  the  discovery  of  a “penicillin”  for  breast  cancer 
which  would  be  so  effective  that  complex  studies  would 
be  unnecessary;  but  such  an  event  is  unlikely  in  the 
foreseeable  future. 

Comment 

My  choice  of  these  five  outstanding  reports  on  breast 
cancer  therapy  may  cause  consternation  and/or  irrita- 
tion. There  are  additional  reports  on  diagnostic  and 
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investigative  aspects  of  breast  cancer  which  should 
properly  be  listed  in  a summary  of  “classical”  publica- 
tions. The  purpose  of  this  somewhat  cynical  report, 
however,  was  to  note  regretfully  that  thousands  of 
existing  therapeutic  publications  and  thousands  of 
future  publications  will  be  flawed  by  egocentric  bias, 
clinical  biases,  inadequate  study  plans  and  evaluation, 
artificial  and  flexible  classification  systems,  and  inade- 
quate numbers  of  patients. 

Equally  harsh  judgments  could  be  made  of  all  areas 
of  clinical  medicine;  it  is  possible  to  improve  our  clinical 
knowledge  with  less  risk  than  is  encountered  in  the  best 
orthodox  conduct  of  clinical  medicine  by  judicious  use 
of  cooperative  studies  and  preplanned  protocols  and 
evaluation  schemes.  This  does  not  mean  that  there  is 
no  place  for  individual  observation,  intuitive  theses, 
or  reports  of  personal  experiences.  Nevertheless,  even 
when  such  reports  stand  free  of  the  dangerous  authority 
of  academic  entitlement  or  personal  charisma,  alone 
they  must  not  be  used  as  a basis  for  clinical  practice. 

GEORGE  E.  MOORE,  M.D.,  Ph.D. 

Department  of  Special  Surgery 


Roswell  Park  Memorial  Institute 
666  Elm  Street 
Buffalo,  New  York  14203 
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Fred  Ciampi,  M.D.,  of  The  Bronx,  died  on  January  24 
at  the  age  of  fifty-three.  Dr.  Ciampi  received  his  medi- 
cal degree  from  the  University  of  Naples  in  1945.  He 
was  a member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Frna  Stantien  Enderle,  .M.D.,  of  Staten  Island,  died  on 
-January  30  at  the  age  of  seventy-six.  Dr.  Enderle  re- 
ceived her  medical  degree  from  the  University  of  Tu- 
bingen in  1921.  She  was  an  assistant  physician  in  al- 
lergy (inactive)  at  the  V’anderbilt  Clinic  at  Columbia- 
Presbyterian  Medical  Center  and  a consulting  allergist 
at  the  Staten  Island  Hospital.  Dr.  Enderle  was  a Fellow 
of  the  American  College  of  Allergists  and  a member  of 
the  Richmond  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

William  M.  Howard,  M.D.,  of  Buffalo,  died  on  October 
17,  1970,  at  the  age  of  sixty-nine.  Dr.  Howard  graduated 
in  1925  from  the  University  of  Buffalo  School  of  Medi- 
cine. He  was  a consulting  ophthalmologist  at  Millard 
Fillmore  and  Edward  J.  Meyer  Memorial  Hospitals,  an 
assistant  attending  ophthalmologist  at  Buffalo  Eye  and 
Ear  and  Wettlaufer  Clinic,  and  an  honorary  ophthal- 
mologist at  Sisters  of  Charity  Hospital  of  Buffalo.  Dr. 
Howard  was  a Diplomate  of  the  American  Board  of 
Ophthalmology,  a Fellow  of  the  American  College  of 
Surgeons,  a Fellow  of  the  International  College  of  Sur- 
geons, and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

George  Johnson,  M.D.,  of  Staten  Island,  died  on 
February  16  at  the  age  of  eighty-two.  Dr.  Johnson 
graduated  in  1920  from  Long  Island  College  Hospital. 
He  was  a consulting  physician  at  Staten  Island  Hospital 
and  at  the  Communicable  Disease  Service  at  Sea  View' 
Hospital  and  Home.  Dr.  Johnson  was  a Fellow  of  the 
American  College  of  Physicians  and  a member  of  the 
Richmond  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Percival  Keith  Menzies,  M.D.,  of  Syracuse,  died  on 
February  25  at  the  age  of  eighty-five.  Dr.  Menzies 
graduated  in  1910  from  the  University  of  Toronto 
Faculty  of  Medicine.  He  was  a senior  surgeon  at  Syra- 
cuse Memorial  Hospital,  Community-General  Hospital 
of  Greater  Syracuse,  and  State  University  Hospital 
of  the  Upstate  Medical  Center,  and  an  attending  surgeon 
at  Syracuse  Psychiatric  Hospital.  Dr.  Menzies  was  a 
Diplomate  of  the  American  Board  of  Surgery,  a Fellow 
of  the  American  College  of  Surgeons,  and  a member 
of  the  Syracuse  Academy  of  Medicine,  the  Onondaga 


County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associ- 
ation. 

Walter  Wesley  .Mott,  .M.D.,  of  White  Plains,  died  on 
January  25  at  the  age  of  eighty-six.  Dr.  Mott  graduated 
in  1909  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a consulting  surgeon  at  White 
Plains  Hospital  Association  and  New  York  Hospital, 
Westchester  Division.  Dr.  Mott  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of  the  New 
York  Academy  of  Medicine,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  .American  Medical  Association. 

Frank  Austen  Pearce,  M.D.,  of  Yonkers,  died  on 
February  2 at  the  age  of  fifty-four.  Dr.  Pearce  graduated 
in  1943  from  New  York  Medical  College.  He  was  an  at- 
tending obstetrician  and  gynecologist  at  St.  -loseph’s 
Hospital,  a senior  obstetrician  and  gynecologist  at  St. 
John’s  Riverside  Hospital,  and  an  attending  obstetrician 
at  Yonkers  General  Hospital.  Dr.  Pearce  was  a Diplo- 
mate of  the  American  Board  of  Obstetrics  and  Gyne- 
cology, a Fellow  of  the  American  College  of  Obstetricians 
and  Gynecologists,  and  a member  of  the  Yonkers 
Academy  of  Medicine,  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Milton  Herbert  Robbins,  M.D.,  of  Valley  Stream,  died 
on  February  8 at  the  age  of  sixty-eight.  Dr.  Robbins 
graduated  in  1928  from  George  Washington  University 
School  of  Medicine.  He  was  an  associate  attending 
physician  at  Bronx  Municipal  Hospital  Center,  St. 
Joseph’s  (Far  Rockaway),  and  Peninsula  General  Hospi- 
tals, an  associate  attending  physician  in  cardiology  at 
the  Hospital  for  Joint  Diseases  and  the  Hospital  for  Joint 
Diseases  Outpatient  Department,  and  a member  of  the 
medical  staff  in  internal  medicine  at  South  Nassau 
Communities  Hospital  (Oceanside).  Dr.  Robbins  was  a 
Diplomate  of  the  American  Board  of  Internal  Medi- 
cine, a Fellow  of  the  American  College  of  Physicians,  a 
Fellow  of  the  American  College  of  Chest  Physicians, 
and  a member  of  the  New  York  Academy  of  Medicine, 
the  Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

George  Henry  Roberts,  Jr.,  M.D.,  of  Brooklyn,  died 
on  February  25  at  the  age  of  seventy-six.  Dr.  Roberts 
graduated  in  1919  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  an  attending  physi- 
cian at  Long  Island  College  Hospital,  a consulting 
cardiologist  at  the  Hospital  of  the  Holy  Family,  an 
emeritus  clinical  professor  of  medicine  at  Downstate 
Medical  Center,  and  a former  associate  professor  of 
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physiology  and  pharmacology  at  the  Long  Island  College 
of  Medicine  as  well  as  a former  professor  of  medical 
jurisprudence  at  St.  John’s  University  Law  School.  Dr. 
Roberts  was  a Diplomate  of  the  American  Board  of 
Internal  Medicine  (Cardiovascular  Diseases),  a Fellow 
of  the  American  College  of  Physicians,  and  a member  of 
the  Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Lionel  Harry  Rossman,  M.D.,  of  The  Bronx,  died  in 
August,  1970,  at  the  age  of  forty-two.  Dr.  Rossman 
graduated  in  1955  from  State  University  of  New  York 
Downstate  Medical  Center.  He  was  an  attending  radi- 
ologist at  Veterans  Administration  Hospital.  Dr.  Ross- 
man was  a member  of  the  Bronx  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Alta  Lodema  Sager-Green,  M.D.,  of  Woodstock, 
Illinois,  formerly  of  Williamsville,  died  on  January  31 
at  the  age  of  eighty-five.  Dr.  Sager-Green  graduated  in 
1923  from  the  University  of  Michigan  Medical  School. 
She  had  been  a senior  consulting  physician  at  Buffalo 
General  Hospital.  Retired,  Dr.  Sager-Green  was  a 
member  of  the  American  Academy  of  General  Practice, 
the  Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

William  A.  Scesney,  M.D.,  of  Stony  Brook,  died  on 
February  10  at  the  age  of  fifty-six.  Dr.  Scesney  gradu- 
ated in  1942  from  Georgetown  University  School  of 
Medicine.  He  was  a member  of  the  Suffolk  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Anthony  Vernon  Sisca,  M.D.,  of  Harrison,  died  on 
February  16  at  the  age  of  sixty-two.  Dr.  Sisca  graduated 
in  1935  from  George  Washington  University  School  of 
Medicine.  He  was  director  of  surgery  at  St.  Agnes 


Hospital  (White  Plains),  and  a consulting  surgeon  at 
St.  Vincent’s  Hospital  and  Medical  Center  of  New  York 
and  St.  Vincent’s  Hospital  of  the  City  of  New  York, 
Westchester  Branch  (Harrison).  Dr.  Sisca  was  a Fellow 
of  the  American  College  of  Surgeons  and  a member  of 
the  Westchester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

George  E.  Slotkin,  M.D.,  of  Buffalo,  died  on  February  1 
at  the  age  of  eighty-one.  Dr.  Slotkin  graduated  in  1911 
from  the  University  of  Buffalo  School  of  Medicine.  He 
was  a consulting  urologist  at  Edward  J.  Meyer  Memori- 
al, Millard  Fillmore,  and  Kenmore  Mercy  Hospitals. 
Dr.  Slotkin  was  a Diplomate  of  the  American  Board 
of  Urology,  a Fellow  of  the  American  College  of  Sur- 
geons, and  a member  of  the  American  Urological  Associ- 
ation, the  Pan-American  Medical  Association,  the  Buf- 
falo Academy  of  Medicine,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Karl  M.  Wilson,  M.D.,  of  Rochester,  retired,  died  on 
February  14.  Dr.  Wilson  graduated  in  1908  from  McGill 
University  Faculty  of  Medicine.  He  was  an  emeritus 
chief  of  obstetrics  and  gynecology  at  Strong  Memorial 
Hospital.  Dr.  Wilson  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Gynecological  Society,  and  the  Rochester 
Academy  of  Medicine. 

Edward  F.  Wood,  M.D.,  of  Rochester,  died  on  February 
9 at  the  age  of  fifty-five.  Dr.  Wood  graduated  in  1942 
from  Syracuse  University  College  of  Medicine.  He  was 
an  attending  surgeon  at  Highland  Hospital  of  Rochester. 
Dr.  Wood  was  a Diplomate  of  the  American  Board  of 
Surgery,  a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  Rochester  Academy  of  Medicine, 
the  Monroe  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medical 
Association. 
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NEW  YORK  ALLERGY  SOCIETY  COURSE 
BASIC  AND  CLINICAL  ASPECTS  OF  MODERN  ALLERGY 


Program 

Api'il  22,  1971  Antibodies  and  Immunological  Diseases 

1-  Structure  and  function  of  antibodies  in  man-  Bias  Frangione,  MD,  Instr.  Exp.  Med.,  NYU 

2 Allergic  Rhinitis  Rational  for  hyposensitization  injection  therapy — Philip  Norman,  MD,  Assoc.  Prof. 
Med.,  Johns  Hopkins  Univ. 

3 — Drug  Allergy — Skin  Testing  for  penicillin  allergy — Howard  E.  Voss,  MD,  Instr.  Clin.  Med.,  NYU 

April  29,  1971-  Allergic  Inflammation  and  Anti-Inflammatory  Therapy 

1 Delayed  Hypersensitivity — H.  Sherwood  Lawrence,  MD,  Pi'of.  Med.,  NYU 

2 Pharmacologic  mediators  of  allergic  inflammation-  Robert  Orange,  MD,  Assoc.  Med.,  Harvard  Univ. 

3-  Steroid  therapy  and  methods  of  minimizing  adverse  side  effects-  -John  Harter,  MD,  Asst.  Clin.  Prof.  Med., 
Stanford  Univ. 

May  6,  \91\- -Management  of  Asthma — Basic  and  Clinical  Aspects 

1 Basic  physiology  and  immunologic  mechanisms  in  asthma  -Bernard  B.  Levine,  MD,  Prof.  Med.,  NYU 

2 —  Panel:  Clinical  Managment  of  Asthma 

Modei'ator:  B.  B.  Levine,  MD 

a — Clinical  classification  and  etiologic  factors  in  asthma-Michael  Grieco,  MD,  Asst.  Clin.  Prof.  Med., 
Columbia  Univ. 

b-  Office  management  of  patient  with  asthma — Murray  Dworetzky,  MD,  Clin.  Prof.  Med.,  Cornell  Univ. 
c — Potential  new  drugs  in  treatment  of  asthma — Samul  Bukantz,  MD,  Instr.  Clin.  Med.,  NYU 
d Management  of  status  asthmaticus — Steven  Ayres,  MD,  Assoc  Prof.  Clin.  Med.,  NYU 

Supported  in  part  by  a grant  from  the  Allergy  Foundation  of  America  6 hours  prescribed  credit 
American  Academy  of  General  Practice 

Time  each  evening:  7 : 30-9 : 30  P.M.  at  NYU  School  of  Medicine,  550  First  Ave.,  Lecture  Room  B 

Limited  -Registration  Fee  $10.00  (Waived  for  Physicians  in  training) 

Apply  by  mail  with  name,  address,  and  check  (payable  to  N.  Y.  Allerev  Society)  to  Prof.  Ber- 
nard B.  Levine,  Director  of  Allergy,  NYU  School  of  Medicine,  550  First  Ave.,  New  York 
City  10016 
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Project  HOPE’S  medical  teams 
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wherever  there  are  the  lame, 
the  blind,  the  sick,  the  hope- 
less . . . wherever  the  generosity 
of  the  American  people  makes 
HOPE’S  next  mission  possible. 

People  are  waiting.  Keep  HOPE  alive. 


Dept.  A,  Washington,  D.C. 
20007 


Your  contribution  is  tax  deductible  i 
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THE  DEPARTMENT  OF  MEDICINE  AND 
THE  PAGE  & WILLIAM  BLACK  POST-GRADUATE  SCHOOL  OF  MEDICINE 


Announces 

AN  INTENSIVE  TWO  DAY  POST-GRADUATE  COURSE  IN 
MODERN  CLINICAL  CANCER  “CHEMOTHERAPY" 

Ezra  M.  Greenspan,  M.D.,  F.A.C.P.,  Course  Director 

May  27-28,  1971 


The  Nurses’  Residence  Auditorium 
5 East  98th  Street,  New  York  City 

FEE  $100.00 

A Survey  of  Recent  Advances  in  Clinical  Pharmacology,  Drug  Combinations,  Hormonal 
Anabolic  Therapy  and  Adjuvant  Chemotherapy  Oriented  to  the  Total  Care  of  Advanced  Cancer 


Thursday,  May  27,  1971 

A Quarter  Century  Overview — Ezra  M.  Greenspan,  M.D., 
F.A.C.P. 

Comparative  Pharmacology  of  Alkylating  Agents,  Cyclo- 
phosphamide and  Nitrosourea— Thomas  Hall,  M.D. 

Comparative  Pharmacology  of  Antimetabolites — Joseph 
Bertino,  M.D. 

Mechanism  of  Action  of  Actinomycin,  Vinca  Alkaloids 
and  Newer  Agents — Thomas  Hall,  M.D. 

Is  Prediction  of  Drug  Response  by  Laboratory  Methods 
Feasible? — Samuel  Waxman,  M.D. 

Cytokinetics,  Drug  Synergism  and  Cancer  Control— 
A Panel  Discussion — Joseph  Bertino,  M.D.,  Thomas 
Hall,  M.D.,  Samuel  Waxman,  M.D.,  Ezra  M.  Greenspan, 
M.D.,  F.A.C.P. 

Chemotherapy  of  Leukemias — Emil  Freireich,  M.D. 

Chemotherapy  of  Myeloma — Janet  Cuttner,  M.D. 

Chemotherapy  of  Hodgkin’s  Disease  & Other  Lym- 
phomas— Vincent  De  Vita,  M.D. 

Radical  Radiotherapy  vs.  Chemotherapy  of  Hodgkin’s 
Disease — Ralph  Johnson,  M.D. 

Treatment  of  Lymphomas — A Panel  Discussion — Vincent 
De  Vita,  M.D.,  Emil  Freireich,  M.D.,  Ralph  Johnson,  M.D., 
Janet  Cuttner,  M.D.,  Martin  J.  Weiner,  M.D.,  Ezra  M. 
Greenspan,  M.D.,  F.A.C.P. 


Friday,  May  28,  1971 

Chemotherapy  of  Advanced  Breast  Cancer — Ezra  M. 
Greenspan,  M.D.,  F.A.C.P. 

Relationship  of  Hormone  Ablative  Therapy  to  Chemo- 
therapy of  Mammary  Cancer — Martin  J.  Weiner,  M.D. 

Chemotherapy  as  Adjuvant  to  Surgery  & Radiotherapy— 
Seymour  M.  Cohen,  M.D. 

Androgens  and  Adrenal  Steroids  as  Hematostimulants 
in  Cancer  Chemotherapy— Samuel  Waxman,  M.D. 

Panel  Discussion— Ezra  M.  Greenspan,  M.D.,  F.A.C.P., 
Samuel  Waxman,  M.D.,  Martin  J.  Weiner,  M.D.,  Seymour 
M. Cohen,  M.D. 

Chemotherapy  of  Gastrointestinal  Neoplasms— Charles 
Moertel,  M.D. 

Is  Chemotherapy  Indicated  for  Pulmonary  Neoplasms? 
— Julius  Wolf,  M.D. 

The  Experimental  Basis  of  Immunochemotherapy — 

Evan  Hersh,  M.D. 

Status  of  Chemotherapy  for  Ovarian  Neoplasms— Ezra 
M.  Greenspan,  M.D.,  F.A.C.P. 

Triple  Chemotherapy  for  Advanced  Melanoma— Sey- 
mour M. Cohen,  M.D. 

Treatmentfor  Solid  Tumors— Panel  Discussion— Charles 
Moertel,  M.D.,  Julius  Wolf,  M.D.,  Seymour  M.  Cohen, 
M.D.,  Evan  Hersh,  M.D.,  Ezra  M.  Greenspan,  M.D.,  F.A.- 
C.P. 


FOR  APPLICATIONS  WRITE:  Registrar, 

The  Page  & William  Black  Post-Graduate  School  of  Medicine 
100th  Street  & Fifth  Avenue,  New  York,  New  York  10029 


797 


Classified  Advertising  Rates 

New  York  State  Journal  of  Medicine 
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ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 
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Attn:  Classified  Advertising 
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Analgesic  antipyretics 

Measurm  (Breon  Laboratories) 746 

Analgesic  muscle  relaxants 

Norgesic  (Riker  Laboratories) 717 

Antacids 

Dicarbosil  (Arch  Laboratories) 799 


Antibiotics 

Achrostatin  (Lederle  Labs.,  Div  Amer  Cyanamid 


Co.) 795 

llosone  (Ell  Lilly  & Company) 740 

Loridine  (Eh  Lilly  & Company) 732,  733,  734 

Neosporin  (Burroughs  Wellcome  & Company) 719 

Antiinflammatory 

Deltasone  (Upjohn  Company) 724,  725,  726 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 2nd  cover 

Contraceptive  devices 

Diaphragm  (Ortho  Pharmaceutical  Corp.) 721,  722 

Diagnostic  aids 

Dextrostix  (Ames  Company) 713 

Disposable  insulin  syringes 

Plastipak  (Becton,  Dickinson  & Company)  ....  729,  730 
Mood  elevators 

Elavil  (Merck  Sharp  & Dohme) 736,  737 

Oral  diuretics 

Hygroton  (Geigy  Pharmaceuticals) 802 

Sedative-barbiturates 

Seconal  Sodium  (Eli  Lilly  & Company) 714,  715 

Stool  softeners 

Surfak  (Hoechst  Pharmaceutical  Company).  . .4th  cover 
Vitamin  supplements 

Cevi-Bid  (Geriatric  Pharmaceutical  Corp.) 739 
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Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144's- 
144  tablets  in  12  rolls. 


© 


Each  Tablet-Active  Ingredients: 
Precipitated  Calcium  Carbonate 
Magnesium  Carbonate 
Magnesium  Trlslllcate 


0.489  Gm. 
0.011  Gm. 


ARCH  LABORATORIES 

3 1 9 South  Fourth  Street,  St,  Louis,  Missouri  63102 


HALL-BKOOKE  FOUNDATION,  INC. 


FClisabetli  Solomon 
Executive  Director 

IIALL-BROOKF 

HOSPITAL 

A JCAH  accredited  hospital 
for  care  and  treatment  of 
psycliiatric  disorders  witliin 
a therapeutic  community. 

Gordon  II.  Beem, 
Administrator 

Leo  II.  Berman,  M.D., 
Director  of  Professional 
Services 


Albert  M.  Moss,  M.D. 
Medical  Director 

IIALL-BROOKE 

SCHOOL 

-\n  educational  facility  for 
disturbed  adolescents,  ages 
I t t(j  18,  who  are  in  active 
treatment. 

Edgar  J.  Appelman, 
Director 


47  Long  Lots  Boat! 
Westport,  Connecticut 
Telephone  (20.8)  227-12.81 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  that  you  get  both  in  the 
classified  ad  section  of  the  New  York  Stale 
Journal  of  Medicine. 
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PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership.  Starting  salary  to 
$25,000  with  the  possibility  of  additional  income.  Include  complete  curric- 
ulum vitae  in  reply.  Box  108,  c/o  NYSJM. 


EMERGENCY  ROOM  PHYSICIAN.  EXCELLENT  N Y.  OPPORTUNITY 
in  400  bed  complete  care  institution  which  is  expanding  its  emergency  room 
facilities.  Salary  comensurate  with  training  and  experience;  excellent  fringe 
benefits.  Write  Personnel  Director,  Mercy  Hospital,  218  Stone  St.,  Water- 
town,  N.Y.  13601. 


EMERGENCY  ROOM  M.D».  WANTED.  CENTRAL  EAST  COAST 
Florida.  Florida  license  required.  Minimum  $31,000  for  48  hour  weekly. 
Part  time  or  full  time  available.  Write  Physician's  Emergency  Service,  1350 
South  Hickory  St.,  Melbourne,  Florida  32901. 


BEAUTIFUL  NORTHERN  NEW  .JERSEY  MEDICAL  CENTER  NEEDS  A 
pediatrician.  Call  (201)  838-0188. 


PHYSICIANS  WANTED:  G.P.'S,  INTERNISTS,  PEDIATRICIAN,  IN  AN 
attractive  northern  Virginia  recreational  community.  Golf,  fishing,  hunting, 
swimming.  Offices  available  in  medical  center  building.  124  bed  hospital, 
serving  about  20,000  population  area.  Overloaded  12-man  staff  includes 
three  surgeons,  Ob/Gyn,  anesthesiologist  and  radiologists.  Excellent  oppor- 
tunity for  3 or  4 good  men  in  single  or  group  practice.  Financial  help  avail- 
able. Rev.  William  C.  Barlett,  13  W.  2nd  St.,  Front  Royal,  Va.  22630.  Box 
Box  104,  c/o  NYS.JM. 


MANHA'ITAN:  INTERNIST  WANTED  TO  JOIN  NEWLY  DEVELOPING 
group  in  midtown  building  housing  a diagnostic  clinic  with  15,000  patients 
yearly.  Contact  R.  Gro.ssman.  M.D.,  (212)  683-1000,  ext.  31. 


G.P.  TO  ASSOCIATE  WITH  BUSY,  ESTABLISHED  G.P.  IN  NASSAU 
('ounty,  L.l.  Hospital  nearby.  Excellent  income  and  working  conditions. 
First  year  salary,  then  partnership.  Corporate  benefits.  R.  Joseph,  M.D., 
100  S.  Ocean  Ave.,  Freeport,  N.Y.  11520.  Call  (516)  378-4949. 


PSYCHLVrRlSTS:  PHYSICIANS  INTERESTED  IN  PSYCHIATRY  AND 

general  practitioners — 1600  bed,  predominantly  psychiatric  hospital  affiliated 
with  University  of  Rochester  Medical  School;  starting  salary  approximately 
$24. (MK)  with  liberal  fringe  benefits;  workweek  generally  40  hours;  located  in 
beautiful  re.sort  area;  equal  opportunity  employer.  Contact  Chief  of  Staff, 
Veterans  Administration  Hospital,  ('anandaigua,  N.Y.  14424;  (315)  394-2000. 


PHYSICIANS  NEEDED  FOR  ADMISSIONS,  OUTPATIENT  SERVICE, 
psychiatric  service.  951  bed  GM&S  Hospital;  affiliated  with  medical  school; 
full  or  part-time.  Licensure  in  any  state.  Salary  range  $20,815  to  $30,715 
commensurate  with  training  and  experience.  Excellent  fringe  benefits.  Con- 
tact: (!hief.  Outpatient  or  Neuropsychiatric  Service,  Veterans  Administra- 

tion Hospital,  Buffalo,  N.Y.  14215.  Nondiscrimination  in  employment. 


GENERAL  PRACJ  ITIONER  NEEDED  IN  IDEAL  RESIDENTIAL  RESORT 
community.  Location  Eastern  Long  Island,  two  hours  drive  from  New  York. 
.New  vacancy,  outstanding  opportunity  for  lucrative  practice.  Office  space 
available.  Sixty-six  bed,  modern  hospital  in  vicinity.  Excellent  school, 
churches,  bathing,  boating,  fishing,  eighteen  hole  championship  golf  course 
and  country  club.  Inc|uire:  Evans  K.  Griffing,  Town  Supervi.sor,  Shelter 

Island,  N.Y. 


PHYSICIANS  WANTED— CONT  D 


ANESTHESIOLOGIST  URGENTLY  NEEDED;  BOARD  QUALIFIED 
Board  eligible.  Pleasant  Western  New  York  rural  community;  300  be 
Fee  for  service  basis.  Box  106,  c/o  NYSJM. 


OB/GYN:  ADIRONDACK  MOUNTAIN  AREA  OF  NORTHERN  N 

■York  State.  Unusual  opportunity  to  practice  in  excellent  medical  center  v 
year-round  outdoor  recreation  unlimited,  and  casual  living  in  beaut 
country.  33-year  old  solo  Ob-Gyn,  two  years  out  of  residency  seeks  associ 
Must  be  Board  eligible  without  military  obligations.  Box  107,  c/o  NYSJM 


OBSTETRICIAN-GYNECOLOGIST,  INTERNIST  FOR  SMALL,  EXPA: 
ing  group  in  rural  upstate  New  York.  Flxcellent  hospital  facilities,  beau 
recreational  area.  Salary  negotiable;  early  partnership  if  mutually  satis 
tory.  Box  103,  c/o  NYSJM. 


G.  P.  WANTED,  FULLY  EQUIPPED  SEARS  MEDICAL  CENTEB 
commuter  town  between  Rochester  and  Syracuse  near  Lake  Ontario.  I 
cultural  facilities  nearby.  Fifteen  minutes  to  nearest  hospital  and  coopen 
doctors.  Hunting,  fishing,  country  clubs,  winter  sports  and  excellent  ed 
tional  opportunities.  Contact  Charles  Bowen,  Box  177,  North  Rose, 
(315)587-9613. 


EMERGENCY  DEPARTMENT  PHYSICIAN:  THOUSAND  ISLAND 

sort  area.  Four  perfect  seasons  for  fishing,  boating  or  skiing.  Our  pro 
features  fee-for-service.  guaranteed  annual  income;  42  hour  week;  educat 
time;  vacations  plus  administrative  responsibilities  with  commensurate 
Our  health  complex  is  growing  to  544  beds.  Send  data  plus  backgrour 
Mr.  Carlton  B.  Shannon,  Administrator,  The  House  of  The  Good  Samai 
W'atertown,  N.Y.  13601. 


PHYSICIANS  WANTED:  MALE  & FEMALE,  LICENSED  FOR  CJ 

dren’s  camps,  July-August.  Good  salary;  free  placement,  350  me  n 
camps.  Write  Dept.  P.,  Association  Private  Camps,  55  West  42  St.,  e 
York,  N.Y.  10036.  Phone  (212)  OX  5-2656. 


POSITIONS  WANTED 


PHYSICIAN  WITH  LONG  HOSPITAL  PRACTICE  IN  MEDICINE  M 
chest  diseases  desires  partnership  in  general  medicine  with  well  estak  hf 
family  physician  or  group  in  New  York  City  or  suburbs.  Box  105,  c/o  N\  IW 


MISCELLANEOUS 


FOR  MODERATE  SIZED  INVESTMENT  PORTFOLIOS,  WE  PRflDi 
personal  attention,  coordination,  guidance,  and  independent,  prudennnj 
agement  of  your  total  assets.  Personal  As.set  Management,  Wilhelm  1 b 
Eaton,  Incorporated,  10  Mitchell  Place,  New  York,  N.Y.  10017,  (212)  75! 
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REAL  ESTATE  FOR  SALE  OR  RENT 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


Sl'l’KKBI.Y  KI  KNISHKI)  8 ROOM  I'HOKKSSIONAI.  OKFK'K  IN  I’RIMK 
Park  Avenue  lia'alion.  available  for  part  or  lull  time  rental.  Suitable  I'or 
neurologist,  surgical  or  medical  specialist.  Box  102,  c/o  NYS.IM 


KAST  69TH  ST.  SHARP:  LARGK,  .MODKRN  FTRMSHKI)  OFFICKS; 
equipped  surgery,  medicine  or  psychiatry.  Available  Mon.,  Wed.,  Fri.,  Sat., 
1/2  day  or  full  day.  Individual  consultation  room.  Terrace  level.  Call  (212) 


879-5533. 


19  ST..  242  F:aST.  (SOCTHWEST  corner  2ND  AVE.)  CLOSE  TO  MANY 
hospitals.  3 riaim  air  conditioned  suite  consisting  of  waiting  rcxim,  office, 
examining  room,  lavatory  & good  closet  space,  on  the  main  floor  of  this 
modern  15-story  bldg.  Avail,  immed.  $295  month  includes  air  conditioning  & 
electric.  Brokers  protected.  Call  212  LFi  2-4550  or  .Al.  5-8700. 


EAST  NORTHPORT,  MUNTINCTON:  OFFICE-HOME  COMBINATION; 
ideal  central  location.  Excellent  opportunity,  near  professional  buildings  and 
hospitals.  Fast  growing,  prestige  area.  Modern,  spacious,  3 bedroom  ranch, 
5>s  rcx>m  office;  detached  oversized  garage;  full  basement;  landscaped;  extras. 
Sacrifice  $39,950.  Joseph  Koreen.  M l).,  407  Larkfield  Road.  East  Northport, 
N Y,  Tel.;  (516)757-8339. 


14  E.  60  ST. 

PROFESSIONAL  ^ 
OFFICE  SPACE 

“Jusf  off  the  Plaza”  ' 

from  500 

Completely  renovated  1 2- 
story  & penthouse  Landmark  | 
Building  offering  the  finest  in 
new  professional  office  space 
in  an  extremely  attractive  and  I 
convenient  midtown  locotion. 

Bay  windows  on  upper  floors 

Complete  new  building 
installation  including 
1 wall-to-wall  carpeting 

Immediate  Occupancy 

1 Brokers  Protected 

NICHOLAS  DANA 

(212)  PL  3-9200 

DOUGLAS  L.  ELLIMAN  & CO. 

1 Owner/Builder-Peter  Sharp  & Co.  f 

ATTRACTIVELY  FURNISHED  OFFICE  ON  CENTRAL  PARK  WEST  & 
66th  Street  available.  Present  resident  will  retire  within  the  next  2 months. 
Please  call  any  morning:  799-7.398. 


MOVING  SOON? 

Let  Us  Be  The  First  To  Know  Of  Your  New  Address! 

Six  weeks  notice  is  required  to  effect  a change  of  address.  Com- 
plete and  mail  the  form  below  to:  Circulation  Department,  New  York 
State  Journal  of  Medicine,  750  Third  Avenue,  New  York,  N.  Y.  10017. 


I 

I Old  Address 


Name 


Please  Print 


New  Address 

{Send  Journal  Number  Street 

here) 


City  State  Zip  Code 


Effective  Date 


J 
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You  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hy proton"  chlorthaUdone  USP 

Makes  water,  not  waves. 


Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hygroton'  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus,  precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
initiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 
Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one- half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  I lepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTI  I,  or  digitalis.  .Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potetitiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizitig  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  (i.l.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
compounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
day.  How  Supplied:  White,  single- scored  tablets  ol  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
see  the  complete  prescribing  information. 

GEIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502  „y.  : 
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NEW  YORK  CITY  AREA 


April  19,1971  I April  23,  1971 

9:00  a. m.— 5:30  p.m.,  Monday— Friday 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

NEURORADIOLOGY 

E.  WOOD  and  S.  HILAl,  M.D.’s  and  Associates 


April  19,1971  I April  23,  1971 

2:00-5:00  p.m.,  Monday-Friday 

The  Page  and  William  Black  Post-Graduate  School 
of  Medicine 

The  Mount  Sinai  Hospital 
1 00th  Street  and  Fifth  Avenue 

RETINAL  DETACHMENT  SURGERY 

DAVID  B.  KARLIN,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $80 


April  19,  1971  and  April  26,  1 97 1 

3:30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 
City  Hospital  Center  at  Elmhurst 

79-01  Broadway 
Elmhurst 

April  19 

Combination  Chemotherapy  of  Solid  Tumors 

EZRA  M.  GREENSPAN,  M.D. 

April  26 

Prevention,  Diagnosis  and  Management  of  Acute 
Renal  Failure 

RICHARD  M.  STEIN,  M.D. 

Speakers  are  from  Mount  Sinai  School  of  Medicine. 

CREDIT:  C-1 


MONDAY,  APRIL  19 

8 : 00  p.m. 

New  York  Academy  of  Medicine 

Section  on  Ophthalmology  with  the 

New  Jersey  Academy  of  Ophthalmology  and 

Otolaryngology 

2 East  103rd  Street 

1.  Results  and  Current  Status  of  Intracameral 
Lenses 

HERVE  M.  BYRON,  M.D. 

New  Jersey  College  of  Medicine  and  Dentistry 

2.  A Study  of  the  Anterior  Segment  in  Aphakic 
Retinal  Detachment 

JOSEPH  C.  PATTI  and  ALPHONSE  A.  CINOTTI,  M.D.’s 
New  Jersey  College  of  Medicine  and  Dentistry 

3.  Ab-Externo  Sclerectomy  as  a Microsurgical 
Technique 

AUSTIN  I.  FINK,  M.D. 

State  University  of  New  York 
Downstote  Medical  Center 


4.  Peripheral  Chorioretinal  Changes  in  the 
Myopic  Eye 

DAVID  B.  KARLIN,  M.D. 

Mount  Sinai  School  of  Medicine 


8 : 30  p.m. 

Beth  Israel  Medical  Center 

10  Nathan  D.  Perlman  Place 
1 2th  Floor  Conference  Room 
Dazian  Pavilion 

Medical-Surgical  Thoracic  Conference 

CANCER  OF  THE  LUNG 

THOMAS  F,  NEALON,  Jr.,  M.D. 
St.  Vincent's  Medical  Center 

CREDIT:  C-1 


April  20,  1971  and  April  27,  1971 

10:00  a.m.,  Tuesdays 

Maimonides  Medical  Center 

4802  Tenth  Avenue 

Main  Building,  4th  Floor  Lecture  Hall 

Brooklyn 

PEDIATRIC  POSTGRADUATE  CONFERENCES 
April  20 

Oral  Pathology  Important  to  the  Pediatrician 

ANDREW  F.  CATANIA,  M.D. 

CREDIT:  C-1 

April  27,  11:00  a.m.,  at  Coney  Island  Hospital  Clinical  Pathological 
Conference 


TUESDAY,  APRIL  20 

4 : 00-6  : 00  p.m. 

Kingsbrook  Jewish  Medical  Center 

Rutland  Road  and  East  49th  Street 
Brooklyn 

Therapy  of  Metastatic  Cancer  with  the  Alkylating  Agents 

MALIGNANT  LYMPHOMA  INCLUDING 
HODGKINS  DISEASE  (and  Malignant  Effusions) 


April  21,  1971  and  April  28,  1 97 1 

9:00  a.m.,  Wednesdays 

The  Jamaica  Hospital 

89th  Avenue  and  Van  Wyck  Expressway 
Jamaica 

April  21 

Pulmonary  Hypersensitivity  Diseases 

MARTIN  S.  BERNSTEIN,  M.D. 

Maimonides  Medical  Center 

April  28 

Case  Presentations 

SEYMOUR  OLSHIN,  M.D. 

Brooklyn  V.A.  Hospital 

April  21,  1971  I April  23,  1971 
Brooklyn  Eye  and  Ear  Hospital 

29  Greene  Avenue 
Brooklyn 
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GRADUATE  COURSE  IN  OPHTHALMIC  PLASTIC 
SURGERY 

MARTIN  BODIAN,  M.D.,  et  al 
FEE:  $125 


WEDNESDAY,  APRIL  21 

3 : 30  p.m. 

The  Roosevelt  Hospital 

Winston  Conference  Room 
428  West  59th  Street 

PATHOGENESIS  OF  RHEUMATOID  ARTHRITIS 

CHARLES  CHRISTIAN,  M.D. 

Hospital  for  Special  Surgery 


April  21,  1971  and  April  28,  1971 

8 :30-10:00  p.m.,  Wednesdays 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

Clinical  Conferences  on  the  Treatment  of 

EMOTIONAL  PROBLEMS  IN  MEDICAL  PRACTICE 
April  21 

The  Management  of  the  Psychotic  Patient  in 
Medical  Practice 

MORTON  S.  RUCKER,  M.D. 

April  28 

Therapeutic  Group  Approaches  in  Medical 
Practice 

MILTON  M.  BERGER,  M.D. 

CREDIT:  C-1 


THURSDAY,  APRIL  22 

4 : 00  p.m. 

N.Y.U.  School  of  Medicine 

550  First  Avenue 

HISTORICAL  SIDELIGHTS  OF 
TRANSPLANTATION 

DAVID  C.  SCHECHTER,  M.D. 

New  York  Medical  College 


April  22,  1971  / May  6,  1971 

7 30-9 ; 30  p.m.,  Thursdays 

The  New  York  Allergy  Society 

N.Y.U.  School  of  Medicine,  Lecture  Room  B 
550  First  Avenue 

COURSE  ON  BASIC  AND  CLINICAL  ASPECTS 
OF  MODERN  ALLERGY 

April  22 

Antibodies  and  Immunological  Diseases 

BLAS  FRANGIONE,  M.D.,  N.Y.U. 

PHILIP  NORMAN,  M.D.,  Johns  Hopkins  University 
HOWARD  VOSS,  M.D.,  N.Y.U. 

April  29 

Allergic  Inflammation  and  Anti-Inflammatory 
Therapy 

H.  SHERWOOD  LAWRENCE,  M.D.,  N.Y.U. 

ROBERT  ORANGE,  M.D.,  Harvard  University 
JOHN  HARTER,  M.D.,  Stanford  University 


May  6 

Management  of  Asthma.  Basic  and  Clinical 
Aspects 

BERNARD  B.  LEVINE,  M.D.,  N.Y.U. 

MICHAEL  GRIECO,  M.D.,  Columbia  University 
MURRAY  DWORETZKY,  M.D.,  Cornell  University 
SAMUEL  BUKANTZ,  M.D.,  N.Y.U. 

STEVEN  AYRES,  M.D.,  N.Y.U. 

FEE:  $10  (Waived  for  Physicians  in  Training) 

CREDIT:  AAGP  (6  credits  prescribed)  C-1 

Apply:  PROF.  BERNARD  B.  LEVINE,  Director  of  Allergy,  at  the  above 
address. 


THURSDAY,  APRIL  22 

8 45  p.m. 

American  Cancer  Society,  Brooklyn  Unit 
Downstate  Medical  Center 

450  Clarkson  Avenue 
Brooklyn 

EARLY  CANCER  OF  THE  COLON  AND  RECTUM 

BERNARD  GARDNER,  M.D. 

HERBERT  VOLK,  M.D. 

CREDIT:  C-1 

For  information,  call  the  American  Cancer  Society,  Brooklyn  Unit, 
1 DeKolb  Avenue,  ULster  8-8200. 


April  23,  1971  f April  27 , 1971 

9:00  a.m.-5  :00  p.m.,  Friday-Tuesday 

The  Page  and  William  Black  Post-Graduate  School 
of  Medicine 

The  Mount  Sinai  Hospital 

CELL  PATHOLOGY  AND  SYSTEMIC  NUCLEAR 
MALIGNANCY  ASSOCIATED  CHANGES  (MAC) 
IN  TISSUES  AND  SMEARS 

HERBERT  E.  NIEBURGS,  M.D. 

Mount  Sinoi  School  of  Medicine 

FEE:  $150 


SUNDAY,  APRIL  25 

8 : 00  a.m.  / 2 : 00  p.m. 

The  Brookdale  Hospital  Center 

Linden  Boulevard  and  Brookdale  Plaza 
Brooklyn 

NEW  CONCEPTS  IN  ORAL  IMPLANTOLOGY 

NO  FEE 


8 : 30  p.m. 

The  Page  and  William  Black  Post-Graduate  School 
of  Medicine 

Blumenthal  Auditorium 
The  Mount  Sinai  Hospital 

The  Martin  C.  Rosenthal  Lecture 

THE  VARIETIES  OF  HEMOCHROMATOSIS 

WILLIAM  H.  CROSBY,  M.D. 

Tufts-New  England  Medical  Center,  Boston 

NO  FEE 
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April  26,  1971  I April  28,  1971 

The  Glaucoma  Diagnostic  Center  of  the  Brooklyn 
Eye  and  Ear  Hospital 

29  Greene  Avenue 
Brooklyn 

SEMINAR  ON  GLAUCOMA 

A.  S.  ROSENBERG,  M.D.  and  StofF 

FEE:  $125  (Registration  limited  to  six  Ophthalmologists) 

Write:  MR.  VERNON  E.  DRESSIER,  Administrator,  at  the  above 

address. 


TUESDAY,  APRIL  27 

9 : 00  a.m. 

New  York  Infirmary 

Toscanini  Room 

Stuyvesant  Square  East  and  1 5th  Street 

PAGET’S  DISEASE 

ALFRED  VOGL,  M.D. 

N.Y.U.  School  of  Medicine 


WEDNESDAY,  APRIL  28 

9:00  a.m.  / 5:00  p.m. 

American  Academy  of  Neurology 

The  New  York  Hilton  Hotel 

Avenue  of  the  Americas  at  53rd  Street 

NARCOTICS  AND  THE  NERVOUS  SYSTEM 

RALPH  W.  RICHTER,  M.D.,  Chairman 
Harlem  Hospital  Center 

1.  Drug  Actions  Involving  Biogenic  Amines 

IRWIN  J.  KOPIN,  M.D. 

National  Institute  of  Mental  Health,  Bethesda,  Md. 

2.  Structure  and  Function  of  Psychotominetics 

SOLOMON  H.  SNYDER,  M.D. 

Johns  Hopkins  Medical  School,  Baltimore,  Md. 

3.  Adverse  Reactions  to  Marihuana 

JOHN  A.  TALBOTT,  M.D. 

St.  Luke's  Hospital,  N.Y.C. 

JOHN  A.  S.  HALL,  M.D. 

Kingston  Public  Hospital,  Kingston,  W.l. 

4.  Clinical  Applications  of  Neuropharmacology 
in  Treatment  of  Opiate  Addiction 

VINCENT  P.  DOLE,  M.D. 

Rockefeller  University 

5.  Neurophysiology  of  Opiate  Addiction 

MAX  FINK,  M.D. 

New  York  Medical  College 

6.  Clinical  and  Neuropathological  Correlates  of 
Heroin  Addiction 

RALPH  W.  RICHTER,  M.D. 

YASOMA  B.  CHALLENOR,  M.D. 

Harlem  Hospital  Center 
MICHAEL  M.  BADEN,  M.D. 

New  York  University 
JOHN  PEARSON,  M.D. 

New  York  University 

7.  Treatment  of  Drug  Addiction 
(Panel  Discussion) 

JUDY  DENSEN-GERBER,  M.D. 

Odyssey  House,  Inc.,  New  York 
BENY  J.  PRIM,  M.D. 

Addiction  Research  and  Treatment  Corporation  Brooklyn 


HERBERT  CAVE,  M.D. 

Harlem  Hospital  Center 
MAX  FINK,  M.D. 

RALPH  W.  RICHTER,  M.D. 

CREDIT:  C-1 

Please  write  RALPH  W.  RICHTER,  M.D.,  Neurology  Department, 
Harlem  Hospital  Center,  1 35th  Street  and  Lenox  Avenue,  New 
York,  N.Y.  10037. 


1:15/4:15  p.m. 

Terrace  Heights  Hospital 

87-37  Palermo  Street 
Hollis 

A ONE-DAY  POSTGRADUATE  SYMPOSIUM 
with 

Members  of  the  Faculty  of  the  Hahnemann 
Medical  College  and  Hospital 

1.  The  Pharmacology  of  Marihuana  and 
Addictive  Drugs  (Part  I) 

G.  JOHN  DiGREGORIO,  Ph.D. 

2.  The  Pharmacology  of  Marihuana  and 
Addictive  Drugs  (Part  II) 

VINCENT  J.  ZARRO,  M.D. 

3.  General  Discussion 

PAUL  TORNAMBE,  M.D. 

4.  Panel  Discussion 

CREDIT:  C-1 

J.  EDWARD  ASTRACHAN,  M.D.,  Chairman,  Post-Graduate  Commit- 
tee, above  qddress. 


4 : 30  p.m. 

The  Parkinson’s  Disease  Foundation 

Columbia  University  P & S Alumni  Auditorium 
630  West  168th  Street 

2nd  Annual  James  Parkinson  Lecture 

CATECHOLAMINES  IN  THE  NERVOUS  SYSTEM 

JULIUS  AXELROD,  M.D. 

National  Institute  of  Mental  Health 


April  28,  1971  / April  30,  1971 

Brooklyn  Eye  and  Ear  Hospital 

Brooklyn 

POSTGRADUATE  COURSE  IN  CORNEAL 
SURGERY 

Under  the  direction  of; 

A.  BENEDICT  RIZZUTI,  M.D. 
and  StofF 

FEE:  $175 

Write:  Mr.  Vernon  Dressier,  Adm.,  Brooklyn  Eye  and  Ear  Hospital, 
29  Greene  Avenue,  Brooklyn,  N.Y.  1 1 238. 


WEDNESDAY,  APRIL  28 

8 : 30  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Historical  Medicine 

2 East  1 03rd  Street 

EVOLUTION  OF  COLD  THERAPY  AND 
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CRYOBIOLOGY  RESEARCH 

CAMILLE  MALLOUH,  M.D. 

New  York  Medical  College 


8 ; 30  p.m. 

Association  for  the  Advancement  of  Psychoanalysis 

329  East  62nd  Street 

CULTURAL  IMPAIRMENT  OF  INNER 
RESOURCES:  AN  EMPIRICAL  INQUIRY 

ALEXANDER  REID  MARTIN,  M.D. 

DPM  (London) 

Discussant: 

LAWRENCE  C.  KOLB,  M.D. 

Columbia  University 


ALBANY  AREA 


WEDNESDAY,  APRIL  21 

3 :30  / 8:30  p.m. 

New  York  State  Department  of  Health 
Bureau  of  Cancer  Control  and  the 
American  Cancer  Society,  Albany  County  Unit 

Hyott  House  (Exit  24) 

Albony 

THE  PERSON  AND  BREAST  CANCER 

For  further  information  contact  MR.  JAMES  COBB,  Executive  Direc- 
tor, Albony  County  Unit,  257  Osborne  Rood,  Albany.  Tel.  (518) 
869-0604. 

FEE:  $5  (includes  dinner) 


BROOME  COUNTY 


April  15,  1971  / April  29,  1971 

1 0 : 00  a.m.,  Thursdays 

Charles  S.  Wilson  Memorial  Hospital 

Johnson  City 

Clinical  Seminars  conducted  by  Upstate  Medico/  Center,  Syracuse 

April  15 

Hospital  Acquired  Infections 

JOSEPH  LUNN,  M.D. 

April  22 

Management  of  the  Severely  Burned  Patient 

LOUIS  MENGGOLI,  M.D. 

April  29 

Evaluation  and  Early  Management  of  the 
Multiple  Injured  Patient 

LLOYD  ROGERS,  M.D. 

CREDIT:  C-1  and  AAGP 


MONDAY,  APRIL  19 

4.00  / 5:00  p.m. 

South  Sub-Regional  Continuing  Education  Committee 
in  Nursing;  American  Cancer  Society,  Broome 
County  Unit 

Our  Lady  of  Lourdes  Memorial  Hospital 
Binghamton 


LYMPHOMAS:  HODGKINS  AND  THE 
LYMPHOSARCOMAS 

For  further  information  please  call  MARY  NORMILE,  Lady  of 
Lourdes— (607)  729-6521 


BUFFALO  AREA 


April  22,  1971  and  April  29,  1971 

7 : 30-9  : 30  p.m.,  Thursdoys 

State  University  of  New  York  at  Buffalo 
Sisters  of  Charity  Hospital 
Palmer  Hall 

CARDIAC  CLINICS  AND  PHYSICAL 
EXAMINATION  OF  THE  CARDIAC  PATIENT 

April  22 

Auscultation — The  S3 

Nomenclature,  Mechanism,  Quality,  Timing, 
Effect  of  Respiration  and  Loudness 
Case  Presentations 

April  29 

Auscultation — The  S3 

The  Physiological  Versus  the  Pathological  S3 
Due  to  Large  Flows  into  Dilated  Ventricles 
Due  to  Increased  Filling  Pressure,  Dilation 
or  Both 

The  S3  in  Constriction  and  Tamponade 
The  Right  Ventricular  S3 
The  S3  Versus  the  Opening  Snap 
Case  Presentations 

FEE:  $10  CREDIT:  C-1 

Write:  Continuing  Medical  Education,  Main  Street  Division — School 
of  Medicine,  State  University  of  New  York  at  Buffalo,  221  1 Main 
Street,  Buffalo,  N.Y.  14214.  Tel.  (71  6)  83 1 -5526. 


TELEPHONE  LECTURE  NETWORK 


The  State  University  of  New  York  at  Buffalo  School  of  Medicine  pre- 
sents various  programs  via  the  facilities  of  the  Telephone  Lecture  Net- 
work of  the  Regional  Medical  Program  for  Western  New  York.  The 
Network  covers  the  counties  of  Erie,  Niagara,  Genesee,  Wyoming, 
Chautauqua,  Cattaraugus,  and  Allegany  in  New  York  State  and  Erie 
County  and  McKean  County  in  the  Commonwealth  of  Pennsylvania. 
There  ore  55  Hospital-outlets. 

Programs  are  presented  in  five  series: 

1.  A weekly  series  of  general  interest  considered  useful  to  all 
physicians  presented  at  11:30  a.m.  on  Tuesdays. 

2.  The  monthly  Pediatrics  Conference  from  Children’s  Hospital  spon- 
sored by  the  Department  of  Pediatrics  and  presented  on  the  second 
Friday  of  each  month  under  the  direction  of  Thomas  Aceto,  Jr.,  M.D. 

3.  The  monthly  series  on  trauma  sponsored  by  the  Division  of  Ortho- 
pedic Surgery,  Department  of  Surgery,  and  presented  on  the  fourth 
Thursday  of  each  month  under  *he  direction  of  Eugene  R.  Mindell,  M.D. 

4.  A new  monthly  series  on  Cancer  sponsored  by  the  Roswell  Park 
Memorial  Institute  and  presented  on  the  third  Wednesday  of  each 
month  under  the  direction  of  Gerald  P.  Murphy,  M.D. 

5.  A new  series  sponsored  by  the  Department  of  Psychiatry  and  the 
Buffalo  States  Hospital  to  be  presented  under  the  direction  of  Dr. 
Yoosuf  A.  Haveliwala  on  the  fourth  Wednesday  at  11:00  a.m. 

For  further  information,  please  contact  Continuing  Medical  Education, 
221 1 Main  Street,  Buffalo,  N.Y.  14214.  Tel.  (71  6)  831 -5526. 


April  1,1971  / New  York  State  Journal  of  Medicine  807 

WGO-5 


April  30,  1971  and  May  1,  1971 

8:15  a.m.  Registration 

State  University  of  New  York  at  Buffalo 
School  of  Medicine 

Statler  Hilton  Hotel 
Embassy  Room 

BASIC  APPROACHES  TO  CLINICAL  MEDICINE 

Concept;  The  scientific  portion  of  the  34th  Annual  UB  Alumni  Spring 
Clinical  Days  will  highlight  the  basic  science  approach  to  clinical 
practice.  It  is  hoped  that  by  bringing  together  on  a panel  the 
laboratory  oriented  physician  and  the  physician  engaged  in  active 
clinical  practice,  new  prospectives  will  be  added  to  the  understand- 
ing of  disease  processes  as  they  are  diagnosed  and  managed  by 
the  clinician,  etc. 

CREDIT:  C-1 

Please  write  for  Program:  CHARLES  HALL,  Assistant  to  the  Dean, 

Continuing  Medical  Education,  SUNYAB,  see  address  in  other 
notices. 


KIAMESHA  LAKE 

May  9,  1971  / May  13,  1971 

New  York  State  Academy  of  General  Practice 

The  Concord  Hotel 
Kiamesha  Lake 

TWENTY-THIRD  ANNUAL  CONVENTION 

For  Reservations:  NYSAGP,  84  Main  Street,  Binghamton,  N.Y. 

13905  or  call  (607)  722-2132. 


MONROE  COUNTY 


TUESDAY,  APRIL  20 

4 : 30  p.m. 

Highland  Hospital  Cancer  Teaching  Day 

South  Avenue  at  Bellevue  Drive 
Rochester 

THERAPY  OF  BREAST  CARCINOMA 

BERNARD  FISHER,  M.D. 

University  of  Pittsburgh 

CREDIT:  C-1 

Note:  The  Cancer  Teaching  Day  is  under  the  auspices  of  the  Monroe 
County  Cancer  and  Leukemia  Association  and  the  Rochester 
Regional  Medical  Program. 

April  22,  1971  and  April  23,  1971 

The  University  of  Rochester  School  of  Medicine  and 
Dentistry 

Department  of  Pediatrics 
260  Crittenden  Boulevard 
Rochester 

A Postgraduate  Course  on 

BEHAVIORAL  PROBLEMS  OF  ADOLESCENCE 

CREDIT:  C-1 

For  further  information,  please  contact:  Rochester  Regional  Health 

and  Hospital  Council,  Post  Office  Box  348,  Rochester,  N.Y.  1 4602 


THURSDAY,  APRIL  29 
The  Rochester  Ophthalmological  Society 

University  Club 

Albert  C.  Snell  Memorial  Lecture 

SOME  DISTURBANCES  OF  THE  RETINAL 
PIGMENT  EPITHELIUM 

EDWARD  W.  D.  NORTON,  M.D. 

University  of  Miami  Schaol  of  Medicine 

* There  will  be  an  afternoon  clinical  session  at  the  University  of 
Rochester  Medical  Center.  On  Friday,  April  30,  the  session  will 
Include  the  following  guest  lecturers:  GERALD  B.  KARA,  M.D., 

ALEX  E.  KRILL,  M.D.,  and  MYRON  YANOFF,  M.D. 


MONROE  COUNTY  FUTURE  EVENT 


June  11,  1971  / June  13,  1971 
The  Monroe  County  Medical  Society 

St.  John  Fisher  College 
3690  East  Avenue 
Rochester 

I 50th  Anniversary  Celebration  and  Symposium 

THE  AMERICAN  HEALTH  CARE  DELIVERY 
SYSTEM 

Write  for  Program:  Medical  Society  of  the  County  of  Monroe  Inc., 
1441  East  Avenue,  Rochester,  N.Y.  14610. 

FEE:  $40  CREDIT:  C-1 


NASSAU  COUNTY 


April  22,  1971  and  April  29,  1971 

11:30  a.m.,  Thursdays 

Nassau  County  Medical  Center 

Radiology  Research  Auditorium 
Hempstead  Turnpike  and  Carman  Avenue 
East  Meadow 

Pediatric  Postgraduate  Programs 

April  22 

Teenage  Drug  Abuse 

WILLIAM  CAHN,  ESQ. 

District  Attorney,  Nassau  County 

April  29 

The  Child  in  Trouble 

HON.  BEATRICE  S.  BURSTEIN 
Judge,  Family  Court,  Nassau  County 


NEWBURGH 


April  14,  1971  / April  28,  1971 

1 : 30  p.m.,  Wednesdays 

St.  Luke’s  Hospital 

Third  Floor  Classroom 
Newburgh 

Graduate  Seminar  Program 
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April  14 

Current  Thoughts  on  Birth  Control  and  Related 
Medication 

HERBERT  S.  KUPPERMAN,  M.D. 

N.Y.U.  School  of  Medicine 

April  21 

Current  Management  of  the  Complications  of 
Diabetes  Mellitus 
HAROLD  RIFKIN,  M.D. 

Albert  Einstein  College  of  Medicine 

April  28 

Management  of  Sepsis  and  other  Grave 
Infections 

DONALD  ARMSTRONG,  M.D. 

Memoriol  Hospital,  New  York  City 

CREDIT:  C-1 


OSWEGO  FUTURE  EVENT 


WEDNESDAY,  MAY  5 

8 30  o.m.  / 4 : 00  p.m. 

Central  New  York  Regional  Medical  Program, 
Oswego  County  Medical  Society  and  the 
American  Cancer  Society,  Oswego  County  Unit 

Hotel  Pontioc 
West  First  Street 
Oswego 

SYMPOSIUM  ON  CANCER  OF  THE  COLON 
AND  RECTUM 

1.  Malignant  and  Non-Malignant  Reasons  for 
Ostomies 

DANIEL  BURDICK,  M.D.  and  RICHARD  D.  EBERLE,  M.D. 

2.  Diagnosis  through  Proctosigmoidoscopic 
Examination 

JOHN  H.  POWERS,  M.D. 

3.  Enterostomal  Therapy 

WILMA  ROTHSTEIN,  E.T.  and  EMILY  TRIGGS,  R.N. 

4.  Rehabilitation  of  the  Patient  after  Cancer 
Surgery 

J.  HERBERT  DIETZ,  M.D. 

FEE:  $4  (includes  lunch)  CREDIT;  C-1 

For  further  information,  DAVID  D.  O’BRIEN,  M.D.,  22  West  Oneida 
Street,  Oswego.  Tel.  (315)  343-4348. 


RENSSELAER  COUNTY 


April  19,  1971  and  April  22,  1971 

Rensselaer  County  Academy  of  Medicine 

Troy 

Monday,  April  19 — 8:00  p.m.  at  Seton  Hall,  St. 
Mary’s  Hospital 
Venereal  Diseases 
NICHOLAS  FlUMARY,  M.D. 

Massachusetts  General  Hospital 

Thursday,  April  22 — 1 1:00  a.m.  at  St.  Mary’s 
Hospital 


Antibiotic  Therapy  in  Respiratory  Infections 

JOHN  C.  RIBBLE,  M.D. 

Cornell  University  Medical  College 

CREDIT:  C-1 


ROCKLAND  COUNTY  FUTURE  EVENT 


THURSDAY,  MAY  6 

9:00  a.m. 

Department  of  Pediatrics,  Good  Samaritan  Hospital 

Morion  Sheehan  Educational  Building 

Route  59 

SuFFern 

CHILD  ABUSE 

VINCENT  J.  FONTANA,  M.D. 

Sf.  Vincent's  Hospital  and  Medical  Center,  N.Y.C. 

CREDIT:  C-1 


SCHENECTADY 


THURSDAY,  APRIL  22 

7 : 30  p.m. 

Ellis  Hospital 

Schenectady 

DRUG  ABUSE  EDUCATION  PROGRAM  FOR 
THE  HEALTH  PROFESSIONALS 

1.  Basic  Review  of  Commonly  Abused  Drugs 

DONALD  GENT,  M.D. 

Director  of  Mental  Health  Services,  Montgomery  County 

2.  Clinical  Aspects  of  Drug  Abuse  Emphasizing 
Management  of  Emergencies  Encountered  in 
Drug  Abusers 

MICHAEL  LEVINE,  M.D. 

Neighborhood  Health  Center,  S/racuse 

CREDIT:  C-1 


WASHINGTON  COUNTY 


THURSDAY,  APRIL  29 

12:30  / 5:00  p.m. 

Glens  Falls  District  Health  Department,  NYS 
Department  of  Health,  Bureau  of  Cancer  Control; 
American  Cancer  Society,  Washington  County  Unit 

Fort  Hudson  Nursing  Home 
Upper  Broadway 
Fort  Edward 

ENTEROSTOMY 

For  information,  please  contact;  Mrs.  Gertrude  Gilman,  Executive 
Director,  Washington  County  Unit,  221  Main  Street,  Hudson  Falls, 
N.Y.  Tel.  (518)  747-07916. 

SUBSCRIPTION 

Reprints  of  "WHAT  GOES  ON”  are  available  by 
subscription  of  $3.00  per  year  (22  issues). 

Write  or  call  the  Editor  for  an  order  blank. 
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EVENTS  RECEIVED  AFTER  DEADLINE 


April  12,  1971  / May  8,  1971 
Mount  Sinai  School  of  Medicine 

Room  1 03 — Basic  Science  Building 
5 East  1 02nd  Street 

Post-Graduate  Course  in 

SURGICAL  ANATOMY 

R.  J.  LAST,  M.B. 

Royal  College  of  Surgeons,  London,  England 


TUESDAY,  APRIL  13 

8 ; 30  p.m. 

The  New  York  Psychoanalytic  Institute 

2 East  103rd  Street 
Freud  Anniversary  Lecture 

BEING  IN  LOVE  AND  OBJECT  LOSS 

ROBERT  C.  BAK,  M.D. 


8 : 30  p.m. 

The  Association  for  Psychoanalytic  Medicine 

2 East  103rd  Street,  Room  21 

BLUE  COLLAR  PATIENTS  AT  A 
PSYCHOANALYTIC  CLINIC 

NETTIE  TERESTMAN,  D.S.W.,  J.  DAVID  MILLER,  M.D.,  and 
JOHN  J.  WEBER,  M.D. 


WEDNESDAY,  APRIL  14 

8 : 30  p.m. 

Adelphi  Hospital  Medical  Staff 

50  Greene  Avenue 
Brooklyn 

EARLY  DIAGNOSIS  OF  LEUKEMIA 

STANLEY  L.  LEE,  M.D. 

Maimonides  Medicol  Center 
NICHOLAS  LEONE,  M.D. 

Methodist  Hospital  of  Brooklyn 

CREDIT:  C-1 

Co-Sponsor:  Professional  Education  Committee  of  the  Brooklyn 

Unit,  American  Cancer  Society,  New  York  City  Division,  Inc. 


SUNDAY,  APRIL  18 

12:00  noon-4 ; 00  p.m. 

Academy  of  General  Practice 

Queens  County  Chapter,  N.Y.C.  Area 
Sheraton  La  Guardia  Inn  (Opposite  Airport) 

1 0th  Annual  John  Hunter  Fuchs  Lecture 

EAVESDROPPING  ON  THE  CONSULTANTS 

1.  A Psychiatrist  Remembers  His  General 
Practice  Days  in  England 

PETER  A.  SPAULDING,  M.D. 

2.  Your  Inner  Child  of  the  Past 

W.  HUGH  MISSILDINE,  M.D. 

University  of  Ohio 
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3.  Food  for  Thought 

PHILIP  THOREK,  M.D. 

University  of  Chicago 

NO  FEE  CREDIT:  C-1  and  AAGP  (4  hours) 


SUNDAY,  APRIL  25 

1 ; 00-4  : 00  p.m. 

Health  Service  Systems 

175-61  Hillside  Avenue 
Jamaica  Estates 

MULTIPHASIC  HEALTH  TESTING  SYMPOSIUM 

1.  Various  Forms  of  Multiphasic  Health 
Testing  and  the  Relationship  of  Test  Centers  to 
the  Medical,  Insurance,  Industrial  and  Labor 
Communities 

ALONZO  S.  YERBY,  M.D. 

Harvard  School  of  Public  Health 

2.  Medical  Criteria  for  Test  Selection 

JAMES  F.  CUMMINS,  M.D. 

Brandeis  University's  Florence  Heller 

School  for  Advanced  Studies  in  Social  Welfare 

3.  Wrap-Up  Discussion  on  Test-Facility  Evaluation 

JOHN  S.  HAALAND,  M.D.,  Vice-President 
Systems  and  Research,  HSS 

CREDIT:  C-1 


SUFFOLK  COUNTY 


WEDNESDAY,  APRIL  21 

10:30  a.m. 

Kings  Park  State  Hospital 

Rehabilitation  Conference  Room 
Kings  Park 

OVERVIEW  OF  PSYCHO  PHARMACOLOGY 
AGENTS 

FRANK  AYD,  JR.,  M.D. 

Franklin  Square  Hospital,  Baltimore 

CREDIT:  C-1 


PHYSICIANS’  PLACEMENT 


CUBA,  N.Y.,  Allegany  County,  needs  a G.P.  and/or  Internist  and  Gen- 
eral Surgeon. 

CONTACT:  Administrator,  Cuba  Memorial  Hospital,  West  Main  Street, 
Cuba,  N.Y.  14727.  Tel.  (71  6)  968-2000. 


ELMONT,  N.Y.,  Nassau  County.  Pediatric  partnership  available. 

CONTACT:  ALBERT  SHERWYN,  M.D.,  2266  Dutch  Broadway,  Elmont, 
N.Y.  1 1003.  Tel.  (516)  PR  5-0493. 


CHATEAUGAY,  N.Y.,  Franklin  County.  G.P. 

CONTACT:  JOHN  D.  LYONS,  Treasurer,  Chamber  of  Commerce,  Box 
68,  Chateaugay,  N.Y.  12920.  Tel.  (51  8)  497-2661 . 


'■0- 

■¥/ 
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Similar  to  thyse  seen  with  barbiturates, 
have  been  rcj^'rted.  Use  of  any  drug  in 
pregnancy,  laclation.  or  in  women  of 
childbearing  age  requires  that  its  poten- 
tial benefits  be  \sj;ighed  against  its 
possible  ha/aidit 

Precautions:  In  the, elderly  and  debili- 
tated. and  in  children  over  six.  limit  to 
smallest  effective  <|fe.sage  (initially  10  mg 
or  less  per  day)  to  p^-clude  ataxia  or 
oversedation.  increa:ttng  gradually  as 
needed  and  tolerated^|viot  recommended 
in  children  under  six.  X^ough  generally 
not  recommended,  if  combination  ther- 
apy with  other  psychotjf-'pics  seems 
indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in 
use  of  potentiating  drug.sjp;uch  as  MAO 
inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Para- 
doxical reactions  excitement, 
stimulation  and  acute  rag^  have  been 
reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxi- 
ety states  with  evidence  ofjimpending 
depression;  suicidal  tendencies  may  be 
present  and  protective  measures  neces- 


sary. Variable  effects  on  blood  coagula 
tion  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has 
not  been  established  clinically. 

.Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in 
the  elderly  and  debilitated.  These  are 
reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage 


ranges.  In  a few  instances.syncope  has 
been  reported.  Also  encountered  are 
isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased 
libido  — all  infrequent  and  generally 
controlled  with  dosage  reduction; 
changes  in  EEC  patterns  (low-voltage 
fast  activity)  may  appear  during  and 
after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis).  Jaundice  and 
hepatic  dysfunction  have  been  reported 
occasionally,  making  periodic  blood 
counts  and  liver  function  tests  advisable 
during  protracted  therapy. 


adjunctive 


For  excessive  anxiety  in  the  arthritic  patient 

LibritabslO  mg 

(chlordiazepoxide) 


one  tablet 


tL(i./q.Ld. 


. . . in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief : 

n belladonna  alkaloids— for  the  hyperactive  bowel 
n simethicone— for  accompanying  distension  and  pain  due  to  gas 
n phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  w'ith  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids . 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESEir 

antispasmodic/sedative/  antiflatulent 


Spring  peeper  (tree  frog,  Hyla  crucifer): 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 
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845  Diagnosis  of  Allergy;  Positive  value  of  negative  skin  test  result 

Earl  B.  Brown,  M.D.,  Odette  Clavery,  M.S.,  and  Bernard  Carol,  M.A.,  M.S. 

848  Diazepam  Anesthesia;  Evaluation  for  bronchoscopy 

Hiroshi  Takita,  M.D.,  Jacobus  W.  Mostert,  M.B.,  and  Robert  H.  Moore,  M.S. 

851  First  Dorsal  Interosseous  Muscle  Atrophy;  Clinical  sign  of  impaired  glucose  metabolism 
Harry  Bienenstock,  M.D.,  F.A.C.P.,  Sheldon  Davidson,  M.D.,  and 
Thomas  T.  Forschner,  M.D. 

855  Osteogenic  Sarcoma  in  Childhood 

Ralph  C.  Marcoue,  M.D.,  Valerie  Mike,  Ph.D.,  Joseph  V.  Hajek,  M.D., 

Arthur  G.  Levin,  M.B.,  Ch.B.,  and  Robert  V.  P.  Hutter,  M.D. 

860  Erythropoietin  Alterations  in  Human  Liver  Disease 

Edwin  A.  Mirand,  Ph.D.,  and  Gerald  P.  Murphy,  M.D. 

Clinicopathologic  Conference 

865  Rara  Avis 

Beth  Israel  Medical  Center 

Correlation  Conferences  in  Radiology  and  Pathology 

872  Hyaline  Membrane  Disease 

St.  Luke’s  Hospital  Center 

Case  Reports 

876  Bleeding  Duodenal  Ulcer  During  Pregnancy 

Candida  Deborja,  Jr.,  M.D.,  William  S.  Calem,  M.D.,  and  Rubem  Pochaczevsky,  M.D. 

880  Leptospirosis  in  City  Slum;  Clinical  and  epidemiologic  aspects 

Michael  B.  Zack,  M.D.,  Arnold  B.  Barr,  M.D.,  and  Nicholas  P.  Sinaly,  M.D.,  F.A.C.P. 

884  Gastrojejunocolic  Fistula  Due  to  Benign  Gastric  Ulcer  with  no  Prior  Surgery 

Ira  Hugh  Friedman,  M.D.,  F.A.C.S.,  Harvey  Lozman,  M.D.,  Herbert  Pfeffer,  M.D., 
and  Sanford  Rokofsky,  M.D. 
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Theragran 


High  Potency  Vitamin  Formula 


Theragran-M 


High  Potency  Vitamin  Formula  with  Minerals 


You  can't  fell  a redwood 
with  a hatchet 


With  vitamins^  too^  relative  needs  determine  the  choice. 


A low  potency  vitamin  formula  may  be 
"a  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 


THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with : arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 
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In  Cerebrovascular  Insufficiency^  help  clear  the 

Mil 

1 I 


with 


MENIC 


pentylenetetrazole  100  mg. 
nicotinic  acid  50  mg. 


□ Increases  blood  flow  and 
oxygen  supply  to  the  brain 

□ Helps  alleviate  the  senility 
syndrome  as  it  reduces  mental 
confusion  . . . improves  memory, 
outlook,  and  social  behavior 


Dosage:  2 tablets  t.i.d.,  p.c. 

Side  effect:  In  rare  cases  a nicotinic  acid 
pruritus,  which  abates  promptly  upon 
withdrawal  of  medication. 

Precaution:  Use  with  caution  in  patients  with 
known  low  convulsive  thresholds. 

Write  for  samples  and  literature. 

GERIATRIC  Pharmaceutical  Corp. 

397  Jericho  Turnpike,  Floral  Park,  N.  Y.  11002 
Pioneers  in  Geriatric  Research 


one  capsule  for  the  rest  of  the  night 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

INDICATION:  Relief  of  insomnia  of  varied 
etiology. 

CONTRAINDICATIONS:  Patients  with  known 
hypersensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined 
effects  with  alcohol  and  other  CNS  depres- 
sants. Caution  against  hazardous  occupations 
requiring  complete  mental  alertness,  such 
as  operating  machinery  or  driving  a motor 
vehicle  shortly  after  ingesting  the  drug. 
Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 


withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should 
be  under  adequate  medical  supervision. 

Usage  in  Pregnancy.-  Weigh  potential  benefits 
in  pregnancy,  during  lactation,  or  in  women 
of  childbearing  age  against  possible  hazards 
to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain- 
related,  an  analgesic  should  also  be  pre- 
scribed. Perform  periodic  blood  counts  if 
used  repeatedly  or  over  prolonged  periods. 
Total  daily  intake  should  not  exceed  400  mg, 
as  greater  amounts  do  not  significantly  in- 


crease hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dos- 
ages, there  have  been  rare  occurrences  of 
morning  drowsiness,  dizziness,  mild  to  moder- 
ate gastric  upset  (including  diarrhea,  esoph- 
agitis, nausea  and  vomiting),  headache, 
paradoxical  excitation  and  skin  rash.  There 
have  been  a very  few  isolated  reports  of 
neutropenia  and  thrombocytopenia;  however, 
the  evidence  does  not  establish  that  these 
reactions  are  related  to  the  drug. 
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Thiamine  mono- 


Although  raw  spinach  is  an  excellent  source  of  vitamin  C,  your  patient  would  have  to 
eat  40  pounds  a month  (about  IV3  lbs.  a day)  to  get  as  much  ascorbic  acid  as  is  con- 
tained in  just  one  bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily).  If  the 
spinach  is  cooked,  a person  would  have  to  ingest  more  than  twice  as  much  because 
cooking  destroys  much  of  the  vitamin  C,  and  still  more  is  lost  when  the  liquid  is 
drained  off.  Allbee  with  C also  contains  therapeutic  amounts  of  B-complex  vitamins. 
This  handy  bottle  of  30  capsules  gives  your  patient  a month’s  supply  at  a very 
reasonable  cost.  Also  the  economy  size  of  100.  Available  at  pharmacies  on  your 
prescription  or  recommendation.  a.  H.  Robins  Company,  Richmond,  Va.  23220 


nitrate  (Vit.  B,)  15  mg 

Riboflavin  (Vit.  B^)  10  mg 

Pyridoxine  hydro- 
chloride (Vit.  BJ  5 mg 

Niacinamide  50  mg 

Calcium  pantothenate  10  mg 

Ascorbic  acid  (Vit.  C)  300  mg 


vacation  in 
a vial: 
the  spasm 
reactors 
in  your  practice 
deserve 


‘'the  l^onnatal 


each  tablet,  capsule  or  each  Donnatal  each 

5 cc.  of  elixir  (23%  alcohol)  No.  2 Extentab® 


hyoscyamine  sulfate 

0.1037 

mg. 

0.1037 

mg. 

0.3111 

mg. 

atropine  sulfate 

0.0194 

mg. 

0.0194 

mg. 

0.0582 

mg. 

hyoscine  hydrobromide 

0.000,5 

mg. 

0.0005 

niR’. 

0.0196 

mg. 

phenobarbital  {'A  g 

r.)  10.2 

mg. 

(%  gr.)  32.4 

mg. 

(%  gr.)  48.0 

mg. 

(Warning:  may  be  habit 

formin 

k) 

Brief  Summary.  Blurring  of  vision,  dry  mouth,  diffi- 
cult urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 


A,  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  ^3220 


ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 


FEBRUARY  13  through  17,  1972 

the  AMERICANA  of  New  York 

SCIENTIFIC  PROGRAM,  EXHIBITS,  MOTION  PICTURES 
SUNDAY,  FEBRUARY  13  through  WEDNESDAY,  FEBRUARY  16 


Scientific  Program 


Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested  to 
write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Subcommittee  of  the  Convention  Committee  at  the 
address  given  below. 

A short  abstract  of  the  proposed  presentation  should 
accompany  the  letter. 

DEADLINE:  June  15, 1971 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed  to 
Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee 
of  the  Convention  Committee  at  the  address  given  below. 


Address  all  communications  to  the  chairman 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue 

New  York,  New  York  10017 
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Fundamental  to  an  improved  outlook  in  Emphysema 


1.  The  sympathetic  and 
supportive  physician 


2.  Bronkotabs  to  reduce 
the  work  of  breathing 


Bronkotabs  reduces  the  work  of  breathing  when 
used  as  part  of  the  routine  day-in,  day-out 
management  of  emphysema.  Its  efficient 
bronchodilating,  decongestant  and  expectorant 
actions  help  keep  airways  open  and  free  of 
excess  mucus.  By  improving  pulmonary 
function,  Bronkotabs  helps  restore  alveolar 
ventilation  and  decrease  the  severity  of 


symptoms.  For  the  patient  who  has  considerable 
difficulty  during  the  night,  Bronkotabs  taken 
at  bedtime  often  proves  useful.  Working 
together,  Bronkotabs  and  Bronkometer  can 
offer  impressive  benefits  in  a comprehensive 
rehabilitation  program  designed  to  reduce 
progressive  deterioration  of  pulmonary  function. 


BRONKOIABS' 

Each  tablet  contains  ephedrine  sulfate  24  mg: 
glyceryl  guaiacolate  100  mg.  theophylline  100  mg; 
phenobarbital  8 mg  (warning:  may  be  habit-forming), 
thenyidiamine  HCI  10  mg. 


BRONKOMETER* 

Contains  Dilabron®  (brand  of  isoetharine 
methanesulfonate)  0,6%;  phenylephrine 
HCI  0.125%;  thenyidiamine  HCI  0,05%. 


the  right  combination  in  chronic  bronchitis/emphysema/asthma 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N Y.  10016 
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Books  Received 


BRONKDTABS' 

Each  tablet  contains  ephedrine  sullate  24  mg; 
glyceryl  guaiacolate  100  mg.  theophylline  100  mg: 
phenobarbital  8 mg  (warning  may  be  habit-torming); 
Ihenyidiamine  HCI  10  mg 


BRONKOTABS-RECOMMENDED  DOSAGE: 
One  tablet  every  3 or  4 hours,  not  to  exceed 
five  times  daily.  Children  over  6:  one  half 
adult  dose. 

PRECAUTIONS;  Sympathomimetic  side  ef- 
fects are  minimal,  and  there  are  none  of  the 
dangers  or  side  effects  associated  with  steroid 
therapy.  However,  frequent  or  prolonged  use 
may  cause  nervousness,  restlessness  or  sleep- 
lessness. Bronkotabs  should  be  used  with  cau- 
tion in  the  presence  of  hypertension,  heart 
disease  or  hyperthyroidism.  Drowsiness  may 
occur.  Patients  should  be  cautioned  not  to  drive 
oroperate  machinery  when  taking  Bronkotabs. 
SUPPLIED:  Bottles  of  100  and  1,000  scored 
tablets. 


The  following  books  were  received  during  the  month  of 
February,  1971.* 


Textbook  of  The  Fundus  of  the  Eye.  Second  edition. 
By  Arthur  J.  Ballantyne,  LL.D.,  M.D.  (Glasg.),  and 
Isaac  C.  Michaelson,  F.R.C.P.,  Ph.D.  (Glasg.).  Quarto 
of  736  pages,  illustrated.  Baltimore,  The  Williams  & 
Wilkins  Co.,  1970.  Cloth,  no  price  listed. 

Surgical  Treatment  of  Coronary  Arteriosclerosis. 
By  Rene  G.  Favaloro,  M.D.  Quarto  of  132  pages,  illus- 
trated. Baltimore,  The  Williams  & Wilkins  Co.,  1970. 
Cloth,  $14.50. 


BRONKOMETER* 

Contains  Ollabron®  (brand  o(  isoetharine 
methanesuKonate)  0 6%.  phenylephrine 
HCI  0.125%:  thenyidiamine  HCI  0 05%. 


BRONKOMETER- COMPOSITION.  Each  ml 
of  solution  supplies  at  the  mouthpiece  20  me- 
tered doses  of  350  meg  isoetharine  methane- 
sulfonate  (0.6%),  70  meg  phenylephrine  HCI 
(0.125%)  and  30  meg  thenyidiamine  HCI 
(0.05%)  with  saccharin  and  menthol  plus 
fluorochlorohydrocarbons  as  gaseous  propel- 
lants. Preservea  with  ascorbic  acid  0.1%  and 
alcohol  30%. 

RECOMMENDED  DOSAGE : The  average  dose 
is  one  or  two  inhalations.  Occasionally,  more 
may  be  required.  It  is  important,  however,  to 
wait  one  full  minute  after  the  initial  one  or 
two  inhalations  in  order  to  be  certain  that 
another  is  necessary.  In  most  cases,  inhalations 
need  not  be  repeated  more  often  than  every 
four  hours,  although  more  frequent  adminis- 
tration may  be  necessary  in  severe  cases. 
CONTRAINDICATION:  Hypersensitivity  to 
any  component. 

PRECAUTIONS:  Althou^  Bronkometer  is 
relatively  free  of  toxic  side  effects,  too  fre- 
quent use  may  cause  tachycardia,  palpitation, 
nausea,  headache,  changes  in  blood  pressure, 
anxiety,  tension,  restlessness,  insomnia,  tremor, 
weakness,  dizziness  and  excitement  as  is  the 
case  with  other  sympathomimetic  amines. 
Bronkometer  should  not  be  administered 
along  with  epinephrine  or  other  sympathomi- 
metic amines  as  such  drugs  are  direct  cardiac 
stimulants  and  may  cause  excessive  tachy- 
cardia. They  may,  however,  be  alternated  if 
desired.  Dosage  must  be  carefully  adjusted  in 
patients  with  hyperthyroidism,  hypertension, 
acute  coronary  disease,  cardiac  asthma,  lim- 
ited cardiac  reserve  and  in  individuals  sensi- 
tive to  sympathomimetic  amines,  since  over- 
dosing may  result  in  tachycardia,  palpitation, 
nausea,  headache  or  epinephrine-like  side 
effects. 

HOW  SUPPLIED:  Bronkometer  tpr  10  ml  Re- 
fill with  Actuator  (Code  No.  1184);  Bron- 
kometer tpr  10  ml  Refill  only  (Code  No  1183); 
Bronkometer  10  ml  Vial  with  Oral  Nebulizer 
(Code  No.  1193);  Bronkometer  20  ml  Vial 
with  Oral  Nebulizer  for  desk  or  bedside 
(Code  No.  1182). 


Sixth  Symposium  on  Advanced  Medicine.  Proceed- 
ing of  a Conference  held  at  the  Royal  College  of 
Physicians  of  London,  23-27th  February,  1970. 
Edited  by  J.  D.  H.  Slater,  M.A.,  F.R.C.P.  Octavo  of 
320  pages,  illustrated.  Baltimore,  The  Williams  & 
Wilkins  Co.,  1970.  Paper,  $11. 

Medical  Treatment.  A Textbook  of  Therapy  in  Four 
Volumes.  Third  edition.  Volume  III.  Edited  by 
Kenneth  Maclean,  M.A.,  M.D.,  and  George  Scott,  M.D. 
Rheumatic  Diseases;  Skeletal  Diseases;  Endocrine 
Disorders;  Corticotrophin  and  the  Adrenal  Cortico- 
steroids; Electrolyte  and  Water  Metabolism;  Renal 
Disease;  Metabolic  Disorders;  Acute  Poisoning. 
Quarto.  Dlustrated.  Baltimore,  The  Williams  & 
Wilkins  Co.,  1970.  Paper,  $9.00. 

, ‘Books  received  for  review  are  acknowledged  promptly  in  this 
I column.  No  other  obligation  is  assumed  for  the  courtesy  of 
those  sending  them  for  this  purpose.  Selection  for  review  is 
made  on  the  basis  of  merit  and  reader  interest. 
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fhe  ultimatiy 


the 

recovery 


Confirms  the  value  of  Talwin* 
m private  practice 

analgesic  efficacy  comparable  to  meperidine  and 
morphine  with  a minimum  of  significant  adverse  effects 

In  postoperative  patients:  less  circulatory  depression 
with  Talwin 

In  a double-blind  study  of  342  postop  patients, 
circulatory  depression  occurred  in  13.2%  of  174  patients 
receiving  morphine;  in  5.4%  of  168  patients  receiving 
Talwin.’ 

In  a double-blind  study  of  1 1 5*  postop  patients, 
hypotension**  occurred  in  1 1 % of  27  patients  receiving 
meperidine:  and  in  only  9%  of  32  patients  receiving 
Talwin.2 

. . .and  in  other  patients:  less  respiratory  and  circulatory 
depression  with  Talwin 

In  a double-blind  study  of  3 narcotic  analgesics  and 
Talwin  in  118t  patients  with  suspected  acute  myocardial 
infarction,  Talwin  caused  a significantly  lower  incidence 
in  the  fall  of  systolic  blood  pressure  than  the  3 narcotics 
when  the  initial  pressure  was  120  mm.  Hg  or  higher. 
Unlike  the  narcotics,  Talwin  caused  a statistically 
significant  rise  in  the  systolic  blood  pressure  of  patients 
with  initial  pressures  of  less  than  120.3 

In  a study  of  a series  of  patients  given  Talwin  or 
meperidine  while  anesthetized  for  surgery,  the 
investigators  concluded:  “It  would  therefore  appear  that 
pentazocine  is  a much  safer  drug  in  respect  of 
respiratory  depression  than  pethidine  [meperidine], 
particularly  when  repeated  injections  are  to  be  given, 
e.g.,  postoperatively  or  in  obstetric  practice.”^ 

. . . and  less  of  the  other  adverse  effects  associated  with 
narcotic  analgesics 

Compared  to  morphine,  Talwin  is  relatively  free  from 
urinary  retention  and  constipation. 

Is  less  likely  to  cause  nausea,  vomiting  and  diaphore- 
sis than  meperidine. 

•See  next  page  for  a complete  discussion  of  adverse 
reactions  and  a brief  summary  of  other  Prescribing 
Information. 


Injectable 


pentazocine 


(as  lactate) 


available  in  3 dosage  strengths— all  within  the 
range  of  recommended  dosage 

Talwin  is  available  in  30  mg.,  45  mg.,  and  60  mg. 
strengths  to  provide  analgesia  specific  to  patients’ 
needs  throughout  the  course  of  therapy.  Studies 
indicate  that  the  higher  dosage  strengths  produce 
little,  if  any,  increase  in  the  incidence  of  adverse 
reactions. 

References:  1.  Wallace,  George:  Int.  Surg.  53:135,  Feb.  1970. 2.  Fazio, 

Anthony  N.:  Curr.  Ther.  Res.  72:73,  Feb.  1970.  3.  Scott,  M.  E.  and  Orr, 


Rosemary;  Lancef  7:1065,  May  31, 1969.  4.  Davie,  I.,  et  al.:  Brit.  J. 
Anaesth.  42:113,  Feb.  1970. 

*Other  agents  studied:  placebo  and  methotrimeprazine. 
•’Decrease  of  20  mm.  Hg  or  more  in  systolic  blood  pressure. 
tOther  drugs  studied:  diamorphine  and  methadone. 


bulwark  against 


moderate 
to  severe  pain 


Injectable  Talwin® 

Brand  of  pentazocine  (as  lactate) 

• tolerance  to  analgesic  efficacy  has  not 
been  observed 

• not  subject  to  narcotic  controls 
Contraindications;  Talwin  should  not  be  ad- 
ministered to  patients  who  are  hypersensitive 
to  it. 

Warnings:  Head  Injury  and  Increased  Intra- 
cranial Pressure.  The  respiratory  depressant 
effects  of  Talwin  and  its  potential  for  elevating 
cerebrospinal  fluid  pressure  may  be  markedly 
exaggerated  in  the  presence  of  head  injury, 
other  intracranial  lesions,  or  a preexisting 
increase  in  intracranial  pressure.  Furthermore, 
Talwin  can  produce  effects  which  may  obscure 
the  clinical  course  of  patients  with  head  in- 
juries. In  such  patients,  Talwin  must  be  used 
with  extreme  caution  and  only  if  its  use  is 
deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during 
pregnancy  (other  than  labor)  has  not  been 
established.  Animal  reproduction  studies  have 
not  demonstrated  teratogenic  or  embryotoxic 
effects.  However,  Talwin  should  be  adminis- 
tered to  pregnant  patients  (other  than  labor) 
only  when,  in  the  judgment  of  the  physician, 
the  potential  benefits  outweigh  the  possible 
hazards.  Patients  receiving  Talwin  during  labor 
have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  anal- 
gesics. Talwin  should  be  used  with  caution  in 
women  delivering  premature  infants. 

Drug  Dependence.  Special  care  should  be  ex- 
ercised in  prescribing  pentazocine  for  emo- 
tionally unstable  patients  and  for  those  with  a 
history  of  drug  misuse.  Such  patients  should 
be  closely  supervised  when  long-term  therapy 
is  contemplated.  There  have  been  instances  of 
psychological  and  physical  dependence  on 
Talwin  in  patients  with  such  a history  and, 
rarely,  in  patients  without  such  a history. 
Abrupt  discontinuance  following  the  extended 
use  of  parenteral  Talwin  has  resulted  in  symp- 
toms such  as  abdominal  cramps,  elevated  tem- 
perature, rhinorrhea,  restlessness,  anxiety,  and 
lacrimation.  Even  when  these  occurred,  dis- 
continuance has  been  accomplished  with  mini- 
mal difficulty.  In  the  rare  patient  in  whom  more 
than  minor  difficulty  has  been  encountered, 
reinstitution  of  parenteral  Talwin  with  gradual 
withdrawal  has  ameliorated  the  patient's  symp- 
toms. Substituting  methadone  or  other  nar- 
cotics for  Talwin  in  the  treatment  of  the  Talwin 
abstinence  syndrome  should  be  avoided. 

In  prescribing  parenteral  Talwin  for  chronic 
use,  particularly  if  the  drug  is  to  be  self-ad- 
ministered, the  physician  should  take  precau- 
tions to  avoid  increases  in  dose  and  frequency 
of  injection  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather 
than  for  the  relief  of  pain. 

Just  as  with  all  medication,  the  oral  form  of 
Talwin  is  preferable  for  chronic  administration. 
Acute  CNS  Manifestations.  Patients  receiving 
therapeutic  doses  of  Talwin  have  experienced, 
in  rare  instances,  hallucinations  (usually  vis- 
ual), disorientation,  and  confusion  which  have 
cleared  spontaneously  within  a period  of  hours. 
The  mechanism  of  this  reaction  is  not  known. 
Such  patients  should  be  very  closely  observed 
and  vital  signs  checked.  If  the  drug  is  rein- 
stituted it  should  be  done  with  caution  since 
the  acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience 


in  children  under  twelve  years  of  age  is  limited, 
the  use  of  Talwin  in  this  age  group  is  not 
recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness, 
and  occasional  euphoria  have  been  noted, 
ambulatory  patients  should  be  warned  not  to 
operate  machinery,  drive  cars,  or  unnecessarily 
expose  themselves  to  hazards. 

Precautions:  Certain  Respiratory  Conditions. 
The  possibility  that  Talwin  may  cause  respira- 
tory depression  should  be  considered  in  treat- 
ment of  patients  with  bronchial  asthma.  Talwin 
should  be  administered  only  with  caution  and 
in  low  dosage  to  patients  with  respiratory  de- 
pression (e.g.,  from  other  medication,  uremia,' 
or  severe  infection),  obstructive  respiratory 
conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Although 
laboratory  tests  have  not  indicated  that -Talwin 
causes  or  increases  renal  or  hepatic  impair- 
ment, the  drug  should  be  administered  with 
caution  to  patients  with  such  impairment.  Ex- 
tensive liver  disease  appears  to  predispose  to 
greaterside  effects  (e.g.,  marked  apprehension, 
anxiety,  dizziness,  sleepiness)  from  the  usual 
clinical  dose,  and  may  be  the  result  of  de- 
creased metabolism  of  the  drug  by  the  liver. 
Myocardial  Infarction.  As  with  all  drugs,  Talwin 
should  be  used  with  caution  in  patients  with 
myocardial  Infarction  who  have  nausea  or 
vomiting. 

Biliary  Surgery.  Until  further  experience  is 
gained  with  the  effects  of  Talwin  on  the 
sphincter  of  Oddi,  the  drug  should  be  used  with 
caution  in  patients  about  to  undergo  surgery  of 
the  biliary  tract. 

Patients  Receiving  Narcotics.  Talwin  is  a mild 
narcotic  antagonist.  Some  patients  previously 
receiving  narcotics  have  experienced  mild 
withdrawal  symptoms  after  receiving  Talwin. 
CNS  Effect.  Caution  should  be  used  when 
Talwin  is  administered  to  patients  prone  to 
seizures;  seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin 
although  no  cause  and  effect  relationship  has 
been  established. 

Adverse  Reactions:  The  most  commonly  oc- 
curring reactions  are:  nausea,  dizziness  or 
lightheadedness,  vomiting,  euphoria. 
Infrequently  occurring  reactions  are  — respira- 
tory: respiratory  depression,  dyspnea,  transient 
apnea  in  a small  number  of  newborn  infants 
whose  mothers  received  Talwin  during  labor; 
cardiovascular:  circulatory  depression,  shock, 
hypertension;  CNS  effects:  sedation,  alteration 
of  mood  (nervousness,  apprehension,  depres- 
sion, floating  feeling),  dreams;  gastrointestinal: 
constipation,  dry  mouth;  dermatologic  includ- 
ing local:  diaphoresis,  sting  on  injection, 
flushed  skin  including  plethora,  dermatitis  in- 
cluding pruritus:  other:  urinary  retention,  head- 
ache, paresthesia,  alterations  in  rate  or 
strength  of  uterine  contractions  during  labor. 
Rarely  reported  reactions  include— neuromus- 
cular  and  psychiatric:  muscle  tremor,  insomnia, 
disorientation,  hallucinations;  gas- 


See  Acute  CNS  Manifestations  and  Drug  De- 
pendence under  WARNINGS. 

Dosage  and  Administration:  Adults,  Excluding 
Patients  in  Labor.  The  recommended  single 
parenteral  dose  is  30  mg.  by  intramuscular, 
subcutaneous,  or  intravenous  route.  This  may 
be  repeated  every  3 to  4 hours.  Doses  in  excess 
of  30  mg.  intravenously  or  60  mg.  intramuscu- 
larly or  subcutaneously  are  not  recommended. 
Total  daily  dosage  should  not  exceed  360  mg. 

As  with  most  parenteral  drugs,  when  frequent 
daily  injections  are  needed  over  a prolonged 
period,  intramuscular  administration  is  prefer- 
able to  subcutaneous.  In  addition,  constant  ro- 
tation of  injection  sites  (e.g.,  the  upper  outer 
quadrants  of  the  buttocks,  mid-lateral  aspects 
of  the  thighs,  and  the  deltoid  areas)  is  recom- 
mended. 

Patients  in  Labor.  A single,  intramuscular  30 
mg.  dose  has  been  most  commonly  adminis- 
tered. An  intravenous  dose  has  given  adequate 
pain  relief  to  some  patients  in  labor  when  con- 
tractions become  regular,  and  this  dose  may 
be  given  two  or  three  times  at  two-  to  three- 
hour  intervals,  as  needed. 

Children  Under  12  Years  of  Age.  Since  clinical 
experience  in  children  under  twelve  years  of 
age  is  limited,  the  use  of  Talwin  in  this  age 
group  is  not  recommended. 

CAUTION.  Talwin  should  not  be  mixed  in  the 
same  syringe  with  soluble  barbiturates  be- 
cause precipitation  will  occur. 

Overdosage:  Manifestations.  Clinical  experi- 
ence with  Talwin  overdosage  has  been  insuf- 
ficient to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  Intravenous  fluids,  vaso- 
pressors, and  other  supportive  measures 
should  be  employed  as  indicated.  Assisted  or 
controlled  ventilation  should  also  be  consid- 
ered. Although  nalorphine  and  levallorphan  are 
not  effective  antidotes  for  respiratory  depres- 
sion due  to  overdosage  or  unusual  sensitivity 
to  Talwin,  parenteral  naloxone  (Narcan®,  avail- 
able through  Endo  Laboratories)  is  a specific 
and  effective  antagonist.  If  naloxone  is  not 
available,  parenteral  administiation  of  the  ana- 
leptic, methylphenidate  (Ritalin®),  may  be  of 
value  if  respiratory  depression  occurs.  I 

Talwin  is  not  subject  to  narcotic  controls.  ! 
How  Supplied;  Ampuls  of  1 ml.  (30  mg.),  IVz  ml.  1 
(45  mg.),  and  2 ml.  (60  mg.),  each  1 ml.  contain-  ! 
ing  Talwin  (brand  of  pentazocine)  as  lactate 
equivalent  to  30  mg.  base  and  2.8  mg.  sodium 
chloride,  in  water  for  injection.  Boxes  of  10, 

25,  and  100. 

Multiple  dose  vials  of  10  ml.,  each  1 ml.  con- 
taining Talwin  (brand  of  pentazocine)  as  lactate 
equivalent  to  30  mg.  base,  2 mg.  acetone 
sodium  bisulfite,  1.5  mg.  sodium  chloride,  and 
1 mg.  methylparaben  as  preservative,  in  water 
for  injection.  Boxes  of  1. 

The  pH  of  Talwin  solutions  is  adjusted  between 
4 and  5 with  lactic  acid  and  sodium  hydroxide. 


trointestinal:  taste  alteration,  diar- 
rhea and  cramps;  ophthalmic: 
blurred  vision,  nystagmus,  diplopia, 
miosis:  other:  tachycardia,  nodules 
and  ulceration  at  injection  site, 
weakness  or  faintness,  chills,  mod- 
erate transient  eosinophilla,  aller- 
gic reactions  including  edema  of 
the  face. 

the  recovery  room: 
ultimate  test  forJg||||f  j||^ 

Branool  _ — 

pentazocine 

(as  lactate) 

in  private  practice 
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Month  in  Washington 


The  American  Medical  Association’s  1971  Medicredit 
national  health  insurance  program  was  introduced  in 
both  chambers  of  Congress  with  more  than  100  Demo- 
cratic and  Republican  sponsors. 

The  three  chief  sponsors  again  were  Senator  Clifford 
Hansen  (Republican,  Wyoming)  and  Representatives 
Joel  T.  Broyhill  (Republican,  Virginia)  and  Richard 
Fulton  (Democrat,  Tennessee).  They  and  Russell  B. 
Roth,  M.D.,  speaker  of  the  AMA  House  of  Delegates, 
held  a joint  news  conference  on  capitol  hill  in  connec- 
tion with  introduction  of  the  legislation  (H.R.  4960  and 
S.  987). 

There  are  two  major  differences  between  this  legisla- 
tion on  Medicredit  and  the  bill  introduced  last  year. 
Coverage  for  catastrophic  illness  has  been  added  and 
the  peer  review  provision  dropped  because  Congress  is 
expected  to  approve  such  a program  before  considering 
national  health  insurance.  Medicredit  would  (1)  pay 
the  full  cost  of  health  insurance  for  those  too  poor  to 
buy  their  own;  (2)  help  those  who  can  afford  to  pay  a 
part  of  their  health  insurance  premium,  and  the  less 
they  can  afford  to  pay,  the  more  the  government  would 
help  out;  and  (3)  see  to  it  that  no  American  would  have 
to  bankrupt  himself  because  of  a long-lasting,  cata- 
strophic illness. 

The  government  would  pay  all  of  the  premium  for 
low-income  beneficiaries — an  individual  and  his  depen- 
dents without  any  income  tax  liability.  For  others, 
the  government  would  provide  scaled  participation 
ranging  between  97.5  per  cent  and  10  per  cent,  favoring 
lower-income  persons,  in  the  payment  of  premiums  for 
basic  coverage.  It  would  pay  in  full  the  premium  for 
catastrophic  expense  coverage,  but  there  would  be  a 
“financial  corridor”  based  on  income  before  such  cover- 
age would  begin. 

A beneficiary  eligible  for  full  payment  of  premium 
by  the  Federal  government  would  be  entitled  to  a cer- 
tificate acceptable  by  carriers  for  health  care  insurance 
for  himself  and  his  dependents.  Eligible  beneficiaries 
with  whom  the  government  would  be  sharing  the  cost 
of  premium  could  elect  between  a credit  against  income 
tax  or  a certificate. 

To  participate  in  the  Medicredit  program,  a carrier 
would  have  to  qualify  under  state  law,  provide  certain 
basic  coverage,  make  coverage  available  without  pre- 
existing health  conditions,  and  guarantee  annual  re- 
newal. 

A qualified  policy  would  offer  comprehensive  insur- 
ance against  the  ordinary  and  catastrophic  expenses 
of  illness.  Basic  benefits  in  a twelve-month  policy  would 
include  sixty  days  of  inpatient  care  in  a hospital  or  one 
hundred  twenty  days  in  an  extended  care  facility. 
Other  basic  benefits  would  provide  emergency  and  out- 
patient services  and  all  medical  services  provided  by 
doctors  of  medicine  or  osteopathy.  The  catastrophic  ex- 
pense protection  would  pay  incurred  expenses  for  bene- 
fits in  excess  of  the  basic  coverage,  including  hospital, 
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extended  care  facility,  inpatient  drugs,  blood,  prosthet- 
ic appliances,  and  other  specified  services. 

Under  the  basic  coverage,  there  would  be  a deduc- 
tible of  $60  per  hospital  stay,  and  20  per  cent  coinsurance 
of  the  first  $500  of  medical  expense  and  on  the  first  $500 
of  emergency  or  outpatient  expenses.  Under  the  cata- 
strophic illness  provisions,  the  amount  of  the  “financial 
corridor”  would  be  based  on  taxable  income:  10  per 

cent  on  the  first  $4,000,  15  per  cent  on  the  next  $3,oio0, 
and  20  per  cent  thereafter. 

A health  insurance  advisory  board  of  11  members, 
a majority  of  whom  shall  be  practicing  physicians,  and 
including  the  secretary  of  the  Department  of  Health, 
Education,  and  Welfare  and  the  commissioner  of  Internal 
Revenue  Service,  would  be  appointed  by  the  president 
with  Senate  consent.  The  board  would  establish  mini- 
mum qualifications  for  carriers  and  in  consultation  with 
carriers,  providers,  and  consumers  would  develop  pro- 
grams designed  to  maintain  the  quality  of  health  care 
and  the  effective  utilization  of  available  financial 
resources,  health  manpower,  and  facilities. 

At  the  news  conference.  Dr.  Roth  said:  “Medicredit 
offers  four  important  benefits. 

1.  “It  protects  families  and  individuals  persons,  from 
the  financial  catastrophe  that  can  result  fiom  illnesses 
requiring  protracted  care. 

2.  “It  enables  people  to  receive  Federal  assistance 
for  health  and  medical  care. 

3.  “It  offers  an  individual  person  or  a head  of  a family, 
no  matter  what  his  income,  the  opportunity  to  select 
from  among  private  medical  plans  the  one  best  suited 
to  his  needs.  K he  does  not  like  one  plan,  he  can  try 
another.  In  effect,  Medicredit  says  to  everyone, 
‘Here’s  some  Federal  assistance.  Take  it  and  use  it  for 
the  sort  of  health  care  you  want.’ 

4.  “ Medicredit  provides  these  benefits  at  a cost  esti- 
mated at  $14.5  billion  for  the  first  year — considerably 
lower  than  nearly  all  other  national  health  proposals. 
In  other  words,  Medicredit  will  have  a relatively  modest 
impact  on  the  tax  increases  necessary  to  finance  any 
national  health  plan;  it  will  thereby  contribute  less  to 
the  inflationary  pressures  which  plague  us  all.” 

The  three  congressmen  each  keyed  in  on  one  of  Medi- 
credit’s  three  main  provisions. 

“The  current  Federal-state  health  program  for  the 
poor  (Medicaid)  has  been  sick  for  a long  time,”  Fulton 
said.  “Some  states  offer  good  and  adequate  medical 
benefits,  others  offer  substandard  medical  care,  and 
at  least  two  states  do  not  even  participate  in  the  program 
for  their  citizen  poor. . . . 

“The  time  has  arrived  to  standardize  the  benefits  in 
every  state  of  the  union  guaranteeing  to  the  poor  of 
every  state  an  adequate  level  of  health  care.  The 
voucher  system  for  the  poor  clearly  states  that  the  Federal 
Government  will  totally  finance  the  cost  of  a basic, 
stated  set  of  minimum  be:iefits  to  the  citizens  of  every 
state  in  the  union. 

“The  tax  credit  feature  of  Medicredit  is  designed  pri- 
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marily  to  help  low-income  families  above  the  poverty 
level  buy  basic  coverage  health  insurance.”  Broyhill 
said. 

“By  giving  some  tax  credit  to  all  taxpayers,  the  pro- 
gram will  provide  a strong  incentive  for  all  Americans 
to  protect  themselves  with  adequate  health  insurance. 

“We  believe  that  the  tax  credit  provision  is  a much 
fairer  and  more  equitable  way  of  helping  the  near  poor 
and  middle  income  families  pay  for  their  health  care 
than  under  Medicaid. . . . 

“This  feature  of  Medicredit  also  will  do  away  with 
the  red  tape  and  bureaucracy  of  the  means  test  required 
under  Medicaid. 

“Medicredit  gives  every  American  family  the  oppor- 
tunity to  protect  itself  against  the  cost  of  a catastrophic 
illness,”  Hansen  said.  “No  family  would  face  the  pros- 
pect of  losing  its  savings  or  even  its  home  because  of 
medical  bills.  . . . 

“The  Senate  Finance  Committee  last  year  voted  13 
to  2 — and  I voted  with  the  majority — in  favor  of  a simi- 
lar provision  to  protect  all  Americans  against  the  cost 
of  a catastrophic  illness.  I am  confident  that  the  con- 
gress will  enact  such  legislation  during  this  session.  ” 

It  was  pointed  out  that  Medicredit  deliberately  was 
limited  to  financing  of  health  care  so  that  it  would  not 
be  bogged  down  in  details. 

“Medicredit  was  designed  to  solve  the  most  imme- 
diate and  most  obvious  problem  relating  to  medical 
and  health  care;  making  it  possible  for  everyone  to 
seek  the  attention  he  needs  without  regard  to  his  ability 
to  pay,”  the  AMA  said. 

“However,  through  the  AMA  and  many  others  with 
whom  it  is  consulting,  a package  of  campanion  programs 
is  now  in  preparation  to  help  the  medical  profession, 
its  allies,  the  government,  and  the  people  of  the  nation 
solve  jointly  many  of  the  other  health-oriented  problems 
facing  our  nation. 

“These  programs  will  deal  with  such  longer-range 
problems  as  the  quality  of  medical  and  health  care,  the 
most  efficient  utilization  of  medical  and  health  person- 
nel, the  need  for  additional  manpower,  the  distribution 
of  manpower,  the  cost  of  providing  care,  and  the  need 
for  custodial  and  home  care  for  the  elderly  and  dis- 
abled.” 

A week  before  introduction  of  the  Medicredit  legisla- 
tion, President  Nixon  outlined  the  Administration’s 
national  health  insurance  program  in  a special  message 
to  Congress. 

“Nineteen  months  ago,  I said  that  America’s  medical 
system  faced  a ‘massive  crisis’,”  he  said.  “Since  that 
statement  was  made,  that  crisis  has  deepened.  All  of  us 
must  now  join  together  in  a common  effort  to  meet  this 
crisis — each  doing  his  own  part  to  mobilize  more  effec- 
tively the  enormous  potential  of  our  health  care  system.” 

The  Administration  program  includes  a National 
Health  Insurance  Standards  Act  which  would  require 
employers  to  provide  basic  health  coverage  for  their 
employes.  The  minimum  benefits  would  include  hos- 


pital and  physician  care,  full  maternity  care,  well-baby 
care,  laboratory  expenses,  and  certain  other  expenses. 
There  would  be  certain  deductible  amounts  and  coin- 
surance clause. 

The  minimum  program  would  also  provide  at  least 
$50,000  in  coverage  for  each  family  against  the  costs  of 
catastrophic  illness.  Under  this  program  employes 
could  elect  to  be  enrolled  in  a Health  Maintenance  Or- 
ganization rather  than  receive  the  basic  coverage  through 
private  carriers.  The  program  would  be  paid  for  by  the 
employer,  65  per  cent  for  the  first  two  and  one-half  years, 
75  per  cent  thereafter,  and  the  employe,  35  per  cent  and 
25  per  cent.  There  would  be  no  cost  to  the  Federal 
government. 

A second  Administration  proposal  would  provide  a 
Family  Health  Insurance  Plan  to  replace  Medicaid  for 
poor  families.  The  program  would  be  financed  and  ad- 
ministered by  the  Federal  government.  It  would  pro- 
vide health  insurance  to  all  poor  families  with  children 
headed  by  self-employed  or  unemployed  persons  whose 
income  is  below  a certain  level,  $5,000  for  a family  of 
four.  The  program  would  pay  all  medical  costs  for  fam- 
ilies with  income  below  a certain  level,  $3,000  for  a fam- 
ily of  four. 

As  income  increases,  the  family  would  begin  to  pay 
part  of  the  costs  through  a graduated  schedule  of  pre- 
miums, deductible  amounts,  and  coinsurance. 

To  encourage  states  to  use  Medicaid  funds  made 
available  by  this  bill  to  supplement  the  basic  program, 
the  Federal  government  would  bear  the  costs  of  admin- 
istering a consolidated  Federal-state  benefit  package. 
The  program  would  become  effective  July  1,  1973,  and 
would  cost  an  estimated  $12.4  billion. 

Walter  C.  Bornemeier,  M.D.,  president  of  the  AMA, 
commended  the  Nixon  Administration  for  developing 
“statesman-like”  health  proposals.  He  said  that,  “in 
over-all  philosophy  and  approach,”  there  was  “a  great 
deal  of  common  ground”  between  Medicredit  and  the 
Administration  program. 

“The  whole  idea  of  removing  the  economic  barriers  to 
health  care  for  the  poor  and  near-poor  has  been  AMA 
policy  for  some  time,”  Dr.  Bornemeier  said. 

“On  the  matter  of  insurance  against  the  catastrophic 
expenses  of  a long,  protracted  illness — a medical-health 
bill  that  can  pauperize  a family — we  are  again  agreed  in 
principle. 

“The  proposal  for  health  insurance  to  be  purchased  on 
a mandatory  basis  mainly  by  employers  for  their  em- 
ployes is  an  intriguing  one.  . . . 

“We  are  going  to  have  to  take  a more  detailed  look  at 
the  proposals  on  health  maintenance  organizations.  Al- 
though the  Nixon  approach  is  an  optional  approach, 
both  to  doctors  and  to  patients,  we  are  not  sure  that 
health  maintenance  organizations  represent  real  solu- 
tions to  current  medical  problems.  We  feel  they  should 
be  tried  on  a demonstration  basis  and  thoroughly  re- 
searched, as  should  a number  of  other  delivery  meth- 
ods.” 
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(continuous  release  form) 

diethylpropion  hydrochloride^  N.R) 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
I less.  V^eight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications;  Concurrently  with  MAO  Inhibitors,  in  patients  hypersensitive  to 
this  drug;  In  emotionally  unstoble  patients  susceptible  to  drug  obuse. 

Warning:  Although  generolly  sofer  than  the  omphetomines,  use  with  greot  caution  In 
patients  with  severe  hypertension  or  severe  cardiovosculor  disease.  Do  not  use  dur- 
ing tirst  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontinuotlon  of  therapy,  un- 
pteosant  symptoms  with  cJiethylpropion  hydrochloride  have  been  reported  to  occur 
•n  relatively  low  incidence.  As  Is  chorocteristic  of  sympathomimetic  ogents,  it  moy 
occosionaliy  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety. 


ond  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  o few  epileptics 
on  increose  in  convulsive  episodes  has  been  reported.  Sympothomimetic  cord/o- 
vascular  effects  reported  include  ones  such  os  tochycordlo,  precordial  pain, 
orrhyfhmia,  palpitation,  ond  increased  blood  pressure.  One  published  report 
described  T-wove  changes  in  the  ECG  of  a heolthy  young  mole  after  ingestion  of 
diethylpropton  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  pfienomeno  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gostrointesfino/  effects  such  os  diarrhea, 
constipation,  nauseo,  vomiting,  ond  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hemotopoietic  system  include  two  eoch  of  bone  morrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reoctions  hove  been  reported  by  physicians.  These  include  complaints  such  os  dry 
mouth,  heodache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreosed 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  toblets:  One  75  mg.  toblet 
doily,  swallowed  whole,  in  midmorning  {10  o.m.);  TEPANIL:  One  25  mg.  toblet  three 
rimes  dolly,  one  hour  before  meals.  If  desired,  an  odditlonol  tablet  may  be  given  in 
midevening  to  overcome  night  hunge'’.  Use  in  children  under  12  yeors  of  age  is  not 
recommended.  T-107/4/71/u  s patent  no.  3.001,910 
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Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  or- 
thritis,  diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated In  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  os  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  If  ringing  In  the  eors,  deafness,  skin  rash,  or  visual  dlstur- 
bonces  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  Increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
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(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


THIS  SPACC  coNrpiBuTeo  ev  thc  puBushcp  as  a Public  seavice 


With  the  steady 
improvement  in  the 
therapy  of  cancer,  and 
consequent  increase  in 
the  number  of  5-year 
survivals,  our  programs 
reflect  increasing 
concern  with  the  future 
of  the  cancer  patient— 
with  the  quality  of  his 
survival. 

High  priority  is 
being  given  to  the 
rehabilitation  of  cancer 
patients— those  having 
had  mastectomies, 
colostomies,  laryngec- 
tomies, amputations, 
and  other  drastic 
treatments  for  cancer. 


Our ‘‘Reach  to 
Recovery”  program  is 
a dramatic  example. 
This  program  helps  the 
physician  meet  many 
special  needs  of  the 
postmastectomy 
patient  on  the  road  to 
total  recovery.  Patients 
receive  psychological 
reassurance  and 
practical  help  from 
women  who  have  had 
the  same  surgery. 


The  laryngectomee 
also  receives  the  benefit 
of  our  rehabilitation 
program.  Supported 


by  the  Society,  the 
International  Associa- 
tion of  Laryngectomees, 
through  its  local  lAL 
clubs,  provides  such 
services  as  individual 
and  group  speech 
therapy,  psychological 
counseling,  visits  to  new 
patients,  safety  training, 
public  education  and 
social  activities. 

Our  rehabilitation 


programs  not  only  give 
heart  and  help  to 
patients  but  provide  the 
physician  with  vital  aids 
necessary  to  improve 
the  quality  of  survival. 

American  Cancer  Society^  i 
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the  Gonstipators 


Many  commonly  prescribed 
drugs  tend  to  constipate . . . And  an 
unbalanced  diet,  lacking  in  bulk 


and  roughage,  may  be  a contribu- 
tory factor. . . especially  in  the 
presence  of  an  atonic  or  hypo- 
tonic bowel.  Subjectively,  chronic 


functional  constipation  is  a fre- 
quent source  of  distress  and  dis- 
comfort in  your  patients. 


Book  Notes 


So  You  Have  Glaucoma.  Second  edition.  By  Everett 
R.  Veirs,  M.D.  Octavo  of  84  pages,  illustrated.  New 
York,  Grune  & Stratton,  Inc.,  1970.  Cloth,  $5.75. 

The  purpose  of  this  book  is  to  present  to  the  patient 
with  glaucoma  information  that  will  give  him  a better 
understanding  of  his  condition  and  enable  him  to  take 
better  care  of  himself  than  might  otherwise  be  the  case. 
There  is  a certain  amount  of  deliberate  repetition  of  ma- 
terial from  chapter  to  chapter.  The  author  feels  that 
certain  details  concerning  anatomy  and  physiology  are 
important  and  are  more  likely  to  be  fixed  in  the  reader’s 
mind  by  repetition  at  various  logical  points. 

Atlas  of  Descriptive  Histology.  Second  edition. 
By  Edward  J.  Reith,  Ph.D.,  and  Michael  H.  Ross,  Ph.D. 
Quarto  of  243  pages,  illustrated.  New  York,  Harper  & 
Row,  Publishers,  Inc.,  1970.  Cloth,  $11.50. 

In  this  new  edition,  fresh  material  is  presented  under 
the  chapters  on  the  respiratory  and  female  reproductive 
systems  and  two  chapters  have  been  added,  one  deal- 
ing with  blood  and  the  other  with  the  organs  of  special 
sense,  the  eye  and  ear.  It  also  incorporates  recent  find- 
ings that  are  of  significance  in  the  understanding  of 
structure  at  the  microscopic  level. 

The  Care  of  the  Injured.  Second  edition.  By  P.  A. 


Ring,  M.S.  Octavo  of  166  pages,  illustrated.  Balti- 
more, Maryland,  The  Williams  & Wilkins  Company, 
1969.  Cloth,  $6.75. 

Since  the  first  edition  of  this  book  was  published,  the 
accident  service  in  Great  Britain  has  become  mainly 
concentrated  in  the  departments  which  have  been  in- 
stalled in  major  hospitals,  and  the  services  of  the  smaller 
departments,  except  in  the  rural  areas,  have  been  largely 
withdrawn.  This  book  is  designed  for  the  nurses,  physio- 
therapists, and  occupational  therapists  who  are  con- 
cerned with  the  work  of  the  accident  units. 

Regulation  of  Hematopoiesis.  Vol.  1.  Red  Cell 
Production.  Edited  by  Albert  S.  Gordon,  Ph.D. 
Quarto  of  765  pages,  illustrated.  New  York,  Appleton- 
Century-Crofts,  1970.  Cloth,  $44. 

Regulation  of  Hematopoiesis.  Vol.  II.  White  Cell 
and  Platelet  Production.  Edited  by  Albert  S.  Gordon, 
Ph.D.  Quarto  of  889  pages,  illustrated.  New  York, 
Appleton-Century-Crofts,  1970.  Cloth,  $46.  ($78.50 

the  set.) 

This  is  an  encyclopedic  two-volume  set  providing  an 
integrated  and  analytic  account  of  hematopoietic  mech- 
anisms and  their  control.  Volume  one  presents  an  in- 

continued  on  page  833 
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depth  study  of  erythropoiesis  and  elucidates  the  funda- 
mental systems  involved  in  the  formation,  release,  and 
distribution  of  the  red  blood  cell  within  the  organism. 
Volume  two  is  devoted  to  an  investigation  of  white  cell 
and  platelet  production. 

Ophthalmic  Plastic  Surgery.  Fourth  edition.  By 
Sidney  A.  Fox,  M.S.  (Ophth.),  M.D.  Quarto  of  590 
pages,  illustrated.  New  York,  Grune  & Stratton,  Inc., 
1970.  Cloth,  $29.75. 

The  organization  of  this  new  edition  has  been  drastically 
changed  and  the  classifications  simplified.  The  presen- 
tation of  cases  now  proceeds  in  orderly  fashion  from  the 
simple  extramarginal  lesions  to  the  most  complicated 
reconstructions.  As  always,  the  book  is  directed  to  the 
practicing  ophthalmologist,  not  the  surgical  specialist. 
Bibliographies  have  been  expanded  and  brought  up  to 
date.  They  are  not  encyclopedic  but  any  interested 
reader  can  get  a good  start  here  for  thorough  investiga- 
tion of  any  subject  in  ophthalmic  plastic  surgery. 

Mental  Subnormality  in  the  Community:  A Clinical 
and  Epidemiologic  Study.  By  Herbert  G.  Birch,  M.D., 
Stephen  A.  Richardson,  Sir  Dugald  Baird,  M.D.,  Gordon 
Horobin,  and  Raymond  lllsley.  Octavo  of  200  pages, 
illustrated.  Baltimore,  The  Williams  & Wilkins  Com- 
pany, 1970.  Cloth,  $12.50. 

This  book  reports  a clinical  and  epidemiologic  study  of 
the  prevalence,  distribution,  and  antecedents  of  mental 
subnormality  in  eight-  to  ten-year-old  children  living 
in  a medium-sized  city.  It  was  undertaken  with  the 


view  that  an  attempt  to  establish  some  epidemiologic 
and  clinical  facts  about  mental  subnormality  might  more 
fully  elucidate  its  social  distribution  and  its  etiology. 

World  Dialogue  on  Alcohol  and  Drug  Dependence. 
Fldited  by  Elizabeth  D.  Whitney.  Octavo  of  400  pages, 
illustrated.  Boston,  Massachusetts,  Beacon  Press, 
1970.  Cloth,  $12.50. 

Designed  to  bridge  the  information  gap  between  the 
outstanding  experts  and  interested  professionals  and 
laymen,  this  book  presents  a series  of  essays  reflecting 
the  latest  thinking  and  investigation  on  these  two 
world-wide  problems.  A variety  of  aspects  are  dis- 
cussed: The  successful  approach  of  Alcoholics  Anony- 
mous, office  treatment  by  private  physicians,  new 
industrial  programs,  and  special  facilities  for  youth. 

Social  Settings  and  Medical  Organization:  A Cross- 
National  Study  of  the  Hospital.  By  William  A.  Glaser, 
Ph.D.  Octavo  of  210  pages.  New  York,  Atherton  Press, 
1970.  Cloth,  $6.95. 

This  volume  explores  the  effects  of  differing  types  of 
society  on  the  social  structure  of  an  organization — the 
hospital  in  this  case.  This  shows  how  cross-national 
variations  in  the  hospital  are  affected  by  those  facets  of 
the  national  social  structure  that  have  peirticular  rel- 
evance for  the  hospital. 

Adam’s  Rib.  Essays  on  Biblical  Medicine.  By  Simon 
S.  Levin,  M.B.  Octavo  of  180  pages,  illustrated.  Los 
Altos,  California,  Geron-X,  Inc.,  1970.  Cloth,  $6.95. 
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the  yneonstipators 


Medical  management  of  consti- 
pation need  not  resort  to  inert 
bulks,  leaky  emollients,  dehydrat- 
ing salines,  or  contact  irritants. 

A sensible  method  is  to  prescribe 
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SENOKOT  Tablets/ Granules— a 
standardized  vegetable  derivative 
with  a virtually  colon-specific  lax- 
ative action  that  is  both  gentle  and 
predictable.  Acting  not  through 
irritation  of  gastrointestinal  mu- 
cosa, but  through  gentle  stimula- 


Senokot 


tablets/granules 


tion  of  the  Auerbach’s  plexus, 
SENOKOT  Tablets/Granules  rep- 
resent a physiologic  approach  to 
the  alleviation  of  constipation. 

The  Purdue  Frederick  Company/Yonkers,  N Y.  10701 


Abstracts 


Brown,  E.  B.,  Clavery,  O.,  and  Carol,  B.:  Diagnosis 
of  allergy;  positive  value  of  negative  skin  test  result, 
New  York  State  J.  Med.  71:  845  (Apr.  15)  1971. 

To  implement  a three-year  study  of  asthma,  754  per- 
sons representing  a cross-section  of  urban  population 
were  interviewed  as  to  allergic  history  and  symptoms 
and  skin  tested.  It  was  found  that  at  the  95  per  cent 
confidence  level  there  is  a 92  per  cent  chance  of  a pa- 
tient not  having  asthma,  or  seasonal  or  perennial  aller- 
gic rhinitis  if  the  skin  test  result  is  negative  to  1,000 
protein  unit  strength,  whereas  there  is  only  a 24  per 
cent  chance  of  a patient  having  these  allergic  diseases 
if  the  skin  test  result  is  positive.  The  chances  of  mak- 
ing a correct  diagnosis  for  allergic  disease  when  relying 
only  on  skin  test  result  was  thus  found  to  he  one  out  of 
two.  For  an  accurate  diagnosis,  skin  test  results 
should  be  interpreted  only  by  the  physician  taking  the 
history  and  examining  the  patient. 

Takita,  H.,  Mostert,  J.  W.,  and  Moore,  R.  H.:  Di- 
azepam anesthesia:  Evaluation  for  bronchoscopy. 

New  York  State  J.  Med.  71:  848  (Apr.  15)  1971. 

A clinical  evaluation  of  diazepam  for  bronchoscopy 
was  carried  out  in  25  patients.  Since  bronchoscopy  re- 
mains an  unpleasant  experience,  topical  anesthesia 
alone  can  prove  to  be  unsuitable  for  uncooperative  pa- 
tients. Inhalation  anesthesia  with  ether  or  cyclopro- 
pane involves  long-induction  time  and  might  be  dan- 
gerous in  cases  of  hemorrhage.  Intravenous  anesthesia 
with  thiopental  sodium  may  result  in  prolonged  respi- 
ratory depression.  However,  the  use  of  diazepam  as  an 
intravenous  supplement  to  topical  anesthesia  facilitat- 
ed bronchoscopy  and  made  the  diagnostic  procedure 
more  acceptable  to  the  patients. 

Bienenstock,  H.,  Davidson,  S.,  and  Forschner,  T. 

T.:  First  dorsal  interosseous  muscle  atrophy;  clinical 

sign  of  impaired  glucose  metabolism.  New  York  State 
J Med.  71:  851  (Apr.  15)  1971. 

Fourteen  of  32  hospitalized  patients  with  first  dorsal 
interosseous  muscle  atrophy  were  found  to  have  known 


clinically  overt  diabetes  mellitus.  The  mean  two-  and 
three-hour  blood  glucose  concentrations  were  signifi- 
cantly elevated  in  the  remaining  18  patients  when  com- 
pared to  the  levels  in  27  patients  matched  for  age  and 
sex  who  did  not  exhibit  clinically  observable  atrophy  of 
the  first  interosseous  muscle.  These  findings  suggest 
that  first  dorsal  interosseous  muscle  atrophy  is  a useful 
clinical  sign  for  the  detection  of  patients  with  impaired 
glucose  tolerance. 

Marcove,  R.  C.,  Mike,  V.,  Hajek,  J.  V.,  Levin,  A. 
G.,  and  Hutter,  R.  V.  P.:  Osteogenic  sarcoma  in 

childhood.  New  York  State  J.  Med.  71:  855  (Apr.  15) 
1971. 

One  hundred  forty-five  consecutive  cases  of  central 
type  osteogenic  sarcoma  in  patients  under  age  twenty- 
one  were  analyzed.  All  patients  included  had  operable 
lesions  in  the  long  bones  of  the  extremities.  Age  and 
site  of  tumor  were  found  to  affect  the  time  of  onset  of 
pulmonary  metastasis,  but  not  the  eventual  course  of 
the  disease.  The  over-all  five-year  survival  rate  was 
17.4  per  cent,  but  when  metastasis  occurred,  it  was 
usually  within  two  years  of  surgery. 

Mirand,  E.  A.,  and  Murphy,  G.  P.:  Erythropoietin 
alterations  in  human  liver  disease.  New  York  State  J. 
Med.  71:  860  (Apr.  15)  1971. 

ESF  (erythropoietin)  levels  were  observed  in  41  pa- 
tients with  various  liver  diseases.  Elevated  ESF  levels 
in  plasma,  urine,  and  liver  extracts  in  the  presence  of 
erythrocytosis  were  found  in  patients  with  hepatocarci- 
noma.  In  contrast,  plasma  and  urine  ESF  elevations, 
usually  without  erythrocytosis,  were  seen  in  patients 
with  liver  dysfunction  due  to  other  causes,  and  liver  ex- 
tracts from  these  patients  failed  to  demonstrate  in- 
creased ESF  activity.  This  supports  the  finding  in  ex- 
perimental animals  that  liver  dysfunction  is  associated 
with  ESF  elevations  because  of  the  diseased  liver’s  fail- 
ure to  inactivate  ESF.  With  hepatocarcinoma,  how- 
ever, ESF  elevation  is  more  likely  owing  to  a special 
ability  of  the  malignant  cells. 
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Emotional  stress  can  be  just  as  destructive  to  the 
individual  as  turbulent,  ravaging  flood  waters  are 
to  land  and  property.  Solfoton  will  contribute  to 
the  maintenance  of  a mental  climate  for  purpose- 
ful living. 


olfoton 

SEDATION  WITHOUT  DEPRESSION 

EACH  TABLET  OR  CAPSULE  CONTAINS: 

Phenobarbital 16  mg, 

(Warning:  may  be  habit-forming) 

Bensulfoid  (See  PDR) 65  mg. 

Precaution:  same  as  16  mg.  phenobarbital 

DOSAGE:  One  tablet  or  capsule  every  6 hours  will 
sustain  mild  sedation. 

Available  in  three  forms  to  satisfy 
prescribing  circumstances: 

TABLETS  100s  500s  5000s 

CAPSULES  100s  500s  1000s 

TABLETS  S/C  lOOs  500s  4000s 

Federal  law  prohibits  dispensing  without  prescription 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  2326  1 
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Abstracts  in  Interlmgua 


Brown,  E.  B.,  Clavery,  O.,  e Carol,  B.:  Diagnose  del 
allergia;  valor  positive  del  test  cutanee  negative,  New 
York  State  J.  Med.  71:  845  (15  de  april)  1971. 

Pro  impler  un  studio  de  3 annos  supra  le  asthma,  754 
personas  representative  de  un  sector  general  del  popula- 
tion urban  esseva  interviewate  pro  obtener  antecedentes 
allergic,  symptomas  e tests  cutanee.  Esseva  trovate 
que,  ab  95%  del  nivello  de  confidentia,  existe  un  92%  de 
probabilitate  que  un  patiente  no  ha  asthma  o rhinitis 
allergic  stational  o perennial  si  le  resultate  del  test 
cutanee  es  negative  al  dilution  de  1 unit  de  proteina 
per  1,000.  In  cambio,  existe  solmente  un  24%  de  pro- 
babilitate que  un  patiente  ha  un  de  istes  morbos  allergic 
si  le  resultato  del  test  cutanee  es  positive.  Le  pro- 
babilitate de  facer  un  diagnose  correcte  de  un  morbo 
allergic  basate  solmente  in  le  resultato  de  un  test  cutanee 
esseva  un  de  duo.  Pro  facer  un  diagnose  exacte,  le  re- 
sultato del  tests  cutanee  debe  esser  interpretate  solmente 
per  le  medico  que  prende  le  historia  clinic  e que  examine 
le  patiente. 

Takita,  H.,  Mostert,  J.  W.,  e Moore,  R.  H.:  Anesthe- 
sia con  diazepam;  evalutation  mediante  bronchoscopia, 
New  York  State  J.  Med.  71:  848  (15  de  april)  1971. 

Un  evalutation  del  anesthesia  con  diazepam  mediante 
le  bronchoscopia  esseva  facite  in  25  patientes.  Como 
iste  examine  es  un  esperientia  disagradabile,  le  anesthe- 
sia topic  sol  pote  esser  non  appropriate  pro  le  patientes 
non  cooperative.  Le  anesthesia  ab  inhalation  con 
ethere  o cyclopropano  require  un  induction  longe  e pote 
essser  periculose  in  casos  de  hemorrhagia.  Le  anesthesia 
intravenose  con  thiopental  sodic  pote  causar  un  depres- 
sion respiratori  prolongate;  nonobstante,  le  uso  del 
diazepam  como  supplemento  intravenose  del  anesthesia 
topic  pote  facilitar  le  bronchoscopia  e facer  iste  medio 
diagnostic  plus  acceptabile  pro  le  patientes. 

Bienenstock,  H.,  Davidson,  S.,  e Forschner,  T.  T.: 

Atrophia  del  prime  musculo  interossee  dorsal;  signo 
clinic  del  alteration  del  metabolismo  del  glucosa.  New 
York  State  J.  Med.  71:  851  (15  de  april)  1971. 

Dece-quatro  de  32  patientes  hospitalisate  con  atrophia 
del  prime  musculo  interossee  dorsal  esseva  trovate  con 


diabetes  mellitus  clinicmente  manifeste.  Le  concentra- 
tiones  medie  del  glucosa  sanguine  ab  duo  e tres  horas 
esseva  significativemente  elevate  in  le  18  patientes 
restante,  comparate  con  le  nivellos  del  glycemia  de  27 
patientes  del  mesme  etate  e sexo  que  non  habeva  un 
atrophia  clinicmente  evidente  del  prime  musculo  inter- 
ossee. Istes  trovates  suggere  que  le  atrophia  del  prime 
musculo  interossee  dorsal  es  un  signo  clinic  utile  pro 
discoperir  le  patientes  con  tolerantia  al  glucosa  alterate. 

Marcove,  R.  C.,  Mike,  V.,  Hajek,  J.  V.,  Levin,  A.  C., 
e Hutter,  R.  V.  P.:  Sarcoma  osteogenic  in  le  infantia, 
New  York  State  J.  Med.  71:  855  (15  de  april)  1971. 

Esseva  studiate  145  casos  consecutive  de  sarcoma 
osteogenic  de  typo  central  (patientes  infra  21  annos  de 
etate).  Omne  patientes  habeva  tumores  operabile  del 
ossos  longe  del  extremitates.  Esseva  trovate  que  le 
etate  e sito  del  tumor  influe  super  le  initiation  del 
metastasis  pulmonari,  ma  non  super  le  curso  eventual 
del  morbo.  Le  indice  de  5 annos  de  superviventia 
esseva  17.4%,  ma  in  le  casos  de  metastasis,  le  super- 
viventia esseva,  generalmente,  de  2 annos  depost  trac- 
tamento  chirurgic. 

Mirand,  E.  A.,  e Murphy,  C.  P.:  Alterationes  del 

erjdhropoietina  in  le  morbo  hepatic  human.  New  York 
State  J.  Med.  71:  860  (15  de  april)  1971. 

Le  nivellos  de  “ESF”  (erythropoietina)  esseva  studiate 
in  41  patientes  con  varie  morbos  hepatic.  In  le  pa- 
tientes con  hepatocarcinoma,  le  nivello  del  ESF  esseva 
elevate  in  le  plasma,  urina  e extractos  de  ficato  in 
presentia  de  erythrocytosis.  In  contrasto,  le  elevation 
del  ESF  in  le  plasma  e urina,  generalmente  sin  erythrop- 
cytosis,  esseva  observate  in  patientes  con  dysfunction 
hepatic  debite  ab  altere  causas.  Non  esseva  demon- 
strate un  activitate  augmentate  del  ESF  in  le  extractos 
hepatic  de  istes  patientes.  Iste  observation  supporta  le 
trovate  que,  in  animales  de  experimentation,  le  dysfunc- 
tion hepatic  es  associate  con  elevation  del  ESF  proque 
le  ficato  malade  non  pote  inactivar  le  ESF.  Non- 
obstante, le  elevation  del  ESF  in  casos  de  hepatocar- 
cinoma es  probabilemente  debite  a un  special  capacitate 
del  cellulas  maligne. 
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This  book  contains  instructive  sections  on  hygiene, 
epidemic  disease,  plant  therapeutics,  metabolic  dis- 
orders, mothers  and  babies,  death,  and  a chapter  on  the 
anatomy  of  the  soul.  The  opening  section,  “Anatomy 
of  Genesis”  contains  many  interesting  comments  on  the 
possible  bases  of  the  statements  made  in  the  first  book 
of  the  Bible. 

The  Doctor’s  Shorthand.  By  Frank  Cole,  M.D. 
Duodecimo  of  179  pages.  Philadelphia,  W.  B.  Saunders 
Company,  1970.  Cloth,  $4.50. 

This  is  a little  book  of  medical  abbreviations.  They 
have  been  collected  from  charts,  journals,  tongue 
depressors,  and  helpful  colleagues.  The  author  hopes 
that  this  compilation  will  make  medical  reading  easier 
and  also  serve  as  efficient,  time-saving  tools  for  the  busy 
physician. 

Overcoming  the  Fear  of  Death.  By  David  Cole  Gor- 
don. Octavo  of  115  pages.  New  York,  The  Macmillan 
Company,  1970.  Cloth,  $3.95. 

This  book  examines  man’s  basic  fear  of  death  and 
tells  how  to  approach  and  overcome  it.  The  author 
elaborates  on  a theory  of  unification  propounded  in  an 
earlier  work.  This  theory  holds  that  the  mainspring  of 
man’s  behavior  and  his  basic  motivation  is  the  attain- 
ment of  spontaneous  peak  experiences  in  which  he  is 
unified  with  himself,  others,  and  the  world.  Death  is 
then  seen  as  the  ultimate  unification  experience. 


Recognition  of  pulmonary  embolism 

Although  certain  signs  and  symptoms  in  a given  clin- 
ical situation  may  strongly  suggest  pulmonary  embo- 
lism, numerous  other  diseases  may  present  the  same 
manifestations.  It  is  because  of  this  that  angiography, 
identifying  as  it  does  specific  structural  changes  within 
the  pulmonary  arteries,  is  the  most  specific  diagnostic 
method  available,  concludes  J.  K.  Alexander,  M.D., 
of  Baylor  College  of  Medicine  (Michigan  Med.  69:  109 
(Feb.)  1970).  Either  selective  or  venous  angiography 
may  be  used.  In  acute  pulmonary  thromboembolism 
the  chief  angiographic  findings  are  complete  or  incom- 
plete obstruction  of  various  arterial  branches,  intra- 
arterial filling  defects,  decrease  of  volume  on  affected 
lung  segments,  and  changes  in  arterial  caliber  proximal 
or  distal  to  the  obstructive  lesions. 

In  other  diseases  such  as  cardiac  failure,  pneumonia, 
pulmonary  tumor,  abscess,  bulla,  fibrosis,  or  emphy- 
sema, the  pulmonary  arteries  may  be  compressed  or 
attenuated,  but  remain  patent  to  the  subsegmental 
level,  showing  neither  filling  defects  nor  obstruction. 
Decision  to  perform  arteriography  is  a matter  of  clini- 
cal judgment  based  on  patient  status,  available  facil- 
ities, and  possible  therapeutic  implications.  Angio- 
graphic demonstration  seems  essential  before  pulmo- 
nary embolectomy  is  undertaken,  and  highly  desirable 
before  interruption  of  blood  flow  through  the  inferior 
vena  cava.  Dr.  Alexander  discusses  other  diagnostic 
aids  as  well  as  clinical  symptoms  and  their  significance. 
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Editorials 


A Death  in  The  Family 

Mrs.  Olga  T.  Mielke,  our  secretary  for  the  past  twelve  years  in  the  editorial  office  of  the  Journal,  died  on 
February  16,  1971,  at  the  age  of  fifty-two. 

Olga  came  to  us  in  1959,  having  had  previous  secretarial  experience  but  with  little  exposure  to  our 
peculiar  type  of  professional  and  business  mix.  Bright  and  adaptable,  she  quickly  grasped  all  the  subtle- 
ties of  the  job  and  became  a balance  wheel  for  all  of  us. 

She  is  missed  by  her  family  at  home,  her  mother,  husband  Fred,  and  adult  son  Robin.  She  is  also 
missed  by  her  family  here. 

Death  is  a horizon  we  all  must  cross  but  a horizon  is  merely  the  limit  of  our  vision. 


Requirement  for  foreign  medical  graduates  in  postgraduate 
training 


There  are  repeated  episodes  of  foreign  medical 
graduates  entering  approved  graduate  training 
programs  without  having  been  certified  by  the 
Educational  Council  for  Foreign  Medical  Grad- 
uates. When  such  cases  are  discovered,  and  certi- 
fication has  been  achieved,  the  individual  and/or 
hospitals  concerned  request  that  credit  be  given 
for  the  time  that  has  been  spent  in  the  training 
program  prior  to  certification. 

The  instructions  to  candidates  by  the  Educa- 
tional Council  for  Foreign  Medical  Graduates  are 
very  clear; 

Candidates  may  not  sign  a contract  of  employ- 
ment or  accept  appointment  as  interns  or  resi- 
dents in  any  approved  United  States  hospital 
until  they  have  received  either  an  interim 
ECFMG  certificate  or  a standard  ECFMG  cer- 
tificate. In  applying  for  appointment  to  an 
approved  internship  or  residency  in  the  United 
States,  candidates  must  send  the  hospital  a 
photocopy  of  the  letter  or  certificate  they  have 


received  from  the  ECFMG.  A photocopy  of  the 
letter  showing  that  a candidate  has  passed  the 
ECFMG  examination  but  has  not  completed  the 
documentation  of  his  medical  credentials  may 
be  used  in  preliminary  negotiations  with  a hospi- 
tal, but  actual  appointment  requires  submission 
of  photocopy  of  the  ECFMG  certificate. 

The  policy  of  the  American  Medical  Association 
on  eligibility  of  foreign  medical  graduates  for  ap- 
pointment to  approved  internships  or  residencies 
continues  to  be  as  follows: 

Graduates  of  all  medical  schools  outside  the 
United  States  and  Canada  should  establish  their 
eligibility  for  appointment  to  an  approved  in- 
ternship or  residency  program  through: 

A.  Certification  by  ECFMG  on  a basis  of  satis- 
factory educational  requirements,  as  well  as 
passing  the  ECFMG  examination,  or 

B.  Obtaining  a full  and  unrestricted  license  to 
practice  medicine,  issued  by  a state  or  other 
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United  States  jurisdiction  authorized  to  license 
physicians,  or 

C.  In  the  case  of  United  States  citizens,  suc- 
cessfully passing  the  complete  licensure  exami- 
nation in  any  state  or  licensing  jurisdiction 
in  which  the  law  or  regulations  provide  that  a 
full  and  unrestricted  license  to  practice  medi- 
cine in  that  state  or  jurisdiction  will  be  issued 
to  the  physician  after  satisfactory  completion  of 
his  internship  or  residency  in  that  state,  with- 
out further  examination. 


In  addition,  in  order  to  be  eligible  under  C above, 
the  foreign  medical  graduate  must  have  completed 
all  requirements  that  would  make  him  eligible  for 
ECFMG  certification  should  he  choose  to  apply. 

The  Council  on  Medical  Education  is  quite  con- 
cerned that,  despite  these  clear  statements  of 
policy  of  the  ECFMG  and  the  AMA,  hospitals  con- 
tinue to  permit  foreign  medical  graduates  without 
proper  credentials  to  enter  approved  graduate 
medical  education  programs.  Continuation  of  this 
practice  may  result  in  withdrawal  of  the  approval 
of  the  training  program  concerned. 


Medical  Society  of  the  State  of  New  York 
Annual  Convention 

February  14  through  18,  1971 
The  Americana,  New  York  City 
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DIAGNOSIS  OF 
ALLERGY 

Positive  value  of  negative 
skin  test  result* 

EARL  B.  BROWN.  M.D. 

The  Bronx.  New  York 

ODETTE  CLAVERY,  M.S. 

The  Bronx,  New  York 

BERNARD  CAROL,  M.A..  M.S. 

The  Bronx,  New  York 

Frorn  the  Departments  of  Medicine  (Allergy)  and  Biosta- 
tistics.  Montefiore  Hospital  and  Medical  Center 

Intradermal  and  scratch  skin  testing  have  been 
utilized  for  over  a half  a century  as  an  aid  in 
allergic  diagnosis.  For  almost  this  length  of  time, 
the  clinical  significance  of  a positive  test  result 
has  been  debated  extensively.  Rackemann  and 
Simon*  found  that  in  a group  of  16  persons,  of 
which  only  4 were  allergic,  50  per  cent  had  positive 
skin  test  results  to  1 or  more  of  8 allergens.  Grow 
and  Herman^  tested  a group  of  150  apparently 
normal  medical  students  of  whom  110  had  no  his- 
tory of  allergy  and  found  that  55.5  per  cent  of  the 
entire  group  showed  1 or  more  positive  skin  test 
results  to  13  common  antigens.  Fontana,  Wittig, 
and  Holt^  tested  200  children  from  age  two  to 
eleven,  half  of  whom  were  clinically  allergic. 
There  were  732  positive  reactions  to  28  common 
antigens  in  the  200  subjects  tested.  While  the 
allergic  group  had  many  more  positive  test  re- 
sults than  the  nonallergic  group,  there  were  still 
42  per  cent  positive  skin  test  reactions  to  the  house 
dust  antigen  in  the  negative-history  group. 
Despite  these  findings,  too  much  reliance  is  still 
placed  on  the  value  of  skin  testing  exclusively  in 
arriving  at  a diagnosis  of  allergic  disease. 
Numerous  allergy  testing  laboratories  rely  only 
on  skin  tests  to  determine  the  diagnosis  and 
Presented  on  October  14,  1970,  at  the  Seventh  International 
Allergology  Association  meeting  in  Florence,  Italy. 

‘This  study  was  supported  by  Grant  83470  from  The  National 
Institute  for  Child  Welfare  and  Human  Development, 
Bethesda,  Maryland. 


To  implement  a three-year  study  of  asthma,  754 
persons  representing  a cross-section  of  urban  popu- 
lation were  interviewed  as  to  allergic  history  and 
symptoms  and  skin  tested.  It  was  found  that  at  the 
95  per  cent  confidence  level  there  is  a 92  per  cent 
chance  of  a patient  not  having  asthma,  or  seasonal 
or  perennial  allergic  rhinitis  if  the  skin  test  result  is 
negative  to  1,000  protein  unit  strength,  whereas 
there  is  only  a 24  per  cent  chance  of  a patient  having 
these  allergic  diseases  if  the  skin  test  result  is  posi- 
tive. The  chances  of  making  a correct  diagnosis 
for  allergic  disease  when  relying  only  on  skin  test 
result  was  thus  found  to  be  one  out  of  two.  For  an 
accurate  diagnosis,  skin  test  results  should  be  inter- 
preted only  by  the  physician  taking  the  history  and 
examining  the  patient. 


subsequent  therapeutic  regimen  for  the  allergic 
patient.  In  many  cases  this  leads  to  erroneous 
false  diagnosis  and  is  responsible  for  unnecessary 
hyposensitization  regimens  for  years. 

The  Montefiore  Hospital  Medical  Group  serves 
a heterogenous  population  reflecting  an  accurate 
cross-section  of  the  population  of  New  York  City."* 
Insured  persons  are  provided  comprehensive  medi- 
cal care  on  a prepayment  basis.  This  condition 
tends  to  remove  economic  barriers  to  the  diagnosis, 
treatment,  and  prevention  of  disease.  The  Monte- 
fiore Hospital  Medical  Group  is  an  integral  part 
of  Montefiore  Hospital  and  Medical  Center  and 
has  all  the  laboratory  facilities  of  a major  institu- 
tion available  to  this  study.  There  is  a full-time 
department  of  biostatistics  with  representatives 
to  this  study  project  as  part  of  the  team. 

Method 

In  September,  1965,  the  senior  author  received 
support  from  the  National  Institute  for  Child 
Health  and  Human  Development  for  a three-year 
study  of  the  natural  history  of  asthma.  To  imple- 
ment this  study  1,568  potential  parents  were  in- 
terviewed. The  women  were  in  their  third  tri- 
mester of  pregnancy  and  were  interviewed  at  the 
time  of  their  visit  to  the  obstetrician  by  a member 
of  the  study  team.  They  were  asked  questions 
relative  to  specific  symptoms  concerning  hay 
fever,  asthma,  or  perennial  allergic  rhinitis.  On 
the  basis  of  the  answers  to  questions  concerning 
the  specific  symptoms  relative  to  allergic  rhinitis 
and  asthma,  the  adult  was  placed  in  the  positive 
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or  negative  allergic  history  group.  For  the  purpose 
of  this  study  only  these  syndromes  were  considered 
to  be  allergic.  The  husbands  of  these  pregnant 
women  were  interviewed  on  subsequent  days.  All 
were  asked  to  submit  to  intradermal  testing.  As 
described  previously,  intradermal  testing  was 
done  with  solutions  of  the  following  antigens,  100 
protein  nitrogen  unit  strength:  feathers,  ragweed, 
mixed  grasses,  mixed  trees,  cat  dander,  dog 
dander,  wool,  and  Alternaria.^  If  the  wheal  re- 
sulting from  the  test  was  less  than  4 mm.  in  diam- 
eter, the  test  with  the  same  antigen  was  repeated 
using  1,000  protein  nitrogen  unit  strength.  Only 
a wheal  of  over  4 mm.  in  diameter  was  read  as 
positive.  In  as  much  as  there  was  no  economic 
barrier  to  allergic  treatment,  we  tested  to  find  out 
how  many  of  our  patients  who  gave  both  positive 
and  negative  histories  of  allergy  were  treated  with 
the  hyposensitization  technic.  Consequently, 
form  letters  were  sent  out  to  the  1,568  patients. 
When  a patient  did  not  respond  to  the  letter,  a tele- 
phone call  follow-up  was  used. 

Results 

Seven  hundred  fifty-four  patients  agreed  to  have 
the  intradermal  skin  testing.  Of  this  group,  396 
were  found  to  be  positive  to  one  or  more  antigens 
besides  house  dust.  Of  the  group  having  positive 
skin  test  results  to  100  units,  62  per  cent  also  had 
a positive  history  of  having  symptoms  of  either 
seasonal  or  perennial  allergic  rhinitis  or  bronchial 
asthma  (Table  I).  The  remaining  38  per  cent  with 
positive  skin  test  results  denied  having  these  symp- 
toms at  any  time.  On  the  other  hand,  of  the  358 
patients  with  negative  skin  test  results,  two- 
thirds  had  a negative  history,  whereas  one-third 
had  symptoms  that  we  interpreted  as  allergic. 
Two  hundred  sixty  of  this  negative  group  were 
further  tested  with  the  antigens  at  1,000  protein 
nitrogen  unit  strength  (Table  II).  Of  120  patients. 


TABLE  I.  Allergic  history  of  parents  skin  tested.  Allergens 
at  100  protein  nitrogen  units  strength 


Allergic 

History 

Total 

Tested 

Positive 

Results 

Negative 

Results 

All  Parents 

754 

396 

358 

Per  cent  negative 

52 

37.9 

67.6 

Per  cent  positive 

48 

62.1 

32.4 

TABLE  II.  Skin  test  results  and  allergic  history  of  260 
patients  negative  at  100  protein  nitrogen  units  who  were 
tested  for  1,000  protein  nitrogen  units 


Allergic 

History 

Total 

- — Skin-Test  Results — - 
Positive  Negative 

All  cases 

260 

120 

140 

Negative 

183  (70.4)* 

68  (56.7) 

115  (82.1) 

Positive 

77  (29.6) 

52  (43.3) 

25  (17.9) 

* Numbers  in  parentheses  indicate  per  cent. 


TABLEIII.  Allergic  history  of  parents  skin  tested.  Allergens 
at  1,000  protein  nitrogen  units  strength 


Allergic 

History 

Total 

Tested 

Positive 

Results 

Negative 

Results 

All  Parents 

656 

516 

140 

Per  cent  negative 

50.8 

42.2 

82.1 

Per  cent  positive 

49.2 

57.8 

17.9 

TABLE  IV.  Allergic  history  of  parents  reporting  on  treat- 
ment for  allergic  conditions 

Treatment  for 
Allergic 

All 

Positive 

Negative 

Condition 

Parents 

History 

History 

Total  reporting 

864 

328 

536 

Treated 

167  (19.3)* 

126  (38.4) 

41  (7.6) 

Not  treated 

697  (80.7) 

202  (61.6) 

495  (92.4) 

* Figures  in  parentheses  indicate  per  cent. 


or  46  per  cent,  who  had  positive  skin  test  results, 
52  patients,  or  43  per  cent,  had  positive  histories. 
Of  the  140  with  negative  skin  test  results,  115 
persons,  or  approximately  82  per  cent,  also  had 
negative  histories. 

Assuming  that  all  patients  who  were  positive  to 
100  units  would  also  be  positive  to  1,000  protein 
nitrogen  units,  and  adding  these  two  groups,  we 
have  516  patients.  Ninety-eight  patients  who 
were  negative  to  100  protein  nitrogen  unit  strength 
were  not  retested  to  1,000  units. 

Table  III  shows  that  82  per  cent  of  the  patients 
with  negative  skin  test  results  had  a negative 
history  of  allergy.  However,  42  per  cent  of 
those  with  positive  skin  test  results  also  denied 
symptoms  which  we  could  attribute  to  allergic 
rhinitis  or  asthma.  This  is  in  sharp  contrast  to  the 
relatively  small  number,  18  per  cent,  of  patients 
with  a positive  history  of  having  a negative  skin 
test  result.  The  difference  is  statistically  signifi- 
cant. 

Of  the  1,568  patients  polled  concerning  whether 
or  not  they  had  received  hyposensitization  ther- 
apy, 864  responded  (Table  IV).  Of  these,  167  pa- 
tients stated  that  they  had  been  treated  for  aller- 
gies. We  had  determined  that  120  of  this  group 
had  a positive  history  of  asthma  or  rhinitis  while 
42  lacked  this  history.  Of  the  remaining  697  who 
were  not  treated,  202  of  these  had  a history  of 
allergy’. 

Comment 

Point  1 represents  sample  probabilities  of  true 
negative  if  skin  test  result  is  negative  and  true 
positive  if  skin  test  result  is  positive.  Therefore, 
there  is  at  least  a 91.5  per  cent  chance  of  a patient 
not  having  asthma,  or  seasonal  or  perennial  allergic 
rhinitis,  if  the  skin  test  result  is  negative  to  the 
1,000  protein  nitrogen  unit  strength.  This  con- 
trasts with  the  23.9  per  cent  chance  of  the  patient 
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having  seasonal  or  perennial  allergic  rhinitis  or 
bronchial  asthma  if  the  skin  test  result  is  positive. 
This  statement  is  made  with  95  per  cent  confi- 
dence. The  patient’s  recollection  of  having  re- 
ceived treatment  for  an  allergic  condition  was 
used  as  the  criterion  for  determining  point  1. 
When  the  diagnosis  of  an  allergic  history  is  made 
by  symptomatology,  point  2,  the  corresponding 
values  are  76.7  per  cent  and  54.2  per  cent  respec- 
tively. (The  patient’s  recollection  of  allergic  his- 
tory was  the  criterion  for  determining  point  2.) 
The  chances  are  3 out  of  4 that  a patient  with  a 
negative  skin  test  result  is  not  allergic  compared  to 
the  almost  even  chance  that  a patient  with  a posi- 
tive skin  test  result  is  allergic. 

Hagy  and  Settipane®  studied  a group  of  Cau- 
casian college  students  to  find  the  incidence  of 
asthma  and  allergic  rhinitis.  The  authors  utilized 
scratch  rather  than  intradermal  testing,  and  3 
foods  were  included  in  the  15  tests  performed.  Test 
results  were  considered  positive  if  any  one  test 
result  was  positive.  Unfortunately,  no  break- 
down was  given  in  the  results  to  separate  the  in- 
halant-positive reactors  from  those  who  reacted 
to  the  food  tests  only.  Approximately  60  per  cent 
of  the  student  population  with  a history  of  asthma, 
hay  fever,  and  allergic  rhinitis  had  positive  skin 
test  results  as  opposed  to  16  per  cent  with  positive 
test  results  in  those  with  no  allergy. 

If  one  were  to  utilize  the  methods  of  many  of  the 
so-called  allergy  testing  laboratories  and  rely  only 
on  the  skin  test  result  for  making  a diagnosis  of 
allergic  disease,  the  chance  of  correctly  interpret- 
ing negative  skin  test  results  as  ruling  out  allergy 
would  be  3 out  of  4.  Skin  testing  results  depend 
on  the  procedure  used  and  the  strength  of  the 
antigens.  The  interpretation  of  the  tests  should 


only  be  made  by  the  physician  taking  the  history 
and  examining  the  patient  so  that  an  accurate 
diagnosis  can  be  made.  The  physician  versed  in 
taking  care  of  the  allergic  patient  will  never  use 
skin  testing  as  a sole  criterion  in  arriving  at  a 
diagnosis  of  allergy.  We  strongly  believe  that 
history,  physical  examination,  and  results  of  skin 
testing  must  be  combined  for  the  purpose  of  out- 
lining a correct  therapeutic  regimen  for  the  patient 
with  asthma  or  allergic  rhinitis.  When  this  is  not 
done  patients  may  be  subjected  to  expensive, 
time-consuming,  and  useless  hyposensitization 
therapy. 

It  is  of  interest  to  note  that  when  financial 
barriers  were  removed  by  reason  of  prepaid  group 
membership,  approximately  one  third  of  the  pa- 
tients with  a history  of  allergy  utilized  the  service 
of  an  allergist.  It  can  be  assumed  that  in  the  re- 
maining two-thirds  the  symptoms  were  mild 
enough  to  be  relieved  by  simple  oral  medication 
so  that  the  periodic  visits  for  hyposensitization 
were  more  trouble  than  the  disease. 
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TABLE  I.  Amount  of  diazepam  administered 


DIAZEPAM 

ANESTHESIA 


Evaluation  for  bronchoscopy 
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Bronchoscopy  in  the  adult  is  generally  done  with 
the  patient  awake  and  cooperating.^  For  the  pa- 
tient, this  technic  of  bronchoscopy  is  not  a pleas- 
ant one.  Many  of  the  authors’  patients  requested 
general  anesthesia  when  they  were  advised  to 
undergo  the  examination  for  a second  time. 

The  most  commonly  used  general  anesthetic  for 
bronchoscopy  is  thiopental  (Pentothal)  sodium  and 
curare  or  curare-like  drugs.  This  is  not  ideal  be- 
cause of  the  respiratory  depressant  effect. 

A clinical  evaluation  of  diazepam  was  carried 
out  to  search  for  better  and  safer  anesthesia  for 
bronchoscopy.^"* 


Diazepam 

(mg.) 

Number  of 
Patients 

5 

1 

10 

14 

15 

3 

20 

6 

30 

1 

25 

per  kilogram  and  atropine  0.4  to  0.6  mg.  per  kilo- 
gram given  one  hour  before  bronchoscopy. 

Topical  anesthesia.  One  per  cent  tetracaine 
was  applied  to  the  oropharynx  either  by  spray  or 
cotton  applicator.  One  to  2 ml.  of  tetracaine  was 
then  instilled  directly  into  the  larynx  and  trachea 
under  indirect  vision. 

Administration  of  diazepam.  Immediately 
prior  to  bronchoscopy,  10  to  20  mg.  (0.15  to  0.3 
mg.  per  kilogram)  of  diazepam  were  injected  intra- 
venously depending  on  the  patient’s  general  condi- 
tion and  the  response  to  the  first  fractions  of  5 mg. 
injected  (Table  I).  One  patient  received  30  mg.  of 
diazepam. 

Bronchoscopy.  A Jackson-type  bronchoscope 
was  used.  During  the  procedure  oxygen  was  given 
through  the  side  arm  of  the  bronchoscope.  The 
average  duration  of  endoscopy  was  fifteen  min- 
utes. 

Observations  and  measurements.  The  fa- 
cility by  which  bronchoscopy  was  carried  out  was 
recorded  at  the  end  of  the  procedure.  On  the 
day  following  bronchoscopy,  the  patient  was 
asked  whether  he  remembered  the  procedure. 

Just  before  administration  of  diazepam  and 
again  on  completion  of  bronchoscopy,  blood  sam- 
ples were  collected  into  three  heparinized  capil- 
lary tubes  by  fingertip  puncture  after  warming 
of  the  fingers  to  produce  hyperemia  and  arteriali- 
zation.^  Arterial  oxygen  and  carbon  dioxide 
tensions  and  pH  were  determined  using  radiometer 
equipment.  The  blood  pressure  was  recorded 
before  administration  of  diazepam  and  after 
bronchoscopy. 


Materials  and  method 

Diazepam  was  administered  to  25  consecutive 
patients  who  underwent  diagnostic  bronchoscopy. 
The  age  of  the  patients  ranged  from  thirty-five 
to  eighty-three  years.  The  average  age  was  sixty- 
three  years.  There  were  7 females  and  18  males. 
Fourteen  patients  had  bronchogenic  carcinoma, 
and  5 had  other  malignant  conditions.  Six  were 
found  to  have  inflammatory  lung  lesions.  The 
general  condition  of  10  patients  was  good,  and  9 
were  in  fair  condition.  Six  patients  were  in  poor 
condition,  and  3 of  them  were  so  dyspneic  that  they 
required  continuous  oxygen  therapy. 

Premedication.  Premedication  was  carried 
out  with  intramuscular  meperidine  0.9  to  1.4  mg. 


Results 

There  was  no  serious  complication  except  for 
a patient  in  whom  bronchospasm  and  cyanosis 
developed  during  the  procedure.  The  patient’s 
condition  improved  as  soon  as  the  bronchoscope 
was  removed. 

Procedure.  Bronchoscopy  was  performed 
smoothly  in  18  patients.  In  4 patients  conditions 
for  bronchoscopy  were  only  fair  because  of  slight 
restlessness  of  the  patients.  In  3 patients  the 
procedure  was  difficult;  in  1 instance  broncho- 
spasm occurred  as  described  previously,  and  the 
other  2 patients  became  almost  unmanageably 
restless. 

Level  of  anesthesia.  Eighteen  patients  were 
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A clinical  evaluation  of  diazepam  for  bronchoscopy 
was  carried  out  in  25  patients.  Since  bronchoscopy 
remains  an  unpleasant  experience,  topical  anes- 
thesia alone  can  prove  to  be  unsuitable  for  unco- 
operative patients.  Inhalation  anesthesia  with 
ether  or  cyclopropane  involves  long-induction  time 
and  might  be  dangerous  in  cases  of  hemorrhage. 
Intravenous  anesthesia  with  thiopental  sodium  may 
result  in  prolonged  respiratory  depression.  How- 
ever, the  use  of  diazepam  as  an  intravenous  supple- 
ment to  topical  anesthesia  facilitated  bronchoscopy 
and  made  the  diagnostic  procedure  more  acceptable 
to  the  patients. 


unresponsive  during  bronchoscopy.  Four  patients 
were  slightly  restless  but  evidently  unaware  of 
their  surroundings,  and  2 patients  were  delirious. 
One  patient  was  conscious  but  was  cooperative, 
and  bronchoscopy  was  uneventful. 

Amnesia.  Twelve  patients  had  no  conscious 
recall  of  the  bronchoscopy  when  they  were  ques- 
tioned twenty-four  hours  later.  Twelve  patients 
remembered  the  application  of  the  topical  anes- 
thesia. One  remembered  the  entire  procedure. 

Blood  pressure.  There  was  a slight  fall  in  the 
blood  pressure  after  bronchoscopy  as  compared 
with  the  pressure  before  medication.  The  systolic 
blood  pressure  dropped  an  average  of  7 mm.  Hg 
and  the  diastolic  pressure  3.6  mm.  Hg.  Both 
changes  were  statistically  significant  with  the 
P values  less  than  0.05  for  both  pressures  (Table 
II). 

Blood  gas  analysis.  The  arterial  pH  dimin- 
ished uniformly  into  acidotic  range  following  medi- 
cation and  bronchoscopy.  The  lowest  value  ob- 
served was  7.289  in  association  with  an  arterial 
carbon  dioxide  tension  (PaCOj)  of  58  mm.  Hg. 
However,  this  patient  was  in  a poor  condition  be- 
cause of  advanced  emphysema  as  well  as  broncho- 
genic carcinoma.  The  average  fall  of  arterial  pH 
during  bronchoscopy  was  0.04  units  which  was 
highly  significant  with  a P value  less  than  0.01. 

The  arterial  oxygen  tension  (Pa02)  rose  by  a 
mean  of  7.1  mm.  Hg,  but  this  change  was  not 
statistically  significant  (P  greater  than  0.05). 

The  average  rise  of  arterial  carbon  dioxide  ten- 
sion following  bronchoscopy  was  2.8  mm.  Hg,  and 
this  was  significant  (P  less  than  0.05).  The  great- 
est rise  of  arterial  carbon  dioxide  tension  was  from 
47.5  mm.  Hg  to  60  mm.  Hg  and  occurred  in  the 
patient  with  chronic  bronchitis  in  whom  broncho- 
spasm  developed. 

Comment 

From  the  technical  point  of  view,  topical  anes- 
thesia is  quite  adequate  for  bronchoscopy  in  the 
cooperative  patient;  however,  it  is  not  suitable 
for  uncooperative  patients,  and  subjectively 
bronchoscopy  remains  an  unpleasant  experience. 

During  the  past  three  decades  the  following 
technics  of  general  anesthesia  have  been  used 
during  bronchoscopy. 


Inhalation  anesthesia.  Ether  was  one  of  the 
first  agents  used  for  endoscopy.®-'^  With  this 
agent  satisfactory  anesthesia  for  bronchoscopy 
was  always  obtained.  At  the  present  time,  it  is 
still  the  technic  of  choice  for  bronchoscopy  in  the 
pediatric  age  group.  Its  shortcomings  are  long- 
induction  time,  and  because  of  the  prolonged  lack 
of  cough  reflex  it  might  be  dangerous  in  cases  of 
hemorrhage  or  in  those  with  large  amounts  of  secre- 
tion. Moreover,  ether  vapor  is  flammable  and 
explosive  in  therapeutic  concentrations. 

Cyclopropane  is  suitable  for  induction  but  not 
long  acting  enough  to  permit  bronchoscopy  un- 
aided by  other  anesthetic  agents.  Cyclopropane 
is  also  flammable. 

Intravenous  anesthesia.  Thiopental  sodium 
in  conjunction  with  topical  anesthesia  is  not  en- 
tirely satisfactory.®  Relaxation  is  often  inade- 
quate, and  frequent  incidence  of  laryngospasm 
has  been  reported.  Furthermore,  thiopental  so- 
dium administration  may  result  in  prolonged 
respiratory  depre.ssion. 

Thiopental  sodium  and  muscle  relaxants  were 
used  by  Schoemperlen®  in  more  than  3,000  cases. 
According  to  this  author  d-tubocurarine  is  pref- 
erable to  succinylcholine  because  with  the  latter 
the  margin  of  safety  between  proper  relaxation 
and  complete  apnea  was  too  small.  On  occasion 
he  had  to  withdraw  the  bronchoscope  and  apply 
artificial  respiration  via  an  endotracheal  tube. 

In  another  series  thiopental  sodium  and  suc- 


TABLE  II.  Changes  in  blood  pressure  and  blood  gases 


Statistical 


Before  After  Significance 

Diazepam  Diazepam  Change  of  Changes 


Systolic  pressure 

134 . 40 

±3.78 

127.12 

±4.16 

-7.28 

± 2.78 

Yes 

P < 0.05 

(mm.  Hg) 

Diastolic  pressure 

81.84 

±1.43 

78.20 

±1.93 

-3.64 

±1.68 

Yes 

P <0.05 

(mm.  Hg) 

pH 

7.338  ± 0.009 

7.299 

±0.010 

-0.039  ± O.Cll 

Yes 

P <0.01 

Pa02  (mm.  Hg) 

79.89 

±2.12 

87.88 

± 5.07 

+ 7.97 

±4.78 

None 

PaCOj  (mm.  Hg) 

38.43 

±1.30 

41.36 

±1.70 

+ 2.83 

±1.12 

Yes 

P < 0.05 
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cinylcholine  were  used  in  50  endoscopies.® 
Conditions  were  usually  satisfactory,  but  in  3 
cases  the  procedure  had  to  be  interrupted  to 
permit  artificial  respiration. 

In  the  Roswell  Park  Memorial  Institute,  pre- 
oxygenation and  complete  apnea  following  thio- 
pental sodium  and  succinylcholine  has  been  the 
technic  most  commonly  used  for  general  anesthesia 
of  bronchoscopy  in  the  past.  The  apneic  period 
during  which  bronchoscopy  had  to  be  completed 
was  limited  to  three  minutes  which  was  frequently 
too  short.  It  also  required  the  constant  attendance 
of  a skilled  anesthetist. 

Cuirass  and  wraparound  respirators.  Cuirass 
and  wraparound  respirators  have  been  used  in  the 
past  to  provide  artificial  respiration  during  general 
anesthesia,  but  the  application  to  the  body  of  the 
patient  is  complicated  and  frightening  to  the  pa- 
tient.^® 

Insufflation.  Endobronchial  insufflation  of 
high  flow  of  oxygen  for  the  oxygenation  of  apneic 
patients  was  formerly  thought  to  be  feasible  and 
useful  for  bronchoscopy.  HolmdahP®  and 
Zeitlin,  Short,  and  Fielding, however,  demon- 
strated that  accumulation  of  carbon  dioxide  still 
occurred  during  insufflation  anesthesia.  Clearly, 
this  technic  of  insufflation  is  dangerous  for  pa- 
tients with  chronic  lung  disease. 

Ventilating  attachment.  Recently,  various 
types  of  ventilating  attachments  for  the  broncho- 
scope have  been  introduced  with  satisfactory  re- 
sults.These  methods,  however,  depend 
on  special  equipment  and  expert  handling  of  the 
anesthesia  by  tbe  anesthetist. 

All  these  methods  of  general  anesthesia  can  be 
satisfactory  provided  a skilled  anesthetist  is  in 
constant  attendance  to  monitor  the  depth  of  anes- 
thesia and  the  need  for  artificial  respiration. 

Ideally,  general  anesthesia  for  bronchoscopy 
should  be  safe,  uncomplicated,  prompt  in  effect, 
and  rapidly  reversible. , Diazepam  appears  to  ful- 
fill all  of  the  previously  mentioned  criteria  to 
some  extent.  The  only  serious  complication  in 
more  than  200  administrations  during  bronchos- 
copy was  bronchospasm  which  occurred  in  a pa- 
tient who  had  severe  chronic  bronchitis. 

As  used  in  the  present  study,  diazepam  admin- 
istration appears  to  be  remarkably  safe.  Three 
patients  who  required  constant  oxygen  therapy 
for  survival  tolerated  the  drug  well.  The  data 
show  that  there  was  a slight  respiratory  depressant 
effect  of  diazepam,  but  this  was  considered  negli- 
gible clinically.  The  intravenous  route  of  admin- 
istration was  advantageous  because  its  peak  ef- 
fect occurred  in  two  to  three  minutes  and  appeared 
to  be  over  after  about  thirty  minutes.  This  study 
shows  that  diazepam  is  worthy  of  consideration  as 
an  intravenous  supplement  to  topical  anesthesia 
for  facilitating  bronchoscopy  and  making  this 
diagnostic  procedure  more  acceptable  to  patients. 


It  should  be  noted,  however,  that  in  2 instances 
the  patient  became  delirious  after  administration 
of  diazepam,  and  bronchoscopy  was  performed 
with  difficulty.  It  appears  that  young  muscular 
patients  tend  to  react  in  a variable  manner  to 
diazepam,  and  they  may  require  larger  doses  of 
premedication  or  a more  potent  anesthetic  drug 
than  diazepam. 

Summary 

Diazepam  as  an  anesthetic  agent  for  bronchos- 
copy was  evaluated. 

Diazepam  caused  a slight  drop  in  the  blood 
pressure  and  arterial  blood  pH  and  a slight  rise 
in  arterial  carbon  dioxide  tension,  but  these 
changes  were  clinically  insignificant. 

Administration  of  diazepam  was  well  tolerated 
by  poor-risk  patients  with  marked  dyspnea;  how- 
ever, caution  is  advised  when  it  is  used  in  young 
and  muscular  patients  since  they  tend  to  react  in 
a variable  manner. 

Generally,  diazepam  provided  satisfactory  anes- 
thesia for  bronchoscopy. 

Acknowledgment:  The  authors  wish  to  thank  Mr.  James 
Ewing  for  his  excellent  technical  assistance  in  blood  gas  anal- 
ysis. 
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Fourteen  of  32  hospitalized  patients  with  first  dorsal 
interosseous  muscle  atrophy  were  found  to  have 
known  clinically  overt  diabetes  mellitus.  The 
mean  two-  and  three-hour  blood  glucose  concentra- 
tions were  significantly  elevated  in  the  remaining 
18  patients  when  compared  to  the  levels  in  27  pa- 
tients matched  for  age  and  sex  who  did  not  exhibit 
clinically  observable  atrophy  of  the  first  interos- 
seous muscle.  These  findings  suggest  that  first 
dorsal  interosseous  muscle  atrophy  is  a useful  clini- 
cal sign  for  the  detection  of  patients  with  impaired 
glucose  tolerance. 
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Atrophy  of  the  first  dorsal  interosseous  muscle 
as  a clinical  sign  of  diabetes  mellitus  has  received 
little  attention  (Fig.  1).  Over  a sixteen-month 
period,  4 patients  who  were  referred  to  the  rheu- 
matology division  because  of  weakness  and  for 
pain  in  the  hands  diagnosed  as  “arthritis”  were 
noted  to  have  atrophy  of  the  first  dorsal  interos- 
seous muscle.  Two  were  known  to  have  diabetes 


FIGURE  1.  Bilateral  first  dorsal  interosseous  muscle 
atrophy. 


mellitus  and  2 had  abnormal  glucose  tolerance 
which  was  subsequently  detected.  This  study 
was  initiated  to  ascertain  whether  first  dorsal 
interosseous  muscle  atrophy  was  indeed  a physical 
manifestation  of  diabetes  mellitus. 

The  hands  of  medical  and  surgical  inpatients 
were  examined  by  two  independent  examiners. 
No  history  was  obtained  until  after  the  patients’ 
hands  were  evaluated  for  the  presence  of  clinically 
observable  first  dorsal  interosseous  atrophy.  Pa- 
tients with  arthritis  and  neuromuscular  disease 
were  then  excluded  from  the  study.  After  careful 
evaluation  of  the  patient’s  past  medical  history, 
three-hour  oral  glucose  tests  were  performed  on  all 
patients  with  first  dorsal  interosseous  muscle 
atrophy  who  did  not  have  previously  established 
diabetes  mellitus.  Three-hour  oral  glucose  toler- 
ance tests  were  also  performed  on  a group  of  inpa- 
tients who  did  not  have  clinically  observable  first 
dorsal  interosseous  muscle  atrophy  or  known  dia- 
betes mellitus.  These  patients  served  as  controls 
and  were  matched  for  age  and  sex  with  patients 
who  had  atrophy. 

Procedure 

Patients  were  given  a diet  containing  at  least 
150  Gm.  of  carbohydrate  per  day  for  three  days 
preceding  the  test.  Venous  blood  samples  were 
then  obtained  after  an  overnight  fast  and  at  30,  60, 
120,  and  180  minutes  after  administration  of  100 
Gm.  of  glucose  by  mouth.  Blood  samples  were 
collected  in  fluoride-containing  vacuum  tubes. 
Blood  glucose  levels  were  determined  on  a Tech- 
nicon  Auto-analyzer  by  the  Hoffman  modification 
of  the  Nelson-Somogyi  method  (normal  range 
75  to  115  mg.  per  100  ml.). 

Results 

Thirty-two  bedridden  or  semi-ambulatory  pa- 
tients, 16  men  and  16  women,  exhibited  first  dorsal 
interosseous  muscle  atrophy.  Of  this  group,  14 
patients  with  an  average  age  of  69.5  years,  group  1, 
were  found  to  have  had  previously  established 
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TABLE  1.  First  dorsal  interosseous  atrophy  with  previously 
diagnosed  diabetes  mellitus  in  14  patients  (group  1) 


Sex 

Age 

Major  Diagnosis 

Fasting 
Blood 
Glucose 
(mg.  per 
100  ml.) 

F 

75 

Diabetic  neuropathy 

100-600 

M 

71 

Arteriosclerotic  heart  disease; 

158-214 

congestive  heart  failure 

F 

47 

Diabetes;  keto-acidosis 

395 

M 

54 

Chronic  renal  disease 

94-320 

F 

76 

Rheumatic  heart  disease 

120-246 

M 

46 

Diabetes  mellitus;  gangrene 

180-402 

F 

79 

Fracture  of  femur 

70-254 

F 

72 

Fracture  of  hip 

74-258 

F 

51 

Hemarthrosis 

166-376 

M 

86 

Arteriosclerotic  heart  disease; 

250 

hyp>ertension 

F 

65 

Acute  myocardial  infarction 

252-310 

M 

85 

tjlcer  of  toe 

138-172 

M 

65 

Arteriosclerosis  obliterans 

114-190 

M 

85 

Diabetes  mellitus;  gangrene 

110-405 

Mean 

69.5 

diabetes  mellitus  (Table  I).  The  remaining  18 
patients,  whose  average  age  was  77.8  years,  group 
2,  had  no  previous  history  of  diabetes  mellitus 
(Table  II).  Three-hour  oral  glucose  tolerance  tests 
performed  in  these  18  patients  from  15  to  105  days 
(median:  24)  after  admission  revealed  the  follow- 
ing mean  blood  glucose  levels:  fasting,  106;  one- 
half  hour,  152;  one  hour,  195;  two  hours,  211;  and 
three  hours,  175  mg.  per  100  ml. 

The  control  group,  group  3,  consisted  of  27  bed- 
ridden or  semi-ambulatory  patients,  12  men  and 
15  women  with  an  average  age  of  74.5  years,  with- 
out first  dorsal  interosseous  muscle  atrophy  (Table 
III).  The  mean  blood  glucose  values  for  the  three - 
hour  oral  glucose  tolerance  tests  performed  three 
to  forty-one  days  (median  13.5)  after  hospitaliza- 
tion in  these  patients  were:  fasting,  102;  one-half 


hour,  157;  one  hour,  191;  two  hours,  177;  and  three 
hours,  140  mg.  per  100  ml.  (Fig.  2). 

The  mean  two-  and  three-hour  blood  sugar  levels 
of  patients  with  clinically  apparent  first  dorsal 
interosseous  atrophy  without  previously  estab- 
lished diabetes  mellitus  were  elevated  significantly 
(to  below  the  0.02  level  employing  the  T test  of  the 
means)  above  the  control  group.  No  significant 
(t  greater  than  0.20)  differences  were  noted  in  the 
fasting,  one-half,  and  one-hour  blood  glucose 
levels  (Table  IV). 

The  two-  and  three-hour  blood  sugar  concentra- 
tions in  patients  with  and  without  interosseous 
atrophy  were  considerably  higher  than  accepted 
normal  values.  This  abnormality  was  attributed 
to  the  high  mean  age  of  the  groups  studied. 

Analysis  of  the  results  of  the  glucose  tolerance 
tests  revealed  that  two-hour  blood  glucose  levels 
in  patients  in  group  2 were  significantly  elevated 
over  group  3 at  the  180  and  190  mg.  per  100  ml. 
levels  (Table  V).  The  three-hour  blood  glucose 
levels  were  significantly  elevated  in  group  2 pa- 
tients when  compared  with  controls  (group  3)  at 
160,  170,  180,  and  190  mg.  per  1(K)  ml.  (Table  VI). 

Comment 

Neuropathy  is  a well-recognized  complication  of 
diabetes  mellitus  and  may,  at  times,  antedate  the 
onset  of  recognizable  disease. The  most  com- 
monly described  manifestations  of  diabetic 
neuropathy  are  pain,  paresthesia,  and  impairment 
of  vibratory  sense.  Muscle  weakness  and  atrophy 
have  received  little  attention  and  have  generally 
been  considered  to  be  secondary  to  neuropa- 
thy.^’'* However,  the  majority  of  our  patients  with 
first  dorsal  interosseous  atrophy  and  without  a 
previous  history  of  diabetes  mellitus  bad  normal 


TABLE  II.  First  dorsal  interosseous  atrophy  without  previously  diagnosed  diabetes  mellitus  in  18  patients  (group  2) 


Blood  Glucose  (mg.  per  100  ml.) 


Sex 

Age 

Major  Diagnosis 

Fasting 

V2  hr. 

1 hr. 

2 hr. 

3 hr. 

F 

75 

ASHD;*  congestive  heart  failure 

104 

138 

172 

201 

131 

M 

69 

Chronic  obstructive  lung  disease 

83 

184 

297 

248 

112 

F 

72 

ASHD;  rt.  subclavian  artery 
occlusion 

95 

131 

182 

215 

126 

M 

92 

Chronic  brain  syndrome 

98 

128 

171 

198 

212 

M 

78 

Rt.  hip  fracture 

136 

185 

242 

295 

279 

F 

88 

Rt.  hip  fracture 

181 

195 

243 

280 

328 

F 

73 

Pleural  effusion 

100 

195 

271 

288 

165 

F 

75 

ASHD 

142 

188 

247 

284 

257 

F 

67 

Rt.  cerebral  thrombosis 

97 

132 

189 

212 

210 

F 

79 

Adenocarcinoma  of  colon 

85 

105 

118 

197 

214 

M 

86 

Acute  myocardial  infarction 

100 

149 

147 

178 

154 

F 

84 

Acute  subendocardial  infarction 

62 

124 

174 

180 

181 

F 

88 

ASHD;  congestive  heart  failure 

109 

140 

167 

202 

147 

M 

72 

Generalized  arteriosclerosis; 
below-knee  amputation 

83 

132 

138 

114 

75 

M 

82 

Carcinomatosis 

101 

159 

149 

140 

122 

M 

80 

Pulmonary  embolus 

116 

154 

191 

217 

162 

M 

70 

Hiatus  hernia 

98 

231 

147 

82 

M 

72 

Acute  myocardial  infarction 

113 

179 

202 

185 

M FANS 

77.7 

106 

152 

195 

211 

175 

♦ ASHD  — arteriosclerotic  heart  disease 
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TABLE  III.  Controls,  group  3.  Twenty-seven  patients  with  no  first  dorsal  interosseous  atrophy 


- — Blood  Glucose  (mg.  per  100  ml.)- 


Sex 

Age 

Major  Diagnosis 

Fasting 

'/2  hr. 

1 hr. 

2 hr. 

3 hr. 

F 

72 

ASHD;*  congestive  heart 
failure 

140 

202 

237 

205 

153 

F 

76 

Lower  left  quadrant  mass 

128 

257 

194 

147 

F 

68 

Decubitus  ulcers 

124 

136 

133 

178 

182 

F 

71 

Cholelithiasis 

182 

116 

140 

163 

167 

F 

82 

Metastatic  carcinoma 

78 

92 

102 

112 

100 

F 

71 

Pulmonary  embolus 

91 

153 

179 

160 

158 

M 

75 

ASHD;  congestive  heart 
failure 

108 

134 

190 

249 

256 

M 

77 

Fracture  of  hip 

89 

163 

198 

195 

121 

M 

72 

Cerebral  thrombosis 

115 

196 

2.50 

243 

188 

M 

70 

ASHD;  congestive  heart 
failure 

120 

250 

287 

223 

128 

M 

68 

ASHD;  congestive  heart 
failure 

102 

147 

181 

171 

112 

M 

81 

ASHD;  congestive  heart 
failure 

105 

162 

186 

175 

132 

F 

79 

Iliac  artery  aneurysms 

92 

189 

257 

221 

178 

F 

70 

Perforated  ileum 

93 

197 

215 

247 

127 

F 

83 

Fracture  of  ilium 

94 

197 

265 

169 

113 

F 

70 

Possible  intestinal  obstruction 

90 

162 

151 

139 

112 

M 

84 

Appendicitis 

83 

161 

192 

173 

118 

M 

79 

Pancreatitis 

86 

144 

160 

165 

118 

F 

83 

Rectal  bleeding 

97 

166 

189 

143 

127 

F 

91 

Fracture  of  rt.  hip 

90 

155 

192 

144 

158 

M 

64 

Rt.  inguinal  hernia 

98 

142 

118 

111 

77 

F 

66 

Rheumatic  heart  disease 

90 

126 

127 

136 

108 

M 

73 

Acute  myocardial  infarction 

100 

119 

154 

174 

127 

F 

70 

Acute  myocardial  infarction 

70 

154 

149 

117 

64 

M 

61 

Acute  myocardial  infarction 

92 

144 

185 

147 

121 

F 

70 

Acute  bronchitis 

89 

127 

171 

164 

114 

F 

83 

Rt.  cei'ebral  thrombosis 

102 

106 

172 

249 

272 

Means 

74.5 

102 

157 

191 

177 

140 

♦ ASHD  = arteriosclerotic  heart  disease. 


TABLE  IV.  T test  between  means 


Time  (hours) 

t 

df 

P 

Fasting 

0.8 

45 

>0.20 

V2 

0.09 

42 

>0.20 

1 

0.7 

45 

>0.20 

2 

2.6 

45 

<0.02 

3 

2.5 

45 

<0.02 

TABLE  V.  Two-hour  blood  glucose  levels 

in  18  patients 

with  interosseous  atrophy  without  previously  known  dia- 

betes  mellitus  compared  to  27  patients  without 

interosseous  atrophy 

Two-Hour 

T test 

Blood 

Group  II 

Group  III 

between 

Glucose 

(Number 

(Number 

means 

(mg.  per 

of 

of 

(Yates 

100  ml.) 

patients) 

patients) 

Correction) 

>160 

15 

19 

<0.5 

>170 

15 

14 

<0.1 

>180 

14 

9 

<0.02 

>190 

13 

9 

<0.05 

sensation,  position,  and  vibratory  sense. 

Although  weakness  and  wasting  of  the  quadri- 
ceps muscles  were  commonly  seen  in  the  series  of 
patients  with  diabetic  neuropathy  reported  by 


TABLE  VI.  Three-hour  blood  glucose  levels  in  18  patients 
with  interosseous  atrophy  without  previously  known  diabetes 
mellitus  compared  to  27  patients  without 
interosseous  atrophy 


Three-Hour 
Blood 
Glucose 
(mg.  per 
100  ml.) 

Group  II 
(Number 
of 

patients) 

Group  III 
(Number 
of 

patients') 

T test 
between 
means 
(Yates 
Correction) 

>160 

10 

6 

<0.05 

>170 

8 

5 

<0.001 

>180 

8 

4 

<0.001 

>190 

6 

2 

<0.001 

Hirson  and  Feinman,^  abnormalities  in  the  small 
hand  muscles  were  noted  in  only  4 of  57  patients. 
Garland  and  Taverner^  and  Locke,  Lawrence,  and 
Legg,®  have  described  a clinical  syndrome  consist- 
ing of  bilateral,  asymmetric,  proximal  weakness  of 
the  lower  extremities  associated  with  anterior  thigh 
pain,  myalgia,  muscle  wasting,  and  weight  loss. 
These  abnormalities  were  found  most  commonly 
in  elderly  diabetic  men.  Ellenberg^  reported 
interosseous  atrophy  in  a group  of  hospital  and 
ambulatory  office  patients  with  diabetes  mellitus. 

Previous  reports  of  wasting  of  the  interosseous 
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INTEROSSEOUS  ATROPHY  WITHOUT  PREVIOUSLY 

KNOWN  DIABETES  MELLITUS 

CONTROL  GROUP  WITHOUT  INTEROSSEOUS  ATROPHY 

FIGURE  2.  Mean  values  for  three-hour  oral  glucose 
tolerance  tests. 


muscles  of  the  hands  have  been  reported  in  dia- 
betic patients  with  obvious  or  far-advanced  dia- 
betic neuropathy. None  had  described  interos- 
seous atrophy  as  a diagnostic  clue  or  early  mani- 
festation of  altered  glucose  tolerance.  On  examin- 
ing the  results  of  the  glucose  tolerance  tests  in  our 
study,  it  is  apparent  that  the  two-  and  three-hour 
blood  sugar  levels  in  patients  with  and  without 
interosseous  atrophy  are  considerably  higher  than 
accepted  normal  values.  The  commonly  used 
criteria  of  Conn  and  Fajans®  were  derived  from  an 
ambulatory  and  apparently  healthy  population, 
in  contrast  to  the  elderly,  hospital  population 
reported  in  this  study.  Previous  studies  of  glucose 
tolerance  in  older  individuals  have  indicated  that 
blood  sugar  values  following  glucose  loading  rise 
progressively  with  aging.®  One-hour  blood  glucose 
values  rose  approximately  13  mg.  per  100  ml.  for 
each  decade  of  adult  life  in  a study  of  2,983  resi- 
dents of  Tecumseh,  Michigan.^®  Others  have 
shown  that  glucose  tolerance  is  further  decreased 
in  sick,  hospital  patients. “ 

In  our  study,  significant  differences  were  noted 
in  the  mean  glucose  tolerance  test  values  in  pa- 
tients with  and  without  interosseous  atrophy  who 
had  no  previous  history  of  diabetes  mellitus. 

Since  no  satisfactory  standards  for  oral  glucose 
tolerance  tests  in  the  elderly  are  available,  we 
compared  the  levels  of  blood  glucose  in  patients 
with  interosseous  atrophy  and  without  a previous 
history  of  diabetes  mellitus  (group  2)  to  those  of 
controls  (group  3). 


The  median  hospital  stay  at  the  time  the  glucose 
tolerance  test  was  performed  for  patients  in  group 
2 was  twenty-four  days  as  compared  with  thirteen 
days  for  patients  in  group  3.  No  attempt  was 
made  to  match  patients  for  duration  of  hospital 
stay.  However,  in  retrospect,  both  groups  were 
well  matched  as  to  age  and  major  diagnosis  and 
severity  of  illness. 

Our  findings  indicate  that  a large  proportion  of 
patients  with  first  dorsal  interosseous  muscle 
atrophy  have  overt  diabetes  mellitus.  In  addition, 
decreased  glucose  tolerance  has  been  noted  in  a 
significant  number  of  patients  with  first  dorsal 
interosseous  muscle  atrophy  who  had  no  previous 
history  of  diabetes  mellitus.  The  equation  of  this 
abnormality  in  glucose  tolerance  with  diabetes  or  a 
prediabetic  state  awaits  a careful  follow-up  of  this 
group  of  patients.  The  observation  of  atrophy  of 
the  first  dorsal  interosseous  muscle  should  alert 
the  physician  to  the  possibility  of  diabetes  mellitus 
or  an  abnormality  in  glucose  tolerance.  K overt 
diabetes  mellitus  is  not  present,  glucose  tolerance 
testing  should  be  carried  out  in  patients  with  this 
clinical  sign. 
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Osteogenic  sarcoma,  central  type,  is  defined  as  a 

Presented  at  the  164th  Annual  Meeting  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  New  York  City,  Section  on  Ortho- 
pedic Surgery,  February  9,  1970. 


One  hundred  forty-five  consecutive  cases  of  central 
type  osteogenic  sarcoma  in  patients  under  age 
twenty-one  were  analyzed.  All  patients  included 
had  operable  lesiorus  in  the  long  bones  of  the  extrem- 
ities. Age  and  site  of  tumor  were  found  to  affect  the 
time  of  onset  of  pulmonary  metastasis,  but  not  the 
eventual  course  of  the  disease.  The  over-all  five- 
year  survival  rate  was  17.4  per  cent,  but  when  metas- 
tasis occurred,  it  was  usually  within  two  years  of 
surgery. 


malignant  spindle-cell  tumor  beginning  within  the 
bone  which  resembles  fibrosarcoma  except  that  the 
malignant  cells  are  elaborating  membrane-type 
tumor  bone.* 

In  a recent  study  at  Memorial  Hospital  a series 
of  145  consecutive  cases  of  the  central  type  of  osteo- 
genic sarcoma  was  examined.  The  patients 
studied  were  under  twenty-one  years  of  age  with 
operable  lesions  in  the  long  bones  of  the  extremi- 
ties. 

Materials 

Tables  I and  II  give  a complete  listing  of  the 
data.  Table  I consists  of  the  121  patients  who  were 


TABLE  I.  Patients  with  pulmonary  metastasis 


Last 


Pre-  Pre- 


Negative 

to  First  Disease-  Death 


Age 


operative  operative  Positive 

Duration  Radiation  Date  of  X-ray 


Free  After 

Interval  Metastasis 


Case 

Race 

Sex 

(Years) 

Site  of  Tumor 

(Months) 

(1,000  r) 

Surgery 

(Months) 

(Months) 

(Months) 

1 

w 

F 

14 

Upper  tibia 

1.5 

0.0 

3 30  49 

5.9 

5.7 

1.6 

2 

w 

M 

12 

Lower  femur 

2.0 

0.0 

9 26  49 

3.7 

7.9 

4.3 

3 

w 

M 

14 

Lower  femur 

3.0 

0.0 

10  24  49 

2.4 

7.2 

3.5 

4 

w 

M 

16 

Lower  femur 

1.0 

0.0 

3 15  50 

3.0 

6.0 

10.5 

5 

w 

M 

16 

Lower  femur 

2.0 

0.0 

7 24  50 

6.9 

6.8 

0.0 

6 

w 

M 

19 

Upper  tibia 

1.5 

0.0 

9 28  50 

7.6 

7.4 

1.4 

7 

w 

M 

15 

Upper  tibia 

1.0 

0.0 

12  28  50 

49.6 

49.6 

0.0 

8 

w 

M 

11 

Lower  femur 

6.0 

0.0 

1 22  51 

10.8 

10.8 

4.3 

9 

w 

M 

10 

Lower  femur 

1.5 

6.0 

2 15  51 

12.7 

18.4 

1.0 

10 

w 

F 

17 

Lower  femur 

2.0 

4.7 

4 30  51 

21.4 

21.6 

13.2 

11 

w 

F 

18 

Upper  femur 

3.5 

0.0 

5 21  51 

7.8 

7.6 

0.8 

12 

w 

F 

15 

Lower  femur 

1.5 

8.0 

6 14  51 

6.0 

8.7 

6.6 

13 

w 

F 

12 

Upper  tibia 

2.0 

10  0 

7 12  51 

13.5 

67.0 

11.5 

14 

w 

F 

9 

Upper  tibia 

1.0 

10.0 

9 13  51 

2.7 

9.2 

8.0 

15 

w 

F 

11 

Upper  tibia 

1.0 

10.0 

9 17  51 

12.0 

11.5 

2.1 

16 

w 

F 

5 

Lower  femur 

3 5 

3.6 

11  19  51 

0.5 

11.1 

1.2 

17 

w 

F 

7 

Lower  femur 

1.0 

6.0 

11  26  51 

0.5 

0.4 

9.4 

18 

w 

F 

10 

Lower  tibia 

1.0 

12.0 

1 7 52 

15.1 

15.1 

7.2 

19 

w 

F 

9 

Upper  tibia 

5.0 

12.0 

4 14  52 

3.2 

3.1 

1.4 

20 

w 

M 

9 

Lower  femur 

0.5 

12.0 

9 8 52 

22.4 

22.0 

3.4 

21 

w 

F 

10 

Lower  femur 

0.0 

0.0 

12  4 52 

10.3 

10.3 

58.6 

22 

w 

F 

11 

Lower  femur 

3.5 

10.0 

12  29  52 

13.3 

12.9 

0.8 

23 

w 

M 

11 

Lower  femur 

2.0 

12.0 

1 12  53 

5.1 

11.7 

11.0 

24 

w 

M 

17 

Lower  femur 

1.5 

0.0 

1 19  53 

9.5 

9.5 

0.0 

25 

w 

F 

12 

Lower  femur 

3.0 

13.0 

4 6 53 

1.4 

1.3 

2.5 

26 

w 

M 

8 

Lower  femur 

6.0 

12.0 

4 27  53 

7.2 

7.2 

0.0 

27 

w 

F 

19 

Lower  femur 

3.0 

0.0 

9 9 53 

11.7 

12.0 

10.2 

28 

w 

M 

16 

Lower  femur 

1.0 

0.0 

9 16  53 

15.4 

15.2 

6.9 

29 

w 

F 

10 

Lower  femur 

3.0 

10.0 

10  22  53 

15.5 

14.8 

0.0 

30 

w 

F 

17 

Upper  humerus 

3.0 

0.0 

11  12  53 

12.8 

10.7 

1.0 

31 

w 

F 

14 

Lower  femur 

2.0 

10.0 

12  24  53 

5.8 

5.7 

1.5 

32 

w 

F 

12 

Upper  femur 

1.0 

0.0 

3 24  54 

7.5 

7.5 

5.9 

33 

w 

M 

11 

Lower  femur 

2.0 

0.0 

6 7 54 

2.7 

3.2 

1.4 

34 

w 

M 

9 

Lower  femur 

2.0 

6.0 

9 15  54 

4.0 

4.0 

13.7 

35 

w 

M 

13 

Lower  femur 

1.5 

0.0 

12  16  54 

4.0 

3.9 

7.9 

36 

w 

M 

17 

Upper  tibia 

1.0 

0.0 

1 27  55 

7.5 

7.4 

3.3 

(TABLE  I.  continued) 
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TABLE  I.  continued 


Case 

Race 

Sex 

Age 

(Years) 

Site  of  Tumor 

Pre- 

operative 

Duration 

(Months) 

Pre- 
operative 
Radiation 
(1,000  r) 

Date  of 
Surgery 

Last 

Negative 
to  First 
Positive 
X-ray 
(Months) 

Disease- 

Free 

Interval 

(Months) 

Death 

After 

Metastasis 

(Months) 

37 

W 

F 

15 

Lower  femur 

12.0 

0.0 

2 

21 

55 

1.9 

6.8 

0.0 

38 

W 

M 

7 

Lower  femur 

0.3 

0.0 

5 

9 

55 

2.5 

2.2 

1.4 

39 

W 

F 

11 

Upper  tibia 

2.0 

0.0 

6 

23 

55 

6.2 

6.7 

46.3 

40 

W 

M 

18 

Lower  femur 

1.0 

0.0 

7 

28 

55 

4.6 

5.0 

14.3 

41 

W 

F 

9 

Upper  humerus 

1.0 

0.0 

8 

4 

55 

10.8 

10,5 

2.1 

42 

W 

M 

14 

Upper  tibia 

1.0 

10.0 

12 

19 

55 

4.6 

4.4 

4.0 

43 

w 

F 

16 

Upper  tibia 

6.0 

0.0 

3 

7 

56 

34.0 

37.7 

1.3 

44 

w 

M 

17 

Lower  femur 

6.0 

7.5 

5 

3 

56 

5.5 

5.4 

9.6 

45 

w 

M 

11 

Lower  femur 

5.0 

10.0 

5 

24 

56 

8.0 

8.6 

4.1 

46 

w 

M 

4 

Upper  fibula 

1.0 

12.0 

6 

28 

56 

6,6 

6.3 

1.9 

47 

w 

M 

13 

Lower  femur 

1.0 

12.0 

9 

26 

56 

4.2 

8.3 

4.0 

48 

w 

M 

10 

Upper  tibia 

4 0 

13.8 

12 

11 

56 

0.5 

0.1 

4.6 

49 

w 

M 

17 

Lower  femur 

3.0 

0.0 

3 

25 

57 

11.3 

11.3 

5.2 

50 

w 

F 

17 

Upper  humerus 

0.8 

10.0 

7 

22 

57 

.56.4 

56.2 

19.8 

51 

w 

M 

13 

Upper  tibia 

1.0 

0.0 

7 

31 

57 

6.4 

6.4 

0.0 

52 

w 

M 

16 

Lower  femur 

0.8 

16.0 

10 

21 

57 

11,0 

10.9 

3.2 

53 

w 

M 

19 

Upper  humerus 

9.0 

1.6 

11 

7 

57 

2.4 

2.3 

2,8 

54 

w 

M 

16 

Upper  femur 

27.0 

0.0 

12 

16 

57 

20.9 

24.7 

0.0 

55 

w 

M 

11 

Lower  femur 

3.0 

0.0 

3 

4 

58 

4,9 

4.9 

3.0 

56 

w 

F 

6 

Lower  femur 

1.5 

1.5 

4 

16 

58 

0.3 

0.3 

2.0 

57 

w 

M 

11 

Upper  humerus 

2.0 

0.0 

5 

28 

58 

11.8 

11.8 

7.4 

58 

w 

F 

13 

Upper  femur 

4.0 

0.0 

6 

12 

58 

10.4 

10.1 

0.0 

59 

w 

M 

13 

Lower  femur 

2.0 

11.5 

7 

14 

58 

3.2 

2.8 

0.7 

60 

N 

M 

11 

Lower  femur 

3.0 

0.0 

8 

14 

58 

8.5 

8.5 

7.9 

61 

w 

M 

18 

Lower  femur 

1.0 

5.0 

10 

2 

58 

6.0 

6.0 

0.0 

62 

w 

M 

20 

Upper  humerus 

2.0 

12.5 

12 

1 

58 

8.6 

8.6 

5.2 

63 

w 

M 

20 

Upper  tibia 

2.0 

0.0 

4 

13 

59 

13,4 

13,2 

6.2 

64 

w 

F 

5 

Upper  fibula 

1.0 

0.0 

4 

13 

59 

3.3 

4.9 

1.3 

65 

N 

F 

14 

Lower  femur 

0.0 

0.0 

5 

11 

59 

5.7 

5.7 

0.0 

66 

w 

F 

18 

Upper  humerus 

2.0 

0.0 

5 

20 

59 

7.5 

7.3 

8.5 

67 

w 

M 

14 

Lower  femur 

2.0 

10.0 

6 

25 

59 

1.8 

1.6 

2.7 

68 

w 

F 

6 

Lower  femur 

1.0 

6.0 

6 

29 

59 

5.5 

5.5 

2.6 

69 

w 

F 

12 

Upper  humerus 

0.0 

0.0 

8 

17 

59 

3.6 

3.6 

0.0 

70 

w 

M 

12 

Upper  tibia 

2.0 

10.0 

9 

24 

59 

17.9 

17.4 

2.3 

71 

w 

M 

19 

Lower  femur 

2.0 

0.0 

11 

4 

59 

16.2 

16.2 

4.3 

72 

w 

M 

20 

Lower  femur 

1.0 

9.4 

11 

12 

59 

6.7 

16.7 

4.9 

73 

w 

F 

3 

Lower  femur 

0.3 

9.5 

11 

23 

59 

4.5 

4.8 

9.1 

74 

N 

F 

17 

Upper  femur 

5.0 

2.8 

4 

21 

60 

0.8 

0.7 

0.8 

75 

w 

M 

15 

Lower  femur 

5.0 

11.5 

5 

9 

60 

1.2 

0.7 

2.9 

76 

w 

F 

8 

Lower  femur 

0.0 

10.0 

5 

26 

60 

0.7 

0.7 

14.2 

77 

w 

F 

12 

Lower  tibia 

3.0 

10.0 

7 

6 

60 

25.8 

26.3 

4.9 

78 

w 

M 

17 

Upper  tibia 

1.5 

9.6 

7 

7 

60 

13,7 

14.1 

0.0 

79 

w 

F 

14 

Lower  femur 

1.5 

10.0 

8 

18 

60 

7.2 

7.0 

0.0 

80 

w 

M 

20 

Upper  tibia 

0.5 

0.0 

8 

29 

60 

7.4 

7.4 

11.0 

81 

w 

F 

13 

Upper  humerus 

3.0 

11.7 

10 

6 

60 

5.4 

5.1 

3.3 

82 

w 

F 

15 

Lower  femur 

4.0 

0.0 

2 

20 

61 

2.6 

3.0 

15.0 

83 

w 

F 

20 

Upper  femur 

3.0 

0.0 

5 

22 

61 

1.8 

1.7 

2.0 

84 

w 

M 

7 

Lower  femur 

4.0 

8.0 

5 

29 

61 

2.4 

3.1 

0.0 

85 

w 

M 

16 

Lower  femur 

1.5 

12.0 

6 

5 

61 

20.9 

21,3 

0.0 

86 

w 

F 

14 

Lower  femur 

2.0 

10  0 

7 

27 

61 

8.7 

8.7 

0.0 

87 

w 

F 

9 

Upper  femur 

2.0 

0.0 

9 

7 

61 

4.6 

4.3 

1.3 

88 

w 

F 

5 

Lower  femur 

1.0 

10.0 

10 

30 

61 

3.5 

3.5 

4.0 

89 

w 

M 

20 

Upper  humerus 

2.0 

0.0 

2 

14 

62 

10.4 

9.9 

0.0 

90 

w 

F 

16 

Lower  femur 

2.5 

11.0 

3 

8 

62 

3.6 

3.2 

3.9 

91 

w 

F 

20 

Lower  femur 

9.0 

12.0 

6 

18 

62 

3,0 

3,0 

4.2 

92 

w 

F 

13 

Upper  femur 

6.0 

6.2 

7 

15 

62 

9.0 

9.0 

0.0 

93 

w 

F 

15 

Upper  fibula 

2.0 

12.0 

9 

10 

62 

14.3 

13.9 

0.0 

94 

w 

M 

7 

Upper  humerus 

0.8 

0.0 

9 

18 

62 

2.8 

2.7 

1.9 

95 

w 

F 

13 

Lower  femur 

1.0 

12.0 

9 

27 

62 

12.8 

12,8 

0.0 

96 

w 

M 

18 

Upper  humerus 

3.0 

0.0 

10 

1 

62 

4.6 

4.6 

9.3 

97 

w 

M 

17 

Upper  femur 

4.0 

0.0 

10 

11 

62 

1.3 

1.3 

1.5 

98 

N 

M 

13 

Upper  tibia 

3.0 

12.0 

11 

8 

62 

1.3 

1.1 

11.1 

99 

w 

M 

18 

Lower  ulna 

2.5 

10.0 

12 

3 

62 

19  8 

19.8 

0.0 

100 

w 

M 

8 

Upper  humerus 

1.0 

6.0 

12 

3 

62 

2.8 

6,5 

6.5 

101 

w 

M 

12 

I,.ower  femur 

2.0 

12.0 

12 

6 

62 

6.0 

6.3 

1.9 

102 

w 

M 

15 

Upper  tibia 

1.0 

13.3 

1 

28 

63 

9.9 

9.5 

0.9 

103 

w 

M 

7 

Upper  tibia 

2.5 

0.0 

2 

10 

63 

2.0 

4.2 

5.7 

104 

w 

M 

12 

Lower  tibia 

2.0 

12.0 

4 

24 

63 

7.9 

7.7 

12.9 

105 

w 

F 

10 

Lower  femur 

2.0 

13.0 

6 

17 

63 

4.6 

4.2 

4.0 

106 

N 

F 

9 

Lower  femur 

1.0 

0.0 

6 

24 

63 

2.5 

3,1 

0.9 

107 

w 

M 

17 

Lower  radius 

2.0 

0.0 

7 

1 

63 

16.7 

16.6 

4.2 

108 

w 

F 

13 

Upper  tibia 

3.0 

11.0 

10 

24 

63 

22.5 

22.7 

5.8 

109 

w 

F 

13 

Lower  femur 

2.0 

14.0 

1 

30 

64 

4.6 

8.5 

1.2 

110 

w 

M 

20 

Upper  humerus 

2.0 

12,0 

3 

12 

64 

0.9 

0.9 

1.4 

111 

w 

M 

11 

Lower  femur 

1.0 

14.0 

5 

28 

64 

23.4 

23.4 

0.0 

112 

w 

F 

14 

Lower  femur 

2.0 

12.7 

7 

13 

64 

16.7 

16.1 

12.5 

113 

w 

M 

19 

Lower  femur 

1.0 

0.0 

9 

2 

64 

4,5 

4.4 

0.0 

114 

w 

F 

13 

Lower  femur 

4.0 

13.5 

10 

21 

64 

28.7 

28.7 

0.0 

115 

w 

M 

18 

Lower  femur 

2.0 

0.6 

12 

16 

64 

3 0 

3.0 

3,0 

116 

w 

F 

15 

Lower  femur 

3 . 0 

8.0 

1 

29 

65 

4.7 

4.5 

0.0 

117 

w 

F 

15 

Lower  humerus 

0.8 

0,0 

3 

1 

65 

25.6 

25.5 

0.0 

1 18 

N 

M 

3 

Upper  humerus 

1.0 

0.0 

6 

21 

65 

7.9 

7,9 

18.2 

1 19 

N 

F 

8 

Upper  tibia 

1.0 

11.3 

10 

25 

65 

3,7 

3.7 

7.8 

120 

w 

M 

11 

Lower  femur 

1.0 

0.0 

11 

16 

65 

4.0 

4.0 

6.1 

121 

w 

M 

6 

Lower  ulna 

7.0 

12.5 

12 

10 

65 

0.7 

0.7 

0.3 
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TABLE  II.  Patients  with  no  evidence  of  disease 


Case 

Race 

Sex 

Age 

(Years) 

Site  of  Tumor 

Pre- 
operative 
Duration 
( Months) 

Pre- 
operative 
Radiation 
(1,000  r) 

Date  of 
Surgery 

Length  of 
Follow-up 
(Months) 

1 

W 

M 

13 

Lower  femur 

4.0 

0 0 

4 

18 

49 

219  9 

2 

N 

F 

9 

Upjier  tibia 

4.0 

10  0 

5 

5 

52 

194  6 

3 

W 

F 

11 

Lower  tibia 

1.3 

12.0 

9 

23 

52 

191.3 

4 

W 

M 

13 

Upper  fibula 

0 5 

0.0 

11 

19 

52 

192.1 

5 

w 

F 

17 

Lower  femur 

7.0 

14.0 

4 

20 

53 

193.0 

6 

w 

M 

7 

Lower  femur 

1.0 

0.0 

8 

11 

53 

181.8 

7 

w 

F 

7 

Upper  humerus 

1.5 

3.5 

6 

17 

54 

173.4 

8 

w 

M 

16 

Lower  tibia 

2.0 

0 0 

12 

13 

54 

168.3 

9 

w 

M 

4 

Upper  humerus 

1.0 

5.0 

4 

14 

55 

165.5 

10 

w 

M 

12 

Upper  tibia 

2.0 

10.9 

5 

24 

56 

151.7 

11 

w 

M 

11 

Lower  femur 

2.0 

0.0 

8 

23 

57 

132.1 

12 

w 

M 

14 

Lower  tibia 

2 0 

11.5 

11 

11 

57 

128.8 

13 

w 

F 

14 

Upper  humerus 

12.0 

0.0 

2 

2 

59 

122.5 

14 

w 

M 

18 

Lower  femur 

2.5 

0.0 

2 

9 

59 

108  9 

15 

w 

M 

9 

Lower  femur 

3.0 

5.2 

5 

14 

59 

116.7 

16 

w 

M 

12 

Upper  tibia 

3.0 

12.0 

2 

22 

60 

93.5 

17 

w 

F 

12 

Lower  femur 

3.0 

10.0 

2 

24 

60 

96  9 

18 

N 

M 

6 

Upi>er  humerus 

1.0 

6.2 

6 

17 

63 

74.6 

19 

w 

M 

12 

Upper  humerus 

1.5 

7.0 

7 

17 

63 

75.1 

20 

N 

M 

17 

Upper  femur 

7.0 

0.0 

3 

23 

64 

56.3 

21 

w 

M 

18 

Upper  humerus 

2 0 

12.8 

4 

27 

64 

60.0 

22 

w 

M 

18 

Lower  femur 

4.0 

0.0 

1 

21 

65 

46.6 

23 

w 

M 

18 

Lower  femur 

4 0 

10.6 

2 

1 

65 

53.7 

24 

N 

F 

13 

Upper  tibia 

10 

15.0 

11 

10 

66 

31.0 

dead  and  Table  II  of  the  24  who  still  had  no  evi- 
dence of  disease  at  the  conclusion  of  the  study. 
All  had  been  treated  at  Memorial  Hospital  during 
the  period  1949  to  1966.  The  data  studied  for  each 
patient  in  Table  I included  race,  sex,  age,  site  of 
tumor,  preoperative  duration  of  symptoms  and/or 
signs,  preoperative  radiation,  date  of  definitive 
ablation,  interval  from  last  negative  to  first  posi- 
tive chest  x-ray  findings  (diagnosis  of  pulmonary 
metastasis),  interval  from  surgery  to  first  positive 
result  on  chest  x-ray,  and  interval  from  first  posi- 
tive chest  x-ray  finding  to  death.  For  cases  in 
Table  II  the  length  of  follow-up  since  surgery  was 
noted. 

Results 

In  an  attempt  to  discover  any  existing  relation- 
ship between  the  above  variables  and  the  course  of 
the  disease,  these  variables  were  studied  in  detail, 
singly,  and  in  combination. 

For  osteogenic  sarcoma  the  first  objective  sign 
of  disease  activity  following  definitive  surgery  is 
usually  the  onset  of  PM  (pulmonary  metastasis). 
For  this  reason  the  disease-free  interval  as  esti- 
mated by  the  period  from  surgery  to  first  positive 
discovery  on  chest  x-ray  was  analyzed  in  greatest 
detail.  Considering  NED  (no  evidence  of  disease) 
status  as  “survival,”  survival  curves  were  com- 
puted to  provide  a compact  summary  of  the  post- 
operative course  of  the  disease.  The  method  used 
allows  maximum  utilization  of  the  information 
contained  in  the  NED  cases,  resulting  in  a de- 
crease of  the  standard  error  of  the  survival  curve 
estimates.^  To  test  for  a statistically  significant 


difference  between  two  survival  curves,  the  Wil- 
coxon-Gehan  test  was  applied.^  Each  test  yields 
a P-value  which  can  be  interpreted  as  a measure  of 
the  strength  of  the  evidence  against  the  hypothesis 
that  there  is  no  difference  between  tbe  two  groups 
under  comparison.  P greater  than  0.05  is  generally 
not  considered  statistically  significant. 

Figure  1 shows  the  distribution  of  all  cases  in 
the  series  by  year  of  surgery.  The  upper  white 
portion  of  each  bar  indicates  the  number  of  NED 
patients.  There  is  no  indication  of  any  change 
over  the  years  in  the  proportion  of  NEDs.  Nor  is 


Year  of  surgery 


FIGURE  1.  Distribution  of  all  cases  in  series  by  year  of 
surgery. 
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FIGURE  2.  Relationship  of  duration  of  preoperative 
symptoms  to  pulmonary  metastasis  and  to  disease-free 
status. 


there  any  evidence  in  the  data  of  any  effect  of  race 
or  sex  on  the  course  of  the  disease. 

The  duration  of  preoperative  symptoms  and/or 
signs  and  its  relationship  to  PM  and  NED  status 
are  shown  in  Figure  2.  Comparison  of  the  group 
reporting  two  months  or  less  duration  of  mass 
or  pain,  about  half  of  the  cases,  with  the  group 
reporting  more  than  two  months  revealed  no  signif- 
icant difference  in  eventual  outcome.  A similar 
analysis  of  the  amount  of  preoperative  radiation 
given  also  proved  insignificant. 

The  only  change  in  type  of  surgery  during  the 
period  studied  was  in  the  treatment  of  tumors  of 
the  distal  end  of  the  femur;  subtrochanteric  ampu- 
tation, used  formerly  as  an  alternative  to  hip  joint 
disarticulation,  was  discontinued  in  1960  because 
intraosseous  skip  areas  had  been  identified.  The 
survival  curves  for  the  two  types  of  surgery  are 
shown  in  Figure  3;  these  also  are  not  significantly 
different. 

Figure  4 shows  the  survival  curves  for  cases 
grouped  by  site:  (1)  proximally  located  tumors 

(upper  end  of  humerus  and  femur),  (2)  lower  end  of 
humerus  (1  case)  and  femur,  and  (3)  more  distal 
lesions  (tibia,  fibula,  radius,  ulna).  Comparison 
of  the  two  extreme  groups,  (2)  and  (3),  by  the 
Wilcoxon-Gehan  test  yields  a P-value  of  less  than 
0.06,  indicating  a trend  in  difference  in  time  of  on- 
set of  PM . 


FIGURE  3.  Survival  curves  for  treatment  by  subtro- 
chanteric amputation  and  by  hip  joint  disarticulation. 


FIGURE  4.  Survival  curves  for  cases  grouped  by  site 
of  tumor. 


The  relationship  between  length  of  the  disease- 
free  interval  and  age  is  shown  in  a scatter  diagram 
in  Figure  5.  Although  there  were  fewer  cases  in  the 
younger-age  group,  it  is  striking  to  note  that 
among  the  PM  cases  no  patient  under  age  nine 
remained  disease-free  for  a whole  year,  and  all 
patients  under  twelve  years  of  age  metastasized 
in  less  than  two  years.  Comparison  of  the  group 
age  three  to  ten  years  with  that  age  eleven  to 
twenty  resulted  in  a P-value  of  less  than  0.03,  in- 
dicating a real  difference  in  time  of  onset  of  PM. 
It  is  important  to  point  out,  however,  that  the  five- 
year  survival  rate  is  the  same  for  both  groups. 

Figures  4 and  5 suggest  that  the  greatest  dif- 
ference in  rate  of  onset  of  PM  might  be  found 
between  young  patients  with  lesions  of  the  lower 
femur  and  older  patients  with  tumors  at  other 
sites.  The  corresponding  Wilcoxon-Gehan  test 
yields  P less  than  0.02. 

The  survival  curve  for  the  entire  series  is  shown 
in  Figure  6,  with  an  approximate  95  per  cent  confi- 
dence band.'*  It  shows  a five-year  survival  rate  of 
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FIGURE  5 Relationship  between  length  of  disease- 

free  interval  and  age 


17.4  per  cent,  with  a 95  per  cent  confidence  interval 
of  11  to  23.8  per  cent.  Inspection  of  the  curve  re- 
veals that  it  is  much  more  meaningful  to  speak 
of  a two-year  survival  rate  in  connection  with  this 
disease,  since  most  metastases  will  have  occurred 
by  that  time. 

Summary 

One  hundred  forty-five  consecutive  cases  of 
central  type  osteogenic  sarcoma  in  patients  under 
age  twenty-one  were  analyzed;  all  patients  in- 
cluded had  operable  lesions  in  the  long  bones  of  the 


FIGURE  6 Survival  curve  for  entire  series  '* 


extremities.  Age  and  site  of  tumor  were  found  to 
affect  the  time  of  onset  of  pulmonary  metastasis, 
but  not  the  eventual  course  of  the  disease.  The 
over-all  five-year  survival  rate  was  17.4  per  cent. 

It  is  hoped  that  the  details  presented  in  Tables 
I and  II  will  be  helpful  as  base  line  data  when  new 
methods  of  treatment  are  attempted. 
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ERYTHROPOIETIN 
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Associate  Institute  Director  (Dr.  Mirand),  and  Institute 
Director  (Dr.  Murphy),  Roswell  Park  Memorial  Institute.  New 
York  State  Department  of  Health,  and  State  University  of  New 
York  at  Buffalo 

Mirand  and  Prentice have  previously  shown 
in  experimental  situations  that  the  liver  has  a 
controlling  influence  on  the  titer  of  ESF  (erythro- 
poietin) in  the  plasma  and  urine.  In  these  situa- 
tions they  studied  the  effect  of  acute  liver  damage 
with  carbon  tetrachloride  exposure  plus  hypoxic 
hypoxia.  Other  studies  recently  completed  in 
subhuman  primates  have  supported  further  the 
concept  that  ESF  could  be  inactivated  by  the 
normal  liver. ^ It  is  known  that  the  normal  liver 
can  inactivate  such  compounds  as  estrogens,  an- 
drogens, and  adrenal  steroids.^  The  present  study 
was  carried  out  to  determine  ESF  alterations  in 
41  patients  with  various  liver  afflictions. 

Materials  and  rpethods 

Plasma  and  urine  samples  were  collected  from 
41  patients  seen  over  the  past  seven  years  at  Ros- 
well Park  Memorial  Institute,  or  were  obtained 
at  other  medical  centers.  These  samples  were 
used  for  assay  of  erythropoietin.  The  41  patients 
with  liver  involvement  were  grouped  into  5 major 
categories: 

1.  Non-malignant  hepatic  space-occupying 
lesions  (6). 

2.  Toxic  liver  damage  (9). 

‘Supported  in  part  by  United  States  Public  Health  Service 
grants  CA-08847  and  CA-07745  and  the  John  A.  Hartford 
Foundation,  Inc. 


3.  Parenchymal  liver  dysfunction  (8). 

4.  Leukemia  and  Hodgkin’s  disease  (10). 

5.  Primary  liver  tumor  (8). 

All  patients  at  the  time  of  the  study  or  on 
subsequent  postmortem  examinations  were  not 
judged  to  exhibit  marked  degrees  of  clinically  or 
histologically  manifest  renal  insufficiency.  Serum 
creatinine  levels  or  blood  urea  nitrogen  concen- 
trations were  not  markedly  elevated,  and  urinary 
twenty-four-hour  outputs  were  greater  than  1,500 
ml.  Variable  degrees  of  liver  insufficiency  were 
present.  These  alterations  and  other  pertinent 
hematologic  alterations  will  be  recounted  in 
relation  to  the  5 clinical  groups  under  study. 
Periodic  plasma,  urine,  and  liver  extract  samples 
were  obtained  and  stored  at  — 20  C.  for  later  assay 
of  ESF.  The  assays  were  carried  out  in  polycy- 
themic Ha/ICR  Swiss  mice.®'®  Any  assay  animal 
with  a hematocrit  below  60  at  the  end  of  the  assay 
was  excluded.  Each  test  mouse  received  sub- 
cutaneous injections  of  0.5  ml.  of  plasma  daily 
for  three  successive  days.  On  the  fourth  day  they 
were  injected  intravenously  with  1 microgram  of 
Fe®®  (radioactive  iron)  in  0.5  ml.  of  saline.  Twen- 
ty-four hours  later,  they  were  bled  from  the  dorsal 
aorta,  and  the  radioactivity  of  the  blood  sample 
was  measured  in  a well-type  scintillation  counter. 
The  percentage  incorporation  of  radioactive  iron 
into  the  circulating  red  blood  cells  was  then  cal- 
culated. ESF  results  are  expressed  as  the  mean 
of  the  twenty-four-hour  percentage  Fe®®  uptake. 
An  average  of  more  than  5 assay  animals  was  em- 
ployed for  each  sample  tested.  Normal  plasma, 
urine,  or  liver  extract  control  specimens  were 
grouped  with  each  test  sample  assayed. 

Prior  to  assaying  urine  and  liver  extract  for  ESF 
activity,  such  specimens  were  prepared  as  follows: 
the  urine  of  the  patient  was  collected  with  0.1  per 
cent  phenol  and  precipitated  with  80  per  cent 
alcohol.®  The  precipitate  was  dissolved  in  water 
and  lyophilized.  The  final  yield  from  500  ml.  of 
urine  was  in  the  vicinity  of  200  mg.  Each  test 
mouse  received  subcutaneous  injections  of  20  mg. 
of  urinary  precipitate  dissolved  in  water  daily  for 
three  successive  days.  The  ESF  assay  procedure 
continued  as  has  been  stated.  The  liver  tumor 
extract  was  prepared  according  to  the  method  of 
Nakao  et  and  each  assay  mouse  received  sub- 
cutaneous injections  of  20  mg.  of  liver  extract  daily 
for  three  successive  days.  On  the  fourth  day  the 
mice  were  injected  intravenously  with  1 microgram 
of  Fe®®  in  0.5  ml.  of  saline.  The  percentage  of  Fe®® 
in  red  blood  cells  was  calculated  twenty-four  hours 
later. 

Results 

Table  I presents  ESF  alterations  in  normal 
individuals  with  normal  liver  function.  It  is  im- 
portant to  stress  that  ESF  detection  in  plasma 
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TABLE  I.  Erythropoietin  alterations  in  normal  individuals* 
with  normal  liver  functions 


Hematocrit 

Level 

ESF  Assay  in 
Plasma 

Polycythemic  Mice 
Urine 

40  to  45 

0.38  ±0.05 

0.30  ±0.02 

39  to  35 

0.32  ± 0 09 

0 34  ±0.05 

34  to  30 

0.36  ±0.03 

0 41  ±0.04 

29  to  25 

1.45  ±0.08 

0.32  ±0.01 

24  to  20 

2.25  ±0.25 

0.50  ± 0 07 

19  to  15 

2.96  ±0.07 

0.65  ± 0 04 

* Pooled  plasma  and  urine  from  normal  individuals.  In  inatancea  with 
low  hematocrits  indicated,  volunteers  bled  to  that  level. 


and  urine  is  related  to  the  number  of  red  blood 
cells  in  circulation.  In  man,  however,  detection 
of  significant  levels  of  ESF  in  plasma,  urine,  or 
both,  is  usually  not  seen  until  the  hematocrit 
levels  are  below  25. 

Table  II  summarizes  the  results  obtained  in 
ESF  assay  on  6 patients  with  nonmalignant  space- 
occupying  lesions  of  the  liver.  Patient  4 was 
markedly  anemic,  and  patient  1 was  known  to  have 
renal  cysts.  None  of  the  6 patients  were  plethoric 
(hematocrits  greater  than  55).  All  patients,  par- 
ticularly patients  1,  3,  4,  and  5 had  marked  ESF 
elevations  in  contrast  to  injected  controls  that 
resulted  in  a twenty-four-hour  Fe^®  uptake  of 


ESF  (erythropoietin)  levels  were  observed  in  41  pa- 
tients with  various  liver  diseases.  Elevated  ESF 
levels  in  plasma,  urine,  and  liver  extracts  in  the 
presence  of  erythrocytosis  were  found  in  patients 
with  hepatocarcinoma.  In  contrast,  plasma  and 
urine  ESF  elevations,  usually  without  erythro- 
cytosis, were  seen  in  patients  with  liver  dysfunction 
due  to  other  causes,  and  liver  extracts  from  these 
patients  failed  to  demonstrate  increased  ESF  activ- 
ity. This  supports  the  finding  in  experimental 
animals  that  liver  dysfunction  is  associated  with 
ESF  elevations  because  of  the  diseased  liver's  failure 
to  inactivate  ESF.  With  hepatocarcinoma,  how- 
ever, ESF  elevation  is  more  likely  owing  to  a special 
ability  of  the  malignant  cells. 


0.25  plus  or  minus  .05  per  cent.  Patient  1 also 
had  an  elevated  urinary  ESF  level.  It  is  not 
unusual  to  observe  this  when  the  plasma  ESF 
level  is  high. 

Table  III  illustrates  the  ESF  changes  noted  in 
9 patients  with  toxic  liver  damage.  Of  9 patients, 
8 had  marked  ESF  elevations,  and  4 showed  uri- 


TABLE  II.  Nonmalignant  hepatic  space-occupying  lesions  and  erythropoietin  alterations 
Patient  Patient 

Num-  Hema-  - — — ESF  Assay*  in  Polycythemic  Mice 


her 

Diagnosis 

Sex 

tocrit 

Plasma 

Urine 

Liver  Extract 

1 

Polycystic  disease  of  liver, 
associated  renal  cysts 

Male 

21 

24.82 

± 3.65 

1.34  ±0.26 

0.45  ± 0.02 

2 

Infectious  mononucleosis 
with  infective  hepatitis 

Male 

31 

1.03 

± 0.47 

3 

Hepatic  schistosomiasis 

Female 

22 

15.61 

±2.34 

4 

Hepatic  schistosomiasis 

Female 

18 

19.06 

± 3.7 

0.88  ±0.04 

0.28  ±0.07 

5 

Ascariasis  with  gastro- 
intestinal and  pulmonary 
symptoms 

Male 

24 

14.02 

± 3.7 

6 

Sarcoidosis  (with  extensive 
liver  involvement) 

Male 

27 

3.21 

± 0.24 

0.41  ± 0.08 

0.36  ±0.03 

* Per  cent  twenty-four-hour  blood  Fe^^  uptake,  plasma  control  0,35  ± 0.05; 

urine  control  0.42  ± 0.05: 

; normal  liver  extract  >0.41  ± 0.04. 

TABLE  III.  Toxic  liver  damage  and  erythropoietin  alterations 


Diagnosis 

Sex 

Patient 

Hematocrit 

ESF  Assay*  in 
Plasma 

Polycythemic  Mice 
Urine 

Alcoholism-true  cin-hosis  (severe) 

Male 

54 

2.84  ±0.46 

0.74  ±0.05 

Alcoholism-true  cirrhosis  (severe) 

Male 

58 

6.54  ±1.4 

1.21  ±0.88 

Alcoholism-severe  fatty  change 

Male 

34 

0.44  ±0.04 

0.29  ±0.03 

Alcoholism-true  ch'rhosis 

Male 

27 

1.30  ±0.87 

0.31  ± 0.01 

Acute  alcoholic  hepatitis 

Male 

23 

0.89  ±0.15 

0.39  ±0.03 

Carbon  tetrachloride-accidental  injury 

Male 

37 

9.84  ±1.51 

2.62  ±0.81 

(mild) 

Carbon  tetrachloride-cell  necrosis, 

Male 

36 

13.21  ±2.74 

1.91  ± 0.29 

with  hemorrhage  (severe,  long 

exposure) 

Acute  fatty  liver  (severe) 

Male 

39 

2.41  ± 0.82 

0.31  ±0.04 

Acute  fatty  liver  (mild) 

Male 

33 

0.72  ± C.17 

0.38  ±0.12 

* Per  cent  twenty-four-hour  blood  Fe’®  uptake,  plasma  control  0.48  ± 0.03,  and  urine  control  0.39  ± 0.07. 
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TABLE  IV.  Hepatic  parenchymal  dysfunction  and  erythropoietin  alterations 


Diagnosis 

Sex 

ESF  Assay* 
Patient 
Hematocrit 

in  Polycythemic  Mice 
Plasma 

Chronic  obstructive  jaundice  and  biliary  cirrhosis 

Female 

29 

8.24  ±1.41 

Severe  viral  hepatitis  (survival  RBC  diminished) 

Male 

24 

24.97  ± 3.82f 

Mushroom  poisoning  with  hepatic  necrosis 

Male 

26 

14.03  ±5.6 

von  Gierke’s  disease 

Male 

32 

1.02  ± 0.07 

Diabetes  mellitus  with  cirrhosis 

Female 

37 

0.87  ±0.06 

Hepatomegaly  with  neuroblastoma 

Female 

29 

2.46  ± 0.18 

Tertiary  syphilis  of  liver 

Male 

25 

2.34  ± 0.41 

Hemochromatosis  with  liver  involvement 

Male 

33 

1.42  ±0.74 

* Per  cent  twenty-four-hour  blood  Fe^®  uptake,  plasma  control  0.48  ± 0.01,  and  urine  control  0.39  ± 0.07. 
t Urine  assay,  2.41  ± 0.81. 


TABLE  V.  Leukemia  with  hepatic  involvement  and  erythropoietin  alteration 


Patient 

, 

ESF  Assay*  in 

Polycythemic  Mice 

Hema- 

Liver  Tumor 

Diagnosis 

Sex 

tocrit 

Plasma 

Urine 

Extract 

Acute  lymphatic  leukemia 

Male 

22 

18.2 

±1.4 

1.14 

± 0.08 

Acute  lymphatic  leukemia 

Male 

34 

1.25 

± 0.05 

0.87 

±0.04 

Acute  lymphatic  leukemia 

Male 

18 

15.3 

± 3.8 

1.35 

± 0.92 

Acute  lymphatic  leukemia 

Female 

17 

13.8 

±1.24 

0.97 

±0.08 

0.34  ± 0.02 

Acute  lymphatic  leukemia 

Male 

14 

17.3 

± 4.4 

1.88 

± 0.42 

0.47  ± 0.07 

Chronic  myelogenous  leukemia 

Female 

27 

0.46 

±0.03 

0.32 

± 0.02 

Chronic  myelogenous  leukemia 

Male 

21 

0.71 

± 0.05 

0.27 

±0.04 

Chronic  myelogenous  leukemia 

Male 

16 

1.87 

±0.24 

0.54 

±0.03 

0.42  -T  0.06 

Chronic  myelogenous  leukemia 

Male 

31 

0.84 

±0.07 

0.26 

±0.02 

Hodgkin’s  disease-diffuse  liver 

Female 

38 

0.94 

±0.12 

0.42 

± 0.03 

involvement 


* Per  cent  twenty-four-hour  blood  Fe^®  uptake,  plasma  control  0.54  zfc  0.07,  urine  control  0.38  ± 0.04,  and  liver  extract  control  0.51  ± 0.08. 


TABLE  VI.  Primary  liver  tumors  and  erythropoietin  alteration 


Patient 

Patient 

ESF  Assay*  in 

Polycythemic  Mice 

Num- 

Hema- 

Liver  Tumor 

her 

Diagnosis 

Sex 

tocrit 

Plasma 

Urine 

Extract 

7 

Adenoma  (severe) 

Male 

21 

0.45 

±0.09 

0.51 

± 0.03 

8 

Adenoma 

Female 

25 

0.59 

±0.30 

0.24 

± 0.05 

0.43  ±0.11 

9 

Benign  cholangioma 

Male 

27 

0.87 

±0.12 

0.35 

± 0.07 

0.53  ±0.11 

10 

Hepatoma-benign  fibroma 

Male 

15 

0 33 

± 0.01 

0.39 

±0.03 

0.47  ±0.05 

11 

Hepatoma-hemangioma 

Male 

31 

0.82 

±0.14 

0.51 

± 0.07 

... 

12 

Hepatocarcinoma  (extensive) 

Male 

59 

3.21 

±1.12 

0.89 

±0.17 

1.34  ±0.25 

13 

Hepatocarcinoma 

Male 

57 

1.31 

±0.18 

0.74 

±0.05 

1.02  ±0.11 

14 

Hepatocarcinoma 

Male 

37 

0.47 

±0.14 

0.31 

± 0.07 

0.43  ± 0.08 

* Per  cent  twenty-four-hour  blood  Fe^s  uptake,  plasma  control  0.54  ± 0.07,  urine  control  0.38  ± 0.04,  and  liver  extract  control  0.51  ± 0.08. 


nary  ESF  elevations.  Again,  as  Table  I shows, 
patients  with  a urinary  ESF  elevation  often  have 
elevated  plasma  ESF  levels.  The  2 patients  who 
had  high  hematocrits  had  severe  liver  damage  and 
high  plasma  ESF  elevations. 

Table  IV  summarizes  the  ESF  alterations  noted 
in  8 patients  with  various  types  of  liver  paren- 
chymal dysfunction.  All  had  ESF  plasma  eleva- 
tions. One  patient  had  a measured  ESF  urinary 
elevation.  No  patient  was  plethoric. 

Table  V summarizes  the  alterations  noted  in 
9 patients  with  acute  or  chronic  leukemia  with 
liver  involvement  and  in  1 with  Hodgkin’s  disease. 
Most  of  the  patients  in  this  group  were  anemic. 
All  patients  with  acute  leukemia  had  significant 


plasma  and  urinary  ESF  elevations.  One  patient 
had  a normal  ESF  uptake  in  a freshly  prepared 
liver  extract.  In  contrast,  no  patient  with  chronic 
leukemia  had  elevation  in  urinary  ESF,  and  only 
1 such  patient  had  a plasma  ESF  elevation.  The 
patient  with  Hodgkin’s  disease  had  slight  but 
significant  ESF  elevation  despite  a near-normal 
hematocrit. 

Table  VI  illustrates  the  plasma  and  urine  ESF 
levels  assayed  in  the  8 patients  with  primary  be- 
nign and  malignant  liver  tumors.  Two  of  the  3 
patients  with  hepatocarcinomas  showed  elevated 
hematocrits.  Moreover,  these  patients  had  ele- 
vated plasma  and  urine  ESF  levels,  and  an  in- 
creased ESF  level  in  liver  extracts.  The  patients 
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TABLE  VII.  Erythropoietin  activity  of  plasma,  urine,  and 
tumor  extract*  in  a male  patient  with  hepatocarcinoma 


Day  of 
Study 

Plasma  t 

Urinef 

1 

16 

.8 

± 

2 

4 

3 

,21 

± 

0 

08 

7 

18 

.2 

± 

3 

.5 

1 

96 

± 

0 

.02 

10 

25 

.4 

4 

6 

5 

.10 

± 

0 

45 

29 

17 

4 

± 

1 

2 

1 

,36 

zfc 

0 

01 

66 

29 

2 

± 

1 

3 

4 

98 

± 

0 

52 

85 

24 

3 

1 

4 

3 

96 

± 

0 

.84 

119 

34. 

8 

± 

3 

6 

6 

42 

1 

2 

147 

27. 

8 

1. 

21 

5 

43 

0 

45 

161 

24. 

5 

± 

2 

44 

1 

21 

0. 

,71 

* Liver  tumor  extract  on  day  166»  patient  deceaaed,  was  8.4  dr  0.93. 
t Per  cent  twenty-four-hour  blood  Fe‘*  uptake  in  polycythemic  mice: 
plasma  control  0.34  rb  0.08»  urine  control  0.43  ± 0.05,  and  liver  extract 
control  0.52  ± 0.07. 


with  adenomas  (7  and  8),  fibroma  (10),  cholan- 
gioma  (9),  and  hemangioma  (11)  had  extremely 
slight  ESF  elevations,  if  any,  in  their  plasma, 
urine,  or  liver  extract. 

Table  VII  illustrates  the  serial  ESF  plasma  and 
urine  activity  obtained  in  a male  patient,  age 
fifty-five,  with  primary  liver  carcinoma.  This 
patient  was  plethoric  throughout  the  study  and 
displayed  sustained  urine  and  plasma  ESF  ele- 
vations (Table  VIII).  At  death,  a freshly  prepared 
liver  tumor  extract  had  significant  ESF  activity 
(Table  VII). 

Comment 

ESF  elevations  in  plasma,  urine,  and  liver  tumor 
extract  specimens  have  been  documented  in  this 
group  of  patients  with  various  liver  diseases  (Ta- 
bles n to  Vni).  Of  all  the  patients  with  nonmalig- 
nant  disease,  only  2 had  elevated  hematocrits  with 
elevated  plasma  and  urine  ESF  levels  (Table  ITT) 
The  plethoric  state  was  likely  due  to  the  high  titer 
of  ESF  in  circulation,  resulting  in  maintenance 
of  a high  rate  of  erythropoiesis.  It  is  interesting 
to  note  that  3 of  the  4 patients  with  primary  liver 
carcinoma  (Tables  VI,  VTI,  and  VHI)  were  plethoric 
and  had  high  levels  of  plasma  and  urine  ESF. 
Liver  tumor  extract  assays  confirmed  the  assump- 
tion that  the  ESF  elevations  were  hepatic  in  origin. 
The  question  remains  whether  the  malignant  liver 
cells  served  as  an  extrarenal  source  of  ESF  or 
whether  these  cells  had  the  ability  to  store  a high 
level  of  ESF.'^-*  Liver  extracts  from  patients  with 


nonmalignant  liver  lesions  were  not  positive  for 
F^SF  activity.  As  a general  rule,  patients  with  non- 
malignant liver  impairment  are  severely  anemic. 
Accordingly,  the  sustained  ESF  activity  and 
level  of  erythropoiesis  observed  in  such  patients 
without  cancer  of  the  liver  is  probably  owing 
mainly  to  the  severity  of  the  anemia,  and 
the  magnitude  of  the  liver  impairments  prevent- 
ing inactivation  of  functional  ESF,  or  both.  The 
combination  of  factors  is  likely  because  high  ESF 
titers  were  not  obtained  in  anemic  patients  with 
normal  liver  function,  even  at  hematocrit  levels 
of  15  (Table  I).  The  half-life  of  ESF  in  man  and 
animals  is  estimated  to  be  a matter  of  a few  hours 
at  best."  Under  the  circumstances,  hepatic  in- 
activation of  ESF  would  appear  to  be  a persistent 
and  effective  function  in  individuals  with  normal 
livers,  and  when  liver  function  is  impaired,  high 
titers  of  ESF  become  evident. 

Recently,  Gordon,  Zanjani,  and  Zalusky^^  postu- 
lated that  the  liver  provides  a serum  substrate 
which,  when  it  interacts  with  a renal  erythropoietic 
factor,  REF,  produces  a functional  ESF.  They 
have  found  in  a hepatocarcinoma  patient  the  abili- 
ty to  produce  a significant  quantity  of  serum  sub- 
strate.*^ In  light  of  this  finding,  erythrocytosis  in 
patients  with  hepatocarcinoma  could  be  attributed 
to  one  or  more  of  the  following  factors:  (1)  the 

ability  of  malignant  liver  cells  to  serve  as  an  extra- 
renal  source  of  ESF  (liver  extracts  were  positive 
for  ESF);  (2)  the  ability  of  malignant  liver  cells  to 
store  comparatively  large  quantities  of  functional 
ESF  (liver  extracts  were  positive  for  ESF);  and  (3) 
the  ability  of  malignant  liver  cells  to  overproduce 
a serum  substrate  that  interacts  with  REF  (Gor- 
don, Zanjani,  and  Zalusky*^  found  that  patients 
with  hepatocarcinoma  produce  a high  quantity  of 
serum  substrate). 

Summary 

The  occurrence  of  elevated  levels  of  ESF 
(erythropoietin)  in  plasma,  urine,  and  liver  extracts 
in  the  presence  of  erythrocytosis  was  observed 
in  patients  with  hepatocarcinoma.  In  contrast, 
plasma  and  urine  ESF  elevations  usually  without 
erythrocytosis  were  present  in  patients  with  liver 
dysfunction  associated  with  cystic  disease,  toxic 
damage,  or  infiltration  secondary  to  other  systemic 
illnesses.  Liver  extracts  from  these  patients  failed 


TABLE  VIII.  Serial  peripheral  blood  determinations  of  male  patient,  age  fifty-five,  \with  hepatocarcinoma 


Day 

Red 

White 

of 

Blood  Cells 

Platelets 

Blood  Cells 

Study 

Hematocrit 

Hemoglobin 

(X10«) 

(XIO^) 

(XIO^) 

Reticulocytes 

1 

60 

20.0 

8.73 

105 

4.2 

3.4 

7 

64 

19.8 

8.89 

108 

3.3 

1.8 

10 

72 

21.2 

9.84 

104 

2.8 

4.8 

29 

68 

19.3 

7.94 

151 

2.1 

2.5 

66 

73 

22.1 

8.87 

114 

2.8 

4.3 

85 

67 

20.8 

8.46 

159 

4.4 

2.5 
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to  demonstrate  increased  erythropoietin  activity. 
This  lends  support  for  the  occurrence  in  man  of 
what  has  been  shown  experimentally  in  animals, 
that  liver  dysfunction  is  associated  with  ESF  eleva- 
tions because  of  the  failure  of  the  liver  to  inacti- 
vate ESF.  The  mechanism  by  which  elevations  of 
ESF  are  maintained  in  patients  with  hepatocarci- 
noma  is  more  likely  owing  to  (1)  the  ability  of  these 
malignant  liver  cells  to  serve  as  an  extrarenal 
source  of  ESF,  (2)  greater  ability  of  these  cells  to 
store  functional  ESF,  and/or  (3)  the  ability  of  these 
malignant  cells  to  overproduce  a serum  substrate 
that  interacts  with  renal  erythropoietic  factor, 
REF,  to  produce  functional  ESF. 
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Case  history 

Sidney  Leibowitz,  M.D.:  A sixty-eight-year- 

old  white  male  dentist  was  first  admitted  to  the 
Beth  Israel  Hospital  in  1963  with  signs  and  symp- 
toms of  acute  myocardial  infarction.  His  hos- 
pital course  was  uneventful,  and  he  was  discharged 
after  ten  days,  complaining  only  of  intermittent 
attacks  of  angina  pectoris  which  were  relieved  by 
nitroglycerin. 

His  second  Beth  Israel  Hospital  admission  was 
in  July,  1964,  for  removal  of  a tumor  from  the 
distal  phalanx  of  his  right  index  finger.  A year 
later  this  finger  was  amputated  at  another  hos- 
pital. 

His  third  Beth  Israel  Hospital  admission  was 
in  January,  1968,  with  complaints  of  progressive 
weight  loss  (20  pounds  in  six  months),  hacking, 
nonproductive  cough  of  three  years’  duration, 
two  episodes  of  hemoptysis  during  the  preceding 
six  months,  and  moderate  anemia.  He  gave  no 
history  of  smoking  or  alcohol  intake.  His  father 
died  of  gastric  carcinoma,  his  mother  of  hyperten- 
sion, and  a brother  of  a brain  tumor. 

Physical  examination  revealed  normal  vital 
signs.  Examination  of  the  head  and  neck  was  un- 
revealing; the  trachea  was  in  the  midline,  and 
there  was  no  cervical  lymphadenopathy.  The 
heart  was  not  enlarged  to  percussion;  rhythm  and 
rate  were  regular  with  no  murmurs  or  rubs.  The 
lungs  were  clear  to  auscultation  but  slightly  dull 
to  percussion.  The  abdomen  was  soft  with  no 
organs  or  masses  palpable.  The  extremities  were 
normal,  and  results  of  both  rectal  and  neurologic 
examinations  were  normal. 

The  hemoglobin  was  11.6  Gm.  per  100  ml., 
white  blood  cell  count  was  10,700  with  a normal 
differential,  and  the  sedimentation  rate  was  80 
mm.  per  hour.  The  urine  was  normal  except  for 
15  to  20  red  blood  cells  per  high-power  field  in  the 
sediment.  Blood  glucose  was  96  mg.  per  100  ml., 
and  urea  nitrogen  15  mg.  per  100  ml.  A smear 
of  the  sputum  revealed  Candida  albicans.  First 


FIGURE  1 . Chest  roentgenogram  at  time  of  last  admis- 
sion showing  multiple  nodular  densities  in  both  lung 
fields. 


strength  purified  protein  derivative,  blastomycin, 
and  coccidioidomycin  skin  tests  gave  negative 
results;  however,  the  histoplasmin  skin  test  re- 
vealed positive  findings.  An  elecfrocardiogram 
showed  evidence  of  a healed  apical  myocardial 
infarction,  unchanged  from  the  tracing  in  1963. 
Cytologic  study  of  the  sputum,  bronchial  biopsy, 
scalene  lymph  node  biopsy,  and  an  excretory 
urogram  revealed  negative  results.  A roentgeno- 
gram of  the  chest  showed  nodular  denskies  ranging 
from  0.5  to  5 cm.  in  both  lung  fields  (Fig.  1). 

The  patient’s  hospital  course  was  uneventful 
until  the  day  before  discharge  when  he  experienced 
severe  pressing  substernal  pain  accompanied  by 
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diaphoresis  but  relieved  by  nitroglycerin.  The 
serum  glutamic  oxaloacetic  transaminase  and 
serum  glutamic  pyruvic  transaminase  were  normal 
on  two  occasions,  but  lactic  dehydrogenase  was 
655  and  530  units  (normal  100  to  200  units). 

He  was  readmitted  twelve  hours  after  discharge 
with  dyspnea,  substernal  pain  radiating  to  the 
left  shoulder  and  arm,  and  diaphoresis.  Physical 
examination  revealed  a man  in  acute  distress  with 
normal  temperature,  pulse  120,  blood  pressure 
160/90  mm.  Hg,  and  a systolic  murmur  at  the 
left  sternal  border.  The  second  pulmonic  sound 
was  as  loud  as  the  second  aortic  sound.  The  ab- 
domen was  soft  with  no  organomegaly.  No  other 
pertinent  physical  findings  were  present.  He 
survived  for  five  hours,  his  condition  deteriorating 
progressively  and  terminating  in  respiratory 
arrest. 

Customarily,  one  of  the  clinicopathologic  con- 
ferences each  year  is  given  by  our  resident  staff, 
and  I have  asked  Robert  H.  Weitzman,  M.D., 
to  discuss  the  clinical  aspects  of  the  case. 

Discussion 

Robert  H.  Weitzman,  M.D.*:  Analysis  of  the 
protocol  appears  to  fall  logically  into  three  parts: 
(1)  the  patient’s  cardiac  disease,  (2)  the  tumor 
of  the  finger  which  was  subsequently  amputated, 
and  (3)  the  abnormal  x-ray  film  of  the  chest. 
There  is  very  little  I can  say  about  his  first  admis- 
sion. I am  told  that  this  sixty-eight-year-old 
dentist  had  an  acute  myocardial  infarction  and 
was  discharged  after  ten  days  in  the  hospital. 
There  is  no  statement  about  his  blood  pressure 
before  his  infarct,  but  we  are  told  that  his  mother 
died  of  hypertensive  disease,  and  I shall  conjecture 
that  it  is  not  unreasonable  that  he  had  mild  to 
moderate  hypertension,  a hypothesis  which  is 
supported  by  a blood  pressure  level  of  160/90  mm. 
Hg  some  five  years  later  when  he  was  in  his  ter- 
minal episode.  He  was  not  diabetic,  and  I do  not 
think  it  unreasonable  for  me  to  believe  that  he 
suffered  from  hypertensive  and  arteriosclerotic 
heart  disease  with  stenosing  coronary  arteriosclero- 
sis. 

There  is  nothing  unusual  about  that  per  se,  and 
one’s  attention  is  irresistably  drawn  to  the  tumor 
on  his  right  index  finger.  Curiously,  there  is  no 
description  of  the  tumor  in  the  protocol.  Was  it 
subcutaneous?  Was  it  subungual?  Was  it  cystic, 
or  was  it  solid?  Was  it  pigmented?  Just  where 
was  it  located  on  the  finger?  Why  did  a year  elapse 
between  its  removal  at  this  hospital  and  amputa- 
tion of  the  finger  at  another  hospital?  I sense  that 
the  absence  of  such  information  is  part  of  the  game 
of  CPC-manship  and  shall  not  press  for  answers, 
lest  it  tip  the  hand.  I might  point  out  that  a de- 
tailed clinical  description  of  a tumor  is  often  diag- 
nostic. Hut  we  will  play  the  discussion  according 
to  the  protocol. 

‘A.ssistant  Itesident  in  Medicine,  Beth  Israel  Hospital, 


The  next  news  we  hear  about  our  patient  is 
ominous.  Three  years  after  the  amputation  of 
his  finger,  he  has  persistent  cough,  weight  loss 
of  20  pounds,  and  two  episodes  of  hemoptysis. 
We  can  now  examine  the  chest  film  (Fig.  1).  Both 
lungs  contain  what  are  popularly  termed  “snow 
ball,”  “tennis  ball,”  or  “golf  ball”  deposits,  unmis- 
takably the  sign  of  metastatic  cancer.  I shall 
disregard  the  statement  that  C.  albicans  was 
found  in  a smear  of  the  sputum.  Candida  is  a nor- 
mal inhabitant  of  the  respiratory  tract  and  as- 
sumes clinical  significance  only  in  a debilitated 
patient,  usually  one  treated  with  immunosup- 
pressive agents  and  tumor  chemotherapy.  I shall, 
therefore,  disregard  the  positive  results  of  the 
histoplasmin  skin  test.  A positive  test  result  may 
indicate  remote  infection  by  Histoplasma  cap- 
sulatum;  it  is  rarely  positive  in  fulminant  disease. 
In  any  case,  this  is  not  the  roentgenographic  ap- 
pearance of  pulmonary  histoplasmosis.  The 
lesions  are  those  of  hematogenous  metastases. 

Were  this  x-ray  film  of  the  chest  from  a young 
woman  recently  pregnant,  the  suggestion  of  cho- 
riocarcinoma would  be  strong,  but  this  is  a 
sixty-eight-year-old  man.  Nonetheless,  a similar 
roentenographic  appearance  can  be  found  secon- 
dary to  tumors  arising  in  bone,  kidney,  testis, 
thyroid,  or  occasionally  the  gastrointestinal  tract. 
Primary  malignant  tumors  of  bone  or  testis  are 
extremely  rare  in  older  individuals.  They  are  most 
common  below  the  age  of  thirty  and  almost  un- 
heard of  after  fifty.  In  the  absence  of  any  de- 
monstrable primary  lesion  in  either  of  these  lo- 
cations, I shall  exclude  them.  I shall  take  the 
negative  excretory  urogram  as  evidence  against 
a primary  renal  tumor,  although  the  patient  did 
have  microscopic  hematuria.  K the  pulmonary 
opacities  are  secondary  to  renal  carcinoma,  it  must 
have  been  small  and  occult.  Clearly,  I cannot  ex- 
clude a small  occult  primary  tumor  of  the  thyroid 
gland,  but  the  general  rule  is  that  with  extensive 
lung  metastases,  a primary  thyroid  tumor  would 
be  palpable.  In  the  absence  of  gastrointestinal 
x-ray  studies  I cannot  exclude  an  asymptomatic 
tumor  of  the  stomach  or  bowel,  but  the  liver  was 
not  enlarged,  as  it  so  frequently  is  when  gastroin- 
testinal tumors  spread  widely.  The  absence  of 
any  statement  about  the  prostate,  the  lack  of 
symptoms  referable  to  the  urinary  tract,  the  failure 
to  record  an  acid  phosphatase  determination,  and 
the  absence  of  a skeletal  roentgenographic  survey 
militate  against  a primary  adenocarcinoma  of  the 
prostate.  The  important  feature  of  the  roentgeno- 
gram of  the  chest  is  that  one  can  distinguish 
sharply  between  hematogenous  metastases  and 
lymphangitic  metastases.  Wherever  this  tumor 
was  primary  and  whatever  its  histologic  features 
were,  it  gained  access  to  the  lung  via  the  blood 
stream.  I would  note  also  that  despite  extensive 
intrapulmonic  disease  there  is  no  pleural  effusion. 
Not  only  does  this  help  exclude  any  sort  of  in- 
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fectious  process,  but  it  also  argues  that  the  tumor 
deposits  were  slowly  growing  and  did  not  initiate 
much  reaction  in  the  lung  parenchyma. 

The  obvious  site  for  the  primary  tumor  is,  of 
course,  in  the  amputated  right  index  finger. 
Primary  tumors  of  the  finger  are  not  common. 
It  is  easy  enough  to  divide  them  into  two  major 
groups:  epithelial  tumors  versus  connective- 

tissue  tumors,  the  latter  including  those  arising  in 
bone.  Among  the  connective-tissue  tumors,  the 
usual  varieties  are  benign,  such  as  osteoid  osteoma, 
glomus  tumor,  fibroma,  neurilemomma,  or  any  of 
the  diverse  angiomatous  tumors.  Their  malignant 
counterparts  are  rare  and  exceedingly  rare  in  a 
digit.  I would  have  to  declare  them  a patholo- 
gist’s museum  curiosity,  and  I cannot  make  an 
affirmative  diagnosis  of  any  of  these.  Paren- 
thetically, both  the  osteoid  osteoma  and  the 
glomus  tumor,  neither  of  which  has  a true  malig- 
nant counterpart,  are  clinically  characterized  by 
pain,  which  was  absent  in  today’s  patient. 

This  leaves  us  with  the  epithelial  tumors: 
squamous  (or  epidermoid)  carcinoma,  malignant 
melanoma,  basal-cell  carcinoma,  and  tumors  of 
skin  appendage  origin,  those  arising  from  hair 
follicles,  sweat  glands,  or  sebaceous  glands. 
Although  malignant  varieties  occur  more  often 
than  in  basal-cell  tumors,  they  too  are  rare  and 
the  location  on  a digit  highly  unlikely. 

Conversely,  malignant  melanoma  can  and  does 
arise  on  a digit,  either  finger  or  toe,  with  some 
frequency.  Were  this  tumor  described  as  sub- 
ungual or  pigmented,  I would  unhesitatingly 
classify  it  as  a malignant  melanoma.  In  fact, 
there  would  be  scarcely  any  room  for  differential 
diagnosis.  However,  amelanotic  melanoma  is  not 
rare,  and  its  primary  site  need  not  be  subungual 
but  can  be  anywhere  on  the  skin  covering  a digit. 
A history  of  a pre-existing  pigmented  lesion  which 
suddenly  changed  its  appearance,  becoming  larger, 
more  heavily  pigmented,  or  ulcerated  would  sug- 
gest a malignant  melanoma  arising  in  a junctional 
nevus.  But  an  amelanotic  melanoma  would  not 
necessarily  have  such  a history;  whether  such 
tumors  arise  de  novo  or  from  nonpigmented  junc- 
tional nevi  remains  unknown.  Certainly  a malig- 
nant melanoma  is  consistent  with  the  picture  of 
hematogenous  pulmonary  metastases  three  or 
four  years  after  removal  of  the  primary  tumor. 
Against  the  diagnosis  of  malignant  melanoma  is 
the  fact  that  when  the  tumor  recurred  locally,  as 
it  must  have  done  a year  after  primary  local  ex- 
cision, no  lymph-node  dissection  was  carried  out. 
This  implies  that  the  epitrochlear  or  axillary 
lymph  nodes  were  not  enlarged  at  the  time  of 
amputation.  Yet  removal  of  nonpalpable  lymph 
nodes  at  the  time  of  definitive  local  treatment  of 
a peripheral  malignant  melanoma  increases  the 
survival  expectancy  by  about  threefold.  How- 
ever, an  internist  ought  not  guess  the  histologic 
nature  of  a tumor  because  of  the  procedure  which 


a surgeon  did  not  carry  out;  there  may  have  been 
other  factors  which  influenced  the  choice  of  opera- 
tion. It  would  be  interesting  to  see  the  x-ray 
film  of  the  chest  taken  prior  to  amputation,  but 
I infer  that  item  is  not  available.  If  pulmonary 
metastases  were  present  at  that  time,  the  surgeon 
might  well  have  elected  to  spare  the  patient  the 
discomfort  of  added  surgery. 

The  last  diagnosis  I shall  consider  is  squamous 
carcinoma.  It  is  only  somewhat  less  common  than 
basal-cell  carcinoma  as  a primary  skin  tumor. 
Although  it  customarily  occurs  on  the  head,  face, 
and  neck,  it  can  occur  anywhere  on  the  skin  sur- 
face, showing  predilection  for  exposed  surfaces. 
The  higher  prevalence  of  squamous  carcinoma  of 
the  skin  in  fair-complected  individuals  exposed  to 
sunlight  is  one  of  the  commonplaces  of  cancer 
epidemiology,  and  solar  or  actinic  radiation  has 
been  implicated  as  the  initiating  factor.  It  is  well 
known  that  squamous  carcinoma  of  the  skin  in- 
creases in  frequency  as  one’s  data  travel  southward 
in  the  United  States,  and  this  distribution  is 
matched  by  data  from  other  nations.  Likewise, 
it  is  more  common  in  individuals  who  work  out- 
doors; a farmer  in  Texas  is  at  much  higher  risk 
than  an  office  worker  in  New  York.  Squamous 
carcinoma  is  not  uncommon  on  the  hand,  par- 
ticularly if  it  is  exposed. 

Haber,  Alter,  and  Wheelock*  reported  a series 
of  2,321  hand  tumors,  the  vast  majority  of  which 
were  benign,  but  included  90  cases  of  squamous 
carcinoma,  8 basal-cell  carcinomas,  and  3 malig- 
nant melanomas.  Fifty-three  of  the  90  patients 
with  primary  squamous  carcinoma  of  the  hand 
gave  a history  of  exposure  to  radiation,  and  in- 
cluded among  them  were  38  physicians  and  den- 
tists. Of  the  8 patients  with  basal-cell  tumors, 
4 were  physicians  or  dentists.  It  is  difficult  to 
overlook  this  hazard  within  our  own  profession. 

In  today’s  patient  we  have  a presumptive  ex- 
ample of  occupational  exposure.  As  a dentist 
who  practiced  from  the  1920s  into  the  1960s,  he 
undoubtedly  was  in  the  habit  of  holding  the  small 
cassette  of  x-ray  film  in  his  patients’  mouths  with 
a finger.  Knowledge  of  the  dangers  of  x-irradia- 
tion  as  a carcinogen  was  not  widely  appreciated  in 
the  1920s  and  1930s;  it  was  not  until  the  1940s 
that  dentists  began  to  be  extremely  careful  about 
exposing  their  hands  to  the  rays  from  their  office 
machines.  I have  little  doubt  that  our  patient, 
a dentist  “of  the  old  school,”  had  incurred  this 
risk,  and  the  busier  his  practice  was,  the  greater 
his  risk.  However,  the  usual  course  of  squamous 
carcinoma  of  the  hand  is  metastasis  to  regional 
lymph  nodes  before  pulmonary  metastases  develop, 
and  the  same  reasoning  which  I applied  to  the 
extent  of  surgery  at  the  time  of  amputation  for  a 
hypothetic  melanoma  would  apply  to  a squamous 
carcinoma.  All  I can  really  have  confidence  in  is 
that  a conservative,  local  operation  was  done  in 
1963,  both  because  of  the  location  of  the  lesion  and 
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the  patient’s  occupation,  and  that  the  tumor  re- 
curred locally  about  a year  later,  necessitating 
amputation.  The  character  of  the  pulmonary 
metastases  favors  malignant  melanoma,  but  the 
epidemiologic  evidence  and  presumptive  exposure 
to  radiation  favor  squamous  carcinoma.  I shall 
opt  in  favor  of  the  latter. 

The  last  question  I shall  consider  is  the  terminal 
episode.  He  was  not  in  acute  distress  when  admit- 
ted, albeit  there  was  no  doubt  that  he  was  suffering 
from  preterminal  disseminated  cancer.  The 
weight  loss  of  20  pounds  and  the  two  episodes  of 
hemoptysis  coupled  with  the  extensive  pulmonary 
deposits  shown  on  the  roentgenogram  of  the 
chest  substantiate  that  view.  His  cardiovascular 
status  seemed  stable,  although  presumably  he 
was  taking  nitroglycerin  for  angina  as  attacks 
occurred.  Despite  considerable  reduction  in 
lung  space  by  metastatic  tumor,  he  was  not  in 
respiratory  distress.  It  is  curious  that  difficulty 
in  breathing  does  not  develop  in  patients  with 
multiple  solid  metastases  until  a terminal  bron- 
chopneumonia is  superimposed,  whereas,  by  con- 
trast, patients  with  lymphangitic  dissemination 
often  have  respiratory  embarrassment  as  a cardi- 
nal symptom.  The  hospital  admission  in  January, 
1968,  appears  to  have  been  designed  to  assess  the 
extent  of  tumor  by  studies  of  the  sputum,  bronchos- 
copy, and  scalene  lymph-node  biopsy,  all  of 
which  yielded  negative  results.  The  day  before 
discharge  he  had  a severe  attack  of  substernal  pain 
which  was  relieved  by  nitroglycerin.  I am  not 
told  what  the  electrocardiogram  showed  nor 
whether  it  was  accompanied  by  a fall  in  blood 
pressure  in  addition  to  the  diaphoresis.  I assume 


that  blood  was  drawn  for  enzyme  studies  prior  to 
discharge  and  reported  after  his  discharge  took 
place  as  scheduled.  Certainly,  the  elevated  lactic 
dehydrogenase  levels  suggest  myocardial  damage, 
and  he  would  not  have  been  released  had  that 
datum  been  available.  Apparently,  the  fact  that 
the  substernal  pain  was  relieved  by  nitroglycerin 
and  that  this  attack  probably  seemed  no  worse 
than  previous  episodes  was  reassuring.  Nonethe- 
less, he  had  to  be  readmitted  twelve  hours  later 
when  it  became  evident  that  it  was  not  a transient 
episode  but  a significant  “heart  attack.”  Again, 
I would  like  to  see  an  electrocardiogram,  but  the 
tachycardia,  development  of  a murmur,  and  dif- 
fuse pulmonary  wheezing  tell  their  own  story. 
The  protocol  states  that  he  died  in  respiratory 
arrest.  This  is  a nice  distinction,  and  I am  not 
sure  we  are  always  accurate  in  distinguishing 
respiratory  from  cardiac  arrest,  especially  in 
patients  with  both  metastatic  lung  cancer  and 
severe  coronary  artery  disease,  a combination 
which  is  becoming  more  frequent  as  people  tend 
to  live  longer  and  as  cancer  therapy  improves. 
My  own  inclination  is  to  attribute  the  terminal 
episode  to  a major  coronary  artery  occlusion  with 
early  infarction. 

Gerardo  R.  Labay,  M.D.:  The  lesion  in  the 
finger  had  been  present  many  years.  It  seemed  to 
have  begun  as  a cystic  lesion,  and  the  patient  used 
to  aspirate  it  himself  at  intervals.  He  did  not 
consult  a physician  until  the  lesion  began  to  ex- 
pand despite  aspirations.  Given  this  datum, 
would  you  like  to  change  your  diagnosis? 

Dr.  Weitzman:  That  the  primary  tumor  was 

cystic  might  suggest  a tumor  arising  from  skin 


FIGURE  2.  (A)  Portion  of  mural  nodule  in  cystic  tumor  of  right  index  finger  showing  predominance  of  well -differen- 

tiated glandular  pattern.  (B)  Another  area  in  mural  nodule  shows  fairly  solid  sheets  of  cells  with  foci  of  cribriform 
pattern,  (C)  Lining  of  cystic  portion  of  tumor  in  right  index  finger  showing  small  dark  cells  forming  papilliferous  pat- 
tern. 
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FIGURE  3 (A)  Polypoid  mass  of  metastatic  tumor  projects  into  lumen  of  medium-sized  bronchus.  (B)  Tumor  nod- 

ules in  lung,  one  of  which  invades  intrapulmonic  vein 


appendages.  These  are  quite  rare,  especially  so 
in  the  hand,  but  they  grow  slowly  and  can  metas- 
tasize to  lung.  I think  that  is  a possibility,  but  I 
shall  leave  it  to  the  pathologists. 


Dr.  Weitzman  s diagnoses 

1.  Squamous  carcinoma,  right  index  finger, 
secondary  to  radiation  exposure,  with  metastases 
to  lungs 

2.  Coronary  artery  occlusion  with  early  myo- 
cardial infarction 

Pathologic  report 

Goolcheher  Coyaji,  M.D.*:  The  primary 

tumor  in  the  right  index  finger  was  a cystic  mass 
about  3.5  cm.  in  diameter.  The  cystic  cavity  was 
lined  by  tumor  tissue,  and  a mural  nodule  about 
1 cm.  was  present.  Microscopic  examination 
showed  it  to  be  a sweat  gland  tumor  composed  of 
aggregates  of  fairly  uniform,  small,  dark-staining 
cells.  In  the  mural  nodule  areas  of  gland  forma- 
tion were  present  (Fig.  2A)  as  well  as  solid  aggre- 
gates in  which  a cribriform  pattern  with  pseu- 
dorosettes was  evident  (Fig.  2B).  The  tumor  cells 
lined  the  cystic  cavity  and  were  arranged  in  a 
somewhat  papilliferous  pattern  (Fig.  2C).  Occa- 
sional mitotic  figures  were  seen. 

The  tumor  recurred  locally  within  a year,  and 
amputation  was  performed.  We  were  unable  to 
examine  material  from  this  procedure,  but  a verbal 
report  informed  us  that  the  neoplasm  had  involved 
the  bone  in  the  distal  phalanx. 

At  autopsy  there  was  no  residual  tumor  in  the 
right  upper  extremity,  and  the  right  axillary  lymph 
nodes  were  free  of  tumor.  Metastatic  deposits 
were  found  in  both  lungs,  the  liver,  and  both 
kidneys.  Each  lung  contained  over  20  nodules  of 
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firm  white  tumor  tissue  ranging  in  size  from  0.8 
to  4 cm.  Some  of  the  pulmonary  metastases 
protruded  into  the  bronchial  lumina  as  polypoid 
structures,  presumably  the  source  for  the  episodic 
hemoptyses  (Fig.  3A).  The  pulmonary  veins  were 
also  invaded  by  metastatic  tumor  (Fig.  3B).  The 
liver  contained  only  two  secondary  deposits,  a 
medium-sized  nodule  about  4.5  cm.  in  diameter 
and  a small  one  about  0.3  cm.  in  diameter.  The 
right  kidney  contained  three  small  metastatic 
nodules  and  the  left  a small  solitary  one.  Micro- 
scopic examination  of  the  metastases  showed  a 
mixture  of  patterns,  some  areas  showing  solid 
nests  of  small,  dark-staining  cells  surrounded  by 
a palisaded  border  (Fig.  4A),  others  exhibiting 
a gland-forming  or  cylindromatous  pattern  (Fig. 
4B). 

The  heart  weighed  480  Gm.  and  showed  an  old, 
healed  myocardial  infarct  in  the  posterolateral 
wall  of  the  left  ventricle  as  well  as  a fresh  infarct, 
about  twenty-four  hours  old,  at  the  periphery  of 
the  old  scar  but  also  extending  into  the  interventric- 
ular septum.  The  fresh  infarct  was  the  sequel 
to  recent  occlusion  of  the  right  coronary  artery 
secondary  to  fresh  hemorrhage  into  an  athero- 
matous plaque  (Fig  5).  As  might  be  expected, 
the  lungs  showed  acute  pulmonary  congestion  and 
edema  as  well  as  the  tumor  metastases.  Arte- 
riosclerotic changes  were  seen  in  the  aorta,  the 
renal  vessels,  as  well  as  in  the  heart.  Benign 
prostatic  hypertrophy  completed  the  anatomic 
observations  in  this  sexagenarian. 

Tumors  of  sweat-gland  origin  include  a wide 
range  of  taxonomic  entities  and  subclassifications. 
A variety  of  labels,  usually  based  on  the  terms 
cylindroma,  syringoma,  or  hidradenoma,  suitably 
modified  by  polysyllabic  qualifiers  to  fit  the  pat- 
tern predominating  in  the  individual  case,  have 
been  devised.  Lund^  has  illustrated  a great  many 
of  these  variants,  and  it  is  evident  that  sweat- 
gland  tumors  in  general  are  characterized  by  mor- 
phologic heterogeneity,  whether  benign  or  malig- 
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FIGURE  4 (A)  Metastatic  tumor  in  lung  showing  solid  nests  of  small  dark  cells  surrounded  by  palisaded  margin. 

(B)  Metastatic  tumor  in  lung  showing  glandular  pattern. 


FIGURE  5 Section  of  right  coronary  artery  showing 
severe  atherosclerosis  and  fresh  hemorrhage  into 
atheromatous  plaque. 


nant.  The  tumor  in  today’s  case  and  its  metas-  | 
tases  contain  areas  which  can  be  classified  as  j 
cylindroma,  papillary  syringoma,  nodular  hid-  t 
radenoma,  or  even  that  elusive  variant  “intermedi-  | 

ate  type.”  Some  areas  in  the  tumor  could  not  be  ( 

distinguished  from  the  cellular  patterns  seen  in 
some  forms  of  basal-cell  carcinoma. 

Although  benign  tumors  of  sweat-gland  origin 
are  not  uncommon,  their  malignant  counterparts 
are  rare,  and  few  observers  have  been  able  to  study 
more  than  a handful  of  cases.  Berg  and  Mc- 
Divitt,^  reviewing  102  sweat-gland  carcinomas, 
pointed  out  that  although  most  benign  sweat- 
gland  tumors  are  thought  to  arise  from  apocrine 
glands,  nodular  hidradenoma  being  the  only  type 
to  originate  from  eccrine  glands,  this  distinction 
is  less  precise  when  applied  to  malignant  sweat 
gland  tumors.  They  developed  a classification 
of  malignant  sweat-gland  tumors  corresponding 
to  Lund’s  classification  of  the  benign  tumors, 
finding  malignant  counterparts  for  all  subtypes 
except  the  papillary  syringoma  which  is  considered 
a malformation  rather  than  a true  tumor,  but  were 
not  able  to  relate  the  histologic  pattern  to  sub- 
sequent behavior  or  prognosis.  They  found  that  in  I 
general,  following  conventional  criteria,  well-dif- 
ferentiated tumors  which  closely  resembled  be- 
nign adenomas  had  a low  rate  of  local  spread  or 
distant  metastasis,  whereas  poorly  differentiated. 
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“anaplastic”  tumors  had  a high  rate.  Today’s 
case  is  somewhat  unusual  in  that  although  the 
primary  tumor  was  well  differentiated,  local  recur- 
rence developed  within  a year  after  the  primary 
tumor  was  removed,  and  distant  metastases  within 
two  to  three  years.  However,  this  chronology  may 
be  misleading  because  the  tumor  was  present  for 
many  years,  and  the  patient  elected  to  treat  it  him- 
self, traumatizing  it  repeatedly  in  the  process. 

Nonetheless,  even  though  the  patient  was  enter- 
ing the  stage  of  symptomatic  progression  of  his 
neoplastic  disease,  the  immediate  cause  of  death 
was  not  his  carcinoma  but  one  of  the  standard 
forms  of  degenerative  arteriosclerotic  disease. 

Anatomic  diagnoses 

1.  Malignant  sweat-gland  tumor,  right  index 
finger,  with  metastases  to  lungs,  liver,  and  kidneys 


2.  Acute  myocardial  infarction,  posterolateral 
and  septal,  secondary  to  occlusion  of  right  coronary 
artery 

3.  Healed  myocardial  infarct,  posterolateral 

4.  Pulmonary  congestion  and  edema 

5.  Generalized  arteriosclerosis,  severe,  with 
cardiac  hypertrophy 

6.  Benign  nephrosclerosis 

7.  Benign  prostatic  hypertrophy 
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HYALINE  MEMBRANE 
DISEASE 


Case  history 

Roger  A.  Hyman,  M.D.:  A male  infant,  twin 
“B,”  was  delivered  by  total  breech  extraction  after 
thirty-one  weeks  of  gestation.  The  mother  was 
twenty-one  years  old,  gravida  III,  and  para  HI. 
The  infant  weighed  1,400  Gm.  and  had  a one-min- 
ute Apgar  scoring  of  5.  He  was  dyspneic,  and  re- 
suscitation by  endotracheal  intubation  was  in- 
stituted immediately.  Spontaneous  respirations 
were  established  at  two  minutes  of  age.  Intra- 
venous fluids  and  bicarbonate  were  given  via  the 
umbilical  vein.  The  infant  underwent  several 
respiratory  and  cardiac  arrests  during  the  first  few 
hours  of  life  and  finally  died  at  the  age  of  seven 
hours  after  his  fourth  apneic  episode. 


FIGURE  1.  Frontal  roentgenogram  of  chest  shows 
diffuse  granular  appearance  of  both  lung  fields  with 
prominent  "air  bronchogram." 


FIGURE  2.  Postmortem  cut  surface  photograph  of 
formalin-fixed  lung  revealing  homogenous  appearance  of 
parenchyma  around  ectatic  bronchioles. 


Radiographic  discussion 

Dr.  Hyman:  Radiographic  examination  of  the 
chest  in  the  frontal  projection  demonstrates  diffuse 
reticulogranular  infiltration  throughout  the  lung 
fields  bilaterally  (Fig.  1).  In  addition,  there  is  a 
distinct  air  bronchogram  effect,  in  which  the  air- 
filled  bronchial  structures  are  highlighted  against 
the  surrounding  infiltrated  lungs.  The  lungs  are 
hypoaerated  and  appear  mildly  decreased  in  vol- 
ume as  well.  The  combination  of  a diffuse,  gran- 
ular, “ground  glass”  appearance  of  the  lungs  bi- 
laterally and  a significant  air  bronchogram  effect, 
makes  the  diagnosis  of  hyaline  membrane  disease 
very  likely.  Although  reticulogranular  infiltrates 
may  be  seen  in  several  other  conditions,  when  they 
are  diffuse,  symmetrical,  and  associated  with 
prominent  air  bronchogram  effect  in  a newborn 
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FIGURE  3 (A)  Tissue  section  revealing  collapsed  alveoli  and  very  dilated  alveolar  duct  and  alveolus,  plastered  with 

hyaline  membrane  (X  110).  (B)  Higher  magnification  of  Figure  3 A ( X 180).  (Hematoxylin  and  Eosin  stain) 


I 

infant,  the  findings  are  virtually  pathognomonic 
of  hyaline  membrane  disease. 

The  severity  of  the  infiltration  and  the  hypoaera- 
tion  demonstrated  in  this  case  are  associated  with 
a poor  prognosis. 

Pathologic  discussion 

Sa-id  Esfahanian,  M.D.:  The  combined 

weight  of  both  lungs  was  40  Gm.  (expected  weight 
for  premature  infant  weighing  1,389  Gm.  is  28 
Gm.).  The  lungs  were  expanded  but  much  firmer 
than  normal.  They  were  a uniform  dark  red,  and 
the  cut  surface  had  a homogeneous  pattern  (Fig. 
2).  Most  of  the  alveoli  were  totally  collapsed. 
Many  respiratory  bronchioles  and  alveolar  ducts 
and  a few  alveoli  were  distended,  with  their  inner 
lining  plastered  with  a homogeneous  eosinophilic 
membrane  staining  weakly  with  periodic  acid- 
Schiff  This  material  had  the  histochemical  fea- 
tures of  a transudate  and  contained  no  stainable 
fibrin  (Fig.  3).  The  pulmonary  lymphatics  were 
enlarged  and  distended.  Their  lumens  contain  an 
eosinophilic  granular  to  homogeneous  material 
with  occasional  red  blood  cells  (Fig.  4). 


FIGURE  4.  Marked  dilatation  of  pulmonary  lymphatics 
(hematoxylin  and  eosin  stain). 


Comment 

Dr.  Hyman:  The  cause  of  hyaline  membrane 
disease  is  uncertain.  The  most  widely  accepted 
explanation  at  the  present  time  is  that  it  is  caused 
by  a decreased  amount  of  surface  active  material 
(surfactant)  in  the  lungs  of  affected  infants. 
This  substance,  found  lining  the  alveoli  of  normal 
lungs,  acts  to  decrease  the  surface  tension  in  the 
terminal  air  spaces  and  thus  prevents  atelectasis. 
It  has  been  shown  that  surfactant  resides  in  the 
fraction  of  lecithin  and  sphingomyelin.  Experi- 
mentally, lungs  with  poor  surface  activity  have  de- 
creased total  lipids,  decreased  total  phospholipids, 
and  a lower  than  normal  percentage  of  lecithin. 
Therefore,  it  is  postulated  that  in  hyaline  mem- 
brane disease  decreased  levels  of  surfactant  lead 
to  atelectasis,  a prominent  feature  of  the  disease. 

Hyaline  membrane  disease  is  a disease  of  pre- 
maturity affecting  between  10  and  50  per  cent  of 
premature  infants.  Lower  birth  weights  are  as- 
sociated with  a significantly  higher  incidence  of 
the  disease,  with  the  exception  that  infants  under 
1,000  Gm.  appear  to  have  a lower  incidence  than 
those  in  the  1,000  to  1,500-Gm.  category. 

Infants  of  mothers  who  have  third-trimester 
hemorrhages  or  diabetes  have  a significantly  higher 
incidence  of  hyaline  membrane  disease  than  the 
population  at  large.  Since  the  mothers  of  these 
infants  have  a high  rate  of  cesarean  section,  the 
incidence  of  hyaline  membrane  disease  is  nine 
times  as  great  in  progeny  of  mothers  v/ho  undergo 
this  procedure.  However,  if  only  elective  cesarean 
sections  are  considered,  the  risk  is  not  significantly 
greater  than  with  normal  spontaneous  vaginal  de- 
livery. 

Symptoms  usually  appear  in  the  delivery  room 
and  include  tachypnea,  retractions,  and  dusky  ex- 
tremities. If  normal  respiration  is  observed  for 
the  first  eight  hours  of  life,  hyaline  membrane  dis- 
ease will  not  develop.  Cyanosis  and  apneic  spells 
are  associated  with  poor  prognosis. 

Complications  of  hyaline  membrane  disease  in- 
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elude  bronchopneumonia  as  well  as  intracranial 
and  other  visceral  hemorrhages. 

Mary  Ann  Radkowski,  M.D.:  The  pathog- 

nomonic features  of  hyaline  membrane  disease  are 
not  always  present. The  reticulogranular  pat- 
tern may  be  more  unilateral  or  segmental.  There 
may  be  areas  of  focal  or  diffuse  hyperaeration  rath- 
er than  the  more  usual  underaeration  of  the  lungs. 
The  heart  size  in  most  series  is  reported  as  normal. 
A large  heart  should  alert  one  to  the  possibility 
of  congenital  heart  disease  or  congestive  heart 
failure. 

Because  of  its  diffuse  pattern,  hyaline  membrane 
disease  can  mask  even  an  overwhelming  pneumoni- 
tis or  pulmonary  hemorrhage.  The  infant  with 
hyaline  membrane  disease  who  aspirates  meconi- 
um or  a feeding  also  may  fail  to  show  typical 
findings  on  roentgenograms  of  the  chest. 

There  are  early  roentgenographic  signs  which 
should  alert  the  radiologist  to  impending  pneumo- 
thorax. Intrapulmonary  interstitial  emphysema, 
either  in  the  form  of  pseudocysts  or  linear  radio- 
lucencies  in  the  lung  periphery,  is  most  impor- 
tant.'* The  pseudocysts  are  most  frequently  seen 
beneath  the  visceral  pleura  and  along  septal  lines. 
Air  block  causes  rupture  of  alveoli  and  dissection 
of  air  along  the  perivascular  sheaths  with  conse- 
quent pneumomediastinum  and  pneumopericardi- 
um. If  the  infant  survives,  the  air  is  resorbed  with- 
in ten  to  fourteen  days.® 

Hyaline  membrane  disease  usually  clears  with- 
out residual  if  the  infant  survives  the  first  seventy- 
two  hours.  With  the  survival  of  a greater  number 
of  these  infants,  chronic  hyaline  membrane  dis- 
ease has  become  more  frequent. 

Dr.  Esfahanian:  The  cause  of  hyaline  mem- 

brane disease  (respiratory  distress  syndrome)  is 
unknown.  There  are  many  apparently  related 
mechanisms  involved  in  the  pathogenesis  and  out- 
come, but  it  is  not  certain  which  is  primary.  These 
mechanisms  include  high  pulmonary  vascular  re- 
sistance, impaired  or  deficient  surfactant  activity, 
increased  alveolar  wall  permeability,  inhaled 
amniotic  fluid,  and,  possibly,  deficiency  of  fi- 
brinolysin.  Secondary  phenomena  are  necrosis  of 
epithelial  cells,  hyaline  membrane  formation, 
lymphangiectasis,  interstitial  repair  reaction, 
pulmonary  edema,  and  pulmonary  hemorrhage. 
While  the  secondary  phenomena  do  not  by  any 
means  indicate  the  cause  of  the  disturbance,  they 
are  the  characteristic  histologic  features  by  which 
the  disturbance  may  be  diagnosed. 

Hyaline  membrane  disease  occurs  principally  in 
premature  infants,  infrequently  in  infants  less 
than  1,(K)0  Gm.  in  weight,  and  is  rare  in  term  in- 
fants. With  one  exception  it  has  never  been  ob- 
served in  stillborn  infants.  The  pathologic  fea- 
tures of  hyaline  membrane  disease  are  not  ob- 
served in  infants  surviving  less  than  eight  hours.'* 

In  various  autopsies  of  newborn  infants  born 
alive  but  dying  within  the  first  week  of  life,  hyaline 


membrane  disease  has  been  discovered  in  one 
fifth  to  one  third  of  all  lungs.  It  is  not  the  sole 
pathologic  lesion  in  all  these  cases  but,  nonethe- 
less, remains  the  most  frequent  cause  of  neonatal 
death. 

Infants  with  hyaline  membrane  disease  have 
obvious  severe  respiratory  distress  and  frequently 
have  had  to  be  resuscitated  at  birth.  Interstitial 
emphysema  occurs  in  some  of  these  infants  and 
may  progress  to  pneumomediastinum,  pneu- 
moperitoneum, pseudocyst  formation,  and  extra- 
thoracic  interstitial  emphysema.  While  these 
findings  may  be  a consequence  of  hyaline  mem- 
brane disease,  they  have,  in  our  experience,  usu- 
ally been  attributable  to  vigorous  therapy.  The 
prognosis  is  grave.  Death  may  occur  within  a few 
hours.  In  milder  cases  the  symptoms  reach  a peak 
within  three  days  following  which  there  may  be 
subsequent  gradual  improvement.  Sequellae  are 
rare  and,  when  they  occur,  are  often  attributed 
to  the  use  of  respirators,  particularly  of  the  posi- 
tive pressure  type,  and  oxygen  therapy. 

Most  studies  of  hyaline  membrane  disease  are 
based  on  material  removed  and  fixed  twelve  or 
more  hours  after  death.  When  lung  tissue  re- 
moved and  fixed  immediately  after  death  is  com- 
pared with  tissue  from  the  same  case  allowed  to  re- 
main unfixed  for  ten  to  thirty-six  hours,  striking 
differences  are  noted.  In  the  tissue  fixed  im- 
mediately, the  aeration  and  expansion  pattern 
approximates  that  of  a normal  premature  infant, 
hyaline  membranes  are  thinner,  and  there  is  a 
faintly  granular  precipitate  in  respiratory  lumina. 
This  suggests  that  the  heavier  membranes  and  the 
extensive  atelectasis  seen  in  material  fixed  many 
hours  later  are  postmortem  artefacts.^  These  and 
other  observations  seem  to  favor  a major  role  for 
increased  pulmonary  vascular  resistance  in  the 
pathogenesis  of  hyaline  membrane  disease. 

This  infant’s  twin,  a male  weighing  1,415  Gm., 
also  died.  He  required  resuscitation  at  birth  and 
died  one  hour  later.  A few  hyaline  membranes 
were  seen,  and  there  was  patchy  atelectasis.  There 
was  also  a ruptured  bleb  of  the  left  lung  with  inter- 
stitial emphysema,  pneumomediastinum,  and 
subcutaneous  emphysema.  We  conclude  that  this 
infant  also  had  hyaline  membrane  disease  but  sus- 
pect that  the  emphysema  and  other  complications 
may  have  been  caused  by  therapeutic  efforts. 

Dr.  Hyman:  Recently,  a technic  has  been  de- 
veloped for  the  prenatal  evaluation  of  the  prob- 
ability of  a given  premature  infant  being  born 
with  hyaline  membrane  disease.  This  consists  of 
performing  amniocentesis  and  evaluating  the 
phospholipid  content  of  the  amniotic  fluid.  This 
enables  one  to  predict  when  the  requisite  maturity 
of  the  lung  tissue  has  been  obtained. 
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Radiation  therapy  in  lung  cancer 

A study  involving  84  patients  with  lung  cancer  and 
regional  (not  distant)  metastases  was  undertaken  by  N. 
Abramson,  M.D.,  and  P.  J.  Cavanaugh,  M.D.,  of  Duke 
University  Medical  Center  to  compare  the  effects  of  the 
30-treatment  radiotherapy  course  now  used  in  most 
centers  with  a shorter,  10-treatment  course  (Radiology 
96:  1627  (Sept.)  1970).  The  study  was  undertaken  be- 
cause of  a feeling  that  the  long  course  was  too  arduous 
a physical  and  psychological  burden,  and  that  even  if 
the  survival  rate,  relief  of  symptoms,  and  complication 
rate  remained  unchanged  in  the  10-treatment  method, 
it  would  still  be  better  than  the  longer  course  because  of 
the  greater  convenience  for  patient  and  therapist. 

The  long  course  consisted  of  6,000  r in  30  fractions 
over  six  weeks,  and  the  short  course  of  2,000  r for  five 
days  and  another  2,(X)0  r tumor  dose  over  five  days  three 
weeks  later,  totaling  10  fractions.  The  one-year  survival 
rate  for  the  shorter  course  was  43  per  cent;  for  the  longer, 
14  per  cent.  The  increase  in  survival  time  in  the  short 
course  group  was  considered  particularly  significant 
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because  of  the  impression  that  the  patients  in  this  group 
were  the  sicker.  The  distribution  of  patients  in  the  2 
groups  with  regard  to  age,  race,  and  sex  was  about  equal. 
No  increase  in  complications  was  observed  in  the  short- 
course  group. 

In  their  introductory  remarks  the  authors  observe  that 
current  treatment  methods  for  carcinoma  of  the  lung  are 
at  best  inadequate,  with  the  average  five-year  survival 
rate  remaining  at  about  5 per  cent  despite  advances  in 
surgical  technic,  more  sophisticated  approaches  in  radio- 
therapy, and  new  antitumor  chemical  agents.  In  locally 
advanced  lung  carcinoma,  however,  the  benefits  of  radia- 
tion therapy  are  well  documented.  Even  though  sur- 
vival is  not  remarkably  increased,  patients  are  usually 
spared  the  distressing  complications  of  spreading  intra- 
thoracic  tumor  such  as  cough,  shortness  of  breath,  he- 
moptysis, and  pain.  When  radiation  therapy  is  begun, 
it  is  hoped  that  the  tumor  will  be  confined  to  the  treat- 
ment field  and  be  sterilized  by  the  radiation;  unfortu- 
nately, the  tumor  has  almost  always  already  seeded 
microscopically  beyond  the  field  by  the  time  treatment 
is  begun,  and  the  prognosis  is  hopeless. 
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Peptic  ulcer  is  uncommon  in  females  and  rarer 
still  during  pregnancy  as  indicated  by  experiences 
cited  in  the  medical  literature.  In  particular,  the 
complications  of  duodenal  ulcer,  bleeding  and 
perforation,  are  infrequently  encountered.  De- 
spite the  near  consensus  of  clinical  experience  that 
pregnancy  has  a beneficial  effect  on  the  ulcer,  re- 
activation of  ulcer  symptoms  may  occur.  When 
complicated  by  hemorrhage,  the  management  of 
the  pregnant  ulcer  patient  presents  special  prob- 
lems in  diagnosis  and  therapy  that  merit  review 
and  consideration  by  the  surgeon  called  to  treat 
such  a patient. 

Case  report 

A thirty-four-year-old  pregnant  female,  gravida 
3,  para  1,  was  admitted  to  the  hospital  on  Janu- 
ary 22,  1968,  with  the  chief  complaint  of  hema- 
temesis  and  melena. 

Her  illness  began  two  months  prior  to  admission 
with  occasional  nausea  occurring  two  to  three  hours 
after  each  meal.  One  week  prior  to  entry,  she 
vomited  a small  amount  of  fresh  blood.  In  the 
evening  prior  to  admission  she  had  several  bouts 
of  vomiting  consisting  of  preingested  food,  blood 
clots,  and  a moderate  amount  of  bright  red  blood. 
The  patient’s  expected  date  of  confinement  was 
March  9,  1968;  she  was  therefore  in  her  thirtieth 
week.  Except  for  hyperemesis  gravidarum  occur- 
ring during  the  first  trimester  of  her  first  pregna- 


cy,  she  denied  previous  history  of  gastrointestinal 
disturbance.  She  admitted  to  occasional  ingestion 
of  aspirin  and  alcohol.  There  was  no  pertinent 
allergic  history.  Her  father  died  of  cancer  of  the 
stomach.  A brother  has  a duodenal  ulcer. 

The  physical  examination  showed  blood  pressure 
90/60,  pulse  rate  13  per  minute,  and  respiratory 
rate  24  per  minute. 

Tbe  patient  was  a well-developed  and  well- 
nourished  pregnant  female,  coherent  and  conscious. 
Mucous  membranes  were  pallid.  The  pertinent 
physical  findings  were  an  enlarged,  soft,  nontender 
abdomen  in  which  the  fundus  of  the  uterus  was 
palpable  3 fingerbreadths  above  the  umbilicus. 
Peristalsis  was  audible  and  normal.  The  fetal 
heart  beat  was  audible  at  the  rate  of  140  per  min- 
ute. On  vaginal  examination  the  cervix  was  found 
closed,  and  the  membranes  were  intact.  The  stool 
was  black  and  strongly  positive  for  blood.  Slight 
lower-extremity  edema  was  present. 

Laboratory  test  results  were  as  follows:  hemato- 
crit 26,  hemoglobin  9.3  Gm.  per  100  ml.,  and  white 
blood  count  13,500  per  cubic  millimeter.  Urinaly- 
sis revealed  a trace  of  albumin  and  30  to  35  red 
blood  cells  per  high-power  field.  Liver  chemis- 
tries and  serum  electrolytes  were  normal.  A chest 
x-ray  film  did  not  reveal  any  abnormalities. 

On  admission  to  the  obstetric  service,  intra- 
venous fluids  were  administered  and  the  stomach 
aspirated.  After  two  units  of  blood,  her  hemato- 
crit rose  to  31,  and  vital  signs  were  improved.  On 
her  second  hospital  day  she  was  noted  to  be  pale 
and  apprehensive.  She  vomited  1,500  cc.  of  coffee- 
ground  material  and  passed  two  large  tarry  stools. 
Her  hematocrit  again  fell  to  27.  Two  additional 
units  of  blood  were  administered,  but  she  con- 
tinued to  pass  tarry  stools.  Her  pulse  rate  re- 
mained elevated  at  110  per  minute  and  failed  to 
respond  to  replacement  transfusions.  Complete 
hematologic  study  did  not  reveal  any  hematologic 
disorder. 

An  emergency  upper  gastrointestinal  series  was 
performed  on  the  third  hospital  day  while  she  con- 
tinued to  bleed  actively.  This  showed  the  stomach 
and  duodenum  to  be  displaced  upward  by  the  near- 
term  pregnant  uterus.  The  duodenal  bulb  showed 
the  presence  of  a 1-cm.  in  diameter  centrally  lo- 
cated collection  of  barium  which  had  the  appear- 
ance of  an  ulcer  crater.  The  crater  was  sur- 
rounded by  a 3-cm.  in  diameter  radiolucent  halo 
which  represented  the  surrounding  markedly 
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FIGURE  1.  Duodenal  bulb  shows  1-cm  central  ulcer 
crater  surrounded  by  markedly  edematous  ulcer  mound 


edematous  duodenal  mucosa  (Fig.  1).  In  view  of 
the  persistent  bleeding  after  the  seventh  unit  of 
blood,  abdominal  exploration  was  carried  out. 

At  laparotomy  a 1.5-cm.  ulcer  crater  at  the 
anterolateral  aspect  of  the  duodenal  bulb  with  an 
actively  bleeding  vessel  was  identified  via  a gastro- 
duodenotomy.  This  was  ligated  and  the  bleeding 
controlled.  A Heinecke-Mikulicz  pyloroplasty 
and  bilateral  vagotomy  were  then  carried  out. 
The  patient  tolerated  the  procedure  well.  The 
fetal  heart  beat  remained  strong  and  regular.  A 
total  of  nine  units  of  blood  had  been  transfused. 

Her  postoperative  course  was  essentially  benign, 
although  far  from  uneventful. 

On  the  patient’s  second  postoperative  day  she 
had  a normal  spontaneous  delivery  of  a 6y2-pound 
female  baby.  On  her  sixth  postoperative  day, 
fourth  postpartum  day,  she  underwent  dilatation 
and  curettage  for  vaginal  bleeding  secondary  to 
retained  placenta.  Normal  bowel  function  did  not 
return  until  her  eleventh  postoperative  day,  after 
which  time  she  rapidly  progressed  through  oral 
feedings.  She  was  discharged  on  the  sixteenth 
postoperative  day  and  was  asymptomatic  during 
the  six  months  of  follow-up. 

Comment 

Controversy  exists  concerning  the  relationship 
of  pregnancy  to  peptic  ulcer.  Sandweiss,  Saltz- 
stein,  and  Farbman^  confirmed  their  clinical  im- 
pression of  the  favorable  influence  of  pregnancy 
on  peptic  ulcer  disease.  In  a study  of  70,310  con- 
secutive admissions  to  five  Detroit  hospitals  only 
1 case  of  active  duodenal  ulcer  was  found.  In  addi- 
tion, no  case  of  peptic  ulcer  was  present  among  the 
13,000  consecutive  pregnant  women  admitted  to 


the  Harper  Hospital  during  the  same  decade.  In  a 
study  of  400  women  with  peptic  ulcers  Clark'^  found 
that  88  per  cent  were  symptomatically  improved 
by  pregnancy. 

(Contrary  to  the  general  clinical  impression. 
Crisp*  believes  that  the  physiologic  changes  in  the 
gastrointestinal  tract  secondary  to  pregnancy  are 
detrimental  to  patients  with  peptic  ulcer.  He  ex- 
plained that  the  probable  subjective  improve- 
ment of  the  ulcer  patient  is  for  the  most  part  due  to 
good  prenatal  care,  including  instructions  on  the 
importance  of  proper  and  adequate  diet,  especially 
the  liberal  intake  of  milk.  Others  also  emphasized 
that  peptic  ulcer  in  pregnant  women  is  perhaps 
more  common  than  formerly  observed.  Often  the 
ulcer  symptoms  are  either  masked  or  confused 
with  the  symptoms  of  pregnancy  and  therefore  are 
not  diagnosed.  LeWinn'*  pointed  out  the  fact  that 
frequent  intestinal  symptoms  during  gestation  are 
often  taken  for  granted  by  the  patient  and  her 
physician.  Mussey®  alluded  to  the  possible  mask- 
ing of  peptic  ulcer  during  the  first  trimester  by  hy- 
peremesis gravidarum.  Crisp'*  also  contends  that 
since  the  etiology  of  peptic  ulceration  appears  to 
be  related  to  gastric  hypersecretion  of  hydrochloric 
acid  and  pepsin,  and  since  secretion  of  gastric  juice 
increases  markedly  in  the  last  trimester  and  puer- 
perium,  such  rise  would  tend  to  aggravate  a pre- 
existing ulcer  diathesis. 

In  1925  Nakai**  was  the  first  to  demonstrate  the 
diminution  of  free  hydrochloric  acid  and  total 
chloride  content  of  gastric  juice  of  pregnant  wom- 
en. This  was  confirmed  by  Strauss  and  Castle.'^ 
The  latter  also  reported  greatly  diminished  gastric 
response  to  histamine  during  gestation;  they 
further  observed  that  a rise  in  gastric  secretion 
occurs  in  the  last  trimester.  Murray,  Erskine, 
and  Fielding^  noted  a decrease  in  the  basal  secre- 
tion of  hydrochloric  acid  during  the  first  trimester 
of  pregnancy  and  also  a decreased  secretory  re- 
sponse to  the  augmented  histamine  test.  Grybo- 
ski  and  Spiro^  studied  the  blood  pepsinogen  level 
as  an  indirect  index  of  gastric  secretion.  They 
noted  a rise  in  levels  from  the  seventh  month  on- 
ward that  reached  a peak  on  the  first  postpartum 
day.  An  explanation  for  these  clinical  observa- 
tions has  been  sought.  Way***  attempted  to  cor- 
relate the  degree  of  gastric  secretion  with  the  an- 
terior pituitary-like  hormones  found  in  the  urine 
of  pregnant  women.  He  postulated  an  inverse 
ratio  and  suggested  that  the  decrease  in  anterior 
pituitary-like  hormones  during  the  last  trimester 
and  puerperium  was  responsible  for  the  rise  in 
gastric  acidity  occurring  during  this  period. 
Kapellar-Adler**  and  Barnes*^  demonstrated  a 
rising  titer  of  serum  histaminase  during  the  first 
two  trimesters  of  pregnancy  and  suggested  this  as 
a possible  factor  in  the  gastric  hypoacidity  and 
the  decreased  gastric  response  to  histamine  of 
early  pregnancy.  The  serum ‘histaminase  level 
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also  decreased  during  the  last  trimester.  A delay 
in  gastric  emptying  has  been  demonstrated  during 
the  last  trimester  of  pregnancy  due  either  to  gas- 
tric atony  or  partial  pyloric  obstruction.  This,  of 
course,  results  in  gastric  hypersecretion  mediated 
by  the  antral  hormone  gastrin.  Other  neuro- 
humoral  mechanisms  mediated  via  increased 
adrenal  cortical  activity,  in  the  last  trimester,  have 
been  implicated  in  gastric  hypersecretion,  but  their 
role  remains  speculative.^® 

Leplay^'*  has  been  credited  with  reporting  the 
first  proved  case  of  bleeding  peptic  ulcer  during 
pregnancy.  This  was  cited  in  1943  by  Sandweiss, 
et  al.^^  who  were  able  to  collect  only  4 cases  of 
hemorrhage  proved  at  autopsy  associated  with 
pregnancy.  Three  of  the  cases  cited  by  these  au- 
thors bled  from  gastric  ulcer,  and  only  1 bled  from 
a duodenal  ulcer.  In  addition,  the  association  of 
ulcer  diathesis  with  either  toxemia  or  chronic  de- 
bilitating diseases  such  as  tuberculosis  was  very 
high.  We  have  been  able  to  gather  23  additional 
cases  of  documented  peptic  ulcers  from  reports  in 
the  English  literature  since  1943. In  con- 
trast to  the  earlier  cases,  the  diagnosis  in  more  re- 
cent cases  has  been  made  and  confirmed  clinically. 
Nineteen  of  the  ulcers  were  in  the  duodenum,  and 
only  5 were  located  in  the  stomach.  Eighteen  ul- 
cers manifested  onset  and  complications  in  the 
third  trimester,  while  only  6 had  onset  of  symp- 
toms earlier  in  the  second  trimester.  One  case 
was  associated  with  toxemia  of  pregnancy.^®  Ten 
of  the  24  cases,  including  the  case  herein  reported, 
had  no  previous  history  of  ulcer  disease. 

The  incidence  of  massive  upper  gastrointestinal 
hemorrhage  in  pregnancy  is  extremely  low.  Peptic 
ulcer  is  the  least  common  cause  of  bleeding  among 
these  cases.  Kempers,  Hunter,  and  Symmonds®^ 
in  a review  of  20,000  pregnancies  seen  at  the  Mayo 
Clinic  from  1945  through  1958  found  6 such  pa- 
tients. One  bled  from  duodenal  ulcer,  2 bled  from 
hiatus  hernia,  and  1 each  from  carcinoma  of  the 
stomach,  esophageal  varices,  and  bleeding  gastric 
artery.  Palmer®®  recorded  12  cases  of  upper  in- 
testinal bleeding  during  pregnancy,  one  half  of 
which  were  due  to  esophagitis.  Three  patients 
bled  from  varices,  1 bled  from  gastritis  secondary 
to  hiatus  hernia,  and  2 bled  from  mucosal  tears 
(Mallory-Weiss).  There  were  no  instances  of  pep- 
tic ulcer.  Occasionally,  massive  upper  gastrointes- 
tinal hemorrhage  has  been  reported  where  the 
cause  is  obscure  and  remains  unknown.  27.2«  The 
difficulty  in  diagnosis  underscores  the  fact  that  the 
diagnostic  investigation  should  be  vigorously  pur- 
sued and  must  include  if  necessary  gastrointesti- 
nal series,  gastroscopy,  and  esophagoscopy.  Pal- 
mer®® succeeded  in  attaining  a diagnosis  in  90  per 
cent  of  his  patients  with  these  modalities. 

Since  these  patients  are  invariably  young,  initial 
treatment  should  be  nonoperative.  However,  it 
should  be  emphasized  that  shock  and  anemia  are 


detrimental  to  fetal  survival.  Blood  loss  must  be 
promptly  replaced.  The  usual  indications  for 
operative  intervention  should  not  be  discarded  for 
fear  of  jeopardizing  the  pregnancy.  Of  the  23 
previous  cases,  6 underwent  surgery,  each  with 
good  result.  Four  underwent  subtotal  gas- 
trectomy.®’'®'®’®' One  patient  had  a gastrotomy 
with  suture  ligation  of  a bleeding  gastric  ulcer.®' 
King,  Steedman,  and  Berk®®  reported  a pyloro- 
plasty, ligation  of  ulcer,  and  vagotomy.  We  concur 
with  others  that  there  is  no  extreme  technical  dif- 
ficulty as  a consequence  of  the  presence  of  an  en- 
larged uterus. 


Summary 

A case  of  bleeding  duodenal  ulcer  during  preg- 
nancy is  reported.  Uncontrolled  bleeding  neces- 
sitated pyloroplasty,  vagotomy,  and  ligation  of 
bleeders.  Peptic  ulcers  are  activated  during  the 
last  trimester  of  pregnancy.  The  complications 
are  best  treated  conservatively,  but  surgery  is 
necessary  for  the  patients  who  fail  to  respond. 
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Arsenic  in  detergents 

Analysis  by  L.  M.  Magnuson  et  al.  of  the  State  Geo- 
logical Survey  and  University  of  Kansas  of  detergent 
samples,  water  from  the  Kansas  River,  and  water 
entering  and  leaving  treatment  plants  at  Lawrence  re- 
vealed that  the  concentrations  of  arsenic  in  many  of 
the  detergent  products  were  high  enough  to  pose  a pollu- 
tion problem  and  present  a potential  hazard  to  people 
using  them  constantly  (Science  168:  389  (Apr.  17)  1970). 
In  the  river,  arsenic  values  of  2 to  8 ppb  (parts  per  billion) 
have  been  detected.  The  treatment  processes  in  use 
at  many  sewage  or  waste  effluent  plants  do  not  remove 
the  arsenic,  but  limited  tests  indicate  that  cold  lime 
softening  treatment  has  an  arsenic  removal  factor  of 
85  per  cent  and  70  per  cent  for  charcoal  filtration  treat- 
ment. A potential  danger  exists,  however,  in  river  sys- 
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terns  such  as  the  Ohio  where  the  water  is  heavily  reused. 
The  authors  believe  the  present  concentration  of  2 to  8 
ppb  in  the  Kansas  River  is  too  close  to  the  recommended 
limit  of  10  ppb,  set  as  a drinking  water  standard  by  the 
U.  S.  Public  Health  Service. 

The  authors  also  found  that  used  as  directed,  the 
detergents  studied,  particularly  2 of  the  enzyme  pre- 
soaks, bring  arsenic  levels  of  wash  water  far  beyond  the 
concentrations  recommended  for  drinking  water.  While 
wash  water  is  not  ingested,  the  authors  suggest  the  dan- 
ger of  arsenic  absorption  through  the  unbroken  skin, 
the  possibility  of  skin  rashes  and  contact  dermatitis 
in  sensitive  people,  and  the  possible  consequences  of 
long-term  accumulation.  They  point  out  the  presence 
of  arsenic  in  concentrations  of  50  ppb  inhibits  wound 
healing. 
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Leptospirosis  is  an  acute  infectious  disease  which 
may  closely  simulate  viral  hepatitis,  biliary  ob- 
structive disease,  hemolytic  jaundice,  and  other 
entities.  Transmission  is  frequently  by  contact 
with  rat  urine  containing  the  pathogenic  spirochete. 

The  rodent  infestation  of  our  large  urban  areas 
makes  consideration  of  this  entity  important  in  a 
patient  with  jaundice,  fever,  conjunctivitis,  head- 
ache, and  myalgia. 

This  report  describes  a patient  from  an  urban 
ghetto  in  New  York  City  with  fairly  classic  mani- 
festations of  leptospiral  infection.  The  diagnosis 
was  confirmed  by  serial  microscopic  agglutination 
tests.  The  presence  of  right  upper  quadrant  pain, 
jaundice,  and  elevated  serum  alkaline  phosphatase 
simulated  obstructive  biliary  disease.  There  was 
evidence  of  involvement  of  the  eye,  heart,  lung, 
liver,  gastrointestinal  system,  and  kidney.  Trans- 
mission was  felt  to  be  due  to  patient  contact  with 
water  on  the  bathroom  floor  contaminated  with 
rat  urine. 

This  was  the  first  case  reported  in  New  York 
City  in  six  years,  and  only  the  sixth  in  the  last 
eighteen  years.  Previous  cases  of  leptospirosis 
from  our  largest  urban  population  center.  New 
York  City,  over  an  eighteen-year  period,  are  also 
presented. 

Case  report 

A forty-eight-year-old  Negro  male  American 
seaman  was  admitted  to  the  U.S.  Public  Health 
Service  Hospital,  Staten  Island,  with  a four-day 
history  of  nausea,  vomiting,  and  brown  watery 


diarrhea  occurring  four  hours  after  a sparerib  din- 
ner. His  temperature  that  first  night  of  illness  was 
104  F.  He  was  admitted  to  another  hospital  after 
three  days  of  continuing  symptoms  with  a pre- 
sumptive diagnosis  of  diverticulitis.  At  that 
hospital  his  white  cell  count,  serum  amylase,  elec- 
trocardiogram, pulse,  blood  pressure,  and  x-ray 
films  of  chest  and  abdomen  were  all  within  normal 
limits.  The  urine  at  the  time  gave  a 2 plus  test 
result  for  protein;  the  sediment  contained  many 
hyaline  casts. 

He  was  transferred  to  the  U.S.  Public  Health 
Service  Hospital  on  the  fourth  day  of  symptoms 
with  a temperature  of  103.2  F.  He  complained  of 
loose  bowel  movements  4 to  5 times  per  day,  an- 
orexia, vomiting,  diffuse  muscle  pains,  sweats, 
and  shaking  chills.  He  was  experiencing  supra- 
orbital headache  and  moderate  ocular  soreness  with 
photophobia.  Epigastric  pain  had  developed,  and 
neck  stiffness  and  soreness  were  noted  for  a few 
days. 

His  last  sea  voyage  occurred  two  months  prior 
to  admission  and  consisted  of  a short  trip  down  the 
eastern  coast  of  the  United  States.  Since  then 
he  had  stayed  at  home  in  New  York  City’s  Harlem. 
He  had  no  pets,  but  had  heard  rodents  running 
in  the  walls  of  his  apartment  and  across  the  kitchen 
floor.  The  bathroom  was  described  as  being  con- 
tinuously flooded  with  several  inches  of  water. 

On  admission  the  patient  appeared  lethargic  and 
moderately  ill.  Sclerae  were  icteric,  with  conjunc- 
tival injection  bilaterally  and  demonstrable  photo- 
phobia. The  neck  was  supple,  and  meningeal  signs 
were  absent.  Moist  rales  were  audible  at  the  left 
lung  base.  Cardiac  rhythm  was  regular.  There 
were  no  murmurs,  heaves,  thrills,  or  rubs.  Bowel 
sounds  were  normoactive.  The  liver  edge  was 
slightly  tender  and  palpable  114  fingerbreadths 
below  the  right  costal  margin.  There  was  no 
splenomegaly.  There  was  rebound  tenderness 
in  the  left  lower  quadrant  of  the  abdomen  without 
radiation  and  without  guarding  elsewhere.  Bilat- 
eral costovertebral  angle  tenderness  was  present. 
Rectal  examination  was  unremarkable  as  were  the 
genitalia.  There  was  muscle  tenderness  on  palpa- 
tion over  all  muscle  groups.  Neurologic  examina- 
tion gave  negative  findings.  Extremities  were 
warm  and  dry.  There  was  no  clubbing  or  edema 
noted. 

The  temperature  was  103.2  F.,  the  pulse  120  and 
regular.  The  blood  pressure  was  130  systolic,  80 
diastolic,  and  respirations  were  20  per  minute  and 
unlabored. 

A lumbar  puncture  was  performed,  and  the 
cerebrospinal  fluid  was  clear  and  colorless  with 
normal  chemistries  and  pressures.  Electrocardio- 
gram demonstrated  a sinus  tachycardia  and  left- 
axis  deviation  of  minus  50  degrees.  The  hemato- 
crit was  48,  and  the  white  cell  count  was  11,000 
with  78  neutrophils,  11  band  forms,  and  11  lym- 
phocytes per  100  white  cells.  The  serum  potassium 
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TABLE  I.  Clinical  and  laboratory  data  during  hospitalization 


Day  of 
Illnes.s 

Temperature 

(F.) 

Serum 
Bilirubin 
(mg.  per 
100  ml.) 

SCIOT 

(units) 

Serum 
Alkaline 
Phosphatase 
(Bessey- 
Lowry  units) 

White- 

Cell 

Count 

(per 

cu.  mm.) 

Blood 
Uurea 
N itrogen 
(mg.  per  100 
ml.) 

4 

103.2 

8.6 

33 

3.4 

11,000 

24 

6 

102 

11.3 

71 

3.5 

15,700 

44 

7 

103 

17.0 

63 

3.4 

19,000 

41 

8 

99.4 

19.0 

72 

3.2 

15,000 

25 

13 

102.0 

5.0 

78 

3.6 

12,800 

11 

16 

99 

1.0 

73 

2.0 

13,000 

14 

was  3.5  mEq.,  the  sodium  136  mEq.,  the  chloride 
104  mEq.,  and  the  carbon  dioxide  content  21.5 
mEq.  per  liter.  The  serum  alkaline  phosphatase 
was  minimally  elevated  to  3.4  Bessey-Lowry  units, 
urea  nitrogen  was  24  mg.  per  100  ml.,  bilirubin  was 
8.6  mg.  per  100  ml.,  and  the  SCOT  (serum  glutam- 
ic oxaloacetic  transaminase)  was  33  units.  There 
was  bile  present  in  the  urine.  The  urine  gave  a 
2 plus  test  result  for  protein,  and  the  sediment 
contained  5 to  10  red  cells.  The  following  day  the 
electrocardiogram  demonstrated  multiple  atrial 
premature  contractions  with  aberrant  conduction 
and  runs  of  paroxysmal  atrial  flutter-fibrillation. 
Repeated  x-ray  films  of  the  chest  and  plain  films 
of  the  abdomen  gave  unremarkable  findings. 
Cultures  of  the  stool  for  enteric  pathogens,  and 
cultures  of  the  urine,  cerebrospinal  fluid,  sputum, 
and  blood  were  all  negative. 

Tetracycline,  250  mg.  orally  four  times  a day, 
was  initially  administered  and  then  discontinued 
on  the  following  day  when  the  patient  was  started 
on  ampicillin,  2 Gm.  intravenously  every  six  hours, 
and  streptomycin  \ Gm.  every  twelve  hours. 
Tenderness  in  the  left  lower  quadrant  of  the  abdo- 
men increased  as  did  the  myalgia  and  the  conjunc- 
tivitis. The  temperature  remained  at  102  F. 

On  the  sixth  day  of  illness  the  patient  developed 
punch  tenderness  over  the  lower  right  costal 
cage  anteriorly.  The  total  bilirubin  was  11.3  mg. 
per  100  ml.,  the  SGOT  was  71  units,  and  the 
alkaline  phosphatase  was  3.5  Bessey-Lowry  units. 
The  white  cell  count  had  risen  to  15,700.  There 
were  several  episodes  of  sinus  bradycardia.  Serum 
for  a leptospirosis  titer  was  drawn.  Dark  field  ex- 
amination of  the  urine  gave  negative  findings. 

By  the  following  day  the  bilirubin  had  risen  to 
17  mg.  and  the  urea  nitrogen  was  41  mg.  per  100 
ml.;  the  creatinine  was  2.4  mg.  per  100  ml.,  and  the 
white  cell  count  was  19,000.  The  patient  was 
digitalized  for  runs  of  flutter-fibrillation  with  rapid 
ventricular  response  and  associated  dyspnea  and 
orthopnea. 

On  the  eighth  day  of  symptoms  his  temperature 
dropped  from  103  F.  to  99.4  F.,  while  the  serum 
bilirubin  rose  to  19  mg.  per  100  ml.  and  the  alkaline 
phosphatase  to  3.2  Bessey-Lowry  units.  Blood- 
streaked  sputum  was  first  noted  at  this  time.  The 
abdominal  findings  decreased,  and  he  complained 


primarily  of  severe  retro-orbital  headache.  Liver 
scan,  spot  test  for  infectious  mononucleosis,  two 
malarial  smears,  three  stool  examinations  for  ova 
and  parasites,  tests  for  cold  agglutinins,  and 
Coombs’  test,  all  gave  negative  results.  He  re- 
mained afebrile  for  three  and  one-half  days,  and 
antibiotics  were  discontinued. 

On  the  thirteenth  day  of  illness  the  patient’s 
temperature  spiked  to  102  F.,  the  serum  total 
bilirubin  was  5 mg.  per  100  ml.,  and  blood  urea 
nitrogen  was  11  mg.  per  100  ml.,  the  alkaline 
phosphatase  was  3.6  Bessey-Lowry  units,  and 
SGOT  was  78  units.  Three  days  later  the  serum 
bilirubin  was  less  than  1 mg.  per  100  ml.,  the  urea 
nitrogen  14  mg.  per  100  ml.,  and  the  SGOT  73 
units.  A lumbar  puncture  was  performed,  and  the 
fluid  was  yellow.  Bilirubin  in  the  cerebrospinal 
fluid  was  less  than  1 mg.  per  100  ml.,  and  there 
were  6 noncrenated  red  cells  and  no  white  cells 
per  cubic  millimeter  of  fluid. 

The  original  serum  titer  for  leptospirosis  using 
a microagglutination  test  employing  18  screening 
antigens  showed  partial  reaction  against  Lepto- 
spira icterohaemorrhagiae  at  a 1:100  dilution. 
Plate  test  (Difco  4 pools)  result  was  positive  with 
1 pool. 

The  patient  continued  to  improve,  the  second 
febrile  period  lasting  only  three  days.  His  liver 
chemistries  returned  to  normal  values  by  the 
eighteenth  day  of  illness  except  for  an  alkaline 
phosphatase  of  3.4  Bessey-Lowry  units  and  an 
SGOT  of  73  units  (Table  I).  The  urinary  sediment 
and  the  electrocardiogram  findings  were  normal. 

Convalescent  serum,  drawn  on  the  sixteenth  day 
of  illness,  using  a microscopic  agglutination  test, 
was  positive  against  serotype  L.  icterohaemor- 
rhagiae at  a dilution  of  1:6,400,  Leptospira  autum- 
nalis  at  1:6,400,  Leptospira  bataviae  at  1:100, 
and  Leptospira  patoc  at  1:400.  Slide  test  result 
with  Difco  pooled  antigens  was  positive. 

A barium  enema  was  performed  which  revealed 
a large  filling  defect  in  the  sigmoid,  and  at  sig- 
moidoscopy a mucosal  lesion  was  seen,  biopsied, 
and  reported  as  a villous  adenoma.  Serum  drawn 
twenty-four  days  after  the  onset  of  illness  demon- 
strated a microagglutination  test  finding  of  lep- 
tospirosis using  17  screening  antigens  reactive 
against  L.  icterohaemorrhagiae  at  a 1:6,400 
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dilution,  L.  autumnalis  at  a 1:1,600  dilution,  L. 
patoc  at  a 1:400  dilution,  and  Leptospira  pomona 
at  a 1:100  dilution.  It  was  felt  conclusively  that 
the  patient’s  illness  was  due  to  leptospiral  infection 
and  probably  L.  icterohaemorrhagiae.  He  was 
discharged  to  be  readmitted  after  a short  conva- 
lescence for  definitive  treatment  of  the  villous 
adenoma. 

Subsequent  inspection  of  tbe  patient’s  home  dis- 
closed rat  and  mice  droppings,  evidence  of  rodent 
burrows,  a flooded  bathroom  floor,  and  open  holes 
in  the  surrounding  sewerage  system.  Rats  were 
seen  in  the  basement  and  numerous  rat  traps  were 
set  in  an  attempt  to  isolate  the  spirochete  from  the 
rodents.  However,  no  rats  were  trapped. 

None  of  the  patient’s  neighbors  were  in  any  way 
symptomatic  of  leptospiral  infection. 

Comment 

Leptospirosis  is  caused  by  a group  of  antigen- 
ically  distinct  microorganisms  of  tbe  genus  Lep- 
tospira. Leptospiras  are  carried  principally  by 
rats,  mice,  dogs,  swine,  cattle,  and  wild  animals. 
These  animals  are  renal  carriers  of  Leptospira  and 
may  shed  the  organisms  after  acute,  mild,  or  in- 
apparent  infection.  Human  beings  become  in- 
fected from  direct  contact  with  the  contaminated 
urine  or  indirect  contact  as  in  exposure  while 
swimming  or  working  in  water  or  moist  soil.  While 
the  medium  of  transmission  to  man  is  water  con- 
taminated by  the  urine  of  these  animals,  the  en- 
trance into  the  human  body  is  through  the  mucous 
membranes  of  the  conjunctivae,  nose,  or  mouth 
and  through  skin  abrasions.  Leptospiras  enter  the 
blood  stream  and  go  to  various  organs  of  tbe  body.^ 

Pathologically  there  are  renal  tubular  epithelial 
changes  and  foci  of  interstitial  nephritis.  Liver 
changes  include  dissociation  of  liver  cords  and 
cloudy  swelling  of  parenchymal  and  Kupffer  cells. 
There  are  also  inflammatory  lesions  of  skeletal 
muscle  and  myocardium.  Perivascular  inflamma- 
tion in  brain  and  meninges  bas  also  been  described. 
Skin  may  show  a macular  or  maculopapular  der- 
matitis; lungs  may  have  an  intra-alveolar  and  in- 
terstitial hemorrhage.  There  may  also  be  hemor- 
rhages in  the  stomach  and  small  intestine,  skeletal 
muscles,  skin,  kidneys,  gums,  and  adrenals.  Eyes 
may  show  conjunctival  suffusion  and  episcleritis 
with  a later  onset  of  uveitis  or  optic  neuritis.* 
These  pathologic  changes  correspond  to  the  clini- 
cally ob.served  myalgias,  meningeal  symptoms, 
headache,  pneumonitis,  conjunctivitis,  and  ab- 
dominal pain. 

The  vast  majority  of  leptospiral  infections  are 
benign  and  do  not  appear  as  the  more  fulminant 
variety  of  fever,  jaundice,  and  hemorrhages  asso- 
ciated with  renal  and  hepatic  failure  known  as 
Weil’s  syndrome.  Death  is  rare  in  the  absence  of 
jaundice.**  The  majority  of  all  cases  of  leptospiro- 
sis are  anicteric.  Most  ca.ses  of  fatal  leptospirosis 
occur  in  the  presence  of  advanced  hepatorenal  in- 


volvement where  the  mortality  rate  may  be  25 
per  cent.** 

The  present  case  conforms  well  to  the  classic 
clinical  presentation  of  this  spirochetal  disease.  A 
biphasic  fever  curve  during  the  first  stage  with  sys- 
temic symptoms  and  moderate  fever  lasting  from 
four  to  seven  days  is  followed  by  a brief  afebrile 
and  relatively  symptom-free  period  of  from  one  to 
three  days.  This  is  succeeded  by  the  second  phase 
with  recurrence  of  lower-grade  fever  and  symptoms 
consistent  with  an  immune  response  to  an  infec- 
tious agent. 

The  constellation  of  abrupt  onset  of  nausea, 
vomiting,  retro-orbital  headache,  severe  myalgia, 
chills,  fever,  malaise,  followed  by  conjunctival 
suffusion,  abdominal  pain,  jaundice,  meningeal 
signs,  and  tbe  biphasic  fever  curve  is  the  classic 
but  not  invariant  picture  of  leptospiral  infection. 
No  one  nor  all  of  these  clinical  components  is  nec- 
essarily present  in  each  case. 

Of  interest  are  the  liver  chemistries  of  the  current 
case  which  were  compatible  with  biliary  obstructive 
disease.  Edwards  and  Weir^  have  described  a case 
of  leptospirosis  simulating  common-duct  obstruc- 
tion and  emphasize  the  need  for  differentiation 
since  abdominal  surgery  in  the  presence  of  lepto- 
spiral jaundice  is  not  infrequently  accompanied  by 
severe  bleeding.  The  electrocardiographic  abnor- 
malities and  episodic  bradycardias  in  the  current 
case  have  also  been  described  as  part  of  the  clinical 
picture  of  leptospiral  infection,  and  indeed  myo- 
carditis has  been  noted.**-’ 

The  increased  serum  urea  nitrogen  and  white 
cell  count  with  the  abnormal  chemistries  complete 
the  laboratory  picture  of  this  disease.**  Dark- 
field  examination  findings,  as  in  the  present  case, 
are  so  frequently  negative  as  to  be  of  little  diag- 
nostic importance  when  negative.  The  rise  in 
serum  titer  from  acute  to  convalescent  levels  is 
consistent  with  this  acute  infectious  process. 
The  high  titers  on  the  microscopic  agglutination 
test  are  among  the  highest  that  have  been 
reported  and  conform  to  the  usual  serotype  in  the 
majority  of  leptospiral  infections.  The  incubation 
period  of  from  four  to  nineteen  days  would  suggest 
that  the  current  case  was  acquired  from  infected 
rat  urinary  contamination  of  the  flooded  bath- 
room floor. 

The  present  case  represents  the  first  reported 
case  of  human  leptospiral  infection  in  New  York 
City  since  1964.  In  fact,  between  the  years  1951 
to  1969  there  were  only  6 cases  including  the 
present  one,  occurring  in  New  York  City,  accord- 
ing to  City  of  New  York  Department  of  Health 
records.  Looking  back  even  further,  there  were 
only  12  cases  of  human  leptospirosis  reported  to  the 
Communicable  Disease  Center  from  New  York 
State  between  tbe  years  1947  and  196 1.'*  Of  the 
508  cases  in  the  American  literature  up  to  1948, 
Molner,  Meyer,  and  Raskin**  list  only  32  cases  from 
New  York  State.  In  a review  of  the  literature  in 
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1941,  Larson’s**  study  shows  only  5 proved  and  1 
presumed  case  from  New  York  State  up  until  1941. 

The  first  established  case  of  this  disease  is 
credited  to  Stimson**  who  in  1905  observed  a spiro- 
chetal organism  in  tissues  of  a patient  thought  to 
have  had  yellow  fever.  Noguchi  in  1917“*  isolated 
L.  icterohaemorrhagiae  from  rats  in  New  York 
City.  A more  comprehensive  epidemiologic  and 
historic  survey  of  leptospiral  infection  in  New  York 
and  the  country  as  a whole  is  beyond  the  scope  of 
this  report. 

Of  the  5 other  leptospiral  infections  in  New  York 
City  since  1951,  4 had  positive  microscopic  ag- 
glutination titers.  The  fifth  case  had  classic 
clinical  symptoms  without  serologic  verification. 
Serotype  data  are  available  for  3 of  the  5 other 
cases.  One  case  from  Brooklyn  had  a positive  titer 
for  Leptospira  canicola  1:400,  L.  pomona  1:400, 
and  L.  icterohaemorrhagiae  1:200.  The  third 
case  was  transferred  to  a Manhattan  hospital  from 
a hospital  in  Haiti  where  it  appears  the  infection 
was  contracted.  In  only  1 case,  other  than  the 
present  one,  since  1951  was  a history  of  exposure 
to  rats  or  other  animals  obtained,  and  that  occur- 
red on  a swine  and  cattle  farm  on  Staten  Island. 
Of  the  5 other  cases,  1 patient  died  and  the  others 
recovered  completely.  They  all  showed  the  pleo- 
morphism  of  clinical  signs  and  symptoms  which 
characterize  this  disease. 

It  is  suggested  that  this  disease  and  infection 
exceeds  the  reported  incidence.  This  is  probably 
true  for  several  reasons:  (1)  the  tendency  either 

not  to  think  of  the  diagnosis  or  (2)  to  dismiss  its 
likelihood  on  a statistical  basis  in  a patient  who 
presents  symptoms  of  jaundice  and  to  simply 
ascribe  the  clinical  picture  to  infectious  or  perhaps 
serum  hepatitis;  (3)  the  dismissal  of  the  diagnosis 
in  patients  who  cannot  give  a history  of  exposure 
to  rats,  cattle,  swine,  and  so  on;  (4)  the  presumably 
large  number  of  patients  who  do  not  present  them- 
selves to  a hospital  or  clinic  or  who  have  an 
anicteric  form  of  leptospiral  infection;  (5)  the  easy 


confusion  between  this  disease  with  such  more 
common  entities  as  viral  hepatitis,  biliary  disease, 
hemolytic  jaundice,  sepsis;  (6)  the  somewhat 
greater  difficulty  in  obtaining  serologic  confirma- 
tion in  leptospiral  infection  than  in  other  disease  in 
the  differential  diagnosis;  or  (7)  the  incorrect 
dismissal  of  this  diagnosis  in  patients  with  head- 
ache, myalgia,  pneumonitis,  and  so  on  in  the 
absence  of  obvious  liver  dysfunction. 

The  physician  should  be  alert  to  the  diagnosis 
of  leptospiral  infection  for  only  then  will  the 
patient  be  spared  needless  surgery,  unnecessary 
procedures,  inappropriate  therapy,  and  potentially 
untoward  consequences. 
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Gastrojejunocolic  fistulas  resulting  from  benign 
peptic  ulcer  disease  in  patients  without  surgical 
procedures  are  extremely  rare.  In  an  extensive 


review  of  the  literature  we  were  unable  to  find  any 
reported  cases.  The  case  presented  here,  occurring 
in  a forty-four-year-old  female  heroin  addict,  is 
therefore  of  considerable  interest. 

Case  report 

The  patient  first  noted  recurrent  episodes  of 
severe  colicky  abdominal  pain  at  age  twelve. 
She  ascribed  her  sixteen-year  addiction  to  this 
abdominal  pain.  The  attacks  were  associated  with 
diarrhea,  vomiting,  and,  occasionally,  hemateme- 
sis.  Notable  also  were  alcoholism,  at  least  three 
attempts  at  suicide,  and  other  psychiatric  symp- 
toms evaluated  as  paranoid  schizophrenia. 

Her  first  hospitalization  for  abdominal  pains 
occurred  in  1967.  A diagnosis  of  recurrent  gastri- 
tis was  made  and  appropriate  treatment  pre- 
scribed. She  was  then  transferred  to  the  Morris  J. 
Bernstein  Institute  of  the  Beth  Israel  Medical 
Center  for  narcotic  withdrawal  treatment. 

In  April,  1968,  she  was  readmitted  to  Beth  Israel 
Hospital  with  a two-week  history  of  tarry  stools 
and  hematemesis.  A mild  chronic  diarrhea  was 
also  noted  as  was  a 30-pound  weight  loss  in  the 
preceding  several  months.  Barium  study  of  the 
upper  gastrointestinal  tract  was  reported  to  be 
within  normal  limits  (Fig.  lA).  A barium  enema 
examination,  however,  showed  complete  obstruc- 


FIGURE  1 (A)  Upper  gastrointestinal  series  demonstrating  thickened  folds  along  greater  curvature  of  stomach,  but 

essentially  within  normal  limits.  (B)  Barium  enema  examination  demonstrating  complete  obstruction  to  retrograde 
flow  of  barium  in  distal  transverse  colon. 
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FIGURE  2.  Barium  enema  examination  performed  six 
weeks  later  and  demonstrating  fistula  between  trans- 
verse colon  and  stomach. 

tion,  to  retrograde  flow,  of  the  distal  transverse 
colon,  and  carcinoma  of  the  colon  was  suspected 
(Fig.  IB).  A surgical  consultant  advised  an  emer- 
gency diverting  colostomy,  whereupon  the  patient 
signed  out  of  the  hospital  against  advice. 

Three  weeks  later  she  was  readmitted  because  of 
increasing  abdominal  pain  associated  with  epi- 


sodes of  vomiting,  frequently  feculent  in  character. 

Physical  examination  revealed  a cachectic-ap- 
pearing female  whose  pertinent  findings  were  lim- 
ited to  the  abdomen.  Superficial  burn  scars  of  un- 
determined cause  were  noted,  the  abdomen  was 
mildly  distended,  and  no  solid  viscera  or  masses 
were  palpable.  Laboratory  studies  indicated  a 
hemoglobin  of  11.6  Gm.  per  100  ml.;  hematocrit  of 
30;  and  serum  sodium,  potassium,  chloride,  carbon 
dioxide,  and  urea  nitrogen  within  the  normal 
range.  A flat  film  of  the  abdomen  showed  con- 
siderable fecal  material  and  gas  in  the  colon  down 
to  the  left  transverse  colon.  This  was  felt  to  be 
consistent  with  the  previous  diagnosis  of  an 
occluding  lesion  of  the  left  transverse  colon. 

Because  the  patient  did  not,  by  clinical  criteria, 
have  a complete  obstruction  at  this  time,  attention 
was  directed  toward  improving  her  general  condi- 
tion. Subsequently,  a barium  enema  contrast 
study  was  repeated;  again  an  irregular  narrowed 
segment  of  the  left  transverse  colon  was  noted, 
but  without  obstruction  to  the  retrograde  flow  of 
barium.  Moreover,  there  now  appeared  to  be  fistu- 
lous communication  between  the  colon  and  the 
stomach  (Fig.  2).  Because  of  the  reversal  of  com- 
plete obstruction,  the  possibility  of  a condition 
other  than  malignant  lesion  was  proposed.  An 
upper  gastrointestinal  series  was  repeated,  but 
again  no  evidence  of  gastric  or  duodenal  abnor- 
mality could  be  demonstrated. 

Laparotomy  was  performed  on  July  18,  1969, 
at  which  time  a mass  involving  the  left  transverse 
colon,  the  greater  curvature  of  the  stomach,  and  a 
loop  of  proximal  jejunum  was  found.  In  the  belief 
that  this  represented  a cancer  of  the  colon  with 
direct  extension  to  the  stomach  and  jejunum,  an 
en  bloc  resection  was  undertaken. 

The  transverse  colon  was  divided  proximally  and 
distally;  the  jejunal  loop  was  divided  above  and  be- 


FIGURE  3.  (A)  Gross  specimen  demonstrating  presence  of  gastrojejunal  fistula.  Colon  not  visible  in  this  view.  (B) 

Gross  specimen  showing  gastrocolic  fistula.  Jejunum  not  seen  in  this  view. 
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FIGURE  4.  Photomicrograph  demonstrating  cologastric 
fistula. 


low,  and  a wedge  resection  of  the  involved  portion 
of  the  stomach  was  performed.  The  mass  was 
noted  to  be  intimately  adherent  to  the  anterior 
surface  of  the  pancreas  from  which  it  was  separated 
with  difficulty.  Alimentary  continuity  was  re- 
established without  undue  difficulty. 

Gross  examination  of  the  specimen  disclosed  a 
gastrojejunocolic  fistula  (Fig.  3)  which,  on  histo- 
logic examination,  was  demonstrated  to  arise  as  a 
result  of  a chronic  gastric  ulcer  (Fig.  4). 

The  patient’s  postoperative  course  was  unevent- 
ful. 

Comment 

Gastrojejunocolic  fistulas  have  been  reported 
to  occur  most  often  following  surgery  for  benign 
peptic  ulcer  disease.  Other  reported  instances  are 
associated  with  carcinoma  of  the  stomach  and/or 
colon  or  intraperitoneal  abscesses  following  gastro- 
intestinal tuberculosis  or  ulcerative  colitis. 

The  case  presented  is  the  first  known  reported 
instance  of  gastrojejunocolic  fistula  due  to  benign 
gastric  ulcer  in  a patient  without  previous  gastric 
surgery.  Briggs  and  Boswell*  reported  a gastro- 


duodenocolic  fistula  due  to  benign  gastric  ulcer, 
and  several  cases  of  gastrocolic  fistula  from 
benign  gastric  ulcer  have  been  reported. 

Of  interest  is  the  fact  that  this  patient’s  com- 
plaints were  of  thirty-two  years’  duration, 
although  apparently  no  gastrointestinal  studies 
had  been  performed  prior  to  the  present  episode. 
Upper  gastrointestinal  and  radiographic  studies 
performed  at  this  time  even  on  review  demon- 
strated a normal  stomach  and  duodenum.  As  in- 
dicated, barium  enema  studies  showed  apparent 
retrograde  colonic  obstruction,  which  made  the 
diagnosis  of  a colonic  neoplasm  most  likely. 

Three  weeks  later  when  the  patient  reappeared 
with  increasing  pain  and  continued  weight  loss 
without  demonstrable  progression  of  the  lesion  on 
barium  enema  examination  and  without  evidence 
of  obstruction,  attention  was  directed  to  other 
possible  causes.  However,  despite  the  absence  of 
demonstrated  obstruction  on  barium  enema  at 
that  time,  the  patient  continued  to  complain  of 
abdominal  cramps. 

At  surgery  it  was  noted  that  the  transverse  colon 
proximal  to  the  lesion  was  dilated  and  distended. 
Presumably,  the  reason  for  this  was  the  marked 
edema  and  local  inflammatory  reaction  which 
resulted  in  a relative  mechanical  obstruction. 

Our  patient  had  episodes  of  mild  diarrhea,  al- 
though it  was  not  a significant  symptom.  Accord- 
ing to  Marshall  and  Knud-Hansen*  this  is  fre- 
quently a predominant  symptom,  attributed  by 
Pfeiffer  and  Kent®  to  fecal  stimulation  of  the  je- 
junum. Curiously  fecal  vomiting  was  a prominent 
feature  in  this  case. 

Summary 

The  first  case  of  gastrojejunocolic  fistula  in  a 
patient  with  a benign  gastric  ulcer  who  had  not  had 
previous  gastric  surgery  has  been  reported.  The 
unusual  association  of  this  disease  in  a patient 
suffering  from  heroin  addiction,  alcoholism,  and 
psychiatric  problems  has  been  indicated.  The 
symptomatology  of  this  illness  has  been  discussed. 
The  appropriate  therapy  should  include  an  ac- 
cepted gastric  procedure  for  benign  gastric  ulcer 
accompanied  by  resection  of  the  involved  colon  and 
jejunum. 
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Table  I.  Spinal  fluid  findings 


INCREASED 

CEREBROSPINAL  FLUID 
PROTEIN  FOLLOWING 
ISOPROPYL  ALCOHOL 
INTOXICATION 

PONGSAKDI  VISUDHIPHAN.  M.D. 

The  Bronx,  New  York* 

HELEN  KAUFMAN.  M.D. 

The  Bronx.  New  York 

Pediatric  Neurology  Fellow,  Division  of  Pediatric  Neurology 
(Dr  Visudhiphan),  and  Resident,  Department  of  Pediatrics 
(Dr  Kaufman),  Bronx  Municipal  Hospital 

Isopropyl  alcohol  in  70  per  cent  solution  is  readily 
and  cheaply  available  to  the  public  as  rubbing 
alcohol.  It  is  sold  in  drug  stores,  in  grocery  stores, 
and  is  found  in  many  homes.  It  can  be  absorbed 
by  ingestion  or  inhalation.  Investigation  of  the 
pharmacologic  action  and  toxicity  of  isopropyl 
alcohol  has  been  reviewed  by  Von  Oettingen.' 
Nonfatal  intoxications  have  been  described,  with 
the  clinical  syndrome  varying  from  comparatively 
trivial  manifestations  to  life-threatening  ones.--^ 
The  cerebrospinal  fluid  was  examined  in  very  few 
patients,  and  the  total  spinal  fluid  protein  was 
normal  in  all  reported  cases. 

This  is  the  report  of  a child  who  had  severe 
isopropyl  alcohol  intoxication  with  marked  eleva- 
tion of  cerebrospinal  fluid  protein  and  an  abnormal 
electroencephalogram  during  the  acute  stage. 

Case  report 

A two-year-old  Negro  male  was  admitted  to  the 
pediatric  ward  of  the  Bronx  Municipal  Hospital 
in  July,  1968,  because  of  unresponsiveness.  The 
parents  reported  that  the  child  was  in  good  health 
and  went  to  bed  at  the  usual  time.  In  the  morning, 
about  one  hour  prior  to  admission,  they  found  him 
“breathing  funny”  and  unresponsive  to  being 
called.  He  was  rushed  to  the  emergency  room, 
where  cardiac  and  respiratory  arrest  occurred. 
Pulse  and  respiration  returned  within  seconds 
after  external  cardiac  massage.  The  patient  was 
intubated  because  respirations  were  slow  and 

’Present  address;  Department  of  Pediatrics,  Faculty  of 
Medicine,  Ramathibodi  Hospital,  Rama  VI  Road,  Bangkok, 
Thailand. 
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shallow.  Blood  pressure  was  unobtainable,  pulse 
70  per  minute,  and  temperature  96  F.  The  pa- 
tient was  a well-developed  and  nourished  two- 
year-old  boy.  His  general  physical  examination 
findings  were  unremarkable.  He  was  deeply 
comatose,  being  unresponsive  to  all  stimuli.  Both 
pupils  were  small  and  did  not  react  to  light.  Oculo- 
cephalic  reflexes,  corneal  reflexes,  and  response 
to  cold  caloric  stimulation  were  all  absent.  The 
plantar  reflexes  were  flexor  bilaterally. 

Arterial  blood  gas  analysis,  done  immediately 
after  intubation,  revealed  pH  7.42,  carbon  dioxide 
pressure  28  mm.  Hg,  and  oxygen  pressure  90  mm. 
Hg.  Blood  alcohol  level  determined  by  the  New 
York  City  Board  of  Health  revealed  520  mg.  of  iso- 
propyl alcohol  per  100  ml.  of  serum.  Spinal  taps 
were  performed  on  the  day  of  admission,  the  third 
and  fourteenth  hospital  days,  and,  as  shown  in 
Table  I,  the  cerebrospinal  fluid  protein  determined 
by  sulfosalicylic  acid  method  was  200,  92,  and  24 
mg.  respectively.  Electroencephalogram  on  the 
day  of  admission  showed  a markedly  slow  record 
and  exhibited  periodic  depression  of  activity  (Fig. 
la),  on  the  second  day  the  electroencephalogram 
showed  only  a slow  record,  while  the  periodic  de- 
pression of  activity  had  disappeared  (Fig.  lb);  and 
another  follow-up  on  the  fifteenth  day  revealed  a 
normal  record  for  age  (Fig.  Ic).  Blood  chemistries, 
blood  counts,  and  liver  function  test  results  on  the 
day  of  admission  and  follow-up  studies  were  un- 
remarkable. 

On  the  day  of  admission,  the  patient’s  respira- 
tions had  to  be  assisted  with  a positive  pressure 
respirator.  His  blood  pressure  was  maintained 
with  metaraminol  bitartrate  (Aramine)  and  levar- 
terenol  bitartrate  (Levophed).  He  gradually  im- 
proved and  was  extubateo  on  the  second  hospital 
day.  Because  of  social  problems,  he  remained 
in  the  hospital  for  almost  two  months.  At  the 
time  of  discharge,  neurologic  examination  findings 
were  normal,  and  intellectual  function  was  found 
to  be  within  the  lower  limit  of  normal. 

Comment 

This  patient  had  severe  isopropyl  alcohol  intoxi- 
cation, as  reflected  by  coma,  shock,  marked  elec- 
troencephalographic  deterioration,  and  respiratory 
and  cardiac  arrest.  Isopropyl  alcohol  was  found  in 
the  blood  at  a level  of  520  mg.  per  100  ml.  serum. 
It  is  very  interesting  that  his  cerebrospinal  fluid 
contained  an  abnormal  increased  protein  content 
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FIGURE  1.  (a)  Markedly  slow  record  showing  a 

periodic  depression  of  activity  (b)  Slow  record;  how- 
ever, depression  of  activity  had  disappeared,  (c)  Normal 
record  for  age. 


of  200  mg.  per  100  ml.  on  the  day  of  admission  and 
gradually  returned  to  normal.  The  method  for  the 
determination  of  the  protein  content  of  the  cere- 
brospinal fluid  is  accurate  within  approximately  5 
per  cent.®  The  toxic  effects  of  isopropyl  alcohol 
were  reported  to  be  similar  to  those  of  ethyl  alcohol 
at  the  same  dose;  however,  its  toxicity  was  much 
more  severe  and  lasted  much  longer.  ‘ A very  high 
content  of  isopropyl  alcohol  in  the  brain  tissue  has 
been  reported  in  dogs  after  oral  ingestion.*  Fol- 
lowing ingestion  of  ethyl  alcohol,  it  was  found  to 
be  present  in  the  cerebrospinal  fluid  and  brain 
tissue,  but  the  concentration  in  the  cerebrospinal 


fluid  lagged  significantly  behind  the  blood  concen- 
tration.® The  increased  protein  in  the  cerebro- 
spinal fluid  in  the  present  patient  might  be  ex- 
plained as  the  result  of  an  increase  in  permeability 
of  the  blood-cerebrospinal  fluid  barrier.  This  child 
also  had  a short  period  of  apnea  which  could  re- 
sult in  hypercapnia  and  perhaps  affect  the  blood 
brain  permeability  to  protein.^  This  possibility, 
however,  seems  unlikely  since  the  blood  gas  analy- 
sis immediately  following  the  apneic  episode  was 
normal. 

It  has  been  shown  that,  in  contamination  of 
spinal  fluid  by  blood,  the  total  protein  is  raised 
only  1.5  mg.  per  100  ml.  for  every  1,000  fresh  red 
blood  cells,  per  cubic  millimeter.®  Therefore,  the 
small  amount  of  fresh  red  blood  cells  contami- 
nating the  spinal  fluid  of  this  child  would  probably 
not  be  enough  to  account  for  the  significant  eleva- 
tion of  the  cerebrospinal  fluid  protein. 


Summary 

A case  report  is  presented  of  a two-year-old 
Negro  child  who  had  abnormally  increased  cere- 
brospinal fluid  protein  following  isopropyl  alcohol 
intoxication. 
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The  year  1970  was  a year  of  progress  and  upheaval 
for  drug  therapy:  progress  in  the  marketing  of 

new  drugs;  upheaval,  because  of  the  requirement 
of  the  Food  and  Drug  Administration  or  FDA 
to  withdraw  several  hundred  drugs  introduced 
from  1938  to  1962  which  were  found  ineffective  by 
the  drug  efficacy  study  conducted  by  the  National 
Research  Council,  a development  that  was  not 
unexpected. 

More  manufacturers  have  marketed  new  drug 
preparations  in  1970  than  since  1966,  and  the  total 
number  of  new  drug  preparations  marketed  in  1970 
reached  110.  Table  I presents  a comparison  of  new 
drug  introductions  in  the  United  States  between 
1969  and  1970. 

Review  of  single  drugs 

In  addition  to  the  seven  new  drugs  discussed  in 
the  January  15,  1971,  issue  of  the  New  York  State 
Journal  of  Medicine,  the  following  new  single 
chemical  entities  were  introduced  in  1970. 

Psychotropic  agents.  Mesoridazine  (Serentil) 
is  the  first  new  therapeutic  agent  developed  by  the 
Research  Center  of  Sandoz  Pharmaceuticals  in 
Hanover,  New  Jersey,  that  has  received  govern- 
ment approval.  It  is  the  besylate  salt  of  a metabo- 
lite of  the  phenothiazine  derivative,  thioridazine, 
which  was  synthesized  by  Sandoz  in  Switzerland, 
became  available  in  the  United  States  in  1959, 
and  has  found  wide  recognition.  It  has  taken 
mesoridazine  a long  time  to  prove  its  worth,  be- 
cause the  first  study  on  the  use  of  this  drug  in 
schizophrenia  was  published  by  Sugerman  in 
1965.^  Since  that  time  11  additional  clinical  re- 
ports in  the  American  medical  literature  confirm 
the  usefulness  of  mesoridazine  in  this  indication, 
suggesting  that  it  affects  some  of  the  basic  symp- 
toms of  the  schizophrenic  patient. 

According  to  Goldstein  and  Dippy, ^ geriatric 


TABLE  I.  New  drug  introductions  in  United  States 
1969  and  1970 


Source 

1969 

1970 

New  introductions 

71 

no 

Single  chemical  agents 

9 

16 

Duplicate  single  products 

22 

50 

Combination  products 

31 

39 

Biologicals 

9 

5 

New  dosage  forms 

12 

23 

Manufacturers  introducing 

48 

60 

new  drugs 

patients  with  chronic  brain  syndrome  associated 
with  circulatory  disturbances  and  psychoses 
respond  well  to  mesoridazine.  A promising  indi- 
cation for  mesoridazine  is  the  treatment  of  acute 
and  chronic  alcoholism.  In  an  eight-week  study  in 
54  chronic,  institutionalized  alcoholic  patients 
Lowenstam^  reported  that  in  20  patients  symp- 
toms of  nervousness,  insomnia,  irritability,  and 
apprehension  cleared  with  no  alcohol  intake.  Oc- 
casional symptoms  with  no  more  than  one  to  two 
drinking  episodes  lasting  not  more  than  two  days 
were  observed  in  22  patients.  Mesoridazine  does 
not  appear  to  exert  any  harmful  effect  on  liver 
function  and  does  not  hinder  the  functional  re- 
covery of  an  impaired  liver.  Dosage  of  this  drug, 
which  may  be  given  orally  or  intramuscularly, 
must  be  carefully  adjusted  to  the  needs  of  each 
patient.  Clinical  observations  indicate  that  the 
incidence  of  adverse  reactions  is  low,  and  such  re- 
actions respond  to  variation  in  dosage. 

The  Janssen  Laboratories  of  Belgium  is  one  of 
the  most  productive  research  groups  in  the  synthe- 
sis of  new  agents  that  find  therapeutic  application. 
Drugs  developed  by  Janssen  are  marketed  in  the 
United  States  by  McNeil  Laboratories.  Both 
firms  are  subsidiaries  of  Johnson  and  Johnson. 
The  neuroleptic  droperidol  was  previously  only 
available  in  combination  with  fentanyl  (Innovar) 
but  is  now  offered  for  intravenous  and  intramuscu- 
lar injection  (Inapsine)  as  a supplement  to  general 
and  regional  anesthesia.  Since  1965  we  have  re- 
corded 30  clinical  studies,  many  concerned  with 
its  clinical  pharmacology.  MacDonald  et  ai* 
obtained  satisfactory  sedation  during  intravascular 
diagnoses  in  63  of  65  patients  suffering  from  a 
variety  of  cardiovascular  diseases. 

In  a series  of  150  patients  requiring  major  sur- 
gery, Fox,  Fox,  and  CrandelF  found  that  neurolept- 
analgesia with  droperidol  has  much  to  offer  in  the 
anesthetic  management  of  the  poor-risk,  severely 
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compromised  patient.  Stephen®  reported  on  a 
comparative  study  for  premedication  in  514 
patients.  The  anesthetists  indicated  good  seda- 
tion in  50  per  cent  of  patients  receiving  droperidol, 
15  per  cent  with  secobarbital,  and  9 per  cent  with  a 
placebo.  The  reduction  of  nausea  and  vomiting 
after  the  use  of  droperidol  is  favorably  commented 
on  by  many  investigators. 

Hormones.  Meprednisone  or  16  beta-methyl - 
prednisone  (Betapar)  was  marketed  by  Parke, 
Davis  in  4 mg.  tablets  for  oral  therapy  for  the  treat- 
ment of  inflammatory  and  rheumatoid  diseases  re- 
sponding to  corticoid  therapy.  Marketing  of  new 
oral  corticosteroids  has  been  rather  quiet  in  recent 
years,  and  meprednisone  offers  the  physician  a new 
choice  of  therapy  which  may  be  welcomed  when  a 
change  of  treatment  seems  advisable. 

The  menotropins  (human  menopausal  gonado- 
trophins) have  been  studied  for  many  years  on  a 
world-wide  basis.  These  compounds  are  extracted 
from  the  urine  of  postmenopausal  women  and 
really  represent  a combination  of  follicle-stimulat- 
ing hormone  and  a luteinizing  hormone.  Their 
primary  use  is  the  induction  of  ovulation  in  an  in- 
fertile patient  in  whom  the  cause  of  anovulation 
is  secondary  and  not  due  to  primary  ovarian  fail- 
ure. Of  more  than  40  clinical  reports,  many  are 
concerned  with  studies  on  the  effect  of  hormonal 
physiology  and  metabolism  of  the  compounds. 
Ferin  and  Renaer^  raise  the  question  whether  or  not 
it  would  be  possible  to  minimize  the  number  of 
multiple  births  by  careful  dosage  manipulation. 
Ovarian  overstimulation  which,  according  to 
Kaiser,  Daume,  and  Lang,®  appears  to  be  more 
pronounced  with  the  menotropins  than  with  clomi- 
phene,  must  be  guarded  against.  Cutter  Labora- 
tories have  marketed  the  menotropins  (Pergonal). 

Vasopressin,  the  antidiuretic  hormone  for  the 
treatment  of  the  rare  deficiency  disease  of  diabetes 
insipidus,  was  formerly  obtained  from  the  pitui- 
tary gland  of  the  pig.  In  1953  Vigneaud  succeeded 
in  synthesizing  lysine-8-vasopressin  which  is 
chemically  identical  to  the  natural  vasopressin  and 
has  been  given  the  name  of  lypressin.  The  Re- 
search Laboratories  of  Sandoz  in  Switzerland  de- 
veloped a synthetic  manufacturing  process  for 
lypressin  (Diapid)  and  have  made  the  drug  avail- 
able in  the  form  of  a nasal  spray. 

Because  of  the  rarity  of  the  disease,  clinical  re- 
ports are  usually  concerned  with  a small  group  of 
patients.  In  5 boys,  aged  two  to  sixteen  years. 
Hung®  found  good  control  in  polydipsia  and  poly- 
uria and  noted  the  lack  of  significant  adverse  ef- 
fects. Good  control  of  polyuria  was  obtained  in  3 
patients  with  diabetes  insipidus,  age  twenty  to 
thirty-one  years,  by  Mimica,  Wegienka,  and  For- 
sham'"  who  also  noted  the  absence  of  allergic  re- 
actions usually  observed  with  compounds  of  animal 
origin.  The  Clinical  Research  Division  of  Sandoz 
Pharmaceuticals  compiled  data  on  641  patients 
with  diabetes  insipidus  who  had  been  treated  by 


various  investigators  for  an  average  period  of  13.4 
months.  Good  results  were  obtained  in  86.5  per 
cent  of  the  patients;  minor  unspecified  side-effects 
occurred  in  56  patients.  Therapy  was  discontin- 
ued in  9.“ 

New  antibiotic  agents.  Although  the  number 
of  antibiotic  drugs  available  to  the  physician  today 
is  large — some  66  compounds  have  been  marketed 
since  1948 — we  must  expect  that  there  will  be  a 
continuing  need  for  new  antibiotic  agents.  There 
are  two  reasons  for  this:  We  are  still  lacking  ef- 

fective agents  against  some  microbes,  and,  second, 
resistance  to  some  antibiotic  drugs  will  develop, 
and  new  therapy  must  be  found.  Treating  infec- 
tious diseases  with  antibiotic  agents  today  is  effec- 
tive but  not  easy,  because  a specific  drug  must  be 
selected  for  each  bacterium  to  be  combated. 

Since  Beecham  Laboratories  in  England  de- 
veloped a modification  of  the  penicillin  molecule 
via  penicillanic  acid,  many  derivatives  have  been 
made  with  chemical  and  enzymatic  methods. 
The  latest  is  carbenicillin,  developed  simultane- 
ously by  Beecham  (Pyopen)  in  England  and 
Charles  Pfizer  (Geopen)  in  America,  marketed  by 
its  J.  B.  Roerig  Division. 

Carbenicillin  differs  from  the  basic  penicillin 
nucleus  by  the  addition  of  a carboxyl  group.  This 
somewhat  minor  change  resulted  in  producing  an 
antibiotic  agent  especially  effective  against 
Pseudomonas  aeruginosa,  indole-positive  Proteus 
organisms,  and  certain  strains  of  Escherichia  coli. 
Carbenicillin  may  be  given  both  intramuscularly 
and  intravenously.  Since  1967  more  than  40  clini- 
cal reports  have  been  publisheddn  the  literature. 
Stratford experienced  a high  cure  rate  in  26  pa- 
tients and  stated  that  carbenicillin  “is  without 
doubt  the  best  available  antibiotic  for  infections 
due  to  Ps.  aeruginosa.”  The  need  for  restricting 
the  use  of  carbenicillin  to  the  treatment  of  specif- 
ic bacterial  infections  and  not  to  use  it  as  a broad - 
spectrum  antibiotic  drug  was  confirmed  by  Bodey, 
Rodriguez,  and  Luce^®  in  their  study  of  34  children 
and  adults  with  bacterial  infections  associated  with 
leukemia  and  metastatic  cancer.  The  low  toxicity 
of  carbenicillin  as  compared  with  other  antibiotic 
products  was  confirmed  by  Gritz  and  Naumann’'* 
but  Lurie  et  al.^^  observed  that  high  doses  of 
carbenicillin  may  act  as  an  anticoagulant  “by  in- 
terfering with  the  conversion  of  fibrinogen  to 
fibrin.” 

The  cephalosporin-type  antibiotic  agents  also 
lend  themselves  to  chemical  modification,  and 
several  are  available  today.  Cephaloglycin  (Kafo- 
cin,  Lilly)  was  developed  for  the  treatment  of 
acute  and  chronic  infections  of  the  urinary  tract. 
While  the  drug  is  effective  against  most  bacteria 
found  in  urinary  infections,  it  is  not  active  against 
Pseudomonas.  In  a series  of  245  patients  with 
urinary-tract  infections,  age  four  to  ninety-two 
years,  Landes,  et  observed  high  urinary  con- 
centrations of  cephaloglycin  in  contrast  to  low- 
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serum  concentrations,  which  makes  this  drug 
especially  effective  in  these  conditions.  Diarrhea 
was  the  most  frequent  side-effect.  Cephaloglycin 
which  is  given  orally  should  be  administered  with 
caution  when  there  is  markedly  impaired  renal 
function,  since  cumulation  of  the  drug  may  occur. 

In  clindamycin  (Cleocin)  The  Upjohn  Company 
presented  an  analogue  of  lincomycin  that  is  ef- 
fective in  low  oral  dosage,  is  rapidly  absorbed,  and 
aside  from  some  gastrointestinal  reactions  ap- 
pears to  produce  few  side-effects.  Clindamycin  is 
active  against  certain  gram-positive  organisms 
which  occur  in  infections  of  the  upper  and  lower 
respiratory  tract,  skin,  and  other  soft  tissue.  A 
follow-up  study  in  131  children  with  streptococcal 
pharyngitis,  who  had  received  either  penicillin 
or  clindamycin,  suggested  that  the  treatment 
failures  were  significantly  greater  in  the  penicil- 
lin group.  These  results  were  reported  by  Ran- 
dolph, Redys,  and  Hibbard.*'^ 

Duplicate  single  drugs 

Duplicate  single  drugs  are  preparations  contain- 
ing a single  ingredient  that  has  previously  been 
marketed  by  another  manufacturer.  The  market- 
ing of  the  number  of  single  duplicate  drugs  rose  in 
1970  to  50,  being  the  highest  since  1960  when  62 
such  drugs  became  available.  There  are  several 
reasons  for  this  rising  curve.  Four  new  single  drugs 
were  marketed  simultaneously  by  several  manu- 
facturers: ketamine  by  Parke,  Davis  and  Bristol; 
carbenicillin  by  Roerig  and  Beecham;  levodopa  by 
Roche  and  Eaton;  and  lithium  carbonate  by 
Philips-Roxane,  Roerig,  Rowell,  and  Smith,  Kline 
& French.  With  levodopa  and  lithium  this  may 
not  be  surprising,  because  the  compounds  are  not 
patent  protected,  but  Parke,  Davis  issued  a license 
to  Bristol  for  a new  injectable  anesthetic  they  had 
developed,  and  Pfizer  (Roerig)  and  Beecham  ar- 
ranged for  cross  licensing  for  carbenicillin. 

The  second  comment  that  can  be  made  is  that 
some  of  the  larger  manufacturers  are  exploring  the 
market  for  duplicate  single  drugs.  Lederle 
Laboratories  marketed  five  such  compounds,  four 
under  a trademark  name.  Among  these  is  nitro- 
furantoin which  was  also  offered  by  Rachelle 
Laboratories.  Penicillin  phenoxymethyl  potas- 
sium, that  has  been  available  since  1957  by  four 
other  firms,  was  offered  in  1970  by  Bristol,  Squibb, 
and  Upjohn.  Wyeth  Laboratories  is  continuing 
the  expansion  of  its  successful  Tubex  line  of  paren- 
teral drugs  sold  under  a generic  name  mostly  to 
hospitals;  of  these  four  new  items  were  offered. 

The  Food  and  Drug  Administration  accepted 
new  drug  applications  for  three  new  important 
indications  of  old  drugs.  The  local  anesthetic 
lidocaine  (Xylocaine)  may  now  be  prescribed  for 
the  treatment  of  arrhythmias,  and  the  antiprurit- 
ic cyproheptadine  of  Merck  Sharp  and  Dohme 
finds  a new  use  as  an  appetite  stimulant  in  chil- 
dren. Fluorouracil,  first  offered  by  Roche  Labora- 


tories in  parenteral  form  in  1962,  for  the  palliative 
treatment  of  certain  malignant  tumors  of  the 
breast,  rectum,  and  colon  may  now  be  prescribed 
in  solution  or  cream  for  the  treatment  of  actinic 
keratoses.  The  drug  is  sold  by  Roche  (Efudex)  and 
by  Herbert  (Div.  Allergan)  (Fluoroplex). 

Combination  products 

Reluctance  of  official  and  semiofficial  agencies 
to  give  their  blessing  to  drug  formulations  con- 
taining more  than  one  active  ingredient  is  not 
new.  The  old  Council  on  Pharmacy  and  Chemis- 
try of  the  American  Medical  Association  would 
only  rarely  give  its  seal  of  approval  to  a combina- 
tion drug  and  describe  it  in  “New  and  Nonofficial 
Remedies.”  Although  875  combination  drugs 
were  marketed  in  the  United  States  on  a national 
basis  from  1961  to  1970,  there  has  been  a constant 
decline  in  annual  introductions.  Oral  contracep- 
tives have  been  the  only  group  that  has  been  re- 
ceived with  wide  acclaim  in  recent  years.  Among 
last  year’s  39  combination  drugs  9 were  concerned 
with  respiratory  disease,  4 were  intended  for  der- 
matologic disorders,  3 were  preparations  for  the 
eyes,  5 for  gastrointestinal  afflictions,  and  8 repre- 
sent hematinics  and  vitamins.  None  is  of  any 
great  therapeutic  novelty. 

Combination  drugs  can  offer  definite  advantages 
if  the  ingredients  are  properly  attuned  and  the 
pharmacologic  action  of  their  ingredients  is  appro- 
priately balanced.  The  Food  and  Drug  Adminis- 
tration is  planning  to  set  up  guidelines  not  only  for 
the  study  of  combination  drugs  but  also  for  their 
rationale.  These  might  include  the  following 
requirements:  enhancement  of  safety  or  efficacy, 
synergism  of  effect  wdth  no  similar  increase  in  ad- 
verse effects,  lessening  of  adverse  effects,  lower- 
ing dosage  of  a component  to  avoid  dose-related 
adverse  reactions,  one  ingredient  preventing 
abuse  of  another,  and  one  ingredient  prolonging 
the  availability  of  the  primary  drug.  The  final 
recommendations  may  be  published  this  spring. 
These  guidelines  should  aid  manufacturers  in  their 
formulations  and  guarantee  more  useful  products 
for  the  future. 

Controversies  of  1970 

“Obituary  column”  of  the  drug  efficacy 
study.  The  extensive  review  of  the  2,824  drug 
preparations  marketed  between  1938  and  1962, 
carried  out  by  the  Drug  Efficacy  Study  Group 
of  the  National  Academy  of  Sciences-National 
Research  Council,  has  come  up  with  an  unfavor- 
able comment  on  the  effectiveness  of  some  of  these 
drugs.  The  comprehensive  report  states:  “a  few 
drugs,  about  7%  of  the  total,  have  been  rated  as 
ineffective  for  all  cited  claims.”^®  The  Food  and 
Drug  Administration  will  eventually  require  their 
withdrawal.  This  was  to  be  foreseen.  Casualty 
lists  of  drugs  are  not  new,  and  wide  use  of  a drug  by 
the  medical  profession  is  no  guarantee  that  such  a 
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drug  may  not  be  found  ineffective  by  tomorrow’s 
standards.  This  is  progress. 

A preliminary  “obituary  list”  of  369  drug  prep- 
arations was  published  by  the  New  York  Times 
on  November  27,  1970,  and  its  existence  was  known 
a few  days  later  in  such  faraway  places  as  Korea. 
Four  aspects  of  the  list  are  surprising.  First,  it  is 
so  small,  representing  only  13%  of  all  drugs,  single 
and  combination  compounds,  marketed  from 
1938  to  1967.  Second,  22  products  are  used  in  den- 
tistry, including  tooth  pastes,  and  25  are  so  poorly 
known  that  they  are  difficult  to  identify.  Third, 
there  are  13  single  compounds  for  which  25  dosage 
forms  have  been  registered.  Among  the  single 
drugs  is  dehydrostreptomycin  (seven  dosage  forms) 
which  physicians  have  ceased  to  use  because  of  its 
ototoxicity;  two  minor  tranquilizers  withdrawn  in 
1969;  two  muscle  relaxants  of  very  minor  impor- 
tance; an  enzyme  preparation,  sulfathiazole,  for 
which  there  is  no  need  at  present;  and  a number 
of  other  minor  drugs  rarely  used  by  the  practicing 
physician. 

Fourth,  an  analysis  by  therapeutic  classification 
of  the  remaining  297  products,  all  containing  more 
than  one  ingredient,  reveals  that  134  are  anti- 
infective  agents.  Among  these  are  40  compounds 
with  a tetracycline  combination,  and  58  comprise 
a combination  of  an  antibiotic  agent  and  a sul- 
fonamide drug.  That  these  combination  drugs 
were  under  a professional  cloud  has  been  known  for 
many  years  to  anybody  who  followed  the  medical 
literature.  The  handwriting  was  on  the  wall,  and 
the  decision  by  the  Drug  Efficacy  Study  Group  was 
no  news  to  anybody  including  the  manufacturers 
of  these  products.  Another  sizable  group  found 
ineffective  were  52  cough  and  cold  preparations, 
the  discontinuance  of  which  hardly  puts  a dent  in 
the  several  thousand  compounds  remaining  on  the 
market. 

The  publication  of  this  “obituary  drug  column” 
could  have  been  avoided  if  some  manufacturers 
had  shown  more  wisdom  in  their  marketing  poli- 
cies and  had  realized  that  an  impaired  reputation 
is  more  difficult  to  recover  than  lost  sales.  It  also 
demonstrates  a lack  of  cooperation  between  the 
industry  and  the  FDA,  since  there  was  no  need  on 
the  part  of  the  FDA  to  publish  the  names  of  drugs 
condemned  by  the  Drug  Efficacy  Study  Group 
which  had  already  been  withdrawn  from  the  mar- 
ket by  the  manufacturer.  The  public  press  has  no 
facilities  to  analyze  such  a list  of  names,  and 
damage  is  done  where  it  is  not  always  deserved. 
In  his  speech  before  tbe  western  section  of  the 
Pharmaceutical  Manufacturers  Association  in 
November,  1970,  C.  Joseph  Stetler,  its  presi- 
dent, stated  that  the  pharmaceutical  industry 
must  make  every  effort  to  improve  its  relations 
with  the  F'ood  and  Drug  Administration.  If  this 
challenge  finds  response  in  both  sectors,  much  can 
be  accomplished.  Initial  steps  of  cooperation  in 
various  scientific  areas  augur  well  for  success. 


The  industry,  the  government,  the  medical  profes- 
sion, and  the  patient  will  benefit. 

U.S.  drug  formulary.  The  establishment  of  a 
drug  formulary  for  use  by  physicians  which  is  cur- 
rently being  discussed  is  not  an  innovation.  Such 
formularies  have  been  widely  used  in  hospitals, 
and  the  drug  formulary  system  prepared  by  the 
American  Society  of  Hospital  Pharmacists  has 
been  successfully  employed  for  many  years.  In 
foreign  countries  drug  formularies  have  been  estab- 
lished by  governments  and  private  insurance  com- 
panies. All  these  formularies  allow  the  physician 
a fairly  wide  choice  of  drugs  and  permit  him  to 
choose  the  drug  that  in  his  opinion  is  most  suitable 
for  a given  patient.  There  has  been  no  attempt  to 
limit  prescription  to  the  “best  drug”  of  a given 
category.  In  fact,  such  limitation  would  be  a trag- 
edy, because  there  rarely  is  a best  drug  for  a 
specific  disease  with  the  exception  of  antibiotic 
agents  which  must  be  meticulously  selected  if  they 
are  to  be  effective  against  the  target  bacteria 
present. 

We  still  do  not  know  why  drugs  of  similar  chemi- 
cal composition,  representing  so  to  speak  molec- 
ular modifications,  do  not  act  equally  well  in  all 
patients.  There  are  subtle  differences  in  the  me- 
tabolism of  drugs  or  in  the  physiologic  mechanism 
of  each  patient  of  which  we  have  little  exact  knowl- 
edge. Even  the  same  patient  may  not  always  act 
in  like  manner  to  the  same  drug.  After  all, 
administration  of  a drug  causes  certain  changes 
within  the  body  of  the  patient,  and  these  changes 
may  alter  the  response  with  idiosyncratic  subtlety. 

Differences  in  drug  response  become  even  more 
important  in  those  disorders  which  can  be  partially 
considered  psychosomatic.  K a depressed  patient 
or  a patient  suffering  from  duodenal  ulcer  fails  to 
react  desirably  to  a given  drug,  the  only  choice 
the  physician  frequently  has  is  to  prescribe  another 
compound,  even  if  its  pharmacologic  action  is 
similar  to  the  drug  first  prescribed.  The  change  of 
taking  “a  new  drug”  in  itself  may  produce  a salu- 
tary effect.  It  would  be  tragic  if  a physician  had  to 
answer  “nothing”  when  the  patient,  having  ceased 
to  be  helped  by  a drug,  asks  “what  else  can  you 
do  for  me.  Doctor?”  Medicine  like  life  requires 
constant  adjustment  to  new  conditions.  Without 
flexibility  and  adjustment  we  are  lost.  Freedom  of 
choice  is  just  as  important  in  medicine  as  it  is  in 
political  life.  One  can  therefore  only  hope  that  if 
a U.S.  Formulary  is  established  it  will  allow  a wide 
choice  of  drugs  for  the  benefit  of  the  patient. 

Diabetes  and  use  of  oral  drugs.  It  is  never 
easy  to  obtain  complete  agreement  by  statisticians 
on  all  aspects  of  an  experimental  design.  It  is 
even  more  difficult  to  set  up  an  experiment  in  such 
a fashion  that  at  the  end  of  eight  years  we  do  not 
wish  we  had  arranged  certain  aspects  differently. 
We  learn  as  the  study  progresses.  New  problems 
may  arise  which  were  not  foreseeable.  Any  long- 
range  study  must  therefore  be  looked  at  with  a cer- 
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TABLE  II.  IND  filed  with  FDA  during  each  fiscal  year 


IND  ' 

Fiscal 

Year 

Active  at 
End  of 
Fiscal  Year 

With  New 
C’hemical 
Entities 

Sub- 

missions 

Rejected 

1966 

2,066 

1967 

2,096 

111 

22 

1968 

2,371 

110 

40 

1969 

2,808 

100 

99 

1970 

3,430 

114 

411 

tain  amount  of  charity  and  a willingness  to  de- 
emphasize  some  results  and  pay  greater  attention 
to  others.  There  must  remain  flexibility  in 
carrying  out  an  experiment  and  its  evaluation.  In 
medicine  unequivocal  results  are  rarely  achieved 
which  do  not  lend  themselves  to  challenges  in  one 
form  or  another. 

As  broad  and  as  protracted  a study  as  that 
known  as  University  Group  Diabetes  Program, 
conducted  over  a period  of  eight  years,  had  to 
expect  that  it  would  encounter  some  unexpected 
problems  both  in  the  suitability  of  the  original 
experimental  design  and  its  evaluation.  It  was 
unfortunate  that  specific  recommendations  for  the 
future  treatment  of  diabetic  patients  with  oral 
drugs  were  drawn  up  by  the  Food  and  Drug 
Administration,  followed  by  the  American  Diabe- 
tes Association  and  the  American  Medical  Associa- 
tion, before  publication  of  the  complete  report  and 
before  an  exhaustive  “peer  review’’  was  possible. 
It  would  have  been  preferable  if  the  investigators 
and  the  evaluators  had  called  attention  to  certain 
shortcomings,  which  after  all  were  nobody’s  fault, 
and  which  now,  on  more  detailed  analysis,  are 
coming  to  the  surface.  The  complete  report  was 
published  in  1970.^® 

No  one  will  quarrel  with  the  suggestion  that  a 
diabetic  patient  with  sufficient  will  power  to  con- 
trol his  blood  sugar  adequately  by  diet  alone  does 
not  need  an  oral  agent.  But  as  Bloom^°  pointed 
out,  “long-term  treatment  with  high  dosage  of  tol- 
butamide (1.5  Gm.  daily  in  constant  dose)  is  un- 
wise to  subjects  who  can  be  adequately  controlled 
by  diet  alone.”  As  indicated  in  an  editorial,  the 
statement  that  there  was  an  excess  mortality  rate 
from  cardiovascular  disease  among  the  tolbut- 
amide group  also  needs  further  analysis,  because 
there  seem  to  be  certain  differences  in  the  various 
patient  groups. 

One  should  look  forward  with  great  interest  to 
future  studies  which  may  further  clarify  the  use  of 
oral  agents  in  the  therapy  of  diabetes. 

Research  effort 

The  curiosity  of  the  public  as  to  what  is  really 
going  on  in  new  drug  development  is  insatiable. 
One  knows  that  there  are  the  long-range  projects 
and  others  which  can  be  achieved  in  the  more  fore- 
seeable future.  Among  the  former  is  the  dis- 


TABLE III.  New  IND  filed  each  fiscal  year  and 
type  of  sponsor 


Siionsors 


Fiscal 

Year 

Total 

Receipts 

Indi- 

viduals 

Insti- 

tutes 

Manu- 

facturers 

1966 

715 

175 

65 

475 

1967 

673 

220 

55 

400 

1968 

859 

425 

70 

365 

1969 

835 

450 

60 

325 

1970 

1,122 

625 

125 

375 

covery  of  cyclic  adenosine  monophosphate  (AMP) 
by  Sutherland, who  was  one  of  the  awardees  of 
last  year’s  Lasker  Research  Award.  This  nucleo- 
tide, because  of  its  participation  in  a wide  range 
of  biochemical  and  physiologic  control  regulatory 
mechanisms,  promises  several  clinical  applications 
which,  however,  need  further  exploration.^^  Re- 
search with  the  prostaglandins  is  taking  more 
concrete  forms.  The  recent  synthesis  of  the 
human  growth  hormone  (somatotropin)  by  Choh 
H.  Li,  of  the  University  of  California,  opens  new 
vistas  in  the  hormonal  management  of  body  defi- 
ciencies. Lederle  Laboratories  have  invested  re- 
search effort  in  the  study  of  marine  organisms  as 
possible  future  sources  of  new  drugs.  The  Alza 
Corporation  is  exploring  the  possibility  of  the 
development  of  extended  drug  effect  through  the 
use  of  implants.  All  these  studies  will  take  time 
to  come  to  fruition,  but  the  activity  in  many  fields 
is  evident. 

The  number  of  IND  (investigational  new  drug) 
applications  filed  with  the  Food  and  Drug  Admin- 
istration is  a good  indication  of  the  present  scope 
of  clinical  studies  with  new  drugs  or  the  exploration 
of  new  indications  of  old  drugs.  Tables  II  and  III 
give  a birds-eye  view  of  the  present  situation. 

The  figures  in  Tables  II  and  III  indicate  that 
the  number  of  IND  filed  by  individual  investiga- 
tors has  increased  substantially.  This  is  partially 
due  to  the  fact  that  some  pharmaceutical  manu- 
facturers are  asking  physicians  to  file  their  own 
IND  so  that  the  drug  can  be  sold  to  them.  Many 
individual  applications  have  been  filed  for  the 
study  of  levodopa  in  parkinsonism  for  this  reason. 
Another  frequent  cause  for  filing  an  IND  by  a 
physician  is  the  use  of  methadone  in  drug  addic- 
tion. 

Unfortunately  many  IND  are  not  found  accept- 
able by  the  office  of  scientific  evaluation  of  the 
FDA.  The  rejection  rate  is  highest  for  those  IND 
which  have  been  filed  by  individual  investigators. 
Since  1967  the  following  types  of  submissions  have 
been  rejected:  511  sponsored  by  individuals,  22 

sponsored  by  institutions,  and  39  sponsored  by 
manfacturers.  In  their  report,  Finkel  and  Zat- 
man^^  make  a plea  for  a more  comprehensive  sub- 
mission of  an  outline  of  the  planned  investigation, 
the  lack  of  which  is  the  most  frequent  cause  for  re- 
jection. 
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TABLE  IV.  Research  and  development  expenses  in  United 
States  for  drugs  used  in  human  subjects 

Spent  Within  Firms  Spent  Outside  Firms 
Per  Per 

Year  Amount*  Cent  Amount*  Cent 


1965 

266.6 

87.7 

37.5 

12.3 

1966 

305.4 

88.7 

38.8 

11.3 

1967 

336.7 

89.1 

41.2 

10.9 

1968 

363.8 

88.6 

46.6 

11.4 

1969 

417.4 

89.9 

46.7 

10.1 

1970 

(Budgeted) 

474.6 

89.0 

57.2 

11.0 

* Figures  in  columns  represent  millions  of  dollars. 


The  work  load  of  the  FDA  in  monitoring  IND 
submitted  to  them  is  tremendous,  especially  now 
since  all  new  IND  must  be  reviewed  and  the  spon- 
sor advised  within  four  weeks  whether  the  applica- 
tion is  satisfactory  or  not.  During  the  fiscal  year 
July  1,  1969,  to  June  30,  1970,  the  total  number  of 
amendments  reviewed  by  the  Food  and  Drug  Ad- 
ministration was  11,000.  With  3,000  of  these  the 
sponsor  filed  a progress  report  of  the  investigation, 
which  required  careful  analysis.  Handling  so 
many  documents  demands  special  talents  for 
organization  which  is  not  always  appreciated  by 
those  outside  the  ordeal. 

The  cost  of  research  remains  high,  increasing 
annually  at  the  rate  of  10  to  11  per  cent.  In  1970 
members  of  the  Pharmaceutical  Manufacturers 
Association  spent  an  estimated  532  million  dollars 
in  the  United  States  on  research  and  development 
for  drugs  used  in  human  subjects.  An  additional 
48  million  dollars  were  expended  by  their  sub- 
sidiaries in  foreign  countries.  As  Table  IV  indi- 
cates, the  bulk  of  expense  covers  the  activities  of 
a manufacturer’s  research  facilities,  which  in- 
cludes the  extensive  pharmacologic  tests  that  have 
to  be  carried  out  today  for  a prolonged  period  of 
time.  The  figures  are  based  on  the  annual  survey 
reports  published  by  the  Pharmaceutical  Manu- 
facturers Association.^® 

Conclusion 

As  we  have  learned  in  recent  years,  research 
today  should  not  only  be  concerned  with  new  drugs 
but  must  also  aim  to  reevaluate  old  compounds 
with  the  aid  of  new  experimental  methods.  By 
learning  more  about  the  metabolism  and  phar- 
macokinetics of  older  drugs  and  their  interaction 
with  each  other,  many  of  the  adverse  effects  that 
are  currently  observed  may  eventually  be  reduced. 
The  result  of  such  new  research  can  be  most  useful 
for  the  practicing  physician,  who  will  thereby  be 


enabled  to  prescribe  today’s  potent  drugs  more 
safely  and  effectively. 
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Letters  to  the  Editor 


Physicians  in  distress 

To  the  Editor:  The  issue  for  July,  1949,  of  the  Grape- 
vine, monthly  magazine  of  Alcoholics  Anonymous,  car- 
ried an  announcement  inviting  all  physicians  who  might 
be  interested  in  alcoholism  to  meet  at  the  Thousand 
Islands.  New  York.  The  announcement  had  been  re- 
quested by  a physician  whose  summer  home  was  to  be 
used  for  the  meeting.  He  was  a member  of  Alcoholics 
Anonymous,  had  been  active  in  the  fellowship  many 
years,  and  had  been  awarded  a citation  of  merit  for  his 
work  by  the  medical  society  in  the  county  where  he  prac- 
ticed. He  still  felt  a deep  need  to  communicate,  how- 
ever, not  only  with  other  alcohol  addicts  but  especially 
with  physicians  who  might  be  like  him.  His  constant 
cry  to  his  wife  was  that  there  must  be  physicians  whom 
he  might  help  just  as  he  had  been  helped.  The  program 
of  recovery  he  had  embraced  so  wholeheartedly  achieved 
its  purpose  in  that,  somehow,  he  had  been  relieved  of  the 
need  to  drink,  or  take  other  mood-changing  chemicals; 
nevertheless,  there  was  a void  which  he  felt  could  per- 
haps be  filled  if  he  could  find  those  among  his  peers  with 
whom  he  could  share  what  had  become  precious  to  him. 

In  response  to  this  announcement,  25  physicians  and 
dentists  came  and  so  began  the  International  Doctors 
Group.  The  subjects  for  discussion  twenty-one  years 
ago  are  still  at  issue:  hospitalization,  insurance, 

methods  of  treatment,  and  what  to  do  for  someone  in 
trouble  with  an  addiction  who  refuses  to  admit  the  need 
for  help.  Each  year  since  that  meeting  in  July,  1949, 
up  to  200  physicians  in  Alcoholics  Anonymous  have  met 
somewhere  in  North  America.  Having  toured  the  length 
and  breadth  of  the  United  States,  with  one  visit  to  Can- 
ada in  1961,  this  group  returns  this  year  to  the  Thousand 
Islands.  Truly  international,  membership  now  includes 
representatives  from  many  foreign  countries  and  all 
parts  of  North  America  so  that  the  original  meeting 
place  would  be  far  too  small.  But  it  will  be  visited 
briefly  by  members  who  will  drive  over  from  their  meet- 
ing at  the  Thousand  Islands  Club,  Wellesley  Island, 
New  York,  during  the  weekend  of  August  6 to  8,  1971. 

The  time-honored  concept  of  the  physician  as  healer 
and  counselor  makes  it  difficult  for  people  to  realize 
that,  before  anything  else,  the  physician  is  a human 
being  with  inherent  strengths  and  weaknesses.  The 
aura  which  surrounds  the  physician  may  actually  pre- 


vent his  seeking  help  or  allowing  others  to  admit  his 
need.  Statistically  there  is  a tragic  number  of  alcohol 
addicts  among  members  of  the  healing  arts — physicians, 
dentists,  nurses,  psychologists,  and  pharmacists — but 
the  profession  itself,  in  an  endeavor  to  protect  its  image, 
creates  the  protective  device  behind  which  the  individual 
may  hide  and  even  perish.  Any  medical  man  who  may 
be  reading  this  might  ask  himself  how  much  he  was 
taught  about  addiction  in  medical  school  or  in  post- 
graduate studies.  If  his  schooling  was  not  recent,  the 
answer  is  nothing  at  all,  yet  the  magic  letters,  M.D., 
after  his  name  cause  him  to  be  singled  out  as  knowledge- 
able and  experienced.  If  he  has  no  problem  himself,  he 
may  “refer  to  psychiatry”  to  rid  himself  of  a trouble- 
some patient;  if  he  has  a problem,  he  may  refer  to  psy- 
chiatry to  avoid  the  risk  of  identification  on  the  part 
of  the  patient.  In  either  case,  the  problem  has  been 
shelved,  and  the  physician-patient  is  likely  to  be  helped 
only  to  the  degree  of  sophistication  vis-a-vis  alcoholism 
of  the  psychiatrist  into  whose  care  he  falls. 

The  professional  people  who  make  up  “International 
Doctors”  come  from  varied  backgrounds  and  experience. 
Since  the  annual  meeting  is  in  August,  many  members 
bring  wives  and  children  to  enjoy  the  fellowship  as  part 
of  their  holiday.  The  group  meets  in  a different  part 
of  the  country  each  year  and  physicians  from  the  local 
area  attend,  some  out  of  professional  curiosity,  some  out 
of  personal  need.  All  are  welcome.  Many  acquire  the 
habit  of  attending  annually  and  look  forward  to  renewing 
friendships  year  after  year.  The  caliber  of  scientific  dis- 
cussion is  high,  and  I challenge  any  who  may  recognize 
a problem  in  themselves,  a relative,  a colleague,  or  a 
friend,  not  to  acquire  knowledge  and  sympathetic  under- 
standing which  could  be  and  often  is  life  saving. 

The  Thousand  Islands  are  beautiful  in  August.  What- 
ever your  motivation  to  come,  please  reserve  early  and 
come  to  be  among  professional  people  who  are  in  the 
forefront  of  the  battle  agains*  what  is  described  as  the 
fourth  major  public  health  threat  of  our  time. 

Inquiries  may  he  sent  to  the  International  Doctors 
Group,  1950  Volney  Road,  Youngstown,  Ohio  44511, 
and  will  be  treated  in  strict  confidence. 

JOHN  L.  NORRIS,  M.D.,  Chairman 

General  Service  Board  of  Alcoholics  Anonymous 

P.  0 Box  459 
New  York,  New  York  10017 
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Necrology 


Meyer  Davis  Berger,  M.D.,  of  Brooklyn,  died  on  March 
8 at  the  age  of  sixty-eight.  Dr.  Berger  graduated  in  1928 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a consulting  ear,  nose,  and  throat 
physician  at  Jewish  Hospital  and  Medical  Center  of 
Brooklyn.  Dr.  Berger  was  a Diplomate  of  the  American 
Board  of  Otolaryngology,  a Fellow  of  the  American  Col- 
lege of  Surgeons,  and  a member  of-the  American  Acad- 
emy of  Ophthalmology  and  Otolaryngology,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Samuel  Bloch,  M.D.,  of  Brooklyn,  died  on  February  17 
at  the  age  of  seventy-one.  Dr.  Bloch  graduated  in  1923 
from  Long  Island  College  Hospital.  He  was  a member  of 
the  American  Academy  of  General  Practice,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Howard  Dodge  Huffman  Brown,  M.D.,  of  New  York 
City,  The  Bronx,  and  Yonkers,  died  on  March  1 at  the 
age  of  seventy-two.  Dr.  Brown  graduated  in  1923  from 
Harvard  University  Medical  School.  He  was  an  associ- 
ate ophthalmologic  surgeon  (inactive)  at  The  Presby- 
terian Hospital.  Dr.  Brown  was  a Diplomate  of  the 
American  Board  of  Ophthalmology  and  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Glee  Warner  Cheesman,  M.D.,  of  Hornell,  died  on 
February  23  at  the  age  of  seventy-seven.  Dr.  Cheesman 
graduated  in  1918  from  the  University  of  Buffalo  School 
of  Medicine.  He  was  a consulting  otolaryngologist  at 
St.  James  Mercy  Hospital  and  a consulting  ophthal- 
mologist and  otolaryngologist  at  Bethesda  Community 
and  Jones  Memori^  Hospitals.  Dr.  Cheesman  was  a 
Diplomate  of  the  American  Board  of  Otolaryngology  and 
a member  of  the  Pan  American  Association  of  Ophthal- 
mology, the  Steuben  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Edward  Leon  Curvish,  M.D.,  of  Elmira,  a life  member 
of  Chemung  County  Medical  Society,  has  been  reported 
deceased.  Dr.  Curvish  was  born  on  October  24,  1906. 
In  1928  he  graduated  from  the  University  of  Buffalo 
School  of  Medicine.  He  had  been  a consulting  physician 
at  Arnot-Ogden  Memorial  Hospital.  Dr.  Curvish  was 
also  a member  of  the  Medical  Society  of  the  State  of 
New  York  and  the  American  Medical  Association. 

Marian  Ferber,  M.D.,  of  Brooklyn,  died  on  January 
18  at  the  age  of  seventy-one.  Dr.  Ferber  received  her 
medical  degree  from  the  University  of  Lwow  in  1925. 


She  was  an  assistant  attending  obstetrician  at  Unity 
Hospital  and  an  assistant  attending  physician  in  gen- 
eral practice  (off  service)  at  Brookdale  Hospital  Center. 
Dr.  Ferber  was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Irwin  Burton  Haiken,  M.D.,  of  Brooklyn,  died  on  Jan- 
uary 11  at  the  age  of  seventy-one.  Dr.  Haiken  gradu- 
ated in  1920  from  Long  Island  College  Hospital.  He  was 
an  assistant  attending  pediatrician  emeritus  at  Mai- 
monides  Hospital  and  Medical  Center  of  Brooklyn.  Dr. 
Haiken  was  a Diplomate  of  the  American  Board  of  Pedi- 
atrics and  a member  of  the  American  Academy  of  Pedi- 
atrics, the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Aaron  Hyman,  M.D.,  of  The  Bronx,  died  on  February 
19  at  the  age  of  fifty-nine.  Dr.  Hyman  graduated  in 
1935  from  New  York  University  School  of  Medicine. 
He  was  an  adjunct  in  pediatrics  at  Bronx-Lebanon  Hos- 
pital Center.  Dr.  Hyman  was  a member  of  the  American 
Academy  of  General  Practice,  the  Bronx  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

J.  Densmore  McLellan,  M.D.,  of  Schenectady,  died  on 
September  19,  1970.  Dr.  McLellan  graduated  in  1965 
from  Jefferson  Medical  College  of  Philadelphia. 

Jerome  Aloysius  Murphy,  M.D.,  died  on  October  1, 
1970.  Dr.  Murphy  graduated  in  1912  from  the  Universi- 
ty of  Buffalo  School  of  Medicine. 

Donald  Dean  Prentice,  M.D.,  of  Castelton-on-Hudson, 
died  on  February  28  at  the  age  of  seventy-eight.  Dr. 
Prentice  graduated  in  1918  from  Albany  Medical  Col- 
lege. He  was  an  honorary  emeritus  roentgenologist  at 
Memorial  Hospital  (Albany).  Dr.  Prentice  was  a Dip- 
lomate of  the  American  Board  of  Radiology  (Diagnostic 
Roentgenology)  and  a member  of  the  Albany  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Max  J.  Schroeder,  M.D.,  of  New  York  City,  died  on 
February  17  at  the  age  of  eighty-one.  Dr.  Schroeder 
graduated  in  1915  from  University  and  Bellevue  Hos- 
pital Medical  College.  He  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

William  Bowen  Sherman,  M.D.,  of  New  York  City, 
died  on  March  2 at  the  age  of  sixty-three.  Dr.  Sherman 
graduated  in  1931  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  an  attending  physi- 
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cian  and  allergist  at  Roosevelt  Hospital,  chief  allergist 
at  Roosevelt  Hospital  Outpatient  Department,  and  an 
associate  attending  physician  at  The  Presbyterian  Hos- 
pital. Dr.  Sherman  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine  (Allergy),  a Fellow  of  the 
American  College  of  Physicians,  and  a member  of  the 
American  Academy  of  Allergy,  the  American  Clinical 
and  Climatological  Association,  the  Society  for  Experi- 
mental Biology  and  Medicine,  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Earl  David  Smith,  M.D.,  of  Elmira,  deceased,  was 
born  on  May  13,  1901.  Dr.  Smith  graduated  in  1934 
from  the  University  of  Buffalo  School  of  Medicine.  Un- 


til his  death  he  was  a consulting  radiologist  at  Schuyler 
(Montour  Falls)  and  Arnot-Ogden  Memorial  Hospitals. 
Dr.  Smith  was  a Diplomate  of  the  American  Board  of 
Radiology  and  a member  of  the  Radiological  Society  of 
North  America,  Inc.,  the  Chemung  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  Humphrey  Toomey,  M.D.,  of  New  York  City, 
died  on  December  6,  1970,  at  the  age  of  eighty-six.  Dr. 
Toomey  graduated  in  1910  from  Tufts  College  Medical 
School.  He  was  an  assistant  attending  neuropsychi- 
atrist at  Bellevue  Hospital.  Dr.  Toomey  was  a Diplo- 
mate of  the  American  Board  of  Psychiatry  and  Neu- 
rology and  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Correction 

Milton  Aronowitz,  M.D.,  of  Albany,  was  listed  as  deceased  in  the  March  15,  1971, 
issue  of  the  Journal.  Dr.  Aronowitz  is  in  active  practice.  The  information  submitted 
to  us  was  erroneous. 


Analysis  of  neonatal  deaths 

Analysis  of  autopsy  findings  in  a hospital  series  of 
neonates  when  compared  with  causes  of  death  as  indi- 
cated by  death  certificates  shows  some  striking  discrep- 
ancies. M.  A.  Valdes-Dapena,  M.D.,  and  J.  B.  Arey, 
M.D.,  of  Temple  University  analyzed  a series  of  501 
consecutive  autopsies  of  neonates  who  died  in  the  first 
twenty-eight  days  of  life  over  a seven-year  period  (J. 
Pediat.  77:  366  (Sept.)  1970).  They  found  the  leading 
cause  of  death  to  be  hyaline  membrane  disease,  pres- 
ent in  174  infants,  or  35  per  cent.  On  the  other  hand, 
as  indicated  by  501  recent  consecutive  death  certificates, 
the  frequencies  of  hyaline  membrane  disease  were: 
without  autopsy,  11  per  cent;  combined,  with  and  with- 
out autopsy,  17  per  cent;  and  with  autopsy,  20  per  cent. 


Over-all  comparison  of  the  data  from  the  present  study 
with  a similar  series  reported  in  1953,  with  U.S.  Public 
Health  statistics,  and  with  the  501  death  certificates 
mentioned  before,  appears  to  indicate  that  vital  sta- 
tistics derived  from  death  certificates  do  not,  in  some 
major  categories,  reflect  the  actual  frequency  of  such 
entities  as  hyaline  membrane  disease,  inflammatory 
lesions,  and  immaturity.  In  the  present  autopsy  series, 
for  example,  immaturity  as  a cause  of  death  was  19  per 
cent;  in  the  death  certificate  series  it  was:  without 

autopsy,  83  per  cent;  combined,  with  and  without 
autopsy,  62  per  cent;  and  with  .autopsy,  43  per  cent. 
The  authors  observe  that  probably  both  intraventricular 
hemorrhage  and  bronchopneumonia  are  substantially 
underestimated  as  causes  of  neonatal  death  when  au- 
topsies are  not  performed. 
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PHYSICIANS  WANTED— CONT  D 


CHIEF  OF 

NUCLEAR  MEDICINE 

For  700  Bed  Voluntary  Hospital 

Medical  school  affiliation.  Modern  equipment. 
Approved  radiology  residency  program.  Include 
curriculum  vitae.  For  additional  information  write: 

D.  BRYK,  M.D.,  Director  of  Radiology, 

THE  JEWISH  HOSPITAL 

AND  MEDICAL  CENTER  OF  BROOKLYN 

555  Prospect  Place,  Brooklyn,  N.Y.  11238  . 


PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL  GROUP.  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership.  Starting  salary  to 
$25,000  with  the  possibility  of  additional  income.  Include  complete  curric- 
ulum vitae  in  reply.  Box  108,  c/o  NYSJM. 


EMERGENCY  ROOM  PHYSICIAN.  EXCELLENT  N.Y.  OPPORTUNITY 
in  400  bed  complete  care  institution  which  is  expanding  its  emergency  room 
facilities.  Salary  comensurate  with  training  ana  experience;  exc^lent  fringe 
benefits.  Write  Personnel  Director,  Mercy  Hospital,  218  Stone  St.,  Water- 
town,  N.Y.  13601. 


EMERGENCY  ROOM  M.D,.  WANTED.  CENTRAL  EAST  COAST 
Florida.  Florida  license  required.  Minimum  $31,000  for  48  hour  weekly. 
Part  time  or  full  time  available.  Write  Physician’s  Emergency  Service,  1350 
South  Hickory  St.,  Melbourne,  Florida  32901. 


BEAUTIFUL  NORTHERN  NEW  JERSEY  MEDICAL  CENTER  NEEDS  A 
pediatrician.  Call  (201)  838-0188. 


G.P.  TO  ASSOCIATE  WITH  BUSY,  ESTABLISHED  G.P.  IN  NASSAU 
County,  L.I.  Hospital  nearby.  Excellent  income  and  working  conditions. 
First  year  salary,  then  partnership.  Corporate  benefits.  R.  Joseph,  M.D., 
100  S.  Ocean  Ave.,  Freeport,  N.Y.  11520.  Call  (516)  378-4949. 


PSYCHIATRISTS:  PHYSICIANS  INTERESTED  IN  PSYCHIATRY  AND 

general  practitioners — 16(X)  bed,  predominantly  psychiatric  hospital  affiliated 
with  University  of  Rochester  Medical  School;  starting  salary  approximately 
$24,000  with  liberal  fringe  benefits;  workweek  generally  40  hours;  located  in 
beautiful  resort  area;  equal  opportunity  employer.  Contact  Chief  of  Staff, 
Veterans  Administration  Hospital,  Canandaigua,  N.Y.  14424;  (315)  ,394-2(XK). 


PHYSICIANS  NEEDED  FOR  ADMISSIONS,  OUTPATIENT  SERVICE, 
psychiatric  service.  951-bed  GM&S  Hospital;  affiliated  with  medical  schixil; 
full  or  part-time.  Licensure  in  any  state.  Salary  range  $20,815  to  $30,715 
commensurate  with  training  and  experience.  Excellent  fringe  benefits.  Con- 
tact; Chief,  Outpatient  or  Neuropsychiatric  Service,  Veterans  Administra- 
tion Hospital,  Buffalo,  N.Y.  14215.  NondLscrimination  in  employment. 


ANESTHESIOLOGIST  URGENTLY  NEEDED;  BOARD  qUALIFIED  OR 
Board  eligible.  Pleasant  Western  New  York  rural  community;  300  beds. 
Fee  for  service  basis.  Box  106,  c/o  NYSJM, 


BUFFALO,  N.Y.:  ANESTHESIOLOGI.ST  TO  JOIN  6 MAN  CORPORATE 
anesthesia  group,  including  nurse  anesthetists.  Limited  obstetrical  coverage. 
Contact:  Nialf  P.  MacAllister,  M.D.,  Deaconess  Hospital,  1(K)1  Humboldt 

Pkwy.,  Buffalo,  N.Y.  14208. 


OB/GYN:  ADIRONDACK  MOUNTAIN  AREA  OF  NORTHERN  NE\ 

York  State.  Unusual  opportunity  to  practice  in  excellent  medical  center  wit 
year-round  outdoor  recreation  unlimited,  and  casual  living  in  beautifi 
country.  33-year  old  solo  Ob-Gyn,  two  years  out  of  residency  seeks  associatr 
Must  be  Board  eligible  without  military  obligations.  Box  107,  c/o  NYSJM. 


OBSTETRICIAN-GYNECOLOGIST,  INTERNIST  FOR  SMALL,  EXPANI 
ing  group  in  rural  upstate  New  York.  Excellent  hospital  facilities,  beautifi 
recreational  area.  Salary  negotiable;  early  partnership  if  mutually  satisfai 
tory.  Box  103,  c/o  NYSJM. 


G.  P.  WANTED.  FULLY  EQUIPPED  SEARS  MEDICAL  CENTER  I 
commuter  town  between  Rochester  and  Syracuse  near  Lake  Ontario.  Ide 
cultural  facilities  nearby.  Fifteen  minutes  to  nearest  hospital  and  cooperatii 
doctors.  Hunting,  fishing,  country  clubs,  winter  sports  and  excellent  educ 
tional  opportunities.  Contact  Charles  Bowen,  Box  177,  North  Rose,  N.' 
(315)  587-9613. 


GENERAL  PRACTITIONER  OR  PEDIATRICIAN.  SUMMER  MONTH; 
June  30  to  Sept.  10;  3 or  4 week  sections;  5 or  6 days  per  wk.  until  4 p.m.  Roo 
and  meals;  $70  per  diem.  New  York  license  required.  General  consultatic 
and  first  aid  for  under-privileged  children  and  mothers  aboard  the  Floatii 
Hospital.  Leaves  E.  23rd  St.,  N.Y.C.,  8:30  daily.  St.  John’s  Guild,  1 Ea 
42nd  St.,  N.Y.C.  10017. 


PHYSICIANS  WANTED:  G.P.’S,  INTERNISTS,  PEDIATRICIAN,  IN  A 
attractive  northern  Virginia  recreational  community.  Golf,  fishing,  huntir 
swimming.  Offices  available  in  medical  center  building.  124-bed  hospiti 
serving  about  20,000  population  area.  Overloaded  12-man  staff  includ 
three  surgeons,  Ob/Gyn,  anesthesiologist  and  radiologists.  Excellent  opp< 
tunity  for  3 or  4 good  men  in  single  or  group  practice.  Financial  help  ava 
able.  Rev.  William  C.  Barlett,  13  W.  2nd  St.,  Front  Royal,  Va.  22630.  E 
Box  104,  c/o  NYSJM. 


COLLEGE  HEALTH  PHYSICIAN  TO  SHARE  THE  CARE  OF  A 16 
coeducational  student  body  with  present  physician.  Opportunity  for  limit 
private  practice.  Salary  negotiable.  Elxcellent  retirement,  fringe  benef 
and  vacation  plan.  Reply  to:  Medical  Director,  Hamilton  College,  Clinti 
N.Y, 13323. 


INTERNIST  & PEDIATRICIAN,  BOARD  CERTIFIED  OR  ELIGIBLE,  ' 
join  medical  college  comprehensive  care  program.  Teaching,  service,  resear 
Role  in  policy  decisions.  Emphasis  on  innovations  in  care.  Inner  city  url 
and  rural.  University  hospital  and  medical  college  appointment.  New  Y 
State  license.  Salary  range:  $22,500-$30,000.  Funded  with  multiple  fedt 
agencies,  including  OEO  & HEW.  Plans  to  develop  self-supporting,  prep 
group  practice.  Write:  Peter  Birk,  M.D.,  Director,  Albany  Medical  Colle 
Community  Medical  Care  Program,  10  Colvin  Ave.,  Albany  N.Y.  12206, 
phone  collect:  (518)  459-7000. 


URGENTLY  NEEDED:  GENERAL  PRACTITIONER,  LONG  LAKE,  N. 
central  Adirondacks,  resort  area.  Excellent  central  school.  Ambula 
service.  Office  available  at  present.  Attractive,  guaranteed  annual  salarj 
Town  Health  Officer,  plus  income  from  private  practice.  Near  mod 
hospital.  Write:  Medical  Procurement  (Committee,  Box  83,  Long  La 

N.  Y. 12847. 


STAFF  PHYSICIAN,  FULL  TIME,  FOR  THE  HEALTH  CENTER  AT  T \ 
State  Univ.  College  at  Fredonia,  N.Y.  Negotiable  salary  plus  excellent  coll  I 
benefits,  including  health  insurance  and  employer  paid  retirement  progrtj 
Candidates  must  be  licensed  to  practice  in  N.Y.  State.  An  Equal  Opportur  I 
Employer.  Send  complete  curriculum  vitae  and  N.Y.  license  number 
R.  P.  Plosscowe,  M.D.,  Director,  College  Health  Center,  College  at  Fredoi. 
Fredonia,  N Y,  14063.  ' 


DIRECTOR  OF  STUDENT  HEALTH  AT  WELLS  COLLEGE,  AUROli, 
New  York.  Opportunity  for  additional  private  practice,  if  desired.  ConH 
William  Blackmore,  M.D.,  Director  of  Student  Health,  Wells  College,  Auni, 
N.Y.  (315)  364-7441. 
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I IISCELLANEOUS 
— 


DR  MODKRATK  SIZKI)  INVKSTMKNT  RORTKOUOS,  WK  PROVIDK 
personal  attention,  coordination,  guidance,  and  independent,  prudent  man- 
agement of  your  total  assets.  Personal  Asset  Management,  Wilhelmina  M 
Katon,  Incorporated,  10  Mitchell  Place,  New  York.  N Y.  ItkilV.  (212)755-0810. 


IliS  COLLECTED-  ABUSE  IS  RULED  OUT-TACTFUL  YET  Suc- 
cessful—40  years  of  top  service  to  doctors  and  hospitals— Mail  billhead  for 
details.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York.  N.  Y.  10(X)6. 
LO  5-2943. 


lEAL  ESTATE  FOR  SALE  OR  RENT 


;AST  NORTHPORT,  HUNTINGTON:  OFFICE  HOME  COMBINATION; 
ideal  central  location.  FIxcellent  opportunity;  near  professional  buildings  and 
hospitals.  Fast  growing,  prestige  area.  Mtxlern,  spacious.  3 bedrtx)m  ranch. 
5'i  room  office,  detached  oversized  garage;  full  basement;  landscaped;  extras. 
Sacrifice  $.39,9,50.  Joseph  Koreen,  M D.,  407  Larkfield  Road,  East  Northport, 
N Y.  Tel.:  (516)  757-&139. 


XCELLENT  QUEENS  VILLAGE  LOCATION.  M D.  OR  D.D.S.  SUITES 
in  two-family  house.  Rent  or  buy  two-family  house  on  75  X 110  plot.  Also  2 
adjoining  houses  110  X 110  plot.  Can  arrange  several  medical-dental  suites. 
Commercial  zoning  permits  professional  building,  nursing  home,  etc.  construc- 
tion. Busy  area.  Call  (212)  261-8203,  or  (516)  ,588-0995. 


UBTENANT  WANTED  TO  SHARE  SPACE  IN  FULLY  EI^UIPPED, 
luxuriously  appointed,  eight  room  medical  office.  Two  consultation  rooms. 
Private  parking  area.  Centrally  located  in  Queens.  Call  (212)  HO  4-6262. 


UERTO  RICO  BEACH  HOUSE— COSTA  AZUL  AT  LUQUILLO.  3 BED- 
rooms,  yard,  terraces.  Fully  equipped  kitchen,  linens,  washing  machine. 
Comfortable,  private,  convenient  to  other  resort  areas.  For  rent  weekly. 
Edward  Pinney,  M.D.,  21  East  66th  St.,  New  York  City.  (212)  879-8870. 


AST  HAMPTON:  FOUR  BEDROOM.  YEAR  ROUND  HOUSE  IN 

Springs-Fireplace  area.  Short  walk  from  Gardiner’s  Bay  beach.  Terrace, 
outdoor  living  room,  all-electric  kitchen,  washer  and  dryer.  Available  June, 
July,  August  through  Labor  Day.  Edward  Pinney,  M.D.  (212)  879-8870. 


EAVTNG  PRIVATE  PRACTICE  OF  INTERNAL  MEDICINE  AND  CARDI- 
ology  July  1st  or  sooner.  Office  with  or  without  equipment  available.  If 
interested,  contact  Samuel  Kantor,  M.D.,  512  Madison  Ave.,  Albany  NY 
12208. 


6()  FIFTH  AVENUE:  LARGE  OFFICE  AVAILABLE  FOR  PSYCHIA- 

trist  or  psychoanalyst.  Share  three  waiting  rooms  with  three  other  psychia- 
trists. Call  (212)  369-6426. 


OUSE  FOR  SALE:  DIX  HILLS,  LONG  ISLAND,  5 BR,  3)^  BATH, 

Colonial;  central  A/C.  Famous  school  district  r:5.  Desirable  professional 
corner  location  is  ideal  for  use  as  home-office  combination.  Many  extras. 
$61,500.  Box  111,  c/o  NYSJM. 

J 

$ 

«iOR  RENT;  nVE  ROOMS,  FULLY  EQUIPPED  PROFESSIONAL  OF- 

ffice.  Be  all  the  doctor  you  were  meant  to  he  in  a beautiful  suburban  com- 
munity that  you  will  want.  This  is  an  established,  lucrative  location  in  a 
growing  area,  and  truly  superb  for  a G.  P.,  pediatrician,  or  O.  B.  man.  You 
will  gross  approx.  $50,000  per  year.  Five  min.  from  two  fine  hospitals.  Fur- 
ther details  (516)  724-1450. 


|ARK  AVENUE  & 67TH  STREET.  UP  TO  3 ROOMS  AVAILABLE  FOR 
1.  exclusive  use.  Share  large  waiting  room.  Private  street  entrance.  Call 
737-7727. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


ALBERMARLE  ROAD  SECTION,  BROOKLYN.  CONVERTED 
two-family,  thirteen  rooms,  double  garage,  modern  kitchens  and  2'-i 
bathrimms,  large  upper  terrace  and  lower  porch.  Beautiful  residential  and 
near  all  transportation.  Ideal  for  professional.  $55,(X)0.  Call  282-6026. 


HUNTINGTON  BAY,  1 HR  N.Y.C.  JULY  OR  AUGUST  OR  4 WEEKS  TO 
suit.  Spacious  4-bedroom  country  home  2 blocks  private  beach,  L.  I.  Sound. 
Free  dav  camp,  mooring,  cleaning  help.  Large  open  porches  for  outdoor 
dining.  $1,500.  (516)  .367-3009. 


SALE  OR  LEASE.  ROCKVILLE  CENTRE,  L.I.,  CUSTOM  BUILT, 
modern  home  and  office  on  prominent  acre  corner.  All  conveniences, 
central  A/C,  large  private  garden,  office  parking,  suitable  multiple  office 
conversion.  (516)  RO  6-041 1. 


FOR  RE.NT;  CORNER  COLONIAL,  5 YEARS  OLD.  HOME/OFFICE. 
Downstairs;  3 room  office  suite  with  lav.,  L.R.,  D.R.,  kitchen,  breakfast 
room.  Upstairs:  3 bedrooms.  2 baths,  walk-in  closets.  Nicely  landscaped, 
trees.  Excellent  schools.  Stonybrook,  L.I.,  near  University.  (516)  HU  2-()440. 


STATEN  ISLAND;  PROFESSIONAL  CORNER  LOCATION  ON  MAIN 
street  now  being  used  as  a dental  office-residence  combination.  Ideal  location 
for  young  physician,  especially  a pediatrician;  none  in  this  area.  Many  extras. 
Box  113,  c/oNYSMJ. 


POSITIONS  WANTED 


YOUNG,  DIPLOMATS  IN  P.M.&R.  AND  INTERNAL  MEDICINE.  SEEK- 
ing  position  combining  rheumatology  and  rehabilitation  medicine  in  hospital 
setting  or  group  practice  in  N.Y.C.  or  environs.  Box  110,  c/o  NYSJM. 


GENERAL  PRACTITIONER,  SEMI-RETIRED,  SEEKS  ASSOCIATION 
group  or  other  full  time.  Speaks  Spanish.  Box  109,  c/o  NYSJM. 


PATHOLOGIST,  BOARD  CERTIFIED-AP  AND  CP,  NEW  YORK  AND 
Conn,  licenses,  interested  in  position  anywhere  in  New  York  or  Conn.  Apply: 
R.  H.  Lee,  M.D.,  9911  N.  Waikiki  Road,  Spokane,  W’ash.  99218. 


ANESTHESIOLOGIST,  BOARD  CERTIHED,  LICENSED  IN  NEW  YORK 
State,  seeks  practice  association  opportunity.  Box  112,  c/o  NYSJM. 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  ap- 
pointments, patients,  records,  assists  you  with  lab.  X-Ray, 
E.K.G.,  B.IVI.R.  etc.  The  Mandl  School  for  Medical  & Dental 
Assistants  has  been  training  in  these  fields  for  47  years. 
Our  graduates  have  sound  professional  skills.  Free  Place- 
ment Service. 

Mandl  School 

175  Fulton  Av«.,  Hempstead,  L I.  (516)  IV  1-2774 
— - EST  1924 — Licensed  by  the  State  of  New  York  - 
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XEW  YORK  STATE 
ACADEMY  OF  GENERAL  PRACTICE 

Twenty-third  Annual  Convention 

at  the 

COXCORD  HOTEL 

KIAMESllA  LAKE,  NEW  YORK 

MAY  9 THRU  13,  1971 

Congress  of  Delegates May  9,  10,  1971 

Scientific  Assembly May  11,  12,  13,  1971 

President’s  Dinner May  12,  1971 


*Scientific  Program 
^Scientific  Exhibits 


^Breakfast  Conferences 
^Technical  Exhibits 


LIVE  TEACHING  CLINICS 

Live  patients — outstanding  demonstrators — audience  participation- 
cjuestion  and  answer  session.  A new  approach  to  post  graduate 
education. 


PLAN  TO  ATTEND 

THE  CONVENTION  TAILORED 
TO  THE  FAMILY  PHYSICIAN 


IV)r  reservations:  NYSAGP 

84  Main  Street 
Binghamton,  N.  Y.  13905 
or  call:  (607)  722-2132 


902 


“Wdconie  back,  Ann’ 


A 

BUILDING  BLOCK 
TO  RECOVERY 


1 AKK^wflctive  therapy 

DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  table!  q.i.d. 


Iw«i  lOOOOON.r  UM. OrmolnrpMi  ».OOON.f  Unrti. 
•>u...lw«r»jp»cKlnnl,to40ine.o(N  F trypiia 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


cy.f.ci. 


tftdkation«:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

O Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventior^i  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BlTABS  should  not  be  given 
to  patients  with  a known  sensit  ivi  ty  to  tryp^  orchy  motrypsi  n , 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregr^ncy  has  rx>t  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  irrfrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
arKl  irxreased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hen>aturia.  Increased  teridertcy  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
groups.  (See  Precautions.)  It  Is  recommerujed  that  If  side 
effects  occur  medication  be  discontinued. 

Dotage;  One  tablet  q.i.d. 

1 T>C  fOTIOHAL  OnUO  COMPANY 

I DfVtSlON  OF  RICHARDSON  IwlERRELL  INC. 

I PHILAOEL^IA.  PENNSYLVANIA  19t44 

0009A  l«l 


Bitabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F  trypsin 


The  causes  of  vaginitis 
ore  multiple 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC — comprehensive 
therapy  that  combats  all  three  major  vaginal 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  ollontoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


Contraindications;  Known  sensitivity  to  sulfonamides. 

Precautions/ Adverse  Reactions:  The  usual  precautions  for  topical 
and  systemic  sulfonamides  should  be  observed  because  of  the  pos- 
sibility of  absorption.  Burning,  increased  lacal  discomfart,  skin 
rash,  urticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage;  One  appllcotorful  or  one  suppository  introvogi- 
nally  once  or  twice  daily. 

Supplied:  Creom  — Four-ounce  tube  with  or  without  applicator. 
Suppositories  — Box  of  12  with  applicotor. 

TRADEMARK.  AVC  AV-104  2/71  Y-U9 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


AVC 

The  treatment  is  singular 
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1971 

DEADLINE  DATES  FOR 
WHAT  GOES  ON 


Meeting  dotes 
May  1/15,  1971  . 
Moy  16/31,  1971 
June  1/15,  1971  .. 
June  16/30,  1971  , 
July  1/31,  1971  . . 
August  1/31,  1971 


Deadline  date 
March  10,  1971 
Marcn  25,  1971 
April  10,  1971 
April  25,  1 971 
May  10,  1971 
June  10,  1971 
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NEW  YORK  CITY  AREA 


SATURDAY,  MAY  1 

9 ; 00  a.m. 

Brooklyn  Eye  and  Ear  Hospital  Alumni  Association 

29  Greene  Avenue 
Brooklyn 

SYMPOSIUM  ON  OCULAR  TRAUMA 

MORTIMER  A.  LASKY,  M.D.,  Moderator 

1.  Lid  Reconstruction  Following  Trauma 

MARTIN  BODIAN,  M.D. 

2.  Orbital  Reconstruction  Following  Trauma 

BYRON  SMITH,  M.D. 

3.  Trauma  to  the  Anterior  Ocular  Segment 

A.  BENEDICT  RIZZUTI,  M.D. 

4.  Traumatic  Glaucoma 

ROBERT  E.  CHRISTENSEN,  M.D. 

5.  Traumatic  Retinal  Detachment 

FRED  GOTTLIEB,  M.D. 

6.  Localization  and  Extraction  of  Intraocular 
Foreign  Bodies 

HARVEY  E.  THORPE,  M.D. 

7.  Ocular  Injuries  in  Vietnam 

GEORGE  D.  WILTCHIK,  M.D. 


May  3,  197?  / May  5,  1971 

The  New  York  Academy  of  Science 

Barbizon*Plazo  Hotel 
106  Central  Park  South 

PATTERNS  OF  INTEGRATION  FROM 
BIO-CHEMICAL  TO  BEHAVIORAL  PROCESSES 

GEORGE  G.  HAYDU,  M.D. 

Creedmoor  State  Hospital 

For  further  information  contact:  Rear  Admiral  L.  R.  Neville,  USN 

(Ret.),  Associate  Executive  Director,  The  New  York  Academy  of 
Sciences,  2 East  63rd  Street,  New  York,  N.Y.  10021,  Tel.  (212) 
838-0230. 


May  3,  1971  I May  7,  1971 

Brooklyn  Eye  and  Ear  Hospital 

29  Greene  Avenue 
Brooklyn 

TYMPANOPLASTY  COURSE 

ADOLPH  WOLFERMAN,  M.D. 

FEE:  $300 

Write;  Mr.  Vernon  E.  Dressier,  Adm.,  above  address. 


May  3,  1971  / May  5,  1971 

9:00  a.m.-5:00  p.m.,  Monday  and  Tuesday 
9:00  a.m.-12:00  noon,  Wednesday 

Post-Graduate  Institute  of  the 
New  York  Eye  and  Ear  Infirmary 

310  East  14th  Street 

THE  VESTIBULAR  SYSTEM  IN  OTOLOGIC 


DIAGNOSIS 

FRANCIS  M.  FODOR,  M.D. 

FEE:  $100 

Write:  Jane  Stark,  Registrar,  at  the  above  address. 


MONDAY,  MAY  3 

8 : 00  p.m. 

The  New  York  Society  for  Clinical  Ophthalmology 

2 East  103rd  Street 

Panel  Discussion 

COMPLICATIONS  OF  CATARACT  SURGERY 

Moderator:  RICHARD  TROUTMAN,  M.D.,  Brooklyn 

Panelists:  CLEMENT  McCULLOCH,  M.D.,  Toronto,  Ontario 

SAMUEL  D.  McPherson,  M.D.,  Durham,  N.C. 
DAVID  SHOCH,  M.D.,  Chicago,  III. 

FREDERICK  H.  THEODORE,  M.D.,  New  York  City 


8 : 30  p.m. 

Rudolf  Virchow  Medical  Society 

2 East  63rd  Street 

1.  Surgical  or  Conservative  Management  of 
Intestinal  Polyps 

GEORGE  SCHREIBER,  M.D. 

2.  New  Discoveries  in  Immunological 
Understanding  of  Disease  Processes 

ZOLTAN  OVARY,  M.D. 

N.Y.U.  School  of  Medicine 


May  4,  1971  and  May  11,  1971 

9:00  a.m.,  Tuesdays 

New  York  Infirmary 

Toscanini  Room,  Third  Floor 
Stuyvesant  Square  East  and  15th  Street 

May  4 

Cholesterol,  Atherosclerosis  and  Coronary 
Disease 

MAXWELL  L.  GELFAND,  M.D. 

May  n 

Hemolytic  Anemia  Possibly  Due  to  Gold 

ARIEL  DISTENFELD,  M.D. 

N.Y.U.  School  of  Medicine 


May  4,  1971  and  May  11,  1971 

10:00  a.m.,  Tuesdays 

Maimonides  Medical  Center 

4802  Tenth  Avenue 

Main  Building,  4th  Floor  Lecture  Hall 

Brooklyn 

PEDIATRIC  POSTGRADUATE  CONFERENCES 
May  4 

The  Pediatrics-Anesthesiology  Interface 

PHILIP  H.  SECHZER,  M.D. 

Downstate  Medical  Center 

May  1 1 

Problems  in  Sickle  Cell  Anemia  in  Children 

MARGARET  G.  ROBINSON,  M.D. 

Downstate  Medical  Center 
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TUESDAY,  MAY  4 

4 : 00-6:00  p.m. 

Kingsbrook  Jewish  Medial  Center 

Rutland  Rood  and  Eait  49th  Street 
Brooklyn 

Workshop  in  Oncology  for  the  Practicing  Physician 

SOLID  TUMORS— OVARIAN  CARCINOMA, 
BREAST  CARCINOMA:  PLEURAL  EFFUSIONS 

AND  ASCITES 


4 : 30  p.m. 

“Diabetes  Today”  of  Diabetes  Center 

New  York  Medical  College 
Research  Building 
106th  Street  and  Madison  Avenue 
Room  R1  1 4 

HISTOPATHOLOGIC  RESPONSES  TO  SEVERE 
ALLOXAN  DIABETES  IN  ARTERIOSCLEROTIC 
AND  NONARTERIOSCLEROTIC  RATS 

BERNARD  C.  WEXLER,  Ph.D. 

University  of  Cincinnoti 

NO  FEE  AU  WELCOME 


4 : 30  p.m. 

Catholic  Medical  Center  of  Brooklyn  and  Queens 
Department  of  Ophthalmology 

St.  John's  Hospital  Auditorium 
90-02  Queens  Boulevard 
Elmhurst 

MANAGEMENT  OF  ORBITAL  TUMORS 

IRA  S.  JONES,  M.D. 

Columbia-Presbyterian  Medical  Center 


May  5,  1971  and  May  12,  1971 

9:00  a.m.,  Wednesdays 

The  Jamaica  Hospital 

89th  Avenue  and  Van  Wyck  Expressway 
Jamaica 

May  5 

The  Role  of  Glucogen  in  Carbohydrate 
Metabolism 

ALBERT  EISENSTEIN,  M.D. 

Brooklyn  Cumberland  Medical  Center 

May  12 

Current  Concepts  of  Hyperlipidemia 

ELAINE  B.  FELDMAN,  M.D. 

Downstate  Medical  Center 


May  S,  1971  and  May  12,  1971 

lllOO  a.m.— 12;00  noon,  Wednesdoys 

New  York  Medical  College 

Mental  Retardation  Institute 
105  East  106th  Street 

May  5 

Evoked  Cortical  Responses  in  the  Mentally 
Retarded 

SIDNEY  WEINSTEIN,  Ph.D. 

MILTON  RICHLIN,  Ph.D. 

Neuropsychological  Laboratory 


May  12 

Inborn  Errors  of  Metabolism  and  Nutrition 

GERALD  GAULL,  M.D 

New  York  Institute  for  Basic  Research  in  Mental  Retardation,  Staten 
Island 


WEDNESDAY,  MAY  5 

4 ; 00-5 : 00  p.m. 

Flushing  Hospital  and  Medical  Center 

44-14  Parsons  Boulevard 
Flushing 

Pediatric  Guest  lecture 

SPECIAL  CLASSES  FOR  MENTALLY  RETARDED 
CHILDREN 

IRWIN  GOLDSTEIN,  Asst.  Director 
Queens  Bureau  for  C.R.M.D. 

Board  of  Education  of  New  York 


8 ; 00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Physical  Medicine  and  Rehabilitation 
with  the  New  York  Society  of  Physical  Medicine  and 
Rehabilitation 

2 East  1 03rd  Street 

RESIDENTS’  NIGHT 


May  5,  1971  and  May  12,  1971 

8:30-10:00  p.m.,  Wednesdays 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

Clinical  Conferences  on: 

THE  MANAGEMENT  OF  DEPRESSIONS  IN 
MEDICAL  PRACTICE 

ARNOLD  DAVIDSON,  M.D. 

NO  FEE  CREDIT:  C-1 


May  6,  1971  and  May  7,  1971 

The  New  York  Eye  and  Ear  Infirmary 

Forty-Fourth  Annual  Clinical  Conference 

OPHTHALMOLOGY  1971  will  be  held  at  the 
Biltmore  Hotel,  New  York  City 

Included  will  be  the  following  symposia: 

Cataract  Surgery,  Pediatric  Ophthalmology, 

Glaucoma,  Fluorescein  Angiogrophy  and 
Treotment  of  Lesions  at  the  Posterior  Pole; 
and  Selected  Free  Paper. 

OTOLARYNGOLOGY  1971  will  be  held  at 
The  New  York  Eye  and  Ear  Infirmary 

Featured  topics  will  include:  Intelectron, 

Tympanometry,  Otoplasty,  Microlaryngeal  Surgery, 
Septoplasty,  Immunology,  Facial  Nerve  Injuries; 
and  Tympanoplasty. 

For  Progrom  and  Information,  please  write: 

JANE  STARK,  Registrar,  Alumni  Association, 

New  York  Eye  and  Ear  Infirmary,  310  East  14th  Street, 

New  York,  N.Y.  1 0003 
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May  6,  1971  and  May  7,  1971 

The  New  York  Hospital-Cornell  Medical  Center 

525  East  68th  Street 
Pediatrics  Postgraduate  Course 

DIFFICULT  PROBLEMS  IN  PEDIATRICS 

FEE;  $75  Credit:  C-1  aid  AAGP  (1 2 hours  Elective) 

Further  information  may  be  obtained  from  the  New  York  Hospital, 
Room  M-834.  Tel.  (212)  879-9000,  ext.  436. 


May  6,  1971  / May  8,  1971 

9:00  a.m.-5:00  p.m. 

The  Mount  Sinai  Medical  School 

Guggenheim  Hall 
5 East  98th  Street 

A Conference  on: 

AFTERLOADING  IN  RADIOTHERAPY 

Co-sponsored  by  the  Bureau  of  Radiological  Health  of  the  U.S. 
Public  Health  Service. 

NO  FEE 

Write;  The  Chairman,  Afterloading  Conference,  Department  of 
Radiotherapy,  The  Page  and  William  Black  Post-Graduate  School 
of  Medicine,  the  Mount  Sinai  School  of  Medicine,  5th  Avenue  at 
1 00th  Street,  New  York,  N.Y.  1 0029 


May  6,  1971  and  May  13,  1971 

8:45  p.m.,  Thursdays 

American  Cancer  Society’s  Brooklyn  Unit 

Downstate  Medical  Center 
450  Clarkson  Avenue 
Brooklyn 

May  6 

Early  Breast  Cancer 

PHILIP  STRAX,  M.D.  and  BERNARD  GARDNER,  M.D. 

May  13 

Early  Skin  Cancer 

LAWRENCE  FRANK,  M.D.  and  LAZLO  BIRO,  M.D. 

For  information,  call  the  American  Cancer  Society,  Brooklyn  Unit, 
1 DeKalb  Avenue,  ULster  8-8200. 

CREDIT:  C-1 


FRIDAY,  MAY  7 

8 : 00  p.m. 

Staten  Island  Family  Service  and  Institute  of  Family 
Relations 

25  Victory  Boulevard 
Staten  Island 

ELECTROSLEEP  THERAPY  IN  TREATMENT  OF 
DEPRESSION 

I.  EMERY  BREITNER,  M.D. 

NO  FEE  Open  to  all  Physicians 

Contact:  Sid  Herling,  MSW,  Dir.,  Staten  Island  Family  Service. 


SATURDAY,  MAY  8 
New  York  Eye  and  Ear  Infirmary 

310  East  14th  Street 
The  Tenth  Annual  Spring 

CONTACT  LENS  SYMPOSIUM 

(Following  the  Clinical  Conference) 

FEE:  $50  (Residents,  $20)  includes  lunch 

Please  write  for  program:  Jane  Stork,  Registrar. 


8 : 50  a.m. 

Annual  Alumni  Reunion  Day 

Second  Floor  Lecture  Hall  (Alumni  Memorial  Hall) 

and  First  Floor  Lecture  Hall 

Basic  Sciences  Building 

Downstate  Medical  Center 

450  Clarkson  Avenue 

Brooklyn 

1.  Long-Term  Evaluation  of  Hypertension  in  Life 
Insurance  Medicine 

SHELDON  B.  PRESCHEL,  M.D. 

Equitable  Life  Assurance  Society  of  the  U.S. 

2.  Newer  Techniques  in  Obstetrics  and 
Gynecology 

SEYMOUR  NASSBERG,  M.D. 

St.  Vincent’s  Hospital 

3.  Eosinophilic  Granuloma 

SAMUEL  CRITIDES,  M.D. 

New  Jersey  College  of  Medicine 

4.  Screening  Methods  in  Renovascular 
Hypertension 

HERBERT  L.  ABRAMS,  M.D. 

Harvard  Medical  School 

5.  Surgical  Treatment  of  Intracerebral 
Hemorrhage 

ALBERT  W.  COOK,  M.D. 

Downstate  Medical  Center 

NOTE:  All  speakers  are  Class  of  '46  Alumni. 


MONDAY,  MAY  10 

3 : 30  p.m. 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

CLINICAL  APPLICATION  OF  NEW  ANTIBIOTICS 

BURT  MEYERS,  M.D. 

Mount  Sinai  School  of  Medicine 


May  10,  1971  / May  21,  1971 

5:00-7:00  p.m.,  Monday-Friday 

The  Page  and  William  Black  Post-Graduate  School  of 
Medicine 

The  Mount  Sinai  Hospital 
Fifth  Avenue  at  1 00th  Street 

MEGAVOLTAGE  THERAPY 

JOHN  BOLAND,  M.D. 

FEE:  $50 


908  New  York  State  Journal  of  Medicine  / April  15,  1971 
WGO-4 


MONDAY,  MAY  10 

8 : 00  p.m. 

Brooklyn  Hospital  at  the  Brooklyn-Cumberland 
Medical  Center 
1 21  DeKolb  Avenue 
Brooklyn 

BASIC  PHARMACOLOGY  AND  TREATMENT  OF 
DRUG  ABUSE 

lEONARD  L.  HEIMOFF,  M.D. 

Cornell  University  Medical  College 

CREDIT:  C-1 


May  11,  1971  and  May  12,  1971 

9:45  a.m.-5:30  p.m. 

Rose  F.  Kennedy  Center  for  Research  in  Mental 
Retardation  and  Human  Development 

The  Albert  Einstein  College  of  Medicine 
1 300  Morris  Pork  Avenue 
Robbins  Auditorium 
Bronx 

Symposium 

EVALUATION  OF  METHODOLOGICAL 
APPROACHES  TO  THE  STUDY  OF  BRAIN 
MATURATION  AND  ITS  DISTURBANCES 

May  11 

1.  Studies  of  Simple  Neuronal  Systems 

2.  Neurochemistry  of  Brain  Maturation 

May  12 

1.  Morphophysiological  Studies  of  Brain 
Maturation 

2.  Development  of  Cognitive  Functions 

Speaker:  DOMINICK  P.  PURPURA,  M.D. 


TUESDAY,  MAY  11 

1 : 00—2 : 00  p.m. 

State  University  of  New  York 
Downstate  Medical  Center 

Basic  Sciences  Building 
Sixth  Floor  Lecture  Hall 
450  Clarkson  Avenue 
Brooklyn 

STUDIES  ON  VASOPRESSIN  RELEASE  AND 
ACTION 

ARNOLD  M.  MOSES,  M.D. 

Upstate  Medical  Center  at  Syracuse 


2:30  p.m. 

The  Catholic  Medical  Center  of  Brooklyn  and 
Queens 

Holy  Fomily  Hospital  Auditorium 

1 55  Dean  Street 

Brooklyn 

POSTERIOR  LIP  SCLERECTOMY  FOR  CHRONIC 
GLAUCOMA 

RAMON  CASTROVIEJO,  M.D. 

N.Y.U.  Postgraduate  Medical  School 


8 : 30  p.m. 

The  New  York  Psychoanalytic  Society 
247  East  82nd  Street 

PANEL  ON  LATE  ADOLESCENCE- 
PSYCHOANALYTIC  CONSIDERATIONS 

PETER  BLOS,  Sr.,  Ph.D.,  Chairman 
CHARLES  I.  FEIGELSON,  M.D. 

ROBERT  J.  KABCENELL,  M.D. 

FELICIA  LYDIA  LANDAU,  M.D. 

MAURICE  S.  NADELMAN,  M.D. 

MARTIN  S.  WILLICK,  M.D. 


WEDNESDAY,  MAY  12 

3 : 30-4 : 30  p.m. 

The  Page  and  William  Black  Post-Graduate  School  of 
Medicine 

The  Mount  Sinai  Hospital 
100th  Street  and  5th  Avenue 

CLASSIFICATIONS,  PATHOGENESIS  AND 
MANAGEMENT  (CONSERVATIVE  AND 
SURGICAL)  OF  COMMON  FOOT  DISORDERS 
INCLUDING  SHOE  CORRECTION 

ALBERT  J.  SCHEIN  and  LAWRENCE  I.  KAPLAN,  M.D.’s 
The  Mount  Sinai  School  of  Medicine 

NO  FEE 


8 ; 00  p.m. 

New  York  Surgical  Society 

2 East  103rd  Street 
Case  Report 

Four  Year  Clinical  Cure  in  Recurrent,  Metastatic 
Giant-Cell  Carcinoma  of  the  Thyroid 

JAMES  H.  TERRY,  JR.,  M.D. 

WALTER  A.  WICHERN,  JR.,  M.D. 

Papers: 

1.  Observations  on  the  Pathogenesis  of  Gallstones 
in  Non-Human  Primates 

CHARLES  K.  McSHERRY,  JOSE  M.  De  CARVALHO  and 
FRANK  GLENN,  M.D.’s 

2.  Modified  Radical  Mastectomy 

JOHN  L.  MADDEN,  SOUHEL  KANDALAFT  and 
ROCHE-ANDRE  BOURQUE,  M.D.'s 

3.  Prognostic  Significance  of  Splenoportographic 
Estimate  of  Portal  Perfusion 

ALBERT  R.  BURCHELL  and  WILLIAM  F.  PANKE,  M.D.’s 


FRIDAY,  MAY  14 

2:30  p.m. 

Department  of  Psychiatry  of  The  Albert  Einstein 
College  of  Medicine 

Abraham  Jacobi  Hospital,  4th  Floor  Auditorium 
Pelham  Parkway  and  Eastchester  Road 
Bronx 

PSYCHOANALYTIC  OBJECT  RELATIONS  THEORY 

OnO  KERNBERG,  M.D. 

Director,  The  Menninger  Clinic 
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NEW  YORK  CITY  FUTURE  EVENTS 


May  17,  1971  / May  21,  1971 

9:00  a.m.-5:00  p.m. 

The  Radiation  Therapy  Department  of  the 
Long  Island  Jewish  Hospital 

Queens  Hospital  Center  Affiliation 
Jamaica 

REFRESHER  COURSE  FOR  RESIDENTS  IN 
RADIATION  THERAPY  AND  PHYSICS 

Program  Chairmen 

JAMES  H.  DAVENPORT,  M.D. 

GERALD  SHAPIRO,  M.S. 

FEE:  $75 

Please  apply  to:  JAN  J.  SMULEWICZ,  M.D.,  Dir.,  Department  of 
Radiology,  The  Long  Island  Jewish  Hospital/Queens  Hospital  Center 
Affiliation,  82-68  164th  Street,  Jamaica,  N.Y.  1 1432. 


May  17,  1971  I May  21,  1971 

8:00  a.m.-5:00  p.m.,  Monday-Friday 

Albert  Einstein  College  of  Medicine 

Rabbins  Auditorium 

Eastchester  and  Morris  Park  Avenues 

Bronx 

POSTGRADUATE  COURSE  IN  CHEST  RADIOLOGY 
May  17 

Techniques  and  Newer  Modalities 

MILTON  ELKIN,  M.D. 

Congenital  and  Pediatric  Abnormalities 

HAROLD  G.  JACOBSON,  M.D. 

May  18 

Circulatory  and  Auto-Immune  Diseases 

BENJAMIN  FELSON,  M.D. 

Trauma  and  Environmental  Disorders 

LEO  G.  RIGLER,  M.D. 

May  19 

Inflammatory  Diseases 

MELVIN  N.  ZELEFSKY,  M.D. 

Inflammatory  Diseases 

STANLEY  S.  SIEGELMAN,  M.D. 

May  20 

Miscellaneous  Disorders 

ROBERT  E.  STEINER,  M.D. 

May  21 

Film  Interpretation  Panel 

MELVIN  N.  ZELEFSKY,  M.D. 

Diseases  of  Pleura  and  Mediastinum 

ALBERT  LIN,  M.D. 

CREDIT:  C-1 

Write:  MILTON  ELKIN,  M.D.,  Professor  ond  Chairman,  Radiology, 
at  the  above  address. 


May  23,  1971  / May  25,  1971 

Maimonides  Medical  Center  and 
Coney  Island  Hospital  in  cooperation  with 
Downstate  Medical  Center  and  the 


Kings  County  Chapter  of  AAGP 

4802  Tenth  Avenue 

10th  ANNUAL  PEDIATRIC  POSTGRADUATE 
SYMPOSIUM 

Write  for  Program  and  information:  Mrs.  Shirley  Lasky,  Registrar, 
at  the  above  address. 

FEES:  $75 

$15  per  half  day  session 
$40  for  Residents 

CREDIT:  Cl  and  AAGP  (18  Elective  hours) 


TUESDAY,  MAY  25 
New  York  Diabetes  Association 

Lenox  Hill  Hospital 

76th  Street  between  Park  and  Lexington  Avenues 
Einhorn  Auditorium 

VACATIONING  WITH  DIABETES— NOT  FROM 
DIABETES 

STANLEY  MIRSKY,  M.D. 


THURSDAY,  MAY  27 

Clinical  Society  New  York  Diabetes  Association 
Eighth  Annual  Prize  Essay  Contest 

DIABETES  MELLITUS 

NOTE:  Prize  winning  papers  will  be  presented  on  above  date. 

Entries  must  be  received  by  the  Research  Committee  not  later  than 
April  1 . 

Address:  104  East  40th  Street,  New  York,  N.Y.  10016 
Tel.  (212)  OX  7-7760. 


June  1,  1971  / September  3,  1971 

9:00  a. m.— 4:00  p.m. 

French  and  Polyclinic  Medical  School  and  Health 
Center 

345  West  50th  Street 

CLINICAL  MEDICAL  CURRICULUM  FOR  ECFMG 
AND  STATE  BOARD  EXAMINATIONS 

Write  to  the  Dean  at  the  above  address. 


BROOME  COUNTY 


MONDAY,  MAY  3 

4 : 00-5 : 00  p.m. 

South  Sub-Regional  Continuing  Education  Committee 
in  Nursing;  American  Cancer  Society,  Broome 
County  Unit 

Our  Lady  of  Lourdes  Memorial  Hospital 
Binghamton 

LEUKEMIA 

CREDIT:  C-1 

For  further  information  pleose  call  MARY  NORMILE,  Lady  of  Lourdes 
—(607)  729-6521 
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May  6,  1971  and  May  13,  1971 

10; 00  a.m.,  Thursday! 

Charles  S.  Wilson  Memorial  Hospital 

Redwood  Room 
Johnson  City 

Clinical  Seminars  Conducted  by  Upstate  Medical  Center,  Syracuse 

May  6 

Diagnosis,  Management  and  Follow-up  of 
Urinary  Tract  Infections 

JOHN  J.  O'BRIEN,  M.D. 

May  13 

Renal  Disease  in  Children 

WILLIAM  BERGSTROM,  M.D. 

CREDIT:  C-1  and  AAGP 


BUFFALO  AREA 


May  6,  1971  and  May  1 3,  1 9T1 

7:30-9:30  p.m.,  Thursdays 

State  University  of  New  York  at  Buffalo 

Sisters  of  Charity  Hospital 
Palmer  Holl 

CARDIAC  CLINICS  AND  PHYSICAL 
EXAMINATION  OF  THE  CARDIAC  PATIENT 

May  6 

Auscultation — The  S4 
Nomenclature 

Timing  of  Atrial  Contraction 
Mechanism  of  S4  Including  Associated 
Etiologies 

Differentiation  from  the  S3 
Case  Presentations 

May  13 

Auscultation — The  S4 
Summation  Gallops 
Quadruple  Rhythm 
Differentiation  from  Split  SI 
Relationship  between  Severity  of  Lesion  and 
Timing  and  Amplitude  of  S4 
Case  Presentations 

FEE:  $10  CREDIT:  C-1 

Write:  Continuing  Medical  Education,  Main  Street  Division — School 
of  Medicine,  State  University  of  New  York  at  Buffalo,  221  1 Main 
Street,  Buffalo,  N.Y.  14214.  Tel.  (71 6)  831 -5526. 


May  10,  1971  / Moy  12,  1971 

8:15  a.m.  Registration 

State  University  of  New  York  at  Buffalo 
Department  of  Pathology  and  Western  New  York 
Health  Data  Network 

Stotler  Hilton  Hotel 
Terrace  Room 

CLINICALLY  ORIENTED  DOCUMENTATION  OF 
LABORATORY  DATA 

NOTE:  The  aim  of  this  conference  is  to  consider  ways  to  systematize 
the  transfer  of  laboratory  data  to  the  clinician,  replacing  traditional 
transfer  of  a numerical  value  with  full  documentation.  ...  To 


achieve  this,  there  must  be  uniform  use  of  terms,  explicit  data  pre- 
sentation and  purposeful  background  documentation.  Such  clin- 
ically oriented  processing  of  laboratory  results  will  be  the  central 
theme  of  this  conference. 

Please  write  for  program:  see  address  above. 


State  University  of  New  York  at  Buffalo 

221  1 Main  Street 
Buffalo,  N.Y.  14214 
Tel.  (716)  831-5526 

SCHEDULE  FOR  SPRING  1971 
May  10,  1 1 and  12 

Clinically  Oriented  Documentation  of  Laboratory 
Data 

E.  GABRIELI,  M.D. 

Hotel  Stotler  Hilton 

May  11 

Founders’  Day  Dinner 

1 25th  Anniversary  Year  of  the  School  of  Medicine 
May  13  and  14 

Planning  and  Organizing  A Halfway  House 

J.  ZUSMAN,  M.D. 

Hotel  Stotler  Hilton 

May  19,  20,  21  and  22 

Immunologic  Concepts  of  Hypersensitivity  in  Man 
(With  American  College  of  Physicians) 

C.  ARBESMAN,  M.D. 

Hotel  Stotler  Hilton 

June  3,  4 and  5 

Health  Data  Network  of  Western  New  York 

E.  GABRIELI,  M.D. 

Hotel  Stotler  Hilton 

Write  to  Continuation  Education  at  above  address  for  full  programs 


TELEPHONE  LECTURE  NETWORK 


The  State  University  of  New  York  at  Buffalo  School  of  Medicine  pre- 
sents various  programs  via  the  facilities  of  the  Telephone  Lecture  Net- 
work of  the  Regional  Medical  Program  for  Western  New  York.  The 
Network  covers  the  counties  of  Erie,  Niagara,  Genesee,  Wyoming, 
Chautauqua,  Cattaraugus,  and  Allegany  in  New  York  State  and  Erie 
County  and  McKean  County  in  the  Commonwealth  of  Pennsylvania. 
There  are  55  Hospital-outlets. 

Programs  are  presented  in  five  series: 

1.  A weekly  series  of  general  interest  considered  useful  to  all 
physicians  presented  at  11:30  a.m.  on  Tuesdays. 

2.  The  monthly  Pediatrics  Conference  from  Children’s  Hospital  spon- 
sored by  the  Department  of  Pediatrics  and  presented  on  the  second 
Friday  of  each  month  under  the  direction  of  Thomas  Aceto,  Jr.,  M.D. 

3.  The  monthly  series  on  trauma  sponsored  by  the  Division  of  Ortho- 
pedic Surgery,  Department  of  Surgery,  and  presented  on  the  fourth 
Thursday  of  each  month  under  the  direction  of  Eugene  R.  Mindell,  M.D. 

4.  A new  monthly  series  on  Cancer  sponsored  by  the  Roswell  Park 
Memorial  Institute  and  presented  on  the  third  Wednesday  of  each 
month  under  the  direction  of  Gerald  P.  Murphy,  M.D. 

5.  A new  series  sponsored  by  the  Department  of  Psychiatry  and  the 
Buffalo  States  Hospital  to  be  presented  under  the  direction  of  Dr. 
Yoosuf  A.  Haveliwala  on  the  fourth  Wednesday  at  11:00  a.m. 

For  further  information,  please  contact  Continuing  Medical  Education, 
221  1 Main  Street,  Buffalo,  N.Y.  14214.  Tel.  (71  6)  831 -5526. 
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FREDERICK  SPECTOR,  M.D.,  Moderator 


CORNING 


TUESDAY,  MAY  4 

12:00  noon 

Rochester  Regional  Medical  Program;  American 
Cancer  Society,  Steuben  County  Unit 

Corning  Hospital 
Clinical  Cancer  Conference 

PRACTICAL  CLINICAL  CANCER 
CHEMOTHERAPY 

CREDIT:  C-1 

Contact:  JACK  O’NEIL,  M.D. 


KIAMESHA  LAKE 


May  9,  1971  / May  13,  1971 

New  York  State  Academy  of  General  Practice 

The  Concord  Hotel 
Kiamesha  Lake 

TWENTY-THIRD  ANNUAL  CONVENTION 

Scientific  Program  includes: 

1.  Emergency  Medicine  and  Care  of  the  Critically 
III  Patient  (Panel  Discussion) 

2.  Evaluation  and  Treatment  of  Respiratory 
Diseases  (Panel  Discussion) 

For  Reservations:  NYSAGP,  84  Main  Street,  Binghamton,  N.Y. 

13905  or  call  (607)  722-2132. 


MONROE  COUNTY  FUTURE  EVENT 

June  11,  1971  / June  13,  1971 
The  Monroe  County  Medical  Society 

St.  John  Fisher  College 
3690  East  Avenue 
Rochester 

1 50lh  Anniversary  Celebration  and  Symposium 

THE  AMERICAN  HEALTH  CARE  DELIVERY 
SYSTEM 

Write  for  Program:  Medical  Society  of  the  County  of  Monroe  Inc., 
1441  East  Avenue,  Rochester,  N.Y.  14610. 

FEE:  $40  CREDIT:  C-1 


NASSAU  COUNTY 


WEDNESDAY,  MAY  5 

Long  Beach  Memorial  Hospital 

455  East  Bay  Drive 
Long  Beach 

COMPLICATIONS  OF  MODERN  MEDICAL 
PRACTICE 


1.  Concepts  in  Iatrogenic  Disease 

DAVID  SPAIN,  M.D. 

Brookdale  Hospital  Center 

2.  Complications,  Acute  and  Chronic  in  Cardiac 
Surgery 

LESLIE  LUKASH,  M.D. 

Chief  Medical  Examiner,  Nassau  County 

3.  Therapeutic  and  Diagnostic  Misadventures 

SIDNEY  WEINBERG,  M.D. 

Chief  Medical  Examiner,  Suffolk  County 

NO  FEE  CREDIT:  C-1  and  AAGP 

For  reservation  and  other  information,  contact  Mrs.  Vezeris  at  the 
above  address.  Tel.  (516)  432-8000,  ext.  227. 


May  6,  1971  and  May  13,  1971 

11:30  a.m.,  Thursdays 

Nassau  County  Medical  Center 

Radiology  Research  Auditorium 
Hempstead  Turnpike  and  Carman  Avenue 
East  Meadow 

Pediatric  Postgraduate  Program 

May  6 

Disturbances  in  Rhythm  and  Conduction  in 
Pediatric  Patients 

MARY  ALLEN  ENGLE,  M.D. 

Cornell  University  Medical  College 

May  13 

Experiences  with  Heart  Disease  in  Adolescents 

WILLIAM  NOBLE,  M.D. 

St.  Francis  Hospital,  Roslyn,  N.Y. 

CREDIT:  C-1 


OSWEGO  COUNTY 


WEDNESDAY,  MAY  5 

8:30  a.m./  4:00  p.m. 

Central  New  York  Regional  Medical  Program, 
Oswego  County  Medical  Society  and  the 
American  Cancer  Society,  Oswego  County  Unit 

Hotel  Pontiac 
West  First  Street 
Oswego 

SYMPOSIUM  ON  CANCER  OF  THE  COLON 
AND  RECTUM 

1.  Malignant  and  Non-Malignant  Reasons  for 
Ostomies 

DANIEL  BURDICK,  M.D.  and  RICHARD  D.  EBERLE,  M.D. 

2.  Diagnosis  through  Proctosigmoidoscopic 
Examination 

JOHN  H.  POWERS,  M.D. 

3.  Enterostomal  Therapy 

WILMA  ROTHSTEIN,  E.T.  and  EMILY  TRIGGS,  R.N. 

4.  Rehabilitation  of  the  Patient  after  Cancer 
Surgery 

J.  HERBERT  DIETZ,  M.D. 

FEE:  $4  (includes  lunch)  CREDIT:  C-1 

For  further  information,  DAVID  D.  O'BRIEN,  M.D.,  22  West  Oneida 
Street,  Oswego.  Tel.  (315)  343-4348. 
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POUGHKEEPSIE  FUTURE  EVENT 


SARANAC  LAKE 


WEDNESDAY,  MAY  26 

St.  Francis  Hospital  and  the 
Dutchess  County  Medical  Society 
22-24  Whitehouse  Avenue 
Poughkeepsie 

TEACHING  DAY  IN  NEUROLOGY 

Program  presented  by  the  Albany  Medical  College  Faculty 

1.  Parkinson’s  Disease — Recognition  and 
Management  with  Emphasis  on  L-Dopa 
Therapy  (with  patient  presentation) 

KEVIN  D.  BARRON,  M.D. 

2.  Headache  and  other  Pain  Syndromes 

EUGENE  D.  MEANS,  M.D. 

3.  Selected  Topics  in  Pediatric  Neurology 

P.  A.  HANSON,  M.D. 

4.  Epilepsy — Definition,  Recognition  and 
Management 

K.  PRAH,  M.D. 

5.  Selected  Topics  in  Cerebrovascular  Disease 

D.  MAYO,  M.D. 

6.  Neuropathies  and  Muscle  Disorders 

D.  R.  ROVNER,  M.D. 

Northwestern  University  Medical  School 

CREDIT:  C-1 


RENSSELAER  COUNTY 


WEDNESDAY,  MAY  12 
Saranac  Lake  Medical  Society 

Montague  Memorial  Library 
Will  Rogers  Hospital 

SURGERY  FOR  CORONARY  HEART  DISEASE 

MARTIN  DOLGIN,  M.D. 

N.Y.U.  School  of  Medicine 

CREDIT:  C-1 


PHYSICIANS’  PLACEMENT 


NEW  YORK  CITY  POSITIONS 

Port  time  surgeons  wonted  for  Surgicol  Clinic.  N.Y.  license  Board  Certi- 
fied or  Board  Qualified. 

CONTACT:  JOHANNA  C.  FISHER,  M.D.,  Gouverneur  Ambulatory  Core 
Clinic  (Beth  Israel  Hospital),  9 Gouverneur  Slip,  New  York,  N.Y. 
10002.  Tel.  (212)  227-3000,  ext.  754  or  755  Thursdays  p.m.  or 
Fridoys  o.m. 


Part  time  cardiologist  wanted  for  New  York  City  Post  Office — three 
hours  per  week — 4 month  contract. 

CONTACT:  MR.  FRANK  D'ALESSIO  by  phone  (212)  971-7330. 


THURSDAY,  MAY  6 

9 : 30  o.m. 

Rensselaer  County  Academy  of  Medicine 

Reception  Room,  Leonord  Hospital 
Troy 

REFRACTORY  ANEMIAS 

RICHARD  PROPP,  M.D. 

Albany  Medical  College 
GEORGE  VLAHIDES,  M.D. 

Ellis  Hospital 


ROCKLAND  COUNTY 


THURSDAY,  MAY  6 

9:  00  a.m. 

Department  of  Pediatrics,  Good  Samaritan  Hospital 

Marion  Sheehan  Educational  Building 

Route  59 

Suffem 

CHILD  ABUSE 

VINCENT  J.  FONTANA,  M.D. 

St.  Vincent’s  Hospital  and  Medical  Center,  N.Y.C. 

CREDIT:  C-1 


General  Practitioner  full  time. 

CONTACT:  MICHAEL  IRWIN,  M.D.,  United  Nations  Medicol  Services. 

Tel.  (212)  PL  4-1234,  ext.  3245. 


EVENTS  RECEIVED  AFTER  DEADLINE 


April  30,  1971  and  May  1,  1971 

9:00  a.m.-5:00  p.m.,  Friday 
9:00  a.m.— 1 1 :00  a.m.,  Saturday 

Department  of  Orthopedics 

Hospital  for  Joint  Diseases 
Mount  Sinai  School  of  Medicine 
124th  Street  and  Madison  Avenue 
Reseorch  Institute  Auditorium 

IVth  Annual  Hand  Surgery  Symposium 

HAND  SURGERY  IN  CHILDREN 

J.  LEONARD  GOLDNER,  M.D.,  Guest  Moderator 
Duke  University  Medical  Center 
Durham,  North  Carolina 

All  interested  parties  ore  invited  to  attend.  For  additional  informa- 
tion, please  contact  Mrs.  Birnkrant,  Department  of  Orthopaedics, 
Hospital  far  Joint  Diseases,  (21  2)  876-7000. 
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TUESDAY,  MAY  4 


Symposium  on 


7 ; 00  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Dermatology  and  Syphilology 
2 East  103rd  Street 

Residents’  Program — Presentations  for  the  Fred  Wise  Awards 

1.  PRESENTATION  OF  CASES 

Members:  7: 00-7:  30  p.m. 

Non-Members:  7:  30-8 : 1 5 p.m. 

From  the  Departments  of  Dermatology  of: 

a.  Bellevue  Hospital 

b.  Bronx  Veterans’  Administration 

c.  Brooklyn  V.A.  Hospital 

d.  Columbia-Presbyterian  Medical  Center 

e.  Kings  County  Hospital 

f.  Manhattan  V.A.  Hospital 

g.  Metropolitan  Hospital 

h.  The  Mount  Sinai  Hospital 

i.  New  York  Hospital 

j.  St.  Luke's  Hospital 

k.  University  Hospital 

l.  U.S.P.H.S.  Hospital,  Staten  Island 

2.  Executive  Session 

3.  Presentation  by  Residents 


WEDNESDAY,  MAY  5 

6 : 30  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Anesthesiology  and  Syphilology 
2 East  103  rd  Street 

1.  Executive  Session — Election  of  Officers 

2.  Residents’  Program 

a.  The  Effect  of  Induced  Hypotension  on 
Pulmonary  Gas  Exchange 

DAVID  S.  SKENE,  M.D.,  Presbyterian  Hospital 

b.  The  Effect  of  Anesthetic  Agents  on 
Neurological  Complications  Following  Open 
Heart  Surgery 

BERNADITO  EBIDO,  M.D.,  Mount  Sinai  Hospital 

c.  Observations  on  the  Blood-Brain  Barrier 
During  Innovar  Anesthesia 

ANNA  STANEC,  M.D.,  New  York  Hospital 

d.  The  Effect  of  Mechanical  Ventilation  on  Urine 
Output  and  Antidiuretic  Horman  in  Man 

HOSHANG  J.  KHAMBATTA,  M.D.,  Presbyterian  Hospital 

e.  Elevated  Lactate  Levels  and  Patient  Survival 

SHARON  ROONEY,  M.D.,  New  Yark  Hospital 

f.  Effect  of  Epidural  Analgesia  Upon  Uterine 
Contractivity  at  Term 

M.  GO,  M.D.,  Bellevue  Hospital 


TUESDAY,  MAY  11 

8 : 00  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Medicine  with  the 
Section  on  Biomedical  Engineering 
2 East  103rd  Street 


PATIENT  SAFETY  IN  THE  PRACTICE  OF 
MEDICINE 

JOHN  V.  GRIMALDI,  M.D.,  Moderator 
The  Center  for  Safety,  N.Y.U. 

1.  Electrical  Hazards  and  the  Risk  of 
Ventricular  Fibrillation 

HOWARD  BURSHELL,  M.D.,  University  of  Minneosto 

2.  A Sensible  Approach  to  Electrical  Safety  in 
the  Operating  Room  and  in  Intensive  Care 

JOHN  M.  R.  BRUNER,  M.D.,  Massachusetts  General 

3.  An  Engineer  Looks  at  Safety  in  Medicine 

EDWARD  HOWARD,  Department  of  Health,  N.Y.S. 


9:00  p.m. 

Section  on  Allergy 

Medical  Society  of  the  County  of  Kings  and 
Academy  of  Medicine  of  Brooklyn 
Downstate  Medical  Center 
450  Clarkson  Avenue 
Brooklyn 

RECENT  ADVANCES  IN  IMMUNOLOGY 
RELATED  TO  CLINICAL  MEDICINE 

LOUIS  MAMELOK,  M.D. 

Bellevue  Hospital 

Discussant: 

BERNARD  REDNER,  M.D.,  Brookdale  Hospital 

Pre-meeting  Dinner  at  7:00  p.m.  For  reservations,  please  call 
BU  2-0493 


MONROE  COUNTY 


May  6,  197?  and  May  7,  1971 

Emergency  Ambulance  Services 
Organization  and  Operation 

Holiday  Inn 
Rochester 

5th  ANNUAL  ROCHESTER  FORUM  ON 
EMERGENCY  HEALTH  SERVICES 

Write:  STEP,  1441  East  Avenue,  Rochester,  N.Y.  1 461 0.  Genesee 
Valley  Medical  Foundation,  Inc. 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON”  ore  being  offered 
at  less  than  cost.  The  $3.00  one-year  subscription 
rate  guarantees  you  22  issues  mailed  first  class  in 
advance  of  the  New  York  State  Journal  of  Medicine. 
Write  or  oall  the  Editor  for  an  order  blank. 
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¥)u  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygroton  chlorthalidone  usp 

Makes  water,  not  waves. 


j Jlectrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
I Jjurse,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

J.ygroton*  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
ypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  'K’ith  the  administration  of  enteric-coated  potassium  supplements,  which 
Mould  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
|j  trforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium, 
[iipplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
I S Jping  mothers  sirtce  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
1 fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
lildbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
j iitiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 

! educe  dosage  of  concomitant  antihypertensive  agents  by  at  least  one- half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
termination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
ibalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
Jtassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
itients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  /ldr>crsc  Reactions:  Nausea,  gastric  irritation,  vomiting, 
lorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
qtotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
rombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
. increatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
>m[munds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  /I Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
ly.  Hov!  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
e the  complete  prescribing  information. 

EIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502 


n 


the 

night 

“cap” 

for  patients 
with  insomnia 


Under  your  supervision,  barbiturates  are  valuable  thera- 
peutic agents.  In  the  hands  of  the  reckless  and  the 
uninformed,  they  can  be  abused.  Lilly  enforces  a com- 
prehensive security  program  to  help  prevent  pilferage, 
theft,  and  diversion  of  its  products.  Full  co-operation  is 
afforded  law  enforcement  agencies  and  other  groups  who 
offer  education  on  drug  abuse  and  prevention  programs. 


\ 


Seconal’  Sodium 

SODIUM  SECOBARBITAL 


Seconal  Sodium  generally  provides  tense,  nervous,  worried 
patients  a good  night’s  sleep.  It  brings  restful  slumber  within 
fifteen  to  thirty  minutes.  The  soporific  effect  lasts  for  five  to  seven 
hours  . . . usually  dissipates  long  before  the  individual  awakens. 
Most  patients  wake  up  refreshed  and  ready  for  another  day. 

When  you  prescribe  Seconal  Sodium,  your  patients  will 
appreciate  the  rest. 


SECONAL®  SODIUM  (sodium  secobarbital) 


Indications:  Insomnia;  sedation  in  obstetrics,  neuro- 
psychiatry, and  dental  procedures  or  whenever  a 
rapid-acting  sedative  or  hypnotic  effect  is  desirable. 
Contraindications:  Except  in  emergencies,  do  not 
give  to  persons  likely  to  become  dependent  on  such 
medications.  Do  not  administer  in  the  presence  of 
uncontrolled  pain  or  to  persons  with  a history  of 
porphyria. 

Warning:  May  be  habit-forming. 

Precautions:  Use  with  caution  in  patients  with  de- 
creased liver  function. 


Adverse  Reactions:  Idiosyncrasy  (excitement,  hang- 
over, pain)  may  appear.  Hypersensitivity  reactions 
may  occur,  especially  in  patients  with  asthma,  urti- 
caria, or  angioneurotic  edema. 


Dosage:  Adu/fs— Insomnia,  100  mg.  at  bedtime.  Pre- 
operatively,  200  to  300  mg.  one  to  two  hours  before 
surger'  Older  Children— 50  to  100  mg. 

Overdosage:  Symptoms— C.N.S.  depression.  Treat- 
ment-Gastric lavage;  administration  of  I.V.  fluids; 
maintenance  of  blood  pressure,  body  temperature, 
resp. ration;  dialysis. 

j.  Supplied:  Enseals®  (enteric-release  tablets, 
i_illy . .>econal®  Sodium  (sodium  secobarbital.  Lilly), 

00  rng.  (l*/2  grains),  in  bottles  of  100. 

Pulvules®  Seconal®  Sodium  (Sodium  Secobarbital 
Capsules,  U.S.P.),  30  mg.  (V2  grain),  in  bottles  of 
100  and  500;  50  mg.  (%  grain)  and  100  mg.  (1*72 
grains),  in  packages  of  100,  500,  and  5,000  . [1OII68B] 


001006 


Additional  information  available  upon  request. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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New 

accurate  system 
for  blood-glucose 
determinations 


Ames 

Reflectance  Meter 

u _ Precision  Reflectance  Photometer 

With 

Dextrostix^ 

Reagent  Strips 

An  accurate  system 

because  you  get  quantitative  determinations  - 
results  are  comparable  in  accuracy  to 
accepted  automated  and  manual  procedures. 

A fast  convenient  system 

because  testing  is  fast . . . takes  less  than  2 min- 
utes ...  it  can  be  done  practically  anywhere  — in 
office,  hospital,  laboratory  or  mobile  unit. 


Ames  Reflectance  Meter  is  a three-pound, 
battery-operated  precision  instrument  that  pro- 
vides quantitative  measurements  of  blood  glu- 
cose in  conjunction  with  DEXTROSTIX  Reagent 
Strips.  It  measures  the  reflected  light  from  the 
surface  of  the  reacted  DEXTROSTIX  reagent 
area  and  converts  the  measurement,  by  means 
of  electronic  circuitry,  to  a numerical  reading  on 
a finely  calibrated  meter  scale.  Test  results  are 
available  in  less  than  two  minutes. 

For  full  details,  please  fill  out  and  mail  the 
coupon  on  this  page. 


Ames  Company 

^ Division  Miles  Laboratories,  Inc., 
Elkhart,  Indiana  46514 


‘‘Chemical  and  Biological  Information 
Systems  Serving  Medicine  and  Industry” 


Gentlemen: 


□ Please  send  us  full  information  on  the  AMES'” 
Reflectance  Meter/Dextrostix®  System. 

□ Please  have  your  local  AMES  representative 
contact  us  to  arrange  a demonstration. 


Name 

Phone 

Address 

City 

State 

Zip  Code 

124170 
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For  Insomnia... 

Noludar'300 

(methyprylon) 

one  capsule 
for  the  rest 
of  the  night 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows; 

INDICATION:  Relief  of  insomnia  of  varied  etiology. 
CONTRAINDICATIONS:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

WARNINGS:  Caution  patients  about  combined  ef- 
fects with  alcohol  and  other  CNS  depressants. 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness,  such  as  op- 
erating machinery  or  driving  a motor  vehicle 
shortly  after  ingesting  the  drug. 

Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 
withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution'in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should  be 
under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits  in 
pregnancy,  during  lactation,  or  in  women  of  child- 
bearing age  against  possible  hazards  to  mother  and 
child. 

PRECAUTIONS;  If  sleeplessness  is  pain-related,  an  anal- 
gesic should  also  be  prescribed.  Perform  periodic  blood  counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
intake  should  not  exceed  400  mg,  as  greater  amounts  do  not 
> significantly  increase  hypnotic  benefits. 

■ ADVERSE  REACTIONS:  At  recommended  dosages,  there  have 
P been  rare  occurrences  of  morning  drowsiness,  dizziness, 
f mild  to  moderate  gastric  upset  (including  diarrhea,  esopha- 
gitis, nausea  and  vomiting),  headache,  paradoxical  excita- 
tion and  skin  rash.  There  have  been  a very  few  isolated 
reports  of  neutropenia  and  thrombocytopenia;  however,  the 
evidence  does  not  establish  that  these  reactions  are  re- 
lated to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 


^iio^ 
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the  combination 
contraceptive 
that  is  virtually 
without  side  effects 


SURPRISED? 

You  shouldn't  be,  because  the  combination  of  ORTHO* 
Diaphragm  plus  ORTHO-GYNOL*  Contraceptive  Jelly  offers 
advantages  that  are  worth  considering: 

1.  high  level  of  effectiveness 

2.  no  problem  with  adverse  reactions 

3.  control  remains  with  the  woman 

4.  virtually  no  loss  of  sensation 

5.  used  only  as  needed 

. . . and  no  other  form  of  contraception  offers  all  those  advantages. 
To  these,  Ortho  adds  convenience  for  the  patient: 

The  Ortho  Diaphragm  Kit,  which  includes  an  Ortho 
Diaphragm  (ALL-FLEX* Arcing  Spring,  Coil  Spring, 
or  Flat  Spring),  a tube  of  Ortho-Gynol  Contraceptive 
jelly,  and  an  illustrated  instruction  book. 

For  the  physician: 

Professional  fitting-ring  set  and  fitting-procedure 
brochure  available.  See  your  Ortho  Representative. 


ORTHO  PHARMACEUTICAL  CORPORATION  • RARITAN.  NEW  JERSEY  08869 
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eOPC  1970 


Abstracts 


Reich,  T,:  Hepatoportal  circulation  and  its  clinical 

implications,  New  York  State  J.  Med.  71:  947  (May  1) 
1971. 

The  clinical  implications  of  abnormalities  of  the  he- 
patic arterial  supply,  portal  venous  supply,  and  hepatic 
venous  drainage  are  considered  at  length.  In  addition, 
questions  regarding  hepatic  oxygenation  and  the  influ- 
ence of  neurohumoral  agents  are  answered.  In  a study 
of  the  vasoconstrictive  effects  of  epinephrine,  nor- 
epinephrine, and  vasopressin,  the  latter  was  deemed 
most  important  from  a clinical  point  of  view.  Since 
the  action  of  vasopressin  is  relatively  short,  in- 
fusion must  be  continuous  or  repeated  for  a sustained 
effect  on  portal  pressure. 

Benedict,  W.  F.,  Brown,  C.  D.,  and  Porter,  1.  H.: 
Long  acrocentric  marker  chromosomes  in  malignant 
effusions  and  solid  tumors.  New  York  State  J.  Med. 
71:952  (May  1)  1971. 

Chromosome  analysis  was  done  on  cells  from  24 
patients  with  malignant  effusions  and  18  solid  malig- 
nant tumors.  A long  acrocentric  marker  chromosome 
was  found  in  75  per  cent  of  the  effusions  and  61  per  cent 
of  the  solid  tumors.  Satellites  were  present  on  the 
marker  chromosomes  in  approximately  50  per  cent  of  the 
cases,  suggesting  that  the  long  acrocentric  chromosome 
is  formed  by  translocation  of  chromatin  material  onto 
a D or  G chromosome.  The  frequency  with  which  the 
chromosome  is  present  in  a large  variety  of  malignant 
diseases  suggests  that  it  is  significant  in  malignant 
transformation. 

Murphy,  G.  P.,  Hesse,  V.  E.,  Reynoso,  G.  D.,  Moore, 
R.  H.,  Cohen,  E.,  and  Kenny,  G.  M.:  Human  renal 
allotransplants:  Value  of  physical  examination,  bio- 

chemical, hematologic,  and  immunochemical  testing. 
New  York  Stated.  Med.  71:  956  (May  1)  1971. 

To  determine  the  presence  or  absence  of  renal  allo- 
graft rejection,  various  physical,  biochemical,  hemato- 
logic, and  immunochemical  tests  were  evaluated  in  a 
series  of  recipients  of  renal  allografts.  Results  were 
filed  on  computer  punch  cards  and  then  analyzed.  Di- 
astolic blood  pressure  and  temperature  elevations  were 
indicative  of  the  onset  of  rejection.  The  most  sensi- 
tive index  of  rejection  included  a reduction  in  urine 
volume  together  with  an  increase  in  serum  creatinine 
level.  Other  tests  were  not  of  prognostic  value. 

Gordon,  D.  M.:  Management  of  ocular  injuries.  New 
York  Stated.  Med.  71:  961  (May  1)  1971. 


One  of  the  most  common  errors  by  nonophthalmol- 
ogists is  to  instill  atropine  after  a simple  eye  injury. 
The  resultant  dilation  and  paralysis  may  last  for  many 
days,  often  causing  the  patient  loss  of  time  from  work. 
Topical  anesthesia  and  antibiotic  ointments  tend  to 
interfere  with  healing  and  should  be  used  as  infrequently 
as  possible.  Steroids  minimize  reactions  in  keratitis 
and  to  incomplete  removal  of  rust  ring.  Only  sterile 
solutions  and  instruments  should  be  used;  always  at- 
tempt to  remove  all  rust.  In  perforation  of  the  globe 
or  deep  injury  to  the  cornea,  if  one  is  not  sure  whether 
to  use  a miotic  or  a mydriatric  agent,  the  best  rule  is  to 
use  neither.  One  should  hestitate  to  patch  an  eye  that  is 
discharging  purulent  material  as  it  tends  to  macerate  the 
cornea.  Pain  or  loss  of  vision  not  due  to  obvious  cause 
demands  consultation. 

Weintraub,  D.  H.:  Obstetric-anesthesia-pediatric 

partnership;  past  and  future.  New  York  State  d.  Med. 
71:  966  (May  1)  1971. 

More  communication,  cooperation,  and  joint  research 
are  needed  between  obstetricians,  anesthesiologists,  and 
pediatricians  to  lower  neonatal  morbidity  and  mortality 
rates.  For  example,  clinical  research  on  the  proper 
thermal  environment  for  neonates  omitted  active  ob- 
stetric and  anesthetic  participation,  and  too  many 
delivery  rooms  still  lack  proper  heating.  No  reliable 
data  exist  concerning  delayed  effects  of  maternal  medi- 
cation on  the  infant.  A joint  research  effort  such  as  that 
which  overcame  blindness  in  premature  infants  is  need- 
ed for  understanding  growth  retardation  and  neuropsy- 
chiatric sequelae  of  prematurity.  The  training  of  peri- 
natal pediatricians  is  suggested  as  a way  of  shortening 
the  distance,  physical  and  philosophical,  between  the 
delivery  room  and  the  nursery. 

Frost,  J.  O.,  and  Miller,  M.:  Vestibular  function  and 
hearing  in  children  with  prenatal  rubella.  New  York 
Stated.  Med.  71:  971  (May  1)  1971. 

Prenatal  rubella  can  and  frequently  does  cause  im- 
paired vestibular  function,  as  found  in  41  per  cent  of 
99  children  in  this  study.  Of  the  64  children  in  whom 
pure-tone  audiograms  could  be  obtained,  one-third  had 
impaired  vestibular  response  while  one  half  had  hearing 
loss.  While  hearing  is  more  likely  to  be  normal  when 
vestibular  function  is  normal  and  more  likely  to  be 
impaired  when  vestibular  response  is  impaired,  the  trend 
is  not  strong  enough  to  make  vestibular  function  a de- 
pendable basis  for  predicting  hearing  status. 
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Confirms  the  vqlue  of  Talwin* 
in  private  practice 

analgesic  efficacy  comparable  to  meperidine  and 
morphine  with  a minimum  of  significant  adverse  effects 

In  postoperative  patients:  less  circulatory  depression 
with  Talwin 

In  a double-blind  study  of  342  postop  patients, 
circulatory  depression  occurred  in  13.2%  of  174  patients 
receiving  morphine;  in  5.4%  of  168  patients  receiving 
Talwin.’ 

In  a double-blind  study  of  1 1 5*  postop  patients, 
hypotension**  occurred  in  1 1 % of  27  patients  receiving 
meperidine;  and  in  only  9%  of  32  patients  receiving 
Talwin.2 

. . . and  in  other  patients:  less  respiratory  and  circulatory 
depression  with  Talwin 

In  a double-blind  study  of  3 narcotic  analgesics  and 
Talwin  in  118t  patients  with  suspected  acute  myocardial 
infarction,  Talwin  caused  a significantly  lower  incidence 
in  the  fall  of  systolic  blood  pressure  than  the  3 narcotics 
when  the  initial  pressure  was  120  mm.  Hg  or  higher. 
Unlike  the  narcotics,  Talwin  caused  a statistically 
significant  r/se  in  the  systolic  blood  pressure  of  patients 
with  initial  pressures  of  less  than  120.^ 

In  a study  of  a series  of  patients  given  Talwin  or 
meperidine  while  anesthetized  for  surgery,  the 
investigators  concluded:  “It  would  therefore  appear  that 
pentazocine  is  a much  safer  drug  in  respect  of 
respiratory  depression  than  pethidine  [meperidine], 
particularly  when  repeated  injections  are  to  be  given, 
e.g.,  postoperatively  or  in  obstetric  practice.”* 

. . . and  less  of  the  other  adverse  effects  associated  with 
narcotic  analgesics 

Compared  to  morphine,  Talwin  is  relatively  free  from 
urinary  retention  and  constipation. 

Is  less  likely  to  cause  nausea,  vomiting  and  diaphore- 
sis than  meperidine. 

See  next  page  for  a complete  discussion  of  adverse 
reactions  and  a brief  summary  of  other  Prescribing 
Information. 


Injectable 


Talwin 

Brand  of  _ _ 

pentazocine 


(as  lactate) 


available  in  3 dosage  strengths— all  within  the 
range  of  recommended  dosage 

Talwin  is  available  in  30  mg.,  45  mg.,  and  60  mg. 
strengths  to  provide  analgesia  specific  to  patients’ 
needs  throughout  the  course  of  therapy.  Studies 
indicate  that  the  higher  dosage  strengths  produce 
little,  if  any,  increase  in  the  incidence  of  adverse 
reactions. 


References:  1.  Wallace,  George:  Int.  Surg.  53:135,  Feb.  1970. 2.  Fazio, 
Anthony  N.:  Curr.  Ther.  Res.  12:73,  Feb.,  1970.  3.  Scott,  M.  E.  and  Orr, 
Rosemary:  Lancet  7:1065,  May  31, 1969.  4.  Davie,  I.,  et  a/.:  Brit.  J. 
Anaesfh.  42:113,  Feb.  1970. 

*Other  agents  studied:  placebo  and  methotrimeprazine. 

’'Decrease  of  20  mm.  Hg  or  more  in  systolic  blood  pressure. 
tOther  drugs  studied:  diamorphine  and  methadone. 

bulwark  against 
moderate 
A to  severe  pain 


Injectable  Talwin® 

Brand  of  pentazocine  (as  lactate) 

• tolerance  to  analgesic  efficacy  has  not 
been  observed 

• not  subject  to  narcotic  controls 
Contraindications:  Talwin  should  not  be  ad- 
ministered to  patients  who  are  hypersensitive 
to  it. 

Warnings:  Head  Injury  and  Increased  Intra- 
cranial Pressure.  The  respiratory  depressant 
effects  of  Talwin  and  its  potential  for  elevating 
cerebrospinal  fluid  pressure  may  be  markedly 
exaggerated  in  the  presence  of  head  injury, 
other  intracranial  lesions,  or  a preexisting 
increase  in  intracranial  pressure.  Furthermore, 
Talwin  can  produce  effects  which  may  obscure 
the  clinical  course  of  patients  with  head  in- 
juries. In  such  patients,  Talwin  must  be  used 
with  extreme  caution  and  only  if  its  use  is 
deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during 
pregnancy  (other  than  labor)  has  not  been 
established.  Animal  reproduction  studies  have 
not  demonstrated  teratogenic  or  embryotoxic 
effects.  However,  Talwin  should  be  adminis- 
tered to  pregnant  patients  (other  than  labor) 
only  when,  in  the  judgment  of  the  physician, 
the  potential  benefits  outweigh  the  possible 
hazards.  Patients  receiving  Talwin  during  labor 
have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  anal- 
gesics. Talwin  should  be  used  with  caution  in 
women  delivering  premature  infants. 

Drug  Dependence.  Special  care  should  be  ex- 
ercised in  prescribing  pentazocine  for  emo- 
tionally unstable  patients  and  for  those  with  a 
history  of  drug  misuse.  Such  patients  should 
be  closely  supervised  when  long-term  therapy 
is  contemplated.  There  have  been  instances  of 
psychological  and  physical  dependence  on 
Talwin  in  patients  with  such  a history  and, 
rarely,  in  patients  without  such  a history. 
Abrupt  discontinuance  following  the  extended 
use  of  parenteral  Talwin  has  resulted  in  symp- 
toms such  as  abdominal  cramps,  elevated  tem- 
perature, rhinorrhea,  restlessness,  anxiety,  and 
lacrimation.  Even  when  these  occurred,  dis- 
continuance has  been  accomplished  with  mini- 
mal difficulty.  In  the  rare  patient  in  whom  more 
than  minor  difficulty  has  been  encountered, 
reinstitution  of  parenteral  Talwin  with  gradual 
withdrawal  has  ameliorated  the  patient’s  symp- 
toms. Substituting  methadone  or  other  nar- 
cotics for  Talwin  in  the  treatment  of  the  Talwin 
abstinence  syndrome  should  be  avoided. 

In  prescribing  parenteral  Talwin  for  chronic 
use,  particularly  if  the  drug  is  to  be  self-ad- 
ministered, the  physician  should  take  precau- 
tions to  avoid  increases  in  dose  and  frequency 
of  injection  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather 
than  for  the  relief  of  pain. 

Just  as  with  all  medication,  the  oral  form  of 
Talwin  is  preferable  for  chronic  administration. 
Acute  CNS  Manifestations.  Patients  receiving 
therapeutic  doses  of  Talwin  have  experienced, 
in  rare  instances,  hallucinations  (usually  vis- 
ual), disorientation,  and  confusion  which  have 
cleared  spontaneously  within  a period  of  hours. 
The  mechanism  of  this  reaction  is  not  known. 
Such  patients  should  be  very  closely  observed 
and  vital  signs  checked.  If  the  drug  is  rein- 
stituted it  should  be  done  with  caution  since 
the  acute  CNS  manifestations  may  recur. 
Usage  in  Children.  Because  clinical  experience 


in  children  under  twelve  years  of  age  is  limited, 
the  use  of  Talwin  in  this  age  group  is  not 
recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness, 
and  occasional  euphoria  have  been  noted, 
ambulatory  patients  should  be  warned  not  to 
operate  machinery,  drive  cars,  or  unnecessarily 
expose  themselves  to  hazards. 

Precautions:  Certain  Respiratory  Conditions. 
The  possibility  that  Talwin  may  cause  respira- 
tory depression  should  be  considered  in  treat- 
ment of  patients  with  bronchial  asthma.  Talwin 
should  be  administered  only  with  caution  and 
in  low  dosage  to  patients  with  respiratory  de- 
pression (e.g.,  from  other  medication,  uremia,' 
or  severe  infection),  obstructive  respiratory 
conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Although 
laboratory  tests  have  not  indicated  that  Talwin 
causes  or  increases  renal  or  hepatic  impair- 
ment, the  drug  should  be  administered  with 
caution  to  patients  with  such  impairment.  Ex- 
tensive liver  disease  appears  to  predispose  to 
greaterside  effects  (e.g.,  marked  apprehension, 
anxiety,  dizziness,  sleepiness)  from  the  usual 
clinical  dose,  and  may  be  the  result  of  de- 
creased metabolism  of  the  drug  by  the  liver. 
Myocardial  Infarction.  As  with  all  drugs,  Talwin 
should  be  used  with  caution  in  patients  with 
myocardial  Infarction  who  have  nausea  or 
vomiting. 

Biliary  Surgery.  Until  further  experience  is 
gained  with  the  effects  of  Talwin  on  the 
sphincter  of  Oddi,  the  drug  should  be  used  with 
caution  in  patients  about  to  undergo  surgery  of 
the  biliary  tract. 

Patients  Receiving  Narcotics.  Talwin  is  a mild 
narcotic  antagonist.  Some  patients  previously 
receiving  narcotics  have  experienced  mild 
withdrawal  symptoms  after  receiving  Talwin. 
CNS  Effect.  Caution  should  be  used  when 
Talwin  is  administered  to  patients  prone  to 
seizures;  seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin 
although  no  cause  and  effect  relationship  has 
been  established. 

Adverse  Reactions:  The  most  commonly  oc- 
curring reactions  are:  nausea,  dizziness  or 
lightheadedness,  vomiting,  euphoria. 
Infrequently  occurring  reactions  are  — respira- 
tory: respiratory  depression,  dyspnea,  transient 
apnea  in  a small  number  of  newborn  infants 
whose  mothers  received  Talwin  during  labor; 
cardiovascular:  circulatory  depression,  shock, 
hypertension;  CNS  effects:  sedation,  alteration 
of  mood  (nervousness,  apprehension,  depres- 
sion, floating  feeling),  dreams;  gastrointestinal: 
constipation,  dry  mouth;  dermatologic  includ- 
ing local:  diaphoresis,  sting  on  injection, 
flushed  skin  including  plethora,  dermatitis  in- 
cluding pruritus;  other:  urinary  retention,  head- 
ache, paresthesia,  alterations  in  rate  or 
strength  of  uterine  contractions  during  labor. 
Rarely  reported  reactions  include— net/rorr?us- 
cular  and  psychiatric:  muscle  tremor,  insomnia, 
disorientation,  hallucinations;  gas- 
trointestinal: taste  alteration,  diar- 
rhea and  cramps;  ophthalmic: 
blurred  vision,  nystagmus,  diplopia, 
miosis:  other:  tachycardia,  nodules 
and  ulceration  at  injection  site, 
weakness  or  faintness,  chills,  mod- 
erate transient  eosinophilla,  aller- 
gic reactions  including  edema  of 
the  face. 


See  Acute  CNS  Manifestations  and  Drug  De- 
pendence under  WARNINGS. 

Dosage  and  Administration:  Adults,  Excluding 
Patients  in  Labor.  The  recommended  single 
parenteral  dose  is  30  mg.  by  intramuscular, 
subcutaneous,  or  intravenous  route.  This  may 
be  repeated  every  3 to  4 hours.  Doses  in  excess 
of  30  mg.  intravenously  or  60  mg.  intramuscu- 
larly or  subcutaneously  are  not  recommended. 
Total  daily  dosage  should  not  exceed  360  mg. 
As  with  most  parenteral  drugs,  when  frequent 
daily  injections  are  needed  over  a prolonged 
period,  intramuscular  administration  is  prefer- 
able to  subcutaneous.  In  addition,  constant  ro- 
tation of  injection  sites  (e.g.,  the  upper  outer 
quadrants  of  the  buttocks,  mid-lateral  aspects 
of  the  thighs,  and  the  deltoid  areas)  is  recom- 
mended. 

Patients  in  Labor.  A single,  intramuscular  30 
mg.  dose  has  been  most  commonly  adminis- 
tered. An  intravenous  dose  has  given  adequate 
pain  relief  to  some  patients  in  labor  when  con- 
tractions become  regular,  and  this  dose  may 
be  given  two  or  three  times  at  two-  to  three- 
hour  intervals,  as  needed. 

Children  Under  12  Years  of  Age.  Since  clinical 
experience  in  children  under  twelve  years  of 
age  is  limited,  the  use  of  Talwin  in  this  age 
group  is  not  recommended. 

CAUTION.  Talwin  should  not  be  mixed  in  the 
same  syringe  with  soluble  barbiturates  be- 
cause precipitation  will  occur. 

Overdosage:  Manifestations.  Clinical  experi- 
ence with  Talwin  overdosage  has  been  insuf- 
ficient to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  Intravenous  fluids,  vaso- 
pressors, and  other  supportive  measures 
should  be  employed  as  indicated.  Assisted  or 
controlled  ventilation  should  also  be  consid- 
ered. Although  nalorphine  and  levallorphan  are 
not  effective  antidotes  for  respiratory  depres- 
sion due  to  overdosage  or  unusual  sensitivity 
to  Talwin,  parenteral  naloxone  (Narcan®,  avail- 
able through  Endo  Laboratories)  is  a specific 
and  effective  antagonist.  If  naloxone  is  not 
available,  parenteral  administiation  of  the  ana- 
leptic, methylphenidate  (Ritalin®),  may  be  of 
value  if  respiratory  depression  occurs. 

Talwin  is  not  subject  to  narcotic  controls. 
How  Supplied:  Ampuls  of  1 ml.  (30  mg.),  IV2  ml. 
(45  mg.),  and  2 ml.  (60  mg.),  each  1 ml.  contain- 
ing Talwin  (brand  of  pentazocine)  as  lactate 
equivalent  to  30  mg.  base  and  2.8  mg.  sodium 
chloride,  in  water  for  injection.  Boxes  of  10, 
25,  and  100. 

Multiple  dose  vials  of  10  ml.,  each  1 ml.  con- 
taining Talwin  (brand  of  pentazocine)  as  lactate 
equivalent  to  30  mg.  base,  2 mg.  acetone 
sodium  bisulfite,  1.5  mg.  sodium  chloride,  and 
1 mg.  methylparaben  as  preservative,  in  water 
for  injection.  Boxes  of  1. 

The  pH  of  Talwin  solutions  is  adjusted  between 
4 and  5 with  lactic  acid  and  sodium  hydroxide. 
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Abstracts  in  Interl'mgua 


Reich,  T.;  Circulation  hepatoportal  e lor  implicationes, 
New  York  Stated.  Med.  71:  947  (1  de  Maio)  1971. 

Le  implicationes  clinic  del  anormalitate  del  sub- 
ministro  arterial  hepatic  e venose  portal,  e del  disaqua- 
mento  venose  hepatic  es  discutite  ampliamente.  In 
plus,  questiones  relationate  con  le  oxygenation  hepatic 
e le  influentia  del  agentes  neurohormonal  es  respondite. 
In  un  studio  del  effecto  vasoconstrictive  del  epinephrina, 
norepinephrina,  e vasopressina,  esseva  trovate  que  le 
vasopressina  resultava  le  plus  importante  del  puncto  de 
vista  clinic.  Como  le  action  del  vasopressina  es  rela- 
tivemente  breve,  le  injection  intravenose  debe  esser 
continue  o repetite  pro  obtener  un  effecto  sustenite 
supra  le  pression  portal. 

Benedict,  W.  F.,  Brown,  C.  D.,  e Porter,  I.  H.:  Chro- 
mosomas  marcates  acrocentric  longe  in  effusiones 
maligne  e tumores  solide.  New  York  State  J.  Med.  71: 
952  (1  de  Maio)  1971. 

Le  chromosomas  de  cellulas  de  24  patientes  con  effu- 
siones maligne  e de  18  con  tumores  maligne  solide  esseva 
analysate.  Un  chromosoma  marcate  acrocentric  e 
longe  esseva  trovate  in  77  pro  cento  del  effusiones  e in 
61  pro  cento  del  tumores  solide.  Satellites  esseva  pre- 
sente in  le  chromosomas  marcates  in  circa  del  50  pro 
cento  del  casos,  suggerente  que  le  chromosoma  acro- 
centric longe  es  formate  ab  le  translocation  del  material 
chromatinic  verso  le  chromosoma  D o G.  Le  frequentia 
con  que  le  chromosoma  marcate  existe  in  un  grande 
varietate  de  morbos  maligne  suggere  que  iste  elemento 
es  importante  in  le  transformation  maligne. 

Murphy,  G.  P.,  Hesse,  V.  E.,  Reynoso,  G.  D.,  Moore, 
R.  H.,  Cohen,  E.,  e Kenny,  G.  M.:  Allotrasplantationes 
renal  human;  valor  del  examine  physic  e del  tests  bio- 
chimic,  hematologic  e immunochimic,  New  York  State 
J.  Med.  71:  956  (1  de  Maio)  1971. 

Pro  determinar  le  presentia  o absentia  de  rejection  de 
un  allograffo  renal,  varie  tests  physic,  biochimic,  hema- 
tologic, e immunochimic  esseva  evaluate  in  un  serie  de 
recipientes  de  allograffos  renal.  Le  resultatos  esseva 
annotate  in  cartas  perforate  e analysate  ab  le  com- 
putator.  Le  elevation  del  pression  diastolic  sanguine  e 
del  temperatura  esseva  indicative  del  initiation  del 
rejection.  Le  plus  sensitive  indice  de  rejection  esseva 
le  reduction  del  volumine  urinari  juncto  con  un  aug- 
mento  del  nivello  del  creatinina  seric.  Altere  tests  non 
esseva  de  valor  prognostic. 

Gordon,  D.  M.:  Tractamento  del  injurias  ocular,  New 
York  State  J.  Med.  71:  961  (1  de  Maio)  1971. 

Un  del  errores  plus  commun  del  non  ophthalmologico 


es  le  instillation  de  atropina  depost  un  injuria  simple 
ocular.  Le  resultante  dilatation  e paralysis  pote  durar 
multe  dies  e,  con  frequentia,  le  patiente  non  pote  laborar. 
Le  anesthesia  topic  e le  unguentos  antibiotic  tende  a 
interferer  con  le  processo  de  cicatrisation,  e debe  usar  se 
con  le  minus  frequentia  que  possibile.  Le  steroides 
reduce  le  reactiones  in  le  keratitis  e in  caso  de  extraction 
incomplete  del  annello  de  oxydo.  Solmente  solutiones 
e instrumentos  sterile  debe  esser  usate;  debe  semper 
intentar  se  de  extrahcer  omne  oxydo.  In  caso  de  perfora- 
tion del  globo  ocular  o de  injurias  profunde  del  cornea,  e 
si  se  dubita  supra  el  uso  de  un  agente  miotic  o mydriatic, 
es  melior  non  usar  ni  un  ni  le  altere.  Non  debe  usar  se 
copertura  in  oculos  con  secretion  purulente  proque  isto 
tende  a macerar  le  cornea.  Le  dolor  o le  perdita  del 
vision  non  resultante  de  un  causa  obvia,  demanda  un 
consultation. 

Weintraub,  D.  H.:  Association  obstetric-anesthesia- 

pediatric;  passato  e futur.  New  York  State  J.  Med.  71: 
966(1  deMaio)  1971. 

Plus  communication,  cooperation  e investigation  con- 
juncte  es  necessari  inter  le  obstetricos,  anesthesiologos, 
e pediatricos  pro  reducer  le  indices  de  morbiditate  e 
mortalitate  neonatal.  Per  exemplo,  le  investigation 
clinic  supra  le  ambiente  thermal  proprie  pro  le  neonatos 
eliminate  le  participation  active  obstetric  e anesthesic; 
multe  salas  de  parto  totevia  non  ha  calefaction  adequate. 
Non  existe  information  confiabile  supra  le  effectos 
tardite  del  medication  maternal  supra  le  infante.  Un 
effortio  investigative  de  conjuncte,  como  le  que  sur- 
montate  le  cecitate  del  infantes  prematur  es  necessari 
pro  comprender  le  retardamento  del  crescentia  e le 
sequelae  del  prematuritate.  Le  inseniamento  del  pedia- 
tricos perinatal  es  suggerite  como  le  medio  de  reducer 
le  distantia  physic  e philosophic  inter  le  salas  de  parto  e 
le  del  infantes  (nursery). 

Frost,  J.  O.,  e Miller,  M.:  Function  vestibular  e audi- 
tion in  pueros  con  rubella  prenatal.  New  York  State  J. 
Med.  71:  971  (1  de  Maio)  1971. 

Le  rubella  prenatal  con  frequentia  pote  causar  un 
perturbation  del  function  vestibular;  assi  esseva  trovate 
in  41  pro  cento  de  99  pueros  studiate.  De  64  pueros  in 
qui  audiogrammas  de  tono  pur  esseva  obtenite,  un  tertio 
habeva  un  responsa  vestibular  perturbate;  le  medie  del 
casos  habeva  perdite  le  audition.  Durante  que  le  audi- 
tion ha  le  possibilitate  de  esser  normal  quando  le  func- 
tion vestibular  es  normal,  e etiam  de  esser  perturbate 
quando  le  responsa  vestibular  es  alterate;  non  existe  un 
tendentia  sufficientemente  forte  pro  converter  le  func- 
tion vestibular  in  un  base  de  confidentia  pro  predicer  le 
stato  del  audition. 
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Medical  Meetings 


Alumni  reunion  day  at 
Downstate  Medical  Center 

The  annual  Alumni  Reunion  Day  of  the  State  Univer- 
sity of  New  York  Downstate  Medical  Center  is  to  be  held 
May  8 at  8:50  A.M.  in  the  second  floor  lecture  hall,  Basic 
Sciences  Building,  450  Clarkson  Avenue,  Brooklyn. 

The  following  speakers  and  topics  will  be  featured  on 
the  program:  Sheldon  B.  Preschel,  M.D.,  associate 

medical  director,  Ekjuitable  Life  Assurance  Society  of 
the  United  States,  on  “Long-term  Evaluation  of  Hyper- 
tension in  Life  Insurance  Medicine”;  Seymour  Nassberg, 
M.D.,  associate  attending  obstetrician  and  gymecologist, 
St.  Vincent’s  Hospital,  on  “Newer  Technics  in  Obstetrics 
and  Gynecology”;  Samuel  Critides,  M.D.,  associate 
professor  clinical  neurosurgery.  New  Jersey  College  of 
Medicine,  on  “Eosinophilic  Granuloma”;  Herbert  L. 
Abrams,  M.D.,  Cook  professor  and  chairman.  Depart- 
ment of  Radiology,  Harvard  Medical  School,  on  “Screen- 
ing Methods  in  Renovascular  Hypertension”;  and 
Albert  W.  Cook,  M.D.,  associate  professor  and  head. 
Division  of  Neurosurgery,  Downstate  Medical  Center,  on 
“Surgical  Treatment  of  Intracerebral  Hemorrhage.” 

Regional  conference  on  state  medical 
associations  and  voluntary  health  agencies 

The  American  Medical  Association’s  Council  on 
Voluntary  Health  Agencies  is  sponsoring  a conference  of 
northeastern  state  medical  associations  with  voluntary 
hejilth  agencies,  on  “Voluntary  Health  Agencies  and 
American  Medicine,”  to  be  held  on  May  23  at  the 
Statler-Hilton  Hotel,  Boston,  Massachusetts. 

Topics  of  the  conference  include  a symposium  on 
members  of  the  health  team,  professional  aspects  of  the 
relationships  between  medical  societies  and  health 
agencies;  the  implication  of  continuing  professional 
education  programs  sponsored  by  voluntary  health 
agencies;  and  how  do  medical  societies  and  voluntary 
health  agencies  maintain  a productive  relationship 
(programs  in  New  Hampshire,  Pennsylvania,  and  Flori- 
da will  be  discussed). 

The  registration  fee  of  $5.00  includes  a luncheon 
ticket.  For  further  information  contact  Donald  A. 
Dukelow,  M.D.,  associate  secretary.  Council  on  Volun- 
tary Health  Agencies,  American  Medical  Association, 
535  North  Dearborn  Street,  Chicago,  Illinois  60610. 

Cholera  topic  of  symposium 

The  Tropical  Disease  Center  of  St.  Clare’s  Hospital 
and  Medical  Center  is  sponsoring  a symposium  on 
“Cholera”  to  be  held  on  June  5,  from  9:00  A.M.  to  3:30 
P.M. 

The  program  will  feature  the  following  topics  and 
speakers:  Introduction:  Kevin  M.  Cahill,  M.D.,  direc- 
tor, Tropical  Disease  Center,  and  professor  of  tropical 
medicine.  The  Royal  College  of  Surgeons,  Ireland;  “The 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Epidemiology  of  Cholera — Past  and  Present,”  Eugene 
Gangarosa,  M.D.,  deputy  chief,  bacterial  diseases. 
National  Center  for  Communicable  Diseases;  “The 
History  of  Cholera  in  the  United  States,”  John  Duffy, 
Ph.D.,  professor  of  history  of  medicine,  Tulane  Univer- 
sity Medical  School;  “The  Pathophysiology  of  Cholera,” 
Thomas  Hendricks,  M.D.,  professor  of  medicine.  The 
Johns  Hopkins  Medical  School;  “The  Diagnosis  and 
Management  of  Cholera,”  Charles  C.  Carpenter,  M.D., 
professor  of  medicine.  The  Johns  Hopkins  Medical 
School;  and  “The  Control  of  Cholera,”  Abram  S.  Benen- 
son,  M.D.,  professor  and  chairman.  Department  of  Com- 
munity Medicine,  University  of  Kentucky. 

Advance  registration  is  required. 

Three-week  course  offered  on  immunologic 
research  and  diagnosis 

The  Center  for  Immunology  of  the  State  University  of 
New  York  at  Buffalo  will  sponsor  a three-week  course  on 
current  methods  of  immunologic  research  and  diagnosis 
to  be  held  on  July  12  to  30. 

The  program  will  feature  practical  laboratory  exercises 
supplemented  by  demonstrations,  lectures  and  discus- 
sions. The  topics  will  include  antigen  preparation 
methods,  gel  diffusion  precipitation,  active  and  passive 
agglutination,  mixed  agglutination,  immunofluores- 
cence, complement  determination,  hemolysis  in  gel, 
blood  group  determination  and  compatibility  testing, 
immediate  hypersensitivity,  delayed  hypersensitivity 
and  tissue  typing. 

Registration  is  limited  to  20.  Tuition  is  $300,  and 
limited  fellowship  support  can  be  provided  to  applicants 
from  abroad.  The  course  is  supported  in  part  by  a grant 
from  the  World  Health  Organization. 

For  further  information  or  registration  contact  Noel 
R.  Rose,  M.D.,  director.  The  Center  for  Immunology, 
Room  203  Sherman  Hall,  State  University  of  New  York 
at  Buffalo,  Buffalo,  New  York  14214. 

International  congress  on 
craniofacial  anomalies 

An  International  Congress  on  the  Treatment  of 
Craniofacial  Anomalies  will  be  held  at  the  New  York 
University  Medical  Center  on  October  25  to  29,  under 
the  chairmenship  of  John  Marquis  Converse,  M.D.,  and 
Samuel  Pruzansky,  D.D.S.  The  subjects  covered  will 
be  a classification  of  the  various  craniofacial  syndromes, 
including  a review  of  the  embryology  and  development 
of  the  craniofacial  area,  premature  craniofacial  synosto- 
sis, otocephalic  syndromes,  and  maxillomandibular 
disharmonies. 

Registration  is  limited  to  500. 

New  York  State  Psychiatric  Institute 
to  celebrate  anniversary 

The  New  York  State  Psychiatric  Institute,  established 

continued  on  page  935 
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Loridine  I.M. 

Cephaloridine 


1.5  to  3 Gm.  daily 
successfully  treats  many 
moderately  severe 
infections* 


indicated  for  use  against 
susceptible  organisms  causing : 
pneumonia 

urinary  tract  infections 

septicemia 

abscesses 

relatively  painless  I.M. 
injection 


Mue  to  susceptible  organisms 


Special  Recommendations 

Before  Administration  of  Loridine 

1 . Demonstrate  causative  organism  s sensitivity  to  the  drug. 

2.  Determine  patients  renal  status.  Loridine  is  contraindi- 
cated in  patients  with  azotemia. 

During  Administration  of  Loridine 

1.  Maintain  proper  hydration. 

2.  Monitor  renal  status  — urinalyses,  urinary  output,  BUN, 
and  or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  with  other  potentially 
nephrotoxic  drugs. 

4.  Because  nephrotoxicity  has  been  reported,  limit  daily  dose 
to  4 Gm.  maximum  (up  to  100  mg.  per  Kg.  in  children  — not 
to  exceed  adult  dosage).  Many  serious  infections  due  to 
sensitive  organisms  will  respond  to  doses  of  1.5  to  3 Gm.  daily. 

5.  In  patients  who  have  impaired  renal  function  (without 
azotemia)  before  treatment,  reduce  daily  dosage,  depending 
on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function  during 
treatment,  discontinue  therapy  with  Loridine. 


Please  turn  page  for  prescribing  information. 


Actions:  All  tested  strains  of  group  A strep- 
tococci, pneumococci,  and  penicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine,  Lilly).  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con- 
centrations of  Loridine  that  can  be  achieved 
in  the  serum.  The  majority  of  strains  of 
Hemophilus  influenzae,  Proteus  mirabilis, 
Escherichia  coli,  and  Klebsiella  are  also  sus- 
ceptible in  vitro. 

Pseudomonas  organisms  are  resistant  to 
Loridine,  as  are  most  indole-producing  Pro- 
teus species  and  motile  Aerobacter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints,  blood- 
stream, soft  tissue,  and  skin  due  to  suscepti- 
ble strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con- 
traindicated (see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor- 
mally be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa- 
tients with  syphilis;  results  of  such  tests  are 
usually  not  available  before  antibiotic  treat- 
ment of  gonorrhea  is  given. 
Contraindications:  Azotemia.  Hypersensi- 
tivity to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly  ab- 
sorbed from  the  gastro-intestinal  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  excretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  penicillin-sensitive  pa- 
tients, CEPHALOSPORIN  C DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALLERGENICITY  OF  THE  PENI- 
CILLINS AND  THE  CEPHALOSPORINS.  IN- 
STANCES OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4 Gm.  daily  (see  Adverse  Reactions),  recom- 
mended doses  should  not  be  exceeded.  Pa- 
tients with  known  or  suspected  impairment 
of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
function  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  be  discontinued. 
Cephaloridine  should  not  be  used  in  patients 
with  azotemia.  When  renal  impairment  is 
present,  use  the  drug  with  caution  and  re- 
duce the  dose.  Casts  in  the  urine,  proteinuria, 
falling  urinary  output,  or  a rising  BUN  or 
serum  creatinine  may  indicate  impairment 
of  renal  function.  Give  cephaloridine  cau- 
tiously when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti- 
biotics are  not  recommended. 

In  infections  due  to  beta-hemolytic  strep- 
tococci, continue  antibiotic  therapy  for  at 
least  ten  days  to  prevent  the  possible  occur- 
rence of  rheumatic  fever  or  glomerulone- 
phritis in  susceptible  patients.  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
should  have  dark-field  examinations  of  all 
suspect  lesions  before  treatment  and 
monthly  serologic  tests  for  a minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  performed. 

Supcrinfcctions  may  develop  with  organ- 
ism.s  not  in  the  spectrum  of  Loridine,  par- 
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Usual  adult  dosage, 

1.5  to  3 Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  organisms. 


ticularly  Pseudomonas.  These  can  be  recog- 
nized by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in- 
fants under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy- 
sis paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and  itch- 
ing without  discernible  skin  changes  have 
been  observed  in  about  3 percent  of  pa- 
tients. Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  difficulty.  Approximately  1 percent 
of  patients  treated  with  Loridine  have  had  a 
rise  in  eosinophil  count.  Eosinophilia 
reached  10  percent  in  about  half  of  these. 
A few  instances  of  drug  fever  have  been 
reported. 

A few  cases  of  leukopenia  have  been  re- 
ported. Elevations  of  transaminase  were 
observed  in  a small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2 Gm.  cephaloridine 


intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic- 
ulocyte count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to  ad- 
ministration of  Loridine.  However,  all  of 
five  nonazotemic  patients  with  chronic  bac- 
teriuria  who  had  careful  renal  function  eval- 
uation before  and  after  a ten-day  course  of 
cephaloridine  in  dosages  of  2 Gm.  per  day  de- 
veloped impairment  in  free  water  clearance. 

Severe,  acute  renal  failure,  in  some  cases 
terminating  in  death,  has  occurred  in  a small 
number  of  patients.  The  possi- 
bility of  this  complication  seems 
to  be  greater  in  seriously  ill 
patients  given  more  than  recom- 
mended doses.  Acute  tubular 
necrosis  has  been  found  in  affect- 
ed patients  coming  to  autopsy.  Rare 
cases  of  nausea  and  vomiting  have 
occurred.  Pain  in  association  with  in- 
tramuscular injection  was  noted  in  less  than 
3 percent  of  patients.  In  only  one  patient  in 
a series  of  623  was  the  route  changed  on 
this  account.  Phlebitis  at  the  site  of  intra- 
venous injection  has  been  rare. 
Administration  and  Dosage:  Important~B&- 
fore  administering  Loridine,  see  package 
insert  for  details  on  dilution. 

Intramuscular  7«/ec//ou— Loridine  is  usu- 
ally injected  into  a large  muscle  mass. 

The  usual  adult  dosage  for  many  infec- 
tions of  moderate  severity  is  500  mg.  to  1 Gm. 
three  times  a day  at  equally  spaced  intervals. 
Milder  and  more  susceptible  infections  have 
been  treated  with  250  to  500  mg.  given  two 
or  three  times  a day.  More  severe  infections 
may  be  treated  with  500  mg.  to  1 Gm.  four 
times  a day.  A single  2-Gm.  dose  is  recom- 
mended for  the  treatment  of  acute  gonor- 
rhea. Early  syphilis  may  be  treated  with  500 
mg.  to  1 Gm.  daily  for  ten  to  fourteen  days- 

Although  some  clinical  experience  with 
high  doses  for  life-threatening  conditions 
has  been  reported,  it  has  been  shown  that 
excessive  dosages  (above  4 Gm.  daily)  may 
cause  serious  nephrotoxic  reactions.  For 
this  reason,  Keflin®  (sodium  cephalothin, 
Lilly)  may  be  preferred  when  doses  larger 
than  4 Gm.  daily  are  considered  for  life- 
threatening  situations.  If  more  than  2 Gm. 
of  cephaloridine  is  injected  daily,  the  patient 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hospital- 
ized. In  addition,  reduced  dosage  should  be 
employed  in  patients  with  known  or  sus- 
pected renal  impairment. 

In  children,  a daily  total  of  30  to  50  mg. 
per  Kg.  (15  to  25  mg.  per  pound)  of  body 
weight,  given  in  divided  doses,  has  been 
found  effective  for  mild  to  moderately  se- 
vere infections.  A daily  total  of  100  mg.  per 
Kg.  (50  mg.  per  pound)  of  body  weight 
(not  to  exceed  recommended  adult  doses) 
may  be  needed  for  very  severe  infections. 

Intravenous  Injection— In  the  presence  of 
extremely  serious  infections  (such  as  bac- 
teremia) or  when  any  infection  seems  over- 
whelming, intravenous  administration  may 
be  indicated. 

Total  daily  dosages  are  the  same  as  with 
intramuscular  injection.  For  very  suscepti- 
ble organisms,  500  mg.  to  1.5  Gm.  per  day 
may  suffice;  for  less  susceptible  organisms 
and  for  serious  infections,  2 to  4 Gm.  per 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cepha- 
loridine, Lilly),  500  mg.,  5-ml.  size,  rubber- 
stoppered;  1 Gm.,  10-ml.  size,  rubber- 
stoppered.  [082169] 


Additional  information 
available  upon  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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for  the  purpose  of  research  in  psychiatry,  will  celebrate 
its  75th  anniversary  on  November  21  through  23.  The 
symposium  will  feature  a program  on  “Seventy-five 
Years  of  Progress  in  Psychiatric  Research  and  Teaching.” 
Professor  Lopes-Ibor,  Ewald  Busse,  M.D.,  Edward 


Stainbr(X)k,  M.D.,  and  Professor  Dennis  Leigh  will  be 
among  the  guest  speakers. 

For  further  information  contact  Lawrence  C.  Kolb, 
M.D.,  director.  Department  of  Mental  Hygiene,  New 
York  State  Psychiatric  Institute,  722  West  168th  Street, 
New  York,  New  York  10032. 


Medical  Nem 


Postgraduate  program  for 
generalists  and  pediatricians 

The  Children’s  Hospital  of  Buffalo,  affiliated  with 
the  School  of  Medicine,  State  University  of  New  York 
at  Buffalo,  is  offering  a unique  postgraduate  education 
program:  practitioners  will  be  offered  a tutorial  pro- 

gram and  also  become  integrally  involved  in  clinical 
services  at  the  hospital  for  a period  of  four  to  eight 
weeks. 

This  program  differs  from  classical,  didactic  postgrad- 
uate programs  in  medicine  in  that  the  student  becomes 
immediately  involved  in  evaluation  and  treatment  of 
patients.  The  program  will  accept  18  practitioners  to 
work  and  study  in  one  of  six  specialized  areas  in  pedi- 
atrics: cardiology,  endocrinology,  hematology,  meta- 

bolic diseases,  nephrology,  and  radiology.  Three  stu- 
dents per  year  will  be  accepted  for  work  in  each  spe- 
cialty. The  program  at  the  hospital  will  be  individual- 
ly planned  for  each  participant  to  meet  the  needs  of 
the  physician’s  practice  and  interests. 

This  program  is  acceptable  for  credit  toward  the 
Physician’s  Recognition  Award  of  the  American  Medi- 
cal Association  and  also  by  the  American  Academy  of 
Pediatrics. 

For  further  information  contract  Thomas  Aceto,  Jr., 
M.D.,  chairman,  postgraduate  education  and  division 
director.  Endocrinology,  Children’s  Hospital  of  Buffalo, 
219  Bryant  Street,  Buffalo,  New  York  14222. 

Conference  on  experimental 
medicine  to  be  held  in  France 

The  Third  Conference  on  Experimental  Medicine 
and  Surgery  in  Primates  will  be  held  in  Lyon,  France, 
on  June  21  to  23,  1972.  The  conference  will  be  spon- 
sored by  the  New  York  University  School  of  Medicine, 
the  French  National  Institute  of  Health  and  Medical 
Research,  the  University  of  Lyon,  the  Merieux  Institute 
of  Lyon,  and  the  University  Paul  Sabatier,  Toulouse. 

The  following  topics  will  be  discussed:  Pharmacolo- 
gy and  Toxicology;  Reproduction,  Perinatal  Growth 
and  Development;  Neurophysiology  and  Experimental 
Psychology;  Cardiovascular  Studies;  Transplantation 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Immunology;  Choice  of  Primate  Species  for  Medical 
Experimentation;  and  Methods  of  Housing,  Handling, 
and  Breeding. 

For  further  information  contact  J.  Moor- Jankowski, 
M.D.,  Laboratory  for  Experimental  Medicine  and  Sur- 
gery in  Primates,  New  York  University  School  of  Medi- 
cine, 550  First  Avenue,  New  York,  New  York  10016. 

W.H.O.  fellowships  available 
to  U.S.  health  workers 

The  World  Health  Organization  will  make  available 
in  1972  a limited  number  of  short-term  fellowships  for 
travel  abroad  related  to  the  “improvement  and  expan- 
sion of  health  services”  in  the  United  States.  This 
support  is  to  United  States  citizens  engaged  in  opera- 
tional or  educational  aspects  of  public  health. 

A special  committee  will  consider  the  professional 
background  of  the  person,  the  field  and  locale  of  the 
study  proposed,  and  the  utilization  of  the  experience 
by  the  applicant  on  his  return.  Employes  of  the  Fed- 
eral government  are  not  eligible.  Applications  will  not 
be  considered  for  the  pursuit  of  pure  research  projects, 
for  attendance  at  international  meetings,  nor  from  stu- 
dents in  training  at  either  the  undergraduate  or  gradu- 
ate level.  Applicants  may  not  be  more  than  fifty-five 
years  of  age. 

A fellowship  award  will  cover  per  diem  and  transpor- 
tation. Except  in  unusual  circumstances,  it  will  be 
limited  to  short-term  travel  programs  averaging  about 
two  months.  Employers  of  successful  applicants  will 
be  expected  to  endorse  applications  and  to  continue 
salary  during  the  fellowships.  Prioritie.®  of  award  will 
be  established  up  to  the  total  of  the  funds  available. 
The  deadline  for  the  receipt  of  completed  applications 
is  September  30,  1971. 

For  further  information  contact  Robert  W.  Jones,  Eli, 
M.D.,  chief,  foreign  students  education  branch.  Bureau 
of  Health  Manpower  Education,  National  Institutes  of 
Health,  U.S.  Public  Health  Service,  Room  1014,  Wash- 
ington, D.C.  20201. 

Personalities 

Elected.  Leon  M.  Rothman,  M.D.,  Brooklyn,  chair- 
man of  the  New  York  State  Board  of  Examiners  of 
Nursing  Home  Administrators. 
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You  see  her  from  45  to  55  with 

hot  Flushes 

ni3ht  sweats 

fatigue 

headache 
palpitations 
emotional  distress 


TREAT  HER  WITH  PREMARIN  (Conjugated  Estro- 
gens, U.S.P.).  PREMARIN  offers  specific,  effec- 
tive replacement  therapy  for  relief  of  menopausal 
symptoms— both  physical  and  emotional— due  to 
estrogen  deficiency.  It  usually  provides  a "sense 
of  well-being". ..  helps  many  patients  maintain  a 
more  positive  outlook. 

KEEP  HER  ON  PREMARIN  (Conjugated  Estro- 
gens, U.S.P.).  Continued  use  of  PREMARIN  after 
menopausal  symptoms  have  abated  can  help  pro- 
tect against  further  degenerative  changes  related 
to  estrogen  deficiency— changes  that  often  begin 
in  the  reproductive  organs  and  extend  rapidly  to 
body  tissues  and  skeleton. 

REPLACEMENT  THERAPY  AT  ANY  STAGE.  The 

estrogen  deficient  woman  can  benefit  from  long 
term  replacement  therapy  with  PREMARIN  at  any 
s/age— whether  she  is  45  and  suffering  symptoms 
of  the  menopause ...  a grandmother  of  60  with 
atrophic  vaginal  tissue ...  or  an  even  more  elderly 
patient  with  osteoporosis.  PREMARIN  therapy  is  re- 
markably well  tolerated,  and  relatively  inexpensive. 

BRIEF  SUMMARY 

PREMARIN®  (Conjugated  Estrogens,  U.S.P.). 
Indication:  PREMARIN  is  specific  for  replacement 
therapy  of  the  estrogen  deficiency  state  character- 
istic of  the  menopause  and  the  postmenopause. 
Caution:  In  the  female:  To  avoid  continuous  stimu- 
lation of  breast  and  uterus,  cyclic  therapy  is  recom- 
mended (3  week  regimen  with  1 week  rest  period— 


Withdrawal  bleeding  may  occur  during  this  1 week 
rest  period). 

In  the  male:  Continuous  therapy  over  prolonged 
periods  of  time  may  produce  gynecomastia,  loss  of 
libido,  and  testicular  atrophy. 

Suggested  Usual  Dosage:  Menopausal  and  post- 
menopausal estrogen  deficiency— PREMARIN:  1 .25 
mg.  to  3.75  mg.  daily,  depending  on  severity  of 
symptoms.  Dosage  should  be  tailored  to  individual 
needs  of  patient.  Cyclic  administration  is  recom- 
mended (3  weeks  of  daily  estrogen  therapy  and 
1 week  off). 

If  patient  has  not  menstruated  within  last  two 
months  or  more,  cyclic  administration  is  started 
arbitrarily.  If  patient  is  menstruating,  cyclic  admin- 
istration is  started  on  day  5 of  bleeding. 

Note:  If  breakthrough  bleeding  occurs  (bleeding 
or  spotting  during  estrogen  therapy),  increase  es- 
trogen dosage  as  needed  to  stop  bleeding.  Con- 
tinue this  individualized  dosage  in  subsequent 
cyclic  regimen.  Failure  to  control  bleeding  or  un- 
expected recurrence  is  an  indication  for  curettage. 

Atrophic  vaginitis,  pruritus  vulvae:  Cyclically, 
1.25  mg.  to  3.75  mg.  or  mere  is  given,  depending 
on  tissue  response  of  individual  patient. 

Available  in  4 potencies:  Tablets— No.  865—2.5 
mg.  (purple);  No.  866—1 .25  mg.  (yellow);  No.  867— 
0.625  mg.  (red);  and  No.  868—0.3  mg.  (green).  In 
bottles  of  1 00  and  1 ,000. 

AYERST  LABORATORIES 
7053  New  York,  N.Y.  10017 
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therapy  for  all  sta3es 
of  estro3en  deficiency 

NATURAL  ESTROGEN  THERAPY 

PREAAARJN* 

BRAND  OF 

CON|UGATED 
ESTROGENS,  U.S.P 


This  photograph  in  no  way  implies 
an  endorsement  ot  Norgesic  by 
Joe  Namath 
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(orphenadrine  citrate.  25  mg  . aspirin.  225  mg 
phenacetin.  160  mg.:  caffeine.  30  mg  ] 


the  versatile  analgesic 
offers  fast  onset  of  symptomatic  relief 
produces  a high  level  of  analgesia 
affords  sustained  pain  relieving  action 


provides  predictable  relief- 
overall  satisfactory  response  in 
approximately  80%  of  patients 


Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphena- 
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Editorials 


Professional  ideals 

Report  of  A.M.A.  Judicial  Council,  Adopted  by  the  House  of  Delegates, 
December  1,  1970 


Recently  many  letters  have  been  received  by  the 
Judicial  Council  complaining  of  an  apparent 
preoccupation  by  an  increasing  number  of  physi- 
cians with  the  financial  aspects  of  their  medical 
practice. 

The  Judicial  Council  reaffirms  that  the  laborer 
is  worthy  of  his  hire  and  the  physician  is  entitled 
to  reasonable  compensation  for  the  service  he  per- 
forms. At  the  same  time,  the  Council  must  point 
out  that  the  “prime  object  of  the  medical  profes- 
sion is  to  serve  humanity;  reward  or  financial  gain 
is  a subordinate  consideration.” 

In  1934  the  House  of  Delegates  said  “one  of  the 
strongest  holds  of  the  profession  on  public  appro- 
bation and  support  has  been  the  age  old  profes- 
sional idea  of  medical  service  to  all,  whether  able 
to  pay  or  not.”  The  Council  believes  it  would  be 
helpful  if  the  House  were  to  reaffirm  that  policy  at 
this  meeting. 

Some  physicians  seem  to  believe  that  the  prac- 
tices of  business  enterprises  should  be  utilized  by 
physicians  in  order  to  “encourage  prompt  atten- 
tion to  medical  accounts.”  They  ask,  “Why 
shouldn’t  we  be  paid  as  soon  as  the  dry  goods 
store,  the  grocer,  or  the  TV  service  man?” 

Ideally,  the  physician  should  be  paid  promptly. 
If  the  physician  is  not  paid  as  promptly  as  other 
creditors  he  should  recall  that  he  is  a professional 
man  with  all  the  perquisites  that  that  term 
applies.  Our  patients  in  large  number  carry  in- 
surance to  cover  the  cost  of  medical  services. 
(They  do  not  insure  payment  of  the  cost  of  other 
professional  or  business  services  to  any  notable  ex- 
tent.) 

Governmental  programs  have  been  instituted 
and  are  being  developed  continually  to  provide 
payment  for  medical  care  to  those  who  are  unable 
to  provide  this  payment. 

If  the  profession  were  to  cast  aside  its  ideals  and 
traditions  and  adopt  the  practices  of  business. 


trade,  or  industry  in  dealing  with  patients,  then 
the  profession  would  be  casting  aside  also  the  per- 
quisites that  have  been  accorded  it.  The  increase 
of  collections  by  adding  1)4  per  cent  interest  per 
month  to  a bill  of  an  honest  patient  embarrassed 
because  of  inflationary  trends,  or  the  bill  of  some 
retired  person  living  on  a small  pension  is,  in  the 
opinion  of  the  Judicial  Council,  not  justifiable.  It 
simply  is  not  worth  it  from  any  point  of  view.  The 
imposition  of  a penalty  on  the  bill  of  a “deadbeat” 
is  not  likely  to  cause  him  suddenly  to  change;  the 
chances  are  he  will  become  even  less  likely  to  pay. 

A physician  who  demands  a satisfactory  credit 
report  on  an  individual  before  accepting  that  indi- 
vidual as  a patient  is  demonstrating  that  to  him 
financial  compensation  is  the  prime  object  and  re- 
ward of  his  profession. 

A physician  who  publicly  refuses  to  see  a pa- 
tient, who  had  an  appointment,  because  the  pa- 
tient’s balance  on  account  was  “too  high”  is  dem- 
onstrating that  he  respects  neither  himself  nor  his 
profession. 

These  examples  are  real.  The  Council  believes 
they  are  the  exception  and  they  seem  more  con- 
spicuous because  of  that  fact.  Nonetheless,  these 
practices  reflect  adversely  on  the  whole  profession 
and  especially  on  the  countless  physicians  who  ex- 
tend credit  willingly  or  write  off  old  accounts  be- 
cause they  are  dedicated  to  serving  mankind. 

The  Judicial  Council  therefore  recommends 
that  the  House  of  Delegates  reaffirm  that  the 
prime  object  of  the  medical  profession  is  to  render 
service  to  humanity;  financial  gain  is  a subordi- 
nate consideration. 

The  Council  recommends  that  the  House  call 
this  reaffirmation  of  policy  to  the  attention  of  con- 
stituent and  component  medical  societies,  asking 
them  to  urge  all  physicians  to  adhere  faithfully  to 
the  professional  ideals,  traditions,  and  goals  of 
American  medicine. 
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HEPATOPORTAL 
CIRCULATION  AND 
ITS  CLINICAL 
IMPLICATIONS 

THEOBALD  REICH,  M.D. 

New  York  City 

Associate  Professor  of  Clinical  Surgery.  New 
York  University  Medical  Center,  Institute  of 
Rehabilitation  Medicine 


The  relationship  between  the  circulation  and  the 
liver  was  recognized  even  by  prebiblical  man  just 
as  we  recognize  it  today.  To  be  sure,  five  thousand 
years  have  allowed  us  to  place  this  recognition  on 
a more  scientific  basis.  In  this  review  we  will  sur- 
vey some  of  the  information  about  the  hepatoportal 
circulation  and  its  clinical  implications. 

The  liver  is  a highly  vascular  organ.  It  receives 
approximately  25  per  cent  of  the  cardiac  output 
even  though  it  constitutes  only  about  3 per  cent  of 
the  body  weight.  The  generally  accepted  value 
for  estimated  hepatic  blood  flow  by  clearance  tech- 
nics in  normal  man  under  basal  conditions  is  ap- 
proximately 1.5  dt  0.3  L.  per  minute  of  which  20  to 
30  per  cent,  perhaps  more,  is  arterial  and  the  re- 
mainder portal  venous. 

Normal  average  pressures  in  the  hepatoportal 
circulation  in  man  have  been  summarized  as 
follows:  hepatic  arterial,  100  mm.  Hg;  portal 

venous,  10  mm.  Hg;  and  sinusoidal,  8.5  mm.  Hg.® 
The  central  venous  pressure  taken  as  zero  is  used 
as  the  reference  pressure  most  often.  Considerable 
variation  in  these  values  has  been  reported  prob- 
ably as  a result  of  differences  in  technic,  in  refer- 
ence pressures,  and  in  conditions  under  which 
measurements  were  made.  Coughing,  straining, 
or  inhaling  against  a closed  glottis  may  cause 
portal  vein  pressure  to  increase  up  to  150  cm. 

I saline.®  It  has  been  suggested  this  may  cause 
rupture  of  esophageal  varices  in  patients  with 

Presented  at  the  164th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Internal  Medicine,  February  11,  1970. 


The  clinical  implications  of  abnormalities  of  the 
hepatic  arterial  supply,  portal  venous  supply,  and 
hepatic  venous  drainage  are  considered  at  length. 
In  addition,  questions  regarding  hepatic  oxygena- 
tion and  the  influence  of  neurohumoral  agents  are 
answered.  In  a study  of  the  vasoconstrictive  effects 
of  epinephrine,  norepinephrine,  and  vasopressin, 
the  latter  was  deemed  most  important  from  a clini- 
cal point  of  view.  Since  the  action  of  vasopressin 
is  relatively  short,  infusion  must  be  continuous  or 
repeated  for  a sustained  effect  on  portal  pressure. 


portal  hypertension.  One  can  appreciate  from  the 
values  given  previously  that  the  resistance  to  portal 
hepatic  flow  is  very  low.  Compared  with  arterio- 
lar resistances  it  is  almost  trivial.  A pressure 
gradient  of  only  10  mm.  Hg  from  the  portal  vein 
to  the  hepatic  vein  allows  a volume  flow  over  1 L. 
of  blood  per  minute.  Intrahepatic  factors  thus 
play  only  a minor  role  in  regulating  the  volume  of 
portal  venous  flow,  it  being  much  more  dependent 
on  events  in  the  splanchnic  and  splenic  vascular 
beds. 

For  the  purpose  of  outlining  this  review,  we  will 
consider  problems  arising  from  abnormalities  of 
the  hepatic  arterial  supply,  portal  venous  supply, 
and  hepatic  venous  drainage.  We  will  then  con- 
sider some  questions  regarding  hepatic  oxygenation 
and  the  influence  of  neurohumoral  agents. 

Abnormalities  of  hepatic  arterial  supply 

A major  function  of  the  hepatic  arterial  blood 
supply  is  assurance  of  adequate  perfusion  of  liver 
tissue.  The  liver  of  higher  vertebrates  does  not 
tolerate  dearterialization  well.  The  outcome 
generally  is  infarction  of  the  liver,  the  mortality 
rate  from  which  can  be  reduced  significantly  by 
antibiotic  agents.^ 

In  man,  occlusion  of  the  hepatic  artery  may  be 
caused  by  trauma,  polyarteritis,  and  embolism. 
The  mortality  rate  is  high  when  occlusion  is  too 
peripheral  for  reconstitution  of  adequate  collateral 
blood  flow.®  It  is  possible  for  the  hepatic  arterial 
blood  flow  to  increase  with  respect  to  the  porta- 
venous  blood  flow,  and  this  does  indeed  occur  in 
the  regenerating  cirrhotic  liver  and  in  neoplasms 
the  blood  supply  of  which  is  primarily  arterial.®  '® 
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Portal  hypertension 

The  portal  venous  blood  flow,  of  course,  is 
derived  from  the  spleen  and  the  gastrointestinal 
tract.  Approximately  60  per  cent  comes  from  the 
intestine,  20  per  cent  from  the  stomach,  10  per  cent 
from  the  spleen,  and  10  per  cent  from  the  pan- 
creas. “ Diverting  the  portal  blood  from  the  liver 
results  in  atrophy  and  failure  of  liver  regeneration, 
particularly  after  partial  hepatectomy.^^  The 
volume  of  portal  blood  flow  thus  is  a signal  by 
which  the  liver  adjusts  its  mass  to  the  size  of  the 
gastrointestinal  tract.  It  deserves  emphasis  that 
the  volume  of  portal  venous  flow  depends  not  on 
the  size  of  the  liver  but  on  the  size  of  the  gastroin- 
testinal tract.  Atrophy  due  to  portal  diversion 
by  an  end-to-side  portacaval  shunt,  for  example, 
can  be  prevented  by  connecting  the  hepatic  end  of 
the  cut  portal  vein  to  an  arterial  supply  or  by  porta- 
caval transposition,  that  is,  by  crossing  the  portal 
and  inferior  caval  circulations. Oxygen  tension 
therefore  does  not  appear  to  be  critical  to  liver 
regeneration. 

One  of  the  commonest  abnormalities  of  the 
hepatic  circulation  is  portal  hypertension.  This 
condition  may  result  from  increased  inflow  of  blood 
into  the  liver,  increased  resistance  to  outflow,  or 
from  both  factors.  Sherlock’s^^  schema  for  classi- 
fying portal  hypertension  anatomically  recognizes 
four  types  of  obstruction,  namely,  extrahepatic 
presinusoidal,  intrahepatic  presinusoidal,  intra- 
hepatic  postsinusoidal,  and  extrahepatic  post- 
sinusoidal.  Portal  hypertension  due  to  excessive 
inflow  without  anatomic  obstruction  occurs  in 
patients  with  arteriovenous  fistulas  involving  the 
portal  vein  or  splenic  vessels.  It  has  also  been 
postulated  to  result  from  increased  flow  through 
arterial  venous  anastomoses  in  the  mucosa  of  the 
stomach  or  from  an  increase  in  splenic  flow.^®-^® 

Chronic  portal  hypertension  of  sufficient  severity 
leads  to  formation  of  collateral  pathways  between 
the  portal  and  systemic  circulations. One  of  the 
most  significant  shunts  clinically  is  through  the 
coronary  or  left  gastric  vein  to  the  esophageal  veins, 
the  submucosal  plexus  of  which  is  the  source  of  the 
most  threatening  type  of  upper  gastrointestinal 
hemorrhage.  Collaterals  also  communicate  with 
the  hemorrhoidal  veins,  the  retroperitoneal  veins, 
the  periumbilical  vessels,  the  veins  of  Sappey,  and 
azygous-intercostal  veins. 

Portal  hypertension  is  associated  frequently  with 
splenomegaly  and  hypersplenism.^^  Usually,  this 
regresses  after  successful  portal  decompression 
and,  as  one  might  expect,  recurs  if  the  shunt  closes. 

Extrahepatic  portal  vein  obstruction  most  often 
is  caused  by  infection,  compression  by  tumors, 
blood  dyscrasia,  and  cirrhosis,  in  10  per  cent  of 
which  extrahepatic  portal  vein  obstruction  may 
coexist. This  probably  results  from  slowing  of 
the  portal  flow.  Inasmuch  as  most  patients  with 
this  type  or  portal  hypertension  have  little  hepato- 


cellular disease,  they  tolerate  shunt  operations 
better  than  patients  with  Laennec’s  cirrhosis. 

Intrahepatic  presinusoidal  block  is  caused  by 
diseases  which  involve  the  portal  tract.  These  in- 
clude schistosomiasis,  sarcoidosis,  congenital  he- 
patic fibrosis,  and  various  reticuloses.  In  these 
conditions  also  hepatocellular  function  is  generally 
good,  and  shunt  operations  are  tolerated  relatively 
well. 

The  most  frequent  causes  of  intrahepatic  post- 
sinusoidal  obstruction  are  Laennec’s  and  post- 
necrotic cirrhosis.  A characteristic  feature  of  this 
type  of  portal  hypertension  is  a disturbance  of  all 
intrahepatic  vascular  channels  resulting  in  devel- 
opment of  abnormal  arteriovenous  shunts. 
Dissipation  of  arterial  pressure  into  the  portal  vein 
may  result  and  in  this  way  account  for  varying 
degrees  of  coexisting  presinusoidal  obstruction. 
Ultimately,  the  vascular  volume  of  the  liver  is  re- 
duced, liver  lymph  production  is  increased,  and 
ascites  may  be  present. The  hepatic  artery 
may  provide  the  major  nutritional  blood  supply, 
and  the  portal  vein  may  become  a significant  out- 
flow tract. These  changes  undoubtedly  contrib- 
ute to  the  poor  tolerance  by  cirrhotic  livers  for 
hypoxia  and  ischemia  and  explain,  in  part,  why 
patients  with  cirrhosis  succumb  to  blood  loss  and 
shock  more  easily  than  patients  with  healthy 
livers. Systemic  hemodynamics  also  may  be 
affected  with  an  increase  in  cardiac  output  and 
reduced  total  peripheral  resistance. The 
reactions  in  different  vascular  beds,  however,  are 
not  uniform.  For  example,  blood  flow  to  skin  and 
skeletal  muscle  is  increased,  whereas  renal  plasma 
flow  is  diminished. The  arterial  oxygen  satura- 
tion frequently  is  reduced  probably  as  a result  of 
intrapulmonary  arteriovenous  shunting,  portal- 
pulmonary  venous  shunting,  disturbances  in  venti- 
lation-perfusion-diffusion ratios,  and  impaired 
oxyhemoglobin  dissociation.®-"®'* 

Extrahepatic  postsinusoidal  obstruction  is 
caused  by  occlusion  of  the  hepatic  veins  (the  Budd- 
Chiari  syndrome)  and  occlusion  or  increased  pres- 
sure in  the  vena  cava  as  in  heart  disease  or  con- 
strictive pericarditis.  Rapidly  progressing  occlu- 
sion in  man  is  lethal.®®  ®®  In  obstruction  which 
progresses  slowly,  on  the  other  hand,  the  liver  be- 
comes enlarged,  and  all  grades  of  central  lobular 
hemorrhage  and  necrosis  may  occur  terminating 
eventually  in  fibrosis,  atrophy,  and  portal  hyper- 
tension.®®-®’^®® 

As  for  portal  decompression  by  surgical  construc- 
tion of  portal-systemic  venous  shunts,  these  opera- 
tions have  as  their  objective  diversion  of  the 
splanchnic  blood  flow  into  the  vena  cava  directly. 
As  a result,  the  total  liver  blood  flow  may  be  re- 
duced considerably.  *®®°®®  A well -constructed 
shunt  must  be  sufficiently  large  to  accomplish  the 
required  diversion  and  also  not  to  thrombose.  In- 
asmuch as  properly  constructed  portacaval  shunts 
are  larger,  they  decompress  the  portal  bed  more 


948  New  York  State  Journal  of  Medicine  / May  1 , 1 971 


effectively,  that  is,  they  thrombose  less  frequently 
and  are  followed  by  a much  lower  incidence  of  re- 
bleeding than  splenorenal  shunts. Unfortu- 
nately portacaval  shunts  are  associated  with  a 
higher  incidence  of  other  complications,  including 
portasystemic  encephalopathy  in  more  than  30 
per  cent  of  patients  with  Laennec’s  cirrhosis, 
peripheral  edema,  hepatogenous  diabetes,  hyper- 
bilirubinemia, heart  failure,  septicemia,  and  peptic 
ulcer  less  frequently.  Patients  with  low  portal 
blood  flow  before  shunting  do  better  after  shunting 
than  patients  with  high  preshunt  flow.^^ 

The  portal  bed  may  be  decompressed  temporari- 
ly by  cannulating  the  umbilical  vein  and  reinfusing 
the  drained  blood  into  a systemic  Bleed- 

ing from  esophageal  varices  was  stopped  in  some 
patients  with  as  small  a reduction  in  portal  pres- 
sure as  4 cm.  water,  associated  with  a spontaneous 
flow  of  200  ml.  per  minute.  In  other  patients, 
however,  almost  complete  portal  diversion  with  an 
extracorporeal  pump  was  necessary  to  reduce  por- 
tal pressure  to  normal  values  or  lower. 

Cannulation  of  the  thoracic  duct,  which  pre- 
sumably reduces  interstitial  pressure  and  resis- 
tance to  blood  flow  in  the  liver,  has  been  used 
to  decompress  the  portal  tract.’^^  However,  its 
effectiveness  in  controlling  variceal  bleeding  uni- 
formly has  been  disputed  by  different  clinics.^® 

Another  method  for  portal  decompression  is  with 
vasopressin  (Pitressin)  which  by  constricting  mes- 
enteric arterioles  reduces  portal  venous  flow  and 
thus  portal  vein  pressure. Recently,  vasopressin 
has  been  administered  directly  into  the  superior 
mesenteric  artery  of  patients  bleeding  from  esopha- 
geal varices. Every  effort  must  be  made  to  diag- 
nose the  source  of  bleeding  accurately  before  be- 
ginning this  treatment,  because  splanchnic  vaso- 
constriction contributes  to  cessation  of  bleeding 
from  sites  in  the  gastrointestinal  tract  other  than 
the  esophagus.  Intra-arterial  catheters  have  been 
left  in  place  for  several  days  to  allow  repeated  or 
continued  infusions.  Angiographic  evidence  of  in- 
creased splanchnic  arteriolar  tone  is  manifest  by 
diminished  vascularity  and  retrograde  flow  of  dye 
into  the  aorta  during  injection  into  the  superior 
mesenteric  artery. 

As  regards  prophylactic  shunting  to  forestall 
variceal  bleeding,  it  can  be  said  safely  at  this  time, 
that  while  this  procedure  reduces  deaths  from 
esophageal  bleeding,  it  does  not  increase  over-all 
survival  rates,  nor  does  it  improve  the  quality  of 
life  for  cirrhotic  patients. Progression  of  liver 
disease  is  not  affected,  and  the  incidence  of  porta- 
systemic encephalopathy  as  well  as  other  complica- 
tions which  we  mentioned  is  increased. 

Hepatic  venous  obstruction 

We  have  already  pointed  out  that  prolonged 
elevation  of  hepatic  vein  pressure  leads  to  portal 
hypertension.  An  increase  in  hepatic  vein  pressure 
of  only  2 cm.  saline  will  cause  the  blood  volume 


of  the  liver  to  double  and  transudate  to  form  on  the 
surface.  The  limit  of  distensibility  of  the  liver 
capsule  is  approached  at  5 cm.®‘  If  pressure  is 
sustained,  centrilobular  injury  will  occur. 

Hepatic  hypoxia 

Adequate  oxygenation  of  tissues  is  an  essential 
function  of  the  circulation.  Basal  oxygen  con- 
sumption by  the  liver  is  estimated  at  42  cc.  or  so 
per  minute,  roughly  one  fifth  of  total  basal  oxygen 
consumption. When  liver  hypoxia  ap- 
proaches anoxic  levels  as  in  shock,  biochemical  in- 
jury to  the  liver  is  severe  and  affects  energy 
metabolism,  protein  metabolism,  detoxification, 
and  secretion,  each  to  various  degrees.®®^®®  In  less 
severe  hypoxia  the  only  biochemical  aberrations 
may  be  increased  release  of  potassium  and 
sugar.®®®® 

The  tolerance  of  the  liver  to  hypoxia  in  a clinical 
setting  is  difficult  to  determine  because  response 
depends  on  how  hypoxia  is  produced,  whether 
there  is  coexistent  ischemia,  adaptive  mecha- 
nisms, and  op  other  factors  Whereas  hepatic 

artery  ligation  may  be  endured  by  the  rat  liver  only 
for  about  thirty  minutes  at  body  temperature, 
ventilation  with  severely  hypoxic  gas  mixtures  is 
endured  remarkably  well.®®  ®'* 

Animals  rendered  acutely  anemic  have  lower 
hepatic  oxygen  consumption  than  chronically  ane- 
mic animals.®®  However,  the  latter  also  have  a 
lower  reserve  for  hypoxia.  Certainly,  in  chroni- 
cally anemic  human  patients  centrilobular  necrosis 
is  not  infrequent  at  autopsy.®®  The  same  finding 
is  encountered  frequently  in  patients  with  chronic 
heart  failure,  although  it  is  not  clear  whether  de- 
rangement of  intrahepatic  pressure  gradients  or 
oxygen  deficiency  in  zone  III  is  responsible  for  the 
damage.®^ 

Liver  poisons 

Similarity  of  liver  injury  caused  by  chlorinated 
hydrocarbons  and  by  hypoxia  has  raised  questions 
about  interactions  of  the  hepatic  circulation  and 
hepatocellular  injury.  Evidence  gained  from 
transillumination  and  isolated  organ  perfusion 
studies  indicates  that  in  carbon  tetrachloride  and 
chloroform  poisoning  cellular  damage  occurs  well 
before  reduction  of  liver  blood  flow.®®  ®®  Oxygen 
uptake  by  the  liver  is  reduced,  but  the  extent  of 
centrilobular  necrosis  exceeds  that  seen  in  hypoxia. 
Nevertheless,  liver  damage  can  be  reduced  by  in- 
halation of  oxygen  and  also  by  sympatholysis  either 
by  drags  or  surgically. 

Effects  of  neurohumoral  agents 

This  brings  us  to  the  consideration  of  some 
neural  and  humoral  agents  on  the  hepatoportal 
circulation.  The  hepatoportal  vessels  do  not  have 
parasympathetic  innervation.'^®  Parasympathetic 
stimulation  causes  only  transient  effects  secondary 
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to  increased  gastrointestinal  muscle  contraction. 
Stimulation  of  the  splanchnic  nerves  causes  vaso- 
constriction of  the  hepatic  artery  and  portal  vein 
and  reduction  of  the  splanchnic  and  hepatic  vascu- 
lar beds.’'*  This  response  plays  an  important  role 
in  maintaining  adequate  venous  return  during 
such  states  as  resumption  of  the  erect  position 
and  in  exercise.’^ 

The  effect  of  epinephrine  on  the  hepatic  and 
portal  blood  flow  in  an  intact  subject  is  complex. 
Prevailing  evidence  is  that  constant  systemic  in- 
fusion results  in  increased  hepatic  blood  flow  and 
decreased  splanchnic  resistance.”  Portal  venous 
pressure  rises  indicating  a relatively  higher  tone  in 
the  hepatic  vascular  bed  than  in  the  splanchnic 
bed.  Direct  intraportal  infusion  causes  an  imme- 
diate rise  in  portal  pressure  and  in  the  monkey  is 
associated  with  intrahepatic  vasoconstriction.’* 
In  patients  with  cirrhosis  infusion  of  epinephrine 
(Adrenalin)  into  a mesenteric  vein  causes  de- 
creased portal  pressure.’* 

The  effects  of  norepinephrine  are  more  clearly 
vasoconstrictive.  Systemic  infusion  causes  an 
increase  in  splanchnic  vascular  resistance  and  a 
slight  reduction  in  total  liver  blood  flow.’®  Sero- 
tonin appears  to  have  a similar  effect  although 
information  about  this  is  scant.*** 

From  the  clinical  point  of  view  the  effect  of  vaso- 
pressin is  probably  most  important.  This  agent 
causes  generalized  vasoconstriction  with  decreased 
cardiac  output  and  decreased  flow  in  the  coronary, 
hepatic,  mesenteric,  and  portal  beds.**  **  The  un- 
desirable effects  can  be  reduced  significantly  by  in- 
fusion directly  into  the  superior  mesenteric  artery 
when  given  to  stop  bleeding  from  esophageal 
varices.  The  action  of  vasopressin  is  relatively 
short,  and  infusion  must  be  continuous  or  repeated 
for  a sustained  effect  on  portal  pressure. '‘’•'**  ** 
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Marker  chromosomes  are  common  in  cells  from 
malignant  effusions  and  solid  tumors.  These  are 
abnormal,  unpaired  chromosomes  found  in  a clone 
of  cells  and  capable  of  transmission  from  one  cell 
generation  to  another.  When  present,  marker 
chromosomes  tend  to  be  seen  in  almost  every  meta- 
phase, suggesting  stem-cell  origin.  Furthermore, 
the  occurrence  of  aneuploidy  frequently  with 
marker  chromosomes,  in  carcinoma  in  situ  of  the 
vagina,^  dysplasia  of  the  cervix,- carcinoma  in 
situ  of  the  vulva,®  and  adenoma  of  the  colon,‘“'*^ 
demonstrates  that  chromosomal  changes  occur 
before  there  is  histologic  evidence  of  invasiveness. 

We  have  studied  cells  from  effusions  of  24 
patients  with  malignant  disease.  These  effusions 
were  classified  as  malignant  by  cytologic  criteria. 
We  also  examined  cells  from  18  malignant  solid 
tumors.  The  results  of  our  studies  are  described 
with  particular  reference  to  a long  acrocentric 
marker  chromosome  present  in  75  per  cent  of  the 
effusions  and  61  per  cent  of  the  solid  tumors. 

Materia!  and  methods 

Freshly  aspirated  pleural  or  peritoneal  fluid  was 
heparinized,  placed  into  three  15-ml.  conical  cen- 
trifuge tubes,  and  centrifuged  for  five  minutes  at 
1,200  r.p.m.  The  supernatant  was  discarded. 
The  remaining  cell  button  was  resuspended  in 
S0rensen’s  phosphate  buffered  salt  solution  (pH  7) 
6.66  by  10‘®  M.  containing  1 gamma  desacetyl- 


TABLE  I.  Analysis  of  24  cases  with  malignant  effusions 


Marker  Chromosomes* 
Per  Cent 


Case 

Number 

Sampling  Date 

Primary 
Site  of  Cancer 

Chromosome 

Distribution 

Long 

Acrocentric 

Others 

Total  Cells 
Counted 

1 

3/25/66,  3/12/67, 
3/14 /67t 

Breast 

79-85,  46-192, 
46-81 

94,  95,  100 

100, 100, 100 

31,21,21 

2 

6/21/66,  1/10/67 

Breast 

50-202,  56-133 

100,100 

100,  100 

11,  20 

3 

6/15/67t 

Ovary 

60-534 

100 

100 

100 

4 

10/11/67 

Breast 

46-140 

100 

100 

60 

5 

9/12/67 

Lung 

45-250 

100 

24 

6 

9/30/67 

Breast 

38-74 

100 

100 

19 

7 

8/2/66 

Breast 

45-110 

28 

8 

8/10/66 

Breast 

46-123 

31 

9 

2/15/66 

Breast 

124-260 

100 

31 

10 

1/21/67 

Cervix 

64-138 

100 

100 

26 

10 

2/25/67 

Cervix 

64-125 

100 

100 

21 

11 

1/3/67 

Breast 

>80 

100 

10 

12 

3/12/67 

Breast 

64-148 

100 

100 

21 

13 

7/11/67 

Unknown 

44-52 

100 

28 

14 

5/25/67 

Melanoma 

47-231 

100 

100 

20 

15 

9/8/67 

Breast 

43-46 

24 

16 

6/22/67 

Skin 

46-231 

100 

26 

17 

5/10/67 

Lung 

51-63 

100 

11 

18 

12/13/66 

Lymph  node 

46-92 

100 

100 

11 

19 

10/12/67 

Ovary 

39-46 

100 

10 

20 

5/3/67 

Breast 

52-68 

100 

100 

8 

21 

5/3/67 

Breast 

52-60 

100 

25 

4 

22 

6/13/66 

Cecum 

>80 

Not  karyo- 
typed 

2 

23 

9/28/67 

Lung 

>200 

100 

100 

2 

24 

5/17/67 

Lung 

71 

100 

100 

1 

* E^ercentaf^e  doca  not  include  normal  diploid  cells  nor  one  tetraploid  cell  in  Case  18. 
t Third  sample  in  Case  1 and  sample  in  Case  3 are  ascitic  fluid.  All  others  are  pleural  effusions. 
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FIGURE  1.  Long  acrocentric  chromosomes  from 
metaphase  cells  of  6 patients  (M)  compared  with  a D 
and  G group  chromosome  from  same  metaphase. 

methyl  colchicine  (Colcemide)  per  milliliter  and 
incubated  at  37  C.  for  one  and  one-half  hours.  The 
cells  were  recentrifuged  at  1,200  r.p.m.  for  five 
minutes  and  the  supernatant  discarded.  Three 
ml.  of  0.95  per  cent  sodium  citrate  were  added, 
and  the  suspension  was  left  for  twenty  minutes  at 
room  temperature.  Again,  the  cells  were  centri- 
fuged at  1,200  r.p.m.  for  five  minutes.  The  super- 
natant was  discarded,  and  the  cells  were  fixed  in 
freshly  prepared  modified  Carnoy’s  fixative.  Slide 
preparations  were  made  from  the  suspension  using 
an  air-dried  technic.  The  slides  were  then  stained 
in  aceto-orcein,  and  permanent  mounts  were  made. 

Neoplastic  tissue  was  obtained  either  as  a biopsy 
or  directly  after  surgical  removal.  The  specimen 
was  immediately  placed  in  buffered  salt  solution 


Chromosome  analysis  was  done  on  cells  from  24  pa- 
tients with  malignant  effusions  and  18  solid  ma- 
lignant tumors.  A long  acrocentric  marker  chromo- 
some was  found  in  75  per  cent  of  the  effusions  and 
61  per  cent  of  the  solid  tumors.  Satellites  were 
present  on  the  marker  chromosomes  m approxi- 
mately 50  per  cent  of  the  cases,  suggesting  that 
the  long  acrocentric  chromosome  is  formed  by  trans- 
location of  chromatin  material  onto  a D or  G chro- 
mosome. The  frequency  with  which  the  chromo- 
some is  present  in  a large  variety  of  maligriant  dis- 
eases suggests  that  it  is  significant  in  malignant 
transformation. 


and  taken  to  the  laboratory  for  processing.  Total 
elapsed  time  including  laboratory  procedure  was 
less  than  forty-five  minutes. 

The  specimen  was  washed  in  fresh  balanced  salt 
solution,  and  any  adventitious  tissue  was  dissected 
from  the  tumor  which  was  then  cut  into  three  ali- 
quots. A thin  slice  was  taken  from  the  central 
portion  for  histopathologic  examination.  The  two 
adjacent  pieces  were  placed  in  separate  60-mm. 
tissue  culture  dishes  containing  5 ml.  of  sterile 
balanced  salt  solution. 

Direct  culture.  The  tumor  cells  were  stripped 
free  from  the  tumor  mass  with  Simpken  4%-inch 
mouse  tooth  (3  by  2)  forceps.  The  fine  material, 
without  clumps,  was  pipetted  into  a conical  gradu- 
ated 12-ml.  centrifuge  tube,  and  the  larger  pieces 
of  stromal  tissue,  and  so  on,  were  discarded.  The 
suspension  was  centrifuged  for  five  minutes  at 
1,200  r.p.m.  (number  3)  in  a clinical  centrifuge, 
and  the  resulting  cell  button  was  processed  in  the 
same  way  as  serous  fluid. 

Short-term  culture.  A second  aliquot  was  pro- 
cessed for  short-term  tissue  culture  and  harvested 
as  soon  as  a sufficient  number  of  mitoses  were 
seen.  If  at  all  possible,  harvesting  was  done  within 
the  first  week.  The  cells  were  grown  in  tissue 
culture  medium  RPMI  (Roswell  Park  Memorial 
Institute)  1,640  plus  20  per  cent  fetal  calf  serum 
(pH  7)  in  T30  Falcon  flasks  and  were  fed  0.2  ml. 
every  second  day  with  the  same  type  medium. 
Initially  the  flask  was  charged  with  10  per  cent 
carbon  dioxide  in  90  per  cent  air. 

Metaphase  plates  were  viewed  with  a phase  con- 
trast microscope,  and  all  analyzable  metaphases 
were  photographed  and  examined  for  numerical 
and  structural  abnormalities. 

Results 

A long  acrocentric  marker  chromosome  was 
present  in  18  of  24  cases  of  malignant  effusions 
(Table  I)  (Fig.  1).  It  probably  also  was  present 
in  Case  15,  but  the  chromosome  preparations  were 
of  poor  quality. 

Three  patients  received  radiation  and/or  chemo- 
therapy before  the  samples  were  obtained  (Cases 
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TABLE  II.  Malignant  tumors 


Case 

Number 

Site 

Chromosome 

Pathologic  Diagnosis  Range 

Meta- 

phases 

Comment 

25 

Uterus 

Mixed  mesodermal  sarcoma 

60-74 

3 

Long  acrocentric,  submetacentric 

26 

Right  groin 

Malignant  schwannoma 

72-76 

6 

Long  acrocentric,  dicentric 

27 

Blgdder 

Transitional-cell  carcinoma 

40-46 

4 

Long  acrocentric 

28 

Breast 

Scirrhous  carcinoma 

42-49 

3 

Long  acrocentric 

29 

Lung 

Bronchogenic  carcinoma 

64-77 

18 

Long  acrocentric 

30 

Breast 

Medullary  carcinoma 

38-84 

20 

Long  acrocentric 

31 

Lung 

Bronchogenic  carcinoma 

38-94 

13 

Long  acrocentric 

32 

Breast 

Scirrhous  carcinoma 

38-52 

18 

Long  acrocentric 

33 

Brain 

Osteogenic  sarcoma 

56-118 

15 

Six-day  culture-long  acrocentric,  di- 
centric 

34 

Lung 

Bronchogenic  carcinoma 

63-75 

6 

Direct-acentric 

35 

Lung 

Bronchogenic  carcinoma 

45-46 

9 

Fourteen-day  culture-long  acrocen- 
tric 

36 

Uterus 

Carcinoma  in  situ 

46-89 

4 

Two-week  culture-long  acrocentric 

37 

Breast 

(primary) 

Scirrhous  carcinoma 

43-74 

40 

Large  D chromosome  with  macro- 
satellites 

37 

Lymph  node 
(metastasis) 

Scirrhous  carcinoma 

43-109 

11 

Large  D chromosome  with  macro- 
satellites, submetacentric 

38 

Sternum 

Ewing’s  sarcoma 

44-50 

122 

Mode  49  (84  per  cent),  large  sub- 
metacentric-long  subtelocentric 

39 

Mediastinum 

Malignant  lymphoma 

46-89 

6 

Breaks 

40 

Ovary 

Granulosa  cell  (malignant) 

43-48 

63 

Direct,  five-  and  seven-day  cultures 

41 

Thigh 

Liposarcoma 

61-128 

17 

Two-day  culture 

42 

Bladder 

Transitional-cell  carcinoma 

45-201 

7 

Five-day  culture 

43 

Brain 

Angioblastoma 

42-46 

13 

Direct 

9,  10,  and  11).  Nevertheless,  all  the  marker 
chromosomes  were  present  in  100  per  cent  of  the 
88  cells  scored,  indicating  that  the  abnormalities 
were  not  likely  to  be  the  result  of  previous  therapy 
(Table  I).  Cells  from  Case  1 contained  the  same 
three-marker  chromosomes  in  both  pleural  and 
ascitic  fluid. 

A long  acrocentric  marker  chromosome  was  also 
found  in  11  of  18  malignant  solid  tumors  (Table 
II).  No  radiation  therapy  or  chemotherapy  had 
been  given  prior  to  removal  of  the  tumor.  Case 
37  contained  a large  D chromosome  with  macro- 
satellites in  both  primary  breast  tumor  and  lymph 
node  metastasis. 

Comment 

Gagnon,  Drysal,  and  Katyk-Longtin,^‘‘  Good- 
lin,^°  and  Goh^*^  noted  the  apparent  associa- 
tion of  the  long  acrocentric  chromosome  with  can- 
cer, and  Goh^’  proposed  that  this  chromosome  may 
be  associated  with  the  malignant  nature  of  the 
acute  transformation  in  chronic  myelocytic  leu- 
kemia. Moreover,  a large  variety  of  malignant 
diseases  have  contained  a long  acrocentric  marker 
chromosome  (Table  III).  It  has  also  been  seen  in 
carcinoma  in  situ  of  the  cervix,  carcinoma  in  situ 
of  the  uterus  (Case  11),  and  in  the  blood  of  a patient 
with  Bloom’s  syndrome, a condition  which  has 
a high  incidence  of  cancer.  We  have  also  recently 
reported  a case  of  recurrent  meningioma  in  which 
two  long  acrocentric  chromosomes  were  present  in 
the  solid  tumor  before  histologic  evidence  of  ma- 
lignant disease  appeared.^**  Many  cases  have  been 
reported,  however,  in  which  malignant  cells  from 
effusions  and  solid  tumors  did  not  contain  a long 
acrocentric  chromosome. 


Goh^®  suggested  several  mechanisms  by  which 
the  long  acrocentric  chromosome  could  be  pro- 
duced: (1)  a translocation  of  a fragment  of  a 

chromosome  onto  a D or  G chromosome;  (2)  an 
inversion  of  one  of  the  arms  of  any  B or  C chromo- 
some; (3)  a deletion  of  an  arm  of  a chromosome  in 
group  A,  B,  or  C;  or  (4)  an  entirely  new  unit  of 
abnormal  deoxyribonucleic  acid  of  unknown  origin. 

Satellites  were  present  on  the  long  acrocentric 
chromosomes  in  approximately  50  per  cent  of  our 
cases  indicating  that  mechanism  number  one,  a 
translocation  of  some  chromatin  onto  a D or  G 
chromosome  or  by  duplication  of  chromatin  ma- 
terial in  one  or  more  of  these  chromosomes  is  most 
likely.  There  is,  however,  no  evidence  that  the 
long  acrocentric  markers  are  formed  by  a similar 
mechanism  in  the  various  malignant  conditions. 
The  question  of  whether  similar  markers  represent 
specific  changes  or  the  similarity  is  just  superficial 
remains  unanswered.  Nevertheless,  the  high  in- 
cidence of  the  long  acrocentric  marker  in  malignant 
effusions  and  solid  tumors  reported  here,  75  and  61 
per  cent,  respectively,  would  suggest  that  the  for- 
mation of  the  long  acrocentric  chromosome  is  more 
than  a chance  occurrence  in  malignant  diseases. 
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The  reporting  and  description  of  clinical  series 
of  human  patients  with  renal  allotransplants  have 
shown  understandable  variations  in  early  and 
late  survival  rates. The  evaluation  of  results 
of  therapy  and  prevention  of  clinical  rejection 
episodes  is  frequently  complicated  by  the  use  of 
different  clinical  laboratory  tests  from  the  various 
centers.' A recent  series  of  recipients  of  kidney 
allografts  at  the  Roswell  Park  Memorial  Institute 
underwent  ongoing  computer  assessment  of  the 
various  diagnostic  tests  employed  in  the  early 
post-transplant  period.  These  tests  were  then 
retrospectively  correlated  with  the  clinical  course 


of  the  patient  to  evaluate  in  a more  objective  fash- 
ion the  value  of  the  determination.  Such  informa- 
tion, we  believgd,  would  enable  us  to  decide  which 
of  the  multiple  clinical  tests  would  be  of  direct 
benefit  in  patient  care  and  management  after 
renal  transplant. 

Materials  and  methods 

The  sequential  adult  renal  allograft  recipients 
at  the  Roswell  Park  Memorial  Institute  from  Oc- 
tober, 1968,  to  May,  1969,  were  selected  for  study. 
Postoperative  follow-up  for  all  patients  was  at 
least  seven  months  or  until  death.  The  patients 
had  cadaveric  renal  donors  in  7 instances,  1 non- 
related  living  donor,  and  2 related  sibling  donors. 
Despite  these  differences,  all  patients  were  judged 
to  be  fairly  good  matches,  for  example,  class  C 
Terasaki,  on  the  basis  of  blood  grouping  and  other 
testing.  During  the  ongoing  clinical  course  of 
management,  all  patients  were  judged  to  be  in  a 
state  of  clinical  graft  rejection  or  nonrejection  on 
the  basis  of  previously  described  criteria,  including 
change  in  renal  function  in  the  absence  of  technical 
malfunction.®  All  patients  were  usually  treated 
with  azathioprine  2 to  3 mg.  per  kilogram  per  day, 
prednisone  15  to  30  mg.  per  day,  and  initial  sixteen- 
day  intravenous  injection  of  purified  Roswell  Park 
antilymphocyte  globulin  (RPMI-ALG).®  During 
rejection  episodes  patients  were  treated  with  pred- 
nisone, up  to  100  mg.  per  day,  and/or  450  rads 
graft  radiation. 

Results  of  physical  examination,  biochemical, 
hematologic,  or  immunochemical  testing  were  filed 
on  computer  punch  cards  for  all  patients  for  the 
postoperative  periods.  Results  were  then  statis- 
tically analyzed  with  the  aid  of  an  RCA  70/45 
computer. 

Results 

Physical  examination.  Table  I summarizes 
the  systolic  and  diastolic  blood  pressure  record- 
ings observed  in  these  patients  in  the  early  and 
late  post-transplant  period.  No  significant  differ- 
ence in  systolic  blood  pressure  was  noted  for  early 
or  late  post-transplant  periods  and/or  for  rejection 
versus  nonrejection  during  later  times.  In  con- 
trast, diastolic  blood  pressures  were  significantly 
elevated  (p  < 0.05)  during  rejection  periods  that 


TABLE  I.  Maximal  daily  systolic  and  diastolic  blood  pressure  recordings  (mm.  Hg)  in  human  renal  allografts 

Systolic  Blood  Pressure  Diastolic  Blood  Pressure 

Sic  ( ±1  Sic  ( ±1 

Number  of  Standard  Standard 


Periods  for  All  Patients 

Observations 

X (Mean) 

Error) 

X (Mean) 

Error) 

First  postoperative  week 

39 

136.6 

8.5 

78.8 

4.7 

Other  postoperative  times 

2.58 

137.2 

2.8 

85.8 

1.8 

Nonrejection  (after  one  week) 

32 

132.8 

2.6 

77.0 

2.3* 

Rejection  (after  one  week) 

226 

137.8 

3.2 

86.9 

2.0* 

* p < 0.05  in  comparjHon. 
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To  determine  the  presence  or  absence  of  renal  allo- 
graft rejection,  uarious  physical,  biochemical, 
hematologic,  and  immunochemical  tests  were  eval- 
uated in  a series  of  recipients  of  renal  allografts. 
Results  were  filed  on  computer  punch  cards  and 
then  analyzed.  Diastolic  blood  pressure  and  tem- 
perature elevations  were  indicative  of  the  onset  of 
rejection.  The  most  sensitive  index  of  rejection 
included  a reduction  in  urine  volume  together  with 
an  increase  in  serum  creatinine  level.  Other  tests 
were  not  of  prognostic  value. 


TABLE  II.  Oral  temperature  (F.)  in  human  renal  allografts 


Number 

of 

Sx  (±1 

Period  for 

Observa- 

X 

Standard 

All  Patients 

tions 

(Mean) 

Error) 

First  postoperative 
week 

Other  postoperative 

34 

99.4 

0.20* 

times 

265 

98.9 

0.07* 

Nonrejection  (after  1 
week) 

Rejection  (after  one 

33 

98.5 

0.15t 

week) 

232 

99.0 

0.07f 

* p < 0.05  in  comparifK>n. 
t p < 0.05  in  comparison. 

TABLE  III.  Daily  body  weight  (kilograms) 

in  human 

renal  allografts 

Number 

of 

Sx  ( ±1 

Period  for 

Observa- 

X 

(Standard 

All  Patients 

tions 

(Mean) 

Error) 

First  postoperative 
week 

Other  postoperative 

34 

61.1 

2.6 

times 

257 

57.8 

0.9 

Nonrejection  (after  one 
week) 

Rejection  (after  one 

33 

47.2 

1.1* 

week) 

224 

59.4 

0.9* 

♦ p < 0.001  in  comparison. 


TABLE  IV.  Daily  (twenty-four  hours)  urine  volume  (milliliters) 
in  human  renal  allografts 


Period  for 
All  Patients 

Number 

of 

Observa- 

tions 

X 

(Mean) 

Sx  ( ±1 
Standai'd 
Error) 

First  postoperative 
week 

18 

1,544 

563 

Other  postoperative 
times 

209 

2,441 

114 

Nonrejection  (after  one 
week) 

33 

3,842 

168* 

Rejection  (after  one 
week) 

175 

2,177 

121* 

♦ p < 0.001  in  comparison. 


were  clinically  determined  after  the  first  postopera- 
tive week. 

Oral  temperatures  were  generally  elevated  (p  < 
0.05)  in  all  patients  to  an  average  of  99.4  F.  dur- 
ing the  first  postoperative  week  (Table  II). 
Following  the  initial  post-transplant  time,  oral 
temperatures  significantly  (p  < 0.05)  reflected  re- 
jection by  being  elevated  (namely,  mean  99  F.). 
Body  weight  showed  no  significant  differences  in 
all  patients  in  general  in  the  initial  versus  later 
postoperative  period  (Table  HI).  In  contrast,  all 
patients  rejecting  renal  transplants  after  the  initial 
time  had  quite  significant  (p  < 0.001)  elevations 
in  body  weight. 


Renal  function.  Significant  differences  in  all 
patients  in  the  daily  urine  volume  were  not  appar- 
ent in  the  early  versus  later  postoperative  periods 
(Table  IV).  The  marked  reduction  in  urine  vol- 
ume seen  in  the  patients  rejecting  renal  transplants 
later  was,  however,  quite  significant  (p  < 0.001). 

Blood  urea  nitrogen  levels  were  moderately  ele- 
vated in  the  initial  postoperative  period  in  both 
rejecting  as  well  as  nonrejecting  patients  (Table 
V).  After  this  period  significant  (p  < 0.001)  blood 
urea  nitrogen  elevations  were  consistently  ap- 
parent in  patients  judged  to  have  late  or  delayed 
periods  of  renal  allograft  rejection.  Serum  creati- 
nine elevations  in  all  patients  were  high  initially 
(average  10.5  mg.  per  100  ml.).  These  fell  after  one 
week  (average  5.9  mg.  per  100  ml.).  Patients  who 
later  were  not  judged  to  be  rejecting  their  trans- 
plants had  significantly  (p  < 0.001)  lower  serum 
creatinine  levels  (average  1.5  mg.  per  100  ml.). 
Patients  with  late  rejections  maintained  high 
serum  creatinine  levels  (average  6.5  mg.  per  100 
ml.).  Endogenous  creatinine  clearances  correlated 
well  with  the  serum  creatinine  changes. 

Enzymes,  uric  acid,  calcium,  and  phosphorus. 
Serum  lactic  dehydrogenase  and  glutamic  oxalo- 
acetic transaminase  levels  were  not  significantly 
elevated  in  the  early  versus  the  later  post-trans- 
plant  period.  Moreover,  these  values  were  not 
significantly  elevated  in  the  rejecting  versus  the 
nonrejecting  patients  studied  after  the  first  post- 
operative week.  Uric  acid  levels  (average  4.2  mg. 
per  100  ml.)  in  nonrejecting  patients  studied  later 
were  significantly  lower  (p  < 0.001)  than  those 
noted  in  the  late-rejecting  patients  (average  value 
6.8  mg.  per  100  ml.). 

Serum  calcium  levels  were  higher  in  all  patients 
after  the  initial  postoperative  period  (p  < 0.05) 
(Table  VI).  The  calcium  levels  were  lower  (p  < 
0.01)  in  rejecting  patients  studied  after  the  ini- 
tial post-transplant  period.  Higher  phosphorus 
(p  < 0.01)  levels  were  present  at  the  same  time. 
All  patients  had  higher  alkaline  phosphatase  levels 
after  one  postoperative  week  (Table  VI).  There 
was  no  significant  difference  noted  between  non- 
rejecting and  rejecting  patients  at  this  time. 
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TABLE  V.  Blood  urea  nitrogen  (milligrams  per  100  ml.)  in 
' human  renal  allografts 


Period  for 
All  Patients 

Number 

of 

Observa- 

tions 

X 

(Mean) 

S5  (±1 
Standard 
Error) 

First  postoperative 
week 

39 

57.3 

4.1 

Other  postoperative 
times 

287 

56.0 

1.4 

Nonrejection  (after  one 
week) 

34 

28.9 

2.5* 

Rejection  (after  one 
week) 

253 

59.7 

1.4* 

* p < 0.001  in  comparison.  (Normal  range  for  this  institution  is  7 
to  20  mg.  per  100  ml.) 


Other  biochemical  tests.  Serum  sodium  levels 
exhibited  no  significant  differences  in  patients  in 
the  early  versus  the  later  post-transplant  times. 
Patients  who  underwent  allograft  rejection  epi- 
sodes later  had  lower  serum  sodium  levels  (average 
133.2  mEq.  per  liter).  Although  urine  sodium 
concentrations  were  lower  in  all  patients  one  week 
postrenal  transplantation,  these  values  exhibited 
no  difference  in  rejecting  versus  nonrejecting  pa- 
tients. Serum  potassium  levels  were  slightly 
higher  in  patients  rejecting  later  (average  5.1 
mEq.,  per  liter,  p < 0.001).  No  significant  differ- 
ences in  carbon  dioxide  levels  were  noted. 

Total  serum  protein  concentrations  showed  no 
significant  variations  in  these  patients.  Although 
serum  albumin  levels  were  lower  in  patients  reject- 
ing transplants  later,  tbe  difference  was  not 
significant.  Serum  bilirubin  levels  were  not 
significantly  different.  Prothrombin  times  (per 
cent  normal)  were  lower  in  late-rejecting  patients 
(72.5  percent)  compared  with  nonrejecting  patients 
(89  per  cent).  The  difference  was  significant  (p  < 
0.01). 

Hematologic  tests.  Hematocrit  levels  showed 
no  significant  variation  in  the  patients  during 


early  or  later  postoperative  times.  Platelet  levels 
were  higher  in  all  patients  after  the  first  post- 
operative week  (average  282,203,  p < 0.01).  No 
other  statistically  significant  alterations  in  platelet 
levels  were  detected. 

Table  VII  summarizes  the  total  white  cell  counts 
obtained  in  the  renal  allograft  recipients  at  the 
various  postoperative  intervals.  Leukocytosis  was 
present  initially  in  all  patients.  At  later  times 
patients  undergoing  treatment  for  allograft  rejec- 
tion had  lower  white  cell  counts  (Table  VII). 
Similarly,  at  this  same  interval,  lower  total 
lymphocyte  levels  were  detected  (Table  VIII). 

Immunochemical  tests.  Table  IX  summarizes 
the  immunoglobulin  and  complement  levels  mea- 
sured in  the  various  renal  transplant  patients. 
No  statistically  significant  variation  in  immuno- 
globulin levels  was  noted  under  the  present  meth- 
ods of  assessment.  Complement  levels  (C'3)  were 
slightly  lower  in  patients  who  rejected  later,  but 
this  was  not  statistically  significant.  Thus,  none 
of  these  tests  employed  appeared  to  be  singularly 
prognostic  or  diagnostic  for  human  renal  allograft 
rejection. 

Comment 

At  present  there  can  be  no  likely  single  prognos- 
tic or  diagnostic  laboratory  test  for  human  renal 
allograft  rejection.  Many  of  the  currently  de- 
scribed tests  in  major  part  reflect  antecedent 
uremia  or  subsequent  deterioration  of  renal  func- 
tion with  recurrent  uremia.  Astute  clinical  judg- 
ment will  never  be  supplanted  by  a nonspecific 
battery  of  laboratory  tests.  Moreover,  in  any  renal 
allograft  program,  continuous  and  meticulous 
attention  must  be  directed  toward  assurance  that 
the  general  condition  of  the  patient  is  not  being 
altered  by  drug  toxicity,  ureteral  obstruction, 
urinary  fistula,  vascular  narrowing,  or  occlusion. 
None  of  the  present  patients  underwent  these 
aforementioned  complications  during  the  period 


TABLE  VI.  Calcium,  phosphorus,  and  alkaline  phosphatase  levels  in  human  renal  allografts* 

^ - Number  of  Observations — ■ x (Mean) ■ Sx  (1  Standard  Error)  ■ 

Alkaline  Alkaline  Alkaline 

Phos-  Phospha-  Phos-  Phospha-  Phos-  Phospha- 

Calcium  phorus  tase  Calcium  phorus  tase  Calcium  phorus  tase 

Period  for  (mg.  per  (mg.  per  (mlU  per  (mg.  per  (mg.  per  (mlU  per  (mg.  per  (mg.  per  (mlU  per 


All  Patients 

100  ml.) 

100  ml.) 

ml.) 

100  ml.) 

100  ml.) 

ml.) 

100  ml.) 

100  ml.) 

ml.) 

First  postopera- 
tive week 

25 

25 

19 

8.2 

4.9 

5.1 

0.2t 

0.5 

0.9** 

Other  postopera- 
tive times 

138 

129 

110 

8.9 

4.0 

10.4 

o.it 

0.1 

1.0** 

Nonrejection 
(after  one 
week) 

24 

22 

22 

9.7 

2.4 

11.7 

0.2** 

0.2** 

0.9 

Rejection  (after 
one  week) 

114 

107 

88 

8.7 

4.3 

10.1 

0.1** 

0.1** 

1.2 

* Normal  ranROB:  Calcium  9 to  lO..'')  m(?.  per  100  ml.;  phosphorus  2.5  to  4.5  rnt;.  per  100  ml.;  alkaline  phosphatase  30  to  8,')  mean  international  units 
per  milliliter  (old  units  1.8  to  5 Hes.soy-l.owry  and  Brock  units), 
t p < u.d.-i. 

♦♦  p < 0.01. 
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TABLE  VII.  Total  white  blood  cell  levels  in  human 
renal  allografts 


Period  for 
All  Patients 

Number 

of 

Observa- 

tions 

X 

(Mean) 

Sx  ( ±1 
Standard 
Error) 

First  postoperative 
week 

41 

10,711 

785* 

Other  postoperative 
times 

279 

8,304 

245* 

Nonrejection  (after  one 
week) 

32 

11,039 

703 1 

Rejection  (after  one 
week) 

247 

7,950 

257 1 

• p v,  0.05  in  comparison, 
t p < O.Ol  in  comparison. 

TABLE  VIII.  Total  lymphocyte 
renal  allografts 

levels  in 

human 

Period  for 

N umber 
of 

Observa- 

X 

Sx  ( ±1 
Standard 

All  Patients 

tions 

(Mean) 

Error) 

First  postoperative 

week 

28 

1,104 

229 

Other  postoperative 

times 

182 

661 

34 

Nonrejection  (after  one 

week) 

29 

1,242 

97* 

Rejection  (after  one 

week) 

153 

551 

28* 

♦ p < 0.01  in  comparison. 

of  observation,  and  as  a result  the  variations  are 
in  large  part  due  to  the  presence  or  absence  of 
allograft  rejection  and  associated  therapy.  The 
value  of  assessment  of  the  clinical  validity  of  these 
tests  in  present  context  is  thus  assured. 

We  have  failed  to  detect  renal  allograft  tender- 
ness or  pain  as  a reliable  sign  during  initial  rejec- 
tion in  the  present  series.  The  initial  postoperative 
week  is  greatly  masked  by  the  metabolic  response 
to  surgical  trauma.  Moreover,  therapy  is  usually 
maximal  during  this  time  averting  some  major  con- 
cern over  possible  appearance  of  allograft  rejection. 
Therapy  at  our  center  during  this  period  has  usually 


been  influenced  by  known  pretransplant  dangers, 
such  as  blood  group  incompatibilities,  preformed 
lymphocytotoxic  antibodies,  tissue-typing  differ- 
ences, donor  hypotension,  and  tubular  necrosis. 
Immunosuppressive  regimens  in  other  post- 
operative periods  have  been  more  significantly 
influenced  by  the  judgment  of  the  presence  of 
allograft  rejection. 

Oral  temperature  elevation  in  the  absence  of 
urinary  infection  has  been  a most  reliable  sign  of 
allograft  rejection.  Care  must  be  directed  to  dif- 
ferentiate this  fever  from  that  possibly  caused  by 
perigraft  fluid  collection  or  wound  sepsis.  Ultra- 
sonic testing,  hypogastric  arteriograms,  as  well  as 
radioisotopic  testing  of  graft  perfusion  or  intra- 
venous pyelography  aid  in  differentiation.  Biopsy 
may  be  necessary. 

Late  changes  in  body  weight,  we  believe,  reflect 
allograft  rejection  secondarily.  Thus,  uremia  plus 
increased  steroid  therapy  undoubtedly  play  major 
roles  in  influencing  this  clinical  sign. 

Urine  volume  reduction  in  the  late  follow-up 
period  is  a most  helpful  sign  of  allograft  rejection 
(Table  IV).  Urine  sodium  concentration  or  even 
osmolality  have  not  been  helpful  in  our  hands 
in  contrast  to  others.^  Blood  urea  nitrogen 
levels  were  not  initially  diagnostically  helpful  in 
contrast  to  other  reports.'"’  Serum  creatinine 
alterations  on  a day-to-day  basis  reflected  the 
graft  function  with  or  without  clinically  significant 
rejection.  We  place  great  store  in  this  test  at  our 
center.  Our  therapy  has  beep  significantly  altered 
as  a result  of  change  in  this  parameter. 

Serum  uric  acid  levels  vary  as  a result  of  uremia. 
Similarly,  the  variations  in  calcium  and  phospho- 
rus reflected,  in  our  opinion,  secondary  alterations 
in  the  uremic  state  and  parathyroid  function. 
These  features,  while  being  influenced  by  renal 
function  level,  were  of  only  minimal  diagnostic 
value.  The  remainder  of  changes  in  electrolyte  or 
acid-base  status  were  of  no  diagnostic  value  other 
than  to  document  severe  renal  functional  impair- 
ment and  recurrent  uremia.  Variations  in  hema- 
tologic parameters  are  monitored  to  detect  individ- 
ual responsiveness  and  variation  to  the  particular 
immunosuppressive  regimen  and  were  of  no  prog- 


TABLE  IX.  Immunoglobulin  and  complement  levels*  in  human  renal  allografts 
Period  for  Number  of  Observations  x (Mean) ■ Sx  (1  Standard  Error) 


All  Patients 

IgG 

IgA 

IgM 

C'3 

IgG 

IgA 

IgM 

C'3 

IgG 

IgA 

IgM 

C'3 

First  postopera- 
tive week 

24 

24 

24 

24 

1086 

149 

117.0 

93.7 

116 

16.3 

16.6 

11.9 

Other  postopera- 
tive times 

112 

112 

111 

111 

1075 

142 

116.5 

112.5 

43.2 

9.5 

8.2 

9.4 

Nonrejection 
(after  one 
week) 

30 

30 

30 

30 

959 

126 

85.8 

115.6 

55.6 

15.1 

12.3 

6.0 

Rejection  (after 
one  week) 

82 

82 

81 

81 

1114 

148 

127.9 

111.4 

54  8 

11.7 

10.0 

5.6 

* Normal  ranges:  IgG  (immunoglobulin  G)  1,200  dz  300  mg.  per  100  ml.;  IgA  (immunoglobulin  A)  228  ± 121  mg.  per  100  ml.;  IgM  (immuno- 
globulin M)  80  =b  29  mg.  per  100  ml.;  C'3  (complement)  145  =t  22  mg.  per  100  ml. 
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nostic  value  for  presence  or  absence  of  allograft 
rejection. 

Immunologic  testing  was  done  indirectly  by 
measuring  levels  of  three  immunoglobulins  and  by 
quantitating  a single  component  of  the  comple- 
ment complex.  As  a result,  multiple  tests  in  indi- 
vidual patients  have  been  of  more  practical  value 
rather  than  a general  assignment  of  range  of 
normality.  Subsequent  study  will  evaluate 
serologic  and  immunologic  parameters  more 
directly,  for  example,  the  changes  in  circulating 
levels  of  lymphocytotoxic  antibodies. 

Summary 

Various  physical,  biochemical,  hematologic, 
and  immunochemical  tests  were  evaluated  in  a 
series  of  renal  allograft  recipients  at  the  Roswell 
Park  Memorial  Institute.  The  tests  were  retro- 
spectively evaluated  by  aid  of  computer  assess- 
ment to  determine  which  correlated  best  with  the 
clinical  presence  or  absence  of  renal  allograft 
rejection.  The  prognostic  as  well  as  diagnostic 
features  of  these  tests  were  particularly  empha- 
sized. 

Diastolic  blood  pressure  elevations  in  the  late 
postoperative  period  in  association  with  oral 
temperature  elevation  greater  than  99  F.  correlated 
well  with  the  onset  of  a rejection  episode.  Secon- 
dary changes  in  body  weight  were  of  less  benefit. 
A reduction  in  urine  volume  associated  with  in- 
crease in  serum  creatinine  level  in  the  late  post- 
operative period  remained  the  most  sensitive  index 
of  rejection.  Changes  in  calcium,  phosphorus, 
sodium,  potassium,  and  uric  acid  were  clinically 
related  to  variations  in  the  uremic  state  and  not 
to  onset  of  rejection.  Serum  glutamic  oxaloacetic 


transaminase  and  lactic  dehydrogenase  and 
alkaline  phosphatase  were  not  of  prognostic 
value.  Hematologic  tests  reflected  individual 
responses  to  immunosuppressive  regimens  rather 
than  rejection.  Immunochemical  studies  must  be 
individualized  on  the  basis  of  allograft  values  to 
be  of  prognostic  value.  Direct  serologic  and 
immunologic  parameters  are  being  studied. 
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MANAGEMENT  OF 
OCULAR  INJURIES 


One  of  the  most  common  errors  by  nonophthal- 
mologists is  to  instill  atropine  after  a simple  eye 
injury.  The  resultant  dilation  and  paralysis  may 
last  for  many  days,  often  causing  the  patient  loss 
of  time  from  work.  Topical  anesthesia  and  anti- 
biotic ointments  tend  to  interfere  with  healing  and 
should  be  used  as  infrequently  as  possible.  Steroids 
minimize  reactions  in  keratitis  and  to  incomplete 
removal  of  rust  ring.  Only  sterile  solutions  and 
instruments  should  be  used;  always  attempt  to  re- 
move all  rust.  In  perforation  of  the  globe  or  deep 
injury  to  the  cornea,  if  one  is  not  sure  whether  to 
use  a miotic  or  a mydriatric  agent,  the  best  rule  is 
to  use  neither.  One  should  hesitate  to  patch  an  eye 
that  is  discharging  purulent  material  as  it  tends  to 
macerate  the  cornea.  Pain  or  loss  of  vision  not  due 
to  obvious  cause  demands  consultation. 


DAN  M.  GORDON,  M.D.,  F.A.C.S.t 
New  York  City 

f Associate  Professor  of  Ophthalmology.  Cornell  University 
^ Medical  College- New  York  Hospital 

By  observing  a few  fundamental  principles,  the 
nonophthalmologist  can  often  prevent  the  com- 
moner ocular  emergencies  from  resulting  in  per- 
manent injury.  Most  ocular  emergencies  lend 
themselves  to  medical  therapy.  Surgery  is  in- 

Idicated  usually  in  postoperative  conditions  and 
after  certain  trauma.  Some  of  the  commoner 
injuries  will  be  discussed. 

Diagnosis 

A minimum  of  equipment  is  needed  before  deal- 
ing with  eye  emergencies:  (1)  some  form  of  mag- 

nification, preferably  a loupe;  (2)  a focal  light, 
preferably  a floor  lamp;  and  (3)  a treatment  tray 
which  contains  cotton  balls,  toothpick  swabs, 

' sterile  fluid  for  irrigation  (either  in  a squeeze 
bottle  or  an  atomizer),  topical  anesthetic,  0.5  per 
f cent  tetracaine  solution,  proparacaine  hydro- 
i chloride  (Ophthaine),  or  benoxinate  hydrochloride 
1 (Dorsacaine),  but  not  cocaine;  a spud  or  hypo- 
dermic needles  for  removing  foreign  bodies;  fluo- 
I rescein  for  staining  the  cornea;  a lid  retractor;  a 
( cycloplegic  drug,  0.5  per  cent  homatropine  solution 
» or  0.5  per  cent  cyclopentolate  hydrochloride  solu- 
i tion;  eye  pads;  and  cellophane  tape. 

' Cycloplegic  drugs  should  be  available  even 
J though  they  are  used  rarely;  they  are  never  used 
i after  removal  of  a simple  foreign  body.  Many 
patients  have  been  almost  immobilized  for  a week 
■ or  two  by  a dilated  pupil  caused  by  the  unnecessary 
t!  instillation  of  atropine  after  a trivial  injury. 

A complete  history  should  be  obtained.  If  the 
» patient  is  in  obvious  pain  and  if  you  know  that 
» you  are  dealing  with  an  injury,  and  not  a possible 
f eye  disease  in  which  symptoms  may  be  masked 
* by  the  administration  of  a topical  anesthetic,  a 
\ drop  of  topical  anesthetic  may  render  physical 
I examination  much  simpler. 

' During  the  examination  you  must  have  the  eye 
j under  constant  control  in  order  not  to  exaggerate 
? any  injury  that  is  already  present.  To  that  end 
you  should  always  hold  the  upper  or  lower  lid 
forcibly  against  the  adjacent  bony  orbital  margin, 

■ so  that  no  matter  how  hard  the  patient  squeezes, 
he  cannot  forcibly  close  his  own  eye. 

Fluorescein  stains  denuded  corneal  areas  green. 
Fluorescein  comes  in  2 per  cent  solution  and  in 
individual  sterile  filter  strips.  Thirty  seconds 
I after  the  fluorescein  has  been  instilled  into  the 
I Presented  at  the  164th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York  City,  Section  on  Industrial 
Medicine  and  Surgery,  Februetry  10,  1970. 
tDeceased. 


anesthetized  eye,  it  is  irrigated  with  a sterile, 
bland  solution.  If  a fluorescein  strip,  which  is 
preferable,  is  employed,  it  can  be  placed  inside 
the  lower  lid  of  the  anesthetized  eye  with  the  eye 
looking  up.  The  strip  is  removed  after  10  to  15 
seconds;  irrigation  is  unnecessary.  The  eye  is  then 
examined  with  good  focal  illumination  and  magni- 
fication to  determine  the  extent  of  corneal  injury 
or  disease  as  denoted  by  staining. 

Several  other  considerations  are  important  to 
the  eye  examination: 

1.  Most  foreign  bodies  tend  to  lodge  on  or  near 
the  shelf  just  inside  the  conjunctival  border  of 
the  upper  lid.  Therefore,  one  must  always  evert 
or  doubly  evert  the  upper  lid. 

2.  Irregularity  of  the  corneal  reflexes  to  light 
or  loss  of  the  normal  mirror-like  relucency  of  the 
cornea  indicates  disease  or  injury. 

3.  The  important  signs  of  intraocular  injury 
are  blood  in  the  anterior  chamber,  hyphema;  dis- 
tortion, dilatation,  or  paralysis  of  the  pupil  not 
due  to  previous  medication;  shallow  anterior 
chamber  in  comparison  to  the  other  eye;  a black 
fundus  reflex;  or  gray  shadows  or  masses  in  the 
fundus. 

4.  The  patient  may  have  normal  vision  even  in 
the  presence  of  serious  eye  injury. 

5.  Ocular  examination,  especially  following 
trauma,  is  incomplete  without  ophthalmoscopy 
employing  a high-convex  lens  (plus  12  or  15)  and 
starting  6 or  8 inches  from  the  patient’s  eye  to 
examine  the  media.  After  focusing  on  the  pupil 
and  picking  up  the  red  reflex,  the  amount  of 
convexity  is  slowly  decreased  as  the  pupil  is 
approached  and  the  fundus  examined.  Corneal 
scars,  foreign  bodies,  or  lens  opacities  are  noted 
as  dark  spots  within  the  red  reflex.  Vitreous 
hemorrhages  and  retinal  detachments  cause  the 
normal  red  reflex  to  be  obscured.  A vitreous 
hemorrhage  will  be  seen  as  a black  mass  within 
the  red  reflex  and  when  large,  will  produce  a black 
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reflex  that  replaces  all  or  part  of  the  normal  red 
fundus  reflex.  Retinal  detachments  are  usually 
noted  as  gray,  elevated  areas  over  which  the  retinal 
vessels  may  be  noted  to  be  black  rather  than  red. 

6.  An  iris  that  trembles,  iridodonesis,  during 
movement  of  the  eye  indicates  that  the  lens  is 
either  dislocated  or  missing.  When  no  previous 
cataract  surgery  has  been  done,  it  must  be  assumed 
that  the  lens  has  been  dislodged  by  trauma. 

7.  Bleeding  around  the  eye,  in  the  lids  (“black 
eye”),  or  from  the  nose,  or  ears  following  a head 
injury  may  be  due  to  intracranial  damage. 

8.  Diplopia  indicates  local  or  central  nerve, 
muscle,  or  brain  injury. 

Principles  of  therapy 

Foreign  bodies.  Ocular  trauma  is  most  fre- 
quently caused  by  conjunctival  and  corneal  foreign 
bodies  and  by  chemical  substances.  Improperly 
treated,  the  latter  may  cause  serious  loss  of  vision. 
A superficial  foreign  body  on  the  upper  lid  can  be 
wiped  off  easily  with  a moistened  toothpick  ap- 
plicator. Corneal  foreign  bodies  can  usually  be 
lifted  off  easily,  under  magnification  and  good 
illumination,  with  a sterile  hypodermic  needle. 
Visualization  is  improved  by  the  use  of  fluorescein 
staining.  The  use  of  an  eye  patch  for  some  hours 
facilitates  healing.  When  sterile  instruments, 
such  as  hypodermic  needles,  have  been  used  for 
removal  of  a foreign  body  and  the  eye  does  not 
appear  to  be  infected,  simple  irrigation  with  a 
bland,  sterile  solution  is  sufficient;  additional 
medication  is  unnecessary. 

Occasionally  a large  number  of  foreign  bodies 
will  be  seen  in  a cornea.  When  it  is  evident  that 
attempted  removal  of  these  foreign  bodies,  espe- 
cially in  the  pupillary  area,  might  result  in  con- 
siderable corneal  scarring  and  consequent  loss  of 
vision,  it  may  be  wise  to  wait  and  allow  the  foreign 
bodies  to  extrude  themselves. 

If  a foreign  body  has  penetrated  through  the 
cornea  into  the  anterior  chamber  and  still  pro- 
trudes externally,  it  is  best  not  to  attempt  re- 
moval but  to  refer  the  patient  immediately  to  an 
ophthalmologist.  These  objects  are  frequently 
broken  off  when  attempts  are  made  to  remove 
them,  thus  rendering  later  removal  difficult. 

When  a patient  is  struck  in  the  eye  with  a flying 
particle  while  using  a hammer  or  other  metal 
object,  the  tool  should  be  examined  to  determine 
whether  or  not  it  is  magnetic.  It  will  also  be 
helpful  to  locate  the  particle,  because  it  can  then 
be  matched  against  the  tool  from  which  it  came 
to  see  if  any  portion  may  be  missing  and  possibly 
still  be  in  the  eye. 

Metallic  corneal  foreign  bodies  composed  of  iron 
are  important  because  they  produce  rust  rings,  and 
rust  is  toxic  to  the  eye.  There  are  three  compo- 
nents to  this:  (1)  the  foreign  body  which  is  easily 
lifted  off  as  a rule,  (2)  the  rust  which  must  be  re- 
moved in  toto  if  possible,  and  (3)  the  stain  around 


the  rust,  which  is  insignificant.  Rust  can  be  dif- 
ferentiated from  stain  by  the  fact  that  rust  pro- 
duces a gritty  sensation  when  touched  by  a metal- 
lic instrument.  As  long  as  this  sandpapery 
sensation  is  obtained,  rust  is  still  present.  The 
rust  can  be  lifted  off  with  the  fine  point  of  a knife, 
scraped  off,  curetted  off,  or  removed  by  battery- 
powered,  burr-like  dental  instruments  especially 
made  for  the  purpose  and  sold  by  surgical  supply 
companies.  Preferably,  I take  a tightly  wound 
cotton-tipped  applicator  with  a tip  of  about  1 to 
1.5  mm.  in  width  and  dip  it  into  1 per  cent  silver 
nitrate,  as  in  a Crede  applicator.  I then  wring  off 
the  excess.  The  eye  meanwhile  has  been  anesthe- 
tized with  3 drops  of  topical  anesthetic  applied  over 
five  to  ten  minutes.  I touch  the  rusted  area  with 
the  silver  nitrate,  wait  fifteen  seconds,  irrigate,  and 
then  put  on  an  eye  patch.  I have  the  patient  re- 
turn the  next  day  and  simply  lift  off  the  precipi- 
tated area  with  the  narrow,  sharp-pointed  tip  of  a 
knife.  I apply  a patch  for  twenty-four  hours,  and 
that  is  usually  all  that  is  necessary. 

Chemical  substances.  When  chemical  sub- 
stances enter  the  eye,  one  should  immediately  in- 
still a topical  anesthetic  and  copiously  irrigate  the 
eye.  Any  residual  matter  must  be  picked  out  with 
forceps  or  a moist  cotton  swab,  then  proceed  with 
the  normal  part  of  the  examination,  including  the 
history.  Irrigation  is  done  with  any  available 
bland  liquid,  such  as  water,  soda-water,  or  milk. 

Alkali  burns  of  the  eye,  most  commonly  caused 
by  lime,  are  serious  because  of  their  prolonged 
activity.  As  long  as  there  is  any  tiny  particle  left 
within  the  cul-de-sac,  the  alkali  will  continue  to 
damage  the  eye.  It  is  necessary  to  pick  out  any 
residual  particles.  The  lid  should  be  doubly 
everted  so  that  every  crevice  and  corner  of  the  cul- 
de-sac  is  cleansed  of  any  injurious  material. 
Many  corneas  burned  by  alkali  do  poorly  and  are 
poor  subjects  for  corneal  transplants.  Recent 
work  indicates  that  the  use  of  anticollagenase, 
such  as  cysteine,  applied  topically  several  days 
after  injury  may  reverse  the  deleterious  process. 
As  a rule,  acid  burns  are  less  serious  and  more 
rapid  in  their  action.  The  acid  hits  the  cornea  and 
burns  it,  causing  an  eschar  which  prevents  further 
penetration  of  the  acid  into  the  cornea. 

Following  copious  irrigation  and  removal  of  all 
foreign  chemical  substances,  stain  the  cornea  with 
fluorescein  to  assess  the  damage  and  highlight  any 
chemical  particles  or  other  foreign  particles  that 
may  have  been  overlooked.  The  eye  is  now  treated 
as  a corneal  burn,  which  means  that  a steroid - 
antimicrobial  combination,  preferably  an  oint- 
ment, such  as  neomycin  sulfate-dexamethasone 
sodium  phosphate  (NeoDecadron),  neomycin 
sulfate-hydrocortisone  acetate  (Neo-Cortef),  poly- 
mixin  B-bacitracin-neomycin-hydrocortisone 
(Cortisporin),  prednisolone  and  neomycin  sulfate 
(Predmycin),  prednisolone  acetate  and  sodium 
sulfacetamide  (Metimyd),  neomycin-triamcino- 
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lone  acetonide  (Neo-Aristocort),  or  triamcinolone 
(Kenacort)  is  instilled.  If  there  is  deep  corneal 
damage,  it  is  wise  to  dilate  the  pupil  with  a short- 
acting cycloplegic  drug.  If  you  are  in  doubt  about 
using  a cycloplegic  drug,  leave  it  out.  If  both  the 
cornea  and  adjacent  sclera  have  been  burned, 
corticosteroids  can  interfere  with  healing;  there- 
fore, use  them  sparingly  when  the  sclera  is  involved 
in  the  burn.  However,  under  no  circumstances 
should  the  nonophthalmologist  instill  atropine 
into  an  eye  that  has  not  had  a perforating  injury. 
It  is  much  safer  for  him  to  instill  a short-acting 
cycloplegic  drug,  such  as  cyclopentolate,  homatro- 
pine,  or  tropicamide,  the  use  of  which  can  always 
be  repeated  if  necessary.  An  eye  patch  is  now  ap- 
plied. If  there  has  been  considerable  loss  of 
corneal  epithelium,  it  may  be  wise  to  put  on  a 
double  patch;  this  is  firmly  affixed  with  regular 
adhesive  tape  and  kept  in  place  for  approximately 
forty-eight  hours.  The  double  patch  immobilizes 
the  eye.  The  patient  should  be  instructed  to  keep 
his  other  eye  closed  as  much  as  possible  for  the 
first  hours  to  achieve  complete  immobilization. 

Lacerations.  Laceration  of  the  globe  is  as- 
sociated with  pain  which  causes  the  patient  in- 
voluntarily to  squeeze  his  lids  together.  Never 
try  to  force  the  lids  apart.  The  patient  will  only 
squeeze  his  lids  more  tightly  and  may  further 
damage  an  already  injured  eye.  If  laceration  is 
suspected  and  an  ophthalmologist  is  not  available, 
begin  administration  of  systemic  antibiotics  im- 
mediately and  patch  both  eyes  in  the  interim. 
The  patient  should  avoid  any  exertion  which  might 
increase  his  intraocular  pressure  and  cause  him 
to  extrude  the  contents  of  a lacerated  globe. 

Lid  injuries.  Blows  to  the  lids  most  commonly 
cause  ecchymosis,  or  the  black-and-blue  eye.  This 
condition  rapidly  responds  to  daily  intramuscular 
injection  of  1 cc.  of  chymotrypsin.  The  injection 
of  20  units  of  hyaluronidase  into  the  discolored 
area  will  stimulate  more  rapid  absorption  of  the 
blood  but  is  inadvisable  in  elderly  and  debilitated 
patients  since  it  may  produce  more  bleeding. 
Topically  applied,  dimethyl  sulfoxide  (DMSO) 
works  wonders  in  absorbing  the  blood. 

Lid  bleeding  can  usually  be  controlled  easily 
by  simple  pressure  over  the  bleeding  area  through 
a sterile  dressing.  Never  press  directly  on  the 
globe  itself  but  always  against  the  upper  or  lower 
orbital  rim.  In  the  event  that  the  lid  has  been 
lacerated  or  practically  torn  away,  the  entire  area 
should  be  covered  with  an  antibiotic  ointment 
and  then  patched.  Large  debridements  should 
never  be  done.  Partially  severed  ocular  tissues 
which  hang  down,  such  as  the  edge  of  an  eyelid 
with  its  lashes,  and  are  almost  completely  sepa- 
rated from  the  rest  of  the  lid  will  often  heal  with 
amazing  rapidity.  Extensive  debridement  or 
excision  of  such  dangling  tissue  areas  should  be 
avoided  if  possible. 

An  antibiotic  ointment  should  not  be  instilled 


if  there  is  any  danger  that  the  globe  has  been 
lacerated,  since  ointments  penetrating  the  eye 
act  as  oily  intraocular  irritants.  When  in  douht 
anesthetize,  cleanse  as  much  as  possible  without 
doing  damage,  instill  local  antimicrobial  drops, 
and  apply  a sterile  patch  over  both  eyes.  Systemic 
antibiotics  may  be  indicated  if  intraocular  penetra- 
tion has  occurred. 

Simple  skin  lacerations  may  be  closed  with  5-0 
or  6-0  silk  sutures.  If  the  laceration  is  through 
the  lash  margin  of  the  lid,  the  cut  distal  edges  must 
be  approximated,  or  else  lid-notching  will  occur. 
When  the  laceration  is  deep,  close  the  lid  in  layers. 
If  the  laceration  extends  through  the  conjunctival 
surface,  the  cut  ends  of  the  sutures  should  be 
buried  within  the  lid  or  they  may  abrade  the 
cornea.  If  the  laceration  is  between  the  punctum 
and  the  nose,  the  potency  of  the  lacrimal  apparatus 
must  be  investigated  before  the  lid  is  repaired. 

Every  effort  should  be  made  to  repair  a lacerated 
globe  or  to  see  that  it  is  repaired,  unless  it  is  com- 
pletely destroyed.  In  every  laceration  of  the  globe, 
sympathetic  ophthalmia  is  remotely  possible, 
especially  if  the  injury  occurs  in  the  region  of  the 
ciliary  body  in  the  zone  within  3 to  5 mm.  of  the 
limbus.  Extensively  lacerated  globes  may  be 
salvaged  by  the  new  technic  of  vitreous  removal. 
Tetanus  antitoxin  or  toxoid  gas  gangrene  antitoxin, 
antibiotics,  and  other  prophylactic  and  supportive 
measures  should  be  given  when  indicated.  Cul- 
tures can  be  taken  before  suturing  the  globe. 

If  the  patient  complains  of  diplopia,  a damaged 
extraocular  muscle  should  be  suspected. 

An  important  injury  is  the  “Herb  Score”  type, 
in  which  the  patient  is  struck  in  the  region  of  the 
orbit  with  a baseball. 

Emphysema  and  crepitation  on  palpation  or 
displacement  of  the  eyeball  suggest  fracture  of 
the  orbital  rim  and  demand  x-ray  examination. 
Diplopia  after  blunt  injury  to  the  eye  or  orbital 
area  means  a fracture  of  the  floor  of  the  orbit  until 
proved  otherwise.  When  this  type  of  fracture  is 
not  promptly  corrected,  the  eyeball  will  drop  or 
the  muscle  will  be  caught  in  the  crack  and  diplopia 
will  result.  Such  injuries  are  often  missed  on 
x-ray  examination.  Simple  lacerations  of  the 
orbital  skin  are  sutured  in  routine  fashion.  Sud- 
den loss  of  vision  accompanying  an  injury  to  the 
globe  may  mean  laceration  of  the  optic  nerve  or 
hemorrhage  into  the  nerve  sheath. 

Conjunctival  and  corneal  injuries.  While  a 
subconjunctival  hemorrhage  is  frightening  in 
appearance,  it  is  unimportant  and  no  special 
therapy  is  required.  Topical  application  of 
dimethyl  sulfoxide  to  the  anesthetized  eye  hastens 
absorption. 

Small  lacerations  of  the  conjunctiva,  which 
do  not  gape  widely,  need  not  be  sutured,  however, 
a penetrating  injury  must  be  ruled  out. 

Corneal  burns  heal  more  rapidly  when  treated 
with  topically  administered  steroid-antimicrobial 
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combinations.  Alkali  burns  often  destroy  vision. 
Treatment  with  anticollagenase  substances,  such 
as  cysteine,  may  save  the  globe. 

Chemical  gases  may  penetrate  the  cornea  and 
enter  the  globe,  necessitating  paracentesis  of  the 
anterior  chamber.  This  procedure  demands  the 
attention  of  an  ophthalmologist.  The  danger 
of  this  type  of  injury  should  be  borne  in  mind. 

When  chemicals  (or  flames)  enter  the  cul-de-sac, 
they  may  create  adhesions  between  the  abraded 
conjunctiva  and  the  cornea.  These  should  be 
prevented  by  (1)  instilling  bland  ointments  be- 
tween the  lids,  (2)  avoiding  complete  immobiliza- 
tion of  the  eye  for  long  periods,  and  (3)  inserting 
a shape-retaining  conformer  made  of  dental  wax 
or  some  similar  material  into  the  cul-de-sac  if  the 
burn  is  severe.  Occasionally,  contaminated 
foreign  material  in  the  cul-de-sac  will  result  in  an 
internal  (meibomianitis)  or  external  hordeolum 
(sty)  after  several  days. 

When  the  attending  physician  cannot  handle  a 
corneal  injury  or  estimate  its  gravity,  the  eye 
should  be  patched  and  thus  immobilized  until 
more  expert  attention  can  be  secured.  If  the 
injury  is  a penetrating  one,  both  eyes  should  be 
patched.  Blows  or  lacerating  injuries  to  the  cornea 
demand  ophthalmoscopic  examination  to  rule  out 
hemorrhage,  retinal  edema,  or  detachment. 
Blows  to  the  eye  may  produce  ruptures  of  the 
choroid  which  are  seen  as  semilunar  white  rings, 
concentric  with  and  usually  temporal  to  the  optic 
nerve.  Traumatic  anterior  chamber  hemorrhage 
(traumatic  hyphema)  tends  to  be  recurrent  and 
may  produce  secondary  glaucoma. 

Penetrating  wounds  of  the  cornea  are  always 
potentially  dangerous,  especially  if  they  have 
perforated  the  lens  or  iris.  One  should  note  the 
depth  of  the  anterior  chamber  by  comparing  it  to 
the  other  eye.  K a pupil  is  irregular  or  iris  pro- 
trudes through  the  laceration,  an  ophthalmologist 
should  be  consulted  immediately. 

Burns.  Flash  and  ultraviolet  radiation  burns 
of  the  cornea  rarely  cause  any  serious  problem 
except  for  the  initial  discomfort  and  lid  spasm, 
which  may  last  for  two  days.  Burns  due  to  boiling 
water,  flames,  or  hot  grease  which  have  not  caused 
serious  corneal  damage  are  also  in  this  category. 
Topical  anesthetic  should  be  immediately  instilled 
into  the  eye  to  show  the  patient  that  he  can  open 
his  lids  and  that  he  has  not  been  blinded.  Such 
burns  are  best  treated  with  cold  compresses, 
steroid-antimicrobial  combinations  four  to  six 
times  daily  for  the  first  few  days,  plus  ample 
reassurance.  Lid  burns  should  be  treated  in  the 
same  manner  as  skin  burns. 

Traumatic  hyphema.  Blunt  trauma  may  cause 
an  anterior  chamber  hemorrhage  (hyphema)  as  a 
result  of  either  a dialysis  of  the  iris  or  a torn  vessel 
at  the  iris  root.  The  anterior  chamber  becomes 
filled  with  blood,  and  vision  is  impaired.  This  is 
common  after  ocular  blows.  Hyphema  frequently 


accompanies  and  may  mask  more  serious,  deeper 
injuries,  such  as  a dislocated  lens,  rupture  of  the 
iris  or  separation  of  the  iris  from  its  root,  traumatic 
cataract,  vitreous  hemorrhage,  and  retinal  detach- 
ment, as  well  as  many  lesser  complications.  If  any 
blood  is  present  in  the  anterior  chamber,  the  pa- 
tient should  be  put  to  bed  for  complete  rest,  with 
his  head  elevated,  both  eyes  patched,  and  ap- 
propriate sedation  given  until  the  blood  is  absorbed 
and  the  danger  of  further  hemorrhage  averted. 
The  importance  of  traumatic  hyphema  lies  in  the 
high  incidence  of  complications  and  visual  loss 
which  follows,  primarily  as  a result  of  secondary 
hemorrhages  into  the  anterior  chamber.  Ap- 
proximately one  quarter  of  those  patients  in 
whom  traumatic  hyphema  develops  will  eventually 
have  significant  loss  of  vision. 

Secondary  hemorrhages  tend  to  occur  without 
warning  between  two  to  six  days  after  the  initial 
injury,  often  when  the  patient  appears  ready  for 
discharge.  The  most  important  complications  of 
the  hemorrhage  are  glaucoma;  blood-staining  of 
the  cornea,  which  usually  but  not  inevitably  occurs 
in  the  presence  of  secondary  glaucoma  or  with 
corneal  endothelial  damage  and  may  be  related 
to  the  amount  of  blood  present;  exudations  with 
posterior  adhesions  and  seclusion  of  the  pupils; 
peripheral  anterior  synechiae  (adhesions);  sym- 
pathetic ophthalmia,  which  is  rare;  and  long-term 
complications,  such  as  atrophy  of  the  iris,  atrophy 
of  the  optic  nerve,  and  heterochromic  iritis. 
Blood-staining  usually  disappears  slowly  over  a 
year  or  two,  although  it  may  not.  Changes  in  the 
macula  and  traumatic  cataracts  are  the  chief 
causes  of  poor  vision  following  traumatic  hyphema. 

The  patient  should  be  examined  for  bleeding, 
coagulation  and  prothrombin  time,  clot  retraction, 
capillary  fragility,  platelet  counts,  and  sickling  to 
rule  out  abnormalities  of  the  blood.  There  is  con- 
siderable disagreement  as  to  whether  miotic  or 
mydriatic  agents  should  be  used  in  the  treatment 
of  patients  with  traumatic  hyphema.  In  general, 
miotic  agents  and  carbonic  anhydrase  inhibitors 
are  indicated  if  the  pressure  is  increased,  and 
mydriatic  agents  are  indicated  if  posterior  syn- 
echiae are  seen  to  be  forming.  If  the  intraocular 
pressure  is  elevated  and  miotic  agents  and  car- 
bonic anhydrase  inhibitors  fail  to  produce  a 
favorable  drop  in  intraocular  pressure  witbin 
twenty-four  to  thirty-six  hours,  paracentesis  is 
indicated  probably  with  irrigation  or  removal  of 
clot. 

Removal  of  a clot  from  the  anterior  chamber  of 
the  eye  is  not  a simple  procedure.  However,  it 
has  been  shown  by  Scheie,  Ashley,  and  Burns* 
and  others  that  total  hyphema  can  be  removed 
by  repeated  irrigation  of  the  anterior  chamber 
with  fibrinolysin  solution  (1,250  units  per  cubic 

*Scheie,  H.  G.,  Ashley,  B.  .1.,  Jr.,  and  Burns,  D.  T.:  Treat- 
ment of  total  hyphema  with  fihrinolysin.  Arch.  Ophthal.  69: 
14.3  (196J). 
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centimeter).  When  the  rise  in  intraocular  pressure 
cannot  be  controlled  by  carbonic  anhydrase  in- 
hibitors, it  often  responds  to  intravenous  adminis- 
tration of  acetazolamide  (Diamox),  or  urea,  or  to 
the  oral  use  of  glycerol.  The  dose  of  glycerol  is 
1 to  2 Gm.  per  kilogram  of  body  weight  mixed  in 
lemonade  or  carbonate  beverage  (7-Up).  In  gen- 
eral, this  means  that  a small  person  should  be 
given  3 ounces  of  glycerol  and  a large  person  4 
ounces,  the  amount  of  pure  glycerol  before  mixing. 
Traumatic  hyphema  is  accompanied  by  uveitis 
which  can  be  controlled  by  the  use  of  local  or 
systemic  corticosteroids. 

The  management  of  traumatic  hyphema  depends 
on  whether  the  hemorrhage  is  primary  or  secondary 
and  whether  glaucoma  is  present.  The  treatment 
we  have  mentioned  applies  to  primary  hemorrhage. 
If  secondary  hemorrhage  occurs  without  glaucoma, 
and  if  the  anterior  chamber  is  not  full  of  blood,  it 
seems  to  be  the  consensus  that  the  medical  treat- 
ment outlined  should  be  continued.  However, 
if  a mydriatic  agent  has  been  used,  it  should  be 
discontinued.  When  the  anterior  chamber  is  full 
of  blood,  including  primary  as  well  as  secondary 
hyphemas,  many  ophthalmologists  advocate  oper- 
ative intervention  because  of  the  danger  of  a sud- 
den undetected  rise  in  intraocular  pressure  as  well 
as  the  danger  of  corneal  blood-staining  regard- 
less of  the  intraocular  pressure.  At  this  point, 
some  inject  air  following  removal  of  clot. 

If  secondary  hemorrhage  occurs  with  glaucoma 
many  employ  one  of  the  carbonic  anhydrase  in- 
hibitors, urea,  or  glycerol  with  or  without  miotic 
agents.  As  far  as  possible,  one  should  depend  on 
medical  measures.  However,  if  these  measures 
fail  to  control  the  pressure  and  if  the  blood  is  not 
absorbed,  paracentesis  or  evacuation  of  the  blood 
clot  appears  to  be  in  order.  While  the  increased 
intraocular  pressure  may  be  maintained  above 
normal  limits  for  several  weeks  without  necesseirily 
producing  glaucomatous  disk  changes,  the  in- 
creased pressure  does  hasten  blood-staining  of  the 
cornea. 

Retinal  and  choroidal  injuries.  Blunt  injuries 
to  the  globe  usually  result  in  one  of  two  types  of 
retinal  injuries.  An  important  one  is  edema  of  the 
macula,  or  Berlin’s  edema,  which  is  seen  as  an 
opaqueness  of  the  macular  area  with  marked  dim- 
inution of  vision.  It  usually  decreases  spontane- 
ously over  a period  of  some  weeks,  and  its  absorp- 
tion may  be  hastened  by  the  employment  of  ade- 
quate doses  of  steroids.  Retinal  hemorrhages  may 
occur  without  evidence  of  macular  edema.  An- 
other severe  form  of  edema  and  hemorrhagic  reti- 
nopathy, which  follows  a severe  blow  to  the  globe, 
a crush  injury  to  the  thorax,  or  a severe  cranial 
injury;  a massive  retinopathy  occurs  consisting  of 
hemorrhages,  transudates,  and  edema.  While 
this  may  be  absorbed,  it  commonly  results  in  atro- 
phy of  the  retina  and  optic  nerve.  When  the  pa- 
tient is  seen  immediately,  treatment  consists  of 
bed  rest,  tranquilizer  drugs,  analgesic  agents,  and 


systemic  steroid  therapy  in  large  doses.  A macular 
hole  may  follow  any  prolonged  edema  of  the 
macula. 

The  other  common  type  of  retinal  injury  is  reti- 
nal detachment.  Its  treatment  is  not  within  the 
scope  of  this  article.  Every  vitreous  hemorrhage 
must  be  regarded  as  masking  a retinal  detachment 
and  should  be  so  managed. 

Blows  to  the  eye  may  produce  ruptures  of  the 
choroid;  such  injuries  are  first  masked  by  blood 
but  later  are  seen  as  semilunar  white  rings,  con- 
centric with  and  usually  temporal  to  the  optic 
nerve.  All  perforating  injuries  of  the  globe  demand 
precise  coaptation  of  the  cut  edges  and  prevention 
of  inverted  wound  lips.  All  foreign  material  must 
be  removed. 

Summary 

One  of  the  most  common  errors  committed  by 
the  nonophthalmologist  is  to  instill  atropine  after 
a simple  ocular  injury,  with  resultant  dilation  and 
paralysis  of  the  pupil. 

The  physician’s  aims  are  to  control  pain,  remove 
foreign  substances,  stimulate  healing  (or  at  least 
not  interfere  with  it),  prevent  anatomic  distortions, 
and  produce  maximal  visual  recovery.  To  that 
end,  topical  anesthesia  may  be  used  when  the  pa- 
tient is  first  seen,  but  it  should  be  used  as  infre- 
quently as  possible  thereafter. 

Topical  anesthetics  and  antibiotic  ointments, 
when  used  frequently  tend  to  interfere  with  healing 
and  should  be  used  only  if  infection  is  present  or 
feared.  Steroids  minimize  reactions  in  keratitis 
and  reactions  to  incomplete  removal  of  rust  ring. 

If  one  is  not  sure  whether  to  use  a miotic  or  a 
mydriatic  agent,  the  best  rule  is  to  use  neither. 

Every  penetrating  ocular  injury  must  be  con- 
sidered as  harboring  an  intraocular  foreign  body, 
which  must  be  ruled  out  with  x-ray  examinations. 

Every  vitreous  hemorrhage  must  be  considered 
as  masking  a retinal  detachment. 

The  commonest  site  of  a perforating  injury  is 
through  the  cornea;  scleral  perforations  do  occur, 
however,  but  are  less  common.  Probably  half  of 
the  patients  with  perforation  of  the  cornea  will  suf- 
fer a traumatic  cataract.  If  a perforation  occurs, 
there  is  an  excellent  probability  that  the  iris  will 
prolapse  through  the  area  of  perforation.  There- 
fore, mydriatic  agents,  especially  atropine,  should 
be  employed  immediately  to  pull  the  iris  away 
from  the  area  of  corneal  laceration. 

One  should  hesitate  to  patch  an  eye  that  is  dis- 
charging purulent  material.  If  the  eye  is  patched, 
the  pent-up  purulent  material  tends  to  macerate 
the  cornea  and  may  even  result  in  the  loss  of  the 
globe.  True  corneal  ulcers  occurring  at  or  near 
the  center  of  the  cornea  or  on  the  limbus,  which 
are  deep,  should  always  be  cultured.  Pain  or 
loss  of  vision  not  due  to  obvious  cause  demands 
consultation. 
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Perhaps  the  most  exciting  and  busiest  field  in 
pediatrics  today  is  the  area  concerning  the  fetus 
and  newborn.  This  has  not  always  been  true  be- 
cause the  older  infant  and  child  with  certain  condi- 
tions such  as  gastroenteritis  and  infectious  disease 
had  a justly  deserved  higher  priority.  Once  the 
pathway  to  the  solution  of  these  high-priority  con- 
ditions was  cleared  it  was  time  for  the  pediatrician 
to  probe  the  problems  of  the  newborn.  He  is  a 
relative  newborn  himself  in  this  field  since  it  has 
been  considered  traditionally  the  domain  of  the 
obstetrician.  While  attempts  have  been  and  are 
being  made  to  involve  the  pediatrician  in  this  area, 
it  is  only  recently  that  he  is  being  welcomed  with 
something  more  than  tolerance. 

In  this  article  I shall  deal  with  some  of  the 
early  relationships,  or  lack  of  them,  of  the  three 
specialties;  go  on  to  the  individual  contributions; 
and  then  finally  attempt  to  bring  them  together  for 
the  mutual  benefit  of  all  concerned.  Since  I shall 
rely  chiefly  on  my  own  observations  over  several 
years  of  all  three  specialties  in  action  grouped 
around  the  events  of  pregnancy,  labor,  and  de- 
livery, the  data  are  somewhat  informally  arranged. 

There  was  a time  when  obstetric  anesthesia  for 
the  routine  uncomplicated  delivery — if  there  is 
such  a thing— was  given  by  a first-year  intern  fresh 
out  of  medical  school.  The  only  way  he  knew  how 
to  do  it  was  to  give  drop  ether  or  chloroform,  and 
this  was  learned  in  a few  moments.  Surprisingly 
enough,  provided  there  were  no  complications  of 
pregnancy,  labor,  or  delivery,  tbe  infant  seemed 
well  at  birth  and  the  mother  awoke  promptly. 
Since  we  now  know  a bit  more  about  placental 
circulation  than  we  did  then  it  is  perhaps  not  sur- 
prising that  the  infant  appeared  well  at  birth;  the 
amount  of  these  anesthetics  administered  was  not 

t'resentefl  at  the  HMth  Annual  Convention  of  the  Medical 
Society  of  the  .State  of  .New  York,  New  York  City.  'Joint  Meet- 
ing, Section  on  Anesthe.siology  with  .Section  on  Obstetrics  and 
Cynecology,  FeljniarySt,  1970. 


great,  the  duration  was  short,  and  we  now  know  it 
takes  about  sixteen  minutes  for  maximum  equili- 
bration between  maternal  blood  and  fetal  tissues. 

Joint  conferences  among  various  allied  and  un- 
allied disciplines  have  always  been  a popular  way 
to  spend  an  hour  or  two.  At  one  such  conference  at 
a teaching  hospital  in  the  early  1950s  a young 
pediatrician  was  presenting  the  result  of  three 
years’  work  in  a new  premature  unit;  the  data 
were  interesting  and  provoking,  but  not  too  en- 
couraging. In  the  ensuing  discussion  two  of  the 
more  experienced  obstetricians  questioned  the 
wisdom  of  trying  to  save  these  small  babies  since 
they  had  such  a great  chance  of  being  mentally 
retarded  and  blind.  With  a great  joint  research 
effort  the  main  reason  for  blindness  in  this  weight 
group  was  revealed  within  a short  period,  and  now 
blindness  in  premature  infants  is  a rarity.  This 
same  kind  of  effort  is  needed  with  regard  to  the 
high  percentage  of  neuropsychiatric  sequelae  of 
prematurity,  and  with  the  incorporation  of  be- 
havioral research  into  this  area,  plus  those  already 
involved,  it  is  possible  to  effect  a change  here  also. 

Communication  gap 

At  that  time  this  joint  conference  was  purely  a 
voluntary  effort,  but  recently  it  has  become  a re- 
quirement, and  now  in  many  hospitals  the 
monthly  obstetric-pediatric  conference  is  nothing 
more  than  a boring  recital  of  statistics  held  at  an 
hour  of  the  day  when  not  a single  pediatrician  is  in 
attendance.  In  all  fairness,  an  occasional  stimu- 
lating discussion  does  occur.  The  hopefully  unin- 
tentional boycott  of  these  conferences  by  pediatri- 
cians did  go  a long  way  toward  increasing  the  non- 
communication between  the  disciplines. 

In  relation  to  communication,  it  is  interesting  to 
note  the  time  when  the  obstetric  resident  or  house 
officer  takes  a pregnancy  history  from  an  expectant 
mother.  This  is  ordinarily  done  at  a time  when  she 
is  in  active  labor  and  thus  in  many  instances  would 
prefer  to  have  her  pains  in  quiet  without  having  to 
answer  questions.  When  visited  again  a day  or  two 
after  delivery,  it  is  not  surprising  how  much  more 
pertinent  and  detailed  information  becomes  avail- 
able in  answer  to  the  same  question  answered  so 
curtly  during  labor.  The  value  of  retrospective 
studies  based  on  a review  of  bistories  with  just  such 
information  obtained  during  labor  would  be  open 
to  question.  Occasionally  omission  of  important 
information  may  become  a public  menace.  For 
example,  some  years  ago  a premature  infant  wbo 
was  cultured  on  a routine  basis  revealed  a para- 
typhoid organism  in  a rectal  swab  culture  reported 
on  the  third  day  of  life.  There  were  no  clinical 
symptoms.  Within  several  hours  of  the  report, 
however,  diarrhea  ensued  and  the  mother,  when 
requestioned  about  illness  during  pregnancy,  did 
admit  to  having  had  diarrhea  two  weeks  before  the 
onset  of  labor.  Cultures  of  tbe  mother  revealed  the 
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More  communication,  cooperation,  and  joint  re- 
search are  needed  between  obstetricians,  anes- 
thesiologists, and  pediatricians  to  lower  neonatal 
morbidity  and  mortality  rates.  For  example,  clin- 
ical research  on  the  proper  thermal  environment 
for  neonates  omitted  active  obstetric  and  anesthet- 
ic participation,  and  too  many  delivery  rooms  still 
lack  proper  heating.  No  reliable  data  exist  con- 
cerning delayed  effects  of  maternal  medication  on 
the  infant.  A joint  research  effort  such  as  that 
which  overcame  blindness  in  premature  infants  is 
needed  for  understanding  growth  retardation  and 
neuropsychiatric  sequelae  of  prematurity.  The 
training  of  perinatal  pediatricians  is  suggested  as  a 
way  of  shortening  the  distance,  physical  and  philo- 
sophical, between  the  delivery  room  and  the  nur- 
sery. 


same  serotype  organism  as  was  found  in  her 
infant. 

In  many  hospitals  the  temperature  in  the  de- 
livery room  is  set  for  the  comfort  of  the  personnel 
involved  in  assisting  the  birth  of  the  infant.  For 
example,  the  temperature  range  in  the  delivery 
room  of  a well-known  teaching  hospital  with  a 
residency  training  program  in  obstetrics  ranges 
from  68  to  78  F.  with  an  average  of  70.7  F.  Into 
such  an  ambient  environment  arrives  a soaking 
wet  newborn  infant.  Should  resuscitation  become 
necessary  it  is  carried  out  in  this  cool  atmosphere, 
often  with  little  regard  to  the  infant’s  core 
temperature.  This  situation  was  not  uncommon 
in  the  past  and  a few  instances  still  occur. 

Lack  of  communication  between  members  of  our 
profession  is  a well-known  and  time-honored 
phenomenon.  In  the  main,  this  is  unintentional 
but  nonetheless  frustrating.  Failure  to  summon  a 
waiting  pediatric  house  officer  to  a complicated 
delivery,  failure  of  a pediatrician  to  inform  the 
mother  and  her  obstetrician  that  her  newborn 
baby  is  in  trouble,  and  failure  of  some  involved 
individual  to  halt  contact  between  a febrile  mother 
and  her  newborn  infant,  who,  following  contact  is 
returned  to  a nursery  housing  well  infants,  are  just 
a few  of  the  communication  mishaps  of  the  past. 
Some  continue  to  occur  in  the  present. 

Research 

Lest  you  sense  an  attitude  of  pessimism  from  all 
that  has  been  said  to  this  point,  please  be  reminded 
that  when  a problem  concerning  the  welfare  of 
mother,  fetus,  and  newborn  has  faced  us  it  is 
heartening  to  observe  how  speedily  all  involved 
disciplines  join  together  in  research  and  develop- 
ment. At  times,  one  of  the  disciplines,  because  of 
jurisdictional  domain  or  other  reasons,  may 
attack  a problem  alone. 

Research  into  certain  developmental  phases  of 
the  fetus  has  been  hampered  by  our  inability  to 
develop  technics  for  canulating  the  fetal  blood 
vessels  in  utero  without  destroying  the  animal. 
This  is  particularly  true  of  small  animals  although 
it  has  been  possible  to  do  this  in  the  lamb. 

In  their  book.  Principles  of  Drug  Action,  Gold- 
stein, Aronow,  and  Kalman'  make  the  interesting 
observation  that  while  a fairly  alert  infant  can  be 
delivered  from  a mother  who  has  been  deeply 
anesthetized  with  barbiturate,  no  reliable  data 
exist  concerning  the  delayed  effects  of  maternal 
medication  on  the  infant  or  even  the  child  for  that 
matter.  Certainly  we  have  all  observed  the  new- 
born infant  who  responds  well  at  birth  only  to 
become  drowsy  as  time  passes.  These  authors  also 
make  an  important  criticism  regarding  the  sam- 
pling of  cord  blood  for  a particular  drug  concentra- 
tion without  distinguishing  between  umbilical 
venous  and  arterial  blood.  The  concentration  so 
determined  has  erroneously  been  represented  as 


that  in  fetal  tissues.  They  point  out  that  this  can 
only  be  true  when  the  fetus  has  come  into  equi- 
librium with  maternal  blood.  In  addition,  they 
state  that  “at  any  time  during  the  equilibration 
process,  the  highest  levels  will  he  found  in  cord 
venous  blood,  the  next  highest  in  fetal  arterial 
blood  (including  cord  arterial  blood),  and  the 
lowest  in  the  fetal  tissues  as  a whole,  especially 
those  tissues  with  a poor  blood  supply.”  It  is 
understandable  that  early  clamping  of  the  cord 
at  delivery  may  result  in  a wide-awake  baby  from 
an  anesthetized  mother,  since  again  these  authors 
point  out  that  drug  would  leave  the  brain  area  of 
rich  blood  supply  and  enter  those  tissues  of 
“greater  mass  and  poorer  blood  supply,  which  are 
still  far  from  equilibrium.” 

The  work  of  an  anesthesiologist  shows  the  effect 
of  depressant  drugs  on  the  acid-base  metabolism 
of  an  infant.  Respiratory  acidosis  subsided  much 
more  quickly  in  an  infant  whose  mother  was  not 
sedated  or  anesthetized  than  in  one  whose  mother 
was  given  200  mg.  barbiturate  and  100  mg.  meperi- 
dine three  hours  before  delivery.' 

One  of  the  most  significant  pieces  of  research 
done  on  behalf  of  the  newborn  infant  was  that 
done  by  Silverman,  Agate,  and  Fertig^  at  Babies 
Hospital  in  New  York  City  some  years  ago.  In 
simple  terms  they  demonstrated  that  a warm  baby 
has  a statistically  better  chance  of  surviving  than 
a cool  baby.  Of  course,  this  had  been  suspected  for 
a long  time,  but  their  data  made  the  suspicion  a 
reality.  Furthermore,  they  demonstrated  that  the 
addition  of  humidity  to  the  newborn’s  environment 
had  no  other  effect  than  to  prevent  heat  loss,  and 
since  it  soon  became  possible  to  provide  a stable 
thermal  environment  without  recourse  to  increas- 
ing the  humidity,  the  provision  of  the  latter  be- 
came unnecessary.  When  Warren  Wheeler  called 
attention  to  the  hazards  to  the  newborn  of  “water 
bugs”  provided  by  a moist  environment  in  incuba- 


Mayl.1971  / New  York  State  Journal  of  Medicine  967 


tors,  it  became  immediately  apparent  that  since 
there  was  no  nonthermal  effect  of  humidity,  we 
had  better  do  without  it. 

Others  had  shown  that  cooling  appeared  to  pro- 
mote hypoglycemia  and  metabolic  acidosis  in  the 
newborn,  and  in  the  low-birth-weight  newborn 
cooling  has  been  shown  to  increase  the  metabolic 
rate,  thus  increasing  the  need  for  oxygen;  it  is 
entirely  possible  that  the  cells  of  such  an  infant 
cannot  function  adequately  in  this  circumstance 
and  thus  may  account  for  the  increased  death 
rate  in  the  cool  infant. 

Much  of  the  clinical  research  done  with  respect 
to  the  proper  thermal  environment  for  the  newborn 
omitted  active  obstetric  and  anesthetic  participa- 
tion; this  may  have  been  a mistake  since  it  has 
taken  an  excessively  long  time  to  introduce 
proper  radiant-heating  devices  in  delivery  rooms 
for  the  benefit  of  the  newborn  infant. 

Since  there  is  an  increasing  awareness  of  learning 
disabilities  in  our  school-age  children  and  an  ever- 
present number  of  serious  and  not  so  serious  con- 
genital defects,  it  behooves  all  the  disciplines  to 
search  vigorously  for  answers  to  these  disabling 
problems.  Evidence  that  maternal  experimental 
malnutrition  of  the  pregnant  rat  results  in  de- 
creased cerebral  deoxyribonucleic  acid  content 
of  her  offspring  and  decreased  performance  in  the 
maze  as  compared  with  the  offspring  of  well- 
nourished  pregnant  rats  has  sparked  human  inves- 
tigation along  similar  lines. ^ For  example,  the 
question  has  been  raised  whether  or  not  maternal 
malnutrition  results  in  fetal  undernutrition.  Child 
development  program  evidence  does  indicate  that 
prepregnant  weight  and  weight  gained  during 
pregnancy  are  related  directly  to  birth  weight.'*  It 
has  been  suggested  on  the  basis  of  a retrospective 
study  that  nutritional  impairment  may  reduce 
intellect.  Despite  the  attraction  of  the  idea  that 
there  is  a relationship  between  maternal  nutrition 
and  fetal  size,  the  problem  has  not  been  settled. 
A typical  example  of  intrauterine  growth  retarda- 
tion is  a small-for-dates  infant  who  weighed  1 pound 
13  ounces  at  birth  when  born  at  forty-weeks  gesta- 
tion. Her  growth  has  continued  well  below  the 
third  percentile  through  the  sixth  year  of  life,  and 
while  there  are  no  motor  defects  her  intelligence 
quotient  (Stanford-Binet)  is  86.  Her  mother 
gained  11  pounds  during  this  pregnancy,  but 
gained  20  pounds  during  each  of  two  subsequent 
pregnancies  which  resulted  in  full-size  normal 
infants  born  at  term.  It  is  also  well  known  that 
when  rubella  attacks  the  developing  fetus  the 
same  type  of  intrauterine  growth  retardation  as 
just  described  can  occur.  Evidence  has  been  ob- 
tained to  show  that  these  infants  have  both  a de- 
creased cell  number  and  a decreased  cell  size. 
Furthermore,  small-for-dates  babies  have  an  in- 
creased incidence  of  major  congenital  anomalies. 

With  the  help  of  epidemiologists  and  statisti- 


cians it  is  often  possible  to  show  solid  relation- 
ships that  have  only  been  suspected  from  casual 
observations.  For  example,  there  is  a significant 
relationship  between  the  occurrence  of  bleeding 
phenomena  during  pregnancy  and  the  incidence  of 
proved  hyaline  membrane  disease  in  the  offspring, 
according  to  a retrospective  analysis  of  26,000  con- 
secutive deliveries  in  which  matched  obstetric 
and  newborn  records  were  reviewed  by  two  pedi- 
atricians and  a statistically  oriented  epidermiolo- 
gist. 

As  pointed  out  earlier,  canulating  the  fetal  circu- 
lation of  small  animals  has  posed  great  difficulties 
for  significant  research  of  intrauterine  fetal  devel- 
opment. Naturally,  to  date,  this  has  been  impos- 
sible in  the  human  fetus.  However,  it  has  been 
demonstrated  by  Nadler^  and  others  that  amnio- 
centesis with  the  removal  of  8 to  10  cc.  of  amniotic 
fluid  between  the  fourteenth  and  sixteenth 
weeks  of  pregnancy  has  been  of  help  in  diagnosing 
metabolic  disorders  in  the  developing  fetus.  Cen- 
trifuged fluid  thus  obtained  provides  cells  for  tissue 
culture  which  can  then  be  used  for  chromosomal 
analysis  and  supernatant  fluid  for  biochemical 
study.  This  technic  has  significant  implications 
both  scientifically  and  philosophically.  It  points 
up  the  whole  question  of  the  developing  field  of 
fetology,  its  effects  on  the  physical  and  emotional 
well-being  of  the  mother,  and  therefore  of  her 
developing  fetus.  Much  thorough  probing  of  this 
subject  by  all  involved  disciplines  is  needed. 

To  return  for  a moment  to  the  communication 
gap  mentioned  earlier,  it  was  heartening  to  ob- 
serve first  hand  that  in  one  of  the  oldest  medical 
institutions  in  the  world,  Guy’s  Hospital  in  Lon- 
don, obstetricians,  pediatricians,  midwives,  and 
nurses  have  made  great  strides  in  bridging  the 
abyss  between  each  discipline.  Here  in  the  ob- 
stetric ward — a huge  place  with  many  beds — ob- 
stetricians, pediatricians,  midwives,  and  nurses 
make  rounds  together  as  a regular  procedure  and 
are  intimately  acquainted  with  each  other’s  disci- 
pline as  related  to  a mother,  her  newborn  infant, 
and  her  family.  Decisions  are  made  in  concert. 

The  Baling  technic  of  monitoring  the  acid- 
base  status  of  the  fetus  during  labor  has  been  of 
help  in  understanding  the  changes  which  occur  in 
the  fetus  during  the  various  stages  of  labor  and 
thus  in  being  better  prepared  to  correct  respiratory 
acidosis  when  it  occurs.®  The  ability  to  detect 
acidosis,  hypoglycemia,  hyperbilirubinemia,  hypo- 
calcemia, and  perhaps  as  yet  unknown  biochemi- 
cal abnormalities  in  the  fetus  and  newborn  infant 
and  their  relationship  to  mental  retardation  have 
been  advanced  by  the  availability  of  sophisticated 
laboratory  technics  and  trained  personnel  on  a 
twenty-four-hour  basis  in  areas  adjacent  to  the 
labor  and  delivery  suites. 

Advances  in  cooperation 

Despite  the  implication  of  earlier  separation  of 
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our  various  groups,  a growing  awareness  of  our 
mutual  need  for  each  other  is  more  than  apparent 
and  does  appear  to  be  gaining  momentum.  In 
some  cities  combined  obstetric-anesthesia-pediat- 
ric conferences  are  held  on  a monthly  basis  rotat- 
ing through  all  the  community  hospitals  affiliated 
and  associated  with  the  university  medical  school. 
Fewer  statistics  and  more  real  probing  of  gnawing 
obstetric  and  newborn  problems  are  solidifying  the 
partnership.  In  some  medical  schools,  a few 
physicians  enjoy  joint  appointments  in  depart- 
ments of  obstetrics  and  pediatrics  and  anesthesi- 
ology. To  develop  this  further  I would  suggest  that 
concerted  effort  be  made  to  create  an  obstetric  or 
perinatal  pediatrician.  Although  I have  seen  no 
reference  to  this  concept,  I would  suspect  that  it 
may  have  been  in  the  minds  of  many  of  us  who 
are  disturbed  at  the  distance  between  the 
delivery  room  and  the  nursery,  both  philosophi- 
cally and  physically.  The  purpose  is  to  create  a 
pediatrician  whose  concept  goes  further  than  the 
immediate  events  of  pregnancy,  to  include  their 
meaning  in  relation  to  both  mother  and  fetus,  and 
who  by  intimate  association  will  be  knowledgeable 
about  what  goes  on  in  the  delivery  room  both 
obstetrically  and  with  regard  to  anesthesia.  Joint 
planning  by  obstetric,  anesthesia,  and  pediatric 
specialists  would  be  required  to  put  this  concept 
into  operation.  In  action,  a pediatric  house  officer 
would  be  assigned  to  the  obstetric  service  for  at 
least  three  months  to  provide  complete  involve- 
ment in  all  manner  of  obstetric  events  involving 
mother,  fetus,  and  newborn.  Such  involvement 
should  result  in  a new  form  of  understanding.  An 
obstetric  house  officer  could  be  assigned  to  the 
newborn  pediatric  service  for  a similar  period  to 
provide  the  obstetrician  with  training  in  the  con- 
tinuum of  obstetrics.  All  sorts  of  variations  of  this 
concept  are  possible. 

The  art  of  history-taking  from  a woman  in  active 
labor  has  been  mentioned  earlier  as  a somewhat  in- 
accurate exercise  of  jotting  down,  in  a hurried 
fashion,  a good  many  incomplete  small  details, 
often  so  incomplete  that  they  omit  details  impor- 
tant to  the  welfare  of  the  fetus.  How  much  more 
useful  it  would  be  for  the  woman  to  arrive  in  a 
maternity  hospital  with  a well-kept  log  of  daily 
details  of  her  existence  from  conception  onward! 
This  log  should  include  details  of  food  and  fluid 
intake;  illnesses,  no  matter  how  mild;  medications 
taken,  with  dosage;  weather  conditions;  radiation 
exposure;  details  of  physical  and  emotional  varia- 
tions; and  marital  relations.  There  probably  are 
many  more  details  of  daily  occurrences  that  need 
^ inclusion.  This  idea  is  being  promulgated  on  a 
< research  basis  by  Virginia  Apgar,  M.D.,  and  while 
J(  it  may  be  a monumental  task,  if  we  all  devote 
some  thought  to  it  surely  something  practical 
can  be  worked  out.  In  a smaller  project,  a few 
obstetricians  are  having  some  patients  arrive  at  a 


maternity  hospital  with  copies  of  details  of  the 
physical  condition  during  pregnancy. 

Infant  mortality 

Finally,  to  end  on  a note  of  provocation,  let  me 
remind  you  that  the  record  of  the  United  States  in 
infant  mortality  is  one  of  the  worst  in  the  world. 
There  are  12  countries  better  than  we.  For 
example,  Finland,  one  of  the  best,  has  a low-birth- 
weight  rate  of  2.5  per  cent  while  ours  is  well  above 
7 per  cent.  Since  prematurity  is  one  of  the 
heaviest  contributors  to  the  infant  mortality  rate, 
and  since  76  per  cent  of  infant  deaths  occur  in  the 
first  week  of  life,  it  is  safe  to  say  that,  if  successful, 
a concerted  effort  to  reduce  the  low-birthweight 
rate  would  show  our  deep  concern  to  ensure  healthy 
babies.  Why  some  mothers  give  birth  to  low- 
birth-weight  babies  is  a problem  for  all  of  us 
jointly.  Using  such  technics  as  ultrasound  scan- 
ning it  is  possible  to  assess  the  size  of  the  fetus  in 
utero  without  resorting  to  the  possible  hazards  of 
radiation.  In  this  way,  if  a high-risk  fetus  (small 
for  gestational  age)  is  found,  it  may  be  possible  to 
improve  fetal  growth  by  such  procedures  as  putting 
the  mother  to  bed  for  extended  periods  and  im- 
proving her  protein  intake,  despite  recent  predic- 
tive statements  to  the  contrary.’  Urinary  estriol 
levels  in  the  mother  between  the  twenty-eighth  and 
thirty-sixth  weeks  of  gestation  are  helpful  in  as- 
sessing whether  or  not  the  fetus  is  at  risk.  Moreover 
it  is  a problem  for  the  fetologist;  like  the 
pediatrician  who  is  a relative  newcomer  on  the 
scene  we  have  been  discussing,  the  fetologist  is  a 
newcomer  on  the  scene  of  growth  and  develop- 
ment, and,  hopefully,  with  sophisticated  technics 
some  of  the  mysteries  of  what  goes  on  inside  the 
human  amniotic  sac  may  be  revealed. 

25  Bryant  Street 
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Recent  maternal  mortality  figures  underscore  Dr. 
Weintraub’s  plea  for  cooperation  between  the  ob- 
stetrician, the  anesthesiologist,  and  the  pedia- 
trician. 

More  infants  die  during  their  first  four  weeks  of 
life  in  the  United  States  than  in  15  European 
countries  (Table  I).  What  is  worse,  the  decline  in 
infant  mortality  rate  in  the  United  States — an 
average  of  7 per  cent  in  the  ten  years  since  1953  to 
1954 — also  puts  us  well  behind  at  least  15  European 
countries.  One  may  quibble  with  the  methods  of 
collecting  and  analyzing  some  of  the  data,  and 
we  may  attribute  part  of  the  difficulty  to  social 
rather  than  medical  factors,  but  the  fact  remains 
that  we  are,  on  the  average,  far  from  best,  and  are 
not  improving  at  the  rate  we  should. 

We  rank  eleventh  among  western  countries  in 
over-all  maternal  mortality. ^ Good  figures  are  not 
available  to  measure  the  incidence  of  preventable 
short-  and  long-term  infant  morbidity.  Perhaps 
statistics  from  our  best  institutions  would  compare 
favorably  with  European  experience,  but  we  can 
reasonably  say  that  over-all,  we  are  still  a long  way 
from  the  irreducible  minimum. 

Tbe  obstetric-pediatric-anesthesia  partnership 
should  make  its  first  goal  the  reduction  of  maternal 
mortality  and  infant  mortality  to  the  low  point 
which  other  countries  have  demonstrated  is  pos- 
sible. This  can  be  done  now,  with  the  knowledge 
we  currently  have. 

K we  compare  our  local  practice  customs  to  the 
practices  in  our  most  advanced  institutions,  it 
becomes  clear  that  many  phases  of  prenatal, 
perinatal,  and  postnatal  management  require  the 
talents  of  pediatricians  and  anesthesiologists  as 
well  as  obstetricians. 

Most  of  the  time  our  specialties  function  inde- 
pendently. But  during  gestation,  labor  and  de- 
livery, and  afterward  our  interests  frequently  over- 
lap. At  these  points  we  can  conflict,  or  we  can  co- 
operate. Tbe  conflicts  too  often  are  generated  by 
feelings  of  “territorial  aggression,”  our  tendency  to 
feel  that  the  patient  “belongs”  to  one  or  the  other 
of  us.  This  aggressiveness  by  one  specialist  denies 
to  tbe  patient  early  access  to  the  combined  knowl- 
edge of  the  others.  Anesthetic  care  may  illustrate 
this  point. 

Anesthesia  coverage  in  obstetrics  lags  behind 
coverage  of  the  surgical  patient,  even  though  anes- 
thesia is  still  a major  factor  in  maternal  mortality, 
and  even  though  we  know  that  the  newborn  in- 
fant’s course  can  be  seriously  affected — perhaps 
permanently — by  the  type  and  quality  of  analgesia 
and  anesthesia  given  to  the  parturient  patient. 

Predelivery  evaluation  of  the  obstetric  patient  is 
not  encouraged,  is  not  physically  simple,  and  is 
usually  not  done.  Even  in  many  established  de- 
partments of  obstetric  anesthesia,  anesthesiolo- 
gists are  not  encouraged  to  evaluate  the  mother 
or  even  discuss  analgesia  or  anesthesia  with  her 


TABLE  I.  Selected  neonatal  mortality  rates' 


Rating 

Country 

Average 
Deaths  per 
1,000  Live 
Births 
1963-1964 

Per  Cent 
Decrease 
Mortality 
Rate  Since 
1953-1954 

1 

Netherlands 

11.8 

28 

16 

United  States 

18.1 

7 

White 

16.5 

9 

Nonwhite 

26.3 

2 

until  she  is  on  the  brink  of  delivery.  This  mili- 
tates against  the  best  psychologic  and  drug  man- 
agement of  labor  and  often  forces  the  anesthesi- 
ologist to  use  anesthetic  methods  which  are  not 
ideal. 

The  solution  to  this  problem  lies  in  establishing 
organized  prenatal  anesthesia  clinics.  The  initia- 
tive for  these  should  come  from  anesthesiologists 
with  obstetricians  shouting  encouragement. 

The  perinatal  period  "is  the  point  at  which  all 
of  our  interests  coincide.  Here,  the  obstetrician, 
the  pediatrician,  and  the  anesthesiologist  should 
have  identical  knowledge  and  skills.  Monitoring 
of  the  mother  and  fetus,  prediction  of  fetal  distress, 
the  indications  and  technics  for  resuscitation,  and 
other  questions  are  not  mystical:  we  can  all  learn 

them.  The  question  of  who  should  resuscitate  the 
child  can  then  be  answered  simply:  whoever  is 

free  should  do  it,  without  regard  to  speciality  lines. 
If  the  obstetrician  cannot  leave  the  mother,  and  the 
anesthesiologist  must  stay  “at  the  head  of  the 
table,”  the  pediatrician  should  do  it,  but  he  must 
be  there  to  do  it.  Being  on  call  for  a “difficult 
delivery”  is  not  adequate. 

The  same  considerations  which  apply  to  patient 
service  can  be  applied  to  new  investigation.  I 
suggest  to  you  that  the  most  meaningful  research 
in  any  overlapping  area  can  be  done  only  by  close 
cooperation  between  us.  Close  cooperation  will 
also  decrease  the  lag  between  observation  and 
clinical  application. 

If  we  are  to  function  as  partners  we  should  accept 
the  responsibility  for  educating  and  being  educated 
in  areas  of  our  common  interest. 

The  partnership  between  anesthesiologists, 
pediatricians,  and  obstetricians  is  young;  some 
details  of  our  “contract  of  partnership”  may  still 
need  some  alteration;  but  since  we  are  all  com- 
mitted to  decreasing  mortality  rates  and  improv- 
ing the  quality  of  the  life  we  help  set  forth  on  this 
earth,  our  partnership  must  persist  and  be 
strengthened.  This  we  can  do  if  we  will. 

Mount  Sinai  School  of  Medicine 
Fifth  Avenue  and  100th  Street 
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l*renatal  rubella  can  and  frequently  does  cause  im- 
paired vestibular  function,  as  found  in  41  per  cent 
of  99  children  in  thus  study.  Of  the  64  children  in 
whom  pure-tone  audiograms  could  be  obtained, 
one-third  had  impaired  vestibular  response  while 
one-half  had  hearing  loss.  While  hearing  is  more 
likely  to  be  normal  when  vestibular  function  is 
normal  and  more  likely  to  be  impaired  when  ves- 
tibular response  is  impaired,  the  trend  is  not 
strong  enough  to  make  vestibular  function  a de- 
pendable basis  for  predicting  hearing  status. 
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Following  the  large  rubella  epidemic  that  oc- 
curred in  1963  to  1964,  a considerable  number  of 
I children  were  born  with  one  or  more  handicapping 
defects.  In  1965,  the  New  York  University  Medi- 
cal Center  established  the  Rubella  Birth  Defect 
Evaluation  Project  to  provide  complete  multidis- 
ciplinary evaluation  and  follow-up  for  infants  with 
i proved  or  suspected  congenital  rubella. 

As  hearing  impairment  was  a well-established 
t and  frequent  consequence  of  prenatal  rubella,  oto- 
« logic  and  audiologic  examinations  were  performed 
on  these  children  in  the  hearing  and  speech  center 
t of  the  Department  of  Otolaryngology.  The  oto- 
>’  logic  examination  included  tests  of  vestibular 
^ function  by  caloric  stimulation. 

There  is  a considerable  amount  of  literature  on 
I'  hearing  loss  caused  by  prenatal  rubella.  This  has 
' been  reviewed  and  summarized  by  Miller  et  al.^ 
Little  has  been  written  about  the  effect  of  prena- 
tal rubella  on  vestibular  function.  Most  reports 
of  audiologic  studies  have  not  referred  to  the  ves- 
I tibular  function.  One  exception  is  a study  by 
Barr  and  Lundstrom^  who  reported  that  vestibu- 
lar function  was  usually  normal  in  the  children 
they  studied. 

Information  regarding,  the  applicability  of  vari- 

Presented  at  the  164th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Otolaryngology,  February  11,  1970. 


ous  tests  of  vestibular  function  to  infants  and 
young  children  is  also  sparse.  Recently  the  ques- 
tion was  reviewed  by  Mitchell  and  Cambon;^  in  a 
study  using  ice-water  calorics  (5  cc.  for  one  min- 
ute) and  rotation  testing  they  concluded  that  by 
sixteen  weeks  of  age  the  vestibular  response  was 
probably  fully  developed. 

The  aim  of  this  investigation  was  to  determine 
whether  prenatal  rubella  might  cause  impaired 
vestibular  function,  and,  if  so,  to  determine  the 
incidence  in  the  group  of  children  under  study.  A 
further  aim  was  to  determine  what  relationship,  if 
any,  existed  between  the  status  of  vestibular  func- 
tion and  the  status  of  hearing  in  children  with 
prenatal  rubella. 

Material  and  methods 

The  study  consisted  of  99  children  with  proved 
or  suspected  prenatal  rubella.  Children  with 
spontaneous  nystagmus  or  cataracts  were  exclud- 
ed. There  were  49  males  and  50  females.  Their 
ages  ranged  at  the  time  of  testing  from  nine 
months  to  five  years.  All  the  children  are  now  at 
least  four  years  of  age. 

Owing  to  the  difficulties  encountered  in  doing 
caloric  tests  on  very  young  children,  a simplified 
procedure  was  used.  After  cleaning  the  ear  canals 
and  inspecting  the  eardrums,  1 cc.  of  iced  water 
was  placed  in  the  external  ear  canal  for  thirty  sec- 
onds with  the  head  on  the  side.  The  water  was 
then  emptied  out  and  the  eyes  observed  for  nys- 
tagmus while  the  head  was  raised  60  degrees. 

Nystagmus  observed  for  a sustained  period  (in 
the  study  this  varied  from  forty-five  to  one  hun- 
dred twenty  seconds)  was  designated  as  a good  re- 
sponse. No  discernible  nystagmus  or  question- 
able unsustained  flickers  were  designated  as  im- 
paired responses.  All  children  were  tested  one  or 
more  times  by  one  of  two  examiners. 

The  hearing  tests  on  the  children  were  reviewed 
with  the  audiologist  who  had  done  the  testing, 
and  only  those  where  reliable  pure-tone  audio- 
grams  were  obtained  were  accepted.  These  were 
judged  reliable  where  at  least  2 earphone  hearing 
tests  were  obtained  showing  agreement  to  within 
10  decibels  at  2 or  more  central  frequencies. 
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TABLE  1.  Month  of 
children  with 

pregnancy  rubella  contracted  in  33 
impaired  vestibular  function* 

Impaired  Vestibular  Function 

Number  of 

Month 

Children 

Per  Cent 

1 

4 

12 

2 

13 

39 

3 

10 

30 

4 

3 

9 

5 

2 

6 

6 

1 

3 

* Eight  children  in  whom  date  of  ruhella  was  not  definitely  established 
were  excluded  from  consideration  in  this  table. 


Results 

Of  the  99  children  evaluated,  58  children,  or  59 
per  cent,  showed  a good  vestibular  response  in 
both  ears  while  41  children,  or  41  per  cent,  showed 
impaired  responses  in  one  or  both  ears  (one  ear, 
13  children;  both  ears,  27  children).  Table  I 
shows  the  month  of  pregnancy  in  which  rubella 
occurred  in  the  children  who  had  impaired  vestib- 
ular responses.  Although  every  month  from  the 
first  through  the  sixth  is  represented,  the  vast  ma- 
jority, 69  per  cent,  contracted  rubella  in  the  sec- 
ond and  third  months. 

Table  II  shows  the  relationship  of  vestibular 
function  to  hearing  status  in  the  total  group  under 
study.  The  incidence  of  normal  hearing  was  twice 
as  great  (41  per  cent)  in  the  children  with  normal 
vestibular  function  as  in  those  with  impaired 
function  (20  per  cent).  The  incidence  of  hearing 
loss  was  30  per  cent  with  intact  vestibular  func- 
tion and  33  per  cent  with  impaired  function.  The 
prevalence  of  bilateral  profound  hearing  losses  was 
17  per  cent  with  good  vestibular  responses  but  27 
per  cent  with  impaired  responses.  It  was  not 
possible  to  obtain  reliable  audiograms  on  46  per 
cent  of  the  vestibular-impaired  group  compared 
with  28  per  cent  in  those  with  good  vestibular 
function. 

In  Table  III  only  those  children  with  vestibular 
tests  and  reliable  audiograms  are  considered. 
These  numbered  64.  In  this  group  the  incidence 
of  good  vestibular  responses  was  66  per  cent  or 
two-thirds  while  responses  were  impaired  in  the 
remaining  third.  The  incidence  of  hearing  loss 
was  exactly  50  per  cent  in  the  same  group.  Of  the 
children  with  good  vestibular  function,  57  per  cent 
had  normal  hearing  and  43  per  cent  had  hearing 
losses.  In  those  with  impaired  vestibular  function 
only  36  per  cent  had  normal  hearing  and  64  per 
cent  had  hearing  losses. 

Comment 

Although  it  is  not  easy  to  evaluate  accurately 
vestibular  responses  in  children,  and  there  will  be 
some  margin  of  error,  we  believe  that  the  inci- 
dence of  impaired  vestibular  function  found  in 
this  study  indicates  that  prenatal  rubella  can 
cause  impairment  of  the  vestibular  system.  These 


TABLE  II.  Relationship  of  vestibular  function  and  hearing 
in  99  children 

Good  Vestibular  Impaired  Vestib- 
Function  ular  Function 
Hearing  Number  Per  Number  Per 


Status  Children 

Cent 

Children 

Cent 

Normal  hearing 
bilaterally 

24 

41 

8 

20 

Bilateral  profound 
hearing  loss 

10 

17 

11 

27 

Profound  hearing 
loss  in  1 ear, 
moderately  severe 
to  severe  in  other 

3 

5 

1 

2 

Bilateral  moderately 
severe  to  severe 
hearing  loss 

2 

3 

1 

2 

Severe  hearing  loss 
in  1 ear,  moderate 
in  other 

1 

2 

Bilateral  moderate 
hearing  loss 

1 

2 

Unilateral  mod- 
erately severe 
hearing  loss 

2 

3 

Audiogram  not  yet 
obtained 

16 

28 

19 

46 

Totals 

58 

41 

TABLE  III.  Vestibular  function  and  hearing  in  group  with 
pure  tone  audiograms  (64  children) 

Hearing  Status 

Good  Vestibular 
Function 
Per 

Number  Cent 

Impaired 

Per 

Number  Cent 

Normal  hearing 

24 

57 

8 

36 

Hearing  loss 

18 

43 

14 

64 

Totals 

42 

66 

22 

34 

children  did  not  seem  to  suffer  any  disequilibrium 
or  handicap  in  their  everyday  functioning  attrib- 
utable to  vestibular  impairment.  It  was  of  inter- 
est, however,  to  examine  the  relationship  of  ves- 
tibular dysfunction  to  hearing  in  prenatal  rubella 
particularly  with  a view  to  determining  whether 
the  status  of  vestibular  function  was  of  any  value 
in  predicting  the  status  of  hearing. 

In  common  with  the  hearing  loss  associated 
with  prenatal  rubella,  the  greatest  incidence  of 
vestibular  impairment  occurred  when  the  disease 
was  contracted  in  the  first  trimester  of  pregnancy. 
The  incidences  of  41  per  cent  of  vestibular  impair- 
ment among  all  the  children  and  of  34  per  cent 
among  those  who  had  audiograms  as  compared  to 
an  incidence  of  50  per  cent  of  hearing  loss  in  this 
latter  group  suggests  that  although  damage  to  the 
vestibular  system  is  a frequent  result  of  prenatal 
rubella,  it  is  not  as  frequent  as  hearing  loss. 

In  both  the  whole  group  of  99  children  and  more 
strongly  in  the  subgroup  of  audiometrically  test- 
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able  children  the  findings  suggest  that  those  with 
good  vestibular  function  appear  to  have  a slightly 
better  chance  of  having  normal  hearing  than  do 
those  with  impaired  function,  the  ratios  being  41 
per  cent  to  30  per  cent  and  57  per  cent  to  43  per 
cent  in  the  respective  groups  in  favor  of  normal 
hearing.  Conversely,  those  children  with  im- 
paired vestibular  function  appear  to  have  more 
likelihood  of  having  a hearing  loss,  the  ratios 
being  33  per  cent  to  20  per  cent  and  64  per  cent  to 
36  per  cent  in  favor  of  a hearing  loss  in  consid- 
ering the  same  two  groups.  The  most  severe  de- 
gree of  hearing  loss  (bilateral  profound)  was 
slightly  more  prevalent  (27  per  cent)  among  chil- 
dren with  impaired  vestibular  function  than 
among  those  (17  per  cent)  whose  vestibular  func- 
tion was  intact. 

In  general,  it  may  be  said  that  there  appears  to 
be  a relationship  between  the  incidence  of  vestib- 
ular impairment  and  hearing  loss  in  a large  group 
of  children  with  prenatal  rubella.  This  is  not  a 
strong  enough  relationship  to  make  vestibular 
function  a dependable  basis  for  predicting  the  sta- 
tus of  hearing  in  a particular  child.  Bilateral  pro- 
found hearing  loss  may  occur  in  a child  with  nor- 
mal vestibular  function,  although  it  may  be  less 
likely  than  in  one  with  impaired  function. 


Seat  belt  injury 

Although  there  is  little  doubt  that  lap  type  automo- 
bile seat  belts  prevent  more  injuries  than  they  cause, 
it  should  not  be  overlooked  that  the  redirection  of  the 
decelerating  force  in  a collision  from  the  head  and  chest 
to  the  lower  abdomen  concentrates  the  energy  (which 
can  be  very  great)  to  a narrow  strip  across  the  lower 
abdomen.  The  potential  for  a variety  of  injuries  to  the 
intra-abdominal  viscera  and  to  the  lumbar  spine  is 
therefore  considerable.  The  combined  pattern  of  vis- 
ceral and  vertebral  injuries  has  been  previously  noted 
but  not  specifically  commented  on. 

W.  P.  Ritchie,  Jr.,  M.D.,  et  al.  of  the  University  of 
Minnesota  report  the  cases  of  4 family  members  who, 
in  a high-speed  head-on  collision,  sustained  seat  belt 
injuries,  2 of  which  involved  combined  viscereil  and 
lumbar  vertebral  components  (Surg.,  Gynec.  & Obst. 


Summary 

The  vestibular  responses  to  caloric  testing  were 
studied  in  99  children  with  proved  or  suspected 
prenatal  rubella.  There  was  an  incidence  of  im- 
paired vestibular  function  in  41  per  cent  of  the 
children.  It  was  concluded  that  prenatal  rubella 
can  and  frequently  does  cause  impaired  vestibular 
function.  The  relationship  between  vestibular 
function  and  hearing  status  in  64  of  these  children 
who  had  pure-tone  audiograms  was  evaluated. 
Hearing  was  more  likely  to  be  normal  when  ves- 
tibular function  was  normal  and  more  likely  to  be 
impaired  when  vestibular  function  was  impaired. 
However,  this  trend  was  not  strong  enough  to 
make  vestibular  function  a dependable  basis  for 
predicting  hearing  status  in  a particular  child. 

566  First  Avenue 

New  York,  New  York  10016 
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131:  431  (Sept.)  1970).  The  lumbar  fractures  were  of 
a peculiar  type,  presumably  resulting  from  hyperflexion 
of  the  entire  vertebral  column  about  the  belt,  resulting 
in  disruption  of  the  posterior  bony  and  ligamentous 
elements  of  the  lumbar  spine  extending  to  adjacent  bony 
parts  but  without  displacement  or  compression  of  the 
vertebral  body.  In  2 of  the  patients,  fusion  was  required 
for  stability. 

All  patients  recovered.  In  2 of  the  patients  there  was 
a delay  of  more  than  thirty-six  hours  in  laparotomy. 
The  authors  observe  that  both  delay  in  laparotomy  and 
the  inadvertent  production  of  paraplegia  can  be  avoided 
by  recognizing  that  the  two  classical  components  of  seat 
belt  injury,  the  visceral  and  the  vertebral,  can  occur  to- 
gether. Abdominal  ecchymosis,  signs  of  peritoneal 
irritation,  even  though  minimal,  and  back  pain  should 
alert  the  physician  to  this  combination. 
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PHANEROTIC  CHROMOCYTOMA 


Increased  blood  pressure  is  not  an  uncommon 
finding  in  patients  undergoing  anesthesia.  It  may 
be  caused  by  apprehension,  light  anesthesia, 
hypervolemia,  hypercarbia,  or  urinary  bladder 
distension.  Chromaffin  cell  tumors  may  cause 
hypertension  through  the  production  of  excessive 
amounts  of  catecholamines,  and  the  following 
case  report  illustrates  the  successful  anesthetic 
managernent  and  diagnosis  of  one  such  unsus- 
pected case  of  pheochromocytoma. 

Case  report 

A fourteen-year-old  boy  was  admitted  to  the  hospi- 
tal with  the  diagnosis  of  acute  appendicitis.  He  was 
5 feet,  8 inches  tall  and  weighed  140  pounds.  In  the 
emergency  room,  his  blood  pressure  was  124/84,  pulse 
rate  96,  temperature  (rectal)  100.8  F.,  and  white  blood 
cells  14,000  with  a definite  shift  to  the  left.  The  medi- 
cal history,  recorded  at  this  time,  was  noncontribu- 
tory, and  he  was  scheduled  to  undergo  an  emergency 
surgical  procedure. 

The  patient  was  given  preoperative  medication  imme- 
diately, 75  mg.  diphenylhydramine  (Benadryl)  intra- 
muscularly, when  the  anesthesiologist  made  his  pre- 
operative visit,  followed  twenty  minutes  later  by  75  mg. 
meperidine  hydrochloride  (Demerol)  and  0.4  mg.  scopo- 
lamine administered  intramuscularly  to  allay  the 
marked  apprehension  of  the  patient.  On  arrival  in  the 
operating  room,  forty  minutes  later,  the  patient  appeared 
to  be  well  sedated.  At  this  time,  his  blood  pressure  was 
230/110.  When  questioned,  he  was  sufficiently  awake 
to  answer  coherently.  He  recalled  that  at  one  time  in 
school  his  blood  pressure  had  been  found  to  be  high  and 
that  he  was  advised  not  to  eat  food  with  too  much  salt. 

Because  of  the  high  value  observed  for  the  peripheral 

Presented  and  discussed  at  a conference  held  at  the  St.  Vin- 
cent’s Hospital  Medical  Center,  New  York  City,  March  2.3, 
1970.  Clinical  Anesthesia  Conferences  are  held  on  the  fourth 
Monday  of  each  month. 


blood  pressure,  further  readings  were  taken  in  the  next 
few  minutes  and  found  to  be  in  the  same  range.  After 
five  minutes,  a value  of  140/90  was  noted;  accordingly, 
anesthesia  was  induced  with  a dose  of  175  mg.  sodium 
thiopental  given  intravenously.  Succinylcholine  60  mg. 
was  given  intravenously  to  facilitate  endotracheal  intu- 
bation. Anesthesia  was  maintained  with  a mixture  of 
4 L.  per  minute  of  nitrous  oxide  and  2 L.  per  minute 
of  oxygen.  Meperidine  hydrochloride  and  d-tubocura- 
rine,  both  in  divided  doses,  were  administered  intra- 
venously to  supplement  the  anesthesia. 

The  blood  pressure  was  approximately  130/84  for 
twenty  minutes,  when  it  rose  suddenly  to  190/110.  On 
the  assumption  that  these  rises  in  blood  pressure  were 
caused  by  an  undiagnosed  pheochromocytoma,  5 mg. 
of  phentolamine  (Regitine)  were  given  intravenously. 
The  blood  pressure  returned  to  126/82.  Thereafter, 
the  course  of  the  anesthesia  was  uneventful,  and  appen- 
dectomy was  performed.  After  reversal  of  the  effects 
of  d-tubocurarine  and  the  discontinuance  of  the  nitrous 
oxide-oxygen  mixture,  the  patient  was  extubated  awake. 
Following  a two  and  one-half-hour  stay  in  the  recovery 
room,  he  was  returned  to  the  ward  in  good  condition. 

Comment 

Pheochromocytoma,  although  an  uncommon 
tumor,  is  not  rare.  It  represents  approximately 
one  quarter  of  one  per  cent  of  all  cases  of  hyper- 
tension. The  only  definitive  diagnostic  method 
is  biochemical.  Generally,  the  rate  of  excretion 
of  4-hydroxy-3-methoxy  mandelic  acid  (vanillin 
mandelic  acid  or  VMA),  a metabolite  of  epi- 
nephrine in  the  urine,  is  measured  every  twenty- 
four  hours.  Assays  for  catecholamines  are  more 
costly,  difficult,  and  prone  to  technical  error, 
and  false-positive  results  “may  occur  in  patients 
taking  vasopressor  drugs,  such  as  bronchodilators 
or  nasal  decongestant  spray;  the  antihyperten- 
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sive  drug,  methyldopa;  or  fluorescent  drugs,  such 
as  tetracycline  and  chlorpromazine.”' 

Nonpheochromocytoma  has  been  rei)orted  in 
12  of  111  patients  whose  lah»>ratory  values  sup- 
ported the  diagnosis  of  pheochromocytoma,  and 
at  least  two  parts  of  the  triad,  history  of  head- 
ache, palpitation,  and  perspiration,  occurred 
simultaneously. ' 

Attention  should  also  he  directed  to  a specific 
clinical  circumstance  that  may  he  fairly  common 
but  that  has  not  been  emphasized  in  the  medical 
literature.  'Fhis  is  the  occurrence  of  pressor  epi- 
sodes resembling  those  of  pheochromocytoma, 
in  association  with  chest  pain  in  patients  with 
coronary  disease.  * 

Determinations  of  vanillin  mandelic  acid  in  the 
urine  (normal  value  less  than  10  mg.  per  day) 
result  in  a positive  diagnosis  in  more  than  90  per 
cent  of  patients  with  pheochromocytoma,  and  in 
this  patient  a postoperative  value  of  22  mg.  was 
measured.  Six  weeks  later,  values  of  120  mg.  and 
850  micrograms  were  obtained  for  vanillin  man- 
delic acid  and  norepinephrine  in  the  urine  (nor- 
mal 10  to  30  micrograms  per  twenty-four  hours), 
confirming  the  diagnosis. 

In  those  patients  not  diagnosed  biochemically, 
provocative  pharmacologic  testing,  such  as  phen- 
tolamine,  histamine,  and  tyramine,  may  be  help- 


ful during  normotensive  periods.  In  one  such 
test,  glucagon,  up  to  1 mg.  given  intravenously,  is 
used.'  Since  hypertensive  crises,  tachycardia, 
and  arrhythmias  may  occur  in  patients  with  pheo- 
chromocytoma, these  tests  should  be  performed 
only  if  clearly  indicated. 

All  agents  have  been  used  successfully  in  the 
anesthetic  management  for  surgical  removal  of 
pheochromocytoma.  Recently,  fluroxene  (Fluoro- 
mar)  has  been  advocated  because  it  does  not  sensi- 
tize tbe  heart  to  catecholamines  nor  does  it  release 
them.'  Based  on  these  considerations.  Fanning, 
Dykes,  and  May'^u.sed  methoxyllurane  (Fenthrane) 
and  presented  the  i)rinciples  of  anesthetic  manage- 
ment advocated  in  current  medical  literature. 
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Plantar  warts 

There  are  three  types  of  plantar  warts;  single,  m other- 
daughter,  and  mosaic.  Although  the  viral  origin  of  warts 
has  been  established,  pressure  apparently  stimulates 
their  growth,  as  indicated  by  preferred  sites:  usually 

they  occur  under  bony  prominences  of  the  feet.  R.  M. 
Montgomery,  M.D.,  of  Roosevelt  Hospital,  New  York 
City,  describes  the  characteristics  by  which  the  types 


are  identified  and  makes  suggestions  for  management 
(Southern  M.  J.  63:  615  (June)  1970).  Nonscarring 
methods  are  preferred;  if  x-ray  therapy  is  used,  great 
caution  is  necessary  in  seeing  that,  through  proper  shield- 
ing, normal  tissues  are  not  damaged.  Mosaic  warts 
seem  to  resist  the  usual  treatment  for  the  other  two 
types,  but  a combination  of  acids  applied  after  adequate 
paring  usually  effects  a cure  without  scarring  in  a matter 
of  months. 
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WIDENING  CONCEPTIONS 
OF  STROKE 
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Neurology,  Edward  J.  Meyer  Memorial  Hospital 

Twenty  years  ago  there  seemed  to  be  a secure 
pathologic  basis  for  subdividing  strokes  into  three 
great  groups,  each  well  defined:  cerebral  infarc- 
tion from  arterial  thrombosis  associated  with 
vascular  degenerative  disease  of  the  brain,  chiefly 
atherosclerosis,  and  with  a “classic  presentation” 
varying  with  the  artery  involved;  infarction  from 
cerebral  emboli  of  which  the  chief  source  lay  in 
the  chest;  and  cerebral  hemorrhage  associated  with 
arterial  hypertension  and  less  commonly  with  one 
of  the  bleeding  diseases.  The  facts  of  morbid 
anatomy  did,  of  course,  give  rise  to  speculation. 
But  since  cerebral  hemorrhage  was  thought,  for 
practical  purposes,  to  be  almost  invariably  fatal, 
and  there  was  no  radical  treatment  either  for 
thrombosis  or  the  release  of  emboli,  except  in  the 
latter  case  when  the  emboli  arose  in  deep  veins 
which  might  be  tied,  speculative  inquiry  ran  into 
the  block  of  therapeutic  impotence. 

The  story  is  very  different  today  when  vast 
resources  of  men  and  money  are  being  deployed 
against  “the  third  killer”  which  is  also  the  cause 
of  immense  crippling  throughout  the  world.  The 
conception  of  stroke  has  been  widened.  It  is  seen 
against  a background  of  general  cardiovascular 
disease;  cardiovascular  disease  is  seen  against 
a background  of  genetic,  metabolic,  and  environ- 
mental factors;  and  these  latter  are  seen  to  include 
diet,  physical  and  mental  stress,  exercise  or  the 
lack  of  it,  and  the  consumption  of  tobacco  and 
alcohol.  Stroke  is  no  longer  a matter  only  for  the 
neurologist  or  the  internist.  The  vascular  surgeon, 
neurosurgeon,  hematologist,  endocrinologist, 
pharmacologist,  nutritionist,  physiologist,  anato- 
mist, physicist,  and  engineer  have  all  become  in- 
volved. 

With  the  introduction  of  cerebral  angiography 
by  Moniz*  and  of  a practical  means  of  measuring 
blood  flow  by  Kety  and  Schmidt,^  dynamic  con- 
ceptions began  to  replace  the  old  static  views  based 
on  morbid  anatomy.  Therapeutic  possibilities 
opened  with  two  discoveries:  the  important  part 
played  by  surgically  accessible  lesions  of  the  great 
vessels  of  the  neck  in  the  genesis  of  stroke,  and  the 


frequency  with  which  these  lesions  give  warning  of 
their  presence  by  the  occurrence  of  what  have  come 
to  be  known  as  transient  cerebral  ischemic  attacks. 
The  therapeutic  possibilities  gained  substance 
from  work  in  collateral  fields:  advances  in  vas- 

cular surgery;  studies  on  hypothermia,  controlled 
arterial  hypotension,  and  clotting  factors  in  the 
blood;  experience  with  anticoagulant  and  fibri- 
nolytic agents;  and  the  development  and  refine- 
ment of  ancillary  investigative  technics,  such  as 
brain  scanning,  ophthalmodynamometry,  echo- 
encephalography,  electroencephalography,  and 
the  determination  of  cerebral  circulation  times. 
It  also  became  obvious  that  all  strokes  are  not 
arterial;  some  are  of  venous  origin.  Indeed  not  all 
so-called  strokes  are  of  vascular  origin.  Some- 
thing like  5 per  cent  are  due  to  cerebral  tumors  or 
abscesses,  while  others  constitute  postepileptic 
paralyses,  migrainous  or  uremic  disturbances,  or 
such  conditions  as  multiple  sclerosis  in  early  life 
and  parkinsonism  in  later  life.  The  factors  in- 
volved in  strokes  have  been  found  to  be  much  more 
diverse  and  complicated  than  was  previously  sus- 
pected. 

Physiologic  factors 

Useful  discussion  of  the  cerebral  circulation 
must  be  tied  to  a dynamic  system  consisting  of  a 
pump,  the  heart;  pipes,  the  blood  vessels;  a com- 
plex regulatory  and  stabilizing  system,  controlled 
by  the  nervous  system  itself;  and  a nutrient  fluid 
of  great  complexity,  the  blood.  The  disturbances 
underlying  stroke  may  involve  any  of  these  compo- 
nents singly  or  in  combination. 

Brain  tissue,  with  its  high  metabolic  rate  and 
vulnerability  to  hypoxia  and  hypoglycemia  of  even 
brief  duration,  requires  not  only  a plentiful  but 
also  a continuous  blood  supply.  In  health  this 
is  achieved  by  four  considerable  arteries  all  ulti- 
mately arising  from  the  arch  of  the  aorta.  The 
circle  of  Willis  permits  free  anastomosis  between 
the  anterior  (carotid)  and  posterior  (vertebral - 
basilar)  circulations  and  between  the  blood  sup- 
plies of  the  two  halves  of  the  brain.  Collateral 
channels  also  join  the  external  carotid  and  inter- 
nal carotid  arteries  through  the  orbit  and  the 
external  carotid  (occipital  branch)  and  vertebral 
circulations  at  the  back  of  the  neck.  Cortical 
anastomotic  channels  are  more  fully  developed 
than  was  at  one  time  appreciated. 

Besides  the  plurality  and  plenitude  of  its  feed- 
ing vessels,  the  cerebral  circulation,  to  insure 
stability,  has  built-in  safety  devices,  such  as  pres- 
soreceptors in  the  carotid  sinuses  and  aortic  arch 
and  chemoreceptors  in  the  carotid  bodies.  The 
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intracranial  arteries  differ  from  those  elsewhere 
in  having  a more  prominent  internal  elastic  lamina 
and  a thinner  muscular  coat,  the  reason  for  which 
can  only  be  conjectured  but  which  have  been  seen 
as  a means  of  dampening  arterial  pulsation  and 
pressure  fluctuations  within  the  closed  box  of  the 
skull.  A similarly  protective  baffle  mechanism 
has  been  attributed  to  the  S-shaped  loop  consti- 
tuted by  the  carotid  siphon  and  to  the  bend  on  the 
vertebral  artery  as  it  winds  around  the  lateral 
mass  of  the  atlas  and  enters  the  foramen  magnum. 

The  intracranial  arteries  receive  fibers  from 
both  the  sympathetic  system  and  the  greater  super- 
ficial petrosal  nerve,  but  the  exact  role  of  these 
nerves  is  not  clear. ^ Stellate  ganglion  block  was 
used  for  a time  in  the  treatment  of  stroke  on  the 
theory  that  it  would  increase  the  blood  flow  to  the 
brain  but  without  physiologic  basis  or  obvious 
benefit.  This  does  not  deny  exquisite  homeostatic 
control  of  cerebral  blood  flow.  In  simple  hyper- 
tension, for  example,  there  is  cerebral  vasocon- 
striction, and  the  cerebral  blood  flow,  oxygen  con- 
sumption, and  arteriovenous  oxygen  differences 
in  the  brain  are  all  normal.  This  vasoconstric- 
tion is  not  released  by  stellate  ganglion  block  but 
is  released  by  a fall  in  blood  pressure.  It  is  likely 
that  local  carbon  dioxide  concentration  exerts 
the  chief  influence,  a rising  carbon  dioxide  con- 
centration causing  vasodilatation  and  a falling 
concentration  causing  vasoconstriction.  Similar 
effects  may  be  exerted  by  a rise  and  fall  of  hydro- 
gen ion  concentration  in  the  blood  and  opposite 
effects  by  a rise  and  fall  of  local  oxygen  concen- 
tration. Local  accumulation  of  carbon  dioxide 
is  thought  to  regulate  regional  blood  flow  in  accord- 
ance with  local  metabolic  needs.  Other  compen- 
satory effects  are  brought  into  play  in  neck  move- 
ment. When  the  neck  is  rotated  to  one  side,  the 
blood  flow  in  the  contralateral  vertebral  and  caro- 
tid arteries  is  reduced,  in  the  latter  instance  by 
the  artery  being  compressed  by  the  lateral  mass 
of  the  atlas^;  at  the  same  time  there  is  compen- 
satory dilatation  of  the  ipsilateral  vertebral  artery.^ 

Likewise  there  are  safety  devices  in  the  venous 
system.  The  venous  sinuses  are  protected  within 
the  rigid  dura  mater;  anastomotic  channels  join 
the  superior  with  the  basal  venous  sinuses,  for 
example,  through  the  superior  and  inferior  anasto- 
motic veins;  and  drainage  is  possible  not  only  via 
the  internal  jugular  veins  but  also  via  spinal,  orbi- 
tal, pterygoid,  and  skull  veins. 

In  brief,  in  the  “normal”  subject  the  blood  sup- 
ply to  the  brain  is  lavish  with  built-in  reserves 
and  compensatory  and  stabilizing  mechanisms. 
However,  in  clinical  medicine  we  are  concerned 
with  a vascular  system  which  is  frequently  the  seat 
of  congenital  anomaly  and/or  acquired  disease. 

Ischemic-infarctive  syndromes 

Strokes  may  still  be  divided  into  two  great 
groups:  (1)  those  due  to  regional  perfusion  failure 


with  resulting  ischemia  or  infarction  in  the  affected 
area,  the  damage  suffered  varying  with  such  factors 
as  the  severity  and  duration  of  the  impaired  blood 
flow;  and  (2)  hemorrhagic  lesions.  This  dichotomy 
has  clear  practical  value  but  not  always  clear 
pathologic  differentation.  In  the  past,  infarctions 
were  considered  in  terms  of  blocked  “end  arteries.” 
It  is  now  realized  that  things  are  not  that  simple. 

A few  apparent  paradoxes  may  help  crystallize 
some  of  the  problems.  A young  adult  with  trau- 
matic thrombosis  of  one  internal  carotid  artery 
may  develop  no  neurologic  defect,  while  another 
patient  in  later  life  with  an  infarction  in  the  carotid 
territory  may  be  found  to  have  only  a partial  steno- 
sis of  the  ipsilateral  carotid  artery.  A patient  with 
obstruction  of  one  carotid  artery  may  develop 
ischemic  signs  in  the  territory  of  the  contralateral 
carotid  artery,  while  another  patient  with  stenosis 
of  both  carotid  arteries  may  develop  ischemic  signs 
in  the  vertebral-basilar  territory.®  A patient  may 
suffer  coronary  thrombosis  and  about  the  same 
time  be  found  to  have  hemiplegia;  another  may  be 
neurologically  asymptomatic  until  given  hypo- 
tensive drugs,  after  which  a stroke  develops. 

To  resolve  these  paradoxes,  attention  must  be 
given  to  the  unitary  nature  of  cerebral  circulation. 
Impaired  circulation  in  a single  vessel  is  likely 
to  be  compensated  by  the  opening  of  anastomotic 
channels,  a process  which,  however,  takes  time. 
It  follows  that  a sudden  occlusion,  as  from  macro- 
embolus, is  more  likely  to  cause  a neurologic  defect 
than  a closure  of  slow  evolution.  In  multiple  occlu- 
sive lesions,  compensation  is  less  likely  to  be  estab- 
lished, and,  as  a corollary,  it  is  found  that  ischemic 
strokes  are  likely  to  be  associated  with  diffuse 
patchy  occlusive  disease,  as  is  atheroma,  or  exten- 
sive occlusive  disease,  as  when  a thrombus  extends 
from  the  affected  artery  into  its  feeding  and  anas- 
tomotic vessels. 

It  also  follows  that  in  the  anterior  circulation, 
lesions  proximal  to  the  circle  of  Willis,  for  example, 
at  the  carotid  sinus,  are  less  likely  to  cause  infarc- 
tion than  those  at  or  distal  to  the  circle,  such  as 
in  the  middle  cerebral  artery.  Among  the  appar- 
ent paradoxes  mentioned  previously  was  that  one 
carotid  artery,  or  indeed  both,  may  be  blocked 
without  causing  cerebral  infarction.  K,  however, 
the  circle  of  WjHis  is  defective,  as  it  is  on  a congeni- 
tal basis  in  something  like  50  per  cent  of  sub- 
jects, or  if  carotid  thrombosis  extends  into  the 
anterior  and  middle  cerebral  arteries,  massive 
infarction  may  occur.'^-® 

Similarly,  if  the  middle  cerebral  artery  on  one 
side  is  stenosed  or  occluded,  its  compromised  ter- 
ritory may  derive  sufficient  sustenance  from  the 
contralateral  carotid  system  to  stave  off  infarc- 
tion. Should  the  contralateral  carotid  circula- 
tion become  impaired,  the  previously  jeopardized 
tissue  may  suffer  infarction.  A parity  of  reason- 
ing applies  to  perfusion  failure  in  the  vertebral - 
basilar  circulation  following  occlusive  disease  of 
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the  carotid  system  and  vice  versa.® 

It  follows  that  regions  whose  blood  supply  is 
compromised  are  unduly  vulnerable  to  any  failure 
of  general  circulation  or  of  blood  oxygenation. 
Thus  the  blood  flow  to  a given  region  may  be  di- 
minished but  still  adequate.  The  superimposi- 
tion of  a failure  of  systemic  circulation  or  some 
form  of  hypoxia  may  reduce  the  oxygen  supply 
below  critical  levels.  A patient,  for  example,  who 
suffers  coronary  thrombosis  may  develop  a stroke 
not  from  the  dispatch  of  mural  tlirombi,  as  may 
be  initially  diagnosed,  but  from  a fall  of  blood 
pressure  or  cardiac  output.  Likewise,  an  elderly 
patient  without  obvious  prior  neurologic  disease 
may  emerge  from  an  elective  herniorraphy  with 
dysphasia  because  his  blood  pressure  had  fallen 
below  critical  levels.  Similar  explanations  under- 
lie the  strokes  that  may  follow  injudicious  use 
of  hypotensive  agents;  visceral  hemorrhage,  vomit- 
ing, diarrhea,  or  other  cause  of  dehydration;  the 
development  of  anemia;  or  an  episode  of  hypo- 
glycemia because  a continuous  flow  of  glucose  is  as 
essential  for  cerebral  function  as  a steady  supply 
of  oxygen.  I have  seen  a patient  with  stenosis  of 
the  carotid  artery  develop  hemiplegia  concomi- 
tantly with  hypoglycemia,  and  the  hemiplegia  re- 
cede when  the  blood  sugar  was  restored  to  normal 
levels.  Increased  viscosity  of  the  blood  as  in  poly- 
cythemia“  or  macroglobulinemia  may  also  pro- 
mote ischemic  stroke  as  may  a hypertensive  epi- 
sode,^® the  explanation  in  the  latter  case  being  the 
compensatory  cerebrovascular  constriction  already 
discussed. 

Transient  cerebral  ischemic  attacks.  Ische- 
mic cerebrovascular  episodes  are  sometimes  di- 
vided, according  to  duration,  into  temporary  and 
permanent.  A temporary  stroke  may  be  brief, 
a matter  of  minutes  or  at  most  a few  hours,  in 
which  case  it  is  now  called  a transient  ischemic 
attack.  In  such  cases  it  is  presumed  that  the 
neuronal  disturbance  is  functional  (hypoxic)  and 
reversible.  On  the  other  hand,  in  the  permanent 
stroke  actual  infarction  must  be  presumed.  It 
is  likely  that  between  these  two  extremes  is  a 
continuum  of  disorders  of  rising  severity.  The  im- 
provement which  commonly  follows  ischemic 
strokes  has  a number  of  explanations;  (1)  recovery 
of  neurons  rendered  hypoxic  rather  than  destroyed, 
(2)  subsidence  of  edema,  and  (3)  release  of  com- 
pensatory mechanisms.  The  last  are  exemplified 
in  capsular  hemiplegia.  Many  motor  functions, 
particularly  grosser  ones,  are  controlled  by  both 
cerebral  hemispheres.  In  the  event  of  capsular 
hemiplegia,  the  unaffected  hemisphere  is  thought 
to  assume  greater  control  of  the  ipsilateral  mus- 
cles permitting  considerable  return  of  function 
in  the  paralyzed  limbs.  Should  a capsular  lesion 
subsequently  develop  on  the  sound  side,  not  only 
would  there  be  the  expected  crossed  hemiplegia 
but  the  compensated  ipsilateral  hemiplegia  might 
also  again  become  released  and  clinically  obvious. 


I have  been  impressed  with  the  frequency  in  hemi- 
plegic stroke  of  a Babinski  response  on  the 
“sound”  side.  In  these  cases  the  “normal”  hemi- 
sphere may  also  have  suffered  ischemic  damage  of 
minor  degree,  in  conformity  with  the  thesis  that 
the  cerebral  circulation  is  unitary  and  that  it  takes 
multiple  lesions  to  determine  the  appearance  of 
regional  ischemia,  with  this  second  lesion  being 
temporarily  or  permanently  evidenced  by  the 
Babinski  response. 

For  a cerebral  attack  to  be  truly  transient,  one  of 
the  factors  producing  it  must  be  transient.  Such 
transience  is  seen  in  patients  with  cervical  spondy- 
losis with  osteophytes  impinging  on  the  vertebral 
artery.  On  neck  turning,  the  vertebral  artery  may 
be  further  compressed  with  the  development  in  its 
territory  of  ischemic  signs  such  as  diplopia,  verti- 
go, homonymous  hemianopia,  or  drop  attacks.^ 
Transient  ischemic  attacks  are  also  seen  in  pos- 
tural hypotension  and  in  association  with  hyper- 
irritable  carotid  sinus.  In  cardiac  dysrhythmia 
there  may  be  ischemic  attacks  conterminous  with 
the  dysrhythmia.  Vertebral  ischemic  attacks 
may  also  occur  in  the  subclavian  steal  syndrome. 
Here,  as  a result  of  occlusion  of  one  subclavian 
artery  proximal  to  its  giving  off  its  vertebral 
branch,  the  ipsilateral  arm  may  derive  its  blood 
supply  from  the  opposite  subclavian  via  the  two 
vertebral  arteries,  to  the  disadvantage  of  the  brain 
stem.  Exercise  of  the  deprived  arm  will  further 
reduce  the  brain-stem  circulation,  perhaps  below 
critical  levels. 

It  is  not,  however,  possible  to  accept  the  fore- 
going mechanisms  as  the  full  and  only  explanation 
of  cerebral  ischemic  attacks,  in  particular  to  ex- 
plain on  these  bases  the  response  of  certain  tran- 
sient ischemic  attacks  to  anticoagulant  therapy. 
That  other  factors  must  be  involved  is  also  evi- 
denced as  follows:  patients  have  been  encountered 
with  transient  ischemic  attacks  that  have  been 
attributed  to  proved  carotid  stenosis;  operation 
to  remove  the  block  undertaken;  and  the  ensuing 
relief  of  symptoms  accepted  as  proof  of  the  diagnos- 
tic argument,  until  subsequent  angiography  has 
shown  the  vessel  to  have  undergone  complete  oc- 
clusion. The  surmise  is  that  both  the  anticoagu- 
lants and  the  uncovenanted  occlusion  halted  em- 
bolus formation  at  the  site  of  stenosis.  That  such 
microemboli  do  occur  in  transient  ischemic  attacks 
is  known.  In  that  form  of  transient  ischemic 
attack  characterized  by  amaurosis  fugax,  micro- 
emboli have  been  seen  in  the  retinal  vessels. 
The  possibility  of  microemboli  explaining  tran- 
sient ischemic  attacks  was  long  rejected  or  hesi- 
tantly accepted  on  the  grounds  that  in  recurrent 
forms  of  ischemic  attack  the  neurologic  deficit 
commonly  follows  a stereotyped  pattern,  whereas 
embolization  might  be  supposed  to  affect  vessels 
at  random  and  hence  to  produce  attacks  of  varied 
clinical  pattern.  The  explanation  would  appear 
to  lie  in  laminar  flow.  Emboli  arising  at  a given 
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point  tend  to  be  carried  in  the  same  line  of  flow 
to  the  same  destination.  In  simple  exemplifica- 
tion of  the  principle  may  be  invoked  the  well- 
demarcated  courses  pursued  by  the  White  and 
Blue  Niles  downstream  of  their  union  at 
Khartoum. 

Cerebral  infarction.  Our  predecessors  in  the 
nineteenth  and  early  twentieth  centuries  busied 
themselves,  often  to  their  eponymous  fame,  in  de- 
scribing the  symptom  complexes  characteristic  of 
occlusion  of  the  various  cerebral  arteries.  In 
reaction,  what  probably  strikes  the  modern  neu- 
rologist most  forcibly  is  the  widely  variable  clini- 
cal pictures  encountered.  In  carotid  occlusion,  for 
example,  there  may  be  no  obvious  neurologic  de- 
fect, there  may  be  massive  hemiplegia  and  hemi- 
sensory  defect,  there  may  be  little  more  than 
dysphasia,  there  may  be  papilledema  and  findings 
suggestive  of  brain  tumor, or  there  may  be  a 
migraine-like  syndrome  of  unilateral  headache 
and  fleeting  neurologic  disturbances.  The  find- 
ings pathologically  may  be  equally  diverse.  The 
brain  may  be  normal  or  ischemic  lesions  of  vari- 
able severity  encountered,  involving  in  one  case 
the  maximum  territories  of  the  anterior  and  mid- 
dle cerebral  arteries,  in  another  case  the  whole  or 
part  of  the  territory  of  one  of  these  vessels,  and  in 
yet  another  case  the  “watershed”  between  them. 

Similarly  with  perfusion  failure  in  the  middle 
cerebral  artery,  the  infarct  may  be  small  involving 
only  the  superficial  or  deep  territory  of  the  artery; 
or  massive,  extending  toward  the  territories  of 
the  anterior  and  posterior  cerebral  arteries;  or  in- 
termediate in  size  but  perhaps  extending  more  to- 
ward the  territory  of  the  anterior  or  the  posterior 
cerebral  artery.  Many  factors  enter  into  the  ex- 
planation. There  is  considerable  variation  be- 
tween individuals  as  to  the  extent  of  their  arterial 
territories;  the  whole  artery  may  be  blocked  or 
only  its  deep  or  superficial  branches;  and  cortical 
collaterals  may  be  better  preserved  than  deep 
collaterals  and  vice  versa.  The  circulation  in  the 
anterior  and  posterior  cerebral  arteries  may  be 
relatively  intact  or  relatively  poor.  If  only  one 
of  these  anterior  or  posterior  cerebral  vessels  is 
compromised,  the  middle  cerebral  infarct  will  tend 
to  spread  toward  the  territory  of  the  compromised 
vessel  and  away  from  the  territory  of  the  patent 
vessel.  A large  infarct  may  indicate  that  the 
collateral  circulation  is  poor  both  anteriorly  and 
posteriorly  and  the  “maximum  territory”  of  the 
artery  affected.  A small  infarct  may  bespeak  in- 
volvement of  the  more  strictly  autonomous  terri- 
tory, that  central  region  most  dependent,  in  the 
present  example,  on  the  middle  cerebral  artery. 
When  both  the  middle  and  the  anterior  cerebral 
arteries  are  compromised,  the  periphery  of  their 
individual  territories,  that  region  normally  over- 
lapped by  both  arteries,  may  be  most  affected, 
yielding  one  cause  of  the  “watershed”  infarct, 
another  cause  of  which  may  be  carotid  stenosis 
complicated  by  a failing  systemic  circulation. 


These  principles  also  explain  the  variety  of  mor- 
phologic changes  encountered  in  infarcts.*®  Severe 
ischemia  leads  to  necrosis  and  partial  ischemia  to 
dysfunctioning  but  viable  tissue.  Tbe  compo- 
nents of  brain  probably  vary  in  their  sensitivity 
to  hypoxia,  with  gray  matter  more  vulnerable  than 
white  and  neurons  more  vulnerable  than  glia. 
Whether  or  not  there  is  necrosis  of  the  blood  ves- 
sels within  the  infarcted  area  will  determine 
whether  the  infarct  be  pale  or  hemorrhagic  and  how 
it  will  evolve.  If  the  vessels  survive,  there  may 
be  proliferation  of  their  endothelium  and  fibrous 
tissue;  if  the  central  vessels  are  destroyed  and 
the  peripheral  preserved,  these  changes  may  be 
confined  to  the  periphery  of  the  infarct.  If  the 
vessels  are  destroyed  and  the  circulation  restored, 
for  example,  as  the  result  of  resorption  of  an  embo- 
lus, the  surgical  removal  of  a stenotic  lesion  in 
the  carotid,  or  the  restoration  of  the  systemic  cir- 
culation after  a period  of  shock,  blood  will  escape 
from  tbe  necrotic  vessels  into  tbe  pale  infarct 
converting  it  into  a hemorrhagic  infarct  or  hema- 
toma. ” A similar  process  may  be  the  basis  of  some 
cases  of  intracerebral  hemorrhage. 

Patholic  processes  involved.  Hitherto  ste- 
notic and  occlusive  disease  has  been  discussed 
in  a general  way.  The  range  of  disorders  respon- 
sible is  considerable:  disease  of  the  vessel  wall; 

vasospasm;  vascular  compression  from  without,  as 
in  certain  cases  of  subclavian  compression;  em- 
bolization; disturbances  of  the  blood,  such  as 
sickle-cell  disease,  polycythemia,  and  thrombotic 
thrombocytopenia;  and  disturbances  of  the  clot- 
ting mechanism  related  to  carcinoma,  trauma, 
or  surgical  procedure,  childbirth  and  the  puerpe- 
rium,  and  the  taking  of  contraceptive  pills.*® 

Diseases  involving  the  arterial  wall  include 
atheroma;  diabetes  with  or  without  mucormycosis; 
myxedema;  syphilis;  tuberculosis,  as  in  treated 
tuberculous  meningitis;  collagen  disease,  particu- 
larly giant-cell  arteritis  which  is  probably  much 
commoner  than  was  at  one  time  supposed  and  of 
much  wider  bodily  distribution  than  the  name  of 
its  best-known  form,  temporal  arteritis,  would  indi- 
cate; forms  of  arteritis  complicating  whooping 
cough  and  scarlet  fever  in  childhood  and  probably 
responsible  for  some  forms  of  infantile  hemiplegia; 
and  bacterial  infection  involving  the  arterial  wall 
as  when  the  internal  carotid  in  the  pharyngeal 
region  becomes  thrombosed  in  association  with 
infection  there,  thus  providing  another  cause  for 
infantile  hemiplegia.  Trauma  is  a well-recognized 
cause  of  intracranial  bleeding:  epidural,  subdural, 
subarachnoid,  and  intracerebral.  It  may  also 
cause  thrombotic  occlusion  of  the  carotid  artery 
in  the  neck  or  of  the  superior  longitudinal  sinus. 

Cerebral  vasospasm.  Vasospasm  is  not  ob- 
servable at  autopsy  and  until  the  advent  of  cere- 
bral angiography  could  only  be  surmised  as  an 
important  factor  in  cerebrovascular  disease. 
It  has  long  been  accepted  in  explanation  of  the 
visual  and  other  sensory  hallucinations  and  the 
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rare  motor  disturbances  associated  with  migraine. 
Indeed  prolonged  vasospasm  in  a severe  attack, 
perhaps  with  thrombosis  supervening  in  the  nar- 
rowed vessel,  is  the  likely  explanation  of  the  per- 
manent neurologic  sequelae,  such  as  hemianopia 
and  hemiplegia  occasionally  encountered  in  mi- 
graine, and  which,  when  encountered,  always  raise 
the  specter  of  an  independent  organic  lesion  such 
as  tumor. 

The  finely  balanced  homeostatic  control  of  cere- 
bral blood  flow  has  already  been  mentioned,  ex- 
plaining how,  in  simple  hypertension,  compensa- 
tory cerebral  vasoconstriction  comes  into  play. 
In  hypertensive  encephalopathy,  and  perhaps  in 
malignant  hypertension,  it  is  likely  that  the  same 
autoregulatory  vasoconstriction  occurs;  but  be- 
cause of  the  height  of  the  blood  pressure  or  the 
rapidity  of  its  rise,  the  vasospasm  is  excessive  with 
resulting  brain  ischemia,  edema,  and  petechial 
hemorrhages. 

The  angiographic  procedure  itself  may  induce 
vasospasm,  particularly  when  puncture  of  the 
vessel  has  been  difficult  or  unskillfully  performed. 
Trauma  to  the  vessel  wall  also  explains  the  vaso- 
spasm commonly  encountered  with  rupture  of  a 
berry  aneurysm  when  the  vessels  at  a distance 
from  the  aneurysm,  as  well  as  those  bearing  it, 
may  be  demonstrably  narrowed,  presumably  due 
to  spasm.  Such  spasm  may  be  argued  to  be  pro- 
tective and  a means  to  limit  bleeding.  Echlin,^^ 
however,  has  shown  experimentally  in  monkeys 
that  the  introduction  of  blood  into  the  subarach- 
noid space  may  induce  narrowing  of  the  vertebral 
and  basilar  arteries.  So  it  is  likely  that  some 
substance  in  extravasated  blood  (serotonin, 
angiotensin,  and  platelet  derivatives  have  been 
considered)  and  perhaps  other  irritants  around  the 
vessels  may  induce  spasm. 

The  vasospasm  associated  with  ruptured 
aneurysm  has  both  diagnostic  and  clinical  impor- 
tance.In  cases  of  spontaneous  subarachnoid 
hemorrhage,  angiography  may  fail  to  reveal  the 
source  of  bleeding  but  may  reveal  local  vasospasm 
which  is  presumed  to  mark  the  site  of  bleeding. 
In  ruptured  berry  aneurysm  the  cerebral  vaso- 
spasm may  so  impair  regional  perfusion  as  to  pro- 
duce focal  neurologic  signs. The  performance  of 
angiography  at  this  stage  carries  the  risk  of  aggra- 
vating the  spasm  and  ischemia;  and  the  edema- 
tous, fragile,  ischemic  brain  adds  to  the  difficul- 
ties and  risks  of  operation. 

It  is  also  suspected  that  some  cerebral  infarcts 
seen  after  head  injury  are  related  to  local  vaso- 
spasm and  that  certain  brain-stem  disturbances 
following  neck  injury  may  be  the  result  of  spasm 
of  the  vertebral  arteries.  Taylor  and  BelF'^  have 
shown  that  the  cerebral  circulation  is  slowed  after 
concussion,  and  such  slowing  may  be  a result  of 
cerebral  vasospasm. 

Impaction  of  an  embolus  may  also  produce 
spasm  of  the  affected  vessels,  and  this  spasm  may 


accentuate  the  catastrophic  onset  of  symptoms. 
Release  of  the  spasm  may  contribute  to  the  speedy 
improvement  encountered  after  cerebral  embo- 
lism. The  superimposition  of  thrombosis,  either 
retrograde  or  anterograde,  on  the  embolus  will 
have  the  opposite  effect  and  may  be  responsible 
for  delayed  deterioration  or  deterioration  after 
initial  improvement.  Emboli  commonly  lodge  at 
the  site  of  arterial  division.  The  territory  of  both 
branches  may  be  infarcted.  As  the  embolus  re- 
sorbs or  the  spasm  relaxes,  what  remains  of  the 
embolus  may  be  pushed  into  one  of  the  arterial 
branches,  permitting  flow  of  blood  in  the  other 
branch  and  the  conversion  of  a pale  into  a hemor- 
rhagic infarct.  Thus  embolic  infarcts  may  be 
pale  or  hemorrhagic,  or  part  pale  and  part  hemor- 
rhagic. 

Intracerebral  hemorrhage 

Much  remains  to  be  learned  about  the  causes 
and  mechanisms  of  intracerebral  hemorrhage. 
Indeed  the  hemorrhage  itself  may  remove  the  evi- 
dence of  its  own  origin.  Well  understood  are  such 
causes  of  intracranial  bleeding  as  congenital  an- 
gioma, berry  aneurysm,  and  the  abnormal  blood 
vessels  of  certain  brain  tumors.  In  hypertension 
miliary  aneurysms  may  underlie  some  of  the 
hemorrhages.  In  yet  other  cases,  removal  of  a 
proximal  stenotic  arterial  block  may  throw  greater 
strain  on  distal  vessels  and  conduce  to  their  rup- 
ture. Bleeding  diseases  have  long  been  recognized 
as  contributory  in  some  cases,  and  in  recent  years 
the  importance  of  anticoagulants  cannot  escape 
attention.  Indeed  the  injudicious  use  of  anti- 
coagulants may  help  convert  an  infarct  into  a 
hemorrhage. 

At  the  academic  level  it  is  an  easy  exercise  to 
separate  strokes  due  to  infarction  from  those  due  to 
hemorrhage.  Practice  is  different.  It  is  true  that 
infarction  tends  to  occur  in  the  old  and  atheroscle- 
rotic subject  during  periods  such  as  sleep  when 
the  tides  of  life  are  at  low  ebb  and  perhaps  after 
premonitory  transient  ischemic  attacks  and  that 
intracerebral  hemorrhage  tends  to  occur  in  ple- 
thoric hypertensive  people  often  during  physical 
exercise  to  which  the  turmoil  of  rapid  eye  move- 
ment (REM)  sleep  must  perhaps  be  added.  Head- 
ache and  vomiting  are  commoner  with  hemor- 
rhage than  with  thrombosis,  but  in  the  latter, 
fairly  severe  pain,  presumably  due  to  dilatation 
of  anastomotic  vessels,  may  occur.  The  only  rea- 
sonably certain  way  of  distinguishing  intracere- 
bral hemorrhage  from  cerebral  infarction  is  the 
finding  of  blood  or  its  products  in  the  spinal 
fluid,  but  even  such  a finding  is  not  foolproof. 
A hemorrhagic  infarct  may  be  associated  with 
xanthochromic  spinal  fluid,  and  in  intracerebral 
hemorrhage  the  blood  may  be  confined,  and  not 
gain  entrance  to  the  spinal  fluid. 

Other  methods  have  been  used  in  an  effort  to 
distinguish  hemorrhage  from  thrombosis,  in  par- 
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ticular  measurements  of  pineal  shift  on  radiog- 
raphy, displacement  of  midline  structures  on 
echoericephalography,^**  and  brain  scan.  It  is  true 
that  marked  shift  of  midline  structures  is  more 
likely  to  be  found  in  hemorrhage  or  tumor  than  in 
infarction,  but  this  applies  chiefly  in  the  early 
stages.  Following  infarction,  considerable  edema 
may  supervene  with  correspondingly  severe  dis- 
placement. Brain  scan  commonly  takes  five  to 
seven  days  to  show  positive  findings  in  cases  of 
stroke.  The  shape  of  the  abnormal  area  of  uptake 
I may  often  be  helpful.  An  infarct  tends  to  be 
pie-shaped  corresponding  to  the  territory  of  the 
affected  vessel,  and  a hematoma,  like  a tumor, 

I tends  to  transgress  arterial  boundaries.  But  such 
1 rules  are  by  no  means  inviolable. 

Prognostic  and  therapeutic  implications 

I From  the  therapeutic  and  prognostic  view- 
' points,  the  most  important  discoveries  in  recent 
years  stem  from  the  high  incidence  of  stroke  (about 
one  third  of  cases)  related  to  disease  of  the  great 
||  vessels  of  the  neck  and  the  possibility  of  transient 
ischemic  attacks  heralding  a permanent  stroke. 
Their  importance  stems  from  the  fact  that  (1) 
necrotic  brain  tissue  cannot  be  restored,  and 
treatment  to  be  decisive  must  be  prophylactic; 
and  (2)  carotid  lesions  in  the  neck  are  surgically 
accessible  and  vertebral  artery  lesions,  although 
often  inaccessible,  can  also  be  helped  in  various 
ways. 

Anticoagulant  therapy.  The  hopes  held  out 
ten  years  ago  for  anticoagulant  therapy  have  been 
largely  disappointing.  There  is  general  agreement 
about  its  usefulness  in  transient  ischemic  attacks, 
particularly  those  involving  the  posterior  circula- 
tion. Benefit  can,  of  course,  be  expected  only 
when  attacks  result  from  the  dispatch  of  micro- 
emboli, for  example,  platelet  emboli  from  an 
atheromatous  plaque  or  stenosis  of  the  great  ves- 
sels of  the  neck.  Benefit  cannot  rationally  be  ex- 
pected when  attacks  result  from  systemic  circula- 
tory failure  as  from  cardiac  dysrhythmia  or  ortho- 
static hypotension.  It  may  perhaps  prevent  a 
stenotic  lesion  progressing  to  complete  occlusion. 
Its  actual  value  in  a given  patient  is  rendered 
problematic  by  our  ignorance  of  the  likely  outcome 
without  anticoagulant  therapy. Not  all  such 
attacks  end  in  permanent  strokes;  some  disappear 
spontaneously;  some  continue  for  variable  periods 
of  time  before  or  without  progressing  to  permanent 
strokes.^® 

As  regards  the  so-called  evolving  stroke,  anti- 
coagulants have  theoretic  merit.  But  whether  a 
stroke  is  evolving  at  any  given  time  is  a matter 
of  retrospective  judgment.  The  difficulty  of  dis- 
tinguishing intracranial  hemorrhage  from  infarc- 
tion has  already  been  stressed.  There  are  obvious 
dangers  when  anticoagulants  are  prescribed  in  a 
hemorrhagic  stroke  on  the  mistaken  basis  that  it 
is  ischemic;  and  even  in  cases  of  truly  ischemic 
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stroke,  the  danger  of  converting  a pale  infarct  into 
a hemorrhagic  one  is  not  inconsiderable. 

In  a completed  stroke  of  recent  origin,  the  same 
arguments  apply  as  in  the  evolving  stroke.  In 
chronic  completed  stroke,  long-term  anticoagulant 
therapy  should  logically  be  continued  for  life  and 
must  be  carefully  controlled.  Too  small  a dosage 
is  useless  and  too  large  a dosage  is  fraught  with 
dangers  of  hemorrhage. 

As  regards  cerebral  embolic  strokes,  anticoagu- 
lants may  well  have  merit  in  dealing  with  the  car- 
diac or  other  lesions  responsible  for  the  formation 
of  the  emboli.  But  cerebral  macroemboli  are  par- 
ticularly prone,  for  reasons  already  stated,  to  give 
rise  to  hemorrhagic  infarcts;  and  this  danger  must 
be  weighed  against  possible  benefits. 

Operative  treatment.  As  with  anticoagu- 
lants, the  chief  merit  of  surgical  treatment  for 
ischemic  strokes  must  be  anticipatory.  In  com- 
pleted stroke,  endarterectomy  or  other  similar 
procedure  to  restore  circulation  can  have  only 
limited  benefit.  In  the  acute  cases,  tissue  of 
marginal  viability  may  be  saved,  but  there  is  the 
possible  countervailing  disadvantage  of  converting 
a pale  infarct  into  a red  infarct  or  even  a frank 
hemorrhage.  In  chronic  cases,  its  value  can  be 
only  prudential  and  dictated  by  the  hope  of  in- 
creasing reserve  blood  supply  should  other  vessels 
become  stenotic.  A possible  disadvantage  in 
hypertensive  subjects  is  that  a proximal  stenosis 
may  be  moderating  stresses  on  distal  vessels,  and 
its  removal  may  increase  the  risk  of  their  rupture. 

In  transient  ischemic  attacks  involving  carotid 
territory,  the  finding  of  complete  occlusion  of 
the  incriminated  carotid  artery  largely  excludes 
the  possibility  of  restoring  the  circulation  in 
that  vessel,  for  the  thrombus  is  likely  to  have 
extended  into  the  “dead  space”  above  the  stenosis 
up  to  the  level  of  the  first  carotid  branch  (ophthal- 
mic artery),  extended,  in  other  words,  into  a region 
beyond  surgical  accessibility.  But,  as  already 
stated,  even  complete  obliteration  of  one  carotid 
artery  may  not  be  sufficient  in  itself  to  account 
for  ischemic  episodes. Hence  aortic  arch  stud- 
ies and  four-vessel  angiography,  by  retrograde 
brachial  or  femoral  catheterization,  are  important 
in  the  assessment  of  all  such  patients.  It  may  be 
found,  for  example,  that  the  other  carotid  artery 
has  a surgically  remediable  stenosis,  and  correc- 
tion of  this  latter  defect  may  bring  symptomatic 
relief.  Similarly  the  finding  of  a stenotic  carotid 
vessel  on  the  side  appropriate  to  explain  ischemic 
attacks  need  not,  for  reasons  already  stated,  imply 
that  this  vessel  is  undoubtedly  and  wholly  respon- 
sible. Here,  too,  arch  studies  are  an  essential 
preliminary  to  operation. 

The  vertebral  artery  arises  from  the  subclavian 
artery  and  ascends  in  the  transverse  foramina  of 
the  upper  six  cervical  vertebrae.  Both  the  sub- 
clavian artery  and  the  vertebral  artery  at  its  origin 
are  surgically  accessible,  and  occlusive  lesions 
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affecting  them  may  be  resected. A special  in- 
stance is  the  subclavian  steal  syndrome.  Tying  of 
the  lower  end  of  the  vertebral  artery  on  the  side 
of  the  subclavian  occlusion  would  stop  the  diver- 
sion of  blood  from  the  brain  stem  but  at  the  risk  of 
severe  ischemia  of  the  arm.  Operation  in  such  a 
case  is  more  profitably  directed  to  removing  the 
block  in  the  subclavian  artery.^® 

On  the  principle  that  the  cerebral  circulation 
is  unitary,  ischemic  attacks  involving  the  verte- 
bral-basilar territory  may  be  relieved,  when  the 
posterior  circulatory  block  is  inaccessible,  by  re- 
moving an  accessible  coexistent  block  in  the  caro- 
tid artery. 

In  cases  of  external  compression  of  the  verte- 
bral artery  by  osteophytes  in  cervical  spondylosis, 
ischemic  attacks  may  be  relieved  by  removing 
the  osteophytes  at  fault  or  even  stabilizing  the 
neck  without  removal  of  the  osteophytes,  in  which 
case  the  osteophytes  may  regress  spontaneously.^^ 

Intracranial  hemorrhage.  Therapeutically, 
it  is  important  to  differentiate  intracerebral 
hemorrhage  from  primary  subarachnoid  hemor- 
rhage. Many  believe  that  surgery  has  little  to 
offer  in  the  treatment  of  intracerebral  hemorrhage. 
In  its  early  stages,  evacuation  of  a clot  merely 
favors  further  bleeding,  although  the  same  argu- 
ment need  not  apply  to  more  chronic  clots.  In 
berry  aneurysms,  operation  is  often  the  preferred 
mode  of  treatment. 

As  with  infarcts,  prevention  has  an  important 
role  to  play  in  treatment  of  intracerebral  hemor- 
rhage. Reduction  of  associated  arterial  hyper- 
tension may  provide  some  safeguard  against 
hemorrhage.  On  the  other  hand,  arterial  hyper- 
tension may  help  compensate  for  an  otherwise 
inadequate  cerebral  blood  flow,  and  reducing  the 
hypertension  below  critical  levels  may  promote 
ischemia  or  indeed  infarction. 

Conclusion 

A medical  Rip  van  Winkle,  awakening  today 
from  a slumber  of  two  decades,  would  be,  I venture 
to  think,  astonished  by  advances  in  the  under- 
standing of  stroke,  impressed  by  the  vigor  of 
therapeutic  endeavor,  gratified  by  actual  thera- 
peutic progress,  and,  according  to  temperament, 
disappointed  or  stimulated  by  the  large  measure 
of  our  continued  helplessness  in  the  face  of  one 
of  medicine’s  most  formidable  problems. 
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QUESTION  85.  This  was  lead  I obtained  from  a seventy-three-year-old  woman  with  arteriosclerotic  heart  disease. 
What  is  the  interpretation? 


L3 


QUESTION  86.  A routine  tracing  was  taken  from  a thirty-eight-year-old  obese  woman  without  a history  of  pre- 
existing heart  disease.  The  lower  strip  was  taken  during  deep  inspiration.  What  is  the  interpretation? 
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ELUCIDATION 


Question  85.  The  first  six  beats  are  pre- 
ceded by  a small  P wave,  and  the  QRS  is  0.12 
second  in  duration.  The  seventh  beat  is  prema- 
ture, is  not  preceded  by  a P wave,  and  is  different 
in  configuration  from  the  preceding  six.  This  is 
probably  an  atrioventricular  junctional  premature 
beat.  Following  the  seventh  beat,  there  is  a long 
pause.  The  eighth  QRS  is  0.08  second  in  duration 
'and  is  preceded  by  a P wave.  It  is  followed  by  a 
premature  beat,  possibly  of  ventricular  origin. 
The  tenth  beat,  which  again  follows  a long  pause, 
is  conducted  normally. 

The  intraventricular  conduction  defect  in  this 


case  is  probably  left  bundle  branch  block  and  is 
rate  dependent.  When  the  rate  is  rapid,  the  QRS 
is  aberrant.  At  slower  rates,  as  following  a pre- 
mature beat,  ventricular  depolarization  is  normal. 
Beat  five  is  deformed  by  a standardization  arti- 
fact. 

Question  86.  The  rhythm  is  sinus.  The  elec- 
trocardiogram is  normal  except  for  a very  promi- 
nent Q wave  and  inverted  T wave  in  lead  III  and  a 
small  Q wave  followed  by  a flat  T wave  in  aVf. 
It  is  difficult  to  establish  a definite  diagnosis 
based  on  a deep  Q3,  since  such  a finding  may  be 
present  in  normal  individuals.  The  lower  strip 
shows  lead  III  with  deep  inspiration.  The  Q wave 
almost  disappears.  This  change  with  deep  inspira- 
tion suggests  that  the  Q wave  is  a normal  variant 
and  not  associated  with  inferior  wall  myocardial 
infarction. 
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1 

I Appendicitis  during  the  first  week  after  delivery 

(of  a term  baby  is  exceedingly  rare.  Although  the 
'over-all  mortality  rate  in  appendicitis  has  de- 
t creased  substantially  in  recent  years,  the  frequency 
of  fatal  outcome  in  the  very  young  is  high.'  More- 
over, the  younger  the  child,  the  greater  the  mortal- 
ity rate. 

This  report  presents  what  is  believed  to  be  the 
I first  case  of  gangrenous  perforated  appendicitis 
(i  in  a seven-day-old  baby  who  recovered. 

J Case  report 

A seven-day-old,  9-pound  7-ounce,  term  baby 
was  admitted  on  July  3,  1967,  with  a twenty-four- 
hour  history  of  anorexia,  frequent  vomiting,  and 
abdominal  distention.  The  baby  was  well  devel- 
oped and  well  nourished  but  irritable  and  crying. 
The  blood  pressure  was  110/70,  pulse  130  per 
minute,  respirations  28  per  minute,  and  tempera- 
ture 100.8  F.  The  abdomen  was  tympanitic  and 
diffusely  tender;  occasional  bowel  sounds  were 
high  pitched;  and  there  was  a vague,  irregularly 
I outlined  mass  in  the  right  lower  quadrant. 

I X-ray  findings  were  consistent  with  small-bowel 
obstruction.  The  hemoglobin  was  14.3  Gm.  per  100 
ml.,  the  hematocrit  46,  and  the  white  blood  cell 
I count  20,500,  with  35  polymorphonuclear  leuko- 
, cytes,  8 band  forms,  43  lymphocytes,  and  21  mono- 
I cytes.  Urinalysis  disclosed  the  specific  gravity  to 
be  1.035;  there  were  1 or  2 white  blood  cells  but 
no  protein,  sugar,  or  acetone.  The  carbon  dioxide- 

*Present  address:  Department  of  Surgery,  Sinai  Hospital  of 
Detroit,  6767  West  Outer  Drive,  Detroit  Michigan  48235. 


combining  power  was  22.6  mEq.,  serum  chlorine  96 
mEq.,  sodium  137  mEq.,  and  potassium  5.7  mEq. 
per  liter.  The  fasting  blood  sugar  was  86  mg.  per 
100  ml.  and  the  blood  urea  nitrogen  8. 

At  operation  six  hours  after  admission,  the  right 
lower  quadrant  contained  an  inflammatory  mass. 
It  consisted  of  matted,  distended  loops  of  small 
bowel  covered  with  a thick,  fibrinous  exudate. 
There  was  a small  amount  of  turbid,  odorless  peri- 
toneal fluid  from  which  paracolon  bacillus  was 
subsequently  cultured. 

The  appendix  appeared  gangrenous  and  perfo- 
rated and  was  excised.  The  pathologic  diagnosis 
was  acute  gangrenous  perforated  appendicitis. 
Antibiotic  therapy,  penicillin,  was  instituted. 
The  patient  made  an  uneventful  recovery  and  was 
discharged  on  the  seventh  hospital  day. 

Comment 

Appendicitis  in  infants  is  exceedingly  rare. 
Fields,  Naiditch,  and  Rothman^  reviewed  7,170 
cases  of  appendicitis  in  children  under  twelve  years 
of  age  and  found  none  involving  an  infant  less  than 
one  month  in  age.  Schaupp,  Clausen,  and  Ferrier^ 
reviewed  all  reported  cases  of  appendicitis  occur- 
ring within  thirty  days  of  the  delivery  of  term  in- 
fants; they  found  only  24  cases.  In  their  series 
there  were  21  deaths  from  appendicitis,  for  an 
over-all  mortality  rate  of  87.5  per  cent  (100  per  cent 
in  the  group  with  perforation).^  In  the  literature 
of  the  English-spe^ing  world,  only  7 cases  of  ap- 
pendicitis in  premature  infants  have  been  found; 
in  2 cases  without  perforation,  the  infants  survived, 
but  in  4 with  perforation  as  well  as  in  1 without, 
the  outcome  was  fatal. ^ 

Obstruction  of  the  neonatal  appendix  is  unlikely 
because  of  its  distinctive  anatomy  and  physiologic 
environment.  In  the  neonate,  the  appendix  has  a 
conical  shape  with  a wide  base,  projects  from  the 
cecum  at  a right  angle,  and  is  exposed  to  intestinal 
contents  derived  from  milk  and  soft  foods.  The 
recumbent  posture  of  the  baby,  and  the  infre- 
quency, at  this  age,  of  upper  respiratory  tract  in- 
fections with  their  accompanying  lymphoid  en- 
largement, generally  protect  the  appendix  against 
obstruction. 

When  acute  inflammation  of  the  appendix  does 
develop,  perforation  occurs  earlier  than  in  older 
children.®  Perforation  occurs  prior  to  surgery  in 
more  than  half  of  all  patients  less  than  two  years 
old  with  acute  appendicitis.^-®  The  underdevel- 
oped omentum  is  small  and  does  not  wall  off  the 
perforation.  The  combination  of  the  relatively 
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large  appendix  and  the  nonmobile  cecum  results 
in  widespread  peritoneal  soiling.® 

Age  and  sex  influence  the  course  and  severity  of 
infections  in  childhood.  During  the  neonatal 
period  bacterial  infections  are  likely  to  be  severe, 
rapidly  progressive,  and  often  fatal.  Particular  to 
the  neonatal  period  are  the  diminished  clinical 
manifestations  of  infection. 

The  human  fetus  does  not  synthesize  gamma 
globulins;  rather  they  are  transferred  from  the 
mother  and  appear  in  the  fetus  at  about  four  or 
five  months  of  gestational  age.  The  level  climbs 
steadily  until  it  approximates  that  of  the  mother 
at  term.  Thus,  the  human  infant  is  born  with  the 
same  antibodies  as  his  mother  and  is  passively  im- 
munized at  birth  against  those  infections  which  are 
common  to  the  mother’s  environment.®  There 
is  one  important  exception  to  this  correspondence 
of  the  maternal  and  fetal  antibody  patterns. 
Whereas  the  7Sy2  globulins  cross  the  placenta 
freely,  neither  the  19Syi  macroglobulins  nor  the 
7Syi  globulins  do  so.  As  a result,  antibodies  to  the 
somatic  (“O”)  antigens  of  the  enteric  bacilli,  which 
are  usually  19Syi  macroglobulins,  are  missing  from 
the  blood  of  the  newborn  human  infant. This 
situation  may  explain  the  striking  susceptibility  of 
the  neonate  to  invasive  infection  caused  by  certain 
of  the  enteropathogenic  strains  of  bacteria. 

The  physician  bears  a particular  responsibility 
for  the  prompt  recognition  of  infection  and  for  its 
vigorous  treatment  in  the  newborn  and  young  in- 
fant. At  the  same  time,  the  physician  has  an  equal 
responsibility  to  protect  the  patient  against  un- 
necessary and  improper  use  of  antibiotics  available 
for  controlling  infectious  disease.  He  must  re- 
member that  most  drugs  not  only  have  toxic  side- 
effects,  but  that  they  also  have  the  power  to  sensi- 
tize certain  persons  so  that  subsequent  administra- 
tion may  give  rise  to  serious  reactions.  Further- 
more, he  has  a responsibility  to  the  community  for 
using  antimicrobial  drugs  in  such  a way  as  to  mini- 
mize the  natural  selection  of  resistant  strains. 

Egirly  diagnosis  of  acute  appendicitis,  before 
perforation,  is  of  utmost  importance.  Difficulties 
in  establishing  the  diagnosis  derive  from  failure 
to  realize  that  acute  appendicitis  can  occur  at  any 
age,  from  the  usually  unreliable  history  of  onset  of 


symptoms,  from  the  frequency  of  vomiting  in 
extra-abdominal  conditions  in  infants,  and  from 
the  more  rapid  progression  of  the  disease  in  in- 
fants than  in  adults,  which  leads  to  early  perfora- 
tion. Although  there  are  no  pathognomonic  signs 
of  acute  appendicitis,  abdominal  distention,  hypo- 
peristalsis,  and  vomiting  are  considered  the  com- 
monest findings.® 

The  mortality  rate  can  be  reduced  by  applying  a 
high  index  of  suspicion  for  appendicitis  and  early 
surgical  intervention. 

Summary 

A case  of  acute,  gangrenous  perforated  appendi- 
citis in  a seven-day-old  infant  is  reported.  The  in- 
fant recovered  uneventfully  after  appendectomy. 
A review  of  the  literature  and  factors  contributing 
to  the  high  mortality  rate  is  presented.  A high 
index  of  suspicion  for  appendicitis  in  infants  with 
abdominal  distention,  hypoperistalsis,  and  vomit- 
ing and  early  surgical  treatment  are  of  cardinal  im- 
portance for  successful  management. 
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Detroit,  Michigan  48235  (DR.  PHILLIPS) 

References 

1.  Hardman,  R.  P.,  and  Bowerman,  D.:  Appendicitis  in 
the  newborn.  Am.  J.  Dis.  Child.  105:  99  (1963). 

2.  Fields,  I.  A.,  Naiditch,  M.  J.,  and  Rothman,  P.  E.: 
Acute  appendicitis  in  infants;  ten-year  survey  at  the  Los 
Angeles  County  Hospital  and  report  of  a case  of  perforated  ap- 
pendicitis in  a fifteen-day-old  infant  with  survival,  ibid.  93: 
287  (1957). 

3.  Schaupp,  W.,  Clausen,  E.  G.,  and  Ferrier,  P.  K.:  Ap- 
pendicitis during  the  first  month  of  life.  Surgery  48:  805  (1960). 

4.  Firor,  H.  U.,  and  Myers,  H.  A.:  Perforating  appendi- 
citis in  premature  infants,  ibid.  56:  581  (1964). 

5.  Snyder,  W.  H.,  and  Chaffin,  L.:  Appendicitis  during 
first  two  years  of  life.  Arch.  Surg.  64:  549  (1952). 

6.  Scott,  H.  W.,  and  Ware,  P.  F.:  Acute  appendicitis  in 
childhood,  ibid.  50:  258  (1945). 

7.  Longino,  L.  A.,  Holden,  T.  M.,  and  Gross,  R.  E.:  Ap- 
pendicitis in  childhood.  Pediatrics  22:  238  (1958). 

8.  Fields,  I.  A.,  and  Cole,  N.  M.:  Acute  appendicitis  in 
infants  thirty-six  months  of  age  or  younger.  Ten  year  survey  at 
the  Los  Angeles  County  Hospital,  Am.  J.  Surg.  113:  269  (1967). 

9.  Nelson,  W.  E.:  Textbook  of  Pediatrics,  8th  ed.,  Phila- 
delphia, London,  W.  B.  Saunders  Company,  1964,  p.  436. 

10.  Vahlquist,  B.:  Neonatal  immunity,  A.M.A.  J.  Dis. 

Child.  99:  729(1960). 

11.  Bridges,  R.  A.,  Condie,  R.  M.,  Zak,  S.  J.,  and  Good, 
R.  A.:  The  morphologic  basis  of  antibody  formation  develop- 
ment during  the  neonatal  period,  J.  Lab.  & Clin.  Med.  53: 
331  (1959). 


986  New  York  State  Journal  of  Medicine  / May  1 , 1 971 


Medical  Arts  and  Letters 


GEORGES  CLEMENCEAU,  M.D. 
11841-19291 


The  smile  on  the  face  of 
the  "Tiger” 


WILLIAM  B.  OBER,  M.D. 

New  York  City 

Attending  Pathologist,  Beth  Israel  Hospital,  Associate  Profes- 
sor of  Pathology.  Mount  Sinai  School  of  Medicine 


The  historical  reputation  of  Georges  Clemenceau 
rests,  for  better  or  worse,  on  his  two  terms  as  pre- 
mier of  France  (1906  to  1909  and  1917  to  1920), 
his  leadership  of  a disorganized  French  nation  to 
victory  in  World  War  I,  and  his  role  as  one  of  the 
architects  in  the  somewhat  controversial  Treaty  of 
' Versailles  which  ended  that  war.  To  the  genera- 
} tion  living  in  the  first  three  decades  of  this  cen- 
tury he  was  known  by  the  sobriquet  “the  Tiger,” 
a well-earned  tribute  to  his  ferocity  in  the  political 
arena.  Information  about  his  public  career  is  ad- 
equately documented  and  accessible  in  standard 
texts.  But  he  was  a man  of  many  parts,  some  of 
j them  contradictory.  Somewhat  less  remembered 
than  his  official  posts  is  the  fact  that  for  much 
r.  of  his  life  he  was  a political  journalist,  and  that  he 
began  his  professional  career  as  a physician  is  all 
^ but  forgotten.  Little  attention  has  been  paid  to 
! his  interest  in  philosophy  and  literature,  to  his 

own  nonpolitical  writings,  and  to  his  friendship  and 
profound  sympathy  with  his  contemporary  paint- 
ers, many  of  whose  names  have  now  become  house- 
hold words. 

Early  influences 

The  principal  formative  influence  on  Clemen- 
ceau was  his  father,  Benjamin  Clemenceau,  one  of 
a long  line  of  physicians  who  practiced  in  the 
Vendee.  However,  medical  practice  bored  him, 
and  he  soon  gave  it  up  for  the  life  of  a gentleman 
farmer  with  a strong  interest  in  politics,  filling 
i his  leisure  with  violin  playing  and  some  amateur 


painting.  He  had  taken  his  medical  degree  in 
Paris  and  returned  home  a materialist,  an  atheist, 
and  a Jacobin.  He  considered  himself  an  ideolo- 
gist, following  the  intellectual  tradition  of  Condil- 
lac and  Condorcet,  whose  ideas  and  social  philoso- 
phy led  to  the  social  positivism  of  Auguste  Comte 
and  Emile  Littre,  who  were  his  approximate  con- 
temporaries and  whose  liberal  ideals  he  warmly 
embraced.  Known  locally  for  his  strong  anticleri- 
cal and  antimonarchical  views,  he  was  an  out- 
spoken opponent  of  Louis  Napoleon’s  Second  Em- 
pire. One  fine  day  circa  1858  the  police  visited 
the  Clemenceau  farm  and  arrested  him  for  sedi- 
tion. Young  Georges  shouted  “I  will  avenge  you!” 
to  which  the  father  retorted,  as  he  was  being  led 
away,  “You  want  to  avenge  me?  Well,  work!  ” 
Actually,  public  opinion  prevented  the  authori- 
ties from  deporting  Clemenceau’s  father  to  Al- 
geria, and  he  was  soon  returned  to  his  family  and 
farm  after  a mock  trial.  During  the  remaining 
years  of  the  Second  Empire  the  Clemenceaus  con- 
tinued to  nurse  their  hatred  of  the  regime  in  power 
and  were,  in  effect.  Republicans.  From  his  youth 
onward  Georges  Clemenceau  identified  himself 
with  the  cause  of  rebellion  against  authority. 
Lacombe^  has  pointed  out  the  ambivalence  in- 
herent in  the  son  who  rebels  against  a father  who 
is  himself  a rebel  and  by  this  revolt  comes  to  identi- 
fy himself  with  his  father.  A curious  comment  on 
the  psychodynamics  of  the  father-son  relationship 
is  that  Clemenceau  was  unable  to  complete  his 
novel  Les  Plus  Forts  (The  Strongest)  until  1897, 
the  year  his  father  died. 
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Young  Clemenceau  was  an  articulate,  promising 
student;  his  father  sent  him  to  secondary  school 
at  Nantes,  then  in  1860  to  Paris  to  study  medi- 
cine. He  accompanied  his  son  to  Paris  and  intro- 
duced him  to  Etienne  Arago,  an  intellectual  active 
in  Ptepublican  circles  whose  home  was  a head- 
quarters for  radical  students.  Here  young  Clemen- 
ceau met  a congenial  group  of  his  contemporaries 
who  shared  similar  “advanced”  views  on  politics, 
religion,  and  the  arts.  Among  them  was  the  rising 
young  critic  Gustave  Geffroy,  whose  diaries  have 
left  such  a clear  record  of  the  period  and  who  re- 
mained a close  friend  for  the  rest  of  his  life.  While 
still  a medical  student,  Clemenceau  was  one  of  a 
circle  of  young  Republicans  who  founded  a literary 
weekly  named  Travail;  he  was  the  drama  critic. 
Among  the  contributors  to  the  first  issue  was  a 
young  man  named  Emile  Zola,  then  attempting 
his  hand  at  poetry. 

Young  men  who  publish  a Republican  magazine 
under  an  empire  are  likely  to  encounter  problems 
with  the  police,  and  it  should  occasion  no  surprise 
to  observers  of  the  campus  disturbances  of  the  past 
few  years  that  Clemenceau  and  two  of  his  friends 
were  arrested  in  February,  1862,  for  posting  sedi- 
tious placards  near  the  Place  de  la  Bastille.  He 
was  confined  for  six  weeks,  tried,  and  sentenced  to 
thirty  days  in  jail.  Nonetheless,  he  did  complete 
his  medical  studies  and  received  a medical  degree 
from  the  University  of  Paris  in  1865.  His  doctoral 
thesis  was  titled  De  la  generation  des  elements 
anatomiques,  a timely  topic  dealing  with  one 
aspect  of  the  question  of  evolution,  a controversy 
which  had  occupied  the  center  of  the  biologic  stage 
since  Darwin’s  Origin  of  Species  had  appeared 
in  1859.  Clemenceau  defended  the  Lamarckian 
idea  that  the  growth  and  development  of  an  em- 
bryo resulted  from  spontaneous  generation  of  cells 
in  the  fertilized  ovum,  an  updated  version  of 
Aristotelian  epigenesis.  Most  scientists  of  the 
period  did  believe  in  some  form  of  evolution,  but 
the  majority  of  French  biologists  sided  with  La- 
marck’s theory  of  inheritance  of  acquired  charac- 
teristics as  opposed  to  Darwin’s  natural  selection. 
For  once,  young  Clemenceau  sided  with  the  local 
majority,  and  his  thesis  was  intended  as  a partial 
rebuttal  of  a theory  recently  introduced  into  France 
by  the  translation  of  Virchow’s  Die  Cellular- 
pathologie  (1861)  which  asserted  that  no  cell  could 
be  formed  from  a noncellular  or  extracellular  struc- 
ture. Clemenceau  maintained  his  interest  in  the 
philosophic  problem  of  evolution  throughout  his 
life,  and  to  some  extent  his  ideas  on  this  question 
colored  his  political  thinking.  Although  he  finally 
abandoned  the  specific  theory  of  inheritance  of 
acquired  characteristics,  he  retained  much  of 
Lamarck’s  mechanistic  theories,  added  to  them 
Herbert  Spencer’s  concept  of  the  survival  of  the 
fittest,  and  always  rejected  the  role  of  metaphysi- 
cal, divine,  or  supernatural  forces  in  shaping  the 
development  of  man.  He  expanded  his  ideas  at 


FIGURE  1.  Bronze  plaque  formerly  on  Loews  Sheri- 
dan theater.  Seventh  Avenue  and  West  12th  Street, 
commemorating  Clemenceau 's  stay  in  New  York. 


great  length  in  his  last  book,  Au  Soir  de  la  Pensee 
(1927),  a remarkable  work  for  an  octogenarian. 

American  period 

Having  earned  his  medical  degree,  Clemenceau 
decided  not  to  practice  in  France  but  to  emigrate 
to  America.  His  precise  reasons  for  this  decision 
have  never  been  made  clear.  Possibly  he  believed 
that  he  was  leaving  an  authoritarian  monarchy  for 
a democratic  republic;  possibly  he  believed  that  a 
young  physician  with  his  political  outlook  and 
police  dossier  would  have  trouble  establishing 
a successful  practice  in  France.  In  any  case,  he 
took  French  leave.  He  stopped  briefly  in  En- 
gland, had  an  interview  with  Herbert  Spencer,  and 
met  John  Stuart  Mill.  The  latter  authorized 
Clemenceau  to  translate  his  newly  published 
Auguste  Comte  and  Positivism  into  French,  a task 
he  completed  some  three  years  later  while  still  in 
the  United  States.  Clemenceau  landed  in  New 
York  at  the  end  of  September,  1865,  a few  months 
after  the  close  of  our  Civil  War.  He  set  up  practice 
in  Greenwich  Village,  a fact  commemorated  by  a 
plaque,  incorrectly  dated,  which  until  recently  was 
affixed  to  the  wall  of  Loew’s  Sheridan  theater  on 
the  southwest  corner  of  Seventh  Avenue  and  West 
12th  Street,  diagonally  across  from  where  St.  Vin- 
cent’s Hospital  now  stands  (Fig.  1). 
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Little  is  known  of  Clemenceau’s  actual  practice 
of  medicine  in  New  York,  but  it  was  not  extensive, 
nor  did  he  pursue  it  with  much  enthusiasm.  His 
interests  lay  in  other  fields.  He  soon  made  many 
acquaintances  among  the  French  colony  in  New 
York,  became  an  habitue  of  Pfaffs  cafe,  their 
rendezvous,  frequented  the  Astor  Library  in  La- 
fayette Street  (this  was  before  the  Astor,  Tilden, 
and  Lenox  libraries  merged  to  form  what  is  now  the 
New  York  Public  Library  at  42nd  Street  and  Fifth 
Avenue),  and  took  a lively  interest  in  the  Ameri- 
can political  issues  of  the  day.  He  began  to  send 
home  a series  of  dispatches  to  Le  Temps,  a radical 
newspaper  of  the  day,  commenting  on  the  Ameri- 
can political  scene.  At  first  these  were  unpaid,  but 
they  proved  so  popular  that  the  paper  paid  him  a 
stipend  of  150  francs  a month,  which  supplemented 
his  income.  Clemenceau’s  name  was  anathema  to 
the  censorship  of  the  Second  Empire,  so  they  ap- 
peared anonymously.  Fortunately,  these  early 
I essays  into  journalism  were  collected  and  trans- 
lated over  half  a century  later,  and  his  observa- 
tions on  the  American  scene  during  the  period  of 
I reconstruction  still  make  interesting  reading.^ 
I The  important  issues  of  the  day  were  the  enfran- 
chisement of  the  recently  freed  slaves,  the  political 
and  property  rights  of  the  white  southern  land- 
t holders  and  merchants,  the  struggle  between  Presi- 
dent Johnson  and  Congress  which  culminated  in 
his  impeachment,  and  the  attitude  of  the  United 
States  government  to  Louis  Napoleon’s  attempt 
to  set  up  Maximillian,  the  younger  brother  of 
Franz  Joseph  of  Austria,  as  Emperor  of  Mexico. 
Clemenceau  was  a sound  political  reporter;  he 
interviewed  the  prominent  leaders  of  the  day;  he 
had  a sense  for  what  was  central  to  an  issue;  he 
wrote  cleanly.  To  readers  of  the  1970s  some  of 
his  comments  on  Negro  suffrage  may  be  of  greatest 
interest: 

[President]  Johnson  declares  that  he  will  allow  each 
state  to  settle  it  independently,  whereas  the  radical 
Republicans  would  like  to  have  him  assert  his  authori- 
ty and  settle  it  once  and  for  all.  The  moderate  Re- 
publicans are  undecided  and  disturbed  . . . they  do  not 
wish  to  join  issue  openly  with  the  President,  and  are 
consoling  themselves  for  his  action  in  passing  the 
problem  of  Negro  suffrage  over  to  the  former  slave 
owners  and  rebels  for  solution,  with  the  thought  that, 
as  Congress  must  ratify  the  new  constitutions  of  the 
Southern  states,  the  question  of  Negro  suffrage  is 
simply  deferred  and  will  reappear  sooner  or  later  be- 
fore the  Federal  legislative  authority.  When  this  hap- 
pens, however,  it  will  be  difficult  to  require  the 
Southern  states  to  give  the  Negro  freedmen  all  the 
rights  of  citizenship  if  the  blacks  do  not  yet  enjoy  these 
in  the  North. 

Clemenceau  had  been  brought  up  in  the  tradi- 
tion of  French  egalitarianism.  With  tongue  in 
cheek,  he  noted  that  the  question  of  universal  suf- 
j frage  did  not  arise,  each  state  being  free  to  define 


its  voting  qualifications  for  itself.  He  quoted 
Horace  Greeley,  then  editor  of  the  Tribune: 

“We  would  readily  consent  to  admitting  to  the  suf- 
frage only  those  who  can  read  or  write,  or  those  who 
pay  taxes,  or  are  engaged  in  some  trade.  Any  stan- 
dard which  would  limit  the  voting  privilege  to  the 
competent  and  deserving,  would  be  acceptable  to  us.” 

To  which  sentiment  Clemenceau  added  his  own 
comment: 

The  Southern  states  contain  many  poor  whites,  who 
are  not  better  qualified  to  vote  than  the  most  ignorant 
and  degraded  Negroes.  . . .When  once  the  Federal  gar- 
risons have  been  entirely  withdrawn  from  the  South, 
and  the  freedmen’s  bureau  abolished,  the  blacks  will 
have  no  protection  from  their  former  masters.  . . . 
There  is  a widespread  feeling  of  pity  for  the  blacks, 
who  behaved  so  admirably  during  the  war,  committed 
no  excesses  or  cruelties,  and  shed  their  blood  for  the 
Union  in  the  hope  of  becoming  its  citizens.  Now  they 
are  being  forced  to  bargain  for,  perhaps  in  the  end  to 
lose  entirely,  the  rights  which  they  have  purchased  so 
dearly. 

He  then  added  with  the  wisdom  of  a young  man 
raised  on  a freehold  French  farm  that 

The  real  misfortune  of  the  Negro  race  is  in  owning  no 
land  of  its  own.  There  cannot  be  real  emancipation  of 
men  who  do  not  possess  at  least  a small  portion  of  the 
soil.  . . . The  population  of  free  Negroes  has  become 
a nomad  population,  congregated  in  the  towns  and  suf- 
fering wretchedly  there,  destined  to  be  driven  back 
eventually  by  poverty  into  the  country,  where  they 
will  be  forced  to  submit  to  the  harshest  terms  imposed 
by  their  former  masters.  It  would  be  too  much  to  ex- 
pect those  masters  of  their  own  accord  to  conciliate  the 
Negroes  by  conceding  them  a little  land  to  secure  their 
cooperation.  They  are  still  too  blinded  by  passion  to 
see  their  own  best  interests. 

This  is  not  an  inaccurate  summary  and  proph- 
ecy, much  to  the  credit  of  the  twenty-four-year-old 
French  visitor  who  had  been  in  the  United  States 
less  than  a month  when  he  wrote  that  dispatch. 

Another  dispatch  dated  February  2,  1867,  begins 
with  a timeless  comment  on  the  American  legisla- 
tive process;  it  could  have  been  written  during 
almost  any  week  from  1789  through  today: 

Nothing  interesting  this  week.  Congress  continues 
to  dispute,  without  getting  anything  accomplished 
. . . urgent  questions  have  not  advanced  a single  step. 
If  an  individual  business  man  conducted  his  affairs 
with  the  delays  and  indecision  exhibited  by  public 
authorities,  ...  his  fo,»tune  would  not  last  very  long. 
I am  amazed  by  the  vitality  of  nations,  which  are 
constantly  crushed  or  stunned  by  their  governmental 
machinery,  and  then  thanks  to  their  natural  vigor 
pick  up  again  in  spite  of  all. 

Clemenceau  had  yet  to  see  the  birth  of  the  Third 
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Republic  and  watch  the  Chamber  of  Deputies 
(both  as  onlooker  and  member)  and  the  Senate 
when  these  legislative  bodies  considered  matters 
vital  to  the  welfare  and  destiny  of  France.  But 
neither  Clemenceau  nor  any  of  his  friends  ever 
described  him  as  a model  of  patience;  he  was  an 
activist,  a decision  maker,  right  or  wrong. 

One  could  quote  almost  endlessly  from  Cle- 
menceau’s  dispatches  with  relevance  to  political 
problems  which,  being  recurrent,  find  their  con- 
temporary counterparts,  but  there  were  other  as- 
pects to  his  life  in  America  as  well.  To  supple- 
ment his  income,  he  accepted  a post  at  Miss  (I^ath- 
erine  Aiken’s  fashionable  finishing  school  for  girls 
in  Stamford,  Connecticut.  He  was  “part-time” 
faculty,  coming  up  from  New  York  one  day,  staying 
overnight,  and  teaching  the  following  day  as  well. 
He  taught  the  young  ladies  French  with  a correct 
accent,  and  he  also  taught  equitation.  There  he 
met  Miss  Mary  Plummer  of  Springfield,  Massa- 
chusetts, daughter  of  the  late  General  Plummer, 
courted  her,  and  finally  married  her.  Lest  any- 
one suspect  that  this  was  an  example  of  the 
amorous  French  teacher  seducing  one  of  his  pupils, 
it  should  be  noted  that  the  courtship  began  in 
1867,  that  Clemenceau  arranged  for  his  family  to 
come  to  America  to  meet  his  fiancee’s  family  in 
the  summer  of  1868,  and  that  they  were  married  at 
a civil  ceremony,  because  of  the  groom’s  anti- 
clericalism, in  New  York  on  June  23,  1869.  He 
sailed  for  France  with  his  nineteen-year-old  bride 
a few  days  later,  but  his  “dispatches”  to  Le  Temps 
continued  to  appear  as  late  as  April,  1870,  a bit 
secondhand,  since  they  were  written  from  his  an- 
cestral home  in  the  Vendee.  Unfortunately,  the 
marriage  proved  unhappy  despite  the  birth  of  three 
daughters,  and  after  seven  years  of  domestic  in- 
felicity the  Clemenceaus  separated.  The  former 
Miss  Plummer  chose  to  remain  in  Paris  rather  than 
return  to  Springfield,  Massachusetts,  with  her 
daughters,  and  anyone  who  has  spent  any  time  in 
Springfield  would  not  debate  the  wisdom  of  her 
choice.  Divorce  was  then  impossible  in  Roman 
Catholic  France,  and  in  one  of  his  later  essays  in 
Le  Grand  Pan  (1896)  Clemenceau  vigorously  de- 
fended Hervieu’s  play  Les  Tenailles  (The  Pincers) 
which  advocated  a liberal  divorce  policy. 

Political  career 

Clemenceau’s  career  in  French  politics  began  in 
1870  when  the  Republicans  took  command  of  Paris 
after  Louis  Napoleon’s  defeat  at  Sedan.  Etienne 
Arago,  the  new  mayor  of  Paris,  appointed  Clemen- 
ceau mayor  of  the  XVIIIeme  arrondissement,  a 
district  which  included  Montmartre,  a hotbed  of 
political  agitation;  the  appointment  was  legalized 
by  an  election  a few  weeks  later.  With  the  excep- 
tion of  one  outbreak  of  mob  violence  in  which  Gen- 
erals Lecomte  and  Thomas  were  executed  by  angry 
revolutionists,  Clemenceau  was  fairly  successful 
at  maintaining  order  under  the  Commune,  but  he 


wisely  resigned  his  post  in  March,  1871,  when 
Thiers’  government  decided  to  put  an  end  to  the 
resistance  of  the  Commune.  In  the  elections  of 
July,  1871,  Clemenceau  won  a seat  on  the  Munici- 
pal Council,  retaining  it  for  almost  six  years. 

He  and  his  colleagues  embarked  on  a program 
of  liberal  reform  including  public  hygiene,  sanita- 
tion, a safe  water  supply,  free  medical  aid  to  the 
poor,  adequate  public  schools,  and  libraries.  To 
show  that  he  practiced  what  he  preached,  Clemen- 
ceau set  up  his  own  clinic  at  No.  3,  Rue  de  Trois- 
Freres,  where  each  Wednesday  and  Sunday 
morning  he  would  hold  office  hours  and  give  free 
care  to  the  needy.  As  is  often  the  case,  there  was 
a gap  between  good  will  and  good  deeds.  The 
clinic  was  no  triumph  of  medical  skill;  Clemenceau 
was  long  on  advice  and  short  on  treatment.  When 
he  found  a patient  with  a possibly  serious  disease, 
he  would  dash  off  a note  referring  him  to  the  near- 
est municipal  hospital.* 

From  1876  to  1893  Clemenceau  was  a member  of 
the  Chamber  of  Deputies,  a leader  of  the  radical 
Republicans.  The  Chamber  was  an  ideal  forum  for 
a man  of  his  temperament,  even  as  was  the  House 
of  Commons  for  Winston  Churchill.  Magnificent 
in  opposition,  both  were  superb  orators,  always 
able  to  rise  to  the  occasion  with  the  barbed  retort, 
merciless  to  their  less  articulate  opponents.  Both 
were  enamored  of  the  sound  of  their  own  voices, 
in  love  with  their  own  words,  spoken  or  written. 
It  is  only  fair  to  comment  that  of  all  the  premiers 
of  France  in  the  Third  Republic,  Clemenceau  was 
tbe  only  one  with  any  stature  as  a writer,  and, 
singularly,  his  writings  share  many  of  Churchill’s 
literary  virtues  and  vices.  Unlike  most  politicians 
of  their  own  or  any  other  era,  both  Clemenceau  and 
Churchill  were  well  read.  They  were,  in  short, 
men  of  the  word  and  the  phrase.  It  was  Clemen- 
ceau’s unbridled  ferocity  in  debate  which  earned 
him  the  name  of  “wrecker  of  ministries”  and  “the 
Tiger.” 

The  official  platform  of  the  radical  Republicans 
included  such  items  as  amnesty  for  the  Com- 
munards; separation  of  Church  and  State;  univer- 
sal lay-controlled  education;  freedom  of  the  press, 
of  assembly,  of  association;  and  so  on,  all  the  items 
Americans  take  for  granted  as  part  of  their  “in- 
alienable” Bill  of  Rights.  However,  for  France  in 
the  last  quarter  of  the  nineteenth  century,  such  a 
program  was  well  to  the  left  of  center.  It  was 
Clemenceau’s  oratory  which  gave  the  radical  Re- 
publicans their  distinctive  cast.  Like  so  many 
reformers  who  want  their  plans  accepted  on  an 
“all  or  none  basis,”  they  were  at  frequent  logger- 
heads  with  the  faction  closest  to  them,  the  mod- 
erate Republicans,  who  wanted  to  achieve  much  the 
same  ends  but  were  content  to  proceed  more  slow- 
ly and  piecemeal. 

*For  a description  of  the  quality  of  medical  care  in  Paris’s 
municipal  hospitals  after  almost  sixty  years  of  “medical  prog- 
re.ss,”  the  reader  is  referred  to  George  Orwell’s  essay,  How  the 
Poor  Die,  based  on  his  experiences  in  1929,  written  in  1946. 
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To  American  or  British  readers,  accustomed  to  a 
basic  two-party  system  (with  accommodation  for 
an  occasional  third  party,  a lunatic  fringe,  and  sons 
of  the  wild  jackass),  the  French  multiparty  sys- 
tem, in  which  no  single  group  ever  held  a clear 
mandate  or  majority,  made  the  Chamber  of  Depu- 
ties in  the  Third  Republic  often  seem  like  an  ex- 
tension of  La  Comedie  Frangaise.  Every  ministry 
was  a coalition  of  factions,  often  with  little  more  in 
common  than  a desire  to  oust  the  incumbents. 
Such  coalitions  tended  to  be  short-lived,  collapsing 
as  one  or  two  splinter  elements  defected,  usually 
in  a huff,  carrying  with  them  the  slender  margin  of 
majority.  Ministerial  instability  was  the  defining 
characteristic  of  the  French  parliamentary  system. 
During  the  first  two  decades  of  the  Third  Republic 
there  were  30  ministries;  between  1870  and  1940 
there  were  99  ministries,  with  a mean  ministry  life 
of  0.7  years.  Long-range  planning  was  a forlorn 
hope.  With  the  exception  of  Thiers’  two  succes- 
sive ministries  from  1871  to  1875,  Clemenceau’s 
two  separate  ministries,  each  lasting  almost  three 
years,  were  maximum  periods  of  continuity  of 
ministerial  responsibility. 

In  the  long  run,  Clemenceau  and  his  associates 
did  win  the  battle  for  separation  of  Church  and 
State  as  well  as  for  lay  control  of  schools  by  a Min- 
istry of  Education.  But  they  were  unsuccessful 
in  their  opposition  to  French  colonial  expansion  in 
Africa  and  Indochina;  their  contention  that  govern- 
ment funds  would  be  better  spent  on  domestic 
social  reforms  was  rebutted  by  expansionist  im- 
perialism. There  was  a considerable  body  of 
public  opinion  which  believed  that  one  way  of 
restoring  the  glory  of  France  was  empire  building, 
as  then  practiced  by  England  and  Germany,  as 
well  as  any  other  country  which  could  afford  it, 
even  the  Belgians  and  the  Portuguese. 

Clemenceau  never  lost  interest  in  political 
journalism,  a fact  which  led  indirectly  to  his  forced 
temporary  withdrawal  from  public  office.  In  1880 
he  persuaded  Cornelius  Herz,  a speculator  and  pro- 
moter, to  finance  a journal  named  La  Justice, 
which  Clemenceau  and  his  fellow  radical  Repub- 
licans used  as  a party  organ.  The  friendly  associa- 
tion between  Clemenceau  and  Herz  was  public 
knowledge,  but  when  the  latter  became  involved 
in  some  of  the  shady  transactions  of  the  “Panama 
Company”  which  failed  to  build  the  canal  across 
the  isthmus,  Clemenceau’s  reputation  suffered. 
Although  he  was  not  guilty  of  dishonest  conduct, 
the  scandal  of  1892  allowed  his  enemies  to  level 
a variety  of  charges  against  him,  including  the 
preposterous  one  that  he  was  an  agent  and  spy  of 
the  British  government,  a charge  which  was  rein- 
forced by  the  public  knowledge  that  Clemenceau 
could  speak  English  and  had  visited  London.  In 
the  course  of  clearing  his  name  Clemenceau  had  to 
fight  a duel  (six  shots  exchanged  without  injury) 
and  bring  a law  suit  for  defamation  of  character. 
In  the  latter  action,  his  traducers  were  found  to 


have  used  amateurishly  forged  documents;  they 
were  fined  and  sentenced  to  prison,  but  Clemen- 
ceau was  awarded  only  two  francs  as  damages  for 
injury  to  his  reputation.  Although  legally  cleared 
and  above  suspicion,  Clemenceau  had  lost  favor 
with  the  electorate,  and  in  the  elections  of  August, 
1893,  he  was  defeated  for  re-election  to  the  Cham- 
ber of  Deputies.  He  remained  out  of  office  for 
thirteen  years,  and  in  many  respects  this  period  of 
absence  from  the  political  arena  was  the  most 
challenging  episode  of  his  life. 

Writings 

It  was  during  these  years  that  he  became  a 
writer.  He  continued  as  editor  of  La  Justice,  but 
he  also  contributed  columns  to  such  widely  read 
publications  as  Le  Matin,  U Illustration,  L'Echo 
de  Paris,  and  many  others.  He  renewed  his  ac- 
quaintance with  Alphonse  Daudet  and  through 
him  met  such  literary  figures  as  Anatole  France, 
Edmond  de  Goncourt,  and  Octave  Mirbeau  as 
well  as  the  sculptor  Rodin,  and  Louis  Menard,  the 
scholar  of  Hellenistic  culture.  Clemenceau  was 
a frequent  visitor  at  Daudet ’s  soirees,  also  a fre- 
quent guest  at  the  home  of  de  Goncourt.  His  first 
book.  La  Melee  Sociale,  was  a collection  of  essays 
on  sociopolitical  topics,  based  largely  on  his  polit- 
ical journalism,  an  exposition  of  the  political 
philosophy  he  had  espoused  for  the  past  three 
decades,  best  described  as  a form  of  neo-Comtean 
altruism.  More  successful  from  a literary  view 
were  his  three  books  of  short  sketches,  somewhat 
modeled  on  Daudet ’s  style:  Le  Grand  Pan  (1896), 

Au  Fil  des  Jours  (1900),  and  Aux  Embuscades  de 
la  Vie  (1903).  For  the  most  part  these  were  short 
vignettes,  some  humorous,  some  gently  satirical, 
some  in  the  form  of  character  sketches.  Their 
tone  has  been  well  summarized  by  Applebaum:^ 

[He]  wrote  of  his  rural  countrymen  with  merciless 
realism  telling  how  their  poverty  and  their  ignorance 
had  made  them  covetous,  scheming,  hypocritical, 
parochial,  and  callous  to  the  sufferings  of  others.  . . . 
However,  if  a choice  had  to  be  made  between  the 
coarseness  of  the  peasant  and  the  hypocrisy  of  the 
townsman,  Clemenceau  preferred  the  former.  There 
is  a candor  in  the  peasant’s  cruelty  absent  in  the 
refined  variety  of  the  city-dweller. 

He  attributed  much  of  the  peasant’s  backward- 
ness to  the  Church  and  its  reluctance  to  teach  inde- 
pendent or  critical  thinking,  a theme  he  developed 
at  great  length  in  the  many  sketches  of  Aux  Em- 
buscades de  la  Vie. 

One  of  the  keys  to  Clemenceau’s  ideology  is 
made  clear  in  the  title  sketch  of  Le  Grand  Pan. 
Somewhat  longer  than  most  of  his  vignettes,  it  is 
a parable  in  which  he  denounces  Christianity  and 
points  out  the  merits  of  Hellenistic  paganism. 
Clemenceau  was  careful  to  distinguish  the  original 
teachings  of  Christ  from  the  doctrines  promul- 
gated by  St.  Paul.  He  never  forgave  the  early 
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Christians  their  destruction  of  the  splendid  monu- 
ments of  pagan  antiquity,  its  temples,  libraries, 
and  statues.  He  despised  the  intolerance  of 
Christianity  and  could  find  no  sense  in  a religion 
which  taught  that  human  behavior  on  this  earth 
was  merely  an  unimportant  interlude,  a doctrine 
which  urged  its  believers  to  turn  from  this  world 
and  contemplate  a hypothetic  existence  after 
death.  Above  all,  he  attacked  the  Church  for  its 
early  repression  of  art  and  secular  knowledge  and 
its  stigmatization  of  secular  pleasures  as  sinful. 
He  turned  from  the  narrow  doctrines  of  Chris- 
tianity, as  he  conceived  it  and  as  it  had  probably 
been  taught  him,  to  the  great  god  Pan,  a symbol 
of  joy  in  life,  carefree,  pleasure-loving,  a life-giving 
force  which,  properly  channeled,  could  lead  to  “the 
triumph  of  knowledge  over  ignorance,  liberty  over 
repression,  the  scientific  world  over  the  theolog- 
ical.” It  is  a brilliant  exposition  of  what  Pagan- 
ism can  be  at  its  best  and  Christianity  at  its  worst, 
but  the  parable  shows  the  hand  of  the  debater, 
the  polemicist. 

Clemenceau’s  novel  Les  Plus  Forts  (The  Strong- 
est), published  in  1898,  contains  many  worthwhile 
ideas,  portraying  the  dangerous  effects  of  an  indus- 
trialist’s lust  for  power  on  his  family  as  well  as  on 
his  workers  and  society  in  general.  The  conflict 
between  Harle,  the  rapacious  paper  manufacturer, 
and  de  Puymaufray,  the  socially  conscious  noble- 
man, furnishes  the  background  for  the  clashing  of 
forces.  But  the  novel  fails  as  literature  because 
his  characters  are  typological  rather  than  individ- 
ual, and  the  pace  of  the  story  is  retarded  by  long 
speeches,  the  windy  rhetoric  of  moralizing,  and 
sociologic  discourses  which  are  not  integrated  with 
the  plot  nor  designed  to  delineate  character.  Cle- 
menceau  was  at  his  best  in  shorter  forms.  From 
a technical  point  of  view,  probably  his  most  success- 
ful piece  of  writing  is  the  one-act  play  Le  Voile  de 
Bonheur  (The  Veil  of  Happiness)  written  in  1898, 
produced  in  1901,  later  set  to  music  by  Gabriel 
Faure,  and  presented  at  the  Opera-Comique  in 
1911.  The  story  of  Le  Voile  de  Bonheur  merits 
recapitulation.  It  is  set  in  the  home  of  a distin- 
guished family  in  China. 

. . . there,  Tchang-I,  a blind,  middle-aged  mandarin, 
led  a blissful  existence,  basking  in  the  love  of  his 
family  and  friends.  He  adored  his  wife  Si-Tchun  be- 
cause of  her  faithfulness  and  solicitude  . . . [He]  was 
very  much  attached  to  two  friends,  Tou-Fou  and  Li- 
Kiang,  the  latter  [being]  the  tutor  of  his  dearly  be- 
loved son.  Wen  Sieou.  All  of  them  had  given  the  blind 
man  proof  of  their  devotion,  and  he  was  very,  very 
happy. 

But  one  day,  a physician,  convinced  he  could 
restore  the  mandarin’s  eyesight,  administered  a 
powerful  potion  and  effected  a cure. 

Ecstatic  over  the  thought  that  he  was  now  going 
to  see  all  the  beauty  which  he  had  hitherto  only 
sensed,  Tchang-I,  without  revealing  to  anyone  that 


his  vision  had  been  restored,  began  making  rounds  of 
his  house.  As  he  passed  his  own  bedchamber,  he 
discovered  his  wife  and  Tou-Fou  embracing  and  ex- 
changing vows  of  undying  love  . . . [He]  came  upon 
his  son  in  the  act  of  aping  his  venerable  father’s  awk- 
ward manner  of  walking  . . . [He  found  that]  his  friend 
Li-Kiang,  philosopher  by  profession  and  tutor  to  his 
son,  had  fraudulently  attached  his  own  name  to  a 
scholarly  work  Tchang-I  had  written  himself.  The 
disillusioned  mandarin  then  deliberately  blinded 
himself;  since  no  member  of  his  household  had  an 
inkling  of  his  brief  period  of  vision,  there  was  no 
change  in  their  relationship.^ 

In  his  youth,  when  drama  critic  for  Travail, 
Clemenceau  had  criticized  La  Derniere  Idole  by 
Daudet  and  Lepine  for  its  cynicism,  because  it 
was  based  on  the  betrayal  of  an  old  man  by  his  wife 
and  a friend.  Now  a man  approaching  sixty, 
Clemenceau  had  a somewhat  different  notion  of 
the  distinction  between  appearance  and  reality. 

It  was  inevitable  that  Clemenceau  should  con- 
tinue to  be  active  in  political  journalism.  When 
La  Justice  suspended  operations,  he  joined  a newly 
founded  daily,  L’Aurore,  in  October,  1897.  By 
this  time  the  Dreyfus  case  had  come  to  the  fore 
as  a dominant  issue;  the  paper  was  strongly 
pro-Dreyfus,  antimilitary,  and  antiright  wing.  It 
was  in  L'Aurore  of  January  13,  1898,  that  Zola 
published  his  famous  open  letter  to  the  President 
of  the  Republic,  and  Clemenceau  has  been  credited 
with  suggesting  its  ringing  title,  “J’accuse!”  The 
details  of  the  Dreyfus  case  have  been  so  frequent- 
ly reviewed  that  recapitulation  is  unnecessary. 
Clemenceau  proved  to  be  one  of  the  most  effective 
columnists  and  pamphleteers  among  the  pro- 
Dreyfusards.  He  was  as  much  outraged  by  the 
corruption  in  high  military  quarters  and  the 
defense  of  it  by  the  establishment  as  by  the  anti- 
Semitism  which  the  affair  engendered.  A by- 
product of  his  interest  in  the  case  was  his  visit  to 
the  ghettos  of  central  and  eastern  Europe,  from 
which  he  returned  to  write  his  account  of  the  plight 
of  the  oppressed  Jews  in  those  regions,  a series  of 
essays  titled  Au  Pied  du  Sinai  (1898).  His  102 
articles  on  the  Dreyfus  case,  written  for  UAurore, 
were  published  in  1900  under  the  title  Contre  la 
Justice.  During  these  years  he  was  harassed  by 
debts;  whatever  money  he  earned  by  writing  went 
to  satisfy  his  creditors.  He  was  persuaded  to  enter 
an  election  for  a seat  in  the  Senate  in  1903  and  was 
elected  in  April  of  that  year.  With  the  aid  of  Louis 
Leblois,  who  had  backed  his  campaign  and  who 
had  contributed  60,000  francs  to  UAurore  on  con- 
dition that  Clemenceau  continue  as  a contributor, 
he  was  now  ready  to  re-enter  public  life  as  an  office 
holder.  His  new  political  slogan  was  based  on  the 
concept  of  solidarity,  a fusion  of  two  contemporary 
intellectual  trends.  This  concept  had  been  defined 
by  Leon  Bourgeois  in  1896,“'  “The  idea  of  social 
solidarity  is  the  resultant  of  two  forces  long  alien 
to  each  other,  today  reconciled  and  combined 
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among  all  nations  which  have  reached  a superior 
stage  of  evolution,  namely:  the  scientific  method 

and  the  moral  idea.” 

Ministerial  posts 

Clemenceau’s  first  ministerial  post  was  that 
of  minister  of  the  interior  when  Sarrien  became 
premier  in  1906.  One  of  the  ironies  of  political 
life  confronted  him  at  once.  Ix)ng  known  for  his 
championship  of  labor  unions,  Clemenceau  was 
compelled  to  use  troops  to  quell  a miners’  strike 
in  the  Pas-de-Calais  soon  after  taking  office.  He 
was  bitterly  attacked  for  this  in  the  Chamber  by 
Jean  Jaures  who  accused  him  of  abandoning  his 
principles.  Clemenceau’s  rebuttal  was  frank; 
now  “on  the  other  side  of  the  barricade,”  as  a 
member  of  a responsible  government,  his  first  duty 
was  to  protect  property  and  maintain  order;  as  a 
prerequisite  to  any  social  reforms,  law  and  order 
had  to  be  maintained.  The  stance  has  a curiously 
contemporary  ring  in  terms  of  American  politics 
of  today. 

When  Sarrien  resigned  because  of  “ill  health” 
in  October,  1906,  Clemenceau  became  premier. 
Although  his  cabinet  included  such  distinguished 
men  as  Aristide  Briand,  Louis  Barthou,  Gaston 
Doumerge,  and  Joseph  Caillaux,  its  record  for 
social  reform  was  disappointing.  Much  of  the 
government’s  energy  was  consumed  in  putting 
down  strikes  by  discontented  laborers  and  by 
joining  in  the  rearmament  race  which  was  a pre- 
lude to  World  War  I.  Clemenceau’s  ministry 
actually  fell  in  July,  1909,  over  the  issue  of  inade- 
quate naval  preparedness.  The  only  important 
positive  result  of  his  almost  three  years  as  premier 
was  the  establishment  of  the  Triple  Entente, 
aligning  France  with  England  and  Russia  against 
the  menace  of  German  militarism. 

Now  almost  seventy,  Clemenceau  retired  for 
a while  to  his  modest  white,  rose-hung  cottage  at 
Bernouville,  near  Gisors,  a few  hours’  drive  from 
Paris.  But  even  though  he  enjoyed  his  relaxation, 
the  contemplative  life  was  not  his  “cup  of  tea.” 
With  the  collaboration  of  some  younger  associ- 
ates he  soon  found  a new  journalistic  venture, 
U Homme  Libre.  Although  its  circulation  re- 
mained small,  it  exerted  considerable  influence  in 
political  circles;  with  all  the  savagery  of  his  youth 
rendered  even  sterner  by  the  experience  of  age,  he 
continued  to  puncture  inflated  political  reputa- 
tions, attack  the  policies  of  the  cabinet,  and  revive 
issues  from  committees  which  had  shelved  them 
rather  than  solve  them.  He  recovered  unevent- 
fully from  an  operation  on  his  prostate  in  1912  and 
renewed  his  attack.  His  journal  was  overtly  anti- 
German,  and  he  warned  his  readers  not  only  against 
the  threat  of  war  but  also  of  their  government’s  in- 
ability to  cope  with  it.  It  was  small  satisfaction 
that  the  German  offensives  of  1914  to  1916  proved 
him  right. 

When  the  war  came  in  August  1914,  Viviani’s 


government  imposed  some  degree  of  censorship 
on  Clemenceau’s  outspoken  attacks  in  L'Homme 
Libre,  and  he  now  changed  its  name  to  L'Homme 
Enchaine.  There  is  little  point  in  recounting  the 
failure  of  successive  French  governments  to  con- 
duct their  share  of  World  War  I.  By  1917  it  was 
evident  that  a strong  hand  was  needed,  and  Cle- 
menceau was  recalled  as  premier.  Facing  a nation 
which  had  lost  confidence  after  the  costly  battles 
of  the  Somme  and  Verdun,  Clemenceau,  who  had 
bitterly  resented  the  relatively  moderate  censor- 
ship imposed  at  the  outbreak  of  the  war,  now  put 
into  effect  a rigorous  censorship  on  news  media 
and  political  polemics.  He  justified  the  means 
by  claiming  that  his  only  goal  was  total  victory. 
The  ultimate  irony  came  during  the  negotiations 
at  the  peace  treaty.  That  Clemenceau  should 
insist  on  the  return  of  Alsace  and  Lorraine  was 
justifiable,  but  his  rapacious  seizure  of  as  much 
of  the  German  colonial  empire  as  he  could  per- 
suade Lloyd  George  and  Wilson  to  let  him  have 
was  quite  an  about-face  for  the  man  who  had 
steadfastly  opposed  French  colonial  expansion  in 
the  1880s  and  1890s.  Consistency  may  be  the 
hobgoblin  of  little  minds,  but  Clemenceau’s  mind 
was  large  and  his  outlook  broad.  He  grasped  as 
avidly  for  colonies  as  a French  peasant  would  for 
a few  adjoining  acres.  Yet  in  all  fairness,  one 
must  remember  that  politicians  often  delude 
themselves  into  thinking  they  are  shaping  events 
when  in  reality  their  decisions  are  dictated  by 
events  beyond  their  control.  Nonetheless,  the 
Treaty  of  Versailles  reflected  an  uneasy  com- 
promise which  embodied  the  personal  quirks  of  its 
three  chief  designers,  Wilson,  Clemenceau,  and 
Lloyd  George,  to  say  nothing  of  the  dislike  and 
distrust  each  had  for  the  other  two.  In  many  re- 
spects it  was  “acting  out,”  a form  of  psychodrama 
at  its  worst  and  most  dangerous. 

Somewhat  reminiscent  of  Winston  Churchill’s 
defeat  in  the  postwar  elections  of  1945,  Clemen- 
ceau’s government  was  repudiated  at  the  polls  in 
the  election  of  1920.  He  would  have  liked  to  be 
chosen  president  of  France,  a fitting  reward  for  a 
statesman  approaching  eighty,  but  the  National 
Assembly  voted  for  the  relatively  obscure  Paul 
Deschanel.  Some  observers  claim  that  Clemen- 
ceau’s consistent  anticlericalism  had  made  him 
unacceptable;  others  claim  that  the  assembly 
did  not  want  a strong  man  as  president  Regard- 
less of  the  reason,  it  was  a rebuff  that  rankled. 
Clemenceau  retired  to  a small  charming  house  at 
Giverny  some  50  miles  northwest  of  Paris  near 
Vernon. 

Activities  in  retirement 

The  physical  and  intellectual  vigor  of  the  octo- 
genarian Clemenceau  was  remarkable.  He  took 
a long  trip  to  the  Middle  and  Far  East,  visiting 
Cairo,  a variety  of  places  in  India,  and  Singapore. 
In  1922  he  embarked  on  a triumphant  lecture  tour 
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FIGURE  2. 
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Drawing  of  Clemenceau  by  Edouard  Manet.  1 879  (Reproduced  by  Permission  of  Roger  Viollet. 
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of  the  United  States,  receiving  ovations  wherever 
he  went.  He  rejected  abruptly  a lucrative  offer  by 
an  American  publisher  for  his  memoirs,  but  he 
did  find  time  to  collect  his  various  speeches  and 
papers  relating  to  his  conduct  of  the  war,  published 
as  Grandeurs  et  Miseres  d'une  Victoire,  a rebuttal 
published  posthumously  (1930)  of  some  of  the 
statements  made  by  Marshal  F'och.  Another 
project  was  his  biography  Demosthene  (1926) 
which  embodied  not  only  his  love  for  Hellenic 
civilization  but  in  which  he  also  identified  himself 
with  the  Athenian  statesman  and  drew  historical 
parallels  between  the  defeat  of  Athens  by  the 
Macedonians  and  the  near  defeat  of  France  by  the 
Germans.  One  can  pardon  Clemenceau’s  thinly 
veiled  egotism;  the  style  is  a model  of  late  nine- 
teenth century  Ciceronianism. 

The  crowning  labor  of  Clemenceau’s  last  years 
was  the  elaborate  summary  of  his  “philosophy” 
in  Au  Soir  de  la  Pensee  (1927).  Although  no  one 
would  claim  Clemenceau  was  a profound  or  an 
\ original  thinker,  the  range  of  his  eclecticism  is 
impressive.  To  the  well-digested  views  of  the 
eighteenth  century  philosophers,  the  nineteenth 
i century  ideologists  and  positivists,  and  the  dis- 
■ coveries  of  contemporary  science,  Clemenceau 
added  a formidable  array  of  information  from  his 
( readings  in  metaphysics,  cosmogony,  ethnology, 
paleontology,  astronomy,  and  philology;  theories 
of  the  beginning  of  life;  diverse  views  on  evolution 
I held  by  Cuvier,  Saint-Hilaire,  Lamarck,  Darwin, 

I and  others;  and  speculations  about  the  nature  of 
the  human  will  and  ego.  A bit  pretentious,  it  is 
a Gallic  version  of  The  Education  of  Henry  Adams, 
I and  we  must  give  him  A for  effort.  It  does  not 
betray  an  old  mind  but  rather  the  expertise  of  an 
old  hand  at  the  game. 

. Among  the  happiest  aspects  of  Clemenceau’s 
I many-sided  career  were  his  relationships  with  the 
French  impressionist  painters  whom  he  knew. 
( He  met  many  of  them  through  his  friend  Gustave 

IGeffroy,  and  among  his  favorites  were  Manet  and 
Monet.  Still  extant  is  Manet’s  lively  sketch  of 
Clemenceau  in  1879  as  a young  deputy  (Fig.  2). 
I Among  the  various  services  Clemenceau  performed 
I for  the  arts  was  that  at  Monet’s  suggestion  in  1907, 
) during  his  first  premiership,  he  arranged  for 

' Manet’s  Olympia  to  be  hung  in  the  Louvre.  Al- 

i though  the  painting  had  been  executed  about  four 
I decades  previously,  it  was  still  dangerously  avant- 
garde  to  the  entrenched  academicians  of  the  time. 
Clemenceau  was  strongly  in  favor  of  democ- 
I ratizing  the  fine  arts.  In  one  of  the  essays  in 
Le  Grand  Pan  he  supported  Geffroy’s  idea  that 
museums  should  be  kept  open  evenings  so  that 
laborers  and  shopkeepers  could  enjoy  their  beauties 
after  the  day’s  toil.  Needless  to  say,  like  most 
well-intentioned  bourgeois  intelligentsia,  he  over- 
looked the  fact  that  the  working  classes,  by  and 
large,  are  not  overly  attracted  by  the  fine  arts.  He 
also  favored  the  proposal  that  branch  museums 


be  opened  in  Paris  and  in  provincial  towns  where 
famous  paintings  and  sculptures  from  the  Louvre 
could  be  exhibited,  thereby  making  available  to 
the  many  that  which  had  been  reserved  for  the  few. 
He  even  devised  the  idea  of  having  artists  and  art 
critics  serve  as  guides,  furnishing  a plausible  source 
of  state  subvention  for  a notoriously  underpaid 
group.  One  surmises  that  museum  curators  loved 
him  not. 

Clemenceau’s  most  perdurable  association  with 
painting  was  through  his  long  friendship  with 
Claude  Monet  (1840-1926).  The  two  men,  whose 
life  spans  almost  coincided,  shared  a mutual 
interest  in  the  scientific  approach  to  nature. 
Clemenceau  was  fascinated  by  Monet’s  several 
series  of  paintings  showing  the  same  subject  under 
different  conditions  of  natural  light,  notably  the 
ones  of  haystacks,  of  poplar  trees,  and  of  the  facade 
of  Rouen  Cathedral.  It  was  Clemenceau  who 
persuaded  the  dealer  Durand-Ruel  to  back  Monet 
by  buying  his  paintings  as  they  were  completed. 
Given  the  financial  security  of  a reputable  dealer 
who  had  faith  in  him  and  who  promoted  his  work, 
Monet  was  able  to  devote  himself  to  his  painting 
without  worry.  When  Monet  moved  to  Giverny 
and  created  his  famous  lily  pond,  Clemenceau  be- 
came a frequent  visitor  and  an  unswerving  admirer 
of  the  painter’s  transformations  of  nature  into  art. 
Finally,  when  he  retired  from  public  life,  Clemen- 
ceau chose  Giverny  as  his  last  country  home  to 
be  near  his  friend.  When  Monet’s  eyesight  began 
to  fail  in  the  1920s  and  many  ophthalmologists 
told  him  it  was  the  result  of  senile  degeneration, 
hence  incurable,  Clemenceau  urged  him  to  take 
the  advice  of  the  one  ophthalmic  surgeon  who 
offered  hope  of  at  least  partial  restoration  of  vision. 
The  operation  was  successful,  and  Monet  was  able 
to  complete  his  last  large  panels  of  his  lily  pond, 
the  famous  Nympheas.  After  Monet’s  death, 
Clemenceau  arranged  to  have  them  installed  in  the 
Orangerie  where  they  now  remain  as  a monument 
to  French  impressionism. 

Among  the  anecdotes  which  have  accumulated 
about  the  friendship  between  Clemenceau  and 
Monet  is  the  one  describing  Clemenceau’s  act 
at  Monet’s  funeral  in  1926.  Entering  the  chapel 
where  the  funeral  ceremonies  were  about  to  begin, 
he  saw  that  the  coffin  was  covered  by  the  conven- 
tional black  pall.  He  quickly  removed  the  of- 
fending symbol  of  the  blackness  of  death,  tore 
down  a colorful  drapery,  and  covered  the  coffin 
with  it,  exclaiming,  “Black  is  not  a color!” — a 
basic  tenet  of  impressionism.  One  of  Clemen- 
ceau’s last  literary  ventures  was  a small  book  ex- 
pressing his  appreciation  of  Monet,  especially 
the  vast  panels  of  lilies  and  water,  titled  Claude 
Monet:  Les  Nympheas.  The  text  may  not  rate 
high  as  penetrating  art  criticism,  but  it  does  show 
many  insights  and  is  a deeply  felt  tribute  from  the 
man  of  public  affairs  to  his  close  friend,  a retiring 
artist  who  painted  both  the  brightness  and  the 
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mysterious  silence  of  light.  It  is  one  of  Clemen- 
ceau’s  few  publications  in  which  he  manages  to 
submerge  his  ego  to  the  subject  matter.  For  once 
the  “Tiger”  was  tamed. 

Monet’s  death  left  Clemenceau  quite  lonely. 
He  divided  his  time  between  Giverny  and  his 
apartment  in  Paris,  devoting  his  failing  energies 
to  Les  Grandeurs  et  Miseres  d'une  Victoire.  At 
the  age  of  eighty-eight  he  finally  succumbed  to  a 
combination  of  generalized  arteriosclerosis  and 
diabetes  with  terminal  uremia.  His  final  resting 
place  was  a quiet  spot  in  the  Vendee  which  he  had 
chosen  himself,  not  far  from  the  place  of  his  birth. 

Clemenceau  lived  most  of  his  life  on  the  public 
stage,  usually  a central  figure  around  whom  dra- 
matic controversy  swirled.  He  was  able  to  ful- 
fill most  of  his  ambitions,  but  many  questions  re- 
garding his  motives  and  conduct  in  specific  inci- 
dents remain  open.  One  unanswered  question  is 
why  he,  the  only  man  with  medical  training  and 


experience  ever  to  become  premier  of  France,  never 
initiated  any  reforms  in  a system  of  medical  educa- 
tion and  patient  care  which  he  knew  from  first- 
hand contact  were  antiquated  and  badly  in  need 
of  reform.  He  never  singled  out  the  medical  pro- 
fession for  attack,  possibly  because  he  had  been  a 
physician.  Equally  possible  is  that,  having  been 
a medical  student  and  a halfhearted  practitioner, 
he  recognized  that  the  conservatism  and  in- 
transigence of  physicians  as  a class  would  nullify 
any  attempt  at  improvement  or  reform.  It  is  the 
one  sharp  arrow  missing  from  his  quiver. 
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We  find  ourselves  compelled  to  admit  that  there 
is  in  existence  a certain  power,  which  by  the  very 
emissions  therefrom  is  enabled  to  affect  the  mem- 
bers of  the  human  body.  What  then  are  we  not  to 
hope  from  the  remedial  influences  which  Nature 
has  centered  in  this  and  all  animated  creatures! 

— Pliny  the  Elder,  circa  A.D.  70 

The  Sacred  Books  of  the  Hellenes  related  that 
Salmoneus,  King  of  Elis,  tried  to  imitate  light- 
ning. This  affront  so  outraged  Zeus  that  he  killed 
him  by  a salvo  of  thunderbolts. 

His  successors  have  fared  much  better.  The 
essence  of  lightning  has  been  captured  and  yoked. 
When  directed  to  healing  purposes  it  has  some- 
times resuscitated  even  people  suffering  from  ef- 
fects similar  to  those  which  prostrated  Salmoneus. 

Animated  minerals 

The  origins  of  magnetism  and  electricity  are 
lost  in  the  night  of  ages. 

Amber  is  a fossil  resin  from  coniferous  forests 
which  blanketed  the  Baltic  basin  during  the  Eo- 
cene era,  some  six  to  seven  million  years  ago. 
When  rubbed  vigorously,  amber  attracts  feathers, 
lint,  chaff,  bits  of  paper,  pith,  straw,  and  so  on. 
This  peculiar  property  did  not  escape  the  notice 
of  even  Neanderthal  man.  Considering  the  sub- 
stance to  be  supernatural,  he  carved  it  into  talis- 
mans or  religious  ornaments. 

The  Greeks  called  amber  elektron  after  its  sun- 
shine hues.  This  name  was  vulgarized  to  elec- 
trum  by  the  Romans,  although  amber  is  succinum 
in  pure  Latin.  The  universality  of  observation  is 
shown  in  the  Arabian  karabe  and  Persian  karube. 


both  of  which  are  names  for  amber  meaning  literal- 
ly “to  pull  straw.” 

Another  mineral  lay  in  vast  deposits  at  Magnesia 
in  the  realm  of  Thessaly.  This  metallic  ore,  sider- 
ite  or  magnetite,  had  an  affinity  for  pulverized 
fragments  of  the  same  substance  and  also  iron  fil- 
ings. Its  enigmatic  attributes  caused  the  stone  to 
be  prized.  The  indigenous  name  for  it  was  mag- 
neta  or  magnetis  lithos.  Slivers  or  needles  of  the 
purified  metal  were  observed  to  arrange  themselves 
so  as  to  point  consistently  in  one  direction. 

Around  1000  B.C.,  when  the  Heraclidae  mi- 
grated back  to  the  Peloponnesus,  they  were  guided 
across  the  trackless  plains  of  Tartary  by  a magne- 
tite effigy  of  a man  whose  outstretched  arms,  rotat- 
ing freely  on  a pivot,  always  pointed  south.  Some 
Chinese,  Florentine,  and  Venetian  mariners  had 
primitive  compasses  made  from  the  metal.  The 
English  word,  loadstone  (or  lodestone),  derives 
from  the  Anglo-Saxon  laeden,  to  lead  or  conduct. 

The  Hebrews  tacitly  regarded  the  wonderful 
minerals  merely  as  the  workings  of  the  inscrutable 
Almighty.  In  the  Talmud  the  loadstone  is  referred 
to  by  a word  which  signifies  “the  stone  that 
attracts.”  Polytheistic  or  pantheistic  civilizations, 
on  the  other  hand,  made  more  of  a fuss  over  them. 

In  600  B.C.  Thales  of  Miletus,  one  of  the  Seven 
Sages  of  Greece,  commented  that  “elektron  is 
endowed  with  a soul  which  draws  light  bodies  unto 
itself  like  a breath,  and  is  nourished  by  them.” 

In  one  of  his  Dialogues  Plato  observed. 

For  as  I was  saying  just  now,  this  is  not  an  art  in  you, 
whereby  you  speak  well  on  Homer,  but  a divine  power, 
which  moves  you  like  that  in  the  stone  which  Eurip- 
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(a) 


FIGURE  1.  (a)  William  Gilbert,  (b)  Frontispiece  of  his 

"electric”  were  used  for  first  time. 

ides  named  Magnetis,  but  most  people  call  Heraclea. 
For  this  stone  not  only  attracts  iron  rings  but  also 
imparts  to  them  a power  whereby  they  in  turn  are  able 
to  do  the  very  same  thing  as  the  stone,  and  attract 
other  rings;  so  that  sometimes  there  is  formed  quite 
a long  chain  of  bits  of  iron  and  rings,  suspended  one 
from  another;  and  they  all  depend  for  this  power  on 
that  one  stone. 

The  philosophic  implications  of  the  soul  forces 
of  both  amber  and  the  loadstone  were  discoursed 
on  by  Socrates,  Diogenes  Laertius,  Lucretius 
Carus,  and  others.  How  could  anyone  discount 
their  kinship  to  the  celestial  firebolts  favored  by  a 
motley  group  of  wrathful  deities,  the  Egyptian 
Amon-Re,  the  Vedic  Dyauh  Pitar,  the  Greek  Zeus, 
the  Etruscan  Tinia,  the  Roman  Jupiter  Tonans? 

In  16(K)  the  Elizabethan  physician  William  Gil- 
bert proved  that  the  magnetic  pole  was  terrestrial 
rather  than  astral  (Fig.  1).‘  Coincidently  he  in- 
vented the  word  electric  or  rather  its  Latin  equiva-, 
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(b) 

lok  in  which  Latin  equivalents  of  words  "electricity”  and 

lent,  to  describe  substances  which  behaved  like 
amber  when  rubbed.  Had  Gilbert  chosen  any 
other  than  the  Greek  etymologic  root,  today  we 
would  doubtless  be  saying  amberic  or  succinic. 
The  historic  sentences  in  Gilbert’s  treatise  in 
which  electric  is  used  for  the  first  time  are: 

Vim  illam  electricam  nobis  placet  appellare  quae 
ah  humore  provenit.  . . . Electrica,  quae  attrahunt 
eadem  ratione  ut  electrum. 

Evidently,  enlightened  though  he  was,  Gilbert, 
too,  leaned  toward  tbe  metaphysical  in  his  inter- 
pretation of  magnetism: 

Magnetic  force  is  animate,  or  imitates  life;  and  in 
many  things  surpasses  life,  while  this  is  bound  up  in 
the  organic  body. 

While  awaiting  a proper  scientific  explanation, 
the  prodigious  qualities  of  both  minerals  were  not 
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overlooked  by  our  medical  forebears.  Starting 
around  9000  B.C.,  bracelets,  necklaces,  and  other 
appurtenances  were  used  to  prevent  or  assuage 
headache,  arthralgia,  and  numerous  visceral  up- 
heavals. 

Theoprastus  Paracelsus,  for  one,  was  enchanted 
with  the  properties  of  the  stones,  which  corre- 
sponded neatly  with  his  tenets  about  the  archaean 
etiology  of  disease.^  He  prescribed  the  loadstone 
with  great  abandon.  Even  the  prestigious  Jean 
van  Helmont  wrote  a tract  “on  the  magnetic  cure 
of  wounds.”  ^ 

Naturally,  the  “fluid  spirits”  emanating  from 
amber  or  loadstone  were  not  perceptible  to  the 
senses;  accordingly  the  devices  made  from  them 
may  be  viewed  in  the  same  light  as  the  countless 
amulets  and  kindred  paraphernalia  peddled 
throughout  the  centuries  to  ward  off  sickness  or  to 
neutralize  it. 

Did  these  fanciful  superstitions  taint  only  the 
ancients?  No.  In  1837  a sincere  physician  named 
Henry  Sherwood^  blithely  foisted  on  an  all-too- 
gullible  public  a brand  of  electromagnetic  “ani- 
mated” minerals.  His  merchandise,  advertised 
for  the  cure  of  scrofula,  consisted  of  negatively 
charged  gold  pills  and  positively  charged  empla- 
strums.  In  1881  a scientist  (not  Mesmer)  insisted 
that  he  could  modify  cardiac  rhythmicity  and 
intestinal  peristalsis  by  magnetism.^  As  late 
as  the  end  of  the  nineteenth  century  Swedish 
peasants  still  indulged  in  a deep-rooted  custom 
of  lying  parallel  to  the  magnetic  meridian  so  as  to 
thwart  various  maladies,  principally  neuralgia.® 
And  even  to  this  day  there  are  some  people  who 
carry  a horseshoe  magnet  in  their  pocket  as  a 
sort  of  panacean  prophylactic. 

Electroichthyology 

Much  as  the  “animated  minerals”  impressed 
the  ancients,  a yet  greater  sense  of  awe  was  in- 
spired by  certain  fish.  Seldom  similar  phylogeneti- 
cally,  in  appearance  or  in  habitat,  these  creatures 
shared  in  common  one  sensational  peculiarity,  the 
ability  to  unloose  a convective  blast  which  was 
violent  enough  to  stun  other  animals  into  im- 
mobility. Since  this  impact,  an  electric  shock, 
was  eventually  utilized  with  therapeutic  intent, 
we  may  consider  it  to  be  the  first  genuine  applica- 
tion of  electricity  in  medicine. 

The  electroichthyologic  fauna  comprise  dispa- 
rate species:  eels,  rays,  stargazers,  shad,  and  so 
forth.  A few  are  denizens  of  the  same  oceans. 
Most  were  knowm  by  bygone  societies,  such  as 
Pharaonic  Egypt,  probably  as  a food  staple,  since 
reliefs  of  fishing  scenes  show  them  being  netted 
with  other  edible  specimens  (Fig.  2).  In  1816  a 
naturalist  reported: 

The  torpedo,  termed  la  tremble  by  the  lower  orders 

in  France,  is  met  with  in  considerable  quantities,  as 


has  been  long  known,  on  the  whole  extent  of  coast 
between  the  Loire  and  the  Garonne.  It  is  generally 
caught  by  the  trawl.  Though  not  esteemed,  it  is  yet 
eaten  by  the  poorer  inhabitants,  being  first  skinned 
and  dried.  The  electrical  organs  are  carefully  avoided 
in  eating,  being  considered  to  possess  some  disagree- 
able properties. 

. . . When  the  torpedos  were  placed  in  a bucket  of 
water,  the  fishermen  amused  themselves  by  exposing 
the  smaller  fish  to  their  electrical  power.® 

The  Greeks  designated  the  electric  fish  by  the 
collective  term  “narke,”  or  numbness-producing, 
from  which  the  word  “narcosis”  originates.  The 
name  was  subsequently  latinized  to  torpedo  from 
torpere,  meaning  to  render  sluggish,  inert,  stiff. 
Correctly  speaking,  the  torpedos  are  the  electric 
rays,  or  family  Torpedinidae.  It  is  interesting  to 
note  how  different  peoples  independently  coined 
similar  names  for  the  creatures:  South  American 
Indians  called  them  arimna,  “something  that 
deprives  of  motion”;  the  Arabians,  rahadh,  “that 
which  causes  trembling”;  and  the  Spaniards, 
trembladores,  “tremblers”  or  “producers  of  trem- 
bling.” 

In  the  Dialogues,  Plato  said, 

0 Socrates,  ...  if  I may  venture  to  make  a jest  upon 
you,  you  seem  both  in  your  appearance  and  in  your 
power  over  others  to  be  like  a torpedo  fish,  who 
torpifies  those  who  come  near  him  and  touch  him, 
as  you  have  now  torpified  me,  I think.  For  my  soul 
and  my  tongue  are  really  torpid  and  I do  not  know  how 
to  answer  you.  . . .* 

In  the  Historia  Animalium,  Aristotle'  stated. 

The  torpedo  narcotizes  the  creatures  that  it  wants 
to  catch,  overpowering  them  by  the  force  of  shock 
that  is  resident  in  its  body,  and  feeds  upon  them. 
It  also  hides  in  the  sand  and  mud,  and  catches  all  the 
creatures  that  swim  in  its  way  and  come  under  its 
narcotizing  influence.  This  phenomenon  has  been 
actually  observed  in  operation.  . . . That  the  creatures 
get  their  living  by  this  means  is  obvious  from  the  fact 
that,  whereas  they  are  peculiarly  inactive,  they  are 
often  caught  with  mullets,  the  swiftest  of  fishes,  in 
their  interior  ....  The  torpedo  is  known  to  cause  a 
numbness  even  in  human  beings. 

In  his  Natural  History,  Pliny®  observed, 

1 marvel  at  them  who  are  of  opinion  that  fishes  and 
beasts  in  the  water  have  no  sense.  Why,  the  very 
cramp-fish  Tarped  (that  is.  Torpedo)  knows  its  own 
force  and  power,  and  being  itself  not  benumbed,  is 
able  to  astonish  others.  It  lies  hidden  over  head  and 
ears  within  the  mud  unseen,  ready  to  catch  those 
fishes,  which  as  they  swim  over  it,  are  taken  with  a 
numbness,  as  if  they  were  dead.  . . . From  a consider- 
able distance  even,  and  if  only  touched  with  a spear 
or  staff  this  fish  has  the  power  of  benumbing  even  the 
most  vigorous  arm,  and  of  riveting  the  feet  of  a runner, 
however  swift  he  may  be  in  the  race. 
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(d) 

FIGURE  2.  Electroichthyology,  (a)  Fishing  scenes  in  bas-relief  from  Pharaonic  Egypt  show  Nile  shad  which  release 
electricity,  (b)  Torpedo,  an  electric  ray,  drawn  by  Engelbrecht  Kaempfer  in  1712.  (c)  Electric  organ  of  torpedo  dis- 
sected by  John  Walsh  in  1773.  (d)  Etienne  Marey's  preparation  for  registering  graphically  electric  discharges  froiVi 

torpedo. 


Pliny  added  that  in  certain  African  nations 
Spartan  tribes  bred  intrepidity  in  their  off- 
spring by  making  them  swim  in  torpedo-infested 
lakes. 

Plutarch’s  version,  in  the  Morals,  alluded  to  con- 
veyance of  the  shock  through  water: 


You  know  yourself  the  property  of  the  torpedo  or 
cramp  fish,  which  not  only  benumbs  all  those  that 
touch  it,  but  also  strikes  a numbness  through  the  very 
net  into  the  hands  of  them  that  go  about  to  take  it. 
And  some  that  have  had  greater  experience  of  this  fish 
report  that  if  it  happens  tb  fall  alive  upon  the  land. 
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FIGURE  3 Alexander  von  Humboldt,  true  Renaissance 
man  and  giant  personality  of  science  and  culture  His 
interests  in  electricity  ranged  from  anatomic  peculiari- 
ties of  electric  fish  to  its  biologic  manifestations  on 
mammals.  His  name  has  been  given  to  ocean  current  off 
western  coast  of  South  America. 

they  that  pour  water  upon  it  shall  presently  perceive 
a numbness  seizing  upon  their  hands  and  stupefying 
their  feelings,  through  the  water  affected  with  the 
quality  of  the  fish.  And  therefore  having  an  innate 
sense  of  this  faculty,  it  never  takes  any  resistance 
against  any  thing  nor  is  it  ever  in  danger.  Only 
swimming  circularly  about  his  prey,  he  shoots  forth 
the  effluviums  of  his  nature  like  so  many  darts,  and 
first  infects  the  water,  then  the  fish  through  the  water 
which  is  neither  able  to  defend  itself  nor  escape,  being 
(as  it  were)  held  in  chains  and  frozen  up.® 

Of  the  many  other  antique  recitals  concerning 
this  marine  demon,  two  are  noteworthy  for  as- 
cribing emission  of  the  shock  from  specialized 
zones  of  the  anatomy  of  the  fish.  In  the  Carminum 
minorum,  Claudian  declared, 

Who  has  not  heard  of  the  invincible  skill  of  the 
dread  torpedo  and  of  the  powers  that  win  it  its  name? 

Its  body  is  soft  and  its  motion  slow.  Scarcely  does 
it  mark  the  sand  o’er  which  it  crawls  so  sluggishly. 
But  nature  has  armed  its  flanks  with  a numbing 
poison  and  mingled  with  its  marrow  chill  to  freeze  all 
living  creatures,  hiding  as  it  were  its  own  winter  in  its 
heart.  The  fish  seconds  nature’s  efforts  with  its  own 
guilefulness;  knowing  its  own  capabilities,  it  employs 
cunning,  and  trusting  to  its  power  of  touch  lies 
stretched  full  length  among  the  seaweed  and  so 
attacks  its  prey.  It  stays  motionless;  all  that  have 


touched  it  lie  benumbed.  Then,  when  success  has 
crowned  its  efforts,  it  springs  up  and  greedily  devours 
without  fear  the  living  limbs  of  its  victim.® 

In  the  Halieutica  the  poet  Oppian  chanted. 

The  Cramp-Fish,  when  the  pungent  pain  alarms. 
Exerts  his  magick  Pow’rs  and  poison’d  Charms. 
Clings  around  the  Line,  and  bids  th’  Embrace  infuse 
From  fertile  Cells  comprest  his  subtil  -Juice 
Th’  aspiring  Tide  its  restless  Volumes  rears. 

Rolls  up  the  steep  Ascent  of  slipp’ry  Hairs, 

Then  down  the  Rod  with  easy  Motion  slides 
And  entring  in  the  Fisher’s  Hand  subsides. 

On  every  Joint  and  icy  stiffness  steals. 

The  flowing  Spirits  binds,  and  Blood  congeals 
Down  drops  the  Rod  dismist,  and  floating  lies. 

Drawn  captive  in  its  Turn,  the  Fish’s  Prize.® 

\^on  Humboldt,*®  a universal  genius  of  science, 
related  how  electric  eels  (gymnoti)  were  procured 
for  him  during  his  sojourn  in  South  America  (Fig. 
3). 

To  catch  the  gymnoti  with  nets  is  very  difficult, 
on  account  of  the  extreme  agility  of  the  fish,  which 
bury  themselves  in  the  mud.  We  would  not  employ 
the  barbasco,  that  is  to  say,  the  roots  of  the  Piscidea 
erithyrna,  the  Jacquinia  armillaris,  and  some  species 
of  phyllanthus,  which  thrown  into  the  pool,  intoxicate 
or  benumb  the  eels.  These  methods  have  the  effect 
of  enfeebling  the  gymnoti.  The  Indians  therefore 
told  us  that  they  would  “fish  with  horses,”  (embar- 
bascar  con  caballos).  We  found  it  difficult  to  form 
an  idea  of  this  extraordinary  manner  of  fishing;  but 
we  soon  saw  our  guides  return  from  the  savannah, 
which  they  had  been  scouring  for  wild  horses  and 
mules.  They  brought  about  thirty  with  them,  which 
they  forced  to  enter  the  pool. 

The  extraordinary  noise  caused  by  the  horses’ 
hoofs,  makes  the  fish  issue  from  the  mud,  and  excites 
them  to  the  attack.  These  yellowish  and  livid  eels, 
resembling  large  aquatic  serpents,  swim  on  the  surface 
of  the  water,  and  crowd  under  the  bellies  of  the  horses 
and  mules.  A contest  between  animals  of  so  different 
an  organization  presents  a very  striking  spectacle. 
The  Indians,  provided  with  harpoons  and  long  slender 
reeds,  surround  the  pool  closely;  and  some  climb  up 
the  trees,  the  branches  of  which  extend  horizontally 
over  the  surface  of  the  water.  By  their  wild  cries, 
and  the  length  of  their  reeds,  they  prevent  the  horses 
from  running  away  and  reaching  the  bank  of  the  pool. 
The  eels,  stunned  by  the  noise,  defend  themselves  by 
the  repeated  discharge  of  their  electric  batteries. 
For  a long  interval  they  seem  likely  to  prove  victorious. 
Several  horses  sink  beneath  the  violence  of  the  in- 
visible strokes  which  they  receive  from  all  sides,  in 
organs  the  most  essential  to  life;  and  stunned  by  the 
force  and  frequency  of  the  shocks,  they  disappear 
under  the  water.  Others,  panting,  with  mane  erect, 
and  haggard  eyes  expressing  anguish  and  dismay,  raise 
themselves,  and  endeavour  to  flee  from  the  storm  by 
which  they  are  overtaken.  They  are  driven  back  by 
the  Indians  into  the  middle  of  the  water;  but  a small 
number  succeed  in  eluding  the  active  vigilance  of  the 
fishermen.  These  regain  the  shore,  stumbling  at 
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every  step,  and  stretch  themselves  on  the  sand,  ex- 
hausted with  fatigue,  and  with  limbs  benumbed  by  the 
electric  shocks  of  the  gymnoti. 

In  less  than  five  minutes  two  of  our  horses  were 
drowned.  The  eel  being  five  feet  long,  and  pressing 
itself  against  the  belly  of  the  horses,  makes  a discharge 
along  the  whole  extent  of  its  electric  organ.  It  attacks 
at  once  the  heart,  the  intestines,  and  the  caeliac  fold 
of  the  abdominal  nerves.  It  is  natural  that  the  effect 
felt  by  the  horses  should  be  more  powerful  than  that 
produced  upon  man  by  the  touch  of  the  same  fish  at 
only  one  of  his  extremities.  The  horses  are  probably 
not  killed,  but  only  stunned.  They  are  drowned  from 
the  impossibility  of  rising  amid  the  prolonged  struggle 
between  the  other  horses  and  the  eels. 

We  had  little  doubt  that  the  fishing  would  terminate 
by  killing  successively  all  the  animals  engaged;  but 
by  degrees  the  impetuosity  of  this  unequal  combat 
diminished,  and  the  wearied  gymnoti  dispersed. 
They  require  a long  rest,  and  abundant  nourishment, 
to  repair  the  galvanic  force  which  they  have  lost. 
The  mules  and  horses  appear  less  frightened;  their 
manes  are  no  longer  bristled,  and  their  eyes  express 
less  dread.  The  gymnoti  approach  timidly  the  edge 
of  the  marsh,  where  they  are  taken  by  means  of  small 
harpoons  fastened  to  long  cords.  When  the  cords  are 
very  dry  the  Indians  feel  no  shock  in  raising  the  fish 
into  the  air.  In  a few  minutes  we  had  five  large  eels, 
most  of  which  were  but  slightly  wounded.  Some 
others  were  taken,  by  the  same  means,  towards 
evening. 

As  would  be  expected,  the  marvelous  electric  fish 
promptly  found  a place  in  the  pharmacopoeia. 
The  flesh  or  individual  viscera  were  given  as 
nutrients,  aphrodisiacs,  depilatories,  and  other 
nostrums.  More  germane  to  our  topic  is  the  use 
of  the  fish  in  the  live  state. 

According  to  legend,  a certain  Anteros,  freed 
from  slavery  by  the  Emperor  Tiberius  Claudius 
Nero  Caesar,  stepped  on  a torpedo  while  walking 
on  the  beach.  After  the  initial  excruciating  cramp 
in  his  foot  had  abated,  he  found  to  his  amazement 
that  the  pain  he  had  long  suffered  from  gutta 
(gout)  was  completely  banished.  This  event 
reached  the  ears  of  Scribonius  Largus,  a physician, 
whose  Compositiones  medicae,  circa  A.D.  50, 
carries  the  first  known  commentaries  on  the 
medicinal  utility  of  the  live  fish: 

For  any  type  of  gout  a live  black  torpedo  should, 
when  the  pain  begins,  be  placed  under  the  feet.  The 
patient  must  stand  on  a moist  shore  washed  by  the 
sea  and  he  should  stay  like  this  until  his  whole  foot 
and  leg  up  to  the  knee  is  numb.  This  takes  away 
present  pain  and  prevents  pain  from  coming  on  if  it 
has  not  already  arisen.  In  this  way  Anteros,  a freeman 
of  Tiberius,  was  cured  ....  Headache  even  if  it  is 
chronic  and  unbearable  is  taken  away  and  remedied 
forever  by  a live  black  torpedo  placed  on  the  spot 
which  is  in  pain,  until  the  pain  ceases.  As  soon  as 
the  numbness  has  been  felt  the  remedy  should  be  re- 
moved lest  the  ability  to  feel  be  taken  from  the  part. 
Moreover  several  torpedos  of  the  same  kind  should  be 


prepared  because  the  cure,  that  is,  the  torpor  which 
is  a sign  of  betterment  is  sometimes  effective  only 
after  two  or  three.® 

Pedanius  Dioscorides,  a coeval  of  Scribonius, 
wrote  a huge  compendium  on  pharmacology 
entitled  De  re  medica.  The  electric  fish  was  rec- 
ommended for  anal  prolapse,  besides  gout  and 
headache,  presumably  because  it  stimulated  in- 
tense spasm  of  the  sphincters.® 

Claudius  Galen  ascribed  mortification  by  the 
torpedo  to  a chilling  humor  which  induced  “frigid- 
ity and  compression  of  the  nervous  bodies.”  This 
frigorific  juice,  which  he  compared  to  the  magnetic 
effect  of  a loadstone,  evidently  oozed  only  from  the 
living  animal. 

The  whole  torpedo,  I mean  the  sea-torpedo,  is  said 
by  some  to  cure  headache  and  prolapsus  ani  when 
applied.  I indeed  tried  both  of  these  things  and  found 
neither  to  be  true.  Therefore  I thought  that  the 
torpedo  should  be  applied  alive  to  the  person  who 
has  the  headache,  and  that  it  could  be  that  this 
remedy  is  anodyne  and  could  free  the  patient  from 
pain  as  do  other  remedies  which  numb  the  senses: 
this  I found  to  be  so.  And  I think  that  he  who  first 
tried  this  did  so  for  the  above-mentioned  reason.® 

Many  authors  until  the  end  of  the  Renais- 
sance continued  to  cite  recipes  for  the  torpedo  and 
its  ilk.  Marcellus  Empiricus,  Aetius  of  Amida, 
Alexander  of  Tralles,  and  Paulus  Aeginata  listed 
it  among  the  specifics  for  various  cephalgias  and 
arthralgias.  Serapion  called  it  pisces  stupefaciens. 
The  Arabians  emphasized  the  virtues  of  the  sleep 
which  followed  the  jolting  contact  with  fish. 
Haly  Abbas  referred  to  the  latter  as  the  pisces 
dormitans.  Avicenna  and  Averrhoes  thought  it 
efficacious  when  placed  on  the  brow  of  persons 
afflicted  with  migraine,  melancholy,  or  epilepsy. 
Persistence  of  this  belief  to  the  sixteenth  century  is 
exemplified  by  Dawud  al  Antaki’s  statement  that. 

If  (the  torpedo)  is  brought  near,  while  alive,  to 
the  head  of  an  epileptic,  the  latter  will  be  thoroughly 
cured  ...  it  removes  chronic  headache,  unilateral 
headache,  and  vertigo  even  in  desperate  eases. 

A devastating  sort  of  electroichthyologic  treat- 
ment is  relevant  to  our  topic  because  it  was 
mimicked  and  enjoyed  long  vogue  when  nonbiolog- 
ic generators  of  electricity  were  developed.  In 
1761  a Dutch  surgeon,  van  der  Lott,^^  related 
“experiments”  made  in  Surinam  with  the  ferocious 
Conger  eel: 

Mr.  Abraham  van  Doom,  ex-Councillor  of  the  same 
Colony  had  a Negro  boy  among  his  slaves  whose 
estimated  age  was  eight  or  nine  years.  He  was  af- 
flicted by  an  obstruction  in  his  nerves  in  such  a way 
that  his  arms  and  legs  vyere  drawn  crooked.  This 
gentleman  threw  the  boy  daily  into  a tub  of  water  in 
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which  there  was  a large  Conger  eel  of  the  black  variety. 
The  boy  was  so  greatly  shocked  by  this  that  he  crawled 
out  on  his  hands  and  knees,  but  sometimes  he  was 
unable  to  do  this,  and  he  had  to  be  helped,  however 
the  helper  then  received  a portion  of  the  shock.  The 
result  was  that  the  boy  recovered  completely  from 
the  nerve  disease,  but  the  malformation  of  the  shin- 
bone which  was  associated  with  it  nevertheless  re- 
mained. 

The  gentleman  referred  to  has  also  made  the  follow- 
ing two  experiments.  He  threw  a slave  boy,  who  had 
bad  fever,  similarly  into  a tub  with  a Conger  eel.  The 
lad  was  so  strongly  shocked  that  this  gentleman  was 
forced  to  help  him  out  again,  but  several  minutes  later 
the  fever  had  disappeared  and  did  not  return.  The 
second  experiment  was  with  an  Indian  boy  who, 
having  the  fever  very  badly  while  traveling,  had  him- 
self shocked  by  a Conger  eel,  the  result  being  the  same 
as  in  the  previous  case. 

Piscine  electricity  was  still  being  used  in  medi- 
cine as  late  as  1860.®  *^-*“'  Hydroelectrotherapy  of 
a gentler  sort  for  intrathoracic  diseases  remained 
in  style  until  the  first  half  of  the  present  century. 

Although  scaleless,  electric  fish  have  a tegumen- 
tary coat  of  slimy  mucus  which  is  permeable  to 
electrical  currents.  They  are  utterly  insensitive 
to  the  formidable  broadside  with  which  they  assail 
quarry,  notwithstanding  their  being  themselves 
immersed  in  the  same  conductive  medium.  To 
date,  no  one  has  provided  a wholly  satisfactory 
answer  for  this  mysterious  invulnerability. 

Early  generators  of  electricity 

It  is  an  intriguing  theory  that  the  holy  ark  which 
the  Israelites  escorted  on  their  arduous  trek  in 
the  arid  Sinai  may  have  functioned  as  an  electric 
condenser  of  high  tension  and  thereby  been  the 
masterwork  of  Moses,  that  paragon  of  thaumatur- 
gists.*®'!'^ 

Genesis  and  Numbers  expatiate  on  the  story  of 
the  ark.  Detailed  directives  for  its  construction 
were  given  by  God  to  the  first  great  emancipator. 
They  specified,  in  part. 

And  they  shall  make  an  ark  of  shittim  wood:  two 
cubits  and  a half  shall  be  the  length  thereof,  and  a 
cubit  and  a half  the  breadth  thereof,  and  a cubit  and 
a half  the  height  thereof. 

And  thou  shalt  overlay  it  with  pure  gold,  within  and 
without  shalt  thou  overlay  it,  and  shalt  make  upon 
it  a crown  of  gold  round  about. 

And  thou  shalt  cast  four  rings  of  gold  for  it,  and  put 
them  in  the  four  corners  thereof;  and  two  rings  shall 
be  in  the  one  side  of  it,  and  two  rings  in  the  other  side 
of  it. 

And  thou  shalt  m£ike  staves  of  shittim  wood,  and 
overlay  them  with  gold. 

And  thou  shalt  put  the  staves  into  the  ring  by  the 
sides  of  the  ark,  that  the  ark  may  be  borne  with  them. 

The  staves  shall  be  in  the  rings  of  the  ark:  they 

shall  not  be  taken  from  it. 

The  journey  through  the  wilderness  was  inter- 


rupted periodically  by  electrical  storms,  con- 
sequent to  which  the  tabernacle  enclosing  the  ark, 
surmounted  by  its  conducting  crown,  attracted 
lightning. 

And  on  the  day  that  the  tabernacle  was  reared  up 
the  cloud  covered  the  tabernacle,  namely,  the  tent  of 
the  testimony:  and  at  even  there  was  upon  the 

tabernacle  as  it  were  the  appearance  of  fire,  until 
the  morning. 

So  it  was  always:  the  cloud  covered  it  by  day,  and 
the  appearance  of  fire  by  night. 

Touching  of  the  ark  by  unauthorized  persons 
resulted  in  death.  Only  Levite  priests  could 
approach  and  handle  the  sacred  objects  with 
impunity. 

Cut  ye  not  off  the  tribe  of  the  families  of  the  Koha- 
thites  from  among  the  Levites: 

But  thus  do  unto  them,  that  they  may  live,  and  not 
die,  when  they  approach  unto  the  most  holy  things: 

Aaron  and  his  sons  shall  go  in,  and  appoint  them 
everyone  to  his  service  and  to  his  burden. 

The  insensitivity  of  the  Levites  to  the  scathing 
force  which  killed  instantly  may  be  explained  by 
the  passage  in  Genesis  giving  elaborate  stipulations 
about  the  panoply  that  they  had  to  don  when 
officiating.  A breastplate  and  long  trailing  chains 
of  gold  “grounded”  them,  in  effect,  when  they 
ventured  into  the  tabernacle.  It  is  unclear  whether 
the  Levites  were  spared  when,  at  Taberah,  the 
wanderers  transgressed,  so  that  “the  fire  of  the 
Lord  burnt  among  them,  and  consumed  them 
that  were  in  the  uttermost  parts  of  the  camp.” 
For  a couple  of  millennia  people  were  filled 
with  alarm  by  inexplicable  electrical  phenomena. 
On  long  marches  through  dry  regions  the  spear 
tips  or  helmets  of  soldiers  sometimes  acquired 
a strange  effulgence.  Sailors  saw  startling  spectral 
flares  clinging  to  riggings  or  masts;  they  called 
them  Castor  and  Pollux,  later  St.  Elmo’s  fire. 
These  manifestations  were  not  to  be  toyed  with, 
let  alone  imitated.  Remember  what  had  hap- 
pened to  that  rash  King  Salmoneus? 

Girolamo  Cardano  in  1551,  and  Gilbert  one-half 
century  later,  by  clearly  differentiating  between 
magnetism  and  electricity,  laid  the  groundwork 
for  the  production  and  leashing  of  man-made 
electricity.  Gilbert’s  crude  electrostatic  induction 
machines  were  archetypal  of  apparatus  of  that 
kind  for  the  next  three  hundred  years'.'®”^’  In 
1650  Otto  von  Guericke  described  how  to  fabricate 
the  “business  end”  of  one  such  apparatus,  which 
incidentally  was  put  to  medical  service  (Fig.  4). 

Take  a glass  sphere,  or,  as  it  is  called,  a phial  of 
the  size  of  a child’s  head;  place  into  it  pieces  of  sulfur 
which  has  been  comminuted  in  a mortar;  then  ap- 
proach it  to  fire  so  as  to  melt  the  sulfur.  After  cooling, 
break  the  glass  to  withdraw  the  sulfur  sphere  and 
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FIGURE  4.  (a)  Otto  Guericke  in  1650  incepted  man-made  electricity,  (b)  Guericke's  tool,  archetypal  of  electrostatic 

machines. 


store  it  in  a dry  place.  The  globe  is  pierced  with  a 
shaft  of  iron,  and  is  then  ready.’® 

Guericke  whirled  the  sphere  while  brushing  it 
with  his  hand,  a soft  leather  pad,  or  wool  cloth. 
Thus  charged,  the  sulfur  spewed  sparks  and  re- 
tained its  electrification  until  it  came  into  contact 
with  various  neutral  bodies.  Francis  Hawkesbee 
prepared  an  incandescent  bulb  of  sorts  in  1709 
when  he  substituted  solid  glass  for  the  sulfur,  so 
that  a luminescence  suffused  the  mass  when 
charged. 

Important  experiments  were  undertaken  in 
1729  by  Stephen  Gray.  He  charged  closed  glass 
cylinders  containing  different  materials  and 
showed  that  some  of  the  latter  conducted  elec- 
tricity whereas  others  did  not.  The  first  were 
called  “anelectric”  and  the  second  “idioelectric.” 
He  succeeded  in  conveying  an  electric  discharge 


some  765  feet  through  hemp  thread  supported  by 
silk. 

Electricity  was  recruited  for  social  amusement. 
To  the  great  mirth  of  onlookers,  participants  vied 
with  each  other  to  produce  such  configurations  as 
“halos”  (raising  hair  on  a person’s  head),  “elec- 
trical kisses,”  “electrical  rain,”  “electrical  stars,” 
and  so  on.  Of  these  parlor  games  the  piece  de  re- 
sistance, which  simultaneously  illustrated  the  con- 
ductivity of  the  human  body,  was  to  suspend  a 
youngster  on  hair  cords  from  the  ceiling  and  elicit 
some  harmless  sparks  from  the  body.  When  the 
child’s  heels  were  touched  with  a charged  tube, 
bits  of  copper  leaf  were  attracted  to  the  head 
(Fig.  5). 

Gray’s  testing  of  conductors  and  insulators  was 
the  fountainhead  of  diversified  researches.  In 
1733  Charles  Dufay  postulated  the  existence  of 
two  types  of  electricity,  “resinous”  and  “vitreous,” 
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(C) 

FIGURE  5.  Games  people  played  when  electricity  was  in 
doctor,  (b)  Line  drawing  of  old  lithograph  of  conductor. 


and  that  like  ones  repelled  whereas  unlike  ones 
attracted  each  other.  In  1744  Christian  Ludolf 
dramatized  the  potency  of  man-made  electricity 
by  igniting  sulfur  with  sparks  from  one  of  the 
electrostatic  induction  machines. 

By  now  the  stage  was  set  for  the  invention  of  a 
capacitator,  that  is,  a device  that  would  create 
and  conserve  large  quantities  of  electricity.  This 
was  accomplished  independently  by  Georg  von 
Kleist  of  Cammin  in  October,  1745,  and  by  van 
Musschenbroek^^  of  Leyden  in  the  spring  of  1746 
(Fig.  6).  A letter,  dated  April  20,  1746,  from 
Musschenbroek  to  the  celebrated  naturalist  Rene 
Reaumur  was  widely  publicized.  It  said  in  part: 

I wish  to  communicate  to  you  a new  but  terrible 
experience,  and  which  I do  not  advise  you  to  attempt 
yourself. 

I was  doing  some  researches  on  the  force  of  elec- 
tricity. To  that  purpose,  I had  suspended  from  two 
threads  of  blue  silk  an  iron  bar  which  received  by 
conduction  the  electricity  from  a glass  globe  that  was 


(d) 


bud  principally  exhibited  conductivity  of  body,  (a)  Con- 


being  spun  rapidly  on  its  axis  and  rubbed  with  the 
hands.  To  the  other  end  there  hung  freely  a brass 
wire  which  dipped  in  a round  vase  of  glass,  partly 
filled  with  water,  and  which  I held  in  my  hand.  With 
the  other  hand  I was  trying  to  draw  sparks  from  the 
electrified  iron  bar.  Suddenly,  my  right  hand  was 
struck  with  such  commotion  that  my  body  was  rattled 
by  a thunderbolt  ....  My  limb  and  entire  body  were 
affected  terribly  . . . and  it  was  two  days  before  I 
recovered  from  the  blow  and  terror  ....  T would  not 
take  a second  shock  for  the  kingdom  of  France. 

Hardier  souls  were  not  cowed,  especially  when 
it  was  shown  that  the  intensity  of  the  concussions 
could  be  allayed  somewhat.^^^^  Nollet,^®)^®  who 
named  the  engine  “Leyden  jar,”  experimented  with 
it  on  plants,  fish’  birds,  and  small  mammals  (Fig. 
7).  One  of  his  tricks  was  to  make  sparks  jump 
between  persons.  At  open-air  seances  attended 
by  Louis  XV  and  courtiers  he  made  an  electric 
current  travel  across  chains  of  180  soldiers  or  800 
Carthusian  monks  holding  hands. 

The  capacity  of  Leyden  bottles  and  the  speed 
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FIGURE  6.  (a)  Pieter  van  Musschenbroek  described  electrical  capacitator  which  Nollet  named  "Leyden  jar" in  homage 

to  Musschenbroek 's  city,  (b)  Essential  features  of  jar:  electricity  generated  by  friction  traverses  iron  rod  into  water- 

filled  receptacle  where  it  is  concentrated 


of  propagation  of  electric  shocks  were  measured 
by  Louis  Le  Monnier  and  William  Watson.  The 
unitary  theory  of  a single  electrical  fluid, 
refuting  the  “vitreous”  and  “resinous”  categories, 


was  advanced  by  Benjamin  Franklin,  who  also 
enunciated  a law  of  conservation  of  charge. 
Franklin  likewise  introduced  the  terms  “positive” 
and  “negative”  to  denote  the  relative  state  of 


FIGURE  7.  (a)  Pierre  Nollet,  ardent  investigator  of  biologic  effects  of  electricity,  (b)  Nollet  portrayed  in  one  of  his 

books  inspecting  influence  of  franklinic  electricity  on  plants,  puppy,  hen,  and  canary. 


I 
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FIGURE  8 Electrostatic  machines  of  eighteenth  cen- 
tury. (a)  Benjamin  Franklin's  and  (b)  Joseph  Priestley's 
models. 


electrification.  He  decided  arbitrarily  to  call  any 
body  positively  electrified  if  it  was  repelled  by  a 
glass  rod  which  had  been  rubbed  with  silk  and 
negatively  electrified  if  it  was  repelled  by  sealing 
wax  which  had  been  rubbed  with  cat  fur. 

The  experiments  which  Franklin  was  able  to 
do  with  meager  facilities  at  his  command  are 
fascinating  to  read  but  do  not  fall  within  the  pro- 
vince of  this  essay.  A small  passage  may  be  cited, 
however,  both  for  illustration  of  the  imaginative 
bend  of  his  genial  and  fertile  mind,  and  for  its  al- 
lusion to  an  effect  of  man-made  electricity  on  a 
living  being,  antedated,  one  must  admit,  by 
Nollet’s  showing  that  fish  and  small  birds  could 
be  killed  quickly  by  discharges  from  a Leyden 
flask  (Fig.  8).  In  a.  half-wistful  epistle,  Franklin 
mused, 

Among  other  experiments  which  we  shall  exhibit 
for  our  diversion  will  be  the  fuing  of  spirits  by  means 
of  a spark  sent  from  side  to  side  through  the  river  with- 
out any  other  conductor  than  the  water — an  experi- 
ment which  we  have  some  time  since  performed  to  the 


amazement  of  many.  A turkey  is  to  be  killed  for 
dinner  by  an  electrical  shock,  and  roasted  by  the 
“electrical  jack”  before  a fire  kindled  by  the  elec- 
trified bottle,  when  the  health  of  all  the  famous 
electricians  of  England,  Holland,  P’rance  and  Germany 
is  to  be  drank  in  “electrified  bumpers,”  under  the 
the  discharge  of  guns  by  the  electrical  battery. 

Soon,  Joseph  Priestly  formulated  the  inverse- 
square  law  of  electrical  attraction.^'  The  Leyden 
jar  and  modifications  of  it,  such  as  the  “electro- 
phorus”  and  the  plate  condenser  (or  quadratum 
magicum)  remained  the  principal  tool  of  scientists 
until  1799,  when  Alessandro  Volta  invented  the 
compound  electric  cell  of  dissimilar  metals.  Peter 
Roget  showed  that  the  workings  of  the  voltaic  pile 
were  due  to  chemical  reactions,  and  William  Wol- 
laston then  described  the  process  of  electrolysis, 
whereupon  Antoine  Becquerel  constructed  an  all- 
liquid battery.  The  two  forces  of  electricity  and 
magnetism  were  blended  as  “electromagnetism” 
in  1819  by  Hans  Oerstedt,  and  in  1831  Joseph 
Henry  and  Michael  Faraday  discovered  electro- 
magnetic induction,  subsequently  labeled  “far- 
adism.” 

The  literature  on  electrotherapeutics  for  a couple 
of  centuries  was  marred  by  a clutter  of  synonyms. 
Their  equivalents  are  herewith  indicated:  frank- 
linization, the  application  of  electricity  generated 
by  friction,  that  is,  frictional  or  statical  electricity; 
galvanization,  the  application  of  electricity  gener- 
ated by  chemical  reaction,  the  current  so  produced 
being  designated  as  galvanic,  voltaic,  dynamic, 
continuous,  constant,  direct,  primary,  uninter- 
rupted, battery,  or  pile  (actually  the  galvanic  cur- 
rent may  be  interrupted  as  well  as  the  continuous) 
and  faradization,  the  application  of  electricity 
generated  in  a coil  of  wires  adjoining  another  con- 
ductor through  which  the  current  traverses.  The 
faradic  current,  which  is  necessarily  interrupted 
by  the  apparatus  that  produces  it,  is  also  referred 
to  as  induced,  induction,  inductive,  electromag- 
netic, magnetoelectric,  to-and-fro,  indirect,  or 
interrupted. 

The  Concourse — General  Motors  Building 
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Joseph  Altman,  M.D.,  of  New  York  City,  died  in  Feb- 
ruary, 1971,  at  the  age  of  seventy-six.  Dr.  Altman 
graduated  in  1919  from  Fordham  University  School  of 
Medicine.  He  was  a member  of  the  Association  of  Life 
Insurance  Medical  Directors  of  America,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

John  Joseph  Brennan,  M.D.,  of  Oswego,  died  on  May 
16,  1970,  at  the  age  of  sixty-nine.  Dr.  Brennan  gradu- 
ated in  1926  from  Hahnemann  Medical  College  of  Phil- 
adelphia. He  was  an  emeritus  radiologist  at  Oswego 
Hospital.  Dr.  Brennan  was  a member  of  the  Radiolog- 
ical Society  of  North  America,  Inc.,  the  Oswego  Acade- 
my of  Medicine,  the  Oswego  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Dominick  Arthur  Contino,  M.D.,  of  Floral  Park,  died 
on  March  10  at  the  age  of  sixty-four.  Dr.  Contino 
graduated  in  1932  from  Long  Island  College  of  Medi- 
cine. He  was  an  associate  attending  general  practi- 
tioner at  Mercy  Hospital  (Rockville  Centre).  Dr.  Con- 
tino was  a member  of  the  Nassau  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

James  Gracey  Dunseith,  M.D.,  of  Mount  Vernon, 
died  on  March  19  at  the  age  of  ninety-one.  Dr.  Dun- 
seith graduated  in  1901  from  Columbia  University  Col- 
lege of  Physicians  and  Surgeons.  He  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Estelle  Diane  Echental,  M.D.,  of  Mount  Vernon,  died 
on  November  17,  1970.  Dr.  Echental  graduated  in 
1954  from  Washington  University  School  of  Medicine 
(St.  Louis). 

Carlos  Eugene  Fallon,  M.D.,  of  Newburgh,  died  on 
November  30,  1970,  at  the  age  of  sixty-nine.  Dr.  Fal- 
lon graduated  in  1927  from  the  University  of  Vermont 
College  of  Medicine.  He  was  an  honorary  physician  in 
medicine  at  St.  Luke’s  Hospital.  Dr.  Fallon  was  a Fel- 
low of  the  American  College  of  Cardiology,  a Fellow  of 
the  American  College  of  Physicians,  and  a member  of 
the  American  Academy  of  (Occupational  Medicine,  the 
American  Geriatrics  Society,  the  Industrial  Medical 
Association,  the  New  York  State  Society  of  Industrial 
Medicine,  the  Orange  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Bldward  O.  Finestone,  M.D.,  of  New  York  City,  died 


on  March  16  at  the  age  of  sixty-nine.  Dr.  Finestone 
graduated  in  1923  from  University  and  Bellevue  Hospi- 
tal Medical  College.  He  was  a consulting  surgeon  at 
Sydenham  Hospital.  Dr.  Finestone  was  a Diplomate 
of  the  American  Board  of  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Socie- 
ty of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

William  Friedman,  M.D.,  of  New  York  City,  died  on 
February  27  at  the  age  of  seventy-nine.  Dr.  Friedman 
graduated  in  1915  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Socie- 
ty of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Jacob  Jacobowitz,  M.D.,  of  Forest  Hills,  retired,  died 
on  March  12  at  the  age  of  sixty-five.  Dr.  Jacobowitz 
graduated  in  1930  from  University  and  Bellevue  Hospi- 
tal Medical  College.  He  was  a member  of  the  New 
York  Cardiological  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Clark  John  Laus,  M.D.,  retired,  of  Syracuse,  died  on 
December  1,  1970,  at  the  age  of  seventy-six.  Dr.  Laus 
graduated  in  1918  from  Rush  Medical  Clollege.  He  was 
an  emeritus  physician  at  St.  Joseph’s  Hospital.  Dr. 
Laus  was  a Diplomate  of  the  American  Board  of  Inter- 
nal Medicine  and  a member  of  the  Syracuse  Academy 
of  Medicine,  the  Onondaga  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

George  Edwin  Nightingale,  M.D.,  of  Jamaica,  died 
on  March  14  at  the  age  of  sixty-eight.  Dr.  Nightingale 
graduated  in  1928  from  Howard  University  College  of 
Medicine.  He  was  a member  of  the  Medical  Society  of 
the  County  of  Queens,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Eugene  Lindsay  Opie,  M.D.,  of  Bryn  Mawr,  Pennsyl- 
vania, formerly  of  New  York  City,  died  on  March  12  at 
the  age  of  ninety-seven.  Dr.  Opie  graduated  in  1897 
from  Johns  Hopkins  University  School  of  Medicine. 
Retired,  among  the  many  posts  he  held  was  that  of 
professor  of  pathology  at  Cornell  University  Medical 
College  from  1932  until  his  mandatory  retirement  in 
1940  at  which  time  he  returned  to  do  research  at  the 
Rockefeller  University  until  his  retirement  from  there 
last  fall.  Among  the  many  awards  and  honors  present- 
ed to  him  were  the  $6,500  T.  Duckett  Jones  Memorial 
Award  of  the  Helen  Hay  Whitney  Foundation  in  1965; 
the  gold-headed  ceuie  of  the  American  Association  of 
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Pathologists  and  Bacteriologists,  and  the  National 
Academy  of  Science’s  Jessie  Stevenson  Kovalenko 
Medal.  Dr.  Opie  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

William  Joseph  Phelan,  M.D.,  of  Clearwater,  Florida, 
formerly  of  Troy,  died  in  March  at  the  age  of  sixty-two. 
Dr.  Phelan  graduated  in  1935  from  Albany  Medical 
College.  He  was  a Fellow  of  the  International  College 
of  Surgeons  and  a member  of  the  International  Acade- 
my of  Proctology,  the  Rensselaer  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

George  Rose,  M.D.,  of  Plattsburgh,  died  on  March  15 
at  the  age  of  forty-four.  Dr.  Rose  received  his  medical 
degree  from  the  University  of  Geneva  in  1956.  He  was 
an  attending  pathologist  at  Physicians  Hospital 
(Plattsburgh).  Dr.  Rose  was  a member  of  the  American 
Academy  of  General  Practice,  the  Herkimer  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Morris  Schwartz,  M.D.,  of  Middle  Village,  died  on 
March  13  at  the  age  of  sixty.  Dr.  Schwartz  received 
his  medical  degree  from  the  University  of  Bonn  in 


1936.  He  was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

John  Joseph  Sheehy,  M.D.,  of  Ridgewood,  died  on 
March  9 at  the  age  of  sixty-two.  Dr.  Sheehy  graduated 
in  1932  from  Boston  University  School  of  Medicine. 
He  had  been  an  associate  attending  surgeon  at  Wyckoff 
Heights  Hospital.  Dr.  Sheehy  was  a member  of  the 
American  Proctologic  Society,  the  Medical  Society  of 
the  County  of  Queens,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

John  Lawrence  Sullivan,  M.D.,  of  New  York  City, 
died  on  February  19  at  the  age  of  sixty-three.  Dr.  Sul- 
livan graduated  in  1935  from  Northwestern  University 
Medical  School.  He  was  an  assistant  attending  sur- 
geon at  St.  Vincent’s  Hospital  and  Medical  Center  of 
New  York  and  an  attending  surgeon  at  The  New  York 
Hospital  Outpatient  Department.  Dr.  Sullivan  was  a 
Diplomate  of  the  American  Board  of  Surgery,  a Fellow 
of  the  American  College  of  Surgeons,  and  a member  of 
the  American  Academy  of  Compensation  Medicine, 
Inc.,  the  American  Geriatrics  Society,  the  Industrial 
Medical  Association,  the  New  York  Society  of  Indus- 
trial Medicine,  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 
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MEMORANDUM 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 
MEDICAL  SOCIETY  OP  THE  STATE  OF  NEW  YORK 

7BO  THIRD  AVENUE,  NEW  YORK.  N.  V.  10017  YUKon  6-5757 


TO:  Officers,  Sections  and  Sessions  Chairmen,  and  others  responsible  for  Reports 

and  Programs  to  appear  in  the  January  1 and  15  issues  of  the  JOURNAL 

FROM:  DR.  FINEBERG,  DR. HAMMOND 

It  has  become  increasingly  apparent  that  deadlines  for  the  January  1 and  15  issues 
of  the  JOURNAL  must  be  met  if  the  Program  Book  and  House  of  Delegates  Handbook 
(made  up  from  standing  type  of  these  issues)  and  ongoing  issues  of  the  JOURNAL  are 
to  be  published  on  time.  It  Is  not  necessary  to  delay  reports  for  the  January  1 
and  January  15  issues  awaiting  end-of-the-year  and  fiscal  summations.  These  will 
normally  appear  in  the  June  1 issue.  We  ask  that  you  and  members  of  your  committees 
cooperate,  so  that  these  deadlines,  ending  December  1,  will  be  met  and  we  can 
"clear  the  decks"  for  necessary  work  pertaining  to  the  Annual  Convention  and  the 
regular  issues  of  the  JOURNAL. 

We  impress  upon  you  the  fact  that  material  for  the  Convention  Issues  (January  1 and 
15)  received  before  November  15  will  appear  in  the  January  1 issue  and  material 
received  up  to  and  including  December  1 will  be  included  in  the  January  15  issue. 

NO  MATERIAL  WILL  BE  ACCEPTED  FOR  THESE  ISSUES  OF 

THE  JOURNAL  AFTER  THESE  DATES: 


For  January  1 issue  - on  or  before  November  15 


For  January  15  issue  - on  or  before  December  1 


Any  material  that  comes  in  after  these  dates  can  be  set  up  and  distributed  to  members 
from  masters.  Any  material  that  must,  according  to  the  Bylaws,  be  received  by 
members  a month  before  the  Annual  Convention,  must,  of  course,  appear  in  the  January 
1 issue.  May  we  ask  that  meetings  be  scheduled  bearing  these  deadlines  in  mind. 


HENRY^  FINEBERG,  M.D. 
Executive  Vice-Presider 


WILLIAM  HAMMOND,  M.D. 
Editor 
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and  economy 


kipc^iiy 

Deltasone'  5 nig. 

(prednisone,  Upjohn) 


an  economical 
prednisone 
that's  made 
a name  tor  itself 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


01970  ny  1HC  UPJOHN  company 


JA70-9779 


DELTASONE®  TABLETS- 2.5  & 5 mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a weight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for  other  anti-inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatory  dis- 
ease, certain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important:  Prednisone,  like  cortisone,  is  a potent- thera- 
peutic agent  influencing  the  biochemical  behavior  of  most,  if  not 
all,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i.e.,  increase 
in  body  weight  due  to  fluid  retention)  is  not  a reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti- 
nent to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso- 
lute-herpes simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul- 
monary or  meningeal  tuberculosis,  but  should  be  used  only  in  con- 
junction with  adequate  and  effective  antituberculous  therapy  to 
which  causative  organisms  are  shown  to  be  sensitive.  Considered 
Re/af/ve— active  or  latent  peptic  ulcer,  Cushing’s  syndrome,  diver- 
ticulitis, fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi- 
ciency, thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac- 
cinia, varicella  and  other  exanthematous  diseases,  and  fungal  infec- 
tions, and,  pregnancy  particularly  during  the  first  trimester  because 
of  observation  of  fetal  anomalies  in  experimental  animals.  If  neces- 
sary to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri- 
ate therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be- 
cause of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti- 
bacterial measures.  If  possible,  avoid  abrupt  cessation  of  corti- 
costeroid therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon- 
tinuation of  adrenocortical  steroids.  Therefore,  if  a patient  is  sub- 
jected to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a solu- 
ble hormone  preparation  in  the  immediate  preoperative  and  post- 
operative periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes- 
tations of  latent  diabetes  mellitus  may  be  precipitated.  Cortico- 
steroids may  aggravate  myasthenic  symptoms  in  myasthenia  gravis 
and  should  be  given  with  proper  precautions. 

Muscle  weakness,  in  some  instances,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad- 
ministered corticoids.  Excessive  potassium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte- 


nance doses  of  Deltasone  (prednisone),  however,  keep  this  effect 
in  mind  and  perform  periodic  serum  potassium  determinations  in 
patients  on  prolonged  corticoid  therapy.  Muscle  weakness  occur- 
ring with  normal  serum  potassium  levels  may  be  due  to  disturbance 
in  muscle  metabolism.  Severe  myopathy  is  associated  with  sub- 
stantial doses  of  steroids  for  prolonged  periods,  and  evidence 
indicates  it  occurs  more  frequently  with  9-alpha-fluro  steroids.  Re- 
placement with  non-fluorinated  steroid  has,  in  some  instances,  re- 
sulted in  improvement. 

Retardation  of  linear  growth,  roughly  proportional  to  dose,  has 
been  noted  in  children  on  corticoids  for  six  months  or  more.  Follow- 
ing cessation  of  therapy,  growth  rate  may  be  accelerated.  There- 
fore, carefully  observe  growth,  of  children  on  prolonged  corticoid 
and  if  growth  is  retarded,  reduce  dose  sufficiently  to  permit  recovery 
before  epiphyseal  closure.  Make  every  effort  to  avoid  corticoids 
during  pregnancy,  since  spontaneous  remission  of  some  diseases 
such  as  rheumatoid  arthritis  may  occur.  Long  term  corticoid  therapy 
may  evoke  hyperacidity  or  peptic  ulcer,  therefore,  as  prophylaxis, 
an  ulcer  regimen  and  antacid  are  highly  recommended.  Take  X-rays 
in  peptic  ulcer  patients  complaining  of  gastric  distress,  and, 
whether  or  not  changes  are  noted,  an  ulcer  regimen  is  recom- 
mended. Since  prednisone  causes  less  salt  and  water  retention 
than  many  other  glucocorticoids,  patients  should  be  observed 
closely  for  development  of  undesirable  hormonal  effects  that  are 
less  obvious  indications  of  steroid  toxicity  than  edema  and  hyper- 
tension due  to  salt  and  water  retention.  Continued  supervision  of 
patients  after  cessation  of  therapy  is  essential,  since  there  may  be 
a sudden  reappearance  of  severe  disease  manifestation. 

Adverse  Reactions:  Adverse  reactions  associated  with  use  of  corti- 
coids include:  Cushing’s  syndrome,  moon  facies,  supraclavicular 
fat  pads,  hirsutism,  striae  and  acne;  relative  adrenocortical  insuffi- 
ciency particularly  in  time  of  stress  due  to  trauma,  surgery  or 
severe  illness;  protein  catabolism  with  negative  nitrogen  balance; 
electrolyte  imbalance;  alteration  of  glucose  metabolism  with  aggra- 
vation of  diabetes  mellitus  including  hyperglycemia  and  glycosuria; 
osteoporosis  reversible  only  with  difficulty;  spontaneous  fractures; 
aseptic  necrosis  of  the  hip  and  humerus;  activation  and  complica- 
tion of  peptic  ulcer  including  perforation  and  hemorrhage;  aggra- 
vation or  masking  of  infection;  increased  blood  pressure; 
convulsions;  petechiae  and  purpura;  menstrual  irregularities  in- 
cluding amenorrhea,  spotting  or  prolonged  bleeding;  insomnia; 
psychic  disturbances  especially  abnormal  euphoria;  nervousness; 
posterior  subcapsular  cataracts  occasionally  requiring  extraction; 
increased  intraocular  tension;  increased  intracranial  pressure  with 
papilledema  (pseudotumor  cerebri);  pancreatitis;  necrotizing  angi- 
itis; thinning  of  scalp  hair;  suppression  of  growth  in  children; 
thromboembolic  complications;  facial  erythema;  allergic  skin  reac- 
tions; ulcerative  esophagitis;  sweating;  vertigo;  weakness;  myop- 
athy; headache;  exophthalmos.  Adverse  reactions  are  usually 
reversible  and  usually  disappear  when  drug  is  discontinued. 
Supplied:  2.5  mg.,  scored— bottles  of  100  tablets.  5 mg.,  scored— 
bottles  of  100  and  500  tablets  and  cartons  of  100  tablets  in  foil 
strips. 

For  additional  product  information,  consult  the  package  insert 
or  see  your  Upjohn  representative.  MCO  B-lS  (KQB-8) 
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Analgesic  muscle  relaxants 

Norgesic  (Riker  Laboratories) 938,  939 

Antacids 

Dicarbosil  (Arch  Laboratories) 1015 

Antiarthritics 

Talwin  (Winthrop  Laboratories) 926,  927,  928 


Antibiotics 

Achrostatin  (Lederle  Labs.,  Div  Amer  Cyanamid  Co.) 

921 

Loridine  (Eli  Lilly  & Company) 932,  933,  934 

Neosporin  (Burroughs  Wellcome  & Company) 946 

Antiinflammatory  steroids 

Deltasone  (Upjohn  Company) 1012,1013,1014 

Blood  glucose  measuring  systems 

Reflectance  Meter  (Ames  Company) 919 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 2nd  cover 

Contraceptive  devices 

Diaphragm  (Ortho  Pharmaceutical  Corp  ) 923,  924 

Estrogenic  hormones 

Premarin  (Ayerst  Laboratories) 936,  937 

Laxatives 

Doxidan  (Hoechst  Pharmaceutical  Company) . . 4th  cover 


t Oral  diuretics 

Hygroton  (Geigy  Pharmaceuticals) 915 

Sedative  barbiturates 

Seconal  Sodium  (Eli  Lilly  & Company) 916,917 

Sedative  non-barbiturates 

Noludar  (Roche  Laboratories) 921 

Topical  aniinflammatory  antipruitics 

Cordran  Tape  (Eli  Lilly  & Company) 940 

Vitamin  supplements 

Cevi-Bid  (Geriatric  Pharmaceutical  Corp.) 945 
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ANTACID 

Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  12  rolls. 


-! 


Each  Tablat'Actfv*  lAgradlantf: 
Fracipiiatad  Calcium  Carbontt# 
Magnasium  Carbortf  ta 
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ARCH  LABORATORIES 

319  South  Fourth  Street,  St,  Louis,  Missouri  U102 


FOR  25  YEARS 
THE  WORLD’S 
MOST  NEEDED  GIFT 

Give  to  help  people: 
CARE- New  York, N.Y  10016 
or  your  nearest  office 


^ > 

HEALTH  INDUSTRY 
CAREERS 
FOR  PHYSICIANS 

We  have  many  challenging 
openings  for  physicians  v/ith 
and  without  industry  experience 
in  pharmaceuticals,  medical 
instrumentation,  bioelectronics, 
and  industrial  medicine. 

CLINICAL  RESEARCH 
MEDICAL/MARKETING 
INDUSTRIAL  MEDICINE 

Our  executive  search  specialists 
will  work  with  you  in  complete 
confidence.  Our  clients  pay  all 
fees.  Send  your  curriculum  vitae, 
geographic  preference,  and 
salary  requirements  to: 


SAMPSON-NEILL 
ASSOCIATES  INC 

Martin  C.  Sampson,  M.D.,  Pres. 
Wellden  C.  Neill,  Exec.  V.P. 

543  Valley  Road 
Upper  Montclair,  N.J.  07043 
(201) 783-9600 

First  In  Executive  Search 
For  The  Health  Industries 

V J 


PHYSICIANS  WANTED 


PHYSICIANS  WANTED— CONT  D 


EMERGENCY  ROOM  M.D.  WANTED.  CENTRAL  EAST  COAS 
Florida.  Florida  license  required.  Minimum  $31,000  for  48  hour  week! 
Part  time  or  full  time  available.  Write  Physician’s  Emergency  Service.  13^ 
South  Hickory  St.,  Melbourne.  Florida  32901. 

$(E 

G.P.  TO  ASSOCIATE  WITH  BUSY,  ESTABLISHED  G.P.  IN  NASS>^ 
County,  L.I.  Hospital  nearby.  Excellent  income  and  working  conditioi 
First  year  salary,  then  partnership.  Corporate  benefits.  R.  .loseph,  M.I 
100  S.  Ocean  Ave.,  Freeport,  N.Y.  11520.  Call  (516)  378-4949. 


}S 

PSYCHIATRISTS:  PHYSICIANS  INTERESTED  IN  PSYCHIATRY  At  V 
general  practitioners — 1600  bed,  predominantly  psychiatric  hospital  affilial  i > 
with  University  of  Rochester  Medical  School;  starting  salary  approximat  . 
$24,000  with  liberal  fringe  benefits;  workweek  generally  40  hours;  located  1:2 
beautiful  resort  area;  equal  opportunity  employer.  Contact  Chief  of  Sti 
Veterans  Administration  Hospital,  Canandaigua,  N.Y.  14424;  (315  ) 394-200( 


OB/GYN:  ADIRONDACK  MOUNTAIN  AREA  OF  NORTHERN  NU;;, 

York  State.  Unusual  opportunity  to  practice  in  excellent  medical  center  « 
year-round  outdoor  recreation  unlimited,  and  casual  living  in  beaut  f.* 
country.  33-year  old  solo  Ob-Gyn,  two  years  out  of  residency  seeks  associi*''" 
Must  be  Board  eligible  without  military  obligations.  Box  107,  c/o  NYSJM, 


OBSTETRICIAN-GYNECOLOGIST,  INTERNIST  FOR  SMALL,  EXPAt'^. 
ing  group  rural  upstate  New  York.  Excellent  hospital  facilities,  beaut'!;', 
recreational  area.  Salary  negotiable;  early  partnership  if  mutually  satis:i,t 
tory.  Box  103,  c/o  NYSJM.  f!" 


COLLEGE  HEALTH  PHYSICIAN  TO  SHARE  THE  CARE  OF  A 1 
coeducational  student  body  with  present  physician.  Opportunity  for  limi 
private  practice.  Salary  negotiable.  Excellent  retirement,  fringe  bene 
and  vacation  plan.  Reply  to:  Medical  Director,  Hamilton  College,  Clint 
N.Y.  13323. 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  Y’ork  City.  Initial  contract  leading  to  partnership.  Starting  salary  to 
$25,000  with  the  possibility  of  additional  income.  Include  complete  curric- 
ulum vitae  in  reply.  Box  108,  c/o  NYSJM. 


ANESTHESIOLOGIST  URGENTLY  NEEDED;  BOARD  QUALIFIED  OR 
Board  eligible.  Pleasant  Western  New  York  rural  community;  300  beds. 
Fee  for  service  basis.  Box  106,  c/o  NYSJM. 


Medical  Service 
International 

Opportunity  in  pliarmaceutioal  company  as  Director  of 
Medical  Services  of  the  International  Division,  N.Y.C. 
Base.  Will  ()rovide  siij)port  to  worldwide  marketing  of 
I’lVPflX  LAiiOJl  \TOHlES  products  hy  sidisidiaries  and 
distrihii tors  abroad.  Functions  include  clinical  evaluations, 
advisory  service,  literature  control  and  jrroduct  indoctri- 
nation. Foreign  language  required-{)refer  Spanish. 

Send  resume  with  salary  desired  to;  J.  Coudoux, 

NORWICH  PHARMACAL  CO. 

INTERNATIONAL  DIVISION 

410  Park  Ave.  New  York,  N.Y.  10022 


INTERNIST  & PEDIATRICIAN,  BOARD  CERTIFIED  OR  ELIGIBLE, 
join  medical  college  comprehensive  care  program.  Teaching,  service,  resea 
Role  in  policy  decisions.  Emphasis  on  innovations  in  care.  Inner  city  ur'  KOI 
and  rural.  University  hospital  and  medical  college  appointment.  New  V ■ ! 
State  license.  Salaw  range:  $22,500-$30,000.  Funded  with  multiple  fed  IL 
agencies,  including  OEO  & HEW.  Plans  to  develop  self-supporting,  prei 
group  practice.  Write:  Peter  Birk,  M.D.,  Director,  Albany  Medical  Coll  j 
Community  Medical  Care  Program,  10  Colvin  Ave.,  Albany  N.Y.  1220f  ] 
phone  collect:  (518)  459-7(XX).  [ 

k 


STAFF  PHYSICIAN,  FULL  TIME,  FOR  THE  HEALTH  CENTER  AT' 
State  Univ.  College  at  Fredonia,  N.Y.  Negotiable  salary  plus  excellent  co 
benefits,  including  health  insurance  and  employer  paid  retirement  prog 
Candidates  must  be  licensed  to  practice  in  N.Y.  State.  An  Equal  Opportt  , 
Employer.  Send  complete  curriculum  vitae  and  N.Y.  license  numbe  fflO 
R.  P.  Plosscowe,  M.D.,  Director,  College  Health  Center,  College  at  Fredi 
Fredonia,  N.Y’.  14063. 


aji 

■ju: 


DIRECTOR  OF  STUDENT  HEALTH  AT  WELLS  COLLEGE,  AURC 
New  York.  Opportunity  for  additional  private  practice,  if  desired.  Cor 
William  Blackmore,  M.D.,  Director  of  Student  Health,  Wells  College,  Au 
N.  Y.  (315)  364-7441. 


WICI 


PEDIA'I’RICIAN,  GENERAL  PRACTITIONERS:  OUTSTANDING  E 

nomic  opportunity  in  lovely  western  New  York  community  with  moderr 
bed  hospital.  Unexcelled  family  living  located  near  exceptional  recrei  '.j 
areas,  near  two  medical  universities.  Write  or  call  John  Hamilton,  Me 
Memorial  Hospital,  Medina,  N.Y,  14103  (ij 
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HYSICIANS  WANTED— CONT  D 


T’SE  PHYSICIAN’S  TO  START  JULY  1971,  233  BED  GENERAL  HOSPI- 

11,  increasing  to  300  beds  in  near  future;  community  orientated.  Require 
-Y.  license  or  ECFMG  certificate;  citizen  or  permanent  visa,  completed  3 or 
ore  years  of  residency.  Located  in  N.E.  New  York  State.  Good  salary 
nge,  liberal  benefits  and  excellent  medical  staff,  modern  building  and  eouip- 
ent.  Apply  to:  Personnel  Director,  Memorial  Hospital,  Albanv,  N.Y. 

204. 


NERAL  PRACmiONER  NEEDED  IN  IDEAL  RESIDENTIAL  RESpRT 
immunity.  Location  Eastern  Long  Island,  two  hours  drive  from  New  York, 
ew  vacancy,  outstanding  opportunity  for  lucrative  practice.  Office  space 
^ailable.  Sixty-six  bed,  modern  hospital  in  vicinity.  Excellent  school, 
lurches,  bathing,  boating,  fishing,  ei^nteen  hole  championship  golf  course 
id  country  club.  Inquire:  Evans  K.  Griffmg,  Town  Supervisor,  Shelter 

land,  N.Y. 


^SUAL  OPPORTUNITY’  FOR  MIDDLE  AGED  DOCTOR  WHO 
^JLnta  to  slow  down  and  minister  to  this  friendly  New  England  resort  island. 
^ beautiful,  peaceful  place  to  live.  Call  collect,  Herbert  S.  Whitman  (401) 
,^-2413. 

QIIERAL  SURGEON  NEEDED  TO  JOIN  6 MAN  GROUT:  WE  WOULD 
lefer  that  he  be  under  45  years  of  age.  Good  salary;  paid  medical-legal  in- 
rance;  medical  society  dues  and  car  expenses.  Full  partnership  offered  at 
« end  of  one  year.  Located  in  small  town  in  heart  of  beautiful  vacation  area, 
rite  or  call  collect  Fred  Horwitz,  M.D.,  60  Center  St.,  Ellenville,  N.Y.  12428. 
14)647-5300. 


PiSmONS  WANTED 


i*#HOLOGIST,  BOARD  CERTIFIED-AP  AND  CP,  NEW  YORK  AND 
' nn.  licenses,  interested  in  position  anywhere  in  New  Y’ork  or  (Honn.  Apply: 
i H.  Lee,  M.D.,  9911  N.  Waikiki  Road.  Spokane,  Wash.  99218. 


ttSTHESIOLOGIST,  BOARD  CER'nHED,  LICENSED  IN  NEW  YORK 
iite.  seeks  practice  association  opportunity.  Box  112,  c/o  N’YSJM. 


Jt.A'nON  WAN’TED:  YOUNG  GENERAL  SURGEON,  32,  BOARD 

' ctified,  with  additional  training  and  experience  in  oncologic  surgery  and 
t uma.  Interested  in  solo  or  group  practice.  Excellent  references.  Available 
«iel971.  Box  114,  c/o  NYSJM. 


NOTICES  AVAILABLE 


BUSY  GENERAL  MEDICAL  PRACTICE  IN  UPPER  MANHATTAN 
■'.liable,  due  to  doctor’s  death.  For  information  contact  Mrs.  S.  Komhauser. 
*(2)  WA  6-4619. 


MISCELLANEOUS 


FOR  MODERATE  SIZED  INVESTMENT  PORTFOLIOS,  WE  PROVIDE 
personal  attention,  coordination,  guidance,  and  independent,  prudent  man- 
agement of  your  total  assets.  Personal  Asset  Management,  Wilhelmina  M. 
Eaton.  Incorporated.  10  Mitchell  Place.  New  York,  N.Y.  10017.  (212)755-0810. 


REAL  ESTATE  FOR  SALE  OR  RENT 


SUBTENANT  WANTED  TO  SHARE  SPACE  IN  FULLY  EQUIPPED, 
luxuriously  appointed,  eight  room  medical  office.  Two  consultation  rooms. 
Private  parking  area.  Centrally  located  in  Queens.  Call  (212)  HO  4-6262. 


LEAVING  PRIVATE  PRACTICE  OF  INTERNAL  MEDICINE  AND  CARDI- 
ology  July  1st  or  sooner.  Office  with  or  without  equipment  available.  If 
interested,  contact  Samuel  Kantor,  M.D.,  512  Madison  Ave.,  Albany,  N.Y. 
12208. 


PARK  AVENUE  & 67TH  STREET.  UP  TO  3 ROOMS  AVAILABLE  FOR 
exclusive  use.  Share  large  waiting  room.  Private  street  entrance.  Call 
737-7727. 


SALE  OR  LEASE.  ROCKVILLE  CENTRE,  L.I.,  CUSTOM  BUILT, 
modem  home  and  office  on  prominent  acre  corner.  All  conveniences, 
central  A/C,  large  private  garden,  office  parking,  suitable  multiple  office 
conversion.  (516)  RO  6-0411. 


FOR  RENT:  BROOKHAVEN,  N.Y.  MID-SUFFOLK  AREA.  MODERN 
professional  building  located  in  beautiful  rural  community.  Up  to  1440  sq. 
ft.;  will  build  to  suit.  Internist  and  dentist  current  occupants.  All  janitorial 
services  supplied.  Centrally  air-conditioned.  George  Gilligan,  Agent  (516) 
286-3360. 


CENTRAL  SUFFOLK  ON  L.I.  EXPRESSWAY.  NEW  MEDICAL  BUILD- 
ing.  Rapidly  growing  area  needs  physicians.  Large  shopping  centers  with 
Waldbaums,  Bohack,  movie,  Genovese  nearby.  Dr.  Figelman  (516)  732-1420. 


MANHATTAN,  EAST  70’S  OFF  LEXINGTON  AVTl.  SPACIOUS  Ol'a  ROOM 
maisonette  in  older  building.  Private  entrance  ideal  for  doctors,  etc.  Pres- 
ently, family  with  4 bedrms,  liv.  rm.,  huge  modem  kitchen.  Original  layout 
includes  formal  dining  room,  library /office.  M aintenance  $540.  Ask  $85,000. 
Call  owner  (212)  744-8176. 


GARDEN  CITY:  DOCTOR’S  12  YEAR  OLD.  GRACIOUS,  CORNER  HOME 
and  office,  fully  air  conditioned,  3 bedrooms,  large  living  room,  dining  room, 
panelled  den.  Separate  entrance,  5 room  panelled  office  (1,000  ft.),  nurses 
station;  excellent  location,  suitable  any  practice  or  home.  Ophthalmologist 
retiring.  Box  100,  c/o  NYSJM. 


FLATBUSH:  DOCTOR’S  PRESTIGE  CORNER.  BEST  NEIGHBOR- 

hood;  4023  Avenue  D,  cor.  Albany  Ave;  5 room  office  plus  2 apartments  7 & 
4 rooms  plus  3 large  garages.  Modern  neighborhood  needs  doctor.  Reduced. 
Call  NA  9-2313. 


LITTLE  NECK:  FOR  SALE  OR  RENT,  CORNER  HOUSE-OFFICE, 

street  level.  IV2  rooms  plus  2 baths  (living);  5 rooms,  lavatory,  laboratory 
(office).  Separate  entrance,  each  individually  air  conditioned  centrally. 
Equipped,  (/lose  to  transportation  and  shopping.  Will  introduce.  Call  (212) 
BA  4-4884,  or  write  Leo  Kessler,  M.D.,  53-31  Marathon  Parkway,  Little  Neck, 
N.Y.  11362. 
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HOPE  Has 
the  Largest 
Waiting 
Room 

in  the  World 


PROJECT 


From  the  day  they  are  born  to 
the  day  they  die,  over  half  the  people 
on  earth  never  see  a doctor’s 
waiting  room. 

Project  HOPE’S  medical  teams 
teach  and  heal  . . . they  go  to 
all  points  of  the  compass  . . . 
at  home  and  abroad  . . . wherever 
the  help  of  keen  minds  and 
skilled  hands  is  needed  . . . 
wherever  there  are  the  lame, 
the  blind,  the  sick,  the  hope- 
less . . . wherever  the  generosity 
of  the  American  people  makes 
HOPE’S  next  mission  possible. 

People  are  waiting.  Keep  HOPE  alive. 


Dept.  A,  Washington,  D C. 

20007  Your  contribution  is  tax  deductible 


WHAT 


ON 


in  medicine 


NEW  YORK  STATE 


May  16-31,  1971 


CONTENTS 


SPECIALTY  INDEX 


New  York  City  Area 2,  8 
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Rochester  Area 8 
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DEADLINE  DATES  FOR 
WHAT  GOES  ON 


Meeting  dates 
June  1/15,  1971  .. 
June  16/30,  1971  . 
July  1/31,  1971  . . 
August  1 /31,  1971 


Deadline  date 
April  10,  1971 
April  25,  1971 
May  10,  1971 
June  10,  1971 


Compiled  by  the 

Division  of  Scientific  Activities 

Norman  S.  Moore,  M.D.,  Director 

Donold  C.  Walker,  M.D.,  Advisor 
Mrs.  Evelyn  G.  Clark,  Editor 
J.  Richard  Burns,  Business  Manager 


Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
750  Third  Avenue,  New  York,  N.  Y.  10017.  Telephone 
Yukon  6-5757. 
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Allergy 

Cancer 

Cardiology 

Chest  Disease .... 
Gastroenterology.  , 

Medicine 

Narcotics  Addiction 
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SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON"  are  being  offered 
at  less  than  cost.  The  $3.00  one-year  subscription 
rate  guarantees  you  22  issues  mailed  first  class  in 
advance  of  the  New  York  State  Journal  of  Medicine. 
Write  or  call  the  Editor  for  an  order  blank. 
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79-01  Broadway 
Elmhurst 


NEW  YORK  CITY  AREA 


May  17,  1971  / May  21,  1971 

8 I 00  a. m.— 5:00  p.m.,  Monday—Friday 

Albert  Einstein  College  of  Medicine 

Robbins  Auditorium 

Eostchester  and  Morris  Pork  Avenues 

Bronx 

POSTGRADUATE  COURSE  IN  CHEST  RADIOLOGY 
May  17 

Techniques  and  Newer  Modalities 

MILTON  ELKIN,  M.D. 

Congenital  and  Pediatric  Abnormalities 

HAROLD  G.  JACOBSON,  M.D. 

May  18 

Circulatory  and  Auto-Immune  Diseases 

BENJAMIN  FELSON,  M.D. 

Trauma  and  Environmental  Disorders 

LEO  G.  RIGLER,  M.D. 

May  19 

Inflammatory  Diseases 

MELVIN  N.  ZELEFSKY,  M.D. 

Inflammatory  Diseases 

STANLEY  S.  SIEGELMAN,  M.D. 

May  20 

Miscellaneous  Disorders 

ROBERT  E.  STEINER,  M.D. 

May  21 

Film  Interpretation  Panel 

MELVIN  N.  ZELEFSKY,  M.D. 

Diseases  of  Pleura  and  Mediastinum 

ALBERT  LIN,  M.D. 

CREDIT:  C-1 

Write:  MILTON  ELKIN,  M.D.,  Professor  and  Chairman,  Radiology, 

at  the  above  address. 


May  17,  1971  / May  21,  1971 

9:00  a.m.-5  : 00  p.m. 

The  Radiation  Therapy  Department  of  the 
Long  Island  Jewish  Hospital 

Queens  Hospital  Center  Affiliation 
Jamaica 

REFRESHER  COURSE  FOR  RESIDENTS  IN 
RADIATION  THERAPY  AND  PHYSICS 

Program  Chairmen 

JAMES  H.  DAVENPORT,  M.D. 

GERALD  SHAPIRO,  M.S. 

FEE:  $75 

Please  apply  to;  JAN  J.  SMULEWICZ,  M.D.,  Dir.,  Department  of 
Radiology,  The  Long  Island  Jewish  Hospital/Queens  Hospital  Center 
Affiliation,  82-68  1 64th  Street,  Jamaica,  N.Y.  1 1 432. 


May  17 

Management  of  Severe  Heart  Failure 

MELVIN  KAHN,  M.D. 

May  24 

Macrophages  and  Host  Resistance  to  Infection 

STEVEN  DOUGLAS,  M.D. 

Speakers  are  from  Mount  Sinai  School  of  Medicine 


MONDAY,  MAY  17 

8 : 00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Ophthalmology 

2 East  103rd  Street 

RESIDENTS’  PROGRAM 

1.  Bilateral  Angle  Closure  Glaucoma 
Induced  by  Pilocarpine 

HAROLD  SCHNEIDER,  M.D. 

Long  Island  Jewish  Medical  Center 

2.  New  Ophthalmological  Techniques  to 
Diagnose  Carotid  Occlusive  Disease 

GEORGE  PLECHATY,  M.D. 

New  York  Medical  College 

3.  Molecular  Biology  of  the  Lens 

KEITH  ZINN,  M.D. 

Mount  Sinai  School  of  Medicine 

4.  A Correlation  of  Fluorescein  Angiographic 
and  Ophthalmoscopic  Findings  in  Fuch’s  Spot 

HENRY  POLLOCK,  M.D. 

Manhattan  Eye,  Ear  and  Throat  Hospital 

5.  Scanning  Electron  Microscopy 

ROBERT  L.  JACK,  M.D. 

Columbia  Presbyterian  Medical  Center 

6.  Metastatic  Tumors  of  the  Eye 

RALPH  BLOCH,  M.D. 

Albert  Einstein  College  of  Medicine 

7.  The  Effects  of  the  Sympathetic  Nervous 
System  on  Accommodation 

BYRON  S.  HURWITZ,  M.D. 

N.Y.U.  Medical  Center 

8.  Anterior  Vitrectomy:  Techniques 

and  Results 

NED  REINSTEIN,  M.D. 

Downstate  Medical  Center 


TUESDAY,  MAY  18 

4 : 00-6 : 00  p.m. 

Kingsbrook  Jewish  Medical  Center 

Rutland  Road  and  East  49th  Street 
Brooklyn 

Therapy  of  Metastatic  Cancer  with  the  Anti-Metabolites 


May  17,  1971  and  May  24,  1971 

3:30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 


GASTROINTESTINAL  NEOPLASMS 


NOTE:  The  first  hour  will  be  devoted  to  a discussion  of  the 

biochemistry  and  mechanism  of  action  of  the  agents,  and  the  second 
hour  will  be  clinical. 


1 020  New  York  State  Journal  of  Medicine  / May  1 , 1971 
WGO-2 


JOSEPH  DANGS,  M.D. 
N.Y.U.  Medical  Center 


May  19,1971  and  May  26,  1971 

9:00  o.m.,  Wednesdays 

The  Jamaica  Hospital 

89th  Avenue  and  Van  Wyck  Expressway 
Jamaica 

May  19 

The  Treatment  of  Essential  Hypertension 

STANLEY  E.  GITLOW,  M.D. 

Mount  Sinai  School  of  Medicine 

May  26 

Case  Presentations 

ROBERT  T.  TODARO,  M.D. 


May  19,  1971  and  May  26,  1 97 1 

11:00  a.m.-l  2 : 00  noon,  Wednesdays 

New  York  Medical  College 

Mental  Retardation  Institute 
1 05  East  1 06fh  Street 

May  19 

The  Emotional  Awareness  of  Self 
through  Body  Movement 

LILJAN  ESPENAK,  M.D. 

Mental  Retardation  Institute 

May  26 

To  be  Announced 

FRANCES  CONNOR,  Ed.  D. 

Columbia  University  Teachers  College 


WEDNESDAY,  MAY  19 

2:00  p.m. 

Bronx-Lebanon  Hospital  Center 
Fulton  Division 

1276  Fulton  Avenue 
Bronx 

1971  Bronx-Lebanon  Hospifal  Day  Program 

SOCIAL  IMPLICATIONS  OF  MEDICAL  PRACTICE 

BERNARD  LAPAN,  M.D.,  Chairman 

1.  Abortion 

ROBERT  WEISS,  M.D. 

Discussion  Moderator:  ROBERT  NEUWIRTH,  M.D. 

2.  Methadone 

EUGENE  MORONG,  M.D. 

Discussion  Moderator:  MR.  GEORGE  BRENT 

3.  Alcohol 

PERCY  RYBERG,  M.D. 

Discussion  Moderator:  HARVEY  BLUESTONE,  M.D. 

CREDIT:  C-1 


4:00-5:00  p.m. 

Flushing  Hospital  and  Medical  Center 

44-14  Parsons  Boulevard 
Flushing 

RECENT  ADVANCES  IN  AMINO  ACID 
DISEASE  IN  CHILDREN 


8 : 30  p.m. 

Society  of  Medical  Psychoanalysts 

New  York  Medicol  College  Auditorium 
1 06th  Street  and  5th  Avenue 

PSYCHOANALYSIS  AND  THE  YOUNG 
ACTIVISTS 

ROBERT  S.  COLES,  M.D. 

Harvard  University  Medical  School 

Open  Meeting 


May  19,  1971  and  May  26,  1971 

8:30-10:00  p.m.,  Wednesdays 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

May  19 

The  Management  of  Drug  Addiction  and 
Alcoholism  in  Medical  Practice 

ROBERT  L.  SHAROFF,  M.D. 

May  26 

Psychiatric  Hospitalization  Procedures  and 
Medico-Legal  Problems  in  Medical  Practice 
ANDREW  K.  BERNATH,  M.D. 

Credit:  C-1 


May  20,  1971  and  May  21,  1971 
The  New  York  Academy  of  Sciences 

Barbizon-Plaza  Hotel 
1 06  Central  Park  South 

MARIJUANA 

ARNOLD  J.  SINGER,  Ph.D.,  Chairman 
Reed  and  Carnrick,  Kenilworth,  N.J. 

THURSDAY,  MAY  20 

10:00  a.m. 

Leo  M.  Taran  Foundation 
Metropolitan  Hospital 

Sixth  Floor  Auditorium 
97th  Street  at  First  Avenue 

THE  PATHOLOGY  OF  THE  CONDUCTION 
SYSTEM  IN  CONGENITAL  HEART  DISEASE 

MAURICE  LEV,  M.D.,  Director 
Hektoen  Institute  for  Medical  Research 
Chicago,  Illinois 


8 : 45  p.m. 

American  Cancer  Society  Brooklyn  Unit 

Downstate  Medical  Center 
450  Clarkson  Avenue 
Brooklyn 

EARLY  UROLOGIC  CANCER 

JOSHUA  BECKER,  M.D. 

KEITH  WATERHOUSE,  M.D. 

CREDIT:  C-1 

For  more  information,  please  call  ULster  8-8200. 
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SUNDAY,  MAY  23 

9:00  a.m.-12:00  Noon 

The  Clinical  Society  of  the  New  York  Diabetes 
Association  in  conjunction  with  Montefiore  Hospital 
and  Medical  Center 

Moses  Auditorium 

210th  Street  and  Boinbridge  Avenue 
Bronx 

Teaching  Day 

A SYMPOSIUM  IN  DIABETES  FOR  THE 
PRACTICING  PHYSICIAN 

1.  Diabetic  Comas 

HARVEY  C.  SHAPIRO,  M.D. 

2.  The  Current  Status  of  Oral  Hypoglycemic 
Agents  and  Insulin 

HERBERT  ROSS,  M.D. 

3.  Arterial  Insufficiency  in  the  Diabetic 

HENRY  HAIMOVICI,  M.D. 

4.  Round  Table  Discussion 

HAROLD  RIFKIN,  M.D. 

Albert  Einstein  College  of  Medicine 
ROBERT  MATZ,  M.D. 

Montefiore-Morrisonio  Affiliation 
HERBERT  ROSS,  M.D. 

HENRY  HAIMOVICI,  M.D. 

Speakers  ore  from  Montefiore  Hospital  Medical  Center  unless  other- 
wise specified. 

CREDIT  C-1  and  AAGP  (3  Elective  hours) 


May  23,  1971  / May  25,  1971 

Maimonides  Medical  Center  and 
Coney  Island  Hospital  in  cooperation  with 
Downstate  Medical  Center  and  the 
Kings  County  Chapter  of  AAGP 

4802  Tenth  Avenue 

10th  ANNUAL  PEDIATRIC  POSTGRADUATE 
SYMPOSIUM 

Write  for  Program  and  information:  Mrs.  Shirley  Lasky,  Registrar, 

at  the  above  address. 

FEES;  $75 

$1  5 per  half  day  session 
$40  for  Residents 

CREDIT:  Cl  and  AAGP  (18  Elective  hours) 


May  24,  1971  / May  28,  1971 

9:00  a.m.-5:00  p.m.,  Monday-Fridoy 

Columbia  University  P & S 
Columbia-Presbyterian  Medical  Center 

630  West  168th  Street 

PEDIATRIC  NEUROLOGY 

PROFESSOR  S.  CARTER  and  Staff 
FEE:  $175 


MONDAY,  MAY  24 

1 ; 00-3 : 00  p.m. 

Brooklyn  Hospital  at  the 

Brooklyn  Cumberland  Medical  Center 


121  DeKalb  Avenue 
Brooklyn 

BASIC  PHARMACOLOGY  AND  TREATMENT 
OF  DRUG  ABUSE 

HAROLD  TRIGG,  M.D. 

Director  of  Methadone  Maintenance  Clinic 
Beth  Israel  Hospital 

CREDIT:  C-1 


TUESDAY,  MAY  25 

9:00  a.m. 

New  York  Infirmary 

Toscanini  Raom,  Third  Floor 
Stuyvesant  Square  East  and  1 5th  Street 

MELANOMA 

STEPHEN  L.  GUMPORT,  M.D. 

N.Y.U.  School  of  Medicine 


8 : 00  p.m. 

New  York  Diabetes  Association 

Lenox  Hill  Hospital 

76th  Street  between  Park  and  Lexington  Avenues 
Einhorn  Auditorium 

VACATIONING  WITH  DIABETES— NOT  FROM 
DIABETES 

STANLEY  MIRSKY,  M.D. 


8 : 30  p.m. 

The  New  York  Psychoanalytic  Society 

247  East  82nd  Street 

NOTES  ON  THE  MOTIVATION  FOR  WAR 

SAMUEL  ATKIN,  M.D. 


WEDNESDAY,  MAY  26 

9:00-10:00  a.m. 

St.  Vincent’s  Hospital  and  Medical  Center 

153  West  1 1th  Street 

Auditorium,  Cronin  Building,  10th  Floor 

THE  AUSTRALIA  ANTIGEN  STORY 

DAVID  J.  GOCKE,  M.D. 

Columbia  University  P & S 


2 : 00-5 : 00  p.m. 

Downstate  Medical  Center 

450  Clarkson  Avenue 
Brooklyn 

DELIVERY  OF  HEALTH  SERVICES  TO  THE 
DIABETIC  CHILD 

SALVADOR  CASTELLS,  M.D.,  Moderator 

1.  Pediatric  Diabetes  Clinic  in  Brooklyn 

SALVADOR  CASTELLS,  M.D. 

GABRIEL  A.  NIGRIN  M.D. 

THEODORE  AVRUSKIN,  M.D. 

N.Y.U.  School  of  Medicine 
JOSE  CARRA,  M.D. 
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2.  Psychological  Services  and  Group  Programs 

ABRAHAM  H.  KANTROW,  M.D. 

3.  Camp  NYDA 

STANLEY  SAJECKI,  Director 
ALFREDO  SANTESTABAN,  M.D. 

Brooklyn-Cumberlond  Medical  Center 

4.  Services  of  the  Bureau  of  Handicapped 
Children 

DONNA  O'HARA,  M.D.,  Director  of  Bureau 
New  York  City  Department  of  Health 

5.  Data  Bank 

SALVADOR  CASTELLS,  M.D. 

6.  The  Diabetic  Child  in  the 
New  York  School  System 

MARCUS  ARNOLD,  Director  of  Bureau  of  Physically 
Hondicopped  Children,  Board  of  Education 

7.  Special  Problems  of  the  Diabetic  Child 

IRVING  WAYLER,  Division  of  Vocotionol  Rehabilitation 
New  York  State  Department  of  Education 

CREDIT:  C-1 


fAoy27,  1971  and  May  28,  1971 

Mount  Sinai  School  of  Medicine  and 
Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Nurses'  Residence  Auditorium 
5 East  98th  Street 

Intensive  Two-Day 
Postgraduate  Course  in 

MODERN  CLINICAL  CANCER  CHEMOTHERAPY 

EZRA  M.  GREENSPAN,  M.D.,  Course  Director 
Thursday,  May  27 

1.  A Quarter  Century  Overview 

EZRA  M.  GREENSPAN,  M.D. 

2.  Comparative  Pharmacology  of  Alkylating 
Agents,  Cyclophosphamide  and  Nitrosourea 
THOMAS  HALL,  M.D. 

3.  Comparative  Pharmacology  of 
Antimetabolites 

JOSEPH  BERTINO,  M.D. 

4.  Mechanism  of  Action  of  Actinomycin,  Vinca 
Alkaloids  and  Newer  Agents 

THOMAS  HALL,  M.D. 

5.  Is  Prediction  of  Drug  Response  by 
Laboratory  Methods  Feasible? 

SAMUEL  WAXMAN,  M.D. 

6.  Cytokinetics,  Drug  Synergism  and  Cancer 
Control  Panel  Discussion 

JOSEPH  BERTINO,  M.D.,  THOMAS  HALL,  M.D. 

SAMUEL  WAXMAN,  M.D.,  EZRA  M.  GREENSPAN,  M.D. 

7.  Chemotherapy  of  Leukemias 

EMIL  FREIREICH,  M.D. 

8.  Chemotherapy  of  Myeloma 

JANET  CUHNER,  M.D. 

9.  Chemotherapy  of  Hodgkin’s  Disease  and 
other  Lymphomas 

VINCENT  DE  VITA,  M.D. 


10.  Radical  Radiotherapy  vs.  Chemotherapy 
of  Hodgkin’s  Disease 

RALPH  JOHNSON,  M.D. 

11.  Treatment  of  Lymphomas — Panel  Discussion 

VINCENT  DE  VITA,  EMIL  FREIREICH,  RALPH  JOHNSON, 
JANET  CUHNER,  MARTIN  J.  WEINER,  and 
EZRA  M.  GREENSPAN,  M.D.'s 

Friday,  May  28th 

1 . Chemotherapy  of  Advanced  Breast  Cancer 

EZRA  M.  GREENSPAN,  M.D. 

2.  Relationship  of  Hormone  Ablative  Therapy 
to  Chemotherapy  of  Mammary  Cancer 

MARTIN  J.  WEINER,  M.D. 

3.  Chemotherapy  as  Adjuvant  to  Surgery 
and  Radiotherapy 

SEYMOUR  M.  COHEN,  M.D. 

4.  Androgens  and  Adrenal  Steroids  as 
Hematostimulants  in  Cancer  Chemotherapy 

SAMUEL  WAXMAN,  M.D. 

5.  Panel  Discussion 

The  Above  Speakers 

6.  Chemotherapy  of  Gastrointestinal 
Neoplasms 

CHARLES  MOERTEL,  M.D. 

7.  Is  Chemotherapy  Indicated  for  Pulmonary 
Neoplasms 

JULIUS  WOLF,  M.D. 

8.  The  Experimental  Basis  of 
Immuno-Chemotherapy 
EVAN  HERSH,  M.D. 

9.  Status  of  Chemotherapy  for 
Ovarian  Neoplasms 

EXRA  M.  GREENSPAN,  M.D. 

10.  Triple  Chemotherapy  for 
Advanced  Melanoma 

SEYMOUR  M.  COHEN,  M.D. 

1 1.  Treatment  of  Solid  Tumors — 

Panel  Discussion 

The  Above  Speakers 

Write  for  Applicotion:  The  Registrar,  Page  and  William  Black 

Post-Graduate  School  of  Medicine,  100th  Street  and  Fifth  Avenue, 
New  York,  N.Y.  1 0029 

FEE:  $100 


THURSDAY,  MAY  27 

8:00  p.m. 

The  Brooklyn  Neurological  Society  in  conjunction 
with  The  Brooklyn  Psychiatric  Society 
Downstate  Medical  Center 

Basic  Science  Building — Lecture  Hall  jfl 

450  Clarkson  Avenue 

Brooklyn 

NEUROPSYCHIATRIC  ASPECTS  OF 
SPACE  TRAVEL 

CHARLES  A.  BERRY,  M.D. 

Manned  Spacecraft  Center,  Houston,  Texas 
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THURSDAY,  MAY  27 

Clinical  Society  New  York  Diabetes  Association 
Eighth  Annual  Prize  Essay  Contest 

DIABETES  MELLITUS 

NOTE:  Prize  winning  papers  will  be  presented  on  above  date. 

Entries  must  be  received  by  the  Research  Committee  not  later  than 
April  1 . 

Address:  1 04  East  40th  Street,  New  York,  N.Y.  10016 

Tel.  (212)  OX  7-7760. 


May  3J,  I97J  / June  11,  1971 

9:00  a.m.-5;00  p.m.,  Monday-Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

BASIC  SURGICAL  ANATOMY  OF  THE 
MIDDLE  EAR,  MASTOID,  LABYRINTH  AND 
INTERNAL  AUDITORY  MEATUS 

SAMUEL  ROSEN,  JOSEPH  L.  GOLDMAN,  and 
KARL  M.  MORGENSTEIN,  M.D.'s 
The  Mount  Sinai  School  of  Medicine 

FEE:  $500 


BROOME  COUNTY 


MONDAY,  MAY  17 

4 : 00-5 : 00  p.m. 

So.  Sub-Regional  Continuing  Education  Committee 
in  Nursing;  American  Cancer  Society,  Broome 
County  Unit 

Our  Lady  of  Lourdes  Memorial  Hospital 
Binghamton 

CANCER  OF  THE  CERVIX,  FUNDUS  AND 
OVARY 

CREDIT:  C-1 

For  information  contact  MARY  NORMILE,  Lady  of  Lourdes  Hospital. 
Tel.  (607)  729-6521 


May  20,  1971  and  May  27,  1971 

11:00  a.m.,  Thursdays 

Charles  S.  Wilson  Memorial  Hospital 

Johnson  City 

Conducted  by  the  Upstate  Medical  Center,  Syracuse 

May  20 

Genetic  Counseling 

LYTT  GARDNER,  M.D. 

May  27 

Drug  Intoxication 

CREDIT:  C-1  and  AAGP 

NOTE:  Medical  Grand  Rounds  will  precede  the  meeting  at 

10:00  a.m. 


BUFFALO  AREA 


May  19,  1971  / May  22,  1971 

State  University  of  New  York  at  Buffalo 

School  of  Medicine  and 

The  American  College  of  Physicians 

Statler  Hilton  Hotel 

IMMUNOLOGIC  CONCEPTS  OF 
HYPERSENSITIVITY  IN  MAN 

CONCEPT:  In  the  past  few  years,  a great  deal  of  knowledge  as  to 

the  immunologic  mechanisms  involved  in  various  types  of  allergic  re- 
actions and  diseases  in  man  has  accumulated.  The  purpose  of  this 
program  is  to  present  the  current  explanations  of  these  reactions,  their 
clinical  significance  for  proper  diagnosis  and  management. 

CREDIT:  C-1 


May  20,  1971  and  May  27,  1971 

7:30-9:30  p.m.,  Thursdays 

State  University  of  New  York  at  Buffalo 

Sisters  of  Charity  Hospital 
Palmer  Hall 

CARDIAC  CLINICS  AND  PHYSICAL 
EXAMINATION  OF  THE  CARDIAC  PATIENT 

May  20 

Auscultation — The  SI 

The  Components  of  SI  and  Their  Mechanism 
S4  -f-  SI  as  a Cause  of  a Split  First  Sound 
The  Loudness  of  SI 
Case  Presentations 

May  27 

Auscultation — The  SI 

The  Aortic  Ejection  Sound 
The  Pulmonary  Ejection  Sound 
SI  in  Mitral  Stenosis 
SI  in  Mitral  Regurgitation 
Case  Presentations 

*WHAT  GOES  ON  will  publish  notices  of  the  individual  Thursday 
lectures  in  appropriate  issues. 

FEE:  $10  CREDIT:  C-1 

Write:  Continuing  Medical  Education,  Main  Street  Division — School 

of  Medicine,  State  University  of  New  York  at  Buffalo,  221  1 Main 
Street,  Buffalo,  N.Y.  14214.  Tel.  (71  6)  831 -5526. 


State  University  of  New  York  at  Buffalo 

2211  Main  Street 
Buffalo,  N.Y.  14214 
Tel.  (716)  831-5526 

SCHEDULE  FOR  SPRING  1971 

May  19,  20,  21  and  22 

Immunologic  Concepts  of  Hypersensitivity  in  Man 
(With  American  College  of  Physicians) 

C.  ARBESMAN,  M.D. 

Hotel  Statler  Hilton 

June  3,  4 and  5 

Health  Data  Network  of  Western  New  York 

E.  GABRIELI,  M.D. 

Hotel  Stotler  Hilton 
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June  7-1 1,  1971 

Refresher  Seminar  in  Pediatrics 

For  Pediatric  and  General  Practitioners 

THOMAS  ACETO,  JR.,  M.D. 

Hofei  Stuyvesont 

Write  fo  Continuation  Educotion  at  above  address  for  full  programs. 


TELEPHONE  LECTURE  NETWORK 


The  State  University  of  New  York  at  Buffalo  School  of  Medicine  pre- 
sents various  programs  via  the  facilities  of  the  Telephone  Lecture  Net- 
work of  the  Regional  Medical  Program  for  Western  New  York.  The 
Network  covers  the  counties  of  Erie,  Niagara,  Genesee,  Wyoming, 
Chautauqua,  Cattaraugus,  ond  Allegany  in  New  York  State  ond  Erie 
County  and  McKean  County  in  the  Commonwealth  of  Pennsylvonio. 
There  ore  55  Hospital-outlets. 

Progroms  ore  presented  in  five  series: 

1.  A weekly  series  of  general  interest  considered  useful  to  oil 
physicians  presented  at  1 1 : 30  o.m.  on  Tuesdays. 

2.  The  monthly  Pediatrics  Conference  from  Children's  Hospital 
sponsored  by  the  Department  of  Pediatrics  and  presented  on  the  second 
Friday  of  each  month  under  the  direction  of  Thomas  Aceto,  Jr.,  M.D. 

3.  The  monthly  series  on  trauma  sponsored  by  the  Division  of  Ortho- 
pedic Surgery,  Department  of  Surgery,  and  presented  on  the  fourth 
Thursday  of  each  month  under  the  direction  of  Eugene  R.  Mindell,  M.D. 

4.  A new  monthly  series  on  Cancer  sponsored  by  the  Roswell  Pork 
Memorial  Institute  and  presented  on  the  third  Wednesday  of  each 
month  under  the  direction  of  Gerald  P.  Murphy,  M.D. 

5.  A new  series  sponsored  by  the  Deportment  of  Psychiatry  and  the 
Buffalo  State  Hospital  to  be  presented  under  the  direction  of  Dr. 
Yoosuf  A.  Hoveliwola  on  the  fourth  Wednesday  at  11  : 00  a.m. 

For  further  information,  please  contact  Continuing  Medicol  Education, 
221  1 Main  Street,  Buffalo,  N.Y.  14214.  Tel  (71  6)  83 1 -5526. 


NASSAU  COUNTY 


WEDNESDAY,  MAY  19 

9:00  a.m. 

Mercy  Hospital 
Mercy  League  Lounge 

1000  North  Village  Avenue 
Rockville  Centre 

MEDICAL  IMPLICATIONS  OF  URINARY  TRACT 
STONES 

LEWIS  C.  MILLS,  M.D. 

Hahnemann  Medical  College  and  Hospital 

CREDIT:  C-1 


May  20,  1971  and  May  27,  1971 

11:30  a.m.,  Thursdays 

Nassau  County  Medical  Center 
Radiology  Research  Auditorium 

Hempstead  Turnpike  and  Carman  Avenue 
East  Meadow 

May  20 

Sudden  Death  in  Children  in  Nassau  County 

LESLIE  LUKASH,  M.D. 

Medical  Examiner,  Nassau  County 

May  27 

Recent  Advances  in  the  Surgical  Management 
of  Congenital  Heart  Diseases 
JAMES  R.  MALM,  M.D. 

Columbia  University  P & S 


ONEIDA  COUNTY 


WEDNESDAY,  MAY  26 

New  York  State  Department  of  Health,  Bureau  of 
Cancer  Control  American  Cancer  Society,  Oneida 
County  Unit 

Twin  Ponds 
New  York  Mills 

THE  PATIENT  WITH  HEAD  AND  NECK  CANCER 
(For  Nurses) 

For  further  informotion,  pleose  contact  Mr.  John  Mead,  Exec.  Dir., 
Oneida  County  Unit,  800  Chorlotte  Street,  Utica,  N.Y.  Tel. 
(315)724-1071 


POUGHKEEPSIE  AREA 


WEDNESDAY,  MAY  26 

9:00  o.m.— 5:00  p.m. 

St.  Francis  Hospital 

Poughkeepsie 

TEACHING  DAY  IN  NEUROLOGY 

1.  Parkinson’s  Disease — Recognition  and 
Management  with  Emphasis  on  L-Dopa 
Therapy  (with  patient  presentation) 

KEVIN  D.  BARRON,  M.D. 

2.  Headache  and  other  Pain  Syndromes 

EUGENE  D.  MEANS,  M.D. 

3.  Selected  Topics  in  Pediatric  Neurology 

P.  A.  HANSON,  M.D. 

4.  Epilepsy — Definition,  Recognition  and 
Management 

K.  PRAH,  M.D. 

5.  Selected  Topics  in  Cerebrovascular  Disease 

D.  MAYO,  M.D. 

6.  Neuropathies  and  Muscle  Disorders 

D.  R.  ROVNER,  M.D. 

Northwestern  University  Medical  School 

CREDIT:  C-1 


RENSSELAER  COUNTY 


TUESDAY,  MAY  18 

9: 30  a.m. 

Rensselaer  County  Academy  of  Medicine 

Leonard  Hospital 
Reception  Room 

ASTHMA  IN  CHILDHOOD 

DOUGLAS  JOHNSTONE,  M.D. 

University  of  Rochester 

CREDIT:  C-1 
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ROCHESTER  AREA  FUTURE  EVENT 


June  11,  1971  / June  13,  1971 
The  Monroe  County  Medical  Society 

St.  John  Fisher  College 
3690  East  Avenue 
Rochester 

1 50th  Anniversary  Celebration  and  Symposium 

THE  AMERICAN  HEALTH  CARE  DELIVERY 
SYSTEM 

Write  for  Program:  Medical  Society  of  the  County  of  Monroe  Inc., 

1441  East  Avenue,  Rochester,  N.Y.  14610. 

FEE:  $40  CREDIT:  C-1 


EVENTS  RECEIVED  AFTER  DEADLINE 


SUNDAY,  MAY  2 

10:00  a.m.-4:00  p.m. 

The  Jewish  Hospital  and  Medical  Center  of  Brooklyn 
Louria  Auditorium 

555  Prospect  Place 
Brooklyn 

Symposium 

THE  PROBLEMS  OF  THE  ADOLESCENT  AS 
RELATED  TO  PREGNANCY  AND 
BIRTH  CONTROL 

1.  Sequela  of  Teenage  Births 

WALLACE  C.  OPPEL,  M.D. 

Johns  Hopkins  School  of  Hygiene  and  Public  Health 

2.  In-Patient  Family  Planning — Pre  and 
Post  Partum  Instructions 

EDWIN  F.  DAILY,  M.D. 

Family  Planning  Projects,  N.Y.C.  Dept,  of  Health 

3.  Mass  Distribution  of  Condoms  as  a Technique 
of  Pregnancy  Prevention 

CHARLES  B.  ARNOLD,  M.D. 

Albert  Einstein  College  of  Medicine 

4.  And  the  Poor  Get  Children 

PROFESSOR  LEE  RAINWATER 
Harvard  University 

5.  The  Role  of  Family  Planning  in  the  Primary 
Prevention  of  Mental  Illness 

RICHARD  A.  SCHWARTZ,  M.D. 

Case  Western  University  School  of  Medicine 

6.  Summary  and  Comments 

MORTON  A.  SCHIFFER,  M.D. 


WEDNESDAY,  MAY  12 

8 : 30  p.m. 

Adelphi  Hospital 

50  Greene  Avenue 
Brooklyn 

PROBLEMS  OF  THE  HEALTH  OF  THE  AGED 

ALEXANDER  S.  WIENER,  M.D.,  Moderator 


1.  Cardiovascular  Diseases  of  the  Aged 

PAUL  DUDLEY  WHITE,  M.D. 

Harvard  Medical  School 

2.  A Few  Geriatric  Aspects  of  Neuropsychiatry 

HAROLD  RUSSELL  MERWARTH,  M.D. 

Downstate  Medical  Center 

3.  Cardiovascular  Diseases  (Discussant) 

EDWIN  MAYNARD,  M.D. 

Brooklyn  Hospital 

CREDIT:  C-1 


NASSAU  COUNTY 


WEDNESDAY,  MAY  12 

12:00  noon-4 : 00  p.m. 

Nassau  Academy  of  Medicine,  Nassau 
Academy  of  General  Practice  and 
Mid-Island  Hospital 

Bethpage 

THE  PATIENT  WITH  CORONARY  ARTERY 
DISEASE 

1.  A Small  Hospital’s  Coronary  Care  Unit: 
One  Year’s  Experience 

GILBERT  GRAHAM,  M.D. 

2.  Coronary  Angiography 

WILLIAM  NOBLE,  M.D. 

St.  Francis  Hospital,  Roslyn 

3.  Coronary  Artery  Disease:  A Surgeon’s 
Approach 

ARTHUR  VINEBERG,  M.D. 

McGill  University  and  Royal  Victoria  Hospital 
Montreal,  Canada 

4.  Questions  and  Answers 

CREDIT:  C-1  and  AAGP  (4  hours  prescrib’d) 


PHYSICIANS’  PLACEMENT 


NEW  YORK  CITY  opening  for  Director  of  Medical  Service. 

CONTACT:  MR.  J.  COUDOUX,  Norv/ich  Pharmacol  Company,  Inter- 
national Division,  410  Park  Avenue,  Nevr  York,  N.Y.  10022.  Tel. 
(212)  752-3360  Ext.  16. 


BROOME  COUNTY  needs  General  Practitioners,  Pediatricians  and 
Ophthalmologists. 

CONTACT:  MR.  CHARLES  E.  ROBBINS,  Broome  County  Medical  Society, 
4500  Old  Vestal  Road,  Binghamton,  N.Y.  13902. 


CHERRY  VALLEY,  N.Y.,  Otsego  County,  needs  G.P.  Vacancy  for  Health 
Officer  and  physician  for  two  large  Central  Schools  and  Faculty. 

CONTACT:  MR.  WILKIE  T.  MADDOX,  Secty.,  Cherry  Valley  Chamber 
of  Commerce,  Cherry  Valley,  N.Y.  13320. 
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Award  of  a base  to  the  team  at  bat  and  possibly  days  or  weeks 
of  painful  skeletal  muscle  spasm  for  the  base  runner. 

For  the  skeletal  muscle  spasm  resulting  from  injury,  Valium® 
(diazepam)  can  be  a valuable  adjunct.  A dose  of  2-10  mg  three  or 
four  times  a day  rapidly  goes  to  work  to  break  up  the  cycle  of 
spasm/ pain/ spasm.  The  resultant  relief  may  permit  greater 
mobilization  of  the  affected  muscles. 


Valium  also  helps  reduce  the  psychic  tension  that  so  frequently 

accompanies  injuries  and 
thus  contributes  to  total  patient 
management. 

Whether  you  treat  muscle  strains  in 
baseball  players  or  bridge  players,  your 
prescription  for  Valium  may  often  be 
helpful  in  getting  them  back  on  the  job. 

Muscle  mass  of  thigh  frequently  vulnerable  to  this 
type  of  trauma. 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications : Tension  and  anxiety  states ; somatic  complaints  which  are  con- 
comitants of  emotional  factors ; psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms  or  agitation ; acute 
agitation,  tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alcohol  with- 
drawal ; adj unctively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to  local 
pathology,  spasticity  caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff -man  syndrome,  convulsive  disorders  (not  for  sole  therapy). 
Contraindicated : Known  hypersensitivity  to  the  drug.  Children  under 
6 months  of  age.  Acute  narrow  angle  glaucoma. 

Warnings : Not  of  value  in  psychotic  patients.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  increase  in  frequency  and/  or  severity  of 
grand  mal  seizures  may  require  increased  dosage  of  standard  anticonvulsant 
medication ; abrupt  withdrawal  may  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants.  Withdrawal  symptoms  have  occurred 
following  abrupt  discontinuance.  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to  habituation  and 
dependence.  In  pregnancy,  lactation  or  women  of  childbearing  age,  weigh 
potential  benefit  against  possible  hazard. 

Precautions : If  combined  with  other  psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents  employed.  Usual  precautions  indi- 
cated in  patients  severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects : Drowsiness,  confusion,  diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipa- 
tion, headache,  incontinence,  changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision.  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations,  increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances,  stimulation,  have  been  repo . c^d ; should 
these  occur,  discontinue  drug.  Isolated  reports  of  neutropenia,  jaundice ; 
periodic  blood  counts  and  liver  function  tests  advisable  during  long- 
term therapy. 


VALIUM  (DIAZEPAM) 

a(ijunct  in  skeletal  muscle  spasm 
2-mg,  5-mg,  10-mg  tablets 

Division  of  Hofimann-La  Roche  Inc. 
Nulley.  New  Jersey  07110 


Roche 

LABORATORIES 


In  the  glaucoma  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 
conflict 
reported 


WSOMLAIV 

(ISOXSUPRINE  HCI) 

the  compatibie  vasodilator 

• no  reported  increase  of  intraocular  pressure. 

• conflicts  have  not  been  reported  with  diuretics, 
corticosteroids,  antihypertensives  or  miotics. 

• complications  in  the  treatment  of  coronary 
insufficiency,  hypertension,  diabetes,  peptic 
ulcer  or  liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindications 
in  recommended  oral  doses  other  than  it 
should  not  be  given  in  the  presence  of  frank 
arterial  bleeding  or  immediately  postpartum. 

Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators'''  have  reported  favorably  on  the  effects  of  isoxsuprine.  Effects  have  been  dem- 
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The  perfect  match 
for  modem  thyroid  function  tests 


Advanced  thyroid  function  testing  has 
met  its  match  in  AMES  THYRIMETER®— 
perhaps  the  easiest-to-use  office 
instrument  of  its  kind.  Because  AMES 
T-4  and  T-3  tests  are  faster,  accurate, 
and  more  convenient,  they  virtually 
demand  something  of  equal  excellence 
in  a gamma  counter  to  complement  their 
performance  in  measuring  thyroid 
function.  And  they  met  their  match  in 
THYRIMETER.  , 

Thyrimeter  i 

Direct  Ratio  Reading  Gamma  Counter  I 


THYRIMETER  is  a self-calculating  gamma  counting  instrument 
designed  specifically  for  office  use.  It  is  attractive,  modern 
and  compact  and  fits  easily  into  any  office  work  area.  Even  more 
important,  THYRIMETER  is  easy  to  use.  It  has  a simple,  push-button 
operation  and  needs  no  complicated  adjustments.  THYRIMETER 
gives  a direct  ratio  readout  so  that  no  manual  calculations  are 
needed.  It  displays  percent  retention  automatically.  And  used 
together  with  either  TETRALUTE®  (’^^l  Column  T-4  Test  for  Thyroid 
Function)  or  TRILUTE®  Column  T-3  Test),  it  makes  thyroid 
function  testing  a practical  reality  in  your  office. 


FIRST  CLASS 
Permit  No.  24 
Elkhart,  Indiana 


Business  Reply  Mail 

No  postage  stamp  necessary  if  mailed  in  the  United  States 
Postage  will  be  paid  by  — 


Ames  Company 

OO'”  Division  Miles  Laboratories,  Inc. 
UVJVA  Elkhart,  Indiana  46514 


i.  HOMO  An\ 


A technologic  advance 
in  office  thyroid  information  systems 


new  T-4  test  takes  fewer  steps  and 
less  time  to  do 

'^^1  Column  T-4  Test 
I L I Ci  I wl  for  Thyroid  Function 


the  most  convenient  office 
T-3  test 


Trilute 


Measures  total  thyroxine  (T-4) 
in  the  blood  by  faster  and  less 
complicated  means.  Provides 
information  comparable  to  the 
PBI  procedure  but  is  faster, 
less  complicated,  and  also 
more  reliable,  since  test  results 
are  not  affected  by  exogenous 
iodine.  Compared  to  other  T-4 
tests,  TETRALUTE  eliminates 
several  time-consuming  steps 
and  the  equipment  needed  to 
do  them . . , cuts  testing  time 
significantly. 


Takes  only  20  to  25  minutes  to 
do,  compared  to  one  to  two 
hours  with  older  methods. 
Requires  no  time-consuming 
incubation  or  complicated 
rinse  procedures.  Far  more 
convenient  than  PBI  and 
unaffected  by  exogenous  iodine 
TRILUTE  may  be  used  together 
with  TETRALUTE  to  obtain  a 
‘‘free  thyroxine  index,”  which  is 
a more  reliable  way  of 
interpreting  thyroid  function 
when  factors  altering  the 
thyroxine-binding  globulins  are 
present  or  suspected. 


the  easiest-to-use  gamma  counter 
designed  for  office  use 

■ 1 Direct  Ratio 

Thyrim©ter 

May  be  used  with  either  TRILUTE  or  TETRALUTE.  Makes 
routine  thyroid  testing  and  monitoring  feasible  right  in  the 
office.  For  more  information  about  this  AMES  Thyroid 
Information  System,  mail  the  card  below. 
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Month  in  Washington 


American  Medical  Association  spokesmen  urged  that 
the  AMA  Medicredit  national  health  insurance  program 
be  adopted  as  the  best  way  to  assure  the  nation’s  poor 
people  access  to  quality  medical  care  and  to  free  families 
with  moderate  incomes  from  the  fear  of  bankruptcy  re- 
sulting from  a long,  costly  illnesi,. 

Max  H.  Parrott,  M.D.,  chairman  of  the  Board  of 
Trustees,  and  Russell  B.  Roth,  M.D.,  speaker  of  the 
House  of  Delegates,  represented  the  AMA  before  the 
Senate  Health  subcommittee  at  one  of  its  hearings  on 
national  health  insurance  and  major  health  care  prob- 
lems facing  the  nation. 

They  estimated  the  cost  of  Medicredit  to  be  $14.5 
billion  during  the  first  year,  much  less  than  some  pro- 
posals before  Congress  that  would  have  the  Federal 
government  virtually  take  over  the  nation’s  health  care 
delivery.  The  Medicredit  legislation,  H.R.  4960  and  S. 
987,  has  been  introduced  in  Congress  with  131  Demo- 
crat and  Republican  members  as  sponsors. 

Dr.  Roth  said  that  Medicredit,  “without  disturbing 
the  present  Medicare  program  for  the  elderly  . . . makes 
available  to  everyone  under  age  sixty-five  a private 
program  of  comprehensive  medical  and  health  care  pro- 
tection, covering  both  the  ordinary  and  the  catastrophic 
expenses  of  illness  or  accident.” 

Dr.  Parrott  warned  against  legislating  revolutionary 
changes  in  health  care  delivery.  He  urged  that  innova- 
tions be  tried  on  an  experimental  scale  instead. 

The  American  medical-health  care  system  needs 
something  more  than  a poultice,  but  something  less 
than  a burial .... 

The  AMA  believes  we  can  bring  about  needed  im- 
provements without  gambling  on  a whole  new  medi- 
cal-health care  system  whose  effects  and  effectiveness 
are  unpredictable  ....  The  American  doctor  is  sin- 
cerely concerned  over  the  prospect  of  any  sudden, 
single,  massive  unevaluated  experiment  which  would 
cast  all  200  million  Americans  in  the  role  of  the  guinea 
pig- 

Dr.  Parrott  also  testified  that  many  health  problems 
would  respond  best  to  programs  that  are  not  purely 
medical. 

Our  fat  standard  of  living  creates  health  prob- 
lems ....  We  ride  in  cars  when  we  should  be  on  a 
bicycle  or  on  foot.  We  overeat.  We  overdrink.  We 
smoke  cigarets.  This  affluent  life  style  relates  directly 
to  the  accident  rate,  the  principal  killer  up  to  middle 
age,  and  to  heart  diseases,  the  principal  killer  after 
middle  age. 

Speaking  as  a practicing  obstetrician.  Dr.  Parrott 
pointed  out  that  infant  mortality  rates  in  this  country 
are  not  entirely  a medical  problem.  They  are  linked 
closely  to  malnutrition  and  other  conditions  of  poverty, 
particularly  in  urban  ghettos,  he  said. 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


“If  we  could  create  a broad  program  that  would  bring 
dignity  into  the  lives  of  people  in  our  slums,  if  we  could 
create  a world  every  mother  wanted  to  bring  her  child 
into,  that  would  do  more  to  lower  the  infant  mortality 
rate  than  a hundred  Mayo  clinics,”  he  said. 

# ♦ ♦ 

The  chairman  of  the  AMA’s  Council  on  Rural  Health 
told  the  Senate  Health  Subcommittee  that  a variety  of 
new  health  programs  are  needed  to  solve  the  problems 
of  health  care  in  rural  communities. 

The  AMA  spokesman,  Leopold  J.  Snyder,  M.D., 
Fresno,  California,  said  some  of  the  new  programs  al- 
ready are  being  tried. 

Experience  indicates  that  no  one  approach  will 
solve  the  health  needs  of  every  community.  Any 
attempt  to  find  single  causes  for  these  health  prob- 
lems, or  simple  solutions  to  them,  is  bound  to  result 
in  total  frustration. 

While  medical  solutions  are  being  sought,  we 
believe  that  the  root  causes  to  these  problems, 
largely  socioeconomic  in  character,  should  be  identi- 
fied and  resolved. 

Dr.  Snyder  explained  to  the  subcommittee  that  while 
large  segments  of  people  in  rural  communities  have 
access  to  quality  health  care,  there  are  still  large  seg- 
ments which  do  not. 

“In  some  instances,”  he  said,  “these  people  live  in 
remote  localities,  far  from  the  nearest  health  center.  In 
other  cases,  their  lack  of  adequate  health  service  can  be 
attributed  to  reasons  of  economics,  immobility,  cul- 
tural attitudes,  and  a host  of  other  causes. 

“Whatever  the  reason,  the  American  Medical  Associ- 
ation believes  every  person  should  have  access  to  ade- 
quate health  care,  whether  he  lives  in  a city  or  some 
remote  rural  region,  regardless  of  his  economic  circum- 
stances. 

“Doctors  are  aware  of  the  need  for  better  health  care 
in  rural  communities.  Together  with  other  groups  and 
organizations,  we  are  actively  developing  new  ap- 
proaches to  the  problems.” 

Among  the  new  programs  under  study  by  the  AMA, 
he  said,  are: 

— In  Seattle,  the  University  of  Washington  is  provid- 
ing former  medical  corpsmen  with  a three-month  re- 
fresher course  on  civilian  medical  procedures.  On  com- 
pletion of  the  course,  these  former  medics  are  sent  to 
physicians  across  the  state,  who  have  agreed  to  act  as 
their  preceptors,  and  to  employ  them  after  twelve 
months  of  on-the-job  experience.  Some  of  these  men 
are  already  on  the  job,  mostly  in  rural  communities. 
This  Medex  Program,  as  it  is  called,  is  supported  by 
the  Washington  State  Medical  Association  and  its  Edu- 
cation and  Reseeu’ch  Foundation,  as  well  as  the  AMA’s 
Council  on  Rural  Health. 

continued  on  page  1041 
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Confirms  the  value  of  Talwir 
m private  practice 

analgesic  efficacy  comparable  to  meperidine  and 
morphine  with  a minimum  of  significant  adverse  effects 

In  postoperative  patients:  less  circulatory  depression 
with  Talwin 

In  a double-blind  study  of  342  postop  patients, 
circulatory  depression  occurred  in  13.2%  of  174  patients 
receiving  morphine;  in  5.4%  of  168  patients  receiving 
Talwin.’ 

In  a double-blind  study  of  1 1 5*  postop  patients, 
hypotension**  occurred  in  1 1 % of  27  patients  receiving 
meperidine;  and  in  only  9%  of  32  patients  receiving 
Talwin.2 

. . . and  in  other  patients:  less  respiratory  and  circulatory 
depression  with  Talwin 

In  a double-blind  study  of  3 narcotic  analgesics  and 
Talwin  in  list  patients  with  suspected  acute  myocardial 
infarction,  Talwin  caused  a significantly  lower  incidence 
in  the  fall  of  systolic  blood  pressure  than  the  3 narcotics 
when  the  initial  pressure  was  120  mm.  Hg  or  higher. 
Unlike  the  narcotics,  Talwin  caused  a statistically 
significant  rise  in  the  systolic  blood  pressure  of  patients 
with  initial  pressures  of  less  than  120.3 

In  a study  of  a series  of  patients  given  Talwin  or 
meperidine  while  anesthetized  for  surgery,  the 
investigators  concluded;  “It  would  therefore  appear  that 
pentazocine  is  a much  safer  drug  in  respect  of 
respiratory  depression  than  pethidine  [meperidine], 
particularly  when  repeated  injections  are  to  be  given, 
e.g.,  postoperatively  or  in  obstetric  practice.”^ 

. . . and  less  of  the  other  adverse  effects  associated  with 
narcotic  analgesics 

Compared  to  morphine,  Talwin  is  relatively  free  from 
urinary  retention  and  constipation. 

Is  less  likely  to  cause  nausea,  vomiting  and  diaphore- 
sis than  meperidine. 

See  next  page  for  a complete  discussion  of  adverse 
reactions  and  a brief  summary  of  other  Prescribing 
Information. 


available  in  3 dosage  strengths— all  within  the 
range  of  recommended  dosage 

Talwin  is  available  in  30  mg.,  45  mg.,  and  60  mg. 
strengths  to  provide  analgesia  specific  to  patients’ 
needs  throughout  the  course  of  therapy.  Studies 
indicate  that  the  higher  dosage  strengths  produce 
little,  if  any,  increase  in  the  incidence  of  adverse 
reactions. 


References:  1.  Wallace,  George:  /nf.  Surg.  53:135,  Feb.  1970. 2.  Fazio 
Anthony  N.:  Curr.  Ther.  Res.  12:73,  Feb.  1970.  3.  Scott,  M.  E.  and  Orr 
Rosemary:  Lancef  7:1065,  May  31, 1969.  4.  Davie,  I.,  et  a!.:  Brit  J 
Anaesth.  42:113,  Feb.  1970. 

*Other  agents  studied:  placebo  and  methotrimeprazine. 

•‘Decrease  of  20  mm.  Hg  or  more  in  systolic  blood  pressure. 
tOther  drugs  studied:  diamorphine  and  methadone. 


(as  lactate) 
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i v to  severe  pain 


Injectable  Talwin® 

Brand  of  pentazocine  (as  lactate) 

• tolerance  to  analgesic  efficacy  has  not 
been  observed 

• not  subject  to  narcotic  controls 
Contraindications:  Talwin  should  not  be  ad- 
ministered to  patients  who  are  hypersensitive 
to  it. 

Warnings:  Head  Injury  and  Increased  Intra- 
cranial Pressure.  The  respiratory  depressant 
effects  of  Talwin  and  its  potential  for  elevating 
cerebrospinal  fluid  pressure  may  be  markedly 
exaggerated  in  the  presence  of  head  injury, 
other  intracranial  lesions,  or  a preexisting 
increase  in  intracranial  pressure.  Furthermore, 
Talwin  can  produce  effects  which  may  obscure 
the  clinical  course  of  patients  with  head  in- 
juries. In  such  patients,  Talwin  must  be  used 
with  extreme  caution  and  only  if  its  use  is 
deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during 
pregnancy  (other  than  labor)  has  not  been 
established.  Animal  reproduction  studies  have 
not  demonstrated  teratogenic  or  embryotoxic 
effects.  However,  Talwin  should  be  adminis- 
tered to  pregnant  patients  (other  than  labor) 
only  when,  in  the  judgment  of  the  physician, 
the  potential  benefits  outweigh  the  possible 
hazards.  Patients  receiving  Talwin  during  labor 
have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  anal- 
gesics. Talwin  should  be  used  with  caution  in 
women  delivering  premature  infants. 

Drug  Dependence.  Special  care  should  be  ex- 
ercised in  prescribing  pentazocine  for  emo- 
tionally unstable  patients  and  for  those  with  a 
history  of  drug  misuse.  Such  patients  should 
be  closely  supervised  when  long-term  therapy 
is  contemplated.  There  have  been  instances  of 
psychological  and  physical  dependence  on 
Talwin  in  patients  with  such  a history  and, 
rarely,  in  patients  without  such  a history. 
Abrupt  discontinuance  following  the  extended 
use  of  parenteral  Talwin  has  resulted  in  symp- 
toms such  as  abdominal  cramps,  elevated  tem- 
perature, rhinorrhea,  restlessness,  anxiety,  and 
lacrimation.  Even  when  these  occurred,  dis- 
continuance has  been  accomplished  with  mini- 
mal difficulty.  In  the  rare  patient  in  whom  more 
than  minor  difficulty  has  been  encountered, 
reinstitution  of  parenteral  Talwin  with  gradual 
withdrawal  has  ameliorated  the  patient’s  symp- 
toms. Substituting  methadone  or  other  nar- 
cotics for  Talwin  in  the  treatment  of  the  Talwin 
abstinence  syndrome  should  be  avoided. 

In  prescribing  parenteral  Talwin  for  chronic 
use,  particularly  if  the  drug  is  to  be  self-ad- 
ministered, the  physician  should  take  precau- 
tions to  avoid  increases  in  dose  and  frequency 
of  injection  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather 
than  for  the  relief  of  pain. 

Just  as  with  all  medication,  the  oral  form  of 
Talwin  is  preferable  for  chronic  administration. 
Acute  CNS  Manifestations.  Patients  receiving 
therapeutic  doses  of  Talwin  have  experienced, 
in  rare  instances,  hallucinations  (usually  vis- 
ual), disorientation,  and  confusion  which  have 
cleared  spontaneously  within  a period  of  hours. 
The  mechanism  of  this  reaction  is  not  known. 
Such  patients  should  be  very  closely  observed 
and  vital  signs  checked.  If  the  drug  is  rein- 
stituted it  should  be  done  with  caution  since 
the  acute  CNS  manifestations  may  recur. 
Usage  in  Children.  Because  clinical  experience 


in  children  under  twelve  years  of  age  is  limited, 
the  use  of  Talwin  in  this  age  group  is  not 
recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness, 
and  occasional  euphoria  have  been  noted, 
ambulatory  patients  should  be  warned  not  to 
operate  machinery,  drive  cars,  or  unnecessarily 
expose  themselves  to  hazards. 

Precautions:  Certain  Respiratory  Conditions. 
The  possibility  that  Talwin  may  cause  respira- 
tory depression  should  be  considered  in  treat- 
ment of  patients  with  bronchial  asthma.  Talwin 
should  be  administered  only  with  caution  and 
in  low  dosage  to  patients  with  respiratory  de- 
pression (e.g.,  from  other  medication,  uremia, 
or  severe  infection),  obstructive  respiratory 
conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Although 
laboratory  tests  have  not  indicated  that  Talwin 
causes  or  increases  renal  or  hepatic  impair- 
ment, the  drug  should  be  administered  with 
caution  to  patients  with  such  impairment.  Ex- 
tensive liver  disease  appears  to  predispose  to 
greaterside  effects  (e.g.,  marked  apprehension, 
anxiety,  dizziness,  sleepiness)  from  the  usual 
clinical  dose,  and  may  be  the  result  of  de- 
creased metabolism  of  the  drug  by  the  liver. 
Myocardial  Infarction.  As  with  all  drugs,  Talwin 
should  be  used  with  caution  in  patients  with 
myocardial  Infarction  who  have  nausea  or 
vomiting. 

Biliary  Surgery.  Until  further  experience  is 
gained  with  the  effects  of  Talwin  on  the 
sphincter  of  Oddi,  the  drug  should  be  used  with 
caution  in  patients  about  to  undergo  surgery  of 
the  biliary  tract. 

Patients  Receiving  Narcotics.  Talwin  is  a mild 
narcotic  antagonist.  Some  patients  previously 
receiving  narcotics  have  experienced  mild 
withdrawal  symptoms  after  receiving  Talwin. 
CNS  Effect.  Caution  should  be  used  when 
Talwin  is  administered  to  patients  prone  to 
seizures:  seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin 
although  no  cause  and  effect  relationship  has 
been  established. 

Adverse  Reactions:  The  most  commonly  oc- 
curring reactions  are:  nausea,  dizziness  or 
lightheadedness,  vomiting,  euphoria. 
Infrequently  occurring  reactions  are  — respira- 
tory: respiratory  depression,  dyspnea,  transient 
apnea  in  a small  number  of  newborn  infants 
whose  mothers  received  Talwin  during  labor; 
cardiovascular:  circulatory  depression,  shock, 
hypertension:  CNS  effects:  sedation,  alteration 
of  mood  (nervousness,  apprehension,  depres- 
sion, floating  feeling),  dreams;  gastrointestinal: 
constipation,  dry  mouth;  dermatologic  includ- 
ing local:  diaphoresis,  sting  on  injection, 
flushed  skin  including  plethora,  dermatitis  in- 
cluding pruritus;  other:  urinary  retention,  head- 
ache, paresthesia,  alterations  in  rate  or 
strength  of  uterine  contractions  during  labor. 
Rarely  reported  reactions  include— neuromus- 
cular  and  psychiatric:  muscle  tremor,  insomnia, 
disorientation,  hallucinations:  gas- 
trointestinal: taste  alteration,  diar- 
rhea and  cramps;  ophthalmic: 
blurred  vision,  nystagmus,  diplopia, 
miosis:  other:  tachycardia,  nodules 
and  ulceration  at  injection  site, 
weakness  or  faintness,  chills,  mod- 
erate transient  eosinophilia,  aller- 
gic reactions  including  edema  of 
the  face. 


See  Acute  CNS  Manifestations  and  Drug  De- 
pendence under  WARNINGS. 

Dosage  and  Administration:  Adults,  Excluding 
Patients  in  Labor.  The  recommended  single 
parenteral  dose  is  30  mg.  by  intramuscular, 
subcutaneous,  or  intravenous  route.  This  may 
be  repeated  every  3 to  4 hours.  Doses  in  excess 
of  30  mg.  intravenously  or  60  mg.  intramuscu- 
larly or  subcutaneously  are  not  recommended. 
Total  daily  dosage  should  not  exceed  360  mg. 
As  with  most  parenteral  drugs,  when  frequent 
daily  injections  are  needed  over  a prolonged 
period,  intramuscular  administration  is  prefer- 
able to  subcutaneous.  In  addition,  constant  ro- 
' tation  of  injection  sites  (e.g.,  the  upper  outer 
quadrants  of  the  buttocks,  mid-lateral  aspects 
of  the  thighs,  and  the  deltoid  areas)  is  recom- 
mended. 

Patients  in  Labor.  A single,  intramuscular  30 
mg.  dose  has  been  most  commonly  adminis- 
tered. An  intravenous  dose  has  given  adequate 
pain  relief  to  some  patients  in  labor  when  con- 
tractions become  regular,  and  this  dose  may 
be  given  two  or  three  times  at  two-  to  three- 
hour  intervals,  as  needed. 

Children  Under  12  Years  of  Age.  Since  clinical 
experience  in  children  under  twelve  years  of 
age  is  limited,  the  use  of  Talwin  in  this  age 
group  is  not  recommended. 

CAUTION.  Talwin  should  not  be  mixed  in  the 
same  syringe  with  soluble  barbiturates  be- 
cause precipitation  will  occur. 

Overdosage:  Manifestations.  Clinical  experi- 
ence with  Talwin  overdosage  has  been  insuf- 
ficient to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  Intravenous  fluids,  vaso- 
pressors, and  other  supportive  measures 
should  be  employed  as  indicated.  Assisted  or 
controlled  ventilation  should  also  be  consid- 
ered. Although  nalorphine  and  levallorphan  are 
not  effective  antidotes  for  respiratory  depres- 
sion due  to  overdosage  or  unusual  sensitivity 
to  Talwin,  parenteral  naloxone  (Narcan®,  avail- 
able through  Endo  Laboratories)  is  a specific 
and  effective  antagonist.  If  naloxone  is  not 
available,  parenteral  administiation  of  the  ana- 
leptic, methyiphenidate  (Ritalin®),  may  be  of 
value  if  respiratory  depression  occurs. 

Talwin  is  not  subject  to  narcotic  controls. 
How  Supplied:  Ampuls  of  1 ml.  (30  mg.),  IV2  ml. 
(45  mg.),  and  2 ml.  (60  mg.),  each  1 ml.  contain- 
ing Talwin  (brand  of  pentazocine)  as  lactate 
equivalent  to  30  mg.  base  and  2.8  mg.  sodium 
chloride,  in  water  for  injection.  Boxes  of  10, 
25,  and  100. 

Multiple  dose  vials  of  10  ml.,  each  1 ml.  con- 
taining Talwin  (brand  of  pentazocine)  as  lactate 
equivalent  to  30  mg.  base,  2 mg.  acetone 
sodium  bisulfite,  1.5  mg.  sodium  chloride,  and 
1 mg.  methylparaben  as  preservative,  in  water 
for  injection.  Boxes  of  1. 

The  pH  of  Talwin  solutions  is  adjusted  between 
4 and  5 with  lactic  acid  and  sodium  hydroxide. 

1 

WINTHROP  LABORATORIES,  NEW  YORK,  N.  Y.  10016  {1S12M} 


the  recovery  room: 
ultimate  test  forJg||||f  j||^ 

Brandof  _ — 

pentazocine 

(as  lactate) 

in  private  practice 


continued  from  paf>e  1037 

— In  Lawrence  County,  Alabama,  another  project  also 
involves  the  services  of  former  medical  corpsmen.  In 
this  Appalachian  area,  there  are  only  6 physicians  to 
serve  a population  of  30,000.  Basically,  the  project  has 
two  modes  of  patient  contact,  a family  care  unit  and 

I “out-reach”  teams.  The  “out-reach”  teams  introduce 
families  to  the  community  health  service  personnel, 
who  can  then  begin  the  history-taking  process  and  refer 
, the  family  to  the  family  care  unit. 

) — In  southern  Monterey  County,  California,  a small 

^ population  is  increased  to  23,000  by  a seasonal  influx 
I of  migrant  farm  workers.  A group  of  10  physicians  and 
( 80  supporting  ancillary  staff  members  have  undertaken 

^ to  provide  medical  care  to  all  eligible  residents,  in- 

I eluding  migrant  farm  workers.  Patients  are  cared  for  in 
the  same  facilities,  by  the  same  medical  staff  that  serves 
the  self-sustaining  members  of  the  community.  Trans- 

tportation,  including  a van,  equipped  for  wheelchair 
patients,  serves  the  entire  project  area.  Grantee  for 
the  project  is  the  Monterey  County  Medical  Society  with 
t funds  from  the  Office  of  Economic  Opportunity. 

— Another  significant  approach  may  soon  be  at- 
tempted in  the  wilderness  of  southwestern  New  Mexico. 
This  is  a region  of  50,000  square  miles,  of  high  mountain 
ranges,  and  of  portions  of  the  Chihuahua  and  Sonora 
Deserts.  Some  95,000  inhabitants  of  the  region  are 
served  by  only  three  physicians. 

The  program  here  calls  for  a central  health  center  and 
a series  of  remote  health  stations.  The  stations  will  be 

E staffed  by  persons  trained  in  health  care,  but  not  as 
highly  trained  as  a physician.  They  will  be  equipped 
» with  sensors,  similar  to  those  used  by  the  National 
ii  Aeronautics  and  Space  Administration  to  monitor  the 
t health  of  the  astronauts.  Thus,  a patient  visiting  one 
of  the  remote  health  stations  will  have  attached  to  him- 
self the  electronic  sensors,  which  will  transmit  heartbeat, 
respiration,  blood  pressure  and  other  vital  data  to  the 
computer-controlled  center,  where  a physician  would 
monitor  the  symptoms  and  advise  the  allied  health 
staffer  by  radio. 

* * * 

President  Nixon,  saying  that  he  personally  opposes 
abortions  as  “an  unacceptable  form  of  population  con- 
trol,” rescinded  an  order  from  the  Pentagon  liberalizing 
the  policy  on  abortions  in  military  hospitals. 

His  statement  on  abortion,  issued  at  the  western 
White  House  at  San  Clemente,  California,  said: 

Historically,  laws  regulating  abortion  in  the  Unitea 
States  have  been  the  province  of  states,  not  the  Fede- 
ral Government.  That  remains  the  situation  today, 
as  one  state  after  another  takes  up  this  question, 
debates  it,  and  decides  it.  That  is  where  the  decisions 
should  be  made. 

Partly  for  that  reason,  I have  directed  that  the  policy 
on  abortions  at  American  military  bases  in  the  United 
States  be  made  to  correspond  with  the  laws  of  the 


states  where  those  bases  are  located.  If  the  laws  in  a 
particular  state  restrict  abortions,  the  rule  at  the 
military  base  hospitals  are  to  correspond  to  that  law. 

The  effect  of  this  directive  is  to  reverse  service  regu- 
lations issued  last  summer  which  had  liberalized  the 
rules  on  abortions  at  military  hospitals.  The  new 
ruling  supersedes  this  and  has  been  put  into  effect  by 
the  Secretary  of  Defense. 

But  while  this  matter  is  being  debated  in  state 
capitals,  and  weighed  by  various  courts,  the  country 
has  a right  to  know  my  personal  views. 

From  personal  and  religious  beliefs  I consider  abor- 
tions an  unacceptable  form  of  population  control. 
Further,  unrestricted  abortion  policies,  or  abortion  on 
demand,  I cannot  square  with  my  personal  belief  in 
the  sanctity  of  human  life,  including  the  life  of  the 
yet  unborn.  For,  surely,  the  unborn  have  rights  also, 
recognized  in  law,  recognized  even  in  principles  ex- 
pounded by  the  United  Nations. 

Ours  is  a nation  with  a Judeo-Christian  heritage. 
It  is  also  a nation  with  serious  social  problems — prob- 
lems of  malnutrition,  of  broken  homes,  of  poverty,  and 
of  delinquency.  But  none  of  these  problems  justifies 
such  a solution. 

A good  and  generous  people  will  not  opt,  in  my  view, 
for  this  kind  of  alternative  to  its  social  dilemmas. 
Rather,  it  will  open  its  hearts  and  homes  to  the  un- 
wanted children  of  its  own,  as  it  has  done  for  the  un- 
wanted millions  of  other  lands. 

♦ ♦ * 

New  government  regulations  for  Medicaid  include  a 
requirement  that  the  physician  certify  to  a patient’s 
continuing  need  for  inpatient  care  on  or  before  the 
twelfth  day  of  hospitalization  and  again  no  later  than 
the  eighteenth  day. 

Other  final  regulations  issued  by  the  U.S.  Department 
of  Health,  Education,  and  Welfare  gave  the  Internal 
Revenue  Service  more  power  to  police  income  earned 
under  the  Medicaid  program.  States  must  file  annual 
information  returns  showing  aggregate  amounts  paid  to 
providers  of  services  identified  by  name,  address,  and 
social  security  or  employer  number. 

Officials  of  the  Department  of  Health,  Education,  and 
Welfare  said  the  new  regulations  on  hospitalization  cer- 
tification are  expected  to  reduce  Medicaid  expenditures 
by  cutting  down  on  the  time  spent  by  patients  in  hospi- 
tals. 

“Experience  with  Medicare  has  shown  that  requiring 
certification  or  recertification  by  physicians  reduces 
hospital  stays  significantly,”  John  Twiname,  admini- 
strator of  Social  and  Rehabilitation  Service,  of  the 
Department  of  Health,  Education,  and  Welfare,  said, 
“Applying  this  requirement  to  Medicaid  can  cut  its 
costs  without  lowering  the  quality  of  care.” 

Inpatient  hospital  costs  have  been  accounting  for 
about  40  per  cent  of  total  Medicaid  expenditures,  or 
about  $1.9  billion  in  the  fiscal  year  1970. 
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a quiet  word  for  Aventyl®  HCl 

Nortriptyline  Hydrochloride 


Certainly,  it’s  often  a dual  problem.  Anxiety  and 
depression  do  coexist  — and  often. 

However,  when  experience,  education,  and  ^ood 
judgment  lead  physicians  to  a diagnosis  of  depression, 
many  of  them  turn  to  Aventyl  HCl. 
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AVENTYCHCl 

NORTRIPTYLINE  HYDROCHLORIDE 

when  it’s  depression 


Indications:  Aventyl®  HCI  (nortriptyline  hydrochloride,  Lilly)  is  indicated  for  the 
relief  of  symptoms  of  depression.  Endogenous  depressions  are  more  likely  to  be 
alleviated  than  are  other  depressive  states. 

Contraindications:  The  use  of  Aventyl  HCI  or  other  tricyclic  antidepressants  con- 
currently with  a monoamineoxidase  (MAO)  inhibitor  is  contraindicated.  Hyperpyretic 
crises,  severe  convulsions,  and  fatalities  have  occurred  when  similar  tricyclic  anti- 
depressants were  used  in  such  combinations.  Discontinue  the  MAO  inhibitor  for  at 
least  two  weeks  before  treatment  with  Aventyl  HCI.  Patients  hypersensitive  to  Aventyl 
HCI  should  not  be  given  the  drug. 

Cross-sensitivity  between  Aventyl  HCI  and  other  dibenzazepines  is  a possibility. 

Aventyl  HCI  is  contraindicated  during  the  acute  recovery  period  after  myocardial 
infarction. 

Warnings:  Cardiovascular  patients  should  be  supervised  closely  because  of  the  tend- 
ency of  Aventyl  HCI  to  produce  sinus  tachycardia  and  to  prolong  the  conduction  time. 
Myocardial  infarction,  arrhythmia,  and  strokes  have  occurred.  The  antihypertensive 
action  of  guanethidine  and  similar  agents  may  be  blocked.  Because  of  its  anticholinergic 
activity,  Aventyl  HCI  should  be  used  with  great  caution  in  patients  who  have  glaucoma 
or  a history  of  urinary  retention.  Patients  with  a history  of  seizures  should  be  followed 
closely,  inasmuch  as  this  drug  is  known  to  lower  the  convulsive  threshold.  Great  care 
is  required  if  Aventyl  HCI  is  given  to  hyperthyroid  patients  or  to  those  receiving  thyroid 
medication,  since  cardiac  arrhythmias  may  develop. 

Usage  in  Pregnancy— use  of  Aventyl  HCI  during  pregnancy  and  lactation  has 
not  been  established;  therefore,  the  potential  benefits  of  administration  to  pregnant 
patients,  nursing  mothers,  or  women  of  childbearing  potential  must  be  weighed  against 
the  possible  hazards. 

Usage  in  Children— l\\\s  drug  is  not  recommended  for  use  in  children,  since  safety 
and  effectiveness  in  the  pediatric  age  group  have  not  been  established. 

Aventyl  HCI  may  impair  the  mental  and/or  physical  abilities  required  for  the  per- 
formance of  hazardous  tasks,  such  as  operating  machinery  or  driving  a car;  therefore, 
the  patient  should  be  warned  accordingly. 

Precautions:  Aventyl  HCI  in  schizophrenic  patients  may  result  in  an  exacerbation  of 
the  psychosis  or  may  activate  latent  schizophrenic  symptoms.  In  overactive  or  agitated 
patients,  increased  anxiety  and  agitation  may  occur.  In  manic-depressive  patients, 
Aventyl  HCI  may  cause  symptoms  of  the  manic  phase  to  emerge. 

Troublesome  patient  hostility  may  be  aroused  by  the  use  of  Aventyl  HCI.  Epileptiform 
seizures  may  accompany  its  administration,  as  is  true  of  other  drugs  of  its  class. 

Close  supervision  and  careful  adjustment  of  the  dosage  are  required  when  Aventyl 
HCI  is  used  with  other  anticholinergic  drugs  and  sympathomimetic  drugs. 

The  patient  should  be  informed  that  the  response  to  alcohol  may  be  exaggerated. 

When  necessary,  the  drug  may  be  administered  with  electroconvulsive  therapy, 
although  the  hazards  may  be  increased.  Discontinue  the  drug  for  several  days,  if 
possible,  prior  to  elective  surgery. 

Because  the  possibility  of  a suicidal  attempt  by  a depressed  patient  remains  after 
the  initiation  of  treatment,  dispense  the  least  possible  quantity  of  drug  at  any  given 
time 

Both  elevation  and  lowering  of  blood  sugar  levels  have  been  reported. 

Adverse  Reactions:  Note:  Included  in  the  following  list  are  a few  adverse  reactions 
that  have  not  been  reported  with  this  specific  drug.  However,  the  pharmacologic 
similarities  among  the  tricyclic  antidepressant  drugs  require  that  each  of  the  reactions 
be  considered  when  nortriptyline  is  administered. 

Card/ovasct//ar— Hypotension,  hypertension,  tachycardia,  palpitation,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke. 

Psych/afr/c— Confusional  states  (especially  in  the  elderly)  with  hallucinations, 
disorientation,  delusions;  anxiety,  restlessness,  agitation;  insomnia,  panic,  and  night- 
mares; hypomania;  exacerbation  of  psychosis. 

/Veuro/ogfca/— Numbness,  tingling,  paresthesias  of  extremities;  in-co-ordination, 
ataxia,  tremors;  peripheral  neuropathy;  extrapyramidal  symptoms;  seizures,  alteration 
in  EEG  patterns;  tinnitus. 


Anticholinergic— Dr'y  mouth  and,  rarely,  associated  sublingual  adenitis;  blurred 
vision,  disturbance  of  accommodation,  mydriasis;  constipation,  paralytic  ileus;  urinary 
retention,  delayed  micturition,  dilation  of  the  urinary  tract. 

Allergic-Skin  rash,  petechiae,  urticaria,  itching,  photosensitization  (avoid  exces- 
sive exposure  to  sunlight);  edema  (general  or  of  face  and  tongue),  drug  fever,  cross- 
sensitivity with  other  tricyclic  drugs. 

Hemafo/og/c— Bone-marrow  depression,  including  agranulocytosis;  eosinophilia; 
purpura;  throm.bocytopenia. 

Gastro-Intestinal—Hausea  and  vomiting,  anorexia,  epigastric  distress,  diarrhea; 
peculiar  taste,  stomatitis,  abdominal  cramps,  blacktongue. 

Pncfocr/ne— Gynecomastia  in  the  male;  breast  enlargement  and  galactorrhea  in 
the  female;  increased  or  decreased  libido,  impotence;  testicular  swelling;  elevation  or 
depression  of  blood  sugar  levels. 

Other— Jaundice  (simulating  obstructive);  altered  liver  function;  weight  gain  or 
loss;  perspiration;  flushing;  urinary  frequency,  nocturia;  drowsiness,  dizziness,  weak- 
ness, and  fatigue:  headache;  parotid  swelling;  alopecia. 

Withdrawal  Symptoms— Though  these  are  not  indicative  of  addiction,  abrupt 
cessation  of  treatment  after  prolonged  therapy  may  produce  nausea,  headache,  and 
malaise. 

Administration  and  Dosage:  Aventyl  HCI  is  not  recommended  for  children. 

Aventyl  HCI  is  administered  orally  in  the  form  of  Pulvules®  or  liquid.  Lower  than 
usual  dosages  are  recommended  for  elderly  patients,  adolescents,  and  outpatients 
not  under  close  supervision.  Start  dosage  at  a low  level  and  increase  gradually,  noting 
carefully  the  clinical  response  and  any  evidence  of  intolerance.  Following  remission, 
maintenance  medication  may  be  required  for  a longer  period  at  the  lowest  effective 
dose. 

If  a patient  develops  minor  side-effects,  reduce  the  dosage.  Discontinue  the  drug 
promptly  if  serious  adverse  effects  or  allergic  manifestations  occur. 

Usual  Adult  Dose— 25  mg.  three  or  four  times  daily;  dosage  should  begin  at  a 
low  level  and  be  increased  as  required.  Doses  above  100  mg.  per  day  are  not  recom- 
mended. 

Elderly  and  Adolescent  Patients— 30  to  50  mg.  per  day,  in  divided  doses. 


Overdosage:  Toxic  overdosage  may  result  in  confusion,  restlessness,  agitation,  vomit- 
ing, hyperpyrexia,  muscle  rigidity,  hyperactive  reflexes,  tachycardia,  EGG  evidence  of 
impaired  conduction,  shock,  congestive  heart  failure,  stupor,  coma,  and  C.N.S.  stimu- 
lation with  convulsions  followed  by  respiratory  depression.  Deaths  have  occurred  fol- 
lowing overdosage  with  drugs  of  this  class. 

No  specific  antidote  is  known.  General  supportive  measures  are  indicated,  with 
gastric  lavage.  Respiratory  assistance  is  apparently  the  most  effective  measure  when 
indicated.  The  use  of  C.N.S.  depressants  may  worsen  the  prognosis. 

Barbiturates  for  control  of  convulsions  alleviate  an  increase  in  the  cardiac  work 
load  but  should  be  used  with  caution  to  avoid  potentiation  of  respiratory  depression. 

Intramuscular  paraldehyde  or,  preferably,  diazepam  provides  anticonvulsant  ac- 
tivity with  less  respiratory  depression  than  do  the  barbiturates. 

Digitalis  and/or  pyridostigmine  may  be  considered  in  serious  cardiovascular  abnor-  i 
malities  or  cardiac  failure.  | 

The  value  of  dialysis  has  not  been  established.  j 

How  Supplied:  Liquid  Aventyl®  HCI  (nortriptyline  hydrochloride,  Lilly),  10  mg.  I 
(equivalent  to  base)  per  5 ml.,  in  pint  bottles. 

Pulvules  Aventyl®  HCI  (Nortriptyline  Hydrochloride  Capsules,  N.F.),  10  and  25  mg. 
(equivalent  to  base),  in  bottles  of  100  and  500.  [ioo»7oa] 

Additional  information  available  to  the  profession  on  request. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


when  an  unnerving  experience 
compounds  the  pain 


the  compound  analgesic 
that  calms  instead  of  caf  feinates 

In  addition  to  pain,  this  patient  has  experienced 
anxiety,  fear,  embarrassment,  and  frustration. 

No  doubt  these  psychic  factors  actually  increased 
her  perception  of  pain.  Surely  the  last  thine  she 
needs  is  an  analgesic  containing  caffeine.  The 
logical  choice  is  Phenaphen  with  Codeine.  It 
provides  a quarter  grain  of  phenobarbital  to  take 
the  nervous  "edge"  off,  so  the  rest  of  the  formula 
can  control  the  pain  more  effectively.  It's  no 
accident  that  the  Phenaphen  formulations  contain 
a sedative  rather  than  a stimulant.  Don't  you 
agree.  Doctor,  that  psychic  overlay  is  an  important 
factor  m most  of  the  accident  cases  vou  see? 


Phenaphen 

Phenaphen  with  Codeine 

Willi  ^UUV^irit;  Nos  2,  3 or  4 contains 

Phenobarbital  gr.), 

16.2  mg.  (warning:  may  be  habit  forming):  Aspirin  (21/2  gr.),  162.0  mg.; 
Phenacelin  (3  gr.).  194.0  mg.:  Hyoscyamine  sulfate.  0.03 1 mg.;  Codeine 
phosphate,  *4  gr.  (No.  2),  1/2  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may 
be  habit  forming).  Indications:  Provides  relief  in  severer  grades  of  pain, 
on  low  codeine  dosage,  with  minimal  possibility  of  side  effects. 

Its  use  frequently  makes  unnecessary  the  use  of  addicting  narcotics 
Contraindications:  Hypersensitivity  to  any  of  the  components. 
Precautions:  As  with  all  phenacetin-containing  products,  excessive  or 
prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur 
Dosage:  Phenaphen  No.  2 and  No.  3—1  or  2 capsules  every  3 to  4 hours 
as  needed.  Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as  needed 
Por  further  details  see  product  literature. 

A.  H.  Robins  Company,  Richmond,  Va. 
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[ROBINS 


head  clear  upon  arising 


For  upper  respiratory  allergies  and  infections  including 
the  common  cold,  Dimetapp  Extentabs®  effectively  relieve 
the  stuffiness,  drip  and  congestion  all  night  and  all  day 
long  on  just  one  Extentab  every  1 2 hours.  For  most  patients 
drowsiness  or  overstimulation  is  unlikely.  /1'H'|^OBINS 

prescribing  information  appears  on  next  page 


Dimetapp 

Extentabs 

Dimetane'"  (brompheniramine  maleate).  12  mg  , phenyl- 
ephrine MCI.  15  mg.;  phenylpropanolamine  HCI.  15  mg 


A.  H.  Robins  Company 
Richmond,  Va.  23220 


Books  Reuieiued 


L Dimetapp  Extentabs® 

r INDICATIONS:  Dimetapp  Extentabs  are 

I indicated  for  symptomatic  relief  of  aller- 
; gic  manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 

Isonal  allergies,  sinusitis,  rhinitis,  con- 
' junctivitis  and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
1 relief  from  nasal  stuffiness  and  postnasal 
9 drip. 

^ CONTRAINDICATIONS:  Hypersensitivity 
I to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
k under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
I respiratory  secretions,  Dimetapp  is  not 
I recommended  in  the  treatment  of  bron- 
' chial  asthma.  Also,  Dimetapp  Extentabs 
' are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 
such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

I ADVERSE  REACTIONS:  Adverse  reac- 
I tions  to  Dimetapp  Extentabs  may  include 
' hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis 
and  thrombocytopenia:  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  dis- 
tr6ss. 

HOW  SUPPLiED:  Light  biue  Extentabs  in 
bottles  of  100  and  500. 


PSI  and  Psychoanalysis.  By  Jule  Eisenbud,  M.D. 
Octavo  of  359  pages,  illustrated.  New  York,  Grune 
& Stratton,  1970.  Cloth,  $12.75. 

For  readers  who  may  be  unacquainted  with  the  litera- 
ture on  parapsychology  the  term  “psi”  is  intended  as  a 
neutral  designation  for  the  various  categories  of  paranor- 
mal events,  that  is  telepathy,  clairvoyance,  telekinesis, 
and  so  forth.  Over  the  past  two  and  one-half  decades 
the  author  of  this  book,  along  with  a handful  of  other 
psychiatrists,  has  been  trying  to  stimulate  interest 
among  his  colleagues  in  the  reality  and  significance  of 
psi  events  as  they  intrude  into  the  clinical  therapeutic 
setting.  Having  survived  the  various  stages  of  eyebrow 
raising,  polemics,  and  even  polite  forms  of  professional 
shunning,  he  has,  in  the  present  volume,  prepared  a 
rather  comprehensive  account  of  his  own  exposure  to  psi 
events  both  in  and  out  of  the  psychoanalytic  situation. 
He  has  buttressed  this  account  by  a detailed  analysis 
of  the  implicit  rules  that  govern  our  judgment  as  to 
whether  or  not  certain  correspondences  are  significant, 
an  historical  account  of  a few  of  the  more  signifi- 
cant contributions  to  modern  parapsychology,  an  analy- 
sis of  the  chief  components  of  the  generally  encountered 
resistance  to  psi  phenomena  and,  finally,  an  excursion 
into  speculative  philosophy  concerning  the  possible  role 
and  place  of  psi  as  a kind  of  communication  matrix  link- 
ing the  world  of  animate  matter. 

The  application  of  the  psi  hypothesis  involves  extend- 
ing the  range  of  correspondences  relevant  to  the  produc- 
tions of  the  patient  to  include  events  of  which  he  could 
have  no  normal  knowledge.  Eisenbud  considers  the 
use  of  this  hypothesis  as  justified  when,  by  invoking  it, 
we  deepen  and  extend  the  psychodynamic  meaning  of 
the  material  under  consideration.  Many  examples  are 
given  to  illustrate  the  various  ways  in  which  attention 
to  psi  data  not  only  served  to  enrich  the  clinical  en- 
deavor, but  in  certain  instances  seemed  to  supply  other- 
wise missing  elements. 

This  volume  is  by  far  the  most  comprehensive  and 
compelling  presentation  of  the  clinical  data  that  lead  to 
the  assumption  of  psi  hypothesis  as  well  as  the  most 
complete  statement  of  the  relevance  of  that  hypothesis 
for  psychoanalysis.  It  is  a bold  and  courageous  under- 
taking in  the  spirit  of  earlier  pioneers  in  psychical  re- 
search who,  in  their  day,  encountered  similar  opposition. 
Montague  Ullman,  M.D. 


A First  Group  Psychotherapy  Book.  By  Edward  L. 
Pinney,  Jr.,  M.D.  Octavo  of  204  pages.  Springfield, 
Illinois,  Charles  C Thomas,  Publisher,  1970.  Cloth, 
$8.00. 

Dr.  Pinney  is  a clinical  assistant  professor  of  psychi- 
atry at  Cornell  University  Medical  College  and  has  been 
actively  engaged  in  the  teaching  and  practice  of  group 
pyschotherapy  for  the  past  fifteen  years.  He  is  a psy- 
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Books  Recehed 


The  following  books  were  received  during  the  month  of  March,  1971  * 


Diseases  of  the  Nervous  System.  Eleventh  edition. 
By  Sir  Francis  Walshe,  M.D.,  D.Sc.,  and  John  Walshe, 
M.B.,  B.Ch.  Quarto  of  381  pages,  illustrated.  Balti- 
more, The  Williams  & Wilkins  Co.,  1970.  Cloth,  $14.75. 

Diseases  of  the  Gastro- Intestinal  Tract.  [Boerhaave 
Series  for  Postgraduate  Medical  Education]  Edited 
by  W.  R.  O.  Goslings,  M.D.  Octavo  of  126  pages,  il- 
lustrated. Baltimore,  The  Williams  & Wilkins  Co., 

1970.  Cloth,  $11.75. 

Human  Population  Cytogenetics.  [Pfizer  Medical 
Monographs  5]  Edited  by  Patricia  A.  Jacobs,  W.  H. 
Price,  and  Pamela  Law.  Quarto  of  325  pages,  illus- 
trated. Baltimore,  The  Williams  & Wilkins  Co.,  1970. 
Cloth,  $11.75. 

Kidney  Disease  in  the  Young.  By  Elvira  Goettsch, 
M.D.  Quarto  of  305  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1971.  Cloth,  $22.50. 

Patterns  of  Skin  pH  from  Birth  through  Adolescence. 
With  a Synopsis  on  Skin  Growth.  By  Hans  Behrendt, 
M.D.,  and  Marvin  Green,  M.D.  Quarto  of  115  pages, 
illustrated.  Springfield,  Illinois,  Charles  C Thomas, 
Publisher,  1971.  Cloth,  $8.25. 

A Guide  to  Drugs  in  Current  Use.  Edited  by  Professor 
J.  R.  Trounce.  Octavo  of  207  pages,  illustrated.  New 
York,  G.  P.  Putnam’s  Sons,  1971.  Cloth,  $7.95. 

The  Maltreated  Child.  Second  edition.  By  Vincent 
J.  Fontana,  M.D.  Octavo  of  96  pages,  illustrated. 
Springfield,  Dlinois,  Charles  C Thomas,  Publisher, 

1971.  Cloth,  $7.00. 

*Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of 
those  sending  them  for  this  purpose.  Selection  for  review  is 
made  on  the  basis  of  merit  and  reader  interest. 


Medical  Resident’s  Manual.  Third  edition.  By  Wil- 
liam J.  Grace,  M.D.,  Richard  J.  Kennedy,  M.D.,  and 
Frank  B.  Flood,  M.D.  Duodecimo  of  439  pages,  illus- 
trated. New  York,  Appleton-Century-Crofts,  1971. 
Cloth,  $6.75. 

Road  Accidents — Medical  Aid.  A Guide  for  Medical 
Practitioners  Involved  at  the  Scene  of  Motor  Traffic 
Accidents.  By  Hanns  Pacy,  M.  B.,  B.S.  Duodecimo 
of  136  pages,  illustrated.  Baltimore,  The  Williams  & 
Wilkins  Company,  1971.  Paper,  $5.75. 

The  Six- Year  Experience  of  Unwed  Mothers  as  Par- 
ents. By  Mignon  Sauber  and  Eileen  M.  Corrigan. 
Octavo  of  177  pages,  illustrated.  New  York,  Com- 
munity Council  of  Greater  New  York,  1970.  Paper, 
$5.00. 

Behavioral  Sciences  and  Mental  Health:  An  Anthol- 
ogy of  Program  Reports.  Edited  by  Eli  A.  Rubinstein, 
Ph.D.,  and  George  V.  Coelho,  Ph.D.  Octavo  of  419 
pages.  Washington,  D.C.,  Supt.  of  Documents,  U.S. 
Government  Printing  Office,  1970.  Paper,  $2.00. 

The  Medical  Clinics  of  North  America.  Nationwide 
Number.  Volume  55,  Number  2,  March,  1971.  Sym- 
posium on  Treatment  of  Common  Medical  Disorders. 

Jose  Bodes,  M.D.,  and  Roger  F.  Palmer,  M.D.,  Guest 
Editors.  Octavo.  Illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1971.  Published  Bi-monthly  (six 
numbers  a year).  Cloth,  $21.  per  year. 

Emergency  Care  and  Transportation  of  the  Sick  and 
Injured.  By  The  Committee  on  Injuries.  Quarto  of 
304  pages,  illustrated.  Chicago,  Illinois,  American 
Academy  of  Orthopaedic  Surgeons,  1971.  Cloth,  no 
price  listed. 
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ECH  TESTAND-B  TABLET  CONTAINS; 


Emyl  Estradiol  0.005  mg. 

lithyltestosteror^e  1.25  mg. 

W’Sine  100  mg. 

Fi'ous  Nicotinate 17.85  mg. 

quivalent  to  Nicotinic  Acid 12.5  mg. 

srrous  Iron 2.82  mg. 

Vamin  A 2.500  U.  S.  P.  Units 

Vimin  D 250  U.  S.  P.  Units 

T amine  Mononitrate  2.5  mg. 

Roflavin 2.5  mg. 

A:orbic  Acid 25.0  mg. 

Acid  0.125  mg. 

Vamin  B-12 1.5  meg. 

^;hionine  12  mg. 

Caline  Bitartrate  15  mg. 

l•sitol  10  mg. 

C cium  Pantothenate 2.5  mg. 

Pidoxine  0.25  mg. 

Caper  (from  Copper  Sulfate) 0.25  mg. 

Zc  (from  Zinc  Oxide) 0.25  mg. 

It  me  (from  Potassium  Iodide)  0.075  mg. 

Ccium  (from  Dicalcium  Phosphate)  . 72.5  mg. 

Pisphorus  (from  Dicalcium 

hosphate)  55  mg. 

Passium  (from  Potassium  Sulfate)  . . 2.5  mg. 

Knganese  (from  Manganese  Sulfate)  0.5  mg. 

K-gnesium  (from  Magnesium  Sulfate)  0.5  mg. 
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As  the  ‘‘middle  years”  exact  their  metabolic  toll,  com- 
plaints are  vague,  but  therapy  can  be  specific. 
Testand-B,  as  an  anabolic  stimulant  in  male  and  female 
climacteric,  senile  vaginitis,  decreased  muscle  tone,  pro- 
tein depletion  states,  osteoporosis  and  loss  of  body 
mass,  helps  compensate  for  the  metabolic  changes  of 
aging.  The  androgen/estrogen  combination,  plus  the  com- 
prehensive nutritional  complex  provided  by  Testand-B, 
helps  patients  feel  better  physically  and  emotionally. 

ACTION  AND  USES— DOSAGE:  1 tablet  after  breakfast  and  supper,  or  as 
required.  In  females,  3-week  courses  of  therapy  are  recommended  fol- 
lowed by  a 1-week  rest  period.  Withdrawal  bleeding  may  occur  during  the 
rest  period.  PRECAUTIONS:  Administer  cautiously  to  female  patients  who 
tend  to  develop  excessive  hair  growth  or  other  signs  of  masculinization. 
CONTRAINDICATIONS:  Patients  in  whom  estrogen  or  androgen  therapy 
should  not  be  used,  as  in  carcinoma  of  the  breast,  genital  tract,  or  prostate, 
and  in  patients  with  a familial  tendency  to  these 
AVAILABLE:  Bottles  of  30,  100,  and  500  tablets.  R; 

Testand-B 

A hormonal,  nutritional  supplement 

Geriatric  Pharmaceutical  Corp. 

Floral  Park,  New  York  1 1001 
Pioneers  in  Geriatric  Research 
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Abstracts  in  Interlmgua 


Carver,  S.  T.:  Ecologia  del  morbo  coronari,  New  York 
State  J.  Med.  71;  1065  (15  de  Maio)  1971. 

Le  possibile  influentia  del  ambiente  exteme  o interne 
supra  le  pathogenia  del  morbo  coronari  cardiac  es  le 
base  de  iste  studio.  Le  factores  riscose  relationate  con 
le  ambiente  interne,  como  le  anormalitates  genetic,  le 
structura  physic,  le  hypertension,  le  typo  de  personali- 
tate  e le  hypercholesterolemia  seric  es  commentate.  Le 
effecto  del  ambiente  externe  del  individuo  supra  le  dis- 
veloppamento  del  morbo  coronari  include  le  dieta, 
stress,  climate,  impuritate  del  aere  inhalate  e le  acitivi- 
tate  physic.  Nonobstante,  es  stressate  que  le  processes 
pathophysiologic  que  determina  le  subsequente  risco, 
es  establite  tempranemente  in  le  vita;  e que  le  investiga- 
tiones  futur  del  origene  e prevention  debe  centralisar 
se  plus  in  le  periodos  del  infantia  e adolescentia. 

Shapiro,  S.  R.,  Lippard,  W.  K.,  e Scott,  W.  R.: 

Amenorrhea  prolongate  secondari  a le  uso  de  contracep- 
tives oral;  approche  rational  e possibilitate  de  preven- 
tion, New  York  State  J.  Med.  71:  1071  (15  de  Maio) 
1971. 

Le  possibilitate  de  amenorrhea  prolongate  depost  le 
interruption  del  uso  de  contraceptives  oral  es  cres- 
centemente  evidente.  Le  patientes  con  antecedentes 
de  cyclos  anovulatori  presenta  un  major  risco  de  suffrer 
iste  complication.  Istes  productos  non  debe  esser  usate 
para  el  tractamento  del  oligomenorrhea.  Es  discutite 
le  uso  del  citrato  de  clomipheno  (Clomid),  acetato  de 
medroxyprogesterone  (Provera)  e estrogenos  conjugate 
equin  (Premarin)  pro  inducer  cyclos  hemorrhagic.  Pro 
le  patientes  con  anovulation  persistente  depost  le  inter- 
ruption del  contraceptive  oral  in  que  omne  tests  diag- 
nostic es  negative,  le  tractamento  debe  esser  initiate  le 
duodoce  mense  de  amenorrhea  usante  prednisone 
durante  3 a 6 menses  sequite  de  citrato  de  clomipheno 
durante  6 menses.  Si  le  ovulation  es  non  inducite,  pote 
esser  essayate  le  associationes  de  gonadotropina  chori- 
onic human  con  FSH  e citrato  de  clomipheno. 

Hoffmeister,  F.  S.:  Traumas  facial;  errores  in  le  tract- 
amento, New  York  State  J.  Med.  71:  1076  (15  de  Maio) 
1971. 

A minus  que  le  injurias  facial  interfera  con  le  ventila- 
tion respiratori,  como  in  le  caso  de  un  fractura  maxillar 
obstructive,  le  injurias  facial  horribile  ma  non  critical 
non  debe  tener  prioritate  supra  le  injurias  menaciente 
del  vita  o de  un  function  vital.  Le  reparation  facial 
elective  in  le  sala  operator!  include  le  reduction  de  quasi 
omne  fracturas;  iste  tractamento  rende  meliore  re- 
sultatos  que  ille  facite  in  le  sala  de  emergentia.  Pro  le 
diagnose,  le  examination  clinic,  includendo  le  palpation 
attente  del  skeleto  facial,  es  plus  importante  que  le  stu- 


dios radiologic.  Le  technicas  de  reduction  e le  repara- 
tion del  texito  blande  es  discutite. 

Kriss,  N.:  Defectos  false  de  plenamento  del  collo  del 
vesica  biliari.  New  York  State  J.  Med.  71:  1079  (15  de 
Maio)  1971. 

In  contrasto  con  le  defectos  ver  de  plenamento  causate 
per  lesiones  occupante  de  spatio,  le  defectos  false  de 
plenamento  es,  generalmente,  observate  in  le  region  del 
collo  del  vesica  biliari.  Istes  defectos  false  es  debite  a 
plicas,  spiras  o projection  axeal  del  structuras  anatomic. 
Le  studios  radiologic  complete,  con  vistas  multiple, 
monstrara  que  le  defectos  false  de  plenamento  cambiara 
de  forma  o position,  o disparera  con  le  variationes  del 
postura  del  patiente. 

Marx,  G.  F,;  Nove  aspectos  del  anesthesia  general 
pro  le  operation  cesaree.  New  York  State  J.  Med.  71: 
1084  (15  de  Maio)  1971. 

Le  anesthesia  con  oxydo  nitrose-oxygeno  e succinyl- 
cholina  pro  relaxation  muscular  es  considerate  le  plus 
segur  technic  pro  le  anesthesia  general  in  le  operation 
cesaree  quando  le  sanitate  del  infante  causa  un  serie  pre- 
ocupation.  Nonobstante,  le  frequentia  del  depression 
neonatal  augmenta  si  le  duration  del  anesthesia  es  pro- 
longate. Varie  factores  pote  esser  responsabile:  le  ele- 
vate nivello  de  oxydo  nitrose  in  le  feto  e/o  le  basso 
nivello  de  oxygeno  fetal.  Le  oxydo  nitrose  es  equilibrate 
rapidemente  trans  le  placenta  human.  Le  proportion 
inter  le  oxydo  nitrose  del  sanguine  del  arteria  e del  vena 
umbilical  augmenta  progressivemente  con  le  plus  dura- 
tion del  anesthesia,  e es  circa  del  90  pro  cento  depost  de 
15  minutes  del  administration  del  oxydo  nitrose.  Esseva 
observate  que  le  oxygenation  fetal  es  reducite  como  re- 
sultato  del  hypocapnia  e alkalemia  consecutive  al  hypo- 
ventilation maternal. 

Woodruff,  M.  W.,  Covert,  S.  V.,  Litinsky,  S.  M.,  e 
Vanneman,  W.  M.,  Jr,:  Essayo  clinic  con  epicillina  in 
casos  de  infectiones  del  tracto  urinari.  New  York  State 
J.  Med.  71:  1087  (15  de  Maio)  1971. 

Desde  que  le  majoria  del  agentes  antibiotic  es  plus 
effective  contra  le  microrganismos  Grampositive  que  le 
Gramnegative,  un  studio  preliminari  esseva  initiate  con 
un  nove  penicillina  semisynthetic,  le  epicillina,  pro  de- 
terminar  su  efficatia  e securitate  in  le  tractamento  del 
infectiones  del  tracto  urinari.  Esseva  trovate  que  le 
epicillina  es  ben  absorbite  depost  le  ingestion  oral  del 
agente,  e etiam  que  le  excretion  urinari  es  rapide.  Es- 
seva considerate  que  le  65  pro  cento  de  26  patientes 
habeva  curate  clinicmente.  Le  efectos  secondari  esseva 
minime  e reversibile.  Nonobstante,  es  recomendate  que 
le  agente  sia  prescribite  al  tempore  de  facer  le  tests  de 
sensitivitate  microbian  in  vitro. 
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Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

INDICATION:  Relief  of  insomnia  of  varied 
etiology. 

CONTRAINDICATIONS:  Patients  with  known 
hypersensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined 
effects  with  alcohol  and  other  CNS  depres- 
sants. Caution  against  hazardous  occupations 
requiring  complete  mental  alertness,  such 
as  operating  machinery  or  driving  a motor 
vehicle  shortly  after  ingesting  the  drug. 
Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 


withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should 
be  under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits 
in  pregnancy,  during  lactation,  or  in  women 
of  childbearing  age  against  possible  hazards 
to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain- 
related,  an  analgesic  should  also  be  pre- 
scribed. Perform  periodic  blood  counts  if 
used  repeatedly  or  over  prolonged  periods. 
Total  daily  intake  should  not  exceed  400  mg, 
as  greater  amounts  do  not  significantly  in- 


crease hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dos- 
ages, there  have  been  rare  occurrences  of 
morning  drowsiness,  dizziness,  mild  to  moder- 
ate gastric  upset  (including  diarrhea,  esoph- 
agitis, nausea  and  vomiting),  headache, 
paradoxical  excitation  and  skin  rash.  There 
have  been  a very  few  isolated  reports  of 
neutropenia  and  thrombocytopenia;  however, 
the  evidence  does  not  establish  that  these 
reactions  are  related  to  the  drug. 

Each  capsule  contains  300  mg  of  mefhyprylon. 

/ \ ROCHE  LABORATORIES 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 
/ Nutley,  New  Jersey  07110 


Aunt  Emma  of  "John's  Second  Life" just  found  out  she  has  encephalitis.  Is  that  serious? 
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Abstracts 


Carver,  S.  T.:  Ecology  of  coronary  heart  disease,  New 
York  State  J.  Med.  71:  1065  (May  15)  1971. 

The  possible  influence  of  external  or  internal  environ- 
ment on  the  pathogenesis  of  coronary  heart  disease  forms 
the  basis  of  this  study.  Risk  factors  in  relation  to  in- 
ternal environment,  such  as  genetic  abnormalities,  body 
build,  hypertension,  personality  type,  and  elevation  of 
serum  cholesterol  are  considered.  The  effect  of  man’s 
external  environment  on  the  development  of  coronary 
heart  disease  includes  a consideration  of  diet,  stress, 
climate,  impurities  in  inhaled  air,  and  physical  activity. 
However,  it  is  stressed  that  the  pathophysiologic  pro- 
cesses which  determine  the  subsequent  risk  is  estab- 
lished early  in  life  and  that  future  investigations  of  the 
genesis  and  prevention  should  be  centered  more  on  the 
periods  of  childhood  and  adolescence. 

Shapiro,  S.  R.,  Lippard,  W.  K.,  and  Scott,  W.  R.: 

Prolonged  amenorrhea  after  use  of  oral  contraceptives; 
rational  approach  and  possible  prevention.  New  York 
Stated.  Med.  71:  1071  (May  15)  1971. 

The  possibility  of  prolonged  amenorrhea  after  with- 
drawal of  oral  contraceptives  has  become  increasingly 
apparent.  Patients  with  previous  histories  of  anovula- 
tory cycles  stand  a greater  risk  of  this  complication, 
and  oral  contraceptives  should  not  be  used  to  treat  oligo- 
amenorrhea.  The  use  of  clomiphene  citrate  (Clomid), 
medroxyprogesterone  acetate  (Provera),  and  conjugated 
equine  estrogens  (Premarin)  to  induce  cyclic  bleeding  is 
discussed.  For  patients  with  persistent  anovulation 
after  withdrawal  of  oral  contraceptives  in  whom  all  di- 
agnostic tests  are  negative,  therapy  should  be  initiated 
by  the  twelfth  amenorrheic  month  with  a three-  to  six- 
month  trial  of  prednisone,  followed  by  a six-month  trial 
of  clomiphene  citrate.  If  ovulation  is  still  not  induced, 
combinations  of  human  chorionic  gonadotropin  with 
FSH  and  with  clomiphene  citrate  may  have  to  be  em- 
ployed. 

Hoffmeister,  F.  S.:  Facial  trauma;  errors  in  manage- 
ment, New  York  Stated.  Med.  71:  1076  (May  15)  1971. 

Unless  facial  injuries  interfere  with  ventilation,  as  in 
the  case  of  an  obstructing  maxillary  fracture,  gruesome 
but  noncritical  facial  injuries  must  not  be  given  priority 
over  life-  and  function-threatening  injuries.  Elective 
facial  repair  in  the  operating  room,  including  reduction 
of  most  fractures,  yields  better  results  than  emergency- 
room  treatment.  In  diagnosis,  clinical  examination,  in- 


cluding thorough  palpation  of  the  facial  skeleton,  is  more 
important  than  x-ray  studies.  Technics  of  reduction 
and  soft-tissue  repair  are  discussed. 

Kriss,  N.:  False  filling  defects  in  neck  of  gallbladder. 
New  York  Stated.  Med.  71:  1079  (May  15)  1971. 

In  contrast  to  the  space-occupying  true  filling  de- 
fects, false  filling  defects  occur  usually  in  the  neck  area 
of  the  gallbladder  and  originate  from  folding,  coiling, 
or  axial  projection  of  the  anatomic  structures.  Com- 
plete radiologic  studies  with  multiple  views  will  reveal 
the  false  filling  defect  changing  shape  or  position  or  dis- 
appearing with  variations  in  the  patient’s  posture. 

Marx,  G.  F.:  Newer  aspects  of  general  anesthesia  for 
cesarean  section.  New  York  State  d.  Med.  71:  1084 
(May  15)  1971. 

Nitrous  oxide-oxygen  anesthesia  with  succinylcholine 
for  muscle  relaxation  is  considered  the  safest  technic  of 
general  anesthesia  for  cesarean  section  when  the  welfare 
of  the  infant  is  of  utmost  concern.  However,  the  inci- 
dence of  neonatal  depression  increases  with  prolonged 
duration  of  anesthesia.  Several  factors  may  be  respon- 
sible, high  fetal  nitrous  oxide  levels  and/or  low  fetal 
oxygen  levels.  Nitrous  oxide  was  shown  to  equilibrate 
rapidly  across  the  human  placenta.  Umbilical  artery- 
umbilical  vein  blood  nitrous  oxide  ratios  increased  pro- 
gressively with  increasing  durations  of  anesthesia  and 
approached  90  per  cent  after  about  fifteen  minutes  of 
nitrous  oxide  administration.  Fetal  oxygenation  was 
observed  to  decline  as  a result  of  hypocapnia  and  alka- 
lemia  from  prolonged  maternal  hyperventilation. 

Woodruff,  M.  W.,  Covert,  S.  'V.,  Litinsky,  S.  M.,  and 
Vanneman,  W.  M.,  Jr.:  Clinical  trial  of  epicillin  in  in- 
fections of  urinary  tract.  New  York  State  d.  Med.  7 1 : 
1087  (May  15)  1971. 

Since  most  antibiotic  agents  are  more  effective  against 
gram-positive  than  gram-negative  organisms,  a pre- 
liminary study  of  a new  semis3mthetic  penicillin,  epicil- 
lin, was  undertaken  to  determine  its  efficacy  and  safety 
in  the  treatment  of  infections  of  the  urinary  tract.  It 
was  found  that  epicillin  is  well  absorbed  after  oral  ad- 
ministration, and  urinary  excretion  is  rapid.  Sixty- 
five  per  cent  of  26  patients  were  considered  clinically 
cured,  and  side-effects  were  minimal  and  reversible. 
However,  it  was  recommended  that  the  drug  be  pre- 
scribed in  conjunction  with  in  vitro  sensitivity  testing. 
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choanalytically  oriented  psychiatrist  who  takes  an  elec- 
tric approach  to  the  dynamic  principles  in  the  field  of 
group  therapy. 

The  book  presents  practical  basic  technical  directions 
that  would  be  of  utmost  importance  to  the  beginning 
group  psychotherapist.  It  contains  transcriptions  of 
verbal  exchanges  between  patients  and  therapists  in 
group  activity  that  illustrate  what  goes  on  within  an 
actual  group  session. 

Dr.  Pinney’s  basic  belief  is  that  the  microsociety  of 
the  group  can  help  the  individual  patient  understand 
his  activities  in  the  outside  world.  The  patient’s  psy- 
chic mannerisms  can  be  examined  within  the  therapeu- 
tic session.  The  social  pressures  of  the  group  peers  can 
serve  to  reshape  the  existing  family  and  socially  deter- 
mined patterns  of  interactions.  In  the  selection  of  pa- 
tients for  a group,  its  socioeconomic  composition  ordi- 
narily takes  precedence  over  the  diagnostic  categories. 
He  further  claims  that  the  patients  most  suitable  for 
group  therapy  are  those  who  are  severely  neurotic, 
borderline  cases,  and  remitted  psycbotics  who  possess 
the  tolerance  for  the  challenging  psychotherapy. 

This  book  is  also  recommended  for  tbe  nonpsychiat- 
ric physician  who  seeks  a fundamental  orientation, 
since  so  many  of  his  patients  may  now  be  undergoing 
group  psychotherapy.  Morton  M.  Golden,  M.D. 


"Now  you  each  eat  one  of  these  little  sugar  cubes  and 
presto!  . . . color  TV!" 
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Gone  with  the  wind 


The  gas/acid  group  of  disorders 

“The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 

Frees  captured  gas. ..neutralizes  free  acid 

Silain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a therapy  your  patients  can  live  with- 
in comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
gastritis  • dyspepsia 

when  the  patient  prefers  the  convenience  of  a tablet,  select 

Silain-Gel®  Tablets: 

when  the  patient  prefers  a liquid,  select 

Silain-Gel®  Liquid 

Also  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
agent  only:  Silain®  (simethicone)  Tablets 

*Slanger,  a.:  Med.  Times 150  (Feb.)  1966. 


Announcing  the“Antgasid” 


Silain-Gef 


Tablets  : simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
Liquid:  simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 

one  dose  does  both:  frees  captured  gas ...  neutralizes  free  acid 


A.H.  Robins  GDmpany,  Richmond,  Virginia  23220 


MEMORANDUM 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

750  THIRD  AVENUE,  NEW  YORK,  N.  Y.  10017  YUkon  6-5757 


TO;  Officers,  Sections  and  Sessions  Chairmen,  and  others  responsible  for  Reports 

and  Programs  to  appear  in  the  January  1 and  15  issues  of  the  JOURNAL 

FROM;  DR.  FINEBERG,  DR. HAMMOND 

It  has  become  increasingly  apparent  that  deadlines  for  the  January  1 and  15  issues 
of  the  JOURNAL  must  be  met  if  the  Program  Book  and  House  of  Delegates  Handbook 
(made  up  from  standing  type  of  these  issues)  and  ongoing  issues  of  the  JOURNAL  are 
to  be  published  on  time.  It  is  not  necessary  to  delay  reports  for  the  January  1 
and  January  15  issues  awaiting  end-of-the-year  and  fiscal  summations.  These  will 
normally  appear  in  the  June  1 issue.  We  ask  that  you  and  members  of  your  committees 
cooperate,  so  that  these  deadlines,  ending  December  1,  will  be  met  and  we  can 
"clear  the  decks"  for  necessary  work  pertaining  to  the  Annual  Convention  and  the 
regular  issues  of  the  JOURNAL. 

We  impress  upon  you  the  fact  that  material  for  the  Convention  Issues  (January  1 and 
15)  received  before  November  15  will  appear  in  the  January  1 issue  and  material 
received  up  to  and  including  December  1 will  be  included  in  the  January  15  issue. 

NO  MATERIAL  WILL  BE  ACCEPTED  FOR  THESE  ISSUES  OF 

THE JOURNAL  AFTER  THESE  DATES; 


For  January  1 issue  - on  or  before  November  15 


For  January  15  issue  - on  or  before  December  1 


Any  material  that  comes  in  after  these  dates  can  be  set  up  and  distributed  to  members 
from  masters.  Any  material  that  must,  according  to  the  Bylaws,  be  received  by 
members  a month  before  the  Annual  Convention,  must,  of  course,  appear  in  the  January 
1 issue.  May  we  ask  that  meetings  be  scheduled  bearing  these  deadlines  in  mind. 


nEmXyU  FINEBERG,  M.D. 
Executive  Vice-Presider 


WILLIAM  HAMIOND,  M.D. 
Editor 
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ANNUAL 

CONVENTION 


Medical  Society  of  the  State  of  New  York 


FEBRUARY  13  through  17,  1972 

the  AMERICANA  of  New  York 

SCIENTIFIC  PROGRAM,  EXHIBITS,  MOTION  PICTURES 
SUNDAY,  FEBRUARY  13  through  WEDNESDAY,  FEBRUARY  16 


Scientific  Program 


Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested  to 
write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Subcommittee  of  the  Convention  Committee  at  the 
address  given  below. 

A short  abstract  of  the  proposed  presentation  should 
accompany  the  letter. 

DEADLINE:  June  15,  1971 


Scientific  Exhibits 
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of  the  Convention  Committee  at  the  address  given  below. 
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Editorials 


JOURNAL  awards  for  1970 


The  presentation  ceremony  at  the  opening  ses- 
sion of  the  165th  House  of  Delegates  on  February 
14,  1971,  marked  the  tenth  anniversary  of  awards 
made  on  behalf  of  the  Journal. 

The  Redway  Medal  and  Award  for  excellence  in 
medical  writing  was  conferred  by  Walter  Scott 
Walls,  M.D.,  president  of  the  Medical  Society  of 
the  State  of  New  York,  on  Robert  J.  Mones,  M.D., 

’ for  his  two-part  review  article  on  “Parkinson’s 
Disease”  published  in  the  November  1st  and  15th, 

I 1970,  issues  of  the  Journal.  This  review  in  depth 
' of  an  important  neurologic  disease  met  all  the 
^ Journal's  standards  for  timeliness,  substance, 
and  meaning. 

I Tracing  back  to  Parkinson’s  original  description 
of  the  disease  in  1817,  Dr.  Mones  followed  through 
I with  lucid  notations  on  all  the  scientific  develop- 
ments in  the  knowledge  of  the  disease  up  to  the 
present  time.  Concentrating  on  drug  therapy  Dr. 
Mones  brought  this  fascinating  approach  up  to 
the  recent  break-through  in  the  neurochemical  ap- 
proach in  the  use  of  L-dopa  precursor  of  dopa- 
mine. 

This  highly  informative  review,  expertly  writ- 
ten, carried  the  reader’s  interest  from  beginning  to 
end  and  proved  that  medical  writing  need  not  be 
dull. 

Awards  for  Distinguished  Service  to  the  Jour- 
nal were  made  by  Dr.  Walls  to  Paul  Reznikoff, 
M.D.,  and  Bjorn  Thorbjarnarson,  M.D. 

The  citation  of  Dr.  Reznikoff  read  as  follows: 
Dr.  Reznikoff’s  acknowledged  expertise  in  the 
field  of  hematology  has  been  generously  available 
to  the  Journal  through  his  membership  on  the 
associate  editorial  board  for  the  past  eleven  years. 

His  advice  not  only  on  the  substance  of  manu- 
scripts submitted  but  on  the  clarity  and  purity  of 
writing  presented  have  been  invaluable  in  main- 
taining the  high  standards  of  our  publication. 

This  award  measures  our  high  regard  and  deep 
indebtedness  for  all  he  is  doing  for  the  Journal. 

The  citation  of  Dr.  Thorbjarnarson  read  as  fol- 
I lows:  Bjorn  Thorbjarnarson,  M.D.,  for  seven 

years  continuous  and  valued  service  on  its  associ- 
ate editorial  board. 

Dr.  Thorbjarnarson  replaced  John  Beal,  M.D., 
on  the  board  as  consultant  for  surgery  and  as  a 
member  of  the  editorial  council.  He  alone  is  re- 


sponsible for  the  high  worth  of  the  articles  on  sur- 
gery published  by  the  Journal. 

His  sound  judgments  greatly  redound  to  the 
credit  of  the  Journal  and  this  award  is  a measure 
of  our  deep  appreciation  for  all  he  does  for  the 
Journal. 

The  following  roster  of  awards  made  for  the 
Journal  over  the  past  ten  years  is  distinguished 
and  worth  recording. 

JOURNAL  Awards 

1961:  (1st  Redway)  Jerome  A.  Urban,  M.D. 

“Current  Treatment  of  Breast  Cancer” 
(September  15-October  15,  1961). 

1962:  (Redway)  John  Edward  Doyle,  M.D.  (and 

Sidney  Anthone,  M.D.,  Ronald  Anthone, 
M.D.,  Arthur  E.  MacNeill,  M.D.)  “Ultra- 
filtration with  Parallel  Flow,  Straight 
Tube  Dialyzer”  (January  15,  1962). 

1963:  (Redway)  Alvan  L.  Barach,  M.D.  “Hyper- 

baric Oxygen  and  Current  Medical  Uses  of 
Oxygen”  (October  1,  1963). 

1964:  (Redway)  Harry  Grabstald,  M.D.  “Renal- 

Cell  Cancer”  (October  15-November  15, 
1964).  (Distinguished  Service)  Robert  Tu- 
rell,  M.D.,  Harold  Jacobziner,  M.D.,  Wil- 
liam Carson,  M.D. 

1965:  (Redway)  Norman  A.  Harvey,  M.D.  “Cy- 

bernetic Applications  in  Medicine” 
(March  15-April  15,  1965).  (Distin- 

guished Service)  Norman  S.  Moore,  M.D., 
Daphne  A.  Roe,  M.D.,  Michael  S.  Bruno, 
M.D.,  William  B.  Ober,  M.D. 

1966:  (Redway)  Milton  Helpern,  M.D.  “Deaths 

from  Narcotism  in  New  York  City”  (Sep- 
tember 15,  1966).  (Distinguished  Service) 
Paul  A.  Bunn,  M.D.,  Lester  C.  Mark, 
M.D.,  Granville  W.  Larimore,  M.D. 

1967:  (Redway)  Stanley  I.  Fishman,  M.D.  “Pul- 

monary Emphysema — A Clinical  Prob- 
lem” (October  1,  1967).  (Distinguished 
Service)  Alvina  Rich  Lewis,  George  Him- 
ler,  M.D. 

1968:  (Redway)  John  Grant  Gorman,  M.D.  “Rh 

Immunoglobulin  in  Prevention  of  Hemo- 
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lytic  Disease  of  Newborn  Child  (May  15, 
1968).  (Distinguished  Service)  Arthur  M. 
Master,  M.D.,  Gertrude  M.  Hyde,  M.D. 

1969:  (Redway)  George  E.  Rook,  M.D.  (and  Ed- 

ward Wasserman,  M.D.)  “Antibiotics  in 
the  Practice  of  Pediatrics”  (January  15, 


1969).  (Distinguished  Service)  Louis  M. 
Heilman,  M.D. 

1970:  (Redway)  Robert  J.  Mones,  M.D.  “Peirkin- 

son’s  Disease”  (November  1 and  15,  1970). 
(Distinguished  Service)  Paul  Reznikoff, 
M.D.,  Bjorn  Thorbjarnarson,  M.D. 


Medical  Society  of  the  State  of  New  York 

Annual  Convention 

February  13  through  17,  1972 
The  Americana,  New  York  City 
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Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia,  or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactiorts  vnth  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset  i 
and  increased  speed  of  dissolution  of  animal-origin  surgical  | 
sutures.  There  have  been  isolated  reports  of  anaphylactic  ■ 
shock,  albuminuria  and  hematuria.  Ir>creased  tendency  to 
bleed  has  also  been  reported  but  in  controlled  shidies.  it  f 
has  been  seen  with  equal  incider>ce  in  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  nrtedication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 
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Bitabs 


One  foblet  q.i.d. 


trn>4.„  lOOOOONF  OmlOt~o<'TP»<  tOOON.r  UmH: 
« irjphc  Klnity  ta  40  nc  si  N F Un>ui 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


I I fvsN  I the  NATXMAL  DRUG  COMPANY  * % 

9 I I fUl  I OIVISON  OF  ROIAROSON  MERRELL  INC.  * 

PHILADELPHIA.  PENNSYLVANIA  19144  ^ 


nikOCMAM  aiTASS  us  patent  no.  3.00«.eP3  9/70  0009A  161 
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The  treatment  is  singular 


Sdent'ific  Articles 


ECOLOGY  OF 
CORONARY  HEART 
DISEASE 


The  possible  influence  of  external  or  internal  en- 
vironment on  the  pathogenesis  of  coronary  heart 
disease  forms  the  basis  of  this  study.  Risk  factors 
in  relation  to  internal  environment,  such  as  genetic 
abnormalities,  body  build,  hypertension,  personali- 
ty type,  and  elevation  of  serum  cholesterol  are  con- 
sidered. The  effect  of  man's  external  environment 
on  the  development  of  coronary  heart  disease  in- 
cludes a consideration  of  diet,  stress,  climate,  im- 
purities in  inhaled  air,  and  physical  activity.  How- 
ever, it  is  stressed  that  the  pathophysiologic  pro- 
cesses which  determine  the  subsequent  risk  is  es- 
tablished early  in  life  and  that  future  investigations 
of  the  genesis  and  prevention  should  be  centered 
more  on  the  periods  of  childhood  and  adolescence. 


SUSAN  T.  CARVER.  M.D. 

New  York  City 

Assistant  Professor  of  Medicine.  Cornell 
University  Medical  School 

Ecology  is  the  study  of  the  interrelationship  be- 
tween organisms  and  their  environment.  My  as- 
signment was  to  summarize  our  present  knowledge 
of  the  pathogenesis  of  coronary  artery  disease  in 
man  as  it  relates  to  his  environment,  both  internal 
and  external. 

Review  of  problem 

It  is  known  that  coronary  atherosclerosis  exists 
at  autopsy  in  practically  all  adult  patients  and, 
indeed,  to  a significant  degree  in  young  people  in 
their  twenties  who  have  died  from  other  causes. 
What  we  do  not  know  is  why  one  man  of  fifty  dies 
suddenly  from  this  arterial  abnormality,  another 
sustains  a classic  acute  myocardial  infarction  and 
recovers  in  a hospital  coronary  care  unit,  a third 
suffers  for  years  with  angina  pectoris  without  in- 
farction, and  still  a fourth  has  no  symptoms  what- 
soever but  has  evidence  of  infarction  on  his  electro- 
cardiogram. 

This  overt  coronary  disease  occurs  after  the 
pathologic  process  has  been  progressing  for  many 
years.  Most  of  our  research  has  been  directed 
toward  investigating  and  treating  the  end  stages, 
as  with  the  development  of  hospital  coronary  care 
units  and  more  recently  mobile  coronary  care  units 
for  acutely  afflicted  patients.  These  end  stages 
result  from  an  unknown  number  of  processes,  most 
of  which  are  probably  irreversible  and  most  of 
which  are  interrelated  to  a degree.  We  do  not 
know  whether  or  not  the  electrical,  physiologic, 
biochemical,  and  other  abnormalities  of  the  end 
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stages  were  of  importance  in  the  early  cause  of 
coronary  disease.  We  do  not  know  whether  or 
not  the  external  environment  or  the  internal  en- 
vironment has  the  greater  influence  on  the  patho- 
genesis and  manifestations  of  the  disease. 

I do  not  expect  to  answer  these  questions  but 
rather  to  present  a summary  of  what  we  have 
learned  from  studying  the  end  stages  and  the 
inferences  which  may  be  drawn  concerning  the 
natural  history. 

Pathologic  findings 

A concise  book  by  Osborn^  describes  elegantly 
and  readably  the  microscopic  picture  of  the  coro- 
nary arteries  from  birth  to  old  age.  He  studied  a 
large  number  of  hearts  from  patients  of  all  ages 
who  had  died  from  a variety  of  causes,  some  of 
them  from  overt  coronary  disease.  He  demon- 
strated that  the  coronary  arteries  are  normal  in  all 
babies  at  birth  and  that  no  apparent  in  utero  factor 
could  be  found.  However,  by  age  five,  only  one 
third  of  the  children  studied  still  had  the  ideal 
normality  seen  at  birth.  After  age  fifteen,  this 
ideal  normal  condition  became  very  rare,  and  the 
dangerous  lesions  appeared  with  increasing  fre- 
quency. On  the  other  hand,  development  of  ab- 
normalities was  not  apparently  caused,  per  se,  by 
the  aging  process,  since  many  elderly  hearts 
showed  only  slight  intimal  thickening.  The 
pathologic  study  did  not  show  what  caused  the 
childhood  alterations  which  pave  the  way  for 
dangerous  lesions  nor  what  prevented  some  of 
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the  elderly  hearts  from  sustaining  such  lesions. 
It  did  not  show  why  one  heart  could  sustain  mul- 
tiple insults  without  dying  and  another  only  one 
episode. 

In  the  patients  dying  from  coronary  heart  dis- 
ease, there  were  three  major  fatal  lesions.  These 
were  slow  fibrous  strangulation  of  the  lumen, 
thrombosis  of  an  already  narrowed  lumen,  and 
rupture  of  an  atheromatous  plaque. 

Just  as  the  pathologist  has  been  tracing  the  gross 
and  microscopic  findings  of  the  coronary  arteries 
from  birth  to  the  time  when  their  disease  state 
causes  death,  the  electrocardiographer  is  now  be- 
coming more  interested  in  the  longitudinal  exami- 
nation of  patients’  electrocardiograms.  The  ad- 
vent of  coronary  care  units  with  continuous  moni- 
toring devices  brought  to  our  attention  that  dys- 
rhythmias were  frequently  the  cause  of  death  and 
mortality  rates  could  be  significantly  reduced  if 
these  dysrhythmias  were  treated  aggressively  and 
early.  We  now  appear  to  be  at  a leveling-off  period 
in  mortality  rate  reduction  by  these  means,  and 
attention  is  being  directed  in  two  directions:  first, 
toward  the  so-called  prehospital  phase  of  myo- 
cardial infarction,  investigating  the  causes  of  delay 
in  hospitalization,  providing  mobile  coronary  care 
units  for  treatment  in  the  early  acute  stage,  and  so 
on;  second,  toward  finding  more  specific  premoni- 
tory signs  that  will  enable  us  to  predict  the  individ- 
ual who  may  be  subject  to  sudden  death  or  myo- 
cardial infarction. 

The  finding  of  left  ventricular  hypertrophy  on 
the  electrocardiogram  has  proved  to  be  indicative 
of  significant  risk,  but  it  does  not  provide  a time 
prognosis.  A positive  exercise  tolerance  test,  like 
a history  of  angina,  indicates  coronary  disease  but 
again  does  not  predict  the  imminence  of  a life- 
threatening  event. 

Dysrhythmias  in  asymptomatic  people  may  be 
a fruitful  area  of  investigation  which  will  allow 
us  to  predict  which  persons  are  at  high  risk  from 
their  coronary  disease  and  lead  to  the  means  of 
prevention.  A study  has  been  performed  by  Hin- 
kle, Carver,  and  Stevens^  which  determined  the 
incidence  and  type  of  asymptomatic  arrhythmias 
that  occurred  in  a random  sample  of  active  mid- 
dle-aged American  men  during  a six-hour  record- 
ing period  of  ordinary  activity  and  correlated  this 
with  subsequent  death  from  coronary  heart  dis- 
ease. 

Nineteen  of  283  men  recorded  died  from  coro- 
nary events;  of  these  9 were  sudden  and  apparently 
without  prodromata  according  to  witnesses,  4 
additional  men  had  pain  and  died  within  the  hour, 
and  the  remainder  died  in  the  hospital. 

The  frequency  of  dysrhythmias  and  conduction 
disturbances  within  the  total  sample  is  astounding, 
even  though  we  know  that  their  existence  in  ap- 
parently normal  individuals  has  long  been  de- 
scribed. Supraventricular  premature  contractions 
and  other  supraventricular  arrhythmias  were 


found  in  76  per  cent  of  the  recordings.  These  in- 
cluded pairs,  bigeminal  and  multiple  consecutive 
supraventricular  premature  contractions,  paroxys- 
mal atrial  tachycardia,  and  paroxysmal  atrial  fib- 
rillation. Their  presence  alone,  without  concomi- 
tant ventricular  ectopic  beats  or  conduction  de- 
fects, was  not  associated  with  either  existing 
evidence  of  coronary  disease  or  with  subsequent 
death  from  coronary  heart  disease. 

On  the  other  hand,  62.2  per  cent  of  the  record- 
ings demonstrated  ventricular  premature  con- 
tractions and  complex  ventricular  dysrhythmias. 

The  analysis  revealed  a difference  in  distribution 
of  the  complex  ventricular  arrhythmias.  Records 
containing  many  ventricular  premature  contrac- 
tions had  more  than  the  expected  number  of  epi- 
sodes of  bigeminy  and  trigeminy,  but,  in  general, 
the  incidence  increased  as  frequency  of  ventricular 
premature  contractions  increased.  A very  dif- 
ferent situation  existed  for  pairs  of  ventricular 
premature  contractions  and  paroxysmal  ventric-  j 
ular  tachycardia.  They  were  not  a direct  function 
of  the  number  of  ventricular  premature  contrac- 
tions in  the  record.  Some  episodes  of  paired  ven- 
tricular beats  and  ventricular  tachycardia  have  j 
been  found  in  quite  isolated  locations  in  records  i 
that  contained  relatively  few  other  ventricular  j 
ectopic  beats.  I 

What  was  the  significance  of  these  findings  I 
relative  to  coronary  deaths?  The  men  who  had 
more  than  10  ventricular  premature  contractions 
per  1,000  had  ten  times  greater  probability  of  | 
death  than  men  with  no  ventricular  premature 
contractions.  As  would  be  expected,  these  men 
also  had  more  coupled  and  tripled  ventricular  pre-  i 
mature  contractions.  Surprisingly  enough,  paired 
ventricular  premature  contractions  and  runs  of 
ventricular  tachycardia  apparently  were  not  asso-  ; 
dated  with  any  greater  risk  than  that  indicated 
by  the  frequency  of  the  ventricular  premature  1 

contractions.  In  addition,  all  9 men  who  had  one  j 

or  more  runs  of  from  3 to  10  ventricular  ectopic  j 

beats  were  still  alive  five  years  after  the  initial  j 

study.  I 

The  longitudinal  study  of  this  phenomenon  is  ■ 
being  carried  backward  to  involve  men  in  their 
third  and  fourth  decades  and  hopefully  should 
provide  some  insight  into  why  and  when  ectopic 
ventricular  beats  appear.  Another  study  has  ! 

begun,  examining  very  high-risk  men  who  have  I 

not  had  first  events,  to  try  to  determine  the  [ 

immediate  prognostic  implications  of  ventricular  [ 

premature  contractions.  | 

Let  us  now  turn  to  some  of  the  variables  which  f 

may  produce  the  disease  which  causes  these  j 

pathologic  and  electrocardiographic  findings.  ? 

Figure  1 shows  an  arbitrary  division  of  demon-  | 
strated  and  implied  etiologic  factors  into  those  | 

which  are  part  of  our  internal  environment,  those  '• 

which  are  part  of  the  external  environment,  and 
those  which  are  apparently  interrelated.  Those  of 
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FIGURE  1.  Etiologic  factors  in  internal  and  external 
environments. 


the  internal  environment,  over  which  we  can  exert 
relatively  little  control,  are  fewer  in  number. 

Internal  environment 

Family  history  could  be  an  etiologic  factor. 
Although  most  physicians  can  recall  families 
which  have  a pronounced  coronary  history,  there 
is  apparently  little  increased  risk  unless  a true 
genetic  abnormality  exists,  such  as  the  lipoprotein 
diathesis  which  will  be  discussed  later. 

The  second  factor  is  body  build.  The  Framing- 
ham and  other  studies  have  indicated  that  there 
is  a physique-risk  contribution  to  coronary  heart 
disease,  independent  of  the  risk  engendered  by  hy- 
pertension or  increased  cholesterol.  Although 
there  are  several  contradictory  reports  in  the 
literature,  the  most  recent  Framingham  study 
appears  to  clarify  them  somewhat.^  They  found 
that  mesomorphic  body  build  was  a significant  risk 
factor  in  the  group  in  which  angina  pectoris,  coro- 
nary insufficiency,  or  sudden  death  developed,  but 
not  in  the  group  in  which  myocardial  infarction  as 
the  manifestation  of  coronary  disease  developed. 

Hypertension  which  can  be  cured  is  all  too  rare 
compared  with  the  total  incidence  of  the  disease. 
Once  one  has  excluded  the  diagnosis  of  aortic  co- 
arctation, pheochromocytoma,  renal  artery  steno- 
sis, or  unilateral  renal  disease,  there  remains  the 
large  majority  with  so-called  “essential  hyper- 
tension.” The  cause  is  certainly  not  clear  and  not 
in  the  realm  of  this  discussion;  therefore,  I place  it 
as  a part  of  the  internal  environment  which  may 
be  affected  by  such  externals  as  stress,  diet,  and  so 
on.  Regardless,  all  studies  conclude  that  diastolic 
hypertension,  and  most  likely  systolic  as  well,  car- 
ries with  it  an  increased  risk  of  coronary  heart 
disease.  Coexistence  of  abnormal  blood  lipids 
and  electrocardiographic  abnormalities  greatly 
increases  the  risk.  Effective  treatment  of  hyper- 
tension by  the  many  drugs  now  available  delays 
the  appearance  of  overt  coronary  disease. 

Personality  type  has  been  cited  as  a risk  factor. 
Again  we  have  the  interaction  from  birth  between 
heredity  and  environment.  I think  most  mothers 
of  more  than  one  child  are  convinced  that  the  child 
very  shortly  after  birth,  if  not  in  utero,  evidences 
his  personality  type.  Some  are  born  reasonable. 


patient,  and  calm;  others  are  restless,  impatient, 
aggressive,  and  competitive.  Friedman  et  al.*^ 
designated  the  former  as  type  B and  the  latter  as 
type  A and  demonstrated  a six  times  higher  inci- 
dence of  coronary  disease  when  a man  had  type  A 
personality  associated  with  increased  blood  pres- 
sure or  lipoprotein  abnormality. 

Other  studies  have  not  supported  these  observa- 
tions. A retro-  and  prospective  nationwide  study 
of  employes  of  the  Bell  Telephone  System  found  no 
striking  psychologic  factor  that  could  be  used  to 
identify  the  men  in  whom  coronary  heart  disease 
developed.  Rather,  it  appeared  that  the  coronary 
fate  was  established  by  the  time  the  men  were 
hired  in  their  twenties  and  that  it  was  not  signifi- 
cantly affected  by  their  subsequent  employment 
experiences  or  personal  lives.’ 

This  group  could  be  divided  into  “college”  and 
“no-college”  men,  differing  in  social  class  and 
education  but  not  ethnic  or  genetic  backgrounds. 
Examination  of  a sample  of  the  men,  aged  thirty 
to  forty,  indicated  that  “no-college”  men  had  a 
greater  amount  of  body  fat,  higher  serum  choles- 
terols,  higher  mean  blood  pressures,  and  general- 
ly exhibited  a greater  number  of  findings  regarded 
as  risk  factors  for  coronary  heart  disease. 

Data  traced  over  a period  of  thirty  years  indi- 
cated that  a greater  proportion  of  the  “no-college” 
men  died  of  coronary  disease  between  the  ages  of 
thirty  and  sixty.  Among  the  survivors  at  age  fifty 
to  sixty,  there  was  more  evidence  of  overt  coronary 
heart  disease  in  the  “no-college”  men  than  in  the 
“college”  men.  In  this  older-age  group,  the  “no- 
college” men  were  still  more  obese.  Serum 
cholesterol  levels  and  blood  pressures  were  only 
sightly  higher  in  the  “no-college”  men,  but 
evidence  of  cardiomegaly  and  of  electrocardio- 
graphic abnormalities,  atherosclerosis  of  other 
vessels,  and  diabetes  mellitus  were  more  common 
in  the  “no-college”  group. 

In  addition,  the  “no-college”  men  began  to 
smoke  cigarets  at  an  early  age,  smoked  more,  and 
fewer  of  them  had  quit  by  middle  age.  They  de- 
scribed a higher  caloric  intake  and  dietary  pref- 
erences consistent  with  the  development  of  a 
higher  degree  of  obesity.  However,  there  was 
little  difference  in  habitual  physical  activity  be- 
tween the  “college”  and  “no-college”  men,  since 
mechanization  had  reduced  the  heavy  physical 
work  of  the  blue-collar  “no-college”  men,  and  the 
“college”  men  executives  tended  to  take  sufficient 
weekend  exercise  to  offset  the  remaining  dif- 
ference. 

Another  difference  found  was  that  executives, 
managers,  and  supervisors  had  a lower  incidence  of 
coronary  heart  disease  than  blue-collar  foremen 
and  workmen.  This  seemed  to  be  primarily  by 
occupational  selection  because  of  promotion  of 
men  with  good  records  of  attendance  and  perfor- 
mance. These  men  were  usually  slimmer  and  had 
fewer  other  risk  factors  associated  with  coronary 
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heart  disease  than  the  men  who  were  not  pro- 
moted. This  selective  process,  plus  the  relatively 
greater  proportion  of  “college”  men  in  the  upper- 
level  ranks,  accounted  for  the  lower  risk  of  coronary 
heart  disease  manifest  in  managers  and  executives. 

The  next  factor  is  disorders  of  fat  metabolism. 
Studies  virtually  unanimously  agree  that  elevation 
of  the  serum  cholesterol  to  a value  greater  than  250 
mg.  per  100  ml.  carries  with  it  an  increased  risk 
of  coronary  heart  disease.  Where  the  internal  en- 
vironment of  disease  and  genetic  abnormalities 
merges  with  the  external  environmental  variable  of 
rich  diet  is  still  unclear.  However,  regardless  of 
cause,  the  lowering  of  cholesterol  and  the  hyper- 
lipidemia it  often  represents,  regardless  of  cause, 
can  in  part  be  achieved  by  means  of  dietary 
management  and  drugs. 

The  internal  causes  of  disorders  of  fat  metabo- 
lism can  now  be  separated  into  primary  and 
secondary.  The  primary  hyperlipidemias  have 
been  categorized  into  five  phenotypes,  recognized 
on  the  basis  of  electrophoretic  serum  lipoprotein 
patterns.® 

Treatment  of  type  I requires  restriction  of  fat 
intake  to  35  Gm.  per  day  or  less,  whether  saturat- 
ed or  unsaturated.  No  drugs  are  useful.  Dietary 
management  with  avoidance  of  high-carbohydrate 
levels  is  important  in  the  rest.  Types  II  and  III 
require  cholesterol  intake  also  to  be  reduced. 
Types  in  and  IV  respond  to  weight  reduction  and 
unsaturated  fat  diets.  Type  V also  benefits  from 
weight  reduction  and  limitation  of  both  dietary 
fats  and  carbohydrates.  Of  the  drugs,  clofibrate  is 
the  first  choice  for  patients  with  types  III,  IV,  and 
V,  It  helps  somewhat  in  type  II.  Cholestyramine 
is  primarily  used  as  a means  of  lowering  cholesterol 
and  beta  lipoproteins  in  type  II  hyperlipidemia. 
Other  drugs  include  nicotinic  acid  and  d-thyrox- 
ine.  The  distribution  and  incidence  of  the  five 
phenotypes  in  the  general  population  remain  to  be 
determined,  but  in  terms  of  gross  familial  dyscra- 
sias  all  five  have  low-prevalence  rates  and 
therefore  minimal  effect  on  total  coronary  disease 
incidence. 

The  secondary  causes  of  hyperlipidemia  are 
several,  including  diabetes  mellitus,  hypothyroid- 
ism, the  nephrotic  syndrome,  glycogen  storage 
disease,  multiple  myeloma,  and  others.  These  are 
best  treated  by  focusing  on  the  causative  disease. 

External  environment 

I shall  now  turn  to  man’s  external  environment 
and  its  effect  on  the  development  of  coronary  heart 
disease. 

The  matter  of  diet  is  one  that  usually  can  be 
counted  on  to  create  controversy.^  It  has  been 
said  that  there  are  two  groups;  one  believes  diet 
is  nonsense,  the  other  that  diet  is  crucial,  and 
neither  group  has  irrefutable  evidence.  The  excep- 
tion, of  course,  is  the  previously  discussed  genetic 
hyperlipidemias.  Most  conclusions  from  epi- 


demiologic studies  favoring  a dietary  factor  point 
out  the  marked  contrasts  in  dietary  habits  coinci- 
dent with  differences  in  incidence  of  coronary  dis- 
ease. The  populations  of  the  economically  more 
affluent  nations  ingest  diets  higher  in  animal  food- 
stuffs, calories,  total  fat,  saturated  fat,  cholesterol, 
carbohydrates,  and  sugar.  Measurements  of 
serum  lipids  in  these  populations  tend  to  be  higher. 
Geographic,  ethnic,  and  other  similar  factors 
appear  to  be  less  important,  since  the  upper-class 
groups  of  poorer  countries,  whose  diets  approach 
those  of  ours  in  richness,  tend  to  have  higher  lipid 
levels  than  the  lower  classes.  Similarly,  groups 
that  migrate  to  areas  of  richer  diet  also  undergo 
increases  in  lipid  levels  and  increased  occurrence 
rates  of  atherosclerotic  disease.  This  all  suggests 
that  the  socioeconomic  factor  which  establishes 
habitual  diet,  usually  at  an  early  age,  is  a crucial 
one. 

The  factor  of  stress  is  one  about  which  there  is 
very  little  information.  Our  environment  is  cer- 
tainly a stressful  one;  whether  more  so  than  in 
other  cultures,  other  economic  levels,  other  genera- 
tions cannot  really  be  evaluated  as  a single  entity. 

The  next  external  factor  I wish  to  mention  is  ; 
climate.  Again,  this  is  difficult  to  separate  from  | 
other  concomitant  variables.  However,  several  j 
studies  do  indicate  that  seasonal  extremes,  at  least 
in  this  country,  are  associated  with  increased  coro- 
nary mortality  rates.  During  the  winter  in 
northern  latitudes,  despite  good  heating  systems, 
and  during  the  summer  in  southern  latitudes, 
there  was  an  increased  incidence  of  coronary 
deaths.  The  best  “comfort  index”  as  calculated 
from  temperature  and  humidity  was  associated  | 
with  the  lowest  death  rate. | 

Components  of  drinking  water  have  been  ^ 
implicated.  Whether  or  not  water  hardness  or  j 
softness  is  important  has  not  been  wholly  clarified 
by  several  conflicting  reports.  In  one  study  in 
England,  death  rates  from  coronary  heart  disease  ^ 
were  inversely  proportional  to  the  hardness,  the 
concentration  of  calcium  carbonate,  of  the  local 
water  supply.”  Autopsy  did  not  show  any  dif- 
ference in  the  degree  of  coronary  sclerosis,  and  | 
a myocardial  factor  perhaps  related  to  the  calcium  ' 
ion  was  postulated.  [, 

In  another  study,  coronary  disease  was  found  to  i 
be  greater  in  hard-water  areas,  and  it  was  believed  | 
to  be  related  to  potassium  and  magnesium  ion  [j 
concentration.^'^  ^ 

Most  intriguing  is  a report  from  Ontario,  where  i 
a higher  death  rate  in  soft-water  areas  as  compared 
with  hard-water  areas  could  be  wholly  explained 
by  an  excess  of  sudden  deaths,  people  who  did  not 
live  to  reach  a hospital,  in  the  soft-water  areas.*® 
The  authors  suggest  that  the  main  effect  of  water 
hardness  is  on  the  mechanism  causing  death,  per- 
haps an  increased  susceptibility  to  lethal  ar- 
rhythmias, in  people  with  pre-existing  coronary 
disease. 
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The  cause  of  the  increased  risk  factor  of  smoking 
cigarets  in  relation  to  coronary  heart  disease  has 
not  yet  been  clarified,  but  several  studies  give 
clues.  Nicotine,  per  se,  has  not  been  shown  to  have 
an  atherogenic  effect  in  animals.  One  author 
postulates  that  tobacco  is  an  antigen,  with  or  with- 
out nicotine,  citing  that  one  can  experimentally 
produce  coronary  artery  disease  in  rabbits  im- 
munized with  denicotinized  tobacco,  that  peri- 
vascular eosinophilic  infiltrates  are  seen  around 
phlebitic  veins  of  smokers,  and  that  so-called 
allergic  smokers  get  coronary  artery  disease  mani- 
festations earlier  than  nonallergic  smokers.'^ 

Another  approach  with  more  generalized  impli- 
cations in  respect  to  the  whole  subject  of  the  qual- 
ity of,  and  impurities  in,  inhaled  air  is  as  follows: 
Animals  were  placed  in  an  atmosphere  high  in  car- 
bon monoxide,  sufficient  to  produce  10  to  15  per 
cent  carboxyhemoglobin;  at  autopsy,  significant 
arterial  lesions  were  found  which  were  similar  to 
those  produced  by  hypoxia,  namely,  a 10  per  cent 
rather  than  20  per  cent  oxygen  atmosphere.'^ 
Ayres  et  a/."'  have  investigated  the  metabolic 
changes  in  man  after  experimental  carbon  mon- 
oxide exposure.  Patients  with  coronary  disease 
were  less  able  to  increase  coronary  blood  flow  after 
carbon  monoxide  exposure  than  noncoronary  sub- 
jects and  began  to  produce  lactate  and  pyruvate, 
indicating  impairment  of  oxidative  metabolism."’ 
In  another  study,  they  demonstrated  in  smokers 
with  early  peripheral  and  coronary  arteriosclerosis 
an  increased  concentration  of  carboxyhemoglobin 
in  the  range  of  10  to  15  per  cent.  As  mentioned 
earlier,  this  was  the  concentration  associated  with 
production  of  arterial  lesions  in  animals.'' 

In  still  another  study,  it  has  been  shown  that 
there  is  a shift  in  the  oxyhemoglobin  dissociation 
curve  in  patients  with  peripheral  vascular  disease; 
the  magnitude  of  this  shift  was  associated  with  age 
and  cigaret  smoking.'" 

All  of  these  studies  point  to  deoxygenation  of 
inspired  air  primarily  or  secondarily  as  a causative 
factor  in  coronary  disease.  The  concentration  of 
carbon  monoxide  and  other  pollutants  in  the  in- 
spired air,  especially  during  periods  of  so-called 
atmospheric  inversions,  has  been  associated  with 
an  increased  death  rate  especially  in  people  with 
pulmonary  and  coronary  diseases;  one  may  infer 
that  this  sudden  hypoxia  may  have  been  the  major 
factor.  I do  not  know  whether  studies  such  as 
those  of  Ayres  have  been  performed  on  subjects 
under  these  atmospheric  conditions  or  even  on 
policemen  in  traffic  tunnels  who  are  subjected  to 
high  concentrations  of  carbon  monoxide  in  auto- 
mobile exhaust. 

The  final  external  environmental  factor  is 
physical  activity.  Various  studies  support  the 
thesis  that  physical  activity  is  relevant  to  coro- 
nary heart  disease  and  that  men  in  jobs  requiring 
less  activity  are  more  apt  to  suffer  from  coronary 
disease  than  men  whose  work  is  strenuous.  To  be 


valid,  studies  must  include  the  amount  of  exercise 
performed  away  from  the  job  and  the  original 
reason  for  job  selection,  and  some  studies  are 
deficient  in  this  respect. 

A careful  study  of  a (Ireater  New  York  Health 
Insurance  Plan  population  by  Frank'"  demon- 
strated some  interesting  findings.  The  least  active 
men  had  an  early  mortality  rate  twice  as  high  as 
the  most  active  following  a myocardial  infarction. 
This  held  true  in  the  presence  or  absence  of  prior 
blood  pressure  elevation  or  angina  pectoris.  The 
least  active  men,  in  addition,  had  four  times  the 
chance  of  incurring  a rapidly  fatal  infarction  in 
comparison  with  men  who  had  been  habitually 
more  active.  Thus  an  early  and  ongoing  pattern 
of  physical  exertion  may  well  reduce  coronary  risk. 

Summary 

The  most  significant  implication  of  the  ecologic 
and  pathologic  features  of  coronary  artery  disease 
is  that  the  pathophysiologic  processes  which  deter- 
mine the  subsequent  risk  have  already  been 
established  very  early  in  life.  Our  internal  en- 
vironment is  of  relatively  little  importance  when 
the  magnitude  of  the  problem  is  considered.  Our 
external  environment,  that  world  in  which  we  live 
and  have  cared  for  not  too  well,  is  becoming  more 
and  more  implicated.  Our  overt  habit  patterns 
established  in  childhood  and  adolescence  of 
smoking,  eating,  physical  activity,  associated  with 
the  existing  social  mores  and  economics,  appear  to 
change  relatively  little  during  adult  years  regard- 
less of  changes  of  occupation,  social  status,  or  de- 
sire to  change.  Whether  the  development  of  coro- 
nary atherosclerosis  is  an  outgrowth  of  the  con- 
tinuation of  these  habits  or  whether  it  is  based  on 
a continuation  of  fundamental  patterns  of  me- 
tabolism established  early  in  life  is  not  clear.  What 
does  appear  clear  is  that  future  investigations 
of  the  genesis  of  coronary  heart  disease,  and  also 
ultimately  the  prevention,  should  be  centered 
more  on  the  periods  of  childhood  and  adolescence 
than  they  have  been  up  to  this  time. 
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Oral  contraceptives  were  introduced  in  1956 
with  the  description  of  the  progestins,  norethin- 
drone  and  norethynodrel.  The  original  studies 
of  women  who  had  stopped  taking  oral  contracep- 
tives showed  that  there  was  a resumption  of  nor- 
mal menstrual  function  and  fertility  within  three 
months.^  Amenorrhea  during  treatment  with 
birth  control  pills  was  noted  early  as  a complica- 
tion.^” It  was  not  until  1966,  however,  that 
Whitelaw,  Nola,  and  Kalman,'’  Kotz  and  Dodek,^ 
and  Shearman®  reported  prolonged  amenorrhea, 
anovulation,  and  infertility  after  cessation  of  oral 
contraceptive  therapy.  Amenorrhea  after  use  of 
various  oral  contraceptive  progestins  is  often  less 
than  three  months  in  duration^’ prolonged 
amenorrhea  refers  to  lack  of  spontaneous  men- 
struation for  twelve  months  or  more.  The  patient 
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The  possibility  of  prolonged  amenorrhea  after  with- 
drawal of  oral  contraceptives  has  become  increasing- 
ly apparent.  Patients  with  previous  histories  of 
anovulatory  cycles  stand  a greater  risk  of  this  com- 
plication, and  oral  contraceptives  should  not  be  used 
to  treat  oligoamenorrhea.  The  use  of  clomiphene 
citrate  (Clomid),  medroxyprogesterone  acetate 
(Provera),  and  conjugated  equine  estrogens  (I*rem- 
arin)  to  induce  cyclic  bleeding  is  discussed.  For 
patients  with  persistent  anovulation  after  with- 
drawal of  oral  contraceptives  in  whom  all  diagnostic 
tests  are  negative,  therapy  should  he  initiated  by 
the  twelfth  amenorrheic  month  with  a three-  to  six- 
month  trial  of  prednisone,  followed  by  a six-month 
trial  of  clomiphene  citrate.  If  ovulation  is  still  not 
induced,  combinations  of  human  chorionic  gonado- 
tropin with  FSH  and  with  clomiphene  citrate  may 
have  to  be  employed. 


is  usually  referred  to  the  gynecologist  because  of 
infertility."  It  is  unfortunate  that  the  syndrome 
occurs  at  precisely  the  time  when  the  patient  de- 
cides to  increase  her  family.  This  possible  com- 
plication of  oral  contraceptive  therapy  has  become 
increasingly  apparent,'-"-^"  and  it  will  undoubtedly 
be  occurring  more  frequently  with  the  current  use 
of  oral  contraceptives.  Thus,  every  practitioner 
who  prescribes  this  medication  must  be  familiar 
with  this  problem. 

Diagnostic  studies  in  most  of  these  cases  are 
often  unrevealing  in  that  no  organic  lesion  is 
found. Hypothalamic  suppression  is  generally 
held  responsible  for  the  anovulation. There  is 
an  increased  incidence  of  pre-existing  menstrual 
irregularities  among  these  patients,  although 
more  than  half  of  all  reported  cases  have  had  his- 
tories of  normal  menses.  Most  patients  had  taken 
combination  rather  than  sequential  hormonal 
preparations,  probably  because  the  former  is  pre- 
scribed more  often  and  offers  greater  protection 
against  pregnancy. There  has  been  no  consis- 
tent correlation  between  the  duration  of  oral  con- 
traceptive therapy  and  the  severity  and  duration 
of  hypothalamic  suppression.'®  Suppression  may 
be  multilevel,  with  a refractory  ovary  (low  urinary 
estrogens)  and  an  atrophic  endometrium  as  well 
as  an  unresponsive  hypothalamus.'®  At  the  pres- 
ent time,  it  is  impossible  to  predict  which  patients 
will  develop  anovulation  after  oral  contraceptive 
therapy;  nevertheless,  it  is  generally  agreed  that 
patients  with  pre-existing  oligoamenorrhea  and 
anovulatory  cycles  are  at  a greater  risk."’'®’-*  It 
would  therefore  seem  prudent  to  avoid  such  medi- 
cation in  these  patients. 

At  the  Obstetrics-Gynecology  Clinic  at  The 
27th  Tactical  Hospital,  we  see  many  female  pa- 
tients with  such  a history  who  have  been  placed 
on  oral  contraceptives  prior  to  becoming  Air  Force 
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dependents.  We  have  also  seen  a number  of 
young  nulliparous  females  who  have  been 
“cycled”  with  birth  control  pills  as  treatment  of 
oligoamenorrhea.  It  is  our  policy  to  stop  the  oral 
contraceptives  in  these  patients  immediately  and 
have  them  keep  an  accurate  record  of  their  subse- 
quent menstrual  flow.  Premenstrual  symptoms 
suggestive  of  ovulation  are  also  recorded.  The 
charting  of  basal  body  temperature  may  also  be 
advisable.  K oligoamenorrhea  and  anovulatory 
cycles  persist  for  longer  than  six  months  after  ces- 
sation of  oral  contraceptive  therapy,  a diagnostic 
evaluation  is  begun.  Persistence  of  symptoms  for 
longer  than  twelve  months  is  generally  an  indica- 
tion to  institute  therapy.  Oral  contraceptives  are 
not  used  again  in  these  patients  until  fertility  has 
been  proved  by  pregnancy. 

The  following  is  a case  of  prolonged  amenorrhea 
resulting  from  oral  contraceptive  therapy  in  a pa- 
tient with  a long  history  of  oligoamenorrhea. 

Case  report 

A twenty-year-old  female  gravida  0 para  0 was 
seen  for  the  first  time  at  The  27th  Tactical  Hospital 
on  November  4,  1969,  complaining  of  amenorrhea 
since  May,  1968.  The  patient  had  been  treated  with 
ethynodiol  diacetate  with  mestranol  (Ovulen-21) 
from  February,  1968,  until  May,  1968,  for  oral  con- 
traceptive purposes.  There  was  a long  history  of  oli- 
goamenorrhea prior  to  starting  the  birth  control  pills. 
Menarche  was  at  age  fifteen,  and  since  then  the  pa- 
tient had  never  had  more  than  3 or  4 menstrual  peri- 
ods per  year;  with  each  period  there  was  generally  a 
scant  to  light  flow  lasting  a variable  number  of  days. 
Dysmenorrhea,  bloating,  breast  tenderness,  or  other 
symptoms  suggestive  of  ovulation  had  not  been  ob- 
served. 

The  patient  experienced  scant  to  light  menstrual 
flow  each  month  after  withdrawal  of  the  compound. 
There  was  a normal  withdrawal  period  in  May,  1968, 
after  discontinuing  the  oral  contraceptive.  She  was 
treated  with  a parenteral  progesterone  preparation 
resulting  in  four  days  of  bleeding  two  weeks  later. 
She  was  again  seen  by  the  same  practitioner  in  De- 
cember, 1968,  complaining  of  amenorrhea  since  the 
last  “treatment.”  Parenteral  progesterone  was 
given,  again  resulting  in  withdrawal  bleeding. 

Absence  of  spontaneous  bleeding  continued,  and  so 
the  patient  went  to  a local  gynecologist  in  March, 
1969.  She  was  treated  with  medroxyprogesterone 
acetate  for  several  days  again  resulting  in  withdrawal 
bleeding.  Amenorrhea  persisted  after  this;  thus,  the 
patient  finally  came  to  The  27th  Tactical  Hospital  in 
November,  1969,  with  a total  of  eighteen  months 
without  spontaneous  menses.  The  review  of  systems 
showed  essentially  negative  results.  Headache,  ga- 
lactorrhea, polyuria,  polydypsia,  polyphagia,  ner- 
vousness, insomnia,  exophthalmos,  virilization,  hir- 
sutism, abdominal  pain,  and  abdominal  swelling, 
among  other  things,  were  all  denied.  Personal  histo- 
ry and  family  history  were  noncontributory. 

Physical  examination  on  November  4,  1969,  re- 
vealed a slightly  obese,  well-developed,  well-nour- 
ished white  female  in  no  distress.  Her  blood  pres- 


sure was  120/80,  pulse  80  and  regular,  and  respira- 
tions 12.  Examination  of  the  head  was  within  nor- 
mal limits.  The  thyroid  gland  was  not  palpable. 
The  heart  and  lungs  were  normal,  and  the  liver  and 
spleen  were  not  palpable.  There  was  no  flank  ten- 
derness or  ankle  edema.  Neurologic  examination 
findings  were  negative.  The  breasts  were  moderate- 
ly well  developed.  Pelvic  examination  revealed  a 
normal  female  escutcheon  and  normal  external  geni- 
talia. There  was  minimal  vaginal  discharge  and  no 
cervical  erosion.  The  external  os  was  patent.  The 
uterus  was  anteflexed  and  was  of  normal  size,  shape, 
and  consistency.  The  ovaries  were  difficult  to  evalu- 
ate because  of  moderate  obesity,  but  no  cystic  mass- 
es were  palpable. 

Certain  laboratory  data  were  obtained;  complete 
blood  count  : hemoglobin,  15  Gm.  per  100  ml.;  he- 
matocrit, 46;  white  blood  cell  count,  9,900  with  53 
neutrophils,  1 band,  55  lymphocytes,  and  1 eosino- 
phil; and  platelets  were  adequate  by  smear.  Uri- 
nalysis results  were  normal,  VDRL  test  results  were 
negative.  Blood  chemistries:  blood  urea  nitrogen, 

20  mg.  per  100  ml.;  fasting  blood  sugar,  87  mg.  per 
100  ml.;  serum  electrolytes,  normal;  and  serum  cho- 
lesterol, 195  mg.  per  100  ml.  Skull  and  chest  x-ray 
film  findings  were  negative.  Twenty-four-hour  urine 
studies  revealed  17-ketosteroids,  8.6  mg.  per  twenty- 
four  hours  (normal,  5 to  7 mg.  in  females);  17-hy- 
droxysteroids,  8.1  mg.  per  twenty-four  hours  (nor- 
mal, 4 to  14  mg.  in  females);  and  follicle-stimulating 
hormone,  less  than  4 mouse  uterine  units  per  twenty- 
four  hours  (normal,  2 to  52  units  in  females).  Thy- 
roid studies:  protein-bound  iodine,  9.8  micrograms 

per  100  ml.  (normal,  3.5  to  8);  radioactive  iodine  up- 
take, 10.3  per  cent  at  seven  hours  and  19.5  per  cent 
at  twenty-four  hours  (both  within  normal  limits). 
Rectilinear  scan  showed  the  size,  shape,  and  position 
of  the  thyroid  to  be  normal;  triiodothyronine  binding 
index,  1.03  (normal,  0.90  to  1.10).  Pregnancy  test 
results  were  negative  on  two  occasions. 

Studies  still  pending  include  free  thyroxine,  en- 
dometrial biopsy,  twenty-four-hour  urine  for  total  es- 
trogens and  pregnanediol,  and  a three-month  chart 
of  basal  body  temperature. 

The  patient  finally  experienced  a five-day  sponta- 
neous menstrual  period  in  late  November,  1969. 
There  were  no  associated  menstrual  cramps.  This 
ended  eighteen  months  of  amenorrhea.  The  patient 
was  elated  at  this  event  and  felt  that  she  had  been 
restored  to  “normal.” 

Comment 

The  initial  impression  was  that  the  eighteen 
months  of  amenorrhea  in  this  patient  were  secon- 
dary to  oral  contraceptive  therapy.  Although  the 
protein-bound  iodine  was  elevated,  the  over-all 
findings  were  those  of  euthyroidism.  The  rest  of 
the  laboratory  data  were  within  normal  limits. 
The  past  history  of  oligoamenorrhea  and  probable 
anovulatory  cycles  was  entirely  compatible  with 
the  sclerocystic  ovarian  syndrome.  The  patient 
has  been  charting  her  basal  body  temperature  to 
confirm  our  impression  of  lack  of  ovulation.  Cer- 
tainly, the  history  of  persistent  and  progressive 
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menstrual  disturbance  at  or  shortly  after  men- 
arche  is  suggestive  of  sclerocystic  ovarian  dysfunc- 
tion. Large  ovaries  and  hirsutism,  as  described 
by  Stein  and  Leventhal,  are  no  longer  essential  for 
the  diagnosis. The  usual  recommended  treat- 
ment of  these  patients  shortly  after  menarche 
with  cyclic  estrogen-progestin  compounds  (oral 
contraceptives)  until  the  patients  are  ready  for 
pregnancy'-'*  can  no  longer  be  supported  in  view  of 
the  propensity  toward  prolonged  amenorrhea  on 
withdrawal  of  the  medication.  Perhaps  these 
patients  would  best  be  managed  by  withholding 
treatment  until  marriage,  which  would  be  advis- 
able at  an  early  age;  at  this  time,  the  treatment  of 
choice,  clomiphene  citrate  (Clomid),  for  induction 
of  ovulation  with  subsequent  pregnancy,  could  be 
employed.  Treatment  of  this  disorder  should 
probably  not  be  withheld  indefinitely  because  it  is 
the  opinion  of  some  observers  that  ovarian  func- 
tion will  progressively  deteriorate  if  left  untreated 
for  too  long.-^ 

There  is  no  longer  any  doubt  that  birth  control 
pills  inhibit  ovulation  in  most  cases. Also,  the 
progestins,  especially  in  the  combination  birth 
control  pills,  inhibit  the  midcycle  LH  (luteinizing 
hormone)  peak;  the  estrogens  inhibit  FSH  (follicle 
stimulating  hormone).'^’  The  ovaries  of  patients 
receiving  birth  control  pills  will  ovulate  when  they 
are  simultaneously  stimulated  with  exogenous  go- 
nadotropins.-^ However,  a recent  study  by  Rice- 
Wray*®  has  shown  that  2.8  per  cent  of  women  have 
amenorrhea  for  a period  of  three  to  twelve  months 
eifter  discontinuing  oral  contraceptives.  In  addi- 
tion, 17  per  cent  of  the  women  in  a group  of  115 
with  pregnanediol  excretion  titers  who  were  ob- 
served after  withdrawal  of  oral  sequential  contra- 
ceptives showed  no  increase  in  their  excretion  lev- 
els during  the  first  three  months.®  In  another  100 
women  also  treated  sequentially,  22  out  of  24  en- 
dometrial biopsies  performed  shortly  before  men- 
struation in  the  third  month  after  withdrawal  of 
oral  contraceptives  showed  proliferative  endome- 
trium.® The  exact  incidence  of  prolonged  amen- 
orrhea (greater  than  twelve  months)  is  still  un- 
known, although  it  is  definitely  increasing.  It 
seems  probable  that  the  prolonged  amenorrhea  in 
this  patient  was  due  to  the  oral  contraceptive 
therapy. 

Management 

On  the  other  hand,  the  anovulation,  whether 
primatry,  due  to  the  sclerocystic  ovarian  syndrome, 
or  secondary,  due  to  hypothalamic  suppression  by 
oral  contraceptives,  will  be  treated  similarly  in 
this  patient.  Evaluation  prior  to  therapy  should 
include  the  following:  (1)  x-ray  films  of  the  sella 

turcica  to  rule  out  rare  cases  of  the  Forbes- Al- 
bright syndrome  (persistent  lactation,  amenor- 
rhea, low  urinary  FSH,  and  pituitary  tumor. 

(2)  An  assessment  of  endogenous  estrogen  produc- 


tion. This  can  be  obtained  by  karyopyknotic 
index,  examination  of  the  cervical  mucous  for 
ferning  or  spinnbarkeit,  or  by  endometrial  biopsy. 
Similarly,  withdrawal  bleeding  after  five  days  of 
medroxyprogesterone  acetate,  5 mg.  orally  twice 
daily,  would  attest  to  estrogen  priming  of  the  en- 
dometrium. (3)  Twenty-four-hour  urine  tests  for 
FSH,  estrogens,  pregnanediol,  17-hydroxysteroids, 
and  17-ketosteroids.  (4)  Protein-bound  iodine 
and  free  thyroxine  tests.  (5)  Pregnancy  test.  If 
there  is  no  bleeding  after  medroxyprogesterone 
withdrawal,  then  diethylstilbesterol  5 mg.  orally 
each  day  for  twenty  days  followed  by  progesterone 
1(K)  mg.  intermuscularly  will  result  in  bleeding  un- 
less there  is  endometrial  failure.***  Culdoscopy, 
sex  determination,  and  hysterosalpingography 
may  be  performed  as  indicated.  In  most  cases, 
however,  no  organic  lesion  is  found. ^** 

If  there  is  evidence  of  endogenous  estrogen  pro- 
duction, therapy  should  begin  with  prednisone  5 
mg.  orally  twice  daily  (the  equivalent  of  cortisone 
acetate  25  to  50  mg.  per  day)  for  a minimum  of 
six  months.-'  -®  Urinary  17-ketosteroids,  vaginal 
smears,  and  basal  body  temperatures  are  essential 
to  following  patients  in  therapy.  Glucocorticoids 
have  the  advantage  of  ease  of  administration  and 
virtual  lack  of  side-effects  in  this  low  dosage;  the 
rationale  for  their  use  is  controversial.  Wallach  et 
al.^^  found  no  decrease  in  adrenal  function  or  al- 
tered response  to  adrenocorticotropic  hormone  in 
patients  on  long-term  cyclic  norethynodrel  with 
mestranol  (Enovid).  But  the  studies  of  Sohval 
and  Soffer®'^  suggest  that  prednisone  may  stimu- 
late increased  gonadotropin  production  or  release. 
Observed  increase  in  plasma  cortisol  reflects  an 
increased  binding  to  transcortin,  not  an  increased 
production.®® 

K there  is  no  response  to  prednisone,  then  use  of 
clomiphene  citrate  is  indicated.®’®^  This  drug 
apparently  possesses  the  unusual  ability  to  stimu- 
late pituitary  gonadotropins,  although  it  has  no 
estrogenic,  progestogenic,  or  androgenic  func- 
tions.'®'* It  is  the  treatment  of  choice  in  the  sclero- 
cystic ovarian  syndrome.  It  should  be  given  in 
the  dosage  of  50  mg.  orally  daily  for  five  days  out 
of  each  thirty-day  cycle;  this  can  be  increased  to 
100  mg.  per  day  for  five  days  during  the  next 
three  months.  Maximum  dosage  should  never  ex- 
cede  600  mg.  per  cycle.  Maintenance  for  long- 
term therapy  (for  more  than  6 cycles)  cannot  be 
recommended  at  this  time.  Clomiphene  citrate  is 
contraindicated  in  the  presence  of  a solitary  ovari- 
an cyst.  Complications  of  therapy  include  su- 
perovulation with  multiple  pregnancies  (approxi- 
mately 10  per  cent  of  completed  pregnancies),®® 
ovarian  overstimulation  with  resultant  enlarge- 
ment, and  various  vasomotor  symptoms.  Since 
the  drug  is  excreted  via  the  biliary  tract,  a sulfo- 
bromophthalein  determination  should  be  made 
prior  to  therapy.  The  patient  must  be  followed 
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with  frequent  pelvic  examinations.  The  medica- 
tion must  be  discontinued  in  case  of  pregnancy, 
which  should  be  the  goal  of  therapy. 

If  ovulation  still  has  not  occurred  after  6 cycles 
of  clomiphene  citrate,  the  diagnosis  should  be  re- 
considered. Ovulation  will  never  occur  in  cases  of 
premature  menopause  and  Turner’s  syndrome. 
Nuclear  sex  determination  or  chromosome  analy- 
sis may  be  indicated.  Further  therapy  may  be 
initiated  by  the  use  of  gonadotropins. Pregnant 
mare  serum,  with  predominately  LH  activity 
(that  is,  chorionic  gonadotropin)  was  used  for  this 
purpose  in  the  past;  it  is  no  longer  used  because  of 
tbe  danger  of  allergy  to  horse  serum  and  the  ad- 
vent of  human  chorionic  gonadotropin.  A combi- 
nation of  clomiphene  citrate  and  human  chorionic 
gonadotropin  may  be  employed.  Tbe  dosage  of 
clomiphene  citrate  is  increased  to  100  mg.  orally 
for  ten  days.  This  is  followed  by  10,000  I.  U.  of 
human  chorionic  gonadotropin  (A.  P.  L.)  intra- 
muscularly in  one  dose  four  days  later. Clomi- 
phene citrate  is  believed  to  act  as  a follicle-stimu- 
lating hormone  in  this  instance.  Another  possi- 
bility is  administering  a combination  of  FSH  and 
human  chorionic  gonadotropin.  This  is  accom- 
plished by  giving  human  menopausal  gonadotro- 
pin (Pergonal)  75  I.  U.  intramuscularly  twice 
daily  for  ten  days  followed  by  5,000  I.  U.  of  human 
chorionic  gonadotropin  (A.  P.  L.)  intramuscularly 
every  twelve  hours  for  four  days."'’^^  The  major 
active  substance  in  human  menopausal  gonado- 
tropin is  FSH;  an  ampule  generally  contains  70  to 
80  I.  U.  of  FSH  activity  and  64  to  123  I.  U.  of  LH 
activity. Human  chorionic  gonadotropin  has 
predominantly  LH  activity.  Administration  of 
this  agent  must  be  followed  by  daily  pelvic  exam- 
inations to  check  for  ovarian  overstimulation  with 
resultant  enlargement  and  ascites.'*^  The  inci- 
dence of  multiple  pregnancies  with  human  meno- 
pausal gonadotropin  therapy  is  considerably  high- 
er than  with  clomiphene  citrate  and  approaches 
50  per  cent  of  completed  pregnancies  in  some  se- 
ries. Extracts  of  gonadotropins  prepared  from 
human  pituitary  glands,  human  pituitary  FSH 
and  human  pituitary  LH,  offer  some  hope  for  the 
future  but  generally  are  unavailable  in  this  coun- 
try at  this  time.^*^  Wedge  resection  of  the  ovary 
should  be  reserved  only  for  intractable  cases  of 
sclerocystic  ovarian  syndrome  because  of  the  high 
incidence  of  recurrence  of  anovulation  and  tubal 
adhesions  in  these  cases. 

In  general,  there  is  a 40  to  50  per  cent  success 
rate  in  achieving  pregnancy  among  patients  with 
prolonged  anovulation  secondary  to  birth  control 
pills. Clomiphene  citrate  has  been  the  mainstay 
of  therapy,  although  corticosteroids  should  proba- 
bly be  used  first.  Pregnancy  must  be  ruled 
out  before  starting  clomiphene  citrate  therapy. 
Although  there  was  no  increased  incidence  of 
abortion  in  39  patients  treated  with  clomiphene 
citrate  during  pregnancy, the  drug  still  cannot  be 


considered  without  harmful  effects  in  pregnancy. 

A pregnancy  can  best  be  ruled  out  by  an  injection 
of  progesterone  50  mg.  intramuscularly;  vaginal  i 
bleeding  will  occur  only  in  the  presence  of  ade- 
quate estrogen  levels  and  in  the  absence  of  preg-  ■ 
nancy. 

Summary  ! 

Because  of  tbe  problem  of  prolonged  amenor- 
rhea encountered  when  patients  with  a history  of 
oligoamenorrhea  and  anovulation  discontinue  oral 
contraceptives,  we  propose  that  this  medication  is 
contraindicated  in  these  cases  until  fertility  has 
been  proved  by  subsequent  pregnancy.  Kistner^® 
suggests  a clomiphene  citrate  (Clomid)  test  for 
these  patients:  an  ovulatory  response  to  the 

usual  doses  of  clomiphene  citrate  is  said  to  indi- 
cate that  the  patient  may  be  safely  placed  on  oral  | 
contraceptives.  We  further  propose  that  the  med- 
ical community  become  alerted  to  the  danger  of 
“cycling”  nulliparous  females  with  oligoamenor- 
rhea by  use  of  birth  control  pills.  Cyclic  bleeding 
can  safely  be  obtained  by  administering  medroxy- 
progesterone acetate  (Provera),  5 mg.  orally  twice 
daily  for  five  days  at  the  appropriate  time  each  | 
month.  No  response  would  indicate  estrogen  defi-  i 
ciency  and  the  need  for  further  evaluation.  In  | 
this  case,  cyclic  bleeding  can  safely  be  obtained  by 
administering  conjugated  equine  estrogens  (Prem- 
arin),  1.25  mg.  orally  for  twenty-five  days  and 
medroxyprogesterone  acetate,  5 mg.  orally  twice 
daily  from  days  21  to  25.  Oral  progestins  or  par-  . 
enteral  progesterone  must  be  used  for  these  pur-  j 
poses,  not  intramuscular  medroxyprogesterone  i 
(Depo-provera),  which  has  itself  been  responsible 
for  cases  of  prolonged  amenorrhea. A thor-  | 
ough  diagnostic  evaluation  should  be  performed  in  ; 
any  patient  if  amenorrhea  persists  longer  than  six  ■ 
months  after  discontinuing  oral  contraceptives.  , 
Many  cases  are  cured  by  time  alone.  If  diagnostic 
studies  are  negative,  therapy  should  be  initiated 
by  the  twelfth  amenorrheic  month  with  a three-  to 
six-month  trial  of  prednisone  followed  by  a six-  i 
month  trial  of  clomiphene  citrate.  If  ovulation  is  } 
still  not  induced,  combinations  of  human  chorion- 
ic gonadotropin  with  FSH  or  with  clomiphene  ci-  i 
trate  may  have  to  be  employed.  | 
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FACIAL  TRAUMA 

Errors  in  management 


F.  STANLEY  HOFFMEISTER,  M.D.,  D.M.D. 

Albany,  New  York 

From  the  Department  of  Surgery,  Division  of  Plastic  Surgery, 
Albany  Medical  Center,  and  St  Peter's  and  Memorial  Hospitals 


The  most  frequent  and  serious  error  incurred  in 
the  treatment  of  facial  injuries  is  the  priority  given 
them  at  the  expense  of  other  more  critical  prob- 
lems. A victim  of  a highway  accident  frequently 
appears  with  gruesome  facial  mutilation  which 
is  liable  to  divert  one’s  attention  from  the  fact  that 
these  injuries  per  se  are  not  fatal  and  that  other, 
more  critical  problems  might  be  present.  Unless 
a proper  order  of  priorities  is  established,  life  or 
function  may  be  irrevocably  compromised.  On  the 
arrival  of  the  patient  in  the  emergency  room,  our 
first  obligation  is  to  make  sure  that  his  airway  is 
free;  if  it  is  not  fully  patent,  the  cause  of  obstruc- 
tion must  be  determined  without  delay.  A tongue 
fallen  back,  blood  clots,  fragmented  dentures, 
obstructing  “midfacial  mash,”  fracture  of  the 
larynx,  or  injury  to  the  chest  interfering  with  venti- 
lation must  be  ruled  out.  If  the  obstruction  cannot 
be  corrected  etiologically,  a new  airway  must  be 
established.  Tracheotomy  is  not  the  only  avail- 
able option.  There  are  three  courses  we  can  take: 
indwelling  endotracheal  tube,  coniotomy,  or  tra- 
cheotomy. The  indwelling  endotracheal  tube  is 
inserted  immediately  in  cases  of  complete  obstruc- 
tion. In  severe  partial  obstruction,  coniotomy  is 
preferable  to  tracheotomy,  being  more  easily  done 
in  the  emergency  room  than  tracheotomy.  In  less 
severe  partial  obstruction,  allowing  transfer  of  the 
patient  to  the  operating  room,  tracheotomy  is  the 
preferred  course. 

After  the  airway  has  been  secured,  other  critical 
injuries  must  be  ruled  out;  intracranial  hemor- 
rhage, spinal  fractures,  chest  injuries,  abdominal 
trauma,  and  fractures  of  the  long  bones  occasional- 
ly go  unrecognized  even  on  services  attuned  to  the 
management  of  highway  trauma. 

J're.sented  at  the  164th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
FMastic  and  Fteconstructive  Surgery,  February  8,  1970. 


Diagnosis  end  emergency  repair 

Not  until  airway  obstruction  and  other  critical 
injuries  have  been  ruled  out  can  our  attention  be 
directed  to  the  face. 

Again,  a proper  order  of  priorities  is  required. 
Clinical  examination  precedes  x-ray  studies,  start- 
ing with  examination  of  the  eyes.  Vision  and  the 
presence  or  absence  of  diplopia  are  checked.  If 
diplopia  is  present,  a blowout  fracture  must  be 
ruled  out.  Exophthalmus  is  present  in  diplopia 
owing  to  the  displacement  of  the  globe  because  of 
an  increased  orbital  content  from  hemorrhage  or 
edema.  There  is  enophthalmus  with  a downward 
displacement  of  the  globe  in  diplopia  due  to  the 
displacement  of  the  globe  caused  by  a comminuted 
fracture  of  the  floor  of  the  orbit.  A clinically 
suspected  orbital  floor  fracture  is  confirmed  by 
stereoscopic  Water's.  An  even  better  definition 
may  be  obtained  by  tomograms.  If  a fracture  of 
the  orbital  floor  is  present,  it  is  necessary  to  rule 
out,  without  delay,  trapping  of  the  inferior  rectus 
muscle  by  testing  the  patient’s  ability  to  gaze  up- 
ward. In  unconscious  patients,  the  traction  test 
is  diagnostic. 

Because  edema  of  the  soft  tissues  may  mask 
skeletal  injury,  the  examiner’s  fingers  rather  than 
his  eyes  provide  the  most  useful  information.  Pal- 
pation of  the  facial  skeleton  must  be  thorough  and 
bimanual.  In  examining  the  mouth,  the  examiner 
must  determine  the  occlusal  relationship  of  the 
upper  to  the  lower  dental  arches  and  compare  it 
with  the  norm.  The  easiest  determinant  of  this  re- 
lationship is  the  relative  position  of  the  upper  to 
the  lower  first  molar.  He  must  also  establish  the 
norm  for  the  particular  patient  by  asking  what 
type  of  occlusion  he  had  before  the  accident. 
Malocclusions  are  frequent  and  may  mislead  the 
examiner. 

Useful  information  may  be  obtained  by  asking 
the  patient  whether  his  teeth  bite  evenly.  The 
diagnosis  of  a displaced  condylar  fracture  can  be 
made  as  accurately  by  what  the  patient  tells  us 
about  his  bite  as  by  x-ray.  The  statement  that 
the  teeth  bite  “on  one  side  only”  is  almost  pathog- 
nomonic of  condylar  fractures. 

Requesting  x-ray  “facial  studies”  is  a deplorable 
custom.  Most  of  the  films  supplied  by  a consci- 
entious radiologist  honoring  such  a request  are  of 
little  use  to  the  surgeon  and  an  unnecessary  ex- 
pense to  the  patient.  There  are  only  two  views 
needed  on  initial  examination,  posteroanterior 
mandible  and  stereoscopic  Water’s.  The  first  gives 
all  the  needed  information  about  the  mandible, 
the  second  about  the  midface.  Because  of  the 
frequency  of  cervical  spine  fractures,  cervical  films 
should  be  requested  as  part  of  the  routine  work-up 
of  facial  trauma. 

With  the  exception  of  the  previously  mentioned 
emergencies,  facial  repair  should  not  be  carried  out 
in  the  emergency  room.  Elective  repair  in  the 
operating  room  yields  better  results. 
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There  is  a fundamental  difference  between  soft- 
tissue  repair  of  the  face  and  that  of  the  hand.  The 
abundant  blood  supply  of  the  facial  soft  tissue  and 
its  resistance  to  infection  contrast  with  that  of  the 
hand.  Therefore,  tissue  preservation  is  the  domi- 
nant theme  in  facial  soft-tissue  repair,  and  soft- 
tissue  debridement  is  minimized.  In  the  face,  if 
in  doubt,  preserve;  in  the  hand,  debride. 

To  control  bleeding  from  facial  lacerations,  pres- 
sure and  patience  are  preferable  to  clamping  and 
multiple  ligatures.  Nonabsorbable  material  for 
subcuticular  closure  prevents  later  spread  of  the 
scars.*  However,  unless  well  buried,  nonabsorb- 
able sutures  are  likely  to  extrude  and,  for  this  rea- 
son, the  use  of  nonabsorbable  material  is  con- 
demned by  some.  Subcuticular  closure  should  be 
meticulous,  obliterating  dead  space  and  allowing 
skin  approximation  without  tension.  In  lacera- 
tions uncomplicated  by  tissue  edema,  open  post- 
operative management  of  the  suture  lines  is  pref- 
erable, provided  that  scrupulous  attention  is  given 
to  their  care.  If  soft-tissue  edema  is  present,  a 
pressure  dressing  to  minimize  local  swelling  is  indi- 
cated. 


Reduction  of  fractures 

Mandible.  The  reduction  of  fractures  of  the 
I mandible  on  an  emergency  basis  suggests  little 
I understanding  of  the  timetable  relating  to  the 
consolidation  of  facial  fractures.  With  the  excep- 
tion of  a blowout  fracture  with  trapping  and  the 
I obstructing  midfacial  mash,  no  facial  fracture 
represents  an  emergency,  least  of  all  a fracture  of 
the  mandible. 

Based  on  the  site,  many  therapeutic  schemes 
have  been  devised  for  the  management  of  man- 
dibular fractures.  However,  with  the  exception  of 
the  condyle,  the  principles  of  management  of  all 
mandibular  fractures  are  the  same,  regardless  of 
their  location.  The  only  two  important  factors 
to  be  considered  are:  (1)  the  presence  or  absence 
of  teeth,  and  (2)  the  direction  of  the  fracture  plane, 
that  is,  whether  it  is  favorable  or  unfavorable. 
Based  on  these  considerations,  there  are  four  basic 
types  of  fixation: 


Unless  facial  injuries  interfere  with  ventilation,  as 
in  the  case  of  an  obstructing  maxillary  fracture, 
gruesome  but  noncritical  facial  injuries  must  not  be 
given  priority  over  life-  and  function-threatening 
injuries.  Elective  facial  repair  in  the  operating 
room,  including  reduction  of  most  fractures,  yields 
better  results  than  emergency-room  treatment.  In 
diagnosis,  clinical  examination,  including  thorough 
palpation  of  the  facial  skeleton,  is  more  important 
than  x-ray  studies.  Technics  of  reduction  and  soft- 
tissue  repair  are  discussed. 


wire  twister  does  the  wiring  job  neatly,  with  dis- 
patch, and  without  breakage. 

Condyle.  Fractures  of  the  condyle  represent 
a controversial  area.  We  do  not  attempt  reduc- 
tion nor  do  we  immobilize  grossly  displaced  con- 
dylar fractures  with  dislocation  of  the  condylar 
head.  Our  management  is  based  on  two  premises: 
first,  the  disappointing  attempts  at  reduction; 
second,  the  functional  adequacy  of  the  pseudo- 
joint which  develops  when  displaced  fractures  are 
mobilized  early.  With  no  attempt  at  reduction, 
we  mobilize  grossly  displaced  condylar  fractures 
from  the  beginning,  aiming  at  the  development  of 
a pseudojoint.  Foreshortening  of  the  ramus  con- 
comitant with  the  nonunited,  displaced  condylar 
fractures  with  pseudojoint  formation  at  the  frac- 
ture site  can  be  easily  managed  by  occlusal  equili- 
bration. On  the  other  hand,  we  immobilize  non- 
displaced  fractures,  aiming  at  union. 

Maxilla.  Reduction  and  fixation  of  fractures 
of  the  maxilla  cannot  be  deferred  indefinitely  as 
can  mandibular  fractures.  An  obstructing  mid- 
facial mash  requires  immediate  reduction.  Non- 
obstructing maxillary  fractures  can  be  reduced 
with  ease  up  to  about  three  days.  After  six  days, 
reduction  is  frequently  impossible. 

The  principles  of  fixation  of  maxillary  fractures 
are  simple: 


Teeth  present 

Favorable:  bimaxillary  bars  and  elastics 
Unfavorable:  bimaxillary  bars  and  elastics  sup- 

plemented by  transosseous  wiring 

Teeth  absent 

Favorable:  transosseous  wiring 
Unfavorable:  transosseous  wiring  supplemented  by 
circumferential  wiring 

I would  like  to  bring  to  the  attention  of  those 
who  find  the  wiring  of  arch  bars  tedious  a tool 
which  has  solved  this  problem.  The  Robinsonf 

*1  have  found  monofilament  5-0  or  6-0  Ethilon  sutures  and  a 
PS4  needle  superior  to  any  other  material. 
tThe  Robinson  Company,  Sacramento,  California. 


LeFort  I:  bimaxillary  bars  and  elastics 

LeFort  H:  bars  and  elastics  supplemented  by  sus- 
pension to  the  malars 

LeFort  III:  suspension  to  frontal  bone  or  to  malars 
after  stabilization  by  transosseous  wiring  in  addition 
to  the  bars  and  elastics 

Orbital  floor.  Optimal  exposure  of  fractures  of 
the  orbital  floor  is  not  obtained  through  the  eyelid 
or  cheek.  A generous  Caldwell-Luc  operation  af- 
fording good  visualization  and  palpation,  digital 
reduction  of  the  comminuted  floor,  and  its  stabili- 
zation with  packing  soaked  in  balsam  of  Peru  is 
the  preferred  treatment.  Primary  orbital  implants 
are  rarely  necessary  in  the  primary  management. 
They  are  indicated  in  the  secondary  repair  of  previ- 
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ously  nondiagnosed  or  ill-reduced  orbital  floor 
fractures. 

Malar.  The  time  in  which  fractures  of  the 
malar  must  be  reduced  is  even  shorter  than  that 
available  in  maxillary  fractures.  If  at  all  possible, 
malar  fractures  should  be  reduced  within  three 
days.  The  indications  for  wire  stabilization  of 
reduced  malar  fractures  are  not  always  appreci- 
ated. Transosseous  wiring  is  unnecessary  in  those 
cases  in  which  the  malar  clicks  on  reduction,  indi- 
cating that  it  has  “locked”  into  position.  If  the 
fracture  does  not  lock,  it  should  be  considered  un- 
stable, necessitating  transosseous  wire  fixation. 
Two  complications  arising  from  poor  technic  in  re- 
ducing malar  fractures  should  be  mentioned:  frac- 
ture of  the  temporal  bone  produced  by  the  direct 
pressure  of  the  elevator,  and  tearing  the  malar 


from  its  moorings  because  of  the  operator’s  failure 
to  apply  counterpressure  while  exerting  excessive 
leverage  on  the  elevator.  Fortunately,  these  two 
accidents  are  infrequent. 

Conclusion 

We  have  found  the  treatment  of  major  facial 
injuries  to  be  most  rewarding  because  it  allows 
the  surgeon  to  restore  to  an  acceptable  state  severe- 
ly mutilated  patients  of  a youthful  age.  However, 
this  does  require  a proper  order  of  priorities  and  an 
understanding  of  the  basic  principles  of  facial 
soft-  and  hard-tissue  repair.  In  this  brief  review, 
we  have  attempted  to  point  out  some  of  the  en- 
demic errors. 

1465  Western  Avenue 
Albany,  New  York  12203 
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FALSE  FILLING 
DEFECTS  IN  NECK 
OF  GALLBLADDER 

NATHAN  KRISS,  M.D. 

Geneva.  New  York 

Radiologist,  Geneva  General  Hospital 


The  “filling  defect”  is  a radiographic  term  de- 
scribing partial  loss  of  opacified  space  within  an 
organ  or  structure  either  by  an  inside  mass  or 
by  outside  encroachment.  This  is  synonymous 
with  a “true  filling  defect”  as  opposed  to  a “false 
filling  defect”  which  results  in  a similar  radio- 
graphic  image  but  is  due  to  projectional  factors 
related  to  the  same  anatomic  structures.  A true 

Presented  at  the  Xllth  International  Congress  of  Radiology, 
Tokyo,  Japan,  on  October  7,  1969. 


In  contraat  to  the  space-occupying;  true  fillinf;  de- 
fects, false  fillinf;  defects  occur  usually  in  the  neck 
area  of  the  gallbladder  and  originate  from  folding, 
coiling,  or  axial  projection  of  the  anatomic  struc- 
tures. Complete  radiologic  studies  with  multiple 
views  will  reveal  the  false  filling  defect  changing 
shape  or  position  or  disappearing  with  variations  in 
the  patient’s  posture. 


filling  defect  does  not  have  to  represent  an  organic 
lesion.  For  example,  an  air  bubble  introduced 
into  a T-tube  cholangiogram  takes  up  space  and 
is  a real  defect  simulating  a stone.  These  true  and 
false  filling  defects  which  are  related  structurally 
to  the  biliary  tract  are  different  from  many  known 
and  common  superimposed  radiolucencies  orig- 
inating in  the  adjacent  organs  and  their  contents, 
such  as  gas,  fat,  and  interspaces. 

We  found  false  filling  defects  in  the  neck  of  the 
gallbladder  in  about  5 per  cent  of  our  gallbladder 
series.  The  defects  are  small,  about  2 to  3 mm. 
in  size,  and  are  characterized  by  changeable  fea- 
tures. 

Although  these  findings  are  generally  obvious, 
they  can  occasionally  appear  as  small  dots  or  nod- 
ules and  simulate  organic  lesions.  No  specific 
references  could  be  found  on  this  subject. 

A good  opacification  of  the  gallbladder  by  choice 
of  proper  medium  in  adequate  amount,  and  the 
selection  of  proper  technical  factors,  such  as  lower 
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FIGURE  1 . Anatomy  of  gallbladder  and  duct  system  with  area  of  special  interest  marked.  Anatomic  alignment  of  in- 
fundibulum, neck  of  gallbladder,  and  cystic  duct  is  variable  individually  and  changeable  with  position  of  patient,  al- 
though they  are  loosely  attached  by  connective  tissue  to  hepatic  fossa  (see  illustration  on  left).  (Copyright  The  Ciba 
Collection  of  Medical  Illustrations  by  Frank  H.  Netter,  M.D.^) 
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FIGURE  2.  Two  separate,  opacified  gallbladder  specimens  placed  anteroposteriorly  in  angled  positions  of  30  to  45 
degrees  and  rotated  to  resemble  anatomic  topography.  (A)  Mechanism  of  coiling  defect.  (B)  Mechanism  of  folding 
defects  or  angulation  of  structures. 


kilovolt  range,  small  focal  spot,  small  cone,  and 
multiple  views  (horizontal,  upright,  and  decubi- 
tus positions,  the  latter  wherever  indicated)  are 
essential  for  their  clarification.  ‘■- 

Anatomy  and  morphology 

The  gallbladder  consists  of  a fundus,  body, 
infundibulum,  and  neck.  The  lower  end,  or  the 
fundus,  is  generally  free  whereas  the  other  parts 
of  the  gallbladder  are  bound  by  connective  tissue 
to  the  hepatic  fossa  but  are  easily  separated  surgi- 
cally from  their  bed  (Fig.  1^).  The  connections 
between  the  gallbladder  and  the  underlying  struc- 
tures are  subject  to  considerable  variation.  About 
25  per  cent  of  persons  are  said  to  have  congenital 
bands  over  the  gallbladder. The  infundibulum, 
or  the  Hartmann’s  pouch,  is  attached  to  the  duo- 
denum by  the  cholecystoduodenal  ligament.  The 
infundibulum  is  followed  by  an  S-shaped  or  C- 
shaped  neck  containing  the  so-called  Luetken’s 
sphincter  which  responds  to  stimulating  im- 
pulses.^ The  position  and  shape  of  the  gallbladder 
are  variable.  In  hypersthenic  individuals  it  ex- 
tends laterally  and  is  ovoid,  while  in  asthenic 
persons  it  usually  lies  more  medially  and  is  longi- 
tudinal. 

This  anatomic  arrangement  of  fine  tubular, 
coiled,  and  folded  structures  with  minute  but 
potentially  troublesome  contents  presents  a sig- 
nificant source  of  confusing  radiologic  images. 

False  or  projectional  filling  defects  can  be  divided 


into  two  main  groups,  the  extrinsic  and  the  in- 
trinsic. 

Extrinsic:  Extrinsic  false  filling  defects  result 

from  (1)  folding  or  angulation  of  the  infundibu- 
lum, neck,  or  cystic  duct;  or,  (2)  coiling  of  the 
cystic  duct  over  the  infundibulum  or  neck,  which 
is  less  common  (Fig.  2). 

Folding.  It  may  be  noted  that  the  appearance 
of  the  filling  defect  in  the  same  area  is  dependent 
on  the  anatomic  angle  of  the  gallbladder  axis  to 
the  body  axis  and  the  fold  formation  between  the 
infundibulum,  neck,  and  the  cystic  duct  respec- 
tively. The  anatomic  variations  in  that  area  are 
many,  and  the  postural  factors  tend  to  either  ac- 
centuate or  decrease  them.  The  filling  defects  due 
to  folding  change  the  shape  from  crescent,  linear, 
and  dot,  or  vice  versa,  on  rotation  about  15  to  30 
degrees  from  anteroposterior  or  posteroanterior 
into  oblique  (Fig.  3).  Most  of  our  horizontal  views 
were  done  in  anteroposterior  and  right  posterior 
oblique  position.  The  folding  artifacts  are  gener- 
ally sharply  outlined,  lying  in  the  neck  of  the  gall- 
bladder and  assuming,  at  times,  a marginal  posi- 
tion (Fig.  4).  Exceptionally,  when  the  fold  is  low, 
drawn  toward  the  body  of  the  gallbladder,  or  when 
the  gallbladder  is  lying  under  an  increased  ana- 
tomic angle,  the  fold  will  project  into  the  body  of 
the  gallbladder,  (Fig.  5). 

Coiling.  The  coiling  in  the  region  of  the  cystic 
duct  and  neck  of  the  gallbladder  produces  a rather 
blunt,  round  defect,  about  2 to  3 mm.,  which  re- 
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FIGURE  3.  Filling  defect  (arrows)  due  to  folding  changes  in  shape  from  (A)  linear  to  (B)  crescent  to  (C)  oval  to  (D) 
dot.  or  vice  versa,  on  rotation  from  15  to  30  degrees  from  anteroposterior  to  posteroanterior  into  oblique.  Positional- 
projectional  changes  can  be  appreciated  by  topographic  correlation  of  defect  to  duodenum  and  ribs  Anatomic  struc- 
tures producing  this  defect  he  in  infundibular-neck  region  of  gallbladder 


i 


FIGURE  4.  (A)  Marginal  ring-like  notching  in  right  posterior  obli- 

que. changing  to  (B  and  C)  dot-like  defect  in  straight  projections. 


tains  its  circular  shape  and  disappears  promptly 
on  rotation  (Fig.  6). 

Findings.  Although  the  filling  defects  due  to 
folding  and  coiling  were  encountered  in  the  ma- 
jority of  cases  on  repeat  studies  under  the  same 
circumstances,  the  duplication  of  findings  was, 
at  times,  difficult  to  obtain.  These  formations 
were  not  visible  in  upright  spot  films  and  de- 
cubitus positions.  Explanation  for  certain  incon- 
sistency of  these  findings  could  be  related  to  two 
factors:  (1)  considerable  individual  variations  in 

the  anatomic  fixation  of  the  neck  and  infundibu- 
lum which  allows  changeable  positional  mobility. 
This  was  apparent  in  the  operated  cases  of  chole- 
lithiasis in  which  no  intrinsic  organic  reasons  were 
found  for  the  false  filling  defects  in  the  neck  of 
the  gallbladder;  and  (2)  the  spontaneous  or  in- 
duced contraction  in  this  area  which  can  produce 
morphologic  and  topographic  changes  explaining 


the  inconsistency  on  repeated  studies  before  and 
after  a fatty  meal.  The  majority  of  false  filling 
defects  were  observed  in  our  material  before  con- 
traction of  the  gallbladder.  The  reduced  and 
stretched  gallbladder  has  fewer  kinks  and  coils 
and  offers  fewer  sources  for  projectional  artifacts. 

Intrinsic.  In  the  intrinsic  type  of  false  filling 
defect  (axial  or  head-on  projection  of  the  cystic 
duct  opening  over  the  infundibulum  or  neck  of 
the  gallbladder)  the  cystic  duct  opening  produces, 
occasionally,  in  axial  projection,  a dot  which  is 
surrounded  by  a fine  rim  of  duct  opacity.  In 
contrast  to  the  folding  defect,  the  circular  opening 
of  the  duct  does  not  change  into  a linear  shape  on 
rotation,  but  either  disappears  or  remains  circular 
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FIGURE  5.  Exceptionally,  when  fold  is  low,  drawn  toward  body  of  gallbladder,  or  when  gallbladder  is  lying  under  in- 
creased anatomic  angle,  fold  will  project  into  body  of  gallbladder,  as  seen  in  (A)  upright  spot  film,  (B)  routine  supine 
oblique,  and  (C)  supine  flat  positions.  Dot  projects  into  different  areas  of  gallbladder  as  seen  by  anatomic  correlation 
with  rib  and  transverse  process.  There  is  slight  change  m morphology  of  dot  which  in  (B)  appears  more  circular,  in  (C) 
slightly  elongated. 


FIGURE  6.  Coiling  in  region  of  cystic  duct  and  neck  of 
gallbladder  produces  blunt,  round  defect  about  2 to  3 
mm.  in  diameter  which  retains  its  circular  shape  and 
disappears  promptly  on  rotation  (Fig.  2B). 


(Fig.  7).  The  opening  appearing  as  a small  defect 
is  not  real  since  it  is  not  a space-occupying  particle 
or  encroachment  as  is  a true  filling  defect. 

The  opening  between  two  opacified  areas  will 
appear  radiolucent  when  it  is  not  filled  out  com- 
pletely hy  the  medium  at  the  moment  of  radio- 
graphic  exposure,  either  by  contraction  (pylorus) 
or  by  flow-density  differences  at  the  opening:  bile- 
medium  (gallbladder),  or  blood-medium  (vessels). 

FIGURE  7.  Axial  projections  of  cystic  duct  opening. 
Opening  occasionally  produces  dot  surrounded  by  rim 
and  fine  tract  of  duct  opacity.  In  contrast  to  folding 
defect,  circular  opening  of  duct  does  not  change  into 
linear  shape  on  rotation  but  either  disappears  or  remains 
circular.  Long  arrows  show  radiolucent  duct  opening: 
short  arrows  indicate  faint,  opaque  continuation  of  duct. 
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The  axial  or  head-on  projection  potentiates  these 
lesser  density  differences  by  summation  effect, 
which  is  the  basic  mechanism  of  many  other 
artificial  radiographic  density  qualities,  opaque  or 
radiolucent  in  their  appearance. 

Diagnosis 

Generally,  the  differential  diagnosis  between 
stones  and  parietal  or  gallbladder  wall  lesions  is 
based  on  mobility  of  stones  within  the  gallbladder 
lumen  as  contrasted  with  fixed  position  of  organic 
lesions.  Among  them,  the  cholesterol  polyp  or 
localized  adenomyomatosis  (hyperplastic  chole- 
cystosis,  Jutras*^'’)  are  more  common  than  the 
rarer  lesions  representing  true  neoplastic  forma- 
tions such  as  glandular  adenoma,  pedunculated 
or  sessile;  papillary  adenoma;  fibroadenoma;  and 
the  aberrant  pancreatic  tissue. 

There  are,  however,  exceptions  in  this  concept 
based  on  mobility  and  attachment.  For  example, 
a stone  can  be  lodged  in  a small  or  larger  inflam- 
matory or  developmental  niche  in  the  gallbladder 
wall  (Rokitansky  sinuses,  folds,  erosions,  septa); 
on  the  other  hand,  the  cholesterol  or  epithelial 
polyp  can  become  detached  and  movable  within 
the  gallbladder. 

Despite  these  possibilities,  false  filling  defects 
could  be  mistaken  only  for  true  lesions  if  the  radio- 
logic  study  was  incomplete.  The  positional  and 
functional  dependence  of  their  origin  offer  a basis 
for  conclusive  differentiation. 

This  presentation  is  intended  to  stress  the  im- 
portance of  “on  the  spot”  evaluation  of  the  radio- 
graphic  examinations  by  the  radiologist  to  avoid 
delays  and  misleading  results. 


Summary 

Small  false  filling  defects  within  the  neck  of  the 
gallbladder  are  projectional  artifacts  owing  to 
folding,  coiling,  or  axial  projection  of  the  anatomic 
structures.  This  area  is  less  commonly  affected 
by  real  lesions  than  is  the  area  of  the  body  and 
fundus  of  the  gallbladder,  which,  on  the  other 
hand,  is  an  uncommon  location  for  the  type  of  false 
filling  defects  discussed.  The  positional  depen- 
dence, variability,  and  inconsistency  of  these 
findings  serve  as  easy  differential  diagnostic  points 
against  true  organic  lesions  such  as  small  stones, 
cholesterol  nodules,  and  adenomas  which  retain 
their  morphologic  characteristics. 

95  Highland  Avenue 
Geneva,  New  York  14456 
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Since  the  introduction  of  the  use  of  muscle  relax- 
ant drugs  into  clinical  medicine,  nitrous  oxide- 
succinylcholine  anesthesia  preceded  by  an  induc- 
tion dose  of  thio-  or  oxybarbiturate  has  become  an 
increasingly  popular  technic  of  general  anesthesia 
for  cesarean  section.  The  muscle  relaxant  pro- 
vides three  advantages:  (1)  It  facilitates  endotra- 
cheal intubation  and  pulmonary  ventilation  of  the 
mother;  (2)  it  permits  the  use  of  a light  plane  of 
general  anesthesia;  and  (3)  it  has  no  effect  on  the 
infant  in  clinical  doses  because  placental  transfer 
occurs  only  following  administration  of  unusually 
large  amounts.  A single  induction  dose  of  intra- 
venous barbiturate,  not  exceeding  the  equivalent 
of  250  mg.  of  thiopental  or  thiamylal,  was  also 
shown  to  be  safe  for  the  infant.^  Although  bar- 
biturates readily  cross  the  placenta,  they  usually 
do  not  reach  the  fetal  brain  in  substantial  concen- 
trations because  of  a combination  of  factors  which 
include  (1)  rapid  decline  of  the  drug  concentration 
in  the  maternal  blood,  (2)  continuous  uptake  of 
considerable  amounts  of  drug  by  the  fetal  liver, 
and  (3)  progressive  dilution  of  the  drug  en  route 
to  the  arterial  side  of  the  fetal  circulation.^-'’ 

However,  duration  of  general  anesthesia  prior  to 
delivery  of  the  infant  was  found  to  be  a critical 
factor  in  the  etiology  of  neonatal  depression.  Fin- 
ster  and  Poppers,  * in  a survey  of  173  infants  deliv- 
ered by  uneventful  elective  cesarean  section, 
found  a mean  induction-delivery  interval  of  seven- 
teen minutes  in  the  active  group  (one-minute 
Apgar  score  of  7 or  above)  as  compared  with  a 
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mean  induction-delivery  interval  of  twenty-three 
minutes  in  the . depressed  group  (one-minute 
Apgar  score  of  6 or  below).  Stenger,  Blechner, 
and  Prystowsky^  reported  a 15  per  cent  incidence 
of  low  one-minute  Apgar  ratings  (5  or  less)  in  26 
infants  born  after  a mean  anesthesia  duration  of 
fifteen  minutes,  whereas  the  incidence  rose  to  54 
per  cent  in  13  infants  born  after  a mean  of  thirty- 
six  minutes.  In  28  cases  studied  by  Marx,  Cosmi, 
and  Wollman,^’**  the  time  to  sustained  respiration 
averaged  sixty-six  seconds  in  20  infants  delivered 
within  eighteen  minutes  of  induction  but  one  hun- 
dred ten  seconds  in  8 born  more  than  twenty-four 
minutes  after  induction.  In  contrast,  when  cesar- 
ean deliveries  are  accomplished  under  regional  an- 
esthetic technics,  the  clinical  condition  of  the 
newborn  infant  bears  no  relation  to  duration  of 
anesthesia.  In  a series  of  62  elective  cesarean  sec- 
tions performed  under  spinal  analgesia,  8 neonates 
who  scored  7 or  less  on  the  Apgar  rating  were  born 
after  a mean  anesthesia  duration  of  twenty-seven 
minutes;  the  other  54  infants  who  scored  8 or  bet- 
ter were  delivered  after  a mean  of  thirty-one  min- 
utes. 

Neonatal  depression 

At  least  three  factors  contribute  to  the  in- 
creased incidence  of  neonatal  depression  associ- 
ated with  increasing  durations  of  nitrous  oxide- 
succinylcholine  anesthesia.  The  first  factor  con- 
cerns the  response  of  the  innervated  uterine  vas- 
culature to  surgical  manipulation  and/or  environ- 
mental conditions,  such  as  cold  air,  causing  im- 
pairment of  intervillous  space  perfusion.^  This 
may  be  the  basis  for  the  slightly  greater  acidosis 
in  the  depressed  infants  reported  by  Finster  and 
Poppers,^  for  the  acid-base  values  of  their  moth- 
ers were  similar  to  those  of  the  mothers  of  non- 
depressed  neonates.  Such  a response  may  not 
ensue  when  the  uterus  is  denervated  by  regional 
blockade. 

The  second  factor  pertains  to  the  artificial,  that 
is  intermittent  positive  pressure,  ventilation  of  the 
mother  during  apnea  resulting  from  the  action  of 
the  muscle  relaxant.  The  positive  pressure  phase, 
by  raising  central  venous  pressure  and  decreasing 
venous  return  to  the  heart,  may  periodically  inter- 
fere with  drainage  of  blood  from  the  uteroplacen- 
tal veins  and,  thus,  slow  intervillous  blood  flow. 
More  important,  artificial  ventilation  may  readily 
become  “hyperventilation”  leading  to  a progres- 
sive decline  in  alveolar  and  arterial  carbon  dioxide 
tensions  of  the  mother. 

The  prolonged  maternal  h5rpocarbia  has  been 
shown  in  both  human  beings  and  animals  to  cause 
fetal  acidosis  and  hypoxia  and  subsequent  neona- 
tal depression.  Motoyama  and  his  coworkers'*^ 
demonstrated  in  pregnant  sheep  that  maternal 
hyperventilation  without  changes  in  carbon  diox- 
ide tension  and  pH  had  no  significant  effects  on 
the  fetus,  whereas  hyperventilation  associated 
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Nitrous  oxide-oxygen  anesthesia  with  succinylcho- 
line  for  muscle  relaxation  is  considered  the  safest 
technic  of  general  anesthesia  for  cesarean  section 
when  the  welfare  of  the  infant  is  of  utmost  concern. 
However,  the  incidence  of  neonatal  depression  in- 
creases with  prolonged  duration  of  anesthesia. 
Several  factors  may  be  responsible,  high  fetal  ni- 
trous oxide  levels  and/or  low  fetal  oxygen  levels. 
Nitrous  oxide  was  shown  to  equilibrate  rapidly 
across  the  human  placenta.  Umbilical  artery-um- 
bilical vein  blood  nitrous  oxide  ratios  increased 
progressively  with  increasing  durations  of  anesthesia 
and  approached  90  per  cent  after  about  fifteen  min- 
utes of  nitrous  oxide  administration.  Fetal  oxy- 
genation was  observed  to  decline  as  a result  of  hypo- 
capnia and  alkalemia  from  prolonged  maternal 
hyperventilation. 


O 


FIGURE  1 The  umbilical  artery-umbilical  vein  nitrous 
oxide  concentration  ratio  increases  progressively  with 
increasing  durations  of  nitrous  oxide  administration  to 
the  mother.  Based  on  data  from  reference  6 (triangle) 
and  1 3 (circles). 


with  hypocarbia  and  alkalemia  consistently  re- 
sulted in  decreased  fetal  oxygen  tension  and  satu- 
ration. 

Peng  and  Blancato“  reported  similar  findings  in 
20  neonates  who  were  compared  in  two  groups.  A 
study  group  of  12  mothers  were  hyperventilated 
by  mechanical  ventilators  during  nitrous  oxide- 
succinylcholine  anesthesia  while  2 per  cent  exoge- 
nous carbon  dioxide  was  added  to  the  anesthetic 
mixture;  a control  group  of  8 mothers  were 
anesthetized  in  identical  fashion  except  that  car- 
bon dioxide  was  omitted.  The  cesarean  sections 
proceeded  uneventfully,  and  the  induction-deliv- 
ery intervals  were  similar  (eighteen  vs.  fifteen 
minutes).  At  the  time  of  delivery  of  the  infant, 
the  mothers  in  the  study  group  were  slightly  hy- 
percarbic  (mean  arterial  carbon  dioxide  pressure 
41  torr)  and  those  in  the  control  group  slightly  hy- 
pocarbic  (mean  arterial  carbon  dioxide  pressure 
24  torr).  Respiratory  acidosis  predominated  in 
the  infants  in  the  study  group  (mean  umbilical 
artery  pH  7.27,  carbon  dioxide  pressure  53  torr, 
base  deficit  4.4  mEq.  per  liter);  metabolic  acidosis 
in  those  in  the  control  group  (mean  umbilical  ar- 
tery pH  7.31,  carbon  dioxide  pressure  40  torr,  base 
deficit  6.9  mEq.  per  liter).  However,  the  oxygen 
tensions  were  significantly  higher  in  the  study 
group  as  compared  with  the  controls  (mean  um- 
bilical vein  oxygen  pressure  32.9  vs.  25.4  torr, 
mean  umbilical  artery  oxygen  pressure  24.2  vs. 
19.5  torr),  and  the  clinical  condition  of  the  new- 


born infants  was  significantly  better  (mean  time 
to  sustained  respiration  eleven  vs.  fifty  seconds). 

The  third  factor  relates  to  the  direct  effect  of  ni- 
trous oxide  on  the  infant.  Studies  of  the  placen- 
tal transfer  of  nitrous  oxide  by  Smith  in  1940*^ 
demonstrated  a large  maternal-fetal  gradient.  Re- 
cent studies,  however,  have  not  confirmed  this.  In 
40  cases,  14  elective  cesarean  sections  and  26  vagi- 
nal deliveries,  following  clinical  anesthesia  with 
nitrous  oxide-oxygen  or  thiopental-nitrous  oxide- 
succinylcholine,  Marx,  Joshi,  and  Orkin^^  found 
that  nitrous  oxide  is  rapidly  transmitted  across 
the  human  placenta  in  both  abdominal  and  vagi- 
nal deliveries.  In  general,  the  fetal- maternal  ni- 
trous oxide  concentration  ratio  averaged  0.8  after 
anesthesia  exceeded  three  minutes.  Lower  fetal- 
maternal  ratios  appeared  to  be  related  to  placen- 
tal or  cord  complications,  such  as  partial  placen- 
tal separation  or  cord  compression.  Uptake  of  the 
agent  by  the  fetal  tissues  was  also  rapid  with  the 
umbilical  artery-vein  nitrous  oxide  concentration 
ratio  increasing  progressively  with  increasing  du- 
rations of  anesthesia  (Fig.  1). 

Neonatal  depression  associated  with  prolonged 
nitrous  oxide  anesthesia  may,  thus,  be  narcosis 
due  to  a high  fetal  brain  concentration,  and,  in 
addition,  diffusion  hypoxia  may  play  a role  when 
the  neonate  is  breathing  room  air  or  mixtures  of 
low  oxygen  concentration.^^  Because  nitrous 
oxide  is  more  soluble  than  nitrogen  in  the  blood, 
the  excretion  of  nitrous  oxide  from  blood  to  alveoli 
is  greater  than  the  uptake  of  nitrogen  from  alveoli 
to  blood  and  leads  to  the  dilution  of  alveolar  gas 
by  nitrous  oxide.  Significant  oxygen  desaturation 
develops  when  exhalation  of  nitrous  oxide  is  ac- 
companied by  respiratory  irregularity  or  respirato- 
ry obstruction.^^  Such  respiratory  complications 
occur  frequently  in  the  infant  born  by  cesarean 
section  under  general  anesthesia. 
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Conclusion 

It,  thus,  becomes  evident  that  nitrous  oxide- 
succinylcholine  anesthesia  loses  its  merits  in  ce- 
sarean section  if  the  infant  is  not  delivered  rapid- 
ly. To  decrease  the  duration  of  fetal  exposure  to 
the  anesthetic,  the  mother’s  abdomen  should  be 
prepared  and  draped  prior  to  induction  of  anes- 
thesia. K delivery  of  the  infant  is  not  accom- 
plished within  approximately  the  first  ten  min- 
utes, the  concentration  of  nitrous  oxide  should  be 
reduced  to  50  per  cent  during  the  interval  from 
uterine  incision  to  clamping  of  the  umbilical  cord 
or,  better  yet,  deliberate  replacement  of  nitrous 
oxide  by  oxygen  (nitrous  oxide  “wash-out”) 
should  be  instituted.  The  resultant  increase  in 
oxygen  availability  and  decrease  in  placental 
transmission  of  nitrous  oxide  is  an  advantage  to 
the  infant,  but  the  lightened  plane  of  anesthesia 
may  lack  amnesic  and  analgesic  properties  for  the 
mother  unless  anesthesia  is  swiftly  deepened  after 
clamping  of  the  cord.  In  addition,  maternal  hy- 
perventilation should  be  rigorously  avoided,  and, 
above  all,  proper  infant  resuscitation  must  be 
available  at  delivery. 
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Discussion 

Donald  W.  Hall,  M.D.,  Buffalo:  Dr.  Marx  has 
shown  that  planned  combined  general  anesthesia 
for  cesarean  sections  causes  little  depression  of  the 
neonate  if  the  delivery  is  accomplished  rapidly. 
She  has  also  stressed  several  pertinent  precautions 
while  administering  the  anesthetic.  From  an  ob- 
stetrician’s point  of  view,  we  are  interested  in  the 
eventual  morbidity  and  mortality  rates  for  the 
baby  as  well  as  safety  for  the  mother. 

We  have  reviewed  31,740  deliveries  in  five  Buf- 
falo hospitals.  There  were  1,025  cesarean  sec- 
tions. The  over-all  perinatal  mortality  rate  was 
3.1  per  cent;  however,  with  the  cesarean  section 
this  was  8.3  per  cent.  The  cases  were  further  di- 
vided into  primary  and  repeat  cesarean  sections. 

The  cases  of  repeat  cesarean  section  should  be 
the  least  complicated,  and  in  our  series,  342  pa- 
tients had  spinal  anesthesia  with  a perinatal  mor- 
tality rate  of  3.2  per  cent,  while  the  remaining  145 
had  general  anesthesia  and  had  an  increase  in 
mortality  rate  of  up  to  4.1  per  cent. 

In  the  patients  with  primary  cesarean  sections, 
340  had  spinal  anesthesia  with  a perinatal  mortal- 
ity rate  of  7.7  per  cent,  and  the  remaining  198  had 
general  anesthesia  with  a 21.7  per  cent  mortality 
rate.  It  might  be  that  these  figures  could  be  im- 
proved if  a seifer  general  anesthesia  program  could 
be  accomplished.  I would  like  to  ask  Dr.  Marx  if 
this  routine  could  be  used  if  the  mother  were  in 
shock  or  had  lost  a considerable  amount  of  blood 
and  also  if  any  of  the  babies  in  her  series  of  cases 
subsequently  died. 
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Since  most  antibiotic  agents  are  more  effective 
against  gram-positive  than  gram-negative  or- 
ganisms, a preliminary  study  of  a new  semisyn- 
thetic penicillin,  epicillin,  was  undertaken  to  deter- 
mine its  efficacy  and  safety  in  the  treatment  of  in- 
fections of  the  urinary  tract.  It  was  found  that 
epicillin  is  well  absorbed  after  oral  administration, 
and  urinary  excretion  is  rapid.  Sixty-five  per  cent 
of  26  patients  were  considered  clinically  cured,  and 
side-effects  were  minimal  and  reversible.  However, 
it  was  recommended  that  the  drug  he  prescribed  in 
conjunction  with  in  vitro  sensitivity  testing. 
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Infections  caused  by  gram-negative  microorga- 
nisms have  assumed  increasing  importance  in  re- 
cent years.  Among  the  gram-negative  infections, 
those  of  the  urinary  tract  are  particularly  noted 
for  their  resistance  to  antibiotic  drugs  and  for 
their  chronicity  and  frequent  rate  of  recurrence. 
This  increased  urinary  infection  rate  is  due  partly 
to  the  fact  that  most  antibiotic  agents  are  more 
effective  against  gram-positive  organisms  and  to 
the  frequent  development  of  treatment-resistant 
bacterial  strains.  Several  antibiotic  drugs  with 
activity  against  gram-negative  bacilli  have  been 
developed,  and  their  potential  usefulness  in  clini- 
cal practice  has  been  reviewed  by  Hoeprich.^ 

Recently  a new  synthetic  antibiotic  agent,  epi- 
cillin (SQ  11,302),  became  available  for  clinical 
testing,  and  this  preliminary  study  was  undertak- 
en to  evaluate  its  efficacy  and  safety  in  the  treat- 
ment of  infections  of  the  urinary  tract. 

Epicillin  is  a semisynthetic  derivative  of  6- 
amino-penicillanic  acid.  It  is  chemically  desig- 
nated as  6-(D-2-amino-2-(l,  4-cyclohexadiene-l- 
yl)acetamidol)-penicillanic  acid.  Epicillin  shows 
a broad  spectrum  of  antimicrobial  activity,  partic- 
ularly against  many  of  the  gram-negative  and 
gram -positive  organisms  that  cause  infections  of 


the  urinary  tract.  The  range  of  activity  is  similar 
to  that  of  ampicillin,  except  that  epicillin  has 
shown  greater  in  vitro  activity  against  some 
strains  of  Proteus  and  Pseudomonas.^ 

Epicillin  is  acid-stable  and  thus  can  be  given 
orally.  It  is  susceptible  to  penicillinase  to  a de- 
gree comparable  to  that  of  penicillin  G and  is 
very  slightly  bound  to  serum  proteins  (5  per  cent 
or  less).  Tbe  antibiotic  is  well  absorbed  after  oral 
administration,  and  peak  concentration  is  ob- 
served in  the  serum  at  two  hours.  Urinary  excre- 
tion is  rapid  with  the  highest  concentrations  being 
found  in  the  urine  during  the  first  three  hours. ^ 

Methods 

Patients  suspected  of  having  infections  of  the 
urinary  tract  clinically  had  the  following  initial 
laboratory  determinations:  urinalysis,  quantita- 

tive urine  culture  (serial  dilution  and  pour  plate 
method),  sensitivity  tests  of  organisms  (disk 
method),  complete  blood  count,  blood  urea  nitro- 
gen, serum  glutamic  oxaloacetic  transaminase, 
serum  glutamic  pyruvic  transaminase,  alkaline 
phosphatase,  and  total  bilirubin.  Tbe  patient 
was  then  treated  with  epicillin,  500  mg.  orally 
every  six  hours.  Therapy  was  discontinued  after 
fourteen  days  or  sooner,  if  there  was  evidence  of  a 
lack  of  response  or  adverse  reaction.  On  the 
fourth  day  of  treatment,  each  patient  had  a repeat 
urinalysis,  quantitative  urine  culture,  sensitivity 
test,  complete  blood  count,  and  blood  urea  nitro- 
gen determination.  At  the  termination  of  thera- 
py, the  initial  base-line  studies  were  repeated. 

Results 

Thirty-four  patients  were  admitted  to  the 
study.  Eight  displayed  insignificant  colony 
counts  (less  than  50,0(K)  col.  per  milliliter)  and 
were  dropped.  Twenty-six  patients  had  signifi- 
cant infections  (colony  count  of  100,000  per  milli- 
liter or  greater)  and  were  treated  with  a two-week 
course  of  the  drug.  Results  of  therapy  are  seen  in 
Table  I. 
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TABLE  I.  Results  in  26  patients  with  infections  of  urinary 
tract  treated  with  epicillin 


Organism 

Num- 

ber 

Cures 

Num- 

ber 

Sensi- 

tive 

Cures 

of 

Sensi- 

tive 

Strains 

Escherichia  coli 

14 

11 

9 

9 

Proteus  mirabilis 

7 

4 

5 

4 

Pseudomonas  aeru- 

ginosa 

4 

1 

1 

1 

Beta  hemolytic 

Streptococcus 

1 

1 

1 

1 

Totals 

26 

17 

16 

15 

TABLE  II.  Side-effects  observed  during  epicillin  therapy 


Patient 

Symptoms 

Comment 

1 

Fever,  eosinophilia, 
sneezing 

Drug  related;  symptoms 
disappeared  when  drug 
was  withdrawn 

2 

Rash  and  urticaria 

Not  drug  related;  oc- 
curred after  intra- 
venous pyelograms 

3 

Increased  number 
of  bowel  move- 
ments 

Drug  related;  although 
patient  had  diver- 
ticulosis 

4 

Nausea  and  diar- 
rhea 

Not  drug  related; 
patient  had  symp- 
toms prior  to  and  after 
drug  discontinued 

5 

Diffuse  weakness 
and  neuropathy 

Not  drug  related; 
thought  to  be  secon- 
dary to  widespread 
metastatic  cancer 

As  seen  in  Table  II,  5 patients  had  symptoms 
which  required  discontinuance  of  epicillin;  only  2, 
however,  were  believed  to  be  true  clinical  drug 
reactions.  Two  other  patients  reported  a mild 
tingling  of  the  tongue  which  subsided  sponta- 
neously while  completing  therapy. 

Comment 

Epicillin  is  rapidly  absorbed  from  the  gastroin- 
testinal tract,  reaching  a peak  concentration  with- 
in two  to  three  hours.  One  500-mg.  oral  dose  pro- 
duced an  average  serum  concentration  of  2.28  mi- 
crograms per  milliliter  and  urine  concentration  of 
569.36  micrograms  per  milliliter  at  three  hours  in 
10  control  subjects.  The  drug  has  a wide  spec- 
trum of  activity  against  gram-positive  and  gram- 
negative organisms.  Previous  preliminary  in  vitro 
comparative  studies  with  ampicillin  and  carbeni- 
cillin  are  seen  in  Table  III,  and  these  results  are 
summarized  as  follows:  (1)  Against  most  clinical 
isolates,  epicillin  and  ampicillin  were  slightly 
more  active  than  carbenicillin.  (2)  Against  19 
isolates  of  Pseudomonas,  epicillin  was  more  active 
than  ampicillin  and  similar  in  activity  to  carbeni- 
cillin. (3)  Against  indole- positive  Proteus  species. 


TABLE  III.  Minimum  inhibitory  concentration 
in  micrograms  per  milliliter  for  greater  than  half  the 
strains  tested ^ 


Bacteria 

Num- 

ber 

of 

Strains 

Epi- 

cillin 

Ampi- 

cillin 

Carbeni- 

cillin 

E.  coli 

39 

0.9  to 

0 .9  to 

3.3  to 

3.2 

3.2 

11.5 

Klebsiella;  Aerobacter  17 

12.6  to 

51  to 

51  to 

50 

100 

100 

Proteus,  indole-posi- 

6 

3.3  to 

12.6  to 

0.1  to 

tive 

12.5 

50 

0.8 

Proteus,  indole-nega- 

43 

0. 1 to 

0. 1 to 

0 . 1 to 

tive 

0.8 

0.8 

0.8 

Pseudomonas 

19 

12.6  to 

51  to 

12 . 6 to 

50 

100 

50 

epicillin  was  more  active  than  ampicillin  and  less 
active  than  carbenicillin. ^ 

Clinically,  these  initial  tests  have  shown  epicil- 
lin to  be  an  effective  antibiotic  in  the  treatment  of 
acute  infections  of  the  urinary  tract,  curing  94  per 
cent  of  infections  caused  by  susceptible  organisms. 
In  addition,  several  nonsusceptible  organisms 
were  cleared;  and  it  must  be  remembered  that  be- 
cause of  the  ability  of  the  penicillins  to  be  concen- 
trated by  the  kidney,  in  vitro  sensitivity  testing 
and  clinical  response  may  fail  to  correlate. 

No  organ  toxicity  has  been  reported.  Allergic 
reactions,  seen  in  1 of  our  patients,  usually  char- 
acterized by  rash  and  eosinophilia  have  been  re- 
ported. Diarrhea  has  also  been  observed  although 
probably  not  on  an  allergic  basis.  Both  are  noted 
to  resolve  spontaneously  with  the  cessation  of 
treatment.  There  were  no  significant  abnormali- 
ties noted  in  the  hematologic,  renal,  or  liver  func- 
tion studies  in  these  patients  with  epicillin  thera- 
py- 

Summary 

Twenty-six  patients  with  documented  infections 
of  the  urinary  tract  of  various  pathogens  were 
treated  with  epicillin  for  a two-week  period.  Sixty- 
five  per  cent  of  those  treated  were  considered  clin- 
ically cured.  Sixteen  (62  per  cent)  bacterial  iso- 
lates were  sensitive  in  vitro  to  epicillin.  Fifteen  (94 
per  cent)  of  these  16  cases  resulted  in  cures. 
Side-effects  were  minimal  and  reversible.  Thus,  it 
appears  epicillin  is  a safe  and  useful  drug  in  the 
treatment  of  infections  of  the  urinary  tract  when 
prescribed  in  conjunction  with  in  vitro  sensitivity 
testing. 
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Recent  clinical,  biochemical,  and  histopatholog- 
ic findings  in  children  with  Wilms’  tumor  have 
caused  this  common  neoplasm  to  reveal  additional 
features  that  distinguish  it  from  other  childhood 
malignant  conditions.  Wilms’  tumor  is  unique  in 
its  response  to  chemotherapy,  in  its  relationship 
with  certain  congenital  anomalies,  in  its  benign 
nature  when  occurring  during  the  newborn  period, 
and  in  some  of  its  biochemical  manifestations. 
These  new  findings  relating  to  tumor  biology  are 
added  to  the  classic  features  of  the  physical  exam- 
ination, x-ray  studies,  and  histopathology  which 
have  long  been  used  to  diagnose  Wilms’  tumors 
and  to  detect  recurrences  of  tumor  postoperative- 
ly.  It  would  be  useful  to  review  briefly  the  classic 
clinical  features  of  Wilms’  tumor  and  to  integrate 
these  with  the  new  findings. 

Clinical  features 

There  are  no  symptoms  of  Wilms’  tumor  in  its 
early  stages.  Accidental  discovery  of  an  abdomi- 
nal mass  is  the  usual  factor  that  causes  the  child 
to  be  brought  for  study.  Pain  is  not  a prominent 
early  symptom,  but  the  age  group  affected  is  usu- 
ally the  infantile,  runabout  age,  during  which 
children  do  not  often  complain  of  minor  pains  and 
malaise.  Pain  may  be  due  to  local  invasion,  hem- 
orrhage, necrosis,  or  ureteral  occlusion.®  Sponta- 
neous intraperitoneal  rupture  of  Wilms’  tumor 
with  massive  hemorrhage  and  wide  dissemination 
of  tumor  cells  within  the  abdomen  has  been  de- 
scribed.^”^ Such  a case  can  be  mistaken  for  acute 
appendicitis.  Cachexia,  asthenia,  and  anemia  are 


later  symptoms.  A few  cases  have  been  observed 
in  which  pulmonary  metastases  gave  the  earliest 
clinical  signs  of  illness,  consisting  of  cough  and 
pleural  pain.® 

Fever  may  be  due  to  protein  liberated  by  the 
tumor.®  “Fever  of  unknown  origin’’  is  one  of  the 
commonest  nonurologic  findings  when  there  is  ad- 
vanced disease,  along  with  weakness  and  weight 
loss.®  Many  children  have  disturbances  of  urina- 
tion with  frequency,  dysuria,  and  albuminuria 
which  may  be  due  to  secondary  infection  from  ob- 
struction of  the  urinary  tract.  Hematuria  is  un- 
common in  Wilms’  tumor.  The  classic  triad  of 
symptoms  of  renal  tumors  in  adults — hematuria, 
pain,  and  mass — is  reversed  in  order  of  frequency 
in  Wilms’  tumor  in  children:  mass,  pain,  hem- 

aturia. With  marked  growth  of  the  tumor,  effects 
of  compression  or  displacement  of  intra-abdomi- 
nal organs  or  the  diaphragm  become  manifest.® 

Hypertension  has  been  found  in  50  per  cent  of 
children  with  Wilms’  tumor.®  The  true  incidence 
may  be  even  higher  since  blood  pressures  are  not 
routinely  measured  in  small  children.  In  some 
cases  the  hypertension  has  been  relieved  by  ne- 
phrectomy, but  in  other  cases  it  has  not.®  The 
exact  cause  of  hypertension  associated  with 
Wilms’  tumor  is  not  known.  Renal  ischemia  due 
to  partial  occlusion  of  the  blood  supply,  the  Gold- 
blatt  kidney,  or  the  independent  formation  and 
absorption  of  pressor  substances  are  possible  caus- 
es.^® It  is  difficult  to  accept  this  explanation  in 
view  of  the  fact  that  severe  hypertension  some- 
times occurs  following  the  development  of  hepatic 
and  pulmonary  metastases,  without  any  involve- 
ment of  the  remaining  kidney.^®  But  even  if  the 
hypertension  were  due  to  a pressor  substance 
elaborated  by  the  tumor,  it  may  not  be  present  in 
every  case.  All  Wilms’  tumors  are  not  biochemi- 
cally the  same.  In  one  instance  of  a child  with 
Wilms’  tumor  with  severe  hypertension,  marked 
increase  of  plasma  renin  was  found.  “ With  rare 
exceptions  there  have  been  no  long-term  survivors 
among  children  with  Wilms’  tumor  who  had  se- 
vere hypertension  preoperatively.®’® 

The  finding  of  a mass  in  the  flank  or  the  pro- 
trusion of  one  flank  in  a well -developed  and  well- 
nourished  child  invites  suspicion  of  Wilms’  tumor. 
Because  this  tumor  is  characteristically  “silent,” 
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it  may  become  very  large  before  it  is  clinically  rec- 
ognized. The  tumor  commonly  appears  as  a rela- 
tively smooth,  oval,  firm  mass  extending  from  one 
of  the  upper  quadrants.  The  larger  tumors  readi- 
ly extend  across  the  midline  so  that  distinction 
from  a neuroblastoma  is  not  possible  on  that  basis 
alone.  Sometimes  a little  tenderness  can  be 
found  on  pressure.  A Wilms’  tumor  will  remain 
movable  as  long  as  the  tumor  is  contained  within 
the  capsule  of  the  kidney.  After  the  tumor  has 
invaded  the  liver,  diaphragm,  and  posterior  ab- 
dominal wall,  the  mass  becomes  fixed.  Palpation 
should  be  done  with  great  caution  to  prevent  dis- 
semination of  tumor  cells.  K the  tumor  develops 
at  the  upper  pole  of  the  kidney,  early  detection  is 
difficult.  But  as  such  a tumor  grows,  pressure  on 
neighboring  structures  may  cause  obstruction  of 
the  inferior  vena  cava  with  development  of  the 
collateral  circulation,  ascites,  and  edema  of  the 
legs.  Pressure  on  the  intestines  may  displace 
them  to  one  side  of  the  abdomen,  resulting  in  con- 
stipation or  complete  intestinal  obstruction.^^ 

Plain  roentgenograms  of  the  abdomen  will  show 
the  mass  in  most  cases,  and  about  10  to  15  per 
cent  wiU  show  calcification.^®  If  the  tumor  is 
small,  neither  abdominal  roentgenograms  nor  py- 
elograms  may  reveal  any  abnormality.  Pyelo- 
grams  vary  greatly,  depending  on  the  size  of  the 
tumor  and  its  location  in  the  kidney.  The  renal 
pelvis  may  be  elongated  and  distorted  in  shape  or 
displaced  medially  and  interiorly  (Fig.  1).  The 
calyces  may  show  abnormal  contours.®’®- 

Anemia  may  be  present  if  the  tumor  has  invad- 
ed the  bone  marrow  or  if  hemorrhage  has  oc- 
curred. There  may  be  leukocytosis.  Metastatic 
tumor  cells  may  be  found  in  the  bone  marrow. 
Hematuria  develops  in  15  to  20  per  cent  of  the  pa- 
tients and  is  due  to  invasion  of  the  pelvis  or  ure- 
ter. It  is  a bad  prognostic  sign.  Cytologic  study 
of  the  urine  may  reveal  malignant  cells  in  cases  in 
which  the  tumor  has  ruptured  into  the  renal  pel- 
vis.^® 

Biochemical  manifestations  of 
disseminated  Wilms'tumor 

Any  disseminated  cancer  often  causes  biochemi- 
cal manifestations  that  may  be  useful  in  diagnosis 
and  management,  as  well  as  giving  insight  into 
biology  of  tbe  tumor.  When  there  is  hepatic  in- 
volvement, the  liver  function  tests  and  liver  en- 
zymes, serum  glutamic  oxaloacetic  transaminase 
(SCOT),  lactic  dehydrogenase  (LDH),  and  alka- 
line phosphatase  will  be  abnormal.  The  lactic 
acid  dehydrogenase  level  is  increased  with  any 
malignant  neoplasm.  With  bony  metastases  the 
alkaline  phosphatase  will  be  increased.  Serum 
proteins  show  a variety  of  nonspecific  abnormali- 
ties including  hypoalbuminemia,  elevation  of 
alpha-  and  beta-globulins,  and  either  an  increase 
or  decrease  in  the  gamma  globulins.  The  erythro- 


FIGURE  1.  Intravenous  pyelogram  of  child  with 
Wilms'  tumor  showing  huge  mass  on  right  side.  Right 
kidney  shows  marked  distortion  in  its  internal  struc- 
ture, with  deviation  and  splaying  of  calyces.  Areas 
of  calcification  are  in  upper  and  middle  portions  of 
tumor  (arrows).  (Courtesy  of  Richard  Rieger,  M.D.) 


cyte  sedimentation  rate  is  increased;  the  sedimen- 
tation rate  probably  reflects  changes  in  the  serum 
proteins  and  appears  to  be  more  sensitive  than  the 
electrophoretic  pattern.  Hyperuricemia  may  be 
present  in  any  disseminated  neoplasm. 

Tbe  serum  haptoglobin  level  is  elevated  in 
about  half  the  children  with  disseminated  malig- 
nant conditions.  Serum  haptoglobin  elevation  is 
nonspecific.  It  is  dependent  not  only  on  the  ac- 
tivity of  the  malignant  disease  but  also  on  the 
type  of  therapy  given. Polycythemia  which 
occasionally  occurs  in  Wilms’  tumor  has  been 
shown  to  be  tbe  result  of  increased  erythropoie- 
tin.^® Further  cases  of  increased  erythropoietin 
have  been  recordedV^'^®  Elevated  serum  and  uri- 
nary levels  of  mucopolysaccharide  have  been  dem- 
onstrated in  children  with  disseminated  Wilms’ 
tumor.  Sedimentation  velocity  studies  have  re- 
vealed an  abnormal  component  in  the  sera  of  pa- 
tients with  Wilms’  tumor.  This  substance  can 
also  be  detected  by  alcian  blue  staining  after  elec- 
trophoresis of  the  sera  on  cellulose  acetate  strips 
and  can  be  precipitated  from  serum.  All  of  these 
test  results  are  positive  with  sera  from  patients 
with  Wilms’  tumor.  A close  similarity  between 
the  abnormal  serum  component  and  material  ex- 
tracted from  the  tumor  with  ethylenediamine- 
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FIGURE  2.  Child  from  whom  Wilms'  tumor  was  re- 
moved showing  crossed  hemihypertrophy  Left  ex- 
tremities and  right  side  of  face  involved.  (Courtesy 
of  Wilson  and  Orlin.^®) 


tetracetate  is  apparent  from  further  studies. 
Both  extracts  contain  mucopolysaccharide  as  re- 
vealed by  analyses  for  hexosamines  and  uronic 
acids.  These  findings  may  be  useful  for  laboratory 
diagnosis  of  Wilms’  tumor  with  serum  samples.^” 

Many  children  with  disseminated  Wilms’  tumor 
show  a “hypercoagulable”  state,  with  elevated  fi- 
brinogen, and  a shortened  partial  thromboplastin 
time.  There  may  be  supernormal  levels  of  factors 
VIII,  IX,  and  XI,  and  increased  fibrinolytic  ac- 
tivity.^^  It  is  conceivable  that  the  hypercoagula- 
ble state  may  be  a mechanism  to  counteract  the 
seeding  of  metastases.  Experimental  studies  in 
mice  showed  that  administration  of  an  anticoagu- 
lant (heparin)  increased  the  incidence  of  metas- 
tases, while  factors  that  enhance  coagulation, 
such  as  epsilonaminocaproic  acid,  decreased  the 
occurrence  of  metastases. 

Anomalies  associated  with  Wilm’s  tumor. 
The  possibility  that  Wilms’  tumor  has  prenatal 
origins  is  based  on  the  histologic  appearance 
suggesting  embryonic  maldevelopment,  a peak  in- 
cidence in  early  childhood,  its  detection  among 


newborn  infants  and  in  the  fetus,  and  its  associa- 
tion with  congenital  malformations.  Among  the 
anomalies  found  to  occur  excessively  in  surveys  of 
children  with  Wilms’  tumor  are  hemihypertro- 
phy,-'* aniridia  (congenital  absence  of  the 
iris),“-^®"^3  and  genitourinary  anomalies  (Fig.  2). 
In  view  of  these  observations,  one  might  suspect 
that  Wilms’  tumor  is  induced  by  an  agent  which 
is  both  oncogenic  and  teratogenic. 

Patterns  of  tumor  growth 
and  metastasis 

Wilms’  tumors  have  the  capacity  for  tremen- 
dously rapid  growth.  They  may  progress  from 
being  undetectable  by  intravenous  pyelogram  to  a 
readily  palpable  abdominal  mass  in  three 
months.^®  In  addition,  untreated  Wilms’  tumors, 
such  as  were  described  one  hundred  years  ago, 
often  achieved  enormous  size  before  the  child 
died.^’  Van  der  Byl  in  1857  described  a renal 
tumor  weighing  31  pounds  in  a boy  eight  years  of 
age.^* 

A Wilms’  tumor  usually  grows  to  a large  size 
before  it  is  diagnosed.  The  effect  of  the  tumor  on 
the  kidney  depends  on  the  site  of  the  tumor.  K it 
arises  near  the  surface,  it  will  expand  extrarenally, 
and  the  organ  will  be  displaced  rather  than  dis- 
torted; but  if  it  arises  near  the  pelvis,  it  tends  to 
grow  down  the  ureter.^®  In  one  case  it  originated 
as  a separate  tumor  unattached  to  the  kidney. 
Usually,  however,  it  expands  the  renal  parenchy- 
ma, and  the  kidney  becomes  stretched  over  the 
surface  of  the  tumor.  The  covering  of  the  neo- 
plasm may  be  very  thin  and  easily  torn.  When 
growth  has  been  very  rapid,  the  tumor  is  exceed- 
ingly vascular  and  soft,  mushy,  gelatinous,  and 
brain-like  in  character.  Great  caution  should  be 
taken  by  the  surgeon  in  removing  these  soft  tu- 
mors because  of  the  danger  of  rupture  and  tumor 
dissemination  in  the  peritoneal  cavity. 

The  varied  histologic  picture  seen  in  a Wilms’ 
tumor  is  in  keeping  with  the  concept  that  it  arises 
from  embryonic  tissue  not  definitely  committed  to 
one  mode  of  differentiation.  The  rounded  or 
polygonal  hyperchromatic  cells  with  stellate  myx- 
omatous tissue  are  reminiscent  of  the  embryonal 
rhabdomyosarcoma.  Striated  muscle  fibers  may 
be  seen  in  varying  stages  of  development.  This 
tumor  presents  varied  histologic  elements  and 
patterns  from  case  to  case  and  also  varies  in  dif- 
ferent parts  of  the  same  specimen.  But  prognosis 
cannot  be  correlated  with  histologic  appearance.^ 
Unlike  neuroblastoma,  spontaneous  regression  of  a 
Wilms’  tumor  has  never  been  reported. 

Wilms’  tumors  metastasize  early  either  by  di- 
rect extension  or  by  way  of  the  blood  stream.  The 
tumors  may  invade  the  renal  vein  and  vena  cava 
or  spread  by  way  of  the  lymphatics  to  the  retro- 
peritoneal lymph  nodes.  Metastases  occur  most 
commonly  in  the  lung  and  next  in  order  of  fre- 
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FIGURE  3.  Isotopic  liver  and  spleen  scan  showing 
area  of  decreased  activity  along  lateral  border  of 
right  lobe  of  liver  (arrow).  Autopsy  confirmed  this  to 
be  metastatic  lesion. 

quency  in  the  liver,  contralateral  kidney  and, 
rarely,  in  bone  (Fig.  3).^  More  common  than  dis- 
tant metastases  is  direct  extension  from  the  kid- 
ney area  which  occurs  in  over  80  per  cent  of  cases. 
Local  invasion  of  the  perirenal  tissues,  lymph 
nodes,  liver,  diaphragm,  and  posterior  abdominal 
muscles  is  observed.  Local  invasion  may  occur 
after  surgical  removal  if  the  tumor  escapes  from 
the  capsule  and  seeding  of  the  operative  field  oc- 
curs. Direct  invasion  of  the  liver,  spleen,  intes- 
tine, and  lungs  has  been  reported,  and  brain  me- 
tastases may  occur.  Bone  lesions  are  rare  but  have 
been  demonstrated  involving  the  skull,  ilium, 
scapula,  femur,  and  tibia  (Fig.  4).  Extensions  to 
and  involvement  of  the  adrenal  gland  may  cause 
signs  of  Addison’s  disease  with  pigmentation  of 
the  skin.^  Local  invasion  of  the  spine  may  cause 
radicular  pain,  numbness,  and  paraplegia.  The 
epithelial  lining  of  the  renal  pelvis  may  rupture, 
and  extension  may  then  occur  down  the  ureter, 
with  “seedling”  tumors  on  the  ureteral  wall  or 
even  into  the  bladder. 

The  marked  tendency  of  Wilms’  tumors  for  ve- 
nous invasion  explains  the  frequency  of  metastasis 
to  the  lung.  Because  of  the  extreme  tendency  of- 
this  tumor  to  invade  the  venous  drainage  system, 
a strong  rule  against  excessive  palpation  of  the 
tumor  becomes  an  important  precaution  in  the 
preoperative  period.  Massage  of  the  tumor  often 
causes  release  of  small  tumor  emboli,  but  occa- 
sionally very  large  tumor  emboli  are  released.  In 
one  case  a tumor  thrombus  filled  the  entire  vena 
cava;  in  another  case  a tumor  embolus  was  dis- 
lodged from  the  renal  vein  and  blocked  tbe  atrio- 
ventricular orifice. ■’  Also,  rapid  fungating  growth 
may  cause  the  tumor  to  invade  the  vena  cava  and 
extend  up  as  far  as  the  atrium. 

Bilateral  Wilms'tumor 

Most  cases  of  bilateral  Wilms’  tumor  have  been 


FIGURE  4.  Roentgenogram  of  hips  showing  osteolytic 
bone  lesions  in  proximal  right  femur  (arrows)  of  child 
with  Wilms'tumor. 


diagnosed  at  autopsy Since  bilateral  tumors 
have  been  found  in  a newborn  infant  in  only  1 
case,  their  appearance  in  older  children  cannot  be 
accepted  as  positive  proof  of  bilateral  independent 
origin. Involvement  of  the  second  kidney  often 
represents  contralateral  metastasis.  In  the  past 
when  Wilms’  tumor  was  usually  discovered  late 
and  often  no  surgical  therapy  was  given,  bilateral 
involvement  was  frequently  found  at  autopsy. 
Since  nephrectomy,  either  alone  or  in  conjunction 
with  radiotherapy,  has  become  the  accepted  treat- 
ment, the  proportion  of  bilateral  cases  has  de- 
creased markedly.''*  The  tumor  eventually  will 
appear  bilaterally  in  up  to  10  per  cent  of  cases. 
Some  rare  instances  suggesting  bilateral  indepen- 
dent origin  are  recorded.'*^  But  in  any  given  case 
of  bilateral  Wilms’  tumor  it  is  difficult  to  decide 
whether  or  not  bilateral  tumors  are  the  result  of 
multifocal  tumor  origin  or  the  result  of  a single 
tumor  and  secondary  spread  to  the  other  side. 

Congenital  Wilms'tunnor 

From  among  309  reported  cases  of  Wilms’  tu- 
mors occurring  in  the  first  year  of  life,  62  were  ob- 
served in  the  fetus,  premature,  and  full-term  in- 
fants and  were  diagnosed  before  the  third  week  of 
life.'’’"  Of  these  62  cases  with  neonatal  manifesta- 
tions of  Wilms’  tumor,  33  were  treated  surgically, 
and  27  showed  apparent  cure.  None  of  the  still- 
born infants  and  none  of  the  older  infants  who 
died  showed  evidence  of  metastases.  On  the 
other  hand,  in  199  older  children  three  to  twelve 
months  of  age,  a significant  number  showed  me- 
tastases and  spread  of  the  tumor.  Of  the  children 
dying  after  treatment  as  many  as  48  per  cent 
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showed  spread.’"  Regional  extension  or  metas- 
tasis has  not  been  reported  in  Wilms’  tumors  oc- 
curring in  newborn  infants."”^'  For  example, 
one  Wilms’  tumor  occurring  in  a newborn  infant 
was  so  large  that  it  caused  dystocia,  yet  no  distant 
metastases  were  seen  at  autopsy. The  cause  of 
the  lessened  degree  of  malignancy  in  congenital 
Wilms’  tumor  is  unknown. 

Why  do  congenital  renal  tumors,  including  very 
large  tumors  histologically  identical  with  Wilms’ 
tumor,  remain  localized  and  curable  by  simple 
excision?  Similar-appearing  tumors  in  older  chil- 
dren are  metastatic,  recur,  and  kilt  the  child  in 
the  majority  of  cases  in  spite  of  surgery,  x-ray 
therapy,  and  chemotherapy.  It  is  tempting  to 
postulate  some  biochemical  peculiarity  of  the  in- 
ternal milieu  of  the  fetus,  perhaps  endocrine  or 
immunologic,  which  is  capable  of  influencing  dif- 
ferentiation of  incipient  renal  tumors  toward  a be- 
nign pattern.  Occasionally  Wilms’  tumors  in 
older  children  contain  areas  identical  to  mesoblas- 
tic  nephroma.  Possibly  these  are  the  result  of 
malignant  activation  of  tumors  that  were  formerly 
mesoblastic  nephromas.’'" 

Renal  tumors  present  during  the  first  few  weeks 
of  life  appear  to  be  a distinct  entity.  They  differ 
from  Wilms’  tumors  occurring  in  older  children  in 
their  benign  histologic  picture  and  in  their  inabil- 
ity to  metastasize. Strictly  speaking,  the  term 
“congenital  Wilms’  tumor”  may  be  inaccurate. 
One  can  argue  that  these  tumors  do  not  belong  to 
the  same  group  as  W’ilms’  tumor  of  older  chil- 
dren.These  benign  renal  tumors  have  been 
called  by  several  names  including  renal  hamarto- 
ma, leiomyoma,  fibroma,  differentiated  nephro- 
blastoma, and  congenital  mesoblastic  nephroma.®" 
A total  of  34  such  cases  have  now  been  re- 
ported.®'""’ All  these  cases  have  shown  a benign 
course,  except  those  infants  who  were  stillborn, 
who  died  as  a result  of  surgery,  or  who  died  fol- 
lowing x-ray  therapy  or  chemotherapy.  Recurrent 
or  metastatic  tumors  have  not  been  recorded  in 
any  of  the  cases  observed  so  far.  The  only  recom- 
mended treatment  is  surgical  removal  of  the 
tumor. 

Wilms’  tumor  in  animals.  Wilms’  tumor  oc- 
curs in  many  domestic  animals,  including  sheep, 
pigs,  dogs,  cats,  rats,  cows,  rabbits,  parakeets, 
and  chickens. As  is  the  case  in  human  in- 
fants, Wilms’  tumors  in  animals  may  attain  great 
size  but  seldom  metastasize.  Tumors  histologi- 
cally .identical  with  Wilms’  tumor  may  be  induced 
in  ovariectomized  rats  by  administration  of  di- 
methylbenzanthracene.'’ 

Conclusion 

Wilms’  tumors  usually  appear  as  a mass,  often 
with  pain.  Hematuria  and  hypertension  are 
sometimes  seen.  Wilms’  tumors  are  occasionally 
associated  with  aniridia  and  hemihypertrophy. 


'Fhis  observation  suggests  that  the  tumor  may  be 
induced  by  an  agent  that  is  not  only  oncogenic 
but  also  teratogenic.  The  biochemical  manifesta- 
tions of  disseminated  Wilms’  tumor  include  ab- 
normal liver  function  test  results,  elevation  of 
liver  enzymes,  and  serum  protein  abnormalities. 
In  addition,  elevation  of  the  serum  haptoglobin, 
increased  urinary  excretion  of  mucopolysaccha- 
rides, increased  plasma  renin,  increased  erythro- 
poietin, and  the  “hypercoagulable”  state  may  be 
seen  in  many  of  these  children.  Wilms’  tumors 
occurring  during  the  newborn  period  often  show 
rapid  and  voluminous  local  growth  but  do  not  me- 
tastasize. In  addition  to  their  benign  behavior, 
many  renal  tumors  occurring  during  the  newborn 
period  have  a benign  histologic  picture.  These 
new  findings  give  broader  scope  and  a more  dis- 
tinctive character  to  the  biologic  behavior  of 
Wilms’  tumor. 
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BONE  SCLEROSIS 


Case  history 

William  Nemzek,  M.D.*:  This  seventeen- 

year-old  white  male  was  admitted  to  State  Univer- 
sity Hospital  of  the  Upstate  Medical  Center  on 
September  25,  1970,  after  transfer  from  Baltimore 
City  Hospital.  He  was  well  until  January,  1970, 
but  then  chest  and  back  pain,  fever,  and  malaise 
developed.  Subsequently,  he  suffered  a number  of 
bacterial  infections  including  Escherichia  coli 
septicemia.  On  admission,  the  physical  findings 
included  lymphadenopathy,  splenomegaly,  and  an 
intermittent  pericardial  friction  rub.  A muscle 
biopsy  was  normal.  Five  attempted  bone  marrow 
aspirations  were  unsuccessful.  Examination  of 
stool  specimens  showed  guaiac  positive  results. 
He  had  severe  anemia. 

Edwin  J.  Euphrat,  M.D.:  The  first  film,  dated 
July  22,  1970,  shows  that  the  cardiac,  mediastinal, 
and  diaphragmatic  shadows  are  unremarkable.  I 
cannot  see  any  lesion  in  the  lungs.  The  second 
film  is  only  one  day  later,  but  there  is  now  a small 
cavity  in  the  left  apex,  a small  nodular  lesion  in  the 
right  apex,  and  a larger  ring  shadow  projected 
below  the  level  of  the  right  hemidiaphragm.  Since 
the  annular  shadow  was  not  present  on  the  earlier 
film,  I am  going  to  say  that  it  is  probably  a lung 
abscess  (Fig.  1). 

Dr.  Nemzek:  At  about  this  time  the  sputum 

was  growing  Aspergillus  fumigatus  and  a Kleb- 
siella species.  On  July  24,  1970,  a diagnostic  right 
thoracotomy  was  performed.  A small  nodule  was 
felt  in  the  right  apical  region.  Biopsy  of  the  base 
of  the  right  lower  lobe  was  reported  as  demonstrat- 
ing a pathologic  process  compatible  with  Pneumo- 
cystis carinii  pneumonia.  Results  of  fungal  stains 
were  negative. 

Dr.  Euphrat:  Subsequent  films  of  the  chest 

I taken  through  October,  1970,  show  evidence  of 
thoracotomy  on  the  right  and  no  evidence  of  re- 

‘Resident  in  Radiology,  Upstate  Medical  Center. 


FIGURE  1.  Detail  of  posteroanterior  film  of  chest 
showing  lung  abscess  with  irregular  wall. 


current  abscess  formation.  The  right  apical 
nodule  persists. 

An  intravenous  pyelogram  performed  on  Octo- 
ber 14,  1970,  shows  a normal  appearance  of  both 
kidneys  and  ureters  (Fig.  2A).  The  shadows  of  the 
liver  and  spleen  are  within  normal  radiologic 
limits.  I see  no  abnormal  soft-tissue  masses.  In 
the  left  side  of  the  colon  residual  barium  from  a 
previous  examination  outlines  an  abnormal 
appearance  of  the  mucosa  which  becomes  nodular 
in  the  more  distal  part  of  the  colon.  Can  you  show 
me  a barium  enema? 

Leo  Gould,  D.M.R.D.j:  Unfortunately  this 

is  the  only  examination  showing  barium  in  the 
colon.  He  had  previously  had  a barium  swallow 
to  investigate  his  mediastinum;  this  was  inter- 
preted as  normal. 

Dr.  Euphrat:  I notice  also  that  there  are  ab- 

normal areas  of  density  throughout  the  skeleton 
which  are  shown  best  on  the  film  of  the  pelvis 
(Fig.  2B).  The  differential  diagnosis  would  in- 
clude osteopetrosis,  fluorosis,  diffuse  osteoblastic 
metastasis,  and  myelosclerosis. 

tGuest  Editor,  Assistant  Professor  of  Radiology,  Upstate 
Medical  Center. 
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FIGURE  2.  (A)  Intravenous  pyelogram.  Small  quantity  of  barium  remaining  in  colon  from  earlier  examination  shows 

abnormal  mucosal  pattern.  (B)  Detail  of  anteroposterior  film  of  pelvis  showing  generally  sclerotic  bone  with  thickened 
trabeculation. 


Trying  to  match  all  the  findings  together,  I think 
that  myelosclerosis  from  a blood  dyscrasia,  with 
secondary  lung  infection  and  secondary  mucosal 
changes  in  the  large  bowel,  is  most  likely. 

Dr.  Euphrats  diagnoses 

1.  Blood  dyscrasia 

2.  Myelosclerosis  secondary  to  blood  dyscrasia 

3.  Lung  abscess  (healed) 

4.  Large  bowel  involvement  by  leukemia  or  lym- 
phoma 

Bedros  Markarian,  M.D.*:  The  main  gross 

findings  at  the  autopsy  were  hepatosplenomegaly 
and  generalized  lymphadenopathy  secondary  to 
acute  leukemia  along  with  hypostatic  edema  and 
congestion  of  both  lungs.  Blood  culture  at  autopsy 
grew  E.  coli  organisms,  and  lung  tissue  taken  for 
culture  yielded  Candida  albicans. 

Microscopic  examination  shows  a lymphoblastic 
leukemia  with  leukemic  infiltrate  widespread  in 
almost  every  organ  system.  This  process  is  most 
prominent  in  the  lymph  nodes,  spleen,  liver,  and 
kidney.  The  bone  marrow  is  replaced  by  diffuse 
sheets  of  primitive  lymphocytes.  The  gastrointes- 
tinal tract  has  focal  mucosal  and  submucosal  leu- 
kemic infiltrates.  A most  interesting  finding  was 
in  the  bony  framework  of  the  marrow.  The  bone 
spicules  show  thickening  and  coarseness  of  pattern, 
and  on  closer  examination  there  are  a large  number 
of  cement  lines  of  the  bone  suggestive  of  an  active 
remodeling  process  (Fig.  3).  Bone  sclerosis  in 
leukemia  is  not  an  entity  which  comes  to  the 
attention  of  the  pathologist  unless  he  is  alerted  to 
the  situation  by  the  radiologist. 

‘Assistant  Professor  of  Pathology,  Upstate  Medical  Center. 


FIGURE  3.  Low-power  photomicrograph  of  bone 
demonstrating  coarse  trabecular  pattern  of  spongiosa 
and  sheet-like  overgrowth  of  marrow  elements  by 
lymphocytes  (hematoxylin  and  eosin  stain). 


Final  diagnoses 

Acute  lymphoblastic  leukemia  with  multiple 
organ  infiltrate  and  bone  sclerosis 

Dr.  Gould:  It  is  unusual  for  bone  sclerosis  to 

occur  in  leukemia,  particularly  in  young  patients. 
Wilson'  reported  a series  of  140  cases  of  leukemia 
who  were,  admittedly,  a little  younger  than  our 
subject  and  did  not  observe  a single  case  of  osteo- 
sclerosis in  any  of  89  cases  showing  roentgeno- 
graphic  evidence  of  bone  abnormality.  He  found 
the  commonest  visible  change  was  a transverse  line 
of  radiolucency  at  the  end  of  a long  bone,  present  in 
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53  per  cent  of  cases.  Osteolytic  lesions  were 
present  in  38  per  cent,  and  periosteal  reaction  was 
found  in  19  per  cent.  Windholz  and  Foster-  sug- 
gested that  leukemic  infiltration  of  the  marrow  is 
followed  by  fibrous  replacement  of  leukemic  cells 
and  that  subsequently  direct  metaplasia  may  con- 
vert this  fibrous  tissue  into  bone.  At  present  it 
would  appear  that  skeletal  surveys  are  seldom 
performed  on  leukemic  patients,  and  it  may  be 
that  more  recent  types  of  therapy  will  change  the 
incidence  of  bone  findings.  Tobin,  Tan,  and 
Argano’’  found  5 cases  of  myelofibrosis  using  iliac 
crest  biopsy  but  did  not  publish  roentgenographic 
studies  on  these  patients.  The  suggestion  was 
made  in  this  article  that  such  changes  are  more 
common  than  would  appear  from  the  literature. 

Recently  Wagner  et  al.*  have  reviewed  complica- 
tions of  leukemia  in  the  small  and  large  bowel  and 
found  the  most  frequently  affected  area  to  be  the 
cecum,  reintroducing  the  old  term  “typhlitis.” 
The  appendix  and  small  and  large  bowel  also  may 
be  involved.  The  colon  was  involved  in  3 per  cent 
of  his  cases.  The  lesions  we  demonstrate  radio- 
logically  may  be  due  to  leukemic  infiltrate,  inflam- 
matory changes,  vascular  disturbances  secondary 
to  the  primary  disease,  or  to  combinations  of  all 
three. 

The  pulmonary  lesions  have  been  reviewed  by 
Klatte  et  al.^  Roentgenographic  signs  are  more 
often  due  to  infection  than  to  leukemic  infiltrates. 


and  infections  by  fungi  are  frequent.  The  in- 
creased risk  of  tuberculous  infection  has  perhaps 
been  exaggerated.  In  our  case,  we  all  agree  that 
the  intravenous  pyelogram  findings  were  within 
normal  limits.  However,  there  were  diffuse 
leukemic  infiltrates  in  both  kidneys  at  autopsy, 
which  probably  made  a slight  over-all  increase  in 
renal  size.  Shapiro  et  al.^  have  described  changes 
in  the  adult  kidney,  and  bilateral  enlargement  may 
be  demonstrable  radiologically.  Other  possible 
changes  are  perirenal  mass,  filling  defects,  and 
elongation  of  the  infundibulum  and  calyces. 

Acknowledi(ment:  V\'e  are  obliged  to  Paul  Anderson, 

M.D.,  for  providing  information  and  radiographs  relating  to  the 
patient’s  period  in  Baltimore  City  Hospital  and  for  his  per- 
mission to  publish  Figure  1. 
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In  the  letter  by  George  E.  Moore,  M.D.,  entitled  “Meritorious  Reports  on  Breast  Cancer  Therapy”  {Journal, 
April  1,  1971,  page  791)  the  journal  citation  for  reference  3 is  incorrect.  It  should  be:  Adair,  F.  E.,  and  Herr- 
mann, J.  B.:  The  use  of  testosterone  propionate  in  the  treatment  of  advanced  cancer  of  the  breast,  Ann  Surgery 
123:1023(1946). 
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VALUE  OF  PREOPERATIVE 
PREPARATION 

“The  importance  of  a thorough  history  and  physi- 
cal examination  preoperatively  cannot  be  over- 
emphasized. Assessment  of  altered  functions  and 
coexisting  disease  may  reveal  pitfalls  to  be  avoided 
and  offer  guidelines  for  therapeutic  planning.”* 
The  following  case  report  illustrates  the  value  of 
careful  preoperative  preparation  of  the  patient. 

Case  report 

A sixty-nine-year-old  man  with  the  diagnosis  of  bleed- 
ing duodenal  ulcer  was  scheduled  for  a subtotal  gastrec- 
tomy as  an  emergency  procedure.  Premedication  con- 
sisted of  meperidine  hydrochloride  (Demerol)  50  mg. 
and  atropine  0.4  mg.  given  intramuscularly  thirty-five 
minutes  prior  to  anesthesia.  A Levin  tube  was  inserted 
and  showed  clear  drainage  with  no  evidence  of  blood. 
Some  dried  blood  was  noted  about  the  mouth  and  nos- 
trils. The  patient’s  blood  pressure  when  he  was  in  the 
supine  position  was  140  mm.  Hg  systolic  and  80  diastolic 
with  a pulse  rate  of  100  per  minute.  An  electrocardio- 
gram was  attached. 

Anesthesia  was  induced  with  1 per  cent  sodium  thio- 
pental given  intravenously.  Succinylcholine  0.2  per 
cent  was  then  administered  intravenously,  to  facilitate 
endotracheal  intubation.  Fairly  good  respiratory  ex- 
change was  maintained  by  manual  squeezing  of  the 
breathing  bag  without  the  insertion  of  a pharyngeal 
airway.  Direct  laryngoscopic  examination  revealed 
severe  and  increasing  bleeding.  Following  the  applica- 
tion of  suction,  a large  bleeding  mass  was  seen  in  the 
pharynx  which  distorted  all  anatomic  landmarks.  It 

Presented  and  discussed  at  a conference  held  at  the  St. 
Vincent’s  Hospital  Medical  Center,  New  York  City,  January  27, 
1969.  Clinical  Anesthesia  Conferences  are  held  on  the  fourth 
Monday  of  each  month. 

‘Importance  of  preoperative  evaluation,  in  Mark,  L.  C.,  Kd.: 
Clinical  Anesthesia  Conferences,  Boston,  Little,  Brown  and 
Company,  1967,  p.  64. 


was  not  possible  to  visualize  either  the  epiglottis  or 
the  vocal  cords.  Since  the  patient  was  in  imminent 
danger  of  respiratory  obstruction  due  to  severe  bleeding 
from  the  pharyngeal  mass,  a tracheostomy  was  per- 
formed. 

The  contemplated  gastrectomy  was  cancelled,  and  the 
patient  was  sent  to  the  recovery  care  unit  where  he  was 
connected  to  a Bennett  respirator.  Blood  pressure  was 
160/100  and  pulse  rate  120  per  minute.  One  hour 
later  he  was  breathing  spontaneously  without  the  res- 
pirator. Three  hours  later  he  was  returned  to  the  ward, 
awake,  in  fair  condition,  and  the  bleeding  from  the 
mouth  subsiding.  The  next  day  a carotid  artery  was 
ligated  as  an  emergency  procedure.  Two  weeks  later, 
the  patient  underwent  a partial  laryngectomy  for  car- 
cinoma of  the  epiglottis.  As  yet,  the  gastrectomy  has  not 
been  performed. 

Comment 

This  patient  was  admitted  to  the  hospital  emer- 
gency room  one  month  prior  to  the  scheduled 
gastrectomy.  At  the  time  of  admission  there  was 
bleeding  from  the  mouth  and  distended  neck  veins. 
A temperature  of  100  F.  and  pulse  and  respiratory 
rates  of  104  and  24  per  minute,  respectively,  were 
recorded.  The  patient  did  not  complain  of  pain 
in  the  chest  or  abdomen  and  denied  knowledge  of 
having  a peptic  ulcer.  Past  medical  history  was 
noncontributory  except  for  a weight  loss  of  25 
pounds  and  that  the  bleeding  was  of  three  days’ 
duration  and  was  preceded  by  an  episode  of  epi- 
staxis.  A nasogastric  tube  was  inserted  after 
several  unsuccessful  attempts. 

Further  work-up  revealed  the  hemoglobin  was 
4.6  Gm.  per  100  ml.,  hematocrit  13,  and  white 
blood  cells  4,200.  Transfusions  brought  the  hemo- 
globin up  to  8.9  Gm.  per  100  ml.  with  a hematocrit 
of  27  in  three  days.  Blood  smear  and  bone  marrow 
aspiration  tests  indicated  anemia,  megaloblastic 
and  microcytic  in  character.  During  the  next  few 
weeks,  consultations  with  specialists  in  the 
otolaryngologic  and  thoracic  surgery  departments 
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were  requested  to  determine  whether  or  not  the 
bleeding  might  have  been  from  the  pharyngo- 
laryngeal  regions  rather  than  the  gastrointestinal 
tract.  Because  the  patient  was  uncooperative,  an 
indirect  laryngoscopic  examination  could  not  be 
done,  and  a laryngoscopic  examination  under  an- 
esthesia was  suggested. 

One  bout  of  hematuria  during  the  night  and  a 
liver  scan  were  recorded  on  the  chart  one  week 
prior  to  his  arrival  in  the  operating  room.  During 
the  three  days  before  the  intended  operation,  sur- 
gical notes  mentioned  a soft  abdomen,  not  dis- 
tended, and  a diagnosis  of  a possible  bleeding 
ulcer  with  no  indication  of  either  hematemesis  or 
hemoptysis  having  occurred,  as  considered  on 
emergency  admission. 

No  x-ray  findings  of  the  tracheobronchial  tree  or 
gastrointestinal  tract  were  recorded  on  the  medical 
chart  and,  if  done,  were  apparently  not  transmit- 


ted orally.  These  omissions  and  the  fact  that  no 
laryngoscopic  examination  was  performed  during 
the  one-month  hospital  stay  prior  to  his  being  seen 
by  the  anesthesiologist  in  the  operating  room  do 
not  speak  too  highly  of  the  preoperative  prepara- 
tion. 

Careful  review  and  evaluation  of  patients  prior 
to  surgery  and  anesthesia  are  not  only  mandatory 
responsibilities  of  the  medical  team  on  behalf 
of  the  patient  but  also  are  of  value  to  obviate  medi- 
colegal suits.  Significant  advances  in  patient  care 
can  only  be  continued  if  the  patient  is  treated  as  a 
whole  being  and  not  just,  as  in  this  case,  a surgical 
patient  requiring  anesthesia.  Certainly,  as  the 
person  who  last  sees  the  patient  awake,  the  anes- 
thesiologist is  always  open  to  criticism — justifiably 
so  in  this  case. 

“Quid  desiderat  pacem,  praeparet  bellum.” 


Number  one  hundred  ninety-nine  in  a series  of  Clinical  Anesthesia  Conferences 


Correction  Supplement 


The  following  graph  is  included  as  a supplement  to  the 
Comment  that  appeared  in  the  article  entitled  “Diag- 
nosis of  Allergy;  Positive  Value  of  Negative  Skin  Test 
Result”  by  Earl  B.  Brown,  M.D.,  Odette  Clavery,  M.D., 
and  Bernard  Carol,  M.A.,  M.S.,  that  appeared  in  the 
April  15,  1971,  Journal,  page  845: 


Comment 


PRODABILITY  OF  BEING  POSITIVE  IF  SKIN  TEST  IS  POSITIVE 


Point  1 represents  sample  probabilities  of  true 
negative  if  skin  test  result  is  negative  and  true 
positive  if  skin  test  result  is  positive.  Therefore, 
there  is  at  least  a 91.5  per  cent  chance  of  a patient 
not  having  asthma,  or  seasonal  or  perennial  allergic 
rhinitis,  if  the  skin  test  result  is  negative  to  the 
1,000  protein  nitrogen  unit  strength.  This  con- 
trasts with  the  23.9  per  cent  chance  of  the  patient 
having  seasonal  or  perennial  allergic  rhinitis  or 
bronchial  asthma  if  the  skin  test  result  is  positive. 
This  statement  is  made  with  95  per  cent  confi- 
dence. The  patient’s  recollection  of  having  re- 
ceived treatment  for  an  allergic  condition  was 
used  as  the  criterion  for  determining  point  1. 
When  the  diagnosis  of  an  allergic  history  is  made 
by  symptomatology,  point  2,  the  corresponding 
values  are  76.7  per  cent  and  54.2  per  cent  respec- 
tively. (The  patient’s  recollection  of  allergic  his- 
tory was  the  criterion  for  determining  point  2.) 
The  chances  are  3 out  of  4 that  a patient  with  a 
negative  skin  test  result  is  not  allergic  compared  to 
the  almost  even  chance  that  a patient  with  a posi- 
tive skin  test  result  is  allergic. 


VERS!  S PROBABILITY  OF  BEING  NEGATIVE  IF  SKIN  TEST  IS  NEGATIVR 
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REFRACTORY  CHRONIC 
CONGESTIVE  HEART 
FAILURE  AND 
PERICARDIAL  EFFUSION 


Case  history 

A fifty-nine-year-old  white  man  was  admitted 
to  Queens  Hospital  Center  on  October  25,  1969, 
with  a chief  complaint  of  pain  in  the  chest  of  five 
days’  duration.  The  pain  was  sharp,  starting 
anteriorly  in  the  right  side  of  the  chest  and  radi- 
ating to  the  left  side,  lasting  twenty  minutes  at  a 
time,  unrelated  to  activity,  but  made  worse  with 
deep  breathing.  For  the  past  two  weeks  prior  to 
admission,  the  patient  noted  a nonproductive 
cough,  progressive  swelling  of  the  abdomen,  two- 
pillow  orthopnea,  and  frequent  nocturnal  dys- 
pnea. There  were  no  chills  or  fever,  no  hemopty- 
sis, and  no  night  sweats. 

Past  history  shows  the  patient  was  well  until 
1966,  when  he  was  admitted  to  another  hospital 
for  the  first  time  for  dyspnea  and  pain  in  the  chest 
and  was  discharged  after  six  weeks,  with  digitalis 
(Digoxin),  0.25  mg.,  daily,  and  diuretic  agents 
prescribed.  Since  then  he  was  admitted  to  the 
hospital  several  times  for  recurrent  pain  in  the 
chest  and  congestive  heart  failure;  hematemesis 
was  noted  on  one  occasion,  and  a femoral  artery 
embolus  was  reported  at  the  time  of  two  previous 
admissions  to  the  hospital.  For  the  past  two  years, 
he  had  noted  progressive  weight  loss  associated 
with  swelling  of  the  legs  and  progressive  dysphagia. 
An  exploratory  laparotomy  was  performed  in  1968 
and  revealed  only  “nutmeg  liver.”  The  patient 
drank  half  a gallon  of  wine  and  smoked  one  pack 
of  cigarets  daily,  until  his  illness  began  in  1966. 
The  past  history  is  otherwise  unremarkable  as  is 
the  family  history. 

On  physical  examination,  the  patient  appeared 
markedly  cachectic  and  chronically  ill  but  was  in 
no  acute  distress.  The  neck  veins  were  engorged 


FIGURE  1.  Electrocardiogram  showing  regular  sinus 
rhythm,  right  axis,  low-voltage  QRS  complexes,  QS 
complexes  in  lead  I and  aVI,  poor  R-wave  progression 
in  precordial  leads,  and  S waves  in  Vs  and  Ve. 


at  30  degrees.  The  lungs  showed  diminished 
breath  sounds  and  dullness  at  both  bases,  but  no 
rales.  The  heart  was  quiet  to  palpation,  with 
the  point  of  meiximal  impulse  located  in  the  fifth, 
left  intercostal  space,  3 cm.  outside  the  midclavic- 
ular  line.  The  heart  tones  were  distant.  A faint 
third  heart  sound  was  present  at  the  apex,  and  a 
grade  I to  II  soft  ejection  systolic  murmur  was 
heard  along  the  left  sternal  border.  The  blood 
pressure  was  130/90,  and  there  was  a pulsus  para- 
doxus of  12  mm.  per  Hg.  The  abdomen  was  dis- 
tended with  a fluid  wave  and  shifting  dullness. 
The  liver  was  palpable  3 fingerbreadths  below  the 
right  costal  margin,  the  edge  was  firm  and  slightly 
tender.  There  was  4 plus  pitting  edema  of  both 
legs,  extending  to  the  thighs. 

The  electrocardiogram  showed  regular  sinus 
rhythm,  right-axis,  low-voltage  QRS  complexes, 
especially  in  the  standard  leads;  QS  complexes  in 
lead  I and  aVl;  poor  R-wave  progression  in  the  pre- 
cordial leads;  and  the  presence  of  S waves  in  V5 
and  Ve  (Fig.  1). 

The  chest  x-ray  film  showed  the  heart  shadow  to 
be  moderately  enlarged  with  no  unusual  contour 
and  also  increased  pulmonary  vascularity  (Fig.  2). 

A gastrointestinal  series  revealed  irregular  in- 
dentation of  greater  curvature  of  the  stomach. 

Intravenous  pyelogram  showed  evidence  of  a 
smaller  kidney  on  the  right  and  ascites. 

Laboratory  data  showed  the  hemoglobin  ranged 
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FIGURE  2 Chest  x-ray  film  showing  enlarged  heart 
with  no  unusual  contour  and  increased  pulmonary  vas- 
cularity. 


between  10.3  and  11.6  Gm.  per  100  ml.,  hemato- 
crit 31  to  35,  and  white  blood  cell  count  6,600,  with 
normal  differential.  The  blood  urea  nitrogen  was 
35  mg.,  creatinine  1.2  mg.,  and  serum  bilirubin  4 
mg.  per  100  ml.  Albumin  was  3.2  Gm.  and  globulin 
4 Gm.  per  100  ml.  The  alkaline  phosphatase  was  26 
King-Armstrong  units.  An  L-triiodothyronine 
uptake  was  normal.  The  ascitic  fluid  was  sterile 
with  albumin  1.9  Gm.  and  globulin  1.2  Gm.  per  100 
ml.  Lactic  acid  dehydrogenase  was  86  units,  serum 
glutamic  oxaloacetic  transaminase  28  units,  serum 
glutamic  pyruvic  transaminase  18  units,  red  blood 
cell  count  199,  lymphocytes  9,  and  polymorpho- 
nuclear leukocytes  1.  The  latex  fixation  and  se- 
rologic test  results  were  negative.  A pericardial 
scan,  done  on  October  27,  suggested  pericardial 
effusion.  The  patient  was  treated  with  digitalis, 
0.25  mg.  daily,  furosemide  (Lasix),  80  mg.  daily, 
taken  by  mouth,  spironolactone  (Aldactone),  25 
mg.  three  times  a day  with  no  significant  diuresis. 
Cardiac  catheterization  was  performed  on  Novem- 
ber 3 and  showed  an  oxygen  consumption  of  111 
cc.  per  minute  per  square  meter  of  body  surface, 
arterial  oxygen  saturation  of  94  and  100  per  cent, 
with  100  per  cent  oxygen  inhalation.  Atrioventric- 
ular oxygen  difference  was  7.15  volume  per  cent, 
cardiac  output  2.5  L.  per  minute,  and  cardiac  index 
1.62  L.  per  minute  per  square  meter  of  body  sur- 
face. 

Pressures  in  millimeters  of  mercury  were  as  fol- 


lows: right  atrium  19  mean,  right  ventricle  38/17, 
pulmonary  artery  38/20  with  mean  of  27,  pul- 
monary compliance  wedge  19,  brachial  artery 
105/97  with  mean  of  80,  pulmonary  vascular  re- 
sistance 255  dynes  per  second  per  cubic  centimeter, 
and  systemic  vascular  resistance  1,950  dynes  per 
second  per  cubic  centimeter.  The  tine  test  result 
was  negative. 

A pericardial  tap  was  performed  on  November 
10,  which  produced  400  cc.  of  straw-colored  fluid 
with  161  red  blood  cells,  31  lymphocytes  and  5 
polymorphonuclear  leukocytes.  On  the  following 
day,  the  patient  had  sudden  onset  of  pain  in  the 
chest,  radiating  to  the  left  shoulder,  followed  by 
cyanosis  and  shock.  The  second  heart  sound  be- 
came widely  split  with  marked  increase  in  pul- 
monic second  sound,  and  electrocardiogram 
showed  transient  right  bundle  branch  block.  He 
was  treated  with  oxygen,  intravenous  fluids,  and 
heparin  and  gradually  improved  to  his  previous 
condition.  Thereafter,  however,  the  patient’s 
condition  continued  to  deteriorate,  despite  in- 
crease in  intensity  of  regimen  for  congestive  heart 
failure,  and  he  died  on  January  4,  1970,  two  and 
one-half  months  after  admission. 

Discussion 

Francis  E.  Raia,  M.D.*:  In  summary,  we  are 
confronted  with  a fifty-nine-year-old  man  whose 
illness  began  four  years  prior  to  his  death  and  was 
characterized  by  a progressive  downhill  course  with 
pain  in  the  chest,  dyspnea,  ascites,  marked  edema 
of  both  legs,  and  cachexia.  There  was  a history 
of  hematemesis  on  one  occasion,  and  dysphagia 
was  also  noted.  These  latter  symptoms  together 
with  considerable  weight  loss  probably  prompted 
the  exploratory  laparotomy  being  performed  one 
year  prior  to  his  last  admission,  but  this  procedure, 
we  are  told,  revealed  only  a chronically  congested 
liver. 

Pericardial  effusion  was  certainly  present  since 
the  protocol  states  that  400  cc.  of  serous  fluid  were 
obtained  by  pericardiocentesis.  This  diagnosis 
was  also  supported  by  physical  examination  (heart 
quiet  to  palpation  with  distant  heart  sounds  and 
pulsus  paradoxus  of  12  mm.  Hg)  by  pericardial 
scan,  by  the  low-voltage  QRS  complexes  on  the 
electrocardiogram,  and  by  catheterization  data, 
notably  markedly  elevated  and  equal  pulmonary 
compliance  and  right  atrial  pressures  which  mea- 
sure 19  mm.  Hg,  and  by  the  right  ventricular  pres- 
sure curve,  which,  I am  told,  demonstrated  the 
classical  features  of  restrictive  disease,  namely,  an 
early  diastolic  dip,  followed  by  a high  diastolic 
plateau.  However,  it  appears  likely  that  there 
was  significant  myocardial  disease  as  well,  beyond 
that  which  one  might  expect  to  be  present  in  cases 
of  chronic  pericarditis.  This  is  evidenced  particu- 

*Attending  in  Charge,  Department  of  Cardiology,  Queens 
Hospital  Center. 
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FIGURE  3.  Section  of  heart  showing  (A)  markedly  dilated  and  hypertrophied  left  ventricle,  and  (B)  groups  of  sand- 
corn-like  granules  on  atrial  aspect  of  tricuspid  valve. 


larly  by  the  presence  of  a localized  apical  impulse, 
palpable  3 cm.  outside  the  midclavicular  line,  by 
an  abnormal  result  on  electrocardiogram,  showing 
right  axis  and  QS  complexes  in  lead  I and  aVl  and 
the  precordial  lead  QRS  pattern  of  poor  R-wave 
progression  and  S waves  in  V5  and  Ve,  and  by  a 
low  mean  systolic  ejection  rate  index  of  73  cc.  per 
second  per  square  meter  of  body  surface,  which  is 
generally  a fairly  good  parameter  of  myocardial 
function. 

Could  the  pericardial  effusion,  then,  have  been 
purely  the  result  of  congestive  heart  failure?  This 
is  certainly  a possibility  but  to  me  it  seems  exces- 
sive, particularly  in  the  absence  of  pleural  effusion, 
to  be  explained  solely  on  this  basis.  In  addition, 
it  is  generally  felt  that  the  amount  of  pericardial 
effusion,  resulting  from  congestive  heart  failure  is 
of  little  or  no  hemodynamic  consequence.  Of 
course,  it  could  be  argued  that  the  pressure  curves 
obtained  by  cardiac  catheterization,  which,  al- 
though characteristic  of  pericardial  disease,  could 
instead  be  due  to  restrictive  myocardial  disease. 
However,  the  identical  pulmonary  compliance  and 
right  atrial  pressures  seem  to  favor  the  former. 

Other  causes  of  effusive  pericarditis  that  might 
pertain  to  this  patient  can  be  mentioned  at  this 
time.  Tuberculosis  would  certainly  be  compatible 
with  this  patient’s  progressively  debilitating  illness 
and  cachectic  state,  but  this  would  seem  most  un- 
likely in  the  absence  of  concomitant  pulmonary 
parenchymal  disease  and  in  the  face  of  a negative 
tine  test  result.  Metastatic  disease  to  the  peri- 
cardium is  a tempting  diagnosis,  but  the  absence 
of  any  evidence  of  primary  tumor  despite  intensive 
investigation,  including  exploratory  laparotomy, 
would  not  support  this  possibility. 

Hypothyroidism  could  also  be  mentioned,  but 
normal  thyroid  function  test  results,  and  an  oxygen 
consumption  of  111  cc.  per  minute  per  square 
meter  of  body  surface,  although  somewhat  re- 


duced, is  not  in  the  range  of  what  is  usually  found 
in  hypothyroid  disease.  Chronic  idiopathic  or  viral 
pericarditis  with  effusion  cannot  be  excluded,  but 
as  with  the  first  two  causes  of  pericardial  effusion 
mentioned,  one  would  have  to  view  this  as  an  iso- 
lated diagnosis  unrelated  to  the  patient’s  under- 
lying myocardial  disease. 

Effusive  pericarditis  may  be  associated  with 
coronary  artery  disease,  either  as  a result  of  peri- 
cardial reaction,  resulting  from  acute  myocardial 
infarction,  or  more  commonly  with  the  postmyo- 
cardial  infarction  syndrome.  Although  no  docu- 
mented acute  myocardial  infarction  is  mentioned 
in  the  protocol,  the  patient  did  give  a history  of 
recurrent  pain  in  the  chest  in  the  past,  and  the 
electrocardiogram,  although  showing  no  evidence 
of  an  acute  lesion,  does  demonstrate  small  QS 
complexes  in  lead  I and  aVl,  compatible  with 
previous  anterolateral  myocardial  infarction. 

Displacement  of  the  QRD  vector  to  the  right  and 
posteriorly  together  with  low- voltage  QRS  com- 
plexes also  suggest  right  ventricular  hypertrophy 
as  seen  in  cor  pulmonale,  but  the  degree  of  altered 
dynamics  of  the  left  side  of  the  heart  and  the  rela- 
tively normal  pulmonary  vascular  resistance  would 
tend  to  exclude  this  diagnosis. 

K one  excludes  right  ventricular  hypertrophy  as 
a cause  of  the  displaced  QRS  vector,  loss  of  forces 
generated  by  the  anterolateral  wall  of  the  left 
ventricle  may  then  explain  the  electrocardio- 
graphic pattern.  In  this  regard,  myocardial  in- 
farction, as  mentioned,  would  be  statistically  the 
most  likely  electrocardiographic  diagnosis,  but 
primary  myocardial  disease,  presumably  due  to 
replacement  fibrosis,  and  amyloid  heart  disease, 
due  to  replacement  with  amyloid  material,  could 
also  produce  these  electrocardiographic  changes. 

The  absence  of  electrocardiographic  evidence  of 
atrial  enlargement  and  the  right  axis  deviation  are 
most  unusual  for  primary  myocardial  disease. 
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FIGURE  4 Microscopic  section  of  myocardium  (A) 
Low-power  view  showing  diffuse  mottling  (hematoxylin 
and  eosin  stain)  (B)  High-power  view  showing  pre- 
served muscle  fibers  alternating  with  deposits  of  smudgy 
material  (phosphotungstic  acid  hematoxylin  stain) 

Amyloid  heart  disease,  on  the  other  hand,  might 
likely  produce  an  electrocardiogram  result  of  this 
type  with  “myocardial  infarction”  pattern, 
low-voltage  QRS  complexes,  and  nonspecific  T- 
wave  abnormalities.  Amyloid  heart  disease  might 
well  also  produce  a restrictive  pattern  of  intracar- 
diac pressure  curves  obtained  from  cardiac  cathe- 
terization. The  clinical  picture  of  progressively 
refractory’  congestive  heart  failure  ending  in  death 
is  also  quite  compatible  with  amyloid  heart 
disease.  However,  this  disease  is  more  commonly 
seen  in  a more  elderly  population,  and  pericardial 
effusion  is  not  a feature  of  this  disease  per  se,  as 
far  as  I know,  except  as  a result  of  congestive  heart 
failure. 

In  conclusion,  I feel  that  we  are  dealing  with 
arteriosclerotic  heart  disease  with  severely  dam- 
aged, left  ventricle,  associated  with  pericardial 
effusion  of  an  inflammatory  nature,  probably  as  a 
result  of  myocardial  infarction.  Although  this 
complication  is  admittedly  rare,  it  would  seem  to 
best  explain  the  entire  picture  without  involving 
a second  unrelated  diagnosis. 

I would  also  mention  that  the  episodes  of  pain 
in  the  chest,  cyanosis,  and  shock  associated  with 
wide  splitting  of  second  sound  and  transient  right 
bundle  branch  block,  which  occurred  during  the 
patient’s  stay  in  the  hospital,  probably  represent 
pulmonary  embolization,  a complication  of  this 
patient’s  illness. 

Dr.  Raias  diagnoses 

1.  Arteriosclerotic  heart  disease,  anterolateral 
myocardial  infarction  with  secondary  pericarditis 
with  effusion 

2.  Congestive  heart  failure 

3.  Pulmonary  embolus 

Pathologic  report 

Zelma  Wessely,  M.D.*:  At  autopsy  an  en- 

larged heart,  weighing  450  Gm.,  was  found.  There 
was  an  increased  amount  of  clear,  colorless  peri- 

*Associate  Director  of  Pathology,  Queens  Hospital  Center. 


cardial  fluid,  almost  300  cc.  Nevertheless,  the 
epicardium  was  smooth  and  glistening,  devoid  of 
a fibrin  coating.  F’urther  evidence  of  long-stand- 
ing cardiac  failure  was  provided  by  markedly  con- 
gested and  indurated  lungs,  ascites,  and  4 plus 
pedal  edema. 

Sectioning  of  the  heart  showed  markedly  dilated 
and  hypertrophied  ventricles  but  failed  to  reveal 
fresh  or  old  myocardial  infarcts;  nevertheless, 
the  entire  myocardium  of  both  ventricles  appeared 
to  be  mottled,  rather  firm,  and  of  a peculiar  glos- 
siness (Fig.  3A).  The  coronary  arteries  showed 
mild  arteriosclerotic  changes  but  widely  patent 
lumina  throughout  all  their  branches.  The  left 
and  right  atria  were  somewhat  dilated,  leathery  in 
consistency,  and  groups  of  fine  sand-corn-like 
granules  were  noted  on  the  endocardium,  hap- 
hazardly placed  (Fig.  3B).  A few  granular  eleva- 
tions were  also  seen  on  the  atrial  aspect  of  the 
mitral  and  tricuspid  valve.  Small  mural  thrombi 
were  found  in  the  left  auricular  appendage  and  in 
between  the  apical  trabeculae  carneae  of  the  left 
ventricle.  Recent  and  old  infarcts  in  spleen  and 
kidney  bespoke  emboli  from  these  sources. 

We  immediately  suspected  amyloidosis,  being 
aware  that  cardiac  involvement  is  a major  mani- 
festation of  primary  amyloidosis  (80  per  cent),  in 
amyloidosis  associated  with  myeloma  (90  per  cent), 
and  to  a lesser  degree  in  secondary  amyloidosis 
(60  per  cent).^ 

On  microscopic  examination  of  hematoxylin- 
eosin-stained  sections  of  the  myocardium,  diffuse 
mottling  was  the  most  striking  feature  (Fig.  4A). 
Large,  pale  eosinophilic  areas  alternated  with 
brightly  eosinophilic  smudgy  areas  and  with  small 
areas  of  preserved  muscle  fibers,  showing  good 
cross  striations. 

Phosphotungstic  acid  hematoxylin  stains  showed 
deep  red  patchy  areas  corresponding  to  the  eosino- 
philic areas  on  hematoxylin-eosin-stained  slides 
alternating  with  groups  of  preserved  cardiac 
muscle  (Fig.  4B). 

Masson  stain  colored  the  previously  recognized 
“abnormal”  areas  a pale,  washed-out  pink,  and 
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only  small  “edges  and  rims”  around  preserved 
cardiac  muscle  fibers  were  the  green  color  of  fi- 
brous connective  tissue,  thus  clarifying  the  point 
that  we  were  not  dealing  with  widespread  fibro- 
sis. Staining  with  van  Gieson  solution  resulted 
in  muddy  yellow  areas,  which  turned  violaceous 
pink  with  periodic  acid-Schiff  stain.  These  find- 
ings were  highly  suggestive  of  amyloid  deposition, 
so  we  proceeded  to  prove  our  point  by  special 
staining  methods.  Metachromasia  was  obtained 
with  crystal  violet  and  a fiery  red  fluorescence, 
when  the  crystal  violet-stained  slides  were  viewed 
in  ultraviolet  light  (Fig.  5A  and  B).  We  obtained 
brilliant  fluorescence  with  thioflavine  T when 


FIGURE  5.  (A)  Crystal  violet  stain  showing  metachro- 

masia. (B)  high-power  view  of  crystal -violet-stained 
muscle  fibers  viewed  in  ultraviolet  light,  and  (C)  myo- 
cardium stained  with  thioflavine  T showing  brilliant 
fluorescence. 


examined  with  the  excitation  filter  (Leitz  U.G.I.) 
and  a barrier  filter  with  a cutoff  at  460  A (Ang- 
strom) (Fig.  5C).  - 

Since  the  result  of  this  stain  is  not  considered 
to  be  too  specific,  we  used  Congo  red  in  alkaline 
80  per  cent  alcohol  solution,  saturated  with  sodium 
chloride  for  final  confirmation  and  obtained  an 
apple  green  dichroism  and  birefringence  when 
viewed  under  crossed  polars  (Fig.  6).®“®  The  slides 
with  Congo  red  stain  showed  a salmon-pink  flu- 
orescence on  a gray-green  background  when  viewed 
in  ultraviolet  light  with  excitation  filter  (Leitz 
B.G.  12)  and  barrier  filter  with  a cutoff  at  530  A. 

Patchy  amyloid  deposits  were  most  prominent  in 
the  subendocardium  in  both  atria  corresponding 
to  the  sand-like  granular  areas  seen  on  gross  exami- 
nation (Fig.  7A  and  B).  Similar  deposits  were  seen 
in  the  subendocardium  and  massively  in  the  epi- 
cardium  of  the  ventricles  (Fig.  7C).  The  epicardial 
adipose  tissue  gave  a honeycomb-like  fluorescent, 
or  pale  green  outline,  depending  on  the  method  of 
examination.  This  unusually  massive  involve- 
ment of  the  epicardium  by  amyloid  may  have  been 
a contributory  factor  in  causing  the  massive  peri- 
cardial effusion  in  this  case. 

On  longitudinal  sections,  the  muscle  bundles 
could  be  outlined,  and  we  were  able  to  follow  the 
deposits  from  the  perimysium  to  the  complete  re- 
placement of  muscle  fibers  (Fig.  8).  The  main 
coronary  artery  branches  failed  to  show  amyloid 
deposits,  hut  the  interstitial  arterioles  and  venules 
within  the  myocardium  and  vessels  of  small  caliber 
in  the  epicardium  were  either  partly  or  totally 
surrounded  by  a rim  of  amyloid  which  seemed  to 
be  situated  in  the  adventitia  and  muscularis,  leav- 
ing the  intima  uninvolved  in  most  places  (Fig.  9). 

The  clinical  manifestations  of  intractable  car- 
diac failure  can,  therefore,  easily  be  explained 
by  the  deposition  of  amyloid  in  the  myocardium, 
ensuing  in  muscle  fiber  degeneration  and  by  the 
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FIGURE  6.  (A)  Myocardium  showing  apple-green  dichroism  and  birefringens  (Congo  red  stain  viewed  under  crossed 

polars.  and  (B)  high-power  view  of  (A) 


FIGURE  7 (A)  Patchy  amyloid  deposits  in  auricular  subendocardium  (Congo  red  stain  viewed  under  crossed  polars); 

(B)  high-power  view  of  (A);  and  (C)  smudgy  amyloid  deposits  within  epicardial  fat  (hematoxylin  and  eosin  stain). 


deposits  in  the  small  interstitial  branches  of  the 
cardiac  blood  vessels,  impeding  the  coronary  cir- 
culation. 

Our  next  step  was  to  see  whether  we  were  dealing 
with  a “senile”  cardiac  amyloidosis,  in  spite  of  the 
patient’s  age  of  fifty-nine  years,  or  whether  other 
organs  were  involved  in  this  pathologic  process, 
and  to  what  extent.  “ “ We  centered  our  attention 
on  the  gastrointestinal  tract,  because  of  the 
patient’s  complaints  of  dysphagia.  Mathews*** 
and  Findley  and  Adams^  suggest  that  dysphagia, 
abdominal  pain,  constipation  or  diarrhea,  and  even 
a sprue-like  syndrome  with  hypocalcemia  can  be 
caused  by  intensive  involvement  of  the  smooth 
muscle  of  the  gastrointestinal  tract  by  amyloid. 
We  did  not  find  deposits  in  the  muscle  coat,  but  we 
found  amyloid,  not  only  around  venules  in  the  sub- 
mucosa of  the  esophagus,  but  also  in  the  perieso- 
phageal nerve  bundles  around  submucosal  arteri- 
oles in  the  stomach  and  even  in  the  nerve  bundles 
and  adipose  tissue  around  the  pancreas  (Fig.  lOA). 

To  our  surprise,  a few  interlobular  and  arcuate 
arteries  in  the  kidney  were  also  involved,  but  the 
glomeruli  were  entirely  free  and  uninvolved.  One 
microscopic  section  of  pulmonary  septal  capillary 
and  one  of  small  splenic  arteriole  out  of  20  slides  of 

FIGURE  8.  Longitudinal  section  of  muscle  fiber  show- 
ing amyloid  deposit  in  perimysium  with  extension  into 
muscle  fiber  (Congo  red  stain  viewed  under  crossed 
polars). 
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FIGURE  9.  (A)  Pericardial  vessel  showing  "constrictive”  deposition  of  amyloid,  intima  intact  (hematoxylin  and  eosin 

stain).  (B)  and  (C)  Small  myocardial  and  epicardial  arterioles  with  "spotty"  amyloid  deposits  (thio- 
flavine  T stain  viewed  in  ultraviolet  light). 


FIGURE  10.  (A)  Fligh-power  view  of  periesophageal 

nerve  showing  smudgy  amyloid  deposit,  and  (B)  amy- 
loid deposit  around  pulmonary  septal  arteriole  (hema- 
toxylin and  eosin  stain). 


each  organ  showed  eosinophilia  and  smudginess 
(Fig.  lOB). 

Unfortunately,  we  failed  to  obtain  sections  of  the 
peripheral  nerves  of  the  upper  limb;  these  might 
have  given  us  an  explanation  for  the  patient’s  bi- 
lateral thenar  atrophy. 

Heredofamilial  amyloidosis  could  not  be  con- 
sidered in  our  case  because  of  lack  of  compatible 
family  bistory. 

Numerous  classifications  of  amyloidosis  have 
been  used  in  the  past,  the  most  recent  classifica- 
tion, perhaps,  is  by  Heller  et  al.^^  which  distin- 
guishes between  initial  deposits  of  amyloid  around 
reticulin  fibers  which  abound  in  the  basement 
membranes  of  various  tissue,  such  as  sinusoids  of 
liver  and  spleen,  and  between  deposits  around  col- 
lagen fibers  which  are  known  to  form  the  basis  of 
connective-tissue  stroma  of  various  organs,  the 
sarcolemma  of  muscle,  and  the  neurilemma  of 
nerves,  and  to  be  common  in  perivascular  and  sub- 
mucosal connective  tissue.  These  investigators 
distinguish  these  two  fibers  by  tbeir  birefringence 
in  unstained  preparations  and  tbe  property  of 
phenol  to  quench  the  birefringence  of  collagen 
fibers  and  that  of  glycerol  to  quench  the  bire- 
fringence of  reticulin  fibers. 


Clinically  and  pathologically,  there  is  much 
overlapping  of  all  types,  and  it  is,  therefore,  grati- 
fying to  find  on  electron  microscopic  examination  ^ 
that  all  types  of  amyloid  are  composed  of  bundles 
of  fine  rigid  nonbranching  fibrils,  composed  of  fine 
filaments  of  about  75  A in  diameter. The 
isolated  fiber  as  such  will  stain  with  Congo  red  and 
demonstrate  green  birefringence  when  viewed  in  i 
the  polarizing  microscope. 

Cohen‘S*  implicates  the  reticuloendothelial  cell  | 
in  the  formation  of  the  amyloid  fibrils  which  are  ; 
then  deposited  in  a possibly  abnormal  ground  sub- 
stance. Part  of  these  fibrils  may  become  soluble  \ 
and  be  identifiable  as  alpha  globulin,  which 
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other  proteins,  including  gamma  globulin  and 
fibrinogen,  might  be  absorbed  nonspecifically  onto 
this  deposit  of  amyloid  fibers. 

The  latest  addition  to  the  puzzle  comes  from 
Zucker  and  Franklin'^^  who  found  intracellular 
fibrils,  resembling  those  in  the  extracellular  space 
in  3 of  10  specimens  of  amyloidosis.  These  fibrils 
were  distributed  primarily  in  the  perinuclear 
region  and  the  Golgi  zone  of  reticuloendothelial 
and  plasma  cells,  in  immediate  apposition  with 
larger  amyloid  deposits. 

Anatomic  diagnoses 

1.  Amyloidosis,  primary  or  pericollagen  type, 
with  extensive  involvement  of  the  heart  (epicar- 
dium,  myocardium,  and  endocardium  of  both 
ventricles  and  auricles)  with  cardiomegaly;  acute 
and  chronic  failure  of  right  and  left  sides  of  heart, 
evidenced  by  pulmonary,  edema,  acute  and  chronic 
passive  congestion  of  lungs,  liver,  and  spleen;  mas- 
sive pericardial  effusion,  ascites,  and  4 plus  pedal 
edema 

2.  Perivascular  amyloid  deposits  in  various  or- 
gans and  tissues,  including  gastrointestinal  tract, 
periesophageal,  and  peripancreatic  nerve  bundles; 
and  dysphagia,  clinical 

3.  Multiple  recent  and  old  infarcts  of  right  and 
left  kidneys  and  spleen,  secondary  to  fresh  and 
organized  mural  thrombi  in  left  atrium  and  apex  of 
left  ventricle 
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Case  Report 


leukemia  with  liposarcoma  of  the  female  breast 
has  been  described.^  Shore  in  1934®  treated  a 
patient  with  cervical  node  lymphosarcoma  and 
mammary  carcinoma. 

Judso  in  1937^  had  a patient  with  associated 
lymphosarcoma  and  breast  cancer  but  could  find 
no  other  reports  of  this  combination.  Subse- 
quently Rosenberg  et  al.,^  in  a study  of  1,269 
patients  with  lymphosarcoma,  found  breast  cancer 
in  4 instances.  Lymphosarcoma  and  leukemia  in 
males  with  breast  cancer  has  been  recorded.® 

Among  1,744  reported  patients  with  multiple 
malignant  neoplasia  and  among  4,648  reported 
cases  of  leukemia  or  lymphoma,  the  writer  found 
17  instances  in  the  first  and  19  in  the  second  group, 
less  than  1 per  cent  in  either,  of  associated  breast 
cancer  (Tables  I and  II). 

The  present  communication  details  the  writer’s 
experience  of  4 examples  of  lymphoma  and  2 of 
leukemia  occurring  in  a series  of  387  women  sub- 
sequent to  carcinoma  of  the  breast  (1.5  per  cent). 
Of  these  patients  325  have  been  under  observation 
for  a minimum  of  five  years  postmastectomy. 

Although  lymphoproliferative  disease  in  a 
patient  who  has  or  has  had  mammary  carcinoma  is 
uncommon,  its  presence  may  mimic  metastatic  or 
recurrent  breast  cancer.  Inasmuch  as  the  treat- 
ment and  prognosis  of  the  two  neoplasms  may  be 
dissimilar,  a differential  diagnosis  is  imperative. 


TABLE  I.  Association  of  breast  cancer  with  lymphoma  or  leukemia  in  reported  series  of  multiple  malignant  neoplasms 


Investigator 
and  Year 

Number  of  Multiple  Breast 

Primary  Cancers  Cancer  Leukemia 

Lympho- 

sarcoma 

Hodgkin’s 

Disease 

Stalker  et  al.  1939 

Warren  and  Ehrenreich  1944^ 

Watson  1953'^ 

Mulligan  1959*^ 

Moertel  et  al.  1961** 

Totals 

113  1 (left) 

149  4 (left)  1 

538  2 2 

23  1 

921  9 5 

1,744  17  8 

1 

1 

3 

5 

3 

1 

4 

TABLE  II.  Incidence  of  breast  cancer  in  reported  series  of  leukemia  or  lymphoma 

Investigator  and  Year 

Composition  of  Group 

Number  of  Breast  Cancers 

Schreiner  and  Wehr  1934’ 

381  cases  of  leukemia  and  lymphoma 

1 (right, 

in  male) 

Morrison  et  al.  1944“ 

21  cases  of  leukemia 

1 

Scott  1949'* 

88  cases  of  chronic  lymphatic  leukemia 

1 

Beresford  1952'* 

106  cases  of  chronic  lymphatic  leukemia 

2 (1  left,  1 right) 

Moertel  and  flagedorn  1957 

194  cases  of  leukemia  and  lymphoma 

7 

Rosenberg  et  al.  1961* 

1,269  cases  of  lymphosarcoma 

4 

Berg  1967'* 

1,561  cases  of  leukemia 

2 

Berg  1967'* 

1,028  cases  of  Hodgkin’s  disease 

1 

Totals 

4,648 

19 

LYMPHOPROLIFERATIVE 
DISEASE  SECONDARY  TO 
BREAST  CANCER 

JULIAN  B.  HERRMANN,  M.D.,  F.A.C.S. 

New  York  City 

From  the  Department  of  Surgery,  New  York  Medical  College, 
and  Flower  and  Fifth  Avenue  Hospitals 

Multiple  primary,  independent,  malignant  neo- 
plasia is  not  uncommon.'’-  However,  the  syn- 
chronous or  metachronous  association  of  lympho- 
proliferative disease  with  breast  carcinoma  is  in- 
frequent. 

Muller  and  Werthemann  in  1934®  reported  an 
unsuspected  breast  carcinoma  found  at  autopsy 
in  a patient  who  died  of  lymphocytic  leukemia. 
Schreiner  and  Wehr^  in  the  same  year  described 
a case  in  a male  of  breast  cancer  coexistent  with 
aleukemic  leukemia  among  19,212  patients  with 
malignant  neoplasia  and  concluded  that  the  as- 
sociation of  leukemia  with  a malignant  neoplasm 
was  rare.  An  unusual  association  of  lymphocytic 
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Case  reports 

Case  1.  A fifty-eight-year-old  postmenopausal 
patient  was  blood  type  A Rh  I . There  had  been  a 
mass  in  her  right  breast  for  three  years  and  in  her 
left  groin  for  five  months.  The  clinical  diagnosis 
was  advanced  breast  cancer  with  metastasis  to 
I inguinal  nodes.  Node  biopsy  revealed  Hodgkin’s 
sarcoma;  this  was  treated  by  superficial  groin 
' dissection  and  postoperative  irradiation.  Sub- 
sequent procedures  included  mcxlified  radical  mas- 
tectomy for  carcinoma  metastatic  to  axillary 
lymph  nodes  and  irradiation. 

A subtotal  gastrectomy  was  done  a year  and  a 
half  later  for  bleeding  gastric  ulcer;  there  was  no 
evidence  of  cancer.  However,  there  was  coronary 
occlusion  and  death  a few  days  postgastrectomy. 

Comment.  Recent  inguinal  adenopathy 
associated  with  a breast  mass  of  long  standing 
was  considered  metastatic  breast  cancer  until 
biopsy  disclosed  Hodgkin’s  disease.  Breast  cancer 
I and  Hodgkin’s  disease  were  quiescent  at  the  time 
I of  the  patient’s  death. 

I Case  2.  A patient,  age  fifty-five,  was  postmeno- 
pausal and  blood  type  A Rh  + . In  1960  a right 
I radical  mastectomy  was  carried  out  for  carcinoma; 

' there  was  no  node  involvement,  and  no  postmas- 
tectomy irradiation  was  given.  In  1965,  left  ingui- 
nal adenopathy  due  to  giant  follicular  lymphoma 
I was  found;  the  treatment  was  superficial  groin 
dissection  without  irradiation.  X-ray  findings 
for  lungs  and  skeleton  were  normal.  A mass  on  the 
right  chest  wall  was  found  in  1967  at  the  site  of  the 
mastectomy.  Metastatic  breast  cancer  discovered 
on  biopsy  was  irradiated,  with  complete  disap- 
pearance. No  other  roentgen  or  clinical  evidence 
of  disease  was  found,  and  in  1969  there  was  no  evi- 
dence of  breast  cancer  or  lymphoma. 

Comment.  Inguinal  adenopathy  initially  con- 
sidered metastatic  breast  cancer  was  the  result 
of  localized  giant  follicular  lymphoma.  Breast 
cancer  recurred  in  the  chest  wall.  The  patient 
was  apparently  free  of  malignant  disease  nine  years 
after  mastectomy,  four  years  after  treatment  for 
sarcoma,  and  two  years  after  treatment  of  recur- 
rent breast  cancer. 

Case  3.  A fifty-three-year-old  patient  was  post- 
menopausal and  blood  type  AB  Rh+.  She  had  a 
left  radical  mastectomy  for  scirrhous  carcinoma; 
1 the  axillary  nodes  were  free  of  carcinoma  but  were 
i involved  by  unsuspected  giant  follicular  lym- 
I phoma.  Postoperative  irradiation  was  done  of  the 
I axilla  through  3 ports  and  of  the  parasternal  nodes. 

I There  was  absence  of  preoperative  palpable  ade- 
j nopathy,  hepatosplenomegaly,  and  roentgen  evi- 
! dence  of  osseous  or  pulmonary  abnormality. 

Over  the  next  four  years  there  was  intermittent 

! irradiation  of  cervical  node  disease  and  laparotomy 
and  irradiation  for  intra-abdominal  sarcoma. 
Subsequent  laparotomy  for  sarcomatous  intestinal 


obstruction  disclosed  sarcoma  but  no  breast  cancer 
metastasis.  She  died  shortly  after  the  operation. 

Comment.  Occult  lymphosarcoma  was  present 
in  axillary  nodes  free  of  carcinoma.  Metastasis  of 
breast  cancer  to  axillary  nodes  involved  by  lym- 
phoma has  been  described. 

Surgical  extirpation  combined  with  irradiation 
has  been  effective  on  occasion  in  the  treatment 
of  lymphom.a  apparently  confined  to  one  lymph 
nodal  zone^‘  but  was  unsuccessful  in  the  present 
instance. 

Case  4.  A postmenopausal,  blood  type  A Rh  -f- 
patient  had  left  radical  mastectomy  for  carcinoma; 
one  axillary  node  was  invaded  and  no  postmastec- 
tomy irradiation  was  given. 

Twenty  years  after  mastectomy,  at  the  age  of 
seventy-one,  examination  for  abdominal  discom- 
fort disclosed  an  enlarged  liver  and  a huge  spleen. 
Peripheral  blood  studies  and  roentgenograms  of 
the  lungs  and  skeleton  revealed  no  abnormalities, 
but  an  iliac  aspirate  was  interpreted  as  lym- 
phosarcoma. 

External  irradiation  to  the  spleen  effected  some 
diminution  in  its  size,  but  the  patient  became 
cachectic  and  anemic  requiring  repeated  trans- 
fusions. 

Comment.  Twenty  years  after  an  apparent 
cure  of  breast  cancer,  hepatosplenomegaly,  con- 
sidered initially  to  be  metastatic  breast  cancer, 
proved  to  be  lymphosarcoma. 

Case  5.  A postmenopausal  patient,  aged 
fifty-six,  and  blood  type  A Rh+,  underwent 
left  radical  mastectomy  for  carcinoma;  no  lymph 
node  was  involved,  and  no  postmastectomy  ir- 
radiation was  given. 

Examination  six  months  postmastectomy  dis- 
closed hepatosplenomegaly  and  a red,  spongy  in- 
duration of  the  right  upper  gingiva  considered 
initially  to  be  metastasis  to. the  maxilla. 

Roentgenograms  of  the  skeleton  and  lungs  re- 
vealed no  abnormalities,  but  a hemogram  and 
marrow  aspirate  disclosed  lymphocytosis  charac- 
teristic of  lymphocytic  leukemia.  The  leukemia 
was  controlled  with  irradiation. 

Two  years  later  bluish  nodules  appeared  on  the 
left  leg  and  foot.  Biopsy  revealed  Kaposi’s  sar- 
coma which,  despite  external  irradiation  and  intra- 
arterial yttrium-90,  pursued  a fulminating  course 
eventuating  in  death  one  and  a half  years  after 
its  onset. At  autopsy  there  was  extensive  vis- 
ceral involvement  with  Kaposi’s  sarcoma  but  no 
evidence  of  metastatic  breast  cancer. 

Comment.  Hepatosplenomegaly  and  gingival 
lesion  initially  considered  metastatic  breast  cancer 
proved  to  be  manifestations  of  leukemia,  Kaposi’s 
sarcoma,  not  infrequently  associated  with  leu- 
kemia, became  a third  primary  neoplasm  and  the 
cause  of  death. 
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Case  6.  A postmenopausal  patient,  age  sixty-  • 
one  years,  blood  type  AB  Rh+,  had  a left  radical 
mastectomy  for  carcinoma.  There  was  no  nodal 
involvement  and  no  irradiation. 

At  the  age  of  seventy  years  there  was  an  upper 
respiratory  infection  associated  with  splenomegaly 
and  superficial  adenopathy  initially  considered 
metastatic  breast  cancer,  but  a hemogram  and 
sternal  marrow  aspirate  disclosed  an  acute  lym- 
phoblastic leukemia. 

Despite  chemotherapy  and  transfusions  she  ex- 
pired three  months  after  the  onset  of  symptoms, 
apparently  free  of  breast  cancer. 

Comment.  Adenopathy  initially  considered 
metastatic  breast  cancer  was  found  to  be  a mani- 
festation of  a rapidly  fatal  leukemia  nine  years 
after  an  apparent  cure  of  breast  cancer. 

Comments 

The  manifestations  of  lymphoproliferative  dis- 
ease discovered  in  4 patients  subsequent  to  mas- 
tectomy for  carcinoma  and  concurrently  with 
breast  cancer  in  2 others  were  considered  initially 
to  be  metastatic  breast  cancer  until  the  correct 
diagnosis  was  established  histologically  or  hema- 
tologically. 

The  cancer  originated  in  the  left  breast  in  4 
patients.  In  one  report  4 cases  of  lymphoma  were 
associated  with  left  breast  cancer.^  Usually  the 
laterality  of  the  breast  cancer  was  not  stated. 

The  average  age  of  the  writer’s  patients  was 
55.1  years  when  the  cancer  was  found  and  61.5 
years  when  lymphoproliferative  disease  appeared. 
There  was  an  interval  of  twenty  years  between 
treatment  of  the  cancer  and  onset  of  lymphopro- 
liferative disease  in  1 patient  (Case  4)  and  a syn- 
chronous manifestation  of  the  two  neoplasms  in 
another  (Case  3).  In  the  others  the  breast  cancer 
preceded  the  lymphoma  or  leukemia  by  about 
one-half,  three,  five,  and  nine  years  respectively. 

This  sequence  of  onset,  breast  cancer  before 
lymphoproliferative  disease,  found  in  the  present 
patients  and  reported  by  some  investigators^'*^ 
was  not  a consistent  one.  Berg*®  in  an  extensive 
study  found  7 instances  of  breast  cancer  sub- 
sequent to  lymphoma  or  leukemia. 

The  association  between  lymphoproliferative 
disease  and  breast  cancer  has  not  been  explained. 
Some  observers  have  suggested  a common  on- 
cogenic stimulus  for  the  onset  of  leukemia  soon 
after  a breast  cancer.^®  Others  have  concluded 
that  some  types  of  leukemia  induce  increased 
susceptibility  to  malignant  neoplasia.^® 

Exposure  to  therapeutic  x-irradiation  has  been 
incriminated  in  the  causation  of  leukemia.^'*  The 
2 patients  in  the  writer’s  series  who  developed 
leukemia  subsequent  to  mastectomy  for  carcinoma 
received  neither  pre-  nor  postmastectomy  irradia- 
tion. The  onset  of  lymphoma  or  leukemia  appar- 
ently did  not  activate  latent  or  quiescent  breast 
cancer  in  the  writer’s  patients  although  in  Case  2 


an  isolated  focus  of  recurrent  breast  cancer  ap- 
peared two  years  after  the  onset  of  lymphosar- 
coma. Beresford*®  concluded  that  malignant 
disease  is  uninfluenced  either  for  better  or  worse 
by  the  presence  of  lymphomas,  the  prognosis  de- 
pending on  that  of  the  lymphoma. 

It  is  noteworthy  that  all  6 patients  in  the  present 
series  had  type  A Rh+  blood.  An  increased  fre- 
quency of  blood  type  A has  been  reported  in  pa- 
tients with  other  multiple  primary  neoplasms.^®”®** 
If  further  investigation  substantiates  a high  inci- 
dence of  blood  type  A in  patients  with  breast  cancer 
and  lymphoproliferative  disease  it  might  be  indica- 
tive of  an  increased  susceptibility  of  blood  type  A 
patients  to  the  association  of  these  2 types  of  neo- 
plasia. 

Summary 

The  association  of  breast  cancer  with  lympho- 
proliferative disease  is  unusual.  An  association 
rate  of  1.5  per  cent  was  found  in  387  radical  mas- 
tectomies performed  by  the  writer. 

The  lymphoproliferative  disease  appeared  subse- 
quent to  the  breast  cancer  and  mimicked  recur- 
rent or  metastatic  breast  cancer. 

A differential  diagnosis  is  essential  inasmuch  as 
the  treatment  and  prognosis  of  the  2 neoplasms 
may  be  different. 

No  explanation  is  available  for  the  occurrence 
of  lymphoproliferative  disease  subsequent  to 
breast  cancer,  and  there  is  no  evidence  that  the 
lymphoproliferative  disease  reactivated  quiescent 
or  latent  breast  cancer.  The  prognosis  in  most 
instances  appeared  to  depend  on  the  lymphopro- 
liferative disease  rather  than  the  carcinoma. 

The  6 breast  cancer  patients  with  associated 
lymphoma  or  leukemia  had  blood  type  A which 
may  indicate  a more  likely  association  of  these 
neoplasms  in  type  A patients. 

161  East  64th  Street 
' New  York  City  10021 


References 

1.  Mersheimer,  W.  L.,  Ringel,  A.,  and  Eisenberg,  H.: 
Some  characteristics  of  multiple  primary  cancers,  Ann.  New 
York  Acad.  Sc.  114:  896  (1964). 

2.  Warren,  S.,  and  Ehrenreich,  T.:  Multiple  primary 

malignant  tumors  and  susceptibility  to  cancer.  Cancer  Res. 
4:  554  (1944). 

3.  Miilier,  A.,  and  Werthemann,  A.:  So  called  leukane- 
mia  in  the  course  of  a carcinoma  of  the  bone  marrow  from  a 
small  undiscovered  carcinoma  of  the  breast.  Am.  J.  Cancer 
20;  353  (1934). 

4.  Schreiner,  B.  F.,  and  Wehr,  W.  H.;  Cancer  associated 
with  leukemia,  ibid.  21:  368  (1934). 

5.  Adair,  F.  E.,  and  Herrmann,  J.  B.:  Sarcoma  of  the 

breast  with  a report  of  thirty  cases.  Surgery  19:  55  (1946). 

6.  Shore,  B.  R.:  Lymphosarcoma  of  the  neck  and  car- 

cinoma of  the  breast  in  the  same  patient,  S.  Clin.  North  Amer- 
ica 14:  327  (1934). 

7.  Judso,  H.  A.:  Simultaneous  lymphosarcomatosis  and 

carcinoma  of  the  breast  in  the  same  individual.  Radiology 
29:  578  (1937). 


1110  New  York  State  Journal  of  Medicine  / May  15,  1971 


8.  Rosenberg,  S.  A.,  Diamond,  H.  D.,  Jaslowitz,  B.,  and 

Craver,  L.  K.:  Lymphosarcoma:  a review  of  1269  cases. 

Medicine  40:  31  ( 1961). 

9.  Holleb,  A.  I.,  Freeman,  H.  F.,  and  Farrow,  >J.  H.:  Can- 

cer of  the  male  breast.  II,  New  York  Slate  J.  Med.  68:  544 
(1968). 

10.  Stalker,  L.  K.,  Phillips,  R.  B.,  and  Pemberton,  J.:  Mul- 
tiple primary  malignant  lesions,  Surg.  Gynec.  & Obst.  68: 
595(1939). 

11.  Watson,  T.  A.:  Incidence  of  multiple  cancer.  Cancer 

6:365(1953). 

12.  Mulligan,  R.  M.:  Geriatric  cancer.  Analysis  of  275 

autopsied  cancer  patients  70  years  of  age  and  older,  ibid.  12: 
970(1959). 

13.  Moertel,  C.  G.,  Dockerty,  M.  B.,  and  Baggenstoss,  A. 

H.:  Multiple  primary  malignant  neoplasms.  I.  Introduction 

and  presentation  of  data.  ll.  Tumors  of  different  tissues  or 
organs,  ibid.  14:  221  (1961). 

14.  Morrison,  M.,  Feldman,  F.,  and  Samwick,  A.  A.:  Car- 

cinoma and  leukemia.  Report  of  two  cases  with  combined 
lesions.  Review  of  literature,  Ann.  Int.  Med.  20:  75  (1944). 

15.  Scott,  R.  B.:  The  place  of  radiotherapy  in  the  treat- 
ment of  chronic  lymphoid  leukemia,  J.  Fac.  Radiologists  1: 
61  (1949). 

16.  Beresford,  0.  D.:  Chronic  lymphatic  leukemia  asso- 

ciated with  malignant  disease,  Brit.  J.  Cancer  6:  339  (1952). 

17.  Moertel  C.  G.,  and  Hagedorn,  A.  B.:  Leukemia  or 

lymphoma  and  coexistent  primary  malignant  lesions.  A re- 
view of  the  literature  and  a study  of  120  cases.  Blood  12:  788 
(1957). 

18.  Berg,  J.  W'.:  The  incidence  of  multiple  primary  can- 

cers. I.  Development  of  further  cancers  in  patients  with  lym- 
phomas, leukemias,  and  myeloma,  J.  Nat.  Cancer  Inst.  38: 
741  (1967). 


19.  Artega,  P.,  >Ir.,  Li,  I.  Y.,  and  Shemkin,  M.:  Metasta- 

sis of  neoplasms  to  other  neoplasms,  Ann.  West.  Med.  & Surg. 
5:  601  (1951). 

20.  Woolam,  G.  L.,  Beahrs,  O.  H.,  and  Van  Vliet,  P.  D.: 
Adenocarcinoma  of  the  breast  metastatic  to  malignant  lym- 
phoma, J.A.M.A.  195:  963  (1966). 

21.  Sugarbaker,  F.  D.,  and  Craver,  L.  F.;  Lymphosarcoma. 
A study  of  196  cases  with  biopsy,  ibid.  115:  17  (1940). 

22.  Adair,  F.  FL,  and  Herrmann,  J.  B.:  Unusual  meta- 

static manifestations  of  breast  cancer.  I.  Metastasis  to  the 
mandible  with  a report  of  five  cases,  Surg.  Gynec.  & Obst. 
83:  289(1946). 

23.  Herrmann,  J.  B.,  and  Ariel,  I.  M.:  Therapy  of  lym- 

phangiosarcoma  of  the  chronically  edematous  limb.  Five- 
year  cure  of  a patient  treated  by  intra-arterial  radioactive 
yttrium.  Am.  J.  Roentgenol.  99:  393  (1967). 

24.  Davis,  J.:  Kaposi’s  sarcoma.  Present  concept  of 
clinical  course  and  treatment.  New  York  State  J.  Med.  68: 
2067  (1968). 

25.  Carey,  R.  W.,  Holland,  J.  F.,  Sheehe,  P.  R.,  and  Gra- 
ham, S.:  Association  of  cancer  of  the  breast  and  acute  my- 

elocytic leukemia.  Cancer  20:  1080  ( 1967). 

26.  Lawrence,  J.  H.,  and  Donald,  W.  G.;  Incidence  of 
cancer  in  chronic  leukemia  and  in  polycythemia  vera.  Am. 
J.M.  Sc.  237:488(1959). 

27.  Stewart,  A.,  Pennybacker,  W.,  and  Barber,  R.:  Adult 

leukemias  and  diagnostic  x-rays,  Brit.  M. .).  2:  882  (1962). 

28.  Fadhli,  H.  A.,  and  Dominguez,  R.:  ABO  blood  groups 

and  multiple  cancers,  J.A.M.A.  185:  757  (1963). 

29.  Hyman,  G.  A.,  Ultman,  J.  E.,  and  Slanetz,  C.  A.,  Jr.: 
Chronic  lymphocytic  leukemia  or  lymphoma  and  carcinoma  of 
the  colon;  correlation  with  blood  type  A,  ibid.  186:  1053  (1963). 

30.  Roberts,  J.  A.  F.:  Blood  groups  and  susceptibility 

to  disease:  a review,  Brit.  J.  Prev.  Soc.  Med.  11:  107  (1957). 


Deibel,  R.,  Decher,  W.,  and  Jacobs,  J.:  Observations  During  Hong  Kong  Flu  Epidemic,  New  York  State  J.  Med. 
70:  2799  (Nov.  15)  1970. 

On  page  2801  the  key  to  Figure  1 lacks  the  symbols  to  indicate  the  significance  of  the  light  and  dark  portions  of  the 
bar  chart.  It  should  include  the  following: 

Key:  □ Anti-Hong  Kong  68  serum 
■ Anti-Taiwan  64  serum 


May  15,1971  New  York  State  Journal  of  Medicine  1111 


Special  Article 


NEW  CHALLENGES 
FOR  THE 

MEDICAL  GRADUATE 

Remarks  at  Commencement 


ALFRED  ANGRIST,  M.D. 

The  Bronx,  New  York 

Professor,  Department  of  Pathology,  Albert  Einstein  College 
of  Medicine 

Being  asked  by  the  senior  class  to  speak  on  this 
occasion,  so  important  to  you  and  to  your  fami- 
lies, is  indeed  flattering;  I am  not  unmindful  of 
the  honor.  A pathologist  can  say,  “It  warms  the 
cockles  of  my  heart,”  both  the  right  and  left  au- 
ricular appendages. 

Forgive  me  if  I speak  earnestly  to  you.  Time 
will  permit  the  presentation  of  only  three  items 
for  your  consideration;  these  will  be  presented  in 
the  broadest  and  most  general  terms.  Therefore 
they  may  sound  like  cliches;  they  are  meant  to  be 
more. 

Personal  relationship 

First  I urge  that  you  hold  fast  to  the  profession- 
al status  you  have  achieved  this  day.  This  can 
best  be  achieved  by  diligent  care  of  and  concern 
for  the  patient  as  well  as  his  disease.  Science  and 
humanity  are  the  pillars  on  which  any  edifice  of 
good  medical  care  must  rest.  Apply  your  abun- 
dant knowledge  effectively  and  cure  many,  but 
comfort  all.  To  calm  and  help  the  anxious  pa- 
tient, to  see  the  face  of  a student  or  a colleague 
light  up  with  understanding,  these  are  the  su- 
preme joys  of  a physician. 

It  is  not  in  union  negotiations  that  your  inde- 
pendence and  security  lie,  but  rather  in  fostering 
that  precious  personal  relationship  with  your  pa- 
tients; this  will  assure  your  position  and  your  des- 
tiny for  all  time,  no  matter  what  happens  to  medi- 
cine. Right  now  the  young  physician  need  not 

F^resented  at  Albert  Flinstein  College  of  Medicine,  May  29, 
1969. 


fear  exploitation;  the  critical  shortage  of  physi- 
cians precludes  that.  But  medical  practice  is 
changing  and  changing  rapidly,  and  so  you  must 
consider  what  can  happen  to  physicians  in  the  fu- 
ture if  the  increasing  intervention  by  hospitals,  by 
third  parties,  and  by  government  continues  and 
we  are  confronted  with  lay  demands  and  pressures 
plus  community  control  and  ever-expanding  bu- 
reaucracy. I know  what  did  happen  to  physicians 
during  the  depression,  and  it  was  sad. 

In  the  past,  nearly  all  medical  graduates  were 
concerned  only  with  their  own  careers;  it  is  to 
your  credit  that  you  have  such  genuine  concern 
with  the  community;  all  that  makes  this  younger 
generation  better,  surely  less  self-centered. 

Group  effort 

My  second  admonition  is  to  practice  medicine 
as  a member  of  a group,  and  thereby  promote  bet- 
ter use  of  your  talents,  your  continuing  education, 
and  a better  life.  Group  practice  is  the  team  ap- 
proach and  can  integrate  all  efforts  by  general 
practitioners  and  specialists  and  allied  health 
fields.  Group  practice  lends  itself  to  promotion  of 
health  as  well  as  care  of  illness.  Support  for  joint 
group  practice  will  be  forthcoming. 

Also,  fit  your  group  effort  into  the  coming  reor- 
ganization of  medical  care  and  with  its  regional- 
ization. Medical  schools  will  be  at  the  hub,  with 
satellite  hospitals  and  health  centers.  Thus  facili- 
ties and  personnel,  professional  and  other,  will  all 
be  organized  to  meet  the  specific  needs  of  the  pa- 
tient in  health  and  disease,  whether  he  be  ambu- 
latory or  ill  in  bed.  No  longer  will  physicians  do 
their  clinical  work  or  research  on  their  own  in  a 
social  vacuum.  Have  the  courage  to  initiate  new 
experiments  to  improve  the  distribution  of  medi- 
cal care;  believe  me  you  will  need  courage,  for  you 
will  meet  with  opposition. 

Participation 

My  final  relevant  item  is  an  appeal  for  your  ac- 
tive participation  in  your  professional  socie- 
ties— yes,  in  these  halls  this  last  is  stated  with 
bated  breath — join  organized  medicine.  Become 
part  of  it  and  change  its  direction  as  you  see  fit. 
Does  anyone  doubt  that  there  is  great  need  for 
such  a change,  with  two  million  people  obtaining 
inadequate  care,  or  some  none  at  all,  and  with  our 
present  high  maternal  and  infant  mortality  rates? 
The  present  aloof  attitude  of  the  academic  com- 
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munity  toward  organized  medicine,  and  of  young 
physicians  in  particular,  surrenders  all  control  of 
medical  policy  by  default  to  older,  and  often  reac- 
tionary, physicians.  Just  to  find  fault  and  harp 
on  it  is  neither  helpful  nor  constructive.  You 
young  men  and  women  can  take  control  and 
change  things.  That  will  take  effort  and  will  try 
your  mettle.  If  it  is  a fight  you  want,  it  awaits 
you,  and  personal  experience  tells  me  that  all  your 
tenacity  and  idealism  will  be  tested. 

Conclusion 

I will  close  with  a modified  quote  from  Karl  Jas- 
pers, the  Swiss  philosopher:  “Modern  man  push- 
es buttons,  turns  dials,  shifts  levers,  and  he  has 
light,  heat,  telephone,  and  other  comforts.  He 
steps  into  the  train,  the  automobile,  the  airplane. 


He  does  not  need  to  know  what  is  really  going  on 
in  any  of  them.  Science  and  technology  take  care 
of  all  that,  of  everything,  even  pills  for  our  happi- 
ness. Everybody  is  a specialist  in  his  own  little 
realm  and  expects  in  turn  to  get  what  he  requires 
from  other  specialists.  All  live  as  if  the  whole 
were  being  fully  planned  and  properly  directed. 
But  that  is  the  trouble,  there  is  no  central  agency 
or  specialist  to  direct  things.”  You  are  fortunate, 
because  as  a physician,  that  central  role  can  and 
should  be  yours;  this  is  a proper  role  for  the  true 
physician. 

These  are  a few  of  the  challenges  that  confront 
you  this  day.  My  wish  for  you  all  is  that  you  find 
real  happiness,  as  you  will,  in  meeting  them. 

1300  Morris  Park  Avenue 

The  Bronx,  New  York  10461 


AjCORRECTION 

In  the  Medical  Scnools  section  of  the  April  1,  1971,  NEW  YORK  STATE  JOURNAL  OF  MEDICINE,  page  738, 
it  was  incorrectly  stated  that  George  A.  Van  Voolen,  M.D.,  was  appointed  an  associate  professor  in  medicine; 
Dr.  Van  Voolen  has  been  appointed  a clinical  instructor  in  medicine.  The  Journal  apologizes  for  the  inaccuracy'. 
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Part  I of  this  article,  which  appeared  in  the  May 
1,  1971,  issue  of  the  Journal,  touched  on  the  early 
magnetic  manifestations  of  animated  minerals, 
such  as  amber  and  magnetite,  their  philosophic 
implications,  and  their  application  in  medical 
practice.  Probably  the  first  genuine  application  of 
electricity  in  medicine  was  demonstrated  by  cer- 
tain fish,  particularly  the  torpedo,  a description  of 
which  forms  a large  section  of  Part  I.  Finally, 
magnetism  and  electricity  are  differentiated,  and 
the  start  is  made  toward  early  generators  of  elec- 
tricity. 

Animal  electricity 

I have  already  alluded  to  Galen’s  belief  that 
malevolent  electric  fish  propelled  a “frigorific 
principle.”  His  coevals  imagined  the  shock  to  be 
due  to  the  release  of  paralyzing  toxins  or  invisible 
miasmas.  Whatever  the  actual  makeup  of  the 
projectile,  it  was  long  suspected  that  it  surged  from 
specialized  tissues;  but  just  how  these  liberated  it 
was  altogether  conjectural.  Reaumur  thought  that 
an  explosive  muscular  spasm  might  be  at  play, 
affecting  in  turn  the  nervous  system  of  the  victim. 
The  invention  of  the  Leyden  flask  oriented  atten- 
tion to  the  resemblance  of  its  discharge  to  that  of 
electric  fish,  which  impression  was  corroborated  in 
1773  when  Walsh^^  and  Hunter^'*  dissected  the 
extraordinary  electric  organs  of  the  torpedo.  De- 
finitive proof  of  animal  electrogenesis  awaited 
Luigi  Galvani,  one  of  the  most  tragic  figures  in  the 
annals  of  medicine,  whose  epochal  researches  were 
to  leave  an  indelible  mark  on  the  destiny  of 
science  (Fig.  8). 


I do  not  propose  to  review  the  galvanian  saga, 
since  this  task  has  been  handled  admirably  else- 
where.Since  the  chief  objective  in  this  essay  is 
to  sketch  the  train  of  concepts  regarding  electricity 
and  how  they  came  to  be  applied  therapeutically, 
I shall  forego  the  fine  details  of  Galvani’s  towering 
investigations  and  place  them  instead  in  the 
stream  of  a continuum  of  ideas  on  “animal  elec- 
tricity.” 

The  aura  surrounding  Galvani  has  spawned 
many  fables,  one  of  them  being  that  he  was  the 
first  to  conceive  of  or  inquire  into  the  mysteries  of 
animal  electricity.  That  is  a myth,  pure  and  sim- 
ple. Galvani’s  principal  contributions  stirred  the 
scientific  community  partly  because  they  had  the 
good  fortune  to  appear  at  a propitious  time.  His 
trailblazing  in  other  contexts  would  be  tarnished 
nowise  by  asserting  at  this  juncture  that  there 
were,  in  fact,  antecedent  postulates  regarding  the 
possible  electrical  conduct  of  many  physiologic 
mechanisms.  It  would  be  farfetched  to  think  that 
Galvani  was  unaware  of  these. 

Alcmaeon  of  Crotona,  circa  500  B.C.,  opined 
that  it  was  the  brain  which  dominated  all  bodily 
functions  by  a fluid  transported  from  it  through 
nerve  conduits  to  all  organs.  This  fluid,  intangible 
and  imperceptible,  traveled  with  the  speed  of  light- 
ning without  leaving  a trace.  Galen  endorsed  this 
view,  and  between  his  era  and  the  Middle  Ages  the 
fluid  came  to  be  known  as  “animal  spirit.”  The 
latter  was  part  and  parcel  of  that  esoteric  thing, 
the  “vital  principle.”  Until  Descartes, the  spirits 
were  assumed  to  be  radiations  from  the  soul.  The 
Cartesian  concept  was  that  the  spirits  had  a 
physical  being. 

What  I call  spirits  are  but  bodies,  and  have  no 
other  qualities  other  than  those  of  particulate  matter, 
moving  very  swiftly,  as  with  the  substance  of  a flame 
which  emerges  from  a torch,  so  that  they  do  not  stop 
at  any  place. 

Willis^^  alluded  in  1667  to  “the  elastic  or  ex- 
plosive virtue  of  the  animal  spirits  manifest  like  the 
flash  from  lit  gunpowder.” 

In  1681  Mayow'*'^  drew  a parallel  between  the 
“nitroaerial  spirit”  (oxygen)  and  animal  spirits: 
“The  nitroaerial  particles,  subtle,  elastic,  agile, 
cross  in  an  instant  the  filaments  of  nerves,  and, 
upon  arrival  at  the  muscles,  cause  them  to  con- 
tract.” 

Similar  viewpoints  were  held  by  Vieussens,'*^ 
Boerhaave,'*''  and  von  Haller.'*®  But  another 


1114  New  York  State  Journal  of  Medicine  / May  15,  1971 


(b) 


FIGURE  8 (a)  Luigi  Galvani.  (b)  Plates  from  his  monumental  monograph  Upper  right,  balcony  of  Zamboni  Palace, 

Bologna,  still  extant,  where  plaque  commemorates  research  done  on  premises 


school  of  thought  gradually  crept  into  the  picture, 
with  the  ultimate  result  that  “animal  spirits” 
became  converted  to  “animal  electricity”  or 
“animal  electric  fire.” 

Many  authors,  starting  with  Pliny,  wondered 
whether  the  action  of  nerve  and  muscle  might  not 
be  under  the  control  of  recondite  electrical  pools 
within  the  organism  itself.  Presumably  these 
sources  were  latent,  requiring  extrinsic  influences 
to  activate  them. 

In  1615  Godinko^'’  had  noted  that  when  a live 
torpedo  was  dropped  on  a pile  of  dead  fish,  the 
latter  convulsed  as  if  revivified.  Borelli^'  in  1679 
assumed  that  the  electricity  inherent  in  organisms 
was  humoral,  since  a juice  egressing  from  the 
stimulated  crural  nerve  of  a frog  was  salty  to  the 
taste  and  pungent. 

In  1717  Newton^*^  asked. 

Is  not  animal  motion  performed  by  the  vibrations  of 
this  medium  (“electric  fluid”),  excited  in  the  brain  by 
the  power  of  the  will,  and  propagated  from  thence 
through  the  solid,  pellucid  and  uniform  capillaments 
of  the  nerves  into  the  muscles,  for  contracting  and 
dilating  them?  1 suppose  that  the  capillaments  of 
the  nerves  are  each  of  them  solid  and  uniform,  that 
the  vibrating  motion  of  the  aethereal  medium  may  be 
propagated  along  them  from  one  end  to  the  other 
uniformly,  and  without  interruption:  For  obstructions 
in  the  nerves  created  palsies. 

. . . And  now  we  might  add  something  concerning  a 
certain  most  subtle  spirit  which  pervades  and  lies  hid 
in  all  gross  bodies;  by  the  force  and  action  of  which 


spirit  the  particles  of  bodies  attract  one  another  at 
near  distances,  and  cohere,  if  contiguous;  and  electric 
bodies  operate  to  greater  distances,  as  well  repelling 
as  attracting  the  neighboring  corpuscles;  . . . and  all 
sensation  is  excited  and  the  members  of  animal  bodies 
move  at  the  command  of  the  will;  namely,  by  the 
vibrations  of  this  spirit,  mutually  propagated  along 
the  solid  filaments  of  the  nerves,  from  the  outward 
organs  of  sense  to  the  brain,  and  from  the  brain  into 
the  muscles. 

Hales,^®  in  his  magisterial  monograph  in  1733 
about  blood  pressure,  observed. 

That  a vibrating  electrical  virtue  can  be  conveyed 
and  freely  act  with  considerable  energy  along  the 
surface  of  animal  fibres,  and  therefore  on  the  nerves, 
is  evident  from  curious  experiments,  made  by  the 
skillful  and  indefatigable  experimenter,  Mr.  Stephen 
Gray,  of  which  he  has  given  an  account  in  the  Philo- 
sophical Transactions,  Numb.  417,  422;  where  he 
shews  that  electrical  virtues  from  a glass  heated  by 
rubbing,  will  not  only  be  conveyed  along  the  surface 
of  lines  to  very  great  lengths,  but  will  also  be  freely 
conveyed  from  the  foot  to  the  extended  hand  of  a 
human  body  suspended  by  ropes  in  a horizontal  pos- 
ture in  the  air;  and  also  from  that  hand  to  a long 
fishing-rod  held  in  it,  and  thence  to  a string  and  a 
ball  suspended  by  it;  and  also  that  an  electrical  virtue 
may  be  carried  along  a surface  of  water. . . . 

That  the  animal  spirits,  whether  they  act  within  or 
on  the  outsides  of  the  nerves,  are  elastick,  seems 
probable  not  only  from  their  great  activity  and  energy; 
but  also  from  the  sudden  and  strong  effects  that 
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FIGURE  9.  Scenes  from  early  days  of  electrotherapy.  Eighteenth  century  print  at  upper  left  depicts  three  kinds  of 
generators  or  capacitators:  electrostatic  machine,  Leyden  jars,  and  quadratum  magicum. 


sulphureous  vapours,  which  are  known  to  destroy 
elasticity,  are  found  by  experience  to  have  on  them.  . . 

The  main  impetus  to  the  study  of  electrophys- 
iology came  from  the  empirical  employment  of 
electrostatic  machines  and  Leyden-type  capaci- 
tators for  therapeutic  purposes  (Fig.  9).  The 
visible  reaction  of  muscles  to  discharges  made  it 
inevitable  that  electricity  should  be  resorted  to 
for  neuromuscular  diseases.  Simultaneously, 
physiologists  studied  muscle  function  by  examining 
the  effects  of  electricity  on  it. 

One  of  the  simplest  laboratory  preparations,  the 
intact  or  skinned  animal  leg,  was  used  since  the 
seventeenth  century.  In  1678  Swammerdam’’" 


did  an  experiment,  the  vast  significance  of  which 
he  missed  altogether: 

In  a cylindrical  glass  tube  was  placed  a muscle 
whose  nerve  was  enveloped  by  a small  silver  wire,  so 
that  it  would  be  raised  without  squeezing  or  injuring 
it  too  much.  This  wire  was  threaded  through  a (brass) 
ring  at  tbe  end  of  a small  copper  support  soldered 
on  a sort  of  rod  or  partition.  On  passing  tbe  little 
silver  wire  between  tbe  glass  and  tbe  rod  so  that  the 
nerve  made  contact  with  the  copper,  the  muscle 
promptly  contracted. 

Similarly,  in  1754,  Sulzer’'  reported  before  the 
Berlin  Academy  of  Sciences  and  Belles-Lettres: 
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(c)  John  Wesley.  (From  the  author's  collection  of  prints.) 


FIGURE  10. 


(b) 

(a)  Felice  Fontana. 


(b)  Cesare  Beccaria. 


If  a piece  of  lead  and  rod  of  silver  be  connected 
with  one  another,  and  approached  to  different  parts  of 
the  tongue,  a sensation  of  taste  is  experienced  which 
resembles  that  produced  by  vitriol  of  iron;  while,  if 


we  employ  either  of  these  metals  alone,  no  taste  at 
at  all  is  perceived.  It  is  probable  that  by  the  con- 
nection of  the  two  metals  a vibration  is  produced  in 
the  smallest  particles,  either  of  the  lead  or  the  silver 
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or  of  both;  and  that  this  vibration,  which  must  neces- 
sarily affect  the  nerves  of  the  tongue,  produces  the 
taste  described. 

In  1753  Beccaria^^  showed  that  the  thigh  muscles 
of  a live  rooster  responded  to  excitation  by  vigorous 
twitchings  (Fig.  10).  Both  Beccaria  and  Caldani^^ 
agitated  dead  frogs  with  electrical  discharges,  a 
variant  of  Borelli’s  experiment  eighty  years  before. 
In  1759  Symmer  read  before  the  Royal  Society  in 
London  a report  on  “the  Electricity  of  the  Human 
Body.”  Vassali,  in  1770,^''  suspected  that  “nature 
has  some  means  of  conserving  and  retaining  ac- 
cumulated electricity  in  the  human  body  for  the 
purpose  of  using  it  when  needed.” 

Walsh  in  1773^^  speculated  that  the  discharge 
of  the  torpedo  was  “due  to  the  release  of  a com- 
pressed electric  fluid.” 

An  electrostatic  machine  was  constructed  in 
Paris  in  1777  with  a platform  composed  exclusively 
of  intertwined  human  nerves.^®  By  serving  to  dis- 
play the  celerity  with  which  artificial  electricity 
was  conveyed,  the  inference  was  drawn  that  this 
occurred  because  of  the  recruitment  of  an  im- 
manent electrical  material. 

In  1779  Lieberkiihn®®  removed  the  brain  of  an 
animal,  stimulated  the  severed  nerve  stumps  of 
the  carcass,  and  provoked  muscular  contractions. 
By  this  elegantly  simple  experiment,  therefore,  he 
proved  that  the  brain  was  nonessential  for  tbe 
generation  of  motor  impulses. 

The  following  year  Berthelon®®  recommended 
that  the  term  “animal  spirits”  be  discarded  and 
the  apter  “animal  electricity”  be  used  in  its  stead. 
He  remarked. 

Independent  of  the  electricity  which  the  atmosphere 
imparts  to  the  human  body  there  is  another  which 
is  peculiar  to  it  and  which  owes  its  origin  to  certain 
organic  parts.  These  two  electricities  may  be  com- 
pared in  sort  to  the  heat  which  environmental  air 
communicates  to  man’s  body  and  to  the  animal  heat 
which  is  proper  to  it.  So  is  the  human  body,  as  well 
as  that  of  most  animals,  composed  of  parts  which  are 
idio-electric  or  electric  within  themselves,  and  other 
parts  which  are  anelectric  or  electric  by  communica- 
tion. 

...  Be  that  as  it  may,  it  is  certain  by  observation 
that  there  is  an  electricity  proper  to  the  human  body: 
it  is  spontaneous  and  not  communicated. 

. . . The  analogy  between  the  torpedo  and  the 
Leyden  flask  is  more  perfect  than  one  can  imagine. 

Fontana”  defined  the  research  strategy: 

We  must  first  assure  ourselves  by  certain  experi- 
ments whether  there  is  really  an  electrical  principle 
in  the  contracting  muscles.  We  must  determine  the 
laws  that  this  fluid  observes  in  the  human  body.  And 
after  all  it  will  yet  remain  to  be  known  what  it  is  that 
excites  this  principle,  and  how  it  is  excited.  How 
many  things  are  left  in  an  uncertain  state  to  posterity! 


Galvani  set  about  to  answer  these  queries.®®”®* 
Strangely,  the  only  written  tribute  he  gave  to  his 
predecessors  was  in  the  following  passages  from  his 
1791  treatise.  The  phraseology  is  couched  in  a 
manner  as  to  leave  no  doubt  about  his  primacy  in 
demonstrating  and  manipulating  animal  electricity 
at  will. 

In  conclusion  of  what  I have  studied  and  observed, 
it  appears  clear  to  me  that  electricity  resides  in  all 
animals  which  we  shall  designate,  together  with 
Berthelon  and  others,  “animal  electricity.”  . . . 

K the  nature  of  animal  spirits  is  such,  although  it 
be  as  yet  unknown,  it  will  be  discovered  before  long. 
It  appears  to  me  that,  henceforth,  nobody  will  be  able 
to  doubt,  in  consequence  of  our  experiments,  the 
electricity  of  those  spirits.  While  by  reason  of  our 
deliberations  and  some  observations  I was  able  to 
speak  of  this  a long  time  past  in  our  Anatomical 
Theater,  and  though  many  distinguished  scholars  had 
already  put  forth  the  same  opinion,  I had  not  thought 
that  good  fortune  would  allow  me  to  be  the  first  to 
handle,  so  to  speak,  the  electricity  hidden  in  nerves, 
to  make  it  surge  and  expose  it  before  the  eyes  of  all. 

Galvani  wrote  his  major  communications  some- 
what abstrusely  and  in  Latin,  a double  handicap 
confronting  the  most  zealous  translator.  Ac- 
cordingly, the  circumstances  of  his  discovery  have 
been  larded  with  whimsical  tales.  There  is  one, 
for  example,  that  ascribes  the  key  observation  not 
to  our  scholarly  physiologist  but  to  bis  serendipi- 
tous wife;  the  good  woman  is  said  to  have  been 
cooking  a soup  of  frog  legs,  for  which  her  husband 
had  gusto,  and  saw  twitchings  when  her  metal 
spoon  touched  the  pot  and  closed  the  circuit. 

At  any  rate,  the  meaningful  outcome  derived 
from  two  demonstrations:  that  quiescent 

living  tissue  could  be  excited  to  produce  a pre- 
dictable mechanical  result,  and  that  the  excitation 
could  be  tapped  from  a combination  of  otherwise 
inert  metals.  Galvani  concluded  incorrectly  that 
the  metals  shorted  out  the  natural  “animal  elec- 
tricity.” Even  after  Volta®*  had  proved  that  the 
current  was,  in  fact,  created  by  the  metals  them- 
selves, “contact”  electricity  continued  to  be  known 
as  “Galvanism”®®  (Fig.  11).  Since  the  amount  of 
current  required  to  evoke  contractions  in  frog  mus- 
cle was  minute  and  much  less  than  that  which 
could  be  detected  by  even  the  most  sensitive  elec- 
trometer of  the  day,  the  frog  nerve-muscle  prep- 
aration was  used  for  several  decades  as  a biologic 
or  “animal”  electrometer,  also  known  as  the 
“rheoscopic  limb.” 

Parenthetically,  it  is  of  more  than  passing 
interest  to  note  the  name,  “artificial  electrical 
organ,”  which  Volta  himself  bestowed  on  his 
battery: 

To  this  apparatus,  much  more  similar  fundamental- 
ly, as  I shall  show,  and  even  such  as  I have  constructed 
it,  in  its  form,  to  the  natural  electric  organ  of  the 
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(b) 

(a)  Alessandro  Volta,  (b)  Volta's  original  battery. 


(a) 

FIGURE  11. 

torpedo,  electric  eel,  etc.,  than  to  the  Leyden  flask 
and  known  electric  batteries,  I would  wish  to  give 
the  name  of  the  “artificial  electric  organ.”  And  in 
fact,  is  it  not  composed  like  it  uniquely  of  conductive 
bodies?  Is  it  not,  furthermore,  active  by  itself,  with- 
out preceding  charge,  without  the  aid  of  any  electricity 
whatsoever  excited  by  any  of  the  means  known  until 
now,  . . . able  at  last  to  give  shocks  which,  repeated 
frequently,  produce  the  same  numbness  of  the  limbs 
as  is  caused  by  the  torpedo?  . . . 

In  contrast  to  Galvani,  who  died  destitute, 
hounded,  and  brokenhearted,  Volta  was  the  toast 
of  the  scientific  community  and  the  haut  monde 
alike.  Napoleon  Bonaparte,  in  particular, 
bestowed  honors  and  monetary  awards  on  him. 
Perhaps  it  was  the  conjunction  of  this  regal  sanc- 
tion with  straightforward  scientific  inquisitiveness 
that,  more  than  any  other  factor,  explains  the 
near-obsession  with  electricity  that  gripped  France 
during  the  next  decade. 

An  account  of  an  experiment  by  a young  surgeon 


was  lost  in  the  rash  of  communications.*^^  After 
amputating  the  thigh  of  a person  whose  leg  had 
been  crushed  by  a carriage  wheel,  this  investigator 
dissected  the  popliteal  nerve  and  gastrocnemius 
muscle.  On  applying  the  ends  of  a voltaic  pile  to 
these  structures,  strong  contractions  were  induced 
in  the  calf  and  foot.  This  experiment  was  made 
in  1793  and  so  represented  one  of  the  first  of 
that  sort  on  human  tissue.  This  young  man  was 
Dominique  Larrey,  destined  to  become  Baron  of 
the  Empire,  a member  of  Napoleon’s  entourage, 
the  soldiers’  idol,  and  one  of  the  foremost  military 
surgeons  in  history. 

The  principle  underlying  Volta’s  apparatus  was 
thus  validated  soon  enough.  Occasionally, 
bizarre  gadgets  were  constructed  for  that  purpose, 
such  as  the  one  of  animal  tissues  made  in  1799  by 
La  Graave®^  of  Paris.  This  gentleman  assiduously 
raised  a column  of  slices  of  brain  and  muscle, 
which  he  layered  like  the  metals  in  Volta’s  pile, 
separating  each  lamina  of  brain  and  muscle  by  a 
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FIGURE  12.  Carlo  Matteucci  demonstrated  that  animal 
tissue  possessed  action  potential  which  he  called 
"muscle  current. " 

moist  substance.  When  he  had  thus  assembled 
40  or  50  strata,  on  touching  one  end  with  a finger 
and  applying  his  tongue  to  the  other  he  perceived, 
or  thought  he  perceived,  a taste  like  that  produced 
by  applying  zinc  and  silver  to  the  tongue. 

That  the  science  of  electrophysiology  managed  to 
endure  the  acrimonious  polemics  which  raged 
during  its  infancy  is,  in  retrospect,  rather  aston- 
ishing. Of  the  host*^'*’*^^’*’^  of  its  devotees  in  those 
precarious  years  the  only  ones  who  need  be  men- 
tioned here  are  Matteucci*’®'*’*’  who  proved  that  all 
muscle^  including  myocardium,  displayed  an 
action  potential  (Fig.  12),  and  Du  Bois-Reymond*^^ 
who  materially  advanced  methodology  for  defining 
and  quantitating  bioelectric  phenomena. 

Early  electrotherapy  for 
nonthoracic  disorders 

Discharges  from  even  the  crude  electrostatic 
machines  were  sometimes  strong  enough  to  elicit 
local  erythema,  warmth,  or  tingling.  The  more 
vigorous  ones  from  Leyden  jars  caused  unmistak- 
able sensations  as  they  penetrated  into  flesh. 
With  voltaic  piles  the  strength  of  electric  dis- 
charges could  be  modulated  to  suit  the  requisites 
of  different  situations.  The  way  was  paved  for  the 
diversified  application  of  electricity  in  therapy, 
and  at  last  medicine  could  dispense  in  large  mea- 
sure with  the  disagreeable  electric  fish. 

The  medicinal  uses  to  which  electricity  was  put 
were  legion.  However,  in  the  main,  they  con- 
cerned neuralgic,  myalgic,  and  psychiatric  de- 
rangements. Curative  virtues  were  also  ballyhooed 
for  assorted  disorders:  frostbite,  gout,  hernias, 

dyspepsia,  ascites,  goiter,  amenorrhea,  tumors, 
ophthalmias,  cachexia,  fever,  tapeworm,  sexual 


impotence,  and  so  on.  One  writer  had  the  temerity 
of  acknowledging  limitations  to  the  use  of  elec- 
tricity, namely,  pulmonary  tuberculosis,  menstru- 
ation, “visceral  phlegmasias,”  and  hemorrhage. 
These  “contraindications”  were  subsequently 
repudiated  by  less  pusillanimous  therapists.  It 
is  no  idle  assertion  that  electricity  was  extolled  for 
just  about  any  flagging  bodily  viscus  or  aperture. 

I'he  stampede  was  ushered  in  1745  by  Kratzen- 
stein.*^®  He  reputedly  freed,  by  sparks  from  an 
electrostatic  machine,  a chronically  contracted 
little  finger  of  a patient,  who  was  then  able  to  play 
the  harpsichord  again.  Jallabert®®  reported  the 
partial  alleviation  of  hemiplegia  by  the  same 
means.  Jallabert  holds  the  distinction  of  being 
the  first  to  underscore  that  individual  muscles 
could  be  made  to  react  to  electrostimulation. 
Thus  one  of  the  many  sections  of  his  book  dealing 
with  this  theme  stated: 

An  effect  of  electricity  about  which  one  should  not 
be  impassive  is  that  diverse  convulsive  movements 
can  be  discerned  in  the  muscles  against  which  sparks 
are  projected.  I have  often  perceived  them  in  the 
carpal  muscles  and  those  of  the  fingers  of  a paralyzed 
arm,  and  while  I directed  sparks  on  the  extensor  and 
flexor  muscles,  these  parts  were  made  to  move  at  my 
will  in  a very  marked  manner,  although  they  had 
long  been  deprived  of  sensation  and  movement.  . . . 
This  method  of  acting  on  muscles  (by  sparks)  appears 
to  me  to  be  an  appropriate  means  for  drawing  general 
ideas  about  myology. 

A reputable  man  like  Jallabert  was  bound  to  be 
heard.  Nollet,'-^®  no  less  respectable,  added  to  the 
cavalcade  when  he  exhorted  that  electricity  could 
be  used  “to  chase  from  the  body  the  vicious  humors 
causing  all  sicknessess.”  Thenceforth  the  com- 
plexion of  this  therapeutic  novelty  ranged  from 
crass  mountebankery  to  honest  and  critical  ex- 
perimentation. The  foremost  indication  for  elec- 
tricity was  generally  considered  to  be  paralysis 
of  any  kind.  A rash  of  testimonials  proclaimed 
cures.  But  occasional  sober  declarations  were 
made  too.  Thus  in  1758  the  sagacious  Franklin"® 
wrote  with  respect  to  muscle  electrostimulation 
in  paralytic  patients: 

These  appearances  gave  great  spirits  to  the  patients, 
and  made  them  hope  a perfect  cure;  but  I do  not 
remember,  that  I ever  saw  any  amendment  after  the 
fifth  day,  which  the  patients  perceiving,  and  finding 
the  shocks  pretty  severe,  they  became  discouraged, 
went  home,  and  a short  time  relapsed,  so  that  in 
palsies,  I never  knew  any  advantage  from  electricity, 
that  was  permanent.  And  how  far  the  temporary 
advantage  might  arise  from  the  exercise  of  the  pa- 
tients’ journey,  and  coming  daily  to  my  house,  or  from 
the  spirits,  given  by  the  hope  of  success,  enabling  them 
to  exert  more  strength  in  moving  their  limbs,  I shall 
not  pretend  to  say. 

Such  words  were  small  beacons  in  the  midst  of 
a sea  of  misguided  enthusiasm. 
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Pivati,  of  Venice,  sold  electrified  vials  in 
which  various  medicaments,  chiefly  Peruvian 
balsam,  were  sealed,  and  by  which  vehicle  pa- 
tients were  assured  an  enhanced  pharmacologic 
action. His  reasoning  was  that  since 
the  subtle  electrical  fluid  could  permeate  the 
whole  human  body,  drugs  could  be  transported 
to  the  heart  and  from  there  be  circulated  to  af- 
fected organs.  Giuseppe  Bruni,  one  of  Pivati’s 
compatriots,  pirated  this  idea.  He  peddled  elec- 
trified ampuls  of  a potent  purgative  which  were 
said  to  work  when  held  in  the  hand  as  thoroughly 
as  if  the  substance  had  been  taken  internally. 
There  was  nothing  to  match  it  in  all  of  Christendom 
for  curing  “stubborn  costiveness,”  he  added 
demurely. 

Wesley, the  founder  of  Methodism,  in  1759 
wrote  The  Desideratum;  or  Electricity  Made  Plain 
and  Useful,  by  a Lover  of  Mankind  and  of  Common 
Sense  (Fig.  10).  He  organized  dispensaries  for 
those  wishing  to  partake  of  “the  unparalleled 
remedy,”  “the  greastest  medicine  yet  known  to 
the  world,”  and  “a  thousand  medicines  in  one.” 
Patients  were  made  to  sit  on  electrified  cakes  of 
resin  or  received  spark  and  shock  treatments. 
Wesley  expressed  optimism  by  the  averment,  “I 
doubt  not  but  more  nervous  disorders  would  be 
cured  in  one  year  by  this  single  remedy  than  the 
whole  English  Materia  Medica  will  cure  by  the 
end  of  the  century.” 

Wesley  did  not  restrict  electrotherapy  to  psy- 
chosomatic disorders.  In  this,  his  hodgepodge  of 
indications,  chest  diseases  are  found  tabulated  next 
to  ailments  of  humbler  parts: 

Agues,  St.  Anthony’s  Fire;  Blindness,  even  from  a 
Gutta  Serena;  Blood  Extravasated;  Bronchocele; 
Chlorosis;  Coldness  in  the  Feet;  Consumption;  Con- 
traction of  the  Limbs;  Cramps;  Deafness;  Dropsy; 
Epilepsy;  Feet  violently  disordered;  Felons;  Fistula 
Lacrymalis;  Gout;  Gravel;  Head-ache;  Hysterics; 
Inflammations;  King’s  Evil;  Knots  in  the  Flesh: 
Lameness;  Leprosy;  Mortification;  Pain  in  the  Back, 
in  the  Stomach;  Palpitations  of  the  Heart;  Palsy; 
Pleurisy;  Rheumatism;  Ringworms;  Sciatica;  Shin- 
gles; Sprain;  Sore  Feet;  Swellings  of  all  kinds;  Throat 
sore;  Toe  hurt;  Tooth-ache;  Wen. 

By  his  own  admission,  Wesley  treated  elec- 
trically “hundreds,  perhaps  thousands”  of  his 
parishioners.  He  ended  the  book  with  the  earnest 
entreaty, 

I would  beg  one  thing  (if  it  be  not  too  great  a favour) 
from  the  Gentlemen  of  the  Faculty,  and  indeed  from 
all  who  desire  health  and  freedom  from  pain,  either 
for  themselves  or  their  neighbours.  It  is,  that  none 
of  them  would  condemn  they  know  not  what:  that 
they  would  hear  the  cause  before  they  pronounce 
sentence:  that  they  would  not  peremptorily  pro- 

nounce against  Electricity  while  they  know  little  or 
nothing  about  it.  Rather  let  every  candid  man  take 
a little  pains  to  understand  the  question  before  he 


determines  it.  I>et  him  for  two  or  three  weeks  (at 
least)  try  it  himself  in  the  above-named  disorders. 
And  then  his  own  sense  will  show  him  whether  it  is  a 
mere  plaything  or  the  noblest  medicine  yet  known  to 
the  world. 

There  was  no  purpose  for  which  electricity  was 
not  envisioned.  One  pundit  asked. 

Will  not  the  frequent  electrifying  of  bedsteads, 
bedding,  wearing  apparel,  etc.,  render  them  much 
wholesomer,  and  more  especially  when  persons  are 
sick,  or  the  constitution  of  the  air  bad,  either  from 
noxious  exhalations,  or  a pestilential  disposition? 
And  will  not  the  frequent  exciting  such  currents  of 
ethereal  fire  in  bed-chambers  serve  to  purify  the  air 
therein,  and  prove  of  more  use  for  that  purpose  than 
ventilators,  etc.?” 

In  1767  an  electrostatic  machine  was  installed 
at  the  Middlesex  Hospital  in  London.  In  that 
same  year  the  illustrious  Priestly‘S  suggested  that, 

. . . An  electrical  machine  might  be  contrived  to 
go  by  wind  or  water,  and  a convenient  room  might  be 
annexed  to  it,  in  which  a floor  might  be  raised  upon 
electrics,  and  a person  might  sit  down,  read,  sleep  or 
even  walk  about  during  the  electrification. 

A certain  James  Graham self-styled  President 
of  the  Council  of  Health,  erected  a “Temple  of 
Health.”'^  To  packed  halls  of  roues,  biases,  and 
the  merely  curious,  who  paid  a handsome  admis- 
sion fee  (six  guineas)  he  lectured  on  juvenescence 
procurable  by  appropriate  erotic  practices.  Of- 
ficiating at  the  Temple  both  as  hostess  and 
ecdysiast  was  the  alluring  Amy  Lyon,  destined  to 
ply  her  charms  more  profitably  in  the  future  as 
Lady  Hamilton.  The  central  feature  of  Graham’s 
establishment  was  his  “Medico-Magnetico- 
Musico-Electrical  Bed,”  which  also  passed  under 
the  modest  cognomen  of  “Celestial  Bed”  (Fig.  13). 
This  was  a garish  contraption,  supported  on  40 
pillars  of  brilliantly  polished  glass,  to  which  were 
welded  an  array  of  electrical  hardware,  bells,  gears, 
and  other  paraphernalia.  Could  anything  better 
be  pledged  to  help  the  infecund  or  impotent? 

The  nature,  design,  and  usefulness  of  the  Celestial 
Bed  being  misunderstood,  they  require  explanation, 
lest  many  respectable  persons  and  personages,  in- 
fluenced by  the  ignorance  or  prejudice  of  the  foolish 
multitude,  should  be  disappointed  of  the  benefit  of 
so  ingenious  and  so  useful  a discovery. 

The  want  of  children  so  much  lamented  in  many 
noble  families,  and  indeed  by  all  married  people, 
arises  from  corporeal,  mental,  or  accidental  defects. 
The  corporeal  defects  are  a laxity  or  debility  of  the 
nervous  system,  and  a consequent  acrimony  of  the 
juices  which  actuate  that  system — a relaxed  indiposi- 
tion of  the  parts,  or  (which  most  frequently  happens) 
obstructions.  The  mental  defects  are  want  of  courage 
and  resolution  on  the  male  side,  or  of  imagination  and 
prudence  on  the  female.  The  accidental  causes,  be- 
sides occult  and  unaccountable  antipathies  or  incon- 
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FIGURE  13,  (a)  Announcement  by  notorious  James  Graham  of  lecture  on  health-promoting  efficacy  of  his  electrical 

gimmicks,  (b)  Celestial  Bed. 


gruities,  are,  when  a lively,  vivacious  woman  is  mar- 
ried to  a stupid,  inert,  inactive  man,  or,  vice  versa. 
Electricity,  even  independent  of  the  other  invigorating 
influences  combined  with  it,  is  the  most  powerful 
engine  or  influence  in  nature  to  remedy  these  several 
defects:  it  gives  a tone  and  retentive  firmness  to  the 
relaxed  fibres;  it  corrects  the  acrimony  of  the  juices; 
by  increasing  the  perspiration;  strengthens  and 
rejuvenates  the  generative  powers;  and  effectually  re- 
moves obstructions.  It  expels  all  fear,  expanding  the 
imagination  with  the  liveliest  and  most  sublime  ideas; 
and  lastly,  it  assimilates  the  most  inactive  to  the  most 
alert,  and  from  all  these  causes  cannot  fail  of  pro- 
ducing the  wished  for  effects. 

The  Celestial  Bed  being  very  highly  electrified, 
the  persons  reposing  therein  bask  in  a genial,  invig- 
orating tide  of  the  celestial  fire,  combined  with  the 
powerful  influences  of  music,  magnets,  and  the  balmy 
odours  of  aromatic  aetherial  essences — which,  as  they 
powerfully  vivify,  and  at  the  same  time  remove  all 
impediments — they  cannot  fail  in  the  nature  of  things 
of  conducing  to  the  production  of  a strong,  healthful, 
and  most  beautiful  offspring. 

It  comes  as  something  of  a surprise  to  find, 
among  the  advocates  of  electro.static  medicine. 


none  other  than  Marat, the  notorious  revolu- 
tionary and  pamphleteer,  who  apparently  con- 
secrated himself  for  some  time  to  electrotherapy 
with  almost  as  much  single-mindedness  as  he  later 
did  to  the  guillotine. 

A physician  who  nimbly  jumped  on  the  band- 
wagon of  galvanism  was  Elisha  Perkins, 

He  started  the  healing  cult  of  “perkinism,”  based 
on  the  use  of  his  metallic  tractors  (Fig.  14).  These 
were  two  rods  of  metal  alloys  which  looked  very 
much  like  horseshoe  nails.  Perkins  made  the 
articles  at  his  home  in  a small  furnace  concealed 
in  the  wall  by  sliding  panels  and  sold  them  for 
five  guineas  a pair.  Some  3,000  persons  (Perkins’ 
estimate)  had  sundry  parts  of  their  body  stroked 
with  the  gimmick.  The  mentality  of  patients  who 
benefited  from  this  tomfoolery  is  judged  best  by 
quoting  the  memorable  outcry  of  one  of  them:^^ 

Bless  me!  Why,  who  could  have  thought  it,  that 
them  little  things  could  pull  the  pain  from  one.  Well, 
to  be  sure,  the  longer  one  lives,  the  more  one  sees;  oh, 
dear. 

Meeting  in  solemn  session,  the  Medical  Society 
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FIGURE  14.  (a)  Advertisement  by  Elisha  Perkins  of  his  metallic  tractors,  (b)  Period  caricature  of  tractors  being  used 

on  hapless  patient,  (c)  Authentic  tractors  with  carrying  case.  (From  the  collection  of  the  New  York  Academy  of 
Medicine.) 


of  the  State  of  Connecticut  expelled  Perkins  from 
its  bosom.  He  later  died  of  yellow  fever;  but  the 
fine  family  tradition  was  perpetuated  for  several 
more  years  by  a son  and  by  a Perkinean  Institute 
created  under  the  aegis  of  high  society. 

Charlatanry  aside,  it  is  certain  that  many  a 
distinguished  clinician  sanctioned  patently  out- 
landish applications  of  electrotherapy  and  even 
waxed  poetic  about  the  whole  thing.'®-®®  In  1803 
Duncan®^  treated  an  epileptic  cripple  and  paid 
homage  as  to  how  galvanism  had  made 

. . . the  lame  her  crutch  forego, 

and  dance,  exulting,  like  the  bounding  roe. 

By  1820  Buchan®^  had  this  to  say  about  elec- 
tricity: 

In  local  complaints  its  power  will,  in  many  cases  be 
sufficient;  in  constitutional  diseases,  it  is  a con- 
comitant of  medicine. 

The  following  are  a few  of  the  diseases  in  which 
the  electric  fluid  has  been  applied  with  success: 

In  its  irradiated  state  (i.e.,  under  the  form  of  radii 


of  sparks) — Eruptions  of  the  skin;  contractions  of  the 
muscles;  loss  of  the  use  of  limbs  from  colds;  abscesses; 
swellings,  tumors  after  the  small-pox;  constipation 
of  the  bowels. 

In  its  concentrated  state  (i.e.,  radii  connected  on 
a brass  bail) — Ague  and  paralysis. 

In  the  form  of  a shock  (i.e.,  radii  condensed  in  a 
Leyden  jar) — Lock  jaw;  acute  pain  of  the  head; 
sprains;  sprains  and  swelling  of  the  joints;  scirrhus 
of  the  testes;  suspension  of  the  procreative  powers; 
hypochondria  or  melancholy;  and  palsy  of  the  urinary 
bladder. 

A new  dimension  was  introduced  in  electrifica- 
tion through  pins  or  needles.  Named  “electro- 
puncture” or  “galvanopuncture”  at  its  inception 
by  Sarlandiere,®®  it  was  popularized  by  Leroy 
d’Etiolles.®"*  The  method  became  an  invaluable 
adjunct  for  measuring  the  velocity  of  impulses  in 
nerve  and  muscle.  In  surgery  it  gained  favor  for 
the  treatment  of  aneurysms;  and  after  Marshall®® 
had  shown  how  efficaciously  it  could  be  used  for 
obliterating  fistulas,  it  rapidly  had  its  range  of 
utility  extrapolated  to  the  fulgeration  of  soft 
tissues,  stanching  of  bleeding  areas,  and  hemo- 
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static  amputation  of  small  tumors.  This  was  the 
premise  from  which  roughly  one-half  century  later, 
W.  T.  Bovie  and  Harvey  Cushing  designed  their 
electrocautery  for  coagulating  minuscule  blood 
vessels. 

Finally,  I might  mention  just  in  passing  the  very 
extensive  application  during  the  last  century  of 
both  galvanization  and  faradization  for  urinary  or 
fecal  incontinence.  In  the  modern  setting  this 
class  of  disorder  is  sometimes  tackled,  once  more, 
electrically,  but  now  by  the  intermediary  of 
“pacers.” 

767  Fifth  Avenue 
New  York,  N.  Y.  10022 
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Medicine 


The  twentieth  century  retinal  image  of  Marat  is 
conditioned  by  repeated  exposures  to  the  innumer- 
able reproductions  of  David’s  famous  painting, 
which  hangs  in  Brussels  rather  than  Paris,  showing 
the  Jacobin  leader  lying  dead  in  his  sitzbath  just 
after  Charlotte  Corday  assassinated  him  (Fig.  1). 
A white-handled  knife  at  the  bottom  of  the  canvas 
was  obviously  the  murder  weapon,  and  the  stab 
wound  is  seen,  slightly  gaping,  just  to  the  right  of 
the  sternum  a few  centimeters  below  the  clavicle. 
External  bleeding  is  minimal;  only  a thin  stream 
of  blood  flows  downward  from  the  wound.  David 
was  an  accurate  painter;  he  depicted  the  event 
very  much  as  it  must  have  looked  after  it  hap- 
pened. The  only  artistic  liberty  he  allows  himself 
is  to  show  Marat’s  quill  pen  held  loosely,  still 
vertical,  between  the  dead  man’s  thumb  and  fore- 
finger. This  minor  inaccuracy  is  necessary  to  the 
composition  of  the  painting. 

Assassination  of  Marat 

The  facts  are  not  the  least  obscure.  On  the 
evening  of  July  13,  1793,  Charlotte  Corday,  a 
twenty-four-year-old  girl  from  Normandy,  con- 
vinced that  only  the  moderate  policies  of  the 
Girondins  could  create  an  equitable  and  stable 
government  in  France,  a young  lady  of  some 
education  whose  favorite  reading  materials  were 
Plutarch  and  the  Bible,  both  of  which  contain 
abundant  precedents  for  assassination,  gained 
access  to  Marat’s  apartment.  She  managed  to 


FIGURE  1;  Marat  Assassine.  By  Jacques  Louis  David; 
Musees  Royaux  de  Beaux-Arts,  Brussels. 


interview  him  in  the  somewhat  informal  situation 
of  his  taking  his  customary  sitzbath  for  a chronic 
skin  disease,  and,  after  a brief  conversation  in 
which  she  established  to  her  own  satisfaction  that 
Marat  was  planning  to  have  some  of  the  leading 
Girondins  executed,  she  stabbed  him  with  the 
knife  she  had  purchased  for  just  that  purpose. 
She  confessed  readily,  was  tried,  convicted,  and 
beheaded  a few  days  later. 


May  15,  1971  New  York  State  Journal  of  Medicine  1125 


FIGURE  2:  Jean  Paul  Marat.  Artist  unknown;  Musee 

Carnavalet,  Paris. 


The  autopsy  report  signed  by  Louis  Deschamps, 
M.D.,  chief  surgeon  of  La  Charite  hospital,  de- 
scribes a knife  wound  entering  the  chest  through  the 
first  right  intercostal  space.  It  penetrated  deeply, 
traversing  the  upper  lobe  of  the  right  lung,  piercing  , 
the  ascending  aorta  and  left  auricle.  The  peri- 
cardial sac  was  filled  with  blood.  There  was  no 
hemothorax  on  the  right,  presumably  because 
the  right  pleural  cavity  was  obliterated  by  dense 
fibrous  adhesions.  No  significant  lesions  were 
found  in  the  abdomen;  the  cranial  contents  were 
described  as  normal.  The  autopsy  report  contains 
no  mention  of  the  skin  lesions. 

The  previous  information  is,  of  course,  a simple 
exercise  in  forensic  pathology.  It  is  perhaps 
symptomatic  of  the  controversy  surrounding 
Marat’s  life  that  monographic  confusion  should 
arise  after  his  death.  The  Musee  Carnavalet  in 
Paris  contains  an  approximately  contemporaneous 
painting  by  an  unknown  hand  showing  the  stab 
wound  to  the  left  of  the  sternum  (Fig.  2).  Aviat’s 
familiar  canvas  of  Charlotte  Corday  et  Marat  in 
the  Palais  des  Beaux  Arts  at  Rouen,  painted  in 
the  latter  half  of  the  nineteenth  century,  also  shows 
the  stab  wound  on  the  left  (Fig.  3).  In  Aviat’s 
canvas  the  knife  has  a black  handle,  and  the  quill 
pen  rests  in  its  inkwell,  a plausible  place.  But 
Marat’s  assassination  at  the  age  of  fifty  is  merely 
the  end  point  of  the  story;  the  question  of  patho- 
genesis did  not  arise  at  Dr.  Deschamps’  dissecting 
table.  In  view  of  the  all-too-audible  noises  cur- 
rently being  heard  from  the  “radical  right”  and 
the  “radical  left,”  it  might  be  of  some  interest  to 


examine  the  career  of  Jean  Paul  Marat,  M.D.,  with 
a view  to  determining  how  and  why  this  eighteenth 
century  physician  and  scientist  became  a radical 
politician,  a course  which  led  to  so  much  tragedy, 
that  of  many  others  in  addition  to  his  own. 

Any  historian  who  attempts  a full-scale,  objec- 
tive account  of  Marat’s  life  is  faced  with  a formid- 
able challenge  and  does  so  at  his  peril.  Following 
the  assassination,  both  Marat’s  calumniators  as 
well  as  his  defenders  managed  to  distort  not 
only  the  interpretation  of  his  role  but  also  the 
documents  relating  to  his  life,  so  that  it  is  almost 
impossible  to  separate  fact  from  partisan  fiction. 
Truth,  like  an  ass  between  two  bales  of  hay,  lies 
midway  between.  Misstatements  of  fact  occur  in 
almost  every  biography,  even  those  by  reputable 
scholars.  A common  source  of  error  is  the  all  too 
ready  acceptance  as  fact  of  an  otherwise  unsup- 
ported statement  from  a secondary  or  tertiary 
source  merely  because  it  is  plausible  and  coincides 
with  the  argument  being  developed.  Equally 
frequent  are  instances  of  both  suppression  of  truth 
and  pure  fabrication.  One  reason  for  this  may  be 
that  Marat  himself  was  an  unreliable  historian; 
he  furnished  conflicting  reports  about  many  of  his 
movements  and  activities.  He  may  have  had  more 
to  conceal  than  many  other  men,  but  his  ability 
to  be  vague  when  he  might  have  been  precise  and 
his  skill  at  creating  a false  scent  were  surpassed 
only  by  his  need  for  self-justification  and  his  gift 
for  hyperbole. 

The  transition  from  physician  and  scientist  to 
radical  politician  was  not  a sudden  conversion; 
Marat’s  political  views  developed  over  a period 
of  years  and,  as  is  often  the  case,  their  evolution 
was  not  linear.  It  appears  within  the  limits  of  fair 
comment  to  note  that  any  man’s  political  con- 
victions, even  those  purportedly  based  on  ideologic 
abstractions  or  “philosophic  principles,”  are  fre- 
quently modified  by  the  external  circumstances 
of  his  life  and  may  even  stem  from  them. 

Early  life  and  education 

There  appears  to  be  no  dispute  that  Marat  was 
born  on  May  24,  1743,  at  Boudry  near  Neuch^tel 
in  Switzerland,  the  son  of  a Sardinian  named 
Mara,  who  was  employed  successively  as  a chemist, 
designer,  and  language  teacher.  Marat’s  father 
first  arrived  in  Switzerland  in  1740,  but  whether  or 
not  he  emigrated  for  political,  religious,  or  financial 
reasons  is  not  known.  In  Geneva  he  married 
Louise  Cabrol,  the  daughter  of  a French  wigmaker 
who  had  moved  there  from  Languedoc,  presumably 
because  he  was  a Huguenot.  Mara,  the  ex-Sardin- 
ian,  apostasized  to  the  Huguenot  faith  when  he 
married,  but  his  original  religion  is  not  known. 
Because  one  of  the  witnesses  to  the  marriage  was 
named  Mendez,  it  has  been  conjectured  that 
Mara  may  have  been  partly  Jewish,  but  the  point 
has  never  been  clarified.  Little  is  known  about 
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FIGURE  3:  Charlotte  Corday  et  Marat.  By  J.  C.  Aviat;  Musee  des  Beaux-Arts,  Rouen. 
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either  of  Marat’s  parents,  except  that  an  anony- 
mous letter  is  preserved,  addressed  to  Mme.  Mara, 
accusing  her  of  being  a notorious  liar  and  slanderer, 
a woman  of  no  character,  and  asserting  that  her 
husband  was  a canting  humbug  and  downright 
hypocrite.  What  provoked  this  letter  and  whether 
its  impeachment  was  justified  remain  as  unknown 
as  its  author.  Jean  Paul  was  the  eldest  of  six 
children;  in  later  life  he  changed  the  spelling  of 
his  name  to  Marat  to  make  it  seem  more  French. 

Phipson,^  to  whom  we  are  indebted  for  extensive 
investigation  into  Marat’s  early  years,  takes  pains 
to  point  out  that  when  Marat’s  father  migrated  to 
Geneva  in  1740,  he  became  a habitant,  the  lowest 
rung  on  the  municipal  status  ladder,  a foreigner 
who  was  merely  permitted  domiciliary  rights.  The 
next  higher  step  was  natif,  a state  accorded  the 
sons  of  habitants,  but  neither  class  was  allowed 
to  exercise  any  political  rights.  Above  them  were 
the  bourgeois,  or  naturalized  inhabitants,  able  to 
vote  but  not  eligible  for  election  to  the  Senate  or 
higher  offices,  and  the  citoyens,  sons  of  burghers 
or  citizens,  born  within  the  city  walls,  who  could 
both  vote  and  hold  office.  In  1750  the  total  num- 
ber of  bourgeois  plus  citoyens  in  Geneva  was  in  the 
order  of  1,500;  stratification  of  Swiss  democracy 
was  closely  guarded.  We  must  not  confuse  this 
with  any  idea  of  a representative  republic  or  the 
egalitarianism  explicit  in  the  slogan  of  “one  man, 
one  vote.”  In  1742  the  habitant  Mara  moved  to 
Boudry  near  NeuchStel  where  his  eldest  son  was 
born;  in  1765  he  was  able  to  purchase  for  400  livres 
the  status  of  bourgeois  at  Boudry,  but  by  this  time 
Jean  Paul  had  left  home  and  was  starting  his 
career.  Despite  a low  civil  status  and  limited  fi- 
nancial resources,  the  Mara  family  appears  to  have 
placed  a high  value  on  education  as  a means  of 
rising  in  the  world.  Jean  Paul’s  next  younger 
sibling  Henri,  born  in  1745,  was  sufficiently  well 
educated  to  become  a tutor  in  a Russian  college 
where  he  styled  himself  the  “Chevalier  de  Boudry,” 
and  their  youngest  brother  David,  born  in  1756, 
studied  theology  at  the  University  of  Geneva. 

By  all  accounts,  Jean  Paul  was  an  intelligent 
lad,  articulate,  and  quick  to  learn.  He  was  edu- 
cated in  part  by  his  father  and  also  at  the  local 
college  at  Neuchatel.  Most  biographers  agree  that 
he  rapidly  acquired  proficiency  in  the  classics, 
several  modern  languages,  and  the  rudiments  of 
science.  Opportunities  at  home  were  limited,  so 
in  1759  at  the  age  of  sixteen  he  left  to  continue 
his  education  at  the  universities  of  Toulouse  and 
Bordeaux,  supposedly  supporting  himself  by  tutor- 
ing children  of  families  of  the  mercantile  class. 
He  appears  to  have  been  largely  an  autodidact,  and 
it  is  probably  significant  that  he  never  completed 
a course  of  studies  leading  to  a recognized  degree. 
A primary  source  regarding  Marat  between  1759 
and  1777  comes  from  an  autobiographic  fragment 
he  wrote  in  1793  a few  months  before  his  death. 


Vague  regarding  chronology  and  geography,  some- 
what extravagant  in  its  language,  the  document 
is  less  valuable  for  its  historicity  than  for  what 
one  can  read  between  the  lines  concerning  Marat’s 
character.  It  furnishes  tantalizing  clues,  is  partly 
truthful,  but  is  also  a self-serving  declaration, 
written  after  he  had  come  into  public  prominence. 
Some  of  its  passages  merit  citation: 

Born  with  an  impressionable  nature,  a fiery  imagi- 
nation, a hot,  frank  tenacious  temperament,  an  up- 
right mind,  a heart  open  to  every  lofty  passion  and 
above  all  to  the  love  of  fame,  I have  never  done  any- 
thing to  pervert  or  destroy  these  gifts  of  nature,  but 
have  done  everything  to  cultivate  them.  . . I was  pure 
at  the  age  of  twenty-one,  and  had  already  for  a long 
time  been  given  to  the  meditation  of  the  study.  The 
only  passion  that  devoured  my  mind  was  the  love  of 
fame;  but  as  yet  it  was  only  a fire  smouldering  under 
the  ashes.  . . It  is  to  my  mother  that  I owe  the  devel- 
opment of  my  character.  . . she  alone  caused  benevo- 
lence to  expand  in  my  heart.  . . Upon  love  of  humanity 
is  based  the  love  of  justice,  for  the  notion  of  what  is 
just  comes  from  sentiment  as  much  as  from  reason. 
My  moral  sense  was  already  developed  at  the  age  of 
eight.  Even  then  I could  not  bear  to  behold  ill-treat- 
ment of  another;  the  sight  of  cruelty  filled  me  with 
indignation.  . . Shallow  men  who  reproach  me  with 
being  a “tete”  (i.e.,  an  obstinate  fellow)  will.  . . refuse 
perhaps  to  believe  that  at  this  time  of  life  I was  de- 
voured by  the  love  of  fame,  a passion  that  has  often 
changed  its  object  at  different  periods  of  my  life,  but 
which  has  never  quitted  me  for  a moment.  At  five 
years  of  age  I wanted  to  be  a schoolmaster,  at  fifteen 
a professor,  at  eighteen  an  author,  and  at  twenty  a 
creative  genius.  . . I was  reflective  at  fifteen,  a thinker 
at  twenty-one.  At  the  age  of  ten  I contracted  the  habit 
of  a studious  life;  mental  work  has  become  a veritable 
necessity  for  me,  even  in  illness,  and  my  greatest  plea- 
sures I have  found  in  meditation.^ 

Whatever  else  one  may  think  of  this  romantic 
fragment,  most  twentieth  century  readers  would 
concede  that  “fame  is  the  spur” — he  mentions  it 
no  fewer  than  three  times — and  that  Marat’s  later 
behavior  was  consistent  with  that  as  a primary 
motive.  It  is  equally  true  that  he  was  intellectu- 
ally ambitious  and  an  omnivorous  reader. 

Internally  consistent  biographic  information  is 
difficult  to  document.  There  is  no  doubt  that  in 
1760,  after  only  a year  of  university  study,  Marat 
petitioned  Louis  XV  to  attach  him  to  Abbe  Chappe 
d’Auteroche’s  expedition  to  Tobolsk  to  witness 
the  transit  of  Venus.  Although  his  petition  was 
not  granted,  we  may  take  it  as  reasonable  evidence 
of  a strong  interest  in  contemporary  science  at  the 
age  of  seventeen.  By  the  same  token,  it  presages 
his  willingness  to  pack  up  and  go  to  any  place 
where  a new  situation  might  prove  advantageous. 
There  is  no  evidence  that  he  reacted  abnormally 
when  this  request  was  refused,  behavior  somewhat 
in  contrast  to  his  emotional  responses  to  later  frus- 
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trations.  Just  what  Marat  did  between  1760  and 
1767  remains  a matter  for  speculation.  According 
to  his  own  account,  written  over  a quarter  of  a 
century  later, 

I lived  two  years  at  Bordeaux,  ten  in  London,  one  in 

Dublin,  one  at  the  Hague,  Utrecht  and  Amsterdam, 

nineteen  in  Paris,  and  I have  travelled  over  half  of 

Europe.^ 

There  is  no  reason  to  disbelieve  that  he  traveled 
widely,  but  efforts  to  reconstruct  the  chronology 
of  his  movements  have  led  to  conflicting  results. 
Accepting  as  reasonably  accurate  the  claim  of 
“ten  years”  medical  practice  in  this  country  (that 
is,  England)  in  the  Preface  to  his  Essay  on  Gleets,* 
Phipson'  is  willing  to  date  Marat’s  entry  into  En- 
gland as  some  time  between  1765  and  1767,  the  lat- 
ter date  being  certain,  an  earlier  one  possible. 

Life  in  England 

While  in  London,  Marat  lived  at  the  upper  end  of 
St.  Martin’s  Lane,  now  part  of  Cranbourne  Street, 
in  a district  then  populated  by  English  and  foreign 
artists.  He  was  acquainted  with  Lord  Lyttelton, 
a diplomat  who  was  also  a patron  of  the  arts  and 
sciences;  Angelica  Kauffman,  the  lady  painter; 
Zucchi,  the  ex-Venetian  painter  whom  she  later 
married;  and  Bonomi,  the  architect.  Old 
Slaughter’s  Coffee  House  in  Soho  was  the  regular 
meeting  place  of  this  circle,  and  it  appears  that 
Marat  practiced  medicine  among  them.  Lacking  a 
medical  degree,  he  was  practicing  without  a li- 
cense from  the  Royal  College  of  Physicians.  His 
practice,  whatever  it  was,  must  have  been  based  on 
word  of  mouth  referrals.  Probably  many  of  his 
patients  were  French  residents  of  London.  There 
is  no  evidence  that  he  had  a fixed  address  or  main- 
tained consulting  rooms.  He  appears  to  have 
made  a real  attempt  to  achieve  a stable  existence 
and  a social  status,  but  one  cannot  assess  how 
sound  his  medical  knowledge  was  nor  how  success- 
ful his  practice  proved  to  be. 

Indirect  evidence  suggests  that  his  practice  may 
not  have  gained  him  an  adequate  living.  Phipson* 
cites  a report  by  Henry  Lonsdale,  M.D.,  of  Carlisle 
that  Marat  studied  medicine  at  Edinburgh  and 
“probably  graduated  there  as  M.D.”  (untrue), 
then  “practiced  human  and  veterinary  medicine 
in  Newcastle-on-Tyne  about  the  years  1770  to 
1773”  (possibly  true).  Another  account  informs 
us  that  he  accepted  a position  as  French  tutor  at 
Warrington  Academy,  a well-known  nonconformist 
educational  center  of  the  time.  It  is  more  than 
likely  that  while  trying  to  establish  himself  in  En- 
gland, Marat  conformed  to  appropriate  manners  in 
dress  and  behavior,  quite  a contrast  to  his  unkempt 
and  unclean  appearance  when  he  later  became  a 
leader  in  the  French  Revolution.  During  his  years 
in  England,  Marat’s  political  ideas  were  beginning 


to  take  shape.  There  is  no  doubt  that  he  was 
strongly  influenced  by  the  writings  of  Montes- 
quieu; his  Eloge  de  Montesquieu  given  in  1785  to 
the  Academie  de  Bordeaux  was  discovered  almost 
a century  later  and  published  in  1883.  He  was  a 
great  admirer  of  John  Wilkes  and  is  reputed  to 
have  attended  Wilkes’s  trial;  in  this  fashion  the 
slogan  “Wilkes  and  Liberty”  may  have  found  its 
way  into  the  ideology  of  the  French  Revolution, 
but  at  the  time  Marat’s  position  was  far  from  ex- 
treme. 

We  are  on  firmer  ground  when  we  deal  with 
Marat’s  publications  during  his  years  in  England. 
First  to  appear  was  An  Essay  on  the  Human  Soul^ 
published  anonymously  in  1772.^  In  it  he  accepted 
the  duality  of  body  and  soul  and  tried  to  analyze 
their  reciprocal  influences  on  each  other.  He 
claimed  that  the  meninges  were  the  seat  of  the 
soul: 

Anatomists  agree  that  we  must  look  for  the  seat  of 
the  soul  in  the  head;  but  they  are  not  unanimous  as  to 
what  place  it  occupies  in  that  part  of  the  body.  Some 
place  it  in  the  pineal  gland,  others  in  the  corpus  cal- 
losum, others  again  in  the  cerebrum;  some  in  the  cere- 
bellum and  some  in  the  meninges.  But  of  these  dif- 
ferent opinions  the  last  one  is  well  founded,  for  if  we 
trace  the  nerves  to  their  entrance  into  the  membranes 
of  the  brain,  we  shall  find  they  confound  themselves 
with  the  meninges  and  form  one  simple  uniform  sub- 
stance with  them.^ 

Clearly,  Marat’s  experience  at  the  dissecting 
table  was  limited,  and  his  allocation  of  the  soul 
to  the  meninges  seems  a product  of  the  “fiery  imag- 
ination” he  claimed  in  his  autobiographic  frag- 
ment. The  following  year  he  enlarged  on  his  main 
theme,  incorporating  the  Essay  as  one  chapter  of 
a two-volume  work  titled  A Philosophical  Essay 
on  Man,  Being  an  Attempt  to  Investigate  the  Prin- 
ciples and  Laws  of  the  Reciprocal  Influence  of  the 
Soul  on  the  Body.^  It  need  not  detain  us  as  a major 
contribution  to  late  eighteenth  century  philosophy. 
For  the  most  part  the  book,  as  well  as  its  French 
translation,  was  ignored.  Lord  Lyttelton  gave  it 
polite  praise,  as  did  the  anatomist.  Professor  Col- 
lignon,  M.D.,  F.R.S.,  of  Cambridge,  a few  kind 
words  which  Marat  later  exaggerated  into  “rave 
notices.” 

Marat’s^  next  publication  was  his  first  piece 
of  purely  political  writing.  The  Chains  of  Slavery, 
which,  despite  its  florid  subtitle  was  not  especially 
radical  in  its  outlook.  Insensitive  to  the  possible 
impropriety  of  an  alien’s  publishing  a partisan 
pamphlet  attempting  to  influence  a British  elec- 
tion, Marat  urged  the  electorate  to  vote  against 
Lord  North  and  his  party.  Although  it  was  an 
acrimonious  attack  on  despots,  the  text  was  not 
antimonarchical;  Marat  recognized  that  there  were 
good  and  sensible  rulers.  Much  to  his  credit  was 
that  he  recognized  the  evils  of  the  “rotten  borough” 
system,  a point  which  the  Chartists  attacked  half 
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a century  later.  Although  Marat  had  many  reser- 
vations about  the  idea  of  the  government  of  the 
many  by  tbe  few,  he  did  not  attack  the  idea  of 
property  qualification  for  the  franchise,  and  in- 
deed his  pamphlet  could  have  been  addressed 
only  to  voters  so  qualified  under  the  then-prevail- 
ing British  law.  He  encountered  some  difficulty 
in  having  the  tract  published;  one  prospective 
publisher  declined  it  on  the  grounds  it  would  “give 
offense  in  high  quarters.”  However,  on  examining 
the  text  itself  almost  two  hundred  years  later,  one 
is  tempted  to  agree  that  it  was  not  the  sort  of  item 
which  a publisher  would  avidly  seek  for  his  list; 
neither  its  style  nor  its  substance  exhibit  great 
political  insight  or  literary  skill.  Nonetheless, 
Marat  persisted  and  did  manage  to  have  a small 
edition  printed.  It  achieved  no  popular  sale,  and 
he  had  to  distribute  many  copies  gratis,  especially 
in  the  northern  parts  of  England.  Almost  two 
decades  later  he  was  to  claim  that  Lord  North  had 
spent  8,000  guineas  in  an  effort  to  suppress  the 
book,  but  it  is  doubtful  that  the  parsimonious 
Prime  Minister  would  have  spent  80  shillings  for 
that  end.  Burr^  has  cited  Marat’s  extravagant 
claim  as  evidence  that  he  was  paranoid  and  suf- 
fered from  delusions  of  persecution.  While  it  is 
true  that  whenever  one  of  his  ventures  failed  Marat 
was  all  too  ready  to  blame  it  on  external  causes 
rather  than  inherent  defects,  there  is  no  objective 
evidence  of  a paranoid  reaction  at  the  time  The 
Chains  of  Slavery  was  published;  his  paranoia  de- 
veloped later. 

Marat  continued  his  efforts  to  establish  him- 
self in  a proper  fashion  in  England.  He  was  able 
to  persuade  Hugh  James,  M.D.,  and  William 
Buchan,  M.D.,  to  recommend  him  for  a medical 
degree  from  the  University  of  St.  Andrews  in  1775. 
In  one  sense  it  was  a meaningless  gesture,  as  the 
Royal  College  of  Physicians  did  not  at  that  time 
recognize  Scottish  degrees,  and  the  University  of 
St.  Andrews,  having  fallen  on  hard  times,  had  ac- 
quired a reputation  of  “getting  richer  by  degrees.” 
Nonetheless,  it  enabled  Marat'*’®  to  affix  the  M.D. 
degree  to  his  next  two  publications  in  England, 
An  Essay  on  Gleets  and  An  Enquiry  into  the  Na- 
ture, Cause,  and  Cure  of  a Singular  Disease  of  the 
Eyes.  Neither  of  these  took  the  medical  world  by 
storm,  and  tbe  small  editions  soon  became  quite 
rare.  Both  short  essays  were  republished  in  1891 
under  the  editorship  of  Bailey,**  librarian  of  tbe 
Royal  College  of  Surgeons,  entirely  because  of  the 
subsequent  prominence  of  tbeir  author  rather  than 
because  of  tbe  value  of  his  observations.  However, 
an  examination  of  these  texts  does  furnish  some 
insight  into  Marat’s  knowledge  of  medicine  and 
his  modus  operand!  for  bringing  bis  medical  skills 
to  tbe  attention  of  tbe  public.  One  can  only  imag- 
ine that  their  intended  audience  was  the  medical 
profession,  for  there  is  little  in  them  to  interest 
a general  readership. 


In  An  Essay  on  Gleets,  Marat  was  astute  enough 
to  recognize  that  the  chronicity  of  urethritis  was 
the  result  of  inflammation  of  the  submucosal 
glands  and  was  not  merely  a superficial,  catarrhal 
discharge.  The  concept  was  not  new,  but  Marat 
grasped  it  firmly.  He  recommended  treatment  by 
a special  type  of  bougie,  a modification  of  the  type 
introduced  a few  years  previously  in  France  by 
Jacques  Daran.  Most  of  the  text  appears  to  be 
devoted  to  touting  tbe  superiority  of  his  instru- 
ments over  Daran’s,  and  he  cites  his  own  success- 
ful treatment  of  a case  in  which  Daran  had  failed. 
As  an  additional  item  of  “puff,”  he  promises  that 
if  this  publication  were  well  received,  he  would 
offer  to  the  public  a new  method  of  curing  gonor- 
rhea in  a short  time.  Standards  in  medical  self- 
advertising have  become  less  elastic  since  1785, 
and  we  should  not  judge  Marat  by  today’s  canon  of 
ethics.  Although  secure,  well-established  physi- 
cians did  not  resort  to  such  tactics  in  London  dur- 
ing the  latter  half  of  the  eighteenth  century,  a num- 
ber of  lesser  practitioners  did.  Although  Marat’s 
attempt  to  assert  the  superiority  of  his  instruments 
and  technic  over  Daran’s  was  not  discreditable  at 
the  time,  it  appears  somewhat  less  in  quality  than 
his  later  claim  that  he  had  “a  heart  open  to  every 
lofty  passion”;  it  seems  to  conform  more  closely 
than  his  self-confessed  “love  of  fame.” 

Marat’s®  small  essay  on  a singular  disease  of  the 
eyes  was  an  expansion  of  a brief  study  originally 
begun  when  he  was  in  Paris  circa  1762.  The  pre- 
cise nature  of  the  disease  cannot  be  reconstructed 
from  his  description  of  the  signs  and  symptoms, 
but  the  essay  deals  with  3 patients  all  of  whom 
had  been  previously  treated  with  a mercurial  oint- 
ment. Marat  claims  to  have  relieved  the  symp- 
toms by  treatment  involving  the  application  of 
electrical  sparks  to  the  temples;  he  also  admin- 
istered laxatives  and  in  1 patient  an  antiscorbutic 
diet.  Unable  to  arrive  at  even  a conjectural  diag- 
nosis and  uncertain  as  to  the  implication  of 
Marat’s  distinction  between  gutta  serena  and  gutta 
opaca,  one  is  tempted  to  speculate  that  the  mer- 
curial applications  had  caused  the  irritation  of  the 
eyes  and  that  it  was  the  discontinuance  of  medi- 
cation rather  than  Marat’s  treatment  which  had 
produced  remission.  However,  the  point  is  minor. 
Neither  of  Marat’s  essays  enhanced  his  reputation 
in  British  medical  circles.  Probably  be  began 
to  sense  that  he  had  no  real  future  in  London,  and 
we  next  hear  of  him  back  in  Paris. 

Return  to  France 

Considerable  debate  has  raged  about  the  cir- 
cumstances under  which  Marat  left  England.  Ac- 
cording to  one  version,  during  a visit  to  Oxford  he 
broke  into  the  Ashmolean  Museum,  stole  a number 
of  ancient  coins  and  artefacts,  sold  a few,  fled  to 
Dublin  where  he  was  apprehended,  returned  to 
England  for  trial,  was  convicted  and  sentenced  to 
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hard  labor  on  the  hulks  at  Woolwich.  The  body  of 
circumstantial  evidence  has  been  reviewed  by 
Phipson*  as  well  as  others,  but  no  firm  conclusion 
can  be  reached.  Marat’s  defenders  claim  the  bur- 
glary was  committed  by  another  Frenchman 
named  Le  Maitre  alias  Mara  and  that  the  subse- 
quent identification  of  Marat  as  the  escaped  con- 
vict from  VV'oolwich  was  erroneous.  True  or  false, 
this  charge  was  circulated  during  Marat’s  days  of 
prominence  in  the  revolution  and  is  probably  re- 
sponsible for  his  claim: 

I have  travelled  over  half  of  Europe  where  one  is 
compelled  to  regi.ster  with  the  authorities.  1 defy 
anyone  to  find  my  name  noted  for  any  unlawful  act.^ 

At  some  time  during  his  years  in  England  Marat 
wrote  two  other  works,  neither  of  which  was  pub- 
lished until  long  after  his  death.  One  was  a novel 
titled  Les  Auentures  de  jeune  Comte  Patowski,  a 
somewhat  picaresque  series  of  adventures  written 
in  the  style  of  Rousseau’s  Nouvelle  HeloiseA'^  The 
hero  is  a young  Polish  nobleman  who  is  separated 
from  his  betrothed  by  a civil  war  in  which  their 
families  are  on  opposing  sides.  After  many  sup- 
posedly dramatic  incidents  the  two  lovers  are  re- 
united. The  literary  value  of  Marat’s  first  novel 
is  almost  nil.  The  second  item  is  somewhat  better 
written  and  is  titled  Polish  Letters  in  its  English 
translation."  It,  too,  is  derivative,  being  modeled 
after  Montesquieu’s  Persian  Letters,  and  is  the 
story  of  a Polish  prince,  Kamia,  who,  like  Rica  and 
Usbek  in  Montesquieu’s  work,  writes  letters  to  his 
friends  at  home  describing  his  experiences  in  En- 
gland, France,  Switzerland,  and  Holland  Al- 
though not  pretentious,  it  does  reveal  that  Marat 
was  a reasonably  objective  observer  of  the  ways  of 
life  in  western  Europe.  In  one  section.  Prince 
Kamia  seeks  wisdom  and  insight  by  consulting 
an  Englishman  designated  as  “the  Sage,”  who  ad- 
vises him: 

Great  volumes  have  been  written  on  the  duties  of 
man;  I find  them  no  less  vain  than  ridiculous.  All 
my  morality  is  included  in  this  maxim:  Be  obedient 
to  the  laws  of  your  countrv’. 

One  could  scarcely  infer  from  this  that  Marat 
was  later  to  espouse  a political  philosophy  which 
was  quite  to  the  contrary.  In  any  case  Marat  did 
not  leave  England  as  a convinced  radical  or  revolu- 
tionar\\  He  probably  left  because  a more  finan- 
cially promising  opportunity  had  been  opened 
for  him  in  France. 

The  ironic  aspect  of  Marat’s  return  to  France 
was  that  he  assumed  duties  as  a staff  physi- 
cian to  the  Corps  des  Gardes  in  the  household  of 
the  Comte  d’Artois.  This  nobleman  was  none 
other  than  the  youngest  brother  of  Louis  XVI,  who 
succeeded  to  the  throne  as  Charles  X in  1824.  If 


Marat  had  any  antimonarchical,  revolutionary 
sentiments  at  that  time,  he  must  have  kept  them 
well  hidden.  Bayon'-  states  that  Marat  was  rec- 
ommended to  the  Comte  d’Artois  by  Mme.  de 
Laubespine  who  had  been  dramatically  “cured” 
by  Marat  of  pulmonary  tuberculosis  when  other 
physicians  had  given  up  her  case  as  hopeless. 
However,  a post  in  such  an  elaborate  household 
as  that  of  the  Comte  d’  Artois  did  not  imply  any 
personal  relation.  Marat  may  well  have  been  hired 
by  the  Comte’s  chamberlain,  since  there  was  room 
in  the  table  of  organization  for  12  such  posts. 
Marat’s  detractors  have  tried  to  make  capital  of 
the  fact  that  his  quarters  were  in  the  stables,  im- 
plying that  he  was  hired  to  look  after  the  horses, 
but  he  was  in  fact  legitimately  in  the  service  of  the 
Comte  from  1777  to  1783  when  he  resigned  al- 
though the  Almanac  Royal  carries  his  name 
through  1786.  Although  appointments  to  such 
noble  or  royal  households  were  not  well  paid,  they 
furnished  basic  subsistence  and  afforded  a physi- 
cian some  security  while  he  established  his  own 
practice.  The  majority  of  such  positions  were 
held  by  men  who  had  no  later  claim  to  fame,  but 
in  contrast  to  Marat,  the  Comte  d’Artois’  medi- 
cal staff  also  included  the  neuroanatomist  Felix 
Vicq  d’Azyr,  whose  name  has  been  attached  to  the 
mammilothalamic  tract.  Marat  appears  to  have 
made  a serious  effort  to  develop  a medical  practice 
and  to  become  an  investigator  into  some  of  the 
newly  discovered  phenomena  in  the  physical  sci- 
ences. 

T/)  what  extent  Marat  achieved  success  as  a 
practicing  physician  in  Paris  after  1777  has  been 
hotly  contested.  His  owm  claims  of  an  enormous 
practice,  so  large  that  he  could  not  attend  every- 
one who  wished  his  services,  can  be  dismissed  as  an 
exaggeration.  Many  of  his  postmortem  biogra- 
phers credit  him  with  having  a reasonably  affluent 
practice  and  with  having  undertaken  the  manage- 
ment of  cases  which  other  physicians  had  given  up, 
thereby  earning  the  title  “the  Doctor  of  the  In- 
curables.” That  he  did  not  lack  self-confidence 
is  certain.  Armed  with  his  medical  degree  from  St. 
Andrews  but  not  fortified  by  medical  knowledge, 
he  had  nothing  to  fear.  However,  his  statement 
in  a letter  to  St.  Laurent  dated  November  20,  1783, 
that  “My  good  fortune  gave  umbrage  to  the  practi- 
tioners of  the  Faculty,  who  calculated  with  pain 
the  magnitude  of  my  receipts  and  held  frequent 
consultations  as  to  the  most  effectual  means  of 
defaming  me”  is  a statement  which  does  indicate 
a morbid  tendency  toward  ideas  of  persecution. 
Nonetheless,  his  income  was  sufficient  to  enable 
him  to  move  to  an  apartment  in  the  fashionable 
Faubourg  de  St.  Germaine.  Conversely,  he  may 
have  been  living  beyond  his  income  or  on  expecta- 
tions, for  in  1783  he  was  negotiating  for  an  aca- 
demic post  in  Spain. 

Again,  lacking  firm  information  regarding 
Marat’s  actual  activities,  the  most  secure  data 
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come  from  his  publications.  Between  the  years 
1780  and  1788  they  were  devoted  exclusively  to  his 
investigations  and  speculations  in  physical  sci- 
ences, the  most  important  works  being  Recherches 
Physiques  sur  le  Feu,^^  Recherches  Physiques  sur 
/’  Electricite,^^  Memoire  sur  V Electricite  Medi- 
cale,^^  and  Memoires  academiques  ou  Nouuelles 
decouvertes  sur  la  Lumiere}'°  He  also  executed  a 
translation  of  Newton’s  Opticks  in  1787.  The 
last-named  work  was  criticized  on  the  grounds  that 
Marat  took  liberties  with  the  text,  but  collation 
of  the  translation  with  the  original  shows  that  he 
was  careful  to  distinguish  between  his  latter-day 
emendations  and  Newton’s  own  wording.  It  was  a 
translation  coupled  with  an  attempt  to  update  the 
original,  and  the  rendition  into  French  was  not  so 
inaccurate  as  Marat’s  detractors  claim*. 

Marat’s  own  contributions  to  physics  were 
slender.  He  tried  to  show  that  fire  was  a fluid, 
attempting  to  prove  the  hypothesis  by  a solar  mi- 
croscope combined  with  a camera  lucida.  He  also 
believed  that  hot  gases  were  a form  of  fluid,  as  was 
also  phlogiston.  He  managed  to  disagree  with 
Benjamin  Franklin  on  the  utility  of  lightning  rods 
and  had  some  minor  divergences  from  Newton  as 
to  what  constituted  a primary  color.  None  of 
Marat’s  publications  achieved  a second  edition. 
The  only  recognition  he  won  was  a prize  in  1784 
from  the  Academic  de  Rouen  for  his  book  apply- 
ing electricity  to  medical  problems. When  he 
presented  his  collected  works  to  the  Academie  des 
Sciences  at  Paris  and  applied  for  admission  in 
1788,  he  was  rejected.  Viewed  in  retrospect,  the 
decision  was  justified;  Marat’s  original  contribu- 
tions were  meager  and  not  supported  by  substan- 
tial observation  and  experiment  but  more  in  the 
nature  of  armchair  speculation. 

It  is  difficult  to  reconcile  Marat’s  intense  appli- 
cation to  the  physical  sciences  with  his  claim  to 
having  built  a demanding  and  lucrative  medical 
practice.  One  senses  that  he  was  just  scraping 
by  but  putting  up  a bold  front.  If  he  had  taken 
stock  of  his  achievements  to  date  in  1788,  he  would 
have  to  confess  only  a limited  degree  of  success  in 
his  climb  to  fame.  But  Marat,  like  many  others, 
would  be  an  unlikely  candidate  to  apply  to  himself 
Cassius’s  lines:  “The  fault,  dear  Brutus,  is  not  in 
our  stars,  / But  in  ourselves.  . .”  His  rejection 
by  the  Academie  des  Sciences  was  probably  a 
crushing  blow  to  bis  ego;  he  had  failed  to  conquer 
the  establishment.  In  many  respects  his  position 
was  not  unlike  that  of  a patient  whose  inferiority 
complex  was  justified  because  he  was,  in  fact,  in- 
ferior. Yet  this  was  a state  of  affairs  which  Marat 
could  not  admit  to  himself.  Unconsciously,  he 
may  have  recognized  that  his  medical  degree  was  a 
pious  fraud,  that  his  mind,  however  agile,  had  not 
come  to  grips  with  any  major  scientific  problem, 
and  that  he  was  running  out  of  intellectual  capital 
at  the  age  of  forty-five.  He  may  have  been  largely 


an  autodidact,  and  he  certainly  was  an  omnivorous 
reader,  but  he  lacked  both  the  training  and  self- 
discipline  to  continue  further. 

The  year  1788  probably  marked  a turning  point 
in  many  aspects  of  Marat’s  life.  For  the  first  time 
a major  physical  illness  developed,  a serious  res- 
piratory infection,  probably  pneumonitis,  which 
was  responsible  for  the  pleural  adhesions  found 
at  autopsy  five  jears  later.  The  skin  disease 
which  progressed  to  the  point  of  disability  also 
began  to  develop.  The  nature  of  his  skin  disease 
has  long  been  the  subject  of  debate.  The  only 
known  facts  are  that  it  began  in  the  perineal  and 
scrotal  region,  slowly  spread  from  there  to  in- 
volve the  trunk  and  thighs,  was  accompanied  by 
intense  pruritus,  and  that  some  measure  of  relief 
was  afforded  by  soaking  the  affected  parts  in  a 
warm  sitzbath.  We  do  not  know  what  medications 
Marat  applied,  if  any.  Thomas  Carlyle  was  willing 
to  believe  that  Marat’s  skin  condition  was  due  to 
syphilis,  which  it  was  not;  characteristically,  the 
skin  lesions  of  syphilis  do  not  itch.  This  is  a fair 
measure  of  the  degree  of  Carlyle’s  bias  as 
a historian.  He  did  not  like  Marat  and  was  willing 
to  believe  the  worst,  yet  any  physician  in  London 
could  have  told  him  that  a diagnosis  of  syphilis  was 
untenable.  How  easy  it  was  for  Carlyle  to  displace 
the  anxiety  engendered  by  his  own  sexual  impo- 
tence upon  a figure  he  detested  by  making  a false 
attribution  of  venereal  disease  as  a penalty  for 
unchastity!  Another  diagnosis  which  may  be 
excluded  is  eczema  or  any  eczematoid  condition, 
all  of  which  are  aggravated  by  moisture.  How- 
ever, Marat  may  have  been  a victim  of  erroneous 
self-diagnosis — one  cannot  imagine  him  consulting 
another  physician — and  may  have  perpetuated 
what  began  as  an  eczema  into  a chronic  form  by 
injudicious  self-treatment.  A variety  of  diagnoses 
have  been  entertained:  leprosy,  dermatitis 

herpetiformis,  scabies,  pityriasis,  lichenoid  lesions, 
and  even  diabetic  dermatopathy.  Actually,  no 
diagnosis  can  be  made  with  any  certainty.  All  we 
know  is  that  it  was  chronic  and  painful;  the  only 
comfort  Marat  had  was  in  his  sitzbath. 

Also  in  1788  he  met  Simmone  Evrard,  a woman 
of  considerable  beauty,  who  fell  in  love  with  him 
and  became  his  common-law  wife.  There  can  be 
no  doubt  of  her  devotion  to  him  even  though  she 
was  about  twenty  years  his  junior.  After  Marat’s 
assassination,  Simmone  Evrard  and  Marat’s  sister 
Albertine  lived  together  in  a garret  under  wretched 
conditions  but  were  always  quick  to  defend  his 
memory  from  the  attacks  which  came  from  all  di- 
rections. It  is  curious  that  Marat,  who  up  to  this 
time  had  no  close  friends,  had  not  established  a 
stable  relationship  with  any  individual,  who  was  in 
effect  “a  loner,”  should  have  become  devoted  to  her 
and,  according  to  one  witness,  “took  her  by  the 
hand,  knelt  in  the  sunlight,  and  called  the  heavens 
to  witness  that  he  would  never  take  to  himself 
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another  wife.”  This  form  of  deistic  marriage  was 
now  in  accordance  with  Marat’s  life  style.  Never 
a man  of  any  piety,  when  he  was  rejected  hy  the 
establishment,  he  reciprocated  by  rejecting  the 
establishment’s  forms.  One  might  consider  him  a 
deist,  but  it  is  more  than  likely  that  he  was  indif- 
ferent to  religion.  From  another  point  of  view,  his 
relationship  with  Simmone  Flvrard  was  an  admis- 
sion that  he  could  no  longer  play  a lone  hand  but 
needed  emotional  support  and  companionship. 
Some  of  the  paradoxes  inherent  in  both  his  per- 
sonal and  public  life  have  been  summed  up 
obliquely  by  Danel  and  David,  who  comment  that 
Marat  had  “ni  les  traits  d’Alcibiade,  ni  le  profil 
d’Antinoiis.” 

The  year  1788  was  equally  decisive  for  France. 
The  Bourbon  monarchy  was  intellectually,  moral- 
ly, and  spiritually  bankrupt.  Necker  persuaded 
Louis  XVI  to  call  a meeting  of  the  Estates  Gen- 
eral. They  met  in  1789,  and  it  is  unnecessary  to 
recall  the  familiar  sequence  of  events  which  led 
to  the  fall  of  the  Bastille.  During  these  days  of 
unrest  Marat  was  not  in  the  political  forefront,  nor, 
as  he  was  later  to  claim,  was  he  among  those  who 
fomented  and  led  the  charge  on  the  Bastille.  In 
fact,  it  is  not  possible  to  reconstruct  his  regular 
behavior  during  the  first  eight  months  of  1789. 
His  own  political  views  had  gradually  undergone 
transformation  from  the  rational  and  moderate 
position  of  Montesquieu,  and  he  was  now  domi- 
nated by  the  libertarianism  of  Rousseau.  But  all 
this  remained  private,  a matter  for  discussion 
with  Simmone  Evrard  and  his  circle  of  acquaint- 
ances. But  the  ferment  which  developed  during 
the  summer  of  1789  crystallized  his  ideas  and  led 
him  to  aspire  for  fame  by  bringing  down  a society 
under  which  he  could  hope  to  be  no  more  than  a 
second-rater. 

Political  involvement 

Marat  found  his  true  calling  as  a political 
journalist.  After  issuing  a few  small  tracts  favor- 
ing the  revolution,  he  began  to  publish  a daily 
newspaper  on  September  12,  1789.  The  first  five 
numbers  bore  the  title  Le  Publicist e Parisien,  jour- 
nal politique,  litre  et  impartial,  but  beginning 
with  the  sixth  issue  it  was  known  as  L’  Ami  du 
Peuple,  and  it  was  under  this  label  that  Marat  car- 
ried on  his  journalistic  activities  until  its  685th 
issue  on  September  21,  1792,  the  critical  period 
during  which  the  forces  of  moderate  and  progres- 
sive reform  gradually  gave  way  to  the  deposition 
of  the  monarchy  and  the  Reign  of  Terror.  Marat 
reveled  in  the  sobriquet,  “L’  Ami  du  Peuple,” 
and  identified  himself  with  the  role  of  spokesman 
for  the  masses.  When  the  monarchy  was  finally 
abolished  by  the  National  Convention,  Marat 
changed  the  name  of  his  publication  to  Journal 
de  la  Republique  Frangaise,  and  it  appeared  under 
this  title  for  143  issues  from  September  25,  1792, 
to  March  11,  1793,  assuming  its  final  form  as  Le 


I*uhliciste  de  la  Republique  Frangaise,  ou  Observa- 
tions aux  Frangais  for  its  final  99  issues  from 
March  14  through  July  14,  1793,  the  day  after 
Marat’s  assassination,  the  fifth  anniversary  of  the 
fall  of  the  Bastille. 

The  details  of  Marat’s  transformation  from  a 
simple  populist  reformer  to  a bloodthirsty  revolu- 
tionist have  been  traced  in  detail  by  Gottschalk.*** 
He  became  active  in  the  Jacobin  club,  allied  him- 
self with  Danton,  Robespierre,  and  Saint-Just,  and 
was  one  of  the  leaders  in  calling  for  the  trial  and 
execution  of  the  King.  Following  the  execution 
of  Louis  XVI,  the  moderate  Girondins  launched 
an  attack  on  Marat  and  brought  him  to  trial  before 
the  Convention.  Although  his  excesses  are  obvious 
in  the  light  of  hindsight,  in  the  heady  atmosphere 
of  revolution  he  was  triumphantly  acquitted  on 
April  24,  1793.  Marat’s  position  at  this  time  was 
that  he  was  the  voice  of  the  people,  and  he  sub- 
scribed to  the  doctrine  now  given  phrase  as  “all 
power  to  the  people.”  He  viewed  the  Girondins 
and  indeed  anyone  who  did  not  agree  with  him  en- 
tirely as  an  enemy  of  the  state,  and  during  the  few 
months  he  had  yet  to  live  saw  to  it  that  many  of 
those  who  opposed  him,  even  on  minor  issues,  were 
led  to  the  guillotine.  It  was  this  course  of  conduct 
which  led  Charlotte  Corday  to  take  individual 
initiative  and  assassinate  him  while  he  was  at  the 
height  of  his  powers. 

Whether  in  his  last  months  Marat  was  truly 
paranoid  remains  an  open  question.  By  this  time 
he  certainly  had  enemies  in  abundance,  and  they 
had  certainly  persecuted  him,  even  to  the  extent 
of  bringing  him  to  trial.  It  is  probably  more  ac- 
curate to  assert  only  that  his  judgment  was  un- 
balanced, that  he  gradually  narrowed  his  intellec- 
tual and  emotional  focus  to  the  oversimplification 
of  black  and  white;  If  you  are  not  for  me,  you  are 
against  me.  And  there  can  be  no  doubt  that  a de- 
capitated opponent  cannot  rise  to  rebut  one  in  de- 
bate. Other  dictators  have  tried  comparable 
means  to  stifle  opposition,  but  only  a few  have 
managed  to  survive  and  die  a natural  death. 
Despite  his  protestations  of  his  love  for  humanity 
and  his  abhorrence  of  bloodshed,  his  conduct  was 
the  opposite.  He  was  in  many  ways  a complex 
individual,  driven  by  an  irresistible  urge  for  fame, 
a need  to  dominate  his  environment;  and  it  is  not 
reasonable  to  expect  balanced  judgment  or  the  pa- 
tience of  statesmanship  from  a man  goaded  by  an 
intolerable  itch,  both  internal  as  well  as  external. 

Marat  was  accorded  a hero’s  funeral  in  the 
Pantheon;  his  heart  was  placed  in  a separate  con- 
tainer and  maintained  as  a shrine  (Fig.  4).  In  or- 
der that  Marat  should  be  the  “first”  hero  of  the 
revolution,  the  body  of  Mirabeau  was  removed 
from  the  Pantheon  where  it  had  been  buried  in 
1791.  A similar  fate  befell  Marat’s  corpse.  W’hen 
the  Reign  of  Terror  came  to  its  end  and  constitu- 
tional government,  or  a semblance  of  it,  was  re- 


May  15,1971  New  York  State  Journal  of  Medicine  1133 


FIGURE  4 Pompes  Funebres  de  Marat  French  School,  eighteenth  century;  Musee  Lambinet.  Versailles. 


stored,  Marat  was  disinterred  and  his  heart  thrown 
into  a sewer.  What  to  do  with  human  remains  of 
ex-heroes  has  often  been  a problem  when  political 
power  changes  hands  rapidly.  Stalin  no  longer 
shares  Lenin’s  tomb.  As  one  commentator  has  put 
it,  “Civilization  can  be  measured  by  the  distance 
man  has  managed  to  put  between  himself  and  his 
excrement.” 
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Necrology 


Julius  Emery  Andorko,  M.D.,  of  Jamaica  Estates, 
died  on  March  1 at  the  age  of  fifty-seven.  Dr.  Andorko 
received  his  medical  degree  from  the  University  of  Buda- 
pest in  1948.  He  was  an  associate  attending  anesthesiol- 
ogist at  the  Hospital  of  the  Holy  Family.  Dr.  Andorko 
was  a member  of  the  American  Society  of  Anesthesiolo- 
gists, Inc.,  the  New  York  State  Society  of  Anesthesiolo- 
gists, the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Hans  Erwin  Auerbach,  M.D.,  died  in  1970,  at  the  age 
of  seventy-one.  Dr.  Auerbach  received  his  medical 
degree  from  the  University  of  Heidelberg  in  1923.  He 
was  a senior  clinical  assistant  attending  gynecologist 
(off  service)  at  The  Mount  Sinai  Hospital,  an  associate 
attending  obstetrician  at  Harlem  Hospital  Center,  and 
an  associate  attending  obstetrician  and  gynecologist 
(off  service)  at  Bronx-Lebanon  Hospital  Center.  Dr. 
Auerbach  was  a Diplomate  of  the  American  Board  of 
Obstetricians  and  Gynecology,  a Fellow  of  the  American 
College  of  Obstetricians  and  Gynecologists,  and  a mem- 
ber of  the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Prince  Patanilla  Barker,  M.D.,  of  New  York  City, 
died  on  February  1 at  the  age  of  seventy-three.  Dr. 
Barker  graduated  in  1923  from  Howard  University  Col- 
lege of  Medicine.  He  was  an  associate  attending  neuro- 
psychiatrist at  Harlem  Hospital  Center  and  an  associate 
attending  psychiatrist  at  the  Mental  Hygiene  Clinic  at 
the  Harlem  Hospital  Center  Outpatient  Department. 
Dr.  Barker  was  a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology,  a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Otto  Broones,  M.D.,  of  New  York  City,  died  on  August 
5,  1970,  at  the  age  of  seventy.  Dr.  Broones  graduated  in 
1922  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  an  associate  attending  otolaryngolo- 
gist and  bronchoscopist-esophagologist  at  Metropolitan 
Hospital,  Bird  S.  Coler  Memorial  Hospital  and  Home, 
Beekman-Downtown  and  Italian  Hospitals,  and  an  as- 
sistant attending  otolaryngologist  and  bronchoscopist- 
esophagologist  at  Flower  and  Fifth  Avenue  Hospitals. 
Dr.  Broones  was  a Diplomate  of  the  American  Board  of 
Otolaryngology  and  a member  of  the  American  Acad- 
emy of  Facial  Plastic  and  Reconstructive  Surgery,  the 
American  Academy  of  Ophthalmology  and  Otolaryngol- 
ogy, the  New  York  Rhino- Otolaryngological  Society,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 


Harold  Roberts  Browne,  M.D.,  of  Delmar,  died  in 
March  at  the  age  of  seventy-four.  Dr.  Browne  gradu- 
ated in  1922  from  Albany  Medical  College.  He  was  a 
member  of  the  American  Association  of  Plastic  and 
Reconstructive  Surgery,  the  Albany  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Michael  Francis  Camilla,  M.D.,  of  Middletown,  died 
on  March  15  at  the  age  of  forty-two.  Dr.  Camillo 
graduated  in  1953  from  State  University  of  New  York 
Medical  Center  at  Syracuse.  He  was  an  adjunct  sur- 
geon at  Elizabeth  A.  Horton  Memorial  and  Middletown 
State  Hospitals.  Dr.  Camillo  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  Orange 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associ- 
ation. 

Felix  Cohn,  M.D.,  of  New  York  City,  died  on  October 
30,  1970,  at  the  age  of  seventy.  Dr.  Cohn  received  his 
medical  degree  from  the  University  of  Wurzburg  in  1924. 
He  was  a member  of  the  New  York  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Albion  James  Fitzgerald,  M.D.,  of  New  York  City, 
died  on  March  24  at  the  age  of  seventy-seven.  Dr.  Fitz- 
gerald graduated  in  1914  from  Albany  Medical  College. 
Retired  in  1969,  he  had  served  the  Little  Sisters  of  the 
Poor,  the  St.  Vincent  de  Paul  Society,  and  five  convents 
in  New  York  City.  In  1964  he  received  the  Pro  Ecclesia 
et  Pontifice  Medal  in  recognition  of  his  service.  Dr. 
Fitzgerald  was  a member  of  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Samuel  Augustus  Gadsby,  M.D.,  of  New  York  City, 
died  on  January  28  at  the  age  of  seventy-seven.  Dr. 
Gadsby  graduated  in  1927  from  Meharry  Medical  Col- 
lege. He  was  a member  of  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Helen  Harrington,  M.D.,  of  New  York  City,  died  on 
May  19,  1967,  at  the  age  of  seventy-six.  Dr.  Harrington 
graduated  in  1920  from  Johns  Hopkins  University  School 
of  Medicine.  She  was  a member  of  the  American  Acad- 
emy of  Pediatrics,  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

William  Barton  Harris,  M.D.,  of  Milton,  died  on 
December  17,  1970,  at  the  age  of  seventy-four.  Dr.  Har- 
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ris  graduated  in  1926  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  a member  of  the 
Orange  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Hans  George  Hirsch,  M.D.,  of  New  York  City,  died  in 
January  at  the  age  of  eighty-four.  Dr.  Hirsch  received 
his  medical  degree  from  the  University  of  Freiburg  in 
1911.  He  was  a member  of  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Herbert  Israel  Horowitz,  M.D.,  of  The  Bronx,  died  on 
March  31  at  the  age  of  forty-two.  Dr.  Horowitz  gradu- 
ated in  1953  from  State  University  of  New  York  Down- 
state  Medical  Center.  He  was  an  attending  pathologist 
at  Bronx-Lebanon  Hospital  Center  and  an  assistant  at- 
tending physician  at  The  New  York  Hospital.  Dr.  Horo- 
witz was  a Diplomate  of  the  American  Board  of  Internal 
Medicine,  a Fellow  of  the  American  College  of  Physi- 
cians, and  a member  of  the  American  Physiological  So- 
ciety, the  International  Society  of  Hematology,  the 
Bronx  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

George  S.  Kaufer,  M.D.,  of  New  York  City,  died  on 
February  8 at  the  age  of  sixty-six.  Dr.  Kaufer  received 
his  medical  degree  from  the  University  of  Vienna  in 
1931.  He  was  an  assistant  attending  physician  at  St. 
Clare’s  Hospital  and  St.  Clare’s  Hospital  Outpatient 
Department.  Dr.  Kaufer  was  a Fellow  of  the  American 
College  of  Cardiology  and  a member  of  the  New  York 
Cardiological  Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Max  Krauss,  M.D.,  of  New  York  City,  died  on  Decem- 
ber 4,  1970,  at  the  age  of  seventy-nine.  Dr.  Krauss  re- 
ceived his  medical  degree  from  the  University  of  Kolo- 
zsvar  in  1914.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

George  Labalme,  M.D.,  of  New  York  City,  died  on  Jan- 
uary 1 at  the  age  of  eighty-six.  Dr.  Labalme  received  his 
medical  degree  from  the  University  of  Paris  in  1921. 
He  was  a member  of  the  New  York  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Samuel  Lewis  Levine,  M.D.,  of  The  Bronx,  died  on 
October  13,  1970.  Dr.  Levine  graduated  in  1930  from 
University  and  Bellevue  Hospital  Medical  College. 

Leonard  Marcel  Libasci,  M,D.,  of  Flushing,  died  on 
March  28  at  the  age  of  sixty-three.  Dr.  Libasci  grad- 
uated in  1934  from  Loyola  University  School  of  Medi- 
cine. He  was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

George  Leroy  Manley,  M.D.,  of  Norwich,  died  on 


March  26  at  the  age  of  seventy-seven.  Dr.  Manley  grad- 
uated in  1920  from  Syracuse  University  College  of  Medi- 
cine. He  was  chief  of  the  medical  staff  at  Chenango 
Memorial  Hospital.  Dr.  Manley  was  a Fellow  of  the 
American  College  of  Surgeons,  a Fellow  of  the  Interna- 
tional College  of  Surgeons,  and  a member  of  the  Inter- 
national Academy  of  Proctology,  the  Chenango  County 
Medical  Society  (and  a past  president),  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Gregory  Lewis  Pollock,  M.D.,  of  New  York  City,  died 
on  June  30,  1970.  Dr.  Pollock  graduated  in  1918  from 
Long  Island  College  Hospital.  He  was  an  associate  at- 
tending plastic  surgeon  at  Fordham  Hospital. 

John  Joseph  Quinlan,  M.D.,  of  Troy,  died  on  February 
28  at  the  age  of  seventy-two.  Dr.  Quinlan  graduated  in 
1921  from  Albany  Medical  College.  He  was  a consulting 
and  honorary  physician  and  cardiologist  at  St.  Mary’s 
Hospital.  Dr.  Quinlan  was  a member  of  the  Rensselaer 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Jacob  Remler,  M.D.,  of  New  York  City,  died  on  August 
14,  1970,  at  the  age  of  sixty.  Dr.  Remler  received  his 
medical  degree  from  the  University  of  Vienna  in  1936. 
He  was  a member  of  the  American  Psychiatric  Associa- 
tion, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Jerry  Rochlin,  M.D.,  of  Plainview,  was  killed  in  an 
airplane  crash  on  March  20  at  the  age  of  thirty-seven. 
Dr.  Rochlin  received  his  medical  degree  from  the  Uni- 
versity of  Geneva  in  1959.  He  was  an  assistant  attend- 
ing physician  in  neoplastic  medicine  at  Montefiore  Hos- 
pital and  Medical  Center,  a member  of  the  internal 
medicine  staff  at  Central  General  and  Syosset  Hospitals, 
and  a junior  physician  at  Meadowbrook  Hospital.  Dr. 
Rochlin  was  a member  of  the  Industrial  Medical  Associ- 
ation, the  Nassau  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Max  M.  Rosenberg,  M.D.,  of  New  York  City,  died  on 
November  22,  1970,  at  the  age  of  eighty-nine.  Dr.  Rosen- 
berg graduated  in  1909  from  Long  Island  College  Hospi- 
tal. He  was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Elias  Rubin,  M.D.,  of  Jamaica,  died  on  July  22,  1970, 
at  the  age  of  seventy-two.  Dr.  Rubin  graduated  in  1922 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  chief  urologist  at  Brookdale  Hospital 
Center  and  a consulting  urologist  at  Mary  Immaculate 
Hospital  and  Queens  Hospital  Center.  Dr.  Rubin  was  a 
Diplomate  of  the  American  Board  of  Urology,  a Fellow 
of  the  American  College  of  Surgeons,  and  a member  of 
the  American  Urological  Association,  the  Medical  Soci- 
ety of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Penelope  Sherwood,  M.D.,  of  Newburgh,  died  on  Feb- 
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ruary  6 at  the  age  of  seventy-two.  Dr.  Sherwood  gradu- 
ated in  1923  from  Johns  Hopkins  University  School  of 
Medicine.  She  was  an  attending  orthopedic  surgeon  at 
Cornwall  Hospital,  a consulting  orthopedic  surgeon  at 
St.  Luke’s  Hospital,  and  chief  of  orthopedics  at  St. 
Luke’s  Hospital  Outpatient  Department.  Dr.  Sher- 
wood was  a Diplomate  of  the  American  Board  of  Ortho- 
pedic Surgery  and  a member  of  the  American  Academy 
of  Orthopaedic  Surgeons,  the  Orange  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Max  Louis  Solkow,  M.D.,  of  Westerly,  Rhode  Island, 
formerly  of  White  Plains,  died  on  March  21  at  the  age  of 
seventy-four.  Dr.  Solkow  graduated  in  1917  from  Long 
Island  College  Hospital.  He  was  an  honorary  consulting 
anesthesiologist  at  Bronx-Lebanon  Hospital  Center. 
Dr.  Solkow  was  a Diplomate  of  the  American  Board  of 
Anesthesiology,  a Fellow  of  the  American  College  of 
Anesthesiologists,  and  a member  of  the  American  Society 
of  Anesthesiologists,  Inc.,  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Jacques  G.  Squillace,  M.D.,  of  Rockville  Centre,  died 


on  March  22  at  the  age  of  forty-four.  Dr.  Squillace  grad- 
uated in  1951  from  New  York  Medical  College.  He  was 
an  attending  physician  at  Mercy  Hospital.  Dr.  Squil- 
lace was  a member  of  the  Nassau  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Charles  Steinman,  M.D.,  of  Mount  Vernon,  died  on 
March  23  at  the  age  of  forty-nine.  Dr.  Steinman  gradu- 
ated in  1947  from  Vanderbilt  University  School  of  Medi- 
cine. He  was  chief  of  surgery  at  Cross  County  Hospi- 
tal, an  associate  attending  vascular  surgeon  at  Monte- 
fiore  Hospital  and  Medical  Center,  and  an  associate 
attending  surgeon  at  Mount  Vernon  Hospital.  Dr. 
Steinman  was  a Diplomate  of  the  American  Board  of 
Surgery,  a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  Westchester  Academy  of  Medicine, 
the  Westchester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Gustav  Weil,  M.D.,  of  New  York  City,  died  on  August 
8,  1970,  at  the  age  of  eighty.  Dr.  Weil  received  his  medi- 
cal degree  from  the  University  of  Wurzburg  in  1914.  He 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Correction 

Marian  Ferber,  M.D.,  of  Brooklyn,  was  listed  as  a woman  physician  in  the  April  15,  1971,  issue  of  the 
Journal.  He  received  his  medical  degree  from  the  University  of  Lwow,  Poland;  was  an  assistant  attending 
obstetrician  at  Unity  Hospital;  and  was  an  assistant  attending  physician  in  general  practice  (off  service)  at 
Brookdale  Hospital  C)enter. 
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Letters  to  the  Editor 


Bicentennial  celebration 

To  the  Editor:  The  1976  Bicentennial  Celebration  will 
commemorate  the  200th  anniversary  of  the  founding  of 
our  nation.  Various  activities  throughout  the  United 
States  will  focus  on  important  past,  present,  and  future 
activities.  A major  theme  will  most  probably  evolve 
around  the  “Quality  of  Life,”  of  which  health  is  a major 
component.  Planning  for  1976  health  activities  has  been 
underway  in  a number  of  communities,  including 
Philadelphia  which  may  well  become  a major  celebration 
site,  and  in  government.  Considerations  are  being  given 
for  the  development  of  model  and  submodel  systems  and 
demonstrations,  especially  those  related  to  improving 
health  services. 

Roger  O.  Egeberg,  M.D.,  assistant  secretary  for  Health 
and  Scientific  Affairs,  recognizing  the  importance  of 
providing  visibility  for  health-related  activities  for  the 
Bicentennial  Celebration  has  requested  that  Vernon 
Wilson,  M.D.,  administrator  of  the  Health  Services  and 
Mental  Health  Administration,  establish  a 1976  Federal 
Health  Activities  Coordinating  Unit,  to  cooperate  with 
other  agencies,  institutions,  associations,  foundations, 
industry,  and  individuals,  and  coordinate  governmental 
activities  with  exposition  sites  and  other  special  health 
activities  throughout  the  United  States. 

Fully  recognizing  that  all  Americans  should  have  the 
opportunity  to  contribute  to  the  1976  health  activities, 
the  following  suggestions  and  requests  have  been  brought 
forward  which  should  be  of  interest  to  you  and  your 
readers: 

1.  That  all  American  medical  journals  have  a special 
January,  1976,  “Bicentennial  Edition,”  which  will 
summarize  both  past  and  present  activities  of  special 
interest  to  its  readers  and  conjectures  and  recommenda- 
tions of  needed  future  research,  services,  and  training. 

2.  That  some  emphasis  be  given  in  the  “Bicentennial 
Edition”  to  historical  aspects  of  medicine,  particularly 
in  the  United  States,  and  to  related  subjects  of  special 
interest  to  its  readers. 

3.  That  a listing  be  made  of  special  health-related 


activities  that  will  be  held  throughout  the  United  States 
in  1976. 

4.  That  wherever  possible,  special  person-to-person 
hospitality  programs  be  established  between  your 
readers  and  other  health-related  personnel,  not  only  from 
the  United  States  but  also  with  visitors  from  other 
countries. 

5.  That  provisions  be  made  by  your  Journal  to 
adequately  refer  suggestions  from  your  readers  regarding 
national  or  local  activities  that  they  recommend,  hope- 
fully as  detailed  as  possible. 

6.  That  your  Journal  will  encourage  the  development 
of  special  demonstrations  and  projects  by  its  readers 
and  that  they  be  given  the  proper  visibility  by  your 
Journal. 

7.  That  the  professional  associations  which  generally 
relate  to  your  Journal  develop  special  professional  meet- 
ings highlighting  important  past,  present,  and  future 
health-related  activities. 

8.  That  from  now  until  1976,  your  Journal  will  serve 
as  a platform,  perhaps  through  a special  “’76  Column,” 
giving  your  readers  the  opportunity  to  make  their  sug- 
gestions and  wishes  felt  and  to  make  statements  of  their 
intended  participation. 

Hopefully  by  following  these  suggestions,  as  many 
persons  as  possible  will  have  the  opportunity  to  be  heard 
and  to  participate.  We  would  appreciate  learning 
from  you  or  your  readers  about  any  special  model  sys- 
tems, subsystems,  special  demonstrations,  or  other 
programs  that  should  be  given  national  or  regional  visi- 
bility either  through  the  communication  media,  at  major 
expositions,  and/or  at  a “model  medical  city.”  Other 
suggestions  would  be  welcomed.  We  will  do  our  utmost 
to  cooperate,  keep  you  informed,  and  advise  you  of  any 
recommendations  we  receive  regarding  your  areas  of  in- 
terest or  the  availability  of  any  resources  in  the  future. 

FRANK  R.  MARK,  M.D. 

'76  Federal  Health  Activities  Coordinator 
Room  1 l-A-05 
5600  Fishers  Lane 
Rockville,  Maryland  20852 
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Talwin  (Winthrop  Laboratories) 1038,  1039,  1040 

Sedative  non-barbiturates 

Noludar  (Roche  Laboratories) 1051 


FOR  .MODERATE  SIZED  INVESTMENT  PORTFOLIOS.  WE  PROVIDE 
personal  atlention,  coordination,  guidance,  and  independent,  prudent  man- 
agement of  your  total  assets.  Personal  Asset  Management,  Wilhelmina  M. 
Eaton,  Incorporated,  10  Mitchell  Place.  New  York.  N.Y.  10017.  (212)  75.5-0810. 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036. 
LO  5-2943 


PEDIATRIC  PRACTICE,  NEW  -JERSEY  SUBURB.  ESTABLISHED  15 
years.  Home  and  fully  equipped  office.  Large  practice,  high  fee  area.  Near 
hospital.  Excellent  coverage.  Leaving  for  university  appointment.  Avail- 
able July.  Box  118,  c/o  NYS.JM. 


WELL  KNOWN  GENERAL  PRACTICE.  LARGE  AND  ACTIVE.  SOLID- 
ly  established  for  27  years.  Hospital  affiliation  in  thriving  Westchester  com- 
munity. Available  immediately  due  to  death.  A golden  opportunity  for  the 
right  person . Box  1 19,  c /o  NY S.JM . 


ALLERGY  PRACTICE,  LONG  ISLAND,  1 HOUR  FROM  NEW  YORK  CITY. 
Six  figure,  plus  potential.  Eight-room  equipped  office  adjoining  completely 
modernized,  spacious  home.  Air  conditioned.  Excellent  hospitals  in  area. 
Medical  school  opening  nearby.  Will  introduce.  Liberal  terms.  Box  120, 
c/oN"YSJM. 


PRACTICES  AVAILABLE 


Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  Laboratories)  . . . 1028,  1029 
Thyroid  function  computers 

Thyrimeter  (Ames  Company) 1035,  1036 

Topical  antibiotics 

AVC  (National  Drug  Company) 1064 

Topical  antiinflammatory  antipruitics 

Cordran  Tape  (Eli  Lilly  & Company) 1058 

Tranquilizers 

Valium  (Roche  Laboratories) 2nd  cover,  1027 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  that  you  get  both  in  the 
classified  ad  section  of  the  New  York  State 
Journal  of  Medicine. 
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PHYSICIANS  WANTED— CONT  D 


LEE  TODD 

OFFERS  AN  EXCLUSIVE  PERSONALIZED  CUSTOM 
SERVICE  FOR  BOTH  CANDIDATE  & CLIENT. 


Partial  listing  of  available  positions 


MD — Thoracic,  Cardiovascular 

Surgeon,  Bd  elig,  Citizen  out  of 
training  or  1-2  yrs  in  private 
practice.  To  join  a 3 man  group, 
all  Bd  Cert.  This  is  an  academic 
group  practice,  research  lab  & 
teaching  research.  Fantastic  oppty, 
Georgia 

MD  — ■ Pathologist  — Bd  Cert. 
Anatomical  & clinical.  Magni- 
hcent  laboratory,  fully  automated — 
latest  equip.  Must  be  highly 
qualified 

MD-|-Assoc  Pathologist — Bd  Cert* 
position  open  due  to  expansion. 

MD — Radiologist — Board  Cert. 
MD  — Industrial  Experience. 


Responsible  for  over  4000  em- 
ployees. Good  solid  exp.  in  in- 
dustry & employee  health  a must. 
Will  set  up  a complete  new  pro- 
gram. 

MD — Chairman  of  Dept  of  Med- 
icine. Bd  Cert,  internist  with  an 
interest  in  Medical  Ed.  North 
East. 

MD — Emergency  Room  + OPD 
coverage.  Beautiful  Section  NY 
State.  Only  Hospital  in  sur- 
rounding vie. 

MD  — ANESTHESIOLOGIST  — 
Beautiful  residential  area  of  Texas 

MD  — Psychiatrist  — Bd  Cert  — 
In  charge  of  Hosp.  In-Out  patient. 


Many  outstanding  Medical/Prof  I positions  available  for  MD'S  too 
numerous  to  list.  We  are  not  an  agency.  On  all  positions,  send 
resume,  location  and  salary.  Free  service  to  candidates.  Interview 
by  appt.  only. 

(212)  RH  4-3615—3466 

LEE  TODD 

CONSULTANTS/EXECUTIVE  SEARCH,  SPECIALISTS  IN  RECRUITMENT 

85  East  End  Ave.  NYC  10028  (Mailing  address  only) 


We  also  bring  in  Foreign  Doctors  for  internship  & residency  thru 
our  England  & Canadian  oflices.  Send  for  our  brochure. 


PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City  Initial  contract  leading  to  partnership.  Starting  salary  to 
$25,000  with  the  ptossibility  of  additional  income  Include  complete  curric- 
ulum vitae  in  reply.  Box  108,  c/o  NYS.IM.  j 

I 

ANESTHESIOLOGIST  URGENTLY  NEEDED;  BOARD  QUALIFIED  OR  ! 
Board  eligible.  Pleasant  Western  New  York  rural  community;  ,800  beds.  ! 
Fee  for  service  basis.  Box  106,  c/o  NYS.IM. 


AND,  HOW  ABOUT  A LIFE  FOR  YOUR  FAMILY,  TOO? 

For  the  Doctor  who  bos  a family  & wonts  them  to  live  a little  better,  this 
peaceful,  low  abiding,  upstate  NY,  Adirondack  community  of  7000,  offers 
a rare  opportunity.  Excellent  schools.  Within  easy  driving  distance  of 
Syracuse,  Utica,  Watertown,  & the  St.  Lawrence  River — Canada.  3 miles  ‘ 
from  famous  Snow  Ridge  Ski  Center.  At  the  center  of  the  State's  best  hunt- 
ing & fishing. 

Modern  90  bad  hospital  15  miles  away.  Nearby 
Doctors  are  earning  excellent  compensation. 

GEORGIA  PACIFIC  Corporation  which  operates  a 300  man  plant  in  the  com- 
munity & the  local  school  system  each  will  pay  a very  substantial  retainer, 
over  & above  his  regular  practice,  to  the  mon  selected.  Comfortable,  modern 
home  offered  Free.  Office  8>  treatment  rooms  available. 

THIS  COMMUNITY  NEEDS  A DOCTOR  & ITS 
INDUSTRIAL  VIGOR  CAN  WELL  SUPPORT  ONE.  I 

Write  to:  James  Shea 

GEORGIA-PACIFIC  CORPORATION 

LYONS  FALLS  DIV.  LYONS  FALLS,  N.Y.  13368 


I 


EMERGENCY  ROOM  M.D.  WANTED.  CENTRAL  EAST  COAS' 
Florida.  Florida  license  required.  Minimum  $31,000  for  48  hour  weekly 
Part  time  or  full  time  available.  Write  Physician's  Emergency  Service,  13.5 
South  Hickory  St.,  Melbourne,  Florida  32901. 


G.P  TO  ASSOCIATE  WITH  BUSY,  ESTABLISHED  G.P.  IN  NASSAI 
County,  L.I.  Hospital  nearby.  Excellent  income  and  working  condition; 
First  year  salary,  then  partnership.  Corporate  benefits.  R.  .Joseph,  M D 
100  S.  Ocean  Ave.,  Freeport,  N.Y.  1 1520.  Call  (516)  378-4949. 


PSYCHIATRISTS:  PHYSICIANS  INTERESTED  IN  PSYCHIATRY  AN 

general  practitioners — 1600  bed.  predominantly  psychiatric  hospital  affiliatr 
with  University  of  Rochester  Medical  School;  starting  salary  approximate 
$24,(X)0  with  liberal  fringe  benefits;  workweek  generally  40  hours;  located 
beautiful  resort  area;  equal  opportunity  employer.  Contact  Chief  of  Stai 
Veterans  Administration  Hospital,  Canandaigua,  N.Y,  14424;  (315)  394-2000 


INTERNIST  & PEDIATRICIAN,  BOARD  CERTIFIED  OR  ELIGIBLE,  7 
join  medical  college  comprehensive  care  program.  Teaching,  service,  researc 
Role  in  policy  decisions.  Emphasis  on  innovations  in  care.  Inner  city  urb. 
and  rural.  University  hospital  and  medical  college  appointment.  New  Yo 
State  license.  Salary  range;  $22,500-$30,000.  Funded  with  multiple  fedei 
agencies,  including  OEO  & HEW.  Plans  to  develop  self-supporting,  prept 
group  practice.  Write:  Peter  Birk,  M.D.,  Director,  Albany  Medical  Collei  ^ 
Community  Medical  Care  Program,  10  Colvin  Ave.,  Albany  N.Y.  12206,  - 
phone  collect:  (518)  459-7000. 


STAFF  PHYSICIAN,  FULL  TIME,  FOR  THE  HEALTH  CENTER  AT  T 
State  Univ.  College  at  Fredonia,  N.Y  Negotiable  salary  plus  excellent  coll 
benefits,  including  health  insurance  and  employer  paid  retirement  progn 
Candidates  must  be  licensed  to  practice  in  N.Y.  State.  An  Equal  Opportui 
Employer.  Send  complete  curriculum  vitae  and  N.Y.  license  number 
R.  P.  Plosscowe,  M.D.,  Director,  College  Health  Center,  College  at  Fredoi 
Fredonia,  N.Y.  14063, 


PEDIATRICIAN,  GENERAL  PRACTITIONERS:  OUTSTANDING  E( 

nomic  opportunity  in  lovely  western  New  York  community  with  modern 
bed  hospital.  Unexcelled  family  living  located  near  exceptional  recreal  _ 
areas,  near  two  medical  universities.  Write  or  call  John  Hamilton,  Med 
Memorial  Hospital,  Medina,  N.Y.  14103 


fci 

HOUSE  PHYSICIANS  TO  START  JULY  1971,  233  BED  GENERAL  HOi  : 
tal,  increasing  to  3(X)  beds  in  near  future;  community  orientated.  Req 
N.Y,  license  or  ECFMG  certificate;  citizen  or  permanent  visa,  completed 
more  years  of  residency.  Located  in  N.E.  New  York  State.  Good  sa 
range,  liberal  benefits  and  excellent  medical  staff,  modern  building  and  eq 
ment.  Apply  to:  Personnel  Director,  Memorial  Hospital,  Albany,  I Kli 

12204.  m 


Ixi 

GENERAL  SURGEON  NEEDED  TO  JOIN  6 MAN  GROUP:  WE  WOl 
prefer  that  he  be  under  45  years  of  age.  Good  salary;  paid  medical-lega 
surance;  medical  society  dues  and  car  expenses.  Full  partnership  offere 
the  end  of  one  year.  Located  in  small  town  in  heart  of  beautiful  vacation  i " 
Write  or  call  collect  Fred  Horwitz,  M.D.,  60  Center  St.,  Ellenville,  N.Y.  11  ^ 
(914)647-5300.  “W 


PHYSICIANS  WANTED:  MALE  & FEMALE,  LICENSED  FOR  Cl 

dren’s  camps,  July-August.  Good  salary;  free  placement,  350  mei 
camps.  Write  Dept.  P.,  Association  Private  Camps,  55  West  42  St., 
York,  N.Y.  10036.  Phone  (212)  OX  5-2656. 


I 


URGENTLY  NEEDED:  GENERAL  PRACTITIONER,  LONG  LAKE,  ^l 
central  Adirondacks,  resort  area.  Excellent  central  school.  AmbulL 
service.  Office  available  at  present.  Attractive,  guaranteed  annual  sals 
Town  Health  Officer,  plus  income  from  private  practice.  Near  mitt/- 
hospital.  Write:  Medical  Procurement  (Committee,  Box  83,  Long  1^ 

N.  'Y.  12847. 


I 
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HYSICIANS  WANTED— CONT  D 


rKRKSTiNc;  opi’ORTi'Nrn’  ro  devklor  and  direct  labora- 

or>'  »er\'ice.  Two  year  degree  and  supervisory  experience  required.  $10,255- 
111,935.  Excellent  state  benefits  include  13-20  days  vacation,  13  days  sick 
eave,  5 days  personal  leave,  ^aid  health  and  dental  insurance.  Contact  Per- 
onnel  Officer.  Newark  State  Schcnil,  Newark,  N.Y.  14513. 


FEHNIST  NEWIED  FOR  RAPIDLY  ('.ROWING  PRACTICE  MODERN 
iiedical  office  building,  immediately  adjacent  to  fully  accredited  hospital. 
Imall  community.  .50  miles  north  of  New  York  City.  Good  schools,  recre- 
tion,  living  area.  Generous  guarantee.  Box  1 15,  c/o  NYS.IM. 


DIATRICIAN -SHOULD  BE  BOARD  CFIRTIFIED  OR  FTIGIBLE.  EX 
ellent  practice,  modern  medical  office  building  immediately  adjacent  to 
jlly  accredited  hospital.  Small  community,  50  miles  north  of  New  York 
^ity.  Go<k)  schixils,  recreation,  living  area.  $24,000  guarantee  first  year, 
oseph  Pittelli.  M.D.,  Butterfield  Menical  Arts  Building.  Cold  Spring.  N.Y. 
0516. 


mOLOGlST,  BOARD  CERTIFIED  AP-CP  TO  JOIN  PATHOLOGY 
roup  in  New  York  City.  Hospital  and  private  laboratory  practice.  Contact; 
1.  Daniels.  M.D.,2151  Ocean  Ave.,  Brooklyn.  N.Y.  11229. 

NERAL  PRAC  m iONER  WANTED:  FAMILY  PRACTICE  PHYSICIAN 
eeded  immediately,  due  to  death  of  town’s  only  doctor.  Located  in  the  heart 
" the  Finger  Lakes  on  Routes  5 & 20,  only  8 miles  to  Canandaigua,  which  has 
modern,  up-to-date  hospital  in  operation,  and  a new,  ultra-modern  hospital 
implex  to  be  completed  within  the  year.  Only  20  miles  to  Rochester;  and  10 
dies  to  Bristol  Mountain  Ski  Center.  Serving  a growing  population  of  5,000 
ith  excellent  central  scho<il  and  churches.  Write  to  East  Bloomfield-Hol- 
imb  Chamber  of  Commerce.  Holcomb.  N.Y.  14469,  or  call  (315  ) 657-7414, 
•657-7291. 


P ERNS  AND  RESIDENTS  WANTED:  APPROVED  GENERAL  SURGI- 

Iil  residency  training  program,  type  1.  First  year  position  available  immedi- 
:ely.  Salary  $9,500  plus  $1,500  living  out  allowance.  Liberal  fringe  benefits; 
CFMG  required.  Phone  collect:  Department  of  Surgery,  Catholic  Medical 
enter,  88  25  15:lrd  St.,  Jamaica.  Queens,  N.Y.  11432.  (212)  '291-3300,  ext. 
56. 


AL  ESTATE  FOR  SALE  OR  RENT 


-E  OR  LEASE.  ROCKVILLE  CENTRE.  L.I.,  CUSTOM  BUILT, 
odern  home  and  office  on  prominent  acre  corner.  All  conveniences, 
(ntral  A,C,  large  private  garden,  office  parking,  suitable  multiple  office 
inversion.  (516)  RO  6-041 1. 


NHATTAN,  EAST  70’S  OFF  LEXINGTON  AVE.  SPACIOUS  6)4  ROOM 
aisonette  in  older  building.  Private  entrance  ideal  for  doctors,  etc.  Pres- 
itly,  family  with  4 bedrms,  liv.  rm.,  huge  modem  kitchen.  Original  layout 
icludes  formal  dining  room,  library/office.  Maintenance  $540.  Ask  $65,000. 
all  owner  (212)  744-8176. 


(DEN  CITY:  DOCTOR  S 12  YEAR  OLD,  GRACIOUS,  CORNER  HOME 
id  office,  fully  air  conditioned.  3 bedrooms,  targe  living  room,  dining  room, 
inelled  den.  Separate  entrance,  5 room  panelled  office  (1,000  ft.),  nurses 
ation;  excellent  location,  suitable  any  practice  or  home.  Ophthalmologist 
tiring.  Box  100.  c/o  NYS.JM. 


5RTO  RICO  BEACH  HOUSE— COSTA  AZUL  AT  LUQUILLO.  3 BED- 
oms,  yard,  terraces.  Fully  equipped  kitchen,  linens,  washing  machine, 
amfortable,  private,  convenient  to  other  resort  areas.  For  rent  weekly, 
dward  Pinney,  M.D.,  21  East  66th  St.,  New  York  City.  (212)  879-8870. 


jT  HAMPTON:  FOUR  BEDROOM.  YEAR  ROUND  HOUSE  IN 

" drings-FirepIace  area.  Short  walk  from  Gardiner’s  Bay  beach.  Terrace, 
' itdoor  living  room,  all -electric  kitchen,  washer  and  dryer.  Available  June, 
- ily,  August  through  Labor  Day.  Edward  Pinney,  M.D.  (212)  879-8870. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


EAST  NORTHPORT,  HUNTINGTON;  OFFICE  HOME  COMBINATION; 
ideal  central  location.  Excellent  opportunity;  near  professional  buildings  and 
hospitals.  Fast  growing,  prestige  area.  Modern,  spacious,  6 room  ranch, 
5)^  room  office;  detached  oversized  garage;  full  basement;  landscaped;  extras. 
Sacrifice  $.39,950.  Joseph  Koreen,  M.D.,  407  Larkfield  Road,  East  Northport, 
N.Y.  Tel.:  (516)7,57-83.39. 


ST.  THOMAS,  VIRGIN  ISLANDS:  FOR  RENT:  TWO  BEDROOM,  TWO 
baths,  decorator  furnished  apartment  right  on  virgin  white,  private  beach. 
Central  air  conditioning,  maid  service.  All  aquatic  sports.  Beautiful  garden 
spot  of  tranquil  serenity.  Ideal  for  the  bone-weary  doctor.  For  brochure  and 
rates:  Gilbert  C.  Norton,  M.D.,  101  Jefferson  Ave.,  Endicott,  N.Y.  13760. 


PROFESSIONAL  OFFICE,  PARK  AVENUE,  N.Y.C.  SUITABLE  FOR  ONE 
or  two  doctors.  lYestige  location  (60’s),  ground  floor,  private  entrance.  Im- 
mediate occupancy.  Inquiries:  P.O.  Box  7296,  New  York,  New  York  10049. 


STATEN  ISLAND,  NEW  YORK:  BRICK  TUDOR  IN  EXCLUSIVE  AREA 
of  Staten  Island,  with  view  of  Manhattan.  Five  minutes  from  Brooklyn. 
Large  swimming  pool  on  )4  acre  of  land.  Four  large  bedrooms,  20  ft.  living 
room,  cathedral  ceiling,  two  fire  places,  library,  separate  formal  dining  room, 
finished  basement  and  garage.  Call  442-5599. 


DOBBS  FERRY,  WESTCHESTER.  SHARE  OFFICE  IN  NEW  PROFES- 
sional  building;  own  consultation  room.  Hours  to  be  arranged.  Call  (914) 
693-3066. 


LOWER  WESTCHESTER:  STREET  LEVEL,  MODERN  PROFESSIONAL 
bldg.  Air  conditioned,  coramercial/residential  corner,  )4  block  from  R.R. 
station,  bus  stop  at  corner.  680  sq.  ft.  available  immediately.  (914  ) 698- 
0428;  after  6 p.m.  698-5404. 


OFFICE  FOR  RENT:  400  E.  56TH  ST.,  SUTTON  PLACE  AREA.  PRO- 
fessional  office  available  in  a new  628  family,  40  story  residential  tower.  802 
and  1,587  sq.  ft.  can  be  combined,  partitioned  to  suit.  Also,  1,634  sq.  ft.  with 
private  street  entrance.  For  information  call:  Mr.  Evans  759-1570. 


BEAUTIFUL  NORTH  SHORE,  LONG  ISLAND,  PORT  .JEFFERSON 
Medical  Park  office  space  available  for  physicians  and  dentists.  Colonial 
building,  ample  parking,  situated  between  two  major  hospitals.  Inquire  (516) 
473-1250. 


RENT  OR  SALE.  FRANKLIN  SQUARE  L.I.  DOGWOOD  AVE.,  NEAR 
Malverne  and  West  Hempstead;  6 room  office,  corner  ranch  house,  adjacent  to 
large  shopping  center;  fully  equipped.  X-ray,  EKG.  For  immediate  practice; 
M.D.  office  for  20  years.  Suitable  2 men;  ideal  GP  or  specialty.  (516)  481- 
1387. 


PORT  WASHINGTON:  2 ROOM  SUITE  WITH  CONNECTING  LAVATO- 
ry  in  small  professional  building.  Previously  rented  by  psychiatrist.  (516) 
PO  7-2626. 


EAST  ISLIP,  LONG  ISLAND;  FOR  RENT,  OFFICE  SUITE  PARTI- 
tioned  and  ready  for  use;  on  Main  Street,  next  to  large  shopping  center  and 
across  from  school.  Ideal  for  G.P.  or  specialist.  Area  can  use  dermatologist, 
allergist,  ophthalmologist,  etc.  S.  Halpem,  D.D.S.  (516)  581-2038. 


PROFESSIONAL  OFFICES,  MIDTOWN  NEW  YORK  CITY.  MODERN, 
air  conditioned,  three  offices,  coi.sultation  rooms,  eight  examining  rooms,  two 
utility  rooms,  large  waiting  area.  Available  July  1,  1971.  Ifcx  117,  c/o 
NYSJM. 
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Fifteen  years  ago,  the  American  Medical 
Association  classified  alcoholism  as  a disease. 
Today,  more  than  six  and  one  half  million 
Americans  are  afflicted  with  this  disease.  Yet 
many  well-meaning  doctors,  clergymen, 
friends  and  relatives  of  alcoholics  choose  to 
“hush  up”  the  “problem”. 

It’s  this  reluctance  to  speak  openly  of  alco- 
holism which  has  prevented  the  growth  of  a 
body  of  knowledge  to  keep  pace  with  the  inci- 
dence of  alcoholism.  Research  into  the  causes 
and  treatment  of  alcoholism  has  been  slow. 
Medical  school  graduates  who  feel  knowledge- 
able and  comfortable  in  treating  alcoholism 
are  far  too  few.  The  alcoholic  is  too  often  a 
victim  of  the  iatrogenic  complications  based 
on  a physician’s  ignorance  and  a hospital  ad- 
ministrator’s fear  of  the  condition.  Among 
patients  hospitalized  for  other  causes,  surveys 
show  that  20  to  50  percent  also  have  alcohol- 


ism for  which  no  treatment  is  being  given. 

Any  informed  treatment  provides  better 
recovery  rates  than  no  treatment,  even  with 
the  present  state  of  knowledge.  But  informed 
treatment  depends  on  calling  attention  to  the 
disease.  With  your  help  NCA  will  continue  to 
do  just  that.  The  sooner  the  disease  is  recog- 
nized, the  better  the  chances  of  recovery. 
Learn  how  you  can  help  bring  about  the  full 
treatment  that  the  epidemic  of  alcoholism  de- 
mands. Write  the  Medical  Director,  National 
Council  on  Alcoholism,  2 Park  Avenue,  New 
York,  N.Y.  10016. 

iValkmal 

CouneO^ 
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[diethylpropion  hydrochloride^  N.F.) 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  ypu  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  sofer  than  the  amphetamines,  use  with  greet  caution  in 
potients  with  severe  hypertension  or  severe  cardiovasculor  diseose.  Do  not  use  dur- 
'ng  first  trimester  of  pregnoncy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
oleasont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
n relotively  low  incidence.  As  is  chorocteristic  of  sympathomimetic  agents,  it  moy 
Pccosionolly  cause  CNS  effects  such  os  insomnlo,  nervousness,  dizziness,  anxiety. 


ond  jitteriness.  In  contrast,  CNS  depression  hos  been  reported.  In  o few  epileptics 
an  increase  In  convulsive  episodes  hos  been  reported.  Sympothomimetic  cardio- 
vascular  effects  reported  include  ones  such  as  tachycardia,  precordlol  pain, 
orrhythmio,  polpitotion,  ond  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a heolthy  young  mole  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  on  isolated  experience,  which  has  not  been 
reported  by  others.  AUergic  phenomena  reported  include  such  conditions  as  rash, 
urticoria,  ecchymosis,  and  erythemo.  Gostrointest/nof  effects  such  as  diarrhea, 
constipotion,  nousea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hemotopoietic  system  include  two  each  of  bone  morrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  comploints  such  os  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  poin,  decreased 
libido,  dysurio,  and  polyurlo. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets:  One  75  mg.  tablet 
daily,  swoHowed  whole,  in  midmorning  (10  o.m.);  TEPANIL;  One  25  mg.  tablet  three 
times  dolly,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger  Use  In  children  under  12  years  of  oge  is  not 
recommended.  T-t07/a/7i/u  s patent  no  3.001.910 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 
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A 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 


prevent  painful  night  leg  cramps. 


Quinamm 

(quinine  sulfofe  260  mg,,  omlnophylllne  195  mg.) 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Amlnophylllne,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diobetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  Is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Amlnophylllne  may  produce  Intestinal  cramps  In 
some  Instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  In  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  toblet  upon  retiring.  Where  necessary, 
dosage  may  be  Increased  to  one  tablet  fallawing  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 


®1 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Specific  therapy  for  night  leg  cramps 


WHAT 


in  medicine 


NEW  YORK  STATE  June  1-15,  1971 


CONTENTS 


New  York  City  Area 2,  6 

New  York  City  Future  Event 3 

New  York  State 

Broome  County 3 

BuflFolo  Area 3 

Nassau  County 4 

Rensselaer  County 5 

Rochester  Area 5 


Telephone  Lecture  Network 4 


Physicians'  Placement 5 

NOTICE  to  Hospitals  and  Medical  Schools 6 


Compiled  by  the 

Division  of  Scientific  Activities 

Norman  S.  Moore,  M.D.,  Director 

Donald  C.  Walker,  M.D.,  Advisor 
Mrs.  Evelyn  G.  Clark,  Editor 
J.  Richard  Burns,  Business  Manager 

Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
750  Third  Avenue,  New  York,  N.  Y.  10017.  Telephone 
Yukon  6-5757. 

WGO-1 


SPECIALTY  INDEX 


Anesthesiology 4 

Basic  Science 2 

Cancer 2,  3 

Cardiology 2,  3 

ECFMG  & State  Boards 2 

Internal  Medicine 2,  3 

Medicine 2,  3,  4,  5,  6 

Neurology 4 

Obstetrics/Gynecology 5 

Ophthalmology 6 

Pediatrics 2,  3,  4 

Psychiatry 2,  3 

Public  Health 3,4,5 

Radiology 6 

Physical  Medicine  & Rehabilitation 2 

Surgery 2 

C-1  Credits 2,  3,  4,  5 

1971 


DEADLINE  DATES  FOR 
WHAT  GOES  ON 


Meeting  dates  Deadline  date 

June  16/30,  1971 April  25,  1971 

July  1/31,  1971 May  10,  1971 

August  1/31 , 1 971 June  1 0,  1 971 

September  1/15,  1 971 June  25,  1 971 


May15,1971  New  York  State  Journal  of  Medicine  1147 


8:15  p.m. 


NEW  YORK  CITY  AREA 


June  1,  1971  / September  3,  1971 

9:00  a.m.-4 : 00  p.m. 

French  and  Polyclinic  Medical  School  and  Health 
Center 

345  West  50th  Street 

CLINICAL  MEDICAL  CURRICULUM  FOR  ECFMG 
AND  STATE  BOARD  EXAMINATIONS 

Write  to  the  Dean  at  the  above  address. 


June  /,  1971  and  June  8,  1971 

9:00  a.m.,  Tuesdays 

New  York  Infirmary 

Toscanini  Room,  Third  Floor 
Stuyvesant  Square  East  and  1 5th  Street 

June  1 

Duodenoscopy  in  Upper  G.l.  Bleeding 

LEWIS  MUFSON,  M.D. 

Manhattan  V.A.  Hospital 

June  8 

Spurious  Polycythemia — the  Great  Imitator 

HARRIET  GILBERT,  M.D. 

Mount  Sinai  School  of  Medicine 


June  1,  1971  and  June  15,  1971 

4:00-6:00  p.m.,  Tuesdays 

Kingsbrook  Jewish  Medical  Center 

Rutland  Road  and  East  49th  Street 
Brooklyn 

WORKSHOPS  IN  ONCOLOGY  FOR  THE 
PRACTICING  PHYSICIAN 

June  1 

Therapy  of  Metastatic  Cancer  with  the 
Anti-Metabolites — Acute  Leukemia 

June  15 

The  Psychiatric  Complications  Encountered  in 
Treating  Cancer  Patients 

CREDIT:  C-1 


TUESDAY,  JUNE  1 

4 : 30  p.m. 

Catholic  Medical  Center 
St.  John’s  Queens  Hospital 

90-02  Queens  Boulevard 
Elmhurst 

PITFALLS  IN  SURGERY  OF  THE  OBLIQUE 
MUSCLES 

PHILIP  KNAPP,  M.D. 

Columbia  Presbyterian  Medical  Center 


The  Long  Island  Psychoanalytic  Society 
Nassau  Academy  of  Medicine 

1200  Stewart  Avenue 
Garden  City 

PHASE  ASPECTS  OF  SUICIDAL  BEHAVIOR 

HENRY  I.  SCHNEER,  M.D. 


June  2,  1971  and  June  9,  1971 

9:00  a.m.,  Wednesdays 

The  Jamaica  Hospital 

89th  Avenue  and  Van  Wyck  Expressway 
Jamaica 

MEDICAL  GRAND  ROUNDS 
June  2 

Immunosuppression 

ELI  A.  FRIEDMAN,  M.D. 

Downstate  Medical  Center 

June  9 

Diagnosis  and  Present  Day  Management  of 
Coronary  Artery  Disease 

EPHRAIM  GLASSMAN,  M.D. 

N.Y.U.  Medical  Center  University  Hospital 

CREDIT:  C-1 

June  2,  1971  / June  4,  1971 

The  New  York  Academy  of  Sciences 

The  Americana  Hotel 
52nd  Street  and  7th  Avenue 

MEMBRANE  STRUCTURE  AND  ITS 
BIOLOGICAL  APPLICATIONS 

PROF.  DAVID  E.  GREEN,  Chairman 
University  of  Wisconsin,  Madison 


June  2,  1971  and  June  9,  1971 

11:00  a.m.-l  2 : 00  noon,  Wednesdays 

New  York  Medical  College 

Mental  Retardation  Institute 
1 05  East  1 06th  Street 

June  2 

To  be  announced 

Speech  and  Audiology  Department 

June  9 

Personality  Development  in  the  Blind  Child  and 
in  the  Deaf  Child 

RUTH  LA  VIETES,  M.D. 

CREDIT:  C-1 


WEDNESDAY,  JUNE  2 

8:15  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Physical  Medicine  and  Rehabilitation 

New  York  Society  of  Physical  Medicine  and  Rehabilitation 
2 East  103rd  Street 

FATIGUE  AND  FITNESS 

ROBERT  C.  DARLING,  M.D. 

Columbia  University  P & S 
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THURSDAY,  JUNE  3 

9 : 00  p.m. 

Staten  Island  Family  Service  and 
Institute  of  Human  Relations 

25  Victory  Boulevard 
Sloten  Island 

GROUPTHERAPY  AND  T GROUP 

I.  EMERY  BREITNER,  M.D. 

For  Registration,  please  contact  Sid  Herling,  MSW  Director,  at 
above  oddress 


June  7,  1971  / June  18,  1971 

Columbia  University  School  of  Public  Health  and 
Administrative  Medicine 
21  Audubon  Avenue 

THE  VOLUNTARY  HEALTH  AGENCY  IN  THE 

COMMUNITY 

(Part  I — The  Community) 

In  cooperation  with  the  Notional  Health  Council 
FEE;  $175 

Inquiries  and  Applications;  FRANCIS  C.  LINDAMAN,  Director, 
Continuation  Education,  above  oddress.  Tel  (212)  568-4334 


MONDAY,  JUNE  7 

3 ; 30  p.m. 

Mount  Sinai  Hospital  Services 
City  Hospital  Center  at  Elmhurst 

79-01  Broadway 
Elmhurst 

THE  USE  OF  CALCITONIN  IN  THE 
THERAPY  OF  HUMAN  BONE  DISEASES 

STANLEY  WALLACH,  M.D. 

Downstate  Medical  Center 


TUESDAY,  JUNE  8 

8 : 30  p.m. 

The  New  York  Psychoanalytic  Society 

247  East  82nd  Street 

SELF-PITY,  SELF-COMFORTING  AND  THE 
SUPEREGO 

DAVID  MILROD,  M.D. 


NEW  YORK  CITY  FUTURE  EVENT 


WEDNESDAY,  JUNE  16 

9:00-10:00  a.m. 

St.  Vincent's  Hospital  and  Medical  Center 

1 53  West  1 1 th  Street 

Auditorium,  Cronin  Building,  1 0th  Floor 

IMMUNOSUPPRESSIVE  THERAPY 

ROBERT  STEWART  SCHWARTZ,  M.D. 

New  England  Medical  Center 
Tufts  University  School  of  Medicine 

CREDIT;  C-1 


BROOME  COUNTY 


June  3,  1971  and  June  10,  1971 
11:00  a.m.,  Thursdays 

Charles  S.  Wilson  Memorial  Hospital 

Redwood  Room 
Johnson  City 

Clinical  Seminars  Conducted  by  Upstate  Medical  Center,  Syracuse 

June  3 

Chronic  Renal  Dialysis 

EDWARD  SCHROEDER,  M.D. 

June  10 

Computer  Application  in  Medicine 
MR.  LEO  WALSH 

CREDIT:  C-1  and  AAGP 


MONDAY,  JUNE  7 

4 ; 00—5  : 00  p.m. 

South  Sub-Regional  Continuing  Education 
Committee  in  Nursing;  American  Cancer  Society, 
Broome  County  Unit 

Our  Lady  of  Lourdes  Memorial  Hospital 
Binghamton 

LUNG  CANCER 

Contact:  MARY  NORMILE,  Lady  of  Lourdes.  Tel.  (607)  729-6521 
CREDIT:  C-1 


BUFFALO  AREA 


TUESDAY,  JUNE  1 

1 : 00  p.m. 

Children’s  Hospital  of  Buffalo 
Kinch  Auditorium 

21  9 Bryont  Street 
Buffalo 

TRANSEXUALISM 

HOWARD  JONES,  M.D. 

Johns  Hopkins  Hospital 

CREDIT:  C-1 


June  3,  1971  and  June  10,  1971 

7 : 30-9 : 30  p.m.,  Thursdays 

State  University  of  New  York  at  Buffalo 

Sisters  of  Charity  Hospital 
Palmer  Hall 

CARDIAC  CLINICS  AND  PHYSICAL 
EXAMINATION  OF  THE  CARDIAC  PATIENT 

June  3 

Auscultation — Systolic  Ejection  Murmurs 
Definition  and  Recognition 
The  Innocent  Murmur 
The  ASD  Murmur 
Case  Presentations 
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June  10 

Auscultation — Systolic  Ejection  Murmurs 
The  Aortic  Systolic  Murmur  in  the  Elderly 
The  Aortic  Stenosis  Murmur 
Valvular 

Hypertrophic  Subaortic 
Stenosis 

The  Pulmonary  Stenosis  Murmur 
The  Tetralogy  of  Fallot  Murmur 
(Effect  of  Amyl  Nitrate) 

Case  Presentations 

*WHAT  GOES  ON  will  publish  notices  of  the  individual  Thursday 
lectures  in  appropriate  issues. 

FEE:  $10  CREDIT:  C-1 

Write:  Continuing  Medical  Education,  Main  Street  Division — School 
of  Medicine,  State  University  of  New  York  at  Buffalo,  221  1 Main 
Street,  Buffalo,  N.Y.  14214.  Tel.  (71  6)  83 1 -5526. 


June  3,  1971  / June  5,  1971 
American  Academy  of  Pediatrics 

Children's  Hospital  of  Buffalo 
21  9 Bryant  Street 

Postgraduate  Course  ffS 

PEDIATRIC  CLINICAL  PHARMACOLOGY 

FACULTY:  SUNYAB  SCHOOL  OF  MEDICINE,  U’S  OF  ALABAMA, 

TUFTS,  McGILL  SCHOOLS  OF  MEDICINE 

FEE:  $ 75  Academy  Members  CREDIT:  C-1 

$105  Non-Members 


June  3,  1971  I June  5,  1971 

State  University  of  New  York  at  Buffalo 
School  of  Medicine  and 

Western  New  York  Health  Data  Network,  Inc. 

Co-sponsored  by  The  Medical  Society,  County  of  Erie 
Statler  Hilton  Hotel 

AREA-WIDE  AUTOMATION  OF  HEALTH  DATA 

ELEMER  R.  GABRIELI,  M.D.,  Program  Chairman 

NOTE:  The  purpose  of  this  conference  is  to  seek  answers  to 

fundamental  problems  by  examining,  in  depth,  the  human  responsi- 
bilities and  technical  requirements  in  a large  health  data  system. 
The  conference  is  intended  for  physicians,  hospital  administrators, 
health  planners,  all  those  interested  in  public  health  and  preventive 
medicine,  governmental  and  private  health  agencies  and  informa- 
tion scientists  interested  in  problems  concerning  health  data  auto- 
mation. 

FEE:  $90 

Write:  Continuing  Medical  Education,  Main  Street  Division,  School 

of  Medicine,  SUNYAB,  2211  Main  Street,  Buffalo,  N.Y.  14214. 
Tel.  (716)  831-5526 


June  7,  1971  / June  1 1,  1971 

New  York  State  Department  of  Health  and 
SUNYAB  School  of  Medicine  Continuing  Medical 
Education 

Children’s  Hospital  of  Buffalo 
Hotel  Stuyvesant 

REFRESHER  COURSE  IN  PEDIATRICS 

DEPARTMENT  OF  PEDIATRICS  FACULTY, 

Buffalo  Children's  Hospital;  and 


JAMES  CHERRY,  M.D.,  St.  Louis  University 
JEAN  B.  F.  KENNY,  M.D.,  University  of  Pittsburgh 

CREDIT:  C-1 


June  11,  1971  and  June  12,  1971 

State  University  of  New  York  at  Buffalo 
School  of  Medicine 
Department  of  Neurology 

E.  J.  Meyer  Memorial  Hospital 

ECHOENCEPHALOGRAPHY 

NOTE:  This  symposium will  deal  with  the  clinical  aspects 

of  Echoencephalography.  The  modern  use  of  ultrasound  in  detect- 
ing various  cerebral  lesions  will  be  discussed  in  detail.  The  partici- 
pants will  be  offered  a clinical  workshop,  in  which  several  neuro- 
logical patients  can  be  examined  with  a variety  of  ultrasonic  equip- 
ment. A panel  discussion  concerning  the  problems  in  Ultrasonog- 
raphy will  follow.  Neurologists,  neurosurgeons,  internists,  general 
practitioners  and  electronic  engineers  interested  in  ultrasonic  ex- 
ploration of  the  brain  are  invited  to  participate. 


TELEPHONE  LECTURE  NETWORK 


The  State  University  of  New  York  at  Buffalo  School  of  Medicine  pre- 
sents various  programs  via  the  facilities  of  the  Telephone  Lecture  Net- 
work of  the  Regional  Medical  Program  for  Western  New  York.  The 
Network  covers  the  counties  of  Erie,  Niagara,  Genesee,  Wyoming, 
Chautauqua,  Cattaraugus,  and  Allegany  in  New  York  State  and  Erie 
County  ond  McKean  County  in  the  Commonwealth  of  Pennsylvania. 
There  are  55  Hospital-outlets. 

Programs  are  presented  in  five  series: 

1.  A weekly  series  of  general  interest  considered  useful  to  all 
physicians  presented  at  11:30  a.m.  on  Tuesdays. 

2.  The  monthly  Pediatrics  Conference  from  Children's  Hospital  spon- 
sored by  the  Department  of  Pediatrics  and  presented  on  the  second 
Friday  of  each  month  under  the  direction  of  Thomas  Aceto,  Jr.,  M.D. 

3.  The  monthly  series  on  trauma  sponsored  by  the  Division  of  Ortho- 
pedic Surgery,  Department  of  Surgery,  and  presented  on  the  fourth 
Thursday  of  each  month  under  the  direction  of  Eugene  R.  Mindell,  M.D. 

4.  A new  monthly  series  on  Cancer  sponsored  by  the  Roswell  Park 
Memorial  Institute  and  presented  on  the  third  Wednesday  of  each 
month  under  the  direction  of  Gerald  P.  Murphy,  M.D. 

5.  A new  series  sponsored  by  the  Department  of  Psychiatry  and  the 
Buffalo  States  Hospital  to  be  presented  under  the  direction  of  Dr. 
Yoosuf  A.  Haveliwala  on  the  fourth  Wednesday  at  1 1 :00  a.m. 

For  further  information,  please  contact  Continuing  Medical  Education, 
221  1 Main  Street,  Buffalo,  N.Y.  14214.  Tel.  (71  6)  831 -5526. 


NASSAU  COUNTY 


WEDNESDAY,  JUNE  9 

8 ; 00-1  0 : 00  a.m. 

Mercy  Hospital 
Mercy  League  Lounge 

1 000  North  Village  Avenue 
Rockville  Centre 

ANESTHETIC  MANAGEMENT  OF  THE 
SEVERELY  TRAUMATIZED  PATIENT 
AND  "PHARMOCOGENICES" 

ELEMER  ZSIGMOND,  M.D. 

University  of  Michigan  Medical  School 
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RENSSELAER  COUNTY 


TUESDAY,  JUNE  8 

1 1 : 00  a.m. 

Rensselaer  County  Academy  of  Medicine 

Samaritan  Hospital,  Class  Room  A 

VIRAL  INFECTION  IN  PREGNANCY  AND 
NEWBORNS 

RUDOLPH  DIEBL,  M.D. 

New  York  State  Department  of  Health 

CREDIT:  C-l 


ROCHESTER  AREA 

June  1 ),  1971  / June  13,  1971 

9:00  a.m.-6:30  p.m.,  Friday 
9:00  a.m.-9'.30  p.m.,  Saturday 
9:00  a.m.-12:00  noon,  Sunday 

The  Monroe  County  Medical  Society 

St.  John  Fisher  College 
3690  East  Avenue 

1 50th  Anniversary  Celebration  and  Symposium 

Purpose;  To  define  in  an  objective  way  the  problems  and  their 
constraints  of  the  existing  health  care  delivery  system  and  to  focus 
on  current  trends.  Leading  authorities  from  medicine,  hospital  ad- 
ministration, insurance  and  academia  will  present  series  of  inte- 
grated papers  to  serve  as  basis  for  informed  discussion. 

Write  for  THE  AMERICAN  HEALTH  CARE  DELIVERY  SYSTEM  BRO- 
CHURE: Mr.  DONALD  M.  IRISH,  Ex.  Dir.,  Monroe  County  Medical 
Society,  1441  East  Avenue,  Rochester,  N.Y.  14610 


PHYSICIANS’  PLACEMENT 


ALBANY,  N.Y.,  Albany  County,  needs  an  Internist.  Opportunity  to 
assist  in  development  of  community  health  services. 

CONTACT:  PETER  BIRK,  M.D.,  Associate  Director,  Albany  Medical  Col- 
lege, Community  Medical  Care  Program,  8 Colvin  Avenue,  Albany, 
N.Y.  1 2208.  Tel.  (51  8)  459-7000. 


KINGS  PARK,  Suffolk  County.  General  Practitioner. 

CONTACT:  GLORIA  KRASSNER,  One  Ravenwood  Drive,  Kings  Park 

N.Y.  1 1 754.  Tel.  (5 1 6)  724- 1 450. 


NEW  YORK  CITY,  N.Y.  Board  certified  Specialist  in  X-Ray  Diagnosis 
and  Therapy. 

CONTACT:  HENRY  M.  TATERKA,  M.D.,  325  West  End  Avenue,  N.Y., 
N.Y.  1 0023.  Tel.  (212)  TR  4-6362  or  799-7828. 


GOUVERNEUR,  N.Y.,  St.  Lawrence  County.  General  Practitioner. 

CONTACT:  GEORGE  H.  HANLON,  M.D.,  Pres,  Medical  Staff,  Edward 
John  Noble  Hospital,  77  W.  Barney  St.,  Gouvemeur,  N.Y.  1 3642. 


GRAHAMSVILLE,  N.Y.,  Sullivan  County.  Semi-retired  G.P.  wanted  for 
Rural  Area. 

CONTACT:  MR.  LEE  VININGRE,  Secty.,  Tri-Valley  Christians  Men's  Club 
Grahamsville,  N.Y.  12740. 


GREENE,  N.Y.,  Chenongo  County.  Two  G.P.'s 

CONTACT:  MRS.  WILLIAM  D.  MARSLAND,  78  Genesee  Street,  Greene, 
N.Y.  1 3778.  Tels.  (607)  656-4998  or  656-451  1. 


GREENVILLE,  N.Y.,  Green  County.  G.P. 

CONTACT:  KENNETH  BOH,  M.D.,  Greenville,  N.Y.  12083.  Tel. 

(518)  966-8112. 


GREENWOOD,  N.Y.,  Steuben  County.  General  Practitioner. 

CONTACT:  VIRGIL  H.  HUSSEY,  Greenwood,  N.Y.  14839.  Tel.  (607) 
225-4522. 


HAMILTON,  N.Y.,  Madison  Co.nty.  General  Practitioner. 

CONTACT:  MR.  ALFRED  HELBACH,  Adm.,  Community  Memorial  Hos- 

pital, Hamilton,  N.Y.  13346. 


HARPURSVILLE,  N.Y.,  Broome  County.  General  Practitioner. 

CONTACT:  MR.  WHITNEY  R.  TITUS,  Chm.,  Medical  Committee,  R.D.  #2 
Horpursville,  N.Y.  1 3787. 


HENDERSON,  N.Y.,  Jefferson  County,  needs  a Fomily  Physician. 

CONTACT:  MISS  ELAINE  MILES,  Secty.,  Jefferson  Area  Health  Associa- 
tion, Henderson  Harbor,  N.Y.  13651. 


HERKIMER,  N.Y.,  Herkimer  County.  Two  G.P.’s  and  Specialists  in 
Ob/Gyn  and  Internal  Medicine. 

CONTACT:  MR.  GEORGE  A.  NUFFER,  JR.,  Adm.,  Herkimer  Memorial 

Hospital,  690  West  German  Street,  Herkimer,  N.Y.  13350.  Tel. 
(315)  866-3330. 


HIGHLAND,  N.Y.,  Ulster  County.  Two  General  Practitioners. 

CONTACT:  MR.  JOHN  C.  MILLER,  2 Tillson  Avenue,  Highlond,  N.Y. 

Tel.  (914)  691-7192;  or  MR.  PETER  ROUMELIS,  Highland  Hard- 
ware, Vineyard  Avenue,  Highland,  N.Y.  12528.  Tel.  (914)  691- 
2900. 


HIGHLANDS,  N.Y.,  Orange  County.  G.P. 

CONTACT:  Chief,  DANIEL  BONEBRAKE,  Town  Hall,  213  Main  Street 
Highland  Falls,  N.Y.  10928. 


HILTON,  N.Y.,  Monroe  County.  G.P. 

CONTACT:  Supervisor,  Village  of  Hilton,  N.Y.  14468. 


NORWICH,  N.Y.,  Chenango  County,  needs  a Staff  Psychiatrist. 

CONTACT:  GENEVIEVE  TIRRELL,  M.D.,  Dir.,  171  North  Broad  Street 
Norwich,  N.Y.  13815.  Tel.  (607)  334-2270  or  2279. 
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EVENTS  RECEIVED  AFTER  DEADLINE 


HOLLAND  PATENT,  N.Y.,  Oneida  County.  General  Practitioner. 

CONTACT;  MR.  RENO  A.  B.  VENTRE,  Chm.,  Holland  Patent  Physician 
Committee,  P.O.  Box  #1  77,  Holland  Patent,  N.Y.  1 3354.  Tel.  (315) 
865-531  1. 


HOLLEY,  N.Y.,  Orleans  County.  G.P. 

CONTACT:  ARNOLD  O.  RILEY,  M.D.,  68  Gidder  Street,  Holley,  N.Y. 

14470.  Tel.  (71  6)  638-6707. 


HORNELL,  N.Y.,  Steuben  County.  G.P.,  Pediatricians  (2)  and  an 
Orthopedic  Surgeon  wanted. 

CONTACT:  MR.  WATSON  L.  WALDEN,  Mgr.,  Karl  Medical  Group, 

66  Maple  Street,  Hornell,  N.Y.  1 4843.  Tel.  (607)  324-1  571 . 


HORSEHEADS,  N.Y.,  Chemung  County.  G.P. 

CONTACT:  R.  E.  HAUSER,  JR.,  Chamber  of  Commerce,  507  Watkins 

Rd.,  Horseheads,  N.Y.  1 4845.  Tel.  (607)  739-1  859. 


SATURDAY,  JUNE  5 

9:00-10:00  a.m. 

Columbus  Hospital 

Third  Floor  Conference  Hall 
227  East  19th  Street 

VASCULAR  RADIOLOGY  AND  TUMOR 

GUIDO  PADULA,  M.D. 

FRANK  S.  BUTLER,  M.D. 
and  Cancer  Committee 

NO  FEE 


SATURDAY,  JUNE  12 

9:00  a.m.— 5 : 00  p.m. 

The  Department  of  Ophthalmology  of  the 
New  York  Medical  College 

1 249  Fifth  Avenue 

ALUMNI  CONFERENCE 

Pre-registration  is  required.  Contact  MRS.  RUTH  GREEN,  at  the 
above  address. 


HUDSON,  N.Y.,  Columbia  County.  Four  G.P.’s  and  an  Internist. 

CONTACT:  JOHN  L.  EDWARDS,  M.D.,  555  Union  Street,  Hudson, 
N.Y.  12534.  Tel  (51  8)  828-51  45. 


NOTICE  TO  HOSPITALS  AND 
MEDICAL  SCHOOLS 


INDIAN  LAKE,  N.Y.,  Hamilton  County.  General  Practitioner. 

CONTACT:  MR.  MAX  G.  GOLDE,  Supervisor,  Town  of  Indian  Lake, 

N.Y.  1 2842. 


JAMESTOWN,  N.Y.,  Chautauqua  County.  General  Practitioner  and 
E.N.T. 

CONTACT:  R.  F.  WETTINGFELD,  M.D.,  519  Washington  Street, 

Jamestown,  N.Y.  14701. 


The  Editor  of  "What  Goes  On”  invites  you  to  send  notices  of  con- 
tinuing medical  education  including  "Teaching  Days",  important 
lectureships,  and  similar  programs  to:  The  Editor,  What  Goes  On, 

Medical  Society' of  the  State  of  New  York,  750  Third  Avenue,  N.Y.; 
N.Y.  10017.  This  is  a free  service  of  your  Medical  Society.  The 
deadline  dates  are  as  follows: 


Meeting  Dates 
June  16-30, 1971 
July  1-31,  1971 
August  1-31,  1971 
September  1—15,  1971 
September  16-30,  1971 
October  1-15,  1971 
October  16-31,  1971 
November  1-15,  1971 
November  16-30, 1971 
December  1-15,  1971 
December  16-31,  1971 


Deadline  Date 
April  25, 1971 
May  10,  1971 
June  10,  1971 
June  25,  1971 
July  25,  1971 
August  10,  1971 
August  25,  1 971 
September  10,  1971 
September  25,  1971 
October  1 0,  1 971 
October  25,  1971 


KEESEVILLE,  N.Y.,  Essex  County.  G.P. 

CONTACT;  MR.  WILLIAM  W.  DOWNES,  Pres.,  Chamber  of  Com- 
merce, Keeseville,  N.Y.  1 2944.  Tel.  (518)561  -7000. 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON”  ore  being  offered 
at  less  than  cost.  The  $3.00  one-year  subscription 
rate  guarantees  you  22  issues  mailed  first  class  in 
advance  of  the  New  York  State  Journal  of  Medicine. 
Write  or  call  the  Editor  for  an  order  blank. 
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Hot  spots  on  her  bikini  are  one  thing. 

Tinea  versicolor  spots  on  her  body  are  Description:  Sodium  thiosulfate  2^^; 
something  else.  The  specific  solution  is  salicylic  acid  1%;  isopropyl  alcohol 

TINVER'— the  likeable  lotion  that  10%;  propylene  glycol;  menthol; 

provides  a 25%  sodium  tluosulphate  disodium  ^etate;  colloidal  alumina; 
solution  without  the  unpleasant  odor,  purified  water.  Indications:  For 
With  TINVER,  a collo'idal  alumina  topical  use  in  the  treatment  of  tinea 
suspension  allows  controlled,  gradual  veracolor  (Malassezia /i/rfwr infection), 
release  of  nascent  sulphur  so  there’s  never  Administration:  Thorou^y  wash,  rinse 
any  unpleasant  odor— just  pleasant  and  diy  the  affected  areas  before 

acceptance  by  your  patienta  application  of  medicatk)n.  Apply  a thin 
Cleansing,  keratolytic  salicylic  acid  has  film  of  lotion  twice  a day  or  as  directed. 

also  been  added  to  enhance  the  Although  diagnostic  evidence  of  the  disease 

penetration  of  the  fungicide  and  assure  may  disappear-  in  a few  days,  it  is  advisable 
more  dependable  results,  to  continue  the  treatment  for  a much 

longer  period.  Clothing  should  be  boiled  to 
prevent  reinfection.  Precautions:^  If  signs  of 
irritation  or  sensitivity  develop, 
discontinue  use.  Do  hot  use  on  or  about  the 
ey^.  Supply:  5-fl.  pz.  and  new  economy 
12-fl.  oz.  plastic  squee:fe  bottle 

Tinver  Barnes-Hind  Laboratories 

Subsidiary  of  Bames-Hind 
The  pleasant  PharinaceutkalSjInC^  ' 
solution  to  Simnyvale,  California  940^. 
tinea  versicolor.  Makers  of  the  line  of  dermatological 

* products...Komed*HC,  Barseb‘HC, 
Tiiwerfand  Heb*-Cort  MQ. 


THIS  SPACE  CONTRiBuTCD  BY  THE  PUBLISHER  AS  A PUBLIC  SERVICE 


With  the  steady 
improvement  in  the 
therapy  of  cancer,  and 
consequent  increase  in 
the  number  of  5-year 
survivals,  our  programs 
reflect  increasing 
concern  with  the  future 
of  the  cancer  patient— 
with  the  quality  of  his 
survival. 

High  priority  is 
being  given  to  the 
rehabilitation  of  cancer 
patients— those  having 
had  mastectomies, 
colostomies,  laryngec- 
tomies, amputations, 
and  other  drastic 
treatments  for  cancer. 


Our  “Reach  to 
Recovery’’  program  is 
a dramatic  example. 
This  program  helps  the 
physician  meet  many 
special  needs  of  the 
postmastectomy 
patient  on  the  road  to 
total  recovery.  Patients 
receive  psychological 
reassurance  and 
practical  help  from 
women  who  have  had 
the  same  surgery. 

The  laryngectomee 
also  receives  the  benefit 
of  our  rehabilitation 
program.  Supported 


by  the  Society,  the 
International  Associa- 
tion of  Laryngectomees, 
through  its  local  lAL 
clubs,  provides  such 
services  as  individual 
and  group  speech 
therapy,  psychological 
counseling,  visits  to  new 
patients,  safety  training, 
public  education  and 
social  activities. 


Our  rehabilitation 
programs  not  only  give 
heart  and  help  to 
patients  but  provide  the 
physician  with  vital  aids 
necessary  to  improve 
the  quality  of  survival. 

American  Cancer  Society^ ; 
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This  photograph 
in  no  way  implies 
an  endorsement 
ot  Norgesic 
by  Joe  Namath 


Norgesic 


provides  effective  analgesia  and  relief  of  associated  muscle  spasm 

Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphenadrine.  Norgesic  should  not  be  used  in  patients  with  glaucoma,  pyloric 
or  duodenal  obstruction,  achalasia,  prostatic  hypertrophy  or  obstructions  at  the  bladder  neck.  Norgesic  is  also  contraindicated  in  patients 
with  myasthenia  gravis  and  in  patients  known  to  be  sensitive  to  aspirin,  phenacetin  or  caffeine. 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  patients  receiving  orphenadrine  and  propoxyphene  concurrently,  it  is  rec- 
ommended that  Norgesic  not  be  given  in  combination  with  propoxyphene  (Darvon®). 

Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  of  this  preparation  in  pregnancy,  during  lactation,  or  in  the  child-bearing  age  has  not 
been  established,  use  of  the  drug  in  such  patients  requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible  hazard  to 
the  mother  and  child. 

USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug  in  children  has  not  been  established:  therefore,  the  physician  must  weigh  the 
benefits  against  the  potential  hazards. 

Precautions:  It  has  been  reported  that  prolonged  or  excessive  use  of  phenacetin  may  result  in  nephrotoxicity.  Caution,  therefore,  should  be 
exercised  when  Norgesic  is  administered  to  patients  with  renal  disorders.  It  should  also  be  used  with  caution  in  patients  with  tachycardia. 
Adverse  Reactions:  Side  effects  of  Norgesic  are  those  seen  with  APC  or  those  usually  associated  with  mild  anticholinergic  agents.  These 
may  include  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  dry  mouth,  blurred  vision,  dilatation  of  the  pupil,  increased  intraocular 
tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  constipation,  drowsiness,  and  rarely,  urticaria  and  other  dermatoses.  Infrequently 
an  elderly  patient  may  experience  some  degree  of  confusion.  Mild  central  excitation  and  occasional  hallucinations  may  be  observed.  These 
mild  side  effects  can  usually  be  eliminated  by  reduction  in  dosage.  One  case  of  aplastic  anemia  associated  with  the  use  of  Norgesic  has  been 
reported.  No  causal  relationship  has  been  established.  Dosage  and  Administration:  Adults— 1 to  2 tablets  3 to  4 times  daily. 


Hiker  Laboratories,  Inc.  ■gji^ 

NORTHRIOGE.  CALIFORNIA  91324  ftBCOfllPANy 


NORGESIC 

(orphenadrine  citrate.  25  mg.,  aspirin,  225  mg.,  phenacetin,  160  mg. .caffeine, 30  mg.) 

the  versatile  analgesic 
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A 

REMINDER 

Today 

(or  any  other  day) 
yoa  probably 
have  ase  for 

Nepspoiiii 

Oinmmit 

PolymyxinB  I Bacitracin  I Neomycin 


each  gram  contains 

Aerosporin^  brand  Polymyxin  B Sulfate  5,000  units 

Zinc  Bacitracin  400  units 
Neomycin  Sulfate  5 mg. 
(equivalent  to  3.5  mg.  Neomycin  Base) 

Special  White  Petrolatum  q.s. 

Complete  literature  available  on  request 
from  Professional  Services  Dept.  PML. 


BLRROLGHS  WELLCOME  & CO.  (aS.A.)INC.,TLICKAHOE,N.Y. 
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SUSTAINED 
ELI 
VITAMIN  C 

CEVI-BID 


THE  500  mg.  CAPSULE 

CEVI-BID  r©lGasGS  Vitamin  C through  its  uniquG  micro-dialysis 
procGss  at  a continuous,  smooth,  predictable  rate  for  a 24  hour  period 
on  b.i.d.  dosage -dependent  only  on  the  presence  of  fluid  in 
the  g.  i.  tract,  and  independent  of  pH  or  other  variables. 

^^VI-BID  avoids  the  peak  and  valley”  blood  levels  usually 
obtained  from  t.i.d.  dosage  of  Vitamin  C tablets. 

Prescribe  CEVI-BID,  the  500  mg.  sustained-release  Vitamin  C 
capsule  whenever  Vitamin  C is  indicated. 

Samples  on  Request 
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the  combination 
contraceptive 
that  is  virtually 
without  side  effects 


SURPRISED? 

You  shouldn't  be,  because  the  combination  of  ORTHO* 
Diaphragm  plus  ORTHO-GYNOL*  Contraceptive  Jelly  offers 
advantages  that  are  worth  considering: 

1.  high  level  of  effectiveness 

2.  no  problem  with  adverse  reactions 

3.  control  remains  with  the  woman 

4.  virtually  no  loss  of  sensation 

5.  used  only  as  needed 

. . . and  no  other  form  of  contraception  offers  all  those  advantages. 
To  these,  Ortho  adds  convenience  for  the  patient: 

The  Ortho  Diaphragm  Kit,  which  includes  an  Ortho 
Diaphragm  (ALL-FLEX*  Arcing  Spring,  Coil  Spring, 
or  Flat  Spring),  a tube  of  Ortho-Gynol  Contraceptive 
jelly,  and  an  illustrated  instruction  book. 

For  the  physician: 

Professional  fitting-ring  set  and  fitting-procedure 
brochure  available.  See  your  Ortho  Representative. 
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Abstracts 


Penfield,  A.  J.:  Abortion  under  paracervical  block, 

New  York  State  J.  Med.  71:  1185  (June  1)  1971. 

The  author  performed  464  first-trimester  abortions  by 
dilatation  and  suction  and  instrumental  curettage  under 
paracervical  block  as  an  outpatient  procedure.  Pre- 
medication, systemic  narcotics,  intravenous  fluids,  and 
oxytocic  agents  were  found  unnecessary.  Pain  relief 
and  cervical  relaxation  were  good  with  lidocaine  used 
alone.  The  only  complications  were  2 cases  of  low-grade 
fever  and  uterine  tenderness  four  to  five  days  post- 
operatively  subsiding  after  twenty-fours  of  antibiotic 
therapy,  and  3 patients  who  later  required  standard 
curettage  because  of  retained  products  eifter  initial 
suction  curettage.  Gynecologists  can  lessen  their  de- 
pendence on  inpatient  hospital  facilities  by  adopting 
the  technic,  which  is  suitably  performed  in  any  well 
equipped  office. 

Karpas,  C.  M.,  Payson,  B.  A.,  and  Rechtschaffen,  J.; 
Intestinal  metaplasia  and  multicentric  carcinoma  of 
stomach.  New  York  State  J.  Med.  71:  1190  (June  1) 
1971. 

This  investigation  presents  evidence  that  extensive 
and  severe  intestinad  metaplasia  in  the  gastric  mucosa 
may  be  indicative  of  more  than  one  malignant  tumor  in 
the  stomach.  Forty  consecutive  cases  of  gastric  carcino- 
ma considered  clinically  operable  were  studied  in  detail. 
Intestinal  metaplasia  was  demonstrated  in  24  of  the 
cases.  The  incidence  of  multicentric  gastric  carcinoma 
in  this  series  was  20  per  cent.  Of  8 cases  known  to  harbor 
multicentric  cancer,  6 exhibited  marked  intestinaliza- 
tion  and  2 moderate  intestinalization.  Of  the  24  cases 
with  intestinalization,  9 also  exhibited  atypical  changes 
(dysplasia);  6 of  these  harbored  multicentric  prein vasive 
foci  of  carcinoma.  It  is  reasonable  to  assume  from  the 
findings  that  the  stimulus  for  inducing  extensive  meta- 
plasia might  well  give  rise  within  gastric  glands  to 


atypical  cellular  changes  and  foci  of  preinvasive  malig- 
nant transformation. 

Neu,  H.  C.,  Winshell,  E.  B.,  Winter,  J.,  and  Cherubin, 
C.  E.:  Antibiotic  resistance  of  salmonella  in  the  north- 
eastern United  States,  New  York  State  J.  Med.  71: 
1196  (June  1)  1971. 

In  determining  the  antimicrobial  resistance  of  521 
clinical  isolates  of  salmonella,  21  per  cent  of  the  strains 
were  found  resistant  to  one  or  more  antibiotics.  Anti- 
biotic resistance  of  S.  typhimurium  was  disproportionate 
and  showed  a marked  increase  in  the  past  four  years. 
Resistance  to  ampicillin  was  the  most  common;  resis- 
tance to  chloramphenicol  was  not  seen.  Marked  dif- 
ferences in  the  antibiotic  sensitivities  were  found  be- 
tween isolates  submitted  during  the  summer  and  the 
winter;  these  were  attributed  to  age  differences  between 
the  two  samples.  Most  isolates  with  transferable  drug 
resistance  come  from  municipal  hospitals  and  from 
children  under  ten  years  of  age.  This  suggests  that  re- 
sistant salmonella  are  passed  between  children  in  low 
socioeconomic  areas  and  not  introduced  from  farm 
animals  or  food  processing. 

Dolman,  M.,  and  Barzel,  U.  S.:  Primary  hyperpara- 
thyroidism: Diagnosis  and  treatment.  New  York  State 
J.  Med.  71:  1201  (June  1)  1971. 

The  coexistence  of  associated  disorders  frequently  ob- 
scures the  diagnosis  of  hyperparathyroidism.  Problems 
arise  in  the  differentiation  of  hypercalcemia  and  hyper- 
parathyroidism. In  the  present  investigation  elevation 
of  serum  chloride  was  found  more  frequently  than  alka- 
line phosphatase  elevation  or  radiographic  changes, 
hence  was  more  valuable  in  diagnosis.  While  some  well- 
established  diagnostic  criteria  are  helpful  in  diagnosing 
symptomatic  hyperparathyroidism,  a controlled  study 
is  necessary  to  provide  the  correct  diagnosis  and  treat- 
ment of  asymptomatic  hyperparathyroidism. 
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Loridine  LM. 

Cephaloridine 


1.5  to  3 Gm.  daily 
successfully  treats  many 
moderately  severe 
infections* 


indicated  for  use  against 
susceptible  organisms  causing: 
pneumonias  following  surgery 
abscesses 
wound  infections 
nfections  following  compound 
fractures 

urinary  tract  infections 
relatively  painless  I.M.  injection 
ogical  I.M.  follow-up  to  I.V. 
cephalosporin  therapy 


due  to  susceptible  organisms 


Special  Recommendations 

Before  Administration  of  Loridine 

1 . Demonstrate  causative  organism  s sensitivity  to  the  drug. 

2.  Determine  patient's  renal  status.  Loridine  is  contraindi- 
cated in  patients  with  azotemia. 

During  Administration  of  Loridine 

1.  .Maintain  proper  hydration. 

2.  Monitor  renal  status  — urinalyses,  urinary  output,  bu.n, 
and/or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  with  other  potentially 
nephrotoxic  drugs. 

4.  Because  nephrotoxicity  has  been  reported,  limit  daily  dose 
to  4 Gm.  maximum  ( up  to  100  mg.  per  Kg.  in  children  — not 
to  exceed  adult  dosage).  Many  serious  infections  due  to 
sensitive  organisms  will  respond  to  doses  of  1 .5  to  3 Gm.  daily. 

5.  In  patients  w ho  have  impaired  renal  function  I w ithout 
azotemia)  before  treatment,  reduce  daily  dosage,  depending 
on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function  dining 
treatment,  discontinue  therapy  with  Loridine. 


loridine 

^ » ^CEPHALORIDINE 


Please  turn  page  for  prescribing  information. 
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Actions:  All  tested  strains  of  group  A strep- 
tococci, pneumococci,  and  penicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine,  Lilly),  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con- 
centrations of  Loridine  that  can  be  achieved 
in  the  serum.  The  majority  of  strains  of 
Hemophilus  influenzae,  Proteus  mirabiiis, 
Escherichia  coli,  and  Klebsiella  are  also  sus- 
ceptible in  vitro. 

Pseudomonas  organisms  are  resistant  to 
Loridine,  as  are  most  indole-producing  Pro- 
teus species  and  motile  Aeiobacter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints,  blood- 
stream, soft  tissue,  and  skin  due  to  suscepti- 
ble strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con- 
traindicated (see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor- 
mally be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa- 
tients with  syphilis;  results  of  such  tests  are 
usually  not  available  before  antibiotic  treat- 
ment of  gonor  r hea  is  given. 
Contraindications:  Azotemia.  Hypersensi- 
tivity to  cephaloridine  or  cephalothin. 

In  its  present  form,  Lor  idine  is  poorly  ab- 
sorbed from  the  gastro-intestinal  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  excretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  penicillin-sensitive  pa- 
tients, CEPHALOSPORIN  C DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALLERGENICITV  OF  THE  PENI- 
CILLINS AND  THE  CEPHALOSPORINS.  IN- 
STANCES OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4 Gm.  daily  (see  Adverse  Reactions),  recom- 
mended doses  should  not  be  exceeded.  Pa- 
tients with  known  or  suspected  impairment 
of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
function  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  be  discontinued. 
Cephaloridine  should  not  be  used  in  patients 
with  azotemia.  When  renal  impairment  is 
present,  use  the  drug  with  caution  and  re- 
duce the  dose.  Casts  in  the  urine,  proteinuria, 
falling  urinary  output,  or  a rising  BUN  or 
serum  creatinine  may  indicate  impairment 
of  renal  function.  Give  cephaloridine  cau- 
tiously when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precautions:  Protect  ampoules  from  light, 
extemporaneous  mixtures  with  other  anti- 
biotics are  not  recommended. 

In  infections  due  to  beta-hemolytic  strep- 
tococci. continue  antibiotic  therapy  for  at 
least  ten  days  to  prevent  the  possible  occur- 
rence of  rheumatic  fever  or  glomerulone- 
phritis in  susceptible  patients.  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
should  have  dark-field  examinations  of  all 
suspect  lesions  before  treatment  and 
monthly  serologic  tests  for  a minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  performed. 

Superinfectioas  may  develop  with  organ- 
isms not  In  the  spectrum  of  Loridine,  par- 


Usual  adult  dosage, 

1.5  to  3 Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  organisms. 


ticularly  Pseudomonas.  These  can  be  recog- 
nized by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in- 
fants under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
aniiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  lest  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling's  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape”"  (urine  sugai  analy- 
sis paper,  Lilly ). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and  itch- 
ing without  discernible  skin  changes  have 
been  observed  in  about  .)  percent  of  pa- 
tients. Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  difficulty.  Approximately  1 percent 
of  patients  treated  with  Loridine  have  had  a 
lise  in  eosinophil  count.  Eosinophilia 
leached  10  percent  in  about  half  of  these. 
,A  few  instances  of  diug  fever  have  been 
leported. 

A few  cases  of  leukopenia  have  been  le- 
porled.  Elevations  of  transaminase  were 
observeil  in  a small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is.  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2 Gm.  cephaloridine 


intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic- 
ulocyte count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
led-blood-cell  count  were  ascribable  to  ad- 
ministration of  Loridine.  However,  all  of 
five  nonazotemic  patients  with  chronic  bac- 
teriuria  who  had  careful  renal  function  eval- 
uation before  and  after  a ten-day  course  of 
cephaloridine  in  dosages  of  2 Gm.  per  day  de- 
veloped impairment  in  free  water  clearance. 

Severe,  acute  renal  failure,  in  some  cases 
terminating  in  death,  has  occurred  in  a small 
number  of  patients.  The  possi- 
bility of  this  complication  seems 
to  be  greater  in  seriously  ill 
patients  given  more  than  recom- 
mended doses.  Acute  tubular 
necrosis  has  been  found  in  affect- 
ed patients  coming  to  autopsy.  Rare 
cases  of  nausea  and  vomiting  have 
**  occurred.  Pain  in  association  with  in- 
tramuscular injection  was  noted  in  less  than 
.1  percent  of  patients.  In  only  one  patient  in 
a series  of  62.^  was  the  route  changed  on 
this  account.  Phlebitis  at  the  site  of  intra- 
venous injection  has  been  rare. 
Administration  and  Dosage:  Important— Be- 
fore administering  Loridine,  see  package 
inseit  for  details  on  dilution. 

Intramuscular  Injection— Loridine  is  usu- 
ally injected  into  a large  muscle  mass. 

The  usual  adult  dosage  for  many  infec- 
tions of  moderate  severity  is  500  mg,  to  1 Gm. 
three  limes  a day  at  equally  spaced  intervals. 
Milder  and  more  susceptible  infections  have 
been  treated  with  250  to  500  mg.  given  two 
or  three  times  a day.  More  severe  infections 
may  be  treated  with  500  mg.  to  1 Gm.  four 
times  a day.  A single  2-Gm.  dose  is  recom- 
mended for  the  treatment  of  acute  gonor- 
rhea. Early  syphilis  may  be  treated  with  500 
mg.  to  1 Gm.  daily  for  ten  to  fourteen  days. 

Although  some  clinical  experience  with 
high  doses  for  life-threatening  conditions 
has  been  reported,  it  has  been  shown  that 
excessive  dosages  (above  4 Gm.  daily)  may 
cause  serious  nephrotoxic  reactions.  For 
this  reason,  Keflin®  (sodium  cephalothin, 
Lilly)  may  be  preferred  when  doses  larger 
than  4 Gm,  daily  are  considered  for  life- 
threatening  situations.  If  more  than  2 Gm. 
of  cephaloridine  is  injected  daily,  the  patient 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hospital- 
ized. In  addition,  reduced  dosage  should  be 
employed  in  patients  with  known  or  sus- 
pected renal  impairment. 

In  children,  a daily  total  of  30  to  50  mg. 
per  Kg.  (15  to  25  mg,  per  pound)  of  body 
weight,  given  in  divided  doses,  has  been 
found  effective  for  mild  to  moderately  se- 
vere infections.  A daily  total  of  100  mg.  per 
Kg.  (50  mg.  per  pound)  of  body  weight 
(not  to  exceed  recommended  adult  doses) 
may  be  needed  for  very  severe  infections. 

Intravenous  Injection— In  the  presence  of 
extremely  serious  infections  (such  as  bac- 
teremia) or  when  any  infection  seems  over- 
whelming, intravenous  administration  may 
be  indicated. 

Total  daily  dosages  are  the  same  as  with 
intramuscular  injection.  For  very  suscepti- 
ble organisms.  500  mg.  to  1.5  Gm.  per  day 
may  suffice;  for  less  susceptible  organisms 
and  for  serious  infections,  2 to  4 Gm.  per 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  {cepha- 
loridine, Lilly),  500  mg„  5-ml.  size,  rubber- 
stoppered;  I Gm.,  lO-ml.  size,  rubber- 
stoppered.  [0821691 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 

000904 


1166 


Abstracts  in  Interlingua 


Penfield,  A.  J.:  Abortion  sub  bloco  paracervical,  IVew 
York  Stated.  Med.  71:  1185  (1  de  Junio)  1971. 

Le  autor  ha  practicate,  ambulatorimente,  464  abortos 
in  le  prime  trimestre  con  dilatation,  suction  e curettage 
instrumental  sub  bloco  paracervical.  Non  esseva 
necessari  le  uso  de  premedication,  narcotics  per  os  o 
injectabile,  fluidos  intravenose  o agentes  oxytocic.  Le 
relevamento  del  dolor  e le  relaxation  cervical  esseva 
satisfactori  con  le  lidocaina  sol.  Le  unic  complicationes 
esseva  duo  casos  de  febre  bassa  e dolor  del  utero  durante 
quatro  a cinque  dies  postoperatorimente.  Istes  com- 
plicationes meliorava  depost  24  boras  de  tractamento 
antibiotic.  Tres  patientes  requireva  plus  tarde  un  curet- 
tage a causa  de  retention  de  productos  depost  le  curet- 
tage suctional  initial.  Le  gynecologistas  pote  reducer 
lor  dependentia  del  hospitalisation  del  patientes  si  illos 
usa  le  technic  recommendate  que  es  possibile  de  facer 
in  cualcun  officio  ben  equipate. 

Karpas,  C.  M.,  Payson,  B.  A.,  e Rechtshaffen,  J.: 
Metaplasia  intestinal  e carcinoma  multicentric  del 
stomacho.  New  York  State  J.  Med.  71:  1190  (1  de 
Junio)  1971. 

Iste  investigation  presenta  le  evidentia  que  le  meta- 
plasia intestinal  extensive  e sever  in  le  mucosa  gastric 
pote  esser  indicative  de  plus  que  un  tumor  maligne  del 
gastro.  Quarenta  casos  consecutive  de  carcinoma  gas- 
tric considerate  clinicmente  operabile  esseva  studiate  in 
detalio.  Le  metaplasia  intestinal  esseva  demonstrate  in 
24  del  casos.  Le  incidentia  del  carcinoma  gastric  multi- 
centric, in  iste  serie,  esseva  del  20  pro  cento.  De  8 casos 
cognoscite  de  cancer  multicentric,  6 habeva  un  intesti- 
nalisation  marcate;  iste  intestinalisation  esseva  moderate 
in  le  altere  2 casos.  Del  24  casos  con  intestinalisation,  9 
etiam  habeva  cambios  multicentric  de  carcinoma  pre- 
invasive.  Es  rationabile  presumer,  per  le  trovates,  que 
le  stimulo  pro  inducer  un  metaplasia  extensive  ben  pote 
producer,  in  le  glandulas  gastric,  cambios  cellulari  atypic 
e focos  de  transformation  maligne  preinvasive. 


Neu,  H.  C.,  Winshell,  E.  B.,  Winter,  J.,  e Cherubin, 
C.  E.:  Resistentia  antibiotic  del  Salmonella  in  le 

Nord-Est  del  States  Unite  de  .\merica.  New  York  State 
J.  Med.  71:  1196  (1  de  Junio)  1971. 

In  le  determination  del  resistentia  antimicrobian  de 
521  isolates  de  Salmonella,  esseva  trovate  que  le  21  pro 
cento  del  isolates  e.sseva  resistente  a un  o plus  antibiotic. 
Le  resistentia  antibiotic  del  S.  typhimurium  esseva  dis- 
proportionate e habeva  augmentate  marcatemente  in 
le  quatro  annos  passate.  Le  resistentia  al  ampicillina 
esseva  le  plus  frequente;  non  esseva  observate  resisten- 
tia al  chloramphenicol.  Esseva  trovate  differentias 
marcate  inter  le  sensitivitate  antibiotic  del  isolates  pre- 
sentate  durante  le  estivo  e le  hiberno;  isto  esseva  at- 
tribuite  al  differente  etates  inter  le  duo  monstras.  Le 
majoritate  del  isolates  con  resistentia  transferibile  a 
drogas  proveneva  de  hospitales  municipal  e de  pueros 
menor  que  10  annos.  Isto  suggere  que  le  resistentia  del 
Salmonella  es  passate  inter  le  pueros  de  areas  de  basso 
nivello  socioeconomic,  e non  introducite  del  animales 
domestic  o per  le  processo  de  alimentos. 


Dolman,  M.,  e Barzel,  U.  S.:  Hyperparathyroidismo 
primari;  diagnose  e tractamento.  New  York  State  J. 
Med.  71:  1201  (1  de  Junio)  1971. 

Le  coexistentia  de  morbos  associate  frequente mente 
obscure  le  diagnose  del  hyperparathyroidismo.  Le  prob- 
lemas  leva  se  in  le  differentiation  inter  hypercalcemia  e 
hyperparathyroidismo.  In  iste  studio,  le  elevation  del 
chlorido  seric  essev  trovate  plus  fequentemente  que  le 
elevation  del  phosphatasa  alkaline  o que  le  cambios 
radiographic;  de  hie  que  le  hyperchloremia  esseva  plus 
valutabile  pro  le  diagnose.  Durante  que  alicun  criterio 
diagnostic  ben  establite  es  servicial  pro  le  diagnose  del 
hyperparathyroidismo  symptomatic,  un  studio  control- 
ate  es  necessari  pro  facer  le  correcte  diagnose  e tracta- 
mento del  hyperparathyroidismo  asymptomatic. 
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TIPS  FOR  THE  IDENTIFICATION  OF  DRUG  ABUSERS 

The  following  chart  was  adapted  by  the  Suffolk  County  Medical  Society  from  one 
prepared  by  the  Suffolk  County  District  Attorney’s  Office 


Drugs  Used 

Physical  Symptoms 

Look  For 

Dangers 

Glue  Sniffing 

Violence,  Drunk 
Appearance,  Dreamy 
or  blank  expression 

Tubes  of  glue.  Glue 
smears.  Large  Paper 
Bags,  or  Handkerchiefs 

Lung/Brain/Liver  Dam- 
age, Death  through 
suffocation  or  choking. 
Anemia 

Heroin, 

Morphine, 

Codeine 

Stupor,  Drowsiness, 
Needle  marks  on  body. 
Watery  eyes.  Loss  of 
appetite.  Blood  stain 
on  shirt  sleeve. 
Running  nose 

Needle  or  hypodermic 
syringe.  Cotton,  Tour- 
niquet-string, Rope, 

Belt,  Burnt  bottle 

Caps  or  Spoons,  Glassine 

envelopes 

Death  from  overdose. 
Addiction,  Liver  and 
other  infections  due  to 
unsterile  needles 

Cough  Medicine 
containing  Codeine 
and  Opium 

Drunk  appearance. 
Lack  of  coordination. 
Confusion,  Excessive 
Itching 

Empty  bottle  of 
cough  medicine 

Addiction 

Marijuana 
(“Pot,”  “Grass”) 

Sleepiness,  Wandering 
mind.  Enlarged  pupils. 
Lack  of  co-ordination. 
Craving  for  sweets. 
Increased  appetite 

Strong  odor  of  burnt 
leaves.  Small  seeds  in 
pocket  lining. 
Cigarette  paper. 
Discolored  fingers 

Inducement  to  take 
stronger  narcotics. 
Psychological  depend- 
ence. Possible  physical 
damage? 

Hallucinogens: 
(LSD,  DMT) 

Severe  Hallucinations, 
Feelings  of  detachment. 
Incoherent  speech,  Cold 
hands  & feet.  Vomiting, 
Laughing  & crying 

Cube  sugar  with  dis- 
coloration in  center. 
Strong  body  odor. 
Small  tube  of  liquid 

Suicidal  tendencies. 
Unpredictable  behavior. 
Chronic  exposure  causes 
brain  damage 

Stimulants: 
Amphetamines 
(“Pep  Pills,” 
"Ups”) 

Aggressive  behavior. 
Giggling,  Silliness, 

Rapid  Speech,  Confused 
thinking.  No  appetite. 
Extreme  fatigue.  Dry 
Mouth,  Shakiness, 
Insomnia 

Pills  or  capsules 
of  varying  colors. 
Chain  smoking 

Death  from  overdose, 

Hallucinations, 

Psychosis 

Sedatives 
Barbiturates 
(“Goof  Balls,” 
“Downs”) 

Drowsiness,  Stupor, 
Dullness,  Slurred  speech. 
Drunk  appearance. 
Vomiting 

Pills  or  capsules 
of  varying  colors 

Death  or  unconscious- 
ness from  overdose. 
Addiction,  Convulsions 
in  withdrawal 
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I 


HOPE  Has 
the  Largest 
Waiting 
Room 

in  the  Worid 


PROJECT 

Dept.  A,  Washington,  D.C. 
20007 


From  the  day  they  are  born  to 
the  day  they  die.  over  half  the  people 
on  earth  never  see  a doctor’s 
waiting  room. 

Project  HOPE’S  medical  teams 
teach  and  heal  . . . they  go  to 
all  points  of  the  compass  . . . 
at  home  and  abroad  . . . wherever 
the  help  of  keen  minds  and 
skilled  hands  is  needed  . . . 
wherever  there  are  the  lame, 
the  blind,  the  sick,  the  hope- 
less . . . wherever  the  generosity 
of  the  American  people  makes 
HOPE’S  next  mission  possible. 

People  are  waiting.  Keep  HOPE  alive. 


Your  contribution  is  tax  deductible 
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Medical  Schools 


Albert  Einstein  College  of  Medicine 

Three-year  M.D.  program.  A five-year  grant  totalling 
$12,157,000  has  been  awarded  the  School  by  the  Depart- 
ment of  Health,  Education,  and  Welfare,  in  support  of 
the  School’s  adopting  a three-year  M.D.  training  pro- 
gram. This  will  increase  the  number  of  physicians 
trained  by  over  50  per  cent.  Instead  of  spending  four- 
teen months  spread  over  three  school  semesters  in  basic 
science  preclinical  studies,  students  in  the  three-year 
program  will  enter  during  the  summer  following  gradu- 
ation from  college  and  class  will  remain  in  session  for 
thirteen  calendar  months  interrupted  by  four  one-week 
vacation  periods. 

Columbia  University  College  of  Physicians 
and  Surgeons 

New  appointee  to  the  Willard  C.  Rappleye  professor- 
ship. Raymond  L.  Vande  Wiele,  M.D.,  has  been  named 
the  Willard  C.  Rappleye  Professor  of  Obstetrics  and 
Gynecology.  Dr.  Vande  Wiele  joined  the  faculty  in 
1955  and  was  named  full  professor  in  1968.  He  has  been 
acting  director  of  the  International  Institute  for  the 
Study  of  Human  Reproduction  since  1970,  and  this  year 
he  was  named  chairman  of  the  Department  of  Obstet- 
rics and  Gynecology. 

Downstate  Medical  Center 

Recent  appointments  and  promotions  announced  are: 

Appointments — Benjamin  A.  Ileto,  M.D.,  clinical  in- 
structor, Anesthesiology;  John  S.  Hong,  M.D.,  M.P.H., 
lecturer.  Environmental  Medicine  and  Community 
Health;  Sheldon  C.  Simon,  M.D.,  clinical  instructor. 
Medicine;  Alan  Goldfien,  M.D.,  and  Franc  Novak, 
M.D.,  visiting  professors.  Obstetrics  and  Gynecology; 
Christopher  Pavlides,  M.D.,  clinical  instructor.  Ortho- 
pedic Surgery;  Albert  L.  Sutton,  M.D.,  assistant  profes- 
sor, Pathology;  Bernard  G.  Gauthier,  M.B.,  M.R.A.C.P., 
and  Hossein  Hivand,  M.D.,  clinical  instructors.  Pedi- 
atrics; Jorge  Steinberg,  M.D.,  assistant  professor,  Dan 
Arnon,  M.D.,  and  Christopher  Y.  W.  Yung,  M.D.,  clini- 
cal instructors.  Psychiatry;  Nathan  A.  Solomon,  M.D., 
associate  professor.  Jay  P.  Sackler,  M.D.,  assistant  pro- 
fessor, Jeffrey  Rothman,  M.D.,  clinical  instructor. 
Radiology;  Raoul  C.  Psaki,  M.D.,  clinical  associate  pro- 
fessor, Rehabilitation  Medicine;  Harold  Gruber,  M.D., 
and  Sam  N.  Rizkalla,  M.D.,  clinical  instructors,  Uro- 
logy. 

Promotions — Julius  E.  Stolfi,  M.D.,  professor.  Admin- 
istrative Medicine;  Shokrollah  Mirafzali,  M.D.,  clinical 
instructor.  Anesthesiology;  Yehudi  M.  kYlman,  M.D., 
assistant  professor.  Dermatology;  Chin-Tang  Huang, 
M.D.,  assistant  professor,  Charles  LaPunzina,  M D., 
clinical  assistant  professor.  Medicine;  Edward  17  Vas- 
tola,  M.D.,  professor.  Neurology;  Richard  J.  Calame, 
M.D.,  clinical  associate  professor.  Obstetrics  and 
Gynecology;  Joseph  H.  Goldstein,  M.D.,  associate  pro- 
fessor, Ophthalmology;  Alan  G. Smith,  M.D.,  assistant 
professor.  Orthopedic  Surgery;  John  E.  Allen,  M.D., 


professor,  Senih  Fikrig,  M.D.,  associate  professor,  Han 

J.  Kim,  M.D.,  clinical  assistant  professor.  Pediatrics; 
Kiyomi  Koizumi,  M.D.,  professor.  Physiology;  Joachim 
F.  Sousa-Poza,  M.D.,  assistant  professor,  Jerome  S. 
Pass,  M.D.,  clinical  assistant  professor,  James  H.  Fin- 
kelstein,  M.D.,  Dinu  Ganea,  M.D.,  and  David  Weissel- 
berger,  M.D.,  clinical  assistant  professors.  Psychiatry; 
David  J.  Rosenblum,  M.D.,  clinical  associate  professor, 
and  E.  George  Kassner,  M.D.,  clinical  assistant  profes- 
sor, Radiology;  Joseph  Fitzgerald,  M.D.,  assistant  pro- 
fessor, Surgery. 

Faculty  honors.  James  I.  Berkman,  M.D.,  clinical  pro- 
fessor of  pathology,  elected  first  vice-president.  New 
York  Diabetes  Association;  Owen  Bernstein,  M.D., 
clinical  assistant  professor  of  psychiatry,  appointed 
representative  of  the  Physically  and  Mentally  Handi- 
capped on  the  Advisory  Council  for  Occupational  Edu- 
cation; Sheldon  J.  Bleicher,  M.D.,  associate  professor  of 
medicine,  elected  second  vice-president.  New  York  Di- 
abetes Association  and  also  appointed  consultant- expert 
by  the  International  Atomic  Energy  Agency  as  well  as 
designated  consultant  to  the  Brazilian  Atomic  Energy 
Agency;  Frank  Cifarelli,  M.D.,  instructor  of  surgery, 
elected  a member  of  the  Society  of  Thoracic  Surgeons; 
Gabriel  F.  Cucolo,  clinical  assistant  professor  of  surgery, 
appointed  to  the  Fordham  University  Council  and  to 
the  advisory  committee  for  General  Surgery  by  the 
Medical  Society  of  the  County  of  Kings;  Thurman  B. 
Givan,  M.D.,  clinical  professor  emeritus  of  pediatrics, 
appointed  chairman.  Council  on  Constitution  and  By- 
laws, American  Medical  Association;  Ramon  Rodriguez- 
Torres,  M.D.,  professor  of  pediatrics,  appointed  a mem- 
ber of  the  Royal  Society  of  Health;  Abraham  Schloss- 
man,  M.D.,  clinical  associate  professor  of  ophthalmol- 
ogy, appointed  a member  of  the  Committee  on  Oph- 
thalmic Assistants,  American  Ophthalmological  Soci- 
ety; Nathan  H.  Shackman,  M.D.,  clinical  assistant  pro- 
fessor of  medicine,  elected  president  of  the  Alumni- 
Society  of  The  Jewish  Hospital  and  Medical  Center  of 
Brooklyn  and  president  of  the  Medical  and  Dental  Staff 
of  Kingsbrook  Jewish  Medical  Center;  Harry  Sonnen- 
schein,  M.D.,  clinical  associate  professor  of  pediatrics, 
appointed  to  the  medical  advisory  committee  of  Madi- 
son Township  Board  of  Health,  Madison,  New  Jersey; 
and  Lucy  F.  Squire,  M.D.,  assistant  professor  of  radi- 
ology, elected  vice-president.  Radiological  Society  of 
North  America,  Inc. 

New  York  University  School  of  Medicine 
Promotions.  Joseph  Newall,  M.D.,  a 1947  graduate  of 
the  University  of  Edinburgh,  has  been  promoted  to  pro- 
fessor of  radiology  and,  also,  director  of  radiotherapy  at 
New  York  University  Medical  Center  which  also  in- 
cludes the  Lila  Motley  Radiation  Therapy  Pavilion  and 
Bellevue  Hospital  Center.  Gerald  Weissmann,  M.D., 
has  been  promoted  to  professor  of  medicine.  William 

K.  Hass,  M.D.,  has  been  promoted  from  assistant  pro- 
fessor of  neurology  to  professor. 
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420  Lexington  Avenue  • New  York,  N.  Y.  10017  • (212)  686-4250 


MEMBERSHIP  APPLICATION  □ 


RENEWAL  APPLICATION  □ 


(Please  Print) 


Name 


Profession 


Street 


City 


State 


Annual  Dues  To: 


Signature 


Make  check  for  SIO.OO  payable  to  the 
New  York  State  Association  of  the  Professions,  Inc. 


Fill  out  this  Application  Form 
Tear  out  and  mail 


MEMBERS  OF  SOCIETY  URGED  TO  JOIN  NYSAP 

The  New  York  State  Association  of  the  Professions  Inc.,  incorporated  under  the  membership  corporation 
law  of  the  State  of  New  York  in  January  1962,  is  composed  of  the  following  professional  societies: 

New  York  State  Association  of  Architects 

Dental  Society  of  the  State  of  New  York 

New  York  State  Society  of  Professional  Engineers 

Medical  Society  of  the  State  of  New  York 

Pharmaceutical  Society  of  the  State  of  New  York 

New  York  State  Veterinary  Medical  Society 

New  York  State  Society  of  Certified  Public  Accountants 

Representing  a potential  strength  of  over  110,000,  the  aims  and  purposes  of  the  Association  are: 

1.  To  protect  and  advance  the  common  interests  of  the  professions 

2.  To  encourage  participation  by  the  professions  in  programs  designed  to  advance  professional  ideals 
and  welfare 

3.  To  safeguard  the  public  interest  by  preventing  encroachments  on  professional  practice  by  unqualified 
persons  or  organizations 

4.  To  promote  better  understanding  among  the  professions 

5.  To  foster  the  highest  standards  of  ethics  and  professional  conduct 

6.  To  prepare  materials  and  conduct  programs  aimed  at  interesting  young  people  in  the  opportunities 
and  rewards  of  a professional  career 

The  New  York  State  Association  of  Professions,  through  its  committees  on  Education,  Public  Relations, 
Professional  Conduct  and  Ethics,  Publications,  Business  Techniques  and  Services  and  Legislation,  has 
been  of  vast  assistance  to  the  seven  member  professions  and  excellent  rapport  and  liaison  has  always  been 
evident. 

If  you  have  not  as  yet  applied  for  membership  we  urge  you  to  do  so  today. 

Carl  Goldmark,  Jr.,  M.D. 

Henry  I.  Fineberq,  M.D. 

M.S.S.N.Y.  Representatives  to  N.Y.S.A.P. 
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The  Upjohn  Company,  Kalamazoo.  Michigan  49001 


OJ970  BY  THE  UPJOHN  COMPANY 


JA70'9779 


DELTASONE®  TABLETS- 2.5  & 5 mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a weight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for  other  anti-inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatory  dis- 
ease, certain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important:  Prednisone,  like  cortisone,  is  a potent  thera- 
peutic agent  influencing  the  biochemical  behavior  of  most,  if  not 
all,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i.e.,  increase 
in  body  weight  due  to  fluid  retention)  is  not  a reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti- 
nent to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso- 
lute-herpes simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul- 
monary or  meningeal  tuberculosis,  but  should  be  used  only  in  con- 
junction with  adequate  and  effective  antituberculous  therapy  to 
which  causative  organisms  are  shown  to  be  sensitive.  Considered 
Re/af/Ve— active  or  latent  peptic  ulcer,  Cushing’s  syndrome,  diver- 
ticulitis, fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi- 
ciency, thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac- 
cinia, varicella  and  other  exanthematous  diseases,  and  fungal  infec- 
tions, and,  pregnancy  particularly  during  the  first  trimester  because 
of  observation  of  fetal  anomalies  in  experimental  animals.  If  neces- 
sary to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri- 
ate therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be- 
cause of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti- 
bacterial measures.  If  possible,  avoid  abrupt  cessation  of  corti- 
costeroid therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose,  However,  a potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon- 
tinuation of  adrenocortical  steroids.  Therefore,  if  a patient  is  sub- 
jected to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a solu- 
ble hormone  preparation  in  the  immediate  preoperative  and  post- 
operative periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes- 
tations of  latent  diabetes  mellitus  may  be  precipitated.  Cortico- 
steroids may  aggravate  myasthenic  symptoms  in  myasthenia  gravis 
and  should  be  given  with  proper  precautions. 

Muscle  weakness,  in  some  instances,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad- 
ministered corticoids.  Excessive  potassium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte- 


nance doses  of  Deltasone  (prednisone),  however,  keep  this  effect 
in  mind  and  perform  periodic  serum  potassium  determinations  in 
patients  on  prolonged  corticoid  therapy.  Muscle  weakness  occur- 
ring with  normal  serum  potassium  levels  may  be  due  to  disturbance 
in  muscle  metabolism.  Severe  myopathy  is  associated  with  sub- 
stantial doses  of  steroids  for  prolonged  periods,  and  evidence 
indicates  it  occurs  more  frequently  with  9-alpha-fluro  steroids.  Re- 
placement with  non-fluorinated  steroid  has,  in  some  instances,  re- 
sulted in  improvement. 

Retardation  of  linear  growth,  roughly  proportional  to  dose,  has 
been  noted  in  children  on  corticoids  for  six  months  or  more.  Follow- 
ing cessation  of  therapy,  growth  rate  may  be  accelerated.  There- 
fore, carefully  observe  growth  of  children  on  prolonged  corticoid 
and  if  growth  is  retarded,  reduce  dose  sufficiently  to  permit  recovery 
before  epiphyseal  closure.  Make  every  effort  to  avoid  corticoids 
during  pregnancy,  since  spontaneous  remission  of  some  diseases 
such  as  rheumatoid  arthritis  may  occur.  Long  term  corticoid  therapy 
may  evoke  hyperacidity  or  peptic  ulcer,  therefore,  as  prophylaxis, 
an  ulcer  regimen  and  antacid  are  highly  recommended.  Take  X-rays 
in  peptic  ulcer  patients  complaining  of  gastric  distress,  and, 
whether  or  not  changes  are  noted,  an  ulcer  regimen  is  recom- 
mended. Since  prednisone  causes  less  salt  and  water  retention 
than  many  other  glucocorticoids,  patients  should  be  observed 
closely  for  development  of  undesirable  hormonal  effects  that  are 
less  obvious  indications  of  steroid  toxicity  than  edema  and  hyper- 
tension due  to  salt  and  water  retention.  Continued  supervision  of 
patients  after  cessation  of  therapy  is  essential,  since  there  may  be 
a sudden  reappearance  of  severe  disease  manifestation. 

Adverse  Reactions:  Adverse  reactions  associated  with  use  of  corti- 
coids include:  Cushing’s  syndrome,  moon  facies,  supraclavicular 
fat  pads,  hirsutism,  striae  and  acne;  relative  adrenocortical  insuffi- 
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Movement  Therapy  in  Hemiplegia:  A Neurophysio- 
logic Approach.  By  Signe  Brunnstrom,  M.A.  Quarto 
of  192  pages,  illustrated.  New  York,  Harper  & Row, 
Publishers,  1970.  Cloth,  $13.50. 

The  author,  a well-known  physiotherapist  with  exten- 
sive experience,  provides  an  explanation  of  methodology 
for  rehabilitative  therapy  based  on  a physiologic  ap- 
proach. She  shows  that  the  physiologic  substrate  can  be 
utilized  by  extending  it  in  the  direction  indicated  and 
initiated  by  that  physiologic  mechanism  wherever  it 
exists.  The  thesis  that  early  appearance  of  patterns  of 
increased  muscle  tone  herald  the  onset  of  various  pos- 
sibilities of  functional  extremity  activity  is  emphasized. 
These  indications  may  be  usefully  employed  by  the 
patient  and  the  therapist  for  facilitation  when  therapy  is 
being  carried  out. 

Therapy,  in  general,  is  designed  to  prevent  fixation  of 
joints,  loss  of  muscle  volume  and  power,  and  to  encour- 
age learning  to  maneuver  in  response  to  the  available 
residual  muscle  activity  arrangements  that  persist  in  the 
presence  of  pathology  that  has  left  some  complete  and 
some  partial  destruction  of  function.  There  appears  to 
be  a relative  uniformity  in  the  sequence  of  events  that 
could  be  viewed  as  trends  enabling  the  therapist  and 
patient  to  maneuver  in  a direction  that  can  be  most 
economical.  These  patterns  prevail  despite  cerebral 
dominance  and  sensory  alterations. 

There  is  a need  for  a book  such  as  this.  The  tendency 
to  neglect  rehabilitative  procedures  is  relatively  wide- 
spread. The  book  shows  that  there  is  a physiologic  basis 
for  treatment.  It  is  written  for  both  physicians  and 
physiotherapists.  Morton  H.  Hand,  M.D. 

Basic  Immunology.  By  E.  R.  Gold,  M.D.,  and  D.  B. 
Peacock,  M.B.  Octavo  of  416  pages,  illustrated.  Bal- 
timore, Maryland,  The  Williams  & Wilkins  Company. 
1970.  Cloth,  $8.00. 

This  primer  is  a good  exposition  of  our  present  knowl- 
edge of  immunology  by  authorities:  E.  R.  Gold,  child 
health;  D.  B.  Peacock,  virology  and  immunology;  J.  V. 
Jones,  medicine;  M.  0.  Symes,  experimental  surgery; 
W.  J.  Harrison,  pathology  from  Bristol  University;  and 
T.  E.  Blecher,  consultant  hematologist,  Nottingham 
General  Hospital.  The  book  well  serves  its  intended 
purpose  for  use  by  students  of  medicine  and  allied  scien- 
tific disciplines;  those  who  desire  a basic  knowledge  of 
immunology.  The  final  chapters  on  transplantation  and 
tumor  immunology,  as  well  as  autoimmunity,  are  sub- 
jects which  currently  stimulate  intense  interest.  Graphs 
and  illustrations  are  ample.  The  historical  footprints  of 
t scientific  pathfinders  are  generously  described.  The 
r book  lends  itself  for  those  interested  in  investigative 
procedures.  Chauvinistic  consideration  prompts  the 
desire  of  better  recognition  of  the  efforts  of  A.  S.  Weiner, 
especially  for  his  introduction  of  the  conception  of  block- 
ing antibodies.  Bernard  Seligman,  M.D. 


Clinical  Virology,  The  Evaluation  and  Management 
of  Human  Viral  Infections.  Edited  by  Robert  Debre, 
M.D.,  and  Josette  Celers,  M.D.  Quarto  of  871  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Company, 
1970.  Cloth,  (no  price  listed) 

This  excellent  expose  of  the  clinical  features  of  viral 
diseases  is  written  by  a select  group  of  international 
scientists  interested  in  virology.  The  editors  are  headed 
by  the  venerable  Robert  Debre,  a leader,  a stimulator  of 
other  investigators,  and  a contributor  to  virology,  medi- 
cal science,  and  medical  education  in  France.  The  fore- 
word by  John  F.  Enders  states  that  this  textbook  reca- 
pitulates our  present  knowledge  of  virology,  with  the  pa- 
tient suffering  from  a viral  infection  the  cynosure.  Al- 
though it  has  taken  several  years  to  be  translated  and 
reprinted  its  facts  are  definite  and  concrete.  It  still 
measures  well  for  the  contemporary  knowledge  of  virol- 
ogy. While  a few  pictures  of  patients  might  be  added, 
viz.  in  chicken  pox,  measles,  and  rubella,  other  diseases 
do  have  photographs.  Numerous  microscopic  pictures 
and  tables  are  shown.  The  contents  are  presented  as  the 
virus  effect  on  neurologic,  muscular,  digestive,  respira- 
tory, cutaneous,  cardiovascular,  hematopoietic,  lym- 
phatic, urogenital  systems,  on  the  eyes  and  ears,  as  well 
as  other  broad  aspects  of  viral  diseases  and  related  dis- 
eases of  lower  organisms.  The  effect  on  chromosomes 
and  tumor  production  are  also  found.  The  vaccination 
calendar  is  also  presented.  The  uses  of  antiviral  agents 
and  gamma  globulin  are  discussed.  The  literary  skill 
of  the  authors  and  the  publishers  in  the  format  make  for 
facile  and  delightful  reading.  This  book  should  be  of 
interest  to  the  medical  student,  clinician,  epidemiolo- 
gist, and  immunologist.  Bernard  Seligman,  M.D. 

Infection  Control  in  the  Hospital.  Revised  edition. 
Octavo  of  154  pages,  illustrated.  Chicago,  Illinois, 
American  Hospital  Association,  1970.  Paperback,  $4.00. 

This  book  was  compiled  by  the  American  Association 
Committee  on  Infections  Within  Hospitals  as  a hand- 
book for  those  hospital  workers  responsible  for  the  con- 
trol of  hospital-acquired  infections.  The  focus  for  infec- 
tion control  is  the  Infection  Control  Committee.  The 
hospital  epidemiologist  is  a physician  with  special  train- 
ing in  epidemiology,  who  plans  investigations,  and  is  the 
working  arm  of  the  committee.  The  infection  control 
nurse  carries  out  the  practical  aspects  of  infection  con- 
trol, including  collection  of  data  on  infections,  and  sur- 
veillance of  isolation  technic. 

In  general,  the  book  is  well-written  and  offers  numer- 
ous practical  guides.  Hospital  officials  planning  new 
construction  would  do  well  to  consult  the  recommenda- 
tions for  isolation  room  design.  Those  workers  responsi- 
ble for  sterilization  of  surgical  instruments  will  find  a 
helpful  discussion  on  ethylene  oxide  sterilization.  Rec- 
ommendations for  isolation  measures  are  concisely 
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stated.  Some  of  the  other  recommendations,  however, 
while  appropriate  for  200-  to  300-bed  hospitals,  become 
unduly  cumbersome  for  large  institutions.  A monthly 
line  listing  of  hospital-acquired  infections  would  be  ex- 
tremely arduous  and  require  many  infection  control 
nurses.  Some  of  the  sample  forms  do  not  seem  to  have 
been  tested  by  inhospital  use.  The  suggested  monthly 
reporting  form  does  not  permit  calculation  of  a surgical 
wound  infection  rate.  Hopefully,  the  suggestions  made 
in  the  handbook  will  not  be  adopted  uncritically  as  re- 
quirements by  the  various  hospital  accreditation  com- 
mittees. One  would  hope  that  future  editions  will  be 
modified  by  subsequent  experience  and  by  the  recogni- 
tion of  the  needs  of  larger  hospitals.  In  spite  of  these 
criticisms,  this  manual  contains  a succinct  presentation 
of  many  aspects  of  infection  control,  and  should  be  read 
by  all  concerned  with  infection  control,  and  be  consulted 
frequently  by  the  Hospital  Infection  Control  Com- 
mittee. Stephen  J.  Seligman,  M.D. 
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Book  Notes 


Advances  in  Blood  Grouping  III.  Kdited  by  Alexander 
S.  Wiener,  M.I).  Quarto  of  658  pages,  illustrated.  New 
York,  (irune&  Stratton,  Inc.,  1970.  Cloth,  $19.75. 

The  present  volume  is  the  fourth  in  a series  that  was 
started  in  1954,  with  the  publication  of  “Kh-Hr  Blood 
Types,  Applications  in  Clinical  and  Legal  Medicine  and 
Anthropology;  Selected  Articles  in  Immunohematology” 
by  Dr.  Wiener.  That  book  was  a collection  of  his  articles 
dealing  with  the  discovery  of  the  Rh  factor;  the  serology, 
genetics,  and  nomenclature  of  the  Hh-Hr  bl(K)d  types  and 
their  practical  applications,  arranged  by  topic,  with 
preface  and  index.  In  the  introduction  to  this  present 
book,  the  history  of  the  literature  of  blood  grouping  is 
described. 

Surgery  Annual.  Vol.  2,  1970.  Kdited  by  Philip 
Cooper,  M.D.,  and  Lloyd  M.  Nyhus,  M.I).  Quarto  of 
352  pages,  illustrated.  New  York,  Appleton-Century- 
Crofts,  1970.  Cloth,  $15. 

This  series  presents  surgical  subjects  of  considerable 
current  interest;  comments  on  the  major  developments 
in  the  basic  sciences  and  in  the  clinical  practice  of  sur- 
gery. It  also  includes  chapters  on  subject  matter  which 
is  not  readily  available  or  critically  presented  in  other 
publications. 

Concise  Anatomy.  Third  edition.  By  the  late  Linden 
F.  Edwards,  Ph.D.,  and  George  R.  L.  Gaughran,  Ph.D. 
Quarto  of  582  pages,  illustrated.  New  York,  McGraw- 
Hill  Book  Company,  1971.  Cloth,  $11.95. 

The  primary  object  of  this  work  is  to  present  in  a concise 
manner  the  basic  principles  of  anatomy,  including  the 
comparative,  developmental,  descriptive,  histologic, 
and  neurologic  aspects.  It  is  intended  for  the  use  of 
students  who  are  majoring  in  nursing,  occupational  ther- 
apy, physical  therapy,  and  such,  and  who  may  not  be  re- 
quired or  have  the  opportunity  to  study  any  of  the  cog- 
nate branches  of  anatomy. 

Clinical  Endocrinology.  Fifth  edition.  By  Laurence 
Martin,  M.D.  Octavo  of  338  pages,  illustrated.  Balti- 
more, The  Williams  & Wilkins  Company,  1969.  Cloth, 
$10. 


This  work  is  intended  for  general  practitioners  and  medi- 
cal students  needing  a concise  account  of  the  current 


position  in  this  rapidly  advancing  subject.  New  and  re- 
written sections  include  those  on  tests  for  pituitary, 
adrenal  and  thyroid  functions,  calcitonin  and  autoanti- 
bodies in  Addison’s  disease.  The  subject  of  diabetes 
mellitus  has  been  deliberately  excluded  as  tbe  author 
feels  a disproportionate  amount  of  space  would  be 
needed  to  deal  with  such  an  important  disease. 

Training  and  Conditioning  of  Athletes.  By  Max  M. 
Novich,  M.D.,  and  Buddy  Taylor,  B.S.,  M.S.  Octavo  of 
274  pages,  illustrated.  Philadelphia,  Lea  & Febiger, 
1970.  Paper,  no  price  listed. 

This  book  is  designed  to  give  the  reader  an  awareness  in 
depth  of  the  tremendous  efforts  put  forth  by  the  athlete 
and  athletic  supervisory  personnel  and  the  many  prob- 
lems they  encounter.  Of  especial  interest  is  the  chapter 
devoted  to  the  use  of  drugs  in  sport.  There  is  a discus- 
sion of  the  wide  variety  of  drugs  used,  as  well  as  a section 
on  the  ethical  and  medical  aspects  of  dope  in  sports. 

Immunology  for  Undergraduates.  By  D.  M.  Weir, 
M.D.  University  of  Edinburgh  Medical  School.  Duo- 
decimo of  139  pages,  illustrated.  Baltimore,  The  Wil- 
liams & Wilkins  Company,  1970.  Paperback,  $4.50. 

This  short  survey  of  immunology  is  derived  in  the  main 
from  lecture  material  prepared  for  medical  students  in 
the  paraclinical  stage  of  their  course  and  for  science 
undergraduates  in  third  year  microbiology.  The  aim  of 
the  book  is  to  provide  a short  text  suitable  for  under- 
graduates not  necessarily  intending  to  specialize  in  im- 
munology but  who  wish  to  be  familiar  with  the  general 
principles  of  immunological  phenomena  and  their  wide 
ranging  relevance  in  biology  and  medicine. 

Textbook  of  The  Fundus  of  the  Eye.  Second  edition. 
By  Arthur  J.  Ballantyne,  LL.D.,  M.D.  (Glasg.),  and 
Isaac  C.  Michaelson,  F.R.C.P.,  Ph.D.  (Glasg.).  Quarto 
of  736  pages,  illustrated.  Baltimore,  The  Williams  & 
Wilkins  Co.,  1970.  Cloth,  no  price  listed. 

New  developments  in  ophthalmology  during  the  past 
decade  have  necessitated  a new  edition  of  this  book. 
This  new  increase  in  knowledge  includes  the  fields  of 
fluorescein  photography,  ultrasonography,  electrical 
investigation  of  the  visual  apparatus,  and  preventive 
therapy  of  retinal  detachment.  The  authors  hope  that 
this  textbook  will  overcome  the  resulting  fragmentation 
of  new  information. 
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Editorials 


Waring  Willis,  M.D. 


Waring  Willis,  M.D.,  of  Bronxville,  president  of  the  Medical  Society  of  the  State 
of  New  York  1965  to  1966,  died  on  April  25,  1971,  at  the  age  of  sixty-nine. 

Dr.  Willis  was  born  in  Ireland  and  brought  up  in  Canada.  He  graduated  in 
medicine  from  Queens  University  Faculty  of  Medicine,  Kingston,  Ontario,  and 
took  subsequent  training  in  this  country  in  obstetrics  and  gynecology.  He  became 
director  of  obstetrics  and  gynecology  at  Lawrence  Hospital  in  Bronxville  and  at 
Grasslands  Hospital,  Valballa. 

Dr.  Willis  was  a former  president  of  tbe  Westchester  County  Medical  Society 
and  a prime  mover  in  obtaining  the  new  medical  school  for  Westchester  County 
now  under  construction. 

He  had  been  a delegate  to  tbe  American  Medical  Association,  a member  of  the 
Folsom  Committee  to  study  hospital  costs,  and,  at  the  time  of  his  death,  was  a 
trustee  of  the  Medical  Society  of  the  State  of  New  York. 

His  enthusiasm  and  thoroughness  in  all  tasks  will  be  sorely  missed  in  the  Council 
of  the  Medical  Society  of  the  State  of  New  York. 


M.D.  license  plates  for  professional  corporations 


The  Medical  Society  of  the  State  of  New  York 
has  been  advised  by  the  Department  of  Motor 
Vehicles  of  the  State  of  New  York  that  the  follow- 
ing procedures  must  be  followed  in  order  for  med- 
ical professional  corporations  to  obtain  M.D.  plates 
in  the  name  of  the  corporation: 

“In  order  to  be  eligible  for  special  plates  as  a 
professional  corporation,  the  corporate  name  must 
end  with  the  words  ‘Professional  Corporation’ 
or  the  abbreviation  P.C.” 

An  individual  may  effect  a change  of  registration 
at  any  time,  provided  he  surrenders  his  current 
plates  and  the  corporation  obtains  new  plates  as  a 
new  registrant. 

An  individual  desiring  to  transfer  bis  existing 
plates  to  a corporation  must  wait  until  the  expira- 


tion of  his  current  plates  to  effect  the  change.  Im- 
mediately after  the  expiration  date  the  corporation 
may  apply  for  a transfer  of  those  plates  to  the  cor- 
porate name. 

Proof  of  insurance  in  the  name  of  the  corpora- 
tion is  required  in  either  situation. 

Our  present  policy  of  issuing  only  one  special 
plate  per  professional  has  remained  unchanged. 
Therefore,  a corporation  applying  for  professional 
plates  will  be  required  to  complete  a certification 
that  tbe  total  number  of  plates  issued  in  the  name 
of  that  corporation  and  to  individual  members  of 
that  corporation  does  not  exceed  the  number  of 
professional  members  of  that  corporation.  A spe- 
cial form  for  this  certification  will  be  available  at 
all  issuing  offices.” 
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MEMORANDUM 


M pH  new  YORK  S TAT  E JOURNAL  OF  MEDICINE 

medical  society  of  the  state  of  new  YORK 

J^js  7 BO  THIRD  AVENUE,  NEW  YORK,  N.  Y.  10017  YUkon  e-5757 


FROM:  DR.  FINEBERG,  DR. HAMMOND 

It  has  become  increasingly  apparent  that  deadlines  for  the  January  I and  15  Issues 
of  the  JOURNAL  must  be  met  if  the  Program  Book  and  House  of  Delegates  Handbook 
(made  up  from  standing  type  of  these  issues)  and  ongoing  issues  of  the  JOURNAL  are 
to  be  published  on  time.  It  is  not  necessary  to  delay  reports  for  the  January  1 
and  January  15  issues  awaiting  end-of-the-year  and  fiscal  summations.  These  will 
normally  appear  in  the  June  1 issue.  We  ask  that  you  and  members  of  your  committees 
cooperate,  so  that  these  deadlines,  ending  December  1,  will  be  met  and  we  can 
"clear  the  decks"  for  necessary  work  pertaining  to  the  Annual  Convention  and  the 
regular  issues  of  the  JOURNAL. 

We  impress  upon  you  the  fact  that  material  for  the  Convention  Issues  (January  1 and 
15)  received  before  November  15  will  appear  in  the  January  1 issue  and  material 
received  up  to  and  including  December  1 will  be  included  in  the  January  15  issue. 


Any  material  that  comes  in  after  these  dates  can  be  set  up  and  distributed  to  members 
from  masters.  Any  material  that  must,  according  to  the  Bylaws,  be  received  by 
members  a month  before  the  Annual  Convention,  must,  of  course,  appear  in  the  January 
1 issue.  May  we  ask  that  meetings  be  scheduled  bearing  these  deadlines  in  mind. 


TO: 


Officers,  Sections  and  Sessions  Chairmen,  and  others  responsible  for  Reports 
and  Programs  to  appear  in  the  January  1 and  15  issues  of  the  JOURNAL 


NO  MATERIAL  WILL  BE  ACCEFTED  FOR  THESE  ISSUES  OF 


THE  JOURNAL  AFTER  THESE  DATES: 


For  January  1 issue  - on  or  before  November  15 


For  January  15  issue  - on  or  before  December  1 


WILLIAM  HAMMDND,  M.D. 
Editor 
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Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygrotori  chlorthalidone  usp 

Makes  water,  not  waves. 


know 

diuretics 

medically 


Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hygroton'^  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 

Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
initiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 

Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
determination  of  the  HUN  is  indicated.  Discontinue  if  the  HUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  AU  I'll,  or  digitalis.  ,Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potentiated  when  chlorthalidotie  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  Uf.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
■ ompounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
day.  How  Supplied:  White,  single-scored  tablets  ol  100  tng.  atid  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (H)46-230-G  For  full  details,  please 
, ■ the  complete  prescribing  information, 

■■  .Elf  »Y  I’harmaceuticals,  Division  of  CIBA-GIilGY  Corporation,  Ardsley,  New  York  10502  hy.  7;c4-9 


Scientific  Articks 


ABORTION  UNDER 

PARACERVICAL 

BLOCK 

A.  JEFFERSON  PENFIELD,  M.D., 

F.A.C.O.G. 

Syracuse.  New  York 

Medical  Director,  Planned  Parenthood  of  Syracuse,  Inc.,  and 
Assistant  Professor,  Department  of  Obstetrics  and  Gynecology, 
Upstate  Medical  Center 


Is  abortion  a justifiable  back-up  method  of  birth 
control?  With  the  July  1,  1970,  enactment  of  the 
New  York  State  Abortion  Law,  the  Legislature 
gave  an  affirmative  answer.  Now  any  woman  in 
New  York  State  can  legally  contract  with  a phy- 
sician to  terminate  her  pregnancy  up  to  the  twenty- 
fourth  week.  Pressures  are  mounting  in  other 
states  for  repeal  or  reform  of  their  abortion  laws. 

Greater  efforts,  of  course,  must  be  made  in  the 
field  of  birth  control.  Let  us  help  our  patients 
prevent  unwanted  pregnancies.  When  we  fail, 
however,  and  are  asked  to  terminate  these  preg- 
nancies, some  of  us  at  least  must  be  prepared  to 
perform  safe  surgical  abortions. 

The  author’s  experience  with  more  than  600  pa- 
tients aborted  between  November,  1969,  and  April, 
1971,  has  convinced  him  that  pregnancies  under 
twelve  weeks  duration  may  be  saifely  and  painlessly 
terminated  by  dilatation  and  curettage  under 
paracervical  anesthesia.  Both  standard  and  suc- 
tion curettage  technics  were  used.  In  no  instance 
was  hospitalization  necessary. 

Review  of  literature 

A number  of  papers  have  appeared  in  American 
and  European  journals  on  outpatient  dilatation 
and  curettage  for  diagnostic  purposes,  for  com- 
pletion of  incomplete  abortions,  and  for  thera- 
peutic abortions.  Israel  and  Mazer^  reported  in 
1938  on  their  experience  with  305  patients  on  whom 
they  performed  office  curettage  for  abnormal 


The  author  performed  more  than  600  first-trimester 
abortions  by  dilatation  and  suction  and  instrumental 
curettage  under  paracervical  block  as  an  outpatient 
procedure.  Ib-emedication,  systemic  narcotics,  in- 
travenous fluids,  and  oxytocic  agents  were  found  un- 
necessary. Pain  relief  and  cervical  relaxation  were 
good  with  lidocaine  used  alone.  The  only  complica- 
tions were  2 cases  of  low-grade  fever  and  uterine 
tenderness  four  to  five  days  postoperatively  subsid- 
ing after  twenty-four  hours  of  antibiotic  therapy, 
and  3 patients  who  later  required  standard  curet- 
tage because  of  retained  products  after  initial  suc- 
tion curettage.  Gynecologists  can  lessen  their  de- 
pendence on  inpatient  hospital  facilities  by  adopting 
the  technic,  which  is  suitably  performed  in  any  well 
equipped  office. 


bleeding.  In  every  case  satisfactory  tissue  for  di- 
agnosis was  obtained;  and,  except  for  one  perfora- 
tion without  adverse  consequence  and  one  “mild 
infection,”  no  significant  complications  were  re- 
ported. Credit  was  given  to  Howard  Kelly,  M.D., 
who  advocated  this  procedure  in  1924. 

Despite  these  authoritative  reports  on  the  ad- 
vantage of  office  curettage,  the  past  thirty  years 
have  seen  the  great  majority  of  these  procedures 
performed  in  hospital  operating  rooms  under 
general  anesthesia.  This  routine  is  appropriate 
for  the  very  anxious  patient  who  cannot  relax  suf- 
ficiently to  be  examined  properly  awake,  but 
hospitalization  for  curettage  is  unnecessary  for 
the  great  majority  of  patients. 

In  the  past  ten  years  there  has  been  renewed 
interest  in  performing  dilatation  and  curettage 
procedures  in  the  outpatient  department  or  in  the 
well-equipped  gynecologist’s  office.  Mengert  and 
Slate  in  1960^  reported  on  diagnostic  dilatation 
and  curettage  as  an  outpatient  procedure  on  403 
patients.  Benzalkonium  1:100,000  was  used  to 
wash  the  vagina,  and  gloves  were  not  used.  A 
self-retaining  retractor  was  employed,  and  10  to  20 
cc.  of  1 per  cent  aqueous  procaine  were  instilled 
into  each  paracervical  area.  Satisfactory  anes- 
thesia was  obtained  in  all  cases,  and  the  single 
complication  of  significance  was  a drop  of  blood 
pressure  to  60/45  in  one  elderly  patient  immediate- 
ly after  injection  of  the  anesthetic.  The  pressure 
returned  to  normal  promptly  with  the  aid  of 
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pressor  drugs.  In  1964  Connar  and  Bepko^  report- 
ed on  605  cases  of  dilatation  and  curettage  for  in- 
complete abortion  under  pudendal  and  paracervi- 
cal block.  Ten  cc.  of  mepivacaine  1 per  cent  were 
deposited  in  each  paracervical  area  at  4:00  and 
8:00  o’clock.  All  patients  received  premedication, 
usually  sodium  pentobarbital  and  scopolamine. 
Satisfactory  anesthesia  was  obtained  in  604  of  605 
patients.  There  were  no  major  complications. 

In  1967  Van  Praagh  and  Povey'*  reported  on  para- 
cervical block  for  dilatation  and  curettage  in  176 
patients  from  fifteen  to  fifty-five  years  of  age,  in- 
cluding cases  of  dysfunctional  bleeding,  incom- 
plete and  septic  abortions,  postpartum  hemor- 
rhage, and  therapeutic  abortions.  There  were 
no  recognized  complications.  Good  pain  relief  was 
obtained  in  168,  fair  relief  in  4,  and  poor  relief  in 
4.  The  8 unsatisfactory  effects  were  thought  to  be 
due  to  poor  placement  of  the  anesthetic,  for  all 
occurred  during  the  first  weeks  of  the  study  as  the 
technic  was  being  perfected.  In  1969  Jorgensen® 
reported  on  paracervical  block  in  curettage  for  di- 
agnostic purposes  and  for  abortion  in  373  patients. 
Using  pethidine  as  premedication,  a satisfactory 
analgesic  effect  was  observed  in  90  per  cent  of  the 
patients.  The  only  serious  side-effect  noted  was 
transient  shock  in  a seventy-three-year-old  patient, 
whose  blood  pressure  fell  from  170/100  to  70/40 
immediately  after  the  injection  of  18  ml.  of  leoste- 
sin-noradrenaline  1 per  cent  in  the  paracervical 
tissues.  No  change  in  consciousness  occurred. 
A few  minutes  after  she  had  received  oxygen  and 
dextran,  her  blood  pressure  returned  to  normal. 

Thus,  out  of  a total  of  1,862  patients  reported 
who  had  dilatation  and  curettage  under  paracervi- 
cal block,  there  was  not  a single  serious  complica- 
tion resulting  from  the  procedure.  Satisfactory 
analgesia  was  obtained  in  well  over  90  per  cent  of 
the  cases. 

In  recent  years,  suction  or  aspiration  curettage 
has  become  the  method  of  choice  for  uterine  evacu- 
ation, particularly  in  women  more  than  six  weeks 
following  conception.  Initial  aspiration  of  uterine 
contents  may  be  accomplished  in  less  than  three 
minutes,  and  is  usually  accompanied  by  very  little 
bleeding.  It  is  advisable  to  follow  this  up,  none- 
theless, with  standard  instrumental  curettage  to 
clean  out  adherent  fragments  or  loosened  decidua. 
Extensive  experience  with  this  method  was  report- 
ed by  three  investigators  at  the  April,  1970,  meet- 
ing of  the  American  Association  of  Planned  Parent- 
hood Physicians.*’”” 

Patients 

In  the  twelve-month  period  between  November 
1,  1969,  and  November  1,  1970,  the  author  person- 
ally performed  291  first-trimester  abortions,  all  as 
outpatient  procedures  under  paracervical  block. 
Of  these,  187  were  performed  in  the  Planned 
Parenthood  Center,  and  104  in  the  author’s  private 
*)ffice. 


TABLE  I.  Duration  of  pregnancy 


Number  of  Weeks 

Number  of  Patients 

4 

3 

5 

13 

6 

24 

7 

29 

8 

27 

9 

29 

10 

18 

11 

3 

12 

1 

The  following  analysis  of  the  first  147  cases  is 
representative  of  the  series  as  a whole.  The  aver- 
age age  of  patients  was  twenty-four  years,  with  the 
oldest  patient  being  forty-six  and  the  youngest 
fourteen  years.  Patients’  marital  status  was: 
single,  84;  married,  49;  divorced,  8;  separated,  4; 
and  widowed,  2. 

The  duration  of  pregnancy  from  assumed  date 
of  conception  (add  two  weeks  if  standard  nomen- 
clature used)  is  shown  in  Table  I. 

The  estimated  blood  loss  from  onset  of  pro- 
cedure to  one  hour  postoperative  was:  10  to  20  cc., 
33  patients;  20  to  50  cc.,  70  patients;  50  to  100  cc., 
35  patients;  and  100  to  200  cc.,  9 patients. 

Patients  presented  themselves  either  on  their 
own  initiative  or  were  referred  from  private  physi- 
cians, the  Clergy  Consultation  Service,  or  Planned 
Parenthood.  All  patients  were  examined  by  the 
author  or  by  another  gynecologist  between  one  day 
and  three  weeks  before  the  procedure.  Whenever 
appropriate,  the  patient’s  husband,  family,  or  boy 
friend  were  consulted  to  be  certain  that  alternative 
solutions  to  these  “problem  pregnancies’’  had  been 
explored.  If  the  patient  and  other  involved  persons 
reached  a firm  decision  in  favor  of  pregnancy 
termination,  the  procedure  was  scheduled  as  soon 
as  convenient. 

Procedure 

The  patient  arrived,  preferably  after  a good 
night’s  sleep,  having  had  no  food  or  water  for  at 
least  eight  hours.  The  first  30  patients  all  received 
premedication  consisting  of  narcotics,  tranquil- 
izers, or  sedatives.  Many  of  them,  however,  experi- 
enced the  side-effects  of  nausea,  drowsiness,  and 
dizziness.  During  the  next  several  months  the 
patients  received  no  premedication,  and  there  was 
no  apparent  increase  in  apprehension  or  discom- 
fort. 

With  each  of  the  first  50  patients,  an  intravenous 
solution  of  5 per  cent  dextrose  in  water  containing 
40  units  (4  cc.)  of  oxytocin  was  run  in  rapidly  dur- 
ing the  procedure.  None  of  the  remaining  patients 
has  received  any  intravenous  fluids  or  any  oxytocic 
agents,  and  there  has  been  no  increase  in  uterine 
blood  loss  nor  any  detectable  difference  in  uterine 
tone. 
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FIGURE  1 (A)  Office  equipped  for  abortion  under  paracervical  block  (B)  Instruments  used  in  performing  dilatation 

and  curettage 


Figure  1 shows  the  equipment  and  instruments 
necessary  to  the  operation. 

Preoperatively  the  patient’s  pulse  and  blood 
pressure  were  taken.  A repeat  pelvic  examination 
was  done  to  confirm  uterine  size  and  position  and 
to  rule  out  any  infection  or  abnormalities.  A large 
bivalve  speculum  was  then  inserted  and  the  vagina 
and  cervix  thoroughly  cleansed  with  three  separate 
scrubs  of  full-strength  povidone-iodine  solution 
(Betadine),  taking  care  to  rotate  the  speculum  so 
as  to  reach  every  portion  of  the  vagina. 

The  cervix  was  then  grasped  with  a single-tooth 
tenaculum,  and  gentle  traction  applied  to  expose 
the  posterior  vault  of  the  vagina.  Xylocaine 
hydrochloride  (Lidocaine)  1 per  cent  with  1:100,- 
000  epinephrine  was  then  injected  through  a 20- 
gauge  4-inch  hypodermic  needle  whose  point  lay 
about  \ cm.  beyond  the  vaginal  mucosa  (Fig.  2). 
Eight  cc.  were  deposited  at  4:00  o’clock  and  8 cc. 
at  8:(X)  o’clock  to  block  the  uterovaginal  plexus  of 
Frankenhauser,  a cluster  of  ganglia  in  the  utero- 
sacral  region  just  lateral  to  the  internal  cervical  os. 
This  solution  blocks  all  the  sensory  nerves  from  the 
uterus  which  run  from  the  uterosacral  ligament 
areas  into  the  pelvic  and  hypogastric  plexuses. 

Recently  the  author  has  produced  more  consis- 
tent total  cervical  anesthesia  and  greater  internal 
os  relaxation  by  injecting  5 cc.  each  at  4:00  and 
8:00  o’clock  and  3 cc.  each  at  2:00  and  10:00 
o’clock.  The  plunger  of  the  syringe  was  withdrawn 
slightly  before  and  two  to  four  times  during  the 
administration  of  the  lidocaine  at  each  site.  No 
patient  received  more  than  20  cc.  of  the  anesthetic 
solution. 

The  patient  was  allowed  to  rest  for  three  to  five 
minutes  to  allow  for  diffusion  of  the  anesthetic  and 
to  detect  any  adverse  reaction  to  the  lidocaine. 
Surgical  masks,  sterile  gloves,  and  sterile  instru- 
ments were  used.  The  operator  straightened  the 
cervicouterine  angle  and  gently  sounded  the 
uterus,  carefully  ascertaining  the  direction  of  the 

J 


c cervical  canal  and  the  location  of  the  internal  os. 

Hegar  dilators  were  then  introduced,  beginning 
e with  number  2 (2  rom.).  Extreme  care  and  gentle- 
d ness  were  practiced  during  the  dilatation  (Fig.  3). 
!.  For  pregnancies  under  six  weeks,  dilatation  beyond 
i-  number  8 Hegar  was  found  to  be  unnecessary.  If 
e over  eight  weeks,  and  if  the  suction  curet  was  to  be 
e used,  dilatation  up  to  number  13  Hegar  (13  mm.) 
e was  usually  accomplished  without  difficulty,  even 
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FIGURE  2.  Anesthetic  administered  to  paracervical 
area. 


1 


FIGURE  3.  (A)  Hegar  dilator  introduced  into  cervix.  (B)  Hollow  plastic  curet  inserted. 


in  the  primigravida  patient.  An  advantage  of 
paracervical  over  general  anesthesia  is  that  it  does 
relax  the  internal  os  and  therefore  facilitates  dila- 
tation. Most  patients  found  this  part  of  the  pro- 
cedure entirely  painless. 

Following  dilatation  of  the  cervix,  uterine 
evacuation  was  then  accomplished  usually  hy  the 
suction  method,  utilizing  hollow  plastic  curets  of 
varying  diameters,  attached  by  means  of  rigid 
plastic  tubing  to  a two-bottle  aspiration  apparatus, 
whose  motor  was  capable  of  producing  a negative 
pressure  throughout  the  system  of  25  to  30  inches 
of  mercury.*  Following  uterine  aspiration,  sharp 
instrumental  curettage  was  employed  in  all 
patients  to  clean  out  remaining  fragments  of  tis- 
sue. 

In  the  majority  of  instances  the  site  of  embryonic 
implantation  was  found  to  be  on  the  posterior  or 
posterolateral  wall  of  the  uterus.  The  uterine 
corpus  invariably  contracted  down  well  during  the 
procedure,  regardless  of  whether  or  not  an  oxytocic 
agent  was  administered.  When  the  operator  had 
gained  sufficient  experience,  the  actual  time 
required  for  curettage  was  never  more  than  ten 
minutes.  About  one  half  of  the  patients  admit- 
ted to  some  cramps  during  the  completion  of  the 
curettage,  but  in  no  instance  was  the  pain  suffi- 
cient to  justify  the  use  of  narcotics  or  general 
anesthesia. 

’Sorensen’s  Uterine  Aspirator,  Sorensen  Division,  Vernitron 
Medical  Products,  Carlstadt,  New  Jersey. 


Each  patient  rested  for  one  hour  following  the 
procedure,  and  then  returned  home  with  her  escort. 
She  was  instructed  to  rest  at  home  for  the 
remainder  of  the  day,  and  was  able  to  resume 
normal  activities  the  next  day.  Antibiotics  were 
not  prescribed.  If  there  were  a risk  of  exposure  to 
pregnancy,  birth-control  pills  were  started 
immediately.  However,  patients  were  encouraged 
to  refrain  from  intercourse  until  their  one-month 
follow-up  visit. 

Some  of  these  patients  have  now  been  followed 
as  long  as  eleven  months  postoperatively.  All  of 
those  followed  more  than  six  weeks  resumed  nor- 
mal menstruation,  and  there  have  been  no  repeat 
unplanned  pregnancies  in  this  group.  In  general, 
the  patients  have  expressed  gratitude  and  satis- 
faction concerning  the  decision  to  terminate  preg- 
nancy and  the  method  used. 

Comment 

Complications  which  one  might  expect  from  this 
procedure  include:  reaction  to  the  local  anesthet- 
ic, laceration  of  the  cervix,  uterine  perforation, 
hemorrhage,  and  infection. 

Three  patients  who  had  suction  curettage  at  ten 
weeks  required  a standard  curettage  between  one 
and  three  weeks  later  because  of  retained  products. 
With  increasing  experience  and  better  technic  such 
a complication  should  be  rare. 

Two  patients  developed  low-grade  fever  and 
uterine  tenderness  four  to  five  days  postopera- 
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lively.  They  were  treated  with  a broad  spectrum 
antibiotic,  ampicillin  trihydrate  (Polycillin),  and 
after  twenty-four  hours  their  fever  and  discomfort 
disappeared.  These  5 are  the  only  patients  out  of 
the  entire  series  of  291  who  experienced  significant 
complications. 

The  set-up  for  outpatient  abortion  must  none- 
theless include  safeguards  for  the  management  of 
any  of  the  complications  listed.  The  following 
should  be  available  in  case  of  drug  reactions: 
oxygen;  vasopressors,  such  as  levarterenol  bitar- 
trate (Levophed  bitartrate  injection),  dosage  4 cc. 
per  1,000  cc.  5 per  cent  dextrose  in  water;  and 
anticonvulsants,  such  as  diazepam  (Valium  in- 
jectable) 10  mg.  intravenously.  Intravenous  fluids 
should  be  at  hand,  and  there  should  be  access  to 
blood,  particularly  packed  red  cells.  Rh  negative 
patients  are  candidates  for  Rho  (D)  immune  glob- 
ulin (Rhogam)  administration. 

Summary 

A review  of  the  world  literature  has  demon- 
strated that  dilatation  and  curettage  under  para- 
cervical block  is  a safe  and  usually  painless  proce- 
dure. 

The  author’s  series  of  more  than  600  first-tri- 
mester surgical  abortions  has  also  shown  the  ac- 


ceptability of  this  technic  when  performed  in  a well 
equipped  outpatient  or  office  facility. 

Gynecologists  must  not  only  offer  better  birth 
control,  but  also  must  prepare  themselves  to  meet 
the  requests  for  abortion.  They  must  learn  to  les- 
sen their  dependence  on  inpatient  hospital  facili- 
ties, and  accept  the  challenge  of  outpatient  surgi- 
cal abortion  under  paracervical  block. 

6(X)  East  Genesee  Street 
Syracuse,  New  York  13202 

References 

1.  Israel,  S.  L.,  and  Mazer,  C.:  The  safety  and  advantage 
of  office  curettage.  Am.  J.  Obst.  & Gynec.  36:  445  (1938). 

2.  Mengert,  W.  F.,  and  Slate,  VV.  G.:  Diagnostic  dilatation 

& curettage  as  an  outpatient  procedure,  ibid.  79:  727  (1960). 

3.  Connar,  E.  •).,  and  Bepko,  F.  -1.;  Communication,  ibid. 
89:822(1964). 

4.  Van  Praagh,  1.  G.,  and  Povey,  VV'.  G.i  Paracervical  block 
for  dilatation  and  curettage,  Obst.  & Gynec.  29:  167  (1967). 

5.  Jorgensen,  P.  I.:  Paracervical  block.  Use  in  curettage  for 
diagnostic  purposes  and  for  abortion,  Acta  obst.  et  gynec. 
scandinav.  48:  446  (1969). 

6.  Cushner,  I.:  The  aftermath  of  liberalizing  abortion 

legislation  in  Maryland:  problems  and  projections,  delivered 

at  American  Association  of  Planned  Parenthood  Physicians 
Annual  Meeting,  Boston,  Massachusetts,  April  10,  1970. 

7.  Brenner,  P.:  The  positive  and  negative  aspects  of 
therapeutic  abortions — report  of  800  cases,  ibid. 

8.  Margolis,  A.  J.:  Therapeutic  abortion  without  hospital- 
ization, ibid. 


June  1,1971  New  York  State  Journal  of  Medicine  1189 


INTESTINAL 
METAPLASIA  AND 
MULTICENTRIC 
CARCINOMA  OF 
STOMACH* 

CHARLES  M.  KARPAS,  M.D. 

New  York  City 

BENJAMIN  A.  PAYSON,  M.D. 

New  York  City 

JOSEPH  RECHTSCHAFFEN,  M.D. 

New  York  City 

Attending  Pathologist  (Dr.  Karpas),  Attending  in  Surgery  (Dr. 
Payson),  Attending  in  Medicine  (Dr.  Rechtschaffen),  Beekman- 
Downtown  Hospital 


At  present  the  role  of  intestinal  metaplasia  of  the 
gastric  mucosa  in  the  pathogenesis  of  gastric  car- 
cinoma remains  controversial.^’^  Although  the 
evidence  in  favor  of  the  premalignant  nature  of 
intestinal  metaplasia  has  been  presented  by  mor- 
phologic,^ histochemical,'*  and  experimental^’® 
studies,  other  investigations^’®  including  electronic 
microscopy®  have  indicated  that  the  relationship 
is  most  likely  indirect.  Most  investigators,  how- 
ever, agree  that  metaplasia  is  more  commonly  as- 
sociated with  gastric  carcinoma  than  with  benign 
lesions  of  the  stomach.^’'®  The  frequency  and 
extent  of  involvement  depends  on  the  amount  of 
gastric  mucosa  studied."  Similarly,  a meticulous 
examination  of  gastric  mucosa  which  harbors  a 
single  cancer  may  uncover  a second,  third,  or  even 
multiple  neoplasms  remote  from  the  “primary” 
lesion.  It  has  been  suggested  that  it  would  be 
logical  to  expect  multiple-tumor  formation  in  a 
milieu  that  is  capable  of  producing  a single  can- 
cer.'^ The  study  by  Collins  and  Gall'®  demon- 
strated the  high  incidence  of  multicentric  gastric 
carcinoma. 

"This  study  was  supported  by  U.S.  Public  Health  Service 
Grant  29866  and  the  (bty  of  New  York  Department  of  Health, 
Division  of  Cancer  liesearch  Control. 


While  it  is  not  uncommon  to  demonstrate  vary- 
ing amounts  of  intestinal  type  of  epithelium  in 
stomachs  studied  at  autopsy,  Hebbel"  observed 
that  extensive  metaplasia  in  persons  without  obvi- 
ous gastric  disease  is  unusual.  He  concluded  that 
parenchymal  changes  in  the  gastric  mucosa  could 
not  be  considered  quantitatively  significant  and 
that  the  frequency  and  severity  increased  with  age. 
Morson®  also  observed  an  increase  in  intestinal 
metaplasia  with  age  but  noted  that  there  was  sig- 
nificantly more  in  malignant  than  in  nonmalignant 
stomachs.  Furthermore,  Morson'®  showed  that 
the  majority  of  gastric  cancers  found  to  be  arising 
from  epithelium  of  the  intestinal  type  were  asso- 
ciated with  extensive  intestinal  metaplasia  in  the 
remaining  gastric  mucosa.  Even  though  Stem- 
mermann  and  Hayashi®  observed  that  intestinal 
metaplasia  had  the  same  distribution  when  oc- 
cupying either  gastric  cancer  or  benign  gastric 
ulcer,  they  did  find  metaplasia  to  be  more  fre- 
quently associated  with  gastric  cancer. 

Although  we  are  not  ready  to  characterize  the 
nature  of  intestinal  metaplasia  as  premalignant, 
we  have  been  impressed  by  the  extent  of  intesti- 
nalization  in  a careful  study  of  2 cases  of  multi- 
centric gastric  cancer.  These  findings  suggested 
the  corollary  that  when  extensive  and  severe  meta- 
plastic changes  are  found  in  the  gastric  mucosa  of 
a stomach  harboring  a primary  gastric  carcinoma, 
such  changes  may  indicate  the  presence  of  more 
than  one  tumor  arising  from  this  altered  mucosa. 
The  purpose  of  this  communication  is  to  present 
morphologic  evidence  in  favor  of  this  presumption. 

Methods  and  materials 

Forty  consecutive  cases  of  gastric  carcinoma 
which  were  clinically  considered  operable  were 
studied  in  detail.  A subtotal  or  total  gastrectomy 
had  been  performed  in  each  instance.  The  mate- 
rial used  for  study  consisted  of  specimens  removed 
at  operation  and  in  5 cases  additional  necropsy 
material.  All  sections  submitted  for  study  were 
prepared  by  a single-block  technic.  Each  speci- 
men had  been  fixed  in  10  per  cent  formaldehyde, 
embedded  in  paraffin,  sectioned,  and  stained  with 
hematoxylin  and  eosin,  PAS  (periodic  acid- 
Schiff),  alcian  blue  at  pH  2.5,  and  Mayer’s  mud- 
carmine.'®'''  The  basic  dyes  were  used  to  confirm 
histochemically  the  presence  of  goblet-cell  mucin 
containing  acidic  glycoprotein.  The  PAS  technic 
clearly  demonstrated  the  striated  borders  of  the 
intestinal  columnar  epithelium. 

The  extent  of  intestinal  metaplasia  was  esti- 
mated from  multiple  specimens  taken  from  the 
pylorus,  lesser  curvature,  greater  curvature,  and, 
when  available,  the  fundus  of  the  stomach.  The 
pylorus,  which  occupies  approximately  one  quarter 
of  the  resected  stomach  specimen  submitted  for 
study,  is  recognized  microscopically  by  the  “py- 
loric” glands.  In  the  commonly  recognized  ana- 
tomic configuration  the  right  concave  and  the  left 
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FIGURE  1 Diagrammatic  illustration  of  stomach 
depicting  various  divisions  of  mucosa  referred  to  in 
this  study 


convex  margins  are  termed  the  lesser  and  greater 
curvature,  respectively.  In  this  study,  however, 
the  terms  “lesser”  and  “greater”  curvature  will 
refer  to  those  portions  of  the  stomach  in  which  the 
mucosa  contains  specific  gastric  elements,  for 
example,  chief  and  parietal  cells,  other  than  the 
fundus  (Fig.  1).  The  fundus  is  designated  as  that 
topographic  portion  of  the  stomach  superior  to  the 
horizontal  plane  which  passes  through  the  cardiac 
orifice;  it  was  available  for  study  only  in  those 
occasional  instances  of  total  gastrectomy. 

The  study  material  consisted  of  multiple  sec- 
tions from  the  various  topographic  sites.  Although 
the  preferred  “Swiss  roll”  technic  was  not 
utilized,”  recent  studies  have  suggested  that  a 
single'*^  or  a few  random  biopsies'®  will  usually 
reflect  the  state  of  gastric  mucosa  as  a whole. 
Therefore,  even  in  the  absence  of  the  roll  technic, 
sufficient  material  was  available  to  determine  the 
extent  and  severity  of  intestinal  metaplasia;  how- 
ever, the  estimation  of  the  degree  of  metaplasia 
necessarily  remains  a subjective  determination  by 
the  microscopist.  We  defined  arbitrarily  three 
degrees  of  intestinal  metaplasia:  1 plus,  charac- 

terized by  scattered  islands  or  incomplete  intesti- 
nalization;  2 plus,  showing  coalescing  of  complete 
or  almost  complete  metaplasia;  and  3 plus,  with 
widespread  and  usually  complete  intestinal  meta- 
plasia. Incomplete  metaplasia  refers  to  those 
glands  containing  both  gastric  and  intestinal 
elements. 


Results 

Intestinal  metaplasia  was  recognized  by  goblet 
cells,  Paneth  cells,  and  striated  columnar  epithe- 
lium.Goblet  cells  showed  an  intense  uptake  of 
basic  dyes  (alcian  blue  at  pH  2.5  and  mucicar- 
mine)  while  the  mucous  neck  cells  and  cells  lining 
the  antral  crypts  were  weakly  stained.  The  histo- 
chemical  identification  of  a carboxylated  type  of 
acidic  glycoprotein  indicated  the  presence  of  intes- 
tinal cellular  elements.  The  intervening  intestinal 
columnar  cells  showed  little  or  no  mucin,  and 


This  invest if’at ion  presents  evidence  that  extensive 
and  severe  intestinal  metaplasia  in  the  f>astric 
mucosa  may  be  indicative  of  more  than  one  malig- 
nant tumor  in  the  stomach.  Forty  consecutive 
cases  of  gastric  carcinoma  considered  clinically 
operable  were  studied  in  detail.  Intestinal  meta- 
plasia was  demonstrated  in  24  of  the  cases.  The 
incidence  of  multicentric  gastric  carcinoma  in  this 
series  was  20  per  cent.  Of  b cases  known  to  harbor 
multicentric  cancer,  6 exhibited  marked  intestinali- 
zation  and  2 moderate  intestinalization.  Of  the  24 
cases  with  intestinalization,  .9  also  exhibited  atypi- 
cal changes  (dysplasia);  6 of  these  harbored  multi- 
centric preinvasive  foci  of  carcinoma.  It  is  reason- 
able to  assume  from  the  findings  that  the  stimulus 
for  inducing  extensive  metaplasia  might  well  give 
rise  within  gastric  glands  to  atypical  cellular 
changes  and  foci  of  preinvasive  malignant  trans- 
formation. 


TABLE  I.  Evaluation  of  metaplasia  in  24  cases 
of  gastric  carcinoma 

Number  of 

Intensity  Cases 

Mild  8 

Moderate  8 

Extensive  8 


their  striated  borders  were  readily  demonstrated 
by  the  PAS  technic.  The  Paneth  cells,  which  are 
normally  found  in  intestinal  mucosa,  were  occasion- 
ally observed  at  the  base  of  the  glands  of  Leiber- 
ktihn.  They  could  be  readily  identified  by  the 
basilar  position  of  the  oval  nucleus  and  by  the 
dark  granular  material  in  the  cytoplasm.  In  the 
areas  showing  well-differentiated  metaplasia,  seg- 
ments of  gastric  mucosa  were  replaced  by  intes- 
tinal elements;  in  the  less  clearly  differentiated 
areas,  both  intestinal  and  gastric  cells  occupied 
the  same  glands  to  varying  extents.  It  is  impor- 
tant to  note  that  atrophic  areas  which  are  com- 
posed of  gastric  (pyloric)  glands  were  not  always 
metaplastic  and  usually  included  lymphocytic 
infiltrates,  a feature  not  necessarily  associated  with 
intestinal  metaplasia. 

In  the  40  surgical  specimens,  intestinal  meta- 
plasia was  clearly  evident  in  24  cases  (60  per  cent), 
and  the  degree  of  its  intensity  was  evenly  dis- 
tributed among  the  24  cases  (Table  I).  In  all  but  2 
of  the  24  cases  the  carcinoma  arose  from  a portion 
of  the  pylorus  and/or  the  distal  aspect  of  either 
the  lesser  or  the  greater  curvature  of  the  body; 
it  has  been  noted  that  75  per  cent  of  gastric  car- 
cinoma arise  in  the  distal  one  third  of  the  stom- 
ach.-” The  2 remaining  malignant  lesions  occu- 
pied the  cardiac  portion  and  were  associated  with 
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TABLE  II.  Extent  of  metaplasia  according  to  gastric  sites 


Site 

Number  of 
Cases 

Per  Cent 

Pylorus 

24 

100 

Distal  portion* 

16 

66 

Proximal  portion f 

8 

33 

Fundus 

2 

8 

* Lesser  and  greater  curvature, 
t Including  surgical  cut  margin. 


widespread  (3  plus)  intestinalization  involving  the 
fundus  and  extending  into  the  pyloric  region.  In 
those  cases  in  which  the  intestinal  metaplasia  was 
classified  as  slight  (1  plus)  the  changes  were  always 
noted  to  be  in  the  pyloric  region  and  usually  in 
juxtaposition  to  the  tumor.  The  second  group 
(2  plus)  with  moderate  intestinalization  presented 
involvement  of  the  distal  but  rarely  of  the  proxi- 
mal portions  of  the  lesser  and  greater  curvatures 
without  preference  to  either  the  anterior  or  pos- 
terior walls.  The  8 cases  with  extensive  intestinali- 
zation (3  plus)  exhibited  metaplastic  changes  in  all 
mucosa  sites  studied  (Table  II). 

In  only  2 cases,  gross  examination  of  the  intact 
gastric  mucosa  revealed  two  or  more  neoplasms. 
In  the  process  of  evaluating  the  extent  and  degree 
of  intestinal  metaplasia,  microscopically  we  un- 
covered 6 additional  cases  of  multicentric  tumors 
remote  from  the  initially  obvious  lesion.  The 
diagnosis  of  carcinoma  depended  on  an  unques- 
tionable alteration  of  the  normal  mucosal  archi- 
tecture characterized  by  loss  of  glandular  orienta- 
tion and  replacement  by  cells  exhibiting  malignant 
changes.  The  malignant  cells  were  found  to  be 
enlarged  with  loss  of  the  usual  nuclear-cytoplasmic 
ratio  and  associated  with  prominent  nucleoli  and 
clumping  and  condensation  of  chromatin.  The  in- 
cidence of  multicentric  gastric  carcinoma  in  this 
series  was  20  per  cent,  a frequency  similar  to  that 
reported  by  Collins  and  Gall.'^  In  most  cases,  the 


malignant  changes  were  confined  in  extent  by 
acinar  basement  membrane  and  were  limited  in 
their  invasion  to  the  muscularis  mucosae  (Fig.  2). 
In  one  stomach  which  contained  two  grossly 
malignant  lesions,  microscopic  foci  of  preinvasive 
carcinoma  were  found  at  two  additional  sites. 
Such  malignant  changes  remote  from  the  grossly 
evident  tumor  were  often  in  contact  with  areas  of 
atypical  but  still  benign  glandular  proliferation 
(dysplasia),  which  in  turn  were  always  situated 
within  islands  of  intense  (3  plus)  intestinal  meta- 
plasia (Fig.  3). 

The  interpretation  of  dysplasia  depended  on  the 
finding  of  normally  oriented  glands  with  few  to 
many  cells  which  exhibited  varying  amounts  of 
nuclear  pleomorphism,  condensation  and  clump- 
ing of  chromatin,  and  usually  mitoses;  however, 
such  glands  containing  these  altered  cells  were 
usually  regular,  although  occasionally  altered  in 
appearance,  and  might  or  might  not  show  varying 
degrees  of  cellular  hyperplasia  (Fig.  4).  In  com- 
parison, any  area  of  preinvasive  malignant  trans- 
formation usually  involved  a complete  segment  of 
mucosa  with  changes  characterized  by  both  poorly 
oriented  glandular  structures  and  unmistakable 
malignant  epithelia.  Again,  the  interpretation  of 
dysplasia  depended  on  demonstrating  that  the 
orientation  of  the  glands  was  not  greatly  disturbed, 
even  though  an  occasional  irregular  structure  was 
evident,  and  that  a varying  number  of  cells  were 
altered. 

Of  the  8 cases  harboring  multicentric  cancers,  6 
were  classified  as  evidencing  marked  intestinaliza- 
tion (3  plus)  and  2 as  showing  moderate  (2  plus) 
metaplasia.  One  of  the  latter  cases  exhibited  two 
distinct  malignant  ulcers.  In  the  9 cases  with 
atypical  intestinalization,  6 harbored  multicentric 
foci  of  carcinoma.  One  stomach  containing 
prominent  atypical  metaplasia  (dysplasia)  was 
found  to  be  in  a twenty-one-year-old  male  with 
Peutz-Jegher’s  syndrome;  however,  in  this  unusual 


FIGURE  2 (A)  Superficial  carcinoma  with  microscopic  invasion  (B)  High-power  view  of  malignant  glands  at  base 

of  malignant  polyp  (X  210). 
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case,  only  a single  invasive  primary  carcinoma 
could  be  demonstrated  (Fig.  5).^^  He  soon  died  of 
widespread  metastases.  A second  case  with 
prominent  mucosal  dysplasia  was  found  to  have  a 
duodenal  ulcer  associated  with  diffuse  intestinali- 
zation  of  gastric  mucosa  and  a single  focus  of  non- 


FIGURE  3 (A)  High  magnification  showing  dysplas- 

tic  glands  with  small  focus  of  carcinoma  m situ  (lower 
right)  (X225).  (B)  Focus  of  carcinoma  associated  with 

marked  atypical  glandular  hyperplasia  (dysplasia).  Sec- 
tion illustrates  varying  structural  changes  of  glands  com- 
posed of  proliferating  cells  with  and  without  morpho- 
logic changes 

invasive  carcinoma.  Seven  of  the  9 examples  of 
atypical  intestinal  metaplasia  were  found  in  those 
specimens  exhibiting  marked  and  diffuse  intes- 
tinalization. 

It  seemed  reasonable  to  assume  in  this  investi- 
gation that  the  stimulus  for  inducing  extensive 
intestinal  metaplasia  might  well  give  rise  within 
gastric  glands  to  atypical  cellular  changes  and 
foci  of  preinvasive  malignant  transformation. 
Thus  the  extent  of  intestinalization  may  be  a 
reflection  of  a generally  adverse  effect  (dysplasia 


FIGURE  4.  (A)  Atypical  intestinal  metaplasia.  Glands  exhibit  variation  in  size  and  chape  but  without  appreciable  loss 

of  architecture.  (B)  Higher-power  view.  Glands  composed  of  varying  numbers  of  cells  showing  nuclear  pleomor- 
phism,  condensation  and  clumping  of  chromatin,  and  occasionally  loss  of  nuclear  cytoplasmic  ratio  ( X 1 55). 
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FIGURE  5.  (A)  Low-power  view  illustrating  area  of 

gastric  polyposis  and  intestinal  metaplasia  in  patient 
with  Peutz-Jegher  syndrome.  (B)  High-power  view 
showing  small  focus  of  atypical  intestinal  metaplasia 
with  prominent  irregularity  of  glands  and  cellular  hyper- 
plasia. 

and/or  neoplasia)  on  the  normal  processes  of  cell 
growth. 

In  3 of  the  cases  of  multicentric  carcinoma, 
autopsy  material  was  available.  Two  of  these 
cases  had  shown  diffuse  intestinalization  and  foci 
of  dysplasia;  they  also  demonstrated  microscopic 
evidence  of  residual  focus  of  preinvasive  carcinoma 
at  necropsy.  Both  patients  died  with  widespread 
metastases.  In  the  third  patient  who  expired 
shortly  after  gastric  resection,  residual  cancer 
could  not  be  demonstrated  at  autopsy,  although 
scattered  islands  of  intestinal  metaplasia  were 
noted  in  the  fundus.  A fourth  case  examined  at 
autopsy  but  not  included  in  this  series  exhibited 
diffuse  intestinalization  and  foci  of  atypical  meta- 
plasia. Unfortunately,  the  surgical  pathologic 
••eport  was  the  only  evidence  available  to  us  in 


• ALIANV  MIDICAL  CIR9TIR  HOtAITAt  — lAt  CAtfA 

• ■tIKMAN  DOWNTOWN  NOOA.  — 40  CAlIt  UNICf NTDIC 

O MULTICENTRIC  CARCINOMA  CAOlO 

FIGURE  6.  Ten-year  survival  in  resected  carcinoma  of 
stomach.  Comparison  of  unicentric  with  multicentric 
carcinoma.  Additional  data  obtained  from  Tumor  Regis- 
try Report,  Albany  Medical  Center  Hospital,  June,  1967. 

support  of  the  diagnosis  of  a malignant  ulcer  of  the 
stomach.  The  patient  died  with  widespread 
metastases  six  months  following  initial  surgery. 

The  over-all  survival  of  patients  with  multicen- 
tric gastric  cancer  was  not  appreciably  different 
from  that  of  individuals  with  a single  primary 
tumor  (Fig.  6).  With  few  exceptions,  the  survival 
times  were  directly  related  to  the  extent  of  invasion 
of  the  gastric  wall  by  any  single  tumor.  The  most 
important  factor  influencing  the  prognosis  of  any 
cases  was  the  presence  of  serosal  involvement  and 
the  presence  or  absence  of  lymph-node  metas- 
tases. 

Comment 

This  investigation  clearly  indicates  that  intes- 
tinal metaplasia,  when  associated  with  a single 
primary  carcinoma,  is  common  and  is  usually 
more  extensive  in  multicentric  gastric  carcinoma. 
In  addition,  we  demonstrated  that  stomachs  con- 
taining distinct  areas  of  atypical  intestinalization 
were  also  often  the  milieu  of  a second,  third,  or 
even  more  microscopic  carcinomas.  Additional 
sites  of  cancer,  albeit  preinvasive,  may  reflect  a 
stimulus  hostile  to  normal  mucosal  growth  or  an 
unusual  sensitivity  of  the  mucosa  to  a common 
irritant.  The  simultaneity  of  diffuse  intestinaliza- 
tion, dysplasia  (atypical  metaplasia),  and  multi- 
centric carcinoma  in  a single  enteric  organ  appears 
to  reflect  the  spectrum  of  its  capacity  to  undergo 
mucosal  regeneration  in  an  atypical  manner. 

Although  there  are  studies  indicating  that  intes- 
tinal metaplasia  may  be  a precancerous  lesion, 
3,15,24  concept  that  intestinal  metaplasia  and 
gastric  carcinoma  may  share  a common  origin 
appears  attractive.®®-’®  The  presence  of  both 
intestinal  and  gastric  cells  within  the  same  gland 
would  suggest  that  a single  epithelial  stem  cell  is 
capable  of  differentiating  into  various  definitive 
adult-cell  forms.  The  demonstration  of  incom- 
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plete  intestinal  metaplasia  in  our  investigation 
tends  to  substantiate  the  common  stem-cell  con- 
cept. Furthermore,  it  is  apparent  that  insult  to 
the  stomach  mucosa  can  induce  multiple  sites  of 
stem-cell  regeneration.  While  this  response  may 
manifest  itself  clinically  as  a single  gastric  cancer, 
the  remaining  mucosa,  if  examined  closely,  may 
reveal  other  areas  of  quite  variable  cell  differenti- 
ation. In  this  context,  we  therefore  believe  that 
the  demonstration  of  extensive  metaplasia  is  a 
morphologic  index  of  a diffuse  adverse  response 
by  a sensitive  mucosa,  and  it  should  stimulate  the 
search  for  multicentric  sites  of  carcinoma.  As  a 
result,  this  study  uncovered  20  per  cent  of  cases 
which  harbored  more  than  one  cancer  and  demon- 
strated significant  association  of  diffuse  intestinal 
metaplasia  with  multicentric  cancer. 

Although  we  are  unable  to  determine  when  in- 
testinal metaplasia  is  benign  and  when  it  is  pre- 
cancerous,  the  demonstration  of  atypical  meta- 
plasia (dysplasia)  in  the  gastric  mucosa  may  con- 
stitute a phenomenon  analogous  to  premalignant 
lesions  in  the  bronchi,'^®  cervix,^''  and  breast.'^*  The 
potential  of  atypical  cellular  changes  in  the  gastric 
mucosa  toward  the  development  of  gastric  carci- 
noma has  been  noted  by  Warren  and  Meissner^® 
and  others.®’^®  The  investigation  of  Goldman  and 
Ming^®  and  Ming,  Goldman,  and  Friedman* 
demonstrated  that  atypical  intestinalization  was 
more  often  associated  with  cancerous  than  with 
noncancerous  conditions;  yet  these  authors  noted 
that  the  dysplasia,  which  they  termed  anaplasia, 
could  be  demonstrated  in  nonintestinalized  areas 
of  the  stomach  as  frequently  as  in  intestinalized 
areas.  It  is  difficult  to  explain  the  conflict  of  their 
findings  with  our  study  in  which  areas  of  dysplasia 
were  almost  always  related  to  sites  of  intestinal 
metaplasia.  Our  study,  however,  was  directed 
toward  an  understanding  of  the  relation  between 
extensive  metaplasia  and  multiple  gastric  car- 
cinoma, whereas  these  authors  were  essentially 
concerned  with  refuting  the  hypothesis  that  intes- 
tinal metaplasia  is  an  obligatory  precursor  of  gas- 
tric cancer. 
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Surveys  of  transferable  antibiotic  resistance  in 
salmonella  serotypes  seen  in  the  United  States 
have  shown  that  bacterial  resistance  was  most 
common  to  streptomycin,  tetracycline,  and  sulfon- 
amides, and  that  there  was  a higher  frequency  of 
drug  resistance  in  Salmonella  typhimurium 
strains  than  among  other  salmonella  serotypes. 

Transferable  drug  resistance  is  mediated  by  an 
episomal  element,  the  R factor,  and  is  considered 
of  major  importance  in  salmonella.  Transfer  of 
antibiotic  resistance  from  one  strain  of  Enterobac- 
teriaceae  to  another  has  been  extensively  studied 
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since  its  discovery  in  Japan  in  1959.  However, 
the  epidemiology  of  antibiotic  resistance  among 
salmonella  has  received  little  attention  in  this 
country.  Smith’s^  study  at  Children’s  Hospital  in 
Boston  did  not  specify  the  background  or  age  of 
the  children  who  had  resistant  strains  of  salmonel- 
la. Anderson^  has  suggested  that  the  use  of  anti- 
biotics in  England  in  rearing  livestock  plays  a role 
in  the  development  of  drug  resistance,  but  there  is 
no  evidence  available  to  confirm  this. 

The  present  study  was  initiated  to  determine 
whether  there  had  been  any  change  in  the  inci- 
dence of  transferable  drug  resistance  in  S.  typhi- 
murium and  other  salmonella  serotypes  in  the 
northeastern  United  States  since  the  previous 
study  four  years  ago  in  the  same  population.  ^ Fur- 
ther, the  epidemiology  of  strains  with  antibiotic 
resistance  was  reviewed.  Factors  studied  includ- 
ed the  influence  of  age,  economic  status,  season  of 
the  year,  urban  or  rural  home  background,  and 
the  nature  of  the  hospital  used  by  patients.  The 
resistance  to  ampicillin  was  extensively  evaluated 
since  this  drug  is  now  more  widely  used  in  hospi- 
tal practice  than  tetracycline  and  streptomycin. 

Patients  and  methods 

Sequential  human  isolates  of  salmonella  sent  to 
the  New  York  Salmonella  Center  at  the  Beth  Is- 
rael Hospital  between  December,  1968,  and 
March,  1969,  and  between  April  and  August, 
1969,  constituted  our  winter  and  summer  samples. 
These  isolates  came  from  the  majority  of  large 
voluntary  and  municipal  hospitals  in  New  York 
City,  and  from  other  large  hospitals  and  medical 
centers  in  Boston,  Buffalo,  Washington,  D.C., 
Long  Island,  Northern  New  Jersey,  Pennsylvania, 
and  Delaware.  Information  on  the  origin  of  the 
specimens  was  obtained  from  the  records  of  the 
Salmonella  Center.  The  name  of  the  hospital  and 
site  of  culture  was  available  in  all  cases.  Pre-ex- 
isting information  on  the  age,  sex,  and  symptoms 
of  the  patient  was  available  for  60  per  cent  of  the 
isolates.  All  duplicate  cultures  from  the  same  in- 
dividual were  tested  but  not  included  in  the  sta- 
tistical analysis.  Since  the  New  York  Salmonella 
Center  does  not  receive  specimens  from  all  munic- 
ipal and  voluntary  hospitals  in  the  city,  a sample 
of  salmonella  isolates  from  these  hospitals  was  ob- 
tained during  the  summer  of  1969  from  the  Enter- 
ic Fever  Laboratory  of  the  New  York  City  Depart- 
ment of  Health  Bureau  of  Laboratories  by  the 
courtesy  of  Henry  Vogel,  M.D.  These  106  speci- 
mens had  been  submitted  for  serotyping  in  the 
same  manner  as  the  specimens  submitted  to  the 
Salmonella  Center.  However,  no  information 
other  than  the  hospital  of  origin  was  available  for 
these  isolates. 

Antibiotic  sensitivity  profiles  were  done  by  the 
method  of  Bauer  et  al.^  The  following  sensi-disks 
were  used:  ampicillin,  10  micrograms;  streptomy- 
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In  determining  the  antimicrobial  resistance  of  521 
clinical  isolates  of  salmonella,  21  per  cent  of  the 
strains  were  found  resistant  to  one  or  more  anti- 
biotics. Antibiotic  resistance  of  S.  typhimurium 
was  disproportionate  and  showed  a marked  increase 
in  the  past  four  years.  Resistance  to  ampicillin 
was  the  most  common;  resistance  to  chlorampheni- 
col was  not  seen.  Marked  differences  in  the  anti- 
biotic sensitivities  were  found  between  isolates  sub- 
mitted during  the  summer  and  the  winter;  these 
were  attributed  to  age  differences  between  the  two 
samples.  Most  isolates  with  transferable  drug  re- 
sistance come  from  municipal  hospitals  and  from 
children  under  ten  years  of  age.  This  suggests  that 
resistant  salmonella  are  passed  between  children  in 
low  socioeconomic  areas  and  not  introduced  from 
farm  animals  or  food  processing. 


TABLE  I.  Per  cent  distribution  of  salmonella  serotypes 


S«»roty|>e 

196.'i* 

19f>7t 

Dec.  1968- 
Mar.  1969 

Apr.  to 
Aug.  1969 

S.  typhimurium 

42  5 

25.5 

44  0 

39 . 7 

S.  enteritidifi 

9.5 

7.0 

14  0 

19.2 

S.  heidell)erK 

8 4 

0.5 

6.5 

5.8 

S.  saintpaul 

3.2 

4 0 

6.5 

5.1 

S.  infantift 

7. 1 

4.5 

4 5 

4 1 

S.  thompaon 

0.8 

5.2 

3.8 

2.  1 

S.  muenchen 

0.8 

3.  1 

2.7 

Other  tierotyj>e« 

27.7 

41.5 

17.6 

21.3 

Totals 

100  (2.S4)** 

100  (4(K)) 

UK)  (292) 

UK)  (229) 

* Data  of  Gill  and  Hook.* 
t I^ata  of  Schroeder,  Bennett,  and  Terry.* 

**  Numbers  in  parenlht*ae«  refer  to  numlx^r  of  iaolntee. 


cin,  10  micrograms;  tetracycline,  30  micrograms; 
kanamycin,  30  micrograms;  cephalothin,  30  mi- 
crograms; cephalexin,  30  micrograms;  chloram- 
phenicol, 30  micrograms;  and  polymyxin  B sul- 
fate, 300  units.  The  resistance  to  ampicillin  and 
tetracycline  was  confirmed  by  agar-plate  dilution 
of  the  antibiotic. 

The  test  for  the  presence  of  transferable  drug 
resistance  was  performed,  on  the  winter  sample, 
according  to  the  method  of  Watanabe.®  The  re- 
cipient strain  was  Escherichia  coli  W 1485,  an  anti- 
biotic-sensitive, lactose-positive  organism:  there- 
fore, selection  of  lactose-positive  drug  resistance 
colonies  could  be  accomplished  by  streaking  a loop- 
ful of  the  mating  mixture  on  eosin  methylene  blue 
agar  containing  the  selective  drug  at  two  antibiot- 
ic concentrations.  Transfer  of  only  the  ampicillin 
and  tetracycline  determinants  was  scored. 

Results 

Table  I presents  the  distribution  of  salmonella 
serotypes  for  both  winter  and  summer  samples. 
Also  presented  in  this  table  for  comparison  are  the 
serotypes  studied  by  Gill  and  Hook*  drawn  from 
the  same  source  in  the  winter  of  1965,  and  that  of 
the  National  Communicable  Disease  Center  sur- 
vey of  45  states  in  1967.^  S.  typhimurium,  at  a 
frequency  of  40  per  cent,  has  been  for  the  past  six 
years  the  most  prevalent  human  isolate  in  New 
York  City  and  the  northeastern  United  States.’ 
The  National  Communicable  Disease  Center  sur- 
vey of  Schroeder,  Bennett,  and  Terry ^ showed 
that  S.  typhimurium  accounted  for  25.5  per  cent 
of  isolates.  This  is  probably  related  to  the  fact 
that  less  common  serotypes  are  preferentially  re- 
ferred to  the  NCDC  for  identification.  In  general, 
the  NCDC  national  salmonella  surveillance  re- 
ports have  a lower  frequency  of  S.  typhimurium 
and  higher  frequency  of  the  more  usual  serotypes 
than  is  found  in  this  area;  however  the  sample 
tested  by  Schroeder,  Bennett,  and  Terry^  differs 
even  more  from  ours  in  New  York  City.  The  se- 
rotypes submitted  during  the  summer  of  1969  dif- 
fered from  the  winter  sample  with  fewer  S.  typhi- 
murium (39  per  cent  versus  44  per  cent).  During 
the  summer  there  were  fewer  specimens  from  mu- 


nicipal hospitals,  and  the  patients  from  whom  the 
samples  were  isolated  were  older.  This  was  actu- 
ally the  reverse  of  what  would  be  anticipated.’ 
Indeed,  the  number  of  serotypes  submitted  during 
the  summer  were  15  to  20  per  cent  below  what 
had  been  submitted  during  the  previous  two  sum- 
mers. This  decrease  was  noted  for  all  serotypes 
and  all  locations  and  types  of  hospitals.  How- 
ever, the  decrease  in  specimens  was  disproportion- 
ately greatest  among  the  youngest  in  age. 

Antibiotic  resistance.  The  per  cent  of  isolates 
resistant  to  one  or  more  of  the  antibiotics  tested 
has  increased  from  13.8  per  cent  in  the  winter  of 
1965  to  21.6  per  cent  in  the  winter  of  1969  (Table 
II).  This  change  was  almost  entirely  due  to  an  in- 
crease in  the  antibiotic  resistance  of  S.  typhimu- 
rium. Further,  the  decline  in  resistance  in  the 
summer  sample  also  appeared  to  be  due  to  a drop 
in  the  antibiotic  resistance  of  this  serotype.  Re- 
sistance in  other  serotypes  has  not  shown  any  ap- 
preciable variation. 

The  percentage  of  isolates  resistant  to  the  anti- 


TABLE  II.  Per  cent  resistant  salmonella  by  serotype 


Serotype 

Nov.  1965- 
Feb.  1966* 

Dec.  1968- 
Nov.  1969 

Apr.  1969- 
Aug.  1969 

S.  typhimurium 

18.5  (20) 

36.7  (47) t 

17.6  (16) 

S.  enteritidis 

4.2  (1) 

4.9  (2) 

4.6  (2) 

S.  heidelberg 

2.9  (6) 

10.5  (2) 

23.5  (4) 

S.  saintpaul 

1.3  (1) 

21 . 0 (4) 

6.7  (1) 

S.  infantis 

5.7  (1) 

0 

0 

S.  thompson 

0 

0 

0 

S.  muenchen 

50.0  a) 

22.2  (2) 

0 

S.  blockley 

0 

0 

0 

S.  newport 

17.0  (3) 

20.0  (1) 

0 

S.  derby 

0 

0 

0 

Others 

4.8  (2) 

14.7  (5) 

0 

Totals 

13.8  (35) 

21.6  (63) 

10.0  (23) 

* Data  of  Gill  and  Hook.* 

t Figures  in  parentheses  are  the  number  of  resistant  isolates. 
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TABLE  III.  Per  cent  resistance  to  specific  antibiotics 


1968-1969 

1965-1966*  . 1967f ' December- March  April-August 


' Antibiotic 

All 

Serotypes 

All 

Serotypes 

S.  typhi- 
murium 

All 

Serotypes 

S.  typhi- 
murium 

All 

Serotypes 

S.  typhi- 
murium 

Ampicillin 

3.94 

8 

25.5 

13.5 

23.4 

9.6 

16  5 

Cephalothin 

8 

24.5 

3.2 

5.5 

.8 

1.1 

Streptomycin 

12.6 

14.2 

34.3 

15.0 

27.3 

NT 

NT 

Tetracycline 

10.2 

12.5 

31.4 

8.2 

12.5 

2.62 

4.4 

Kanamycin 

NT 

1.2 

2.9 

3.3 

5.5 

0 

0 

C hloramphenicol 

1.97 

0 

0 

0 

0 

0 

0 

Polymyxin 

NT 

0 

0 

0 

0 

0 

0 

* Data  of  Gill  and  Hook'  not  given  by  serotype, 
t Data  of  Schroeder,  Bennett,  and  Terry.^ 

**  NT  = Not  tested. 


TABLE  IV.  Relationship  of  patient  age  to  per  cent 
antibiotic  susceptibility* 

S.  typhimuriumf  Other  Serotypes* 


Age  (years) 

Resis- 

tant 

(27)** 

Sensi- 

tive 

(50) 

Resis- 

tant 

(8) 

Sensi- 

tive 

(79) 

Under  1 

48 

24 

75 

34 

1 to  10 

30 

46 

12 

29 

Over  10 

22 

30 

12 

37 

* Data  derived  from  the  December  1968  to  March  1969  sample, 
t P values  for  both  categories  less  than  0.05. 

**  Figures  in  parentheses  indicate  number  of  patients. 


biotics  studied  are  presented  in  Table  III.  Resis- 
tance to  streptomycin  and  tetracycline  was  most 
frequent  in  the  earliest  study  of  1965.^  The  fre- 
quency of  resistance  to  these  agents  has  remained 
fairly  stable.  Resistance  to  ampicillin  has  in- 
creased to  become  nearly  equal  in  frequency  to 
streptomycin  resistance.  Resistance  to  cephalo- 
thin  was  low  and  unrelated  to  ampicillin  resis- 
tance. Chloramphenicol  resistance  has  not  been 
seen  since  the  1965  study.  ^ 

Resistance  to  more  than  one  antibiotic  tested 
was  found  most  often  in  S.  typhimurium  (70.2  per 
cent  as  compared  with  56.3  per  cent  for  other  se- 
rotypes). These  differences  are  suggestive  but  not 
statistically  significant  with  the  size  of  the  sample 
(p  greater  than  0.05).  Similar  results  were  found 
by  Schroeder,  Bennett,  and  Terry. ^ In  the  winter 
sample,  63.3  per  cent  of  S.  typhimurium  resistant 
to  ampicillin  or  tetracycline  had  demonstrable  re- 
sistance factors,  whereas  only  42.8  per  cent  of  the 
nontyphimurium  strains  contained  transfer  factors 
(p  greater  than  0.05).®  With  a larger  sample  size 
this  difference  might  be  within  the  range  of  statis- 
tical significance. 

The  sample  of  106  isolates  submitted  to  the 
New  York  City  Enteric  Fever  Laboratory  from  the 
remaining  hospitals  in  this  city  during  the  sum- 
mer of  1969  gives  results  in  accord  with  that  of  the 
summer  sample  from  the  Salmonella  Center. 

Epidemiology.  Resistant  strains  of  salmonella 
were  isolated  from  a much  younger  group  of  pa- 
tients than  were  the  sensitive  strains  (Table  IV). 
There  was  no  correlation  of  antibiotic  resistance 


TABLE  V.  Geographic  distribution  of  resistant  salmonella 


Hospital  Source 

S.  typhimurium 
Number  Per  Cent 

Other  Serotypes 
Number  Per  Cent 

Dec.  1968-Mar.  1969 
N.Y.C.  municipal 

18/36 

50.0 

2/27 

7.4 

N.Y.C.  voluntary 

8/11 

72.5 

4/18 

22.2. 

(low-income  area) 
N.Y.C.  voluntary 
(high-income  area) 

7/21 

33.3 

3/36 

14.3 

Out-of-city  municipal 

4/8 

50.0 

2/16 

12.5 

Out-of-city  voluntary 

10/52 

19.2 

4/67 

5.9 

Apr.  1969- Aug.  1969 
N.Y.C.  municipal 

3/15 

20.0 

3/29 

10.3 

N.Y.C.  voluntary 
(low-income  area) 

5/26 

19.2 

1/13 

7.6 

N.Y.C.  voluntary 

0/12 

0.0 

0/21 

0.0 

(high-income  area) 
Out-of-city  municipal 

4/14 

28.5 

3/22 

13.6 

Out-of-city  voluntary 

3/24 

12.5 

1/57 

1.7 

with  sex  of  patient.  In  those  patients  from  whom 
clinical  information  was  available,  no  discernible 
difference  in  source  of  isolation  (stool,  blood, 
urine)  or  clinical  symptoms  between  those  infect- 
ed with  sensitive  or  resistant  bacteria  could  be  de- 
tected. The  proportion  of  cases  under  one  year  of 
age  dropped  from  32  per  cent  during  the  winter  to 
18  per  cent  during  the  summer  and  from  37  to  22 
per  cent  for  the  other  serotypes.  It  has  been  pre- 
viously shown  that  age  has  an  important  influence 
on  distribution  of  serotypes.^  The  summer  sam- 
ple is  not  presented  in  Table  IV  because  the  num- 
ber of  resistant  strains  is  too  small  to  produce  sta- 
tistically significant  results. 

Antibiotic-resistant  isolates  of  S.  typhimurium 
occurred  more  frequently  in  municipal  hospitals 
and  in  those  voluntary  hospitals  serving  poor  so- 
cioeconomic areas  (Table  V).  The  out-of-city 
hospitals  which  had  a high  rate  of  resistant  S.  ty- 
phimurium strains  were  D.C.  General  and  Boston 
City,  both  municipal  hospitals.  These  differences 
were  statistically  significant  with  the  sample  size 
for  S.  typhimurium  but  not  for  the  other  sero- 
types. This  was  noted  for  both  winter  and  sum- 
mer samples. 

The  average  age  of  patients  with  salmonellosis 
in  municipal  hospitals  was  lower  than  that  of 
those  in  voluntary  hospitals.  However,  the  asso- 
ciations between  age,  on  one  hand,  and  hospital  or 
locale  on  the  other,  with  antibiotic-resistant  sal- 
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monella  appeared  to  be  separable  and  indepen- 
dent. 

Comment 

Previous  investigations  have  demonstrated  the 
importance  of  resistance-transfer  factors  as  a 
major  mechanism  of  antibiotic  resistance  in  sal- 
monella.^ Smith^  had  noted  multiple  resistant 
salmonella  strains  at  Boston  Children’s  Hospital 
but  did  not  comment  on  the  age  of  the  patients  or 
their  social  background.  Gill  and  Hook'  demon- 
strated resistance  transfer  in  71  per  cent  of  the  re- 
sistant salmonella  strains  supplied  by  the  New 
York  Salmonella  Center  in  1965,  but  S.  typhimu- 
rium  was  not  separated  from  other  serotypes. 
Both  our  data  and  that  of  Schroeder,  Bennett, 
and  Terry^  show  that  resistance  is  significantly 
more  common  in  S.  typhimurium  than  in  other 
salmonella  serotypes.  The  major  change  in  anti- 
biotic resistance  has  been  due  to  increased  num- 
bers of  strains  resistant  to  ampicillin.  Tetracy- 
cline and  streptomycin  resistance  has  in  fact  con- 
tinued to  decline. 

Ampicillin  resistance  in  salmonella  was  first  re- 
ported in  Great  Britain  in  1961  shortly  after  the 
introduction  of  the  drug.'*  Studies  by  Mare®  in 
Africa  on  the  fecal,  bacterial  flora  of  a Kalahari 
bushman  population  showed  a lower  frequency  (10 
per  cent)  of  resistant  enteric  bacteria,  none  of 
which  contained  resistance  transfer  factors,  than 
the  stool  flora  of  a “civilized  population”  in  Preto- 
ria. Anderson'*  and  Smith®  have  stressed  the  se- 
lective pressure  of  the  intensive  use  of  antibiotics 
in  cattle  feed  in  the  spread  of  drug-resistant  bac- 
teria. Ampicillin  use  in  outpatient  departments 
has  increased  steadily  since  1964;  and,  particular- 
ly with  the  availability  of  pleasantly  flavored 
syrups,  its  use  in  acute  febrile  illness  in  children 
has  surpassed  the  sulfonamides  and  tetracyclines. 
The  rates  of  salmonella  resistance  to  tetracycline 
and  streptomycin  are  nearly  the  same,  although 
the  former  is  widely  used  while  the  latter  is  not. 

Recently  Bouanchaud  and  Chabbert'®  showed 
that  three  resistance  factors  (more  than  is  usual) 
could  exist  in  Salmonella  panama.  In  the  Neth- 
erlands where  S.  panama  has  been  nearly  as  fre- 
quent as  S.  typhimurium,"  both  serotypes  have 
shown  high  rates  of  antibiotic  resistance.  The 
ability  to  acquire  antibiotic  resistance  by  means  of 
resistance  factors  may  be  related  both  to  its  fre- 
quency in  the  population  and  its  ability  to  main- 
tain a stable  transfer  factor.  Possibly  the  ability 
to  acquire  other  genetic  information  from  enteric 
bacteria  determines  the  communicability  or 
adaptability  of  the  serotype  in  human  beings. 
Thus  the  high  antibiotic  resistance,  the  unique 
epidemiology,  and  clinical  behavior  of  S.  typhi- 
murium may  all  be  related. 

The  greatest  antibiotic  resistance  was  seen  in 
isolates  from  children  one  year  or  less  of  age  and 


from  poor  socioeconomic  areas.  It  is  possible  that 
the  small  child  with  a less-established  gut  flora 
can  be  more  easily  converted  to  a resistant  flora. 
Such  would  seem  the  case  in  young  calves.'*  Moor- 
house'®  has  shown  that  the  fecal  flora  of  urban  in- 
fants contain  an  extremely  high  percentage  of  E. 
coli  with  resistant  transfer  factors.  In  view  of  the 
younger  age  and  urban  background  of  patients 
with  resistant  strains,  it  seems  unlikely  that  in  the 
eastern  United  States  animals  or  processed  foods 
provide  a reservoir,  and  we  would  suggest  that  the 
reservoir  is  in  the  young  children.  The  greater  fre- 
quency of  resistant  strains  in  children  of  lower  so- 
cioeconomic areas  would  then  be  anticipated  be- 
cause the  highest  incidence  of  symptomatic  sal- 
monellosis occurs  in  this  population.’^  Hence,  by 
extension,  the  greatest  carrier  rates  and  greatest 
exposure  to  gut  flora  also  occur  in  lower  socio- 
economic populations.  Further  evidence  to  sug- 
gest that  livestock  do  not  contribute  to  salmonella 
resistance  in  this  country  is  the  study  by  Marx*'* 
which  showed  that  the  fecal  flora  of  rural  children 
was  not  different  from  the  flora  of  their  urban 
counterparts.  If  the  risk  of  acquiring  salmonel- 
losis were  dependent  largely  on  contamination 
during  food  processing  it  would  be  difficult  to  un- 
derstand what  selective  pressures  could  increase 
the  frequency  of  antibiotic  resistance  in  the  popu- 
lation. 

The  marked  difference  between  the  S.  typhimu- 
rium resistance  in  the  winter  and  summer  was,  in- 
deed, unexpected.  It  seemed  mainly  attributable 
to  a large  increase  in  the  ages  of  the  patients  with 
salmonellosis  during  the  summer  of  1969  in  the 
hospitals  which  refer  their  salmonella  isolates  to 
the  Salmonella  Center.  Since  the  summer  peak 
in  salmonellosis  was  20  per  cent  below  that  of  pre- 
vious years,  it  appeared  that  what  occurred  was  a 
relative  decline  in  the  number  of  very  young  chil- 
dren from  whom  salmonella  was  isolated  during 
that  summer.  Whether  this  was  true  of  other 
areas  is  not  known.  It  would  appear,  however, 
that  the  age  of  patients  must  be  considered  in  fu- 
ture surveys  of  salmonella  resistance. 

Although  antibiotic  therapy  in  salmonella  gas- 
troenteritis probably  lengthens  the  duration  of  ex- 
cretion of  salmonella, ampicillin  treatment  is 
common,  particularly  in  the  very  young.  Fur- 
ther, treatment  of  this  condition  with  ampicillin 
does  result  in  the  immediate  production  of  resis- 
tant salmonella."  The  high  incidence  of  ampicil- 
lin resistance  makes  it  exceedingly  important  to 
determine  the  sensitivity  of  salmonella  if  therapy 
becomes  necessary,  particularly  in  urban  munici- 
pal hospitals.  In  any  serious  salmonella  infection, 
chloramphenicol  would  probably  remain  the  agent 
of  choice. 

Summary 

The  antimicrobial  resistance  of  521  clinical  iso- 
lates of  salmonella  were  determined.  Twenty-one 
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per  cent  of  the  strains  were  resistant  to  one  or 
more  antibiotics.  S.  typhimurium  was  dispropor- 
tionately resistant  to  antibiotics,  showing  a 
marked  increase  in  antibiotic  resistance  in  the 
past  four  years.  Resistance  to  ampicillin  was  the 
most  common.  Resistance  to  chloramphenicol 
was  not  seen.  Marked  differences  in  the  antibiot- 
ic sensitivities  were  noted  between  isolates  sub- 
mitted during  the  winter  and  those  collected  dur- 
ing the  summer.  These  were  attributed  to  age 
differences  between  the  two  samples.  Most  iso- 
lates with  transferable  drug  resistance  come  from 
municipal  hospitals  and  from  children  under  ten 
years  of  age.  This  suggests  that  resistant  salmo- 
nellae  are  passed  between  children  in  low  socio- 
economic areas  and  not  introduced  from  farm  ani- 
mals or  food  processing. 
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Primary  hyperparathyroidism  is  difficult  to 
diagnose  with  certainty.'"^  In  following  patients 
with  suspected  hyperparathyroidism  we  were  im- 
pressed by  the  large  number  of  associated  dis- 
orders, which  at  times  tended  to  obscure  the  diag- 
nosis, and  by  the  paucity  of  such  well-established 
diagnostic  criteria  as  elevation  of  serum  alkaline 
phosphatase  and  subperiosteal  resorption  of  the 
phalanges.  Furthermore,  the  introduction  of 
multichannel  blood  analyzers  is  leading  to  the 
discovery  of  many  patients  with  asymptomatic 
hypercalcemia  and  hyperparathyroidism. 

The  purpose  of  the  present  report  is  to  review  the 
diagnosis  and  treatment  of  hyperparathyroidism, 
especially  in  patients  with  associated  disorders  or 
in  patients  with  asymptomatic  hyperparathyroid- 
ism. 

Case  reports 

Case  1.  A sixty-four-year-old  blind  Negro  man  was 
admitted  to  the  pulmonary  service  because  of  a four- 
week  history  of  fever  and  chills,  a chronic  cough  produc- 
tive of  white,  nonviscous  sputum,  and  a 23-pound  weight 
loss  during  the  previous  months. 

•Supported  in  part  by  a grant  from  the  John  A.  Hartford 
Foundation. 
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The  coexistence  of  associated  disorders  frequently 
obscures  the  diagnosis  of  hyperparathyroidism. 
IVoblems  arise  in  the  differentiation  of  hypercal- 
cemia and  hyperparathyroidism.  In  the  present 
investigation  elevation  of  serum  chloride  was  found 
more  frequently  than  alkaline  phosphatase  eleva- 
tion or  radiographic  changes,  hence  was  more  valu- 
able in  diagnosis.  While  some  well-established 
diagnostic  criteria  are  helpful  in  diagnosing  symp- 
tomatic hyperparathyroidism,  a controlled  study  is 
necessary  to  provide  the  correct  diagnosis  and  treat- 
ment of  asymptomatic  hyperparathyroidism. 


Laboratory  investigation  revealed  a hematocrit  of  34 
and  a white  blood  cell  count  of  84,400  per  cubic  milli- 
meter. Blood  urea  nitrogen,  sodium,  potassium,  carbon 
dioxide,  chloride,  calcium,  and  phosphorus  were  all  nor- 
mal. The  serum  albumin  was  3.8  Gm.  and  the  serum 
globulin,  3 Gm.  per  100  ml.  The  protein-bound  iodine 
was  6.4  micrograms  per  100  ml. 

Roentgenogram  of  the  chest  revealed  bilateral  apical 
tuberculosis  with  cavitation.  The  right  eleventh  rib  had 
a punched-out  radiolucent  lesion.  The  spine,  pelvis, 
ribs,  sternum,  and  clavicle  showed  increased  density 
and  cortical  thickening,  characteristic  of  Paget’s  disease. 
Results  of  the  intravenous  pyelogram  and  gastrointesti- 
nal and  small  bowel  series  were  normal. 

Sputum  smears  and  cultures  were  repeatedly  positive 
for  tubercle  bacilli.  Treatment  was  started  with  anti- 
tuberculosis  therapy  that  included  isoniazid,  pyridoxine, 
aminosalicylic  acid  resin  (Rezipas),  cycloserine,  ethion- 
amide, and  streptomycin.  Subsequent  cultures  showed 
negative  findings. 

Two  months  after  admission  the  patient  became  de- 
hydrated and  stuporous.  The  serum  calcium  was  found 
to  be  elevated,  ranging  in  6 determinations  between 
11.7  to  15  mg.  per  100  ml.;  the  range  of  serum  phos- 
phorus was  1.8  to  2.9  mg.  per  100  ml.  and  the  serum 
alkaline  phosphatase  3.7  to  6.6  Bessey-Lowry  units. 
Urinary  calcium  excretion,  measured  while  the  patient 
was  receiving  intravenous  fluids  and  hydrocortisone, 
was  262  mg.,  360 mg.,  and  168  mg.  per  twenty-four  hours. 
A right  hemithyroidectomy,  thymus  gland  resection, 
paratracheal  lymph  node  dissection,  and  partial 
eleventh  rib  resection  were  performed.  Pathologic 
examination  revealed  one  normal  parathyroid  gland,  a 
thymus  with  ectopic  parathyroid  tissue,  and  a portion  of 
a rib  with  a Brown  tumor.  Postoperatively  there  was 
hypocalcemia  for  three  weeks. 

Comments.  Coexistence  of  tuberculosis,  Paget’s 
disease,  and  hyperparathyroidism  made  the  recognition 
of  the  latter  especially  difficult.  This  patient  did  exhibit 
hypercalcemia,  hypophosphatemia,  hypercalciuria,  and 
had  a Brown  tumor  in  a rib.  The  diagnosis  of  hyper- 
parathyroidism was  therefore  likely,  and,  in  the  absence 
of  hyperplasia  of  the  parathyroid  glands,  must  have 
been  due  to  an  adenoma  that  was  infarcted  at  surgery.-  ® 

Prolonged  hypocalcemia  following  parathyroid  ade- 
noma removal  was  a striking  feature  in  this  as  well  as  1 
other  patient  with  coexistent  Paget’s  disease. 
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Case  2.  An  eighty-year-old  white  female  was  admit- 
ted because  of  increasing  weakness  and  a 37-pound 
weight  loss  during  the  previous  three  months.  In  1940 
she  had  had  a total  hysterectomy  and  postoperative 
radiotherapy  for  a papillary  adenocarcinoma  of  the  ovary 
and  in  1957  a partial  colostomy  for  adenocarcinoma  of 
the  colon.  Diabetes  mellitus  was  diagnosed  in  1957. 

She  appeared  pale,  cachectic,  and  dehydrated  and  was 
disoriented.  Her  blood  pressure  was  160  systolic  and 
90  mm.  Hg  diastolic.  Her  pulse  was  96  per  minute. 
There  was  cardiomegaly,  and  a systolic  ejection  murmur 
was  audible  at  the  base  and  throughout  the  precordium. 

The  hemoglobin  was  10.7  Gm.  per  100  ml.  and  the 
white  blood  cell  count  14,100  per  cubic  millimeter.  The 
blood  urea  nitrogen  and  creatinine  were  normal.  The 
serum  sodium  was  132,  potassium  3,  carbon  dioxide  35.7, 
and  chloride  78.5  mEq.  per  liter.  The  serum  albumin 
was  3.2  and  the  serum  globulin  3.7  Gm.  per  100  ml. 
The  protein-bound  iodine  was  9.5  micrograms  per  100 
ml.  and  the  L-triiodothyronine  resin  uptake  12.3  per 
cent. 

The  serum  calcium  was  persistently  elevated,  ranging 
in  multiple  determinations  between  11.2  and  14  mg.  per 
100  ml.  The  serum  phosphorus  ranged  between  1.7  to 
2.6  mg.  per  100  ml.  The  alkaline  phosphatase  was  2.8, 
3.4,  and  4.1  Bessey-Lowry  units.  Urinary  calcium  ex- 
cretion was  232,  173,  204,  and  980  mg.  per  twenty-four 
hours. 

Her  diabetes  mellitus  was  controlled  with  tolbuta- 
mide. Her  course  was  marked,  however,  by  dehydration 
and  hyponatremia  in  spite  of  attempts  at  replacement 
with  oral  and  intravenous  fluids,  by  increasing  anemia 
partially  corrected  by  blood  transfusion,  and  by  a low- 
grade  fever  which  did  not  respond  to  empiric  antibiotic 
therapy. 

On  the  thirty-first  hospital  day,  she  underwent  neck 
exploration.  Two  large,  firm,  supraclavicular  lymph 
nodes,  not  palpable  preoperatively,  were  found  soon 
after  the  operative  procedure  was  begun.  Frozen  section 
revealed  the  nodes  to  be  infiltrated  with  metastatic  car- 
cinoma. It  was  believed  that  further  surgery  was  not 
justified  in  this  poor-risk  patient. 

Postoperatively  she  continued  to  be  dehydrated,  hy- 
percalcemic,  and  hypophosphatemic  and  continued  to 
have  a low-grade  fever.  On  the  thirty-seventh  hospital 
day,  she  became  unresponsive  and  died. 

Postmortem  examination  revealed  a left  superior 
parathyroid  adenoma  measuring  2 by  1 by  0.3  cm.,  three 
normal  parathyroid  glands,  and  anaplastic  carcinoma  of 
the  head  of  the  pancreas  with  metastases. 

Comments.  This  patient  presented  the  problem  of  a 
differential  diagnosis  between  hypercalcemia  in  meta- 
static neoplastic  disease  and  hyperparathyroidism. 

Case  3.  A forty-seven-year-old  white  male  was  ad- 
mitted because  of  an  enlarging  neck  mass  present  for 
ten  to  fifteen  years  and  hoarseness  of  two  years’  dura- 
tion. Vocal  cord  paralysis  was  diagnosed.  No  history  of 
nephrolithiasis,  peptic  ulcer  disease,  pancreatitis,  or 
bone  pain  was  elicited. 

His  blood  pressure  was  230  systolic  and  80  mm.  Hg 
diastolic.  There  was  a palpable  neck  mass  and  slight 
cardiac  enlargement.  Routine  laboratory  examinations 
showed  normal  findings  except  for  a serum  calcium  of 
12.3  mg.  and  serum  phosphorus  of  2 mg.  per  100  ml. 
Roentgenogram  of  the  chest  gave  normal  results. 


A total  thyroidectomy  was  performed.  Pathologic 
examination  revealed  a 213-Gm.  follicular  adenocar- 
cinoma of  the  thyroid  and  a parathyroid  adenoma. 

Postoperatively  the  blood  pressure  was  130  systolic 
and  80  mm.  Hg  diastolic;  the  serum  calcium  was  10.2 
to  10.5  mg.  per  100  ml. 

Comments.  This  patient  had  a neck  mass,  vocal 
cord  paralysis,  hypercalcemia,  and  hypophosphatemia. 
A single  preoperative  diagnosis  in  this  case  was  improba- 
ble. Parathyroid  neoplasms  rarely  reach  the  size  of 
thyroid  tumors  and  rarely  involve  the  recurrent  laryngeal 
nerve.  Thyroid  tumors,  on  the  other  hand,  are  not 
associated  with  hypophosphatemia,  even  when  they 
spread  to  bone. 

Of  interest  is  the  systolic  hypertension  which  was 
seen  in  this  and  2 other  patients  in  our  series.  In  each 
case  the  systolic  blood  pressure  became  normal  post- 
operatively.' 

Case  4.  A Negro  alcoholic  female  first  suffered  from 
a perforated  duodenal  ulcer  at  the  age  of  thirty-eight  in 
1960.  Recurrence  of  ulcer  symptoms  led  to  her  read- 
mission  in  1962.  At  that  time  her  behavior,  which  was 
bizarre,  led  to  a psychiatric  evaluation,  and  the  diagno- 
sis of  chronic  schizophrenia  was  made.*  Further  recur- 
rences of  ulcer  disease  led  to  a readmission  in  1963  and 
in  1965.  An  80  per  cent  gastrectomy  and  bilateral  va- 
gotomy were  performed  on  the  latter  admission. 

Since  1962,  serum  calcium,  phosphorus,  and  alkaline 
phosphatase  were  determined  repeatedly.  The  serum 
calcium  was  persistently  mildly  elevated,  ranging  in 
eight  determinations  between  11  and  11.4  mg.  per  100 
ml.  The  serum  phosphorus  and  alkaline  phosphatase 
were  constantly  normal.  Twelve  collections  of  urine  for 
the  determinations  of  urinary  calcium  excretion  gave 
values  lower  than  200  mg.  per  twenty-four  hours. 

In  1966  she  was  again  admitted  to  the  hospital.  Her 
serum  urea  nitrogen,  sodium,  potassium,  and  carbon 
dioxide  were  normal.  The  serum  chloride  was  greater 
than  102  mEq.  per  liter.  Her  serum  calcium  was  11.3 
mg.  per  100  ml.,  and  her  serum  phosphorus  and  alkaline 
phosphatase  were  normal.  The  serum  albumin  was 
3.7  Gm.  and  the  serum  globulin  2.5  Gm.  per  100  ml.  The 
serum  protein-bound  iodine  was  6.4  micrograms  per 
100  ml.  Skeletal  survey,  including  roentgenograms  of 
the  hands,  revealed  everything  to  be  normal.  Examina- 
tion of  the  lamina  dura  showed  changes  compatible  with 
hyperparathyroidism.  Result  of  an  intravenous  pyelo- 
gram  was  normal. 

A parathyroid  exploration  was  performed,  and  a 2 by 
1.3  by  0.6-cm.  parathyroid  adenoma  weighing  4.5  Gm. 
was  removed.  Postoperatively  her  serum  calcium  was 
normal  and  never  became  elevated  again. 

She  had  three  subsequent  admissions,  one  of  which 
was  for  recurrent  peptic  ulcer.  A total  gastrectomy  was 
performed,  and  multiple  ulcerations  were  demonstrated 
in  the  stomach  and  the  adjacent  jejunum.  She  died  at 
a subsequent  admission  of  severe  cirrhosis  of  the  liver. 
Postmortem  examination  revealed  multiple  non-beta 
islet-cell  tumors  of  the  pancreas.  The  pituitary,  adre- 
nals, and  thyroid  glands  were  free  of  adenomas.  The 
kidney  revealed  microscopic  nephrocalcinosis. 

Comments.  This  is  a case  of  multiple  endocrine  ade- 
nomatosis with  hyperparathyroidism  and  Zollinger-El- 
lison  syndrome,  in  whom  a parathyroid  adenoma  and 
non-beta  islet-cell  tumors  of  the  pancreas  were  demon- 
strated. * " 
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Of  importance  is  the  finding  of  microscopic  nephro- 
calcinosis  in  this  patient  whose  hyperparathyroidism 
was  extremely  mild  (serum  calcium  11.4  mg.  per  100  ml. 
or  lower)  and  who  never  had  demonstrable  hypercal- 
ciuria. 

Comment 

In  spite  of  recent  advances  in  parathyroid  hor- 
mone radioimmunoassay,  the  diagnosis  of  hyper- 
parathyroidism remains  a difficult  challenge  to  the 
physician. This  may  further  be  complicated 
by  the  presence  of  coexistent  disease,  as  demon- 
strated in  Cases  1 to  3. 

The  records  of  all  the  patients  discharged  from 
Montefiore  Hospital  and  Medical  Center  with  the 
diagnosis  of  hyperparathyroidism  during  the 
period  between  January  1,  1965,  and  December  31, 
1967,  were  reviewed.  Twenty-one  patients  with 
primary  hyperparathyroidism  were  found.  A 
parathyroid  adenoma  was  demonstrated  in  all  but 
1 of  these  (Case  1).  The  ratio  of  patients  with  pri- 
mary hyperparathyroidism  to  the  total  number  of 
patients  admitted  to  the  medical  service  of  this 
voluntary  community  hospital  during  the  three- 
year  period  of  this  review  was  1:666.  This  com- 
pares with  an  incidence  of  1:834  in  26,000  patients 
seen  at  a general  medical  clinic.*^  There  were  14 
females  and  7 males  whose  average  age  at  the  time 
of  neck  exploration  was  forty-nine  and  nine-tenths 
years. 

All  the  patients  showed  hypercalcemia  and 
hypophosphatemia  at  some  phase  of  their  disease. 
The  relative  frequency  of  other  abnormal  findings 
is  summarized  in  Table  I.  Serum  chloride  levels 
higher  than  102  mEq.  per  liter  were  noted  in  11 
of  13  patients.  The  physiologic  basis  for  this 
finding  may  be  found  in  the  recently  confirmed 
observation  that  hyperparathyroidism  is  associ- 
ated with  systemic  acidosis^'*  and  that  hypopara- 
thyroidism is  associated  with  systemic  alkalosis.^® 
The  elevation  of  serum  chloride  level  in  hyperpara- 
thyroidism with  systemic  acidosis  is  therefore  to 
be  expected.  Urinary  calcium  excretion  greater 
than  200  mg.  per  day  was  found  in  10  of  14  patients 
not  receiving  steroid  therapy.  Roentgenographic 
examination  of  the  lamina  dura  was  done  by  the 
dental  department  and  was  interpreted  by  a 
periodontist.  Findings  of  resorption  and  dis- 
continuity of  the  lamina  dura  compatible  with 
hyperparathyroidism  were  noted  in  5 of  9 patients. 
Roentgenographic  examination  of  the  hand  gave 
positive  results  in  4 of  17  patients.  Roentgeno- 
grams of  the  hands  were  therefore  the  least  useful 
in  this  series,  showing  positive  findings  in  only 
23  per  cent  of  the  cases.  In  4 patients  there  was  a 
positive  result  on  examination  of  the  lamina  dura 
but  a negative  result  on  examination  of  the  hands. 
Thus,  while  we  rely  heavily  on  changes  in  serum 
calcium  and  phosphorus,  mild  elevation  of  the 
serum  chloride  is  found  more  frequently  than  al- 
kaline phosphatase  elevation  or  radiographic 


TABLE  I.  Summary  of  findings 


Observations 

Serum 

Chlo- 

ride 

Urinary 

Calcium 

Alkaline 

Phos- 

phatase 

Lamina 

Dura 

X-ray 
Films  of 
Hands 

Number  of  patients 
examined 

13 

14 

19* 

9 

17 

Findings  compatible  with 
hyperparathyroidism  t 

11 

10 

9* 

5 

4 

Percentage  i>08itive 

85 

71 

47* 

56 

23 

* IncludeB  2 patients  with  Paget’s  disease. 

t Serum  chloride,  >102  mEq.  per  liter;  urinary  calcium,  >200  mg.  per 
day;  alkaline  phosphatase  elevated;  lamina  dura,  thin  or  missing  in  the 
absence  of  periodontal  disease;  hand  roentgenograms  showing  sub> 
l>eriosteal  reabsorption. 

changes  and  is  of  supportive  value  in  making  the 
diagnosis  of  hyperparathyroidism. 

Associated  diseases  were  commonly  present  in 
patients  with  hyperparathyroidism.  These  in- 
cluded sarcoidosis,  rheumatoid  arthritis,  ulcera- 
tive colitis,  and  Paget’s  disease,  as  well  as  the  more 
commonly  recognized  associated  disorders,  such  as 
nephrolithiasis,  peptic  ulcer,  pancreatitis,  and 
endocrinopathy.  A number  of  times  we  were  pre- 
sented with  the  difficult  problem  of  recommending 
treatment  for  hyperparathyroidism  in  asympto- 
matic patients,  whose  conditions  are  being  un- 
covered in  increasing  numbers  by  multichannel 
analysis  of  sera,  or  in  those  with  coexisting  disease 
whose  hyperparathyroidism  was  not  accompanied 
by  any  relevant  signs  or  symptoms.'*  Information 
on  the  natural  history  of  asymptomatic  hyper- 
parathyroidism is  totally  lacking.  In  the  absence 
of  such  information,  our  judgment  on  the  need  for 
surgical  treatment  of  such  patients  is  based  on 
anecdotal  information  and  on  our  experience  with 
symptomatic  and,  at  times,  virulent  disease.  A 
controlled  medical  study  of  asymptomatic  hyper- 
parathyroid patients  followed  carefully  for  pro- 
longed periods  is  needed.  Such  a study  may  pro- 
vide us  with  a better  understanding  of  the  patho- 
logic physiology  of  hyperparathyroidism  and  at  the 
same  time  provide  the  necessary  information  on 
which  to  base  the  recommendation  for  treatment, 
surgical  or  medical,  of  asymptomatic  hyperpara- 
thyroidism. 

Summary 

The  value  of  the  various  parameters  currently 
employed  in  the  clinical  diagnosis  of  hyperpara- 
thyroidism in  a general  hospital  is  assessed.  The 
value  and  the  physiologic  significance  of  serum 
chloride  elevation  are  briefly  discussed. 

The  treatment  of  patients  with  asymptomatic 
hyperparathyroidism  or  coexistent  diseases  is 
based  on  our  experience  with  symptomatic  hyper- 
parathyroidism, which  may  be  skewed  and  irrele- 
vant for  patients  with  asymptomatic  disease.  The 
natural  history  of  asymptomatic  hyperparathy- 
roidism needs  to  be  studied. 
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Part  I of  this  article,  published  in  the  May  15, 
1971,  issue  of  the  Journal,  described  the  clinical 
features  and  biochemical  manifestations  of 
Wilms’  tumor.  The  points  stressed  were  the 
benign  nature  of  this  tumor,  when  it  occurs  during 
the  newborn  period,  its  rapid  and  voluminous 
growth,  and  the  fact  that  it  does  not  metastasize. 

Objectives 

The  first  objectives  in  managing  a child  sus- 
pected of  having  Wilms’  tumor  is  rapid  diagnosis 
and  preventing  the  tumor  from  dissemination. 
This  tumor  must  be  differentiated  from  other 
masses  in  the  flank  including  neuroblastoma, 
lymphoma,  teratoma,  mesenteric  cysts,  hepa- 
toma, splenomegaly,  bezoars,  hydronephrosis,  and 
polycystic  kidneys. 

As  soon  as  such  a child  has  been  admitted  to  the 
hospital,  the  situation  should  be  declared  a state  of 
emergency.  The  entire  work-up  from  admission 
to  surgery  should  be  completed  in  twenty-four  to 
forty-eight  hours.  The  child’s  bed  is  signposted  to 
reduce  indiscriminate  palpation  and  milking  of 
cancer  cells  into  the  circulation.  Transillumina- 
tion of  the  abdomen  may  help  differentiate  a 
cystic  mass.^^  Complete  blood  count  and  urinaly- 
sis are  done.  Blood  chemical  determinations  of 
diagnostic  importance  include  serum  glutamic 


FIGURE  5.  Bone-marrow  smear  showing  clump  of 
cells  originating  from  Wilms'  tumor,  (Courtesy  of 
Donald  Pinkel,  M D,) 


oxaloacetic  transaminase,  blood  urea  nitrogen, 
lactic  dehydrogenase,  uric  acid,  and  alkaline 
phosphatase.  Bone-marrow  smears  are  examined 
for  tumor  cells  (Fig.  5).''^  It  is  preferable  also  to 
do  a mairrow  biopsy  using  the  Crosby  or  Turkell 
needle.'^  Abdominal  roentgenogram  and  intra- 
venous pyelogram  are  done  to  demarcate  the 
tumor.  Roentgenography  of  the  chest,  skull,  and 
long  bones  is  done  in  search  of  metastases.  Ap- 
propriate steps  are  undertaken  to  correct  any  re- 
lated or  unrelated  abnormalities,  such  as  electro- 
lyte imbalance,  infection,  or  anemia,  in  anticipa- 
tion of  surgical  exploration.  Additional  studies 
that  may  be  done  include  inferior  venacavogram,'° 
isotopic  scanning  of  the  kidneys  and  liver,'®  and 
selective  renal  angiogram.  However,  abdomi- 
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nal  angiography  is  difficult  in  small  children. 
Isotopic  scan  of  liver  in  search  of  metastases  may 
be  done  postoperatively.  Even  with  biopsy,  errors 
in  diagnosis  may  occur,  which  can  prove  disastrous 
to  the  patient.  Every  diagnostic  aid,  including 
selective  renal  angiogram,  if  possible,  should  there- 
fore be  employed. 

Staging  the  tumor 

Staging  is  very  important  as  a basis  for  planning 
treatment,  for  estimating  prognosis,  and,  subse- 
quently, for  analysis  of  survival  data.  Accurate 
staging  depends  on  careful  observations  by  the 
clinician,  radiologist,  surgeon,  and  pathologist. 
There  are  four  clinical  and  anatomic  stages  of 
Wilms’  tumor.*"-'"^ 

Stage  I.  The  tumor  in  stage  I is  limited  to  the 
kidney  and  is  completely  resected.  The  surface  of 
the  renal  capsule  is  intact,  and  the  tumor  is  not 
ruptured  before  or  during  removal.  No  residual 
tumor  is  apparent  beyond  the  margins  of  resection. 

Stage  II.  In  stage  II  the  tumor  extends  beyond 
the  kidney  but  is  completely  resected.  There  is 
local  extension  of  the  tumor,  with  penetration 
through  the  renal  capsule  to  the  capsular  surface 
(perirenal  fat)  or  beyond,  or  periaortic  lymph  nodes 
are  involved.  Renal  vessels  outside  the  kidney 
substance,  such  as  the  renal  vein,  contain  tumor 
thrombi,  but  no  residual  tumor  is  apparent  beyond 
the  margins  of  resection. 

Stage  III.  In  stage  III  the  residual  nonhema- 
togenous tumor  is  confined  to  the  abdomen.  The 
tumor  has  been  biopsied  or  has  ruptured  before  or 
during  surgery.  Implants  are  on  peritoneal  sur- 
faces and  involved  lymph  nodes  beyond  the  ab- 
dominal periaortic  chains.  The  tumor  is  not  com- 
pletely resectable  because  of  local  infiltration  into 
vital  structures. 

Stage  IV.  In  stage  IV  hematogenous  metasta- 
ses are  present  in  the  liver,  lung,  bone,  or  brain. 

Accurate  anatomic  staging  of  Wilms’  tumor  is 
not  as  easy  as  it  may  appear.  The  surgeon  may  be 
unable  to  dissect  out  the  tumor  neatly  and  intact. 
It  is  very  difficult  to  find  the  anatomic  orientation 
from  a mutilated  specimen.  It  may  be  difficult  to 
decide  whether  tumor  is  present  in  the  perirenal 
fat,  whether  tumor  is  invading  the  normal  renal 
tissue,  or  whether  tumor  is  present  in  the  renal 
vein  or  in  the  regional  lymph  nodes.  Thus,  for 
accurate  anatomic  staging  we  are  dependent  on  the 
success  of  the  surgeon  to  provide  an  adequate  and 
anatomically  intact  specimen,  and  we  are  depen- 
dent on  the  pathologist  to  dissect  this  specimen 
carefully  and  to  determine  precisely  the  extent  of 
the  tumor  and  the  degree  of  spread.  If  we  cannot 
obtain  such  precise  anatomic  information,  staging 
may  be  inaccurate. 

Treatment 

One  of  the  important  fruits  of  intensive  research 


of  the  past  twenty  years  is  a more  optimistic  atti- 
tude toward  the  treatment  of  children  with  cancer. 
Success  with  new  therapy  of  Wilms’  tumor  has 
been  an  important  factor  in  generating  this  new 
optimism.  The  early  studies  of  Farber  and  of 
Gross  and  Neuhauser®^  have  special  significance  in 
the  management  of  Wilms’  tumor  and  form  one  of 
the  cornerstones  on  which  the  philosophy  and 
principles  of  caring  for  childhood  cancer  in  general 
have  been  erected.®®  Treatment  of  Wilms’  tumor 
consists  of  surgery,  chemotherapy,  and  radio- 
therapy carried  out  in  a combined  program  and 
tailored  to  the  specific  needs  of  each  child.  But 
early  diagnosis  of  this  tumor  is  still  the  key  to 
successful  treatment. 

Surgery,  radiotherapy,  and  chemotherapy  all 
have  a place  in  the  treatment  of  Wilms’s  tumor. 
Since  it  has  not  been  possible  to  cure  a large  num- 
ber of  patients  by  one  method  alone,  it  is  generally 
agreed  that  combined  treatment  is  necessary.  The 
therapeutic  history  of  this  disease  has  been  one  of 
gradual  evolution  rather  than  of  controlled  clinical 
trials.  Although  various  authors  have  reported 
improvement  in  survival  rates  over  the  years,  it  is 
often  difficult  to  be  certain  which  alterations  in 
technic  have  been  responsible.  5.84,85.87.88  jg  pQg.. 
sible  that  the  better  results  may  be  due  partly  to 
improved  general  pediatric  and  surgical  care  and 
not  solely  to  radical  alterations  in  therapy.^® 

Surgery.  The  surgeon  must  take  certain  pre- 
cautions to  avoid  producing  hematogenous  spread 
of  the  tumor  and  to  provide  anatomically  intact 
structures  for  study  by  the  pathologist.  The  tumor 
should  be  handled  gently  and  not  squeezed  before 
ligating  the  renal  pedicle  to  avoid  dislodging  tumor 
emboli.  Ligation  of  the  pedicle  vessels  should  be 
done  before  any  manipulation  or  mobilization  of 
the  tumor  is  attempted.  A generous  transabdomi- 
nal incision  is  made  so  the  tumor  does  not  have  to 
be  squeezed  out  through  a small  opening  (Fig. 
6)  3,89  Regional  lymph  nodes  should  be  removed 
at  the  time  of  surgery  both  for  staging  and  to  pre- 
vent recurrence  of  tumor  from  local  metasta- 
ges 1,82.90  If  ihe  tumor  cannot  be  completely  re- 
sected, silver  clips  should  be  put  in  at  the  outer 
limits  of  the  tumor  to  aid  the  radiation  therapist. 
When  the  tumor  can  be  completely  excised,  silver 
clips  are  inserted  at  the  periphery,  outlining  the 
tumor  bed.  In  some  cases  radical  excision  of  large 
infiltrating  tumors,  with  prosthetic  replacement 
of  the  inferior  vena  cava,  may  be  curative.®^ 

X-ray  therapy.  Heimann  in  1915  was  the 
first  to  employ  postoperative  x-ray  therapy  in  the 
treatment  of  Wilms’  tumor.®-  X-ray  therapy  is 
part  of  the  treatment  of  all  children  with  Wilms’ 
tumor  except  those  cases  occurring  in  children  less 
than  eighteen  months  of  age  and  which  are  well 
encapsulated  (stage  I).®®  X-ray  therapy  is  initi- 
ated shortly  after  surgery,  often  on  the  same  day. 
There  is  no  need  to  await  wound  healing  since 
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children  tolerate  radiation  therapy  very  well  in  the 
postoperative  period.**-* 

X-ray  therapy  is  given  to  the  tumor  bed  and  is 
intended  to  render  nonviable  all  cells  that  may 
have  escaped  locally  from  the  excised  tumor.  The 
size  of  the  field  on  the  body  which  is  radiated  de- 
pends on  how  widely  disseminated  the  tumor  ap- 
peared to  be  at  the  time  of  surgery  and  at  dissec- 
tion by  the  pathologist.  If  no  distant  spread  is 
noted  or  suspected,  the  child  is  usually  irradiated 
over  a port  which  extends  from  the  diaphragm  to 
the  bifurcation  of  the  aorta.  The  port  includes  the 
entire  upper  and  lower  quadrants  of  the  abdomen, 
avoiding  the  liver  or  spleen,  on  the  side  from  which 
the  tumor  had  been  removed  and  extends  across 
the  midline  far  enough  to  give  effective  radiation 
to  the  entire  para-aortic  lymph-node  chain.  Op- 
posing anterior  and  posterior  fields  are  employed. 
The  field  extends  across  the  midline  to  include  the 
entire  width  of  vertebral  epiphyseal  plates,  but 
the  opposite  kidney  should  be  scrupulously  avoided 
(Fig.  7).  Unilateral  radiation  of  the  spine  of  a 
child  may  result  in  growth  retardation  of  the  side 
irradiated,  resulting  in  scoliosis  if  the  child  sur- 
vives long  enough.**^  After  prolonged  follow-up  of 
one  series  of  34  children  given  x-ray  therapy  fol- 
lowing removal  of  abdominal  tumors,  more  than 
one-third  showed  radiographic  changes  in  the 
vertebra.®^  These  changes  included  transverse 
lines  in  the  vertebral  bodies  and  retardation  of  the 
axial  growth  producing  scoliosis.  Similar  changes 
were  observed  by  others.®**-®’  Exostoses  of  the 
ribs  and  ilia  have  been  noted  when  2,000  rads  were 
given.*** 

The  recommended  dose  of  x-ray  therapy  in  a 
child  from  two  to  five  years  of  age  with  Wilms’ 
tumor  is  3,000  rads  delivered  to  the  midplane  of  the 
tumor  bed  at  the  rate  of  1,0(X)  rads  per  week.  This 
dose  may  be  varied  according  to  age.  Infants  may 
receive  1,800  rads,  while  children  over  five  years  of 
age  receive  4,000  rads  or  more.®^  There  is  a syner- 
gistic effect  between  dactinomycin  and  x-ray  ther- 
apy, so  that  acute  skin  reactions  occasionally  occur 
when  x-ray  therapy  is  given  concomitantly  with  or 
follows  the  administration  of  dactinomycin. 

Although  postoperative  x-ray  therapy  has  been 
used  in  Wilms’  tumor  for  more  than  fifty  years. 


FIGURE  7 Outline  of  portal  for  x-ray  therapy  after  re- 
moval of  Wilms'  tumor  of  right  side  ®-*  Portal  extends 
from  diaphragm  to  bifurcation  of  aorta  It  includes 
entire  width  of  vertebrae  and  avoids  liver  and  op- 
posite kidney,  as  delineated  by  previous  abdominal 
roentgenogram  and  intravenous  pyelogram.  Similar 
portal  IS  drawn  on  back 


it  has  never  been  subjected  to  the  test  of  rigid  sta- 
tistical analysis.  But  despite  the  fact  that  no 
randomized  prospective  study  has  clearly  estab- 
lished the  worth  of  postoperative  irradiation,  few 
clinicians  would  deny  its  use.  The  only  exception 
is  infants  under  eighteen  months  of  age  from  whom 
an  encapsulated  tumor  was  completely  excised. 
As  yet  no  one  has  had  the  courage  to  do  a con- 
trolled study,  that  is,  to  withhold  the  use  of  x-ray 
therapy  in  half  of  the  patients,  to  use  only  dactino- 
mycin in  this  group,  and  see  whether  the  tumor 
recurs  more  frequently  in  this  nonirradiated  group. 
So  we  continue  to  give  x-ray  therapy  to  the  tumor- 
free  tumor  bed,  even  though  theoretically  only- 
chemotherapy  would  need  to  be  given  to  destroy 
the  micrometastases. 

Preoperative  x-ray  therapy  has  been  advocated 
and  frequently  used,  although  its  value  is  highly 
debatable.  It  is  agreed  that  irradiation  of  a 
Wilms’  tumor  will  result  in  considerable  reduction 
in  size,  first  by  softening  the  tumor  and  then  by 
constriction  of  the  resulting  scar  tissue.  But  rou- 
tine preoperative  radiotherapy  is  not  advocated, 
mainly  because  an  accurate  preoperative  diagnosis 
of  Wilms’  tumor  cannot  always  be  made  on  the 
basis  of  physical  examination  and  roentgeno- 
graphic  examination  alone.  Preoperative  radio- 
therapy causes  loss  of  valuable  time  before  surgical 
intervention.  Also,  the  tumor  may  metastasize 
during  the  period  of  x-ray  therapy  as  a result  of 
additional  handling  of  the  child  and  from  x-ray- 
induced  hyperemia.  There  is  no  proof  for  the  as- 
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FIGURES.  Molecule  of  dactinomycin. 


sertion  that  radiation  damages  the  cells  that  do 
escape  to  the  extent  that  they  cannot  propagate.^ 
However,  when  the  surgeon  is  confronted  with  a 
truly  huge  tumor  and  a small  baby,  and  the  ex- 
perienced team  necessary  to  bring  off  the  surgical 
tour  de  force  required  is  not  available,  he  may 
attempt  to  reduce  the  tumor  size  by  preoperative 
radiotherapy.  But  prior  biopsy  through  a small 
incision  is  advisable. 

Chemotherapy.  In  the  early  1950s  nitrogen 
mustard  was  tried  in  the  treatment  of  metastatic 
Wilms’  tumor  with  little  apparent  benefit.  Since 
1955,  Farber^*^  has  pioneered  in  the  use  of  dactino- 
mycin, also  called  actinomycin  D (Cosmegen), 
in  the  chemotherapy  of  Wilms’  tumor,  with  or 
without  metastases.  This  drug  has  been  shown, 
after  extensive  trial,  to  be  of  considerable  benefit 
to  children  with  Wilms’  tumor.  84,88.99.100 

As  with  all  antineoplastic  agents,  dactinomycin 
is  a toxic  drug,  and  very  careful  and  frequent  ob- 
servations of  the  patient  for  adverse  reactions  are 
necessary  (f’ig.  8).  A variety  of  abnormalities  of 
renal,  hepatic,  and  bone-marrow  function  have 
been  reported  in  patients  receiving  dactinomycin. 
However,  except  in  instances  of  bone-marrow 
depression,  a causal  relationship  has  not  been 
established.  It  is  advisable  to  make  frequent 


checks  of  renal,  hepatic,  and  bone-marrow  func- 
tion. Toxic  effects,  excepting  nausea  and  vomit- 
ing, usually  do  not  become  apparent  until  tw’o  to 
four  days  after  a course  of  therapy  is  stopped  and 
may  not  be  maximal  before  one  to  two  weeks  have 
elapsed.  Usually  they  are  reversible  when  the 
drug  is  discontinued.  Malaise,  fever,  myalgia, 
ulcerative  stomatitis,  and  pharyngitis  may  occur. 
Nausea  and  vomiting,  which  occur  early  during  the 
first  few  hours  after  administration,  may  be  al- 
leviated by  giving  antiemetics.  Anemia,  leuko- 
penia, or  pancytopenia  may  occur.  While  the  drug 
is  being  given,  white  blood  cell  counts  should  be 
done  daily  and  platelet  counts  every  three  days  to 
detect  severe  hematopoietic  depression.  If  the 
white  blood  cell  count  falls  below  2,000  per  cubic 
millimeter  or  if  the  platelet  count  falls  below 
100,000  per  cubic  millimeter,  the  drug  should  be 
withheld  until  recovery  occurs.  Alopecia,  skin 
eruptions,  acne,  flare-up  of  erythema,  or  increased 
pigmentation  of  previously  irradiated  skin  are 
seen.  But  when  properly  administered,  dactino- 
mycin is  usually  well  tolerated  and  seldom  causes 
serious  complications. 

Dactinomycin  is  a cytotoxic  agent.  It  acts  by 
binding  the  guanine  moiety  of  deoxyribonucleic 
acid  and  thereby  prevents  the  formation  of  the 
enzyme,  ribonucleic  acid  polymerase.  As  a result, 
synthesis  of  ribonucleic  acid  and  protein  are  sup- 
pressed, and  cellular  damage  occurs. Dactino- 
mycin is  the  principal  component  of  the  mixture  of 
actinomycins  produced  by  Streptomyces  parvul- 
lus.  The  antibiotic  agent,  streptomycin,  is  also 
produced  by  this  group  of  microorganisms.  How- 
ever, dactinomycin  is  too  toxic  to  be  used  in  treat- 
ment of  infectious  disease.  Because  the  actino- 
mycins are  selectively  cytotoxic,  they  have  an 
antineoplastic  effect.  This  has  been  demonstrated 
in  laboratory  animals  with  various  types  of  tumor 
implant  as  well  as  in  human  cancers. 

The  aim  of  chemotherapy  is  to  achieve  maximal 
kill  of  tumor  cells  in  children  with  Wilms’  tumor, 
to  increase  the  duration  of  survival  time,  and  to 
prevent  the  occurrence  of  metastasis.  Chemo- 
therapy theoretically  is  more  effective  than  x-ray 
therapy  in  preventing  or  eradicating  disseminated 
metastases.  Metastases  originate  as  dislodged 
clusters  of  tumor  cells  and  are  transported  in  the 
blood  stream.  With  the  antineoplastic  agent  pres- 
ent in  the  blood,  the  dislodged  tumor  cells  are 
destroyed  before  solid  implantation  and  further 
growth  can  take  place. 

What  precautions  should  be  observed  in  ad- 
ministering dactinomycin?  This  is  a very  caustic 
cytotoxic  drug  and,  when  deposited  outside  the 
blood  vessels,  causes  acute  and  necrotizing  tissue 
reactions  (Fig.  9).  With  an  uncooperative  child, 
the  drug  should  be  carefully  administered  through 
a rapidly  running  intravenous  infusion.  Following 
injection,  at  least  20  ml.  of  clear  solution  should 
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FIGURE  9.  Wrist  of  child  two  weeks  after  extravasation 
of  minute  amount  of  dactinomycin  during  injection. 


be  allowed  to  run  into  the  patient  to  flush  the 
dactinomycin  from  the  infusion  tube  and  needle 
prior  to  withdrawing  the  needle.  If  this  flushing 
is  not  done,  the  amount  of  dactinomycin  remain- 
ing in  the  needle  may  escape  into  the  subcutaneous 
tissues  when  the  needle  is  being  withdrawn  and 
result  in  severe  local  pain  for  several  days  and 
possibly  a slough.  In  cooperative  children  with 
good  veins,  a plastic  infusion  set  alone  may  be  used 
for  the  injection  by  a skilled  operator.  The  dose 
of  this  drug  usually  given  is  0.075  mg.  per  kilogram, 
total  dose  being  divided  into  five  daily  doses. 
Thus,  15  micrograms  per  kilogram  per  day  are 
given  for  five  days.  These  courses  are  repeated 
every  two  months  for  two  years  in  Wilms’  tumor. 
Some  workers  give  dactinomycin  at  a larger  dose, 
0.025  mg.  per  kilogram  (0.6  mg.  per  square  meter) 
given  every  other  day  for  four  doses  with  courses 
repeated  every  six  weeks  for  twelve  to  eighteen 
months. 

How  does  the  stage  of  the  tumor  in  a child  affect 
the  treatment  that  should  be  given?  If  the  tumor 
is  stage  I and  the  child  is  less  than  eighteen  months 
old,  the  patient  should  be  treated  with  dactino- 
mycin starting  immediately  postoperatively  and 
then  every  two  months  thereafter  for  the  ensuing 
two  years.  In  stages  II  and  III,  regardless  of  age, 
the  patient  should  be  treated  immediately  with 
dactinomycin  and  every  two  months  thereafter  for 
the  ensuing  two  years.  In  addition,  x-ray 

therapy  to  the  renal  bed  should  be  given  at  a dose 
appropriate  to  the  size  and  age  of  the  child.  If 
x-ray  therapy  is  given,  the  orthopedist  as  well  as 
the  pediatrician  or  family  physician  should  follow 
the  child  at  the  same  time  to  prevent  or  to  correct 
any  possible  deformity  of  the  spine  due  to  unilat- 
eral growth  retardation.®^  In  stage  IV,  the  deci- 
sion to  use  surgery  or  not  depends  on  the  clinical 
status.  Nevertheless,  x-ray  therapy  combined 
with  chemotherapy  should  be  given  as  indicated. 


Follow-up 

After  surgery  and  after  full  courses  of  x-ray  ther- 
apy and  chemotherapy  have  been  given,  what 
follow-up  care  should  the  child  with  Wilms’  tumor 
have?  A week  after  a course  of  chemotherapy  a 
blood  count  should  be  done  to  detect  any  delayed 
depression  of  the  bone  marrow.  Chest  x-rays 
should  be  obtained  monthly  to  look  for  pulmonary 
metastases.  The  child’s  rate  of  growth  and  general 
vitality  should  be  followed  to  detect  any  early 
signs  that  might  suggest  the  tumor  was  recurring. 
Urinalyses  should  be  done  monthly  to  detect  any 
abnormality  of  the  remaining  kidney.  After  the 
eighteen-  to  twenty-four- month  period  of  inter- 
mittent chemotherapy  is  completed,  the  child 
should  have  a physical  examination,  roentgeno- 
gram of  the  chest,  complete  blood  count,  and 
urinalysis  every  six  months  for  the  ensuing  two 
years. 
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ELUCIDATION 


Question  87,  The  ventricular  rate  is  grossly 
irregular.  The  QRS  duration  is  0.14  second.  Be- 
tween the  QRS  complexes  there  are  no  visible  P 
waves;  however,  undulating  f waves  are  visible. 
This  grossly  irregular  rate  with  f waves  is  consis- 
tent with  the  diagnosis  of  atrial  fibrillation.  In 
addition,  there  is  an  intraventricular  conduction 
delay. 

Question  88.  The  first  beat  is  sinus.  The  P 
wave  is  followed  by  a QRS  which  is  0.12  second  in 


duration.  The  second  P wave  is  early  and  is  fol- 
lowed by  a QRS  which  is  slightly  aberrant.  The 
third  P wave  resembles  the  first,  and  the  fourth  is 
buried  on  the  T wave  of  the  third  QRS  complex. 
Note  the  marked  aberration  of  the  fourth  QRS 
complex.  The  seventh  beat  is  a ventricular  pre- 
mature contraction,  which  is  followed  by  a com- 
pensatory pause.  Two  additional  premature  atrial 
contractions  occur  later  in  the  strip,  both  of  which 
are  somewhat  aberrantly  conducted.  Note  that 
the  QRS  configuration  of  the  beat  following  each 
ventricular  premature  contraction  has  a shorter 
duration  and  is  less  aberrant  than  beats  occurring 
without  this  long  compensatory  pause.  This  is  a 
result  of  improved  intraventricular  conduction 
following  the  long  pause. 
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MASSIVE 

GASTROINTESTINAL 

HEMORRHAGE 

Case  history 

Lawrence  L.  Young,  M.D.:  A sixty-one-year- 
old  Panamanian-born  male  cook  was  admitted 
with  syncope  and  melena  on  the  morning  of  ad- 
mission. 

The  patient  denied  previous  gastrointestinal 
symptoms;  five  years  before  admission  he  had 
undergone  a left  herniorrhaphy  without  event. 
There  was  a history  suggestive  of  alcohol  consump- 
tion in  large  quantities.  While  at  work  on  the 
morning  of  admission  he  suddenly  lost  conscious- 
ness; on  awakening  he  continued  to  feel  weak  and 
shortly  thereafter  passed  tarry  stools  on  four  oc- 
casions. He  was  immediately  admitted  to  the 
hospital. 

Physical  examination  on  admission  revealed  a 
blood  pressure  of  142/88  mm.  Hg,  pulse  68,  and 
respirations  18  per  minute;  the  temperature  was 
98.4  F.  The  patient  was  conscious,  alert,  and 
appeared  in  no  distress.  The  lungs  were  clear;  the 
heart  rhythm  was  regular,  and  no  murmurs  were 
audible.  Abdominal  examination  revealed  no 
tenderness  or  spasm;  bowel  sounds  were  active. 
The  liver,  kidneys,  and  spleen  were  not  palpable; 
a left  herniorrhaphy  scar  was  present.  Rectal  ex- 
amination revealed  a tarry  stool,  otherwise  all  find- 
ings were  negative. 

Laboratory  examinations  revealed  a urine  spe- 
cific gravity  of  1.015;  microscopic  examination 
revealed  15  to  20  red  blood  cells  per  high-power 
field.  The  hemoglobin  was  7 Gm.  per  100  ml.,  the 
hematocrit  21,  the  white  blood  cell  count  10,970 
with  82  per  cent  mature  polymorphonuclear  leuko- 
cytes. The  true  blood  glucose  was  63  mg.  per  100 
ml.  (normal  60  to  110),  and  the  blood  urea  nitrogen 
34  mg.  per  100  ml.;  the  serum  carbon  dioxide  con- 
tent, potassium,  sodium,  and  chloride  were  within 


normal  limits.  The  serologic  test  for  syphilis  was 
nonreactive.  The  total  serum  bilirubin,  thymol 
turbidity,  alkaline  phosphatase,  serum  amylase, 
serum  glutamic  oxalic  transaminase,  serum  glu- 
tamic pyruvic  transaminase,  and  lactic  dehydro- 
genase were  within  normal  limits.  The  partial 
thromboplastin  test  was  92  seconds  (normal  60  to 
100  seconds).  Repeat  hemoglobin  on  the  same  day 
w'as  6 Gm.  per  100  ml.  with  a hematocrit  of  19. 
The  electrocardiogram  on  admission  revealed  left 
ventricular  hypertrophy  with  negative  T waves  in 
leads  I,  aVl,  and  V2  through  Ve,  compatible  with 
myocardial  ischemia.  The  electrocardiogram 
on  the  second  hospital  day  was  unchanged. 

Roentgenographic  examinations  revealed  clear 
lung  fields  and  a normal-sized  heart;  a large 
smooth-margined  density  on  the  right  side  sug- 
gested an  aneurysm  of  the  ascending  aorta  or  dis- 
eased mediastinal  lymph  nodes  (Fig.  lA).  An 
emergency  gastrointestinal  series  revealed  a nor- 
mal esophagus  without  evidence  of  varices;  giant 
rugae  extended  from  the  fundus  to  the  antrum  of 
the  stomach  in  an  irregular  pattern  (Fig.  IB).  The 
duodenal  bulb  was  well  defined  and  normal  in 
appearance. 

The  patient  was  admitted  to  the  intensive  care 
unit,  where  his  blood  pressure  remained  at  160/80 
mm.  Hg  preoperatively.  He  was  given  a trans- 
fusion of  3 units  of  whole  blood  and  2 units  of 
packed  red  cells,  following  which  his  hemoglobin 
rose  to  11.4  Gm.  per  100  ml.  However,  on  the 
second  hospital  day,  he  passed  six  tarry  stools; 
the  hemoglobin  again  fell  to  7 Gm.  per  100  ml. 
Two  additional  units  of  whole  blood  were  trans- 
fused, and  very  early  on  the  morning  of  the  third 
hospital  day  the  patient  underwent  emergency 
exploratory  laparotomy. 

Discussion 

Herman  Steinberg,  M.D.:  The  patient  under 
discussion  is  a sixty-one-year-old  male  cook,  prob- 
ably alcoholic,  with  massive  gastrointestinal  bleed- 
ing, but  with  no  prior  history  of  gastrointestinal 
symptoms.  The  diagnostic  evaluations  include 
abnormal  findings  on  the  chest  film  and  in  the 
gastrointestinal  series. 
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FIGURE  1.  (A)  Right  hilar  mass  suggestive  of  aneurysm  of  ascending  aorta;  heart  and  lungs  within  normal  limits. 

(B)  Giant  rugae  with  polypoid  areas  in  fundus  and  body  of  stomach. 


It  is  perhaps  of  interest  to  discuss  first  the 
emergency  evaluation  of  a patient  with  massive 
gastrointestinal  bleeding,  in  whom  it  would  be 
helpful  to  make  a quick  determination  of  the 
locus  of  bleeding,  whether  in  the  upper  or  lower 
gastrointestinal  tract.  Hematemesis,  of  course, 
would  indicate  upper  gastrointestinal  bleeding; 
the  site  of  origin  should  be  proximal  to  the  liga- 
ment of  Treitz  in  the  absence  of  obstruction.  Ef- 
fortless regurgitation  of  blood  might  suggest  an 
esophageal  source;  if  it  is  of  a venous  color,  one 
might  suspect  varices,  while  bright  red  blood  might 
suggest  rupture  of  an  aneurysm  into  the  esophagus. 
Bleeding  per  rectum  can  originate  anywhere  in  the 
upper  or  lower  gastrointestinal  tract.  A tarry  stool 
in  all  likelihood  orginates  in  the  upper  gastrointes- 
tinal tract,  although  colonic  bleeding  on  the  right 
side  with  stasis  may  also  produce  a tarry  stool. 
If  the  stool  is  port  wine  in  color,  one  immediately 
considers  a small-bowel  site,  while  the  stool  in 
colonic  bleeding  is  usually  red.  However,  these 
general  criteria  are  very  much  at  the  mercy  of  the 
motility  of  the  gastrointestinal  tract;  bright  red 
blood  in  the  stool  can  be  seen  in  very  active  bleed- 
ing from  a duodenal  ulcer  and  even  from  esopha- 
geal varices.  Blood  is  a stimulant  to  gastrointes- 
tinal motility,  and  it  may  pass  down  the  alimen- 
tary tract  quite  rapidly. 

Two  other  clinical  points  are  helpful  in  deter- 
mining whether  the  bleeding  is  from  the  upper  or 
the  lower  gastrointestinal  tract.  If  the  blood  urea 
nitrogen  remains  normal  with  a massive  hemor- 
rhage, 1 would  think  in  tei  ms  of  a lower  gastrointes- 


tinal site  of  origin;  if  elevated,  it  suggests  more 
likely  an  upper  gastrointestinal  site.  Second,  the 
more  active  the  bowel  sounds  eire  on  auscultation, 
the  greater  is  the  likelihood  that  the  blood  is  pass- 
ing through  the  small  bowel  rapidly. 

Our  patient  appears  to  have  had  an  upper  gas- 
trointestinal source  of  bleeding;  there  were  tarry 
stools  with  no  evidence  of  constipation,  and  the 
blood  urea  nitrogen  was  elevated.  When  this  is 
the  only  initial  information  we  have,  it  is  helpful 
to  determine  more  exactly  the  site  of  the  bleeding. 
The  simplest  diagnostic  measure  is  probably  the 
passage  of  a tube  into  the  stomach;  if  the  patient  is 
bleeding  actively  and  no  blood  is  present,  one  can 
at  least  say  that  the  bleeding  is  distal  to  the 
pylorus;  if  blood  is  present,  one  can  only  conclude 
that  the  bleeding  is  proximal  to  the  ligament  of 
Treitz.  However,  with  small-bowel  obstruction, 
hematemesis  can  occur  with  bleeding  from  sites 
even  in  the  ileum.  Other  diagnostic  measures 
include  emergency  endoscopy,  emergency  barium 
studies,  and  emergency  selective  angiography; 
the  particular  measure  used  will  depend  in  part 
on  the  patient’s  general  condition.  If  esophageal 
bleeding  is  suspected,  one  would  utilize  endoscopy 
first,  although  the  hazards  include  aspiration, 
hepatic  consequences  of  oversedation,  and  exacer- 
bation of  bleeding  from  varices  as  a result  of 
retching.  The  obstacle  to  this  procedure  is  ex- 
cessive blood  in  the  visualized  field  that  prevents 
a clear  view  of  the  site  of  the  bleeding.  If  the 
patient  is  very  hypovolemic,  the  varices  may  not 
be  seen  on  either  x-ray  film  or  on  endoscopy. 
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Endoscopy  is  helpful  in  diffuse  mucosal  lesions 
such  as  gastritis  or  esophagitis,  which  this  patient 
might  well  have  had.  I personally  prefer  a barium 
study  prior  to  endoscopy  if  the  patient  has  stopped 
bleeding  for  at  least  six  hours,  so  that  there  is  little 
likelihoixl  of  residual  blood  clot  in  the  stomach. 

In  small-bowel  bleeding  selective  celiac  and 
mesenteric  angiography  is  very  helpful,  and  I sus- 
pect will  eventually  become  a routine  procedure 
in  such  cases.  It  has  certain  hazards,  particularly 
in  older  people  with  atherosclerotic  plaques  in  the 
aorta  and  its  major  branches,  but  certainly  in  the 
patient  who  continues  to  bleed  despite  medical 
therapy,  an  angiogram  is  the  diagnostic  measure  of 
choice.  If  the  patient  is  not  actively  bleeding  at 
the  time  of  the  procedure,  the  angiogram  may  offer 
little  help;  at  least  100  cc.  of  blood  loss  per  hour 
is  needed  to  obtain  a positive  angiogram. 

Our  patient  stopped  bleeding  apparently  for  a 
few  hours,  and  a gastrointestinal  series  was  per- 
formed. This  procedure  gave  the  clinician  certain 
definite  information  and  proved  to  be  the  proper 
choice  here.  Although  this  patient  was  a heavy 
drinker,  there  was  no  clinical  or  laboratory  evi- 
dence of  cirrhosis.  A group  of  screening  liver  func- 
tion tests  which  is  within  normal  limits  does  not 
rule  out  liver  disease  or  varices,  but  the  likelihood 
that  he  was  bleeding  from  varices  appears  small. 

In  any  patient  who  is  bleeding  excessively,  par- 
ticularly if  there  is  a history  of  alcoholism  and 
liver  disease,  one  should  not  forget  the  possibility 
of  coagulation  defects.  The  protocol  indicates 
that  a partial  thromboplastin  test  was  normal 
which  indicates  that  most  of  the  coagulation  fac- 
tors that  might  be  affected  in  patients  with  liver 
disease  were  normal.  Some  of  the  other  screening 
tests  that  might  have  been  done  were  the  platelet 
count  and  observation  of  the  clot  itself,  but  I am 
persuaded  on  the  basis  of  the  information  given  me 
that  there  is  no  coagulation  difficulty  here. 

Two  items  of  positive  information  are  available 
to  me,  the  chest  film  and  the  gastrointestinal 
series.  I would  like  Dr.  Batillas  to  help  me  with 
the  chest  film. 

John  Batillas,  M.D.:  The  chest  film  on  admis- 
sion showed  that  the  lungs  were  clear,  and  the 
heart  appeared  normal  (Fig  lA).  The  abnormality 
that  Dr.  Steinberg  referred  to  is  a sharply  demar- 
cated localized  convexity  overlying  the  right  car- 
diac border  at  the  junction  of  the  right  atrium  and 
the  ascending  aorta.  I think  we  can  visualize  the 
right  hilum  through  this  density,  so  that  I would 
favor  this  as  representing  an  aneurysmal  dilata- 
tion involving  the  root  of  the  aorta.  Unfortunately, 
we  do  not  have  any  additional  films  of  the  chest 
to  clarify  the  nature  of  that  lesion. 

The  preliminary  scout  film  of  the  abdomen  is 
not  remarkable,  and  the  emergency  gastrointesti- 
nal series  demonstrates  a normal  esophagus  with- 
out evidence  of  varices  (Fig.  IB).  There  was  gross 
thickening  of  the  rugal  pattern  with  polypoid  areas. 


resulting  in  considerable  irregularity  of  the  greater 
curvature  at  the  fundus  and  body  of  the  stomach; 
the  antrum  was  spared.  The  duodenal  bulb  was 
normal,  and  we  were  unable  to  define  a specific 
ulcer  crater. 

Dr.  Steinberg:  I cannot  relate  the  abnormality 
of  the  ascending  aorta  to  the  problem  at  hand, 
since  the  ascending  aorta  is  not  in  immediate 
proximity  to  the  esophagus.  In  the  few  instances 
of  rupture  of  such  an  aneurysm  into  the  esophagus 
that  I have  seen,  the  clinical  course  was  cata- 
strophic. The  heart  size  on  x-ray  film  is  normal; 
perhaps  there  is  concentric  hypertrophy  leading  to 
the  electrocardiographic  changes.  No  mention 
is  made  in  the  physical  examination  of  murmurs 
which  might  suggest  aortic  stenosis,  or  of  aortic 
insufficiency  which  might  be  found  in  associa- 
tion with  an  aneurysm  of  the  ascending  aorta. 
Gastrointestinal  bleeding,  from  sites  undiagnosed 
even  at  postmortem  examination,  has  been  as- 
sociated with  stenotic  lesions  of  the  aortic  valve, 
but  the  patients  have  usually  had  severe  congestive 
heart  failure.'  Such  instances  may  represent 
ischemic  disease  of  the  alimentary  tract  that  is 
difficult  to  detect  ante  mortem  in  surgical  speci- 
mens or  even  post  mortem. 

My  diagnosis  must  depend  on  my  interpretation 
of  the  gastrointestinal  films.  Whenever  one  sees 
such  large  folds  in  the  gastric  mucosa,  one  must 
think  of  lymphoma,  infiltrating  carcinoma,  or 
hypertrophic  gastritis.  Shindler'^  many  years  ago 
classified  hypertrophic  gastritis  into  three  broad 
groups:  the  infiltrative  type  characterized  by  in- 
flammatory cells,  such  as  might  be  seen  in  an  alco- 
holic person;  a proliferative  type  in  which  the  lu- 
minal portions  of  the  gastric  glands  undergo  hyper- 
trophy with  cystic  dilatation;  and  a glandular  type 
in  which  the  entire  mucous  gland  structure  under- 
goes hyperplasia  and  hypertrophy,  as  seen  with  the 
Zollinger-Ellison  syndrome.  From  a radiologic 
point  of  view,  this  patient  might  have  had  a 
peculiar  condition  known  as  “benign  hyperrugo- 
sity,” essentially  a roentgenographic  diagnosis  in 
which  histologically  there  is  little  to  see.  This 
condition  may  be  a neuromuscular  abnormality 
with  no  significance  apart  from  its  disturbing 
radiologic  appearance. 

Some  of  the  less  likely  possibilities  include  lues 
of  the  stomach.  This  man  has  an  aneurysm  of  the 
ascending  aorta;  despite  the  absence  of  calcifica- 
tion, one  must  wonder  about  lues.  Syph’lis  of  the 
stomach  involves,  for  the  most  part,  the  distal 
portion  of  the  stomach,  or  it  may  be  diffuse  and 
present  a linitis  plastica  pattern;  neither  of  these 
is  present.  The  few  cases  of  amyloid  disease  of  the 
stomach  that  I have  seen  have  shown  an  infiltrative 
linitis  plastica  appearance  on  x-ray  film  rather 
than  the  nodularity  that  we  see  here. 

Are  there  any  clinical  leads  that  might  permit 
me  to  confine  my  diagnosis  to  one  of  the  aforemen- 
tioned radiologic  conditions?  This  man  is  alco- 
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holic,  but  I have  no  information  that  points  to 
liver  injury  or  varices,  whether  gastric  or  esopha- 
geal. Is  this  a gastric  lymphoma?  This  degree  of 
gastric  involvement  would  invariably  be  associ- 
ated with  gastrointestinal  symptoms  at  the  mini- 
mum on  the  basis  of  interference  with  motility. 
He  might  have  had  pain,  a sense  of  postprandial 
fullness,  weight  loss,  and/or  anorexia.  The  large 
folds  do  not  extend  into  the  antrum,  whereas  lym- 
phoma very  often  does,  even  into  the  duodenal 
bulb.  I doubt  that  lymphoma  is  present.  This 
amount  of  involvement  by  an  infiltrating  carci- 
noma would  likewise  produce  dyspepsia,  abdomi- 
nal pain,  and  decreased  gastric  motility.  Benign 
hyperrugosity  should  not  be  so  extensive  radio- 
logically  and  should  not  be  associated  with  bleed- 
ing. 

A process  of  elimination  brings  me  finally  to 
hypertrophic  gastritis,  and,  of  the  three  kinds,  the 
least  likely  would  be  the  glandular  type,  the  kind 
associated  with  a Zollinger-Ellison  syndrome. 
There  was  no  history  of  ulcer  symptoms,  although 
it  might  have  been  difficult  to  obtain  a good  history 
from  an  acutely  ill  patient.  On  one  of  the  smaller 
films  of  the  stomach  I thought  there  might  be  a 
niche  in  the  duodenal  bulb;  but  I do  not  think  it 
is  clearcut.  Therefore,  a glandular  hypertrophic 
gastritis  seems  the  least  likely. 

The  type  of  hypertrophic  gastritis  that  seems 
most  likely  to  me  is  the  proliferative  one,  or  Mene- 
trier’s  disease.  I favor  this  interpretation  because 
the  mucosal  folds  are  quite  large,  and  radiologically 
the  antrum  is  spared,  which  is  characteristic  of 
Menetrier’s  disease.  On  the  other  hand,  we  have 
no  other  evidence  to  support  a diagnosis  of  Mene- 
trier’s gastritis;  a serum  albumin  determination  is 
not  mentioned  in  the  protocol,  and  there  is  no 
history  of  edema.  In  Menetrier’s  disease  there 
may  be  excessive  loss  of  albumin  from  the  altered 
gastrointestinal  mucosa,  and  yet  the  liver  may  be 
able  to  compensate  adequately  and  thus  prevent 
the  occurrence  of  edema.  In  Menetrier’s  disease 
the  large  mucous  cysts  may  rupture  and  secon- 
darily involve  a blood  vessel  in  the  process,  so  that 
gastrointestinal  bleeding  might  occur.  It  is  also 
quite  possible  that  the  ingestion  of  alcohol  trig- 
gered the  bleeding  on  tbe  basis  of  a superimposed 
acute  hemorrhagic  gastritis. 

In  summary,  I think  this  man  had  hypertrophic 
gastritis  of  the  proliferative  type.  The  bleeding 
was  probably  triggered  by  an  acute  hemorrhagic 
gastritis,  perhaps  induced  by  alcohol.  In  addition, 
it  is  possible  that  this  man  has  luetic  aortitis  with 
aneurysm  formation. 

John  T.  Flynn,  M.D.:  In  regard  to  your  com- 
ments on  upper  gastrointestinal  endoscopy,  would 
you  not  tend  to  proceed  very  cautiously  in  this 
case  in  view  of  the  radiologic  evidence  of  aortic 
aneurysm? 

Dr.  Steinberg:  If  the  indications  for  endoscopy 
were  sufficiently  strong,  even  in  the  face  of  an 


aneurysm  of  the  ascending  aorta,  with  good 
patient  cooperation  I would  not  hesitate  to  do  it. 

Stanley  S.  Yormak,  M.D.:  Would  you  con- 

sider, Dr.  Steinberg,  the  possibility  of  sarcoidosis? 

Dr.  Steinberg:  I believe  that  the  hilar  shadows 
here  are  vascular  and  do  not  represent  lymph 
nodes.  Sarcoidosis  of  the  stomach  is  relatively 
rare,  but  of  course  whatever  we  eire  dealing  with 
in  this  case  is  probably  unusual.  Gastric  sarcoid- 
osis can  occur  as  an  ulcerating  lesion,  either 
localized  or  diffuse.  I would  not  be  tempted  to 
consider  sarcoid  in  my  differential  diagnosis 
here. 

Harold  H.  Coppersmith,  M.D.:  I think  on 

clinical  grounds  alone  it  would  be  extremely  un- 
likely for  this  man  to  have  bled  above  the  fundus 
of  the  stomach.  He  felt  faint  and  lost  conscious- 
ness, and  with  such  a severe  bleeding  episode  if  it 
were  coming  from  above  the  stomach,  he  would 
very  likely  have  vomited  blood. 

I would  like  to  mention  that  exsanguinating  up- 
per gastrointestinal  bleeding  can  occur  as  the  first 
symptom  of  carcinoma  of  the  stomach  without  any 
prior  indication  of  that  disease  in  the  patient. 
However,  I agree  with  the  differential  diagnosis 
that  Dr.  Steinberg  presented,  namely,  hyper- 
trophic gastritis  versus  an  ulcer  that  the  radiolo- 
gists perhaps  could  not  identify.  Ulcer  is  probably 
the  most  frequent  cause  of  massive  gastrointesti- 
nal hemorrhage.  The  fact  that  the  patient  sur- 
vived surgery  would  favor  ulcer,  since  massive 
hemorrhage  from  diffuse  gastritis  in  my  experience 
has  been  almost  always  a fatal  process. 

Joseph  Rechtschaffen,  M.D.:  Dr.  Copper- 

smith indicated  his  belief  that  a patient  who  has 
exsanguinating  hemorrhage  will  most  often  have 
upper  gastrointestinal  bleeding,  usually  from  a 
duodenal  ulcer.  If  one  is  willing  to  believe  what 
Katz  and  SiegeF  have  found,  most  of  the  truly 
exsanguinating  hemorrhages  result  from  gastric 
erosion  without  duodenal  ulcer.  In  this  hospital 
we  have  seen  patients  with  4 to  5 Gm.  of  hemoglo- 
bin and  no  findings  other  than  erosion  due  to 
salicylate  ingestion. 

Clinical  diagnoses 

1.  Hypertrophic  gastritis,  with  mucosal  ulcera- 
tion and  hemorrhage 

2.  Aneurysm  of  ascending  aorta 

Dr.  Steinberg  s diagnoses 

1.  Hypertrophic  gastritis,  proliferative  type 
(Menetrier’s  disease) 

2.  Hemorrhage  secondary  to  gastric  erosion 
probably  induced  by  alcohol 

3.  Aneurysm  of  ascending  aorta,  probably  luetic 

Pathologic  discussion 

Dr.  Flynn:  Dr.  McGrath,  could  you  give  us 

your  operative  findings? 
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FIGURE  2 (A  and  B)  Resected  stomach  with  giant 
rugae  and  polypoid  changes 


Robert  W.  McGrath,  M.D.:  The  significant 

findings  at  operation  were  limited  to  the  stomach. 
There  were  numerous  enlarged  lymph  nodes  along 
the  greater  curvature  of  the  stomach,  and  the 
gastroepiploic  vessels  were  thrombosed.  A 
generous  gastrotomy  incision  was  made  to  find 
the  source  of  the  bleeding;  on  opening  the  stomach, 
tremendously  enlarged  giant  hypertrophic  rugae 
extended  from  the  cardia  to  the  antrum  (Fig.  2). 
By  contrast  the  remainder  of  the  stomach  mucosa 
appeared  atrophic.  There  was  diffuse  bleeding 
from  all  these  rugae,  and  we  therefore  decided  to  do 
an  extensive  gastrectomy,  removing  the  entire 
proximal  portion  of  the  stomach  down  to  the  an- 
trum. The  esophagus  was  anastomosed  to  the 
antrum  of  the  stomach,  the  bleeding  stopped,  and 
the  patient  did  well  thereafter. 

Charles  M.  Karpas,  M.D.:  As  Dr.  McGrath 
noted,  the  stomach  was  enlarged  and  when  opened 
revealed  thickened  nodular  folds  of  rugae,  which 
represented  a combination  of  hypertrophic  mucosa 
and  multiple  coalescing  polyps  (Fig.  2).  There  was 
no  question  of  the  polyp  formation  which  was 
readily  demonstrated  on  microscopic  examination. 
This  disease  first  described  in  1888  by  Menetrier^ 


is  characterized  by  hypertrophic  mucosa,  as- 
sociated with  atrophic  changes  and  cystic  dilata- 
tion, and  often  accompanied  by  polypoid  formation 
(Fig.  3A).  The  polyps  in  this  case  contained  well- 
defined  stalks  and  were  composed  of  mucous 
glands,  with  only  an  occasional  parietal  and  chief 
cell  (Fig.  3B).  The  dilated  cysts  were  found  mostly 
at  the  base  of  the  muscularis  mucosae  but  were 
also  infrequently  noted  near  the  luminal  margin 
of  the  mucosa. 

Menetrier’s  classic  description  subdivided  this 
entity  into  two  broad  groups:  (1)  the  “polyade- 

nomes  polypeaux”  which  contained  discrete  polyps, 
and  (2)  the  “polyadenomes  en  nappe”  which  were 
basically  folds  of  mucosa  with  an  appearance 
similar  to  those  of  cerebral  convolutions.  I would 
assume  that  most  instances,  as  in  our  case,  repre- 
sent a combination  of  both  these  elements.  In 
addition  we  were  able  to  demonstrate  focal  areas  of 
intestinalization  (Fig.  4).  Whether  or  not  this 
represents  a continuation  of  chronic  irritation  or 
an  atypical  host  response  is  a matter  of  specula- 
tion. The  intestinalization  was  furthfer  compli- 
cated by  an  occasiorlal  area  of  atypical  cells  lining 
some  of  tbe  glands.  Such  an  area  of  atypical 
change  may  be  termed  dysplastic  or  atypical  intes- 
tinalization. Additional  sections  through  the 
atypical  areas  revealed  cellular  and  architectural 
alterations  characteristic  of  carcinoma  (Fig.  5). 
The  malignant  changes  appeared  to  be  localized 
within  the  mucosa. 

The  medical  literature  suggests  that  the  malig- 
nant potential  of  gastric  polyps  tends  to  increase 
with  their  increasing  number.^  In  addition,  hyper- 
trophic gastritis,  which  in  itself  is  not  a common 
entity,  has  been  suggested  as  the  milieu  in  which 
a malignant  lesion  can  develop.'’  Approximately 
8 per  cent  of  hypertrophic  lesions  have  been  re- 
ported to  contain  malignant  processes.^  In  accor- 
dance with  this  relatively  infrequent  association, 
this  patient’s  lesions  are  unique  in  that  they  show 
a clear  transformation  of  hyperplastic  mucosa  and 
polyp  formation  into  foci  of  intestinalization, 
atypical  intestinalization,  and  carcinoma  in  situ. 
In  addition  we  were  able  to  find  within  the  wall 
of  the  greater  and  lesser  curvatures  sclerotic 
blood  vessels  which  may  have  contributed  to  the 
bleeding,  although  I think  the  bleeding  most  likely 
was  due  to  irritation  of  the  mucosal  surface.  We 
found  multiple  points  of  erosion  with  hemorrhage 
to  substantiate  this  assumption. 

The  lyinph  nodes  which  were  removed  at  opera- 
tion were  merely  hyperplastic  and  reflected  an 
inflammatory  process,  without  any  evidence  of 
invasion  by  a metastatic  lesion. 

Dr.  Steinberg:  I wonder  if  the  surgeon  had 

any  serious  difficulty  in  establishing  an  anastomo- 
sis. I have  seen  one  or  two  instances  of  subtotal 
gastric  resections  in  Menetrier’s  disease  in  which 
this  was  a complication. 

Dr.  McGrath:  No,  there  was  no  difficulty. 


I 
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FIGURE  3.  (A)  Hypertrophic  and  hyperplastic  gastric  mucosa  with  cystic  changes  and  pseudopolypoid  appearance. 

(B)  Gastric  polyp  showing  cystic  change.  (Hematoxylin  and  Eosin  Stain) 


FIGURE  4.  (A)  Gastric  mucosa  showing  "intestinaliza- 

tion”  and  cystic  change.  (B)  Gastric  dysplasia;  atypical 
proliferation  of  gastric  glands  in  area  of  intestinalization 
(X  105).  (Hematoxylin  and  Eosin  Stain) 

The  part  of  the  stomach  that  remained  was  the 
antrum  which  was  actually  atrophic.  In  diffuse 
hypertrophic  gastritis,  some  surgeons  rather  than 
perform  a total  gastrectomy,  have  cut  across  the 
giant  rugae,  leaving  a considerable  amount  in  situ. 
The  rationale  for  such  a procedure  is  that  removal 
of  a major  portion  of  the  abnormal  tissue  will  at 
least  reduce  the  protein-losing  tendency  of  the 
stomach. 

This  patient  did  quite  well  postoperatively  in 
spite  of  minor  pulmonary  atelectasis.  The  initial 
serum  protein,  reported  after  the  operation,  was  3.8 
Gm.,  the  albumin  2.3  Gm.,  and  the  globulin  1.5 
Gm.  per  100  ml.  Four  units  of  packed  red  blood 


cells  and  450  cc.  serum  albumin  intravenously  were 
administered  following  which  the  serum  protein 
was  7 Gm.,  the  albumin  3.5  Gm.,  and  the  globulin 
3.5  Gm.  per  100  ml.  A gastrointestinal  series 
eighteen  days  after  operation  revealed  a high 
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FIGURE  5 Focus  of  gastric  carcinoma  in  situ,  with  loss 
of  orientation  of  glands  and  abnormal  lining  cells  (hema- 
toxylin and  eosm  stain) 


subtotal  gastrectomy  with  a normal  functioning 
stoma.  Since  discharge  his  weight  has  remained 
stable.  A gastrointestinal  series  three  months 
after  discharge  revealed  only  a small  remnant 
of  stomach,  and  the  mucosal  pattern  of  the  small 
bowel  was  coarsened. 

Dr.  Flynn:  I was  interested  to  find  that  the 

Armed  Forces  Institute  of  Pathology  had  reported 
only  14  cases  of  Menetrier’s  disease,  none  of  which 
showed  carcinoma.®  As  a matter  of  fact,  only 
160  cases  of  Menetrier’s  disease  have  been  reported 
up  to  1964.  The  protein  loss  from  the  stomach  in 
these  cases  has  been  substantiated  by  radioac- 
tive iodinated  albumin  turnover  studies  and  by 
protein  electrophoresis  of  the  gastric  juice.  Symp- 
toms can  be  absent,  can  be  present  only  a few 
weeks,  or  can  last  up  to  twenty  years.  It  is  of  inter- 
est to  note  that  in  Hawaii  this  condition  is  two  and 
one-half  times  more  common  in  the  Japanese 
population  of  the  islands  than  it  is  in  the  Caucasian 
population. 

Tadeo  Suzuki,  M.D.:  Gastric  lesions  are  very 
common  in  Japan,  including  hypertrophic  gastri- 
tis. This  is  true  also  for  Japanese  people  born  in 
the  United  States  despite  their  use  of  the  diets  of 
western  countries. 

Dr.  Rechtschaffen:  Dr.  Steinberg,  do  you 

think  carcinoma  of  the  stomach  in  Japan  is  entirely 
different  from  the  kind  which  w-e  see  in  Cau- 
casians? 

Dr.  Steinberg:  I do  not  know  how  to  answer 

that.  My  exposure  to  carcinoma  of  the  stomach  in 
Japan  is  largely  on  the  basis  of  lectures  with 
gastroscopic  and  radiologic  films  presented  by 
Japanese  physicians.  The  lesions  demonstrated 


appear  to  be  very  tiny.  I am  amazed  at  the  visual 
acuity  required  to  detect  them  endoscopically, 
and,  as  I recall,  their  incidence  of  five-year  cures 
is  high.  It  may  be  that  our  occidental  gastric  car- 
cinomas begin  this  way,  but  that  American  endos- 
copy is  not  so  proficient  as  the  Japanese  counter- 
part. 

I think  the  radiologists  will  agree  that  it  is  very 
difficult  to  distinguish  Menetrier’s  disease  from 
some  of  the  other  conditions  that  will  produce 
hyperrugosity,  but  one  can  be  reasonably  certain 
of  the  diagnosis  on  endoscopy.  A characteristic 
radiographic  sign  has  been  described  in  Mene- 
trier’s disease.®  On  barium  swallow,  the  contrast 
medium  becomes  mixed  with  possibly  abnormal 
gastric  mucus,  giving  a reticular  pattern  as  though 
made  by  fine  parallel  brush  strokes. 

Dr.  Rechtschaffen:  Dr.  Karpas,  will  you  define 
the  histology  of  these  gastric  polyps? 

Dr.  Karpas:  In  general,  the  morphology  of 

gastric  polyps  can  be  separated  into  two  broad 
groups  with  intervening  variations.  True  gastric 
polyps  present  hyperplastic  glands  with  an  actual 
stalk;  these  lesions  are  potentially  premalignant. 
By  contrast,  hypertrophic  gastritis  may  demon- 
strate large  tufts  of  hyperplastic  mucosae  which  are 
compressed  together  in  a pseudopolypoid  configu- 
ration but  actually  do  not  have  a true  stalk.  The 
gastric  mucosa  in  this  case  harbored  not  only  such 
tufted  mucosa  but  also  true  polyps.  It  is  possible 
that  the  polyps  arose  over  a period  of  time  from 
these  hyperplastic  folds. 

Final  diagnoses 

1.  Menetrier's  disease  (giant  hypertrophic  gas- 
tritis, proliferative  type)  with  polyp  formation, 
intestinalization  of  gastric  mucosa,  carcinoma  in 
situ,  and  mucosal  erosion  with  hemorrhage 

2.  Probable  aneurysm  of  ascending  aorta 
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Sodium  diatrizoate  (Hypaque)  administered  in- 
travenously is  associated  with  a 10  to  14  per  cent 
incidence  of  nausea,  vomiting,  excessive  salivation, 
dizziness,  urticaria,  muscular  twitching,  and  oc- 
casional severe  episodes  of  bronchospasm  and 
shock.  Serious  hematologic  sequelae  are  distinctly 
uncommon.'^"’  This  report  documents  the  first 
case  of  pancytopenia  associated  with  the  use  of 
this  contrast  medium. 

Case  report 

A thirty-four-year-old  Puerto  Rican  housewife 
was  admitted  to  Montefiore  Hospital  with  a four- 
day  history  of  fever,  sore  throat,  and  cough  produc- 
tive of  rust-colored  sputum.  Her  history  was  un- 
remarkable except  for  a brief  period  of  therapy  for 
asymptomatic  hypertension  five  years  prior  to  this 
admission. 

Pertinent  physical  findings  included  a tempera- 
ture of  103  F.,  blood  pressure  190/120,  respirations 
36  per  minute,  and  heart  rate  of  120  and  regular. 
The  patient  was  in  no  acute  distress.  Her  optic 
fundi  revealed  arteriolar  narrowing,  arteriovenous 
nicking,  occasional  exudates,  and  a fresh  hemor- 
rhage. Pulmonary  findings  were  consistent  with 
bilateral  lower-lobe  pneumonia,  which  was  con- 
firmed radiographically.  The  heart  was  slightly 


enlarged  to  palpation,  and  a soft  apical  systolic 
murmur  with  a triple  rhythm  was  heard.  The 
liver  was  palpable  1 fingerbreadth  below  the  right 
costal  margin. 

Significant  laboratory  data  on  admission  in- 
cluded hematocrit  37,  white  blood  count  11,000 
with  54  polymorphonuclear  leukocytes,  20  stabs, 
1 basophil,  8 monocytes,  and  17  lymphocytes; 
platelets  were  increased  on  smear.  The  blood 
urea  nitrogen  was  34  mg.  and  the  creatinine  4.3 
mg.  per  100  ml.;  urinalysis  showed  4 plus  albumin- 
uria, with  many  white  cells  and  bacteria.  Cul- 
tures of  the  sputum,  blood,  and  urine  were  unre- 
markable. The  electrocardiogram  showed  a large 
left  ventricle. 

The  patient  was  given  1.2  million  units  of  peni- 
cillin daily  and  was  afebrile  within  twenty-four 
hours.  On  the  fifth  hospital  day,  evaluation  of  her 
hypertension  was  initiated  by  routine  intravenous 
urography  with  sodium  diatrizoate.  The  next  day 
her  temperature  spiked  to  104.4  F.,  and  her  blood 
urea  nitrogen  rose  to  60  mg.  per  100  ml.  On  the 
eighth  hospital  day  a drip  intravenous  pyelogram 
was  technically  unsatisfactory  and  was  repeated 
the  next  day,  again  with  diatrizoate.  The  study 
revealed  nonvisualization  of  the  right  kidney. 
Four  days  later  a maculopapular  rash  appeared, 
and  penicillin  was  discontinued.  On  the  nine- 
teenth day  of  hospitalization  the  hematocrit  was 
found  to  be  27,  white  cell  count  4,400  with  normal 
differential,  and  the  platelets  were  239,000.  A 
bone  marrow  had  2 plus  iron  stores  and  a nondiag- 
nostic “reactive”  pattern. 

The  following  day  diatrizoate  was  again  used 
for  a renal  angiogram,  which  revealed  an  absent 
right  renal  artery  and  an  aneurysm  of  the  left 
renal  artery.  One  hour  after  the  procedure  the 
patient  complained  of  dizziness,  pruritis,  and  diffi- 
culty breathing.  Her  temperature  rose  acutely  to 
102.8  F.,  her  blood  pressure  fell  to  80/50,  and  there 
were  rales  once  more  heard  at  both  lung  bases. 
Multiple  blood  cultures  were  obtained,  and  she 
was  started  on  cephalothin  6 Gm.  daily.  The 
blood  cultures  showed  no  growth. 

As  documented  in  Table  I,  there  was  a progres- 
sive fall  in  hematocrit  to  21,  in  white  count  to  900, 
with  relative  granulocytopenia,  and  platelets  to 
69,000.  These  values  gradually  returned  to  nor- 
mal. On  the  eighteenth  hospital  day  a bone  mar- 
row aspiration  and  a biopsy  revealed  granulo- 
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TABLE  I.  Representative  hematologic  findings 


Hospital 

Day 

Hematocrit 

% 

Reticulocyte 
Count  per 
100  ml. 

Platelets 
per  mm.’ 

Leukocytes 
per  mm.’ 

Associated  (Clinical  Material 

1 

37 

11,000 

Penicillin  1.2  million  units  daily 

5 

Diatrizoate  50  cc.,  fever  spike 

8 

31 

Diatrizoate,  50  cc. 

9 

Diatrizoate,  150  cc. 

13 

29 

0.6 

6 , 500 

Rash,  stop  penicillin 

19 

27 

239,000 

4,400 

Bone  marrow  reactive 

20 

27 

Diatrizoate  80  cc.,  anaphylaxis,  start  ceph- 
alothin 

24 

23 

0.8 

93,000 

1,600 

Stop  cephalothin 

28 

21 

0.3 

69,000 

900 

31 

20 

0 2 

188,000 

1,300 

Bone  biopsy  hypoplastic 

46 

25 

10,. 500 

166 

37 

313,000 

8,000 

cytopenia  with  a marked  shift  to  the  left,  as  shown 
in  Figure  1. 

The  patient  became  afebrile  following  her  ana- 
phylactoid reaction,  and  her  blood  pressure  grad- 
ually returned  to  the  earlier  level.  Recovery  was 
uneventful.  At  the  time  of  a follow-up  visit  four 
months  later,  her  hematocrit  was  37,  white  count 
8,000,  and  platelet  count  was  313,000. 

Comment 

Although  itching,  larynogospasm,  unconscious- 
ness, hyperpyrexia,  leukocytosis,  anuria,  hypo- 


FIGURE 1.  (A)  Marrow  aspirate  done  on  the  eighteenth 

following  pancytopenia  reveals  absence  of  late  granulocyte 


tension,  and  rash  are  not  at  all  unusual  following 
the  administration  of  sodium  diatrizoate,  this 
appears  to  be  the  first  episode  of  hypoplastic  ane- 
mia associated  with  the  use  of  this  material. 
Iodides  in  various  forms  have  been  reported  to 
cause  vasculitis  or  thrombocytopenia,  but  simi- 
larly are  not  known  to  produce  an  aplastic  picture.^ 
Severe  leukopenia  and  thrombocytopenia  have 
been  reported  following  repeated  diatrizoate  in- 
jections.*' In  some  cases,  addition  of  diatrizoate 
to  the  patient’s  serum  could  produce  a precipitate 
of  gel."  In  our  patient,  the  temporal  relationship 


hospital  day  shows  reactive  pattern.  (E)  Marrow  aspirate 
precursors  and  reduced  megakaryocytes. 


June  1,1971  New  York  State  Journal  of  Medicine  1221 


of  repeated  injections  of  diatrizoate  with  fever, 
rash,  and  the  severe  reaction  immediately  follow- 
ing the  last  dose  and  preceding  the  use  of  cephalo- 
thin  makes  the  contrast  medium  almost  un- 
equivocally the  agent  responsible  for  the  severe 
hematologic  problem,  rather  than  the  penicillin- 
cephalothin  combination.  It  is  remarkable  that 
hematologic  recovery  was  so  prompt  following  this 
pancytopenia. 

The  mechanism  responsible  for  such  marrow 
toxicity  is  difficult  to  ascertain.'-'*  When  one 
examines  the  structures  of  the  various  compounds 
associated  with  myelotoxicity,  the  most  frequent 
common  denominator  appears  to  be  the  benzene 
ring,  which  is  too  widespread  in  nature  to  be  im- 
plicated by  itself.  The  possibility  that  stereochem  - 
ical  relationships  between  the  benzene  rings  and 
other  functional  groups  are  responsible  for  marrow 
toxicity  is  yet  to  be  proved.  Attempts  to  implicate 
autoimmunity  as  the  cause  of  aplastic  anemia  with 
this  group  of  drugs  have  not  been  fruitful.^'* 
Whether  there  is  a genetically  determined  bio- 
chemical defect  in  metabolizing  or  excreting  such 
agents  is  still  speculative." 

When  a striking  toxic  reaction  to  an  agent  which 
has  been  in  widespread  use  for  many  years  is  re- 
ported for  the  first  time,  this  may  be  truly  an  un- 
usual problem,  or  it  may  have  gone  unrecognized. 
Significantly,  our  patient  had  no  symptoms  or 
signs  relative  to  her  pancytopenia  and  recovered 
rapidly.  We  therefore  recommend  that  patients 
receiving  repeated  studies  with  sodium  diatrizoate, 
or  those  who  have  obvious  toxic  manifestations 
from  this  agent,  be  evaluated  with  serial  blood 
counts. 

Summary 

Serious  hematologic  sequelae  following  the 
use  of  sodium  diatrizoate  are  exceedingly  uncom- 
mon. Our  patient  showed  a marked  drop  in  plate- 


let count  and  white  count  and  a concomitant 
anemia  following  the  fourth  intravenous  injection 
of  this  contrast  material.  This  is  the  first  case 
report  of  pancytopenia  associated  with  the  use  of 
this  material. 
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Psychosomatic  diseases  reflect  a close  interplay 
between  the  central  nervous  system  and  how  it 
translates  “emotional  experiences  into  biological 
dysfunction.”'  These  dysfunctions  may  be  trig- 
gered off  by  allergic,  immunologic,  physical,  infec- 
tious, and  psychic  factors,  and  may  appear  as  psy- 
chologic phenomena,  especially  when  altered  states 
of  consciousness  are  experienced.  The  shift  from 
sickness  and  medical  models  to  socioeducational 
models  is  fraught  with  grave  risks,  and  tends  to 
mitigate  the  constant  need  for  differential  diagno- 
sis, understanding  the  natural  history  of  nosologic 
categories  and  their  predictive  value,  before  treat- 
ment is  instituted.*  Psychiatry  is  not  synonymous 
with  psychotherapy,  and  yet  the  shift  today  seems 
to  be  away  from  clinical  psychopatholog>'  at  a time 
when  clinical  acumen  must  become  ever 
sharper.-"^  The  clinician  must  always  appreciate 
that  signs  and  symptoms  reflect  intimate  mind- 
body  relationships.  Therapy  attendant  only  to  the 
socioeducational  needs  of  a patient’s  problem  could 
prove  to  be  embarrassingly  disastrous.  Explana- 
tions of  a well-ordered  and  hierarchal  sort  can  pro- 
duce a reliable  teleology,  but  its  validity  must  be 
weighed  against  all  known,  relevant  variables. 
“Heuristically  speaking,  symptoms  are  never  ex- 
clusively organic  or  psychogenic  but  are  caused, 
conditioned,  and  triggered  off  and  are  always  re- 
lated to  both  spheres  of  observation.”^ 

This  case  is  presented  as  another  example  of  how 
readily  one  may  relate  signs  and  symptoms  to  ap- 
parently valid  and  reliable  explanations  of  facts.® 


Case  report 

Present  illness.  The  patient  was  a twenty-year- 
old  married  woman  who  had  been  referred  for 
psychiatric  consultation  by  her  private  physician. 
She  was  asymptomatic  up  to  two  months  before 
consultation,  when  she  began  to  suffer  from 
“hives.”  During  this  two-month  period  the 
patient  was  in  the  throes  of  ending  her  two-year 
marriage. 

The  patient’s  symptoms  had  first  appeared  on  a 
warm  day  when  she  was  looking  out  of  a window  and 
noticed  the  outbreak  of  hives  all  over  her  body 
except  for  her  face  and  genitals.  At  this  time  there 
were  no  associated  symptoms.  Several  days  later 
while  the  patient  was  out  walking,  she  experienced 
a chill  followed  by  the  development  of  hives.  Soon 
thereafter  she  had  been  at  the  seashore,  and  after 
swimming,  hives  appeared  all  over  her  body  except 
for  her  face.  This  time  the  patient  felt  a marked 
dizziness  and  complained  that  she  was  not  walking 
right.  There  was  no  loss  of  consciousness,  but  her 
vision  was  blurred,  and  her  words  were  slurred. 
Her  symptoms  became  so  severe  that  she  had  to  be 
taken  to  a local  hospital;  she  was  told  that  she 
had  suffered  shock  and  that  her  condition  was  due 
to  allergy. 

Several  days  later  when  the  patient  was  at  the 
seashore,  she  did  not  notice  any  symptoms  after 
she  had  left  the  water,  but  two  hours  later  when 
she  returned  to  the  water,  she  noticed  large  welts  on 
her  thighs  and  experienced  severe  difficulty  walk- 
ing. This  time  her  symptoms  worsened:  she  could 
not  see  and  experienced  marked  difficulty  breath- 
ing. The  patient  had  consulted  her  private  physi- 
cian, and  he  felt  that  her  condition  was  emotional. 

Social  and  family  history.  The  patient  was 
the  second  of  four  children.  Her  mother  was  the 
dominant  figure  in  the  household.  She  was  close 
to  both  parents,  complaining  that  her  mother  was 
“too  domineering”  and  “always  butting  in.”  She 
expressed  many  ambivalent  attitudes  regarding 
this  relationship.  She  described  herself  as  an  out- 
going personality  who  enjoyed  people  and  who  had 
a particular  penchant  for  social  dancing.  She  had 
been  married  for  two  years  to  a man  ten  years 
older,  and  averred  that  she  was  seeking  a divorce 
because  her  husband  was  not  responsible  and  paid 
little  attention  to  her  and  their  two-year-old 
daughter.  There  was  no  past  history  of  psychiatric 
difficulties.  As  a young  girl  she  had  occasionally 
observed  the  occurrence  of  nonpruritic  blotches 
that  cleared  rapidly. 

Psychiatric  evaluation.  The  patient  was  a 
pleasant  person  who  was  very  attractive  and  was 
well  aware  of  her  attractiveness.  She  was  friendly, 
but  appeared  to  be  resigned  to  the  idea  of  psychi- 
atric consultation.  Her  speech  and  thinking  were 
relevant  and  coherent,  but  there  was  no  spontane- 
ous expression  of  her  problems.  She  seemed  to 
hold  herself  back  and  let  things  happen.  No  autis- 
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tic  ideas  were  noted.  No  obsessions  or  phobiae 
were  elicited.  No  looseness  of  associations  was 
noted.  Affect  was  depressed,  but  the  patient  tried 
to  disguise  this  feeling  by  what  appeared  to  be 
indifference.  There  were  no  suicidal  ideas  or 
tendencies.  Conative  tendencies  were  impulsive, 
and  she  appeared  to  be  moved  by  whatever  emo- 
tion was  predominant.  She  had  difficulty  in  or- 
ganizing her  resources  to  attain  a specific  goal,  and 
lacked  the  persistence  to  pursue  her  goals  in  the 
face  of  frustration.  A marked  psychosexual  con- 
fusion made  it  difficult  for  her  to  express  appro- 
priate affectionate  feelings  for  a man.  Her  role  as 
a mother  and  wife  was  confused,  and  she  tended  to 
deal  with  her  shortcomings  by  denial,  rationaliza- 
tion, and  erotization.  The  patient  was  alert, 
oriented  to  time,  place,  and  person.  Her  judgment 
was  good,  but  she  had  much  difficulty  in  acting  on 
her  judgments  without  her  mother’s  assistance. 
Intelligence  was  average. 

The  diagnostic  impressions  were:  (1)  depressive 
reaction,  reactive  type;  (2)  personality  disorder, 
hysterical  personality;  and  (3)  psychophysiologic 
skin  disorder. 

Course.  After  several  sessions  the  patient’s 
sad  feelings  were  much  less  intense.  She  was  a 
narcissistic  individual  and  tended  to  eroticize 
situations.  If  she  had  been  unsuccessful  in  achiev- 
ing a desired  effect,  she  would  try  to  deny  any 
interest  in  the  situation  and  would  sulk. 

On  the  several  occasions  the  patient  had  been 
seen,  there  had  been  the  constant  concern  that 
“something  organic”  was  an  important  part  of  the 
patient’s  problem.  During  the  course  of  therapy, 
therefore,  when  the  patient  had  experienced 
another  urticarial  reaction,  this  time  while  she  had 
been  taking  a shower,  an  emergency  dermatologic 
consultation  was  obtained  and  the  patient  was  ad- 
mitted to  a hospital. 

Two-stage  ice-cube  test  results  were  positive, 
and  on  these  successive  occasions  passive  transfer 
tests  with  the  patient’s  serum  on  normal  volunteers 
produced  positive  ice-cube  test  results.  Extensive 
laboratory  studies,  including  cryoglobulins,  serum 
electrophoretic  pattern,  cold  agglutinins,  glucose 
tolerance  tests,  17-hydroxycorticoid  excretion,  17- 
ketosteroid  secretion,  protein-bound  iodine,  choles- 
terol, and  routine  complete  blood  count  and 
urinalysis  all  gave  normal  results.  The  final  con- 
clusion was  that  the  patient  did  indeed  have  cold 
urticaria. 

Comment 

The  onset  of  the  patient’s  problems  were  sudden. 
No  prodrome  could  be  elicited.  Except  for  blotchy 
skin  episodes  as  a child,  she  had  never  suffered 
such  attacks  before.  The  patient  herself  reluctant- 
ly accepted  the  idea  that  her  problems  had  to  be 
psychologic  because  she  could  not  find  a more  co- 
gent explanation.  The  triad  of  the  skin  disorder. 


her  intense  ambivalent  attitudes  toward  her 
mother,  and  the  frequent  associations  of  her  at- 
tacks with  water,  a notable  mother  symbol, 
strongly  tempted  psychodynamic  conclusions. 
The  association  of  her  pruritis  and  urticaria  with 
her  masochistic  tendencies  was  especially  tempt- 
ing since  she  was  in  the  throes  of  a disruptive 
marital  experience.  The  social  and  psychologic 
facts  were  indeed  real,  but  the  dyspnea,  the  blurred 
vision,  and  the  syncope  were  just  as  real.  In  cold 
urticaria,  trigger  mechanisms  such  as  viral  infec- 
tions, immunizations,  dietary  changes,  parturi- 
tion, and  psychic  stress  have  been  described.'^'® 
In  most  cases  the  onset  is  sudden  without  a pro- 
drome.** 

No  doubt  existed  that  this  young  woman  had 
difficulty  in  experiencing  and  sharing  mature  ex- 
pressions with  a man  and  that  much  of  this  emo- 
tional difficulty  was  related  to  a marked  confusion 
in  her  role  as  a woman.  Her  ambivalent  depen- 
dency toward  her  mother  was  intense  and  was  an 
important  factor  in  her  many  problems.  Her  mar- 
riage and  its  demands  and  the  need  for  her 
mother’s  help  in  her  prospective  divorce  must  have 
played  a large  part  in  triggering  her  attacks. 

During  her  adolescence  the  patient  had  noticed 
that  at  times  her  skin  would  become  blotchy  and 
itchy.  These  were  more  local  (cutaneous)  signs 
related  to  degranulation  of  the  mast  cells  in  the 
skin.®'"  Theoretically,  in  the  face  of  increased 
emotional  demands  and  pressures,  the  patient  not 
only  may  have  felt  more  helpless,  but  also  may 
have  had  an  even  greater  need  to  deny  her  feeling 
of  helplessness  and  her  need  of  her  mother  by  pro- 
jecting an  air  of  indifference  and  by  trying  to  con- 
trol her  environment  by  erotization.  The  build- 
up of  these  undischarged  or  uncompensated  af- 
fective states  at  this  particular  time  of  her  life 
may  have  triggered  the  release  of  greater  amounts 
of  histamine  and  may  have  produced  the  more 
generalized  histamine-shock  episodes  (cold  ana- 
phylaxis).®'" The  transient  loss  of  consciousness, 
the  blurred  vision,  and  the  shock-like  states  were 
related  to  the  latter  and  reflected  a severe  vascular 
insult.  The  combination  of  these  symptoms  and 
their  paroxysmal  quality  bore  a strong  resem- 
blance to  transient  cerebral  ischemic  episodes." 

One  interesting  and  distracting  aspect  of  the 
patient’s  history  was  that  her  first  attack  occurred 
on  a warm  day.  This  phenomenon  is  related  to  the 
fact  that  the  threshold  stimulus  for  cold  urticaria 
is  not  an  absolute  environmental  or  skin  tempera- 
ture, but  rather  the  actual  stimulus  is  the  temper- 
ature gradient.  For  this  reason  the  ice-cube  test 
is  a two-stage  test,  involving  first  cooling,  then 
warming  the  skin.*'  ®"' 

Patients  with  cold  urticaria  live  with  a potenti- 
ally dangerous  disease.  Accidental  drownings  may 
be  related  more  frequently  than  believed  to  severe 
systemic  reactions  caused  by  massive  histamine 
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release.  This  possibility  existed  in  this  particular 
case,  and  while  there  were  social  and  psychologic 
problems,  to  have  ignored  the  biologic  one  would 
have  exposed  the  patient  unnecessarily  to  extreme 
jeopardy. 

164-03 .33rd  Avenue 
Flu.shing,  New  York  11358 
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Dystocia  due  to  soft-tissue  tumefaction  is  rela- 
tively rare  but  is,  nevertheless,  well  known  and 
easily  recognized.  Ovarian  tumors  and  peduncu- 
lated leiomyomata  uteri  are  the  usual  causes  of  this 
condition.  Recently,  we  encountered  a case  of 
soft-tissue  dystocia  which  was  unusual.  Indeed, 
a computerized  search  through  the  literature  failed 
to  disclose  another  such  occurrence.  For  this 
reason  we  are  reporting  the  following  case. 

Case  report 

A twenty-six-year-old  Negro  woman,  para  0-0- 
0-0  registered  in  the  prenatal  clinic  on  February  25, 
1969.  Her  last  menstrual  period  was  June  25, 
1968,  and  expected  date  of  confinement  was  April 
2,  1969. 

Her  previous  history  was  unremarkable  except 
for  a hospitalization  in  1967  for  a pelvic  inflam- 
matory condition.  There  had  been  no  complaints 
since. 

Her  family  history  was  not  remarkable  and  was 
negative  for  tuberculosis.  Examination  at  the 
clinic  revealed  normal  findings;  her  blood  pressure 
was  130/80  and  weight  158  pounds.  The  fundus 
was  enlarged  to  the  size  of  an  eight-month  fetus. 
No  other  masses  were  noted  in  the  abdomen.  The 
chest  x-ray  film  showed  negative  findings.  Labo- 
ratory data  revealed:  urinalysis  result  was  nega- 

tive, VDRL  test  result  was  negative,  hemoglobin 


was  10.7  mg.  per  100  ml.,  hematocrit  35,  and  blood 
group  A Rh  positive.  The  indirect  Coombs’  test 
result  was  negative  for  antibodies;  and  Papani- 
colaou smear  showed  negative  findings.  She  was 
seen  twice  at  the  clinic,  on  March  5 and  21,  1969, 
at  which  times  she  had  no  complaints  and  exami- 
nation showed  normal  findings. 

She  was  admitted  to  the  hospital  on  April  3, 
1969,  because  of  onset  of  labor.  On  admission 
physical  examination  showed  negative  findings 
except  for  the  uterine  fundus  at  term  and  a large, 
soft  mass  about  10  cm.  in  diameter  arising  above 
the  symphysis  pubis  which  did  not  disappear  after 
catheterization.  Pelvic  examination  revealed  the 
vertex  floating  with  a mass  anterior  to  the  uterus. 
The  cervix  was  dilated  2 cm.  and  well  effaced; 
the  membranes  were  ruptured.  X-ray  examina- 
tion of  the  abdomen  revealed  a full-term  fetus 
high  in  the  pelvis.  A soft-tissue  density  was  noted 
in  the  pelvis  which  prevented  descent  of  the  vertex. 
A diagnosis  of  dystocia,  probably  due  to  ovarian 
cyst,  was  made  and  cesarean  section  was  sug- 
gested. 

Operative  procedure 

Under  spinal  anesthesia  a midline  suprapubic 
incision  was  performed,  and  when  the  fascia  was 
incised,  a large  cystic  mass  was  encountered  ex- 
tending from  the  pubis  to  the  level  of  the  umbili- 
cus. The  mass  displaced  the  anterior  parietal  peri- 
toneum to  the  level  of  the  umbilicus,  and  the  inci- 
sion had  to  be  carried  above  the  umbilicus  on  the 
left  side  to  open  the  peritoneum.  The  size  of  the 
mass  and  its  location  made  a lower-segment  inci- 
sion and  delivery  of  the  fetus  impossible,  and  a low 
classical  cesarean  section  was  performed.  A 
healthy  female  infant,  weighing  six  pounds,  was 
delivered  by  breech  extraction.  Uterine  closure 
was  routine  procedure.  The  cyst  was  punctured 
with  trocar,  and  about  300  cc.  of  milky  fluid  was 
aspirated.  A biopsy  of  the  wall  of  the  cyst  was 
taken.  Closure  of  the  abdomen  was  routine.  A 
drain  was  placed  in  the  space  of  Retzius. 

Pathologic  report 

The  pathologic  report  stated  that  the  biopsy 
consisted  of  fibrous  tissue  showing  areas  of  granula- 
tion with  epithelial  tuberculous  cell  formation  and 
areas  of  caseating  necrosis.  Some  of  the  tubercu- 
lous cells  showed  giant  cells  of  Langhans  type. 
Staining  for  acid-fact  bacilli  gave  a positive  result. 
A diagnosis  of  tuberculous  abscess  was  made. 

On  re-examination  of  the  pelvic  x-ray  film, 
widening  of  the  symphysis  pubis  caused  by  bone 
destruction  of  the  opposing  surface  of  the  pubic 
bones  was  noted.  This  was  interpreted,  in  the 
light  of  other  clinical  findings,  to  be  a tuberculous 
lesion.  Further  intensive  work-up  revealed  no 
other  focus  of  tuberculosis. 
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Postpartum 

The  postpartum  course  was  uneventful  except 
for  a slight  superficial  wound  infection  which 
responded  to  treatment.  She  was  immediately 
given  streptomycin,  isoniazide,  and  para-amino- 
benzoic  acid  therapy.  She  was  discharged  after 
three  weeks  of  hospitalization  in  excellent  condi- 
tion. She  has  been  followed  closely  in  the  clinic 


and  is  still  under  triple-drug  therapy.  Pelvic 
examination  on  October  18,  1969,  revealed  no  ab- 
normal findings.  An  x-ray  film  of  the  pelvis 
taken  on  that  date  showed  beginning  of  regener- 
ation of  bone.  Therapy  will  be  continued,  and  the 
patient  will  be  kept  under  close  observation. 

1298  St.  Marks  Avenue 
Brooklyn,  New  York  11213 
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The  earliest  description  of  delayed  herniation  of 
abdominal  viscera  through  a traumatic  rent  in  the 
diaphragm  was  provided  by  Synnertus  in  1541,  al- 
though it  has  often  been  attributed  to  Amroise 
Pare  who  described  it  in  1579.'  - At  the  present 
time  high-velocity  vehicular  accidents  render 
traumatic  rupture  of  the  diaphragm  a common  oc- 
currence. Obstruction  and  strangulation  in  a dia- 
phragmatic hernia  due  to  direct  trauma  and  pre- 
senting acute  symptoms  as  a late  complication  is  of 


FIGURE  1.  (A)  Chest  x-ray  film  showing  massive  left 
pleural  effusion,  large  air  bubble  within,  and  shift  of 
mediastinum  to  right,  (B)  Distended  transverse  colon 
and  cecum.  Barium  enema  using  meglumine  diatri- 
zoate  shows  obstruction  at  splenic  flexure. 


surgical  interest.-"'  This  communication  reports 
a case  of  obstructed  and  strangulated  diaphrag- 
matic hernia  due  to  direct  trauma  that  presented 
unusual  symptoms. 

Case  report 

A fifty-year-old  Negro  male  was  admitted  on 
November  8,  1968,  to  the  Bronx  Veterans  Admin- 
istration Hospital  with  the  chief  complaints  of 
vomiting  and  constipation  of  ten  days’s  duration. 
Vomiting  was  associated  with  moderate  colicky 
abdominal  pain.  No  history  of  hematemesis,  mel- 
ena,  jaundice,  or  any  change  in  bowel  habit  was 
obtained.  The  patient  was  known  to  be  alcoholic 
with  a long-standing  history  of  epilepsy  and  had 
previously  undergone  exploratory  laparotomy  and 
appendectomy  in  1963  and  an  incisional  hernia  re- 
pair in  1966.  Six  months  prior  to  admission  the 
patient  sustained  a stab  wound  to  the  left  side  of 
his  chest  which  was  sutured  at  another  hospital. 
Physical  examination  revealed  a well-built,  well- 
nourished,  moderately  dehydrated  Negro  male  in 
acute  distress.  His  pulse  was  112  per  minute, 
blood  pressure  120/90  mm.  of  mercury,  respira-- 
tions  20  per  minute,  and  temperature  100  F.  Ex- 
amination of  the  head,  neck,  eyes,  ears,  nose,  and 
throat  gave  unremarkable  findings.  The  abdo- 
men was  generally  distended,  with  tenderness,  ri- 
gidity, and  rebound  tenderness  present  in  the 
right  lower  quadrant,  and  tenderness  was  also 
present  in  the  left  upper  quadrant.  Bowel 
sounds  were  hypoactive.  There  was  no  evidence 
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FIGURE  2.  (A)  Flat  plate  of  abdomen  showing  small-bowel  distention,  consistent  with  mechanical  small-bowel  ob- 

struction. and  also  abnormal  outline  and  position  of  left  hemidiaphragm.  (B)  Upper  gastrointestinal  series  showing 
position  of  stomach,  loop  of  small  bowel  into  left  chest  cavity 


of  any  free  fluid  in  the  peritoneal  cavity.  Rectal 
examination  gave  negative  results.  Examination 
of  the  chest  revealed  dullness  to  percussion  at  the 
left  base  with  diminished  breath  sounds.  The 
scar  of  a previous  stab  wound  to  the  left  side  of 
the  chest  could  hardly  be  discerned. 

The  hemoglobin  on  admission  was  13.8  Gm.  per 
100  ml.,  hematocrit  41;  white  cell  count  was 
11,400  with  neutrophils  70,  lymphocytes  24,  and  6 
monocytes.  Urinalysis  revealed  1 plus  albumi- 
nuria, granular  casts,  and  an  occasional  white  cell. 
Serum  amylase  was  within  normal  limits.  Blood 
urea  nitrogen  was  60  mg.  per  100  ml.,  electrolytes 
were  remarkably  within  normal  limits.  Chest 
x-ray  films  revealed  a massive  pleural  effusion  on 
the  left  side  with  a large  air  bubble  and  marked 
shift  of  the  mediastinum  to  the  right.  Supine  and 
erect  x-ray  films  of  the  abdomen  revealed  massive 
distention  of  the  cecum  (12  by  10  cm.)  and  also 
distention  of  small  bowel  with  air  and  fluid  levels 
(Fig.  1).  Emergency  barium  enema  revealed  a 
splenic  flexure  obstruction  (Fig.  IB).  An  electro- 
cardiogram revealed  sinus  tachycardia.  The  left 
pleural  fluid  appeared  blood  stained  and  revealed 
many  red  and  nucleated  cells  on  microscopic  ex- 
amination. 


Course  in  hospital 

The  night  of  admission  a closed  left  thoracot- 
omy was  performed,  and  2 L.  of  blood-stained 
fluid  were  removed.  A tube  cecostomy  was  then 
performed  for  presumed  large-bowel  obstruction. 
Postoperatively  the  patient’s  condition  did  not 
improve.  He  became  markedly  febrile,  fluid  ac- 
cumulation increased  in  the  left  side  of  his  chest, 
and  a closed  thoracotomy  was  again  performed  as- 
pirating 2 L.  more  of  blood-stained  fluid.  On  the 
third  postcecostomy  day  the  patient  had  devel- 
oped signs,  symptoms,  and  x-ray  evidence  of  me- 
chanical small-bowel  obstruction  (Fig.  2A).  An 
emergency  upper  gastrointestinal  series  using  me- 
glumine diatrizoate  (Gastrographin)  was  per- 
formed revealing  a portion  of  the  stomach  and 
small  bowel  into  the  left  thoracic  cavity  (Fig.  2B). 
A diagnosis  of  obstructed  and  strangulated  dia- 
phragmatic hernia  was  made,  and  the  patient  was 
subjected  to  an  emergency  thoracolaparotomy. 

Operative  findings 

A defect  4 cm.  in  diameter  in  the  dome  of  the 
left  hemidiaphragm  was  noted.  The  splenic  flex- 
ure, the  entire  omentum,  a loop  of  small  bowel. 
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and  a small  portion  of  the  stomach  were  within 
the  left  thoracic  cavity  (Fig.  3).  A perforation  in 
the  infarcted  splenic  flexure  was  noted.  The  in- 
farcted  omentum  was  markedly  adherent  to  the 
arch  of  the  aorta.  The  lower  lobe  of  the  left  lung 
was  completely  atelectatic.  The  patient  under- 
went total  omentectomy,  splenic  flexure  resection, 
and  diaphragmatic  herniorrhaphy.  The  lower 
lobe  of  the  left  lung  expanded  completely  after 
hernial  reduction. 

The  postoperative  course  was  complicated  by 
pneumonia  of  the  left  lower  lobe  and  later  by 
wound  infection.  The  cecostomy  tube  was  re- 
moved. The  patient  was  seen  in  clinic  three 
months  postoperatively  and  was  doing  well. 

Comment 

In  the  thoracico-abdominal  approach  the  lapa- 
rotomy was  performed  first  to  confirm  the  diagno- 
sis. The  incision  was  then  extended  to  open  the 
left  side  of  the  chest,  although  an  intercostal  ap- 
proach is  advocated  when  a clear-cut  diagnosis  is 
available. Carter  et  report  that  there  had 


FIGURE  3.  Defect  in  dome  of  left  hemidiaphragm 
(clamp  passed  beneath  ring)  and  contents  in  left  thorac- 
ic cavity.  (B)  Entire  infarcted  omentum  and  splenic 
flexure  with  perforation  delivered  (pointed  by  applicator) 
after  hernial  reduction. 


been  only  39  cases  of  strangulated  diaphragmatic 
hernia  reported  in  the  entire  literature  prior  to 
1948;  that  38.2  per  cent  had  been  due  to  direct 
trauma,  and  in  only  10  per  cent  of  patients  was 
the  small  bowel  involved;  while  Sullivan'^  reports 
34  cases  of  diaphragmatic  hernia  secondary  to 
stab  wound  prior  to  1953  in  the  English  literature. 

Our  patient  was  unusual  in  manifesting  large- 
bowel  obstruction  first,  followed  by  small-bowel 
obstruction;  there  was  infarction  of  the  entire 
omentum,  infarction  and  perforation  of  splenic 
flexure,  and  massive  left  pleural  effusion. 
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For  many  years  polycystic  ovaries  have  been  rec- 
ognized by  the  medical  profession,  but  it  was  not 
until  1935  that  Stein  and  Leventhal'  first  associ- 
ated this  ovarian  disorder  with  a clinical  syn- 
drome, LeventhaF  described  this  syndrome  as 
characterized  by  “secondary  amenorrhea,  sterility, 
bilateral  polycystic  ovaries,  and  hirsutism,  occur- 
ring in  young  women  in  the  second  or  third  dec- 
ade of  life.”  The  association  of  this  syndrome 
with  endometrial  carcinoma  has  been  noted  in 
several  reports. 

This  is  a report  of  2 young  women  who  have  en- 
dometrial carcinoma  associated  with  the  Stein- 
Leventhal  syndrome. 

Case  reports 

Case  1.  A twenty-three-year-old  white  nulli- 
gravida  woman  was  admitted  to  the  hospital  on 
May  22,  1967,  because  of  irregular  and  prolonged 
menstruation  of  eight  months’  duration. 

Her  menstruation  began  at  age  fourteen,  and  it 
had  been  regular  until  the  age  of  twenty-one  when 
oligomenorrhea  developed.  There  were  episodes 
of  amenorrhea  up  to  four  months’  duration.  One 
year  later  she  started  experiencing  irregular  and 
prolonged  menstruation.  She  had  since  been 
treated  by  several  physicians  in  the  community 
with  cyclic  hormonal  therapy  but  without  any 
sustained  or  substantial  effect. 

*Present  address:  Roswell  Park  Memorial  Institute,  666  Elm 
Street,  Buffalo,  New  York  14203. 


FIGURE  1.  Curetted  endometrium  showing  well-dif- 
ferentiated adenocarcinoma  (hematoxylin  and  eosin 
stain) 


Physical  examination  revealed  a pale,  relatively 
obese  woman,  with  moderate  hirsutism  on  the 
face,  chest,  and  upper  thighs.  Her  blood  pressure 
was  130/80  mm.  Hg.  Breast  development  was 
normal.  Her  hemoglobin  was  6.8  Gm.  per  100  ml. 
Results  of  cytologic  examination  of  vaginal  and 
cervical  smears  were  negative. 

A curettage  of  the  uterus  was  performed  two 
days  after  admission.  Microscopic  examination 
revealed  a well-differentiated  adenocarcinoma  of 
the  endometrium.  Occasional  fragments  showed 
features  of  atypical  proliferative  hyperplasia  (Fig. 
1).  Medroxyprogesterone  acetate,  250  mg.,  was 
given.  On  June  22,  1967,  a total  abdominal  hys- 
terectomy was  performed.  / 

Microscopic  examination  of  the  ovaries  revealed! 
thickened  fibrous  tunica  albuginea  and  multiple! 
mostly  superficially  situated  follicular  cysts,  at 
times  with  prominent  theca  interna.  There  were 
areas  of  luteinization  of  the  ovarian  stroma.  These 
changes  were  consistent  with  the  features  de- 
scribed in  the  so-called  Stein-Leventhal  ovaries 
(Fig.  2).  There  was  no  evidence  of  metastasis  in 
the  adnexa. 

The  uterus  and  cervix  were  of  normal  size.  The 
endometrial  cavity  was  somewhat  distended  and 
entirely  filled  with  a papillary  tumor,  which  ap- 
peared to  arise  from  the  entire  surface  of  the  fun- 
dal  endometrium.  There  was  no  gross  infiltration 
into  the  myometrium. 

The  microscopic  sections  from  the  corpus  uteri 
revealed  the  grossly  described  tumor  as  a fairly 
well-differentiated  papillary  adenocarcinoma  of 
the  endometrium.  The  bulk  of  the  tumor  was  ex- 
ophytic, although  in  one  section,  there  was  inva- 
sion into  the  adjacent  superficial  inner  myome- 
trium (Fig.  3). 

The  patient  has  been  well  since  she  was  dis- 
charged from  the  hospital. 


Case  2.  A twenty-nine-year-old  white  nulli- 
gravida  patient  was  first  admitted  to  the  hospital 
on  June  3,  1964.  Her  chief  complaint  was  menor- 
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FIGURE  2.  (A)  Microscopic  appearance  of  ovary  from  wedge  resection,  demonstrating  thickened  fibrous  tunica  al- 

buginea, multiple  follicular  cyst,  and  prominent  theca  interna.  (B)  High-power  magnification  of  cyst  wall  of  ovary 
showing  luteinized  theca  interna  (X  200)  (Hematoxylin  and  Eosin  Stain) 


rhagia  of  two  months’  duration.  Her  menstrua- 
tion began  at  the  age  of  eleven  and  had  always 
been  irregular  and  scant.  Her  oligomenorrhea 
had  been  progressive  in  the  last  few  years,  and 
there  were  episodes  of  amenorrhea  of  six  months’ 
duration.  Physical  examination  revealed  an  obese 
woman  weighing  202  pounds.  There  was  general- 
ized hirsutism.  The  breasts  were  moderately  cys- 
tic but  otherwise  were  not  remarkable.  Her  blood 
pressure  was  160/110  mm.  Hg. 

Results  of  the  blood  sugar,  serum  electrolyte, 
and  thyroid  function  tests  were  all  within  normal 
limits.  The  urinary  catecholamine  was  39  gamma 
per  twenty-four  hours  and  the  urinary  vinyl  man- 
delic  acid  3.8  mg.  per  twenty-four  hours  (normal  7 
to  12  mg.  per  twenty-four  hours).  Roentgeno- 
gram of  the  skull  revealed  no  abnormality,  and 
x-ray  film  of  the  chest  showed  enlarged  heart  with 
left  ventricular  hypertrophy  or  dilatation.  Re- 
sults of  the  cytologic  examination  of  vaginal  and 
cervical  smears  were  negative. 

An  endometrial  curettage  was  done  the  fol- 
lowing day.  The  microscopic  examination  re- 
vealed somewhat  polypous  hyperplasia  of  the  en- 
dometrium showing  a uniform,  well-established 
secretory  phase.  There  was  no  cancer. 

Second  admission.  The  patient  was  readmitted 
three  years  later,  November  10,  1967,  because  of 
cold  sweating,  loss  of  consciousness,  and  vaginal 
bleeding.  Her  mens§s  had  stopped  since  her  dis- 
charge from  the  hospital  but  resumed  two  weeks 
prior  to  admission.  Her  hemoglobin  was  8.8  Gm. 
per  100  ml.  Examination  under  anesthesia  re- 
vealed the  uterus  to  be  approximately  normal  in 
size  and  first-degree  retroverted.  Both  adnexal 
areas  revealed  no  pathologic  condition.  Curettage 
yielded  a considerable  amount  of  bulky  endome- 
trial tissue  grossly  having  the  appearance  of  hy- 
perplasia. 


FIGURE  3.  Histologic  section  showing  early  invasion 
of  adenocarcinoma  into  myometrium  (hematoxylin  and 
eosin  stain). 


. '-J 

The  microscopic  examination  revealed  very 
marked,  papillary  proliferation  of  the  endometrial 
glands  with  little  or  no  endometrial  stroma.  There 
was  distinct  mitotic  activity  in  some  glands. 
Findings  were  strongly  suggestive  of  primary  ade- 
nocarcinoma of  the  corpus  uteri. 

Third  admission.  The  patient  was  readmitted 
on  November  28,  1967.  Three  days  prior  to  this 
admission  she  had  severe  vaginal  bleeding  and 
was  placed  on  medroxyprogesterone  (Depo-prov- 
era)  50  mg. 

Her  hematocrit  was  25  and  hemoglobin  8.1  Gm.  j 
per  100  ml.  A transfusion  of  2 pints  of  whole  I 

blood  was  carried  out.  A total  of  250  mg.  of  1 

medroxyprogesterone  acetate  was  given  during  the 
following  month. 

Fourth  admission.  On  January  24,  1968,  a total 
abdominal  hysterectomy  and  bilateral  salpingo- 
oophorectomy  were  performed.  At  operation,  the  j 
body  of  the  uterus  was  found  somewhat  enlarged. 
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FIGURE  4 (A)  Endometrium  from  second  patient  showing  acanthomatous  conversion  and  secretory  change  following 

medroxyprogesterone  administration  (B)  Endometrium  from  first  patient  showing  increased  amount  of  cytoplasm 
with  eosinophilic  appearance  and  reduction  in  mitotic  figures  (X  220)  (Hematoxylin  and  Eosin  Stain) 


approximately  the  size  of  a six-week  gestation. 
The  ovaries  were  bilaterally  enlarged,  greyish 
white,  with  smooth  surface,  and  represented  ova- 
ries of  the  Stein-Leventhal  variety. 

Microscopic  examination  of  the  uterus  showed 
adenocarcinoma  of  the  endometrium.  When  com- 
pared with  previous  curetted  endometrial  speci- 
men, there  were  remarkable  changes  obviously 
from  medroxyprogesterone  acetate.'^  “>  These 
were  secretory  or  acanthomatous  conversion, 
marked  reduction  in  mitotic  figures,  and  increased 
amount  of  cytoplasm  with  an  eosinophilic  appear- 
ance (Fig.  4). 

Histologic  examination  of  the  ovaries  revealed 
changes  consistent  with  ovaries  of  the  variety 
found  in  the  Stein-Leventhal  syndrome. 

She  has  been  well  up  to  the  present  time. 

Comment 

The  association  of  carcinoma  of  the  endome- 
trium with  Stein-Leventhal  syndrome  was  re- 
ported as  early  as  1949. 

Fifty-one  cases  have  been  reported  of  endome- 
trial carcinoma  associated  with  the  Stein-Leven- 
thal sclerocystic  ovarian  syndrome. 

Dockerty,  Lovelady,  and  Foust^  in  an  analysis  of 
carcinoma  of  the  corpus  uteri  in  young  women 
found  that  almost  20  per  cent  of  the  patients  pre- 
sented four  or  more  of  the  cardinal  features  seen 
in  the  Stein-Leventhal  syndrome. 

The  critical  care  of  dysfunctional  bleeding  in 
relatively  young  women  appears  to  warrant  con- 
sideration of  the  use  of  dilatation  and  curettage 
for  diagnosis. 

The  well-substantiated  failure  of  the  Papanico- 
laou smear  when  dealing  with  lesions  in  the  en- 
dometrium is  again  borne  out.  The  cardinal 
symptoms  of  the  Stein-Leventhal  syndrome  ap- 
pears to  warrant  dilatation  and  curettage,  afford- 
ing at  the  time  of  surgery  the  opportunity  for  ex- 
amination under  anesthesia,  thus  permitting  eval- 
uation of  ovarian  size  and  consistency. 


The  cases  presented  showed  what  might  be  de- 
scribed clinically  as  dysfunctional  bleeding  from  a 
hyperplastic  endometrium;  and  without  the  curet- 
tage specimen,  the  significant  pathologic  picture 
would  not  have  been  envisioned  or  obtained  in  pa- 
tients of  so  young  an  age. 

Historically  to  date,  review  of  the  literature 
demonstrates  only  isolated  instances  of  early  my- 
ometrial  invasion,  as  in  one  of  our  cases,  or  metas- 
tasis from  the  endometrial  carcinoma  in  young 
women  associated  with  Stein-Leventhal  ovaries. 

The  over-all  significance  of  this  “type”  of  ma- 
lignant condition  and  the  therapeutic  approach  at 
present  appear  to  be  empiric.  The  implications  of 
allowing  “dysfunctional  ovaries”  to  remain  in  situ, 
with  the  question  of  their  possible  affect  and  effect 
on  estrogen-dependent  structures,  such  as  breast 
tissue,  remain  unanswered  questions. 

Kistner,  Griffith,  and  Craig^®  reported  the  use- 
fulness of  progestin  in  metastatic  endometrial  car- 
cinoma. Kistner^^  also  reported  a state  of  glandu- 
lar regression  with  the  use  of  progestins  on  hyper- 
plasia and  carcinoma  in  situ  of  the  endometrium. 
Reversal  of  benign  and  malignant  endometrial 
changes  with  clomiphene  was  reported  by  Wall, 
Franklin,  and  Kaufman.^’' 

The  apparent  cellular  effect  of  medroxyproges- 
terone acetate  on  the  lesions  in  both  of  our  cases 
is  interesting  and  stimulates  hypotheses  relating 
to  the  use  of  progestins  and  of  clomiphene  citrate 
to  forestall  the  development  of  endometrial  carci- 
noma in  patients  with  the  Stein-Leventhal  syn- 
drome. 

When  facing  a hirsute  young  woman  with  men- 
strual irregularity,  it  would  appear  advisable  that 
the  gynecologist  be  more  conscious  of  the  possibil- 
ity of  coexisting  carcinoma  of  the  endometrium. 

Summary 

Reported  are  2 cases  of  endometrial  carcinoma 
in  young  women  associated  with  the  Stein-Leven- 
thal syndrome.  The  importance  of  curettage  in 
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all  women  with  the  clinical  characteristics  of  the 
Stein-Leventhal  syndrome  to  exclude  the  associa- 
tion of  endometrial  carcinoma  is  emphasized. 

The  treatment  of  the  2 patients  and  the  inter- 
esting response  of  endometrium  to  medroxypro- 
gesterone are  presented. 
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The  literature  of  the  past  ten  years  is  filled  with 
reports  of  congenital  malformations  and  anom- 
alies in  the  fetus.  Usually,  most  of  these  mal- 
formations have  some  recognizable  underlying 
cause,  such  as  a history  of  maternal  drug  inges- 
tion, antepartum  infection,  hereditary  factors,  or 
chromosomal  aberrations. 

Outstanding  examples  of  this  in  the  past  several 
years  are  the  well-documented  reports  dealing  with 
the  developmental  errors  associated  with  the 
maternal  ingestion  of  thalidomide  and  the  mater- 
nal contraction  of  certain  viruses  such  as  rubella 
during  the  first  trimester  of  pregnancy. ' 

However,  prior  to  the  discovery  of  the  etiologic 
agent  in  many  of  these  syndromes,  they  were 
frequently  reported  as  isolated  unusual  clinical 
cases.  With  this  in  mind,  the  following  is  a report 
of  a case  with  multiple  congenital  abnormalities  of 
the  fetus,  involving  virtually  every  system  of  the 
body,  and  without  any  known  underlying  etiologic 
agent. 

Case  report 

A twenty-year-old  Negro  female,  married  one 
month,  gravida  1,  para  O-O-O-O,  with  her  last  nor- 
mal menstrual  period  on  March  21,  1966,  and  the 
expected  date  of  confinement  on  December  28, 
1966,  was  admitted  to  the  gynecologic  service  on 
July  28,  1966,  with  a diagnosis  of  imminent  abor- 
tion because  of  vaginal  bleeding  and  abdominal 
pain  of  twelve  hours’  duration.  Her  antepartum 
course  had  been  relatively  uneventful,  but  she  had 
not  registered  either  in  the  clinic  or  with  a private 
physician.  She  gave  no  history  of  any  interference 
with  the  pregnancy  and  denied  the  ingestion  of 
any  medication  or  consanguinity.  She  was  in  good 
health  during  her  pregnancy,  except  for  a “cold” 
during  the  first  trimester,  for  which  she  took  as- 
pirin and  chlorpheniramine  maleate  (Coricidin). 
Shortly  after  admission  she  spontaneously  deliv- 


ered a grossly  malformed  550-Gm.  fetus  with 
multiple  congenital  abnormalities  that  died  one 
hour  after  birth. 

The  following  abnormalities  were  grossly  visib'e: 
acrania,  phocomelia  of  the  left  arm,  ectopic  ex- 
ternal nares,  abdominal  wall  defect  with  vi.scerop- 
tosis,  optic  abnormalities,  low-set  ears,  and  a 
single  umbilical  artery.  At  postmortem  examina- 
tion, the  following  defects  were  noted:  multiple 

congenital  anomalies  involving  the  face,  brain, 
heart,  and  body  wall.  Specifically,  in  the  central 
nervous  system  there  was  absence  of  the  calvarium 
with  a cystically  distended  brain  uncovered  by 
scalp  tissue,  forking  of  the  aqueduct  of  Sylvius 
(congenital  atresia),  with  resulting  noncommuni- 
cating severe  hydrocephalus  and  frontal  encepha- 
locele,  ectopic  gray  matter  in  the  walls  of  the 
lateral  ventricles,  ectopic  ependymal  rests  in  the 
basal  ganglia,  macropachygria,  and  generalized 
immaturity  of  the  central  nervous  system  (Fig. 
lA).  Other  abnormalities  included  a partial  ab- 
sence of  the  left  anterolateral  body  wall  with  vis- 
ceroptosis and  herniation  of  the  stomach,  small 
and  large  intestines,  pancreas,  liver,  spleen,  and 
part  of  the  left  kidney  and  left  adrenal  gland  (Fig. 
IB).  Hyperplasia  of  the  islets  of  Langerhans, 
absence  of  the  gallbladder,  appendix,  left  psoas 
muscle,  and  left  diaphragm,  and  hypoplasia  of 
both  lungs  with  pleural  thickening  on  the  left  were 
also  noted.  The  testes  could  not  be  identified. 

Examination  of  the  face  revealed  exophthalmos 
on  the  left,  with  the  left  eyeball  higher  and  larger 
than  the  right,  low-set  ears,  atresia  of  the  nasal 
cavities,  malposition  and  three  external  nares,  and 
a high-arched  palate  (Fig.  2).  The  heart  showed 
a high  interventricular  septal  defect,  premature 
closure  of  the  foramen  ovale,  premature  oblitera- 
tion of  the  ductus  arteriosus,  and  dilation  of  the 
coronary  sinus. 

In  addition,  the  left  upper  extremity  revealed 
malposition  and  deformity  with  hypoplasia  of  the 
humerus  and  absence  of  the  radius  and  ulna,  ab- 
sence of  three  digits  and  hypoplasia  of  the  re- 
maining two,  and  a simian  line  on  the  palm  (Fig. 
IB).  The  chest  showed  a marked  scoliosis  with 
convexity  to  the  left  and  partial  absence  of  the 
left  set  of  ribs.  Absence  of  one  umbilical  artery 
completed  the  list  of  defects  found. 

Comment 

From  the  previous  description  of  the  anomalies, 
it  can  be  seen  that  almost  all  body  systems  were 
involved.  There  were  skeletal,  neurologic,  vis- 
ceral, and  cardiac  deformities. 

Chromosomal  studies  of  the  fetus  were  entirely 
normal.  The  usual  complement  of  44  autosomal 
and  2 sex  chromosomes  were  noted.  No  structural 
chromosomal  abnormality  could  be  determined. 
Such  an  embryonic  catastrophic  event  involving 
multiple  body  systems  is  seen  in  21,  13-15,  and 
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FIGURE  1.  (A)  Note  absence  of  calvarium,  hydrocephalus,  and  low-set  ear.  (B)  Note  visceroptosis,  phocomelia  of 

left  arm,  eye  defects,  and  three  malpositioned  external  nares. 


17-18  trisomies.  Chromosomal  anomalies  have 
been  found  to  be  comparatively  common  in  spon- 
taneously aborted  fetuses.-  In  this  instance, 
however,  although  multiple  systems  were  involved, 
no  chromosomal  defect  was  found. 

While  there  are  certain  drugs  that  will  cause  def- 
inite congenital  abnormalities,  to  our  knowledge 
there  is  no  drug  or  group  of  drugs  that  will  cause 
this  specific  group  of  defects.  Chlorpheniramine 
maleate  was  the  only  drug  the  mother  had  ingested 
in  her  antepartum  course.  This  drug  and  its  com- 
ponents (chlorpheniramine,  aspirin,  and  caffeine) 
are  used  widely  during  pregnancy  without  con- 
sideration of  producing  any  congenital  defects.'* 

Review  of  the  literature  of  the  various  com- 
ponents of  chlorpheniramine  maleate  was  made  in 
an  attempt  to  discover  a causative  factor.  It  was 
noted  that  the  chemical  structure  of  chlorphenir- 
amine was  similar  to  several  other  antihistamines, 
notably  meclizine,  diphenhydramine,  prometha- 
zine, and  dimenhydrimate,  all  of  which  have  been 
implicated  in  congenital  defects.  Schering  Corp- 
oration conducted  a six-month  teratogenicity 
study  of  chlorpheniramine  in  albino  rats.  In  this 
study  there  was  no  effect  on  the  viability  of  the 
offspring,  and  no  physical  abnormality  occurred. '* 
Mellin  ' rei)orted  a series  of  cases  involving  con- 
genital abnormalities  in  fetuses  born  to  mothers 


who  had  taken  one  or  more  antihistamines  during 
pregnancy.  King,  Weaver,  and  Narrod*’  reported 
on  teratogenicity  in  the  rat  given  meclizine  and 
cyclizine,  citing  the  incidence  of  vertebral  and 
other  malformations.  King'  stressed  that  high 
doses  of  meclizine  will  cause  skeletal  abnormalities 
in  fetal  rats  if  given  during  the  critical  develop- 
mental period.  Pettersson**  reported  similar  find- 
ings in  human  fetuses.  He  stressed  that  the  inci- 
dence of  defects  was  12  per  cent  if  meclizine  had 
been  prescribed  during  the  fifth  to  sixth  weeks  of 
pregnancy  and  only  3.4  per  cent  if  the  drug  had 
been  prescribed  in  the  eleventh  to  twelfth  weeks. 

Brown  and  West**  studied  the  effects  of  aspirin  on 
fetal  rats  but  noted  only  that  it  was  lethal  when 
given  in  high  doses.  We  were  unable,  however,  to 
find  any  reports  of  multisystemic  congenital  de- 
fects related  directly  to  either  aspirin  or  its  ana- 
logues. 

Attempts  were  made  to  analyze  the  defects 
pathologically,  embryologically,  and  systemically. 
A common  denominator  could  not  be  found,  for 
reasons  which  will  become  apparent.  Millen*** 
has  written  an  excellent  article  on  the  timing  of 
congenital  malformations.  Using  his  calendar, 
we  tried  to  localize  the  stage  of  development  in 
which  these  defects  occurred.  According  to  Millen, 
the  forebrain,  abdominal  viscera,  and  arm  buds 
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FIGURE  2 Note  high-arched  palate,  atresia  of  nasal 
cavities,  exophthalmos  of  left  eye.  low-set  ears,  and 
malposition  of  external  nares 


cephaly.  Benirschke  and  Bourne"  noted  that  a 
single  umbilical  artery  had  an  incidence  of  1:100 
and  was  associated  with  anencephaly  and  bone 
defects.  They  also  noted  that  62  per  cent  of  their 
cases  occurred  in  primiparas  under  age  twenty- 
five.  They  found  that  in  their  series,  a single  um- 
bilical artery  was  associated  with  2 cases  of  pho- 
comelia,  5 cases  of  anencephalus,  21  cases  of  con- 
genital heart  defects,  and  1 cyclops.'-^  It  is  in- 
teresting to  note  that  all  of  these  defects  occurred 
in  this  1 fetus. 

Kvans  and  Brown reported  a 40  per  cent  greater 
incidence  of  anencephaly  in  primiparas.  Papa- 
datos  and  Paschos"  reported  on  a series  of  32  cases 
of  a single  umbilical  artery  with  associated  con- 
genital abnormalities.  They  found  this  anomaly 
to  be  associated  with  cardiac  defects,  neurologic 
defects,  and  in  1 case,  absence  of  the  left  eye. 
Bridges  and  Morton‘s  have  reported  a case  of  mul- 
tiple anomalies  associated  with  a single  umbilical 
artery,  but  these  anomalies  were  essentially  errors 
in  rotation  and  malposition.  It  is  difficult  to  find 
an  underlying  pathologic  cause  that  would  explain 
all  the  observed  defects  in  this  case. 

Sumnnary 

A fetus  exhibited  multiple  congenital  abnormali- 
ties that  could  not  be  ascribed  to  any  specific  dis- 
cernible cause.  An  examination  of  the  literature 
failed  to  reveal  reports  of  any  other  such  case. 

9020  S.  W.  93rd  Avenue 


appear  during  the  fourth  week  of  gestation.  The 
eye  develops  during  the  fifth  week.  The  inter- 
ventricular septum  and  division  of  the  extremity 
into  proximal  and  distal  segments  occur  in  the 
sixth  week  and  is  completed  in  the  seventh.  The 
diaphragm  is  completed  in  the  eighth  week. 

In  attempting  to  associate  our  defects  with  Mil- 
ieu’s time  schedule,  we  note  that  the  interventric- 
ular septal  defect  and  associated  cardiac  defects 
would  occur  during  the  seventh  week,  the  cerebral 
defects  during  weeks  three  to  four,  the  eye  defects 
in  week  five,  and  the  diaphragm  in  week  eight. 
Thus  it  is  difficult  to  relate  the  defects  in  our  case 
to  any  one  time  period  in  the  stage  of  development. 
It  appears  rather  that  some  catastrophic  event 
had  occurred  that  involved  almost  the  entire  first 
trimester.  It  is  impossible  for  us  to  state  whether 
there  were  multiple  factors  acting  at  each  stage  of 
development  or  one  factor  acting  throughout  the 
entire  period  of  development.  There  does  not  ap- 
pear to  be  any  one  period  of  time  during  which  an 
error  in  development  would  cause  all  the  observed 
anomalies. 

In  trying  to  associate  the  pathologic  entities,  it 
was  noted  that  several  anomalies  are  often  found 
together,  such  as  low-set  ears  and  renal  anomalies, 
or  hyperplasia  of  the  islets  of  Langerhans  and  anen- 
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New  York  State  has  long  held  a position  as  inno- 
vator in  the  field  of  care  for  the  mentally  disabled 
in  the  United  States.  Within  the  past  century,  two 
psychiatric  care  revolutions  have  occurred  here. 
The  first  came  about  as  a result  of  the  State  Care 
Act  of  1890.  This  law  responded  to  the  findings  of 
Dorothea  Dix  that  the  mentally  disabled  had  been 
served  inadequately  by  local  care,  county  and 
municipal,  in  poor  houses,  and  other  unsuitable 
facilities.  Its  passage  transferred  responsibility 
to  State  government  and  led  to  the  development  of 
a markedly  expanded  program  of  State  hospitals 
and  State  schools  for  the  retarded.  Many  other 
states  in  the  nation  followed  this  pattern;  as  a 
result,  in  the  first  half  of  the  twentieth  century 
state  governments  carried  the  major  public  man- 
date for  the  care  of  the  mentally  ill  and  the  mental- 
ly retarded. 

Community  care:  the  beginning 

In  1954  the  New  York  State  Legislature  led  the 
way  with  a landmark  piece  of  legislation.  The 
Community  Mental  Health  Services  Act  of  that 
year  initiated  a new  era  in  the  care  of  the  mentally 
ill  and  mentally  retarded.  Recognizing  that  the 
pendulum  had  swung  too  far  toward  State  respon- 
sibility for  the  provision  of  services,  the  new  law 
provided  a framework  for  what  has  since  been  the 
developing  national  pattern.  This  permissive  act 
allowed  for  and  encouraged  the  development  of 
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community  mental  health  boards,  which  were 
given  responsibility  for  the  planning  and  establish- 
ment of  mental  health  and  mental  retardation  ser- 
vices at  the  local  level.  The  State  Department  of 
Mental  Hygiene  also  assisted  in  funding  these 
services  by  providing  up  to  50  per  cent  reimburse- 
ment of  total  local  program  costs. 

The  Community  Mental  Health  Services  Act  of 
1954  has  been  adopted  in  various  forms  by  many 
other  states  across  the  nation;  such  state  laws  were 
logical  predecessors  to  the  Federal  entry  into  the 
arena.  This  came  in  1963  under  the  leadership  of 
President  Kennedy,  with  the  passage  of  the  Com- 
munity Mental  Health  Centers  and  Mental  Re- 
tardation Facilities  Construction  Act  (Public  Law 
88-164).  An  amendent  soon  followed  which  provid- 
ed Federal  grants  for  staffing  costs  for  the  first  fifty- 
one  months  of  operation  of  an  approved  compre- 
hensive mental  health  center.  Federal  assistance 
begins  at  75  per  cent  for  the  first  fifteen  months, 
is  decreased  by  15  per  cent  annually,  and  ceases 
after  four  and  one-quarter  years.  Thus,  for  the 
past  six  years  the  states  and  localities  have  been 
joined  by  the  Federal  government  as  a third  part- 
ner engaged  with  them  in  the  development  and 
support  of  an  expanded  range  of  adequate  treat- 
ment and  care  programs.  The  participation  of  the 
several  levels  of  government,  together  with  volun- 
tary agencies  and  private  practitioners  in  the  com- 
munities of  the  state,  have  brought  about  problems 
of  coordination,  administration,  and  regulation. 
Not  to  be  neglected,  however,  are  the  great 
potentialities  inherent  in  the  broad-based  support 
and  funding  of  such  multiple-sponsored  programs. 

Unified  local  services:  a goal 

At  present.  New  York  State,  through  its  Depart- 
ment of  Mental  Hygiene,  casts  itself  again  in  the 
role  of  innovator.  This  time  it  attempts  to  channel 
and  coordinate  funding,  planning,  and  administra- 
tion toward  the  development  of  new  and  improved 
systems  of  services  for  all  residents  of  the  State. 
In  brief,  the  department  is  presently  concentrating 
on  developing  unified  comprehensive  systems  of 
services  available  to  all  residents  of  each  of  the 
State’s  many  communities.  The  systems  of  ser- 
vices, providing  care  for  the  mentally  retarded 
as  well  as  the  mentally  ill,  must  be  fully  responsive 
to  local  needs  if  they  are  to  be  optimally  effective. 
Since  these  systems  are  to  serve  a defined  com- 
munity, they  must  embrace  and  coordinate  witbin 
themselves  all  available  resources  and  programs, 
namely,  those  under  private,  voluntary,  and 
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governmental  auspices.  They  must  detine  unmet 
needs  and  create  the  services  required  to  meet 
those  needs. 

This  ambitious  venture,  utilizing  public  health 
methodology,  emphasizes  that  the  State  Depart- 
ment of  Mental  Hygiene  is  a public  health  agency, 
concerned  not  only  with  the  care  of  the  mentally 
ill  and  the  mentally  retarded,  but  also  with  the 
maintenance  of  mental  health  and  the  prevention 
of  mental  disability.  We  start  with  the  premise 
that  each  resident  of  the  State  shall  have  available 
to  him,  when  and  where  he  needs  it,  that  kind  of 
care  which  is  appropriate  to  his  individual  needs. 
It  is  readily  apparent  that  a monolithic  program  of 
services  can  never  attain  this  goal.  Since  com- 
munities within  the  State  vary,  each  program 
must  be  tailored  individually  and  adapted  to  local 
conditions.  Psychiatric  services  are  human  ser- 
vices; human  needs,  styles,  and  desires  vary  ac- 
cording to  local  social  forms,  habits,  and  problems. 

The  Department  of  Mental  Hygiene  must  now 
review  each  of  its  own  functions  in  the  light  of  the 
over-all  goal  of  unified  comprehensive  local  service 
systems.  For  example,  in  its  role  as  a direct  pro- 
vider of  services,  the  State  must  make  each  of  its 
institutional  programs  responsive  to  and  a compo- 
nent of  the  local  unified  system  whose  area  and 
population  that  institution  serves.  New  State- 
operated  programs  must  now  be  designed  and 
developed  in  close  collaboration  with  and  conform- 
ity to  local  plans  to  avoid  duplication  and  enhance 
coordination.  This  applies  equally  to  State  hospi- 
tals for  the  mentally  ill  and  to  State  schools  for  the 
mentally  retarded. 

The  division  of  local  services  of  the  Department 
of  Mental  Hygiene  is  participating  in  the  develop- 
ment of  unified  local  systems  by  working  collabora- 
tively  with  the  community  mental  health  boards  to 
realign  local  service  programs  receiving  public 
funds.  Programs  are  encouraged  to  accept  respon- 
sibility for  defined  service  areas,  the  famous  catch- 
ment areas,  and  to  collaborate  effectively  with 
other  programs  serving  the  same  population  to 
provide  a comprehensive  range  of  services.  Each 
board  prepares  an  annual  plan  for  its  entire  geo- 
graphic area,  showing  how  it  has  defined  manage- 
able service  areas,  and  indicating  plans  and  antici- 
pated progress  toward  providing  adequate  and 
coordinated  comprehensive  systems  for  each. 
State  aid  is  made  available  via  the  acceptance  of 
the  board’s  annual  plan  by  the  department. 

The  Department  of  Mental  Hygiene  does  not 
exert  great  influence  over  programs  which  operate 
without  State  aid.  In  private  programs,  operating 
on  a fee-for-service  basis,  the  department’s  role 
may  be  limited  to  making  certain  that  the  services 
being  rendered  meet  minimal  professional  stan- 
dards for  the  protection  of  the  public.  This  quality 
control  function  is  generally  met  by  the  State’s 
licensing  and  approving  functions  for  clinics,  hospi- 
tals, and  other  psychiatric  services.  In  general,  the 
department  is  responsible  for  the  quality  control  of 


most  specialized  services  for  the  mentally  ill  and 
mentally  retarded,  except  for  those  specifically 
operating  under  the  jurisdiction  of  a different 
State  agency.  Individual  private  practitioners  are 
regulated  by  the  State  education  department, 
under  its  professional  licensing  function. 

Planning  unified  services  systems 

The  basic  responsibility  for  developing  a plan 
for  services  for  each  community  rests,  under  the 
Community  Mental  Health  Services  Act,  with  the 
local  community  mental  health  board.  These 
boards  of  local  citizens  and  professional  personnel, 
which  gradually  have  come  into  existence  since  the 
passage  of  the  1954  legislation,  have  steadily  im- 
proved their  planning  and  coordinating  abilities. 
Today,  in  most  areas  of  the  State  they  provide  a 
capable  and  responsible  mechanism  for  developing 
and  monitoring  services  for  the  care  of  the  mental- 
ly ill  and  mentally  retarded  residents  of  their  own 
home  communities.  It  must  be  admitted  that 
exceptions  to  this  statement  do  exist. 

A problem  in  the  development  of  unified  single- 
service systems  is  revealed  by  the  observation  that 
local  programs,  especially  those  operated  under 
voluntary  auspices,  have  tended  to  serve  a signifi- 
cantly different  population  than  programs  pro- 
vided by  public  agencies.  In  general,  the  poorer 
and  more  disabled  population  has  been  served 
by  the  State  and  municipal  hospitals  and  clinics. 
The  voluntary  agencies  have  served,  by  and  large, 
persons  coming  from  the  middle  class  with  less 
than  severe  disabilities. 

We  have  noted  some  modest  improvements  in 
this  situation  recently;  there  is  now  a trend  toward 
local  services  treating  both  sicker  and  poorer  per- 
sons who  fall  into  high-priority  target  groups,  that 
is,  groups  comprised  of  individuals  who  are  at  high 
risk  of  becoming  totally  disabled  if  not  provided 
adequate  treatment  in  the  community. 

Public  funds  and  public  priorities 

Many  voluntary  agencies  have  come  to  accept 
that,  as  recipients  of  public  funds,  they  have  the 
responsibility  not  only  to  serve  those  who  come  to 
their  doors  and  readily  accept  of  the  kinds  of  ser- 
vices that  the  staff  enjoys  providing,  but  that  they 
also  should  attempt  to  reach  out  actively  in  new 
and  experimental  ways  to  try  to  reach  and  provide 
services  to  people  who  may  be  disabled,  in  need  of 
help,  and  willing  to  accept  help,  but  who  do  not 
apply  at  the  front  door  in  a middle-class,  mannerly 
way.  It  is  well  known  that  socioeconomically  de- 
prived subpopulations  (the  poor)  have  dispropor- 
tionately high  disability  rates  for  mental  illness 
and  mental  retardation.  This  group  represents  the 
greatest  challenge  faced  by  psychiatry  and  society 
today.  It  contains  a vast  number  of  untreated, 
symptomatic,  and  psychiatrically  disabled  indi- 
viduals whose  morbid  conditions  are  expressed  not 
only  in  terms  of  personal  symptoms  and  disability 
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but  often  also  by  dysfunctional  expressions  to  the 
surrounding  society  as  well. 

Our  recent  attempts  to  reach  and  help  the  men- 
tally disabled  poor  have  taught  us  some  hard  les- 
sons. We  must  make  our  initial  contact  by  pro- 
grams in  the  neighborhood  of  our  target  popula- 
tion, because  the  subsociety  is  so  ordered  that 
members  may  be  quite  uncomfortable  about 
moving  even  a few  blocks  out  of  their  ghetto.  We 
have  also  learned  that  the  poor  cannot  accept  and 
utilize  even  ghetto-located  services  if  the  style, 
manner,  and  delivery  of  the  services  are  out  of 
tune  with  their  own  social  and  cultural  concepts 
and  values.  Our  experiences  have  clearly  indi- 
cated to  us  that  essential  changes  of  our  usual  pro- 
fessional methods  into  well-utilized  services  for 
nonmiddle-class  populations  require  meaningful 
and  positive  citizen  participation  in  the  design, 
planning,  development,  and  delivery  of  these  ser- 
vices. Admittedly,  this  is  much  more  easily  said 
than  done.  We  who  have  attempted  to  work  out 
such  shared  responsibilities,  whether  working  for 
the  State,  local  government,  or  a voluntary  agency, 
have  had  a rapid  and  at  times  painful  education. 
But  the  fact  that  it  is  difficult  in  no  way  diminishes 
its  necessity. 

Mental  retardation  and  psychiatry 

The  Department  of  Mental  Hygiene  is  as  respon- 
sible for  the  care  of  the  mentally  retarded  as  for 
the  mentally  ill.  We  have  made  strenuous  efforts 
in  the  past  few  years  to  redress  an  historical  im- 
balance in  this  area,  since  traditionally  services  to 
the  rnentally  retarded  have  been  given  less  empha- 
sis, concern,  and  resources  than  programs  for  the 
mentally  ill.  This  is  true  not  only  with  regard  to 
the  State  department  but  for  local  mental  health 
board  programs,  psychiatry,  and  the  other  mental 
health  professions  as  well.  We  believe  that  we 
have  made  significant  progress  in  recent  years 
to  redress  this  imbalance  but  have  not  yet  fully 
succeeded.  It  is  still  too  often  true  today  that 
psychiatrists  do  not  think  of  themselves  as  having 
an  active  professional  role  with  regard  to  care  of 
the  mentally  retarded.  The  proportion  of  psychia- 
trists who  have  an  active  interest  in  accepting  re- 
sponsibility for  the  psychiatric  component  of  men- 
tal retardation  care  is  miniscule.  Yet,  the  formal 
position  of  our  profession  is  that  the  care  of  the 
mentally  retarded  is  within  the  province  of  medi- 
cine, and  especially  psychiatry.  This  discrepancy 
has  led  pediatricians,  special  educators,  parents, 
and  others  with  a deep  concern  for  the  retarded  to 
believe  that  psychiatry’s  role  has  been  obstructive 
rather  than  constructive. 

State  schools  and  community  mental 
retardation  services 

The  state  schools  have,  by  tradition,  been  the 
residence  for  mentally  retarded  individuals  of  all 
ages,  often  for  life.  There  is  now  general  profes- 


sional agreement  that  most  mildly  and  moderately 
retarded  individuals  do  not  require  and  may  not 
benefit  maximally  from  institutional  care.  A 
review  of  the  resident  population  of  our  State 
schools  reveals  that  of  the  26,000  in  residence  ap- 
proximately one-third  do  not  presently  require 
institutional  care  and  could  be  released  if  ade- 
quate community  services  were  available.  Of 
course,  these  are  not  fully  independent  individuals; 
rather,  most  are  partially  disabled  persons  who 
cannot  live  entirely  on  their  own  in  a fully  compet- 
itive environment.  They  require  a wide  variety  of 
community  services  to  make  an  optimal  adjust- 
ment. Such  services  are  recreational,  vocational, 
financial,  social,  and,  in  some  cases,  may  include 
special  housing,  such  as  hostels.  As  long  as  these 
kinds  of  services  are  insufficient,  such  persons  may 
have  to  remain  in  state  schools,  maintaining  over- 
crowding and  therefore  not  permitting  admission 
of  severely  retarded  persons  who  urgently  require 
state  school  care  and  cannot  be  cared  for  in  the 
community.  For  this  reason,  our  division  of  local 
services,  working  with  mental  health  boards,  has 
placed  a very  high  priority  on  the  development 
of  community  mental  retardation  services,  such  as 
sheltered  workshop  and  day-training  programs, 
guidance,  counseling,  recreational  programs,  and 
community  residences  (hostels).  We  see  a divi- 
sion of  responsibility,  with  the  community  provid- 
ing the  aforementioned  services,  while  the  State 
continues  to  provide  residential  State  school  care 
and  other  services  for  the  severely  retarded  and 
multiply  handicapped  retarded  individual.  We  do 
not  encourage  the  development  of  institutional 
residence  programs  by  community  agencies.  Of 
course,  we  include  the  community  hostel  in  the 
category  of  the  service  which  should  be  provided 
by  local  agencies.  While  an  individual  may  re- 
main in  a hostel  program  for  life,  residents  are 
capable  of  nearly  independent  living,  going  out 
during  the  day  to  school,  work,  or  sheltered  work 
activities;  they  are  active  residents  of  their  com- 
munity. 

The  state  hospital 

There  is  much  interest  in  the  future  role  of  the 
state  hospital  in  the  emerging  new  pattern  of  uni- 
fied mental  health  services.  Realistically,  we 
know  that  many  communities  in  the  state  will  not 
be  served  in  the  foreseeable  future  by  a comprehen- 
sive mental  health  center  under  local  operation. 
In  such  communities  it  may  be  desirable  for  the 
closest  state  hospital  to  provide  a broad  range  of 
services,  meshed  with  those  local  services  which  do 
exist.  For  example,  if  a community  has  no  in- 
patient psychiatric  services  available  in  any  of  its 
general  hospitals,  the  local  state  hospital  may 
continue  to  function  as  the  acute  psychiatric  in- 
patient service  for  that  community  in  addition  to 
its  usual  functions. 

In  areas  which  are  served  by  comprehensive 
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mental  health  centers  (which  include  acute  in- 
patient care)  other,  different  roles  will  emerge  for 
the  state  hospital.  The  specific  inter-relationships 
should  be  worked  out  at  the  local  level,  between 
the  staffs  of  the  mental  health  center  and  the  state 
hospital.  Speaking  generally,  we  are  opposed  to 
the  idea  of  the  state  hospital  being  limited  to  serv- 
ing as  a back-up  facility,  receiving  transfers  of 
long-term  patients  from  the  mental  health  center 
after  an  inpatient  stay  of  some  months.  If  care  to 
chronically  ill  and  long-stay  patients  is  the  sole 
activity  at  the  state  hospital,  we  can  assume  that 
there  will  be  a custodial  orientation,  detrimental 
both  to  the  staff  and  to  the  patients  receiving  that 
long-term  care.  Seeking  a more  positive  role,  we 
can  conceive  of  the  state  hospital  being  the  reha- 
bilitation service  for  chronically  ill  individuals  who 
require  more  than  brief  inpatient  care.  Such 
patients  should  preferably  be  referred  directly  to 
the  state  hospital  at  the  time  that  an  initial  evalu- 
ation at  the  mental  health  center  receiving  unit 
determines  that  the  individual  will  require  more 
than  a few  days  or  a few  weeks  of  inpatient  care. 
Or,  alternatively,  the  center  might  refer  individ- 
uals who  do  not  require  such  long-term  inpatient 
care  but  who  suffer  from  a long-standing  mental 
disability  which  may  benefit  from  inpatient  psy- 
chiatric care  and  rehabilitation.  Clearly  such 
activities  as  competency  training  for  schizophrenic 
patients,  who  are  not  well  enough  adapted  to  the 
requirements  of  society  to  function  in  it,  is  a type 
of  care  which  is  not  likely  to  be  provided  in  the 
brief  stay,  quick  turnover  atmosphere  of  a mental 
health  center.  We  see,  therefore,  the  possibility 
that  competency  training  for  such  severely 
disabled  individuals  may  become  a special  concern 
of  state-operated  programs,  which  may  be  best 
able  to  carry  out  this  function  because  of  their 
tradition,  location,  and  staff  experience. 

Funding 

From  1963  until  about  three  years  ago  it  ap- 
peared that  the  Federal  government  had  com- 
mitted itself  to  be  an  active  participant,  with  the 
states  and  localities,  in  the  improvement  and  ex- 
pansion of  care  for  the  mentally  disabled.  New 
York  welcomed  the  commitment  of  the  Federal 
government  to  join  in  the  funding  of  service  pro- 
grams and  quickly  became  accustomed  to  and 
partially  dependent  on  Federal  funds  and  partici- 
pation. Unfortunately,  a rearrangement  of  na- 
tional priorities  has  diminished  the  Federal  con- 
cern for  funding  health  care  in  the  past  three  years. 
Indeed,  we  are  warned  by  Federal  officials  that 
even  the  cessation  of  hostilities  in  Vietnam  would 
not  necessarily  result  in  a significant  increase  in 
Federal  funds  for  health  and  other  humanistic 
concerns.  This  casts  the  burden  of  responsibility 
back  to  those  of  us  within  the  State.  But  in  the 
State,  too,  increased  fiscal  demands  have  caused 
a tightening  of  the  financial  belt.  While  the  De- 


partment of  Mental  Hygiene  anticipates  that  the 
legislature  will  allow  us  some  funds  for  expanded 
services  in  the  next  several  years,  the  actual  de- 
cision on  our  requests  for  funds  will  depend  on 
many  factors  beyond  the  control  of  the  depart- 
ment. For  the  first  time  since  the  invitation  of 
State  aid  to  local  programs  in  1954,  the  legislature 
has  now  placed  a ceiling  on  the  department’s  local 
assistance  budget.  Unquestionably,  the  constit- 
uency for  mental  health  services  is  poorly  orga- 
nized and  rarely  heard  in  the  legislative  halls  as 
compared  with  the  voices  raised  for  welfare  and 
education  funds.  We  know,  too,  of  the  well-orga- 
nized lobbies  and  pressure  groups  which  maintain 
legislative  concern  for  other  nonhuman  priorities. 

The  Department  of  Mental  Hygiene  recognizes 
that  the  present  system  of  providing  State  funds 
for  mental  health  services  is  an  obstacle  to  the  de- 
velopment of  unified  systems  of  services.  Those 
programs  operated  directly  by  the  State,  the  hospi- 
tals and  State  schools,  are  funded  at  100  per  cent 
State  cost  by  legislative  appropriation.  Natu- 
rally, this  does  not  mean  that  the  Department  of 
Mental  Hygiene  receives  all  the  money  that  it  be- 
lieves is  needed  to  operate  these  programs  but 
rather  that  the  appropriation  from  the  legislature 
covers  the  entire  cost  of  the  State  operation  with- 
out any  direct  cost  to  the  local  community.  In 
contrast,  programs  provided  by  the  community, 
either  through  local  government  operation  or  by 
contract  between  the  Mental  Health  Board  and  a 
voluntary  agency,  are  only  partially  funded  by  the 
State.  The  State’s  share  was  traditionally  set  at 
50  per  cent  of  the  net  total  costs  of  the  program. 
Last  year,  because  of  budget  exigencies,  the  legis- 
lature reduced  the  50  per  cent  reimbursement  to 
45  per  cent.  This  reduction  was  the  first  altera- 
tion in  the  reimbursement  ratio  since  the  passage 
of  the  Community  Mental  Health  Service  Act  in 
1954  and  served  to  make  local  government  under- 
standably anxious  about  future  State  funding. 

Basically,  these  present  funding  patterns  are 
inequitable;  a local  community  must  provide  local 
funds  for  programs  under  its  auspices,  while  it  re- 
ceives services  provided  by  direct  State  operations 
at  no  direct  local  cost.  This  difference  has  tended 
to  exert  significant  pressure  on  program  develop- 
ment, since  many  local  governments  have  been 
understandably  reluctant  to  undertake  a new  local 
financial  burden  when  the  State  program  had 
traditionally  provided  some  sort  of  equivalent 
service  at  no  direct  local  cost.  The  fact  that  the 
local  service  may  provide  a different  and  needed 
kind  of  care  does  not  necessarily  sway  the  minds 
of  hard-pressed  local  legislators.  To  remove  this 
inequity  the  department,  in  collaboration  with 
local  groups  and  mental  health  boards,  is  working 
toward  a legislative  proposal  for  a new  mechanism 
which  would  balance  funding  of  services  between 
the  State  and  the  locality,  regardless  of  who  oper- 
ates the  program.  Passage  of  such  legislation 
should  do  a great  deal  toward  removing  fiscal 
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pressures  from  program  planning  and  allow  pro- 
fessional and  human  considerations  to  control  pro- 
gram priorities. 

Costs  of  change 

The  Department  of  Mental  Hygiene  recognizes 
that  it  has  instituted  some  changes  in  the  past 
few  years  which  have  not  been  fully  understood  or 
approved  of  by  persons  outside  the  department. 
Some  of  the  changes  have  produced  considerable 
criticism  and  occasionally  active  opposition. 
Most  notable  among  the  new  policies  that  have 
aroused  opposition  have  been  (1)  the  decision  that 
elderly  persons  should  not  be  admitted  to  State 
hospitals  unless  they  require  psychiatric  hospital 
care,  and  (2)  the  decision  that  State  funds  should 
be  primarily  provided  for  the  reimbursement  of 
those  local  programs  which  serve  high  public  pri- 
orities. Most  recently,  the  several-years-long  ef- 
fort to  revise  and  simplify  the  laws  relating  to 
mental  hygiene,  the  recodification  of  the  mental 
hygiene  law,  has  aroused  considerable  discussion 
and  some  opposition  to  portions  of  the  draft  legis- 
lation. 

Unquestionably,  the  department  has  not  always 
communicated  in  advance  with  every  person  or 
group  concerned  with  a proposed  change,  although 
we  have  certainly  devoted  our  best  efforts  toward 
attempting  to  do  so.  It  has  been  believed  that  the 


needs  and  demands  for  change  have  been  very 
great,  and  we  have  attempted  to  use  oppor- 
tunities as  they  offered  themselves  to  improve 
conditions  for  the  care  of  the  mentally  disabled, 
even  if  this  has  at  times  meant  taking  action  with- 
out full  consultation  with  our  collaborators.  We  do 
recognize,  as  a central  State  agency,  that  we  can  be 
in  touch  with  the  needs  of  localities  within  the 
State  only  by  working  very  closely  with  local  in- 
dividuals and  agencies.  The  development  of  our 
four  regional  offices  is  evidence  of  attempts  to 
decentralize  operations  so  that  we  are  more  inti- 
mately in  contact  with  the  varied  communities  of 
the  State. 

We  have  been  impressed  with  the  dedication, 
good  will,  and  concern  of  the  mental  health  pro- 
fessionals and  agencies  in  the  State  in  this  period 
of  stress  and  transition.  Differences  have  been 
honestly  expressed;  we  believe  that  significant 
progress  toward  good  working  relationships  has 
been  made.  But  the  pressure  and  opportunity  for 
change  is  very  great  at  this  time  in  our  history; 
we  must  work  very  hard  to  move  with  and  even  in- 
fluence the  tides  of  change,  not  only  to  reach  our 
goals  but  also  to  meet  at  least  partially,  the  de- 
mands and  needs  of  our  constituents,  all  of  the 
people  who  live  in  the  State  of  New  York. 

44  Holland  Avenue 

Albany,  New  York  12208 
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Markedly  increased  utilization  of  hospital  emer- 
gency room  services  since  the  1940s  has  been 
documented  by  a number  of  surveys.  Determi- 
nants of  the  increased  utilization  have  also  been 
studied  in  some  detail. Only  one  report 
on  a single  California  hospital  is  available,  how- 
ever, regarding  the  amount  of  time  that  patients 
may  spend  waiting  in  their  visits  to  emergency 
rooms;  in  this  661-bed  government  hospital,  wait- 
ing time  to  see  a physician  was  one-half  hour  or  less 
for  55  per  cent  of  the  patients  attending  the  emer- 
gency room  during  a one-week  period."  In  con- 
trast, concern  for  improving  the  efficiency  and 
acceptability  of  clinic  services  to  patients  bas 
prompted  considerable  research  on  this  aspect  of 
patient  experience  in  the  context  of  regular  out- 
patient clinics  of  hospitals. For  example,  one 
study  which  was  carried  out  in  the  clinics  of  eight 
different  New  York  City  hospitals  found  that  the 
median  waiting  time  to  see  a clinic  physician 
varied  notably  among  institutions,  from  a low  of 
thirty-three  minutes  in  one  hospital  to  a high  of 
one  hundred  twelve  minutes  in  another . Whether 
waiting  time  in  the  emergency  rooms  of  these  in- 
stitutions would  exhibit  similar  variations  is  un- 
known. 

To  add  to  the  meager  factual  data  available  on 
the  issue  of  emergency  room  waiting  time,  the 
present  report  describes  the  time  spent  by  patients 
in  the  Main  Emergency  room  of  The  New  York 
Hospital  as  determined  by  a study  covering  a one- 

’This  study  was  supported  by  the  National  Center  for  Health 
Services  Research  and  Development,  U.S.  Public  Health  Ser- 
vice Grant  5-P01-HS-00367. 


week  period  in  1969.  The  study  was  specifically 
undertaken  to  explore  the  range  of  patients’  experi- 
ence on  different  shifts  and  days  of  the  week  with 
regard  to  total  visit  time  and  waiting  time  to  see  a 
physician. 

Setting  and  method 

Located  in  New  York  City,  The  New  York  Hospi- 
tal is  a voluntary,  short-term,  general  university 
teaching  hospital  with  some  1,100  beds  and  88  out- 
patient clinics.  The  ER  (emergency  room)  is  di- 
vided into  three  sections:  Main  Emergency, 

Women’s  Clinic  Admissions  unit,  and  Pediatric 
Isolation.  Pediatric  Isolation  is  open  from  8:00 
A.M.  to  4:30  P.M.  Monday  through  Friday  and  on 
Saturday  mornings;  when  it  is  closed,  infants  and 
children  are  seen  in  the  Main  ER.  The  Women’s 
Clinic  Admissions  unit  is  open  twenty-four  hours 
a day,  seven  days  a week;  patients  with  gynecologic 
complaints  and  pregnancy  problems  are  seen 
there.  The  Main  ER  handles  adult  cases  exclu- 
sively except  when  Pediatric  Isolation  is  closed;  in 
addition,  all  trauma  patients  regardless  of  age  are 
seen  initially  in  the  Main  ER.  The  New  York 
Hospital  does  not  maintain  an  ambulance  service. 

The  present  survey  focused  on  the  Main  ER 
only,  which  in  1969  received  some  34,300  visits 
from  patients. t At  least  one  resident  surgeon 
and  one  resident  internist  are  on  duty  at  all  times 
in  this  unit;  during  nights,  evenings,  and  weekends 
a resident  pediatrician  is  also  on  duty.  Physicians 
representing  various  subspecialties  are  on  call. 
The  complement  of  registered  nurses  and  ancillary 
personnel  assigned  to  the  emergency  room  varies 
somewhat  according  to  shift  and  day.  X-ray  and 
laboratory  facilities  are  continuously  available. 
When  patients  come  to  the  emergency  room,  be- 
fore seeing  a physician,  they  are  normally  seen  first 
by  the  registrar  and  then  by  a nurse,  who  when 
necessary  determines  priorities  regarding  the  im- 
mediacy of  patients’  needs  for  care. 

To  obtain  the  necessary  information  for  this 
report,  two  time  clocks  were  utilized.  One  was 
placed  at  the  registrar’s  desk  and  the  other  at  the 
nurses’  station.  A special  form  for  each  patient 
was  stamped  with  the  time  when  (1)  the  patient 
first  entered  the  emergency  room;  (2)  he  was  seen 
by  a physician;  and  (3)  he  was  signed  out  by  the 
registrar.** 

The  survey  was  designed  to  cover  all  patients 
who  sought  treatment  in  the  Main  ER  during  the 
one-week  period  of  March  27  through  April  2,  1969. 
According  to  the  ER  log  book  the  number  of  such 
patients  was  668.  Time  clock  records  were  suf- 
ficiently complete  to  calculate  total  visit  time  for 

fFor  a description  of  social  and  medical  characteristics  of  a 
representative  sample  of  patients  who  attended  this  emergency 
room  as  of  1965,  see  the  report  by  Reed  and  Reader. ' 

**An  attempt  was  also  made  to  record  the  time  of  each 
patient’s  initial  contact  with  the  registrar  and  the  nurse,  as 
well  as  the  time  of  physician’s  disposition.  Such  records  were 
incomplete  too  often,  however,  to  permit  reliable  analysis. 
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TABLE  I.  Patient  utilization  of  emergency  room  according  to  day  of  week  and  shift,  seven-day  period  (percentages) 


Entire 


Shift 

Week 

Thurs. 

Fri. 

Sat. 

Sun. 

Mon. 

Tues. 

Wed. 

Early  morning* 

12 

14 

12 

13 

10 

11 

12 

10 

Daytime* 

38 

35 

26 

42 

51 

31 

41 

39 

Evening* 

50 

51 

62 

45 

39 

58 

47 

51 

Total  patients 

668 

81 

94 

116 

108 

93 

85 

91 

Number  of  patients  per  day  as 
per  cent  of  all  patients 

100 

12 

14 

17 

16 

14 

13 

14 

* Early  morning  = 12  :00  A.M.  to  7 : 59  A.M.; 

daytime 

= 8:00  A.M.  to  3: 

i.SO  P.M.; 

evening  = 

4:00  P.M.  to  11 

:59  P.M. 

TABLE  II.  Range  in  total  visit  time  for  emergency  room 
patients,  seven-day  period 


Length  of  Visit 
(Minutes) 

Number  of 
Patients 

Per  Cent  of 
Patients 

0 to  29 

46 

8 

30  to  59 

137 

24 

60  to  119 

177 

31 

120  to  179 

109 

19 

180  to  239 

51 

9 

240  and  over 

51 

9 

571* 

100 

* Omits  97  patients  with  incomplete  time  records. 


571  (85  per  cent)  of  these  patients  and  to  calculate 
waiting  time  to  see  a physician  for  511  (76  per  cent) 
of  the  patients.  The  ER  log  book  indicated  that 
84  (13  per  cent)  of  the  668  patients  were  admitted 
to  the  inpatient  service  of  the  hospital.  There  was 
a time  clock  record  for  fewer  than  half  (39)  of  those 
admitted,  however,  which  indicates  that  ER  visits 
resulting  in  hospital  admissions  are  under-repre- 
sented in  the  time  data  to  be  reported. 

Findings 

Utilization.  Background  for  consideration  of 
the  time  data  is  provided  by  Table  I,  which  is 
based  on  the  ER  log  book  and  shows  the  propor- 
tions of  patients  who  utilized  the  ER  during  dif- 
ferent times  of  day  and  days  of  the  week.  The 
average  number  of  patients  served  in  the  ER  per 
day  was  95;  of  this  number,  an  average  of  12  were 
admitted  to  the  inpatient  service  each  day. 

As  Table  I demonstrates,  over-all  utilization  of 
the  ER  was  higher  on  Saturday  and  Sunday  than 
during  weekdays.  Utilization  was  also  higher 
throughout  the  entire  week  during  the  daytime  and 
evening  shifts  than  during  the  early  morning 
shift;  the  12:00  A.M.  to  7:59  A.M.  shift  accounted 
for  only  12  per  cent  of  all  patients  seen.  On  Sun- 
day the  peak  patient  load  occurred  during  the  day- 
time shift;  on  all  other  days  the  peak  load  occurred 
during  the  evening  shift. 

Total  visit  time.  During  the  week  under  study 
the  median  ER  visit  lasted  ninety-three  minutes 
or  approximately  one  and  a half  hours.  Table  11 
shows,  however,  that  total  visit  time  could  vary 
considerably  from  patient  to  patient.  Nearly 
one-third  had  visits  lasting  less  than  an  hour,  but 


TABLE  III.  Median  total  visit  time  (in  minutes)  for  emer- 
gency room  patients,  according  to  shift  and  day  of  week 
(total  patients,  571*;  7 to  53  per  shift,  64  to  97  per  day) 


Day 

All  Shifts 

Early 
Morn- 
ing t 

Daytimef 

Eve- 

ningt 

Entire  Week 

93 

91 

102 

88 

Thursday 

59 

91 

63 

54 

Friday 

74 

40 

88 

72 

Saturday 

154 

215 

147 

160 

Sunday 

105 

152 

88 

112 

Monday 

78 

70 

126 

71 

Tuesday 

72 

86 

66 

78 

Wednesday 

120 

33 

116 

133 

* Omits  97  patients  with  incomplete  time  records. 

t Early  morning  = 12:00  A.M.  to  7:59  A.M. ; daytime  = 8:00  A.M. 
to  3 : 59  P.M.;  evening  =4:00  P.M.  to  11 :59  P.M. 


the  visits  of  almost  one-tenth  lasted  four  hours  or 
more. 

Table  III  presents  the  median  total  visit  time  of 
patients  for  each  shift  of  each  of  the  seven  days. 
While  there  is  little  variation  in  visit  time  from 
shift  to  shift  when  the  entire  week  is  viewed  as  a 
unit  (first  row  of  table),  there  is  a great  deal  of 
variation  in  visit  time  according  to  shift  both  with- 
in each  day  and  among  the  different  days  of  the 
week.  Saturday  was  the  only  day  on  which  the 
median  total  visit  time  was  consistently  high  for 
all  three  shifts;  otherwise,  no  clear-cut  pattern  of 
variation  in  median  total  visit  time  according  to 
the  day  of  week  or  shift  is  discernible.  Further, 
there  was  no  statistically  significant  relationship 
between  the  number  of  patients  seen  during  the  21 
shifts  and  median  total  visit  times;  the  coefficient 
of  correlation  (r)  was  0.08,  p greater  than  0.05. 

Waiting  time  to  see  physician.  During  the 
week  under  study  the  median  waiting  time  to  see 
a physician  in  the  ER  was  twenty-seven  minutes 
or  slightly  less  than  half  an  hour.  Not  surprising- 
ly, Table  IV  shows  that  the  amount  of  time  spent 
waiting  to  be  seen  by  a physician  varied  less  from 
patient  to  patient  than  did  their  total  visit  times 
(Table  II).  Over  four  fifths  of  the  patients  waited 
less  than  an  hour  for  a physician;  very  few  (3  per 
cent)  waited  two  hours  or  more. 

Table  V presents  the  median  waiting  time  to  see 
a physician  experienced  by  patients  on  each  shift 
of  each  of  the  seven  days.  On  the  average,  pa- 
tients who  arrived  during  the  evening  shift  were 
likely  to  have  to  wait  about  twice  as  long  (thirty- 
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TABLE  IV.  Range  in  waiting  time  to  see  physician  for 
emergency  room  patients,  seven-day  period 


Length  of  Waiting 
Time  (Minutes) 

Number  of 
Patients 

Per  (’ent  of 
I’atients 

0 to  29 

297 

58 

30  to  59 

127 

25 

60  to  119 

70 

14 

120  to  179 

11 

2 

180  to  239 

5 

1 

240  and  over 

1 

♦ 

511t 

100 

• than  0.2  i>er  t'ent. 

t Omita  157  paiienta  with  incomplete  time  recordn. 


two  minutes)  as  those  who  arrived  during  the  early 
morning  hours  (fifteen  minutes);  daytime  patients 
waited  an  intermediate  length  of  time  (twenty-six 
minutes).  In  general,  also,  patients  who  came  to 
the  ER  on  Saturday  were  likely  to  be  required  to 
wait  somewhat  longer  for  a physician  (median, 
forty-five  minutes)  than  those  who  attended  on 
other  days  of  the  week. 

These  waiting-time  patterns,  when  considered 
in  conjunction  with  the  utilization  figures  shown 
in  Table  I,  suggest  the  obvious  hypothesis  that 
patient  waiting  time  in  the  ER  is  at  least  in  part 
determined  by  the  number  of  patients  who  appear 
for  care  during  any  given  shift.  This  is  indeed  the 
case,  as  indicated  by  the  statistically  significant 
correlation  coefficient  (r)  of  0.54  (p  less  than  0.02) 
obtained  between  number  of  patients  per  shift  and 
median  waiting  time  to  see  a physician. 

Conclusion 

A survey  of  total  visit  time  and  time  spent  by 
patients  waiting  to  see  a physician  was  conducted 
in  the  Main  Emergency  room  of  The  New  York 
Hospital  during  a full  week  in  April,  1969.  Data 
were  obtained  by  utilizing  time  clocks  which  auto- 
matically recorded  the  time  for  each  patient  when 
punched  on  a special  form  at  appropriate  points 
of  a visit.  Time  clock  records  were  sufficiently 
complete  to  permit  analysis  for  over  three  fourths 
of  the  668  patients  who  attended  the  ER  during  the 
study  week. 

An  average  of  95  patients  visited  the  ER  each 
day.  Utilization  was  higher  on  Saturday  and 
Sunday  than  during  weekdays.  It  was  also  higher 
on  all  seven  days  during  the  daytime  and  evening 
shifts  than  during  the  early  morning  shift.  With 
the  exception  of  Sunday,  the  peak  patient  load  oc- 
curred during  the  evening  shift.  These  patterns  of 
utilization  are  in  general  accord  with  the  find- 
ings of  an  earlier  study  of  this  ER,'  and  tend  to 
support  the  proposition  that  ER  utilization  is  high- 
est at  times  when  most  people  are  awake,  regular 
outpatient  clinics  are  closed,  and  private  physi- 
cians are  least  likely  to  be  available. 

The  median  ER  visit  lasted  approximately  one 
and  a half  hours,  but  the  range  of  variation  in  this 


TABLE  V.  Median  waiting  time  to  see  physician  (in 
minutes)  for  emergency  room  patients,  according  to  shift 
and  day  of  week  (total  patients,  511*;  6 to  46  per  shift,  57 

to  88  per  day) 


Day 

All 

Shifts 

Early 

Morn- 

ing! 

Day- 

time! 

Eve- 

ning! 

Entire  Week 

27 

15 

26 

32 

Thursday 

19 

16 

26 

9 

Friday 

22 

7 

11 

31 

Saturday 

45 

36 

40 

52 

Sunday 

28 

22 

27 

46 

Monday 

21 

10 

21 

18 

Tuesday 

28 

13 

21 

33 

Wednesday 

33 

14 

28 

39 

* Omits  157  patients  with  incomplete  time  records, 
t Early  morning  = 12:(K)  A.M.  to  7:59  A.M.;  daytime  = 8:00  A.M. 
to  .1:59  P.M.;  evening  =4:00  P.M.  to  U:.59  P.M. 


regard  was  notable.  A wide  range  of  variation  in 
total  visit  time  also  characterized  the  California 
hospital  ER  described  by  Reiber.“  Moreover, 
analysis  of  The  New  York  Hospital  data  showed 
that  median  total  visit  time  of  patients  did  not 
depend  on  patient  load  per  shift,  nor  did  it  vary 
consistently  in  any  clear  way  with  day  of  the  week 
or  time  of  day.  The  absence  of  such  relationships 
is  perhaps  best  understood  in  the  light  of  the  fact 
that  total  visit  time  is  compounded  not  only  of 
waiting  time  to  see  a physician  but  also  of  the  sub- 
sequent amount  of  time  that  may  be  required  to 
provide  direct  care  (such  as,  suturing  a wound), 
as  well  as  medications,  x-ray  examinations,  labora- 
tory tests,  and  prolonged  observation  where  indi- 
cated. Barring  a local  disaster  or  some  other 
selective  process,  the  needs  of  patients  who  come 
to  an  ER  may  be  expected  to  differ  greatly  and 
randomly  in  these  latter  respects.  Consequently, 
even  if  all  patients  were  seen  by  a physician  rela- 
tively promptly,  their  respective  total  visit  times 
would  be  quite  variable  from  shift  to  shift  and 
from  day  to  day. 

That  patients  actually  were  seen  relatively 
promptly  is  indicated  by  the  fact  that  twenty- 
seven  minutes  constituted  the  median  length  of 
time  patients  in  the  ER  under  study  waited  to  see 
a physician.  Although  Reiber“  did  not  calculate 
median  waiting  times,  his  report  that  slightly  over 
half  of  the  ER  patients  in  his  California  hospital 
study  waited  a half-hour  or  less  to  see  a physician 
suggests  that  usual  ER  waiting  times  in  the  two 
hospitals  were  remarkably  similar.  In  contrast, 
it  will  be  recalled  that  the  median  waiting  time 
for  patients  attending  regular  daytime  clinics  in 
eight  New  York  City  hospitals  studied  by  Johnson 
and  Rosenfeld'"^  varied  quite  a bit  from  hospital  to 
hospital.  Further,  the  median  waiting  time  for 
the  entire  group  of  clinic  patients  at  the  eight 
hospitals  was  approximately  double  (fifty-eight 
minutes)  that  found  for  the  ER  under  investigation 
here.  While  such  a comparison  overlooks  impor- 
tant differences  between  emergency  medical  care 
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and  regular  outpatient  medical  care  provided  in 
hospitals,  it  lends  credence  to  the  belief  that  if  a 
patient  wants  to  see  a hospital  physician  rela- 
tively quickly,  he  may  accomplish  his  purpose 
more  effectively  by  going  to  an  ER  than  to  a regular 
clinic. 

Contrary  to  the  data  reported  for  total  visit  time, 
time  spent  waiting  to  see  a physician  in  the  ER  was 
associated  with  both  shift  and  day  of  the  week. 
Waiting  times  were  longest  during  the  evening  shift 
and  on  Saturday,  when  patient  loads  were  highest; 
the  correlation  between  median  waiting  time  and 
patient  load  per  shift  was  both  reasonably  high 
(0.54)  and  statistically  significant.  The  fact  that 
the  correlation  is  not  perfect  points  to  the  need,  of 
course,  to  take  additional  variables  into  account  in 
any  full-scale  attempt  to  explain  or  decrease  the 
length  of  patients’  waiting  time  for  physicians. 
This  was  not  possible  in  the  present  exploratory 
investigation. 

Finally,  it  should  be  noted  that  waiting  time  to 
see  a physician  constituted  only  about  one  third 
of  the  median  total  visit  time  for  patients  in  the 
present  survey.  To  determine  how  much  of  the 
remaining  two  thirds  of  the  visit  was  taken  up  in 
actual  care  and  how  much  represented  additional 
waiting  time  after  seeing  a physician  was  not  with- 
in the  scope  of  the  survey.  Nevertheless,  future 
ER  time  studies  should  take  into  account  the  pos- 
sibility that  waiting  time  for  administration  and 
interpretation  of  tests,  x-ray  films,  and  the  like 
may  combine  with  time  spent  waiting  to  see  a 
physician  in  such  a way  as  to  make  the  total  visit 
unacceptably  long  for  the  patient  and  inefficient 
for  the  hospital. 

More  generally,  as  the  demand,  and  payment, 
for  medical  care  in  emergency  rooms  throughout 
the  country  increases,  there  is  need  for  compara- 
tive research  that  will  document  and  account  for 
avoidable  areas  of  delay  in  the  care  of  ER  patients, 
in  order  that  plans  for  optimally  efficient,  humane 
provision  of  services  may  be  devised  and  imple- 
mented. 
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Leon  Grey  Berman,  M.D.,  of  Syracuse,  died  on  January 
1 at  the  age  of  sixty-one.  Dr.  Berman  graduated  in  1933 
from  Syracuse  llniversity  College  of  Medicine.  He  was 
an  attending  surgeon  at  State  University  Hospital  of 
the  Upstate  Medical  Center,  Syracuse  Memorial  Hospi- 
tal, and  Community-General  Hospital  of  Greater  Syra- 
cuse, and  a consulting  surgeon  at  V'eterans  Administra- 
tion Hospital.  Dr.  Berman  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  Syracuse  Acad- 
emy of  Medicine,  the  Onondaga  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

George  E.  Brockway,  M.D.,  of  VVoodbridge,  Connecti- 
cut, formerly  of  Islip,  died  on  December  20,  1970,  at  the 
age  of  eighty-seven.  Dr.  Brockway  graduated  in  1911 
from  Johns  Hopkins  University  School  of  Medicine.  He 
was  a consulting  pediatrician  at  Kings  County  Hospital 
Center.  Dr.  Brockway  was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a member  of  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Julius  Y.  Cohen,  M.D.,  of  Buffalo,  died  on  March  28 
at  the  age  of  eighty-two.  Dr.  Cohen  graduated  in  1909 
from  the  University  of  Buffalo  School  of  Medicine.  A 
former  chief  of  the  surgical  staff  at  Millard  Fillmore 
Hospital,  he  was  also  one  of  15  physicians  who  were  in- 
corporators of  the  Blue  Shield  of  Western  New  York  and 
was  on  its  governing  board  from  its  founding  in  1939 
until  1947.  Dr.  Cohen,  also  a founder  of  the  Planned 
Parenthood  Organization  of  Buffalo,  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Robert  Ellis,  M.D.,  of  Kenmore,  died  on  January  27 
at  the  age  of  forty-eight.  Dr.  Ellis  graduated  in  1946 
from  the  University  of  Buffalo  School  of  Medicine.  He 
was  a member  of  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

James  Gwynne  Fowler,  M.D.,  of  Buffalo,  died  on 
August  8,  1970,  at  the  age  of  seventy-three.  Dr.  Fowler 
graduated  in  1922  from  the  University  of  Nebraska  Col- 
lege of  Medicine.  He  was  a‘  consulting  ophthalmologist 
at  Buffalo  General  and  Niagara  Falls  Memorial  Hos- 
pitals. Dr.  Fowler  was  a Diplomate  of  the  American 
Board  of  Ophthalmology  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology,  the 
Buffalo  Academy  of  Medicine,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Max  Frick,  M.D.,  of  Lake  Placid,  retired,  died  on  April 
10  at  the  age  of  eighty.  Dr.  Frick  graduated  in  1913  from 
University  and  Bellevue  Hospital  Medical  College.  He 
was  a consulting  anesthesiologist  at  Lenox  Hill  Hospital. 
Dr.  Frick  was  a Diplomate  of  the  American  Board  of 
Anesthesiology,  and  a member  of  the  American  Society 
of  Anesthesiologists,  Inc.,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Alfred  Richard  Friedman,  M.D.,  of  West  Islip,  died  on 
April  12  at  the  age  of  thirty-seven.  Dr.  Friedman  gradu- 
ated in  1959  from  State  University  of  New  York  Upstate 
Medical  Center  at  Syracuse.  He  was  an  attending  anes- 
thesiologist at  Good  Samaritan  Hospital.  Dr.  Friedman 
was  a Fellow  of  the  American  College  of  Anesthesiolo- 
gists and  a member  of  the  American  Society  of  Anesthe- 
siologists, Inc.,  the  Suffolk  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Emanuel  Barnett  Hecht,  M.D.,  of  Hicksville,  died  on 
April  11  at  the  age  of  sixty-one.  Dr.  Hecht  graduated  in 
1936  from  Long  Island  College  of  Medicine.  He  was  a 
general  practitioner  on  the  medical  staff  at  Meadow- 
brook  Hospital.  Dr.  Hecht  was  a member  of  the  Nassau 
Academy  of  Medicine,  the  Nassau  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Robert  Ferguson  Hoover,  M.D.,  of  Buffalo,  died  on 
September  10,  1970,  at  the  age  of  forty.  Dr.  Hoover 
graduated  in  1955  from  the  University  of  Michigan 
Medical  School.  He  was  a Diplomate  of  the  American 
Board  of  Surgery  and  a member  of  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Mennasch  Kalkstein,  M.D.,  of  Flushing,  died  on  March 
12  at  the  age  of  sixty-three.  Dr.  Kalkstein  graduated 
in  1933  from  the  University  of  St.  Andrews  Conjoint 
Medical  School,  St.  Andrews  and  Dundee,  Scotland. 
He  was  an  attending  staff  physician  and  cardiologist 
at  Long  Island  Jewish  Hospital.  Dr.  Kalkstein  was  a 
Diplomate  of  the  American  Board  of  Internal  Medicine 
(Cardiovascular  Diseases),  a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the  American 
Thoracic  Society,  the  New  York  Society  of  Internal 
Medicine,  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

J.  Siegfried  Kreshover,  M.D.,  of  New  York  City,  died 
on  April  12  at  the  age  of  eighty-nine.  Dr.  Kreshover 
graduated  in  1904  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a member  of  the 
American  Geriatrics  Society,  the  New  York  Cardiologi- 
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cal  Society,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Rollo  James  Masselink,  M.D.,  of  New  York  City,  died 
on  April  12  at  the  age  of  sixty-six.  Dr.  Masselink  gradu- 
ated in  1931  from  the  University  of  Michigan  Medical 
School.  He  was  an  attending  neurologist  at  The  Pres- 
byterian Hospital  and  an  associate  attending  neurologist 
at  Lawrence  Hospital  (Bronxville).  Dr.  Masselink  was 
a member  of  the  Association  for  Research  in  Nervous 
and  Mental  Disease,  the  New  York  Academy  of  Medi- 
cine, the  New  York  Neurological  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associ- 
ation. 

John  L.  McCann,  M.D.,  of  Hudson  Falls,  died  on 
February  10  at  the  age  of  fifty-eight.  Dr.  McCann 
graduated  in  1936  from  Georgetown  University  School 
of  Medicine.  He  was  an  associate  attending  surgeon  at 
Glens  Falls  Hospital.  Dr.  McCann  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of  the 
Glens  Falls  Academy  of  Medicine,  the  Washington 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associ- 
ation. 

David  B.  Monheit,  M.D.,  of  Brooklyn,  died  on  April  5 
at  the  age  of  sixty-four.  Dr.  Monheit  graduated  in  1931 
from  Long  Island  College  of  Medicine.  He  was  an  as- 
sociate attending  physician  at  Coney  Island  Hospital,  an 
assistant  attending  physician  at  Maimonides  Hospital 
of  Brooklyn,  an  assistant  attending  physician  in  gas- 
troenterology at  Maimonides  Hospital  of  Brooklyn  Out- 
patient Department,  and  an  attending  physician  at 
Jewish  Hospital  of  Brooklyn.  Dr.  Monheit  was  a Diplo- 
mate  of  the  American  Board  of  Internal  Medicine,  a 
Fellow  of  the  American  College  of  Gastroenterology, 
a Fellow  of  the  American  College  of  Physicians,  and  a 
member  of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Charles  Frederick  Pabst,  M.D.,  of  Brooklyn,  died  on 
April  15  at  the  age  of  eighty-three.  Dr.  Pabst  graduated 
in  1909  from  Long  Island  College  Hospital.  Retired,  he 
was  a member  of  the  American  Academy  of  Dermatol- 
ogy, the  Medical  Society  of  the  County  of  Kings,  the 


Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Erich  Preiss,  M.D.,  of  Buffalo,  died  on  November  20, 
1970,  at  the  age  of  forty-two.  Dr.  Preiss  graduated  in 
1956  from  State  University  of  New  York  Upstate  Medical 
Center  at  Syracuse.  He  was  a member  of  the  Erie  Coun- 
ty Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Vernon  Thomas  Rear,  M.D.,  of  Syracuse,  died  on 
March  17  at  the  age  of  sixty-three.  Dr.  Rear  graduated 
in  1934  from  Syracuse  University  College  of  Medicine. 
He  was  an  attending  physician  in  general  practice  at 
Crouse-Irving  Hospital  and  an  adjunct  physician  in 
general  practice  at  Community-General  Hospital  of 
Greater  Syracuse.  Dr.  Rear  was  a member  of  the  Ameri- 
can Academy  of  General  Practice,  the  Onondaga  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Eugene  Szpakowski,  M.D.,  of  Buffalo,  died  on  March 
25  at  the  age  of  sixty-one.  Dr.  Szpakowski  received  his 
medical  degree  from  the  University  of  Warsaw  in  1935. 
He  was  an  assistant  attending  physician  in  chest  diseases 
at  the  Edward  J.  Meyer  Memorial  Hospital. 

Joseph  Weinstein,  M.D.,  of  Brooklyn,  died  on  Novem- 
ber 18,  1970.  Dr.  Weinstein  graduated  in  1921  from 
Baylor  University  College  of  Medicine.  He  was  chief  of 
cardiology  at  Veterans  Administration  Outpatient 
Clinic,  an  assistant  attending  physician  at  Kings  County 
Hospital  Center,  and  a consulting  cardiologist  at  Jewish 
Hospital  of  Brooklyn.  Dr.  Weinstein  was  a Diplomate 
of  the  American  Board  of  Internal  Medicine  (Cardio- 
vascular Diseases),  a Fellow  of  the  American  College  of 
Physicians,  a Fellow  of  the  American  College  of  Chest 
Physicians,  a Fellow  of  the  American  College  of  Cardiol- 
ogy, and  a member  of  the  New  York  State  Society  of 
Internal  Medicine. 

Fritz  Wengraf,  M.D.,  of  New  York  City,  died  on  March 
11  at  the  age  of  seventy-nine.  Dr.  Wengraf  received 
his  medical  degree  from  the  University  of  Vienna  in 
1921.  He  was  a member  of  the  American  Psychiatric 
Association,  the  Academy  of  Psychosomatic  Medicine, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 
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ANNUAL 

CONVENTION 


Medical  Society  of  the  State  of  New  York 


FEBRUARY  13  through  17,  1972 


the  AMERICANA  of  New  York 


SCIENTIFIC  PROGRAM,  EXHIBITS,  MOTION  PICTURES 
SUNDAY,  FEBRUARY  13  through  WEDNESDAY,  FEBRUARY  16 


Scientific  Program 


Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested  to 
write  to  iernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Subcommittee  of  the  Convention  Committee  at  the 
address  given  below. 

A short  abstract  of  the  proposed  presentation  should 
accompany  the  letter. 

DEADLINE:  June  15,  1971 


Requests  fcii'  scientific  exhibit  space  should  be  addressed  to 
Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee 
of  the  Cbnvention  Committee  at  the  address  given  below. 


Address  all  communications  to  the  chairman 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue 

New  York,  New  York  10017 


Motion 
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Classified  Advertising  Rates 

New  York  State  Journal  of  Medicine 


Issue  Dates:  1 st  and  1 5th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $1 0.00  per  insertion;  additional  words  are 

1 0^  each.  Box  numbers,  50fi  extra,  per  Insertion. 

Counting  Words:  Two  initials,  each  abbreviation,  figures  consisting 

of  5 numerals  or  less  are  counted  as  separate  words.  For 
replies,  your  name  and  address,  or  telephone  number  should 
appear  at  the  end  of  your  copy,  and  be  included  in  the  total 
number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 

750  Third  Ave.,  New  York,  N.  Y.  10017  Date 

Name 

Please  Print 

Address 


I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  10?f  for  each 

additional  word.  Checks  are  made  payable  to;  New  York  State  Journal  of  Medicine 

Number  of  insertions 

Assign  a box  number  (50^  per  insertion) 
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Analgesic  muscle  relaxants 

Norgesic  (Riker  Laboratories) 1155 

Antacids 

Dicarbosil  (Arch  Laboratories) 1251 

Antibiotics 
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Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  praise  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  12  rolls. 


C«ch  Tablet-Active  Ingredients: 
Precipitated  Calcium  Carbonate 
Magnesium  Carbonate 
Magnesium  Tnsilicate 


0 469  Cm. 
0 011  Cm. 
0 006  Cm. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


Bronchopulmonary 

Bronkotabs  (Breon  Laboratories).  . . 2nd  cover 

Contraceptive  devices 

Diaphragm  (Ortho  Pharmaceutical  Corp.) 

1 161,  1 162 

Laxatives 

Doxidan  (Hoechst  Pharmaceutical  Company) 
4th  cover 


Oral  diuretics 

Hygroton  (Geigy  Pharmaceuticals) 1184 

Topical  antibiotic  antiinflammatory 
Cordran  Tape  (Eli  Lilly  & Company) 1178 

Topical  fungicides 

Tinver  (Barnes-Hind  Laboratories) 1153 


Vitamin  supplements 
Cevi-Bid  (Geriatric  Pharmaceutical  Corp.) 
1159 


IIALL-BROOKE 

FOUNDATION,  INC. 

Elisabeth  Solomon 
Executive  Director 

Albert  M.  Moss,  M.D. 
Medical  Director 

II  ALL-BROOKE 
HOSPITAL 

A JCAII  accredited  hospital 
for  care  and  treatment  of 
psychiatric  disorders  within 
a therapeutic  community. 

IIALL-BROOKE 

SCHOOL 

An  educational  facility  for 
disturbed  adolescents,  ages 
14  to  18,  who  are  in  active 
treatment. 

Gordon  R.  Beem, 
Administrator 

Leo  11.  Berman,  M.D., 
Director  of  Professional 
Services 

Edgar  J.  Appelman, 
Director 

47  Long  Lots  Road 
Westport,  Connecticut 
Telephone  (203)  227-1251 

NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  that  you  get  both  in  the 
classified  ad  section  of  the  New  York  State 
Journal  of  Medicine. 
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PHYSICIANS  WANTED 


PHYSICIANS  WANTED— CONT  D 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership  Starting  salary  to 
$25,000  with  the  possibility  of  additional  income  Include  complete  curric- 
ulum vitae  in  reply.  Box  108,  c/o  NYS.IM 


PSYCHIATRISTS:  PHYSICIANS  INTERESTED  IN  PSYCHIATRY  AND 

general  practitioners  - 1600  bed,  predominantly  psychiatric  hospital  affiliated 
with  University  of  Rochester  Medical  School;  starting  salary  approximately 
$24,0(K)  with  liberal  fringe  benefits;  workweek  generally  40  hours;  located  in 
beautiful  resort  area;  equal  opportunity  employer  Contact  ('hief  of  Staff, 
Veterans  Administration  Hospital,  Canandaigua,  N Y 14424;  (815)  894-2(KH) 


INTERNIST  & PEDIATRICIAN,  BOARD  CERTIFIED  OR  ELIGIBLE,  TO 
join  medical  college  comprehensive  care  program.  Teaching,  service,  research 
Role  in  policy  decisions.  Emphasis  on  innovations  in  care.  Inner  city  urban 
and  rural.  University  hospital  and  medical  college  appointment.  New  York 
State  license.  Salary  range:  $22,500-$30,000.  Funded  with  multiple  federal 
agencies,  including  OEO  & HEW.  Plans  to  develop  self-supporting,  prepaid 
group  practice.  Write:  Peter  Birk,  M.D.,  Director,  Albany  Medical  College, 
Community  Medical  Care  Program,  10  Colvin  Ave.,  Albany  N Y.  12206,  or 
phone  collect:  (518)459-7000. 


ANESTHESIOLOGIST:  JOIN  BROOKLYN  GROUP,  PRIVATE  HOi 

tal.  Salary  1st  year,  then  partnership.  N.Y.S.  license  required.  Sul 
details.  Box  116,  c/o  NYSJM. 


GENERAL  PHYSICIAN  OR  INTERNIST,  N.  Y.  LICENSE,  TO  DO  ME 
cal  consultations  at  addiction  treatment  clinic  in  Manhattan.  Excel 
guaranteed  part-time  supplemental  income.  Write,  briefly  describing  5 
background.  Hours  flexible.  Box  124,  c/o  NYSJM. 


DERMATOLOGIST  HAS  NEW  YORK  CITY  DELUXE  15  ROOM,  C( 
pletely  equipped  office  on  Fifth  Avenue  overlooking  Central  Park.  Wii 
part  time  assistant  who  can  have  office  for  his  private  practice.  Possible  p 
nership  later.  Also  would  consider  renting  part  of  space.  Box  1.33, 
NYSJM. 


LOCUM  TENENS,  INTERNAL  MEDICINE,  MONTH  OF  JULY.  WITlj 
easy  driving  time  to  Lake  George,  Saratoga  Performing  Arts  Center,  Tar) 
wood,  Jacob’s  Pillow,  summer  stock.  Lake  George  Opera  Festival,  Cat  | 
game  farm.  Excellent  financial  arrangements.  Bernard  Meyers,  M.D.  f 
Second  St„  Troy,  N.Y.  or  call  (518)  273-5202.  1 

( 


STAFF  PHYSICIAN,  FULL  TIME,  FOR  THE  HEALTH  CENTER  AT  THE 
State  Univ.  College  at  Fredonia,  N.Y.  Negotiable  salary  plus  excellent  college 
benefits,  including  health  insurance  and  employer  paid  retirement  program. 
Candidates  must  be  licensed  to  practice  in  N.Y.  State.  An  Equal  Opportunity 
Employer.  Send  complete  curriculum  vitae  and  N.Y.  license  number  to: 
R.  P.  Plosscowe,  M.D.,  Director,  College  Health  Center,  College  at  Fredonia, 
Fredonia,  N.Y.  14063. 


PEDIATRICIAN,  GENERAL  PRACTITIONERS:  OUTSTANDING  Eco- 

nomic opportunity  in  lovely  western  New  York  community  with  modern  100 
bed  hospital.  Unexcelled  family  living  located  near  exceptional  recreation 
areas,  near  two  medical  universities.  Write  or  call  John  Hamilton,  Medina 
Memorial  Hospital,  Medina,  N.Y.  14103 


HOUSE  PHYSICIANS  TO  START  JULY  1971,  233  BEID  GENERAL  HOSPI- 
tal,  increasing  to  300  beds  in  near  future;  community  orientated.  Require 
N.Y.  license  or  ECFMG  certificate;  citizen  or  permanent  visa,  completed  3 or 
more  years  of  residency.  Located  in  N.E.  New  York  State.  Good  salary 
range,  liberal  benefits  and  excellent  medical  staff,  modern  building  and  equip- 
ment. Apply  to:  Personnel  Director,  Memorial  Hospital,  Albany,  N.Y 

12204. 


PHYSICIANS  WANTED:  MALE  & FEMALE,  LICENSED  FOR  CHIL- 

dren’s  camps,  July-August.  Good  salary;  free  placement,  350  member 
camps.  Write  Dept.  P.,  Association  Private  Camps,  55  West  42  St.,  New 
York,  N.Y.  10036.  Phone  (212)  OX  5-2656. 


INTERESTING  OPPORTUNITY  TO  DEVELOP  AND  DIRECT  LABORA- 
tory  service.  Two  year  degree  and  supervisory  experience  required.  $10,255- 
$11,935.  Excellent  state  benefits  include  13-20  days  vacation,  13  days  sick 
leave,  5 days  personal  leave,  paid  health  and  dental  insurance.  Contact  Per- 
sonnel Officer,  Newark  State  School,  Newark,  N.Y.  14513. 


PATHOLOGIST,  BOARD  CERTIFIED  AP-CP  TO  JOIN  PATHOLOGY 
group  in  New  York  City.  Hospital  and  private  laboratory  practice.  Contact: 
M.  Daniels,  M.D.,  2151  Ocean  Ave.,  Brooklyn,  N.Y.  11229. 


GENERAL  PRACHTIONER  WANTED:  FAMILY  PRACTICE  PHYSICIAN 
needed  immediately,  due  to  death  of  town’s  only  doctor.  Located  in  the  heart 
of  the  Finger  Lakes  on  Routes  5 & 20,  only  8 miles  to  Canandaigua,  which  has 
a modern,  up-to-date  hospital  in  operation,  and  a new,  ultra-modern  hospital 
complex  to  be  completed  within  the  year.  Only  20  miles  to  Rochester;  and  10 
miles  to  Bristol  Mountain  Ski  Center.  .Serving  a growing  population  of  5,000 
with  excellent  central  school  and  churches.  Write  to  East  Bkx)mfield-Hol- 
comb  Chamber  of  Commerce,  Holcomb,  N.Y.  14469,  or  call  (315)  657-7414, 
or  657-7291. 


INTERNS  AND  RESIDENTS  WANTED:  APPROVED  GENERAL  SURGI- 
cal  residency  training  program,  type  1.  First  year  position  available  immedi- 
ately. Salary  ,$9,.5(X)  jjIus  SLfjiO  living  out  allowance.  Liberal  fringe  benefits; 
ECF'MG  required.  Phone  collect:  Department  of  Surgery,  Catholic  Medical 
Center,  88  25  153rd  .St.,  Jamaica,  Queens,  N,Y.  1)432.  (212  ) 291-3300,  ext. 
4.56. 


EMERGENCY  ROOM  PHYSICIANS:  JOIN  WELL  ORGANIZED  GR( 
staffing  3 hospitals,  not  hospital  employees.  Substantial  salary,  paid  So( 
dues  and  malpractice  premiums,  4 wk.  vacation,  paid  disability  insura 
other  benefits;  send  curriculum  vitae  to;  James  F.  Stehli,  Physician  Sei 
Associates,  Dept.  N.Y.J.M.,  134  Main  St.,  Binghamton,  N.  Y.  13905, 


GENERAL  PRACTITIONER  NEEDED  IN  IDEAL  RESIDENTIAL  RES(  Tl 
community.  Location  Eastern  Long  Island,  two  hours  drive  from  New  Vij 
New  vacancy,  outstanding  opportunity  for  lucrative  practice.  Office  s t 
available.  Sixty -six  bed,  modern  hospital  in  vicinity.  Excellent  sclB 
churches,  bathing,  boating,  fishing,  eighteen  hole  championship  golf  co)I 
and  country  club.  Inquire:  Evans  K.  Griffing,  Town  Supervisor,  Sh  # 

Island,  N.Y.  j 

■ \ 


PRACTICES  WANTED 


YOUNG  ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  LICENSED  IN 
York,  teaching  experience,  seeks  practice  in  Queens  or  Long  Island.  Exce  nl 
references.  Box  128,  c/o  NYSJM. 


i 

EQUIPMENT  I 


FOR  SALE:  IBM  EXECUTARY  AND  PORTABLE  DICTATER.  EXi  b 
lent  condition.  Will  be  sold  together  or  individually.  Call  (201)  871-0400  F 


FOR  SALE:  RETIRED  DERMATOLOGIST’S  EQUIPMENT  PLUS  iF 

fice  furniture,  rugs,  oil  paintings,  etc.,  at  a sacrifice.  Write  for  appoint;  nt. 
Box  126,  c/oNYS-IM.  ' 

I 

I 


( 


PRACTICES  AVAILABLE 


ALLERGY  PRACTICE,  LONG  ISLAND.  1 HOUR  FROM  NEW  YORK  ( "Y. 
Six  figure,  plus  ptkential.  Kight-r<x)m  equipped  office  adjoining  comp  A 
modernized,  spacious  home.  Air  conditioned.  Excellent  hospitals  in  ft 
Medical  schwl  opening  nearby.  Will  intrtxluce.  Liberal  terms. 
c/o  NYSJM 
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OSITIONS  WANTED 


NKSI'HKSIOI.OCIST,  HOARD  CKKriUKD,  LICKNSKD  IN  NKW  YORK 
State,  seeks  praetice  association  opportunity.  Box  1 12,  c/o  NYS.IM 


ATHOLOOIST,  DIl’LOMATK  AP  AND  CP  MIDDI.K  FORTIKS;  KX 
tensive  experience:  N Y.  State  license.  Desires  hospital  laboratory  director- 
ship or  suitable  assiK'iation.  Box  121,  c/o NYSJM. 


XPERIKNCED  OENERAL  PRACTITIONER  SEEKS  .MEDICAL  AND/OR 
administrative  part  time  work.  No  nights  or  weekends.  Metropolitan  New 
York  only.  Box  122.  c/o  NYS.IM. 


MERGENCY  RCX)M  PHYSICIAN  AVAR^ABLE  JULY  1.  1971.  TWO  TO 
three  months  or  longer.  Active  New  York  license.  Send  details  first  letter. 
Box  129.  c/o  NYSJM. 


lEAL  ESTATE  FOR  SALE  OR  RENT 


|ALE  OR  LEASE.  ROCKVILLE  CENTRE.  L 1.,  CUSTOM  BUILT, 
I modern  home  and  office  on  prominent  acre  corner  All  conveniences, 
central  A C,  large  private  garden,  office  parking,  suitable  multiple  office 
I conversion  (516)  RO  6-041 1. 


•ARDEN  CITY:  DOCTOR  S 12  YEAR  OLD.  GRACIOUS.  CORNER  HOME 
and  office,  fully  air  conditioned.  3 bedrinims.  large  living  room,  dining  room, 
panelled  den.  Separate  entrance.  5 room  panelled  office  (1.000  ft  ),  nurses 
__  station:  excellent  location,  suitable  any  practice  or  home.  Ophthalmologist 
retiring.  Box  lOO.  c/o  NYS-IM 


.\ST  NORTHPORT.  HUNTINGTON:  OFFICE-HOME  COMBINATION; 
ideal  central  location.  Excellent  opportunity;  near  professional  buildings  and 
hospitals.  Fast  growing,  prestige  area.  -Modern,  spacious.  6 room  ranch. 
5S  room  office;  detached  oversized  garage;  full  basement:  landscaped;  extras. 
Sacrifice  $39,950.  Joseph  Korean.  M.D.,  407  Larkfield  Road.  East  Northport. 
N Y.  Tel.;  (516)757-8,3.39. 


. ,T.  THOMAS,  VIRGIN  ISLANDS;  FOR  RENT;  TWO  BEDROOM,  TWO 
baths,  decorator  furnished  apartment  right  on  virgin  white,  private  beach. 
Central  air  conditioning,  maid  service.  All  aquatic  sports.  Beautiful  garden 
spot  of  tranquil  serenity.  Ideal  for  the  bone-weary  doctor.  For  brochure  and 
rates:  Gilbert  C.  Norton,  M.D.,  101  Jefferson  Ave.',  Endicott,  N.Y.  13760. 


EAUTIFUL  NORTH  SHORE.  LONG  ISLAND.  PORT  JEFFERSON 
Medical  Park  office  space  available  for  physicians  and  dentists.  Colonial 
building,  ample  parking,  situated  between  two  major  hospitals.  Inquire  (516) 
473-1250. 


'ENT  OR  SALE.  FRANKLIN  SQUARE,  L.I.  DOGWOOD  AVE.,  NEAR 
Malverne  and  West  Hempstead;  6 room  office,  corner  ranch  house,  adjacent  to 
large  shopping  center;  fully  equipped.  X-ray,  EKG.  For  immediate  practice; 
M.D.  office  for  20  years.  Suitable  2 men;  ideal  GP  or  specialty.  (516)  481- 
1387. 


ORT  WASHINGTON;  2 ROOM  SUITE  WITH  CONNECTING  LAVATO- 
D in  small  professional  building.  Previously  rented  by  psychiatrist.  (516) 


|AST  ISLIP.  LONG  ISLAND:  FOR  RENT.  OFFICE  SUITE  PARTI- 

tioned  and  ready  for  use;  on  Main  Street,  next  to  large  shopping  center  and 
across  from  school.  Ideal  for  G.P.  or  specialist.  Area  can  use  dermatologist 
allergist,  ophthalmologist,  etc.  S.  Halpem.  D.D.S.  (516)  581-2038. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


PROFESSIONAL  OFFICES,  MIDTOWN  NEW  YORK  CITY.  MODERN, 
air  conditioned,  three  offices,  consultation  rooms,  eight  examining  rooms,  two 
utility  rooms,  large  waiting  area.  Available  July  1,  1971.  Box  117,  c/o 
NYSJM 


YOUR  MAJORCA  VILLA  OVERLOOKLNG  THE  SPARKLING  MEDITER- 
ranean.  A great  life  and  excellent  investment.  From  $19,125.  Prospectus: 
Panorama- Frank  International  Ltd.,  1104  Vermont  Ave.,  N.W'.,  Washington, 
D C.  20005.  Or  call  (202)  667  ,5,500. 


PROFE.SSIO.NAL  SUITE,  1,000  SQ.  FT  AVAILABLE  IN  WELL  TRAFFICK- 
ed  professional  building  with  2 dentists  (GP's).  Ideal  location  in  growing 
Western  Suffolk  Community,  L.I.  Dr.  S.  Novins,  349  Connetquot  Ave.,  Islip 
Terrace,  N.  Y.  (516)  JU  1-7733. 


FIVE  ROOM  DOCTOR  S OFFICE  AVAILABLE  IMMEDIATFXY.  COM- 
pletely  air  conditioned,  attractively  furnished.  Fully  equipped;  X-ray,  elec- 
trocardiograph, two  diathermies,  etc.  Ixmg  established  doctor  recently  de- 
cea.sed.  Beautiful  section.  Ocean  Parkway,  Brtxiklyn,  N.Y.  Please  call  any 
morning  (212)  339-8833.  or  write  Box  125,  c/o  NYSJM. 


HEMPSTEAD,  L.I.  COMBINATION  MEDICAL  OFFICE/HOME  READY 
for  immediate  occupancy.  Office  consi.sts  panelled  waiting  rooms,  consulta- 
tion room.  X-ray  room  and  equipment,  air  conditioned,  '■2  bathrm.  Home 
six  rooms,  sunporch-den,  IS  bathrms,  garage.  Ideal  for  (j.P.,  obstetrician. 
Hospital  directly  opposite.  Phone  (516  ) 489-8778. 


FLORIDA,  POMPANO  BEACH,  IN  BEAUTIFUL  COCONUT  CREEK 
community.  Sacrifice  by  owner,  conditions  force  sale.  New  home,  never 
occupied.  2 bdrms,  2 bathrms,  living  room,  dining  room,  family  room,  fully 
electric  kitchen,  ww  carpet,  reverse  cycle  air  conditioning-heating.  Large 
screened  patio,  double  garage,  on  fresh  water  stream;  automatic  sprinkler 
system.  Many  other  advantages.  $.34,4(X).  Assume  $22,750  mortgage.  Call 
after  1 p.m.  Sundays  or  6 p.m.  weekdays  (212)  SA  2-6557 


WE.ST  HEMPSTF^D,  L.I.  PRESTIGIOUS  CENTER  HALL  CUSTOM 
ranch.  Central  air  conditioning,  30'  living  room,  18'  dining  room,  22'  break- 
fast room  walnut  panelled,  den  oak  panelled,  three  bedrooms,  2S  bathrooms, 
unusual  terrace;  beautifully  landscaped;  2-car  garage;  near  parkways;  excel- 
lent schools,  houses  of  worship,  many  hospitals  nearby.  Sacrifice.  Box  127, 
c/o  NYSJM. 


NEW  ROCHELLE:  8 ROOM  OFFICE  AVAILABLE  JULY  1ST.  NEWLY 
decorated.  Take  over  lease  or  new  lease.  Professional  Building.  Telephone 
(914)  235-7292. 


SCARSDALE,  N.Y.:  FIVE  ROOM  PROFESSIONAL  SUITE.  CHARM- 

ing  Colonial  with  modern  eat-in  kitchen,  4 bedrooms,  living  room  with  fire- 
place, formal  dining  room,  panelled  playroom  with  fireplace.  The  profes- 
sional suite  consists  of  large  reception  room,  two  examining  rooms,  consulta- 
tion room,  powder  room  and  lab.  Adequate  parking,  excellent  location  in 
heavily  populated  and  high  income  area.  Offered  at  $85,000.  CO  Agent, 
Julia  B.  Free,  Inc.,  49  Spencer  Place,  Scarsdale.  N.Y.  10583,  (914)  SC  5-3305. 


FOR  SALE;  THREE-HUNDRED  ACRES  CHOICE  TIMBERLAND  IN  THE 
Pocono  Mts.  Five  room  house  on  premises;  steam  heat.  Lackawaxen  River 
runs  thru  width  cf  property.  Adjacent  State  fish  hatcheries  stock  river  with 
trout.  Excellent  hunting  and  fishing.  Call  any  day  after  6 p.m.  (212)  591- 
7969. 


MODERN  MEDICAL  Oi  FICE  BUILDING.  CENTRAL  SUFFOLK  COUNTY, 
Long  Island,  % mile  from  Long  Island  Expressway,  in  booming  community. 
Suitable  for  pediatrician,  GP,  or  internist.  Box  130,  c/o  NYSJM. 


OUR  SPECIALTY— FARMS  & COUNTRY  HOMES.  WE  HA\U  SEVERAL 
operating  farms,  land,  parcels  and  country  homes.  Available  in  Dutchess  & 
Columbia  Counties.  Agriculture  experts.  Management  Personnel,  Ferris 
Realtors,  Rt.  55,  LaGrangeville,  N.Y.  (914)  454-7800. 
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Fifteen  years  ago,  the  American  Medical 
Association  classified  alcoholism  as  a disease. 
Today,  more  than  six  and  one  half  million 
Americans  are  afflicted  with  this  disease.  Yet 
many  well-meaning  doctors,  clergymen, 
friends  and  relatives  of  alcoholics  choose  to 
“hush  up”  the  “problem”. 

It’s  this  reluctance  to  speak  openly  of  alco- 
holism which  has  prevented  the  growth  of  a 
body  of  knowledge  to  keep  pace  with  the  inci- 
dence of  alcoholism.  Research  into  the  causes 
and  treatment  of  alcoholism  has  been  slow. 
Medical  school  graduates  who  feel  knowledge- 
able and  comfortable  in  treating  alcoholism 
are  far  too  few.  The  alcoholic  is  too  often  a 
victim  of  the  iatrogenic  complications  based 
on  a physician’s  ignorance  and  a hospital  ad- 
ministrator’s fear  of  the  condition.  Among 
patients  hospitalized  for  other  causes,  surveys 
show  that  20  to  50  percent  also  have  alcohol- 


ism for  which  no  treatment  is  being  given. 

Any  informed  treatment  provides  better 
recovery  rates  than  no  treatment,  even  with 
the  present  state  of  knowledge.  But  informed 
treatment  depends  on  calling  attention  to  the 
disease.  With  your  help  NCA  will  continue  to 
do  just  that.  The  sooner  the  disease  is  recog- 
nized, the  better  the  chances  of  recovery. 
Learn  how  you  can  help  bring  about  the  full 
treatment  that  the  epidemic  of  alcoholism  de- 
mands. Write  the  Medical  Director,  National 
Council  on  Alcoholism,  2 Park  Avenue,  New 
York,  N.Y.  10016. 


%ilional 

Council^ 

illeohSilsin. 
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Leo  J.  Swirsky,  M.D. 
Monroe 

1387 

1441 

Onondaga 

Onondaga 

1330 

1330 

Onondaga 

1388 

Onondaga 

1441 

Onondaga 

1441 

John  R.  Williams,  Jr.,  M.D. 
Fulton 

George  T.  C.  Way,  M.D. 

1386 

1412 

1412 

Leo  J.  Swirsky,  M.D. 
Milton  Rosenberg,  M.D. 

1388 

1288 

Oneida 

Charles  D.  Sherman,  Jr.,  M.D. 
Charles  D.  Sherman,  Jr.,  M.D. 
Queens 

1413 

1413 

1413 

1414 

Charles  D.  Sherman,  Jr.,  M.D. 

1442 

Rensselaer 

Rensselaer 

1330 

1330 

Mary  Spalding,  M.D. 
Carl  Goldmark,  Jr.,  M.D. 

1431 

1432 

First  District  Branch 
Niagara 

1370 

1436 

Queens 

Warren 

1369 

1414 

Warren 

Broome 

1442 

1439 

Queens 

1439 

Vincent  J.  Tesoriero,  M.D. 

1432 
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Number 

Title 

Introduced  by 

Page 

71-90 

Change  of  Name  and  Function  of  the  Section  on  Neurol- 
ogy and  Psychiatry  to  Two  Separate  Sections 

Section  on  Neurology  and 
Psychiatry 

1356 

71-91 

Deadline  for  the  Unrestricted  Introduction  of  Resolutions 
into  the  House  of  Delegates 

George  T.  C.  Way,  M.D. 

1356 

71-92 

Full-time  Spokesman  for  Medical  Profession  in  New  York 
State 

Eli  A.  Leven,  M.D. 

1438 

71-93 

Eternal  Gratitude  to  the  Convention  Committee  and  all 
Concerned  Individuals 

Irving  Frohman,  M.D. 

1279 

71-94 

Memorial  Resolution  on  Frederick  A.  Wurzbach,  Jr.,  M.D. 

Bronx 

1260 

71-95 

Memorial  Resolution  on  Irving  L.  Ershler,  M.D. 

Onondaga 

1260 

71-96 

Memorial  Resolution  on  Vaughan  C.  Mason,  M.D. 

New  York 

1260 

71-97 

Memorial  Resolution  on  Maurice  J.  Dattlebaum,  M.D. 

Kings 

1260 

71-98 

Memorial  Resolution  on  Samuel  Lieberman,  M.D. 

Bronx 

1260 
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MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 


Minutes  of  the 
Annual  Meeting* 


House  of  Delegates 


February  14  through  18, 1971 


The  165th  Annual  Meeting  of  the  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York  convened  at  the  Americana 
of  New  York,  Seventh  Avenue  and  52nd  Street,  New  York  City,  on 
Sunday,  February  14,  1971,  at  2:00  p.m.;  on  Tuesday,  February 
16,  1971,  at  2:00  p.m.;  on  Wednesday,  February  17,  1971,  at  9:05 
a.m.  and  2:00  p.m.;  and  on  Thursday,  February  18,  1971,  at  9:05 
a.m.;  George  T.  C.  Way,  M.D.,  Speaker;  Carl  Goldmark,  Jr., 
M.D.,  Vice-Speaker;  Joseph  G.  Zimring,  M.D.,  Secretary;  Milton 
Gordon,  M.D.,  Assistant  Secretary. 


Opening  Proceedings 

Invocation  and  National  Anthem 

. . . Speaker  Way  introduced  the  Very  Reverend 
Monsignor  Christopher  G.  Kane,  director,  Division  of 
Health  and  Hospitals,  Catholic  Charities,  New  York 
City,  who  gave  the  invocation.  This  was  followed  by 
the  National  Anthem  . . . 

Report  of  Reference  Committee  on 
Credentials 

. . . Joseph  F.  Shanaphy,  M.D.,  chairman  of  the  Com- 
mittee on  Credentials,  reported  that  195  delegates  were 
registered;  Secretary  Zimring  reported  that  a quorum 
was  present.  Speaker  Way  then  declared  the  165th  ses- 
sion of  the  House  of  Delegates  open  for  the  trans- 
action of  business  . . . 

Memorial  Tribute 

. . . Speaker  Way  read  the  names  of  the  deceased 
members  of  the  House  of  Delegates,  as  follows: 

Bronx  County:  William  Klein,  county  delegate  1932 
to  1948  and  1950;  Samuel  Lieberman,  county  delegate 
1961  to  1970;  Frederick  A.  Wurzbach,  Jr.,  county  dele- 
gate 1946  to  1956,  councilor  1957  and  1958,  vice-speaker 
1959,  1960,  and  1961,  speaker  1962  to  1966  inclusive,  pres- 
ident-elect 1967,  president  1968,  and  trustee  1969  and 
1970; 

Broome  County:  George  C.  Vogt,  county  delegate 

1934,  1935,  1937,  1939,  1943,  and  1946; 

*A  verbatim  copy  of  the  Proceedings  of  the  House  of  Dele- 
gates is  on  file  at  the  Headquarters  Office  of  the  Medical  Society 
of  the  State  of  New  York,  750  Third  Avenue,  New  York  10017. 


Dutchess  County:  Robert  Clifford  Peale,  district 

delegate  1948  and  1949; 

Erie  County:  Donald  R.  McKay,  county  delegate 

1948,  1949,  1951,  and  1952;  and  Milton  Grosvenor 
Potter,  Jr.,  county  delegate  1949  and  1950; 

Kings  County:  Louis  Berger,  county  delegate  1944 
to  1946,  and  1948  to  1952;  Maurice  J.  Dattelbaum, 
county  delegate  1937  to  1940,  1942  to  1945,  councilor 
1946  to  1950,  treasurer  1951  to  1963,  and  vice-president 
1964;  Philip  Scoppa,  county  delegate  1964  and  1965; 

Livingston  County:  Melville  A.  Hare,  county  dele- 

gate 1958  to  1965; 

New  York  County:  Richard  D.  Brasfield,  county  dele- 
gate 1967  and  1969;  William  A.  Cooper,  county  dele- 
gate 1958  to  1965;  Harold  W.  Dargeon,  county  delegate 
1955,  and  delegate  of  Section  on  Pediatrics  1956;  Oscar 
K.  Diamond,  county  delegate  1970;  Edward  J.  Donovan, 
delegate  of  Section  on  Surgery  1955;  Thomas  H.  John- 
son, delegate  of  Section  on  Ophthalmology  and  Oto- 
laryngology 1949;  Vaughan  C.  Mason,  county  delegate 
1963,  1965,  1967,  1968,  1969,  and  1970;  and  Frederic 

D.  Zeman,  county  delegate  1955; 

Onondaga  County:  Irving  L.  Ershler,  county  dele- 

gate 1953  to  1966,  and  councilor  1967  to  1970;  and  Donald 

E.  Moore,  county  delegate  1955  and  1956; 

Richmond  County:  Joseph  Henry  Diamond,  county 
delegate  1945,  1946,  and  1947; 

St.  Lawrence  County:  Donald  C.  Tulloch,  district 

delegate  1956  and  1957; 

Schenectady  County:  William  E.  Gazeley,  district 

delegate  1952; 

Tompkins  County:  Seymour  M.  Bulkley,  Tioga 

County  delegate  1954;  Tompkins  County  delegate  1959; 
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Westchester  County:  William  A.  Holla,  delegate  of 

Section  on  Public  Health,  Hygiene,  and  Sanitation  1951. 

. . . The  House  of  Delegates  rose  and  stood  for  a 
moment  of  silence  in  memory  of  their  departed  con- 
freres . . . 

. . . The  following  memorial  resolutions  were  unani- 
mously adopted  by  the  House: 

71  -94.  Frederick  A.  Wurzbach,  Jr.,  M.D. 

Introduced  by  Bronx  County  Medical  Society 

WHEREAS,  On  November  8,  1970,  Frederick  A. 
Wurzbach,  Jr.,  M.D.,  of  The  Bronx,  passed  from  our 
midst;  and 

WHEREAS,  He  is  remembered  for  his  years  of  service 
as  an  outstanding  practitioner  of  the  specialty  of  ob- 
stetrics and  gynecology;  and 

WHEREAS,  He  served  his  profession  unselfishly  at 
county.  State,  and  national  levels;  and 

WHEREAS,  He  was  president  of  his  county  medical 
society;  and 

WHEREAS,  He  served  as  councilor  of  the  Medical 
Society  of  the  State  of  New  York,  as  president  of  the 
State  Medical  Society  from  1967  to  1968,  and  as 
trustee  from  1968  to  1970;  and 

WHEREAS,  He  served  as  a delegate  to  the  American 
Medical  Association  from  1963  to  the  time  of  his 
death;  therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York  express  its  ap- 
preciation for  Frederick  A.  Wurzbach’s  long  and  out- 
standing service  to  the  professional  and  nonprofes- 
sional aspects  of  medicine;  and  be  it  further 

Resolved,  That  the  sympathy  of  this  House  of  Dele- 
gates be  extended  to  Mrs.  Wurzbach  and  family,  that 
this  resolution  be  recorded  in  the  proceedings  of  this 
House  of  Delegates,  and  that  copies  be  appropriately 
presented  to  his  wife  and  family. 

71-95.  Irving  L.  Ershler,  M.D. 

Introduced  by  Onondaga  County  Medical  Society 

WHEREAS,  On  July  9,  1970,  Irving  L.  Ershler,  M.D., 
of  Syracuse,  passed  from  our  midst;  and 

WHEREAS,  Doctor  Ershler  was  a devoted  father  and 
family  man;  and 

WHEREAS,  He  found  time  to  serve  as  a teacher,  in 
spite  of  heavy  practice  commitments,  and  devoted 
much  time  and  effort  to  the  social  and  economic  prob- 
lems of  medicine,  in  addition  to  its  purely  scientific 
aspects;  and 

WHEREAS,  Doctor  Ershler  was  active  in  the  affairs 
of  his  county  society  and  was  a councilor  of  the  Med- 
ical Society  of  the  State  of  New  York;  and 

WHEREAS,  Dr.  Ershler  served  as  a delegate  from  the 
Medical  Society  of  the  State  of  New  York  to  the  Amer- 
ican Medical  Association;  and 

WHEREAS,  Doctor  Ershler ’s  wit,  wisdom,  and  gift  for 
clarity  caused  him  to  make  his  mark  among  men  and 
resulted  in  his  counsel  and  advice  being  sought  by 
many;  therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York  express  its  ap- 
preciation of  Irving  L.  Flrshler’s  many  and  outstand- 
ing contributions  to  the  professional  and  non  profes- 
sional aspects  of  medicine;  and  be  it  further 

Resolved,  That  the  sympathy  of  this  House  of  Dele- 


gates be  extended  to  Mrs.  Ershler  and  family,  that 
this  resolution  be  recorded  in  the  proceedings  of  this 
House  of  Delegates,  and  that  copies  be  appropriately 
presented  to  his  wife  and  family. 

71-96.  Vaughan  C.  Mason,  M.D. 

Introduced  by  Medical  Society  of  the  County  of  New 

York 

WHEREAS,  The  untimely  passing  of  Vaughan  C. 
Mason,  M.D.,  occurred  on  June  29,  1970;  and 

WHEREAS,  He  served  the  medical  profession  as  an 
outstanding  obstetrician  and  gynecologist;  and 

WHEREAS,  He  served  his  fellow  physicians  unself- 
ishly and  most  ably  at  county.  State,  and  national 
levels;  and 

WHEREAS,  At  the  time  of  his  death  he  was  president 
of  the  Medical  Society  of  the  County  of  New  York;  and 
WHEREAS,  He  served  as  a Delegate  in  this  House  of 
Delegates  from  1966  to  1970;  therefore  be  it 

Resolved,  That  this  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York  express  its  ap- 
preciation for  the  many  and  outstanding  contribu- 
tions to  the  professional  and  nonprofessional  aspects 
of  medicine  of  Vaughan  C.  Mason,  M.D.;  and  be  it 
further 

Resolved,  That  the  sympathy  of  this  House  of  Dele- 
gates be  extended  to  Mrs.  Mason  and  family,  that  this 
resolution  be  recorded  in  the  proceedings  of  this  House 
of  Delegates,  and  that  copies  be  presented  to  his  wife 
and  family. 

71-97.  Maurice  J.  Dattelbaum,  M.D. 

Introduced  by  Medical  Society  of  the  County  of  Kings 

WHEREAS,  Maurice  J.  Dattelbaum,  M.D.,  of  Kings 
County,  passed  away  on  March  21,  1970,  having  served 
his  colleagues  and  patients  faithfully  for  many  years; 
and 

WHEREAS,  He  was  a past  president  of  the  Medical 
Society  of  the  County  of  Kings;  and 

WHEREAS,  He  had  served  the  Medical  Society  of  the 
State  of  New  York  as  councilor  1946  to  1950;  as  trea- 
surer 1951  to  1963;  and  as  vice-president  in  1964;  there- 
for be  it 

Resolved,  That  the  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York  express  its  pro- 
found sorrow  at  the  passing  of  Maurice  J.  Dattelbaum, 
M.D.;  and  be  it  further 

Resolved,  That  this  resolution  be  spread  on  the  min- 
utes of  this  meeting  and  a copy  be  sent  to  Mrs.  Dattel- 
baum and  family,  expressing  the  sincere  sympathy  of 
his  colleagues  in  this  House  of  Delegates. 

71-98.  Samuel  Lieberman,  M.D. 

Introduced  by  Bronx  County  Medical  Society 

WHEREAS,  On  March  22,  1970,  Samuel  Lieberman, 
M.D.,  of  The  Bronx,  passed  from  our  midst;  and 

WHEREAS,  He  is  remembered  for  his  years  of  service 
as  an  outstanding  general  practitioner  in  his  com- 
munity; and 

WHEREAS,  He  served  his  profession  unselfishly  at 
county  and  State  levels;  and 

WHEREAS,  He  was  president  of  his  county  medical 
society,  president  of  the  New  York  State  Academy 
of  General  Practice,  and  vice-chairman  of  the  Co- 
ordinating Council  of  the  First  District  Branch;  and 
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WHEREAS.  He  served  as  a delegate  to  the  Medical 
Society  of  the  State  of  New  York  for  the  past  ten  years; 
therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York  express  its  ap- 
preciation for  Samuel  Lieberman’s  long  and  outstand- 
ing service  to  his  profession  and  community;  and  he 
it  further 

Resolved,  That  the  sympathy  of  this  House  of  Dele- 
gates be  extended  to  Mrs.  Lieberman  and  family,  that 
this  resolution  be  recorded  in  the  proceedings  of  this 
House  of  Delegates,  and  that  copies  be  appropriately 
presented  to  his  wife  and  family. 

Introduction  of  New  Delegates 

. . . Speaker  Way  introduced  the  following  new  dele- 
gates who  were  applauded  by  the  House: 

County  Delegates 
Daniel  M.  Shapiro,  Bronx 
John  F.  Spring,  Broome 
Elvin  Fj.  Ciottdiener,  Dutchess 
Theodore  C.  Jewett,  Jr.,  Erie 
James  R.  Nunn,  F>ie 
George  G.  Hart,  Rssex 
Samuel  Cytryn,  Nassau 
Irwin  J.  Cohen,  New  York 
Oma  H.  Brice,  New  York 
Clifford  L.  Spingarn,  New  York 
Doris  L.  Wethers,  New  York 
Robert  E.  Westlake,  Onondaga 
Robert  W.  Rakov,  Orange 
Lionel  Zemek,  Rockland 
Robert  Greenwald,  Schoharie 
William  S.  Porter,  Jr.,  Suffolk 
Dale  P.  Pritchard,  Tompkins 
Frederic  W.  Holcomb,  Jr.,  Ulster 
Katharine  L.  Friedmann,  W'estchester 

District  Delegate 

Irving  G.  Manning,  Second 
Section  Delegates 

Samuel  Bloom,  Allergy 

Michael  J.  Lepore,  Gastroenterology  and  Proctology 
Albert  H.  Harris,  Pathology,  Clinical  Pathology,  and 
Blood  Banking 

Arthur  G.  Baker,  Preventive  Medicine  and  Public 
Health 

Norman  B.  Schell,  School  Medicine 
Martin  H.  Zwerling,  Space  Medicine 
Wheelock  A.  Southgate,  Surgery 

Approval  of  Minutes  of  1970  Meeting 

. . . The  minutes  of  the  February,  1970,  session  were 
approved  as  published  in  the  June  1,  1970,  issue  of  the 
New  York  State  Journal  of  Medicine  . . . 

Reference  Committees 

. . . Speaker  Way  announced  that  the  reference  com- 
mittees for  the  1971  House  of  Delegates  were  as 
follows: 

Credentials 

Joseph  F.  Shanaphy,  Richmond,  Chairman 
Jeff  J.  Coletti,  Nassau 
Milton  Grover,  Ulster 


Walter  F'.  Harrison,  Jr.,  Warren 
Francis  J.  Loperfido,  Bronx 

Reports  of  Officers 

IWsident 
President -FAect 
Secretary 
I'reasurer 

Executive  Vice- lYesident 
Board  of  Trustees 
Budget  and  Finance 
Our  Building 

Harry  S.  Lichtman,  Kings,  Chairman 
James  R.  Nunn,  Erie 
Marvin  Brown,  Oswego 
John  J.  Noonan,  Rensselaer 
Reid  R.  Heffner,  V/estchester 

Medical  Services 

Commission  on  Medical  Services 
Economics 

Liaison  with  Veterans  Administration 
Medical  Care  Insurance 
Occupational  Health 

I*roposed  Universal  Health  Insurance  Law 
Workmen’s  Compensation 
Francis  A.  Stephens,  Albany,  Chairman 
Daniel  Friedman,  Suffolk 
Wayne  C.  Templer,  Seneca 
Keith  O.  Guthrie,  Jr.,  New  York 
Ralph  M.  Schwartz,  Kings 

Standards  of  Medical  Care 

Commission  on  Standards  of  Medical  Care 
Ethics 

Hospital  and  ITofessional  Relations 
Government  Health  Centers 
Hospital- Based  Physicians 
Medical  Review 

Nursing  and  Allied  Health  lYofessions 
Peer  Review  Mechanisms 
Milton  J.  Greenberg,  Washington,  Chairman 
James  R.  Nealon,  New  York 
Francis  X.  Dever,  Fourth  District  Branch 
H.  Sherman  Hirst,  Dutchess 
Gerald  L.  Glaser,  Monroe 

Medicare  (Title  18)  and  Medicaid  (Title  19) 
Policy  and  Negotiating  Committee  on 
Government  Supported  Health  Plans 
Interspecialty 

John  P.  Glaubitz,  Nassau,  Chairman 
Bernard  J.  Hartnett,  Cayuga 
William  A.  Schwarz,  Richmond 
George  G.  Hart,  Essex 
Norton  M.  Luger,  Queens 

Public  Health  and  Education 

Commission  on  Public  Health  and  Education 

Accident  and  Injury  Prevention 

Aging  and  Nursing  Homes 

Alcoholism  and  Drug  Abuse 

Audio-  Visual  Aids 

Cancer 

Cardiovascular  Disease 
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Chronic  Pulmonary  Diseases 
Comprehensive  Health  Planning 
Continuing  (Postgraduate)  Education 
Data  Processing  in  Medicine 
Development  of  Automated  Multiphasic 
Health  Testing 
Disaster  Medical  Care 
Environmental  Quality 
Forensic  Medicine 
General  Practice 
Hard  of  Hearing  and  the  Deaf 
Health  Manpower 
Maternal  and  Child  Welfare 
Medical  Aspects  of  Sports 
Mental  Hygiene 
Metabolic  Diseases 
Physical  Medicine  and  Rehabilitation 
Preventive  Medicine 
Quackery 

Liaison  with  Deans  of  Medical  Schools  and  Directors 
of  Regional  Medical  Programs 
Milton  Rosenberg,  Suffolk,  Chairman 
Samuel  H.  Madell,  New  York 
James  K.  Keeley,  Dutchess 
Elvin  E.  Gottdiener,  Dutchess 
Mary  H.  Spalding,  New  York 

Scientific  Activities  and  Publications 

Journal 

What  Goes  On 

Archives 

Prize  Essays 

Convention 

Physician’s  Placement 

District  Branches 

Ad  Hoc,  To  Study  Change  in  Date  of  Annual 
Meeting 

John  A.  Finkbeiner,  New  York,  Chairman 
William  M.  Hewlett,  Queens 
Kenneth  H.  Eckert,  Erie 
Robert  B.  Wallace,  Oneida 
Henry  B.  Marshall,  Chemung 

Public  and  Professional  Afi’airs 

Commission  on  Public  and  Professional  Affairs 
Federal  Legislation 
State  Legislation 
Public  Relations 
Revision  of  Education  Law 
Medicine  and  Religion 
Advisory  to  New  York  State  Medical 
A ss is t ants  A ssoc ia t io n 
Abortion 

Ad  Hoc,  To  Study  Yellow  Pages 
Clarke  T.  Case,  Utica,  Chairman 
Allison  B.  Landolt,  Westchester 
John  R.  Williams,  Jr.,  Monroe 
Joseph  C.  Polifrone,  Bronx 
A.  W.  Martin  Marino,  Jr.,  Kings 

Organization,  Policies,  and  Legal  Matters 

Professional  Medical  Liability  Insurance  and 
Defense  Board 
Legal  Counsel 
Judicial  Council 
Osteopathy 

Constitution  and  Bylaws 


Ad  Hoc,  To  Study  Constitution  and  Bylaws 
New  York  Delegation  to  AM  A 
Research  and  Planning 
Ad  Hoc,  To  Clarify  the  Relationship  Be- 
tween MSS  NY  and  EMPAC 
Ad  Hoc,  To  Meet  with  New  York  State  Podiatry 
Society 

Albert  S.  Lyons,  New  York,  Chairman 
Edward  A.  Barrett,  Orleans 
John  A.  Billows,  Nassau 
Harold  T.  Golden,  Herkimer 
Stanley  Stark,  Kings 

Sergeants-at-Arms 
Armand  J.  D’Errico,  Fulton,  Chairman 
Garret  W.  Vink,  Putnam 
Vincent  J.  Manzella,  Westchester 
John  A.  Kalb,  Broome 
Leo  J.  Swirsky,  Kings 

Tellers 

Clarence  A.  Straubinger,  Erie,  Chairman 
Doris  L.  Wethers,  New  York 
Bentley  D.  Merrim,  Kings 
David  L.  Koch,  Seneca 


Referral  of  Reports,  Supplementary  Reports, 
and  Resolutions 

. . . On  motion  of  Secretary  Zimring,  the  reports  and 
supplementary  reports  of  officers,  trustees,  com- 
missions, committees,  and  district  branches,  both  pub- 
lished and  distributed,  and  resolutions  as  distributed 
were  referred  to  the  appropriate  reference  committee 
without  reading . . . 

Addresses  to  the  House 

President  of  the  American  Medical  Asso- 
ciation* 

. . . Speaker  Way  introduced  Walter  C.  Bornemeier, 
M.D.,  of  Chicago,  Illinois,  President  of  the  American 
Medical  Association.  Dr.  Bornemeier  addressed  the 
House  as  follows: 

It  certainly  is  a pleasure  for  me  to  be  here  this  morning 
with  the  Medical  Society  of  the  State  of  New  York.  I 
can  remember,  with  a great  deal  of  satisfaction,  back 
in  1963,  when  I was  a candidate  for  vice-speaker.  I was 
sure,  although  no  one  knows  who  voted  for  whom,  that  if 
it  had  not  been  for  the  firm  support  of  the  delegates  from 
New  York,  I probably  would  not  have  been  elected  vice- 
speaker and  subsequently.  Speaker  of  the  AMA  House  of 
Delegates.  It  was  here  at  the  Americana  of  New  York, 
in  1969,  that  I was  elected  to  the  office  which  I now 
hold.  So,  I always  like  to  come  to  New  York. 

I am  impressed  by  the  volume  of  business  that  your 
House  of  Delegates  performs.  I note  that  you  have  asked 
that  the  AMA  and  the  Social  Security  Administration  be 
notified  again  of  your  concern  about  the  reduction  in 
Medicare  payments  to  physicians.  When  that  regula- 
tion came  out.  Doctor  Howard  wrote  a letter  to  Commis- 
sioner Ball  protesting  this  action  and  reminding  him 
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that  we  consider  the  reduction  an  illegal  measure,  which 
is  grossly  unfair  to  both  the  elderly,  poor  people  and 
the  physicians  who  have  a high  percentage  of  Medicare 
patients,  particularly  in  poor  areas.  I called  a press 
conference  almost  immediately,  and  the  Associated 
Press  and  United  Press  International  carried  stories  from 
coast  to  coast,  reminding  the  public  that  the  Social 
Security  Administration  was  acting  improperly  in  break- 
ing its  promise  to  the  people  that  fees  would  be  paid  on 
a usual  and  customary  basis,  by  paying  the  bills  at  the 
75th  percentile  based  on  1969  fees.  I can  tell  you  that 
nothing  piuch  happened  at  the  Social  Security  level, 
but  if  we  protest  vigorously  and  maybe  a little  more 
carefully  next  time,  we  might  get  a bit  farther. 

I would  like  to  say  a word  about  the  AMA’s  disap- 
pointment in  the  decision  of  the  Medical  Society  of  the 
State  of  New  York  to  discontinue  mandatory  member- 
ship in  the  AMA.  l^erhaps  this  is  not  as  serious  to  you  as 
it  could  be,  for  you  people  spend  your  money  on  good 
programs,  and  I think  you  are  very  well  off.  You  are  still 
in  organized  medicine.  That  is  where  physicians  belong, 
and  I believe  that  is  90  per  cent  of  what  the  AMA  wants. 
The  AMA,  of  course,  hopes  that  those  people  who  have 
left  will  come  back  into  the  fold.  You  have,  in  New 
York,  one  twelfth  of  the  physicians  in  the  country;  you 
have  had  one  twelfth  of  the  elected  AMA  trustees  for  a 
while,  and  one  out  of  nine  recently.  Doctor  Dorman  is 
not  one  of  the  elected  trustees,  but  he  is  a trustee  by  vir- 
tue of  his  office.  You  have  had  good  representation  on 
the  AMA  Board  of  Trustees,  and  New  York  representa- 
tion has  been  an  effective  and  powerful  influence  in  the 
AMA  House  of  Delegates. 

Your  action  yesterday,  when  you  asked  your  Council  to 
study  methods  for  the  delivery  of  medical  care  to  the 
poor  and  to  medically  indigent  people,  pleases  me  very 
much.  I would  say  that  this  is  one  of  the  most  impor- 
tant problems  we  have  facing  us  today.  If  you  are  able 
to  solve  this  problem  of  bringing  care  to  the  poor,  I 
will  recommend  to  the  Board  of  Trustees  that  the  AMA 
have  mandatory  membership  in  the  Medical  Society  of 
the  State  of  New  York;  so  we  can  let  you  people  solve 
some  problems,  and  we  can  have  the  benefit  of  it.  I 
hope  you  do  come  up  with  some  answers. 

I have  spent  most  of  my  time  out  on  the  circuit  trying 
to  tell  the  American  people  that  the  AMA  and  medical 
schools  are  trying  to  get  more  physicians  and  are 
encouraging  physicians  to  practice  in  poor  areas.  There 
are  programs  being  proposed.  All  of  the  bills  in  Congress 
that  would  put  doctors  into  poor  areas  make  it  mandatory 
for  the  physician  to  do  so,  and  I do  not  believe  this  is  the 
way  to  solve  the  problem.  There  should  be  some  so- 
lution that  does  not  dictate  to  the  doctor  that  he  must 
practice  anywhere.  Maybe  a bill  to  put  physicians  in 
the  U.S.  Public  Health  Service  will  accomplish  this. 

I am  happy  to  be  here  this  morning.  I also  have  a 
pleasant  duty  to  perform;  I have  a plaque  to  give  to 
Waring  Willis,  M.D.: 

Doctor  Willis,  this  is  a plaque  from  the  AMA,  signed 
by  the  chairman  of  the  Board  of  Trustees,  Max 
Parrott,  M.D.,  and  by  myself  as  president.  This 
Certificate  of  Appreciation  is  given  in  recognition  of 
your  contributions  as  a member  of  the  Committee  on 
Community  Health  Care  from  1962  to  1970.  It  is  with 
great  appreciation  for  your  accomplishments  that  we 
present  you  with  this  plaque. 


Report  on  Physicians'  Home* 

. . . Speaker  Way  introduced  Edgar  P.  Berry,  M.D., 
president  of  Physicians’  Home,  who  addressed  the  House 
as  follows: 

It  is  indeed  a pleasure  to  speak  to  you  this  afternoon 
about  the  Physicians’  Home.  You  know,  of  course,  that 
the  Physicians’  Home  is  a corporation.  It  is  not  a home, 
and  it  occurred  to  me  perhaps  you  might  like  to  know  a 
little  about  its  past,  its  present,  and  its  predicted 
future. 

The  Physicians’  Home  is  a membership  corporation 
under  New  York  State  law,  and  its  directors  are  elected 
annually  by  vote  of  contributing  and  administrative 
members.  The  presidency  is  rotated  every  two  years, 
and  one  member  of  the  five-man  Board  of  Trustees  is 
replaced  annually.  All  directors  and  trustees,  with  rare 
exception,  have  been  physicians  serving  without  com- 
pensation. The  coiqmrat ion’s  legal  counsel  has  served 
as  an  executive  officer  during  most  of  the  life  of  the 
corporation.  Office  management,  social  welfare,  and 
administrative  activities  all  come  under  the  direction 
of  an  exceptionally  competent  managing  director.  Miss 
Beatrice  Hoyt.  Financial  affairs  and  accounts  of  the 
corporation  are  annually  audited  by  Price  Waterhouse 
and  Company.  The  decisions  of  the  trustees  with  re- 
spect to  securities  and  other  assets  of  the  corporation 
are  made  in  consultation  with  Manufacturers  Hanover 
Trust  Company  which  has  custody  of  all  such  properties. 

During  the  first  two  decades  after  the  organization 
of  the  corporation  (1920-1940)  the  Home  had  no  signif- 
icant capital  assets,  and  its  beneficial  aid  was  limited  to 
the  amount  of  contributions  received.  In  the  1940s  small 
legacies  were  accumulated,  and  a small  capital  was 
slowly  generated.  Although  poor,  the  corporation  made 
grants  of  beneficial  aid  in  consonance  with  its  resources. 
In  1955,  the  Home  received  from  the  estate  of  Teofile 
Parodi,  M.D.,  a sum  amounting  to  approximately 
$750,(XX).  This  magnificent  legacy  was  the  shot  in  the 
arm  that  made  it  possible  to  spread  aid  to  needy  phy- 
sicians throughout  the  entire  State  of  New  York. 
Capital  assets  became  augmented  throughout  the  fol- 
lowing years  by  several  other  generous  legacies  of  $25,- 
000  to  $100,000.  Assets  in  1954,  prior  to  the  Parodi  fund, 
were  approximately  $270,000,  and  by  1970  they  had  in- 
creased to  a value  of  approximately  $2,000,000.  Ben- 
eficial aid  granted  by  the  corporation  during  1954 
amounted  to  $32,219  and  in  1970  to  $146,630.  Aid  paid 
out  to  beneficiaries  during  the  years  1937-1949  was 
$82,039  and  between  1950-1970  aid  equaled  $1,710,097. 
Contributions  in  1954  amounted  to  $23,846  and  in  1970 
amounted  to  $110,026.  Income  from  investments  in  1954 
was  $8,471  and  in  1970,  $85,645. 

It  is  the  studied  opinion  of  the  trustees  and  the  direc- 
tors of  the  Physicians’  Home  that  it  will  be  progressively 
more  difficult  to  increase  substantially  the  annual  con- 
tributions from  the  membership  of  the  Medical  Society 
of  the  State  of  New  York.  Once  having  accepted  worthy 
and  needy  individuals  as  our  beneficiaries,  it  is  in- 
conceivable that  the  corporation  could  desert  them  or 
substantially  reduce  their  monthly  maintenance  allow- 
ances. It  is  also  reasonable  to  suspect  that  the  number 
of  beneficiaries  will  increase,  and  the  amount  of  monies 
necessary  to  meet  their  needs  will  continue  to  mount  in 
the  near  future.  As  the  trustees  and  the  directors  now 
view  this  financial  picture,  it  becomes  obvious  to  them 
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that  it  will  be  necessary  to  raise  additional  capital  as- 
sets from  the  neighborhood  of  one  to  two  million  dollars 
to  assure  annual  income  sufficient  to  meet  all  our  pre- 
dicted expenses. 

This  analytical  study  of  our  future  needs  places  in 
clear  focus  the  imp)ortance  of  a drive  for  more  legacies 
and  special  gift  contributions  to  augment  our  capital 
assets.  It  points  out  the  necessity  to  not  only  press  for 
annual  contributions  but,  in  addition,  to  stress  the  de- 
velopment of  a program  that  will  encourage  your  fellow 
physicians  throughout  the  State  to  think  in  terms  of 
larger  donations  and  legacies.  A steady  increase  in 
capital  assets  for  the  next  ten  years  will  bring  the 
Physicians’  Home  that  much  closer  to  the  position  of 
becoming  self-sufficient. 

Thank  you. 

President  of  the  Woman's  Auxiliary* 

. . . Speaker  Way  introduced  the  president  of  the 
Woman’s  Auxiliary  to  the  Medical  Society  of  the  State  of 
New  York,  Mrs.  Vincent  A.  Lacovara,  of  Kings,  who 
addressed  the  House  as  follows: 

The  opportunity  to  report  the  activities  of  the  Wom- 
an’s Auxiliary  to  the  Medical  Society  of  the  State  of  New 
York  is  greatly  appreciated.  There  are  many  reasons  for 
my  satisfaction  in  being  asked.  First,  my  great  respect 
for  our  Medical  Society  and  the  healthy  regard  that  we, 
as  physicians’  wives,  have  for  the  excellence  of  American 
medicine.  Who  but  a physician’s  wife  knows  the  time 
and  devoted  care  and  no-nonsense  diagnosis  that  her 
husband  gives,  and  who  but  a physician’s  wife  can  serve 
as  the  best  public  relations  ambassador  for  the  medical 
profession? 

Emphasis  this  year  was  placed  on  the  general  concern 
for  our  “Children  and  Youth”  program  and  an  aware- 
ness of  the  community.  Our  counties  assumed  the  re- 
sponsibility for  at  least  one  major  community  project, 
working  and  cooperating  with  local  medical  societies. 
Assistance  was  given  to  physicians  in  immunization 
programs,  diabetic  detection  clinics,  visual  and  hearing 
screening  tests,  and  blood  banks.  Package  programs 
developed  by  the  Woman’s  Auxiliary  to  the  American 
Medical  Association  continue  to  be  valuable  in  health 
education. 

Our  new  program,  “Children  and  Youth,”  was  mainly 
involved  in  the  education  of  the  “Hazards  of  Drug  Abuse 
and  Smoking.”  Our  “Smoking  Education  Program,” 
which  we  sponsored  throughout  the  State  with  the  as- 
sistance of  the  New  York  State  Health  Department,  was 
so  successful  that  I was  asked  by  the  AM  A Woman  s 
Auxiliary  to  write  a report  on  the  various  approaches 
which  we  used  in  New  York  State.  This  report  was 
published  in  the  national  magazine,  MD's  Wife,  and 
many  states  have  written  to  me  for  a copy  of  our  pro- 
gram. 

This  year,  in  our  mental  health  program,  we  stressed 
the  “Foster  Parents  Plan”  which  involves  the  adoption 
of  an  orphan  for  $16  a month.  In  organized  groups  and 
safety  councils,  courses  on  baby-sitting  were  presented 
to  thousands  of  children.  Safety  on  the  highways  was 
stressed.  Our  international  health  activities  included 
collecting  and  sending  thousands  of  pounds  of  sample 
drugs  and  medical  textbooks  overseas.  Financial  aid 
was  given  to  Project  Hope  and  Care  Medico. 

This  year,  in  its  health  careers  program,  the  Auxiliary 
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is  working  with  the  S.A.M.A.  (Student  American  Med- 
ical Association)  Auxiliary  in  a program  called  “Explo 
70.”  This  involves  conducting  tours  through  medical 
schools  to  expose  junior  and  senior  high  school  students 
to  the  many'  opportunities  for  employment  in  the  240 
different  allied  health  professions. 

At  the  New  York  State  Fair,  in  Syracuse,  we  have  a 
booth  and  exhibit  subsidized  by  the  State  Medical 
Society.  I attended  the  Fair  and  was  most  impressed 
by  this  wonderful  “public  relations”  project.  Only  a few 
counties  have  a “Home -Centered  Health  Care  Pro- 
gram,” but  I am  sure  that  as  the  awareness  for  the  need 
of  this  type  of  program  becomes  obvious,  this  program 
will  be  expanded. 

We  again  held  a Legislation  Day,  in  Albany,  on  Jan- 
uary 12  and  heard  the  Governor  outline  his  plans  for  the 
coming  year.  Our  prime  responsibility  this  year  on 
legislation  was  to  see  to  it  that  our  husbands  exercised 
their  right  to  vote.  Two  stated  meetings  were  held: 
our  Fall  conference,  which  is  a workshop  for  leaders,  and 
our  annual  convention. 

This  year  we  contributed  approximately  $9,500  to 
AMA-ERF  and  $3,200  to  Physicians’  Home.  Contribu- 
tions were  given  to  other  philanthropies,  such  as  Project 
Hope  and  Care  Medico,  29  counties  gave  paramedical 
scholarships,  and  loans  of  $28,875  were  given. 

Today  we  have  a membership  of  4,500  in  39  organized 
countries.  Our  potential  is  27,000.  Now  my  dream- 
goal  is  to  recruit  more  wives  into  the  Auxiliary.  They 
say  that  what  the  mind  can  conceive  and  believe,  the 
mind  can  achieve.  I can  conceive  of  a membership  of  at 
least  10,000  members.  If  we  doubled  our  membership, 
our  contributions  and  programs  would  be  twice  as  ef- 
fective. I am  happy  to  state  my  own  county  of  Kings 
has  900  members  so  far  with  a potential  membership  of 
3,200,  which  I think  is  nice.  I see  Dr.  Stanley  Stark 
is  here,  and  I have  to  congratulate  him  on  that. 

As  I have  stated,  this  is  not  an  impossible  dream,  if 
we  unite  and  coordinate  our  efforts  with  a commitment 
on  the  part  of  each  and  every  one  of  us. 

This  year,  I felt  that  many  of  the  physicians  were  not 
cognizant  of  the  programs  that  the  Auxiliary  imple- 
ments. I asked  Guy  Beaumont,  of  the  Division  of  Public 
Affairs,  if  I could  write  a monthly  column  for  News  of 
New  York,  which  would  give  highlights  of  our  different 
programs.  At  this  time,  I would  like  to  thank  the 
Division  of  Public  Affairs  for  giving  me  this  privilege. 
1 received  many  letters  from  people  telling  me  that  they 
never  realized  how  many  programs  the  Auxiliary  had. 

We  are  appreciative  and  grateful  for  the  cooperation 
and  assistance  which  we  have  received  from  our  advisers, 
Joseph  G.  Zimring,  M.D.,  Henry  I.  Fineberg,  M.D.,  and 
the  staff  of  the  State  Medical  Society.  It  was  an  honor 
to  have  served  with  such  a dedicated  person  as  your 
president,  Walter  Scott  Walls,  M.D.  If  a dream  gets 
kicked  around  it  will  dry  up  like  a raisin  in  the  sun,  but 
this  cannot  happen  because  these  volunteers,  your  wives, 
are  truly  dedicated,  and  service  to  them  is  a matter  of 
the  heart. 

This  year  1 introduced  a resolution,  which  was  ap- 
proved by  the  Board,  “Proclaiming  May  15  of  each  year 
as  Doctors’  Day  throughout  the  State  with  each  county 
to  honor  their  doctors  as  they  wish.”  No  one  knows  bet- 
ter than  we  do  the  physicians’  dedication  to  serving  man- 
kind. Our  future  will  be  shaped  by  the  dreams,  the 
demands,  and  the  decisions  made  by  you,  our  Medical 
Society. 
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President  of  the  New  York  State  Medical 
Assistants  Association* 

. . . Speaker  Way  introduced  Miss  Norma  B.  Chernok, 
president  of  the  New  York  State  Medical  Assistants 
Association,  who  addressed  the  House  as  follows; 

It  is  my  honor  to  bring  greetings  to  your  House  of  Dele- 

I gates  from  the  members  of  the  New  York  State  Associa- 
tion of  the  American  Association  of  Medical  Assistants, 
j VVe  would  like  to  express  our  sincere  pleasure  on  behalf 
I of  the  over  7(K)  members  of  our  Association  for  the  close 

I cooperation  in  which  the  two  societies  have  worked  over 

! the  past  eleven  years.  We  are  hopefully  looking  forward 
to  even  closer  cooperation  in  the  future. 

1 1,  personally,  would  like  to  extend  my  thanks  to  you 

for  making  available  to  our  organization,  and  to  me,  per 
se,  men  such  as  Walter  K.  Harrison,  dr.,  M.D.,  Kdward 
C.  Rozek,  M.D.,  Stanley  Stark,  M.D.,  and  C.  Stewart 
Wallace,  M.D.,  who  serve  as  our  advisers.  Men  whom 
we  started  off  by  respecting  and  men  whom  we  came  to 
love  for  their  warmth  and  sincerity  in  helping  us  with 
the  problems  of  our  organization. 

I Raymond  Robillard,  M.D.,  President,  Quebec 
I Federation  of  Medical  Specialists^ 

I bring  to  you  some  of  the  north  winds  that  have  been 
blowing  cold  in  this  region  for  some  time.  What  1 will 
tell  you  will  not  be  exactly  germane  to  the  situation  in 
your  State,  but  it  may  be  of  some  interest  to  you  in 
understanding  the  situation  in  Canada.  In  Quebec, 
as  far  as  I can  see,  the  situation  is  not  vastly  different 
from  that  which  prevails  in  this  country.  I will  talk  a 
bit  about  the  Medicare  scheme  in  Canada,  how  it  has 
affected  the  medical  profession  to  this  date,  and  how  I 
believe  it  will  affect  it  more  seriously  in  the  months  and 
years  to  come. 

I would  like  to  tell  you  a bit  about  our  experience  in 
Quebec.  We  were  the  last  province  to  join  the  Medicare 
scheme,  and  our  way  of  tackling  it  was  quite  different 
from  the  way  in  which  other  provinces  have  chosen.  Our 
problems,  as  I have  said,  are  different  from  yours  but  we 
are  close  by,  exchanges  are  frequent,  the  climate  is  the 
same,  the  public,  the  labor  unions,  and  the  press  react 
in  the  same  way.  The  problems  in  dispensing  medical 
I services  are  not  different,  in  a large  country  with  a small 
manpower,  so  I guess  what  I may  have  to  say  may  be  of 
some  use  to  you. 

Our  gestation  of  Medicare  was  quite  long.  It  began 
during  the  1939-1945  war  and  was  directly  inspired  by 
the  organization  of  the  National  Health  Service  in  Great 
Britain.  The  medical  profession  in  Canada  got  very 
much  interested  in  the  coming  scheme  and  prepared  for 
it,  maybe  trying  to  avert  it  in  some  way. 

We  must  go  back  for  the  origin  of  the  reaction  of  the 
medical  profession  to  Ontario  in  1948  where  physicians 
set  up  what  was  called  the  Physician’s  Service  Incor- 
porated which  was  a first -dollar  coverage  plan.  The  fee 
schedule  was  set  by  physicians,  and  then  the  organiza- 
tion was  wholly  controlled  by  physicians,  and  the  pre- 
mium to  the  patient  was  comparable  and  even  cheaper 
than  that  of  the  private  carriers.  But  this  was  evidently 
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not  what  was  in  the  minds  of  the  civil  servants,  for  in 
Saskatchewan  in  1%2  it  was  decided  that  first -dollar 
coverage  would  be  taken  in  hand  by  the  public  admin- 
istration. 

One  must  recall  that  at  that  time,  80  per  cent  of  the 
population  had  their  first-dollar  coverage  with  private 
medically-controlled  organizations,  and  that  the  welfare 
systems,  which  correspond  exactly  to  your  Medicaid 
system  in  the  United  States,  had  been  going  on  for  some 
twenty  years  in  that  over-all  coverage  was  close  to  95 
per  cent. 

The  system  was  implemented  in  Saskatchewan  in 
1962.  You  may  recall  that  at  that  time,  there  was  a 
violent  confrontation  between  the  medical  profession 
and  the  government.  Not  on  matters  of  fees  but  on 
matters  of  principle,  mostly  because  the  medical  pro- 
fession had  not  been  consulted  in  any  way.  History,  as 
we  will  see,  was  to  repeat  itself  in  1970.  So  the  Hall 
Commi.ssion  Report,  when  it  came  out,  was  no  surprise; 
the  bill  that  followed  it  in  Ottawa  in  1967  which  an- 
nounced universal  compulsory,  portable,  and  publically- 
administered  Medicare  for  all  provinces  of  Canada  was 
expected.  Provinces  which  joined  up  were  expected  to 
pay  half  of  the  bill,  and  the  Ottawa  F'ederal  Government 
would  pay  the  other  half.  So  this  is,  in  a way  similar, 
to  the  plans  that  appear  to  be  in  the  making  for  the 
United  States  for  the  near  future. 

How  was  it  negotiated?  How  did  the  medical  profes- 
sion go  about  it?  Wbat  was  the  nature  of  the  discussions 
between  the  medical  profession  and  the  government? 
Well,  here  we  have,  albeit  there  is  a common  pattern 
throughout  Canada,  a certain  polarization,  and  this  is 
mostly  what  I will  talk  about.  Most  provinces  went 
about  it  in  the  same  way.  Quebec  was  different.  It  bas 
the  sometimes  disagreeable  way  of  being  different. 

Most  provinces  use  the  services  of  the  Canadian  Medi- 
cal Association,  which  is  equivalent  in  organization  to 
the  American  Medical  Association.  Each  provincial 
division  is  autonomous,  and  each  one  negotiated  with  its 
government.  “Negotiation”  is  not  the  right  word.  This 
was  taboo  in  Canada  and  still  is  to  a certain  degree. 
“Discussions”  is  the  word  that  is  employed;  “lobbying” 
appears  to  be  also  a taboo  word.  But  this  was  the  nature 
of  the  game.  Usually  from  the  provincial  associations, 
which  are  fundamentally  scientific  types  of  associations, 
there  arose  a delegate  or  two,  sometimes  the  president 
and  sometimes  not,  who  had  contact  with  government 
and  who  would  initiate  discussions  that  usually  went  on 
for  a couple  of  years  and  came  to  an  agreement  of  some 
sort.  None  of  those  were  ever  written.  They  rested  on 
good  faith.  In  Quebec,  our  point  of  view  was  the  follow- 
ing: We  did  not  believe  that  the  situation  where  govern- 
ment entered  the  picture  could  in  any  way  remain  com- 
parable to  that  we  had  lived  with  in  the  past.  Now 
government  represented  the  population.  Now  govern- 
ment would  discuss  with  the  medical  profession,  and  the 
medical  profession  would  corTront  a well-organized  and 
strong  interlocutor.  We  did  not  believe  that  the  indi- 
vidual physician  could  in  any  way  come  to  a satisfactory 
agreement  w'ith  such  a strong  adversary,  if  one  can  use 
that  word. 

Ontario,  which  is  the  example  of  the  polarization  I 
was  talking  about,  took  a different  attitude.  Ontario 
felt  that  there  was  no  difference  between  the  government 
as  an  insurer  and  the  private  insurer,  that  the  govern- 
ment was  the  third-party  person,  and  that  the  relation 
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between  the  patient  and  the  physician  was  to  remain. 
Thus  the  association  would  set  a schedule  of  fees.  It 
had  always  done  so  under  previous  plans.  The  discus- 
sion would  be  between  the  patient  and  the  physician. 
If  the  carrier  would  pay  80  or  90  per  cent  of  the  fee 
schedule  that  would  not  matter,  since  the  physician  was 
entitled  to  a just  and  equitable  return  for  his  services. 
Thus,  he  could  deal  with  the  patient  for  the  difference 
between  what  the  state  had  agreed  to  pay  and  what  the 
physician,  through  his  association,  had  judged  to  be  a 
fair  return  for  his  services.  This  has  been  carried  out  in 
Ontario  with  some  success,  and  I would  gather  that  this 
is  not  essentially  different  from  what  is  called  the  “usual 
and  customary  fee”  principle.  But  there  has  been  a 
conservative  government  in  Ontario  for  twenty  years, 
and  we  see  now  the  provinces  developing  a huge  con- 
sumer resistance,  resistance  from  the  government  to  phy- 
sicians, and  resistance  from  the  press  to  the  fact  that  the 
government  representing  the  public  cannot  negotiate  for 
it.  The  government  cannot  sit  down  with  the  medical 
profession  and  get  “a  good  deal.”  There  is  resentment 
to  the  fact  that  the  physician  will  stick  to  the  principle  of 
dealing  with  the  patient  and  “overbill  him,”  although 
it  is  not  overbilling,  but  billing  close  to  the  schedule  of 
fees,  that  a good  political  observer  may  believe  the 
government  in  Ontario  could  fall  on  that  single  issue. 

The  Quebec  medical  profession  took  a different  atti- 
tude. We  had  experience  through  our  contacts  with  the 
organization  of  the  medical  profession  in  Europe,  espe- 
cially in  France  where  social  security,  as  you  know,  is 
much  more  advanced  than  in  North  America.  The  pro- 
fession in  France  has  organized  into  unions  since  1895 
and  has  negotiated  with  the  government  since  then. 
So  it  was  in  Germany,  Belgium,  and  Spain.  We  decided 
that  government  would  from  now  on  represent  the 
public,  and  that  we  had  to  have  a strong  group  to  defend 
doctors’  interests.  We  decided  that  lobbying  was  not 
a means  that  could  be  used,  for  lobbying  is  fragile.  Pres- 
sures on  government  are  broken  down  by  counter  pres- 
sures used  by  other  groups,  and  the  medical  profession 
is  a small  group.  Then  there  is  the  force  of  public 
opinion,  and  public  opinion  is  difficult  to  cultivate  when 
you  are  a group  that  has  privileges,  as  we  undoubtedly 
have.  So  we  thought  that  we  must  negotiate  formally, 
that  we  must  have  collective  bargaining,  that  we  must 
negotiate  in  the  public  place,  and  that  there  is  no  negoti- 
ation possible  without  willingness  to  contest.  We  would 
contest  if  need  be,  and  we  made  that  declaration  public. 
We  must  sign  contracts,  we  felt.  Contracts  that  had 
an  expiration  date  that  could  be  renewed. 

So  with  this  in  mind,  in  1965,  I set  out  with  light  in  my 
eyes  and  with  no  idea  of  the  difficulties  ahead  to  organize 
the  medical  profession  on  these  principles.  I hit  a strong 
rock  wall  from  which  I retreated  for  a year  or  two,  and 
nobody  else  wanting  the  ball,  took  it  back  again  and 
realized  the  goal  within  another  year.  We  took  what  we 
had.  We  had  medical  associations,  medical  societies 
comparable  to  yours  in  certain  ways.  We  could  have 
used  them.  There  was  absolutely  no  reason  why  we 
should  not,  but  there  was  a local  problem.  There  was  a 
lingui.stic  problem  in  Quebec;  in  the  association,  a 
branch  of  the  federal  organization,  the  Canadian  Medi- 
cal Association,  was  mostly  anglophobe,  plus  some  diffi- 
culties with  the  French  group.  We  could  not,  and  did 
not  want  to,  use  the  local  associations  of  which  we  had 
many  who  had  mostly  basically  scientific  aims.  We 


thought  that  we  should  be  clearly  identified,  neatly 
identified  with  the  defense  of  the  medical  profession’s 
legal,  reasonable  interests.  So  we  took  our  23  associa- 
tions of  specialists  because  they  existed  at  that  time  and 
transformed  each  one  of  them  into  a union,  a syndicate. 
Our  laws  permit  this;  although  I understand  yours  do 
not.  Each  one  of  these  associations  then  united  to  form 
the  Federation  of  Medical  Specialists  which  is  4,000 
strong.  The  general  practitioners  unfortunately  had 
already  set  up  their  own  organization;  and  as  the  situa- 
tion of  the  general  practitioner  is  as  difficult  in  Quebec 
as  it  is  in  the  United  States,  this  group  had  some  degree 
of  grievance  toward  the  medical  specialists.  The  unity 
of  both  groups  unfortunately  could  not  be  realized  in 
time. 

How  have  we  fared  in  this  experience?  It  has  not  been 
a bed  of  roses.  But  we  still  believe  that  we  did  the  right 
thing.  Although  you  may  think  differently  when  I tell 
you  about  it.  Our  history,  and  it  has  been  a bistory 
mostly  of  contestation  up  to  this  date,  which  I hope  stops 
shortly,  starts  in  1967.  We  had  at  that  time  one  group  of 
200  men,  212  men,  that  had  to  renew  a contract  with  the 
hospital  plan,  which  has  been  free  in  our  country  since 
1961.  That  group  was  a group  of  radiologists.  The 
group  was  so  small  the  government  felt  it  could  impose 
on  it  a salary  of  $12,000  to  $21,000  a year.  It  felt  that 
it  could  deprive  this  group  of  practicing  medicine  in 
offices  and  contract  with  them  to  practice  only  in  hos- 
pitals. We  did  not  have  too  much  difficulty  in  getting 
the  other  associations  behind  the  radiologists.  This  led 
to  a withdrawal  of  services  of  radiologists  that  lasted 
two  months,  on  and  off,  albeit  we  had  organized  a perfect 
system  of  emergency  service.  The  issue  was  not  the 
monetary  aspects,  that  was  a loss  at  the  time,  but  the 
principles,  and  private  practice  of  radiology  was  allowed 
to  survive.  Indeed,  today  the  government  has  corrected 
the  monetary  problem,  fees  went  from  66  to  80  per  cent 
of  the  fee  schedule.  The  government  has  asked  us  to 
extend  the  “outdoor”  radiology,  for  it  was  clear,  as  we 
had  told  them  at  the  time,  that  the  hospitals  could  not 
provide  the  services. 

In  1968  we  signed  our  contract  for  the  welfare  plan 
which  is  your  Medicaid  system.  No  different  from  what 
has  happened  in  this  country,  the  fee  schedule  that  was 
offered  was  remarkably  low.  This  was  not  judged  to  be 
an  impediment.  We  accepted  it  in  1965,  but  it  came  up 
for  renewal  in  1968.  We  knew  very  well  that  Medicare 
was  coming,  and  we  could  not  afford  at  that  time  to  go 
into  Medicare  with  the  Medicaid  experience  of  govern- 
ment setting  down  the  rules  and  the  level  of  remunera- 
tion as  a background.  So  we  did  not  sign  the  contract; 
we  billed  the  patient.  We  could  not  collect  from  them 
morally,  for  these  were  assisted  patients,  welfare  pa- 
tients. We  did  ask  them  on  a political  basis  to  ask  re- 
muneration from  the  government  themselves  to  pay 
their  doctor.  This  could  not  be  done,  of  course,  legally, 
but  this  was  sufficient  political  pressure  that  allowed  us 
to  sign  a contract  that  raised  remuneration  to  90  per 
cent,  which  was  the  equivalent  to  remuneration  through- 
out Canada.  Ninety-five  per  cent  of  our  doctors  col- 
laborated in  this  type  of  movement. 

Then  we  came  to  Medicare  in  1970.  The  first  bill 
was  presented  in  parliament  in  Quebec  without  any  con- 
sultation with  the  medical  profession.  This  was  battled 
in  the  press  on  one  issue.  We  asked  the  press:  Is  it 

reasonable  that  a Medicare  scheme  could  be  set  up  with- 
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out  consultation  and  without  participation  of  the  physi- 
cians? The  press’s  answer  was  unanimous;  it  was  no. 
And  the  government  backed  up  and  modified  the  bill 
and  gave  us  a clear-cut  definition  of  what  the  field  of 
negotiation  would  be.  Then  a new  bill  was  put  in,  but 
we  found  out  that  there  was  no  opting-out  possibility. 
That  is,  you  were  obligatorily  a member  of  this  plan. 
You  could  not  practice  outside  it  for  if  you  did  practice 
outside  it  your  patient  would  not  be  reimbursed  at  all. 

We  fought  this  and  fought  it  hard.  We  had  a huge 
meeting  in  Montreal  on  August  27.  Three  thousand  phy- 
sicians attended  out  of  4, (MX),  the  rest  were  on  duty.  It 
was  open  to  the  whole  population  and  the  press.  We 
had  representatives  from  every  country  in  Europe  and 
the  western  hemisphere.  It  proved  to  the  public  that 
nowhere  was  there  a plan  where  a doctor  was  conscripted 
and  could  not  be  allowed  to  practice  outside  of  the 
government  plan.  We  then  held  a general  meeting,  and 
it  was  decided  and  publicly  announced  that  if  the  bill 
was  not  changed,  we  would  contest  it  even  to  the  point 
of  withdrawing  services.  The  vote  on  this  was  98.5  per 
cent.  Then  the  bill  was  not  changed  for  the  labor  unions 
pressed  very  hard  in  parliament.  We  were  called  before 
a parliamentary  commission,  but  since  the  Prime  Min- 
ister had  said  the  bill  would  not  be  changed,  we  did  not 
go.  And  this  was  of  course,  a major  scandal. 

But  then  we  went  ahead.  We  made  the  front  pages 
for  one  solid  month.  I wrote  a book  about  the  subject, 
toured  the  province  of  Quebec  from  the  north  to  the 
south,  and  held  radio,  press,  and  television  conferences. 
Our  motive  was  always  the  same.  We  were  going  to  try 
to  solve  this  issue  without  having  to  do  what  they  did  in 
Saskatchewan  in  1962  and  in  Belgium  in  1964.  Our  mes- 
sage went  across  pretty  well.  But  then  the  hawks  and 
the  civil  servants  won  out.  It  was  decided,  we  learned 
later,  that  there  should  be  a showdown  between  the 
medical  profession  and  the  government.  And  this  hap- 
pened in  October.  We  organized  throughout  Quebec  an 
emergency  service  with  designated  hospitals.  This 
worked  for  ten  days.  There  were  no  accidents  reported, 
the  minister,  himself,  said  in  parliamentary  commission 
that  although  the  government  had  looked  very  hard, 
they  could  not  find  one  single  case  where  a patient  had 
been  deprived  of  medical  services. 

This  continued,  and  it  was  beginning  to  shape  up  as 
a major  confrontation.  Then  the  FLQ  struck  in  Quebec. 
We  had  a minor  revolution.  People  in  government  were 
kidnapped,  murdered,  and  doctors  were  chased.  I did 
not  sleep  in  the  same  bed  for  twenty  days.  I was  men- 
aced. My  family  had  to  move  out  of  the  country.  They 
were  trying  days.  Then  we  answered  the  demand  of 
the  prime  minister  and  agreed  to  return  to  work  in  view 
of  the  circumstances.  That  we  did.  But  only  because 
of  the  circumstances.  Following  this,  a bill  was  passed 
that  stated  that  doctors  could  not  stay  out  of  Quebec 
nor  abstain  from  practicing  medicine,  under  a fine  of 
$500  a day.  If  you  were  an  organizer  of  the  medical  pro- 
fession, $1,000  a day.  That  bill  would  not  only  be  in 
effect  for  the  duration  of  the  strike  (that  is  to  break  it) 
but  would  continue  in  effect  for  a year  after  that.  This, 
and  I think  this  is  a compliment  to  them,  was  attacked 
severely  by  the  press  as  being  unnecessary,  repressive, 
and  slightly  hysterical.  This  bill  has  since  been  re- 
pealed. 

A month  later  we  settled  the  contract  with  the  govern- 
ment. We  have  obtained  exactly  what  we  were  seeking 


in  the  beginning,  but  which  I am  sure  we  would  not  have 
obtained  if  we  had  not  fought.  We  have  a negotiating 
committee  with  the  government,  including  the  minister 
and  the  deputy  minister  and  the  president  and  vice- 
president  of  the  Federation.  No  president  of  the  com- 
mittee, no  arbitration,  just  informal  discussions  of  all 
aspects  of  the  plan,  to  come  to  a mutually  agreeable  con- 
clusion. This  is  a true  partnership.  This  is  what  we 
are  looking  for  fundamentally.  Our  fee  schedule  was 
changed  from  75  to  85  per  cent  which  we  thought  was 
reasonable  for  Quebec.  This  was  discussed  and  took 
exactly  ten  minutes.  We  have  obtained  arbitration  for 
any  of  our  members  involved  with  the  government  for 
refusal  of  payment. 

In  conclusion,  I believe  that  taking  heed  of  the  situ- 
ation in  Quebec,  and  the  forces  in  play,  we  did  the  right 
thing.  We  had  to  negotiate.  I still  believe  that  any 
medical  profession  throughout  the  western  hemisphere 
must  negotiate.  There  had  to  be  a counterforce,  a coun- 
terbalance to  other  pressure  groups  in  the  society,  and 
the  force  of  the  labor  unions  had  to  be  balanced  by  the 
force  of  organized  medicine.  This  is  the  nature  of  the 
type  of  government  with  which  we  are  living.  We  do 
believe  that  if  it  had  not  been  for  the  strength  we  had 
shown,  the  Federation  would  have  died.  It  has  survived, 
and  it  is  stronger  than  it  ever  was.  And  now  we  can 
tackle  the  future. 

Let  me  tell  you  just  a word  before  I close  on  this.  Our 
attitude  is  the  following:  one  cannot  buck  the  trend  in 
medicine.  The  trend  in  medicine,  and  we  had  analyzed 
it  two  or  three  years  ago,  is  for  group  practice  and  loss 
of  individuality  to  a certain  point.  We  have  decided  and 
we  shall  propose  to  our  members  a voluntary  tax  to 
generate  capital  within  the  medical  profession  to  build 
outlets  for  group  practice,  clinics,  and  polyclinics  in 
Quebec.  This  has  been  accepted  by  our  delegates.  This 
will  generate  millions  of  dollars  from  the  medical  pro- 
fession, and  these  clinics  will  be  set  up  in  the  poorer 
districts  first  and  then  spread  out  as  we  judge  and  esti- 
mate them  throughout  the  province. 

This  is  a slightly  revolutionary  trend,  but  we  believe 
that  medicine  lies  in  that  direction,  and  we  know  very 
well  from  the  bills  that  are  here  before  your  Congress 
that  this  is  what  is  envisioned  for  the  United  States. 
Of  course,  there  can  be  no  other  way  of  looking  at  it  in 
my  own  view.  We  have  taken  our  future  in  our  own 
hands.  We  believe  that  we  have  a strong  organization, 
and  that  we  are  in  a normal  process  of  our  society.  Al- 
though the  public  has  been  hard  with  us  and  the  press 
has  been  hard  at  times,  it  is  becoming  accepted  now 
that  the  only  way  for  the  medical  profession  to  deal  with 
the  government  is  to  have  a strong  union-type  organiza- 
tion involved  in  open,  clear-cut  negotiations.  As  for 
how  much  this  costs  all  of  us,  well,  it  has  been  rather 
reasonable.  We  are  doing  it  on  $100  a year  per  member. 
I thought  that  would  be  interesting  for  Americans  who 
are  always  very  correct  and  very  sensitive  to  these  mat- 
ters. 

The  House  rose  and  applauded. 

Introduction  of  Past  Presidents 

. . . Speaker  Way  introduced  the  following  past  presi- 
dents who  were  in  the  House:  Arthur  J.  Bedell,  Renato 
J.  Azzari,  Waring  Willis,  Norman  S.  Moore,  James  M. 
Blake,  and  Walter  T.  Heldmann,  and  Henry  I.  Fineberg. 

The  House  rose  and  applauded. 
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Introduction  of  Guests* 

Speaker  Way  introduced  the  following  guests  from 
neighboring  state  medical  societies,  who  addressed  the 
House  and  were  applauded: 

Morris  A.  Granoff,  M.D.,  president,  Connecticut  State 
Medical  Society  (Edward  Siegel,  M.D.,  host); 

Charles  R.  Glassmire,  M.D.,  president,  Maine  Medi- 
cal Association  (Thomas  F.  McCarthy,  M.D.,  host); 

Lamar  Soutter,  M.D.,  president,  Massachusetts 
Medical  Society  (Walter  T.  Heldmann,  M.D.,  host); 

Stuart  W.  Russell,  M.D.,  immediate  past  president. 
New  Hampshire  Medical  Society  (James  M.  Blake, 
M.D.,  host); 

Emanuel  M.  Satulsky,  M.D.,  president,  and  Albert 
F.  Moriconi,  M.D.,  Medical  Society  of  New  Jersey 
(Edward  Siegel,  M.D.,  host); 

William  A.  Limberger,  M.D.,  president,  Pennsylvania 
Medical  Society  (Milton  Helpern,  M.D.,  host); 

William  J.  MacDonald,  M.D.,  president-elect,  Rhode 
Island  Medical  Society  (Waring  Willis,  M.D.,  host); 

Harry  M.  Rowe,  M.D.,  president,  Vermont  State 
Medical  Society  (Renato  J.  Azzari,  M.D.,  host). 


Award  Presentationst 

Speaker  Way  introduced  President  Walls  who 
made  the  following  presentations: 

President's  Citation  for  Distinguished  Com- 
munity Service 

President  Walls:  Each  year  the  president  of  the 

State  Medical  Society  is  privileged  to  honor  a physician 
for  outstanding  and  continuous  service  to  his  commu- 
nity, service  entirely  beyond  the  scope  of  his  medical 
practice. 

This  year  from  the  fifteen  nominations  we  received,  I 
have  selected  the  one  submitted  by  Edward  A.  Barrett, 
M.D.,  Orleans  County,  because  his  nominee,  James  G. 
Parke,  M.D.,  of  Albion,  has,  according  to  the  nominator, 
shown  a true  and  prolonged  concern  for  youth  and  his 
own  community  and,  as  well,  in  an  effective  way,  has 
extended  his  interest  and  the  goodwill  of  his  country 
across  international  boundaries  to  the  benefit  of  deserv- 
ing young  people  of  friendly  foreign  lands.  How  im- 
portant is  such  effort  in  these  days  of  questioning  youth. 

Let  us  begin  with  the  things  Dr.  Parke  has  done  at 
home.  Behind  his  office  and  home,  he  built  and  main- 
tains, at  his  own  expense,  a football  field  and  baseball 
diamond  for  use  by  the  neighborhood  children.  In  1958 
he  helped  organize  the  United  Fund  in  Eastern  Orleans 
County  and  then,  to  set  the  example,  he  went  that  hard 
extra  mile  and  collected  for  the  fund  in  a personal  door- 
to-door  campaign  within  his  community.  He  has  been 

* Dr.  Glassmire,  Dr.  Russell,  Dr.  Granoff,  Dr.  Satulsky,  and 
Dr.  Limberger  were  presented  at  the  Sunday  afternoon  session; 
Dr.  Soutter,  Dr.  MacDonald,  and  Dr.  Rowe  were  presented  at 
the  Tuesday  afternoon  session;  Dr.  Moriconi  was  presented  at 
the  Wednesday  morning  session. 

tThe  President’s  Citation  for  Distinguished  Community 
Service,  the  Vice-President’s  medal,  the  Redway  Award,  and 
the  Journal  Distinguished  Service  Awards  were  presented  at 
the  Sunday  afternoon  session;  the  Albion  O.  Bernstein,  M.D., 
Award,  the  Scientific  Exhibits  Awards,  and  the  announcement 
of  the  Fifty-Year  Citations  were  presented  at  the  Tuesday  after- 
noon session. 


actively  associated  with  the  American  Field  Service  in 
the  search  for  local  families  to  act  as  “parents”  for  visit- 
ing exchange  students  from  abroad.  For  his  extensive 
efforts,  he  was  honored  as  delegate  from  Western  New 
York  to  their  World  Conference  in  1969.  He  has  repeat- 
edly taken  groups  of  these  foreign  students  on  tours  of 
the  Adirondacks  and  Washington,  D.C.,  to  help  round 
out  their  impressions  of  the  United  States.  He  has 
twice,  each  time  for  a full  year,  acted  as  the  American 
parent  of  a visiting  foreign  teenage  student. 

Recognizing  his  sincere  interest  in  young  people.  Gov- 
ernor Rockefeller  appointed  him  a member  of  the  Board 
of  Visitors  of  the  Albion  State  Training  School  for  Girls. 
An  active  Rotarian,  Dr.  Parke  has  been  chairman  of  his 
district’s  World  Community  Service  Committee.  He 
initiated  a Rotarian  program  to  start  a diet  kitchen  in 
Monterro,  Bolivia,  and  thereafter  promoted  the  build- 
ing of  a new  hospital,  the  only  one  in  this  primitive  com- 
munity of  20,000  persons.  Incidently,  he  spent  five 
weeks  doing  surgery  and  instructing  interns  in  this  Mon- 
terro hospital  which  he  has,  with  personal  sacrifice, 
helped  build  and  enlarge  eight  times  in  the  past  five 
years. 

Our  own  investigation  revealed  that  in  his  community, 
gentleman  Jim  Parke  is  loved  and  respected  by  the  many 
who  know  him,  and  his  life  and  labors  of  love  bring  great 
credit  to  his  profession. 

Therefore,  for  his  extensive  efforts  to  improve  neigh- 
borhood relations  and  to  insure  active  participation  by 
members  of  his  community  in  worthwhile  projects,  for 
his  service  as  a good  citizen,  for  his  success  in  promoting 
international  understanding,  for  his  untiring  “get  up  and 
go”  spirit,  and  for  so  nobly  upholding  the  finest  tradi- 
tions of  his  honorable  profession,  I take  great  pride  in 
awarding  to  James  G.  Parke,  M.D.,  of  Albion,  the  1970 
President’s  Citation. 

The  House  rose  and  applauded.  . . 

Vice-President's  Medal 

President  Walls:  It  gives  me  great  pleasure  to  pre- 

sent to  you  your  Vice-President,  G.  Rehmi  Denton, 
M.D.,  and  to  award  him  with  the  medal  of  office  which 
he  has  earned  over  the  past  year. 

The  House  rose  and  applauded 

Redway  Award 

President  Walls:  The  tenth  annual  Redway  Medal 

and  Award  for  excellence  in  medical  writing  is  given 
this  year  to  Robert  J.  Mones,  M.D.,  for  his  two-part 
review  article  on  Parkinson’s  Disease  published  in  the 
November  1 and  15,  1970,  issues  of  the  «/our/uiL 

This  in-depth  review  of  an  important  neurologic  dis- 
ease met  all  the  Journal’s  standards  for  timeliness, 
substance,  and  meaning. 

Tracing  back  to  Parkinson’s  original  description  of 
the  disease  in  1817,  Dr.  Mones  followed  through  with 
lucid  notations  on  all  the  scientific  developments  in  the 
knowledge  of  the  disease  up  to  the  present  time.  Con- 
centrating on  drug  therapy.  Dr.  Mones  brought  this 
fascinating  approach  up  to  the  recent  breakthrough  in 
the  neurochemical  approach  in  the  use  of  the  L-dopa 
precursor  of  dopamine. 

This  highly  informative  review,  expertly  written,  car- 
ried the  reader’s  interest  from  beginning  to  end  proved 
that  medical  writing  need  not  be  dull.  The  Journal  is 
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happy  to  recognize  this  important  and  forward  looking 
contribution  to  its  pages. 

It  gives  me  great  pleasure  to  present  you,  Dr.  Mones, 
with  this  medal  and  the  check  which  goes  with  it. 

The  House  rose  and  applauded 

Journal  Distinguished  Service  Awards 

President  Walls:  The  First  Journal  award  for  Dis- 

tinguished Service  this  year  is  made  to  Bjorn  Thorb- 
jarnarson,  M.D.,  for  seven  years  continuous  and  valued 
service  on  its  Associate  Editorial  Board. 

Dr.  Thorbjarnarson  replaced  -John  Beal,  M.D.,  on  the 
Board  as  Consultant  for  Surgery  and  as  a member  of  the 
Editorial  Council.  He  alone  is  responsible  for  the  high 
worth  of  the  articles  in  surgery  published  by  the  Journal. 

His  sound  judgments  greatly  redound  to  the  credit  of 
the  Journal,  and  this  award  is  a measure  of  our  deep 
appreciation  for  all  he  does  for  the  Journal. 

The  House  rose  and  applauded 

Dr.  Walls:  The  second  1970  Journal  Award  for 

Distinguished  Service  is  made  to  Paul  Reznikoff,  M.D., 
for  eleven  years  of  continued  loyal  service  on  its  Associ- 
ate Editorial  Board. 

Dr.  Reznikoff’s  acknowledged  expertise  in  hematology 
has  been  generously  available  to  the  Journal  all  these 
years.  His  advice  not  only  on  the  substance  of  manu- 
scripts submitted  but  on  the  clarity  and  purity  of  wTiting 
has  been  invaluable  in  maintaining  the  high  standards 
of  our  publication. 

This  award  measures  our  high  regard  and  deep  in- 
debtedness for  all  he  is  doing  for  the  Journal. 

The  House  rose  and  applauded 

Scientific  Exhibits  Awards 

Speaker  Way  introduced  Albert  H.  Douglas,  M.D., 
chairman  of  the  Scientific  Awards  Subcommittee,  who 
presented  the  following  report: 

The  Scientific  Exhibits  Awards  are  given  in  two  cate- 
gories: Group  I awards  are  made  for  exhibits  of  indivi- 
dual investigation  which  are  judged  on  the  basis  of  orig- 
inality and  excellence  of  presentation.  Group  II  awards 
are  made  for  exhibits  which  do  not  exemplify  purely 
experimental  studies  and  which  are  judged  on  the  basis 
of  presentation  and  correlation  of  data. 

The  awards  in  Group  I,  Scientific  Research,  are  as 
follows: 

First:  Dual-Chambered  Intra-aortic  Balloon  As- 
sist,” Robert  H.  Goetz,  M.D.,  David  Bregman,  M.D., 
and  Norman  L.  Talpins,  M.D.,  Albert  Einstein  College 
of  Medicine  of  Yeshiva  University,  The  Bronx. 

Second:  “Deliberate  Hypotension  with  Positive 

Airway  Pressure  and  Halothane,”  Valentino  D.  B.  Maz- 
zia,  M.D.,  Joseph  Ransohoff,  M.D.,  and  Henry  Guy, 
M.D.,  New  York  University  School  of  Medicine,  New 
York  City. 

Honorable  Mention  I:  “Measurement  of  Corrective  and 

Supportive  Forces  in  Orthopedics,”  George  Van  B. 
Cochran.  M.D.,  and  Frederick  R.  Thompson,  M.D., 
St.  Luke’s  Hospital  Center,  New  York  City. 

Honorable  Mention  II:  “Regional  Procurement  of 

Human  Cadaver  Kidneys,”  Robert  E.  McCabe,  Jr., 
M.D.,  and  David  David,  M.D.,  St.  Luke’s  Hospital 
Center,  New  York  City. 


The  awards  in  Group  II,  Clinical  Research,  are  as 
follows: 

First:  “Corrosion  Studies  of  Renal  Disease,”  James 

C.  Brennan,  M.D.,  and  Paul  Dittmann,  Buffalo  General 
Hospital,  Buffalo. 

Second:  “Colonofiberscopy:  Significant  Advance 

in  Colon-Rectal  Surgery,”  William  I.  Wolff,  M.D., 
Hiromi  Shinya,  M.D.,  and  Abraham  Geffen,  M.D.,  Beth 
Israel  Medical  Center,  New  York  City. 

Honorable  Mention:  “Gardner’s  Syndrome:  Diag- 

nosis and  Surgical  Treatment,”  Julius  J.  Leichtling, 
M.D.,  Mount  Sinai  School  of  Medicine,  New  York  City; 
and  “Management  of  External  Rotation  Ankle  Injuries,” 
Marvin  L.  Shelton,  M.D.,  Harlem  Hospital  Center,  New 
York  City,  and  Russell  L.  Anderson,  Jr.,  M.D.,  Monte- 
fiore  Hospital  and  Medical  Center,  The  Bronx. 

The  House  applauded 

Albion  O.  Bernstein,  M.D.,  Award 

Speaker  Way  recognized  Alfred  A.  Angrist,  M.D., 
chairman.  Prize  Essay  Committee,  and  Eugene  Bern- 
stein, M.D.,  The  Bronx,  uncle  of  Dr.  Albion  O.  Bern- 
stein, who  escorted  Ludwik  Gross,  M.D.,  to  the  podium. 

President  Walls:  The  Albion  O.  Bernstein,  M.D., 

Award  is  given  to  a physician,  surgeon,  or  scientist  who 
makes  a widely  beneficial  scientific  discovery  in  medi- 
cine, surgery,  or  prevention  of  disease. 

The  award,  comprising  $1,500  and  a scroll,  was  created 
by  Morris  J.  Bernstein,  New  York  City,  in  memory  of 
his  physician-son  who  died  in  an  accident  while  answer- 
ing a hospital  call  in  1940.  Mr.  Bernstein,  who  is  widely 
known  for  his  philanthropies,  including  the  Clinic  for 
Methodone  Treatment  of  Drug  Addicts  at  the  Beth  Israel 
Hospital,  initiated  the  award  in  1962,  and  it  has  been 
presented  on  three  occasions  since  then. 

The  award  was  last  given  in  1969  to  Baruch  S.  Blum- 
berg,  M.D.,  Institute  for  Cancer  Research,  Philadelphia, 
Pennsylvania,  for  his  discovery  of  Australia  Antigen,  a 
possible  cause  of  viral  hepatitis,  and  his  description  of 
man’s  varying  response  to  this  agent.  Previous  recip- 
ients were  Herbert  A.  Kaufman,  M.D.,  University  of 
Florida  School  of  Medicine,  and  James  O.  Elam,  M.D., 
Buffalo.  Dr.  Kaufman  was  cited  in  1963  for  develop- 
ment of  the  use  of  an  antimetabolic  agent,  idoxuridine 
(IDU)  in  the  treatment  of  virus  infections  which  contain 
deoxyribonucleic  acid  (DNA).  Dr.  Elam  received  an 
award  in  1962  for  his  development  of  the  mouth-to- 
mouth  resuscitation  method. 

This  year  the  Awards  Committee  of  the  State  Medical 
Society  has  chosen  as  the  recipient,  Ludwik  Gross, 
M.D..  chief  of  the  Cancer  Research  Unit,  Bronx  Veterans 
Administration  Hospital.  Dr.  Gross  was  educated  in 
Poland  and  engaged  in  cancer  research  work  at  the 
Pasteur  Institute,  in  Paris,  early  in  his  career.  He  came 
to  the  United  States  in  1940  and  served  as  a major  in  the 
Medical  Corps  of  the  United  States  Army.  Since  1946, 
he  has  been  associated  with  the  Bronx  Veterans  Admin- 
istration Hospital,  and  he  also  served  as  an  associate 
scientist  at  the  Sloan- Kettering  Institute,  New  York 
City. 

Dr.  Gross  is  the  author  of  more  than  150  articles  on 
experimental  cancer  and  leukemia  and  of  an  outstanding 
monograph  on  oncogenic  viruses  written  in  1961  and 
published  in  a greatly  expanded  revised  edition  in  1970. 
His  contributions  to  medical  knowledge  include  dis- 
coveries on  the  transmission  of  leukemia  by  filtrates 
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and  the  isolation  of  the  leukemia  virus  in  a mouse;  the 
isolation  of  an  oncogenic  virus  causing  parotid  gland 
tumors  and  other  neoplasms  in  newborn  mice  which  are 
pathogenic  to  several  other  species;  and  the  isolation  of 
a transmissible  leukogenic  virus  from  radiation-induced 
leukemia  in  mice. 

In  recognition  of  these  achievements  which  have 
brought  us  closer  to  the  goal  of  eliminating  this  dread 
disease,  we  award  the  1971  Albion  O.  Bernstein,  M.D., 
Award  to  Ludwik  Gross,  M.D.,  F.A.C.P.,  “For  his  pio- 
neering and  continuing  work  on  virus-induced  leukemia 
in  mammals  and  on  other  oncogenic  viruses,  including 
the  parotid  and  other  neoplasms  in  newborn  mice.” 

Dr.  Gross,  it  gives  me  great  pleasure  to  present  this 
award  to  you  and  the  check  with  it. 

. . . The  House  rose  and  applauded  as  Dr.  Gross  left 
the  podium  . . . 

Fifty-Year  Citations 

Dr.  Walls:  It  has  been  the  custom,  over  the  years, 
for  the  President  of  your  Society  to  recognize  at  this 
time  those  among  us  who  are  about  to  begin  their  sixth 
decade  of  dedicated  service  to  the  public  in  the  practice 
of  medicine. 

For  half  a century,  these  men  have  employed  their 
long-developed  skills  in  the  interest  of  communal  health, 
and  their  cumulative  knowledge  and  experience  is  a 
priceless  and  irreplaceable  public  resource. 

It  is,  perhaps,  just  one  sign  of  the  vast  progress  in  the 
medical  sciences  to  which  these  men  have  unflaggingly 
contributed,  that  their  increasing  numbers  makes  it 
impossible  this  year  to  mention  each  of  the  more  than 
250,  Fifty-Year  Citation  awardees,  by  name. 

Let  me  assure  you  that  their  names  will,  however,  be 
permanently  recorded  in  the  official  minutes  of  this 
House,  and  published  in  the  June  1 issue  of  the  New 
York  State  Journal  of  Medicine.  Citations  will  be 
mailed  directly  to  each  of  the  awardees,  or  in  cases  where 
a special  request  has  been  made  to  do  so,  presented  to 
them  by  their  county  medical  societies. 

To  these  men  let  me  extend  my  deepest  personal  con- 
gratulations, and,  on  behalf  of  your  many  colleagues 
throughout  the  State,  wish  you  happiness  and  health  as 
you  continue  in  your  productive  work  or  in  well-earned 
retirement. 

. . . The  House  applauded  . . . 

The  list  of  the  recipients  of  the  citations  follows: 


Albany 

Maver  Miller  Lee 
Arthur  Charles  Swartz 
Joseph  Torner 

Bronx 

Harry  Seymour  Altman 
Boris  L.  Bass 
Eugene  Bernstein 
Isaac  B.  Brodsky 
Herman  Louis  Frosch 
Jacob  W.  Goldenkranz 
Harold  Goldstein 
Erwin  Kahn 
Louis T.  Kirschenbaum 
P'ortunato  Lattarulo 
Walter  A.  McCoy 
Morris  Louis  Messenger 


Anthony  Miseo 
Joseph  Nach 
Charles  Sandler 
Pincus  Albert  Stahl 
James  Wallace 
Harry  Weaver 
Philip  Weintraub 
Broome 

Oswald  Herman  Boltz 
Cattaraugus 

Margaret  C.  Halley 
Cayuga 

Norman  L.  Woodford 
Columbia 
Edith  Peritz 
Chemung 

Kingsley  D.  Maynard 
Dutchess 

Felix  Scardapane 
James  J.  Toomey 
Erie 

Antonio  F.  Bellanca 
Walther  Heldt 
Harriet  Hosmer 
Abel  Levitt 
Thurber  Le  Win 
Berthold  Maier 
Elmer  Thomas  McGroder 
Dante  James  Morgana 
Arthur  J.  Reissig 
Gaetano  Peter  Runfola 
Essex 

Harold  Jerome  Harris 
Franklin 

Hula  S.  Watters 
Fulton 

Arthur  R.  Wilsey 
Genesee 

Ernest  Milton  Moser 
Herkimer 

Robert  Nelson  Lindsay 
Kings 

R.  Joseph  Bacchi 
John  Percy  Baker 
Israel  Jacobi  Baron 
Harold  D.  Berlowitz 
Oscar  H.  Bloom 
Harry  Blum 
Margaret  Blumenfeld 
Mortimer  Jacob  Cantor 
Nicholas  Carabba 
William  S.  Collens 
Rodolph  M.  Cutino 
Harold  C.  Denman 
Leo  S.  Drexler 
Maxwell  O.  Finkelstein 
Clarence  F.  Friedman 
Martin  L.  Goebel 
Moses  Goodman 
Morris  L.  Jonas 
Frances  Kardons 
Joseph  P.  Kasnetz 
Raphael  M.  Kelly 
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Abraham  Kopp 
Daniel  Kravitz 
Joseph  L.  Lionello 
Helene  I^wy 
Martin  M.  Maliner 
Israel  B.  Malkin 
Israel  Hyman  Marcus 
Frederick  M.  Margaretten 
Herman  Maslow 
Ira  Wadsworth  Mensher 
Harold  R.  Merwarth 
Daniel  Nishmarr 
Nathan  Palley 
Joseph  B.  Pincus 
Martin  Platau 
Reuben  Ploss 
Jacob  Reicher 
Morris  Jacot  Renner 
Robert  Rivkin 
Mojzesz  Salamon 
Samson  A.  Seley 
Irving  Seinfeld 
Benjamin  Maurice  Shure 
Chaim  Joseph  Siegman 
Louis  S.  Specter 
Frank  L.  Tucker,  Jr. 

Harry  Weisler 
Charles  C.  Weitzman 
Alexander  L.  Weller 

Lewis 

Erastus  Ingham  Culler 

Monroe 

Norman  M.  Dennison 
John  Frederick  Gipner 
Joseph  Bernard  Loder 
James  Craig  Potter 
Winfield  W.  Scott 
James  S.  Watson,  Jr. 

Nassau 

Isidore  Berger 
Raymond  P.  E.  Boyle 
Walter  F.  Ehrlich 

New  York 

Adolph  Abraham  Adams 
Joseph  Alexander 
Peter  Amazon 
Luis  Antonio  Am  ill 
Arthur  Harold  Aufses 
Horace  Strow  Baldwin 
Henry  Kingsley  Blake 
David  Marsh  Bosw'orth 
Samuel  Clement  Burchell 
George  Jarvis  Coffin 
Nelson  Warren  Cornell 
Joseph  Croce 
Arthur  Dallos 
Virgil  Green  Damon 
Harold  B.  Davidson 
Arthur  C.  De  Graff 
Leon  G.  Dinkin 
Felix  Otto  Durham 
Leo  Duschnitz 
Conrad  Alpheus  Edwards 
Arthur  M.  Fishberg 
Ernest  Freeman 


Paul  Freud 
Walter  Erich  Frieler 
David  Gerst 
Braham  Hirsch  Golden 
Arthur  Gorfinkel 
Bernhardt  S.  Gottlieb 
Roland  I.  Grausman 
Armand  Hammer 
Max  Helfand 

Julian  Bertram  Herrmann 
Benjamin  B.  Hershkowitz 
Godel  I.  Hunter 
Thomas  lovino 
Ludwig  Isaak 
Harry  G.  Jacobi 
Martin  Jungmann 
Morris  Kaplan 
Alexander  Kaye 
Peter  J.  Kesseler 
John  F.  Landon 
Frederick  Lehmann 
Harris  Julius  Levine 
Leon  Harry  Levine 
Franja  Lowy 
Lazar  C.  Margulies 
Arthur  M.  Master 
Nathan  Meyer 
Louis  Miller 
Arthur  John  Murphy 
George  Musa 
Fritz  T.  Neuhaus 
Algernon  Beverly  Reese 
Robert  Oswald  Renie 
Beulah  Richard  H.  Rhoden 
Samuel  Rosen 
Joseph  Rosenblum 
Carlo  Canio  Russo 
Jeanette  Sakheim 
Angelo  Michael  Sala 
Louis  Scheib 
Emanuel  A.  Schiffman 
Godchaux  Schnerb 
Benjamin  Segal 
Matthew  Shapiro 
Leo  Arthur  Shifrin 
Henry  Silver 

Albert  Charles  Joseph  Simard 

Eugen  Simon 

Crete  Simon 

Frank  Raymond  Smith 

Nobe  Ely  Stein 

Frederick  Engels  Stone 

Alfred  S.  Strauss 

Hans  Strauss 

Jesse  A.  Tolmach 

Ervin  A.  Tusak 

Donald  S.  Van  Nostrand 

Alfred  Vogl 

Harry  F.  Wechsler 

Arthur  G.  Weiser 

Fritz  Wengraf 

Louis  A.  Wolfe 

Thornton  H.  Wood 

Herbert  Joseph  Zellner 

Nigara 

Joseph  Victor  Farugia 
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Oneida 

Gordon  Alfred  Holden 
David  A.  Harrison 
Frederick  M.  Miller,  Jr. 

Anthony  M.  Panzone 
Onondaga 
Henry  Hillel 
Max  Newer 
Henry  Walden  Retan 
Walter  Joseph  Smith 
Julius  Voehl 
Franklin  R.  Webster 
Ontario 

Kenneth  R.  Ward 
Orange 

Samuel  Kalter 
Oswego 

Clara  Adele  Brown 
Otsego 

Joseph  Theodore  Eagan 
LeRoy  Sloan  House 
Queens 

Elmer  E.  Amerman 
Eric  Axel  Bash* 

Paul  George  Braun 
Samuel  Dillon 
Isaac  Emanuel  Edelman 
Leo  Gottesman 
Orman  Gregersen 
Forrest  Hayes 
William  Heilbrun 
Harry  Louis  Kava 
John  Baptiste  Mauro 
Henry  Oppenheim 
John  Perniciaro 
Hyman  Rivkin 
Paul  Baldwin  Shuey 
Armand  R.  Vanore 

House  Committee  on  Constitution 
and  Bylaws 

. . . Carl  Goldmark,  Jr.,  M.D.,  chairman,  reported  as 
follows: 

The  House  Committee  on  Constitution  and  Bylaws 


consists  of  the  following  members: 

Carl  Goldmark,  Jr.,  M.D.,  Chairman  New  York 

George  L.  Collins,  Jr.,  M.D Erie 

Gerald  L.  Glaser,  M.D. Monroe 

Milton  J.  Greenberg,  M.D Washington 

Swen  L.  Larson,  M.D Chemung 

Francis  A.  Stephens,  M.D Albany 

George  T.  C.  Way,  M.D.,  ex  officio  Dutchess 

William  F.  Martin,  Esq.,  ex  officio  New  York 


J'hree  resolutions  proposing  changes  in  the  Constitu- 
tion and  Bylaws  of  the  Medical  Society  of  the  State  of 
New  York  and  one  resolution  proposing  changes  in  the 
Principles  of  I*rofessional  Conduct  were  introduced  at 
the  February,  1970,  meeting  of  the  House  of  Delegates. 

^Posthumously  awarded 


Frederic  Wertham 

Rensselaer 
John  Joseph  Quinlan 
Richmond 

Emanuel  Joseph  Amoury 
Siegfried  Salomon 

Rockland 

Alexander  N.  Selman 
Schenectady 

Erich  Ludwig  Feibes  (as  of  1965) 
Steuben 

Chauncey  M.  Lapp 
Suffolk 

Vincent  Anthony  Gallo 
Richard  M.  Guggenheim 
Giuseppe  M.  Maltese 

Sullivan 

Alfred  Adolf  Hesse 
Charles  Lerner 
John  Paul  Ruppe 
Tompkins 

Joseph  Nesbitt  Frost 
Henry  Bruner  Sutton 
Washington 
Philip  N.  Harff 
Westchester 
Harry  Berman 
Fritz  Jakob  Bloch 
Curlin  Calvert  Craven 
Charles  C.  Finkelstein 
Carl  Hartley  Greene 
Charles  Haines 
Walther  B.  Neubauer 
William  Robert  Roane 

Yates 

Ewald  A.  Hawel 


The  members  of  the  House  Committee  met  on  Novem- 
ber 9,  1970,  with  the  exception  of  George  L.  Collins, 
Jr.,  M.D.,  Milton  J.  Greenberg,  M.D.,  Swen  L.  Larson, 
M.D.,  and  George  T.  C.  Way,  M.D.,  who  were  excused. 
Present  also  at  the  meeting  were  Henry  I.  Fineberg, 
M.D.,  executive  vice-president;  J.  Richard  Burns,  J.D., 
assistant  executive  vice-president;  Samuel  Z.  Freedman, 
M.D.,  director.  Division  of  Standards  of  Medical  Care; 
Gretchen  Wunsch,  executive  assistant;  Mary  Singer, 
administrative  assistant;  and  Samuel  Pakula,  steno- 
typist. 

Your  chairman  called  the  meeting  to  order.  The  com- 
mittee considered  the  resolutions  and  reached  the  follow- 
ing conclusions  and  recommendations: 

Resolution  70-16 — Amendment  to  Bylaws  Concern- 
ing Conformity  of  Election  Date  of  Officers  of  Com- 
ponent County  Medical  Societies,  introduced  by  the 
Medical  Society  of  the  County  of  Erie. 

Whereas,  All  successful  membership  corporations 
have  conformity  in  their  components;  and 

Whereas,  Conformity  provides  for  more  efficient 
and  economical  administration;  and 

Whereas,  The  61  component  county  medical  soci- 
eties of  the  Medical  Society  of  the  State  of  New  York 
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hold  their  annual  meetings,  and  their  officers  assume 
office,  in  several  different  months;  and 

Whereas,  This  causes  confusion  and  inefficient  com- 
munications with  incumbent  officers  of  a county  medi- 
cal society;  and 

Whereas,  This  further  causes  unnecessary  waste  of 
funds  and  staff  time  for  the  preparation  and  main- 
tenance of  numerous  officer  and  committee  rosters, 
which  promptly  become  obsolete;  and 

Whereas,  The  more  or  less  simultaneous  assumption 
of  office  by  the  officers  of  the  component  county  medi- 
cal societies  would  result  in  savings  of  effort  and  funds 
and  improve  communications  between  the  county 
medical  societies  and  the  State  Medical  Society; 
therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  amended  as  follows: 

1.  Delete  Chapter  XIV,  Section  3. 

2.  Substitute  a new  Section  3,  which  shall  then  read 
as  follows:  “Each  component  county  medical  society 
shall  hold  an  annual  meeting  for  the  purpose  of  elect- 
ing officers  and  a delegate  or  delegates  to  represent 
it  in  the  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York  in  accordance  with  the  Con- 
stitution and  Bylaws. 

“The  annual  meeting  of  each  component  county 
medical  society  shall  be  held  between  January  1 and 
July  1 at  a time  which  it  shall  determined. 

“All  officers  of  the  component  county  medical  soci- 
ety shall  enter  upon  their  official  duties  between  May  1 
and  July  1 at  a date  determined  by  the  county  medi- 
cal society  and  shall  serve  for  a term  of  one  (1)  year, 
or  until  their  successors  are  duly  elected  and  quali- 
fied.” 

In  essence,  this  resolution  provides  that  all  newly 
elected  officers  of  component  county  societies  take  office 
between  May  1 and  July  1 . 

During  the  discussion,  attention  was  called  to  the  fact 
that  many  county  medical  societies  have  already  volun- 
tarily complied  with  the  intent  of  the  resolution  at  the 
request  of  the  field  service.  A member  of  the  commit- 
tee observed  that  the  language  of  the  resolution  was 
more  flexible  than  that  proposed  in  the  past  since  it 
allowed  a leeway  in  the  time  allotted  for  assumption  of 
duties  by  officers. 

The  committee  recommends  approval  of  this  resolu- 
tion. 

The  House  voted  to  adopt  resolution  70-16. 

Resolution  70-96 — Amendment  to  the  Bylaws, 
introduced  by  Thomas  F.  McCarthy,  M.D.,  Treasurer, 
as  an  individual. 

Resolved,  That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  amended  as  follows: 

1.  Page  9:  Insert  new  final  sentences  to  Section  6, 
Chapter  I,  which  shall  read: 

Any  life  member  who  holds  office  in  the  Medi- 
cal Society  of  the  State  of  New  York  or  its  district 
branches  and  removes  his  office  and  legal  resi- 
dence from  the  State  of  New  York  Shall  retain  his 
life  membership  in  his  local  county  medical  soci- 
ety and  the  Medical  Society  of  the  State  of  New 
York,  but  shall  be  automatically  resigned  from 
office.  The  Council  may  declare  this  office  as 
vacant  and  may  select  a successor  in  conformity 
with  the  Bylaws. 


2.  Page  14:  Insert  new  concluding  paragraph  to 

Section  1,  Chapter  III,  which  shall  read: 

When  any  elected  officer,  councilor,  or  trustee 
of  the  Medical  Society  of  the  State  of  New  York 
has  been  unable  to  fulfill  his  duties  due  to  physi- 
cal or  mental  illness  of  a permanent  nature,  the 
Council  shall  be  notified  of  this  fact  by  the  Presi- 
dent, and  the  Council  may  be  authorized  to  de- 
clare such  office  vacant  and  may  select  a succes- 
sor in  conformity  with  the  Bylaws. 

This  resolution  has  two  parts. 

The  first  part  proposes  that,  when  a life  member  re- 
moves his  office  and  legal  residence  out  of  the  State  of 
New  York,  he  may  retain  his  membership  in  his  county 
society  but  shall  be  automatically  removed  from  any 
office  he  may  hold  at  that  time. 

In  discussing  paragraph  1 of  the  resolution,  it  was 
noted  that  the  proposed  new  sentence  was  in  direct  con- 
tradiction to  the  previous  sentence  in  Section  6,  Chapter 
1,  which  states,  “Life  members  shall  not  be  subject  to 
dues  or  assessments  but  shall  be  accorded  all  the  rights 
and  privileges  of  active  membership.”  One  of  these 
rights  and  privileges  is  the  right  to  hold  office.  The 
committee  came  to  the  conclusion  that  such  a contra- 
diction did  exist  and  would  require  a change  in  the  en- 
tire section.  It,  therefore,  decided  to  recommend  that 
this  part  of  the  resolution  be  referred  for  further  study 
to  the  Ad  Hoc  Committee  to  Study  the  Constitution  and 
Bylaws  because  of  the  current  disparity  between  life  and 
active  members,  in  that  life  members,  as  it  stands  now, 
have  more  privileges  than  active  members,  for  example 
an  active  member  must  practice  or  reside  within  New 
York  State  to  exercise  his  rights  and  privileges,  but  a 
life  member  can  retain  his  membership  and  hold  office 
while  living  and  practicing  out  of  the  State. 

The  committee  recommends  referral  of  this  resolution. 

The  house,  after  discussion,  voted  to  refer  the  first 
paragraph  of  the  Resolved  portion  of  resolution  70-96 
to  the  Ad  Hoc  Committee  to  Study  the  Constitution  and 
Bylaws. 

The  second  part  of  this  resolution  reads  as  follows: 

2.  Page  14:  Insert  new  concluding  paragraph  to 

Section  1,  Chapter  III,  which  shall  read: 

W’hen  any  elected  officer,  councilor,  or  trustee 
of  the  Medical  Society  of  the  State  of  New  York 
has  been  unable  to  fulfill  his  duties  due  to  physi- 
cal or  mental  illness  of  a permanent  nature,  the 
Council  shall  be  notified  of  this  fact  by  the  Presi- 
dent, and  the  Council  may  be  authorized  to  de- 
clare such  office  vacant  and  may  select  a succes- 
sor in  conformity  with  the  Bylaws. 

In  discussing  paragraph  2,  the  need  for  the  proposed 
change  was  described,  but  it  was  also  pointed  out  that 
there  were  difficulties  involved  in  making  the  decision 
that  a man  was  unfit  to  continue  in  office.  It  was  sug- 
gested that  this  could  be  handled  by  obtaining  certifi- 
cation from  the  man’s  physician,  but  this  was  considered 
too  loose.  During  the  discussion,  it  was  decided  that  a 
better  method  of  bringing  this  about  was  using  as  a cri- 
terion the  individual  person’s  failure  to  carry  out  the 
duties  of  office.  It  was  agreed  that  language  similar  to 
that  used  in  the  American  Medical  Association’s  Consti- 
tution and  Bylaws  for  such  situations  be  used.  The 
committee  recommends  that  the  following  be  adopted  in 
lieu  of  paragraph  2. 

If  any  elected  officer,  councilor,  or  trustee  of  the 
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Medical  Society  of  the  State  of  New  York,  misses 
three  (3)  consecutive  regular  meetings  of  the  council 
or  board,  as  the  case  may  be,  without  proper  excuse, 
his  position  shall  be  considered  vacant.  The  vacancy 
shall  be  filled  as  provided  elsewhere  in  the  Bylaws 
and  the  matter  reported  to  the  ensuing  House  of  Dele- 
gates by  the  Council. 

The  committee  recommends  approval  of  this  portion 
of  the  resolution  as  amended. 

The  House,  after  discussion,  voted  to  adopt  the  sub- 
stitute for  paragraph  2 of  resolution  70-96. 

Resolution  70-97 — Re-election  to  Membership, 

introduced  by  Thomas  F.  McCarthy,  M.D.,  Treasurer, 
as  an  individual. 

WHEREAS.  The  Constitution  and  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  provide  for 
“reinstatement  to  membership”  but  does  not  provide 
for  “re-election  to  membership;”  and 

WHEREAS,  There  are  definite  differences  in  these  two 
membership  procedures,  namely  (a)  “reinstatement 
to  membership”  applies  only  to  former  members  who 
were  not  in  good  standing  at  the  time  their  member- 
ship was  terminated,  whose  reinstatement  involves 
payment  of  dues  and  assessments  for  the  year  of  de- 
linquency in  addition  to  dues  and  assessments  for  the 
year  of  reinstatement;  and  (b)  “re-election  to  member- 
ship” applies  only  to  former  members  who  resigned 
or  were  automatically  resigned  in  good  standing  and 
now  wish  to  re-activate  their  membership,  which  in- 
volves payment  only  of  current  year’s  dues  and  assess- 
ments; therefore  be  it 

Resolved,  That  Chapter  XIV,  Section  2,  be 
amended  to  include  a new  paragraph,  regarding  re- 
election  to  membership,  following  the  present  para- 
graph 3,  ending  with  the  words  “December  31st,”  to 
read  as  follows: 

Any  former  member  who  resigned  or  was  re- 
signed from  membership  in  good  standing,  wish- 
ing to  re-activate  his  membership,  may  do  so  by 
applying  for  re-election  to  membership  through 
the  component  county  medical  society  in  which  he 
practices  or  maintains  legal  residence. 

This  resolution  asks  for  stricter  definition  of  reinstate- 
ment of  a delinquent  member  and  re-election  of  a mem- 
ber who  has  previously  resigned  in  good  standing. 

During  discussion,  it  was  pointed  out  that  there  would 
be  a difference  in  the  manner  in  which  the  investigation 
was  carried  out  and  in  the  collection  of  dues  from  a 
delinquent  former  member  reapplying  for  membership. 
Further,  a physician  suspended  because  of  legal  action 
or  nonpayment  of  dues  would  be  able  to  apply  for  re- 
instatement, while  a physician  leaving  in  good  standing 
would  be  able  to  apply  for  re-election.  It  was  noted  that 
a member  who  resigned  is  not  responsible  for  back  dues 
on  reapplying  for  membership.  The  members  of  the 
committee  came  to  the  conclusion  that  there  was  no 
need  for  an  amendment  to  include  the  term  “re- 
election.”  It  was  observed  that,  if  a physician  resigned 
in  good  standing,  there  would  be  no  question  concerning 
dues  but  that  an  investigation  would  still  have  to  be 
done.  The  chairman  suggested  that  this  matter  should 
be  brought  to  the  attention  of  the  Ad  Hoc  Committee  to 
Study  the  Constitution  and  Bylaws. 

The  committee,  therefore,  recommends  referral  of  this 
resolution  to  the  Ad  Hoc  Committee  to  Study  the  Con- 
stitution and  Bylaws  for  its  information. 


The  House,  after  discussion,  voted  to  refer  resolution 
70-97  to  the  Ad  Hoc  Committee  to  Study  the  Consti- 
tution and  Bylaws. 


Resolution  70-17 — Revision  and  Up-dating  of  Prin- 
ciples of  Professional  Conduct  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  introduced  by  Joseph  G. 
Zimring,  M.D.,  Chairman,  Committee  on  Ethics,  as  an 
individual. 

WHEREAS,  The  Committee  on  Ethics  was  mandated 
by  the  Council  in  September,  1968,  and  by  the  House 
of  Delegates  in  February,  1969,  to  update,  correct, 
revise,  and  provide  new  interpretations  of  the  Princi- 
ples of  Professional  Conduct  of  the  Medical  Society 
of  the  State  of  New  York;  therefore  be  it 
Resolved,  That  Chapter  I,  Section  1,  be  amended 
as  follows: 

Delete  the  third  and  fourth  sentences  so  that 
Section  1 shall  then  read  as  follows:  “The  prime 
object  of  the  medical  profession  is  to  render  ser- 
vice to  humanity;  reward  or  financial  gains  is  a 
subordinate  consideration.  Whoever  chooses  this 
profession  assumes  the  obligation  to  conduct  him- 
self in  accord  with  its  ideals.  As  was  said  by 
Hippocrates,  ‘He  should  also  be  modest,  sober, 
patient,  prompt  to  do  his  whole  duty  without 
anxiety;  pious  without  going  as  far  as  supersti- 
tion, conducting  himself  with  propriety  in  his 
profession  in  all  the  actions  of  his  life.’  ”;  and  be 
it  further 

Resolved,  That  the  title  of  Section  2,  Chapter  I,  be 
deleted;  and  be  it  further 

Resolved,  That  Chapter  I,  Section  2,  be  amended  as 
follows: 

Omit  the  word  “enmities”  and  add  the  word 
“ethnic”  in  the  first  sentence  so  that  the  first 
sentence  shall  then  read  as  follows:  “The  pro- 

fession of  medicine,  having  for  its  end  the  common 
good  of  mankind,  knows  nothing  of  national, 
ethnic,  or  sectarian  dissentions”;  and  be  it  further 
Resolved,  That  Chapter  I,  Section  2,  be  further 
amended  by  deleting  the  entire  second  sentence  and 
substituting  therefor  the  sentence,  “Health  care  is 
the  sole  condition  of  its  ministry  without  stint  or 
scruple.”;  and  be  it  further 

Resolved,  To  further  amend  Chapter  I,  Section  2, 
by  omitting  the  asterisk  and  the  words  “Sir  Thomas 
Watson”;  and  be  it  further 

Resolved,  That  Chapter  I,  Section  3,  be  amended 
by  adding  the  word  “Partnerships”  after  the  word  ' 
“companies”  so  that  Section  3 shall  then  read  as 
follows:  “These  Principles  of  Professional  Conduct 

shall  apply  to  doctors  of  medicine  as  individuals  or  as  i 
members  of  staffs  of  hospitals,  clinics,  colleges,  ' 
schools,  foundations,  companies,  partnerships,  or  , 
groups  by  whatever  name  they  may  be  known”;  and  | 
be  it  further  I 

Resolved,  That  Chapter  I,  Section  4,  paragraph  2,  [ 

be  amended  by  adding  the  words  “or  participants” 
after  the  word  “subscribers”  and  again  after  the  phrase  j 
“and  directs  such  subscribers”  so  that  paragraph  2 i 
shall  then  read  as  follows:  “It  should  be  understood  ' 
that  any  medical  care  plan,  company,  or  organization 
which  advertises  for  subscribers  or  participants  and 
directs  such  subscribers  or  participants  to  a restricted 
panel  of  doctors  of  medicine  for  medical  care  is  adver- 
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tising  for  the  benefit  of  the  doctors  of  medicine  in- 
volved”; and  be  it  further 

Resolved,  That  Chapter  I,  Section  4,  be  further 
amended  by  adding  a third  paragraph  which  shall  then 
read  as  follows;  “Listing  in  nonprofessional  directo- 
ries or  brochures  of  limited  circulation  put  forth  by 
organizations  which  are  charitable  or  nonprofit  in 
nature,  such  as  churches,  temples,  local  clubs,  and 
others  shall  not  be  considered  unethical  or  unprofes- 
sional conduct  provided  that  such  listings  do  not  con- 
flict with  the  principles  of  ethics  or  the  regulations  of 
the  county  medical  society  involved”;  and  be  it  further 

Resolved.  That  Chapter  I,  Section  5,  paragraph  3, 
be  amended  by  adding  the  word  “therefore”  after  the 
word  “medicine”  in  the  first  sentence  so  that  the  first 
sentence  shall  then  read  as  follows;  “An  ethical  doc- 
tor of  medicine,  therefore,  may  provide  appropriate 
information  regarding  important  medical  and  public 
health  matters  which  have  been  discussed  during  open 
medical  meetings  or  in  technical  papers  which  have 
been  published,  and  he  may  reveal  information  regard- 
ing a patient’s  physical  condition  if  the  patient  gives 
his  permission,  but  he  should  seek  the  guidance  of 
appropriate  officials  and  designated  spokesmen  of 
component  or  constituent  medical  societies”;  and  be 
it  further 

Resolved,  That  Chapter  I,  Section  6,  paragraph  1, 
be  simplified  in  its  construction  and  interpretation  by 
dividing  it  into  three  paragraphs,  without  alteration 
of  the  text,  as  follows;  Paragraph  1 shall  consist  of 
sentences  one  and  two;  paragraph  2 shall  consist  of 
sentences  three  and  four;  and  paragraph  3 shall  consist 
of  sentence  five;  and  be  it  further 

Resolved,  That  Chapter  I,  Section  6,  be  amended  by 
adding  the  following  two  paragraphs  immediately 
after  paragraph  2:  “An  ethical  doctor  of  medicine 

shall  not  have  any  financial  interest  in  or  own  an  opti- 
cal dispensing  facility  such  as  retail  commercial  store 
which  sells  optical  products  to  the  general  public,  un- 
less it  is  established  to  the  satisfaction  of  the  local 
county  medical  society  that  such  participation  or 
ownership  is  necessary  to  meet  the  needs  of  the  com- 
munity. 

“An  ethical  doctor  of  medicine  shall  not  have  any 
financial  interest  in  or  own  a pharmacy  unless  it  is 
established  to  the  satisfaction  of  the  local  county 
medical  society  that  such  ownership  or  participation 
is  necessary  to  meet  the  needs  of  the  patients  of  the 
community”;  and  be  it  further 

Resolved,  That  Chapter  II,  Section  1,  be  amended 
by  substituting  for  the  word  “assumed”  the  words, 
“wrongfully  implied”  in  the  fourth  sentence,  so  that 
the  sentence  shall  then  read  as  follows;  “A  consul- 
tation with  a cultist  is  a futile  gesture  if  the  cultist 
is  wrongfully  implied  to  have  the  same  high  grade  of 
knowledge,  training,  and  experience  as  is  possessed  by 
the  doctor  of  medicine”;  and  be  it  further 

Resolved,  That  Chapter  II,  Section  3,  be  amended 
by  deleting  that  portion  of  the  sentence  beyond  the 
word  “family”  and  substituting  therefor  the  phrase 
“the  patient  and  the  authorized  or  legal  agent  of  the 
patient,  when  in  the  doctor’s  considered  opinion,  the 
circumstances  demand  it”  so  that  Section  3 shall  then 
read  as  follows;  “The  doctor  of  medicine  should  be 
a minister  of  hope  and  comfort  to  the  sick;  however,  he 
should  not  fail  to  give  timely  notice  of  dangerous  mani- 
festations to  the  family,  authorized  or  legal  agent  of 


the  patient,  and  also  to  the  patient,  when  in  the 
doctor’s  considered  opinion  the  circumstances  demand 
it”;  and  be  it  further 

Resolved,  That  Chapter  III,  Article  II,  Section  1,  be 
amended  by  adding  the  words  “except  otherwise  here- 
in provided”  at  the  end  of  the  section  so  that  Section 
1 shall  then  read  as  follows;  “As  a general  rule,  a 
doctor  of  medicine  should  not  attempt  to  treat  mem- 
bers of  his  family  or  himself.  Consequently,  a doctor 
of  medicine  should  cheerfully  and  without  recompense 
give  his  professional  services  to  doctors  of  medicine 
or  their  dependents  if  they  are  in  the  vicinity  except 
otherwise  herein  provided”;  and  be  it  further 

Resolved,  That  Chapter  III,  Article  III,  Sections, 
be  amended  by  adding  the  words  “unless  the  patient 
insists  on  the  change”  after  the  word  “consultation” 
so  that  Section  8 shall  then  read  as  follows;  “When 
a doctor  of  medicine  has  acted  as  consultant  in  an  ill- 
ness, he  should  not  become  the  doctor  of  medicine  in 
charge  in  the  course  of  that  illness,  except  with  the 
con.sent  of  the  doctor  of  medicine  who  was  in  charge 
at  the  time  of  the  consultation  unless  the  patient  in- 
sists on  the  change”;  and  be  it  further 

Resolved,  That  Chapter  III,  Article  VI,  Section  6, 
be  amended  by  adding  the  words  “Permit  himself  to 
be  coerced  directly  or  indirectly”  after  the  words 
“Should  not”  in  the  first  sentence  so  that  the  sentence 
shall  then  read  as  follows;  “Except  where  permitted 
by  law  and  only  in  the  manner  permitted  and  to  the 
extent  permitted  by  law  a doctor  of  medicine  should 
not  permit  himself  to  be  coerced  directly  or  indirectly 
to  dispose  of  his  professional  attainments  or  services 
to  any  hospital,  lay  body,  organization,  group,  or  indi- 
vidual, by  whatever  name  called,  or  however  orga- 
nized, under  terms  or  conditions  which  permit  exploi- 
tation of  the  services  of  the  doctor  of  medicine  for  the 
financial  profit  of  the  agency  concerned”;  and  be  it 
further 

Resolved,  That  Chapter  III,  Article  VI,  Section  7, 
be  amended  by  deleting  the  first  sentence  and  substi- 
tuting therefor  the  following  two  sentences;  “It  is  not 
unethical  for  a fee  to  be  prorated  among  two  or  more 
doctors  of  medicine  when  such  doctors  have  actively 
participated  in  the  medical  and/or  surgical  care  of  a 
patient  and  each  physician’s  fee  is  commensurate  with 
the  services  he  has  rendered.  The  patient  who  has 
received  such  joint  services  shall  be  advised  of  the 
participation  of  each  physician  and  shall  receive  a 
separate,  itemized  statement  from  each”;  and  be 
it  further 

Resolved,  That  the  following  be  made  a new  Section 
8,  of  Chapter  III,  Article  VI,  entitled,  “Use  of  Credit 
Cards  for  Payment  of  Fees”; 

“The  use  of  credit  cards  is  not  approved  in  the 
payment  of  medical  fees.” 

Resolution  70-17  involves  a lengthy  dissection  of  the 
the  present  Principles  of  Professional  Conduct  with 
recommendations  for  many  changes. 

The  committee  discussed  the  proposed  revision  in 
great  detail,  but,  since  there  were  no  reasons  given  in  the 
resolution  for  the  proposed  changes  and  the  proposer  was 
unavailable  to  explain  the  changes,  the  committee  could 
find  no  sufficient  reasons  for  making  the  changes.  The 
committee  members  were  also  of  the  opinion  that  the  en- 
tire Principles  of  Professional  Conduct  should  be  revised 
and  modernized  and  that  such  revision  should  not  be 
done  piecemeal. 
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It  was  further  suggested  that  this  resolution  be  referred 
back  to  the  Committee  on  Ethics  or  to  a new  special 
committee  for  revision  and  updating  as  needed.  It  was 
also  emphasized  that  these  ethical  guidelines  were  ex- 
tremely important,  especially  at  the  present  time  with 
controversy  involving  the  performance  of  abortions, 
advertising,  group  practice,  and  others,  and  that  the 
subject  is  far  too  complex  to  be  handled  by  this  com- 
mittee in  the  usual  manner. 

The  committee  recommends  that  this  resolution  be 


Scientific  Activities  and  Publications 


Journal 

The  annual  reports  concerning  the  Journal  can  be 
found  under  the  Reports  of  the  Executive  Vice-President, 
pages  1305  and  1312. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON  SCIENTIFIC 
ACTIVITIES  AND  PUBLICATIONS:  The  following  report 

was  presented  by  John  A.  Finkbeiner,  M.D.,  chairman. 

The  New  York  State  Journal  of  Medicine  continues 
to  be  a nationally  and  internationally  recognized  pub- 
lication of  outstanding  scientific  information,  with  ap- 
proximately 5,000  out-of-state,  including  2,000  inter- 
national, subscriptions.  As  a State  Journal,  it  serves 
as  a model  which  others  try  to  emulate. 

Through  your  reference  committee,  the  House  of  Dele- 
gates and  the  Medical  Society  of  the  State  of  New  York 
again  acknowledge  their  gratitude  for  the  continuing  and 
superior  performance  of  William  Hammond,  M.D., 
editor,  and  his  editorial  board  of  authoritative  and 
competent  physicians  and  of  Elizabeth  C.  Smith,  man- 
aging editor,  and  her  staff. 

Your  reference  committee  heartily  endorses  the  com- 
ments of  our  president,  Walter  S.  Walls,  M.D.,  when,  in 
presenting  the  Distinguished  Service  Awards,  he  stated 
that  the  honors  not  only  were  our  expressions  of  gratitude 
to  the  individuals,  but  reflected  the  outstanding  leader- 
ship of  Dr.  Hammond.  Your  reference  committee  notes 
that  although  the  Journal  currently  receives  far  more 
manuscripts  than  can  be  published,  we  suggest  that  the 
editorial  board  solicit  suitable  scientific  articles  from 
medical  students  and  encourage  the  submission  of  their 
prize-winning  essays  and  other  competitive  scientific 
manuscripts. 

The  new  format  of  the  Journal  announced  to  the 
House  of  Delegates  last  year  is  most  welcome,  not  only 
for  its  new  size,  which  hopefully  may  attract  increased 
advertising  revenue,  but  especially  for  its  new,  larger, 
and  more  readable  type.  The  revised  cover,  the  im- 
proved reproduction  of  the  illustrations,  and  the  perfect 
binding  of  the  Journal  enhance  the  acceptability  of  its 
meaningful  substance.  Your  reference  committee  was 
delighted  to  be  informed  that  with  all  these  improve- 
ments, a saving  of  $30,000  a year  had  been  effected. 

Your  reference  committee  commends  J.  Richard 
Burns,  J.D.,  director  of  the  Business  Division;  Robert 
Miller,  production  manager;  and  the  Mack  Printing 
Company  for  their  efforts. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


referred  to  the  Committee  on  Ethics  and  that  a special 
committee  be  appointed,  similar  to  the  Ad  Hoc  Commit- 
tee to  Study  the  Constitution  and  Bylaws,  to  study  the 
Principles  of  Professional  Conduct  and  to  update  and 
revise  it,  where  appropriate,  with  specific  reasons 
given  for  the  proposed  changes. 

The  House  voted  to  refer  resolution  70-17  to  the  Com- 
mittee on  Ethics  with  the  recommendation  of  the  House 
Committee  on  Constitution  and  Bylaws. 


What  Goes  On 

The  annual  report  concerning  What  Goes  On  can  be 
found  under  the  Reports  of  the  Executive  Vice-Presi- 
dent, page  1304. 

REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC 
ACTIVITIES  AND  PUBLICATIONS:  The  following  report  ' 

was  presented  by  John  A.  Finkbeiner,  M.D.,  chairman. 

What  Goes  On  continues  to  be  a useful  supplement  to  | 
the  Journal.  ! 

Your  committee  believes  that  this  section  should  be 
expanded  as  a practical  method  of  announcing  programs 
for  “Continuing  Medical  Education.”  Undoubtedly,  | 
many  hospitals  conducting  “Teaching  Days,”  important 
lectureships,  and  similar  programs  should  utilize  What 
Goes  On.  Your  reference  committee  suggests  that  the 
medical  schools  and  teaching  hospitals  be  reminded  of 
this  opportunity  to  publicize  their  programs. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


Archives 

To  the  House  of  Delegates,  Gentlemen: 


The  members  of  the  Committee  on  Archives  are  as 
follows: 

Joseph  A.  Tamerin,  M.D.,  Chairman New  York 

Morris  R.  Keen,  M.D Suffolk 

Bernard  J.  Margolius,  M.D Greene 

Harriet  Northrop,  M.D Chautauqua 


A program  has  been  prepared  for  the  February  14, 
1971,  Session  on  Archives  at  the  annual  meeting,  entitled 
“A  Salute  to  New  York  Hospital  on  the  Occasion  of  Its 
Bicentennial.”  A distinguished  panel  of  speakers  has 
been  assembled,  and  it  is  hoped  that  a significant  his- 
torical contribution  to  the  Journal  will  be  forthcoming.  | 

We  have  also  engaged  in  collateral  archival  activities  !; 
with  county  medical  societies  and  with  the  Department  | 
of  Regional  History  and  Archives  at  Cornell  University  in  i' 
Ithaca.  Our  efforts  to  encourage  county  medical  so-  j 
cieties  to  discover  and  preserve  their  archives  have  had  j 
varying  rewards.  ( 

Eventually  a complete  report  will  be  made,  but  in  the  I 
meantime,  it  is  my  suspicion  that  most  of  these  archives  , 
have  been  lost  or  at  least  hidden. 

Respectfully  submitted,  j 

Joseph  A.  Tamerin,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC 
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ACTIVITIES  AND  PUBLICATIONS  The  followirifj  report  was 
presented  by  -John  A.  Kinkbeiner,  M.D.,  chairman. 

-J.  Richard  Burns,  -I. I).,  reported  for  the  Committee 
on  Archives. 

The  county  societies  again  are  requested  to  forward 
suitable  material  for  repository  at  the  Olin  Library, 
Cornell  University,  at  Ithaca.  Any  material  so  depos- 
ited is  available  on  the  request  of  the  president  or  execu- 
tive vice-president  within  twenty-four  hours  after  receiv- 
ing the  request. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Prize  Essays  (Annual) 

To  the  House  of  Deleftates: 

The  members  of  the  Committee  on  Prize  Essays  are: 

Alfred  A.  Angrist,  M.D.,  Chairman  Bronx 

-J.  Frederick  Eagle,  M.I).  New  York 

Richard  I).  Eberle,  M.I).  Syracuse 

During  1970  your  committee  opened  competition  for 
the  1971  Albion  O.  Bernstein,  M.I).,  Award.  Entry 
forms  and  posters  were  mailed  to  4, (XX)  hospitals,  spe- 
cialty and  medical  associations,  government  health 
officers,  and  medical  publications. 

This  national  award  will  be  given  to  the  physician, 
surgeon,  or  scientist  who  shall  have  made  the  most  wide- 
ly beneficial  scientific  discovery  in  medicine,  surgery, 
or  prevention  of  disease  during  the  period  November  23, 
1969,  to  November  23,  1970.  The  award,  comprising 
$1,500  and  a scroll,  will  be  presented  at  our  convention 
to  be  held  on  F'ebruary  14  through  18,  1971.  It  was  creat- 
ed by  Morris  J.  Bernstein,  of  New  York  City,  in  memory 
of  his  physician-son  who  died  in  an  accident  while  an- 
swering an  emergency  ambulance  call  on  November  23, 
1940. 

The  award  was  last  given  in  1969  to  Baruch  S.  Blum- 
berg,  M.D.,  Institute  for  Cancer  Research,  Philadelphia, 
for  his  discovery  of  Australia  antigen  and  its  possible 
relation  to  viral  hepatitis  and  his  description  of  man’s 
varying  response  to  this  agent. 

Previous  recipients  were  Herbert  A.  Kaufman,  M.D., 
University  of  Florida  School  of  Medicine,  and  -James 
O.  Elam,  M.D.,  of  Buffalo.  Dr.  Kaufman  was  cited 
in  1963  for  development  of  the  use  of  an  antimetabolic 
agent,  idoxuridine,  in  the  treatment  of  virus  infections 
which  contain  deoxvTibonucleic  acid.  Dr.  Elam  received 
the  award  in  1962  for  his  development  of  the  mouth-to- 
mouth  resuscitation  method. 

In  addition,  your  chairman  suggested  to  Mr.  Bern- 
stein’s attorneys  that  he  consider  endowing  the  research 
libraiy  in  our  new  headquarters  building  in  Lake  Suc- 
cess, and  that  this  would  become  a permanent  repository 
for  the  award  memorabilia.  This  proposal  was  accepted, 
and  we  are  informed  that  Mr.  Bernstein  made  provision 
for  a $100,000  bequest  in  his  will  for  this  purpose.  Among 
Mr.  Bernstein’s  other  philanthropies  benefiting  medicine 
are  the  Institute  for  Pastoral  Psychology  of  the  Jewish 
Theological  Seminary  and  the  Morris  Bernstein  Pavilion 
at  Beth  Israel  Hospital,  known  for  its  pioneering  work 
in  the  use  of  methadone  for  the  treatment  of  drug  addic- 
tion. 

In  February,  1968,  the  House  adopted  a recommenda- 
tion that  prize  essay  awards,  the  Lucien  Howe  $100  prize 
for  the  best  original  contribution  to  some  branch  of  sur- 


gery, preferably  ophthalmology,  and  the  Merit  H.  Cash 
prize  for  $1(X)  for  the  best  original  essay  on  a medical 
or  surgical  subject,  be  given  every  three  years.  These 
essay  awards  were  last  presented  in  1969  and  will,  there- 
fore, be  awarded  again  in  1972. 

Respectfully  submitted, 

Alfred  A.  Angrist,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC 
ACTIVITIES  AND  PUBLICATIONS  The  following  report 
was  presented  by  -John  A.  F'inkbeiner,  M.D.,  chairman. 

Your  committee  wishes  to  acknowledge  and  commend 
Alfred  A.  Angrist,  M.D.,  and  the  members  of  the  Com- 
mittee on  Prize  Flssays  for  the  careful  and  time-consum- 
ing efforts  required  in  their  search  for  the  outstanding 
candidate  for  the  Albion  O.  Berstein,  M.D.,  Award  for 
1971. 

I'he  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Prize  Essays  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  the  Report  of  the  Committee  on 
Prize  Essays  consists  of  the  following  members: 


Alfred  A.  Angrist,  M.D.,  Chairman  Queens 

-J.  Frederick  Flagle,  M.I).  New  York 

Richard  I).  Eberle,  M.I).  Onondaga 


The  Prize  Essays  Committee  did  not  conduct  any 
contest  for  essays,  in  keeping  with  the  resolution  of  the 
House  of  Delegates. 

The  Albion  O.  Bernstein,  M.D.,  Award  had  a number 
of  outstanding  names  submitted,  and  this  did  give  the 
committee  a welcome  problem  in  picking  the  one  best 
candidate.  The  final  decision  was  to  recommend  that 
the  Albion  O.  Bernstein,  M.D.,  Award  be  presented  to 
Ludwik  Gross,  M.D.,  Kingsbridge  Veterans  Facility,  for 
his  outstanding  and  momentous  work  on  viral  relation- 
ship to  tumors.  His  text  on  viral  oncogenic  tumors  rep- 
resents a review  of  his  past  work  and  points  to  future 
potential  work  with  great  promise. 

Your  chairman  wishes  to  express  his  personal,  grate- 
ful appreciation  and  fully  deserved  gratitude  of  the  Med- 
ical Society  of  the  State  of  New  York  to  the  other  mem- 
bers of  the  committee  who  labored  long  and  diligently 
in  making  the  selection,  a difficult  task  indeed. 

Respectfully  submitted, 

Alfred  A,  Angrist,  M.D.,  Chairman 

The  House  received  this  as  information. 

Convention 

To  the  House  of  Delegates,  Gentlemen: 

1970  Convention.  The  1970  Convention  Committee 


included  the  following  members. 

Bernard  J.  Pisani,  M.D.,  Chairman  New  York 

Frank  LaGattuta,  M.D. Bronx 

Joseph  G.  Zimring,  M.D Nassau 

George  Himler,  M.D.,  ex  officio New  York 

Norman  S.  Moore,  M.D.,  ex  officio Tompkins 

William  Hammond,  M.D.,  ex  officio  Westchester 


The  164th  Annual  Convention  of  the  Medical  Society 
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of  the  State  of  New  York  was  held  on  Sunday,  February 
8 through  Thursday,  February  12,  1970,  at  the  Ameri- 


cana  of  New  York. 

Registrations  figures  follow: 

Physicians 

2,864 

Allied  professions 

520 

Guests 

745 

Technical  exhibitors 

788 

Total  4,917 

This  attendance  figure  is  about  the  same  as  that  for 
the  1968  meeting,  although  considerably  larger  than  the 
1969  convention  held  in  “the  year  of  the  snowstorm.” 

House  of  Delegates,  George  Himler,  M.D.,  Speaker. 
The  House  of  Delegates  assembled  on  Sunday,  February 
8,  at  2:00  p.m.  and  adjourned  on  Thursday,  February  12, 
at  noon.  One  hundred  resolutions  were  received  and 
acted  on.  Elections  of  officers  of  the  State  Medical 
Society  and  delegates  to  the  AMA  were  held  on  Thurs- 
day. 

Scientific  Program,  Bernard  J.  Pisani,  M.D.,  Chair- 
man. Following  is  the  attendance  at  scientific  section 
and  session  meetings: 

Sections — Allergy  68,  Anesthesiology  (combined  with 
Obstetrics  and  Gynecology)  180,  Archives  20,  Chest 
Diseases  128,  Data  Processing  in  Medicine  75,  Derma- 
tology and  Syphilology  124,  Gastroenterology  and  Proc- 
tology 50,  General  Practice  90,  History  of  Medicine  15, 
Industrial  Medicine  and  Surgery  68,  Internal  Medicine 
500,  Medical-Legal  and  Workmen’s  Compensation  35, 
Neurology  and  Psychiatry  40,  Obstetrics  and  Gynecol- 
ogy (combined  with  Anesthesiology)  180,  Ophthalmology 
83,  Orthopedic  Surgery  81,  Otolatyngology  90,  Pathol- 
ogy, Clinical  Pathology  and  Blood  Banking  71,  Pediat- 
rics 62,  Physical  Medicine  and  Rehabilitation  50,  Plastic 
and  Reconstructive  Surgery  90,  Preventive  Medicine 
and  Public  Health  45,  Radiology  56,  School  Health  41, 
Space  Medicine  73,  Surgery  70,  and  Urology  49. 

General  Sessions — Sunday  100,  Monday  200,  Tuesday 
100,  Wednesday  100. 

A special  meeting  on  malpractice  problems  was  held 
on  Sunday,  and  was  attended  by  about  100.  A workshop 
on  the  same  subject  was  arranged  by  the  chairman  of 
our  malpractice  committee.  The  Session  on  School 
Health  was  established  as  a section.  Voting  for  officers 
of  this  section  will  take  place  in  February,  1971.  The 
Section  on  Anesthesiology  and  the  Section  on  Obstetrics 
and  Gynecology  conducted  a successful  and  well-at- 
tended combined  meeting. 

The  Section  on  Internal  Medicine,  in  cooperation  with 
the  New  York  State  Society  of  Internal  Medicine,  held 
an  outstanding  meeting  on  the  subject  “The  Liver.” 
An  overflow  attendance  of  more  than  500  was  present. 

Scientific  Exhibits,  Albert  H.  Douglas,  M.D.,  Chair- 
man. Thirty-five  scientific  exhibits  were  accepted  and 
presented.  This  is  a smaller  number  of  exhibits  than 
we  have  had  in  the  past.  The  trend  seems  to  be  toward 
constructing  larger  exhibits  than  the  old  standard  “ten 
feet.”  Possibly  due  to  tbe  curtailment  of  funds  for  many 
research  projects,  there  were  not  as  many  exhibit  appli- 
cants as  in  past  years.  The  chairman  wishes  to  thank 
this  committee  and  Miss  Mollie  Pesikoff  for  their  help, 
support,  and  arrangements  of  the  scientific  exhibit  areas. 

Scientific  Exhibits  Awards  Committee,  P.  Frederic 
Metildi,  M.D.,*  Chairman.  Awards  for  the  best  scien- 
*I)eceased. 


tific  exhibits  were  made  in  two  categories,  clinical  re- 
search and  scientific  research.  A first,  second,  and  an 
honorable  mention  designation  was  made  in  each  cate- 
gory. Temporary  certificates,  identifying  winners,  were 
presented  at  the  meeting,  and  after  the  convention,  the 
permanent  certificates  were  sent  to  all  of  the  award  win- 
ning exhibitors.  Because  of  tbe  absence  of  two  members 
appointed  to  the  Scientific  Exhibit  Awards  Committee, 
Leonard  F.  Ciner,  M.D.,  of  New  York  City,  was  ap- 
pointed to  work  with  Dr.  Metildi  in  selecting  the  win- 
ning exhibits.  We  are  grateful  to  him  for  his  excellent 
services. 

Technical  Exhibits,  William  B.  Rawls,  M.D.,  Chair- 
man. Mrs.  Camille  M.  Cunningham,  technical  exhibits 
manager,  reports  that  102  booths  were  sold.  Placing 
the  main  registration  desk  directly  inside  of  Albert  Hall 
resulted  in  heavier  traffic  in  the  exhibit  hall,  thereby 
pleasing  the  exhibitors. 

We  apparently  receive  the  highest  physician-registra- 
tion on  Sunday,  the  opening  day  of  the  meeting. 

Following  are  some  of  the  comments  from  the  Medical 
Exhibitors  Association’s  evaluation  report:  “best  State 
convention  ever  attended  good  physician  attendance, 
good  interest,  and  good  exhibit  conditions.” 

Dinner  Dance,  Arthur  H.  Diedrick,  M.D.,  Chairman. 
The  dinner  dance,  in  honor  of  Walter  T.  Heldmann, 
M.D.,  president  of  the  Medical  Society  of  the  State  of 
New  York,  was  held  on  Wednesday  evening,  February 
11,  and  was  attended  by  about  300  guests.  A reception 
in  tbe  Versailles  Ballroom  preceded  the  dinner  which 
was  held  in  the  Royal  Ballroom.  Henry  I.  Fineberg, 
M.D.,  was  toastmaster.  The  music  was  supplied  by 
Ben  Cutler  and  his  orchestra. 

Scientific  Motion  Pictures,  Kenneth  B.  Olson, 
M.D.,  and  James  J.  Quinlivan,  M.D.,  Chairmen.  The 
scientific  motion  picture  program  was  again  supervised 
and  coordinated  by  the  New  York  State  Department  of 
Health.  John  F.  Tiley,  Albany  office  of  the  State  De- 
partment of  Health,  was  made  available  to  oversee  all 
proceedings  and  record  attendance.  The  State  Medical 
Society  appreciates  the  cooperation  and  services  ren- 
dered by  the  New  York  State  Department  of  Health. 

Medical  Aspects  of  Sports,  Ralph  S.  Emerson,  M.D., 
Chairman.  The  annual  sports  symposium  was  held  on 
Saturday,  February  7,  the  day  preceding  the  annual 
convention.  An  excellent  program,  as  well  as  films  and 
clinical  taping  sessions,  was  presented.  The  attendance 
and  interest  displayed  were  excellent.  The  guest 
speaker  at  the  luncheon  was  Weeb  Ewbank,  coach  of  the 
New  York  Jets  football  team.  A presentation  acknowl- 
edging the  hard  work,  leadership,  and  direction  over 
the  past  three  years  to  this  topic  was  made  to  Dr. 
Emerson  by  Mr.  Ewbank. 


1971  Convention.  The  1971  Convention  will  again 
be  held  at  the  Americana  of  New  York,  on  Sunday, 
February  14,  through  Thursday,  February  18.  The 
scientific  program  will  close  on  Wednesday  at  5:00  p.m., 
but  tbe  House  of  Delegates  will  continue  in  session  until 
Thursday.  There  will  also  be  another  sports  symposium 
on  the  Saturday  preceding  the  meeting.  Plans  for  each 
of  these  activities  are  well  under  way. 

It  is  with  profound  sorrow  that  the  chairman  reports 
the  death  of  two  outstanding  members  of  the  Scientific 
Program  Committee.  Vaughan  C.  Mason,  M.D.,  New 
York  City,  a valued  member  of  the  Scientific  Program 
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Committee,  died  on  June  29,  1970.  Many  general  ses- 
sion programs  were  the  result  of  his  initiation.  P. 
Frederic  Metildi,  M.D.,  a famous  scholar  and  doctor, 
died  on  October  12,  1970.  His  friendships  and  broad 
acquaintance  with  medical  scientists  all  over  the 
world  brought  outstanding  participants  to  the  general 
session  programs,  many  of  which  he  chaired. 

We  wish  to  thank  the  members  of  the  Medical  Assist- 
ants Association  who  willingly  aided  and  recorded  at- 
tendance at  the  scientific  meetings. 

Respectfully  submitted, 

Bernard  J.  Piaani,  M.D.,  Chairman 


felt  handicapped  by  the  lack  of  an  official  opinion  from 
the  United  States  Bureau  of  Standards,  the  United 
States  Bureau  of  Consumer  Affairs,  and  the  Food  and 
Drug  Administration  regarding  the  durability  of  the 
handb(X)k  carriers.  Realizing  that  the  eternity  of  our 
gratitude  will  vary  with  the  durability  of  the  handbook 
carriers,  we  wish  to  amend  this  resolution  as  follows: 
Resolved,  That  the  gratitude  of  the  House  of  Delegates 
be  temporarily  expressed  by  acclamation. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  approving  resolution  71-93. 


REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC 
ACTIVITIES  AND  PUBLICATIONS  The  following  report 
was  presented  by  John  A.  Finkbeiner,  M.D.,  chairman. 

Your  committee  wishes  to  commend  Bernard  J.  Pisani, 
M.D.,  and  his  committee  members,  once  again  for 
producing  an  outstanding  convention,  both  in  the  sci- 
entific and  technical  programs.  Your  committee  notes 
with  pleasure  the  increase  in  number  and  the  superior 
quality  of  the  scientific  exhibits,  particularly  in  clinical 
research.  We  suggest  that  the  Convention  Committee 
actively  solicit  more  exhibits  on  basic  research,  par- 
ticularly those  of  clinical  interest,  from  the  National 
Institutes  of  Health,  the  Rockefeller  University,  and 
from  the  various  medical  schools  in  the  State  of  New 
York. 

Your  committee  again  commends  Ralph  S.  Emerson, 
M.D.,  on  the  fourth  annual  Symposium  on  Medical  As- 
pects of  Sports.  We  note  that  this  program  was  co- 
sponsored by  the  New  York  State  Public  High  School 
Athletic  Association,  the  Health,  Physical  Education 
and  Recreation  Association,  the  Eastern  States  Trainers 
Association,  and  the  Touchdown  Club  of  New  York. 
We  further  note  that  the  attendance  was  in  excess  of 
500  persons. 

Your  reference  committee  notes  the  increased  atten- 
dance at  the  scientific  meetings  on  Sunday  and  Monday, 
perhaps  coincidental  to  the  holiday  weekend.  Your 
committee  appreciates  that  arrangements  have  been 
made  for  three  years  in  advance,  but  it  is  hoped  that  in 
the  future,  the  date  of  the  convention  of  the  Medical 
Society  of  the  State  of  New  York  will  coincide  with  the 
holiday  weekend. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

71  -93.  Eternal  Gratitude  to  the  Convention  Com- 
mittee and  all  Concerned  Individuals 
Introduced  by  Irving  G.  Frohman,  M.D.,  Queens  County, 
as  an  individual 

WHEREAS.  The  Delegates  of  this  House  have  for 
years  endured  many  hardships  due  to  the  collapse 
of  the  handle  of  the  old  blue  cardboard  carriers;  and 

WHEREAS.  The  “powers-that-be”  have  at  long  last 
provided  attractive  and  durable  handbook  carriers; 
therefore  be  it 

Resolved,  That  the  House  of  Delegates  hereby 
express  eternal  gratitude  to  all  concerned  with  this 
giant  step  forward. 

REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC 
ACTIVITIES  AND  PUBLICATIONS;  The  following  report 
was  presented  by  John  A.  Finkbeiner,  M.D.,  chairman. 
After  prolonged  discussion,  your  reference  committee 


To  Study  Change  in  Date  of  Annual  Meeting 


To  the  House  of  I)elef;ates,  (lentlemen: 

The  members  of  the  Ad  Hoc  Committee  to  Study 
Change  in  Date  of  Annual  Meeting  are  as  follows: 


George  L.  Collins,  Jr.,  M.D.,  Chairman 
Edward  A.  Burkhardt,  M.D. 

Bernard  J.  Pisani,  M l). 

Herbert  J.  Wright,  M.D. 

Irving  U.  Ershler,  M.D.,*  ex  officio 


Erie 
New  York 
New  York 
Schenectady 
Onondaga 


At  its  February,  1970,  meeting,  the  House  of  Delegates 
voted  to  adopt  a substitute  resolution  stating:  “That  an 
ad  hoc  committee  be  appointed  to  study  the  feasibility 
of  changing  the  date  of  the  Annual  Meeting  and  to  re- 
port its  findings  to  the  1971  House  of  Delegates.” 
Accordingly  the  President,  Walter  Scott  Walls,  M.D., 
appointed,  with  the  approval  of  the  Council,  this  com- 
mittee. 

The  committee  met  on  October  22  and  considered  the 
reasons  given  for  the  necessity  of  a change  in  the  meeting 
date.  It  was  pointed  out  that  in  recent  years  inclement 
weather  had  interfered  only  once  with  the  annual  meet- 
ing and  that  even  then  the  House  had  met  as  scheduled. 
The  committee’s  attention  was  called  to  the  fact  that  for 
purposes  of  comparison  the  Medical  Exhibitors  Associa- 
tion Handb(X)k  lists  the  number  of  meetings  scheduled 
from  February  through  May,  1971  as  follows:  February, 
13;  March,  22;  April,  47;  and  May,  49.  For  this  same 
period,  the  number  of  state  medical  society  meetings  in 
these  months  are  one  in  February  (Medical  Society  of  the 
State  of  New  York);  one  in  March  (California  Medical 
Association);  nine  in  April;  and  13  in  May. 

The  committee  was  advised  that  if  the  annual  meeting 
were  held  in  the  Spring,  we  would  have  to  compete  with 
some  of  the  country’s  largest  meetings,  among  them  the 
American  College  of  Physicians,  the  American  College 
of  Obstetrics  and  Gynecology,  and  others.  In  addition, 
the  New  York  Academy  of  Cleneral  Practice  traditionally 
holds  its  annual  convention  in  May  of  each  year. 

We  respectfully  invite  the  attention  of  the  House  of 
Delegates  to  the  report  of  the  Reference  Committee  on 
Organization  and  Policies,  which  at  the  May,  1962,  meet- 
ing of  the  House,  said  among  other  things: 

It  is  felt  that  changing  the  time  of  the  meeting  to 
February  would  entail  less  expenditure  on  the  part  of 
the  State  Society.  It  is  estimated  that  about  $4,500 
in  rental  would  be  saved.  An  increase  of  about  20  per 
cent  in  exhibit  space  can  be  anticipated.  It  is  also 
felt  that  February  would  be  a time  when  there  would 
not  be  any  competition  with  other  major  medical  meet- 
ings and  that  there  would  be  a greater  availability  of 
* Deceased. 
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speakers  for  the  scientific  sessions.  It  is  also  expected 
that  there  will  be  a better  attendance  on  the  part  of 
members.  Further,  it  was  brought  out  that  a Febru- 
ary meeting  would  give  the  State  Society  ample  time 
to  prepare  any  resolutions  that  would  be  introduced 
at  the  AMA  House  of  Delegates  in  June. 

The  1962  House  of  Delegates  unanimously  adopted 
the  recommendation  of  the  reference  committee  that  the 
report  of  the  Planning  Committee  advocating  that  the 
annual  meeting  be  held  in  February  be  accepted.  It  is 
the  opinion  of  the  committee  that  the  reasons  given  in 
1962  for  holding  the  meeting  in  February  are  still  perti- 
nent and  valid.  It,  therefore,  is  the  recommendation  of- 
this  committee  not  to  change  the  date  of  the  annual 
meeting  and  that  it  continue  to  be  held  in  February  of 
each  year. 

Respectfully  submitted, 

George  L.  Collins,  Jr.,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC  AC- 
TIVITIES AND  PUBLICATIONS:  The  following  report  was 
presented  by  John  A.  Finkbeiner,  M.D.,  chairman. 

Your  committee  reviewed  with  George  L.  Collins,  Jr., 
M.D.,  chairman  of  the  Ad  Hoc  Committee,  and  with  J. 
Richard  Burns,  J.D.,  director  of  the  Business  Division, 
the  pragmatic  and  realistic  reasons  for  their  decision  not 
to  change  the  convention  date.  The  committee  is  sym- 
pathetic to  the  travel  problems  at  this  time  of  the  year 
but  concurs  with  the  Ad  Hoc  Committee’s  recommenda- 
tion as  being  in  the  best  interest  of  all  members  of  the 
Medical  Society  of  the  State  of  New  York. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Physicians'  Place^nent  Bureau 

The  annual  report  concerning  the  Physicians’  Place- 
ment Bureau  can  be  found  under  the  Report  of  the 
Executive  Vice-President,  page  1304. 

REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC  AC- 
TIVITIES AND  PUBLICATIONS:  The  following  report  was 
presented  by  John  A.  Finkbeiner,  M.D.,  chairman. 

During  the  past  year,  between  400  and  500  inquiries 
were  received  by  the  Physicians’  Placement  Bureau. 
Your  committee  notes  that  there  are  many  areas  within 
the  State  of  New  York  that  are  in  dire  need  of  the  services 
of  a physician.  We  urge  that  increased  efforts  be  made 
to  attract  young  physicians  to  these  areas,  either  through 
the  Placement  Bureau  or  by  other  means. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

District  Branches 

FIRST  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  First  District  Branch  was 
held  at  the  Americana  of  New  York,  February  8,  1970, 
at  11:00a.m. 

Coordinating  Council.  The  executive  committee  of 
the  First  District  Branch,  the  Coordinating  Council  of 
the  five-county  medical  societies  of  the  City  of  New  York 
has  had  an  active  and  productive  year.  Under  the  dy- 


namic, forceful,  and  able  leadership  of  our  chairman, 
Joseph  F.  Shanaphy,  M.D.,  the  Coordinating  Council 
has  concerned  itself  with  those  problems  facing  its  con- 
stituent societies  which  are  city- wide  rather  than  county- 
wide. There  appears  to  be  general  agreement  that  five- 
county  concurrence  and  consensus  are  necessary  if  ef- 
fective representation  of  the  position  of  organized 
medicine  and  its  practitioners  in  New  York  City  is  to  be 
made  to  such  bodies  as  the  Health  Services  Administra- 
tion, the  Hospital  Corporation,  the  Comprehensive 
Health  Care  Planning  Agency,  the  Department  of 
Health,  the  Regional  Medical  Program,  and  the  Health 
and  Hospital  Planning  Council  of  Southern  New  York. 

A significant  forward  step  had  already  been  taken  by 
the  preceding  chairman,  George  Himler,  M.D.,  in  estab- 
lishing the  principle  that  practicing-physician  repre- 
sentation within  New  York  City  would  be  on  nomination 
of  the  Coordinating  Council  of  the  First  District  Branch. 
This  has  been  broadened  and  extended.  At  the  present 
time  appointments  to  the  Mayor’s  Organizational  Task 
Force  for  Comprehensive  Health  Care  Planning,  and 
to  the  permanent  planning  agency,  to  the  Regional  Med- 
ical Program  and  to  the  Health  and  Hospital  Planning 
Council  of  Southern  New  York  are  made  on  nomination 
of  the  Coordinating  Council.  Negotiations  with  the 
Health  Services  Administration,  the  Hospital  Corpora- 
tion, and  the  Health  Department  are  also  carried  on  in 
the  name  of  the  Coordinating  Council.  It  is  surely  not 
necessary  to  belabor  the  advantage  of  such  unity  or  to 
point  out  the  dangers  of  disunity.  At  the  same  time, 
a successful  effort  has  been  made  to  ensure  that  Coor- 
dinating Council  nominations  are  equitably  distributed 
among  the  five  counties. 

The  following  developments  deserve  specific  mention: 

1.  Six  meetings  have  been  held,  January  18,  February 
8,  March  12,  May  10,  September  15,  and  November  10. 


Twelve  committees  have  worked  in  the  interim  as  fol- 
lows: 

Mental  Health  Harvey  Bluestone,  M.D.,  Bronx 

Public  Health Meyer  Texon,  M.D.,  New  York 

Regional  Medical  Program 

Lester  R.  Tuchman,  M.D.,  Queens 

Public  Relations Norton  M.  Luger,  M.D.,  Queens 

Disaster  Medical  Care 

Irving  G.  Frohman,  M.D.,  Queens 

Legislation Stanley  Stark,  M.D.,  Kings 


Constitution  and  Bylaws 


Robert  A.  Moore,  M.D.,  Kings 

Comprehesive  Health  Care  and  Planning 

Matthew  Brody,  M.D.,  Kings 

Medicaid W.  Graham  Knox,  M.D.,  New  York 

Economics John  A.  Finkbeiner,  M.D.,  New  York 

Peer  Review  William  A.  Schwarz,  M.D.,  Richmond 
Narcotics Daniel  J.  Paulo,  M.D.,  Richmond 


In  addition,  ad  hoc  committees  have  served  special 
needs. 

2.  Finances,  for  the  first  time,  have  been  arranged  on 
a projected  budget  under  the  aegis  of  our  gifted  treasurer, 
Francis  J.  Loperfido,  M.D. 

3.  Agreement  with  the  Health  Department  has  been 
reached  on  open  staffing  for  nursing  homes. 

4.  Conversations  with  the  Hospital  Corporation  have 
been  initiated  on  open  staffing  of  municipal  hospitals. 

5.  The  nominees  to  the  Regional  Medical  Program 
have  worked  on  its  regional  advisory  group,  its  executive 
committee,  and  the  many  working  technical  subcommit- 
tees. 


1280  New  York  State  Journal  of  Medicine  / June  1 , 1971 


6.  The  Mayor’s  Organizational  Task  Force  for  compre- 
hensive health  planning  has  been  active  in  scores  of 
meetings  at  varying  levels,  main  body,  executive  com- 
mittee, committees,  and  subcommittees,  all  with  direc- 
tion and  advice  being  given  by  our  five  Coordinating 
Council  representatives. 

7.  A monumental  task  in  the  reorganization  of  the 
structure  of  the  Coordinating  Council  has  been  com- 
pleted by  Robert  A.  Moore,  M.D.,  Kings,  and  will  be 
considered  at  the  Annual  Meeting.  The  object  is  the 
surrender  of  some  autonomy  at  county  level  to  the  Co- 
ordinating Council  in  matters  city-wide  in  scope  and  at- 
tempting one  man-one  vote  representation  by  counties 


in  voting  on  issues. 

Officers  for  the  ensuing  year  are  as  follows: 

Leonard  L.  Heimoff,  M.D.,  Chairman  Bronx 

Norton  M.  Luger,  M.D.,  Vice-Chairman  Queens 
Lester  R.  Tuchman,  M.D.,  Secretary  Queens 

Francis  J.  Loperfido,  M.D.,  Treasurer  Bronx 

Leo  Drexler,  M.D.,  President,  First  District  Branch 

Kings 

Edgar  P.  Berry,  M.D.,  Vice-president,  First  District 
Branch  New  York 


We  mourn  the  untimely  loss  of  two  of  our  distinguished 
and  devoted  members,  Vaughn  Mason,  M.D.,  New  York 
and  Samuel  Lieberman,  M.D.,  The  Bronx. 

Respectfully  submitted, 

Lester  R.  Tuchman,  M.D.,  Secretary 

SECOND  DISTRICT  BRANCH* 

To  the  House  of  Delegates,  Gentlemen: 

Fifty-five  physicians,  their  wives,  husbands,  and 
guests  totaling  107  attended  the  scientific  sessions  of  the 
Second  District  Branch  held  in  Spain  and  Portugal  on 
November  5 through  15. 

During  the  business  session,  held  on  September  25, 
at  which  Irving  G.  Manning,  M.D.,  president,  presided, 
together  with  the  second  vice-president,  Phillip  I.  Levi- 
tan, M.D.;  treasurer,  Leonard  Weitzman,  M.D.;  and 
Don  Cairns,  executive  director;  the  following  slate  of 
officers  for  1971-1972  were  presented: 

President — Jeff  Joseph  Coletti,  M.D. 

First  Vice-President — Phillip  I.  Levitan,  M.D. 

Second  Vice-President — Clement  J.  Boccalini,  M.D. 

Secretary — Leonard  Weitzman,  M.D. 

Treasurer — John  A.  Billows,  M.D. 

District  Delegate — Irving  G.  Manning,  M.D. 

Executive  Director — Mark  Kenyon,  Ph.D.,  M.?*.!!. 

Since  there  were  no  nominations  from  the  floor,  one 
vote  was  cast  by  the  secretary,  and  the  entire  slate  was 
elected  for  the  year  1971-1972. 

The  scientific  sessions  beginning  on  November  10 
and  continuing  through  November  14,  were  well  at- 
tended. The  seminars  focused  on  “Selected  Topics  in 
Contemporary  Medicine  With  Emphasis  on  Immuno- 
pathologic  Mechanisms  of  Disease,”  by  Michael  J. 
Bruno,  M.D.,  Nicholas  Maoris,  M.D.,  and  William  Ober, 
M.D.  In  addition,  in  both  Madrid  and  Lisbon,  several 
distinguished  Spanish  and  Portugese  physicians  were 
guest  lecturers. 

Respectfully  submitted, 

Irving  G.  Manning,  M.D.,  Fh-esident 

*This  report  was  received  after  the  annual  meeting  but  is 
included  for  the  record. 


THIRD  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

The  Third  District  Branch  was  very  active  in  1970. 
The  president  met  with  Francis  X.  Dever,  M.D.,  presi- 
dent of  the  F'ourth  District  Branch,  to  plan  the  October 
8 scientific  meeting  at  Rensselaer  Polytechnic  Institute, 
in  Troy,  and  the  combined  meeting  of  the  Third  and 
Fourth  Districts  in  Montreal,  Canada. 

The  highlight  of  our  year  was  the  October  8 scientific 
meeting  at  Rensselaer  Polytechnic  Institute.  At  this 
meeting  the  Department  of  Biomedical  Engineering 
arranged  a day  wherein  clinical  physicians  were  given  the 
opportunity  of  witnessing  not  only  active  research  in  bio- 
engineering but  the  end  results  that  have  definite  and 
well-defined  expressions  in  our  everyday  practice  of 
medicine  and  surgery.  Not  only  the  Department  of  Bio- 
medical Engineering,  but  Professor  J.  Lawrence  Katz 
gave  a brilliant  lecture  on  the  engineering  stresses  and 
strains  accompanying  the  open  reduction  and  nail  fixa- 
tion of  fractured  hips.  Gerald  Moss,  M.D.,  a practicing 
surgeon  in  Albany,  and  a member  of  the  research  team  at 
the  Institute,  gave  an  illustrated  lecture  on  his  concept 
of  "the  wet  lung  shock.”  The  whole  day  was  most  in- 
teresting and  filled  with  what  we  speak  of  as  the  “meaty” 
subjects  that  can  be  used  by  the  physician  in  his  prac- 
tice. 

The  combined  meeting  in  Montreal  with  the  Fourth 
District  Branch  was  well  attended.  The  Third  District 
had  arranged  for  Dr.  Moss  to  speak  at  the  scientific  ses- 
sion, and  the  Fourth  District  had  for  its  guest  speaker, 
Raymond  Robillard,  M.D.,  president  of  the  Specialist 
Medical  Group  in  the  Province  of  Quebec.  Dr.  Robil- 
lard spoke  of  the  social  problems  and  their  almost 
calamitous  effect  on  the  practice  of  medicine,  as  he  knew 
it,  and  as  we  know  it  today.  Both  speakers  were  enthusi- 
astically received,  and  there  was  not  one  vacant  chair  in 
the  auditorium. 

We  are  now  getting  ready  for  the  combined  meeting  of 
the  Third  and  Fourth  District  Branches  in  1971.  The 
planning  meeting  between  the  officers  of  both  the  Third 
and  Fourth  Districts  will  be  held  at  the  same  time  as  the 
annual  meeting  of  the  State  Medical  Society,  in  Febru- 
ary, at  the  Americana  of  New  York. 

Respectfully  submitted, 

JohnJ.  Noonan,  M.D.,  President 

FIFTH  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

The  Fifth  District  Branch  has  had  an  extremely  active 
and  productive  year.  Under  the  able  leadership  of 
Bernard  J.  Hartnett,  M.D.,  the  Fifth  District  insurance 
program  was  initiated,  and  Charles  J.  Sellers,  Jr.,  of 
Charles  J.  Sellers  & Co.,  Inc.,  was  named  the  official 
insurance  agent  for  this  new  group  insurance  program 
which  will  include  life,  catastrophic,  and  whatever  other 
types  of  insurance  the  committee  decides  is  needed. 
Other  members  of  Dr.  Hartnett’s  committee  are  Harold 
T.  Golden,  M.D.,  representing  Oneida,  Herkimer,  and 
Madison  Counties;  William  B.  Carter,  M.D.,  Jefferson 
County;  Edward  Dunn,  M.D.,  Onondaga  County; 
Harold  Brown,  M.D.,  Oswego  County;  John  C.  Herrman, 
M.D.,  Lewis  County;  and  Jacob  H.  Adest,  M.D.,  St. 
Lawrence  County. 

The  executive  committee  met  on  July  9 at  the  Central 
New  York  Academy  of  Medicine,  in  New  Hartford,  and 
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brought  the  district  branch’s  bylaws  up  to  date,  made 
arrangements  for  the  next  annual  meeting  of  the  Fifth 
and  Sixth  District  Branches  the  weekend  following  Labor 
Day,  1971,  at  the  Hotel  Hershey,  Hershey,  Pennsylvania, 
and  agreed  to  canvass  the  members  in  the  Fifth  and 
Sixth  District  Branches  regarding  the  possibility  of 
holding  a joint  meeting  in  1973  in  Bermuda  or  The  Ba- 
hamas. 

The  Sixth  District  Branch  was  host  at  the  ninth 
annual  joint  meeting  held  at  Sagamore  Hotel,  Lake 
George,  where  all  enjoyed  an  outstanding  scientific 
program  and,  as  in  the  past,  participated  in  the  social 
activities. 

The  Fifth  District  Branch  held  its  annual  meeting  at 
11:00  a.m.  on  September  12,  at  which  time  the  new 
bylaws  were  approved.  It  was  again  voted  to  continue 
to  financially  assist  the  Student  American  Medical 
Association.  The  following  slate  of  officers  was  elected 
to  serve  during  1970-1971: 

President — Bernard  J.  Hartnett,  M.D.,  Auburn 

First  Vice-President — Robert  B.  Bryant,  M.D., 
Syracuse 

Second  Vice-President — Clarke  T.  Case,  M.D.,  Utica 

Secretary — Maurice  J.  Elder,  M.D.,  Massena 

Treasurer — Irving  Cramer,  M.D.,  Utica 

De/egate^Marvin  Brown,  M.D.,  Cleveland 

The  retiring  officers  were  given  a standing  ovation 
for  their  successful  leadership  of  the  district  during 
the  past  two  years.  Dr.  Hartnett  was  congratulated  on 
his  election  as  president,  and  a sincere  “thank  you” 
was  expressed  to  Russell  H.  Feltus,  executive  director, 
for  his  handling  of  the  many  administrative  details 
during  the  past  two  years. 

I wish  Dr.  Hartnett  success  during  his  forthcoming 
term  of  office  and  wish  to  thank  the  presidents  and 
members  of  the  component  county  medical  societies 
for  their  consistent  cooperation  and  assistance  during 
my  term  of  office. 

Respectfully  submitted, 

Theodore  J.  Prowda,  M.D.,  FYesident 

SIXTH  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  Sixth  District  Branch  was 
held  at  the  Sagamore  Hotel,  Lake  George,  on  September 
11  to  13.  This  was  a combined  meeting  with  the  Fifth 
District  Branch,  as  it  has  been  for  the  last  nine  years. 

The  theme  of  the  scientific  program  was  “Drug 
Abuse,”  with  two  outstanding  speakers  participating, 
William  D.  Alsever,  M.D.,  a pediatrician  associated  with 
the  student  health  service  at  Syracuse  University,  and 
Michael  M.  Baden,  M.D.,  Deputy  Chief  Medical  Exam- 
iner, City  of  New  York.  Dr.  Alsever  gave  a detailed 
account  of  the  pharmacology,  action,  and  method  of  use 
of  the  vast  majority  of  drug  abuse.  Dr.  Baden  presented 
statistics  concerning  drug  abuse  in  New  York  City,  as 
well  as  a report  on  the  activities  of  the  office  of  the  chief 
medical  examiner  in  this  field.  It  is  interesting  to  note 
that  heroin  is  the  number  one  killer  of  drug  addicts 
between  the  ages  of  fifteen  and  twenty-five  years  in  the 
City  of  New  York.  Interest  in  these  programs  was  dem- 
onstrated by  the  lively  question  and  answer  periods. 

The  district  branch’s  business  meeting  was  held  on 
September  11.  The  members  voted  to  continue  to  sup- 
port financially  the  Syracuse  University  chapter  of  the 


Student  American  Medical  Association  and  made 
arrangements  to  invite  officers  of  this  group  to  its  annual 
meeting  in  1971.  Further  efforts  were  made  to  coordi- 
nate county,  district,  and  State  committees.  A prelimi- 
nary report  was  given  of  the  first  meeting  on  the  Univer- 
sal Health  Insurance  and  Malpractice  Seminars  being 
conducted  by  the  State  Medical  Society.  The  member- 
ship was  encouraged  to  participate  in  future  meetings 
to  be  held  around  the  State  during  the  next  two  months. 

Respectfully  submitted, 

Jason  K.  Moyer,  M.D.,  President 

SEVENTH  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

The  District  Advisory  Council  has  met  three  times 
since  its  annual  meeting  on  October  3,  1969.  The  district 
branch  was  reorganized  and  now  has  an  administrative 
assistant,  Mrs.  Marie  Bernhardi,  to  assist  Donald  M. 
Irish,  the  executive  secretary.  While  visits  to  all  com- 
ponent medical  societies  have  not  been  made  this  year, 
the  president  will  visit  the  remaining  five  county  medical 
societies  before  the  end  of  his  term  of  office. 

Our  eight  committees  have  asked  each  county  medical 
society  to  appoint  an  interested  member  so  that  the 
chairman  can  forward  pertinent  information  to  the  repre- 
sentative at  the  county  level. 

The  Seventh  District  Branch  offered  support  and 
cooperation  to  develop  a nurse-practitioner  demon- 
stration project  in  the  district,  as  suggested  in  a report 
by  Ralph  C.  Parker,  Jr.,  M.D.,  of  the  Rochester  Regional 
Medical  Program. 

Dr.  Parker  reported  on  the  manpower  survey  which 
noted  in  a categorized  way  that  physicians  leave  com- 
munities largely  for  professional  reasons,  with  social 
and  economic  reasons  as  a secondary  cause.  This  report 
prompted  discussion  and  suggested  cooperation  between 
medical  schools  and  county  medical  societies.  Also 
suggested  were  (1)  accelerated  programs  for  medical 
school  graduation,  as  in  World  War  II,  to  produce  more 
physicians,  and  (2)  legislation  to  allow  a physician  to 
substitute  practice  in  distressed  areas  for  military  serv- 
ice, after  military  manpower  needs  have  been  met. 
Tax  exemption  for  women  physicians  who  are  mothers  to 
induce  them  to  practice  medicine  was  also  discussed  as 
a means  of  providing  more  physicians. 

The  Monroe  Plan  was  presented  to  the  Advisory  Coun- 
cil by  Robert  C.  Webster,  M.D.,  president  of  Monroe 
County  Medical  Society.  This  is  a foundation-type 
plan  allowing  free  choice  of  physicians  and  carrier  to  the 
patient.  The"  foundation  handles  claim  payment,  pro- 
cessing, and  peer  review.  Members  of  the  district  may 
participate.  The  Genesee  Valley  Blue  Cross  and  Blue 
Shield  also  announced  their  closed-panel  group  proposal 
patterned  after  the  Kaiser-Permanente  and  the  Cleve- 
land Plans.  This  closed-panel  program  could  be  estab- 
lished in  Rochester  or  possibly  in  a local  rural  area. 

Monroe  County  and  affiliated  organizations  were 
presented  with  the  new  accounting  and  investment 
proposal  developed  by  Lybrand  and  Ross  Brothers  and 
Montgomery.  The  Seventh  District  Branch  could  be 
included  in  the  program  which  would  reduce  accounting 
costs  and  increase  investment  returns  (interest)  on 
available  deposited  funds.  The  tax  status  of  various 
organizations  involved  will  be  investigated  thoroughly 
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before  the  plan  is  initiated.  In  the  Advisory  Council 
the  feeling  prevailed  that  it  would  be  a good  move  to 
conserve  funds. 

The  district  branch  bylaws  will  be  revised  after  the 
State  Medical  Society  has  submitted  its  suggestions 
on  bylaws  for  all  district  branches.  When  guidelines 
are  received,  our  committee  will  be  appointed. 

A program  cosponsored  by  the  district  branch,  the 
Rochester  Academy  of  Medicine,  the  Genesee  Valley 
Psychiatric  Association,  the  Family  Medicine  Program 
of  the  University  of  Rochester  School  of  Medicine,  and 
the  Geigy  Company  on  “Youth  and  the  Family  in  a 
Changing  Society”  was  held  in  October,  1970.  Three 
seminars  on  professional  corporations  were  held  to  in- 
form physicians  on  this  permissive  legislation. 

The  Charles  A.  Seller  Agency  continues  to  provide 
our  district  branch  with  health,  accident,  and  liability 
insurance  coverage.  Premium  levels  have  declined  in 
some  instances,  a rather  unique  experience  in  this  time 
of  rising  costs.  The  Keogh  Plan  of  the  district  admin- 
istered by  PRO  Fund  is  available  to  those  who  wish  it. 

District  caucus  chairman,  Victor  J.  Tofany,  M.D., 
assisted  hy  James  M.  Flanagan,  M.D.,  has  already  begun 
work  and  has  accomplished  much  to  retain  our  rapport 
with  the  Eighth  District  Branch. 

The  cost  of  the  rooms  in  which  the  caucus  meetings 
are  held  at  the  time  of  the  annual  meeting  of  the  State 
Medical  Society  has  been  questioned.  Other  arrange- 
ments are  being  investigated  which  might  well  serve  our 
purpose  at  a lesser  cost. 

The  annual  district  meeting  was  held  in  conjunction 
with  the  State  Medical  Society’s  area  conference  on 
“Universal  Health  and  Malpractice.”  We  were  their 
guests  at  luncheon.  This  was  done  to  conserve  time  as 
well  as  to  draw  possibly  a larger  attendance.  The  meet- 
ing was  held  at  the  Sheraton  Inn,  in  Canandaigua,  on 
September  19. 

The  annual  scientific  meeting  of  the  Seventh  and 
Eighth  District  Branches  scheduled  to  be  held  early  in 
October  was  cancelled  due  to  financial  problems  within 
the  travel  agency.  The  legal  firm  of  Woods,  Oviatt, 
Gilman,  Sturman,  and  Clarke  has  been  retained  to  pro- 
tect our  interests. 

The  Seventh  District  Branch  and  officers  are  separat- 
ed by  great  distances.  Participation  by  more  physi- 
cians is  vital.  At  a time  when  changes  are  occurring  on 
a regional  basis,  the  district  branch  has  a function.  We 
are  fortunate  to  be  able  to  cooperate,  when  asked,  with 
the  various  Regional  Medical  Programs  of  the  Health, 
Cancer,  and  Stroke  Program,  the  Genesee  Regional 
Planning  Council,  and  the  Rochester  Regional  Hospital 
Council.  Our  organization  is  known  to  exist,  and  the 
officers  and  staff  stand  ready  to  help  our  component 
county  medical  societies  in  any  way  possible  and  to- 
cooperate  with  other  organizations  working  on  any 
medical  programs. 

The  president  of  the  Seventh  District  Branch  would 
like  to  extend  a personal  thank  you  to  all  who  worked 
with  him  in  the  past  year  and  includes  the  committee 
chairmen,  members  of  the  Branch  Council,  and  those  in 
related  medical  programs  and  their  staff,  as  well  as  to 
Donald  M.  Irish,  executive  secretary,  and  Mrs.  Marie 
Bemhardi,  administrative  assistant,  of  the  district 
branch. 

Respectfully  submitted, 

Wayne  C.  Templer,  M.D.,  President 


EIGHTH  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

The  county  medical  societies  in  the  Eighth  District 
Branch  had  100  per  cent  representation  at  the  164th 
Annual  Convention  of  the  State  Medical  Society’s  House 
of  Delegates,  held  in  New  York  City  on  February  12 
through  15,  1970.  In  addition,  a number  of  county  so- 
ciety officers  and  members  were  also  present. 

Following  usual  custom,  the  delegates  met  jointly 
with  the  delegates  of  the  Seventh  District  Branch 
throughout  the  annual  convention  to  consider  problems 
of  mutual  interest. 

The  following  officers  of  the  district  branch,  elected 
at  the  annual  meeting  held  in  October,  1969,  took  office 
at  the  close  of  the  State  Medical  Society’s  annual  con- 
vention; 

l*resident — Thomas  S.  Bumbalo,  M.D.,  Erie 

President-Elect — David  R.  Harrington,  M.D.,  Genesee 

Secretary — James  F.  Durkin,  M.D.,  Cattaraugus 

Treasurer — Alan  R.  Johnson,  M.D.,  Orleans 

Delegate  (MSSNY) — John  T.  Donovan,  Jr.,  M.D., 
Niagara 

At  meetings  of  the  Advisory  Council  and  of  the  Dele- 
gates held  during  the  year,  the  following  actions  were 
taken  to  further  the  District  Branch’s  service  to  the 
physicians  in  western  New  York; 

1.  Established  an  Advisory  Committee  to  Red  Cross 
Blood  Procurement  Program,  with  participation  by 
representatives  of  all  the  county  medical  societies  in- 
volved and  extended  an  invitation  to  the  four  northern 
counties  of  Pennsylvania  contiguous  to  our  area  to  par- 
ticipate. 

2.  Approved  arrangements  for  the  1971  annual  meet- 
ing of  the  District  Branch  to  be  held  at  the  Otesaga 
Inn,  Cooperstown,  on  October  3,  1971. 

3.  Reviewed  plans  and  informed  county  societies 
that  the  Western  New  York  Health  Data  Network  Pro- 
gram is  being  developed  according  to  the  guidelines 
proposed  in  a resolution  from  Erie  County  and  adopted 
by  the  House  of  Delegates  at  the  1970  meeting. 

4.  Established  an  ad  hoc  committee  to  update  and 
revise  the  bylaws  of  the  district  branch. 

The  Seventh  and  Eighth  district  branches  were  frus- 
trated in  their  efforts  to  complete  arrangements  for  the 
1970  annual  meeting,  originally  scheduled  to  be  held  on 
September  27  through  October  2,  1970,  at  the  King’s 
Inn,  The  Bahamas,  due  to  bankruptcy  of  the  travel 
agency.  The  matter  is  now  in  the  jurisdiction  of  the 
bankniptcy  court,  awaiting  final  disposition. 

The  problems  of  the  medical  profession  have  not 
diminished  but,  rather,  seem  to  become  more  complex. 
We  have  witnessed  in  recent  years  health  planning  and 
information  programs  instituted  on  an  areawide  basis; 
we  have  had  multicounty  coverage  under  one  Blue 
Shield-Blue  Cross  plan;  we  have  noted  the  growing  and 
complex  medical  school  influence  on  our  area;  and  we 
have  witnessed  the  expanding  role  of  the  regional  health 
departments. 

Our  major  problems  are  problems  not  peculiar  to  any 
one  county.  They  affect  physicians  in  whatever  county 
they  practice.  It  is,  therefore,  important  for  the  phy- 
sician to  realize  that  the  solution  of  these  problems  can 
only  be  accomplished  by  his  working  hand  in  hand  with 
his  colleagues  in  other  counties.  This  desirable  objec- 
tive, I believe,  will  be  difficult  to  attain  unless  we  in 
the  Eighth  District  Branch  take  steps  to  integrate  our 
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efforts  and  consolidate  our  resources,  as  has  been  done 
by  the  county  medical  societies  of  the  Seventh  District 
Branch. 

Specifically,  what  I am  suggesting  for  this  area  is  to 
establish  a central  office  for  the  county  medical  socie- 
ties in  the  Eighth  District  Branch.  In  the  year  ahead, 
I would  like  to  see  positive  steps  taken  to  bring  this 
about.  Although  my  term  of  office  will  expire  shortly, 
I will  be  happy  to  serve  on  any  committee  that  may  be 
set  up  to  study  the  feasibility  of  organizing  the  central 
office  I have  mentioned. 

In  conclusion,  I wish  to  express  my  appreciation  and 
thanks  to  the  county  medical  society  officers  serving 
on  the  Advisory  Council,  the  Delegates,  the  district 
branch  officers,  and  the  staff  of  the  Medical  Society 
of  the  County  of  Erie,  all  of  whom  have  contributed  to 
the  activities  of  the  District  Branch  during  the  past 
year. 

Respectfully  submitted, 

Thomas  S.  Bumbalo,  M.D.,  President 


NINTH  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  Ninth  District  Branch  was 
held  on  Monday,  February  9,  1970,  at  the  Americana  of 
New  York. 

Because  of  recent  resignations  of  several  of  the  officers, 
the  following  were  elected  to  serve  for  full  two-year  terms: 

President — Irving  Weiner,  M.D.,  Orange 
First  Vice-President — Garrett  W.  Vink,  M.D.,  Putnam 
Second  Vice-President — Burton  Allyn,  M.D.,  Rock- 
land 

Secretary — Wallace  M.  Sheridan,  M.D.,  Westchester 
Treasurer — James  K.  Keeley,  M.D.,  Dutchess 
Delegate — Irving  Weiner,  M.D.,  Orange 

During  the  year  it  was  proposed  that  the  Ninth  Dis- 
trict Branch  in  conjunction  with  the  Second  District 
Branch  hold  a medical  seminar  in  Spain  and  Portugal 
during  November,  1970.  Because  of  regulations  of  the 
Civil  Aeronautics  Board,  the  Ninth  District  flight  was 
cancelled  because  there  were  fewer  than  40  registrants. 

The  presidents  and  delegates  from  the  component 
county  societies  and  the  officers  of  the  Ninth  District 
Branch  were  invited  to  a dinner  meeting  with  the  board 
of  directors  of  the  Medical  Society  of  the  County  of  West- 
chester during  November.  Those  attending  the  meeting 
favored  the  rather  informal  but  informative  session,  and 
it  was  agreed  to  have  another  meeting  in  January  prior 
to  the  annual  meeting  to  be  held  in  February,  1971. 

Presidents  and  delegates  of  the  component  county 
medical  societies  were  also  invited  to  attend  a special 
meeting  with  presidents  of  all  county  medical  societies 
in  New  York  State,  held  at  the  Pforzheimer  Building 
in  Purchase,  on  December  16,  to  discuss  legislation  and 
other  problems  pertinent  to  county  medical  societies. 

The  annual  meeting  of  the  Ninth  District  Branch  is 
scheduled  to  be  held  on  February  15,  1971,  at  5:00  p.m., 
in  the  Americana  of  New  York,  during  the  annual  con- 


vention of  the  Medical  Society  of  the  State  of  New  York. 

Respectfully  submitted, 

Wallace  M.  Sheridan,  M.D.,  Secretary 

REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC  AC- 
TIVITIES AND  PUBLICATIONS;  The  following  report  was 
presented  by  John  A.  Finkbeiner,  M.D.,  chairman. 

The  reports  of  the  District  Branches  were  read,  not  all 
districts  reported.  The  reports  received  emphasized  the 
varying  needs,  activities,  and  functions  of  the  district 
branches.  Since  these  reports  are  of  specific  interest  to 
other  district  branches  and  of  general  interest  to  the 
State  Medical  Society,  we  feel  that  all  district  branches 
should  report. 

In  reviewing  the  relationship  between  the  district 
branches,  the  State  Medical  Society,  and  the  county 
medical  societies,  we  note  that  the  president  of  the  dis- 
trict branch  is  mandated  to  visit  each  of  the  component 
county  medical  societies.  While  your  reference  com- 
mittee appreciates  the  difficulties  that  may  be  entailed 
in  complying  with  this  duty,  we  urge  that  this  be  done. 
Furthermore,  to  improve  communication  between  the 
Council  and  the  county  medical  societies,  we  believe  that 
the  councilor  of  each  district  should  be  similarly  man- 
dated to  visit  each  component  county  medical  society. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

The  House  later  voted  to  reconsider  this  portion  of  the 
reference  committee  report  and,  after  considerable  dis- 
cussion, voted  to  refer  this  portion  of  the  report  to  the 
Council. 

71-47.  Change  of  Name  of  Section  on  Industrial 
Medicine  and  Surgery  to  Section  on  Occupational 
Medicine 

Introduced  by  Thomas  J.  Doyle,  M.D.,  Delegate  from 
Section  on  Industrial  Medicine  and  Surgery 

WHEREAS,  Occupational  Medicine  is  a recognized 
subspecialty  of  the  American  Board  of  Preventive 
Medicine;  and 

WHEREAS,  The  major  thrust  in  environmental 
health  is  in  Occupational  Medicine;  and  j 

WHEREAS,  This  has  become  the  acceptable  way  to 
refer  to  this  area  of  practice  by  those  physicians  prac-  i 
ticing  in  this  specialty;  therefore  be  it 

Resolved,  That  the  name  of  the  Section  currently  . 
known  as  “Industrial  Medicine  and  Surgery”  be  I 
changed  to  become  the  “Section  on  Occupational  ' 
Medicine.”  | 

REPORT  OF  REFERENCE  COMMITTEE  ON  SCIENTIFIC  AC- 
TIVITIES AND  PUBLICATIONS;  The  following  report  was 
presented  by  John  A.  Finkbeiner,  M.D.,  chairman. 

Your  reference  committee  recommends  approval  of 
this  resolution.  i 

The  House  voted  to  adopt  this  portion  of  the  reference  j 
committee  report,  thereby  approving  resolution  71-47. 

The  House  voted  to  adopt  the  reference  committee  re- 
port as  a whole  as  amended. 


1 284  New  York  State  Journal  of  Medicine  / June  1 , 1971 


Medicare  and  Medicaid 


Interspecialty 

To  the  House  of  Delegates,  Gentlemen; 

The  members  of  the  Interspecialty  Committee  are  as 
follows: 


John  R.  Williams,  Jr.,  M.D.,  Chairman  Monroe 

Internal  Medicine 

Thomas  Bumbalo,  M.D.  Erie 

Pediatrics 

Donald  W.  Hall,  M.D.  Erie 

Obstetrics  and  Gynecology 

John  P.  Lambert,  M.D.  New  York 

Psychiatry 

Philip  H.  Landers,  M.D.  Broome 

Ophthalmology 

Herbert  Lansky,  M.D.  Erie 

Pathology 

George  Liberman,  M.D Kings 

General  Practice 

Samuel  H.  Madell,  M.D New  York 

Radiology 

Howard  B.  Rasi,  M.D.  Kings 

Plastic  Surgery 

Joseph  Russo,  M.D Albany 

Dermatology 

Perrin  B.  Snyder,  M.D New  York 

Urology 

Victor  J.  Tofany,  M.D.  Monroe 

A nesthesiology 

Paul  M.  Walczak,  M.D.  Erie 

General  Surgery 


The  Interspecialty  Committee  was  formed  two  years 
ago  to  establish  more  effective  communication  between 
members  of  the  various  specialty  societies  in  the  State 
and  the  Medical  Society  of  the  State  of  New  York.  Dur- 
ing the  past  two  years,  much  has  been  done  to  strengthen 
this  relationship,  but  there  still  remains  much  more  that 
can  and  should  be  done  to  make  this  relationship  more 
effective. 

It  is  the  impression  of  the  committee  that  its  member- 
ship should  consist  of  a representative  from  each  speci- 
alty group  which  has  a Statewide  organization  and  that 
the  representative  should  be  appointed  by  its  governing 
body.  In  addition,  we  feel  that  it  is  desirable  that  he 
be  either  a member  of  the  governing  board  of  his  speci- 
alty society  or  of  its  Board  of  Trustees  as  an  ex-officio 
member  so  that  his  views  will  accurately  reflect  the  con- 
sidered opinions  of  his  society. 

While  some  of  the  medical  specialties  have  effective 
and  well-organized  societies,  others  do  not.  The  com- 
mittee feels  that  the  State  Medical  Society  through  the 
Interspecialty  Committee  should  do  everything  in  its 
power  to  help  these  groups  become  more  effectively 
organized.  We  believe  that  many  of  the  problems  facing 
organized  medicine,  particularly  peer  review  and  con- 
tinuing medical  education,  can  be  handled  most  effec- 
tively and  efficiently  by  the  State  Medical  Society  work- 
ing through  and  with  the  various  specialty  societies. 

Your  committee  also  recommends  that  these  specialty 
societies  assume  more  responsibility  in  their  various 
sections  to  upgrade  the  section  meetings  at  the  Annual 


Meeting  of  the  State  Medical  Society.  We  think  that 
consideration  should  be  given  to  formalizing  this  rela- 
tionship so  that  responsibilities  could  be  clearly  defined. 

In  an  effort  to  strengthen  intrastate  groups  that  do  not 
represent  the  specialty  in  the  State  as  a whole  but  only 
a section  of  it,  we  invite  them  to  send  a representative 
or  observer  to  the  committee  meetings  with  the  sponsor- 
ing group  underwriting  the  expenses  of  their  representa- 
tive. We  believe  this  will  stimulate  them  to  expand  and 
strengthen  their  group  so  that  it  can  qualify  for  mem- 
bership on  the  Interspecialty  Committee. 

George  Himler,  M.D.,  attended  one  of  the  meetings  of 
the  Interspecialty  Committee,  at  which  discussion  took 
place  as  to  how  the  various  specialty  societies  could  have 
more  representation  on  the  committees  of  the  State 
Medical  Society.  Dr.  Himler  suggested  that  the  various 
specialty  societies  submit  to  him  as  president-elect  of  the 
State  Medical  Society  this  year  and  to  the  president- 
elects in  future  years  their  recommendations  for  per- 
sons who  might  make  contributions  to  the  various  com- 
mittees of  the  State  Society.  He  also  suggested,  and 
the  committee  agreed,  that  these  recommendations  of 
the  various  specialty  groups  should  contain  background 
information  on  the  person  whose  name  was  submitted  so 
that  the  president-elect  would  have  the  information  to 
make  intelligent  appointments.  The  Interspecialty 
Committee  urges  the  various  societies  it  represents  to 
follow  through  on  this  recommendation. 

The  committee  believes  that  there  are  two  areas  in 
which  the  specialty  societies  must  play  an  ever-increas- 
ing role  to  help  the  State  Medical  Society  solve  the 
problems  of  continuing  medical  education  and  peer  re- 
view. The  chairman  of  this  committee  attended  a 
meeting  on  Continuing  Medical  Education  which  was 
attended  by  the  deans  of  the  medical  schools,  the  di- 
rectors of  the  Regional  Medical  Programs,  the  officials 
of  the  New  York  State  Department  of  Health,  as  well 
as  the  officers  of  the  State  Medical  Society.  It  was  the 
consensus  at  this  meeting  that  this  whole  group  must 
work  together  to  improve  continuing  medical  education, 
and  the  committee  has  strongly  recommended  to  its  vari- 
ous societies  that  they  appoint  committees  to  study  the 
problem  of  continuing  medical  education,  particularly 
in  their  own  specialties,  and  that  each  play  an  active  role 
in  helping  the  State  Medical  Society  develop  a program 
for  continuing  medical  education.  If  the  practicing 
physician  is  to  have  an  active  voice  in  how  this  program 
develops,  it  is  only  logical  that  he  help  to  develop  it 
through  his  specialty  society  and  with  the  cooperation 
of  the  various  other  groups  involved. 

The  committee  strongly  feels  judgments  of  quality  of 
practice  should  be  made  by  one’s  peers,  and  that  this 
implies  that  the  peers  are  conducting  a similar  specialty 
practice.  They  believe  that  the  various  specialty  soci- 
eties can  render  a real  service  to  the  State  Medical  Soci- 
ety by  developing  guidelines  to  help  in  determining  the 
quality  of  practice  in  their  respective  specialties,  that 
they  should  immediately  form  committees  to  help  de- 
velop such  guidelines,  and  that  they  should  actively  co- 
operate with  the  committees  of  the  State  Medical  Soci- 
ety who  are  in  the  process  of  developing  peer  review 
mechanisms. 

One  of  the  problems  faced  by  this  committee  was  the 
revision  of  the  Workmen’s  Compensation  Board  Fee 
Schedule.  The  committee  essentially  agreed  to  go  along 
with  the  fee  schedule  negotiated  by  the  Negotiating 
Committee  of  the  Medical  Society  of  the  State  of  New 
York,  with  a definite  understanding  that  a relative  value 
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scale  for  these  fees  would  be  developed  with  the  coopera- 
tion of  the  various  specialty  societies  and  with  Robert  E. 
Westlake,  M.D.,  chairman,  Economics  Committee. 
They  also  agreed  that  such  a relative  value  scale  would 
be  used  for  future  negotiations  on  Workmen’s  Compen- 
sation Board  Fee  Schedules  and  that  such  negotiations 
should  be  started  soon  after  the  next  annual  meeting. 

This  has  been  an  exciting  and  productive  year  in  the 
development  of  liaison  between  the  specialty  societies 
and  the  State  Medical  Society.  We,  of  the  specialty 
societies,  believe  that  this  liaison  can  be  strengthened 
and  developed  in  the  years  ahead,  and  that  the  specialty 
societies  can  help  the  State  Medical  Society  become  an 
even  more  important  force  in  the  delivery  of  good  medi- 
cal care. 

Respectfully  submitted, 

John  R.  Williams,  Jr.,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICARE 
AND  MEDICAID  The  following  report  was  presented  by 
John  B.  Glaubitz,  M.D.,  chairman. 

The  annual  report  of  the  Interspecialty  Committee  was 
read  by  the  reference  committee.  The  portion  of  the  re- 
port relating  to  continuing  medical  education  deserves 
special  emphasis. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

71-28.  Medicare  Fiscal  Intermediaries 

Introduced  by  Bronx  County  Medical  Society 

WHEREAS,  The  fiscal  intermediaries  of  the  Medicare 
Program  have  been  in  existence  since  July,  1966;  and 
WHEREAS,  There  is  an  increasing  number  of  com- 
plaints from  Medicare  subscribers  and  physicians,  as 
a result  of  which  many  physicians  have  been  forced 
to  refuse  assignment;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  physicians  to  submit  documented 
complaints  for  its  study,  review,  and  adjudication  and 
that  the  Medical  Society  of  the  State  of  New  York  then 
make  recommendations  to  the  fiscal  intermediaries  to 
resolve  these  complaints;  and  be  it  further 

Resolved,  That  the  U.S.  Department  of  Health, 
Education,  and  Welfare,  the  American  Medical  As- 
sociation, the  public,  and  the  medical  profession  be 
informed  periodically  of  the  results  of  these  actions; 
and  be  it  further 

Resolved,  That  a copy  of  this  resolution  be  sent  to 
the  American  Medical  Association,  U.S.  Department 
of  Health,  Education,  and  Welfare,  and  the  fiscal 
intermediaries  in  this  area. 

71  -30.  Review  of  Medicare  Payments  to 
Physicians 

Introduced  by  Bronx  County  Medical  Society 

WHEREAS.  Medicare  payments  made  by  Blue  Shield 
on  the  direction  of  the  U.S.  Department  of  Health, 
Education,  and  Welfare,  are  based  on  a fee  schedule 
of  Blue  Shield  promulgated  in  1964;  and 

WHEREAS,  During  these  seven  years  since  1964  all 
living  costs  have  risen  up  to  40  per  cent;  and 

WHEREAS,  The  fee  limitations  imposed  by  the  U.S. 
Department  of  Health,  Education,  and  Welfare  and 
Blue  Shield  violate  the  concept  of  usual  and  customary 
fees,  determined  through  submitted  profiles,  as  speci- 
fied in  the  legislation  that  established  Medicare;  and 


WHEREAS,  Blue  Shield,  as  agreed  originally,  has 
failed  to  maintain  parity  with  Workmen’s  Compensa- 
tion fees,  in  many  instances,  the  ratio  being  less  than 
30  to  40  per  cent;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  protest  current  Medicare  fee  schedules  and 
demand  that  Blue  Shield  take  immediate  steps  to  re- 
vise its  fee  schedules  and  methods  of  payment  under 
the  Medicare  programs;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  call  on  the  U.S.  Department  of  Health, 
Education,  and  Welfare  to  discontinue  its  illegal  and 
improper  manipulation  of  the  Medicare  fee  schedule; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  call  on  the  U.S.  Department  of  Health, 
Education,  and  Welfare  to  discontinue  its  deceptive 
propaganda  to  the  effect  that  physicians  are  receiving 
excessive  fees;  and  be  it  further 

Resolved,  That  a copy  of  this  resolution  be  sent  to 
the  American  Medical  Association,  U.S.  Department 
of  Health,  Education,  and  Welfare,  and  the  Medicare 
fiscal  intermediaries  in  this  area. 

71  -31.  United  Medical  Service,  Medicare  Fiscal 

Intermediary 

Introduced  by  Bronx  County  Medical  Society 

WHEREAS,  United  Medical  Service,  Inc.  is  the  major 
Medicare  fiscal  intermediary  in  New  York  State;  and 
WHEREAS,  The  United  Medical  Service,  Inc.  reim- 
bursement formula  is  based  on  outmoded  fee  schedules 
and  fee  profiles;  and 

WHEREAS,  There  is  continuing  evidence  of  inordi- 
nate delays  in  the  processing  of  claims,  gross  inac- 
curacies in  payment,  and  unfair  and  arbitrary  reim- 
bursements; and 

WHEREAS.  United  Medical  Service  has  repeatedly 
supported  the  principle  of  usual,  customary,  and  pre- 
vailing fees;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  and  encourage  United  Medical  Ser- 
vice, Inc.,  to  reaffirm  its  support  of  the  principle  of 
usual,  customary,  and  reasonable  fees;  and  be  it  fur- 
ther 

Resolved,  That  United  Medical  Service,  Inc.  be  re- 
quested to  seek  the  institution  of  payment  on  the  basis 
of  usual,  customary,  and  reasonable  fees  in  its  portion 
of  the  Medicare  Program,  by  a formula  developed  in 
conjunction  with  the  Medical  Society  of  the  State  of 
New  York  and  the  American  Medical  Association; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  pledge  organized  medicine  to  make  every 
reasonable  effort  to  hold  the  line  against  subsequent 
increases  in  fee  schedules;  and  be  it  further 

Resolved,  That  United  Medical  Service,  Inc.  be 
urged  to  streamline  its  organization  by  the  use  of  pro- 
fessional personnel  for  prompt  and  fair  claims  opera- 
tion; and  be  it  further 

Resolved,  That  United  Medical  Service,  Inc.  be 
urged  to  work  closely  with  the  Medical  Society  of  the 
State  of  New  York  and  the  county  medical  societies 
in  the  prompt  and  equitable  adjudication  of  contested 
claims;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  advise  the  public  and  the  medical  profession 
of  these  resolutions  and  distribute  them  to  the  U.S. 


1 286  New  York  State  Journal  of  Medicine  / June  1 , 1971 


Department  of  Health,  Education,  and  Welfare,  and 
the  American  Medical  Association. 

71-32.  Upgrading  of  Fee  Profiles 
Intrcxluced  by  Bronx  County  Medical  Society 

WHEREAS,  The  U.S.  Department  of  Health,  F^duca- 
tion,  and  Welfare  has  arbitrarily  maintained  a freeze 
on  fee  profiles  for  the  past  two  years;  and 

WHEREAS.  The  U.S.  Department  of  Health,  Educa- 
tion, and  Welfare  has  altered  the  reimbursement 
formula  for  Medicare  as  of  January  I,  1971,  for  physi- 
cians’ services  from  the  83rd  to  the  75th  percentile 
using  1969  as  the  base  for  customary  charges;  and 
WHEREAS.  “Hospital  costs,  rather  than  physicians’ 
fees,  have  been  the  main  factor  in  rising  health  care 
costs”  (Newsletter,  American  Medical  Association, 
January  11,  1971);  and 

WHEREAS.  The  general  cost  of  living  has  continued 
to  rise  and  the  cost  of  maintaining  a medical  practice 
has  placed  extreme  economic  pressure  on  physicians; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  express  its  firm  opposition  to  the  new 
formula  for  reimbursement  in  the  Medicare  Program, 
which  reduces  maximum  payments  from  the  83rd  per- 
centile of  1968  to  the  75th  percentile,  based  on  1969 
usual  and  customar>’  fees;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  disapprove  the  freeze  on  physicians’  fee  pro- 
files that  the  U.S.  Department  of  Health,  Education, 
and  Welfare  has  arbitrarily  imposed  for  the  past  two 
years;  and  be  it  further 

Resolved,  That  copies  of  this  resolution  be  sent  to 
the  American  Medical  Association  and  the  U.S.  De- 
partment of  Health,  Education,  and  Welfare. 

71-33.  Medicare  Assignments 
Introduced  by  Bronx  County  Medical  Society 

WHEREAS,  Direct  payment  to  physicians  is  a hard- 
ship on  many  Medicare  subscribers;  and 

WHEREAS.  Both  the  Medicare  administrators  and 
the  fiscal  intermediaries  are'  desirous  of  promoting 
maximum  physician  participation  in  accepting  assign- 
ments in  this  program;  therefore  be  it 
Resolved,  That  to  encourage  the  acceptance  of  as- 
signments by  physicians  in  the  Medicare  program  the 
Medical  Society  of  the  State  of  New  York  make  the 
following  recommendations  to  the  U.S.  Department 
of  Health,  Education,  and  Welfare,  its  regional  office, 
and  the  Medicare  intermediaries  of  New  York  State: 

1.  That  new,  easily  recognizable,  and  separate  as- 
signment forms  be  prepared  for  prompt  and  accurate 
processing; 

2.  That  the  individual  physician  profiles  be  updated 
and  kept  current; 

3.  That  the  U.S.  Department  of  Health,  Education, 
and  Welfare  follow  the  intent  of  the  law  and  refrain 
from  arbitrarily  freezing  payments; 

4.  That  the  deductible  and  co-insurance  features 
be  eliminated  and/or  reduced  when  an  assignment  is 
accepted; 

5.  That  the  fiscal  intermediary  cooperate  in  every 
way  possible  with  both  physicians  and  Medicare  sub- 
scribers for  the  ultimate  success  of  the  assignment 
program;  and 

6.  That  the  fiscal  intermediaries  be  solely  responsi- 
ble for  the  reimbursement  of  physicians  when  an  error 


is  made  and  the  assignment  check  is  inadvertently 
sent  to  the  subscriber;  and  be  it  further 

Resolved,  That  Medicare  administrators  and  in- 
termediaries be  advised  of  these  recommendations 
promptly. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICARE  AND 
MEDICAID  The  following  report  was  presented  by  John 
B.  Glaubitz,  M.D.,  chairman. 

These  five  resolutions  were  considered  together.  Since 
there  were  many  overlapping  provisions  and  Resolveds, 
your  reference  committee  wishes  to  present  the  following 
substitute  resolution: 

WHEREAS,  The  Social  Security  Administration  has 
altered  the  reimbursement  formula  for  Medicare  as  of 
January  1,  1971,  for  physicians’  services  from  the  83rd 
percentile  in  1968  to  the  75th  percentile  using  1969 
as  the  base  for  customary  charges  and  these  fee  limita- 
tions are  not  consistent  with  usual  and  customary 
fees;  and 

WHEREAS.  Fees  are  in  part  determined  by  fee  pro- 
files established  by  tbe  fiscal  intermediaries,  and  these 
fee  profiles  are  not  subject  to  review  by  the  participat- 
ing physicians;  and 

WHEREAS,  There  have  been  an  increasing  number  of 
complaints  from  Medicare  subscribers  and  physicians 
concerning  inordinate  delays  in  processing  of  claims 
and  gross  inaccuracies  in  payment,  the  result  of  which 
has  been  that  many  physicians  have  refused  to  accept 
assignment;  and 

WHEREAS,  The  general  cost  of  living  and  the  cost  of 
maintaining  a medical  practice  has  continued  to  rise, 
thus  placing  ever  increasing  economic  pressure  on 
physicians;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  express  to  the  fiscal  intermediaries  and  the 
Social  Security  Administration  its  dissatisfaction 
with  the  lack  of  progress  in  improving  administrative 
services  and  its  feeling  that  this  failure  has  been  prej- 
udicial and  has  worked  hardship  on  patients  and 
physicians  alike;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  inform  the  American  Medical  Association 
and  the  Social  Security  Administration  regarding  the 
inequities  in  the  present  reimbursement  formula. 

The  House,  after  discussion,  voted  to  adopt  this  por- 
tion of  the  reference  committee  report,  thereby  adopting 
the  substitute  resolution. 

71-29.  Medicaid  Program 

Introduced  by  Bronx  County  Medical  Society 

WHEREAS,  The  Medicaid  Program  was  instituted  to 
provide  quality  (private)  care  for  our  indigent  and 
low-income  people;  and 

WHEREAS,  Many  of  the  underprivileged  areas  in 
New  York  City  present  proolems  in  the  delivery  of 
health  care  and  have,  therefore,  been  deprived  of 
vitally  needed  physicians  to  render  services;  and 

WHEREAS,  The  paper  work,  payment  delays,  sub- 
minimal  fee  schedules,  and  co-insurance  features 
have  discouraged  physician  participation;  and 

WHEREAS,  The  Medicaid  administration  has  failed 
to  regularly  consult  organized  medicine  and  has  ig- 
nored the  concept  of  usual,  customary,  and  prevail- 
ing fees;  and 

WHEREAS,  The  Medical  Society  of  the  State  of  New 
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York,  at  its  meeting  in  February,  1969,  adopted  a sub- 
stitute resolution  for  resolution  69-64,  the  Resolved 
portion  of  which  stated:  “That  the  State  Society 

make  every  effort  to  attain  the  use  of  the  usual,  cus- 
tomary, and  prevailing  fee  concept  in  the  Medicaid 
program  in  place  of  a fixed  fee  schedule”  and  that  the 
membership  “be  advised  promptly  as  to  the  outcome 
of  negotiations  ...  so  that  individual  physicians  may 
decide  whether  or  not  they  will  continue  to  participate 
in  the  Medicaid  program”;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  initiate  a series  of  discussions  with  Medicaid 
administrators  in  the  State  of  New  York  designed  to 
strengthen  the  program  and  enable  it  to  provide 
needed  health  care  to  the  indigent  and  semi-indigent 
persons  who  are  now  being  deprived  of  that  care  as  a 
result  of  the  program’s  deficiencies;  and  be  it  further 
Resolved,  That  these  discussions  include,  but  not 
be  confined  to,  the  following: 

1.  The  subsidization  of  health  care  in  ghetto  areas; 

2.  The  encouragement  of  physician  participation 
by  the  elimination  of  co-insurance  and  delays  in  pay- 
ment, the  provision  of  adequate  fees  for  service,  and 
the  simplification  of  paper  work;  and 

3.  A program  of  continuing  cooperation  and  consul- 
tation to  these  ends;  and  be  it  further 

Resolved,  That  both  the  public  and  the  members  of 
the  Medical  Society  of  the  State  of  New  York  be  in- 
formed of  this  effort  of  the  State  Medical  Society,  its 
success  in  initiating  these  discussions,  and  the  out- 
come. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON  MEDICARE 
AND  MEDICAID:  The  following  report  was  presented  by 
John  B.  Glaubitz,  M.D.,  chairman. 

After  reviewing  this  resolution,  your  reference  com- 
mittee decided  that  two  separate  problems  were  being 
presented  and  that  they  had  best  be  submitted  as  two 
resolutions.  Therefore,  we  propose  the  following  sub- 
stitute resolutions  for  resolution  71-29: 

Resolution  1. 

WHEREAS,  The  Medicaid  Program  was  instituted  to 
provide  quality  (private)  care  for  the  indigent  and 
low-income  people;  and 

WHEREAS,  Many  of  the  underprivileged  areas  in 
New  York  City  and  elsewhere  in  the  State  present 
problems  in  the  delivery  of  health  care  and  the 
underprivileged  people  have,  therefore,  been  de- 
prived of  vitally  needed  physicians  to  render  medical 
services;  and 

WHEREAS,  The  paper  work,  payment  delays,  sub- 
minimal  fee  schedules,  and  co-insurance  features 
have  discouraged  physician  participation;  and 

WHEREAS,  The  Medicaid  administration  has  failed 
to  consult  organized  medicine  and  has  ignored  the 
concept  of  usual,  customary,  and  prevailing  fees; 
and 

WHEREAS,  No  progress  of  any  kind  has  been  made 
in  negotiations  and  discussions  with  State  govern- 
mental agencies;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  again  attempt  to  initiate  a series  of  dis- 
cussions with  Medicaid  administrators  in  the  State 
of  New  York  designed  to  strengthen  the  program  and 
that  the  results  of  these  efforts  be  made  known  to  the 
members. 


Your  reference  committee  recommends  approval  of 
this  substitute  resolution. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  approving  the  first  substi- 
tute resolution  for  resolution  71-29. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICARE  AND 
MEDICAID  Dr.  Glaubitz  continued  his  report  on  resolu- 
tion 71-29  as  follows: 

This  is  the  second  substitute  resolution.  I might  say, 
before  I start  on  this  particular  resolution,  you  will 
see  reference  to  “urban”  rather  than  to  the  State  as  a 
whole.  We  will  accept  whatever  the  House  desires  in 
this  direction.  I might  point  out  that  there  is  a Com- 
mittee on  Rural  Medicine  which  already  is  in  existence, 
and  it  is  for  that  reason  we  prepared  a resolution  with 
reference  to  urban  problems. 

Resolution  2. 

WHEREAS,  Existing  government  programs  have  not 
been  successful  in  meeting  the  health  needs  of  the 
urban  poor  and  medically  indigent  people;  and 

WHEREAS,  The  problems  of  providing  health  care 
to  the  poor  people  in  urban  areas  are  of  concern  to 
the  medical  profession;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  establish  a committee  to  study  practical 
methods  of  providing  health  care  to  the  poor  and  medi- 
cally indigent  people  in  urban  areas. 

The  House,  after  discussion,  voted  to  amend  substi- 
tute resolution  2,  to  provide  for  referral  to  the  Council 
instead  of  establishing  a new  committee.  The  Resolved 
portion  would  then  read: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Council  to  initiate  a study  of 
practical  methods  of  providing  health  care  to  the  poor 
and  medically  indigent  people  in  urban  areas. 

The  House,  then,  voted  to  adopt  this  portion  of  the 
reference  committee  report  as  amended,  thereby  ap- 
proving the  amended  second  substitute  resolution  for 
resolution  71-29. 

71-72.  Payment  for  Contraceptive  Sterilization 
Procedures  on  Medicaid  Patients 

Introduced  by  Milton  Rosenberg,  M.D.  Suffolk,  as  an 
individual 

WHEREAS,  It  is  legal  in  the  State  of  New  York  to 
obtain  sterilization  procedures  for  contraceptive  pur- 
poses; and 

WHEREAS,  Patients  who  pay  for  this  care,  either 
privately  or  through  third-party  insurance  carriers, 
may  obtain  this  bona  fide  medical  procedure  with  no 
difficulty;  and 

WHEREAS,  An  opinion  rendered  by  the  New  York 
State  Attorney  General  dated  August  21,  1967,  which 
supports  and  reaffirms  opinion  number  432  of  the 
Attorney  General  in  1934,  which  states  “the  sponsoring 
of  and  payment  for  sterilization  operations  should  not 
be  assumed  by  public  officials”  in  absence  of  legisla- 
tive authority  and  that  such  opinion  clearly  relates  to 
operations  for  contraceptive  purposes  only;  and 

WHEREAS,  This  opinion  prevents  the  indigent  pa- 
tients from  obtaining  these  medical  procedures,  by 
virtue  of  the  fact  that  their  medical  payments  are 
via  the  Department  of  Social  Services,  resulting  in  a 
dual  standard  of  medical  care;  therefore  be  it 
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Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  seek  the  introduction  of,  and  support, 
legislation  designed  to  nullify  opinion  number  432  of 
the  New  York  State  Attorney  General  of  1934,  as  re- 
applied in  1967,  and  to  make  it  legal  for  the  State 
of  New  York  to  pay  for  sterilization  procedures  for 
contraceptive  purposes  on  Medicaid  patients. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON  MEDICARE 
AND  MEDICAID  The  following  report  was  presented  by 
John  B.  Glaubitz,  M.D.,  chairman. 

On  advice  of  legal  counsel,  your  reference  committee 


Reports  of  Officers 

President  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

It  is  customary  for  the  president  of  your  Medical  So- 
ciety to  prepare  a written  report  of  the  year’s  activities 
which  is  printed  in  the  January  1 issue  of  the  Journal 
prior  to  the  annual  meeting  in  February.  Since  this 
report  is  to  be  sent  to  the  printer  in  October,  it  must  be 
prepared  no  later  than  September  and  hence  reflects 
only  the  first  half-year’s  activities  of  your  president’s 
term  of  office.  A supplementary  report  on  the  rest  of  the 
year  will  be  given  at  the  annual  meeting. 

Legislation.  Our  annual  meeting  occurs  in  February 
of  each  year,  at  present,  and,  since  the  State  Legislature 
meets  at  that  time,  one  of  our  main  concerns  is  the  pro- 
posed legislation  of  interest  to  our  profession.  Our 
House  of  Delegates  often  mandates  the  Medical  Society 
to  have  new  legislation  introduced  as  well  as  to  support 
or  oppose  bills  that  have  been  or  will  be  introduced. 
This  year  four  out  of  six  bills  which  constituted  dur  spon- 
sored program  were  favorably  acted  on  by  the  Legisla- 
ture. Three  of  these  were  signed  by  the  Governor:  the 
Anatomical  Gift  Act,  the  Professional  Service  Corpora- 
tion bill,  and  the  extension  of  the  present  law  providing 
immunity  from  suit  for  members  of  hospital  utilization 
review  committees,  which  were  set  up  as  a result  of  the 
Medicare  Law,  to  other  similar  hospital  committees. 

The  Universal  Health  Insurance  Act  was  again 
brought  up  in  a revised  form  which,  however,  did  not 
measure  up  to  the  specifications  we  desired,  and  we 
strongly  opposed  it.  This  bill  died  in  the  Senate  Finance 
Committee.  No  doubt  another  version  will  be  presented 
in  1971,  and  we  must  be  vigilant  to  keep  informed  on 
this  bill  to  secure  the  provisions  we  desire. 

The  abortion  law  that  was  passed,  despite  our  dis- 
approval, made  headlines  nationally,  and  indeed  inter- 
nationally, and  has  taken  up  a great  deal  of  your  So- 
ciety’s time  and  attention.  As  a result  of  numerous  que- 
ries and  demands,  it  was  decided  to  set  up  an  ad  hoc 
committee  to  offer  guidelines  to  our  members  on  the 
implementation  of  the  law.  This  committee  chaired 
by  Carl  Goldmark,  Jr.,  M.D.,  and  consisting  of  Edward 
C.  Hughes,  M.D.,  Bernard  J.  Pisani,  M.D.,  Clyde  L. 
Randall,  M.D.,  and  Waring  Willis,  M.D.,  did  an  admir- 
able job,  in  my  opinion,  and  cooperated  with  the  Public 
Health  Council  in  further  drafting  recommendations 
approved  and  promulgated  by  the  State  Commissioner 


recommends  that  the  first  “Whereas”  be  amended  as  fol- 
lows: 

WHEREAS.  Sterilization  procedures  for  contraceptive 

purposes  are  being  performed  in  New  York  State; 

The  remainder  of  the  resolution  would  remain  as  pre- 
sented. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  approving  resolution  71-72 
as  amended. 

The  House  voted  to  adopt  the  reference  committee  re- 
port as  a whole  as  amended. 


of  Health.  Many  people,  physicians  and  laymen  alike, 
feel  the  new  law  has  gone  much  too  far  and  your  State 
Medical  Society  opposed  it  on  that  basis,  although  it  had 
long  approved  a revision  of  the  old  law  and  had  offered 
and  supported  numerous  liberalizations.  No  doubt 
we  shall  see  amendments  to  the  present  law  offered  in 
the  Legislature  and  probably  some  will  come  from  our 
own  House  of  Delegates  next  February.  Since  July  1 
when  the  new  law  went  into  effect,  many  problems  have 
arisen,  and  some  remedial  action  will  not  be  far  off. 

There  were  many  other  bills  that  we  opposed  or  sup- 
ported, and  our  score  was  excellent.  More  on  this  will 
undoubtedly  be  reported  by  your  State  Legislation  Com- 
mittee. Much  credit  is  due  this  committee  for  its  work. 
Commendation  is  also  to  be  given  to  all  State  and  county 
members  and  employes  who  contributed  their  time  and 
effort. 

Building.  A great  event  in  the  history  of  our  State 
Medical  Society  is  the  construction  of  our  new  head- 
quarters building  at  Lake  Success.  This  is  a project 
that  had  been  considered  for  years  and  finally  autho- 
rized by  the  House  of  Delegates.  The  Building  Commit- 
tee chaired  by  Renato  J.  Azzari,  M.D.,  has  put  in  count- 
less hours  considering  sites,  planning  the  building,  and 
finally  dealing  with  contractors,  not  to  mention  legal 
matters  with  local  authorities  and  financial  matters  with 
the  banks.  Our  executive  vice-president  has  also  borne 
a major  portion  of  the  burden  in  this  enterprise  and  has 
literally  lived  day-to-day  with  the  project.  A corner- 
stone-laying  ceremony  is  scheduled  for  October  15,  and 
completion  of  the  building  should  be  achieved  in  the  not 
too  distant  future.  The  $75  assessment  was  regrettably 
necessary,  but  its  need  was  explained  in  meetings  with 
county  medical  society  presidents  and  further  elaborat- 
ed in  a letter  to  all  members.  I think  it  will  prove  to  be 
a blessing  in  disguise  since  it  was  always  planned  to 
borrow  some  money  and  savings  on  interest  payments 
should  help  slow  down  a dues  increase. 

Professional  Medical  Liability  Insurance.  We  live 
in  an  era  of  steadily  rising  prices,  and  the  never-ending 
procession  of  rising  costs  involves  all  of  our  activities. 
However,  a major  and  greatly  inflated  cost  is  that  of 
malpractice  insurance.  Your  Society’s  Professional 
Medical  Liability  Insurance  and  Defense  Board  has 
worked  hard  and  long  with  our  agents  and  carriers  to  try 
to  keep  premium  costs  down.  The  results  are  in  the 
main  disappointing,  and  high  percentage  rises  in  pre- 
miums were  necessary  in  1969  and  1970.  This  is  a 
nationwide  problem,  and  many  states  have  worse  prob- 
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lems  than  New  York.  The  American  Medical  Associa- 
tion is  seeking  ways  to  help  solve  the  problem,  such  as 
a national  malpractice  insurance  plan,  more  favorable 
legislation,  and  education  of  the  physicians  to  avoid 
suits.  This  fall  (1970)  your  State  Medical  Society  is 
holding  a series  of  district  meetings  to  discuss  this  prob- 
lem, as  well  as  tbe  proposals  in  the  Universal  Health 
Insurance  Law  that  have  been  and  will  be  considered  by 
our  Legislature  and  Congress.  I believe  these  two  prob- 
lems should  be  first  considerations  in  our  sponsored 
legislative  programs  for  1971. 

Medical  Education.  Another  area  of  interest  that 
challenges  our  State  Medical  Society  is  increased  in- 
volvement with  medical  education.  It  is  obvious  that 
we  need  more  physicians  than  our  medical  schools  are 
producing.  Increases  in  members  of  schools,  size  of 
classes,  and  shortening  of  pre-  and  postmedical  school 
training  time  are  all  matters  of  concern  for  our  medical 
educators.  Training  of  paramedical  personnel  in  many 
fields  of  activity  is  also  being  encouraged,  and  tbe  need 
for  such  programs  in  this  State  is  obvious. 

Continuing  education  for  physicians,  as  well  as  other 
professions,  is  being  encouraged,  but  rigid  requirements 
have  been  rejected  by  our  profession  and  labeled  as  “sec- 
ondary licensure”  with  some  justification.  However, 
it  behooves  us  to  set  up  our  own  refresher  programs  to 
an  encompassing  and  adequate  degree  before  some  leg- 
islative authority  imposes  its  own  regulations  on  us. 

In  these  days  of  student  unrest  and  desire  for  involve- 
ment in  the  active  affairs  of  the  world,  it  is  not  sur- 
prising that  medical  students  are  concerned  with  the 
activities  of  organized  medicine.  We  have  had  requests 
from  the  local  chapters  of  the  Student  American  Medical 
Association  for  both  active  and  observer  roles  at  our 
Council  meetings  and  at  our  annual  meeting  of  the 
House  of  Delegates.  The  Council  is  studying  this  matter 
at  present,  and  action  will  be  forthcoming  to  provide 
SAMA  with  representation  and  participation. 

AMA  Membership.  Another  matter  of  import  which 
needed  attention  this  year  is  membership  in  the  Amer- 
ican Medical  Association.  This  State  Medical  Society 
has  had  mandatory  AMA  membership  since  January, 
1961.  On  the  basis  of  a challenge  by  one  of  our  mem- 
bers, it  now  appears  that  such  regulation  is  contrary  to 
law.  Hence,  on  September  24  the  Council  declared 
mandatory  membership  in  the  AMA  null  and  void  and 
directed  that  the  necessary  changes  in  our  Bylaws  be 
made.  However,  it  must  be  apparent  to  all  that  we,  as 
physicians,  need  the  AMA  and  its  many  services  and  as 
the  corporate  spokesman  for  organized  medicine.  I 
would  urge  all  members  of  the  Medical  Society  of  the 
State  of  New  York  to  continue  membership  in  the  AMA 
on  a voluntary  basis. 

Acknowledgments.  There  are  so  many  committees 
and  on-going  projects  in  our  State  Medical  Society  that 
it  is  impossible  to  mention  all  of  them.  Likewise  there 
are  so  many  individuals  involved,  both  paid  and  volun- 
tary, that  to  single  out  some  is  to  ignore  others.  At  this 
time  I would  like  to  thank  all  who  have  been  involved 
and  bespeak  your  continued  activity  on  behalf  of  “what- 
ever is  best  for  our  Society.” 

I have  had  a busy  half-year  and  have  met  with  many 
committees  and  groups.  The  pleasure  of  meeting  many 
old  friends  and  making  new  ones  has  more  than  offset 
the  effort  involved  in  attending  these  meetings.  I am 
sorry  I was  not  able  to  go  to  all  the  functions  to  which  I 


have  been  invited.  There  were  many  conflicting  dates 
and  other  circumstances  which  did  not  permit  me  to  do 
so.  After  a slight  lull  during  the  summer  months,  which 
was  greatly  appreciated,  we  are  now  faced  with  a busy 
and  demanding  fall  and  winter  season  of  activities,  cul- 
minating in  the  annual  meeting  in  February.  I shall 
have  a number  of  comments  to  make  in  my  supplemen- 
tary report  at  that  time. 

Respectfully  submitted, 

Walter  Scott  Walls,  M.D.,  President 

President  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

This  supplementary  report  actually  reflects  the  past 
six  months  of  my  administration.  The  Report  of  the 
President  published  in  the  Journal  was  written  and 
submitted  months  ago.  It  was  largely  concerned  with 
actions  of  the  State  Legislature  that  affected  matters  of 
health  and  our  profession.  The  Legislature  is  again  in 
session  and,  of  course,  we  are  vitally  concerned  with  a 
number  of  bills  that  are  being,  or  will  be,  considered. 
The  actions  of  this  House  in  the  next  few  days  will  deter- 
mine much  of  our  posture  concerning  these  bills,  and  it 
behooves  all  of  us  to  contribute  our  best  thought  and 
counsel  to  those  entrusted  to  carry  on  the  work  of  our 
Society. 

Abortion  Law.  We  have  now  lived  through  the  first 
seven  months  under  the  new  abortion  law.  Opinion  on 
it  is  still  widely  divided.  Some  feel  it  will  work  out  all 
right  as  it  is  and  should  be  left  alone.  Others  are  ada- 
mant that  various  amendments  be  made,  such  as  a resi- 
dency provision,  shortening  the  permissible  time  for 
elective  abortion,  and/or  making  it  illegal  to  perform 
abortions  outside  of  hospitals  or  hospital-connected 
facilities.  There  are  still  others  that  cannot  sanction 
abortion  at  all  or  only  under  extreme  circumstances. 
Our  State  and  county  offices  and  officers  have  been 
bombarded  all  year  concerning  abortion  problems,  and 
I think  they  have  handled  them  very  well  indeed.  Much 
of  the  credit  must  go  to  Carl  Goldmark,  Jr.,  M.D.,  and 
his  Ad  Hoc  Committee  on  Abortion  for  their  clear  enun- 
ciation of  the  position  of  our  Society  as  stated  by  this 
House  in  previous  years. 

Universal  Health  Insurance.  During  the  past  year 
we  have  been  concerned  about  the  future  development  of 
universal  health  insurance  either  State  or  national  or 
both.  Much  has  been  written  and  discussed  concern- 
ing the  several  plans  suggested,  and  they  all  have  some 
attractive  features  but  also  some  serious  drawbacks. 
Probably  some  compromise  plan  will  eventually  emerge. 
We  must  continue  to  be  alert  and  ready  to  help  develop 
the  best  possible  plan  for  the  people  of  this  State  and 
country. 

New  Building.  In  a few  months  we  shall  move  to  our 
new  building.  This  will  be  an  event  of  outstanding 
significance  in  the  history  of  our  Society.  After  some 
years  of  study  and  consideration,  this  House  mandated 
the  purchase  of  property  and  the  erection  of  our  own 
State  headquarters. 

The  Board  of  Trustees  has  proceeded  to  carry  out  the 
wishes  of  this  House.  Because  of  economic  conditions 
that  arose  in  the  past  year,  it  became  necessary  to  obtain 
more  funds  for  the  completion  of  the  building,  and  the 
Board  after  due  consideration  proposed  unanimously  a 
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one-time  assessment  of  $75.  The  Council  considered 
this  matter  carefully  and  after  examining  all  alterna- 
tives, also  unanimously  approved  the  Board’s  recom- 
mendation. 

This  decision  was  presented  and  explained  to  the 
presidents  of  all  the  county  societies  in  two  meetings 
held  for  the  purpose.  The  vast  majority  of  the  members 
of  the  State  Society  have  paid  this  assessment.  How- 
ever, some  have  raised  questions  and  challenged  the 
legality  of  the  assessment  or  its  time  of  payment.  Ac- 
cording to  our  Constitution  and  Bylaws,  your  Council 
has  acted  legally  and  with  propriety  as  attested  to  by 
the  Counsel  of  the  State  Society.  I deeply  regret  the 
unkind  and  rude  comments  made  to  our  executive  vice- 
president  by  a small  minority  of  our  members.  Such 
remarks  are  unworthy  of  members  of  a noble  profession. 
It  is  always  impossible  to  please  everyone,  but  I believe 
that  eventually  we  shall  all  be  proud  of  our  new  head- 
quarters and  thankful  to  those  who  have  spent  so  much 
of  their  time  and  energy  in  getting  the  job  done.  I have 
approved  the  actions  of  the  Trustees,  the  Council,  the 
executive  vice-president,  and  the  treasurer  and  stand 
willing  to  take  any  blame  or  criticism  for  them. 

Professional  Medical  Liability  Insurance.  Another 
vexing  matter  this  past  year  has  developed  concerning 
our  Professional  Medical  Liability  Insurance.  The  rates 
have  again  been  boosted  to  an  alarming  degree  and  none 
of  us  are  happy  concerning  the  situation.  However,  our 
carrier  has  readily  documented  the  losses  by  the  increas- 
ing number  and  size  of  suits  and  settlements,  and  we 
are  fortunate  that  we  can  even  continue  to  obtain  cover- 
age at  all.  Our  authorized  indemnity  representatives, 
the  H.  F.  Wanvig  Company,  have  examined  the  possi- 
bility of  obtaining  other  carriers  with  no  success.  Inci- 
dentally this  is  a nationwide  problem  with  higher  rates 
or  no  coverage  at  all  in  some  other  states.  The  American 
Medical  Association  appointed  a special  committee 
under  C.  A.  Hoffman,  M.D.,  of  West  Virginia,  to  ex- 
plore the  possibility  of  obtaining  coverage  through  the 
AMA,  but  the  committee  has  failed  and  feels  that  the 
task  is  impossible.  Incidentally,  Richard  P.  Bergan, 
of  the  legal  staff  of  the  AMA,  has  reviewed  our  program 
and  has  stated  that  it  is  the  finest  in  the  country.  Some 
legal  relief  with  regard  to  time,  liability,  and  method 
of  handling  of  cases  seems  to  be  the  only  real  hope  for 
bettering  this  situation.  Our  own  board,  under  the 
able  leadership  of  Arthur  J.  Mannix,  Jr.,  M.D.,  has  done 
and  is  doing  everything  possible  to  help  our  program. 

Student  American  Medical  Association.  For  the 
first  time  in  our  history,  we  have  medical  student  repre- 
sentation at  our  annual  meeting.  Representatives  of 
SAMA  chapters  at  several  of  our  medical  schools  in  the 
State  are  here  as  observers.  We  welcome  them  and  look 
forward  to  more  active  participation  by  them  in  our 
future  meetings.  We  hope  that  those  medical  schools 
not  represented  here  will  form  SAMA  chapters  and 
hence  have  representatives  at  future  annual  meetings 
of  our  House  of  Delegates. 

Peer  Review.  One  of  the  programs  started  by  my 
predecessors  is  that  of  peer  review.  I believe  all  of  our 
county  societies  have  peer  review  committees  of  some 
sort,  and  I strongly  urge  them  to  use  such  committees 
in  an  active  and  enlightened  manner.  Peer  review  is  a 
multisided  matter  and  requires  aid  from  several  sources. 
Whereas  the  county  society  committee  will  probably  be 
mainly  concerned  with  fees,  there  are  also  utilization 


committees  in  hospitals  concerned  with  scanning  admis- 
sions and  discharges  of  patients,  as  well  as  proper  use  of 
facilities.  In  addition  your  State  Society  Council  is 
ready  to  act  as  an  appellate  authority  if  needed.  The 
question  of  quality  of  care  must  be  included  in  any  peer 
review  mechanism,  and  your  State  Society  has  taken  a 
long  step  in  this  direction  with  the  publication  of  The 
Medical  Review  Manual  developed  by  the  Committee  on 
Medical  Review.  This  manual  has  been  widely  distrib- 
uted to  acute-care  hospitals  in  our  State  and  copies 
sent  to  the  U.S.  Public  Health  Service  and  Department 
of  Health,  Education,  and  Welfare.  Charles  M.  Brane, 
M.D.,  chairman  of  our  Committee  on  Medical  Review, 
and  Samuel  Z.  Freedman,  M.D.,  director  of  the  Division 
of  Standards  of  Medical  Care,  are  to  be  thanked  and 
congratulated  for  the  excellent  work  that  they  and  their 
associates  have  accomplished. 

Woman’s  Auxiliary.  The  Woman’s  Auxiliary,  under 
the  capable  leadership  of  Mrs.  Vincent  Lacovara,  has 
done  its  usual  excellent  job  of  supporting  our  Medical 
Society  and  engaging  in  many  community  activities 
concerned  with  better  health  care.  I sincerely  urge 
members  of  the  State  Medical  Society  to  encourage 
membership  and  involvement  of  the  wives  not  presently 
identified  with  the  Woman’s  Auxiliary. 

Acknowledgments.  Time  and  space  do  not  permit  a 
complete  cataloging  of  the  activities  of  the  many 
commissions,  committees,  subcommittees,  and  special 
standing  and  ad  hoc  committees  of  your  Society.  Their 
activities  are  all  set  forth  in  your  Handbook.  Hundreds 
of  physicians  have  been  involved  with  hundreds  of  prob- 
lems, and  I can  emphatically  certify  that  you  are  getting 
your  money’s  worth  in  services  from  your  Medical  Soci- 
ety. The  whole  complex  structure  has  been  excellently 
managed  and  directed  by  Henry  I.  Fineberg,  M.D.,  and 
his  staff,  and  we  all  owe  them  a considerable  debt  of 
gratitude. 

Personally,  I have  had  a busy  and  rewarding  year  and 
have  done  the  best  I could  to  answer  the  many  demands 
for  attendance  at  meetings,  conferences,  and  conversa- 
tions and  also  reading  mail  and  reports,  many  of  which 
require  answers.  This  has  all  been  time-consuming  but 
also  illuminating.  I do  not  feel  that  anyone  can  feel  com- 
pletely adequate  in  this  job  on  a part-time  basis,  and 
soon  we  may  well  have  to  consider  the  presidency  of  this 
Society  as  a full-time  job  for  the  year  involved.  Being 
your  president  has  indeed  been  a great  and  rare  privilege, 
and  I thank  you  sincerely  for  your  trust  and  also  your 
help  during  this  past  year.  I also  wish  to  thank  Henry 
I.  Fineberg,  M.D.,  and  his  entire  staff  for  their  com- 
pletely loyal,  helpful,  and  efficient  support.  I know 
of  no  better  gift  to  bequeath  to  my  successor,  George 
Himler,  M.D.,  than  the  inheritance  of  this  excellent 
organization.  I would  also  like  to  add  my  best  wishes 
to  Dr.  Himler  for  a successful  administration  and  pledge 
him  my  support. 

Respectfully  submitted, 

Walter  Scott  Walls,  M.D.,  President 

REPORT  OF  REFERENCE  COMMITTEE  ON  REPORTS  OF 
OFFICERS:  The  following  report  was  presented  by 

Harry  S.  Lichtman,  M.D.,  chairman. 

The  annual  and  supplementary  reports  of  the  presi- 
dent were  reviewed.  He  outlined  many  of  the  problems 
facing  the  medical  profession  in  New  York  State  and 
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submitted  in  detail  his  major  activities  during  the  past 
year. 

The  president  gives  a great  deal  of  credit  to  Carl  Gold- 
mark,  Jr.,  M.D.,  and  the  Ad  Hoc  Committee  on  Abor- 
tion for  their  clear  enunciation  of  the  position  of  the 
State  Medical  Society,  as  stated  by  this  House.  The 
opinions  are  still  widely  divided.  Many  problems  are 
still  on  the  horizon.  No  final  answer  can  be  given  at 
present  concerning  the  outcome  of  the  Abortion  Law. 

Concerning  Universal  Health  Insurance,  he  stated 
that  no  definite  plan  has  been  developed  by  the  Federal 
and  State  governments.  It  is  our  obligation  to  be  alert 
and  to  help  develop  the  best  possible  plan. 

The  president  reported  on  the  progress  of  the  new 
building.  He  reassured  us  that  eventually  we  will  all  be 
proud  of  our  new  headquarters  and  will  be  most  grateful 
to  all  those  who  have  spent  so  much  time  on  behalf  of  this 
project. 

With  some  pride,  Walter  Scott  Walls,  M.D.,  discussed 
the  Student  American  Medical  Association.  He  wel- 
comed their  representatives  and  looked  forward  to 
greater  participation  by  them  at  the  State  as  well  as 
the  county  level.  The  reference  committee  recom- 
mends that  the  activities  of  the  students  be  extended  to 
the  committee  level  of  their  respective  county  medical 
societies. 

Progress  has  been  made  in  peer  review  throughout  the 
State.  He  emphasized  that  the  question  of  quality  of 
care  must  be  included  in  any  peer  review  mechanism, 
and  that  the  State  Medical  Society  has  taken  the  right 
step  in  this  direction  with  the  Medical  Review  Manual. 

Walter  Scott  Walls,  M.D.,  acknowledged  the  efforts 
of  the  Woman’s  Auxiliary  and  its  president,  Mrs.  Vin- 
cent Lacovara.  Their  recruitment  methods  in  increas- 
ing the  membership  have  given  phenomenal  results. 

The  committee  wishes  to  express  its  gratitude  to  Dr. 
Walls  for  his  outstanding  service  as  president.  The 
committee  feels  that  he  has  been  a dedicated,  self-sac- 
rificing president  who  has  contributed  greatly  to  the 
Society. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


Secretary  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  secretary  reports  as  follows  for  the  year  1970- 
1971. 

House  of  Delegates.  Edited  minutes  of  the  1970 
meeting  were  published  in  the  June  1,  1970,  issue  of  the 
New  York  State  Journal  of  Medicine;  the  verbatim 
minutes  from  which  the  edited  version  was  prepared 
are  on  file  in  the  Society’s  headquarters.  A list  of  ac- 
tions of  the  House  of  Delegates  was  presented  to  the 
Council  at  its  March  meeting.  Dispositions  made  by 
the  Council  at  that  time  were  reported  to  the  appro- 
priate officers  and  committee  chairmen.  The  remaining 
items  on  the  list  were  acted  on  by  the  executive  vice- 
president,  and  his  actions  were  reported  by  the  secre- 
tary to  the  Council  in  May.  Final  dispositions,  so  far 
as  they  have  been  reported  at  the  time  of  this  writing, 
have  been  excerpted  from  reports  of  officers  and  com- 
mittees and  are  included  in  the  “Resume  of  Instruc- 


tions of  1970  House  of  Delegates  and  Actions  Thereon  by 
the  Council,  Board  of  Trustees,  and  Officers.” 

Council,  Executive  Committee,  Judicial  Council, 
and  Board  of  Trustees.  In  accordance  with  the  re- 
quirements of  the  Bylaws,  the  secretary  has  sent  notices 
of  the  meetings  of  the  Council,  the  Executive  Commit- 
tee, and  the  Board  of  Trustees  and  has  kept  minutes 
of  the  meetings.  He  has  also  presented  to  the  Council 
reports  of  actions  of  the  Executive  Committee  and  of 
the  Judicial  Council. 

Dues  Remissions.  The  secretary  has  presented  to 
the  Council  and  the  Council  has  approved  requests  of 
169  members,  submitted  through  their  county  medical 
societies,  for  remission  of  dues  because  of  illness,  finan- 
cial hardship,  or  military  service.  The  final  member- 
ship figures  for  the  year  1970,  to  be  presented  in  a sup- 
plementary report,  will  reflect  further  dues  remissions 
approved  by  the  Council  in  November. 

Life  Members.  In  response  to  requests  by  the  county 
medical  societies,  the  secretary  has  presented  to  the 
Council  applications  from  the  following  315  persons  for 
election  to  life  membership,  and  the  Council  elected 
them  at  meetings  held  in  March,  May,  June,  and  Sep- 
tember. 

Harold  Abramson,  New  York  City 
Leon  Akselrad,  Brooklyn 
Charles  Leslie  Allen,  New  York  City 
Luis  Antonio  Amill,  New  York  City 
Albert  Victor  Anderson,  New  York  City 
Joseph  Andrei,  New  York  City 
F.  Paul  Ansbro,  Brooklyn 
Armand  U.  Aquilino,  Syracuse 
John  Jacob  Arnold,  New  York  City 
Robert  Huntington  Atkins,  Long  Beach 
Erich  David  Auerbach,  New  York  City 
Arthur  Harold  Aufses,  New  York  City 
Sol  Axelrad,  Woodhaven 

Frederick  Bachner,  Copiague 

Clyde  Nelson  Baker,  Flushing 

Thomas  Edwin  Bamford,  Jr.,  San  Diego,  California 

Walter  Joseph  Becker,  Mamaroneck 

Solomon  Samuel  Bein,  Brooklyn 

George  Gordon  Bemis,  New  York  City 

Beatrice  Bergman,  New  York  City 

Kurt  Berliner,  New  York  City 

Ernest  Herbert  Bettmann,  White  Plains 

Barnett  Binkowitz,  Brooklyn 

Charles  Howard  Birnberg,  Brooklyn 

Jacob  John  Blinn,  Long  Beach 

Werner  Hans  Bloch,  Elmira 

Harry  Blum,  Brooklyn 

Leonard  James  Bolton,  Elmira 

Linn  John  Boyd,  Yonkers 

Newton  Brachin,  Greene 

Eben  Breed,  Garden  City 

Leonard  Lambert  Breuer,  New  York  City 

Friedrich  Samuel  Brodnitz,  New  York  City 

Philip  Brody,  Brooklyn 

Otto  Broones,  New  York  City 

Wendell  Virgil  Brown,  Syracuse 

Reginald  Burhank,  New  York  City 

Henry  Buxhaum,  Canadaigua 

Edward  J.  Carey,  Flushing 

James  Clarence  Strouse  Carter,  Freeport 
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Leon  Alexander  Chadwick,  Syracuse 

C.  William  Chang,  New  York  City 

Francis  Temple  Chase,  Utica 

Chester  Wellington  Chinn,  New  York  City 

John  Gustave  Codik,  New  York  City 

Hyman  Colin,  Br(X)klyn 

Norman  Corin,  Great  Neck 

Nelson  Warren  Cornell,  Pelham 

Pietro  C.  Corrado,  New  York  City 

Robert  Lloyd  Craig,  Warwick 

Fritz  Jacob  Cramer,  Washington,  D.C. 

Jerome  Frank  Cristina,  Williamsville 
Irving  I.  Crouse,  Buffalo 
Ada  Hazel  Curry,  Albany 

Julius  Davis,  New  York  City 

Albert  Decker,  New  York  City 

Joseph  DeFilippi,  Brooklyn 

Stephanie  Dessauer,  Brooklyn 

Stephen  Dia,  Glendale 

Samuel  Dillon,  Rockaway  Park 

Leon  G.  Dinkin,  New  York  City 

John  DiNoto,  New  Hyde  Park 

William  Dock,  Brooklyn 

Robert  Edwin  Doran,  Geneva 

George  B.  Dorff,  Brooklyn 

Fritz  David  Dreyfuss,  Gainesville 

Fred  Squier  Dunn,  Manchester  Depot,  Vermont 

Michael  Joseph  Dunne,  Great  Neck 

John  Hughes  Dunnington,  New  York  City 

A.  Wilbur  Duryee,  New  York  City 

Niel  Emler  Eckelberry,  Stratford,  Connecticut 

Edward  Edelman,  Ozone  Park 

Edward  Benjamin  Edwards,  New  York  City 

Desider  Eisenstadter,  Brooklyn 

Benjamin  Eliasoph,  New  York  City 

Henry  M.  Ellen,  Brooklyn 

DuMont  Frelinghuysen  Elmendorf,  New  York  City 
Emil  Endreny,  New  York  City 
Harry  Epstein,  The  Bronx 
Joseph  Epstein,  New  York  City 

Fritz  Falk,  New  York  City 

James  Joseph  Farley,  New  York  City 

Marynia  Foot  Farnham,  Winchester,  New  Hampshire 

Marcus  A.  Feinstein,  New  York  City 

Bernard  Feldstein,  St.  Johnsville 

Edward  0.  Finestone,  New  York  City 

Frank  E.  Fink,  New  York  City 

Nathan  Eliah  Finkelstein,  Brooklyn 

Abraham  B.  Fischer,  Brooklyn 

Arthur  Alan  Fischl,  Long  Island  City 

Leo  M.  A.  Fleischer,  New  York  City 

John  Philip  Poland,  Larchmont 

Daye  Walker  Follett,  Scarsdale 

Merrill  Newton  Foote,  Bellport 

Philip  Forster,  Albany 

Theodore  T.  Fox,  New  York  City 

William  Fox,  New  York  City 

Emily  Vanore  Franklin,  Brooklyn 

Saul  Freedman,  Port  Chester 

Bernard  Walter  Frelan,  Cooperstown 

Margit  Freund-Klemperer,  New  York  City 

Clarence  Cory  Fuller,  Long  Island  City 

Selmes  Paul  Funkhouser,  North  Rose 

Clarence  Jost  Gabel,  Syracuse 


Herman  William  Galster,  Scotia 
Samuel  Ganz,  Franklin  Square 
Janina  Gidynski,  Brooklyn 
Adolf  Glaser,  Troy 

William  Joseph  Godfrey,  Long  Island  City 

Ottylia  Lucy  Goldberg,  New  York  City 

Rudolph  Goldberg,  Brooklyn 

Aron  Goldschmidt,  New  York  City 

Julius  Caulkins  Gray,  Chatham,  Maryland 

Leonard  Greenburg,  The  Bronx 

Frederic  Edward  Grossman,  Hollywood,  Florida 

Christine  Ingeborg  Gruggel,  Flushing 

Isaak  Grunstein,  New  York  City 

Halford  Hallock,  New  Paltz 

Leonard  Avery  Hallock,  New  York  City 

Henry  Hammer,  New  York  City 

Harold  Jerome  Harris,  Westport 

Joseph  William  Harris,  Albany 

Merton  C.  Hatch,  Syracuse 

Morton  Kallman  Hertz,  New  York  City 

Louis  Hodes,  New  York  City 

William  Joseph  Hoffman,  Scarsdale 

Wendell  Lochead  Hughes,  Lighthouse  Point,  Florida 

Frederick  Cecil  Hunt,  Ontario,  Canada 

Louise  Hunt,  Cross  River 

Gertrude  Martina  Hyde,  Old  Greenwich,  Connecticut 

H.  Wolcott  Ingham,  Bemus  Point 
Samuel  Irgang,  New  York  City 
Harold  Joseph  Isaacs,  New  York  City 
Michael  Iserman,  New  York  City 
Harry  Dagobert  Italiener,  Forest  Hills 
Kinichi  Iwamoto,  New  York  City 
Maurice  Jacobs,  New  York  City 
Arnold  Jacobsen,  New  York  City 
Leo  L.  Jalisco,  Trinka,  Mexico 
D.  Rees  Jensen,  Riverdale 
Constantin  Jernakoff,  Massapequa  Park 
Samuel  Kahn,  Ossining 
John  Hellmuth  Kalenscher,  Ridgewood 
Marie  B.  Karelitz-Karry,  New  York  City 
Arthur  J.  Karl,  Hornell 
Israel  Kaufman,  Pound  Ridge 
John  Patrick  Keating,  Elmhurst 
Lee  Kend,  Flushing 
Manes  Kesten,  Ithaca 
Sidney  Kimelblot,  Albany 
Louis  Kleinfeld,  New  York  City 
George  Henry  Knoll,  LeRoy 
Benjamin  Kogut,  Brooklyn 
Ernest  Kraft,  New  York  City 
Edward  Kronold,  New  York  City 
David  Kuritzkes,  Brooklyn 

Jessie  Labanowski,  Roslyn  Heights 
Rene  Pierre  Lacombe,  New  York  City 
Nagla  Mary  Laf  Loofy,  Naples,  Florida 
Paul  Lahvis,  Gowanda 
Leonidas  Lantzounis,  Southampton 
Leo  Frederick  La  Palm,  Rochester 
Joseph  Harris  Lapin,  Mt.  Vernon 
Herman  Harold  Lardaro,  New  York  City 
Siegfried  Georg  Lasch,  New  York  City 
David  Arnold  Laveson,  Yonkers 
Frank  Lederfeind,  N.  Miami,  Florida 
Hans  M.  Lehfeldt,  New  York  City 
Nathan  Leifer,  Hollywood,  Florida 
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Sidney  E.  Lenke,  Hallendale,  Florida 

Louis  Levin,  Brooklyn 

Walter  Levy,  New  York  City 

Samuel  David  Lieberman,  Brooklyn 

Jack  Vincent  Lobel,  Brooklyn 

Eugene  G.  Lobert,  New  York  City 

Gustav  Loewenstein,  Little  Falls 

Sandor  Lorand,  New  York  City 

Solas  Joseph  Low,  Brooklyn 

Benjamin  Lubitz,  Brooklyn 

Louis  Victor  Luttenberger,  New  York  City 

Gabriel  Louis  Magassy,  Melville 
Abraham  Malich,  New  York  City 
Hayes  E.  Martin,  New  York  City 
Milton  John  Matzner,  Brooklyn 
Edwin  Post  Maynard,  Jr.,  Brooklyn 
Kingsley  D.  Maynard,  Elmira 
Hector  James  McNeile,  New  York  City 
Meyer  Morton  Melicow,  New  York  City 
Jessie  Gillespie  Merin,  New  York  City 
Henry  Meyer,  Jr.,  Brooklyn 
David  Mezz,  Hollywood,  Florida 
Edith  Alice  Mittell,  Flushing 
Joseph  Moldaver,  New  York  City 
Joseph  Franklin  Montague,  New  York  City 
Christopher  Montana,  Northport 
Jacob  Monto,  Forest  Hills 
Harold  Woodward  Morgans,  Middletown 
Albert  Amendes  Morrone,  Yonkers 
Joseph  L.  Morse,  New  York  City 
Joseph  B.  Moszczynski,  New  York  City 
Walter  Charles  Mott,  Albany 
Joseph  Robert  Mullen,  North  Tonawanda 
Paul  Muller,  New  York  City 
Ciriaco  George  Muscillo,  The  Bronx 

Joseph  Bernard  Naselli,  S3Tacuse 
Nathan  Nemerson,  Monticello 
Theodore  Neustaedter,  New  York  City 

Richard  Joseph  O’Connell,  Jr.,  Huntington 
Charles  Morris  O’Connor,  Buffalo 
Alex  Frank  O’Hare,  Hampton  Bays 
Ruhlea  Chitis  Ovruceschi,  West  Brentwood 
Nathan  Palley,  Brooklyn 
Sigismund  Peller,  Monroe 
Aaron  Robert  Peskin,  New  York  City 
William  Joseph  Phelan,  Clearwater,  Florida 
Joseph  Phelps,  Edmeston 
Charles  Phillips,  Brooklyn 
Herman  Oppenheimer  Pineas,  New  York  City 
Leo  Price,  Hastings-on-Hudson 

Charles  A.  Quinn,  Phoenicia 

Lucia  S.  Radi,  New  York  City 

Irving  N.  Rattner,  New  York  City 

Arthur  C.  Reiniger,  New  York  City 

David  Rennert,  New  York  City 

Hyman  Rivkin,  Far  Rockaway 

Geremia  Rizzuti,  Brooklyn 

Sidney  Jacob  Robbins,  New  York  City 

Daniel  M.  Rolett,  White  Plains 

May  Ethel  Ginsburg  Romm,  New  York  City 

William  Brandt  Rose,  New  York  City 

Sarah  Roskis,  Brooklyn 

Thomas  Alexander  Rossano,  New  York  City 

Rafael  Manuel  Rivera,  New  York  City 

Gusty  Runes-Gronich,  New  York  City 


Isadora  Harris  Sackadorf,  Brooklyn 

Herman  George  Sandvoss,  Kennebunkport,  Maine 

David  Sashin,  Roslyn  Heights 

Gisela  K.  Scheid,  New  York  City 

Hans  Egon  Scheyer,  Potsdam 

Alexander  Schiff,  New  York  City 

Oscar  Paul  Schoenemann,  Brooklyn 

Nat  Schlossman,  Brooklyn 

Richard  Schulenklopper,  Rome 

Alvin  Schuman,  Brooklyn 

Ludwig  Schwarzschild,  New  York  City 

Anthony  A.  Scimeca,  East  Rockaway 

David  Seegal,  New  York  City 

Harry  L.  Segal,  Rochester 

Roy  M.  Seideman,  Jamaica  Estates 

Norman  Shepard,  New  York  City 

Morris  Shlansky,  Brooklyn 

Rudolph  E.  Siegel,  Buffalo 

Irving  Singer,  Jamaica 

Herman  Slass,  Forest  Hills 

Solomon  Slepian,  Brooklyn 

Harvey  Earl  Smith,  Binghamton 

Hyman  Sneierson,  Binghamton 

Charles  Francis  Snopek,  Huntington 

Harry  Sohn,  Floral  Park 

Melitta  Sperling,  New  York  City 

Otto  Elmer  Sperling,  New  York  City 

Jesse  Donald  Stark,  New  York  City 

Morris  C.  Starr,  Brooklyn 

Charles  Steinhauser,  Long  Beach 

Ludwig  Stern,  Jamaica 

Ludwig  Stern,  Ridgewood 

Otto  Sternberg,  New  York  City 

Joseph  P.  Stivelman,  Baldwin 

Harry  King  Stone,  Woodside 

Clarence  R.  Straatsma,  New  Rochelle 

Josef  Stralberg,  New  York  City 

Marion  Stranahan,  New  York  City 

Hans  Strauss,  New  York  City 

H.  Egon  Susbac,  New  York  City 

Moses  Swick,  New  York  City 

Joseph  F.  Szoo,  New  York  City 

Felix  Terner,  New  York  City 
Joseph  Noel  Tesi,  New  York  City 
Jesse  Alfred  Tolmach,  New  York  City 
Arthur  S.  W.  Touroff,  New  York  City 
Samuel  Carlyle  Trattler,  New  York  City 
Roswald  Gleason  Turner,  Elmira 

Harry  Eduarde  Ungerleider,  New  York  City 

Joseph  Robert  Valinoti,  Manhasset 
Francis  Gasper  Velardi,  Brooklyn 
Harry  Vesell,  New  York  City 
Frank  Viggiani,  The  Bronx 
Peter  Vitulli,  Queens  Village 
Frances  Elizabeth  Vosburgh,  Albany 

Robert  Wachen,  Ridgewood 
Gertrude  Waltuch,  Forest  Hills 
Marie  Cecelia  Wasileska,  Syracuse 
William  Law  Watson,  New  York  City 
Hugo  Weinberger,  Brooklyn 
Max  Weiner,  Long  Beach 
Alfred  Weintraub,  New  York  City 
Solomon  Weintraub,  New  York  City 
Charles  Weiss,  Brooklyn 
Geza  Weitzner,  New  York  City 
Imre  Weitzner,  New  York  City 
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Catherine  Anne  Welsh,  Schenectady 
Fredric  Wertham,  New  York  City 
Harry  Wexler,  Br(X)klyn 
Felix  Widder,  New  York  City 
Asher  Winkelstein,  New  York  City 
Stuart  A.  Winning,  Canton 
Mary  Anne  Wolf,  New  York  City 
Max  Wolf,  New  York  City 
Martin  Richard  Wolfsen,  New  York  City 
Tryphosa  R.  Worcester,  New  York  City 
Bernhardt  Ingemann  Wulff,  Binghamton 

Joseph  Zabner,  Brooklyn 
John  Zaslow,  Brooklyn 
Harry  Zuckerman,  New  York  City 
James  F.  B.  Zweighaft,  Tappan 


Membership.  As  of  May  1,  1970,  there  were  26,021 
members  in  good  standing,  including  Active,  Life,  and 
Junior  Members.  This  total  is  made  up  of  the  following 
numbers  in  each  county  medical  society. 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus 

Cayuga 

Chautauqua 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston 

Madison 

Monroe 

Montgomery 

Nassau 

New  York  . . 
Niagara 
Oneida 
Onondaga  . 

Ontario 

Orange 

Orleans 

Oswego  

Otsego  

Putnam 
Queens 
Rensselaer 
Richmond 
Rockland 
St.  Lawrence 
Saratoga  . 
Schenectady 


441 
24 
1,481 
314 
81 
. .77 
117 
123 
34 
66 
43 
41 
39 
306 
1,346 
27 
, . .47 
. 47 
. . .54 
. 22 
. . .37 
. .101 
2,959 
. . .12 
36 
. . 52 
980 
. . .48 
1,945 
7,140 
.195 
302 
610 
. . .98 
. .226 
. . .22 
. . 50 
. . .60 
. .36 
2,184 
. .110 
. .273 
. .337 
. . .88 
. .51 
. .259 


Schoharie  21 

Schuyler 9 

Seneca  28 

Steuben  104 

Suffolk  1,042 

Sullivan  45 

Tioga  17 

Tompkins  108 

Ulster  140 

W'arren  88 

Washington  32 

Wayne  50 

Westchester  1,351 

Wyoming  26 

Yates  19 


A list  of  life  members  elected  by  the  Council  in  No- 
vember, 1970,  and  in  January,  1971,  will  be  included  in 
the  secretary’s  supplementary  report. 

Meetings.  The  secretary  has  attended  meetings  of 
the  Council,  the  Board  of  Trustees,  the  Executive  Com- 
mittee, the  Professional  Medical  Liability  Insurance  and 
Defense  Board,  the  House  of  Delegates  of  the  American 
Medical  Association,  the  New  York  Delegation  to  the 
American  Medical  Association,  New  York  State  Associ- 
ation of  Professions,  in  Albany,  and  a number  of  com- 
mittees such  as;  Research  and  Planning,  several 
meetings  of  the  Judicial  Council,  Budget  and  Finance, 
Ad  Hoc  Committee  on  Abortion  Guidelines,  of  which  he 
was  chairman.  Economics,  Hospital  and  Professional 
Relations,  American  Medical  Association’s  Quackery 
Conference,  in  Boston,  Medical  Care  Insurance  meeting, 
in  Syracuse,  Ad  Hoc  Committee  to  Clarify  the  Relation- 
ship between  MSSNY  and  EMPAC,  and  Peer  Review. 

In  addition,  he  represented  the  State  Medical  Society 
at  the  Planned  Parenthood  Meetings  on  Abortion  and 
was  moderator  on  a panel  discussion  on  malpractice 
insurance  held  under  the  auspices  of  the  Section  on 
Obstetrics-Gynecology  of  the  New  York  Academy  of 
Medicine.  He  also  represented  the  State  Medical  So- 
ciety as  a director  of  Group  Health  Insurance,  Inc.  and 
attended  the  meetings  of  the  finance  committee  and 
board  of  directors.  He  also  represented  the  State  Med- 
ical Society  as  chairman  of  the  Medical  Section,  New 
York  Board  of  Trade,  as  a director  of  the  Physician’s 
Home,  and  as  treasurer  of  New  York  State  Association 
of  Professions. 

Other  matters.  Records  relating  to  the  affairs  of  the 
Society  are  so  voluminous  and  so  varied  that  the  secre- 
tary feels  it  would  be  advisable  for  the  Ad  Hoc  Com- 
mittee to  Study  the  Constitution  and  Bylaws  to  suggest 
amendment  of  the  provision  of  Section  7,  Chapter  VII, 
of  the  Bylaws  which  requires  him  to  keep  all  records 
“except  such  as  properly  belong  to  the  treasurer.”  He 
has  served  as  custodian  of  the  seal  of  the  Society  and 
has  had  it  affixed  to  all  appropriate  documents. 

Acknowledgments.  The  secretary  wishes  to  express 
his  appreciation  for  the  assistance  and  cooperation  given 
by  his  fellow  officers  and  members  of  the  staff.  Special 
acknowledgment  is  due  the  efforts  of  the  Speaker  of  the 
House  of  Delegates  in  procuring  the  certificates  of  elec- 
tion and  the  credentials  of  delegates  from  county  medi- 
cal societies,  district  branches,  and  scientific  sections 
and  the  cooperation  of  the  executive  vice-president 
in  transmitting  instructions  of  the  Executive  Commit- 
tee, the  Council,  and  the  House  of  Delegates  to  the 
appropriate  officers  and  committee  chairmen,  and  a 
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special  acknowledgment  to  Miss  Gretchen  Wunsch, 
executive  assistant. 

The  Council  on  September  24,  1970,  elected  the  secre- 
tary to  fill  the  vacancy  of  the  position  of  vice-speaker 
and  at  the  same  meeting,  the  assistant  secretary,  Joseph 
G.  Zimring,  M.D.,  assumed  the  position  of  secretary. 
I am  confident  that  the  duties  of  this  office  will  be  car- 
ried on  with  great  efficiency. 

The  supplementary  report  of  the  secretary,  giving 
final  membership  figures  and  an  additional  list  of  per- 
sons elected  to  life  membership,  will  be  submitted  by 
Dr.  Zimring. 

Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.,  Secretary 

Secretary  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

At  its  meeting  in  November,  1970,  the  Council 
adopted  the  Secretary’s  recommendation  for  remission 
of  dues  of  12  members  because  of  illness,  financial  hard- 
ship, and  military  service. 

In  addition  to  the  life  members  elected  by  the  Council, 
as  previously  reported  by  the  Secretary,  the  following 
71  life  members  were  elected  at  the  November  Council 
meeting. 

Frederick  William  Bush,  Rochester 

Isadore  E.  Cooper,  Staten  Island 

Wentworth  Vincent  Driscoll,  St.  Albans 

Moritz  Elias,  New  York  Mills 

Raymond  G.  Filsinger,  Eggertsville 

Anthony  R.  Giambalvo,  Ozone  Park 

Antonina  Goldenberg,  The  Bronx 

Maxwell  Gosse,  Poughkeepsie 

Irving  I.  Gottesman,  The  Bronx 

Moses  L.  Gottlieb,  The  Bronx 

Nora  Gottschalk,  New  York 

Samuel  Grubin,  Southbury,  Connecticut 

Layman  Robert  Harrison,  Pittsboro,  Indiana 

Jeno  Hartmann,  Kew  Gardens 

Harold  Samuel  Heller,  Suffern 

John  Gibson  Hill,  Jackson  Heights 

George  A.  Hilleman,  Rochester 

Edward  Sayer  Hoffman,  Rochester 

Bernard  Isaacson,  The  Bronx 

Morris  Robert  Keen,  Huntington 

Lester  Stuart  Knapp,  Buffalo 

Herbert  A.  Kuppinger,  Rochester 

Joseph  Vincent  Lanza,  Long  Island  City 

I.  John  LaRosa,  Pelham  Manor 

Alfred  Lechner,  Buffalo 

Charles  Morris  Levin,  Jamaica 

Thomas  Levin,  The  Bronx 

William  I.  Levinstein,  Rochester 

Kurt  Lippmann,  The  Bronx 

Frank  Luciano,  Richmond  Hill 

Stuart  Forbes  MacMillan,  Schenectady 

Albert  John  Magnus,  Rochester 

Grace  R.  Martus,  Far  Rockaway 

Irwin  Mason,  Forest  Hills 

Henry  Matez,  Mt.  Vernon 

Kurt  Heinz  Meyerhoff,  Schenectady 


Morris  Eli  Missal,  Rochester 

Albert  Alfred  Munzer,  Glendale 

George  Red  vers  Murphy,  Elmira 

Franklin  Linwood  Myers,  Sodus 

Adrian  Neumann,  Astoria 

Ovid  Abou  Pearson,  Rochester 

Michael  Pollack,  Astoria 

Daniel  Porte,  Jamaica 

Thomas  Main  Proctor,  Wappingers  Falls 

Milton  Victor  Rapp,  Rochester 

David  Michael  Raskind,  Long  Island  City 

Dora  E.  Rosenberg,  Kew  Gardens 

Percy  Scott  Roew,  East  Marion 

James  William  Ryan,  Yonkers 

Peter  Kurt  Sabey,  Rochester 

Lee  Randall  Sanborn,  Gowanda 

William  Sapsin,  Canton 

Gabriel  Schein,  West  Brentwood 

Harold  Daniel  Sehl,  Clark  Mills 

Robert  F.  Shaw,  Forest  Hills 

Walter  Shifton,  Rochester 

Michael  Swick,  Staten  Island 

Leopold  Tabatznik,  The  Bronx 

Louis  Tannenbaum,  The  Bronx 

Judge  Armstead  Thompson,  Jamaica 

James  Francis  Tobin,  Sr.,  Flushing 

Armand  Raymond  Vanore,  Flushing 

Stuart  L.  Vaughan,  Buffalo 

Harold  Theodore  Vogel,  Jackson  Heights 

Samuel  A.  Vogel,  Buffalo 

David  Henry  Vrooman,  Schenectady 

Stephen  J.  Walker,  Whitesboro 

Jacob  Jackson  Wechsler,  The  Bronx 

Isadore  Jack  Wilinsky,  Rochester 

Irving  Yellen,  Buffalo 

No  remission  requests  or  applications  for  election  to 
life  membership  were  presented  at  the  January,  1971, 
Council  meeting. 

The  Membership-Directory  Department  has  supplied 
us  with  the  following  year-end  membership  figures. 


1969  Membership  

. 27,164 

1970  New  members 

826 

1970  Reinstated  members  . . 

„.J90 

28,180 

1970  Deaths  

425 

1970  Resignations 

446 

871 

27,309 

1970  Delinquent  members 

257 

257 

1970  Total  membership 

27,052 

Honor  counties,  those  having  no  1970  delinquents, 
are;  Chemung,  Columbia,  Cortland,  Essex,  Franklin, 
Fulton,  Greene,  Herkimer,  Jefferson,  Lewis,  Livingston, 
Madison,  Montgomery,  Orleans,  Otsego,  Putnam, 
Schenectady,  Schoharie,  Schuyler,  Seneca,  Steuben, 
Tompkins,  Washington,  Wayne,  Wyoming,  and  Yates. 

Remission  of  1970  dues  was  voted  for  197  members  as 
follows: 

Illness  and  financial  hardship  149 

Temporary  service  in  the  armed  forces 

or  U.S.  Public  Health  Service  48 

197 
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A list  of  membership  totals  for  each  year  since  1959 
follows: 


1959 

24,689 

1965 

25,915 

1960 

25,250 

1966 

26,127 

1961 

25,351 

1967 

26,468 

1962 

25,401 

1968 

27,002 

1963 

25,528 

1969 

27,164 

1964 

25,630 

1970 

27,052 

Your  secretary  also  wishes  to  present  a short  report  of 
his  activities  since  assuming  office.  As  secretary  I at- 
tended the  Clinical  Session  of  the  American  Medical 
Association,  at  Boston,  and  various  meetings  of  the  Ex- 
ecutive Committee,  the  Council,  and  the  Board  of  Trus- 
tees. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Secretary 

REPORT  OF  REFERENCE  COMMITTEE  ON  REPORTS  OF 
OFFICERS  The  following  report  was  presented  by  Harry 
S.  Lichtman,  M.D.,  chairman. 

We  have  reviewed  the  reports  of  both  Carl  Goldmark, 
Jr.,  M.D.,  and  Joseph  G.  Zimring,  M.D.,  and  compli- 
ment them  for  their  excellent  performances.  At  the 
reference  committee  meeting,  there  was  confusion 
among  some  people  in  the  audience  about  a letter  sent 
to  dues-paying  members  who  had  not  paid  the  building 
assessment.  This  letter  was  signed  by  Doctor  Zimring 
and  was  dated  January  29,  1971.  The  confusion  was  over 
a paragraph  which  stated:  “A  member  in  arrears  has 

lost  his  right  to  defense  by  the  Counsel  of  the  Medical 
Society  of  the  State  of  New  York,  as  distinguished  from 
the  defense  provided  by  his  professional  liability  insur- 
ance carrier.  If  he  has  liability  coverage  under  the 
program  of  the  Medical  Society  of  the  State  of  New  York, 
he  becomes  ineligible  for  renewal  on  the  expiration  of  the 
term  of  his  contract.  ” 

To  the  reference  committee,  this  paragraph  was  not  a 
threat,  nor  an  implied  threat.  It  was  simply  a clarifi- 
cation of  Paragraph  (b).  Section  2,  Chapter  I,  of  our  By- 
laws and  was  intended  to  help  the  doctor  make  his  de- 
cision. 

Your  reference  committee  wishes  to  express  its  thanks 
to  Carl  Goldmark,  Jr.,  M.D.,  and  Joseph  G.  Zimring, 
M.D.,  for  their  excellent  job. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


Treasurer 

To  the  House  of  Delegates,  Gentlemen: 

As  usual,  the  timing  of  the  annual  convention  neces- 
sitates that  the  report  of  the  Treasurer  be  an  abbreviated 
one  covering  the  fiscal  activities  of  the  State  Medical 
Society  for  the  nine-month  period  ending  September  30, 
1970.  A financial  report  covering  operations  for  the  full 
calendar  year  of  1970  will  be  distributed  during  the 
annual  convention. 

Table  I summarizes  the  income  and  expenditures 
through  September  30  and  compares  the  activities 
with  the  estimated  budget  as  revised  at  September  30. 


It  reveals  that  all  areas  of  operation  are  well  within  bud- 
getary allocations.  Although  the  revised  budget  shows 
a deficit  of  $42,866,  the  actual  excess  income  over  expen- 
ditures through  September  30  is  $100,890.  These  sav- 
ings have  occurred  mainly  because  stringent  economic 
measures  were  implemented.  These  measures  certainly 
were  not  imposed  in  areas  where  the  effectiveness 
of  divisional  activities  would  be  impaired.  However, 
many  expenditures  were  examined  carefully  to  see  if 
they  were  absolutely  necessary.  It  is  anticipated  that  we 
shall  have  a reasonable  surplus  to  report  for  the  year, 
if  we  operate  for  the  last  three  months  of  1970  in  the 
same  manner  as  we  did  for  the  first  nine  months. 

I would  like  to  report  that  the  Internal  Revenue  Ser- 
vice has  examined  our  annual  information  returns  (990 
and  990T)  for  the  years  1968  and  1969.  It  has  become 
apparent  that  the  purpose  of  their  audits  is  to  make  a 
ruling  on  what  is  termed  “unrelated  business  income.” 
Specifically,  they  are  interested  in  our  advertising  in- 
come. At  this  writing  no  ruling  has  been  made  by  the 
Internal  Revenue  Service.  When  it  is  received,  and,  if 
there  is  an  assessment  made  against  us,  we  shall  have 
to  take  the  matter  up  with  our  legal  counsel. 

At  this  time,  I would  like  to  make  some  recommenda- 
tions to  the  delegates  for  their  consideration. 

1.  After  the  completion  of  our  building,  we  should 
consider  the  elimination  of  the  Bankers  Trust  Company, 
as  our  investment  adviser  and  custodian  of  securities. 
With  a minimum  number  of  securities  on  hand  after 
payment  of  building  costs,  these  securities  could  be 
purchased  through  a broker  and  kept  together  with  any 
savings-bank  books  in  a safe  deposit  box  in  the  name  of 
the  State  Medical  Society.  The  contents  of  the  box 
could  be  checked  at  six-month-intervals  by  a committee 
consisting  of  the  chairman  of  the  Board  of  Trustees,  the 
treasurer,  and  the  executive  vice-president. 

2.  Dues  income  should  be  kept  at  such  a level  that  no 
more  than  a moderate  surplus  would  have  to  be  main- 
tained. This  surplus  to  be  sufficient  to  provide  for 
liquidation  of  any  modest  deficit  which  might  occur  as 
a result  of  unforeseen  circumstances. 

Your  treasurer  wishes  to  thank  Henry  I.  Fineberg, 
M.D.,  executive  vice-president;  J.  Richard  Burns,  J.D., 
assistant  executive  vice-president;  and  Eugene  S.  Dom- 
browski,  comptroller,  for  their  prudence  and  dedication 
in  managing  the  day-to-day  fiscal  affairs  of  the  Society. 

Respectfully  submitted, 

Thomas  F.  McCarthy,  M.D.,  Treasurer 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON  REPORTS 
OF  OFFICERS:  The  following  report  was  presented  by 
Harry  S.  Lichtman,  M.D.,  chairman. 

We  reviewed  the  report  of  our  treasurer,  Thomas  F. 
McCarthy,  M.D.,  and  note  with  satisfaction  that  this  is 
another  year  of  a chain  of  excellent  reports.  We  noted 
with  satisfaction  that  the  estimated  budget  ending 
September  30,  1970,  which  was  expected  to  continue  a 
deficit  of  $42,866  actually  showed  a saving  of  $1(X),890. 
As  of  December  31,  1970,  the  saving  for  the  year  was 
$128,589.45.  This  saving  has  occurred  due  to  stringent 
economic  measures. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 
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TABLE  I.  Estimated  budget  for  1970  after  nine  months  of  operations  ended  September  30,  1970 


Income 


Revised 

Estimated 

Budget 


Received 

to 

September  30,  1970 


Dues 

$1,683,000 

$1,262,250 

Journal  advertising 

315,000 

238,856 

Journal  circulation 

6,000 

5,480 

Journal  reprints 

12,000 

8,367 

News  of  New  York  advertising 

44,906 

33,680 

Medical  Directory  sales 

8,000 

7,350 

Annual  convention-exhibit  rentals 

48,145 

48,145 

Interest  on  investments  of  General  Fund 

20,000 

15,450 

Dues  collection  from  AMA 

17,000 

15,807 

Relative  Value  Study 

1,300 

1,234 

What  Goes  On,  subscriptions 

400 

237 

Miscellaneous  Income 

1,550 

1,517 

Total  Income 

$2,157,301 

$1,638,373 

Revised 

Expended 

Estimated 

to 

Expenditures 

Budget 

September  30,  li 

Administration 

$ 206,619 

$ 133,046 

Standards  of  Medical  Care  Division 

40,616 

28,986 

Research  and  Planning  Division 

52,561 

34,740 

Business  Division 

504,794 

362,549 

Communications  Division 

322,678 

225,882 

Occupational  Health  & Workmen’s  Compensation  Division 

40,596 

28,562 

Medical  Services  Division 

35,215 

24,548 

Scientific  Activities  Division 

90,932 

61,565 

Scientific  Publications  Division 

396,547 

287,404 

Annual  Convention 

55,452 

55,452 

Legal  Counsel 

60,000 

45,000 

Legislative  Counsel 

22,500 

16,875 

Officers,  Board  of  Trustees,  and  A.M.A.  Delegation 

81,615 

45,612 

House  of  Delegates  ^Special  Committees) 

5,850 

4,260 

Council  Committees 

42,481 

19,197 

Nondivisional 

241,711 

163,805 

Total  Expenditures 

$2,200,167 

$1,537,483 

Excess  of  Income  over  Expenditures 

$ -42,866 

$ 100,890 

Executive  Vice-President  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

Once  in  a while,  we  hear  the  same  old  complaint 
— “What  does  the  Medical  Society  do  for  us?” 

We  believe  that  all  of  you  should  read  our  president’s 
annual  report,  in  which  he  outlines  the  important  activ- 
ities of  the  State  Society.  Also,  everyone  should  become 
acquainted  with  the  accomplishments  of  our  commit- 
tees, most  of  the  members  of  which  are  practicing  physi- 
cians who  take  time  out  of  their  busy  schedules  to  engage 
in  “labors  of  love.”  (These  accounts  are  always  pub- 
lished in  the  Journal, ) A great  deal  of  the  work  is  done 
behind  the  scenes — without  fanfare  and  without  glory. 

Of  course,  we  do  not  always  win  the  battles.  We  will 
never  get  everything  we  believe  to  be  right  and  equitable; 
but  often,  even  when  we  lose,  we  pave  the  way  for  future 
victories.  Whatever  successful  conclusions  we  achieve 
do  not  come  about  by  happenstance — but  are  the  results 
of  the  tireless  and  dedicated  efforts  of  doctors  of  medi- 
cine— volunteers  who  give  wholeheartedly  of  themselves. 
Naturally,  the  staff  is  always  available  to  help  in  every 
way  possible. 


A year  ago,  we  predicted  that,  during  1970,  we  would 
be  concerned,  to  a great  extent,  with  peer  review,  costs 
of  illness,  Medicaid  fees,  and  the  inequities  of  malprac- 
tice suits.  These  dilemmas  were  given  deep  and  exten- 
sive consideration.  However,  “top  billing”  included 
universal  health  insurance,  malpractice,  the  laboratory 
law,  and  abortions.  The  first  two  subjects  were  dis- 
cussed in  depth  at  each  area  conference.  We  regret 
greatly  that  more  of  our  people  did  not  attend  these 
very  important  meetings — eight  in  number — which  were 
arranged  after  intensive  planning  by  our  Division  of 
Communications.  The  officers  and  the  chairmen  and 
members  of  the  committees  involved  performed  a heroic 
effort  in  making  these  get-togethers  possible.  The 
people  who  attended  expressed  their  approval  in  no  un- 
certain terms;  but,  unfortunately  those  who  came  were 
far  and  few  between.  The  deliberations  should  be  of 
value  to  us  in  1971. 

In  the  next  twelve  months,  we  are  sure  that  we  will  be 
faced  with  the  same  problems,  in  addition  to  others  that 
will  inevitably  arise  as  we  go  along. 

1.  Universal  Health  Insurance:  The  Governor  has 

declared  that  a bill  bringing  this  into  focus  will  be  intro- 
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duced;  and  he  will  sponsor  and  support  some  type  of  this 
coverage.  He  has  promised  that  we  will  be  consulted, 
and  that  we  will  be  heard. 

2.  Malpractice:  There  must  be  an  answer  to  this  very 
serious  situation,  which  is  a threat  to  the  practice  of 
medicine.  The  AMA  and  the  government  are  looking  at 
this  grave  turn-of-events  very  carefully. 

3.  The  laboratory  law:  Physicians  all  through  the 

State  are  concerned  with  this  legislation.  We  know 
that  amendments  will  be  introduced  in  the  Legislature 
in  January — to  remedy  what  many  physicians  believe 
is  detrimental  to  their  patients’  welfare. 

4.  The  abortion  law:  This  has  been  plaguing  us  since 
its  enactment.  Without  a doubt,  changes  will  be  advo- 
cated. 

REORGANIZATION— STAFF  OF  MSSNY 
As  of  January  1,  1971,  we  are  changing  the  adminis- 
trative staff  table  of  organization  (T.O.). 

The  Division  of  Occupational  Health  and  Workmen’s 
Compensation  will  be  eliminated.  The  Committee  on 
Occupational  Health  is  being  assigned  to  the  Commis- 
sion on  Public  Health  and  Education,  which  is  “serviced” 
by  the  Staff  Division  of  Scientific  Activities.  The  Com- 
mittee on  Workmen’s  Compensation  will  be  transferred 
to  the  Division  of  Medical  Services,  which  will  be  re- 
tained. 

Mr.  George  P.  Farrell,  after  twenty-six  years  of  fine 
and  devoted  service,  will  retire  on  March  31.  James  F. 
Higgins,  M.D.,  is  being  released  from  his  assignment 
as  director  of  the  Division  of  Occupational  Health  and 
Workmen’s  Compensation,  which,  as  we  have  revealed, 
will  tio  longer  exist. 

We  would  like  to  repeat  that  it  is  essential  that  there 
be  definite  participation  of  our  staff  in  all  committee 
activities. 

As  in  the  past,  we  are  assigning  our  divisions  to  com- 
mittees. Should  a committee  chairman  require  secre- 
tarial help  or  any  other  type  of  assistance,  he  should 
consult  the  division  director  concerned. 

Divisions 

Administration 

Executive  Vice-President,  Henry  I.  Fineberg,  M.D. 
Assistant  Executive  Vice-President,  J.  Richard 
Burns 

Assistant  to  the  Executive  Vice-President,  George 
W.  Forrest,  Jr. 

Executive  Assistant,  Gretchen  Wunsch 
Scientific  Activities 
Director,  Norman  S.  Moore,  M.D. 

Scientific  Publications 
Director,  William  Hammond,  M.D. 

Standards  of  Medical  Care 
Director,  Samuel  Z.  Freedman,  M.D. 

Public  and  Professional  Affairs 
Director,  Guy  D.  Beaumont 
Medical  Services 
To  be  appointed 
Business 

Director,  J.  Richard  Burns 
Research  and  Planning 
Director,  Harry  D.  Kruse,  M.D. 

COMMISSIONS,  COMMITTEES,  AND  STAFF 
Administration 
The  Council 
Executive  Committee 


House  of  Delegates 
Board  of  Trustees 
Budget  and  Finance 
Constitution  and  Bylaws  (Council) 

Building 

Education  Law  Revision 
Constitution  and  Bylaws  (House) 

Interspecialty 
Judicial  Council 

Professional  Medical  Liability  Insurance  and  De- 
fense Board 
Nominating 
Trustees’  Committees 
New  York  State  Association  of  Professions 
Delegation  to  American  Medical  Association 
Convention 
Dinner 

Scientific  Activities 

Commission  on  Public  Health  and  Education 
Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism  and  Drug  Abuse 
Joint  Committee  with  New  York  State  Bar  Asso- 
ciation on  Alcoholism  and  Drug  Abuse 
Audio-Visual  Aids 
Cancer 

Cardiovascular  Disease 
Chronic  Pulmonary  Disea.se 
Continuing  (Postgraduate)  Education 
Data  Processing  in  Medicine 
Development  of  Automated  Multiphasic  Health 
Testing 

Disaster  Medical  Care 
Environmental  Quality 
Forensic  Medicine 
General  Practice 
Health  Manpower 
Maternal  and  Child  Welfare 
Medical  Aspects  of  Sports 
Mental  Health 
Metabolic  Disease 
Occupational  Health 
Physical  Medicine  and  Rehabilitation 
Preventive  Medicine 
Rural  Medical  Service 
School  Health 
Abortion 
Archives 
Convention 

Scientific  Awards 
Scientific  Exhibits 
Scientific  Motion  Pictures 
Scientific  Program 

Liaison  with  Deans  of  Medical  Schools  and  Direc- 
tors of  Regional  Medical  Programs 
Prize  Elssays 

Business 
Convention 
Technical  Exhibits 


Standards  of  Medical  Care 

Commission  on  Standards  of  Medical  Care 
Ethics 
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Hospital  and  Professional  Relations 
Government  Health  Centers  Subcommittee 
Hospital-Based  Physicians 
Medical  Review 

Nursing  and  Allied  Health  Professions 
Foundations 

Peer  Review  Mechanisms 

Medical  Services 

Commission  on  Medical  Services 
Economics 

Medical  Care  Insurance 
Workmen’s  Compensation 
Policy  and  Negotiating  Committee  on  Government 
Supported  Health  Plans 
Universal  Health  Law 

Public  and  Professional  Affairs 

Commission  on  Public  and  Professional  Affairs 
Federal  Legislation 
State  Legislation 
Public  Relations 
Medicine  and  Religion 
Advisory  to  Medical  Assistants  Association 

Research  and  Planning 
Research  and  Planning 
To  Study  the  Constitution  and  Bylaws 

THE  BUILDING 

This  is  an  addendum  to  the  report  of  Renato  J.  Azzari, 
M.D.,  chairman  of  the  Building  Committee. 

We  are  happy  to  announce  that  the  Board  of  Trustees 
of  the  Village  of  Lake  Success  has  unanimously  passed 
a resolution  recognizing  the  real  estate  tax  exempt  status 
of  the  Medical  Society’s  property. 

As  those  of  you  who  have  visited  the  site  know,  there 
has  been  considerable  progress  in  the  construction  of  our 
building.  It  is  beginning  to  take  definite  form,  although 
there  are  still  some  “rough  spots”  that  must  be  ironed 
out.  We  continue  to  meet  with  the  architects  and  others 
concerned. 

Following  the  recommendation  of  the  Village  Adminis- 
trator, a “clerk-of-the-works”  has  been  appointed — 
who  will  look  out  for  the  interests  of  MSSNY  only.  Mr. 
Homer  L.  Everet  was  referred  to  us  by  Bennett  and 
Masters  Personnel  Agency,  professional  and  technical 
specialists  of  New  York  City.  He  is  fifty-seven  years  of 
age,  and  holds  two  degrees  in  engineering — mechanical 
and  electrical. 

We  now  have  representatives  of  three  agencies  avail- 
able, whose  function  it  is  to  see  that  our  building  is 
constructed  in  accordance  with  the  specifications  ap- 
proved by  the  architects  and  the  Village  authorities: 
Anthony  J.  DePace,  architect;  Milton  Alpern,  consulting 
engineer  for  the  Village  of  Lake  Success;  and  Homer  L. 
Everet,  MSSNY.  They  are  in  constant  touch  with  Mr. 
Gene  Mehr,  job  superintendent  of  lorio  Construction 
Company.  Mr.  Everet  reports  directly  to  us. 

The  project  has  been  insured  for  “all  risk  protection” 
— fire,  lightning,  vandalism,  and  malicious  mischiefs. 

At  the  pre.sent  time,  our  clerk-of-the-works  is  of  the 
opinion  that  the  building  should  be  completed  by  April 
of  next  year. 

The  cornerstone  installation  ceremony  took  place  on 
the  afternoon  of  October  15.  Many  invitations  were 
mailed  out — to  all  county  medical  societies;  district 
branches;  the  AMA  and  other  medical  and  allied  profes- 
sional associations;  governmental  leaders  (local,  state, 
national);  and  others. 


Following  was  the  program: 

Musical  Selections 
National  Anthem 
Nassau  Community  College  Band 
Conductor:  Mr.  Donald  Gephardt 
Invocation 

Father  Saverio  C.  Mattel 
Diocese  of  Rockville  Centre 
Welcome 

Walter  Scott  Walls,  M.D.,  President 
Medical  Society  of  the  State  of  New  York 
Remarks 

The  Honorable  Richard  F.  Antonoff 
Mayor,  Village  of  Lake  Success 
The  Honorable  Andrew  J.  DiPaola 
Supervisor,  Nassau  County 
Walter  C.  Bornemeier,  M.D.,  President 
American  Medical  Association 
Reading  from  Scriptures 
Dr.  Robert  S.  Widom,  Rabbi 
Temple  Emanuel  of  Great  Neck 
Musical  Selections 
Address 

The  Honorable  Nelson  A.  Rockefeller 
Governor,  State  of  New  York 
Benediction 

The  Rev.  W.  Cameron  Allan,  STM 
First  Presbyterian  Church,  Glen  Cove 
Master  of  Ceremonies 
Henry  I.  Fineberg,  M.D. 

Executive  Vice-President  and  Past  President 

THE  ASSESSMENT 

Our  treasurer  will  report  to  you  on  the  current  status 
of  the  assessment  collections. 

A few  comments  are  in  order.  Our  president  decided 
that  we  should  conduct  two  conferences  for  certain  key 
people  throughout  the  State — those  who  are  active  par- 
ticipants in  the  affairs  of  county  medical  societies — so 
that  the  entire  problem  might  be  discussed  thoroughly. 

Two  meetings  were  held — one  in  New  York  City  and 
the  other  in  Syracuse: 

New  York  City  for  members  of  the  First,  Second,  and 
Ninth  District  Branches,  on  Wednesday,  August  12,  at 
the  Hilton  Hotel.  The  panel  consisted  of  Dr.  Walls, 
Dr.  Himler,  Dr.  Willis,  and  Dr.  Azzari. 

Syracuse  for  members  of  the  Third,  Fourth,  Fifth, 
Sixth,  Seventh,  and  Eighth  District  Branches  on  Thurs- 
day, August  13,  at  the  Country  House.  The  panelists 
were  Dr.  Walls,  Dr.  Willis,  Dr.  Heldmann,  Dr.  Hughes, 
and  Dr.  Kaufman. 

Before  each  of  these  meetings  the  panelists  met  and 
discussed  procedures. 

Dr.  McCarthy,  Treasurer,  attended  the  gathering  in 
New  York  City. 

The  deliberations  in  each  case  lasted  a few  hours. 
The  true  “story”  was  told — to  the  satisfaction  of  most 
of  those  who  were  present. 

This  is  a “breakdown”  of  our  membership,  as  of  July 
30: 


Total  Membership 

27,008 

Life  Members 

2,848 

Junior  Members 

135 

Remissions 

212 

Total  Unpaid 

3,195 

3,195 

Total  Paying  Membership 

23,813 
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LEGISLATION 

The  chairman  of  the  Committee  on  State  Legislation, 
undoubtedly,  will  discuss,  in  detail,  what  took  place  in 
Albany. 

The  chairman  of  our  Commission  on  Public  and 
Professional  Affairs  has  stressed  that  our  1970  record 
was  a good  one.  May  we  again  point  out  a few  facts: 

1.  Comparatively  speaking,  this  was  one  of  our  better 
years — not  only  on  tbe  positive  side  of  tbe  ledger,  but 
we  also  avoided  a number  of  pesky  situations,  which 
could  have  plagued  us  considerably; 

2.  Due  credit  should  be  given  to  tbe  committee  and  to 
our  legislative  consultants; 

3.  Martin  Tracey,  our  legislation  coordinator,  should 
be  cited  for  a most  efficient  job;  he  was  on  the  alert  and 
well-informed  at  all  times. 

We  wrote  letters  of  appreciation  to  all  the  senators  and 
assemblymen  wbo  sponsored  “our  bills”  and  supported 
our  causes. 

POSTCONVENTION  MEETING 
The  staff  held  its  usual  post  convent  ion  meeting  on 
February  25.  All  features  of  the  annual  meeting  were 
reviewed  and  analyzed.  It  was  agreed  that,  in  general, 
all  departments  functioned  ver>’  satisfactorily. 

Of  course,  as  always  there  is  room  for  improvement. 
Areas  that  should  be  bettered  were  discussed  thoroughly. 

Often,  we  are  amazed  at  the  fine  way  in  which  things 
work  out  at  our  conventions.  However,  we  know  that 
the  “smooth  running”  of  these  affairs  is  brought  about 
by  the  members  of  the  staff  working  together  in  a coop- 
erative and  coordinated  manner.  Our  people  truly  “do 
a grand  job.” 

Figure  2 (page  1311)  is  the  exhibitors’  evaluation 
report. 

AMERICAN  MEDICAL  ASSOCIATION 
The  following  article  appeared  in  the  September  14 
issue  of  the  AM  A Newsletter: 

A major  realignment  of  AMA’s  administrative  structure 
was  approved  last  weekend  by  the  Board  of  Trustees.  The 
staff  changes  were  recommended  by  Ernest  B.  Howard,  M.D., 
executive  vice-president,  and  became  effective  immediately. 
Richard  S.  Wilbur,  M.D.,  former  assistant  executive  vice- 
president,  was  named  to  the  new  position  of  deputy  executive 
vice-president.  Two  assistant  executive  vice-presidents  were 
appointed.  They  are  William  R.  Barclay,  M.D.,  former 
director  of  the  Scientific  Activities  Division,  and  Joe  D. 
Miller,  former  director  of  the  Public  Affairs  Division. 

The  new  structure.  Dr.  Howard  said,  will  enable  staff  to 
perform  more  effectively  in  both  the  scientific  and  the  socio- 
economic areas  of  Association  affairs.  Dr.  Wilbur  will  share 
the  responsibility  for  day-to-day  management  with  the  EVP, 
Dr.  Howard  said,  and  division  directors  will  report  to  the 
assistant  executive  vice-presidents. 

The  reorganization  includes  creation  of  a Center  for  Health 
Services  Research  and  Development.  Director  of  the  Center 
will  be  Chris  N.  Theodore,  former  director  of  the  Health 
Service  Division.  The  Health  Service  Division  will  be  known 
as  the  Division  of  Medical  Practice  in  the  new  administrative 
structure.  The  changes  will  strengthen  staff  capability  in 
the  health  service  area  through  the  Division  of  Medical 
Practice  while  providing  emphasis  on  research  through  the 
new  Center. 

Named  to  the  new  position  of  general  sales  manager  was 
Charles  S.  Lauer,  former  director  of  the  Communications 
Division. 

New  Division  Directors:  Whalen  M.  Strobhar,  former 

assistant  director  of  the  Public  Affairs  Division,  succeeds 
Miller  as  head  of  that  division;  Bernard  P.  Harrison,  former 
director  of  the  Legislative  Department,  becomes  director  of 
the  Division  of  Medical  Practice;  Frank  D.  Campion,  public 


relations  executive  with  the  New  York  Stock  Exchange  and 
former  bureau  chief  for  Life  in  Chicago  and  Los  Angeles, 
becomes  director  of  the  Communications  Division;  and  David 
W.  Powers,  former  director  of  the  Field  Services  Department, 
becomes  director  of  the  Management  Services  Division. 

Joe  Miller  was  at  one  time  director  of  AMPAC  (Amer- 
ican Medical  Political  Action  Committee).  This  or- 
ganization is  paying  the  salaries  of  the  AMA  field  service 
men  from  August  1 through  November  30 — the  political 
campaign  period. 

CHIROPRACTIC  AND  MEDICARE 

Chiropractic  failed  again  in  its  latest  effort  to  gain 
inclusion  under  Medicare.  The  defeat  climaxed  the 
most  intensive  lobbying  effort  ever  conducted  by 
chiropractors.  Last  year  the  American  Chiropractic 
Association  asked  members  to  mount  a campaign  to 
inundate  Congress  with  3 million  letters.  It  is  believed 
that  Congress  actually  received  about  1 million  letters. 
Members  of  Congress  also  introduced  more  than  100 
bills  calling  for  pro-chiropractic  legislation.  The  com- 
mittee authorized  the  HEW  secretary  to  conduct  a study 
covering  chiropractic  service  on  a very  limited  basis 
under  Medicare,  utilizing  the  experimental  authority 
under  the  Medicaid  program.  Report  of  the  study,  ap- 
parently to  be  confined  to  15  states  now  covering  chiro- 
practic services  under  their  Medicaid  programs,  will 
be  submitted  to  Congress  within  two  years. 

In  its  1968  report  to  Congress,  Independent  Practition- 
ers Under  Medicare,  HEW  recommended  that  chiro- 
practic services  not  be  covered  because  the  scope  and 
quality  of  chiropractic  education  do  not  prepare  chiro- 
practors to  make  an  adequate  diagnosis  and  proper  treat- 
ment. 

The  chiropractic  campaign  was  countered  by  strong 
programming  efforts  of  AMA’s  Public  Affairs  Division 
and  its  field  offices,  localized  efforts  of  state  and  county 
medical  societies,  and  strong  opposition  of  many  organ- 
izations who  have  fought  against  inclusion  of  chiroprac- 
tic in  Medicare. 

Report  of  the  National  Advisory  Commission.  We 
believe  that  most  of  you  will  be  interested  in  a presenta- 
tion of  the  National  Advisory  Commission  on  Health 
Manpower — recently  transmitted  to  us  l?y  the  AMA. 

H.  Doyl  Taylor,  Department  of  Investigation  of  the 
AMA,  has  this  to  say:  “We  are  enclosing,  for  your 

information  and  use,  a photocopy  of  one  the  clearest, 
most  concise  presentations  available  on  chiropractic  and 
its  licensure.  It  is  from  the  Report  of  the  National 
Advisory  Commission  on  Health  Manpower. 

This  Commission  was  appointed  by  the  President 
in  1966  to  “develop  recommendations  for  action  by 
government  or  by  private  institutions,  organizations, 
or  individuals  for  improving  the  availability  and  uti- 
lization of  health  manpower.” 

C.  Chiropractors  and  Other  Cultists 

Medical  cultism  involves  the  practice  of  purported  “heal- 
ing” through  methods  or  according  to  theories  which  do  not 
have  a scientifically  accepted  foundation.  Although  chiro- 
practic is  not  the  only  existing  cult,  it  is  the  only  one  which 
still  constitutes  a signficant  hazard  to  the  public.  Osteopa- 
thy, which  in  its  origins  was  similar  to  chiropractic,  has 
progressively  incorporated  the  rigors  of  medical  science  and 
is  currently  being  integrated  with  scientific  medicine. 
Homeopathy  has  also  been  transformed  and  merged  into 
legitimate  allopathic  medicine.  Naturopathy  and  naprop- 


June  1,1971  New  York  State  Journal  of  Medicine  1301 


athy  are  rapidly  disappearing  by  attrition.  On  the  other 
hand,  recent  estimates  place  the  number  of  chiropractors 
practicing  in  the  United  States  between  14,360  and  35,000, 
and  the  number  of  patients  treated  by  chiropractors  as  high 
as  3 million  a year. 

1.  The  Cult  of  Chiropractic:  Chiropractic  had  its  origin 
in  an  alleged  cure  of  deafness  by  a back-cracking  performed 
in  1895  by  D.  D.  Palmer,  an  Iowa  grocer  and  “magnetic  heal- 
er.” Subsequent  growth  of  the  cult’s  dogma  and  practice 
has  been  narrated  so  often  that  it  need  only  be  summarized 
here. 

Chiropractic  is  represented  by  its  adherents  as  a complete 
and  independent  healing  art  which  can  prevent  and  cure  all 
human  disease.  The  basic  tenet  of  chiropractic  is  that 
diseases  are  caused  by  a dislocation  or  “subluxation”  of  the 
vertebra  in  the  spine.  This  subluxation,  it  is  alleged,  is 
accompanied  by  a narrowing  of  the  apertures  between  the 
vertebra,  which  exerts  pressure  upon  the  nerve  branches 
issuing  from  the  spinal  cord,  and  supposedly  results  in  disease 
in  parts  of  the  body  activated  by  the  pinched  nerves.  Chiro- 
practic treatment  is  to  reduce  the  subluxation,  thereby  reliev- 
ing pressure  on  the  nerves,  aiding  the  return  of  “nerve  force,” 
and  purportedly  curing  the  patient’s  illness. 

Medical  authorities  unanimously  agree  that  chiropractic 
has  no  validity.  The  cult’s  theories  have  never  been  sup- 
ported by  objective  evidence,  and  they  have  been  thoroughly 
refuted  by  medical  science.  Besides  considerable  economic 
consequences,  the  dangers  inherent  in  this  healing  cult  are 
twofold.  First,  chiropractic  treatment  frequently  delays 
proper  and  effective  medical  care  until  it  is  too  late.  Second, 
chiropractic  treatment  often  produces  actual  physical  dam- 
age to  patients.  Ideally,  therefore,  the  statutes  should  be 
repealed  to  remove  the  cult’s  shield  of  legitimacy.  Realistical- 
ly, however,  since  repeal  is  unlikely  in  light  of  the  power  of 
the  chiropractic  lobby,  suggestions  are  made  here  for  im- 
provements in  statutory  formulation  and  enforcement.  But 
it  should  be  recognized  that  no  matter  how  high  they  are  set, 
no  matter  how  strictly  they  are  enforced,  licensure  standards 
cannot  redeem  the  scientific  invalidity  of  chiropractic. 
Moreover,  increased  official  attention  to  licensure  provisions 
can  only  lend  credence  to  public  misconception  regarding 
chiropractors. 

In  the  light  of  these  facts,  the  only  legal  issue  regarding 
chiropractic  is  how  best  to  protect  the  public  from  its  dangers. 
The  goal  of  licensure  laws  for  health  professions  and  occupa- 
tions, as  previously  noted,  is  to  permit  only  those  who  are 
properly  qualified  by  their  education,  training,  and  ethics  to 
provide  particular  kinds  of  health  care.  Mandatory  medical 
licensure  laws  have  significantly  contributed  to  the  elimina- 
tion of  cultism,  quackery,  and  inferior  medical  education. 
However,  there  is  one  paradoxical  exception  to  this  accom- 
plishment— the  licensing  of  chiropractors. 

2.  The  Legal  Status  of  Chiropractic.  A.  Licensure: 

Among  the  many  triumphs  of  chiropractic,  none  is  more  re- 
markable than  its  achievement  of  licensure  status  in  all  but 
three  States  . The  first  licensing  act  was  passed  by 
Kansas  in  1913.  By  1915,  five  States  had  such  laws;  by  1925, 
32  . Legislators  in  most  of  the  remaining  States,  caught 

between  the  clear  fact  of  the  falsity  of  chiropractic  practice 
and  belief  and  the  equally  clear  fact  that  chiropractors 
enjoyed  licensure  in  more  than  half  of  the  States,  threw  up 
their  hands  in  embarrassed  confusion.  Most  decided  that 
the  lesser  evil  was  to  license  the  cult  and  thus  at  least  bring 
it  under  regulation. 

The  rationale  for  mandatory  licensure  of  chiropractors — in 
all  States  except  Louisiana  and  Mississippi — is  to  limit 
chiropractors’  functions  to  a sphere  in  which  they  are  sup- 
posedly qualified,  to  assure  that  they  meet  specified  educa- 
tional requirements,  and  otherwise  to  control  their  activities. 
The  following  review  of  selected  features  of  licensure  statutes 
demonstrates  that  these  goals  have  not  been  realized. 

(1)  Definitions,  Scope,  and  Effect.  Mandatory  licensure 
statutes  provide  varying  definitions  of  the  practice  of  chiro- 
practic. Several  statutes  describe  the  peculiar  theories  of 
chiropractic,  but  most  define  its  practice  in  terms  of  the 


particular  methods  used  by  chiropractors.  Although  these 
definitions  differ  considerably  in  specific  details,  all  are 
generally  designed  to  confine  chiropractors  to  manual  manip- 
ulation or  mechanical  adjustment  of  the  spinal  column  and  to 
exclude  them  from  the  prescription  of  drugs,  the  performance 
of  surgery,  or  the  administration  of  other  medical  therapy. 
Some  statutes,  however,  either  define  or  allow  chiropractors 
to  practice  chiropractic  “as  taught  in  chiropractic  schools 
or  colleges”  or  “in  accordance  with  the  method,  thought, 
and  practice  of  chiropractors.”  The  latter  phrases,  unless 
restrictively  interpreted  by  licensing  boards  or  by  the  courts, 
may  open  the  door  to  the  full  practice  of  medicine  except  for 
major  surgery.  For  chiropractors  have  proclaimed  their 
opposition  to  definitional  constraints  upon  their  practice: 

There  is  no  special  merit  in  having  any  single  definition 
of  chiropractic,  for  any  such  would  tend  to  straightjacket 
(sic)  the  educational  process  ...  I would  urge  avoiding 
any  narrow  limiting  of  the  scope  and  definition  of  practice 
which  can  only  tend  to  prevent  growth  and  understanding. 
At  work  is  the  pragmatic  factor  . . . where  the  scope  of 
practice  is  determined  by  practitioners  in  their  offices. 

Because  of  this  tendency  of  practicing  chiropractors  to 
expand  the  actual  scope  of  their  functions,  a special  burden 
is  placed  upon  State  legislatures  to  specify  prohibited  activ- 
ities and  upon  State  licensing  agencies  to  enforce  such  pro- 
scriptions. 

In  most  jurisdictions  where  they  are  licensed,  chiropractors 
are  permitted  to  use  the  titles  of  “doctor”  or  “physician.” 
Some  statutes,  however,  limit  licensees  to  the  title  “doctor” 
or  the  prefix  “Dr.,”  which  must  be  accompanied  by  the  words 
“chiropractor”  or  “chiropractic”  or  by  the  letters  “D.C.” 
These  titles  only  increase  the  possibilities  of  public  confusion 
created  by  chiropractic  licensure.  More  particularly,  desig- 
nations of  chiropractors  as  having  achieved  doctorate  degrees 
seem  to  misrepresent  the  nature  of  chiropractic  education. 

(2)  Educational  Qualifications.  Chiropractic  education 
and  training  are  appallingly  inadequate,  as  has  been  well- 
documented  by  both  independent  and  chiropractic  studies. 
There  are  currently  12  schools  of  chiropractic  recognized  by 
the  two  chiropractic  associations,  but  none  is  accredited  by 
any  agency  recognized  by  the  National  Commission  on  Ac- 
crediting or  the  U.S.  Office  of  Education,  and  no  school  has 
full  accreditation  even  by  the  American  Chiropractic  Asso- 
ciation or  the  International  Chiropractic  Association.  The 
faculties  of  these  schools  are  poorly  qualified,  and  the  ratio 
of  faculty  to  students  is  extremely  low. 

Admission  requirements,  although  also  low,  are  dubiously 
enforced.  A study  of  actual  admission  applications  showed 
that  chiropractic  schools  do  not  observe  their  own  admission 
rules,  and  admit  students  with  less  than  high  school  educa- 
tion and  questionable  credentials. 

Licensure  statutes  which  specify  educational  attainments 
prior  to  admission  to  chiropractic  schools  are  about  evenly 
divided  between  requirements  of  high  school  graduation  or 
its  equivalent  and  requirements  of  two  years  of  college.  For 
chiropractors,  however,  perhaps  the  most  significant  licensure 
requirement  is  passage  of  basic  science  examinations  in 
jurisdictions  where  they  are  required.  In  those  States  in 
which  the  same  examinations  are  given  to  medical  and  chiro- 
practic students,  and  the  examinations  are  uniformly  graded 
by  the  same  board,  an  average  of  81 .4  per  cent  of  all  physi- 
cians pass  their  first  examination,  whereas  an  average  of  84.5 
per  cent  of  chiropractors  fail.  Chiropractic  students  show 
improved  performance  on  examinations  separately  adminis- 
tered and  graded  by  boards  of  chiropractors,  so  that,  national- 
ly, about  a third  of  them  pass  this  test  of  nonclinical  scientific 
knowledge.  However,  basic  science  requirements,  like  other 
standards,  may  be  subverted  through  licensure  by  interstate 
reciprocity  between  “tougb”  and  “easy”  jurisdictions. 
Similarly,  since  chiropractic  licensure  is  entirely  a twentieth- 
century  creation,  a substantial  number  of  chiropractors  are 
insulated  from  such  standards  by  “grandfather”  clauses 
which  exempt  chiropractors  already  (and  usually  illegally)  in 
practice  when  licensure  statutes  were  passed. 
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(3)  Alternate  Ucensure  The  experience  of  the  last  half 
century  with  attempts  to  control  chiropractic  through 
licensure  laws  leads  to  the  conclusion  that  more  effective 
safeguards  are  needed.  The  I»uisiana  Medical  Practice  Act 
may  well  serve  as  a model.  Basically,  the  I.,ouisiana  licensure 
statute  prohibits  the  practice  of  chiropractic  unless  the 
practitioner  is  also  a medical  doctor.  This  requirement 
provides  a more  effective  safeguard  than  licensure  of  chiro- 
practors because  it  assures  that  the  practitioner  will  possess 
the  education  and  training  necessary  to  understand  his 
diagnosis  and  prescribed  therapy  in  terms  of  medical  princi- 
ples as  well  as  those  of  chiropractic.  Medical  education  and 
training  should  be  required  of  adherents  to  chiropractic  be- 
cause: 

There  should  be  no  such  thing  as  limited  education  and 
training  when  one  is  dealing  with  human  illness.  You 
cannot  limit  the  extent  to  which  a disease  process  or  an 
ailment  will  affect  the  human  body.  The  person  who 
assumes  the  resfjonsihility  for  treating  human  beings  must 
be  prepared  to  treat  the  whole  person.  He  must  be 
qualified  to  prtivide  the  care  of  the  whole  person.  He 
cannot  restrict  himself  to  just  one  system  of  treatment;  he 
must  employ  all  technics  that  will  be  of  benefit  to  the  pa- 
tient. 

B.  Other  Regulation  and  Recognition.  With  similar 
reasoning,  a few  courts  have  held  chiropractors  to  medical 
standards  of  performance  in  cases  of  civil  criminal  negligence: 
If  a person  undertakes  to  cure  those  who  search  for  health 
and  who  are  because  of  their  plight,  more  or  less  susceptible 
of  following  the  advice  of  anyone  who  claims  the  knowledge 
and  means  to  heal,  he  cannot  escape  the  consequences  of 
his  gross  ignorance  of  accepted  and  established  treatment 
of  diseases 

Chiropractors  may  also  be  subject  to  tbe  same  State  and 
municipal  public  health  regulations  which  apply  to  physi- 
cians. Most  chiropractic  licensure  statutes  so  provide,  and 
require  or  permit  licensed  chiropractors  to  execute  various 
health  reports  and  certificates.  These  provisions  usually 
include  death  certificates  and  four  States  specifically  include 
birth  certificates.  On  the  other  hand,  chiropractors  are 
prohibited  by  statute  from  signing  any  reports  or  certificates 
in  New  Jersey,  birth  or  death  certificates  in  Maryland,  and 
birth  certificates  in  Tennessee.  Although  most  statutes  do 
not  deal  with  hospital  privileges,  the  North  Carolina  statute 
gives  licensed  chiropractors  access  to  public  hospitals,  and 
in  North  Dakota  these  licensees  may  practice  in  any  public  or 
private  hospital  or  other  institution  when  requested  so  to 
do  by  any  patient  or  the  guardian  of  any  patient. 

Chiropractic  h£is  achieved  an  impressive  array  of  other 
legal  and  official  recognitions.  For  example.  Federal  funds 
are  available  to  chiropractic  students  and  practitioners  under 
programs  established  by  the  Social  Security  Act  (but  not 
Medicare  or  Medicaid),  the  U.S.  Employee’s  Compensation 
Act,  and  the  G.I.  bills  of  rights.  In  addition,  the  U.S. 
Bureau  of  the  Budget  classifies  chiropractic  as  one  of  the  four 
major  healing  professions;  the  U.S.  Immigration  Service 
admits  foreign  chiropractic  students  outside  of  quotas;  the 
Selective  Service  Act  has  permitted  the  deferment  of  chiro- 
practic students;  and  the  Internal  Revenue  Service  permits 
income  tax  deductions  for  chiropractic  fees.  Chiropractic 
services  qualify  for  indemnification  under  most  State  work- 
men’s comf)ensation  acts,  and  under  a great  many  insurance 
policies.  These  official  recognitions  of  chiropractic  tend 
to  promote  chiropractic  rather  than  limit  its  scope  and  effect, 
which  is  the  premise  of  licensure.  The  basic  assumption  of 
licensure  of  chiropractors — that  licensure  facilitates  regula- 
tion— should  be  re-examined. 

Summary  and  Conclusions 

Licensure  laws  clearly  affect  the  delivery  of  medical  care 
by  physicians.  By  setting  minimal  qualifications  for  entering 
into  and  remaining  in  the  medical  profession  these  laws 
eiffect  educational  curriculums,  approval  of  educational 
institutions  and  programs  of  graduate  education,  delegation 


of  responsibilities  to  allied  and  auxiliary  personnel,  geograph- 
ic mobility,  and  substantive  and  priK'edural  rules  governing 
actions  for  violation  of  these  minimal  standards. 

This  study  of  licensure  laws  affecting  physicians,  osteo- 
paths, and  chiropractors  indicates,  among  other  things,  that: 

1.  Current  statutory  provisions  impose  constraints  on 
medical. school  curricular  innovations; 

2.  Specific  statutory  requirements  restrain  needed 
developments  in  graduate  medical  education,  such  as  elimi- 
nation of  the  internship  as  a separate  entity  and  substitution 
therefor  of  appropriate  programs  of  graduate  medical  educa- 
tion integrated  with  undergraduate  medical  education; 

3.  Initial  licensure  examination  requirements  of  the 
States  do  not  measure  many  of  the  qualities  relevant  to  fitness 
to  practice  and  are  not  necessarily  relevant  to  current  goals 
of  undergraduate  medical  education; 

4.  l.«gal  requirements  for  programs  in  continuing  medi- 
cal education  to  prevent  educational  obsolescence  are 
absent; 

5.  Incomplete  interstate  recognition  of  medical  licenses 
results  in  barriers  to  geographic  mobility  of  physicians; 

6.  Licensure  requirements  for  foreign  medical  graduates 
are  not  generally  geared  specifically  to  fitness  to  practice 
high  quality  American  medicine; 

7.  Delegation  of  tasks  to  allied  and  auxiliary  personnel 
is  governed  by  statutes  which  may  be  restrictive,  ambiguous, 
or  unrelated  to  accepted  custom  and  usage; 

8.  Statutory  interpretations  relevant  to  delegations  of 
tasks  by  physicians  to  allied  and  auxiliary  personnel  are 
not  always  based  on  the  realities  of  the  delivery  of  modern 
medical  care; 

9.  Osteopaths  cannot,  under  present  laws,  be  inte- 
grated fully  into  the  practice  of  medicine  so  as  to  permit  their 
addition  to  the  pool  of  physician  manpower;  and 

10.  Attempts  to  control  unscientific  schools  of  practice 
or  cultism  by  licensure  cannot  give  unscientific  practices  a 
scientific  basis  but  can  endanger  the  public  by  giving  unsci- 
entific schools,  such  as  chiropractic,  protection  through  the 
sanction  of  law. 

Resolution  of  these  problems  will  require  legislative,  rather 
than  judicial  action.  Judicial  action  permits  resolution  of 
problems  only  on  a case-by-case  basis,  with  decisions  limited 
to  the  facts  and  circumstances  of  each  case.  Since  licensure 
laws  are  quasicriminal  in  nature,  judicial  decisions  in  these 
cases  are  unlikely  to  result  in  the  establishment  of  broad 
principles  which  would  transcend  the  immediate  facts  before 
the  courts. 

The  legislative  process,  however,  can  establish  broad 
principles.  It  can  consider  facts,  evidence,  and  social  policy 
without  the  procedural  limitations  of  the  judicial  process. 
Moreover,  it  can  delegate  many  interpretative  functions  to 
the  administrative  process  in  which  the  tribunals  have  both 
expertise  and  flexibility. 

Among  the  many  problems  presented  by  the  medical 
licensure  laws,  without  question,  the  issue  of  delegation  of 
tasks  is  a highly  significant,  if  not  the  most  significant, 
problem  requiring  resolution.  It  involves  not  only  the  medi- 
cal profession,  but  also  nursing  and  other  allied  and  auxiliary 
professions  and  occupations.  Resolution  of  the  problem  of 
delegation  will  require  consideration  of  the  legal  regulation 
and  scope  of  function  of  all  the  professions  and  occupations 
comprising  the  manpower  matrix  rendering  personal  health 
care.  If  the  legal  authority  affecting  the  functions  of  physi- 
cians and  other  health  professions  and  occupations  is  amend- 
ed, the  composition  of  the  official  licensing  agency  and  its 
relation  toother  agencies  of  government  must  be  reconsidered. 
Careful  study,  analysis,  and  consultation  among  the  health 
professions  will  be  necessary  to  develop  guidelines  for  legisla- 
tive resolution  of  the  issue  of  delegation  and  other  problems 
in  licensure. 

DIVISIONS 

Executive  Assistant.  The  tasks  assigned  to  this 
office  are  myriad;  and  they  have  been  increasing  in  num- 
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ber  yearly.  A few  months  ago,  we  added  another  staff 
member  in  order  to  keep  up  with  the  great  load. 

In  addition  to  routine  matters,  the  following  work  was 
accomplished. 

Approximately  400  letters  concerning  committee 
appointments  were  prepared  and  mailed. 

A summary  of  the  minutes  of  the  1970  House  of 
Delegates  meeting  was  compiled  and  transmitted  to 
members  of  the  House. 

The  official  minutes  of  the  1970  House  of  Delegates 
were  prepared  for  publication  in  the  New  York  State 
Journal  of  Medicine. 

The  list  of  county  society  officers  was  edited  for 
publication  in  the  New  York  State  Journal  of  Medicine. 
It  appeared  in  the  September  15,  1970,  issue. 

The  minutes  of  the  New  York  Delegation  to  the 
AMA  were  prepared. 

Letters  were  sent  to  all  concerned  asking  that 
annual  reports  be  in  our  hands  by  October  1,  so  that  they 
would  be  ready  for  presentation  to  the  Journal  before  its 
deadline  of  November  15. 

County  medical  societies,  district  branches,  and 
sections  were  requested  to  send  in  the  names  of  their 
delegates  to  the  House  for  its  meeting  next  February. 

Letters  asking  presidents  of  county  medical  socie- 
ties, presidents  of  district  branches,  and  the  chairmen 
of  sections  to  send  in  recommendations  for  appointments 
to  the  committees  of  the  State  Society  were  mailed  out 
on  July  29,  1970,  with  a deadline  of  October  15. 

Scientific  Activities.  Following  the  annual  meeting, 
the  director  met  with  the  Commissioner  of  Mental  Hy- 
giene regarding  the  admission  policy  of  elderly  patients 
to  State  mental  hospitals.  There  was  a distinctive 
“softening-up”  of  points  of  view.  The  review  teams 
of  the  hospitals  were  being  better  oriented  about  their 
tasks.  Obviously,  flak  from  all  directions  had  succeeded 
in  carrying  the  message  of  dissatisfaction  of  physicians, 
hospital  administrators,  and  nursing  home  people. 

In  March,  there  was  another  meeting  with  the  Com- 
missioner. Ray  Trussed,  M.D.,  a member  of  the  State 
Hospital  Review  and  Planning  Council,  and  several  men 
from  the  State  Health  Department  attended.  It  was 
decided  that  a change  in  the  Hospital  Code  would  not  be 
feasible  at  that  time;  rather  an  attempt  would  be  made 
to  have  personnel  from  nursing  homes  learn,  via  meet- 
ings with  the  Department  of  Mental  Hygiene  personnel, 
how  to  care  for  ailing  patients  who  become  confused. 

During  the  middle  of  March,  the  question  was  raised 
by  the  MSSNY’s  Communications  Division  as  to  what 
role  the  Medical  Society  should  play  in  the  drug  abuse 
problem.  About  this  time,  the  Public  Health  Council 
became  involved;  and  it  was  recommended  that  the 
MSSNY  stay  within  the  limits  of  its  competence,  but 
cooperate  with  the  committee  from  the  Public  Health 
Council,  which  the  Governor  appointed. 

The  Public  Health  Council  committee  met  with  the 
Governor  and  his  secretary,  who  agreed  to  finance  a 
Desk  Manual  for  Physicians  on  Drug  A buse.  This  would 
be  a cooperative  effort  of  the  State  Department  of  Health 
and  the  Medical  Society  of  the  State  of  New  York, 

April  was  the  “abortion  month.”  Again,  the  Public 
Health  Council  had  a committee  to  set  up  guidelines — 
as  did  the  MSSNY.  There  was  overlapping  of  member- 
ship in  these  two  groups.  The  final  guidelines  for  both 
committees  were  practically  the  same.  Again,  the 
MSSNY  demonstrated  cooperation  with  State  govern- 
mental agencies,  the  two  committees  meeting  with  the 


Public  Health  Council  for  the  purpose  of  uniformity  of 
guidelines. 

During  April,  an  analysis  of  the  Bylaws  of  the  District 
Branches  was  made.  The  analysis  was  distributed  to  all 
district  branches,  the  Council,  and  the  Trustees  of  the 
MSSNY. 

A survey  of  county  medical  societies  showed  that  seven 
counties — Broome,  Chenango,  Clinton,  Genesee,  Otsego, 
Schenectady,  and  Suffolk — have  some  kind  of  scholar- 
ship program,  but  from  these  counties  only  ten  students 
were  being  given  aid.  A bill  was  passed  by  the  Legis- 
lature this  year  which  provides  $1,500  per  student  in  the 
private  medical  colleges. 

In  April  much  time  was  given  to  further  the  Medical 
Archives  on  a Statewide  basis.  A meeting  was  held 
at  Ithaca  which  created  much  interest.  Several  upstate 
counties  are  now  in  touch  with  the  Regional  History  and 
University  Archives  at  Cornell.  Much  material  from 
individuals  is  now  coming  in. 

The  director  spent  considerable  time  on  the  subject 
of  continuing  education.  This  committee  had  skirted 
the  question  of  compulsory  continuing  education  on 
several  occasions.  Last  April,  the  committee  learned  of 
a bill  that  would  be  introduced  in  the  1971  Legislature, 
by  the  New  York  City  Department  of  Health,  requiring 
continuing  education  for  licensure.  It  then  made  plans 
for  a meeting  of  Deans,  Regional  Medical  Program  direc- 
tors, and  other  interested  people.  This  conference  was 
held  on  September  12.  This  subject  will  be  a burning 
issue  in  1971  if  the  New  York  City  Health  Department 
introduces  the  bill  it  has  in  mind. 

During  August,  September,  and  October  there  was 
much  detail  work  on  drug  abuse.  An  important  meeting 
was  held  on  October  18  in  Rochester.  We  hope  to  get 
“faculty”  from  this  group  for  hospital  staff  meetings  to 
be  held  later.  The  MSSNY  is  being  given  credit  for  all 
it  has  done  and  is  doing. 

Mrs.  Evelyn  Clark  has  conducted  the  compilation  of 
events  for  What  Goes  On  and  has  attended  to  the  details 
of  physicians’  placement  in  a competent  manner.  She 
has  had  several  complimentary  notes  from  citizens  and 
physicians  who,  through  Mrs.  Clark’s  efforts,  have 
been  brought  together  with  mutual  “good  luck  and  good 
feelings.” 

Miss  Mollie  Pesikoff  continues  to  work  out  the  details 
of  session  and  section  speakers  in  an  efficient  manner. 
This  involves  many  telephone  calls  and  correspondence. 
At  the  July  meeting  of  the  associate  and  section  chair- 
men, there  seemed  to  be  unusual  competitive  interest  in 
setting  up  meetings  of  a high  order.  Miss  Pesikoff  also 
develops  the  plans  of  the  annual  scientific  exhibits. 

In  May,  the  director  attended  the  Third  National 
Conference  on  Voluntary  Health  Agencies,  in  Washing- 
ton. It  appears  that  consumer  groups  are  “in  the  sad- 
dle” and  will  “call  the  shots”  in  many  areas.  Sugges- 
tions that  medical  societies  have  lay  members  on  their 
boards  was  the  latest  pressure  for  consumer  participa- 
tion. 

In  June,  the  director  presided  at  the  opening  meeting 
of  the  Annual  Health  Conference,  introducing  Dr.  Walls, 
the  Governor,  and  others.  Also,  in  June,  much  attention 
was  given  to  the  Desk  Manual  for  Physicians  on  Drug 
Abuse. 

In  September,  the  director  attended  a Health  Resour- 
ces Commission  meeting.  During  the  summer  and 
September,  he  has  been  in  touch  with  many  people  about 
physicians’  assistants. 
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Scientific  Publications.  During  1970,  the  New  York 
State  Journal  of  Medicine  was  published  twice  a 
month,  on  the  first  and  fifteenth,  for  a total  of  24  issues. 
Included  in  these  were  the  following:  January  1,  the 

Convention  issue;  June  1,  the  Minutes  of  the  1970  House 
of  Delegates;  and  June  15  and  December  15,  the  Semi- 
annual Indexes. 

As  of  the  date  of  this  report,  460  manuscripts  have 
been  submitted  during  1970,  of  which  239  have  been 
accepted;  55  rejected;  139  referred  to  consultants;  17 
returned  for  revision;  and  the  remainder  are  still  under 
consideration. 

This  year  we  have  continued  our  endeavors  to  make 
the  Journal  an  outstanding  scientific  publication,  as 
directed  by  the  House  of  Delegates.  The  papers  pre- 
sented at  the  annual  meeting  are  growing  in  importance; 
and  increased  interest  of  those  planning  the  scientific 
sessions  is  of  great  benefit.  We  have  published  many 
outstanding  reports.  New  <iepartments  include  Uro- 
logic-Radiologic  Reviews  and  Grand  Rounds.  A con- 
tinuing series  of  lectures  on  the  newest  advances  in  can- 
cer research  and  therapy  presented  monthly  at  the  Uni- 
versity of  Rochester  School  of  Medicine  and  Dentistry 
reflect  diversified  interests  and  have  received  wide 
comment  from  the  press,  university  faculties,  and  the 
profession  generally. 

During  the  summer  and  fall  months,  the  Communica- 
tions Division  distributed  questionnaires  to  physicians 
at  area,  district,  and  specialty  meetings  to  determine 
the  feelings  of  physicians  toward  the  value  of  the 
Journal.  The  returns  have  been  overwhelmingly  favor- 
able. We  feel  they  are  representative,  since  the  method 
of  distribution  assures  a high  per  cent  of  return  and  the 
answers  are  anonymous.  The  Journal  is  read  and 
studied  by  the  great  majority  of  respondents;  and  many 
of  the  comments  are  notable.  These  questionnaires  will 
be  analyzed  more  fully  later  and  the  results  reported. 

As  of  January  1,  1971,  the  Journal  will  have  a new  for- 
mat, using  offset  procedure.  The  size  (8J^"  by  11") 
is  a standard  size,  which  will  be  helpful  in  advertising. 
Also,  type  sizes  are  to  be  enlarged  slightly  for  better 
appearance  and  greater  legibility. 

In  appreciation  of  their  contributions  to  the  Journal, 
the  associate  editorial  board,  department  editors,  and 
officers  of  the  MSSNY  were  feted  at  the  annual  editors’ 
dinner,  held  December  16,  at  the  Canadian  Club  of  the 
Waldorf-Astoria,  New  York  City.  Paul  F.  Cranefield, 
M.D.,  associate  professor,  Rockefeller  University,  and 
editor,  the  Journal  of  General  Physiology,  was  the  guest 
speaker. 

Research  and  Planning.  During  the  year  the  major 
activities  of  the  Division  of  Research  and  Planning  have 
been  distributed  in  staffing  three  units:  the  Ad  Hoc 

Committee  to  Study  the  Constitution  and  Bylaws;  the 
Administration;  and  the  Committee  on  Research  and 
Planning. 

About  one  year  ago,  the  Division  had  completed  its 
rearrangement  of  the  entire  Constitution  and  Bylaws 
on  the  basis  of  coherence  and  uniformity.  When  the  Ad 
Hoc  Committee  to  Study  the  Constitution  and  Bylaws 
was  appointed  in  the  Spring  of  1970,  each  member  was 
sent  a copy  of  the  rearranged  version  in  advance  of  its 
first  meeting.  At  that  session  on  May  20,  the  commit- 
tee’s principal  decision  was  to  request  preparation  of 
still  another  version  in  which  the  rearranged  Constitu- 
tion and  Bylaws  would  be  combined.  Accordingly,  the 
Division  of  Research  and  Plaiming  prepared  a combina- 


tion of  the  rearranged  Constitution  and  Bylaws  with 
deletion  of  duplication.  This  combined  version  was 
reviewed,. line  by  line,  and  revised  further  by  the  ad  hoc 
committee,  at  a meeting  on  June  22.  The  latest  revised 
draft  was  then  readied  by  the  Division. 

On  the  same  topic,  the  Division  is  compiling  a record 
of  all  the  amendments  as  well  as  rejected  or  unacted  on 
proposals  of  amendments  to  both  the  Constitution  and 
Bylaws  that  have  occurred  over  the  years.  This  compila- 
tion will  include  not  only  the  substance  of  the  amend- 
ments or  proposals,  but  also  the  proposer  and  the  rea- 
sons. 

Since  the  Staff  Handbook  of  the  Medical  Society  of  the 
State  of  New  York  has  become  outdated,  a committee 
was  appointed  with  the  director  of  the  Division  as  chair- 
man, to  make  recommendations  for  revision  of  the  man- 
ual. This  committee  held  six  meetings.  A draft  of  the 
revised  handbook  has  been  submitted  to  the  execu- 
tive vice-president. 

For  use  at  meetings  on  the  assessment  for  the  new 
building,  the  Division  was  asked  to  compose  a historical 
sketch  of  the  evolution  of  a permanent  building  for  the 
Society  including  official  utterances,  discussions,  and 
actions.  To  obtain  the  necessary  material,  a search  of 
the  records  was  conducted.  From  the  material  gathered, 
the  sketch  was  prepared. 

In  the  autumn  of  1969,  the  Committee  on  Research 
and  Planning  had  issued  an  exposition  of  its  conception 
of  its  proposed  public-benefit,  nonprofit  corporations 
that  would  bring  together  physicians  and  hospitals 
toward  common  desired  objectives  of  solving  important 
problems  in  delivery  of  medical  care.  In  October,  1969, 
this  document  was  sent  to  a committee  chairman  of  the 
New  York  State  Hospital  Association,  at  his  request. 
The  Association  was  invited  to  join  the  Committee  on 
Research  and  Planning  in  exploring  the  subject. 
Receipt  of  the  document  was  acknowledged  in  Novem- 
ber by  the  executive  vice-president  of  the  Hospital  Asso- 
ciation. No  word  has  come  from  the  Association  since 
that  time.  In  view  of  the  prolonged  silence  of  the  Hospi- 
tal Association,  the  Committee  on  Research  and  Plan- 
ning decided  to  renew  its  o\^  discussions  on  its  already 
determined  objectives.  The  Division  prepared  the 
agenda  for  three  meetings  of  the  Committee  on  Research 
and  Planning. 

In  January,  the  director  gave  a talk  on  “What  the  Fu- 
ture Holds  for  the  Private  Practice  of  Medicine”  to  the 
staff  of  the  Long  Island  Jewish  Hospital. 

In  February,  he  represented  the  Medical  Society  of 
the  State  of  New  York  at  a meeting  of  the  Department  of 
Mental  Hygiene  of  New  York  State  in  Albany.  At  the 
session,  the  Department  presented  its  current  program. 

Communications  Division.  1.  Department  of  Public 
Relations.  In  cooperation  with  the  Committee  on  the 
Proposed  Universal  Health  Insurance  Law  and  the  Medi- 
cal Liability  Insurance  and  Defense  Board,  the  Depart- 
ment planned  the  area  conferences,  mentioned  previ- 
ously. An  innovation  of  the  1970  area  conferences  was 
the  invitation  to  senior  medical  school  students  of  each 
of  the  New  York  State  medical  schools.  Attendance  of 
medical  students  was  satisfactory,  and  this  reaction 
leads  us  to  believe  that  this  program  will  be  repeated  at 
future  area  conferences. 

The  Third  Annual  Conference  of  County  Medical 
Society  Executives  and  the  Executives  of  MSSNY  was 
held  at  Westchester  County  Medical  Society  on  October 
16, 1970. 
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The  details  of  the  cornerstone  installation  ceremony 
for  the  new  MSSNY  headquarters  building  were  ar- 
ranged. Many  items  of  historical  value  were  placed  in 
the  sealed,  copper  box  inside  of  the  cornerstone. 

Four  Hotlines  were  released  during  1970.  The  sub- 
jects of  these  Hotlines  were:  (a)  a roundup  of  the  legis- 
lative activity  in  1970;  (b)  recommended  abortion  guide- 
lines; (c)  notice  of  the  assessment  for  the  construction 
of  the  new  headquarters  building;  and  (d)  the  elimina- 
tion of  the  mandatory  AMA  membership  requirement 
for  MSSNY  members. 

The  Albion  O.  Bernstein,  M.D.,  competition  for  scien- 
tific achievement  was  announced  and  promotional 
materials  were  mailed  throughout  the  United  States. 

2.  Department  of  Legislative  Activity.  A mass-mail- 
ing to  presidents,  secretaries,  executive  secretaries, 
legislation  committee  chairmen,  and  legislation  contact 
participants,  urging  opposition  to  S.  9181,  Governor’s 
Universal  Health  Insurance  Bill,  was  made  during  the 
month  of  April. 

Fifteen  issues  of  Capitol  News  were  released  during 
the  legislative  session  of  1970. 

The  Annual  Conference  of  County  Medical  Society 
Legislation  Activity  participants  was  arranged  and  pro- 
moted. The  meeting  was  held  on  November  12,  in  Syra- 
cuse, to  apprise  county  medical  society  representatives  of 
the  aims  of  MSSNY  in  1971  and  to  solicit  county  medical 
society  recommendations  for  our  legislative  effort. 

The  coordinator  participated  in  meetings  of  the 
Board  of  Directors  of  the  New  York  State  Association  of 
Professions,  held  throughout  the  year.  He  secured  the 
Board’s  endorsement  and  support  of  the  Professional 
Service  Corporation  Law  and  their  opposition  to  the 
revision  of  the  Education  Law. 

The  coordinator  also  testified  at  the  Legislative  Con- 
ference conducted  by  the  New  York  State  Board  of  Re- 
gents, Albany,  where  he  presented  a statement  on  be- 
half of  our  executive  vice-president,  outlining  MSSNY’s 
position  on  the  proposed  revision  of  the  State  Educa- 
tion Law  governing  professions. 

He  also  moderated  the  session  on  Universal  Health 
Insurance  during  the  area  conference  held  in  Albany. 

By  invitation,  he  addressed  the  stated  meeting  of  the 
Oneida  County  Medical  Society  in  mid-May  on  the 
results  of  MSSNY’s  activities  during  the  1970  session 
of  the  State  Legislature. 

Several  important  public  hearings  conducted  by  key 
committees  of  the  State  Legislature  were  monitored  by 
the  coordinator.  Among  these  were  two  hearings  held 
by  the  Senate  Health  Committee  on  Malpractice  and 
Physician’s  Assistants;  and  the  Education  Committees 
of  the  Senate  and  Assembly  on  Revision  of  the  State 
Education  Law. 

The  coordinator  also  represented  the  MSSNY  at  con- 
ferences sponsored  by  the  New  York  City  Health  Depart- 
ment with  representatives  of  the  Coordinating  Council, 
New  York  City,  in  regard  to  a proposed  mandatory  con- 
tinuing education  law. 

3.  Coordinator  of  News  Media.  In  April,  1970,  Anton 
Finelli  joined  the  Communications  Division  as  coordi- 
nator of  News  Media  and  editor  of  the  News  of  New 
York. 

Several  new  items,  such  as  “News  Briefs,’’  “Faces,” 
monthly  editorials,  and  a series  of  articles  on  the  most 
active  committees  of  the  Commission  on  Public  Health 
and  Education,  have  appeared  in  the  MSSNY  monthly 
bulletin. 


We  continue  to  be  plagued  by  the  very  slow  delivery 
of  the  News  by  the  Post  Office  Department.  Al- 
though an  investigation  into  the  delays  experienced 
with  delivery  has  been  made,  we  continue  to  find 
extremes  of  two  and  one-half  weeks  for  mailing,  and  no 
real  improvement  seems  to  result. 

Releases  to  the  news  media  were  made  on  abortion 
legislation  and  the  MSSNY  abortion  guidelines, 
MSSNY’s  position  on  the  Governor’s  Universal  Health 
Insurance  Bill,  findings  of  several  committees  of  the 
Commission  on  Public  Health  and  Education,  and  the 
cornerstone  installation  ceremony  for  the  new  building. 

4.  Department  of  Information.  Use  of  the  Informa- 
tion Department  by  the  membership  and  the  public 
continues  to  grow. 

The  year  1970  brought  an  abundance  of  telephone  and 
mail  activities  related  to  the  new  State  law  on  abortions 
and  the  crop  of  abortion  “services”  which  sprouted  up  in 
the  vicinity  of  New  York.  Correspondence  emanated 
from  many  states  and  Canada.  In  July  alone,  400 
telephone  calls  and  55  mail  inquiries  were  received  on 
this  subject. 

The  Department  continues  to  cooperate  with  the 
National  Better  Business  Bureau,  the  AMA  Department 
of  Investigation,  American  Cancer  Society,  Arthritis 
Foundation,  and  many  county,  state,  and  national 
medical  associations  to  unearth  information  about 
fraudulent  and  questionable  medical  and  medically- 
oriented  organizations,  products,  and  services. 

Several  appearances  of  physicians  on  radio  and  tele- 
vision broadcasts  were  handled  by  this  Department, 
when  it  undertook  the  Speakers  Bureau  activity  during 
1970. 

5.  Department  of  Field  Service.  The  regional  repre- 
sentatives continue  to  serve  in  all  possible  ways  by  ex- 
tending MSSNY  policy  to  the  county  medical  societies 
and  members. 

Extensive  assistance  to  the  medical  society  health 
shows  was  offered. 

Physical  arrangements  for  area  conferences  and  the 
selection  of  the  conference  sites  were  accomplished,  and 
promotion  assistance  was  given  to  the  conferences. 

Important  aid  was  given  to  the  New  York  State  Health 
Department’s  Office  of  Medical  Manpower,  by  con- 
ducting a survey  on  how  New  York  practicing  physicians 
are  affected  by  the  epidemic  abuse  and  misuse  of  drugs 
in  the  population. 

Division  of  Medical  Services.  On  April  4,  the  direc- 
tor spoke  at  the  annual  convention  of  the  Peripheral 
Vascular  Society  of  America,  regarding  the  progress 
made  by  “organized  medicine”  in  the  development  of 
guidelines  in  evaluating  physicians’  services,  bringing  to 
their  attention  that  the  first  relative  value  study  was 
initiated  in  1953  by  Francis  J.  Cox,  M.D.,  and  published 
in  1956. 

On  May  25,  he  met  with  Dr.  Clifton  Reeder,  represent- 
ing Paul  H.  Robinson,  Jr.,  Inc.,  an  association  of  invest- 
ment programs,  at  which  time  he  discussed  the  new 
Professional  Service  Corporations  Act  passed  by  the 
State  Legislature  and  also  a new  profit-sharing  type  of 
retirement  plan. 

On  July  8,  he  contacted  Joseph  Godfrey,  regional 
representative.  Bureau  of  Health  Insurance,  to  obtain 
the  information  as  requested  in  resolution  70-7,  regard- 
ing the  administration  cost  of  the  Medicare  program  in 
the  State  of  New  York. 

On  July  16,  he  also  met  with  Harry  Posman,  director. 
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Office  of  Social  Research  and  Program  Information, 
Albany,  to  obtain  additional  similar  information. 

On  July  29,  he  attended  a meeting  of  the  Committee 
on  Research  and  Planning,  at  the  invitation  of  Harry  D. 
Kruse,  M.D. 

On  August  3,  he  met  with  Don  Robertson  to  discuss  the 
proposed  Blue  Cross  and  Blue  Shield  and  Group  Prac- 
tice Prepayment  Plans. 

On  August  10,  he  met  with  Donald  M.  Irish,  Medical 
Society  of  the  County  of  Monroe,  to  discuss  the  “Monroe 
Plan” — a foundation  for  quality  medical  care. 

On  August  31,  he  met  with  John  T.  Manyon,  presi- 
dent, Blue  Shield  of  Western  New  York,  Inc.,  to  talk 
about  the  changes  in  the  law  regarding  composition  of 
Blue  Shield  Board  members. 

On  September  16,  he  attended  an  area  conference  at 
Suffern. 

On  October  8,  he  met  with  John  Ramsdell,  M.D., 
chairman.  Economics  Committee  of  Westchester  County 
Medical  Society,  to  discuss  proposals  presented  by  dif- 
ferent insurance  companies  regarding  Keogh  type  of  re- 
tirement programs. 

On  October  16,  he  attended  the  Third  Annual  Confer- 
ence of  County  Medical  Society  Executives  at  West- 
chester County  Medical  Society. 

Division  of  Standards  of  Medical  Care.  The  Man- 
ual developed  under  the  auspices  of  the  Committee  on 
Medical  Review,  Charles  M.  Brane,  M.D.,  chairman, 
with  funds  made  available  by  the  U.S.  Public  Health 
Service,  was  completed. 

Two  hundred  and  eighty-four  copies  of  the  Manual 
were  sent  to  an  equivalent  number  of  hospitals  in  this 
State. 

Therefore,  this  completes  a project  which  was  started 
in  1967.  The  Society’s  expenses  consisted  of  publication 
of  the  Manual;  and  it  is  believed  that  printing  and  mail- 
ing will  be  within  the  $3,500  appropriated  by  the  Society. 

Under  the  aegis  of  the  Committee  on  Hospital  and 
Professional  Relations,  a questionnaire  was  prepared  and 
sent  out  to  the  hospitals  in  this  State  relative  to  emer- 
gency-room setups.  The  response  has  been  excellent, 
and  the  material  is  to  be  reviewed  for  follow-up. 

At  the  request  of  the  chairman,  Ralph  S.  Emerson, 
M.D.,  of  the  Ad  Hoc  Committee  on  Peer  Review 
Mechanisms,  a questionnaire  was  sent  to  all  the  county 
medical  societies  and  district  branches  requesting  infor- 
mation about  their  peer  review  organizations.  The  re- 
sponse to  date  has  not  been  satisfactory. 

Business  Division.  1.  Advertising  Sales — Journal. 
Gross  billings  for  the  first  ten  months  of  1970  totalled 
$265,879.20,  as  compared  with  gross  billings  of 
$269,558.90  for  the  first  ten  months  of  1969  or  a decrease 
of  $3,679.70. 

2.  Advertising  Sales — Technical  Exhibits.  The  1971 
prospectus  for  technical  exhibits  was  sent  out  early  in 
July,  1970,  to  approximately  700  prospective  exhibitors. 
Booth  assignments  were  first  made  late  in  August.  The 
layout  of  the  floor  plan,  at  the  suggestion  of  many  exhibi- 
tors, has  been  altered  to  allow  for  larger  booths,  that  is 
10  feet  by  8 feet  instead  of  8 feet  by  8 feet.  When  this 
report  was  prepared,  a total  of  75  booth  spaces  have  been 
sold,  for  a revenue  total  of  $37,135.00.  Thirty-one  booth 
spaces  remain  unsold;  but  it  is  expected  that  sales  will 
increase  as  the  date  of  oxir  annual  convention  draws 
closer.  It  is  apparent  that  many  of  our  pharmaceutical 
exhibitors  of  past  years  are  feeling  a budgetary  pinch 
and  cutting  back  on  their  advertising  outlays.  This 


trend  is  not  confined  to  our  and  other  medical  meetings; 
but  it  is  widespread  in  all  kinds  of  industrial  and  busi- 
ness shows  and  exhibits. 

3.  Medical  Directory  Sales.  The  revenue  from  sales 
of  the  1968-1969  edition  of  the  Medical  Directory  of 
New  York  State  has  amounted  to  a total  of  $81,031.25. 
These  sales  were  in  part  due  to  a direct  mail  solicitation 
of  purchasers,  such  as  insurance  companies,  lawyers, 
banks,  and  others — at  a very  minimal  cost. 

4.  Advertising  Sales — News  of  New  York.  We  are 
presently  negotiating  renewal  of  our  contract  for  adver- 
tising in  the  News  of  New  York  with  Hoffmann-LaRoche, 
Inc.  We  hope  to  increase  the  amount  of  $44,906.00 
presently  paid  by  Hoffmann-LaRoche  for  advertising  to 
offset  the  increased  cost  of  postage,  paper,  and  printing. 

5.  Membership-Directory  Department,  (a)  Member- 
ship Activities:  One  year  ago  at  this  time,  we  were 

initiating  our  conversion  phase  to  the  CAPIS  (Central 
Automated  Physicians  Information  System)  automated 
billing  and  accounting  system.  The  conversion  was 
completed  on  schedule. 

There  were  some  “bugs”  in  the  program  during  the 
first  year  of  operation,  but,  for  the  most  part,  it  ran  more 
smoothly  than  we  anticipated.  Most  of  the  participating 
counties  seem  to  be  more  than  satisfied  with  the  results 
of  the  first  year’s  experience. 

(b)  Directory  Activities:  Preparation  for  processing 

the  automated  conversion  of  the  Medical  Directory  of 
New  York  State  was  undertaken. 

If  all  phases  of  the  preparation  and  production  of  the 
book  go  according  to  schedule,  the  book  should  be  avail- 
able for  distribution  in  1971. 

The  book  will  be  reproduced  from  photographic  plates 
by  offset,  which  is  a much  faster  and  less  expensive  sys- 
tem than  the  hot-lead,  flat-bed  press  process  we  have 
used  in  the  past. 

Inevitably,  the  conversion  to  an  automated  system  of 
updating  and  publishing  the  Directory  will  effect  a few 
changes  in  content.  The  listings  will  not  be  coded  as  in 
the  case  with  the  AMA  Directory,  but  will  be  just  as 
immediately  intelligible  as  our  Directory  always  has 
been. 

The  actual  programming  is  virtually  completed. 
Under  this  automated  system,  there  is  no  doubt  we  will 
be  able  to  produce  a totally  updated  publication  on  a 
regular  schedule  with  a minimum  amount  of  time  lost 
in  the  production  period  between  receipt  of  new  data 
and  actual  publication.  In  this  respect,  future  editions 
should  prove  to  be  the  most  accurate  and,  consequently, 
the  most  valuable  we  have  ever  been  able  to  provide. 

MISCELLANEOUS 

1.  On  February  26  and  27,  1970,  our  comptroller 
attended  the  annual  conference  on  Federal  tax  problems 
of  nonprofit  organizations  at  the  Mayflower  Hotel, 
Washington,  D.C. 

The  most  prominent  item  presented  concerned  the 
1969  tax  reform  act  and  how  it  will  affect  organizations 
such  as  ours.  The  following  are  worthy  of  special  note: 

A.  Advertising  Income:  This  item  is  definitely  tax- 
able. However,  although  it  was  not  spelled  out  what 
expenditures  are  applied  against  the  gross  advertising 
to  arrive  at  a net  income,  we  have  just  received  the  1970 
copy  of  the  Federal  Tax  Guide  which  definitely  states 
that  all  costs  (including  editorial  costs)  are  applied 
against  the  advertising  income  to  arrive  at  net  taxable 
advertising  income.  The  only  question  that  might  still 
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arise  pertains  to  the  allocation  of  $7.50  of  members’  dues 
to  a subscription  to  the  Journal.  We  know  that  this  a 
technicality  of  the  United  States  Post  Office  Department 
to  qualify  for  second-class  mailing  privileges.  However, 
since  nothing  is  “spelled  out”  in  the  Internal  Revenue 
Code,  ERS  might  rule  in  the  future  that  the  $7.50  must 
be  included  as  income  and  added  to  advertising  income 
to  get  a general  profit  or  loss  picture  for  the  entire 
Journal  operations.  For  the  present,  we  intend  to  file 
our  “Unrelated  Business  Income”  tax  return  excluding 
the  $7.50  per  member  as  income.  The  AMA  is  doing 
likewise;  and  so  are  most  organizations  whose  represen- 
tatives we  talked  to  in  Washington. 

B.  Other  unrelated  business  income:  It  was  pointed 
out  that  the  1969  regulations  now  show  that  all  income 
that  is  unrelated  to  the  purposes  of  the  exempt  organi- 
zation will  now  be  taxable.  This  means  that  we  shall 
have  to  look  at  every  one  of  our  income  factors  to  deter- 
mine if  they  are  “related.”  Going  down  the  list  of  our 
1969  income,  the  only  item  that  appears  to  be  “unre- 
lated” is  interest  and  dividends  on  investments.  It  was 
made  clear  at  the  conference  that  this  item  is  taxable. 
We  may  be  liable  for  a $25,000  tax  on  our  1970  interest 
and  dividend  earnings. 

C.  Annual  Convention — Exhibit  Rentals:  This  is 

almost  a “dead”  issue.  All  organizations  who  were  ex- 
amined by  IRS  proved  the  point  that  exhibit  rentals  at 
conventions  are  “related,”  thereby  nontaxable.  Any 
cases  pending  on  this  matter  probably  will  be  dropped. 

2.  Recently,  we  again  brought  to  the  attention  of 
division  heads  that: 

The  office  of  the  executive  vice-president  is  charged 
with  the  control  and  approval  of  all  travel  expendi- 
tures of  staff  members.  Naturally,  accurate  records 
must  be  maintained  at  all  times. 

I am  compelled  to  remind  you  that  we  are  operat- 
ing under  a “tight”  budget.  All  luxuries  must  be 
avoided;  we  must  confine  our  expenses  to  necessities 
only.  On  the  other  hand,  when  “on  the  road,”  we  ex- 
pect you  to  live  like  human  beings — in  decent  quar- 
ters. The  Board  of  Trustees,  at  its  last  meeting,  ap- 
proved our  recommendation  that  the  cost  of  room  and 
board  per  diem  be  increased  from  $30  to  $35. 

Entertainment  expenses  should  be  kept  to  an  irre- 
ducible minimum;  they  should  be  incurred  and  are 
reimbursable  only  when  the  expenses  are  clearly  a 
proper  and  necessary  adjunct  to  the  conduct  of  MSSNY 
business. 

Where  possible,  air  accommodations  should  not  be 
first  class;  and,  if  available,  transportation  to  and 
from  airports  should  be  by  limousine,  rather  than  by 
taxicab. 

3.  Your  executive  vice-president  has  been  re-elected 
chairman  of  the  Medical  Committee  on  Grievances  of 
the  State  Department  of  Education. 

4.  He  has  been  nominated  for  re-election  to  the 
Board  of  Directors  of  the  National  Tuberculosis  and 
Respiratory  Disease  Association. 

5.  At  a meeting  of  the  Executive  Committee,  on 
March  25,  our  president,  Walter  Scott  Walls,  M.D., 
presented  AMA-ERF  checks  to  deans  and  other  officials 
of  medical  schools  in  New  York.  The  following  colleges 
were  represented:  Columbia  University  College  of  Phy- 
sicians and  Surgeons — H.  Houston  Merritt,  M.D.,  Dean; 
Cornell  University  Medical  College — Fletcher  H.  Mc- 
Dowell, M.D.,  Associate  Dean;  Mount  Sinai  School 
of  Medicine — Mr.  Louis  A.  Rems,  Director,  Business 


Services;  New  York  University  School  of  Medicine — M. 
Martin  Begun,  Associate  Dean;  State  University  of  New 
York  Downstate  Medical  Center — Warren  A.  Lapp, 
M.D.  The  president  accepted  the  check  for  the  State 
University  of  New  York  at  Buffalo,  School  of  Medicine. 
Checks  were  mailed  to  the  other  medical  schools  in  the 
State. 

6.  Figure  1 (page  1310)  shows  the  distribution  of  phy- 
sicians by  practice — in  the  United  States  and  possessions. 

7.  George  T.  C.  Way,  M.D.,  vice-speaker,  automati- 
cally succeeded  to  the  office  of  speaker,  following  the 
death  of  Irving  L.  Ershler,  M.D. 

At  its  meeting  on  September  24,  the  Council  elected 
Carl  Goldmark,  Jr.,  M.D.,  to  fill  the  unexpired  portion 
of  Dr.  Way’s  term  as  vice-speaker. 

The  assistant  secretary,  Joseph  G.  Zimring,  M.D., 
then  succeeded  to  the  office  of  secretary  for  the  remain- 
der of  Dr.  Goldmark’s  term. 

The  Council  elected  Milton  Gordon,  M.D.,  of  Suffolk 
County,  to  fill  the  unexpired  portion  of  Dr.  Zimring’s 
term  as  assistant  secretary. 

The  offices  affected  by  these  actions  and  the  persons 
now  holding  them  are  as  follows: 

Secretary Joseph  G.  Zimring,  M.D. 

222  Riverside  Boulevard 
Long  Beach  11561 

Assistant  Secretary Milton  Gordon,  M.D. 

164  East  Main  Street 
Huntington  11743 

Speaker George  T.  C.  Way,  M.D. 

34  Livingston  Street 
Poughkeepsie  12601 

Vice-Speaker Carl  Goldmark,  Jr.,  M.D. 

45  East  82nd  Street 
New  York  10028 

These  officers  will  serve  until  the  election  on  February 
18,  1971. 

MEETINGS 

Since  the  annual  meeting  in  February,  we  have  par- 
ticipated in  these  “extraordinary”  meetings  and  events: 

1.  Funeral  services  for  Waring  Willis,  Jr.,  in  Bronx- 
ville,  on  February  18. 

2.  A meeting  with  Governor  Rockefeller  in  his  New 
York  City  office,  on  February  27.  Dr.  Walls,  Dr.  Held- 
mann.  Dr.  Himler,  Dr.  Emerson,  and  George  W.  Foy, 
et  al.  also  were  present.  We  talked  about  universal 
health  insurance.  We  presented  our  views  and  criteria 
for  a bill  which  might  receive  our  approval.  We  thought 
that  we  impressed  the  Governor  and  his  staff  (later  this 
did  not  turn  out  to  our  satisfaction).  Others  who  par- 
ticipated in  the  deliberations  were  hospital  and  welfare 
representatives. 

3.  The  AMA-EMPAC  Public  Affairs  Workshop,  in 
Washington,  D.C.,  February  28.  Dr.  Walls,  Dr.  Held- 
mann,  and  Dr.  Himler  attended  this  conference.  The 
agenda  included:  . medical  public  affairs  and  AMA  leg- 
islative programs;  election  preview  for  1970;  politics  in 
the  ’70s;  an  old-fashioned  political  picnic  with  Senators 
Mansfield  and  Scott. 

4.  Waring  Willis,  M.D.,  chairman  of  the  Board  of 
Trustees,  and  your  executive  vice-president  met  with 
John  P.  Gloeckner,  vice-president  of  the  Equitable  Life 
Assurance  Society  of  the  United  States,  in  New  York, 
on  March  6.  We  explored  the  areas  of  building  loans, 
mortgages,  and  other  financial  matters  concerning  our 
new  installation  in  Lake  Success. 
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5.  A luncheon-meeting  with  Charles  Gillett, 
executive  vice-president  of  the  New  York  Convention 
and  Visitors  Bureau,  in  New  York,  on  March  11.  We 
talked  about  conventions — AMA  and  MSSNY. 

6.  A meeting  of  the  New  York  State  Hospital  Review 
and  Planning  Council,  in  New  York,  on  March  19. 

7.  A conference  with  our  legislative  counsels,  in 
Albany,  on  March  20. 

8.  The  70th  Annual  Banquet  of  the  New  York  State 
Legislative  Correspondents’  Association,  in  Albany,  on 
March  21.  As  usual,  all  important  governmental  offi- 
cials—national,  State,  and  city— were  “lampooned.” 

9.  Your  executive  vice-president  spoke  to  the  Busi- 
ness and  Professional  Women’s  Clubs,  in  Roslyn,  on 
March  24.  He  discussed  “Medical  Quackery.” 

10.  A conference  on  “Narcotics” — with  members 
of  the  Public  Health  Council  and  the  Governor’s  secre- 
tary, in  New  York  City,  on  April  1. 

11.  A meeting  of  the  Board  of  Directors  of  the  New 
York  State  Academy  of  General  Practice,  in  New  York 
City,  on  April  5.  We  talked  about  the  Governor’s  Uni- 
versal Health  Insurance  bill. 

12.  The  Ninth  Annual  John  Hunter  Fuchs  Memorial 
Lecture — presented  by  the  Queens  County  Chapter  of 
the  American  Academy  of  General  Practice,  in  Queens, 
on  April  12.  The  program  was  concerned  with  “Drugs, 
Sex,  and  Per\'ersions.  ” 

13.  A meeting  with  our  architects  to  discuss  the 
building,  in  New  York  City,  on  April  22. 

14.  A meeting  of  the  AMA  Committee  on  Quackery, 
in  Boston,  April  30. 

15.  An  AMA  Regional  Conference  on  Health  Quack- 
ery— Chiropractic,  in  Boston,  on  May  1.  Our  secretary 
and  chairman  of  the  MSSNY  Committee  on  Quackery 
also  attended. 

16.  The  Congress  of  Delegates  of  the  New  York  State 
Academy  of  General  Practice,  in  New  York,  on  May  11. 
George  Himler,  M.D.,  discussed  legislation  and  the 
“Himler  Report.”  Your  executive  vice-president  re- 
ported on  current  State  matters. 

17.  The  73rd  Annual  Meeting  and  Dinner  of  the  New 
York  State  Society  of  Certified  Public  Accountants,  in 
New  York  City,  on  May  11. 

18.  A meeting  of  the  Public  Health  Council,  in  New 
York,  on  May  12,  subject — abortions. 

19.  The  22nd  Annual  Banquet  of  the  New  York  State 
Academy  of  General  Practice,  in  New  York,  on  May  13. 

20.  The  annual  meeting  of  the  National  Tuberculosis 
and  Respiratory  Disease  Association,  in  Cleveland,  May 
24  to  27.  We  have  been  a member  of  its  Board  of  Direc- 
tors for  many  years.  The  local  tuberculosis  association 
takes  care  of  all  expenses. 

21.  A dinner  tendered  to  the  Comitia  Minora  of 
Bronx  County  Medical  Society  by  its  president,  in  New 
Rochelle,  on  June  3. 

22.  A meeting  with  Dr.  Ershler,  Dr.  Way,  and  Dr. 
Himler,  in  Syracuse,  on  June  7,  to  discuss  and  formulate 
plans  for  the  next  meeting  of  the  House  of  Delegates. 

23.  The  Annual  Legislator’s  Evening  of  the  Tenth 
District  Dental  Society,  in  East  Meadow,  on  June  10. 
The  program  for  the  meeting  included  a talk  on  “Hori- 
zons for  Meeting  the  Crisis  in  Health”  by  Dr.  John  Zapp, 
Deputy  Assistant  Secretary  for  Manpower,  Special 
Assistant  for  Dental  Affairs  in  the  Office  of  Assistant 
Secretary  for  Health  and  Science  Affairs,  Department 
of  Health,  Education,  and  Welfare. 

24.  A meeting  with  representatives  of  Westchester 


County  Medical  Society’s  Ad  Hoc  Committee  on  Univer- 
sal Health  Insurance  and  a few  members  of  the  New 
Rochelle  Medical  Society,  in  Purchase,  on  June  16. 
Dr.  Walls,  Dr.  Himler,  Dr.  Emerson,  and  members  of  the 
firm  of  DeGraff,  Foy,  Conway,  and  Holt-Harris  also  were 
present.  This  was  a worthwhile  experience. 

25.  A dinner  in  honor  of  Waring  Willis,  M.D., — 
tendered  by  the  Medical  Staff  of  the  Lawrence  Hospital, 
at  the  Siwanoy  Country  Club  in  Bronxville,  on  June  18. 
Hollis  Ingraham,  M.D.,  and  your  executive  vice-presi- 
dent were  the  guest  speakers. 

26.  The  119th  annual  convention  of  the  American 
Medical  Association,  in  Chicago,  June  21  to  25. 

27.  The  staff’s  annual  picnic,  in  Belmont  Lake  State 
Park,  on  Long  Island,  June  29. 

28.  The  dedication  of  a library,  in  memory  of  Louis 
H.  Bauer,  M.D.,  at  the  Nassau  Academy  of  Medicine, 
in  Garden  City,  on  July  6. 

29.  The  annual  outing-meeting  of  the  Medical  Soci- 
eties of  Oneida,  Herkimer,  Madison,  and  Chenango, 
in  New  Hartford,  on  July  9.  Your  president  and 
executive  vice-president  spoke  on  the  “State  of  the 
MSSNY.” 

30.  Funeral  services  for  Irving«L.  Ershler,  M.D.,  in 
Syracuse,  on  July  10. 

31.  A meeting  of  the  Commission  on  Public  Health 
and  Education,  in  Albany,  on  July  16.  As  in  past  years, 
this  was  an  excellent  conference. 

32.  A meeting  with  George  Foy,  our  legislation  con- 
sultant, on  the  same  day. 

33.  A conference  with  Edward  Hughes,  M.D.,  et  ai, 
in  Syracuse,  on  July  24,  to  discuss  maternal  welfare. 

34.  A meeting  of  the  AMA  Committee  on  Quackery, 
in  San  Francisco,  July  30.  A Regional  Coirference  on 
Health  Quackery — Chiropractic  was  held  on  July  31. 
The  luncheon  speaker  was  Richard  S.  Wilbur,  M.D., 
assistant  executive  vice-president  of  the  AMA. 

35.  A meeting,  called  by  the  Governor  to  discuss 
drug  abuse,  in  Queens,  on  August  4.  Members  of  the 
community — in  all  walks  of  life — were  permitted  to  air 
their  views. 

36.  Meetings  to  discuss  the  building  assessment,  in 
New  York  and  Syracuse,  on  August  12  and  13  (described 
elsewhere  in  this  report). 

37.  Legislative  conference  with  George  Foy,  in 
Albany,  on  August  25. 

38.  The  Ninth  Annual  Meeting  of  the  Fifth  and  Sixth 
District  Branches,  in  Bolton  Landing,  September  11  and 
12. 

39.  An  “invitational  meeting  on  initiation  of  co- 

operative Statewide  planning  to  improve  the  continuing 
medical  education  system” — at  the  Hospital  for  Special 
Surgery,  in  New  York  City,  on  September  21.  Partici- 
pants: our  Committee  on  Continuing  Education;  our 

president  and  president-elect;  your  executive  vice-presi- 
dent; public  health  officials;  deans  of  medical  schools; 
directors  of  the  Metropolitan  Regional  Medical  Pro- 
grams, et  al. 

40.  A meeting  of  the  State  Hospital  Review  and  Plan- 
ning Council,  in  New  York  City,  on  September  22. 

41.  A conference  of  the  Executive  Committee  of  the 
MSSNY  Delegation  to  the  AMA,  in  New  York  City,  on 
the  evening  of  September  22. 

42.  A meeting  of  the  officers  and  directors  of  the  New 
York  State  Association  of  Professions  (NYSAP),  in  New 
York  City,  on  September  28. 

43.  The  annual  dinner  of  the  Public  Health  Com- 
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mittee  of  the  New  York  Academy  of  Medicine,  in  New 
York  City,  on  October  5. 

44.  A meeting  of  the  MSSNY  Delegation  to  the 
AMA,  in  New  York,  on  October  8.  George  Himler, 
M.D.,  was  re-elected  to  the  chairmanship. 

45.  A meeting  of  the  Committee  on  State  Legisla- 
tion, in  Albany,  on  October  9.  The  legislative  pro- 
gram was  reviewed. 

46.  Cornerstone  installation  ceremony.  Lake  Suc- 
cess, on  October  15. 

47.  Area  Conference,  in  Valley  Stream,  on  October 
21. 

48.  The  annual  retiring  president’s  dinner.  Medical 
Society  of  the  County  of  Kings,  in  Queens,  on  October 
31. 


49.  A conference  with  the  interior  decorators  of  our 
new  building,  in  New  York,  on  November  2. 

50.  A meeting  with  George  Himler,  M.D.,  president- 
elect, in  New  York,  on  November  4 — to  discuss  com- 
mittees for  1971. 
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FIGURE  1 Distribution  of  physicians  by  practice  in  the  United  States  and  possessions,  September,  1970,  (official  count  of  Ameri- 
can Medical  Association). 
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FIGURE  2.  Exhibitors'evaluation  report,  1 970  Annual  Meeting. 
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Executive  Vice-President  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

This  is  an  addendum  to  the  annual  report  which  ap- 
peared in  the  January  1 issue  of  the  Journal. 

DIVISIONS 

Executive  Assistant.  Routine  affairs  were  taken  care 
of  as  always.  Also,  the  following  matters  were  handled: 

. . . Reports  for  publication  in  the  January  1 and  Janu- 
ary 15  issues  of  the  Journal  were  edited  and  typed. 

. . . Resolutions  and  additional  reports  for  distribution 
to  the  House  of  Delegates  were  compiled. 

. . . Appointment  letters  were  sent  to  members  of 
reference  committees. 

. . . Lists  of  reference  committee  members  were  set  up. 

. . . Appointment  letters  to  members  of  committees 
for  the  year  1971-1972  were  mailed. 

. . . Correspondence  to  obtain  certificates  of  election 
and  credentials  cards  for  members  of  the  House  of  Dele- 
gates was  effected. 

. . . Badges  for  persons  who  will  attend  the  meeting  of 
the  House  were  prepared. 

...  A schedule  for  the  House  of  Delegates  meeting  was 
composed. 

Scientific  Activities.  This  Division  “serviced”  the 
Committee  on  Abortions,  which  met  on  three  occasions, 
and  had  a joint  meeting  with  the  Public  Health  Council 
of  New  York  State. 

The  chairman  of  the  Maternal  and  Child  Welfare 
Committee  released  a report  of  a survey  his  committee 
made  of  those  hospitals  doing  abortions,  excluding  the 
institutions  of  Greater  New  York.  Of  141  hospitals  in 
which  abortions  were  performed,  58  responded  to  the 
questionnaire.  The  report,  in  large  measure,  parallels 
that  made  by  Dale  E.  Harro,  M.D.,  of  the  State  Health 
Department;  and  it  was  made  available  to  Dr.  Gold- 
mark’s committee. 

The  Committee  on  Forensic  Medicine  presented  a 
successful  Symposium  on  Forensic  Medicine,  on 
November  6,  7,  and  8.  It  was  well  attended  by  medical 
examiners,  coroners’  physicians,  and  other  interested 
individuals.  In  fact,  it  was  the  most  successful  meeting 
of  its  kind  conducted  by  the  Forensic  Medicine  Com- 
mittee. 

On  November  18,  the  Committee  on  Data  Processing 
in  Medicine,  William  A.  Bauman,  M.D.,  chairman, 
had  a meeting  at  The  Presbyterian  Hospital.  The  com- 
mittee was  anxious  to  have  the  Medical  Society  approve 
the  principle  that  personnel  who  feed  medical  data  to 
a computer,  and  retrieve  same,  have  the  same  moral 
responsibility  of  confidentiality  that  record  librarians 
and  other  persons  have  who  have  access  to  patient  in- 
formation. This  principle  was  approved  at  the  Novem- 
ber meeting  of  the  Council. 

Since  November,  the  Medical  Society  has  agreed  to 
cosponsor  four  symposia,  financed  by  Chas.  Pfizer  & 
Company,  Inc.,  on  venereal  disease  with  Bruce  P.  Web- 
ster, M.D.,  and  Leonard  L.  Heimoff,  M.D.,  as  the 
Medical  Society’s  representatives.  Also,  the  Subcom- 
mittee on  Venereal  Disease,  Bruce  P.  Webster,  M.D., 
chairman,  and  the  Society’s  Committee  on  Public 
Relations  will  design  the  1971  Medical  Society  health 
shows.  It  is  planned  to  be  a two-part  Statewide  cam- 
paign— alerting  practicing  physicians  to  the  rapidly 


changing  clinical  and  epidemiologic  situation  of  venereal 
diseases,  and  providing  teenagers  and  adults  with  cur- 
rent information  regarding  prevention,  recognition,  and 
treatment  of  venereal  disease. 

Scientific  Publications  (The  Journal).  The  new  for- 
mat of  the  Journal  is  a “pleasure  to  the  eye”  and  handles 
well.  We  are  gradually  accustoming  ourselves  to  the 
new  procedures  involved;  and  we  trust  they  will  soon 
become  routine.  The  January  copies  were  delayed.  In 
spite  of  memoranda  asking  that  materials  for  the  annual 
convention  issues  be  received  on  time,  many  were  sub- 
mitted late,  which  compounded  the  problems  of  the 
new  format. 

We  are  constantly  concerned  with  moving  our  backlog 
of  material  faster  into  production.  This  has  been  a 
chronic  and  cumulative  problem  over  the  years,  which 
we  hope  to  eliminate  in  the  future.  The  length  of  time 
necessary  to  edit  copy  and  prepare  manuscripts  for  the 
printer  is  in  proportion  to  the  length  of  each  article  and 
the  special  situations  involved.  A short  article  may  take 
only  a day,  a symposium  can  take  months.  We  have 
pushed  the  present  staff  to  the  limit. 

Research  and  Planning.  Since  the  last  report,  the 
Division  of  Research  and  Planning  has  continued  its 
work  on  two  of  its  projects. 

It  has  completed  the  preparation  of  the  draft  of  the 
revised  Constitution,  as  recommended  by  the  Ad  Hoc 
Committee  to  Study  the  Constitution  and  Bylaws.  In 
this  draft  the  new  material  and  substitutions  appear 
in  italics  and  deletions  are  bracketed.  Accompanying 
the  draft  is  a list  of  substantive  changes. 

In  the  second  project — the  compilation  of  a record  of 
all  the  amendments,  as  well  as  rejected  or  unacted  on 
proposals  of  amendments,  to  both  the  Constitution  and 
Bylaws  occurring  over  the  years — work  has  progressed 
to  the  point  where  the  list  for  the  Constitution  and 
through  Chapter  XIII  of  the  Bylaws  has  been  completed. 

Division  of  Public  Affairs.  Work  in  the  legislation 
department  during  November  and  December  consisted 
mainly  of  preparing  for  the  workload  usually  experienced 
during  sessions  of  the  Legislature.  The  coordinator  up- 
dated the  mailing  list,  revised  the  letterhead,  and  pro- 
duced the  first  1971  issue  of  Capitol  News. 

Another  important  activity  during  December  was  in- 
volved with  the  Clinical  Laboratory  Bill. 

During  December,  a letter  promoting  contributions 
to  the  AMA-ERF  was  sent  to  the  AMA;  and  we  under- 
stand that  it  has  been  distributed,  by  the  AMA,  to  the 
membership  of  the  MSSNY. 

Arrangements  were  completed  to  have  Coach  Bob 
Blackman,  formerly  of  Dartmouth,  as  the  guest  speaker 
during  the  Symposium  on  the  Medical  Aspects  of  Sports. 
The  sports  symposium  brochure-program  was  printed 
and  bulk  shipments  made  to  the  cosponsoring  organiza- 
tions which  will  mail  them  to  their  individual  members. 
News  releases  were  distributed.  Statewide,  to  the  sports 
press. 

On  November  11,  the  three  committees  of  the  Com- 
mission on  Public  and  Professional  Affairs  held  meetings 
in  Syracuse.  Members  of  the  various  committees  at- 
tended each  other’s  meetings  in  an  effort  to  improve 
communications  and  cooperation.  The  meetings  pro- 
ceeded smoothly;  and  a great  deal  appeared  to  have  been 
accomplished. 


1312  New  York  State  Journal  of  Medicine  / June  1 , 1971 


On  November  12,  the  Annual  Legislation  Conference 
was  held  in  Syracuse — a successful  meeting.  It  is  ob- 
vious that  experience  is  producing  better  conferences. 
The  participation  of  the  audience  is  improving;  and  the 
meetings  run  far  more  smoothly  than  they  did  originally. 

During  November  and  December,  the  director  of  the 
Division  met  and  corresponded  with  a representative  of 
Hoffmann-LaRoche,  Inc.  to  outline  increasing  costs  of 
our  production  and  distribution  of  the  News  of  New 
York.  The  director  proposed  an  increase  of  approxi- 
mately $7,500  for  the  advertising  space.  We  have  been 
advised  that  Hoffmann-LaRoche  will  accept  our  offer; 
and  is  producing  a revised  agreement  for  signature  by  the 
State  Society. 

Arrangements  were  made  with  Dr.  Webster  and  Dr. 
Moore  for  the  1971  program  on  venereal  disease  educa- 
tion of  the  public  and  practicing  physician,  to  be  im- 
plemented in  cooperation  with  the  Public  Relations 
Committee.  It  is  proposed  that  the  Medical  Society 
health  show  van  will  be  involved  with  this  program  by 
touring  the  State,  visiting  school  grounds  and  campuses. 

An  innovation  in  the  News  of  New  York  is  being  ar- 
ranged. Henceforth,  when  Capitol  News  is  being  issued, 
a summary  of  legislative  information  will  appear  each 
month  in  the  News  of  New  York.  This  is  being  done  to 
accommodate  the  many  requests  for  this  type  of  service 
we  receive  from  the  membership  not  presently  included 
in  the  distribution  of  Capitol  News. 

Standards  of  Medical  Care.  A new  printing  of  the 
Manual  has  been  accomplished;  and  the  back  orders 
have  been  filled.  To  date,  sales  have  amounted  to 
$1,526.60.  This  represents  about  170  copies. 

Publication  of  the  Medical  Analyst’s  report  is  delayed 
until  the  revision  is  received.  Copies  will  be  sent  to  the 
hospitals  involved  and  to  members  of  the  Council  for 
comments. 

The  preparation  of  “guidelines”  for  three  additional 
conditions  is  proceeding,  with  the  appointment  of  cor- 
responding subcommittees. 

The  director  is  assisting  the  Committee  on  Peer  Re- 
view Mechanisms,  through  its  chairman,  Ralph  S. 
Emerson,  M.D.,  in  preparing  pertinent  reports. 

Assistance  is  being  made  available  to  other  commit- 
tees, particularly  in  obtaining  background  material  for 
the  discussion  of  “Physician’s  Assistants,”  which  is  to  be 
considered  by  the  Committee  on  Nursing  and  Allied 
Health  Professions.  Also,  the  director  is  working  with 
the  Committee  on  Hospital  and  Professional  Relations 
on  “Emergency  Rooms.” 

Business  Division.  Advertising  Sales — Journal. 
Gross  billings  for  the  year  1970  amounted  to  a total  of 
$310,511  as  compared  with  $321,083.70  in  1969,  a de- 
crease of  about  3 per  cent  in  advertising  revenue.  1970 
was  a year  in  which  the  pharmaceutical  industry  was 
compelled  to  withdraw  from  the  market  a number  of 
products  which  formerly  were  widely  advertised;  and 
this  has  affected  state  and  national  medical  journals 
across  the  country.  In  addition,  the  state  of  the  na- 
tional economy,  in  general,  has  made  drug  manufac- 
turers extremely  selective  in  the  allocation  of  their  ad- 
vertising budgets;  and  a number  have  dropped  state 
medical  journals  completely.  Although  not  satisfied 
with  the  decline,  we  believe  that,  considering  all  things, 
we  have  maintained  a reasonably  consistent  picture. 

We  are  reasonably  confident  that  the  new  size  of  the 


Journal  will  encourage  the  pharmaceutical  advertisers 
and  their  agencies  to  include  the  Journal  in  the  adver- 
tising schedules.  In  connection  with  the  change  in  size 
we  have  also  changed  the  method  of  printing — from  let- 
ter press  to  web  offset,  which  permits  greater  flexibility 
in  production.  A larger  type  size  has  also  been  adopted 
which  makes  for  legibility  and  ease  of  reading,  as  well  as 
adoption  of  the  so-called  “perfect  binding”  rather  than 
the  old  stapled  binding.  This  makes  it  easy  to  remove 
selected  pages  for  study  and  filing. 

Advertising  Sales — News  of  New  York.  As  reported 
by  the  Division  of  Public  Affairs,  we  have  been  success- 
ful in  our  negotiations  with  Hoffmann-LaRoche,  Inc.  for 
an  increase  in  fees  for  advertising  in  the  News  of  New 
York  to  $52,038  from  the  1970  figure  of  $44,906.  This 
increase  will  be  used  to  offset  the  increased  cost  of  print- 
ing, paper,  and  postage. 

Advertising  Sales — Technical  Exhibits.  As  of  the 
date  of  preparation  of  this  report,  we  have  sold  a total 
of  82  technical  exhibit  booths,  with  total  revenue 
amounting  to  $40,930  as  contrasted  with  the  sale  of  100 
booths  in  1970  for  a total  revenue  of  $48,145.  Also,  we 
have  assigned  complimentary  space  to  such  diverse  but 
medically  oriented  groups  as  the  New  York  State  So- 
ciety of  Surgeons,  the  New  York  State  Medical  Assis- 
tants Association,  and  EM  PAG. 

Membership — Directory  Department.  The  process- 
ing of  conversion  forms  for  preparation  of  the  next  edi- 
tion of  the  Medical  Directory  has  continued  at  a steady 
pace.  Now,  over  one-third  of  the  individual  biographic 
data  has  been  converted  to  Fisher-Stevens  magnetic 
tapes. 

MISCELLANEOUS 

1.  The  Board  of  Trustees  of  the  American  Medical 
Association  has  reappointed  your  executive  vice-presi- 
dent to  the  AMA  Committee  on  Quackery. 

2.  Max  N.  Howard,  M.D.,  is  the  new  director  of  the 
reorganized  Division  of  Medical  Services.  His  back- 
ground and  qualifications  are  excellent. 

This  appointment  was  approved  by  the  president,  the 
president-elect,  the  Executive  Committee,  and  the 
Council. 

Mr.  George  P.  Farrell  will  stay  on  as  consultant  until 
April  1. 

3.  We  have  been  notified  by  the  AMA  that  we  are  en- 
titled to  27  AMA  delegates  to  officially  represent  us  at 
the  June  meeting  in  Atlantic  City.  The  apportionment 
of  delegates  is  defined  in  the  AMA  Constitution  and  By- 
laws, and  one  delegate  is  assigned  for  each  1,000  or  frac- 
tion thereof  of  our  active  AMA  members. 

4.  Figure  1 (page  1315)  shows  the  revised  Table  of 
Organization  (T.O.)  of  the  staff. 

5.  At  its  last  meeting,  the  Council,  for  the  first  time, 
approved  inviting  representatives  of  the  SAMA  chapters 
of  medical  schools  in  New  York  State  to  attend  the  an- 
nual meeting  in  February.  These  young  men  will  be  al- 
lowed to  participate  in  reference  committee  conferences; 
and  then  will  be  permitted  to  sit  in  the  back  of  House  of 
Delegates  sessions  as  observers.  This  procedure  was  a 
recommendation  of  the  subcommittee  which  was  ap- 
pointed to  study  the  relationship  between  the  MSSNY 
and  medical  students.  Further  evaluation  of  what 
should  be  done  to  effect  a true  and  better  liaison  be- 
tween those  two  groups  is  scheduled  for  the  future. 
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MEETINGS 

Since  our  last  report,  your  executive  vice-president 
has  participated  in  these  out-of-the-ordinary  meetings 
and  activities: 

1.  A meeting  with  field  representatives,  in  New 
York,  on  November  17.  We  discussed  the  situations 
throughout  the  State. 

2.  A conference  with  the  Speaker  of  the  House,  to 
discuss  reference  committees,  in  New  York  City,  on 
November  20. 

3.  A dinner  honoring  the  immediate  past  president 
of  the  Medical  Society  of  the  County  of  Queens,  at  the 
LaGuardia  Inn,  on  November  21. 

4.  A meeting  with  the  interior  decorators  and  de- 
signers of  the  new  building,  in  New  York,  on  November 
23. 

5.  A meeting  of  the  Professional  and  Business 
Woman’s  Association,  in  Roslyn,  on  November  24.  We 
talked  to  the  women  about  “chiropractic.” 

6.  The  twenty-fourth  clinical  convention  of  the 
AMA,  in  Boston,  November  29  to  December  2. 

7.  A reading  of  Dylan  Thomas’  play,  “The  Doc- 
tors and  the  Devils,”  presented  by  the  Circle  Theatre 
Company,  at  the  NYU  Medical  Center,  on  December 
6.  This  was  arranged  by  the  Friends  of  the  Milton  Hel- 
pern  Library  of  Legal  Medicine,  of  which  your  execu- 
tive vice-president  is  a trustee. 

8.  A breakfast*  meeting  of  the  Board  of  Trustees  of 
the  Milton  Helpern  Library  of  Legal  Medicine,  in  New 
York,  on  December  16. 

9.  A meeting  of  the  Public  Health  Council  of  the 
State  of  New  York,  in  New  York,  on  December  18.  Dr. 
Himler  and  Dr.  Goldmark  also  attended.  We  discussed 
“abortions.” 

10.  The  Staff  Christmas  Party,  at  headquarters,  on 
December  21. 

11.  A meeting  with  the  president-elect  and  the  1971 
chairman  of  the  Committee  on  Foundations,  in  New 
York,  on  December  23. 

12.  Conference  with  the  .architects,  the  contractor, 
the  chairman  of  the  Building  Committee,  and  the  clerk- 
of-the-works,  regarding  the  new  building,  in  New  York, 
on  January  6. 

13.  A conference  with  the  interior  decorators  of  the 
new  building,  in  New  York,  on  January  12. 

14.  A meeting  with  our  Albany  legislative  counsel,  in 
New  York,  on  January  14. 

15.  A regular  meeting  of  the  Nassau  Surgical  Society, 
in  Garden  City,  on  January  18.  We  discussed  the  “state 
of  the  MSSNY”  and  our  legislative  programs.  This  was 
a very  delightful  experience. 

16.  A discussion  with  prominent  real  estate  people 
regarding  the  subletting  of  our  office  at  750  Third  Ave- 
nue, in  New  York,  on  January  21.  Naturally,  no  conclu- 
sions were  reached.  At  the  appropriate  time,  the  entire 
problem  will  be  presented  to  the  Council  and  Board  of 
Trustees  for  approval. 


17.  A telephone  conference  concerning  the  Revision 
of  the  Education  Law  on  January  21.  Mr.  Foy  and  his 
staff;  the  chairman  of  our  Committee  on  State  Legisla- 
tion; the  chairman  of  our  Committee  on  the  Revision 
of  the  Education  Law;  the  immediate  past  president; 
and  staff  peu'ticipated. 

18.  A meeting  of  our  staff  to  determine  final  plans  for 
the  convention,  on  January  22. 

19.  Another  conference  with  the  interior  decorators, 
in  New  York,  on  January  25. 

20.  A meeting  of  the  AMA  Committee  on  Quackery, 
in  Atlanta,  February  4 and  5. 

ACKNOWLEDGMENT 

Again,  your  executive  vice-president  wishes  to  express 
his  deep  gratitude  to  everyone  who  has  helped  him 
“weather  the  storms”  during  the  past  year.  Thank 
you! 

Respectfully  submitted, 

Henry  I,  Fineberg,  M.D.,  Executive  Vice-President 


REPORT  OF  THE  REFERENCE  COMMITTEE  ON  REPORTS 
OF  OFFICERS:  The  following  report  was  presented  by 

Harry  S.  Lichtman,  M.D.,  chairman. 

The  executive  vice-president  has  again  rendered  a 
comprehensive,  exhausting,  and  exhaustive  account 
of  every  major  activity  in  the  Society.  Performed  by 
one  man,  this  is  almost  incredible.  We  will  note  some 
of  the  highlights  of  this  report. 

The  format  of  the  Journal  has  been  changed,  thus 
saving  about  $30,000  a year. 

One  of  the  outstanding  accomplishments  this  year 
was  the  reorganization  of  the  staff  of  the  Medical  Society 
of  the  State  of  New  York.  The  Division  of  Occupational 
Health  and  Workmen’s  Compensation  has  been  elimi- 
nated. The  Committee  on  Occupational  Health  has 
been  assigned  to  the  Commission  on  Public  Health  and 
Education,  whereas  the  Committee  on  Workmen’s 
Compensation  has  been  transferred  to  the  Commission 
on  Medical  Services.  In  addition  to  streamlining  the 
administrative  staff  there  has  also  been  a considerable 
saving  in  salaries. 

Another  area  that  Dr.  Fineberg  seems  to  take  great 
pride  in  is  the  venereal  disease  prevention  program  for 
1971.  It  is  planned  to  be  a two-part  Statewide  campaign 
for  the  education  of  the  public  and  the  practicing 
physician.  It  is  proposed  that  the  Medical  Society  | 
Health-Show  Van  will  be  involved  with  this  program  by 
touring  the  State,  visiting  school  grounds  and  campuses. 

The  committee  commends  Dr.  Fineberg  for  his  in-  [ 
credible  and  untiring  efforts  in  behalf  of  the  Society  and  ; 
for  his  dedication  to  his  work. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report.  \ 

I 
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FIGURE  1.  Table  of  Organization. 


President-Elect  (Address) 

To  the  House  of  Delegates,  Gentlemen: 

It  has  been  the  custom  for  incoming  presidents  to 
review  the  state  of  the  Society  and  the  medical  profes- 
sion, to  discuss  the  problems  that  face  them,  and  to 
make  proposals  for  their  solution.  In  the  past,  it  has 
been  possible  to  cover  most  or  all  such  trouble  spots 
and  to  delve  into  them  in  some  detail.  Recently,  how- 
ever, they  have  proliferated  to  such  an  extent  that  their 
mere  enumeration  would  take  more  time  than  I have 
available  today. 

We  have  all  been  besieged  by  warnings,  exhortations, 
advice,  and  dire  predictions  on  such  conditions  as  the 
shortage  of  medical  and  paramedical  personnel,  the 
maldistribution  of  care,  the  high  cost  of  health  services, 
deficits  in  health  care  facilities,  widespread  poverty 
and  malnutrition,  the  shortcomings  of  our  educational 
system,  lack  of  adequate  housing,  inequality  of  oppor- 
tunity, rising  racial  and  ethnic  tensions,  and  the  inex- 
orable deterioration  of  our  environment.  Each  of  these 
has  a direct  and  profound  effect  on  our  patients.  Each, 
therefore,  is  important  to  us  and  merits  detailed  study 
and  continuous,  progressive  planning. 

Since  my  time  is  limited,  I cannot  begin  to  cover  all 
these  vital  topics.  Fortunately  for  me,  I was  given  an 
opportunity  to  present  my  views  on  many  of  them  in  a 
report  which  I submitted  to  the  AMA  as  chairman  of  its 
former  Committee  on  Planning  and  Development.  It 
is  true  that  the  report  was  accorded  a mixed  reception, 
to  put  it  mildly,  but  at  least  my  opinions,  for  what  they 
are  worth,  are  on  record,  and  I can  omit  discussion  of 
some  of  these  matters  without  in  any  way  minimizing 
their  importance. 

I would  like  to  begin  by  identifying  the  current  trends 
that  are  most  likely  to  influence  health  care  and  those 
who  provide  it  and  then  go  on  to  a consideration  of  what 
we,  as  a profession,  should  seek  to  accomplish.  In  the 
light  of  these  observations,  it  should  be  possible  to  ex- 
amine the  structure  of  our  Society  and  perhaps  make  a 
few  recommendations  for  its  improvement.  A presenta- 
tion of  this  sort,  if  it  is  to  have  value,  must  be  critical. 
Without  anything  to  counterbalance  them,  my  criti- 
cisms may  carry  with  them  the  unfortunate  implication 
that  I am  oblivious  to  the  past  achievements  of  physi- 
cians and  of  organized  medicine.  It  might  further  seem 
that  I place  a low  value  on  the  efforts  of  my  predecessors 
and  those  of  our  staff.  Nothing  could  be  further  from  the 
truth.  This  medical  society  has  evolved  with  the  times 
and  has  a record  of  solid  achievement  that  should  be  a 
source  of  pride  to  us  all.  The  contributions  of  committee 
members,  chairmen,  officers,  trustees,  and  staff  are  too 
numerous  and  too  evident  to  require  more  than  passing 
recognition  from  me.  In  normal  times,  the  gradual  pro- 
cess of  evolution  through  which  we  have  gone  would 
have  sufficed  to  keep  the  Society  abreast  of  the  adaptive 
changes  needed  to  enable  it  to  continue  to  serve  you  well. 
We  do  not  live  in  normal  times,  however,  so  this  is  not 
the  occasion  to  recount  and  revel  in  the  glories  of  the 
past.  It  is  an  occasion  to  face  the  grim  realities  of  the 
present,  to  take  an  objective  and  dispassionate  look  at 
the  future,  then  to  devise  appropriate  policies,  and  plan 
strategies  for  their  attainment. 

The  abnormal  state  of  our  social  environment  is  a fac- 
tor in  our  problems  and  must  be  considered  in  planning. 
Our  nation’s  military  ventures,  and  its  foreign  and  do- 
mestic assistance  programs,  have  caused  much  public 


dissension  and  have  imposed  huge  stresses  on  our  econ- 
omy. Increasing  unemployment,  financial  hardship, 
and  inflation  have  contributed  to  the  development  of  a 
militant  type  of  trade  unionism  which  often  sets  one 
group  against  the  interests  of  the  public  at  large,  to  the 
ultimate  detriment  of  both.  Emergent  situations  in 
urban  growth  and  services,  housing,  transportation,  and, 
indeed,  in  all  aspects  of  public  life,  have  multiplied  to  an 
alarming  extent.  They  have  engendered  much  crisis- 
oriented  legislation,  but  virtually  no  orderly,  long- 
range  thought.  The  apparent  inability  of  our  three  tiers 
of  government  to  meet  their  obligations  and  solve  their 
problems  has  raised  a serious  doubt  as  to  whether  or 
not  they  are  properly  structured  and  appropriately  re- 
lated to  meet  modem  needs. 

The  last  decade  has  also  been  characterized  by  a 
steady  deterioration  of  family  ties  and  a decay  of  public 
and  private  ethics  and  morality.  Deprived  of  these 
values,  economically  and  socially  disturbed,  a confused 
public  has  become  increasingly  angry  and  vocal  about 
its  dissatisfactions.  The  pressures  for  quick  action  thus 
created  on  government  have  made  it  possible  for  a horde 
of  self-ordained  prophets  and  doctrinaire  theorists  to 
exert  a disproportionately  great  influence  on  legislation 
and  administration.  These  circumstances  have  had  no 
less  an  impact  on  medicine  than  they  have  on  other 
areas  of  endeavor. 

I have  no  doubt  that  this  country  will  ultimately  sur- 
mount these  difficulties  as  it  has  many  others,  but  until 
it  has  we  will  certainly  live  through  turbulent  times.  K 
the  leaders  of  medicine  and  our  medical  societies  are  to 
bring  the  profession  through  this  strident  and  disorderly 
period  intact,  they  must  predict  the  future  accurately, 
identify  objectives  and  priorities,  and  set  appropriate 
courses  of  action.  It  is  always  unsafe,  even  a little  fool- 
hardy, to  make  predictions;  yet  we  must  at  least  make 
some  educated  guesses  if  we  are  to  program  our  efforts 
properly.  Perhaps  the  best  indices  we  can  find  to  help 
us  lie  in  existing  and  proposed  health  legislation,  and  the 
history  of  Medicare  and  Medicaid.  Virtually  all  the 
thinking  and  health-care  philosophy  of  the  groups  which 
will  exert  a significant  influence  on  the  manner  in  which 
medical  services  are  provided  and  paid  for  can  be  found 
in  these  bills  and  programs,  and  the  arguments  and  de- 
bates with  which  they  have  been  surrounded.  Without 
going  into  great  detail,  I would  like  to  make  a few  obser- 
vations on  the  effects  they  have  had,  and  the  bearing 
they  may  have,  on  medical  care  in  the  years  to  come. 

The  public  has  apparently  become  keenly  aware  of  the 
essential  nature  of  health  care,  and  a great,  effective 
demand  has  thereby  been  created  for  health  services. 
It  would  be  unrealistic  to  expect  this  demand  to  di- 
minish or  level  off  as  backlogs  are  eliminated  and  needs 
are  met.  It  will  grow  steadily  as  medicine’s  capabilities 
broaden  and  public  awareness  of  the  need  for,  and  avail- 
ability of,  such  services  is  sharpened  by  health  educa- 
tion. An  absolute  increase  in  population  and  a rising 
proportion  of  aged  will  further  amplify  the  demand. 
Thus,  although  unit  costs  may  be  contained,  or  kept  to  a 
slow  rate  of  rise,  there  will  be  virtually  no  limit  to  total 
costs  except  the  willingness  of  government  and  individu- 
als to  pay. 

Faced  with  rising  costs,  so-called  consumer  groups, 
among  which  Federal,  State,  and  local  governments  are 
numbered,  are  becoming  more  and  more  resistive  to  fi- 
nancing a health-care  system  in  which  they  can  exercise 
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no  control  and  must  depend  on  the  supply  and  demand 
interplay  of  the  marketplace.  Purely  from  an  econo- 
mist’s point  of  view,  the  fee-for-service  basis  on  which 
medical  care  is  commonly  provided  today  is  essentially 
the  retail  sale  of  services  or  commodities.  Those  who 
can  buy  them  directly,  with  or  without  the  aid  of  health 
insurance,  do  so.  The  indigent  and  semi-indigent,  who 
cannot  buy,  have  been  subsidized  by  government,  and  in 
a free-choice  system  must  buy  the  same  care  in  the  open 
market.  Unfortunately,  the  rate  of  subsidy  has  been  so 
low  that  the  disadvantaged  person  cannot  compete  for 
scarce  health  services  in  this  manner.  This  is  not  to  say 
that  free-choice,  fee-for-service  practice  has  outlived 
its  usefulness;  it  is  merely  to  point  out  that  it  is  no  longer 
applicable  to  a substantial  element  of  our  population 
if,  indeed,  it  ever  was.  Under  the  circumstances,  legis- 
lators have  been  inclined  to  write  certain  requirements 
into  government-financed  programs.  While  to  date 
these  apply  only  to  such  programs,  they  may  ultimately 
extend  to  all  medical  care. 

It  seems  reasonable  to  assume  at  this  time  that  a truly 
universal  health  insurance  program  will  not  be  enacted 
within  the  next  two  or  three  years.  The  Federal  govern- 
ment will  probably  confine  itself,  initially,  to  a poverty- 
oriented  Federal  Health  Assistance  Program.  Indica- 
tions are  that  it  will  be  based  on  federally  purchased  in- 
surance and  fee-for-service  payment,  possibly  with  a 
Health  Maintenance  Organization  option  for  its  bene- 
ficiaries. The  first  really  universal  health  insurance 
may  well  be  partial,  in  the  form  of  major  medical,  or 
catastrophic,  coverage  provided  for  everyone  by  the 
Federal  government. 

Government  hesitancy  or  delay  in  enacting  a universal 
program  must  not  be  misinterpreted,  however.  It  does 
not  arise  out  of  doubt  as  to  its  desirability;  it  stems  from 
the  fiscal  crunch  in  which  all  governments  find  them- 
selves today.  Ultimately,  in  three,  five,  or  seven  years, 
I believe  that  government  health  programs  will  approach 
universality,  whether  they  do  so  stepwise  or  in  one  leap. 
When  that  occurs,  the  restrictions,  regulations,  and  re- 
quirements they  contain  in  their  present  forms  will  apply 
to  all  health  care. 

These  controls  consist  of  seeking  assurances  of  “prop- 
er” utilization  of  services  and  of  their  quality.  They 
also  include  the  scrutiny  and  certification  of  providers’ 
qualifications  and  measures  to  set  professional  fees  and 
institutional  charges.  Each  of  these  is  understandable, 
justifiable,  and  perhaps  even  an  administrative  obliga- 
tion. Our  differences  with  government  have  and  will 
probably  continue  to  be  centered  about  how  these  regu- 
latory measures  are  applied  and  who  applies  them. 

Another  trend  that  has  been  increasingly  apparent  is 
the  general  and  uncritical  acceptance  of  group  practice, 
coupled  with  capitation  prepayment,  as  the  logical  solu- 
tion to  the  problems  of  quality,  availability,  and  cost. 

I have  no  wish  to  eirgue  for  or  against  this  system  of  pro- 
viding care.  I will  point  out,  however,  that  although  it 
has  been  in  existence  for  well  over  twenty  years,  it  has 
been  so  limited  in  extent  that  there  is  absolutely  no  as- 
surance that  it  could  fulfill  the  claims  made  for  it,  if  it 
were  hugely  expanded  in  scale.  Indeed,  our  local  experi- 
ence with  large  group  practice,  based  on  multispeciality 
clinics  and  using  employed  professional  personnel,  indi- 
cates that  this  is  the  most  costly  method  of  rendering 
medical  care  that  has  yet  been  devised  and  that  it  re- 
quires unremitting  supervision  to  maintain  acceptable 


quality.  Nevertheless,  planners  have  shown  a marked 
predilection  for  this  type  of  practice,  which  is  a factor 
we  must  consider. 

The  attempts  of  government  to  reduce  costs,  more 
specifically  to  regulate  fees,  require  a little  closer 
scrutiny.  In  New  York  State,  this  endeavor  has  taken 
the  form  of  a unilaterally  imposed,  and  miserably  in- 
adequate, fee  schedule.  The  Federal  government,  on  the 
other  hand,  took  a different  approach  to  fee  and  cost  con- 
trol. It  adopted  the  “usual,  customary,  and  reason- 
able” method  of  reimbursement  for  Medicare  and  per- 
mitted its  application  to  Medicaid.  The  U.S.  Depart- 
ment of  Health,  Education,  and  Welfare’s  device  has 
been  to  manipulate  the  little  understood,  but  ubiq- 
uitous, prevailing  percentile. 

No  one  can  dispute  the  validity  of  the  desire  of  physi- 
cians to  be  reimbursed  at  a customary  and  fair  rate  for 
their  services.  However,  for  some  years  now,  physicians 
have  unquestioningly  accepted  this  “usual,  customary, 
and  reasonable”  concept  as  a useful  method  of  establish- 
ing payment  levels.  They  mistakenly  believed  that  this 
mechanism,  based  on  the  statistical  treatment  of  fee 
data,  resulted  in  fair  fees  for  them  and,  when  coupled 
with  peer  review,  in  a reasonable  degree  of  cost  control 
for  the  government  and  the  public.  In  my  opinion,  this 
specific  application  of  what  should  have  been  no  more 
than  a general  principle  has  been  a failure  on  all  counts 
and  should  be  discarded. 

Those  who  still  support  its  use  have  studiously  over- 
looked the  existence  of  the  “prevailing  fee,”  which  is  the 
cutoff  point  for  reimbursement.  It  has  two  values.  The 
so-called  percentile  indicates  the  percentage  of  physi- 
cians whose  normal  fees  are  paid  in  full  by  the  program 
for  given  services.  It  also  sets  a dollar  limit  above  which 
the  government  provides  no  payment. 

Physicians  and  their  associations  have  ignored  the 
existence  of  the  prevailing  fee,  even  to  the  point  of  de- 
liberately excluding  the  word  from  their  lexicon.  Yet, 
there  is  not  one  “usual,  customary,  and  reasonable” 
fee  plan  in  this  country  that  does  not  employ  this  un- 
known and  unpublished  ceiling  on  reimbursement.  As 
a result,  program  administrators,  directly  or  through 
their  intermediaries,  have  been  able  to  manipulate  this 
maximum  schedule,  unilaterally  and  at  will.  As  long  as 
physicians  have  the  option  of  accepting  or  refusing  as- 
signment, this  manipulation  often  goes  unnoticed  or  is 
accepted  without  protest.  When  that  option  is  not  per- 
mitted, however,  as  presently  occurs  in  some  Medicaid 
programs,  it  becomes  painfully  apparent  that  govern- 
ment has  been  conceded  the  right  to  set  maximum  fees 
and  total  payment,  without  even  consulting  the  pro- 
viders of  services.  I submit  that  the  phrase  “usual, 
customary,  and  reasonable”  has  a hollow  ring  when 
physicians  and  other  providers  of  services  are  being  re- 
imbursed at  60  per  cent  or  less  of  their  ordinary,  everyday 
charges. 

I would  have  no  objection  to  our  having  pursued  this 
will-o’-the-wisp  if,  in  so  doing,  we  had  not  failed  to  recog- 
nize our  urgent  need  to  develop  a mechanism  for  negoti- 
ation. In  these  times  of  physician  shortages,  most  of  us 
have  more  patients  than  we  can  handle.  We  can  and 
have  recovered  the  difference  between  third-party  pay- 
ments and  our  normal  fees  directly  from  our  patients. 
Those  who  cannot  pay  ihat  difference  often  find  it  diffi- 
cult to  obtain  care.  Hence  the  problems  of  Medicaid 
recipients.  If  and  when  a universal  health  insurance 
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program  is  enacted,  if  and  when  we  lose  the  option  of 
levying  a surcharge  above  scheduled  rates,  we  will  find 
that  not  only  our  fees  but  our  total  incomes  are  subject 
to  government  control,  without  even  a possibility  of  our 
exerting  an  influence  on  their  determination.  K this 
sounds  farfetched  to  you,  read  some  of  the  provisions 
of  the  Javits,  Kennedy,  and  Griffiths  Bills  and  those  of 
the  Bennett  Amendments  to  the  Medicare  Law. 

Let  me  hasten  to  add,  furthermore,  that  fees  and  pay- 
ment, important  though  they  are,  are  not  our  paramount 
considerations.  Government  now  pays  for  one  third  or 
more  of  all  health  services  rendered  in  this  country.  Its 
share  has  risen  rapidly  and  shows  every  indication  of  con- 
tinuing to  do  so.  Providing  care  under  government 
programs  has  given  us  an  intimate,  firsthand  knowledge 
of  the  bureaucratic  penchant  for  overcontrol.  As  the 
programs  increase,  so  will  the  regulation. 

A large  portion  of  the  remainder  of  the  nation’s  health 
bill  is  paid  by  other  third  parties.  They  are  under  con- 
stant consumer  pressure  to  exercise  control  over  quality 
and  cost  and  to  improve  distribution.  While  we  cannot 
quarrel  with  the  principles  behind  these  efforts,  we  will 
certainly  have  many  objections  to  the  manner  of  their 
application.  We  will,  therefore,  find  it  necessary  to 
negotiate  much  more  than  payment.  We  must  be  pre- 
pared to  negotiate  all  the  terms,  conditions,  regula- 
tions, and  administrative  procedures  that  are  applied 
to  our  practices. 

Preferably,  we  should  develop  this  capacity  both  in  the 
planning  and  operational  stages  of  health  care  programs. 
It  has  been  obvious,  however,  that  the  role  of  physicians 
in  health  planning  has  diminished  steadily.  This  is  in 
no  small  part  due  to  our  persistent  and  careful  avoidance 
of  involvement  in  the  broad  social  aspects  of  health  care. 
We  have  accepted,  instead,  the  much  narrower  respon- 
sibility of  making  recommendations  for  medical  care 
only  and  mostly  for  the  solvent  segments  of  the  popula- 
tion. Since  this  has  not  been  responsive  to  the  urgent 
and  often  critical  needs  of  the  indigent  and  semi-indi- 
gent  persons,  it  has  been  assumed  by  the  public  and 
government  alike  that  physicians  have  no  contribution 
to  make  to  the  development  of  programs  for  local  and 
national  health  care.  Therefore,  we  may  now  find  it 
difficult  to  influence  new  plans  as  they  are  being  de- 
signed, at  least  until  we  officially  adopt  a broader 
viewpoint.  This  makes  it  all  the  more  essential  that 
we  create  functional  negotiating  mechanisms  that  can 
be  applied  to  operational  programs.  We  are  unprepared 
for  this,  however,  since  we  have  not  even  consciously 
recognized  the  need,  let  alone  begun  to  lay  the  necessary 
groundwork. 

You  may  justifiably  ask,  at  this  point,  “how  can  we 
persuade  or  compel  government  to  negotiate  with  us? 
Historically,  both  in  this  state  and  in  the  nation,  govern- 
ment has  done  so  only  under  duress.”  It  was  this  rea- 
soning, I am  sure,  that  led  a small  number  of  the  mem- 
bers of  this  association  to  question  whether  or  not  a trade 
union  type  of  organization  might  not  represent  them 
more  forcibly  than  the  medical  society. 

I find  only  two  things  wrong  with  this.  The  enforce- 
ment of  our  demands,  even  though  they  be  just,  by  the 
threat  of,  or  actual  creation  of  public  peril,  is  contrary 
to  every  tenet  of  our  code  and  traditions.  Nor  do  I over- 
look the  fact  that  some  trades  and  occupational  groups 
have  forced  concessions  by  this  means;  but  even  a super- 
ficial understanding  of  economics  and  sociology  will  con- 


vince you  that  this  militant,  and  in  some  ways  irrespon- 
sible, form  of  group  action  is  rapidly  outgrowing  its  use- 
fulness and  must  shortly  be  drastically  modified,  or  dis- 
appear. 

Therefore,  although  I know  you  want  more  positive  ac- 
tion and  more  favorable  results  than  the  Society  has 
been  able  to  achieve,  I must  warn  you  not  to  equate  mere 
aggressiveness  with  success  in  negotiation.  Your  repre- 
sentatives will  have  tact,  finesse,  and  flexibility  in  addi- 
tion to  toughness.  You,  in  turn,  must  give  them  credi- 
bility by  lending  them  your  full  support. 

K you  do  not  find  my  arguments  persuasive  as  they 
apply  to  physicians,  then  look  abroad.  Admittedly, 
British  doctors  did  achieve  wage  increases  through 
strikes  and  other  forms  of  activity  now  popularly  known 
as  job  actions.  But  note  the  word  “wage”:  they  had 
by  then  already  lost  their  professional  liberties  as  we 
understand  them.  Recent  events  in  the  Province  of 
Quebec  are  perhaps  even  more  to  the  point.  There, 
justifiably  outraged  medical  specialists  threatened  an 
adamant  provincial  government  with  deprivation  of 
their  services.  The  province  responded  swiftly  with 
devastating  punitive  legislation.  I will  not  discuss  that 
situation  in  detail;  you  will  hear  more  about  it  from  an 
authoritative  source  later  on.  I merely  use  it  as  an  illus- 
tration to  point  out  that  when  the  medical  profession 
and  government  find  themselves  in  confrontation  with 
hardened  positions,  a train  of  events  is  set  in  motion 
that  has  an  outcome  as  somber  and  inevitable  as  that 
of  a Greek  tragedy.  There  are  no  victories  in  this  type 
of  contest,  only  defeats.  K the  physicians  of  Quebec 
lost,  the  government  and  the  public  lost  even  more  and 
have  probably  caused  irreparable  damage  to  their  entire 
health-care  system. 

K we  can  learn  from  these  historical  precedents,  they 
should  also  be  instructive  to  our  administrative  and 
legislative  bodies,  who  must  be  assumed  to  be  responsi- 
ble. The  only  conceivable  way  in  which  this  nation  can 
achieve  its  health  goals  is  for  the  government  and  the 
health  professions  to  plan  and  implement  the  necessary 
programs  together.  Both  must  be  informed  and  reason- 
able and  have  an  established  framework  within  which 
they  can  cooperate.  We  can,  and  must,  convince 
government  that  it  can  best  discharge  its  obligations 
by  adopting  this  principle. 

Over  four  years  ago,  this  Society,  at  my  behest,  estab- 
lished a Policy  and  Negotiating  Committee  For  Gov- 
ernment Supported  Health  Plans.  It  was  originally 
quite  active  until  the  State  administration  decided  to 
discontinue  meeting  with  it,  largely  because  of  growing 
financial  embarrassment,  and,  I suspect,  because  it 
lacked  interest  in  operating  Medicaid  successfully. 
From  then  on,  its  decisions  were  arbitrary  and  unrealis- 
tic to  the  point  that  the  program  is  now  a literal  sham- 
bles. On  two  occasions  I asked  Governor  Rockefeller  to 
appoint  a high-ranking  committee  of  the  administration 
to  meet  with  us.  He  refused  both  times.  Nevertheless, 
in  spite  of  the  fact  that  it  has  nothing  to  negotiate  at 
present,  I have  insisted  that  our  committee  be  kept  in 
being,  with  the  intent  that  it  be  ready  and  available 
when  the  occasion  arises  and  that  it  be  the  Society’s  sole 
agency  for  this  purpose. 

Peer  Review.  To  turn  to  another  of  our  major  con- 
cerns, I would  like  to  discuss  peer  review  briefly.  Usual- 
ly, we  experience  some  difficulty  in  putting  over  our 
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plans  and  proposals.  In  this  instance,  oddly  enough, 
we  may  have  oversold  our  product.  As  it  was  originally 
conceived,  peer  review  would  have  placed  the  respon- 
sibility for  the  review  of  utilization,  quality,  and  cost  of 
medical  services  with  medical  societies  or  committees  of 
physicians.  The  concept  has  apparently  now  been  ex- 
panded and  distorted.  The  Bennett  amendments  to  the 
Medicare  law  call  for  professional  service  review  organi- 
zations. PSRO,  as  it  is  called,  would  give  the  medical 
societies  priority  in  establishing  agencies  for  the  review 
of  the  services  of  all  providers  of  health  care.  At  the 
moment,  we  have  neither  the  organization,  the  know- 
how, nor  the  financing  to  undertake  this  vastly  expanded 
function.  Our  present  experience  is  largely  confined 
to  audit  and  utilization  studies  of  inhospital  cases. 

This  Society,  through  its  Division  on  Standards  of 
Medical  Care,  has  made  good  progress  by  developing  a 
prototype  manual  for  the  guidance  of  auditors  of  the 
quality  of  care,  thereby  bringing  a degree  of  uniformity 
and  comparability  to  studies  on  six  medical  and  surgical 
conditions  treated  in  hospitals.  Similar  guidelines 
for  other  diseases  are  being  developed.  Useful  as  this 
will  be,  however,  it  applies  to  what  I consider  to  be  the 
end  stage  only,  of  one  kind  of  review,  that  of  the  quality 
of  care.  If  we  take  on  the  review  of  utilization  and  cost 
in  addition,  and  extend  these  to  the  services  of  all  pro- 
viders, we  will  have  to  find  other  approaches  to  handle 
the  work  volume.  We  have  limited  manpower,  and 
when  you  consider  that  the  peer  of  a practicing  physi- 
cian is  another  practicing  physician,  it  becomes  clear 
that  cases  in  all  categories  will  have  to  be  subjected  to 
preliminary  screening.  This  can  probably  be  done  best 
by  electronic  data  processing.  Methods  will  therefore 
have  to  be  developed  to  transfer  information  from  charts 
and  other  sources  to  forms  suitable  for  processing.  This 
will  require  the  training  of  a corps  of  lay  personnel. 
Large  numbers  of  physicians  must  also  be  trained  to  ex- 
amine the  screened  cases  objectively  and  by  commonly 
accepted  standards  such  as  we  are  now  evolving.  If  we 
accept  the  PSRO  function,  similar  procedures  would 
have  to  be  outlined  and  similar  committees  formed 
for  each  of  the  provider  categories  under  our  supervision. 

I am  undecided  whether  or  not  we  should  engage  in  so 
protean  an  effort.  I would  not  consider  recommending 
that  we  do,  were  we  not  faced  with  the  possible  alterna- 
tive of  having  medical  services  subject  to  the  supervision 
and  regulation  of  lay  agencies.  Such  review  bodies 
would  almost  certainly  be  less  sympathetic  to  medical 
considerations  than  to  those  of  cost,  and  their  general 
perspectives  and  motivations  might  result  in  harm, 
rather  than  benefit,  to  the  public  and  the  profession 
alike.  We  are  already  involved  in  peer  review  and  must 
remain  so.  Before  deciding  whether  or  not  to  under- 
take professional  service  review,  we  will  have  to  study 
the  requirements  carefully,  when  we  know  precisely  what 
our  commitment  would  be. 

I have  already  referred  to  the  vogue  that  capitation 
prepayment  group  practice  and  health  maintenance 
organizations  currently  enjoy  among  economists,  social 
planners,  and  legislators.  Great  pressures  will  be  exert- 
ed to  encourage  their  growth  and  expansion.  We  have 
concrete  evidence  of  this  from  the  bills  that  were  intro- 
duced into  the  New  York  State  Legislature  and  the  Con- 
gress of  the  LInited  States  last  year. 

Personally,  I am  convinced  that  solo  and  small  group 
practice  still  have  a useful  and,  perhaps,  even  an  essen- 


tial role  to  play  in  our  health  care  system.  It  also  seems 
apparent  that  the  physicians  who  practice  in  this  man- 
ner cannot  suddenly  be  persuaded,  or  coerced  by  eco- 
nomic sanctions,  into  entering  one  specific  type  of  group 
practice.  Attempts  to  do  so  could  only  result  in  chaos. 
Finally  their  combined  skills  and  facilities  represent 
a priceless  public  asset  that  must  not  be  wasted  or  de- 
stroyed, particularly  in  view  of  our  current  shortages. 
Nevertheless,  the  trend  is  clear.  If  my  reading  of  it  is 
correct,  these  physicians  will,  gradually  but  inexorably, 
be  excluded  from  public  programs  because,  organized 
or  unorganized  as  they  are,  they  cannot  render  so-called 
comprehensive  care,  they  cannot  participate  in  capita- 
tion prepayment  programs,  and  they  cannot  meet  pro- 
fessional service  review  requirements.  If  solo  and  small 
group  practices  are  to  endure,  they  cannot  continue  to  be 
single,  isolated  units.  For  certain  purposes  at  least,  they 
must  seek  an  administrative  organization  to  unite  them 
and  permit  them  to  participate  in  burgeoning  public 
programs. 

With  this  in  mind,  I have  given  much  thought  to  the 
establishment  of  a foundation  by  the  MSSNY,  as  an 
agency  that  would  make  it  possible  for  these  physicians 
to  continue  to  practice  as  they  have  hitherto.  As  you 
know,  foundations  are  not  new,  nor  are  they  clearly  de- 
fined entities.  They  are  all  different,  each  having  been 
individually  designed  to  meet  the  needs  of  the  group  it 
was  intended  for  and  the  local  situation  that  prevailed. 

On  considering  our  requirements,  and  on  the  basis  of 
the  information  available  on  the  subject,  I have  become 
convinced  that  a properly  designed  foundation  could  be 
of  inestimable  value  to  the  Society  and  its  individual 
members  in  meeting  the  problems  of  the  years  to  come. 
Its  possibilities  are  almost  endless.  I visualize  that, 
when  it  attains  its  full  stature  as  a collateral  body  of  the 
Society,  it  will  perform  for  us  most,  or  all,  of  the  socio- 
economic functions  of  data  acquisition,  negotiation, 
peer  review,  health  care  planning,  and  fee  collection  and 
distribution. 

However,  although  I am  personally  committed  to  the 
principle,  the  specifics  of  the  purposes,  characteristics, 
relationships,  and  financing  of  such  an  organization 
must  be  set  forth  clearly,  before  I can  recommend  to  the 
House  of  Delegates  that  one  be  formed.  Its  organiza- 
tional and  fiscal  ties  with  the  MSSNY,  in  particular, 
require  careful  delineation,  as  well  as  the  manner  of  its 
integration  with  the  county  society  foundations  already 
in  existence,  and  those  that  may  be  formed  in  the  future. 

I have,  therefore,  appointed  a committee  with  experi- 
ence in  this  field  to  explore  the  matter  thoroughly  and 
quickly.  The  committee  has  been  charged  with  sub- 
mitting a preliminary  report  by  January,  1972,  and  with 
making  specific  recommendations  to  the  House  of  Dele- 
gates in  February,  1972.  It  is  my  hope  that  these  recom- 
mendations, and  the  data  to  support  them,  will  be  suffi- 
ciently comprehensive  for  the  House  to  act  on  them 
promptly. 

In  summarizing  our  objectives,  I hope  we  can  agree 
that  this  Society  should  widen  its  horizons  beyond  its 
immediate,  purely  medical  responsibilities  and  par- 
ticipate in  broad,  long-range  planning  in  all  health  re- 
lated matters. 

Furthermore,  the  expressions  of  opinion  I have  heard 
in  recent  months  all  indicate  that  most  or  ail  of  our 
members  want  more  effective  representation  in  the 
general  area  of  socioeconomics.  I consider  this  to  be 
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identical  with  the  development  of  a group  or  body  within 
the  Society  capable  of  competent  negotiation  and  the 
provision  of  the  supportive  services  that  are  necessary 
for  it  to  function. 

Our  involvement  in  peer  review,  whatever  its  final 
scope  may  be,  will  also  impose  its  own  requirements 
of  organization  and  manpower. 

Finally,  let  us  assume  that,  in  the  interest  of  our  pri- 
vate practitioners,  we  will  establish  a foundation  to  en- 
able them  to  meet  government  program  requirements 
and  take  part  in  other  than  fee-for-service  health  care 
plans. 

Over  the  past  several  months,  your  executive  vice- 
president  and  I have  examined  the  organizational  struc- 
ture of  the  Society  with  these  specific  objectives  and  req- 
uisites in  view.  Please  remember  that  these  functions 
would  be  new  and  in  addition  to  all  the  scientific,  public 
health,  and  public  and  professional  relations  activities 
we  already  engage  in.  It  was  immediately  apparent 
that,  given  the  range  of  action  I have  postulated,  our 
Society  has  some  grave  deficiencies.  This  is  due  to  the 
fact  that  the  officers.  Council,  and  the  House  of  Dele- 
gates have  not  always  drawn  the  proper  inferences  from 
the  course  of  events  in  the  past  and  have  therefore  failed 
to  make  basic  and  essential  policy  decisions.  If  you  ac- 
cept the  proposals  I am  making  now,  you  will  have  made 
those  decisions  and  the  adaption  and  reorganization  can 
proceed. 

Without  going  into  great  detail,  certain  individuals 
of  our  staff  are  not  suited  for  the  duties  they  will  be  re- 
quired to  perform.  A number  of  the  staff,  while  serving 
an  important  purpose  and  doing  it  well,  are  not  being 
utilized  in  proportion  to  their  capabilities.  Finally,  it 
will  be  necessary  to  alter  the  scope,  orientation,  and  re- 
sponsibilities of  one  or  more  divisions  with  consequent 
changes  in  their  personnel  and  staff  strength. 

Our  most  glaring  deficit  is  the  lack  of  a department 
or  division  of  research  and  development.  Effective  leg- 
islative activity,  successful  negotiations,  the  adminis- 
tration of  a foundation,  and  all  internal  and  external 
planning  must  rest  on  a solid  substructure  of  copious 
and  accurate  data.  As  your  representative,  in  the  prep- 
aration of  presentations  to  State  and  local  administra- 
tions and,  in  giving  testimony  before  legislative  com- 
mittees, I have  at  times  been  almost  intolerably  bur- 
dened by  the  necessity  of  doing  my  own  research.  We 
have  almost  no  capacity  in  this  field  at  present.  Yet  the 
volume  of  work  has  become  so  great  that  you  can  no 
longer  expect  competent  representation  or  even  expect 
your  own  planning  to  be  productive,  unless  you  provide 
your  planners  and  negotiators  with  the  services  of  an 
adequate  department  of  research  and  development. 

Those  improvements  that  could  be  made  by  reshuf- 
fling staff  or  redirecting  their  efforts  have  either  already 
been  made  by  your  executive  vice-president,  or  will  be 
made  shortly.  Significant  increases  in  staff  will,  of 
course,  be  made  on  the  joint  decision  of  the  Council, 
the  Board  of  Trustees,  the  executive  vice-president, 
and  the  president.  Before  such  additions  are  made, 
we  will  be  entirely  certain  that  our  present  employes 
are  being  utilized  to  the  maximum.  I can  assure  you 
that  we  will  look  for  the  middle  ground  between  the  ex- 
huberant  staff  overgrowth  of  Parkinson’s  Law  and  the 
agitated  paralysis  of  Parkinson’s  disease. 

One  final  and  more  personal  word.  Over  the  past 
several  months,  there  has  been  a crescendo  of  adverse 


comment  on  our  State  Society,  originating  both  from 
individual  persons  and  a few  county  medical  societies. 
I have  welcomed  a portion  of  this  criticism  because  I 
thought  it  to  be  pertinent  and  constructive.  You  are 
aware  by  now  that  I do  not  consider  the  MSSNY  to  be 
perfect.  Some  of  what  I have  heard,  however,  has  dis- 
turbed me  deeply  because  it  indicates  a spirit  of  antag- 
onism and  divisiveness  that  is  unwarranted  and  de- 
structive. 

I cannot  be  too  forceful  in  emphasizing  my  belief  that 
the  best  hope  for  the  future  of  the  medical  profession, 
and  the  individual  persons  who  compose  it,  lies  in  orga- 
nization. In  your  county,  district  branch.  State,  and  na- 
tional associations,  you  have  the  organizations  you  need 
in  being.  True,  they  require  strengthening  and  redi- 
rection, but  that  can  be  accomplished  from  within,  with- 
out destroying  them.  Your  only  other  alternative  is  to 
begin  building  anew,  for  which  you  do  not  have  the  time, 
even  if  you  have  the  will. 

Membership  in  the  AMA  is  no  longer  compulsory, 
as  you  know.  Nevertheless,  what  the  AMA  does,  or 
fails  to  do,  affects  you  most  directly.  I hope  that  you 
are  aware  of  the  efforts  your  delegations  to  the  Associa- 
tion have  made  to  make  it  more  responsive  to  your 
needs.  The  strength  of  the  delegation  and  its  future 
success  in  this  endeavor  depend  on  how  many  of  you 
continue  to  be  members  of  the  AMA.  I therefore  urge 
each  of  you  to  renew  your  membership  on  a voluntary 
basis. 

The  question  has  also  been  raised  of  whether  or  not 
a physician  must  be  a member  of  the  MSSNY  to  be  a 
member  of  his  county  medical  society.  We  have  a num- 
ber of  weighty  legal  opinions  to  the  effect  that  he  must — 
there  is  no  parallel  between  this  and  AMA  membership. 
I have  made  it  clear  that  I believe  the  State  Medical 
Society  to  be  vital  and  irreplaceable  for  its  members 
in  these  trying  times.  It  follows  that  I will  consider 
it  my  duty  to  defeat  any  attempt  to  challenge  the  validity 
of  mandatory  membership. 

On  reflection,  I am  sure  that  you  will  agree  that  our 
differences  are  trivial.  They  pale  into  insignificance 
beside  what  we  can  hope  to  accomplish  together.  We 
have  entered  into  a new  and  exciting  era  in  the  scientific 
and  social  aspects  of  medicine;  we  are  about  to  occupy 
a new  and  handsome  headquarters;  we  have  almost  an 
entirely  new  framework  to  build  for  all  our  medical  so- 
cieties, particularly  our  own.  There  is  so  much  to  do 
that,  even  though  I am  not  yet  your  president,  I already 
have  the  feeling  that  I am  running  out  of  time.  Little 
or  nothing  of  what  I have  outlined  to  you  will  be  com- 
pleted by  the  end  of  my  term  of  office,  but  I hope  that  in 
my  report  to  next  year’s  House  of  Delegates,  I will  be 
able  to  point  to  some  good,  viable  beginnings.  I will 
look  to  you  for  suggestions  and  criticism.  I will  also  ex- 
pect your  active  participation  and  help. 

REPORT  OF  REFERENCE  COMMITTEE  ON  REPORTS  OF 
OFFICERS  The  following  report  was  presented  by  Harry 
S.  Lichtman,  M.D.,  chairman. 

The  committee  reviewed  the  address  of  the  president- 
elect and  was  very  much  impressed  by  its  philosophic 
tone  and  the  breadth  of  vision  that  was  expressed  so 
ably.  He  emphasized  his  belief  in  the  continuing  efforts 
for  continuing  education  of  the  physician,  but  on  a non- 
compulsory  basis.  This  also  applies  to  the  Interspecialty 
Committee.  He  also  discussed  peer  review  in  depth  and 
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hoped  for  further  implementation  of  this  program 
throughout  the  State. 

The  subject  of  foundations  was  thoroughly  explored. 
The  potentials  for  this  program  are  great.  No  final  opin- 
ion was  expressed  concerning  its  implementation. 

Dr.  Himler  emphasized  the  need  for  a department  or 
division  of  research  and  development  in  the  State  Medi- 
cal Society.  The  essence  of  this  department  or  division 
would  be  to  furnish  accurate  data  that  would  make  more 
effective  the  work  of  our  representatives  in  the  area  of 
legislation,  negotiation,  and  administration  of  the  af- 
fairs of  the  State  Medical  Society. 

The  committee  wishes  to  compliment  Dr.  Himler  on 
his  fine  address. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


Board  of  Trustees  (Annual) 


To  the  House  of  Delegates,  Gentlemen: 

The  Board  of  Trustees  consists  of  the  following 
members: 


Waring  Willis,  M.D.,  Chairman 

James  M.  Blake,  M.D 

Milton  Helpern,  M.D. 

Frederick  A.  Wurzbach,  Jr.,  M.D.* 

Edward  C.  Hughes,  M.D 

Joseph  J.  Kaufman,  M.D. 
W'alterT.  Heldmann,  M.D. 


Westchester 
Schenectady 
New  York 
Bronx 
Onondaga 
Wayne 
Richmond 


The  Board  of  Trustees  held  its  organizational  meeting 
on  Thursday,  February  12,  1970,  following  adjournment 
of  the  House  of  Delegates.  Waring  Willis,  M.D.,  the 
senior  trustee,  was  elected  chairman  of  the  board.  New 
members,  Walter  T.  Heldmann,  M.D.,  and  Milton  Hel- 
pern, M.D.,  were  welcomed  to  the  Board. 

It  is  with  deep  regret  that  we  record  the  death  of  our 
past  president  and  trustee,  Frederick  A.  Wurzbach,  Jr., 
M.D.  Doctor  W’urzbach  brought  to  the  Board  the 
wisdom  and  maturity  of  many  years  in  the  private 
practice  of  medicine.  His  level-headed  approach  to  the 
many  problems  confronting  us  will  be  sorely  missed. 

During  1970,  the  trustees  have  been  primarily  con- 
cerned with  the  financing  of  the  construction  of  our  new 
headquarters  building.  The  Board,  at  the  February, 
1970,  meeting  reported  to  the  House  that  it  would  be 
necessary  to  borrow  approximately  $1.5  million,  in  ad- 
dition to  those  funds  in  the  Building  Fund,  to  meet  con- 
struction costs.  The  Board  approached  a number  of 
lending  institutions  and  learned  that  the  best  rate  of 
interest  available  was  9.5  per  cent  for  a period  of  twenty 
years.  The  problem  facing  the  Board  of  Trustees  and 
the  Council  was  outlined  in  our  president’s  letter  to  the 
membership  dated  August  18,  1970,  wherein  he  stated: 
Just  as  the  individual  doctor’s  investment  port- 
folio has  depreciated  over  the  last  five  years,  so  have 
the  Medical  Society’s  investments.  This  was  unfore- 
seeable when  the  building  was  planned.  It  was  orig- 
inally estimated  that  we  would  have  over  $2  million 
for  building,  but  because  of  this  economic  decline  we 
now  have  only  about  $1.6  million.  The  Board  of 
Trustees  and  the  Council  considered  various  alterna- 
tives to  raise  the  money  the  Society  requires  to  com- 
plete the  building.  A dues  increase  was  ruled  out  by 
*Deceased. 


the  fact  that  it  could  not  be  effected  before  February, 
1972,  which  is  too  late  for  our  commitments. 

A mortgage  was  considered  inadvisable  because  it 
would  obligate  the  membership  to  the  payment  of 
high  interest  rates  for  the  next  twenty  years  and 
interest  payments  would  ultimately  be  greater  than 
the  principal  sum  required.  A loan  or  mortgage  of 
$1.5  million  at  9.5  per  cent  interest  would  call  for  pay- 
ments of  $150,000  per  year  for  twenty  years. 

Fund  raising  campaigns,  sustaining  membership 
classifications,  and  the  floating  of  bond  issues  were 
not  considered  democratic  or  equitable  in  distributing 
the  burden  among  the  membership,  in  addition  to 
which  it  is  doubtful  that  they  would  provide  an  ade- 
quate return. 

After  much  deliberation,  the  Board  of  Trustees  con- 
cluded that  an  immediate,  one-time  assessment  was 
the  most  acceptable  expedient.  It  recommended, 
and  the  Council  voted,  without  dissent,  that  a single 
assessment  of  $75  be  levied  on  each  member  of  the 
Medical  Society  of  the  State  of  New  York  to  raise  the 
amount  required  to  complete  our  building. 

Also  in  connection  with  the  new  building,  the  Board 
voted  to  accept  the  recommendation  of  the  Building 
Committee  that  the  Patton  Office  Furniture  Corpora- 
tion of  West  Hempstead,  New  York,  be  designated  to  de- 
sign the  interior  layout  and  furnishing  of  the  building. 

Among  its  other  more  routine  activities  the  Board 
voted  to  increase  the  maximum  daily  hotel  and  meal 
allowance  from  $35  to  $45  for  member-physicians  while 
engaged  on  Society  business  and  supported  by  expense 
vouchers  and  receipts  showing  actual  expenditures. 

The  Investment  Committee  of  the  Board,  with  the 
great  assistance  of  the  Treasurer,  Thomas  F.  McCarthy, 
M.D.,  continued  to  channel  investments  of  those  monies 
received  but  not  needed  for  immediate  expenditures  into 
areas  of  best  possible  return. 

The  War  Memorial  Fund  as  of  December  31,  1970, 
had  a net  worth  of  $73,401.83  compared  with  the  sum  of 
$70,977  as  of  December  31,  1969. 

During  1970  a total  of  $2,800  was  paid  to  beneficiaries. 
Our  comptroller  has  continued  his  projection  that  a final 
surplus  of  approximately  $60,000  will  remain  in  the  fund 
when  the  last  beneficiary  completes  his  education  in 
1973.  At  that  time  the  House  of  Delegates  will  have  to 
determine  the  disposition  of  these  monies.  Again,  we 
would  like  to  report  that  to  date  we  have  had  no  re- 
quests for  funds  for  children  of  victims  of  the  Viet 
Nam  conflict. 

The  chairman,  pn  behalf  of  the  Board  of  Trustees, 
wishes  to  convey  sincere  appreciation  and  thanks  to 
Henry  I.  Fineberg,  M.D.,  executive  vice-president;  J. 
Richard  Burns,  J.D.,  assistant  executive  vice-president; 
William  F.  Martin,  Esq.,  legal  counsel;  Miss  Gretchen 
Wunsch,  executive  assistant;  and  Eugene  S.  Dombrow- 
ski,  comptroller,  for  their  continued  dedication  to  the 
best  interests  of  the  Society. 

Respectfully  submitted. 

Waring  Willis,  M.D.,  Chairman 

Board  of  Trustees  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

The  Certified  Public  Accountant’s  audited  financial 
report  for  the  year  ended,  December  31,  1970,  is  as  fol- 
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lows:  The  statements  represent  our  financial  position 
at  December  31,  1970,  as  well  as  the  results  of  our  op- 
erations for  the  year  then  ended. 

Respectfully  submitted. 

Waring  Willis,  M.D.,  Chairman 

Certified  Public  Accountants 

To  the  Board  of  Trustees,  Medical  Society  of  the  State 
of  New  York: 

We  have  examined  the  balance  sheet  of  the  Medical 
Society  of  the  State  of  New  York  as  of  December  31, 
1970,  and  the  related  statements  of  operating  income 
and  expenses  and  general  and  other  funds  for  the  year 
then  ended.  Our  examination  was  made  in  accordance 
with  generally  accepted  auditing  standards,  and  ac- 
cordingly included  such  test  of  the  accounting  records 
and  such  other  auditing  procedures  as  we  considered 
necessary  in  the  circumstances. 

In  our  opinion,  the  accompanying  balance  sheet  and 
statements  of  operating  income  and  expenses  and  gen- 
eral and  other  fund’s  present  fairly  the  financial  position 
of  the  Medical  Society  of  the  State  of  New  York  as  of 
December  31,  1970,  and  the  results  of  its  operations  for 
the  year  then  ended,  in  conformity  with  generally  ac- 
cepted accounting  principles  applied  on  a basis  consis- 
tent with  that  of  the  preceding  year. 

Patterson  & Ridgway 
Certified  Public  Accountants 

Note:  The  Internal  Revenue  Service  is  at  present  ex- 

amining the  Society  in  connection  with  the  possible 
assessment  of  unrelated  business  income  taxes  for  the 
year  1968  and  1969.  As  of  the  date  of  this  report  the 
Internal  Revenue  has  not  made  any  determination. 

REPORT  OF  REFERENCE  COMMITTEE  ON  REPORTS  OF 
OFFICERS:  The  following  report  was  presented  by  Harry 
S.  Lichtman,  M.D.,  chairman. 

Under  the  competent  chairmanship  of  Waring  Willis, 
M.D.,  the  Board  of  Trustees  continues  to  keep  a watch- 
ful eye  on  the  financial  affairs  of  the  Society.  He  sub- 
mitted the  audited  financial  report  of  the  Certified  Pub- 


lic Accountant  for  the  year  ending  December  31,  1970. 
The  reference  committee  is  again  pleased  to  note  that 
the  Society’s  budgetary  surplus  for  the  year  1970  was 
$128,589.45. 

We  will  review  some  of  the  activities  of  the  Board  of 
Trustees  in  relation  to  the  Building  Fund.  At  the  Febru- 
ary, 1969,  meeting  of  the  House  of  Delegates,  the  Refer- 
ence Committee  on  Reports  of  Officers  reported  that  the 
projected  cost  of  the  building  would  be  $2.6  million.  In 
February,  1970,  one  year  later,  it  was  reported  that  due 
to  the  inflationary  economy  and  higher  construction 
costs,  there  would  be  an  increase  of  from  30  to  35  per 
cent.  EUeven  leading  building  contractors  were  invited 
to  bid  on  construction  of  the  building.  Six  responded, 
and  the  lowest  bidder  was  given  the  contract  for 
$3, 148,000.  This  company  has  an  excellent  reputation. 

In  Februauy,  1970,  the  Building  Fund  securities  had  a 
market  value  of  $1,285,232.  In  addition,  there  was 
available  $200,000  from  unrestricted  funds.  These 
monies,  together  with  the  surplus  for  1969,  which  was  in 
excess  of  $200,000,  made  available  for  construction  costs 
the  sum  of  $1,685,232.  As  a result,  it  was  estimated 
that  it  would  be  necessary  to  borrow  approximately 
$1,500,000. 

By  August,  1970,  the  chairman  of  the  Board  of  Trust- 
ees and  the  executive  vice-president  had  met  with  ex- 
perts and  had  been  trying  to  secure  a loan  at  a reasonable 
rate.  This  task,  as  described  by  Dr.  Willis,  was  a 
“dismal”  one.  The  best  interest  rate  offered  had  been 
9.5  per  cent  for  a period  of  twenty  years.  A loan  or 
mortgage  was  considered  inadvisable  at  9.5  per  cent 
interest,  because  it  would  call  for  payments  of  $150,000 
per  year  for  twenty  years.  Other  methods  of  raising 
funds,  such  as  sustaining  membership  classifications 
and  floating  bonds,  was  considered  inadvisable. 

After  much  deliberation,  the  Board  of  Trustees  con- 
cluded that  an  immediate  one-time  assessment  was  the 
most  acceptable  expedient.  It  recommended,  and  the 
Council  voted  without  dissent,  that  a single  assessment 
of  $75  be  levied  on  each  member  of  the  Medical  Society 
of  the  State  of  New  York.  One  added  note:  our  present 
rental  is  approximately  $83,000.  When  our  lease  expires 
in  1973,  this  will  be  raised  to  over  $200,000  a year. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Balance  Sheet 
December  31,  1970 


ASSETS 


General  Fund 

CURRENT  ASSETS 

Cash  in  banks  and  on  hand  287,628  96 

Investment,  commercial  paper 175,000  00 

Accounts  receivable  (net  of  reserves) 83,569  22 

Inventories 41,340.72 


TOTAL  CURRENT  ASSETS 587 , 538 . 90 

PREPAID  EXPENSES 

Sundry  expenses  and  deiwsita 17 , 505 . 37 

FURNITURE  AND  FIXTURES 

At  nominal  value 2.00 

ADVANCES 

Employes  cash  funds 5,350.00 


Total  General  Fund  610,396.27 


Investment  Fund 

Cash  in  banks 23 , 342  01 

Investments  at  cost  (market  value  $195,972) 192,993  66 

Accrued  interest 2,060  78 


Total  Investment  Fund 


218,396  45 


Building  Fund 

Cash  in  banks 44 , 507 . 99 

Land  and  building  at  cost* 2,570,719.75 

Investments  at  cost  (market  value  $1,198,626) 1,080,275.78 

Tax  claim  receivable 25 , 378  52 

Accrued  interest 9 , 149 . 78 

Due  from  other  funds 156,208.04 


Total  Building  Fund 


3,886,239.86 


Employee  Benefits  Fund 

Cash  in  bank 1,269.36 

Investment  at  cost  (market  value  $59,000) 59,000  00 

Accrued  interest 897 . 50 


Total  Employee  Benefits  Fund  

Repair  and  Replacement  Fund 

Cash  in  bank 2 , 794 . 93 

Investment  at  cost  (market  value  $27,000) 26,578.13 

Accrued  interest 714.00 

Due  from  other  funds 27 , 233 . 05 


Total  Repair  and  Replacement  Fund 

War  Memorial  Fund 

Cash  in  banks 5,157  51 

Investment  at  cost  (market  value  $71,087) 69,971 .50 

Accrued  interest 953 . 13 


Total  War  Memorial  Fund 


61,166.86 


57,320.11 


76,082.14 


Endowment  Funds 

Cash  in  banks 

Less:  Due  to  other  funds 


24,220.81 
900 . 00 


Total  Endowment  Funds 23,320.81 

TOTAL  ASSETS 4,932,922.50 


* The  Society  is  constructing  a building  to  house  their  new  offices  at  Lake  Success,  New  York.  The  total  cost  of 
the  new  building  is  expected  to  approximate  $4,300,000,  of  which  $2,570,000  had  been  expended  at  December  31,  1970. 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Balance  Sheet 

December  31,  1970 


LIABILITIES  AND  FUNDS 


General  Fund 

Current  Liabilities 

Taxes  payable  (including  withholding) 980.81 

Accounts  payable  and  accruals 146,174.30 

Due  to  other  funds 154,563.72 


TOTAL  CURRENT  LIABILITIES 


DEFERRED  CREDITS 

Membership  dues  1971 43,049.00 

Annual  meeting  1971 24,857.75 

Sundry 11,870.37 


TOTAL  DEFERRED  CREDITS 
GENERAL  FUND  BALANCE 


301,718.83 


79,777.12 

228,900.32 


Total  General  Fund 


610,396.27 


Investment  Fund 

Accounts  payable 2 , 507 . 15 

Due  to  other  funds 12,340.78 

Balance 203 , 548 . 52 


Total  Investment  Fund 

Building  Fund 

Accounts  payable 202 , 385 . 43 

Balance 3,683,854.43 


218,396.45 


Total  Building  Fund 


3,886,239.86 


Employee  Benefits  Fund 


Due  to  other  funds 12,602.21 

Balance 48 , 564 . 65 


Total  Employee  Benefits  Fund 61,166.86 

Repair  and  Replacement  Fund 

Balance 57,320.11 

Total  Repair  and  Replacement  Fund 57,320.11 

War  Memorial  Fund 

Due  to  other  funds 3,034.38 

Balance 73,047.76 

Total  War  Memorial  Fund 76,082.14 

Endowment  Funds 

Lucien  Howe  Prize  Fund 9,966.65 

Merit  H.  Cash  Fund 2,919.83 

A.  Walter  Suiter  Lectureship  Fund 10,434.33 

Total  Endowment  Funds 23,320.81 

TOTAL  LIABILITIES  AND  FUNDS  4,932,922.50 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
December  31,  1970 
Cash  in  Banks  and  on  Hand 


General  Fund  288,807.95* 

Investment  Fund  23,342.01 

Building  Fund  44,507.99 

Employee  Benefits  Fund  1,269.36 

War  Memorial  Fund  5,157.51 

Repair  and  Replacement  Fund  2,794  93 


Total  365,879.75 


Endowment  Funds 

Lucien  Howe  Fund 10,166.65 

Merit  H.  Cash  Fund 3,319.83 

A.  Walter  Suiter  Lectureship  Fund 10,734.33 


Total  (Union  Dime  Savings  Bank)  24,220.81 


* Includes  $1,178.99  due  to  American  Medical  Association. 


Investments 


The  investments  of  the  Society  are  summarized  as  follows: 


Investment  Fund 
Corporate  bonds 
Common  stocks . 


Total 


COST  MARKET 


150,240.00 

42,753.66 


192,993  66 


152,443.00 

43,529.00 


195,972.00 


Building  Fund 

U.S.  Government  securities 
Corporate  and  other  bonds . 
Common  stocks 


129,206.74 

848,000.00 

103,069.04 


115.308.00 
848,000.00 

235.318.00 


Total 


1,080,275.78  1,198,626.00 


Employee  Benefits  Fund 

Corporate  bonds 59,000.00  59,000.00 

Repair  and  Replacement  Fund 

U.S.  Government  securities 26 , 578 .13  27 , 000 . 00 

War  Memorial  Fund 

U.S.  Government  bonds 69,971.50  71,087.00 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Statement  of  General  and  Other  Funds 
For  the  Year  Ended  December  31,  1970 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Operating  Income  and  Expenses— General  Fund 
For  the  Year  Ended  December  31,  1970 


Operating  Income 

Dues  income 1,687,748.60 

Less:  Allocated  to  Journal  Circulation  and  News  of  New  York 144,000  00 


1,543,748  60 

129,661.58 
24,000.00 
4,470.07 
356,274  92 
13,337.61 
8,310.50 

48.145.00 
276 . 00 

16,750  65 
20,401.71 

23.604.00 
4,064  99 


649 , 303 . 03 


Total  Operating  Income  2,193,051.63 


Journal  circulation 

News  of  New  York  allocation  from  dues  income 

Medical  Review  Project 

Advertising  income 

Reprint  income.  Journal ... 

Directory  circulation 

Annual  Convention,  booth  rentals 

Subscription  income  {What  Goes  On) 

Dues  collection  income  from  AMA 

Champus  Program  

Interest 

Miscellaneous 


Operating  Expenses 

Administration 188,608.08 

Business  Division 486,949  12 

Communications  Division 315,100.91 

Legal  Counsel 64,767.55 

Occupational  Health  & Workmen’s  Compensation  Division 37,584  81 

Medical  Services  Division 34,340  59 

Scientific  Activities  Division 85,108.34 

Scientific  Publications  Division 378,810.80 

Legislative  Counsel 18,750.00 

Annual  Convention 55,175.14 

Officers,  Board  of  Trustees,  and  AMA  Delegation 67,277.58 

Council  Committees 29,131.46 

Research  and  Planning  Division 48,850.40 

Standards  of  Medical  Care  Division 41,097  10 

House  of  Delegates  (special  committees) 60.00 

Nondivisional 208,650.91 

Medical  Review  Project 4,199.39 


Total  Operating  Expenses  2,064,462.18 

Net  Income 128,589 .45 


Budget  and  Finance 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Budget  and  Finance  consists  of  the 


following  members: 

Thomas  F.  McCarthy,  M.D.,  Chairman  Bronx 

Walter  T.  Heldmann,  M.D. Richmond 

John  E.  Lowry,  M.D.  Queens 

Albert  M.  Schwartz,  M.D New  York 

Waring  Willis,  M.D Westchester 


The  committee  held  meetings  on  April  15,  July  23, 
and  November  5 to  review  the  fiscal  activities  for  the 
preceding  three-month  period.  A thorough  analysis  was 
made  of  the  income  and  expenditures  on  a line-item 
basis.  Adjustments  and  revisions  were  made  where 
necessary. 

The  revised  estimated  budget  for  the  year  1970,  after 
the  close  of  operations  at  September  30,  1970,  reflects 
an  excess  of  expenditures  over  income  of  $42,866.  The 
actual  operations  through  September  30,  however,  indi- 


cate that  we  are  operating  in  the  black  to  the  amount 
of  $100,890. 

The  savings  are  due  primarily  to  economies  that  were 
instituted  in  various  activities,  and  also  some  projects 
that  were  planned  for  the  year  did  not  materialize.  The 
committee  knew  that  these  savings  were  being  realized 
but  did  not  reduce  budgetary  appropriations;  since  if 
the  budget  estimates  were  cut,  it  would  appear  that, 
in  preparing  the  budget  estimate  for  1971,  certain  line 
items  were  being  increased  out  of  proportion,  when  in 
fact  the  appropriations  were  only  being  restored  to  the 
levels  originally  conceived.  The  committee  feels  opti- 
mistic that  savings  will  continue  through  December  31, 
and  that  we  will  close  out  the  year  with  a “black”  figure 
for  operations. 

On  November  5,  the  Budget  and  Finance  Committee 
also  met  to  consider  the  budget  estimate  for  1971.  The 
recommendations  of  the  committee  were  sent  to  the 
Council  and  Board  of  Trustees  with  an  explanation  that 
this  was  an  interim  budget  estimate.  After  the  first  and 
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TABLE  1.  Estimated  budget  1971 

Income 

Dues 

1,683,000 

Journal  advertising 

315,000 

Journal  circulation 

6,000 

Journal  reprints 

12,000 

News  of  New  York,  advertising 

44,906 

Medical  Directory,  sales 

50,000 

Annual  Convention,  exhibit  rentals 

42,000 

Interest  on  Investments  of  General 

Fund 

5,000 

Dues  Collection  from  AMA 

22,000 

Relative  Value  Study 

500 

What  Goes  On,  subscriptions 

400 

Guidelines  for  Medical  Review 
Miscellaneous  Income 

1,200 

Total  Income 

2,182,006 

executive  employes  with  a deferral  of  consideration  of 
any  increases  for  others  until  such  time  as  actual  cost  of 
maintaining  and  operating  our  headquarters  building  are 
determined. 

The  committee  will  continue  to  hold  quarterly  meet- 
ings in  1971  with  a continuing  policy  of  prudence  and 
restraint  in  view  of  the  present  economic  situation  and 
also  because  of  our  expected  move  to  Lake  Success  in 
the  summer  of  1971. 

Your  chairman  wishes  to  thank  the  members  of  the 
committee  for  their  earnest  contributions  during  1970. 
On  behalf  of  the  committee,  he  wishes  to  express  his 
gratitude  to  Henry  I.  Fineberg,  M.D.,  executive  vice- 
president;  J.  Richard  Burns,  J.D.,  assistant  executive 
vice-president;  and  Eugene  S.  Dombrowski,  comptroller, 
for  their  cooperation  and  diligent  efforts  throughout 
the  year. 

Respectfully  submitted, 

Thomas  F.  McCarthy,  M.D.,  Chairman 


Expenditures 

Administration  211,587 

Standards  of  Medical  Care  Division  38,765 

Research  and  Planning  Division  50,995 

Business  Division  497,619 

Communications  Division  332,341 

Medical  Services  Division  61,633 

Scientific  Activities  Division  96,064 

Scientific  Publications  Division  416,707 

Annual  Convention  59,950 

Legal  Counsel  60,000 

Legislative  Counsel  22,500 

Officers,  Board  of  Trustees,  and  AMA 

Delegation  90 , 100 

House  of  Delegates  (special  commit- 
tees) 5,850 

Council  Committees  41,485 

Nondivisional  253,990 


Total  Expenditures  2,239,586 


Excess  of  Income  over  Expenditures  —57,580 


second  quarter  of  1971,  when  concrete  facts  are  gathered 
about  the  operating  costs  of  the  headquarters  building  at 
Lake  Success,  the  budget  will  be  revised.  It  can  be  ex- 
pected that  numerous  changes  will  be  made  both  in 
nomenclature  and  amounts.  The  Council  on  November 
19  accepted  the  recommendations  of  the  committee  and 
referred  the  proposed  budget  for  the  year  1971  to  the 
Board  of  Trustees,  who  approved  it  on  December  1,  1970 
(Table  I). 

Some  areas  of  significance  in  the  estimated  1971  bud- 
get are  as  follows: 

1.  The  elimination  of  the  Division  of  Occupational 
Health  and  Workmen’s  Compensation  and  its  attendant 
budget  estimate.  Also  the  transfer  of  the  Occupational 
Health  Committee  into  the  Division  of  Public  Health 
and  Flducation,  and  the  transfer  of  the  Workmen’s  Com- 
pensation Committee  and  Bureau  into  the  Division  of 
Medical  Services  resulted  in  budget  economies. 

2.  A 5 per  cent  cost  of  living  increase  in  salaries  to  non- 


REPORT OF  REFERENCE  COMMITTEE  ON  REPORTS  OF 
OFFICERS:  The  following  report  was  presented  by  Harry 
S.  Lichtman,  M.D.,  chairman. 

The  report  of  the  Budget  and  Finance  Committee 
was  reviewed.  The  savings  were  due  primarily  to  econ- 
omies applied  to  many  administrative  activities  and 
planned  projects  that  did  not  materialize.  The  new 
budget  for  1971  will  be  revised  after  the  building  has 
been  finished.  Changes  will  be  made  in  the  nomen- 
clature and  in  the  amount.  It  is  of  interest  to  note  that 
a 5 per  cent  cost  of  living  increase  in  salaries  to  the  non- 
executive employes  was  implemented,  which,  signifi- 
cantly, increased  the  yearly  budget  by  $28,0(X). 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


Our  Building 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Our  Building  are 


as  follows: 

Renato  J.  Azzari,  M.D.,  Chairman Bronx 

Ralph  S.  Emerson,  M.D Nassau 

Irving  L.  Ershler,  M.D.* Onondaga 

John  M.  Galbraith,  M.D Nassau 

Walter  T.  Heldmann,  M.D Richmond 

George  Himler,  M.D New  York 

John  Edward  Lowry,  M.D Queens 


On  October  15,  1970,  cornerstone-laying  ceremonies 
were  held  at  our  new  headquarters  building,  in  Lake 
Success,  in  the  presence  of  large  numbers  of  our  mem- 
bers and  invited  guests.  Welcoming  remarks  were  made 
by  our  President,  Walter  Scott  Walls,  M.D.,  and  greet- 
ings were  extended  to  the  Society  by  the  President  of 
the  American  Medical  Association,  Walter  C.  Borne- 
meier,  M.D.,  as  well  as  by  village  and  county  govern- 
ment officials.  Also  present  were  Gerald  D.  Dorman, 
M.D.,  immediate  past  president,  and  Wesley  W.  Hall, 
M.D.,  president-elect,  American  Medical  Association. 
The  principal  address  at  the  ceremony  was  made  by  the 
Honorable  Nelson  A.  Rockefeller,  Governor  of  the  State 
of  New  York,  who  arrived  dramatically  by  helicopter  at 
* Deceased. 
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the  building  site  and  who  was  introduced  to  the  audience 
by  Henry  I.  Fineberg,  M.D.,  master  of  ceremonies. 

Among  the  items  contained  in  the  metal  box  placed 
in  the  cornerstone  were  the  current  issue  of  the  Medical 
Directory  listing  our  members,  a listing  of  our  compo- 
nent county  medical  societies  and  their  officers  and 
delegates  for  1970,  a tape  recording  of  the  cornerstone 
installation  proceedings,  and  numerous  other  items  of 
historical  interest  for  future  generations. 

Progress  on  the  building  has  continued  at  a steady 
pace,  and  we  are  optimistic  that  we  will  be  able  to  move 
to  our  new  home  in  the  summer  of  1971. 

At  the  request  of  the  Board  of  Trustees,  the  committee 
interviewed  at  length  representatives  of  three  interior 
design  organizations  concerning  the  layout  and  furnish- 
ing of  our  new  headquarters  building.  After  due  con- 
sideration, the  committee  recommended  to  the  Board 
of  Trustees  that  the  Patton  Office  Furniture  Corporation 
of  West  Hempstead,  be  selected,  and  the  Trustees  have 
accepted  this  recommendation. 

As  the  time  grows  increasingly  closer  when  the  Soci- 
ety’s dream  of  having  its  own  home  will  be  fulfilled,  your 
chairman  would  like  to  express,  on  behalf  of  the  com- 
mittee, deep  appreciation  for  the  advice  and  encourage- 
ment given  by  the  officers.  Council,  and  members  of  the 
Board  of  Trustees.  Henry  I.  Fineberg,  M.D.,  executive 
vice-president;  J.  Richard  Burns,  J.D.,  assistant  execu- 
tive vice-president;  and  William  F.  Martin,  Esq.,  legal 
counsel,  have  been  of  inestimable  help  in  advising  and 
counseling  the  committee. 

Respectfully  submitted, 

RenatoJ.  Azzari,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  REPORTS  OF 
OFFICERS  The  following  report  was  presented  by  Harry 
S.  Lichtman,  M.D.,  chairman. 

Renato  J.  Azzari,  M.D.,  has  been  most  conscientious 
in  his  activities  as  chairman  of  this  committee.  He  has 
supervised  and  kept  a watchful  eye  on  everything  going 
on  at  Lake  Success  during  the  past  year.  He  reports  that 
the  expected  date  of  completion  will  be  about  September 
15,  1971. 

On  October  15,  1970,  cornerstone-laying  ceremonies 
were  held  and  a metal  box  placed  in  the  cornerstone 
contained  the  Medical  Directory  with  the  current  listing 
of  our  members,  county  society  officers,  and  delegates  of 
the  Medical  Society,  and  other  items  of  historical  inter- 
est for  future  generations. 

We  appreciate  the  great  amount  of  work  that  Dr. 
Azzari  has  done. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Resolution  71-51.  Conversion  of  the  $75  Build- 
ing Assessment  to  a Noninterest-Bearing  Loan 
Introduced  by  Medical  Society  of  the  County  of  Rockland 
WHEREAS,  The  $75  building  assessment  levied 
against  the  membership  of  the  Medical  Society  of  the 
State  of  New  York  has  resulted  in  widespread  dis- 
sension and  has  thus  weakened  the  structure  of  the 
component  county  medical  societies  of  the  Medical 
Society  of  the  State  of  New  York;  and 

WHEREAS,  The  collective  strength  and  solidarity  of 
the  component  county  medical  societies  is  urgently 
needed  in  these  critical  times;  therefore  be  it 


Resolved,  That  the  $75  building  assessment  be  con- 
verted to  a compulsory  noninterest-bearing  loan  made 
by  each  member  of  the  Medical  Society  of  the  State 
of  New  York  to  the  building  fund  of  the  Medical  Soci- 
ety of  the  State  of  New  York;  and  be  it  further 

Resolved,  That  this  loan  shall  be  repaid  at  the  rate 
of  $7.50  per  year  for  ten  years  by  deducting  this 
amount  from  the  annual  Medical  Society  of  the  State 
of  New  York  membership  dues  of  each  assessed  mem- 
ber; and  be  it  further 

Resolved,  That  the  administration  of  the  Medical 
Society  of  the  State  of  New  York  reduce  its  annual 
operating  budget  to  balance  this  expenditure. 

REPORT  OF  REFERENCE  COMMITTEE  ON  REPORTS  OF 
OFFICERS  The  following  report  was  presented  by  Harry 
S.  Lichtman,  M.D.,  chairman. 

The  reference  committee  thought  this  resolution  im- 
practical and  felt  that  it  would  involve  expense  to  the 
State  Medical  Society.  By  the  way,  you  heard  before, 
during  the  reference  committee  report  on  the  Board  of 
Trustees,  that  we  did  as  much  as  we  could  to  save 
money,  which  takes  care  of  the  last  Resolved. 

Your  reference  committee  recommends  disapproval 
of  resolution  71-51. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report,  thereby  disapproving  resolution 
71-51. 

Resolution  7 1 -52.  Censure  of  the  Executive  Vice- 
President,  the  Board  of  Trustees,  and  the  Council  of 
the  Medical  Society  of  the  State  of  New  York  in 
regard  to  the  $75  Building  Assessment 
Introduced  by  Medical  Society  of  the  County  of  Rockland 

WHEREAS,  The  fiscal  management  of  the  building 
fund  of  the  Medical  Society  of  the  State  of  New  York 
resulted  in  the  loss  of  $500,000,  thus  creating  in  part 
the  necessity  for  a building  assessment  levied  against 
the  membership  of  the  Medical  Society  of  the  State  of 
New  York;  and 

WHEREAS,  Despite  the  legality  of  the  $75  building 
assessment,  poor  judgment  was  exercised  in  the 
threatening  and  controversial  manner  of  its  presenta- 
tion, and  in  the  failure  of  the  executive  vice- 
president,  the  Board  of  Trustees,  and  the  Council 
of  the  Medical  Society  of  the  State  of  New  York 
to  properly  evaluate  the  devisive  effects  of  levying 
such  an  assessment  at  this  time;  and 

WHEREAS.  The  over-all  result  of  this  assessment  has 
been  a weakening  of  the  solidarity  of  the  Medical  Soci- 
ety of  the  State  of  New  York  at  a time  when  such  soli- 
darity is  essential  for  the  effective  pursuit  of  our  goals; 
therefore  be  it 

Resolved,  That  the  executive  vice-president,  the 
Board  of  Trustees,  and  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  be  cens'ored  for  their 
conduct  in  the  matter  of  the  building  assessment  and 
the  management  of  the  building  fund. 

REPORT  OF  REFERENCE  COMMITTEE  ON  REPORTS  OF 
OFFICERS:  The  following  report  was  presented  by  Harry 
S.  Lichtman,  M.D.,  chairman. 

There  was  no  representation  from  the  County  of  Rock- 
land to  support  this  resolution.  After  prolonged  dis- 
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cussion,  with  every  member  of  the  Board  of  Trustees 
participating,  your  reference  committee  came  to  the 
conclusion  that  this  resolution  should  be  disapproved. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report,  thereby  disapproving  resolution 
71-52. 

Resolution  71-63.  County  Society  Representa- 
tion at  Council  Meetings 

Introduced  by  Onondaga  County  Medical  Society 

WHEREAS,  There  has  been  some  evidence  of  lack  of 
communication  between  the  county  medical  societies 
and  the  Medical  Society  of  the  State  of  New  York;  and 
WHEREAS,  The  deliberations  of  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  represent 
the  major  and  important  activities  of  the  Society;  and 
WHEREAS,  This  would  be  a method  to  establish  two- 
way  communication  which  would  be  immediate  and 
effective;  therefore  be  it 

Resolved,  That  the  executive  secretary  or  a repre- 
sentative of  each  county  society  be  invited  at  the 
individual  county’s  expense  to  attend  the  meetings 
of  the  Council  of  the  Medical  Society  of  the  State  of 
New  York;  and  be  it  further 
Resolved,  That  these  representatives  be  accorded 
an  opportunity  to  speak  on  issues  before  the  Council 
with  permission  of  the  presiding  officer,  but  would 
not  have  a vote. 

REPORT  OF  REFERENCE  COMMITTEE  ON  REPORTS  OF 
OFFICERS  The  following  report  was  presented  by  Harry 
S.  Lichtman,  M.D.,  chairman. 

The  opinion  of  the  committee  was  that  this  resolution 
be  referred  to  the  Council,  since  it  is  necessary  for  the 
intent  of  the  resolution  to  be  implemented  by  the  Coun- 
cil, but  that  it  is  impractical  to  present  this  as  a man- 
date. 

The  House,  after  discussion,  voted  to  refer  resolution 
71-63  to  the  Council. 

Resolution  71-64.  Mandatory  Staff  Retirement 
for  the  Medical  Society  of  the  State  of  New  York 

Introduced  by  Onondaga  County  Medical  Society 

WHEREAS,  A well-organized,  secure  staff  is  impor- 
tant in  the  maintenance  of  a vital  and  progressive 
State  Medical  Society  program;  and 

WHEREAS,  It  is  important  to  maintain  orderly 
advancement  of  capable  younger  staff  personnel;  and 
WHEREAS,  An  orderly  retirement  program  will 
maintain  the  fiscal  vitality  of  any  retirement  pro- 
gram; and 

WHEREAS,  Most  of  the  major  industries  in  the 
United  States  have  mandatory  retirement  programs 
at  age  sixty-five;  therefore  be  it 

Resolved,  That  the  mandatory  retirement  age  for 
staff  personnel  of  the  Medical  Society  of  the  State  of 
New  York  be  at  age  sixty-five.  Staff  employes  may 
be  retained  until  age  sixty-eight  at  the  annual  option 
of  the  Council  of  the  Medical  Society  of  the  State  of 
New  York;  and  be  it  further 

Resolved,  That  all  able  personnel  over  the  age  of 
sixty-eight  be  considered  for  consultative  duties  after 
their  retirement. 

REPORT  OF  REFERENCE  COMMITTEE  ON  REPORTS  OF 


OFFICERS:  The  following  report  was  presented  by 
Harry  S.  Lichtman,  M.D.,  chairman. 

The  reference  committee  discussed  this  resolution 
and  concluded  that  competence  is  more  important  than 
age  in  job  efficiency,  and  that  no  one  should  be  penalized 
for  having  a birthday.  There  are  effective  methods  for 
removing  incompetent  personnel,  regardless  of  age,  and 
we  have  a fine  pension  system  which  will  create  no  hard- 
ship when  age  produces  incompetence.  The  reference 
committee  recommends  disapproval  of  resolution  71-64. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report,  thereby  disapproving  resolution 
71-64. 

Resolution  7 1 -78.  Dues  and  Assessment  List 

Introduced  by  Medical  Society  of  the  County  of  Rens- 
selaer 

WHEREAS.  The  Medical  Society  of  the  State  of  New 
York  and  the  Medical  Society  of  the  County  of  Rens- 
selaer are  currently  engaged  in  a system  of  central 
computer  billing  for  dues  and  assessment;  and 

WHEREAS,  The  Rensselaer  County  Medical  Society 
is  finding  it  difficult  to  keep  a current  list  of  paid 
members  and  members  who  are  in  arrears;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  supply  monthly  a list  of  members  who  have 
and  have  not  paid  their  dues  and  assessments. 

REPORT  OF  REFERENCE  COMMITTEE  ON  REPORTS  OF 
OFFICERS:  The  following  report  was  presented  by  Harry 

S.  Lichtman,  M.D.,  chairman. 

The  reference  committee  was  informed  that  efforts  are 
being  made  through  CAPIS  (Central  Automated  Pro- 
gram Information  System)  to  provide  lists  on  a five-cycle 
schedule  to  participating  county  medical  societies. 
Extra  copies  would  require  additional  staff  and  extra 
costs.  Your  reference  committee  recommends  disap- 
proval of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report,  thereby  disapproving  resolution 
71-78. 

Resolution  71-79.  Prefiling  Resolutions  for  the 
Annual  Meeting  of  the  Medical  Society  of  the  State 
of  New  York 

Introduced  by  Medical  Society  of  the  County  of  Rens- 
selaer 

WHEREAS,  The  members  of  the  Medical  Society  of 
the  County  of  Rensselaer  are  vitally  interested  in  the 
deliberations  of  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York;  and 

WHEREAS.  The  members  of  this  county  medical 
society  are  more  and  more  interested  in  the  issues  that 
are  to  be  considered  by  this  House;  and 

WHEREAS,  The  position  taken  by  this  House  increas- 
ingly has  a direct  impact  on  the  practice  of  medicine 
by  the  various  members  of  this  county  society;  there- 
fore be  it 

Resolved,  That  the  Speaker  of  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New  York 
arrange  to  have  all  resolutions  published  one  month 
prior  to  the  annual  meeting  and  distributed  to  the 
Delegates,  so  that  the  feelings,  wishes,  and  counsel 
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of  the  members  of  county  societies  can  be  better  ex- 
pressed on  the  various  issues  before  the  House  of  Dele- 
gates. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON  REPORTS 
OF  OFFICERS  The  following  report  was  presented  by 
Harry  S.  Lichtman,  M.D.,  chairman. 

The  reference  committee  felt  that  the  implementation 
of  this  resolution  would  be  expensive  and  would  require 
additional  staff.  It  would  also  be  impractical  because 


Organization,  Policies,  and  Legal  Matters 

Professional  Medical  Liability  Insurance 
and  Defense  Board 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Professional  Medical  Liability 
Insurance  and  Defense  Board  are  as  follows: 

Arthur  J.  Mannix,  Jr.,  M.D.,  Chairman  Westchester 


David  Kershner,  M.D.,  Vice-Chairman  Kings 

A.  L.  Loomis  Bell,  M.D.  Kings 

John  J.  Della  Porta,  M.D.  Monroe 

Peter  LaMotte,  M.D New  York 

Raymond  S.  McKeeby,  M.D. Broome 

George  L.  Collins,  Jr.,  M.D. Erie 

Carl  Goldmark,  Jr.,  M.D.,  ex  officio New  York 

Thomas  F.  McCarthy,  M.D.,  ex  officio Bronx 

William  F.  Martin,  Esq.,  Counsel,  ex  o//icio  New  York 
Frank  W.  Appleton,  Indemnity  Representative,  ex 
officio New  York 


Under  date  of  or  on  May  21  the  Board  reported  to  the 
Council  of  the  State  Medical  Society  the  details  and  the 
reasons  for  the  65  per  cent  rate  increase  affecting  all  p>oli- 
cies  issued  on  and  after  September  1,  1970.  This  latest 
change  was  based  on  claim  statistics  available  as  of  De- 
cember 31,  1969.  In  other  words,  eight  months  elapsed 
before  the  increase  was  actually  put  into  effect. 

The  House  of  Delegates  at  its  last  meeting  agreed 
to  the  reasonableness  of  moving  the  date  of  change  in 
rate  from  September  1 to  July  1.  However,  this  past 
year  the  Company  was  willing  to  continue  with  the  Sep- 
tember 1 date,  in  view  of  the  fact  that  we  had  two  rather 
sizable  increases  in  two  successive  years.  For  the  coming 
year  the  Board  feels  the  Company  would  be  justified  in 
moving  the  date  of  rate-change  ahead  to  July  1. 

These  new  rates  will  hardly  come  as  good  news  to  any 
physician.  Something  must  be  done  if  we  are  to  curb 
these  rapid  increases.  To  that  end,  the  company  has 
agreed  to  further  expand  its  claims  department  and 
make  a greater  effort  to  have  suits  and  claims  processed 
as  rapidly  as  possible.  Our  own  Medical  Society, 
through  its  various  county  advisory  committees,  must 
take  greater  action  to  help  analyze  these  suits  and  claims 
and  insist  that  those  cases  which  should  be  defended  are 
defended.  We  hear  much  about  the  conspiracy  of  silence, 
and  there  is  one — it  is  the  conspiracy  of  silence  of  doctors 
unwilling  to  help  their  colleagues  who  are  defendants  in 
malpractice  suits.  Members  must  be  willing  to  give 
their  time  and  support  by  reviewing  files  and  testifying 
in  court  on  behalf  of  their  fellow  physicians  when  a mal- 
practice suit  clearly  warrants  a strong  defense. 


of  the  great  number  of  resolutions  presented  to  the 
House  of  Delegates  immediately  before  the  annual  meet- 
ing. The  committee,  therefore,  recommends  disap- 
proval of  this  resolution. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report,  thereby  dis- 
approving resolution  71-79. 

The  House  voted  to  adopt  the  reference  committee 
report  as  a whole. 


We  are  looking  for  new  methods  to  solve  this  malprac- 
tice problem,  but  at  the  same  time  we  must  work  to 
strengthen  our  present  program.  It  is  with  this  in  mind 
that  we  are  asking  county  advisory  committees  to  double 
their  schedule  of  meetings  to  help  evaluate  the  backlog 
of  pending  cases  and  keep  abreast  of  newly  reported 
cases  early  in  their  development.  We  strongly  recom- 
mend that  the  physician  involved  be  personally  inter- 
viewed and  that  county  committees  closely  follow  the 
guidelines  set  forth  in  A Handbook  for  Your  County 
Malpractice  Advisory  Committee  which  was  distributed 
in  1964  and  again  in  1968. 

Peer  review  and  tissue  committees  are  to  be  commend- 
ed for  their  efforts  to  uphold  the  standard  of  medicine 
in  our  State.  Strengthening  these  committees  will  have 
a beneficial  effect  on  our  malpractice  insurance  rates. 
Members  insured  in  the  State  Society  Program  was 
covered  for  their  participation  in  peer  review,  utilization, 
and  tissue  committees  under  their  professional  liability 
policies. 

A series  of  area  conferences  with  afternoon  sessions 
devoted  to  the  subject  of  malpractice  insurance  have 
been  held  throughout  the  State.  Many  members  have 
joined  with  me  in  preparing  for  these  conferences,  and  I 
wish  to  extend  to  them  my  personal  thanks.  Each  mem- 
ber of  the  State  Medical  Society  has  been  invited  to  at- 
tend these  meetings  and  take  part  in  the  question  and 
answer  sessions.  I would  like  to  point  out  that  despite 
widespread  publicity  given  to  these  meetings  and  their 
express  purpose  of  giving  the  State  Medical  Society 
members  the  opportunity  to  inquire  about  the  malprac- 
tice program,  in  all  areas  there  was  minimal  response. 

To  the  other  members  of  the  Professional  Medical 
Liability  Insurance  and  Defense  Board,  I wish  to  extend 
my  personal  thanks  for  their  assistance  over  the  past 
year.  Our  meetings  have  often  been  lengthy  and  have 
required  sacrifice  on  the  part  of  each  one  of  you.  Thanks 
also  to  the  officials  of  Employers  Insurance  of  Wausau 
who  have  met  with  us  during  the  course  of  the  past  year 
to  discuss  our  problems.  We  thank  the  local  representa- 
tives of  the  company  for  their  cooperation,  as  well  as 
the  attorneys  associated  with  Martin,  Clearwater  & Bell. 
Personnel  in  the  office  of  the  Indemnity  Representative 
have  been  most  cooperative  in  gathering  information 
needed  by  the  Board. 

During  the  past  year,  the  Board  was  saddened  by  the 
death  of  Thomas  M.  D’Angelo,  M.D.,  who  had  served 
continuously  since  1943  as  a member  of  the  Professional 
Medical  Liability  Insurance  and  Defense  Board  and  the 
committees  that  preceded  the  formation  of  this  Board. 
On  four  different  occasions  Dr.  D’Angelo  was  chairman 
of  the  Board  and  for  many  years  was  vice-chairman. 
Dr.  D’Angelo  added  his  wealth  of  experience  to  our  delib- 
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erations,  and  his  presence  will  be  missed  by  the  Board 
members. 

Respectfully  submitted, 

Arthur  J.  Mannix,  Jr.,  M.D.,  Chairman 

REPORT  OFTHE  REFERENCE  COMMITTEE  ON  ORGANIZA- 
TION, POLICIES.  AND  LEGAL  MATTERS:  The  following  re- 
port was  presented  by  Albert  S.  Lyons,  M.D.,  chairman. 

The  committee  studied  the  report  of  the  Professional 
Medical  Liability  Insurance  and  Defense  Board  and  also 
participated  in  the  symposium  and  panel  discussion  on 
“Medical  Malpractice:  An  Acute  Problem,”  held  during 
the  convention.  We  particularly  wish  to  commend  all 
members  of  the  Board,  under  the  chairmanship  of  Arthur 
J.  Mannix,  M.D.,  and  David  Kershner,  M.D.,  who  give 
unstintingly  and  unselfishly  of  their  time  in  the  impor- 
tant and  often  onerous  work  of  the  Board. 

Furthermore,  we  cannot  emphasize  too  strongly  the 
need  for  the  members  of  the  State  Medical  Society,  when 
consulted  by  Legal  Counsel,  to  cooperate  generously  and 
to  the  fullest  extent  in  the  preparation  and  defense  of 
professional  liability  claims  to  reduce  costs  and  increase 
effectiveness. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Judicial  Council 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Judicial  Council  are  as  follows: 


Theodore  J.  Prowda,  M.D.,  Chairman  Oneida 

James  M.  Blake,  M.D Schenectady 

John  M.  Galbraith,  M.D Nassau 

Walter  T.  Heldmann,  M.D Richmond 

Joseph  G.  Zimring,  M.D Nassau 


After  a hiatus  of  several  years,  the  Judicial  Council 
had  two  appeals  presented  to  it  during  the  year  1970. 

The  first  involved  a physician  who  appealed  an  action 
of  the  Medical  Society  of  the  County  of  Monroe  ex- 
pelling him  from  membership  for  unethical  conduct 
and  improper  dispensing  of  drugs.  The  physician  and 
the  county  medical  society,  each  represented  by  legal 
counsel,  appeared  before  the  Judicial  Council  on  April 
16,  1970,  and  gave  extensive  testimony.  After  due 
deliberation  the  Judicial  Council  voted  to  affirm  the 
decision  of  the  Medical  Society  of  the  County  of  Monroe. 
Subsequently,  the  physician  commenced  a legal  pro- 
ceeding in  the  Supreme  Court  in  Monroe  County  chal- 
lenging the  action  of  the  county  medical  society  and 
that  of  the  Judicial  Council. 

The  Judicial  Council  was  represented  in  this  proceed- 
ing by  William  F.  Martin,  Esq.,  legal  counsel  of  the 
Society,  who  submitted  various  legal  memoranda  in 
support  of  the  decision  of  the  Judicial  Council,  as  did 
the  attorney  for  the  county  medical  society  in  support 
of  its  action.  On  November  30,  1970,  the  judge  before 
whom  the  legal  proceeding  was  held  issued  a 10-page 
decision  upholding  the  actions  of  the  county  medical 
society  and  the  Judicial  Council  and  dismissed  the 
physician’s  petition. 

The  second  appeal  to  the  Judicial  Council  was  made 
by  two  physicians  who  felt  aggrieved  by  a decision  of 
the  Delaware  County  Medical  Society  which  accepted 
a report  of  its  Board  of  Censors  that  “no  further  action 


be  taken  or  is  desirable”  in  regard  to  charges  made  by 
the  two  physicians  against  two  other  physicians.  A 
hearing  before  the  Judicial  Council  was  held  on  June 
4,  1970.  A great  number  of  people  appeared  at  the 
hearing,  including  the  two  physician  appellants  and 
their  attorney,  representatives  of  the  Delaware  County 
Medical  Society,  representatives  of  the  community 
hospital  where  the  dispute  arose  and  its  attorney,  and 
the  two  physicians  against  whom  the  original  complaint 
had  been  made. 

As  the  hearing  developed  it  was  agreed  by  the  parties 
that  an  attempt  would  be  made  to  arbitrate  the  dispute 
using  the  good  offices  of  a panel  of  physicians  appointed 
by  the  president  of  the  Sixth  District  Branch  from  the 
counties  making  up  the  District  Branch  other  than 
Delaware  County.  Based  on  this  agreement  the  Judi- 
cial Council  reserved  decision  and  adjourned  the  hear- 
ing pending  the  outcome  of  the  arbitration. 

Subsequently  the  attorney  for  the  community  hospi- 
tal involved  in  the  dispute  notified  the  legal  counsel 
for  the  State  Medical  Society  that  it  would  not  par- 
ticipate in  the  arbitration  until  after  the  Judicial  Council 
had  rendered  its  decision  on  the  original  appeal.  This 
was  a condition  not  previously  raised  and  agreed  to 
and  as  a result  the  arbitration  proceeding  was  not  held. 
In  view  of  this  development  the  Judicial  Council  recon- 
vened on  November  19,  1970,  to  continue  its  delibera- 
tions. 

The  Judicial  Council,  after  reviewing  the  facts  pre- 
sented to  it,  unanimously  agreed  that  no  final  action 
had  been  taken  by  the  Delaware  County  Medical  Society 
on  the  report  presented  to  it  by  its  Board  of  Censors 
recommending  that  “no  further  action  should  be  taken 
or  is  desirable”  in  regard  to  the  charges  made  by  the 
physician-appellants  against  two  other  physicians. 
The  Judicial  Council  in  view  of  the  foregoing  directed 
the  county  medical  society  to  reconsider  the  complaint 
of  the  physician-appellants  as  well  as  the  recommenda- 
tion of  its  Board  of  Censors  and  to  take  appropriate 
final  action  on  the  matter. 

Respectfully  submitted, 

Theodore  J.  Prowda,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  ORGANIZA- 
TION, POLICIES,  AND  LEGAL  MATTERS;  The  following  re- 
port was  presented  by  Albert  S.  Lyons,  M.D.,  chairman. 

The  report  of  the  Judicial  Council  was  read  and  ap- 
proved. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Legal  Counsel 

To  the  House  of  Delegates,  Gentlemen: 

This  is  my  twenty-eighth  report  on  the  activities  of  the 
office  of  Counsel  to  the  Medical  Society  of  the  State  of 
New  York.  Sixty  years  ago,  George  W.  Whiteside  was 
appointed  counsel  to  the  Medical  Society.  He  was  asso- 
ciated in  the  practice  of  law  with  Lloyd  Paul  Stryker. 
When  he  resigned  to  become  the  managing  partner  of  the 
Chadbourne  firm,  Mr.  Stryker  succeeded  him  as  counsel. 
It  was  just  at  that  time,  on  my  graduation  from  Colum- 
bia Law  School  in  the  spring  of  1928,  that  I became  a 
junior  associate  in  the  office,  and  I have  spent  my  entire 
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career  of  forty-two  years  mainly  occupied  with  the  affairs 
of  the  State  Society  and  its  members. 

When  Mr.  Stryker  resigned  as  counsel  to  devote  his 
activities  to  the  trial  of  some  of  the  most  important  civil 
and  criminal  cases  in  the  history  of  this  State,  he  was 
succeeded  by  Lorenz  J.  Brosnan.  I,  then,  became  almost 
continuously  engaged  in  the  trial  of  Supreme  Court  cases 
spending  a great  part  of  my  time  in  upstate  New  York, 
long  before  travel  was  as  easy  as  it  is  today.  While  the 
work  has  been  demanding,  I have  thoroughly  enjoyed  it. 
I am  greatly  indebted  to  a host  of  members  of  the  medi- 
cal profession  who  have  been  of  invaluable  assistance. 
When  I entered  the  office  we  had  5 attorneys  and  all  of 
their  time  was  spent  with  the  activities  of  the  State 
Society.  Now  we  have  15  attorneys  who  devote  most  of 
their  time  to  the  legal  affairs  of  the  Society  and,  more 
particularly,  to  the  preparation  and  trial  of  professional 
liability  claims  and  cases. 

As  I will  develop  in  my  report,  this  field  of  endeavor 
has  expanded  greatly  and  is  a source  of  concern  to  the 
physicians  and  other  allied  professions  as  well  as  hospi- 
tals. With  the  aid  of  my  associates,  about  whom  I shall 
speak  of  in  some  detail,  we  manage  literally  thousands  of 
these  matters. 

Robert  J.  Bell,  who  is  the  attorney  for  the  Society, 
came  with  us  in  1933.  He  is  a member  of  the  American 
College  of  Trial  Lawyers,  and  last  year  he  was  president 
of  the  Brooklyn-Manhattan  Trial  Lawyers  Association. 
He  has  served  on  committees  of  the  New  York  County 
Lawyers  Association.  He  has  tried  a host  of  cases,  and 
this  fall  has  brought  to  a successful  conclusion  three 
trials.  He  is  held  in  the  highest  regard  by  the  judges  and 
lawyers  alike,  and  I could  make  up  a bound  volume  of  the 
letters  of  praise  that  doctors  have  sent  me  over  the  years 
in  appreciation  of  the  kind,  considerate,  and  skillful  serv- 
ice that  he  has  rendered  in  their  behalf. 

Harold  Shapero  went  with  Mr.  Stryker  when  the  latter 
resigned  as  Counsel  to  the  Society.  He  was  assistant 
counsel  in  all  the  famous  cases  that  Mr.  Stryker  tried, 
and  when  Mr.  Stryker  began  to  restrict  his  activities  in 
the  last  year  or  so  of  his  life,  it  was  agreed  that  it  would 
be  a fine  thing  if  Harold  came  to  this  office.  He  has  been 
with  us  for  fifteen  years,  and  he  is  a member  of  the  Ameri- 
can College  of  Trial  Lawyers.  He  has  tried  scores  of 
cases,  written  many  briefs,  and  argued  appeals.  He  has 
just  finished  a case  wherein  he  succeeded  in  exonerating 
a physician,  where  the  charge  was  negligence  in  operat- 
ing on  an  injured  hand  leading  to  the  patient’s  death. 
A verdict  with  interest  was  returned  against  other  defend- 
ants and  amounted  to  $340,000.  The  trial  took  three 
weeks  in  Westchester  County.  The  preparation  of  the 
physician’s  defense  and  its  presentation  were  managed 
brilliantly,  and  this  is  but  the  latest  in  a succession  of 
similar  results  that  this  fine  lawyer  has  achieved. 

John  J.  DeLuca  has  been  with  us  over  twenty-five 
years  and  has  carried  a heavy  burden  of  depositions  and 
appellate  practice.  He  is  a lawyer  of  exceptional  learn- 
ing, and  he  has  been  a tower  of  strength  through  the 
years. 

Donald  J.  Fager,  who  manages  the  Syracuse  office, 
prepares  and  tries  a great  volume  of  litigation  upstate. 
He  came  with  us  after  a distinguished  academic  career 
at  Notre  Dame  University  and  New  York  University 
School  of  Law  where  he  was  a member  of  the  Law  Re- 
view. He  has  recently  been  appointed  junior  attorney 
for  the  Society.  He  has  followed  in  the  footsteps  of 
myself  and  Mr.  Bell  and  has  tried  lawsuits  in  the  major- 


ity of  counties  of  this  State.  As  I write  this  report,  he  has 
brought  to  a successful  conclusion  a ten-day  trial  in 
Albany  County,  and  he  is  about  to  start  one  in  Onondaga 
County. 

Anthony  Louis  Schiavetti  has  now  been  with  us  for 
ten  years.  After  graduating  from  Fordham  University, 
he  was  a Lieutenant  in  the  Army  and  served  in  Korea. 
He  then  worked  in  the  managing  attorney’s  office  in  a 
large  Wall  Street  firm  while  going  through  law  school  at 
night.  He  is  a most  effective  trial  lawyer  and  has  tried 
cases  in  many  of  the  metropolitan  counties. 

Francis  P.  Bensel  who  had  several  years  of  expe- 
rience with  a large  corporate  firm  has  now  been  with  us 
for  five  years.  He  is  the  son  of  a distinguished  trial 
lawyer  and  is  emulating  his  father’s  achievements.  He 
has  tried  many  cases  and  just  finished  a case  in  Rock- 
land County  where  a large  settlement  demand  was  made, 
which  involved  the  death  of  a mother  from  a ruptured 
splenic  aneurysm  shortly  after  the  birth  of  a child.  He 
presented  the  defense  in  a most  able  manner,  and  the 
jury  returned  a verdict  in  favor  of  the  obstetrician- 
defendant. 

Daniel  Boone,  Jr.,  who  came  with  us  after  serving  for 
several  years  on  the  staff  of  one  of  our  United  States 
District  Court  judges,  is  active  in  pretrial  procedures 
and  has  tried  a considerable  number  of  cases.  One  of 
his  recent  cases  involved  a suit  brought  by  a patient 
against  the  manufacturer  of  a pacemaker,  because  a wire 
broke  in  the  pacemaker  and  caused  a serious  complica- 
tion. The  manufacturer  brought  a third-party  action 
against  the  surgeon  claiming  that  he  knotted  the  wire 
and  caused  it  to  weaken  resulting  in  the  break.  After 
the  case  started,  the  defendant  remembered  that  one  of 
the  heart  surgeons  in  the  country  had  given  a lecture  in 
the  course  of  which  he  mentioned  that  he  occasionally 
knotted  such  a wire.  When  a call  was  put  through  to 
this  physician  who  practiced  in  a Southwestern  hospital, 
it  was  learned  that  he  was  in  another  part  of  the  country 
conducting  a seminar.  Through  a number  of  inquiries, 
we  were  finally  able  to  talk  to  this  world-renowned  au- 
thority on  the  telephone.  He  agreed  with  our  defend- 
ant’s position,  and  at  great  sacrifice  of  his  time,  he 
flew  to  New  York  to  take  the  stand.  No  questions  were 
asked  of  him  on  cross  examination,  and  the  case  was 
dismissed  as  to  the  doctor-defendant.  While  the  jury 
was  deliberating  on  the  cause  of  action  against  the 
manufacturer,  the  case  was  settled.  It  was  most  in- 
spiring to  all  of  us  that  this  great  physician  would  take 
the  time  out  to  help  one  of  his  fellows,  and  it  should  be 
a lesson  to  many  physicians  who,  when  we  ask  them  to 
help,  offer  all  kinds  of  reasons  as  to  why  they  cannot, 
most  of  which  really  do  not  amount  to  more  than  an 
excuse. 

A.  Baisley  Sheridan,  who  retired  as  a member  of  the 
legal  staff  of  Pan  American  Airways  has  been  with  us  for 
two  and  one-half  years.  He  prepares  and  conducts  a 
substantial  number  of  examinations  before  trial.  This 
work  is  time  consuming,  and  some  of  these  hearings  go 
on  for  days.  He  agrees  with  me  that  they  are  a test  of 
one’s  patience.  The  idea  is  to  keep  them  moving  along, 
trying  all  the  time  to  avoid  obstructive  tactics  of  the 
opponent  so  that  we  do  not  have  to  go  to  a judge  for 
rulings  and  further  sessions.  Some  days  the  office  looks 
like  a clinic  as  a host  of  witnesses  appear  to  give  their 
testimony. 

George  van  Setter,  who  was  a Root  Tilden  Scholar  at 
New  York  University  Law  School,  has  now  been  with  us 
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live  years.  He  has  conducted  many  proceedings  relating 
to  the  preparation  of  our  cases  and  has  tried  a number 
of  them. 

Walter  G.  Alton,  Jr.,  who  assisted  Don  Fager  for  sev- 
eral years  with  our  upstate  cases,  and  last  spring  tried 
three  Supreme  Court  cases  in  as  many  different  counties 
all  to  a successful  conclusion,  has  now  come  back  to  the 
New  York  City  office.  His  place  in  the  Syracuse  office 
has  been  taken  by  John  Ganotis,  a graduate  of  Syracuse 
University  and  Duke  Law  School,  who  for  several  years 
was  associated  with  a Syracuse  lawyer  recently  elected 
judge.  We  are  pleased  to  have  him  with  us. 

Steven  C.  Mandell,  who  after  his  graduation  from  New 
York  University,  was  the  managing  clerk  in  our  office 
while  he  attended  St.  John’s  Law  School  at  night. 
Since  his  admission  to  the  bar  several  years  ago,  he  has 
tried  and  won  a number  of  Civil  Court  cases. 

Joseph  Story,  a graduate  of  Miami  University  in  Ohio 
and  Duke  Law  School,  who  then  worked  for  the  Federal 
Bureau  of  Investigation  as  an  agent  for  three  years,  has 
recently  joined  our  staff.  After  participating  in  the 
preparation  of  a number  of  cases  and  conducting  many 
depositions,  he  is  now  starting  on  his  career  as  a trial 
lawyer. 

Richard  A.  Young,  a graduate  of  Brown  University  and 
the  University  of  Virginia  Law  School,  was  until  recently 
in  corporate  employment  after  having  spent  several 
years  with  a Wall  Street  firm,  and  he  has  just  joined  our 
office. 

Assisting  Steve  Mandell  in  the  management  of  the 
detail  of  the  office  is  Melvin  Bernheimer,  a graduate  of 
Boston  University,  who  worked  for  one  of  our  large  phil- 
anthropic organizations  in  a managerial  capacity  and 
then  decided  to  attend  night  law  school  at  which  time 
he  came  with  us.  So,  I think  that  we  have  a good  mix- 
ture of  ages  and  are  assured  of  a continuity  of  service. 

Insurance  Coverage.  Since  I have  mentioned  so 
much  about  deposition  procedures,  this  seems  a good 
time  to  again  remind  physicians  that  good  records  are  a 
bulwark  of  strength  in  the  defense  of  professional  lia- 
bility cases.  This  point  was  well  made  in  the  Journal 
of  the  Oklahoma  State  Medical  Society  relating  to 
“Malpractice  Prophylaxis,”  wherein  it  was  said: 

Ideal  medical  records  should  be  kept  in  every  case:  (a)  rec- 
ords that  would  be  acceptable  when  offered  in  court;  (b)  rec- 
ords that  cle£U"ly  show  what  was  done  and  when  it  was  done; 
and  (c)  records  which  establish  that  nothing  was  neglected 
and  the  given  care  fully  met  an  acceptable  standard. 

If  any  patient  discontinues  treatment  before  he  should,  or  if 
he  fails  to  follow  instructions,  the  record  should  show  the  fact. 

A good  method  is  to  file  a carbon  copy  of  the  letter  sent  the 
patient  advising  him  against  the  unwise  course.  The  physi- 
cian, in  his  selection  of  a patient,  should  limit  himself  to 
such  fields  as  are  within  his  qualifications.  He  should  keep 
abreast  of  the  times.  If  he  confines  his  practice  to  his  office 
and  does  not  make  house  calls,  he  should  advise  his  patients 
of  this  fact  before  undertaking  their  care. 

May  I say  that  there  is  a good  deal  of  advice  that  can 
help  a physician  to  avoid  controversy  with  his  patient. 
The  State  Medical  Society  is  making  a major  effort  to 
educate  its  members  in  this  regard.  We  participate  in 
regional  conferences  where  half  of  an  all-day  session  is 
devoted  to  a discussion  of  professional  liability  and  what 
a physician  may  do  to  improve  the  situation.  I have  just 
attended  one  of  these  meetings  held  in  Valley  Stream, 
where  over  250  physicians  were  present.  The  attendance 
has  been  spotty  at  some  of  these  meetings  but  simply 
magnificent  at  others.  Mr.  Fager  has  addressed  four  of 


them  in  upstate  New  York  which  were  very  well  attended 
and  there  were  many  favorable  comments  regarding  the 
panel  discussion  of  professional  liability. 

I was  asked  to  address  a meeting  of  the  executives  of 
various  county  medical  societies  held  recently  at  the 
Westchester  Academy  of  Medicine.  The  turnout  was 
excellent  in  numbers  and  in  the  active  participation  of 
those  present.  I was  rather  amused  that  one  of  the  topics 
was  “More  Vigorous  Defense  of  Malpractice  Claims  and 
Suits.”  Some  of  what  I said  about  our  recent  trials  indi- 
cates that  plenty  of  vigor  is  already  being  displayed  in 
this  regard.  No  matter  how  vigorous  one  wishes  to  be 
in  the  defense  of  a physician  charged  with  a departure 
from  proper  practice,  one  must  use  his  experience  and 
judgment  in  the  decision  as  to  whether  settlement  or 
trial  should  ensue,  and  a decision  in  this  regard  is  not 
an  arbitrary  one.  It  is  based  on  the  view  of  the  defend- 
ant himself  as  to  whether  he  wishes  to  go  through  with 
the  trial,  the  decision  of  the  insurance  company  after  it 
has  thoroughly  investigated  the  matter  and  obtained  ex- 
pert opinions  in  relation  to  it,  plus  the  ever  vigilant  re- 
view of  these  cases  by  county  and  State  committees  and 
boards  and  last  but  not  least  the  decision  of  this  office 
as  to  what  we  think  is  the  best  thing  to  do. 

When  I quote  later  on  in  this  report  from  my  testimony 
before  Senator  Norman  Lent’s  Committee,  I hope  you 
will  get  a little  of  the  flavor  of  a type  of  situation  that 
arises  where  it  would  be  decidedly  unwise  to  go  through 
to  a jury  verdict.  Incidently,  one  should  be  disabused 
of  the  thought  that  practically  all  malpractice  cases 
have  no  just  basis  and  that  all  doctors  wish  them  to  be 
defended  to  the  bitter  end.  In  litigated  matters  the 
gamut  is  run  from  black  to  white  with  overtones  of  gray, 
and  many  factors  enter  into  the  picture.  One  must  con- 
fess that  if  a physician  faces  financial  ruin  should  a ver- 
dict be  returned  against  him  and  he  has  insurance  with 
small  limits,  much  soul-searching  is  done  before  he  is 
subjected  to  the  vagaries  of  the  jury  system. 

Not  only  is  the  Legislature  of  the  State  of  New  York 
vitally  interested  in  the  problem  of  the  costs  of  profes- 
sional liability  insurance  since  it  eventually  affects  the 
cost  of  medical  care,  but  the  U.S.  Department  of  Health, 
Education,  and  Welfare  has  a full-time  assistant  who  is 
studying  this  whole  field.  Everyone  knows  that  costs 
have  risen  greatly  in  the  last  few  years  and  more  can  be 
learned  about  that  by  studying  the  report  of  the  Pro- 
fessional Medical  Liability  Insurance  and  Defense 
Board. 

It  is  interesting  to  note  that  the  American  Medical 
Association  through  a broker  has  been  negotiating  with 
one  of  our  largest  insurance  companies  to  try  to  obtain 
for  a number  of  states  group  malpractice  insurance. 
Most  of  these  states  have  no  such  coverage  presently 
available.  To  date,  the  problem  has  not  been  solved. 
Pilot  programs  are  all  the  company  seems  to  be  inter- 
ested in.  If  it  is  any  consolation  to  the  medical  profes- 
sion, the  legal  profession  is  faced  with  the  same  prob- 
lem. The  Association  of  the  Bar  of  the  City  of  New  York 
recently  sent  to  its  members  a review  of  the  situation 
in  which  it  reports  that  only  two  companies  are  inter- 
ested in  writing  professional  liability  insurance  for  law- 
yers, and  there  will  be  a $5,000  deductible  before  the 
carrier  will  have  to  answer  in  damages. 

The  American  Medical  Association  and  the  American 
Bar  Association  will  conduct  a joint  national  medico- 
legal seminar  this  spring  in  New  York  City  and  promi- 
nent in  the  subjects  to  be  discussed  will  be  the  critical 
problem  presented  by  malpractice  litigation. 
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Coruspiracy  of  Silence.  I state  categorically  that  there 
is  no  shortage  of  professional  witnesses  to  testify  on  the 
plaintiff’s  behalf  in  these  cases  provided  that  they  are 
amply  compensated.  The  old  charge  that  there  is  a con- 
spiracy of  silence  on  the  part  of  the  medical  profession 
is  a false  one.  Not  one  of  the  considerable  number  of 
physicians  who  have  testified  for  plaintiffs  against  a 
fellow  physician  has  ever  been  disciplined  by  a medi- 
cal society  in  this  State.  Nor  has  the  carrier  for  the 
State  Society  ever  revoked  coverage  for  one  of  these 
physicians.  We  would  not  countenance  such  discipli- 
nary action,  and  we  have  always  taken  the  position  that 
it  would  only  make  a martyr  out  of  a particular  physician 
and  increase  his  value  as  a witness  in  subsequent  cases. 
There  is  only  one  effective  way  to  handle  expert  wit- 
nesses on  either  side  and  that  is  to  be  amply  prepared 
to  cross  examine  the  witness  and  prove  him  wrong  if,  in 
fact,  he  is. 

Insurance  Carrier.  While  I am  on  the  subject  of  mal- 
practice insurance,  I wish  to  pay  tribute  to  the  officers 
and  employes  of  the  Employers  Insurance  of  Wausau. 
The  skilled  and  fair  treatment  accorded  to  all  their  in- 
sured physicians  is  a model  of  its  kind.  I might  say  that 
this  has  been  recognized  nationally  and  has  been  com- 
mented on  in  symposia  that  I have  attended  out  of  state. 
Their  loss  experience  has  been  most  unfortunate,  but 
they  have  persisted  in  their  efforts  to  render  a social 
service  to  the  physicians  of  this  State.  There  are  judges 
and  plaintiff’s  lawyers  who  scoff  at  the  increased  finan- 
cial burden  that  professional  liability  places  on  a phy- 
sician, and  they  make  flip  remarks  that  it  is  passed  on 
to  the  patient  in  any  event,  but  the  existence  of  this 
insurance  is  a great  benefit  and  should  the  few  remaining 
carriers  in  this  field  decide  to  wash  their  hands  of  it,  an 
economic  tragedy  would  ensue. 

Abuses  by  Plaintiffs’  Attorneys.  I call  attention 
to  comments  which  I have  made  before  Senator  Lent’s 
Committee  regarding  some  of  the  abuses  that  can  be 
corrected  so  far  as  the  conduct  of  the  plaintiff’s  bar  is 
concerned,  which  read  in  part  as  follows: 

Very  disturbing  is  the  practice  used  by  some  attor- 
neys of  naming  as  defendants  practically  everybody 
who  appears  on  the  hospital  record  as  having  treated 
a patient.  It  is  a source  of  heartache  and  expense 
to  many  of  the  doctors  so  named  that  they  are  in- 
cluded. They  may  spend  days  of  their  time  in  court 
before  plaintiff’s  counsel  while  a specious  show  of  fair- 
ness discontinues  against  them,  and  furthermore,  no- 
body ever  offers  them  one  cent  of  recompense  for  the 
time  that  has  been  taken  away  from  their  practice. 

Joseph  Kellner,  plaintiffs’  counsel  in  a number  of 
malpractice  cases  is  quoted  in  a bulletin  of  the  Ameri- 
can Arbitration  Association,  October  28,  1970,  as 
follows:  “Lawyers  who  are  frustrated  in  their  search 
for  doctors  to  testify  often  become  trigger  happy  and 
sue  with  or  without  a doctor  and  with  or  without  a good 
case.  Some  lawyers,  out  of  sheer  ignorance  of  the 
medical  aspects  of  the  case  or  in  the  hope  of  finding 
a doctor  to  testify  just  before  trial,  will  sue  on  a hope 
and  a prayer.  Later  they  must  drop  or  lose  the  case 
when  no  doctor  will  agree  to  testify — a fiasco  which 
adds  to  calendar  congestion  in  the  courts.” 

So  far  as  the  way  these  cases  are  processed  through 
the  courts,  much  can  be  changed  for  the  better.  I be- 
lieve that  the  initial  pleadings  in  a malpractice  action, 
indeed,  if  not  in  all  cases,  should  be  filed  in  the  state 


courts  in  a manner  similar  to  that  employed  in  the  Fed- 
eral courts  and  that  a modest  filing  fee  should  be  re- 
quired. Except  on  a showing  of  poverty,  a bond  for  costs 
should  be  posted.  Quite  a number  of  malpractice  cases 
are  brought  for  settlement  purposes  only  and  never  ac- 
tually come  into  the  courts  until  a motion  is  made  to 
dismiss  the  pleadings  at  a late  date. 

The  adoption  of  the  Federal  deposition  procedure  by 
our  state  courts  works  well  when  it  is  not  abused.  It 
furnishes  both  sides  with  a reasonably  accurate  picture 
of  what  took  place  and  in  many  cases  leads  to  a fair  dis- 
position. However,  some  attorneys  do  abuse  the  sys- 
tem. They  will  take  a physician-defendant  and  examine 
him  interminably,  then  when  the  case  begins,  although 
they  can  read  his  testimony,  they  will  call  him  as  a wit- 
ness and  in  anything  but  an  orderly  chronologic  fashion 
have  him  testify  again  on  the  same  matters.  When  you 
try  to  have  him  give  his  recollection  of  the  facts,  you  are 
often  interrupted  by  the  judge  and  asked  if  you  are  not 
being  repetitious  and  if  you  cannot  hurry  up  as  there  is 
a great  backlog  of  cases  in  the  court. 

The  jury  selection  method  used  in  many  of  our  courts 
is  one  which  allows  too  much  leeway  in  questioning  and 
almost  always  out  of  the  presence  of  a judge,  sometimes 
days  before  a judge  is  assigned  to  the  case.  Questions 
are  directed  to  each  individual  juror  which,  as  an  in- 
stance, “whether  he  knows  the  suit  is  for  a lot  of  money, 
and  whether  he  can  bring  in  a large  verdict  should  the 
proof  call  for  the  same.”  Much  self  praise  is  indulged 
in.  The  Federal  system  is  immensely  superior.  A dis- 
trict judge  usually  asks  the  questions  and  selects  the  jury 
in  an  hour  or  less.  Some  of  our  state  judges  have  begun 
to  admonish  counsel  to  refrain  so  far  as  possible  from 
addressing  questions  to  each  individual  juror.  A sense 
of  what  is  correct  is  well-stated  in  the  following  pretrial 
order  issued  by  a Florida  Circuit  Court  in  New  Smyrna 
Beach,  Volusia  County. 

1.  Efforts  to  influence  or  sway  the  minds  of  jurors 
prior  to  evidence  will  degrade  the  concept  of  fair  trial 
and  will  not  be  permitted. 

2.  The  cases  may  not  be  argued  in  any  way  while 
questioning  the  jurors. 

3.  Jurors  may  not  be  questioned  concerning  antici- 
pated instructions  or  theories  of  law. 

4.  The  counsel  may  not  engage  in  efforts  to  indoctri- 
nate, visit  with,  or  establish  rapport  with  jurors. 

5.  Jurors  may  not  be  asked  what  kind  of  verdict  they 
might  render  under  any  given  circumstance. 

6.  Questions  are  to  be  asked  collectively  of  the  en- 
tire panel  whenever  possible. 

There  is  pressure  to  settle  malpractice  cases  because 
the  judges  know  that  they  are  interminably  long  and  that 
intricate  questions  of  law  and  fact  must  be  decided.  As 
presently  constituted,  our  jury  system  is  far  from  an 
ideal  tribunal.  We  have  suggested  to  a number  of  our 
opponents  that  some  cases  be  arbitrated  but  have  not 
had  an  acceptance.  There  has  been  talk  of  panels  of 
doctors  and  lawyers  created  in  an  impartial  manner  by 
the  cooperation  of  bar  associations  and  medical  societies 
to  try  some  of  these  cases,  but  this  is  an  open-end  situa- 
tion where  the  plaintiffs  are  willing  at  times  to  have  such 
a hearing  but  not  to  have  it  binding  on  them.  Arbitra- 
tion has  the  merit  of  prompt  disposal  before  an  impartial 
panel  and  as  a side  benefit  is  usually  held  in  a place 
far  more  conductive  to  calm  behavior  than  several  of  our 
decrepid,  old  courthouses  in  this  city. 
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Contingent  Fee  System.  Many  doctors  are  shocked 
by  the  contingent  fee  system,  which  is  the  basic  method 
used  to  finance  negligence  litigation  in  this  country. 
I cannot  see  any  swift  abolition  of  this  system  which  was 
created  at  a time  when  most  litigants  in  all  types  of  negli- 
gence cases  were  impecunious.  Recently,  a former  presi- 
dent of  the  American  Bar  Association  defended  the  sys- 
tem, although  he  admitted  there  were  many  abuses  of 
it.  May  I cite  one. 

Not  long  ago  in  a case  where  we  were  one  of  a number 
of  attorneys  representing  defendants  in  a county  of  this 
State,  which  I shall  not  name,  and  shortly  after  several 
sessions  of  examinations  before  trial  had  taken  place, 
serious  negotiations  took  place  in  an  effort  to  settle  a 
case  involving  a young  mother  and  her  third  child.  It 
was  charged  that  they  both  received  brain  damages  as 
a result  of  medication  given  prior  to  the  delivery  of  the 
infant  plaintiff.  Finally  settlement  was  effected  in  the 
sum  of  $650,000.  Of  this  sum  $360,000  was  allotted  to 
the  infant  and  $290,000  to  the  parents.  A Compromise 
Order  in  the  infant’s  action  was  prepared  by  the  plain- 
tiff’s attorney  and  submitted  to  a judge  other  than  the 
one  who  had  conducted  the  pretrial  conferences.  The 
judge  allowed  one  third  of  the  infant’s  settlement  as  a 
fee  for  the  lawyer.  I assume  the  same  percentage  was 
obtained  in  the  parent’s  action  as  well. 

I find  these  fees  to  be  shocking.  It  is  only  fair  to  state 
that  many  judges,  when  they  have  jurisdiction  over  cases 
brought  on  behalf  of  infants,  incompetent  persons,  or  in 
a wrongful  death  action  insist  that  the  attorney’s  fee 
be  a reasonable  one,  and  many  plaintiff’s  lawyers  volun- 
tarily reduce  their  fees.  Yet,  never  once  in  any  of  the 
publications  of  the  plantiffs’  bar  have  I ever  seen  a sin- 
gle suggestion  that  the  contingent  fee  be  reduced  as  the 
amount  of  settlement  increases. 

What  our  English  brethren  think  of  the  contingency 
fee  is  illustrated  by  words  taken  from  part  of  a lecture 
given  by  Professor  T.  Cecil  Gray,  of  the  University  of 
Liverpool,  at  the  annual  dinner  of  the  Medico-Legal 
Society,  held  at  Middle  Temple  Hall,  on  May  13,  1970: 

Another  characteristic  of  the  law  that  we  medicos  like  to 
think  we  share  is  integrity.  I should  like  to  be  serious  for  a few 
minutes  because  we  thank  God  for  it  particularly  when  we  look 
across  the  Atlantic.  There  it  is  quite  usual  in  medicolegal 
practice  in  the  sort  of  field  many  of  us  here  are  involved  in, 
in  cases  of  malpractice  and  so  on,  to  have  what  they  call  con- 
tingency payments.  For  the  sake  of  the  ladies  present  I will 
explain  that  this  is  an  arrangement  whereby  the  lawyer  and 
counsel  gather  their  fees  in  medicolegal  cases  deducted  from 
the  damages  awarded  to  the  plaintiff  in  a hospital  case  and  so 
on.  These  fees  so  deducted  may  run  to  anything  from  one 
third  to  a half  of  the  damages  awarded. 

Incidently,  I understand  that  the  judges  in  awarding  dam- 
ages not  infrequently  give  the  damages  that  they  want  the  pa 
tient  to  get  plus  the  fee,  of  a third  or  a half  as  the  case  may 
be.  So  it  is  no  surprise  that  insurance  for  protection  of  doc- 
tors in  the  States  is  a matter  of  fantastic  expense  to  the  pro- 
fession. 

It  also  seems  that  this  practice  accounts  to  a considerable 
extent  for  tbe  enormous  scale  of  litigation  against  hospitals 
and  doctors  in  that  country.  I am  not  going  to  suggest  for  a 
moment  that  you  should  take  that  practice  up,  or  that  you 
have  any  thought  of  doing  so,  but  I want  to  make  a point  that 
will  become  apparent  in  a few  minutes.  You  probably  do  not 
know  the  scale  of  that  litigation,  but  you  should,  because 
we  must  watch  things  here.  It  is  surprising  to  think  that  at 
this  very  moment  one  in  ten  doctors  in  Los  Angeles  County 
is  involved  in  litigation.  That  is  good  business,  I know. 
There  are  about  2,.5(X)  malpractice  suits  pending  at  this 


moment  in  southern  California  alone.  This  points  to  an  enor- 
mous vested  interest  that  can  grow  up  in  that  sort  of  climate 
if  it  gets  out  of  hand. 

We  in  the  defense  societies  in  this  country  are  unhappy  that 
we  are  having  to  double  our  subscriptions  by  the  medical  pro- 
fession from  6 pounds  to  12  pounds,  having  kept  them  steady 
for  the  past  five  years.  Yet  in  Southern  California  the  sub- 
scriptions have  been  doubled  in  1968  and  again  in  1969,  and 
will  almost  certainly  be  doubled  again  in  1970.  The  average 
doctor  in  southern  California  was  paying  no  less  than  $4,000 
a year  protection  in  1969.  So  you  can  imagine  what  the  really 
hazardous  doctor  is  having  to  pay. 

So  far  as  legislation  in  this  field  is  concerned,  I re- 
spectfully submit  that  the  change  most  needed  in  mal- 
practice actions  is  a correction  of  what  I think  is  a wrong 
decision:  to  wit,  Flanagan  v.  Mt.  Eden  General  Hospi- 
tal, 24  N.Y.S.  2d  427;  301  N.Y.S.  23,  1969.  The  case  de- 
cided that  the  statute  of  limitations  in  New  York,  which 
had  previously  been  held  to  accrue  at  the  time  of  the  act 
complained  of,  was  modified  in  the  case  of  a foreign  body 
and  the  so-called  discovery  rule  would  apply.  In  other 
words,  the  period  of  the  three-year  statute  would  not 
start  to  run  until  the  date  of  the  discovery  of  the  foreign 
body.  In  the  Flanagan  case  it  was  claimed  that  a clamp 
had  been  left  in  during  the  course  of  an  operation  per- 
formed on  July  15,  1958,  and  that  it  was  discovered  in 
June,  1966.  An  action  against  the  hospital  was  com- 
menced in  October,  1966,  and  against  the  physician  in 
November,  1966.  At  that  time  the  physician  was  de- 
ceased, and  the  action  was  brought  against  his  estate. 
Realization  of  what  that  decision  means  for  doctors  in 
this  State  is  vividly  illustrated  by  a number  of  lawsuits 
that  were  brought  after  it  was  published  wherein  as 
many  as  fifteen  years  separated  operation  and  discovery. 
I received  a call  recently  from  a doctor,  who  in  the  course 
of  taking  an  x-ray  film  for  a suspected  fracture,  dis- 
covered a small  curved  fragment  of  a needle  which  had 
been  left  in  the  patient  during  the  course  of  an  episi- 
otomy.  The  patient  had  three  children;  the  youngest 
was  eleven  years  of  age.  There  were  no  complaints,  and 
I advised  the  doctor  to  tell  the  husband  of  the  presence 
of  the  foreign  body.  Actions  which  are  brought  for  some- 
thing that  happened  many  years  prior  thereto,  are  very 
difficult  to  try  because  records  have  been  lost  and  wit- 
nesses have  either  died  or  disappeared  and  the  exact  cir- 
cumstances cannot  be  reconstructed.  Any  statute  of 
limitations  will  cause  an  occasional  injustice,  but  the 
Flanagan  decision  dating  the  running  of  the  statute  from 
the  discovery  of  a foreign  body  sets  no  decent  time  limit. 

I,  therefore,  feel  that  perhaps  with  some  moderate  ex- 
tension for  infants  that  the  statute  recently  passed  in 
California  (SB  362)  which  “Sets  statute  of  limitation  on 
malpractice  suits  at  four  years  after  injury  or  one  year 
after  ‘discovery’  whichever  occurs  first,”  should  in  words 
or  substance,  be  adopted  in  this  State.  Of  course  in  the 
instance  of  deliberate  deception  on  the  part  of  the  treat- 
ing physician,  the  statute  would  not  run.  This  is  true 
under  our  present  rules.  May  I state  that  before  this  re- 
cent change  in  the  California  statute,  there  had  been  a 
number  of  court  decisions  which  created  an  ever  more 
liberal  interpretation  of  the  statute  than  in  this  state. 

Another  great  injustice  to  hospitals  and  doctors  arises 
because  of  Article  2,  Section  208,  of  the  Civil  Practice 
Law  and  Rules  entitled:  “Infancy,  insanity  or  impris- 
onment,” which  states  in  part:  “The  time  within  which 
the  action  must  be  commenced  shall  not  be  extended  by 
this  provision  beyond  ten  years  after  the  cause  of  action 
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accrues,  except  where  the  person  was  under  twenty-one 
years.”  We  have  had  a number  of  cases  where  fifteen  or 
more  years  have  passed  since  the  acts  complained  of 
occurred.  1 received  a call  from  an  upstate  physician 
who  had  just  been  served  with  a summons  that  included 
his  hospital  as  a codefendant.  Diligent  search  revealed 
that  the  only  time  he  had  ever  seen  the  patient  was  at  or 
soon  after  his  birth  which  occurred  twenty-three  years 
before.  He  was  quite  a young  physician  at  that  time  and 
none  of  the  physicians  and  nurses,  then  on  the  service 
at  his  hospital,  were  still  available. 

Every  year  I receive  from  William  Hawkins,  the  solici- 
tor of  the  Medical  Protection  Society  (of  Great  Britain) 
their  Annual  Report,  and  I quote  in  part  from  the  Report: 
“The  Family  Law  Reform  Act,  1969,  which  reduces  the 
age  of  majority  from  twenty-one  to  eighteen  years  con- 
tains a provision  of  special  interest  and  importance  to 
medical  and  dental  practitioners.  Section  8 provides 
that  the  consent  of  a minor  who  has  attained  the  age  of 
sixteen  years  to  any  surgical,  medical,  or  dental  treat- 
ment shall  be  as  effective  as  it  would  be  if  he  were  of  full 
age,  and  where  such  a minor  has  given  effective  consent 
by  virtue  of  that  section,  it  shall  not  be  necessary  to 
obtain  the  consent  of  his  parent  or  guardian.”  This 
seems  to  me  to  be  a reform  that  would  be  a just  one  for 
New  York  State  to  adopt. 

One  must  wonder  what  will  happen  if  some  ceiling  is 
not  put  on  verdicts  to  avoid  some  of  the  wild  excesses 
that  occur.  It  is  not  that  a given  tragic  situation  can 
be  measured  in  dollars  but  rather  it  is  just  not  practical 
to  allow  too  great  a recovery,  and  this  is  a situation  that 
the  plaintiffs  bar  just  does  not  face  up  to.  Their  great- 
est worry  is  that  the  automobile  cases  will  be  taken  out 
of  the  courts.  Yet,  even  in  that  field,  they  seem  to  re- 
sist any  change.  They  are  wholly  content  to  stay  with 
the  situation  as  it  exists.  They  also  boast  that  because 
of  the  presence  of  so  many  lawyers  in  the  Legislature, 
there  will  be  little,  if  any,  change,  but  in  the  end,  the 
people  of  this  State  must  prevail.  I do  not  wish  to  be 
understood  to  be  recommending  that  a Workmen’s 
Compensation  type  of  recovery  should  be  had  with  its 
rather  restricted  limits  for  loss  of  life  or  limb.  After  all, 
workmen  recover  regardless  of  fault,  but  even  where  you 
must  prove  fault  as  a preliminary  to  collecting  damages, 
moderation  is  of  the  essence.  As  an  illustration  of  an  ex- 
cessive verdict,  I sustained  a traumatic  experience  before 
a jury  in  Kings  County  where  one  of  the  two  doctors  I 
represented  was  exonerated  and  the  other  was  held  along 
with  a hospital  and  an  osteopath  for  the  death  of  quad- 
ruplets within  two  days  of  their  birth.  Each  infant 
was  awarded  the  sum  of  $50,000  with  interest  from  the 
date  of  death.  Despite  the  fact  that  there  was  ample 
testimony  that  their  life  expectancy  was  most  precarious 
and  of  one  of  the  infants  practically  nil,  the  judge  al- 
lowed testimony  about  a contract  between  the  parents 
of  much  older  quadruplets  and  a baby  food  company. 
The  trial  judge  cut  the  verdict  for  each  child  from 
$50, (KX)  to  $30,000.  We  then  took  the  matter  up,  and  the 
Appellate  Division  of  the  Second  Department  unani- 
mously reversed  the  decision  as  noted  in  the  following 
memorandum: 

In  an  action  to  recover  damages  for  wrongful  death  of 
plaintiff’s  deceased  infant  quadruplets,  based  on  medical 
malpractice,  defendants  “A,”  D.O.,  the  Long  Island  Jewish 
Hospital,  and  “F,”  M.D.  separately  appeal  (1)  from  an  order 
of  the  Supreme  Court,  Kings  County,  entered  June  18,  1969, 
which  granted  their  motions  to  set  aside  a jury  verdict  against 


them  and  in  favor  of  plaintiff,  and  granted  a new  trial  as  to 
them,  but  only  if  plaintiff  failed  to  stipulate  to  reduce  the 
verdict  as  to  each  child  from  $50,041.25  to  $30,140.25  (plain- 
tiff so  stipulated);  and  (2)  as  limited  by  their  briefs,  from  so 
much  of  a judgment  of  said  court,  entered  June  26,  1969,  as 
in  favor  of  plaintiff  against  said  defendants  upon  the  verdict 
as  reduced  by  plaintiff’s  stipulation. 

Judgment  reversed  in  so  far  as  appealed  from,  on  the  law 
and  the  facts,  and,  as  to  said  defendants,  action  severed  and 
new  trial  granted,  with  costs  to  abide  the  event. 

In  our  opinion  the  finding  of  the  jury,  implicit  in  its  ver- 
dict, that  the  various  alleged  acts  of  negligence  by  each  of  the 
appellants  contributed  to  the  deaths  of  the  infants  is  unsup- 
ported by  the  record.  Because  the  record  does  support  a find- 
ing that  appellants  were  guilty  of  acts  not  in  conformance 
with  accepted  standards  of  medical  practice,  although  there 
was  no  proof  of  causality,  we  grant  a new  trial  rather  than 
dismiss  the  complaint.  Furthermore,  the  introduction  into 
evidence  of  a contract  entered  into  between  a baby  food  com- 
pany and  another  set  of  quadruplets,  on  the  issue  of  damages, 
was  error.  There  being  no  showing  that  it  was  likely  that 
such  a contract  would  have  been  entered  into  on  behalf  of 
plaintiff’s  intestates,  the  introduction  of  the  contract  was 
prejudicial,  as  remote  and  speculative. 

This  reversal  was  a source  of  great  satisfaction  as  we 
regarded  the  verdict  to  be  an  unjust  one.  The  chief  of  a 
large  obstetrical  service  testified  against  us,  and  he  had 
a host  of  petty  complaints  as  to  the  way  in  which  the 
children  were  managed.  For  instance,  two  of  them  were 
placed  in  each  available  isolette  until  the  city  transport 
vehicle  arrived  to  take  them  to  a premature  care  center. 
He  admitted  that  he  could  not  see  how  this  injured  the 
infants,  but  he  said  it  was  a violation  of  a City  ordinance. 
He  could  not  say  that  the  care  rendered  by  the  pediatri- 
cian caused  the  children  any  harm,  but  he  said  that  after 
making  a complete  examination  of  the  children,  in  a 
hospital  where  there  were  staff  doctors  in  attendance, 
that  he  had  no  right  to  leave  for  his  office  a half-hour 
before  the  vehicle  arrived  as  he  was  the  only  pediatrician 
present,  although  his  office  was  nearby  and  he  called 
frequently.  Also,  he  severely  criticized  the  premature 
center  for  holding  the  babies  up  for  photographs  before 
they  were  put  in  isolettes. 

Neither  time  nor  space  admits  of  my  telling  of  the 
enormous  variety  of  situations  that  we  are  faced  with. 
There  is  no  field  of  medicine  or  surgery  that  is  not  sub- 
jected to  the  risk  of  suit.  Very  often  violation  of  the  sim- 
plest rules  can  cause  trouble,  and  we  have  a classic  case 
where  a surgeon,  “Z,”  who  never  saw  the  patient,  was 
sued  along  with  the  hospital  who  employed  Dr.  “Z”  to 
take  care  of  the  emergency  room.  A patient  was  stricken 
with  a coronary  some  20  miles  from  his  home.  The  pa- 
tient’s wife  wanted  him  admitted  to  a hospital  near  their 
home.  When  she  called  the  hospital  and  was  told  that 
Dr.  “Z”  was  in  charge  of  the  emergency  room,  she  was 
delighted  because  Dr.  “Z”  had  treated  her,  and  she  held 
him  in  high  regard.  Her  husband  was  then  brought  to 
the  hospital  in  an  ambulance  equipped  with  oxygen.  He 
was  taken  into  the  emergency  room  where  he  was  seen 
only  by  a nurse  because  Dr.  “Z”  was  operating  at  another 
hospital.  After  the  patient  was  in  the  emergency  room 
for  a brief  period,  he  was  transferred  to  a room.  The 
nurse  left  him  2done  and  came  back  twenty  minutes  later 
to  find  him  dead.  Even  though  there  was  reason  to  be- 
lieve that  the  massive  coronary  he  sustained  might  well 
have  resulted  in  his  death,  it  was  most  embarrassing  that 
the  patient  had  been  seen  by  no  person  trained  to  order 
any  therapy  for  him,  and,  therefore,  the  case  was  settled. 
This  whole  problem  of  servicing  an  emergency  room  in 
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a hospital  was  aptly  commented  on  in  a recent  article  by 
Lowell  Brown,  M.D.,  of  Freeport,  Long  Island,  wherein 
he  said:  “The  main  function  of  any  hospital,  and  par- 
ticularly the  community  hospital,  is  the  best  possible 
care  for  its  patients.  We  feel  that  this  can  be  achieved 
most  economically  by  a very  simple  and  direct  approach. 
One  must  hire  appropriate  personnel  at  whatever  the 
proper  cost  may  be,  to  cover  the  emergency  room  and 
inpatient  emergencies,  twenty-four  hours  a day.” 

Informed  Consent.  Many  of  the  questions  addressed 
to  us  at  the  regional  meetings  relate  to  the  doctrine  of 
informed  consent  which  has  been  the  subject  of  a consid- 
erable number  of  court  decisions  in  the  last  few  years. 
I am  happy  to  say  that  the  rule  seems  to  be  that  a doctor 
is  not  to  be  judged  by  hindsight  just  because  some  com- 
plication ensued  that  was  not  mentioned  to  the  patient 
beforehand.  The  New  York  courts  have  sustained  the 
principle  announced  in  Aiken  v.  Clary,  a Missouri  case, 
wherein  the  court  held:  “The  real  issue  here  is  whether 
plaintiff  is  required  to  go  further  and  as  a part  of  his  case 
offer  evidence  as  to  the  standard  of  medical  conduct  with 
reference  to  disclosures  by  the  physician  to  his  patient 
or  whether  this  is  a matter  which  the  jury  may  decide 
without  such  expert  testimony.  . . . The  question  to  be 
determined  by  the  jury  is  whether  defendant  doctor  in 
that  particular  situation  failed  to  adhere  to  a standard 
of  reasonable  care.  These  are  not  matters  of  common 
knowledge  or  within  the  experience  of  laymen.  Expert 
medical  evidence  thereon  is  just  as  necessary  as  is  such 
testimony  on  the  correctness  of  the  handling  in  cases 
involving  surgery  and  treatment.”  In  the  case  of  Petter- 
son  V.  Lynch  and  Frei  v.  Gaynor,  both  recent  New  York 
cases,  it  was  held  because  the  plaintiff  failed  to  offer 
such  proof  and  a proper  foundation  had  not  been  made  so 
that  no  question  of  fact  could  be  submitted  to  the  jury. 

However,  there  are  cases  where  a strong  point  can  be 
made  out  that  no  informed  consent  was  obtained  from  a 
patient.  For  instance,  there  was  an  upstate  case  where 
a nurse  sustained  serious  injuries  in  a car  collision  with 
only  a $10,000  policy  covering  the  owner.  It  was  clear 
that  the  condition  of  one  of  her  legs  was  such  that  if  it 
had  been  amputated  immediately,  there  probably  would 
have  been  no  criticism  of  the  orthopedic  surgeon  who  was 
called  in  consultation,  but  he  and  a plastic  surgeon  car- 
ried out  a number  of  procedures  aimed  at  saving  her  leg. 
There  came  a time  when,  during  one  of  the  plastic  op- 
erative procedures,  efforts  to  cover  the  damaged  soft 
tissue  proved  unavailing  and  without  any  written  per- 
mission, and  indeed,  as  was  claimed  by  the  plaintiff 
with  no  oral  permission,  the  plastic  surgeon  called  in 
the  orthopedic  surgeon  while  the  patient  was  uncon- 
scious, and  it  was  decided  to  amputate  the  leg. 

Nothing  in  the  hospital  record  indicated  that  amputa- 
tion had  been  under  consideration  at  any  time  reason- 
ably close  to  the  date  when  it  was  actually  performed. 
Both  the  orthopedic  surgeon  and  the  plastic  surgeon, 
when  questioned  in  their  pretrial  depositions,  could  not 
remember  ever  having  discussed  the  amputation  with 
her,  although  the  plastic  surgeon  thought  he  had  men- 
tioned that  if  they  could  not  repair  the  damage  to  the 
soft  tissue,  such  might  come  to  pass.  She  vehemently 
denied  that  he  ever  told  her  he  might  have  to  amputate 
her  leg.  She  had  psychologic  problems  both  before  her 
accident  and  while  a patient.  A brother,  who  was  pres- 
ent at  the  hospital  on  frequent  occasions,  denied  that  he 
had  ever  been  told  that  an  amputation  was  contem- 
plated. Settlement  was  effected  on  behalf  of  the  doc- 


tors and  the  automobile  insurance  carrier.  The  hospital 
refused  to  settle  and  a verdict  was  returned  against  it 
for  $150,000  over  the  settlement  already  effected,  and  the 
matter  is  now  on  appeal.  It  is  extremely  unwise  to  per- 
form any  operation  which  may  have  crippling  conse- 
quences without  explaining  this  to  the  patient.  In  other 
words,  an  informed  consent  should  be  obtained  that 
mentions  there  is  a considerable  risk  if  one  is  present. 
Not  every  possibility  should  be  emphasized;  indeed,  it 
would  be  poor  medicine  to  scare  a patient,  but  he  or 
she  must  be  treated  fairly.  If  the  patient  elects  not  to 
have  the  operation,  such  should  be  recorded.  But  the 
consent  obtained  should  include  specific  language  and 
witnesses  should  be  present  during  the  discussion  of 
the  major  hazards  involved. 

It  is  of  course  folly  to  make  light  of  surgery  and  prom- 
ise results  which  probably  never  can  be  achieved.  The 
patient  must  have  time,  if  it  is  available,  to  think  over 
what  is  to  be  done,  and  if  the  procedure  is  elective,  haste 
is  inadvisable.  There  is  nothing  more  consoling  in  de- 
fending a surgical  case  than  having  adequate,  well-kept 
preoperative,  operative,  and  postoperative  notes. 

Miscellaneous.  In  speaking  of  the  work  of  the  office, 
I emphasized  the  preparation  and  trial  of  our  profes- 
sional liability  cases.  However,  in  addition,  I with  one 
or  more  of  my  associates  routinely  attend  all  meetings 
of  the  Council,  the  Board  of  Trustees,  and  the  House 
of  Delegates. 

Also,  there  are  many  matters  concerning  the  new  head- 
quarters building  at  Lake  Success  which  take  up  con- 
siderable time  and  call  for  consultations  with  specialists 
in  various  fields,  such  as  real  estate,  taxation,  and 
others. 

There  are  over  sixty  meetings  each  year  of  com- 
mittees of  the  county  medical  societies  who  review  the 
professional  liability  situation,  and  a number  of  these 
which  hold  monthly  meetings,  are  now  going  to  hold  bi- 
monthly meetings,  and  at  least  one  county  society  wants 
to  meet  weekly.  In  addition,  there  are  specialty  groups 
who  review  their  experience  at  intervals;  we  attend 
those  meetings.  Members  of  my  staff  have  lectured 
many  groups  of  doctors,  hospital  board  meetings,  and, 
again,  specialty  group  meetings.  Mr.  Story  of  this  office 
just  lectured  on  “Emergency  Room  Aid  and  Rescue  Pro- 
cedures” at  a course  which  is  given  annually  at  Colum- 
bia-Presb3derian  Hospital.  It  is  a fair  statement  to  say 
that  we  receive  on  the  average  a half-dozen  inquiries 
daily,  mainly  from  doctors  but  also  from  hospital  offi- 
cials, nursing  associations,  government  agencies,  and 
fellow  attorneys.  We  must  put  some  restriction  on  the 
amount  of  this  type  of  work  we  do,  but  we  feel,  as  coun- 
sel to  the  State  Medical  Society,  that  we  should  help 
wherever  we  can. 

Acknowledgments.  Henry  I.  Fineberg,  M.D.,  exec- 
utive vice-president  of  the  State  Medical  Society,  has 
been  considerate  of  me,  and  J.  Richard  Burns,  assistant 
executive  vice-president  who  spent  many  years  in  this 
office,  is  a tower  of  strength.  I am  sure  that  the  many 
inquiries  I receive  would  be  greatly  increased  in  volume 
except  for  his  taking  care  of  a number  of  them  on  an 
informal  basis. 

I would  like  to  express  my  appreciation  to  the  officers 
of  the  Employers  Insurance  of  Wausau,  notably,  C.  F. 
Schlueter,  president;  J.  E.  Linster,  vice-president  of 
the  Claims  Department;  Raymond  Bohl,  D.  R.  Uhtoff, 
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and  to  Messrs.  Carroll,  Marx,  Manner,  Bourbeau, 
Andreotta,  Tonn,  Shalley,  Gordon,  Ressa,  McIntyre, 
and  Hansen  of  the  New  York  office;  Messrs.  Bollman, 
Duggan,  Unger,  and  Byrne  of  the  Syracuse  office;  and 
to  Mr.  Lester  of  the  Buffalo  office. 

I would  also  like  to  express  my  appreciation  to  Frank 
Appleton,  H.  F.  Wanvig,  Inc.,  and  his  associates  George 
Wright,  Thomas  Baldwin,  and  John  Fiore.  They  man- 
age the  insurance  program  and  attend  all  meetings  of 
the  Professional  Medical  Liability  Insurance  and 
Defense  Board  and  of  the  local  county  medical  societies 
and  are  most  helpful. 

Respectfully  submitted, 

William  F.  Martin,  Legal  Counsel 

REPORT  OF  REFERENCE  COMMITTEE  ON  ORGANIZATION. 
POLICIES.  AND  LEGAL  MATTERS  The  following  report 
was  presented  by  Albert  S.  Lyons,  M.D.,  chairman. 

The  extensive,  informative,  and  provocative  report 
of  our  legal  counsel  addressed  itself  principally  to  the 
difficulties  involved  in  professional  medical  liability  de- 
fense. The  committee  has  taken  note  of  recent  pending 
bills  concerned  with  this  problem,  such  as  the  modifica- 
tion of  the  statute  of  limitations;  the  legal  protection  of 
hospital  resuscitation  teams  and  emergency  room  per- 
sonnel; and  the  education  law  amendment  to  guard  from 
suit,  utilization  and  peer  review  committees. 

After  consultation  with  our  legal  counsel  and  study  of 
the  contingent-fee  system,  your  reference  committee 
urges  that  the  State  Medical  Society,  through  its 
counsel,  recommend  to  the  courts  that  legal  fees  of  a 
substantial  amount  in  negligence  actions,  specifically 
in  professional  liability  cases,  be  reviewed  and  approved 
by  the  presiding  judiciary. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


Research  and  Planning  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Research  and 
Planning  are  as  follows: 


John  M.  Galbraith,  M.D.,  Chairman  Nassau 

Waring  Willis,  M.D.,  Vice-Chairman  Westchester 

Edward  A.  Burkhardt,  M.D.  New  York 

John  Lee  Clowe,  M.D.  Schenectady 

G.  Rehmi  Denton,  M.D.  Albany 

Robert  E.  Good,  M.D.  Chemung 

Ralph  C.  Parker,  Jr.,  M.D Monroe 

Clyde  L.  Randall,  M.D.  Erie 

Robert  E.  Westlake,  M.D Onondaga 


During  the  past  year  the  committee  welcomed  two 
new  members,  Edward  A.  Burkhardt,  M.D.,  and  John 
Lee  Clowe,  M.D.  Dr.  Burkhardt  succeeds  William  L. 
Wheeler,  Jr.,  M.D.,  (deceased).  Dr.  Clowe  follows 
James  M.  Blake,  M.D.  The  committee  pays  tribute 
to  Dr.  Wheeler  and  commends  the  outgoing  Dr.  Blake 
for  their  services. 

The  committee  construes  its  function  to  be  precisely 
indicated  by  its  name.  Ordinarily  it  is  not  an  action 
committee  in  the  sense  of  implementation.  Rather  its 
function  primarily  is  to  explore,  gather  information. 


discuss,  and  recommend  on  long-range  matters.  For 
action,  it  usually  refers  its  conclusions  to  the  appropri- 
ate committee.  On  occasion  it  may  be  proper,  desirable, 
and  even  essential  for  the  committee  to  assume  imple- 
mentation. 

Having  proposed  the  exploration  of  a nonprofit,  pub- 
lic-benefit corporation  as  a means  of  increasing  adequacy 
and  availability  and  reducing  the  cost  of  delivery  of  med- 
ical care,  particularly  in  hospitals,  the  committee  had 
prepared  in  the  autumn  of  1969  an  exposition  on  its  con- 
ception of  such  an  organization.  It  explained  the  nature 
of  such  a corporate  structure,  its  potentialities,  and  its 
advantages.  Its  title  was:  “To  Meet  a Challenge:  A Non- 
profit, Public-Benefit  Corporation  for  Delivery  of  Per- 
sonal Health  Service.”  On  authorization  of  the  Council 
to  disseminate  it  to  the  membership  of  the  Society,  this 
report  appeared  in  the  January  15,  1970,  issue  of  the 
Mew  York  State  Journal  of  Medicine. 

Meanwhile  this  exposition  had  been  sent  in  October, 
1969,  to  a committee  chairman  who  was  also  a trustee 
of  the  Hospital  Association  of  New  York  State  at  his 
request.  At  the  same  time  the  Hospital  Association  was 
invited  to  join  the  committee  in  exploring  the  subject. 
In  November,  1969,  the  executive  vice-president  of  the 
Hospital  Association  acknowledged  receipt  of  the  docu- 
ment and  reported  that  the  Association  Board  had  re- 
ferred it  to  a committee  for  detailed  study.  He  indicated 
that  we  would  be  informed  when  the  Association’s  study 
was  completed. 

In  March,  1970,  the  Hospital  Association  reprinted 
much  of  the  article,  entitled  “To  Meet  a Challenge”  in 
The  Hospital  Forum,  its  official  journal.  But  no  work 
has  come  from  the  Association  to  the  committee  since 
that  reply  of  November,  1969. 

The  committee  has  held  two  meetings  during  1970. 
At  the  first  meeting  the  principal  item  on  the  agenda  was 
the  broad  subject:  What  is  the  Medical  Society  not  doing 
that  it  should  be  doing?  Of  what  it  is  doing,  what  should 
it  be  doing  better? 

It  was  pointed  out  that  consideration  of  this  topic  has 
to  take  into  account  a vastly  expanded  domain  of  med- 
icine. Marked  changes  especially  during  the  past  three 
decades  have  enlarged  its  sphere.  A new  term,  health 
services,  has  come  into  being  to  convey  this  widened 
scope. 

These  developments,  large  in  sweep,  occurred  within 
a relatively  short  stretch.  In  the  United  States,  public 
health  was  an  early  branch  of  medicine.  Then  slowly  at 
first  and  later  at  a gallop  came  research  to  lay  the  footing 
on  which  rose  the  house  of  scientific  medicine.  While 
this  system  was  developing,  it  was  hit  by  three  different 
waves.  One  was  concern  about  ecology  and  environ- 
ment with  its  air  and  water  pollution,  pesticides,  and 
radioactive  fallout.  Another  was  in  the  social  area  with 
its  alcoholism,  drug  abuse  and  addiction,  promiscuity, 
illegitimacy,  venereal  disease,  and  overpopulation.  The 
third  wave  was  economic,  growing  out  of  concern  about 
medical  care  for  the  elderly  and  medically  indigent 
persons  with  sound  in  the  background  about  coverage  for 
all  ages.  As  might  have  been  predicted,  the  economic 
wave  bringing  Medicare  and  Medicaid  increased  greatly 
the  demand  for  medical  care.  As  these  areas  of  life  pre- 
sented problems  in  preservation  of  health,  they  drew  in 
medicine.  In  turn  it  had  to  extend  its  bounds. 

During  this  period  of  proliferation  and  expansion,  the 
profe.ssion  itself  was  undergoing  profound  change.  Spe- 
cialization increased  rapidly  to  the  point  of  being  in  the 
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majority.  Because  of  growing  and  competing  opportuni- 
ties in  research,  teaching,  and  administration,  fewer 
physicians  were  available  to  practice  medicine.  In  con- 
sequence, the  greater  demand  for  medical  care  had  to  be 
met  with  a limited  supply. 

In  fostering  research  through  funds  and  enacting  leg- 
islation to  improve  the  situation  in  the  environmental, 
social,  and  economic  segments,  the  government  has 
played  an  increasingly  large  role  in  the  developments 
in  the  world  of  health.  Nevertheless,  the  private  sector 
retains  major  responsibility  and  activity. 

Covering  all  the  health  problems  in  the  enlarged  area 
fell  to  the  physician.  It  will  be  noted  that  many  of  these 
newly  lodged  responsibilities  in  the  realm  of  health  serv- 
ices are  not  suited  to  the  clinical  approach  with  its  one- 
to-one,  doctor-patient  relationship.  They  are  a kind 
of  mass  medicine  as  is  public  health.  In  the  attempt 
to  solve  these  large-scale  health  problems,  medicine  is 
a highly  important  component  but  only  one.  For  ascer- 
taining their  etiology  and  applying  appropriate  manage- 
ment and  prevention,  other  professions  such  as  engineer- 
ing, sociology,  economics,  and  cultural  anthropology 
may  also  be  needed.  Then,  too,  legislation,  the  home, 
school,  and  church  have  essential  roles.  Nevertheless, 
health  problems  in  the  social,  economic,  and  environ- 
mental areas  have  their  medical  aspects.  Interest,  con- 
cern, information,  and  professional  opinion  besides  his 
clinical  skill,  are  what  is  expected  from  the  physician. 
In  his  local  community  he  may  be  asked  to  serve  on  a 
committee.  What  may  also  be  sought  is  a group  opinion 
or  support  from  the  medical  profession.  For  this  ihe 
physician  must  turn  to  his  professional  society.  From  it 
he  may  also  obtain  background  material. 

It  was  reassuring  to  note  that  for  many  years  the  State 
Medical  Society  has  had  committees  active  in  all  seg- 
ments of  health  services.  Reflecting  the  wide  expanse 
of  modern  medicine,  the  list  of  committees  is  impressive- 
ly long.  Their  regular  reports  attest  to  their  industry 
and  productivity.  Much  of  their  work  goes  unnoted  by 
the  public  press,  but  it  is  the  basis  of  information  dis- 
seminated to  Society  members  and  set  forth  in  govern- 
mental hearings. 

In  full  knowledge  of  this  background,  the  committee 
entered  on  its  deliberations.  Since  delivery  of  medical 
care  is  the  component  in  health  services  best  known  to 
the  physician,  it  is  not  surprising  that  he  is  most  voluble 
on  that  subject.  So  it  was  at  the  first  meeting.  On  this 
topic  discussion  ran  the  gamut,  ranging  far  and  wide, 
past,  present,  and  future. 

Interestingly  enough,  the  question  was  raised:  What  is 
private  practice?  Group  practice  was  also  considered. 
In  the  course  of  discussing  the  doctor-patient  relation- 
ship, it  was  suggested  that  free  choice  of  physician  means 
little  to  the  public.  It  is  interested  only  in  the  avail- 
ability and  cost  of  medical  services.  I'his  remark  led 
to  an  exchange  of  views  on  medical  manpower  supply. 

The  possibility  of  all  medicine  becoming  hospital 
based  was  broached.  When  it  was  intimated  that  hos- 
pitals are  a vested  interest,  the  growing  trend  to  con- 
sumer representation  was  pondered. 

On  another  tack,  the  place  of  bioengineering,  instru- 
mentation, and  automation  in  the  medicine  of  the  future 
was  explored. 

In  the  second  meeting  one  of  the  items  on  the  agenda 
was:  Are  hosi)ital  costs  reducible?  How?  How  Much? 

This  subject  is  so  extremely  large  and  exceedingly 
complex  that  only  a limited  portion  could  he  covered 


in  the  allotted  time.  It  was  noted  that  there  are  oppos- 
ing points  of  views  about  hospital  costs  as  well  as  an 
intermediate  position.  One  believes  that  economy  in 
hospitals  is  achievable.  In  contrast,  another  states  flatly 
that  hospital  and  hospitalization  costs  are  not  reducible. 
Between  them  lies  a third  which  holds  that  unless  sub- 
stantial reduction  is  possible,  it  is  useless  to  attempt  to 
lower  costs. 

When  it  is  said  that  nothing  can  he  done  to  bring  down 
the  cost  of  hospitalization,  this  view  reflects  an  attitude 
of  inevitability  and  fatalism  that  invites  apathy.  The 
discussion  had  not  proceeded  far  before  it  was  realized 
that  the  very  same  critique  had  appeared  in  the  Folsom 
Report.  Of  interest  is  one  relevant  quotation  from  it 
that  is  timely  today:  “There  is  a need  to  overcome  the 
fatalistic  attitude  that  assumes  the  inevitability  of  in- 
creases and  thereby  becomes  a self-fulfilling  prophecy.” 

It  then  became  a session  in  which  the  Folsom  Report 
was  reviewed  five  years  later.  Some  limited  progress  has 
heen  recorded  in  carrying  out  its  recommendations.  But 
much  still  remains  to  be  done.  For  example,  legisla- 
tive requirement  of  cost  analysis  has  occurred  and  is 
sometimes  cited  as  evidence  that  hospitals  are  trying  to 
control  cost.  But  an  audit  is  concerned  solely  with  ver- 
ification, not  with  duplication  and  nonessentials.  It 
does  not  question  the  necessity  of  any  item. 

Certainly  resolute  determination  to  keep  hospital 
costs  within  reasonable  bounds  is  not  conspicuous. 
Among  the  mixture  of  motivations  that  conduce 
to  inertia  in  economy  is  the  excuse  of  solicitude.  The 
specter  of  sick  people  and  any  supposed  deprivation  is 
a convenient  justification.  As  one  board  member  of  a 
hospital,  who  in  private  life  is  a successful  business  man, 
put  it,  “You  can’t  run  a hospital  like  a business.”  He 
might  have  added  that  if  businesses  were  run  like  hos- 
pitals, there  would  be  an  economic  debacle.  Adequate 
care  of  sick  people  does  not  have  to  exclude  economy. 
The  two  are  not  incompatible. 

The  committee  is  not  convinced  that  the  rising  cost 
of  hospital  care  is  inevitable.  It  is  mindful  that  when 
costs  of  a commodity  or  service  become  prohibitive, 
economic  laws  come  relentlessly  into  action.  It  is  natu- 
ral and  to  be  expected  that  many  persons  do  not  want  to 
disturb  the  status  quo.  Yet  there  must  be  a point  be- 
yond which  continually  rising  costs  will  not  be  tolerated. 
Where  is  that  breaking  point? 

To  locate  unnecessary  expense  and  effect  economies 
in  the  cost  of  hospital  care,  it  might  be  helpful  as  a first 
approach  to  separate  categories  of  hospital  functions 
broadly  and  to  have  a comparative  analysis  of  expendi- 
tures both  present  and  past.  Generally,  a hospital’s 
expenses  come  under  three  headings: 

1.  What  may  be  termed  its  hotel  function 

2.  Delivery  of  medical  services 

3.  In  many,  but  not  all,  hospitals,  medical  education 

But  even  before  the  means  of  economy  must  come  the 

intent.  It  is  clear  that  determination  to  keep  down  the 
cost  of  hospital  care  must  start  at  the  level  of  the  govern- 
ing board. 

Another  topic  that  came  under  discussion  at  the  com- 
mittee meeting  was:  What  should  a physician  examine 
in  a new  health  insurance  plan?  Insurance  and  medical 
care  are  each  highly  technical  and  complex  subjects. 
When  they  are  combined,  they  are  a formidable  chal- 
lenge to  understanding  and  grasp.  This  test  appears 
especially  in  the  launching  of  new  health  plans.  It  is  in 
his  own  and  the  public  interest  that  the  busy  practitioner 
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concern  himself  with  health  insurance  plans  and  ac- 
quaint himself  with  their  intricacies,  especially  those 
plans  in  which  he  is  sought  to  participate. 

Physicians  are  really  the  underwriters  of  a health  in- 
surance plan.  There  must  be  a sufficient  number  of 
physicians  participating  if  the  plan  is  to  work.  Because 
he  is  the  bulwark  of  the  plan  and  his  county  society  is 
the  basis  of  public  appeal  and  confidence,  the  physician 
should  know  at  least  the  rudiments  and  pitfalls  of  health 
insurance  plans  in  general,  else  he  and  the  public  may 
suffer. 

Several  points  were  mentioned  as  examples  which 
physicians  should  ascertain: 

1.  The  size  of  the  potential  market  of  subscribers  is 
a basic  consideration. 

2.  The  type  of  prospective  market  is  to  be  taken  into 
account  because  it  intluences  the  plan  in  two  ways.  It 
affects  the  size  and  nature  of  the  patient  load.  It  also 
determines  the  method  of  selling  subscriptions  since  that 
depends  on  whether  the  potential  subscribers  are  avail- 
able in  groups  or  have  to  be  approached  individually  or 
through  mass  media.  This  latter  matter  is  important 
because  it  influences  markedly  the  administrative  cost. 

3.  It  is  true  that  it  is  possible  to  insure  for  anything. 
But  the  premium  increases  directly  with  the  extent  of 
coverage.  Unless  the  benefits  are  scrutinized  in  relation 
to  the  premium,  the  subscriber  may  later  experience 
disappointment  in  holding  inadequate  insurance. 

4.  There  are  a number  of  terms  in  the  contract,  such  as 
geographic  coverage,  which  should  not  be  overlooked. 
Whether  it  has  a provision  for  an  orderly  and  prompt 
transfer  with  no  loss  of  coverage  in  change  of  employ- 
ment or  whether  it  is  valid  and  applicable  beyond  local 
areas  are  practical  points  to  be  noted  in  the  provisions. 

During  the  discussion,  the  progress  that  has  been 
made  in  both  the  Albany  and  Monroe  County  Plans  was 
recounted.  Mentioned  also  were  some  of  the  character- 
istics of  the  San  Joaquin  County  (California)  and  the 
Kaiser-Permanente  Plans. 

On  deliberation,  it  was  decided  that  aids  to  physicians 
on  what  to  consider  in  appraising  an  insurance  plan 
merited  referral  to  the  Commission  on  Medical  Serv'ices, 
G.  Rehmi  Denton,  M.D.,  chairman. 

Last  on  the  agenda  was  the  Massachusetts  Health 
Care  Plan.  It  was  considered  because  its  method  of  or- 
ganization is  similar  to  that  in  the  proposal  by  the  Com- 
mittee on  Research  and  Planning,  namely,  a public- 
benefit,  nonprofit  corporation. 

Although  the  goals  of  the  Massachusetts  Plan  are  more 
limited  than  those  of  the  committee’s  proposal,  its  main 
objective  is  identical  with  one  of  those  of  the  committee, 
delivery  of  medical  care  in  an  area  where  it  is  now  inade- 
quate. 

Respectfully  submitted, 

John  M.  Galbraith,  M.D.,  Chairman 

Research  and  Planning  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Research  and  Planning  regards  as 
major  current  concerns:  (1)  bringing  down  the  cost  of 
medical  care,  especially  hospitalization,  and  (2)  provid- 
ing medical  care  where  it  is  inadequate.  It  has  focused 
its  deliberations  on  these  topics.  At  its  third  meeting  of 
the  year  both  topics  continued  to  predominate  on  the 
agenda. 


Medical  manpower.  A sufficiency  of  medical  man- 
power is  of  course  a sine  qua  non  for  adequate  medical 
care.  It  is  the  vogue  to  deplore  the  shortage  of  physicians 
as  though  a scarcity  was  a substantiated,  indisputable 
fact.  But  there  are  some  persons  well  informed  on  this 
subject  who  hold  that  a shortage  has  not  been  demon- 
strated. Their  attitude  about  the  alleged  shortage  is  one 
of  skepticism.  Another  viewpoint  regards  a moderate 
shortage  of  physicians  as  preferable  to  an  excess  with  its 
risk  of  overdoctoring. 

There  is  general  agreement  that  maldistribution  of 
physicians  exist.  But,  maldistribution  does  not  connote 
an  over-all  shortage.  Furthermore,  it  is  pointed  out  that 
producing  more  physicians  will  not  necessarily  or  auto- 
matically correct  maldistribution.  Rather,  it  may  in- 
tensify the  imbalance. 

Besides  this  skepticism  about  the  alleged  shortage  of 
physicians  there  is  criticism  of  the  index,  number  of 
physicians  per  100,000  population,  as  a means  of  ap- 
praising the  adequacy  of  medical  manpower.  But  com- 
plaints are  actually  more  about  its  application  and 
especially  its  out-of-date  standard. 

It  is  ironical  to  note  that  there  has  been  so  much 
spoken  and  written  about  an  over-all  deficit  in  medical 
manpower  and  so  little  action  to  verify  it  conclusively. 
After  all,  a method  is  available. 

In  1933  in  a publication  of  the  Committee  on  the  Costs 
of  Medical  Care,  Lee  and  Jones  developed  a procedure 
for  quantitive  determination  of  the  numerical  need  for 
medical  manpower  with  establishment  of  criteria  for  that 
need.  After  calculating  the  expectancy  rate  of  disease  in 
the  population  from  morbidity  data,  they  estimated  the 
need  for  physicians  by  a consensus  on  the  number  of 
physician-hours  required  to  diagnose  and  treat  specific 
illnesses.  The  number  of  hours  needed  was  then  con- 
verted into  the  number  of  physicians  required. 

The  principle  of  the  procedure  remains  valid,  but  ob- 
viously after  thirty-seven  years  the  data  need  updating. 
In  its  discussion,  the  Committee  on  Research  and  Plan- 
ning noted  that  with  the  current  of  opinion  reflecting 
that  there  is  a shortage  of  physicians,  new  medical  schools 
have  been  established,  two-year  schools  have  been  ex- 
tended to  four  years,  and  many  existing  four-year  schools 
have  already  increased  their  enrollment  without  await- 
ing any  new  study. 

The  committee  expressed  its  awareness  that  medicine 
needs  information  and  data  on  medical  manpower  in  the 
various  lines  of  medical  care.  Most  often  this  lack  of 
data  is  most  conspicious  when  the  need  is  most  acute  in 
the  midst  of  a conference  or  negotiation.  One  example 
is  the  number  of  physicians  participating  in  Medicaid. 

By  and  large,  the  determination  of  whether  there  is 
adequate  medical  manpower  for  the  entire  nation  or  even 
for  a region  or  state  appears  to  be  a sizeable  and  complex 
undertaking.  Because  of  the  variability  in  the  practice 
of  medicine,  the  study  would  have  to  be  segmented  and 
the  portions  integrated. 

This  variability  is  also  reflected  in  the  maldistribution 
of  physicians.  Maldistribution  is  a more  real,  larger, 
and  knottier  problem  than  any  alleged  shortage.  No 
promising  plan  has  been  suggested  for  redistribution  of 
physicians  on  a voluntary  basis.  In  short,  estimating 
manpower  needs  seems  to  be  overshadowed  by  an  as  yet 
unsolved  problem  of  maldistribution. 

Expressed  was  the  sentiment  that  the  issue  should  not 
be  ducked,  but  that  at  the  present  time  how  to  carry  out 
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a study  to  obtain  the  desired  information  was  not  clear. 
To  determine  how  many  physicians  are  necessary  would 
be  a long  and  expensive  undertaking  requiring  guidelines 
for  adequate  care.  Because  of  the  complexity  of  what 
constitutes  adequate  care  and  the  diversity  of  opinion, 
the  outlook  for  developing  guidelines  is  not  bright. 

It  was  concluded  that  some  other  medical  organization 
might  more  appropriately  undertake  to  furnish  the  im- 
petus for  a study  of  the  national  needs  for  medical  man- 
power. 

It  was  further  suggested  that  it  might  be  more  profit- 
able to  study  the  proper  use  of  a physician’s  time  with 
emphasis  on  ascertaining  what  are  the  services  that 
only  he  can  perform,  and  what  he  can  delegate.  It  was 
pointed  out  that  if  a physician  were  restricted  exclusively 
to  activities  which  only  he  could  do,  he  would  work  no 
more  than  a forty-hour  week.  So  intensive  would  be  his 
work  that  he  could  not  endure  more.  Interestingly 
enough,  it  was  speculated  that  the  total  productivity 
might  not  increase  with  his  highly  restricted  work,  and 
that  costs  would  probably  mount. 

In  the  deliberations  on  raising  the  efficiency  of  clinical 
practice  and  maximizing  the  output  of  physicians  to 
overcome  any  over-all  shortage  of  medical  manpower, 
real  or  fancied,  the  committee  considered  the  most  re- 
cent development  in  the  delegation  of  clinical  duties, 
the  physician’s  assistant.  This  topic  was  prompted  by 
the  release  of  a report  on  physicians’  assistants  by  the 
National  Academy  of  Sciences. 

For  many,  many  years  physicians  have  used  ancillary 
help  in  a variety  of  ways.  Over  this  period  a number  of 
procedures  previously  reserved  to  the  physician  have 
come  to  be  performed  by  one  or  another  of  his  aides, 
usually  the  nurse.  With  the  march  of  science  came  the 
rapid  growth  of  medicine  and  specialized  equipment 
which  increased  the  work  to  be  done  and  the  need  of  com- 
petent hands  to  do  it. 

The  presumed  over-all  shortage  in  medical  manpower, 
the  return  of  trained  medical  corpsmen  from  Vietnam 
and  the  precedent  of  the  feldsher  in  Russia  combined  to 
bring  to  a head  the  use  of  ancillary  help  with  a new  name, 
physicians’  assistants,  and  enleirged  duties.  The  move- 
ment culminated  in  the  introduction  of  courses  for 
physician’s  assistants  in  several  medical  schools.  At 
present,  the  use  of  aides  to  physicians  has  its  greatest 
success  in  pediatric  practice  and  intensive  care  units  in 
hospitals. 

In  medical  circles,  discussion  has  arisen  over  the  ex- 
tent of  responsibilities  allowable  to  this  new  category 
of  personnel,  their  proper  formal  training,  including  cur- 
riculum, whether  or  not  academic  recognition  for  work 
completed  should  be  bestowed  on  them,  and  whether 
or  not  licensure,  certification,  or  registration  should  be 
the  mode  of  governmental  regulation  and  control. 

In  New  York  State  a Committee  of  the  State  Senate 
held  a public  hearing  at  which  the  chairman  of  the  Com- 
mittee on  Health  Manpower  of  the  State  Medical  Society 
submitted  a statement  as  did  tbe  assistant  commissioner 
for  health  manpower  in  the  New  York  State  Department 
of  Health,  the  latter  presenting  a complete  analysis  of 
the  subject.  As  the  latest  development,  came  the  report 
of  the  National  Academy  of  Sciences  entitled,  “New 
Members  of  the  Health  Team — Physicians’ Assistants.” 

An  alternative  or  additional  source  of  aid  to  the 
physicians,  the  nurse  clinician,  was  also  considered  by 
tbe  committee.  Nurses  have  had  a long  association  with 


physicians.  Increasingly,  some  of  the  clinical  tasks 
originally  performed  by  the  physicians  have  been 
delegated  to  the  nurse.  Furthermore,  extension  of  duties 
and  responsibilities  after  suitable  training  could  produce 
a specialized  nurse  who  would  further  enhance  clinical 
practice  as  an  assistant  to  the  physician. 

When  the  concept  of  a physician’s  assistant  is  dis- 
cussed, it  is  usually  with  the  thought  that  he  would  per- 
form his  services  under  the  direct  supervision  of  a 
physician  in  office  practice.  But  in  exploring  ways  to 
meet  the  local  shortage  of  physicians  arising  from  mal- 
distribution, tbe  committee  visualized  the  physician’s 
assistant  in  a different  setting  than  in  the  physician’s 
office.  By  means  of  a mobile  unit  and  two-way  com- 
munication with  the  physician,  the  assistant  could  bring 
medical  care  to  where  it  is  not  now  available,  such  as 
rural  areas  and  ghettos.  On  the  other  hand  it  was  recog- 
nized that  there  is  no  indication  that  the  physician’s 
assistant  would  have  any  greater  desire  to  work  in  “short- 
age” localities  than  any  other  member  of  the  health 
team. 

It  was  brought  out  that  the  use  of  a physician’s  as- 
sistant opens  the  question  of  professional  liability.  On 
this,  no  definitive  legal  opinion  has  been  given. 

The  consensus  of  the  committee  was  that  the  State 
Medical  Society  should  proceed  with  caution  in  deter- 
mining its  position  on  the  suitability  of  physician’s  as- 
sistant. It  voted  to  convey  this  sentiment  to  the  chair- 
man of  the  Commission  on  Public  Health  and  Educa- 
tion. 

The  second  topic  discussed,  the  relationship  between 
the  medical  profession  and  the  hospital,  is  large  in  scope, 
multiple  in  aspect,  and  growing  in  importance.  One  or 
another  phase  has  recurrently  occupied  the  commit- 
tee’s attention.  It  is  difficult  to  talk  about  one  of  three 
topics — medical  education,  delivery  of  medical  care,  and 
hospitalization — without  sooner  or  later  bringing  in  the 
others.  This  interwoven  relation  is  not  strange;  after  all 
medical  education  and  medical  care  take  place  within 
the  walls  of  a hospital. 

Forty  years  ago,  it  was  declared  that  the  primary  func- 
tion of  the  hospital  was  education,  and  the  secondary 
function  was  patient  care.  Over  this  span  of  time  the 
outgrowth  of  that  position  has  become  increasingly  ap- 
parent. Some  of  the  developments  are: 

1.  Hospitals  through  their  control  over  the  number  of 
interns  and  residents  determine  the  output  of  specialists 
in  number  and  kind.  Residents  are  obtained  to  meet 
tbe  needs  of  tbe  hospital,  not  of  the  community. 

2.  Hospitals  hire  physicians. 

3.  Hospitals  have  their  own  educational  and  training 
programs. 

4.  Hospitals  have  their  own  meetings  on  clinical  medi- 
cine. 

5.  Hospitals  have  their  own  libraries. 

6.  Hospitals  have  their  own  views  on  health  legislation 
which  may  differ  from  those  of  the  medical  societies. 

From  these  circumstances,  two  conclusions  may  be 
drawn: 

1.  Hospitals  and  medical  societies  are  competing  in 
their  programs  with  little  or  no  cooperation,  rather  with 
duplication.  There  is  a need  for  the  two  organizations  to 
work  together. 

2.  Increasingly,  it  will  become  a problem  for  some 
physicians  to  determine  where  their  primary  loyalty  and 
interests  lie.  A better  relationship  between  hospitals 
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and  medical  societies  would  obviate  such  a dilemma  and 
many  of  its  attending  difficulties. 

Despite  the  long-standing,  authoritative  pronounce- 
ment, there  still  persists  some  difference  of  opinion  about 
the  primary  function  of  a hospital.  What  view  is  held 
permeates  and  colors  the  operation  of  a hospital  and  the 
points  of  emphasis  in  its  policy,  administration,  and 
program. 

The  issue  is  accentuated  by  the  increasing  cost  of  hos- 
pitalization and  the  relative  shares  attributable  to 
education  and  medical  care.  The  making  of  a physician 
is  long  and  costly.  If  more  physicians  are  wanted,  some- 
one has  to  be  prepared  to  pay.  Heard  more  and  more 
frequently  is  the  question  who  should  rightfully  bear  the 
educational  costs  in  hospitals?  Since  government  funds 
such  a large  share  of  hospital  costs,  it  is  becoming  in- 
creasingly interested  in  separating  the  education  from 
medical  care  costs  in  hospitals  to  the  point  that  it  is  com- 
paring patient-intern  and  resident  ratios  in  different  in- 
stitutions. Holding  the  view  that  expenses  that  add  to 
the  per  diem  costs  should  be  justified,  it  is  moving  from 
the  thinking  to  the  questioning  stage.  This  issue  of  ed- 
ucational cost  is  a concern  of  both  hospitals  and  the 
medical  profession  and  is  an  example  of  problems  that 
both  groups  should  be  jointly  considering. 

There  are  some  signs  that  lines  of  communication  be- 
tween these  two  natural  allies  are  opening.  As  is  cited  in 
the  main  report,  the  Committee  on  Research  and  Plan- 
ning proposed  to  the  Hospital  Association  that  the  two 
organizations  join  in  forming  a corporate  structure.  In 
turn,  it  was  disclosed  at  the  committee  meeting  that  the 
hospital  association  suggests  the  formation  of  a joint 
committee  with  representatives  from  both  the  Medical 
Society  and  the  Association,  to  develop  programs  for 
more  effective  medical  care  through  the  working  together 
of  the  two  organizations. 

Medical  costs.  The  final  two  topics  considered  at  the 
meeting  can  be  subsumed  under  the  heading,  bringing 
down  the  cost  of  hospitalization,  a major  aim  of  the  Com- 
mittee on  Research  and  Planning.  At  a previous  session 
it  had  been  asserted  that  physicians  could  play  a signifi- 
cant part  to  that  end.  One  way  is  avoidance  of  un- 
necessary hospitalization. 

By  two  different  means,  each  in  a different  city,  it  is 
physicians  who  have  taken  the  lead  in  instituting  sys- 
tems directed  toward  economy  in  hospitalization.  The 
first  method,  the  peer  screening  of  admissions,  has  been 
given  the  copyrighted  acronym  of  CHAP  (Certified  Hos- 
pital Admission  Program).  It  was  developed  by  the 
Medical  Care  Foundation  of  the  Sacramento  County 
Medical  Society,  California. 

CHAP  is  aimed  at  eliminating  unnecessary  admissions 
and  overstays  in  hospitals.  It  is  administered  under  a 
system  of  nurse-coordinators  who  authorize  admissions 
and  lengths  of  stays.  During  an  experimental  twenty- 
week  period,  the  number  of  hospital  days  with  patients 
in  73  disease  categories,  when  compared  with  the  na- 
tional average,  was  reduced  23.6  per  cent.  For  surgical 
patients  the  reduction  was  32.5  per  cent.  This  decrease 
in  hospitalization  yields  an  estimated  annual  savings 
rate  of  $1.4  million  in  just  its  region. 

For  some  time  monitoring  and  hearing  appeals  on 
medical  services  and  hospitalization  have  been  practiced. 
Unnecessary  admissions  to  hospitals,  overstays,  quality 
of  medical  services,  and  fees  became  subject  to  scrutiny 
under  the  eyes  of  such  committees  as  utilization,  audit, 
tissue,  and  grievance.  With  the  decision  of  the  medical 


profession  that  monitoring  or  review  of  these  activities 
should  be  done  by  their  peers,  a new  general  term,  peer 
review,  came  into  being.  It  has  been  used  to  include 
any  or  all  of  the  categories  under  scrutiny.  It  should  be 
said,  however,  that  not  all  is  peer  review  that  travels 
under  that  name. 

As  for  hospitalization,  the  trend  has  been  to  push  for- 
ward the  review,  which  was  originally  retrospective,  until 
it  became  concurrent.  With  the  advent  of  CHAP  the 
survey  of  admission  and  length  of  stay  has  been  ad- 
vanced to  the  prospective  point. 

In  the  course  of  development  of  this  concept  of  audit 
by  equals,  the  American  Medical  Association,  has  re- 
cently devised  a plan  for  a peer  review  organization, 
which  was  to  be  considered  as  a proposal  for  legislative 
action.  It  provides  for  state  commissions  and  local  re- 
view panels,  each  with  advisory  councils. 

Because  scrutiny  of  most  aspects  of  medical  care  has 
been  actuated  by  considerations  of  cost,  and  because  the 
government  has  become  such  a large  dispenser  of  funds 
for  health  care,  it  has  manifested  a growing  interest  in 
peer  review.  The  latest  F'ederal  legislative  move  in  this 
direction  was  the  Bennett  Amendment.  Part  of  its  title, 
which  reveals  its  purpose,  reads:  “To  make  improve- 

ments in  the  Medicare,  Medicaid,  and  Maternal  and 
Child  Health  Programs  with  emphasis  on  improvement 
in  the  operating  effectiveness  of  such  programs.”  It 
prescribes  a professional  standards  review  organization. 
The  American  Medical  Association,  the  American  Hos- 
pital Association,  and  the  Medical  Society  of  the  State 
of  New  York  have  each  taken  a position  on  the  amend- 
ment. 

CHAP  is  attuned  to  the  philosophy  of  the  Bennett 
Amendment.  In  considering  the  principles  which  CHAP 
exemplifies,  the  committee  recognized  that  there  are 
shoals  and  reefs  awaiting  any  system  that  attempts  to 
influence  admissions  and  stay  in  hospitals.  For  one 
thing,  cultural  mores  in  the  community  may  override 
professional  opinion.  When  a patient  has  a particular 
condition,  his  family  may  follow  custom  and  hold  the 
common  belief  that  he  belongs  in  the  hospital,  a view  not 
always  shared  by  the  physician.  For  another,  in  surgery 
the  schedule  for  the  operating  room  may  he  a controlling 
and  determining  factor  which  may  throw  into  disarray 
previous  arrangements  with  the  patient  for  admission 
and  stay.  Any  disturbance  of  prearranged  plans  is 
especially  aggravating  and  costly  for  out-of-town  pa- 
tients. In  quite  a different  category  is  the  use  of  the 
hospital  because  insurance  provisions  make  it  finan- 
cially advantageous  to  the  patient.  But,  perhaps,  the 
greatest  reluctance  and  resistance  to  monitored  hos- 
pitalization comes  from  physicians  who  do  not  wish 
their  traditional  methods  of  practice  rearranged. 

In  the  view  of  the  committee,  administration  of  any 
system  of  preadmission  control  of  hospitalization,  such 
as  CHAP,  makes  exceedingly  heavy  and  exacting  de- 
mands on  the  medical  profession.  To  discharge  fully 
the  responsibilities  of  peer  review,  many  physicians 
working  many  hours  might  be  needed.  For  this  service, 
therefore,  they  should  be  paid.  Most  practicing  physi- 
cians do  not  have  sufficient  time  to  serve  as  peer  review- 
ers. Then  too,  the  magnitude  of  peer  review  would  seem 
to  require  electronic  data  processing. 

Much  screening  of  medical  care  and  hospitalization 
is  already  occurring.  CHAP  with  its  preadmission  fea- 
ture could  be  used  for  government  programs,  but  the 
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committee  is  doubtful  that  it  should  be  extended  at  this 
time  to  all  medical  services.  Yet,  this  preadmission 
certification  is  part  of  the  Bennett  Amendment,  and  it 
may  become  legally  compulsory. 

In  the  last  analysis,  the  success  of  any  monitoring  and 
screening  of  medical  care  and  hospitalization  depends  on 
such  strict  adherence  by  the  reviewers  to  the  rules  of  ad- 
mission and  stay  that  the  system  is  above  suspicion  and 
reproach. 

The  second  type  of  demonstration  to  lower  the  cost  of 
hospitalization  bypasses  the  hospital.  More  specifically, 
it  is  said  to  have  been  motivated  by  the  desire  to  bring 
down  the  high  cost  of  minor  surgery.  Two  physicians,  in 
Phoenix,  Arizona,  became  convinced  that  not  all  types  of 
surgery  require  a hospital,  that  patients  undergoing 
minor  surgical  procedures  bear  an  unfair  share  of  hospital 
costs,  and  that  minor  surgical  procedures  can  be  done 
satisfactorily  and  more  economically  outside  of  the  hos- 
pital. Accordingly,  they  established  a surgical  center 
for  minor  surgery  with  arrangements  with  a hospital  for 
transfer  of  patients  in  any  emergency.  Their  facility,  a 
private  clinic,  is  called  Surgicenter. 

Standards  for  this  type  of  facility  were  worked  out. 
Five  surgeons  from  yarious  specialty  practices  serve 
rotating  eighteen-month  terms  on  its  audit  committee. 

After  three  years  of  planning  the  center  has  had  eight 
months  experience.  More  than  135  surgeons  have  used 
Surgicenter  to  give  service  to  1,700  patients.  It  claims 
to  be  more  convenient,  time-saving,  and  less  costly. 

Not  unexpectedly  it  has  drawn  some  critical  comment. 
Further  fragmentation  of  medical  care,  unfair  competi- 
tion for  the  completely  equipped  hospital,  lack  of  equip- 
ment to  cope  with  an  emergency,  and  its  profit-making 
basis  are  a few  of  the  criticisms.  To  each  of  these 
charges  the  founders  of  Surgicenter  have  an  answer. 

The  Committee  on  Research  and  Planning  was  not 
convinced  that  such  a private  enterprise  is  the  answer 
to  the  needs  of  medical  care  for  the  future.  It  was  con- 
cluded that  a voluntary  hospital  could  provide  this  type 
of  service  at  a comparable  cost. 

Respectfully  submitted, 

JohnM.  Galbraith,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  ORGANIZA- 
TION, POLICIES,  AND  LEGAL  MATTERS:  The  following  re- 
port was  presented  by  Albert  S.  Lyons,  M.D.,  chairman. 

This  committee  reviewed  the  extensive  report  of  the 
deliberations  of  the  Committee  on  Research  and  Plan- 
ning. We  wish  to  commend  the  committee,  under  the 
chairmanship  of  John  M.  Galbraith,  M.D.,  and  Harry 
D.  Kruse,  M.D.,  director  of  the  Division  of  Research  and 
Planning. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Liaison  with  New  York  State 
Podiatry  Society 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Ad  Hoc  Liaison  Committee  with  the 
New  York  State  Podiatry  Society  are  as  follows: 


Otho  C.  Hudson,  M.U.,  Chairman  Nassau 

Thomas  D.  Pemrick,  M.D. Rensselaer 

Henry  Young,  M.D New  York 


The  Ad  Hoc  Committee  has  met  with  the  Ad  Hoc 
Liaison  Committee  of  the  Podiatry  Society  of  New  York 
four  times  with  most  members  of  both  committees  pres- 
ent. 

The  meetings  were  held  at  the  headquarters  of  the 
Podiatry  Society  in  the  Statler  Hilton  Hotel,  New  York 
City. 

Discussion  of  the  following  three  major  areas  was  com- 
pleted. 

Malpractice.  Both  Societies  have  a malpractice 
problem.  The  Podiatry  Society  has  coverage  on  a 
national  basis  with  two  categories  and  two  premium 
rates:  surgical  care  for  soft  tissue;  and/or  bone  surgery. 

The  State  Medical  Society  has  coverage  on  a State  basis 
with  a variety  of  coverages  and  premiums  available. 

Utilization  and  audit.  Both  groups  have  commit- 
tees to  serve  on  the  subject  of  utilization  and  audit. 

Peer  Review.  Both  groups  have  committees  serving 
in  the  area  of  peer  review.  The  most  common  problem 
brought  to  the  attention  of  peer  review  groups  deals  with 
fees. 

Both  groups  note  that  certain  practitioners  have  prob- 
lems regarding  fees  and  malpractice  on  a repetitive  basis. 

It  is  the  opinion  of  the  joint  group  that  this  commit- 
tee has  proceeded  with  an  excellent  interchange  of  ideas 
on  subjects  of  mutual  interest.  It  is  recommended  that 
the  liaison  between  the  State  Medical  Society  and  the 
State  Podiatry  Society  should  continue,  and  that  addi- 
tional areas  of  interest  should  be  explored. 

These  future  discussions  should  take  place  on  (a) 
medical-podiatry  problems,  (b)  national  health  insur- 
ance, and  (c)  hospital  staff  appointments  of  podiatrists. 

Respectfully  submitted, 

Otho  C.  Hudson,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  ORGANIZA- 
TION. POLICIES.  AND  LEGAL  MATTERS:  The  following  re- 
port was  presented  by  Albert  S.  Lyons,  M.D.,  chairman. 

The  report  of  the  Ad  Hoc  Liaison  Committee  with  the 
New  York  State  Podiatry  Society  was  reviewed.  The 
committee  recommends  approval  of  its  recommenda- 
tion that  the  liaison  between  the  Medical  Society  of  the 
State  of  New  York  and  the  Podiatry  Society  of  New  York 
continue  and  that  additional  areas  of  interest  be  ex- 
plored. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

To  Clarify  the  Relationship  Between  the 
Medical  Society  of  the  State  of  New  York 
and  the  Empire  Medical  Political 
Action  Committee 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Ad  Hoc  Committee  to  Clarify  the  Re- 
lationship Between  the  Medical  Society  of  the  State  of 
New  York  and  the  Empire  Medical  Political  Action  Com- 


mittee are  as  follows: 

Carl  Goldmark,  Jr.,  M.D.,  Chairman New  York 

George  Himler,  M.D New  York 

Edward  C.  Hughes,  M.D Onondaga 

Edward  C.  Rozek,  M.D Erie 

C.  Stewart  Wallace,  M.D Tompkins 
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The  appointment  of  this  committee  resulted  from  the 
adoption  by  the  1970  House  of  Delegates  of  a portion  of 
the  Report  of  the  Reference  Committee  on  Public  and 
Professional  Affairs,  as  follows: 

Your  committee  noted  that  there  has  been  a reor- 
ganization and  combining  of  the  field  staff  of  the 
American  Medical  Association  and  the  American 
Medical  Political  Action  Committee.  Testimony  was 
heard  on  the  relationship  of  the  Medical  Society  of  the 
State  of  New  York  and  the  Empire  Medical  Political 
Action  Committee,  and  your  committee  recommends 
that  last  year’s  ad  hoc  committee  be  reappointed  to 
clarify  the  relationship  between  MSSNY  and  EMPAC, 
and  that  the  latter  have  representation  on  the  ad  hoc 
committee. 

Edward  C.  Rozek,  M.D.,  chairman  of  EMPAC,  is  a 
member  of  this  committee. 

As  a result  of  the  committee’s  meeting  on  December 
18,  the  following  report  was  presented  to  and  adopted 
by  the  Council  at  its  meeting  on  January  15,  1970. 

“After  lengthy  discussion  of  what  the  relationship 
should  be  between  the  Medical  Society  of  the  State  of 
New  York  and  the  American  Medical  Political  Action 
Committee,  it  was  finally  agreed  that,  due  to  the  un- 
favorable climate  existing  in  Washington  at  this  time  re- 
garding tax  exempt  organizations  being  involved  in  po- 
litical matters,  particularly  donations  to  political  cam- 
paigns, the  Medical  Society  of  the  State  of  New  York 
should  keep  completely  apart  from  the  American  Med- 
ical Political  Action  Committee  at  this  time. 

“With  regard  to  the  Empire  Medical  Political  Action 
Committee,  after  considerable  discussion,  it  was  unan- 
imously decided  by  your  committee  that  the  Medical 
Society  of  the  State  of  New  York  should  reaffirm  the 
stand  taken  previously  on  two  occasions  at  meetings  of 
the  House  of  Delegates  (a)  that  we  endorse  the  aims  of 
EMPAC,  (b)  that  we  encourage  our  members  to  join 
EMPAC,  and  (c)  that  the  Society  as  a body  have  no  of- 
ficial ties  with  this  organization. 

“Dr.  Rozek  expressed  his  desire  to  establish  a better 
rapport  between  the  two  organizations  and  asked  for  the 
help  of  MSSNY  in  clearing  the  air  and  getting  EMPAC 
on  its  feet.  He  spoke  about  what  has  happened  in  the 
past  to  EMPAC  and  related  a need  to  improve  its  opera- 
tions and  its  unofficial  relationship  with  MSSNY  in  the 
future. 

“There  was  a long  discussion  concerning  the  reasons 
why  the  relationship  between  the  two  organizations  has 
been  so  poor;  why  EMPAC  has  had  little  success  in  its 
efforts  to  recruit  additional  members;  why  its  aims  differ 
from  its  current  methods  of  operation;  why  there  is  so 
much  misunderstanding  and  misconception  about  the 
PAC  movement.  It  was  agreed  that  these  misunder- 
standings must  be  dispelled  before  EMPAC  can  make 
any  great  strides  in  the  State. 

“It  was  suggested  that  several  things  had  to  be  done  by 
EMPAC  to  make  it  more  effective  and  thereby  attract 
a greater  number  of  members: 

“1.  Issuing  a clearly  defined  position  statement  on  pre- 
cisely what  the  objectives  and  scope  of  EMPAC  are; 
and  almost  equally  important,  what  the  objectives  and 
scope  of  EMPAC  are  not; 

“2.  Making  EMPAC  a democratic  organization,  with 
elections  of  officers  and  allowing  members  and  contrib- 
utors to  have  a say  in  policy  decisions;  and 


“3.  Establishing  EMPAC  in  a position  to  be  able  to 
set  its  own  policies.” 

The  committee  again  reiterated  its  belief  in  the  aims 
of  EMPAC  and  the  need  for  political  activity  by  physi- 
cians— apart  from  the  activities  of  the  Medical  Society 
of  the  State  of  New  York. 

Dr.  Rozek  agreed  to  present  these  three  points  to  the 
board  of  directors  of  the  Empire  Medical  Political  Ac- 
tion Committee  and  to  convey  the  thoughts  and  ideas 
proposed  at  the  meeting. 

Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  ORGANIZA- 
TION. POLICIES.  AND  LEGAL  MATTERS  The  following  re- 
port was  presented  by  Albert  S.  Lyons,  M.D.,  chairman. 

We  appreciate  the  position  of  the  State  Medical  Soci- 
ety in  not  having  official  ties  with  the  Empire  Medical 
Political  Action  Committee.  However,  we  endorse  the 
aims  of  the  committee  and  urge  the  membership  to  join 
and  serve  on  the  board,  as  well  as  contribute  individually 
to  its  finances. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


New  York  Delegation  to  the  AMA  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  New  York  Delegation  to  the  119th  Annual  con- 
vention of  the  American  Medical  Association,  held  in 
Chicago,  Illinois,  June  21  to  25,  1970,  included: 

Delegates:  Lawrence  Ames,  M.D.,  James  M.  Blake, 
M.D.,  Charles  M.  Brane,  M.D.,  John  Lee  Clowe,  M.D., 
Albert  H.  Douglas,  M.D.,  Ralph  S.  Emerson,  M.D., 
Henry  I.  Fineberg,  M.D.,  Walter  T.  Heldmann,  M.D., 
George  Himler,  M.D.,  R.  Scott  Howland,  M.D.,  Edward 

C.  Hughes,  M.D.,  Joseph  J.  Kaufman,  M.D.,  John  F. 
Kelley,  M.D.,  Warren  A.  Lapp,  M.D.,  Herbert  A. 
Laughlin,  M.D.,  James  A.  Moore,  M.D.,  Irving  M.  Pal- 
lin,  M.D.,  William  B.  Rawls,  M.D.,  Bernard  J.  Pisani, 
M.D.,  Charles  D.  Sherman,  Jr.,  M.D.,  Lester  R.  Tuch- 
man,  M.D.,  Samuel  Wagreich,  M.D.,  C.  Stewart  Wal- 
lace, M.D.,  Walter  Scott  Walls,  M.D.,  Carlton  E.  Wertz, 
M.D.,  Waring  Willis,  M.D.,  and  Frederick  A.  Wurz- 
bach,  Jr.,  M.D. 

Alternate  Delegate:  Milton  Helpern,  M.D. 

Section  Delegates:  George  F.  Reed,  M.D.,  Section  on 
Otorhinolaryngology,  and  Maus  W.  Stearns,  Jr.,  M.D., 
Section  on  Colon  and  Rectal  Surgery 
AMA  President:  Gerald  D.  Dorman,  M.D. 

Also  Present:  Thurman  B.  Givan,  M.D.,  and  George 
J.  Lawrence,  Jr.,  M.D. 

State  Medical  Society  Staff:  William  Hammond, 

M.D.,  J.  Richard  Burns,  J.D.,  Guy  Beaumont,  and 
Gretchen  Wunsch. 

County  Medical  Society  Executives:  Donald  M. 

Irish,  Monroe;  Stephen  K.  Leech,  Onondaga;  Hazel 
Spadafora,  Kings;  Richard  Treccase,  Erie;  and  Robert 

D.  Potter  and  Elvira  Tirola,  New  York. 

Meetings.  The  delegation  held  five  regular  meet- 
ings, Saturday,  June  19,  at  4:00  p.m.;  breakfast  con- 
ferences on  Monday,  Tuesday,  Wednesday,  and  Thurs- 
day; and  an  executive  session  on  Thursday,  June  25,  at 
Noon. 
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Matters  coming  before  the  House  were  discussed;  ac- 
tions were  taken  on  specific  issues;  and  assignments 
were  made. 

Resolutions.  Six  resolutions  were  introduced  by 
the  New  York  Delegation.  Actions  taken  by  the  AMA 
House  of  Delegates  were  as  follows: 

1.  Resolution  51,  “Successor  to  the  President  of  the 
American  Medical  Association”  referred  to  Commit- 
tee on  Amendments  to  the  Constitution  and  Bylaws 
(Donald  N.  Sweeny,  Jr.,  M.D.,  chairman).  The  text 
of  the  resolution  follows: 

WHEREAS,  Chapter  XIV,  Section  4,  of  the  Bylaws 
of  the  American  Medical  Association,  entitled  “Suc- 
cessor to  the  President,”  now  provides  “If  the  Presi- 
dent dies,  resigns,  or  is  removed  from  office,  the  Vice- 
President  shall  immediately  become  President.  K the 
President  resigns  or  is  removed  from  office  during  a 
period  when  the  office  of  the  Vice-President  is  vacant, 
then  the  Speaker  shall  immediately  become  Presi- 
dent”; and 

WHEREAS.  The  presidency  of  the  American  Medical 
Association  is  practically  a full-time  position  requiring 
considerable  insight,  knowledge,  and  experience  in 
the  affairs  of  the  AMA;  and 
WHEREAS,  By  nature  of  the  office  of  Vice-President,, 
individuals  elected  to  that  post  often  lack  broad  ex- 
perience at  the  national  level  and  would  find  it  diffi- 
cult to  meet  the  intricate  and  demanding  responsi- 
bilities of  President  of  the  Association  and  would  fur- 
thermore lack  time  to  develop  the  necessary  skills 
during  a brief  tenure;  therefore  be  it 
Resolved,  That  Chapter  XIV,  Section  4,  of  the  By- 
laws of  the  American  Medical  Association,  entitled 
“Successor  to  the  President,”  be  amended  to  read 
as  follows: 

If  the  President  dies,  resigns,  or  is  removed  from 
office,  the  President-Elect  shall  immediately  suc- 
ceed to  the  office  of  President  and  shall  serve  the  un- 
expired portion  of  the  term  remaining,  and  shall 
thereafter  serve  an  additional  full  term  as  Presi- 
dent, pursuant  to  the  provisions  of  these  Bylaws. 
If  the  President  dies,  resigns,  or  is  removed  from 
office  during  a period  when  the  office  of  President- 
Elect  is  vacant,  the  Speaker  of  the  House  of  Dele- 
gates shall  immediately  become  President  to  fill 
the  unexpired  term. 

Action.  The  House  voted  not  to  adopt  this  resolu- 
tion. 

2.  Resolution  14,  “Credit  toward  Baccalaureate  De- 
gree for  Hospital  School  Training,”  referred  to  Reference 
Committee  G (Ernest  T.  Livingstone,  M.D.,  chairman). 
The  text  of  the  resolution  follows: 

WHEREAS,  Nursing  care  in  most  hospitals  is  deteri- 
orating because  of  lack  of  trained  nursing  personnel 
(registered  nurses);  and 

WHEREAS,  Between  1961  and  1971,  30  hospital 
schools,  with  a total  enrollment  of  over  3,000.  will 
have  been  closed  with  only  a minority  of  potential 
enrollees  going  into  degree  programs;  therefore  be  it 
Resolved,  That  the  American  Medical  Association 
lend  its  support  through  proper  channels  to  the  pas- 
sage of  state  legislation  to  effect  the  following: 

1.  Give  two-years’  credit  toward  a Bachelor  Degree 
to  registered  nurses  who  are  graduates  of  accredited 
hospital  nursing  schools; 

2.  Establish  nursing  scholarships,  not  only  for  “de- 
gree programs”  but  also  for  students  entering  ac- 


credited hospital  schools,  thus  enabling  girls  who  can- 
not go  to  distant  colleges  in  their  younger  years  to  train 
in  local  hospital  schools  and  later  continue  toward  a 
degree  if  they  desire;  and 

3.  Give  such  aid  to  deficient  hospital  schools  as 
might  be  required  to  raise  their  standards  to  levels 
acceptable  for  accreditation. 

Action:  The  House  of  Delegates  adopted  Report  Y of 

the  Board  of  Trustees  in  lieu  of  this  resolution  and  resolu- 
tion 98,  which  follows,  and  resolution  79,  presented  by 
the  California  Delegation. 

3.  Resolution  98,  “Disagreement  with  Principle  of  the 
Large  Scale  Utilization  of  Nurses  as  Physician  Assist- 
ants,” referred  to  Reference  Committee  G (Ernest  T. 
Livingstone,  M.D.,  chairman).  The  text  of  the  resolu- 
tion follows: 

WHEREAS,  The  American  Medical  Association  has 
proposed  a new  role  for  nurses  which  would  result  in 
fee-for-service  payment  to  them;  and 

WHEREAS,  Paramedical  personnel  with  abbreviated 
medical  training  would  be  used  in  areas  where  fully 
trained  general  practitioners  were  heretofore  discour- 
aged to  practice;  and 

WHEREAS,  This  program  was  enunciated  without 
consultation  with  component  state  medical  societies; 
therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the 
American  Medical  Association  express  its  disagree- 
ment with  the  principle  of  the  large-scale  utilization 
of  nurses  as  physician  assistants;  and  be  it  further 
Resolved,  That  the  American  Medical  Association 
staff  and/or  Board  of  Trustees  consult  with  the  state 
medical  societies  before  making  major  policy  state- 
ments and,  when  such  policy  involves  other  health 
professions,  that  their  professional  association  be 
consulted  as  well. 

Action:  The  House  of  Delegates  adopted  Report  Y 
of  the  Board  of  Trustees  in  lieu  of  this  resolution,  resolu- 
tion 14  (MSSNY),  and  resolution  79  (presented  by  the 
California  Delegation). 

4.  Resolution  16,  “Utilization  of  Generalists  for  Lim- 
ited Specialist  Procedures,”  referred  to  Reference  Com- 
mittee D (Peter  T.  Brooks,  M.D.,  chairman).  The  text 
of  the  resolution  follows: 

WHEREAS.  The  shortage  of  medical  manpower  is 
generally  recognized;  and 

WHEREAS,  Efforts  currently  being  made  to  meet  the 
deficiency  by  developing  “physician  assistants”  could 
lead  to  the  establishment  of  a subclass  of  poorly 
trained  medical  personnel;  and 

WHEREAS,  Many  general  practitioners  would  be  will- 
ing to  practice  pediatrics  and  obstetrics,  within  the 
limits  of  their  training,  and  even  act  as  assistants  in 
surgery,  if  given  appropriate  privileges;  and 
WHEREAS,  Such  general  practitioners  would  be  su- 
perior in  education,  training,  and  background  to 
“physician  assistants”  who  have  completed  rela- 
tively short  training  periods;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
reaffirm  its  position  that  general  practitioners  should 
have  the  opportunity  to  practice  medicine  as  active 
staff  members  in  hospitals  and  should  be  granted  priv- 
ileges commensurate  with  their  training  and  demon- 
strated abilities;  and  be  it  further 
Resolved,  That  the  Joint  Commission  on  Accredi- 
tation of  Hospitals  and  specialty  societies  be  urged  to 
motivate  hospitals  and  their  medical  staffs  to  utilize 
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the  potentials  of  general  practitioners  to  their  fullest 
extent. 

Action:  The  House  voted  to  adopt  this  resolution  as 

amended  (new  material  in  italics.) 

5.  Resolution  15,  “Inclusion  of  Community-Based 
Physicians  on  Joint  Conference  Committees  of  Hospi- 
tals,” referred  to  Reference  Committee  D (Peter  T. 
Brooks,  M.D.,  chairman).  The  text  of  the  resolution 
follows: 

WHEREAS.  The  Joint  Commission  on  Accreditation 
of  Hospitals  defines  a Joint  Conference  Committee  as  a 
medico-administrative  advisory  committee  and  the 
official  means  of  liaison  among  the  medical  staff,  the 
governing  body,  and  the  administrator;  and 

WHEREAS.  In  many  hospitals  the  medical  staff  is  not 
represented  on  the  Joint  Conference  Committee  by 
one  or  more  community-based  hospital  staff  mem- 
bers; and 

WHEREAS.  The  majority  of  patients  are  treated 
by  community-based  physicians;  and 

WHEREAS.  The  prime  responsibility  of  hospitals  is 
the  best  possible  care  of  patients;  therefore  be  it 
Resolved,  That  the  American  Medical  Association 
request  the  Joint  Commission  on  Accreditation  of 
Hospitals  to  specify  that  a Joint  Conference  Com- 
mittee include  where  feasible  adequate  representation 
from  community- based  physicians,  elected  by  the 
medical  staff. 

Action:  The  House  voted  to  adopt  this  resolution  as 
amended  (new  material  in  italics). 

6.  Resolution  17,  “Denial  of  Benefits  in  Extended 
Care  Facilities  under  the  Medicare  Law  by  Adminis- 
trative Regulation  and  Interpretation,”  referred  to  Ref- 
erence Committee  A (John  G.  Morrison,  M.D.,  chair- 
man). The  text  of  the  resolution  follows: 

WHEREAS.  The  Medicare  Law,  PL  89-97,  section 
1814,  Paragraph  2D,  sets  forth  the  requirements,  con- 
ditions, and  limitations  under  which  eligible  patients 
may  receive  benefits  for  up  to  one  hundred  days  in  an 
extended  care  facility;  and 

WHEREAS.  In  April,  1969,  the  Social  Security  Admin- 
istration changed  the  definition  of  extended  care  by 
sending  out  an  intermediary  letter,  number  371,  to  the 
fiscal  intermediaries  and  to  other  health-related  or- 
ganizations but  not  to  the  general  public,  which  stated 
in  part: 

The  term  “extended”  refers  not  to  provision  of 
care  over  an  extended  period  but  to  the  provision  of 
active  treatment  as  an  extension  of  inpatient  hospi- 
tal care.  The  over-all  goal  is  to  provide  an  alterna- 
tive to  hospital  care  for  patients  who  still  require 
general  medical  management  and  skilled  nursing 
care  on  a continuing  basis  but  who  do  not  require 
the  constant  availability  of  physician  services  ordi- 
neirily  found  only  in  the  hospital  setting;  and 
WHEREAS.  This  intermediary  letter,  and  a number  of 
events  that  have  taken  place,  may  be  interpreted  as 
an  attempt  on  the  part  of  the  Social  Security  Admin- 
istration to  revoke,  by  regulation,  benefits  that  are 
provided  in  the  Law;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
urge  the  Social  Security  Administration  to  rescind  its 
latest  interpretation  of  “covered  care”  as  set  forth 
in  intermediary  letter  number  371;  and  be  it  further 
Resolved,  That,  if  the  Social  Security  Administra- 
tion does  not  accede  to  this  request,  the  American 
Medical  Association  request  the  Social  Security  Ad- 


ministration to  advise  the  general  public  of  the  new 
limitations  of  benefits  so  as  to  avoid  confusion  in  the 
minds  of  all  those  concerned,  including  physicians, 
extended  care  facility  administrators,  and  fiscal  in- 
termediaries; and  be  it  further 

Resolved,  That  each  Congressman  and  United 
States  Senator  be  advised  of  this  resolution  and  the 
action  taken  by  the  Social  Security  Administration. 

Reference  Committee  A recommended  that  the  fol- 
lowing substitute  resolution  be  adopted: 

Resolved,  That  because  public  expectations  of 
Medicare  coverage  in  extended  care  facilities  exceed 
the  actual  coverage  allowed,  the  Association  urge  the 
Social  Security  Administration  to  define  clearly  the 
extent  of  covefage  allowed  under  Medicare  and  to 
make  every  effort  to  inform  the  public  of  the  pro- 
gram’s limitations. 

Action:  The  House  voted  to  adopt  the  substitute 

resolution. 

Reference  Committee  Assignments.  Members  of 
the  New  York  Delegation  serving  on  reference  commit- 


tees were: 

Committee  C Herbert  A.  Laughlin,  M.D. 

Committee  E Samuel  Wagreich,  M.D. 

Committee  F Walter  T.  Heldmann,  M.D. 

Committee  G Edward  C.  Hughes,  M.D. 

Committee  H Carlton  E.  Wertz,  M.D. 


Observers  at  reference  committee  hearings,  desig- 
nated by  the  chairman  of  the  New  York  Delegation, 
were: 

Amendments  to  Constitution  and  Bylaws 

Frederick  A.  Wurzbach,  Jr.,  M.D. 

Committee  A (Insurance  and  Medical  Services) 

Walter  Scott  Walls,  M.D.,  Charles  M.  Brane,  M.D. 

Committee  B (Legislation)  John  F.  Kelley,  M.D. 

Committee  C (Medical  Education  and  Health  Man- 
power)   Waring  Willis,  M.D. 

Committee  E (Public  Health)  Milton  Helpern,  M.D. 

Committee  F (Trustees  Reports,  AMPAC) 

C.  Stewart  Wallace,  M.D. 

Committee  G (Nursing  Education) 

Lester  R.  Tuchman,  M.D. 

Committee  H (Miscellaneous) 

R.  Scott  Howland,  M.D. 

Committee  I (Planning  and  Development) 

George  Himler,  M.D.,  Norman  S.  Moore,  M.D. 

Hospitality.  Under  the  chairmanship  of  Dr.  Clowe, 
the  New  York  Hospitality  Suite  (Rooms  733  and  734  at 
the  Palmer  House)  was  open  for  guests  according  to  the 
following  schedule:  Monday,  and  Tuesday,  Noon  and 
5:00  p.m.;  Wednesday,  Noon.  The  suite  was  open  for 
the  delegation  only,  Sunday,  5:00  p m.  and  Thursday, 
Noon.  Informal  luncheons  were  available  to  the  dele- 
gation on  Monday,  Tuesday,  and  Wednesday. 

Elections:  The  following  were  elected  officers  of  the 

AMA:  Wesley  W.  Hall,  M.D.,  president-elect;  H. 

Thomas  McGuire,  M.D.,  vice-president;  Russell  B. 
Roth,  M.D.,  speaker;  J.  Frank  Walker,  M.D.,  vice- 
speaker; Kenneth  C.  Sawyer,  M.D.,  John  H.  Budd, 
M.D.,  Richard  E.  Palmer,  M.D.,  and  James  H.  Sam- 
mons, M.D.,  trustees;  and  Bernard  J.  Pisani,  M.D.,  New 
York,  was  elected  to  the  Council  on  Medical  education. 

AMA  Report.  Following  is  a summary  of  the  actions 
of  the  House  of  Delegates,  as  compiled  by  the  executive 
vice-president  of  the  AMA: 

In  its  first  uninterrupted  Annual  Convention  since  1967 
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(thanks  to  the  most  elaborate  security  precautions  ever  taken), 
the  House  of  Delegates  considered  a record  volume  of  business; 
passed  a hotly  debated  statement  on  abortion;  raised  member- 
ship dues  to  help  finance  needed  programs;  heard  outgoing 
President  Gerald  D.  Dorman,  M.D.,  challenge  the  Association 
to  attain  and  maintain  a specific  minimum  health  standard  of 
“a  healthy  child  and  a healthy  mother”;  and  applauded  newly 
inaugurated  President  Walter  C.  Bornemeier’s  call  for  greater 
emphasis  on  patient  care  through  an  overhaul  of  medical  educa- 
tion and  training. 

Elections.  Wesley  W.  Hall,  M.D.,  Nevada,  was  elected 
President-Elect,  defeating  two  other  trustees  and  one  delegate 
running  for  the  position.  Dr.  Hall  will  become  the  126th  Presi- 
dent of  the  AMA  in  June,  1971. 

H.  Thomas  McGuire,  M.D.,  Delaware,  was  elected  Vice- 
President  and  Russell  B.  Roth,  M.D.,  Pennsylvania,  and  J. 
Frank  Walker,  M.D.,  Georgia,  were  unanimously  re-elected  to 
their  posts  as  Speaker  and  Vice- Speaker  of  the  House,  respec- 
tively. 

John  H.  Budd,  M.D.,  Ohio;  Richard  E.  Palmer,  M.D.,  Vir- 
ginia; James  H.  Sammons,  M.D.,  Texas;  and  Kenneth  C. 
Sawyer,  M.D.,  Colorado,  were  elected  to  fill  the  four  vacancies 
on  the  Board  of  Trustees. 

George  W.  Petznick,  M.D.,  Ohio,  was  re-elected  to  the  Ju- 
dicial Council. 

M.  Louise  C.  Gloeckner,  M.D.,  Pennsylvania,  was  elected 
to  the  Judicial  Council  on  Constitution  and  Bylaws. 

Warren  L.  Bostick,  M.D.,  California,  and  Bernard  J.  Pisani, 
M.D.,  New  York,  were  elected;  and  Bland  W.  Cannon,  M.D., 
Tennessee,  was  re-elected  to  the  Council  on  Medical  Education. 

Paul  W.  Burleson,  M.D.,  Alabama,  was  elected;  and  Donald 
R.  Hayes,  M.D.,  Massachusetts,  and  W.  B.  Hildebrand,  M.D., 
Wisconsin,  were  re-elected  to  the  Council  on  Medical  Service. 

Final  report  and  inaugural  address.  In  his  final  report  to 
the  House,  Gerald  D.  Dorman,  M.D.,  reminded  the  profession 
that  “We  expect  to  be  recognized  and  accepted  as  the  leaders  of 
the  medical  and  health  care  planning  and  action  . . . because  our 
experience  has  made  us  the  best  qualified  to  give  leadership  in 
medical  care.  But  if  we  are  to  continue  in  that  position,  we 
must  earn  it.  We  must  deserve  it,  not  because  of  reputation  or 
tradition,  but  because  of  visible  achievement  .” 

After  repeating  his  hope,  first  stated  in  Denver,  that  the 
1970s  would  be  the  Significant  Seventies  in  medical  and  health 
care.  Dr.  Dorman  said,  “I  should  like  to  set  a specific  minimum 
health  standard  for  the  American  Medical  Association  to  attain 
and  maintain.  That  is  a healthy  child  and  a healthy  mother. 
This  does  not  require  a resolution  of  this  House;  it  does  not  re- 
quire legislation  or  funding.  It  only  requires  personal  dedica- 
tion and  commitment. 

“Already  this  is  being  carried  out  in  many  places  that  I know 
of,  and  surely  in  many  that  I do  not.  Already  the  infant  and 
maternal  death  rates  are  falling,  but  I speak  also  of  infant  and 
maternal  morbidity.  There  are  lives  of  mothers  and  of  chil- 
dren permanently  damaged  for  lack  of  proper  care.  This  is 
not  necessarily  a fault  of  organized  medicine  because  poverty, 
ignorance,  malnutrition,  and  bad  sanitation  take  their  toll. 
These  we,  as  crusading  citizens,  must  overcome  now,  as 
leaders  in  our  drive  for  a healthy  child  and  a healthy 
mother 

“I  want  to  see  all  our  physicians — our  obstetricians  and 
gynecologists,  our  pediatricians,  our  general  practitioners, 
our  internists  and  other  specialists — renew  their  contact  with 
the  rest  of  the  health  team  and  rededicate  themselves  to  this 
minimum  health  standard  . . . throughout  our  population.” 

Walter  C.  Bornemeier,  M.D.,  in  his  inaugural  address  as  the 
AMA’s  125th  president,  cited  five  areas  for  improvement  in 
medical  education  and  training:  shortening  the  medical  school 
curriculum;  modernizing  and  shortening  residency  programs; 
relating  more  medical  training  to  patient  care  at  an  earlier 
point;  assimilating  full-time  teachers  into  patient  care;  and  re- 
ducing the  number  of  medical  research  institutions  and  re- 
searchers. 


“In  any  new  graduate  program,  we  might  be  advised  to  em- 
phasize again  a preceptorship  method  of  training,”  he  said. 
“If  M.D.  graduates  could  be  trained  in  the  active  practice  of 
medicine  outside  the  hospital  with  a physician  or  group  ap- 
prqved  for  teaching,  the  doctor  shortage  would  in  large  measure 
be  solved.”  He  pointed  out  that  such  training  would  emphasize 
what  makes  people  sick  as  well  as  how  to  make  them  well  again. 

Those  changes  would  allow  the  physician  to  undertake  more 
rapidly  the  responsibility  “commensurate  with  his  skills  and 
knowledge”  and  might  “overnight  add  50,000  doctors  to  the  care 
of  patients  in  our  communities.” 

Dr.  Bornemeier  praised  medical  schools  for  moving  in  the 
right  direction.  He  advocated  a goal  of  six  years  from  high 
school  to  the  M.D.  degree  and  added  that  in  some  schools,  first- 
year  students  can  go  directly  into  a patient-oriented  curriculum 
because  “the  conventional  freshman  year  in  medicine  is  being 
given  as  the  final  year”  of  pre-med  schooling. 

The  president  said  there  are  now  some  35,000  physicians  in 
residencies  who,  twenty-five  years  ago,  would  already  have  been 
in  active  practice.  Another  5,000  physicians  have  quit  practice 
to  assume  positions  as  medical  educators  in  hospital  residency- 
training programs.  And  another  10,000  to  12,000  physicians  are 
full-time  educators  in  medical  schools,  a function  that  twenty- 
five  years  ago  “was  done  by  those  of  us  in  practice.” 

The  House  heard  other  brief  speeches  from  the  president  of 
the  National  Medical  Association;  the  chairman  of  the  AMPAC 
Board;  and  the  president  of  SAMA. 

House  Actions.  From  June  21  through  25,  the  House  was  in 
business  sessions  for  seventeen  hours  and  fifteen  minutes,  dur- 
ing which  it  considered  a record  201  items  of  business.  Included 
were  61  reports,  31  from  the  Board;  3 from  the  Judicial  Council; 
6 from  the  Council  on  Constitution  and  Bylaws;  10  from  the 
Council  on  Medical  Education;  5 from  the  Council  on  Medical 
Service;  and  6 special  reports.  It  also  dealt  with  140  resolutions, 
8 memorial  or  commendatory  ones;  27  special  ones  generated  by 
the  (Himler)  Committee  on  Planning  and  Development;  and 
105  from  regular  sources. 

Abortion.  After  long  debate  before  the  reference  committee 
and  on  the  floor  of  the  House,  delegates  adopted  the  following 
statement  on  abortion: 

WHEREAS,  Abortion,  like  any  other  medical  procedure, 
should  not  be  performed  when  contrary  to  the  best  interests 
of  the  patient  since  good  medical  practice  requires  due  con- 
sideration for  the  patient’s  welfare  and  not  mere  acquiescence 
to  the  patient’s  demands;  and 

WHEREAS,  The  standards  of  sound  clinical  judgment, 
which,  together  with  informed  patient  consent  should  be  de- 
terminative according  to  the  merits  of  each  individual  case; 
therefore  be  it 

Resolved,  That  abortion  is  a medical  procedure  and  should 
be  performed  only  by  a duly  licensed  physician  and  surgeon  in 
an  accredited  hospital  acting  only  in  conformance  with  stan- 
dards of  good  medical  practice,  and  after  consultation  with 
two  other  physicians  chosen  because  of  their  professional 
competence,  and  within  the  Medical  Practice  Act  of  his  State; 
and  be  it  further 

Resolved,  That  no  physician  or  other  professional  personnel 
shall  be  compelled  to  perform  any  act  which  violates  his  good 
medical  judgment.  Neither  physician,  hospital,  nor  hospital 
personnel  shall  be  required  to  perform  any  act  violative  of 
personally  held  moral  principles.  In  these  circumstances, 
good  medical  practice  requires  only  that  the  physician  or 
other  professional  personnel  withdraw  from  the  case  so  long  as 
the  withdrawal  is  consistent  with  good  medical  practice. 
Consumer  Forum.  For  the  first  time  in  its  history,  the  House 
appointed  a special  reference  committee  to  hold  a public  forum, 
at  which  individuals  and  representatives  of  groups  could  present 
their  views  of  medical  and  health  care.  The  committee  heard 
three  hours  of  testimony  on  the  opening  day  of  the  convention. 
From  its  report,  the  House  adopted  the  following  recommenda- 
tions: 

— That  consideration  be  given  by  the  Board  of  Trustees  to 


1 348  New  York  State  Journal  of  Medicine  / June  1 , 1971 


the  creation  of  a multi-ethnic  advisory  committee  on  health  care 
problems  of  minority  groups; 

— That  the  House  of  Delegates  reaffirm  its  policy  of  encour- 
aging physicians,  as  well  as  paramedical  personnel,  to  continue 
to  provide  compassionate  and  sympathetic  care  to  all  patients. 

— That  the  House  of  Delegates  reaffirm  Resolution  62,  Annual 
Convention  1969,  which  states  in  part:  “It  is  a basic  right  of 

every  citizen  to  have  available  to  him  adequate  health  care” 
. . . and  that  “the  medical  profession,  using  all  means  at  its  dis- 
posal, should  endeavor  to  make  good  medical  care  available  to 
each  person.” 

— That  the  AMA  Advisory  Committee  on  Health  Care  of  the 
American  People  be  invited  to  participate  in  reference  com- 
mittee hearings  of  this  type  if  they  are  held  in  the  future.  Con- 
sideration of  having  such  an  open  forum  at  each  AMA  conven- 
tion was  referred  to  the  Board  of  Trustees. 

Dues  Increase.  Until  this  convention,  the  amount  of  AMA 
dues  was  prescribed  by  the  Board,  for  adoption  or  rejection  by 
the  House.  On  Tuesday,  however,  the  House  amended  the  By- 
laws to  give  itself  that  responsibility.  Chapter  III,  Section  1 
(A)  of  the  bylaws  now  reads:  (A)  How  Prescribed— Annual 

dues  for  any  year  shall  be  prescribed  in  an  amount  fixed  and 
determined  by  the  House  of  Delegates.  The  Board  of  Trustees 
may  submit  recommendations  to  the  House  on  the  fiscal  needs 
of  the  Association  and  the  level  of  dues.  Dues  fixed  by  the 
House  shall  remain  in  effect  until  changed. 

In  response  to  Board  Reports  A and  B,  financial  statement  of 
the  AMA,  and  background  detail  on  the  need  for  an  increase, 
the  House  voted  to  increase  annual  AMA  dues  by  $40,  to  $110. 
At  the  same  time,  the  House  directed  that  “basic  and  explicit 
information  supporting  the  need  for  this  dues  increase,  and 
future  dues  increases,  be  promptly  disseminated  by  the  AMA 
to  individual  members  by  every  reasonable  and  available  means 
possible;  and  that  the  aid  of  constituent  state  associations  be 
enlisted  in  this  effort.” 

The  new  dues  will  become  effective  with  the  next  fiscal  year, 
beginning  December  1,  1970. 

Planning  and  Development.  One  of  the  longest  debates  of 
the  meeting  involved  creating  a body  for  long-range  planning 
and  development.  When  the  matter  was  settled,  a standing 
committee  of  the  House,  the  Council  on  Long-Range  Planning 
and  Development,  had  been  created  and  the  Bylaws  had  been 
changed  appropriately  to  accommodate  it. 

The  council  will  have  nine  members.  Four  will  be  appointed 
by  the  Speaker,  two  from  the  House  and  two  from  AMA  mem- 
bership at  large,  and  four  will  be  appointed  by  the  Board,  two 
members  of  the  Board  and  two  from  AMA  membership  at  large. 
The  ninth  member  will  be  appointed  by  the  president  of  SAMA. 
The  council  is  required  to  submit  reports  to  the  House  at  each 
regularly  scheduled  convention  of  the  AMA. 

The  House  also  acted  on  the  recommendations  of  the  earlier 
Committee  on  Planning  and  Development  (Himler  committee). 
Here  are  those  recommendations  as  adopted  by  the  House, 
sometimes  after  extensive  revision: 

That  the  AMA  reaffirm,  as  a statement  of  the  primary  pur- 
pose and  responsibility  of  the  Association  and  the  medical  pro- 
fession, “the  promotion  of  the  art  and  science  of  medicine  and 
the  betterment  of  public  health,”  and,  as  part  of  this  purpose, 
apply  all  possible  effort  to  make  medical  services  of  high  quality 
available  to  all  individuals. 

That  the  Association  has  the  duty  to  guide  and  assist  the 
medical  profession  in  the  attainment  of  this  objective. 

That  the  American  Medical  Association  recognize  the  need 
for  multiple  methods  of  delivering  medical  services,  and  that  it 
encourage  and  participate  in  efforts  to  develop  them. 

That,  in  the  interest  of  attracting  the  most  highly  qualified 
candidates  to  the  field  of  medicine,  it  simultaneously  make 
every  effort  to  maintain  and  create  incentives  in  medical  prac- 
tice. Among  these  incentives  are  a multiplicity  of  practice  op- 
tions, maximum  professional  independence,  and  freedom  of 
choice  for  both  physicians  and  patients. 

Health  is  a state  of  physical  and  mental  well-being. 


That  the  AMA  expand  its  active  role  in  planning  and  de- 
veloping programs  for  medical  care  in  all  of  its  ramifications  and 
that  it  encourage  and  assist  state  and  county  medical  societies 
to  do  the  same  at  their  respective  levels. 

That,  clearly  recognizing  the  health  of  individuals  has  many 
aspects  other  than  medical  care,  such  as  education,  housing, 
environmental  control,  transportation,  civil  rights,  and  the  al- 
leviation of  poverty,  the  American  Medical  Association  con- 
tinues to  show  an  active,  innovative,  and  constructive  interest 
in  these  nonmedical  components  of  health  services. 

That  the  AMA  and  the  constituent  and  component  medical 
societies  seek  the  active  cooperation  of  all  physicians,  both  as 
individuals  and  as  members  of  medical  staffs,  in  medical  service 
projects  for  areas  in  need  of  medical  services. 

That  the  AMA,  through  its  Council  on  Health  Manpower, 
in  conjunction  with  county  and  state  medical  societies  and  other 
professional,  education,  and  lay  associations  continue  to  explore 
and  develop  expedients  to  overcome  health  manpower  short- 
ages. 

That  the  Association,  in  its  future  declarations  and  activities 
directed  toward  the  alleviation  of  shortages  in  health  services 
and  personnel,  underscore  the  fact  that  these  shortages  are  not 
due  merely  to  an  insufficient  number  of  health  professionals 
across-the-board,  and  emphasize  that  maldistribution  of  practi- 
tioners geographically,  by  profession,  and  by  specialty  is  an 
equally  important  factor  in  depriving  communities  of  an  ade- 
quate sunply  and  spectrum  of  health  services. 

That  thj  Association  publicize  the  reasons  for  the  maldistri- 
bution, as  outlined  in  this  section,  and  stress  that  the  voluntary 
correction  of  these  deficiencies  requires  public  cooperation  and 
community  action  in  addition  to  the  measures  taken  by  the 
health  professions. 

That  an  appropriate  Committee  of  the  AMA  immediately 
begin  to  formulate  a policy  on  physicians’  assistants,  particu- 
larly with  regard  to  their  responsibilities,  limitations  on  their 
services,  and  supervision  of  their  services  by  qualified  physi- 
cians. 

That  the  AMA  reaffirm  the  principle  that  the  basic  responsi- 
bility for  the  medical  care  of  patients  lies  with  their  physicians 
of  record  and  that  that  responsibility  cannot  be  legally  or  mor- 
ally delegated. 

That  the  AMA  approve  in  principle  certification  of  educa- 
tional programs  for  physicians’  assistants  but  oppose  licensing 
of  these  individuals  by  any  state  agency. 

That  the  Association’s  Law  Division,  on  request,  assist  the 
state  medical  societies  in  identifying  and  avoiding  any  legal 
hazards  that  may  accompany  the  employment  of  physicians’ 
assistants. 

In  seeking  as  its  goal  the  highest  quality  and  availability  of 
patient  care,  the  American  Medical  Association  advocates 
factual  investigation  and  objective  experimentation  in  new 
methods  of  delivery  of  health  care,  while  still  maintaining  faith 
and  trust  in  the  private  practice  of  medicine  and  pride  in  its  ac- 
complishments. 

That  the  Association,  in  appropriate  public  statements,  em- 
phasize the  concept  that  differences  in  education,  state  laws, 
culture,  and  income  levels  create  problems  that  may  necessitate 
different  systems  of  delivering  medical  care  for  different  popula- 
tion groups  and  different  geographic  areas. 

Urge  state  medical  associations  to  establish  bureaus  or  de- 
partments of  economic  research,  development,  and  planning  to 
study,  develop,  and  disseminate  data  concerning  the  economic 
aspects  of  medical  practice. 

Through  the  AMA’s  Departments  of  Survey  Research  and 
Economic  Research,  continue  to  assist  state  associations  in  col- 
lecting such  data  and  to  act  as  a clearinghouse  for  data  so  gath- 
ered. 

Encourage  state  medical  associations  to  designate  representa- 
tives to  deal  energetically  with  third-party  agencies  and  pro- 
grams, utilizing  the  concept  of  usual,  customary,  or  reasonable 
charges. 

That  the  AMA  reiterate  its  support  of  sound,  existing  mech- 
anisms, such  as  public  grievance  and  adjudication  committees. 
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and  utilization  and  peer  review  committees,  which  state  and 
county  medical  societies  have  found  to  be  most  appropriate  and 
effective  for  the  consideration  of  fees  and  the  costs  of  medical 
and  related  care. 

Endorse  the  principle  of  voluntary,  life-long  postgraduate 
study  for  all  physicians  and  continue  and  accelerate  the  de- 
velopment of  programs  and  incentives  for  such  study. 

That  the  AMA  encourage  and  assist  all  state  medical  associa- 
tions to  devise  programs  for  voluntary  postgraduate  study  de- 
signed to  maintain  medical  education  at  the  optimum  level 
with  the  primary  objective  of  assisting  the  physician  in  render- 
ing professional  services  to  his  patients.  These  programs  of 
postgraduate  study  should  be  mindful  of  the  many  demands  on 
the  time  of  the  busy  physician  and  his  responsibilities  to  his 
patients  and  his  practice,  and  should  be  least  disruptive  to  the 
provision  of  medical  services. 

That  the  Association  obtain  information  from  each  state 
medical  society  as  to  whether  or  not  special  requirements  have 
been  imposed  on  physicians  who  render  services  to  patients 
under  the  provisions  of  tax-supported  programs  and  obtain  the 
specific  details  of  what  those  requirements  are. 

That  in  those  states  where  the  health  or  welfare  departments 
have  imposed  special  requirements  on  physicians  to  participate 
in  their  programs,  the  medical  society  reject  those  requirements 
and  that,  if  the  need  for  such  regulation  can  be  demonstrated, 
the  state  medical  society,  education  department,  and  health 
department  cooperatively  develop  standards  to  be  incorporated 
into  the  education  law  and  enforced  on  all  physicians  of  that 
state,  thereby  eliminating  double  standards  for  medical  practice 
and  restoring  the  licensing  authority  to  the  proper  agency. 

The  AMA,  on  the  basis  of  the  data  received  from  the  state 
medical  societies,  (1)  continue  to  identify  the  services  that  com- 
prise good  medical  care,  (2)  develop  guidelines  that  state  and 
county  medical  societies  may  use  in  evaluating  needs  and  priori- 
ties of  medical  services  in  their  respective  areas,  and  (3)  ensure 
that  these  data  and  guidelines  are  widely  distributed  and  pub- 
licized. 

That  the  present  structure  of  the  Association  be  retained  and 
that  it  be  strengthened  by  improvements  and  modifications  in 
its  function. 

That  on  implementation  of  the  program  for  organization  and 
reorganization,  a planning  council  with  appropriate  subcommit- 
tees be  formed  for  the  purpose  of  processing  data  and  formu- 
lating policy  recommendations  for  the  consideration  of  the 
Board  of  Trustees  and  the  House  of  Delegates. 

Education.  In  December,  1968,  the  House  agreed  that  “an 
ultimate  goal  is  unification  of  the  internship  and  residency 
years  into  a coordinated  whole.”  To  move  closer  to  that  goal, 
in  this  meeting  the  House  adopted  the  following  statements: 

After  July  1,  1971,  a new  internship  program  shall  be  ap- 
proved only  when  the  application  contains  convincing  evi- 
dence that  the  internship  and  the  related  residency  years  will 
be  organized  and  conducted  as  a unified  and  coordinated 
whole. 

After  July  1,  1975,  no  internship  program  will  be  approved 
which  is  not  integrated  with  residency  training  to  form  a uni- 
fied program  of  graduate  medical  education. 

The  House  also  adopted  or  approved  essentials  of  approved 
programs  in  continuing  medical  education;  essentials  of  an  ac- 
credited educational  program  for  histologic  technicians;  revision 
of  essentials  of  approved  internships  and  residencies  pertain- 
ing to  part-time  appointments;  essentials  for  approval  of  exam- 
ining boards  in  medical  specialties;  revision  of  essentials  of 
approved  residencies  in  child  psychiatry;  revision  of  essentials 
of  approved  internships  and  residencies  to  add  statement  on 
employment  relationships  of  house  officers;  revision  of  essen- 
tials of  approved  residencies  in  neurologic  surgery;  revision  of 
essentials  of  approved  residencies  in  pathology;  and  revision  of 
es.sentials  of  approved  residencies  in  internal  medicine. 

A permanent  Section  on  Neurologic  Surgery  was  created  in 
the  Scientific  Assembly  of  the  AMA. 

1‘rofessional  Liability.  The  House  approved  a Board  report 
stating  that  liability  insurance  protection  is  essential  so  that 


physicians  may  continue  to  provide  needed  medical  care  to  the 
public.  “It  has  been  concluded,”  the  report  said,  “that  the 
best  way  to  provide  such  assurance  is  on  a collective,  rather 
than  an  individual  basis,  under  programs  jointly  sponsored  by 
the  American  Medical  Association  and  the  respective  state 
medical  association.  . Minimum  standards  for  an  effective 
sponsored  insurance  program  are  being  developed”  and  the 
Professional  Liability  Committee  of  the  Board  “is  seeking  with 
the  insurance  industry  a means  for  instituting  qualified  insur- 
ance programs  under  such  joint  sponsorship  with  state  asso- 
ciations which  elect  to  participate.” 

Nurses  and  Other  Allies.  The  following  AMA  position  state- 
ment on  nursing  was  adopted: 

The  American  Medical  Association  recognizes  the  need  for 
and  will  support  efforts  to  increase  the  number  of  nurses; 
recognizes  the  need  for,  and  will  facilitate  the  expansion  of, 
the  role  of  the  nurse  in  providing  patient  care;  encourages  and 
supports  all  levels  of  nurse  education;  will  promote  and  in- 
fluence the  development  of  a hospital  nursing  service,  similar 
to  a medical  care  service,  under  the  leadership  of  a chief  of 
professional  service,  aimed  at  increased  involvement  in  direct 
medical  care  of  the  patient;  supports  the  concept  of  the  phy- 
sician-led health  team;  and  will  seek  constructive  collabora- 
tion with  the  total  nursing  community. 

The  House  also  resolved  that  “the  American  Medical  Asso- 
ciation undertake  a thorough  investigation  of  a method  to  bring 
allied  professions  into  a collaborative  relationship  with  the 
AMA  such  as  the  establishment  of  a new  class  of  membership”; 
and  “that  consideration  be  given  to  preparing  ‘essentials’  for 
those  categories  of  the  allied  health  personnel  groups  which  do 
not  have  them,  and  that  the  opportunity  for  vertical  and  hori- 
zontal mobility  be  considered  in  determining  these  ‘essen- 
tials.’ ” 

Convention  Sites  and  Dates.  The  122nd  Annual  Convention 
of  the  AMA,  originally  scheduled  for  July,  1973,  in  New  York, 
has  been  changed  to  June  24  through  28,  1973,  in  New  York. 

The  Clinical  Convention  of  1972,  originally  planned  for 
Atlanta,  will  be  held  in  Cincinnati,  Ohio.  The  1976  Clinical 
session  will  meet  in  Philadelphia. 

This  is  the  line-up  now: 


1970 

1971 

1972 

1973 

1974 

1975 

1976 


Annual 
Chicago 
Atlantic  City 
San  Francisco 
New  York 
Chicago 


Clinical 
Boston 
New  Orleans 
Cincinnati 
Anaheim 
Portland,  Oregon 

Philadelphia 


Drugs.  The  House  took  a number  of  important  actions  in 
connection  with  drugs.  Among  them: 


That  the  .AMA  “encourage  Committees  on  Pharmacies  and 
Therapeutics  in  each  hospital  to  review  drug  reactions  and 
related  problems  and  to  take  appropriate  control  measures  and 
to  initiate  informational  programs.” 

That  the  AMA  “seek  passage  of  legislation  for  control  of  the 
manufacture  and  distribution  of-  barbiturates  and  amphet- 
amines.” 

That  the  AMA  “expresses  the  concern  of  the  medical  pro- 
fession that  consumer  protection  be  assured  through  more 
adequate  surveillance  of  proprietary  drug  advertisements  by 
private  organizations  and  more  effective  cooperation  in  enforce- 
ment of  applicable  regulations  by  responsible  governmental 
agencies.” 

That  the  AMA  “supports  dispensing  by  pharmacists  of  all 
medications  in  child-protective  containers  and  encourages  ac- 
ceptance of  the  containers  by  parents.” 

That  it  is  contrary  to  the  public  interest  to  repeal  or  modify 
“antisubstitution  laws  and  regulations  in  order  to  permit  the 
filling  of  prescriptions  with  therapeutic  agents  not  intended  by 
the  prescribing  physician.”  The  House  declared  its  intention 
“vigorously  to  support  the  maintenance  and  enforcement  of 
antisubstitution  laws  and  regulations.” 

Hospitals.  The  House  resolved  that  “the  terms  ‘negative,’ 
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‘within  normal  limits,’  and  ‘normal’  be  approved  by  the  Joint 
Commission  on  Accreditation  of  Hospitals  as  acceptable  des- 
ignations for  use  in  hospital  charts.” 

It  also  resolved: 

That  the  AMA  request  the  Joint  Commission  on  Accredita- 
tion of  Hospitals  to  specify  that  a Joint  Conference  Committee 
“include,  where  feasible,  adequate  representation  from  com- 
munity-based physicians  elected  by  the  medical  staff.” 

That  the  AMA  reaffirm  its  position  that  “general  practi- 
tioners should  have  the  opportunity  to  practice  medicine  as 
active  staff  members  in  hospitals  and  should  be  granted  privi- 
leges commensurate  with  their  training  and  demonstrated 
abilities.” 

And  that  the  AMA  suggest  that  “medical  staffs  consider  re- 
vising their  respective  hospital  medical  constitutions  and  by- 
laws to  differentiate  clearly  between  medical  and  administra- 
tive duties.” 

Miscellaneous.  The  House  supported  the  Board’s  plan  to 
establish  a wholly  owned,  separate  subsidiary  corporation  to 
engage  in  publication  and  possibly  other  related  activities  now 
carried  on  by  the  AMA  to  gain  various  economies,  lower  costs, 
and  better  administrative  and  accounting  procedures. 

Delegates  adopted  a Board  proposal  to  undertake  a “Com- 
munications Program  for  the  1970s,”  consisting  of  television 
documentaries,  educational  advertising,  media  relations,  and 
other  related  activities  “to  improve  public  understanding  and 
opinion  of  the  profession.” 

Approval  was  given  to  Report  A of  the  Judicial  Council,  which 
said,  among  other  things,  that  “It  is  not  in  itself  unethical  for 
a physician  to  own  a “for-profit”  hospital  or  interest  therein. 
The  use  the  physician  makes  of  this  ownership  or  interest  may, 
however,  be  definitely  unethical.  For  example,  for  a physician 
to  send  a patient  to  such  a hospital  or  to  prolong  a patient’s  stay 
in  the  hospital  for  his  financial  benefit  would  be  unethical.” 

The  bylaws  were  amended  to  permit  osteopathic  physicians  in 
military  service  to  become  service  members  of  the  AMA. 

The  House  resolved  to  “support  continuing  efforts  by  the 
American  Medical  Association  to  inform  the  medical  profession 
of  the  value  and  benefit  to  be  realized  from  the  implementation 
of  adequate  peer  review  programs”  and  directed  the  Board,  the 
Council  on  Medical  Service,  and  “other  appropriate  sections  of 
the  AMA”  to  give  this  project  “the  highest  priority  and  em- 
phasize its  urgency  to  all  state  and  component  medical  soci- 
eties.” 

Mindful  of  its  obligation  to  protect  public  health,  the  House 
called  on  each  state  society  “to  take  whatever  steps  are  neces- 
sary to  inform  state  legislators  about  the  health  hazards  posed 
by  the  cult  of  chiropractic.”  It  also  encouraged  medical  schools 
“to  include  specific  information  in  their  curricula  regarding  the 
nature  of  the  health  hazard  to  individuals  posed  by  quackery 
in  general  and  the  unscientific  cult  of  chiropractic  in  partic- 
ular.” 

The  House  directed  the  AMA  to  make  a detailed  and  compre- 
hensive study  and  analysis  of  the  methods  and  requirements 
for  reporting  infant  mortality  statistics  “by  those  nations  that 
are  alleged  to  have  a lower  rate  of  infant  mortality  than  that  of 
the  United  States.” 

Delegates  resolved  that  the  AMA  continue  its  efforts  “to  alert 
the  American  people  to  the  ever-increasing  health  hazards  of 
environmental  pollution  and  to  the  urgent  need  for  expanded  re- 
search and  effective  control  measures”;  and  that  the  AMA 
“further  extend  and  intensify  its  present  activities  in  pollution 
control  and  improvement  of  environmental  health.” 

Considering  the  plight  of  prisoners  of  war  in  North  V’ietnam, 
the  House  recommended  that,  “in  the  best  medical  interests  of 
both  servicemen  and  their  families,  the  World  Medical  Associa- 
tion and/or  other  appropriate  international  organizations  be 
requested  to  use  their  influence  with  those  countries  which  do 
not  subscribe  to  the  Geneva  Convention  to  the  effect  that  (a) 
a list  of  prisoners’  names  be  furnished,  (b)  inspection  of  prisoner 
compounds  by  neutral  people  be  carried  out,  and  (c)  medical 
supplies  and  food  parcels,  as  well  as  mail,  be  distributed  to 
prisoners.” 


Awards.  Charles  B.  Huggins,  M.D.,  of  the  Pritzker  School 
of  Medicine,  Chicago,  was  presented  the  Dr.  Rodman  E.  and 
Thomas  G.  Sheen  Award  at  the  opening  session  of  the  House, 
along  with  the  check  for  .$10,(XK)  which  accompanies  the  award. 

Special  awards  were  presented  to  the  stars,  creator,  and  pro- 
ducer of  the  ABC-TV  program,  “Marcus  Welby,  M.D.”  Robert 
Young,  who  portrays  Dr.  Welby;  James  Brolin,  who  plays  the 
assistant.  Dr.  Kiley;  David  Victor,  creator  and  executive  pro- 
ducer; and  David  O’Connell,  producer,  all  received  plaques 
at  a session  of  the  House.  The  program  and  the  people  re- 
sponsible for  it  were  cited  for  portraying  “the  human  under- 
standing and  uncompromising  care  which  physicians  give  to 
their  patients.” 

Also  honored  at  the  opening  session  of  the  House  were  the 
AMA  winners  in  the  21st  International  Science  Fair,  whose 
exhibits  were  on  display  throughout  the  Scientific  Assembly. 
The  winners  were  Beverly  Fordham,  a junior  at  Bryan  Adams 
High  School,  Dallas:  “Determination  of  Alpha  Vigilance  via 

Electroencephalography”;  and  Kevin  Boran,  senior  at  Law- 
ton’s Hill  School,  Rottsville,  Pennsylvania:  “Effects  of  Anti- 
diuretic Hormone  on  Sweating  Activity  and  Sweat  Composi- 
tion.” 

Respectfully  submitted, 

George  Himler,  M.D.,  Chairman 

New  York  Delegation  to  the  AMA 
(Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

The  New  York  Delegation  to  the  24th  Clinical  Con- 
vention of  the  American  Medical  Association,  held  in 
Boston,  Massachusetts,  November  29  to  December  2, 
1970,  included; 

Delegates:  Lawrence  Ames,  M.D.,  James  M.  Blake, 
M.D.,  Charles  M.  Brane,  M.D.,  Lynn  R.  Callin,  M.D.,* 
John  L.  Clowe,  M.D.,  C.  Joseph  Delaney,  M.D.,*  Albert 
H.  Douglas,  M.D.,  Ralph  S.  Emerson,  M.D.,  Henry  I. 
Fineberg,  M.D.,  Carl  Goldmark,  Jr.,  M.D.,  Walter  T. 
Heldmann,  M.D.,  George  Himler,  M.D.,  R.  Scott 
Howland,  M.D.,  Edward  C.  Hughes,  M.D.,  Joseph  J. 
Kaufman,  M.D.,  John  F.  Kelley,  M.D.,  Warren  A. 
Lapp,  M.D.,  Herbert  A.  Laughlin,  M.D.,  James  A. 
Moore,  M.D.,  Bernard  J.  Pisani,  M.D.,  Charles  D.  Sher- 
man, M.D.,  Lester  R.  Tuchman,  M.D.,  Samuel  Wag- 
reich,  M.D.,  C.  Stewart  Wallace,  M.D.,  Walter  Scott 
Walls,  M.D.,  Carlton  E.  Wertz,  M.D.,  and  Waring  Wil- 
lis, M.D. 

Alternate  Delegates:  George  T.  C.  Way,  M.D.,  and 

Milton  Helpern,  M.D. 

Section  Delegates:  George  F.  Reed,  M.D.,  Section  on 

Otorhinolaryngology,  and  Maus  W.  Stearns,  Jr.,  M.D., 
Section  on  Colon  and  Rectal  Surgery. 

Also:  Gerald  D.  Dorman,  M.D.,  past  president, 

American  Medical  Association,  Joseph  G.  Zimring, 
M.D.,  secretary,  MSSNY,  Thurman  B.  Givan,  M.D., 
and  Renato  J.  Azzari,  M.D. 

State  Medical  Society  Staff:  J.  Richard  Burns,  J.D., 
assistant  executive  vice-president;  Guy  Beaumont,  di- 
rector, Division  of  Communications;  and  Gretchen 
Wunsch,  executive  assistant. 

County  Medical  Society  Executives:  Donald  M. 
Irish,  Monroe;  Lester  J.  Candela,  M.D.,  Queens;  and 
Richard  Treccase,  &ie. 

In  Memoriam:  The  delegation  presented  the  follow- 

‘Alternate  delegates  serving  for  Irving  M.  Pallin,  M.D.,  and 
John  M.  Galbraith,  M.D. 
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ing  memorial  resolutions  which  were  unanimously  ac- 
cepted by  the  House  of  Delegates: 

Frederick  A.  Wurzbach,  Jr.,  M.D. 

WHEREAS,  On  November  8,  1970,  Frederick  A.  Wurz- 
bach, Jr.,  of  The  Bronx,  New  York,  passed  from  our 
midst;  and 

WHEREAS.  He  is  remembered  for  his  years  of  service 
as  an  outstanding  practitioner  of  the  specialty  of  ob- 
stetrics and  gynecology,  and 

WHEREAS,  He  served  his  profession  unselfishly  at 
county,  state,  and  national  levels;  and 

WHEREAS,  He  was  president  of  his  county  society, 
councilor  of  the  Medical  Society  of  the  State  of  New 
York,  president  of  the  Medical  Society  of  the  State  of 
New  York  from  1967  to  1968,  and  a Trustee  of  the  Medi- 
cal Society  of  the  State  of  New  York  from  1968  to  1970; 
and 

WHEREAS,  He  served  as  a delegate  of  this  House  from 
1963  to  the  time  of  his  death;  therefore,  be  it 
Resolved,  That  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  express  its  appreciation  for 
Frederick  A.  Wurzbach’s  long  and  outstanding  service 
to  the  professional  and  nonprofessional  aspects  of  medi- 
cine; and  be  it  further 

Resolved,  That  the  sympathy  of  this  House  of  Dele- 
gates be  extended  to  Mrs.  Wurzbach  and  family,  that 
this  resolution  be  recorded  in  the  proceedings  of  this 
House  of  Delegates,  and  that  copies  be  appropriately 
presented  to  his  wife  and  family. 

Irving  L.  Ershler,  M.D. 

WHEREAS,  On  July  9,  1970,  Irving  L.  Ershler,  M.D., 
of  Syracuse,  New  York,  passed  from  our  midst;  and 
WHEREAS,  Doctor  Ershler  was  a devoted  father  and 
family  man;  and 

WHEREAS,  From  the  time  of  his  entrance  into  the  prac- 
tice of  medicine,  he  was  a dedicated  practitioner  of  the 
specialty  of  internal  medicine;  and 

WHEREAS,  He  found  time  to  serve  as  a teacher,  in  spite 
of  heavy  practice  commitments,  and  devoted  much  time 
and  effort  to  the  social  and  economic  problems  of  medi- 
cine, in  addition  to  its  purely  scientific  aspects;  and 
WHEREAS,  Doctor  Ershler  was  active  in  the  affairs  of 
his  county  society  and  was  a councilor  of  the  Medical 
Society  of  the  State  of  New  York;  and 

WHEREAS,  Doctor  Ershler’s  wit,  wisdom,  and  gift  for 
clarity  caused  him  to  make  his  mark  among  men  and 
resulted  in  his  counsel  and  advice  being  sought  by  many; 
and 

WHEREAS,  Doctor  Ershler  was  a member  of  this  House 
of  Delegates  from  1967  until  his  untimely  death;  now 
therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  express  its  appreciation  of  Irv- 
ing L.  Ershler’s  many  and  outstanding  contributions  to 
the  professional  and  nonprofessional  aspects  of  medicine; 
and  be  it  further 

Resolved,  That  the  sympathy  of  this  House  of  Dele- 
gates be  extended  to  Mrs.  Ershler  and  family,  that  this 
resolution  be  recorded  in  the  proceedings  of  this  House  of 
Delegates,  and  that  copies  be  appropriately  presented 
to  his  wife  and  family. 

Meetings.  The  delegation  held  breakfast  conferences 
on  Monday,  Tuesday,  and  Wednesday  mornings.  In- 
formal luncheons  were  available  to  the  delegation  on 
Monday,  Tue.sday,  and  Wednesday. 


Matters  coming  before  the  House  were  discussed,  ac- 
tions taken  on  specific  issues,  and  assignments  were 
made. 

Reference  committees.  The  following  members  of  the 
New  York  Delegation  served  on  reference  committees: 

Warren  A.  Lapp,  M.D.,  Committee  A,  Insurance  and 
Medical  Services;  Charles  M.  Brane,  M.D.,  Committee 
F,  Board  of  Trustees;  R.  Scott  Howland,  M.D.,  Commit- 
tee G,  Miscellaneous;  and  John  L.  Clowe,  M.D.,  Com- 
mittee E,  Scientific  and  Public  Health.  Maus  W. 
Stearns,  Jr.,  M.D.,  Delegate  from  the  Section  on  Colon 
and  Rectal  Surgery,  served  on  the  Credentials  Commit- 
tee. 

Observers  at  reference  committee  hearings,  designated 
by  the  chairman  of  the  New  York  Delegation,  were: 
Committee  A,  Insurance  and  Medical  Services, 
Dr.  Walls  and  Dr.  Laughlin;  Committee  B,  Legislation, 
Dr.  Emerson  and  Dr.  Moore;  Committee  C,  Medical  Ed- 
ucation, Dr.  Sherman  and  Dr.  Willis;  Committee  D, 
Hospitals  and  Medical  Facilities,  Dr.  Tuchman  and 
Dr.  Douglas;  Committee  E,  Scientific  and  Public  Health, 
Dr.  Blake  and  Dr.  Helpern;  Committee  F,  Board  of 
Trustees,  Dr.  Delaney,  Dr.  Heldmann,  and  Dr.  Kel- 
ley; Committee  G,  Miscellaneous,  Dr.  Zimring;  and 
Committee  H,  Miscellaneous,  Dr.  Wagreich  and 
Dr.  Goldmark. 

Candidates  for  Annual  Convention,  June,  1971.  The 
candidacy  of  Edward  C.  Hughes,  M.D.,  of  Syracuse,  for 
Trustee  of  the  American  Medical  Association  was  an- 
nounced. Efforts  on  behalf  of  his  election  will  be  the 
major  thrust  of  the  delegation. 

It  was  also  announced  to  the  delegation  that  Renato  J. 
Azzari,  M.D.,  would  be  up  for  re-election  to  the  Judi- 
cial Council  and  would  be  named  by  President  Wesley 
Hall  at  the  June  meeting. 

Bernard  Pisani,  M.D.,  will  be  a candidate  for  re- 
election  to  the  Council  on  Medical  Education.  He  must 
be  nominated  for  this  post  by  the  Board  of  Trustees  of 
the  AMA.  Such  nomination  is  usually  automatic  for  an 
incumbent.  The  delegation  will  make  every  effort  to  in- 
sure his  election. 

Hospitality.  The  New  York  Hospitality  Suite,  Room 
1218W  in  the  Statler  Hilton,  Boston,  was  open  according 
to  the  following  schedule:  Sunday  at  5:00  p.m.  for  New 
York  delegates  only;  Monday,  noon,  for  AMA  delegates; 
5:00  p.m.  for  all  guests;  Tuesday,  5:00  p.m.  for  all  guests; 
and  Wednesday,  noon.  New  York  delegates  only. 

AMA  Report.  The  following  is  a summary  of  the  actions 
of  the  House  of  Delegates,  as  compiled  by  the  executive  vice- 
president  of  the  AMA,  of  the  24th  Clinical  Convention  held  on 
November  29  through  December  2,  1970  at  Boston,  Massa- 
chusetts. 

As  at  recent  past  conventions,  strong  security  was  observed 
but  demonstrations  were  limited  to  a few  of  the  perennial  pick- 
ets. There  was  a great  aura  of  positiveness  about  the  meeting, 
ranging  from  the  opening  remarks  of  AMA  President,  Walter 
C.  Bornemeier,  M.D.  on  adequate  health  facilities,  through  the 
reaffirmed  statement  on  professional  ideals  and  creation  of  a 
new  class  of  membership  which  gives  interns  and  residents  a 
direct  voice  in  the  proceedings  of  the  AMA. 

Pre.sidential  Address.  The  American  Medical  Association 
must  “take  a leadership  role”  in  development  of  neighborhood 
medical  clinics,  which  are  fast  becoming  “the  focal  point  for 
delivery  of  most  medical  services,”  Walter  C.  Bornemeier, 
M.D.,  AMA  president,  told  the  House  of  Delegates. 

“As  the  government  takes  on  an  increasing  role  in  health 
care,  as  costs  continue  to  rise,  as  local  and  state  governments 
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are  confronted  with  increasing  demands  on  limited  public 
funds,  as  groups,  such  as  organized  labor,  continue  to  push  for 
nationalized  health  services,  we  can  expect  Federal  legislation 
to  zero  in  on  neighborhood  medical  clinics,”  Dr.  Bornemeier 
said.  AMA  leadership  is  thus  vital,  "so  that  we  may  insure  that 
medical  clinics  remain  a part  of  private  practice,”  he  said. 

Dr.  Bornemeier’s  proposals  include: 

— Creation  of  a program  to  assist  physicians  in  setting  up 
adequate  health  facilities,  for  group  or  solo  practice.  A number 
of  services  would  be  covered,  including  architectural  drawings, 
site  requirements,  management  and  operational  plans,  staffing 
requirements,  equipment  schedules,  and  suggestions  for  obtain- 
ing financing  from  local  banks. 

“In  essence"  Dr.  Bornemeier  said,  "1  seek  a means  whereby 
young  physicians  can  be  well  advised  and  local  medical  societies 
will  be  involved  in  organizing  and  maintaining  control  of  med- 
ical clinics.  1 believe  that  if  we  just  leave  it  up  to  each  medical 
community  to  act  in  its  own  way,  medicine  will  default  to 
hospitals,  to  government,  and  to  social  service  agencies  who 
even  now  vie  for  control  of  the  mechanisms  which  deliver  med- 
ical care.  The  young  doctor  going  into  practice  must  be  able  to 
see  that  AMA  is  here  to  help.” 

— As  the  concept  of  charity  medicine  fades  while  insurance 
plans  grow,  inducements  to  doctors  to  establish  private  practice 
groups  in  the  ghettos  should  be  considered,  such  as  low  cost 
Federal  loans  or  Hill-Burton  type  grants.  Dr.  Bornemeier  said. 
"The  poor  must  have  access  to  medical  care  on  the  same  basis 
as  the  most  affluent  citizens,”  he  told  delegates. 

— The  AMA  should  conduct  a periodic  survey  of  manpower 
needs  in  each  specialty  across  the  country.  Results  of  the  sur- 
vey would  go  to  each  senior  medical  student  showing  how  many 
general  surgeons,  internists,  and  others,  are  now  available  and 
how  many  are  needed.  This  would  help  the  student  in  choosing 
a specialty  in  demand  and  help  balance  those  specialties  in 
short  supply,  the  AMA  president  said. 

Dr.  Bornemeier  repeated  suggestions  he  made  on  inaugura- 
tion last  June  as  the  AMA’s  125th  president,  that  medical 
education  be  shortened  to  six  years,  that  the  method  of  training 
specialists  be  reviewed  to  emphasize  ambulatory  patient  care 
rather  than  inhospital  care,  and  that  new  physicians  train  at  the 
side  of  experienced  physicians  in  preceptorship  programs. 

He  added,  “This  House  should  be  concerned  with  plans  to 
bring  a substantial  portion  of  the  graduate  training  programs 
back  under  the  control  of  the  practicing  physician,  instead  of 
the  present  tendency  to  shift  supervision  to  employes  of  the 
hospital  administration.” 

Dr.  Bornemeier  complimented  the  House  of  having  “acted 
responsibly”  in  the  past,  on  updating  policies.  He  cited  the 
entry  into  the  field  of  student  loans,  approval  of  a study  of 
neighborhood  health  centers,  and  requesting  of  Federal  grants 
for  the  study,  along  with  approval  of  sponsorship  of  professional 
liability  programs  jointly  with  state  associations. 

The  president’s  new  proposals  were  received  with  enthusiasm 
by  many  delegates  and  studied  by  reference  committees.  Later 
suggestions  concerning  medical  education  were  referred  to  the 
Council  on  Medical  Education  to  “aid  it  in  its  deliberations” 
on  the  problems  discussed,  while  other  proposals  were  referred 
to  the  Board  of  Trustees  “for  careful  consideration  by  the  ap- 
propriate AMA  councils,  committees,  and  staff.” 

House  Actions.  From  November  29  through  December  2,  the 
House  was  in  session  ten  hours  and  fifty  minutes,  during  which 
time  it  considered  32  reports  and  71  reolutions,  plus  4 memorial 
and  commendation  resolutions.  A complete  tally  at  the  end  of 
this  summary  shows  disposition  of  each  item. 

Abortion.  Although  it  appeared  that  a renewed  and  lengthy 
debate  on  abortion  would  ensue,  delegates  deemed  otherwise. 
They  rejected  attempts  to  change  the  policy  statement  adopted 
at  the  1970  annual  convention  and,  after  brief  discussion,  reaf- 
firmed that  policy. 

Mem  bership.  The  House  created  a new  class  of  membership 
for  interns  and  residents.  The  action,  recommended  by  the 
Board  of  Trustees,  will  allow  such  members  to  elect  a delegate 
and  alternate  to  the  House.  Dues  will  be  $20  annually,  and  the 


new  members  must  convert  to  active  or  service  membership  on 
completion  of  their  training  programs.  The  House  also  ap- 
proved revision  of  the  Bylaws  to  provide  for  a direct  membership 
category,  with  payment  of  AMA  membership  dues  by  doctors  in 
the  Veterans  Administration,  nonuniformed  physicians  of  the 
U.S.  Public  Health  Service  and  other  full-time  civilian  phy- 
sicians employed  by  Federal  agencies,  who  are  ineligible  for 
membership  in  a component  medical  society.  Uniformed  Pub- 
lic Health  Service  physicians  remain  service  members. 

Peer  Review.  The  House  reaffirmed  its  approval  of  peer  re- 
view organization,  as  contained  in  the  AMA  Medicredit  pro- 
gram, and  urged  that  “all  components  of  organized  medicine 
give  energetic  support  to  furthering  the  effective  implementa- 
tion of  peer  review.”  Action  came  almost  simultaneously  with 
Senate  Finance  Committee  modification  of  several  provisions 
in  the  Social  Security  Bill  regarding  PSRO  (professional  stan- 
dards review  organizations).  The  AMA  had  objected  to  the  pro- 
visions. among  which  were:  pre-admission  approval  require- 

ments; national  norms  of  care;  Federal  ownership  of  PSRO 
files;  a $5,000  fine  for  violations;  and  review  of  all  services  pro- 
vided. 

The  Senate  committee  announced  that  it  had  deleted  the 
requirement  of  Federal  ownership  of  files;  deleted  the  $5,000 
fine  but  retained  provisions  for  refunds  of  fees;  eliminated  na- 
tional norms  but  retained  provisions  for  regional  norms,  and 
eliminated  the  necessity  of  pre-admission  approval  for  all  elec- 
tive procedures,  but  allowing  the  PSRO  to  specify  those  situa- 
tions where  pre-admission  would  be  required. 

The  committee  report  also  was  to  specify  that  the  PSRO  could 
not  be  a medical  society,  but  could  be  organized  and  set  up  by 
a medical  society,  such  as  a foundation.  The  bill  now  provides 
that  no  PSRO  shall  utilize  a nonphysician  to  make  final  de- 
terminations regarding  professional  conduct  of  any  physician,  or 
any  act  performed  by  a physician  in  the  exercise  of  his  profes- 
sion. The  House  directed  the  Board  of  Trustees  to  continue  to 
seek  appropriate  changes  in  the  bill. 

{Professional  Ideals.  “The  age  old  professional  ideal  of  med- 
ical service  to  all,  whether  able  to  pay  or  not,”  affirmed  by  the 
House  in  1934,  was  emphatically  reaffirmed  by  delegates  in 
Boston.  They  acted  on  a recommendation  by  the  Judicial 
Council,  which  said  it  had  received  “many  letters  complaining 
of  an  apparent  preoccupation  by  an  increasing  number  of  physi- 
cians with  the  financial  aspects  of  their  medical  practice.” 

Ideally,  the  physician  should  be  paid  promptly,  the  Council 
said.  But  it  added  that  if  he  is  not  paid  as  promptly  as  other 
creditors,  “he  should  recall  that  he  is  a professional  man  with 
all  the  perquisites  that  term  implies.”  It  criticized  such  “real 
examples”  as  adding  1.5  per  cent  interest  per  month  to  the  bill 
of  a patient  on  a small  pension,  refusal  to  see  a patient  because 
the  patient’s  balance  was  too  high.  “The  Council  believes 
these  examples  are  the  exception  . Nonetheless,  (they) 
reflect  adversely  on  the  whole  profession  and  especially  on  the 
countless  physicians  who  extend  credit  willingly  or  write  off 
old  accounts  because  they  are  dedicated  to  serving  mankind.” 
The  House  not  only  adopted  the  report,  it  urged  wide  dissemina- 
tion of  it  to  component  and  constituent  medical  societies. 

Health  Occupations.  The  terms  “ancillary”  and  “para- 
medical” will  no  longer  be  used  in  AMA  statements  but  will  be 
replaced  by  the  term  “allied,”  the  House  decreed.  It  also  ap- 
proved a Board  of  Trustees  report  dealing  with  licensure  of 
health  occupations.  Recommendations  in  that  report  include: 
State  legislatures  be  urged  to  amend  state  medical  practice  acts 
to  remove  any  barriers  to  increased  delegation  of  tasks  to  allied 
personnel  by  physicians;  that  alternative  routes  to  licensure, 
such  as  job  performance  tests,  be  studied;  that  programs  for 
periodically  updating  knowledge  and  skills  of  currently  licensed 
or  certified  occupations  be  encouraged;  and  that  the  House  of 
Delegates  call  for  a nationwide  moratorium  on  licensure  of  any 
additional  health  occupations. 

Delegates  are  asking  the  American  Hospital  Association  and 
American  Public  Health  Association  to  join  in  supporting  the 
moratorium.  Consideration  of  a national  “task  force”  to  study 
the  problem  of  licensure  in  detail  was  approved.  Such  a force 
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would  represent  health  professions,  educators,  and  govern- 
mental agencies. 

Elections.  The  House  defeated  measures  seeking  to  change 
the  manner  of  electing  members  of  the  Board  of  Trustees.  The 
measures  would  have  had  trustees  elected  at-large  and  on  a 
regional  basis. 

Convention  Sites.  Atlantic  City  was  approved  as  the  site  of 
the  1975  annual  convention,  but  only  tentatively.  The  Cali- 
fornia delegation  said  final  approval  should  be  determined  “on 
the  basis  of  our  experience  in  1971,”  at  the  annual  meeting  in 
the  New  Jersey  resort.  The  House  agreed.  In  another  move 
that  brought  smiles  of  anticipation  to  many  faces,  delegates 
approved  Honolulu  as  site  of  |he  ^975  clinical  convention.  Dal- 
las will  be  the  site  of  the  1976  annual  convention. 

Miscellaneous.  Osteopathic  physicians  are  now  eligible  for 
tbe  AMA  Physician’s  Recognition  Award,  if  they  meet  all  regu- 
lar requirements.  In  approving  this  step,  the  House  noted  that 
it  is  in  line  with  previous  actions  which  made  osteopathic  gradu- 
ates eligible  for  approved  internships  and  residencies.  Dele- 
gates also  voted  to  coordinate  educational  requirements  for  the 
Award  with  those  for  continuing  membership  in  the  American 
Academy  of  Family  Practice. 

The  House  urged  expansion  of  third-party  coverage  for  out-of- 
hospital  care.  It  directs  the  AMA  to  seek  immediate  adjust- 
ment of  all  such  programs  to  provide  equal  coverage  for  physi- 
cians’ services,  where  rendered,  and  removal  of  restrictions  which 
would  require  hospital  care,  where  ambulatory  services  would 
be  effective,  in  order  for  benefits  to  be  paid.  In  another  action, 
delegates  urged  that  the  insurance  industry  write  their  con- 
tracts to  cover  the  newborn  infant  from  the  moment  of  birth, 
instead  of  after  a waiting  period  as  now  observed.  The  latter 
was  inserted  in  a resolution  dealing  with  the  upcoming  White 
House  Conference  on  Children. 

Delegates  gave  “strong  support”  to  the  SAMA-MECO  Proj- 
ect (Student  American  Medical  Association  Project  for  Medical 
Education  and  Community  Orientation)  as  an  adjunct  to  un- 
dergraduate medical  education  and  asked  constituent  medical 
societies  to  consider  supporting  the  project  in  their  states.  More 
than  250  students  have  taken  part  in  the  project  in  over  100  com- 
munity hospitals,  with  500  practicing  physicians. 

The  House  approved  a Board  of  Trustees  report  calling  on 
constituent  associations  to  seek  appropriate  remedial  state 
legislation  in  the  field  of  professional  liability  and  encouraged 
the  Committee  on  Professional  Liability  to  continue  to  explore 
all  aspects  of  the  professional  liability  problems. 

Delegates  approved  expansion  of  the  Advisory  Committee  on 
Health  Care  of  the  American  People  to  encompass  multi-ethnic 
representation.  The  move  grew  out  of  a recommendation  made 
after  last  June’s  annual  convention,  where  a special  reference 
committee  held  a public  forum  to  hear  the  views  of  various 
groups  on  medical  and  health  care. 

Awards.  George  R.  Hermann,  M.D.,  Galveston,  Texas,  was 
chosen  to  receive  the  1971  Distinguished  Service  Award  at  the 
annual  convention  next  June.  Dr.  Hermann,  age  seventy-six, 
is  professor  of  medicine  at  the  University  of  Texas  Medical 
Branch  in  Galveston.  He  is  a distinguished  medical  writer, 
with  a bibliography  of  360  titles  in  medical  journals,  and  is 
author  of  three  textbooks.  Other  nominees  for  the  AMA’s 
highest  honor  were  Ward  Darley,  M.D.,  former  president  of  the 
University  of  Colorado  School  of  Medicine,  and  Howard  A. 
Rusk,  M.D.,  famed  New  York  specialist  in  physical  medicine 
and  rehabilitation. 

Malcolm  A.  Aldrich,  New  York  City,  and  J.  Raymond  Knigh- 
ton, Wheaton,  Illinois,  were  cowinners  of  the  AMA’s  Layman’s 
Citation  for  Di.stinguished  Service  to  Medicine.  They  also  will 
receive  their  awards  in  June.  Aldrich  is  former  president  and 
board  chairman  of  the  Commonwealth  P’und,  private  philan- 
thropic group  which  has  made  many  grants  to  medical  schools. 

Knighton  is  president  of  the  Medical  A.ssistance  Program, 
Inc.,  which  provides  medical  supplies  and  services  for  1,6()0 
medical  workers  in  developing  nations  around  the  world. 
Knighton  founded  the  program  in  1954  as  an  outgrowth  of  his 


stewardship  of  the  Christian  Medical  Society.  MAP  shipped 
$10  million  worth  of  supplies  io  1969. 

Respectfully  submitted, 

George  Himler,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  ORGANIZA- 
TION, POLICIES.  AND  LEGAL  MATTERS:  The  following 

report  was  presented  by  Albert  S.  Lyons,  M.D.,  chair- 
man. 

These  reports  were  reviewed,  and  the  accomplishments 
of  the  AMA’s  House  of  Delegates  were  noted.  Your  com- 
mittee wishes  to  thank  the  New  York  Delegation  for  its 
dedication  and  diligence  in  representing  the  Medical 
Society  of  the  State  of  New  York. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

71  -23.  Professional  Medical  Liability  Insurance 
Introduced  by  Victor  J.  Tofany,  M.D.,  Delegate,  Section 
on  Anesthesiology 

WHEREAS,  Professional  Medical  Liability  premiums 
have  risen  65  per  cent  in  the  past  year;  and 

WHEREAS,  There  appears  to  be  little  or  no  relief 
from  the  liability  problem;  and 

WHEREAS,  The  number  of  suits  and  the  amount  of 
settlements  are  steadily  increasing  at  a time  when 
the  caliber  of  medical  care  is  also  increasing;  and 
WHEREAS,  All  past  efforts  have  been  unsuccessful  in 
stemming  the  tide;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  initiate  an  all-out  aggressive  campaign  to 
bring  about  legislative  changes  that  will  ease  the 
professional  medical  liability  problem;  and  be  it 
further 

Resolved,  That  an  unlimited  budget  allowance  be 
made  to  cover  the  expenses  involved  in  such  a cam- 
paign; and  be  it  further 

Resolved,  That  the  highest  caliber  legal  counsel  be 
employed  to  meet  this  need. 

71  -25.  Abolition  of  Contingency  Fees 

Introduced  by  Richmond  County  Medical  Society 

WHEREAS,  Contingency  fees  are  immoral  because 
they  give  lawyers  an  undue  financial  interest  in  a case, 
sometimes  irrespective  of  its  just  merits;  and 

WHEREAS,  Contingency  fees  are  unethical  because 
they  often  provoke  unnecessary  litigation,  thereby 
contributing  to  the  overcrowding  of  the  court  calen- 
dars; and 

WHEREAS,  Contingency  fees  are  responsible  for 
exaggerated  claims  for  damages;  and 

WHEREAS,  Contingency  fees  and  the  high  damages 
that  they  provoke  are  directly  and  unwarrantably 
harmful  to  the  medical  profession,  being  responsible 
for  rising  costs  of  professional  medical  liability  in- 
surance and  for  the  unwillingness  of  carriers  to  con- 
tinue this  form  of  insurance;  therefore  be  it 

Resolved,  That  contingency  fees  be  declared  im- 
moral, unethical,  and  not  in  the  public  interest;  and  be 
it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  do  everything  within  its  power  to  encourage 
the  enactment  of  legislation  that  would  outlaw  the 
practice  of  contingency  fees. 

71-42.  Increases  in  Professional  Medical  Liability 
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Insurance  Premiums  and  Limiting  of  Awards 
Introduced  by  Medical  Society  of  the  County  of  Queens 
WHEREAS,  Professional  Medical  Liability  Insurance 
is  a “must”  for  practicing  physicians  in  this  day  and 
time;  and 

WHEREAS.  Premiums  for  such  insurance  have  been 
spiraling  upward  in  the  past  decade,  culminating  in 
an  increase  of  65  per  cent  on  September  1 of  this  year 
and  have  now  become  almost  prohibitive  to  practicing 
physicians;  and 

WHEREAS.  The  end  of  such  premium  increases  is  not 
in  sight;  and 

WHEREAS.  It  definitely  appears  that  the  public  has 
become  extremely  “suit  conscious”;  and 

WHEREAS.  The  courts  have  rendered  judgments  in 
malpractice  actions  which  have  been  astronomical; 
and 

WHEREAS.  Insurance  carriers  who  are  willing  to 
write  this  type  of  coverage  are  diminishing  in  number 
and  will  soon  be  nonexistent;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  to  avoid  the  tragic  outcome  of  continuing 
increases  in  professional  medical  liability  insurance 
premiums,  make  every  effort  to  reduce  the  number  of 
malpractice  suits;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  seek  the  introduction  of,  and  support,  legis- 
lation similar  in  philosophy  and  intent  to  the  Work- 
men’s Compensation  Law  and  embodying  the  concept 
of  limiting  awards  in  malpractice  claims  to  actual 
pecuniary  losses. 

71  -49.  Professional  Medical  Liability  Insurance 
Introduced  by  Samuel  Leo,  M.D.,  as  an  individual 

WHEREAS,  Professional  medical  liability  insurance 
premiums  are  out-of-hand  and  such  insurance  is  ob- 
tainable only  at  very  great  cost;  and 

WHEREAS,  This  situation  will  militate  against  good 
patient  care  and  raise  the  cost  of  medical  care  con- 
siderably; and 

WHEREAS.  Suits  brought  against  the  profession  and 
hospitals  further  add  to  the  number  of  cases  on  court 
calendars,  which  are  already  crowded;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  appoint  a committee  to  consider  and  recom- 
mend measures  to  control  the  rapidly  rising  premiums 
of  professional  medical  liability  insurance;  and  be  it 
further 

Resolved,  That,  to  insure  prompt  treatment  of  those 
patients  who  have  experienced  adverse  results  from 
treatment,  or  in  spite  of  treatment,  the  committee  con- 
sider the  feasibility  of  an  insurance  program,  similar 
to  that  of  the  Workmen’s  Compensation  Law,  and 
governed  by  similar  regulations,  such  insurance  cover- 
age to  be  carried  by  physicians. 

REPORT  OF  REFERENCE  COMMITTEE  ON  ORGANIZA- 
TION. POLICIES,  AND  LEGAL  MATTERS:  The  following 

report  was  presented  by  Albert  S.  Lyons,  M.D.,  chair- 
man. 

These  resolutions  all  addressed  themselves  to  the 
problems  of  professional  medical  liability.  Your  com- 
mittee spent  the  greater  part  of  its  time  in  considering 
this  issue,  at  the  moment  one  of  the  most  pressing  in 
medical  practice.  The  resolutions  have,  therefore,  been 
combined  and  modified  to  include  and  extend  their  sub- 


stance. Your  reference  committee  submits  the  following 
composite  resolution: 

WHEREAS.  Professional  medical  liability  premiums 
have  been  escalating  sharply;  and 

WHEREAS,  The  number  of  suits  and  the  amounts  of 
settlements  and  awards  are  steadily  increasing;  and 

WHEREAS, The  causes  are  multiple  and  the  solutions 
difficult  to  obtain  except  by  intensive  and  organized 
efforts;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  appoint  a special  committee  to  study  the 
advisability  and  feasibility  of  establishing  an  Institute 
either  within  or  outside  of  the  Medical  Society  whose 
functions  would  be  as  follows; 

1.  Collect,  collate,  and  compare  present  information 
concerning  professional  medical  liability  and  the 
causes  for  violation  of  good  medical  practice  in  New 
York  State  and  other  states  and  countries. 

2.  Mount  a public  relations  campaign  to  inform  and 
educate  the  public,  the  medical  profession,  and  the 
medical  students  on  the  effects  of  professional  medical 
liability  suits  on  the  conduct,  costs,  and  advancements 
of  medical  practice. 

3.  Persuade,  petition,  and  advise  the  legislature  and 
the  courts  on  matters  concerning  professional  medical 
liability,  such  as  contingent  fee  structure,  arbitration 
of  suits,  no-fault  insurance,  separation  of  liability  and 
damages,  and  limitation  on  the  amount  of  judgments. 

4.  Compose  itself  of  physicians,  attorneys,  repre- 
sentatives of  both  the  insurance  industry  and  hos- 
pitals, and  other  appropriate  personnel,  both  volun- 
tary and  compensated,  from  the  Medical  Society  and 
from  the  public. 

5.  Examine  the  methods  of  financing  itself. 

6.  Cooperate  with  and  aid  other  organizations  con- 
cerned with  the  negligence  problem. 

The  House,  after  discussion,  voted  to  refer  this  portion 
of  the  reference  committee  report  to  the  Council. 

71  -24.  Student  Membership  in  the  Medical  Society 
of  the  State  of  New  York  and  Its  Component  County 
Medical  Societies 

Introduced  by  Medical  Society  of  the  County  of  Erie 

WHEREAS,  Socioeconomic  problems  of  great  com- 
plexity face  medicine  today  and  are  certain  to  continue 
in  the  years  to  come;  and 

WHEREAS,  The  individual  physician  can  contribute 
to  the  solution  of  these  many  problems  only  by  being 
part  of  organized  medicine;  and 

WHEREAS,  Organized  medicine  has  a responsibility 
to  see  to  it  that  succeeding  generations  of  doctors  of 
medicine  are  aware  of  these  problems  and  what  the 
profession  is  doing  to  solve  them;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  take  steps  toward  establishing  a category 
of  membership  for  medical  students  attending  schools 
of  medicine  in  New  York  State;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  encourage  its  component  county  medical 
societies  to  establish  a similar  category  of  membership 
for  medical  students. 

REPORT  OF  REFERENCE  COMMITTEE  ON  ORGANIZATION, 
POLICIES,  AND  LEGAL  MATTERS:  The  following  report 
was  presented  by  Albert  S.  Lyons,  M.D.,  chairman. 
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The  committee  recommends  approval  of  this  resolu- 
tion and  referral  to  the  Council  for  implementation,  with 
the  additional  recommendation  that,  until  the  Medical 
Society  of  the  State  of  New  York  establishes  a category 
of  student  membership,  the  same  invitation  and  priv- 
ileges offered  this  year  be  extended  again  next  year  and 
that  a student  representative  be  accorded  the  privilege 
of  the  floor  at  the  1972  meeting  of  the  House  of  Delegates, 
that  is  not  be  a member  of  the  House  but  to  have  a 
chance  to  speak. 

The  House,  after  discussion,  voted  to  adopt  this  por- 
tion of  the  reference  committee  report. 

71  -90.  Change  of  Name  and  Function  of  the  Sec- 
tion on  Neurology  and  Psychiatry  to  Two  Separate 
Sections 

Introduced  by  Section  on  Neurology  and  Psychiatry 

WHEREAS,  The  output  of  basic  research  and  clinical 
data  is  increasing  so  rapidly  in  neurology  and  psychi- 
atry; and 

WHEREAS,  Most  medical  schools  have  recognized 
and  established  separate  departments  of  neurology 
and  psychiatry;  and 

WHEREAS,  The  clinical  practice  of  neurology  and 
psychiatry  are  so  divergent;  therefore  be  it 

Resolved,  That  the  name  of  the  section  and  the 
scientific  activities  of  the  Section  on  Neurology  and 
Psychiatry  be  changed  into  two  separate  sections: 
the  Section  on  Neurology  and  the  Section  on  Psychia- 
try. 

REPORT  OF  REFERENCE  COMMITTEE  ON  ORGANIZA- 
TION, POLICIES,  AND  LEGAL  MATTERS:  The  following 

report  was  presented  by  Albert  S.  Lyons,  M.D,,  chair- 
man. 

This  resolution  was  originally  referred  to  the  House 
Committee  on  Constitution  and  Bylaws  and  has  been  re- 
referred to  this  reference  committee.  The  reference 
committee  recommends  the  addition  of  the  following 
Resolved: 

Resolved,  That  this  resolution  be  referred  to  the 
Council  Committee  on  Constitution  and  Bylaws,  and 
if  they  agree  that  these  two  individual  disciplines  have 
been  fulfilling  the  requirements  of  Chapter  XII,  Sec- 
tion 6,  of  the  Constitution  and  Bylaws,  that  at  the  next 
annual  meeting  they  shall  have  qualified  to  be  two 
separate  sections  with  individual  rights. 

If  the  Committee  on  Constitution  and  Bylaws  does  not 
accept  this  premise,  then  the  two  disciplines  will  have 


to  meet  separately  for  the  next  two  years  to  fill  the  re- 
quirements of  Chapter  XII,  Section  6. 

The  committee  recommends  this  should  be  so  referred 
to  the  House  Committee  on  Constitution  and  Bylaws 
and  they  should  be  so  empowered. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  referring  resolution  71-90  as 
amended  to  the  Council  Committee  on  Constitution  and 
Bylaws. 


71-91.  Deadline  for  the  Unrestricted  Introduction 
of  Resolutions  into  the  House  of  Delegates 
Introduced  by  George  T.  C.  Way,  M.D.,  Speaker,  as  an 
individual 

WHEREAS.  It  is  customary  and  usual  to  allow  the 
unrestricted  introduction  of  resolutions  into  the  House 
of  Delegates  up  to  10:00  a.m.  on  the  third  day  of  the 
annual  meeting;  and 

WHEREAS,  Chapter  II,  Section  3,  of  the  Constitution 
and  Bylaws  states  that,  “No  new  resolution  shall  be 
introduced  at  the  last  scheduled  session  except  by  a 
unanimous  vote  of  the  House”;  and 

WHEREAS,  Many  of  the  reference  committee  reports 
have  been  prepared  and  printed  before  the  deadline; 
and 

WHEREAS,  The  continued  introduction  of  resolutions 
will  make  supplementary  reports  by  reference  com- 
mittees necessary;  therefore  be  it 

Resolved,  That  the  current  deadline  for  the  unre- 
stricted introduction  of  resolutions  be  advanced  from 
10:00  a.m.  on  the  third  day  to  4:00  p.m.  on  the  second 
day;  and  be  it  further 

Resolved,  That  this  be  considered  a rule  of  this 
House  of  Delegates  and  not  in  conflict  with  the  current 
Constitution  and  Bylaws. 

REPORT  OF  REFERENCE  COMMITTEE  ON  ORGANIZA- 
TION, POLICIES.  AND  LEGAL  MATTERS:  The  following  re- 
port was  presented  by  Albert  S.  Lyons,  M.D.,  chairman. 

Your  reference  committee  feels  that  it  does  not  want 
to  usurp  the  prerogative  of  the  delegates  in  this  matter 
and,  therefore,  offers  no  recommendation  and  asks  the 
House  of  Delegates,  itself,  to  act  on  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report  and,  after  discussion,  voted  to  adopt 
resolution  71-91. 

The  House  voted  to  adopt  the  reference  committee  re- 
port as  a whole. 
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Standards  of  Medical  Care 

Commission  on  Standards  of  Medical  Care 

To  the  House  of  Delegates,  Gentlemen: 

The  Commission  on  Standards  of  Medical  Care  con- 


sists of  the  following  members: 

Waring  Willis,  M.D.,  Chairman  Westchester 

James  M.  Blake,  M.I).  Schenectady 

Charles  M.  Brane,  M.D.  Westchester 

Lester  J.  Candela,  M.D Queens 

Bernard  J.  Pisani,  M.D.  New  York 

Joseph  G.  Zimring,  M.D.  Nassau 


As  reported  last  year,  the  Committee  on  Mediation 
and  Insurance  Claims  Review  and  the  Committee  on 
Utilization  Review  have  been  abolished  and  their  func- 
tions incorporated  into  the  Peer  Review  Mechanism 
committee  activity. 

The  Medical  Review  Manual  developed  by  the  Com- 
mittee on  Medical  Review  has  been  distributed  in  the 
main  to  284  hospitals  which  treat  acutely  ill  patients  in 
New  York  State.  Also,  24  copies  have  been  delivered  to 
the  U.S.  Public  Health  Service  and  Department  of 
Health,  Education,  and  Welfare,  as  required  under  Con- 
tract No.  110-68-30.  The  Health  Services  officer  noted 
that  “we  in  the  Division  of  Health  Standards  think  your 
manual  is  excellent  and  are  pleased  that  it  is  ready 
for  use.” 

The  other  committees  have  not  had  major  problems 
to  consider  and  have  carried  on  with  routine  matters 
in  a most  careful  and  judicious  manner. 

The  Commission  again  wishes  to  note  the  continuing 
smooth  operation  of  the  Division  of  Standards  of  Med- 
ical Care,  and  our  appreciation  is  expressed  to  its  di- 
rector, Samuel  Z.  Freedman,  M.D.,  his  secretary.  Miss 
Catherine  H.  Renze,  and  the  entire  headquarters  staff 
under  Henr\’  I.  Fineberg,  M.D.,  executive  vice-president. 

Respectfully  submitted. 

Waring  Willis,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  STANDARDS 
OF  MEDICAL  CARE  The  following  report  was  presented 
by  Milton  J.  Greenberg,  M.D.,  chairman. 

Your  reference  committee  reviewed  the  report  of  the 
Commission  summing  up  the  various  activities  of  the 
committees  under  its  jurisdiction.  The  Commission 
has  worked  well  this  year,  and  the  meetings  of  the  ma- 
jority of  the  committees  have  been  held  on  time  and 
were  well  attended.  The  committee  commends  Waring 
Willis,  M.D.,  chairman  of  the  Commission,  for  his  able 
and  efficient  leadership. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Ethics  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Ethics  consists  of  the  following 


members: 

Joseph  G.  Zimring,  M.D.,  Chairman Nassau 

Charles  A.  Gwynn,  M.D Onondaga 

Frank  LaGatutta,  M.D Bronx 


The  committee  received  a letter  from  the  Department 
of  Medical  Ethics  of  the  American  Medical  Association 


asking  what  the  official  position  of  the  State  Medical 
Society  is  regarding  the  ethical  propriety  or  impropriety 
of  a physician’s  billing  an  insurance  company  for  his 
fee  for  services  rendered  to  a member  of  his  immediate 
family  (son,  wife,  or  mother).  The  committee’s  pro- 
posed answer  was  given  to  the  Council  on  November 
30,  1969.  The  Council,  after  deliberation,  approved 
the  following  statement:  “The  Medical  Society  of  the 
State  of  New  York  holds  it  unethical  for  a doctor  of 
medicine  to  charge  for  treatment  rendered  to  members 
of  his  own  family  (child,  spouse,  or  parent).” 

A question  raised  by  a county  medical  society  as  to 
whether  or  not  it  was  proper  for  a physician  to  use  his 
title  “M.D.”  in  advertising  his  investment  service  was 
answered  by  the  committee  as  follows:  “The  Commit- 

tee on  Ethics  feels  that  there  is  a definite  breach  of 
medical  ethics  by  the  physician  in  using  the  title  ‘M.D.’ 
in  advertising  his  investment  service.” 

In  answer  to  a letter  from  a county  medical  society 
asking  for  assistance  in  formulating  guidelines  for  phy- 
sicians participating  in  television  and  radio  broadcasts, 
the  county  society  was  told  that  it  was  within  their 
province  to  set  up  their  own  guidelines,  and  that  we 
would  be  glad  to  assist  them  if  necessary. 

A letter  was  received  from  a company  which  would 
like  to  supply  physicians’  services  on  a temporary  basis 
to  clients  who  would  then  be  billed  for  the  physicians’ 
services  plus  a service  charge.  The  committee  stated 
that  this  practice  would  be  unethical  and  quoted  Sec- 
tion 6,  Article  6,  of  the  Principles  of  Professional  Con- 
duct. 

Several  letters  were  received  from  a clinic  in  New 
York  City,  a nonprofit  organization,  regarding  adver- 
tisements by  that  clinic  and  setting  up  guidelines  for 
the  promotion  of  preventive  medicine.  The  committee 
stated  that  the  matter  was  under  the  jurisdiction  of  the 
Medical  Society  of  the  County  of  New  York. 

In  answer  to  a letter  from  a physician  concerning  the 
question  of  one  physician  charging  another  physician 
for  services  rendered  to  the  physician’s  family,  the  com- 
mittee stated  that  this  was  a matter  between  the  physi- 
cians involved. 

The  committee  considered  a letter  from  a physician’s 
attorney  regarding  the  professional  impropriety  of  the 
physician  receiving  compensation  for  consultation  on 
the  manufacture  of  a surgical  instrument.  The  rate  of 
compensation  was  to  be  based  on  a percentage  of  the 
sales  made  by  the  company.  The  committee  replied 
that  it  was  unethical  and  quoted  Chapter  I,  Section 
6,  of  the  Principles  of  Professional  Conduct.  The  at- 
torney was  referred  back  to  the  county  medical  society. 

Also  considered  was  a letter  from  a physician  regarding 
his  appointment  as  medical  director  of  a pharmaceutical 
company  manufacturing  dermatologic  products  and 
also  his  becoming  a member  of  the  Board  of  Directors 
owning  stock  in  this  company  while  he  practiced  his 
specialty  of  dermatology.  The  committee  stated  that 
it  would  be  unethical  for  the  physician  to  hold  the  posi- 
tion of  medical  director  or  corporate  director  of  the 
pharmaceutical  manufacturing  company  while  he  prac- 
ticed medicine. 

The  committee  reviewed  several  appeals  from  judg- 
ments issued  by  county  medical  societies  regarding 
advertising.  After  reviewing  the  appeals,  the  county 
medical  societies’  decisions  were  upheld. 

The  passage  of  the  laboratory  bill  by  the  New  York 
State  Legislature,  which  ordered  laboratories  to  bill 
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patients  directly,  has  created  a problem  in  ethics. 
Many  letters  have  been  received  by  this  committee  about 
the  ethics  involved  in  the  many  methods  used  by  both 
physicians  and  laboratories  to  evade  this  bill.  The 
following  example  was  declared  to  be  unethical  by  the 
committee.  A partnership  was  to  be  formed  by  fifty 
physicians  who  would  invest  money  in  the  corporation 
administering  the  laboratory;  in  return  the  physicians 
would  receive  a portion  of  the  net  profit  of  the  labora- 
tory. 

In  March,  your  chairman  was  asked  to  give  a speech 
before  a national  medical  fraternity  on  use  of  credit 
cards. 

In  September  your  chairman,  with  the  approval  of 
the  Council,  attended  the  Third  National  Congress  on 
Medical  Ethics  held  under  the  auspices  of  the  Judicial 
Council  of  the  American  Medical  Association. 

The  committee  would  like  to  express  its  appreciation 
to  Samuel  Z.  Freedman,  M.D.,  director.  Division  of 
Standards  of  Medical  Care;  to  J.  Richard  Burns,  J.D., 
assistant  executive  vice-president;  and  to  Miss  Cath- 
erine H.  Renze,  secretary  to  Dr.  Freedman,  for  their 
assistance. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 

Ethics  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

Dozens  of  letters  have  been  received  from  various 
parts  of  the  country,  both  from  physicians  and  local 
medical  societies,  concerning  solicitation  of  patients  by 
various  New  York  clinics,  which  were  open  for  the  pur- 
pose of  performing  abortions.  The  officials  of  one  of 
these  clinics  were  contacted  and  told  that  they  were 
soliciting  patients  on  behalf  of  their  physician-members, 
an  act  which  was  considered  unethical  by  the  Medical 
Society  of  the  State  of  New  York.  A sworn  deposition 
was  obtained  from  this  clinic,  which  stated  that  the 
announcement  sent  out  to  various  places  had  been  done 
without  the  knowledge  of  the  physicians  concerned,  and 
that  no  announcements  would  be  sent  out  in  the  future. 

A letter  was  received  from  a brokerage  firm  concerning 
the  ethical  status  of  physicians,  who  would  be  asked  to 
buy  stock  of  a wholesale  distributor  of  certain  drug 
products,  which  products  were  being  prescribed  by  these 
same  physicians.  This  letter  was  answered  with  the 
statement  that,  “the  idea  of  owning  stock  in  a drug  com- 
pany and  writing  prescriptions  for  their  products  is  un- 
ethical.” 

A letter  was  received  from  the  medical  director  of  an 
upstate  hospital  requesting  our  policy  regarding  pro- 
fessional relationships  between  chiropractors  and  the 
medical  profession.  This  was  answered  by  quoting  from 
the  Ih-inciples  of  Professional  Conduct  of  the  Medical 
Society  of  the  State  of  New  York  which  states  in  part, 
“all  voluntarily  associated  activities  with  cultists  are 
unethical.” 

Two  letters  were  received  questioning  the  ethics  of  a 
partnership  between  a physician  and  a psychologist. 
They  were  both  answered  as  follows:  “A  partnership 

between  a physician  and  a psychologist  would  be  un- 
ethical becau.se  under  such  arrangement  the  psychologist 
would  have  a direct  interest  in  the  productivity  and  fees 


earned  by  the  physician.  The  physician  should  not  dele- 
gate to  the  psychologist  any  matters  requiring  the  ex- 
ercise of  professional  medical  judgment.” 

Many  letters  regarding  advertisments  and  announce- 
ments by  physicians  were  referred  to  the  local  county 
medical  society  concerned. 

Our  opinion  was  requested  by  the  board  of  censors  of 
a local  county  medical  society  in  a matter  concerning 
the  propriety  of  a local  Board  of  Health  in  referring  a 
case  to  a specialist  for  treatment  rather  than  consulta- 
tion as  requested  by  the  referring  physician.  This  mat- 
ter was  discussed  by  your  chairman  over  the  telephone 
with  the  medical  society  involved. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  STANDARDS 
OF  MEDICAL  CARE:  The  following  report  was  presented 
by  Milton  J.  Greenberg,  M.D.,  chairman. 

Your  reference  committee  reviewed  the  annual  and 
supplementary  reports  of  the  Committee  on  Ethics. 
The  committee  continues  to  be  a driving,  useful,  and 
active  component  of  the  State  Medical  Society  under 
the  dynamic  leadership  of  its  chairman,  Joseph  G.  Zim- 
ring, M.D. 

Numerous  problems  were  resolved  this  year.  The 
change  in  the  law  requiring  laboratories  to  bill  patients 
directly  has  taken  up  much  of  the  chairman’s  time. 

In  the  supplementary  report  of  the  Committee  on 
Ethics,  your  reference  committee  notes  that  many  let- 
ters were  received  from  various  parts  of  the  country  con- 
cerning solicitation  of  patients  by  some  New  York  clinics 
which  were  opened  for  the  purpose  of  performing  abor- 
tions. Much  discussion  arose  regarding  the  problem  of 
hucksterism  by  these  clinics.  We  strongly  approve  of 
the  committee’s  firm  stand  on  this  matter. 

For  purposes  of  clarification,  paragraph  2,  line  4,  of 
the  supplementary  report  is  amended  to  read  as  follows: 
“This  letter  was  answered  with  the  statement  that,  ‘the 
idea  of  owning  stock  in  a local  repackaging  drug  com- 
pany and  writing  prescriptions  for  their  products  is  un- 
ethical.’ This,  of  course,  does  not  apply  to  owning  of 
stock  in  nationally  recognized  drug  companies.” 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Hospital  and  Professional  Relations  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Hospital  and  Professional  Rela- 
tions consists  of  the  following  members: 


Bernard  J.  Pisani,  M.D.,  Chairman New  York 

John  A Billows,  M.D Nassau 

Rudolph  R.  Del  Giacco,  M.D Albany 

Benjamin  G.  Dinin,  M.D Westchester 

Joseph  J.  Kaufman,  M.D Wayne 

Jason  K.  Moyer,  M.D Broome 

Edward  W.  Mullin,  M.D Onondaga 

Edward  C.  Rozek,  M.D Erie 


Resolution  70-28,  “Standards  for  Accreditation  to 
Specify  Number  of  Medical  Board  Meetings,”  was  re- 
ferred by  the  Council  to  this  committee.  The  first  Re- 
solved of  this  resolution  recommends  that,  “The  Med- 
ical Society  of  the  State  of  New  York  request  the  Joint 
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Commission  on  Accreditation  of  Hospitals  to  specify  in 
its  Standards  for  Hospital  Accreditation  that  all  med- 
ical boards  meet  a minimum  of  eight  times  a year.” 
Since  Standard  6 of  the  Proposed  Standards  of  the  Joint 
Commission  on  Accreditation  of  Hospitals,  section  on 
Medical  Staffs,  refers  vaguely  to  what  an  individual 
hospital  should  do,  the  committee  approved  the  intent 
of  this  resolution  but  agrees  with  the  Joint  Commission 
that  each  hospital  should  make  its  own  decision  in  this 
matter.  Therefore,  the  committee  recommended  to  the 
Council,  and  the  Council  approved,  the  amending  of  the 
first  Resolved  to  read  as  follows:  "Resolved,  That  medi- 

cal boards  of  hospitals  abide  by  the  recommendation  as 
outlined  by  the  Joint  Commission  on  Accreditation  of 
Hospitals  to  adequately  carry  on  the  business  of  the  hos- 
pitals.” 

The  Council  also  referred  to  the  committee  a letter 
from  the  Professional  Medical  Liability  and  Defense 
Board  requesting  an  opinion  of  the  “teaching”  system 
that  has  been  developed  in  a hospital.  In  essence,  the 
attending  physicians  were  “reminded  that  they  are  not 
to  write  orders  except  in  the  event  of  emergency.  If  the 
appropriate  house  physicians  cannot  be  found,  the  at- 
tending physician  should  communicate  his  diagnostic 
and  therapeutic  plan  in  a progress  note  which  is  flagged 
by  the  yellow  tag  available  on  each  floor.  This  alerts 
the  house  staff  to  review  the  progress  note  and  act  ac- 
cordingly.” 

The  Committee  strongly  disapproved  of  this  system 
for  the  following  reasons:  (1)  responsibility  for  the  pa- 
tient should  remain  with  the  attending  physician  in 
order  to  maintain  the  physician-patient  relationship, 
and  (2)  malpractice  insurance  coverage  may  well  be  ad- 
versely affected. 

The  committee  is  studying  an  intramural  dispute 
in  one  of  the  hospitals  in  New  York  State.  This  matter 
was  referred  to  Walter  Scott  Walls,  M.D.,  by  the  Amer- 
ican Medical  Association.  The  American  Hospital 


Association  referred  this  to  George  W.  Graham,  M.D., 
of  Schenectady. 

We  are  appreciative  of  the  cooperation  of  Samuel  Z. 
Freedman,  M.D.,  director.  Division  of  Standards  of 
Medical  Care,  and  his  secretary.  Miss  Catherine  H. 
Renze. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 


Hospital  and  Professional  Relations 
(Supplementary) 

EMERGENCY  ROOM  SERVICES 

To  the  House  of  l)elef>ates,  (lentlemen: 

The  Subcommittee  on  Emergency  Room  Services  of 
the  Hospital  and  Professional  Relations  Committee 
wishes  to  stress  that  there  is  a need  to  re-evaluate  the 
emergency  rooms  in  hospitals  in  this  State.  It  is  neces- 
sary to  establish  a differential  between  outpatient  care 
and  true  emergency  room  care — no  longer  the  accident 
room  concept. 

This  past  year,  the  subcommittee  prepared  a ques- 
tionnaire on  “emergency  room  services”  which  was 
sent  to  the  hospitals  in  New  York  State,  asking  for  their 
C(H)peration  in  this  study.  As  a result  of  the  replies 
to  the  questionnaire,  the  subcommittee  notes  that  the 
information  obtained  is  of  no  specific  value.  It  is  to  be 
noted  that  studies  of  emergency  room  facilities  are  being 
conducted  by  the  New  York  State  Department  of 
Health,  The  American  College  of  Surgeons,  and  in 
many  other  areas  of  the  country.  A manual  should  be 
developed  which  provides  guidelines  for  the  establish- 
ment and  operation  of  an  emergency  room  facility. 
Meaningful  differentiation  between  emergency  and  out- 


TABLE  I.  Total  evaluation  of  200  questionnaires  on  emergency  room  services 


Yes 

No 

No  Answer 

Number  of  beds  in  your  hospital. 
Is  your  hospital 

(Varies  according  to  hospital 

(a)  Medical  school  affiliated? 

51 

118 

31 

(b)  Voluntary,  nonaffiliated? 

125 

41 

34 

(c)  Municipal  or  government  controlled? 

22 

105 

73 

Do  you  have  a separate  emergency  room  service? 
(a)  Do  you  have  a community  or  voluntary 

190 

7 

3 

ambulance  service? 
Is  this  located  in  the 

127 

65 

8 

(a)  Outpatient  department? 

36 

71 

93 

(b)  Separate  area? 
Staffing 

142 

22 

36 

(a)  Full-time  physicians 

84 

40 

76 

(b)  Part-time  physicians 

73 

38 

89 

(c)  Intern  and  or  resident  physicians 
Total  number  of  patients  treated  in  emergency 
I'oom  in: 

1965- 2,693,175 

1966- 3,111,593 

1967- 3,261,121 

1968- 3,472,696 

1969- 3,785,713 

90 

45 

65 

Percentage  of  “true”  emergencies. 

Comments:  (Please  comment  on  problems  peculiar 

(Varies  according  to  hospital) 

to  your  hospital  1 . 

Please  fill  in  name  of  your  hospital. 

73 

0 

127 
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patient  (office  practice  type  of  care)  is  needed.  For 
both  medical  and  legal  reasons  the  triage  concept  using 
personnel  specially  trained  with  expertise  to  assume 
primary  responsibility  under  the  supervision  of  a physi- 
cian is  extremely  important  in  the  smaller  hospital. 
The  legal  aspects  should  be  determined. 

There  should  be  available  on  a twenty-four-hour  basis 
an  opportunity  for  a patient  to  consult  a physician  in 
an  emergency  room  to  determine  the  immediacy  of  care. 
Therefore,  the  study  made  through  our  subcommittee 
by  means  of  the  questionnaire  did  not  provide  specific 
information  from  which  conclusions  could  be  satisfac- 
torily drawn.  Table  I shows  a total  evaluation  of  200 
questionnaires. 

Respectfully  submitted, 

Joseph  J.  Kaufman,  M.D.,  Chairman 

Government  Health  Centers 

To  the  House  of  Delegates,  Gentlemen: 

The  Subcommittee  on  Government  Health  Centers 


consists  of  the  following  members: 

Leonard  L.  Heimoff,  M.D.,  Chairman  Bronx 

Carl  Goldmark,  Jr.,  M.D New  York 

John  E.  Lowry,  M.D. Queens 

Thomas  W.  Mou,  M.D Onondaga 


The  committee  considered  one  item  this  year,  that  is, 
establishing  a plan,  developed  by  the  Medical  Society 
of  the  County  of  New  York,  for  the  delivery  of  health 
care  in  the  East  Harlem-triangle  area.  The  committee 
accepted  the  principle  outlined  in  this  plan  with  the 
following  recommendations. 

1.  Although  paramedical  personnel  will  be  necessary, 
it  should  be  emphasized  that  the  physician’s  role  must 
be  preserved  so  that  quality  medical  care  is  assured. 

2.  Opportunity  is  to  be  provided  to  the  medical  direc- 
tor or  other  physicians  of  the  group  to  follow  up,  but  not 
necessarily  control,  the  care  of  patients  in  the  “back-up” 
hospitals. 

3.  It  is  hoped  that  the  facility  will  make  the  area, 
which  now  does  not  have  any  private  physicians,  attrac- 
tive for  private  practice  and  also  to  act  as  an  educational 
source  for  physicians  and  inhabitants  of  the  area. 

Respectfully  submitted, 

Leonard  L.  Heimoff,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  STANDARDS 
OF  MEDICAL  CARE  The  following  report  was  presented 
by  Milton  J.  Greenberg,  M.D.,  chairman. 

Your  reference  committee  reviewed  the  report  of  the 
Committee  on  Hospital  and  Professional  Relations, 
chaired  by  Bernard  J.  Pisani,  M.D.  This  committee 
reported  action  on  a resolution  referred  to  them  and  on 
a letter  from  the  Professional  Medical  Liability  In- 
surance and  Defense  Board. 

We  note  from  the  report  of  the  Subcommittee  on 
Emergency  Room  Services  that  the  study  conducted  by 
this  committee  on  emergency  rooms  in  this  State  has 
been  of  little  significance.  The  information  obtained 
from  the  questionnaire  was  of  no  apparent  value.  The 
reference  committee  feels  that  the  situation  in  emer- 
gency rcKims  is  highly  complex  and  requires  exhaustive 
investigation  to  obtain  the  desired  information.  The 


problem  of  emergency  room  services  is  a major  issue  in 
health  care.  Insurance  coverage  tends  to  push  patients 
into  hospital  emergency  rooms;  projected  national 
health  insurance  plans  also  tend  to  focus  on  care  in  emer- 
gency rooms.  Your  reference  committee  emphatically 
recommends  that  the  Council  consider  a more  detailed 
indepth  study  for  action  in  this  field  and  that  the  ap- 
propriate recommendations  be  made. 

In  reviewing  the  report  of  the  Subcommittee  on  Gov- 
ernment Health  Centers,  the  reference  committee  agrees 
that  the  expertise  of  this  committee  would  be  of  value  in 
areas  concerned  with  developing  these  centers.  In  our 
discussions,  the  rank  and  file  members  of  our  Society 
appeared  to  be  unaware  as  to  what  committee  they 
might  turn  to  for  help  affecting  situations  in  the  local 
areas.  Therefore,  your  reference  committee  believes 
a strong  concerted  effort  should  be  made  by  all  com- 
mittee chairmen,  particularly  the  chairman  of  this  sub- 
committee, to  acquaint  the  membership  with  its  func- 
tions and  responsibilities.  We  suggest  this  might  be 
done,  perhaps,  by  committee  chairmen  with  articles 
which  could  be  published  in  the  New  York  State 
Journal  of  Medicine. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Hospital- Based  Physicians 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Hospital-Based  Physicians  con- 


sists of  the  following  members: 

James  M.  Blake,  M.D.,  Chairman Schenectady 

Alfred  A.  Angrist,  M.D Bronx 

Norman  S.  Blackman,  M.D Kings 

Robert  P.  Boudreau,  M.D Onondaga 

Richard  W.  Egan,  M.D Erie 

Francis  B.  Haber,  M.D Chemung 

Edgar  P.  Mannix,  Jr.,  M.D Nassau 

Irving  M.  Pallin,  M.D Kings 

Ian  H.  Porter,  M.D Albany 

Victor  J.  Tofany,  M.D Monroe 


The  committee  has  been  concerned  during  the  past 
few  years  with  various  arrangements  for  professional 
services  which  have  been  made  by  physicians  associated 
with  or  employed  by  hospitals. 

This  problem  was  acute  for  some  period  of  time  but 
seems  to  have  abated  somewhat  during  the  past  year, 
perhaps  resolving  itself  to  some  extent.  At  least  the 
committee  has  not  had  any  specific  problems  referred 
to  it  during  this  past  year. 

It  is  the  impression  of  the  committee,  based  on  infor- 
mation which  has  been  obtained  by  the  Division  of  Stand- 
ards of  Medical  Care,  that  there  has  been  an  increasing 
number  of  physicians  who  have  become  directly  associat- 
ed with  hospitals  as  full-time,  hospital-based  physicians 
either  in  charge  of  clinical  departments,  emergency 
rooms,  teaching  programs,  or  in  providing  direct  patient 
care. 

As  far  as  can  be  determined  at  this  time,  the  majority 
of  such  arrangements  apparently  have  been  made  with 
satisfactory  fiscal  agreements  between  the  physician 
and  the  hospital  and,  to  the  best  of  our  knowledge,  with- 
out exploitation  of  the  patient  or  of  the  physician.  There 
probably  are  instances  where  there  is  such  exploitation, 
but  these  are  not  known  to  us  at  this  time.  There  may 
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not  be  many  unsatisfactory  arrangements  at  present 
simply  because  of  the  shortage  of  physicians  now  pre- 
vailing; however,  some  procedure  for  appeal  and  an 
avenue  of  approach  by  the  physician  should  be  institut- 
ed and  publicized. 

It  is  reasonable  to  anticipate  that  with  the  present 
trend  of  medical  care  there  probably  will  continue  to  be 
an  increasing  number  of  hospital- based  physicians 
throughout  the  State,  as  individuals  or  as  members  of 
hospital-based  groups  of  physicians  providing  not  only 
supervision  and  teaching  services,  but  also  direct  patient 
care.  In  view  of  this  trend,  the  committee  wishes  to  call 
to  the  attention  of  the  membership  the  following  prin- 
ciples which  it  believes  should  be  considered  and  ob- 
served when  arrangements  are  made  for  hospital-based 
professional  service. 

1.  The  primary  purpose  of  hospital-based  profes- 
sional medical  care  should  be  for  improving  and  further- 
ing the  medical  care  and  services  provided  to  the  pa- 
tients therein  and  for  the  educational  training  program 
of  the  medical  staff  of  the  hospital.  It  is  to  be  em- 
phasized that  it  should  not  be  the  policy  of  the  hospital 
to  derive  direct  financial  support  or  profit  from  such 
professional  sources. 

2.  The  physicians  providing  such  professional  serv- 
ices to  private  patients  should  do  so  in  their  professional 
capacity  and  right  as  physicians.  All  fees  collected  for 
such  professional  services  should  be  and  remain  the 
property  of  the  physician  or  physicians. 

3.  The  provision  of  such  professional  service  should 
be  in  accordance  with  the  l*rinciples  of  Professional 
Conduct  of  the  medical  profession  as  determined  in 
the  State  of  New  York  by  the  Medical  Society  of  the 
State  of  New  York  and  nationally,  by  the  American 
Medical  Association. 

4.  In  the  fiscal  arrangements  referable  to  profes- 
sional care,  there  should  be  a separation  of  charges  and 
monies  collected  for  (1)  hospital  technical  services  and 
(2)  professional  medical  care.  Those  charges  and 
monies  received  for  hospital  technical  services  should 
be  returnable  to  the  hospital,  and  those  fees  charged  and 
collected  for  physician  professional  care  should  be  re- 
turnable to  the  physician  rendering  such  service  or  to  the 
group  of  which  he  is  a member.  This  is  not  done  now 
in  some  cases,  and  some  suggestions  or  recommendations 
to  correct  this  situation  where  it  exists  would  be  appre- 
ciated. 

5.  There  should  be  maintained  a detailed  audit  of 
the  professional  fees  collected  by  the  hospital-based 
physicians,  either  as  individuals  or  as  members  of  a 
group,  and  the  fees  charged  to  patients  for  such  profes- 
sional services  should  be  in  accordance  with  the  Relative 
Value  Scale  of  the  Medical  Society  of  the  State  of  New 
York. 

6.  The  duties  and  responsibilities  of  physicians  em- 
ployed by  hospitals  and  who  are  paid  a specific  salary 
for  such  should  be  specifically  designated. 

Respectfully  submitted, 

James  M.  Blake,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  STANDARDS 
OF  MEDICAL  CARE  The  following  report  was  presented 
by  Milton  J.  Greenberg,  M.D.,  chairman. 

Your  reference  committee  notes  that  the  committee 
has  not  been  active  this  year  because  it  has  not  had  any 
specific  problems  referred  to  it.  There  seems  to  be  an 


apparent  balance  between  the  fiscal  arrangements  of  the 
hospital  and  the  hospital-based  physicians. 

Tbe  preparation  of  guidelines  by  the  committee  will 
be  of  help  to  tbe  physicians  who  are  contemplating 
entering  into  a contractual  arrangement  with  a hospital. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


Medical  Review 


To  the  House  of  Delegates,  Gentlemen: 


The  Committee  on  Medical  Review  consists  of  the 
following  members; 

Charles  M.  Brane,  M.D.,  Chairman  Westchester 

•Joel  -J.  Brenner,  M.D.  Nassau 

Michael  Brusilow,  M l).  Albany 

Winfield  L.  Butsch,  M.D.  Erie 

•James  N.  Capps,  M.D.  Onondaga 

Armand  •].  DT>rico,  M.D.  Fulton 

George  G.  McCauley,  M.D.  Tompkins 

•John  H.  Morton,  M.D.  . Monroe 


The  past  year  has  seen  the  fulfillment  of  many  of  the 
objectives  of  the  committee.  The  methodology  for 
evaluation  of  quality  of  medical  care  developed  previous- 
ly and  applied  specifically  to  review  patterns  for  the 
study  of  inhospital  care  of  six  conditions  and  procedures: 
acute  myocardial  infarction,  appendectomy,  prosta- 
tectomy, diabetes  mellitus,  hysterectomy  or  myo- 
mectomy for  fibromyomata  uteri,  and  recent  cerebral 
infarction  or  hemorrhage,  was  tested  through  a medical 
review  project  carried  out  by  the  State  Medical  Society 
in  cooperation  with  the  U.S.  Public  Health  Service  and 
U.S.  Department  of  Health,  Education,  and  Welfare. 
This  involved  securing  copies  of  900  records  from  six  hos- 
pitals throughout  the  State  and  their  review  and  rating 
as  to  quality.  The  completion  of  the  informational  part 
of  the  six  review  patterns  as  applied  to  these  records  was 
carried  out  by,  and  under  the  direction  of,  Shirley 
Sanderson,  R.N.  Physician  surveyors  cooperating  with 
the  medical  analyst  for  the  project,  Jacob  Fine,  M.D., 
then  reviewed  the  records  and  rated  the  quality  of  care 
using  the  review  patterns.  Numerical  coding  for 
electronic  data  processing  was  devised  by  the  Evaluation 
Unit  of  the  Albert  Einstein  College  of  Medicine  for  study 
of  the  data  derived  from  the  evaluations.  Tables  of 
descriptive  and  qualitative  data  regarding  the  factors 
and  services  affecting  the  quality  of  care  were  provided 
by  United  Medical  Service  through  its  Electronic  Data 
Processing  Department. 

It  was  concluded  by  all  persons  involved  that  this 
method  of  evaluating  a physician’s  performance  was  a 
practical  one  for  continuous  or  periodic  review  of  the  care 
furnished  to  inhospital  patients.  It  was  also  demonstra- 
ted that  information  derived  from  the  use  of  the  category- 
item  review  patterns  may  be  subjected  to  electronic  data 
processing  for  evaluation  of  the  factors  affecting  quality 
of  care  in  large  numbers  of  cases. 

The  Medical  Review  Manual  and  its  review  patterns 
were  then  further  modified,  completed,  printed,  and 
distributed  to  285  hospitals  for  acutely  ill  patients  in 
New  York  State.  It  contains  review  patterns  for  the 
study  of  inhospital  patient  care  of  the  six  conditions  and 
procedures  mentioned  and  suggestions  on  the  organiza- 
tion of  medical  review.  It  will  be  enlarged  to  include 
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as  many  conditions  and  procedures  as  necessary  to  serve 
for  review  of  the  most  common  diseases  and  procedures. 
Review  patterns  for  other  diseases  and  procedures  will  be 
incorporated  into  the  Manual  as  they  are  developed. 

A cholecystectomy  pattern  has  been  completed  and 
will  be  added  to  the  Manual  after  consideration  and 
modification  by  a subcommittee.  Review  patterns  for 
infantile  diarrhea  and  cesarean  section  are  being 
developed. 

The  committee  recommends  the  use  of  the  Medical 
Review  Manual  throughout  New  York  State  and  will 
work  toward  this  end  in  cooperation  with  the  Ad  Hoc 
Committee  on  Peer  Review  Mechanisms.  This  will 
demonstrate  that  the  practicing  physicians  of  this  State 
are  fully  aware  of  their  responsibilities  to  patients  and 
underline  our  interest  in  providing  quality  care  to  our 
patients. 

Copies  of  the  Manual  are  available  at  a moderate 
cost.  Requests  for  copies  are  continually  received  from 
outside  agencies  and  other  interested  parties.  The 
committee  has  also  recommended  that  a letter  be  sent  to 
the  proprietary  hospitals  in  this  State  informing  them  of 
the  availability  of  the  Manual. 

Grateful  acknowledgment  for  valuable  service  and 
cooperation  in  studying  and  testing  the  category-item 
methodology  is  made  to  Jacob  Fine,  M.D.,  project 
analyst,  Department  of  Surgery,  Harvard  Surgical  Unit; 
Mildred  A.  Morehead,  M.D.,  director.  Evaluation  Unit 
of  the  Albert  Einstein  College  of  Medicine,  acting  as 
consultant;  Miss  Shirley  Sanderson,  R.N.,  research 
assistant;  Antonio  Favino,  vice-president  in  charge  of 
Electronic  Data  Processing,  United  Medical  Service, 
Inc.;  Samuel  Z.  Freedman,  M.D.,  acting  as  project 
director;  the  six  subcommittees  concerned  with  develop- 
ment of  the  review  patterns;  the  physician  surveyors  of 
the  Medical  Review  Project;  and  to  the  U.S.  Public 
Health  Service  and  the  U.S.  Department  of  Health, 
Education,  and  Welfare  for  the  funding  of  the  project. 

Appreciation  is  also  extended  to  all  members  of  the 
Medical  Review  Committee  and  to  Fred  MacD.  Rich- 
ardson, M.D.,  Leonard  Rosenfield,  M.D.,  and  Joseph 
Snyder,  M.D.,  acting  as  advisers  to  the  Medical  Review 
Committee.  Their  suggestions,  advice,  and  decisions 
were  most  helpful  in  accomplishing  the  objectives  of 
this  committee. 

Respectfully  submitted, 

Charles  M.  Brane,  M.D.,  Chairman 


REPORT  OF  REFERENCE  COMMITTEE  ON  STANDARDS 
OF  MEDICAL  CARE;  The  following  report  was  presented 
by  Milton  J.  Greenberg,  M.D.,  chairman. 

Your  reference  committee  wishes  to  commend  Charles 
M.  Brane,  M.D.,  chairman  of  the  Committee  on  Medi- 
cal Review,  on  the  fulfillment  of  the  project  undertaken 
by  the  Medical  Society  of  the  State  of  New  York  in  co- 
operation with  the  U.S.  Public  Health  Service  and  the 
U.S.  Department  of  Health,  Education,  and  Welfare. 
This  project  was  finalized  on  the  completion  of  the  Medi- 
cal Review  Manual.  This  manual  is  a detailed  guide  for 
the  retrospective  review  of  inhospital  patient  care. 
Copies  of  the  Manual  have  been  widely  distributed.  A 
questionnaire  will  be  sent  to  the  hospitals  which  re- 
ceived copies  asking  for  their  suggestions  and  comments. 
Your  reference  committee  wishes  to  stress  the  impor- 
tance of  this  accomplishment  and  to  point  out  that  the 


work  of  Doctor  Brane’s  committee  will  have  a major 
impact  on  medical  care  throughout  the  nation. 

The  committee  has  been  informed  that  about  250  of 
these  Manuals  have  been  sold,  and  that  orders  are  still 
coming  in,  some  of  these  repeat  orders. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


Nursing  and  Allied  Health  Professions 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Nursing  and  Allied  Health  Pro- 
fessions consists  of  the  following  members: 

Lester  J.  Candela,  M.D.,  Chairman  Queens 

Frank  A.  Baumann,  M.D.  Broome 

Clarke  T.  Case,  M.D.  Oneida 

Douglas  S.  Damrosch,  M.D New  York 

F'red  E.  Dexter,  M.D.  Albany 

Ramsdell  Gurney,  M.D.  Erie 

Ralph  F.  Jacox,  M.D.  Monroe 

Joel  E.  Mandel,  M.D.  Rockland 

Frank  C.  Nichols,  M.D.  Nassau 

Vincent  J.  Tesoriero,  M.D.  Kings 

The  committee  has  concerned  itself  this  year  with  one 
of  the  major  problems  attributed  to  the  increasing  nurs- 
ing shortage,  that  is  the  closing  of  diploma  schools  of 
nursing.  It  is  the  opinion  of  the  committee  that  the 
diploma  schools  are  being  permitted  to  wither  on  the 
vine,  by  lack  of  funds  and  support,  and  are  being  forced 
to  close  at  a rapid  pace.  Therefore,  the  committee 
presented  the  following  resolution  to  the  Council  for 
implementation: 

WHEREAS,  The  nursing  problem  is  becoming  in- 
creasingly acute;  and 

WHEREAS,  The  diploma  schools  are  still  admitting 
and  graduating  the  greater  number  of  registered 
nurses  (80  per  cent  of  diploma  school  admissions 
graduating,  compared  with  53  per  cent  of  the  bacca- 
laureate admissions  and  40  per  cent  in  the  associate 
degree  program);  and 

WHEREAS,  Even  in  1969  when  the  number  of  diploma 
school  admissions  dropped  23  per  cent  while  those 
in  the  other  programs  increased,  the  diploma  schools 
graduated  2,710  (54  per  cent  of  all  graduates)  com- 
pared with  1,295  (26  per  cent)  for  the  associate  degree 
program,  and  1,013  (20  per  cent)  for  the  baccalau- 
reate program;  and 

WHEREAS,  The  chief  reason  for  the  closure  of  the 
diploma  schools  (32  schools  in  the  last  ten  years, 
3,100  students)  is  lack  of  funds  and  support  to  help 
them  achieve  “standards”;  therefore  be  it 

Resolved,  That  the  Council  of  the  Medical  Society 
of  the  State  of  New  York  encourage  the  Committee 
on  State  Legislation  to  sponsor  bills  to  encourage 
and  support  the  reopening  of  diploma  schools  by 
providing: 

1,  Scholarships  for  students; 

2,  Funds  for  diploma  schools;  and 

3,  Significant,  meaningful  credit  for 
diploma  school  graduates  toward  a 
baccalaureate  degree. 

'I'he  committee  reviewed  an  AMA  News  article  urging 
a major  new  role  for  nurses  that  would  include  using 
nurses  with  abbreviated  specialized  medical  training 
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in  the  practice  of  medicine  on  a "fee  for  service”  basis. 
This  would  mean  placing  the  physician  in  the  role  of 
manager  of  a medical  service  system  and  would  enlarge 
the  role  of  the  physician’s  assistant  to  a greater  degree. 
I'he  committee  noted  that  the  AMA’s  action  was  se- 
verely criticized  by  the  American  Nurses  Association 
and  by  various  state  medical  societies.  The  committee 
agrees  with  the  feelings  of  the  organizations  involved 
and  wishes  to  note  that  the  implementation  of  such 
a program  might  greatly  aggravate  the  shortage  of 
nurses  at  a time  when  we  need  more,  not  fewer,  nurses 
and  might  result  in  the  use  of  paramedical  personnel 
with  minimal  training  working  in  areas  where  previously 
fully-trained  general  practitioners  have  been  discour- 
aged to  practice. 

In  view  of  the  fact  that  the  AMA  did  not  consult  with 
or  seek  the  opinion  of  any  individual  state  medical 
society,  the  Council,  on  the  recommendation  of  the 
committee,  forwarded  the  following  resolution  to  the 
AMA’s  House  of  Delegates: 

WHEREAS.  The  American  Medical  Association  has 
proposed  a new  role  for  nurses  which  would  result 
in  fee-for-service  payment  to  them;  and 
WHEREAS.  Paramedical  personnel  with  abbreviated 
medical  training  would  be  used  in  areas  where  fully 
trained  general  practitioners  were  heretofore  dis- 
couraged to  practice;  and 

WHEREAS.  This  program  was  enunciated  without 
consultation  with  component  state  medical  societies; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  express  its  displeasure  in  this  matter 
to  the  American  Medical  Association. 

As  mentioned,  the  utilization  of  paramedical  person- 
nel (physician’s  assistant)  is  rapidly  becoming  an  ac- 
cepted practice  in  the  health  field.  For  example,  in 
obstetrical  cases,  it  is  contemplated  utilizing  the  serv- 
ices of  a physician’s  assistant  who  with  a few  months 
of  training  in  this  field  would  be  capable  of  delivering 
babies  safely  and  also  handle  newborn  “well  babies.” 
An  analogous  action  is  contemplated  with  the  use 
of  surgical  technicians.  The  committee  strongly 
warns  of  the  inherent  dangers  of  unqualified  “assist- 
ants” practicing  this  type  of  medicine  which  will 
require  independent  judgments  in  fields  where  until 
now  the  fully  trained  “G.P.”  was  held  to  be  incompe- 
tent. The  committee  advocates  the  implementing  of 
legislation  concerning  the  qualifications  of  these 
“assistants.” 

The  chairman  attended  an  AMA  meeting  on  “New 
Concepts  of  Education  in  Hospital  Schools  of  Nursing,” 
held  in  Washington,  D.C.,  in  June.  During  the  meet- 
ing there  was  discussion  of  the  paramedical  situation. 
Of  the  many  articles  presented,  one  worth  mentioning 
for  future  reference  was  by  Israel  Light,  Ed.D.,  Dean 
of  the  School  of  Health  Sciences,  Chicago  Medical 
School,  University  of  Health  Sciences.  Doctor  Light 
drew  a parallel  between  the  various  educational  nurs- 
ing programs  and  medicine  compared  with  the  para- 
medical programs  where  the  error  of  meaningless  spe- 
cialization is  being  repeated.  In  his  article.  Doctor 
Light  deplores  the  growing  trend  in  nursing  of  upgrading 
the  nurses’  educational  background,  credentially  speak- 
ing, while  underrating  the  inestimable  value  of  actual 
nursing  experience.  He  suggested  that  possibly  the 
medical  profession  could  work  in  closer  harmony  with 


these  groups  to  establish  a greater  portion  of  educa- 
tional criteria.  The  chairman  agrees  with  the  former 
position  since  the  mutual  aims  are  for  the  care  of  the 
patient. 

The  committee  will  continue  to  study  the  many  facets 
of  the  nursing  problem  and  will  keep  abreast  of  the 
upcoming  related  nursing  and  paramedical  programs 
in  the  health  field. 

The  chairman  wishes  to  express  his  appreciation  to 
Samuel  Z.  Freedman,  M.D.,  director  of  the  Division 
ol  Standards  of  Medical  Care,  for  his  assistance  and 
cooperation  and  to  his  secretary,  Miss  Catherine  H. 
Renze. 

Respectfully  submitted, 

Lester  J.  Candela,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  STANDARDS 
OF  MEDICAL  CARE  The  following  report  was  presented 
by  Milton  J.  Greenberg,  M.D.,  chairman. 

The  Committee  on  Nursing  and  Allied  Health  Pro- 
fessions, under  the  capable  chairmanship  of  Lester  J. 
Candela,  M.D.,  has  thoroughly  studied  the  acute  nursing 
shortage  which  it  attributes  in  part  to  the  rapid  closing 
of  diploma  schools  of  nursing.  The  committee  has  spent 
many  hours  reviewing  the  problem  and  has  presented 
excellent  recommendations  to  the  Council  calling  for 
(1)  scholarships  for  students,  (2)  funds  for  diploma 
schools,  and  (3)  significant,  meaningful  credit  for  di- 
ploma school  graduates  toward  a baccalaureate  degree. 

We  commend  this  committee  for  its  efforts  in  at- 
tempting to  solve  this  problem. 

The  utilization  of  paramedical  personnel  was  thor- 
oughly discussed.  We  note  a wide  divergence  of  opinion 
among  our  membership  in  reference  to  the  training  and 
use  of  paramedical  personnel.  There  is  a definite  need 
to  study  and  define  the  areas  of  use  under  which  a para- 
medical person  would  peform. 

The  House,  after  discussion,  voted  to  amend  this  por- 
tion of  the  reference  committee  report  by  substituting 
for  the  word  “paramedical,”  wherever  it  occurs,  the 
words  “allied  health.” 

The  House  then  voted  to  adopt  this  portion  of  the 
reference  committee  report  as  amended. 


Peer  Review  Mechanisms  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Ad  Hoc  Committee  on  Peer  Re- 


view Mechanisms  are  as  follows: 

Ralph  S.  Emerson,  M.D.,  Chairman  Nassau 

Charles  M.  Brane,  M.D Westchester 

Lynn  R.  Callin,  M.D Monroe 

Richard  D.  Eberle,  M.D.  Onondaga 

Carl  Goldmark,  Jr.,  M.D New  York 

William  A.  Schwarz,  M.D Richmond 

Edward  Siegel,  M.D Clinton 

Lester  R.  Tuchman,  M.D. Queens 


Peer  review  has  been  projected  into  the  limelight  this 
past  year.  It  has  been  discussed  in  the  halls  of  Congress, 
by  the  communication  media,  and  at  many  meetings 
regarding  health  care  in  this  country. 

To  alert  our  respective  district  and  county  medical 
societies,  the  following  memorandum  was  mailed  on 
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July  28  to  the  presidents  of  county  medical  societies 
and  district  branches: 

The  purpose  of  this  memorandum  is: 

1.  To  inform  all  component  societies  of  the  activity  of  your 
Ad  Hoc  Committee  on  Peer  Review  Mechanisms  and  to  remind 
you  of  the  mandate  of  the  House  of  Delegates  of  the  State 
Medical  Society  regarding  resolutions  relating  to  peer  review. 

2.  To  inform  you  of  current  Federal  legislation  and  the  ac- 
tions of  the  AMA  House  of  Delegates  relating  to  peer  review. 

3.  To  evaluate  the  progress  of  peer  review  by  our  component 
societies  in  New  York  State. 

Committee  Activities.  In  response  to  resolution  70-22, 
“Guidelines  for  the  Evaluation  of  Quality  Medical  Care,”  the 
committee  agreed  that  the  Committee  on  Medical  Review 
should  continue  its  timely  study  of  a structured  peer  review 
mechanism  by  using  categories  of  disease  entities.  Charles 
M.  Brane,  M.D.,  chairman  of  the  Committee  on  Medical  Re- 
view, stated  that  the  Medical  Review  Manual  is  ready  for  dis- 
tribution, and  additional  disease  entities  would  be  added  in 
the  coming  months.  This  excellent  Manual  will  serve  as  a 
guideline  for  hospital  review  of  specific  disease  entities. 

Resolution  70-26,  "Peer  Review  Mechanisms  and  Specialty 
Medical  Societies,”  speaks  for  itself.  We  ask  your  coopera- 
tion in  fulfilling  this  mandate.  The  specialty  organizations 
desire  to  cooperate  and  the  request  is  consistent  with  the  plea 
made  by  the  AMA’s  past  president,  Gerald  D.  Dorman,  M.D., 
that  specialty  practice  organizations  develop  closer  liaison  with 
organized  medicine. 

Resolution  70-30,  “Peer  Review  Committees  in  Hospitals,” 
is  self-explanatory,  and  we  ask  your  cooperation  in  fulfilling 
this  mandate. 

Your  committee  met  with  Louis  A.  Orsini,  director,  and  Wil- 
liam Reinertson,  staff  representative,  of  the  Health  Insurance 
Council,  which  represents  major  health  insurance  carriers. 
They  proposed  a plan  whereby  the  Health  Insurance  Council 
would  process  the  claims  in  their  major  medical  contracts  and 
make  their  data  available  to  the  county  societies  to  serve  as 
guidelines  for  the  county  peer  review  committees  in  evaluating 
fees  and  quality  of  medical  care.  It  was  proposed  that  the  de- 
cisions be  binding  on  the  insurance  carriers,  and  in  turn  the 
county  peer  review  committees  would  establish  the  “cut-off” 
point  for  usual,  customary,  and  reasonable  fees  in  their  respec- 
tive areas.  The  committee  would  critically  review  fees  charged 
above  this  “cut-off"  point  and  make  a decision  and  recommen- 
dation to  the  insurance  carrier.  This  principle  was  approved 
by  the  Council  of  the  State  Medical  Society. 

At  the  present  time  only  pilot  studies  would  be  done  of  repre- 
sentative geographical  counties,  such  as  urban,  suburban,  and 
rural  areas.  Nassau  County  has  asked  to  participate  in  this 
program.  If  your  county  has  an  established  and  well-function- 
ing committee  and  would  like  to  be  considered  a participant, 
notify  Samuel  Z.  Freedman,  M.D.,  Director,  Division  of  Stand- 
ards of  Medical  Care,  at  the  State  Medical  Society  offices. 

Your  committee  agreed  that  this  was  another  parameter  for 
gathering  data  regarding  Utilization  Committee  Review  and 
additional  sources,  such  as  the  Blue  Plans,  the  Professional 
Activities  Study,  and  others  would  be  approached  for  further 
information. 

Your  committee  met  with  Stephen  Mahady,  M.D.,  assistant 
commissioner  of  medical  services  of  the  New  York  State  Health 
Department.  Doctor  Mahady  stated  they  are  mandated  by  law 
to  obtain  factual  information  on  all  transactions  regarding 
Medicaid  disbursement  of  funds.  This  includes  profiles  on 
patients,  physicians,  and  all  other  providers  of  service.  They 
have  information  on  every  transaction  made  in  1969  and  have  a 
programmed  computer  to  assess  up-to-date  activities  in  the 
health  care  field.  'Fhe  State  Health  Department  is  most  de- 
sirous of  cooperating  with  our  peer  review  committees,  and  as 
Commissioner  Hollis  Ingraham  stated;  “only  doctors  can  do 
t his  ( peer  review).” 

('urrent  Federal  I.egislation  and  Recent  Actions  of  AMA 
Mouse  of  Delegates.  In  recent  months  there  has  been  a flood 
of  legislative  pro[)osals  regarding  national  health  insurance, 


sponsored  by  the  following:  Reuther,  Griffiths,  Javits,  Ken- 

nedy, AMA  Medicredit,  Fulton,  Fannin,  and  Hall. 

The  Reuther,  Griffiths,  Javits,  and  Kennedy  bills  are  not 
universal  health  insurance  plans  but  are  in  effect  national 
health  service  plans.  A service  plan  means  a complete  restruc- 
turing of  the  health  care  delivery  system  into  a group  practice 
or  group  service  organization.  This  would  eliminate  the  solo 
practititioners  of  medicine  and  much  of  private  practice  as  we 
know  it  today.  The  consumers  would  play  a dominant  role  in 
the  policy  decisions  of  the  service  organization  regarding  pay- 
ment of  services,  and  so  on.  There  would  be  a tight  bureau- 
cratic, centralized  government  control  with  all  the  rules,  regu- 
lations, and  accompanying  paperwork  to  further  plague  the 
overworked  physician.  We  are  adamantly  opposed  to  the  con- 
cept of  a national  health  service  plan. 

The  AMA  Medicredit,  Fulton,  Fannin,  and  Hall  bills  are  na- 
tional health  insurance  programs.  These  insurance  programs 
would  not  restructure  the  health  care  delivery  system,  would 
not  wash  out  the  fee-for-service  concept,  and  would  utilize  the 
private  health  insurance  industry.  We  are  in  favor  of  a compre- 
hensive health  insurance  program  embodying  these  concepts. 

When  the  AMA  representatives  appeared  before  the  House 
Ways  and  Means  Committee  to  present  the  AMA  Medicredit 
proposal,  they  were  received  politely.  They  were  told  that  the 
plan  lacked  a cost  and  quality  control  program,  and  that  unless 
there  was  a strong  peer  review  mechanism  incorporated  in  the 
bill,  the  plan  would  not  receive  serious  consideration.  There- 
fore, the  original  Medicredit  proposal  was  revised  and  the  Peer 
Review  Organization  was  incorporated  into  the  program.  The 
highlights  of  Peer  Review  Organization  were  presented  to  the 
AMA  House  of  Delegates  in  the  Board  of  Trustees’  Report 
“V”  ....  The  report  was  approved  at  the  June,  1970,  Annual 
Meeting  of  the  House  of  Delegates,  in  Chicago,  so  it  is  the  offi- 
cial policy  of  the  AMA. 

Peer  review  will  undoubtedly  be  an  integral  part  of  any  na- 
tional health  legislation.  The  service  plans  emphasize  con- 
sumer domination,  and  AMA  Medicredit  emphasizes  physician 
control  with  consumer  advisers.  This  is  an  evaluation  of  the 
political  climate  at  the  present  time,  and  we  believe  it  is  a real- 
istic appraisal. 

In  our  original  information  on  peer  review  in  1969,  we  stated 
that  "peer  review  was  a cost  and  quality  control  program  cover- 
ing the  entire  spectrum  of  health  care.”  Some  county  societies 
believed  it  was  merely  another  name  for  Grievance  Committee 
and  were  slow  to  grasp  the  new  concept  and  to  restructure  their 
county  society  committees.  There  should  be  no  doubt  after  re- 
viewing the  Federal  health  legislative  proposals  that  peer  re- 
view is  not  a game  of  semantics;  that  time  is  running  out  on  us; 
and  that  each  county  society  or  district  branch  had  better  get 
their  house  in  order  immediately. 

The  drums  for  Federal  health  legislation  will  start  beating 
in  1971  and  will  probably  reach  a crescendo  in  late  1971  or  1972. 
We  trust  this  report,  along  with  the  excellent  report  of  the  Com- 
mittee on  Federal  Legislation  read  at  the  June  meeting  of  the 
Council,  will  be  sufficient  warning  that  there  is  much  to  be  done 
in  a very  limited  time. 

A brief  note  regarding  State  legislative  activity  in  relation 
to  peer  review  is  in  order.  We  were  successful  in  obtaining  im- 
munity for  hospital  peer  review  committees.  J'he  bill  to  extend 
this  immunity  to  county  society  peer  review  committees  failed 
because  of  a technicality.  It  will  be  reintroduced  next  year, 
and  the  State  Health  Department  has  assured  their  support. 
In  the  meantime,  we  suggest  that  the  county  peer  review  com- 
mittees carry  out  their  review  function  and  make  their  recom- 
mendations to  the  government,  insurance  carriers,  and  others, 
and  let  them  take  action  if  necessary,  rather  than  have  the 
county  society  become  involved  in  any  disciplinary  action. 

Evaluation  of  Progress  of  Peer  Review  by  Component  Soci- 
eties. 'Lo  assess  the  current  status  of  peer  review,  we  ask  you 
to  answer  the  enclosed  questions  and  immediately  return  the 
information  to  Samuel  Z.  Freedman,  M.D.,  director.  Division 
of  Standards  of  Medical  Care. 

We  urge  you  to  review  the  annual  report  of  this  committee 
which  appeared  in  the  January  13,  1970,  issue  of  the  t/ournal. 
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The  response  to  the  questionnaire  has  been  spotty  and 
not  adequate  for  evaluation  at  the  time  this  report  is  be- 
ing written.  We  may  be  able  to  submit  a supplementary 
report  to  the  House  of  Delegates  in  February,  1971. 

In  September  Senator  Bennett  introduced  an  amend- 
ment, entitled  “Professional  Standard  Review,”  to  H R. 
17550,  which  is  an  act  to  amend  the  Social  Security  Act. 
While  it  is  similar  to  the  Peer  Review  Organization  sec- 
tion of  the  AMA  Medicredit  proposal,  it  does  differ  from 
f’eer  Review  Organization  in  several  areas.  Whereas 
Peer  Review  Organization  would  place  the  responsibility 
of  peer  review  with  the  State  and  component  medical 
societies,  the  Bennett  amendment  is  not  so  specific. 
The  Bennett  amendment  would  give  an  option  to  such 
control,  “Section  1152  (B)  such  other  public,  nonprofit 
private,  or  other  agency  or  organization,  which  the  sec- 
retary determines,  in  accordance  with  criteria  prescribed 
by  him  in  regulations,  to  be  of  professional  competence 
and  otherwise  suitable.” 

This  legal  jargon  infers  that  nonprofessional  organiza- 
tions could  administer  peer  review.  There  are  many 
types  of  health  planning  agencies  which  might  fit  into 
this  category.  Another  provision  of  concern  to  physi- 
cians is  the  penalty  section  which  is  more  severe  than 
in  the  Peer  Review  Organization.  The  Bennett  amend- 
ment states  that  where  the  practitioner  or  provider  of 
service  has  demonstrated  an  unwillingness  or  a substan- 
tial lack  of  ability  to  comply  with  any  obligation  im- 
posed, and  so  on,  the  Statewide  Professional  Standards 
Review  Council  may  impose  a monetary  penalty  not  in 
excess  of  $5,tXK). 

If  the  State  Medical  Society  and  component  societies 
did  not  perform  in  a satisfactory  manner,  the  govern- 
ment would  provide  another  review  organization.  The 
Professional  Standards  Review  Organization  “shall 
be  responsible  for  the  development,  maintenance,  and 
regular  review  of  profiles  of  care  and  services  received.” 

These  refer  to  only  a few  of  the  provisions  in  the  Ben- 
nett amendment.  There  is  no  doubt  the  government  is 
about  to  impose  strict  regulations  and  may  even  assign 
the  job  of  implementation  to  a nonprofessional  organi- 
zation. No  one  knows  at  this  time  whether  the  Bennett 
amendment  will  pass  or  be  defeated.  It  does  indicate 
that  we  must  get  our  own  house  in  order,  and  that  it  is 
later  than  we  think.  We  must  do  the  job  ourselves,  if 
we  are  to  preserve  our  rightful  place  in  the  delivery  of 
health  care. 

Our  committee  wishes  to  express  its  appreciation  to 
Samuel  Z.  Freedman,  M.D.,  director  of  the  Division 
of  Standards  of  Medical  Care,  for  his  cooperation  and 
assistance  and  to  his  secretary.  Miss  Catherine  H.  Renze. 
Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  Chairman 


Peer  Review  Mechanisms  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

The  following  article  by  your  chairman  is  scheduled 
to  appear  in  Massachusetts  Physician.  It  is  a brief  sum- 
mary of  the  development  of  peer  review  and  the  expand- 
ed concept  in  the  Bennett  Amendment  (PSRO)  which 
is  under  consideration  in  Congress. 

PEER  REVIEW  (QUO  VADIS?) 

Peer  review  has  existed  for  centuries  within  the  medi- 
cal profession  on  an  informal  basis.  Physicians  would  consult 


and  oversee  each  other’s  work.  This  was  especially  true  in  hos- 
pitals or  clinics  where  routine  and  difficult  cases  were  discussed. 
Our  residency  training  programs,  preceptorships,  and  hospital 
structure  were  such  that  a physician  progressed  up  the  ladder 
in  his  training  period  and  early  years  of  practice  under  the  su- 
pervision of  older  and  more  experienced  physicians. 

Following  World  W'ar  II,  peer  review  became  more  formalized 
as  tissue  committees,  medical  and  surgical  audits,  mortality 
statistics  conferences,  and  so  on  became  requirements  in  hos- 
pitals by  the  Joint  Commission  on  Hospital  Accreditation.  The 
rapid  growth  of  health  insurance,  the  advent  of  Medicare  and 
Medicaid,  and  the  general  awareness  of  the  public  for  health 
care  increased  the  demand  and  accessibility  to  hospital  care. 
The  demand  for  hospital  beds  strained  our  hospital  capacity, 
and  admissions  committees  were  formed  and  priorities  de- 
veloped for  hospital  admissions.  The  use  of  computers  in- 
creased the  sophistication  of  peer  review  through  programs 
such  as  Professional  Activity  Studies,  Medical  Audit  Flan,  and 
Hospital  Utilization  Program.  The  foundations  and  some  pre- 
paid group  practice  plans  have  developed  refined  peer  review 
mechanisms,  and  have  published  some  statistics  which  suggest 
unit  costs  can  be  reduced  by  such  a program. 

County  medical  societies  have  had  grievance  committees  to 
review  complaints  regarding  fees  and  services  for  many  years. 
Some  medical  societies  have  maintained  advisory  committees 
with  government  agencies,  insurance  carriers,  and  union-spon- 
sored plans  to  serve  a similar  function.  These  committee  func- 
tions have  not  been  adequately  publicized,  and  there  has  been 
an  alleged  reluctance  on  the  part  of  third  parties  to  utilize  these 
services. 

The  demand  for  services,  easier  access  to  health  care,  in- 
creased medical  technology,  and  the  inflationary  spiral  with 
escalating  health  care  costs  especially  in  our  hospitals  is  viewed 
by  government  with  great  concern.  This  is  understandable  as 
government  is  underwriting  an  increasing  percentage  of  the 
health  care  cost. 

The  logic  of  focusing  on  the  physician’s  role  in  controlling 
costs  is  not  the  subject  under  discussion.  While  the  physician’s 
share  of  the  health-care  dollar  has  been  declining  during  the 
past  decade  and  has  reached  nine  cents  on  the  dollar  in  some 
government  sponsored  programs,  the  fact  remains  we  do  influ- 
ence costs  in  other  ways.  We  direct  patients  to  the  hospitals. 
We  determine  what  tests  will  be  performed  and  what  treat- 
ments will  be  given.  We  determine  in  a large  measure  how  long 
the  patients  will  stay,  and  the  care  they  will  receive  when  they 
leave  the  hospital.  Since  the  control  of  these  factors  is  spotty 
in  our  hospitals  on  a nationwide  basis  and  is  not  documented, 
we  are  vulnerable  to  criticism  by  those  who  denigrate  the  medi- 
cal profession  We  are  criticized  because  of  our  increased  medi- 
cal fees  when  compared  with  CPI  (Consumer  Price  Index);  yet 
our  fee  increases  are  comparable  to  other  service  type  indices. 

It  is  not  the  purpose  of  this  paper  to  debate  the  varied  reasons 
for  the  great  interest  in  peer  review  but  to  devote  the  remainder 
of  the  discussion  to  where  we  are  and  where  are  we  going.  (Quo 
Vadis?) 

When  the  AMA  presented  the  Medicredit  proposal  to  the 
House  Ways  and  Means  Committee,  the  plan  was  criticized 
because  it  did  not  include  a cost  and  quality  control  program. 
Therefore,  the  AMA  amended  Medicredit  and  included  a PRO 
(Peer  Review  Organization)  section.  The  proposal  called  for 
the  establishment  and  operation  of  peer  review  organizations 
to  “review  the  need  for,  quality  of,  and  appropriateness  of 
charges  for  medical  and  other  health  services  under  the  Federal 
maternal  and  child  health  care  program.  Medicare  (Part  B), 
Medicaid,  and  the  Health  Insurance  Assistance  Act.”  Guide- 
lines would  be  established  by  the  Secretary  of  the  Department 
of  Health,  Education,  and  Welfare.  The  State  Medical  Society 
would  appoint  the  PRO  commission  and  the  advisory  council 
for  the  State  to  act  as  a reviewing  tribunal.  There  were  pro- 
visions for  hearing  and  appeals,  disciplinary  action,  judicial 
review,  and  protection  against  liability  or  action  for  damages. 
It  called  for  reimbursement  of  PRO  expenses  and  the  usual 
legal  jargon  for  agreements  and  termination  of  contracts. 

This  proposal  was  significant  as  it  indicated  to  Congress  and 
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the  public  that  organized  medicine  was  concerned  with  the  cost 
and  quality  of  health  care  and  was  willing  and  ready  to  establish 
a program  of  close  surveillance  over  those  parameters  of  health 
care  over  which  we  had  control.  It  seemed  reasonable  if  we  did 
our  share  through  PRO,  and  labor,  the  hospitals,  the  public, 
and  the  government  exerted  equal  effort  and  restraint,  we 
might  make  some  imprint  on  rising  health  care  costs.  Un- 
fortunately, there  has  not  been  any  simultaneous  effort  by  the 
other  parties. 

PRO  was  looked  on  with  favor  by  many  congressmen. 
Among  its  original  supporters  was  Senator  Wallace  F.  Bennett 
of  Utah.  He  utilized  the  concept  of  PRO  as  a basis  for  a more 
intricate  and  comprehensive  review  mechanism.  His  bill  en- 
titled PSRO  (Professional  Standard  Review  Organization) 
was  introduced  as  Amendment  number  851  to  H.R.  17550. 
This  proposal  greatly  exceeded  the  concept  of  PRO,  and  while 
his  original  proposal  has  been  amended,  the  latest  version 
which  emerged  from  the  Senate  Finance  Committee  on  Decem- 
ber 2,  1970,  merits  careful  review. 

PSRO  is  structured  peer  review  with  a national  council,  state 
council,  and  advisory  group.  Review  of  services,  regional  norms 
of  health  care,  patterns  of  care,  physicians  profiles,  sanctions 
and  penalties,  and  criteria  for  PSRO  would  be  established. 
Structured  peer  review  means  the  organization  of  all  the  related 
parts  into  a cohesive  unit. 

The  following  summary  is  drawn  largely  from  excerpts  of  the 
Legislative  Department  of  the  American  Medical  Association 
and  from  Amendment  number  851  to  H.R.  17550  (committee 
print)  December  2,  1970. 

“The  National  Professional  Standards  Review  Council  would 
be  composed  of  11  physicians,  a majority  of  whom  would  be 
recommended  by  national  organizations  as  representative  of 
practicing  physicians.  Membership  would  also  include  physi- 
cians recommended  by  consumer  groups  and  other  health  care 
interests.  This  Council  would  advise  and  assist  the  HEW  secre- 
tary to  administer  the  review  programs,  to  provide  for  de- 
velopment and  distribution  of  information  and  data  to  tbe 
Statewide  Council  and  PSRO  groups,  to  review  tbeir  operations 
for  effectiveness  and  performance,  and  to  arrange  for  studies 
and  investigations  to  improve  efficiency.  The  Council  would 
submit  reports  at  least  annually  to  tbe  Secretary.  The  latter 
would  provide  regulations  to  correlate  the  activities  of  the  Coun- 
cil. 

“The  Statewide  Professional  Standards  Review  Council  would 
be  established  in  every  state  which  has  three  or  more  PSRO 
groups.  Members  of  each  council  would  be  appointed  by  the 
Secretary  and  would  consist  of  one  representative  from  and 
designated  by  each  PSRO  in  the  state;  4 physicians,  2 of  whom 
would  be  designated  by  the  state  medical  society  and  2 by  the 
state  hospital  association.  Four  persons  knowledgeable  in 
health  care  would  be  selected  from  such  state  by  the  Secretary 
as  representatives  of  the  public,  with  at  least  2 recommended 
by  the  governor  of  such  state.  Therefore,  in  some  states  physi- 
cians designated  by  the  state  medical  society  and  the  PSRO 
may  not  constitute  a majority  of  the  Council.  The  statewide 
council  would  coordinate  the  activities  of,  and  disseminate  in- 
formation and  data  to  the  various  PSRO  groups  in  the  state. 

“The  statewide  advisory  group  of  7 to  11  members  would  not 
be  physicians.  The  members  would  be  representatives  of 
health  care  practitioners,  hospitals,  and  other  health  related 
facilities.  The  purpose  of  the  Advisory  Council  would  be  to 
advise  and  assist  the  statewide  council.  Since  there  are  no 
physicians  on  the  advisory  council,  physician  representation  on 
the  combined  council  and  advisory  group  would  be  in  the  mi- 
nority. This  is  a marked  departure  from  the  concept  of  physi- 
cian representation  of  PRO.  All  members  serving  national 
statewide  councils  and  advisory  groups  would  be  compensated 
at  a rate  fixed  by  the  Secretary. 

“The  designation  of  the  PSRO  would  be  made  by  the  Secre- 
tary, prior  to  January  1,  1972,  of  qualified  organizations  for 
designated  areas  of  the  United  States.  A qualified  organization 
would  be  either  (a)  a nonprofit  professional  association  (or  a 
component  organization)  composed  of  physicians  practicing 
medicine  or  surgery  in  the  area,  whose  membership  included  a 


substantial  proportion  of  all  such  physicians  in  such  area  and 
which  has  available  professional  competence  to  review  health 
care  services,  or  (b)  such  other  public,  nonprofit,  private,  or 
other  agency  or  organization,  which  the  Secretary  determines, 
in  accordance  with  criteria  prescribed  by  bim  in  regulations 
to  be  of  professional  competence  and  otherwise  suitable,  and 
which  (c)  was  willing  and  able,  at  reasonable  cost,  to  perform 
the  duties  required. 

“The  nonprofit  professional  organization  would  be  given  pri- 
ority over  the  other  types  of  organizations.  If  there  were  no 
nonprofit  professional  organization  established,  and  a nonpro- 
fessional agency  was  appointed,  the  contract  would  not  be  re- 
newed if  a professional  organization  existed  in  the  area  which 
is  willing  and  able  and  whose  performance  would  result  in  an 
improvement  in  carrying  out  the  required  function.  This  would 
entail  collection  of  relevant  data,  maintenance  of  records,  and 
would  permit  the  Secretary  to  have  access  to  such  records  as  he 
may  require.  Agreements  shall  be  for  a term  of  twelve  months 
unless  terminated  prior  to  this  time  because  of  failure  to  com- 
ply and  effectively  carry  out  the  provisions  of  the  agreement. 

“The  bill  provides  that  no  PSRO  shall  utilize  the  services  of 
any  individual  who  is  not  a physician  to  make  final  determina- 
tions with  respect  to  the  professional  conduct  of  any  physician, 
or  any  act  performed  by  any  physician  in  the  exercise  of  his 
profession. 

“A  PSRO  would  be  on  a trial  basis  for  a twenty-four  month 
period.  Its  duties  would  be  progressively  increased  as  the 
PSRO  demonstrated  its  capacity  of  capable  performance.  Dur- 
ing this  developmental  period,  the  designation  of  the  PSRO 
would  be  conditional  until  the  Secretary  was  convinced  of 
its  ability  to  assume  its  delegated  responsibility.  Conditional 
designation  may  be  terminated  on  ninety  days’  notice  by  the 
PSRO  or  the  Secretary. 

“The  duties  and  functions  of  each  PSRO  would  be  to  deter- 
mine whether  or  not:  (1)  health  care  services  were  medically 

necessary;  (2)  the  quality  of  such  services  would  meet  profes- 
sionally recognized  standards  of  health  care;  and  (3)  proposed 
services  of  hospital  or  other  health  care  facilities  could,  con- 
sistent with  the  provision  of  appropriate  medical  care,  be  ef- 
fectively provided  on  an  outpatient  basis  or  more  economically 
in  an  inpatient  care  facility  of  a different  type. 

“In  cases  of  any  elective  admission  to  the  hospital  or  other 
health  care  facility,  or  any  health  care  service  consisting  of  ex- 
tended or  costly  courses  of  treatment,  PSRO  would  determine, 
in  advance,  whether  such  service,  if  provided  by  a particular 
health  care  practitioner,  or  by  a particular  hospital,  or  other 
health  care  facility  would  meet  the  medically  necessary  and 
economy  criteria.  Each  PSRO  would  publish  from  time  to 
time  the  types  and  kinds  of  cases  with  respect  to  which  such 
organizations  would  exercise  their  authority  to  make  such  ad- 
vance determinations. 

“Each  PSRO  would  be  responsible  for  tbe  regular  review  of  pa- 
tients’ profiles,  utilizing  to  the  greatest  extent  practicable 
methods  of  coding  which  will  maximize  confidentiality  as  to  pa- 
tient identity  and  assure  objective  evaluation.  Profiles  would 
be  regularly  reviewed  on  an  on-going  basis  with  respect  to  each 
health  care  practitioner  and  provider. 

“Hospital  care  review  would  be  performed  only  by  physicians 
having  active  hospital  staff  privileges  in  at  least  one  of  the  par- 
ticipating hospitals  in  his  area.  No  physician  would  be  per- 
mitted to  review  health  care  services  provided  to  a patient  if 
he  were  directly  or  indirectly  involved  in  providing  such  ser- 
vices, or  if  he  or  his  family  had  directly  or  indirectly  any  finan- 
cial interest  in  such  institutions. 

“PSRO  may  make  arrangements  to  utilize  the  services  of  prac- 
titioners or  specialists  in  medicine,  dentistry,  or  other  types 
of  health  care  who  are  in  practice  in  the  area;  to  undertake  pro- 
fessional inquiry  before  and  after  the  services;  to  examine  the 
records  of  practitioners  of  or  providers;  and  to  inspect  the 
physical  facilities  in  which  care  was  rendered  or  services  pro- 
vided. 

“To  familiarize  physicians  with  the  PSRO  functions  and  ac- 
tivities and  to  promote  acceptance  of  such  functions  and  ac- 
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tivities  by  physicians,  patients,  and  other  persons,  each  I’SRO 
would: 

1.  Kncourage  all  physicians  in  the  area  to  participate  in  the 
review  activities; 

2.  Provide  rotating  physician  membership  on  review  com- 
mittees; 

3.  Assure  that  membership  on  review  committees  would 
have  the  broadest  representation  feasible  in  terms  of  various 
types  of  practice;  and 

4.  lltilize  medical  periodicals  and  similar  publications  to 
publicize  the  functions  and  activities  of  PSKO. 

Kach  PSRO  is  authorized  to  utilize  the  services  of,  and  accept 
the  findings  of,  review  committees  of  hospitals  in  the  area,  but 
only  when  and  only  to  the  extent  that  such  committees  have 
demonstrated  to  the  f’SRO  their  capacity  effectively  and  in 
timely  fashion  to  review  activities  in  such  hospitals  including 
the  medical  necessity  of  admissions,  services  ordered,  and 
lengths  of  stay.  Similarly.  PSRO  could  utilize  the  services  of 
medical  societies  and  similar  organizations  but  only  after  they 
have  demonstrated  their  capacity  effectively  and  in  timely 
fashion  to  perform  such  activities. 

“Kach  PSRO  would  apply  professionally  developed  norms  of 
care  and  treatment  based  on  typical  patterns  of  practice  in 
their  region  (including  typical  lengths  of  stay  for  institutional 
care  by  age  and  diagnosis)  as  principal  points  of  evaluation  and 
review.  The  National  Professional  Standards  Review  Council 
and  the  Secretary  would  provide  such  technical  assistance  as 
would  be  helpful  in  utilizing  and  applying  such  norms  of  care 
and  treatment.  If  actual  norms  of  care  in  an  area  were  signifi- 
cantly different  from  regional  norms,  the  local  PSRO  would  be 
informed.  If  appropriate  consultation  and  discussion  indicates 
a reasonable  basis  for  the  usage  of  such  unusual  norms  in  the 
area  concerned,  the  PSRO  may  apply  such  actual  norms  in  such 
areas  as  are  approved  by  the  National  Professional  Standards 
Review  Council. 

“Any  norm  for  treatment  of  a particular  illness  or  health 
condition  would  include  the  following: 

1.  The  types  and  extent  of  the  health  care  services  which, 
taking  into  account  differing  but  acceptable  modes  of  treat- 
ment, are  considered  within  the  range  of  appropriate  treatment 
of  such  illness  or  health  condition,  consistent  with  profes- 
sionally recognized  and  accepted  patterns  of  care; 

2.  The  type  of  health  care  facility  which  was  medically  ap- 
propriate and  could  be  most  economically  provided. 

“The  National  Professional  Standards  Review  Council  would 
provide  for  preparation  and  distribution  of  regional  norms  to 
be  utilized.  Each  PSRO  would  specify  the  appropriate  time 
for  recertification  of  continued  hospital  care. 

“Each  health  care  practitioner,  hospital,  or  other  health  care 
facility  would  be  obligated  to  assure  the  services  would  be  only 
when  and  to  the  extent  necessary  and  would  be  of  a quality 
meeting  professionally  recognized  standards.  If  the  claims  for 
services  were  under  review  by  the  PSRO  or  had  been  disap- 
proved prior  to  rendering  the  service,  the  agency  or  organization 
responsible  for  acting  on  the  claim  for  services  would  be  noti- 
fied. Although  it  is  not  directly  stated,  it  is  implied  that  the 
claim  would  not  be  paid. 

“If  there  are  repeated  violations  or  failure  to  comply  with  the 
obligations,  grossly  or  flagrantly  violating  the  obligations,  dem- 
onstrated unwillingness,  or  lack  of  capability  substantially  to 
comply,  the  PSRO  would  report  and  make  recommendations  to 
the  Secretary  through  the  statewide  council.  The  Secretary 
would  decide  whether  to  exclude  the  provider  permanently  or 
for  a prescribed  period  from  eligibility  to  provide  services  under 
Medicare  or  Medicaid  on  a reimbursable  basis.  In  lieu  of  ex- 
clusion because  of  medically  improper  or  unnecessary  services, 
the  Secretary  might  require,  as  a condition  to  continued  eli- 
gibility of  the  practitioner  or  provider,  payment  to  the  govern- 
ment of  an  amount  not  in  excess  of  the  actual  or  estimated  cost 
of  the  medically  improper  or  unnecessary  services  provided  or, 
if  less,  $5,000.  Such  amount  may  be  deducted  from  any  sum 
owed  by  the  government  to  the  person  from  whom  such  amount 
is  claimed.  If  the  practitioner  or  provider  is  dissatisfied  with 


the  determination  of  a PSRO,  he  is  entitled  to  a hearing  by  the 
Secretary,  who  would  make  a final  determination. 

“There  are  provisions  for  correlation  of  activities  and  inter- 
change of  information  between  the  fiscal  intermediaries  and 
PSRO  and  prohibitions  against  disclosure  of  information. 
There  are  immunity  provisions  for  any  person  who  provides 
information  to  a PSRO  or  who  performs  duties  pertaining  to  the 
functions  of  the  PSRO,  unless  such  information  was  false  and 
the  person  providing  the  information  knew  or  had  reason  to 
believe  it  was  false,  or  such  activity  was  motivated  by  malice. 
The  bill  similarly  provides  that  no  health  care  practitioner  and 
no  provider  of  health  care  services  shall  be  liable  under  h'ederal 
or  State  law  on  account  of  any  action  taken  by  him  in  compli- 
ance with  or  in  reliance  on  professionally  accepted  norms  of  care 
and  treatment  applied  by  a PSRO  operating  in  the  area  of  such 
practitioner  or  provider.  Under  this  provision,  the  protection 
would  apply  only  if  (1)  he  took  such  action,  in  the  case  of  a 
health  practitioner,  in  the  exercise  of  his  profession  or,  in  the 
case  of  a provider  of  health  care  services,  in  the  exercise  of  his 
functions  as  a provider  of  health  care  services,  and  (2)  he  exer- 
cised due  care  in  all  professional  conduct  taken  or  directed  by 
him  and  reasonably  related  to,  and  resulting  from  the  actions 
taken  in  compliance  with  or  reliance  on  such  professionally 
accepted  norms  of  care  and  treatment. 

“The  Secretary  is  authorized  to  use  monies  from  the  Medicare 
and  Medicaid  funds  for  the  administration  of  these  plans  and 
to  provide  all  necessary  technical  and  other  assistance  to  or- 
ganizations which  express  a desire  and  have  the  potential  to  be 
designated  a PSRO. 

‘The  Secretary  is  authorized  to  establish  demonstration 
projects  to  determine  the  feasibility  and  potential  economics  of 
the  PSRO  also  assuming  the  responsibility  and  risk  with  respect 
to  the  review  and  full  payment  for  all  care  and  services  for  which 
beneficiaries  or  recipients  in  its  area  were  eligible.  Under  these 
agreements,  the  PSRO  would  share  in  the  gains  or  losses  and 
would  assume  the  risk  of  making  contingent  payments  of  phy- 
sicians’ services  of  up  to  80  per  cent  of  the  amounts  otherwise 
allowable  for  such  services  in  the  absence  of  such  agreement. 
In  the  initial  agreement  such  amounts  may  not  exceed  the  per 
capital  beneficiary  costs  of  the  previous  twelve-month  period. 
This  type  of  project  would  appear  to  expand  the  concept  of  peer 
review  by  having  the  PSRO  assume  some  of  the  functions  of  a 
health  maintenance  organization.” 

“This  summary  of  PSRO  touches  on  some  of  the  highlights 
which  will  be  of  interest  to  the  physician.  It  is  apparent  that 
PSRO  entails  a much  broader  concept  than  the  grievance  com- 
mittee of  county  medical  societies,  the  utilization  review  pro- 
grams in  hospitals  in  the  past,  and  the  PRO  proposal  of  the 
AMA.  It  is  structured  peer  review  with  tight  government  con- 
trols and  regulations.  Nonprofessional  personnel  would  also 
play  an  important  role  in  policy  decisions.  No  one  knows,  as  of 
December,  1970,  whether  or  not  this  legislation  will  be 
enacted.  However,  the  general  format  of  this  legislation  is 
significant  as  it  represents  a movement  for  tighter  government 
control.  It  will  undoubtedly  be  time  consuming  and  will  regi- 
ment the  medical  profession  into  standardized  patterns  of  care. 
The  paper  blizzard  will  probably  accelerate.  Fees  will  be  more 
uniform  on  a regional  basis.  The  public  will  be  confused  when 
it  affects  them  personally.  A massive  educational  publicity 
program  will  be  necessary  to  indoctrinate  the  public  and 
the  doctors. 

PSRO  (Amendment  number  851  to  H.R.  17550)  will  probably 
not  be  a best  seller;  but  if  this  legislation  passes,  it  should  be 
required  reading  for  all  engaged  in  patient  cart  It  may  not 
exert  a marked  imprint  on  health  care  costs  since  inflation, 
labor,  administrative  costs,  and  demands  for  increased  services 
are  larger  factors  in  the  total  picture.  The  medical  profession 
will  be  given  a two-year  conditional  trial  period  to  tool  up  and 
demonstrate  a satisfactory  performance  record,  otherwise,  non- 
professional personnel  will  be  assigned  the  task. 

As  government  tightens  the  reins  over  health  care  expendi- 
tures, it  is  incumbent  on  the  medical  profession  to  make  certain 
the  quality  of  medical  care  is  not  sacrificed.  Peer  review  must 
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be  done  by  physicians.  This  is  a formidable  assignment  and 
represents  one  of  many  challenges  of  the  Seventies.  As  we 
approach  this  crossroad  in  the  future  of  health  care,  the  medical 
profession  must  respond  to  the  question,  Quo  Vadis? 

The  author  commends  the  excellent  review  by  the 
Legislative  Department  of  the  AMA  which  was  most 
helpful  in  summarizing  this  bill. 

Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  STANDARDS 
OF  MEDICAL  CARE:  The  following  report  was  presented 
by  Milton  J.  Greenberg,  M.D.,  chairman. 

Your  reference  committee  reviewed  the  report  of  the 
Committee  on  Peer  Review  Mechanisms.  We  are  appre- 
ciative of  the  continued  zeal  of  the  chairman,  Ralph  S. 
Emerson,  M.D.,  whose  enthusiasm  is  unlimited. 

Your  reference  committee  believes  that  the  supple- 
mentary report  should  be  required  reading  and  be  made 
available  to  the  county  societies  to  familiarize  them 
with  the  importance  of  peer  review.  We  strongly  urge 
our  State  Medical  Society  to  take  an  active  leadership 
as  soon  as  the  law  is  implemented  so  that  county  socie- 
ties will  have  some  guidelines  in  structuring  their  own 
peer  review  committees. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

71  -26.  Abortion  and  The  Principles  of  Professional 
Co  nduct 

Introduced  by  Joseph  G.  Zimring,  M.D.,  chairman  of 
the  Committee  on  Ethics,  as  an  individual 

WHEREAS,  In  the  State  of  New  York  the  laws  have 
been  liberalized  and  abortions  are  permitted  for  thera- 
peutic and  other  reasons;  and 

WHEREAS,  Abortion  is  a medical  and/or  surgical 
procedure  and  must  be  done  strictly  in  accord  with  the 
highest  standards  of  medical  practice;  and 

WHEREAS,  The  rights  of  the  patient  must  be  re- 
spected and  ethical  principles  must  be  observed  just 
as  in  any  other  medical  and/or  surgical  procedure; 
and 

WHEREAS,  It  is  the  intention  of  the  Medical  Society 
of  the  State  of  New  York  to  prevent  and  condemn  the 
establishment  of  abortion  mills  and  the  commercial- 
ism and  hucksterism  of  abortions;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  reaffirm  its  Principles  of  Professional  Con- 
duct on  the  matter  of  advertising,  mainly  that  “so- 
licitation of  patients,  directly  or  indirectly,  by  a doctor 
of  medicine,  by  groups  of  doctors  of  medicine,  or  by 
institutions  or  organizations  is  unethical”;  and  be  it 
further 

Resolved,  That  the  Principles  of  Professional  Con- 
duct does  not  prohibit  a physician  from  performing  an 
abortion  that  is  performed  in  accordance  with  good 
medical  practice  and  the  laws  of  the  community  in 
which  he  practices;  and  be  it  further 

Resolved  That  the  Principles  of  Professional  Con- 
duct states  that  no  physician  shall  be  compelled  to 
perform  any  act  which  violates  his  good  medical  judg- 
ment and  personally-held  moral  principles;  and  be  it 
further 

Resolved,  That  this  resolution  be  submitted  to  the 
Judicial  Council  of  the  American  Medical  Association. 


REPORT  OF  REFERENCE  COMMITTEE  ON  STANDARDS 
OF  MEDICAL  CARE  The  following  report  was  presented 
by  Milton  J.  Greenberg,  M.D.,  chairman. 

Your  reference  committee  recommends  that  resolu- 
tion 71-26  be  amended  by  adding  the  following  Re- 
solved to  be  inserted  between  the  third  and  fourth  Re- 
solveds: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  being  vehemently  opposed 
to  commercial  exploitation  by  abortion  referral  ser- 
vices. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  approving  resolution  71-26 
as  amended. 

71-43.  Solicitation  of  Patients  for  Abortion,  Un- 
ethical 

Introduced  by  Medical  Society  of  the  County  of  Queens 

WHEREAS,  The  Principles  of  Professional  Conduct 
of  the  Medical  Society  of  the  State  of  New  York,  Chap- 
ter 1,  Section  4,  reads  “Solicitation  of  patients,  di- 
rectly by  a doctor  of  medicine,  by  groups  of  doctors 
of  medicine,  or  by  institutions,  is  unethical”;  and 

WHEREAS,  The  American  Medical  Association  has 
deplored  and  condemned  the  solicitation  of  patients 
for  abortions  as  hucksterism;  and 

WHEREAS,  The  Medical  Society  of  the  County  of 
Queens  has  endorsed  this  action  of  the  American 
Medical  Association;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  deplore  and  condemn  solicitation  of  pa- 
tients for  abortions  as  unethical,  in  accordance  with 
Chapter  1,  Section  4,  of  its  Principles  of  Professional 
Conduct. 

REPORT  OF  REFERENCE  COMMITTEE  ON  STANDARDS 
OF  MEDICAL  CARE:  The  following  report  was  presented 

by  Milton  J.  Greenberg,  M.D.,  chairman. 

Your  reference  committee  considered  this  resolution 
and  recommends  approval. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  approving  resolution  71-43. 

71-55.  Amendment  of  Sub-Division  3,  Section 
125.05  of  the  Penal  Law  Entitled  "Justifiable  Abor- 
tional  Act." 

Introduced  by  Nassau  County  Medical  Society 

WHEREAS, There  has  been  a recent  statement  by  the 
Medical  Society  of  the  State  of  New  York  which  con- 
tained the  following  quotation  by  the  AMA  Judicial 
Council:  “Regardless  of  one’s  convictions  on  abor- 

tions, either  therapeutic  or  economic,  all  must  unite 
in  protesting  commercialization  and  hucksterism  in 
this  sensitive  area”;  and 

WHEREAS,  Laws  have  been  liberalized  and  abortions 
are  permitted  for  therapeutic  or  other  reasons;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  declare  that  this  procedure  must  be  done  in 
accordance  with  the  highest  standards  of  medical 
practice  in  an  effort  to  protect  the  rights  of  the  patient; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  re-emphasize  the  principle  as  enunci- 
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ated  by  the  AMA  Judicial  Council,  namely,  “the 
medical  societies  and  also  the  public  must  cooperate 
to  preserve  and  protect  the  highest  standards  of  medi- 
cal practice  in  all  its  aspects.” 

REPORT  OF  REFERENCE  COMMITTEE  ON  STANDARDS 
OF  MEDICAL  CARE  The  following  report  was  presented 
by  Milton  J.  Greenl)erg,  M.D.,  chairman. 

Your  reference  committee  recommends  approval  of 
resolution  71-55. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  approving  resolution  71-55. 

71  -27.  Potential  Conflict  of  Interest 
Introduced  by  Bronx  County  Medical  Society 

WHEREAS.  Many  physicians  are  associated  with  in- 
surance carriers  as  paid  officers,  employes,  and/or 
members  of  their  boards  of  directors;  and 

WHEREAS.  Many  of  these  same  physicians  are 
simultaneously  officers,  delegates,  and  chairmen  of 
important  medical  society  committees;  and 

WHEREAS.  In  those  instances  where  these  physicians 
do  not  hold  their  positions  with  the  insurance  carrier 
specifically  as  representatives  of  organized  medicine, 
a conflict  of  interest  may  arise;  therefore  be  it 

Resolved,  That  when  a physician  who  is  an  officer, 
delegate,  or  committee  chairman  of  a medical  society 
and  simultaneously  serves  as  an  officer,  paid  employe, 
or  member  of  the  board  of  directors  of  an  insurance 
carrier,  he  carefully  evaluate  his  position  with  both 
organizations  with  a view  to  identifying  and  resolving 
actual  or  potential  conflict  of  interest. 

REPORT  OF  REFERENCE  COMMITTEE  ON  STANDARDS 
OF  MEDICAL  CARE  The  following  report  was  presented 
by  Milton  J.  Greenberg,  M.D.,  chairman. 

Your  reference  committee  recommends  disapproval  of 
this  resolution  because  the  committee  believes  matters 
of  this  nature  should  be  resolved  at  the  local  county 
society  level. 

The  House,  after  discussion,  voted  to  adopt  this  por- 
tion of  the  reference  committee  report,  thereby  disap- 
proving resolution  71-27. 

71-35.  Provision  of  Blood  and  Human  Tissues 
Defined  as  a Medical  Service 

Introduced  by  Medical  Society  of  the  County  of  Albany 
WHEREAS.  At  this  time,  it  is  impossible  to  deter- 
mine unequivocally  that  blood  to  be  used  for  trans- 
fusions is  completely  free  from  any  infectious  element; 
and 

WHEREAS.  The  Illinois  Supreme  Court  has  recently 
ruled  that  provision  of  blood  for  transfusion  by  a 
hospital  constitutes  a sale  of  the  blood;  and 

WHEREAS.  The  characterization  of  such  provision  of 
blood  as  a sale  places  strict  liability  for  injury  to  the 
recipient  on  the  hospital  or  vendor;  and 

WHEREAS,  This  theory  of  strict  liability  may  extend 
to  physicians  in  the  same  circumstances;  and 

WHEREAS.  Legislation  is  the  only  antidote  for  this 
situation;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  through  its  House  of  Delegates,  take  what- 
ever steps  may  be  necessary  to  secure  passage  by  the 


New  York  State  Legislature  of  a bill  which  would  de- 
fine the  provision  of  blood,  blood  products,  or  human 
tissues  or  organs,  as  medical  services  rather  than  as 
the  sale  of  commtxlities. 

REPORT  OF  REFERENCE  COMMITTEE  ON  STANDARDS 
OF  MEDICAL  CARE  The  following  report  was  presented 
by  Milton  J.  Greenberg,  M.D.,  chairman. 

Your  reference  committee  recommends  adoption  of 
resolution  71-35. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  approving  resolution  71-35. 

71  44.  Establishment  of  Objective  Standards  for 
Granting  of  Hospital  Privileges 

Introduced  by  the  Medical  Society  of  the  County  of 
Albany 

WHEREAS,  The  quality  of  medical  care  has  im- 
proved continuously  as  objective  standards  have  been 
introduced  for  medical  education,  licensure,  and 
specialty  certification;  and 

WHEREAS,  Some  court  rulings  have  supported  the 
concept  of  objective  standards  for  the  granting  of 
hospital  privileges,  even  by  so-called  “private  insti- 
tutions”; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  endorse  the  concept  that  all  hospitals  have 
public,  objective  standards  based  on  professional 
competence  for  the  granting  of  hospital  privileges;  and 
be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  that  an  unsuccessful  appli- 
cant be  informed  in  writing  of  the  reasons  for  denial 
of  hospital  privileges  and  have  the  right  of  appeal  to 
a peer  review  group;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  make  similar  recommendations  to  the  New 
York  State  Legislature. 

REPORT  OF  REFERENCE  COMMITTEE  ON  STANDARDS 
OF  MEDICAL  CARE  The  following  report  was  presented 
by  Milton  J.  Greenberg,  M.D.,  chairman. 

On  the  advice  of  legal  counsel,  your  reference  com- 
mittee recommends  the  deletion  of  the  last  two  Re- 
solveds  of  resolution  71-44  and  recommends  approval  of 
the  amended  resolution.  The  only  Resolved  then  would 
read  as  follows:  “That  the  Medical  Society  of  the  State 
of  New  York  endorse  the  concept  that  all  hospitals  have 
public,  objective  standards  based  on  professional 
competence  for  the  granting  of  hospital  privileges.” 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  approving  resolution  71-44 
as  amended. 


71  -84.  To  Avert  Termination  of  Diploma  Schools  of 
Nursing 

Introduced  by  Medical  Society  of  the  County  of  Queens 
WHEREAS.  There  is  a crucial  and  deteriorating 
shortage  of  nurses  to  care  for  patients;  and 

WHEREAS,  It  has  been  announced  that  the  New  York 
State  Mental  Hygiene  Department  intends  to  phase 
out  six  more  schools  by  refusing  to  accept  freshmen 
for  the  fall  term;  and 
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WHEREAS,  This  may  be  a first  step  in  the  elimina- 
tion of  more  schools;  and 

WHEREAS,  This  may  be  further  implementation  to 
the  elimination  of  diploma  schools  of  nursing;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  express  disfavor  toward  the  announced 
intent  to  phase  out  the  six  State  schools;  and  be  it 
further 

Resolved,  That  the  Commissioner  of  Mental  Hy- 
giene, Allen  D.  Miller,  M,D.,  be  petitioned  to  recon- 
sider his  announced  intent;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  take  every  step  feasible  to  prevent  further 
closure  of  diploma  schools  of  nursing, 

REPORT  OF  REFERENCE  COMMITTEE  ON  STANDARDS 
OF  MEDICAL  CARE:  The  following  report  was  presented 
by  Milton  J.  Greenberg,  M,D.,  chairman. 

Your  reference  committee  recommends  that  resolu- 
tion 71-84  be  amended  as  follows; 

1,  In  the  second  “Whereas,”  delete  the  words  “intends 
to  phase”  and  insert  the  words  “is  phasing”  so  that  this 
“Whereas”  will  read  as  follows:  “WHEREAS,  It  has  been 
announced  that  the  State  Mental  Hygiene  Department 
is  phasing  out  six  more  schools  by  refusing  to  accept 
freshmen  for  the  Fall  term,  ” 

2,  In  the  second  i?eso/ued,  following  the  word  “intent,” 

add  the  words  “and  to  consider  reopening  these  schools,” 
The  second  Resolved  will  then  read  as  follows:  Re- 

solved, That  the  Commissioner  of  Mental  Hygiene, 
Allan  D,  Miller,  M,D.,  be  petitioned  to  reconsider  his 
announced  intent  and  to  consider  reopening  these 
schools,” 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  approving  resolution  71-84 
as  amended. 

71-82,  "Open”  Municipal  Hospitals  as  Semiprivate 
Facilities 

Introduced  by  First  District  Branch 


Medical  Services 

Commission  on  Medical  Services 

To  the  House  of  Delegates,  Gentlemen: 

Components  of  the  Commission  on  Medical  Services 
are;  the  Committee  on  Economics,  its  Subcommittee 
on  Liaison  with  the  Veterans  Administration,  and  the 
Committee  on  Medical  Care  Insurance,  The  members  of 


the  Commission  are: 

G,  Rehmi  Denton,  M,D,,  Chairman  Albany 

Robert  E,  Westlake,  M,D Onondaga 

Robert  D.  Fairchild,  M,D Onondaga 


George  P,  Farrell,  director  of  the  Division  of  Medical 
Services,  formerly  the  Bureau  of  Medical  Care  Insurance, 
serves  as  adviser  to  these  committees  and  has  faithfully 
attended  all  meetings  of  these  committees. 

Meetings.  In  addition  to  meetings  held  by  the  State 
Medical  Society  (Conference  of  County  Medical  Society 
Executives,  area  conferences.  Research  and  Planning), 


WHEREAS,  Public  Law  89-97,  (Medicare)  specifi- 
cally provides  that  recipients  of  Medicare  benefits 
receive  “semiprivate  facilities  and  a doctor  of  his  own 
choice”;  and 

WHEREAS,  Medicaid  beneficiaries  are  similarly  en- 
titled to  these  benefits;  and 

WHEREAS,  Patients  with  Medicare  or  Medicaid  in 
municipal  hospitals  as  a matter  of  law  should  be 
treated  as  semiprivate  patients;  and 

WHEREAS,  The  continuity  of  patient  care  and  the 
continuing  responsibility  of  the  doctor  to  his  patients 
thus  to  be  achieved  are  in  the  best  interests  of  the 
patient  and  provide  the  highest  type  of  medical  care; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  that  the  municipal  hospital 
system  of  the  City  of  New  York  adopt  a policy  of 
“open”  hospitals  staffed  by  physicians  who  practice 
in  the  area  who  may  admit  their  patients  for  hospital- 
ization as  semiprivate  patients  when  indicated,  these 
physicians  to  render  concurrent  or  total  care  within  the 
limits  of  their  training  and  competence. 


REPORT  OF  REFERENCE  COMMITTEE  ON  STANDARDS 
OF  MEDICAL  CARE  The  following  report  was  presented 
by  Milton  J.  Greenberg,  M.D.,  chairman. 

Your  reference  committee  recommends  that  resolu- 
tion 71-82  be  approved  with  the  addition  of  the  following 
Resolved:  That  the  Medical  Society  of  the  State 

of  New  York  inform  the  New  York  State  Health  Plan- 
ning Commission,  the  Mayor’s  Organizational  Task 
Force,  the  New  York  City  Health  and  Hospitals  Cor- 
poration, and  other  interested  parties  of  this  recom- 
mendation. 

The  House,  after  discussion,  voted  to  adopt  this  por- 
tion of  the  reference  committee  report,  thereby  approv- 
ing resolution  71-82  as  amended. 

The  House  then  voted  to  adopt  the  reference  commit- 
tee report  as  a whole  as  amended. 


Mr.  Farrell,  during  the  past  year  met  with  Clifton  Reeder, 
M.D.,  representing  Paul  H.  Robinson,  Jr.,  Inc.,  an  asso- 
ciation of  investment  programs,  to  discuss  “Professional 
Service  Corporations  Act”  and  a new  profit-sharing 
type  of  retirement  plan;  consulted  Joseph  Godfrey, 
regional  representative  of  the  Bureau  of  Health  Insur- 
ance, and  met  with  Harry  Posman,  director  of  the  Office 
of  Social  Research  and  Program  Information,  Albany, 
regarding  the  administrative  cost  of  the  Medicare 
Program  in  New  York  State,  met  with  Don  Robertson  to 
discuss  proposed  Blue  Cross  and  Blue  Shield  and  Group 
Practice  Prepayment  Plan;  discussed  the  “Monroe 
Plan,”  a foundation  for  quality  medical  care,  with 
Donald  M.  Irish,  executive  director  of  the  Medical  Soci- 
ety of  the  County  of  Monroe;  met  with  John  T.  Manyon, 
president.  Blue  Shield  of  Western  New  York,  Inc.,  to 
discuss  changes  in  the  law  regarding  composition  of 
Blue  Shield  Board  members;  met  with  John  Ramsdell, 
M.D.,  chairman  of  the  Economics  Committee  of  West- 
chester County  Medical  Society,  to  discuss  proposals 
presented  hy  different  insurance  companies  regarding 
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TABLE  I.  Operation  of  Blue  Shield  and  Blue  Cross  Plans 


Earned 

Claims 

Operating 

Participating 

Location 

Premium  Income 

Expense 

Expense 

Physicians 

New  York* 

$126,700,000 

$115,950,000 

$19,300,000 

21,476 

Buffalo 

34,329,513 

31,396,806 

4,009,516 

1,658 

Rochester 

17,045,000 

19,123,000 

1,800,000 

1,518 

Albany 

13,231,856 

12,966,843 

1,688,904 

1,060 

Syracuse 

11 ,493,381 

11,987,290 

1,358,907 

1 , 592 

Utica 

6,886,484 

6,472,390 

790,610 

796 

Jamestown 

1,413,794 

1,128,800 

175,197 

113 

Totals 

$211,100,028 

$199,025,129 

$29,123,134 

28,213 

* Estimated. 

TABLE  II.  Membership  in  Blue  Shield  and 

Blue  Cross  Plans 

r 

Location 

Blue  Shield 

Blue  Cross  Members 

Blue  Shield 

Blue  Cross 

New  York 

6,173,808 

8,457,247 

73.00 

285,608 

278,947 

Buffalo 

935,327 

958,818 

97.55 

3,753 

2,144 

Rochester 

810,602 

833,688 

97.23 

5,489 

16,669 

Albany 

482,746 

515,426 

93.65 

30,219 

32,001 

Syracuse 

415,948 

517,002 

80 . 45 

42,734 

34,770 

Utica* 

302,496 

287,497 

92.11 

1,137 

1,519 

Jamestown 

57,304 

61,928 

92.53 

1,543 

1,102 

Watertown 

40,904 

4,733 

Totals 

9,178,231 

11,672,510 

78.63 

365 , 123 

366,643 

* Utica  Plan  serves  Watertown  area  for  Blue  Shield  members.  Watertown  Blue  Cross  members  added  to  Utica  Blue  Cross  members  in  calculat- 
ing percentage. 


Keogh-type  retirement  programs;  spoke  at  the  Annual 
Convention  of  the  Peripheral  Vascular  Society  of  Amer- 
ica regarding  progress  made  by  organized  medicine  in  the 
development  of  guidelines  in  evaluating  physicians  ser- 
vices, bringing  to  their  attention  that  the  first  Relative 
Value  Study  was  initiated  in  1953  by  Francis  J.  Cox, 
M.D.,  and  published  in  1956. 

Blue  Shield.  Only  a progress  report  can  be  presented 
due  to  the  time  element  in  accumulating  data  following 
the  period  ending  December  31,  1970,  (Tables  I and  II). 

Retirement  of  Director.  Since  Mr.  Farrell  will  be  re- 
tiring after  twenty-six  years,  may  I submit  the  follow- 
ing brief  summary  of  some  of  the  highlights  of  this  Divi- 
sion since  February  1,  1945,  when  the  Bureau  of  Medical 
Care  Insurance  was  established  by  the  action  of  the 
Council,  October  12,  1944,  on  the  recommendation  of 
Carlton  E.  Wertz,  M.D.,  then  chairman  of  the  Commit- 
tee on  Public  Relations  and  Economics. 

In  December,  1945,  Mr.  Farrell  was  appointed  to  a 
Special  Advisory  Committee  to  the  Council  on  Medical 
Services  and  Ptiblic  Relations  of  the  AMA,  to  study 
and  make  recommendations  to  the  Council  for  a specific 
national  health  program. 

The  Council  Committee  on  Liaison  with  Veterans 
Administration  was  established  in  1946,  Herbert  H. 
Bauckus,  M.D.,  chairman,  and  Mr.  Farrell  has  served 
on  this  committee  to  date.  He  was  appointed  a mem- 
ber of  the  committee  on  Research  Statistics  of  Associated 
Medical  Care  Plans,  Inc.,  in  August,  1947. 

The  subcommittee  on  Medical  Expense  Insurance, 
A.  H.  Aaron,  M.D.,  chairman,  recommended  to  the  1947 
House  of  Delegates,  Standards  of  Approval  of  acceptance 
of  medical  care  insurance  plans  which  was  adopted . 

In  May,  1955,  Mr.  Farrell  wrote  the  history  of  the 
economics  of  medicine  in  the  State  Medical  Society  and 
the  “development  of  Voluntary  Nonprofit  Medical  Care 
Insurance  Plans,”  for  the  period  April,  1915,  to  May  1, 


1955,  published  in  the  New  York  State  Journal  of 
Medicine,  May  1,  1955.  On  August  14,  1956,  he  was 
appointed  to  the  Task  Force  headed  by  E.  S.  Hamilton, 
M.D.,  Trustee  of  the  American  Medical  Association,  as 
technical  consultant  to  work  with  the  “Dr.  Hugh  H. 
Hussey  Committee.” 

On  January  1,  1957,  he  was  appointed  administrative 
officer  of  “The  Civilian  Health  and  Medical  Program  of 
the  Uniformed  Services”  (P.L.  569),  providing  medical 
care  for  dependents  of  active  duty  military  personnel. 
This  program  was  administered  from  the  office  of  the 
Medical  Society  of  the  State  of  New  Vork  from  January 
1,  1957,  to  July  1,  1968.  During  this  period  162,299 
claims  were  processed  in  the  amount  of  $12,740,319. 

In  1960  the  Economics  Committee,  Waring  Willis, 
M.D.,  chairman,  recommended  that  a relative  value 
study  be  undertaken  to  be  supervised  by  your  director. 
The  work  was  completed,  and  the  House  of  Delegates 
approved  the  first  Relative  Value  Scale  of  the  Medical 
Society  of  the  State  of  New  York  at  its  February  17, 
1965,  meeting. 

In  early  1968  a new  survey  to  update  the  previous  scale 
on  a “usual,  customary,  and  reasonable”  fee  concept, 
was  initiated  by  Robert  E.  Westlake,  M.D.,  chairman 
of  the  Economics  Committee.  This  study  was  com- 
pleted by  Peat,  Marwick,  Mitchell  & Co.,  in  January, 
1971. 

Through  the  mechanism  of  Blue  Shield  Plans,  the 
physicians  have  been  able  to  offer  prepaid  medical 
care  insurance  on  a nonprofit  basis  to  counteract  the 
threat  of  government-controlled  medicine. 

The  growth  of  the  Plans  for  the  period  1945  to  1970 
has  been  phenomenal.  In  1945  there  were  five  Blue 
Shield  Plans  with  a membership  of  598,042,  and  pay- 
ments for  physicians’  services  amounted  to  $2,009,869. 
There  are  now  seven  Plans  with  28,213  participating 
physicians.  As  of  December  31,  1970,  membership  was 
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9,178,231,  and  payments  for  physicians’  services 
amounted  to  $199,025,129. 

Mr.  Farrell  has  served  under  28  presidents,  9 Eco- 
nomics Committee  chairmen,  6 Medical  Care  Insurance 
Committee  chairmen,  and  3 executive  officers  and  has 
expressed  his  sincere  appreciation  of  having  this  privi- 
lege. 

Acknowledgment.  I wish  to  express  my  gratitude  to 
Mr.  Farrell  for  his  assistance  over  the  years  and  also  to 
extend  my  thanks  to  Mrs.  Clementine  Thompson,  secre- 
tary to  the  Division. 

Respectfully  submitted, 

G.  Re hmi  Denton,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL 
SERVICES:  The  following  report  was  presented  by 

Francis  A.  Stephens,  M.D.,  chairman. 

This  report  contains  information  on  the  numerous 
activities  of  George  P.  Farrell,  director  of  the  Division 
of  Medical  Services,  throughout  the  year.  It  also  states 
that  Mr.  Farrell  will  be  retiring  after  twenty-six,  years 
with  the  State  Medical  Society. 

This  reference  committee  wishes  to  recognize  the  out- 
standing contributions  rendered  by  Mr.  Farrell  while 
serving  under  28  presidents,  9 economics  committee 
chairmen,  and  3 executive  officers.  In  addition,  the 
report  summarizes  in  detail  the  many  accomplishments 
of  Mr.  Farrell.  We  wish  to  take  special  note  of  his 
authorship  of  the  history  of  the  economics  of  medicine 
in  the  State  Medical  Society  and  the  “Development  of 
the  Voluntary  Nonprofit  Medical  Care  Insurance  Plans.” 

Your  reference  committee  wishes  to  thank  G.  Rehmi 
Denton,  M.D.,  chairman  of  the  Commission  on  Medical 
Services,  for  his  untiring  efforts  on  behalf  of  the  Com- 
mission. 

The  House  unanimously  adopted  this  portion  of  the 
reference  committee  report  and  applauded  Mr.  Farrell. 

Economics  (Annual) 

To  The  House  of  Delegates,  Gentlemen: 

The  Economics  Committee  is  composed  of  the  follow- 


ing members; 

Robert  E.  Westlake,  M.D.,  Chairman  Onondaga 

Dallas  E.  Billman,  M.D Steuben 

Jeff  J.  Coletti,  M.D Nassau 

William  C.  Felch,  M.D Westchester 

Alfred  L.  George,  M.D Genesee 

Robert  G.  Hicks,  M.D. New  York 

Harry  C.  Miller,  M.D. Monroe 

Francis  A.  Stephens,  M.D.  Albany 

Herbert  J.  Wright,  Jr.,  M.D Schenectady 


The  committee  held  four  meetings  during  the  year, 
on  April  29,  June  3,  September  30,  and  November  11. 

At  the  April  meeting  the  committee  reviewed  its 
charges  and  plans  for  the  year.  As  in  the  past  three 
years,  it  decided  to  invite  representatives  of  specialty 
.societies  to  its  meetings.  It  also  decided  not  to  consider 
seriously  the  various  insurance  and  retirement  plans 
submitted  each  year  since  other  organizations  have 
these  plans  available  for  physicians  in  the  State,  includ- 
ing county  societies  and  district  branches. 

'I'he  committee  requested  that  regular  meetings  of 
the  Commission  on  Medical  Services  be  held  to  coordi- 


nate necessary  efforts  in  the  development  of  minimum 
standards  for  health  insurance  coverage. 

Relative  Value  Study.  At  the  April  meeting,  rep- 
resentatives of  Peat,  Marwick,  Mitchell  & Company 
reported  on  the  progress  of  the  fee  survey  being  conduct- 
ed under  the  direction  of  the  Empire  State  Medical, 
Scientific  and  Educational  Foundation.  They  reported 
that  9,800  questionnaires  have  been  sent  to  physicians 
throughout  the  State  with  only  15  per  cent  returned. 

The  State  of  New  York  was  broken  down  into  22  areas 
by  specialty  practice.  From  each  of  these  areas  50  phy- 
sicians were  selected  to  receive  questionnaires.  Where 
there  were  fewer  than  50  physicians  in  a particular  spe- 
cialty practice  in  a given  area,  then  the  total  number 
of  physicians  were  sent  questionnaires. 

The  committee  recommended  to  the  Council  of  the 
State  Medical  Society  and  to  the  Empire  State  Founda- 
tion that  a campaign  be  launched  immediately  to  en- 
courage prompt  return  of  the  questionnaires,  and,  in 
addition.  Blue  Shield  Plans  and  specialty  societies 
should  be  asked  to  join  in  the  effort. 

The  committee  recommended  that  the  following  items 
be  called  to  the  attention  of  physicians; 

1.  Usual  fees  and  relativity  must  be  reliably  docu- 
mented now  to  establish  bench  marks  for  third-party 
fee  schedules  in  the  future. 

2.  Only  an  approximation  of  service  frequency  is 
needed  to  establish  statistical  significance. 

3.  An  estimated  usual,  minimum,  and  maximum  fee 
is  all  that  is  needed  to  produce  data  for  a fair  fee  sched- 
ule. 

At  the  June  meeting  the  committee  met  with  ten  rep- 
resentatives of  the  specialty  medical  societies,  of  which 
25  had  been  invited.  William  F.  McGahan,  of  Peat, 
Marwick,  Mitchell  & Co.,  gave  the  following  report; 
number  of  questionnaires  mailed,  9,800;  questionnaires 
returned,  1,056  or  10.7  per  cent.  Mr.  McGahan  felt 
the  returns  to  date  were  disappointing.  On  the  personal 
follow-up  calls  to  physicians  who  had  received  but  not 
returned  the  questionnaires,  their  response  was,  “we 
are  too  busy”  or  “the  questionnaire  was  too  long.” 

The  chairman  recommended  that  any  additional  in- 
formation from  any  specialty  practice  group  be  included 
in  the  survey  and  be  given  to  Mr.  McGahan  because  the 
“cut-off”  date  was  set  for  August  1,  1970. 

The  September  30  meeting  was  a joint  meeting  with 
representatives  of  the  specialty  medical  societies  to 
discuss  the  final  report  regarding  the  relative  value 
study.  Eleven  societies  were  represented. 

Mr.  McGahan  reported  that  of  the  9,800  question- 
naires sent  out,  only  1,350  of  the  returns  could  be  con- 
sidered usable  for  developing  a relative  value  study,  so 
far  as  individual  returns  were  concerned.  Many  of  these 
had  letters  and  notes  attached  stating  they  were  using 
the  local  relative  value  scales,  such  as  Monroe  County, 
Erie  County,  New  York  State  Medical  Society,  and  New 
York  State  Society  of  Anesthesiologists,  for  their 
“usual  and  customary”  fees.  Therefore,  they  did  not 
complete  the  questionnaire.  The  physicians  were  asked 
specifically  to  give  their  “high”  and  “low”  charges  and 
the  frequency  of  treatment,  such  as  times  per  month,  and 
so  on.  The  follow-up  of  the  physicians  who  were  sent  the 
questionnaires  showed  that  some  of  them  never  received 
it;  others  did  not  have  sufficient  time  to  complete  it; 
and  still  others  did  not  keep  records  of  frequency  of 
treatment  to  give  an  accurate  report. 


1372  New  York  State  Journal  of  Medicine  / June  1 , 1971 


G.  Rehmi  Denton,  M.D.,  chairman  of  the  Commission 
on  Medical  Services,  stated  that  he  felt  the  lack  of 
ciK)peration  in  completing  the  questionnaires  has 
hampered  the  study  by  the  State  Medical  Society. 
However,  it  was  felt  that  with  the  42, (HR)  pieces  of  data 
ready  for  prcK-essing  a valid  study  could  be  made.  The 
committee  agreed  to  use  all  information  on  question- 
naires referring  to  county  relative  value  scales,  and  that 
when  no  information  was  given  on  frequency  of  treat- 
ment, the  data  shown  were  to  be  used  in  projecting  a 
relative  value  study.  When  the  questionnaire  contained 
no  information,  the  committee  recommended  the  use 
of  the  19B9  California  Relative  V’alue  Study. 

The  chairman  recommended  that  Peat,  Marwick, 
Mitchell  & Company  send  the  nomenclature  and  dollar 
results  of  the  study  to  each  specialty  group  for  their 
review.  The  specialty  societies  were  asked  to  send  to  the 
committee  the  proper  form  to  be  used  for  publication  and 
the  least  common  denominator  to  be  used  in  converting 
dollars  to  units. 

A supplementaiy  report  will  be  made  to  the  House  of 
Delegates  following  the  meeting  on  November  11. 

Universal  Health  Insurance.  The  chairman  pre- 
sented an  outline  of  "universal  health  insurance  princi- 
ples” to  be  submitted  to  and  considered  by  the  Ad  Hoc 
Committee  on  Universal  Health  Insurance.  The  consen- 
sus was  that  we  should  stay  within  the  area  of  benefits 
provided  to  the  public  and  de-emphasize  method  of  pay- 
ment. These  “principles”  were  submitted  to  the 
Commission  on  Medical  Services,  to  be  forwarded  even- 
tually to  the  ad  hoc  committee. 

Acknowledgments.  Your  chairman  wishes  to  express 
his  appreciation  to  the  members  of  the  committee,  to 
G.  Rehmi  Denton,  M.D.,  chairman.  Commission  on 
Medical  Services,  and  to  representatives  of  the  specialty 
groups,  for  attendance  at  meetings  and  for  the  splendid 
cooperation  achieved  in  dealing  with  rather  complicated 
and  detailed  matters.  The  chairman  also  wishes  to 
thank  George  P.  Farrell,  director,  Division  of  Medical 
Services,  and  his  secretary,  Mrs.  Clementine  Thompson, 
for  their  fine  cooperation.  Mr.  Farrell’s  advice  and 
guidance  was  of  great  help  to  the  committee. 

Respectfully  submitted, 

Robert  E.  Westlake,  M.D.,  Chairman 


Economics  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

Since  writing  the  annual  report,  the  committee  met  on 
November  11,  to  receive  the  final  report  on  the  data- 
gathering  phase  of  the  study  of  fees  by  Peat,  Marwick, 
Mitchell  and  Company,  acting  as  technical  advisers  to 
the  project  committee  of  the  Empire  State  Medical, 
Scientific  and  Educational  Foundation. 

The  committee  was  told  that  statistically  significant 
data  had  been  obtained  for  four  sections:  radiology, 

medicine,  laboratory  medicine,  and  surgery.  In- 
adequate data  were  received  for  anesthesiology,  but  it 
will  be  forthcoming. 

Analysis  of  the  data  now  encoded  will  produce  a de- 
scription of  usual  range  of  fees,  with  the  mode  expressed 
as  the  usual  relative  value  scale  for  each  section.  Geo- 
graphic variation  will  be  determined  and  evaluated  to 
ascertain  whether  one  or  more  scales  of  relativity  are 
needed  to  describe  our  usual  fees. 


A table  of  the  conversion  factors  which  represent  the 
dollar  value  at  the  survey  time  in  1970  will  be  presented. 
Obviously  any  schedule  produced  by  resurvey  of  fees,  or 
by  negotiation,  will  reflect  usual  relativity  only  if  the 
presently  derived  scale  is  not  changed.  Any  fee  schedule 
with  altered  relativity  will  not  represent  usual  fees,  even 
if  a current  approximation  of  conversion  factors  is  used. 

Code  numbers,  using  both  the  familiar  four  digits  and 
the  new  current  procedural  terminology’s  five  digits,  will 
be  assigned. 

When  the  five  sections  have  been  reviewed  by  specialty 
societies  for  completeness  of  the  nomenclature  and  for 
the  use  of  modifiers  and  for  internal  relationships  other 
than  the  values,  the  committee  recommends  its  publica- 
tion by  the  Empire  State  Medical,  Scientific  and  Educa- 
tional Foundation. 

Re-evaluation  of  conversion  factors  by  impartial  sur- 
veyors will  be  required  at  least  biennially,  or  as  indi- 
cated, by  section  and  by  medical  trade  areas,  to  main- 
tain the  usefulness  of  the  Scale  as  a description  of  usual 
fees. 

Re-evaluation  of  relativity  with  revision  of  nomencla- 
ture and  format  will  be  required  about  every  four  years. 

The  committee  hopes  that  subsequent  surveys,  both 
for  conversion  factors  and  for  relativity,  will  receive 
more  rapid  and  more  widespread  attention  from  the 
membership.  This  will  be  true  if  members  are  informed, 
both  by  the  State  Medical  Society  and  by  their  specialty 
societies,  of  the  importance  of  reporting  their  services 
accurately,  using  code  numbers. 

Respectfully  submitted, 

Robert  E.  Westlake,  M.D.,  Chairman 

Economics  (Second  Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

The  final  report  of  the  Statewide  study  of  usual  fees 
by  Peat,  Marwick,  Mitchell  & Co.,  was  submitted  on 
February  10,  1971,  to  the  Project  Committee  of  The  Em- 
pire State  Medical,  Scientific  and  Educational  Founda- 
tion, Inc.,  and  to  the  Blue  Shield  Plans  of  New  York 
State,  cosponsors  of  the  project.  It  is  now  under  study 
by  the  committee,  as  technical  advisers. 

The  report  will  be  reviewed  by  the  specialty  societies 
who  have  assisted  in  the  study  since  November,  1968, 
for  their  reaction  and  advice. 

The  report  is  statistically  valid  for  a Statewide  sched- 
ule, with  certain  exceptions.  Varying  relativity  will 
require  publication  of  separate  scales  for  the  following: 

1.  Upstate  Urban  Areas,  all  sections  except  pathology; 

2.  Queens  County,  surgery,  only; 

3.  Manhattan  and  Brooklyn,  medicine  and  radiology; 
and 

4.  The  Bronx,  medicine,  only. 

An  anesthesiology  study,  different  from  the  Peat, 
Marwick,  Mitchell  & Co.,  format,  derived  from  a special 
statistically  valid  supplementary  study,  has  been  re- 
ceived for  consideration. 

A suggested  format  for  the  final  “usual  fee”  de- 
scription will  be  developed  by  the  committee,  with  the 
advice  of  all  specialty  practice  groups,  and  submitted  to 
the  Council  of  the  Medical  Society  of  the  State  of  New 
York  through  the  Commission  on  Medical  Services. 

Respectfully  submitted, 

Robert  E.  Westlake,  M.D.,  Chairman 
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REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES: The  following  report  was  presented  by  Francis  A. 
Stephens,  M.D.,  chairman. 

Your  reference  committee  reviewed  the  annual  report 
and  two  supplementary  reports  of  the  Economics  Com- 
mitee.  On  February  10,  1971,  Peat,  Marwick,  Mitchell 
& Co.,  submitted  to  the  Project  Committee  of  the  Em- 
pire State  Medical,  Scientific  and  Educational  Foun- 
dation, Inc.,  and  to  the  Blue  Shield  Plans  of  New  York 
State  a statistically  valid  report  for  a Statewide  relative 
value  schedule  with  certain  exceptions.  Varying  rela- 
tivity will  require  publication  of  separate  scales  for  the 
following: 

1.  Upstate  Urban  Areas,  all  sections  except  pathology; 

2.  Queens  County,  surgery  only; 

3.  Manhattan  and  Brooklyn,  medicine  and  radiology; 
and 

4.  The  Bronx,  medicine,  only. 

An  anesthesiology  study,  different  from  the  Peat, 
Marwick,  Mitchell  & Co.,  format,  derived  from  a special 
statistically  valid  supplementary  study,  has  been  re- 
ceived for  consideration. 

A suggested  format  for  the  final  “usual  fee”  descrip- 
tion will  be  developed  by  the  Economics  Committee, 
with  the  advice  of  all  specialty  practice  groups,  and  will 
be  submitted  to  the  Council  of  the  State  Medical  Society 
through  the  Commission  on  Medical  Services.  The  com- 
mittee notes  that  at  present  the  Economics  Committee 
has  only  the  raw  data. 

The  reference  committee  commends  Robert  E.  West- 
lake,  M.D.,  and  his  committee  members  for  their  excel- 
lent work  on  this  complex  and  difficult  project. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


Liaison  with  Veterans  Administration 

To  the  House  of  Delegates,  Gentlemen: 

The  Subcommittee  on  Liaison  with  the  Veterans  Ad- 
ministration, of  the  Economics  Committee,  consists  of 
the  following  member: 

Herbert  H.  Bauckus,  M.D.,  Chairman  Erie 

There  has  been  discussion  with  F.  J.  Rummel,  M.D., 
clinic  director  and  chief  of  outpatient  service.  Veterans 
Hospital,  New  York  City,  regarding  the  continuation  of 
the  present  agreement  now  in  effect  with  Veterans  Ad- 
ministration. 

Your  chairman  recommends  continuing  this  agree- 
ment, subject  to  its  terms  which  provide  for  termina- 
tion on  a thirty-day  written  notice  by  either  party. 

We  are  indebted  to  G.  Rehmi  Denton,  M.D.,  chair- 
man, Commission  on  Medical  Services,  and  Robert  E. 
Westlake,  M.D.,  chairman.  Economics  Committee, 
for  their  support.  The  subcommittee  also  expresses  its 
appreciation  to  George  P.  Farrell,  Division  of  Medical 
Services,  for  his  services. 

Respectfully  submitted, 

Herbert  H.  Bauckus,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES The  following  report  was  presented  by  Francis 
A.  Stephens,  M.D.,  chairman. 

Your  reference  committee  concurs  with  the  recom- 
mendation of  Herbert  H.  Bauckus,  M.D.,  that  the  State 


Medical  Society  continue  the  present  agreement  with  the 
Veterans  Administration  which  covers  outpatient  care 
by  private  physicians  for  veterans  with  service-con- 
nected disabilities. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


Medical  Care  Insurance  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Medical  Care  Insurance  is  com- 


posed of  the  following: 

Robert  D.  Fairchild,  M.D.,  Chairman Onondaga 

Harold  W.  Bales,  M.D Monroe 

Lucius  H.  Bugbee,  Jr.,  M.D Chautauqua 

Irving  Cramer,  M.D Oneida 

Sidney  I.  Etkin,  M.D. Albany 

William  C.  Porter,  Jr.,  M.D Suffolk 

George  N.  Scatchard,  M.D. Erie 


The  committee  held  two  meetings  during  the  year, 
on  May  7 and  October  22. 

Resolutions.  At  the  May  7 meeting  the  following 
resolutions,  referred  by  the  House  of  Delegates  to  the 
committee,  were  considered: 

70-6,  “Prehospitalization  Diagnostic  Insurance  Bene- 
fits”: Prior  to  the  meeting  a letter  was  sent,  with  copies 
of  the  resolutions,  to  all  Blue  Cross  and  Blue  Shield 
Plans  asking  for  their  comments.  After  reviewing  the 
answers  received,  it  was  pointed  out  that  “preadmission 
testing”  has  been  experimented  with  and  found  to  be  of 
limited  value  in  saving  hospital-patient  days.  Some  of 
the  limiting  factors  in  the  program  are: 

1.  Lack  of  acceptable  laboratory  and  x-ray  facilities 
in  doctors’  offices. 

2.  Lack  of  private  laboratory  and  x-ray  facilities  in  the 
community. 

3.  Co-insurance  deterrent  on  outpatient  laboratory 
and  x-ray  services  if  subscribers  are  not  admitted. 

4.  Nonacceptance,  by  hospital  and  staff,  of  laboratory 
and  x-ray  work  done  outside  of  hospital  facilities,  result- 
ing in  duplication  of  work  after  admission. 

It  would  also  involve  pervasive  changes  in  the  existing 
clinical,  financial,  and  procedural  practices  of  hospitals 
and  their  medical  staffs.  There  may  also  be  legal  and 
regulatory  changes  required. 

In  view  of  the  benefits  now  being  offered  by  the  Blue 
Shield  Plans,  the  committee  recommended  that  no  fur- 
ther action  be  taken  on  this  resolution.  This  recom- 
mendation was  disapproved  by  the  Council  on  May  21. 
However,  the  Council  voted  to  recommend  that  the  com- 
mittee continue  its  efforts  to  get  the  insurance  industry 
to  make  equal  allowance  for  outpatient  diagnostic  pre- 
admission procedures,  where  available.  This  recom- 
mendation was  considered  at  the  October  22  meeting, 
and  the  committee  recommended  that  a letter  be  sent 
to  the  proper  authorities  suggesting  that  these  benefits 
be  included  in  their  insurance  contracts. 

70-76,  “Reimbursement  for  Radiological  Services 
by  Blue  Shield  Instead  of  Blue  Cross,”  was  considered. 
Letters  received  on  the  subject  were  reviewed,  and  it  ap- 
peared to  the  committee  that  reimbursement  for  services 
of  a radiologist  when  charged  for  x-ray  service  appears 
on  a hospital  bill  is  covered  by  Blue  Cross,  and 
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when  it  appears  on  a physician’s  hill,  Blue  Shield  covers 
it. 

It  was  pointed  out  that  the  hospitals  and  radiologists 
are  free  agents,  and  as  long  as  the  radiologists  make 
their  services  available  to  the  hospitals,  the  public  is 
going  to  look  to  the  hospitals  and  Blue  Cross  for  the  pro- 
vision of  hospital-based  x-ray  services  and  preadmission 
testing  procedures. 

The  Blue  Shield  and  Blue  Cross  Plans  are  the  payment 
mechanism  and  not  the  providers  of  the  services.  It, 
therefore,  becomes  the  responsibility  of  the  individual 
radiologist  to  choose  to  whom  he  wishes  to  make  his 
services  available. 

The  committee  strongly  recommended  that  Blue 
Shield  Plans  offer  radiologic  services  to  all  its  members. 
The  committee  in  its  report  to  the  Council  on  May  21 
expressed  its  disapproval  of  the  last  Resolved  “That 
the  Medical  Society  of  the  State  of  New  York  request 
the  Superintendent  of  Insurance  of  New  York  State  to 
arrange  a meeting  of  the  interested  parties  for  the  pur- 
pose of  exploring  the  mechanisms  by  which  this  transfer 
of  coverage  can  be  effected.” 

This  report  was  approved  by  the  Council.  Subsequent 
to  this  approval,  at  the  request  of  the  delegate  from  the 
Section  on  Radiology,  the  Executive  Committee  of  the 
State  Medical  Society  voted  to  refer  this  back  to  the 
Council  for  consideration.  This  matter  was  reconsid- 
ered at  the  June  18  meeting  of  the  Council,  and  it  voted 
that  an  effort  be  made  to  arrange  the  meeting  as  re- 
quested in  the  resolution. 

The  committee  considered  this  request  at  its  October 
22  meeting  and  recommended  that  the  chairman  of  the 


Medical  Care  Insurance  Committee  arrange  a meeting 
with  the  Superintendent  of  Insurance. 

70-7,  “Administrative  Cost  of  Government  Insurance 
I*rof>rams,”  concerned  Parts  A and  B of  the  Medicare 
Program. 

The  total  Medicare,  Part  A,  benefits  paid  for  the  pe- 
riod July,  1969,  to  March,  1970,  amounted  to  $412,085, 0(X) 
(Table  I).  This  includes  $19,727,430  from  Railroad 
Medicare  benefits.  Group  Practice  benefits,  and  others. 

The  total  Medicare,  Part  B,  benefits  paid  for  the  pe- 
riod July,  1969,  to  March,  1970,  amounted  to  $174, 109,- 
(XX)  (Table  II).  This  included  $37,489,100  from  Railroad 
Medicare  benefits,  Group  Practice  benefits,  and  others. 

Under  Part  B,  it  should  be  kept  in  mind  that  “benefit 
paid”  figures  vary  from  intermediary  to  intermediary, 
according  to  types  of  bills  processed,  hospital  bills,  which 
are  usually  higher.  Extended  Care  Facility  bills,  outpa- 
tient bills,  home  health,  and  others.  For  these  reasons, 
it  is  difficult  to  make  comparisons  of  intermediary  per- 
formance that  would  be  of  a valid  nature. 

The  information  regarding  Part  A and  Part  B of  the 
Medicare  program,  was  submitted  by  Joseph  Godfrey, 
regional  representative.  Bureau  of  Health  Insurance, 
Department  of  Health,  Education,  and  Welfare,  26 
Federal  Plaza,  New  York  City. 

Table  III  shows  medical  assistance  program  expendi- 
tures for  the  calendar  year  1969.  These  figures  were 
furnished  by  Harry  Posman,  Ph.D.,  director.  Office  of 
Social  Research  and  Program  Information,  New  York 
State  Department  of  Social  Services. 

Standards  for  Approval.  The  committee  considered 
changes  in  the  “Standards  For  Approval  of  the  Medical 


TABLE  I.  Administrative  cost  for  intermediaries  in  New  York  State  Medicare  (Part  A)  program,  July  1969,  to  March,  1970 


Intermediaries 

Benefits  Paid 

Admin- 

istrative 

Cost 

Per 

Cent 

Audit 

Cost 

Per 

Cent 

Total 

Per 

Cent 

Associated  Hospital  Service  of 
New  York 

$246,303,000 

$3,090,055 

1.25 

$ 

908,099 

0.37 

.$3,998,154 

1.62 

Blue  Cross  of  Western  New  York 

(Buffalo) 

$ 30,407,000 

$ 

474,676 

1.56 

$ 

135,023 

0.44 

$ 

609,699 

2 

Blue  Cross  of  Northeastern  New 

York  (Albany) 

$ 25,144,000 

$ 

219,355 

0.87 

$ 

112,596 

0.45 

$ 

331,951 

1.32 

Group  Hospital  Service  (Syracuse) 

$ 21,513,000 

$ 

160,715 

0.75 

$ 

84,550 

0.39 

$ 

245,265 

1.14 

Hospital  Service  Corporation 

(Rochester) 

$ 19,953,000 

$ 

254 , 745 

1.28 

$ 

96,869 

0.48 

$ 

351,614 

1.76 

Hospital  Plan,  Inc.  (Utica) 

$ 12,909,000 

$ 

121,371 

0.94 

$ 

63,226 

0.49 

$ 

184,597 

1.43 

Chautauqua  Hospital  Service 

(Jamestown) 

$ 3,056,000 

$ 

50,484 

1.65 

$ 

11,684 

0.38 

$ 

62,168 

2.03 

Hospital  Service  Corporation 

(Watertown) 

$ 2,145,000 

$ 

24,885 

1.16 

$ 

24,885 

1.16 

Travelers  Insurance  Company 

$ 30,927,570 

$ 

493 , 558 

1.60 

$ 

410,138 

1.32 

$ 

903,696 

2.92 

Albany  Department  of  Health 

$ 

44,603 

$ 

8,250 

$ 

52,853 

Totals 

$392,357,570 

$4,934,447 

1.25 

$1,830,435 

.47 

$6,764,891 

1.72 

TABLE  II.  Administrative  cost  for  carriers  in  New  York  State  Medicare  (Part  B)  program,  July,  1969,  to  March,  1970 


Carriers 

Benefits  Paid 

Administrative 

Cost 

Per  Cent 

United  Medical  Service,  Inc.  (New  York) 

$ 97,882,000 

$ 7,493,165 

7.65 

Blue  Shield  of  Western  New  York 

(Buffalo) 

$ 7,960,000 

$ 957,085 

12.02 

Genesee  Valley  Medical  Care  (Rochester) 

$ 4,973,000 

$ 434,197 

8.73 

Group  Health  Insurance,  Inc.  (New  York) 

$ 10,959,000 

$ 1,140,300 

10.40 

Metropolitan  Life  Insurance  Company 

(Utica) 

$ 14,845,900 

$ 1,499,804 

10.10 

Totals 

$136,619,900 

$11,524,551 

8.43 
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TABLE  III.  Medical  assistance  program  expenditures  for 
calender  year  1969 


Administrative  Costs 

Amount 

Per  Cent 

New  York  State 

Cost  of  Services 

$1,028,726,380 

94.70 

Local  county 

51,531,590 

4.74 

State 

6,032,250 

.56 

Totals 

$1,086,290,220 

100 

Counties  and  State 

Local  county 

$51,531,590 

89.53 

State 

6,032,250 

10.47 

Totals 

$57,563,840 

100 

Society  of  the  State  of  New  York,  of  New  York  State 
Medical  Care  Plans,”  because  of  a recent  change  in  the 
law  under  Senate  Bill  767 1-B  which  amended  the  insur- 
ance law  in  relation  to  the  composition  of  Boards  of  Di- 
rectors of  hospital  service  corporations  and  medical  ex- 
pense indemnity  corporations. 

The  committee  recommends  that  in  the  “Standards 
For  Approval”  the  term  “Professional  Control”  be 
changed  to  “Professional  Participation”  and  that  the 
following  be  substituted  for  paragraph  1: 

If  a medical  care  plan  utilizes  Participating  Physi- 
cian Agreements  which  in  any  way  affect  the  services 
and/or  benefits  provided  in  the  subscriber  contracts 
of  the  Plan,  the  Plan  shall  secure  and  maintain  the 
participation  of  not  less  than  51  per  cent  of  the  eligi- 
ble physicians  practicing  in  the  area  served  by  the 
Plan. 

Under  the  “Enrollment”  provision,  the  following  state- 
ment should  be  added: 

A medical  care  plan  shall  have  a subscriber  con- 
tract or  contracts  available  for  purchase  on  both  an 
individual  and  group  basis,  subject  to  appropriate 
underwriting  standards,  so  that  all  members  of  the 
community  shall  be  able  to  obtain  coverage  by  the 
Plan. 

Approval  of  Blue  Shield  Plans.  The  committee  rec- 
ommended the  approval,  for  one  year,  of  all  Blue  Shield 
Plans  in  the  State  of  New  York. 

A report  was  presented  by  Ralph  Hammersley,  Jr., 
executive  director  of  Northeastern  New  York  Medical 
Service,  Inc.,  regarding  the  present  status  of  the  New 
York  State  Civil  Service  Employees  Blue  Cross-Blue 
Shield  contracts. 

The  committee  considered,  at  length,  the  “Founda- 
tion” concept  of  providing  medical  services  under  this 
type  of  program. 

Acknowledgments.  Your  chairman  wishes  to  express 
appreciation  to  the  members  of  the  committee  for  their 
cooperation;  to  George  P.  Farrell  for  his  assistance  and 
guidance,  and  to  Mrs.  Clementine  Thompson  for  her 
secretarial  assistance. 

Respectfully  submitted, 

Robert  D.  Fairchild,  M.D.,  Chairman 

Medical  Care  Insurance  (Supplementary) 

To  The  House  of  Delegates,  Gentlemen: 

At  the  Council  meeting  of  November  19,  1970,  the  fol- 
lowing recommendation  by  the  Medical  Care  Insurance 
Committee,  as  stated  on  page  52  of  the  House  of  Dele- 
gates Handbook,  was  disapproved. 


Paragraph  1:  If  a medical  care  plan  utilizes  partic- 
ipating-physician  agreements  which  in  any  way  affect 
the  services  and/or  benefits  provided  in  the  sub- 
scriber contracts  of  the  plan,  the  plan  shall  secure  and 
maintain  the  participation  of  not  less  than  51  per  cent 
of  the  eligible  physicians  practicing  in  the  area  served 
by  the  plan. 

The  following  is  substituted  under  Professional  Partic- 
ipation; 

Paragraph  1:  The  physicians  on  the  governing  body 
shall  be  physicians  who  are  acceptable  to  the  local 
county  society  or  societies  and/or  the  Medical  Society 
of  The  State  of  New  York. 

Respectfully  submitted, 
Robert  D.  Fairchild,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES; The  following  report  was  presented  by  Francis 
A.  Stephens,  M.D.,  chairman. 

The  reference  committee  reviewed  the  report  of  the 
Committee  on  Medical  Care  Insurance  and  noted  that 
continuing  efforts  are  being  made  to  promote  insurance 
benefits  for  prehospitalization  diagnostic  services.  It 
was  also  noted  that  pursuant  to  resolution  70-76,  “Re- 
imbursement for  Radiologic  Services  by  Blue  Shield  In- 
stead of  Blue  Cross,”  arrangements  are  being  made  to 
meet  with  a representative  of  the  New  York  State  De- 
partment of  Insurance  to  discuss  the  subject  of  reim- 
bursement for  radiologic  services  by  Blue  Shield  instead 
of  Blue  Cross.  Your  reference  committee  concurs  with 
the  recommendation  of  the  committee  that  Blue  Shield 
Plans  offer  radiologic  services  to  all  its  members. 

Regarding  resolution  70-7,  “Administrative  Cost  of 
Government  Insurance  Programs,”  the  attention  of  the 
committee  was  directed  to  the  fact  that  administrative 
costs  do  not  include  any  expenditures  of  various  other 
governmental  agencies  related  to  these  programs.  The 
figures,  therefore,  do  not  actually  reflect  the  true  total 
cost. 

It  is  also  noted  that  the  recommendation  of  the  Med- 
ical Care  Insurance  Committee  to  maintain  the  partic- 
ipation of  51  per  cent  of  physicians  practicing  in  the  area 
serviced  by  the  Blue  Shield  Plan  was  disapproved  by  the 
Council.  The  Council  substituted  the  following  para- 
graph: “The  physicians  on  the  governing  body  shall  be 
physicians  who  are  acceptable  to  the  local  county  society 
or  societies  and/or  the  Medical  Society  of  the  State  of 
New  York.”  The  reference  committee  recommends  that 
this  paragraph  be  amended  to  read  as  follows:  “The 

physicians  on  the  governing  body  shall  be  physicians 
who  are  designated  by  the  local  county  medical  society 
or  societies  and/or  the  Medical  Society  of  the  State  of 
New  York.” 

Your  reference  committee  heard  testimony  on  the  pres- 
ent status  of  negotiations  between  the  New  York  State 
Civil  Service  Department  and  the  Blue  Shield  Plans. 
It  was  indicated  that  no  agreement  could  be  reached  as 
of  April  1,  1970,  and  the  previously  approved  Plan  B was 
continued  in  effect  for  one  year.  It  was  also  pointed  out 
that  the  negotiators  for  the  New  York  State  Civil  Service 
Employees  group  have  expressed  a wish  for  a paid- in-full 
plan  with  no  income  ceiling.  Negotiations  are  continu- 
ing on  this  matter. 

Your  reference  committee  commends  Robert  D.  Fair- 
child,  M.D.,  and  his  committee  for  their  fine  work  during 
the  past  year. 
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The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Occupational  Health 

To  the  House  of  Delegates,  (icntlemen: 

Members  of  the  Committee  on  Occupational  Health 


are  as  follows: 

Robert  P.  Jessup,  M.D.,  Chairman  Nassau 

Robert  H.  Baysinger,  M.I).  Monroe 

James  J.  Brandi,  M.I).  Erie 

Walter  J.  Gerstle,  M.I).  Nassau 

Herbert  F.  Wendelken,  M.I).  Richmond 


During  the  twelve-month  period  since  our  last  report, 
one  informal  meeting  was  called  by  the  former  chairman, 
Dallas  E.  Billman,  M.I).  This  meeting,  held  on  Febru- 
ary 8,  at  the  Americana  of  New  York,  was  sparsely 
attended.  Committee  members  present  at  the  meeting 
were  Dr.  Billman  and  Dr.  Gerstle,  and  also  James  F. 
Higgins,  M.D.,  director  of  the  Division  of  Occupational 
Health  and  Workmen’s  Compensation,  attended.  It  was 
reported  that  the  occupational  health  questionnaire  was 
published  twice  in  News  of  New  York  and  that  the  re- 
sponse on  both  occasions  was  disappointing. 

The  matter  of  small  plant  health  services  was  dis- 
cussed, and  it  was  decided  that  no  further  action  should 
be  taken  at  this  time. 

The  members  discussed  the  Occupational  Health  and 
Safety  .\ct  of  1969,  H.R.  13373  and  recommended  ap- 
proval in  principle  of  same  as  supported  by  the  American 
Medical  Association. 

Meeting  of  September  15.  The  second  meeting  of 
the  committee  was  held  on  September  15,  and  was  at- 
tended by  Dr.  Baysinger,  Dr.  Brandi,  Dr.  Gerstle,  Dr. 
Higgins,  and  the  chairman.  Dr.  Jessup. 

The  chairman  noted  that  both  the  number  and  dis- 
tribution of  the  committee  members  was  inadequate. 
On  motion  duly  made  and  seconded,  it  was  recom- 
mended that  the  number  of  committee  members  be 
increased  to  nine. 

Dr.  Brandi  proposed  that  our  committee  request  the 
State  Legislation  Committee  to  explore  the  feasibility 
of  legislation  that  would  permit  registered  nurses  in 
industrial  medical  departments  to  take  x-rays  films  of 
the  chest  and  extremities. 

Suggested  organizational  revisions  were  discussed  and 
to  all  intents  and  purposes  were  tabled  to  a later  date. 

Meetings.  During  the  preceding  year  the  director 
of  the  Division  attended  the  annual  dinner  and  business 
meeting  of  the  New  York  State  Society  of  Industrial 
Medicine,  with  the  Occupational  Psychiatry  Group, 
on  December  10,  1969,  at  the  New  York  University  Club. 
Ari  Kiev,  M.D.,  was  guest  speaker  on  the  topic  “Crisis 
Intervention:  Suicidal  Advice  for  the  Industrial  Phy- 

sician.” 

Dr.  Higgins  also  attended  two  joint  meetings  of  the 
New  York  State  Society  of  Industrial  Medicine  and  the 
Section  on  Occupational  Medicine  of  the  New  York 
Academy  of  Medicine.  On  January  28,  Dr.  Charles 
DeCarlo,  president  of  Sarah  Lawrence  College,  spoke  on 
“The  Changing  Meaning  of  Work.”  On  May  27, 
Stephen  M.  Ayres,  M.D.,  director.  Cardiopulmonary 
Laboratories,  St.  Vincent’s  Hospital  and  Medical 
Center,  spoke  on  “Cardiovascular  Stress  Testing  and 
Its  Interpretation.” 


On  April  2,  Dr.  Higgins  spoke  at  the  American  Man- 
agement Association  meeting  on  “The  Industrial  Nurse 
in  Workmen’s  Compensation  Medicine.”  The  lecture 
was  followed  by  a lively  question  and  answer  period,  and 
the  audience  response  rating  described  our  participation 
as  “outstanding.” 

Five  conferences  were  held  with  the  director  of  the 
Division,  James  F.  Higgins,  M.D.  The  subjects  dealt 
with  the  generalities  of  occupational  health,  and  guide- 
lines in  the  field  of  occupational  health  were  discussed. 

The  director  attended  the  American  Industrial  Health 
Conference,  in  Chicago,  on  April  13  to  16.  Because  of 
the  existing  stress  on  economy,  the  director  was  unable 
to  attend  the  Congress  on  Occupational  Health  which 
was  this  year  held  in  Los  Angeles. 

Respectfully  submitted, 

Robert  P.  Jessup,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL  SER- 
VICES The  following  report  was  presented  by  Francis 
A.  Stephens,  M.D.,  chairman. 

The  reference  committee  reviewed  the  report  of  the 
Committee  on  Occupational  Health  and  notes  that  this 
committee  is  being  transferred  to  the  Commission  on 
Public  Health  and  Pklucation. 

The  reference  committee  wishes  to  thank  Robert  P. 
Jessup,  M.D.,  chairman  of  the  committee,  for  the  work 
undertaken  by  his  committee  during  the  past  year. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Workmen's  Compensation  (Annual) 

'To  the  House  of  Delegates,  Gentlemen: 

The  members  of  Council  Committee  on  Workmen’s 
Compensation  and  of  the  Division  of  Workmen’s  Com- 


pensation are  as  follows: 

John  H.  Morton,  M.D.,  Chairman  Monroe 

Ray  A.  Elliott,  Jr.,  M.D Albany 

Burton  P.  Hoffman,  M.D.  Westchester 

John  A-  Kalb,  M.D Broome 

Robert  Katz,  M.D. New  York 

George  Lim,  M.D Oneida 

W alter  W’.  Miner,  M.D Nassau 

Vitale  H.  Paganelli,  M.D.  W^arren 

Loring  W’.  W’ood,  M.D Erie 

Henry  Young,  M.D. New  York 


During  the  elapsed  period  since  the  last  report  to  the 
House  of  Delegates,  the  committee  met  on  May  13.  The 
prime  subject  was  the  progress  and  lack  of  agreement 
regarding  a new  Workmen’s  Compensation  fee  schedule. 
General  S.  E.  Senior,  Chairman  of  the  Board,  after 
being  appraised  of  the  existing  impasse  was  requested 
to  resolve  the  differences.  His  decision  was  as  follows: 
“Confirming  verbal  advices,  this  date  (June  18, 
1970)  to  members  of  the  Advisory  Committee  on  the 
Medical  Fee  Schedule  and  Allied  Problems,  I hereby 
announce  that  I shall  promulgate  a revised  Medical 
Fee  Schedule,  effective  October  1,  1970,  Statewide, 
with  respect  to  medical  services  rendered  on  and 
after  said  date,  same  to  provide  that  herniotomy  fees 
will  be  increased  by  about  25  per  cent  and  all  other 
fees  by  about  15  per  cent — all  items  to  be  rounded 
out  in  a schedule  that  I will  prepare  and  distribute. 
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Resolutions.  Resolutions  70-87,  “Workmen’s  Com- 
pensation Board  to  Establish  Specialty  Rating  for 
Family  Practice,’’  and  70-88,  “Workmen’s  Compen- 
sation Code  Letters  for  Newly  Designated  Specialty 
‘Family  Practice’  ’’  were  discussed  by  the  committee. 
The  committee  voted  to  refer  resolution  70-87  back  to 
the  Council  for  clarification  of  the  term  “family  prac- 
tice.’’ The  Council,  at  its  meeting  on  June  18,  voted 
to  refer  resolution  70-87  to  the  Advisory  Committee  to 
the  Chairman  of  the  Workmen’s  Compensation  Board. 

Fee  for  Advisory  Committee  Members.  The  com- 
mittee also  considered  a proposal  that  physicians  serving 
on  the  Advisory  Committee  on  the  Medical  Fee  Schedule 
and  Allied  Problems  of  the  Workmen’s  Compensation 
Board  be  paid  a per  diem  fee  of  $100.  The  members  of 
the  committee  were  not  in  favor  of  this  suggestion.  The 
Council  at  its  meeting  on  June  18,  reversed  the  sugges- 
tion of  the  committee  and  voted  that  self-employed 
physician  members  of  the  Advisory  Committee  should 
be  paid  a per  diem  fee  while  serving  on  the  Advisory 
Committee. 

Legislation.  The  committee  discussed  a request  from 
an  upstate  physician  to  have  the  Workmen’s  Compen- 
sation Law  amended  in  regard  to  third-party  actions. 
The  committee  voted  to  refer  this  communication  to 
the  Committee  on  State  Legislation  for  study  and  pos- 
sible recommendations  for  amending  the  Workmen’s 
Compensation  Law. 

Legislation  prepared  by  the  Associated  Industries  of 
New  York  State  provided  for  all  medical  problems  in 
compensation  to  be  determined  by  a medical  panel. 
This  legislation  was  opposed  by  the  Workmen’s  Com- 
pensation Board  and  the  State  Medical  Society  and  was 
not  passed  by  the  Legislature. 

Specialty  Rating.  The  committee  considered  a re- 
quest from  an  attorney  representing  the  New  York 
Society  for  Hand  Surgery  to  have  a special  workmen’s 
compensation  code  letter  and  number  assigned  to  hand 
surgeons  in  view  of  the  increasing  importance  of  their 
work.  The  committee  ruled  that  since  there  is  no 
recognized  specialty  board  in  hand  surgery  at  the  present 
time,  this  request  would  be  held  in  abeyance  until  such 
time  as  an  American  Board  is  established. 

Podiatry.  The  question  of  increased  fees  for  mem- 
bers of  the  Podiatry  Society  of  New  York  State  was 
presented  for  clarification.  The  president  of  the  State 
Medical  Society  stated  that  the  New  York  State  Educa- 
tion Law  had  been  amended,  and  that  there  were  many 
gray  areas  in  the  new  law.  He  had  requested  approval 
of  the  Council  to  appoint  an  ad  hoc  committee  or  a 
permanent  committee  of  podiatrists  and  physicians  to 
discuss  just  what  podiatrists  can  or  cannot  do.  He 
suggested  that  the  items  in  the  podiatry  fee  schedule 
be  referred  to  this  ad  hoc  committee  for  clarification 
and  discussion. 

At  a meeting  of  the  Advisory  Committee  on  the 
Medical  Fee  Schedule  and  Allied  Problems  held  on 
September  17,  Mr.  Bernard  Chase,  chairman,  read  a 
letter  he  had  received  from  the  New  York  State  Depart- 
ment of  Education.  The  statement  from  the  Education 
Department  appeared  to  preclude  any  action  by  the 
Advisory  Committee  or  the  State  Medical  Society, 
since  in  the  opinion  of  the  State  Education  Department, 
all  the  new  items  in  the  podiatry  fee  schedule  were 
within  the  scope  of  the  podiatrists,  thereby  leaving  no 
avenue  of  action. 


Osteopathy.  The  committee  considered  the  request 
made  to  a county  medical  society  by  an  osteopathic 
physician  with  an  OP-SD  rating  for  an  MD-SD  qualifi- 
cation after  he  had  passed  the  Boards  of  the  California 
College  of  Medicine  and  received  his  M.D.  degree.  This 
problem  was  solved  by  informing  the  physician  that  an 
additional  SD  rating  would  not  result  in  an  increase  in 
fees  allowed. 

Miscellaneous.  Since  the  last  meeting  of  the  House 
of  Delegates,  James  F.  Higgins,  M.D.,  director  of  the 
Division  of  Occupational  Health  and  Workmen’s  Com- 
pensation, has  attended  11  meetings  of  the  Advisory 
Committee  on  the  Medical  Fee  Schedule  and  Allied 
Problems  of  the  Workmen’s  Compensation  Board. 

Subjects  discussed  at  these  meetings  were: 

1.  A proposal  to  simplify  the  claim  forms  by  creating 
one  that  was  applicable  to  multi-usage;  the  Advisory 
Committee  felt  that  the  claim  form  was  not  feasible, 
and  the  secretary  of  the  Advisory  Committee  was  re- 
quested to  so  inform  the  physician. 

2.  A request  by  a physician  to  have  a fee  set  for  cer- 
tain tests  on  a neurogenic  bladder:  the  Advisory  Com- 
mittee decided  that  due  to  the  infrequent  use  of  this 
test,  it  would  recommend  that  this  not  be  made  a line 
item  in  the  fee  schedule. 

3.  Disagreement  between  an  insurance  carrier  and  a 
staff  physician  at  a city  hospital:  this  was  declared  to 
be  outside  the  jurisdiction  of  the  Advisory  Committee. 

News  of  New  York  and  the  New  York  State  Journal 
of  Medicine  were  helpful  in  announcing  the  promulga- 
tion of  a new  fee  schedule  for  workmen’s  compensation 
cases,  effective  October  1,  1970. 

Meetings,  Your  director  attended  the  following 
meetings:  annual  meeting  of  the  American  Academy  of 
Compensation  Medicine;  annual  meeting  of  the  New 
York  State  Society  of  Industrial  Medicine;  two  meetings 
of  the  Joint  Committee  of  the  New  York  State  Society 
of  Industrial  Medicine  and  the  Section  on  Occupational 
Health  of  the  New  York  Academy  of  Medicine;  editorial 
dinner  of  the  New  York  State  Journal  of  Medicine:  a 
Workmen’s  Compensation  Symposium  sponsored  by  the 
Workmen’s  Compensation  Board  on  “Rehabilitation”; 
division  heads  meetings  of  the  State  Medical  Society; 
and  participated  in  a panel  discussion  on  “The  Nurse’s 
Role  in  Workmen’s  Compensation”  sponsored  by  the 
American  Management  Association. 

Arbitrations.  During  the  preceding  year,  64  arbi- 
tration sessions  were  held  throughout  the  State.  Forty- 
three  were  held  in  the  New  York  City  area.  A total  of 
1,290  cases  were  submitted  for  arbitration.  Disputed 
medical  bills  amounted  to  $297,020.85.  Postponements 
deferred  the  settlement  of  165  cases,  and  882  cases  were 
settled  by  arbitration.  A total  of  243  cases  were  settled 
without  arbitration. 

Respectfully  submitted, 

JohnH.  Morton,  M.D.,  Chairman 

Workmen's  Compensation  (Supplementary) 

To  the  f louse  of  Delegates,  Gentlemen: 

The  committee  held  a meeting  on  October  19,  1970, 
to  reconsider  Resolution  70-87,  “Workmen’s  Compen- 
sation Board  to  Establish  Specialty  Rating  for  Family 
Practice,”  and  Resolution  70-88,  “Workmen’s  Compen- 
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sution  Code  Letters  for  Newly  Designated  Specialty 
‘Family  Practice,’  ” at  the  request  of  the  Council. 

After  discussion  of  these  two  resolutions,  it  was  agreed 
that  a letter  be  sent  to  the  president  of  the  New  York 
State  Chapter  of  the  American  Academy  of  General 
Practice  requesting  that  two  representatives  be  named 
from  the  Academy  of  General  Practice  so  that  they  could 
be  invited  to  appear  before  the  committee  at  its  next 
meeting  to  discuss  further  the  question  of  workmen’s 
compensation  ratings  and  fees  for  Board  certified  mem- 
bers of  the  American  Board  of  Family  Practice.  The 
meeting  date  was  set  for  November  20,  1970. 

At  the  meeting  of  the  committee  on  November  20, 

1970,  two  representatives  from  the  New  York  State  Acad- 
emy of  General  Practice  appeared  and  cited  their  reasons 
for  implementing  these  two  resolutions.  After  consider- 
able discussion  the  committee  unanimously  agreed  that 
there  is  nothing  specific  about  family  practice  which  re- 
lates to  workmen’s  compensation.  However,  the  com- 
mittee agreed  that  the  proper  training  standards,  re- 
quirements for  additional  training,  the  careful  certify- 
ing examination,  and  recertification  technics  developed 
by  the  American  Board  of  Family  Practice  are  commend- 
able. They  further  agreed  that  these  developments 
should  be  supported  as  a methtxl  of  improving  the  qual- 
ity of  medical  care  given  to  all  patients,  including  those 
with  compensable  conditions. 

Accordingly,  the  committee  recommends  that  physi- 
cians certified  by  the  American  Board  of  Family  Practice 
be  entitled  to  a special  letter-designation,  and  it  is  sug- 
gested that  FP  would  be  an  appropriate  label.  Physi- 
cians who  have  not  taken  or  who  have  failed  the  exam- 
ination would  continue  with  the  X designation.  A physi- 
cian would  retain  the  FP  designation  only  as  long  as  he 
retained  his  American  Board  of  Family  Practice  certifi- 
cation. 

The  committee  recommended  that  the  physician  with 
an  FP  rating  be  entitled  to  twice  the  fee  allowed  the 
physician  with  an  X rating  for  initial  home  visits  (line 
(X)01)  and  initial  office  visits  (line  0003).  It  was  the  con- 
sensus that  the  physician  with  a Family  Practice  rating 
receive  the  same  reimbursement  as  the  physician  with  an 
X rating  for  all  other  items  in  the  Workmen’s  Com- 
pensation fee  schedule. 

This  recommendation  was  presented  to  the  Council 
at  its  meeting  on  January  28,  1971.  After  considerable 
discussion,  the  Council  disapproved  this  recommen- 
dation on  the  basis  that  there  was  nothing  specific  in  the 
field  of  family  practice  relating  to  workmen’s  com- 
pensation that  justified  a special  rating. 

As  soon  as  the  study  of  the  relative  value  fee  schedule 
is  completed  by  Peat,  Marwick,  Mitchell  & Company, 
the  committee  will  give  consideration  to  the  adoption  of 
a relative  value  fee  schedule  for  Workmen’s  Compensa- 
tion Cases. 

The  committee  is  presently  reappraising  the  “Sug- 
gested Qualifications  for  Compensation  Ratings’’  which 
were  last  amended  in  1960  and  will  give  further  consider- 
ation to  these  guidelines  at  its  next  meeting  in  April 

1971. 

Respectfully  submitted, 
JohnH.  Morton,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL 
SERVICES:  The  following  report  was  presented  by  Fran- 
cis A.  Stephens,  M.D.,  chairman. 


Your  reference  committee  reviewed  the  report  of  the 
Committee  on  Workmen’s  Compensation.  It  was  noted 
that  a new  fee  schedule  went  into  effect  on  October  1, 
1970. 

The  Workmen’s  Compensation  Committee  reported 
that  it  had  considered  and  disapproved  a proposal  that 
the  Workmen’s  Compensation  Board  pay  $100  per  diem 
to  self-employed  physicians  serving  on  the  Advisory 
Committee  to  the  Chairman  of  the  Board  on  Medical  Fee 
Schedule  and  Allied  Problems.  The  Council  of  the  State 
Medical  Society,  however,  reversed  this  decision  and 
voted  to  recommend  to  the  chairman  of  the  Workmen’s 
Compensation  Board  that  self-employed  physicians 
serving  on  the  Advisory  Committee  be  paid  a per  diem 
fee  by  the  Board. 

It  was  also  noted  that  during  the  year,  64  arbitration 
hearings  were  held  throughout  the  State,  involving  1,290 
cases.  The  total  amount  of  disputed  medical  bills  was 
$297,020.85.  A total  of  882  cases  were  settled  by  arbi- 
tration and  243  cases  without  arbitration. 

The  committee  reported  that  it  had  considered  reso- 
lution 70-88,  regarding  Workmen’s  Compensation  code 
letters  for  the  newly  designated  specialty  “Family  Prac- 
tice” and  following  a meeting  with  representatives  of  the 
New  York  State  Chapter  of  the  Academy  of  General 
Practice,  agreed  that  the  development  of  increased 
standards  for  qualification  warrant  a specialty  designa- 
tion. It  was  suggested  that  the  designation  “FP”  would 
be  appropriate.  This  recommendation  was  presented  to 
the  Council  of  the  State  Medical  Society  which  disap- 
proved it.  Your  reference  committee  disagrees  with  the 
action  of  the  Council  and  feels  that  encouragement 
should  be  given  to  the  new  family  practice  specialty  by 
according  them  a specialty  rating. 

Your  reference  committee  wishes  to  commend  John  H. 
Morton,  M.D.,  chairman,  and  his  committee  for  their 
fine  efforts  throughout  the  year. 

During  discussion  of  the  reference  committee’s  report 
on  resolutions  70-87  and  70-88,  regarding  specialty  rat- 
ing for  family  practice,  George  Himler,  M.D.,  president- 
elect pointed  out  that  the  action  of  the  Council  was  not 
disapproval  of  the  “FP”  designation,  but  was  rather 
directed  at  fees  to  be  paid  to  family  practitioners.  He 
stated  that  those  procedures  which  are  peculiar  to  family 
practice  would  have  to  be  identified,  and  if  there  are 
special  procedures  the  family  practitioners  do  render 
under  Workmen’s  Compensation,  they  should  warrant 
reimbursement  at  a specialty  rate. 

M.  Theodore  Tanenhaus,  M.D.,  delegate  from  the 
Section  on  General  Practice,  stated  that  he  wanted 
the  House  to  recognize  the  fact  that  representatives  of  the 
Council  have  stated  that  they  are  not  against  the  desig- 
nation of  a specialty  rating  for  family  practice  by  the 
Workmen’s  Compensation  Board. 

The  House,  after  further  discussion,  voted  to  adopt 
this  portion  of  the  reference  committee  report. 

Proposed  Universal  Health  Insurance  Law 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Proposed  Universal 


Health  Insurance  Law  are  as  follows: 

Ralph  S.  Emerson,  M.D.,  Chairman Nassau 

Eli  A.  Leven,  M.D Monroe 

Daniel  F.  O’Keeffe,  M.D. Warren 

Robert  E.  Westlake,  M.D Onondaga 
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TABLE  I.  Schedule  of  conferences  and  speakers 


Date 

District 

Place 

Speaker 

September  9 

VII 

Sheraton  Canandaigua 
Inn,  Canandaigua 

Eli  A.  Leven,  M.D. 

September  16 

IX 

Motel  on  the  Mountain, 
Suffern 

Ralph  S.  Emerson,  M.D. 

September  17 

III 

Valle’s  Steak  House, 
Albany 

Martin  J.  Tracey,  J.D. 

September  30 

VI 

Treadway  Inn,  Owego 

John  H.  Carter,  M.D. 

October  7 

VIII 

Carterhouse  Hotel,  Buffalo 

George  L.  Collins,  Jr.,  M.D. 

October  21 

I and  II 

Valley  Stream  Park  Inn, 
Valley  Stream 

George  Himler,  M.D. 

October  28 

V 

Country  House  Motel, 
Syracuse 

Robert  E.  Westlake,  M.D. 

November  6 

IV 

Holiday  Inn,  Lake  George 

G.  Rehmi  Denton,  M.D. 

If  the  year  1970  is  an  indication  of  what  will  unfold 
regarding  universal  or  national  health  insurance  in  the 
seventies,  it  is  a bad  omen  for  the  public  and  the  physi- 
cians. 

Shortly  after  our  1970  House  of  Delegates  meeting, 
the  Governor  introduced  his  1970  version  of  Universal 
Health  Insurance  (S.  9181).  The  outline  and  critique 
of  this  bill,  as  well  as  the  ten  basic  principles  adopted 
by  this  House  to  evaluate  the  proposal,  are  included 
in  this  report.  The  bill  was  opposed  by  labor,  manage- 
ment, and  the  State  Medical  Society,  and  it  died  in  com- 
mittee. 

While  the  bill  was  similar  in  many  respects  to  the 
1969  version,  it  introduced  new  features  which  will  un- 
doubtedly be  expanded  in  the  future.  We  see  the  intro- 
duction of  the  concept  referred  to  as  “professional  health 
service  corporations.”  While  this  may  appear  to  be  an 
innocuous  phrase,  it  connotes  government  bureaucratic 
control  and  regulation  of  the  practice  of  medicine.  We 
also  see  the  trend  of  greater  representation  of  the  public 
and  consumers  on  the  governing  councils  to  determine 
policies  and  premium  rates  for  service  benefit  plans. 

The  Governor’s  Bill  S.  9181  was  a shocker  to  many 
who  had  not  been  following  closely  the  trends  of  uni- 
versal health  insurance.  However,  this  was  only  the 
beginning.  During  the  Spring  and  Summer  of  1970 
there  was  a proliferation  of  Federal  bills  for  national 
health  insurance. 

These  bills  may  be  divided  into  two  categories:  The 
national  health  service  programs,  such  as  the  Kennedy 
(Reuther),  Griffiths,  and  Javits-Rockefeller  plans,  which 
call  for  a complete  restructuring  of  the  health  care  de- 
livery system  into  a health  service  corporation.  It  would 
be  based  on  a per  capita  payment  basis  and  would  prac- 
tically eliminate  private  practice  on  a fee  for  service 
basis.  There  would  be  tight  government  control  and 
regulation.  The  councils  would  determine  policies  and 
the  financing  of  the  health  care  delivery  system.  It 
would  be  under  consumer  control.  The  practicing  physi- 
cian would  be  an  employe.  We  see  the  service  and  con- 
sumer concepts  of  S.  9181  being  greatly  expanded  in  the 
Javits,  Kennedy,  and  Griffith  proposals. 

The  AMA  Medicredit  (Fulton  and  Fannin),  Hall,  and 
Aetna  bills  are  national  health  insurance  programs. 
They  differ  from  the  service  programs  in  that  they  do 
not  restructure  the  health  care  delivery  system.  They 
are  not  compulsory.  They  do  not  incorporate  the  tight 
government  control  and  regulation  of  the  service  pro- 
grams. They  do  provide  complete  coverage  for  the  poor 
and  eliminate  Medicaid.  Their  main  thrust  is  to  pro- 
vide the  highest  priority  for  care  of  the  poor  with  suffi- 


cient flexibility  to  allow  for  alternate  methods  of  health 
care  delivery  in  the  ghetto  and  rural  areas. 

Your’  ad  hoc  committee  believed  the  subject  was  of 
such  import  that  a portion  of  the  area-wide  conferences 
was  devoted  to  universal  health  insurance  (Table  I). 

Our  legislative  counsel  in  Albany,  George  W.  Foy, 
Esq.,  made  available  to  us  the  services  of  his  assistant, 
Gerard  L.  Conway,  Esq.,  at  all  sessions  to  answer  in- 
quiries concerning  activities  in  the  State  Capitol  regard- 
ing universal  health  insurance. 

The  following  subjects  were  presented  at  these  ses- 
sions: 

1.  The  case  for  universal  health  insurance  and  the 
critique  of  the  Governor’s  Bill  (S.  9181) 

2.  Forecast  for  the  1971  session  of  the  Legislature 

3.  Universal  health  insurance  bills  pending  in  the 
House  Ways  and  Means  Committee 

4.  What  physicians  can  do  to  help. 

Robert  E.  Westlake,  M.D.,  chairman  of  the  Economics 
Committee,  was  asked  to  submit  an  outline  for  imple- 
mentation of  the  State  Medical  Society’s  basic  prin- 
ciples governing  comprehensive  health  insurance.  On 
June  18,  “Universal  Health  Insurance  Principles,” 
prepared  by  Dr.  Westlake,  were  presented  to  the  Council 
and  were  referred  to  this  committee  for  its  information 
and  guidance.  This  is  a fine  report  establishing  long- 
range  goals  and  will  be  valuable  to  our  committee. 

Ten  Basic  Principles.  To  obtain  the  approval  of  the  State 
Medical  Society,  legislation  providing  comprehensive  health 
insurance  must  contain  all  of  the  following  ten  basic  principles: 

1.  It  should  be  patterned  after  Title  18  A and  B (PL  89-97), 
utilizing  coinsurance  but  not  deductibles. 

2.  Private  insurance  carriers  should  be  utilized. 

3.  The  State  and  Federal  governments  should  utilize  Medi- 
caid funds  to  pay  health  insurance  premiums. 

4.  The  State  should  assist  in  the  payment  of  health  insurance 
premiums  for  the  near-indigent  segment  of  the  population. 

5.  There  should  be  cost  sharing  by  the  employer  and  employe 
to  pay  insurance  premiums. 

6.  There  should  be  tax  incentives  for  the  remainder  of  the 
population  to  purchase  insurance. 

7.  The  insurance  program  should  not  disrupt  the  existing 
pattern  of  practice  by  altering  the  principles  of  freedom  of 
choice,  fee  for  service,  and  usual  and  customary  fee  concepts. 
Flexibility  in  the  delivery  and  financing  of  health  care  in  de- 
prived areas  to  promote  efficiency  and  to  effect  economy  is 
acceptable,  provided  quality  medical  care  is  maintained.  In 
deprived  areas,  fixed-fee  schedules  negotiated  with  the  appro- 
priate county  medical  societies  would  be  acceptable. 

8.  Basic  minimum  health  benefits  should  be  specified  and 
should  include  parallel  coverage  for  medical  and  diagnostic 
services  in  the  hospital  and  in  the  doctor’s  office  to  keep  insti- 
tutional use  and  costs  at  a minimum. 
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W.  ('atastrophic  health  insurance  coverage  should  he  an 
integral  part  ol  the  program. 

10.  Peer  review  mechanism  through  county  medical  society 
committees  should  he  an  integral  part  ot  the  program. 


Critique  of  the  Governor’s  llniversal  Health  Insurance 
Hill  for  1970  (S.  9189).  The  purpose  of  the  bill  is  to  establish 
a universal  health  insurance  program  and  to  encourage  improve- 
ments in  the  delivery  of  health  care  services. 

Summary  of  provisions  of  the  bill.  This  hill  establishes  a 
program  of  universal  health  insurance  and  provides  for  improve- 
ments in  the  existing  system  of  delivering  health  care  services 
hy  encouraging  the  group  practice  of  medicine.  Section  1 ot  the 
bill  sets  forth  legislative  findings  and  purposes.  Section  2 
enacts  a Universal  Health  Insurance  Act.  The  salient  features 
of  this  .Act  are: 

1.  Required  health  benefits,  which  would  include: 

Ninety  days  of  hospital  semiprivate  care,  including  psychi- 
atric care  and  ancillary  hospital  services 

— Hospital-type  outpatient  diagnostic  x-ray  and  laboratory 
services,  emergency  accident  care  and  minor  surgery,  radia- 
tion and  physical  therapy,  and  psychiatric  evaluation  serv- 
ices up  to  $500 

— Physician  services,  with  a $2.00  copayment  for  each  office, 
clinic,  or  outpatient  department  visit  for  diagnostic  x-ray 
and  laboratory  services,  emergency  care,  minor  surgery, 
and  radiation  and  physical  therapy 

— Physician  or  hospital  maternity  benefits  up  to  $1.50 

— Hospital-related  or  sponsored  home  care  up  to  100  visits  in 
one  year 

2.  Optional  health  benefits,  which  nonprofit  insurance  car- 
riers would  be  required  to  offer  to  those  who  voluntarily  elect 
to  obtain  such  coverage: 

— Inpatient  and  ambulatory  medical,  surgical,  and  psychi- 
atric services  provided  in  hospitals  or  by  approved  group 
practices  on  a prepayment  basis,  and/or 

— Medical  and  surgical  hospital  services,  including  inpatient 
psychiatric  services  up  to  $650,  with  a $50  deductible  and 
20  per  cent  co-insurance. 

3.  Insurance  coverage,  effective  .April  1,  1971,  or  its  equiva- 
lent would  be  required  for  the  following  groups: 

— All  full-time  employes  after  four  weeks  of  employment  and 
their  dependents  who  are  not  eligible  for  Medicare,  with  the 
exception  of  Federal,  railroad  and  maritime  workers,  clerics 
or  members  of  religious  groups,  casual  or  seasonal  em- 
ployes, and  other  special  groups  set  forth  in  Section  3 of  the 
Act. 

— Self-employed  persons  but  coverage  would  be  optional  for 
those  with  no  employes. 

— All  unemployed  persons.  Their  employer’s  policy  would 
cover  them  and  their  dependents  for  the  first  four  weeks 
after  termination  of  employment.  After  the  fourth  week 
of  unemployment  a person  would  have  the  option  of  obtain- 
ing coverage  for  himself  and  his  dependents  up  to  180  days, 
with  the  State  paying  half  the  cost  and  the  individual  per- 
son the  other  half. 

— Unemployed  public  assistance  recipients  and  unemployed 
persons  eligible  for  Medicaid,  who  would  have  premiums 
paid  by  existing  Federal,  State,  and  local  programs. 

4.  Employe  contributions,  subject  to  bargaining,  and  pre- 
mium sharing  are  as  follows: 

— Premium  contributions  of  employes  would  be  35  per  cent  if 
annual  wage  is  $6,000  or  more;  20  per  cent  if  annual  wage 
is  between  $5,000  and  $6,000;  and  none  if  annual  wage  is 
less  than  $5,000. 

— The  New  York  State  Health  Insurance  Corporation  estab- 
lished by  the  bill  would  pay  the  difference  between  35  per 
cent  of  the  premium  cost  and  the  amount  of  the  employe’s 
contribution. 

5.  Employer  contributions  and  subvention  are  as  follows: 

— Employer  insurance  contributions  would  be  a minimum  of 
65  per  cent  of  premiums. 


— Provision  for  “subvention”  contribution  by  the  New  York 
State  Health  Insurance  Corporation  to  the  cost  of  required 
health  benefits  when  the  contribution  of  the  employer  ex- 
ceeds 4 per  cent  of  the  employer’s  annual  payroll.  'I’hese 
payments  would  be  made  on  application  by  the  insurance 
carrier  involved,  following  a review  of  the  carrier’s  under- 
writing and  other  practices,  and  consideration  of  available 
coverage  elsewhere  at  a lower  premium  cost. 

— Every  Article  9C  carrier  would  be  required  to  offer  a con- 
tract providing  the  benefits  required  by  the  bill,  with  com- 
mercial carriers  having  the  option  of  doing  so. 

6.  Creation  of  the  New  York  State  Health  Insurance  Cor- 
poration which  would  be  a corporate  governmental  agency  con- 
stituting a public  benefit  corporation,  administered  by  a board 
of  12  trustees,  4 of  whom  would  be  the  State  Commissioners 
of  Health,  .Social  .Services,  and  ('ommerce  and  the  Superin- 
tendent of  Insurance.  Seven  trustees  would  be  appointed  by 
the  Governor  with  the  advice  and  consent  of  the  Senate  (at 
least  3 of  whom  would  represent  consumers  or  purchasers  of 
health  services  and  no  more  than  2 of  whom  would  represent 
carriers).  'I’he  twelfth  trustee  would  be  a nonvoting  executive 
director  of  the  corporation  and  secretary  of  the  board.  The 
chairman  would  be  designated  by  the  Governor  from  among  his 
7 appointees. 

The  duties  of  the  corporation  would  include:  assumption  of 

the  present  hospital  rate  approval  functions  of  the  Superin- 
tendent of  Insurance;  establishment  of  9-member  Regional 
Medical  Councils,  which  would  include  3 representatives  of 
health  care  consumers  and  2 representatives  of  health  care  pur- 
chasers, and  also  would,  subject  to  approval  by  the  Corpora- 
tion, set  the  rates  for  medical  services  to  be  paid  by  carriers; 
setting  of  premium  rates  for  service  benefit  plans;  supervision 
of  nonprofit  medical  corporations  authorized  by  the  bill;  de- 
termination of  actuarial  and  health  equivalency  of  existing 
plans;  and  administration  of  the  State’s  contributions  to  pre- 
mium costs. 

In  addition  the  bill  provides  that  benefits  granted  under  the 
Disability  Benefits  Law  shall  be  in  addition  to  any  benefits 
under  the  bill.  The  bill  also  authorizes  an  employer  to  con- 
tinue existing  insurance  arrangements  providing  benefits  which 
are  equivalent  to  the  required  benefits,  but  in  no  event  beyond 
April  1,  1974. 

Sections  3 through  10  of  the  bill  make  conforming  amend- 
ments. 

Sections  1 1 through  15  of  the  bill  would: 

— Provide  for  increased  public  representation  on  boards  of 
directors  of  corporations  licensed  under  Article  9C  of  the 
Insurance  Law  with  power  to  disapprove  of  or  remove  a di- 
rector for  cause,  after  hearing  by  the  New  York  State 
Health  Insurance  Corporation; 

— Provide  for  visitation  and  supervision  of  corporations  by 
the  New  York  State  Health  Insurance  Corporation  in  addi- 
tion to,  but  not  in  lieu  of,  the  regulatory  functions  of  the 
Superintendent  of  Insurance  with  power  to  make  recom- 
mendations with  respect  to  quality,  efficiency,  and  public 
responsiveness  of  the  services  rendered  by  such  corpora- 
tions; and 

— Transfer  to  the  New  York  State  Health  Insurance  Corpora- 
tion the  functions  of  the  Superintendent  of  Insurance  with 
respect  to  hospital  payment  rates  and  premium  rate  ap- 
provals for  corporations,  including  the  holding  of  public 
hearings  on  premium  rates. 

Section  16  of  the  bill  amends  Section  2807  of  the  Public 
Health  Law,  dealing  with  payments  for  rates  of  hospital  service, 
to  make  a conforming  amendment  relating  to  institutions  pro- 
viding psychiatric  services  and  to  Christian  Science  sanatoria. 
The  section  also  provides  for  the  certification  of  hospital  rates 
by  the  Commissioner  of  Health  to  the  New  York  State  Health 
Insurance  Corporation. 

Section  17  of  the  bill  adds  a new  Article  44  to  the  Public 
Health  Law,  entitled  “Nonprofit  Medical  Corporations,” 
providing  for  the  formation  of  such  corporations,  which  would 
be  authorized  to  render  professional  medical  services  on  a fee 
for  service  or  prepayment  basis  and  to  enter  into  contracts  with 
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insurers  of  health  benefits.  These  corporations  would  be  sub- 
ject to  supervision  by  the  Commissioner  of  Health  and  the  New 
York  State  Health  Insurance  Corporation. 

Sections  18  and  19  of  the  bill  make  necessary  amendments  to 
Sections  6512  of  the  Education  Law  to  conform  to  a new  Article 
44  of  the  Public  Health  Law. 

Section  20  of  the  bill  amends  CPLR  S4504(a)  with  respect  to 
the  confidential  relationships  between  patients  and  medical- 
type  corporations. 

Section  21  amends  the  Workmen’s  Compensation  Law  to  re- 
quire that  benefits  under  the  Disability  Benefits  law  be  granted 
in  addition  to  any  benefits  provided  under  the  Universal  Health 
Insurance  Act. 

Section  22  amends  Section  2872(3)  of  the  Public  Health  Law 
to  authorize  the  State  Housing  Finance  Agency  to  make  loans 
to  nonprofit  medical  corporations,  or  to  corporations  which  are 
controlled  by  health  service  corporations  organized  under  Arti- 
cle 9C  of  the  Insurance  Law,  for  the  construction  or  conversion 
of  hospital  and  other  health  facilities. 

Section  23  authorizes  the  Health  and  Mental  Hygiene  Facili- 
ties Improvement  Corporation  to  consult  with  and  render  tech- 
nical assistance  to  such  corporations  in  matters  relating  to  the 
provision  of  hospital  and  other  health  facilities. 

Section  24  adds  a new  Article  16  to  the  Business  Corporation 
Law,  providing  for  the  incorporation  of  professional  health  serv- 
ice corporations  under  the  Business  Corporation  Law.  Such 
corporations  would  be  authorized  to  provide  any  type  of  pro- 
fessional service  to  the  public  which  can  lawfully  be  rendered  by 
a licensed  physician  or  dentist  within  the  purview  of  his  pro- 
fession. Personal  professional  responsibility  of  member  and 
employe  practitioners  would  be  preserved. 

Sections  25  through  29  amend  the  Tax  Law  to  enable  these 
professional  health  service  corporations  to  obtain  Federal  tax 
benefits  to  which  they  would  be  entitled  under  Federal  law, 
without  loss  of  revenue  to  the  State. 

Section  30  provides  for  separability  of  tbe  various  provisions 
of  the  bill. 

Section  31  appropriates  $3  million  to  the  New  York  State 
Health  Insurance  Corporation  for  the  administration  of  the 
system  of  health  insurance  benefits  and  improvements  contem- 
plated by  the  bill. 

Section  provides  that  the  bill  shall  take  effect  July  1, 
1970,  except,  that  the  provisions  of  Section  11  (relating  to  com- 
position of  boards  of  directors  of  Article  9C  corporations)  would 
take  effect  January  1,  1971;  sections  25  through  29  (relating  to 
amendments  of  the  Tax  Law)  would  apply  to  taxable  years  end- 
ing after  December  31,  1969.  Under  the  provisions  of  Section 
7 of  the  Universal  Health  Insurance  Act,  Section  2 of  the  bill, 
the  insurance  coverage  provided  for  in  the  Act  would  be  re- 
quired commencing  April  1,  1971. 

Support  of  the  Bill.  Many  citizens  of  this  State  are  being 
deprived  of  basic  health  protection  as  the  result  of  our  na- 
tion’s anachronistic  health  system  which  often  has  given  pri- 
ority to  those  patients  able  to  pay  instead  of  on  the  basis  of  their 
actual  need  for  health  services. 

This  bill  is  designed  to  substantially  eliminate  the  existing 
financial  obstacles  to  adequate  health  care  services  by  estab- 
lishing a system  of  basic  health  insurance  benefits  to  be  admin- 
istered by  the  New  York  State  Health  Insurance  Corporation. 
The  bill  would  also  increase  the  availability  of  quality  health 
services  by  encouraging  physicians  to  join  in  rendering  a broader 
range  of  medical  services  as  group-practitioners  of  medicine. 

As  stated  by  Governor  Rockefeller  in  his  special  message  to 
the  Legislature  relating  to  this  bill: 

The  removal  of  financial  barriers  to  health  care  services, 
and  improvement  of  the  present  system  and  economics  of  de- 
livery of  medical  and  hospital  services,  are,  therefore,  mat- 
ters of  vital  State  concern  affecting  the  public  health,  safety, 
and  welfare.  The  severity  of  the  problem  has  been  ascribed 
by  The  National  Commission  on  Health  Manpower  to  a sys- 
tem which  is  “a  collection  of  bits  and  pieces  with  over- 
lapping, duplication,  great  gaps,  high  costs,  and  wasted 
effort.  ” 

The  legislation  I propose  offers  two  inter-related  programs. 


One  would  do  much  to  clear  away  the  financial  barriers  for 
individuals  in  need  of  basic  health  insurance  protection.  The 
other  would  bring  into  play  the  resources  of  the  State  in  stim- 
ulating the  development  of  a better  system  for  delivering 
integrated  and  comprehensive  medical  care  to  people  every- 
where. 

General  Conclusions.  The  Governor’s  1970  Universal 
Health  Insurance  Bill,  S.  9181  (Rules),  is  the  most  “compul- 
sory” health  bill  to  date  in  this  State.  The  alleged  purpose 
of  the  bill  is  to  provide  broad  hospital  and  physicians’  services 
to  15  million  people  and  to  alter  the  delivery  of  health  care  ser- 
vices by  offering  financial,  technical,  and  legal  inducements  to 
form  group  practices.  The  following  is  a general  summary  of 
the  bill  prepared  by  the  Governor’s  office. 

It  includes  many  of  the  “objections”  of  previous  versions  and 
is  structured  to  channel  medical  practice  in  this  State  into 
group  practice  within  or  outside  of  the  hospital  setting. 

It  is  discriminatory  against  the  public  and  the  physician  by 
providing  full  coverage  if  a person  elects  to  sign  up  with  a group 
practice  program.  It  will  penalize  a person  who  prefers  to  con- 
tinue under  the  care  of  his  private  physician  by  requiring  the 
person  to  pay  a $50  deductible  and  20 per  cent  copayment. 

Private  practicing  physicians  would  be  required  to  adhere  to 
a fixed-fee  schedule  to  be  determined  by  nonmedical-controlled 
boards,  such  as  New  York  State  Health  Insurance  Council  and 
Regional  Medical  Councils.  There  is  no  specific  provision  for 
a practicing  physician  to  be  a member  of  any  of  these  Boards 
who  are  to  determine  the  value  of  physicians’  services. 

While  we  favor  comprehensive  health  insurance  for  everyone, 
the  Governor’s  Bill,  S.  9181  (1970),  is  discriminatory  and  ob- 
jectionable. 

Critique  of  Specific  Provisions.  There  are  many  provisions 
in  this  bill  which  are  discriminatory  and  are  objectionable. 
The  following  are  examples  of  provisions  which  we  cannot 
accept: 

1.  Last  year  we  objected  to  the  expansion  of  hospital  ser- 
vices, which  include  anesthesiologists,  radiologists,  pathol- 
ogists, and  others.  This  provision  denies  these  specialists  their 
right  to  engage  in  the  private  practice  of  medicine  by  requiring 
them  to  be  employes  of  the  hospital. 

2.  Physicians’  services  in  the  emergency  room  and  the  out- 
patient department  for  illness  or  accidents  occurring  within 
forty-eight  hours,  including  surgery,  would  be  considered  a hos- 
pital service.  The  physician  would  not  be  paid  unless  he  were 
a salaried  employe  of  a hospital.  These  objectionable  features 
were  also  in  the  1969  bill.  In  the  1970  version  the  patient  would 
pay  $2.00  a visit  in  these  facilities. 

This  item  is  covered  by  a statement  to  the  effect  that  benefits 
for  hospital  services  will  not  be  covered  unless  billed  by  the 
hospital. 

Hospitals  throughout  the  State  are  having  difficulty  provid- 
ing emergency  room  coverage  at  the  present  time.  Who  will 
take  care  of  the  influx  of  patients  into  the  emergency  rooms, 
if  the  clinical  private  practitioners  are  not  included  and  com- 
pensated for  their  services.  This  appears  to  be  another  ex- 
ample of  offering  services  without  providing  for  manpower 
coverage. 

3.  Optional  health  insurance  benefits  are  provided  which  are 
discriminatory.  If  a citizen  joins  a group  practice  plan,  there 
are  full  physician  benefits.  If  a patient  elects  to  continue  with 
his  private  physician,  the  patient  must  pay  a $50  deductible 
and  a 20  per  cent  copayment.  Is  this  not  discriminatory  against 
the  patient  and  the  private  practitioner?  The  payment  would 
be  “in  accordance  with  a fee  schedule  approved  by  the  corpora- 
tion,” and  so  on. 

4.  The  program  calls  for  the  creation  of  a New  York  State 
Health  Insurance  Corporation  which  would  be  the  governing 
body  with  broad  powers  to  make  such  rules  and  regulations  as 
necessary,  including  subpoena  power.  The  Health  Insurance 
Corporation  would  consist  of  12  trustees  and  might  have  no 
private  practicing  physician  representation. 

5.  There  would  be  at  least  1 Regional  Medical  Councils  con- 
sisting of  9 members.  At  least  3 of  these  members  would  rep- 
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resent  consumers  of  health  care  and  2 members  would  represent 
purchasers  of  health  care.  There  is  no  provision  for  private 
practicing  physician  representation  on  these  Councils. 

These  Regional  Medical  ('ouncils  would  determine  the  physi- 
cians’ fixed-fee  schedules  for  15  million  people  and  “shall 
take  effect,  subject  to  approval  by  tbe  Health  Insurance  ('or- 
poration.” 

The  State  would  be  mandating  that  the  fees  for  physicians’ 
services  be  determined  by  a lay  board  comprised  of  representa- 
tives of  the  consumers  and  purchasers  of  health  care  without 
any  private  physician  representation. 

Section  2;l(2)  states:  “Ifpon  approval  and  adoption  by  the 
corporation  of  the  fees  recommended  by  a regional  council, 
no  carrier  shall  pay  to  any  provider  for  services  in  furnishing 
any  of  the  medical  services  provided  in  this  act,  an  amount 
in  excess  thereof,  nor  shall  any  provider  furnishing  such  ser- 
vice charge,  request  or  exact  a payment  in  excess  of  the  ap- 
proved fee  therefor” 

This  is  another  attempt  to  coerce  the  practicing  medical  pro- 
fession into  group  practice,  such  as  Kaiser- Permanente  or 
Greater  New  York  Health  Insurance  Plan.  We  have  seen  a de- 
clining percentage  of  physicians  entering  clinical  medical  prac- 
tice in  the  past  few  years. 

6.  This  bill  places  restrictions  on  the  number  of  physicians 
sers'ing  on  the  board  of  directors  of  health  service  corporations. 
Physicians  may  not  comprise  more  than  25  per  cent  of  the  board 
of  directors  of  any  hospital  service  or  health  service  corpora- 
tion or  more  than  40  per  cent  of  any  medical  expense  indemnity 
corporation.  The  same  percentages  would  apply  to  the  compo- 
sition of  the  executive  committees  of  these  corporations. 

This  appears  to  be  another  attempt  to  downgrade  the  role 
of  the  physician  in  health  care  and  to  transfer  policy-making 
decisions  to  the  consumers. 

7.  Hospitals  would  also  be  subject  to  stringent  government 
edicts.  They  must  have  valid  operating  certificates  authorizing 
services  to  receive  payments,  reimbursements,  or  grant-in-aids. 
The  rollback  in  Medicaid  eligibility  requirements  and  the  dry- 
ing up  of  research  funds  have  left  many  hospitals  in  serious 
financial  plight.  Further  tightening  of  the  reins  at  this  time 
of  escalating  labor  costs  will  not  add  to  their  economic  solvency 
but  will  only  make  them  more  subservient  to  government. 

8.  Article  44  relating  to  Nonprofit  Medical  Corporations  has 
as  its  specific  purpose  the  encouragement  of  the  group  practice 
of  medicine  by  permitting  medical  professional  persons  to  prac- 
tice in  the  corporate  form.  The  article  favors  physicians  who 
form  a structure  such  as  Kaiser-Permanente  or  Greater  New 
York  Health  Insurance  Plan.  The  article  would  allow  taxes 
to  be  used  to  provide  State  assistance,  allocate  mortgage  loan 
funds,  and  provide  technical  assistance  to  help  the  groups  be- 
come operational.  There  is  a place  for  the  closed-panel  prac- 
tice of  medicine,  but  let  it  compete  with  the  private  practice 
of  medicine  on  an  equal  basis  without  subsidies,  preferential 
government  regulations,  and  incentives;  let  the  public  decide 
who  has  the  better  product  to  sell.  We  believe  the  public  should 
be  given  a choice  but  on  an  equal  basis. 


Summary.  Universal  Health  Insurance  Bill  S.  9181  (Rules)  is 
a lengthy  document  replete  with  cross  references  which  requires 
detailed  study  to  fathom  the  true  intent  and  profound  conse- 
quences on  the  practice  of  medicine  in  New  York  State.  It 
establishes  councils  of  lay  people  who  will  determine  the  fees 
for  physicians’  services.  It  is  consumer-control  over  the  eco- 
nomics of  medicine  on  a unilateral  basis. 

This  bill  would  restructure  the  physicians’  delivery  of  med- 
ical care  system  and  attempts  to  channel  physicians  into  closed- 
panel  group  practice.  It  would  also  affect  full-time  hospital- 
based  physicians,  as  the  lay  boards  of  the  Regional  Medical 
Councils  would  control  the  hospital  purse  strings  and  estab- 
lish their  reimbursement  formulas. 

There  is  scant  reference  in  the  bill  to  the  quality  of  medical 
care  or  the  role  of  the  physician  in  maintaining  standards  of 
medical  care. 

We  believe  this  bill  would  have  a disastrous  effect  on  medical 
practice  in  New  York  State.  The  long-range  effect  on  the 


quality  of  medical  care  and  physician  manpower  should  be  of 
great  concern  to  every  citizen  in  this  State. 

Your  committee  has  attempted  to  keep  abreast  of  the 
mounting  legislation  regarding  universal  health  in- 
surance. We  have  tried  to  alert  you  to  the  disturbing 
features  of  many  of  these  proposals.  We  ask  that  you  ob- 
tain copies  of  State  and  F^ederal  bills  and  to  study  them 
thoroughly.  Abstracts  by  the  communications  media 
are  totally  inadequate.  The  fine  print  in  the  bills  will 
determine  the  destiny  of  health  care  in  this  country  and 
not  the  platitudes  of  the  sponsors. 

1970  was  not  a good  year;  1971  and  1972  may  decide 
the  fate  of  the  health  care  delivery  system  in  America. 
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Respectfully  submitted, 
Ralph  S.  Emerson,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL 
SERVICES  The  following  report  was  presented  by  Fran- 
cis A.  Stephens,  M.D.,  chairman. 

The  report  of  the  committee  contained  a fine  analysis 
of  the  legislation  now  before  the  Congress  regarding 
universal  health  insurance  coverage.  The  report  also 
presented  an  excellent  detailed  critique  of  Senate  Int. 
9189,  Governor  Rockefeller’s  bill  of  last  year,  and  we  rec- 
ommend that  all  members  read  this  report  in  its  en- 
tirety. 

The  reference  committee  wishes  to  commend  Ralph  S. 
Emerson,  M.D.,  and  his  committee  for  the  careful  and 
time-consuming  effort  spent  on  this  legislation. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Resolution  71-11.  Third-Party  Committee 
Introduced  by  Bronx  County  Medical  Society 

WFIEREAS,  More  and  more  of  the  medical  dollar  is 
provided  by  third-party  carriers;  and 

WHEREAS.  There  are  recurrent  problems  associated 
with  health  insurance  carriers  and  their  programs, 
such  as  standards  for  services,  utilization  of  services, 
fee  schedules,  and  regulation  of  the  industry  as  a 
whole;  therefore  be  it 

Resolved,  That  a standing  committee  of  the  Medical 
Society  of  the  State  of  New  York  be  established  to  ad- 
vise and  negotiate  with  health  insurance  carriers  on 
questions  such  as  program  improvement,  the  utiliza- 
tion and  quality  of  services,  reimbursement,  and  other 
pertinent  matters;  and  be  it  further 

Resolved,  That  this  “third-party  committee”  review 
existing  health  insurance  programs  and  make  recom- 
mendations to  the  Medical  Society  of  the  State  of 
New  York;  and  be  it  further 
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Resolved,  That  a staff  member  be  assigned  to  this 
committee  to  assist  it  in  its  work. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL 
SERVICES:  The  following  report  was  presented  by  Fran- 
cis A.  Stephens,  M.D.,  chairman. 

Your  reference  committee  recommends  that  no  action 
be  taken  on  this  resolution.  We  recognize  that  its  pur- 
pose will  be  accomplished  by  the  restructured  Medical 
Care  Insurance  Committee  through  its  broader  func- 
tions. 

The  House,  after  discussion,  voted  to  amend  this 
portion  of  the  reference  committee  report  by  deleting  the 
phrase  “that  no  action  be  taken  on”  and  adding  after  the 
words  “this  resolution,”  the  following:  “be  referred  to 
the  Committee  on  Medical  Care  Insurance”  along  with 
the  “sympathies  of  the  reference  committee.” 

The  House  then  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report  as  amended,  thereby  referring 
resolution  71-11  and  this  portion  of  the  report  to  the 
Committee  on  Medical  Care  Insurance. 

Resolution  71-12.  Opposition  to  the  $2,500/ 
$4,000  and  $4,000  $6,000  Contracts — United  Med- 
ical Service 

Introduced  by  Bronx  County  Medical  Society 

WFIEREAS,  The  Bronx  County  Medical  Society  sub- 
mitted resolution  69-59*  in  1969,  requesting  phasing 
out  of  the  old  service  benefits  $2,500/$4,000  and 
$4,000/$6,000,  United  Medical  Service,  Inc.  contracts; 
and 

WHEREAS,  United  Medical  Service,  Inc.  has  indicat- 
ed its  willingness  and  desire  to  phase  out  the  old  ser- 
vice benefits  contracts  ($2,500/$4,000  and  $4,000/ 
$6,000)  and  to  phase  in  usual  and  customary  fees 
under  the  responsible  control  of  the  medical  profes- 
sion (substitute  resolution  for  69-59*);  and 

WHEREAS,  There  are  still  a considerable  number  of 
subscribers  covered  by  these  unrealistic  contracts; 
and 

WHEREAS.  A substitute  resolution  submitted  by 
the  reference  committee  was  adopted  by  this  House  of 
Delegates  in  1969  which  reads:  “That  the  Medical 

Society  of  the  State  of  New  York  urge  the  New  York 
State  Superintendent  of  Insurance  to  permit  the  dis- 
continuance of  the  $2,500/$4,000  contract  of  United 
Medical  Service,  Inc.;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  express  its  opposition  to  the  $2,500/ $4, 000 
and  $4,000/$6,000  contracts;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  discontinuance  of  the  $2,500/$4,000 
contracts  by  United  Medical  Service,  Inc.  by  no  later 
than  January  1,  1972;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  inform  the  New  York  State  Superintendent 
of  Insurance  of  this  action  taken  by  the  House  of  Dele- 
gates. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL 
SERVICES  The  following  report  was  presented  by  Fran- 
cis A.  Stephens,  M.D.,  chairman. 

Your  reference  committee  recommends  adoption  of 
this  resolution. 

*New  York  State  Journal  of  Medicine,  June  1,  1969,  ppj. 
1507  and  1508. 


The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  approving  resolution  71-12. 

Resolution  71 -13.  Workmen  s Compensation  Fees 
Introduced  by  Victor  J.  Tofany,  M.D.,  Delegate,  Sec- 
tion on  Anesthesiology,  as  an  individual 

WHEREAS,  The  usual  and  customary  fee  concept  is 
employed  in  all  third-party  dealings,  except  Work- 
men’s Compensation;  and 

WHEREAS.  Compensation  for  anesthesiology  services 
on  the  present  straight-time  basis  does  not  take  recog- 
nition of  the  complexity  of  the  procedure;  and 

WHEREAS,  An  anesthesiologist  is  paid  the  same  fee 
for  an  inguinal  hernia  performed  on  a healthy  adult  as 
for  an  open-heart  procedure  done  on  a poor-risk  pa- 
tient; and 

WHEREAS.  The  New  York  State  Society  of  Anesthe- 
siologists’ Relative  Value  Guide  takes  cognizance  of 
the  complexity  of  the  procedure;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  petition  the  Workmen’s  Compensation 
Board  to  reimburse  anesthesiologists  on  a fee  structure 
that  is  based  on  the  Relative  Value  Guide  of  the  New 
York  State  Society  of  Anesthesiologists. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL 
SERVICES  The  following  report  was  presented  by  Fran- 
cis A.  Stephens,  M.D.,  chairman. 

Your  reference  committee  recommends  the  adoption 
of  this  resolution  with  the  deletion  of  the  first  “Where- 
as.” 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  approving  resolution  71-13 
as  amended. 

Resolution  71-15.  Third-Party  Programs:  No 

Income  Ceiling,  Service  Benefits  Contracts  with  Fixed 
Fee  Schedules 

Introduced  by  Bronx  County  Medical  Society 

WHEREAS,  The  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York,  in  February,  1969, 
adopted  an  amended  substitute  resolution  which  reads 
as  follows:  “That  the  no-income  level,  service  benefit 
contracts  with  fixed  fee  schedules  based  on  hospital 
accommodations,  such  as  those  of  Group  Health  Insur- 
ance, Inc.,  are  contrary  to  the  usual,  customary,  and 
reasonable  fee  concept  embodied  in  Medicare  and 
endorsed  by  the  American  Medical  Association  and 
the  Medical  Society  of  the  State  of  New  York;”+  and 
WHEREAS,  The  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  adopted  resolution 
70-75,+  which  requested  the  Medical  Society  of  the 
State  of  New  York  to  urge  each  of  its  members  to  re- 
evaluate his  participation  in  insurance  programs. 
Federal,  State,  or  municipal,  which  reimburse  for 
medical  services  on  the  basis  of  a fixed-fee  schedule 
regardless  of  the  subscriber’s  income;  and 

WHEREAS,  Contracts  of  this  type  create  a financial 
hardship  for  their  subscribers  and  a disservice  to  their 
physicians;  and 

WHEREAS,  In  addition  to  their  detrimental  effects  on 
the  public  and  on  physicians,  contracts  of  this  type 
have  an  unfavorable  influence  on  other  health  insur- 

+ York  State  Journal  of  Medicine,  June  1,  1969,  p. 
1508,  and  June  1,  1970,  p,  1474. 
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ance  programs,  voluntary,  commercial,  and  govern- 
mental, from  a competitive  stand  point  and  in  terms 
of  fee  schedules;  and 

WHEREAS.  (Iroup  Health  Insurance,  Inc.  has  con- 
tinued to  offer  the  contracts  in  question  in  spite  of  the 
actions  of  the  House  of  Delegates  in  19H9  and  1970; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  reaffirm  its  position,  adopted  in  1969,  “That 
the  no-income  level,  service  benefit  contracts  with 
fixed-fee  schedules  based  on  hospital  accommoda- 
tions, such  as  those  of  Group  Health  Insurance,  Inc., 
are  contrary  to  the  usual,  customary,  and  reasonable 
fee  concept  embodied  in  Medicare  and  endorsed  by  the 
American  Medical  Association  and  the  Medical  Society 
oftheStateof New York”and  in  1970,  that  the  Medical 
Society  of  the  State  of  New  York  “urge  each  of  its 
members  to  re-evaluate  his  participation  in  insurance 
programs.  Federal,  State,  or  municipal,  which  re- 
imburse for  medical  services  on  the  basis  of  a fixed- 
fee  schedule  regardless  of  the  subscriber’s  income”; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  engage  in  discussions  with  Group  Health 
Insurance,  Inc.,  which  offers  such  contracts,  with  the 
objective  of  eliminating  those  features  which  have 
adverse  effects  on  the  public,  physicians,  and  other 
health  care  insurance  programs;  and  be  it  further 
Resolved,  That  the  public,  labor  and  management 
organizations,  and  the  members  of  this  Society  be 
informed  of  these  efforts  of  the  Medical  Society  of  the 
State  of  New  York  and  their  outcome,  to  the  end  that 
each  may  evaluate  the  advisability  of  participating  in 
this  program. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL 
SERVICES  The  following  report  was  presented  by  Fran- 
cis A.  Stephens,  M.D.,  chairman. 

Your  reference  committee  recommends  approval  of 
this  resolution  and  feels  that,  since  this  matter  has  been 
approved  at  two  previous  sessions  of  the  House  of  Dele- 
gates, the  matter  deserves  implementation  by  the 
Council. 

The  House,  after  discussion,  voted  to  adopt  this  por- 
tion of  the  reference  committee  report,  thereby  approv- 
ing resolution  71-15. 

Resolution  7 1 -39.  Cost  of  Hospitalization 
Introduced  by  Robert  Katz,  M.D.,  as  an  individual 
WHEREAS.  The  rising  cost  of  health  care  is  largely 
caused  by  escalating  charges  for  hospital  care;  and 
WHEREAS.  The  medical  profession  is  usually  held 
accountable  for  the  cost  of  health  care  and  looked  to 
for  relief  from  the  control  of  such  rising  costs;  and 
WHEREAS.  There  are  many  reasons  for  variation  in 
daily  rate  for  room  and  care  depending  on  size,  loca- 
tion, and  type  of  hospital  or  facility;  and 

WHEREAS.  The  actual  daily  cost  for  hospitalization 
is  considerably  increased  by  charges  for  ancillary' 
services,  especially  for  laboratory  and  x-ray  examina- 
tions; and 

WHEREAS.  Charges  for  similar  ancillary  services 
vary  widely  between  hospitals  with  no  consistent  re- 
lationship to  their  differing  daily  rate  or  to  the  charges 
of  independent  nonhospital  facilities  in  the  com- 
munity; therefore  be  it 


Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  join  with  other  interested  organizations 
to  undertake  a study  of  hospital  charges  for  ancillary 
services  and  recommend  methods  to  promote  unifor- 
mity of  such  charges  based  on  actual  cost,  consistent 
with  good  quality  medical  care,  and  on  sound  prin- 
ciples of  pricing  and  billing. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL 
SERVICES  The  following  report  was  presented  by  P'ran- 
cis  A.  Stephens,  M.D.,  chairman. 

Your  reference  committee  recommends  adoption  of 
this  resolution  with  the  following  revisions:  In  the 

fourth  “Whereas,”  delete  the  word  “ancillary”  and  in- 
sert “other”;  in  the  fifth  “Whereas”  delete  the  word 
“ancillary.”  In  the  Resolved  portion  delete  the  words, 
“for  ancillary  services”  and  insert  the  following;  “and 
charges  for  the  technical  components  of  x-ray  laboratory 
examinations.”  The  fourth  and  fifth  “Whereases”  and 
the  Resolved  portion  would  then  read  as  follows: 

WHEREAS.  The  actual  daily  cost  for  hospitalization 
is  considerably  increased  by  charges  for  other  services, 
especially  for  laboratory  and  x-ray  examinations;  and 
WHEREAS.  Charges  for  similar  services  vary  widely 
between  hospitals  with  no  consistent  relationship  to 
their  differing  daily  rate  or  to  the  charges  of  in- 
dependent nonhospital  facilities  in  the  community; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  join  with  other  interested  organizations  to 
undertake  a study  of  hospital  charges  and  charges  for 
the  technical  components  of  x-ray  and  laboratory 
examinations  and  recommend  methods  to  promote 
uniformity  of  such  charges  based  on  actual  cost,  con- 
sistent with  good  quality  medical  care,  and  on  sound 
principles  of  pricing  and  billing. 

The  House,  after  discussion,  voted  to  adopt  this  por- 
tion of  the  reference  committee  report,  thereby  approv- 
ing resolution  71-39 as  amended. 

Resolution  71-40.  Establishment  of  Specialty 
Rating  and  Code  Letters  for  Specialty  of  Family 
Practice 

Introduced  by  M.  Theodore  Tanenhaus,  M.D.,  Dele- 
gate, Section  on  General  Practice,  as  an  individual 

WHEREAS.  The  1970  House  of  Delegates  adopted, 
as  amended,  resolutions  70-87  and  70-88;  and 

WHEREAS.  These  resolutions  requested  that  the 
Workmen’s  Compensation  Board  establish  a specialty 
rating  for  family  practice  and  assign  appropriate  code 
letters  for  this  specialty;  and 

WHEREAS,  the  American  Board  of  Family  Practice 
has  defined  family  practice;  and 

WHEREAS.  The  specialty  of  family  practice  cannot 
hope  to  attract  qualified  young  men  and  women  with- 
out the  appropriate  incentive  of  status  recognition  and 
economic  rewards;  therefore  be  it 

Resolved,  That  this  House  of  Delegates  request 
that  the  Council  immediately  notify  the  chairman  of 
the  Workmen’s  Compensation  Board,  as  presently  re- 
quired by  New  York  State  Law,  that  the  Medical  Soci- 
ety of  the  State  of  New  York  endorses  the  establish- 
ment of  a separate  Workmen’s  Compensation  special- 
ty rating  as  well  as  appropriate  new  code  letters  for 
the  specialty  of  family'  practice. 
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REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL 
SERVICES:  The  following  was  presented  by  Francis 

A.  Stephens,  M.D.,  chairman. 

Your  reference  committee  recommends  approval  of 
this  resolution  with  the  deletion  of  the  words,  “and 
economic  rewards”  from  the  fourth  “Whereas.” 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  approving  resolution  71-40 
as  amended. 

Resolution  71-68,  Adoption  of  AMA  Current  Pro- 
cedural Terminology 

Introduced  by  John  R.  Williams,  Jr.,  M.D.,  Chairman, 
Interspecialty  Committee,  as  an  individual 

WHEREAS.  There  is  need  to  definitely  define  the 
procedures  performed  by  physicians  in  all  locations 
permitting  the  physician  to  describe  his  care  more 
precisely;  and 

WHEREAS,  Current  Procedural  Terminology  has 
been  endorsed  by  the  American  Medical  Association, 
21  state  medical  societies,  and  many  major  specialty 
societies;  and 

WHEREAS,  The  use  of  Current  Procedural  Ter- 
minology permits  ease  of  submission  and  of  processing 
claims  with  everybody,  including  clerks  and  com- 
puters, understanding  each  other;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  endorsing  the  concept  of 
Current  Procedural  Terminology;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  adoption  of  Current  Procedural 
Terminology  in  all  its  negotiations  of  fee  schedules. 

Resolution  71  -41 . Current  Procedural  Terminology 

Introduced  by  M.  Theodore  Tanenhaus,  M.D.,  Dele- 
gate, Section  on  General  Practice,  as  an  individual 

WHEREAS,  Fifteen  state  medical  societies*  and  three 
national  medical  societies  + have  approved  the  Ameri- 
can Medical  Association’s  Current  Procedural  Ter- 
minology; and 

WHEREAS,  A meeting  of  interested  groups  (Ameri- 
can Medical  Association,  National  Association  of 
Blue  Shield  Plans,  Health  Insurance  Council,  Ameri- 
can Society  of  Internal  Medicine,  Bureau  of  Health 
Insurance,  and  Social  Security  Administration)  ac- 
knowledged the  need  for  one  universal  language  to  per- 
mit physicians  to  identify  procedures  and  specify  the 
level  of  service  they  provide  to  patients;  and 

WHEREAS,  It  was  agreed  that  the  use  of  Current  Pro- 
cedural Terminology  by  physicians  would  be  accept- 
able to  National  Association  of  Blue  Shield  Plans  and 
the  Health  Insurance  Council;  and 

WHEREAS,  The  use  of  Current  Procedural  Terminol- 
ogy as  a uniform  coding  and  terminology  by  physicians 
can  improve  the  efficiency  of  their  practice;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  the  use  of  the  1970  American  Med- 
ical Association’s  Current  Procedural  Terminology, 
this  edition  and  all  subsequent  editions,  and  that  it 

‘California,  Nevada,  Washington,  Oregon,  Colorado,  Mon- 
tana, Georgia,  Ohio,  F'lorida,  North  Carolina,  Virginia,  Dela- 
ware, Massachusetts,  New  Hampshire,  and  Mississippi, 

'American  Academy  of  Family  Practice,  American  Society 
of  Internal  Medicine,  and  American  College  of  Obstetrics  and 
Gynecology, 


urge  all  prepayment  plans  and  insurance  companies 
operating  in  New  York  State  to  adapt  their  records 
to  the  five-digit  Current  Procedural  Terminology; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  this  five-digit  system  be  adopted 
and  used  by  all  physicians  and  third-party  agents  to 
provide  a more  accurate  description  of  services, 
logical  sequential  listing,  and  ample  room  for  expan- 
sion. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL 
SERVICES:  The  following  report  was  presented  by  Fran- 
cis A.  Stephens,  M.D.,  chairman. 

The  reference  committee  considered  these  resolutions 
together  and  recommends  that  no  action  be  taken  on 
resolution  71-68  because  71-41  is  broader  in  concept  and 
would  accomplish  the  aims  of  both  resolutions.  We, 
therefore,  request  approval  of  resolution  71-41. 

The  House,  after  discussion,  voted  to  adopt  this  por- 
tion of  the  reference  committee  report,  thereby  taking  no 
action  on  resolution  71-68  and  approving  resolution 
71-41. 


Resolution  71-45.  Laboratory  Test  Batteries  Utiliz- 
ing Automated  Equipment 

Introduced  by  Robert  Katz,  M.D.,  as  an  individual 

WHEREAS,  Utilization  of  automated  equipment  per- 
mits delivery  of  laboratory  services  more  economically 
than  if  tests  are  performed  individually;  and 

WHEREAS,  Multichannel  automated  laboratory 
equipment  provides  a predetermined  battery  of  tests 
so  that  the  physician  is  not  free  to  limit  the  tests  to 
those  which  the  patient  specifically  needs;  and 

WHEREAS,  The  frequency  with  which  a battery  of 
tests  is  repeated  may  impose  a financial  burden  on  the 
patient  who  must  pay  for  these  services;  and 

WHEREAS,  At  times,  tests  in  a battery  are  charged  at 
a rate  as  if  purchased  individually  at  a total  cost  ex- 
ceeding the  reasonable  charge  for  the  battery  of  tests; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  deplore  and  condemn  any  method  of  charg- 
ing for  multichannel  laboratory  determinations  which 
fails  to  transmit  the  economic  advantages  of  auto- 
mation to  the  patient. 


REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL 
SERVICES:  The  following  report  was  presented  by  Fran- 
cis A.  Stephens,  M.D.,  chairman. 

Your  reference  committee  recommends  the  following 
change  in  the  fourth  “Whereas”:  delete  the  words  “at  a 
rate”  following  the  word  “charged”  and  insert  the  phrase 
“by  institutional  purveyors  of  services,”  so  that  the 
“Whereas”  will  then  read  as  follows: 

WHEREAS,  At  times,  tests  in  a battery  are  charged 
by  institutional  purveyors  of  services  as  if  purchased 
individually  at  a total  cost  exceeding  the  reasonable 
charge  for  the  battery  of  tests. 

The  House,  after  discussion,  voted  to  adopt  this  por- 
tion of  the  reference  committee  report,  thereby  approv- 
ing resolution  71-45  as  amended. 


1 386  New  York  State  Journal  of  Medicine  June  1 , 1971 


Resolution  71  48.  Support  of  Usual,  Customary, 

and  Reasonable  Fee  Concept 

Introduced  by  Bronx  County  Medical  Society 

WHEREAS.  Much  of  voluntary  health  insurance  in 
New  York  State  is  based  on  programs  developed  many 
years  ago  with  schedules  appropriate  to  that  past 
period  but  which  today  are  inadequate  because  of  the 
rise  in  cost  of  medical  care;  and 

WHEREAS,  The  Medical  Society  of  the  State  of  New 
York  has  endorsed  the  concept  of  payment  for  med- 
ical services  on  a usual,  customary,  and  reasonable 
basis;  and 

WHEREAS.  Payment  on  a usual,  customary,  and 
reasonable  basis  is  truly  equitable  to  both  patients  and 
physicians;  and 

WHEREAS.  Progress  toward  reimbursement  on  a 
usual,  customary,  and  reasonable  basis  has  indeed 
been  slow  in  the  State  of  New  York;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  actively  support  efforts  to  achieve  usual, 
customary,  and  reasonable  fee  programs  and  partici- 
pate in  efforts  to  overcome  obstacles  that  prevent 
the  achievement  of  this  goal. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL 
SERVICES  The  following  report  was  presented  by  Fran- 
cis A.  Stephens,  M.D.,  chairman. 

Your  reference  committee  recommends  approval  of 
this  resolution. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  approving  resolution  71-48. 

Resolution  71-57.  Blue  Cross  and  Prehospital  Diag- 
nostic Evaluation 

Introduced  by  Medical  Society  of  the  County  of  Kings 
WHEREAS.  The  prehospital  diagnostic  evaluation  of 
patients  is  designed  to  reduce  the  costs  of  hospital- 
ization by  reducing  the  number  of  hospital- patient 
days,  without  sacrifice  in  the  quality  of  medical  care; 
and 

WHEREAS.  Such  savings  should  result  in  a lowering 
of  premium  rates  for  hospitalization  which  should  in 
turn  be  passed  on  to  the  public;  and 

WHEREAS.  Prehospital  diagnostic  evaluation  of 
patients  is  a function  of  physicians  and  not  of  hospitals 
and  is,  therefore,  a professional  service  and  not  a hos- 
pital service;  and 

WHEREAS,  The  present  proposal  would  increase  the 
use  of  already  overtaxed  hospital  facilities;  and 

WHEREAS,  The  Medical  Society  of  the  County  of 
Kings  has  therefore  recommended  that  such  services 
should  be  paid  for  by  Blue  Shield  and  other  profes- 
sional-care insurers,  if  performed  in  the  office  of  the 
attending  physician  or  the  consultant  physician  and 
not  by  Blue  Cross  as  a hospital  service;  therefore  be 
it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Superintendent  of  Insurance  to 
disallow  the  new  benefits  recently  proposed  by  As- 
sociated Hospital  Service  which  would  provide  cover- 
age for  preadmission  testing  under  Blue  Cross  con- 
tracts and  reject  that  portion  of  the  premium  in- 
crease requested  that  relates  to  such  testing;  and  be 
it  further 

Resolved,  That  a copy  of  this  resolution  be  sent  to 
the  Coordinating  Council  of  the  First  District  Branch, 


the  Governor,  and  to  each  member  of  the  State  Legis- 
lature. 


REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL 
SERVICES  The  following  report  was  presented  by  Fran- 
cis A.  Stephens,  M.D.,  chairman. 

Your  reference  committee  recommends  approval  of 
this  resolution. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  approving  resolution  71-57. 

Resolution  71-60.  Fee  for  Attendance  at  Work- 
men's Compensation  Hearings 

Introduced  by  Robert  Katz,  M.D.,  Delegate,  Section 
on  Medical-Legal  and  Workmen’s  Compensation 
Matters 

WHEREAS.  The  specially  prescribed  forms  which 
must  be  submitted  by  attending  physicians  in  Work- 
men’s Compensation  cases,  when  properly  executed, 
contain  sufficient  information  for  the  administration 
of  the  Workmen’s  Compensation  Law;  and 

WHEREAS.  On  some  occasions  additional  infor- 
mation may  be  required  to  be  elicited  by  personal  ap- 
pearance of  the  physician  before  a referee  or  officer  of 
the  Board  at  a scheduled  hearing;  and 

WHEREAS,  The  physician’s  availability  to  the  re- 
mainder of  his  patients  during  the  time  of  such  hearing 
may  be  seriously  curtailed  for  half  a work  day;  and 
WHEREAS,  Such  interference  with  the  availability 
of  physicians  is  detrimental  to  the  public  interest; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Workmen’s  Compensation  Board 
to  keep  hearings  involving  the  appearance  of  physi- 
cians to  an  absolute  minimum;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  chairman  of  the  Workmen’s 
Compensation  Board  to  set  a fee  of  no  less  than  $100 
for  physicians’  attendance  at  hearings. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL 
SERVICES  The  following  report  was  presented  by  Fran- 
cis A.  Stephens,  M.D.,  chairman. 

Your  reference  committee  recommends  approval  of 
this  resolution. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  approving  resolution  71-60. 

71-61.  Medical  Foundations 

Introduced  by  Leo  Swirsky,  M.D.,  Kings,  as  an  individual 
WHEREAS.  The  Medical  Society  of  the  State  of  New 
York  has  often  taken  the  lead  in  introducing  new  and 
innovative  ideas,  original  or  otherwise,  of  medical 
care  delivery;  and 

WHEREAS,  Soaring  medical  costs,  most  of  which  are 
beyond  the  control  of  the  medical  profession,  need 
some  attempt  at  being  identified  and  controlled;  and 
WHEREAS.  We  are  prepared  to  say  we  care  about 
what  happens  to  the  public’s  health  dollar  and  are 
prepared  to  see  to  it  that  the  public  is  getting  the 
maximum  benefit  for  the  minimum  cost;  and 

WHEREAS,  The  Federal  government  apparently  feels 
that  the  group  closed-panel  system  is  the  least  costly 
system  of  delivering  medical  care;  therefore  be  it 
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Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  give  encouragement  and  direction  to  the 
State’s  various  subdivisions  to  create  and  expand  the 
foundation  concept  and  help  influence  its  total  impact 
to  prove  that  the  concept  of  private  practice  is  still 
viable  and  can  deliver  the  care  needed  at  a cost  all 
can  afford. 

71-65.  Dissemination  of  Information  Regarding 
Foundations  for  Medical  Care 

Introduced  by  Onondaga  County  Medical  Society 

WHEREAS,  There  is  an  immediate  need  for  each 
component  county  medical  society  or  group  of  county 
societies  to  be  prepared  to  deal  with  the  important 
problems  of  claims,  utilization,  and  quality  control; 
and 

WHEREAS,  We  feel  strongly  that  the  peer  review 
mechanism  is  important  in  any  such  control  and  in 
any  dealings  with  third-party  agents  involved  in  med- 
ical care;  and 

WHEREAS.  The  principle  of  foundations  for  medical 
care  has  proved  to  be  an  effective  mechanism  for 
such  control;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  through  the  proper  committee,  compile 
and  review  all  information  available  on  foundations 
for  medical  care;  and  be  it  further 

Resolved,  That  guidelines  for  the  construction  and 
incorporation  of  such  foundations  be  created  and  dis- 
tributed to  all  component  county  medical  societies 
so  that  they  may  have  knowledge  of  this  mechanism. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL 
SERVICES:  The  following  report  was  presented  by  Fran- 
cis A.  Stephens,  M.D.,  chairman. 

Your  reference  committee  discussed  these  two  resolu- 
tions and  submits  the  following  substitute  resolution: 

WHEREAS,  The  Medical  Society  of  the  State  of  New 
York  has  often  taken  the  lead  in  introducing  new  and 
innovative  ideas,  original  or  otherwise,  of  medical 
care  delivery;  and 

WHEREAS,  Soaring  medical  costs,  most  of  which  are 
beyond  the  control  of  the  medical  profession,  need 
some  attempt  at  being  identified  and  controlled;  and 
WHEREAS,  We  are  prepared  to  say  we  care  about 
what  happens  to  the  public’s  health  dollar  and  are 
prepared  to  see  to  it  that  the  public  is  getting  the 
maximum  benefit  for  the  minimum  cost;  and 

WHEREAS,  The  Federal  government  apparently 
feels  that  the  group  closed-panel  system  is  the  least 
costly  system  of  delivering  medical  care;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  give  encouragement  and  direction  to  the 
State’s  various  subdivisions  to  create  and  expand 
the  foundation  concept  and  help  influence  its  total 
impact  so  that  we  can  prove  that  the  private  practice 
concept  is  still  viable  and  can  deliver  the  care  needed 
at  a cost  all  can  afford;  and  be  it  further 

Resolved,  That  guidelines  for  the  construction  and 
incorporation  of  such  foundations  be  created  and  dis- 
tributed to  all  component  county  medical  societies 
so  that  they  may  have  knowledge  of  this  mechanism. 

The  House,  after  discussion,  voted  to  adopt  this  por- 
tion of  the  reference  committee  report,  thereby  ap- 
provinf>  the  substitute  resolution. 


71-71.  Hospital  Preadmission  Diagnostic  Work- 
Up 

Introduced  by  Leo  J.  Swirsky,  M.D.,  Kings,  as  an 
individual 

WHEREAS,  The  continuing  rise  in  the  cost  of  health 
care  is  cause  for  general  concern;  and 

WHEREAS,  Increase  in  the  cost  of  hospitalization  is 
a significant  component  of  that  rise  in  cost;  and 

WHEREAS,  Preadmission  testing  can  reduce  the 
number  of  days  of  hospital  stay;  and 

WHEREAS,  Preadmission  testing  to  function  effi- 
ciently should  avoid  added  costs  of  unnecessary 
duplication  of  procedure;  and 

WHEREAS,  To  avoid  such  unwarranted  additional 
expense,  it  would  be  necessary  for  hospitals  to  accept 
“qualified  out-of-hospital”  laboratory,  x-ray,  and 
other  diagnostic  reports;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  call  on  hospitals  to  accept  “out-of-hos- 
pital,”  properly  qualified  diagnostic  reports  of  a pre- 
testing hospital  admission  program;  and  be  it  further 
Resolved,  That  negotiations  be  carried  out  with  a 
view  to  establishing  standards  of  quality  that  would 
facilitate  the  acceptance  of  these  reports;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  services  to  increase  the  scope  of 
their  coverage  to  include  preadmission  testing  with 
due  regard  to  the  avoidance  of  unnecessary  costs  of 
duplication. 

REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL 
SERVICES:  The  following  report  was  presented  by  Fran- 
cis A.  Stephens,  M.D.,  chairman. 

Your  reference  committee  recommends  approval  of 
this  resolution. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  approving  resolution  71-71. 

Resolution  71-14.  Procedure  for  Collective  Bar- 
gaining with  State,  County,  and  Federal  Agencies 
Affecting  the  Practice  of  Medicine  in  New  York  State 

Introduced  by  Medical  Society  of  the  County  of  Rock- 
land 

WHEREAS,  Legislation  affecting  the  foundations  of 
medical  practice  is  imminent  at  all  levels  of  govern- 
ment; and 

WHEREAS,  Only  before  the  passage  of  such  legisla- 
tion, and  not  after,  must  the  position  of  the  physi- 
cian engaged  in  the  practice  of  medicine  be  made 
clear;  and 

WHEREAS,  The  practicing  physician  represents 
collectively  the  single  most  important  facet  in  the 
delivery  of  health  services;  and 

WHEREAS,  In  order  that  the  position  of  our  repre- 
sentatives in  negotiations  with  State,  County,  and 
Federal  agencies,  or  with  government  leaders,  affect- 
ing the  practice  of  medicine  be  appreciably  strength- 
ened and  effective  and  the  results  of  these  negotia- 
tions be  made  binding;  and 

WHEREAS,  Physicians  engaged  in  the  practice  of 
medicine  in  the  State  of  New  York  be  collectively 
represented  in  future  disputes  arising  with  such 
agencies  or  government  leaders;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  establish  a committee  empowered  to  engage 
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in  collective  bargaining  with  all  agencies  or  govern- 
ment leaders  where  and  when  such  issues  arise  affect- 
ing the  practice  of  medicine  in  the  State  of  New  York; 
and  be  it  further 

Resolved,  That  the  agreements  resulting  from  such 
negotiations  be  made  binding  on  the  members  of  the 
Medical  Society  of  the  State  of  New  York,  as  well  as 
the  agency  involved;  and  be  it  further 

Resolved,  That  in  the  event  of  failure  to  reach  agree- 
ment, or  when  a breach  of  agreement  may  arise,  then 
the  Council  of  the  Medical  Society  of  the  State  of  New 
York  be  empowered  to  direct  any  or  all  of  its  members 
as  to  what  action  must  be  taken;  and  be  it  further 
Resolved,  That  the  members  of  the  Medical  Society 
of  the  State  of  New  York  shall  abide  by  the  decisions 
of  the  Council. 


REPORT  OF  REFERENCE  COMMITTEE  ON  MEDICAL 
SERVICES  The  following  report  was  presented  by  Fran- 
cis A.  Stephens,  M.D.,  chairman. 

Your  reference  committee  heard  testimony  that  this 
resolution  might  jeopardize  the  State  Medical  Society’s 
tax  exempt  status.  In  addition,  the  committee  object- 
ed to  the  coercive  features  of  the  resolution,  which  would 
make  agreements  negotiated  by  the  State  Medical  So- 
ciety binding  on  the  individual  member.  For  these 
reasons,  your  reference  committee  recommends  disap- 
proval of  this  resolution. 

The  House,  after  discussion  in  which  it  was  pointed 
out  that  the  sponsors  of  this  resolution  were  unable  to 
attend  the  reference  committee  hearings,  voted  to  post- 
pone consideration  of  resolution  71-14  to  a definite  time 
so  that  the  reference  committee  could  hold  a further 
hearing. 

Resolution  71-14  was  taken  off  the  table  as  ordered 
and  Dr.  Stephens  continued  his  report  as  follows: 

Your  reference  committee  had  a completely  full  house 
in  contrast  to  the  empty  house  of  the  first  hearings.  The 
committee  reconsidered  resolution  71-14  and  recom- 
mends approval  of  the  following  substitute  resolution: 
WHEREAS.  The  practicing  physicians  represent  the 
single  most  important  facet  in  the  delivery  of  health 
services;  and 

WHEREAS.  In  order  that  the  position  of  our  repre- 


Public Health  and  Education 


Commission  on  Public  Health  and 
Education 


To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Commission  on  Public  Health  and 


Education  are: 

Richard  D.  Eberle,  M.D.,  Chairman Onondaga 

William  Antopol,  M.D New  York 

Stephen  M.  Ayres,  M.D New  York 

Peter  S.  Battaglia,  M.D Niagara 

William  A.  Bauman,  M.D New  York 

Marvin  L.  Bloom,  M.D Erie 

George  M.  Brown,  M.D Suffolk 


sentatives  in  negotiations  with  governmental  and 
other  third-party  agencies  affecting  the  practice  of 
medicine  be  appreciably  strengthened;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  establish  a committee  empowered  to  engage 
in  negotiations  with  all  agencies  wherever  and  when- 
ever issues  arise  affecting  the  practice  of  medicine  in 
the  State  of  New  Yonk;  and  be  it  further 

Resolved,  That  the  members  of  the  Medical  Society 
of  the  State  of  New  York  and  the  agencies  or  govern- 
ment be  urged  to  accept  the  negotiated  agreement  in 
the  public  interest;  and  be  it  further 

Resolved,  That  in  the  event  of  failure  to  reach  agree- 
ment with  these  organizations,  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  notify  the 
general  membership  that  all  efforts  have  been  made 
through  the  democratic  process  without  success  and 
each  member  must  make  the  decision  for  further 
action  on  an  individual  basis. 

The  House,  after  discussion,  voted  to  amend  the  Re- 
solved portions  of  the  substitute  resolution  to  read  as 
follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  empower  its  present  Policy  and  Negotiating 
Committee  on  Government  Supported  Health  Plans  to 
extend  its  scope  to  cover  all  problems  except  those 
concerned  with  Workmen’s  Compensation;  and  be  it 
further 

Resolved,  That  the  members  of  the  Medical  Society 
of  the  State  of  New  York  and  all  agencies  be  urged  to 
accept  agreements  negotiated  by  their  authorized 
representatives;  and  be  it  further 

Resolved,  That  in  the  event  of  failure  to  reach  agree- 
ment with  these  organizations,  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  notify  the 
general  membership  that  all  efforts  have  been  made 
through  the  democratic  process  without  success  and 
each  member  must  make  the  decision  for  further  ac- 
tion on  an  individual  basis. 

The  House  then  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  approving  the  sub- 
stitute resolution  as  amended. 

The  House  voted  to  adopt  the  reference  committee 
report  as  a whole  as  amended. 


Bruce  E.  Chamberlain,  M.D. Onondaga 

John  F.  Daly,  M.D. New  York 

Arthur  H.  Dube,  M.D Onondaga 

Ralph  S.  Emerson,  M.D Nassau 

Irving  G.  Frohman,  M.D Queens 

David  G.  Greene,  M.D. Erie 

George  G.  Hart,  M.D Essex 

Milton  Helpern,  M.D New  York 

Edward  C.  Hughes,  M.D Onondaga 

Harry  S.  Lichtman,  M.D Kings 

Edward  J.  Lorenze,  M.D Westchester 

Frank  Clay  Maxon,  Jr.,  M.D Albany 

C.  George  Murdock,  M.D Onondaga 

Kenneth  B.  Olson,  M.D Albany 

Charles  E.  Rogers,  M.D  Nassau 

John  D.  States,  M.D. Monroe 

Reginald  R.  Steen,  M.D Nassau 

Charles  Weller,  M.D Westchester 

Waring  Willis,  M.D Westchester 
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The  commission,  composed  of  the  chairmen  of  its  com- 
ponent committees,  held  its  annual  meeting  with 
officials  of  the  New  York  State  Department  of  Health, 
in  Albany,  on  July  16.  The  occasion  was  saddened  by 
the  announcement  of  the  death  of  Irving  L.  Ershler, 
M.D.,  on  July  9,  1970.  Dr.  Ershler  had  been  chairman 
of  the  Commission  since  1966.  Norman  S.  Moore,  M.D., 
director  of  the  Division  of  Scientific  Activities,  presided 
as  acting  chairman.  Members  of  the  Commission  stood 
for  a moment  of  silence  in  memory  of  Dr.  Ershler. 

The  chairman  reviewed  the  past  history  of  the  meet- 
ings of  the  Commission  with  representatives  of  the  State 
Health  Department,  noting  that  these  predate  the  actual 
formation  of  the  Commission  on  Public  Health  and  Edu- 
cation and  go  back  to  when  the  present  committees  were 
subcommittees  of  the  Council  Committee  on  Public 
Health  and  Education.  The  chairman  asked  for  com- 
ments on  the  value  of  these  joint  meetings.  Respons- 
es from  members  of  the  Commission  and  officials  of  the 
State  Health  Department  were  favorable. 

In  welcoming  the  participants.  Commissioner  Hollis 
S.  Ingraham,  M.D.,  stated  that  he  had  attended  all  but 
one  of  the  conferences  and  observed  that  from  the  point 
of  view  of  the  Department,  they  had  been  unusually 
helpful.  He  continued,  “This  opportunity  to  meet  with 
members  of  the  profession  who  are  working  in  the  same 
general  fields  and  the  exchange  of  views  is  extremely 
good.  We  have  been  able  to  iron  out  some  of  the  mis- 
understandings and  have  set  the  basis  for  moving  ahead 
to  provide  good  health  for  the  people  of  the  State.” 

In  September,  the  Council  approved  the  appointment 
of  Richard  D.  Eberle,  M.D.,  as  chairman  of  the  Commis- 
sion to  succeed  Dr.  Ershler. 

While  most  of  the  committees  have  had  an  active 
year,  there  has  been  more  than  the  usual  activity  in  the 
Committees  on  Alcoholism  and  Drug  Abuse,  Continuing 
(Postgraduate)  Education,  Data  Processing,  Health 
Manpower,  and  Cancer. 

The  members  of  the  Committee  on  Alcoholism  and 
Drug  Abuse  worked  closely  with  the  members  of  the 
Committee  of  the  Public  Health  Council  on  a “crash” 
program  to  disseminate  information  to  physicians  on 
drug  abuse. 

The  Committee  on  Continuing  (Postgraduate)  Educa- 
tion was  concerned  with  the  question  of  compulsory  con- 
tinuing education  as  a prerequisite  to  membership  in  our 
Society. 

The  Committee  on  Data  Processing  is  concerned  with 
the  confidentiality  of  patients’  records  which  have  been 
put  on  computer  tapes  and  stored  outside  the  hospitals. 

The  Committee  on  Health  Manpower  has  reported  in 
detail  on  the  disposition  of  the  many  resolutions  referred 
to  it  by  the  1970  House  of  Delegates.  In  addition  this 
committee  has  been  active  in  the  field  of  physicians’ 
assistants.  Guidelines  concerning  these  assistants 
are  being  considered  by  other  committees  and  govern- 
mental agencies. 

The  Cancer  Committee  was  instrumental  in  sending 
letters  to  physicians  urging  them  to  comply  with  the 
requirement  in  the  Hospital  Code  to  do  Papanicolaou 
smear  tests  on  women  admitted  to  hospitals.  Also  the 
committee  has  prepared  a resolution  for  consideration 
of  the  1971  House  of  Delegates  which  recommends  that 
the  Hospital  Code  be  amended  to  require  Papanicolaou 
smear  tests  on  women  sixty-five  years  old  vice 
fifty-four. 

The  reports  of  all  committees  follow  this  introduc- 


tion, and  it  is  recommended  that  delegates  and  non- 
delegates read  them  for  more  detailed  information. 

Respectfully  submitted, 

Richard  D.  Eberle,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented 
by  Milton  Rosenberg,  M.D.,  chairman. 

The  report  of  the  Commission  was  read  with  great 
interest. 

This  reference  committee  is  grateful  to  Richard  D. 
Eberle,  M.D.,  chairman.  Commission  on  Public  Health 
and  Education,  Norman  S.  Moore,  M.D.,  director.  Di- 
vision of  Scientific  Activities,  and  Mary  H.  Spalding, 
M.D.,  chairman  of  the  Reference  Committee  on  Public 
Health  and  Education,  1970  House  of  Delegates,  for 
their  presence  and  guidance  in  the  work  of  this  commit- 
tee. 

This  committee  takes  special  note  of  the  death  on 
July  9,  1970,  of  Irving  L.  Ershler,  M.D.,  who  was  chair- 
man of  the  Commission  from  1966  to  his  death. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Accident  and  Injury  Prevention 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Accident  and  In- 


jury Prevention  are  as  follows: 

John  D.  States,  M.D.,  Chairman Monroe 

Harold  Brandaleone,  M.D New  York 

Francis  J.  Gilroy,  Jr.,  M.D Broome 

James  E.  Holmblad,  M.D Schenectady 

George  Lim,  M.D Oneida 

Leslie  Fisher,  M.D.,  Adviser Albany 


The  committee  met  with  representatives  from  the  New 
York  State  Bureau  of  Emergency  Health  Services  on 
June  18.  In  addition,  the  chairman  and  committee 
members  have  maintained  surveillance  of  accident- 
experience  driver  licensing  and  the  development  of  new 
legislation  related  to  safety  and  accident  prevention  in 
New  York  State  and  on  the  Federal  level.  Surveillance 
has  been  continued  on  medical  problems  related  to 
driving  ability.  The  New  York  State  law  regarding 
epilepsy  and  other  conditions  which  cause  loss  of  con- 
sciousness appears  to  be  functioning  well. 

Peripheral  vision  standards  are  being  incorporated 
into  New  York  State  licensing  requirements,  90-degree 
peripheral  vision  is  required.  This  is  at  variance  with 
the  recommendations  of  the  American  Medical  Associ- 
ation’s Committee  on  Medical  Aspects  of  Automobile 
Safety  which  requires  140  degrees.  The  committee, 
after  consultation  with  ophthalmologists,  concluded  that 
the  standard  of  90  degrees  is  satisfactory  for  the  present 
and  should  not  be  changed  until  experience  indicates  a 
change  is  necessary. 

Borderline  visual  acuity  of  older  drivers  significantly 
impairs  the  ability  to  drive.  Limited  licensure  restricting 
driving  to  daylight  periods  of  low-traffic  density  and 
to  low-speed  highways  may  be  a reasonable  solution. 

Alcohol  remains  a major  cause  of  fatal  and  serious 
injury  accidents.  The  difficulty  in  determining  the 
amount  of  alcohol  in  the  system  remains  a problem  in 
spite  of  the  “breathalyzer  law”  which  became  effective 
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in  September,  1969.  Application  of  the  law  has  been 
undertaken  only  in  pilot  projects  in  restricted  areas  of 
the  State.  The  committee  recommends  that  determi- 
nations of  the  amount  of  alcohol  in  the  system  be  made 
on  a much  broader  basis  and  specifically  on  all  patients 
admitted  to  hospital  emergency  rooms. 

Other  drugs  do  not  appear  to  be  the  cause  of  a signifi- 
cant number  of  accidents;  only  two  accident  cases  were 
known  to  the  committee,  and  both  were  caused  by  LSD 
(lysergic  acid  diethylamide). 

Experimental  driver-rehabilitation  clinics  were  estab- 
lished in  New  York  City  and  Rochester  by  the  New  York 
State  Department  of  Motor  Vehicles  as  the  result  of 
a one-year  study  by  the  Driver  Rehabilitation  Advisory 
Board  The  clinics  will  rehabilitate  drivers  who  have 
had  their  licenses  revoked.  Licenses  will  be  restored 
immediately  provided  the  candidate  remains  with  the 
rehabilitation  program.  The  program  will  diagnose  the 
driver’s  difficulty  and  specifically  rehabilitate  him  in 
that  area.  The  programs  will  concentrate  on  three  spe- 
cific areas:  skill  defects,  attitude  defects,  and  drug  prob- 
lems. 

Group  therapy  will  be  used  extensively. 

The  National  Highway  Safety  Bureau  has  proposed 
the  use  of  a standardized  passive-restraint  system,  which 
will  involve  the  installation  of  airbags  in  automobiles. 
This  system,  in  the  opinion  of  the  committee,  appears  to 
be  effective  and  safe  and  will  reduce  the  frequency  and 
severity  of  injuries  more  than  any  single  safety  measure 
introduced  to  date.  The  National  Highway  Safety 
Bureau  should  be  supported  in  its  efforts  to  promul- 
gate this  standard. 

The  New  York  State  Bureau  of  Emergency  Health 
Services  will  make  a study  of  emergency  departments 
in  five  hospitals  to  define  injury  trends  and  products 
causing  injuries.  An  estimated  5,000  injuries  occur  in 
the  home  and  in  public  places  each  year.  Educational 
programs,  product  design  changes,  testing  procedures, 
and  other  recommendations,  hopefully,  will  be  forth- 
coming from  these  studies. 

Snowmobiles  have  become  a major  cause  of  injury. 
Licensing  laws  were  enacted  during  the  1970  session  of 
the  New  York  State  Legislature  which  will  in  part  control 
equipment  and  usage.  Nothing  has  been  done  to  pro- 
tect the  passenger  particularly  from  injuries  such  as 
burns  on  legs  due  to  contact  with  engine,  compression 
fractures  of  the  spine,  and  neck,  head,  and  leg  injuries 
all  of  which  are  common  and  are  preventable  through 
vehicle  design.  A direct  approach  to  manufacturers 
might  resolve  these  problems,  although  past  experience 
with  the  automobile  industry  indicates  that  legislation 
will  be  necessary. 

Respectfully  submitted, 

John  D.  States,  M.D.,  Chairman 


REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented 
by  Milton  Rosenberg,  M.D.,  chairman. 

The  report  of  the  Committee  on  Accident  and  Injury 
Prevention  was  reviewed,  and  the  members  of  the  com- 
mittee are  to  be  commended  for  their  persistent  efforts 
in  the  prevention  of  accidents  and  injury.  The  reference 
committee  wishes  to  emphasize  two  salient  features  of 
the  report: 

1.  That  the  detection  of  alcohol  in  the  system  should 


be  made  on  a much  broader  basis  in  hospital  emergency 
rooms;  and 

2.  That  snowmobiles  have  become  a major  cause  of 
injury,  and  that  there  should  be  greater  legislative  con- 
trol. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


Aging  and  Nursing  Homes 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Aging  and  Nursing 


Homes  are  as  follows: 

Peter  S.  Battaglia,  M.D.,  Chairman Niagara 

Marcelle  T.  Bernard,  M.D. Bronx 

Anthony  La  Russo,  M.D. Broome 

Leon  M.  Rothman,  M.D. Kings 

George  Warner,  M.D.,  Adviser Albany 


One  of  the  important  duties  of  this  committee  is  to 
carry  on  discussions  with  the  various  disciplines  regard- 
ing the  provision  of  professional  services  in  nursing 
homes.  Because  too  many  hospital  beds  are  being  used 
for  patients  who  do  not  belong  in  hospitals,  strict  utili- 
zation review  is  being  emphasized.  A new  Health  De- 
partment program  is  establishing  day  care  centers  for 
the  aged  to  take  care  of  them  when  their  families  are  not 
at  home.  The  committee  feels  that  this  will  take  some 
of  the  pressure  off  other  facilities.  In  addition,  there 
is  the  “meals  on  wheels”  program  which  should  help  to 
solve  part  of  this  problem. 

Another  concern  of  the  committee  is  the  problems  con- 
nected with  senile  people.  The  committee  agreed  with 
the  concept  that  these  people  do  not  belong  in  mental 
institutions,  but  the  question  is  where  to  place  them 
since  most  communities  do  not  have  the  resources  neces- 
sary to  provide  the  care  required.  A meeting  with  nurs- 
ing home  administrators  and  representatives  of  the  De- 
partment of  Mental  Hygiene  is  planned  to  see  what  can 
be  done. 

The  director  of  Scientific  Activities,  Norman  S. 
Moore,  M.D.,  has  held  several  discussions  with  Alan 
D.  Miller,  M.D.,  Commissioner  of  the  Depart- 
ment of  Mental  Hygiene,  and  has  been  informed  that 
the  Department  has  taken  the  initiative  in  prepar- 
ing a report  on  every  person  who  was  refused  admission 
to  a nursing  home  and  plans  to  carry  on  investigations 
to  ascertain  what  has  happened  to  them.  So,  something 
is  being  done  in  this  regard.  The  committee  feels  that 
some  arrangement  can  be  made  on  a short-term  basis, 
but  that  the  problem  w'ill  remain  with  us  for  some  time. 

The  Pennsylvania  Medical  Society  plans  to  hold  meet- 
ings with  representatives  of  State  Medical  Society  com- 
mittees interested  in  problems  of  the  aging  to  develop 
a uniform  approach  prior  to  the  meeting  of  the  White 
House  Council  on  Aging  next  year.  The  committee 
feels  that  it  would  be  more  appropriate  for  the  American 
Medical  Association  to  hold  a national  meeting  of  this 
nature  rather  than  to  have  it  under  the  auspices  of  an 
individual  state  medical  society.  Edward  J.  Lorenze, 
M.D.,  chairman  of  the  Committee  on  Physical  Medicine 
and  Rehabilitation,  who  is  a member  of  the  AMA’s  Com- 
mittee on  Aging,  has  advised  us  that  plans  are  being 
formulated  for  a meeting  of  this  scope,  and  that  the 
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chairmen  of  the  various  State  committees  on  aging  will 
be  invited  to  participate. 

Respectfully  submitted, 

Peter  S.  Battaglia,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION;  The  following  report  was  presented 
by  Milton  Rosenberg,  M.D.,  chairman. 

The  report  of  this  committee  was  noted  with  interest. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Alcoholism  and  Drug  Abuse 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Alcoholism  and 


Drug  Abuse  are  as  follows; 

Williarh  Antopol,  M.D.,  Chairman  New  York 

Stanley  E.  Gitlow,  M.D New  York 

William  L.  Holt,  Jr.,  M.D.  Albany 

Benjamin  Kissin,  M.D Kings 

James  W.  Robinson,  M.D. New  York 

Reginald  R.  Steen,  M.D.,  Adviser  Nassau 


I wish  first  to  express  the  appreciation  of  the  commit- 
tee to  Norman  S.  Moore,  M.D.,  director.  Division  of 
Scientific  Activities,  for  his  aid  and  guidance  and  for  the 
creativity  of  his  suggestions. 

In  1969  a questionnaire  had  been  sent  to  the  presidents 
of  each  of  the  county  medical  societies  requesting  infor- 
mation on  the  scope  of  the  problem  of  alcoholism  and 
drug  abuse  in  their  respective  counties  and  the  possible 
role  that  the  physician  should  play  in  the  solution  of  this 
problem.  A total  of  46  responses  were  received.  Analy- 
sis of  the  results  showed  that  more  than  half  considered 
both  hard  and  soft  drugs  to  be  a major  problem  in  their 
respective  communities.  Most  felt  that  more  physicians 
should  become  familiar  with  the  methods  of  treating 
heroin  addicts.  All  agreed  that  the  physician  should 
participate  in  educational  programs  of  the  community. 
Thirty-seven  of  the  46  felt  that  the  physician  should 
play  a major  role  in  community  leadership  and  join  with 
the  various  community  forces  and  disciplines  interested 
in  combating  drug  abuse. 

It  was  apparent  that  greater  participation  by  the 
physician  to  help  solve  this  problem  was  vital;  according- 
ly, on  March  26,  a position  statement  was  submitted  by 
the  committee  to  the  Council.  Its  purpose  was  to  point 
out  the  necessity  for  an  extensive  continuing  education 
program  for  physicians  on  the  use,  misuse,  and  abuse  of 
all  potentially  dangerous  drugs  so  that  they  could  be  in 
a better  position  to  cope  with  the  problem  and  to  counsel 
parents  and  youth  about  the  risks  and  perils  associated 
with  dangerous  drugs.  Since  there  were  no  guidelines 
to  indicate  precise  procedural  measures  which  could 
provide  assurance  of  a reasonable  measure  of  success, 
the  committee  felt  that  this  program  could  best  be  ac- 
complished through  a task  force  composed  of  representa- 
tives of  the  State  Medical  Society,  the  New  York  State 
Department  of  Health,  and  the  Medical  Manpower 
Commission,  working  jointly  to  retard  the  increasing 
abuse  of  drugs  and  to  plan  for  n^anagement  and  therapy 
of  this  malady.  This  is  consistent  with  the  recommen- 
dation made  by  Walter  Scott  Walls,  M.D.,  president, 
in  his  inaugural  address  to  the  House  of  Delegates.  Dr. 
Walls  stressed  the  fact  that  preventing  drug  addiction 


would  be  far  more  effective  than  measures  to  phase  out 
the  already  existing  condition,  and  that  the  medical 
profession  is  pointing  out  the  deployment  and  alignment 
of  forces  and  the  proper  division  of  responsibility  and 
functions  for  a most  effective  fight  against  addiction. 

The  House  of  Delegates  approved  a resolution  asking 
the  Medical  Society  to  go  on  record  to  declare  that  the 
rapid  spread  of  narcotic  addiction  constitutes  a health 
emergency  and  to  petition  the  State  Legislature  to  meet 
this  emergency  situation  by  encouraging  the  develop- 
ment of  medically  sound  treatment  programs  and  to 
provide  funds  for  “crash”  programs.  The  committee’s 
recommendation  was  also  supported  by  a resolution 
approved  by  the  House  of  Delegates  in  February,  1970, 
which  urged  the  Society  to  take  all  necessary  steps  to 
educate  physicians  regarding  the  indications  and  per- 
missibility of  this  form  of  therapy  and  to  inform  legis- 
lative and  law  enforcement  groups  to  recognize  that 
physicians  have  a professional  responsibility  to  treat 
addicts,  at  least  on  a temporary  basis,  until  adequate 
definitive  facilities  for  care  are  available. 

This  committee  met  with  the  New  York  State  Bar 
Association  on  June  16  in  an  attempt  to  clarify  the  gray 
areas  of  misunderstanding  between  the  legal  agencies 
and  the  medical  and  allied  professions  concerned  with 
treatment  of  drug  addiction.  There  are  many  legal 
questions  which  face  the  physician,  and  the  answers  are 
not  easy  to  come  by.  An  agenda  was  drawn  up  from 
questions  which  formed  the  basis  for  physicians  hesi- 
tating to  accept  responsibility  for  treating  narcotic  ad- 
dicts. To  overcome  these  medicolegal  problems  which 
actually  serve  to  maintain  and  defend  the  status  quo, 
we  must  lean  heavily  on  the  know-how  and  expertise 
of  our  legal  colleagues.  The  aid  of  both  groups  was 
sought  to  solve  these  problems. 

Your  committee  did  recognize  that  physicians  are 
in  need  of  important  information  concerning  the  direc- 
tion toward  which  society  is  heading  in  its  effort  to  con- 
trol drug  abuse.  To  render  this  aid  to  physicians  and 
implement  the  resolutions  mentioned,  the  committee 
recommended  that  the  State  Medical  Society’s  commit- 
tee supplement  its  own  resources  with  those  of  other 
agencies  with  similar  objectives. 

The  Council,  at  its  meeting  on  May  21,  referred  the 
following  recommendations,  approved  by  the  House  of 
Delegates,  to  the  committee  for  consideration  and  ac- 
tion: 

1.  That  the  State  Medical  Society  go  on  record  as 
approving  the  Dole  methadone  maintenance  method  of 
treatment  of  opiate  addiction  at  this  time; 

2.  That  the  State  Medical  Society  encourage  support 
for  the  expansion  of  facilities  for  the  methadone  treat- 
ment of  opiate  addiction, 

3.  That  the  State  Medical  Society  make  every  effort, 
through  proper  channels,  to  remove  the  legal  restrictions 
which  prevent  the  use  of  methadone  maintenance  treat- 
ment by  qualified  physicians  in  offices,  clinics,  and  hos- 
pitals; 

4.  That  the  State  Medical  Society  urge  the  Narcotics 
Control  Commission  to  proceed  immediately  to  establish 
adequate  facilities,  including  inpatient  detoxification 
units,  for  the  treatment  of  narcotics  addicts  in  Suffolk 
County; 

5.  That  the  State  Medical  Society  encourage  physi- 
cians to  cooperate  and  serve  with  all  local  agencies  de- 
signed to  deal  with  this  problem. 

A questionnaire  which  would  provide  data  for  analysis 
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of  continuing  programs  for  narcotics  addiction  therapy 
in  the  State  of  New  York  will  be  sent  to  each  project 
director.  This  analysis  could  pinpoint  advantageous 
aspects  of  each  individual  program  with  the  hope  that 
such  information  could  serve  as  a basis  for  orientation 
and,  in  turn,  help  to  establish  and  stimulate  greater 
communication  between  personnel  of  the  various  proj- 
ects, thus  eliminating  the  dissipation  of  energies  in  com- 
peting with  one  another  because  of  lack  of  knowledge 
of  the  ongoing  activities  in  the  same  scientific  area. 
This  questionnaire  could  serve  a dual  purpose.  In  ad- 
dition to  providing  an  inventory  of  the  various  projects, 
it  also  would  indicate  the  areas  in  which  the  physician 
may  be  most  effective  in  supporting  individual  pro- 
grams. 

Meetings  of  the  New  York  State  Ad  Hoc  Committee 
on  Drug  Abuse  were  held  on  April  29  and  May  21. 
Among  those  present  were  members  of  the  New  York 
State  Department  of  Health;  Office  of  Medical  Man- 
power; representatives  from  Albany  County,  Buffalo, 
Rochester,  and  Syracuse;  New  York  City;  members  of 
this  committee;  and  Norman  S.  Moore,  M.D.,  director. 
Division  of  Scientific  Activities.  Those  in  attendance 
represented  many  broad-based  disciplines,  and  each  per- 
son provided  detailed  and  multifaceted  information  from 
his  respective  field.  Robert  P.  Whalen,  M.D.,  Deputy 
Commissioner,  New  York  State  Department  of  Health, 
chaired  this  meeting.  The  committee  recommended 
that  the  Health  and  Hospital  Planning  Council  be  re- 
quested to  consider  adopting  a resolution  expressing 
its  support  of  the  education  of  members  in  the  health 
profession  concerning  drug  abuse  and  urging  hospitals 
to  cooperate  in  the  proposed  effort  of  the  New  York  State 
Department  of  Health  by  promoting  such  education  for 
the  staffs  of  all  hospitals  in  New  York  State. 

For  the  information  of  the  Council,  it  was  noted  that 
the  State  Health  Department’s  Office  of  Medical  Man- 
power is  producing  a brochure  for  physicians  on  the 
medical  management  of  emergencies,  including  drug 
abuse.  Your  chairman  suggested  that  this  include  a 
chapter  on  the  effects  of  therapeutic  agents  on  the  nar- 
cotic addict.  This  is  of  importance  since  the  drug  ad- 
dict, in  addition  to  heroin,  is  also  using  quinine,  lactose, 
and  a variety  of  unknown  adulterant  agents.  The  physi- 
cian has  a grave  responsibility  in  anticipating  and  recog- 
nizing toxic  reactions  which  result  from  administration 
or  use  of  therapeutic  and  other  agents  in  addicts  and 
drug  abusers.  There  are  numerous  references  in  the 
literature  which  indicate  simple  substances,  such  as 
sulfonamides,  can  potentiate  narcotic  effects  and  pro- 
duce toxic  reactions  in  patients  using  morphine,  barbi- 
turates, and  methadone. 

The  brochure  will  also  contain  a list  of  all  treatment 
facilities,  all  laboratories  in  the  State  qualified  to  do 
drug  testing  on  submitted  specimens,  and  a summary 
of  the  legal  rights,  privileges,  and  limitations  of  the  phy- 
sician in  treating  a drug  abuser.  The  plan  is  to  present 
an  educational  program  to  the  professional  staff  of  the 
hospitals.  The  cooperative  role  of  both  physician  and 
hospital  in  promoting  the  success  of  this  venture  is  im- 
perative. The  importance  of  such  a program  is  self-evi- 
dent since  drug  abuse  is  found  to  be  in  every  level  of  our 
society  and  is  becoming  commonplace  in  schools,  col- 
leges, and  industry,  particularly  in  young  people.  The 
survey  of  the  medical  profession  by  the  State  Medical 
Society  shows  that  physicians  are  in  need  of,  and  want, 
additional  information  regarding  drug  abuse. 


At  the  April  29  meeting  of  the  State  Ad  Hoc  Commit- 
tee, Hollis  S.  Ingraham,  M.D.,  Commissioner  of  Health, 
reviewed  his  department’s  responsibilities.  Dr.  Wbalen 
outlined  the  task  of  the  ad  hoc  committee  in  assisting 
the  department  to  establish  curriculum  contents,  facul- 
ty, and  methods.  Donald  C.  Walker,  M.D.,  Office  of 
Medical  Manpower,  gave  a brief  description  of  the  activ- 
ities of  his  division,  in  cooperation  with  the  State  Med- 
ical Society,  in  promoting  the  continuing  education  pro- 
gram on  drug  abuse  for  physicians.  Even  though  it 
might  be  difficult  to  induce  the  busy  physician  to  par- 
ticipate in  this  educational  effort,  the  State  Medical 
Society  can  undoubtedly  be  of  great  assistance  in  en- 
couraging a change  of  attitude. 

We  would  be  remiss  in  our  responsibilities  if  we  were 
to  pass  over  the  need  for  simultaneous  basic  research 
on  the  mechanisms  involved  in  addiction  with  the  ulti- 
mate purpose  of  minimizing  or  eliminating  the  addic- 
tive effects  of  narcotic  agents  or  even  more  important 
of  substituting  basically  nonaddictive  drugs  for  addic- 
tive ones. 

All  these  suggestions  would  broaden  our  horizons  to 
help  a vastly  neglected  and  deprived  segment  of  our 
society. 

Respectfully  submitted, 

William  Antopol,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION  The  following  report  was  presented 
by  Milton  Rosenberg,  M.D.,  chairman. 

The  reference  committee  takes  cognizance  of  the  tre- 
mendous role  that  drug  abuse  plays  in  our  society  and 
encourages  any  efforts  to  focus  attention  on  this  problem 
to  both  the  public  and  the  physicians.  The  committee 
is  to  be  commended  for  its  extensive  activities  in  this 
area,  in  collaboration  with  the  New  York  State  Depart- 
ment of  Health. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


Audio-Visual  Aids 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Audio-Visual  Aids 


are  as  follows: 

Kenneth  B.  Olson,  M.D.,  Chairman  Albany 

Wilbur  M.  Dixon,  M.D Broome 

James  J.  Quinlivan,  M.D Albany 


From  July  1,  1969,  to  June  30,  1970,  the  number  of 
films  shipped  totaled  27,613  (Table  I).  The  reported 
attendance  was  1,711,640,  and  the  total  reported  show- 
ings were  55,993. 

From  July  1,  1969,  to  June  30,  1970,  22  new  medical 
films  were  added  to  the  Library. 

The  question  of  joining  the  Association  of  Medical 
Television  Broadcasters,  Inc.  was  brought  to  the  at- 
tention of  the  Commission  on  Public  Health  and  Ed- 
ucation of  the  State  Medical  Society.  Dr.  Quinlivan 
reported  that  New  York  State  had  no  funds  for  member- 
ship in  this  organization,  and  it  was  suggested  that  this 
matter  be  brought  to  the  attention  of  the  Council.  It 
was  felt  that  membership  in  this  organization  would 
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TABLE  I.  Medical  films  shipped  from  July  1,  1969 
to  June  30,  1970 


Category 

Individual 

Shipments 

Films 

'Used 

Private  physicians 

83 

107 

Medical  staffs  of  hospitals 

3,205 

4,161 

Medical  schools 

369 

465 

Pharmacy  schools 

3 

6 

Nursing  schools 

4,201 

6,009 

Public  Health  Service  staffs 

1,185 

1,668 

Voluntary  health  agencies 

424 

594 

Colleges-Biosciences 

2,080 

2,685 

Totals 

11,550 

15,695 

give  to  the  film  library  and  the  State  Medical  Society 
access  to  tapes,  16  mm.  and  cartridge  films  in  new  areas 
of  medical  audio-visual  education.  Although  not  offi- 
cially connected  with  the  Regional  Medical  Programs, 
the  Association  of  Television  Broadcasters  is  essentially 
a part  of  the  Program.  Marvin  L.  Bloom,  M.D.,  Buf- 
falo, chairman  of  the  Committee  on  Continuing  Ed- 
ucation, felt  that  the  Medical  Society’s  membership 
in  this  organization  would  help  continuing  education. 
Norman  S.  Moore,  M.D.,  agreed  to  present  the  Com- 
mittee’s recommendation,  which  was  endorsed  by  mem- 
bers of  the  Commission  on  Public  Health  and  Education, 
to  the  Council. 

Respectfully  submitted, 

Kenneth  B.  Olson,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented 

by  Milton  Rosenberg,  M.D.,  chairman. 

The  report  of  this  committee  was  read  with  interest. 
It  was  noted  that  from  July  1,  1969,  to  June  30,  1970, 
22  new  medical  films  were  added  to  the  library,  and  that 
the  total  number  of  showings  for  that  same  period  was 
55,993. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


Cancer 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Cancer  Committee  are  as  follows: 


Charles  E.  Rogers,  M.D.,  Chairman Nassau 

Richard  D.  Brasfield,  M.D.*  New  York 

Daniel  Burdick,  M.D Onondaga 

Richard  G.  Cooper,  M.D. Erie 

John  W.  Hirshfeld,  M.D Tompkins 

Richard  H.  Lange,  M.D Schenectady 

Daniel  G.  Miller,  M.D New  York 

Arthur  A.  Stein,  M.D Albany 

Herbert  Volk,  M.D Westchester 

Roald  N.  Grant,  M.D.,*  Adviser New  York 

Peter  Greenwald,  M.D.,  Adviser Albany 

Charles  D.  Sherman,  Jr.,  M.D.,  Adviser  Monroe 

Walter  T.  Murphy,  M.D.,  Adviser Erie 

Guy  F.  Robbins,  M.D.,  Adviser New  York 


Miss  Delores  Floss,  New  York  State  Interagency  Com- 
mittee on  Hazards  of  Smoking  (by  invitation) 

’Deceased 


The  committee  addressed  itself  to  a number  of  topics 
this  year  which  included  the  extension  and  expansion 
of  several  projects  begun  under  the  aegis  of  the  previ- 
ous chairman,  Charles  D.  Sherman,  Jr.,  M.D.,  and  both 
the  committee  and  chairman  are  grateful  to  Dr.  Sherman 
for  his  legacy. 

The  committee  wishes  to  invite  attention  to  the  un- 
timely and  most  regrettable  death  of  two  of  its  members, 
Richard  D.  Brasfield,  M.D.,  and  Roald  N.  Grant,  M.D., 
during  the  past  year.  Each  of  these  brilliant  and  un- 
selfish physicians  had  given  unstintingly  of  his  time 
and  made  major  contributions  to  the  functions  of  the 
committee  over  the  past  years.  They  will  be  sorely 
missed. 

With  the  help  and  guidance  of  Richard  H.  Lange, 
M.D.,  the  committee  is  developing  a booklet  on  Un- 
proven Methods  of  Cancer  Treatment.  This  is  an  ex- 
tension of  work  originally  begun  by  Dr.  Grant.  Explo- 
rations are  being  made  into  using  legislative  and  statu- 
tory means  to  restrict  the  practice  of  “quackery”  on 
uninformed  cancer  victims  and  their  families  which 
result  in  unfortunate  consequences. 

An  important  activity  was  the  implementation  of  a 
resolution  passed  last  year  by  the  House  of  Delegates 
concerning  the  banning  of  cigaret  sales  in  hospitals.  The 
committee  proposes  to  use  various  intrastate  agencies 
and  organizations  to  make  the  objective  of  this  resolu- 
tion a reality. 

The  lack  of  compliance  of  hospitals  with  the  State 
Health  Code  which  mandates  that  uterine  cervical  Pa- 
panicolaou smears  be  done  on  all  women  admitted  to 
hospitals  under  certain  conditions  was  a matter  of  grave 
concern.  Such  flagrant  disregard  for  the  Code  should 
be  cause  for  the  New  York  State  Health  Department 
to  begin  a “cease  and  desist”  action  and  to  use  such 
punitive  measures  as  are  available  to  them  to  ensure 
State-wide  observance  of  these  regulations. 

Other  topics  being  considered  by  the  committee  are: 
carcinogens  in  foods,  air  and  consumer  products,  short- 
age of  qualified  radiation  therapists  (presently  being 
reviewed  by  various  regional  medical  program  sub- 
committees), continuing  education  of  both  physicians 
and  the  public  on  the  hazards  of  smoking  cigarets,  the 
Cole  Commission  Report  concerning  guidelines  for  the 
care  of  cancer  patients,  and  the  use  of  peer  review  com- 
mittees to  upgrade  the  care  of  cancer  patients. 

The  committee  has  submitted  a resolution  urging  the 
State  Medical  Society  to  recommend  that  the  age  limit 
for  taking  Papanicolaou  cervical  smears  be  extended  to 
sixty-five  years  instead  of  fifty-four  years. 

Respectfully  submitted, 

Charles  E.  Rogers,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION  The  following  report  was  presented 
by  Milton  Rosenberg,  M.D.,  chairman. 

The  reference  committee  notes  the  serious  concern 
of  the  Cancer  Committee  regarding  the  lack  of  compli- 
ance of  the  hospitals  with  the  New  York  State  Health 
Code  regarding  Papanicolaou  cervical  smear  tests.  This 
committee  urges  all  physicians  of  the  State  to  comply 
with  this  statutory  requirement. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 
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Chronic  Pulmonary  Diseases 

To  the  House  of  Delegates,  (Sentlemen: 

The  members  of  the  Committee  on  Chronic  Pulmo- 
nary Diseases  are  as  follows: 

Frank  Clay  Maxon,  -Ir.,  M.D.,  Chairman  Albany 

Joseph  Fusco,  M.D.  Columbia 

Henry  J.  Brock,  M.D.  Erie 

Marshall  Henry  Williams,  -Jr.,  M.D.  Bronx 

The  committee  submits  its  recommendations  on  the 
following  problems  of  importance  to  those  physicians 
who  treat  patients  with  chronic  pulmonary  diseases. 

Treatment  of  Tuberculosis  in  General  Hospitals. 
The  committee  agrees  that  tuberculosis  may  be  safely 
and  successfully  treated  in  general  hospitals.  With 
the  decrease  in  number  of  cases  and  increased  outpatient 
treatment  programs,  it  is  obvious  that  maintenance  of 
conventional  tuberculosis  sanatoria  cannot  be  justified 
for  more  than  a few  years.  A clear  understanding  must 
be  reached  as  to  the  anticipated  patient  load  for  the 
general  hospital,  the  custodial  type  of  institution,  and 
the  outpatient  facility.  Flxisting  legal  restrictions  re- 
garding the  treatment  of  tuberculosis  must  be  readjusted 
to  meet  modern  requirements.  Approval  for  regional 
general  hospitals  in  large,  centrally  located  communities 
to  accept  patients  with  acute  tuberculosis  is  worth  con- 
sidering. A pilot  study  program  for  tuberculosis  care 
in  small  selected  community  hospitals  might  provide 
helpful  guidelines.  At  all  levels  inpatient  and  outpa- 
tient care  should  be  integrated,  hopefully  through  a 
common  staff  of  medical,  nursing,  and  social  service 
workers.  It  seems  to  be  desirable  for  the  New  York  State 
Department  of  Health  to  appoint  members  of  the  State 
Medical  Society  who  are  qualified  experts  in  tuberculo- 
sis to  an  advisory  committee  studying  this  problem. 

Training  of  Physicians.  Members  of  the  committee 
have  observed  that  there  is  a need  for  more  emphasis 
on  teaching  the  clinical  aspects  of  pulmonaiy  diseases 
to  the  medical  student,  particularly  the  house  staff, 
in  some  university  hospitals.  The  roles  of  physical  diag- 
nosis, fluoroscopy,  simple  radiologic  procedures,  and 
microbiologv'  should  continue  to  remain  in  their  impor- 
tant perspective  and  to  be  used  as  a guide  for  the  appro- 
priate integration  of  pulmonarv’  physiologic  studies,  lung 
scanning,  and  others  in  the  evaluation  and  management 
of  the  patient. 

The  increasing  number  of  patients  with  chronic  pul- 
monary diseases  and  the  anticipated  inclusion  of  pa- 
tients with  tuberculosis  in  the  general  hospital  man- 
dates a well-distributed  group  of  qualified  physicians  to 
meet  these  needs.  For  these  reasons,  again  this  year, 
the  committee  recommends  that  the  State  Medical 
Society  together  with  the  New  York  State  Department 
of  Health,  the  New  York  State  Trudeau  Society,  the 
New  York  State  Chapter  of  the  American  College  of 
Chest  Physicians,  and  the  chiefs  of  pulmonary  depart- 
ments in  the  medical  colleges  explore  the  possibilities 
of  providing  financial  support  for  special  training  in 
pulmonary  diseases  at  all  levels  of  medical  practice. 
The  committee’s  report  of  1969  provides  an  adequate 
discussion  of  this  matter. 

Radiologic  Procedures.  It  is  again  recommended 
that  clinicians  specializing  in  chest  diseases  be  exempt 
from  any  restrictions  by  hospital  departments  of  radi- 
ology so  far  as  the  ordering  of,  participating  in,  and  in- 
terpreting for  their  own  application,  any  radiologic  pro- 


cedures employed  in  the  evaluation  and  management  of 
chest  diseases. 

Air  Pollution  and  Smoking  Cigarets.  It  is  recom- 
mended that  the  State  Medical  Society  develop, 
through  its  county  medical  societies,  an  active  program 
outlining  the  relationship  of  pulmoneu^  disease  to  air 
pollution  (industrial,  fuel  carbonative  agents,  and 
others).  A similar  program  should  be  launched  regard- 
ing smoking  cigarets  in  those  counties  which  do  not  al- 
ready have  such  programs  in  progress.  The  committee 
feels  that  education  of  the  physicians  and  the  public 
concerning  these  health  hazards  will  materially  reduce 
the  incidence  of  chronic  obstructive  pulmonary  disease 
and  malignant  tumors  of  the  lung.  Administrative 
efforts  to  cooperate  with  the  New  York  State  Department 
of  Environmental  Conservation  as  well  as  with  the  New 
York  State  Department  of  Health  should  be  strength- 
ened. A program  of  public  education  might  be  imple- 
mented by  cooperative  action  with  the  New  York  State 
Tuberculosis  and  Respiratory  Disease  Association,  Inc. 
and  its  affiliates. 

Norman  S.  Moore,  M.D.,  suggested  that  the  commit- 
tee initiate  the  meetings  and  discussions  as  outlined. 
Kenneth  B.  Olson,  M.D.,  stated  that  there  should 
be  an  exchange  of  information  and  a coordinated 
effort  between  the  Committees  on  Cancer,  Chronic  Pul- 
monary Diseases,  and  School  Health  on  the  problem 
of  smoking  cigarets.  The  Cancer  Committee  presented 
a resolution  urging  all  hospitals  in  the  State  to 
discontinue  the  sale  of  cigarets  on  their  premises.  This 
resolution  was  approved  by  the  House  of  Delegates  in 
February,  1970,  and  copies  have  been  sent  to  hospitals 
throughout  the  State.  The  Interagency  Committee  on 
the  Hazards  of  Smoking  has  also  been  active  in  this  area. 

Your  chairman  feels  that  closer  involvement  with 
the  Committee  on  Continuing  Education  to  promote  a 
more  intensive  training  program  for  physicians  in  this 
field  is  desirable. 

With  regard  to  the  transfer  of  patients  with  tuberculo- 
sis from  special  hospitals  to  general  or  community 
hospitals,  the  New  York  State  Health  Department  has 
been  compiling  data  on  the  size  and  cost  of  this  transi- 
tion, how  to  finance  it,  and  necessary  changes  in  the 
Public  Health  Law  to  formulate  a plan  on  how  this  may 
best  be  accomplished.  George  G.  Hart,  M.D.,  chairman. 
Committee  on  General  Practice,  pointed  out  that  if  these 
patients  are  put  in  a general  hospital,  a great  deal  of 
administrative  work  will  have  to  be  done  on  follow-up 
on  an  outpatient  basis.  Stephen  C.  Mahady,  M.D., 
assistant  commissioner  for  medical  care  services  and 
evaluation.  New  York  State  Department  of  Health, 
stated  that  these  things  have  been  taken  into  consider- 
ation as  part  of  the  concept  of  continuity  of  total  pa- 
tient care  and  that  the  Health  Department’s  responsi- 
bility for  tuberculosis  control  will  still  remain  as  a 
public  health  function  of  that  department 

Respectfully  submitted, 

Frank  Clay  Maxon,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented 
by  Milton  Rosenberg,  M.D.,  chairman. 

The  committee  questions  that  portion  of  the  report 
entitled  “Radiologic  Procedures”  as  being  a serious 
problem.  K such  difficulty  does  arise,  as  delineated 
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under  this  subheading,  the  committee  feels  that  it  can 
best  be  handled  on  a local  level. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


Continuing  (Postgraduate)  Education 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Continuing  (Post- 


graduate) Education  are  as  follows: 

Marvin  L.  Bloom,  M.D.,  Chairman Erie 

William  C.  Felch,  M.D Westchester 

Phillip  Levitan,  M.D Suffolk 

Ward  L.  Oliver,  M.D Albany 

Malcolm  M.  Page,  M.D Otsego 

Robert  L.  Patterson,  Jr.,  M.D New  York 

Theodore  J.  Prowda,  M.D Oneida 

Charles  D.  Sherman,  Jr.,  M.D Monroe 

Franklyn  B.  Amos,  M.D.,  Adviser Albany 

Donald  C.  Walker,  M.D.,  Adviser Albany 


Continuing  education,  until  recently,  has  been  re- 
garded as  a good  thing,  to  be  sure,  but  a little  to  the  side 
of  the  mainstream  of  concern.  In  the  new  pragmatism, 
it  has  become  quite  a central  and  integral  part  of  accept- 
able standards  of  medical  practice. 

The  courts  have  contributed  to  this  changed  attitude. 
No  longer  can  clinical  performance  be  defined  as  accept- 
able by  being  compared  to  practices  in  a locality,  how- 
ever remote.  Information  has  been  made  available  so 
readily,  in  one  way  or  another,  that  only  optimum  per- 
formance has  come  to  be  expected  and  is  measured  by 
national  rather  than  local  standards. 

Relevance  to  medical  care,  made  visible  by  document- 
ed alteration  of  clinical  practice,  is  becoming  a requisite 
in  the  planning  of  continuing  education.  To  implement 
this  cardinal  concept,  the  committee  has  recognized 
that  it  would  be  necessary  to  recruit  the  cooperation  and 
resources  of  its  Statewide  partners  in  education,  such  as 
the  professional  societies,  medical  schools,  regional  med- 
ical programs,  and  the  State  Department  of  Health. 
With  this  objective  in  mind,  the  State  Medical  Society 
held,  on  September  21,  1970,  an  “Invitational  Meeting 
on  Initiation  of  Cooperative  Statewide  Planning  to  Im- 
prove the  Continuing  Education  System.” 

During  recent  years,  a preoccupation  with  the  pro- 
liferation of  programs  being  conducted  and  with  the  new 
communications  tools  has  diverted  planners  from  deal- 
ing with  the  organization  and  coordination  of  a State- 
wide system  for  continuing  education.  Time  has  not 
been  wasted  since  sound  new  concepts  of  pedagogy  have 
been  examined,  tested,  and  accepted,  thus  perceptibly 
changing  attitudes  in  the  process.  A more  critical,  prag- 
matic, and  sophisticated  yardstick  of  relevance  to  im- 
proved medical  care  has  been  applied  to  programs 
planned  or  given.  Older  lecture  forms  have  begun  to 
give  way  to  innovative  information  retrieval  systems, 
personal  clinical  involvement,  and  technics  for  empha- 
sizing learning  during  the  physician’s  daily  work.  Im- 
portant experiments  have  demonstrated  how  human  ed- 
ucation resources  could  be  augmented  by  skillful  use  of 
technology  (printing,  radio,  television,  computer,  com- 
munications, satellite,  and  so  on). 

Much  constructive  debate  has  sharpened  understand- 
ing by  the  medical  profession  about  motivation  and 
evaluation.  Among  other  increments  of  insight,  a real- 


ization has  appeared  that  these  debates  cannot  be  dis- 
missed as  mere  academic  exercises. 

Nonpunitive  motivation  could  be  offered  through  com- 
prehensive learning  opportunities  and  information 
systems  provided  by  a coordinated  Statewide  ap- 
proach. Evaluation  emerges  as  a key  to  potential  con- 
trol, making  it  incumbent  on  physicians  to  design  and 
manage  their  own  effectively  documented  instrument. 
De  facto  control  of  medical  practice  would  be  in  the 
hands  of  any  authority  which  would  preside  over  evalua- 
tion of  continuing  education.  Therefore,  and  without 
delay,  it  would  be  recommended  that  the  State  Medical 
Society  enunciate  and  promote  acceptable  Statewide 
policies  dealing  with  both  motivation  and  evaluation, 
proposing  a cooperatively  governed  Statewide  structure. 

Invitational  Meeting,  September  21.  With  the  ap- 
proval of  the  Council,  the  committee  invited  representa- 
tives of  Statewide  institutions  and  organizations  to  con- 
sider working  with  the  State  Medical  Society  in  coopera- 
tive planning  to  improve  the  continuing  education 
system.  Those  present  included  representatives  of  the 
State  Medical  Society,  medical  schools,  regional  medical 
programs,  specialty  societies,  and  the  New  York  State 
Department  of  Health. 

The  verbatim  protocol  of  this  meeting  is  being  pre- 
pared and  will  be  submitted  for  publication  in  the  New 
York  State  Journal  of  Medicine. 

Whatever  might  have  been  accomplished,  it  was  clear 
that  the  Society  had  taken  a sound  step  by  inviting  into 
equal  partnership  all  major  Statewide  forces  with  a 
significant  stake  in  the  continuing  education  process. 
By  invoking  such  a gathering,  the  State  Medical  Society, 
anticipating  acceptance  of  its  responsibility  in  leader- 
ship and  willingness  to  commit  its  own  resources,  em- 
phasized its  own  interest  and  concern.  Those  present 
called  for  a public  expression  from  the  Society  regarding 
such  a policy  and  indicating  hope  and  expectation  that 
Statewide  cooperation  would  follow  from  all  involved 
in  continuing  education. 

During  the  day’s  deliberations,  the  national  trend  in 
continuing  education  was  underscored.  Significant 
steps  taken  by  various  state  medical  societies  were 
cited,  the  Oregon  resolution  to  require  documented  ac- 
tivity for  membership;  an  analogous  action  taken  recent- 
ly in  Pennsylvania;  the  highly  organized  and  well-funded 
activities  of  the  California  Medical  Society;  the  con- 
tinuing support  of  its  Postgraduate  Medical  Institute  by 
the  Massachusetts  Medical  Society;  and  many  others. 

A tightening  reorganization  of  educational  efforts  is 
progressing  nationally,  requiring  a heightened  aware- 
ness from  the  State  Medical  Society  and  a determina- 
tion to  commit  adequate  resources  of  its  own.  By  taking 
Statewide  leadership  at  this  time,  the  Society  would  be 
credited  with  protecting  the  public  welfare  and  with 
maintaining  responsible  control  by  physicians  over  med- 
ical practice.  There  would  be  great  hazard  in  permitting 
others  to  assume  control  by  asserting  educational  leader- 
ship at  this  critical  time.  Inevitably,  whoever  institutes 
the  kind  of  orderly  system  the  situation  demands  would 
have  authority  over  the  system  and  the  conduct  of  physi- 
cians within  it. 

The  invitational  meeting  confirmed  the  fact  that 
Statewide  forces  would  be  receptive  to  concrete  pro- 
posals from  the  State  Medical  Society  toward  setting 
up  a cooperative  Statewide  educational  system,  with 
options  for  structure  and  implementation  to  be  decided 
by  those  concerned,  acting  together. 
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System  design  would  begin  with  the  physician — where 
he  is,  what  his  needs  are,  and  how  his  work  could  be 
facilitated. 

For  organizational,  informational,  and  documentary 
purposes,  each  physician  would  relate  to  an  educational 
resource  office.  Where  this  would  be  located  was  the 
subject  of  considerable  debate.  Various  suggestions 
were  the  doctor’s  hospital  affiliate,  his  county  medical 
society  office,  his  specialty  society,  his  medical  school, 
his  area’s  regional  medical  program,  and  a more  broadly 
conceived  instrument  like  the  Postgraduate  Medical 
Institute  of  the  Massachusetts  Medical  Society.  Wher- 
ever this  would  be,  it  would  be  administered  by  phy- 
sicians and  would  keep  a continuing  account  of  each 
individual’s  educational  activities. 

In  any  event,  the  invitational  meeting  resulted  in  a 
clear  consensus  that  documented  regulation  of  continu- 
ing education  is  to  be  anticipated  as  part  of  regular  pro- 
fessional practice  and  that  more  flexible  opportunities 
for  acceptable  continuing  education,  than  attendance 
at  lectures,  would  have  to  be  offered. 

A fundamental  weakness  in  the  current  system  is  its 
emphasis  on  ends  rather  than  means,  on  quantitation 
or  certification  of  periodic  attendance  rather  than  on 
quality  of  education. 

Without  an  orderly  attempt  to  identify  needs,  a com- 
prehensive annual  curriculum  for  each  type  of  physician 
cannot  be  constructed.  Without  some  kind  of  curricu- 
lum with  definite  learning  goals,  the  doctor,  whether 
in  teaching  or  in  clinical  practice,  faces  a vast  jungle 
of  journals,  shifting  concepts,  rapidly  obsolete  hardware, 
and  formidable  time  barriers  in  keeping  pace  through 
study. 

Only  a cooperative  Statewide  system  can  marshall 
resources  to  identify  needs  and  design  differentiated 
curricula.  Interaction  of  professional  societies  with 
corresponding  academic  departments  can  collate  infor- 
mation from  sources  involved  in  improving  medical 
care  and  can  publish  annual  continuing  education  goals 
for  each  type  of  physician. 

Without  intruding  on  the  sovereignty  of  any  educa- 
tional group,  a Statewide  system  could  offer  integrated 
planning  thus  avoiding  expensive  duplication,  publiciz- 
ing all  offerings,  applying  Statewide  communications 
systems,  and  introducing  cooperative  central  guidance. 

Each  physician  would  relate  to  his  local  educational 
resource  office,  which  would  be  linked  to  similar  offices 
throughout  the  State.  Through  a central  Statewide 
mechanism,  procedural  details  would  be  developed. 
Such  matters  would  include  motivation,  incentives, 
pedagogic  options  for  acceptable  continuing  education, 
documentation,  evaluation,  and  monitoring.  Annual 
reviews  of  categorical  needs  would  be  commissioned  and 
published. 

The  central  Statewide  mechanism  could  be  called  a 
postgraduate  medical  academy  or  council.  It  would  en- 
list representation  from  Statewide  forces  concerned 
with  continuing  education.  These  would  include  the 
State  Medical  Society,  medical  schools,  specialty  socie- 
ties, regional  medical  programs,  and  the  New  York  State 
Department  of  Health.  By  uniform  Statewide  pro- 
cedures the  academy  or  council  would  be  linked  with  all 
physicians,  thus  creating  a unique  control  resource  for 
information,  data-processing,  evaluation,  and  coordina- 
tion. 

Discussion  at  the  invitational  meeting  stressed  the  im- 
perativeness of  flexible  options  establishing  what  would 


be  considered  acceptable  in  continuing  education.  The 
old  idea  that  continuing  education  of  the  physician  can 
be  measured  only  by  lecture  hours  attended  at  formal 
courses  was  rejected.  Each  activity  would  be  evaluated 
for  its  capacity  to  teach  and  to  alter  the  doctor’s  clinical 
behavior.  Categories  of  approved  learning  methods 
would  be  many,  and  the  door  to  acceptance  of  new  inno- 
vative approaches  would  remain  open!  New  emphasis 
would  be  placed  on  encouraging  significant  continuing 
education  while  practicing  medicine  thus  using  the  con- 
sultation process  and  the  study  of  reference  material 
from  conventional  libraries  or  the  newer  communications 
systems. 

Summary.  Based  on  its  own  deliberations  during  the 
past  year  and  the  recent  Invitational  meeting,  the  Com- 
mittee on  Continuing  (Postgraduate)  Education  submits 
the  following  recommendations  for  action  by  the  House 
of  Delegates. 

1.  Affirm  an  official  position  on  continuing  education 
by  means  of  a communication  to  its  members  and  all 
of  the  groups  represented  at  the  invitational  meeting. 

It  is  suggested  that  this  communication  affirm  a con- 
viction that  the  Medical  Society  accepts  its  responsibil- 
ity for  the  public  welfare,  initiating  a Statewide  effort 
to  improve  the  effectiveness  of  continuing  education, 
enlisting  all  available  statewide  resources  and  expertise, 
and  recognizing  that  optimum  medical  care  could  be 
provided  only  by  doctors  who  have  immediate  access 
to  the  best  available  data,  provided  through  an  educa- 
tional system  designed  to  optimize  clinical  performance. 

2.  Take  steps  (cooperatively  with  the  other  con- 
cerned educational  forces)  to  initiate  local  postgraduate 
centers,  to  invite  each  physician  to  affiliate,  to  provide 
continuing  education  opportunities  (in  the  broad  sense), 
and  to  document  individual  learning  acquired  from  a 
flexible  variety  of  optional  sources,  emphasizing  im- 
mediate clinical  relevance. 

3.  Commit  augmented  Medical  Society  resources  to 
continuing  education  to  permit  immediate  planning  for 
inauguration  of  an  improved  Statewide  system  based  on 
postgraduate  affiliation  of  each  physician  with  a par- 
ticular center  or  office  and  coordinated  by  a properly 
representative  Statewide  council  or  academy  structure. 

4.  Facilitate  publication  of  the  edited  invitational 
meeting  protocol  in  the  New  York  State  Journal  of 
Medicine. 

Respectfully  submitted, 

Marvin L.  Bloom,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION  The  following  report  was  presented 
by  Milton  Rosenberg,  M.D.,  chairman. 

This  committee  is  to  be  commended  for  its  recom- 
mendation of  a Statewide  postgraduate  academy  which 
would  include  representatives  from  the  Medical  Society 
of  the  State  of  New  York,  medical  schools,  specialty 
medical  societies,  Regional  Medical  Programs,  and  the 
New  York  State  Department  of  Health. 

This  committee  further  recommends  to  the  House  of 
Delegates  that  it  consider  the  following: 

1.  Affirm  an  official  position  on  continuing  education 
by  means  of  a communication  to  its  members  and  all  of 
the  groups  represented  at  the  invitational  meeting  held 
on  September  21,  1970. 

2.  Take  steps  (cooperatively  with  the  other  concerned 
educational  forces)  to  initiate  local  postgraduate  centers. 
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to  invite  each  physician  to  affiliate,  to  provide  continu- 
ing education  opportunities  (in  the  broad  sense),  and  to 
document  individual  learning  acquired  from  a flexible 
variety  of  optional  sources,  emphasizing  immediate 
clinical  relevance. 

3.  Commit  augmented  Medical  Society  resources  to 
continuing  education  to  permit  immediate  planning 
for  inauguration  of  an  improved  Statewide  system  based 
on  postgraduate  affiliation  of  each  physician  with  a par- 
ticular center  or  office  and  coordinated  by  a properly 
representative  Statewide  council  or  academy  structure. 

4.  Facilitate  publication  of  the  edited  minutes  of  the 
invitational  meeting  on  Initiation  of  Cooperative  State- 
wide Planning  to  Improve  the  Continuing  Medical  Edu- 
cation System,  September  21,  1970,  in  the  New  York 
State  Journal  of  Medicine. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


Date  Processing  in  Medicine 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Data  Processing 


in  Medicine  are  as  follows: 

William  A.  Bauman,  M.D.,  Chairman New  York 

William  J.  Burke,  M.D Westchester 

Samuel  R.  Burnett,  M.D. Schenectady 

Ralph  L.  Engle,  Jr.,  M.D New  York 

Elemer  R.  Gabrielli,  M.D Erie 

Terence  W.  Murphy,  M.D New  York 

Leon  Pordy,  M.D New  York 

William  J.  Mueller,  Adviser Onondaga 


The  committee  helped  coordinate  scientific  exhibits 
on  Data  Processing  in  Medicine  at  the  1970  annual  meet- 
ing of  the  State  Medical  Society  and  sponsored  the  Sci- 
entific Session  on  Data  Processing  which  was  attended 
by  75  Society  members. 

The  committee  met  on  June  4,  in  Buffalo,  to  plan  a 
program  on  Data  Processing  in  Medicine  for  next  year’s 
scientific  session  at  the  annual  meeting.  The  topic  will 
be  “The  Role  of  Data  Processing  in  Community  Med- 
ical Programs,”  and  speakers  have  been  obtained. 

We  have  received  a request  from  the  Medical  Society 
of  the  County  of  Erie  to  review  the  Resolution  to  Amend 
the  Civil  Practice  Law  and  Rules  that  was  submitted  to 
the  Senate  of  the  State  of  New  York  in  February,  1970. 
The  amendment  proposes  immunity  for  medical  infor- 
mation stored  in  computer  data  banks.  The  committee 
has  not  as  yet  taken  a formal  stand  on  this  pending  leg- 
islation. 

A Subcommittee  on  Multiphasic  Screening  has  been 
formed  to  study  programs  for  multiphasic  health  exam- 
inations that  are  being  developed  in  New  York  State. 

Your  committee  continues  to  serve  as  a forum,  for 
questions  relating  to  application  of  computers  to  the 
practice  of  medicine  and  invites  all  members  of  the 
State  Medical  Society  to  participate. 

Respectfully  submitted: 

William  A.  Bauman,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION;  The  following  report  was  presented 
by  Milton  Ro.senberg,  M.D.,  chairman. 


The  reference  committee  noted  with  interest  the  re- 
port of  this  committee. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Development  of  Automated  Multiphasic 
Health  Testing  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  following  are  members  of  the  Committee  on  De- 
velopment of  Automated  Multiphasic  Health  Testing: 


Charles  Weller,  M.D.,  Chairman Westchester 

Leo  Gitman,  M.D Kings 

Robert  E.  Westlake,  M.D Onondaga 


The  purpose  of  this  newly  formed  committee  is  to 
study  automated  multiphasic  health  testing  in  New  York 
State  and  to  develop  guidelines  and  standards  to  pre- 
vent the  development  of  poor  quality  programs.  This 
committee  plans  to  have  its  first  meeting  in  the  Fall. 

The  committee  also  plans  to  use  the  following  “Guide- 
lines for  the  Development  of  Acceptable  Automated 
Multiphasic  Health  Testing  Programs”  adopted  recent- 
ly by  the  Westchester  County  Medical  Society. 

1.  Definition  and  Methodology 

1.1  Automated  multiphasic  health  testing  programs 
are  simply  preliminary  medical  data  acquisition  meth- 
ods, utilizing  automated  technics,  with  the  assistance 
of  allied  health  professional  workers.  The  resulting  data 
are  then  evaluated  by  a physician  as  an  aid  in  defining 
the  patient’s  health  problems  prior  to  initiating  patient 
management. 

1.2  The  systems  used  should  be  designed  to  condense 
and  validate  medical  data  as  acquired,  provide  capsulat- 
ed  summaries,  and  may  suggest  interpretations  of  any 
abnormalities. 

1.3  The  testing  system’s  criteria  should  include  re- 
liability, accuracy  of  output,  savings  of  professional  and 
allied  health  professional’s  time,  have  full  utilization, 
and  be  available  and  customized  for  its  local  needs. 

1.4  For  professional  value  and  economic  feasibility, 
tbe  tests  selected  should  be  simple  and  safe  to  admin- 
ister, easy  to  interpret,  relatively  inexpensive,  quick 
to  perform,  and  have  acceptable  sensitivity,  specificity, 
high  predictive  value,  and  patient’s  acceptance. 

1.5  There  should  be  developed  definitions  of  specific 
patterns  of  normal  and  abnormal  conditions. 

1.6  The  center  must  be  accredited  for  quality  control 
by  an  appropriate  agency. 

1.7  The  objectives  of  automated  multiphasic  health 
testing  programs  must  be  clearly  defined  from  the  be- 
ginning, and  the  testing  programs  used  should  be  de- 
signed specifically  to  meet  these  objectives;  that  is, 
health  maintenance,  diagnostic  services,  management 
of  ongoing  illnesses,  such  as  chronic  disease  or  compen- 
sated asymptomatic  disease.  They  should  meet  the 
specific  health  needs  of  the  aged  and  ghetto  populations, 
employe  groups,  and  so  forth. 

2.  Relationship  to  Existing  Health  Care 
Delivery  System 

2.1  Automated  multiphasic  health  testing  programs 
must  be  integrated  into  the  existing  or  newly  developed 
comprehensive  and  continuing  medical  care  system. 

2.2  There  must  be  a program  to  evaluate  the  long- 
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term  effects  of  automated  multiphasic  health  testing 
programs  on  hospital-bed  utilization  and  on  demands 
for  health  services. 

2.3  Automated  multiphasic  health  testing  programs 
should,  when  possible,  be  utilized  to  serve  unmet  needs 
in  the  delivery  of  health  care  and  to  improve  its  quality 
and  quantity. 

2.4  The  local  medical  profession  should  be  involved 
in  the  planning  and  operation  of  automated  multiphasic 
health  testing  programs. 

3.  Ethical  Considerations 

3.1  Automated  multiphasic  health  testing  centers 
must  be  under  the  supervision  of  a qualified  physician 
or  group  of  physicians. 

3.2  The  testing  centers  should  consider  primarily 
the  interests  of  the  patients  involved  and  comply  with 
ethical  principles. 

3.3  Security  of  patients’  confidential  data  must  be 
constantly  maintained  according  to  present-day  stand- 
ards. 

A symposium  was  held  by  the  Westchester  County 
Medical  Society  in  January,  1970,  on  “Automated  Mul- 
tiphasic Health  Testing  in  the  Seventies.”  This  meet- 
ing called  together  various  groups  who  are  interested  in 
this  area,  such  as  organized  medicine,  private  enterprise, 
and  government.  It  covered  a multitude  of  viewpoints 
from  such  groups  as  the  computer  industry,  drug  indus- 
try, U.S.  Public  Health  Service,  insurance  industry, 
U.S.  Department  of  Health,  Education,  and  Welfare, 
medical  colleges,  and  medical  societies.  The  conference 
discussed  not  the  technical  but  the  socioeconomic  as- 
pects of  this  topic,  and  its  aim  was  to  develop  standards 
or  guidelines  and  ethical  considerations.  The  committee 
will  attempt  to  continue  this  effort  on  a Statewide  basis. 

Respectfully  submitted, 

Charles  Weller,  M.D.,  Chairman 

Health  Care  Technology  (formerly 
Development  of  Automated  Multiphasic 
Health  Testing)  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Health  Ceu-e  Technology,  formerly. 
Committee  on  Development  of  Automated  Multiphasic 
Health  Testing  Programs,  presents  the  following 
“Guidelines  for  the  Development  of  Acceptable  Multi- 
phasic Health  Testing  Programs”  for  the  consideration 
of  the  House  of  Delegates: 

1.  Definition  and  Methodology 

1.1  Multiphasic  health  testing  programs  are  simply 
preliminary  medical  data  acquisition  methods,  often 
utilizing  automated  technics  with  the  assistance  of  al- 
lied health  professional  personnel,  the  resulting  data 
are  then  evaluated  by  a physician  as  an  aid  in  defining 
the  patient’s  health  problems  in  relation  to  patient 
management. 

1.2  The  systems  used  should  be  designed  to  condense 
and  validate  medical  data  as  acquired,  provide  capsu- 
lated  summaries,  and  may  suggest  interpretations  of  any 
abnormalities. 

1.3  The  testing-systems  criteria  should  include  reli- 
ability, accuracy  of  output,  savings  of  professional  and 
allied  health  professionals’  time,  have  adequate  utiliza- 
tion, be  available  and  customized  for  local  needs. 


1.4  For  professional  value  and  economic  feasibility 
the  test  selected  ideally  should  be:  simple,  safe,  easy  to 
interpret,  inexpensive,  quick  to  perform  and  have  ac- 
ceptable .sensitivity,  specificity,  high  predictive  value, 
and  patient  acceptance. 

1.5  The  system  should  establish  individual,  ethnic, 
and  geographic  variations  of  normal  and  abnormal  pat- 
terns. 

1.6  The  program  must  be  appropriately  accredited 
for  quality  control. 

1.7  The  objectives  of  the  program  must  be  clearly 
defined  from  the  beginning,  and  the  testing  programs 
used  should  be  designed  to  meet  such  varying  objectives 
as  health  maintenance,  diagnostic  services,  and  manage- 
ment of  on-going  illnesses,  such  as  chronic  disease  or 
compensated  asymptomatic  disea.se. 

2.  Relationship  to  Flxisting  Health  Care  Delivery 
System 

2.1  Any  multiphasic  health  testing  program  must  be 
integrated  into  the  existing  or  newly  developed  compre- 
hensive and  continuing  medical  care  system. 

2.2  Methods  should  be  developed  to  evaluate  the 
long-term  effects  of  the  program  on  illness  and  on  need 
and  demand  for  health  services. 

2.3  The  program  should,  when  possible,  be  used  to 
serve  otherwise  unmet  needs  in  the  delivery  of  health 
services. 

2.4  The  local  medical  profession  must  be  involved  in 
the  planning  and  development  of  the  program. 

3.  Ethical  Considerations  of  Multiphasic  Programs 

3.1  Operation  of  the  testing  program  must  be  under 
the  supervision  of  qualified  physicians. 

3.2  The  testing  program  should  be  designed  and  con- 
ducted primarily  for  the  patient’s  benefit. 

3.3  The  confidentiality  of  patients’  data  must  be 
maintained. 

3.4  The  principle  of  free  choice  of  physician  by  a 
patient  is  desirable  in  all  testing  programs. 

3.5  The  multiphasic  testing  program  shall  not  be 
considered  to  function  as  the  patient’s  physician. 

Respectfully  submitted, 

Charles  Weller,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION  The  following  report  was  presented 
by  Milton  Rosenberg,  M.D.,  chairman. 

The  reference  committee  wishes  to  emphasize  that 
this  type  of  testing  should  continue  under  the  aegis  of 
the  medical  profession,  and  that  the  physician-patient 
confidential  relationship  should  be  maintained  at  all 
times. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


Disaster  Medical  Care 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Disaster  Medical 


Care  are  as  follows: 

Irving  G.  Frohman,  M.D.,  Chairman Queens 

William  G.  Abel,  M.D Suffolk 

Robert  C.  Kessler,  M.D Monroe 

Patrick  E.  O’Hara,  M.D Onondaga 
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The  committee  wishes  to  bring  the  attention  of  the 
House  of  Delegates  to  the  July  issue  of  Health  News, 
published  by  the  New  York  State  Department  of  Health, 
which  was  devoted  to  emergency  and  disaster  planning 
and  which  is  an  excellent  report  on  what  is  going  on  in 
the  various  parts  of  the  State.  Included  were  several 
exercises  in  simulated  disasters  to  test  emergency 
medical  care  procedures  and  comments  on  experiences 
in  several  actual  disasters.  The  members  of  this  commit- 
tee are  rendering  distinguished  leadership  in  this  field 
to  their  communities. 

The  committee  noted  that  the  helicopter  rescue  activ- 
ities and  procedures  for  Kennedy  International  Air- 
port for  the  removal  and  evacuation  of  airplane  casual- 
ties to  hospitals  from  civilian  airports,  which  had  been 
initiated  in  the  County  of  Queens  at  Peninsula  General 
Hospital,  were  now  nationally  adopted.  The  committee 
noted  the  need  for  closer  coordination  among  the  vari- 
ous agencies  in  the  metropolitan  New  York  area.  Con- 
cern was  expressed  for  the  disaster  implications  inci- 
dental to  the  projected  closing  of  government  facilities, 
such  as  Floyd  Bennett  Naval  Air  Station  in  Brooklyn, 
and  the  gap  that  is  generated  in  emergency  coverage 
(helicopter  and  emergency  manpower  services)  in  the 
event  of  hurricane,  holocaust,  atomic  blast,  or  major 
highway  accidents. 

A study  of  services  in  emergency  rooms  will  be  made 
available  in  the  near  future.  This  will  provide  informa- 
tion on  disaster  emergency  medical  care. 

Last  year,  the  committee  suggested  that  legislation 
be  introduced  to  avoid  future  Woodstock-type  festivals 
from  the  viewpoint  of  inherent  disaster  potential.  A 
law  was  passed  this  year,  and  signed  by  the  Governor, 
placing  stringent  requirements  for  sponsors  planning  to 
have  5.<»00  or  more  people  for  over  twenty-four  hours. 
Several  of  these  projected  festivals  have  accordingly  been 
cancelled.  When  a disaster  occurs  in  metropolitan  or 
urban  areas  with  heavy  traffic,  there  is  the  possibility 
of  getting  help  by  air  transport.  This  aid  must  basically 
depend  on  whatever  services  are  locally  available  and 
the  prevailing  weather  conditions. 

Respectfully  submitted, 

Irving  G.  Frohman,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION  The  following  report  was  presented 
by  Milton  Rosenberg,  M.D.,  chairman. 

This  reference  committee  has  been  advised  that  there 
is  an  appalling  lack  of  awareness  by  many  people  con- 
cerning tbe  area  of  disaster  medical  care.  The  commit- 
tee applauds  the  legislation  which  places  stringent  regu- 
lations on  Woodstock-type  festivals. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


Forensic  Medicine 

'To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Forensic  Medicine 


are  as  follows; 

Milton  Helpern,  M.D.,  Chairman  New  York 

Martin  Hilfinger,  Jr.,  M.D Onondaga 

Herbert  Lansky,  M.D Erie 


Leslie  I.  Lukash,  M.D Nassau 

John  C.  Sherman,  M.D.  Saratoga 

Arthur  A.  Stein,  M.D Albany 


The  committee  has  continued  its  survey  of  forensic 
medicine  in  the  various  counties  of  the  State.  A ques- 
tionnaire has  been  sent  to  the  county  coroners,  medical 
examiners,  or  health  officers  concerning  medical  exam- 
iner and  county  coroner  activities  in  their  respective 
counties  relative  to  the  official  investigation  of  deaths 
under  their  jurisdiction.  The  analysis  of  the  returns 
has  not  as  yet  been  completed,  but  the  replies  have  been 
interesting. 

A preliminary  examination  reveals  that  in  a number 
of  counties  the  total  number  of  deaths  are  not  being 
reported;  except  for  apparent  criminal  cases,  only  a 
small  percentage  are  accepted  for  investigation  and 
autopsy;  and  indications  are  that  many  of  the  investi- 
gations are  not  made  at  the  scene  which  can  be  impor- 
tant to  the  evaluation  of  the  circumstances  of  death. 
It  appears  that  in  those  counties  having  a coroner  system 
the  work  is  being  handled  unevenly  while  those  counties 
which  have  a medical  examiner  system  provide  a more 
realistic  report  on  deaths  and  adequate  treatment  of 
anything  unusual. 

The  committee  felt  the  medical  examiner  system  was 
a great  step  forward.  In  some  counties,  there  still  re- 
mains the  problem  of  budget  and  recruitment  of  pathol- 
ogists, investigators,  and  others.  After  receiving  train- 
ing in  this  field,  a number  are  lured  away  from  govern- 
ment jobs  to  better  paying  jobs  with  lighter  case  loads. 
Just  because  an  autopsy  is  done,  it  does  not  necessarily 
mean  an  adequate  investigation  has  been  provided. 
Much  depends  on  the  person  doing  the  autopsy  and  the 
methods  being  employed. 

The  committee  has  been  concerned  about  the  newly 
enacted  abortion  law  and  its  effect  on  the  infant  mortal- 
ity rate.  There  is  a move  underway  to  have  abortions 
performed  in  physicians’  offices.  However,  the  com- 
mittee felt  that  if  complications  were  to  arise,  such  as 
hemorrhage  and  others,  the  hospital  is  better  equipped 
to  handle  the  emergency  condition  and  would  serve  to 
keep  the  number  of  deaths  down.  The  committee  is  also 
planning  to  hold  a meeting  with  the  County  Officers 
Association  to  see  if  a medical  examiner  system  can  be 
established  on  a regional  basis  rather  than  a county 
basis. 

The  committee  noted  that  in  some  counties  investi- 
gations and  autopsies  are  done  on  a fee-for-service  basis, 
this  is  not  an  ideal  situation  and  is  something  that  re- 
quires further  study.  Some  consideration  is  being  given 
to  using  lay  investigators  in  certain  instances  because 
of  the  manpower  shortage.  Close  cooperation  must  be 
maintained  with  the  police  department,  funeral  direc- 
tors, and  others. 

Respectfully  submitted, 

Milton  Helpern,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION  The  following  report  was  presented 
by  Milton  Rosenberg,  M.D.,  chairman. 

The  reference  committee  was  advised  that  emphasis 
should  be  on  uniform  standards  of  reporting  of  deaths  to 
medical  examiners  or  coroners  throughout  the  State. 

'The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 
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Hard  of  Hearing  and  The  Deaf 

I'o  the  tiouse  of  Delegates,  Gentlemen: 

'I'he  members  of  the  Committee  on  Hard  of  Hearing 
and  the  Deaf  are  as  Follows: 

John  F.  Daly,  M .D.,  Chairman  New  York 

Daniel  C.  Baker,  M.D.  New  York 

Alfred  W.  Doust,  M.D.  Onondaga 

The  committee  during  the  past  year  has  been  con- 
cerned with  the  standards  and  policies  for  audiologic 
services  and  the  provision  of  hearing  aids  for  patients 
eligible  for  Medicaid. 

The  committee  recommended  that  complete  otolar- 
yngologic and  audiologic  examinations  constitute  the 
basis  for  prescribing  a hearing  aid.  The  otologic  exam- 
ination should  he  done  by  a specialist  in  otolarv  ngology. 
I'he  audiologic  examination  could  he  done  either  by  an 
otolaryngologist  who  is  fully  equipped  to  do  hearing-aid 
evaluations  or  by  a specialist  in  audiology. 

The  committee  has  worked  with  the  Bureau  of  Med- 
ical Rehabilitation  of  the  New  York  State  Department 
of  Health  to  review  the  policies  and  standards  for  the 
prescription  of  prosthetic  appliances,  such  as  hearing 
aids. 

Respectfully  submitted. 

John  F.  Daly.  M.D..  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION  The  following  report  was  presented 
by  Milton  Rosenberg.  M.D.,  chairman. 

The  reference  committee  recommends  approval  of  the 
recommendation  that  complete  otolaryngologic  and  au- 
diologic examinations  constitute  the  basis  for  prescribing 
a hearing  aid  and  further  suggests  that  the  committee 
continue  its  work  with  the  Bureau  of  Medical  Rehabili- 
tation of  the  New  York  State  Department  of  Health  in 
reviewing  the  policies  and  standards  for  the  prescription 
of  prosthetic  appliances,  such  as  hearing  aids. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


Health  Manpower  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Health  Manpower 
are  as  follows: 

Bruce  E.  Chamberlain,  M.D.,  Chairman . Onondaga 


Myron  E.  Carmer,  M.D Wayne 

James  C.  Dunn,  M.D.  Erie 

Arthur  Howard,  M.D Fulton 

Robert  V.  Schatken,  M.D Delaware 

Robert  B.  Wallace,  M.D Oneida 

Franklyn  B.  Amos,  M.D.,  Adviser  Albany 


The  committee  has  held  two  meetings  since  the  1970 
House  of  Delegates.  A number  of  projects  suggested  in 
previous  committee  reports  have  not  received  attention. 
Priority  has  been  given  to  matters  pertaining  to  the 
development  of  new  health  manpower,  the  physician’s 
assistant,  and  medical  school  recruitment. 

I wish  to  express  my  appreciation  to  all  members  of 
the  committee  for  their  participation.  It  is  our  good  for- 
tune to  have  as  adviser  to  the  committee,  Franklyn  B. 
Amos,  M.D.,  of  the  New  York  State  Department  of 


Health.  The  chairman  is  in  a unique  position  to  have 
an  opportunity  to  relate  to  the  Comprehensive  Health 
Planning  manpower  programs  on  areawide  and  State 
levels  and  the  Central  New  York  Regional  Medical  Pro- 
gram. 

A supplementary  report  on  the  committee’s  actions 
will  he  given  to  the  House  of  Delegates. 

Resolutions.  The  following  resolutions  were  referred 
to  the  committee  hy  the  1970  House  of  Delegates. 

Medical  Student  Recruitment.  Resolutions  70-11, 
“Medical  Student  Recruitment  Programs”  and  70-56, 
“Revision  of  Education  Law  and  Health  Manpower,” 
were  concerned  with  medical  student  recruitment  at 
the  county  level.  Article  13,  Section  610(a)  of  the  New 
York  State  Education  Law  was  amended  in  1970  to  allow 
medical  and  dental  students  subsidized  by  county  boards 
of  supervisors  to  attend  school  anywhere  in  the  nation 
rather  than  only  in  New  York  State.  The  committee  re- 
ceived a report  from  the  New  York  State  Department  of 
Health  listing  the  participating  counties  and  the  number 
of  students  in  such  programs.  The  report  was  printed  in 
News  of  New  York. 

A letter  was  written  by  Dr.  Cramer,  of  this  committee, 
requesting  the  county  medical  societies  to  implement 
these  resolutions  at  the  local  level.  The  committee 
recommended  to  the  Council  that  this  letter  be  sent  to 
presidents  of  all  county  medical  societies.  The  commit- 
tee also  recommends  that  a report  of  the  first  successful 
candidate  be  obtained  from  a participating  county  and 
be  used  to  publicize  this  project. 

Julia  L.  Freitag,  M.D.,  Office  of  Medical  Manpower 
of  the  State  Health  Department,  reported  that  several 
other  states  had  requested  information  from  the  New 
York  State  Department  of  Health  on  this  type  of  recruit- 
ment of  medical  students  as  a means  of  commitment  to 
practice  in  rural  areas. 

Increasing  Supply  of  Practicing  Physicians.  Resolu- 
tions 70-19,  “Increasing  the  Supply  of  Practicing  Phy- 
sicians”; 70-20,  “Increasing  the  Number  of  Physicians 
in  New  York  State”;  and  70-85,  “Shortage  of  Doctors 
of  Medicine”  recommend  that  Americans  studying 
abroad  be  assimilated  into  the  upper  classes  of  medical 
schools  in  the  United  States  and  that  the  State  Educa- 
tion Department  evolve  a plan  to  utilize  American 
students  studying  medicine  abroad.  The  committee  re- 
ferred resolutions  70-19,  70-20,  and  70-85  to  the  Council 
with  the  recommendation  that  a meeting  be  held  with 
the  deans  of  the  Association  of  New  York  Medical  Col- 
leges to  discuss  this  problem  and  that  liaison  be  estab- 
lished with  the  New  York  State  Chapter  of  the  American 
Association  of  Medical  Colleges. 

Physicians'  Assistants.  Resolutions  70-49,  “Health 
Manpower  and  the  Physicians’  Assistants,”  and  70-50, 
“Training  Programs  for  Former  Military  Paramedical 
Personnel,”  recommended  that  training  programs  for 
physicians’  assistants  be  implemented,  that  the  Medical 
Practice  Act  be  amended  to  facilitate  the  utilization 
of  physicians’  assistants  by  licensed  physicians,  and  that 
a group  be  appointed  to  develop  guidelines  for  programs 
to  qualify  former  military  paramedical  personnel  as 
physicians’  assistants. 

Dr.  Freitag  reported  that  training  programs  are  now  in 
existence  and  draw  the  majority  of  their  students  from 
medical  corpsmen  discharged  from  military  service. 
The  initial  program  in  this  State  was  started  by  Brook- 
lyn-Cumberland  Medical  Center  and  Long  Island  Uni- 
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versity  and  is  a two-year  program  modeled  on  the  Duke 
University  program. 

A seminar  on  the  education  of  physicians’  assistants, 
cosponsored  by  this  committee,  was  held  on  June  18, 
in  Syracuse,  with  D.  Robert  Howard,  M.D.,  speaking  on 
Duke  University’s  program  and  Gerald  B.  Bassett,  M.D., 
speaking  on  the  Medex  Program  of  the  University  of 
Washington.  More  than  200  persons  attended  this 
seminar. 

Robert  B.  Wallace,  M.D.,  is  working  with  the  Mohawk 
Community  College,  in  Utica,  on  an  education  program 
for  physicians’  assistants.  Interest  in  this  program  is 
being  shown  by  other  community  colleges  and  medical 
centers  across  the  State. 

Another  seminar  on  physicians’  assistants,  sponsored 
by  Hunter  College,  New  York  City,  was  held  at  Sterling 
Forest  Conference  Center  on  October  10  through  12. 
Dr.  Wallace  represented  the  State  Medical  Society. 

James  C.  Dunn,  M.D.,  was  appointed  to  contact  the 
Toronto  Medical  Center  in  regard  to  any  program  per- 
taining to  physicians’  assistants. 

A survey  of  physicians  in  Central  New  York  Region 
concerning  physicians’  assistants  was  made,  and  the 
results,  tabulated  by  computer,  will  be  made  available 
to  physicians. 

Other  aspects  of  this  program  involve  malpractice  in- 
surance coverage  for  physicians’  assistants,  changes  in 
the  Medical  Practice  Act  to  permit  physicians  to  legally 
delegate  duties  and  responsibilities  to  these  assistants, 
and  registration  of  physicians’  assistants  by  the  New 
York  State  Department  of  Education  to  insure  high 
standards  of  practice. 

Dr.  Amos  reported  that  while  there  has  been  25  per 
cent  increase  in  physicians  registered  by  the  New  York 
State  Department  of  Education,  there  are  more  than 
300  communities  without  adequate  medical  services. 
About  70  per  cent  of  the  patients  admitted  to  emergency 
rooms  in  hospitals  are  not  really  emergency  cases. 
This  shortage  of  physicians  shows  there  is  a need  for  the 
development  of  physicians’  assistants  programs  to  better 
utilize  the  services  of  available  physicians. 

Our  efforts  will  be  required  to  educate  the  legislators 
concerning  amendments  to  the  Medical  Practice  Act. 
The  committee  suggests  that  the  Legislation  Committee 
of  the  State  Medical  Society  meet  with  the  State  legis- 
lators in  this  effort. 

The  committee  also  suggests  that  counsel  for  profes- 
sional medical  liability  insurance  of  the  State  Medical 
Society  clarify  the  status  of  physicians  and  physicians’ 
assistants  under  the  malpractice  insurance  program. 
Your  chairman  testified  on  physicians’  assistants  pro- 
grams at  a public  hearing  on  health  manpower  held  by 
the  New  York  State  Legislative  Committee  on  Health 
in  New  York  City,  on  September  29.  It  was  emphasized 
that  the  promotion  of  any  program  for  paramedical  per- 
sonnel training  and  utilization  is  no  substitute  for  con- 
tinued efforts  to  train  greater  numbers  of  physicians  and 
nurses  in  the  State. 

New  York  State  Senate  bills  S.  9386  and  S.  9387  were 
also  discussed.  The  Nurses  Association  of  New  York 
State  opposed  this  legislation,  although  they  did  support 
the  concept  of  physicians’  assistants.  Senator  Norman 

Lent  urged  the  State  Medical  Society  to  meet  with  the 
Nurses  Association  prior  to  the  opening  of  the  1971  Leg- 
islature to  prepare  suggestions  for  legislation  on  this 
matter. 

Foreign  Graduate  Physicians.  Resolution  70-64, 


“Employment  of  Foreign  Graduates  by  Nonteaching 
Hospitals,”  recommended  that  foreign  graduate  phy- 
sicians with  E.C.F.M.G.  certificates  be  permitted  to 
work  on  a part-time  basis  in  emergency  rooms  of  non- 
teaching, community  hospitals  provided  they  are  under 
the  direction  of  a physician  duly  licensed  in  the  State  of 
New  York.  At  the  present  time,  the  New  York  State 
Department  of  Health  is  discussing  this  problem  in  re- 
lation to  the  Hospital  Code. 

The  committee  recommends  that  licensvu’e  procedures 
not  be  altered  but  does  endorse  any  necessary  change 
in  the  Hospital  Code  to  make  it  possible  for  nonteaching 
hospitals  to  utilize  the  services  of  foreign  graduate  phy- 
sicians holding  E.C.F.M.G.  certificates. 

Physician  Biennial  Registration  Questionnaire.  The 
committee  discussed  the  Physician  Biennial  Registra- 
tion Questionnaire,  developed  by  Statewide  Informa- 
tion Systems,  an  interdepartmental  information  agency 
set  up  by  the  State  to  gather  statistics  and  to  interpret 
results.  The  Department  of  Education  is  distributing 
this  questionnaire  to  all  licensed  health  professional 
workers.  The  committee  approved  the  use  of  this  ques- 
tionnaire as  a device  for  gathering  information  on  a con- 
tinuing basis  which  would  be  helpful  to  all  State  depart- 
ments in  planning  health  programs. 

Medical  Emergency  Personnel.  Your  chairman  at- 
tended a special  meeting  held  by  the  Emergency  Med- 
ical Services  Bureau  of  the  New  York  State  Health  De- 
partment on  September  30.  Topics  for  discussion  in- 
cluded training  programs  for  medical  emergency  tech- 
nicians, attendants  in  ambulances,  and  mobile  emer- 
gency vehicles. 

Respectfully  submitted, 

Bruce  E.  Chamberlain,  M.D.,  Chairman 


Health  Manpower  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

Your  chairman  is  scheduled  to  participate  in  a confer- 
ence on  “Physician’s  Assistant”  at  the  Brooklyn-Cum- 
berland  Medical  Center  on  January  28  and  29. 

The  committee  met  on  November  12,  at  which  time 
the  principal  deliberations  were  concerned  with  legisla- 
tion regarding  physicians’  assistants  in  New  York  State. 

The  committee  discussed  the  1970  New  York  State 
Senate  Bill  S.  9386  (Lent)  to  provide  for  registration  of 
physicians’  assistants  by  establishing  minimum  stan- 
dards for  those  who  will  be  available  for  employment  by 
physicians,  and  a proposal  on  the  subject  prepared  by 
the  State  Medical  Society’s  Legislative  Counsel  (sub- 
mitted for  comment  on  November  12,  1970).  The  chair- 
man was  directed  to  respond  to  the  Committee  on 
Legislation  by  preparing  a draft  of  a bill  encompassing 
features  of  the  Lent  Bill  and  the  California  Law.  This 
material  was  submitted  with  comments  prepared  by  the 
committee.  Appropriate  action  by  the  Council  was 
requested. 

The  committee  also  recommended  to  the  Council  that 
conferences  be  continued  with  the  Professional  Medical 
Liability  Insurance  carriers  for  the  State  Medical  Society 
regarding  coverage  for  physicians  who  employ  physi- 
cians’ assistants. 

The  committee  further  recommended  to  the  Council 
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that  an  ad  hoc  committee  be  appointed  to  establish  the 
following  guidelines  for  physicians  employing  physi- 
cians’ assistants. 

1.  To  provide  advice  and  counsel  to  physicians  and 
develop  professional  relationships  between  physicians 
and  physicians’  assistants. 

2.  To  develop  types  of  contracts  for  employment. 

3.  To  study  and  produce  relative  salary  ranges  for 
geographic  areas  of  the  State  and  specialty. 

4.  To  recommend  basic  fringe  benefits  to  be  provided 
these  personnel. 

5.  To  develop  standards  of  ethical  conduct. 

Finally,  the  committee  recommends  to  the  Council 
that  the  MSSNY  staff  (a)  develop  a program  of  informa- 
tion on  physicians’  assistants  for  the  physicians  of  this 
State;  (b)  prepare  suitable  coverage  of  the  topic  to  be 
made  available  to  physicians  of  the  State  through  the 
New  York  State  Journal  of  Medicine;  (c)  develop  the 
means  by  which  the  employer  potential  can  be  deter- 
mined among  the  physicians  of  the  State;  and  (d)  estab- 
lish a roster  or  registry  of  physicians  in  New  York  State 
who  have  an  interest  in  employing  physicians’  assistants. 

Respectfully  submitted, 

Bruce  E.  Chamberlain,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION  The  following  report  was  presented 
by  Milton  Rosenberg,  M.D.,  chairman. 

The  reference  committee  reviewed  the  reports  of  the 
Committee  on  Health  Manpower  in  depth. 

We  wish  to  emphasize  the  recommendation  made  to 
the  Council  that  an  ad  hoc  cominittee  be  appointed  to 
establish  the  guidelines  for  physicians  employing  phy- 
sicians’ assistants,  as  follows: 

1.  To  provide  advice  ana  counsel  to  physicians  and 
develop  professional  relationships  between  physicians 
and  physicians’  assistants; 

2.  To  develop  types  of  contracts  for  employment ; 

3.  To  study  and  produce  relative  salary  ranges  for 
geographic  areas  of  the  State  and  specialty; 

4.  To  recommend  basic  fringe  benefits  to  be  provided 
for  these  personnel; 

5.  To  develop  standards  of  ethical  conduct; 

6.  To  develop  a program  of  information  on  physicians’ 
assistants  for  the  physicians  of  this  State; 

7.  To  prepare  suitable  coverage  of  the  topic  to  be 
made  available  to  physicians  of  the  State  through  the 
New  York  State  Journal  of  Medicine; 

8.  To  develop  the  means  by  which  the  employer  po- 
tential can  be  determined  among  the  physicians  of  the 
State;  and 

9.  To  establish  a roster  or  registry  of  physicians  in 
New  York  State  who  have  an  interest  in  employing 
physicians’  assistants. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


Maternal  and  Child  Welfare 

To  the  House  of  Delegates.  Gentlemen: 

The  members  of  the  Committee  on  Maternal  and 
Child  Welfare  are  as  follows: 

Edward  C.  Hughes,  M.D.,  Chairman  Onondaga 

Robert  M.  George,  M.D.  Oneida 


George  -1.  Lawrence,  Jr.,  M.l).  Queens 

Curtis  J.  Lund,  M l).  Monroe 

Ralph  M.  Schwartz,  M.l).  Queens 

Clyde  L.  Randall,  M.l).,  Adviser  Erie 


During  the  f)ast  year  the  committee  has  continued 
its  work  on  the  Central  .New  York  Maternal  and  Peri- 
natal Mortality  Study  and  has  held  several  meetings 
with  the  area  consultants  to  discuss  maternal  and  peri- 
natal mortality  in  the  State  of  New  York.  These  con- 
lerences  were  well  attended  by  local  physicians,  repre- 
sentatives of  the  health  departments,  and  representa- 
tives from  the  local  hospitals. 

'The  committee  has  held  meetings  to  discuss  the 
amended  law  concerning  justified  abortion.  Prior  to 
passage  of  the  law,  the  committee  had  discussed  liber- 
alization of  the  law,  and  criteria  for  revision  of  the  law 
had  been  presented  to  the  House  of  Delegates.  This 
criteria  has  been  ai)proved,  with  minor  changes,  each 
year  for  three  years.  This  past  year  an  amendment 
to  the  penal  law  was  passed  by  the  State  Legislature, 
broadening  the  law  beyond  comprehension.  In  an 
attempt  to  control  and  prevent  complications  such  as 
morbidity  and  deaths,  the  committee  assisted  the  Ad 
Hoc  Committee  on  Abortion  Guidelines,  of  which  your 
chairman  was  a member,  in  the  preparation  of  guidelines 
which  were  adopted  by  the  Council  and  sent  to  all 
members  of  the  State  .Medical  Society.  These  commit- 
tees held  joint  meetings  with  representatives  of  the 
Public  Health  Council  and  separate,  but  similar,  guide- 
lines were  promulgated  by  the  Commissioner  of  Health. 

This  committee  al.so  prepared  forms  for  recording  of 
all  abottions.  These  forms  have  been  sent  to  every 
hospital  in  New  York  State  with  the  exception  of  the 
New  York  City  area.  Quite  a few  of  these  forms  have 
been  completed  and  returned  to  the  committee.  These 
data  have  been  placed  on  punch  cards.  The  committee 
is  hoping  to  receive  similar  data  from  the  New  York 
City  area.  It  is  anticipated  that  important  information 
will  be  forthcoming  by  the  end  of  the  year. 

Research.  Research  continues  on  the  fundamental 
physiology  and  biochemical  reactions  which  are  respon- 
sible for  fertilization,  implantation  of  the  fertilized 
ovum,  and  placental  and  fetal  growth.  This  basic  re- 
search is  related  to  frequent  abortion,  congenital  anoma- 
lies, and  early  labor.  Two  articles  have  been  published 
which  relate  to  the  effect  of  ovarian  steroids  on  endo- 
metrium in  relation  to  the  effects  on  fetal  growth  and 
development. 

Research  related  to  the  function  of  the  placenta  placed 
in  organ  culture  has  been  completed.  It  is  noted  that 
estrogen  affects  cellular  proliferation  of  the  syncytium 
while  progesterone  creates  an  increase  in  placental 
glycogen  necessary  for  fetal  growth  and  energy. 

This  year  considerable  attention  has  been  paid  to  the 
effect  of  oral  contraceptives  on  the  human  body.  Public 
hearings  and  the  news  media  have  brought  to  light  con- 
troversy concerning  the  relationship  of  these  substances 
to  cancer  of  the  uterus  and  breast.  Many  articles  have 
been  presented  concerning  good  and  bad  effects  of  these 
substances  on  many  functions  of  the  female  body.  The 
committee  felt  that  studies  related  to  these  problems 
were  within  the  surveillance  and  authority  of  the  Mater- 
nal and  Child  Welfare  Committee  of  the  State  Medical 
Society.  To  this  end,  considerable  research  was  started 
during  this  year  concerning  the  effect  of  these  substances 
on  the  endometrium  and  cervix  of  the  uterus  and  the 
breast.  Data  concerning  the  effect  of  contraceptives  on 
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the  endometrium  are  almost  completed,  and  some  inter- 
esting results  can  be  recorded.  This  material  is  being 
prepared  for  publication  in  the  American  Journal  of 
Obstetrics  and  (iynecolofty.  The  observations  of  the 
effect  of  this  substance  on  the  endometrium  in  vivo  and 
organ  culture  are  as  follows: 

The  in  vivo  studies  indicate  that  the  function  of 
the  endometrium  is  altered,  creating  a premature 
secretory  phase.  In  other  words,  a twelve-day  endo- 
metrium has  progressed  to  twenty  to  twenty-t.wo-day 
endometrium  when  the  patient  has  been  taking  the 
oral  contraceptive  drugs.  This  early  proliferation 
alters  the  precise  metabolic  mechanism  that  is  neces- 
sary for  conception  or  nidation  of  the  fertilized  ovum. 
Glycogen  accumulation  and  storage  increased  50  to  100 
per  cent  at  an  early  day  in  the  menstrual  cycle.  In 
some  patients  the  glandular  epithelium  was  nonfunc- 
tioning, containing  no  glycogen  or  enzymes  which  are 
involved  in  the  chemistry  of  glucose  metabolism.  The 
blood  vessels  of  the  endometrium  were  found  to  be 
thick-walled  and  proliferated.  There  was  also  marked 
decidual  reaction  in  the  stromal  cells  so  that  cellular 
patterns  were  altered  beyond  recognition.  Similar 
effects  were  duplicated  on  endometrium  placed  in 
organ  culture. 

Other  clinical  observations  have  been  noted  in  some 
patients  taking  oral  contraceptive  drugs  over  a period 
of  years.  Pituitary  function  has  been  suppressed, 
indicated  by  the  decreased  size  of  the  pituitary  gland, 
as  demonstrated  by  x-ray  films  of  the  sella  turcica. 
Amenorrhea  is  an  associated  sign  and  is  related  to  the 
change  in  the  pituitary  gland. 

Investigation  concerning  the  effect  of  oral  contracep- 
tive drugs  on  the  breast  and  uterine  cervix  is  now 
underway.  Breast  tissue  and  cervical  tissue,  obtained 
in  the  operating  room,  has  been  placed  in  organ  culture 
to  which  various  oral  contraceptive  drugs,  ovarian 
steroids,  or  other  substances  were  added.  Preliminary 
results  indicate  that  some  cellular  stimulation,  as 
determined  by  biochemical,  histologic,  and  histo- 
chemical  means,  takes  place  several  days  after  the 
addition  of  oral  contraceptive  drugs. 

Articles  which  have  been  completed  for  publication: 

1.  Effect  of  Oral  Contraceptives  Upon  the  Endome- 
trium, to  be  submitted  to  the  American  Journal  of 
Obstetrics  and  Gynecology 

2.  Report  on  46  Maternal  Deaths  Due  to  Spontaneous 
Cerebral  Hemorrhage,  New  York  State  Journal  of 
Medicine 

3.  Maternal  Deaths  Due  to  Pulmonary  Embolism, 
New  York  State  Journal  of  Medicine 

4.  Abortion:  Cause  and  Treatment,  New  York 

State  Journal  of  Medicine 

Future  Planning.  Future  projects  include  the  follow- 
ing: 

1.  To  continue  the  study  of  maternal  and  perinatal 
mortality  rates  in  New  York  State; 

2.  To  continue  research  concerning  factors  related  to 
fetal  growth  and  development; 

3.  To  continue  research  concerning  the  effect  of  oral 
contraceptive  drugs  on  the  human  female  body,  namely, 
cervix,  endometrium,  and  breast;  and 

4.  To  institute  studies  concerning  the  effect  of  the  new 
amendment  to  the  Penal  Law  on  Justified  Abortion 


(effective  July  1,  1970)  on  maternal  morbidity  and  mor- 
tality rates  throughout  the  State. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented 
by  Milton  Rosenberg,  M.D.,  chairman. 

The  reference  committee  applauds  the  research  efforts 
of  the  Committee  on  Maternal  and  Child  Welfare  and 
looks  forward  to  the  publication  of  its  findings. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Medical  Aspects  of  Sports 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Medical  Aspects 
of  Sports  are  as  follows: 


Ralph  S.  Emerson,  M.D.,  Chairman Nassau 

Albert  B.  Accettola,  M.D Richmond 

Frederick  H.  Grabo,  M.D Oneida 

Donald  T.  Kasprzak,  M.D Clinton 

Joseph  J.  Kaufman,  M.D Wayne 

Alexius  Rachun,  M.D Tompkins 

Murle  Laurens  Rowe,  M.D Monroe 


Members  of  the  Advisory  Committee  are  Mr.  J.  Ken- 
neth Hafner,  James  Nicholas,  M.D.,  Max  Novich,  M.D., 
Anthony  J.  Pisani,  M.D.,  Alexius  Rachun,  M.D.,  John 
A.  Ripp,  M.D.,  M.  Laurens  Rowe,  M.D.,  and  Mr.  Wil- 
liam Stein. 

The  third  annual  Medical  Aspects  of  Sports  Sym- 
posium was  held  at  the  Americana  of  New  York  on  Feb- 
ruary 7,  1970.  The  program  was  probably  the  most  suc- 
cessful to  date  in  terms  of  audience  acceptance.  The 
speakers  were  outstanding.  Joseph  N.  Abraham,  Ph.D., 
director  of  athletics  and  physical  education,  Hobart 
College,  Geneva,  and  the  Eastern  States  Trainer’s  Asso- 
ciation presented  a live  demonstration  taping  clinic 
which  attracted  a constant  flow  of  spectators.  Kenneth 
(Dutch)  Hafner  and  the  New  York  State  Public  High 
School  Athletic  Association  did  their  usual  magnificent 
job  in  publicizing  the  event  to  their  members  and  in  ar- 
ranging an  all-day  sports  cinema  session.  Weeb  Ew- 
bank,  head  coach  and  general  manager  of  the  New  York 
Jets,  performed  brilliantly  as  the  luncheon  speaker. 
Through  the  efforts  of  Richard  Klemfuss  of  our  Division 
of  Communications,  we  received  wide  publicity  in  the 
press.  Many  of  the  sports-medicine  periodicals,  which 
have  national  distribution,  are  still  running  serial  articles 
on  the  symposium. 

Immediately  following  the  session,  the  committee 
held  a critique  to  review  the  events  of  the  day  and  made 
the  following  recommendations  which  were  approved 
by  the  Council  at  its  meeting  on  March  26. 

1.  In  the  future,  the  charge  for  luncheon  not  exceed 
five  dollars,  with  the  State  Society  underwriting  any 
additional  cost. 

2.  Properly  trained  and  accredited  trainers  be  ap- 
proved by  New  York  State  to  act  as  physician’s  assistant 
in  athletics.  These  recommendations  are  to  be  forward- 
ed to  the  State  Education  Department. 

Many  of  our  members  have  participated  in  other  pro- 
grams on  medical  aspects  of  sports  held  throughout  the 
country.  Max  Novich,  M.D.,  a member  of  our  Advisory 
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Committee,  was  the  physician  in  charge  of  the  Macca- 
t)ees  (lames  held  in  Israel,  and  he  also  conducted  an 
American  boxing  team  on  an  exhibition  tour  in  Russia. 

We  have  tentative  approval  for  Media  Medica  to  tape 
our  next  symposium  and  to  develop  a cassette  library 
which  will  be  marketed  on  a national  basis. 

The  fourth  annual  Symposium  is  scheduled  to  be  held 
on  February  l.S,  1971.  We  have  firm  commitments  from 
participants  in  our  program  with  the  exception  of  the 
luncheon  speaker.  The  cast  is  outstanding,  and  we 
trust  all  interested  physicians  will  plan  to  attend. 

The  theme  of  the  program  will  be  ‘‘Safety  and  Preven- 
tion of  Injuries  to  the  High  School  Athlete”  and  will 
include  such  topics  as  ‘‘Loss  of  Consciousness  During 
Underwater  Swimming,”  “Conditioning  for  Lcx)se  and 
'right  Joints,”  “Causes  of  High  School  Football  In- 
juries— Prospects  for  Prevention,”  “Computers:  Rela- 
tionship of  Research  to  Athletic  Injuries,”  “Knee  or 
Elbow  Problems,”  “Controversial  Issues  in  Interscho- 
lastic Athletics,”  and  “Back  Injuries  in  Sports  Other 
Than  Football.” 

Our  committee  wishes  to  thank  the  staff  of  the  State 
Medical  Society,  especially  Norman  S.  Moore,  M.D., 
director.  Miss  Dorothy  Smith,  his  secretary,  and  Miss 
Mollie  Pesikoff  of  the  Division  of  Scientific  Activities; 
Guy  Beaumont  and  Richard  Klemfuss  of  the  Division  of 
Communications;  and  J.  Richard  Burns,  J.D.,  assistant 
executive  vice-president,  for  their  invaluable  assistance 
during  the  past  year. 

As  chairman,  I would  like  to  express  my  appreciation 
to  the  members  of  the  committee  and  the  advisory 
committee. 

In  conclusion,  we  have  enjoyed  a successful  year,  and 
our  expenses  were  well  within  our  approved  budget  for 
the  1970  symposium.  We  expect  to  present  a larger  bud- 
get for  the  symposium  in  1971. 

Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION  The  following  report  was  presented 
by  Milton  Rosenberg,  M.D.,  chairman. 

The  reference  committee  noted  again  the  great  inter- 
est showTi  in  the  Annual  Symposium  on  Medical  Aspects 
of  Sports — this  is  the  fourth  one.  It  is  hoped  that  this 
committee  will  continue  to  pursue  its  endeavors. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Mental  Hygiene 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Mental  Hygiene 


are  as  follows: 

Reginald  R.  Steen,  M.D.,  Chairman  Nassau 

Samuel  Feinstein,  M.D.  Erie 

Gurston  D.  Goldin,  M.D New  York 

Edith  Mila  Jurka,  M.D.  New  York 

John  P.  Lambert,  M.D Westchester 

Allison  B.  Landolt,  M.D.  Westchester 


Your  committee  continues  to  cooperate  with  other 
organizations  interested  in  mental  health. 

Recodification  of  Mental  Hygiene  Law.  The  com- 
mittee has  been  interested  in  the  Recodification  of  the 
Mental  Hygiene  Law  (S.  5227).  To  this  end  the  com- 


mittee last  June  discussed  the  Study  Bill  on  Recodifica- 
tion with  two  representatives  of  the  State  Department  of 
Mental  Hygiene.  As  a result  of  this  meeting,  the  sug- 
gestions and  recommendations  for  changes  in  the  bill 
were  presented  at  the  meeting  of  the  Joint  Legislative 
Committee  for  Mental  and  Physical  Handicap  held  in 
Octobor,  1969. 

In  November,  1969,  Senator  Dalwin  J.  Niles,  chairman 
of  the  Joint  Legislative  Committee  on  Mental  and  Phys- 
ical Handicap,  appointed  Df.  Lambert,  Dr.  Goldin,  and 
Dr.  Steen  to  be  participants  in  his  Professional  Advisory 
Committee.  This  committee  met  approximately  every 
two  weeks  during  the  winter  and  spring  months.  Sev- 
eral changes  and  suggestions  were  made  and  forwarded 
to  Senator  Niles.  Most  of  .these  changes  have  been  ac- 
cepted and  are  incorporated  in  the  new  bill,  S.  9486. 

Study  bill  S.  9486  is  being  examined  by  the  Profession- 
al Advisory  Committee  and  their  suggestions  will  be 
forwarded  to  Senator  Niles.  The  Joint  Legislative  Com- 
mittee on  Mental  and  Physical  Handicap  is  holding 
additional  hearings  on  this  bill.  It  is  expected  that  the 
1971  session  of  the  Legislature  will  enact  a recodified 
.Mental  Hygiene  Law'. 

Blue  Cross  Coverage.  The  committee  met  on  June  2 
in  the  State  Medical  Society  office  at  which  time  dis- 
cussion of  increased  insurance  coverage  for  psychiatric 
illness  was  held  with  Jacob  Schnitman,  M.D.,  of  Blue 
Shield,  and  V.  J.  Manzella,  M.D.,  of  Blue  Cross.  The 
following  recommendation  was  approved  for  presenta- 
tion to  the  Council:  That  Blue  Cross  provide  basic 

coverage  for  thirty  days  in  an  accredited  general  or  spe- 
cialized nongovernmental  mental  hospital  for  the  con- 
tract holder. 

Norman  S.  Moore,  M.D.,  director.  Division  of  Scien- 
tific Activities,  who  was  pre.sent  at  the  meeting  gave 
valuable  guidance  and  counsel  and  Miss  Dorothy  S. 
Smith  was  appreciated  for  her  secretarial  assistance. 

Respectfully  submitted, 

Reginald  R.  Steen,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION  The  following  report  was  presented 
by  Milton  Rosenberg,  M.D.,  chairman. 

We  note  with  great  interest  the  constant  activity  of 
this  committee.  The  chairman  and  his  committee  are 
to  be  commended  for  their  efforts. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


Metabolic  Diseases 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Metabolic  Diseases 


are  as  follows: 

Arthur  H.  Dube,  M.D.,  Chairman  Onondaga 

Marshall  Clinton,  M.D. Erie 

Ann  B.  Wright,  M.D Dutchess 


The  committee  held  one  meeting  last  year  in  Syracuse 
and  another  meeting  this  year  by  telephone.  The  com- 
mittee is  continuing  with  its  activities  and  has  nothing 
new  to  report. 

Respectfully  submitted, 

Arthur  H.  Dube,  M.D.,  Chairman 
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REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION;  The  following  report  was  presented 
by  Milton  Rosenberg,  M.D.,  chairman. 

The  reference  committee  read  this  report  and  noted 
that  the  committee  is  continuing  with  its  activities. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


Physical  Medicine  and  Rehabilitation 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Physical  Medicine 


and  Rehabilitation  are  as  follows; 

Edward  J.  Lorenze,  M.D.,  Chairman  Westchester 

William  H.  Georgi,  M.D Erie 

Milton  B.  Spiegel,  M.D Kings 

Samuel  S.  Sverdlik,  M.D New  York 


At  its  meeting  on  July  8,  the  committee  reviewed  the 
minutes  of  its  meeting  held  on  October  27,  1967,  at  which 
time  suggestions  were  made  on  the  problem  of  provid- 
ing physical  therapy  services  in  nursing  homes  in  New 
York  City.  The  problem  is  the  provision  for  rehabilita- 
tion care  under  Medicare,  not  Medicaid,  which  states 
there  must  be  a physician  supervising  the  rehabilitative 
care.  At  that  meeting  Leo  Dobrin,  M.D.,  then  chair- 
man, was  requested  to  prepare  a resolution  for  presenta- 
tion to  the  Council  and  also  to  contact  the  chairman  of 
the  Nursing  Home  Code  Committee  of  the  State  Hospi- 
tal Review  and  Planning  Board  regarding  amending  the 
Nursing  Home  Code. 

At  the  annual  meeting  of  the  State  Medical  Society’s 
House  of  Delegates  in  February,  1968,  resolution  68-59, 
stemming  from  Dr.  Dobrin’s  efforts,  was  introduced  by 
Henry  Fleck,  M.D.,  delegate  from  the  Section  on  Physi- 
cal Medicine  and  Rehabilitation  (New  York  State  Jour- 
nal of  Medicine,  June  1,  1968,  page  1549).  This  resolu- 
tion called  on  the  State  Medical  Society  to  urge  the  Com- 
missioner of  Health  of  the  State  of  New  York  to  require 
that  all  rehabilitation  services  rendered  to  Medicare  and 
Medicaid  beneficiaries  in  nursing  homes  and  extended 
care  facilities  be  ordered  and  supervised  by  a physiatrist 
and/or  orthopedic  surgeon. 

The  Reference  Committee  on  Medicare  and  Medicaid 
amended  this  resolution  to  state  that  such  care  in  nurs- 
ing homes  and  extended  care  facilities  be  ordered  and 
supervised  by  a physiatrist,  orthopedic  surgeon,  or  other 
physician.  The  House  of  Delegates  voted  to  amend  the 
reference  committee  report  to  state  that  all  rehabilita- 
tion services  rendered  to  Medicare  and  Medicaid  bene- 
ficiaries in  nursing  homes  and  extended  care  facilities 
be  ordered  and  supervised  by  a licensed  physician.  The 
House  of  Delegates  voted  to  adopt  this  portion  of  the 
reference  committee  report  as  amended. 

The  problems  of  providing  rehabilitation  and  physical 
medicine  services  in  extended  care  facilities  and  nurs- 
ing homes  continue. 

The  recommendation  of  the  Committee  on  Aging  and 
Nursing  Homes,  Peter  S.  Battaglia,  M.D.,  chairman, 
as  noted  in  the  committee  reports  of  the  annual  meeting 
of  the  Commission  on  Public  Health  and  Education 
held  on  July  24,  1969,  to  amend  Section  753.1,  Chapter 
5,  of  the  State  Hospital  Code,  is  to  be  commended,  but  it 
is  recognized  as  a minimal  standard  acceptable  to  the 
State  Medical  Society.  The  minutes  of  the  Council  and 


of  the  Committee  on  Aging  and  Nursing  Homes  state 
that  the  following  was  agreed,  “The  various  professional 
disciplines  shall,  in  consultation  with  and  approval  of 
the  patient’s  personal,  alternate,  or  staff  physician,  pro- 
vide all  patients  with  an  evaluation  of  health  status  and 
health  care,  which  is  consistent  with  the  physical  and 
mental  condition  of  the  patients.  The  health  evalua- 
tion and  health  care  shall  be  consistent  with  the  admis- 
sion screening  and  evaluation  policies  established  for 
the  Nursing  Home,  by  its  Professional  Board  or  Advisory 
Committee.’’ 

This  recommendation  presupposes  that  the  facility 
has  a professional  board,  which  sets  suitable  profession- 
al standards,  rules,  and  regulations  for  the  facility.  In 
point  of  fact,  this  establishes  an  organized  staff  program. 

There  is,  at  times,  underutilization  of  these  services 
even  when  indicated,  and  this  is  a frequent  complaint 
of  the  paramedical  groups,  which  may  have  some  valid- 
ity. It  is  incumbent  on  us  to  urge  physicians  to  make  use 
of  paramedical  services  when  indicated. 

Overutilization  and  continuation  of  therapy,  which 
is  unnecessary  or  has  passed  its  point  of  usefulness  when 
it  is  available,  is  commonplace.  This  means  that  to 
provide  these  services  adequately,  there  must  be  medical 
evaluation  of  the  patient’s  rehabilitation  needs,  and  a 
potential  and  suitably  planned  program.  These  pro- 
grams must  be  changed  or  discontinued,  as  indicated. 
The  excessive  and  unnecessary  use  of  physical  thera- 
pists’ services  and  time  in  nursing  homes  only  adds  to 
the  cost  of  these  programs  and  dilutes  the  already  limit- 
ed professional  time  available  to  patients  who  can  bene- 
fit by  it.  These  evaluations  and  the  organization  of 
necessary  services  is  best  accomplished  by  a physician, 
who  by  interest  and  training  is  concerned  with  the  prob- 
lem. He  may  not  be  a physiatrist,  but  in  all  likelihood 
it  would  be  desirable  if  available.  Obviously,  organi- 
zation of  a sound  program,  development  of  a professional 
board,  and  establishment  of  rules  and  regulations  for  the 
professional  operation  of  these  facilities  is  dependent  on 
having  facilities  of  suitable  size.  This  is  recognized  by 
the  New  York  State  Health  Department,  and  these  ideas 
were  incorporated  in  the  plans  for  new  construction  of 
such  facilities. 

Further  study  and  clarification  of  provisions  to  pay  for 
unsupervised  physical  therapy  and,  perhaps,  other  serv- 
ices in  nursing  homes,  in  terms  of  methods  of  reim- 
bursement, should  be  carried  out.  According  to  articles 
in  the  newspapers,  there  has  been  considerable  abuse  in 
this  area  in  terms  of  overcharging  and  of  excessive  num- 
ber of  patients  for  the  time  and  therapy  given.  It  is  pos- 
sible that  this  situation  may  be  self-correcting,  since 
funds  in  the  Medicare  extended  program  Eire  extremely 
limited  and  continue  to  shrink;  the  Medicaid  program  is 
apparently  not  involved  in  these  particular  abuses,  be- 
cause of  the  nature  of  the  formula  for  reimbursement. 

The  shortage  of  paramedical  personnel,  that  is  physi- 
cal therapists,  occupational  therapists,  social  workers, 
and  others  was  noted.  We  are  developing  classifications 
of  physical  therapy  aides  with  on-the-job  training,  physi- 
cal therapy  assistants  with  two-year  college  associate 
degrees,  and  physical  therapists  with  a degree  following 
four  years  of  college  work.  The  development  of  the  as- 
sistant associate  two-year  program  appears  to  be  a sound 
one  and  has  the  general  support  of  most  of  the  national 
organizations  in  these  disciplines,  including  the  Ameri- 
can Physical  Therapy  Association.  Such  a program  is 
being  developed  at  The  Burke  Rehabilitation  Center  *■ 
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by  the  Regional  Medical  Program  in  conjunction  with 
Pace  College.  The  program  is  to  begin  this  Fall.  Simi- 
lar programs  are  being  developed  for  occupational 
therapists.  The  principle  of  developing  varying  levels 
of  skill  to  meet  the  crucial  manpower  shortages  in  the 
health  field  must  be  encouraged.  We  urge  the  Council 
to  give  full  support  to  the  program  for  physical  therapy 
assistants  with  two-year  college  associate  degrees. 

It  was  suggested  to  the  Health  Manpower  Committee, 
Bruce  E.  Chamberlain,  M.D.,  chairman,  that  they  dis- 
cuss this  problem  and  possibly  make  recommendations 
and  also  review  the  curriculum  of  the  four-year  physical 
therapy  schools  in  the  State.  From  this  recommenda- 
tions to  the  Health  Resources  Commission  could  be 
made  and  then  forwarded  to  the  Governor’s  Committee 
on  Manpower. 

The  Workmen’s  Compensation  fee  schedules  were  dis- 
cussed and  found  to  be  much  below  the  cost  of  provid- 
ing services.  This  matter  is  to  be  referred  to  the  State 
Medical  Society’s  Committee  on  Workmen’s  Compensa- 
tion Division  of  Medical  Services.  Subsequent  to  this 
the  chairman  received  a notice  from  General  Senior, 
chairman.  New  York  State  Workmen’s  Compensation 
Board,  indicating  that  there  will  be  promulgated  a re- 
vised medical  fee  schedule  with  approximately  a 15  per 
cent  increase  in  fees,  effective  October  1,  1970. 

This  committee  feels  that  it  would  be  most  desirable 
to  have  joint  meetings  with  the  Committee  on  Aging 
and  Nursing  Homes  for  the  purpose  of  working  with 
the  New  York  State  Health  Department  on  revisions 
to  the  State  Hospital  Code.  We  would  also  like  to  meet 
with  the  Committee  on  Health  Manpower  to  discuss 
educational  programs  for  allied  health  personnel. 

Respectfully  submitted, 

Edward  J.  Lorenze,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented 
by  Milton  Rosenberg,  M.D.,  chairman. 

Your  reference  committee  recommends  continuation 
of  the  close  liaison  between  this  committee  and  the  Com- 
mittee on  Aging  and  Nursing  Homes  for  the  purpose  of 
working  with  the  New  York  State  Department  of  Health 
to  revise  the  State  Hospital  Code.  The  suggestion  that 
this  committee  meet  with  the  Committee  on  Health 
Manpower  to  discuss  educational  programs  for  allied 
health  personnel  is  a step  in  the  right  direction. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

Preventive  Medicine 

To  the  House  of  Dele/^ates,  Gentlemen: 

The  members  of  the  Committee  on  Preventive  Med- 


icine are  as  follows: 

Harry  S.  Lichtman,  M.D.,  Chn/rman  Kings 

SUBCOMMITTEE  ON  INFECTIOUS  DISEASES 
Thomas  S.  Bumbalo,  M.D.  Erie 

SUBCOMMITTEE  ON  COMMUNITY  HEALTH 
Leonard  L.  Heimoff,  M.D.  Bronx 

SUBCOMMITTEE  ON  HOSPITAL  EPIDEMIOLOGY 
Max  Milberg,  M.D.  Kings 

SUBCOMMITTEE  ON  TROPICAL  DISEASES 
Howard  B.  Shookhoff,  M.D.  Bronx 

SUBCOMMITTEE  ON  VENEREAL  DISEASES 


Bruce  P.  Webster,  M.D.  New  York 

Burton  Allyn,  M .1).  Rockland 

Harry  A.  Feldman,  M.D.,  Adviser  Onondaga 

The  committee,  which  is  made  up  of  five  subcommit- 
tees, held  one  meeting  this  year. 

Subcommittee  on  Infectious  Diseases.  This  sub- 
committee cooperated  in  the  presentation  of  a success- 
ful symposium  on  immunizations,  held  at  the  State  Uni- 
versity of  New  York  at  Buffalo  School  of  Medicine, 
sponsored  by  tbe  Medical  Society  of  the  State  of  New 
York,  the  Medical  Society  of  the  County  of  Erie,  and 
the  U.S.  Public  Health  Service.  Attendance  at  this 
meeting  was  g(K)d.  It  is  hoped  that  this  particular  type 
of  symposium  will  be  presented  in  the  future  in  other 
areas  of  the  State. 

Your  chairman  has  also  been  active  as  chairman  of  the 
Committee  on  Human  Sexuality  and  Family  Life  of  the 
Medical  Society  of  the  (T)unty  of  Erie.  This  committee 
is  preparing  a curriculum  for  schools  and  has  provided 
programs  for  hospitals  in  the  county.  'I’his  committee 
would  be  bappy  to  help  any  interested  community  group. 

Subcommittee  on  Community  Health.  Dr.  Heimoff 
is  making  a study  of  the  delivery  of  health  care  to  com- 
munities. He  is  also  attempting  to  delineate  the  areas 
which  should  be  of  concern  to  this  committee. 

Subcommittee  on  Hospital  Epidemiology.  Dr.  Mil- 
berg has  been  trying  to  interest  hospitals  in  utilizing 
hospital  epidemiologists  in  large  institutions  and  trained 
nurses  in  smaller  institutions  in  order  to  prevent  noso- 
comial infections.  The  cost  of  employing  an  epidemiolo- 
gist would  pay  for  itself. 

Subcommittee  on  Tropical  Diseases.  Dr.  Sbook- 
hoff  has  cooperated  with  the  New  York  State  Depart- 
ment of  Health  in  some  of  their  workshops  to  help  lab- 
oratories develop  and  improve  their  technics  in  para- 
sitology. A recent  study  revealed  that  only  20  per  cent 
of  the  laboratories  are  dependable.  He  also  prepared  a 
film  “Potpourri  of  Parasites,”  which  was  presented  at  the 
annual  meeting  of  the  State  Medical  .Society.  This  film 
is  available  to  interested  groups. 

Subcommittee  on  Venereal  Disease.  As  the  result 
of  much  effort  on  the  part  of  such  nationwide  organiza- 
tions as  the  American  Medical  Association  and  the 
American  Social  Hygiene  Association,  a task  force  will 
be  established  to  study  venereal  disease  control  in  the 
United  States  and  to  develop  new  approaches.  Several 
articles  and  statements  concerning  venereal  disease 
have  been  written  and  v/ill  be  published  shortly. 

Respectfully  submitted, 

Harry  S.  Lichtman,  M.D.,  Chairman 


REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION  The  following  report  was  presented 
by  Milton  Rosenberg,  M.D.,  chairman. 

The  report  of  the  Subcommittee  on  Tropical  Diseases 
states  that  only  20  per  cent  of  the  laboratories  are  de- 
pendable in  the  diagnosis  of  tropical  diseases,  and  it  is 
hoped  that  the  New  York  State  Department  of  Health 
will  continue  to  encourage  laboratories  to  improve  their 
technics  in  parasitology. 

This  reference  committee  wishes  again  to  bring  to  the 
attention  of  the  House  of  Delegates  the  overwhelming 
problem  of  venereal  disease,  and  we  applaud  the  estab- 
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lishment  of  a task  force  to  study  venereal  disease  control 
and  to  develop  new  approaches. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


Rural  Medical  Service 

To  the  House  of  Delegates,  Gentlemen: 


The  members  of  the  Committee  on  Rural  Medical 
Service  are  as  follows: 

Edward  C.  Hughes,  M.D.,  Chairman  Onondaga 

Alfred  A.  Hartmann,  M.D Franklin 

Erich  Hirsch,  M.D Ontario 

Rudolph  F.  Hust,  M.D Otsego 

Stuart  A.  Winning,  M.D St.  Lawrence 

Hugh  M.  McChesney,  M.D.,  Adviser  Oswego 

James  J.  Quinlivan,  M.D.,  Adviser  Albany 


A survey  of  the  status  of  medical  service  in  rural  com- 
munities was  begun  some  years  ago  by  the  Committee 
on  Rural  Medical  Service  of  the  Medical  Society  of 
the  State  of  New  York.  Information  resulting  from 
this  survey  indicated  that  many  rural  areas  were  suf- 
fering from  a shortage  of  medical  coverage,  and  that 
many  other  communities  were  entirely  without  the 
service  of  a physician.  This  decrease  in  availability 
of  medical  care  has  resulted  from  the  loss  of  physicians 
through  death,  failure  of  graduating  physicians  to  start 
practice  in  rural  areas,  and  the  medical  student’s  lack 
of  interest  in  practicing  in  rural  areas  or  in  becoming  a 
family  physician.  There  were  other  reasons  why  prac- 
tice in  rural  areas  had  become  less  exciting  or  enticing 
to  the  young  graduate.  The  committee  decided  to  in- 
vestigate the  situation  in  59  counties  of  the  State  in 
an  attempt  to  ascertain  the  reaction  of  the  physicians 
in  these  areas  and  to  complete  the  study  for  use  as  a 
basis  for  organizing  a methodology  to  remedy  the  medi- 
cal manpower  shortage. 

Analysis  of  the  location  of  physicians  in  Upstate  New 
York  indicates  that  more  doctors  are  practicing  in  the 
cities  than  in  the  rural  areas.  Onondaga  County  with 
461,500  people  has  a total  of  701  physicians,  while  in 
the  City  of  Syracuse,  with  a population  of  216,038, 
there  are  592  physicians.  Investigation  in  these  coun- 
ties reveals  that  several  physicians  may  be  listed  in 
the  telephone  directory  as  practicing  in  the  given  area, 
yet  are  not  rendering  medical  service  in  the  areas. 
These  counties  are  dormitory-type  areas  'with  regard 
to  medical  coverage,  the  physicians  actually  caring 
for  patients  in  the  cities  within  a radius  of  20  to  25 
miles.  Many  areas  have  physicians  listed  in  the  medi- 
cal directory  who  are  employed  in  institutions,  indus- 
trial factories,  or  in  other  positions  not  related  to  pa- 
tient care.  The  investigations  also  showed  that  physi- 
cians who  died  as  long  as  five  years  before  the  study 
was  made  and  others  who  have  moved  to  other  locations 
were  still  listed. 

Physician  Age  and  Practice.  The  age  pattern,  as 
determined  by  this  survey,  indicated  that  young  phy- 
sicians are  not  starting  practice  in  these  areas.  In  the 
three  study  areas,  the  percentage  of  physicians  who  had 
practiced  less  than  forty  years  was  found  to  be  13.9  in 
the  eastern  section,  14.2  in  the  central  section,  and 
9.7  in  the  western  section.  Age  distribution  was  also 
quite  similar  in  all  areas.  A majority  of  physicians  in 


the  State  are  fifty  years  of  age  or  older  and  in  the  eastern 
section  of  the  study  area,  63.9  per  cent,  in  the  central 
section,  57.2  per  cent,  and  in  the  western  section  59.5 
per  cent. 

When  each  section  is  compared  with  regard  to  the 
age  of  its  physicians,  we  see  some  interesting  results. 
For  example,  there  is  no  significant  difference  among 
the  three  sections  in  the  percentage  of  physicians  over 
sixty  years  of  age,  but  it  can  be  seen  that  the  central 
region  has  a significantly  greater  proportion  of  younger 
physicians,  under  forty-five  years  of  age,  than  either 
of  the  other  two  regions.  The  average  age  of  physicians 
in  the  east  was  54.1  years;  in  the  west,  53.2  years,  and 
in  the  central  region  the  youngest  average  age,  51.6 
years.  We  can  postulate  that  these  results  show  a tend- 
ency for  young  doctors  to  settle  in  the  central  region, 
perhaps  because  of  the  numerous  sports  facilities, 
such  as  lakes  and  mountains,  and  then  to  migrate  either 
east  or  west  when  they  get  older. 

It  was  interesting  to  note  the  number  of  physicians 
above  sixty  and  seventy-plus  years,  who  were  still  giv- 
ing patient  care.  It  is  also  alarming  to  predict  that 
unless  physician  manpower  is  increased  in  these  areas 
within  the  next  decade,  many  communities  will  not 
have  medical  coverage  because  very  likely  those  over 
seventy  years  of  age  will  have  expired  or  retired  and 
a drop  of  15  to  20  per  cent  will  occur  in  the  sixty  to 
seventy  age  group. 

Comparison  of  these  data  with  that  collected  ten 
years  ago  reveals  that  many  areas  had  physicians  in 
the  younger  age  group  at  that  time.  This  tends  to  indi- 
cate the  trend  of  the  future  based  on  the  experience  of 
the  past. 

The  age  of  the  physician  and  the  length  of  practice 
in  the  coihmunity  cannot  be  logically  correlated. 
Because  a physician  is  old,  or  young,  does  not  neces- 
sarily imply  that  he  has  been  in  practice  many,  or  few, 
years  in  his  present  community. 

We  can  see,  however,  that  the  central  region  has  a 
greater  proportion  of  physicians  who  have  been  in 
practice  less  than  four  years  than  does  any  other  region, 
and  we  can  logically  assume  that  some  of  these  physi- 
cians are  included  in  the  younger  age  group  previously 
mentioned.  Also,  the  eastern  region  has  a significantly 
larger  proportion  of  physicians  who  have  been  in  resi- 
dence in  a particular  region  for  forty-nine  years  or 
more  than  has  either  the  west  or  the  central  regions. 
Analysis  showed  that  in  both  the  central  and  the  west- 
ern regions  physicians’  peak  years  in  residence  were 
in  the  ten-to-fourteen-year  category,  while  that  of  the 
eastern  regions  reveals  a bimodal  distribution  in  the 
five-to-nine  and  fifteen-to-nineteen-year  groups.  This 
fact,  along  with  the  observation  that  the  east  and 
west  have  a greater  proportion  of  physicians  in  the 
thirty-  to  thirty-four-year  residency  category  than  does 
the  central  region,  also  tends  to  support  the  central  to 
east  or  west  migration  theory  proposed  by  the  physi- 
cians’ age  data. 

Radius  of  Practice.  It  was  rather  surprising  to 
discover  that  physicians  chose  to  practice  in  areas 
where  the  radius  of  travel  was  not  too  distant  from 
their  offices.  Most  of  the  patients  apparently  were  in 
a radius  of  30  miles  in  all  three  areas,  75  per  cent  in  the 
eastern  area,  85.9  per  cent  in  the  central  area,  and  86 
per  cent  in  the  western  area.  We  have  found  that  phy- 
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sicians  in  the  central  region  of  our  study  have  a signifi- 
cantly smaller  radius  of  practice  than  physicians  in  the 
eastern  or  western  region.  Although  the  mode  for  the 
central  region  is  20  miles,  the  same  as  for  the  west,  and 
the  mode  for  the  east  is  only  10  miles,  both  the  eastern 
and  western  regions  have  a significantly  greater  propor- 
tion of  physicians  in  the  60  plus  mile  radius  group. 
This  may  indicate  better  roadway  systems  in  the  east 
and  west  or  a less  dense  population  in  these  areas. 

The  time  and  distance  of  travel  from  the  physicians’ 
offices  to  hospitals  was  also  within  a convenient  range. 
Three-fourths  of  the  physicians  traveled  10  miles  or 
less  to  the  hospital,  taking  twenty  minutes  or  less  to 
make  the  trip.  This  distance,  particularly  the  time 
lapse  from  home  to  hospital,  is  less  than  that  traveled 
by  most  physicians  who  live  in  the  outskirts  of  a metro- 
politan area  and  who  fight  traffic  in  every  trip  to  and 
from  office  to  hospital. 

House  Calls  Per  Day  and  Night.  It  is  a common 
complaint  among  patients  that  they  cannot  find  a 
physician  who  will  make  house  calls.  Although  this 
may  be  partly  true,  our  survey  revealed  that  in  each 
area  a majority  of  physicians  do  make  house  calls,  at 
least  during  the  day,  with  61.2  per  cent  of  physicians 
in  the  eastern  section,  56.3  per  cent  in  the  central  sec- 
tion, and  54.9  per  cent  in  the  western  section  making 
calls.  At  night,  however,  no  area  had  a majority  mak- 
ing house  calls,  with  44.4  per  cent  of  physicians  in  the 
eastern  area,  40.4  per  cent  in  the  central  area,  and  only 
37.5  per  cent  in  the  western  area  making  night  house 
calls. 

There  has  been  considerable  discussion  and  comments 
have  been  made  concerning  the  large  number  of  pa- 
tients crowding  into  physicians’  offices  daily,  causing 
extended  waiting  periods  and  cursory  examinations. 
This  complaint  is  probably  justified  in  many  instances. 
However,  this  survey  revealed  that  the  physicians 
answering  the  questionnaire  did  not  have  this  problem. 
The  average  number  of  patients  seen  per  day  was  25.8, 
28.5,  and  27.8  per  cent  for  the  east,  west,  and  central 
regions,  respectively.  However,  we  can  see  that  rela- 
tively more  physicians  in  the  central  region  see  more 
than  70  patients  on  an  average  working  day.  This  may 
be  caused  by  actual  illness,  population  density,  or  the 
distribution  of  physicians.  In  other  words,  either  the 
population  of  the  western  region  is  healthier  than  that 
of  the  other  regions,  or  there  are  fewer  people  in  the 
western  region,  or  there  are  enough  physicians  in  that 
area  to  handle  the  needs  of  the  people  without  over- 
burdening the  individual  physician.  Only  a small 
percentage  of  physicians  complained  that  they  were 
seeing  too  many  patients  during  the  day.  The  major- 
ity, 64.3,  57,  and  60  per  cent  said  that  they  were  not 
seeing  too  many  patients  per  day,  while  28.7,  32.9,  and 
29.9  per  cent  said  that  they  were  too  busy.  This  is  fur- 
ther demonstrated  by  the  answers  to  the  next  question 
which  asked  if  new  patients  were  being  accepted. 
Approximately  80  to  82  per  cent  of  the  physicians  in 
all  areas  stated  that  they  were  accepting  new  patients. 

It  has  always  been  the  opinion  of  many  that  a physi- 
cian remains  in  a community  once  his  practice  has  been 
established  and  relationships  with  patients,  commu- 
nity, and  facilities  have  been  completed.  Directories 
and  other  sources  of  demographic  distribution  reveal 
that  this  is  not  always  true.  The  survey  indicated  that 
62  to  64.4  per  cent  of  the  physicians  surveyed  had  not 


moved  once  these  relationships  had  been  established. 
However,  the  answers  from  the  remaining  physicians, 

36.7,  35.3,  and  33.9  per  cent,  showed  interesting  move- 
ment. These  physicians  had  moved  about,  and  most 
of  them  had  moved  from  a larger  community  to  a 
smaller  one,  and  43  and  37.4  per  cent  in  the  eastern 
and  central  areas  had  changed  their  location  to  an  even 
smaller  community.  However,  in  the  western  area 
only  12.8  per  cent  had  made  this  change.  There  was 
a relatively  small  group  of  physicians,  3.7  per  cent  in 
the  east  and  8.3  per  cent  in  the  west,  who  had  gone  to 
a large  community.  There  was  a small  number  who 
moved  from  a foreign  nation  to  a small  community. 
The  majority  did  not  attempt  to  cover  more  than  one 
area,  but  the  majority  of  them  spent  most  of  their  time 
in  the  primary  office  site.  A total  of  10.7  per  cent  of 
the  physicians  in  the  central  area  had  three  or  more 
offices. 

Group  Practice.  Group  practice  of  various  types 
is  popular  throughout  the  middle  west  and  the  west- 
ern part  of  our  country.  In  New  York  State,  how- 
ever, this  type  of  practice  is  not  popular.  The  ques- 
tion appearing  on  the  questionnaire  related  to  various 
types  of  partnership  and  group  arrangements.  It  was 
interesting  to  note  that  in  a state  where  changing  atti- 
tudes concerning  other  forms  of  business  or  professional 
activity,  such  as  the  legal  profession  where  cooperative 
organizations  seem  to  be  quite  common,  the  majority 
of  physicians  were  in  solo  practice.  This  percentage 
seemed  quite  consistent  in  all  areas,  73.1  per  cent  in 
the  eastern  region,  61.9  per  cent  in  the  central  region, 
and  65.3  per  cent  in  the  western  region. 

The  physicians  were  asked  what  type  of  group  prac- 
tice they  would  choose  if  they  were  setting  up  such  a 
relationship.  A relatively  significant  percentage  in- 
dicated no  preference  for  group  practice,  and  another 
quite  sizable  percentage  failed  to  answer  the  question, 
indicating  that  either  their  minds  were  not  made  up 
or  they  were  opposed  to  such  a plan.  Indications  are 
that  apparently  25  per  cent  would  have  no  change. 
Other  types  of  group  practice  were  also  listed  and  31.4, 
28.1,  and  29.7  per  cent  in  the  eastern,  central,  and 
western  regions,  respectively,  specified  that  a partner- 
ship in  general  practice  or  mixed  general  practice 
would  be  preferred.  It  was  interesting  to  note  that 
the  idea  of  a medical  diagnostic  clinic  did  not  appeal 
to  a small  percentage,  with  3.1  per  cent  in  the  east, 
5.2  per  cent  in  the  central  area,  and  3.4  per  cent  in  the 
west,  approving  of  this  type  of  practice. 

Although  there  is  a general  concensus  that  many 
areas  are  in  need  of  physicians,  the  opinion  of  the  phy- 
sicians in  the  three  areas  was  varied  and  interesting. 
All  three  areas  apparently  had  lost  physicians,  82.5, 

85.8,  and  83,8  per  cent  of  the  physicians  in  the  eastern, 
central,  and  western  regions,  respectively,  stated  that 
such  a loss  had  occurred.  A slight  increase  in  the  num- 
ber of  physicians,  although  not  significant,  was  noted 
in  the  central  area.  True  to  previous  surveys,  there 
had  not  been  a major  increase  in  the  number  of  physi- 
cians in  any  area,  with  18.1,  19.2,  and  17.7  per  cent  of 
the  replies  from  the  respective  zones  indicating  that 
there  had  not  been  any  physicians  starting  practice  in 
their  county  within  the  last  ten  years.  It  was  the  opin- 
ion of  a large  number  of  physicians  that  more  physicians 
were  needed.  Some  stated  that  as  many  as  five  addi- 
tional physicians  were  needed  in  their  areas  to  provide 
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the  necessary  medical  care.  These  estimates  would 
give  the  impression  that  the  total  shortage  was  appall- 
ing. This  condition,  together  with  the  advancing  age 
of  the  physicians  practicing  at  the  present  time,  make 
a prediction  possible  that  in  ten  years  medical  care 
will  be  practically  zero  in  these  New  York  State  areas. 

Demographic  studies  of  the  population  of  the  three 
independent  areas  of  the  State  have  been  completed. 
From  these  surveys  the  location  for  primary  care  units, 
which  we  designate  as  Crossroad  Medical  Centers,  can 
be  identified.  The  result  of  this  validated  study  shows 
the  way  for  study  elsewhere  in  the  state  and  country. 
To  continue  with  such  a study,  the  U.S.  Public  Health 
Service  has  granted  the  committee  funds  to  carry  on 
in  order  to  pinpoint  areas  of  primary  medical  care  in 
the  17  counties  surrounding  the  Upstate  Medical  Cen- 
ter, also  included  in  the  Central  New  York  Regional 
Medical  Program.  When  the  survey  is  completed,  the 
necessary  locations  for  such  medical  centers  should  be 
pinpointed,  based  on  the  travel  patterns  of  the  people 
and  relationships  to  hospitals  and  the  Upstate  Medical 
Center.  These  are  being  planned  to  include  an  emer- 
gency service,  diagnostic  facilities,  and  educational 
programs  for  the  people.  K successful,  the  U.S.  Pub- 
lic Health  Service  may  use  it  as  the  model  for  similar 
studies  throughout  the  nation. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented 
by  Milton  Rosenberg,  M.D.,  chairman. 

Your  reference  committee  notes  the  exhaustive  study 
made  by  the  Rural  Medical  Service  Committee.  We 
recommend  to  the  House  of  Delegates  that  to  be  truly 
appreciated  this  report  be  read  in  its  entirety. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


School  Health 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  School  Health  are 


as  follows: 

C.  George  Murdock,  M.D.,  Chairman  Onondaga 

Robert  H.  Broad,  M.D Tompkins 

George  F.  Cunningham,  M.D Brooklyn 

Daniel  C.  Fisher,  M.D Erie 

Robert  A.  Hoekelman,  Jr.,  M.D Canandaigua 

Hugh  F.  Leahy,  M.D Albany 

Norman  B.  Schell,  M.D Nassau 


The  committee  was  gratified  this  year  by  the  State 
Legislature’s  enactment  of  an  amendment  to  Section 
903  of  the  State  Education  Law  which  provides  for 
periodic  rather  than  annual  examinations  of  pupils,  as 
previously  mandated,  and  will  allow  school  physicians 
more  time  to  conduct  a more  thorough  and  meaningful 
evaluation  of  each  pupil.  This  committee  has  worked 
for  more  than  ten  years  to  effect  this  change  and  has  been 
especially  active  in  this  area  during  the  past  three  years. 

The  committee  has  had  a busy  year,  having  already 
held  two  meetings  and  maintained  communications  by 
telephone  on  numerous  occasions. 

An  application  to  establish  a Scientific  Section  on 


School  Health  was  approved  by  the  Council  after  two 
successful  session  meetings  had  been  held  in  1969  and 
1970.  Arrangements  to  present  a stimulating  program 
at  the  annual  meeting  in  1971  have  been  completed. 
Topics  to  be  discussed  will  include  School  Phobia, 
Health  Education,  and  Training  of  Handicapped 
Children. 

The  program  for  screening  hearing  of  preschool  chil- 
dren inaugurated  by  this  committee  in  1969  in  Nassau 
County  has  progressed  satisfactorily.  Norman  B. 
Schell,  M.D.  has  directed  this  program  since  its  incep- 
tion and  has  done  an  outstanding  job.  Preliminary 
studies  have  shown  great  variations  from  the  methods 
used  in  the  Minnesota  Program,  which  received  national 
publicity.  Also,  in  the  current  opinion  of  the  commit- 
tee, a simileu’  program  on  a State-wide  basis  would  not 
be  feasible  because  of  expense  and  lack  of  personnel. 

The  chairman  attended  the  executive  committee 
meetings  of  the  New  York  State  Nutrition  Council  held 
in  Ithaca  on  July  8,  as  the  representative  of  the  Medical 
Society  of  the  State  of  New  York. 

Projects  of  the  committee  for  the  coming  year  include 
a study  of  the  current  New  York  State  Labor  Law  con- 
cerning the  employment  of  minors  and  possible  recom- 
mendations for  amending  the  requirements  for  physical 
fitness  certificates  under  this  law. 

Efforts  to  present  a program  on  school  health  services 
at  an  annual  meeting  of  the  New  York  State  School 
Boards  Association  are  still  being  pursued. 

Because  of  curtailed  school  budgets  and  lack  of  avail- 
able physicians  in  some  school  districts  in  the  State, 
there  is  presently  an  acute  shortage  of  school  physicians 
in  some  areas.  Although  remuneration  for  many  of 
these  positions  is  not  commensurate  with  the  services 
provided,  members  of  the  State  Medical  Society  are 
strongly  urged  to  fill  these  positions  to  provide  a com- 
munity service  and  to  improve  the  public  relations 
image  of  physicians  in  their  areas. 

Respectfully  submitted, 

C.  George  Murdock,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented 
by  Milton  Rosenberg,  M.D.,  chairman. 

The  reference  committee  commends  this  committee 
for  being  instrumental  in  the  amendment  of  Section  803 
of  the  State  Education  Law  to  provide  for  periodic  rather 
than  annual  examinations  of  pupils  as  previously  man- 
dated. 

The  reference  committee  takes  cognizance  of  the  fact 
that  C.  George  Murdock,  M.D.  has  left  our  State  to 
administer  the  school  health  program  in  the  State  of 
Hawaii. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 

71-16.  Broadening  of  State  Requirement  in  the 
Use  of  the  Papanicolaou  Smear 

Introduced  by  Charles  D.  Sherman,  Jr.,  M.D.,  as  an 
individual 

WHEREAS.  The  Papanicolaou  method  of  staining 
cervical  smears  has  well  demonstrated  its  value  in  the 
early  detection  of  pre-invasive  cervical  cancer;  and 
WHEREAS,  Proper  therapy  of  pre-invasive  cervical 
cancer  has  markedly  lowered  the  incidence  of  invasive 
cervical  cancer;  and 
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WHEREAS.  The  State  of  New  York  has  recently  re- 
quired that  all  women  between  the  ages  of  twenty-five 
and  fifty-five  years  admitted  to  hospitals  have  a Pa- 
panicolaou cervical  smear  test;  and 

WHEREAS,  Cancer  of  the  cervix  is  not  limited  entire- 
ly to  the  age  groups  so  designated;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  recommend  that  the  State  requirement 
be  broadened  to  require  cervical  smear  tests  in  all  hos- 
pitalized adult  women  up  to  sixty-five  years  of  age; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  all  physicians  to  broaden  the 
diagnostic  use  of  the  Papanicolaou  method  of  staining 
cervical  smears  in  women  of  all  ages. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION  The  following  report  was  presented 
by  Milton  Rosenberg,  M.D.,  chairman. 

The  reference  committee  recommends  approval  of  this 
resolution  with  the  following  substitute  Resolved: 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  recommend  that  the  State  requirement 
be  broadened  to  require  Papanicolaou  cervical  smear 
tests  on  all  women  patients  admitted  to  hospitals, 
where  clinically  indicated,  and  in  addition  that  the 
two-year  interval  be  lowered  to  one  year. 

The  House,  after  voting  to  adopt  this  portion  of  the 
reference  committee  report,  voted  to  reconsider  resolu- 
tion 71-16.  Then,  after  discussion,  during  which  it  was 
pointed  out  that  “where  clinically  indicated”  is  under- 
stood to  be  “where  not  clinically  contraindicated,”  the 
House  voted  not  to  amend  the  substitute  Resolved  por- 
tion of  resolution  71-16,  thereby  reaffirming  the  adoption 
of  the  reference  committee  report  and  the  approval  of 
resolution  71-16  as  amended  by  the  reference  commit- 
tee. 

71-17.  Proposed  Expansion  of  the  Astoria  Plant 
by  Consolidated  Edison  Company 
Introduced  by  Medical  Society  of  the  County  of  Kings 
WHEREAS.  Consolidated  Edison  has  created  a plan 
to  expand  its  plant  at  Astoria  to  meet  the  increasing 
need  for  electric  power  within  the  metropolitan  area; 
and 

WHEREAS,  Such  expansion  as  currently  planned  will 
add  more  pollution  to  the  already  unsatisfactory  air  in 
the  area;  and 

WHEREAS.  Means  are  available  for  providing  an 
adequate  increase  in  electric  power  for  the  city  at  a 
reasonable  cost  without  the  use  of  air-polluting  fuel; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  disapprove  the  proposed  expansion  of  the 
Astoria  Plant  of  the  Consolidated  Edison  Company 
because  it  would  unnecessarily  increase  air  pollution 
as  it  is  presently  planned;  and  be  it  further 
Resolved,  That  the  New  York  City  Administration 
be  informed  of  this  action  and  be  urged  to  require 
the  Consolidated  Edison  Company  to  submit  plans  for 
providing  more  electric  power  in  a manner  that  will 
not  pollute  the  environment. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented 
by  Milton  Rosenberg,  M.D.,  chairman. 


Your  reference  committee  heard  a detailed  report 
from  officials  of  Consolidated  Edison  Company  from 
both  medical  and  engineering  standpoints.  The  crux 
of  the  testimony  was  that  the  plant  is  vitally  necessary 
for  the  power  required  by  the  City  of  New  York  with  no 
foreseeable  alternatives  in  the  near  future.  Anticipated 
levels  of  pollution  have  been  decreased  substantially 
since  1966  and  will  be  further  decreased,  despite  pro- 
jected expansion,  by  newer  methods  and  phasing  out  of 
antiquated  equipment. 

The  committee  heard  no  testimony  in  support  of  the 
resolution. 

The  committee,  therefore,  recommends  disapproval 
of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  disapproving  resolution  71- 
17. 

71-18.  Establishment  of  a Valid  Family  Practice 
Department  at  the  Downstate  Medical  School 
Introduced  by  Medical  Society  of  the  County  of  Kings 
WHEREAS.  The  shortage  of  family  physicians  is  due 
in  great  part  to  the  fact  that  our  medical  schools  lack 
programs  to  properly  train  family  physicians;  and 
WHEREAS.  The  Conklin-Cook  Law  was  passed  to 
insure  the  fact  that  the  New  York  State-supported 
medical  schools  create  Family  Practice  Departments 
equal  to  all  other  clinical  depeulments  and  headed 
by  a family  practitioner;  and 

WHEREAS.  The  Downstate  Medical  Center  has  thus 
far  failed  to  ceirry  out  this  directive;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  go  on  record  as  urging  all  New  York 
State-supported  medical  schools  which  have  thus  far 
not  complied  with  the  Conklin-Cook  Law  to  set  up 
Family  Practice  Departments  along  the  lines  pro- 
posed by  the  American  Academy  of  General  Practice; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  so  notify  these  medical  schools  and  ask 
them  to  accomplish  this  task  during  the  present  school 
year. 


REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION;  The  following  report  was  presented 
by  Milton  Rosenberg,  M.D.,  chairman. 

The  reference  committee  recommends  that  resolution 
71-18  be  approved  with  the  deletion  of  the  two  Resolveds 
and  the  substitution  of  the  following  two  Resolveds: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  urging  Downstate  Medical 
Center  to  comply  with  the  Conklin-Cook  Law  to  set  up 
a Family  Practice  Department;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  so  notify  the  Dowmstate  Medical  Center 
and  request  that  they  accomplish  this  task  during  the 
present  school  year. 

During  the  discussion,  George  Liberman,  M.D.,  Dele- 
gate from  Kings  County,  asked  that  the  following  quo- 
tation from  the  Conklin-Cook  Law,  dated  January  8, 
1969,  be  entered  on  the  record: 

“An  Act  to  amend  the  education  law,  in  relation  to  the 
inclusion  in  the  curricula  of  State-operated  institutions 
in  the  State  University  for  the  study  of  medicine  of 
courses  and  facilities  designed  to  prepare  students  so  de- 
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siring  for  the  general  practice  of  medicine”  and  then  goes 
on  to  say: 

The  People  of  the  State  of  New  York,  represented 
in  Senate  and  Assembly,  do  enact  as  follows: 

In  formulating  the  curriculum  of  each  and  every 
State-operated  institution  in  the  State  University 
for  professional  education  in  medicine,  there  shall 
be  required  and  included  in  such  curriculum  and  in 
the  plans  and  recommendations  of  the  State  Univer- 
sity trustees  formulated  and  trgmsmitted  in  pursuance 
of  the  provisions  of  Section  354  of  this  chapter,  courses 
and  facilities,  which  include  the  establishment  and 
maintenance  of  a Department  of  General  Practice 
under  the  direction  of  a qualified  general  practitioner; 
courses  of  study  under  the  supervision  of  qualified 
general  practitioners;  a family-care  program  of  study 
and  clinical  experience;  a program  of  internships  or 
general  practice  residencies  in  the  hospital  or  hospitals 
affiliated  with  such  respective  school  or  such  other 
technics  as  in  the  judgment  of  the  trustees  shall  be 
best  suited  to  encourage  and  to  implement  the  study 
and  preparation,  by  students  desiring  the  same,  for  the 
general  practice  of  medicine. 

Section  2.  This  act  shall  take  effect  on  the  first 
day  of  October  next  succeeding  the  date  on  which  it 
shall  have  become  a law. 

The  House,  after  discussion,  voted  to  adopt  this  por- 
tion of  the  reference  committee  report,  thereby  approv- 
ing resolution  71-18  as  amended. 

71-19:  Academicians  in  Continuing  Education 

Programs  to  Relieve  Community  Physicians  while 
They  Meet  Postgraduate  Study  Requirements 

Introduced  by  Medical  Society  of  the  County  of  Chau- 
tauqua 

WHEREAS,  It  is  generally  agreed  that  continuing, 
formal  education  will  become  an  accepted  part  of  post- 
graduate medical  practice;  and 

WHEREAS,  It  is  important  that  the  academicians 
who  provide  that  postgraduate  education  thoroughly 
understand  the  problems  faced  by  community  physi- 
cians; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  in  developing,  or  participating  in  the  devel- 
opment of,  programs  for  the  continuing  postgraduate 
education  of  physicians,  organize  them  in  such  fashion 
that  each  academician  who  teaches  in  such  a program 
be  required  to  serve  as  a locum  tenens  on  a rotating 
basis  to  relieve  community  physicians  while  they 
are  meeting  their  postgraduate  study  requirements. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION;  The  following  report  was  presented 
by  Milton  Rosenberg,  M.D.,  chairman. 

Your  reference  committee  recommends  referral  of 
this  resolution,  via  the  Council,  to  the  Committee  on 
Continuing  (Postgraduate)  Education. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee,  thereby  referring  resolution  71-19  to  the 
Committee  on  Continuing  (Postgraduate)  Education  via 
the  Council. 

71  -69.  Use  of  Trained  Surgical  Technicians 
Introduced  by  Fulton  County  Medical  Society 


WHEREAS.  There  is  a well-recognized  shortage  of 
practicing  physicians  in  New  York  State;  and 

WHEREAS,  It  is  the  present  practice  and  a require- 
ment of  the  New  York  State  Hospital  Code,  as  well  as 
all  hospital  bylaws  and  concerned  insurance  carriers, 
to  use  a physician  as  surgical  assistant  for  all  major 
surgical  procedures;  and 

WHEREAS,  It  is  well- recognized  that  medical  per- 
sonnel can  be  trained  to  fulfill  the  technical  functions 
of  a surgical  assistant  satisfactorily  ; and 

WHEREAS,  It  is  only  an  accepted  fiction  that  general 
practitioners  as  surgical  assistants  could  carry  on  a 
surgical  procedure  in  progress  should  the  surgeon  i 
become  incapacitated;  therefore  be  it  I 

Resolved,  That  the  Medical  Society  of  the  State  of  I 
New  York  recommend  that  changes  be  made  to  the 
New  York  State  Hospital  Code  and  all  other  pertinent  j 

New  York  codes  to  permit  surgeons  to  use  well-trained  j 

surgical  technicians  as  surgical  assistants,  thereby  | 
freeing  physicians  for  other  essential  medical  work  i 

in  the  community.  , 

, 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH  , 
AND  EDUCATION:  The  following  report  was  presented 
by  Milton  Rosenberg,  M.D.,  chairman.  j 

It  is  the  feeling  of  the  reference  committee  that  only 
physicians  should  be  utilized  as  first  surgical  assistants 
in  all  major  surgical  procedures.  The  committee,  there- 
fore, recommends  disapproval  of  this  resolution.  ] 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  disapproving  resolution  71- 
69.  . 

71-70.  Approval  and  Support  of  Student  Ameri- 
can Medical  Association-Medical  Education  Com- 
munity Orientation 

Introduced  by  George  T.  C.  Way,  M.D.,  as  an  individual 

WHEREAS,  The  Student  American  Medical  Associ-  | 
ation  has  shown  the  initiative  to  develop  an  educa- 
tional program  known  as  SAMA-MECO  (Student 
American  Medical  Association-Medical  Education 
Community  Orientation);  and 

WHEREAS,  This  program  consists  of  student  educa- 
tional involvement  in  community  medical  practice; 
and 

WHEREAS,  This  program  has  been  developed  under 
a grant  from  the  Sears  Roebuck  Foundation;  and 
WHEREAS,  Over  20  state  societies  have  endorsed 
such  programs;  and 

WHEREAS,  Experience  has  shown  that  two  thirds 
of  the  participating  students  wish  to  practice  ulti-  I 
mately  in  the  area  of  their  community  experience;  and  ' 
WHEREAS,  There  are  in  New  York  State  many  com-  j 
munities  and  community  hospitals  that  would  qualify  I 
for  this  program;  and 

WHEREAS.  There  is  an  increasing  shortage  of  young  , 
physicians  in  the  nonmetropolitan  areas  of  our  State; 
and  I 

WHEREAS.  The  Student  American  Medical  Associ- 
ation of  New  York  State  is  ready  to  initiate  this  pro- 
gram; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  endorse  and  strongly  support  the  Student 
American  Medical  Association-Medical  Education 
Community  Orientation  program;  and  be  it  further 
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Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  so  inform  the  deans  of  all  medical  schools 
in  the  State,  stressing  the  importance  of  this  program 
as  it  would  relate  to  the  distribution  of  physicians 
in  the  nonmetropolitan  areas. 


REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION  The  following  report  was  presented 
by  Milton  Rosenberg,  M.D.,  chairman. 

The  reference  committee  strongly  recommends  the 
adoption  of  this  resolution  in  its  entirety. 

The  House,  after  discussion,  voted  to  adopt  this  por- 
tion of  the  reference  committee  report,  thereby  approv- 
ing resolution  71-70. 

71  -73.  Acute-Care  Hospital  Beds  in  Oneida  County 
Introduced  by  Medical  Society  of  the  County  of  Oneida 
WHEREAS.  The  physicians  of  the  Medical  Society  of 
the  County  of  Oneida  are  concerned  about  the  health 
care  of  all  citizens  of  Oneida  County;  and 

WHEREAS,  The  physicians  of  the  Medical  Society  of 
the  County  of  Oneida  are  concerned  about  the  gradual 
increase  of  cost  of  all  health  care,  such  as  hospital 
rates,  ancillary  rates.  Medicare,  welfare,  and  third- 
party  insurance  rates;  and 

WHEREAS.  The  acute-care  hospital  bed  census  in 
Oneida  County  has  been  at  its  peak  for  the  past  two 
years  and  waiting  lists  of  patients  to  be  admitted  to  the 
acute-care  hospitals  exist  each  day  because  of  the 
shortage  of  hospital  beds;  and 

WHEREAS.  The  utilization  Review  Committee  of  the 
acute-care  hospiteils  of  Oneida  County  and  Mid-State 
Committee  on  Area-Wide  Health  Planning,  Inc.,  are 
aware  that  20  to  25  per  cent  of  the  acute-care  hospital 
beds  are  occupied  by  patients  over  sixty-five  years  of 
age  who  are  physically  not  capable  of  living  alone  after 
the  spell  of  illness  and  either  have  no  family  or  the 
family  will  not  accept  them;  and 

WHEREAS.  These  patients,  therefore,  remain  in  the 
acute-care  hospitals  for  days  and  weeks  occupying 
beds  for  custodial  care;  and 

WHEREAS,  The  beds  in  nursing  homes  in  Oneida 
County  are  fully  occupied  and  are  few  in  number  as 
compared  with  the  need  and  several  nursing  homes 
have  been  closed  by  the  New  York  State  Department 
of  Health;  and 

WHEREAS,  The  cost  to  the  Federal  and  county 
health  care  programs  in  acute-care  hospitals  is  ex- 
tremely high  for  custodial  care;  and 

WHEREAS,  There  are  two  New  York  State  Mental 
Health  hospitals  in  Oneida  County  where  there  are 
many  empty  beds;  and 

WHEREAS,  The  cost  of  custodial  care  per  patient  in 
a New  York  State  Mental  Hygiene  Hospital  would  be 
one  third  to  one  half  of  the  cost  in  acute-care 
hospitals;  and 

WHEREAS,  The  patient  who  is  in  the  acute-care 
hospital  bed  for  custodial  care  paid  State  taxes 
twenty-five  to  thirty  years  ago  to  help  build  the 
Mental  Hygiene  Hospitals  of  today;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  suggest  to  the  Governor  and  the  Commis- 
sioner of  Mental  Hygiene  that  consideration  be  given 
to  the  utilization  of  these  empty  State  hospital  beds 


for  the  custodial  care  of  certain  patients  who  no  longer 
require  hospitalization  in  the  regional  acute-care 
institutions. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION  The  following  report  was  presented  by 
Milton  Rosenberg,  M.D.,  chairman. 

The  reference  committee  recommends  the  referral 
of  this  resolution,  via  the  Council,  to  the  Committee 
on  Mental  Hygiene  for  study. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  referring  resolution  71-73,  via 
the  Council,  to  the  Committee  on  Mental  Hygiene  for 
study. 

71-74.  Quackery 

Introduced  by  Charles  D.  Sherman,  Jr.,  M.D.,  as  an 
individual 

WHEREAS,  Large  numbers  of  cancer  victims  in  New 
York  State  are  subjected  to  unproved  and  “quack” 
methods  of  cancer  therapy;  and 

WHEREAS.  Such  unproved  methods  serve  to  delay 
proved  diagnostic  and  treatment  methods;  and 

WHEREAS.  Individuals  with  cancer  and  their  fam- 
ilies sustained  large  financial  losses  and  financial 
catastrophes  at  the  hands  of  cancer  quacks;  and 

WHEREAS,  Existing  State  laws  are  inadequate  to 
provide  redress  for  the  hoaxed  victims  or  to  prosecute 
the  wrong-doers;  and 

WHEREAS,  Other  states  have  inadequate  legislation 
to  control  worthless  cancer  remedies;  and 

WHEREAS,  Education  of  both  the  public  and  the  pro- 
fession is  a most  important  weapon  against  cancer 
quackery;  therefore  be  it 

Resolved,  That  the  Legislation  Committee  of  the 
Medical  Society  of  the  State  of  New  York  join  with  the 
Committee  on  Cancer  and  the  New  York  State  Health 
Department  in  drafting  legislation  to  protect  unsus- 
pecting cancer  victims  from  the  purveyors  of  worth- 
less methods  of  treatment;  and  be  it  further 

Resolved,  That  professional  education  articles  con- 
cerning unproved  methods  be  published  in  the  New 
York  State  Journal  of  Medicine;  and  be  it  further 
Resolved,  That  county  and  local  societies  be  en- 
couraged to  expose  to  the  public  the  worthless  meth- 
ods of  cancer  therapy  that  are  being  carried  out  or 
being  offered  to  the  people  of  their  community. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented  by 
Milton  Rosenberg,  M.D.,  chairman. 

Your  reference  committee  recommends  adoption  of 
this  resolution. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  approving  resolution  71-74. 


71  -75.  Colon  and  Rectal  Cancer 

Introduced  by  Charles  D.  Sherman,  Jr.,  M.D.,  as  an 

individual 

WHEREAS,  Cancer  of  the  colon  and  rectum  is  respon- 
sible for  many  deaths  annually  in  New  York  State  and 
in  the  United  States;  and 

WHEREAS.  The  yield  and  cost  of  barium  enemas  do 
not  justify  their  widespread  use  in  screening  tests; 
and 
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WHEREAS.  An  early  manifestation  of  large-bowel 
neoplasm  may  be  occult  blood  in  the  stool;  and 

WHEREAS,  The  American  Cancer  Society  and  the 
Subcommittee  on  Colon  and  Rectal  Cancer  of  the  New 
York  Metropolitan  Regional  Medical  Program  have 
evidence  that  screening  of  the  stool  for  occult  blood 
provides  favorable  yields;  and 

WHEREAS,  The  New  York  Metropolitan  Regional 
Medical  Program  and  the  American  College  of  Sur- 
geons have  introduced  the  concept  of  mandatory 
rectal  examinations  on  patients  in  hospitals;  and 
WHEREAS,  A large  number  of  cancer  of  the  large 
bowel  occur  within  the  reach  of  a digital  examination 
or  of  the  sigmoidoscope;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  and  advise  its  members  to  adopt 
routine  testing  for  occult  blood  in  the  stool  on  all 
patients  over  twenty-one  years  of  age  as  a method  of 
screening  in  the  office  and  in  the  hospital;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  use  the  medium  of  the  New  York  State 
Journal  of  Medicine  to  educate  its  members  concern- 
ing the  merits  of  such  screening  test;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  seek  to  have  incorporated  in  the  State  Hos- 
pital Code  a requirement  that  all  patients  over  age 
twenty-one  admitted  to  hospitals  have  a rectal  ex- 
amination and  have  the  findings  recorded  on  their 
charts;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  its  members  to  perform  or  have 
performed  on  their  high-risk  patients,  those  who  are 
over  thirty-five  years  of  age,  an  annual  sigmoido- 
scopic  examination. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION:  The  following  report  was  presented 
by  Milton  Rosenberg,  M.D.,  chairman. 

The  reference  committee  offers  the  following  substi- 
tute resolution: 

WHEREAS,  Cancer  of  the  colon  and  rectum  is  respon- 
sible for  many  deaths  annually  in  New  York  State  and 
in  the  United  States;  and 

WHEREAS,  An  early  manifestation  of  large-bowel 
neoplasm  may  be  occult  blood  in  the  stool;  and 

WHEREAS.  The  American  Cancer  Society  and  the 
Subcommittee  on  Colon  and  Rectal  Cancer  of  the  New 
York  Metropolitan  Regional  Medical  Program  have 
evidence  that  screening  of  the  stool  for  occult  blood 
provides  favorable  yields;  and 

WHEREAS,  The  New  York  Metropolitan  Regional 
Medical  Program  and  the  American  College  of  Sur- 
geons have  introduced  the  concept  of  mandatory 
rectal  examinations  on  patients  in  hospitals;  and 
WHEREAS,  A large  number  of  cancers  of  the  large 
bowel  occur  within  the  reach  of  a digital  examination 
or  of  the  sigmoidoscope;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  and  advise  its  members  to  adopt 
routine  testing  for  occult  blood  in  the  stool,  rectal 
and  sigmoidoscopic  examinations,  when  indicated,  on 
all  patients  as  a method  of  screening  in  the  office  and 
in  the  hospital;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  use  the  medium  of  the  New  York  State 


Journal  of  Medicine  to  educate  its  members  concern- 
ing the  merits  of  such  screening  tests. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  approving  the  substitute 
resolution. 

71—76.  Support  of  Continued  Funding  for  Basic 
and  Applied  Research 

Introduced  by  Medical  Society  of  the  County  of  Queens 

V\^HEREAS.  The  Medical  Society  of  the  State  of  New 
York,  by  its  own  Constitution,  is  obligated  “to  extend 
medical  knowledge  and  advance  the  science  and  art 
of  medicine”;  and 

WHEREAS,  The  Medical  Society  of  the  State  of  New 
York  always  has  had  a vital  interest  in  the  advance- 
ment of  medicine  and  the  promotion  of  medical  pro- 
gress; and 

WHEREAS,  Modern  clinical  care  depends  on  the  un- 
interrupted continuation  of  both  basic  and  applied 
research;  and 

WHEREAS.  Governmental  financial  support  has  for 
some  yeeu-s  played  an  increasingly  important  role  in 
promoting  both  basic  and  applied  research,  thereby 
increasing  the  fund  of  knowledge  in  clinical  medicine; 
and 

WHEREAS.  There  has  been  recently  a regretable 
change  in  this  policy  of  support,  and  with  this  has 
come  retrenchment  and  dislocation  of  much  research 
effort  and  great  hardship  to  many  investigators  as  well 
as  their  important  technical  and  professional  sup- 
porting personnel;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  reaffirm  its  interest  in  promoting  research 
and  the  further  advancement  of  medical  knowledge  for 
the  continuing  benefit  of  the  patient;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  join  in  the  efforts  of  other  organizations  to- 
ward the  restitution  and  maintenance  of  budget  funds 
for  research;  and  be  it  further 

Resolved,  That  a similar  resolution  be  introduced  at 
the  next  meeting  of  the  House  of  Delegates  of  the 
American  Medical  Association;  and  be  it  further 

Resolved,  That  a copy  of  this  resolution  be  forward- 
ed to  the  Secretary  of  the  U.S.  Department  of  Health, 
Education,  and  Welfare,  and  to  such  other  individuals, 
organizations,  and  agencies  that,  in  the  good  judgment 
of  the  Council  and  the  president  of  the  Medical  So- 
ciety of  the  State  of  New  York,  can  be  helpful  in 
achieving  the  objectives  of  this  resolution. 


REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION;  The  following  report  was  presented  by 
Milton  Rosenberg,  M.D.,  chairman. 

Your  reference  committee  recommends  adoption  of 
this  resolution. 


The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  approving  resolution  71-76. 


71-85.  Use  of  Facilities  of  State  Tuberculosis 
Hospital  at  Raybrook,  as  Heart  Rehabilitation  Center 
Introduced  by  Medical  Society  of  the  County  of  Warren 
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WHEREAS.  Between  18,000  and  20,000  people  die  of 
heart  disease  prematurely  prior  to  age  sixty-five  in 
New  York  annually;  and 

WHEREAS.  There  are  persons  that  experience  myo- 
cardial infarctions  and  who,  because  of  multiple  risk 
factors,  require  carefully  supervised  rehabilitation  with 
the  hope  of  restoring  them  to  their  occupations;  and 

WHEREAS.  The  State  Tuberculosis  Hospital  at  Ray- 
brook,  is  not  being  utilized  to  its  fullest  capacity  be- 
cause of  the  reduc*ed  incidence  of  tuberculosis  and  the 
use  of  drug  therapy  which  shortens  the  length  of  stay 
in  an  institution;  and 

WHEREAS.  The  building  suitable  for  ambulatory 
patients  at  Raybrook  is  not  being  used  for  that  purpose 
at  this  time;  and 

WHEREAS.  There  are  over  3,000  rehabilitation  cen- 
ters in  Europe  and  no  heart  rehabilitation  center, 
even  on  a pilot  basis,  has  been  established  in  the 
United  States;  and 

WHEREAS.  Support  of  a Heart  Rehabilitation  Proj- 
ect at  Raybrook  Hospital  has  been  sanctioned  by  of- 
ficial resolutions  of  the  boards  of  legislators  of  the 
counties  of  Warren,  Clinton,  Essex,  Franklin,  St.  Law- 
rence, and  the  county  medical  societies  of  Warren, 
Washington,  Franklin,  Essex,  and  St.  Lawrence,  along 
with  50  other  health  and  lay  organizations;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  in  principle  the  establishment  of  a 
pilot  program  of  a heart  rehabilitation  center  in  con- 
junction with  the  State  Tuberculosis  Facility  at  Ray- 
brook. which  facility  is  to  be  separate  in  jurisdiction 


Public  and  Professional  Affairs 

Commission  on  Public  and 
Professional  Affairs 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Commission  on  Public  and  Profession- 


al Affairs  are  as  follows: 

C.  Stewart  Wallace,  M.D.,  Chairman Tompkins 

Charles  N.  Aswad,  M.D Broome 

Paul  M.  De  Luca,  M.D.  Broome 

John  H.  Carter,  M.D Albany 


This  Commission  comprises  the  State  Legislation 
Committee,  the  Federal  Legislation  Committee,  and 
the  Public  Relations  Committee.  Separate  committee 
reports  detail  activities  for  the  year,  but  we  note  in 
particular  the  passage  of  three  of  our  program  bills  by 
the  State  legislature,  the  success  of  the  annual  legislation 
conference  and  area  conference  programs,  and  the  initial 
tour  of  the  Medical  Society  Health  Shows  van.  Your 
chairman  wishes  to  thank  Dr.  Carter,  Dr.  Aswad,  and 
Dr.  De  Luca  for  their  outstanding  work  and  also  Guy  D. 
Beaumont,  director.  Division  of  Communications,  for 
valuable  support  by  his  staff  during  1970. 

Respectfully  submitted, 

C.  Stewart  Wallace,  M.D.,  Chairman 


but  having  access  to  the  joint  services  of  custodial, 
purchasing,  professional,  and  laboratory  facilities. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  HEALTH 
AND  EDUCATION  The  following  report  was  presented  by 
Milton  Rosenberg,  M.D.,  chairman. 

The  reference  committee  would  like  to  offer  the  fol- 
lowing substitute  resolution: 

WHEREAS.  Between  18,000  and  20,000  people  die  of 
heart  disease  prematurely  prior  to  age  sixty-five  in 
New  York  annually;  and 

WHEREAS.  There  are  persons  who  experience  myo- 
cardial infarctions  and  who,  because  of  multiple  risk 
factors,  require  carefully  supervised  rehabilitation 
with  the  hope  of  restoring  them  to  their  occupations; 
and 

WHEREAS.  The  State  tuberculosis  hospitals  are  not 
being  utilized  to  their  fullest  capacity  because  of  the 
reduced  incidence  of  tuberculosis  and  the  use  of  drug 
therapy  which  shortens  the  length  of  stay  in  an  in- 
stitution; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  in  principle  the  establishment  of  a 
pilot  program  of  a heart  rehabilitation  center  in  con- 
junction with  State  tuberculosis  hospitals,  which  facil- 
ities are  to  be  separate  in  jurisdiction  but  to  have  ac- 
cess to  the  joint  services  of  custodial,  purchasing, 
professional,  and  laboratory  facilities. 

The  House  voted  to  refer  the  substitute  resolution  to 
the  Council. 

The  House  voted  to  adopt  the  reference  committee 
report  as  a whole  as  amended. 


REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS  The  following  report  was  pre- 
sented by  Clarke  T.  Case,  M.D.,  chairman. 

The  report  of  the  Commission,  under  the  chairman- 
ship of  C.  Stewart  Wallace,  M.D.,  was  reviewed.  Your 
reference  committee  notes  the  long  and  distinguished 
service  that  Dr.  Wallace  has  rendered  to  the  State  Medi- 
cal Society  over  a period  of  twenty-one  years.  He  has 
served  in  many  capacities,  including  chairman  of  the 
Public  Relations  Committee,  chairman  of  this  Commis- 
sion, Councilor,  and  Delegate  to  the  American  Medical 
Association.  Throughout  this  period,  he  has  given  of 
himself  unstintingly  to  the  service  of  our  Society.  Your 
committee  recommends  that  he  be  given  a standing  ova- 
tion for  his  distinguished  service. 

The  House  rose  and  applauded  in  honor  of  Dr.  Wal- 
lace, thereby  adopting  this  por^^ion  of  the  reference  com- 
mittee report  by  acclamation. 

Dr.  Case  continued  the  reference  committee  report 
as  follows: 

Your  committee  also  notes  the  yeoman  service  ren- 
dered by  Charles  N.  Aswad,  M.D.,  chairman  of  the  Com- 
mittee on  Federal  Legislation;  John  H.  Carter,  M.D., 
chairman  of  the  Committee  on  Stafe  Legislation;  Paul 
M.  De  Luca,  M.D.,  chairman  of  the  Committee  on  Pub- 
lic Relations;  Victor  J.  Tofany,  M.D.,  chairman  of  the 
Committee  on  Education  Law  Revision;  George  T.  C. 
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Way,  M.D.,  chairman  of  the  Ad  Hoc  Committee  to  Meet 
with  Representatives  of  the  Yellow  Pages;  Walter  F.  Har- 
rison, Jr.,  M.D.,  chairman  of  the  Advisory  Committee 
to  the  New  York  State  Medical  Assistants  Association; 
and  Carl  Goldmark,  Jr.,  M.D.,  chairman  of  the  Ad  Hoc 
Committee  on  Abortion.  Your  committee  wishes  to  ex- 
press its  sincere  thanks  to  each  chairman  and  all  the 
members  of  his  committee  for  their  efforts  during  the 
past  year.  We  wish  also  to  thank  the  numerous  mem- 
bers of  the  Society  who  attended  the  hearings  of  the 
reference  committee  and  expressed  themselves  freely 
on  the  subject  matter  considered. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


Federal  Legislation  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Federal  Legislation 
are  as  follows: 

Charles  N.  Aswad,  M.D.,  Chairman  Broome 

Jacob  H.  Buchbinder,  M.D Putnam 

Robert  B.  Bryant,  M.D Onondaga 

Robert  P.  Coolidge,  M.D Schenectady 

Irwin  Felsen,  M.D Allegany 

John  G.  Meagher,  M.D.  Suffolk 

James  A.  Moore,  M.D Albany 

George  M.  Saypol,  M.D.  New  York 

During  tbe  past  year,  your  committee  kept  a watchful 
eye  on  bills  pending  in  Congress,  affecting  the  health 
of  our  people  and  the  practice  of  medicine,  particularly 
in  the  areas  involving  national  health  insurance  and  peer 
review.  Your  committee  met  in  mid- June  to  discuss 
current  legislation,  to  act  on  directives  of  the  House  of 
Delegates,  and  to  plan  future  activities  as  set  forth  in 
this  report.  As  this  review  of  the  committee’s  work  is 
being  written,  plans  call  for  a meeting  of  your  committee 
on  November  11,  at  the  Country  House,  Syracuse.  This 
meeting  will  be  held  prior  to,  and  in  preparation  for, 
the  Annual  Conference  of  County  Medical  Society 
Legislation  Representatives,  on  November  12.  A 
supplementary  report  covering  the  meeting  and  confer- 
ence will  be  submitted  to  the  House  of  Delegates  in 
February,  1971. 

Committee  Meeting.  On  June  17  your  committee 
met  at  MSSNY  headquarters  to  discuss  pending  Federal 
bills  and  to  make  plans  for  future  activities.  The  first 
order  of  business  was  consideration  of  items  referred  to 
the  committee  by  the  1970  House  of  Delegates. 

The  first  item  discussed  was  Resolution  70-79,  “Credit 
Toward  Baccalaureate  Degree  for  Hospital  School 
Training.”  After  discussion,  the  committee  voted  that 
a letter  be  transmitted  to  the  AMA  Council  on  Legisla- 
tion advising  that  group  that  the  State  Medical  Society 
opposes  any  Federal  legislation  which  is  detrimental 
to  diploma  schools  of  nursing. 

The  committee  also  received,  for  information  and 
future  action  whenever  necessary,  a recommendation 
from  the  House  of  Delegates  that  MSSNY  be  prepared 
to  do  everything  to  combat  the  chiropractors’  powerful 
lobby  to  gain  I'ederal  recognition  by  becoming  recog- 
nized under  Medicare. 


Two  resolutions  70-41,  “Enactment  of  More  Realistic 
Laws  on  Narcotics  and  Drug  Abuse,”  and  70-63,  “Treat- 
ment of  Drug  Addiction”  were  considered.  Since  these 
resolutions  had  also  been  referred  to  the  Committee  on 
Alcoholism  and  Drug  Abuse,  the  committee  voted  that 
a letter  be  sent  to  the  chairman  of  that  committee 
requesting  him  to  advise  us  what  action,  if  any,  they 
wished  us  to  take. 

The  committee  accepted  for  information  and  for  what- 
ever action  was  necessary  the  following  referrals  from 
the  House  of  Delegates: 

1.  The  joint  meetings  of  members  of  the  Federal 
Legislation  Committee  with  the  AMA’s  Council  on 
Legislative  Activities  should  be  continued,  particularly 
with  respect  to  matters  of  national  insurance  and  pro- 
fessional service  corporations. 

2.  With  regard  to  the  Medicredit  Bill,  introduced  by 
the  AMA,  should  a fee  schedule  of  any  type  prove  to  be 
inevitable,  it  is  essential  that  there  be  adequate  provi- 
sions for  periodic  review  and  adjustment. 

3.  Without  supporting  any  specific  bill,  MSSNY 
should  endorse  the  principle  that  financial  relief  should 
be  provided  to  medical  schools. 

4.  The  chairman  of  the  Federal  Legislation  Commit- 
tee and  the  coordinator  of  legislation  activities  be 
authorized  to  continue  to  participate  in  future  legislation 
conferences  of  the  U.S.  Chamber  of  Commerce  when,  in 
the  opinion  of  the  chairman,  such  participation  would 
be  advantageous  in  facilitating  the  activities  of  the 
committee. 

The  next  order  of  business  was  the  evaluation  of 
selected  bills  pending  in  Congress  acted  on  by  the 
AMA  Council  on  Legislative  Activities.  Three  bills 
(S.  3443,  S.  3355,  and  H.R.  15895)  would,  in  effect, 
combine  Regional  Medical  Programs,  Comprehensive 
Health  Planning  and  Services  Program,  and  Health 
Services  Research  and  Development  Program  into  a 
single  program  under  a single  administrative  umbrella. 
The  committee  approved  the  following  recommendations 
concerning  these  bills: 

1.  The  concept  of  bringing  the  three  programs  togeth- 
er under  one  umbrella  be  opposed  with  support  for  the 
separate  programs.  In  this  regard,  the  committee  rec- 
ommended support  for  coordination  of  these  programs  at 
the  area  or  local  level; 

2.  With  respect  to  the  strict  categorical  limitations, 
the  law  should  be  changed  to  provide  for  inclusion  in 
Regional  Medical  Programs  of  other  major  diseases; 

3.  The  concept  of  Regional  Medical  Programs,  in  the 
main  as  an  educational  program,  be  continued; 

4.  The  program  not  be  expanded  to  include  patient 
treatment  or  treatment  services,  except  as  an  adjunct 
to  teaching  functions;  and 

5.  Where  a single  project  receives  funds  from  more 
than  one  source,  for  example,  both  Regional  Medical 
Program  and  Comprehensive  Health  Planning,  admin- 
istration under  a single  program  is  acceptable. 

S.  3466,  the  Clean  Air  Act  Amendments  of  1970,  pro- 
poses to  extend  the  duration  of  the  Clean  Air  Act  and 
make  certain  changes  in  the  program,  including  the 
provision  for  national  standards  of  ambient  air  quality, 
improve  control  standards,  improve  control  over  motor 
vehicle  emissions,  and  establish  standards  applicable 
to  dangerous  emissions  from  stationary  sources.  An- 
other bill  in  this  category,  S.  3229,  would  amend  the 
National  Emissions  Standards  Act  to  bring  vessels,  air- 
craft, commercial  vehicles,  certain  noncommercial 
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vehicles  and  engines  for  such  vehicles,  and  aircraft 
under  Federal  regulations  prescribing  standards  ap- 
plicable to  emissions.  'I'he  committee  voted  to  support 
both  of  these  hills. 

S.  ;1418,  "'rraining  in  the  Field  of  Family  Medicine,” 
provides  for  a five-year  program  to  assist  public  and 
private  nonprofit  medical  sch(K)ls  and  hospitals  to 
extend  existing  programs  or  expand  present  programs 
in  the  field  of  family  practice.  In  addition,  it  would 
include  the  training  of  paramedical  personnel  in  the  field 
of  family  medicine.  I'he  committee  voted  to  support 
this  bill  but  excluded  from  such  support  endorsement  of 
training  of  paramedical  personnel,  believing  that  other 
programs  could  best  handle  these  needs  and  that  S. 
3418  should  be  limited  to  the  training  of  physicians. 

S.  3399  would  require  the  Secretary  of  the  Department 
of  Health,  Kducation,  and  Welfare  to  make  annual  re- 
ports to  Congress  concerning  amounts  received  by 
providers  of  services  under  Medicare,  Medicaid,  or  re- 
lated programs.  Included  in  the  report  would  be  persons 
who  earn  $10,(KX)  or  more  during  the  year.  The  com- 
mittee recommended  opposition  to  this  bill.  The  com- 
mittee felt  that  this  legislation  was  unnecessary,  and 
it  singles  out,  improperly,  physicians  in  a discriminatory 
manner.  Such  information  is  already  available  to  the 
Congress,  and  there  is  no  need  for  special  legislation 
in  this  area.  The  committee  also  doubts  the  integrity 
of  the  manner  in  which  the  information  would  be  used. 

S.  3333  would  amend  the  Medicare  program  to  include 
services  of  a household  aide  within  the  provision  for 
“home  health  services.”  The  committee  felt  that  the 
household  aide  should  not  be  included  and  that,  there- 
fore, the  bill  should  be  opposed  until  the  matter  is 
clarified. 

S.  3297  proposes  that  the  Secretary  of  the  Department 
of  Health,  Education,  and  Welfare  establish  a uniform 
code  applicable  for  prescription  drugs.  The  code  would 
identify  the  manufacturer,  the  drug,  the  final  packager, 
the  dosage  form  and  strength,  and  the  number  of  units 
in  the  immediate  container.  The  bill  also  adds  labeling 
requirements,  specifying  that  the  name  of  the  drug  and 
its  strength  as  wTitten  by  the  prescriber  would  be  re- 
quired unless  compliance  with  this  requirement  is 
waived  or  prohibited  by  the  prescriber.  The  committee 
recommends  support  for  this  bill. 

H.R.  15496  would  extend  Part  B Medicare  coverage  to 
services  and  supplies,  including  drugs  and  biologic 
products  furnished  by  an  ambulatory  surgical  center. 
For  this  purpose,  the  ambulatory  surgical  center  is  a 
facility  established  to  perform  surgery  and  one  which 
does  not  provide  beds  or  accommodations  for  overnight 
stay.  The  center  would  need  to  meet  specific  require- 
ments to  qualify  under  the  bill.  Tbe  committee  voted 
approval  of  this  bill  provided  there  were  certain  clarifica- 
tions. Among  these  were  that  the  bill  would  not  penal- 
ize tbe  solo  practitioner  of  medicine,  that  the  individual 
person  would  have  the  right  to  use  the  facilities,  and 
that  anyone  in  the  community  would  participate. 

Your  chairman  discussed,  in  general,  universal  health 
insurance  on  the  national  level.  As  part  of  this  discus- 
sion, the  committee  recommended  that  an  emergency 
report  be  sent  to  the  Council  so  that  MSSNY’s  delegates 
to  the  AMA  might  be  apprised  of  their  views  on  the 
“Medicredit”  bill  of  the  AMA. 

The  report  pointed  out  that  a quick  perusal  of  the 
AMA  “Medicredit”  legislation  revealed  an  area  of  ut- 
most concern,  mainly,  requirements  for  peer  review 


organizations.  Specifically,  the  legislation  provided 
that  the  Secretary  of  the  Department  of  Health,  Educa- 
tion, and  Welfare  would  enter  into  agreements  with  state 
medical  societies  for  the  societies  to  establish  peer 
review  organizations.  The  legislation,  however,  indi- 
cated that  these  agreements  would  be  limited  to  state 
medical  societies  and  could  conceivably  include  other 
organizations,  such  as  state  health  departments  as  well 
as  Federal  and  state  subdivisions.  The  report  further 
noted  that  peer  review  would  not  be  limited  to  quality 
of  care.  Under  the  proposed  AMA  legislation,  peer 
review  would  include  utilization,  fees,  and  quality  of 
medical  care.  Your  committee  recommended  to  the 
Council  that  our  State  Medical  Society  take  steps  to 
have  the  AMA  approach  changed,  if  the  Council  felt  it 
should  be  changed  or  to  support  this  approach  if  it 
believed  it  to  be  correct. 

This  report  was  submitted  to  the  Council  at  its  June 
meeting.  The  report  was  approved  and  transmitted  to 
MSSNY’s  delegates  for  their  consideration. 

Following  the  discussion  on  universal  health  insurance, 
your  chairman  directed  that  members  of  the  committee 
study  the  various  plans  which  had  been  outlined  for 
them  in  the  special  issue  of  the  AMA  Legislative  Round- 
up and  that  they  should  be  prepared  at  the  next  meeting 
to  discuss  these  plans  as  a major  item  for  future  Federal 
legislation  activities. 

Cooperation  with  Other  Committees.  The  commit- 
tee, through  its  chairman,  cooperated  with  the  MSSNY 
Committee  on  f^roposed  Universal  Health  Insurance  Law 
when  that  group  sponsored  a series  of  sessions  on  the 
subject  as  part  of  the  MSSNY  Area  Conferences  held 
throughout  the  State.  Your  chairman  participated 
as  a speaker  at  the  conference  held  in  Owego,  on  Septem- 
ber 30.  He  discussed  the  bills  pending  in  Congress  in- 
volving a national  health  insurance  plan. 

Bennett  Amendment.  An  example  of  fast  action 
and  excellent  cooperation  was  the  committee’s  teamwork 
in  regard  to  the  so-called  “Bennett  Amendment”  (num- 
ber 851,  H.R.  17550,  Social  Security  Amendments  of 
1970,  introduced  by  Senator  Wallace  F.  Bennett,  Utah) 
providing  for  a peer  review  mechanism  for  health  pro- 
grams under  the  Social  Security  Law,  such  as  Medicare 
and  Medicaid.  Since  quick  response  was  needed  be- 
cause the  bill  was  before  the  Senate  Finance  Committee 
and  because  of  tbe  bill’s  grave  importance,  your  chair- 
man polled,  via  mail  and  telephone,  the  members  of  the 
committee  concerning  their  views  on  this  measure. 
Copies  of  the  American  Medical  Association’s  analysis 
of  the  bill,  an  excerpt  from  the  Congressional  Record 
giving  Senator  Bennett’s  views,  and  the  American 
Medical  Association’s  statement  to  the  Senate  Finance 
Committee  on  the  proposal  were  mailed  to  each  member 
of  the  committee.  Our  legislation  coordinator  followed 
up  this  mailing  with  a telephone  call  to  each  member 
of  the  committee.  He  relayed  their  views  to  your  chair- 
man, who  directed  that  a position  statement  ’oe  drawn 
up.  This  statement  was  then  submitted  to  our  president, 
Walter  Scott  W’alls,  M.D.,  who  approved  it.  Telegrams 
were  then  sent  to  Senators  Jacob  K.  Javits  and  Charles 
Goodell  and  letters  setting  forth  our  position  were  mailed 
to  the  seventeen  members  of  the  Senate  Finance  Com- 
mittee. Our  executive  vice-president,  Henry  I.  Fineberg, 
M.D.,  sent  copies  of  the  following  position  statement  to 
the  presidents  of  the  county  medical  societies,  as  well  as 
to  all  State  Medical  Society  officers,  councilors,  and 
trustees. 
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Although  the  Medical  Society  of  the  State  of  New 
York  supports  the  principle  of  peer  review  by  physi- 
cians, the  Bennett  Bill  (Amendment  851.  H.R.  17550), 
which  purports  to  establish  a system  of  peer  review  for 
governmental  health  programs,  contains  several  objec- 
tionable provisions  and,  therefore,  in  its  present  form, 
is  not  acceptable  to  the  Medical  Society  of  the  State  of 
New  York  and  is  opposed  until  these  objectionable 
provisions  are  removed  by  amendments. 

Among  these  objectionable  provisions  are  the  follow- 
ing: 

1.  There  is  no  assurance  that  a review  of  physi- 
cian’s services  will  be  done  by  his  peers  since  the 
Secretary  of  Health,  Education,  and  Welfare  may 
designate  a public  or  private  organization  to  act  as 
a review  organization.  The  local  county  medical 
society  should  be  clearly  designated  as  the  review 
organization; 

2.  The  requirement  of  advanced  review  of  ad- 
missions to  health  care  facilities  for  elective  proce- 
dures would  often  create  difficulties  and  would  not 
be  in  the  best  interest  of  the  patient; 

3.  The  provision  calling  for  review  of  all  institu- 
tional providers  is  too  broad;  peer  review  should  be 
confined  to  physician’s  services  and  other  services 
over  which  the  physician  has  direct  control.  Hospi- 
tal and  other  services  should  be  reviewed  by  their 
peers;  and 

4.  The  sections  calling  for  a monetary  fine  and  for 
government  ownership  of  profiles  of  patients  and 
physicians  are  not  in  the  best  interest  of  the  pro- 
gram. The  confidentiality  of  these  profiles  must 
be  protected  and  should,  therefore,  be  under  the 
continuing  jurisdiction  of  the  review  body  and 
should  not  become  Federal  property.  The  $5,000 
penalty  subverts  the  purpose  of  peer  review  which 
is  fundamentally  an  evaluative  and  educational 
mechanism.  There  is  no  place  for  a monetary  fine 
in  peer  review,  but,  where  facts  warrant,  provision 
might  be  made  for  separate  civil  or  criminal  action. 
The  Bennett  Amendment  provides  for  a new  and 

laudable  concept  of  peer  review  but  must  be  most 
carefully  evaluated  before  its  enactment  into  law. 
If  the  above-mentioned  substantive  changes  cannot 
be  made  by  the  present  Congress,  or  if  the  Peer  Re- 
view Organization  (PRO)  type  plan  advocated  by  the 
American  Medical  Association  in  its  “Medicredit” 
proposal  submitted  to  Congress  cgnnot  be  substituted, 
the  Medical  Society  of  the  State  of  New  York  strongly 
recommends  and  urges  that  legislation  pertaining  to 
peer  review  should  not  be  acted  on  until  the  next  Con- 
gress. 

Acknowledgments.  Since  the  members  of  the  com- 
mittee have  been  most  cooperative,  your  chairman 
wishes  to  express  to  each  one  of  them  his  personal 
thanks  for  the  assistance  they  rendered  him  in  the  dis- 
charge of  his  duties.  He  is  also  grateful  for  the  help 
given  to  him  by  C.  Stewart  Wallace,  M.D.,  chairman. 
Commission  on  Public  and  Professional  Affairs;  Henry 
I.  Fineberg,  M.D.,  executive  vice-president;  J.  Richard 
Burns,  -J.D.,  assistant  executive  vice-president,  Guy 
D.  Beaumont,  director.  Division  of  Communications; 
and  Martin  3.  Tracey,  J.D.,  coordinator,  legislation 
activities. 

Respectfully  submitted, 

Charles  N.  Aswad,  M.D.,  Chairman 


Federal  Legislation  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

On  November  11,  1970,  your  committee  met  at  the 
Country  House,  Syracuse,  New  York.  On  November 
12,  the  day  following,  your  committee  participated  in 
the  afternoon  session  on  Federal  legislation,  at  the  An- 
nual Conference  of  County  Medical  Society  Legislation 
Representatives,  which  was  held  at  the  same  motel. 

Committee  Meeting.  The  principal  purpose  of  the 
meeting  was  to  discuss  actions  taken  by  the  AMA  Coun- 
cil on  Legislation  at  its  recent  meeting  in  Portland, 
Oregon,  and  to  make  preparations  for  the  Annual 
Conference  of  County  Medical  Society  Legislation  Rep- 
resentatives. 

Highlights  of  the  meeting  were  the  discussions  on  the 
Bennett  Amendment  to  the  proposal  before  Congress, 
H.R.  17550,  concerning  a peer  review  structure  in  regard 
to  Medicare  and  Medicaid,  and  National  Health  In- 
surance. William  J.  Colley,  Esq.,  AMA,  representative 
in  Washington,  presented,  in  detail,  the  latest  infor- 
mation on  both  of  these  legislative  items  and  in  addition 
brought  the  members  up  to  date  on  other  matters  pend- 
ing in  Washington.  He  also  gave  us  an  insight  as  to 
what  might  be  expected  during  the  coming  year  on 
Federal  legislation. 

In  regard  to  the  Bennett  Amendment,  your  chairman 
underscored  the  point  that  the  position  statement 
adopted  by  our  State  Medical  Society  on  this  subject, 
previously  reported  to  this  House,  did  not  mean  that  our 
Society  is  against  peer  review.  Rumors  had  reached  the 
committee  that  some  physicians  felt  that  the  position 
statement  was  to  this  effect.  Your  chairman  empha- 
sized that  the  crux  of  the  matter  was  the  fact  that  the 
bill  did  not  implement  the  concept  of  peer  review,  en- 
dorsed by  our  State  Medical  Society,  in  the  manner  we 
wanted  it  to  be  implemented.  He  pointed  out  that  there 
were  many  elements,  including  preadmission  consent 
for  patients  in  hospitals  and  fines  which  compelled  op- 
position to  the  bill. 

During  the  more  than  two  hours  that  the  committee 
was  in  session,  the  members  discussed,  in  depth,  the 
several  proposals  which  had  been  considered  by  the 
AMA  Council  on  Legislation.  The  members  not  only 
considered  the  positions  taken  by  the  AMA  Council 
but  the  arguments  advanced  in  support  of  positions 
taken. 

After  considerable  discussion  during  which  each  mem- 
ber expressed  his  personal  views,  the  committee  came  to 
the  decision  that  the  positions  taken  by  the  AMA  on  the 
proposals  considered  were  acceptable  and  should  be  en- 
dorsed and  supported. 

The  following,  therefore,  is  a brief  summary  of  the 
bills  considered  and  the  position  recommended  by  your 
committee,  details  of  which  appear  in  the  report  of  the 
AMA  Council  on  Legislation  meeting,  held  in  Portland, 
Oregon,  on  September  19  and  20,  1970.  These  recom- 
mendations were  submitted,  November  19,  1970,  in  a 
report  to  MSSNY’s  Council,  which  accepted  the  report. 

1.  Five  bills  centering  on  legislation  to  bring  physi- 
cians’ services  to  urban  and  rural  sireas;  (S.  4106,  Na- 
tional Health  Service  Corps  Act;  H.R.  1^46,  Doctors 
Corps  Act;  H.R.  18689,  Incentives  for  Practice  in  Short- 
age Areas;  S.  4208,  Family  Physician  Scholarship  and 
Fellowship  Program  Act;  and  S.  4296,  Health  Professions 
Assistance  Amendments). 
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Two  bills  would  create  a new  physician  corps,  one 
within  the  Public  Health  Service,  and  the  other  within 
the  Department  of  Health,  Education,  and  Welfare  for 
assignment  to  shortage  areas.  Fulfillment  of  military 
obligation  is  provided.  Under  three  other  hills  financial 
assistance  would  he  provided  medical  students,  or  in- 
terns, either  through  loans  or  grants,  with  increased 
cancellation  provisions  for  those  who  serve  in  shortage- 
or  low  income  areas. 

Because  of  the  similar  objectives  of  the  five  bills,  the 
committee  decided  to  address  itself  to  the  basic  princi- 
ples involved  and  therefore  made  the  following  recom- 
mendation: The  committee  voted  opposition  to  legis- 

lation which  creates  nonmilitary  service  that  acts  as  an 
alternative  in  satisfaction  of  obligatory  military  service, 
and  voted  support  of  legislation  embracing  voluntary 
mechanisms,  including  financial  incentives  with  loan 
forgiveness  or  cancellation. 

2.  S.  :16;14  would  require  the  Secretary  of  the  Depart- 
ment of  Health,  Education,  and  Welfare  to  (a)  develop 
through  the  systems  analysis  method  and  relating  result 
with  cost  and  benefits  involved,  two  or  more  alternative 
national  health  care  plans;  and  (b)  conduct  a study  and 
report  to  Congress  on  each  of  the  legislative  proposals 
in  the  91st  Congress  establishing  a national  health  in- 
surance plan. 

The  committee  voted  opposition  to  (a).  Although  the 
committee  supports  the  goals,  there  does  not  appear  to 
be  any  need  for  this  legislation,  since  the  Secretary  al- 
ready has  authority  to  develop  such  plans,  and  ongoing 
studies  are  presently  being  conducted.  In  regard  to  (6), 
the  committee  voted  support  at  an  appropriate  level  of 
funding,  since  it  believed  the  Congress  could  request 
the  executive  branch  to  supply  sufficient  information 
concerning  the  programs  involved. 

3.  H.R.  8978,  National  Digestive  Diseases  and  Nu- 
trition Act,  creates  in  the  Public  Health  Service  a Na- 
tional Institute  of  Digestive  Diseases  and  Nutrition,  to 
conduct  and  assist  research,  investigations,  and  demon- 
strations relating  to  the  cause,  prevention,  methods  of 
diagnosis,  and  treatment  of  digestive  diseases  and  nu- 
trition. The  committee  recommended  support  of  this 
bill. 

4.  S.  3973,  Radiation  Health  and  Safety  Act  of  1970, 
provides  for  training  of  radiologic  technicians  by  direct- 
ing the  Secretary  of  the  Department  of  Health,  Educa- 
tion, and  Welfare  to  develop  and  issue  to  the  states  cri- 
teria and  minimum  standards.  The  committee  recom- 
mended opposition  to  this  bill  because  it  believed  that 
this  Federal  authority  would  represent  an  unwarranted 
intrusion  on  the  state’s  licensing  and  accrediting  prerog- 
atives. 

5.  S.  4002,  National  Information  and  Resources  Cen- 
ter for  the  Handicapped,  could  provide  a worthwhile 
program  in  meeting  special  needs  of  the  handicapped. 
The  committee  recommended  support  of  this  bill. 

6.  H.R.  17550,  Amendment  to  Create  an  “Inspector 
General  of  Health  Administrations,” — the  committee 
recommended  opposition.  While  it  could  see  some  bene- 
fits in  the  creation  of  inspector  general,  the  committee 
believed  that  this  is  outweighed  by  the  potential  con- 
fusion which  could  result. 

Annual  Conference.  Your  committee  participated  in 
the  afternoon  session  of  the  Annual  Conference  of 
County  Medical  Society  Legislation  Representatives 
held  at  Country  House,  Syracuse,  on  November  12. 


Your  chairman  presided  and  discussed  in  depth  the 
topics  included  in  this  report.  Mr.  Colley  also  en- 
larged on  the  analysis  and  prognosis  of  bills  presented 
in  our  committee.  Questions  from  the  floor  were  an- 
swered and  numerous  physicians  entered  into  the  dis- 
cussions. Your  chairman  was  pleased  with  the  manner 
in  which  the  participants  representing  the  county  medi- 
cal societies  became  involved  in  the  deliberations  and 
urged  the  physicians  present  to  become  more  involved 
and  outlined  several  methods  for  achieving  this  objec- 
tive. 

Bennett  Amendment.  Lacking  agreement  by  the 
House  and  Senate,  the  Social  Security  Amendments  of 
1970,  H R.  17550,  which  included  the  Bennett  Amend- 
ment (No.  851),  died  at  the  close  of  the  91st  Congress. 
Before  the  bill  died,  however,  the  Senate  passed  the  Ben- 
nett Amendment,  as  well  as  other  provisions  in  increases 
in  cash  benefits  and  Medicaid  and  Medicare  amend- 
ments. 

In  our  first  report  to  this  House,  we  submitted  the  text 
ol  our  State  Medical  Society’s  position  statement  on 
the  Bennett  Amendment  which  had  been  sent  to  our 
two  New  York  State  senators  and  to  the  seventeen  mem- 
bers of  the  Senate  Finance  Committee  which  was  then 
considering  the  bill.  We  are  pleased  now  to  report  that 
many  acknowledgments  were  received  by  our  State  Med- 
ical Society,  and  that  the  AMA  suggested  that  the  text 
be  used  as  a model  for  presentations  urged  on  other  state 
medical  societies. 

We  are  also  happy  to  point  out  that,  while  the  amend- 
ment was  not  enacted  into  law,  many  of  the  recom- 
mendations made  by  MSSNY  and  the  AMA  were  acted 
on  favorably.  The  final  language  of  the  Bennett  Amend- 
ment contained  the  following  changes:  (1)  eliminated 

from  the  original  plan  a possible  $5,000  penalty  for 
physicians  who  broke  regulations;  (2)  rejected  govern- 
ment ownership  of  records;  (3)  struck  out  national 
norms;  and  (4)  deleted  prehospitalization  certification 
requirements. 

The  plan  did  not  allow  county  or  state  medical  soci- 
eties under  their  own  name  to  conduct  peer  review,  but 
allowed  them  to  establish  foundations  to  conduct  this 
activity.  This  was  done  to  counter  possible  charges  of 
conflict  of  interest  and  also  to  ensure  that  all  physicians 
be  allowed  to  participate,  not  just  those  belonging  to  the 
state  or  local  societies. 

In  the  final  language  of  the  bill  adopted  by  the  Finance 
Committee,  the  section  dealing  with  review  stated:  “No 
Professional  Standards  Review  Organization  shall  uti- 
lize the  services  of  any  individual  who  is  not  a physician 
to  make  final  determinations  with  respect  to  the  pro- 
fessional conduct  of  any  physician,  or  any  act  performed 
by  any  physician  in  the  exercise  of  his  profession.” 

New  Congress.  The  92nd  Congress,  which  convened 
on  January  21,  1971,  will  make  history  in  regard  to 
health  and  medicine.  More  than  ever  before,  the  spot- 
light will  be  on  national  health  insurance  with  a remote 
possibility  of  enactment  of  a program  before  ihe  session 
ends.  The  revamping  and  possible  elimination  of  Medi- 
caid through  absorption  in  another  program  as  well  as 
the  revision  of  Medicare  are  expected  to  be  given  high 
priorities.  The  administration  will  play  key  roles  in 
these  activities,  notably  through  the  sponsorship  of  its 
own  proposals.  Already  two  important  bills  have  been 
introduced,  namely,  H.R.  1,  the  Social  Security  Amend- 
ments of  1971,  which  is  virtually  the  same  as  H.R.  17550, 
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and  S.3  (Kennedy)  (H.R.  222),  which  contains  a revised 
version  of  the  Health  Security  Program,  sponsored  by  the 
Committee  of  100,  and  now  supported  by  the  AFL-CIO. 

Your  committee  will  keep  a watchful  eye  on  the  new 
Congress  and  take  whatever  steps  may  be  necessary  to 
protect  the  public  and  the  medical  profession. 

Respectfully  submitted, 

Charles  N.  Asivad,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS  The  following  report  was  pre- 
sented by  Clarke  T.  Case,  M.D.,  chairman. 

Your  committee  reviewed  the  regular  report  of  the 
Federal  Legislation  Committee  and  feels  that  this  is  a 
clear  report  of  the  accomplishments  of  the  past  year. 
Your  committee  also  reviewed  the  supplementary  report 
and  concurs  that  the  92nd  Congress  will  make  history 
in  regard  to  health  and  medicine.  Your  committee 
noted  that  the  opposition  of  the  Federal  Legislation 
Committee  to  the  Bennett  Amendment  was  due  to  the 
fact  that  the  bill  did  not  implement  the  concept  of  peer 
review,  endorsed  by  our  State  Medical  Society,  in  the 
manner  we  wanted  it  to  be  implemented. 

We  congratulate  the  legislation  committees  of  the 
Medical  Society  of  the  State  of  New  York  and  the  Ameri- 
can Medical  Association  in  securing  the  following 
changes  in  the  Bennett  Amendment:  (1)  elimination 

from  the  original  plan  of  a possible  $5,000  penalty  for 
physicians  who  broke  regulations;  (2)  rejection  of  govern- 
ment ownership  of  records;  (3)  elimination  of  national 
norms;  and  (4)  deletion  of  prehospitalization  certifica- 
tion requirements.  Your  committee  notes  that  in  regard 
to  five  current  bills  centering  on  legislation  to  bring 
physicians’  services  to  urban  and  rural  areas  with  short- 
ages of  medical  personnel,  the  Federal  Legislation  Com- 
mittee voted  to  oppose  legislation  which  creates  a pro- 
gram where  nonmilitary  service  acts  as  an  alternative  to 
satisfy  obligatory  military  service,  and  voted  to  support 
legislation  embracing  voluntary  mechanisms,  including 
financial  incentives  with  loan  forgiveness  or  cancellation. 

In  this  year  of  crucial  debate  on  much  Federal  legis- 
lation that  will  vitally  affect  the  practice  of  each  physi- 
cian, each  member  of  our  Society  needs  to  keep  alert  to 
the  recommendations  of  action  that  will  be  emanating 
from  our  Federal  Legislation  Committee. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


State  Legislation  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

'I'he  (’ommittee  on  State  Legislation  is  composed  of 


the  following  members: 

John  H.  Carter,  M.D.,  Chairman  Albany 

(lerald  L,  Glaser,  M.I).  Monroe 

Herbert  K.  Joyce,  M.I).  Krie 

Henry  W.  Kaessler,  M.I).  Westchester 

Andrew  W.  Lawrence,  M.I).  Suffolk 

William  J.  Ryan,  M.D Onondaga 

.Merritt  F.  Spear,  M.I).  Clinton 

Stanley  Stark,  M.I).  Kings 

Richard  K.  Sullivan,  M.I).  Broome 


During  the  1970  session  of  the  New  York  State  Legis- 


lature, our  State  Medical  Society  compiled  its  best 
record  in  many  years.  Out  of  the  Society’s  1970  program 
of  six  constructive  proposals,  four  were  approved  by 
both  the  Senate  and  Assembly,  and  three  of  these  be- 
came law.  Numerous  bills  potentially  detrimental  to 
the  public  and  to  medicine,  and  opposed  by  our  State 
Medical  Society,  went  down  to  defeat.  Most  important 
of  those  bills  defeated  was  the  administration’s  universal 
health  insurance  proposal.  More  than  16,000  bills  were 
introduced. 

The  end  result  was  that  your  committee,  staff,  and 
legislative  counsel,  experienced  an  exceptionally  active 
year.  Progress  reports  were  made  to  the  Council  from 
time  to  time  so  that  the  members  were  kept  abreast  of 
developments  in  the  State  Capitol. 

Plans  for  our  State  Medical  Society  1971  State  Legis- 
lation Program  are  well  under  way  but  will  not  be  final- 
ized until  after  our  Annual  Conference  of  County  Medi- 
cal Society  Legislation  Representatives,  which  will  take 
place  on  November  12,  1970,  at  Country  House,  Syra- 
cuse. A supplementary  report,  therefore,  will  be  sub- 
mitted to  the  House  in  February,  1971. 

Your  committee  is  pleased  to  present  the  following  re- 
view of  its  activities  during  1970. 

State  Legislature  Session.  Here  is  a brief  recapitu- 
lation of  the  highlights  of  the  1970  State  Legislature’s 
activities  in  regard  to  bills  affecting  the  medical  profes- 
sion, so  that  the  records  of  the  House  may  contain  the 
technical  references  and  disposition  of  the  proposals. 

1970  Positive  Program  Bills.  Three  New  Laws. 
Anatomical  Gift  Act  (A.  2489,  McCloskey;  S.  6665, 
Lomhardi)  allows  any  individual,  competent  to  execute 
a will  under  New  York  State  Laws,  to  give  all,  or  part 
of  his  body,  by  will  or  otherwise,  to  a hospital,  surgeon 
or  physician,  and  others.  Passed  Senate  and  Assembly. 
Signed  by  Governor.  Chapter  466,  Laws  of  1970. 

Professional  Service  Corporation  (S.  8052-A,  Gioffre) 
authorizes  one  or  more  persons  duly  licensed,  registered, 
or  otherwise  legally  authorized  to  render  the  same  pro- 
fessional service  within  New  York  State  to  organize 
and  become  shareholders  of  a professional  service  cor- 
poration for  pecuniary  profit.  Passed  Senate  and  As- 
sembly. Signed  by  Governor.  Chapter  974,  Laws  of 
1970. 

Review  Committee  Immunity — Hospital  Committees 
(A.  2666,  Farrell)  extends  present  law  providing  immu- 
nity from  suit  for  members  of  Hospital  Utilization  Review 
Committees  set  up  as  a result  of  Medicare  Law,  to  other 
similar  hospital  committees.  Passed  Senate  and  As- 
sembly. Signed  by  Governor,  Chapter  596,  Laws  of 
1970. 

Hills  Passed  by  Legislature  but  Vetoed.  Review  Com- 
mittee Immunity — Records  (A.  2667,  Farrell)  all  records 
and  data  of  Hospital  Utilization  Review  Committees 
would  be  held  immune  from  disclosure  in  any  manner. 
Passed  Senate  and  Assembly.  Vetoed  by  Governor. 
(Memorandum  95). 

Rills  Died  in  Committee.  Review  Committee  Immu- 
nity-Hospital Committees  and  Medical  Societies  (A. 
2665,  Farrell)  would  amend  present  law  to  extend  im- 
munity from  suit  to  other  hospital  committees  and,  in 
addition,  to  committees  of  county  medical  societies, 
such  as  peer  review  committees.  Reached  third  read- 
ing in  one  house,  but  died. 

Autopsy  Authorization  (A.  2142,  Buckley;  S.  6950, 
Donovan)  where  there  is  more  than  one  next  of  kin  of 
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deceased,  authorization  for  dissection  of  the  decedent’s 
body  by  any  one  of  such  kin  would  be  sufficient.  Both 
bills  died  in  committee. 

Universal  Health  Insurance.  S.  9181  (Rules) 
(Governor’s  Bill)  provided  for  a universal  health  insur- 
ance act  for  encouraging  development  of  single  system  of 
health  service  benefits,  including  hospital  and  medical 
services.  Encouraged  group  practice  arrangements, 
created  State  health  insurance  corporation  for  develop- 
ing and  administering  coordinated  system  of  financing 
health  service  Ijenefits,  prescribed  manner  of  organizing 
and  regulating  nonprofit  medical  corporations,  and,  for 
pecuniary  profit,  professional  health  service  corpora- 
tions. ^tablished  regional  medical  councils  which, 
subject  to  corporation  approval,  would  set  the  rate  for 
medical  services  to  be  paid  by  carriers.  Strongly  op- 
posed by  the  State  Medical  Society.  Died  in  Senate 
Finance  Committee. 

New  Abortion  Law,  S.  8556-A  (Dominick)  makes  an 
abortion,  effective  July  1,  1970,  with  consent  of  the 
pregnant  woman  and  her  physician,  justifiable  for  any 
reason,  up  to  twenty-four  weeks  after  the  date  of  concep- 
tion, but  thereafter  only  to  save  the  life  of  the  woman. 
The  State  Medical  Society  advocated  reform  of  the 
present  law  based  on  action  of  the  House  of  Delegates, 
but  opposed  this  bill.  Passed  Senate  and  Assembly. 
Signed  by  Governor.  Chapter  127,  Laws  of  1970. 

Bills  Opposed  and  Defeated.  Real  Property  Tax 
Exemption,  (A.  5926,  Becker),  would  remove  real 
property  tax  exemption  from  certain  specified  groups, 
including  medical  societies,  and  makes  such  exemption 
subject  to  local  option.  Died  in  committee. 

Unwanted  Animals,  (A.  151,  Jerabek),  repeals  Public 
Health  Law  allowing  State  Health  Commissioner  or  New 
York  City  Commissioner  to  requisition  unlicensed,  un- 
wanted, or  unclaimed  animals  which  have  been  seized 
and  placed  in  pounds  for  scientific  tests  under  certain 
conditions.  Died. 

Human  Research  Bill,  (A.  2594,  Stavisky),  provides 
for  creation  of  a State  board  of  human  research  in  the 
Department  of  Education  and  outlines  restrictions  on 
research.  Passed  Assembly,  but  died  in  Senate. 

Nonprofit  Membership  Corporations,  (S.  8397 — B, 
Lent),  mainly  Kaiser-Permanente  type  of  bill.  Would 
authorize  organization  of  nonprofit  membership  corpora- 
tion and  consumers  cooperative  stock  corporation  which 
might  be  designated  as  health  service  corporations. 
Was  amended  to  include  portion  of  Governor’s  Health 
Insurance  Bill.  Died. 

Medical  Corporate  Practice,  (S.  6539,  Lent),  encour- 
ages group  practice  by  authorizing  corporate  practice 
of  medicine  provided  group  numbers  at  least  three 
physicians  of  varying  disciplines.  Passed  Senate.  Died 
in  Assembly. 

Physicians'  Assistants,  (S.  9386,  Rules),  provides 
for  registration  of  physicians’  assistants  by  establishing 
minimum  standards  for  those  who  will  be  available  for 
employment  in  areas  where  medical  care  is  scarce  or 
nonexistent  and  whose  qualifications  will  assure  health 
needs  of  patients  are  properly  met.  Passed  Senate, 
Under  Message  of  Necessity  from  Governor.  Reported 
out  of  Assembly  Rules  Committee  but  recommitted  and 
killed. 

S.  9387,  (Rules)  requires  that  Health  Commissioner 
establish  within  his  department  veterans  health  man- 
power center  for  instituting  and  conducting  studies  and 


surveys  of  veterans  health  manpower  resources,  main- 
taining registries  of  such  resources  and  recommending 
minimum  qualifications  for  employment  in  health  serv- 
ice field.  Passed  Senate  Under  Message  of  Necessity 
from  Governor  but  did  not  receive  approval  of  Assembly. 

Bills  Endorsed — Passed  but  Vetoed.  The  following 
bills  endorsed  by  MSSNY,  passed  both  Houses  but  were 
vetoed  by  the  Governor. 

Medicaid,  (A.  1136-B,  Corbett,  et  al  ),  holds  physi- 
cians, dentists,  and  other  professional  personnel  quali- 
fied under  the  Social  Services  Law  to  provide  medical 
assistance  under  Medicaid  provisions,  if  licensed  and 
registered  or  otherwise  qualified  to  provide  such  services 
under  the  Education  Law  or  other  law.  (Memorandum 
51). 

Salaried  Hospital  Physicians,  (A.  5329,  McFarland, 
et  al.),  provides  that  payment  for  care  rendered  to  a 
subscriber  to  a medical  indemnity  insurance  contract 
by  a salaried  hospital  physician,  other  than  intern  or 
resident,  shall  be  subject  to  provisions  of  the  contract 
and  terms  of  his  employment  agreement,  if  the  physician 
personally  treats  the  individual  as  his  private  patient. 
(Memorandum  203). 

Education  Bill  not  Satisfactory— Vetoed.  Revision 
of  Education  Law,  (S.  6825,  Dominick),  would  revise 
extensively  the  provisions  of  the  Education  Law  affect- 
ing the  licensed  professions,  including  medicine,  passed 
both  houses  of  the  Legislature  in  the  final  days  of  the 
session  but  was  vetoed  by  the  Governor.  (Memorandum 
264). 

Although  representatives  of  MSSNY  worked  closely 
for  several  years  with  the  Joint  Legislative  Committee 
which  has  been  studying  the  proposal,  S.  6825  was  not 
entirely  satisfactory  to  our  State  Medical  Society. 
While  views  of  the  State  Medical  Society  were  accepted 
in  some  areas,  certain  provisions  of  the  measure  were 
unsatisfactory  to  MSSNY  and  were  opposed.  Among 
these  were  its  failure  to  include  the  word  “mental”  in 
defining  the  practice  of  medicine,  the  proposed  change  to 
a four-fifths  vote  of  the  unanimous  vote  now  required  to 
find  a physician  guilty  in  a grievance  case,  and  the 
combining  of  the  Board  of  Medical  Examiners  and  the 
Grievance  Committee  under  a single  board. 

Chiropractic  Bills.  All  but  two  of  more  than  a dozen 
chiropractic  bills  were  defeated.  Among  those  beaten 
were  proposals  to  extend  use  of  x-ray  (S.  2749,  S.  7773, 
both  Calandra);  broaden  the  definition  of  practice 
(S.  8985,  Rules);  permit  use  of  clinical  laboratory  serv- 
ices (S.  7983,  Giuffreda);  and  inclusion  under  Blue 
Shield  contracts  (A.  4680,  A.  4681,  both  Reilly)  and 
Workmen’s  Compensation  Law  (S.  7358,  Marine).  One 
bill  extending  time  to  apply  for  examination  was  signed 
by  the  Governor,  (A.  2456,  Riccio,  Chapter  96,  Laws  of 
1970).  Another  bill  that  would  retain  the  present  statu- 
tory language  governing  chiropractic  in  the  revised 
Education  Law,  if  enacted,  also  passed  both  houses  but 
was  vetoed  by  the  Governor,  (S.  8666,  Dominick). 
(Memorandum  265). 

Other  Bills.  The  following  bills  were  opposed: 

Blue  Shield  Directors,  (A.  3784,  McCloskey;  S.  7671, 
Gordon),  would  reduce  to  one-quarter,  from  three-fifths, 
the  maximum  representation  of  physicians  on  these 
boards.  Bill  was  amended  to  provide  50  per  cent  repre- 
sentation for  physicians.  Passed  Senate  and  Assembly. 
Signed  by  Governor.  Chapter  571,  Laws  of  1970. 

Clinical  Laboratories,  (A.  274,  Amann;  S.  1975, 
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Marchi),  provides  for  direct  billing  of  laboratory  services 
and  outlawing  contractual  arrangements.  Passed  Sen- 
ate and  Assembly.  Signed  by  Governor.  Chapter  971, 
Laws  of  1970. 

Prepaid  Group  Insurance,  (S.  6383,  Lent,  et  ai),  would 
make  State  government  funds  through  mortgage  loans 
available  to  help  hospital  service  corporations  and  health 
service  corporations  (HIP)  to  encourage  the  development 
of  prepaid  group  health  insurance  practices.  Passed 
Senate  and  Assembly.  Vetoed  by  Governor.  (Memo- 
randum 65). 

The  following  bill  was  supported: 

20  Per  Cent  Copayment  Medicaid  Repealer,  (S.  6344, 
Lent),  would  repeal  provision  of  Social  Services  Law 
requiring  20  per  cent  copayment  of  bills  for  outpatient 
services  including  physicians’  services,  by  nonwelfare 
medically  indigent  patients.  Died  in  committee. 

Another  bill  on  which  no  position  was  taken  was  the 
following: 

Venereal  Disease,  (S.  6381,  Lent),  allows  licensed 
physicians  to  diagnose,  treat,  or  prescribe  for  patients 
with  venereal  disease  under  twenty-one  years  old  with- 
out consent  or  knowledge  of  parents  or  guardian.  Passed 
both  Senate  and  Assembly.  Signed  by  Governor. 
Chapter  361,  Laws  of  1970. 

Legislation  Information  Center.  The  Legislation 
Information  Center,  in  its  sixth  consecutive  year,  contin- 
ues to  be  an  important  instrument  in  carrying  out  the 
work  of  the  committee  and  in  advancing  its  goals.  Di- 
rected by  our  Coordinator,  Legislation  Activities,  Martin 
J.  Tracey,  J.D.,  the  center  once  again  demonstrated  that 
it  is  necessary  for  furnishing  answers  to  questions  on 
State  and  Federal  legislation,  and  is  a useful  device  for 
disseminating  news  about  proposed  laws.  To  supply 
current  information,  the  center  maintains  an  up-to-date 
filing  system  for  copies  of  important  health  related  bills 
being  considered  in  Albany  and  in  Washington,  D.C. 

In  1965  when  the  center  was  first  established  most  of 
its  activity  occurred  while  the  State  Legislature  was  in 
session.  Today  its  activities  are  on  a year-round  basis. 
Continuously  the  center  furnishes  answers  to  questions 
received  over  the  telephone  and  through  the  mail,  and 
scrutinizes  all  projects  pertaining  to  legislation,  espe- 
cially public  hearings.  As  soon  as  possible  after  their 
receipt,  notices  of  public  hearings  are  transmitted  to  key 
persons  in  our  State  Medical  Society  so  that  our 
organization  may  take  a stand  on  the  subject  of  the 
hearing  and  appoint  physicians  expert  in  the  subject  to 
appear  and  testify  at  public  hearings. 

Although  the  functions  of  the  center  are  aimed  espe- 
cially at  assistance  to  individual  physicians  and  county 
medical  societies  as  groups,  help  also  was  given  during 
the  year  to  allied  health  groups,  hospitals,  and  others. 
In  recent  years  there  has  been  an  ever-growing  number 
of  requests  from  other  state  medical  societies  for  pro- 
posed laws  and  other  matters  pending  before  the  State 
Legislature  and  for  extensive  related  information  requir- 
ing much  research. 

During  the  past  year  a relatively  new  area  of  activity 
was  intensified.  Special  assistance  was  rendered  to  cer- 
tain Council  committees,  such  as  the  Education  Law 
Revision  Committee  and  the  Committee  on  Proposed 
Universal  Health  Insurance  Law.  Materials  involved 
with  bills  and  other  printed  materials,  were  assembled, 
duplicated,  and  distributed  to  members  of  the  commit- 
tees and  others  at  the  direction  of  the  chairmen. 


Capitol  News.  The  principal  and  most  effective 
means  of  communication  between  our  State  Medical 
Society’s  legislation  committees  and  county  medical 
society  legislation  chairmen  and  other  key  officials 
is  our  legislative  bulletin,  Capitol  News.  While  the 
1970  session  of  the  State  Legislature  was  in  session,  and 
for  a short  time  after  its  adjournment,  15  issues  of  the 
publication  were  distributed.  The  Legislation  Informa- 
tion Center  receives  requests  from  individuals  and 
groups  to  be  added  to  the  mailing  list,  a strong  indica- 
tion of  the  usefulness  and  effectiveness  of  this  publi- 
cation. Dramatic  attention  was  focused  on  the  publica- 
tion when,  in  the  course  of  a Senate  debate  on  the  abor- 
tion bill,  the  publication  was  quoted  on  the  Senate  floor. 
Extra  copies  of  the  issue  giving  the  State  Medical 
Society’s  position  on  abortion  were  printed  and  distrib- 
uted. For  the  third  successive  year,  William  W.  Tyler, 
a former  Associated  Press  correspondent  in  Albany, 
worked  as  editor  and  prepared  copy  for  Capitol  News 
under  the  direct  supervision  of  our  legislation  coordi- 
nator. 

Public  Hearings.  Within  the  last  few  years  there  has 
been  a growing  tendency  on  the  part  of  the  State  Legis- 
lature to  expand  the  length  of  its  sessions.  Recently  the 
prolongation  of  the  sessions  has  taken  the  form  of  holding 
public  hearings  throughout  the  year,  both  before  and 
after  the  annual  sessions.  Utilizing  the  facilities  of  our 
Legislation  Information  Center,  our  legislation  coordi- 
nator has  been  able  to  obtain  information  about  these 
hearings  and  has  advised  officials  of  our  State  Medical 
Society  concerning  them.  By  this  procedure,  our  State 
Medical  Society  has  been  able  to  make  statements  at 
these  hearings  and  to  furnish  physicians  qualified  to 
testify.  Important  State  legislation  committees  which 
have  held  such  hearings  have  included  the  Joint  Legis- 
lative Committee  on  Public  Health,  Joint  Legislative 
Committee  on  Mental  and  Physical  Handicap,  Joint 
Legislative  Committee  on  Real  Property  Tax  Exemp- 
tions, and  the  Assembly  and  Senate  Health  Committees. 

Key  physicians  of  our  society  have  appeared  at  several 
of  these  hearings  throughout  the  year.  The  subject  mat- 
ter for  the  hearings  included  such  vital  topics  as  mal- 
practice insurance,  physician’s  assistant,  and  revision  of 
the  State  Education  Law  involving  the  professions,  in- 
cluding medicine.  Under  the  direction  of  our  coordi- 
nator of  legislation  activities,  working  in  cooperation 
with  our  legislative  counsel  in  Albany,  statements  have 
been  prepared  for  presentation  by  these  physicians  ex- 
pressing the  views  of  our  State  Medical  Society  to  the 
members  of  the  State  Legislature  who  make  up  these 
important  committees.  To  enable  our  society  to  be  in 
a position  to  keep  abreast  of  developments  and  to  take 
whatever  action  may  be  deemed  feasible  and  necessary 
in  the  event  that  the  subject  matter  comes  up  for  a vote 
in  the  State  Legislature,  our  coordinator  of  legislation 
activities  has  monitored  these  hearings. 

Legislator  Contact  Program.  As  a mechanism  for 
obtaining  as  much  assistance  as  possible  from  physicians 
at  the  local  level,  your  committee  continued  to  sponsor 
a State  legislator  contact  program.  Participants  in  this 
project  are  physicians  who  are  willing  and  able  to  contact 
their  own  State  senator  or  assemblyman  at  their  homes 
or  offices  in  their  respective  areas.  Our  regional  repre- 
sentatives were  helpful  and  active  in  this  program. 
They  played  vital  roles  in  promoting  participation  in  the 
program  as  well  as  by  enlisting  the  support  of  the  partic- 
ipants in  carrying  out  the  wishes  of  the  committee. 
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Committees.  Following  a practice  inaugurated  sev- 
eral years  ago,  your  chairman  on  behalf  of  our  commit- 
tee, invited  the  chairmen  of  the  various  committees  of 
the  State  Medical  Society  to  submit  their  suggestions 
concerning  the  introduction  of  bills  and  their  opinions  on 
proposals  which  might  come  before  the  State  Legisla- 
ture. As  in  the  past,  only  a few  replies  were  received. 
We  are  still  hopeful  that  in  the  future  the  chairmen  of  the 
numerous  committees  involved  will  take  the  initiative 
and  cooperate  with  your  State  Legislation  Committee  by 
allowing  us  to  have  the  help  of  their  counsel. 

A new  aspect  of  our  relations  with  committees  of  our 
State  Medical  Society  was  the  active  participation  in  the 
work  of  one  of  these  committees.  Your  chairman, 
Gerard  L.  Conway,  E.sq.,  assistant  legislative  counsel, 
ahd  legislation  coordinator,  Martin  J.  Tracey,  partici- 
pated as  speakers  in  sessions  on  universal  health  insur- 
ance conducted  as  part  of  the  area  conferences  of  our 
State  Medical  Society.  These  sessions  on  universal 
health  insurance  were  sponsored  by  our  committee  on 
that  subject,  headed  by  Ralph  S.  Emerson,  M .D. 

County  Medical  Societies.  As  a means  of  carrying 
out  the  goals  of  our  State  legislation  program,  your 
committee  continued  to  work  closely  with  county  medi- 
cal societies  whenever  necessary.  Besides  supplying 
them  with  information  on  pending  legislation,  our 
legislation  coordinator  addressed  county  medical  society 
meetings  when  requested.  Among  these  was  a discus- 
sion of  our  activities  during  the  1970  session  of  the  State 
Legislature  during  a meeting  of  the  Oneida  County 
Medical  Society. 

MSSNY  Hot  Line.  With  the  cooperation  of  our  State 
Medical  Society’s  Public  Relations  Committee  and 
through  the  facilities  of  our  Communications  Division, 
a Hot  Line  was  mailed  in  early  May  over  the  signature 
of  C.  Stewart  Wallace,  M.D.,  chairman.  Commission  on 
Public  and  Professional  Affairs,  to  all  members  of  our 
State  Medical  Society,  giving  them  a capsule  review  of 
our  activities  during  the  1970  session  of  the  State  Legis- 
lature. The  thumbnail  two-page  review  pointed  out 
that  our  efforts  had  resulted  in  three  of  our  six  program 
bills  being  enacted  into  law. 

Committee  Meetings.  Your  committee  met  at  the 
Fort  Orange  Club,  Albany,  on  October  9,  to  discuss  pre- 
liminary plans  for  the  1971  session  of  the  State  Legisla- 
ture. About  a dozen  areas  were  covered  in  the  discus- 
sion. Further  consideration  will  be  given  to  these  pro- 
posals at  the  meeting  of  the  committee  which  is 
scheduled  to  be  held  November  11,  at  Country  House, 
Syracuse,  and  at  the  Annual  Conference  of  County  Medi- 
cal Society  Legislation  Representatives  on  the  following 
day.  A supplementary  report  on  the  details  and  final- 
ization of  the  program  agreed  on  for  1971  will  be  submit- 
ted to  the  House  of  Delegates  in  February. 

General.  In  Albany,  our  legislative  counsel  and  his 
staff  not  only  prepared  numerous  memoranda  setting 
forth  our  State  Medical  Society’s  positions  to  commit- 
tees of  the  State  Legislature,  but  were  active  in  present- 
ing in  person  our  stand  to  assemblymen  and  senators. 
On  the  State  Medical  Society  headquarters  level,  our 
coordinator  of  legislation  activities,  maintained  close 
working  relations  with  your  chairman  and  the  legislative 
counsel  and  his  staff  in  Albany.,  This  was  done  by  daily 
use  of  the  telephone  during  the  session  and,  frequently, 
before  and  after  the  session. 

Summary.  As  your  committee  reviews  its  work 


during  1970,  we  should  like  to  reiterate  that  there  is  no 
one  simple  solution  to  the  problem  of  how  to  achieve  suc- 
cess in  the  activities  of  our  State  Medical  Society  in 
Albany.  While  stress  must  be  placed  on  our  activities 
in  tbe  State  Capitol,  we  must  also  realize  that  there 
must  be  a great  deal  of  activity  on  the  part  of  physicians 
at  local  levels.  In  regard  to  local  contacts,  your  commit- 
tee again  most  strongly  urges  that  members  of  this  House 
of  Delegates  attempt  to  stimulate  action  at  the  county 
level.  Each  delegate  should  make  it  his  job  to  ascertain 
to  what  extent,  if  any,  his  county  medical  society  is  tak- 
ing part  in  your  State  Medical  Society  legislation  pro- 
gram. Your  assistance  will  not  only  be  appreciated, 
but  will  greatly  help  in  achieving  success  during  the 
1971  session  of  the  New  York  State  Legislature. 

Acknowledgments.  Whatever  success  was  achieved 
during  1970  was  the  result  of  the  combined  efforts  of  your 
committee  and  numerous  other  individuals.  A special 
vote  of  thanks  mu.st  go  to  George  W.  Foy,  Esq.,  legisla- 
tive counsel,  and  to  his  assistants,  John  C.  Rice,  Esq., 
and  Gerard  L.  Conway,  Esq.,  for  the  competent  way  in 
which  they  handled  our  affairs  in  Albany.  Others  who 
are  deserving  of  our  gratitude  include  Heniy  I.  Fineberg, 
M.D.,  executive  vice-president;  J.  Richard  Burns,  J.D., 
assistant  executive  vice-president;  and  C.  Stewart  Wal- 
lace, M.D.,  chairman.  Commission  on  Public  and  Pro- 
fessional Affairs.  We  also  appreciate  the  work  done  by 
members  of  our  staff,  particularly  Guy  D.  Beaumont, 
director,  Division  of  Communications;  our  regional 
representatives,  W'illiam  Baltaks,  Harry  Dexter,  Cole- 
man Fineberg,  and  Gerald  Sullivan;  and  Martin  J.  Tra- 
cey, J.D.,  coordinator,  legislation  activities. 

Respectfully  submitted, 

JohnH.  Carter,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS  The  following  report  was  pre- 
sented by  Clarke  T.  Case,  M.D.,  chairman. 

Your  committee  reviewed  the  report  of  the  State  Leg- 
islation Committee,  noting  with  satisfaction  the  passage 
in  1970  of  the  following  laws:  (1)  Anatomical  Gift  Act; 
(2)  Professional  Service  Corporation;  and  (3)  Review 
Committee  Immunity.  We  appreciate  the  vigorous  ac- 
tivity of  this  committee  in  many  other  areas  of  State 
legislation  as  outlined  in  this  report. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

State  Legislation  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

Following  the  filing  of  our  annual  report,  your  com- 
mittee met  at  the  Country  House,  Syracuse,  on  Novem- 
ber 11,  1970,  and  participated  in  fhe  Annual  Con- 
ference of  County  Medical  Society  Legislation  Repre- 
sentatives, held  on  November  12,  at  the  same  location. 
On  November  19,  your  chairman  reported  in  detail  to  the 
Council  the  matters  discussed  and  acted  on  at  both 
meetings.  On  January  28,  1971,  your  committee  report- 
ed to  the  Council  on  the  steps  t^en  to  implement  pro- 
posals previously  approved  by  the  Council.  The  follow- 
ing is  a brief  summary  of  the  results  of  all  of  the  activities 
as  of  the  date  this  report  is  being  written,  February  5, 
1971. 
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1971  State  Legislation  Program  Bills.  The  Council 
has  approved  eight  bills  to  be  sponsored  by  our  State 
Medical  Society  and  constitute  our  1971  State  Legisla- 
tion Program  Bills. 

The  following  five  bills  have  been  introduced  in  the 
State  Legislature: 

1.  Utilization  Committees,  S.  1243,  Gioffre;  A.  2284, 
Farrell,  amends  paragraph  6513,  Education  Law,  to  ex- 
tend utilization  committee  to  include  medical  review 
committee  or  subcommittee  thereof,  of  local,  county, 
or  State  Medical  Society  and  any  such  society  itself, 
when  performing  described  medical  review  functions,  or 
involving  certain  controversies  or  disputes  between 
physician  and  patient,  or  physician  or  provider  of  medi- 
cal benefits  concerning  charges  or  fees;  makes  other  pro- 
visions exempting  hospital,  extended  care  facility,  and 
medical  society  with  committee  from  liability  for  dam- 
ages in  certain  cases. 

2.  Committee  Records,  S.  1242,  Gioffre;  A.  2285,  Far- 
rell, amends  paragraph  6513,  Education  Law,  to  provide 
that  neither  proceedings  nor  records  of  utilization  com- 
mittee of  physicians  shall  be  subject  to  disclosure  under 
Article  31,  Civil  Practice  Law  and  Rules,  nor  person 
in  attendance  at  meeting  thereof  be  required  to  testify 
as  to  what  transpired,  except  statements  made  by  a per- 
son attending  meetings  who  is  party  to  the  action  or  pro- 
ceeding of  the  subject  matter  which  was  reviewed  there- 
at. 

3.  Malpractice  Statute  of  Limitations,  A.  1790,  Cor- 
bett; S.  2982,  Flynn,  amends  paragraph  214,  Civil  Prac- 
tice Law  and  Rules,  to  provide  that  in  actions  against 
physicians  for  malpractice  arising  from  a foreign  ob- 
ject left  in  the  patient’s  body,  time  within  which  action 
must  be  commenced  shall  be  computed  from  time 
plaintiff  discovers,  or  with  reasonable  diligence  should 
have  discovered  presence  of  such  object,  but  period  shall 
not  exceed  four  years  from  date  of  malpractice,  except 
that  toll  shall  operate  for  period  during  which 
physician  had  actual  knowledge  or  should  have  acquired 
such  knowledge,  and  failed  to  disclose  such  fact  to  pa- 
tient. 

4.  Immunity  from  liability  for  hospital  rescue  teams, 

S.  3178,  Donovan;  A.  3713,  Lerner,  adds  paragraph  2805- 
b.  Public  Health  Law,  to  exempt  physician,  surgeon, 
nurse,  or  employe  who  is  a member  of  an  emergency 
rescue  team  of  a hospital  licensed  herein  or  officers  or 
employes  thereof,  from  liability  for  injuries  alleged  to 
have  been  sustained  in  the  course  of  or  as  the  result  of 
treatment  given,  to  a person  who  is  in  immediate  danger 
of  death,  by  such  emergency  rescue  team,  unless  it  is 
established  that  such  injuries  were  caused  by  gross  ne- 
glect on  the  part  of  such  member  or  hospital;  defines 
emergency  rescue  team. 

5.  Immunity  from  liability  for  certain  hospital  emer- 
gency room  personnel,  S.  3179,  Donovan;  A.  3712,  Lerner, 
adds  paragraph  2805-c,  Public  Health  Law,  to  exempt 
physician,  surgeon,  nurse,  or  employe  trained  in  first 
aid,  initial  emergency  medical  aid  procedures,  or  emer- 
gency treatment,  employed  in  hospital  emergency  room 
of  hospital  licensed  hereunder  or  officers  or  employes 
thereof,  from  liability  for  injuries  alleged  to  have  been 
sustained  in  the  course  of  or  as  the  result  of  treatment 
given  to  a person  who  is  in  immediate  danger  of  death, 
by  such  emergency  room  fjersonnel,  unless  it  is  estab- 
lished that  such  injuries  were  caused  by  gross  neglect 
on  the  part  of  such  personnel  or  hospital. 


The  remaining  three  bills  are  the  following; 

6.  Physician’s  Assistant — at  the  November  19  meet- 
ing, the  Council  affirmed  the  concept  of  physician’s 
assistant  and  empowered  the  State  Legislation  Com- 
mittee, in  conjunction  with  the  Health  Manpower  Com- 
mittee, to  write  an  appropriate  bill  and  directed  that 
such  a bill  be  submitted  to  the  Council  for  approval 
before  introduction  in  the  State  Legislature  as  a State 
Medical  Society  bill.  Your  committee  carried  out  these 
instructions  and  submitted,  after  consultation  with  the 
Health  Manpower  Committee,  the  text  of  a physician’s 
assistant  bill  at  the  January  28  meeting  of  the  Council. 
After  amending  the  text  submitted,  the  Council  voted 
approval.  The  final  draft  of  this  bill  is  now  being  pre- 
pared and  is  expected  to  be  introduced  momentarily  in 
the  State  Legislature. 

7.  Clinical  Laboratory — at  the  meetings  held  in  Syr- 
acuse, the  consensus  was  for  amending  the  newly  enact- 
ed clinical  laboratory  law  rather  than  outright  repeal. 
Implementing  this  approach,  much  time  and  effort  has 
been  spent  on  drafting  a proposal  providing  for  direct 
billing  by  physicians  through  a statement  itemizing  the 
cost  of  technical  portions  of  the  tests  charged  by  labora- 
tories and  the  cost  of  the  physician’s  professional  ser- 
vices. Several  conferences  were  held,  not  only  with  the 
representatives  of  the  Medical  Society  of  the  County  of 
Kings,  a staunch  advocate  of  the  proposal,  but  also  with 
representatives  of  clinical  laboratories  interested  in 
amending  the  law.  At  the  meeting  of  the  Council  on 
January  28,  the  text  of  the  wording  of  the  proposal  as  it 
then  existed  was  submitted  to  the  Council  which  ap- 
proved it  in  principle.  At  the  time  this  report  is  being 
written,  final  details  are  being  worked  out  to  carry  out 
the  concept  approved  by  the  Council,  and  the  text  of  the 
bill  is  expected  to  be  submitted  to  the  legislature  in  the 
near  future. 

8.  Posting  a bond  by  plaintiff  in  malpractice  suits 
— this  bill,  basically,  will  require  a plaintiff  in  a mal- 
practice action  to  post  a bond  when  the  suit  begins  to 
guarantee  a successful  defendant  cost  in  certain  cases. 
The  security  for  cost  would  not  exceed  $500  for  each 
defendant,  or  $1,000  for  each  cause  of  action,  whichever 
is  less.  This  bill  is  in  the  process  of  preparation  and 
has  not  yet  been  introduced. 

General  Categories.  The  following  actions  taken 
by  the  committee  have  been  reported  to  the  Council  and 
are  now  being  submitted  to  the  House. 

Universal  Health  Insurance.  The  committee  will 
follow  the  guidelines  set  by  the  House  of  Delegates  in 
passing  on  any  bills  introduced.  At  the  time  this  report 
is  being  written,  no  formal  bill  has  been  introduced  on 
this  subject,  although  a bill  is  expected  to  be  introduced 
shortly. 

Revision  of  Education  Law.  The  committee  will 
follow  recommendations  by  our  committee  on  this  sub- 
ject. In  a telephone  conference  held  on  January  21, 
in  which  your  chairman  participated,  several  points 
regarding  the  latest  bill  S.  350;  A.  359,  were  agreed  on 
and  will  be  used  as  guidelines  by  your  committee,  as 
directed  by  the  Council.  Our  Committee  on  Education 
Law  Revision  has  reported  on  the  points  agreed  on  to  this 
House. 

Abortion  Law.  The  committee  decided  that  before 
any  action  is  taken  in  regard  to  the  newly  enacted  Abor- 
tion Law  and  the  expected  bills  in  the  State  Legislature 
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concerning  it,  the  State  Medical  Society  should  clarify 
its  policy  on  this  subject. 

Mental  Hygiene  Law  Revision.  The  committee  will 
be  guided  by  the  recommendations  of  MSSNY’s  Mental 
Hygiene  Committee  which,  at  the  present  time,  is  that 
no  action  be  taken.  Three  MSSNY  committee  mem- 
bers serve  on  the  Advisory  Committee  to  the  New  York 
State  Legislature’s  Joint  Committee  studying  the  re- 
vision. 

Narcotics.  The  committee  is  working  with  the  Com- 
mittee on  Alcoholism  and  Drugs  to  ascertain  what  steps 
should  be  taken  in  regard  to  bills  involving  this  problem. 

Medicaid.  Since  the  Social  Services  Department  is 
expected  to  sponsor  a bill  repealing  the  20  per  cent 
copayment  law,  the  committee  recommended  that 
MSSNY  should,  as  in  the  past,  support  such  a measure 
rather  than  sponsor  a bill. 

Annual  Legislation  Conference.  As  mentioned, 
your  committee  participated  in  the  Annual  Conference 
of  County  Medical  Society  Legislation  Representatives, 
held  on  November  12.  C.  Stewart  Wallace,  M.D., 
chairman.  Commission  on  Public  and  Professional 
Affairs,  presided,  and  your  chairman  moderated  the 
morning  session  devoted  to  State  legislation.  The 
items  mentioned  in  this  report  were  discussed  at  length 
by  legislative  counsel  and  staff,  and  the  audience  re- 
sponded with  numerous,  pertinent  questions.  Bruce  E. 
Chamberlain,  M.D.,  chairman,  MSSNY  Committee  on 
Health  Manpower,  addressed  the  group  on  the  physi- 
cian’s assistant  proposal  and  was  joined  by  Franklyn 
Amos,  M.D.,  adviser  to  his  committee.  During  lun- 
cheon, Andrew  C.  Fleck,  M.D.,  First  Deputy  Commis- 
sioner, New  York  State  Health  Department,  presented 
an  over-all  evaluation  of  health  programs  which  are 
expected  to  be  highlighted  in  1971.  The  afternoon 
session  was  devoted  to  Federal  legislation,  which  was 
moderated  by  Charles  N.  Aswad,  M.D.,  chairman, 
MSSNY  Federal  Legislation  Committee. 

Your  chairman  feels  that  the  1970  conference  was  one 
of  the  best  yet  held.  About  85  individuals  attended, 
and  many  entered  into  lively,  constructive  discussions. 
Worthwhile  positive  proposals  were  made.  In  marked 
contrast  with  area  meetings  of  years  ago,  the  1970  con- 
ference was  a workshop  type  of  meeting  in  which  there 
was  ample  evidence  that  the  physicians  were  not  only 
interested  and  concerned,  but  knowledgeable. 

Capitol  News.  The  1971  session  of  the  State  Legis- 
lature convened  on  January  6.  On  January  11,  the 
first  issue  of  our  1971  series  of  Capitol  News  was  pub- 
lished. At  the  time  this  report  is  being  written,  four 
issues  have  been  distributed,  and  the  publication  will 
be  sent  out  weekly  during  the  current  session.  You  will 
note  that  the  format  has  been  improved.  Your  com- 
ments on  this  legislative  letter  will  be  helpful  to  us  in 
continuing  to  improve  this  valuable  informational  tool. 

Legislation  Contact  Program,  At  the  request  of 
your  committee,  our  president,  Walter  Scott  Walls, 
M.D.,  sent  two  letters  to  presidents  of  all  county  medical 
societies  requesting  them  to  submit  the  neunes  of  phy- 
sicians who  would  act  as  members  of  our  MSSNY  Panel 
of  Liaison  Physicians  in  contacting  State  assemblymen. 
State  senators,  and  congressmen.  Copies  were  mailed 
to  all  county  medical  society  secretaries  and  executive 
secretaries.  Since  many  legislators  represent  more 


than  one  county,  the  medical  societies  were  urged  to  pay 
particular  attention  to  those  who  reside  or  have  their 
business  offices  in  their  counties.  Our  goal  is  at  least 
one  physician  for  each  legislator.  To  date,  we  have 
received  replies  from  40  county  medical  societies.  We 
are  continuing  our  efforts  to  achieve  our  goal  by  following 
up  the  letters  sent  out  and  hope  to  receive  additional 
names  for  our  committee.  We  urge  all  members  of  the 
House  to  cooperate  in  this  important  project  by  con- 
tacting the  president  of  your  county  society  to  ascertain 
what  action  has  been  taken  in  response  to  our  president’s 
invitation  to  take  an  active,  vital  role  in  our  State  Medi- 
cal Society’s  legislative  endeavors. 

Respectfully  submitted, 

John  H.  Carter,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was  pre- 
sented by  Clarke  T.  Case,  M.D.,  chairman. 

Your  reference  committee  notes  that  the  following 
bills  sponsored  by  the  State  Medical  Society  have  been 
introduced  in  the  State  Legislature:  (a)  A bill,  based 

on  utilization  committee  immunity,  to  extend  protection 
to  medical  review  committees  from  liability  for  damages 
in  certain  instances;  (6)  A bill  to  provide  that  neither 
proceedings  nor  records  of  utilization  committees  shall 
be  subject  to  disclosure;  (c)  A bill  to  more  closely  delin- 
eate the  malpractice  statute  of  limitations;  (d)  A bill  to 
provide  immunity  from  liability  for  hospital  rescue 
teams;  and  (e)  A bill  to  provide  immunity  from  liability 
for  certain  hospital  emergency  room  personnel. 

Your  reference  committee  strongly  urges  every  mem- 
ber of  the  House  to  exert  a maximum  effort  to  secure  the 
passage  of  these  bills. 

We  note  that  a bill  on  the  status  of  the  physician’s 
assistant  is  being  prepared  jointly  by  the  Committees  on 
Health  Manpower  and  on  State  Legislation.  We  also 
note  that  an  amendment  to  the  Clinical  Laboratory  Law 
is  being  drafted.  We  recommend  study  and  support  by 
members  of  the  House  of  Delegates  of  those  bills  ap- 
proved by  the  Council  when  they  become  available. 

Your  reference  committee  congratulates  the  entire 
Commission  on  Public  and  Professional  Affairs  for  the 
effective  legislation  conference  held  on  November  12 
and  recommends  continuation  of  such  conferences. 

The  committee  feels  that  Capitol  News,  Hot  Line,  and 
Ad  Rem  have  been  effective  means  of  communication 
with  the  membership  of  the  State  Medical  Society  on 
current  legislation  problems  and  recommends  their  con- 
tinuation. 

Your  reference  committee  urges  the  representatives  of 
each  of  the  county  societies  to  be  certain  that  the  names 
of  liaison  physicians,  selected  to  contact  State  assembly- 
men,  State  senators,  and  members  of  Congress,  be  sup- 
plied to  the  State  Medical  Society,  since  to  date  only 
40  county  medical  societies  have  been  heard  from. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report. 

Public  Relations 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Committee  on  Public  Relations  are  as 
follows: 
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Paul  M.  De  Luca,  M.D.,  Chairman Broome 

Clement  J.  Boccalini,  M.D Nassau 

Russell  C.  Johnson,  M.D Westchester 

Eli  A.  Leven,  M.D Monroe 

Norton  M.  Luger,  M.D Queens 

James  R.  Nunn,  M.D Erie 

Daniel  F.  O’Keeffe,  M.D. Warren 

Thomas  D.  Pemrick,  M.D Rensselaer 

John  A.  Root,  M.D Onondaga 


The  Public  Relations  Committee,  meeting  April  17  in 
Syracuse,  expressed  satisfaction  that  publicity  was 
achieved  Statewide  on  the  State  Medical  Society’s 
position  on  abortion.  As  a result  of  the  dissemination 
of  news  following  the  Council  meeting  of  March  26,  the 
committee  also  noted  that  the  society  acted  promptly 
regarding  Governor  Rockefeller’s  Universal  Health 
Insurance  bill.  Fund  raising  letters  to  our  physicians 
encouraging  donations  to  the  AM  A- ERF,  in  addition 
to  the  $10  now  presented  as  optional  check-off  on  the 
dues  bill,  was  approved.  It  was  noted  that  the  AMA 
was  to  underwrite  the  cost  of  the  promotional  mailing, 
and  this  was  carried  out  at  the  end  of  1970.  The  com- 
mittee suggested  to  the  Council  that  a committee  be 
appointed  to  study  the  relationship  between  the  State 
Medical  Society  and  medical  students  in  New  York 
State.  The  committee  also  approved  sample  medallions 
which  are  being  produced  under  the  existing  budget  as 
an  item  in  a New  Member  Kit. 

At  this  meeting,  the  committee  accepted  a proposal 
that  a Fall  series  of  area  conferences  be  presented  on 
malpractice,  including  preventive  methods  and  a dis- 
cussion of  legislation  to  protect  physicians.  The  chair- 
man thereafter  met  in  New  York  City  with  Arthur  J. 
Mannix,  Jr.,  M.D.,  chairman.  Professional  Medical 
Liability  Insurance  and  Defense  Board,  to  discuss  the 
area  conference  program  which  was  expanded  by  the 
Council  to  include  Universal  Health  Insurance.  A 
format  was  worked  out  and  conferences  scheduled  for 
Canandaigua,  Suffern,  Albany,  Owego,  Buffalo,  Valley 
Stream,  Syracuse,  and  Lake  George.  To  increase  our 
association  with  medical  students,  the  deans  of  medical 
schools  were  contacted,  and  with  their  permission, 
senior  students  were  invited  to  the  conferences. 

The  committee  met  November  12  in  Syracuse  and 
discussed  actions  of  the  State  Medical  Society  as  they 
affect  public  and  professional  relations,  also  our  imme- 
diate plans  for  1971.  A recommendation  to  the  Council 
that  a study  be  made  to  determine  the  modern-day 
aspirations  and  needs  of  the  State  Medical  Society  and 
those  of  our  country  and  individual  members  and  that 
a survey  of  opinions  be  gathered  at  a preliminary  meet- 
ing before  January  was  tabled  until  a future  meeting. 

A recommendation  that  the  existing  Department 
of  Research  and  Planning  be  expanded  in  its  facilities, 
budget,  and  staff,  to  fulfill  a need  for  statistical  informa- 
tion in  support  of  policy,  was  accepted  as  information. 
A recommendation  by  the  committee  that  the  State 
Medical  Society  take  the  initiative  in  proposing  legisla- 
tion representing  positive  views  on  major  issues,  such 
as  Universal  Health  Insurance,  was  disapproved. 

Recommendations  of  your  committee  that  area  con- 
ferences in  some  form  be  continued  in  1971  and  that 
the  Medical  Society  Health  Shows  Van  be  continued, 
were  approved  by  the  Council. 

Staff  activities  of  the  Division  of  Communications  in 


support  of  public  and  professional  relations  are  outlined 
in  the  report  of  the  executive  vice-president. 

Respectfully  submitted, 

Paul  M.  DeLuca,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was 

presented  by  Clarke  T.  Case,  M.D.,  chairman. 

Your  reference  committee  reviewed  the  report  of  the 
Public  Relations  Committee  and  wishes  to  commend 
its  efforts.  We  feel  that  the  area  conferences  and  further 
contacts  with  medical  students  should  be  continued. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report. 


Education  Law  Revision  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Education  Law  Revision  consists 


of  the  following  members: 

Victor  J.  Tofany,  M.D.,  Chairman Monroe 

Robert  B.  King,  M.D Onondaga 

Francis  A.  Stephens,  M.D Albany 

Donald  C.  Walker,  M.D Albany 

Walter  T.  Heldmann,  M.D Richmond 


The  committee,  in  conjunction  with  the  headquarters 
staff  and  legislative  counsel,  continued  the  efforts  of 
past  years  to  effect  changes  in  proposed  legislation  which 
would  resolve  our  objections,  namely: 

1.  To  include  the  word  “mental”  in  the  definition  of 
the  practice  of  medicine.  All  legislative  proposals  have 
restricted  the  definition  to  “physical”  conditions,  thus 
excluding  the  entire  field  of  psychiatric  medicine. 

2.  To  retain  the  Board  of  Medical  Examiners  and  the 
Grievance  Committee  as  separate  entities.  The  pro- 
posed legislation  would  combine  the  two  into  a single 
group. 

3.  To  retain  the  rule  requiring  a unanimous  vote  (by 
the  Grievance  Committee)  to  judge  a physician  guilty. 
The  proposed  legislation  embodies  the  provision  for  a 
four-fifths  vote  in  such  matters. 

In  addition,  we  have  reiterated  our  previous  sugges- 
tions for  establishment  of  a separate  medical  board  for 
the  licensure  and  discipline  of  doctors  of  medicine  sep- 
arate and  distinct  from  the  Education  Department. 

To  date,  none  of  these  problems  have  been  resolved. 
The  three  bills  introduced  in  the  1970  Legislature  were 
vetoed  by  the  Governor  because  of  widespread  dissatis- 
faction among  the  many  professions  governed  by  the 
Education  Law.  In  his  veto  message,  the  Governor 
noted  that: 

1 . The  original  objective  of  recodification  was  a simpli- 
fied and  clarified  restatement  of  the  law  without  sub- 
stantive change  in  the  regulation  of  professional  prac- 
tice. He  noted  that  many  substantive  changes  had  in- 
deed been  proposed. 

2.  Some  professional  groups  had  not  been  able  to  re- 
view the  final  bill  and  make  known  their  reservations 
and  objections  prior  to  passage  of  the  bill. 

3.  Since  the  bill  would  not  become  effective  until 
September  1,  1971,  there  is  ample  time  for  the  Legisla- 
ture to  act  at  its  next  session  on  a revised  bill  and  retain 
the  identical  effective  date. 

On  September  10  the  State  Medical  Society  presented 
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a statement  to  the  Board  of  Regents  at  its  Legislative 
Conference  in  Albany.  Several  members  of  that  body 
indicated  they  had  reservations  regarding  the  unanimous 
vote  rule  but  gave  no  reaction  to  our  other  proposals  as 
mentioned.  The  significance  of  this  is  not  apparent  at 
this  time. 

The  Joint  Legislative  Committee  to  Revise  the  Educa- 
tion Law  was  not  reappointed  and  Senator  D.  Clinton 
Dominick,  chief  sponsor  of  S.  6825  (the  main  bill),  will 
not  return  to  the  Senate  in  1971.  There  is  no  doubt, 
however,  that  this  legislation  will  be  reintroduced  into 
the  1971  Legislature.  In  fact,  the  Senate  and  Assembly 
Standing  Committees  on  Education  are  holding  a public 
hearing  in  Albany  on  October  19.  So  it  appears  that 
the  initiative  lies  with  these  two  committees. 

Any  new  developments  will  be  reported  in  a supple- 
mentary report  to  the  House  of  Delegates  in  February. 

The  chairman  wishes  to  acknowledge  the  fine  assist- 
ance rendered  by  the  members  of  the  committee,  the 
headquarters  staff,  and  our  legislative  counsel. 

Respectfully  submitted, 

Victor  J.  Tofany,  M.D.,  Chairman 

Education  Law  Revision  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

Following  the  introduction  of  S.  350;  A.  359,  in  the 
New  York  State  Legislature,  which  would  amend  the 
State  Exlucation  Law  in  relation  to  the  regulation  and 
practice  of  certain  professions,  including  medicine,  a 
telephone  conference  was  held  on  January  21  to  con- 
sider action  to  be  taken  on  the  1971  proposal.  Your 
chairman  presided.  Participants  included:  Henry  I. 

Fineberg,  M.D.,  executive  vice-president;  Walter  T. 
Heldmann,  M.D.,  immediate  past  president;  John  H. 
Carter,  M.D.,  State  Legislation  Committee  chairman; 
J.  Richard  Burns,  J.D.,  assistant  executive  vice-presi- 
dent; (Jeorge  W.  Foy,  Esq.,  legislative  counsel;  and  his 
assistants,  Gerard  L.  Conway,  Esq.,  and  John  C.  Rice, 
Esq.;  and  Martin  J.  Tracey,  J.D.,  coordinator,  legislation 
activities. 

The  following  points  were  agreed  on: 

1.  The  definition  of  the  practice  of  medicine,  section 
6521  (page  18)  should  be  amended  to  delete  the  word 
“physical”  before  the  word  “condition”  (line  4).  This 
deletion  would  be  in  lieu  of  the  addition  of  the  word 
“mental.”  This  section  would  then  read:  “Paragraph 
6521.  Definition  of  practice  of  medicine.  The  practice 
of  the  profession  of  medicine  is  defined  as  diagnosing, 
treating,  operating  or  prescribing  for  any  human  disease, 
pain,  injury,  deformity  or  condition.” 

2.  In  section  6510,  Proceedings  in  cases  of  professional 
misconduct,  the  language  of  subdivision  2d,  Disposition 
of  results  (page  13,  line  26),  is  to  be  changed.  The 
change  states  that  the  panel  shall  transmit  to  the  com- 
mittee on  professional  conduct  the  transcript  and  results 
of  the  hearing  for  the  committee’s  review  and  decision. 
The  committee  would  then  transmit  its  findings  to  the 
Board  of  Regents. 

If  this  change  is  made,  objection  to  a single  Board 
would  be  withdrawn. 

3.  The  references  to  “crime”  should  be  clarified  and 
spelled  out,  notably  in  section  6509,  Definitions  of  pro- 
fessional misconduct,  subdivision  5,  (page  11,  line  7). 

4.  Section  6527,  Special  provisions,  subdivision  3, 


(page  22,  lines  13  to  23)  should  be  amended  to  include 
the  language  of  Chapter  596,  Laws  of  1970,  which  ex- 
tended the  definition  of  “utilization  committee”  to  in- 
clude all  committees  of  a medical  staff  of  a hospital  hav- 
ing the  responsibility  of  evaluation  and  improvement  of 
the  quality  of  care  rendered  in  a hospital,  not  only  those 
dealing  with  Medicare  cases. 

5.  If  all  these  changes  are  made,  objection  to  a four- 
fifths  vote  replacing  the  present  unanimous  vote  in  griev- 
ance cases  would  be  withdrawn. 

At  the  meeting  of  the  State  Medical  Society’s  Council, 
on  January  28,  your  chairman  submitted  a report,  on  the 
mentioned  telephone  conference,  in  which  Council  ap- 
proval of  the  points  agreed  on  was  requested.  The  Coun- 
cil approved  this  report  and  directed  that  the  report  be 
used  at  the  discretion  of  the  State  Legislation  Commit- 
tee, which  may  maintain  MSSNY’s  original  position. 

Your  chairman  requests  that  the  House  also  approve 
the  points  agreed  on  during  the  telephone  conference. 
A progress  report  on  developments  at  the  time  will  be 
given  orally  to  the  reference  committee  during  the  ses- 
sion of  the  House. 

Respectfully  submitted, 

Victor  J.  Tofany,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS  The  following  report  was  pre- 
sented by  Clarke  T.  Case,  M.D.,  chairman. 

Your  reference  committee  reviewed  the  report  of  the 
Education  Law  Revision  Committee,  noting  that  it  faces 
the  same  problems  of  past  years  with  continuing  diffi- 
culty in  the  resolution  of  these  problems.  We  note  with 
satisfaction,  in  review  of  the  supplementary  report,  that 
the  following  agreements  have  been  reached: 

1.  The  word  “physical”  before  the  word  “condition” 
has  been  deleted  in  the  definition  of  the  practice  of  medi- 
cine so  that  it  would  now  read:  “The  practice  of  the  pro- 
fession of  medicine  is  defined  as  diagnosing,  treating, 
operating,  or  prescribing  for  any  human  disease,  pain, 
injury,  deformity,  or  condition.” 

2.  In  proceedings  in  cases  of  professional  misconduct, 
a hearing  would  be  held  with  the  results  transmitted  to 
the  Committee  on  Professional  Conduct,  which  would 
then  transmit  its  findings  to  the  Board  of  Regents. 

3.  The  references  to  “crime”  are  to  be  clarified  and 
spelled  out. 

4.  Extension  of  the  definition  of  “utilization  com- 
mittee.” 

5.  When  all  these  changes  are  made,  objection  to  a 
four-fifths  vote,  replacing  the  present  unanimous  vote  in 
grievance  cases,  would  be  withdrawn. 

Your  reference  committee  recommends  that  these 
points  of  agreement  be  approved  by  the  House. 

During  the  discussion  that  followed.  Dr.  Case  accepted 
as  part  of  his  report  the  following  statement,  “It  is  sug- 
gested that  the  phrase  ‘or  preventing’  be  attempted  to  be 
inserted  in  the  definition  of  the  practice  of  medicine.” 

The  House,  after  further  discussion,  voted  to  adopt 
this  portion  of  the  reference  committee  report. 

Dr.  Case  continued  his  report  as  follows: 

In  testimony  before  the  reference  committee,  it  was  re- 
ported that,  to  obtain  approval  of  a law  incorporating 
these  ideas,  it  was  also  necessary  to  include  a proviso 
for  the  definition  of  the  activities  of  clinical  psycholo- 
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gists,  marriage  counselors,  pastoral  counselors,  and  psy- 
chiatric social  workers.  This  proviso  was  unacceptable 
to  certain  members  of  the  Society  who  appeared  before 
the  reference  committee.  We  feel  that  this  difference  of 
opinion  should  be  referred  to  the  Council  for  resolution. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


Advisory  Committee  to  the  New  York  State 
Medical  Assistants  Association 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Advisory  Committee  to  the  New 
York  State  Medical  Assistants  Association  are  as  fol- 


lows: 

Walter  F.  Harrison,  Jr.,  M.D.,  Chairman  Warren 

Edward  C.  Rozek,  M.D Erie 

Stanley  Stark,  M.D Kings 

C.  Stewart  Wallace,  M.D Tompkins 


In  April,  1970,  the  annual  convention  of  the  Associa- 
tion was  held  in  Buffalo.  The  topics  discussed  included 
“The  Medical  Assistant”  in  her  various  roles,  malprac- 
tice, and  parliamentary  procedures.  The  national  presi- 
dent, Mrs.  Ruth  Dize,  conducted  the  installation  cere- 
mony. Walter  Scott  Walls,  M.D.,  president  of  the  Medi- 
cal Society  of  the  State  of  New  York,  was  the  guest 
speaker  at  the  banquet. 

One  of  the  major  functions  of  the  Association  is  to 
sponsor  educational  sessions.  There  were  several  held 
throughout  New  York  State  during  the  past  year. 

The  National  Convention  of  the  American  Association 
of  Medical  Assistants  was  held  in  Des  Moines,  Iowa, 
from  October  28  to  31.  When  James  H.  Sammons, 
M.D.,  Baytown,  Texas,  addressed  this  group,  he  told  the 
medical  assistants,  “You  are  the  doctor’s  front  line  of 
communications.”  Doctor  Sammons  is  the  American 
Medical  Association’s  special  liaison  to  the  New  York 
State  Medical  Assistants  Association’s  advisory  board. 

The  New  York  State  Medical  Assistants  Association 
has  approximately  750  members.  There  are  17  county- 
level  societies  with  representation  for  a total  of  21  New 
York  State  counties. 

The  New  York  State  Medical  Assistants  Association 
needs  the  full  support  of  physicians  to  help  it  continue. 
As  noted,  one  of  its  major  functions  is  that  of  “front-line 
communications.” 

The  advisers  make  the  following  recommendations: 

1.  That  the  Medical  Society  of  the  State  of  New  York 
continue  to  urge  its  members  to  advise  their  medical  as- 
sistants to  join  and  participate  in  the  activities  of  the 
New  York  State  Medical  Assistants  Association. 

2.  That  the  Medical  Society  of  the  State  of  New  York 
urge  its  assistants  to  form  groups  if  there  are  none  in  the 
area. 

3.  That  the  Medical  Society  of  the  State  of  New  York 
urge  its  members  to  pay  all  or  part  of  the  medical  as- 
sistants’ dues  in  this  organization. 

4.  That  the  Medical  Society  of  the  State  of  New  York 
continue  to  provide  communication  facilities  for  the 
New  York  State  Medical  Assistants  Association,  as  here- 
tofore. 

Respectfully  submitted, 

Walter  F.  Harrison,  Jr.,  M.D.,  Chairman 


REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was  pre- 
sented by  Clarke  T.  Case,  M.D.,  chairman. 

Your  reference  committee  reviewed  the  annual  report 
of  the  advisory  committee.  We  recommend  that  the 
House  approve  the  four  recommendations  contained  in 
this  report. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  approving  the  four  recom- 
mendations. 

To  Meet  with  Representatives  of  the 
Publishers  of  the  Yellow  Pages 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Ad  Hoc  Committee  to  Meet  with 
Representatives  of  the  Publishers  of  the  Yellow  Pages  are 


as  follows: 

George  T.  C.  Way,  M.D.,  Chairman Dutchess 

Paul  M.  De  Luca,  M.D Broome 

Richard  D.  Eberle,  M.D Onondaga 

Joseph  F.  Shanaphy,  M.D Richmond 


Subsequent  to  the  passing  of  resolution  70-69,  Regula- 
tion of  the  Listing  of  Physicians  in  the  “Yellow  Pages,” 
by  this  House  of  Delegates,  the  executive  vice-president 
wrote  to  James  Logan,  Directory  Supervisor  of  the  New 
York  Telephone  Company,  concerning  the  need  for  regu- 
lations in  the  “Yellow  Pages,”  as  it  would  pertain  to  the 
listing  of  physicians. 

When  Mr.  Logan’s  answer  demonstrated  a complete 
lack  of  insight  into  the  matter,  the  situation  was  pre- 
sented to  the  Council  whereon  our  president,  Walter 
Scott  Walls,  M.D.,  appointed  an  ad  hoc  committee  to 
discuss  this  with  representatives  of  the  New  York  Tele- 
phone Company. 

After  two  indepth  conversations  with  the  New  York 
Telephone  Company,  the  chairman  wishes  to  report  ab- 
solutely no  progress. 

The  New  York  Telephone  Company  refuses  to  check  to 
see  if  subscribers  really  are  licensed  and  registered  physi- 
cians. They  refuse  to  allow  local  county  medical  socie- 
ties to  assume  the  burden  and  responsibility  of  doing  this 
for  them.  They  will  have  nothing  to  do  with  organized 
medicine  saying  who  is,  and  who  is  not,  a qualified 
specialist.  They  refuse  to  work  with  either  the  State 
Medical  Society  and/or  any  of  its  component  county 
societies. 

The  Ad  Hoc  Committee  recommends  that  the  Medical 
Society  of  the  State  of  New  York  take  an  aggressive  at- 
titude toward  the  irresponsibility  of  the  New  York  Tele- 
phone Company.  We  feel  that  either  a formal  complaint 
should  be  filed  with  the  Public  Service  Commission  so 
that  the  matter  may  be  handled  by  regulation  or,  per- 
haps, by  effective  legislative  effort. 

It  is  most  important  that  these  matters  be  accom- 
plished promptly  for  the  protection  of  the  public. 

Respectfully  submitted, 

George  T.  C.  Way,  M.D.,  Chairman 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was  pre- 
sented by  Clarke  T.  Case,  M.D.,  chairman. 

Your  reference  committee  reviewed  the  report  of  the  Ad 
Hoc  Committee  to  Meet  with  Representatives  of  the 
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Publishers  of  the  Yellow  Pages.  There  is  evidently  a 
continuing  problem  in  this  matter  in  several  of  the  coun- 
ties in  our  State.  We  recommend  that  this  unsolved 
problem  be  referred  to  the  Council  and  urge  the  Council 
to  take  a strong,  affirmative  approach  to  the  solution  of 
the  problem. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report. 


Abortion  (Annual) 


To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Ad  Hoc  Committee  on  Abortion  are 
as  follows: 

Carl  Goldmark,  Jr.,  M.D.,  Chairman  New  York 

Edward  C.  Hughes,  M.D.  Onondaga 

Bernard  J.  Pisani,  M.D.  New  York 

Clyde  L.  Randall,  M.D.  Erie 

Waring  Willis,  M.D.  Westchester 

The  committee  was  appointed  by  the  President, 
Walter  Scott  Walls,  M.D.,  in  early  April,  following  the 
enactment  of  a change  in  the  abortion  law  of  New  York 
State. 

The  committee  held  several  meetings,  met  with  rep- 
resentatives of  the  New  York  State  Department  of 
Health  and  the  Society’s  Committee  on  Maternal  and 
Child  Welfare,  and  reported  as  follows  to  the  Council  at 
its  meeting  on  May  21.  The  Council  approved  this  re- 
port and  the  guidelines,  which  were  then  sent  to  all 
members  of  the  State  Society  via  the  MSSNY  Hot 
Line,  under  date  of  May  25. 


This  year,  the  Penal  Law,  Subdivision  Three  of  Section 
125.05  in  relation  to  justifiable  abortional  acts,  was  amended  so 
that  any  female  can  have  the  procedure  performed  with  her  con- 
sent by  a duly  licensed  physician  within  twenty-four  weeks  from 
the  commencement  of  her  pregnancy.*  Also,  “a  pregnant 
female's  commission  of  an  abortional  act  upon  herself  is  justifi- 
able when  she  acts  upon  the  advice  of  a duly  licensed  physi- 
cian .”  Since  the  State  has  removed  all  restrictions  on  abor- 
tion and  has  placed  this  problem  in  the  hands  of  the  medical 
profession,  the  president  of  the  Medical  Society  of  the  State 
of  New  York  has  requested  the  Maternal  and  Child  Welfare 
Committee  and  the  Ad  Hoc  Committee  on  Abortion  to  review 
the  law,  present  some  pertinent  facts  to  the  people  of  the  State, 
and  propose  guidelines  to  the  medical  profession  so  that  quality 
medical  care  for  the  women  of  the  State  can  be  assured  and 
maintained.  There  are  certain  definitions  and  explanatory 
statements  related  to  abortional  acts  which  should  be  made 
known  to  the  public  and  the  medical  profession.  These  are: 

A.  The  definition  of  abortion  which  has  been  used  by  all 
scientific  organizations  is  as  follows:  Abortion  is  the  expulsion 
or  extraction  of  all  (complete)  or  any  part  (incomplete)  of  the 
placenta  or  membranes,  with  or  without  a fetus,  before  the 
twentieth  week  of  gestation.  In  general,  the  term  abortion 
implies  that  fetal  life  cannot  be  maintained  independently. 

B.  After  the  twentieth  week  of  gestation,  the  process  cannot 
be  classified  as  an  abortion  and  constitutes  an  actual  birth 
process. 

C.  It  is  important  to  know  the  actual  length  of  pregnancy 
because  methods  of  emptying  the  uterus  depend  upon  the  stage 
of  pregnancy.  The  phrase  in  the  amendment  to  the  penal  law, 
“within  twenty-four  weeks  from  the  commencement  of  her 
pregnancy,”  may  cause  confusion  because  the  exact  c^te  when 
pregnancy  begins  cannot  be  determined  accurately.  Therefore 
the  length  of  gestation  should  be  ascertained  by  the  following 
rule:  The  period  of  gestation  is  the  number  of  completed  weeks 
of  pregnancy  between  the  first  day  of  the  last  normal  menstrual 
period  and  the  date  in  question. 

•Effective  July  1,  1970. 


D.  Outside  of  New  York  City,  the  New  York  State  Public 
Health  Law  (Sections  4160  and  4161)  requires  that  all  abortional 
acts  and  their  products  be  registered  with  the  New  York  State 
Health  Department.  In  New  York  City,  the  New  York  City 
Health  Code  (Sections  20.'1.01,  203.03,  and  203.05)  requires  that 
similar  information  be  filed  with  the  New  York  City  Health 
Department.  Both  statutes  provide  that  in  the  case  of  an  abor- 
tional act  resulting  in  a fetal  death,  a fetal  death  certificate 
must  be  filed.  Where  the  infant  is  born  alive  a birth  certifi- 
cate is  required.  The  subsequent  death  of  such  an  infant 
necessitates  the  filing  of  the  usual  death  certificate. 

E.  All  types  of  abortions  must  be  classified  and  registered. 

They  are  classified  as  follows:  Spontaneous  Abortion  is  the 

expulsion  of  the  products  of  conception  before  the  twentieth 
week  of  gestation  without  deliberate  interference.  Induced 
.Abortion  is  the  deliberate  interruption  of  pregnancy  before 
the  twentieth  week  of  gestation.  Therapeutic  Abortion  is  the 
interruption  of  a pregnancy  before  the  twentieth  week  of  ges- 
tation by  a duly  licensed  physician  for  medically  approved  in- 
dications. 

F.  Different  methods  of  emptying  the  uterus  are  advisable 
with  each  stage  of  pregnancy  (a)  during  the  first  twelve  weeks 
of  gestation  a D & C (dilatation  and  curettage)  is  the  method  of 
choice  used  for  the  procedure,  (b)  between  the  thirteenth  week 
and  up  to  the  twentieth  week  of  gestation,  a D & C is  no  longer 
a safe  method,  and  the  uterus  must  be  emptied  by  the  abdomi- 
nal route  or  by  injection  of  certain  acceptable  substances  into 
the  uterine  cavity  which  causes  the  uterus  to  contract  and  by 
that  process  labor  usually  results  in  the  expulsion  of  the  uterine 
contents. 

G.  Because  the  chances  of  fetal  survival  increase  each  week, 
abortive  acts  should  not  be  initiated  after  the  twentieth  week 
of  gestation. 

The  information  presented  above  is  an  attempt  by  the  medi- 
cal profession  to  alert  the  people  of  this  State  of  their  legal  and 
medical  responsibility. 


Guidelines.  The  Medical  Society  of  the  State  of  New  York, 
through  the  two  committees  previously  mentioned,  also  pro- 
poses the  following  guidelines  so  that  the  act  of  abortion  will 
be  safely  and  properly  completed. 

1.  An  abortional  act  should  be  performed  only  in  a hospital 
having  an  obstetrical,  gynecologic,  or  surgical  service  and 
holding  a currently  valid  operating  certificate  from  the  New 
York  State  Department  of  Health,  or  the  Health  Services  Ad- 
ministration of  the  City  of  New  York,  or  in  a suitably  equipped 
and  staffed  facility  administered  by  such  hospital,  or  in  a suit- 
ably staffed  and  equipped  facility  having  a hospital  affiliation 
agreement  acceptable  to  the  State  Hospital  Council. 

2.  An  abortional  act  is  an  obstetrical  procedure  and  should 
be  performed  only  by  a physician  with  a currently  valid  license 
to  practice  medicine  and  surgery  in  the  State  of  New  York  and 
in  accordance  with  the  medical  staff  rules  of  the  hospital  or 
facility  where  the  abortional  act  is  performed. 

3.  Prior  to  the  performance  of  an  abortional  act,  positive 
evidence  of  pregnancy  by  test  result,  history  and  physical 
examination,  or  other  reliable  means,  should  be  recorded  on  the 
patient’s  chart,  with  an  estimate  of  the  duration  of  the  preg- 
nancy. 

4.  No  physician  or  other  person  should  be  required  to  perform 
or  participate  in  a medical  or  surgical  procedure  which  may 
result  in  the  termination  of  a pregnancy.  It  is  recommended 
that  a patient  be  advised  to  consult  another  physician  or  phy- 
sicians when  the  first  physician’s  refusal  to  participate  in  an 
abortional  act  is  based  on  a matter  of  medical  judgment  or  con- 
science. 

5.  An  abortional  act  should  be  performed  only  in  a room 
suitably  staffed  and  equipped  for  the  type  of  procedure  or  pro- 
cedures being  performed  and  according  to  the  rules  and  reg- 
ulations of  the  hospital  or  facility  in  which  the  abortional  act 
is  being  performed  and  in  conformity  with  the  relevant  sections 
of  the  New  York  State  Hospital  Code. 

6.  Blood  and  blood  derivatives  should  be  available  whenever 
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an  abortional  act  is  performed;  and  an  appropriately  equipped 
and  staffed  operating  room  should  be  immediately  available. 

7.  An  abortional  act  may  be  performed  on  an  outpatient 
basis  in  the  outpatient  department  of  a currently  licensed  hos- 
pital or  facility  only  up  to  and  including  the  twelfth  week  of 
pregnancy.  Thereafter  it  should  be  performed  on  an  inpatient 
basis  only. 

8.  Preoperative  evaluation  should  include  the  usual  routine 
procedures  necessary  for  the  protection  of  the  patient;  and  the 
results  of  such  procedures  should  be  recorded  on  the  patient’s 
chart. 

9.  Prior  to  the  initiation  of  an  abortional  act,  with  or  without 
analgesia  or  anesthesia,  there  should  also  be  on  the  patient’s 
chart  a consent  form  duly  signed,  according  to  the  requirements 
of  the  hospital  or  the  facility. 

10.  Anesthesia  should  be  administered  only  by  qualified 
personnel,  in  accordance  with  the  provisions  of  the  State 
Hospital  Code. 

11.  The  methods  by  which  an  abortional  act  is  performed 
should  be  those  best  suited  under  the  circumstances,  taking  into 
consideration  the  experience  of  the  operator,  the  duration  of 
the  pregnancy,  and  the  female's  mental  and/or  physical  con- 
ditions. 

12.  In  the  case  of  an  abortional  act  done  after  the  twelfth 
week  of  gestation,  it  is  recommended  that  consultation  be 
obtained  to  protect  the  patient's  health  and  welfare,  according 
to  the  applicable  regulations  of  the  hospital  or  facility  and  as 
outlined  in  the  Hospital  Code. 

13.  Physicians  must  complete  and  sign  all  necessary  certifi- 
cates required  under  the  law  for  the  registration  of  the  products 
of  the  abortional  act  (stillborn  or  liveborn,  and  others). 

14.  Each  hospital,  hospital-administered  facility,  or  facility 
holding  a hospital  affiliation  agreement  acceptable  to  the  State 
Hospital  Council  should  develop  its  own  rules  and  regulations 
to  cover  the  performance  of  abortional  acts  on  its  premises  — 
not  inconsistent  with  the  above  guidelines. 

15.  Medical  fees  and  hospital  charges  will  vary  from  area  to 
area,  but  should  conform  to  the  usual  and  customary  levels  for 
those  procedures  involved  in  completing  the  abortional  act 

16.  Abortional  acts  performed  by  a female  upon  herself  are 
not  condoned. 

The  Medical  Society  of  the  State  of  New  York,  through  its 
various  committees,  has  maintained  a constant  vigil  over  ma- 
ternal and  child  care  throughout  the  State.  Each  maternal 
death  has  been  surveyed  and  studied.  Maternal  mortality 
committees  are  functioning  in  almost  every  county  of  the  State 
to  improve  the  safety  of  childbirth  and  its  complications.  The 
MSSNY  is  proud  of  its  record,  the  State  having  one  of  the  lowest 
maternal  and  infant  death  rates  in  the  country. 

The  Medical  Society  and  its  physicians  recognize  the  tremen- 
dous responsibility  placed  upon  them  by  the  law  and  present 
these  guidelines  so  that  the  complications  of  the  abortional  act 
and  deaths  in  relation  to  such  a procedure  can  be  controlled  and 
eliminated.  These  are  presented  for  the  protection  of  the 
patient’s  welfare  and  safety. 

Arthur  J.  Mannix,  -Jr.,  M.D.,  Chairman  of  the  Professional 
Medical  Liability  Insurance  and  Defense  Board,  would  like 
to  stress  the  fact  that  for  insurance'  classification  purposes, 
abortion  will  be  considered  major  surgery, 

CAUTION:  The  Medical  Society  of  The  State  of  New  York 
would  like  to  caution  all  physicians  that  an  abortion  performed 
after  the  twelfth  week  of  gestation  is  fraught  with  tremendous 
danger. 

The  committee  was  discharged  after  the  approval  of 
its  report. 

Because  of  the  many  questions  received  and  problems 
involved,  the  committee  was  reactivated  in  mid-Novem- 
her. 

Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.,  Chairman 


REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS  The  following  report  was 
presented  by  Clarke  T.  Case,  M.D.,  chairman. 

Your  reference  committee  reviewed  the  report  of  the 
Ad  Hoc  Committee  on  Abortion.  This  committee  faced 
a difficult  problem  since  the  guidelines  affirmed  by  the 
House  of  Delegates  at  its  1970  convention  were  dis- 
regarded by  the  Legislature  in  passing  the  new  abortion 
law. 

In  cooperation  with  the  New  York  State  Department 
of  Health  and  the  Society’s  Committee  on  Maternal  and 
Child  Welfare,  this  committee  formulated  16  guidelines 
which  are  published  on  pages  1429  and  1430  of  these 
minutes.  They  also  issued  the  following  words  of  cau- 
tion: “The  Medical  Society  of  the  State  of  New  York 
would  like  to  caution  all  physicians  that  an  abortion 
performed  after  the  twelfth  week  of  gestation  is  fraught 
with  tremendous  danger.’’ 

Your  reference  committee  urges  the  House  to  reaffirm 
these  guidelines  and  the  warning  which  have  already 
been  approved  by  the  Council. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  reaffirming  the  guidelines  on 
abortion  and  the  words  of  caution. 


Abortion  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

The  Special  Committee  on  Abortion  met  on  November 
29,  at  the  Statler  Hilton,  Boston,  Massachusetts,  and 
again  on  December  10,  at  the  Society’s  headquarters. 

Your  chairman  reviewed  the  decision  to  reactivate  the 
Special  Committee  on  Abortion.  It  was  felt  that  a 
meeting  should  be  held  to  discuss  recommendations  to 
be  given  to  the  Public  Health  Council  at  its  December 
meeting  on  the  question  of  the  bills  amending  the 
Abortion  Law  to  be  presented  to  the  New  York  State 
Legislature. 

Statistics  were  presented  regarding  methods  of  abor- 
tion used  and  the  results  thereof,  as  performed  in  mu- 
nicipal, voluntary,  and  private  hospitals  in  the  city  and 
upstate.  It  was  felt  that  it  would  be  better  to  wait  until 
the  law  had  been  in  effect  for  one  year  before  reviewing 
figures  and  recommending  changes  in  the  law.  Any 
recommendations  by  the  Society  to  the  Legislature  not 
in  our  guidelines  must  be  approved  by  the  Council. 

It  was  agreed  that  since  the  suggested  change  in  the 
law  to  add  a residency  requirement  is  not  a medical 
matter,  the  Society  should  not  take  a stand  on  this. 

Mention  was  made  of  the  fact  that  the  Public  Health 
Council  cannot  go  contrary  to  the  law,  but  can  give 
recommendations  to  tbe  Legislature,  and  if  there  were  no 
law,  they  could  promulgate  rules  and  regulations  con- 
cerning life  and  health.  The  Public  Health  Council 
cannot  get  into  the  issue  of  repealing  of  the  whole  law. 

The  Committee  decided  the  following: 

1.  The  Society  should  reaffirm  its  guidelines. 

2.  The  Society  should  support  the  performance  of  an 
abortion  up  to  twenty  weeks,  if  there  is  a change  in  the 
law. 

3.  The  Society  should  not  get  involved  in  the  sug- 
gested change  of  the  residency  requirement. 

Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.,  Chairman 
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REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS  The  following  report  was 
presented  by  Clarke  T.  Case,  M.D.,  chairman. 

Your  reference  committee  reviewed  the  supplementary 
report  of  the  Ad  Hoc  Committee  on  Abortion.  We  heard 
much  diverse  testimony  on  courses  for  current  action 
in  regard  to  abortion.  We  would  have  welcomed  a 
biblical  Solomon  on  our  reference  committee,  but  with- 
out his  presence,  and  after  hearing  all  the  testimony, 
we  feel  that  there  is  insufficient  statistical  evidence  to  be 
able  fully  to  evaluate  the  effects  of  the  present  law.  We 
feel  that  changes  may  have  to  be  made  in  the  law,  but 
further  experience  is  needed  to  determine  the  best  quali- 
fying amendments.  We  are  told  that  our  State  legis- 
lators considering  this  matter  are  also  loathe  to  amend 
the  law  until  it  can  be  more  fully  evaluated.  Therefore, 
your  reference  committee  recommends  that  at  this  time 
no  changes  in  the  abortion  law  be  proposed. 

The  House,  after  discussion,  voted  to  amend  the 
reference  committee  recommendation  to  read  as  follows: 
Your  reference  committee  recommends  that  at  this 
time  no  basic  changes  in  the  abortion  law  be  proposed 
with  the  exception  of  the  time  of  pregnancy  within  which 
this  procedure  may  be  performed  in  this  respect:  “The 

Medical  Society  of  the  State  of  New  York  recommends 
that  the  p>erformance  of  abortions  be  limited  to  the  first 
twenty  (20)  weeks  (rf  gestation  except  for  those  patients 
where  an  abortion  beyond  the  twentieth  week  of  ges- 
tation is  necessary  to  protect  the  life  or  health  of  the 
mother.” 

The  House,  after  further  discussion,  voted  to  adopt 
this  portion  of  the  reference  committee  report  as 
amended. 

71-54.  Amendment  of  Subdivision  3 of  Section 
125.05  of  the  Penal  Law  Entitled  “Justifiable  Abor- 
tional  Acts" 

Introduced  by  Nassau  County  Medical  Society 

WHEREAS,  There  are  dangers  to  the  public  health  in 
the  establishment  of  abortion  facilities  which  are  not 
subject  to  inspection  or  regulation;  and 

WHEREAS,  Abortion  is  a medical  procedure  with  the 
possibility  of  complications;  and 

WHEREAS.  Interruption  of  pregnancy  after  the 
twentieth  week  of  pregnancy,  except  in  those  cases 
which  require  medical  termination,  could  result  in 
extreme  risk  to  the  mother;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  strongly  recommend  that  abortions  be 
performed  by  qualified  physicians  only  in  State- 
certified  hospitals,  hospital-related  facilities,  and/or 
public  health  department-approved  facilities;  and  be 
it  further 

Resolved,  That  the  present  Law  which  permits 
abortions  up  to  twenty-four  weeks  be  revised  to  a 
maximum  of  twenty  weeks;  and  be  it  further 
Resolved,  That  hospitals  and  physicians  perform- 
ing abortions  receive  informed  consent  from  their  pa- 
tients and  that  these  patients  be  told  the  nature  of 
possible  untoward  reactions  that  might  result  from 
these  procedures;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  New  York  State  Legislature  to 
amend  the  present  law  in  accordance  with  these  rec- 
ommendations. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 


PROFESSIONAL  AFFAIRS:  The  following  report  was  pre- 

sented by  Clarke  T.  Case,  M.D.,  chairman. 

In  view  of  the  consensus  of  your  reference  committee 
that  no  changes  in  the  law  be  made,  your  committee 
recommends  that  no  action  be  taken  on  resolution  71-54. 
It  is  true  that  in  adopting  the  amended  prior  portion  of 
the  reference  committee  report,  the  House  has  already 
approved  the  second  Resolved  of  71-54.  'I’he  reference 
committee’s  recommendation,  therefore,  is  to  take  no 
action  on  the  other  three  Resolveds. 

After  discussion,  Thomas  F.  McCarthy,  M.D.,  trea- 
surer, offered  the  following  substitute  resolution: 

Resolved,  That  this  House  of  Delegates,  in  1971, 
reaffirm  its  approval  of  the  policy  established  con- 
cerning abortion  voted  in  the  previous  Houses  in  1968, 
1969,  and  1970. 

The  House  voted  not  to  adopt  the  substitute  resolution. 

The  House  then  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  taking  no  action  on 
resolution  71-54. 

71-80.  Amendment  of  the  Abortion  Law 
Introduced  by  Mary  Spalding,  M.D.,  as  an  individual 

WHEREAS.  The  new,  liberalized  abortion  law  of 
New  York  State  has  been  in  effect  for  six  months;  and 
WHEREAS,  Many  competent  observers  believe  that 
in  some  cases  the  health,  and  even  the  lives,  of  preg- 
nant women  in  this  State  are  being  jeopardized  be- 
cause of  the  lack  of  adequate  safeguards  in  the  law; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  favoring  amendment  of  the 
abortion  law  to  (1)  limit  the  term  of  pregnancy  during 
which  a patient  may  be  aborted  to  twenty  weeks,  and 
(2)  require  that  abortions  be  performed  only  in  ap- 
proved hospitals  or  clinics  and  prohibit  abortions  in 
physicians’  offices  under  any  circumstances;  and  be 
it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  that  there  be  no  residence  re- 
quirement, since  no  other  medical  or  surgical  proce- 
dure is  subject  to  such  a requirement;  and  be  it  further 
Resolved,  That  these  recommendations  of  the  Medi- 
cal Society  of  the  State  of  New  York  be  made  known 
to  the  New  York  State  administration  and  all  mem- 
bers of  the  State  Legislature. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was 

presented  by  Clarke  T.  Case,  M.D.,  chairman. 

For  the  reasons  mentioned,  your  reference  committee 
recommends  that  no  action  be  taken  on  resolution  71-80. 
It  is  true  that  in  adopting  the  amended  portion  of  the 
reference  committee  report  on  the  supplementary  report 
of  the  Abortion  Committee,  the  House  has  already  ap- 
proved number  1 of  the  first  Resolved.  We,  therefore, 
recommend  that  no  action  be  taken  on  the  other  portions 
of  this  resolution. 

The  House,  after  discussion,  voted  not  to  adopt  this 
portion  of  the  reference  committee  report. 

The  House,  after  further  discussion,  voted  to  amend 
the  substitute  resolution  as  follows:  (1)  to  substitute  the 

following  for  the  opening  of  the  first  Resolved:  “That 

the  Medical  Society  of  the  State  of  New  York  go  on  re- 
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cord  that,  if  the  abortion  laws  are  to  be  amended  or  if 
the  advice  of  the  Medical  Society  of  the  State  of  New 
York  is  sought,  it  favors  amendments  to  the  abortion  law 
to”;  (2)  to  insert  in  number  2 the  words  “or  in  public 
Health  Department-approved  facilities”  between  the 
words  “clinics”  and  “and”;  and  (3)  to  delete  the  third 
Resolved.  The  Resolved  portion  of  this  resolution  then 
would  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  that,  if  the  abortion  laws  are 
to  be  amended  or  if  the  advice  of  the  Medical  Society 
of  the  State  of  New  York  is  sought,  it  favors  amend- 
ments to  the  abortion  law  to  (1)  limit  the  term  of 
pregnancy  during  which  a patient  may  be  aborted  to 
twenty  weeks;  and  (2)  require  that  abortions  be  per- 
formed only  in  approved  hospitals  or  clinics,  or  in 
public  health  department-approved  facilities  and 
prohibit  abortions  in  physicians’  offices  under  any 
circumstances;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  that  there  be  no  residency  re- 
quirement, since  no  other  medical  or  surgical  proce- 
dure is  subject  to  such  a requirement. 

The  House,  after  discussion,  voted  to  adopt  resolution 
71-80  as  amended. 


71-81.  Repeal  of  the  New  York  State  Abortion 
Law  and  Promulgation  of  Guidelines  and  Regulations 
for  Abortion 

Introduced  by  Carl  Goldmark,  Jr.,  M.D.,  as  an  indi- 
vidual 

WHEREAS,  In  no  medical  procedure  or  diagnostic 
test,  other  than  abortion,  does  the  law  interfere  with 
the  practice  of  medicine  by  a licensed  physician;  and 
WHEREAS,  Guidelines  for  good  practice  and  the  pro- 
tection of  patients  undergoing  terminations  of  preg- 
nancy have  been  developed  jointly  by  the  New  York 
State  Public  Health  Council  and  the  Medical  Society 
of  the  State  of  New  York;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  favoring  the  abolition  or  re- 
peal of  all  legal  restrictions  on  abortions;  and  be  it 
further 

Resolved,  That  the  New  York  State  Public  Health 
Council  be  requested  to  collaborate  again  with  the 
Medical  Society  of  the  State  of  New  York  to  improve 
and  update  guidelines  and  criteria  designed  to  insure 
patients’  safety  in  the  performing  of  interruptions  of 
pregnancy,  such  guidelines  and  criteria  to  be  based  on 
the  best  consultative  advice  available. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS  The  following  report  was  pre- 
sented by  Clarke  T.  Case,  M.D.,  chairman. 

For  the  same  reasons,  your  reference  committee  rec- 
ommends that  no  action  be  taken  on  resolution  71-81. 
This  indicates  that  we  think  some  of  these  principles 
are  worthy,  but,  again,  there  will  be  lengthy  arguments 
on  legislation.  This  resolution  goes  in  an  entirely  dif- 
ferent direction  and  calls  for  repeal  of  the  law,  making 
the  situation  complicated. 

The  House  voted  to  adopt  this  portion  of  the  refer- 
ence committee  report,  thereby  taking  no  action  on  res- 
olution 71-81. 


71-89.  Repeal  of  New  York  State  Abortion  Law. 
and  Enactment  of  Law  to  Forbid  Abortion  Except  to 
Safeguard  Life  of  Mother 

Introduced  by  Vincent  J.  Tesoriero,  M.D.,  as  an  indi- 
vidual 

WHEREAS,  The  act  of  abortion  by  a physician  is  a 
denial  of  his  oath  and  his  traditional  dedication  to  the 
preservation  of  life;  and 

WHEREAS,  The  science  of  genetics  holds  that  the 
fertilized  ovum  has  all  the  characteristics  of  a human 
being;  and 

WHEREAS,  The  statutes  of  New  York  State  and  the 
City  of  New  York  provide  that  in  the  case  of  an  abor- 
tional  act  resulting  in  a fetal  death,  a fetal  death  cer- 
tificate must  be  filed;  and 

WHEREAS,  This  constitutes  an  official  admission  of 
death  of  a human  being  by  a volitional  act;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  requesting  that  the  1970  Abor- 
tion Law  be  repealed;  and  be  it  further 

Resolved,  That  thq  Medical  Society  of  the  State  of 
New  York  suggest  that  the  New  York  State  Legislature 
enact  a law  to  permit  abortion  only  to  safeguard  the 
life  of  the  mother. 


REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was  pre- 
sented by  Clarke  T.  Case,  M.D.,  chairman. 

For  the  same  reasons,  your  reference  committee  rec- 
ommends that  no  action  be  taken  on  resolution  71-89. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  taking  no  action  on  resolu- 
tion 71-89. 

71-1.  Advertisements  in  Mass  Media  on  Mood- 
Changing  and  Analgesic  Drugs 

Introduced  by  Medical  Society  of  the  County  of  Kings 
WHEREAS,  Advertisements  in  the  mass  media  sug- 
gest that  mood-changing  and  analgesic  drugs  can  be 
of  great  help  in  solving  everyday  problems;  and 

WHEREAS,  This  philosophy  that  drugs  are  necessary 
in  coping  with  life’s  stresses  may  be  a major  contrib- 
uting factor  in  the  drug  epidemic  among  young  people; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  condemn  the  advertising  practice  which 
suggests  that  drugs  are  necessary  in  meeting  the  de- 
mands of  life;  and  be  it  further 
Resolved,  That  the  New  York  Delegation  to  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation introduce  a resolution  that  the  AMA  seek  the 
introduction  of,  and  support.  Federal  legislation  ban- 
ning advertisements  in  the  mass  media  which  pro- 
mote the  use  of  mood-changing  and  analgesic  drugs; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  any  proposed  legislation  also  ap- 
propriate funds  for  a campaign  to  point  out  the  haz- 
ards of  depending  on  chemical  substances  for  solu- 
tions to  life’s  difficulties. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was  pre- 
sented by  Clarke  T.  Case,  M.D.,  chairman. 
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Your  reference  committee  recommends  that  resolu- 
tion 71-1  be  adopted  with  the  following  amendments: 

1.  Substitute  the  following  for  the  second  Resolved: 

Resolved,  That  the  New  York  Delegation  to  the 
American  Medical  Association  introduced  a resolution 
asking  the  AMA  to  undertake  a study  of  and  to  insti- 
tute a program  regarding  the  banning  of  advertise- 
ments in  the  mass  media  which  promote  the  use  of 
mood-changing  and  analgesic  drugs. 

2.  Delete  the  third  Resolved. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  approving  resolution  71-1 
as  amended. 

71  -2.  Telephone  Narcotic  Orders 
Introduced  by  Medical  Society  of  the  County  of  Wy- 
oming 

WHEREAS,  New  York  State  Law  provides  that  writ- 
ten narcotic  orders  for  hospitalized  patients  must  be 
signed  by  an  intern,  resident,  or  an  attending  phy- 
sician before  such  narcotics  can  be  administered;  and 
WHEREAS.  It  has  been  stated  by  the  Department  of 
Health  of  the  State  of  New  York  that  an  order  for  nar- 
cotics written  by  the  nurse  and  signed  subsequently 
within  a reasonable  time  by  the  attending  physician 
is  a violation  of  both  State  and  Federal  regulations; 
and 

WHEREAS.  This  provision  results  in  unnecessary  de- 
lays in  the  administration  of  pain-relieving  medica- 
tion to  patients;  and 

WHEREAS,  In  view  of  the  dire  shortage  of  physicians, 
this  provision  further  hinders  the  functioning  of  phy- 
sicians already  overworked;  and 

WHEREAS.  This  provision  is  of  virtually  no  value  in 
preventing  the  diversion  of  narcotic  drugs  to  illegiti- 
mate uses;  and 

WHEREAS,  The  total  amount  of  narcotic  drugs  that 
could  be  diverted  illegally  by  improper  telephone 
orders  to  an  accredited  hospital  is  negligible;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  take  ajl  necessary  steps  to  secure  the  enact- 
ment of  Federal  and  State  legislation,  or  the  modifi- 
cation of  Federal  and  State  regulations,  to  permit  the 
administration  of  narcotic  drugs,  to  patients  in  ac- 
credited hospitals,  on  the  telephone  order  of  the  at- 
tending physician,  when  the  patient  has  been  seen  by 
that  physician  within  a reasonable  period  of  time. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was  pre- 
sented by  Clarke  T.  Case,  M.D.,  chairman. 

Your  reference  committee  recommends  that  resolu- 
tion 71-2  be  adopted  with  the  following  amendments: 

1.  Delete  the  third,  fourth,  and  fifth  “Whereases” 
since  we  believe  they  weaken  the  resolution. 

2.  Substitute  the  following  for  the  Resolved  portion: 
Resolved,  That  the  Medical  Society  of  the  State  of 

New  York  take  all  necessary  steps  to  secure  the  en- 
actment of  Federal  and  State  legislation,  or  the  modi- 
fication of  Federal  and  State  regulations,  to  permit 
the  administration  of  narcotic  drugs  in  hospitals  hold- 
ing a valid  operating  certificate,  on  the  telephone 
order  of  the  attending  physician  to  the  nursing  super- 
visor. 


The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  approving  resolution  71-2 
as  amended. 

Repeal  of  Public  Health  Laws  Requiring 
Reporting  of  Drug  Addiction 
Introduction  by  Nassau  County  Medical  Society 

WHEREAS,  Drug  addiction  and  the  drug  problem 
are  steadily  increasing;  and 

WHEREAS.  Drug  addiction  and  its  treatment  are 
medical  problems;  and 

WHEREAS,  The  need  for  more  physicians  to  become 
involved  in  this  serious  medical  and  psychosocial 
syndrome  is  evident;  and 

WHEREAS,  The  legal  and  administrative  codes  re- 
quiring reporting  of  all  drug  addicts  makes  the  phy- 
sician in  effect  a deputy  law-enforcement  agent;  and 
WHEREAS,  We  recognize  that  reporting  of  com- 
municable diseases  is  proper  medical  practice;  and 
WHEREAS.  Drug  addiction  is  communicable  only  in 
the  loosest  possible  interpretation;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  take  all  necessary  steps  to  see  that  Section 
3344  of  the  Public  Health  Law  requiring  a physician 
to  report  all  addicts  to  the  Department  of  Health  of 
the  State  of  New  York  be  repealed;  and  be  it  further 
Resolved,  That  physicians  be  encouraged  to  accept 
the  treatment  of  persons  with  drug  addiction  or  drug 
dependence  as  a proper  medical  function  in  their  pri- 
vate offices,  in  groups,  or  in  clinics,  whichever  is  most 
feasible. 

71-4.  Treatment  of  Drug  Addiction 
Introduced  by  Nassau  County  Medical  Society 

WHEREAS.  Large  sums  of  money  have  been  spent 
in  an  effort  to  solve  the  drug  problem;  and 

WHEREAS.  There  does  not  seem  to  be  any  real  solu- 
tion in  sight;  and 

WHEREAS.  Treatment  of  drug  dependence  and  drug 
addiction  is  primarily  a medical  problem;  and 

WHEREAS,  Not  enough  doctors  of  medicine  have 
become  involved;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  adopt  the  following  principles  and  take 
all  steps  necessary  to  assure  their  implementation 
by  appropriate  State  and  Federal  authorities: 

1.  That  any  licensed  physician  may  affiliate  with  a 
recognized  and  authorized  narcotics  treatment  center; 
and 

2.  That  the  office  of  a physician  so  affiliated  be  re- 
garded as  a satellite  center  for  the  care  and  treatment 
of  drug-dependent  persons. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS;  The  following  report  was  pre- 
sented by  Clarke  T.  Case,  M.D.,  chairman. 

Your  reference  committee  feels  that  these  two  resolu- 
tions are  aimed  at  essentially  the  same  goal.  There- 
fore, it  recommends  that  resolutions  71-3  and  71-4  be 
combined  in  a substitute  resolution  to  read  as  follows: 
WHEREAS,  Drug  addiction  and  the  drug  problem  are 
steadily  increasing;  and 

WHEREAS,  Large  sums  of  money  have  been  spent  in 
an  effort  to  solve  the  drug  problem;  and 
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WHEREAS.  Treatment  of  drug  dependence  and  drug 
addiction  is  primarily  a medical  problem;  and 

WHEREAS,  Not  enough  doctors  of  medicine  have  be- 
come involved;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  adopt  the  following  principles  and  take  all 
steps  necessary  to  assure  their  implementation  by  ap- 
propriate State  and  Federal  authorities: 

1.  That  physicians  be  encouraged  to  accept  the 
treatment  of  persons  with  drug  addiction  or  drug  de- 
pendence as  a proper  medical  function  in  their  pri- 
vate offices,  in  groups,  or  in  clinics,  whichever  is  most 
feasible; 

2.  That  any  licensed  physician  may  affiliate  with  a 
recognized  and  authorized  narcotics  treatment  center; 
and 

3.  That  the  office  of  a physician  so  affiliated  be  re- 
garded as  a satellite  center  for  the  care  and  treatment 
of  drug-dependent  persons. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  approving  the  substitute  reso- 
lution. 

71-5.  Peer  Review  Immunity 

Introduced  by  Nassau  County  Medical  Society 

WHEREAS,  Peer  Review  has  been  the  subject  of  in- 
tense study  by  Congressional  Committees;  and 

WHEREAS,  Amendment  851  to  H.R.  17550,  Pro- 
fessional Standards  Review  Organizations,  has  cleared 
the  Senate  Finance  Committee;  and 

WHEREAS.  The  state  medical  societies,  compo- 
nent medical  societies,  and  physicians  will  be  given 
broad  responsibilities  in  carrying  out  the  mandate  of 
Congress;  and 

WHEREAS,  Physicians  must  be  protected  from  litiga- 
tion in  performing  this  public  service  while  serving  on 
peer  review  committees  and  in  following  the  recom- 
mendations of  the  committees;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  seek  the  introduction  of,  and  actively  sup- 
port, legislation  in  the  New  York  State  Legislature 
to  provide  the  following: 

1.  That  physicians  serving  on  peer  review  and  re- 
lated review  committees  be  held  harmless  from  legal 
action  for  all  activities  in  the  performance  of  their 
duties;  and 

2.  That  records  relating  to  these  review  mecha- 
nisms be  immune  from  subpoena;  and 

3.  That  all  physicians  serving  on  peer  review  and  re- 
lated review  committees  and  all  physicians  who  carry 
out  the  recommendations,  or  implement  the  de- 
cisions, of  such  review  committees  have  complete  legal 
immunity  in  connection  with  their  actions  of  decision 
or  implementation  in  carrying  out  peer  review. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was  pre- 
sented by  Clarke  T.  Case,  M.D.,  chairman. 

Your  reference  committee  recommends  that  resolu- 
tion 71-5  be  approved  with  the  following  substitute 
Resolved: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  seek  the  introduction  of,  and  actively  sup- 
port, legislation  in  the  New  York  State  Legislature  to 
provide  the  following:  No  physician  who  serves  as  a 


member  of  a peer  review  committee  shall  be  liable  in 
damages  to  any  person  for  any  action  taken  or  recom- 
mendation made  by  him  within  the  scope  of  his  func- 
tion as  a member  of  such  committee,  nor  that  any 
physician  shall  be  liable  in  damages  to  any  person 
because  of  action  taken  in  response  to  the  recom- 
mendation of  such  committee,  if  such  action  was  taken 
or  such  recommendation  was  made  without  malice  and 
if  the  reasonable  belief  that  such  action  or  recom- 
mendation is  warranted  by  the  facts  known  to  him 
after  reasonable  effort  by  him  to  ascertain  the  facts 
on  which  such  action  is  taken  or  such  recommendation 
is  made. 

This  wording  is  similar  to  the  wording  already 
passed  by  the  New  York  State  Assembly  for  utilization 
committees  (Assembly  Act  1970-2666). 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  approving  resolution  71-5 
as  amended. 

71-6.  Contract  Laboratories 
Introduced  by  Bronx  County  Medical  Society 

WHEREAS.  The  Medical  Society  of  the  State  of  New 
York  has  repeatedly  approved  and  supported  the  use  of 
clinical  laboratories  by  physicians  on  a contract  basis, 
with  direct  payments  to  the  laboratories  by  their  phy- 
sician subscribers;  and 

WHEREAS,  The  automation  and  computerization  of 
the  services  provided  by  these  “contract  laboratories” 
has  reduced  patient  costs  and  made  multiphasic  test- 
ing economically  feasible;  and 

WHEREAS,  A change  in  New  York  State  Law,  in 
1969,  has  made  it  unlawful  for  physicians  to  subscribe 
to  the  services  of  clinical  laboratories  on  a con- 
tract, direct-payment  basis;  and 

WHEREAS,  The  present  legal  requirement  that 
laboratories  bill  patients  directly  has  resulted  in  large 
increases  in  the  costs  of  laboratory  procedures  and 
has  been  responsible  for  both  financial  and  physical 
hardships  on  patients;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  work  for  the  repeal  of  Section  394-D  of  the 
General  Business  Law  or  initiate  and  support  legisla- 
tion to  amend  it  so  that  physicians  are  again  able  to 
provide  laboratory  services  to  their  patients  by  sub- 
scribing to  laboratories  on  a contract  basis  and  making 
direct  payment  to  such  laboratories;  and  be  it  further 
Resolved,  That  the  savings  thus  effected  be  passed 
on  to  the  patient  in  the  form  of  appropriate  charges. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was  pre- 
sented by  Clarke  T.  Case,  M.D.,  chairman. 

Your  reference  committee  recommends  adoption  of 
resolution  71-6  with  the  following  substitute  first 
Resolved: 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  work  to  amend  Section  394-D  of  the  Gen- 
eral Business  Law  to  read:  “It  shall  be  unlawful  for 
any  physician,  osteopath,  dentist,  podiatrist,  or  pur- 
veyor of  clinical  laboratory  services  to  bill  or  receive 
payment,  reimbursement,  compensation,  or  fee  on  ac- 
count of  clinical  laboratory  services  unless  the  person 
or  purveyor  to  whom  the  bill  has  been  or  will  be  ren- 
dered or  from  whom  payment  is  received  is  furnished 
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with  an  itemized  statement  at  or  before  the  time  of 
billing  or  at  or  before  the  time  of  receipt  of  pay- 
ment, which  statement  shall  indicate  the  charge  for 
clinical  laboratory  services  and  that  portion  of  the 
charge  allocable  to  the  person  or  purveyor  performing 
such  service  in  whole  or  in  part.” 

The  House  voted  to  adopt  this  portion  of  the  reference 
Committee  report,  thereby  approving  resolution  71-6  as 
amended. 

71-7.  Universal  Health  Insurance 
Introduced  by  Victor  J.  Tofany,  M.D.,  Delegate,  Sec- 
tion on  Anesthesiology 

WHEREAS.  Previous  measures  introduced  into  the 
New  York  State  Legislature  pertaining  to  Universal 
Health  Insurance  have  included  anesthesia  services 
as  hospital  services  exclusively:  and 

WHEREAS.  Most  anesthesia  services  (more  than  80 
per  cent)  are  currently  provided  in  New  York  State  on 
a fee-for-service  basis  by  physicians;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  take  all  measures  possible  to  ensure  that 
any  Universal  Health  Insurance  legislation  enacted  in 
New  York  State  include  anesthesia  services  as  pro- 
fessional services  with  provision  for  reimbursement 
on  the  basis  of  the  New  York  State  Society  of 
Anesthesiologists’  Relative  Value  Guide. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS  The  following  report  was  pre- 
sented by  Clarke  T.  Case,  M.D.,  chairman. 

Your  reference  committee  recommends  approval  of 
resolution  71-7. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  approving  resolution  71-7. 

71-8.  Opposition  to  Legislation  and  Regulations 
which  Deprive  Attending  Physicians  of  their  Proper 
Authority 

Introduced  by  Medical  Society  of  the  County  of 
Chautauqua 

WHEREAS.  The  physician’s  relationship  with  the 
public  is  being  continually  diluted  by  State  and  Fed- 
eral programs,  other  third-party  agents,  paramedical 
specialties,  and  the  legal  profession;  and 

WHEREAS.  Physicians  are  being  subjected  to  in- 
creasing limitations  in  effecting  the  procedures  and 
hospitalizations  they  deem  necessary;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  disapprove  legislation,  regulations,  and  ad- 
ministrative decrees,  including  the  requirement  of 
prior  authorization  for  hospitalization,  as  they  deprive 
attending  physicians  of  their  proper  authority  in  the 
care  of  their  patients;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  unequivocally  reject  such  legislation,  regu- 
lations, and  decrees,  unless  they  simultaneously  re- 
lieve attending  physicians  of  legal  responsibility  for 
the  untoward  results  of  interference  with  the  prompt 
effectuation  of  the  procedures  and  hospitalizations 
they  deem  necessary. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was  pre- 
sented by  Clarke  T.  Case,  M D.,  chairman. 


Your  reference  committee  recommends  approval  of 
this  resolution. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  approving  resolution  71-8. 

71-9.  Establishment  of  New  Regulations  for  Post- 
mortem Examinations 

Introduced  by  Medical  Society  of  the  County  of 
Richmond 

WHEREAS.  It  is  a statutory  obligation  to  complete 
death  certificates  precisely;  and 

WHEREAS,  Post  mortems  are  often  necessary  to  ar- 
rive at  precise  causes  of  death^  and 

WHEREAS,  Post  mortems  are  essential  in  the  accu- 
rate compilation  of  medical  statistics;  and 

WHEREAS,  Post  mortems  are  important  to  the  edu- 
cation of  physicians  and  the  furtherance  of  medical 
science;  and 

WHEREAS,  Medical  examiners  are  loath  to  insist  on 
post  mortems  when  the  death  seems  due  to  natural 
causes;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  encourage  the  introduction  of  legisla- 
tion to  require  the  medical  examiner  to  perform  an 
autopsy  in  those  cases  in  which  the  physician  is  un- 
able or  unwilling  to  make  a final  diagnosis. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS;  The  following  report  was  pre- 
sented by  Clarke  T.  Case,  M.D.,  chairman. 

After  hearing  extensive  discussion  on  this  resolution 
with  several  pathologists  testifying  and  urging  dis- 
approval because  it  would  unduly  restrict  medical 
examiners  and  would  put  mandatory  burdens  on  them, 
your  reference  committee  recommends  disapproval  of 
resolution  71-9. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  disapproving  reso- 
lution 71-9. 

71-10.  Amendment  to  Social  Security  Act  to 

Change  Qualifying  Dates 

Introduced  by  Broome  County  Medical  Society 

WHEREAS,  Public  Law  89-97,  1965,  amended  the 
Social  Security  Act  to  provide  for  inclusion  of  phy- 
sicians under  Social  Security;  and 

WHEREAS,  The  qualifying  dates  now  in  effect  by 
which  benefits  under  the  Social  Security  Act  are  de- 
termined, namely  1936  and  1951,  preclude  the  pos- 
sibility of  obtaining  full  benefits  of  the  Act  by  many 
physicians  who  pay  maximum  tax  for  multiple  years; 
and 

WHEREAS.  The  House  of  Delegates  of  the  American 
Medical  Association,  at  its  meeting  in  June,  1966,  re- 
ferred resolution  45,  which  calls  on  the  AMA  to  ex- 
plore every  legitimate  channel  and  to  take  every  le- 
gitimate action  necessary  to  have  the  Social  Security 
Act  amended  at  the  earliest  date  possible  to  provide 
a more  recent  qualifying  year,  to  the  Board  of  Trustees 
for  study  and  appropriate  action;  and 

WHEREAS,  To  date  there  is  no  evidence  available  to 
the  membership  of  the  AMA  that  this  resolution  has 
been  acted  on;  and 

WHEREAS.  The  Social  Security  Administration  is 
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presently  automated  and  computerized  sufficiently  to 
cope  with  administrative  problems  incident  to  such  a 
change  in  qualifying  year;  and 

WHEREAS,  The  present  inequity  is  contrary  to  the 
best  interests  of  a large  portion  of  the  membership  of 
the  Association;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  through  its  New  York  AMA  Delegation, 
urge  the  American  Medical  Association  to  reaffirm 
resolution  45,  of  the  1966  annual  meeting,  “Amend- 
ment to  the  Social  Security  Act  to  Change  Qualifying 
Dates,”  and  instruct  the  agency  to  which  implementa- 
tion of  this  resolution  is  directed  to  give  this  matter 
top  priority  and  work  for  a date  five  or  less  years  prior 
to  the  effective  date  of  the  amended  Act,  1962,  as 
equitable  for  counting  the  quarters  and  average 
monthly  earnings  for  physicians. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS  The  following  report  was  pre- 
sented by  Clarke  T.  Case,  M.D.,  chairman. 

Testimony  before  the  reference  committee  indicated 
that  similar  changes  in  qualifying  dates  have  been  ac- 
cepted for  other  professions  which  come  under  the  Social 
Security  system  in  recent  years.  This  step  would  help 
many  physicians  who  will  be  paying  into  Social  Security 
for  only  ten  to  fifteen  years.  Therefore,  your  reference 
committee  recommends  approval  of  resolution  71-10. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  approving  resolution  71-10. 

71-36.  Opposition  to  Change  in  the  Definition  of 
Nursing  in  Education  Law 

Introduced  by  Medical  Society  of  the  County  of  Queens 
WHEREAS,  The  New  York  State  Nursing  Association 
is  petitioning  the  Legislature  for  a change  in  the  Edu- 
ucation  Law  to  redefine  the  profession  of  nursing  in  a 
“Revision  of  the  Nurse  Practice  Act”;  and 

WHEREAS,  They  are  requesting  that  the  practice  of 
the  profession  of  nursing  be  defined  as  “diagnosing  and 
treating  human  responses  to  actual  and  potential 
health  problems  through  such  services  as  case-finding, 
health  teaching,  health  counseling,  and  provision  of 
care  supportive  to,  or,  restorative  of  life  and  well  be- 
ing”; and 

WHEREAS,  In  the  preamble,  justifying  the  change, 
under  “Significances  of  the  Proposed  Revision  to  the 
Nurse  Practice  Act,”  it  was  stated  “the  thrust  of  the 
proposed  revision,  historic  in  nature,  may  be  sum- 
marized in  a single  phrase:  ‘Recognition  of  Nursing 
as  an  independent,  primary,  and  distinct  health  dis- 
cipline,’ ” subsequent  to  which,  in  further  explana- 
tion, it  goes  on  to  demand  under  “ ‘delineation  of  the 
nursing  function,’  the  ability  of  the  nursing  practition- 
er to  function  autonomously  rather  than  under  the 
direction  of  the  physicians”;  and 

WHEREAS,  Such  function  not  only  is  contrary  to  law 
and  training  but  is  not  “historic”;  and 

WHEREAS,  Such  change  in  the  Education  Law  would 
create  evils,  in  that: 

1.  It  would  be  defining  “nursing”  in  the  same 
context  as  the  practice  of  medicine,  and  it  would 
legally  permit  an  unqualified,  nonmedical  individual, 
without  adequate  training,  to  “diagnose  and  treat” 


(which  words  have  a specifically  recognized  connota- 
tion to  the  public),  and  it  would  be  in  complete  con- 
tradiction to  the  State  Education  Law  which  ascribes 
the  suggested  definition  only  to  the  function  (practice 
of  medicine)  of  properly  qualified  and  licensed 
doctors; 

2.  It  would  endanger  the  public  since  the  proper 
diagnosis  might  be  missed  and  improper  treatment 
might  be  rendered;  and 

3.  It  would  lead  to  much  legal  involvement  because 
of  the  confusion  in  terminology;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  oppose  the  petition  of  the  New  York  State 
Nursing  Association  calling  for  an  amendment  to  the 
Education  Law  to  redefine  the  practice  of  the  pro- 
fession of  nursing  in  its  present  form;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  urge  the  New  York  State  Legislature,  in 
any  change  in  the  Education  Law,  to  restrict  “diag- 
nosis and  treatment”  to  the  medical  profession,  as  is 
current  usage;  and  be  it  further 

Resolved,  That  if  a change  is  made  in  the  Educa- 
tion Law,  the  wording  be  such  as  to  clearly  establish 
that  the  functions  of  nurses  are  ancillary  to  those  of 
physicians,  since  the  determination  of  diagnosis  and 
treatment  is  a purely  medical  function. 

(Based  on  the  proposed  change  in  the  State  Edu- 
cation Law  as  printed  in  the  Nursing  Journal  of  the 
New  York  State  Nursing  Association,  vol.  1,  No.  3, 
p.  13,  Fall,  1970,  and  as  discussed  with  the  nursing  rep- 
resentatives at  the  meeting  of  the  Medical  Society  of 
the  State  of  New  York,  Committee  on  Nursing  and  Al- 
lied Health  Professions.) 

71-83.  Proposed  Amendment  to  Article  139,  Title 
VIII,  of  the  State  Education  Law  (Section  6901), 
Senate  Int.  1918;  Assembly  Int.  2065 

Introduced  by  Medical  Society  of  the  County  of 
Niagara 

WHEREAS,  Bills  to  amend  Section  6901  of  Article 
139,  Title  Vni,  of  the  Education  Law  of  the  State  of 
New  York  have  been  introduced  in  the  Senate  and  the 
Assembly;  and 

WHEREAS,  Senate  Int.  1918  and  Assembly  Int.  2065 
proposes  to  amend  Section  6901  by  broadening  the 
rights  and  privileges  of  the  profession  of  nursing  to 
include  diagnosis  and  treatment  of  human  responses 
to  actual  or  potential  health  problems  and  deletes 
all  reference  to  the  supervision  or  regulation  of  treat- 
ment by  a licensed  physician  or  dentist,  and  to  the 
supervision  and  regulation  of  treatment  by  licensed 
practical  nurses  by  licensed  physicians  or  dentists; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York,  through  its  appropriate  committees  and 
personnel,  actively  oppose  the  adoption  of  legislation 
which  will  broaden  the  rights  and  privileges  of  the 
practice  of  nursing  to  include  diagnosis  and  treatment 
of  human  responses  to  actual  or  potential  health  prob- 
lems, and  which  deletes  all  reference  to  the  super- 
vision and  regulation  of  treatment  by  practical  nurses 
by  licensed  physicians  or  dentists,  and  specifically  to 
oppose  the  adoption  of  Senate  Int.  1918  and  Assembly 
Int.  2065. 
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REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS  The  following  report  was  pre- 
sented by  Clarke  T.  Case,  M.D.,  chairman. 

Your  reference  committee  feels  that  these  two  resolu- 
tions seek  the  same  goal.  Therefore,  we  propose  the 
following  substitute  resolution  which  is  a combination 
of  both:  ■ 

WHEREAS.  Bills  to  amend  Section  6901  of  Article 
139,  Title  VIll,  of  the  Education  Law  of  the  State  of 
New  York  have  been  introduced  in  the  Senate  and  the 
Assembly;  and 

WHEREAS.  Senate  Int.  1918  and  Assembly  Int.  2065 
propose  to  amend  Section  6901  of  the  Education  Law 
by  changing  the  definition  of  nursing  to  be  the  diag- 
nosis and  treatment  of  human  responses  to  actual  or 
potential  health  problems  and  removes  the  supervision 
or  regulation  of  treatment  from  a licensed  physician  or 
dentist  and  also  removes  the  supervision  and  regula- 
tion of  practical  nurses  from  licensed  physicians  or 
dentists;  and 

WHEREAS,  They  are  requesting  that  the  practice  of 
the  profession  of  nursing  be  defined  as  “diagnosing 
and  treating  human  responses  to  actual  and  potential 
health  problems  through  such  services  as  case  finding, 
health  teaching,  health  counseling,  and  provision  of 
care  supportive  to,  or  restorative  of  life  and  well  be- 
ing”; and 

WHEREAS.  This  proposed  law  goes  on  to  demand 
under  “delineation  of  the  nursing  function  . . . the 
ability  of  the  nursing  practitioner  to  function  auton- 
omously rather  than  under  the  direction  of  the  phy- 
sician”; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  through  its  appropriate  committees  and 
personnel,  actively  oppose  the  adoption  of  legislation 
which  will  change  the  definition  of  the  practice  of 
nursing  to  be  diagnosis  and  treatment  of  human  re- 
sponses to  actual  or  potential  health  problems  and 
which  will  remove  the  supervision  of  practical  nursing 
from  licensed  physicians  and  dentists,  and  specifi- 
cally oppose  the  adoption  of  Senate  Int.  1918  and  As- 
sembly Int.  2065. 

The  House,  after  discussion,  voted  to  adopt  this  por- 
tion of  the  reference  committee  report,  thereby  approv- 
ing the  substitute  resolution. 


71-37.  Opposition  to  Public  Display  of  Smut, 
Obscenities,  and  Pornography 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

WHEREAS. The  Senate  of  the  United  States  has  over- 
whelmingly repudiated  the  Report  of  the  National 
Commission  on  Obscenity  and  Pornography;  and 

WHEREAS,  The  President  of  the  United  States  has 
rejected  the  same  report  and  labeled  smut  as  pollution 
of  our  culture  and  civilization;  and 

WHEREAS,  The  public  display  of  smut,  obscenitiag, 
and  pornography  is  not  in  the  public  interest;  there- 
fore be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  condemn  and  deplore  the  public  display  of 
smut,  obscenities,  and  pornography  in  all  forms;  and 
be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 


New  York  denourlce  the  use  of  the  United  States  mails 
for  distribution  of  unwanted,  unsolicited  filth;  and  be 
it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  advise  the  responsible  leaders  of  our  coun- 
try, State,  and  city  to  that  effect. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS  The  following  report  was  pre- 
sented by  Clarke  T.  Case,  M.D.,  chairman. 

Your  reference  committee  heard  an  eloquent  presenta- 
tion of  this  resolution  by  its  proponent.  We'  recognize 
the  validity  of  this  problem  in  the  current  scene.  How- 
ever, all  the  members  of  you'*  reference  committee  feel 
that  this  matter,  while  a problem  of  genuine  individual 
concern,  is  not  within  the  purview  of  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New  York. 

Therefore,  your  reference  committee  recommends  that 
no  action  be  taken  on  this  resolution. 

The  House,  after  discussion,  voted  not  to  adopt  this 
portion  of  the  reference  committee  report. 

The  House  then  voted  to  approve  resolution  71-37. 

71-38.  Protection  of  Physicians,  Hospitals,  and 
Blood  Banks  from  Liability  in  Connection  with  the  Ad- 
ministration of  Blood 

Introduced  by  Albert  H.  Harris,  M.D.,  Delegate,  Sec- 
tion on  Pathology,  Clinical  Pathology,  and  Blood  Bank- 
ing 

WHEREAS.  Blood  and  its  components  are  indis- 
pensable in  saving  life  and  promoting  health;  and 

WHEREAS.  Blood  is  “unavoidably  unsafe”;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  legislation  protecting  physicians, 
hospitals,  and  blood  banks  from  liability  in  connection 
with  the  administration  of  blood,  its  components,  and 
products  unless  negligence  is  proved. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS  The  following  report  was  pre- 
sented by  Clarke  T.  Case,  M.D.,  chairman. 

Your  reference  committee  recommends  that  the  sec- 
ond “Whereas”  be  amended  to  read:  WHEREAS.  Blood 

has  been  stated  to  be  “unavoidably  unsafe”;  therefore 
be  it. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  approving  resolution  71-38 
as  amended. 


71-50.  Full-Time  Spokesman  for  Medical  Pro- 
fession in  New  York  State 

Introduced  by  Medical  Society  of  the  County  of  Monroe 
WHEREAS,  The  bulk  of  information  reaching  the 
general  public  concerning  patient  care  and  health  mat- 
ters emanates  from  economists,  labor  leaders,  hospital 
administrators,  and  government  officials;  and 

WHEREAS,  There  exists  a deplorable  lack  of  input 
at  the  public-opinion-forming  level  from  those  pri- 
marily and  most  directly  involved  in  patient  care;  and 
WHEREAS,  There  are  many  practicing  physician- 
members  of  the  Medical  Society  of  the  State  of  New 
York  knowledgeable  and  authoritative  in  the  field  of 
medical  socioeconomics;  and 
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WHEREAS,  These  men  are  often  prevented  from 
making  their  proper  contribution  by  considerations 
of  responsibility  to  their  patients  and  families;  there- 
for be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  establish  a fund,  by  whatever  means  found 
most  suitable,  for  the  purpose  of  supporting  one  of  its 
members  for  a period  of  one  year  with  a handsome  and 
realistic  stipend,  so  that  this  physician  can  act  as  a 
full-time  spokesman  for  the  medical  profession,  pri- 
marily to  the  people  of  our  State  and  to  their  elected 
representatives,  and,  second,  for  the  benefit  of  the 
medical  profession  of  the  entire  country;  and  be  it 
further 

Resolved,  That  the  only  requirements  for  this  po- 
sition be  that  the  appointee  receive  the  bulk  of  his 
income  from  direct  patient  care  and  that  he  be  recog- 
nized by  his  peers  as  an  educated  and  effective  spokes- 
man; and  be  it  further 

Resolved,  That  the  appointee  spend  his  entire  pro- 
fessional time  for  this  year,  under  the  direction  of  the 
Council  of  the  Medical  Society  of  the  State  of  New 
York,  on  this  public  relations  and  educational  task, 
unencumbered  by  the  many  additional  administrative 
obligations  of  our  elected  officials,  and  that  a phy- 
sician be  appointed  each  year;  and  be  it  further 

Resolved,  That  an  evaluation  of  the  results  of  this 
effort  be  reported  to  each  succeeding  House  of  Dele- 
gates at  the  annual  convention. 

71-92.  Full-Time  Spokesman  for  Medical  Pro- 
fession in  New  York  State 

Introduced  by  Eli  A.  Leven,  M.D.,  as  an  individual 

WHEREAS,  The  bulk  of  information  reaching  the 
general  public  concerning  patient  care  and  health  mat- 
ters emanates  from  economists,  labor  leaders,  hospi- 
tal administrators,  and  government  officials;  and 

WHEREAS,  The  public’s  image  of  the  physician, 
and  even  the  physician’s  image  of  organized  medi- 
cine could  and  should  be  improved;  and 

WHEREAS,  A physician  acting  as  our  spokesman 
would  provide  the  most  effective  way  of  convincing 
the  public  and  our  legislators  that  the  prime  object 
of  the  medical  profession  is  to  render  service  to 
humanity,  and  our  major  efforts  are  directed  to  the 
common  good  of  mankind;  and 

WHEREAS.  Such  a spokesman  would  in  no  way  de- 
tract from  the  many  administrative  duties  and  re- 
sponsibilities of  tbe  present  office  of  the  executive 
vice-president;  and 

WHEREAS.  The  professional  Public  Relations  staff 
would  serve  in  a research  and  informational  capacity, 
in  addition  to  its  present  functions  and  objectives; 
therefore  be  it 

Resolved,  That  the  Council  and/or  Board  of 
Trustees  of  the  Medical  Society  of  the  State  of  New 
York  consider  the  establishment  of  a new  office,  execu- 
tive vice-president  in  charge  of  public  relations;  and 
be  it  further 

Resolved,  That  the  only  requirements  for  this  posi- 
tion be  that  the  appointee  have  at  least  ten  years’  ex- 
perience in  direct  patient  care  and  that  he  be  recog- 
nized by  his  peers  as  an  informed  and  effective  spokes- 
man. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 


PROFESSIONAL  AFFAIRS;  The  following  report  was  pre- 
sented by  Clarke  T.  Case,  M.D.,  chairman. 

Your  reference  committee  considered  these  two  resolu- 
tions together  as  they  cover  the  same  topic.  The  address 
of  our  president-elect  to  the  House  recognizes  the  valid- 
ity of  some  of  the  problems  mentioned  in  these  resolu- 
tions. Many  members  of  the  House  have  been  con- 
cerned about  better  representation  of  the  interests  of 
the  profession  to  the  public.  However,  your  reference 
committee  feels  that  the  mechanisms  proposed  in  these 
resolutions  are  impractical.  We  feel  that  due  consid- 
eration should  be  given  to  having  the  president  of  the 
Society  serve  full-time  during  his  year  of  office,  with 
appropriate  reimbursement,  so  that  he  may  have  more 
time  to  function  as  the  spokesman  for  our  membership. 

After  considerable  discussion,  resolution  71-92  was 
withdrawn  by  its  proposer. 

For  the  reasons  cited,  your  reference  committee  rec- 
ommends disapproval  of  resolution  71-50,  while  recog- 
nizing that  it  presents  a problem  which  needs  considera- 
tion. 

The  House,  after  discussion,  voted  to  adopt  this  por- 
tion of  the  reference  committee  report,  thereby  disap- 
proving resolution  71-50. 

71-58.  Scientific  Research 

Introduced  by  Medical  Society  of  the  County  of  Kings 

WHEREAS,  There  are  before  the  State  Legislature 
three  similar  bills  of  importance  to  medicine,  namely. 
Assembly  Bill  1837  and  Senate  Bills  1290  and  136; 
and 

WHEREAS,  The  purpose  of  these  bills  is  to  estab- 
lish a State  Board  of  Human  Research  which  will  con- 
trol all  scientific  research  on  human  beings;  and 

WHEREAS,  The  purpose  of  the  State  Board  of 
Human  Research  shall  consist  of  9 members,  of  which 
5 will  be  professional  and  4 nonprofessional  persons, 
and  they  shall  have  legal  power  to  prosecute  and  in- 
carcerate physicians  who  may  fail  to  establish  in- 
formed consent  consistent  with  their  guidelines;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  is  opposed  to  Assembly  Bill  1837  and  all 
similar  bills,  because  they  restrict  and  penalize  the 
hospital-research  physician  and  prevent  the  progress 
of  medical  research  for  the  general  population;  and  be 
it  further 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  be  urged  to  implement  this  resolution  by 
notifying  all  legislators  of  the  shortcomings  of  this 
contemplated  legislation;  and  be  it  further 

Resolved,  That  all  medical  schools  and  research 
hospitals  be  informed  of  the  intent  of  this  bill. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS:  The  following  report  was  pre- 
sented by  Clarke  T.  Case,  M.D.,  chairman. 

Our  legislative  counsel  has  prepared  an  excellent  two- 
page  memorandum  in  opposition  to  Assembly  Bill  1837 
outlining  in  detail  the  shortcomings  and  restrictions  of 
this  bill.  I might  say  our  legislative  counsel  was  right 
on  the  ball  with  a very  effective  oppositional  memo- 
randum, and  I think  action  of  the  House  in  approving 
this  resolution  would  strengthen  the  position  of  our  leg- 
islative counsel. 
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Therefore,  your  reference  committee  recommends  ap- 
proval of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  approving  resolution  71-58. 

71-59.  Licensure  of  Service-Trained  X-ray  Tech- 
nologists 

Introduced  by  Samuel  H.  Madell,  M.D.,  as  an  individual 
WHEREAS.  New  York  State  law  requires  that  x-ray 
technologists  be  licensed  by  the  Bureau  of  X-Ray 
Technology;  and 

WHEREAS.  Two  years  of  training  in  an  approved 
school  of  x-ray  technology  are  required  before  an  ap- 
plicant can  qualify  for  the  licensure  examination;  and 
WHEREAS.  More  technologists  are  needed  to  staff 
existing  facilities;  and 

WHEREAS.  Among  individuals  discharged  from  the 
military  service  there  are  some  who  have  been  trained 
in  the  military  service  as  x-ray  technologists;  and 
WHEREAS.  These  individuals  do  not  qualify  to  sit 
for  the  licensure  examination  under  current  law; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  seek  modification  of  the  regulations  to 
permit  evaluation  of  training  and  experience  gained  in 
the  militeiry  service,  grant  credit  where  training  is 
deemed  adequate,  and  facilitate  supplementary  train- 
ing where  necessary;  and  be  it  further 

Resolved,  That  a copy  of  this  resolution  be  sent 
to  the  director  of  the  Bureau  of  X-Ray  Technology, 
New  York  State  Department  of  Health. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS  The  following  repwrt  was  pre- 
sented by  Clarke  T.  Case,  M.D.,  chairman. 

Your  reference  committee  recommends  approval  of 
this  resolution. 

The  House  voted  to  adopt  this  portion  of  the  reference 
committee  report,  thereby  approving  resolution  71-59. 

71-87.  Revision  of  Laboratory  Criteria  to  Estab- 
lish "Legal  Intoxication" 

Introduced  by  Broome  County  Medical  Society 

WHEREAS.  Last  year  55,000  Americans  lost  their 
lives  in  traffic  accidents;  and 

WHEREAS,  Many  statistical  studies,  including  one 
by  the  American  Medical  Association,  show  that  at 
least  56  per  cent  of  those  fatal  accidents  involve  a 
driver  who  is  intoxicated ; and 

WHEREAS,  The  State  of  New  York  allows  a driver 
to  have  an  alcohol  level  of  0.15  mg.  per  100  ml.  in  the 
blood  before  it  is  considered  legal  evidence  of  “driving 
while  intoxicated”;  and 

WHEREAS.  New  York  State  is  one  of  the  few  states 
which  allows  such  a high  level,  while  most  states  use 

0.1  mg.  per  100  ml.  as  legal  evidence  of  intoxication; 
and 

WHEREAS,  Scientific  study  has  definitely  shown  that 
a person  with  an  alcohol  level  of  0.15  mg.  per  100  ml. 
in  the  blood  is  unable  to  safely  operate  a motor  vehicle; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  go  on  record  in  support  of  the  New  York 
State  Traffic  Safety  Council’s  efforts  to  have  our 


State  Legislators  change  the  law  to  lower  the  alcohol 
level  in  the  blood  from  the  present  0.15  mg.  to  0.1 
mg.  per  100  ml.  as  proof  of  driving  while  intoxicated. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS  The  following  report  was  pre- 
sented by  Clarke  T.  Case,  M.D.,  chairman. 

After  extensive  testimony  before  the  reference  com- 
mittee on  the  variety  of  alcohol  levels  in  the  blood  that 
are  used  in  various  countries  and  localities  for  varying 
definitions  of  states  of  intoxication,  your  reference  com- 
mittee felt  that  we  were  not  compoetent  to  decide  on  the 
validity  of  the  “Whereases”  and  the  Resolved  as  stated. 
Now,  the  wording  in  the  resolution  is  incorrect  because 
it  should  not  be  0.15  mg.,  which  would  be  minute.  It  is 
0.15  Gm.  There  was  discussion  in  the  reference  com- 
mittee of  the  amount  not  being  milligrams  but  grams. 

Therefore,  we  recommend  that  this  resolution  be  re- 
ferred to  the  Committee  on  Accident  and  Injury  Preven- 
tion, since  the  members  of  this  committee  are  primarily 
concerned  with  the  effects  of  alcohol  on  driving,  for  eval- 
uation of  levels,  and  specific  recommendations  for  adop- 
tion in  implementing  the  purposes  of  this  resolution 
which  your  reference  committee  feels  are  worthy. 

The  House,  after  discussion,  voted  not  to  adopt  this 
portion  of  the  reference  committee  report. 

The  House  then  voted  to  refer  resolution  71-87  to  the 
Council  for  verification  of  the  criteria. 

71  -88.  Baccalaureate  Academic  Credit  to  Grad- 
uates of  Diploma  Schools  of  Nursing 
Introduced  by  Medical  Society  of  the  County  of  Queens 

WHEREAS,  There  is  an  increasing  shortage  of  nurses 
which  is  being  made  more  acute  by  the  increasing  lim- 
itation of  nonbaccalaureate  registered  nurses;  and 

WHEREAS,  There  is  increasing  difficulty  for  di- 
ploma-school registered  nurses  who  wish  to  continue 
toward  a baccalaureate  degree  both  by  the  paucity  of 
programs  and  the  minimal  credit  given  by  the  exist- 
ing programs  to  a three-year  diploma-school  graduate; 
therefore  be  it 

Resolved,'^hat  the  Medical  Society  of  the  State  of 
New  York  give  increasing  support  to,  and  encourage, 
legislation  which  will 

1.  Give  two  years  of  credit  (for  the  three-year  pro- 
gram) toward  the  four-year  Bachelors  Degree  program, 
such  as  requested  in  the  S.  749,  Flynn;  and  A.  1102, 
Suchin  Bill,  and 

2.  Encourage  scholarships  both  for  the  diploma- 
school  students  and  advanced  students,  such  as  re- 
quested in  A.  1886,  Gold;  S.  1650,  Thaler;  and  S.  731, 
Powers  bills  which  makes  allowances  for  scholarships 
and  stipends. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC  AND 
PROFESSIONAL  AFFAIRS;  The  following  report  was  pre- 
sented by  Clarke  T.  Case,  M.D.,  chairman. 

While  your  reference  committee  is  sympathetic  with 
the  desire  of  the  diploma-school  graduate  to  obtain  credit 
toward  a bachelors  degree,  we  feel  that  legislation  to 
force  an  educational  institution  to  grant  a specific 
amount  of  academic  credit  for  a given  diploma- school 
course  is  inappropriate. 

Therefore,  your  reference  committee  recommends  dis- 
approval of  this  resolution. 
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The  House,  after  discussion,  voted  not  to  adopt  this 
portion  of  the  reference  committee  report. 

The  House  then  voted  to  approve  resolution  71-88. 

The  House  voted  to  adopt  the  reference  committee  re- 
port as  a whole  as  amended. 

Proposed  Amendments  to 
Constitution  and  Bylaws 

Proposed  amendments  to  the  Constitution  and  Bylaws 
of  the  Medical  Society  of  the  State  of  New  York  were  re- 
ferred to  the  House  Committee  on  Constitution  and  By- 
laws and  will  be  acted  on  at  the  1972  annual  meeting  of 
the  House  of  Delegates. 

The  proposed  amendments  are  as  follows: 

71-20.  Amendment  to  the  Constitution  and  Bylaws 
Article  IX,  Funds,  First  Paragraph 

Introduced  by  Medical  Society  of  the  County  of  Sche- 
nectady 

WHEREAS,  The  assessment  of  monies,  and  the  levy- 
ing of  dues  is  the  prerogative  and  duty  of  the  entire 
House  of  Delegates  of  the  Medical  Society  of  the  State 
of  New  York;  and 

WHEREAS,  Any  other  method  denies  each  member 
his  right  to  be  represented  in  determining  the  fiscal 
requirements  of  the  Medical  Society  of  the  State  of 
New  York;  and 

WHEREAS,  The  present  Constitution  of  the  Medical 
Society  of  the  State  of  New  York  now  allows  the  Coun- 
cil the  privilege  of  assessing  its  members  when  the 
House  of  Delegates  is  not  in  session;  therefore  be  it 

Resolved,  That  the  first  paragraph  of  Article  IX  of 
the  Constitution  and  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  which  reads  as  follows:  “Funds 
shall  be  raised  by  annual  dues  levied  on  each  active 
member  at  a uniform  per  capita  rate  throughout  the 
State.  Funds  may  also  be  raised  in  any  other  manner 
approved  by  the  House  of  Delegates  or  by  the  Council 
when  the  said  House  of  Delegates  shall  not  be  in  ses- 
sion. The  dues  or  assessments  of  each  junior  member 
shall  be  one-third  the  amount  levied  on  each  active 
member.”  be  amended  by  deleting  the  words  “or  by 
the  Council  when  the  said  House  of  Delegates  shall  not 
be  in  session.” 

This  paragraph  would  then  read  as  follows:  “Funds 
shall  be  raised  by  annual  dues  levied  on  each  active 
member  at  a uniform  per  capita  rate  throughout  the 
State.  Funds  may  also  be  raised  in  any  other  manner 
approved  by  the  House  of  Delegates.  The  dues  or 
assessments  of  each  junior  member  shall  be  one-third 
the  amount  levied  on  each  active  member.” 

71-21 . Amendment  to  Constitution  to  Limit  Assess- 
ment by  Action  of  the  Council 

Introduced  by  Medical  Society  of  the  County  of  Chau- 
tauqua 

WHEREAS.  The  Constitution  of 'the  Medical  Society 
of  the  State  of  New  York  as  presently  drawn  up  gives 
the  Council  fiscal  powers  which  are  greater  than  is 
thought  prudent  by  a majority  of  the  membership  of 
the  Medical  Society  of  the  State  of  New  York;  there- 
fore be  it 


Resolved,  That  Article  IX,  paragraph  1,  of  the  Con- 
stitution of  the  Medical  Society  of  the  State  of  New 
York  be  amended  by  placing  a period  after  the  word 
“delegates”  in  line  5,  deleting  the  phrase  “or  by  the 
Council  when  the  said  House  of  Delegates  is  not  in  ses- 
sion,” and  inserting  thereafter  the  following  sentence: 
“When  the  House  of  Delegates  is  not  in  session,  the 
Council  may  raise  funds  by  levying  assessments  in  an 
amount  not  to  exceed  $10.00  (ten  dollars)  per  member 
per  year.” 

Article  IX,  paragraph  1 would  then  read:  “Funds 
shall  be  raised  by  annual  dues  levied  on  each  active 
member  at  a uniform  per  capita  rate  throughout  the 
State.  Funds  may  also  he  raised  in  any  other  manner 
approved  by  the  House  of  Delegates.  When  the  House 
of  Delegates  is  not  in  session,  the  Council  may  raise 
funds  by  levying  assessments  in  an  amount  not  to  ex- 
ceed $10.00  (ten  dollars)  per  member,  per  year.  The 
dues  or  assessments  of  each  junior  member  shall  be 
one-third  the  amount  levied  on  each  active  member.” 

71-22.  Osteopathic  Physicians  in  Medical  Society 
of  the  State  of  New  York 

Introduced  by  Medical  Society  of  the  County  of  Erie 

WHEREAS,  The  American  Medical  Association  has 
amended  its  Bylaws  so  that  qualified  doctors  of  oste- 
opathy may  be  admitted  to  active  membership  in  that 
organization;  and 

WHEREAS,  The  action  of  the  American  Medical  As- 
sociation is  a necessary  first  step  toward  the  desirable 
objective  of  ending  the  coexistence  of  osteopathy  as  a 
separate  discipline  of  medical  education  and  for  the 
delivery  of  medical  services;  and 

WHEREAS,  A number  of  state  medical  societies  have 
amended  their  constitutions  so  that  doctors  of  oste- 
opathy who  have  been  given  unlimited  licenses  to  prac- 
tice medicine  may  apply  for  full  active  membership  in 
such  state  medical  societies;  therefore  be  it 

Resolved,  That  this  House  of  Delegates  instruct  the 
House  Committee  on  Constitution  and  Bylaws  to  pre- 
pare appropriate  amendments  to  the  bylaws  to  permit 
qualified  doctors  of  osteopathy  to  be  admitted  to 
membership  in  the  Medical  Society  of  the  State  of 
New  York  and  that  such  amendments  be  presented  to 
this  House  for  action  at  the  1972  annual  meeting. 

71-46.  Amendment  of  Constitution  and  Bylaws 
so  that  Approval  of  the  House  of  Delegates  or 
Component  Societies  is  Required  for  an  Assessment 
Introduced  by  Medical  Society  of  the  County  of  Scho- 
harie 

Resolved,  That  the  Constitution  and/or  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York  be 
amended  or  revised  to  require  the  approval  of  the 
House  of  Delegates,  or  the  component  county  medical 
societies,  for  an  assessment  on  the  members  of  the 
Medical  Society  of  the  State  of  New  York. 

71-53.  Change  in  Age  Requirement  for  Life  Mem- 
bership 

Introduced  by  Medical  Society  of  the  County  of  Sche- 
nectady 

WHEREAS,  It  has  become  increasingly  evident  that 
physicians  in  the  Medical  Society  of  the  State  of  New 
York  are  leaving  practice  at  an  earlier  age;  and 
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WHEREAS.  The  increasing  dues  requirements  are  be- 
coming more  difficult  for  retired  physicians  to  meet; 
therefore  be  it 

Resolved,  That  Chapter  I,  Section  6,  of  the  Constitu- 
tion and  Bylaws  of  the  Medical  Society  of  the  State  of 
New  York  be  changed  by  deleting  the  words  “seventy 
years”  and  substituting  the  words  “sixty-five  years,” 
so  that  Chapter  I,  Section  6,  shall  then  read;  “An  ac- 
tive member  in  good  standing  on  reaching  the  age  of 
sixty-five,  or  who  is  permanently  disabled  . . . 

71-56.  Life  Membership 

Introduced  by  Medical  Society  of  the  County  of  Kings 
WHEREAS.  During  the  past  year,  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  approved 
213  members  for  remission  of  dues  and  has  elected  a 
total  of  2,791  to  Life  Membership  through  the  year 
1970,  constituting  almost  12  per  cent  of  the  total  mem- 
bership of  27,047,  and  this  total  is  steadily  increasing; 
and 

WHEREAS.  ^Statistics  show  that  the  membership  of 
the  Medical  Society  of  the  State  of  New  York  is  not 
increasing  as  gains  are  balanced  by  losses  due  to 
deaths,  resignations,  and  nonpayment  of  dues;  and 
WHEREAS.  Advertising  sales  in  the  New  York  State 
Journal  of  Medicine  declined  by  $3,679  for  the  first 
ten  months  of  1970  and  technical  exhibitors  are  cut- 
ting back  because  of  austerity  programs  with  a resul- 
tant monetary  loss  to  the  Society;  and 

WHEREAS.  Because  of  rising  building  costs  the 
Council  found  it  necessary  to  assess  each  member 
$75; and 

WHEREAS.  The  Internal  Revenue  Service  ruling  that 
all  income  unrelated  to  the  purposes  of  an  exempt 
organization  will  now  be  taxable  and  may  create  an 
additional  liability  to  the  Medical  Society  of  the  State 
of  New  York  of  about  $25,000  on  1970  interest  and 
dividend  earnings  alone;  and 

WHEREAS.  In  the  1970  House  of  Delegates  report, 
the  executive  vice-president  states,  “I  am  compelled 
to  remind  you  that  we  are  operating  on  a ‘tight  budget’ 
....  We  must  confine  our  expenses  to  necessities 
only”;  therefore  be  it 

Resolved,  That  Chapter  I,  Section  6,  of  the  Bylaws 
of  the  Medical  Society  of  the  State  of  New  York  be 
amended  as  follows:  “An  active  member  in  good 

standing  for  ten  years  or  more,  who  becomes  perma- 
nently disabled  or  who  has  reached  the  age  of  seventy 
years  and  is  retired  from  active  practice,  may  apply 
for  Life  Membership  . . . .” 

71-62.  Medical  School  Representation  in  the  House 

of  Delegates  of  the  Medical  Society  of  the  State  of 

New  York 

Introduced  by  Medical  Society  of  the  County  of  Monroe 
WHEREAS.  There  is  a growing  need  for  all  the  major 
components  of  the  medical  profession  to  work  together 
to  respond  to  an  increasing  variety  of  outside  influence 
in  the  practice  of  medicine  as  well  as  to  initiate  con- 
structive steps  forward;  and 

WHEREAS.  The  previous  close  relationship  between 
the  “academic  community”  and  the  practicing  physi- 
cian, which  has  deteriorated  in  the  last  few  decades, 
needs  to  be  strengthened  again  for  the  benefit  of  both 
groups  and  the  general  public;  and 


WHEREAS.  One  means  of  increasing  rapport  be- 
tween medical  schools  and  organized  medicine  is  to 
involve  official  representatives  of  the  medical  schools 
in  the  deliberations  of  the  governing  body  of  the  Medi- 
cal Society  of  the  State  of  New  York;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  ask  each  medical  school  to  appoint  one  of- 
ficial representative  to  serve  as  a delegate,  with  full 
privileges,  in  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York. 

71-66.  Election  of  the  Council  of  the  Medical  Soci- 
ety of  the  State  of  New  York  by  Districts 
Introduced  by  Onondaga  County  Medical  Society 

WHEREAS.  More  direct  responsibility  and  repre- 
sentation to  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  is  important;  and 

WHEREAS.  This  would  improve  two-way  com- 
munication and  responsiveness  between  the  State  and 
county  medical  societies;  and 

WHEREAS.  This  would  strengthen  and  improve  the 
importance  of  the  individual  districts  of  the  Medical 
Society  of  the  State  of  New  York;  therefore  be  it 
Resolved,  That  the  members  of  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  be  elected 
by  each  district;  and  be  it  further 
Resolved,  That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  changed  as  follows: 

1.  Chapter  III,  Section  1,  delete  the  word  “coun- 
cilors.” 

2.  Chapter  III,  Section  2,  paragraph  3,  delete  the 
paragraph  and  substitute  the  follow’ing:  “Councilors 
shall  be  elected  by  each  district  branch  on  the  follow- 
ing basis:  three  councilors  shall  be  elected  annually 
for  a term  of  three  years.  ” 

3.  Chapter  XIII,  Section  1,  insert  the  words,  “a 

Councilor  to  the  Medical  Society  of  the  State  of  New 
York  for  a term  of  three  years,”  between  the  words 
“a  president  for  two  years”  and  “a  district  delegate” 
so  that  Section  1 shall  then  read  as  follows:  “Each 

district  branch  shall  elect  a president  for  two  years, 
a councilor  to  the  Medical  Society  of  the  State  of  New 
York  for  a term  of  three  years,  and  a district  delegate 
to  the  House  of  Delegates  for  two  years,  but  with  the 
approval  of  the  Council  a district  branch  may  elect  a 
president  for  one  year.  ” 

71-67.  Election  of  American  Medical  Association 

Delegates  by  District  Branch 

Introduced  by  Onondaga  County  Medical  Society 

WHEREAS.  It  is  necessary  to  restore  more  direct  re- 
sponsibility of  American  Medical  Association  Dele- 
gates to  the  area  and  region  they  serve;  and 

WHEREAS.  After  the  abolishment  of  mandatory 
American  Medical  Association  membership  not  all  of 
the  members  of  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  will  necessarily  be 
members  of  the  /anerican  Medical  Association;  and 
WHEREAS.  The  problems  which  concern  the  Ameri- 
can Medical  Association  differ  in  various  areas  of  the 
State;  therefore  be  it 

Resolved,  That  the  Delegates  from  the  Medical 
Society  of  the  State  of  New  York  to  the  American 
Medical  A.ssociation’s  House  of  Delegates  be  elected 
from  and  by  each  district  branch  in  direct  relation  to 
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the  number  of  physicians  in  that  district  branch  with 
a maximum  of  five  allowable  Delegates  for  any  one 
district  branch;  and  be  it  further 

Resolved,  That  the  Constitution  and  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  be  changed 
as  follows: 

1.  Chapter  III,  Section  1,  be  changed  to  read:  “The 
officers,  councilors,  and  trustees  of  the  Society  and 
the  “at-large”  delegates  to  the  American  Medical 
Association  shall  be  nominated  and  elected  as  the  first 
business  of  the  last  scheduled  session  of  the  annual 
meeting  of  the  House  of  Delegates.  A member  of  the 
Society  who  is  in  arrears  for  county  dues  or  State  Soci- 
ety dues  or  assessments  shall  not  be  eligible  for  any 
office  or  entitled  to  vote  for  any  officer,  councilor, 
trustee,  or  delegates.” 

2.  Chapter  III,  Section  6,  be  deleted  and  replaced 
by  the  following:  “The  following  method  shall  govern 
the  election  of  delegates  and  alternates  according  to 
the  following  formula  based  on  American  Medical 
Association  membership  in  the  respective  district 


branch: 

1 to  1,000  members one  delegate 

1.000  to  3,000  members two  delegates 

3.000  to  5,000  members three  delegates 

5.000  to  7,500  members four  delegates 

7,500  to  10,000  members five  delegates 


“There  shall  then  be  a number  of  delegates  “at- 
large,”  this  number  to  be  determined  by  the  number 
of  delegates  remaining  to  the  Medical  Society  of  the 
State  of  New  York  following  the  district  branch  elec- 
tion of  American  Medical  Association  delegates. 
These  “at-large”  delegates  shall  be  elected  at  the  ap- 
propriate annual  meeting  of  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New  York. 

“Nominations  shall  be  made  for  not  less  than  dou- 
ble the  full  number  of  delegates  to  be  elected,  and  the 
delegates  shall  be  declared  elected  in  the  order  of  the 
highest  number  of  votes  cast  until  the  allotted  number 
shall  have  been  chosen.  A corresponding  number  in 
the  highest  order  of  votes  cast  shall  be  declared  alter- 
nate delegates. 

“When  the  full  quota  of  elected  delegates  or  alter- 
nate delegates  is  not  available  for  attendance  at  the 
meeting,  the  president  shall  appoint  and  certify  a suf- 
ficient number  to  complete  the  quota.” 

71-77.  Student  American  Medical  Association 
Participation  in  State  Medical  Society  Activities 
Introduced  by  Charles  D.  Sherman,  Jr.,  M.D.,  as  an 
individual 

WHEREAS,  Today’s  medical  students  have  the  ma- 
turity and  interest  necessary  to  participate  with  mem- 
bers of  organized  medicine  as  they  wrestle  with  an 
increasing  variety  of  problems  in  our  changing  health 
scene;  and 

WHEREAS,  The  American  Medical  Association  and 
many  state  societies  are  already  involving  students 
in  their  activities  and  finding  such  efforts  to  be  worth- 
while; and 

WHEREAS,  Our  own  students  in  New  York  State 
have  expressed  the  desire  to  work  within  organized 
medicine;  and 

WHEREAS,  We  need  to  reverse  the  trend  toward 
fragmentation  of  the  profession  and  involve  all  ele- 
ments of  our  profession  in  a more  united  voice  in  re- 


sponse to  outside  thrusts  and  initiation  of  needed  ac- 
tivities in  the  health  field;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  form  a section  composed  of  student  repre- 
sentatives from  each  medical  school  who  shall  meet 
and  deliberate  as  a “special  section”  and  be  allowed  to 
elect  two  delegates  to  the  House  of  Delegates  with  full 
voting  privileges;  and  be  it  further 

Resolved,  That  initially  two  representatives  from 
each  chapter  of  the  Student  American  Medical  As- 
sociation be  elected  to  this  “special  section”  by  the 
chapters  involved, 

71-86,  Amendment  to  Article  IX  of  the  Constitution 

Constitution 

Introduced  by  Medical  Society  of  the  County  of  Warren 
WHEREAS,  Article  IX  of  the  Constitution  of  the 
Medical  Society  of  the  State  of  New  York  provides  for 
unlimited  raising  of  “funds  in  any  other  manner  ap- 
proved by  the  House  of  Delegates  or  by  the  Council 
when  the  said  House  of  Delegates  shall  not  be  in  ses- 
sion”; and 

WHEREAS,  The  assessment  for  the  purpose  of  com- 
pleting a building  already  under  construction  is  prob- 
ably not  an  emergency  financial  situation;  and 

WHEREAS,  The  State  Medical  Society  holds  a lever 
for  coercing  its  members  to  maintain  membership  in 
this  Medical  Society  because  of  its  malpractice  insur- 
ance program;  therefore  be  it 
Resolved,  That  article  IX  of  the  Constitution  of  the 
Medical  Society  of  the  State  of  New  York  be  amended 
as  follows:  Delete  the  following  phrase,  “funds  may 
also  be  raised  in  any  other  manner  approved  by  the 
House  of  Delegates  or  by  the  Council  when  the  said 
House  of  Delegates  shall  not  be  in  session.” 

71-34.  Revision  of  the  Constitution  and  Bylaws  of 

the  Medical  Society  of  the  State  of  New  York 

Introduced  by  Edward  Siegel,  M.D.,  as  an  individual 

WHEREAS.  The  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York,  at  its  meeting  in 
February,  1968,  approved  a recommendation  of  the 
House  Committee  on  Constitution  and  Bylaws  that  a 
detailed  study  of  the  Constitution  and  Bylaws  be  con- 
ducted; and 

WHEREAS,  The  Ad  Hoc  Committee  to  Study  the 
Constitution  and  Bylaws  has  presented  in  its  annual 
report  to  the  House,  a draft  of  a revised  Constitution; 
therefore  be  it 

Resolved,  That  the  recommended  revision  of  the 
Constitution  and  Bylaws  of  the  Medical  Society  of  the 

' State  of  New  York  by  the  Ad  Hoc  Committee  to  Study 
the  Constitution  and  Bylaws,  as  presented  in  its  an- 
nual report,  be  referred  to  the  House  Committee  on 
Constitution  and  Bylaws. 

To  Study  the  Constitution  and  Bylaws 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Ad  Hoc  Committee  To  Study  the 

Constitution  and  Bylaws  are  as  follows: 


Edward  Siegel,  M.D.,  Chairman Clinton 

Carl  Goldmark,  Jr.,  M.D New  York 

Thomas  F.  McCarthy,  M.D Bronx 

Bernard  J.  Pisani,  M.D New  York 
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In  his  report  to  the  1968  House  of  Delegates,  the  chair- 
man of  the  Committee  on  Constitution  and  Bylaws 
noted  that  although  these  documents  had  undergone 
recent  editing,  a large  portion  of  them  was  a century  old. 
On  his  recommendation,  the  House  of  Delegates  desig- 
nated the  Division  of  Research  and  Planning  to  conduct 
a detailed  study  of  the  Constitution  and  Bylaws  “with 
the  advice  and  assistance  of  the  executive  vice-president 
and  legal  counsel.” 

Since  an  examination  of  the  Constitution  and  Bylaws 
would  cover  their  arrangement,  phraseology,  and  con- 
tent, the  Division  prepared  a draft  rearrangement  of 
both  of  the  existing  documents  as  a starting  point.  This 
draft  was  prepared  to  facilitate  the  work  of  the  newly 
appointed  Ad  Hoc  Committee  to  Study  the  Constitution 
and  Bylaws  by  giving  it  a basis  of  comparison. 

At  the  first  meeting  of  the  Ad  Hoc  Committee  in  June, 
1970,  it  decided  to  combine  the  rearranged  versions  of 
the  Constitution  and  Bylaws  to  form  one  document. 
This  action  was  taken  in  accord  with  a growing  trend 
toward  a single  instrument  to  achieve  simplification  and 
convenience. 

When  the  combination  had  been  completed  with 
removal  of  repetitions,  the  committee  set  to  work  to 


review  line  by  line  the  content  and  substance  of  the  joint 
document.  In  all,  four  meetings  were  required  to  scru- 
tinize the  entire  draft  and  deliberate  on  suggested 
changes. 

In  the  following  draft  of  the  recommended  revised 
Constitution,  new  material,  representing  both  additions 
and  substitutions,  appears  in  italics.  Deleted  parts  are 
in  brackets. 

Many  of  the  changes  were  merely  editorial.  But  to 
facilitate  your  perusal  of  the  dreift,  a list  of  substantive 
changes  is  arranged  in  page  sequence  and  designated  by 
category:  addition,  substitution,  or  deletion  (Table  I). 

For  the  substantive  additions  and  substitutions,  the 
reasons  were  to  enhance  the  workability  of  the  Society 
or  to  document  actual  practice.  Substantive  deletions 
were  made  of  material  that  appears  elsewhere  in  the 
document  or  in  other  Society  publications,  that  is  re- 
placed, or  that  is  unnecessary. 

This  report  was  presented  to  the  Council  which,  at  its 
meeting  on  January  28,  1971,  referred  it  to  the  House 
Committee  on  Constitution  and  Bylaws. 

Respectfully  submitted, 

Edward  Siegel,  M.D.,  Chairman 


TABLE  I.  Substantive  changes  appearing  in  the  draft  of  the  recommended  revised  Constitution 


Page  Column  Paragraph  Text  of  Changed  Material 


Change 


1 


1 

1 

1 

3 

3 


4 

4 

5 


6 

6 

6 


1 


1 

2 

2 

1 

2 


2 

2 

2 


1 

2 

2 


1 


5 

1 

2 

3 

3 


1 

1 

6 


10 

1 

2 


To  enhance  the  delivery  of  medical  care 
of  high  quality  to  all  people  most 
economically;  to  promote  the 
betterment  of  community 

And  the  American  Medical  Association 

And  the  American  Medical  Association 

And  the  American  Medical  Association 
30  delegates 

When  a delegate  no  longer  has  residence 
or  an  office  in  the  State  of  New  York, 
his  delegacy  in  the  Medical  Society  of 
the  State  of  New  York  shall  be 
declared  vacant 

25  per  cent  of  duly  accredited  delegates 
of  the  previous  annual  meeting  of  the 
House 

60  delegates 

When  a councilor  ho  longer  has  residence 
or  an  office  in  the  State  of  New  York, 
his  councilorship  in  the  Medical 
Society  of  the  State  of  New  York  shall 
be  declared  vacant 

Shall  advise  the  legal  counsel  in  actions 
brought  against  members  for  alleged 
malpractice. 

Of  all  commissions,  committees,  and 
activities  of  the  Society 

(a)  Scientific  work  presented  at  each 
annual  meeting 

(b)  Scientific  exhibits 

(c)  Medical  education 

(d)  Journal  management  and  publication 

(e)  Medical  and  related  research 

(f)  Arrangements  for  annual  meeting 

(g)  Preventive  medicine 

(h)  Public  health 

(i)  Legislation 

(j)  Economics 

(k)  Workmen’s  Compensation 

0)  Public  relations 

{continued) 


Substitution 


Deletion 

Deletion 

Deletion 

Substitution 

Addition 


Substitution 


Deletion 

Addition 


Deletion 


Addition 

Deletion 

Deletion 
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TABLE  1.  {continued) 


Page 


7 

7 

7 


8 


8 


8 


10 


10 

10 


11 

11 

11 

12 


13 


13 


13 


Column  Paragraph 


2 7 


2 8 


2 9 

2 10 


2 3 


Text  of  Changed  Material 

(m)  Cooperative  relationships  with 
Federal  and  State  governments, 
foundations,  and  other  lay  groups 

(n)  Medical  Care  Insurance 

(o)  Malpractice  defense  and  insurance 

(p)  Any  activities  not  otherwise  provided 
for 

Immediate  past-president 
Two  members 
Three 

The  Coimcil  and  Executive  Committee 
25  per  cent  of  the  members 
In  writing 
Special  meeting 

When  an  officer  no  longer  has  residence 
or  an  office  in  the  State  of  New  York, 
his  office  in  the  Medical  Society  of  the 
State  of  New  York  shall  be  declared 
vacant 

If  the  offices  of  secretary,  or  treasurer, 
or  speaker  become  vacant,  or  the 
speaker  refuses  to  act,  the  assistant 
secretary,  assistant  treasurer,  and 
vice-speaker  will  become  secretary, 
treasurer,  and  speaker,  respectively,  for 
the  imexpired  term 

If  the  vice-president,  assistant  secretary, 
assistant  treasurer,  or  vice-speaker  is 
absent  from  meetings  of  the  Coimcil  for 
more  than  six  months,  the  Council 
shall  declare  his  office  vacant  and  elect 
a successor  for  the  unexpired  term 
When  a trustee  no  longer  has  residence 
or  an  office  in  the  State  of  New  York, 
his  trusteeship  in  the  Medical  Society 
of  the  State  of  New  York  shall  be 
declared  vacant 
Without  being  excused 
In  the  event  of  a vacancy,  a trustee  shall 
be  elected  by  the  Council  to  serve 
until  the  next  meeting  of  the  House  of 
Delegates  at  which  time  the  House  of 
Delegates  shall  elect  a trustee  to  fill 
the  unexpired  term 
The  annual  budget  estimate  after  its 
approval  by  the  Council 
The  budget  prepared  by  the  Council 
Should  two  trustees  have  similar  seniority, 
the  chairman  of  the  Board  shall  be 
chosen  from  these  two  trustees  by  lot 
When  a member  of  the  Judicial  Council 
no  longer  has  residence  or  an  office  in 
the  State  of  New  York,  his  position  on 
the  Judicial  Council  shall  be  declared 
vacant 

Publication  of  such  notice  in  the  New 
York  State  Journal  of  Medicine  shall 
be  considered  as  complying  with  this 
provision 

By  the  Council  to  serve  until  the  next 
meeting  of  the  House  of  Delegates  at 
which  time  the  House  of  Delegates 
shall  elect  a councilor  to  fill  the 
unexpired  term 

In  the  event  of  a vacancy,  a trustee  shall 
be  elected  by  the  Council  to  serve 
until  the  next  meeting  of  the  House  of 
Delegates,  at  which  time  the  House 
{continued) 
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Deletion 
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Addition 


Substitution 


Addition 


Addition 


Deletion 

Substitution 


Substitution 

Deletion 

Deletion 

Addition 


Deletion 


Substitution 


Substitution 
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TABLE  I.  {continued) 


Page 

Column 

Paragraph 

Text  of  Changed  Material 

Change 

of  Delegates  shall  elect  a trustee  to  fill 
the  unexpired  term 

14 

2 

5 

Two-thirds 

Substitution 

15 

2 

6 

Any  member  of  the  Society  in  good 
standing  shall  have  the  right  to  appear 
before  any  reference  committee  and 
participate  in  its  deliberations,  but 
shall  not  have  the  right  to  vote 

Addition 

16 

1 

4 

Committees  of  the  Council  are  grouped 
by  the  related  nature  of  their  purposes 
and  functions;  a commission  is 
composed  of  the  chairmen  of  all 
committees  within  such  a group 

Addition 

16 

1 

5 

Subject  to  the  approval  of  the  Council, 
the  president  shall  appoint  the 
chairmen  and  members  of  all  of  its 
committees  and  the  chairmen  of  the 
commissions 

Addition 

16 

1 

6 

Any  member  of  the  Society  is  eligible  to 
appointment  to  committees  and 
commission  chairmenships  of  the 
Council 

Addition 

16 

1 

7 

All  members  of  such  commissions  and 
committees  who  are  not  members  of 
the  Council  shall  have  the  right  to 
present  their  reports  in  person  to  the 
Council  and  to  engage  in  the 
discussion  of  the  reports  but  shall  not 
have  the  right  to  vote 

Addition 

16 

2 

3 

By  those  registered  at  the  section 

Addition 

18 

1 

4 

And  are  payable  within  a period 
specified  by  them 

Addition 

18 

1 

7 

Or  whose  assessments  are  unpaid  by  the 
specified  time 

Addition 

18 

2 

3 

The  amount  per  diem  shall  be  set  by  the 
House  of  Delegates 

Addition 

DRAFT  OF  REVISED  CONSTITUTION* 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

CONSTITUTION 

I 

NAME  AND  PURPOSE 

The  name  and  title  of  the  Society  shall  be  the  Medical  Society 
of  the  State  of  New  York.  The  purposes  of  the  Society  shall  be 
to  federate  into  one  organization  the  medical  profession  of  the 
State  of  New  York;  to  extend  medical  knowledge  and  advance 
the  science  and  art  of  medicine;  to  enhance  the  delivery  of 
medical  care  of  high  quality  to  all  people  most  economically; 
to  promote  the  betterment  of  community  health,  and  to  en- 
lighten and  direct  public  opinion  in  regard  to  the  problems  of 
medicine  and  health  for  the  best  interests  of  the  people  of  the 
state. 

n 

MEMBERSHIP 

The  membership  in  this  Society  shall  be  divided  into  four 
classes:  (a)  active,  (b)  junior,  (c)  life,  (d)  honorary. 

Active  and  junior  membership  shall  be  limited  to  graduates 
of  recognized  medicEil  schools  who  have  completed  not  less 
than  four  satisfactory  courses  of  at  least  eight  months  each  in 
a medical  school  in  the  United  States  of  America  or  Canada 
registered  as  maintaining  at  the  time  a standard  satisfactory 
to  the  medical  licensing  authorities  of  the  State  of  New  York, 
or  in  a medical  school  in  a foreign  country  maintaining  a stan- 
dard not  lower  than  that  prescribed  for  medical  schools  in  this 
State. 

‘Material  in  brackets- is  deleted;  material  in  italics  is  new. 


Junior  members  shall  be  those  members  who  have  been 
graduated  from  medical  college  not  more  than  five  calendar 
years,  not  counting  temporary  United  States  Military  or 
United  States  Public  Health  Service,  or  who  have  not  com- 
pleted their  continuous  residency  training,  and  licensed  by  the 
State  of  New  York.  In  no  case  may  junior  membership  con- 
tinue more  than  seven  years  after  the  date  of  graduation  from 
medical  school. 

The  active  and  junior  members  shall  be  all  active  and  junior 
members  in  good  standing  of  the  component  county  medical 
societies  [and  the  American  Medical  Association].  A copy  of 
the  roster  of  such  members,  certified  to  be  correct  by  the  re- 
spective secretarj’  of  each  county  society,  shall  be  evidence  of 
the  right  of  the  members  whose  names  appear  therein  to  mem- 
bership in  this  Society. 

Junior  members  may  become  active  members  at  any  time 
during  this  period  of  allocated  time  deferment  by  paying  the 
dues  and  assessments  to  their  respective  county  and  State 
societies  [and  The  American  Medical  Association]. 

A junior  member  shall  automatically  become  an  active  mem- 
ber of  his  county  and  State  societies  [and  the  American  Medi- 
ceJ  Association]  on  the  expiration  of  this  allocated  time  and 
the  payment  of  the  current  active  membership  dues  and  assess- 
ments of  the  county  and  State  societies  [and  the  American 
Medical  Association]. 

An  active  member  In  good  standing,  on  reaching  the  age  of 
seventy  years,  or  who  is  permanently  disabled,  may  apply  for 
life  membership.  He  shall  apply  for  life  membership  to  the 
component  county  society  of  which  he  is  a member.  His  ap- 
plication shall  be  governed  by  the  Constitution  and  Bylaws  of 
the  component  county  society  relative  to  active  membership. 

His  application  shall  be  signed  by  the  president  and  the  secre- 
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tary  of  the  county  society  of  which  he  is  a member  and  sent  to 
the  secretary  of  the  State  Society  for  presentation  to  the  Coun- 
cil. 

The  honorary  members  of  this  Society  shall  be  all  persons 
now  on  the  roster  as  such  and  in  addition  such  distinguished 
physicians  residing  outside  of  the  State  of  New  York  as  may 
hereafter  be  elected.  Nominations  for  honorary  membership 
shall  be  endorsed  by  three  members  of  the  Society  and  forward- 
ed to  the  secretary  for  presentation  to  the  House  of  Delegates. 
A two-thirds  vote  of  the  House  of  Delegates  present  and  voting 
shall  be  necessary  for  election  to  honorary  membership. 

Active  and  life  members  may  vote  and  hold  office  in  the 
Society. 

These  members  are  entitled  to  receive  the  New  York  State 
Journal  of  Medicine,  The  News  of  New  York,  and  the  Medical 
Directory  of  New  York  State. 

They  are  entitled  to  defense  by  counsel  of  the  Medical  Society 
of  the  State  of  New  York  in  actions  concerning  professional 
medical  liability  subject  to  the  rules  and  regulations  of  the 
Society. 

For  a member  elected  [or  reinstated]  after  October  1,  all 
rights  and  privileges  of  membership  shall  date  from  the  time  of 
election. 

Dues  and  State  assessments  of  a member  elected  [or  rein- 
stated] after  October  1 shall  be  credited  to  the  succeeding 
year. 

A member  of  one  county  society  shall  not  be  permitted  to 
transfer  to  membership  in  another  county  society  until  he  has 
paid  the  current  annual  dues  and  assessments  to  the  former 
county  society  and  he  has  established  a legal  residence  or  prac- 
tices in  the  county  to  which  he  desires  transfer,  except  as  pro- 
vided in  Chapter  XIX,  County  Societies,  paragraph  2.  The 
question  of  legal  residence  or  locus  of  practice  shall  be  verified 
by  the  county  medical  society  to  which  the  member  desires 
transfer. 

Junior  Members  shall  be  privileged  to  attend  all  meetings  of 
their  county  societies,  where  they  shall  have  voice  in  all  discus- 
sions but  no  vote.  They  shall  be  entitled  to  receive  the  New 
York  State  Journal  of  Medicine  and  the  News  of  New  York 
but  not  the  Medical  Directory  of  New  York  State. 

Life  members  shall  not  be  subject  to  dues  or  assessments 
but  shall  be  accorded  all  the  rights  and  privileges  of  active 
membership. 

Honorary  members  shall  be  entitled  to  the  privilege  of  at- 
tending and  addressing  the  meetings  of  the  Society. 

Any  member,  except  a member  who  is  eligible  and  has  ap- 
plied for  life  membership,  whose  dues  and  assessments  are  un- 
paid after  May  1 of  any  current  year  is  not  in  good  standing 
and  shall  be  deemed  to  be  in  arrears. 

A member  of  the  Society  who  is  in  arrears  for  county  dues  or 
State  Society  dues  or  assessments  shall  not  be  eligible  for  any 
office  or  delegacy  or  entitled  to  vote  for  any  officer,  councilor, 
trustee,  or  delegates. 

A member  of  this  Society  who  has  no  professional  liability 
insurance  in  force  and  who  is  in  arrears  will  lose  his  right  to 
professional  liability  defense  by  counsel  of  the  Medical  Society 
of  the  State  of  New  York  for  any  acts  on  which  suit  may  be  pre- 
dicated during  the  period  of  his  arrearage.  This  last  is  not  re- 
coverable, even  when  he  becomes  reinstated.  Immediately  on 
payment  of  dues  during  the  current  year,  his  right  to  profes- 
sional liability  defense  by  counsel  of  the  Medical  Society  of  the 
State  of  New  York  shall  be  restored  from  that  date. 

A member  whose  dues  and  assessments  are  unpaid  after 
June  1 of  any  current  year  shall  automatically  be  dropped  from 
the  rolls  of  membership  of  both  his  county  society  and  the  State 
Society,  without  notice  to  such  member  by  his  county  medical 
society  or  the  Medical  Society  of  the  State  of  New  York,  or  with- 
out further  action  on  the  part  of  either  the  county  society  or  the 
State  Society,  and  on  such  date,  he  shall  automatically  cease 
to  be  a member  of  both  the  county  society  and  the  State  Soci- 
ety. 

The  secretary  shall  forthwith  notify  the  American  Medical 
Association  of  said  termination  of  membership. 

A member  who  has  been  dropped  from  the  roll  of  a compo- 


nent county  society  by  reason  of  failure  to  pay  dues  shall  not  be 
accepted  by  another  county  society  except  by  regular  transfer 
after  reinstatement  in  the  original  county  society. 

Dues  and  State  assessments  of  a member  [elected  or]  rein- 
stated after  October  1 shall  be  credited  to  the  succeeding  year, 
all  rights  and  privileges  of  membership,  however,  dating  from 
the  time  of  reinstatement;  but  no  member  dropped  for  non- 
payment of  dues  and  assessments  shall  be  reinstated  until  he 
has,  in  addition,  paid  his  dues  and  assessments  for  the  year 
in  which  he  was  dropped. 

A member  convicted  in  a court  of  law  of  a crime  evidencing 
moral  turpitude  shall  thereon  cease  to  be  a member  of  this 
Society. 

A member  expelled  from  his  component  county  society  or, 
suspended  from  its  rights  and  privileges  shall  likewise  be  ex- 
pelled or  suspended  for  the  same  period  from  this  Society.  The 
right  of  appeal  to  this  Society  shall  not  be  impaired,  nor  shall 
such  appeal  prevent  the  carrying  out  of  the  judgment  of  the 
county  society  pending  such  appeal.  Members  not  in  good 
standing  or  ceasing  to  be  members  of  their  county’ society,  shall 
ipso  facto  have  the  same  status  in  this  Society.  Suspension  or 
expulsion  shall  terminate  professional  liability  defense. 

in 

HOUSE  OF  DELEGATES 

There  shall  be  a House  of  Delegates  which  shall  be  the  legis- 
lative body  of  the  Society  and  shall  be  charged  with  the  general 
management,  superintendence,  and  control  of  the  Society  and 
its  affairs  and  shall  have  such  general  powers  as  may  necessarily 
be  incident  thereto,  except  as  otherwise  specifically  provided  by 
the  Constitution. 

The  House  of  Delegates  shall  be  composed  of:  (a)  duly 

designated  delegates  from  the  component  county  medical  socie- 
ties; (b)  officers  of  the  Society,  councilors,  and  trustees;  (c)  a 
duly  designated  delegate  from  each  district  branch;  (d)  a dele- 
gate from  each  of  the  scientific  sections  to  be  elected  by  each 
such  section;  (e)  the  Commissioner  of  Health  of  the  State  of 
New  York  or  a deputy  designated  by  him,  provided  that  any 
representative  shall  be  a member  of  the  Medical  Society  of  the 
State  of  New  York.  Past  Presidents  of  the  Society  shall  be 
members  for  life  of  the  House  of  Delegates. 

Each  component  county  society  shall  be  entitled  to  select 
delegates  by  one  of  the  two  following  optional  methods: 

1.  Each  component  county  society  shall  be  entitled  to  as 
many  delegates  as  there  shall  be  State  assembly  districts  in 
such  county  at  the  time  of  election,  but  each  county  medical 
society  shall  be  entitled  to  elect  at  least  one  delegate; 

2.  Any  component  county  medical  society,  which  according 
to  the  rolls  of  the  State  Society  on  May  1 of  the  previous  calen- 
dar year  shall  have  had  up  to  99  members,  shall  be  entitled  to 
1 delegate.  Any  component  county  medical  society  having  100 
to  199  members  shall  be  entitled  to  two  delegates.  Any  compo- 
nent county  medical  society  having  200  to  349  members  shall 
be  entitled  to  three  delegates.  Any  component  county  medical 
society  having  350  to  499  members  shall  be  entitled  to  four  dele- 
gates. Any  component  county  medical  society  having  500  to 
749  members  shall  be  entitled  to  five  delegates  Any  compo- 
nent county  medical  society  having  750  to  999  members  shall 
be  entitled  to  six  delegates.  Any  component  county  medical 
society  having  1,000  or  more  members  shall  be  entitled  to  at 
least  seven  delegates  and  one  additional  delegate  for  each 
additional  300  members;  but  no  component  county  medical 
society  shall  be  entitled  to  designate  more  than  30  delegates. 

A member  of  the  Society  who  is  in  arrears  for  county  dues  or 
State  Society  dues  or  assessment  shall  not  be  eligible  for  nomi- 
nation and  election  as  delegate,  or  entitled  to  vote  in  the  elec- 
tion. Shall  the  delegate  of  a district  branch  be  unable  to  serve 
as  a district  delegate,  its  vice-president  may  so  serve;  and  in 
case  the  vice-president  is  unahle  to  serve,  the  president  of  the 
district  branch  may  designate  a substitute  delegate.  Should 
the  delegate  of  a scientific  section  be  unable  to  serve,  the  chair- 
man of  the  section  may  designate  a substitute  delegate.  In  case 
either  the  delegate  of  a district  branch  or  the  delegate  of  a 
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scientific  section  is  to  be  replaced,  the  president  of  the  district 
branch  or  the  chairman  of  the  section,  as  the  case  may  be,  shall 
notify  the  secretary  of  the  State  Medical  Society,  in  writing. 

A delegate  to  this  Society  shall  not  be  considered  in  good 
standing  or  entitled  to  vote  in  the  House  of  Delegates  if  the  com- 
ponent county  medical  society  by  which  he  was  elected  is  in 
default  of  the  payment  of  any  dues  or  assessments  imposed  by 
the  House  of  Delegates,  and  said  county  society  has  been  duly 
notified  of  such  default,  or  if  such  component  county  medical 
society  shall  at  the  time  be  under  sentence  of  suspension  im- 
posed by  the  House  of  Delegates,  or  if  such  delegate  is  not  in 
gt)od  standing  in  this  Society,  or  in  the  component  county  medi- 
cal society  to  which  he  belongs. 

The  term  of  a delegate  duly  designated  by  a county  medical 
society  shall  begin  at  the  first  annual  meeting  of  the  House 
of  Delegates  subsequent  to  his  designation. 

When  a delegate  no  longer  has  residence  or  an  office  in  the 
State  of  New  York,  his  delegacy  in  the  Medical  Society  of  the 
State  of  New  York  shall  be  declared  vacant. 

The  House  of  Delegates  (as  the  legislative  and  authoritative 
body  of  the  Society,  is  empowered  to  exercise  control  and 
general  management.)  (It)  formulates  policy  and  is  the  voice 
of  the  Society.  No  officer,  board,  committee,  commission,  or 
employe  shall  initiate  any  policy  or  commit  the  Society  to  any 
policy  unless  it  has  been  expressly  approved  by  the  House  of 
Delegates  or  by  the  Council. 

It  shall  elect  the  officers,  councilors,  and  trustees  of  the 
Society  and  the  delegates  to  the  American  Medical  Association. 

It  may  elect  delegates  and  representatives  to  other  medical 
societies  or  similar  bodies  as  the  interests  of  the  Society  may 
require,  and  credentials  shall  be  issued  to  all  delegates  and 
representatives,  signed  by  the  president  and  secretary. 

It  shall  pass  on  the  credentials  and  qualifications  of  delegates 
and  shall  decide  who  are  entitled  to  be  members  of  tbe  House 
of  Delegates  of  the  Society. 

It  shall  have  authority  and  power  to  suspend  or  otherwise 
discipline  its  own  members,  district  branches,  component 
county  medical  societies,  or  any  member  of  the  Society  charged 
with  special  duties  for  and  under  authority  of  the  State  Society. 

It  shall  provide  for  a division  of  the  scientific  work  of  the 
Society  into  appropriate  sections;  for  the  organization  of  the 
district  branches;  for  rules  and  regulations  for  its  own  govern- 
ment; and  for  the  administration  of  the  affairs  of  the  Society. 

It  shall  provide  for  the  issue  of  charters  to  county  societies  in 
affiliation  with  this  Society. 

It  shall  have  authority  to  appoint  special  committees  from 
among  members  of  this  Society 

The  House  of  Delegates  has  established  Principles  of  Profes- 
sional Conduct.  Amendments  to  the  Principles  of  Professional 
Conduct,  except  such  as  are  obligatory  by  law,  shall  be  made 
at  an  annual  meeting  of  the  House  of  Delegates  after  having 
been  submitted  in  writing  at  a previous  annual  meeting  and 
having  been  published  in  the  official  publication  of  the  Society 
at  least  once  and  at  least  one  month  before  the  annual  meeting 
at  which  action  shall  be  taken. 

The  affirmative  vote  of  two  thirds  of  the  House  of  Delegates 
present  and  voting  shall  be  necessary  for  adoption  of  an  amend- 
ment to  the  Principles  of  Professional  Conduct. 

Amendments  to  the  Principles  made  necessary  by  law  shall 
be  made  either  by  the  Council  or  House  of  Delegates  whenever 
such  necessity  exists. 

The  annual  meeting  of  the  House  of  Delegates  shall  be  held 
at  the  call  of  the  Speaker,  at  least  two,  and  not  more  than  four, 
days  before  the  annual  meeting  of  the  Society.  The  sessions  of 
the  House  of  Delegates  may  be  adjourned  from  time  to  time  as 
may  be  necessary.  At  least  thirty  days  before  the  annual  meet- 
ing of  the  House  of  Delegates,  the  Speaker  shall  announce  a 
schedule  of  the  adjourned  sessions  of  the  House  of  Delegates. 
This  schedule  may  be  amended  by  the  House  of  Delegates  dur- 
ing its  convention.  No  new  resolution  shall  be  introduced  at  the 
last  scheduled  session  except  by  a unanimous  vote  of  the  House. 

Special  meetings  of  the  House  of  Delegates  shall  be  called  by 
the  speaker  on  the  request  in  writing  of  25  per  cent  of  duly  ac- 
credited delegates  of  the  previous  annual  meeting  of  the  House, 


(sixty  delegates,)  or  at  request  of  the  Council;  and  in  case  of  the 
failure,  inability,  or  refusal  of  the  Speaker  to  act,  such  meetings 
may  be  called  by  a notice  thereof  subscribed  by  25  per  cent  of 
duly  accredited  delegates. 

The  notices  of  the  annual  and  special  meetings  of  the  House 
of  Delegates  of  the  Medical  Society  of  the  State  of  New  \ork 
shall  state  the  date,  place,  and  hour  and  shall  be  mailed  post- 
paid to  each  delegate  at  least  seven  days  before  such  a meeting. 

Publications  of  such  notice  in  the  New  York  State  Journal 
of  Medicine  shall  be  considered  as  complying  with  this  provi- 
sion. 

The  affidavit  of  mailing  by  the  secretary  of  the  Society  to  the 
last  recorded  address  of  the  member  shall  be  deemed  sufficient 
proof  of  the  service  on  each  and  every  member  for  any  and  all 
purposes. 

A quorum  shall  consist  of  100  members  of  the  House  of  Dele- 
gates. 

The  following  shall  be  the  order  of  business  at  the  sessions 
of  the  House  of  Delegates,  which  may  be  altered  by  the  Speaker 
with  the  approval  of  the  House. 

1.  Calling  the  meeting  to  order. 

2.  Invocation. 

3.  National  Anthem. 

4.  Report  of  Reference  Committee  on  Credentials. 

5.  Report  by  the  secretary  as  to  the  presence  or  absence  of 
quorum. 

6.  Remarks  by  the  speaker. 

7.  Reading  the  minutes  of  the  previous  meeting  by  title. 

8.  Report  of  the  president. 

9.  Address  by  the  president-elect. 

10.  Report  of  the  Judicial  Council. 

11.  Report  of  the  Council. 

12.  Report  of  the  secretary. 

13.  Report  of  the  treasurer. 

14.  Report  of  the  Board  of  Trustees. 

15.  Reports  of  district  branches  by  district  delegates. 

16.  Reports  of  special  committees. 

17.  Reports  of  reference  committees. 

18.  Unfinished  business. 

19.  New  business. 

20.  Adjournment. 

This  order  may  be  altered  by  the  Speaker  with  the  approval  of 
the  House  of  Delegates  and  may  be  suspended  by  two-thirds 
vote  of  the  House. 

No  member  shall  speak  on  any  question  before  the  House  of 
Delegates  for  longer  than  five  minutes  nor  more  than  once  on 
any  subject  except  by  the  consent  of  a majority  vote. 

As  the  first  business  of  the  last  scheduled  session  of  the 
annual  meeting  of  the  House  of  Delegates,  the  officers,  council- 
ors, and  the  trustees  of  the  Society,  and  the  delegates  to  the 
American  Medical  Association  shall  be  nominated  and  elected. 

The  rules  contained  in  Sturgis  Standard  Code  of  Parlimen- 
tary  Procedure  shall  govern  (the  Society  and]  the  House  of 
Delegates  in  all  cases  in  which  they  are  not  inconsistent  or  in 
conflict  with  the  Constitution  (and  Bylaws]  of  the  Society  or  the 
standing  or  special  rules  of  the  House  of  Delegates. 

IV 

COUNCIL 

There  shall  be  a Council  which  shall  exercise  all  the  rights  and 
duties  of  the  House  of  Delegates  consistent  with  the  Contitu- 
tion  of  the  Society,  when  the  Hjuse  of  Delegates  is  not  in  ses- 
sion. The  Council  shall  be  composed  of  the  president,  presi- 
dent-elect, vice-president,  immediate  past-president,  secretary, 
assistant  secretary,  treasurer,  assistant  treasurer,  speaker,  vice- 
speaker,  chairman  of  the  Board  of  Trustees,  and  12  councilors 
elected  by  the  House  of  Delegates. 

The  trustees,  the  executive  vice-president,  and  assistant 
executive  vice-president  shall  attend  all  meetings  of  the  Council 
with  voice  but  without  vote. 

The  elective  councilors  shall  be  nominated  and  elected  as  part 
of  the  first  business  of  the  last  scheduled  session  of  the  Annual 
Meeting  of  the  House  of  Delegates. 
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Four  councilors  shall  be  elected  annually  each  for  a term  of 
three  yeetrs  by  the  House  of  Delegates. 

No  person  shall  serve,  consecutively,  more  than  two  terms  as 
councilor.  An  unexpired  term  shall  not  be  construed  as  a term 
of  office. 

A member  of  the  Society  who  is  in  arrears  for  county  dues  or 
State  Society  dues  or  assessments  shall  not  be  eligible  for  nomi- 
nation and  election  as  councilor,  or  entitled  to  vote  in  the  elec- 
tion. 

The  councilors  shall  assume  office  on  election  and  shall  hold 
office  until  their  successors  are  duly  elected  and  qualified. 

When  a councilor  no  longer  has  residence  or  an  office  in  the 
State  of  New  York,  his  councilorship  in  the  Medical  Society  of 
the  State  of  New  York  shall  be  declared  vacant. 

In  the  event  of  a vacancy,  a councilor  shall  be  elected  for  the 
unexpired  term. 

The  Council  shall  take  such  action  as  is  necessary  to  carry 
out  the  Constitution  and  to  give  full  effect  to  any  resolution  or 
vote  of  the  House  of  Delegates. 

It  shall  also  have  power  to  legislate  as  a House  of  Delegates, 
when  the  latter  is  not  in  session  on  all  matters  consistent  with 
the  Constitution. 

It  shall  have  the  authority  to  make  policy  for  the  Society  when 
the  House  of  Delegates  is  not  in  session.  No  officer,  board, 
committee,  commission,  or  employe  shall  initiate  any  policy 
or  commit  the  Society  to  any  policy  unless  it  has  been  expressly 
approved  by  the  House  of  Delegates  or  by  the  Council. 

[The  Council  shall  be  the  executive  and  administrative  body 
of  the  Society  while  the  House  of  Delegates  is  not  in  session]. 

The  Council's  [Its]  resolutions  and  actions  shall  be  decisive 
and  final  except  that  all  resolutions  and  actions  of  the  Council 
are  subject  to  review,  reconsideration,  and  action  by  the  House 
of  Delegates.  Its  actions  shall  be  governed  by  the  Constitu- 
tion of  the  Society  and  the  rules  and  regulations  of  the  House 
of  Delegates. 

The  Council  shall  have  power  to  fill  any  vacancy  which  may 
occur  in  any  elective  office  not  otherwise  provided  for,  until  the 
next  meeting  of  the  House  of  Delegates. 

It  shall  prepare  an  annual  budget  for  submission  to  the  Board 
of  Trustees. 

The  Council  shall  have  power  and  authority  to  employ,  dis- 
charge, and  arrange  duties  and,  with  the  approval  of  the  Board 
of  Trustees,  fix  compensation  of  and  for  any  employe  whom 
it  may  find  necessary  for  conducting  the  affairs  of  the  Society. 

It  shall  with  the  approval  of  the  Board  of  Trustees  appoint 
an  executive  vice-president,  who  shall  be  the  chief  executive 
officer  of  the  Society  to  manage  and  direct  the  activities  of  the 
Society  including  disbursement  of  its  funds  when  duly  author- 
ized. He  shall  be  an  ex  officio  member  of  all  boards,  commis- 
sions, and  committees  with  voice  but  without  vote.  The  execu- 
tive vice-president  shall  appoint  an  assistant  executive  vice- 
president  subject  to  the  approval  of  the  Council. 

The  Council  shall  have  responsibility  for  all  publications  of 
the  Society  and  their  distribution. 

vSpecial  committees  of  the  Society  shall  report  to  the  Council 
and  shall  be  subject  to  tbe  Council  unless  otherwise  instructed 
by  the  House  of  Delegates. 

The  Council,  [shall  advise  the  legal  counsel  in  actions  brought 
against  members  for  alleged  malpractice]  with  tbe  aid  of  legal 
counsel,  [it]  shall  examine  the  constitution  and  bylaws  of  com- 
ponent county  societies  and  district  branches  and  all  amend- 
ments thereto  which  may  be  submitted  to  tbe  Council  for  ap- 
proval and  shall  approve  or  disapprove  of  said  amendments. 

The  duties  of  the  Council  shall  also  include  the  [study  and] 
supervision  of  all  commissions,  committees,  and  activities  of 
the  Society. 

[(a)  Scientific  work  presented  at  each  annual  meeting. 

(b)  Scientific  exhibits. 

(c)  Medical  education. 

(d)  Journal  management  and  publication. 

(e)  Medical  and  related  research. 

(f)  Arrangements  for  annual  meeting. 

(g)  Preventive  medicine. 


(h)  Public  health. 

(i)  Legislation. 

(j)  Economics. 

(k)  Workmen’s  compensation. 

(l)  Public  relations. 

(m)  Cooperative  relationships  with  Federal  and  State 
governments,  foundations,  and  other  lay  groups. 

(n)  Medical  care  insurance. 

(o)  Malpractice  defense  and  insurance. 

(p)  Any  activities  not  otherwise  provided  for.] 

[(q)]  The  Council  shall  also  keep  constantly  advised  of  the 
activities  of  and  collaborate  with  the  health  and  welfare 
departments  of  the  State  and  with  hospitals,  clinics,  and 
welfare  agencies  in  furthering  the  health  of  the  com- 
munity. 

Commissions  and  committees  of  the  Council  may  include 
any  member  of  the  Society  who  shall  be  appointed  by  the  presi- 
dent subject  to  the  approval  of  the  Council. 

The  Council  shall  control  all  arrangements  for  the  annual 
meeting. 

The  Council  shall  sit  as  a trial  body  for  hearings  on  charges  of 
malfeasance. 

Charges  of  malfeasance  or  nonfeasance  preferred  by  a mem- 
ber against  an  officer,  councilor,  trustee,  or  member  of  a board 
or  special  committee  of  the  Society  shall  be  transmitted  to  the 
president  in  writing.  The  president  shall  order  a trial  on  said 
charges  by  the  Council,  or  a committee  thereof. 

The  accused  shall  be  given  at  least  ten  days’  notice  of  such 
trial  and  of  the  charges  against  him  and  shall  have  full  oppor- 
tunity to  defend  himself,  but  no  such  officer  or  member  of  a 
committee  shall  be  removed  or  otherwise  disciplined  except  by 
a two-thirds  vote  of  the  Council. 

In  case  any  such  officer,  or  trustee,  or  member  of  a board  or 
committee  shall  be  removed,  he  may  appeal  from  the  decision 
of  the  said  Council  to  the  House  of  Delegates;  but,  pending  the 
determination  of  such  appeal,  he  shall  not  exercise  the  functions 
of  his  office. 

The  Council  shall  establish  an  executive  committee  to  be 
composed  of  the  president,  the  president-elect,  the  immediate 
past-president,  the  secretary,  the  treasurer,  and  two  [three] 
additional  members  of  the  Council  appointed  by  the  president 
with  the  approval  of  the  Council. 

This  committee  shall  be  appointed  by  tbe  president  immedi- 
ately on  his  assumption  of  the  office  of  president  and  shall  [to] 
serve  only  during  his  tenure  as  president  [only]. 

The  executive  committee  shall  have  the  authority  to  take 
action  in  case  of  emergency  arising  in  the  interim  between  the 
meetings  of  the  Council  to  protect  the  interests  and  purposes  of 
the  Medical  Society  of  the  State  of  New  York  as  set  forth  in  this 
Constitution  and  Bylaws.  In  times  of  such  emergency,  the 
executive  committee  shall  have  all  the  powers  and  duties  which 
are  conferred  on  the  Council,  and  it  shall  at  all  times  assist 
the  Council.  Any  action  taken  by  the  executive  committee 
shall  be  reported  in  full  to  the  Council  at  its  next  meeting. 

The  newly  elected  Council  shall  meet  at  the  close  of  the  an- 
nual meeting  of  the  House  of  Delegates.  The  Council  and  Ex- 
ecutive Committee  shall  meet  at  regular  intervals  at  times  and 
places  that  shall  be  fixed  by  tbe  president.  Twenty-five  per 
cent  of  the  members  of  the  Council  in  writing  may  require  the 
president  to  call  a special  meeting  for  such  time  and  place 
as  [shall  be  designated  by  them  in  writing]  he  shall  designate. 

The  notices  of  the  regular  meetings  of  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  shall  state  the  date, 
place,  and  hour  and  shall  be  mailed  postpaid  to  each  member  at 
least  seven  days  before  a meeting. 

Publication  of  such  notice  in  the  New  York  State  Journal  of 
Medicine  shall  be  considered  as  complying  with  this  provision. 

The  affidavit  of  mailing  by  the  secretary  of  the  Society  to  the 
last  recorded  address  of  the  member  shall  be  deemed  sufficient 
proof  of  tbe  service  on  each  and  every  member  for  any  and  all 
purposes. 

Members  must  receive  at  least  three  days’  notice  by  letter  or 
telegram  from  tbe  Society’s  office,  of  a special  meeting. 
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A quorum  shall  consist  of  fourteen  members. 

The  following  shall  be  the  order  of  business  at  meetings  of  the 
Council,  which  may  be  altered  by  the  chairman  with  the  con- 
sent of  the  Council: 

1.  Calling  the  meeting  to  order. 

2.  Roll  call. 

3.  Reading  of  minutes. 

4.  Communications. 

5.  Report  of  the  secretary. 

6.  Report  of  the  treasurer. 

7.  Reports  of  commissions  and  committees. 

8.  Unfinished  business. 

9.  New  business. 

10.  Adjournment. 

V 

OFFICERS 

The  officers  of  the  Society  shall  be  a president,  a president- 
elect, a vice-president,  a secretary,  an  assistant  secretary,  a 
treasurer,  an  assistant  treasurer,  a speaker,  and  a vice-speaker 
of  the  House  of  Delegates.  They  shall  take  office  at  the  ter- 
mination of  the  annual  meeting  at  which  they  are  elected. 

The  officers  shall  be  nominated  and  elected  by  the  House  of 
Delegates  as  the  first  business  of  the  last  scheduled  session  of 
the  annual  meeting  and  shall  take  office  at  the  termination  of 
the  session. 

A member  of  the  Society  who  is  in  arrears  for  county  dues,  or 
State  dues,  or  assessment  shall  not  be  eligible  for  any  office 
or  entitled  to  vote  for  any  officer. 

No  person  may  serve,  consecutively,  more  than  five  terms  as 
secretary,  treasurer,  assistant  secretary,  or  assistant  treasurer, 
respectively.  An  unexpired  term  shall  not  be  construed  as  a 
term  of  office. 

No  salaried  employe  of  the  Medical  Society  of  the  State  of 
New  York  shall  be  an  officer  of  the  Society.  For  the  purpose  of 
this  article  an  honorarium  shall  not  be  considered  as  a salary. 

The  newly  elected  officers  shall  take  office  at  the  termination 
of  the  session  during  which  they  were  elected.  Their  term  of 
office  shall  be  one  year  or  until  their  successors  have  been 
duly  chosen.  When  an  officer  no  longer  has  residence  or  an 
office  in  the  State  of  New  York,  his  office  in  the  Medical  Society 
of  the  State  of  New  York  shall  be  declared  vacant. 

The  president-elect  shall  succeed  to  the  presidency  at  the  end 
of  his  term  as  president-elect. 

The  president-elect  [He]  shall  perform  the  duties  of  the  presi- 
dent in  the  latter’s  absence. 

In  the  event  of  the  president’s  death,  resignation,  removal, 
incapacity,  or  refusal  to  act,  the  president-elect  shall  suc- 
ceed him  and  shall  serve  for  the  remainder  of  the  unexpired 
term.  If  the  time  so  served  is  less  than  six  months,  he  shall 
continue  in  office  until  the  second  annual  meeting  following  his 
original  election  as  president-elect.  If  the  president-elect  suc- 
ceeds to  the  presidency  six  months  or  more  before  the  follow- 
ing annual  meeting,  the  House  of  Delegates  shall  at  that  meet- 
ing elect  another  eligible  member  to  be  president  until  the  next 
annual  meeting. 

If  the  office  of  president-elect  becomes  vacant,  it  shall  remain 
so  until  the  next  annual  meeting  of  the  House  of  Delegates,  at 
which  an  eligible  member  shall  be  elected  to  become  president 
until  the  following  annual  meeting. 

If  there  is  a vacancy  in  the  offices  of  both  president  and  presi- 
dent-elect, the  vice-president  shall  act  as  president  until  the 
next  annual  session. 

The  assistant  secretary,  the  assistant  treasurer,  and  the  vice- 
speaker shall  serve  as  the  secretary,  the  treasurer,  and  the 
speaker,  respectively,  whenever  these  senior  officers  are  inca- 
pacitated for  service  by  injury,  ill  health  of  themselves  or  fam- 
ilies, important  professional  duties,  or  any  other  mandatory 
absences.  This  shall  be  construed  so  as  to  include  duty  at  or 
during  meetings  of  the  Board  of  Trustees  as  well  as  the  other 
official  duties  designated  for  the  senior  officer.  The  senior  of- 
ficer shall  promptly  notify  the  junior  officer  of  his  incapacity 
and  request  his  attention  to  said  duties. 


If  the  offices  of  secretary,  or  treasurer,  or  speaker  become 
vacant,  or  the  speaker  refuses  to  act,  the  assistant-secretary, 
assistant  treasurer,  and  vice-speaker  will  become  secretary, 
treasurer,  and  speaker,  respectively,  for  the  unexpired  term. 

If  the  vice-president,  assistant  secretary,  assistant  treasurer, 
or  vice-speaker  is  absent  from  meetings  of  the  Council  for  more 
than  six  months,  the  Council  shall  declare  his  office  vacant  and 
elect  a successor  for  the  unexpired  term. 

Any  officer  of  the  Medical  Society  of  the  State  of  New  York 
who  is  called  into  active  service  with  the  armed  forces  of  the 
United  States  may,  on  application  to  the  Council,  be  granted 
leave  of  absence  for  any  portion  of  his  term  of  office  during 
which  he  is  on  active  service.  During  such  absence,  his  duties 
shall  be  delegated  as  the  Council  may  direct  except  where  such 
delegation  is  already  provided  for  elsewhere  in  the  [Bylaws] 
Constitution. 

The  President  shall  set  the  dates  and  place  of  regular  meet- 
ings of  the  Council  and  shall  preside  at  all  meetings  of  the 
Society  and  the  Council. 

He  shall  name  the  appointive  members  of  the  Executive 
Committee  of  the  Council. 

He  shall  appoint  the  chairman  and  members  of  all  commit- 
tees and  the  chairman  of  all  commissions  of  the  Council  with 
the  approval  of  the  Council.  He  shall  appoint  all  other  com- 
mittees not  otherwise  provided  for,  with  the  approval  of  the 
Council. 

Within  three  months  after  assuming  office  of  president,  he 
shall  appoint  as  prescribed  in  XI,  paragraph  5,  a nominating 
committee,  whose  names  he  shall  cause  to  be  appropriately 
published.  He  shall  be  an  ex  officio  member  of  all  committees. 

With  the  advice  and  consent  of  the  Council,  he  shall  appoint 
a member  to  the  Judicial  Council  to  succeed  the  member  with 
an  expiring  term,  and  in  the  event  of  a vacancy  occasioned 
otherwise,  he  shall  appoint  a member  for  the  unexpired  term. 

When  charges  oy  a member  of  malfeasance  or  nonfeasance 
are  preferred  against  an  officer,  councilor,  trustee,  or  member  of 
the  Board  or  special  committee  of  the  Society  and  are  transmit- 
ted to  the  president  in  writing,  he  shall  order  a trial  on  said 
charges  by  the  Council,  or  a committee  thereof. 

He  shall  assign  the  special  branches  of  work  for  which  the 
members  of  the  Council  shall  be  responsible,  with  the  approval 
of  the  Council. 

He  shall  deliver  an  address  at  the  annual  meeting  of  the 
Society.  He  shall  perform  such  other  duties  as  the  House  of 
Delegates  or  the  Council  shall  require. 

He  shall  attend  all  meetings  of  the  House  of  Delegates  of  the 
American  Medical  Association. 

The  president-elect,  shall  perform  such  duties  as  iriay  be 
requested  by  the  president. 

The  president-elect  shall  attend  all  meetings  of  the  House  of 
Delegates  of  the  American  Medical  Association. 

When  the  vice-president  acts  as  president  on  a vacancy  in  the 
offices  of  both  the  president  and  president-elect,  he  shall  per- 
form the  duties  of  the  president. 

The  secretary  shall  attend  all  meetings  of  the  Society,  the 
House  of  Delegates,  the  Council,  the  Board  of  Trustees,  and  the 
Judicial  Council  and  shall  keep  minutes  of  their  respective 
proceedings.  These  minutes  shall  be  copied  from  a stenog- 
rapher’s notes  with  such  deletion  only  as  will  not  modify,  alter, 
or  becloud  the  history  of  the  actions  of  the  said  bodies.  The 
stenographer’s  typewritten  copy  shall  be  preserved  until 
ordered  destroyed  by  the  House  of  Delegates. 

He  shall  perform  such  other  duties  as  may  be  prescribed  from 
time  to  time  by  the  House  of  Delegates  or  the  Council.  He 
shall  attend  all  meetings  of  the  House  of  Delegates  of  the 
American  Medical  Association. 

The  secretary  shall  be  the  custodian  of  the  seal  of  the  Society, 
and  of  all  books  of  records  and  papers  belonging  to  the  Society, 
except  such  as  properly  belong  to  the  treasurer,  and  shall  keep 
an  account  of  and  promptly  turn  over  to  the  treasurer  all  funds 
of  the  Society  which  come  into  his  hands. 

He  shall  record  the  name  and  date  of  admission  of  each  mem- 
ber of  the  Society. 

He  shall  provide  for  the  registration  of  the  members  at  all 
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sessions  of  the  Society.  With  the  aid  and  cooperation  of  the 
secret£iries  of  the  county  societies,  he  shall  keep  a proper  register 
of  all  the  registered  physicians  of  the  State  by  counties. 

He  shall  aid  the  officers  of  the  district  branches  in  the  organi- 
zation and  improvement  of  the  county  societies  and  the  exten- 
sion of  the  power  and  influence  of  the  Society. 

He  shall  conduct  the  official  correspondence,  notifying  mem- 
bers of  meetings,  officers,  councilors,  trustees,  and  board  mem- 
bers of  their  election,  and  committees  of  their  appointments 
and  duties. 

He  shall  affix  the  seal  of  the  Society  to  all  credentials  issued 
to  members  of  the  Society  elected  by  the  House  of  Delegates 
and  to  such  other  papers  and  documents  as  may  require  the 
same. 

He  shall  make  an  annual  report  to  the  House  of  Delegates. 
Acting  in  cooperation  with  the  Council,  he  shall  prepare  and 
issue  all  programs. 

He  shall  be  a member  of  the  Council.  He  shall  be  an  ex 
officio  member  of  all  boards  and  committees  with  voice  but 
without  vote. 

The  assistant  secretary  shall  aid  the  secretary  in  the  work  of 
his  office. 

The  treasurer  shall  keep  accurate  books  of  accounts  of  all 
moneys  of  the  Society  which  he  may  receive  and  shall  disburse 
or  cause  to  be  disbursed  tbe  same  when  duly  authorized.  He 
shall  be  the  official  custodian  of  all  securities  and  the  income 
thereof  owned  by  the  Society,  subject  to  the  direction  and  dispo- 
sition of  the  Board  of  Trustees.  The  Board  of  Trustees  may 
select  a bank  or  trust  company  to  act  as  custodian  in  the  place 
of  the  treasurer  of  all  or  any  part  of  such  securities  and  to  act  as 
agent  of  the  Society  in  collecting  the  income  therefrom. 

He  shall  collect,  on  or  before  tbe  first  day  of  May  in  each  year, 
from  the  treasurer  of  each  component  county  society  the  State 
per  capita  assessment.  He  shall  at  the  expense  of  the  Society 
give  a bond  for  tbe  faithful  performance  of  his  duties,  which 
shall  be  approved  by  the  Board  of  Trustees  as  to  amount,  form, 
and  surety.  He  shall  make  an  annual  report  to  the  House  of 
Delegates  and  monthly  reports  to  the  Council.  He  shall  be  a 
member  of  the  Council. 

The  assistant  treasurer  shall  aid  the  treasurer  in  the  work  of 
his  office. 

He  shall,  at  the  expense  of  the  Society,  give  a bond  for  the 
faithful  performance  of  his  duties,  which  shall  be  approved  by 
the  Board  of  Trustees  as  to  the  amount,  form,  and  surety. 

The  speaker  shall  preside  at  all  meetings  of  the  House  of 
Delegates.  He  shall  appoint  all  committees  to  serve  during 
the  meeting  of  the  House  of  Delegates  at  least  thirty  days  in 
advance  of  the  meeting.  All  resolutions  submitted  by  county 
medical  societies  and  district  branches  to  be  presented  to  the 
House  of  Delegates  should  be  forwarded  to  tbe  speaker  at  least 
forty-five  days  in  advance  of  the  annual  meeting  of  the  House 
and  referred  by  him  to  the  appropriate  reference  committees; 
and  all  resolutions  sent  in  subsequent  to  forty-five  days  should 
be  presented  to  the  House  and  referred  to  the  appropriate 
reference  committees. 

The  vice-speaker  shall  perform  the  duties  of  the  speaker  when 
so  requested  by  the  speaker. 

VI 

TRUSTEES 

There  shall  be  a Board  of  Trustees  which  shall  have  charge  of 
all  property  including  trust  funds  and  shall  supervise  financial 
affairs  of  the  Society. 

The  Board  of  Trustees  shall  consist  of  seven  members  elected 
by  the  Hou.se  of  Delegates. 

The  president,  secretary,  treasurer,  executive  vice-president, 
and  assistant  executive  vice-president  shall  sit  with  the  Board 
of  Trustees  with  voice  but  without  vote. 

A person  to  be  eligible  for  election  as  trustee  shall  have  served 
at  least  two  years. as  an  officer,  or  at  least  three  years  as  a coun- 
cilor, or  at  least  five  years  as  a member  of  the  House  of  Dele- 
gates. 


No  persons  shall  serve  more  than  two  terms  as  a trustee.  An 
unexpired  term  shall  not  be  construed  as  a term  of  office. 

A member  of  the  Society  who  is  in  arrears  for  County  or  State 
Society  dues  or  assessments  shall  not  be  eligible  to  become  a 
trustee  or  to  vote  for  any  trustee. 

One  trustee  shall  be  elected  annually  for  a term  of  five  years, 
but  whenever  the  terms  of  two  trustees  expire  in  the  same  year, 
two  trustees  shall  be  elected  each  for  five  years. 

When  a trustee  no  longer  has  residence  or  an  office  in  the 
State  of  New  York,  his  trusteeship  in  the  Medical  Society  of  the 
State  of  New  York  shall  be  declared  vacant. 

If  a trustee  is  absent  from  meetings  of  the  Board  for  more 
than  six  months,  [without  being  excused]  the  Council  shall  de- 
clare his  position  vacant  and  elect  a successor  in  conformity 
with  the  Constitution. 

In  the  event  of  a vacancy,  a trustee  shall  be  elected  by  the 
Council  to  serve  until  the  next  meeting  of  the  House  of  Dele- 
gates, at  which  time  the  House  of  Delegates  shall  elect  a trustee 
to  fill  the  unexpired  term. 

The  trustees  of  the  Society  shall  be  nominated  and  elected  as 
part  of  the  first  business  of  the  last  scheduled  session  of  the  an- 
nual meeting  of  the  House  of  Delegates. 

[The  Board  of  Trustees  shall  have  charge  of  all  property  in- 
cluding trust  funds  and  shall  supervise  the  financial  affairs  of 
the  Society  and  shall  invest  the  surplus  from  time  to  time.] 

The  annual  budget  estimate  after  its  approval  by  the 
Council  [The  budget  prepared  by  the  Council]  shall  be  sub- 
mitted to  the  Board  for  its  approval,  [and]  All  resolutions  or 
recommendations  of  the  House  of  Delegates  or  Council  pertain- 
ing to  expenditures  of  money  must  be  approved  by  the  Board  of 
Trustees  before  the  same  shall  become  effective. 

The  Board  of  Trustees  shall  make  and  execute  all  contracts 
for  the  Society.  The  fiscal  year  shall  begin  January  1 and 
end  December  31  of  each  calendar  year. 

All  moneys  of  the  Society  received  by  the  Board  of  Trustees, 
Council,  or  any  member  or  agent  thereof,  shall  be  paid  to  the 
treasurer  of  the  Society.  The  Board  of  Trustees  shall  approve 
the  bond  of  the  treasurer  and  the  assistant  treasurer,  as  to 
amount,  form,  and  surety,  and  shall  employ  a certified  public 
accountant  licensed  by  tbe  State  of  New  York  to  audit  the  ac- 
counts of  the  treasurer  and  secretary  and  other  agents  of  the 
Society  and  present  a statement  of  the  same  in  its  annual  re- 
port to  the  House  of  Delegates. 

The  chairman  of  the  Board  of  Trustees  shall  make  a report  to 
the  House  of  Delegates  of  its  transactions  for  the  year  and  of 
the  amount  of  money  belonging  to  the  Society  under  its  control. 

The  Board  of  Trustees  shall  meet  immediately  on  the  close  of 
the  annual  meeting  of  the  House  of  Delegates,  and  shall  orga- 
nize under  the  temporary  chairmanship  of  the  senior  member 
present,  elect  a permanent  chairman,  and  fix  tbe  time  and 
place  of  its  regular  meetings.  [Should  two  trustees  have  similar 
seniority,  the  chairman  of  the  Board  shall  be  chosen  from  these 
two  trustees  by  lot.]  The  Board  of  Trustees  shall  meet  at  least 
bimonthly,  except  in  July  and  August. 

The  notices  of  the  regular  meetings  of  the  Board  of  Trustees 
of  the  Medical  Society  of  the  State  of  New  York  shall  state  the 
date,  place,  and  hour  and  shall  be  mailed  postpaid  to  each 
member  at  least  seven  days  before  a meeting. 

Publication  of  sucb  notice  in  tbe  New  York  State  Journal  of 
Medicine  shall  be  considered  as  complying  with  this  provision. 

The  affidavit  of  mailing  by  the  secretary  of  the  Society  to  the 
last  recorded  address  of  the  member  shall  be  deemed  sufficient 
proof  of  the  service  on  each  and  every  member  for  any  and  all 
purposes. 

Any  three  members  of  the  Board  of  Trustees  may  require  the 
chairman  to  call  a special  meeting  at  the  office  of  the  State 
Society  for  such  time  as  shall  be  designated  by  them  in  writing. 

The  notice  of  a special  meeting  of  the  Board  of  Trustees  of  the 
Medical  Society  of  the  State  of  New  York  shall  state  the  date, 
place,  and  hour  and  shall  be  mailed  postpaid  to  each  member 
at  least  five  days  before  the  meeting. 

The  affidavit  of  mailing  by  tbe  secretary  of  the  Society  to 
the  last  recorded  address  of  the  member  shall  be  deemed  suf- 
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ficient  pr(X)f  of  the  service  on  each  and  every  member  for  any 
and  all  purposes. 

Four  members  of  the  Board  of  Trustees  shall  constitute  a 
quorum. 

The  following  shall  be  the  order  of  business  at  the  meeting 
of  the  Board  of  Trustees,  which  may  be  altered  by  the  chairman 
with  the  approval  of  the  Board: 

1.  Calling  the  meeting  to  order. 

2.  Roll  call  by  the  secretary. 

3.  Reading  of  minutes. 

4.  Communications. 

5.  Reports. 

6.  Unfinished  business. 

7.  New  business. 

VII 

JUDICIAL  COUNCIL 

There  shall  be  a Judicial  Council  which  shall  have  jurisdic- 
tion to  hear  and  determine  all  appeals  from  decision  on  disci- 
pline of  component  medical  societies  or  decisions  of  such 
societies  which  may  involve  the  privileges,  rights,  or  standing 
of  members,  whether  in  relation  to  one  another  or  to  county 
medical  societies  or  to  this  Society. 

It  shall  also  hear  from  applicants  on  appeals  from  the  action 
of  a component  county  medical  society  in  excluding  them  from 
membership. 

The  Judicial  Council  shall  consist  of  five  appointed  members. 

The  president,  secretary,  and  legal  counsel  of  the  Society 
shall  sit  with  the  Judicial  Council  with  voice  but  without  vote. 

One  member  shall  be  appointed  by  the  president  each  year 
for  a term  of  five  years  with  the  advice  and  consent  of  the 
Council. 

No  member  shall  serve  for  more  that  two  consecutive  terms, 
but  a member  elected  to  serve  an  unexpired  term  shall  not  be 
regarded  as  having  served  a term  unless  he  has  served  three  or 
more  years. 

When  a member  of  the  Judicial  Council  no  longer  has  resi- 
dence or  an  office  in  the  State  of  New  York,  his  position  on  the 
Judicial  Council  shall  be  declared  vacant. 

In  the  event  of  a vacancy,  a member  shall  be  appointed  by 
the  president  for  the  unexpired  term  with  the  advice  and  con- 
sent of  the  Council.  [The  Judicial  Council  shall  have  jurisdic- 
tion to  hear  and  determine  all  appeals  from  decisions  on  disci- 
pline of  component  county  medical  societies  or  decisions  of  such 
societies  which  may  involve  the  privileges,  rights,  or  standing 
of  members,  whether  in  relation  to  one  another  or  to  county 
medical  societies  or  to  this  Society.] 

A member  of  a component  medical  society  who  shall  have 
been  disciplined  or  directed  to  suffer  discipline  in  any  degree 
by  any  final  decision  of  his  county  medical  society  and  who  shall 
have  exhausted  his  right  of  appeal,  if  any,  with  a county  medical 
society,  feeling  aggrieved  by  the  decision  of  such  society,  may 
appeal  to  the  Judicial  Council  of  this  Society  from  the  decision 
of  such  component  medical  society  by  filing  a notice  of  appeal 
with  the  secretary  of  this  Society  and  with  the  secretary  of  such 
component  medical  society  within  three  months  after  such 
final  decision  by  such  component  medical  society. 

An  applicant  for  membership  in  a component  county  medical 
society  who  has  been  excluded  from  membership  in  such  society 
may  likewise  appeal  from  the  action  of  said  society. 

The  Judicial  Council  shall  investigate  all  charges  preferred 

(a)  by  a member  of  a component  county  society  against  a com- 
ponent county  medical  society  of  which  he  is  not  a member;  and 

(b)  by  a component  county  medical  society  against  another 
such  county  medical  society  or  a member  thereof,  and  the  secre- 
tary shall  submit  a report  of  the  Judicial  Council  to  the  Council. 

A notice  of  appeal  shall  set  forth  in  writing  the  name  of  the 
appellant,  the  name  of  such  component  county  medical  society, 
and  the  date  and  substance  of  the  decision  appealed  from  and 
shall  indicate  the  ground  or  grounds  on  which  such  appeal  is 
taken.  If  the  appellant  desires  to  be  present,  with  or  without 
counsel,  at  the  hearing  of  said  appeal,  the  notice  of  appeal  must 
so  state.  In  that  event,  the  appellant  must  file  with  the  notice 


of  appeal  a bond  in  the  sum  of  $.500  to  cover  the  costs  of  said 
appeal.  If  the  appellant  fails  to  appear  in  person  or  by  counsel 
on  hearing  of  said  appeal,  he  shall  forfeit  to  the  Medical  Society 
of  the  State  of  New  York  such  share  of  said  bond  as  represents 
necessary  expenditures  incident  to  convening  the  Judicial 
Council  for  the  hearing  of  said  appeal. 

On  filing  a notice  of  appeal,  the  appellant  and  the  component 
county  medical  society  shall  submit  to  the  secretary  of  the 
Judicial  Council  all  records,  minutes,  letters,  papers,  and  all 
written  evidence,  including  a digest  of  all  testimony  not  steno- 
graphically  reported  relating  to  the  matter.  All  data  so  sub- 
mitted shall  be  available  only  to  the  Judicial  Council. 

The  Judicial  Council  shall  consider  the  appeal  on  the  data  so 
submitted  to  it  and  may  affirm,  modify  or  reverse  the  deci- 
sions so  appealed  from,  by  a majority  vote  of  the  members 
present  and  voting.  If,  in  its  opinion,  the  taking  of  further 
evidence  is  advisable,  the  Judicial  Council  may  summon 
witnesses  and  proceed  to  take  such  evidence  in  such  manner  as 
it  may  deem  proper  and  render  its  decision  by  a majority  vote  of 
those  present  and  voting,  which  decision  shall  be  final  and 
binding.  A member  shall  have  the  right  of  appeal  to  the 
Judicial  Council  of  the  American  Medical  Association,  provided 
he  is  a member  of  the  American  Medical  Association. 

Immediately  at  the  close  of  the  annual  meeting  of  the  Medi- 
cal Society  of  the  State  of  New  York,  the  Judicial  Council  shall 
organize  and  elect  its  own  chairman. 

The  secretary  of  the  State  Society  shall  be  the  secretary  of  the 
Judicial  Council. 

The  Judicial  Council  shall  meet  on  the  call  of  the  chairman, 
and  the  chairman  shall  submit  an  annual  report  of  the  Judicial 
Council  to  the  House  of  Delegates. 

The  notices  of  the  [regular]  meetings  of  the  Judicial  Council 
of  the  Medical  Society  of  the  State  of  New  York  shall  state  the 
date,  place,  and  hour  and  shall  be  mailed  postpaid  to  each 
member  at  least  seven  days  before  a meeting. 

[Publication  of  such  notice  in  the  New  York  State  Journal 
of  Medicine  shall  be  considered  as  complying  with  this  pro- 
vision.] 

The  affidavit  of  mailing  by  the  secretary  of  the  Society  to  the 
last  recorded  address  of  the  member  shall  be  deemed  sufficient 
proof  of  the  service  on  each  and  every  member  for  any  and  all 
purposes. 

Three  members  of  the  Judicial  Council  shall  constitute  a 
quorum. 

VIII 

ELECTIONS 

As  the  first  business  of  the  last  scheduled  session  of  the  an- 
nual meeting  of  the  House  of  Delegates,  the  officers,  councilors, 
and  trustees  of  the  Society,  and  the  delegates  to  the  American 
Medical  Association  shall  be  nominated  and  elected. 

The  president,  the  president-elect,  the  vice-president,  the 
secretary,  the  assistant  secretary,  the  treasurer,  the  assistant 
treasurer,  the  speaker,  and  the  vice-speaker  of  the  House  of 
Delegates  shall  be  elected  for  one  year  or  until  their  successors 
have  been  duly  chosen. 

Four  councilors  shall  be  elected  annually  each  for  a term  of 
three  years.  In  the  event  of  a vacancy  a councilor  shall  be 
elected  [for  the  unexpired  term]  by  the  Council  to  serve  until 
the  next  meeting  of  the  House  of  Delegates  at  which  time  the 
House  of  Delegates  shall  elect  a councilor  to  fill  the  unexpired 
term. 

One  trustee  shall  be  elected  annually  for  a term  of  five  years, 
but  whenever  the  te^ms  of  two  trustees  expire  in  the  same  year, 
two  trustees  shall  be  elected  each  for  five  years. 

In  the  event  of  a vacancy,  a trustee  shall  be  elected  by  the 
Council  to  serve  until  the  next  meeting  of  the  House  of  Dele- 
gates at  which  time  the  House  of  Delegates  shall  elect  a trustee 
to  fill  the  unexpired  term. 

The  annual  class  of  the  allotted  number  of  delegates  to  the 
American  Medical  Association  shall  be  elected  for  a term  of  two 
years. 

A person  to  be  eligible  for  election  as  trustee  shall  have  served 
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at  least  two  years  as  an  officer,  or  at  least  three  years  as  a coun- 
cilor, or  at  least  five  years  as  a member  of  the  House  of  Dele- 
gates. 

No  person  shall  serve  consecutively,  more  than  two  terms  as 
councilor. 

No  person  shall  serve  more  than  two  terms  as  a trustee. 

No  person  may  serve  consecutively,  rhore  than  five  terms  as 
secretary,  treasurer,  assistant  secretary,  or  assistant  treasurer, 
respectively. 

In  each  instance  an  unexpired  term  shall  not  be  construed  as 
a term  of  office. 

A member  of  the  Society  who  is  in  arrears  for  county  dues  or 
State  Society  dues  or  assessment  shall  not  be  eligible  for  any 
office  or  entitled  to  vote  for  any  officer,  councilor,  trustee,  or 
delegate. 

No  salaried  employe  of  the  Medical  Society  of  the  State  of 
New  York  shall  be  an  officer  of  the  Society.  For  the  purposes  of 
this  article,  an  honorarium  shall  not  be  considered  as  a salary. 

[In  accordance  with  the  Bylaws  of  the  American  Medical 
Association,]  The  delegates  to  the  American  Medical  Associ- 
ation shall  be  elected  in  the  calendar  year  preceding  the  meet- 
ing of  the  House  of  Delegates  for  the  American  Medical  Associ- 
ation to  which  they  are  elected. 

[As  prescribed  by  the  Bylaws  of  the  American  Medical  As- 
sociation,] One  half  of  the  allotted  number  of  delegates  and 
alternate  delegates  shall  be  elected  each  year. 

Nominations  for  delegacy  to  the  American  Medical  Associ- 
ation shall  be  made  for  not  less  than  double  the  full  number  of 
delegates  to  be  elected. 

After  the  appointment  of  a sufficient  number  of  tellers  by  the 
speaker  and  after  all  nominations  have  been  made,  the  secre- 
tary shall  cause  to  be  displayed  in  full  sight  of  the  delegates  a 
list  of  nominees  for  each  office  of  the  Society  and  delegacies  to 
the  American  Medical  Association  arranged  in  alphabetical 
order  and  shall  also  cause  to  be  distributed  a sufficient  number 
of  blank  ballots  for  the  use  of  the  House  of  Delegates.  These 
ballots  shall  have  printed  or  stamped  thereon  the  appropriate 
headings  for  each  office  with  spaces  thereunder  in  which  may 
be  written  the  name  of  the  candidate  or  candidates  to  be  voted 
for. 

All  elections  for  offices  of  the  Society  and  delegacies  to  the 
American  Medical  Association  shall  be  by  ballot,  each  member 
depositing  his  ballot  on  roll  call  individually.  Where  there  is 
only  one  candidate  for  an  office,  a majority  vote  without  ballot 
shall  elect.  In  case  no  nominee  for  an  office  receives  a majority 
of  votes  on  the  first  ballot  the  nominee  receiving  the  lowest 
number  of  votes  shall  be  dropped  and  a new  ballot  taken  for  that 
office.  This  procedure  shall  be  continued  until  one  of  the  nomi- 
nees receives  a majority  of  the  votes  cast  when  he  shall  be  de- 
clared elected. 

The  following  method  shall  govern  the  election  of  delegates  to 
the  American  Medical  Association. 

The  delegates  shall  be  declared  elected  in  the  order  of  the 
highest  number  of  votes  cast  until  the  allotted  number  shall 
have  been  chosen;  a corresponding  number  in  the  next  highest 
order  of  votes  cast  shall  be  declared  alternate  delegates.  When 
the  full  quota  of  elected  delegates  or  alternate  delegates  is  not 
available  for  attendance  at  the  meeting,  the  president  shall 
appoint  and  certify  a sufficient  number  to  complete  the  quota. 

A duly  elected  delegate  to  the  American  Medical  Association 
who  does  not  serve  as  such  because  of  reduction  in  number  of 
delegates  to  which  the  Society  is  entitled  shall  fill  any  vacancy 
which  may  occur  in  the  delegation  before  alternate  delegates 
are  designated  for  that  purpose. 

Delegates  and  representatives  may  be  elected  to  other 
medical  societies  or  similar  bodies  as  the  interests  of  the  Society 
may  require,  and  credentials  shall  be  issued  to  all  delegates  and 
representatives,  signed  by  the  president  and  secretary. 

IX 

REFERENDUM 

At  any  meeting  of  the  House  of  Delegates  two  thirds  of  the 
members  present  and  voting  may  order  a referendum  vote  of  tbe 


Society  on  any  question  consistent  with  the  Constitution  [and 
Bylaws]  and  in  accordance  with  such  regulations  respecting  the 
submission  of  the  question  as  the  House  of  Delegates  may  pre- 
scribe. 

The  members  shall  vote  thereon  by  mail.  The  polls  shall  be 
closed  at  the  expiration  of  fifteen  days  after  the  mailing  of  the 
question;  and  if  the  members  voting  shall  comprise  a majority 
of  all  the  active  members  of  the  Society,  a majority  of  such  vote 
shall  determine  the  question  and  be  binding  on  the  Society  and 
the  House  of  Delegates. 

When  the  House  of  Delegates  is  not  in  session  the  Council 
may  in  a similar  manner  order  such  a referendum. 

X 

DELEGATES  TO  THE  AMERICAN  MEDICAL  ASSOCIATION 

The  delegates  to  the  American  Medical  Association  shall  be 
nominated  and  elected  as  part  of  the  first  business  of  tbe  last 
scheduled  session  of  the  Annual  Meeting  of  the  House  of  Dele- 
gates. 

[In  accordance  with  the  Bylaws  of  the  American  Medical 
Association]  The  delegates  to  the  American  Medical  Association 
shall  be  elected  in  the  calendar  year  preceding  the  meeting  of 
the  house  of  delegates  of  the  American  Medical  Association  to 
which  they  are  elected. 

Only  members  of  the  State  Society  who  are  also  members  of 
the  American  Medical  Association  are  eligible  for  nomination 
or  election  as  delegates  to  the  American  Medical  Association. 

A member  of  the  Society  who  is  in  arrears  for  county  dues,  or 
State  Society  dues,  or  assessments  shall  not  be  eligible  for  nomi- 
nation or  election  as  delegates  to  the  American  Medical  Associ- 
ation or  entitled  to  vote  for  any  delegates. 

[In  accordance  with  the  Bylaws  of  the  American  Medical 
Association,]  One  half  of  the  allotted  number  of  delegates  and 
alternate  delegates  shall  be  elected  each  year. 

The  following  method  shall  govern  the  election  of  delegates  to 
the  American  Medical  Association. 

Nominations  shall  be  made  for  not  less  than  double  the  full 
number  of  delegates  to  be  elected,  and  the  delegates  shall  be 
declared  elected  in  the  order  of  the  highest  number  of  votes 
cast  until  the  allotted  number  shall  have  been  chosen;  a cor- 
responding number  in  the  next  highest  order  of  votes  cast 
shall  be  declared  alternate  delegates.  When  the  full  quota  of 
elected  delegates  or  alternate  delegates  is  not  available  for  at- 
tendance at  the  meeting  the  president  shall  appoint  and  certify 
a sufficient  number  to  complete  the  quota. 

A duly  elected  delegate  to  the  American  Medical  Association 
who  does  not  serve  as  such  because  of  reduction  in  number 
of  delegates  to  which  the  Society  is  entitled  shall  fill  any  va- 
cancy which  may  occur  in  the  delegation  before  alternate  dele- 
gates are  designated  for  that  purpose. 

[As  prescribed  by  the  Bylaws  of  the  American  Medical  Associ- 
ation,] The  delegates  and  alternate  delegates  shall  take  office 
at  the  beginning  of  the  calendar  year  following  their  election 
and  shall  serve  for  a term  of  two  years. 

XI 

COMMITTEES  OF  THE  HOUSE  OF  DELEGATES 

At  least  one  month  before  the  meeting  of  the  House  of  Dele- 
gates the  speaker  shall  appoint  and  publish  in  the  New  York 
State  Journal  of  Medicine  such  reference  committees,  as  he 
shall  deem  expedient  for  the  purposes  of  the  meeting.  Immedi- 
ately after  the  organization  of  the  House  of  Delegates  he  shall 
formally  announce  the  appointments  of  the  committees.  Only 
members  of  the  House  of  Delegates  are  eligible  for  appojntment 
on  the  reference  committees.  Such  committees  shall  each  con- 
sist of  five  members,  three  members  constituting  a quorum, 
and  shall  serve  during  the  meeting  for  which  they  are  appointed. 

Reports  of  officers.  Council,  Board  of  Trustees,  Judicial 
Council,  and  committees  shall  be  printed  at  least  one  month 
before  the  meeting  of  the  House  of  Delegates  and  sent  to  the 
members  of  the  reference  committee  appointed  according  to 
paragraph  I,  for  their  preliminary  consideration.  All  recom- 
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mendations,  resolutions,  measures,  and  propositions  presented 
to  the  House  of  Delegates  and  which  have  been  duly  seconded 
shall  be  referred  by  the  speaker  to  the  appropriate  reference 
committees,  except  that  reports  of  committees  of  the  House 
of  Delegates,  may,  in  the  discretion  of  the  House,  be  presented 
directly  to  the  House  without  referral  to  the  reference  commit- 
tees. 

Each  reference  committee  shall  immediately  consider  such 
business  as  may  have  been  referred  to  it  and  shall  report 
promptly  to  the  House. 

Any  member  of  the  Society  in  good  standing  shall  have  the 
right  to  appear  before  any  reference  committee  and  participate 
in  its  deliberations  but  shall  not  have  the  right  to  vote. 

The  Nominating  Committee  shall  be  appointed  by  the  presi- 
dent, in  conformity  with  V,  paragraph  19.  It  shall  consist  of 
11  members,  one  from  each  district  branch  and  two  members  at 
large.  It  will  be  the  duty  of  this  committee  to  propose  and 
nominate  members  of  the  Society  for  all  vacancies  to  be  filled 
at  the  ensuing  annual  meeting  of  the  House  of  Delegates. 
These  recommendations  shall  be  made  to  the  House  of  Dele- 
gates in  the  same  manner  as  prescribed  in  XI,  paragraph  2. 

Special  committees  may  be  created  by  the  House  of  Dele- 
gates to  perform  the  special  functions  for  which  they  are 
created.  They  shall  be  appointed  by  the  speaker  or  other  offi- 
cer presiding  pro  tempore  over  the  meeting  at  which  the  com- 
mittee is  authorized,  if  such  committee  is  to  conclude  its  work 
during  said  meeting  of  the  House  of  Delegates.  The  president 
shall  appoint  all  other  committees  subject  to  the  approval  of 
the  Council  unless  otherwise  ordered  by  the  House  of  Delegates. 

Any  member  of  the  Society  shall  be  eligible  to  serve  on  special 
committees.  All  members  of  such  committees,  who  are  not 
members  of  the  House  of  Delegates,  shall  have  the  right  to  pre- 
sent their  reports  in  person  to  the  House  of  Delegates  and  to 
participate  in  the  debate  thereon,  but  shall  not  have  the  right 
to  vote. 

XII 

COMMISSIONS  AND  COMMITTEES  OF  THE  COUNCIL 

Committees  of  the  Council  are  grouped  by  the  related  nature 
of  their  purposes  and  functions.  A Commission  is  composed 
of  the  chairmen  of  all  committees  within  such  a group. 

Subject  to  the  approval  of  the  Council,  the  president  shall 
appoint  the  chairmen  and  members  of  all  of  its  committees 
and  the  chairmen  of  the  commissions. 

Any  member  of  the  Society  is  eligible  to  appointment  to  com- 
mittees and  commission  chairmenships  of  the  Council. 

All  members  of  such  commissions  and  committees  who  are 
not  members  of  the  Council  shall  have  the  right  to  present  their 
reports  in  person  to  the  Council  and  to  engage  in  the  discussion 
of  the  reports  but  shall  not  have  the  right  to  vote. 

A [special]  committee  to  be  known  as  Professional  Liability 
Insurance  and  Defense  Board  shall  be  appointed  by  the  presi- 
dent with  the  approval  of  the  Council.  It  shall  consist  of  seven 
members  including  a chairman  each  appointed  for  a five-year 
term.  A vacancy  created  by  expiration  of  a term  shall  be  filled 
by  the  president,  with  the  approval  of  the  Council,  by  appoint- 
ment of  a member  for  five  years.  Other  vacancies  shall  be 
filled  for  the  unexpired  term  in  simileir  manner.  The  secreteiry, 
treasurer,  legal  counsel,  and  indemnity  representative  shall 
be  ex  officio  members  of  the  committee  with  voice  but  without 
vote.  It  shall  be  the  duty  of  the  committee  to  study  and  super- 
vise, on  behalf  of  the  Society,  all  matters  having  to  do  with  pro- 
fessional liability  insurance  and  defense. 

A [Special]  Committee  on  Prize  Essays  consisting  of  three 
members,  including  the  chairman,  shall  be  appointed  by  the 
president  with  the  approval  of  the  Council.  Its  duty  shall  be  to 
receive  all  essays  offered  in  competition  for  prizes  which  may  be 
offered  by  this  Society.  The  committee  shall  make  all  neces- 
sary rules  and  regulations  for*  the  award  of  prizes,  subject 
to  the  terms  of  the  deeds  of  gift,  and  shall  report  the  result  at 
the  next  annual  meeting  of  the  House  of  Delegates.  It  shall 
give  notice  through  the  Society’s  publication  or  by  other 


methods  of  the  amount  of  the  prize  and  when  the  essays  shall 
be  submitted  to  the  committee. 

XIII 

SECTIONS 

The  scientific  sections  designated  by  the  House  of  Delegates 
shall  each  organize  by  the  election  of  a chairman,  vice-chair- 
man, and  secretary.  The  chairman  and  vice-chairman  shall  be 
elected  annually  by  those  registered  at  the  section,  the  secretary 
for  such  term  as  the  section  may  deem  fit. 

The  officers  of  the  various  sections  shall  prepare  programs  for 
their  sections  under  the  direction  and  subject  to  the  approval  of 
the  Council. 

To  participate  in  the  election  of  any  section,  a member  must 
be  registered  with  such  section. 

Each  section  shall  hold  its  meetings  at  such  times  as  desig- 
nated by  the  Council. 

A session  is  a single  meeting  of  a group  to  discuss  scientific, 
cultural,  historical,  or  economic  subjects.  It  shall  have  a chair- 
man and  a secretary  appointed  by  the  president  with  the 
approval  of  the  Council. 

No  new  section  shall  be  created  unless  a session  devoted  to 
its  subject  matter  or  specialty  shall  have  been  held  at  at  least 
two  successive  annual  meetings. 

XIV 

MEETINGS 

There  shall  be  an  annual  meeting  of  the  Society  to  be  held 
at  a time  and  place  designated  by  the  House  of  Delegates. 

The  Society  shall  hold  its  annual  meeting  subsequent  to  the 
annual  meeting  of  the  House  of  Delegates.  The  latter  shall  be 
held  at  least  two  and  not  more  than  four  days  before  the  annual 
meeting  of  the  Society. 

Special  meetings  of  the  Society  shall  be  called  by  the  presi- 
dent on  the  request  in  writing  of  250  members  from  the  member- 
ship of  at  least  ten  component  county  societies;  and  in  case  of 
the  failure,  inability,  or  refusal  of  the  president  to  act,  such 
meeting  may  be  called  by  a notice  thereof  subscribed  by  250 
members  from  the  membership  of  at  least  ten  component  coun- 
ty societies. 

The  notices  of  the  annual  and  special  meetings  of  the  Medical 
Society  of  the  State  of  New  York  shall  state  the  date,  place,  and 
hour  and  shall  be  mailed  postpaid  to  each  member  at  least 
seven  days  before  a meeting. 

Publication  of  such  notice  in  the  New  York  State  Journal  of 
Medicine  shall  be  considered  as  complying  with  this  provision. 

The  affidavit  of  mailing  by  the  secretary  of  the  Society  to  the 
last  recorded  address  of  the  member  shall  be  deemed  sufficient 
proof  of  the  service  on  each  and  every  member  for  any  and  all 
purposes. 

Each  member  in  attendance  at  the  annual  or  special  meeting 
of  the  Society  shall  enter  his  name  and  the  name  of  the  com- 
ponent county  medical  society  to  which  he  belongs  in  a register 
to  be  kept  by  the  secretary  of  the  Society  for  that  purpose.  No 
member  shall  take  part  in  any  of  the  proceedings  of  such  meet- 
ing until  he  shall  have  complied  herewith. 

All  members  in  good  standing  so  registered  may  attend  and 
participate  in  the  proceedings  and  discussions  of  the  general 
meetings  of  the  Society  and  of  the  sections. 

A distinguished  physician  of  a foreign  country  or  a physician 
not  a resident  of  this  State,  who  is  a member  of  his  own  state 
association,  may  become  a guest  during  any  annual  session  on 
the  invitation  of  the  president  or  officers  of  the  Society,  and  may 
be  accorded  the  privilege  of  participating  in  all  the  scientific 
work  of  the  session. 

No  address  or  paper  before  the  Society,  except  those  of  the 
president  and  orators  shall  occupy  more  than  twenty  minutes 
in  its  delivery. 

All  papers  read  before  the  Society  at  its  annual  meeting  by 
its  members  shall  become  the  property  of  the  Society.  When- 
ever such  paper  shall  be  deemed  not  acceptable  for  publication 


June  1,1971  New  York  State  Journal  of  Medicine  1453 


in  the  New  York  State  Journal  of  Medicine  it  shall  be  re- 
turned to  the  author  as  promptly  as  possible  after  its  receipt  in 
the  publication  office  of  the  State  Society. 

The  following  shall  be  the  order  of  business  at  all  general 
meetings  of  the  Society: 

1.  Calling  the  Society  to  order. 

2.  Address  of  welcome  by  the  chairman  of  the  committee  on 
arrangements. 

3.  Reading  of  the  minutes  of  the  last  meeting. 

4.  Miscellaneous  business. 

5.  President’s  address. 

6.  Special  addresses. 

7.  Adjournment. 

The  rules  contained  in  Sturgis  Standard  Code  of  Parlia- 
mentary Procedure  shall  govern  the  Society  [and  the  House  of 
Delegates]  in  all  cases  in  which  they  are  not  inconsistent  or  in 
conflict  with  the  Constitution  [and  Bylaws]  of  the  Society. 

XV 
FUNDS 

Funds  shall  be  raised  by  annual  dues  levied  on  each  active 
member  at  a uniform  per  capita  rate  throughout  the  State. 
Funds  may  also  be  raised  in  any  other  manner  approved  by  the 
House  of  Delegates  or  by  the  Council  when  the  said  House  of 
Delegates  shall  not  be  in  session.  The  dues  or  assessments  of 
each  junior  member  shall  be  one-third  the  amount  levied  on 
each  active  member. 

The  approval  of  the  Council  and  of  the  Board  of  Trustees  shall 
be  necessary  for  the  expenditure  of  any  funds  of  the  Society, 
except  that  the  said  Board  may  delegate,  to  such  person  or  per- 
sons as  it  sees  fit,  the  authority  to  expend  funds  of  the  Society  in 
amounts  and  under  conditions  to  be  determined  by  said  Board, 
on  recommendation  of  the  Council. 

XVI 
DUES 

The  annual  dues  shall  be  determined  by  the  House  of  Dele- 
gates. 

Assessments  can  be  levied  by  the  House  of  Delegates  or  the 
Council  and  are  payable  within  a period  specified  by  them. 

Life  and  honorary  members  shall  not  be  required  to  pay  dues 
or  assessments  to  the  Society. 

Annual  dues  are  due  and  payable  on  the  first  day  of  January 
of  each  year.  The  dues  year  shall  coincide  with  the  calendar 
year,  January  1 to  December  31. 

Any  member,  except  a member  who  is  eligible  and  has  ap- 
plied for  life  membership,  whose  dues  are  unpaid  after  May  1 
of  any  current  year  or  whose  assessments  are  unpaid  by  the 
specified  time  is  not  in  good  standing  and  shall  be  deemed  to  be 
in  arrears. 

A member  whose  dues  and  assessments  are  unpaid  ^lfter  June 
1 of  any  current  year  shall  automatically  be  dropped  from  the 
rolls  of  membership  of  both  his  county  society  and  the  State 
Society,  without  notice  to  such  member  by  his  county  medical 
society  or  the  Medical  Society  of  the  State  of  New  York,  or 
without  further  action  on  the  part  of  either  the  county  society  or 
the  State  Society,  and  on  such  date,  he  shall  automatically 
cease  to  be  a member  of  both  the  county  society  and  the  State 
Society. 

Dues  and  State  assessments  of  a member  elected  or  rein- 
stated after  October  1 shall  be  credited  to  the  succeeding  year; 
but  no  member  dropped  for  nonpayment  of  dues  and  assess- 
ments shall  be  reinstated  until  he  has,  in  addition,  paid  his  dues 
and  assessments  for  the  year  in  which  he  was  dropped. 

XVII 

EXPENSES 

Allowances  for  expenses  incurred  in  the  actual  performance  of 
official  duties  by  officers,  councilors,  trustees,  members  of  the 
Judicial  Council,  of  commissions  and  of  committees,  delegates 


to  the  American  Medical  Association  and  employes  of  the  Soci- 
ety shall  be  made  in  conformity  with  the  following  conditions. 

The  president  and  president-elect  shall  be  allowed  a per  diem 
and  expenses  when  engaged  on  official  business.  The  amount 
per  diem  shall  be  set  by  the  House  of  Delegates. 

All  other  officers  shall  be  allowed  traveling  expenses  when 
engaged  on  official  business. 

All  other  officers,  councilors,  trustees,  members  of  the  Judi- 
cial Council,  a member  of  the  Society  who  acts  as  a delegate  to 
the  House  of  Delegates  of  the  American  Medical  Association,  or 
an  alternate  delegate  who,  at  the  direction  of  the  Council,  at- 
tends a meeting  of  the  House  of  Delegates  of  the  American 
Medical  Association,  members  of  commissions  and  commit- 
tees of  the  Council,  all  special  committees,  members  of  the 
Society  appointed  by  the  president  or  Council  to  carry  out 
special  assignments  for  the  Society  and  employes  of  the  Society 
shall  be  allowed  traveling  expenses  when  engaged  on  official 
business. 

Members  for  life  of  the  House  of  Delegates,  delegates  of  the 
district  branches,  and  section  delegates  sitting  in  the  House  of 
Delegates  shall  be  allowed  necessary  expenses  by  the  Medical 
Society  of  the  State  of  New  York. 

Proper  vouchers  must  be  filed  with  the  secretary  before  any 
of  above  allowances  are  made. 

There  shall  be  no  allowance  made  for  the  expenses,  traveling 
or  otherwise,  for  any  committee  appointed  pursuant  to  XI, 
paragraphs  1 and  2. 

Each  district  branch  shall  be  entitled  to  receive  a sum  not  to 
exceed  $1,000,  exclusive  of  the  work  done  by  the  secretary  re- 
garding notices,  programs,  and  so  on,  to  defray  the  expenses  of 
such  district  branch,  provided  a proper  statement  of  such  ex- 
penses shall  have  been  presented  to  the  secretary. 

All  bills,  claims,  or  vouchers  herein  provided  for  shall  be  filed 
within  thirty  days  after  the  date  of  the  incurring  of  such  ex- 
pense. This  time  may  be  extended  for  any  cause  by  the  Board 
of  Trustees. 

XVIII 

DISTRICT  BRANCHES 

The  membership  of  the  Society  shall  be  divided  into  nine 
district  branches,  as  follows: 

The  First  District  Branch  shall  comprise  the  members  of  the 
Medical  Societies  of  the  Counties  of  Bronx,  Kings,  New  York, 
Queens,  and  Richmond. 

The  Second  District  Branch  shall  comprise  the  members  of 
the  Medical  Societies  of  the  Counties  of  Nassau  and  Suffolk. 

The  Third  District  Branch  shall  comprise  the  members  of  the 
Medical  Societies  of  the  Counties  of  Albany,  Columbia,  Greene, 
Rensselaer,  Schoharie,  Sullivan,  and  Ulster. 

The  Fourth  District  Branch  shall  comprise  the  members  of 
the  Medical  Societies  of  the  Counties  of  Clinton,  Essex,  Frank- 
lin, Fulton,  Hamilton,  Montgomery,  Saratoga,  Schenectady, 
Warren,  and  Washington. 

The  Fifth  District  Branch  shall  comprise  the  members  of  the 
Medical  Societies  of  the  Counties  of  Cayuga,  Herkimer,  Jeffer- 
son, Lewis,  Madison,  Oneida,  Onondaga,  Oswego,  and  St. 
Lawrence. 

The  Sixth  District  Branch  shall  comprise  the  members  of  the 
Medical  Societies  of  the  Counties  of  Broome,  Chemung,  Chen- 
ango, Cortland,  Delaware,  Otsego,  Schuyler,  Tioga,  and  Tomp- 
kins. 

The  Seventh  District  Branch  shall  comprise  the  members  of 
the  Medical  Societies  of  the  Counties  of  Livingston,  Monroe, 
Ontario,  Seneca,  Steuben,  Wayne,  and  Yates. 

The  Eighth  District  Branch  shall  comprise  the  members  of 
the  Medical  Societies  of  the  Counties  of  Allegany,  Cattaraugus, 
Chautauqua,  Erie,  Genesee,  Niagara,  Orleans,  and  Wyoming. 

The  Ninth  District  Branch  shall  comprise  the  members  of  the 
Medical  Societies  of  the  Counties  of  Dutchess,  Orange,  Put- 
nam, Rockland,  and  Westchester. 

The  objects  of  the  district  branches  shall  be  to  promote  the 
scientific,  social,  cultural,  and  other  interests  of  the  medical 
profession  within  the  district  and  to  cooperate  with  the  Council 
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of  the  Medical  Society  of  the  State  of  New  York  in  any  way 
which  that  body  may  advise. 

Each  district  branch  may  adopt  a constitution  and  bylaws  for 
its  government  and  may  amend  the  same;  but  before  becoming 
effective  they  shall  be  approved  by  the  Council.  They  shall  be 
consistent  with  the  Constitution  and  Bylaws  of  this  Society. 

Changes  in  the  number  or  membership  of  these  district 
branches  may  be  made  by  a two-thirds  vote  of  the  House  of 
Delegates  at  any  annual  meeting. 

Each  district  branch  shall  elect  a president  for  two  years  and 
a district  delegate  to  the  House  of  Delegates  for  two  years,  but 
with  the  approval  of  the  Council  a district  branch  may  elect  a 
president  for  one  year. 

Each  district  branch  shall  elect  such  other  officers  as  are  pro- 
vided for  in  its  bylaws.  They  shall  attend  the  business  meetings 
of  the  branch. 

In  the  case  of  the  inability  of  the  delegate  of  a district  branch 
to  serve,  the  vice-president  shall  serve  as  delegate,  and  if  the 
vice-president  is  unable  so  to  function,  the  president  shall  desig- 
nate an  alternate  delgate  to  serve  and  shall  so  notify  the  Secre- 
tary of  the  Medical  Society  of  the  State  of  New  York. 

Any  officer  of  a district  branch  who  is  called  into  active  ser- 
vice with  the  armed  forces  of  the  United  States  may,  on  ap- 
plication to  the  Council,  be  granted  leave  of  absence  for  any  por- 
tion of  his  term  of  office  during  which  he  is  on  active  service. 
During  such  absence,  his  duties  shall  be  delegated  as  the  Coun- 
cil may  direct  except  where  such  delegation  is  already  provided 
for  elsewhere  in  the  [Bylaws.)  Constitution. 

Each  president  of  a district  branch  shall  visit  the  county  soci- 
eties of  his  district  at  least  once  during  his  tenure  of  office  and 
make  a careful  inquiry  of  the  condition  of  the  profession  in  each 
county  in  his  district  and  shall  report  thereon  to  the  House  of 
Delegates. 

XIX 

COUNTY  SOCIETIES 

The  terms  “county  medical  society”  or  “component  county 
medical  society”  shall  include  all  county  medical  societies  now 
in  affiliation  with  this  Society  or  which  may  hereafter  be  orga- 
nized and  chartered  by  the  House  of  Delegates.  There  shall  be 
but  one  county  medical  society  in  each  county  affiliated  with 
this  Society.  K there  should  be  an  insufficient  number  of  phy- 
sicians in  any  of  the  counties  of  this  State  to  form  themselves 
into  a component  county  medical  society,  such  physicians  may 
become  members  of  the  component  county  medical  society  of 
an  adjoining  county  when  eligible  by  the  constitution  and  by- 
laws of  such  county  society. 

Eligibility  for  membership  in  a county  medical  society  shall 
be  determined  by  that  society.  Except  by  approval  of  the 
Council  of  the  Medical  Society  of  the  State  of  New  York,  no 
physician  shall  be  an  active  or  junior  member  in  a county  medi- 
cal society  other  than  that  of  the  county  in  which  he  practices  or 
maintains  legal  residence. 

Whenever  an  active  or  junior  member  in  good  standing  or  a 
life  member  in  any  component  county  medical  society  removes 
to  another  county  in  this  State,  his  name  on  his  request  shall 
be  transferred  to  the  roster  of  the  component  county  medical 
society  of  the  county  to  which  he  removes,  without  cost  to  him, 
provided  that  he  files  a certificate  with  the  secretary  signed  by 
the  president  and  secretary  of  the  component  society  from 
which  he  removes  as  to  his  good  standing  in  such  society,  and 
provided  his  application  for  membership  has  been  acted  on 
favorably  by  the  members  of  the  society  of  the  county  to  which 
he  has  removed. 

No  member  shall  be  an  active  or  junior  member  of  more  than 
one  component  county  society,  nor  shall  any  component  county 
society  accept  as  a member  a physician  who  does  not  practice 
or  have  a residence  in  that  county  in  any  other  way  than  in  ac- 
cordance with  the  law  governing  transfers. 

The  secretary  of  each  component  county  medical  society  shall 
keep  a roster  of  its  members  in  which  shall  appear  the  full  name 
of  each  of  said  physicians,  the  date  of  his  admission  to  such  soci- 


ety, his  residence,  and  the  date  when  his  license  to  practice 
medicine  in  this  State  was  granted.  He  shall  note  any  changes 
in  said  roster  by  reason  of  removal,  death,  or  change  of  name, 
revocation  of  license,  or  other  disqualification. 

He  shall  forward  said  roster  and  information  together  with  tne 
names  and  places  of  residence  of  each  of  the  officers  of  said 
society  and  the  names  and  residence  of  each  delegate  to  the 
House  of  Delegates  of  said  society  to  the  secretary  of  this  Society 
at  least  ninety  days  before  the  date  of  its  annual  meeting. 

The  treasurer  of  each  component  county  medical  society  shall 
forward  to  the  treasurer  of  this  Society  the  amount  of  the  State 
per  capita  assessment  and  the  amount  of  all  American  Medical 
Association  dues  collected  from  members  of  his  county  as 
promptly  as  possible  but  in  any  event  before  the  first  day  of  May 
of  each  year. 

The  dues  of  an  active  or  junior  member  of  the  Medical  Soci- 
ety of  the  State  of  New  York  may  be  remitted  for  the  current 
year  by  action  of  the  Council  on  account  of  illness,  financial 
hardship,  or  temporary  service  in  the  armed  forces  or  in  the 
United  States  Public  Health  Service,  when  the  request  is  made 
by  the  member’s  component  county  medical  society.  Remis- 
sion of  dues  due  to  illness  or  financial  hardship  shall  be  limited 
to  five  years. 

At  its  annual  meeting  each  component  county  medical  soci- 
ety shall  elect  a delegate  or  delegates  to  represent  it  in  the  House 
of  Delegates  of  this  Society  in  accordance  with  the  Constitution 
[and  Bylaws]  of  this  Society. 

A member  in  good  standing,  whose  resignation  from  member- 
ship in  his  component  county  society  shall  have  been  duly  ac- 
cepted, shall  be  considered  to  have  resigned  from  the  State  Soci- 
ety as  of  the  same  date. 

When  a member  in  good  standing,  other  than  a life  or  hon- 
orary member,  ceases,  between  May  1 and  December  31,  to  re- 
side and  practice  in  the  State  of  New  York,  he  shall  be  consid- 
ered to  have  resigned  from  membership  effective  as  of  that 
December  31.  If  such  cessation  to  reside  and  practice  occurs 
between  January  1 and  May  1,  he  shall,  provided  he  has  been 
in  good  standing  for  the  prior  calendar  year,  be  considered  to 
have  resigned  from  membership  effective  as  of  the  previous 
December  31. 

On  resignation,  a member  shall  forfeit  all  rights  and  title  to 
any  share  in  the  privileges  and  property  of  the  State  Society, 
the  district  branch,  and  his  component  county  society. 

Each  component  county  medical  society  shall  adopt  a con- 
stitution and  bylaws  for  the  regulation  of  its  affairs  and  may 
amend  the  same  provided  they  shall  be  first  approved  by  the 
Council  before  becoming  effective.  The  constitution  and  by- 
laws of  component  county  societies  shall  not  be  in  conflict  with 
the  Constitution  [and  Bylaws]  of  this  Society. 

XX 

The  Seal  of  the  Society  shall  be  as  follows: 


AMENDMENTS 

Amendments  to  the  Constitution,  except  such  as  are  obliga- 
tory by  law,  shall  be  made  only  at  an  annual  meeting  of  the 
House  of  Delegates  after  having  been  submitted  in  writing  at  a 
previous  annual  meeting  and  having  been  published  in  the 
official  publication  of  the  Society  at  least  once  and  at  least  one 
month  before  the  annual  meeting  at  which  action  shall  be  taken. 

The  affirmative  vote  of  two  thirds  of  the  House  of  Delegates 
present  and  voting  shall  be  necessary  for  adoption. 

Amendments  made  necessary  by  law  shall  be  made  either  by 
the  Council  or  House  of  Delegates  whenever  such  necessity 
exists. 
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Elections 


Tellers 

Tellers  were  the  following: 

Clarence  A.  Straubinger,  Erie,  Chairman 
Doris  L.  Wethers,  New  York 
Bentley  D.  Merrim,  Kings 
David  L.  Koch,  Seneca 

. . . Speaker  Way  announced  that,  under  the  super- 
vision of  the  tellers,  members  of  the  staff  would  count 
the  ballots  . . . 

Nominations 

. . . Speaker  Way  introduced  Walter  T.  Heldmann, 
M.D.,  chairman,  who  presented  the  report  of  the  Nomi- 
nating Committee  as  follows: 

President 

George  Himler,  New  York 
President-Elect 

Edward  Siegel,  Clinton 
Vice-President 
John  Edward  Lowry,  Queens 
Secretary 

Carl  Goldmark,  Jr.,  New  York 
Assistant  Secretary 

Joseph  G.  Zimring,  Nassau 
Treasurer 

Thomas  F.  McCarthy,  The  Bronx 
Assistant  Treasurer 

Albert  M.  Schwartz,  New  York 
Speaker 

George  T.  C.  Way,  Dutchess 
Vice-Speaker 

Samuel  Wagreich,  The  Bronx 
Councilors  (four  for  three  years) 

Arthur  H.  Diedrick,  Westchester 
Albert  H.  Douglas,  Queens 
G.  Rehmi  Denton,  Albany 
Milton  Gordon,  Suffolk 
Trustees 

Joseph  J.  Kaufman,  Wayne,  (for  five  years) 

Walter  Scott  Walls,  Erie,  (for  two  years  to  fill  the 
unexpired  term  of  Frederick  A.  Wurzbach,  Jr., 
deceased) 

Delegates  to  the  AMA 
Lawrence  Ames,  Kings 
James  M.  Blake,  Schenectady 
Charles  M.  Brane,  Westchester 
Bruce  E.  Chamberlain,  Onondaga 
Max  Cheplove,  Erie 
Thomas  S.  Cotton,  Steuben 
Albert  H.  Douglas,  Queens 
Richard  D.  Eberle,  Onondaga 
Ralph  S.  Emerson,  Nassau 
Irwin  Felsen,  Allegany 
John  A.  Finkbeiner,  New  York 
Alfred  L.  George,  Genesee 
Walter  T.  Heldmann,  Richmond 
George  Himler,  New  York 
R.  Scott  Howland,  Chemung 
Edward  C.  Hughes,  Onondaga 
Warren  A.  Lapp,  Kings 
Herbert  A.  Laughlin,  Chautauqua 
Andrew  W.  Lawrence,  Suffolk 


Francis  J.  Loperfido,  The  Bronx 
John  J.  Noonan,  Rensselaer 
Bernard  J.  Pisani,  New  York 
Charles  D.  Sherman,  Jr.,  Monroe 
Edward  Siegel,  Clinton 
Philip  M.  Standish,  Ontario 
William  C.  Stein,  Niagara 
Samuel  Wagreich,  The  Bronx* 

C.  Stewart  Wallace,  Tompkins 


Balloting 

. . . The  nominees  for  president-elect,  vice-president, 
secretary,  assistant  secretary,  treasurer,  assistant  trea- 
surer, speaker,  vice-speaker,  couricilors  (four  for  three 
years),  and  trustees  (one  for  five  years  and  one  for  two 
years  to  fill  unexpired  term)  were  unopposed  and  were 
elected  by  a single  ballot  cast  by  the  secretary  . . . 

. . . Assistant  Secretary  Gordon  called  the  official  roll 
for  the  following  members  of  the  House  to  cast  their 
ballots: 

OFFICERS,  COUNCILORS,  TRUSTEES 

Walter  Scott  Walls 
George  Himler 
G,  Rehmi  Denton 
Joseph  G,  Zimring 
Milton  Gordon 
Thomas  F.  McCarthy 
Albert  M,  Schwartz 
George  T,  C,  Way 
Carl  Goldmark,  Jr, 

Waring  Willis 
Arthur  H,  Diedrick 
John  Edward  Lowry 
Edward  Siegel 

Joseph  J,  Kaufman 


C.  Stewart  Wallace 
Lynn  R.  Callin 
Richard  D.  Eberle 
Warren  A.  Lapp 
Bernard  J,  Pisani 
John  H,  Carter 
George  L,  Collins,  Jr, 
Paul  M,  De  Luca 
Ralph  S.  Emerson 
James  M,  Blake 
Milton  Helpern 
Edward  C.  Hughes 
Walter  T,  Heldmann 


PAST  PRESIDENTS 

Arthur  J,  Bedell 
Herbert  H,  Bauckus 
Carlton  E,  Wertz 
Edward  T,  Wentworth 
Renato  J,  Azzari 


Thurman  B,  Givan 
Henry  I,  Fineberg 
Norman  S,  Moore 
John  M,  Galbraith 
George  A,  Burgin 


COMMISSIONER,  NEW  YORK  STATE  DEPARTMENT  OF  HEALTH 


Hollis  S.  Ingraham 


DISTRICT  BRANCH  DELEGATES 


Vincent  I,  Bonafede 
Marvin  Brown 
Francis  X,  Dever 
Theodore  W,  Nowickif 

John  D,  Van  Zandt** 


David  R,  Harrington 
Leonard  L,  Heimoff 
Irving  G,  Manning 
Lee  R.  Tompkins 


SECTION  DELEGATES 

Arthur  G.  Baker 
Samuel  Bloom 
Thomas  S.  Bumbalo 
Thomas  J,  Doyle 
Henry  Fleck 
Donald  W,  Hall 
Albert  H,  Harris 
Robert  Katz 
Philip  H,  Landers 


Michael  J.  Lepore 
Frederick  Lee  Liebolt 
Samuel  H,  Madell 
Charles  F,  Nicol 
Arthur  Q,  Penta 
Howard  B,  Rasi 
William  F,  Robbett 
Joseph  J,  Russo 
Norman  B,  Schell 


*Dr,  Wagreich  withdrew  his  name  and  Thomas  F,  McCarthy, 
I’he  Bronx,  was  nominated  from  the  floor, 

tAlternate  delegate,  serving  for  Jason  K,  Moyer,  delegate. 

* ‘Alternate  delegate,  serving  for  Irving  Weiner,  delegate. 
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Wheelock  A.  Southgate 
William  J.  Staubitz 
M.  Theodore  Tanenhaus 

DELEGATES  FROM  COMPONENT  COUNTY  SOCIETIES 


Albany  (4) 

Gerald  B.  Austin 
James  A.  Moore 
John  J.  Phelan,  Jr. 
Francis  A.  Stephens 

Allegany  (1) 

Irwin  Felsen 

Bronx  (12) 

Carl  R.  Ackerman 
MarcelleT.  Bernard 
Alan  L.  Goldberg 
Isaiah  Gross 
Charles  M.  Kapp 
Frank  LaGattuta 
Francis  J.  Loperfido 
Joseph  C.  Polifrone 
Daniel  M.  Shapiro 
Samuel  Wagreich 
Alvin  D.  Yasuna 
Saul  Zucker 

Broome  (3) 

Sterling  \V.  Boyd 
John  A.  Kalb 
John  F.  Spring 

Cattaraugus  (1) 

Ovid  D.  Knight 

Cayuga  (1) 

Bernard  J.  Hartnett 

Chautauqua (2) 

Myron  B.  Franks 
Herbert  A.  Laughlin 

Chemung  (2) 

R.  Scott  Howland 
Henry  B.  Marshall 

Chenango (1) 

Robert  M.  Griffin* 

Clinton  (1) 

Leonard  J.  Schiff 

Columbia  (1) 

Rosewell  D.  Shaw 

Cortland  (1) 

William  J.  McAuliffe 

Delaware  (1) 

Thomas  E.  Lavell,  Jr. 

Dutchess  (3) 

Elvin  E.  Gottdiener 
H.  Sherman  Hirst 
James  K.  Keeley 

Erie  (9) 

Guy  S.  Alfano 
John  C.  Brady 
Max  Cheplove 
Kenneth  H.  Eckhert 
Anthony  J.  Federico 
Theodore  C.  Jewett,  Jr. 
James  R.  Nunn 
Clarence  A.  Straubinger 
Walter  T.  Zimdahl 


Victor  J.  Tofany 
John  R.  Williams,  Jr. 
Martin  H.  Zwerling 


Essex  ( 1 ) 

George  G.  Hart 

Franklin  (1) 

Alfred  A.  Hartmann 

Fulton  (1) 

Armand  J.  D'Firrico 

Genesee  (1) 

Alfred  L.  George 

Greene  (1) 

Edwin  G.  Mulbury 

Herkimer  (1) 

Harold  T.  Golden 

Jefferson  (2) 

Warren  W.  Daub 
Thomas  P.  Hamilton,  Jr. 

Kings 

Lawrence  Ames 
Norman  S.  Blackman 
Matthew  Brody 
Philip  J.  Cantor 
Vernal  G.  Cavet 
John  J.  Flynn 
Joseph  R.  Fontanetta 
Vincent  J.  Geraci 
Milton  E.  Hoeflet 
David  Kershner 
Vincent  A.  Lacovara 
Adrian  C.  Lamos 
Harry  S.  Lichtman 
A.  W.  Martin  Marino,  Jr. 
Martin  Markowitz 
Bentley  D.  Merrim 
Max  B.  Milberg 
Louis  Pellmant 
Ralph  M.  Schwartz 
Milton  B.  Spiegel 
Stanley  Stark 
Leo  J.  Swirsky 
Vincent  J.  Tesoriero 

Lewis  (1) 

Livingston  (1) 

James  M.  Judd 

Madison  (i) 

Felix  Ottaviano 

Monroe  (6) 

W'illiam  B.  Forsyth 
Gerald  L.  Glaser 
Eli  A.  Leven 
John  H.  Morton 
Charles  D.  Sherman,  Jr. 
Robert  C.  Webster 

Montgomery  (1) 

Alton  J.  Spencer** 

Nassau  (12) 

John  A.  Billows 
Clement  J.  Boccalini 
Jeff  J.  Coletti 
Samuel  Cytryn 


Abraham  W.  Freireich 
John  P.  Glaubitz 
Marjorie  H.  Greene 
Robert  P.  Jessup 
Joseph  H.  Kinnaman 
Leslie  I.  Lukash 
Stephen  J.  Schmeiser,  Jr. 
Maurice  Tulintt 

New  York  (25) 

Edward  A.  Burkhardt 
George  D.  Cannon 
Irwin  J.  Cohen 
George  S.  Craft 
C.  Joseph  Delaney 
Gerald  D.  Dorman 
Lawrence  Essenson 
John  A.  Finkbeiner 
William  H.  Foege 
Samuel  Z.  Freedman 
Keith  0.  Guthrie,  Jr. 

W.  Graham  Knox 
John  A.  Lawler 
Barbara  F.  Lipton 
Albert  S.  Lyons 
James  R.  Nealon 
Stephen  Nordlicht 
Oma  H.  Price 
William  B.  Rawls 
Theodore  Rosenthal 
George  M.  Saypol 
Mary  H.  Spalding 
Clifford  L.  Spingarn 
Meyer  Texon 
Doris  L.  Wethers 

Niagara  (2) 

Glenn  E.  Jones 
William  C.  Stein,  Jr. 

Oneida  (3) 

Clarke  T.  Case 
Robert  H.  Cross 
Robert  B.  Wallace 

Onondaga (5) 

Robert  B.  Bryant 
Bruce  E.  Chamberlain 
Robert  J.  Collins 
Charles  A.  Gwynn 
Robert  E.  Westlake 

Ontario  (2) 

Robert  M.  Price 
Philip  M.  Standish 

Orange  (3) 

William  S.  Montgomery 
Robert  W.  Rakov 
Orin  A.  Wahl 

Orleans  (1) 

Edward  A.  Barrett 

Oswego  (1) 

Marcus  A.  Wuerschmidt 

Otsego  (1) 

John  W.  Catcher 

Putnam  (1) 

Garrett  W.  Vink 


Lester  J.  Candela 
Albert  H.  Douglas 
Franz  L.  Flbstein 
Murray  Elkins 
Harry  H.  Epstein 
John  L.  Finnegan 
Irving  G.  Frohman 
Arthur  Gordon 
William  M.  Hewlett 
Hilda  Ratner*** 

Ralph  E.  Schlossman 
Lester  R.  Tuchman 
William  E.  F.  Werner 

Rensselaer  (2) 

John  J.  Noonan 
Thomas  D.  Pemrick 

Richmond  (3) 

Albert  B.  Accettola 
William  A.  Schwarz 
Joseph  F.  Shanaphy 

Rockland  (4) 

Burton  Allyn 
Fred  F.  Graziano 
Ralph  J.  Greenberg 
Lionel  Zemek 

St.  Lawrence  (1) 

Maurice  J.  Elder 

Saratoga  (1) 

Hans  Scheinttt 

Schenectady  (3) 

John  L.  Clowe 
Milton  F.  Gipstein 
Herbert  J.  Wright,  Jr. 

Schoharie  (1) 

Robert  Greenwald 

Schuyler  (1) 

Seneca  (1) 

David  L.  Koch 

Steuben  (2) 

Thomas  S.  Cotton 
Wayne  C.  Templer 

Suffolk  (7) 

Anthony  F.  Fragola 
Daniel  Friedman 
John  G.  Hansen 
Andrew  W.  Lawrence 
George  E.  Leone 
William  C.  Porter,  Jr. 
Milton  Rosenberg 

Sullivan  (1) 

Sirkka  E.  Vuornos 

Tioga  (1) 

Vernon  E.  McNeilus 

Tompkins  (2) 

Stephen  W.  Blatchly 
Dale  B.  Pritchard 

Ulster  (2) 

Milton  M.  Grover,  Jr. 
Frederic  W . Holcomb,  Jr. 

Warren  (1) 

Walter  F.  Harrison,  Jr. 


‘Alternate  delegate  serving  for  Thomas  M.  Flanagan,  dele- 
gate. 

t Alternate  delegates,  serving  for  Alfred  P.  Ingegno,  George 
Liberman,  and  Irving  M.  Pallin,  delegates. 


Queens  (16) 

Alfred  A.  Arigrist 
SolAxelrad  Washington  (1) 

Angelo  R.  Bologna  Milton  J.  Greenberg 

“Alternate  delegate,  serving  for  Philip  T.  Cortese,  delegate, 
tt Alternate  delegate,  serving  for  Leo  Fishel,  delegate. 
“‘Alternate  delegate,  serving  for  Norton  M.  Luger,  delegate, 
ttt Alternate  delegate,  serving  for  John  H.  Streit,  delegate. 
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Wayne  (1) 

James  M.  Flanagan 

Westchester  (8) 

Charles  M.  Brane 
John  N.  Dill 

Katharine  L.  Friedmann 
Reid  R.  Heffner 
Russell  C.  Johnson 


Report  of  Tellers 

. . . Speaker  Way  called  on  Clarence  A.  Straubinger, 
chairman,  to  give  the  report  of  the  tellers,  as  follows: 
Delegates  to  the  AMA 

George  Himler 228 

Edward  Siegel 228 

Bernard  J.  Pisani 176 

Ralph  S.  Emerson 172 

Edward  C.  Hughes 172 

James  M.  Blake 171 

R.  Scott  Howland 169 

C.  Stewart  Wallace 169 

Warren  A.  Lapp 168 

Charles  D.  Sherman,  Jr 168 

Charles  M.  Brane 165 

John  A.  Finkbeiner 149 

Andrew  W.  Lawrence 149 

Walter  T.  Heldmann 135 


Closing  Proceedings 

Thanks  to  Committees  and  Staff 

. . . Speaker  Way  thanked  the  convention  committees 
and  the  members  of  the  staff  who  had  worked  so  hard 
at  the  convention,  as  follows: 

Henry  I.  Fineberg,  M.D.,  executive  vice-president; 
J.  Richard  Burns,  J.D.,  assistant  executive  vice-presi- 
dent and  convention  coordinator;  Eugene  S.  Dombrow- 
ski,  comptroller  and  assistant  convention  coordinator; 
George  W.  Forrest,  Jr.,  assistant  to  the  executive  vice- 
president  and  dinner  dance  coordinator. 

House  of  Delegates:  Gretchen  Wunsch,  executive 

assistant;  Mary  T.  Politano,  coordinator;  Samuel  Pa- 
kula, stenotypist;  Judith  Epstein,  Marsha  Rebach,  Alice 
Wheeler,  Catherine  H.  Renze,  Roslyn  Schmetterling, 
Dorothy  Smith,  Elizabeth  Hirsch,  Marion  Lee,  Sally 
Haas,  Lillian  Stekas,  and  Dorothy  Hart.  Registration: 
Mary  Singer,  coordinator,  Beatrice  Duckfield,  Helen 
Gedicks,  Barbara  Homenick,  Margaret  Ryan,  and 
Sandra  Daniels.  Production:  Charles  Struzinski,  co- 

ordinator, Theodore  White,  Jacques  Charlier,  and  John 
Lipp.  Information,  Messages  and  Banquet  Tickets: 
Deanna  Bugan,  Susan  Roberts,  Raquel  Vargas,  and 
Pamela  Roth. 

Press  Room:  Guy  D.  Beaumont,  supervisor,  Richard 
Klemfuss,  Martin  Tracey,  Anton  Finelli,  Coleman  Fine- 
berg, Harry  Dexter,  Gerald  Sullivan,  William  Baltaks, 
Eleanor  Tralli,  Helen  Hickey,  Thomas  Walsh,  Bess 
Kurzner,  Carole  Weisenberg,  and  volunteers  from  Medi- 
cal Assistants  Association. 


. . . These  14  were  declared  elected  as  delegates  to  the 
AMA,  their  two-year  terms  of  office  start  on  January  1, 
1972 . . . 


Lawrence  Ames 68 

Herbert  A.  Laughlin 65 

Albert  H.  Douglas 64 

Francis  J.  Loperfido 63 

Philip  M.  Standish 57 

John  D.  Noonan 50 

Richard  D.  Eberle 8 

Max  Cheplove 4 

Thomas  F.  McCarthy  4 

Irwin  Felsen 3 

William  C.  Stein 1 

Bruce  E.  Chamberlain  . . 0 

Thomas  S.  Cotton 0 

Alfred  L.  George 0 


. . . The  first  eleven  were  declared  elected  alternate 
delegates  to  the  AMA,  their  two-year  terms  of  office  start 
on  January  1,  1972  . . . 

Introduction  of  President-Elect 

. . . Speaker  Way  introduced  the  new  president-elect, 
Edward  Siegel,  who  replied  to  applause  as  follows:  “I 
hope  to  serve  you  the  best  I can  during  my  term  of  office. 
Thank  you  very  much.” 


General  Registration:  Robert  Miller,  coordinator. 

Jack  O’Brien,  assistant  coordinator,  and  Evelyn  De- 
Marco. 

Technical  Exhibits:  Camille  M.  Cunningham,  man- 
ager, Cathleen  Thayer,  Florence  Rania,  and  Catherine 
Farrell.  Journal  and  Directory  Booths:  Elizabeth  C. 
Smith,  Frances  Casey,  Florence  Tracy,  Christine  Mor- 
gan, and  Victoria  Nott.  Physicians’  Placement  Bureau 
Booth:  Evelyn  Clark.  Medical  Care  Insurance  Booth: 
Clementine  Thompson. 

Scientific  Program:  Mollie  Pesikoff,  coordinator, 

Florence  Friedman,  and  Eileen  Cronnelly. 

Convention  Committee:  Bernard  J.  Pisani,  M.D., 

general  chairman  and  scientific  program;  Arthur  H. 
Diedrick,  M.D.,  dirmer  dance  chairman;  Albert  H.  Doug- 
las M.D.,  scientific  awards  and  scientific  exhibits  chair- 
man; Kenneth  B.  Olson,  M.D.,  and  James  J.  Quinlivan, 
M.D.,  cochairmen  of  scientific  motion  pictures;  and  Wil- 
liam B.  Rawls,  M.D.,  technical  exhibits  chairman. 

The  Americana  of  New  York:  James  Heimbaugh, 

Robert  Keilt,  Richard  Miller,  Frank  Marino,  and  Charles 
Waterman. 

Thanks  to  the  Speaker  and  Vice-Speaker 

. . . The  House  gave  a rising  vote  of  thanks  to  Speaker 
Way  and  Vice-Speaker  Goldmark  for  their  just  and  ex- 
cellent handling  of  the  meeting  . . . 

Adjournment 

. . . Speaker  Way  adjourned  the  House  at  10:50  a.m. 
on  Thursday,  February  18,  1971,  sine  die  . . . 


Allison  B.  Landolt 
Vincent  James  Manzella 
Wallace  M.  Sheridan 

Wyoming  (1) 

Paul  A.  Burgeson 

Yates  (1) 

Frank  L.  Armstrong 


1458  New  York  State  Journal  of  Medicine  / June  1,  1971 


Medical  Society  of  the  State  of  New  York 


Minutes  of  the  1971  House  of  Delegates 


Minutes  of  the  Annual  Meeting 
of  the  House  of  Delegates 
February  14  to  18,  1971 


INDEX 


Abortion 

Committee  Reports,  pages  1429,  1430 

Guidelines,  page  1429 

Law 

Amendment  of  Penal  Law  (71-54),  (71-80),  page 
1431; (71-55),  page  1368 
Repeal  and  Enactment  of,  to  forbid 

Abortion  Except  to  Safeguard  Life  of  Mother 
(71-89),  page  1432 

Repeal  and  Promulgation  of  Guidelines  and 
^gulations  (71-81),  page  1432 
Principles  of  Professional  Conduct  (71-26),  page  1368 
Solicitation  of  patients,  unethical  (71-43),  page  1368 
See  also:  Ethics 

Accident  and  Injury  Prevention:  Report,  page  1390 
Acute-Care  Hospital  Beds  in  Oneida  County  (71-73): 
see  Hospitals 

Aging  and  Nursing  Homes:  Report,  page  1391 
Albion  0.  Bernstein,  M.D.,  Award:  see  Awards 
Alcoholism 

Alcohol  in  the  System:  Detection  on  a broader  basis 
in  emergency  rooms,  page  1391 
Alcoholism  and  Drug  Abuse:  Report,  page  1392 
Allied  Health  Personnel 
Training  of,  page  1363 

See  also:  Report  of  Nursing  and  Allied  Health 

Professions 

American  Medical  Association 
Current  Procedural  Terminology  (71-41  and  71-68), 
page  1386 

SAMA-Medical  Education  Community  Orientation, 
Approval  and  Support  of  (71-70),  page  1412 
Student  Participation  in  MSSNY  (71-77):  see  Con- 
stitution and  Bylaws,  Amendments  Proposed 
Delegates:  Election  of  by  Districts:  see  Constitution 
and  Bylaws,  Amendments  Proposed 


New  York  Delegation  to:  Reports,  pages  1345,  1351 

Physician:  Distribution  of  by  Practice  in  U.S.,  page 
1310 

President’s  Address,  page  1262 

Realignment  of  Administrative  Structure,  page  1301 
Annual  Meeting:  Change  in  Date,  Report,  page  1279 
Archives:  Report,  page  1276 
Assessments:  see  Building,  Our 

See  also  Constitution  and  Bylaws,  Amendments 
Proposed 

Attending  Physicians’  Proper  Authority  (71-8),  page 

1435 

Audio-Visual  Aids:  Report,  page  1393 

Automated  Equipment:  Laboratory  Test  Batteries 

(71-45),  page  1386 
Awards 

Albion  O.  Bernstein  Award:  Presentation  to  Ludwik 
Gross,  M.D.,  page  1269 

Journal  Distinguished  Service  Awards:  Presenta- 

tions to  Bjorn  Thorbjarnarson,  M.D.,  and  Paul 
Reznikoff,  M.D.,  page  1269 

President’s  Citation  for  Distinguished  Community 
Service:  Presentation  to  James  G.  Parke,  M.D., 

page  1268 

Redway  Medal  and  Award:  Presentation  to  Robert 

J.  Mones,  M.D.,  page  1268 

Vice-President’s  Medal:  Presentation  to  G.  Rehmi 

Denton,  M.D.,  page  1268 
Bennett  Amendment,  see  Federal  Legislation 
Berry,  Edgar  P.,  M.D.:  Address,  page  1263 
Blood 

Administration  of:  Protection  from  Liability  (71-38), 
page  1437 

As  a Medical  Service  (71-35),  page  1369 
Blue  Cross:  see  Blue  Shield 
Blue  Shield 


June  1,  1971  New  York  State  Journal  of  Medicine  1459 


Plans,  approved,  page  1376 

Prehospital  Diagnostic  Evaluation  and  Blue  Cross 
(71-57),  page  1387 

Prehospitalization  Diagnostic  Insurance,  page  1374 
Radiologic  Services,  Reimbursement  for,  page  1374 
Bornemeier,  Waiter  C.,  M.D.:  Address,  page  1262 
Budget  and  Finance:  Report,  page  1327 
Building,  Our 
Assessment 

Censure  in  regard  to  (71-52),  page  1329 
Conversion  to  Noninterest-Bearing  Loan  (71-51), 
page  1329 

Dues  and  Assessment  List  (71-78),  page  1330 
See  also  Executive  Vice-President 
See  also  Constitution  and  Bylaws,  Proposed 
Report,  page  1300 
See  also  Executive  Vice-President 

Cancer 

Colon  and  Rectal  (71-75),  page  1413 
Papanicolaou  Smears 

Age  Limit  Change,  page  1394 

Broadening  of  State  Requirement  (71-16),  page  1410 
Unproved  Methods  of  Cancer  Treatment,  booklet  on, 
page  1394 

Certified  Public  Accountant:  Report,  page  1322 
Chernok,  Miss  Norma  B.:  Address,  page  1265 
Chronic  Pulmonary  Diseases:  Report,  page  1395 
Collective  Bargaining 

State,  County,  and  Federal  Agencies  Affecting  the 
Practice  of  Medicine  in  New  York  State,  a Proce- 
dure for  (71-14),  page  1388 
Colon  and  Rectal  Cancer:  see  Cancer 
Commission  and  Committee  Assignments:  see  Staff 
Community  Health:  Subcommittee  report,  page  1407 
Consolidated  Edison  Company:  Proposed  Expansion  of 
Astoria  Plant  (71-17),  page  1411 
Constitution  and  Bylaws 
Amendments  Approved 
Bylaws 

Chapter  XIV,  Section  3:  Election  Date,  County 
Society  Officers,  (70-16),  page  1272 
Chapter  HI,  Section  1:  Officer,  councilor,  or 

trustee  unable  to  fulfill  duties,  (Substitute 
Number  2 for  70-96),  page  1273 
Amendments  Referred 
Bylaws 

Chapter  I,  Section  6:  Life  membership 
Out-of-State  Office  and  Residency  (Substitute 
Number  1 for  70-96),  page  1273 
Chapter  XIV,  Section  2:  Re-election  to  Member- 
ship (70-97),  page  1274 
Amendments  Proposed 
Constitution 

Revision  of  (71-34),  page  1442 
Draft  of  Proposed  Revision,  page  1442 
Article  IX 

Assessment,  Approval  of  House  of  Delegates  or 
Component  Societies  Required  for  (71-46), 
page  1440 

Funds  for  Assessment  (71-20),  page  1440 
to  Limit  Assessment  by  Action  of  Council 
t(71-i21),  page  1440 

Raising  of  Funds,  deletion  of  by  any  other  man- 
ner approved  by  House  of  Delegates  or  by 
Council  when  House  not  in  session”  (71-86), 
page  1442 


Bylaws 

Chapter  I,  Section  6:  Life  Membership,  Change 
in  Age  Requirement  (71-53),  page  1440 
Good  Standing  for  ten  years  required  (71-56), 
page  1441 

Chapter  II,  Section  I:  Medical  School  Represen- 
tation in  House  of  Delegates  (71-62),  page  1441 
Chapter  EH,  Sections  1 and  2,  and  Chapter  XIII, 
Section  1,  Election  of  Council  by  Districts  (71- 
66),  page  1441 

Chapter  EH,  Sections  1 and  6,  Election  of  AMA 
Delegates  by  District  Branch  (71-67),  page  1441 
Osteopathic  Physicians  in  MSSNY  (71-22),  page 
1440 

Student  American  Medical  Association  Participa- 
tion in  MSSNY  Activities  (71-77),  page  1442 
Contingency  Fees:  Abolition  of  (71-25),  page  1354 
Continuing  (Postgraduate)  Education 

Academicians  to  Relieve  Community  Physicians  while 
they  meet  requirements  (71-19),  page  1412 
Program,  approved,  page  1397 
Report,  page  1396 
State-Wide  Academy,  page  1397 
Contract  Laboratories  (71-6),  page  1434 
Convention 

Eternal  Gratitude  (71-93),  page  1279 
Proposed  Change  in  Date,  page  1279 
Report,  page  1277 

Corporations  administering  laboratories:  ethics  in- 

volved: see  Ethics 

Council:  Election  of  by  Districts  (71-66):  see  Con- 

stitution and  Bylaws,  Amendments  Proposed 
Council  Meetings:  County  Society  Representation  at 

(71-63),  page  1330 

County  Society  Officers,  Election  Date:  See  Constitu- 
tion and  Bylaws,  Amendments  Approved 
County  Society  Representation  at  Council  Meetings, 
(71-63),  page  1330 
Credentials:  Report,  page  1261 

Current  Procedural  Terminology  (71-41)  and  (71-68), 
page  1386 

Data  Processing  in  Medicine:  Report,  page  1398 
Dattelbaum,  Maurice  J.,  M.D.,  Memorial  (71-97),  page 
1260 

Denton,  G.  Rehmi,  M.D.:  see  Awards 
Development  of  Automated  Multiphasic  Health  Testing 
Change  of  Name  to  Health  Care  Technology,  page 
1399 

Reports,  pages  1398,  1399 

Diagnostic  Insurance  Benefits:  Prehospitalization,  page 
1374 

Disaster  Medical  Care:  Report,  page  1399 
Divisions:  Reports,  see  Executive  Vice-President 
District  Branches:  Reports 
First,  page  1280 
Second,  page  1281 
Third,  page  1281 
Fifth,  page  1281 
Sixth,  page  1282 
Seventh,  page  1282 
Eighth,  page  1283 
Ninth,  page  1284 
Drug  Addiction 

Repeal  of  Public  Health  Law  Requiring  Report  of  (71- 
3),  page  1433 

Treatment  of  (71-4),  page  1433 


1460  New  York  State  Journal  of  Medicine  / June  1,  1971 


Drugs 

Advertisements  in  Mass  Media  on  Mtxxl-Changing 
and  Analgesic  (71-1),  page  1432 
Duties:  Unable  to  fulfill,  officer,  councilor,  trustee,' 

see  Constitution  and  Bylaws,  Amendments  Approved 

Economics:  Reports,  pages  1372,  1373 
Education  Law  Revision 
Nursing:  see  Nursing 
Reports,  pages  1426,  1427 
Elections 

Announcement  of  Tellers,  pages  1456 
Balloting,  page  1456 
Nominations,  page  1456 
Results:  Report  of  Tellers,  page  1458 
Emergency  Room  Services,  page  1359 
Epidemiology:  Hospital,  subcommittee  report,  page 

1407 

Empire  Medical  Political  Action  Committee,  Relation- 
ship Between  and  MSSNY:  Report,  page  1344 
Ershler,  Irving  L.,  M.D. 

Memorial  AMA,  page  1352 
Memorial  (71-95),  page  1260 
Ethics 

Abortion:  Solicitation  of  Patients,  page  1358 
Chiropractors:  Relationships  with,  page  1358 
Corporations  administering  laboratories,  page  1358 
Pharmaceutical  Companies:  Physician  as  Medical 

Director,  while  practicing  medicine,  page  1357 
Psychologists:  Partnership  with,  page  1358 
Treatment  by  physician:  Members  of  Own  Family, 

page  1357 

Executive  Vice-President:  Reports,  page  1298  and  1312 
Exhibitor  Reports:  Tally  of,  page  1311 

Family  Practice 

Elstablishment  of  Department  of  at  Downstate  Med- 
ical School  (71-18),  page  1411 
See  also  Workmen’s  Compensation 
Farrell,  George  P.:  Tribute  to,  page  1372 
Fee  Profiles:  Upgrading  of  (7 1-32),  see  Medicare 
Fees 

Contingency:  Abolition  of  (71-25),  page  1354 
Usual,  Customary,  and  Reasonable  (71-48),  page  1387 
See  also  W’orkmen’s  Compensation 
Fifty-Year  Citations:  page  1270 
Foreign  Graduate  Physicians:  see  Health  Manpower 
Forensic  Medicine:  Report,  page  1400 
Funding:  Basic  and  Applied  Research  (71-76):  see 

Research 
Foundations 

Dissemination  of  Information  Regarding  (71-65),  page 
1388 

Medical  (71-61),  page  1387 
See  also  Address  of  President-Elect 

Glassmire,  Charles  R.,  M.D.,  page  1268 
Government  Health  Centers:  Report,  page  1360 
Granoff,  Morris  A.,  M.D.,  page  1268 
Gross,  Ludwik,  M.D.:  see  Awards 
Guests 

Glassmire,  Charles  R.,  M.D.,  page  1268 
Granoff,  Morris  A.,  M.D.,  page  1268 
Limberger,  William  A.,  M.D.,  page  1268 
MacDonald,  William  J.,  M.D.,  page  1268 
Rowe,  Harry  M.,  M.D.,  page  1268 
Russell,  Stuart  W.,  M.D.,  page  1268 


Satulsky,  Emanuel  M.,  M.D.,  page  1268 
Soutter,  Lamar,  M.D.,  page  1268 

Hard  of  Hearing  and  the  Deaf:  Report,  page  1401 
Health  Care  Technology:  see  Development  of  Auto- 

mated Multiphasic  Health  Testing 
Health  Manpower 

Foreign  Graduate  Physicians,  page  1402 
Medical  Student  Recruitment,  page  1401 
Physicians’ Assistants,  pages  1401,  1403 
Reports,  pages  1401,  1402 

Surgical  Technicians:  Use  of  Trained,  (71-69),  page 
1412 

X-Ray  Technologists:  Licensure  of  Service  Trained 

(71-59),  page  1439 

Hospital  and  Professional  Relations:  Reports,  pages 

1358,  1359 

Hospital-Based  Physicians 

Principles  for  Professional  Service,  page  1361 
Report,  page  1360 
Hospitals 

Acute  Care  Beds  (Oneida)  (71-73),  page  1413 
Medical  Board  Meetings:  Standards  for  Accredita- 

tion, page  1358 

Municipal:  Open  as  Semiprivate  Facilities  (71-82), 

page  1370 

Preadmission  Diagnostic  Workup  (71-71),  page  1388 
Privileges:  Establishment  of  Objective  Standards 

(71-44),  page  1369 

Hospitalization:  Cost  of  (71-39),  page  1385 
Human  Tissues:  Medical  Service  (71-35),  page  1369 

Infectious  Diseases:  Subcommittee  report,  page  1407 
Industrial  Medicine  and  Surgery:  Section  on.  Change  of 
name  to  Occupational  Medicine  (71-47),  page  1284 
Intermediaries:  Fiscal,  see  Medicare 
Interspecialty:  Report,  page  1285 

Intoxication,  Legal:  Revision  of  Laboratory  Criteria  to 
Establish  (71-87),  page  1439 

Journal 

Distinguished  Service  Awards:  see  Awards 
Redway  Medal:  see  Awards 
Reference  Committee:  Report,  page  1276 
See  also  Executive  Vice-President’s  report 
Judicial  Council:  Report,  page  1332 

Lacovara,  Mrs.  Vincent  A.:  Address,  page  1264 
Laboratories 

Contract  (71-6),  page  1434 
Test  Batteries  (71-45),  page  1386 
Legal  Counsel:  Report,  page  1332 
Legislation 
Federal 

Bennett  Amendment,  pages  1418,  1419 
Reports,  pages  1416,  1418 
State 

Program  Bills  1970,  page  1420;  1971,  page  1424 
Reports,  pages  1420,  1423 
Legislation  Information  Center,  page  1422 
Lieberman,  Samuel,  M.D.,  Memorial  (71-98),  page  1260 
Life  Membership,  see  Constitution  and  Bylaws,  Amend- 
ments Referred  and  Amendments  Proposed 
Life  Members:  Elected,  pages  1292,  1296 
Limberger,  William  A.,  M.D.,  page  1268 

MacDonald,  William  J.,  M.D.,  page  1268 


June  1,1971  New  York  State  Journal  of  Medicine  1461 


Mason,  Vaughan  C.,  M.D.,  Memorial  (71-96),  page  1260 
Maternal  and  Child  Welfare:  Report,  page  1403 
Medicaid 

Program:  Strengthening  of  (71-29),  page  1287 
Sterilization:  Payment  for  Contraceptive  Procedure 
(71-72),  page  1288 

Urban  Poor:  Health  Care  for,  page  1288 
Medical  Aspects  of  Sports:  Report,  page  1404 
Medical  Board  Meetings:  Standards  for  Accreditation, 
see  Hospitals 

Medical  Care  Insurance:  Reports,  pages  1374,  1376 
Medical  Care  Plans:  Changes  in  Standards  for  Approv- 
al, 1376 

Medical  Review 
Manual,  page  1361 
Report,  page  1361 

Medical  School  Representation  in  MSSNY,  see  Consti- 
tution and  Bylaws,  Amendments  Proposed 
Medical  Services:  Commission  Report,  page  1370 
Medical  Students:  Membership  in  MSSNY  and  its 

Component  County  Medical  Societies  (71-24),  page 
1355 

Medicare 

Administrative  Cost  of  Government  Insurance  Pro- 
grams, page  1375 
Assignments  (71-33),  page  1287 
Chiropractic,  page  1301 
Fee  Profiles:  Upgrading  of  (71-32),  page  1287 
Fiscal  Intermediaries  (71-28),  page  1286 
Payments:  Review  of  (7 1-30),  page  1286 
Reimbursement  Formula,  page  1287 
United  Medical  Service:  Fiscal  Intermediary  (71-31), 
page  1286 
Membership 

Figures  as  of  May  1,  1970,  page  1295 
Re-Election  to,  see  Constitution  and  Bylaws,  Amend- 
ments Referred 

Mental  Hygiene:  Report,  page  1405 
Metabolic  Diseases:  Report,  page  1405 
Minutes  (1970)  Approved,  page  1261 
Mones,  Robert  J.,  M.D.:  see  Awards 
Municipal  Hospitals:  Semiprivate  Facilities  (71-82), 

see  Hospitals 

Narcotics:  Telephone  Orders  (71-2),  page  1433 
Neurology  and  Psychiatry:  Change  of  Name  and  Func- 
tion— Two  Separate  Sections  (71-90),  page  1356 
New  York  State  Medical  Assistants  Association 
Advisory  Committee  to.  Report,  page  1428 
Report,  page  1265 

New  York  State  Podiatry  Society,  Liaison  with:  Re- 

port, page  1344 
Nursing 

and  Allied  Health  Professions:  Report,  page  1362 
Diploma  Schools 

Baccalaureate  Academic  Credit  (71-88),  page  1439 
Reopening  of,  page  1362 
Termination  of,  to  Avert  (71-84),  page  1369 
Education  Law 

Opposition  to  Change  in  Definition  (71-36),  page 
1436 

Proposed  Amendment  to  (71-83),  page  1436 

Obscenities,  see  Smut 
Occupational  Health:  Report,  page  1377 
Occupational  Medicine,  Section  on:  Change  of  Name 
from  Industrial  Medicine  and  Surgery,  page  1284 


Oneida  County,  Acute  Care  Hospital  Beds  (71-73):  see 
Hospitals 

Officer,  councilor,  or  trustee  unable  to  fulfill  duties,  see 
Constitution  and  Bylaws,  Amendments  Approved 

Papanicolaou  Smear,  see  Cancer 
Parke,  James  G.,  M.D.:  see  Awards 
Peer  Review 

Immunity  (71-5),  page  1434 
Mechanisms:  Reports,  pages  1363,  1365 
Pharmaceutical  Company:  Physician  as  Medical  Di- 

rector while  Practicing  Medicine,  see  Ethics 
Physical  Medicine  and  Rehabilitation:  Report,  page 
1406 

Physicians 

Conflict  of  Interest:  Potential  (71-27),  page  1369 
Distribution  of,  by  practice  in  U.S.,  page  1310 
Physicians’  Assistants,  see  Health  Manpower 
Physicians’  Home:  Report,  page  1263 
Physicians’  Placement  Bureau 

Report,  see  Executive  Vice-President 
Report,  Reference  Committee,  page  1280 
Physician’s  Proper  Authority,  Opposition  to  Legislation 
and  Regulations  which  Deprive  Attending  (71-8), 
page  1435 

Pornography,  see  Smut 
Postgraduate  Academy,  Statewide,  page  1397 
Postmortem  Examination:  Establishment  of  New  Reg- 
ulations for  (71-9),  page  1435 
President:  Reports,  pages  1289  and  1290 
President-Elect 
Address,  page  1316 
Introduction  of,  page  1458 

President’s  Citation  for  Distinguished  Community 
Service:  see  Awards 
Preventive  Medicine:  Report,  page  1407 
Principles  of  Professional  Conduct 
Abortion  (71-26),  page  1368 
Revision  and  Up-Dating  (70-17),  page  1274 
Prize  Essays:  Reports,  page  1277 

Professional  Medical  Liability  Insurance  and  Defense 
Board:  Report,  page  1331 
Resolution  71-23,  page  1354 
Resolution  71-49,  page  1355 

Increases  in  Premiums  and  Limiting  of  Awards  (71- 
42),  page  1354 

Psychiatry,  see  Neurology  and  Psychiatry 
Public  and  Professional  Affairs,  Commission:  Report, 

page  1415 

Public  Health  and  Education:  Commission  Report, 

page  1389 

Public  Relations:  Report,  page  1425 
Quackery  (71-74),  page  1413 

Quebec  Federation  of  Medical  Specialists:  Raymond 
Robillard,  M.D.  (Address),  page  1265 

Radiologic  Services:  Reimbursement  for,  page  1374 
Raybrook,  State  Tuberculosis  Hospital,  see  Tuber- 
culosis Hospital 
Redway  Medal:  see  Awards 
Reference  Committees:  Listing  of,  page  1261 
Relative  Value  Study,  page  1372, 1373,  1374 
Research 

Basic  and  Applied,  Support  of  Continued  Funding 
(71-76),  page  1414 
Scientific  (71-58),  page  1438 


1462  New  York  State  Journal  of  Medicine  / June  1 , 1971 


Research  and  Planning:  Reports,  pages  1339,  1341 
Resolutions 

Deadline  for  Unrestricted  Introduction  (71-91),  page 
1356 

Prefding  of  (71-79),  page  1330 
Reznikoff,  Paul,  M.D.:  see  Awards 
Robillard,  Raymond,  M.D.:  Address,  page  1265 
Rowe,  Harry  M.,  M.D.,  page  1268 
Rural  Medical  Service:  Report,  page  1408 
Russell,  Stuart  W.,  M.D.,  page  1268 

Satulsky,  Emanuel  M.,  M.D.,  page  1268 
School  Health:  Report,  page  1410 
Scientific  Exhibits  Awards:  Report,  page  1269 
Scientific  Research  (71-58),  page  1438 
Secretary:  Reports,  pages  1292  and  1296 
Service-Trained  X-Ray  Technologists,  Licensure  of 
(71-59),  page  1439 

Smoking  and  Air  Pollution,  page  1395 
Smut,  Obscenities,  and  Pornography:  Opposition  to 

(71-37),  page  1437 
Snowmobiles,  page  1391 
Social  Security  Act 

Amendment  to  Change  Qualifying  Dates  (71-10),  page 
1435 

Reimbursement  Formula,  page  1287 
Soutter,  Lamar,  M.D.,  page  1268 

Spokesman,  Full-time  for  Medical  Profession  in 
New  York  State:  (71-50),  page  1437;  (71-92),  page 
1438 
Staff 

Reorganization,  page  1299 
Committee  Assignments  to,  page  1299 
Table  of  Organization,  page  1315 
Retirement,  Mandatory  (71-64),  page  1330 
Standards  of  Medical  Care:  Commission  Report,  page 
1357 

Sterilization  Procedures,  Payment  for  (71-72),  see  Med- 
icaid 

Student  American  Medical  Association,  see  American 
Medical  Association 

Student:  Membership  in  MSSNY  and  Component 

County  Medical  Societies  (71-24),  page  1355 
Surgical  Technicians:  Use  of  Trained,  (71-69),  see 

Health  Manpower 

Table  of  Organization,  see  Staff 

Test  Batteries:  Laboratory,  see  Automated  Equipment 
Thanks 

To  Committee  and  Staff,  page  1458 


To  Staff  of  Americana  of  New  York,  page  1458 
To  Speaker  and  Vice-Speaker,  page  1458 
Third-Party  Committee  (71-11),  page  1383 
Third-Party  Programs:  No  Income  Ceiling,  Service 

Benefits  Contracts  with  Fixed  Fee  Schedules  (71-15), 
page  1384 

Thorbjarnarson,  Bjorn,  M.D.:  .see  Awards 
Treasurer:  Report,  page  1297 

Treatment  by  Physician:  Members  of  Own  Family, 

see  Ethics 

Tropical  Diseases:  Subcommittee  report,  page  1407 
Trustees:  Board  of.  Reports,  pages  1321 
Tuberculosis  Hospital  at  Raybrook,  Use  of  as  Heart 
Rehabilitation  Center  (71-85),  page  1414 

United  Medical  Service 

Fiscal  Intermediary  (71-31),  see  Medicare 
Opposition  to  $2,500/$4,(X)0  and  $4,000/$6,000  Con- 
tracts (71-12),  page  1384 
Universal  Health  Insurance 
Critique  of  1970  Bill,  page  1381 
Report,  page  1379 
Resolution  71-7,  page  1435 

Ten  Basic  Principles  for  MSSNY  Approved,  page  1380 

Venereal  Disease:  Subcommittee  report,  page  1407 
Veterans  Administration:  Liaison  with:  report,  page 

1374 

Vision  Standards:  Peripheral,  page  1390 
What  Goes  On 

Report  of  Reference  Committee  on,  page  1276  see 
Executive  Vice-President 
Woman’s  Auxiliary:  Report,  page  1264 
Workmen’s  Compensation 

Family  Practice  Specialty  Rating  and  Code  Resolu- 
tions 70-87,  70-88,  page  1378;  Resolution  71-40, 
page  1385 

Fee  for  Attendance  at  Hearings  (71-60),  page  1387 
Fees  (71-13),  page  1384 
Reports:  pages  1377,  1378 

Wurzbach,  Frederick  A.,  Jr.,  M.D.,  Memorial:  AMA, 
page  1352;  (71-94),  page  12^ 

X-Ray  Technologists,  Licensure  of  Service-Trained 
(71-59),  page  1439 

“Yellow  Pages,’’  To  Meet  with  Representatives  of  the 
Publishers  of:  Report,  page  1428 


June  1,1971  New  York  State  Journal  of  Medicine  1463 


ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  13  through  17,  1972 

the  AMERICANA  of  New  York 

SCIENTIFIC  PROGRAM,  EXHIBITS,  MOTION  PICTURES 
SUNDAY,  FEBRUARY  13  through  WEDNESDAY,  FEBRUARY  16 


Scientific  Program 


Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested  to 
write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Subcommittee  of  the  Convention  Committee  at  the 
address  given  below. 

A short  abstract  of  the  proposed  presentation  should 
accompany  the  letter. 

DEADLINE:  June  15, 1971 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed  to 
Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee 
of  the  Convention  Committee  at  the  address  given  below. 


Address  all  communications  to  the  chairman 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue 

New  York,  New  York  10017 
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WHAT 

GOES 

ON ,..d,c 


NEW  YORK  STATE 


June  16-30,  1971 


CONTENTS 


SPECIALTY  INDEX 


New  York  City  Area 2 

New  York  State 

Broome  County 3 

Buffalo  Area 3 

Vermont 3 

Virginia  3 

Physicians’  Placement 4 


Alcoholism 2 

Basic  Science 3 

Cardiology 2,  3 

Internal  Medicine 2 

Obstetrics/Gynecology 2 

Otolaryngology 2 

Psychiatry 2 

Surgery 2 


C>1  Credits 2,  3 


Telephone  Lecture  Network 


3 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON”  are  being  offered 
at  less  than  cost.  The  $3.00  one-year  subscription  rate 
guarantees  you  22  issues  mailed  first  class  in  advance 
of  the  New  York  State  Journal  of  Medicine.  Write  or 
call  the  Editor  for  an  order  blank. 


Compiled  by  the 

Division  of  Scientific  Activities 

Norman  S.  Moore,  M.D.,  Director 

Donald  C.  Walker,  M.D.,  Advisor 
Mrs.  Evelyn  O.  Clark,  Editor 
J.  Richard  Burnt,  Business  Manager 

Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
750  Third  Avenue,  New  York,  N.  Y.  10017.  Telephone 
Yukon  6-5757. 


NOTICE  TO  HOSPITALS  AND 
MEDICAL  SCHOOLS 


The  Editor  of  "What  Goes  On"  invites  you  to  send  notices  of  con- 
tinuing medical  education  including  "Teaching  Days",  important  lecture- 
ships, and  similar  programs  to:  The  Editor,  What  Goes  On,  Medical 
Society  of  the  State  of  New  York,  750  Third  Avenue,  N.Y.,  N.Y.  10017. 
This  is  a free  service  of  your  Medical  Society.  The  deadline  dates 
are  as  follows: 


Meeting  Dates 
June  16-30,  1971 
July  1-31,  1971 
August  1-31,  1971 
September  1-15,  1971 
September  16-30,  1971 
October  1-15,  1971 
October  16-31,  1971 
November  1-15,  1971 
November  16-30,  1971 
December  1-15,  1971 
December  16-31,  1971 


Deadline  Date 
April  25,  1971 
May  10,  1971 
June  10,  1971 
June  25,  1971 
July  25,  1971 
August  10,  1971 
August  25,  1 971 
September  1 0,  1 971 
September  25,  1 971 
October  10,  1971 
October  25,  1971 
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NEW  YORK  CITY  AREA 


WEDNESDAY,  JUNE  16 

9 : 00—1  0 : 00  o.m. 

St.  Vincent’s  Hospital  and  Medical  Center 

153  West  1 1th  Street 

Auditorium,  Cronin  Building,  10th  floor 

IMMUNOSUPPRESSIVE  THERAPY 

ROBERT  STEWART  SCHWARTZ,  M.D. 

New  England  Medical  Center 

CREDIT:  C-1 

June  16,  1971  / June  18,  1971 
The  New  York  Academy  of  Sciences 

Americana  Hotel 

52nd  Street  and  7th  Avenue 

INTERSTELLAR  MOLECULES  AND 
COSMO-CHEMISTRY 

LLOYD  MOTZ,  Ph.D. 

Columbia  University 
FRED  M.  JOHNSON,  Ph.D. 

Pasadena,  California 

Write;  The  New  York  Acodemy  of  Sciences,  2 East  63rd  Street, 
New  York,  N.Y.  10021. 


WEDNESDAY,  JUNE  16 

11:00  a.m.-l  2 ; 00  noon 

New  York  Medical  College 

Mental  Retardation  Institute 
105  East  106th  Street 

INTERDISCIPLINARY  STAFF  CONFERENCE 

MARGARET  J.  GIANNINI,  M.D.,  Director  Mental  Retardation  Institute 


June  19,  1971  / June  26,  1971 

9:00  a.m.-6:00  p.m. 

The  Page  and  William  Black  Post-Graduate  School 
of  Medicine 

Mount  Sinai  Hospital 
1 00th  Street  and  Fifth  Avenue 

RHINOPLASTY  AND  OTOPLASTY 

IRVING  B.  GOLDMAN,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $400 


June  21,  1971  / June  23,  1971 

Monday-Wednesday 

State  University  of  New  York 
Downstate  Medical  Center 

First  Floor  Lecture  Hall,  Basic  Sciences  Building 

450  Clarkson  Avenue 

Brooklyn 

BASIC  THALAMIC  STRUCTURE  AND  FUNCTION 
(Sponsored  by  the  School  of  Graduate  Studies  and 
the  College  of  Medicine) 

Pre-registration  required. 


FEE:  $15  (includes  coffee  breaks  and  two  lunches) 

Contact  WALTER  RISS,  M.D.,  Conference  Chairman,  Department  of 
Anatomy,  above  address.  Tel.  (212)  270-1419. 


Summer  Irtsfitufe  on 

ALCOHOL  PROBLEMS 

FEE:  $8 

Write;  Professor  Marian  V.  Hamburg,  Dir.  of  Health  Education 
above  address. 


EVENTS  RECEIVED  AFTER  DEADLINE 


WEDNESDAY,  JUNE  9 

3 : 00-6  : 00  p.m. 

The  New  York  Academy  of  Medicine,  Section  on 
Obstetrics  and  Gynecology 

2 East  103rd  Street 

Special  Teaching  Afternoon  on 

LUTEAL  PHASE  FAILURE— RECOGNITION  AND 
MANAGEMENT 

RAYMOND  VANDE  WIELE,  M.D.,  Moderator 
Columbia  University  P & S 
DELPHINE  BARTOSIK,  M.D. 

New  York  Medical  College 
J.  VICTOR  REYNIAK,  M.D. 

New  York  Medical  College 
RAPHAEL  M.  JEWELICZ,  M.D. 

Columbia  University  P & S 

Followed  by  Round  Table  Discussion 


THURSDAY,  JUNE  10 

8 : 00  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Surgery  will  hold  a combined  meeting 
with 


June  22,  1971  and  June  29,  1971 

9:00  a.m.,  Tuesdays 

New  York  Infirmary 

Toscanini  Room,  Third  Floor 
Stuyvesont  Square  East  and  15th  Street 

June  22 

Recurrent  Ventricular  Tachycardia  in  Acute 
Myocardial  Infarction  with  Recovery 

EPHRAIM  GLASSMAN,  M.D. 

N.Y.U.  School  of  Medicine 

June  29 

Sarcoidosis 

ARTHUR  BOYD,  M.D. 

N.Y.U.  School  of  Medicine 
ABRAHAM  G.  COHEN,  M.D. 

Monteflore  Hospital 


June  28,  1971  / July  2,  1971 

Division  of  Physical  Education,  Health  and 
Recreation,  School  of  Education 
New  York  University 

54  South  Building 

Washington  Square,  New  York  City 
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New  York  Cancer  Society 

New  York  Cardiovascular  Society 

New  York  Pediatric  Surgery  Society 

New  York  Surgical  Society 

New  York  Society  for  Thoracic  Surgery 

EACH  SOCIETY  WILL  PRESENT  ONE  PAPER 

Discussion  will  follow 


BROOME  COUNTY 


SATURDAY,  JUNE  24 

10:00  o.m. 

Women’s  Medical  Society  of  New  York  State 

Chenango  Bridge 

SCHOLARSHIP  LOANS  FOR  WOMEN 
MEDICAL  STUDENTS 

JEAN  SMITH,  M.D.,  Chairman 
Scholarship  Loon  Fund 


BUFFALO  AREA 


♦June  17,  1971  and  June  24,  1971 

7 : 30-9  : 30  p.m.,  Thursdays 

State  University  of  New  York  at  Buffalo 

Sisters  of  Charity  Hospital 
Palmer  Hall 

CARDIAC  CLINICS  AND  PHYSICAL 
EXAMINATION  OF  THE  CARDIAC  PATIENT 

June  17 

Auscultation — Systolic  Regurgitant  Murmur 
Definition 
Recognition 

Rheumatic  Mitral  Regurgitation 
Murmur 

Ruptured  Chordae  Murmurs 
The  Delayed  Systolic  Murmur 
Case  Presentations 

June  24 

Auscultation — Systolic  Regurgitant  Murmur 
The  VSD  Murmur 
Usual 
Muscular 

Differentiation  from  Aortic  Stenosis 
Murmur 

The  Tricuspid  Regurgitation 
Murmur 

Continuous  Murmurs 
PDA 

Venous  Hums 
Mammary  Souffle 
Case  Presentations 

*WHAT  GOES  ON  will  publish  notices  of  the  individual  Thursday  lec- 
tures in  appropriate  issues. 

FEE:  $10  CREDIT:  C-1 

Write:  Continuing  Medical  Education,  Main  Street  Division — School 

of  Medicine,  State  University  of  New  York  at  Buffalo,  2211  Main 
Street,  Buffalo,  N.Y.  14214.  Tel.  (71  6)  83 1 -5526. 


TELEPHONE  LECTURE  NETWORK 


The  State  University  of  New  York  at  Buffalo  School  of  Medicine  pre- 
sents various  programs  via  the  facilities  of  the  Telephone  Lecture  Net- 
work of  the  Regional  Medical  Program  for  Western  New  York.  The 
Network  covers  the  counties  of  Erie,  Niagara,  Genesee,  Wyoming, 
Chautauqua,  Cattaraugus,  and  Allegany  in  New  York  State  and  Erie 
County  and  McKean  County  in  the  Commonwealth  of  Pennsylvania. 
There  ore  55  Hospital-outlets. 

Programs  are  presented  in  five  series: 

1.  A weekly  series  of  general  interest  considered  useful  to  all 
physicians  presented  at  1 1 : 30  a.m.  on  Tuesdays. 

2.  The  monthly  Pediatrics  Conference  from  Children's  Hospital 
sponsored  by  the  Department  of  Pediatrics  and  presented  on  the  second 
Friday  of  each  month  under  the  direction  of  Thomas  Aceto,  Jr.,  M.D. 

3.  The  monthly  series  on  trauma  sponsored  by  the  Division  of  Ortho- 
pedic Surgery,  Department  of  Surgery,  and  presented  on  the  fourth 
Thursday  of  each  month  under  the  direction  of  Eugene  R.  Mindell,  M.D. 

4.  A new  monthly  series  on  Cancer  sponsored  by  the  Roswell  Pork 
Memorial  Institute  and  presented  on  the  third  Wednesday  of  each 
month  under  the  direction  of  Gerold  P.  Murphy,  M.D. 

5.  A new  series  sponsored  by  the  Department  of  Psychiatry  and 
the  Buffalo  State  Hospital  to  be  presented  under  the  direction  of  Dr. 
Yoosuf  A.  Hoveliwala  on  the  fourth  Wednesday  at  1 1 : 00  a.m. 

For  further  information,  please  contact  Continuing  Medical  Educa- 
tion, 221  1 Main  Street,  Buffolo,  N.Y.  14214.  Tel  (71  6)  83 1 -5526. 


VERMONT 


June  18,  1971  and  June  19,  1971 
The  Department  of  Neurology 

University  of  Vermont 
Burlington 

Postgraduate  Course 

PEDIATRIC  NEUROLOGY 

Guest  Faculty  includes: 

PHILIP  R.  DODGE,  M.D.,  Washington  University,  St.  Louis 
GERALD  FENICHEL,  M.D.,  Vanderbilt  University,  Nashville 
Members  of  the  Departments  of  Neurology,  Pediatrics  and  Medicine, 
University  of  Vermont  College  of  Medicine 

Topics  include: 

Neuromuscular  Disease,  Infectious  and  Para-Infectious  Complica- 
tons  of  the  Nervous  System,  Neurologic  Complications  of  cancer, 
epilepsy,  and  headaches  and  Migraine 

For  further  information,  write  or  call  the  Office  of  Continuing  Educa- 
tion for  Health  Sciences,  Given  Building,  University  of  Vermont 
College  of  Medicine,  Burlington,  Vermont.  05401.  (Telephone: 
802-656-2292.) 


VIRGINIA 


June  17,  1971  / June  19,  1971 
American  Medical  Women’s  Association 

Williamsburg 

EXECUTIVE  BOARD  AND  NATIONAL 
CHAIRMEN 
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PHYSICIANS’  PLACEMENT 


CHESTER,  N.Y.,  Warren  County,  needs  a Family  Physician. 

CONTACT;  HOWARD  B.  SWAN,  Supervisor,  Tov/n  of  Chester,  N.Y. 
12817.  Telephone  before  visiting.  Home:  (518)  494-3227. 

Office;  494-2711. 


HIGHLAND,  N.Y.,  Ulster  County,  needs  two  G.P.’s. 

CONTACT:  MR.  JOHN  C.  MILLER,  2 Tillson  Avenue,  Highland,  N.Y. 

1 2528.  Tel.  (914)  691-71  92;  or  PETER  ROUMELIS,  Highland  Hard- 
ware, Vineyard  Ave.,  Highland.  Tel.  691-2900.  (Opposite  Pough- 
keepsie) 


LAKE  PLACID,  N.Y.,  Essex  County.  G.P.'s,  Internists,  Ophthalmologist, 
Psychiatrist,  etc. 

CONTACT:  MR.  JOHN  WATT,  Chm.,  Physician-Recruitment  Committee, 
Lake  Placid  Club,  Essex  County,  N.Y.  1 2946. 


LEXINGTON,  N.Y.,  Greene  County.  G.P.  and  Internist. 

CONTACT:  MR.  HAROLD  S.  RAGUE,  Lexington,  N.Y.  12452.  Tel. 

(518)  989-6707. 


LITTLE  FALLS,  N.Y.,  Herkimer  County.  Specialists  in  Ob/Gyn,  Internal 
Medicine,  Pediatrics  and  G.P. 

CONTACT:  MR.  RICHARD  S.  QUINLAN,  Little  Falls  Hospital,  Little  Falls, 
N.Y.  1 3365.  Tel  (315)  823-1  000. 


LIVONIA,  N.Y.,  Livingston  County.  G.P. 

CONTACT:  MRS.  BERNICE  B.  PEASE,  Chm.,  Doctor  Procurement  Com 
mittee,  5413  Lima  R.,  Geneseo,  N.Y.  14454.  (716)  346-3866. 


LONG  LAKE,  N.Y.,  Hamilton  County.  General  Practitioner. 

CONTACT:  Medical  Procurement  Committee,  P.O.  Box  83,  Long  Lake, 
N.Y.  12847. 


MAINE,  N.Y.,  Broome  County.  G.P.  Partnership. 

CONTACT:  MORRIS  EBER,  M.D.,  2 Church  Street,  Maine,  N.Y.  13802. 
Tel.  (607)  UN  1-3251. 


MARGARETVILLE,  N.Y.,  Delaware  County.  One  or  two  G.P.'s  and/or 
Internist. 

CONTACT:  MR.  RICHARD  E.  ANDERSON,  Adm.,  Margaretville  Hos- 

pitol,  Morgaretville,  N.Y.  1 2455. 


MARLBORO,  N.Y.,  Ulster  County.  G.P. 

CONTACT:  MR.  MICHAEL  CANOSA,  Supervisor,  Indian  Road,  Marl- 

bora,  N.Y.  12542.  Tel.  (914)  SW  5-9561. 


MEDINA,  N.Y.,  Orleans  County.  One  or  more  G.P.'s  and  Specialists  in 
Urology  and  Cardiology. 

CONTACT:  ALLEN  J.  PERREZ,  JR.,  Adm.,  Medina  Memorial  Hospital, 
Medina,  N.Y.  14103.  Tel.  (71  6)  798-2000. 


MORAVIA,  N.Y.,  Cayuga  County.  G.P. 

CONTACT:  C.  T.  YARINGTON,  M.D.,  6 West  Cayuga  Street,  Moravia, 
N.Y.  13118. 


NEWARK,  N.Y.,  Wayne  County,  needs  an  Ob/Gyn  Specialist. 

CONTACT:  MRS.  SOPHIE  P.  ZIEGLER,  Adm.,  Newark-Wayne  Com- 

munity Hospital,  Inc.,  Driving  Park  Ave.,  Newark,  N.Y.  14513. 


NEW  YORK,  N.Y.  Specialist  in  X-Ray  Diagnosis  and  Therapy  wanted 
in  partnership. 

CONTACT:  HENRY  M.  TATERKA,  M.D.,  325  West  End  Avenue,  New 
York,  N.Y.  10023.  Office  'phone:  (21  2)  TR4-6362;  Home  'phone: 
799-7828. 


NEW  YORK,  N.Y.  Locum  Tenens  in  Psychiatry.  Must  be  Board  Certified. 

CONTACT:  CHARLES  GOLDFARB,  M.D.,  43  King  Street,  New  York, 
N.Y.  10014.  Telephone  between  12  and  1 WA  9-6607. 


NORWICH,  N.Y.,  Chenango  County,  needs  a staff  Psychiatrist. 

CONTACT:  GENEVIEVE  TIRRELL,  M.D.,  Dir.,  Chenango  County  Mental 
Health  Clinic,  171  North  Broad  Street,  Norwich,  N.Y.  13815.  Tel. 
(607)  334-2270  or  2279. 


PLEASANT  VALLEY,  N.Y.,  Dutchess  County,  needs  a G.P. 

CONTACT:  MR.  KENNETH  J.  KNAPP,  Gretna  Wood  RFD  #1,  Pough- 
keepsie, N.Y.  12601. 


BATAVIA,  N.  Y.,  Genesee  County,  needs  Anesthesiologist  immediately 

CONTACT:  SISTER  MARY  GIRARD,  Hospital  Administrator,  St.  Jerome 
Hospital,  Batavia,  N.Y.  14020. 


ELMIRA,  N.Y.,  Chemung  County,  needs  Specialists  in  Anesthesiology. 

CONTACT:  WILLIAM  K.  NOWILL,  M.D.,  Chairmon,  Department  of 

Anesthesiology,  Arnot-Ogden  Hospital,  Roe  Avenue,  Elmira,  N.Y. 
14901.  Tel.  (607)  734-5221. 


JAY,  N.Y.,  Essex  County,  needs  G.P.  now. 

CONTACT:  MR.  ARTHUR  DOUGLAS,  Supervisor,  Au  Sable  Forks,  N.Y. 

1 291  2.  Tels.  (518)  647-4995  or  647-9908. 


BROOKLYN,  N.Y.,  Kings  County,  needs  Board  Qualified  Family  Physi- 
cian with  same  administrative  experience. 

CONTACT:  MRS.  WINNIE  HARRIS,  Personnel  Mgr.,  Provident  Neigh- 
borhood Health  Center,  584  Myrtle  Avenue,  Brooklyn,  N.Y.  Tel. 
(212)  789-2594. 


NEW  YORK  CITY,  N.Y.,  Full  time  Resident  Physician  wanted  far  large, 
modern  extended  core  facility.  Program  under  direction  of  Special- 
ists in  Internal  Medicine. 

CONTACT:  MR.  BERNARD  GINSBERG,  Adm.,  175  East  96  Street,  N.Y., 
N.Y.  10028.  (212  HA7-7000. 


NEW  YORK  CITY,  N.Y.,  Veterans  Administration  seeking  Dermatologist, 
OPC  Department 

CONTACT:  FRANK  S.  RUMMEL,  M.D.,  V.A.,  252  Seventh  Avenue,  N.Y., 
N.Y.  10001.  (212)620-6522. 
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similar  to  those  seen  with  barbiturates, 
have  been  rejported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  poten- 
tial benefits  beli^cighed  against  its 
possible  hazards. 

Precautions:  In  th®  elderly  and  debili- 
tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  pjeclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolcrated.psiot  recommended 
in  children  under  six.  1 hough  generally 
not  recommended,  if  combination  ther- 
apy with  other  psychotfopics  seems 
indicated,  carefully  consider  individual 
pharmacologic  effects,  ptirticularly  in 
use  of  potentiating  druj^uch  as  MAO 
inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  pre.sence  of  im- 
paired renal  or  hepatic  function.  Para- 
doxical reactions  (e.f,’..  excitement, 
stimulation  and  acute  rage^  have  been 
reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxi- 
ety states  with  evidence  of|impending 
depression;  suicidal  tendencies  may  be 
present  and  protective  measures  neces- 


sary. Variable  effects  on  blood  coagula- 
tion have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has 
not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in 
the  elderly  and  debilitated.  These  are 
reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage 
ranges.  In  a few  instances. syncope  has 
been  reported.  Also  encountered  are 


isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased 
libido  — all  infrequent  and  generally 
controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage 
fast  activity)  may  appear  during  and 
after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported 
occasionally,  making  periodic  blood 
counts  and  liver  function  tests  advisable 
during  protracted  therapy. 

Supplied:  Tablets  containing  5 mg, 

10  mg  or  25  mg  chlordiazepoxide. 


acjjunctive 


For  excessive  anxiety  in  the  arthritic  patient 

LibritabslO  mg 

(chlordiazepoxide) 


one  tablet 


Ud./q.i.d. 


. . . in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief : 

CU  belladonna  alkaloids— for  the  hyperactive  bowel 
n simethicone— for  accompanying  distension  and  pain  due  to  gas 
n phenobarbital— for  associated  anxiety  and  tension 


Compositiun:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  sco|x)lamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  .Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
halt  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED* 

antispasmodic/sedative/  antiflatulent 


Spring  peeper  (tree  frog,  Hyla  crucifer): 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 
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You  can't  fell  a redwood 
with  a hatchet 


With  vitamins,  too,  relative  needs  determine  the  choice. 


A low  potency  vitamin  formula  may  be 
'a  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 


THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patientswith:  arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 


Theragran 


High  Potency  Vitamin  Formula 


Theragran-M 


High  Potency  Vitamin  Formula  with  Minerals 
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The  perfect  match 
for  modern  thyroid  function  tests 


Advanced  thyroid  function  testing  has 
met  its  match  in  AMES  THYRIMETER®  — 
perhaps  the  easiest-to-use  office 
instrument  of  its  kind.  Because  AMES 
T-4  and  T-3  tests  are  faster,  accurate, 
and  more  convenient,  they  virtually 
demand  something  of  equal  excellence 
in  a gamma  counter  to  complement  their 
performance  in  measuring  thyroid 
function.  And  they  met  their  match  in 
THYRIMETER.  , 

Thyrimeter' 

Direct  Ratio  Reading  Gamma  Counter  l 


THYRIMETER  is  a self-calculating  gamma  counting  instrument 
designed  specifically  for  office  use.  It  is  attractive,  modern 
and  compact  and  fits  easily  into  any  office  work  area.  Even  more 
important,  THYRIMETER  is  easy  to  use.  It  has  a simple,  push-button 
operation  and  needs  no  complicated  adjustments.  THYRIMETER 
gives  a direct  ratio  readout  so  that  no  manual  calculations  are 
needed.  It  displays  percent  retention  automatically.  And  used 
together  with  either  TETRALUTE®  Column  T-4  Test  for  Thyroid 
Function)  or  TRILUTE®  Column  T-3  Test),  it  makes  thyroid 
function  testing  a practical  reality  in  your  office. 


FIRST  CLASS 
Permit  No.  24 
Elkhart,  Indiana 


Business  Reply  Mail 

No  postage  stamp  necessary  if  mailed  in  the  United  States 


Postage  will  be  paid  by  — 


Ames  Company 

OO'"  Division  Miles  Laboratories,  Inc. 
ZUVju  Elkhart,  Indiana  46514 


A technologic  advance  I 

in  office  thyroid  information  systems  ^ 


new  T-4  test  takes  fewer  steps  and 
less  time  to  do 


'2=1  Column  T-4  Test 
I L I I tor  Thyroid  Function 


Measures  total  thyroxine  (T-4) 
in  the  blood  by  faster  and  less 
complicated  means.  Provides 
information  comparable  to  the 
PBI  procedure  but  is  faster, 
less  complicated,  and  also 
more  reliable,  since  test  results 
are  not  affected  by  exogenous 
iodine.  Compared  to  other  T-4 
tests,  TETRALUTE  eliminates 
several  time-consuming  steps 
and  the  equipment  needed  to 
do  them... cuts  testing  time 
significantly. 


the  most  conven  lent  off  ice  t 
T-3  test  jj 

Trilute  sc  - 

Takes  only  20  to  25  minutes  to  i' 
do,  compared  to  one  to  two  | 
hours  with  older  methods.  I 
Requires  no  time-consuming  I 
incubation  or  complicated  f 
rinse  procedures.  Far  more  | 
convenient  than  PBI  and  ; 
unaffected  by  exogenous  iodinr  > 
TRILUTE  may  be  used  together 
with  TETRALUTE  to  obtain  a ! 
“free  thyroxine  index,”  which  is ' i 
a more  reliable  way  of 
interpreting  thyroid  function 
when  factors  altering  the  ; 
thyroxine-binding  globulins  are  L 
present  or  suspected.  j 


the  easiest-to-use  gamma  counter 
designed  for  office  use 


■ ■ Direct  Ratio 

Thyrimeter  sec  ™ 

May  be  used  with  either  TRILUTE  or  TETRALUTE.  Makes 
routine  thyroid  testing  and  monitoring  feasible  right  in  the 
office.  For  more  information  about  this  AMES  Thyroid 
Information  System,  mail  the  card  below. 


Gentlemen: 

I am  interested  in  learning  more  about  the  THYRIMETER”'/TETRALUTE"’/ 
TRILUTE''Shyroid  Information  System. 

Please; 

□ Send  further  information 

□ Arrange  for  a demonstration 

Name 

Address  


I 

\ 


■ 


TETRALUTE  and  TRILUTE  are 


based  on  research  by  the 
Hebrew  University- Hadassah 
Medical  School,  Jerusalem, 
Israel . Manufactured  by 
AMES-Yissum,  Ltd.,  Jerusalem, 
Israel  for  AMES  Company, 
Division  Miles  Laboratories  anc 
its  worldwide  affiliates. 


C'lK/ 


7in 


Month  in  Washington 


The  speaker  of  the  American  Medical  Association’s 
House  of  Delegates  has  warned  against  exaggerated 
claims  that  national  health  insurance  is  the  total  answer 
to  the  nation’s  health  care  problems.  Testifying  before 
the  Senate  Finance  Committee,  Russell  B.  Roth,  M.D., 
Erie,  Pennsylvania,  said  the  medical  profession  as  repre- 
sented by  the  AMA  is  “concerned  by  the  overpromise 
which  seems  inherent  in  a wide  variety  of  legislative  pro- 
posals placing  strong  reliance  on  a restructuring’’  of  the 
health  care  delivery  system  in  this  country. 

“We  caution  against  the  attractive  but  totally  im- 
practical notion  that  one  legislative  act  can  solve  the 
problems  (as  to  health  care)  of  a profoundly  troubled 
society,”  he  said. 

“We  commend  to  you  our  specific  proposal,  Medi- 
credit,  for  attacking  financial  barriers.  We  also  solicit 
your  support  in  ongoing  efforts  to  augment  manpower, 
to  improve  practice  patterns,  to  apply  effective  measures 
to  mc^erate  and  contain  costs,  to  meet  the  challenges  of 
the  inner-city  and  the  rural  scenes,  and  in  general  to 
meet  the  goal  that  no  one  shall  be  deprived  of  the  best 
health  care  that  is  within  our  power  to  provide.” 

“Those  of  us  who  are  in  group  practice,  and  there  are 
over  40,000  of  us,  have  our  own  concepts  of  its  advantages 
to  our  patients  and  to  us,”  Dr.  Roth  said.  “But  few  of 
us  look  on  group  practice  as  a panacea.  The  notion  has 
been  advanced  that  the  AMA  opposes  salaries  for  physi- 
cians and  champions  direct  fee-for-service  alone.  This 
would  come  as  news  to  our  large  number  of  member 
physicians  who  derive  their  income  in  whole  or  in  part 
from  salary.  It  is  a false  premise.  Upon  it  is  based  the 
allegation  that  fee-for-service  favors  overtreatment  and 
prepayment  does  not.  One  might  as  logically  assert  that 
prepayment  favors  undertreatment.  Actually  a good 
and  conscientious  physician  responds  with  consistency  to 
the  needs  of  his  patients  as  he  sees  them. 

“One  hears  over  and  over  the  statistical  studies  to 
show  reduced  utilization  rates  under  prepayment.  But 
less  prominence  is  given  to  other  studies,  such  as  that  by 
the  Russell  Sage  Foundation  which  concluded  that 
nearly  half  of  all  members  of  the  Health  Insurance  Plan 
of  Greater  New  York  and  also  of  the  Labor-Health  Insti- 
tute go  outside  of  the  plan  for  some  medical  service.  It 
is  not  our  aim  to  downgrade  prepaid  practice.  Many 
physicians,  as  well  as  many  patients,  like  it.  Under  the 
Kaiser  plan,  only  some  15  per  cent  of  beneficiaries  who 
have  opted  into  prepayment  coverage,  opt  out  of  it  later 
on.  But  mark  you,  they  do  have  an  option. 

“It  is  implicit  in  our  defense  of  a pluralistic  flexible 
system,  that  prepaid  group  practice  and  such  modifica- 
tions of  it  as  may  be  devised  under  the  title  of  health 
maintenance  organizations  should  have  their  opportu- 
nity to  demonstrate  their  capacities  to  provide  effective, 
efficient,  and  economical  care.  Any  freeze  into  a single 
mold  would  deprive  our  nation  of  the  benefits  of  competi- 
tion and  comparison.  Here,  legislative  mandate  can  do 
more  harm  than  good. 

“In  a somewhat  similar  vein  of  caution  we  would  note 
that  there  is  danger  in  expecting  too  much  of  professional 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


services  review  or  peer  review.  To  attempt  to  legislate 
it  into  effective  being  may  be  a frustrating  experience. 
The  frustration  stems  from  the  fact  that  when  the  ques- 
tion concerns  the  appropriateness  of  technical,  medical 
care  and  the  equity  of  charges  for  it,  only  another  physi- 
cian can  pass  judgment.  This  is  a fact  which  is  forcing 
on  physicians  the  obligation  to  evaluate  the  practices  of 
their  colleagues.  Large  segments  of  the  medical  profes- 
sion take  substantial  pride  in  their  accomplishments  in 
this  respect. 

“In  applying  the  principles  of  peer  review  the  review- 
ing group  seeks  to  uphold  quality,  to  promote  efficiency, 
and  to  eliminate  departures  from  accepted  practices  and 
equitable  charges.  By  and  large,  practicing  physicians 
accept  the  necessity  for  checks  and  balances  in  the  pay- 
ing out  of  public  funds  and  private  funds  as  well.  On  the 
other  hand,  they  have  no  appetite  for  the  job  to  be  done 
by  nonmedical  persons  or  agencies  ill-equipped  to  judge. 
This  is  why  they  are  willing  to  redouble  their  efforts 
within  their  professional  organizations  to  do  the  job  well. 
We  know  of  no  successful  efforts  to  legislate  ethics  or 
morals,  which  must  be  at  the  heart  of  any  system  of  com- 
petent, conscientious  delivery  of  medical  care.  On  the 
other  hand,  we  know  of  no  profession  which  has  shown  a 
better  motivation  or  performance  through  its  collective 
professional  organizations  to  rule  out  abuses  and  lack  of 
competence.  It  is  of  paramount  importance  to  support 
the  progress  which  has  been  made,  not  to  cast  it  aside. 

“We  would  also  caution  against  uncritical  acceptance 
of  the  statement  that  it  is  somehow  possible  to  legislate 
American  medicine  into  a system  of  ‘health  care’  as  op- 
posed to  ‘sickness’  care.  The  great  advances  in  adding 
to  life  expectancy  have  been  achieved  in  world  medicine 
by  controlling  epidemics  and  plagues,  draining  swamps, 
purifying  water,  and  devising  immunizations.  Smaller 
gains  have  been  made  in  individual  physician- patient 
encounters,  removing  diseased  organs,  supporting  failing 
hearts,  controlling  diabetes,  and  the  like.  Few  gains, 
indeed,  have  been  made  or  can  be  made  through  chang- 
ing the  role  of  the  physician  in  respect  to  well  patients. 
Not  that  there  is  any  shortage  in  things  to  be  done, 
especially  in  the  realm  of  public  education.  Nutrition 
can  be  vastly  improved,  smoking  of  cigarets  can  be 
curbed,  drug  addiction  and  alcoholism  somehow  must  be 
abated,  proper  exercise  may  be  promoted,  accident  pre- 
vention is  essential,  environmental  deterioration  must 
be  reversed.  But  how  many  of  these  things  can  be  done 
by  the  individual  physician,  besieged  as  he  is  by  those 
who  are  or  think  they  are  already  sick? 

“The  things  that  are  to  be  done  are  the  province  of  our 
public  health  organizations,  voluntary  health  agencies, 
communications  media,  government,  and  our  profes- 
sional educational  associations,  such  as  the  AMA.  All 
physicians  practice  some  degree  of  preventive  medicine. 
Many  could  do  more.  But  to  believe  that  some  sort  of 
basic  restructuring  of  medical  practices  could  yield  great 
dividends  in  this  respect  is  wishful,  impractical  think- 
mg. 

* * * 

The  American  Medical  Association  urged  that  the 
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relief  of  moderate  to  severe  pain 
comparable  to  narcotics 

not  subject  to  narcotic  controls 

well  tolerated  by  most  patients 

(For  discussion  of  adverse  reactions,  see  Brief  Summary  of  prescribing  information.) 

■ unlike  morphine,  Taiwin  is  relatively  free  from:  severe  respiratory  depression, 
hypotension,  urinary  retention,  constipation 

■ Taiwin  is  less  likely  to  cause:  nausea,  vomiting,  diaphoresis  than  meperidine 

■ tolerance  to  analgesic  efficacy  has  not  been  observed 


o 


therapeutic  value  measured  in 
clinical  use 

In  postoperative  pain  a relatively  low  incidence  of  hypotension  a in  200  patienti 
the  recovery  room,  only  a few  minor  side  effects  were  observed'  a generally  well 
tolerated  and  should  prove  useful  to  the  anesthesiologist  in  the  treatment  of  postoperati 
pain^  a effective  pain  relief  with  relatively  low  incidence  of  nausea  or  vomiting* 

In  pain  of  myocardial  infarction*’''  a a significantly  lower  incidence  of  fall  in  syst< 
blood  pressure!*'^  a “...regularly  caused  a rise  in  the  B.P.  of  patients  with  initial 
pressures  of  less  than  120.”*  a significantly  less  severe  effect  on  respiratory  function* 

In  pain  of  urologic  instrumentation  or  operations  a provides  the  pain  relief  | 
narcotics  with  fewer  of  their  drawbacks*  a caused  few  serious  side  effects  and  did  not  int| 
fere  with  the  voiding  contraction  of  the  bladder— an  advantage  for  use  in  elderly  patientsi 

* Approximately  5%  incidence  in  over  12,000  postoperative  and  other  patients  treated.* 
**As  with  all  drugs,  Taiwin  should  be  used  with  caution  in  patients  with  myocardial  infarcti 
who  have  oausea  or  vomiting. 

tAn  analysis  of  over  12,000  general  medical  and  surgical  patients  revealed  an  incidence 
of  circulatory  depression  well  below  1 % .* 

References:  1.  Finestone,  S.  C.  and  Katz,  Joseph:  Anesth.  Analg.  45:312,  May-June  1966.| 
2.  Stoelting,  V.  K.:  Anesth.  Analg.  44:769,  Nov.-Dee.  1965.  3.  Cooperative  Study:  Data  in' 
Files  of  the  Sterling-Winthrop  Research  Institute.  4.  Scott,  M.  E.  and  Orr,  Rosemary: 
Lancet  1:1065,  May  31, 1969.  5.  Lai,  S.,  Savidge,  R.  S.,  and  Chhabra,  G.  P.:  Lancet  1:379, 
Feb.  22, 1969.  6.  Wilkey,  J.  L.,  Barson,  L.  J.,  and  Rowe,  F.  H.:  J.  Urol.  97:550,  March  1967. 1 
7.  Anderson,  E.  C.,  et  af.:  J.  Urol.  96:584,  Oct.  1 966.  j 
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injectable  Talwin® 

Brand  of  pentazocine  (as  lactate) 

• tolerance  to  analgesic  efficacy  has  not 
been  observed 

• not  subject  to  narcotic  controls 
Contraindications:  Talwin  should  not  be  ad- 
ministered to  patients  who  are  hypersensitive 
to  it. 

Warnings:  Head  Injury  and  Increased  Intra- 
cranial Pressure.  The  respiratory  depressant 
effects  of  Talwin  and  its  potential  for  elevating 
cerebrospinal  fluid  pressure  may  be  markedly 
exaggerated  in  the  presence  of  head  injury, 
other  intracranial  lesions,  or  a preexisting 
increase  in  intracranial  pressure.  Furthermore, 
Talwin  can  produce  effects  which  may  obscure 
the  clinical  course  of  patients  with  head  in- 
juries. In  such  patients,  Talwin  must  be  used 
with  extreme  caution  and  only  if  its  use  is 
deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during 
pregnancy  (other  than  labor)  has  not  been 
established.  Animal  reproduction  studies  have 
not  demonstrated  teratogenic  or  embryotoxic 
effects.  However,  Talwin  should  be  adminis- 
tered to  pregnant  patients  (other  than  labor) 
only  when,  in  the  judgment  of  the  physician, 
the  potential  benefits  outweigh  the  possible 
hazards.  Patients  receiving  Talwin  during  labor 
have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  anal- 
gesics. Talwin  should  be  used  with  caution  in 
women  delivering  premature  infants. 

Drug  Dependence.  Special  care  should  be  ex- 
ercised in  prescribing  pentazocine  for  emo- 
tionally unstable  patients  and  for  those  with  a 
history  of  drug  misuse.  Such  patients  should 
be  closely  supervised  when  long-term  therapy 
is  contemplated.  There  have  been  instances  of 
psychological  and  physical  dependence  on 
Talwin  in  patients  with  such  a history  and, 
rarely,  in  patients  without  such  a history. 
Abrupt  discontinuance  following  the  extended 
use  of  parenteral  Talwin  has  resulted  in  symp- 
toms such  as  abdominal  cramps,  elevated  tem- 
perature, rhinorrhea,  restlessness,  anxiety,  and 
lacrimation.  Even  when  these  occurred,  dis- 
continuance has  been  accomplished  with  mini- 
mal difficulty.  In  the  rare  patient  in  whom  more 
than  minor  difficulty  has  been  encountered, 
reinstitution  of  parenteral  Talwin  with  gradual 
withdrawal  has  ameliorated  the  patient's  symp- 
toms. Substituting  methadone  or  other  nar- 
cotics for  Talwin  in  the  treatment  of  the  Talwin 
abstinence  syndrome  should  be  avoided. 

In  prescribing  parenteral  Talwin  for  chronic 
use,  particularly  if  the  drug  is  to  be  self-ad- 
ministered, the  physician  should  take  precau- 
tions to  avoid  increases  in  dose  and  frequency 
of  injection  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather 
than  for  the  relief  of  pain. 

Just  as  with  all  medication,  the  oral  form  of 
Talwin  is  preferable  for  chronic  administration. 
Acute  CNS  Manifestations.  Patients  receiving 
therapeutic  doses  of  Talwin  have  experienced, 
in  rare  instances,  hallucinations  (usually  vis- 
ual), disorientation,  and  confusion  which  have 
cleared  spontaneously  within  a period  of  hours. 
The  mechanism  of  this  reaction  is  not  known. 
Such  patients  should  be  very  closely  observed 
and  vital  signs  checked.  If  the  drug  is  rein- 
stituted it  should  be  done  with  caution  since 
the  acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience 


in  children  under  twelve  years  of  age  is  limited, 
the  use  of  Talwin  in  this  age  group  is  not 
recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness, 
and  occasional  euphoria  have  been  noted, 
ambulatory  patients  should  be  warned  not  to 
operate  machinery,  drive  cars,  or  unnecessarily 
expose  themselves  to  hazards. 

Precautions:  Certain  Respiratory  Conditions. 
The  possibility  that  Talwin  may  cause  respira- 
tory depression  should  be  considered  in  treat- 
ment of  patients  with  bronchial  asthma.  Talwin 
should  be  administered  only  with  caution  and 
in  low  dosage  to  patients  with  respiratory  de- 
pression (e.g.,  from  other  medication,  uremia,' 
or  severe  infection),  obstructive  respiratory 
conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Although 
laboratory  tests  have  not  indicated  that  Talwin 
causes  or  increases  renal  or  hepatic  impair- 
ment, the  drug  should  be  administered  with 
caution  to  patients  with  such  impairment.  Ex- 
tensive liver  disease  appears  to  predispose  to 
greaterside  effects  (e.g.,  marked  apprehension, 
anxiety,  dizziness,  sleepiness)  from  the  usual 
clinical  dose,  and  may  be  the  result  of  de- 
creased metabolism  of  the  drug  by  the  liver. 
Myocardial  Infarction.  As  with  all  drugs,  Talwin 
should  be  used  with  caution  in  patients  with 
myocardial  Infarction  who  have  nausea  or 
vomiting. 

Biliary  Surgery.  Until  further  experience  is 
gained  with  the  effects  of  Talwin  on  the 
sphincter  of  Oddi,  the  drug  should  be  used  with 
caution  in  patients  about  to  unde.'"go  surgery  of 
the  biliary  tract. 

Patients  Receiving  Narcotics.  Talwin  is  a mild 
narcotic  antagonist.  Some  patients  previously 
receiving  narcotics  have  experienced  mild 
withdrawal  symptoms  after  receiving  Talwin. 
CNS  Effect.  Caution  should  be  used  when 
Talwin  is  administered  to  patients  prone  to 
seizures;  seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin 
although  no  cause  and  effect  relationship  has 
been  established. 

Adverse  Reactions:  The  most  commonly  oc- 
curring reactions  are:  nausea,  dizziness  or 
lightheadedness,  vomiting,  euphoria. 
Infrequently  occurring  reactions  are  — respira- 
tory: respiratory  depression,  dyspnea,  transient 
apnea  in  a small  number  of  newborn  infants 
whose  mothers  received  Talwin  during  labor; 
cardiovascular:  circulatory  depression,  shock, 
hypertension;  CNS  effects:  sedation,  alteration 
of  mood  (nervousness,  apprehension,  depres- 
sion, floating  feeling),  dreams;  gastrointestinal: 
constipation,  dry  mouth;  dermatologic  includ- 
ing local:  diaphoresis,  sting  on  injection, 
flushed  skin  including  plethora,  dermatitis  in- 
cluding pruritus;  other:  urinary  retention,  head- 
ache, paresthesia,  alterations  in  rate  or 
strength  of  uterine  contractions  during  labor. 
Rarely  reported  reactions  include— neuromus- 
cular  and  psychiatric:  muscle  tremor,  insomnia, 
disorientation,  hallucinations;  gas- 
trointestinal: taste  alteration,  diar- 
rhea and  cramps;  ophthalmic: 
biurred  vision,  nystagmus,  diplopia, 
miosis;  other:  tachycardia,  noduies 
and  ulceration  at  injection  site, 
weakness  or  faintness,  chills,  mod- 
erate transient  eosinophilia,  aiier- 
gic  reactions  inciuding  edema  of 
the  face. 


See  Acute  CNS  Manifestations  and  Drug  De- 
pendence under  WARNINGS. 

Dosage  and  Administration:  Adults,  Excluding 
Patients  in  Labor.  The  recommended  single 
parenteral  dose  is  30  mg.  by  intramuscular, 
subcutaneous,  or  intravenous  route.  This  may 
be  repeated  every  3 to  4 hours.  Doses  in  excess 
of  30  mg.  intravenously  or  60  mg.  intramuscu- 
larly or  subcutaneously  are  not  recommended. 
Total  daily  dosage  should  not  exceed  360  mg. 
As  with  most  parenteral  drugs,  when  frequent 
daily  injections  are  needed  over  a prolonged 
period,  intramuscular  administration  is  prefer- 
able to  subcutaneous.  In  addition,  constant  ro- 
tation of  injection  sites  (e.g.,  the  upper  outer 
quadrants  of  the  buttocks,  mid-lateral  aspects 
of  the  thighs,  and  the  deltoid  areas)  is  recom- 
mended. 

Patients  in  Labor.  A single,  intramuscular  30 
mg.  dose  has  been  most  commonly  adminis- 
tered. An  intravenous  dose  has  given  adequate 
pain  relief  to  some  patients  in  labor  when  con- 
tractions become  regular,  and  this  dose  may 
be  given  two  or  three  times  at  two-  to  three- 
hour  intervals,  as  needed. 

Chiidren  Under  12  Years  of  Age.  Since  clinical 
experience  in  children  under  twelve  years  of 
age  is  limited,  the  use  of  Talwin  in  this  age 
group  is  not  recommended. 

CAUTION.  Talwin  should  not  be  mixed  in  the 
same  syringe  with  soluble  barbiturates  be- 
cause precipitation  will  occur. 

Overdosage:  Manifestations.  Clinical  experi- 
ence with  Talwin  overdosage  has  been  insuf- 
ficient to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vaso- 
pressors, and  other  supportive  measures 
should  be  employed  as  indicated.  Assisted  or 
controlled  ventilation  should  also  be  consid- 
ered. Although  nalorphine  and  levallorphan  are 
not  effective  antidotes  for  respiratory  depres- 
sion due  to  overdosage  or  unusual  sensitivity 
to  Talwin,  parenteral  naloxone  (Narcan®,  avail- 
able through  Endo  Laboratories)  is  a specific 
and  effective  antagonist.  If  naloxone  is  not 
available,  parenteral  administ/ation  of  the  ana- 
leptic, methylphenidate  (Ritalin®),  may  be  of 
value  if  respiratory  depression  occurs. 

Talwin  is  not  subject  to  narcotic  controls. 
How  Supplied:  Ampuls  of  1 ml.  (30  mg.),  IV2  ml. 
(45  mg.),  and  2 ml.  (60  mg.),  each  1 ml.  contain- 
ing Talwin  (brand  of  pentazocine)  as  lactate 
equivalent  to  30  mg.  base  and  2.8  mg.  sodium 
chloride,  in  water  for  injection.  Boxes  of  10, 
25,  and  100. 

Multiple  dose  vials  of  10  ml.,  each  1 ml.  con- 
taining Talwin  (brand  of  pentazocine)  as  lactate 
equivalent  to  30  mg.  base,  2 mg.  acetone 
sodium  bisulfite,  1.5  mg,  sodium  chloride,  and 
1 mg.  methylparaben  as  preservative,  in  water 
for  injection.  Boxes  of  1. 

The  pH  of  Talwin  solutions  is  adjusted  between 
4 and  5 with  lactic  acid  and  sodium  hydroxide. 

WINTHROP  LABORATORIES,  NEW  YORK,  N.  Y.  10016  (1512M) 
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Focxl  and  Drug  Administration  modify  a proposed  new 
policy  on  the  continuation  of  marketing  of  combination 
drugs. 

In  testimony  before  the  House  Health  Subcommittee, 
John  R.  Kernodle,  M.D.,  Burglington,  North  Carolina, 
vice-chairman  of  the  AM  A Board  of  Trustees,  said: 

We  recommend  that  all  preparations  judged  by 
the  Drug  Efficacy  Study  as  “effective”  and  “probably 
effective”  should  remain  on  the  market;  that  all  drugs 
judged  “ineffective”  be  removed  from  the  market; 
and  that  the  drugs  categorized  as  “possibly  effective” 
be  reviewed  by  clinically  experienced  consultants  to 
the  F.D.A.,  within  a period  of  one  year,  instead  of 
the  allowed  six-month  period,  to  determine  if  further 
scientific  evidence  supports  continued  marketing. 

The  drugs  categorized  as  “effective,  but”  have  been 
resubmitted  to  the  National  Academy  of  Sciences  and 
National  Research  Council  panels  and,  accordingly, 
we  recommend  that  no  action  should  be  taken  with 
respect  to  this  group  until  that  review  has  been  com- 
pleted. 

Many  of  the  mixtures  categorized  as  “ineffective  as 
a fixed  combination”  are  commonly  prescribed  and 
judged  by  physicians  and  patients  as  highly  satis- 
factory. To  summarily  remove  all  such  preparations 
would  result  in  dismay  and  inconvenience  for  a large 
segment  of  the  public.  Therefore,  we  recommend 
that  preparations  designated  as  “ineffective  as  a fixed 
combination”  should  be  re-evaluated  by  practicing 
physicians  who  are  qualified  as  clinical  specialists. 

We  reaffirm  our  belief  that  continuing  professional 
education  through  AMA-Drug  Evaluations  and  sci- 
entific journals  is  the  method  of  choice  for  improving 
prescribing  practices  of  physicians,  and  that  the  phy- 
sician should  continue  to  have  the  fullest  armamenta- 
rium of  drugs  for  treatment  of  his  patients. 

Dr.  Kernodle  said  the  medical  profession  was  con- 
cerned with  the  effect  that  the  proposed  new  F.D.A. 
policy  would  have  on  medical  practice,  if  it  were  not 
modified. 

“Many  fixed-dosage  drug  combinations  which  have 
been  used  by  substantial  numbers  of  physicians,  without 
harmful  or  adverse  reactions  and  with  what  qualified, 
expert  clinicians  judge  to  be  beneficial  effects,  will  be 
placed  in  jeopardy,”  he  said.  “We  do  not  believe  that 
patients  should  be  denied  effective  therapy  which  is 
safe,  convenient,  and  economical.  Lest  there  be  any 


misconception,  I want  to  point  out  that  the  ‘safety’  of 
the  drugs  is  not  in  issue,  since  the  drugs  were  earlier 
determined  by  the  F.D.A.  to  be  safe  in  order  for  them 
to  be  marketed.” 

In  a letter  to  the  hearing  clerk  of  the  U.S.  Department 
of  Health,  Education,  and  Welfare,  Ernest  B.  Howard, 
M.D.,  AM  A executive  vice-president,  said: 

The  medical  profession  is  concerned  with  the  effect 
the  proposed  statement  would  have  on  medical  prac- 
tice. Many  fixed  drug  combinations  which  have  been 
used  by  substantial  numbers  of  physicians  without 
harmful  or  adverse  reactions  and  with  what  qualified, 
expert  clinicians  judge  to  be  beneficial  effects  will 
be  placed  in  jeopardy.  We  do  not  believe  that  pa- 
tients should  be  denied  effective  therapy  which  is 
safe,  convenient,  and  economical. 

The  American  Medical  Association  supported  legisla- 
tion that  would  extend  the  Federal  programs  of  assis- 
tance for  training  of  physicians,  nurses,  and  other  health 
manpower. 

Walter  A.  Sodeman,  M.D.,  chairman  of  the  AMA’s 
Council  on  Medical  Education,  told  the  Senate  Health 
Subcommittee  that  the  AM  A supports  the  continued 
expansion  in  enrollment  of  medical  school  students  be- 
cause “the  urgent  need  for  more  physicians  persists.” 

“To  achieve  expanded  enrollment  it  will  be  necessary 
to  have  increased  financial  support  from  both  govern- 
ment and  private  sources  for  the  construction  of  addi- 
tional facilities  at  existing  schools  and  creation  of  new 
schools,”  he  said.  “Equally  important  will  be  increased 
support  for  the  operational  costs  of  medical  schools  and 
for  education  improvement  and  innovation  which  could 
shorten  the  time  required  for  medical  education.” 

Dr.  Sodeman  said  that,  while  the  AMA  strongly  favors 
continued  Federal  financial  aid  for  the  operation  of 
medical  schools,  the  association  believes  the  capitation 
figure  should  be  $3,500  instead  of  the  proposed  $5,000. 
The  AMA  also  doubts  the  wisdom  of  tieing  institutional 
grants  to  expansion  of  student  enrollment,  he  said. 

“While  expansion  is  certainly  desirable  in  view  of  the 
urgent  need  for  more  physicians,  we  have  some  concern 
about  conditioning  operational  support  to  expansion,” 
he  said.  “There  are  currently  some  medical  schools  in 
severe  financial  straits.  Some  are  facing  the  real  danger 
of  being  unable  to  keep  their  doors  open.  These  schools 
need  increased  operational  support  to  maintain  their 
present  facilities  and  activities,  and  a requirement  that 
they  must  increase  the  student  load  to  qualify  for  such 
support  may  serve  to  defeat  the  purpose  of  the  program.” 
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Abstracts 


Lester,  D.:  Relationship  of  mental  disorder  to  suicidal 
behavior;  review  of  recent  issues,  New  York  State  J. 
Med.  71:  1503  (June  15)  1971. 

Although  several  interesting  hypotheses  have  been 
raised,  little  solid  research  has  been  done  on  the  associa- 
tion between  mental  disorder  and  suicidal  behavior.  It 
has  been  customary  to  focus  on  suicide  rates,  but  it 
might  be  more  useful  to  determine  the  proportion  of 
deaths  due  to  suicide  in  a population,  especially  the 
proportions  in  groups  of  patients  with  different  types  of 
mental  disorder. 

McCawley,  A.:  Paranoia  and  homosexuality:  Schre- 
ber  reconsidered.  New  York  State  J.  Med.  71:  1506 
(June  15)  1971. 

Whether  paranoia  initiates  homosexuality  or  vice 
versa  has  been  a point  of  discussion  since  Freud’s  dictum 
that  paranoia  is  due  to  unconscious  homosexuality. 
Other  investigators  have  proved  in  controlled  experi- 
ments that  the  delusions  and  hallucinations  of  paranoia 


are  heterosexual  rather  than  homosexual  and  that  homo- 
sexuality is  a defense  mechanism  against  paranoia.  The 
cause  and  effect  relationship  between  the  two  conditions 
would  appear  to  be  unsupported  by  any  real  evidence. 
In  psychotherapy  the  goals  are  the  reduction  of  anxiety 
and  the  establishment  of  a relationship  with  someone 
concerned  about  the  paranoid  individual.  For  the  pa- 
tient a firm  understanding  of  reality  and  an  increased 
capacity  to  deal  with  it  are  essential. 

Keim,  H.  A.:  Upper  tibial  osteotomy  for  osteoarthritis 
of  knee.  New  York  State  J.  Med.  71:  1514  (June  15) 
1971. 

Osteotomy  has  a twofold  purpose:  correction  of  de- 
formity and  relief  of  pain.  While  femoral  osteotomy  is 
successful  in  children,  it  invites  pain  and  degenerative 
changes  in  adult  life  when  carried  out  for  osteoarthritis 
of  the  knee.  Upper  tibial  osteotomy  is  technically  not 
difficult,  has  few  associated  complications,  and  is  help- 
ful in  relieving  pain  and  deformity. 
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psychic  stress 
and  somatic 
symptoms 

The  intertwining  of  psychic 
stress  and  somatic  symptoms 
often  confuses  and  distorts 
the  patient’s  clinical  profile. 
Sinequan  (doxepin  HCI)  can 
help  clarify  the  origin  of 
somatic  symptoms 
by  relieving  the  causative, 
or  accompanying, 
psychoneurotic  anxiety  and 
depression. 


Sineq 

DOXEPIN  HCll 


uan 


Starting  dosage: 
25  mg.  t i d. 


for  mild  to  moderate 
symptomatology 


The  tranquilizer  that  is 
an  antidepressant. 

The  antidepressant  that 
is  a tranquilizer. 


BRIEF  SUMMARY 

Sinequan  (doxepin  HCI)  Capsules 
Contraindications.  Sinequan  (doxepin  HCI)  is  con- 
traindicated in  individuals  who  have  shown  hyper- 
sensitivity to  the  drug. 

Sinequan  (doxepin  HCI)  is  contraindicated  in 
patients  with  glaucoma  or  a tendency  to  urinary 
retention. 

Warnings.  Usage  in  Pregnancy:  Sinequan  (doxepin 
HCI)  has  not  been  studied  in  the  pregnant  patient. 
It  should  not  be  used  in  pregnant  women  unless, 
in  the  judgment  of  the  physician,  it  is  essential  for 
the  welfare  of  the  patient,  although  animal  repro- 
ductive studies  have  not  resulted  In  any  teratogenic 
effects. 

Usage  in  Children:  The  use  of  Sinequan  (doxe- 
pin HCI)  in  children  under  12  years  of  age  is  not 
recommended,  because  safe  conditions  for  its  use 
have  not  been  established. 

MAO  Inhibitors:  Serious  side  effects  and  even 
death  have  been  reported  following  the  concomi- 
tant use  of  certain  drugs  with  MAO  inhibitors. 
Therefore,  MAO  inhibitors  should  be  discontinued 
at  least  two  weeks  prior  to  the  cautious  initiation  of 
therapy  with  Sinequan  (doxepin  HCI).  The  exact 
length  of  time  may  vary  and  is  dependent  upon  the 
particular  MAO  inhibitor  being  used,  the  length  of 
time  it  has  been  administered,  and  the  dosage  in- 
volved. 

Precautions.  Since  drowsiness  may  occur  with  the 
use  of  this  drug,  patients  should  be  warned  of  that 
possibility  and  cautioned  against  driving  a car  or 
operating  dangerous  machinery  while  taking  this 
drug. 

Patients  should  also  be  cautioned  that  their  re- 
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sponse  to  alcohol  may  be  potentiated. 

Since  suicide  is  an  inherent  risk  in  any  depressed 
patient  and  may  remain  so  until  significant  im- 
provement has  occurred,  patients  should  be  closely 
supervised  during  the  early  course  of  therapy. 

Although  Sinequan  (doxepin  HCI)  has  signifi- 
cant tranquilizing  activity,  the  possibility  of  activa- 
tion of  psychotic  symptoms  should  be  kept  in  mind. 

Other  structurally  related  psychotherapeutic 
agents  (e  g.,  iminodibenzyls  and  dibenzocyclohep- 
tenes)  are  capable  of  blocking  the  effects  of  guan- 
ethidine  and  similarly  acting  compounds  in  both 
the  animal  and  man.  Sinequan  (doxepin  HCI), 
however,  does  not  show  this  effect  in  animals.  At 
the  usual  clinical  dosage,  75  to  150  mg,  per  day, 
Sinequan  (doxepin  HCI)  can  be  given  concomi- 
tantly with  guanethidine  and  related  compounds 
without  blocking  the  antihypertensive  effect.  At 
doses  of  300  mg.  per  day  or  above,  Sinequan 
(doxepin  HCI)  does  exert  a significant  blocking 
effect.  In  addition,  Sinequan  (doxepin  HCI)  was 
similar  to  the  other  structurally  related  psychothera- 
peutic agents  as  regards  its  ability  to  potentiate 
norepinephrine  response  in  the  animal.  However, 
in  the  human  this  effect  was  not  seen.  This  is  in 
agreement  with  the  low  incidence  of  the  side  effect 
of  tachycardia  seen  clinically. 

Adverse  Reactions.  Anticholinergic  Eltects:  Dry 
mouth,  blurred  vision,  and  constipation  have  been 
reported.  They  are  usually  mild,  and  often  subside 
with  continued  therapy  or  reduction  of  dose. 

Central  Nervous  System  Eltects:  Drowsiness  has 
been  observed.  This  usually  occurs  early  in  the 
course  of  treatment,  and  tends  to  disappear  as  ther- 
apy is  continued. 


Cardiovascular  Eltects:  Tachycardia  and  hypo- 
tension have  been  reported  infrequently. 

Other  infrequently  reported  side  effects  include 
extrapyramidal  symptoms,  gastrointestinal  reactions, 
secretory  effects  such  as  increased  sweating,  weak- 
ness, dizziness,  fatigue,  weight  gain,  edema,  pares- 
thesias, flushing,  chills,  tinnitus,  photophobia,  de- 
creased libido,  rash,  and  pruritus. 

Dosage.  For  most  patients  with  illness  of  mild  to 
moderate  severity,  a starting  dose  of  25  mg.  t.i.d. 
is  recommended.  Dosage  may  subsequently  be  in- 
creased or  decreased  at  appropriate  intervals  and 
according  to  individual  response.  The  usual  opti- 
mum dose  range  is  75  mg. /day  to  150  mg./day. 

In  more  severely  ill  patients  an  initial  dose  of 
50  mg.  t.i.d.  may  be  required  with  subsequent  grad- 
ual increase  to  300  mg./day  if  necessary.  Addi- 
tional the.'apeutic  effect  is  rarely  to  be  obtained  by 
exceeding  a dose  of  300  mg./day. 

In  patients  with  very  mild  symptomatology  or 
emotional  symptoms  accompanying  organic  disease, 
lower  doses  may  suffice.  Some  of  these  patients 
have  been  controlled  on  doses  as  low  as  25-50 
mg./day. 

Although  optimal  antidepressant  response  may 
not  be  evident  for  two  to  three  weeks,  antianxiety 
activity  is  rapidly  apparent. 

Supply.  Sinequan  (doxepin  HCI)  is  available  as 
capsules  containing  doxepin  HCI  equivalent  to  10 
mg..  25  mg.,  and  50  mg.  of  doxepin  in  bottles  of 
100;  and  25  mg.  and  50  mg.  in  bottles  of  1000. 

More  detailed  professional  information  available 
on  repuest. 

LABORATORIES  DIVISION 

PFIZER  INC  , NEW  YORK,  N Y 10017 


Fundamental  to  an  improved  outlook  in  Emphysema 


1.  The  sympathetic  and 
supportive  physician 

Bronkotabs  reduces  the  work  of  breathing  when 
used  as  part  of  the  routine  day-in,  day-out 
management  of  emphysema.  Its  efficient 
bronchodilating,  decongestant  and  expectorant 
actions  help  keep  airways  open  and  free  of 
excess  mucus.  By  improving  pulmonary 
function,  Bronkotabs  helps  restore  alveolar 
ventilation  and  decrease  the  severity  of 

BRONKOTABS' 

Each  tablet  contains  ephedrlne  sulfate  24  mg; 
glyceryl  guaiacolate  100  mg;  theophylline  100  mg; 
phenobarbital  8 mg  (warning  may  be  habit-forming); 
thenyidiamine  HCI  10  mg. 


2.  Bronkotabs  to  reduce 
the  work  of  breathing 

symptoms.  For  the  patient  who  has  considerable 
difficulty  during  the  night,  Bronkotabs  taken 
at  bedtime  often  proves  useful.  Working 
together,  Bronkotabs  and  Bronkometer  can 
offer  impressive  benefits  in  a comprehensive 
rehabilitation  program  designed  to  reduce 
progressive  deterioration  of  pulmonary  function. 


BROv'KOMETER 

Contains  Dilabron®  (brand  of  isoetharine 
methanesulfonate)  0.6%;  phenylephrine 
HCI  0 125%;  thenyidiamine  HCI  0.05%. 


the  right  combinaticn  in  chronic  bronchitis T.mphysem?  asthma 


BREON  LABORATORIES  INC, 

90  Park  Avenue.  New  York.  N Y.  10016 
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BRONKCflABS' 

Each  tablet  contains  ephedrine  sulfate  24  mg. 
glyceryl  guaiacolate  100  mg.  theophylline  100  mg, 
phenobarbital  8 mg  (warning  may  be  habit-forming): 
Ihenyldiamme  HCI  10  mg. 


BRONKOTABS-RECOMMENDED  DOSAGE: 
One  tablet  every  3 or  4 hours,  not  to  exceed 
five  times  dally.  Children  over  6:  one  half 
adult  dose. 

PRECAUTIONS:  Sympathomimetic  side  ef- 
fects are  minimal,  and  there  are  none  of  the 
dangers  or  side  effects  associated  with  steroid 
therapy.  However,  frequent  or  prolonged  use 
may  cause  nervousness,  restlessness  or  sleep 
lessness.  Bronkotabs  should  be  used  with  cau- 
tion In  the  presence  of  hypertension,  heart 
disease  or  hyperthyroidism.  Drowsiness  may 
occur.  Patients  should  be  cautioned  not  to  drive 
or  operate  machinery  when  taking  Bronkotabs. 
SUPPLIED:  Bottles  of  100  and  1.000  scored 
tablets. 


BRONKOMETER* 

Contains  Dilabron*  (brand  of  isoetharine 
methanesulfonate)  0 6%.  phenylephrine 
HCI  0.125%:  Ihenyidiamine  HCI  0 05%. 


BRONKOMETER -COMPOSITION.  Each  ml 
of  solution  supplies  at  the  mouthpiece  20  me- 
tered doses  of  350  meg  isoetharine  methane- 
sulfonate (0.6%),  70  meg  phenylephrine  HCI 
(0.125%)  and  30  meg  thenyldiamine  HCI 
(0.05%)  with  saccharin  and  menthol  plus 
fluorochlorohydrocarbons  as  gaseous  propel- 
lants. Preserved  with  ascorbic  acid  0.1%  and 
alcohol  30%. 

RECOMMENDED  DOSAGE : The  average  dose 
Is  one  or  two  inhalations.  Occasionally,  more 
may  be  required.  It  is  important,  however,  to 
wait  one  full  minute  after  the  initial  one  or 
two  inhalations  in  order  to  be  certain  that 
another  is  necessary.  In  most  cases,  inhalations 
need  not  be  repeated  more  often  than  every 
four  hours,  although  more  frequent  adminis- 
tration may  be  necessary  in  severe  cases. 
CONTRAINDICATION:  Hypersensitivity  to 
any  component. 

PRECAUTIONS:  Although  Bronkometer  is 
relatively  free  of  toxic  side  effects,  too  fre- 
quent use  may  cause  tachycardia,  palpitation, 
nausea,  headache,  changes  in  blood  pressure, 
anxiety,  tension,  restlessness,  insomnia,  tremor, 
weakness,  dizziness  and  excitement  as  is  the 
case  with  other  sympathomimetic  amines. 
Bronkometer  should  not  be  administered 
along  with  epinephrine  or  other  sympathomi- 
metic amines  as  such  drugs  are  direct  cardiac 
stimulants  and  may  cause  excessive  tachy- 
cardia. They  may.  however,  be  alternated  if 
desired.  Dosage  must  be  carefully  adjusted  in 
patients  with  hyperthyroidism,  hypertension, 
acute  coronary  disease,  cardiac  asthma,  lim- 
ited cardiac  reserve  and  in  individuals  sensi- 
tive to  sympathomimetic  amines,  since  over- 
dosing may  result  in  tachycardia,  palpitation, 
nausea,  headache  or  epinephrine-like  side 
effects. 

HOW  SUPPLIED:  Bronkometer  tpr  10  ml  Re- 
fill with  Actuator  (Code  No.  1184);  Bron- 
kometer tpr  10  ml  Refill  only  (Code  No.  1183); 
Bronkometer  10  ml  Vial  with  Oral  Nebulizer 
(Code  No.  1193);  Bronkometer  20  ml  Vial 
with  Oral  Nebulizer  for  desk  or  bedside 
(Code  No.  1182). 


Medical  Meetings 


Arthritis  topic  of  meeting 

In  conjunction  with  their  annual  scientific  meeting, 
the  American  Rheumatism  Association  Section  of  The 
Arthritis  Foundation,  is  sponsoring  workshops  for  phy- 
sicians on  June  14  and  15  to  be  held  at  the  New  York 
Hilton,  New  York  City. 

Four  workshops  for  physicians  will  be  held  on  June  16: 
Immunology  in  Autoimmune  Diseases;  Rheumatologic 
Pain  Syndromes;  Osteoporosis  and  Metabolic  Bone 
Diseases;  Ocular  and  Cutaneous  Manifestations  of  tbe 
Rheumatic  Diseases.  Registration  fee  is  $25  per  work- 
shop and  $50  for  the  day. 

For  further  information  and  registration  contact  Miss 
Lynn  Bonfiglio,  executive  secretary.  The  Arthritis  Foun- 
dation, 1212  Avenue  of  the  Americas,  New  York,  New 
York  10035. 

Learning  disabilities  topic  of  conference 

The  American  Association  of  Ophthalmology  and  the 
New  Jersey  F^ducation  Association  are  cosponsoring  a 
Conference  on  Learning  Disabilities  to  be  held  on  June 
19,  at  2:00  p.m.,  in  Borton  Hall,  Dennis  Hotel,  Atlantic 
City,  New  Jersey,  immediately  preceding  the  annual 
meeting  of  the  American  Medical  Association. 

Members  of  a multidisciplinary  panel  will  discuss  the 
various  aspects  of  dyslexia  and  learning  disabilities  as 
they  concern  the  educator,  pediatrician,  family  phy- 
sician, ophthalmologist,  neurologist,  otologist,  psychia- 
trist, and  pediatric  psychologist. 

Dr.  Jean  Chall,  Department  of  Education,  Harvard 
University,  will  moderate  the  panel.  The  speakers  will 
include  the  following:  Edward  Frierson,  Ph.D.,  Univer- 

sity of  Tennessee;  Ralph  Rabinovitch,  M.D.,  Hawthorne 
Center,  Northville,  Michigan;  Miriam  P.  Hardy,  M.D., 
Robert  E.  Cooke,  M.D.,  Herman  K.  Goldberg,  M.D.,  and 
Henry  Marks,  Ph.D.,  Johns  Hopkins  University;  Gilbert 
Schiffman,  Ph.D.,  Prince  George’s  County  Public 
Schools,  Maryland;  and  Jeannette  Jansky,  Ph.D.,  Pres- 
byterian-Columbia  Medical  Center. 

There  is  no  registration  fee.  The  conference  is  open  to 
all  educators  and  physicians  who  have  a common  con- 
cern and  joint  responsibility  in  matters  of  reading  and 
learning  disabilities. 

Conference  on  basic  thalamic  structure 

The  School  of  Graduate  Studies  and  the  State  Univer- 
sity of  New  York  Downstate  Medical  Center  is  sponsor- 
ing a conference  on  “Basic  Thalamic  Structure  and 
Function”  to  be  held  on  June  21  through  23,  in  the  First 
Floor  Lecture  Hall,  Basic  Sciences  Building,  Downstate 
Medical  Center,  450  Clarkson  Avenue,  Brooklyn. 

Preregistration  is  required;  $15  fee  includes  coffee 
breaks  and  two  luncheons. 

For  further  information  contact  Walter  Riss,  M.D., 
conference  chairman.  Department  of  Anatomy,  Down- 
state  Medical  Center,  450  Clarkson  Avenue,  Brooklyn, 
New  York  11203. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 
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A new  clinical 
perspective  in 

diagnostic 
technolog 
and 


services 


mi 


A Roche  Clinical  Laboratory 


Designed  to  offer  the  latest  laboratory  tests  from  diagnostic  research, 
provide  comprehensive  capability  in  all  routine  analyses  and  simplify 
the  clerical  procedures  of  your  New  York  State  practice. 

Adds  extensive  endocrine  analyses  with  tests  to  evaluate 
each  endocrine  gland,  specific  hormone  levels  and 
associated  factors. 

Develops  12  new  profile  tests  to  detect  and/or 
monitor  disease,  and  extend  greater  economy  for 
your  patient. 

New  timesaving,  single-card  ordering  updates 
services  with  a system  that  includes  test  selection, 
specimen-collection  data  and  patient  information. 

Most  tests  are  processed  in  the  laboratory  within  24  hours. 
This  permits  rapid  reporting  of  test  results  by  messenger 
or  by  mail.  Significantly  abnormal  results  are  reported 
immediately  by  telephone. 

With  the  aid  of  the  research  and  development  resources  of 
Roche,  KCRL  now  offers  a new  perspective  in  medical 
technology  and  services. 

For  Accuracy,  Service  and  Care,  KCRL  is  Your  Diagnostic-Test  Center. 

For  Information:  Phone/Write 


Kings  County  Research 
\ Laboratories,  Inc. 

^ A subsidiary  of  Hoffmann-La  Roche  Inc. 
\ 705  6th  Avenue 
» Brooklyn,  N.Y.  11215 
, (212)788-2400 

/ □ I would  like  more  information 
/ about  KCRL. 


□ Please  have  a representative  call  for 
an  appointment. 


KCRL  is  a fully 
licensed  and  approved 
clinical  laboratory. 

Federal  Clinical  Laboratory 
License  Number:  31-1020 
Medicare  Supplier  Code 
Number;  LSI  26 
Medicaid  Certificate  Number: 
52:000402-9 

Medicare  Supplier  Code  Number 
of  the  Pathology  Laboratory 
of  L.  Winkelman,  M.D.:  L.8006 


Abstracts  in  Interlmgua 


Lester,  D.:  Relation  inter  le  morbos  mental  e le  corn- 
portamento  suicidal;  revista  de  punctos  recente,  New 
YorkStateJ.  Med.  71:  1503  (15  de  junio)  1971. 

Ben  que  varie  interessante  hypotheses  ha  essite  pro- 
posite,  pauc  solide  investigationes  ha  essite  facite  supra 
le  association  inter  le  morbos  mentales  e comportamento 
suicidal.  Ha  essite  costumari  focalisar  in  le  proportion 
de  suicidios,  mais  pote  esser  plus  utile  le  determination 
del  proportion  de  mortes  per  suicidios  in  un  population, 
specialmente  le  proportiones  in  gruppos  de  patientes 
con  differentes  typos  de  morbos  mentales. 

McCawley,  A.:  Paranoia  e homosexualitate;  recon- 

sideration de  Schreber,  New  York  State  J.  Med.  71: 
1506  (15  de  junio)  1971. 

Si  le  paranoia  initia  le  homosexualitate  o vice-versa, 
ha  essite  un  puncto  discutibile  desde  le  dicto  de  Freud 
que  la  paranoia  es  debite  a un  homosexualitate  in- 
cosciente.  Altere  investigatores  ha  probate,  in  experi- 
mentos  controllate,  que  le  delirios  e hallucinationes  del 


paranoic  es  heterosexual  plus  que  homosexual,  e que  le 
homosexualitate  es  un  mechanismo  deffensive  contra  le 
paranoia.  Le  relation  causa-effecto  inter  istes  duo  con- 
ditiones  non  pare  supportate  per  alicun  evidentia  real. 
In  psychotherapia,  le  objectives  es  de  reducer  le  anxietate 
e establir  relation  con  un  individuo  que  es  preoccupate 
del  patiente  paranoic.  Pro  le  patiente,  es  essential  un 
firme  intendimento  del  realitate  e un  crescente  capacit- 
ate pro  le  facer  fronte. 

Keim,  H.  A.:  Osteotomia  tibial  superior  pro  le  osteo- 
arthritis del  genu.  New  York  State  J.  Med.  71:  1514 
(15  de  junio)  1971. 

Le  osteotomia  ha  duo  fines:  le  correction  del  deform- 
itate  e le  relevamento  del  dolor.  Durante  que  le  osteo- 
tomia femoral  es  successose  in  pueros,  causa  dolor  e 
cambios  degenerative  durante  le  vita  del  adulto  quando 
es  facite  in  casos  de  osteoarthritis  del  genu.  Le  osteo- 
tomia tibial  superior  non  es  technicmente  difficile,  ha 
pauc  complicationes  e contribue  a relevar  le  dolor  e a 
prevenir  le  deformationes. 
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Oh  sad  is  the  tale  of  Joe  Lauder, 

He  was  traveling  South  of  the  border^ 
When  evacuation, 


Cut  short  his  vacation. 

For  him  DonnageFs  made  to  order. 


Vacationer’s  Diarrhea  with  cramping, 
nausea  and  tenesmus  can  cast  a wet 
bianket  on  the  best  laid  vacation 
pians.  So  send  along  Donnagel  to 
treat  the  total  diarrhea  problem. 
Donnagel  is  much  more  than  just  a 
simple  kaolin-pectin  combination.  It 
also  contains  the  belladonna  alkaloids 
to  relieve  the  discomforts  which  so 
often  accomoany  diarrhea. 


When  you  prescribe  Donnagel,  you 
can  be  sure  your  patients  are  getting 
the  antidiarrheal  and  antispasmodic 
in  the  same  dose.  It’s  also  less  expen- 
sive and  more  convenient  than  taking 
along  two  medications.  And  the  dos- 
age is  lower  too. 

Available  in  the  handy  4-ounce  plastic 
bottle  at  pharmacies  everywhere  on 
your  prescription  or  recommendation. 


/1H|^aBINS 


Donnagel' 


For  Vacationer’s  Diarrhea  (and  its  discomforts) 


4 FL. 


Each  fluid  ounce 
contains; 

Kaolin,  6 g.; 

Pectin  142.8  mg.; 
Hyoscyamine 
sulfate,  0.1037  mg.; 
Atropine  sulfate, 
0.0194  mg.; 
Hyoscine 
hydrobromide, 
0.0065  mg.; 

Sodium  benzoate 
(preservative), 

60  mg.; 

Alcohol,  3.8%. 

A.  H.  Robins  Co. 
Richmond,  Va. 

AH'I^OBINS 
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Symposium  on  allergy 

A three-day  symposium  on  “Allergic  Eczematous 
Contact  Sensitization”  will  be  held  on  October  13 
through  15  sponsored  by  the  Department  of  Dermatology 
of  New  York  University  School  of  Medicine.  The  sym- 
posium will  be  held  in  Alumni  Hall  of  the  New  York 
University  Medical  Center,  550  First  Avenue,  New  York 
City. 

Presentations  will  deal  with  hapten  and  carrier  func- 
tions, genetic  factors,  mediators,  peripheral  sensi- 
tization, in  vitro  factors,  histologic,  histochemical,  and 
electronmicroscopic  aspects,  age  and  nonspecific  in- 
fluences, induced  unresponsiveness  in  man  and  laborato- 
ry animals,  photocontact  sensitization,  recent  develop- 
ments in  patch  testing,  and  common  present-day  oc- 
cupational and  nonoccupational  allergens.  There  will 
be  slide  presentations  of  unusual  and  instructive  cases. 
Each  session  will  include  a panel  discussion  with  audi- 
ence participation. 

Tuition  is  $125,  for  residents  in  approved  training 
programs  $75.  For  information  contact  Office  of  the 
Recorder,  New  York  University  Post-Graduate  Medical 
School,  550  First  Avenue,  New  York,  New  York  10016. 

Occupational  health  course  for  nurses 

A full-time,  five-day  course  in  occupational  health 
for  professional  registered  nurses  in  industry  will  be  of- 
fered Monday,  November  8 through  12,  1971,  by  the 
Department  of  Environmental  Medicine,  New  York 
University  School  of  Medicine,  in  cooperation  with  the 
American  Association  of  Industrial  Nurses.  The  course 
is  limited  to  nurses  with  experience  of  five  years  or  less 
in  occupational  health.  (Special  exceptions  are  made 
to  this  restriction  on  review  of  circumstances.) 

The  program  will  be  under  the  direction  of  David  H. 
Goldstein,  M.D.,  professor  of  environmental  medicine; 
Sara  P.  Wagner,  R.N.,  will  serve  as  coordinator  for  the 
nurse  faculty.  This  is  the  sixteenth  consecutive  year 
that  the  course  has  been  given. 

Instruction  will  consist  of  lectures  and  conferences 
given  by  the  combined  medical  and  nursing  faculties  of 
New  York  University  Medical  Center.  Subjects  to  be 
covered  during  the  week  include  the  following  intro- 
ductory subjects:  the  objectives  and  scope  of  an  oc- 

cupational health  program,  the  relationship  between 
doctor  and  nurse  and  employer  and  employe,  and 
management  and  the  medical  department.  Also  the 
role  of  the  occupational  health  nurse  today  and 
tomorrow  in  our  rapidly  changing  society.  The  remain- 
der of  the  program  covers:  interviewing  and  counseling, 
retirement  and  the  problems  of  the  older  workers,  the 
impact  of  contemporary  society  on  industry,  drug  abuse, 
legal  aspects  of  medicine  and  nursing  in  an  occupational 
health  service,  and  legal  aspects  of  Workmen’s  Com- 
pensation. 

Tuition  will  be  $175.  Applications  should  be  sent  to 
the  Office  of  the  Recorder,  New  York  University  Post- 
Graduate  Medical  School,  550  First  Avenue,  New  York, 
New  York  10016. 
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THIS  PUSH  BUTTON  CAN . . . 

BREAKS  THE 
EXERCISE /PAIN  CYCLE 


...  by  reducing  pain.^  Thus  permitting  necessary  functional 
exercise  otherwise  difficult  to  perform. 

The  surface  analgesic-anesthetic  foam  in  the  can  is  GER- 
O-FOAM  and  when  massaged  into  the  skin,  GER-O-FOAM 
increases  range  of  motion  in  patients  with  rheumatoid  and 
osteoarthritis,  low  back  pain,  painful  healed  fractures, 
whiplash,  frozen  shoulder,  and  most  acute  and  chronic 
musculoskeletal  conditions. 

GER-O-FOAM 

AEROSOL  FOAM  FOR  MASSAGE 

methylsalicylate  30%  and  benzocaine3%  in  a specially  processed  emulsion 

PRECAUTIONS:  If  rash  or  irritation  occurs,  discontinue.  Avoid 
application  in  or  near  eyes  or  open  wounds. 

AVAILABLE:  IV2  and  4 oz.  cans.  Approximately  125  applica- 
tions in  each  4 oz.  can. 

1.  Gordon,  E.  E.  and  Haas.  A.,  Indust.  Med.  & Surg.  28:217,  May,  1959. 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Tpke.,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 

In  Canada:  Winley-Morris  Co.,  Ltd.,  Montreal 

DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GAYSAL  • TESTAND-B 
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reported 


In  the  diabetic  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 
eonflict 


WSOdLAN 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator 

• no  interference  with  diabetic  control 

. . . does  not  alter  carbohydrate  metabolism.^ 

• conflicts  have  not  been  reported  with 
diuretics,  corticosteroids,  antihypertensives 
or  miotics. 

• complications  in  the  treatment  of  coronary 
insufliciency,  hypertension,  peptic  ulcer, 
glaucoma  and  liver  disease  have  not 

been  reported. 

In  fact,  there  are  no  known  contraindica- 
tions in  recommended  oral  doses  other 
than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately 
postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators’'^  have  reported  favorably  on  the  effects.of  isoxsuprine.  Effects  have  been  dem- 
onstrated both  by  objective  measurement’  ’ and  observation  of  clinical  improvement.’  ’ 
Indications;  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio- 
sclerotic, diabetic,  thrombotic).  Composition;  VasodTlan  tablets,  isoxsuprine  HCI  10  mg, 
and  20  mg.  Dosage;  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions; 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme- 
diately postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects;  Occasional  pal- 
pitation and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  (1) 
Samuels,  S.  S.,  and  Shaftel,  H.  E.:  J.  Indiana  Med.  Ass.  5^:1021-1023  (July)  1961. 
(2)  Clarkson,  I.  S.,  and  LePere,  D.  M.;  Angiology  /7:190-192  (June)  1960.  (3)  Horton, 
G.  E.,  and  Johnson,  P.  C.,  Jr.:  Angiology  75:70-74  (Feb.)  1964. 

(4)  Dhrymiotis,  A.  D.,  and  Whittier,  J.  R. : Curr.  Ther.  Res.  IUIdCIII  M iTTfsITTn 

^:124-128  (April)  1962.  (5)  Whittier,  J.  R.:  Angiology  IwluuUJiJ  1 1 1 ILLU  1 1 

75:82-87  (Feb.)  1964.  ^ a b o'^ro  R . E s 
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Information  for  Authors 


Copyright.  Material  that  is  published  in  the 
New  York  State  Journal  of  Medicine  is 
protected  by  copyright  and  may  not  be  repro- 
duced without  the  written  permission  of  both 
the  author  and  the  Journal. 

Manuscripts.  Manuscripts  will  be  accepted 
for  consideration  with  the  understanding  that 
they  are  original,  have  never  before  been  pub- 
lished, nor  submitted  elsewhere  and  are  contrib- 
uted solely  to  the  New  York  State  Journal 
OF  Medicine.  Address  manuscripts  to  Editor, 
New  York  State  Journal  of  Medicine,  750  Third 
Avenue,  New  York,  New  York  10017. 

Rejected  manuscripts  are  returned  by  regular 
mail.  Accepted  manuscripts  become  the  prop- 
erty of  the  Journal  and  are  not  returned.  The 
Journal  is  not  responsible  for  loss  of  manu- 
scripts through  circumstances  that  are  beyond 
its  control. 

Specifications:  Manuscripts  must  be  original 
typed  copy  (not  all  capitals),  not  carbons,  on 
8V2-by-ll-inch  firm  typewriter  paper,  double 
spaced  throughout  (including  text,  case  re- 
ports, legends,  tables,  and  references),  with  mar- 
gins of  at  least  1 V2  inches.  Subheads  should  be 
inserted  at  reasonable  intervals  to  break  the 
typographic  monotony  of  lengthy  texts.  A car- 
bon copy  is  to  be  retained  by  the  author.  The 
manuscript  should  include  the  title  of  the  article 
(titles  are  best  brief  and  concise),  the  full  name 
of  the  author  (or  authors)  with  degrees,  aca- 
demic or  professional  titles,  affiliations,  com- 
plete addresses,  and  any  institutional  or  other 
credits.  Pages  should  be  numbered  consecu- 
tively. Uncommon  and  parochial  or  esoteric 
abbreviations  if  used  must  be  explained  and  the 
generic  as  well  as  the  trade  names  of  pharma- 
ceutical products  given.  Italics  are  rarely  used. 

Tables:  Each  table  should  be  typed  on  a sep- 
arate sheet  of  paper,  be  numbered  consecutively, 
have  a brief  descriptive  title,  and  its  position  in 
text  indicated.  Take  care  that  columns  add  up 
correctly  and  that  statistics  are  consistent  in 
both  tables  and  text. 

Permissions:  When  material  is  reproduced 

from  other  sources,  full  credit  must  be  given  to 
both  author  and  publisher  and  written  permis- 
sion from  these  sources  included.  Where  work 
is  reported  from  a governmental  service  or  insti- 
tution, clearance  by  requisite  authority  should 
accompany  the  manuscript. 

References:  References  should  be  limited  to 

those  citations  noted  in  the  text.  A complete 
review  of  the  literature  is  rarely  desirable.  The 
references  must  be  typed  double-spaced  and  are 
to  be  numbered  as  they  appear  consecutively  in 
text,  with  their  positions  in  the  text  indicated. 


An  alphabetized  bibliography  is  used  only  when 
the  listing  is  of  books  suggested  merely  for  sup- 
plementary reading.  All  references  must  be 
checked  to  assure  complete  accuracy  (an  in- 
accurate reference  is  useless  to  the  reader). 
Each  journal  reference  must  include  author(s) 
and  initials,  complete  title  of  article,  name  of 
publication,  volume,  first  page  of  article,  and 
date.  Complete  dates  (month,  day,  as  well  as 
year)  are  to  be  included  with  all  references  that 
have  appeared  within  the  last  three  years.  In- 
clude with  book  references  name  of  author (s) 
and/or  editor  (s)  with  initials,  title  of  book,  edi- 
tion, location,  publisher,  year,  volume  if  given, 
and  page.  If  reference  is  to  a chapter  within  a 
book,  include  the  author  of  the  chapter,  if  this 
is  not  the  same  as  the  author  of  the  book,  and 
the  title  of  the  chapter,  if  any. 

Illustrations:  Authors  are  urged  to  use  the 

services  of  professional  illustrators  and  photog- 
raphers when  possible.  Drawings  and  charts 
should  always  be  done  in  black  ink  on  white 
paper.  Clear,  glossy  photographs,  black  on 
white,  should  be  submitted  and  such  illustra- 
tions numbered  consecutively  and  their  posi- 
tions indicated  in  text.  Magnifications  will  be 
modified  in  proportion  to  the  amount  of  reduc- 
tion necessary  for  an  illustration  to  fit  the  pages 
of  the  Journal.  Please  do  not  deface  illustra- 
tions by  writing  on  front  or  back,  nor  should 
they  be  scotch-taped  or  pasted  to  paper.  I'hey 
may  be  pasted  carefully  on  cardboard.  The 
figure  number,  indication  of  the  top,  and  the 
author’s  name  are  to  be  attached  to  the  back  of 
each  illustration.  Legends  for  illustrations 
should  be  typewritten  in  a single  list,  with  num- 
bers corresponding  to  those  on  photographs 
and  drawings.  Recognizable  photographs  of 
patients  are  to  be  masked  and  should  carry  with 
them  written  permission  for  publication.  Spe- 
cial arrangements  must  be  made  with  the  Editor 
for  excessive  illustrations  or  color  plates. 

Responsibility.  Manuscripts  are  subject  to 
editorial  modification  and  such  revisions  as 
bring  them  into  conformity  with  Journal  style. 
However,  neither  the  editors  nor  the  publishers 
nor  the  Medical  Society  of  the  State  of  New 
York  will  accept  responsibility  for  statements 
made  or  opinions  expressed  by  any  contributor 
in  any  article  or  feature  published  in  the  pages 
of  the  Journal. 

When  revisions  and  alterations,  not  on  the 
original  copy,  are  made  by  authors  on  the  gal- 
leys sent  them  for  correction,  these  are  charge- 
able to  the  authors. 

Reprints.  An  order  form  for  reprints  is 
attached  to  the  galleys  returned  to  authors  for 
correction  and  approval. 
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Editorials 


Flammable  fabrics 


More  than  150,000  persons  are  burned  each  year 
in  this  country  due  to  clothing  fires.  Children 
and  older  people  are  the  most  frequent  victims. 
Females  of  course  predominate  because  ruffles 
and  lightweight  fabrics  are  a significant  hazard. 

Weight  and  weave  of  material  determines  how 
easily  it  will  catch  fire  and  how  fast  it  will  burn. 
Tightly  woven,  heavy  fabrics  will  burn  more  slowly 
than  loosely  woven  light  fabrics  of  the  same  ma- 
terial. 

Surface  texture  influences  flammability.  Fab- 
rics with  long,  loose,  fluffy  pile  or  “brushed”  nap 
will  ignite  more  quickly  than  fabrics  with  a hard 
tight  surface.  The  fluffy  type  of  fabric  may  seem 
warm  and  “cute”  for  infant  wear  but  should  be 
avoided. 

There  is  an  order  of  inflammability  in  fabrics 
worth  remembering. 

Modacrylic  is  a new  synthetic  fabric  designed 
to  be  naturally  flame  retardant.  Glass  fiber  is 
naturally  flame  resistant.  Wool  is  comparatively 
flame  resistant  and  if  ignited  it  burns  very  slowly 
and  often  extinguishes  itself. 


Nylon,  polyester,  acrylic,  and  such  fabrics  are 
only  moderately  flammable,  but  once  ignited  offer 
further  dangers  because  of  melting  and  dripping  of 
the  hot  substance.  Silk  is  not  very  flammable  but 
often  made  nonflammable  by  addition  of  other 
materials  to  alter  color,  weight,  or  wearing  quality. 

Cotton,  linen,  and  paper  are  highly  flammable 
but  can  be  made  flame  retardant  by  chemical 
treatment. 

Rayon,  acetate,  and  triacetate  are  as  flammable 
as  cotton  but  can  be  made  flame  retardant  by 
chemical  treatment. 

Recently  there  was  imported  into  this  country  a 
Melton  cloth  consisting  of  70  per  cent  wool,  22 
per  cent  nylon,  and  8 per  cent  asbestos.  This  fab- 
ric has  been  declared  hazardous  because  in  cutting 
and  brushing  the  fabric,  asbestos  particles  can  be 
inhaled  with  the  possibility  of  future  development 
of  asbestosis.  The  garments  made  from  this  ma- 
terial have  been  recalled.  Vigilance  remains  the 
eternal  price  of  safety. 
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Scientific  Program 


Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested  to 
write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
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RELATIONSHIP  OF 
MENTAL  DISORDER 
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BEHAVIOR 

Review  of  recent  issues 
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Inc. 


Not  many  years  ago,  about  the  only  issue  with 
regard  to  mental  disorder  and  suicidal  behavior 
was  whether  or  not  all  suicides  were  acts  of  insane 
people.  There  were  those  who  felt  that  all  suicides 
were  acts  of  insane  people,  and  there  are  still  some 
who  adhere  to  this  view,  while  others  felt  that  sui- 
cide could  be  the  act  of  a sane  man. 

Temoche,  Pugh,  and  MacMahon*  reviewed 
studies  that  estimated  the  proportion  of  samples 
of  mentally  disturbed  people  who  had  committed 
suicide  and  found  that  the  estimates  ranged  from 
5 to  94  per  cent.  All  of  the  higher  estimates  were 
obtained  by  investigators  who  diagnosed  the  people 
with  the  knowledge  of  whether  they  killed  them- 
selves or  not.  Clearly  this  knowledge  can  bias  the 
psychiatric  diagnosis.  K the  diagnosis  was  made 
without  any  knowledge  as  to  the  manner  of  death, 
then  the  estimates  of  the  proportion  of  those  men- 
tally disturbed  range  from  5 to  22  per  cent. 

However,  the  question  of  whether  people  who 
commit  suicide  can  be  sane  is  unanswerable  since 
there  are  few  investigators,  if  any,  who  have  had 
access  to  people  immediately  prior  to  their  suicidal 
actions  to  diagnose  them  accurately.  Since  it  is 
unlikely  that  investigators  will  have  access  to  such 
individuals  in  the  future,  the  question  will  remain 
unanswerable. 


Although  several  interesting  hypotheses  have  been 
raised,  little  solid  research  has  been  done  on  the 
association  between  mental  disorder  and  suicidal 
behavior.  It  has  been  customary  to  focus  on  suicide 
rates,  but  it  might  be  more  useful  to  determine  the 
proportion  of  deaths  due  to  suicide  in  a population, 
especially  the  proportions  in  groups  of  patients  with 
different  types  of  mental  disorder. 


Luckily,  investigators  have  moved  to  the  study 
of  more  meaningful  questions.  The  first  question 
derives  from  this  early  concern  but,  rather  than 
asking  whether  or  not  all  suicides  are  acts  of  sane 
people,  investigators  have  sought  to  determine 
what  the  suicide  rate  is  for  people  with  various 
psychiatric  disorders. 

Suicide  rate  in  various 
psychiatric  disorders 

The  suicide  rate  is  considerably  higher  in  those 
who  have  been  admitted  to  a psychiatric  hospital 
than  in  those  who  have  not:  37  per  100,000  as 

opposed  to  10  per  100,000.’*  Pokorny^  computed 
suicide  rates  for  patients  formerly  admitted  to  a 
Veterans  Administration  Hospital  and  found  that 
those  with  depressive  psychoses  had  a rate  of  566, 
schizophrenia  167,  organic  disorders  133,  personal- 
ity disorders  130,  neurotic  and  psychosomatic  dis- 
orders 119,  and  alcohol  disorders  78.  Temoche, 
Pugh,  and  MacMahon’  computed  standard  mor- 
tality ratios  for  a similar  group  of  patients  and 
found  the  same  high  rate  for  those  with  depressive 
psychoses.  (Temoche,  Pugh,  and  MacMahon 
used  a sample  of  male  and  female  patients  as 
compared  with  Pokorny’s  all-male  sample.)  Po- 
korny^  also  followed  up  a group  who  attempted 
suicide  and  found  much  higher  suicide  rates  in 
those  of  every  diagnosis.  In  this  sample  of  people 
who  attempted  suicide,  those  with  alcohol  dis- 
orders had  the  highest  mortality  rate  from  suicide 
rather  than  those  with  depressive  psychoses. 

These  three  studies  represent  a great  advance 
over  those  which  compare  a sample  of  completed 
suicides  with  a sample  of  nonsuicidal  patients  for 
their  diagnosis.  For  example,  Farberow,  Shneid- 
man,  and  Neuringer^  compared  a sample  of  men 
who  completed  suicide  with  a group  of  nonsuicidal 

*A11  suicide  rates  noted  in  this  article  are  per  100,000  per  year. 
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psychiatric  patients  and  found  that  those  who 
committed  suicide  were  more  likely  to  be  psychotic 
than  to  be  neurotic  or  have  a chronic  brain  syn- 
drome (due  to  cerebral  arteriosclerosis)  as  com- 
pared with  the  nonsuicidal  patients.  This  kind  of 
study  does  not  provide  as  detailed  and  complete 
information  as  those  that  determine  rates  in  speci- 
fic disorders. 

It  is  notable  that  no  studies  have  yet  sought  to 
determine  the  rate  of  attempted  suicide  in  dif- 
ferent disorders. 

Effects  of  symptoms  on  suicidal  behavior 

Several  studies  have  investigated  whether  or  not 
particular  symptoms  affect  suicidal  behavior. 
Perris  and  D’Elia^  found  no  differences  in  the  sui- 
cide rates  of  those  with  unipolar  depressive 
psychoses  and  those  with  bipolar  depressive  psy- 
choses. Warnes®  found  no  differences  in  the  type 
of  schizophrenia  between  schizophrenic  persons 
who  had  completed  suicide  and  those  who  had  not. 
Farberow,  Shneidman,  and  Leonard^  found  no  dif- 
ferences in  the  incidence  of  states  of  confusion  be- 
tween cancer  patients  who  killed  themselves  and 
those  who  did  not. 

In  one  study  of  attempted  suicides  the  results  are 
of  more  interest.  Gittleson*  found  that  patients 
with  depressive  psychoses  were  less  likely  to  have 
attempted  suicide  if  obsessions  were  also  present. 
Presence  or  absence  of  obsessions  before  the  onset 
of  the  psychosis  was  not  related  to  subsequent 
suicidal  behavior.  Neither  was  the  content  of  the 
obsessions  related  to  the  suicidal  risk. 

Suicide  in  neurotic  and  psychotic  persons 

It  has  often  been  said  or  implied  that  completed 
suicide  is  the  act  of  a psychotic  person  whereas 
attempted  suicide  is  the  act  of  a neurotic  person 
(for  example,  Gordon,®  and  Menninger^®).  This 
idea  has  never  been  tested  adequately,  but  Lester “ 
has  reviewed  some  data  that  lend  support  to  the 
idea. 

For  example,  Dorpat  and  BoswelP®  studied  a 
group  who  attempted  and  completed  suicide  and 
concluded  that  the  more  lethal  the  suicidal  act, 
the  greater  the  likelihood  of  a diagnosis  of  psycho- 
sis. Similar  evidence  comes  from  Sifneos,  Gore, 
and  Sifneos^®  and  from  Rubenstein,  Moses,  and 
Lidz.^'*  However,  the  diagnoses  of  the  patients  in 
these  studies  were  probably  made  with  knowledge 
of  the  suicidal  action,  and  so  the  severity  of  the 
action  may  have  influenced  the  diagnosis  of 
psychosis.  Consequently,  further  study  is  neces- 
sary before  the  notion  can  be  adequately  judged. 

Lester"’'®  speculated  on  this  association  and 
noted  that  available  data  indicate  that  (1)  males 
tend  to  complete  suicide  more  often  than  they  at- 
tempt suicide  whereas  females  attempt  suicide 
more  than  they  complete  it,  and  (2)  females  are 
more  likely  to  suffer  neuroses  than  males  whereas 


males  are  more  likely  to  suffer  psychoses  than  fe- 
males. Lester  suggested  that  these  three  variables 
— diagnosis,  sex,  and  suicidal  behavior — may, 
therefore,  be  associated.  This  speculation  has  not 
yet  been  adequately  tested. 

Different  diagnoses 

Murphy  and  Robins'®  compared  a sample  of 
people  with  affective  psychoses  who  had  com- 
pleted suicide  with  a sample  of  chronic  alcoholic 
persons  who  had  completed  suicide.  They  found 
that  chronic  alcoholic  persons  were  more  likely  to 
be  socially  isolated  and  to  have  a recent  experience 
of  loss  than  psychotic  people.  For  example,  in  the 
six  weeks  prior  to  committing  suicide,  32  per  cent 
of  the  alcoholic  persons  and  3 per  cent  of  the  psy- 
chotic persons  had  experienced  some  loss.  Robins 
and  O’Neal'”  found  similar  differences  in  patients 
attempting  suicide.  Chronic  alcoholic,  socio- 
pathic,  and  hysterical  patients  who  had  attempted 
suicide  were  more  likely  to  have  experienced  early 
social  stress  (such  as  a broken  home)  and  recent 
social  stress  (such  as  divorce)  than  were  those  with 
manic-depressive  psychosis  or  chronic  brain  syn- 
drome. The  former  were  much  more  likely  to  be 
concerned  with  thoughts  of  others  at  the  time  of 
the  suicidal  act  whereas  the  latter  were  much  more 
likely  to  be  concerned  with  thoughts  of  themselves. 
Robins  and  O’Neal'’^  have  concluded  from  these 
studies  that  social  maladjustment  and  social  stress 
is  suicidogenic  only  for  some  types  of  individuals. 

Philip  and  McCulloch'®  carried  out  a similar 
study.  They  classified  a group  of  people  who  had 
attempted  suicide  for  their  degree  of  social  abnor- 
mality. This  concept  was  defined  as  possession  of 
the  following:  a history  of  attempted  suicide, 

living  in  overcrowded  conditions,  having  been 
taken  into  care  by  local  authorities,  having  been 
a juvenile  delinquent,  and  having  had  contact 
with  the  society  for  the  prevention  of  cruelty  to 
children.  Clearly,  these  characteristics  define  a 
concept  sirriilar  to  Robins  and  O’Neal’s'^  notion 
of  social  stress.  Those  who  attempted  suicide 
and  had  a high  social-pathology  score  did  not  dif- 
fer from  those  with  a low  social-pathology  score  on 
Scheier  and  Cattell’s'®  neuroticism  scale  nor  on  the 
personal  illness  scale  of  the  Sympton-Sign  Inven- 
tory,®® but  they  did  have  higher  scores  on  the  char- 
acter-neurosis scale  of  the  Symptom-Sign  Inven- 
tory. 

Apart  from  these  two  sets  of  studies,  there  are 
only  two  hypotheses  in  the  literature  about  possible 
associations  here.  Balser  and  Masterson®'  hypoth- 
esized that  a diagnosis  of  schizophrenia  would  be 
common  in  adolescents  who  committed  suicide 
whereas  depressive  psychosis  would  be  more  com- 
mon in  adult  suicide.  A second  hypothesis  comes 
from  Allen®®  who  argued  that  those  who  have  para- 
noia have  a basic  suicidal  impulse  which  they 
have  projected  onto  the  environment.  The  para- 
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noia  is,  in  fact,  a defense  against  suicide.  In  this 
case,  it  might  be  predicted  that  suicide  would  be 
rare  in  those  suffering  from  paranoia  since  they 
have  dealt  with  the  impulse  by  projection. 

With  regard  to  the  timing  of  the  suicidal  act, 
Seager  and  Flood^^  felt  that  completed  suicide 
could  occur  at  two  times:  after  a long  period  of 

psychiatric  disability  or  as  an  early  symptom  of 
an  impending  psychiatric  disturbance.  They 
speculated  that  the  former  was  more  characteris- 
tic of  females  whereas  the  latter  was  more  charac- 
teristic of  males. 

Conclusions 

This  review  of  recent  work  on  the  association 
between  mental  disorder  and  suicidal  behavior  has 
indicated  that  there  is  little  solid  research  in 
existence  yet.  Rather  there  are  some  potentially 
fruitful  hypotheses.  In  concluding  this  review,  it 
is  perhaps  appropriate,  therefore,  to  point  to 
another  possible  avenue  for  investigation.  In  the 
study  of  suicidal  behavior,  it  is  customary  to  focus 
on  suicide  rates.  A more  useful  measure  might 
be  the  proportions  of  deaths  in  a population  due  to 
suicide.  The  usefulness  of  this  measure  can  be 
illustrated  by  data  from  Pitts  and  Winokur.^^ 
They  reviewed  studies  that  had  followed  up 
samples  of  manic-depressive  persons  and  found 
that  the  proportion  dead  from  suicide  in  the  total 
sample  ranged  from  2.8  to  12  per  cent.  However, 
when  they  computed  the  proportion  of  deaths  due 
to  suicide  in  each  of  the  studies  the  proportions 
ranged  from  13.4  to  15.3  per  cent,  with  a mean  of 
14.5  per  cent.  It  seems  that  this  latter  measure 
may  be  considerably  more  stable  than  a rate 
measure  and  less  dependent  on  the  length  of  time 
for  which  the  patients  are  followed  up.  It  would 
be  interesting  to  compute  these  proportions  for 
patients  with  different  types  of  mental  disorder. 
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In  one  of  the  ancient  academies  the  students  had 
a three-year  course.  In  the  first  year  they  were 
called  the  wise  men,  in  the  second  the  philoso- 
phers, and  in  the  third  the  learners  or  disciples. 
In  studying  human  problems  we  might  better 
start  with  the  third-year  students  in  applying  the 
philosophy  of  Maimonides  who  said  “teach  thy 
tongue  to  say  ‘I  know  not’  and  thou  will  progress.” 

Unfortunately,  a good  many  people  work  back- 
ward through  this  curriculum  to  become  wise  and 
dogmatic  about  matters  we  are  only  beginning  to 
understand.  The  omnipotence  of  the  protagonists, 
the  elaboration  of  the  theories,  and  the  heat  gener- 
ated appear  to  increase  with  the  degree  of  igno- 
rance. 

A study  of  medical  textbooks  in  the  last  century 
before  and  after  the  discovery  of  the  tubercle  bacil- 
lus by  Koch  illustrates  this  progression.  Earlier 
textbooks  contain  many  chapters  on  tuberculosis, 
describing  various  theories  of  the  etiology,  different 
approaches  to  treatment,  and  arguments  for  and 
against  the  different  viewpoints.  After  Koch  made 
his  discovery,  later  editions  of  the  same  books  con- 
tain one  chapter  which  is  brief  and  to  the  point. 

A review  of  the  psychiatric  literature  and  an  ob- 
jective assay  of  our  clinical  methods  would  suggest 
that  in  many  respects  we  are  still  in  the  early  stages 
of  the  aforementioned  process.  The  gallimaufry 
of  educated  guess,  intuitive  hypothesis,  and  apo- 
dictic  pronouncement  might  have  come  straight 
from  Genesis:  “Come  let  us  go  down  and  there 

confuse  their  language  that  they  may  not  under- 
stand one  another’s  speech.” 

Many  questions  are  still  unanswered  in  the  mat- 
ter of  the  psychoses.  The  literature  is  voluminous. 


the  theories  are  complicated,  and  the  resulting 
disagreement  confusing.  We  know  that  many 
patients  recover  from  even  the  more  serious  dis- 
orders and  that  good  treatment  will  make  a signif- 
icant difference  statistically  in  the  number  of 
patients  who  improve.  The  theoretic  basis  for 
many  of  our  therapies  remains  obscure. 

Nevertheless  we  still  have  to  treat  our  patients. 
While  it  is  essential  in  our  thinking  and  research  to 
maintain  a high  level  of  critical  scrutiny  and  scep- 
ticism, we  still  have  to  make  clinical  decisions. 
We  cannot  afford  the  luxury  of  telling  our  patients 
to  come  back  in  two  or  twenty-two  years  when  we 
might  know  more  about  what  ails  them  and  pre- 
scribe with  more  accuracy.  We  have  to  make  de- 
cisions based  on  the  information  available  at  the 
present  time  to  determine  a definite  plan  of  treat- 
ment. That  is  the  basis  of  the  clinical  approach, 
as  it  is  the  basis  for  all  decision  making. 

This  article  reviews  the  literature  and  thinking 
on  the  paranoid  conditions  and  the  relationship 
between  paranoia*  and  homosexuality.  The 
issues  involved  in  this  discussion  are  related  to  the 
problems  of  the  therapist  who  has  to  resolve  his 
theoretic  perplexities  and  decide  on  a clinical 
approach  to  his  patient. 

Discussion  of  paranoia  leads  to  a consideration 
of  homosexuality.  Our  dynamic  understanding  of 
paranoia  began  with  Freud’s^  article  on  the  Schre- 
ber case  in  which  he  attributed  paranoia  to  un- 
conscious homosexuality.  Whether  one  subscribes 
to  this  explanation  or  not,  it  is  the  general  clinical 
experience  that  the  issue  of  homosexuality  often 
comes  up  in  the  treatment  of  paranoid  patients. 
Paranoid  patients  frequently  have  homosexual 
anxieties,  and,  conversely,  homosexual  patients 
frequently  have  paranoid  anxieties,  not  to  mention 
more  acute  episodes  of  acute  paranoid  disturbance. 
There  appears  to  be  a special  relationship  between 
the  sadomasochistic  forms  of  homosexuality  and 
paranoia. 

Literature 

The  case  of  the  psychotic  judge,  Daniel  Paul 
Schreber,  has  been  called  the  “most  quoted  case 
in  psychiatry.”  Since  its  publication  many  other 
views  have  been  advanced,  but  even  in  their 
disagreement  they  express  their  debt  to  Freud.  He 
showed  us  how  to  think  seriously  and  deeply  about 
a problem  that  no  one  had  tackled  in  quite  the 
same  way  before. 

Freud  based  his  analysis  of  the  Schreber  case  on 
the  patient’s  autobiography.  Memoirs  of  My  Men- 
tal Illness.  Schreber’s  delusional  system  was 
florid  and  complex;  it  developed  after  some  years 
of  severe  paranoid  disturbance  into  the  system- 
atized belief  that  he  was  to  be  emasculated  and 
transformed  into  a woman  who  would  be  impreg- 
nated by  God  and  bear  a new  race  of  men.  In  the 

* The  word  paranoia  in  this  article  has  been  used  to  refer  to 
the  group  of  paranoid  syndromes. 
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Whether  paranoia  initiates  homosexuality  or  vice 
versa  has  been  a point  of  discussion  since  Freud’s 
dictum  that  paranoia  is  due  to  unconscious  homo- 
sexuality. Other  investigators  have  proved  in 
controlled  experiments  that  the  delusions  and  hallu- 
cinations of  paranoia  are  heterosexual  rather  than 
homosexual  and  that  homosexuality  is  a defense 
mechanism  against  paranoia.  The  cause  and  effect 
relationship  between  the  two  conditions  would 
appear  to  be  unsupported  by  any  real  evidence. 
In  psychotherapy  the  goals  are  the  reduction  of 
anxiety  and  the  establishment  of  a relationship  with 
someone  concerned  about  the  paranoid  individual. 
For  the  patient  a firm  understanding  of  reality  and 
an  increased  capacity  to  deal  with  it  are  essential. 


early  years  of  his  illness  Schreber  fought  against 
his  “persecution”;  later  he  seemed  to  have  ac- 
cepted this  delusional  fate  as  his  destiny.  At  the 
onset  of  the  illness,  before  the  delusions,  he  had  a 
fleeting  conscious  wish  to  be  a woman  in  sexual 
intercourse.  Freud  stressed  the  significance  of  this 
experience  as  a homosexual  wish,  manifesting 
latent  homosexuality.  He  based  his  interpretation 
of  the  illness  on  this  foundation. 

Freud  saw  that  the  inner  disturbance  of  the  pa- 
tient was  projected  onto  the  outside  world.  He 
hypothesized  that  the  homosexual  wish  was  denied 
by  the  patient  and  changed  to  hostility.  This 
anger  was  then  projected  onto  others.  In  the  later 
stages  of  Schreber ’s  illness  the  original  wish  re- 
turned as  a conscious  expectation  that  he  would  be 
transformed  into  a woman.  In  the  course  of  this 
conflict,  regression  to  earlier  stages  of  development 
occurred.  Prior  difficulties  in  childhood  were  the 
precondition  for  the  regression  which  proceeded 
to  narcissistic  levels  of  infantile  development. 
Libido  was  withdrawn  from  people  and  objects  and 
attached  to  the  self.  Libidinal  attachment  to  the 
ego  produced  grandiosity. 

He  theorized  that  Schreber ’s  delusional  projec- 
tions had  a defensive  function  as  an  attempt  to 
restore  libidinal  attachment  to  objects,  that  is, 
a delusional  world  reconstruction. 

Freud  described  the  mechanisms  of  projection 
and  denial  as  basic  to  the  formation  of  paranoia. 
He  summarized  the  process  in  the  following  equa- 
tion: I do  not  love  him,  I hate  him;  therefore  he 
hates  me  which  justifies  me  hating  him.  The 
other  paranoid  states  can  be  formulated  in  varia- 
tions of  this  equation:  delusional  jealousy — I do 

not  love  him,  she  loves  him;  erotomania — I do  not 
love  him,  I love  her  because  she  loves  me;  grand- 
iosity— I love  me. 

Freud'^  expanded  his  views  on  the  dynamics  of 
paranoia  in  his  work.  The  Ego  and  the  Id.  He 
cites  a case  in  which  the  patient’s  hatred  of  his 
brothers  had  been  replaced  by  a reactive,  loving 
attitude.  This  created  the  matrix  in  which  homo- 
sexuality and  paranoia  developed  later  in  his  life. 
In  this  patient  strong  hatred  and  reactive  love  were 
fixated  at  infantile  levels,  forming  an  intensely 
ambivalent  attitude  toward  all  love  objects.  In 
the  paranoid  psychosis  a reversal  of  the  infantile 
shift  from  hate  to  love  occurred,  and  the  cathexis 
shifted  back  from  love  to  hate.  The  hostility  was 
then  projected  as  delusions  of  persecution. 

Knight^  pursued  further  the  theme  of  excessive 
love  to  counteract  hate.  He  does  not  consider  the 
paranoid  reaction  a new  formation  resulting  from 
the  projection  of  hate  after  love  had  been  refused. 
Rather  the  paranoid  patient  suffers  from  a chronic 
excessive  need  for  love  to  neutralize  his  enormous 
hate.  His  love  is  dangerous,  therefore,  and  the 
closer  he  gets  to  a love  object  the  greater  becomes 
the  danger  of  attack  and  the  need  for  a persecutory 
reaction.  This  formulation  of  the  paranoid  con- 


flict is  akin  to  the  basic  dilemma  of  all  schizo- 
phrenic individuals. 

MacAlpine  and  Hunter^  have  written  a most 
interesting  study  of  the  Schreber  case  in  addition 
to  translating  the  English  version  of  the  Memoirs. 
They  criticize  Freud  for  not  drawing  a distinction 
between  neurosis  and  psychosis  and  overemphasiz- 
ing neurotic  aspects  of  what  was  a psychotic 
condition.  They  explain  the  delusions  as  symbolic 
of  archaic  procreation  fantasies  and  point  out 
that  Schreber  was  very  concerned  over  his  lack  of 
children.  This  concern  may  have  been  a precipi- 
tating factor  in  his  illness.  Schreber’s  pregnancy 
fantasies  necessarily  imply  a concomitant  loss  of 
sex  differentiation;  the  authors  restate  the  premise 
that  schizophrenic  persons  are  neither  heterosexual 
or  homosexual  but  lack  identification  with  either 
sex. 

MacAlpine  and  Hunter  make  some  telling 
points,  but  their  investigation  fails  to  explain 
satisfactorily  why  these  fantasies  erupted  in  delu- 
sional form  at  the  time  they  did.  They  suggest 
an  answer  in  Schreber’s  disturbance  about  his  lack 
of  children  and  explain  the  symbolic  meaning  of 
his  symptoms  in  terms  of  archaic  pregnancy 
fantasies;  however,  this  does  not  go  far  enough  in 
explaining  why  these  archaic  mechanisms  were 
able  to  supplant  ego  functions  in  a psychotic  state. 

The  same  criticism  can  be  made  of  Freud’s 
theory.  Why  did  Schreber  become  unable  to  cope 
with  homosexual  impulses  which  presumably  had 
been  there  for  most  of  his  life?  Freud  suggested 
that  a reactivation  of  homosexual  impulses  in  the 
involutional  period  was  responsible,  but  this  ex- 
planation is  not  supported  by  much  real  evidence. 

MacAlpine  and  Hunter  emphasized  pregenital 
factors,  originating  very  early  in  childhood,  before 
the  oedipal  period,  before  sexual  identification  is 
determined,  and  before  the  problems  of  homo- 
sexuality begin,  according  to  the  classic  theory  of 
homosexuality. 
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Klein^  places  the  cause  of  the  paranoid  reactions 
in  the  first  or  second  year  of  life.  The  infant  in  the 
first  year  is  unable  to  distinguish  between  the  in- 
ternal and  the  external  world.  Object  and  infant 
are  one.  Good  and  bad  aspects  of  the  infant  or 
object  are  not  connected.  In  this  “primary  posi- 
tion” the  infant  feels  persecuted  by  cruel,  sadistic, 
external  objects  which  actually  represent  its  own 
projected  anger  and  its  fear  of  retaliation  for  its 
own  sadistic  fantasies.  A very  early  superego  is 
formed  which  is  hostile  to  the  infant  ego.  A failure 
to  advance  beyond  this  primitive  stage  accounts 
for  a predisposition  to  paranoid  disorders.  In  para- 
noid regression  the  patient  returns  to  this  very 
early  phase. 

Klein  contrasts  the  paranoid  position  with  the 
depressed  position.  When  the  infant  becomes 
aware  of  himself  as  separate  and  perceives  posi- 
tive and  negative  feelings  within  himself,  then  he 
can  feel  both  guilt  and  blame.  He  can  also  experi- 
ence loss;  the  discovery  of  the  distinction  between 
self  and  object  makes  the  fear  of  loss  a reality. 
This  is  the  depressed  position. 

The  idea  of  a superego  formed  and  operating  in 
the  first  two  years  of  life  is  one  with  which  many 
people  disagree.  Glover®  has  suggested  a com- 
promise which  refers  the  persecutors  to  a later 
stage  of  infantile  development.  He  rejects  Klein’s 
concept  of  a superego  in  the  first  or  second  year  but 
recognizes  disconnected  precursors  which  he  calls 
superego  nuclei.  These  eventually  become  inte- 
grated into  an  organized  superego  in  the  third  to 
fifth  years,  when  the  major  identification  occurs. 
Failure  to  establish  strong  heterosexual  identifica- 
tion predisposes  the  patient  to  paranoid  regression. 
In  regression,  object  relationships  are  first  aban- 
doned and  then  re-established  at  homosexual 
levels,  accompanied  by  persecutory  delusions. 

A different  approach  is  taken  by  Schwartz"^  who 
attributes  the  paranoid  reaction  to  infantile  experi- 
ences of  deprivation,  somewhat  like  depression. 
However,  in  the  depressed  person  the  experience  of 
hurt  is  related  to  committed  acts  in  terms  of  rigid, 
overcritical  attitudes  on  the  part  of  parents.  The 
child  develops  the  concept  of  “bad  me”;  this 
concept  is  introjected  to  be  used  as  self-referral 
for  blame.  For  the  paranoid  the  infantile  experi- 
ence of  hurt  derives  from  acts  of  omission  resulting 
in  feelings  of  lovelessness  and  insignificance.  The 
infant  perceives  meaninglessness  in  terms  of  the 
object.  “They  consider  me  insignificant”  comes 
before  “I  am  insignificant.” 

Several  authors  have  taken  direct  issue  with 
Freud’s  contention  that  paranoia  is  a defense 
against  homosexuality.  Rosenfeld®  described 
several  patients  in  whom  homosexuality  developed 
as  a defense  against  paranoia.  He  points  out  that 
in  manifest  homosexuality  of  the  nonpsychotic 
type  severe  hidden  paranoid  anxieties  are  frequent- 
ly present,  and  projective  mechanisms  of  different 
types  are  common.  He  describes  two  homosexual 


patients  in  whom  paranoia  developed  when  the 
defensive  function  of  the  homosexuality  failed. 

In  a similar  vein,  Glover®  has  described  homo- 
sexuality and  certain  other  perversions  as  the  nega- 
tive of  psychotic  formations,  patching  over  “flaws 
in  the  development  of  the  reality  sense.” 

The  statistics  of  Klaif  and  Davis®  do  not  bear  out 
Freud’s  hypothesis.  They  examined  data  from  the 
records  of  paranoid  patients  and  a control  group 
and  found  that  the  delusions  and  hallucinations  of 
the  paranoid  group  did  not  have  a predominantly 
sexual  content.  In  a later  study  of  75  female  para- 
noid schizophrenic  patients  and  a control  group  of 
100  female  nonpsychotic  patients  it  was  found  that 

53.7  per  cent  of  the  paranoid  group  had  delusions 
and  hallucinations  with  sexual  content,  but  in 

83.7  per  cent  of  this  group  the  content  was  hetero- 
sexual rather  than  homosexual.^®  Freud’s  hypoth- 
esis requires  the  sex  of  the  persecutor  to  be  the 
same  as  that  of  the  patient.  In  this  study  the 
largest  percentage  of  paranoid  schizophrenic  fe- 
males had  male  persecutors.  These  two  findings 
implicate  problems  in  heterosexual  relationships 
rather  than  unconscious  homosexual  wishes  as 
important  in  the  dynamics  of  paranoia. 


I 


Comment 

Rosenfeld’s®  observations  reflect  what  appears 
to  be  a general  clinical  experience.  Frequently  we 
see  paranoid  patients  who  have  been  or  are  actively 
homosexual  and  homosexual  patients  who  show 
paranoid  symptoms.  If  paranoia  is  a defense 
against  homosexuality,  it  is  certainly  not  an  ef- 
fective one  in  these  cases.  Nor  is  the  mechanism 
of  denial  operating;  these  patients  acknowledge 
their  homosexuality  and  may  derive  gratification 
from  it. 

We  might  also  ask  why  hostility  has  to  be  ex- 
plained as  a reaction  to  sexual  instincts.  There 
are  other  reasons  for  hostility  in  the  history  and 
experience  of  our  patients. 

The  force  of  Freud’s  theory  is  weakened  by  the 
fact  that  unconscious  homosexuality  has  been  held 
to  account  for  many  other  conditions,  including 
alcoholism,  drug  addiction,  prostitution,  and  even 
normal  character  traits.  That  there  is  a connec- 
tion in  each  of  these  instances  would  not  be  dis- 
puted by  clinicians,  but  the  significance  of  homo- 
sexuality as  a central  factor  in  the  chain  of 
causation  is  another  matter. 

That  there  is  a connection  between  paranoia  and 
homosexuality,  not  just  in  theory  but  in  clinical 
experience,  requires  some  other  explanation.  The 
nature  of  the  connection  becomes  clearer  when  re- 
cent views  about  the  dynamics  of  homosexuality 
are  taken  into  account.  At  first  homosexuality 
was  regarded  as  a defense  against  oedipal  fears: 
fears  of  castration  and  mutilation  (penetration 
in  women).  More  recent  thinking  has  emphasized 
the  importance  of  conflict  in  the  very  early,  pre- 
oedipal  stages  of  development.  In  this  stage  of 
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development  the  anxieties  are  concerned  with 
basic  problems  of  identity:  the  inability  to  sepa- 
rate from  mother,  the  resulting  identification  with 
her,  and  the  fear  of  merging  with  her,  seen  as  dis- 
solution and  annihilation.  The  oedipal  fears  are  a 
later  addition  to  the  more  basic  developmental 
problems.  The  earlier  conflicts,  to  which  regres- 
sion occurs  under  stress,  are  similar  to  those  found 
in  the  analysis  of  paranoid  patients  and  their 
families. 

Among  the  common  denominators  are  the  prob- 
lems of  an  ambivalent  relationship  with  mother, 
the  difficulty  in  separating  from  her,  the  urge  to 
merge  with  her  in  terms  of  introjection  and  pro- 
jection versus  the  drive  toward  a separate  iden- 
tity, the  underlying  rejection,  and  the  basic  hostil- 
ity in  the  relationship.  These  dynamics  are  per- 
sistent themes  in  the  psychodynamics  of  both 
paranoid  and  homosexual  patients.  It  follows 
that  the  paranoid  and  homosexual  tendencies  are 
likely  to  coexist,  and  that  under  certain  circum- 
stances a patient  may  shift  from  one  overt  problem 
to  the  other.  To  call  this  shift  a defense  may  be 
more  a matter  of  semantics  than  teleology.  Freud 
regarded  paranoia  as  a defense  against  homo- 
sexuality; Rosenfeld  believed  that  the  process  was 
in  the  opposite  direction.  A cause  and  effect  rela- 
tionship between  them  would  appear  to  be  unsup- 
ported by  any  real  evidence.  It  would  appear  to 
be  more  consistent  with  what  we  know  to  regard 
them  as  related;  in  Brill’s  terms,  first  cousins. 

It  is  apparent  that  there  are  significant  differ- 
ences. In  homosexuality  there  is  a libidinized 
defense  and  a libidinized  object.  In  paranoia  the 
object  is  hated.  In  paranoia  the  patient  loses  his 
contact  with  reality  and  exists  in  an  autistic  world. 
The  break  with  reality  and  the  creation  of  a delu- 
sional world  can  occur  only  in  a massive  distur- 
bance of  the  sensory,  associative,  and  logical  pro- 
cesses involved  in  ego  function. 

The  explanations  adduced  to  account  for  the 
psychotic  disorders  range  from  the  psychoanalytic 
to  the  totally  organic.  As  yet  there  is  no  conclusive 
evidence  for  any  one  point  of  view.  The  most 
widely  accepted  hypothesis  is  the  multifactorial 
theory,  which  regards  schizophrenia,  taken  to  in- 
clude the  paranoid  syndromes,  as  the  result  of  a 
confluence  of  psychologic,  experiential,  genetic, 
and  organic  factors.  Whatever  the  final  outcome 
of  this  inquiry,  it  would  seem  that  psychologic 
factors  play  some  part  in  the  chain  of  causation. 
This  is  not  simply  because  psychologic  reactions 
are  involved  in  all  of  nian’  behavior;  clinical 
experience  with  paranoid  patients  indicates  that 
the  psychologic  approach  is  of  crucial  importance. 

It  is  not  within  the  scope  of  this  report  to  survey 
the  vast  amount  of  research  into  schizophrenia 
currently  under  way.  Some  mention  must  be 
made,  however,  into  the  studies  of  the  schizo- 
phrenic patient’s  family.  The  work  of  Lidz  et  a/.“ 
Bateson  et  and  others  has  demonstrated  the 


variety  of  conflicting  interactions  in  these  families 
and  the  distorted  interrelationships  that  influence 
the  development  of  the  patient.  It  is  to  be  hoped 
that  these  studies  will  indicate  patterns  of  inter- 
action that  are  characteristic  of  the  different  syn- 
dromes. 

The  families  of  homosexual  persons  have  not 
been  studied  to  tne  same  extent,  but  analysis  of 
individual  patients  has  provided  a great  deal  of 
information  about  family  patterns.  It  would  ap- 
pear that  in  the  parental  relationship  of  the  homo- 
sexual patient  there  is  a seductive  element  that 
creates  the  potential  for  a libidinized  defense.  In 
this  area,  as  in  others,  a great  deal  of  research  still 
needs  to  be  done. 

Schreber  up-to-date 

An  interesting  contribution  to  the  literature  on 
paranoia  comes  from  a patient,  who  has  written  an 
account  of  mental  illness,  entitled  The  Diary  of  a 
Paranoiac.  Being  a Series  of  Fictional  Associa- 
tions on  the  Subject  of  Fear.^^  This  work  is  fic- 
tional but  based  on  personal  experience.  The  fol- 
lowing quotation  gives  some  of  the  author’s  ideas 
about  mental  illness,  paranoia,  and  therapy.  The 
principal  character  is  a young  man  who  is  strug- 
gling with  overwhelming  paranoid  delusions  and 
hallucinations.  In  this  passage  he  has  fantasied  an 
idealized  image  of  a psychiatrist  who  appears  to 
him  in  his  room  and  addresses  him  in  these 
terms.* 

You  see,  when  we  are  first  born  our  egos  are  bound- 
less. They  know  no  limits.  ...  It  is  called  in  psychol- 
ogy the  stage  of  infantile  omnipotence.  The  infant 
does  not  identify  his  ego  with  his  small  helpless  body. 
Rather  he  identifies  his  ego  with  the  whole  of  creation, 
by  means  of  his  initial  narcissism,  which  will  not  allow 
himself  to  admit  that  anyone  exists  except  himself . . . 

This  is  like  a vast  empire.  A nation  which  controls 
the  world,  you  might  say;  as  the  Romans  once  thought 
their  boundaries  reached  to  the  ends  of  the  earth. 
But  then  a strange  thing  begins  to  happen.  We  grow 
up.  And  as  we  grow  up,  our  poor  omnipotent  egos 
begin  to  lose  a little  of  their  omnipotence.  In  short, 
our  ego  shrinks  . . . We  recognize  that  our  little  bodies 
are  not  limitless.  For  the  first  time  we  become  aware 
of  an  environment  . . . the  child  must  make  friends 
with  his  father,  mother  and  brethren,  to  help  him 
fight  off  the  even  larger  environment  which  extends 
beyond  his  immediate  family.  Then  the  dependency 
needs  take  root.  It  is  like  a large  country  losing  some 
of  her  power.  Her  boundaries  shrinking  in  size  and  her 
once  vast  domains  growing  smaller  . . . 

. . . the  growing  child  is  like  a small  nation,  trapped 
in  between  two  large  appressive  nations.  The  id  and 
the  environment . . . 

Now  when  the  ego  grows  too  small,  something  must 
be  done.  If  something  is  not  done  the  ego  is  in  serious 
trouble.  It  will,  in  fact,  be  partially  destroyed.  This 
is  all  mental  illness  amounts  to  . . . 

So  something  must  be  done  if  the  ego,  or  the  indi- 

* Excerpts  published  by  permission  of  the  publisher,  Exposi- 
tion Press,  Jericho,  New  York. 
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vidual  human  being,  is  to  be  saved  from  annihilation. 
Namely,  the  ego  must  begin  to  fight  . . . And  not  only 
must  it  fight,  it  must  come  to  peace  one  way  or  an- 
other with  some  of  its  enemies.  It  must  go  around 
looking  for  a few  allies,  a few  friends.  This  it  does  in 
many  ways.  For  example,  the  normal  growing  child 
makes  friends  with  his  parents.  He  stops  hating  his 
father  and  wanting  to  usurp  his  privileged  role  with 
his  mother  ...  in  order  to  win  the  friendship  of  the 
father  and  to  establish  freedom  from  the  threats  that 
the  father  is  unconsciously  imposing  on  the  child  for 
wanting  to  take  away  the  father’s  normal  role  with 
the  mother  . . . 

After  the  child  has  made  peace  with  his  father  and 
decided  that  his  mother  is,  to  a certain  extent  privi- 
leged property  (though  this  is  putting  it  a little  crude- 
ly), and  decided  to  seek  his  most  intimate  female  com- 
panionships outside  of  the  precincts  of  his  own  home, 
then  the  child  already  feels  he  has  won  his  first  victory. 
And  he  has.  And  he  has  drawn  up  a couple  of  peace 
treaties  and  the  enemies  are  not  so  numerous.  But 
the  fight  must  continue  and  some  people  never  even 
draw  up  this  first  peace  treaty  in  the  proper  manner, 
and  consequently  never  attain  the  satisfactory  security 
that  it  brings.  And  some  people  make  too  many  con- 
cessions in  this  original  treaty  and  give  over  too  many 
rights  to  the  father  and  mother,  leaving  the  ego  still 
in  a weakened  state.  So  you  see  young  man,  how 
important  it  is  that  we  go  over  our  peace  treaties  very 
carefully,  reading  all  the  fine  print  if  need  be,  and 
coming  to  the  proper  understandings. 

So  we  go  on,  making  our  treaties,  losing  territory 
but  sometimes  winning  some  of  it  back.  By  drawing 
up  these  peace  agreements.  And  also  by  doing  a little 
hard  trench  fighting  of  our  own  . . . the  vast  domain 
that  is  given  us  with  our  birth  is  given  to  us  free  gratis. 
But  the  territory  we  gain  back  with  our  own  struggles, 
after  we  have  lost  so  much  during  our  maturation, 
this  territory  is  not  given  us  free  gratis.  For  what 
is  given  us  is  easy  to  lose,  but  what  we  earn  by  the 
sweat  of  our  brows,  we  like  to  try  and  keep. 

But  here  is  where  the  trouble  is  young  man.  We 
should  not  be  too  ambitious  in  our  struggles  to  regain 
our  former  territories.  We  should  not  think  we  can 
have  it  all  back.  For  the  truth  is  we  cannot.  We  can 
never  be  as  omnipotent  or  secure  as  we  were  in  the 
days  of  our  infancy  . . . The  man  who  is  too  ambitious 
and  wishes  to  have  it  all  back,  wishes  again  for  a 
boundless  ego  with  no  limitations.  With  either  per- 
fect control  of  the  unconscious  instincts  or  a perfect 
union  with  these  instincts.  Such  a man  is  bound  to 
failure  in  his  struggle  to  regain  his  health.  And  that 
is  why  I wish  to  calm  down  a little  of  your  megalo- 
mania . . . Control  is  the  answer,  as  you  state.  But  not 
perfect  control,  for  this  is  impossible  and  undesirable. 
The  id  will  rebel  and  you  will  have  another  breakdown. 
And  any  of  your  friends  who  wish  to  establish  this  per- 
fect control  of  the  id  and  the  perfect  conversion  of 
unconscious  destruction  into  conscious  constructive- 
ness, will  suffer  a similar  breakdown  if  they  try  the 
experiment.  This  is  important.  And  1 wish  you  to 
understand  the  urgency  with  which  I speak.  It  is 
like  the  conquest  of  nature,  a comparison  you  your- 
self make.  We  can  conquer  nature  to  a certain  extent. 
But  not  completely.  We  cannot,  for  example,  wipe 
out  all  the  sufferings  nature  inflicts  on  us,  nor  take 
away  nature’s  prerogative  to  call  a halt  to  the  whole 


process  called  life,  when  we  have  lived  a certain  num- 
ber of  decades.  So  let  us  not  be  too  presumptuous. 
Let  us  not  hope  for  an  unlimited  ego  again,  for  un- 
limited territories  are  always  susceptible  to  disintegra- 
tion from  within. 

The  writing  is  intellectualized,  but  the  passage 
contains  a great  deal  of  deeply  felt  emotion.  It  is 
apparent  that  the  author  has  read  the  literature, 
but  he  is  not  quoting  indiscriminately;  he  is  select- 
ing intellectual  concepts  that  match  his  own 
experience.  Personal  experience  can  confirm  error 
as  often  as  it  increases  understanding,  and  this 
author’s  account  is  no  more  the  whole  story  than 
anything  else  written  up  to  this  point.  Neverthe- 
less a theme  runs  through  his  soliloquy,  for  this  is 
what  it  is,  that  demands  our  attention.  It  picks 
up  and  amplifies  the  message  that  the  issues  in 
psychosis  are  global  and  include  all  aspects  of 
the  personality.  The  problems  go  back  to  the 
earliest  phases  of  development  and  derive  from  the 
most  basic  fears,  not  the  fear  of  abnormal  sexual- 
ity, except  as  a secondary  theme,  but  the  fear  of 
loss  of  love,  loss  of  identity,  and  annihilation. 
These  are  the  fears  of  a child  caught  in  an  ambiva- 
lent relationship  with  rejecting  parents,  with  whom 
his  “treaties”  must  make  too  many  concessions. 
The  libidinal  conflicts  are  a part  of  this  larger  dis- 
turbance. Man  must  live  with  his  instincts.  How 
he  does  it  is  determined  by  his  maturity  and  his 
ability  to  accept  things  as  they  are  without  re- 
treating from  reality. 

Treatment 

What  does  this  mean  to  the  therapist?  How 
does  he  adapt  this  mass  of  theoretic  and  specula- 
tive information  to  the  care  of  his  patient? 

The  multifactorial  theory  of  schizophrenia  is 
supported  by  the  fact  that  the  best  results  in  treat- 
ment are  obtained  from  a combination  of 
approaches,  with  pharmacotherapy  and  psycho- 
therapy as  the  principal  modalities.  Other  ad- 
junctive therapies  are  valuable,  including  group 
therapy,  family  therapy,  and  milieu  therapy.  A 
good  relationship  with  the  therapist  can  make 
all  the  difference,  but  sometimes  the  patient’s 
relations  with  others  is  so  hostile  that  this  cannot 
be  achieved  at  the  beginning.  Then  the  therapist 
has  to  accept  that  the  relationship  will  be  negative 
for  a long  time  and  not  push  himself  on  the  patient. 
The  most  important  consideration  is  that  the  pa- 
tient be  involved  with  someone  who  is  concerned 
for  him. 

A dogmatic  approach  to  the  treatment  of  the 
paranoid  syndromes,  or  any  of  the  schizophrenias, 
that  uses  only  somatic  therapies  with  no  regard 
for  psychotherapy,  or  that  exalts  the  psychothera- 
peutic relationship,  while  refusing  drugs,  is  un- 
justifiable in  light  of  our  current  knowledge.  Such 
polarities  in  psychiatry  are  as  invidious  as  religious 
bigotry. 
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In  the  psychotherapy  of  the  paranoid  patient 
the  immediate  goals  are  the  reduction  of  anxiety 
and  the  establishment  of  a relationship,  the  frame- 
work within  which  communications  become  pos- 
sible and  meaningful.  The  reduction  of  anxiety  is 
assisted  by  the  administration  of  tranquilizers.  It 
may  be  necessary  to  admit  the  patient  to  a hospi- 
tal if  his  living  situation  is  creating  too  much 
anxiety  or  if  the  situation  is  critical  or  dangerous. 
Whenever  hospitalization  is  being  considered,  the 
patient  should  be  given  a choice  if  this  is  possible. 
The  decision  may  have  to  be  made  for  the  patient, 
but  the  indications  for  this  should  be  discussed 
with  him  and  the  involuntary  confinement  termi- 
nated as  soon  as  possible.  There  is  a tendency  to 
maintain  paranoid  patients  on  involuntary  status 
long  after  the  need  for  this  has  ceased.  This  is 
done  in  the  interests  of  keeping  the  patient  in 
therapy,  but  it  sometimes  has  the  opposite  effect. 
In  the  most  disturbed  cases  electric  convulsive 
therapy  may  be  necessary.  This  treatment  is  not 
always  successful  in  quieting  down  the  acute  dis- 
turbance, however;  and  when  it  is  not  successful, 
the  patient  may  incorporate  his  resentment  at  the 
treatment  into  his  paranoid  illness.  Subsequently 
this  may  be  an  impossible  obstacle  to  treatment 
by  the  same  therapist.  The  clinical  decision  to  use 
electric  convulsive  therapy  can  be  justified  by  the 
level  of  disturbance,  failure  to  respond  to  tran- 
quilizers, and  the  presence  of  other  symptoms, 
such  as  depression,  which  show  a better  response  to 
this  method. 

As  anxiety  goes  down  the  patient  begins  to  de- 
scribe his  humiliations  and  his  sufferings.  He 
needs  someone  to  whom  he  can  talk  without  being 
ridiculed  and  shown  how  foolish  he  is.  You  can  be 
assured  that  this  approach  has  already  been  tried 
and  that  it  has  not  worked.  He  needs  someone 
who  will  not  argue  with  him,  and  that  is  a cardinal 
rule.  Do  not  challenge  delusions;  look  out  the 
window  if  you  cannot  keep  up  your  involvement  in 
a psychotic  exchange,  if  you  cannot  stand  to  look 
the  patient  in  the  face  any  longer,  but  keep  your 
mouth  shut. 

Special  difficulties  exist  in  the  treatment  of  the 
paranoid  personality.  These  individuals  are  sus- 
picious, envious,  jealous,  grandiose,  and  sensitive 
to  slights  and  injuries,  real  or  fancied.  Their  lack 
of  empathy  and  their  hostility  create  many  diffi- 
culties in  their  relations  with  others.  Although 
in  some  cases  the  condition  may  proceed  to  a frank 
psychosis,  .as  a rule  they  are  in  good  contact  with 
reality,  allowing  for  a paranoid  slant.  The  adapta- 
tion and  compensation  required  to  combat  their 
basic  insecurity  can  be  accomplished  only  by  a 
rigidity  which  may  masquerade  as  strength.  Such 
personalities  give  an  impression  of  assurance,  and 
they  may  be  quite  forceful  and  effective  in  certain 
situations.  Therefore,  it  is  easy  for  the  therapist 
to  forget  their  vulnerability  and  force  a confronta- 
tion for  which  the  patient  is  not  ready.  Treat- 


ment of  a personality  disorder  requires  that  the 
therapist  discuss  behavior;  but  when  the  patient  is 
paranoid,  he  should  wait  until  a relationship  is 
established.  When  a relationship  exists,  many 
things  become  possible  that  were  unthinkable 
previously. 

When  a relationship  is  established,  the  patient 
begins  to  catch  a glimpse  of  what  the  world  looks 
like  to  another  person.  He  begins  to  understand 
that  there  is  a window  through  which  things  look 
different.  That  therapist  does  not  push  this  en- 
counter with  reality;  he  allows  it  to  take  place 
gradually  in  the  context  of  the  relationship.  Since 
the  patient’s  developing  awareness  is  profoundly 
influenced  by  what  the  therapist  thinks,  revealed 
by  nonverbal  as  well  as  by  verbal  communication, 
it  is  necessary  that  the  therapist  give  some  thought 
in  advance  to  what  he  does  think  about  the  patient. 
His  formulation  may  have  to  be  discarded  later  for 
a more  plausible  hypothesis,  but  it  will  give  him 
some  idea  of  where  he  wants  to  go. 

In  the  early  stages  of  therapy  with  the  patient 
who  has  had  an  acute  break  the  focus  is  on  the 
reality  situation  with  which  the  patient  was  trying 
to  deal  when  he  broke  down.  The  attempt  to  do 
this  makes  the  whole  illness  meaningful  to  the 
patient  and  strengthens  the  ego  functions.  A 
firmer  understanding  of  the  reality  situation  and 
an  increased  capacity  to  deal  with  it  are  essential 
to  a resolution  of  the  psychotic  decompensation. 
In  the  case  of  the  patient  with  a chronic  illness 
the  precipitating  stress  may  be  minimal,  and  we 
are  confronted  rather  with  the  persisting  difficul- 
ties of  the  patient  in  dealing  with  people,  difficul- 
ties that  have  existed  for  a long  time.  In  this  case 
resolution  of  the  psychotic  process  will  have  to 
wait,  but  the  approach  is  essentially  the  same. 
The  starting  point  is  the  experience  of  the  patient 
at  the  time  he  finds  himself  in  treatment. 

This  is  not  to  say  that  psychotic  reactions  are 
simply  reactive.  These  pathologic  reactions  can- 
not be  attributed  to  precipitating  stress  alone. 
Precipitating  factors  have  their  effect  according  to 
the  personality  balance,  the  ego  strengths  and 
weaknesses  of  the  individual,  and  perhaps  the  bio- 
chemistry. The  symptoms  of  breakdown  reflect 
the  psychodynamics  of  the  individual.  However, 
emotional  disorder  occurs  in  the  context  of  real 
experience  to  which  it  may  be  adaptive  or  mal- 
adaptive. The  reaction  to  the  reality  situation 
gives  the  clue  to  the  underlying  dynamics. 

The  understanding  of  dynamics  is  less  important 
than  the  quality  of  the  relationship  with  the  pa- 
tient. The  dynamics  can  be  understood  only  in 
relation  to  the  total  personality  of  the  patient. 
Interpretations  from  the  theoretic  standpoint  are 
either  meaningless  or  harmful;  they  must  be  di- 
rected from  a positive,  constructive  interaction 
which  gives  them  meaning. 

The  author  of  Diary  of  a Paranoiac  has  a word  for 
us  on  this  score:  “So  the  good  psychiatrists  try  to 
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get  the  patient  on  his  feet  again  by  coming  in  with 
something  new,  namely,  a new  ally  the  poor  pa- 
tient . . . hadn’t  even  counted  on — namely  the 
psychiatrisi,  himself.  Now  our  egos  have  an  ally. 
If  we  cannot  see  this,  then  we  have  an  unseen  ally. 
But  we  still  have  an  ally.” 

To  quote  Cameron,  i'*  it  is  not  the  delusion  which 
needs  treatment  but  the  hostile,  frightened  pa- 
tient. 

Interpretations  about  latent  homosexual  ten- 
dencies have  never  in  my  experience  helped.  They 
are  more  likely  to  produce  a violent  reaction  and 
a breakup  of  the  relationship,  not  to  mention  an 
exacerbation  of  illness. 

Schreber 

Let  us  go  back  to  Schreber.  What  would  we  do 
with  him  if  he  were  our  patient,  and  we  had 
modern  resources  at  our  command? 

First,  we  would  look  for  more  information. 
Freud  based  his  analysis  of  Schreber  solely  on  the 
patient’s  writings.  The  family  opposed  the  publi- 
cation of  the  memoirs  and  were  unwilling  to  release 
any  other  information  that  might  shed  light  on  the 
case.  Since  that  time,  however,  a great  deal  of 
additional  information  about  Schreber  and  his 
family  has  appeared.  When  we  look  at  the  pa- 
tient, fleshed  out  with  the  addition  of  historical 
facts  that  give  his  circumstances  at  the  time,  a new 
picture  emerges. 

Schreber ’s  paranoid  illness  developed  in  1893, 
at  the  age  of  fifty-one,  shortly  after  he  had  been 
appointed  a Supreme  Court  Judge.  He  had  one 
previous  admission  for  psychiatric  illness  in  1884 
at  age  forty-two,  an  illness  diagnosed  as  hypo- 
chondriacal but  more  probably  depressive.  Dur- 
ing this  earlier  admission  to  the  hospital  records 
indicate  that  he  made  a suicidal  attempt.  In  1884 
before  this  admission  to  the  hospital,  he  lost  an 
election;  in  spite  of  a considerable  effort  on  his 
part  he  was  badly  beaten  (14,519  votes  to  5,762) 
and  publicly  ridiculed  in  the  newspapers. 

Although  there  is  no  record  of  any  other  psychia- 
tric admissions  before  1884,  it  is  known  that  he 
had  “hypochondriacal  symptoms”  at  age  thirty- 
six  during  his  engagement  to  his  wife  and  one 
year  after  his  older  brother  committed  suicide. 
This  brother  had  been  appointed  a judge  at  a pro- 
vincial Saxon  court  a few  weeks  before  he  took  his 
life. 

Schreber’s  family  was  important  and  his  ances- 
tors prominent.  His  father  was  an  orthopedist 
who  became  an  authority  on  child  rearing  and 
published  many  books  on  the  subject.  Dr.  Schre- 
ber’s approach  to  children  was  rigid,  authoritarian, 
and  incredibly  repressive. 

His  books  contain  admonitions  about  the  de- 
generacy of  youth  and  other  strictures  which  ap- 
pear to  be  a crusade  against  masturbation.  He 
advocated  bodily  exercises  and  the  use  of  various 
mechanical  restraints  to  inculcate  proper  habits 


and  correct  posture  in  children.  These  included 
a type  of  “Iron  Maiden”  to  be  worn  at  the  dining 
table  so  that  children  would  sit  up  straight.  The 
degree  of  illness  suggested  by  these  measures  is 
corroborated  by  a note  in  the  records  of  the  Son- 
nenstein  Asylum,  where  the  son  was  confined,  that 
the  father  suffered  from  “obsessional  ideas  with 
homicidal  tendencies.”’®  It  is  a sad  comment 
on  the  times  that  his  methods  enjoyed  considerable 
popularity;  in  fact  there  were  Schreber  clubs  all 
over  Saxony. 

There  were  other  prominent  men  in  the  family. 
One  ancestor,  the  physician  and  botanist,  Johann 
Christian  Daniel  von  Schreber  (1739-1810)  was 
knighted  in  1791.  The  patient  was  the  only  sur- 
viving male  in  the  family. 

Schreber’s  wife  was  diabetic  and  had  six  mis- 
carriages. She  was  younger  than  he  and  came 
from  a theatrical  background.  We  know  that  he 
was  distressed  that  there  were  no  off-spring,  and 
there  are  indications  of  strain  in  the  marriage,  but 
the  information  is  incomplete. 

These  are  some  of  the  more  important  facts  that 
have  come  to  our  attention.  How  would  these 
influence  our  management  of  the  case?  I can  only 
speak  for  myself  and  describe  what  I would  wish  to 
do. 

There  is  no  question  that  Schreber’s  illness  was 
paranoid.  There  are  many  depressive  elements 
present,  however,  and  the  history  of  loss — loss  of 
brother,  loss  of  children,  and  loss  of  family  heri- 
tage— is  significant  in  this  respect.  There  are 
indeed  many  factors  which  might  have  precipi- 
tated the  paranoid  psychosis  and  not  because  they 
activate  homosexual  impulses.  They  represent 
many  things:  important  object  loss,  loss  of  self- 

esteem, guilt  over  his  brother’s  death,  the  de- 
mands of  his  new  responsibilities,  and  the  threat 
of  failure.  He  was  carrying  on  his  shoulders  the 
burden  of  his  family’s  reputation,  with  all  that 
this  meant  in  terms  of  his  hostility  to  the  father 
and  the  threat  of  competition  with  him.  All  these 
would  have  to  be  taken  into  account,  but  it  is  most 
unlikely  that  psychotherapeutic  understanding 
would  be  enough.  I am  struck  by  the  strength 
of  the  depressive  elements,  particularly  the  nihil- 
istic delusions  which  are  classically  associated 
with  involutional  depression.  This  leads  me  to 
believe  that  electric  convulsive  therapy  would 
produce  considerable  improvement.  The  tranquil- 
izers or  a combination  of  tranquilizers  and  anti- 
depressants might  be  tried  initially;  but  if  they  did 
not  work,  electric  convulsive  therapy  should  be 
started  without  delay. 

Later,  in  psychotherapy,  I would  hope  that  he 
could  talk  about  the  circumstances  of  his  life  be- 
fore his  illness,  his  sadness  at  his  loss  of  children, 
and  the  problem  of  being  the  last  male  in  a family 
that  had  a reputation  to  uphold.  The  ambivalence 
that  he  must  feel  toward  his  family  and  the  hostil- 
ity to  his  father  would  be  accepted  as  the  only 
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possible  reaction  to  a pathologic  situation.  If  he 
wanted  to  discuss  real  problems  of  homosexual 
feelings  or  behavior,  we  would  certainly  do  so; 
but  if  he  were  preoccupied  with  fears  of  homo- 
sexuality, without  any  reality  basis,  I would  not 
show  any  disposition  to  pursue  the  question  un- 
duly. If  he  veered  off  into  the  delusional  state, 
I would  look  out  the  window  and  think  about  how 
to  change  the  subject.  In  any  event  I would  keep 
him  on  a maintenance  dosage  of  tranquilizers, 
probably  for  a long  time. 

St.  Vincent’s  Hospital 
240  North  Street 
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UPPER  TIBIAL 
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Columbia-Presbyterian  Medical  Center 

The  history  of  osteotomy  is  a long  one,  starting 
with  Paul  of  Aegina  in  the  seventh  century. 
Sporadic  descriptions  of  similar  procedures  ap- 
peared in  early  literature.  In  1827  in  this  country 
Barton  utilized  a near-modern  technic  in  section- 
ing the  proximal  femur  of  a patient  with  bony 
ankylosis  of  the  hip  in  flexion  and  eight  years  later 
recommended  cuneiform  resection  for  a knee  an- 
kylosed  in  flexion.  Mayer  first  used  the  term  “oste- 
otomy” sometime  between  1839-1854  and  applied 
it  primarily  to  “cuneiform  resection  of  the  tibia,” 
although  other  bone-cutting  operations  were  in- 
cluded. However,  since  Mayer’s  work  was  not 
published  until  1856,  Langenbeck  has  received 
most  of  the  credit  for  the  early  work  on  osteotomy. 
The  concept  became  well  accepted  following  Lis- 
ter’s method  of  antisepsis  in  1865,  and  during  the 
early  part  of  the  twentieth  century  multiple 
methods  were  described  to  obtain  better  control  of 
the  fragments.' 

High  femoral  osteotomy  as  described  by  Mac- 
Murray  in  1935''  has  been  quite  successful  for  the 
relief  of  pain  in  osteoarthritis  of  the  hip.  However, 
it  is  evident  that  there  is  more  to  intertrochanteric 
osteotomy  than  just  the  correction  of  deformity. 
The  patient  many  times  has  relief  from  pain  at 
rest  within  a day  or  two  after  surgery.  It  is  possible 
that  a significant  factor  in  the  success  of  these 


TABLE  I.  Torsional  effects  of  the  knee  in  the  frontal  plane 


Area 

Medial 

fcm.^) 

Lateral 

(cm.^) 

Plateau 

14.2 

11.7 

Covered  by 

menisci 

7.5 

7.6 

Exposed  by 

menisci 

6.7 

4.1 

osteotomies  is  the  surgical  division  of  various 
structures  such  as  the  bone,  blood  vessels,  and 
nerves  and  their  subsequent  healing. 

Osteotomy  of  the  tibia  combined  with  division 
of  the  fibula  was  first  performed,  according  to 
Wardle,^  at  the  Royal  Southern  Hospital  in  Liver- 
pool, England,  in  1928.  The  surgeons  who  prac- 
ticed it  at  that  time  had  to  deal  with  adult  defor- 
mities resulting  from  childhood  rickets.  They 
pointed  out  that  correction  of  the  deformity  in 
adult  life  by  femoral  osteotomy,  which  was  so 
successful  in  children,  invited  the  rapid  onset  of 
pain  and  chronic  degenerative  change  in  the  knee 
joint.  They  gave  the  reason  that  correcting  the 
deformity  above  the  knee  joint  altered  the  normal 
axial  relationship  and  weight  bearing  as  a whole, 
whereas  the  growing  child  could  adapt  to  these 
changes.  Osteotomy  below  the  knee  makes  no 
such  alteration  but  corrects  the  position  by  the 
production  of  an  equal  and  opposite  deformity 
below  the  original  one,  leaving  the  axis  of  move- 
ment of  the  knee  joint  at  the  same  inclination 
to  the  normal  weight-bearing  axis  of  the  limb. 

Jackson  and  Waugh  in  1961'*  advocated  oste- 
otomy of  the  tibia  for  arthritic  pain  in  the  knee 
joint.  Since  that  time,  excellent  reports  have 
been  added  to  the  literature  by  Gariepy,®  Wardle,® 
Coventry,’'  Bauer,  Insall,  and  Koshino,®  Devas,® 
and  others. 

Investigation 

During  1964  to  1966,  Hector  Yllanes,  M.D.,  at 
Northwestern  Medical  School,  studied  the  tor- 
sional effects  of  the  medial  and  lateral  compart- 
ments of  the  knee.  He  noted  that  the  lateral  tibial 
plateau  receives  more  stress  due  to  “normal” 
valgus  of  the  knee  but  has  more  “meniscus  cush- 
ion” action  than  the  medial  plateau  (Table  I). 
At  the  same  time,  he  compared  patellofemoral 
pressures  in  the  knee  during  flexion  and  extension. 
It  was  noted  that  in  full  extension  of  the  knee  there 
was  almost  no  patellofemoral  contact,  but  as 
flexion  increased  the  patellofemoral  pressure  in- 
creased to  500  Kg.  or  100  Kg.  per  square  centimeter 
at  135-degree  knee  flexion  (Table  II).  Therefore, 
if  a knee  is  in  varus  or  valgus,  the  torsional  effects 
as  well  as  patellofemoral  pressures  should  be  al- 
tered significantly.  One  known  fact  about  osteo- 
arthritis of  the  knee  is  the  number  of  patients  seen 
with  severe  pain  and  arthritis  who  have  either  an 
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Osteotomy  has  a twofold  purpose:  correction  of 

deformity  and  relief  of  pain.  While  femoral  oste- 
otomy is  successful  in  children,  it  invites  pain  and 
degenerative  changes  in  adult  life  when  carried  out 
for  osteoarthritis  of  the  knee.  Upper  tibial  oste- 
otomy is  technically  not  difficult,  has  few  asso- 
ciated complications,  and  is  helpful  in  relieving  pain 
and  deformity. 


TABLE  II.  Comparative  studies  of  patellofemoral  pres- 
sures during  knee  flexion  and  extension* 


Flexion  (degrees) 

- — Patellofemoral  Pressure— > 
(Kg.)  (Kg.  per  cm.=)t 

22 

36 

7.2 

45 

68 

13.6 

90 

160 

32 

112 

260 

52 

135 

500 

100 

* Subject:  A male,  80  Kg.,  femur  47  cm.,  and  tibia  41  cm. 

t The  cartilage  surface  of  the  patella  is  approximaUdy  15  cm.*  'I'he 
patellofemoral  area  of  contact  is  approximately  5 cm.*,  and  in  full  knee 
extension  there  is  almost  no  contact.  In  40  to  60  degrees  of  flexion  the 
patellofemoral  contact  is  locates!  in  the  middle  of  the  patella.  In  60  to 
90  degrees  of  flexion  only  the  upper  pole  of  the  patella  is  in  contact 
with  the  femur. 

abnormal  amount  of  valgus  or  have  a varus  defor- 
mity, seen  especially  in  women. 

Technic 

Tibial  osteotomy  is  not  a difficult  procedure,  and 
many  variations  of  the  original  descriptions  have 
evolved.  Each  author  advocates  his  own  special 
regimen,  but,  in  general,  the  osteotomy  consists 
of  a tibial  division  below  the  plateau  surface  of  the 
knee  joint.  At  the  same  time,  a wedge  of  bone  is 
removed  on  either  the  medial  or  lateral  side  of  the 


joint  depending  on  the  deformity  to  be  corrected. 
Sometimes  the  fibula  is  divided,  but  always  great 
care  is  taken  to  protect  the  lateral  collateral  liga- 
ment of  the  knee  and  the  common  peroneal  nerve. 
Once  the  wedge  of  bone  is  removed,  the  gap  is 
closed  and  held  in  proper  relationship  by  a plaster 
cast.  Some  surgeons  prefer  to  hold  the  osteotomy 
surfaces  together  with  metal  staples  in  addition  to 
a cast.  Most  surgeons,  however,  get  the  patient 
ambulatory  as  soon  as  possible. 

Since  the  entire  osteotomy  is  done  proximal  to 
the  insertion  of  the  patellar  tendon,  in  an  area  of 


FIGURE  1.  (A)  Alignment  of  normal  knee  in  10  to  1 5 degrees  of  valgus.  Line  on  bone  is  approximate  area  for  proxi- 

mal division  of  tibia.  (B)  "Varus"  knee,  most  common  malalignment  problem  producing  osteoarthritis.  "Wedge" 
to  be  resected  shown  by  shaded  outline  of  proximal  tibia.  (C)  "Valgus"  knee.  When  medial  wedge  is  removed,  more 
normal  alignment  of  knee  is  reconstituted,  correcting  mechanical  malalignment  present  before  surgery. 
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cancellous  bone  nonunions  are  quite  rare,  and  the 
normal  muscle  contractions  during  walking  in  the 
cast  tend  to  pull  the  freshly  divided  surfaces  to- 
gether and  compress  them,  thus  promoting  early 
healing  (Fig.  1). 

Results 

The  results  obtained  by  various  authors  are  sum- 
marized in  Table  III.  Each  of  these  surgeons  has 
set  his  own  standards  as  to  classification  of  good 
and  bad  results,  and  accurate  comparisons  are  not 
possible.  However,  one  fact  is  certain,  the  average 
orthopedist  performing  isolated  tibial  osteotomies 
is  greatly  impressed  with  the  technical  ease  of  the 
procedure,  the  usually  benign  postoperative  course, 
and  the  relief  of  pain,  as  well  as  the  more  pleasing 
cosmetic  appearance  of  the  entire  limb. 

Comment 

The  knee  joint  is  exposed  to  constant  direct 
mechanical  stress,  not  only  from  body  weight 
taken  on  as  direct  vertical  loading,  but  also  from 
imbalance  of  the  muscles  and  tendons  surrounding 
the  joint. 

The  causes  of  pain  in  the  knee  due  to  osteo- 
arthritis have  created  much  speculation.  Mercer 
and  Duthie^®  have  postulated  that  the  pain  is  due 
to  direct  pressure  on  subchondral  bone  which  has 
been  denuded  of  its  articular  cartilage.  However, 
in  1953  Lloyd- Roberts “ reasoned  that  joint  capsule 
and  synovial  membrane  inflammation  are  the 
main  causes  of  arthritic  joint  pain.  Another  theory 
advanced  has  been  increased  tension  or  edema  in 
cancellous  bone  due  to  “hyperemia,”  such  as  the 
pain  from  a Brodie’s  abscess.  This  theory  has  been 
reproduced  clinically  by  sternal  puncture  and 
sterile  saline  injections  which  cause  severe  boring 
pain.  Spence  and  Adam  in  1958^^  reported  im- 
mediate relief  of  pain  in  the  hip  following  oste- 
otomy for  osteoarthritis.  Many  people  believe  that 
it  is  not  as  important  to  do  a “valgus,”  “varus,” 
or  “displacerhent”  osteotomy  of  the  hip  but  that 
actually  just  osteotomy  alone  will  allow  relief  of 
pain.  Perhaps  this  is  also  true  in  the  knee  joint. 
The  work  of  Harrison,  Schajowicz,  and  Trueta^^ 
supports  the  theory  that  hyperemia  of  bone  is  the 
main  cause  of  pain  in  osteoarthritis. 

Pain  in  osteoarthritis  could  be  due  primarily  to 
an  increase  of  pressure  in  cancellous  bone  caused 
by  hyperemia  as  well  as  capsular-synovial  inflam- 
mation. These  causes  are  aggravated  by  improper 
stress  on  the  joint  and  loose  bodies  present  within 
the  joint  itself. 

In  the  knee,  the  following  factors  support  these 
views:  (1)  Brookes  et  al.  in  196H''  showed  that 

venous  engorgement  is  almost  always  present  dis- 
tal to  arthritic  joints.  (2)  Varicose  veins  are  ex- 
tremely common  in  patients  with  osteoarthritis 
of  the  knee.*^  (3)  Wardle^’®  has  confirmed  previous 
work  by  Schobinger'®  by  performing  intraosseous 


TABLE  III.  Results  of  tibial  osteotomy 


Reviewer 

Number 
of  Cases 

Results 

Debeyre  (1961) 
Jackson  and 

18 

85  per  cent  good 

Waugh  (1961)^ 

11 

100  per  cent  good 

Gariepy  (1964)® 

13 

80  per  cent  good 

Venemas  (1963) 

25 

70  per  cent  good 

Wardle  (1964)® 

35 

100  per  cent  pain 
relief  in  all; 
90-degree 
range  of  motion 
in  77  per  cent 

Coventry  (1965)’ 

33 

Results  encour- 
aging; one  to 
four  years  post- 
operatively 

Devas  (1969)* 

27 

22  showed  good 
results,  3 fair, 
2 bad 

Bauer,  Insall, 

63 

All  good  except  13 

and  Koshino  (1969)®  • 

patients  had 
some  residual 
pain;  10  of 
these  have  un- 
stable knees 

venography  in  osteoarthritic  knees.  Almost  all 
patients  studied  had  abnormalities  of  the  venous 
pattern.  (4)  Finally,  Helal  in  1965^^  performed 
osteotomies  of  the  tibia  using  a “medullary  block” 
technic.  Marked  pain  relief  occurred  in  almost 
all  cases;  but  if  the  medullary  cavity  was  reopened, 
knee  pain  recurred. 

Jackson  and  Waugh"*  believed  that  the  pain 
relief  and  radiographic  improvement  after  tibial 
osteotomy  result  from  the  fact  that  the  weight- 
bearing stress  is  shifted  to  a more  normal  portion 
of  the  joint  surface,  and  the  undue  strain  on  the 
collateral  ligaments  is  relieved. 

Therefore,  it  is  obvious  that  a group  of  factors  are 
operative  in  the  production  of  knee  osteoarthritis, 
its  subsequent  pain,  and  relief  following  tibial 
osteotomy.  Osteotomy  of  the  tibia  at  the  upper 
end  is  technically  not  difficult,  has  few  associated 
morbid  conditions,  and  yields  consistently  good 
results. 

Summary 

The  pathomechanics  and  causative  factors  for 
knee  pain  in  osteoarthritis  have  been  evaluated. 
High  tibial  osteotomy  is  a technic  which  has  been 
very  helpful  in  relieving  pain  and  deformity  in  a 
large  percentage  of  arthritic  patients. 

New  York  Orthopaedic  Hospital 
161  Fort  Washington  Avenue 

Acknowledgment:  Tables  I and  II  represent  original  work 
by  Hector  Yllanes,  M.D. 
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SYMPOSIUM 


USE  OF  BLOOD  COMPONENTS 
IN  CLINICAL  PRACTICE 


BLOOD  COMPONENTS 


BENJAMIN  F.  NORRIS,  M.D. 

Albany,  New  York 

Clinical  Pathologist  and  Associate  Director  of  Laboratories, 
St.  Peter's  Hospital:  Chairman,  Medical  Advisory  Committee, 
American  Red  Cross  Northeastern  New  York  Regional  Blood 
Bank 

Considerable  progress  has  been  made  in  trans- 
fusion therapy  in  recent  years.  A brief  review  of 
the  history  of  transfusion  and  the  highlights  are  in 
order. 

In  the  seventeenth  century  calf  s blood  was  used 
to  treat  some  venereal  disorders.  In  1901  Land- 
steiner  discovered  the  blood  groups  and  gave  impe- 
tus to  the  study  of  blood  and  its  constituents  and 
its  place  in  medical  therapy.  It  was  some  ten 
years,  however,  before  Ottenberg  applied  these 
findings  to  human  blood  transfusion.  Direct 
transfusions  required  actual  anastomosis  of  an 
artery  to  a vein  with  the  use  of  a Crile  cannula. 
In  1911  syringe  transfusions  replaced  direct  trans- 
fusions. The  next  impetus  to  blood  transfusions 
came  from  the  use  of  anticoagulants.  In  1916 
Rous  and  Turner  suggested  the  use  of  sodium 
citrate,  dextrose,  and  citric  acid  in  a solution  as  a 
preservative  of  the  corpuscular  elements  of  the 
blood.  This  followed  Lewisohn’s  publications  on 
the  use  of  sodium  citrate  in  1915.^ 

The  first  widespread  use  of  stored  blood  was  in 
the  Spanish  Civil  War  in  Barcelona  in  1939  when 
blood  was  drawn  into  a vacuum  bottle  and  stored 
for  one  week.  Fantus  established  the  first  blood 
bank  at  Cook  County  Hospital  in  Chicago  in  1937. 

During  World  War  II  blood  was  drawn  and  trans- 
fused on  a very  wide  scale  for  the  first  time.  In 
fact,  group  O blood  was  believed  to  be  the  panacea 
for  the  injuries  of  war,  and  hundreds  of  thousands 
of  bottles  of  blood  were  transfused.  As  a result  a 
generation  of  physicians  has  grown  up  to  believe 
that  transfusion  is  one  of  the  simplest  of  therapies. 

Pre.sented  at  the  164th  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  New  York  City,  Section  on  Pathology, 
Clinical  Pathology,  and  Blood  Banking,  -Joint  Meeting  with 
New  York  State  Society  of  I’athologists,  February  1 1,  1970. 


In  the  decade  beginning  with  1940,  Landsteiner 
and  Wiener!^  discovered  the  Rh  factor  and  led  the 
way  to  the  finding  of  other  antigens  in  the  red  blood 
cell.  Shortly  before  this,  Levine  and  Stetsoni*’ 
described  the  first  case  of  erythroblastosis  fetalis. 

The  early  1950s  saw  the  development  of  plastic 
as  a container  for  blood  rather  than  glass.  This 
led  to  the  development  of  component  therapy 
which  is  the  subject  of  our  presentation. 

Packed  red  cells 

One  of  the  first  advantages  realized  from  the  use 
of  plastic  was  the  ability  to  separate  plasma  from 
the  red  cells.  This  can  be  done  by  letting  the  red 
cells  sediment  to  the  bottom  on  storage  or  by  cen- 
trifugation. Anemic  individuals  who  are  elderly 
and  those  in  whom  anemia  has  developed  over  a 
long  period  of  time  generally  have  an  expanded 
plasma  volume  and  do  not  need  whole  blood  to 
expand  their  total  blood  volume  further.  The 
purpose  of  the  transfusion,  except  when  there  has 
been  acute  blood  loss,  is  to  improve  the  oxygen- 
carrying component  of  the  patient’s  circulation. 
Only  the  red  cells  have  this  capacity,  and  the  other 
components,  namely,  platelets,  white  cells,  pro- 
teins of  the  plasma,  glucose,  citrate,  and  waste 
products,  cannot  improve  this  capacity. 

When  the  red  cells  sediment,  there  is  about  200 
ml.  of  plasma  salvaged.  Use  of  red  cells  so  pre- 
pared does  not  remove  the  platelets  and  white 
cells  which  may  be  antigenic.  The  plasma  that 
remains  may  also  transmit  hepatitis.  K the  seal  is 
broken  to  remove  the  plasma,  the  red  cells  should ' 
be  given  as  soon  as  possible  and  not  more  than 
twenty-four  hours  later  because  of  the  risk  of  con- 
tamination. 

K the  blood  is  drawn  in  a double  pack,  the  red 
cells  may  be  packed  by  centrifugation  and  the  plas- 
ma transferred  to  the  second  pack.  These  cells 
can  then  be  used  for  twenty-one  days  if  stored 
at  4 C.  and  if  the  seal  is  not  broken.  This  prepara- 
tion has  a hematocrit  of  about  80  as  compared  with 
70  for  sedimented  cells.  Cells  so  prepared  have 
satisfactory  survival  after  transfusion. ^ 

If  the  buffy  coat  is  squeezed  off  along  with  the 
plasma,  most  of  the  leukocytes  and  platelets  are 
removed  but  not  all.  These  cells  have  a hemato- 
crit of  over  90.  The  cells  may  be  washed  with 
saline  three  times  to  remove  more  of  the  leuko- 
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cytes  and  plasma.  The  risks  of  contamination 
outweigh  the  advantages,  however,  when  this  is 
done. 

The  most  recent  advance  in  red  cell  therapy  has 
been  the  ability  to  store  the  cells  by  freezing.  The 
red  cells  are  stored  in  a medium  such  as  glycerol  at 
a temperature  of  minus  85  C.  The  glycerol  is 
washed  from  the  cells  at  the  end  of  storage  by  the 
use  of  glucose  and  fructose  solutions.  Blood  has 
been  stored  as  long  as  four  and  one- half  years  in 
this  way,  and  the  survival  time  of  the  red  cells  was 
satisfactory  when  transfused.  Such  frozen  blood 
has  been  found  to  be  very  satisfactory  for  individ- 
uals who  are  sensitized  to  leukocytes.  There  is  a 
minimum  amount  of  plasma  remaining,  and  the 
incidence  of  hepatitis  may  be  lowered.  This  has 
been  and  is  being  used  to  store  rare  donor-type 
blood.  This  certainly  is  the  technic  of  the  future 
for  storing  red  cells.  It  will  enable  blood  banks 
to  store  blood  during  peak  periods  of  blood  dona- 
tion to  carry  them  through  times  when  blood  sup- 
plies are  low. 

By  using  packed  cells  so  prepared,  it  is  possible 
to  avoid  circulatory  overload,  leukocyte  antigens, 
histocompatibility  antigens,  platelet  antigens, 
possible  immunoglobulin  A anaphylactic  reactions, 
high  potassium  concentrations,  and  hepatitis. 

It  has  been  estimated  that  more  than  40  per  cent 
of  whole  blood  transfusions  could  be  replaced  by 
packed  red  cells.*  This  would  make  our  blood 
supply  go  a lot  further. 

Plasma 

The  plasma  that  remains  after  packing  the  red 
cells  has  many  uses.  If  it  is  frozen  immediately, 
the  labile  clotting  factors  are  preserved.  Whole 
plasma  as  a volume  expander  has  fallen  into  some 
disrepute  since  it  was  found  that  storing  the 
plasma  at  room  temperature  for  six  months  did 
not  effectively  prevent  the  transmission  of  hepati- 
tis. If  plasma  is  used,  it  is  less  risky  to  use  single- 
donor plasma  than  pooled  plasma.  Fresh  frozen 
plasma  may  be  used  to  treat  factor  VIII  deficiency 
(hemophilia)  and  factor  V deficiency  (parahemo- 
philia). Stored  plasma  can  be  used  to  treat  factor 
VII  (stable  factor)  and  factor  IX  (plasma  throm- 
boplastin component  or  hemophilia  B or  Christ- 
mas disease)  deficiencies.  Factors  X and  XI  can 
also  be  supplied  by  stored  plasma. 

Hartman’s  solution,  lactated  Ringer’s  injection, 
or  buffered  saline  may  be  as  effective  as  plasma 
for  volume  maintenance  if  the  hemorrhage  is  not 
too  severe.  Some  believe  that  a combination  of 
one  of  these  with  normal  human  serum  albumin 
may  be  the  best  expander.  The  dextrans  are  avail- 
able as  6 per  cent  solution  and  may  be  used  as  a 
plasma  expander,  but  large  quantities  are  believed 
to  interfere  with  coagulation. 

Plasma  from  outdated  blood  can  be  used  to  pre- 


pare other  fractions  such  as  albumin  and  fibrino- 
gen. 

Platelets 

Patients  who  have  low-platelet  counts  and  are 
threatened  by  hemorrhage  or  are  actively  bleeding 
must  receive  platelet  transfusion.  Generally, 
they  are  necessary  if  the  platelet  count  is  in  the  0 
to  40,000  per  cubic  millimeter  range  or  higher  if 
there  is  active  bleeding.  One  unit  of  platelets 
(amount  of  platelets  in  500  ml.  of  fresh  whole 
blood)  contains  about  1 times  10"  (100  billion) 
platelets.  The  size  of  the  recipient  is  expressed 
as  surface  area  in  square  millimeters.  Response  to 
therapy  can  be  recorded  as  the  increase  in  circulat- 
ing platelets  per  cubic  millimeter  per  10"  (100 
billion)  platelets  transfused  per  square  meter  of 
the  body  surface  of  the  recipient. 

Platelets  can  be  supplied  as  platelet-rich  plas- 
ma. The  whole  blood  is  collected  in  anticoagulant 
citric  acid  dextrose  solution  A and  centrifuged  at 
2,500  r.p.m.  for  three  minutes  at  1,500  times  G 
(that  is,  relative  centrifugal  force).  The  superna- 
tant platelet-rich  plasma  is  expressed  into  a satel- 
lite bag. 

The  median  response  to  platelet-rich  plasma 
from  individual  donors  is  a platelet  increment  of 
12,000  to  15,000  platelets  per  100  billion  platelets 
transfused  per  square  meter  of  the  body  surface  of 
the  recipient. 

Platelet-rich  plasma  is  the  method  of  choice  ex- 
cept for  people  who  cannot  tolerate  large  fluid  and 
salt  loads  because  of  heart  or  kidney  decompensa- 
tion. 

Platelet  concentrates  are  prepared  from  platelet- 
rich  plasma  by  centrifuging  at  2,5(X)  r.p.m.  for 
twenty  minutes  at  1,500  times  G (that  is,  relative 
centrifugal  force)  at  20  C.  About  90  per  cent  of  the 
platelets  are  found  in  a button  at  the  bottom  of  the 
bag.  The  platelet-poor  plasma  is  removed  by  an 
extractor.  Usually  about  25  ml.  of  platelet-poor 
plasma  are  left  to  provide  a substrate  for  platelet 
viability.  If  necessary,  50  cc.  of  saline  can  be 
added  to  resuspend  the  platelets  and  help  break  up 
platelet  clumps  for  transfusion. 

The  advantage  of  concentrates  is  that  large  num- 
bers may  be  transfused  in  a small  volume.  Since 
plasma  quantities  are  small,  it  is  possible  to  pool 
platelets  of  any  ABO  blood  group. 

The  platelet-rich  plasma  or  concentrate  is  trans- 
fused through  a special  platelet  recipient  set.  The 
pores  of  the  filter  are  large  enough  to  permit  most 
of  the  platelet  clumps  to  pass.  The  concentrate 
may  be  infused  in  thirty  minutes. 

One  reaction  that  may  occur  is  urticaria  which 
responds  to  antihistamines.  Fever  up  to  102  F. 
may  occur  during  or  after  the  transfusion.  Chills 
may  occur  in  reactions  associated  with  platelet 
antibodies.  Hepatitis  may  be  transmitted  via 
platelet  transfusions. 
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Platelet-rich  plasma  may  be  transfused  from  six 
to  eight  hours  after  donation.  After  twenty-four 
hours  at  4 C.  the  platelet-rich  plasma  is  only  about 
60  per  cent  effective. 

Patients  with  high  fever,  septicemia,  enlarged 
abdominal  organs,  or  active  bleeding  have  a great- 
er requirement  for  platelets.  Patients  will  respond 
poorly  to  platelets  if  they  demonstrate  antiplatelet 
isoantibodies. ^ 


Antihemophilic  globulin 

The  labile  clotting  factor,  antihemophilic  globu- 
lin, can  be  preserved  by  freezing  plasma.  Pool  and 
associates^’®  found  a method  of  making  antihemo- 
philic factor  concentrates  by  rapid  freezing  of 
plasma  and  then  thawing  slowly.  Blood  is  drawn 
in  the  usual  manner  in  a double  bag  containing  the 
standard  anticoagulant  acid  citrate  dextrose.  The 
blood  is  centrifuged  in  a refrigerated  centrifuge. 
The  plasma  is  separated  into  another  bag,  and  this 
is  enclosed  in  a polyethylene  bag.  This  is  then  im- 
mersed in  a bath  of  95  per  cent  ethyl  alcohol  con- 
taining dry  ice.  The  bag  is  kept  in  the  freezing 
mixture  for  fifteen  minutes  when  freezing  is  com- 
plete. The  bag  is  then  placed  in  a standard  blood 
bank  refrigerator  at  4 C.  for  cold  thawing.  This 
takes  from  twenty  to  twenty-four  hours.  The  pre- 
cipitate which  remains  insoluble  at  4 C.  is  the 
antihemophilic  globulin-rich  product  to  be  har- 
vested. The  plasma  is  centrifuged  in  a refrigerated 
centrifuge  for  twenty  minutes,  and  the  cryopre- 
cipitate  will  adhere  to  the  bottom  of  the  plasma 
bag  as  a soft  white  mass.  The  supernatant  plasma 
is  removed,  and  the  cryoprecipitate  remains.  This 
is  transfused  with  10  ml.  of  plasma,  or  citrated 
saline  may  be  added  to  aid  in  transfusion. 

The  cryoprecipitate  may  be  kept  at  minus  20 
to  minus  30  C.  in  a deep  freeze  until  used.  Types 
A and  O are  stored  for  future  therapeutic  use. 

The  yield  of  antihemophilic  globulin  is  about  70 
per  cent  of  that  in  each  unit  of  frozen  plasma. 
Treatment  at  present  consists  of  giving  the  pa- 
tient a double,  or  priming  dose,  for  the  first  in- 
fusion, and  follow  this  with  a standard  dose  every 
twelve  hours.  A rough  approximation  of  the  dose 
needed  for  maintenance  is  one  precipitate  for 
each  12  Kg.  of  body  weight. 

Another  recent  product  available  for  treat- 
ment of  hemophilia  is  glycine-precipitated  factor 
VIII.  The  content  of  this  fraction  is  as  follows: 


Contents 
F'actor  VIII 
P’ibrinogen 
Total  protein 
Glycine 


Per  30-ml.  vial 
200  Units 
0.54  Gm. 

0.66  Gm. 

0.01  Molar 


Per  100-ml.  vial 
700  Units 
1.80  Gm. 

2.20  Gm. 

0.1  Molar 


This  is  supplied  in  a lyophilized  state  in  30-ml. 
vials  at  4 C.  and  reconstituted  with  sterile  distilled 
water  immediately  before  use.  After  injection  of 


this  preparation  in  nonbleeding  patients,  there  was 
50  per  cent  disappearance  of  activity  noted  in  six 
to  eight  hours  and  a second  slower  phase  with  a 
half-life  of  ten  to  fifteen  hours.  This  is  about  the 
same  as  that  with  plasma.  There  are  anti-A  and 
anti-B  antibodies  in  the  glycine  fraction,  but  to 
date  no  evidence  of  hemolysis  has  been  noted  in 
studies  reported.  Use  of  the  glycine  fraction  re- 
quires only  one  sixth  of  the  volume  necessary  with 
plasma  or  antihemophilic  factor-rich  fibrinogen, 
and  includes  only  one  third  of  the  total  protein  and 
fibrinogen  contained  in  an  amount  of  antihemo- 
philic factor-rich  fibrinogen  with  equivalent  factor 
VTII  content  or  one  twentieth  of  the  protein  in  a 
comparable  amount  of  plasma. 

The  expense,  availability,  and  lack  of  data  on  the 
risk  of  hepatitis  preclude  the  use  of  the  glycine 
fraction  for  treatment  of  bleeding  that  will  respond 
to  plasma  or  cryoprecipitate. 

Fibrinogen,  has  large  amounts  of  antihemophilic 
factor.  Each  Gram  contains  antihemophilic  fac- 
tor activity  about  equal  to  75  to  100  cc.  of  plasma 
not  more  than  eighteen  hours  old. 

Factor  IX 

Factor  IX  (plasma  thromboplastin  component, 
Christmas  factor)  deficiency  or  hemophilia  B is 
less  common  than  factor  VIII  deficiency  and  can 
be  corrected  by  stored  plasma  or  whole  blood.  A 
concentrate  of  factor  IX  is  now  available.  Tullis 
and  associates’’®. have  made  and  used  a concentrate 
of  factor  IX  from  ethylenediaminetetracetic  acid 
plasma  that  was  subjected  to  chromatography. 
A factor  IX  concentrate  from  Cohn  fraction  III  has 
been  prepared  from  pooled  citrated  plasma.  This 
has  been  clinically  tested  by  Gilchrist  et  al.^ 
Another  preparation  including  prothrombin  (fac- 
tor II),  proconvertin  (factor  VII),  Stuart-Prower 
(factor  X),  and  antihemophilic  factor  B (factor 
IX)  has  been  prepared  from  fresh  frozen  citrated 
plasma  fractionated  with  ethanol  by  the  Cohn  pro- 
cedure (Konyne).  Fraction  I was  absorbed  on  a 
diethylaminoethanol  (Sephadex)  A-50  column  and 
fractionally  eluted.  It  was  used  in  6 male  patients 
and  found  to  be  effective.^®  It  can  be  used  for 
emergency  treatment  of  acquired  diminished  levels 
of  these  factors  which  can  occur  with  vitamin  K 
deficiency,  liver  disease,  or  too  much  oral  anti- 
coagulant. It  should  not  be  used  in  patients  with 
liver  disease  who  have  a fibrinolysin  or  intra- 
vascular coagulation. 

Fibrinogen  (human) 

Fibrinogen  is  obtained  from  normal  human 
plasma  by  the  Cohn  cold  ethanol  procedure  of 
plasma  fractionation.  Fresh  plasma  is  processed 
rapidly  to  preserve  as  much  antihemophilic  fac- 
tor activity  as  possible.  Fibrinogen  is  irradiated 
and  dried.  Each  gram  of  fibrinogen  contains  anti- 
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hemophilic  factor  activity  about  equal  to  75  to  100 
cc.  of  fresh  plasma. 

Fibrinogen  may  be  used  with  plasma  or  whole 
blood  transfusion  in  the  management  of  hypo- 
fibrinogenemia  or  afibrinogenemia.  The  clinical 
need  for  fibrinogen  is  most  often  seen  with  obste- 
tric complications,  major  surgery,  and  some  trau- 
matic conditions. 

The  critical  level  of  fibrinogen  required  for  nor- 
mal coagulation  ranges  from  90  to  120  mg.  per 
100  cc.  of  plasma.  When  the  level  falls  below  the 
normal  range,  treatment  should  be  started.  In 
association  with  hyperfibrinogenemia  the  agglu- 
tinability  of  the  red  cells  may  be  so  increased  as  to 
interfere  with  typing  procedures. 

Fibrinogen  is  given  slowly  by  the  intravenous 
route.  Cyanosis  and  rapid  pulse  may  occur  after 
administration.  Intravascular  thrombosis  caused 
by  fibrinogen  deposits  may  occur  in  some  patients 
after  the  too-rapid  administration  of  fibrinogen. 
There  is  a high  risk  of  hepatitis  from  commercially 
prepared  fibrinogen. 

Albumin 

Blood  protein  is  composed  of  about  50  to  60  per 
cent  albumin.  This  is  the  fraction  that  contrib- 
utes the  most  to  the  oncotic  pressure  of  plasma. 
It  is  used  clinically  to  restore  plasma  volume,  to 
bind  bilirubin  in  hemolytic  disease  of  the  newborn 
infant  and  in  individuals  with  hypoalbuminemia.*' 
Albumin  has  a rapid  turnover  with  a half-time  of 
about  0.5  days  and,  therefore,  is  not  too  effective 
in  severe  hypoproteinemic  states.'-  This  is  expen- 
sive, and  now  it  appears  more  feasible  to  combine 
it  with  several  alpha  and  beta  fractions  to  produce 
the  so-called  plasma  protein  fraction  (Plasma- 
Plex).  This  preparation  is  hepatitis  free.  It  may 
be  used  to  treat  the  cirrhotic  individual,  prepare 
the  patient  for  surgery,  and  possibly  improve  the 
albumin  level  so  the  patient  might  return  to  a nor- 
mal functioning  state  for  awhile. 

Gamma  globulin 

Gamma  globulin  contains  mostly  gamma  G and 
a little  gamma  M or  gamma  A when  prepared  by 
alcohol  or  ether  fractionation.  Gamma  G has  a 
half-time  of  twenty-one  to  twenty-six  days.  The 
gamma  M has  about  three  times  the  turnover  rate 
of  gamma  G.  The  pooled  gamma  globulin  pro- 
vides antibodies  against  some  common  viruses  and 
was  used  to  protect  against  measles  and  poliomye- 
litis; some  have  suggested  its  use  as  a possible 
prophylaxis  for  hepatitis  after  transfusions.  Its 
use  has  been  advocated  for  those  with  hypogamma- 
globulinemia. It  has  been  used  in  such  instances 
when  associated  with  myeloma  or  chronic  lympho- 
cytic leukemia.  This  preparation  is  hepatitis 
free. 


Another  component 

Another  of  the  components  of  the  blood  recently 
added  to  the  armamentarium  of  the  physician  in 
fighting  illness  is  Rho  (D)  immune  globulin  (hu- 
man) (RhoGAM).*^  This  is  based  on  the  observa- 
tion of  Smith'^  that  passive  antibody  can  pre- 
vent an  antigen  from  initiating  an  immune  re- 
sponse if  given  before  the  antigen  or  sometime 
after  the  antigen.  Gamma  globulin  is  prepared 
from  plasma  that  contains  Rh  antibodies.  Rh 
negative  mothers  who  bear  Rh  positive  babies  with 
negative  antibody  screening  test  findings  after 
delivery  and  whose  babies’  red  cells  are  negative 
for  antibodies  with  the  direct  Coombs  test  are 
given  the  immunoglobulin  if  the  mother’s  red 
cells  are  compatible  with  the  globulin.'^  This  has 
proved  highly  successful  in  preventing  Rh  sensiti- 
zation as  numerous  studies  have  attested. 

In  1968  there  were  6,610,166  units  of  blood  col- 
lected in  the  United  States  and  its  territories. 
Only  571,604  units  were  transfused  as  packed 
cells.'®  It  is  estimated  that  only  3 per  cent  (3 
million)  of  the  eligible  donors  are  contributing  to 
this  supply.  If  those  physicians  using  blood  and  its 
components  would  be  more  discriminate  in  their 
use  of  blood  and  its  components,  the  supply  would 
go  much  further.  If  40  or  50  per  cent  of  the  trans- 
fusions were  as  packed  cells  rather  than  9 per  cent, 
the  situation  would  be  greatly  improved.  The 
blood  banks  have  the  know-how  and  are  ready  to 
deliver  if  they  have  the  donors. 

315  So.  Manning  Boulevard 
Albany,  New  York  12208 
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The  death  rate  due  to  hemolytic  transfusion  reac- 
tions was  reduced  by  the  discovery  of  erythrocyte 
blood  groups  and  the  innovation  of  appropriate 
typing  and  compatibility  tests.  However,  for  years 
unexplained  febrile  reactions  to  transfused  blood 
were  considered  to  be  of  nonspecific  origin.  That 
was  because  of  the  inability  to  demonstrate  con- 
tamination of  the  blood,  presence  of  pyrogens, 
unusual  red  cell  incompatibility,  or  sensitiza- 
tion to  the  donor  plasma. 

Febrile  transfusion  reactions  were  reduced  but 
not  erased  by  the  development  of  closed-system 
sterile,  disposable,  plastic  equipment  for  collection 
of  donor  blood. 

About  forty-five  years  ago  Doan^  reported  his 
concern  for  transfusion  reactions  due  to  incompati- 
bility with  transfused  donor  leukocytes.  Years 
later  Dausset,^  Brittingham,^  Killman,"*  Moesch- 
lin,'’  and  Payne*^  reported  that  immune  isoanti- 
bodies that  reacted  with  leukocyte  antigens,  were 
unrelated  to  but  more  frequent  than  antierythro- 
cyte antibodies.  Leukocyte  antibodies  were  re- 
ported to  appear  usually  between  the  tenth  and 
thirtieth  transfusions  by  Brittingham.'^  Febrile  re- 
actions were  correlated  with  the  occurrence  of 
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with  New  York  State  Society  of  F^athologists,  February  1 1,  1970. 
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an  anti-Rb  gamma  2-globulin  antibody  preparation:  A prelim- 

inary report.  Transfusion  4:  26  (1964). 

14.  Smith,  T.:  Active  immunity  produced  by  so-called 

balanced  or  neutral  mixtures  of  diphtheria  toxin  and  antitoxin, 
J.  Exper.  Med.  11:  241  (1909). 

15.  Gorman,  J.  G.:  Rh  immunoglobulin  in  prevention  of 
hemolytic  disease  of  newborn  child.  New  York  State  J.  Med. 
68:  1270(1968). 

16.  Directory  of  Blood  Banking  and  Transfusion  Facilities 
and  Services,  Chicago,  American  Medical  Association,  1969. 


leukocyte  antibodies.  In  addition  to  high  fever  and 
“shaking-chills,”  more  dangerous  symptoms  have 
been  reported,  such  as,  hypotension  (requiring  nor- 
epinephrine), cyanosis  (necessitating  oxygen), 
electrocardiogram  - abnormalities,  severe  tachy- 
pnea, and  dyspnea,  with  complete  fibrinolysis  of 
the  recipient’s  blood. ^ However,  no  hemoglobin 
was  reported  in  the  post-transfusion  urine  superna- 
tant. Transient  pulmonary  infiltrates  have  been 
observed  on  x-ray  films  suggesting  that  clumped 
leukocytes  may  be  trapped  in  the  pulmonary  capil- 
laries. The  best  observations  are  those  of  Brit- 
tingham  who  was  admitted  to  a hospital  following 
an  experimental  injection  of  50  ml.  of  plasma 
from  a patient  whose  serum  contained  leukoagglu- 
tinins. 

Payne®  demonstrated  leukoagglutinins  in  32  of 
49  patients  with  febrile  transfusion  reactions,  with 
a lower  incidence  of  red  cell  antibodies.  No  re- 
actions occurred  if  such  patients  received  leuko- 
cyte-poor blood.  Payne  and  Rolfs^  also  reported 
leukoagglutinins  in  the  sera  of  42  of  243  pregnant 
women.  Since  34  of  the  women  had  not  been  given 
transfusions  or  injected  with  blood  products,  the 
fetal  leukocytes  were  considered  responsible. 
Febrile  reactions  occur  with  greater  frequency  in 
multiparous  women  and  after  fewer  transfusions 
than  in  male  recipients.  Dausset,^  van  Rood,® 
van  Loghem  et  al.,^  Payne,®  and  Jensen^®  estab- 
lished the  specificity  of  leukocyte  antibodies  and 
the  requirement  for  test  panels  of  leukocytes  from 
more  than  one  individual. 


Observations  at  Roswell  Park 
Memorial  Institute 

At  Roswell  Park  Memorial  Institute  as  many  as 
1,000  blood  transfusions  are  administered 
monthly.  Most  patients  given  blood  have  already 
received  multiple  transfusions,  either  during  major 
surgery  or  as  adjunct  therapy  for  aplastic  anemia, 
leukemia,  or  cancer.  A unique  opportunity  to 
study  this  select  population  was  pursued.  By 
tests  for  leukoagglutinins  a survey  was  made  of 
sera  of  187  patients  blood  grouped  by  the  labora- 
tory of  the  Institute.  The  results  were  reported  in 
part.''  The  technic  of  detection  of  antibodies  was 
performed  as  described  in  a previous  report.''^ 

It  was  found  that  sera  of  19  patients  contained 


1522  New  York  State  Journal  of  Medicine  June  15,  1971 


leukocyte  agglutinins.  If  other  technics  of  anti- 
globulin consumption^  and  cytotoxicity'^  had  been 
used,  a higher  frequency  might  have  been  ob- 
served. Seropositive  female  patients  (15  of  them) 
outnumbered  male  patients.  All  but  2 of  the 
seropositive  patients  had  experienced  febrile  trans- 
fusion reactions.  One  of  the  exceptions  had  lupus 
erythematosus,  the  other  was  a multiparous  fe- 
male, but  neither  had  received  transfusions.  The 
sera  of  31  healthy  blood  donors  were  negative  for 
leukocyte  agglutinins.  Killman^  could  not  find 
“natural”  leukocyte  antibodies  in  individuals 
who  had  no  transfusions  or  females  who  never  had 
been  pregnant. 

Cases  for  sensitization 

Autoimmune  mechanisms  have  been  investi- 
gated as  a possible  basis  of  leukocyte  antibodies. 
These  are  thoroughly  reviewed  by  Walford'^  and 
Killman.^  However,  to  date  there  is  no  doubt 
about  the  following  causes  for  sensitization  to 
leukocytes:  pregnancy,  multiple  blood  transfu- 

sions, and  tissue  or  organ  transplants.  Skin  and 
leukocytes  share  antigens,  so  that  skin-graft  sur- 
vival of  siblings  is  related  to  similarity  of  leukocyte 
“blood  grouping.”''’ 

Platelet  and  leukocyte  grouping 

Shulman  et  al.'^  described  an  antigen  common 
to  platelets,  granulocytes,  and  lymphocytes.  The 
isoantigen  was  also  defined  as  “Mac”  by  Dausset 
in  1958.-’  Most  recently,  Yankee,  Grumet,  and 
Rogentine'"  have  applied  the  matching  of  human 
leukocyte  antigens  (HL-A)  on  leukocytes  to  the 
selection  of  the  most  compatible  platelet  donors 
for  thrombocytopenic  patients.  For  those  inter- 
ested in  the  current  status  of  leukocyte  typing, 
the  recent  publication  of  Walford'"  is  recom- 
mended. An  international  nomenclature  commit- 
tee, sponsored  by  the  World  Health  Organization, 
has  designated  the  most  established  specificities.'® 

The  internist,  surgeon,  and  pathologist  usually 
question  the  practical  significance  of  leukocyte  and 
platelet  antigens.  Is  it  necessary  to  “type”  such 
cellular  components  in  donors  and  recipients? 
The  answer  depends  on  the  clinical  problem  under 
consideration.  First  of  all,  the  technology  of  leuko- 
cyte typing  is  still  in  a research  and  developmental 
stage  of  progress.  Defined  monospecific  antisera 
are  not  available  to  do  practical  matching.  The 
procedures  are  technically  too  complex  and  time 
consuming  for  the  average  blood  bank  without  sub- 
stantial increase  and  instruction  of  personnel. 
Interpretation  of  the  results  optimally  requires 
training  in  genetics  as  well  as  serology. 

Prevention  of  febrile  reactions 

Nevertheless,  practical  guidelines  exist  for  the 
identification  and  management  of  transfusion 


reactions  due  to  leukocyte  antigens,  as  presented 
in  two  recent  publications.'*-'*’ 

Use  of  leukocyte-poor  blood 

In  brief,  leukocyte  antibodies  can  be  detected  by 
compatibility  test  procedures,  namely,  agglutina- 
tion, cytotoxicity,  and  other  methods.'"  The  ap- 
propriate use  of  leukocyte-poor  blood  will  protect 
patients  against  untoward  reactions,  with  fewer 
interruptions  of  transfusion  therapy.  Conserva- 
tion of  hlood  resources  is  insured  by  reduction  of 
febrile  reactions.  There  is  loss  of  nursing  and 
laboratory  time  whenever  a transfusion  is  inter- 
rupted, necessitating  an  investigation  of  the  reac- 
tion only  to  find  out  that  it  was  due  to  leukocyte 
antibodies. 

Prevention  of  sensitization 

Patients  on  dialysis  should  never  receive  blood 
containing  leukocytes,  since  antibodies  may  de- 
velop that  will  cross  react  with  renal  tissue  anti- 
gens. Terasaki,  Vredevoe,  and  Mickey^'  have 
reported  that  of  29  kidney  transplant  recipients 
who  “rejected,”  the  sera  of  25  contained  cytotoxic 
leukocyte  antibodies.  Manzler""  also  has  related 
the  presence  of  “cytoxin”  in  serum  of  kidney  re- 
cipients to  rejection. 

Use  of  frozen  red  blood  cells 

Cryogenic  technics  for  preservation  and  storage 
of  red  blood  cells  yield  a product  that  evokes  fewer 
febrile  reactions  due  to  leukocyte  antigens.'^-"  The 
thaw-wash  processing  to  retrieve  such  cells  elimi- 
nates leukocytes  from  the  final  erythrocyte  prepara- 
tion. Such  red  cells  would  be  the  optimal  choice 
for  transfusion  of  patients  undergoing  dialysis  or 
others  who  are  potential  recipients  of  skin  or  organ 
allografts.  As  advances  are  made  in  design  of  cell- 
washing equipment,  it  will  be  feasible  to  prepare 
saline-washed  leukocyte-free  red  blood  cells  for 
patients  in  need. 

Current  practice 

At  present,  leukocyte-poor  blood  can  be  pre- 
pared by  differential  centrifugation  of  whole  blood 
collected  in  sterile,  disposable  plastic  containers 
coupled  to  satellite  bags. 2"  Although,  such  blood 
is  not  completely  free  of  leukocytes,  most  febrile 
transfusion  reactions  can  be  averted.  However, 
such  blood  is  only  60  to  80  per  cent  leukocyte  poor. 
Sensitization  of  recipient  to  leukocyte  antigens 
can  still  occur. 

Leukocyte  transfusions 

Leukocyte  transfusions  may  be  necessary  to 
combat  infection  in  severely  leukopenic  patients. 
However,  to  obtain  a detectable  increase  in  circu- 
lating granulocytes,  Freireich^''  transfused  granulo- 
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cytes  from  a donor  with  chronic  granulocytic  leuke- 
mia. A total  of  1 by  10“  cells  were  transfused,  with 
a 1,500  cells  per  cubic  millimeter  increment  in  cir- 
culating granulocytes.  To  obtain  1 by  10“  cells 
from  normal  blood  donors  would  require  approxi- 
mately 40  units  of  whole  blood,  equivalent  to  more 
than  2 blood  volumes  from  a single  donor.  Of 
course,  collection  of  adequate  dosage  of  granulo- 
cytes from  a single  donor  is  not  practical,  except  by 
use  of  special  equipment,  such  as  the  I.B.M.  cell 
separator  or  similar  machines.  In  a large  center 
it  is  possible  to  obtain  many  “buffy  coats”  rich  in 
leukocytes.  However,  ABO  and  Rh  group  spe- 
cificity between  donor  and  recipient  are  impor- 
tant. Kpossible,  human  leukocyte  antigens  should 
be  taken  into  consideration,  as  done  by  Yankee, 
Grumet,  and  Rogentine.“ 

Platelet  transfusions 

Platelet  transfusions  to  patients  with  acute  leu- 
kemia and  severe  thrombocytopenia  have  dramati- 
cally reduced  the  mortality  rate  from  hemorrhage 
from  63  to  less  than  20  per  cent.^®  Such  platelets 
were  given  prophylactically  when  the  platelet 
counts  were  below  30,000  cells  per  cubic  milli- 
meter. Most  of  the  information  has  been  derived 
from  experience  with  patients  with  acute  leuke- 
mia, but  basic  principles  can  be  applied  to  other 
thrombocytopenic  states.  For  the  average 

recipient  the  increase  in  circulating  platelets  will 
be  12,000  per  cubic  millimeter  for  every  unit  (10“ 
platelets)  given  per  square  meter  of  body  surface 
area. A child  with  a body  surface  area  of  1 
square  meter  (approximately  30  Kg.  of  body 
weight)  who  receives  2 units  (2  X 10“)  of  platelets 
should  have  an  increment  of  approximately  25,000 
per  cubic  millimeter.  Platelets  are  administered 
as  platelet-rich  plasma  or  as  platelet  concentrates, 
and  daily  platelet  counts  are  required  to  evaluate 
duration  and  elevation  of  the  platelet  count. 
Usually  platelet  concentrates  are  given  to  avoid 
hypervolemia,  with  an  average  dose  of  5 to  10  times 
10“  platelets  for  pediatric  or  adult  patients. 
Plasmapheresis  is  best  for  obtaining  an  optimal 
amount  of  platelets  from  donors. Such  donors 
can  undergo  plasmapheresis  for  2 units  of  platelets 
twice  a week  for  several  years.  There  is  no  harm 
if  appropriate  hematologic,  biochemical,  and 
physiologic  monitoring  of  donors  is  carried  out. 
Platelets  are  most  effective  if  transfused  within  six 
hours  after  collection.  Recent  evidence  suggests 
that  platelets  are  optimally  collected  and  stored 
at  room  temperature  (25  C.);  ninety-six  hours  of 
storage  have  been  reported.^® 

ABO  specificity  of  platelets 

It  is  evident  that  platelets  can  be  administered 
irrespective  of  ABO  group  specificity  provided  that 
appropriate  screening  tests  are  performed  for 
“dangerous”  isoantibodies  in  the  plasma  of  the 


donors. ' Since  most  leukemia  patients  are  on 
drug  or  radiation  therapy,  it  is  believed  that  the 
immunosuppressive  effect  of  the  treatment  re- 
duces the  frequency  of  sensitization  to  erythrocyte, 
leukocyte,  or  platelet  antigens.  In  patients  or 
volunteers  not  on  such  therapy,  ABO  specificity 
does  appear  to  be  of  significance.  In  general, 
the  rule  has  been  to  give  ABO-specific  platelets 
whenever  possible  but  not  to  deny  a patient  plate- 
lets if  donor  platelets  of  the  same  ABO  group  as 
the  recipient  are  unavailable. 

Plasmapheresis 

Effects  of  plasmapheresis  on  donors  have  been 
extensively  studied  by  Kliman  et  al.^^  The  Ameri- 
can Red  Cross  now  accepts  whole-blood  donation 
from  a donor  who  has  undergone  plasmapheresis 
forty-eight  hours  previously,  provided  the  other 
requirements  for  whole-blood  donation  are  ful- 
filled. Plasmapheresis  methods  for  collection  of 
platelets  can  expand  the  blood  supply  of  a com- 
munity, since  donors  have  their  red  cells  re- 
turned. In  Buffalo,  New  York,  it  has  been  possible 
to  provide  platelets  in  volume  previously  impos- 
sible.^^ 

Platelet  donor  selection 

Present  knowledge  indicates  that  family  donor 
selection  by  human  leukocyte  antigen  typing  and 
compatibility  testing  is  indicated  for  thrombocyto- 
penic patients  refractory  to  platelet  transfusions. “ 
Yankee,  Grumet,  and  Rogentine“  found  that 
needs  of  5 of  7 refractory  aplastic  anemia  patients 
were  met  by  4.6  units  of  human  leukocyte  antigen- 
compatible  family  member  platelets  per  week.  It 
took  more  than  16  units  of  random  donor  platelets 
per  week.  It  is  important  to  note  that  anaphy- 
lactic or  febrile  reactions  have  been  reported  due  to 
other  than  cellular  components,  such  as  anti-im- 
munoglobulin  A antibody.®'*  A recent  review  of 
the  subject  may  be  found  in  a new  manual  pub- 
lished by  the  American  Association  of  Blood 
Banks.®®  It  is  well  established  that  anti-Gm 
antibodies  have  been  related  to  febrile  transfusion 
reactions. In  general,  nonhemolytic  febrile 
reactions  warrant  more  attention  by  clinicians  as 
well  as  by  the  blood  bankers.®® 

Summary 

Cellular  components  other  than  erythrocytes 
may  evoke  febrile  transfusion  reactions.  Trans- 
fusion of  leukoc3de-poor  blood  can  reduce  the  fre- 
quency of  such  reactions.  Plasmapheresis  tech- 
nics, coupled  with  differential  centrifugation,  per- 
mit collection  of  large  doses  of  fresh  platelets  and 
leukocytes  from  donors  and  expansion  of  the 
blood  resources  of  communities.  Human  leuko- 
cyte antigen  matching  has  improved  the  selection 
of  family  member  donors  of  platelets.  Febrile  re- 
actions have  also  occurred  as  well  as  anaphylactic 
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shock  due  to  plasma  proteins  as  immunoglobulin 
A.  In  general,  selective  blood  component  prep- 
aration and  transfusion  are  characteristic  of 
mcxlern  blood  banking. 

666  Elm  Street 
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The  clinical  features  and  biochemical  manifesta- 
tions of  Wilms’  tumor  were  described  in  Part  I of 
this  series,  published  in  the  May  15,  1971,  issue  of 
the  Journal.  Part  II,  which  appeared  in  the  June 
1,  1971,  issue,  dealt  with  diagnosis  and  treatment. 
The  need  for  rapid  diagnosis  was  stressed,  and  the 
treatment  procedures,  surgery,  radiotherapy,  and 
chemotherapy,  were  discussed  at  length. 

Treatment  of  unresectable  tumor 

A child  with  clinically  unresectable  Wilms’ 
tumor  with  or  without  obvious  metastases  should 
be  started  on  chemotherapy,  radiotherapy,  or  both, 
as  soon  as  possible.  Preoperative  use  of  vincristine 
has  permitted  surgical  removal  of  the  tumor  within 
twelve  to  twenty-one  days  and  without  the  need 
for  preoperative  radiotherapy.'®^  Surgery  should 
be  performed  as  soon  as  the  tumor  is  considered 
resectable.  Careful  attention  should  be  taken  to 
prevent  serious  complications,  such  as  postopera- 
tive ileus,  hemorrhage,  and  infection.  Once  the 
tumor  has  been  excised  and  tbe  child  has  recovered 
from  the  surgical  trauma,  further  chemotherapy 
and/or  radiotherapy  may  be  given. 

Children  with  inoperable  Wilms’  tumors  and 
metastases  or  with  bilateral  Wilms’  tumors  pose 
the  most  difficult  and  serious  therapeutic  prob- 
lems. However,  there  is  now  hope  for  some  of 
these  cases  if  aggressive  therapy  is  carried  out 
with  radiotherapy  and,  particularly,  with  vincris- 
tine or  dactinomycin.-’"’^ 


Treatment  of  recurring  tumor 

If  during  or  following  treatment  a mass  develops 
in  the  abdomen  or  the  child  otherwise  fails  to  do 
well,  shows  weight  loss,  unexplained  pain,  or 
anemia,  a thorough  work-up  should  be  done.  This 
would  be  similar  to  the  initial  work-up.  It  would 
include  an  intravenous  pyelogram,  roentgenogram 
of  the  chest,  skeletal  survey,  blood  chemistries 
(blood  urea  nitrogen,  serum  glutamic  oxaloacetic 
transaminase,  alkaline  phosphatase,  uric  acid,  and 
lactic  dehydrogenase),  and  bone-marrow  examina- 
tion. A liver  scan  is  done  to  look  for  evidence  of 
metastases.  Aggressive,  unrelenting  attempts  to 
eradicate  Wilms’  tumor  by  cooperative  efforts 
by  the  pediatrician  or  family  physician,  surgeon, 
chemotherapist,  and  radiotherapist  are  often  re- 
warded by  prolonged  survival.  Metastases  to  the 
lung,  liver,  bone,  omentum,  peritoneum,  and 
lymph  nodes  have  been  controlled  permanently  in 
many  children. 

Twenty  to  50  per  cent  of  children  with  Wilms’ 
tumor,  depending  on  the  age  and  stage  at  time  of 
diagnosis,  do  poorly  following  present-day  con- 
ventional therapy,  consisting  of  surgery,  x-ray 
therapy,  and  dactinomycin.  There  is  obviously 
much  room  for  improvement.  There  is  also  a con- 
tinuing search  for  drugs  that  might  be  more  ef- 
fective than  dactinomycin.  Cyclophosphamide 
(Cytoxan)  has  been  studied  extensively,  with  and 
without  concomitant  administration  of  vincris- 
tine. Combination  therapy  with  dactino- 

mycin and  vincristine  may  be  tried.'®® 

What  therapy  may  be  tried  when  the  tumor  re- 
grows after  surgery,  x-ray  therapy,  and  admin- 
istration of  dactinomycin?  When  the  tumor  recurs 
in  spite  of  our  best  initial  efforts,  the  secondary 
attack  is  palliative.  The  solitary  metastasis  may 
be  excised.  However,  except  in  certain  large  cen- 
ters, surgeons  are  not  wont  to  spend  long  hours  dis- 
secting out  metastases  from  children  with  cancer. 
Repeat  x-ray  therapy  may  be  given,  but  the 
chances  of  success  are  greatly  reduced.  Secondary 
attack  with  chemotherapy  may  include  vincris- 
tine,'®^ cyclophosphamide  and  vincristine  in 
combination,'®®  daunamycin,  dactinomycin,  and 
vincristine  in  increased  dosage,  or  bis-chloroethyl 
nitrosourea. 
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Pulmonary  metastases  may  be  treated  by  x-ray 
therapy  alone  or  by  a combination  of  x-ray  therapy 
and  dactinomycin.  Occasionally  pulmonary 

metastases  from  Wilms’  tumors  may  be  so  situ- 
ated that  they  can  be  excised.  There  are  several 
reports  of  cures  following  surgical  removal  of  pul- 
monary metastases. Surgical  removal  of 
pulmonary  metastases  should  be  considered  only 
if  one  or  two  isolated  deposits  are  found,  confirmed 
by  tomography,  which  are  not  adjacent  to  the 
mediastinum  or  do  not  involve  the  pleura.  Where 
deposits  are  multiple,  adjacent  to  the  mediasti- 
num, or  involve  the  pleura,  radiotherapy  is  the 
treatment  of  choice. 

Treatment  of  bilateral  Wilms'tumor 

Bilateral  Wilms’  tumors,  a hopeless  situation  in 
the  past,  may  yield  to  bilateral  nephrectomy  and 
renal  transplantation,  coupled  with  adequate 
chemotherapy  and  radiotherapy.  These  latter 
two  modalities  can  fulfill  a dual  purpose  of  destroy- 
ing residual  tumor  and  early  metastases,  while 
they  can  also  suppress  the  immunologic  reaction 
of  the  host  to  the  transplanted  kidney.^  De- 
Lorimier^'  reported  the  cases  of  3 children  who  had 
bilateral  nephrectomies  and  cadaver  allotrans- 
plantation because  of  bilateral  Wilms’  tumors. 
One  of  these  children  was  well  six  months  later. 

Treatment  of  congenital  Wilms'tumor 

In  a newborn  infant  with  Wilms’  tumor, 
nephrectomy  should  be  postponed  until  the  in- 
fant’s physical  condition  has  improved  sufficiently 
to  withstand  the  trauma  of  deep  anesthesia  and  a 
major  operation.  In  a full-term  and  healthy  baby 
this  usually  takes  about  forty-eight  hours.  How- 
ever, in  a premature  baby  it  may  take  several 
weeks. ^ Because  of  poor  surgical  risk,  particu- 
larly in  premature  babies,  and  also  because  of  the 
benign  behavior  of  Wilms’  tumors  during  the  new- 
born period,  surgery  should  be  postponed  and 
chemotherapy  or  radiotherapy  withheld. ^ How- 
ever, nephrectomy  should  be  performed  as  soon 
as  the  baby  can  withstand  the  anesthetic  and  surgi- 
cal stress. 

The  serious  toxic  effects  of  dactinomycin  pe- 
culiar to  infants  suggest  that  this  drug  should 
be  given  to  children  only  over  the  age  of  six  to 
twelve  months. At  least  4 cases  of  sudden 
death  of  infants  with  renal  tumors  given  a post- 
operative course  of  dactinomycin  have  been  re- 
ported. The  relatively  benign  behavior 

of  renal  tumors  in  infants  is  not  entirely  explain- 
able on  the  basis  that  many  of  the  tumors  may  be 
hamartomas.  In  renal  tumors  of  infants,  includ- 
ing histologically  typical  Wilms’  tumors,  no  cases 
with  metastases  have  been  reported. 

Prognosis 

Prognosis  is  best  in  children  who  are  less  than 
eighteen  months  old  and  whose  tumor  is  anatomi- 


Age  at  diagnosis 


FIGURE  10  Growth  of  Wilms'  tumor  proceeds  from 
left  to  right  Diagnosis  is  preceded  by  period  of  silent 
growth  that  as  a maximum  is  equal  to  nine  months' 
gestation  plus  age  of  child  m years  at  diagnosis  Diag- 
nosis IS  followed  by  period  of  risk  equal  to  maximum 
period  of  silent  growth.  If  patient  lives  beyond  period 
of  risk  without  recurrence,  he  should  be  beyond  risk  of 
recurrence  (from  Collins®®). 


cally  classified  as  stage  I.  All  deviations  from  this 
carry  a progressively  more  unfavorable  outlook 
for  prolonged  survival. But  there  is  need  for 
more  objective  criteria  to  gauge  the  prognosis  of 
each  individual  patient.'®^  The  concept  of  “dou- 
bling times”  as  a measure  of  growth  rate  of  tumors 
and  its  use  in  estimating  prognosis  in  childhood 
cancers  offers  an  important  new  insight.  Collins"® 
hypothesized  that  the  origin  of  cancer  is  from  a 
single  cell  which  divides  to  become  two  cells,  and 
these  divide  to  become  four,  eight,  and  so  on.  If 
the  growth  rate  of  the  tumor  is  assumed  to  be  con- 
stant, it  could  be  described  in  terms  of  its  “dou- 
bling time,”  just  as  radioisotopic  decay  is  defined 
by  its  “half-life.” 

If  one  accepts  the  prenatal  origin  of  childhood 
tumors,  the  time  of  initial  clinical  recognition 
would  depend  on  their  growth  rate.  From  this 
hypothesis,  it  follows  that  the  time  of  subsequent 
clinical  recognition  of  their  recurrence  would  also 
depend  on  growth  rate,  assuming  that  it  is  charac- 
teristic and  constant  for  each  individual  tumor. 
Thus,  the  “period  of  risk”  would  be  equal  to  the 
age  of  the  patient  at  the  time  of  the  original  di- 
agnosis plus  nine  months.  Cure  is  achieved  when 
the  child  reaches  the  “safe  period,”  that  is,  twice 
the  age  of  the  child  at  the  time  of  diagnosis  plus 
nine  months.  For  example,  consider  a child  who  is 
one  year  of  age  when  an  abdominal  mass  is  dis- 
covered. If  a recurrence  is  to  develop  from  a single 
cell  which  has  spread  or  spilled  at  or  prior  to  the 
time  of  treatment,  it  should  appear  within  the 
next  year  and  nine  months.  K the  child  reaches 
the  age  of  two  years  and  nine  months  and  remains 
free  of  disease,  the  “safe  period”  has  been  attained 
(Fig.  10).  However,  more  than  half  the  children 
with  Wilms’  tumors  are  over  three  years  old  so  that 
the  period  of  risk  calculated  by  Collins’  method  is 
often  four  years  or  more.  In  practice  the  two- 
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year  survival  rate  is  almost  identical  with  Collins’ 
variable  period  survival  rate.“^ 

The  prognosis  in  Wilms’  tumor  is  always  guard- 
ed. Irrespective  of  the  size  of  the  tumor  and  the 
histology,  predictions  regarding  the  outcome  may 
be  erroneous.  Thus,  extension  of  tumor  beyond 
the  intrarenal  site,  either  by  local  infiltration  or 
metastasis,  is  a very  unfavorable  sign.  Neverthe- 
less some  cases  showing  such  spread  may  recover. 

Summary 

Current  methods  used  in  the  diagnosis  and  treat- 
ment of  Wilms’  tumor  are  described.  The  criteria 
for  staging  this  tumor  and  clinical  significance  of 
these  stages  are  outlined.  It  is  recommended  that 
x-ray  therapy  be  begun  within  twenty-four  hours 
after  surgery  and  given  concomitantly  with  the 
first  course  of  dactinomycin.  Courses  of  dactino- 
mycin  are  then  repeated  every  two  months  for  the 
ensuing  two  years,  during  which  time  careful  and 
repeated  follow-up  examinations  are  done  in  search 
for  signs  of  recurrence  of  the  tumor.  Special  prob- 
lems involved  when  the  child  has  an  unresectable 
tumor,  recurrent  tumor,  or  bilateral  tumor  are 
discussed.  It  is  recommended  that  congenital 
Wilms’  tumor  be  treated  only  by  simple  excision. 


In  evaluating  response  to  therapy  and  in  estimated 
prognosis,  Collins’  rule  is  applicable  to  very  young 
children,  but  in  older  children  two-year  survival 
without  evidence  of  recurrence  is  an  adequate, 
criterion  for  cure. 

Nassau  County  Medical  Center 
2201  Hempstead  Turnpike 
East  Meadow,  New  York  11554 
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Although  the  malignant  potential  of  appendi- 
ceal carcinoid  is  universally  recognized,  metasta- 
ses  from  the  small  tumor  usually  found  are  so  rare 
that  simple  appendectomy  is  generally  considered 
adequate  treatment.  Moertel,  Dockerty,  and 
Judd^  reviewing  both  the  experience  of  the  Mayo 
Clinic  and  the  world  literature,  state  that  there 
have  been  no  reports  of  metastasis  from  carcinoid 
of  the  appendix  in  which  the  primary  tumor  was 
stated  to  be  less  than  2 cm.  in  diameter.  We 
have  encountered  a patient  with  regional  lymph 
node  metastasis  from  a tumor  1.4  cm.  in  diameter. 
The  primary  lesion  in  this  case  presented  itself 
most  unusually  as  an  intussusception  of  the  ap- 
pendix with  brisk  rectal  bleeding. 

Case  report 

A twenty-four-year-old  woman  was  admitted  to 
the  hospital  on  December  28,  1967,  because  of 
bright  red  rectal  bleeding.  The  bleeding  stopped 
spontaneously  on  the  first  hospital  day.  Physical 
examination,  including  sigmoidoscopy,  disclosed 
no  abnormalities.  A polypoid  mass  in  the  lumen 
of  the  cecum  was  seen  on  barium  enema  (Fig.  lA). 
On  January  16,  1968,  the  patient  underwent  lapa- 
rotomy. The  appendix  was  found  to  be  inverted 
into  the  cecum.  No  other  abnormalities  were 
noted  on  examination  of  the  peritoneal  cavity.  A 
cecotomy  was  performed.  The  appendix  was  bul- 


bous and  firm  at  the  tip,  and  the  mucosa  was  ul- 
cerated over  the  entire  area  (Fig.  IB).  The  ap- 
pendix was  removed  and  the  cecotomy  closed.  The 
thickened  tip  of  the  appendix  was  found  to  con- 
tain a tumor  1.4  cm.  in  diameter  which  appeared 
to  be  carcinoid  (Fig.  2).  Microscopic  examination 
confirmed  this  diagnosis  (Fig.  3A).  Infiltration  of 
the  tumor  into  the  periappendiceal  fat  and  inva- 
sion of  lymphatics  were  observed  (Fig.  3B).  One 
week  later  the  patient  underwent  right  hemicolec- 
tomy. On  microscopic  examination,  metastasis 
was  noted  to  one  of  ten  lymph  nodes  in  the  mes- 
entery (Fig.  4).  The  patient  had  an  uneventful 
hospital  course  and  was  discharged  one  week  after 
her  second  operation. 

Comment 

Carcinoid  of  the  appendix  is  usually  found  inci- 
dentally in  patients  who  undergo  laparotomy  for 
another  cause.  In  one  series,  only  9 of  137  patients 
with  appendiceal  carcinoid  presented  symptoms 
which  might  be  related  to  their  tumor.*  Intesti- 
nal hemorrhage  has  not  previously  been  reported 
in  carcinoid  of  the  appendix,  since  the  tumor 
grows  outside  of  the  colon  in  the  usual  case.  In 
this  patient  the  appendix  was  inverted  and  in- 
traluminal. The  mucosa  over  the  tumor  which 
was  located  in  the  tip  was  ulcerated  and  obviously 
the  source  of  hemorrhage. 

Intussusception  of  the  appendix  is  uncommon. 
Paul  and  Ferraro^  found  119  reported  cases  in  a 
review  of  the  literature  and  reported  3 additional 
ones.  We  have  found  only  one  other  account  of 
intussusception  of  the  appendix  due  to  a carcinoid 
tumor. ^ As  Jacobs*  pointed  out,  intussusception 
does  not  truly  describe  the  anatomic  abnormality 
seen  in  this  case,  since  -there  is  no  telescoping.  In- 
version of  the  appendix  would  be  a better  term. 

The  real  interest  of  this  case,  however,  lies  in 
the  fact  that  metastasis  to  a regional  lymph  node 
was  demonstrated  to  occur  from  a primary  lesion 
only  1.4  cm.  in  diameter. 

Moertel,  Dockerty,  and  Judd*  did  not  find  me- 
tastases  from  any  of  the  141  appendiceal  carci- 
noids in  their  series  which  were  less  than  2 cm.  in 
diameter.  They  stated  that  in  all  reported  cases 
of  metastatic  appendiceal  carcinoid  in  which  the 
size  of  the  primary  tumor  was  recorded  it  was 
greater  than  2 cm.  in  diameter.  Because  of  this 
and  because  of  the  fact  that  no  patients  with  ap- 
pendiceal carcinoid  treated  by  simple  appendecto- 
my showed  evidence  of  recurrence  despite  pro- 


June  15, 1971  / New  York  State  Journal  of  Medicine  1529 


FIGURE  1,  (A)  Barium  enema  demonstrates  polypoid  lesion  of  cecum.  (B)  Cecum  has  been  opened  and  inverted 

appendix  seen  to  protrude  into  lumen. 


FIGURE  2.  Inverted  appendix  has  been  sectioned  lon- 
gitudinally. Light  portion  on  left  is  carcinoid  tumor 
measuring  1 4 cm.  in  diameter. 


longed  follow-up  (110  over  five  years  and  86  over 
ten  years),  they  recommend  simple  appendectomy 
as  treatment  for  the  usual  small  carcinoid. 

Simple  appendectomy  would  appear  to  have 


been  inadequate  treatment  in  our  case  despite  the 
small  size  of  the  primary  tumor.  Right  hemi- 
colectomy in  a young  healthy  patient  carries  with 
it  a very  low  mortality  rate  and  no  residual  disa- 
bility. It  would  appear  to  be  preferable  to  leaving 
metastatic  disease  in  a lymph  node.  The  lack  of 
symptoms  of  recurrent  or  metastatic  disease  on 
five-  or  ten-year  follow-up  after  simple  appendec- 
tomy does  not  necessarily  imply  that  the  patient 
is  permanently  cured,  since  carcinoid  is  one  of  the 
slowest-growing  malignant  tumors  known.  Dock- 
erty'’  in  reviewing  the  experience  at  the  Mayo 
Clinic  with  carcinoid  of  the  ileum  stated  that  the 
mean  duration  of  symptoms  before  operation  was 
four  years  and  ranged  up  to  twenty-one  years.  He 
also  noted  that  an  average  of  eight  years  elapsed 
between  onset  of  symptoms  and  death  from  me- 
tastasis in  those  patients  who  were  found  to  be 
uncurable.  Since  appendiceal  carcinoid  is  even 
less  malignant  than  carcinoid  of  the  small  bowel, 
a follow-up  of  ten  to  twenty  years  would  be  neces- 
sary to  elucidate  the  natural  history  of  the  dis- 
ease. 

At  present,  we  believe  the  following  conclusions 
can  be  drawn  about  appendiceal  carcinoid.  The 
size  of  the  primary  tumor  cannot  be  used  with 
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FIGURE  3.  (A)  Carcinoid  tumor  present  in  mucosa  and  submucosa  of  resected  appendix  (B)  Involvement  of 

muscular  and  serosal  layers  of  appendix,  and  tumor  seen  in  lymph  channels  (Hematoxylin  and  Eosin  Stain) 


FIGURE  4.  A mesenteric  lymph  node  almost  entirely 
replaced  by  metastatic  carcinoid  tumor.  Only  thin  shell 
of  lymphoid  tissue  visible  at  right  (hematoxylin  and 
eosin  stain). 


certainty  to  predict  the  presence  or  absence  of 
lymph  node  metastases,  although  tumors  over  2 
cm.  in  diameter  are  more  frequently  associated 
with  dissemination  of  the  disease.  The  frequency 
of  lymph-node  metastases  from  appendiceal  carci- 
noid has  not  been  determined,  since  there  is  no 
large  series  of  cases  treated  by  radical  resection. 
Kieraldo,  Eversole,  and  Allen,®  however,  reported 
microscopic  metastases  in  the  regional  lymph 
nodes  in  2 of  5 patients  in  whom  lymphatic  inva- 
sion was  noted  in  the  resected  appendix.  The 
natural  history  of  patients  with  unremoved 
lymph-node  metastases  from  appendiceal  carci- 
noid also  has  not  been  determined,  although  indi- 
rect evidence  from  the  behavior  of  metastatic  car- 
cinoid of  the  ileum  suggests  that  such  patients 


may  survive  for  periods  over  ten  years  and  may 
even  be  asymptomatic  for  that  time. 

We  currently  recommend  the  following  thera- 
peutic approach.  Patients  with  carcinoid  tumors 
of  the  appendix  less  than  2 cm.  in  size  should  be 
initially  treated  by  simple  appendectomy.  K lym- 
phatic invasion  is  noted  in  the  specimen  and  the 
patient  is  young  and  a good  operative  risk,  right 
hemicolectomy  with  regional  lymphadenectomy 
should  be  undertaken.  K the  patient  is  over  sixty 
or  represents  a poor  operative  risk,  or  if  lymphatic 
invasion  is  not  noted  on  microscopic  examination, 
simple  appendectomy  should  be  considered  defini- 
tive treatment.  Carcinoid  tumors  of  the  appendix 
over  2 cm.  in  diameter  should  be  treated  by  pri- 
mary right  hemicolectomy. 

Summary 

A case  of  carcinoid  of  the  appendix  with  region- 
al lymph  node  metastasis  from  a primary  tumor 
1.4  cm.  in  diameter  is  reported.  This  refutes  the 
idea  that  size  alone  can  be  used  as  a criterion  of 
the  malignancy  of  this  neoplasm. 

The  unusual  presentation  of  this  tumor  as  an 
appendiceal  intussusception  with  rectal  bleeding 
is  of  additional  interest. 
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DERMATOMYOSITIS 

importance  of  early  diagnosis 

FRED  LIEBERMAN,  M.D. 

Williamsville,  New  York* 

Staff  Physician,  Veterans  Administration  Hospital,  Buffalo 

Dermatomyositis,  although  rare,  may  be  more 
prevalent  than  is  supposed.^  The  diagnosis  of  this 
disease  becomes  extremely  complicated  because  of 
its  nonspecific  symptomatology,  its  atypical  syn- 
drome, and  its  close  resemblance  to  other  collagen 
diseases  as  well  as  trichinosis.  Moreover,  the 
paucity  of  symptoms  in  the  early  course  of  the 
disease  makes  early  diagnosis  difficult.  The  pur- 
pose of  this  article  is  to  draw  to  the  physician’s 
attention  signs  and  symptoms  early  in  this  disease. 
These  symptoms  are  often  of  such  nonspecific  na- 
ture as  to  have  him  pay  little  or  no  attention  to 
them  as  early  diagnostic  criteria  of  this  multi- 
faceted disease. 

The  physician  must  always  have  a high  index  of 
suspicion  when  presented  with  a patient  whose 
symptoms  may  be  vague.  Recognition  of  these 
factors  is  of  particular  significance  because  of  the 
potential  association  between  dermatomyositis 
and  cancer.  Often  there  is  a tendency  to  dismiss 
lassitude  and  weakness  as  well  as  muscle  aches 
and  pains  as  functional  disease.  An  illustrative 
example  follows. 

Case  report 

A thirty-five-year-old  white  female  was  seen  in 
the  office  after  a six-month  history  of  progressive 
pain  generalized  throughout  her  entire  muscula- 
ture. The  pain  was  most  prominent  in  the  area 
around  the  insertion  of  the  right  diaphragmatic 
leaf  and  the  right  serratus  lateralis.  In  addition 
there  was  pain  in  the  muscles  in  the  area  of  the 
neck  and  shoulder  girdle.  There  was  pain  in  the 
lower  extremities  as  well  as  the  abdomen.  The 
pain  was  symmetrical  in  nature  but  seemed  to 
favor  the  right  side  more  than  the  left.  She  noted 
that  her  pain  was  less  in  the  morning  on  arising 
but  increased  in  severity  as  the  day  progressed. 
There  was  a 3-pound  weight  loss  during  the  past 
four  months. 

The  family  history  was  essentially  noncontribu- 
tory. The  patient  denied  diabetes,  tuberculosis, 
heart  disease,  and  so  on.  The  only  thing  of  note 
was  that  the  patient  smoked  approximately  one 
and  a half  packs  of  cigarets  daily. 

Physical  examination  revealed  a well-developed, 
well-nourished  white  female  who  appeared  clini- 
cally well.  Blood  pressure  was  112/60,  respira- 
tions 20,  and  pulse  84.  Her  head  was  symmetrical, 
with  no  evidence  of  muscle  wasting  in  the  face. 
Her  skin  showed  no  evidence  of  rash  induration  or 
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pigmentation.  Pupils  reacted  to  light  and  accom- 
modation. Extraocular  muscles  were  intact  and 
showed  no  evidence  of  weakness.  The  patient 
showed  a considerable  degree  of  myopia  which  was 
corrected  by  glasses.  Ears,  nose,  and  throat  were 
essentially  unremarkable  except  for  some  injection 
of  the  oropharynx.  The  gag  reflex  was  normal. 
The  neck  was  supple,  with  no  evidence  of  enlarged 
nodes.  There  was  some  pain  to  palpation  of  the 
sternocleidomastoid  muscles,  especially  on  the 
right  side.  Her  thyroid  was  not  enlarged,  and  the 
trachea  was  in  midline.  The  chest  was  clear  and 
resonant  to  auscultation  and  percussion.  Heart 
showed  a regular  sinus  rhythm  without  evidence  of 
murmurs,  thrills,  or  pericardial  rubs.  The  abdo- 
men was  soft,  no  organs  or  masses  were  palpable, 
and  no  tenderness  was  noted  except  in  the  area  of 
the  anterior  musculature  in  the  epigastric  region. 
In  the  extremities,  muscle  strength  was  not  di- 
minished; however,  there  was  some  pain  on  inner- 
vation of  some  of  the  muscles  in  the  upper  extrem- 
ities. Rectal  and  pelvic  examination  revealed  no 
pathologic  condition.  Results  of  neurologic  exam- 
ination were  within  normal  limits. 

The  patient  was  admitted  to  Whitestone  General 
Hospital  in  order  that  a muscle  biopsy  could  be 
done,  since  the  diagnosis  of  dermatomyositis  as 
well  as  trichinosis  was  entertained.  A Trichinella 
skin  test  was  done,  and  results  were  negative.  A 
skin  and  muscle  biopsy  was  obtained  from  the  right 
subchondral  area  above  the  insertion  of  the  right 
serratus  lateralis  muscle,  this  being  the  most  pain- 
ful area  exhibited  by  the  patient.  The  histologic 
examination  of  the  skin  showed  a nonspecific 
chronic  inflammation.  The  inflammatory  infil- 
trate involved  practically  the  entire  dermis.  The 
muscle  bundles  showed  no  transverse  striations 
with  some  island  degeneration  of  the  sarcoplasm 
and  proliferation  of  the  sarcolemmal  nuclei.  There 
was  occasional  fragmentation  of  the  fibers  noted  as 
well  as  some  granular  degeneration.  There  was 
also  vacuolar  degeneration  of  some  of  the  muscle 
fibers  which  stained  unequally.  In  addition  there 
was  some  evidence  of  edema  and  foci  of  inflamma- 
tory cells  also  present. 

In  view  of  the  diagnosis  of  dermatomyositis,  a 
thorough  search  for  cancer  was  made.  Results  of 
an  upper  gastrointestinal  series,  barium  enema, 
intravenous  pyelogram,  and  pelvic  examination, 
as  well  as  Papanicolaou  smears,  showed  no  evi- 
dence of  cancer.  Laboratory  tests  revealed  the 
following:  hemoglobin,  14.6  Gm.  per  100  ml.; 

hematocrit,  42;  white  blood  cells,  10,600;  neutro- 
phils, 63  bands;  and  lymphocytes,  34  with  slight 
toxic  granulations.  Red  blood  cells  appeared  nor- 
mal. The  erythrocyte  sedimentation  rate  was  40 
mm.  per  hour.  Fasting  blood  sugar  was  76  mg.  per 
100  ml.;  blood  urea  nitrogen,  12  Gm.  per  100  ml.; 
total  protein  6,  albumin  3.6,  and  globulin  2.8  Gm. 
per  100  ml.  The  albumin-globulin  ratio  was  1.2: 1; 
cholesterol  was  295  mg.  per  100  ml.;  and  serum 


1 532  New  York  State  Journal  of  Medicine  / June  15,  1971 


glutamic  oxaloacetic  transaminase  30,  32  with 
lactic  dehydrogenase  320.  Urinalysis  showed  a 
specific  gravity  of  1:020  with  3 to  5 white  cells 
per  high-power  field,  and  was  otherwise  normal. 
A twenty-four  hour  creatine  excretion  test  showed 
normal  values.  Latex-fixation  results  were  nega- 
tive. Lupus  erythematosus  preparation  showed 
negative  findings  on  two  occasions.  Serum  elec- 
trophoresis was  essentially  within  normal  limits. 
Albumin  was  66.2  per  cent  and  globulins  alpha-1, 
2.8;  alpha-2,  2.7;  beta,  8.6;  and  gamma,  15  per 
cent.  Heterophil  agglutination  test  results  were 
negative,  as  were  chest  x-ray  films.  Electrocardio- 
gram and  skull  x-ray  film  results  were  normal. 

When  the  diagnosis  of  dermatomyositis  was 
proved  the  patient  was  started  on  prednisone  40 
mg.  daily.  Approximately  forty-eight  hours  after 
institution  of  this  therapy  the  patient  noted  moder- 
ate relief  of  her  previously  mentioned  symptoms. 
However,  approximately  one  week  after  initiation 
of  therapy  she  noted  severe  epigastric  pain.  An 
ulcer  regimen  was  instituted  consisting  of  antacids, 
anticholinergics,  and  bland  diet.  In  addition  she 
was  advised  to  stop  smoking.  In  spite  of  the  pre- 
caution, she  had  severe  epigastric  pain  and  steroids 
had  to  be  discontinued. 

Approximately  thirty-six  hours  after  the  ste- 
roids had  been  discontinued  her  pain  gradually 
worsened  so  much  so  that  in  four  days  she  had  her 
pain  as  severely  as  she  did  before.  At  the  present 
time,  which  is  approximately  one  year  after  the 
diagnosis  was  made,  the  patient  has  moderate  dis- 
comfort which  is  relieved  to  some  extent  by  various 
nonspecific  analgesics. 

Comment 

Dermatomyositis  was  defined  by  Steiner  who  in 
1905  collected  28  indisputable  cases  and  described 
the  condition  as  “an  acute,  subacute,  or  chronic 
disease  of  unknown  origin  characterized  by  a grad- 
ual onset  with  vague  or  indefinite  prodromes, 
followed  by  edema,  dermatitis  and  a multiple 
muscle  inflammation.”--^  This  definition  was 
further  modified  by  Sydenstricker  and  Thomas  to 
read  “nonsuppurative  muscle  inflammation.”--^ 

The  term  “polymyositis”  applied  to  the  disease 
by  earlier  writers  serves  to  emphasize  the  impor- 
tance of  the  muscular  component  of  the  disease.^ 
Although  much  importance  has  been  given  to  the 
skin  rash,  the  disease,  as  in  the  case  reported  here, 
may  be  present  in  the  absence  of  the  rash,  and  a 
certain  diagnosis  can  only  be  made  by  muscle 
biopsy.  Often  the  initial  complaint  may  be  a 
condition  of  general  muscle  tiredness  or  weakness, 
as  in  the  case  presented.  The  process  may  begin 
in  any  one  muscle  and  remain  limited  to  it.®  How- 
ever, the  disease  usually  involves  many  muscles  in 
a bilaterally  symmetric  fashion,  with  a predilec- 
tion for  the  neck,  shoulders,  and  pelvic  girdle.  Any 
muscle  or  muscle  group  may  be  affected.  In  severe 
cases,  muscles  of  respiration  and  deglutition  are 


involved.®  A high  incidence  of  myocardial  involve- 
ment is  reported.® 

The  tempo  of  muscle  destruction  may  vary 
greatly,  giving  rise  to  pain  on  palpation,  or  as  in 
this  case,  a general  complaint  of  tiredness  or  weak- 
ness may  be  the  only  sign  of  the  insidious  atrophy 
taking  place.  Although  the  laboratory  may  give 
leading  information  as  to  the  nature  of  the  disease, 
it  is  the  skin  and  muscle  biopsy  which  is  the  sine 
qua  non  in  the  diagnosis  of  the  disease.  The  best 
possible  yield  from  such  a biopsy  is  obtained  from 
the  most  painful  muscle  group.  Early  pathologic 
changes  may  only  show  poor  uptake  of  stain  in  the 
affected  muscle  with  loss  of  striations  and  sarcoly- 
sis. 

Evidence  of  muscle  breakdown  can  be  found  in 
such  tests  and  in  the  elevation  of  the  serum  gluta- 
mic oxaloacetic  transaminase  as  well  as  in  the  in- 
creased excretion  of  creatine  in  the  urine.  Al- 
though the  creatine  is  almost  always  elevated  in 
the  disease,  this  was  not  found  to  be  so  in  the  case 
discussed  and  is  not  always  a reliable  measure.® 
Abnormalities  in  serum  electrophoresis  as  well  as 
abnormalities  in  serum  enzymes  associated  with 
muscle  physiology  such  as  creatine  phosphokinase 
and  aldolase  are  often  demonstrable.  Electromy- 
ography will  show  a myopathic  process  but  again 
is  nonspecific. 

The  literature  on  dermatomyositis  presents  such 
a conflicting  array  of  opinions  as  to  the  possible 
etiology  that  we  must  at  present  assume  the  etiol- 
ogy to  be  indefinite.^  It  may  be  possible  that  the 
disease  is  due  to  infection  by  an  organism  which 
gains  entry  through  the  nose  and  throat,  especially 
when  the  general  resistance  is  lowered  by  expo- 
sure to  cold  and  by  minor  febrile  disorders.--®-® 
Many  writers  report  cases  to  have  occurred  more 
frequently  in  winter.  Many  cases  are  reported  to 
follow  some  type  of  acute  infection,  particularly 
of  the  upper  respiratory  tract.®  Recent  studies 
have  suggested  a viral  cause.®  Because  of  the 
close  association  between  dermatomyositis  and 
cancer,  especially  tumors  of  the  breast  and  ovaries, 
endocrine  imbalance  has  also  been  incrimi- 
nated.*-®-^ Barden®  believes  that  in  some  instances 
disturbances  in  “immune  globulin”  chemistry 
may  be  a common  denominator  of  collagen  disease 
and  cancer.  There  seems  to  be  no  preference  for 
sex  or  race.®-^-®  Children  seem  to  be  affected  less 
than  adults.®-'  There  is  no  proof  of  its  transmis- 
sion from  one  case  to  another  nor  does  it  occur  in 
epidemic  form.^  One  case  is  reported  in  which  two 
sisters  developed  dermatomyositis.  Both  sisters 
demonstrated  Raynaud’s  phenomenon  and  an  al- 
lergic background.*® 

The  symptomatology  of  this  disease  may  be 
rather  nonspecific  in  the  early  course  of  the  disease, 
so  much  so  that  the  practitioner  may  be  tempted 
to  dismiss  feelings  of  myalgia  as  well  as  general 
tiredness  and  treat  accordingly.  Patients  may 
present  symptoms  of  polymyalgia  often  occurring 
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in  the  area  of  the  pelvic  girdle  and  thigh  muscles 
as  well  as  neck  and  shoulder  girdle.’  The  disease 
usually  begins  with  general  symptoms  of  ill  health, 
listlessness,  headache,  vertigo,  gastric  symptoms, 
and  a sense  of  heaviness  in  the  limbs,  or  the  pa- 
tient may  complain  that  his  limbs  feel  as  if  they 
had  grown  shorter.^  In  a few  instances  chill  has 
been  the  initial  symptom  with  a drawing  pain  felt 
in  the  muscles.®  Skin  lesions  consisting  of  mild 
edema  as  well  as  dusky  erythema  of  the  face, 
periorbital  regions,  trunk,  and  arms  may  be  seen 
in  about  45  per  cent  of  cases.  In  a few  cases  a pre- 
existing cancer  heralds  the  onset  of  the  disease. 
Rash  and  muscle  involvement  may  appear  several 
months  later.  The  skin  rash  is  of  a peculiar  helio- 
trope color  and  is  typically  distributed  over  the 
affected  muscles. ^ The  face  is  usually  the  first 
part  to  be  affected.®  In  some  cases  the  skin  lesions 
are  absent  or  slight,  in  others  the  reverse  is  the 
case.^  Although  skin  and  muscle  involvement  are 
preeminent  in  dermatomyositis,  this  collagen 
disease  like  other  members  of  the  group  may  in- 
volve practically  any  organ  of  the  body.®  There 
is  considerable  variation  in  the  incidence  of  cancer 
in  different  series."  '-  Arundell,  Wilkinson,  and 
Haserick"  found  malignant  tumors  in  12  of  23 
patients  over  the  age  of  forty  years  with  dermato- 
myositis. Age  seems  to  be  a significant  factor. 
Batschwarov  and  Minkov"^  in  a study  of  18  cases 
of  dermatomyositis  found  12  of  these  all  over  forty 
years  of  age;  50  per  cent  had  associated  carcinoma. 
Wong’  reports  23  cases  of  dermatomyositis  of 
which  12  were  associated  with  internal  cancer. 

The  percentage  of  cases  of  dermatomyositis  as- 
sociated with  cancer  also  varies  in  different  re- 
ported series,  ranging  from  6 to  55  per  cent.  Recent 
reports  also  stress  the  association  between  der- 
matomyositis and  cancer.'^  Williams'  reports 
that  out  of  the  92  cases  associating  dermatomyo- 
sitis and  cancer,  the  most  common  sites  appear  in 
the  following  sequence:  stomach,  breast,  lung, 

ovary,  lymphoma  and  leukemia,  gallbladder,  colon 
and  rectum,  kidney,  uterus,  and  larynx.'^ 

The  over-all  mortality  rate  is  50  per  cent  with 
considerable  morbidity  among  the  survivors  in  the 
form  of  fibrotic  muscular  atrophy  and  skin  changes 
which  are  said  to  resemble  scleroderma,  such  as, 
pigmentation  and  fibrosis  of  the  subcutaneous 
tissues.-'®  The  prognosis  is  obviously  worse  in 
cases  involving  the  muscles  of  mastication,  deglu- 
tition, and  myocardium.®  The  usual  cause  of 
death  is  bronchopneumonia  or  cardiovascular 
complications.®-’®  The  disease  may  continue  for 
weeks,  months,  or  years  or  complete  recovery  may 
occur  after  a few  weeks.®  The  subacute  course  is 
the  most  typical  with  periods  of  remission  going  on 
to  recovery  or  death.-  ® 

In  the  differential  diagnosis  of  dermatomyositis 
.several  diseases  must  be  differentiated  since  they 
may  be  present  with  similar  initial  findings.  Poly- 
myalgia rheumatica  is  one  of  these  diseases  which 


has  initial  symptoms  of  generalized  aches  and 
pains  in  several  muscle  groups;  however,  it  is 
usually  seen  in  an  older-age  group,  predominantly 
in  women  in  which  the  sedimentation  rate  is 
markedly  elevated,  usually  over  100  mm.  per  hour. 
Biopsies  of  affected  muscle  usually  show  giant-cell 
infiltration  around  the  major  arteries,  especially 
the  temporal  artery.  It  responds  dramatically  to 
steroids.  Other  myalgias  to  be  considered  are 
those  associated  with  thyrotoxicosis,  polyarteritis 
nodosa,  systemic  lupus  erythematosus,  systemic 
sclerosis,  and  neuropathic  myopathy  in  addition  to 
myasthenia  gravis,  muscular  dystrophy,  pseudo- 
bulbar palsy,  and  Addison’s  disease,  as  well  as 
trichinosis,  may  mimic  the  disease  in  its  early 
stages. 

Conclusion 

The  recognition  of  dermatomyositis  early  in  the 
disease  is  of  primary  importance  since  it  may  be 
the  first  sign  of  cancer.  Very  often  occult  carcino- 
ma in  its  curative  stage  may  be  associated  with 
this  disease.'®’'^  It  is  also  a well-known  fact  that 
the  removal  of  the  malignant  condition  may  often 
cause  a disappearance  of  dermatomyositis  as 
pointed  out  by  Beczegny  who  illustrated  the  ameli- 
oration of  symptoms  of  the  disease  after  treatment 
(surgical,  x-ray,  hormonal)  of  cancer.'’'®’'^  Der- 
matomyositis may  often  be  the  only  promontory 
sign  of  an  occult  cancer,  making  the  diagnosis  of 
this  disease  all  the  more  essential.®’'®’''' 

60  East  Maplemere 
Williamsville,  New  York  14221 
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In  recent  years,  the  ready  availability  of  inter- 
continental transportation  and  the  expansion  of 
international  activities  have  led  to  a steady  rise  in 
the  numbers  of  Americans  traveling  to  Central 
and  South  America,  Pakistan,  India,  and  Africa. 
Similarly,  the  involvement  of  this  country  in 
Southeast  Asia  has  brought  substantial  groups  of 
Americans  to  the  Far  East  for  relatively  prolonged 
periods  of  time.  These  circumstances  have  re- 
sulted in  the  exposure  of  Americans  to  malaria  on 
a scale  unsurpassed  since  World  War  II,  and  as  a 
direct  outcome,  the  total  number  of  cases  of  ma- 
laria treated  within  the  United  States  has  risen 
sharply,  from  fewer  than  150  in  1962,  to  over  2,800 
in  1967.* 

An  interesting  although  little-appreciated  out- 
growth of  this  problem  is  the  fact  that  the  se- 
quence of  malarial  transmission  occasionally  ex- 
tends to  include  individuals  who  have  either  never 
traveled  to  endemically  malarious  zones  or  have 
never  left  the  continental  United  States  entirely. 
Potential  for  this  situation  arises  when  the  indige- 
nous anopheline  mosquito  becomes  parasitized 
through  contact  with  returning  travelers,  some  of 
whom  have  either  clinical  or  asymptomatic  malar- 
ia. Malaria  incurred  from  a mosquito  infected  via 
this  route  is  referred  to  as  “introduced  malaria”^; 
it  usually  appears  as  a “fever  of  unknown  origin” 
and  evades  diagnosis  for  a time,  owing  to  lack  of 
history  of  exposure  and  variability  of  symptoms. 

Two  cases  of  introduced  malaria  are  described 
herein,  emphasizing  the  importance  of  considering 

These  cases  were  studied  during  the  active  military  service 
of  the  authors  in  the  Department  of  Medicine  of  the  U.S.  Army 
Hospital,  Fort  Campbell,  Kentucky.  The  opinions  or  asser- 
tions contained  herein  are  those  of  the  authors  and  are  not  to  be 
construed  as  official  or  reflecting  the  view  of  the  Department 
of  the  Army  or  the  Medical  Services  at  large. 


this  entity  in  the  differential  diagnosis  of  fever  of 
unknown  origin.  A third  case,  occurring  at  the 
same  time  and  suspected  of  having  been  similarly 
contracted,  is  also  described. 

Case  reports 

Case  1.  A twenty-three-year-old  white  male 
soldier  who  had  never  been  in  an  endemically  ma- 
larious area,  and  who  had  been  stationed  at  Fort 
Campbell,  Kentucky,  since  June,  1966,  following 
one  year  in  France,  was  admitted  to  the  U.S. 
Army  Hospital  on  June  8,  1967,  following  onset  of 
an  illness  characterized  by  fever,  shaking  chills, 
myalgia,  sore  throat,  and  vomiting.  Physical  ex- 
amination, as  well  as  blood  count,  urinalysis,  and 
throat  culture,  did  not  disclose  a specific  diagno- 
sis, and  he  was  discharged  one  day  after  remission 
of  fever. 

During  the  same  month,  a second  hospitaliza- 
tion for  a similar  clinical  picture  was  treated  in 
like  manner.  Subsequently,  he  sustained  a 5- 
pound  weight  loss,  experienced  recurrent  fevers 
and  nocturnal  chills,  and  was  therefore  readmit- 
ted on  July  7,  1967. 

At  that  time  pertinent  physical  findings  includ- 
ed a temperature  of  99.4  F.,  a pulse  of  100  per 
minute,  shotty  lymph  nodes  in  the  anterior  neck 
and  axillas,  and  a palpable  spleen  tip.  Laborato- 
ry data  were  as  follows:  leukocyte  count  6,000 

per  cubic  millimeter;  differential  count  55  per  cent 
polymorphonuclear  leukocyte  cells,  10  per  cent 
bands,  30  per  cent  lymphocytes,  40  per  cent  mono- 
cytes, and  1 per  cent  eosinophils;  and  hematocrit 
40.  Plasmodium  vivax  was  discovered  on  routine 
peripheral  smear  and  confirmed  by  repeat  exam- 
inations. Complete  urinalysis  and  chest  roent- 
genograms gave  negative  findings. 

Routine  chemotherapy  (chloroquine  and  prima- 
quine, to  be  described)  was  utilized,  and  the  pa- 
tient’s recovery  was  uneventful.  Follow-up  stud- 
ies done  one  month  later  showed  negative  results. 

Case  2.  A nineteen-year-old  white  male  soldier 
who  had  never  been  outside  the  continental  Unit- 
ed States  was  admitted  to  the  U.S.  Army  Hospi- 
tal, Fort  Campbell,  Kentucky,  on  July  5,  1967, 
with  the  chief  complaint  of  intermittent  fever  and 
chills  of  four  days’  duration.  Temperatures  as 
high  as  104.8  F.  had  been  associated  with  profuse 
diaphoresis,  and  defervescence  of  fever  had  been 
followed  by  malaise  and  sore  throat. 

On  physical  examination,  fever,  tachycardia, 
and  inflammation  of  the  posterior  pharynx  were 
noted,  but  adenopathy,  hepatomegaly,  and  sple- 
nomegaly were  absent. 

Laboratory  data  were  as  follows:  leukocyte 

count  4,200  per  cubic  millimeter;  differential 
count  60  per  cent  polymorphonuclear  leukocyte 
cells,  13  per  cent  bands,  19  per  cent  lymphocytes, 
and  8 per  cent  monocytes;  and  hematocrit  46. 
Urinalysis  and  roentgenogram  of  the  chest  were 
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within  normal  limits.  Malarial  parasites  (P. 
vivax)  were  discovered  on  routine  blood  smear. 
Treatment  included  chloroquine  and  primaquine, 
as  will  be  outlined. 

Epidemiologic  background  study  revealed  that 
these  2 patients  slept  in  successive  tiers  of  the 
same  bunk  in  the  same  barracks.  Inspection  of 
this  building  disclosed  numerous  holes  in  the 
screening  covering  the  windows  of  the  first  floor 
sleeping  area.  One  female  Anopheles  quadri- 
maculatus  mosquito  was  found  in  a vented  crawl- 
space  area  located  below  the  sleeping  quarters. 

Further  investigation  revealed  that  4 soldiers 
who  had  recently  returned  from  Vietnam,  all  of 
whom  had  become  clinically  ill  with  vivax  mialaria 
during  the  last  two  weeks  of  May,  occupied  bar- 
racks within  one  hundred  yards  of  the  previously 
mentioned  barracks. 

Case  3.  A forty-one-year-old  white  male  civil- 
ian was  seen  by  his  private  physician  in  Bowling 
Green,  Kentucky,  on  July  10,  1967,  with  reference 
to  an  illness  characterized  by  malaise,  cbills,  and 
low  back  pain.  The  only  abnormal  findings  noted 
on  physical  examination  were  a temperature  of 
102.4  F.  and  an  inflamed  pharynx.  Symptomatic 
therapy  and  a trial  of  antibiotic  therapy  were  both 
attempted,  but  the  illness  persisted,  and  he  was 
admitted  to  a local  hospital  with  the  diagnosis  of 
fever  of  unknown  origin. 

Laboratory  data  were  as  follows:  leukocyte 

count  10,000  per  cubic  millimeter;  differential 
count  84  per  cent  polymorphonuclear  leukocyte 
cells,  14  per  cent  lymphocytes,  and  2 per  cent  mo- 
nocytes; and  the  hematocrit  46.  A chest  roent- 
genogram was  not  remarkable,  and  a complete 
urinalysis  gave  negative  results.  P.  vivax  was  dis- 
covered in  the  patient’s  second  peripheral  smear. 
The  patient  was  treated  with  the  usual  regimen  of 
chloroquine  and  primaquine  and  made  an  un- 
eventful recovery. 

Epidemiologic  survey  revealed  that  this  patient 
had  recently  been  fishing  on  two  lakes  near  Bowl- 
ing Green,  Kentucky.  A serviceman,  known  to 
have  recently  returned  from  Vietnam,  had  also 
been  fishing  on  one  of  these  lakes  at  the  same 
time,  at  a site  approximately  forty  miles  from  the 
patient’s  location.  The  soldier  in  question  had 
become  ill  during  his  fishing  trip,  and  on  return  to 
Fort  Campbell,  had  been  admitted  to  the  hospital 
with  the  diagnosis  of  vivax  malaria,  confirmed  on 
peripheral  smear  examinations.* 


Comment 

The  occurrence  of  clinical  malaria  in  the  conti- 
nental United  States  among  individuals  who  have 

*The  source  of  infection  in  the  civilian  patient  is  obviously 
uncertain.  In  the  absence  of  officially  associated  secondary 
cases,  this  case  has  been  listed  by  the  National  Communica- 
ble Disease  Center  as  being  of  cryptic  origin.  Table  I provides 
definition.’* 


TABLE  I.  Incidence  of  various  forms  of  malaria  in  United 
States^  * 


Intro-  In-  Im- 

Year  duced*  Cryptic  duced  ported  Totals 


1959 

1960 

1961 

1962 

1963 

1964  1 

1965  1 

1966  2 

1967  2 


2 

2 

2 2 

1 2 

3 2 

1 
1 

1 1 

1 3 


48 

50 

60 

62 

78 

82 

112 

115 

143 

148 

168 

170 

154 

156 

673 

677 

2,815 

2,822f 

* Introduced  = cases  of  malaria  acquired  in  an  area  where  malaria  is 
not  usually  seen,  via  mosquitoes  infected  through  an 
imported  case. 

Cryptic  = an  isolated  case  of  malaria,  not  associated  with  secon- 
dary cases  as  determined  by  epidemiologic  investiga- 
tion. 


Induced  = malaria  acquired  via  artificial  means,  such  as  blood 
transfusion,  syringes,  malariotherapy. 

Imported  = mal^a  acquired  outside  of  a specific  area,  the  specific 
area  being  the  United  States  and  Puerto  Rico  in  this 
report. 

t One  case  of  malaria  (congenital)  was  acquired  in  the  United  States 
via  endemic  infection  in  1967. 


been  located  in  malarious  zones  is  classified  as 
“imported  malaria”;  in  1967  there  were  2,815  such 
cases,  of  which  2,669  occurred  in  military  person- 
nel returning  from  Vietnam,  21  in  former  Peace 
Corps  volunteers,  and  49  in  foreign  visitors.  ^ Of  7 
cases  acquired  within  the  United  States,  2 were 
introduced,^  1 was  congenital,^  3 were  induced,® 
and  1 was  cryptic  in  origin.'^ 

It  is  clear  from  the  field  experience  in  Vietnam 
that  the  chloroquine-primaquine  regimen  current- 
ly in  use  for  malarial  chemoprophylaxis  is  quite 
effective  against  P.  vivax.®  Nonetheless,  in  excess 
of  80  per  cent  of  imported  cases  are  of  this  type,!’^ 
suggesting  that  delayed  development  of  clinical 
disease,  neglect  of  appropriate  prophylaxis,  and 
relative  resistance  to  prophylaxis  play  significant 
roles  in  the  rising  frequency  of  imported  malaria. 

In  a recent  report  of  176  cases  of  imported  ma- 
laria all  of  the  involved  individuals  were  asympto- 
matic for  periods  of  time  ranging  from  one  week  to 
thirteen  months  following  return  to  the  United 
States.®  Indeed,  approximately  10  per  cent  of  all 
imported  cases  have  been  totally  without  evidence 
of  malaria  until  some  time  after  returning  to  the 
United  States.^  That  the  asymptomatic  carrier 
state  may  last  for  as  long  as  three  or  four  years  in 
instances  of  P.  vivax  infection  is  well  known;  de- 
layed primary  attacks  occurring  one  or  two  years 
after  apparent  time  of  infection  have  also  been 
described.'® 

It  seems  clear,  therefore,  that  the  existence  of  a 
substantial  number  of  patients  with  imported  ma- 
laria provides  a potential  reservoir  for  vector  rein- 
fection, and  it  is  not  surprising  that  sporadic  re- 
ports of  introduced  malaria  have  appeared  in  re- 
cent years. 

Although  endemic  malaria  has  been  eradicated 
from  the  continental  United  States,  the  insect 
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vector  is  virtually  ubiquitous.  Of  15  species  of 
anopheline  mosquitoes  found  in  the  United 
States,  2 appear  to  be  important  as  vectors  of  ma- 
laria: Anopheles  maculopennis  freeborni  and  A. 

quadrimaculatus. 

A.  quadrimaculatus  is  located  primarily  in  the 
southeastern  United  States,  northward  to  south- 
ern Quebec  and  Ontario,  and  westward  to  the 
Dakotas,  central  Nebraska,  Kansas,  Oklahoma, 
and  Texas.  In  addition,  it  is  also  found  in  eastern 
Mexico  south  to  Vera  Cruz.  It  is  found  in  great- 
est numbers  in  the  south  Atlantic  and  Gulf  coast- 
al plains,  in  the  lower  Mississippi  River  valley, 
and  has  also  been  found  on  occasion  in  Minneso- 
ta, Michigan,  New  York,  and  New  England.  A. 
maculopennis  freeborni  is  found  on  the  West 
Coast,  from  southern  British  Columbia  to  lower 
California.  It  has  also  been  seen  in  Colorado, 
New  Mexico,  and  western  Texas.  The  wide  range 
of  these  vectors  provides  ample  opportunity  for 
transfer  of  malarial  parasites  to  indigenous  mos- 
quitoes, and  hence  to  the  local  population. 

The  clinical  picture  of  malaria  has  been  amply 
described;  imported  malaria  has  recently  been  re- 
viewed.'*' In  summary,  the  patient’s  chief  com- 
plaints are  of  fever  and  chills,  often  accompanied 
by  headache,  retro-ocular  pain,  back  ache,  myal- 
gia, or  gastrointestinal  symptoms.  Concomitant 
physical  findings  include  fever  (temperature  as 
high  as  106  F.  is  commonplace),  and  slight  spleno- 
megaly (less  than  50  per  cent  of  cases). 

In  imported  cases,  the  suspicion  of  malaria  is 
frequently  aroused  or  reinforced  by:  (1)  knowl- 

edge of  recent  travel  or  military  service  in  a ma- 
larious zone,  (2)  a history  of  previously  suspected 
or  treated  malaria,  (3)  self-diagnosis  of  relapse  on 
the  part  of  the  patient,  or  (4)  recent  contact  of  the 
physician  with  other  known  cases.  Such  clues  are 
not  available  in  instances  of  introduced  malaria, 
and  the  diagnostic  problem  may  be  reduced  to  one 
of  “fever  of  unknown  origin.” 

It  is  notable  that  in  the  3 cases  described  in  this 
report,  the  diagnosis  was  obscure  and  was  first 
brought  to  light  by  routine  laboratory  examina- 
tion. It  is  therefore  suggested  that  the  examina- 
tion of  thick  and  thin  smears  of  peripheral  blood 
for  evidence  of  malaria  be  adopted  as  a routine 
procedure  in  cases  presenting  difficult  diagnostic 
problems  involving  fever  of  unknown  origin. 

Since  the  vast  majority  of  cases  of  imported  ma- 
laria are  vivax  in  type,  it  is  probable  that  this  will 
continue  to  be  the  most  likely  etiologic  agent  of 
introduced  malaria.  The  standard  treatment  for 
P.  vivax  malaria  at  this  time  consists  of  chloro- 
quine  phosphate:  1 Gm.  at  time  of  diagnosis. 


followed  by  0.5  Gm.  in  six  hours,  and  0.5  Gm. 
daily  for  the  next  two  days,  totaling  2.5  Gm., 
combined  with  concurrently  administered  prima- 
quine base,  15  mg.  daily  for  two  weeks."  Al- 
though relapses  following  this  therapy  may  occur 
over  periods  ranging  from  weeks  to  years,  drug  re- 
sistance has  not  been  a problem  with  vivax  malar- 
ia, and  repeat  treatment  with  the  same  agents  is 
the  recommended  approach.  A significant  pro- 
portion of  cases  of  Plasmodium  falciparum  malar- 
ia originating  in  Vietnam  have  been  complicated 
by  resistance  to  the  conventional  regimen  of  ther- 
apy 12.13 

Summary 

Introduced  malaria,  although  only  a sporadic 
phenomenon,  can  be  viewed  as  a product  of  im- 
ported malaria  and  the  almost  ubiquitous  distri- 
bution of  the  appropriate  anopheline  vector  in  the 
United  States.  Peculiarities  of  epidemiology  tend 
to  eliminate  helpful  historical  clues  to  the  diagno- 
sis, and  make  introduced  malaria  a serious  consid- 
eration in  the  diagnosis  of  fever  of  unknown  ori- 
gin. Careful  examination  of  the  peripheral  blood 
for  malarial  parasites  is  recommended  as  the  sim- 
plest and  best  means  of  ruling  out  this  possibility. 
It  is  conceivable  that  since  the  number  of  cases  of 
imported  malaria  have  increased  remarkably,  the 
occurrence  of  malaria  in  the  indigenous  popula- 
tion of  the  United  States  may  become  more  prev- 
alent in  the  near  future. 

Department  of  Medicine,  University  of  Pittsburgh 
School  of  Medicine,  Terrace  and  De  Soto  Streets, 
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Bilateral  bundle  branch  disease  has  been  im- 
plicated as  a frequent  cause  of  complete  heart 
, block.  1 Histologic  studies  of  the  conduction 

systems  of  patients  with  complete  heart  block 
have  substantiated  this  impression  by  demonstrat- 
ing bilateral  lesions.  1'2h.6.8.9  However,  the  dif- 
ficulty in  establishing  the  diagnosis  of  bilateral 
disease  clinically  has  tended  to  obscure  this  im- 
portant observation.  3-8  In  the  absence  of  alter- 
nating patterns  of  left  and  right  bundle  branch 
block  associated  with  different  P-R  intervals,  the 
differential  in  the  presence  of  normal  conduction  is 
virtually  impossible.^  The  high  incidence  of  bi- 
lateral bundle  branch  disease,  however,  should 
make  every  right  bundle  branch  suspect  wlien  there 
is  a left  bundle  branch  block.  The  need  for  this 
high  index  of  suspicion  was  demonstrated  when 
right  bundle  branch  disease  was  inadvertently  dis- 
covered during  cardiac  catheterization  in  2 pa- 
tients with  left  bundle  branch  block.  Both  the 
pathophysiology,  enabling  the  diagnosis,  and  the 
underlying  implications  of  the  disease  are  dis- 
cussed. 

Case  reports 

Case  1.  A fifty-two-year-old  white  woman  gave 
a history  of  repeated  episodes  of  congestive  heart 
failure  over  the  preceding  fifteen  months.  Her 
symptoms  were  progressive  in  spite  of  digitalis  and 
diuretic  therapy  and  a strict  dietary  regimen.  The 
patient  had  known  of  a heart  murmur  for  twenty- 
five  yeeu-s.  On  examination,  this  proved  to  be  a 
loud,  high-pitched  blowing  apical  systolic  murmur 
which  was  well  transmitted  to  the  axilla.  The 
presumptive  diagnosis  was  rheumatic  heart  disease 
with  mitral  insufficiency. 

The  patient  underwent  catheterization  of  both 

‘This  work  supported  by  a grant  from  Westchester  Heart  As- 
sociation. 


right  and  left  sides  of  the  heart  by  standard  tech- 
nics. The  12-lead  electrocardiogram  taken  while 
the  patient  was  on  the  catheterization  table  im- 
mediately prior  to  the  procedure  demonstrates  a 
normal  sinus  rhythm  with  a heart  rate  of  75  beats 
per  minute  (Fig.  lA).  The  P-R  interval  is  0.14 
second,  and  the  QRS  duration  is  0.15  second.  The 
electrical  axis  is  deviated  to  the  left,  and  the  in- 
trinsicoid  deflection  is  delayed  in  the  left  precordial 
leads. 

Passage  of  the  catheter  from  the  right  ventricle 
of  the  heart  to  the  pulmonary  artery  produced  com- 
plete heart  block  which  proved  to  be  unresponsive 
to  intravenous  atropine  sulfate  therapy.  The  trac- 
ings recorded  immediately  following  development 
of  the  block  are  shown  in  Figure  IB. 

Comment.  This  patient  demonstrated  com- 
plete heart  block  with  patterns  showing  both  right 
and  left  bundle  branch  block.  When  the  R-R  in- 
terval was  1.80  seconds  or  less,  left  bundle  branch 
block  with  a QRS  duration  of  0.15  second  was 
recorded  (Fig.  IB,  upper  and  middle  panels). 
With  a slowing  of  the  heart  rate  to  32.6  beats  per 
minute  (R-R  of  1.84  seconds),  a tall,  narrower  (0.11 
second)  QRS  complex  evolved  (Fig.  IB,  lower 
panel).  When  the  rate  fell  to  31.6  beats  per  minute 
(R-R  of  1.90  seconds),  a more  bizarre  complex 
having  components  of  both  left  and  right-sided 
conduction  disturbances  appeared  (QRS  0.11 
second)  (Fig.  IB,  top  panel).  The  patterns  show- 
ing rate-dependent  bundle  branch  block  suggest 
that  although  there  is  bilateral  bundle  branch 
disease,  the  bundle  branches  were  conducting  and 
that  the  locus  of  the  complete  heart  block  was  in 
the  region  of  the  A-V  node.  The  rate  changes  are 
easily  attributable  to  a movement  of  the  pace- 
maker focus  up  and  down  the  common  bundle  of 
His. 

The  explanation  of  the  rate-dependent  varia- 
tions in  conduction  is  consistent  with  the  observa- 
tions of  Lepeschkin.®  It  would  appear  that  the 
right  bundle  branch  block  has  a fixed  delay,  in- 
dependent of  rate,  whereas  the  left  bundle  branch 
block  delay  is  rate  dependent  and  does  not  conduct 
at  all  at  higher  rates.  Since  the  right  bundle 
branch  was  the  conducting  pathway  at  higher 
rates,  its  inherent  disease  was  not  initially,  prior 
to  complete  heart  block,  apparent.  When  the  rate 
was  slowed,  thus  enabling  the  left  bundle  branch 
to  conduct,  the  disease  in  the  right  side  was  evi- 
dent.Trauma  caused  by  the  catheter  to  the 
region  of  the  A-V  node  prevented  the  transmission 
of  the  atrial  impulse.  A slower  escape  focus  below 
the  region  of  the  block  became  the  driving  pace- 
maker, and  it  was  this  slow  rate  which  enabled  the 
left  bundle  branch  to  conduct,  thus  revealing  the 
disease  in  the  right  bundle  branch.''’-'^  Although 
a normal  P-R  interval  prior  to  the  production  of 
complete  heart  block  has  been  considered  evidence 
of  only  minor  disease  in  the  conducting  right 
bundle  branch,  we  note  that  when  the  slow  rates 
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FIGURE  1.  Case  1.  (A)  Twelve-lead  electrocardiogram  recorded  immediately  prior  to  catheterization  demonstrates 

normal  sinus  rhythm,  P-R  Interval  0 14  second,  and  QRS  duration  0.15  second.  (B)  Top  and  middle  panels  are  con- 
tinuous strip,  time  lines  0.04  second. 


enabled  the  left  bundle  branch  to  conduct,  varying 
(rate-dependent)  degrees  of  delay  in  the  right  side 
were  observed  suggesting  more  extensive  disease  of 
that  bundle  branch  as  well.^’^ 

One  additional  observation  of  note  was  the  brief 
appearance  of  Wenckebach  phenomenon  (Fig. 
IB,  middle  panel).  This  further  substantiated  the 
impression  that  the  trauma  caused  by  the  catheter 
was  to  the  A-V  node  and  enabled  the  anticipation 
of  a spontaneous  resolution  of  complete  heart 
block. ^ A normal  sinus  rhythm  was  re-established 
spontaneously  during  the  evening  of  the  day  of 
catheterization. 

Case  2.  A fifty-three-year-old  Peruvian  woman 
had  had  knowledge  of  a “heart  condition”  from  the 
age  of  twelve  years.  Her  complaints  referable  to 


the  cardiovascular  system,  however,  began  only 
five  years  prior  to  admission.  From  that  point,  she 
described  episodes  of  tightness  in  the  anterior 
portion  of  the  chest,  occasionally  accompanied  by 
a numbness  in  the  left  hand.  She  had  had  two 
syncopal  episodes.  Auscultation  revealed  a loud, 
rough,  crescendo-decrescendo  systolic  murmur 
over  the  aortic  area  which  was  well  transmitted 
into  the  neck.  The  aortic  component  of  the  second 
sound  was  reduced.  The  presumptive  diagnosis 
was  possible  congenital  heart  disease,  rheumatic 
heart  disease,  aortic  stenosis,  and/or  anginal  syn- 
drome. 

Her  12-lead  electrocardiogram  recorded  immedi- 
ately prior  to  catheterization  showed  regular  sinus 
rhythm  with  a heart  rate  of  75  beats  per  minute 
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FIGURE  2.  Case  2.  (A)  Twelve-lead  electrocardiogram  recorded  immediately  prior  to  catheterization.  (B)  Upper 

panel  shows  lead  I prior  to  complete  heart  block,  fifth  complex  is  ventricular  premature  systole,  and  sixth  QRS  complex 
IS  narrower  and  normal  in  appearance,  following  compensatory  pause.  Lower  panel  shows  R-R  intervals  1 .20  seconds, 
time  lines  0.04  second  following  A-V  block. 


(Fig.  2A).  The  electrical  axis  is  deviated  to  the 
left.  The  P-R  interval  is  0.16  second  and  the  QRS 
duration  0.15  second.  The  intrinsicoid  deflection 
is  delayed  in  leads  of  the  left  side  of  the  chest. 

Immediately  following  passage  of  the  venous 
catheter  from  the  right  ventricle  to  the  pulmonary 
artery,  a 2:1  A-V  block  was  recorded.  This  con- 
duction disturbance  resolved  spontaneously  in  ap- 
proximately two  hours.  A repeat  12-lead  tracing 
showed  identical  results  as  the  earlier  one. 

Lead  I on  the  upper  electrocardiogram  recorded 
prior  to  the  development  of  A-V  block  shows  the 
regular  R-R  interval  of  0.70  second  is  interrupted 
by  a ventricular  premature  systole  (Fig.  2B).  The 
ensuing  compensatory  pause  provided  the  left 
bundle  branch  sufficient  time  to  recover  so  that  its 
conduction  time  was  sirrtilar  to  that  of  the  right 
bundle  branch. The  resultant  QRS  complex 
is  narrower  and  more  normal  in  appearance.  The 


next  beat  occurring  earlier  again  reflects  the  pat- 
tern of  complete  left  bundle  branch  block. 

The  lower  panel  was  recorded  following  the  onset 
of  A-V  block  (Fig.  2B).  The  longer  R-R  interval  of 
1.20  seconds  enables  the  left  bundle  branch  to  con- 
duct while  the  right  bundle  branch  is  still  refrac- 
tory. A right  bundle  branch  block  was  recorded. 

Comment.  This  patient  demonstrates  what  was 
ostensibly  a 2:1  A-V  block.  However,  it  is  noted 
that  the  conducted  beats  reflect  a conduction  dis- 
turbance in  the  right  side,  although  there  was  an 
initial  complete  left  bundle  branch  block  (QRS 
duration  0.15  second).  The  new  pattern  of  right 
bundle  branch  block  is  somewhat  narrower  (QRS 
duration  0.12  second).  Since  the  interruption  in 
conduction  is  incomplete,  it  is  more  difficult  to 
state  with  certainty  the  site  of  the  block.  It  may 
be,  as  in  Case  1,  in  the  region  of  the  A-V  node. 
By  permitting  only  alternate  atrial  impulses  to 
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pass,  the  A-V  node  may  have  enabled  the  left 
bundle  branch  to  conduct  at  the  lower  frequency 
and,  therefore,  uncovered  disease  in  the  right 
bundle  branch  in  this  patient  as  well.  Another 
explanation  would  place  the  site  of  trauma  caused 
by  the  catheter  in  the  area  of  the  right  bundle 
branch.  The  recorded  pattern  is  consistent  with 
intermittent  complete  obstruction  of  both  bundle 
branches.  The  alternate  beats  are  conducted  by 
the  left  bundle  branch  system  causing  the  appear- 
ance of  a pattern  showing  right  bundle  branch 
block.  There  is,  therefore,  intermittent  bilateral 
bundle  branch  block.  The  total  obstruction  of  the 
right  bundle  branch  enables  the  slow  conduction 
of  the  left  bundle  branch  to  be  effective. 

Comment 

The  production  of  right  bundle  branch  block 
during  catheterization  of  the  right  side  of  the  heart 
is  not  unusual.  Goldman  et  al.  reported  an 

incidence  of  12  per  cent.  This  type  of  conduction 
disturbance  is  usually  of  brief  duration,  resolves 
spontaneously,  and,  in  general,  is  associated  with 
no  sequellae.  Complete  heart  block  following 
trauma  to  the  A-V  node  or  the  bundle  of  His  caused 
by  catheter  is  seen  far  less  frequently  but  does 
occur  (Case  Complete  heart  block  secon- 

dary to  the  production  of  right  bundle  branch  block 
in  the  presence  of  pre-existent  left  bundle  branch 
block  has  also  been  reported  (Case  2). 

When  a narrower  QRS  complex  replaces  a prior 
bundle  branch  block  pattern,  it  is  major  evidence 
of  bilateral  bundle  branch  disease.^  This  phe- 
nomenon was  elicited  in  both  patients  by  the  for- 
tuitous decrease  in  heart  rate. 

When  bilateral  disease  is  present,  the  bundle 
branch  with  the  higher  degree  of  block  determines 
the  configuration  of  the  ventricular  complex.^ 
When  one  bundle  has  a rate-dependent  block  and 
the  other  a block  independent  of  rate,  then  chang- 
ing rates  will  alter  conduction  time  in  the  depen- 
dent branch  and  will,  therefore,  produce  patterns 
of  both  left  and  right  bundle  branch  block. “ As 
the  rate  falls,  conduction  time  in  the  dependent 
branch  approaches  that  in  the  other.  If  the  rate 
becomes  much  slower,  the  previously  blocked 
branch  becomes  the  conducting  one  because  of  the 
uncovered  delay  in  the  contralateral  unsuspected 
branch.  When  the  rate  is  such  as  to  produce 
similar  conduction  times  in  the  two  bundle 
branches,  the  resultant  QRS  pattern  narrows  and 
assumes  a more  normal  configuration.^ 

It  has  been  suggested  that  a standby  pacemaker 
catheter  be  available  during  the  catheterization 
study  of  patients  with  bundle  branch  block,  be- 
cause of  the  danger  of  producing  bilateral  bundle 
branch  block.  The  studies  reported  in  this  article 
support  this  suggestion.  The  implication  of  a pat- 
tern showing  left  bundle  branch  block  on  the  prog- 
nosis for  the  patient  is  hard  to  ignore.  There  is  in- 
creasing evidence  that  many  of  these  patients  have 


bilateral  bundle  branch  disease,  and  they  are, 
therefore,  prime  candidates  for  the  Adams-Stokes 
syndrome. 

Summary 

Inadvertent  trauma  caused  by  catheters  in  2 
patients  undergoing  routine  cardiac  catheteriza- 
tion caused  a change  in  the  pacemaker  site  to  a 
slower  locus  uncovering  bilateral  bundle  branch 
disease.  The  ensuing  electrocardiographic  records 
demonstrated  disease  in  both  right  and  left  bundle 
branches,  supporting  the  concept  that  bilateral 
lesions  are  frequent  and  are  probably  a major  cause 
of  complete  heart  block  and  the  Adams-Stokes 
syndrome. 

Valhalla,  New  York  10595 
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A syndrome  characterized  by  hyperglycemia, 
hyperosmolarity,  absence  of  ketoacidosis,  coma, 
and  severe  dehydration  was  first  described  by  Um- 
ber-Berlin  in  1924.  ^ Recently  its  incidence  has 
been  recognized  as  higher  than  was  initially  antici- 
pated. It  has  been  described  chiefly  in  patients 
with  mild  diabetes  of  the  adult-onset  type,^  al- 
though there  are  now  reports  of  hyperosmolar  non- 
ketotic coma  in  juvenile  diabetes,^  following  exten- 
sive burns, ‘‘  as  a complication  of  hemodialysis,^ 
in  acute  pancreatitis,®  and  after  therapy  with  cor- 
ticosteroids,^ antimetabolites,®  and  diphenyl - 
hydantoin  (Dilantin).® 

The  present  report  describes  the  development  of 
the  syndrome  shortly  after  glucosteroid  therapy 
was  instituted  in  a patient  with  polycystic  ovaries 
(Stein-Leventhal  syndrome). 

Case  report 

A twenty-four-year-old  Negro  female  was  admit- 
ted to  the  hospital  because  of  lethargy,  dizziness, 
and  weakness.  She  had  been  seen  by  her  private 
physician  four  weeks  prior  to  the  present  admission 
because  of  amenorrhea  and  hirsutism.  The  diag- 
nosis of  Stein-Leventhal  syndrome  was  made,  and 
the  patient  was  started  on  prednisone  (10  mg.  per 
day).  Fasting  blood  sugar  at  that  time  was  80 
mg.  per  100  ml.;  there  was  no  family  history  of 
diabetes. 

Two  weeks  prior  to  admission  the  patient  began 
complaining  of  increasing  thirst  and  nocturia. 

’Present  address:  Department  of  Medicine,  Veterans 

Admini.stration  Hospital,  .50  Irving  Street,  N.  W.,  Washington, 
D.C.  20422 


Weakness,  malaise,  and  somnolence  became  pro- 
gressively more  pronounced,  and  the  patient  was 
admitted  to  the  hospital  fhrough  the  emergency 
room.  On  physical  examination  she  was  severely 
dehydrated  and  somewhat  obtunded.  The  tem- 
perature was  98.6  F.,  pulse  rate  120  per  minute, 
blood  pressure  120/80  mm.  Hg,  and  respirations 
20  per  minute  and  shallow.  The  facial  and  body 
hair  was  increased.  Funduscopic  findings  were 
within  normal  limits.  There  were  some  wheezing 
rhonchi  over  both  lungs,  and  a grade  II  to  VI  soft 
systolic  murmur  was  heard  at  the  apex.  The 
neurologic  examination  was  unremarkable  except 
for  decreased  sensorium.  Pelvic  examination 
revealed  firm,  globular  enlargement  of  both  ova- 
ries. The  blood  sugar  was  1,450  mg.  per  100  ml., 
blood  urea  nitrogen  45  mg.  per  100  ml.,  sodium 
139  mEq.  per  liter,  potassium  5.8  mEq.  per  liter, 
chlorine  103  mEq.  per  liter,  hematocrit  40,  and 
white  blood  cells  13,900  per  centimeter.  The  urine 
showed  4 plus  glucosuria,  1 plus  proteinuria,  and 
occasional  epithelial  casts;  no  acetone  was  present 
in  the  urine  or  serum.  An  infusion  of  isotonic 
saline  solution  was  started,  but  the  patient  became 
totally  unresponsive,  and,  two  hours  after  admis- 
sion, the  blood  sugar  was  1,800  mg.  per  100  ml., 
blood  urea  nitrogen  60  mg.  per  100  ml.,  sodium 
163  mEq  per  liter,  potassium  2.3  mEq.  per  liter, 
and  chlorine  123  mEq.  per  liter.  Consequently, 
hypotonic  fluids  were  started  together  with  regular 
insulin,  and  the  patient  received  8 L.  of  intrave- 
nous fluids  and  100  units  of  insulin  over  the  ensuing 
six  hours.  There  was  a marked  response  to  this 
regimen  with  prompt  recovery  of  consciousness 
and  return  of  the  laboratory  values  toward  normal. 
Ten  hours  after  admission  the  blood  sugar  was 
116  mg.  per  100  ml.,  blood  urea  nitrogen  32  mg. 
per  100  ml.,  sodium  132  mg.  per  100  ml.,  and  chlo- 
rine 135  mEq.  per  liter.  The  subsequent  course  of 
the  patient  was  uneventful,  and  she  is  now  well 
controlled  on  a diabetic  diet  and  40  units  of  lente 
insulin  daily. 

Comment 

Although  more  than  100  cases  of  hyperosmolar 
nonketotic  coma  have  been  reported,  the  exact 
pathogenesis  of  the  syndrome  is  not  clear.*®  It 
usually  occurs  in  patients  with  decreased  pancre- 
atic reserve  who  cannot  respond  to  an  increased 
glucose  load  by  commensurate  increase  in  insulin 
output;  severe  hyperglycemia  ensues  as  a result.** 
The  increased  glucose  load  may  be  in  the  form  of 
the  hyperglycemia  associated  with  acute  pan- 
creatitis, the  high  carbohydrate  diet  or  glucose  in- 
fusions commonly  used  in  cases  of  extensive  burns 
or  during  hypothermia,  and  the  hyperglycemia 
occurring  as  a complication  of  peritoneal  or  hemo- 
dialysis. There  is  frequently  a history  of  increased 
carbohydrate  intake  by  patients  during  the  period 
preceding  the  acute  episode.*^  The  hyperglycemia 
leads  to  osmotic  diuresis  which,  in  conjunction 
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with  decreased  fluid  intake,  leads  to  extreme  de- 
hydration; impaired  water  conservation  by  the 
kidneys  due  to  an  increased  incidence  of  pyelone- 
phritis in  these  patients  intensifies  the  dehydra- 
tion.*® The  presence  and  severity  of  neurologic 
manifestations  are  related  to  the  degree  and  dura- 
tion of  the  hyperosmolarity.*** 

The  absence  of  ketoacidosis  which  is  the  hall- 
mark of  the  syndrome  has  been  attributed  to  the 
persistence  of  enough  insulin  to  inhibit  ketogenesis 
despite  the  fact  that  insulin  levels  are  far  below 
those  required  to  handle  the  increased  glucose 
load.  In  this  connection,  it  is  pertinent  to  note 
that  Zierler  and  Rabinowitz*'*  found  the  amount 
of  insulin  necessary  to  promote  glucose  transport 
in  the  human  forearm  to  be  ten  times  that  which 
inhibits  fat  mobilization.  It  is  conceivable,  then, 
that  insulin  output  may  be  sufficient  to  prevent 
ketogenesis  but  inadequate  to  keep  blood  sugar 
within  the  normal  range.  This  may  explain  why 
the  syndrome  appears  predominantly  in  patients 
with  diabetes  of  the  adult-onset  type  who  are  con- 
sidered to  have  normal  or  only  slightly  decreased 
insulin  levels.'® 

The  occurrence  of  hyperosmolar  nonketotic 
coma  following  therapy  is  of  interest  in  view  of  the 
known  diabetogenic  effects  of  these  hormones. 
The  hyperglycemia  following  glucosteroids  is 
thought  to  be  primarily  due  to  increased  gluconeo- 
genesis  and  only  to  a minor  extent  to  peripheral 
antagonism  to  insulin  in  conjunction  with  growth 
hormone.'®  Histologic  studies  in  animals  have 
shown  a substantial  decrease  in  pancreatic  beta- 
cell granulation  following  glucosteroid  admini- 
stration.Serum  insulin  levels  are  normal  or 
increased  accounting  for  the  absence  of  ketosis.*® 

It  has  not  been  determined  whether  hyperos- 
molar nonketotic  coma  following  the  use  of  corti- 
costeroids represents  the  unmasking  of  genetic 
diabetes  or  the  direct  pharmacologic  action  of 
steroids  in  susceptible  individuals  without  genetic 
predisposition  to  diabetes.  The  latter  is  more 
probable  whenever  large  doses  of  steroids  are  used 
for  prolonged  periods  leading,  perhaps,  to  exhaus- 
tion of  the  insulinogenic  reserve  of  the  pancreas. 


This  explanation  seems  less  likely  in  our  case  in 
view  of  the  small  dose  of  prednisone  employed  and 
the  short  period  of  administration. 
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Peer  review  is  now  being  increasingly  demanded 
by  all  levels  of  government  and  organized  medicine 
as  well  as  by  third-party  insurers.  How  much  this 
self-scrutiny  by  the  profession  will  contribute  to- 
ward bolstering  the  present  rather  tottery  medical 
care  structure  remains  highly  problematic.  Cer- 
tainly some  aspects  of  the  review  system  call  for  a 
careful  look. 

Most  of  the  accent  on  what  is  now  called  peer 
review  falls  on  such  aspects  of  care  as  utilization, 
costs,  excessive  and  unfair  charges,  patient  griev- 
ances, and  so  on.  One  important  area  which  is 
always  mentioned,  but  seldom  stressed,  is  the 
actual  quality  of  care  delivered. 

Perhaps  the  reason  why  the  latter  is  rarely  given 
top  priority  in  any  peer  review  program  is  that 
evaluation  of  quality  is  so  difficult.  Odd  as  it  may 
seem,  quality  of  medical  care  defies  definition. 
Donabedian^  says,  “The  assessment  of  quality 
must  rest  on  a conceptual  and  operationalized 
definition  of  what  the  ‘quality  of  medical  care’ 
means  ...  as  such,  the  definition  of  quality  may 
be  almost  anything  anyone  wishes  it  to  be,  al- 
though it  is,  ordinarily,  a reflection  of  values  and 
goals  current  in  the  medical  care  system  and  in 
the  larger  society  of  which  it  is  a part.” 

Regardless  of  the  obvious  confusion  of  the  situa- 
tion (if  you  cannot  define  quality  of  care,  how  can 
you  measure  it?),  one  of  the  primary  functions  of 
the  New  York  State  Bureau  of  Medical  Review, 
since  its  inception  in  1964,  has  been  the  searching 
out  and  developing  of  methods  for  assessing  the 
quality  of  care.  Its  particular  focus  has  been  care 
at  the  physician-patient  interface  in  the  hospital. 

To  this  end,  in  1968,  the  Bureau  undertook  an 
audit  of  a 394-case  sample  of  the  hospital  charts 
of  3,314  patients  reported  to  have  undergone  sur- 
gery of  the  biliary  tract  in  43  hospitals  in  Upstate 
New  York  (central  New  York  hospital  region). 
This  study  was  carried  out  under  the  joint  auspices 
of  the  State  of  New  York  Department  of  Health 
and  the  Empire  State  Medical,  Scientific  and  Ed- 
ucational Foundation,  Inc.,  the  latter  being  the 


research  arm  of  the  Medical  Society  of  the  State 
of  New  York. 

It  is  not  the  intent  of  this  communication  to 
present  the  results  of  this  audit  in  itself.  It  is 
hoped,  however,  that  it  will  demonstrate  some  of 
the  flaws  which  may  be  inherent  in  review  pro- 
grams employing  multiple  assessors  of  care  quality 
and  which  rely  on  pure  peer  judgment  for  an  evalu- 
ation of  care. 

The  audit  was  performed  by  20  board-certified 
or  board-qualified  general  surgeons  in  active  prac- 
tice. These  men  were  chosen  from  four  hospital 
service  regions  other  than  the  central  New  York 
region.  Each  reviewer  examined  from  46  to  50 
records,  including  a subsample  of  10  charts  which 
was  audited  by  all  the  judges.  Each  chart  in  the 
remainder  of  the  sample  (384  cases)  was  thus 
examined  independently  by  2 of  the  20  men. 

A special  randomly  selected  pretest  sample  of 
50  of  the  cases  was  first  done  by  each  of  two  re- 
viewers. This  sample  will  be  referred  to  later. 
The  charts  of  the  remaining  334  cases  were  as- 
signed to  the  remaining  18  judges  in  numerical 
sequence  both  as  to  cases  and  as  to  reviewers. 

A comprehensive  evaluation  form  was  prepared 
for  the  use  of  the  reviewers.  This  form  furnished 
no  criteria  or  standards.  Reviewers  were  forced  to 
rely  entirely  on  their  own  judgment  in  rendering 
the  final  evaluation  as  to  quality  of  care  furnished. 
Even  the  very  simplest  criterion  for  assessing  care 
was  omitted. 

This  criterion  has  been  most  succinctly  defined 
in  Morehead’s  covering  letter  to  her  judges  in  the 
1964  Teamster  Study  as  follows:  “We  are  asking 
you  to  judge  the  quality  of  medical  care  in  line  with 
your  clinical  judgment  and  experience.  You  will 
use  as  a yardstick  in  relation  to  the  quality  of  care 
rendered,  whether  you  would  have  treated  this 
particular  patient  in  this  particular  fashion  during 
this  specific  hospital  admission. 

The  only  influence  brought  to  bear  was  the  chan- 
neling of  reviewer  thinking  into  the  various  cate- 
gories of  case  management  by  the  questions  in- 
corporated in  the  form,  for  example,  preoperative 
preparation,  postoperative  care,  and  so  on.  In  the 
absence  of  all  preset  criteria  it  would  thus  appear 
that  a “pure  peer  judgment”  method  of  evaluation 
had  been  devised. 

The  form  was  so  designed  that  the  reviewer  was 
required  to  report  his  final  judgments  by  two  dif- 
ferent methods.  First  he  had  to  make  an  evalua- 
tion on  the  five-point  scale  as  follows:  superior,  5; 
good,  4;  indeterminate  (doubtful,  uncertain),  3; 
poor,  2;  and  totally  unacceptable,  1. 

After  this  the  reviewer  made  a final  judgment 
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using  a scale  of  only  two  categories,  “satisfactory” 
and  “unsatisfactory.” 

There  was  fair  agreement  between  the  judg- 
ments made  on  the  five-point  scale  and  those  made 
on  the  binary  “satisfactory /unsatisfactory”  scale. 

Tbe  five-point  scale  was  included  since  it  was  be- 
lieved that  the  opportunity  for  the  reviewer  to 
make  some  gradation  in  quality  might  be  more 
satisfactory  to  him  than  a black  or  white,  yes  or  no 
decision.  Obviously  one  would  rather  see  the  case 
with  exceptional  care  receive  more  credit  than  the 
one  which  is  just  getting  by,  although  each  might 
be  worthy  of  a final  “satisfactory”  judgment.  At 
the  opposite  end  of  the  scale,  it  would  also  appear 
unfair  to  rate  the  case  with  only  a modicum  of  un- 
satisfactory features  in  the  same  class  as  one  in 
which  all  phases  have  been  flagrantly  mishandled 
or  neglected. 

Opportunity  was  also  given  for  the  reviewer  to 
call  a case  “indeterminate”  (doubtful  or  uncer- 
tain) by  using  scale  point  three.  The  idea  was  that 
questionable  cases,  which  were  on  the  fence  so  to 
speak,  could  then  go  either  way  and  receive  either 
a final  “satisfactory”  or  “unsatisfactory”  judg- 
ment. 

In  addition  to  the  20-man  team  review,  the  en- 
tire sample  of  394  cases  was  audited  by  the  Bureau 
consultant  in  surgery.  The  Bureau  consultant 
plans,  directs,  and  formalizes  the  results  of  medi- 
cal review  studies  within  the  scope  of  his  specialty. 
He  is  primarily  a clinician  but  also  assists  in  the 
further  development  of  medical  review  method- 
ology. 

' In  this  instance  the  consultant  reviewed  the  en- 
tire sample  for  a number  of  reasons:  First,  it  was 

believed  that  the  consultant  should  familiarize 
himself  with  the  complete  picture  of  care  adminis- 
tered throughout  the  region.  Second,  it  was  be- 
lieved that  it  was  equally  important  that  he  be- 
come familiar  with  all  problems  the  reviewers 
might  encounter.  Third,  it  was  hoped  that  we 
might  be  able  to  develop  a less  cumbersome,  less 
time-consuming,  and  less  expensive  review 
mechanism.  By  comparing  the  consultant’s  find- 
ings with  those  of  the  review  team,  it  might  be 
possible  to  demonstrate  the  validity  of  a “one  re- 
view-one reviewer”  audit.  If  such  a mechanism 
were  feasible,  review  time  alone  would  be  at  least 
halved.  The  advantage  of  this  is  obvious  since 
it  took  thirteen  months  for  the  review  team  to 
complete  its  work  in  this  study.  The  consultant’s 
own  review  was  carried  out  rather  intermittently 
over  a period  of  six  months,  from  June  9 to  De- 
cember 5,  1967.  It  could  have  been  completed 
much  more  rapidly  had  it  been  necessary. 

As  could  be  expected,  we  discovered  that  a great 
deal  of  variation  existed  in  rating  among  the  mem- 
bers of  the  review  team.  Analysis  of  variance 
indicated  that  the  differences  between  reviewers 
was  significant  at  the  0.01  level. 

Such  variation  in  judging  or  rating  is  a well- 


authenticated  finding.  For  example,  Tate*  says, 
“It  is  well  known  that  judges  tend  to  differ  sub- 
stantially in  their  ratings  of  individuals,  with 
respect  both  to  the  rating  of  any  given  individual 
and  to  the  proportions  of  the  group  placed  in  dif- 
ferent categories.” 

While  it  is  known  that  a rater  is  not  necessarily 
self-consistent,  we  were  not  prepared  for  the  strik- 
ing changes  in  severity  of  the  consultant’s  rating 
which  occurred  during  the  course  of  the  study. 

At  the  beginning  of  tbe  consultant’s  review  only 
2 cases  in  the  first  50  (4  per  cent)  were  judged  “un- 
satisfactory.” However,  in  the  last  50  cases,  done 
roughly  six  months  later,  20  “unsatisfactory” 
judgments  (40  per  cent)  were  found.  While  one 
could  not  expect  complete  homogeneity  among 
groups  of  surgical  cases,  it  does  not  make  medi- 
cal sense  to  expect  that  the  quality  of  care  would 
vary  to  this  extent  among  contemporary  surgeons 
in  neighboring  communities  of  the  same  hospital 
region.  Also  it  seems  improbable  that  actual 
chart  differences,  which  in  only  a few  instances 
were  striking,  could  be  expected  to  account  for  a 
tenfold  increase  in  “unsatisfactory”  ratings.  It 
became  apparent  that  the  real  change  was  prob- 
ably not  in  quality  of  care  or  quality  of  records 
but  very  likely  in  the  reviewer  himself.  With  this 
in  mind,  we  cast  about  for  possible  explanations 
of  this  behavior. 

We  made  an  effort  to  determine  as  accurately 
as  we  could  at  what  points  during  the  course  of 
the  consultant’s  review  the  increase  or  increases 
in  severity  of  rating  occurred.  When  the  384  cases 
were  studied  in  chronologic  order  of  review,  we 
were  able  to  delineate  three  rather  well-differenti- 
ated levels  of  severity  in  rating.  With  further 
retrospective  cogitation  we  were  also  able  to  dis- 
cover factors  which  had  come  into  play  at  the 
points  of  change.  Figure  I represents  these  three 
phases  graphically. 

Three-phase  study 

Variance  for  the  differences  between  frequencies 
of  “satisfactory”  and  “unsatisfactory”  judgments 
for  the  three  phases  was  found  to  be  significant  at 
the  0.001  level.  A similar,  but  somewhat  less  pro- 
nounced, pattern  of  three  phases  of  severity  was 
also  observed  when  the  five-point  scale  findings 
were  studied. 

Phase  I consisted  of  the  first  112  charts  exam- 
ined. Of  these  4 (3.6  per  cent)  were  rated  “unsatis- 
factory.” After  these  112  cases  had  been  reviewed, 
the  work  had  been  discontinued  for  a period  of  sev- 
eral weeks  to  undertake  an  entirely  independent 
review  of  50  other  cases  of  biliary  tract  surgery. 
In  this  second  group  of  50  cases  another  type  of 
evaluation  form  was  used.  This  form  differed 
from  that  developed  by  the  Bureau  in  that  it  con- 
tained a number  of  built-in  criteria  for  use  as 
guidelines  by  the  reviewer.  These  criteria  included 
instructions  for  determining  the  level  of  qualit}' 
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FIGURE  1.  Three-phase  study. 


and  certain  defined  standards  of  clinical  investi- 
gation. However,  it  still  required  the  exercise  of 
a large  element  of  subjective  judgment  in  reaching 
a final  decision  of  “satisfactory”  or  “unsatisfac- 
tory.” 

Using  this  form,  with  the  different  set  of  50  clin- 
ical charts,  the  consultant  reported  16  cases  (32 
per  cent)  as  “unsatisfactory.”  The  application  of 
even  the  moderately  flexible  built-in  criteria  in- 
creased the  frequency  with  which  he  was  obliged 
to  make  more  stringent  judgments  in  this  series  of 
cases. 

During  this  same  interim  in  the  study,  that 
is,  while  engaged  in  the  separate  review  with  the 
criterion-related  form,  there  was  another  occur- 
rence which  is  considered  pertinent. 

As  previously  mentioned,  the  first  50  records 
of  the  394  in  the  review  were  also  audited  by  two 
other  surgeons  in  a special  pretest  study.  These 
men  were  surgical  confreres  of  the  Bureau  consul- 
tant with  training  and  background  comparable  to 
that  of  the  consultant.  At  this  time  their  results 
were  returned.  These  results  indicated  that  the 
Bureau  consultant  had  consistently  rated  most 
leniently  of  all  three. 

Analysis  of  variance  of  the  differences  between 
the  consultant  and  the  other  two  reviewers  was 
found  to  be  significant  (p  <0.01).  Newman- 
Keuls’  calculations  revealed  that  the  consultant 
differed  from  the  other  two  reviewers  but  that 
they  did  not  differ  from  each  other. 

It  is  the  consultant’s  opinion  that,  in  subsequent 
reviews,  he  unwittingly  began  to  apply  some  of  the 
criteria  impressed  on  him  by  the  criterion-related 
form  and  that  he  also  began  to  compensate  for 
previous  leniency  in  rating.  These  two  factors  may 
well  account  for  the  increase  in  severity  of  rating 
reported  in  the  next  phase  of  the  study. 

After  a lapse  of  several  weeks  the  original  review 
was  resumed  using  the  original  Bureau  form. 
There  still  remained  272  records  to  be  done  and, 
when  they  were  complete,  “unsatisfactory”  rat- 
ings of  68  (25  per  cent)  were  found.  The  last  half 
of  these  reviews  was  evaluated  much  more  harshly 
than  the  first:  50  “unsatisfactories”  (37  per  cent) 
for  the  final  136,  as  compared  with  18  “unsatisfac- 
tories” (13  per  cent)  for  the  first  136. 


It  was  then  recalled  that,  at  about  the  onset  of 
this  second  increase  in  severity  of  judgment,  the 
consultant  was  also  engaged  in  devising  a flow 
chart.  This  flow  chart  was  designed  to  embody 
the  sequence  of  the  various  steps  of  what  he  con- 
sidered to  be  optimum  care  for  the  handling  of 
cases  coming  to  surgery  on  the  biliary  system. 
This,  in  effect,  called  for  the  setting  of  a great 
many  rigid  criteria.  A firm  “yes”  or  “no”  decision 
as  to  what  specific  diagnostic  procedures  were  indi- 
cated and  what  items  of  care  were  necessary  was 
required  in  each  of  a great  number  of  situations. 
Although  the  flow  chart  had  been  designed  for 
future  studies  and  was  not  actually  in  use  in  the 
review  at  this  time,  it  is  not  difficult  to  conceive 
that  the  disciplines  required  here  could  be  carried 
over  and  reflected  in  the  results  of  the  review 
which  was  being  performed  concurrently.  One  of 
the  salient  features  of  this  flow  chart  was  the  estab- 
lishment of  a definite  age  limit  of  fifty,  above 
which  certain  tests,  such  as  electrocardiography, 
became  mandatory.  The  omission  of  these  tests 
in  patients  above  this  age  limit  alone  probably 
accounted  for  a large  number  of  “unsatisfactory” 
judgments. 

When  the  review  team  had  finally  completed  its 
work,  we  endeavored  to  determine  whether  the 
change  had  been  in  the  consultant  or  was  due  to 
case  differences. 

To  begin  with,  we  found  that  for  the  entire  re- 
view the  consultant  had  an  “unsatisfactory”  judg- 
ment rate  of  28  per  cent  compared  with  an  average 
of  12  per  cent  for  the  20-man  team.  Only  one 
other  judge  had  a higher  per  cent  of  “unsatisfac- 
tory” evaluations  than  the  consultant.  This  was 
33  per  cent  for  his  48  case  reviews.  The  “unsatis- 
factory” judgment  rate  for  the  individual  team 
members  ranged  from  the  previously  mentioned 
high  of  33  per  cent  down  to  a low  of  6 per  cent 
found  for  four  different  judges.  Obviously,  in  the 
over-all  review  the  consultant  had  to  be  considered 
as  much  more  harsh  in  his  rating  than  the  com- 
bined team. 

The  consultant’s  judgments  for  those  cases 
which  were  in  each  of  his  three  phases  of  severity 
were  compared  with  those  obtained  by  the  team. 
Bear  in  mind  that  there  is  no  “phase”  element 
involved  in  the  team  judgments  in  this  compari- 
son. Except  for  the  first  50  cases  in  the  pretest 
sample,  there  is  no  time  relationship  between 
cases  reviewed  by  the  consultant  and  those  done 
by  the  team,  nor  is  there  any  time  relationship 
among  the  team’s  reviews.  Its  reviews  were  done 
at  different  times  and  in  different  order  and  are  a 
very  heterogeneous  mixture  as  compared  with  the 
consultant’s  sequence  of  review. 

The  team  judgments  for  those  cases  which  were 
in  each  of  the  consultant’s  three  phases  were  14 
per  cent  “unsatisfactory”  as  compared  with  the 
consultant’s  4 per  cent  for  phase  I,  7 per  cent  with 
the  consultant’s  13  per  cent  in  phase  II,  and  15  per 
cent  with  the  consultant’s  37  per  cent  for  phase 
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FIGURE  2.  Consultant  and  team  findings  by  phase 


III.  Examination  of  the  ratings  for  each  phase 
using  the  five-point  scale  also  revealed  these  dif- 
ferences. Figure  2 is  a graphic  representation  of 
these  findings. 

Consultant  and  team  findings  by  phase 

The  aforementioned  comparison  offers  further 
support  to  the  opinion  that  the  progressive  in- 
crease in  severity  of  the  consultant’s  ratings  was 
due  to  intrapersonal  variation  within  himself 
rather  than  to  actual  case  differences. 

The  marked  difference  between  4 and  40  per 
cent  “unsatisfactories”  of  the  first  and  last  50  of 
the  consultant’s  judgments  has  been  noted.  After 
the  entire  394-case  review  had  been  completed,  he 
then  re-reviewed  the  first  50  cases.  This  was  done 
more  than  six  months  after  the  first  50  were  ex- 
amined, and  the  charts,  except  for  one  very  poorly 
handled  case,  were  no  longer  familiar  to  the  con- 
sultant. Of  course,  he  was  well  aware  that  he  had 
judged  only  2 of  these  50  cases  “unsatisfactory” 
the  first  time  around.  On  re-review  the  consul- 
tant judged  13  cases  (26  per  cent)  as  “unsatisfac- 
tory.” Judgments  of  the  2 “unsatisfactory”  cases 
mentioned  previously  remained  unchanged.  (Vari- 
ance for  the  differences  between  frequencies  of 
“satisfactory”  and  “unsatisfactory”  judgments  in 
these  2 reviews  was  0.01  < variance  < 0.001). 
Again,  the  change  noted  appears  to  have  been  in 
the  consultant  and  not  in  the  cases. 

In  addition  to  examining  the  consultant’s  per- 
formance we  also  attempted  to  discover  trends  in 
intrapersonal  variation  in  individual  members  of 
the  review  team  as  they  progressed  with  the  study. 
We  submitted  the  records  to  the  men  in  five  batch- 
es of  nine  or  ten  charts  each.  Cases  were  assigned 
to  reviewers  in  such  a manner  as  to  preclude  any 
two  ever  receiving  identical  batches.  By  checking 
back  on  when  each  batch  was  returned  to  us  we 
were  able  to  establish  some  sequence  as  to  time 
done. 

We  thus  had  five  batches  of  nine  or  ten  evalua- 
tions from  each  reviewer,  which  were  in  chronologic 
order,  although  we  had  no  information  as  to  the 
order  in  which  individual  cases  in  each  batch  were 
reviewed.  Batch  III  consisted  of  the  subsample  of 
ten  charts  reviewed  by  all  20  men  of  the  team. 


Analysis  of  variance  indicated  differences  be- 
tween batches  significant  at  0.01  level.  This  dif- 
ference was  found  primarily  because  of  batch  III, 
the  subsample.  There  was  thus  some  question  as 
to  whether  or  not  the  subsample  was  entirely  rep- 
resentative of  the  whole  sample.  (Also  variance 
of  binary  scale  “satisfactory”  and  “unsatisfactory” 
frequencies  of  subsample  and  sample  was  signifi- 
cant at  0.001.)  When  the  subsample  was  ex- 
cluded, analysis  of  variance  revealed  no  signifi- 
cant differences  between  the  judgments  made  on 
the  remaining  four  batches. 

Returning  to  intrapersonal  variation  among 
members  of  the  team,  we  found  that  some  review- 
ers became  more  lax  and  more  lenient  in  the  latter 
part  of  the  project.  Laggard  reviewers  had  to  be 
importuned  by  letters  and  phone  calls  to  finish 
their  work,  and  subsequently  some  rated  much 
more  leniently. 

One  reviewer  had  completed  33  of  his  allotted 
48  evaluations  when  he  suddenly  returned  his 
charts  with  a curt  note  saying  that  he  would  be  un- 
able to  finish  because  he  was  unable  to  find  time 
but  that  he  expected  to  be  paid  for  reviews  al- 
ready completed.  When  contacted  by  phone,  he 
expressed  a suspicion  that  the  project  was  a “Big 
Brother”  type  of  police  action  to  which  he  was  an 
unsuspecting  party.  He  also  said  that  he  could 
visualize  new  articles  being  published  emphasiz-- 
ing  “unsatisfactory”  care,  with  resultant  un- 
favorable reactions  by  the  lay  press  and  public. 
After  some  persuasion  he  agreed  to  do  the  re- 
maining 15  records.  This  he  accomplished  quite 
promptly.  It  is  interesting  to  note,  however,  that 
he  made  no  “unsatisfactory”  judgments  in  these 
last  15  evaluations,  whereas,  he  had  judged  10 
of  the  preceding  33  as  “unsatisfactory.” 

Another  reviewer  was  from  the  same  community 
and  on  the  staff  of  the  same  hospital  as  the  afore- 
mentioned man.  He  was  also  laggard  about  finish- 
ing the  review  and  had  to  be  called  several  times 
when  he  had  completed  about  half  of  the  work. 
He  expressed  the  same  opinions  as  his  confrere 
but  less  pronouncedly  so.  He  produced  3 “unsat- 
isfactories” in  his  first  20  reviews  but  in  the  last 
20  scored  no  cases  as  “unsatisfactory.” 

Three  of  our  most  cooperative  reviewers  were 
able  to  give  us  some  rather  helpful  comments  when 
queried  regarding  intrapersonal  variation. 

The  first  of  these  appeared  more  strict  early  in 
the  review,  particularly  in  his  first  batch  in  which 
he  called  3 of  9 cases  “unsatisfactory.”  The  re- 
viewer stated  that  he  was  not  aware  of  becoming 
more  lenient.  He  did  say,  however,  that  when  he 
first  began  to  review  he  was  particularly  critical 
of  postoperative  care.  As  the  review  progressed 
he  noted  that  the  patients  did  well  and  that  final 
outcomes  were  good.  As  a result  of  this  he  believed 
that  he  began  to  discount  what  he  thought  was  poor 
postoperative  care  earlier,  and  also  he  began  to 
wonder  if  perhaps  he  and  his  colleagues  were  not 
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overtreating  some  of  their  own  patients  in  this 
area  of  care.  Obviously  he  had  changed  his  self- 
imposed  criteria  during  the  course  of  the  study. 

A second  interested  reviewer  according  to  his 
“satisfactory’7“unsatisfactory”  judgments  had 
been  most  critical  at  about  the  midpoint  of  the 
study.  In  this  third  batch,  the  subsample,  and 
middle  batch  he  had  called  7 of  10  cases  “unsatis- 
factory.” The  reviewer  could  not  account  for  the 
apparent  severity  of  his  “satisfactory”/“unsatis- 
factory”  ratings  in  the  middle  of  the  study.  He  did 
state  that  at  one  point  in  the  review  he  had  been 
quite  strict  about  chart  quality  and  graded  accord- 
ingly, whereas  at  other  times  he  did  not  stress  this. 
Again  the  reviewer  appears  to  have  changed  judg- 
ment criteria. 

One  of  our  ablest  and  most  cooperative  review- 
ers, a very  much  interested  staff  surgeon  of  pro- 
fessorial rank  at  a university  hospital  and  teaching 
center,  had  some  interesting  comments.  This 
man,  according  to  his  ratings,  appeared  to  become 
more  critical  as  his  review  progressed.  He  said 
that  he  thought  that  early  in  the  course  of  his  re- 
view we  had  purposely  given  him  the  simpler 
cases  in  which  no  complications  developed  and 
that  perhaps  we  were  testing  him  by  doing  this. 
He  said  that  if  a patient  did  well  and  no  complica- 
tions developed,  the  case  might  be  marked  more 
leniently,  as  such  a case  really  had  nothing  to  judge 
and  would  not  be  subjected  to  as  close  scrutiny 
as  one  in  which  complications  did  develop.  If 
there  were  any  complications,  the  case  was  apt  to 
be  more  closely  examined.  Hence  some  of  these 
cases  may  actually  have  had  better  care  than  a 
run-of-the-mill  case  but  might  receive  a poorer 
rating.  Thus  the  fact  that  the  early  cases  were 
uncomplicated  might  account  for  their  better 
grades.  He  also  believed  that  a poor,  scant  record 
might  get  a better  mark,  since  there  was  nothing 
to  judge  compared  with  the  more  detailed  ones. 

One  or  two  other  possible  factors  influencing 
the  consultant’s  rating  performance  presented 
themselves. 

The  consultant,  for  the  most  part,  reviewed 
charts  from  each  hospital  separately,  while  the 
team’s  cases  were  assigned  in  numerical  sequence 
both  as  to  cases  and  reviewers.  While  complete 
anonymity  of  patient,  physician,  and  hospital 
was  maintained  as  far  as  the  team  was  concerned, 
surgeons  and  hospitals  were  at  times  identifiable 
to  the  consultant.  In  some  cases  identification 
had  not  yet  been  deleted  from  the  record  by  the 
time  it  reached  him,  and  in  others  the  Bureau’s 
identifying  code  numbers  were  recognizable  to 
him.  This  was  a situation  that  was  not  entirely 
proper  in  an  unprejudiced  review  and  could  pos- 
sibly have  resulted  in  some  personal  bias. 

Furthermore  when  a hospital  showed  several 
“unsatisfactory”  cases  at  the  start  of  its  review, 
the  consultant  believed  that  he  showed  a tendency 


to  downgrade  its  other  cases  simply  because  they 
were  from  the  same  institution.  Conversely,  the 
opposite  effect  might  be  produced  when  a hospital 
“looked  good”  at  the  beginning.  All  this  is,  of 
course,  a personal  opinion  of  the  consultant. 

Summary 

An  examination  of  the  performance  of  an  indi- 
vidual rater  during  the  course  of  a review  of  the 
hospital  records  of  384  operative  surgical  cases 
has  been  presented.  Intrapersonal  variations  in 
rating  for  this  reviewer  have  been  determined  and 
several  causative  factors  isolated  and  described. 
This  individual’s  performance  has  been  compared 
with  that  of  a 20-man  review  team,  each  examining 
portions  of  the  384-case  sample,  and  has  been 
found  to  differ  considerably  from  the  team  per- 
formance. 

The  members  of  the  team  were  also  found  to  dif- 
fer from  each  other,  and  some  were  found  to  dif- 
fer within  themselves.  Some  reasons  for  this 
intrapersonal  variation  within  team  members  were 
discovered  and  discussed. 

Indications  have  been  found,  that  in  the  pure 
peer  judgment  type  of  review,  raters  tend,  from 
time  to  time,  to  change  their  self-imposed  criteria 
for  judging  quality  of  care. 

A review  mechanism  which  relies  on  pure  peer 
judgment  by  multiple  assessors  is  not  a satisfac- 
tory tool  for  measuring  the  quality  of  medical  care 
within  a large  population  of  cases.  This  is  apart 
from  the  obvious  disadvantages  of  excessive  cost, 
expenditure  of  huge  amounts  of  professional  time, 
and  lack  of  sufficient  numbers  of  cooperative  re- 
viewers willing  to  participate. 

It  is,  therefore,  not  desirable  to  initiate  a wide- 
spread, state  or  national,  program  of  systematic 
review  based  on  such  a method. 

It  has  not  been  the  aim  of  this  report  to  denigrate 
peer  review  per  se  but  rather  to  indicate  some  of 
the  shortcomings  of  rating  care  by  multiple  review- 
ers. 

Continued  investigation  in  the  area  of  criterion- 
based  review  may  well  provide  the  answers  to  the 
problems  of  intra-  and  interpersonal  variation  and 
inconsistency  among  reviewers. 
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Effective  working  relationships  between  medical 
practitioners  and  psychiatrists  have  been  difficult 
to  achieve.  In  general,  both  sides  have  indicated 
dissatisfaction  with  each  other. ^ Psychiatrists 
have  indicated  their  dissatisfaction  with  medical 
practitioners  by  initiating  and  carrying  out  pro- 
grams in  psychiatry  for  medical  practitioners. 
Medical  practitioners  have  often  expressed  their 
dissatisfaction  by  overtly  or  covertly  rejecting 
psychiatrists  and  by  showing  little  or  no  interest  in 
their  programs. 

Some  of  the  reasons  for  these  unhappy  and  un- 
rewarding relationships  between  general  and 
specialized  medical  practitioners  on  the  one  hand 
and  psychiatrists  on  the  other  may  lie  in  prevailing 
assumptions  psychiatrists  have  made  regarding 
their  colleagues.  These  assumptions  seem  to  be: 
(1)  all  physicians  require  the  same  kind  of  educa- 
tion and  resources  from  psychiatrists;  (2)  all  medi- 
cal practitioners,  apart  from  psychiatrists,  are  at 
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the  same  level  of  competence  in  providing  psychi- 
atric services  to  their  patients;  (3)  classroom-type 
teaching  by  lecture  or  seminar  is  the  best  way 
to  meet  the  needs  of  this  homogeneous  group;  and 
(4)  psychiatrists  are  best  equipped  to  design  and 
deliver  psychiatric  instruction  to  nonpsychiatric 
physicians. 

The  purpose  of  this  brief  article  is  to  examine 
these  assumptions  and  to  consider  alternative 
approaches  to  establishing  more  effective  working 
relationships  between  psychiatrists  and  their 
medical  and  surgical  colleagues.  These  new  ap- 
proaches are  based  on  different  assumptions  from 
those  just  described,  assumptions  which  are  more 
logical  and  which  can  be  confirmed  empirically. 
These  are: 

1.  There  is  a variety  of  different  needs  and  interests 
among  particular  groups  of  physicians  and  surgeons 
for  psychiatric  resources,  including  but  not  limited  to 
education.  Physicians  form  heterogeneous  groups  in 
this  respect. 

2.  There  is  a great  range  of  competence  and  interest 
among  various  groups  of  physicians. 

3.  Classroom  teaching  by  lecture  or  seminar  is  not 
necessarily  the  best  way  to  meet  the  variety  of  needs 
encountered  among  physicians. 

4.  Instruction  which  is  chosen  and  delivered  by 
psychiatrists  may  not  be  appropriate  to  other  medical 
practitioners.  A large  variety  of  approaches  can  be 
determined  by  the  expressed  needs  of  each  particular 
physician  group.  A particular  group  not  only  can 
provide  information  about  the  kind  of  services  needed 
but  can  suggest  the  personnel  it  would  prefer  to  deliver 
such  services. 

Before  discussing  alternative  approaches  to 
interactions  between  psychiatrists  and  nonpsy- 
chiatric physicians,  let  us  examine  further  the 
consequences  of  former  assumptions.  Assuming  a 
homogeneity  of  “incompetence”  and  need  for 
psychiatric  education,  psychiatrists  have  long 
endeavored  to  “carry  the  white  man’s  burden”  to 
their  colleagues  through  postgraduate  education. 
Two  hundred  forty-eight  continuing  education 
courses  in  psychiatry  for  nonpsychiatric  physicians 
were  listed  in  1965.^  One  goal  of  such  education 
has  been  to  facilitate  fruitful  communication  be- 
tween psychiatrists  and  physicians,  thereby  cor- 
recting mutual  misunderstandings  and  suspicions. 
To  this  end,  joint  committees  and  conferences  on 
national,  regional,  state,  and  local  levels  have 
been  established  with  the  collaboration  of  the 
National  Institute  of  Mental  Health,  the  American 
Psychiatric  Association,  the  American  Medical 
Association,  and  the  Academy  of  General  Practice. 

Increasing  pressure  on  physicians 

These  postgraduate  programs  and  courses  in 
psychiatry  have  been  initiated  with  a greater  sense 
of  urgency  in  the  past  fifteen  years  due  to  the 
growing  demands  of  the  community  mental  health 
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movement  and  to  the  increasingly  critical  shortage 
of  psychiatrists  and  other  mental  health  personnel. 
At  the  same  time,  there  have  been  increasing  com- 
plaints, disseminated  through  the  mass  media, 
that  physicians  in  general  have  become  too 
specialized  and  technically  oriented,  ignoring  the 
emotional  aspects  of  the  patients  they  serve.  How- 
ever, whether  or  not  he  wants  to  treat  emotionally 
disturbed  patients,  the  physician  has  been  and  is 
compelled,  within  his  traditional  medical  role,  to 
take  some  kind  of  action  with  them  be  this  referral, 
treatment,  or  even  a decision  to  ignore  the  prob- 
lems presented.  In  daily  practice,  physicians  are 
involved  on  a larger  scale  with  the  management  of 
psychiatric  patients  than  either  they  or  their  pa- 
tients are  likely  to  note.  The  incidence  of  mental 
illness  in  the  general  practice  of  medicine  has  been 
reported  to  range  from  5.5  to  75  per  cent,  although 
recent  studies  in  the  United  States  have  yielded 
more  consistent  morbidity  figures  of  5 to  15  per 
cent.^'*  In  any  event,  it  has  become  clear  that  even 
without  pressure  from  outside,  physicians  must 
and  do  deal  in  some  way  with  the  problems  of  emo- 
tionally disturbed  people  in  their  everyday 
practice.  Psychiatrists  have  tried  to  exploit  this 
fact  to  involve  physicians  in  educational  programs. 

Physician-psychiatrist  conflict 

In  the  process  of  attempting  to  interest  and  train 
physicians  in  mental  health,  problems  have  often 
been  encountered.  Many  educational  programs 
have  not  been  well  attended.  Communication 
between  specialists  and  other  physicians,  each  of 
whom  has  his  own  frame  of  reference  and  technical 
language,  is  generally  difficult.^  Psychiatry  is  no 
exception.  Interpersonal  conflicts  emerge  between 
groups  who  are  being  taught  and  their  “teacher- 
helpers,”  ranging  from  covert  resistance  to  open 
hostility.  Negative,  stereotyped  attitudes  on  the 
part  of  both  physicians  and  psychiatrists  are  fre- 
quently encountered. 

Additional  misunderstandings  between  psy- 
chiatrists and  other  physicians  arise  from  a dis- 
trust of  each  other’s  relationship  to  a patient.^ 
Further  research  needs  to  be  done  on  problem 
definitions,  reciprocal  expectations,  disappoint- 
ments, and  appraisals  between  physicians  and 
their  psychiatric  colleagues  before  solutions  can  be 
elaborated.  Each  side  must  develop  greater 
respect  for  the  different  historically  determined 
role  models  and  modes  of  present  practices  of  the 
other.  For  example,  many  physicians  have  been 
influenced  by  historical  religious  models  to  adopt 
a forceful  authoritarian  role  in  their  patients’  lives. 
Many  psychiatrists,  on  the  other  hand,  have  been 
more  influenced  by  the  Freudian  psychoanalytic 
model  to  assume  a more  neutral,  detached  atti- 
tude. 

However,  the  fact  remains  that  problems  and 
conflicts  continue  to  occur  between  physicians 


and  their  psychiatric  colleagues,  indicating  the 
relative  inadequacy  of  existing  programs  and  the 
assumptions  on  which  they  are  based. 

Assumptions  underlying 
postgraduate  programs 

There  are  four  assumptions,  as  previously  re- 
ferred to,  which  we  question.  First,  most  educa- 
tional approaches  have  mistakenly  assumed  that 
physicians  form  a homogeneous  population  with 
similar  needs,  wants,  and  attitudes.  Second,  it 
has  been  erroneously  assumed,  by  and  large,  that 
whether  they  recognize  it  or  not,  all  physicians 
need  help  with  patients  who  have  emotional  prob- 
lems. Actually,  physicians  treat  their  emotionally 
disturbed  patients  with  a broad  range  of  compe- 
tence. Many  are  highly  skilled  with  them  and 
have  no  need  for  further  training.  There  are  as  yet 
no  adequate  objective  studies  that  have  evaluated 
the  effectiveness  of  the  average  nonpsychiatric 
physician  with  patients  suffering  from  psychiatric 
illness,  although  Zabarenko,  Pittenger,  and  Zab- 
arenko^®  have  made  a significant  beginning  in  this 
field.  Third,  it  has  been  assumed  that  existing 
postgraduate  educational  programs,  particularly 
those  that  have  been  well  attended  for  many  years, 
are  the  best  form  of  help  for  all  physicians.  Psy- 
chiatrists have  expected  physicians  to  respond  to 
programs  set  up  for  them  with  good  attendance 
and  enthusiastic  appreciation.  Last,  it  has  been 
assumed  that  psychiatrists,  rather  than  other 
physicians,  are  the  experts  best  equipped  to  design 
and  teach  programs  on  the  management  of 
patients  with  emotional  problems  in  medical 
practice.  Certainly,  a practicing  physician  more 
familiar  with  the  everyday  problems  encountered 
in  practice  could  be  of  greater  service  in  this  re- 
spect. 

In  the  light  of  the  relative  inadequacies  of 
earlier  educational  efforts,  let  us  consider  a new 
approach  based  on  an  empirical  determination  of 
varied  physicians’  needs  for  diverse  psychiatric 
resources.  In  this  approach,  information  would  be 
gathered  from  community  physicians  (a  question- 
naire could  be  used)  to  provide  the  base  on  which 
a heterogeneous  grouping  of  the  physician  popula- 
tion could  be  made.  Utilizing  this  empirical, 
rather  than  intuitive,  categorization,  programs 
could  be  offered  to  meet  explicit  requests.  By 
acquainting  the  participating  physicians  with  the 
expressed  needs  and  interests  drawn  from  their 
group,  participants  could  be  stimulated  to  design 
their  own  programs,  using  psychiatrists  as  re- 
source personnel.  They,  rather  than  the  psychia- 
trists, would  propose  the  solutions  to  their  own 
needs.  Within  this  self-regulating  framework, 
options  would  not  need  to  be  limited  to  formal 
lectures  or  seminars,  but  could  range  widely  to 
include  audiovisual  material,  lectures,  seminars, 
small  groups,  projects,  telephone  consultation. 
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TABLE  I.  Schema  of  nonpsychiatric  physicians  and  suggested  approaches  to  psychiatric  training 


tlroup 

Definition 

Possible  Characteristics 

Suggested  Approaches 

I 

Report  unusually  low 
incidence  of  emotional 
illness  in  clinical  practice. 

Not  interested  in  emotional 
asjjects  of  medical  practice; 
Possibly  a high  biologically 
oriented  group;  a few  might 
be  poorly  motivated  toward 
improving  medical  skills  in 
general. 

Probably  more  open  to  approach 
of  psychiatrically  trained 
physician  of  their  own  specialty 
or  tandem  team  of  physicians 
with  psychiatrists;  content  of 
teaching  should  stress  biologic 
significance  of  emotional 
aspects  in  their  practices  and 
technics  for  diagnosis  and 
referral. 

11 

Report  acceptable  incidence 
but  do  not  wish  to 
manage  the  emotional 
problems  of  their 
patients. 

May  not  be  interested  in 

treating  psychiatric  patients; 
May  feel  inadequate  in 
treating  emotional  problems, 
with  or  without  justification; 
May  have  exaggerated  notions 
as  to  time  required  for  such 
treatment. 

Support  of  psychotherapeutic 
methods  which  are  naturally 
incorporated  into  everyday 
medical  practice. 

III 

Report  acceptable 
incidence  and  wish  to 
manage  emotional 
problems  of  patients 
but  feel  unable  to  do  so. 

May  feel  inadequate  with  or 
without  justification;  might 
be  willing  to  manage  more 
psychiatric  problems  in  their 
medical  practices  if  they  felt 
more  competent  in  this 
respect. 

Variety  of  educational  and 
consultative  approaches 
designed  to  increase  skills 
with  emotional  problems 
within  medical  context; 
stress  on  psychotherapeutic 
value  of  common,  everyday 
interventions  in  medical  and 
surgical  practices. 

IV 

Report  acceptable 
incidence,  wish  to 
manage  emotional 
problems,  and  feel  able 
to  do  so  without 
further  instruction  or 
assistance. 

Feel  competent  with  or  without 
justification;  may  not  need 
further  instruction  or 
assistance;  those  who  do, 
may  or  may  not  be  interested. 

Should  be  called  on  to  contribute 
and  participate  in  programs 
wherever  they  wish  to  do  so; 
those  who  prove  less 
competent  or  who  avoid  such 
participation  may  be  reached 
with  tactful  approaches  by 
colleagues  of  their  own 
specialty. 

V 

Report  acceptable 
incidence,  want  to 
manage  emotional 
problems,  feel  they  need 
instruction  or  assistance, 
but  are  not  interested  in 
getting  such  help. 

Perhaps  concerned  with  the 
time,  place,  or  format 
associated  with  traditional 
courses. 

Courses  should  be  offered  at 
times,  places,  and  in  a variety 
suggested  by  physicians 
themselves;  office  consultation 
and  other  services  requested 
should  be  made  available. 

VI 

Report  acceptable 
incidence,  want  to 
manage  emotional 

A psychiatrically  oriented 
group  who  want  to  expand 
skills  with  emotionally 

Information  on  available 

courses,  referral  facilities,  and 
consultation  services  should 

problems,  feel  able  to  do 
so,  want  instruction  or 
assistance,  and  are 
interested  in  getting 
such  help. 

disturbed  patients;  some  of 
them  are  interested  in 
practicing  psychiatry,  part 
or  full-time. 

be  provided;  this  group  may 
be  interested  in  advanced 
psychiatric  education,  such  as 
case  supervision,  small  group 
seminars,  and  so  on. 

VII 

Report  unusually  high 
incidence  of  emotional 
illness  in  their  practice, 
want  to  manage 
emotional  problems,  and 
may  or  may  not  want  to 
improve  their  skills. 

Have  been  oversold  on 
psychiatry. 

Need  instruction  in  psychiatric 
diagnosis  and  clarification  of 
limits  in  psychiatry  and  of 
limits  of  psychiatric 
interventions  in  medical  or 
surgical  practice. 

visiting  consultation,  case  supervision,  or  even 
some  utterly  novel  procedures. 

To  demonstrate  this  approach,  we  have  tenta- 
tively divided  the  physician  population  into  a 
number  of  groups  defined  by  variations  in:  (1) 

ability  to  recognize  emotional  disorder,  (2)  interest 
in  managing  emotionally  disturbed  patients,  (3) 
feeling  of  competence  in  handling  such  patients, 
and  (4)  wish  for  help  from  psychiatric  resources  in 


treating  emotionally  disturbed  patients.  This 
may  or  may  not  prove  to  be  a useful  schema. 
However,  a consideration  of  Table  I illustrates  a 
possible  approach  to  one  kind  of  heterogeneity  and 
demonstrates  the  range  of  psychiatric  resources 
which  may  be  required.  Such  an  approach  could 
eliminate  some  of  the  distrust  with  which  non- 
psychiatric physicians  view  psychiatrists.  It 
would  allow  programs  to  be  designed  which  satisfy 
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physicians’  self-defined  needs.  Furthermore,  by 
enlisting  physicians’  initiative  and  respecting 
their  own  definition  of  the  kind  of  collaboration 
they  want,  there  is  established  a dynamic  of  cor- 
rective feedback  which  can  modify  or  eliminate 
programs  as  interests  and  needs  change. 

Importance  of  increased  collaboration 

Some  physicians  are  reluctant  to  involve  them- 
selves in  the  emotional  problems  of  their  patients, 
and  some  are  hostile  to  or  cynical  about  psychiatry 
and  psychiatry’s  relationship  to  the  rest  of  the 
medical  profession.  It  is  important  to  bridge  the 
gap  between  these  physicians  and  psychiatrists, 
and  to  help  physicians  become  more  interested  in 
handling  psychiatric  illness.  Hence,  it  is  necessary 
to  stimulate  motivation  and  to  provide  education 
to  physicians  which  differs  from  that  which  has 
been  offered  heretofore.  Such  stimulation  and 
education  should  be  given  on  the  physician’s 
terms,  in  his  language,  and  with  due  consideration 
to  his  wants  and  needs.  This  should  make  it  pos- 
sible for  mental  health  programs  to  be  set  up  which 
will  include  family  physicians  and  other  special- 
ists as  integral  members,  stimulate  their  partici- 
pation, and  provide  for  their  continuing  educa- 
tional needs. 

Physicians  might  welcome  or  learn  to  welcome 
other  mental  health  professionals  as  auxiliary  and 
paramedical  personnel  in  their  office  and  hospital 
practice.  Many  might  be  willing  to  participate 
more  actively  even  in  the  aftercare  of  patients 
discharged  from  mental  hospitals,  especially  in 
rural  areas  remote  from  hospitals  and  teaching 
centers.  “ This  may  prove  to  be  true  in  urban 
areas  as  well,  since  medication  and  the  manage- 
ment of  side-effects  and  dosages  form  an  impor- 
tant part  of  after-care  today. 

Since  patients  with  emotional  problems  are 
likely  to  turn  to  their  physicians  for  help,  physi- 
cians are  in  an  advantageous  position  to  detect 
mental  illness  early  and  to  serve  in  a preventive, 
consultative,  and  psychotherapeutic  capacity. 
Improved  interpersonal  relations  between  psychi- 
atrists and  their  medical  colleagues  will  facilitate 
the  delivery  of  services  to  patients  with  emotional 
problems  in  the  everyday  clinical  practice  of  medi- 
cine and  surgery.  By  offering  their  colleagues  the 
specific  resources,  assistance,  or  information  re- 
quested, psychiatrists  can  contribute  to  more  ef- 
fective and  comprehensive  medical  care. 


Summary 

A corrective  approach  to  the  improvement  of 
psychiatric  education  and  services  for  physicians 
has  been  described.  It  is  based  on  the  varied 
desires  and  needs  of  physicians  regarding  psychia- 
tric resources  and  training.  This  approach  would 
both  facilitate  designing  programs  in  psychiatry  for 
physicians  appropriate  to  their  heterogeneous 
needs  and  wants  and  would  prepare  physicians  for 
collaboration  in  community  mental  health  pro- 
grams. 
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For  most  of  us,  the  history  of  medicine  revolves 
around  the  great,  almost  classical  figures  associ- 
ated with  the  dawning  of  the  profession.  Their 
names  are  enshrined  in  all  of  the  standard  text- 
books, and  their  own  writings  fetch  handsome 
prices  on  the  rare-book  market.  We  move  from 
that  to  the  folk-medicine  stage  of  the  village 
doctor’s  office  set  up  in  museums  with  a pill-rolling 
board  and  a jar  labeled  “Leeches.”  And  then  we 
leap  with  great  confidence  into  the  exciting  days 
of  the  present  where  an  inquiry  about  one’s  health 
has  become  a polite  form  of  greeting  instead  of 
recognition  of  ubiquitous  pain  and  death. 

There  are  some  encouraging  indications  that  this 
truncated  approach  is  weakening,  however. 
Shryoch'"^  has  tried  to  make  a generation  of  his- 
torians conscious  of  the  social  significance  of  medi- 
cal history.  An  excellent  history  of  New  York 
City’s  public  health  has  been  written,^  and  re- 
cently autobiographies  of  Fishbein^  and  Mayo® 
have  been  published.  Saul  Benison’s  book  on 
Thomas  M.  Rivers  is  another  excellent  example 
because  of  its  use  of  a new  technic  to  which  I shall 
refer  later.’  Journals  are  publishing  more  articles 
on  medical  history,  and  some  bibliographic  works 
such  as  Genevieve  Miller’s  have  been  written. 
And  certainly  important  for  us  is  the  fact  that  a 
program  such  as  this  one  was  organized  and  con- 
sidered significant  enough  to  be  placed  before  this 
convention.  Before  we  can  congratulate  ourselves 
too  much  or  cite  many  more  examples  of  the  in- 
creasing consciousness  of  the  medical  world  of  its 
own  history,  a great  deal  more  work  must  be  done. 

Presented  at  the  164th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Session  on 
Archives,  February  8,  1970. 


Documentation  must  be  collected  and  presented  to 
the  world  of  scholarship  in  a usable  form.  Pro- 
fessors must  be  appointed,  courses  created,  schol- 
arships financed,  and  a thirst  for  the  results  devel- 
oped. My  purpose  is  to  have  a share  in  pointing 
out  some  of  the  first  steps  several  people  have 
taken;  and,  hopefully,  to  indicate  what  I think  the 
next  steps  should  be. 

Findings 

In  making  preparations  to  discuss  the  archives 
that  exist  in  the  Upstate  New  York  area,  I searched 
indices  and  catalogs,  and  I made  inquiries  by  mail, 
by  telephone,  and  by  personal  visit  trying  to 
determine  the  extent  to  which  this  kind  of  material 
exists  in  repositories  from  Hyde  Park  to  Buffalo. 
My  general  findings  were  much  as  you  might  ex- 
pect, that  very  little  source  material  exists  in  the 
area  which  scholars  can  use  to  write  of  medical 
history.  It  is  always  possible  that  by  searching 
more  intensively,  and  with  greater  imagination, 
more  things  may  be  found,  but  the  preliminary 
survey  was  not  particularly  rewarding.  There  is 
a medical  collection  at  the  Franklin  Delano  Roose- 
velt library  in  Hyde  Park.  One  or  two  collections 
exist  in  the  State  library  in  Albany,  although  no 
adequate  description  of  them  is  available  to  me. 
Certainly,  there  must  be  something  in  the  State 
records  about  the  development  and  existence  of 
State  hospitals  and  asylums.  The  State  Docu- 
ment Series  has  various  reports  which  should  be 
considered  as  primary  source  material,  but  the 
awareness  of  this  material  is  low,  and  no  effort 
has  been  made  to  bring  it  together  in  a systematic 
way. 

Syracuse  University  has  one  collection,  a part 
of  which  is  the  papers  of  Anna  Manning  Comfort, 
M.D.  St.  Joseph’s  Hospital  in  Elmira  has  started 
an  archival  program,  and  I found  more  general 
interest  in  Rochester  than  in  other  places.  The 
University  of  Rochester  library  has  papers  of  5 
physicians;  the  papers  of  George  Golder,  M.D., 
are  in  the  Rochester  public  library,  and  the  School 
of  Medicine  and  Dentistry  has  the  personal  papers 
of  George  Hoyt  Whipple,  M.D.  Unique  among  the 
efforts  that  I found  was  the  work  being  done  by  the 
Rochester  Regional  Health  and  Hospital  Council 
which  has  begun  to  organize  its  historical  material 
systematically  and  now  has  some  30  boxes  of  rec- 
ords which  could  be  used  for  historical  study. 
The  State  University  of  New  York  at  Buffalo  has 
records  of  its  early  medical  school  and  of  Roswell 
Park,  M.D.,  and  William  Mann,  M.D.  The  medi- 
cal library  has  two  collections  plus  papers  of  the 
Geneva  Medical  College.  The  local  historical 
society  has  records  of  the  Erie  County  Medical 
Society. 

Although  I did  not  make  a systematic  survey  of 
records  existing  outside  the  State  relating  to  New 
York,  a check  of  the  National  Union  Catalog  of 
Manuscripts  reveals  that  there  is  material  in 
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Michigan,  Wisconsin,  Pennsylvania,  South  Caro- 
lina, Ohio,  Connecticut,  New  Hampshire,  and 
Washington,  which  relates  to  the  medical  history 
of  New  York. 

Collection  at  Cornell 

In  presenting  this  very  brief  survey  of  existing 
material,  I have  saved  Ithaca  and  the  work  being 
done  by  the  Collection  of  Regional  History  and 
University  Archives  at  Cornell  University  until 
last.  The  collection  at  Cornell  was  established  in 
1942  by  a grant  from  the  Rockefeller  Foundation  to 
collect  materials  which  would  be  useful  for  under- 
standing the  regional  characteristics  of  Upstate 
New  York.  From  the  beginning,  the  papers  of 
medical  men  and  organizations  were  sought  to  be 
part  of  the  holdings.  At  this  time,  we  have  43 
colhections  which  relate  in  whole  or  in  part  to  the 
study  and  practice  of  medicine  in  New  York  and 
adjacent  areas.  They  range  from  the  journals  of 
physicians  kept  in  the  early  part  of  the  nineteenth 
century,  to  notes  on  lectures  taken  in  medical 
schools,  to  formula  books  for  home  remedies,  to 
records  of  hospitals  and  medical  societies.  They 
even  include  a first-hand  description  of  a grave 
robbery  performed  to  secure  a cadaver  for  a physi- 
cian in  1844.  While  these  records  are  by  no  means 
exhaustive  on  the  subject  of  New  York  medical 
history,  they  are  the  most  extensive  outside  of 
New  York  City. 

We  also  have  in  the  University  archives  section 
of  the  collection  approximately  a half  dozen  col- 
lections which  relate  to  the  work  of  Cornell  profes- 
sors or  organizations  in  the  medical  field.  In  the 
last  two  or  three  years,  we  have  entered  into  agree- 
ments with  both  the  Medical  Society  of  the  State 
of  New  York  and  the  Women’s  Medical  Society  of 
New  York  State  for  the  preservation  and  servicing 
of  their  historic  records.  We  are  currently  dis- 
cussing with  the  American  Medical  Women’s  As- 
sociation a project  for  the  preservation  of  their 
materials  across  the  country,  and  we  have  a signed 
agreement  and  the  first  installment  of  papers. 
Parenthetically,  I am  sure  that  most  of  you  are 
aware  of  the  fact  that  the  AMA  maintains  an 
archives  in  its  headquarters  in  Chicago.  We  have 
also  secured  the  papers  of  individual  physicians 
and  are  currently  working  with  others. 

From  our  point  of  view  then  we  have  established 
an  area  of  collecting  interest  coordinated  with  the 
library  collections  of  the  University  and,  hopefully, 
with  a group  of  interested  alumni  of  the  New  York 
Medical  School  as  the  basis  for  further  work  in 
this  area. 

Further  resources 

1 he  question  before  us  at  Ithaca  now  as  we  work 
with  the  Committee  on  Archives  of  the  Medical 
Society  of  the  State  of  New  York  and  one  that  I 
would  also  put  before  other  members  is,  “What 
more  should  be  done?’’  Certainly,  we  must  urge 


the  importance  of  awareness  of  historical  records 
in  hospitals  and  local  medical  societies.  We  will 
hear  shortly  of  the  work  that  New  York  physicians 
have  done  in  their  own  hospitals.  I would  like  to 
point  out  also  that  the  University  Hospital  of 
Cleveland  have  taken  notice  of  this  problem  by 
appointing  an  archivist  to  their  staff.  Materials 
which  are  not  preserved  on  this  level  of  medical 
activity  can  never  be  made  available  to  scholars 
working  on  the  history  of  medicine. 

Then  I would  suggest  that  the  Medical  Society 
of  the  State  of  New  York,  through  its  Committee 
on  Archives  and  its  affiliated  regional  groups,  con- 
duct a thorough  search  for  existing  material  in  the 
history  of  New  York  medicine  in  local  libraries, 
historical  societies,  medical  societies,  and  private 
collections.  We  would  not  be  concerned  at  that 
stage  with  the  niceties  of  what  is  preserved  or  how 
it  is  organized  or  whether  or  not  it  is  available  to 
scholars.  We  first  need  to  know  that  something  is 
there. 

With  that  information,  we  would  move  toward  a 
systematic  program  of  preservation,  evaluation, 
and  description.  It  is  important  to  know  whether 
the  collections  contain  laboratory  notes  or  case 
studies  of  a practicing  physician,  the  minutes  and 
committee  activities  of  a professional  society,  or 
only  the  license  or  diploma  or  seal  of  an  organiza- 
tion. Obviously,  I would  place  more  value  on  the 
existence  of  the  records  which  document  the 
advancement  of  the  science  of  medicine  and  the 
art  of  its  practice  than  I would  on  the  existence 
of  individual  licenses  or  diplomas. 

It  is  also  important  to  know  of  the  political  and 
professional  activities  of  physicians  and  local 
medical  societies  and  the  importance  attached  to 
these  by  the  communities  in  which  they  live.  A 
good  example  of  this  is  the  continuing  study  and 
review  of  the  abortion  question  of  this  State.  I 
would  hazard  the  prediction  that  one  day  the 
historians  of  the  future  will  regard  this  as  a sig- 
nificant issue  for  determining  the  nature  of  the 
civilization  of  the  twentieth  century.  There  will 
be  no  difficulty  for  historians  in  finding  out  how 
politicians  reacted.  There  will  be  no  difficulty  in 
determining  the  extent  of  public  interest  in  this 
question;  but  as  things  stand  now,  it  would  be 
virtually  impossible  to  find  out  what  the  profession 
most  involved  in  the  situation  was  thinking,  either 
corporately  or  individually.  Another  area  which 
I think  will  be  of  great  interest  to  future  historians 
will  be  the  impact  of  medical  science  on  the  state 
hospitals  and  the  reordering  of  these  facilities  to 
new  purposes,  as  the  diseases  for  which  they  were 
created  no  longer  exist. 

Oral  history 

Along  with  the  education  of  medical  men  and 
institutions  to  thinking  about  their  historic  impact 
and  the  preservation  of  this  material  goes  another 
very  significant  development  of  the  twentieth 
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century.  I referred  to  it  briefly  at  the  beginning  of 
this  report  when  I mentioned  Saul  Benison’s  book 
on  Tom  Rivers.  This  is  the  development  of  an 
“instant  history”  technic  that  has  come  to  be 
known  as  oral  history.  It  becomes  increasingly  dif- 
ficult for  twentieth  century  man  to  have  the  time 
or  the  inclination  to  reflect  and  organize  his 
thoughts  on  paper.  The  keeping  of  diaries  was  a 
Victorian  pursuit,  and  the  art  of  letter  writing 
has  been  superseded  by  the  almost  instant  skills 
of  telephoning  and  rapid  publication.  The  tape 
recorder,  on  the  other  hand,  is  a product  of  modern 
technology  and  is  much  more  congenial  to  our  way 
of  life  and  style  of  thought.  The  use  of  this  instru- 
ment and  the  technics  of  preserving  the  informa- 
tion that  can  be  obtained  by  it  have  exploded  in  the 
past  ten  years. 

Hardly  five  years  ago  a group  of  fewer  than  100 
people,  including  several  physicians,  organized 
the  Oral  History  Association.  Today,  there  are 
almost  500  members,  and  their  publications  carry 
news  of  more  to  come.  One  of  the  responsibilities, 
for  instance,  of  the  archivist  of  the  University 
Hospital  of  Cleveland,  mentioned  earlier,  is  to 
create  an  oral  history  collection.  Recently,  the 
American  Society  for  Microbiology  News  carried 
an  article  on  the  oral  history  project  created  and 
now  underway  by  that  organization.®  The  article 
describes  the  archives  of  the  Society,  including  its 
oral  history  program,  and  it  appears  to  be  an  ex- 
cellent model  for  others  to  follow.  One  of  the 
officers  of  the  Oral  History  Association  is  Peter 
Olch,  M.D.,  of  the  National  Library  of  Medicine. 
He  was  one  of  the  people  I talked  with  in  preparing 
for  this  report,  and  he  told  me  that  he  knew  of  no 
work  being  done  at  this  time  on  the  medical  history 
of  New  York  using  tape  recorders.  I hope  that  the 
Medical  Society  will  consider  this  technic  and 
formulate  plans  for  the  creation  of  an  oral  history 
program  to  be  a part  of  its  archives  at  Cornell. 

Availability 

Perhaps  the  most  important  point  of  a list  of 
suggestions  for  consideration  by  the  Society  would 
be  the  plans  that  need  to  be  made  for  the  encour- 
agement of  the  use  of  this  kind  of  material.  It  is 
my  belief  that  such  collections  should  exist  in  con- 
junction with  existing  communities  of  research 


scholars.  While  I encourage  and  value  the  histori- 
cal consciousness  of  the  local  society  in  trying  to 
preserve  its  records,  I think  it  is  most  important 
that  they  not  be  preserved  in  a scholarly  vacuum. 
Ways  must  be  found  to  gather  these  materials  into 
research  centers  where  they  can  come  to  the  at- 
tention of  the  scholarly  community.  A guide  to  the 
existing  materials  should  be  created  and  distrib- 
uted to  reference  centers  where  it  can  be  used  to 
point  out  the  availability  of  material  to  inquiring 
scholars. 

Existing  journals  should  be  urged  to  carry  his- 
torical articles  as  they  may  be  written  in  various 
fields.  Hopefully,  more  attention  will  be  given  in 
medical  schools  to  the  teaching  of  the  subject  of 
contemporary  medical  history  and  in  university 
history  departments  to  the  teaching  of  contempo- 
rary history  or  science.  These  things  may  develop 
slowly,  but  an  interested  and  supportive  profes- 
sional body  can  do  a great  deal  to  stimulate  and 
coordinate  these  developments. 

Although  I have  ventured  to  the  edge  of  proph- 
ecy in  some  of  my  remarks  today,  I wish  to  pro- 
tect myself,  in  conclusion,  by  saying  that  the 
knowledge  of  the  past  helps  to  make  three  safe 
assumptions  about  the  future  of  medical  science 
and  its  history.  New  York  State  will  be  in  the 
midst  of  it.  It  should  be  very  exciting.  And,  if 
we  know  more  about  our  past,  we  will  be  better 
prepared  for  the  future.  I would  urge  this  Society 
to  make  the  necessary  preparations  now  by  moving 
to  preserve  the  records  of  its  history. 
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Necrology 


Samuel  Perkins  Bailey,  M.D.,  of  Brooklyn,  died  on 
April  22  at  the  age  of  seventy-four.  Dr.  Bailey  graduated 
in  1919  from  Vanderbilt  University  School  of  Medicine. 
He  had  been  an  attending  physician  at  Brooklyn -Cum- 
berland Medical  Center.  Dr.  Bailey  was  a Diplomate 
of  the  American  Board  of  Internal  Medicine,  a Fellow  of 
the  American  College  of  Physicians,  and  a member  of 
the  New  York  Academy  of  Medicine,  the  Medical  Soci- 
ety of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Frederic  Mark  Breitbarth,  M.D.,  of  Tarrytown,  died 
on  April  9 at  the  age  of  seventy-seven.  Dr.  Breitbarth 
received  his  medical  degree  from  the  University  of  Bres- 
lau in  1921.  He  had  been  an  attending  physician  at 
Phelps  Memorial  Hospital  Association.  Dr.  Breitbarth 
was  a member  of  the  American  Geriatrics  Society,  the 
Westchester  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Samuel  A.  Buchenholz,  M.D.,  of  New  York  City,  died 
on  January  5 at  the  age  of  ninety-seven.  Dr.  Buchen- 
holz graduated  in  1895  from  Columbia  University  Col- 
lege of  Physicians  and  Surgeons.  He  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Erwin  Feigenheimer,  M.D.,  of  Kew  Gardens  and  Brook- 
lyn, died  on  April  19  at  the  age  of  sixty-six.  Dr.  Feigen- 
heimer received  his  medical  degree  from  the  University 
of  Wurzburg  in  1928.  He  was  an  assistant  attending 
physician  at  Evangelical  Deaconess  Hospital  (Brook- 
lyn) and  an  attending  physician  in  general  practice  at 
Kew  Gardens  General  Hospital.  Dr.  Feigenheimer  was  a 
member  of  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Horace  Tillman  Gardner,  M.D.,  of  New  York  City, 
died  on  December  15,  1970,  at  the  age  of  fifty-seven. 
Dr.  Gardner  graduated  in  1941  from  Yale  University 
School  of  Medicine.  He  was  an  assistant  attending 
physician  at  The  New  York  Hospital.  Dr.  Gardner  was 
a Diplomate  of  the  American  Board  of  Internal  Medi- 
cine and  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Joseph  Grund,  M.D.,  of  Liberty,  died  on  April  10. 
Dr.  Grund  received  his  medical  degree  from  the  Univer- 
sity of  hYeiburg  in  1935.  He  was  a Fellow  of  the  Ameri- 
can College  of  Chest  Physicians. 

Connie  Myers  Guion,  M.D.,  of  New  York  City,  died  on 
April  29  at  the  age  of  eighty-eight.  Dr.  Guion  gradu- 


ated in  1917  from  Cornell  University  Medical  College. 
She  was  a consulting  physician  at  The  New  York  Hos- 
pital and  the  New  York  Infirmary.  She  was  also  an 
emeritus  professor  of  clinical  medicine  at  Cornell  Uni- 
versity Medical  College  (and  a former  president  of  its 
alumni  association)  and  in  1949  was  the  recipient  of  the 
Elizabeth  Blackwell  citation  of  the  New  York  Infirmary. 
Dr.  Guion  was  a Diplomate  of  the  American  Board  of 
Internal  Medicine  and  a member  of  the  American  Medi- 
cal Women’s  Association,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

M.  Esther  Harding,  M.D.,  of  New  York  City,  died  on 
May  4 at  the  age  of  eighty -two.  Dr.  Harding  graduated 
in  1914  from  the  University  of  London  Faculty  of  Medi- 
cine. She  was  a member  of  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Lillian  Hedvig  Hellstrom,  M.D.,  of  Charlottesville, 
Virginia,  formerly  of  New  York  City,  died  on  February  5 
at  the  age  of  sixty-eight.  Dr.  Hellstrom  graduated  in 
1930  from  Cornell  University  Medical  College.  She 
had  been  a consulting  physician  on  the  chest  service  at 
Bellevue  Hospital.  Dr.  Hellstrom  was  a Fellow  of  the 
American  College  of  Chest  Physicians  and  a member  of 
the  American  Thoracic  Society. 

Elliot  Hochstein,  M.D.,  of  New  York  City,  died  on  May 
2 at  the  age  of  sixty-two.  Dr.  Hochstein  graduated  in 
1932  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  an  attending  physician  at  The  New 
York  Hospital  and  an  associate  attending  physician  at 
Bellevue  Hospital.  A clinical  professor  of  medicine  at 
Cornell  University  Medical  College,  Dr.  Hochstein  was  a 
Diplomate  of  the  American  Board  of  Internal  Medicine, 
a Fellow  of  the  American  College  of  Physicians,  and  a 
member  of  the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associ- 
ation. 

Rudolph  Franz  HoB’mann,  M.D.,  died  on  April  20  at 
the  age  of  seventy-seven.  Dr.  Hoffmann  received  his 
medical  degree  from  the  University  of  Munich  in  1920. 
He  was  a consulting  obstetrician  and  gynecologist  at 
Misericordia  Hospital  and  Union  Hospital  of  The  Bronx 
and  an  honorary  obstetrician  and  gynecologist  at 
Westchester  Square  Hospital.  Dr.  Hoffmann  was  a 
Diplomate  of  the  American  Board  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  College  of  Obste- 
tricians and  Gynecologists,  and  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 
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Harold  Joseph  Isaacs,  M.D.,  of  New  York  City,  died  on 
February  25  at  the  age  of  seventy-six.  Dr.  Isaacs  gradu- 
ated in  1917  from  Columbia  University  College  of  Physi- 
cians and  Surgeons.  He  was  an  emeritus  associate  oto- 
laryngologist at  Montefiore  Hospital  and  Medical  Cen- 
ter. Dr.  Isaacs  was  a Diplomate  of  the  American  Board 
of  Otolaryngology  and  a member  of  the  American 
Academy  of  Compensation  Medicine,  Inc.,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associ- 
ation. 

Nicholas  Victor  luppa,  M.D.,  of  Rochester,  died  on 
March  16  at  the  age  of  fifty-eight.  Dr.  luppa  graduated 
in  1938  from  the  University  of  Illinois  College  of  Medi- 
cine. He  was  an  attending  physician  at  St.  Mary’s 
Hospital.  Dr.  luppa  was  a member  of  the  Monroe 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associ- 
ation. 

Stephen  Perham  Jewett,  M.D.,  of  West  Falls,  died  on 
April  26  at  the  age  of  eighty-seven.  Dr.  Jewett  gradu- 
ated in  1910  from  New  York  Homeopathic  Medical  Col- 
lege and  Flower  Hospital.  He  was  a consulting  psychi- 
atrist at  Metropolitan,  St.  Clare’s,  and  Kings  Park  State 
Hospitals.  Dr.  Jewett,  the  founder  and  first  director  of 
the  Department  of  Psychiatry  (1941)  at  New  York  Medi- 
cal College,  was  a member  of  the  Academy  of  Psycho- 
analysis. 

Hellmuth  John  Kalenscher,  M.D.,  of  Ridgewood,  died 
on  April  27  at  the  age  of  seventy-one.  Dr.  Kalenscher 
received  his  medical  degree  from  the  University  of  Ber- 
lin in  1925.  He  was  an  assistant  attending  physician 
in  general  practice  at  Evangelical  Deaconess  Hospital. 
Dr.  Kalenscher  was  a member  of  the  Medical  Society  of 
the  County  of  Queens,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Stephen  Kornhauser,  M.D.,  of  New  York  City,  died  on 
March  22  at  the  age  of  seventy-two.  Dr.  Kornhauser 
received  his  medical  degree  from  the  University  of 
Vienna  in  1927.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associ- 
ation. 

Abraham  Malich,  M.D.,  of  New  York  City,  died  on 
April  27  at  the  age  of  seventy-one.  Dr.  Malich  gradu- 
ated in  1926  from  Columbia  University  College  of  Physi- 
cians and  Surgeons.  He  was  a consulting  physician  in 
internal  medicine  at  New  York  Polyclinic  Hospital.  Dr. 
Malich  was  a Diplomate  of  the  American  Board  of  Inter- 
nal Medicine  and  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Isidore  Margaretten,  M.D.,  of  New  York  City,  died 
on  April  21  at  the  age  of  eighty.  Dr.  Margaretten  gradu- 
ated in  1915  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  and  a member  of  the 
Association  for  Research  in  Nervous  and  Mental  Disease, 
the  New  York  Neurological  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 


George  Franklin  Marquis,  M.D.,  of  Buffalo,  died  on 
April  14  at  the  age  of  sixty-eight.  Dr.  Marquis  gradu- 
ated in  1927  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  an  associate  attending  physician 
in  general  practice  at  Millard  Fillmore  Hospital.  Dr. 
Marquis  was  a member  of  the  American  Academy  of 
General  Practice,  the  Industrial  Medical  Association, 
the  Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Dorothy  Livingston  Matez,  M.D.,  of  The  Bronx,  died 
on  March  13  at  the  age  of  seventy-two.  Dr.  Matez 
graduated  in  1924  from  Boston  University  School  of 
Medicine.  She  was  a member  of  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Creed  Flannery  McFall,  Jr.,  M.D.,  of  Pittsburgh, 
Pennsylvania,  formerly  of  New  York  City,  died  on 
November  21,  1970,  at  the  age  of  forty-six.  Dr.  McFall 
graduated  in  1948  from  George  Washington  University 
School  of  Medicine.  He  had  been  an  assistant  attending 
physician  at  Beekman-Downtown  Hospital.  Dr.  Mc- 
Fall was  a Diplomate  of  the  American  Board  of  Inter- 
nal Medicine  and  a member  of  the  American  Academy  of 
Compensation  Medicine,  Inc.,  the  American  Geriatrics 
Society,  the  Pan-American  Medical  Association,  the 
Industrial  Medical  Association,  and  the  New  York 
Society  of  Internal  Medici  ne. 

Edwin  Meshel,  M.D.,  of  New  York  City,  died  on 
November  5,  1970,  at  the  age  of  forty.  Dr.  Meshel  re- 
ceived his  medical  degree  from  the  University  of  Geneva 
in  1960.  He  was  an  associate  research  psychiatrist  at 
Manhattan  State  Hospital  and  an  assistant  attending 
psychiatrist  at  Flower  and  Fifth  Avenue  Hospitals.  Dr. 
Meshel  was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Leon  Moses,  M.D.,  of  New  York  City,  died  on  January 
20  at  the  age  of  fifty-three.  Dr.  Moses  graduated  in 
1943  from  New  York  University  School  of  Medicine.  He 
was  an  assistant  attending  psychiatrist  at  The  Presby- 
terian Hospital.  Dr.  Moses  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology  (Psychi- 
atry) and  a member  of  the  American  Psychiatric  As- 
sociation, the  American  Psychoanalytic  Association,  the 
Academy  of  Psychoanalysis,  the  Association  for  Re- 
search in  Nervous  and  Mental  Disease,  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Valentine  Anthony  Nowicki,  M.D.,  of  Yonkers,  died 
on  April  10  at  the  age  of  sixty-eight.  Dr.  Nowicki  gradu- 
ated in  1928  from  Cornell  University  Medical  College. 
He  was  a consulting  allergist  at  St.  John’s  Riverside 
Hospital.  Dr.  Nowicki  was  a Fellow  of  the  American 
College  of  Allergists  and  a member  of  the  New  York 
Academy  of  Medicine,  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

David  Henry  Orgel,  M.D.,  of  New  York  City,  died  on 
May  2 at  the  age  of  ninety-four.  Dr.  Orgel  graduated 
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in  1900  from  Columbia  University  College  of  Physicians 
and  Surgeons.  Retired,  he  was  a member  of  the  New 
York  Academy  of  Medicine,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Alfred  Edward  Passera,  M.D,,  of  Woodside,  died  on 
May  1 at  the  age  of  sixty-five.  Dr.  Passera  graduated  in 
1929  from  New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  a consulting  physician  at 
Queens  Hospital  Center  and  an  attending  physician 
and  director  of  medicine  at  St.  John’s  Queens  Hospital. 
Dr.  Passera  was  a Diplornate  of  the  American  Board  of 
Internal  Medicine,  a Fellow  of  the  American  College  of 
Physicians,  a Fellow  of  the  American  College  of  Chest 
Physicians,  a Fellow  of  the  American  College  of  Cardiol- 
ogy, and  a member  of  the  New  York  Academy  of  Medi- 
cine, the  New  York  Cardiological  Society,  the  Clinical 
Society,  New  York  Diabetes  Association,  the  Pan-Ameri- 
can Medical  Association,  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Richard  Poliak,  M.D.,  of  Forest  Hills,  died  on  April  5 
at  the  age  of  seventy-three.  Dr.  Poliak  received  his 
medical  degree  from  the  University  of  Graz  in  1922.  He 
was  an  attending  otolaryngologist  at  Goldwater  Memori- 
al Hospital.  Dr.  Poliak  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associ- 
ation. 

Ivan  George  Robev,  M.D.,  of  New  York  City,  died  on 
February  9.  Dr.  Robev  received  his  medical  degree  from 
the  University  of  Lausanne  in  1912.  He  was  a member 
of  the  New  York  Pathological  Society. 

Viva  Schatia,  M.D.,  of  Harrison,  died  on  March  31 
at  the  age  of  sixty.  Dr.  Schatia  graduated  in  1935  from 
Yale  University  School  of  Medicine.  He  was  a member 
of  the  Westchester  Academy  of  Medicine,  the  Westches- 
ter County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associ- 
ation. 

Carl  H.  Smith,  M.D.,  of  New  York  City,  died  on  April 
23  at  the  age  of  seventy-five.  Dr.  Smith  graduated  in 
1922  from  Cornell  University  Medical  College.  He  was  a 
consulting  pediatrician  in  hematology  at  Lenox  Hill 
Hospital  and  a consulting  pediatrician  at  The  New  York, 
Roosevelt,  Misericordia  Hospitals,  New  York  Infirmary, 
Beekman-Downtown  and  St.  Joseph’s  (Far  Rockaway) 
Hospitals,  Sea  View  Hospital  and  Home,  and  Staten 
Island  Hospital.  Dr.  Smith  was  a Diplornate  of  the 
American  Board  of  Pediatrics  and  a member  of  the 
American  Pediatric  Society,  the  American  Academy  of 


Pediatrics,  The  Society  for  Pediatric  Research,  the 
New  York  Academy  of  Medicine,  the  New  York  Pedi- 
atric Society,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Max  Spiegel,  M.D.,  of  Corona,  California,  formerly  of 
Albany,  died  on  April  11  at  the  age  of  seventy-five.  Dr. 
Spiegel  received  his  medical  degree  from  the  University 
of  Cologne  in  1922.  He  was  a member  of  the  Albany 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Leonard  Marshall  Vincent,  M.D.,  of  Watertown,  died 
on  April  21  at  the  age  of  eighty.  Dr.  Vincent  graduated 
in  1917  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  an  honorary  member  of  the  medi- 
cal staff  at  Mercy  Hospital  and  an  honorary  obstetrician 
at  the  House  of  the  Good  Samaritan.  Dr.  Vincent  was  a 
member  of  the  Jefferson  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Braxater  Walling,  M.D.,  of  Levittown,  died 
on  April  21  at  the  age  of  forty-seven.  Dr.  Walling  gradu- 
ated in  1947  from  Long  Island  College  of  Medicine. 

Bernard  Alec  Watson,  M.D.,  of  Clifton  Springs,  died 
on  April  12  at  the  age  of  sixty-five.  Dr.  Watson  gradu- 
ated in  1929  from  the  University  of  Michigan  School  of 
Medicine.  He  was  formerly  superintendent  and  medical 
director  of  Clifton  Springs  Hospital.  Dr.  Watson  was  a 
Diplornate  of  the  American  Board  of  Internal  Medicine, 
a Fellow  of  the  American  College  of  Physicians,  and 
a member  of  the  Endocrine  Society,  the  Ontario  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Waring  Willis,  M.D.,  of  Bronxville,  died  on  April  25 
at  the  age  of  sixty-nine.  Dr.  Willis  graduated  in  1928 
from  Queens  University  Faculty  of  Medicine,  Ontario, 
Canada.  He  was  a consulting  obstetrician  and  gynecol- 
ogist at  Lawrence,  Mount  Vernon,  Hospitals,  Phelps 
Memorial  Hospital  Association  (North  Tarrytown), 
director  emeritus  of  obstetrics  and  gynecology  at  Grass- 
lands Hospital,  and  a consulting  gynecologist  at  United 
Hospital  (Port  Chester).  Dr.  Willis  was  a Diplornate  of 
the  American  Board  of  Obstetrics  and  Gynecology,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a mem- 
ber of  the  New  York  Academy  of  Medicine,  the  West- 
chester County  Medical  Society  (and  a former  presi- 
dent), the  Medical  Society  of  the  State  of  New  York 
(president  in  1965,  member  of  the  Board  of  Trustees  at 
the  time  of  his  death,  and  a delegate  to  the  American 
Medical  Association),  and  a member  of  the  American 
Medical  Association. 


Proposed  statement  regarding  reprinted  State  Medical  Fee  Schedule 

Copies  of  the  recently  reprinted  State  Medical  Fee  Schedule,  applicable  to  physicians,  are  now  available.  This  is 
the  second  printing  of  the  Schedule  since  it  was  promulgated  and  issued  in  July,  1966.  This  second  printing  incorpo- 
rates all  changes  that  have  been  made  in  this  Schedule  since  its  original  issuance.  Therefore,  the  Schedule  is  not  a 
revision  in  terms  of  level  of  fees  or  nomenclature. 

Copies  of  the  State  Medical  Fee  Schedule,  which  is  applicable  to  all  State  programs,  have  been  made  available  to 
local  commissioners  of  social  services  or  may  be  obtained  directly  from  the  State  Department  of  Health,  Division  of 
Health  Economics,  84  Holland  Avenue,  Albany,  New  York  12208. 
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For  Insomnia... 

NoludarSOO 

(methyprylon) 

one  capsule 
for  the  rest 
of  the  night 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

INDICATION:  Relief  of  insomnia  of  varied  etiology. 
CONTRAINDICATIONS:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

WARNINGS:  Caution  patients  about  combined  ef- 
fects with  alcohol  and  other  CNS  depressants. 
Caution  against  haiardous  occupations  requir- 
ing complete  mental  alertness,  such  as  op- 
erating machinery  or  driving  a motor  vehicle 
shortly  after  ingesting  the  drug. 

P/iysiul  >nd  Psychological  Dependence:  Physical 
and ‘psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 
withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should  be 
under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits  In 
pregnancy,  during  lactation,  or  in  women  of  child- 
bearing age  against  possible  hazards  to  mother  and 
lild. 

PRECAUTIONS:  If  sleeplessness  is  pain-related,  an  anal- 
gesic should  also  be  prescribed.  Perform  periodic  blood  counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
intake  should  not  exceed  400  mg,  as  greater  amounts  do  not 
. significantly  increase  hypnotic  benefits. 

■ aMrSE  REACTIONS:  At  recommended  dosages,  there  have 

■ been  rare  occurrences  of  morning  drowsiness,  dizziness, 
w mild  to  moderate  gastric  upset  (including  diarrhea,  esopha- 
gitis, nausea  and  vomiting,  headache,  paradoxical  excita- 
tion and  skin  rash.  There  have  been  a very  few  isolated 
reports  of  neutropenia  and  thrombocytopenia;  however,  the 
evidence  does  not  establish  that  these  reactions  are  re- 
lated to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 

y V ROCHE  LABORATORIES 

< ROCHE > Division  of  Hoffmann-La  Roche  Inc. 
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Index  to  Advertised  Products 


Analgesic  sedatives 

Fiorinal  (Sandoz  Pharmaceuticals) 4th  cover 

Antidiarrheal  antispasmotics 

Donnagel  (A  H.  Robins  Company) 1491 


Antipyretic  analgesics 

Empirin  Compound  with  Codiene  (Burroughs 


Wellcome  & Company) 1473 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 1486,  1487 

Diagnostic  aids 

Dextrostix  (Ames  Company) 1501 

Diagnostic  laboratory  services 

KCRL  (Roche  Laboratories) 1488,  1489 

Intestinal  antispasmodics 

Kinesed  (Stuart  Pharmaceuticals,  Div.  Atlas 

Chemical  Industries) 1470,  1471 

Multivitamins  and  minerals 

Theragran  (E.  R.  Squibb  & Sons) 1475 


Non-addicting  analgesics 

Talwin  (Winthrop  Laboratories) 1480,  1481,  1482 


Sedative  non-barbiturates 

Noludar  (Roche  Laboratories) 1559 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company).  . . . 1494,  1495 
Surface  analgesics 

Gerofoam  (Geriatric  Pharmaceutical  Corp.) 1493 

Thyroid  function  computers 

Thyrimeter  (Ames  Company) 1 477,  1 47 8 

Topical  antiinflammatory  antipruitics 

Cordran  Tape  (Eli  Lilly  & Company) 1496 


Tranquilizers 

Libritabs  (Roche  Laboratories) 2nd  cover- 1469 

Thorazine  (Smith  Kline  & French  Laboratories).  . . . 1502 

Tranquilizer  antidepressants 
Sinequan  (Pfizer  Laboratories; 


1485 


PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL  GROCP,  SL'BURB 
New  York  City  Initial  contract  leading  to  partnership  Starting  salary  to 
$25,000  with  the  possibility  of  additional  income  Include  complete  cumc 
ulum  vitae  in  reply  Box  108,  c/o  NYS.IM 


PSYCHIATRISTS:  PHYSICIANS  INTERFISTED  IN  PSYCHIATRY  AND 

general  practitioners  - 1600  bed,  predominantly  psychiatric  hospital  affiliated 
with  I'niversity  of  Rochester  Medical  School;  starting  salary  approximately 
$24,(K)0  with  liberal  fringe  benefits;  workweek  generally  40  hours;  located  in 
beautiful  resort  area;  equal  opportunity  employer  Contact  Chief  of  Staff, 
Veterans  ,Administration  Hospital,  Canandaigua,  N Y.  14424;  (215)  294  2000 


PEDIATRICIAN,  GENERAL  PRACTITIONERS:  OUTSTANDING  ECO- 

nomic  opportunity  in  lovely  western  New  York  community  with  modern  1(X) 
bed  hospital.  Unexcelled  family  living  located  near  exceptional  recreation 
areas,  near  two  medical  universities.  Write  or  call  John  Hamilton,  Medina 
Memorial  Hospital,  Medina,  N Y'.  14103 


PATHOLOGIST,  BOARD  CERTIFIED  AP  CP  TO  JOIN  PATHOLOGY 
group  in  New  York  City.  Hospital  and  private  laboratory  practice.  Contact: 
M.  Daniels,  M.D.,  2151  Ocean  Ave.,  Brooklyn,  N.Y.  11229. 


PHYSICIANS  WANTED— CONT  D 


WANTED:  ADMITTING  PHYSICIAN,  LARGE  MANHATTAN  TEACHING 
hospital,  all  acute  services,  interesting  and  challenging  appointment.  Mon- 
day through  Friday,  30  days  annual  leave,  15  days  sick  leave,  good  salary,  other 
fringe  benefits.  Call  Chief  of  Staff,  MU  6-7500,  ext.  446,  V.  A.  Hospital,  First 
Ave.  at  East  24th  St.,  New  York,  N.Y.  10010. 


PRACTICES  WANTED 


YOUNG  ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  LICENSED  IN  NEW 
York,  teaching  experience,  seeks  practice  in  Queens  or  Long  Island.  Excellent 
references.  Box  128,  c/o  NYSJM. 


EQUIPMENT 


I FOR  SALE:  RE'HRED  DERMATOLOGIST’S  EQUIPMENT  PLUS  OF 

I fice  furniture,  rugs,  oil  paintings,  etc.,  at  a sacrifice.  Write  for  appointment 
I Box  126,  c/o  NYS.JM, 


INTERNS  AND  RESIDENTS  WANTED:  APPROVED  GENERAL  SURGI- 
cal  residency  training  program,  type  1.  First  year  position  available  immedi- 
ately. Salary  $9,500  plus  $1,500  living  out  allowance.  Liberal  fringe  benefits; 
ECFMG  required.  Phone  collect;  Department  of  Surgery,  Catholic  Medical 
Center,  88  25  15.2rd  St.,  Jamaica,  Queens,  N.Y.  11432.  (212)  291-3300,  ext. 
456. 


DERM.ATOLOGIST  HAS  NEW  YORK  CITY  DELUXE  15  ROOM.  COM- 
pletely  equipped  office  on  Fifth  Avenue  overlooking  Central  Park.  Wishes 
part  time  assistant  who  can  have  office  for  his  private  practice.  Possible  part- 
nership later.  Also  would  consider  renting  part  of  space.  Box  133,  c/o 
NYSJM. 


! TO  SELL:  RECORD-0- PHONE,  1970.  TO  SELL  FOR  HALF  THE  PRICE. 
A.  Kaminsky,  M.D.,  433  West  34th  St.,  New  York,  N.Y.  10001. 


PRACTICES  AVAILABLE 


NOW  AVAILABLE,  AN  ESTABLISHED  INDUSTRIAL  PRACTICE  IN 
Long  Island  City  area,  also  equipped  with  X-ray  machine,  microtherm  ina- 
chines,  etc.  Box  132,  c/o  NYSJM. 


EMERGENCY  ROOM  PHYSICIANS:  JOIN  WELL  ORGANIZED  GROUP 
staffing  3 hospitals,  not  hospital  employees.  Substantial  salary,  paid  Society 
dues  and  malpractice  premiums.  4 wk.  vacation,  paid  disability  insurance, 
other  benefits;  send  curriculum  vitae  to:  James  F.  Stehli,  Physician  Service 
Associates,  Dept.  N.Y.J.M.,  134  Main  St.,  Binghamton,  N.  Y.  13905. 


URGENTLY  NEEDED:  GENERAL  PRACTITIONER,  LONG  LAKE,  N.  Y., 
central  Adirondacks,  resort  area.  Excellent  central  school.  Ambulance 
service.  Office  available  at  present.  Attractive,  guaranteed  annual  salary  as 
Town  Health  Officer,  plus  income  from  private  practice.  Near  modern 
hospital.  Write:  Medical  Procurement  Committee,  Box  83,  Long  Lake, 

N.  Y.  12847. 


WANT  THE  GOOD  LIFE  PLUS  EXCELLENT  FINANCIAL  REWARDS?' 
Unpolluted  rural  community  needs  general  practitioner.  Has  well  staffed  six 
year  old  hospital,  good  medical  clinic  building,  good  grade  and  high  school. 
All  only  minutes  apart.  Less  than  an  hour  away  from  summer  and  winter  rec- 
reation in  every  direction.  A good  place  to  live  and  a rewarding  place  to  prac- 
tice medicine.  Call  or  write  Mrs.  C.  Peterson,  Hospital  Administrator, 
Memorial  Community  Hospital,  Bertha,  Minnesota  54637.  Tel.:  (218) 
924-2700. 


PHYSICIANS  WANTED  TO  REPLACE  FOUR  SUCCESSFUL  PHYSI- 
cians,  three  lost  through  retirement  and  one  by  death.  Presently  two  small 
hospitals,  combined  52-bed  capacity.  92-bed  community  hospital  10  minutes 
away,  swin  to  more  than  double  present  capacity.  Friendly  community  of 
6,.50(),  with  excellent  school  system,  18-hole  championship  golf  course,  skiing, 
halfway  between  Rochester  and  Syracuse,  and  20  minutes  from  Lake  Ontario 
or  Finger  Lakes  area.  Contact  Mayor  George  Yackel,  Village  Office,  Lyons, 
N.Y.  14489.  Phone  (315)  946-4.531. 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  SUC-  .' 
cessful — 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036. 
LO  5-2943. 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  that  you  get  both  in  the 
classified  ad  section  of  the  New  York  State 
Journal  of  Medicine. 


i: 

M 

t 

I 

rl 


1 560  New  York  State  Journal  of  Medicine  June  15,  1971 


j 


TRAINED  MEDICAL  ASSISTANTS 


to  save  youf  valuable  time,  assume  responsibility  for  ap- 
pointments, patient^  records,  assists  you  with  lab.  X-Ray. 
E.K.G.,  B.M.R.  etc.  The  Mandi  School  tor  Medical  & Dental 
Assistants  has  been  training  in  these  fields  lor  47  years. 
Our  graduates  have  sound  professional  skills.  Free  Place- 
ment Service. 


Mandi  School 


S54  W.  54  St.,  N.y.  10019 
(Sit)  Cl  7-3434 
175  Fulton  Avt.,  Htnioiltad,  L I.  (516)  IV  1-2774 


EST  1 9S4— Lie«ni«d  by  Iht  Suit  ol  Ntw  Yoik 


OSITIONS  WANTED 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


MODKRN  MKDICAI.  OFKICK  BUILDING,  CENTRAL  SUFFOLK  COUNTY, 
Lent;  Island,  mile  from  Long  Island  Fjcpressway,  in  bmming  community. 
Suitable  for  pediatrician,  GP,  or  internist.  Box  130,  c/o  NYS.IM. 


PUERTO  RICO  BF:ACH  HOUSE-COSTA  AZUL  AT  LUtJUILLO.  3 BED 
rooms,  yard,  terraces.  Fully  equipped  kitchen,  linens,  washing  machine. 
Comfortable,  private,  convenient  to  other  resort  areas.  For  rent  weekly. 
Edward  Pinney,  M.D.,  21  East  66th  St.,  New  York  City.  (212)  879-8870. 


PROFESSIONAL  OFFICE  FOR  RENT.  FURNISHED  OR  UNFURNISHED, 
moat  modern  furniture  and  equipment.  Excellent  for  gynecologist,  surgeon  or 
MFLSTHESIOLOGLST.  BOARD  CERTIHED,  LICENSED  IN  NF:W  YORK  psychiatrist.  Call  (516)  775-1800, 

State,  seeks  practice  association  opportunity.  Box  1 12,  c/o  NYS.IM 


EASTHAMPTON  MEWS;  IDEAL  FOR  THE  PROFESSIONAL,  COUNTRY 

home  without  the  bother.  Unique  townhouse  apartments,  2 & 3 bedrooms,  2 
EAL  ESTATE  FOR  SALE  OR  RENT  baths.  Beautifully  designed  and  furnished.  Completely  equipped,  incl,  w/b 

fireplace,  ultra  appliances,  air  conditioned,  swim  pool;  all  services  available; 
- near  beaches.  Yearly  rental  from  $330  per  month,  some  seasonal.  Box  1094, 

Easthampton,  N.Y.  11937,  or  (516)  .324-5520. 


a.E  OR  LEASE.  ROCKVILLE  CENTRE.  LI..  CUSTOM  BUILT, 
modern  home  and  office  on  prominent  acre  corner  All  conveniences, 
central  A C.  large  private  garden,  office  parking,  suitable  multiple  office 
conversion  (516)  RO 6-041 1 


\RDEN  CITY  DOCTOR  S 12  YEAR  OLD,  GRACIOUS.  CORNER  HOME 
and  office,  fully  air  conditioned.  3 bedrix'ms.  large  living  room,  dining  room, 
panelled  den.  Separate  entrance.  5 rixim  panelled  office  (1,000  ft  I.  nurses 
Nation,  excellent  location,  suitable  any  practice  or  home  Ophthalmologist 
retiring  Box  1(X),  c/o  NYS.IM 


ESTABLISHED  PROFESSIONAL  MEDICAL  BUILDING  IN  PLEASANT- 
ville,  N.Y.  Prestige  building  located  in  lovely  suburban  area,  ample  parking 
and  in  area  of  heavy  traffice.  Present  occupants  include  1 optometrist,  2 in- 
ternists, and  dentist.  Area  needs  pediatrician  and  podiatrist,  plus  others. 
Call  (914)769-6330. 


SUBTENANT  WANTED  TO  SHARE  SPACE  IN  EIGHT  ROOM  MEDICAL 
office.  Fully  equipped  and  luxuriously  appointed.  Two  consultation  rooms. 
Centrally  located  in  Queens.  Call  (212)  HO  4-6262. 


'.  THOMAS,  VIRGIN  ISLANDS;  FOR  RENT;  TWO  BEDROOM,  TWO 
}aths.  decorator  furnished  apartment  right  on  virgin  white,  private  beach. 
?entral  air  conditioning,  maid  service.  All  aquatic  sports.  Beautiful  garden 
spot  of  tranquil  serenity.  Ideal  for  the  bone-weary  doctor.  For  brochure  and 
ates;  Gilbert  C.  Norton,  M.D.,  101  -Jefferson  Ave.,  Endicott,  N.Y.  13760. 


lAUTlFUL  NORTH  SHORE,  LONG  ISLAND,  PORT  .JEFFERSON 
vledical  Park  office  space  available  for  physicians  and  dentists.  Colonial 
milding.  ample  parking,  situated  between  two  major  hospitals.  Inquire  (516) 
173-1250. 


pFESSIONAL  OFFICES,  MIDTOWN  NEW  YORK  CITY  MODERN, 
lir  conditioned,  three  offices,  consultation  rooms,  eight  examining  rooms,  two 
itility  rooms,  large  waiting  area.  Available  July  1,  1971.  Box  117,  c/o 
v'YSJM. 


MPSTEAD,  L.I.  COMBINATION  MEDICAL  OFFICE  HOME  READY 
5r  immediate  occupancy.  Office  consists  panelled  waiting  rooms,  consulta- 
ion  room.  X-ray  room  and  equipment,  air  conditioned,  "^2  bathrm.  Home 
ix  rooms,  sunporch-den,  IL  bathrms.  garage.  Ideal  for  G.P.,  obstetrician, 
lospital  directly  opposite.  Phone  (516  ) 489-8778. 


1ST  HEMPSTEAD,  L.I.  PRESTIGIOUS  CENTER  HALL  CUSTOM 
inch.  Central  air  conditioning.  30'  living  room,  18'  dining  room,  22'  break- 
ist  room  walnut  panelled,  den  oak  panelled,  three  bedrooms,  2'^  bathrooms, 
nusual  terrace;  beautifully  landscaped;  2-car  garage;  near  parkways;  excel- 
nt  schools,  houses  of  worship,  many  hospitals  nearby.  Sacrifice.  Box  127. 
'oNYSJM. 


EAST  HAMPTON;  FOUR  BEDROOM,  YEAR  ROUND  HOUSE  IN 
Springs-Fireplace  area.  Short  walk  from  Gardiner’s  Bay  beach.  Terrace, 
outdoor  living  room,  all-electric  kitchen,  washer  and  dryer.  For  rent  monthly. 
Edward  Pinney,  M.D.  (212)  879-8870. 


FOR  SALE;  INTERNIST’S  OFFICE,  ATLANTIC  CITY,  N.J.  WELL 
equipped  office  of  recently  deceased  internist  with  large  practice,  both  direct 
and  referral.  Experienced  staff  will  stay.  Most  favorable  terms.  Address 
communications  to;  Att’y.  Lawrence  Perskie,  1421  Atlantic  Ave.,  Atlantic 
City,  N.J.  (609)823-5181. 


MEDICAL  SPECIALIST  NEEDED  FOR  NEW  PROFESSIONAL  BUILD- 
ing.  Finger  Lake  area,  Skaneateles,  N.Y.  30  minutes  from  Upstate  Medical 
Center  in  Syracuse;  7 miles  from  two  hospitals  in  Auburn.  Year  round  recrea- 
tional area.  Excellent  opportunity.  Reply  to;  R.  Gramsey,  O.D.,  (315) 
685-7685  or  R.  G.  Newton,  D.D.S.,  (315)  685-3388  evenings. 


SOUTH  QUEENS;  PHYSICIAN  LEAVING  TO  SPECIALIZE.  SELL  COR- 
ner  private  house  used  exclusively  as  office.  Fully  equipped  6 rooms  including 
X-ray  room.  Good  buy.  Box  131,  c/o  NYSJM. 


EXTREMELY  DESIRABLE  GROUND  FLOOR  LOCA'HON  AVAILABLE 
for  M.D.  in  East  Northport.  Main  street  with  impressive  colonial  front. 
(516)  AN  1-1068. 


MURRAY  HILL,  EAST  36TH  ST.  AT  PARK  AVENUE.  LARGE  AIR  CON- 
ditioned  consultation  room,  available  full  time  September,  part  time  immedi- 
ately. Share  waiting  room  with  two  psychoanalysts.  Call  OR  9-7658. 
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With  the  steady 
improvement  in  the 
therapy  of  cancer,  and 
consequent  increase  in 
the  number  of  5-year 
survivals,  our  programs 
reflect  increasing 
concern  with  the  future 
of  the  cancer  patient— 
with  the  Qua//fy  of  his 
survival. 

High  priority  is 
being  given  to  the 
rehabilitation  of  cancer 
patients— those  having 
had  mastectomies, 
colostomies,  laryngec- 
tomies, amputations, 
and  other  drastic 
treatments  for  cancer. 


Our  “Reach  to 
Recovery’’  program  is 
a dramatic  example. 
This  program  helps  the 
physician  meet  many 
special  needs  of  the 
postmastectomy 
patient  on  the  road  to 
total  recovery.  Patients 
receive  psychological 
reassurance  and 
practical  help  from 
women  who  have  had 
the  same  surgery. 

The  laryngectomee 
also  receives  the  benefit 
of  our  rehabilitation 
program.  Supported 


by  the  Society,  the 
International  Associa- 
tion of  Laryngectomees, 
through  its  local  lAL 
clubs,  provides  such 
services  as  individual 
and  group  speech 
therapy,  psychological 
counseling,  visitsto  new 
patients,  safety  training, 
public  education  and 
social  activities. 

Our  rehabilitation 
programs  not  only  give 
heart  and  help  to 
patients  but  provide  the 
physician  with  vital  aids 
necessary  to  improve 
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NEW  YORK  CITY  AREA 

July  11  1971  I July  16,  1971 

^Columbia  University  School  of  Public  Health  and 
Administrative  Medicine 

21  Audubon  Avenue 

EXECUTIVE  DEVELOPMENT:  HEALTH 
PLANNING  AS  A COMMUNITY  FUNCTION 

FEE:  $135 

* In  cooperation  with  the  National  Health  Council.  Inquiries;  Pro- 
gram of  Continuation  Education,  at  the  above  address. 


July  12,  1971  / July  16,  1971 

9:00  a.m.-6:00  p.m.,  Monday-Friday 

The  Page  and  William  Black  Post-Graduate  School 
of  Medicine 

Mount  Sinai  Hospital 
1 00th  Street  and  Fifth  Avenue 

Post-Graduate  Course  in 

OTORHINOLARYNGOLOGY  "LARYNGEAL 
SURGERY  AND  RADICAL  NECK  DISSECTION 

Mount  Sinai  School  of  Medicine 

JOSEPH  L.  GOLDMAN,  M.D.,  HARRY  KOLSON,  M.D.,  LEON  M. 
ARNOLD,  M.D.,  STANLEY  M.  BLAUGRUND,  M.D.,  HENRY  ROSIN, 
M.D.  and  Guest  Lecturers 

FEE:  $350 


NEW  YORK  CITY  FUTURE  EVENTS 


September  7,  1971  / September  17,  1971 

9:00  a.m.-6:00  p.m.,  Tuesday  through  following  Friday,  including 
Saturday 

The  Page  and  William  Black  Post-Graduate  School 
of  Medicine 

The  Mount  Sinai  Medical  Center 
Post-Graduate  Course  in 

OTORHINOLARYNGOLOGY  "TEMPORAL 
BONE  SURGERY” 

HARRY  ROSENWASSER,  M.D.,  SIMON  C.  PARISIER,  M.D., 
DONALD  J.  NALEBUFF,  M.D.,  KENNETH  H.  BROOKLER,  M.D. 

FEE:  $500 

THURSDAY,  SEPTEMBER  9 

4 : 00-6 : 00  p.m. 

Kingsbrook  Jewish  Medical  Center 

Rutland  Road  and  East  49th  Street 
Brooklyn 

WORKSHOPS  IN  ONCOLOGY  FOR  THE 
PRACTICING  PHYSICIAN 

Review  of  the  Chemotherapeutic  Agents  (alkylating  agents,  anti- 
metabolites, alkaloids  and  antibiotics) 


September  13,  1971  / September  17,  1971 
The  New  York  Academy  of  Sciences 

Waldorf-Astoria  Hotel 
50th  Street  and  Park  Avenue 

COAL  WORKERS'  PNEUMOCONIOSIS 

Chairmen: 

MARCUS  M.  KEY,  M.D. 

Environmental  Health  Service 
Rockville,  Maryland 
DOUGLAS  H.  K.  LEE,  M.D. 

National  Institute  of  Environmental  Health  Sciences 
Research  Triangle  Park,  N.C. 

IRVING  J.  SELIKOFF,  M.D. 

Mount  Sinai  School  of  Medicine 
New  York  City 

For  further  information  contact:  Rear  Admiral  L.  R.  Neville,  USN 

(Ret.),  Associate  Executive  Director,  The  New  York  Academy  of 
Sciences,  2 East  63rd  Street,  New  York,  N.Y.  10021.  Tel.  (212) 
838-0230. 


September  24,  1971  and  September  25,  1971 

8:00  a.m..  Registration 

The  Obstetrical  and  Gynecological  Society  and 
The  Department  of  Obstetrics  and  Gynecology  of 
New  York  Medical  College 

1 249  Fifth  Avenue 

A SYMPOSIUM  ON  GYNECOLOGIC 
ENDOCRINOLOGY  AND  INFERTILITY 

Friday  Morning  Session 

1.  Governing  Mechanisms 

RAYMOND  VANDE  WIELE,  M.D. 

Columbia  University  P & S 

2.  Pitfalls  of  Laboratory  Evaluation 

PAUL  MACDONALD,  M.D. 

University  of  Texas  Southwestern  Medical  School 

3.  Cyto-Histologic  End  Points  of  Steroid  Action 

ALEXANDER  SEDLIS,  M.D. 

4.  Anovulatory  Female — A Diagnostic  Challenge 

ANTONIO  SCOMMEGNA,  M.D. 

Michael  Reese  Hospital 

5.  Discussion 

The  Above  Speakers 

riday  Afternoon  Session:  Ovulatory  Failure 

1.  Endorgan  Failure 

NATHAN  KASE,  M.D. 

Yale  University  Medical  School 

2.  Central  and  Associated  Endocrinopathies 

A.  LOUIS  SOUTHREN,  M.D. 

3.  Ovulation  Induction  with  Clomiphene 

PAUL  MACDONALD,  M.D. 

4.  Ovulation  Induction  with  Gonadotrophins — 
Use  and  Abuse 

RALPH  JEWELEWICZ,  M.D. 

5.  Luteal  Phase  Defects — Diagnosis  and 
Management 

J.  VICTOR  REYNIAK,  M.D. 

6.  Quiz  the  Experts 

The  Above  Speakers 
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Saturday  Morning  Session:  Diagnostic  and  Therapeutic  Aspects  of 

Infertility 

1.  Immunologic  Barriers  to  Fertility 

SIDNEY  SHULMAN,  M.D. 

2.  Can  Male  Infertility  be  Effectively  Treated? 

RICHARD  AMELAR,  M.D. 

UWRENCE  DUBIN,  M.D. 

N.Y.U.  Medical  Center 

3.  Pelvic  Endoscopy 

THOMAS  DILLON,  M.D. 

Roosevelt  Hospital 

4.  Panel:  Endometriosis — Current  Concepts  in 
Management 

Moderator:  MARTIN  L STONE,  M.D. 

Panalish:  PAUL  MACDONALD,  M.D. 

ANTONIO  SCOMMENGA,  M.D.,  Michael  Reese  Hospital 
NATHAN  ICASE  and  THOMAS  DILLON,  M.D.’s 

Saturday  Afternoon  Session;  Gynecologic  Endocrine  Therapy 

1.  Progestins  in  Gynecologic  Therapy: 

Which,  When,  Why 

PAUL  MACDONALD,  M.D. 

2.  Treatment  of  Hirsutism 

NATHAN  KASE,  M.D. 

3.  The  Promise  of  Prostaglandins 

LEON  SPEROFF,  M.D. 

Yale  University  Medical  School 

4.  Is  There  an  Endocrine  Factor  in  Recurrent 
Pregnancy  Wastage? 

ANTONIO  SCOMMENGA,  M.D. 

5.  Gynecologic  Malignancy — Endocrinopathic 
Aspects 

SANFORD  SALL,  M.D. 

6.  Panel:  Menapausal  Syndrome — 

A Therapeutic  Dilemma 

Moderator:  J.  VICTOR  REYNIAK,  M.D. 

Panelists;  M.  L.  Stone,  P.  MocDONALD,  A.  SCOMMENGA, 

N.  KASE,  T.  DILLON,  M.D.’s 

NO  FEE  CREDIT:  C-1 

Please  contact:  J.  VICTOR  REYNIAK,  M.D.,  Dir.,  Section  of  Gyneco- 
logic Endocrinology  and  Sterility,  New  York  Medical  College, 
Flower  and  Fifth  Avenue  Hospitals,  1249  Fifth  Avenue,  New  York, 
N.Y.  10029. 


BUFFALO  AREA 


July  I 1971  I July  22,  1971 

7:30-9:30  p.m.,  Thursdays 

State  University  of  New  York  at  Buffalo 

Sisters  of  Charity  Hospital 
Palmer  Hall 

CARDIAC  CLINICS  AND  PHYSICAL 
EXAMINATION  OF  THE  CARDIAC  PATIENT 

July  1 

Auscultation — Diastolic  A-V  Valve  Murmurs 
The  Mitral  Stenosis  Murmur 

Timing,  Shape,  Pitch,  Loudness  and 
Transmission 

The  Mitral  and  Tricuspid  Diastolic  Flow  Murmur 
The  Tricuspid  Stenosis  Murmur 
Case  Presentations 


July  8 

Auscultation — Diastolic  A-V  Valve  Murmurs 
Aortic  Regurgitation  Murmur  and 
Austin  Flint  Murmur 
Pulmonary  Regurgitation  Murmur 

With  High  Pressure  in  Pulmonary  Artery 
(Graham  Steell) 

With  Normal  Pressure  in  Pulmonary  Artery 
Case  Presentations 

July  15 

Auscultation 

Pericardial  Friction  Rubs  and  Knocks 
Case  Presentations 

July  22 

Auscultation 

Test  Tapes  and  Exercises 
Case  Presentations 

FEE:  $10  CREDIT:  C-1 

Write:  Continuing  Medical  Education,  Main  Street  Division — School 
or  Medicine,  State  University  of  New  York  at  Buffalo,  221  1 Main 
Street,  Buffolo,  N.Y.  14214.  Tel.  (716)  831-5526. 


TELEPHONE  LECTURE  NETWORK 


The  State  University  of  New  York  at  Buffalo  Schaol  of  Medicine  pre- 
sents various  programs  via  the  facilities  of  the  Telephone  Lecture  Net- 
wark  of  the  Regional  Medical  Program  for  Western  New  York.  The 
Network  covers  the  counties  of  Erie,  Niogaro,  Genesee,  Wyoming, 
Chautauqua,  Cattaraugus,  and  Allegany  in  New  York  State  and  Erie 
County  and  McKean  County  in  the  Commonwealth  of  Pennsylvania. 
There  are  55  Haspital-outlets. 

Programs  are  presented  in  five  series: 

1.  A weekly  series  of  general  interest  considered  useful  to  all 
physicians  presented  at  1 1 : 30  a.m.  on  Tuesdays. 

2.  The  monthly  Pediatrics  Conference  from  Children's  Hospital  spon- 
sored by  the  Department  of  Pediatrics  and  presented  on  the  second 
Fridoy  of  each  month  under  the  direction  of  Thomas  Aceto,  Jr.,  M.D. 

3.  The  monthly  series  on  trauma  sponsored  by  the  Division  of  Ortho- 
pedic Surgery,  Department  of  Surgery,  and  presented  on  the  fourth 
Thursday  of  each  month  under  the  direction  of  Eugene  R.  Mindell,  M.D. 

4.  A new  monthly  series  on  Cancer  sponsored  by  the  Roswell  Pork 
Memorial  Institute  and  presented  on  the  third  Wednesday  of  each 
month  under  the  direction  of  Gerald  P.  Murphy,  M.D. 

5.  A new  series  sponsored  by  the  Department  of  Psychiatry  and 
the  Buffalo  States  Hospital  to  be  presented  under  the  direction  of  Dr. 
Yoosuf  A.  Haveliwala  on  the  fourth  Wednesday  at  1 1 : 00  a.m. 

For  further  information,  please  contact  Continuing  Medical  Education, 
2211  Main  Street,  Buffalo,  N.Y.  14214.  Tel.  (71  6)  83 1 -5526. 


PHYSICIANS’  PLACEMENT 


NEWARK,  N.Y.,  Woyne  County.  G.P.  and  Specialists  in  Psychiatry, 
Pediatrics,  Infernal  Medicine. 

CONTACT:  FRANK  R.  HENNE,  M.D.,  Dir.,  Newark  State  School,  529 

Church  Street,  Newark,  N.Y.  14513. 


NEWARK  VALLEY,  N.Y.,  Tioga  County.  G.P. 

CONTACT:  MRS.  HAROLD  BARTZ,  Secty.,  The  Doctor  Committee,  R.D. 
#1,  Box  22,  Newark  Valley,  N.Y.  1 381 1. 


NEW  HAVEN,  N.Y.,  Oswego  County.  G.P. 

CONTACT:  MR.  VERNON  c.  RANK,  Box  84,  New  Haven.  N.Y.  13100. 
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NEW  YORK  CITY,  N.Y.  Internationally  famous  medical  center  seeks 
physician  for  Health  Service  Department.  Excellent  opportunity  for 
development.  Five  sessions  per  week  a.m.-p.m.  or  full  time  position 
for  starting  M.D. 

CONTACT:  MISS  SLOANE.  Tel.  (212)  Tr  9-3000,  ext.  2112. 


NEW  YORK  CITY,  N.Y.  Internist  or  Generalist  on  half-time  basis. 

CONTACT:  ARTHUR  A.  FISCHL,  M.D.,  227  West  40th  Street,  N.Y.,  N.Y. 
10018.  Tel.  (212)  564-6572. 


NEW  YORK  CITY,  N.Y.  Internist  with  training  in  carbohydrate  metabo- 
lism wanted  for  permanent  position. 

CONTACT:  ROBERT  C.  ATKINS,  M.D.,  400  East  56th  Street,  New  York, 
N.Y.  10021.  Tel.  (212)  PL  8-21  1 1. 


NEW  YORK  CITY,  N.Y.  Port  time  Surgeons  wanted  for  Surgical  Clinic. 
New  York  license  required  Board  Certified  or  Board  Qualified. 

CONTACT:  JOHANNA  C.  FISHER,  M.D.,  Gouverneur  Ambulatory  Care 
Clinic,  Beth  Israel  Hospital,  9 Gouverneur  Slip,  N.Y.,  N.Y.  10002. 
Tel.  (212)  227-3000 — ext.  754  or  755  Thurs.  p.m.  or  Fri.  a.m. 


NEW  YORK  CITY,  N.Y.  Part  time  Cardiologist. 

CONTACT:  Physicions'  Placement  Bureau.  Tel.  (212)  YU  6-5757. 


NOTICE  TO  HOSPITALS  AND 
MEDICAL  SCHOOLS 


The  Medical  Society  of  the  State  of  New  York  invites  you  to  send  notices 
of  continuing  medical  education  including  "Teaching  Days,”  important 
lectureships,  courses,  and  similar  programs  to:  The  Editor,  What  Goes 
On,  Medical  Society  of  the  State  of  New  York,  750  Third  Avenue,  New 
York,  N.Y.  10017.  Telephone  YUKON  6-5757.  Be  sure  to  include 
the  following  information: 

Day  and  Date  of  Meeting 

Time  of  meeting,  including  length  of  time 

Name  of  Organization  giving  meeting 

Place  of  Meeting 

Topic 

Speaker 

Affiliation 

Fee 

Credit 

The  deadline  dates  are  as  follows: 

Meeting  Dates 

July  1-31 

August  1-31 

September  1—15.. 

September  16—30 
October  1-15.... 

October  1 6-31 . . . 

November  1-15. . 

November  16-30. 

December  1-15.  . 

December  1 6-31  . 

Please  send  copy  to  the  Editor,  "What  Goes  On”,  Medical  Society  of 
the  State  of  New  York,  750  Third  Avenue,  New  York,  N.  Y.  10017. 


Deadline  Dates 
.May  10 
June  10 
.June  25 
.July  25 
.August  1 0 
.August  25 
.September  10 
.September  25 
.October  1 0 
.October  25 


NEVERSINK  ond  DENNING,  N.Y.,  Sullivan  County,  want  a physician  in 
area. 

CONTACT:  MARTIN  B.  McKNEALLY,  M.C.,  Post  Office  Building,  New- 
burgh, N.Y.  1 2550. 


MASSENA,  N.Y.,  St.  Lawrence  County.  General  Practitioner,  Internist 
and  Pediatrician  needed. 

CONTACT:  JOHN  CLOUGH,  M.D.,  176  Maple  Street,  Masseno,  N.Y. 
13662.  Telephone:  (3 1 5)  769-6227 — call  collect. 


STEPHENTOWN,  N.Y.,  Rensselaer  County.  Family  Practitioner. 

CONTACT:  DONALD  W.  FARRELL,  M.D.,  Taconic  Valley  Medical 

Center,  Stephentown,  N.Y.  12168.  Tel.  (5 1 8)  733-240 1 . 


EVENTS  RECEIVED  AFTER  DEADLINE 


July  h 1971 1 July  I,  1972 

Full  time  for  four,  six,  or  twelve  months 
Beginning  on  the  first  day  of  any  month 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 
630  West  168th  Street 

SURGICAL  PATHOLOGY 

RAFFAELE  LATTES,  M.D. 

FEES:  $200  for  four  months 

$300  for  six  months 
$600  for  twelve  months 

Write:  The  Registrar,  above  address 


NEWARK,  N.Y.,  Wayne  County,  wants  Specialists  in  Obstetrics/ 
Gynecology,  Pediatrics  and  Internal-Generalist  Medicine. 

CONTACT:  MRS.  SOPHIE  P.  ZIEGLER,  Adm.,  Newark-Wayne  Com- 

munity Hospital,  Inc.,  P.O.  Box  111,  Newark,  N.Y.  14513. 


HORNELL,  N.Y.,  Steuben  County,  needs  Specialists  in  Orthopedic  Sur- 
gery, Pediatrics  and  Internal  Medicine. 

CONTACT:  MR.  WATSON  L.  WALDEN,  Business  Manager,  Karl 

Medical  Group,  66  Maple  Street,  Hornell,  New  York  14843.  Tel. 
(607)  324-1571. 


SATURDAY,  JULY  3 

9:00-10:00  a.m. 

Columbus  Hospital 

Third  Floor  Conference  Hall 
227  West  19th  Street 

TUMOR  OF  THE  OVARY 

FERDINANDO  N.  CATURANI,  M.D. 

Sponsored  by  the  Cancer  Committee 

CREDIT:  C-1 
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MEMORANDUM 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

750  THIRD  AVENUE,  NEW  YORK.  N.  Y.  10017  YUkon  6-5757 


TO:  Officers,  Sections  and  Sessions  Chairmen,  and  others  responsible  for  Reports 

and  Programs  to  appear  in  the  January  1 and  15  issues  of  the  JOURNAL 


FROM:  DR.  FINEBERG,  DR. HAMMOND 

It  has  become  increasingly  apparent  that  deadlines  for  the  January  I and  15  issues 
of  the  JOURNAL  must  be  met  if  the  Program  Book  and  House  of  Delegates  Handbook 
(made  up  from  standing  type  of  these  issues)  and  ongoing  issues  of  the  JOURNAL  are 
to  be  published  on  time.  It  is  not  necessary  to  delay  reports  for  the  January  1 
and  January  15  issues  awaiting  end-of-the-year  and  fiscal  summatfons.  These  will 
normally  appear  in  the  June  1 issue.  We  ask  that  you  and  members  of  your  committees 
cooperate,  so  that  these  deadlines,  ending  December  1,  will  be  met  and  we  can 
"clear  the  decks"  for  necessary  work  pertaining  to  the  Annual  Convention  and  the 
regular  issues  of  the  JOURNAL. 


We  impress  upon  you  the  fact  that  material  for  the  Convention  Issues  (January  1 and 
15)  received  before  November  15  will  appear  in  the  January  1 issue  and  material 
received  up  to  and  including  December  1 will  be  included  in  the  January  15  issue. 

NO  MATERIAL  WILL  BE  ACCEPTED  FOR  THESE  ISSUES  OF 

THE  JOURNAL  AFTER  THESE  DATES; 


For  January  1 issue  - on  or  before  November  15 


For  January  15  issue  - on  or  before  December  1 

Any  material  that  comes  in  after  these  dates  can  be  set  up  and  distributed  to  members 
from  masters.  Any  material  that  must,  according  to  the  Bylaws,  be  received  by 
members  a month  before  the  Annual  Convention,  must,  of  course,  appear  in  the  January 
1 issue.  May  we  ask  that  meetings  be  scheduled  bearing  these  deadlines  in  mind. 


HENRY^  FINEBE^,  M.D. 
Executive  Vice-Presider 


WILLIAM  HAMMOND,  M.D. 
Editor 
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XKW  YOltK  ^tTATi; 
\rAI»K>IY  OF  OFYFKAL  l»ICAFTI€E 

1 wenty-thini  Annual  Convention 

rOX'OltO  HOTEL 

KIA3IKSIIA  lake:.  AKW  VOICK 
>IAV  51  Tlllir  i:t.  15171 

Congress  of  Delegates May  9,  10,  1971 

Scientilic  Assembly May  11,  12,  13,  1971 

President’s  Dinner May  12,  1971 


*Scientilic  Program  *Breakfast  Conferences 

^Scientific  Exliibits  ^Technical  Exhibits 

LIVE  TEAi'HlAi;  CLIAICS 

Live  patients — outstanding  demonstrators — audience  participation- 
question  and  answer  session.  A new  approach  to  post  graduate 
education. 
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THE  CONVENTION  TAILORED 
TO  THE  FAMILY  PHYSICIAN 


For  reservations:  AYSAGP 

84  Main  Street 
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or  call:  (607)  722-2132 


HOECHST 

PHARMACEUTICAL  CO. 
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When  Preventing  Constipation 
is  a Concern . . . 


SURFIK 


dioctyl  calcium  sulfosuccinate 

(stool  softener) 


Surfak  prevents  constipation: 

■ naturally  , 

. . . without  bowel  distention 
. . . without  adding  sodium 
to  the  system 

. . . without  requiring  unusual 
intake  of  water 

■ conveniently— one  240  mg 

capsule  per  day 

■ economically— costs  less  per 

effective  daily  dose 


Supplied:  Bottles  of  15,  100  (FSN  6505-926-8844)  and 
. 1000  (FSN  6505-890-1627)  and  Unit  Dose  100's  (10x10 

strips). 


‘based  on  actual  drug  store  survey  of  prescribod  dosages 


of  Philadelphia  12/15 
19  S.  22nd  St. 

Phlla,  PA  19103 
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of  Steroid  Thera 


Clinical  observations  suggest  a 
more  than  chance  relationship 
between  emotional  factors  and 
the  onset  and  course  of  rheuma- 
toid arthritis.*Thus,  adjunctive 
use  of  Libritabs  may  be  help- 
ful in  minimizing  the  occurrence 
and  severity  of  arthritis  when- 
ever excessive  anxiety  compli- 
cates the  clip'cpj  picture.  An 
h.s.  dose  aad  J to  the  usual 
t .i.d.  regi  i-n  is  recommended 
in  case  of  anxiety-induced 
insomnia. 

Libritabs  (chlordiazepoxide) 
is  especially  well  suited  for 
extended  use  because  of  its 
wide  margin  of  safety,  demon- 
strated in  years  of  clinical 
experience.  In  general  use,  the 
most  common  side  effects 


of  Libritabs  are  generally  main- 
tained without  diminution  of 
effect  or  need  for  increase  in 
dosage.  When  treatment  is  pro- 
longed, periodic  blood  counts  and 
liver  function  tests  are  advisable. 
Libritabs  (chlordiazepoxide) 
permits  flexible,  individualized 
psychotropic  therapy,  as  three 
oral  dosage  strengths  are  avail- 
able to  relieve  various  degrees 
of  anxiety. 

*Bayles,  T.  B ; Psychogenic  Factors  in  Rheumatic  Disease." 
in  Hollander.  J L.  (ed.y.  Arthritis  and  Allied  Comittions. 
ed.  7.  Philadelphia.  Lea  & Febiger.  1966.  pp.  563-566. 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operat- 
ing machinery,  driving).  Though  physi- 
cal and  psychological  dependence  have 
rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  fol- 
lowing discontinuation  of  the  drug  and 


reported  have  been  drowsi- 
ness, ataxia  and  confusion, 
particularly  in  the  elderly  and 
debilitated.  (See  summary  of 
product  information.)  More- 
over, the  antianxiety  benefits 


Roche  Laboratories 
Division  of 

Hoffmann-  La  Roche  Inc 
Nulley,  N J 07110 


Alotof 
Americans 
aife  suffering  from 

uithdrau;al 

symptoms. 


What’s  wrong? 

You’re  making  more  money  than 
you  ev'er  have. 

But  every  time  you  plan  on  putting 
money  into  your  savings,  you  end  up 
withdrawing  some. 

Maybe  you’re  buying  too  many 
little  things  you  don’t  really  need. 
Little  here,  little  there.  .After  awhile 
it  adds  up. 

You  know,  that’s  just  the  theory 
behind  the  Payroll  Savings  Plan. 
You  sign  up  where  you  work, and  they 
set  a little  aside  from  each  paycheck 
and  use  it  to  buy  U.S.  Savings  Bonds. 
You  don’t  really  miss  the  money  that 


way  . . . and  before  you  know  it, 
you’ve  got  a nest  egg  that’s  really 
worth  something. 

.And  now  there’s  a bonus  interest 
rate  on  all  U.S.  Savings  Bonds — 
for  E Bonds,  534%  when  held  to 
maturity  of  5 years,  10  months  (4% 
the  first  year).  That  extra  34%> 
payable  as  a bonus  at  maturity, 
applies  to  all  Bonds  issued  since 
June  1,  1970  . . . with  a comparable 
improvement  for  all  older  Bonds. 

The  Payroll  Savings  Plan.  .A  great 
way  to  save  a little  here,  a little  there 
and  end  up  with  a bankroll. 


Bonds  are  safe.  If  lost,  stolen,  or  destroyed, 
we  replace  them.  When  needed,  they  can  be 
cashed  at  your  bank.  Tax  may  be  deferred 
until  redemption.  And  always  remember, 
Bonds  are  a proud  way  to  save. 


Take  stock  in  America. 

Now  Bonds  pay  a bonus  at  maturity. 


by  tension  headache 


Let  Fiorinal  help  release  the 
patient  from  the  aching, 
pressing,  painfully  tightfeeling 
of  tension  headache.  Its 
analgesic  components  help 
relieve  pain  v/hile  its  sedative 
component  helps  relax 
the  patient. 


ANALGESIC  plus  SEDATIVE 

Fionnal 

Each  tablet  or  capsule  contains: 
Sandoptal®  (butalbital)  {Warning: 
May  be  habit  forming)  50  mg.; 
caffeine,  U.S.P.,  40  mg.;  aspirin, 
U.S.P.,  200  mg.;  phenacetin, 
U.S.P.,  130  mg. 


Contraindications:  Hypersensitivity  to 
any  of  the  components. 

Precautions:  Due  to  presence  of  a 
barbiturate,  may  be  habit  forming. 
Excessive  or  prolonged  use  should 
be  avoided. 


Side  Effects:  In  rare  instances, 
drowsiness,  nausea,  constipation, 
dizziness,  and  skin  rash  may  occur. 


Adult  Dosage:  One  to  two  tablets  or 
capsules,  repeated  if  necessary  up  to 
6 per  day,  or  as  directed  by  physician. 
Before  prescribing,  see  package  insert 
for  full  product  information. . 


SANDOZ  PHARMACEUTICALS 
EAST  HANOVER,  N.J. 
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JA70-9803 


The  least 
expensive; 
erythromycin 

has  a 

brand  name 


Upjohn  has  reduced  the  price  of 
E-Mycin®  (erythromycin,  Upjohn)  by  25% 
following  a change  in  manufacturing  facilities. 

That  makes  E-Mycin  the  lowest  priced* 
erythromycin  on  the  market.  Now  your  patients 
can  have  an  Upjohn  drug  and  save  money  besides. 

♦Prior  to  June  1,  1971 


(erythromycin,  Upjohn) 

The  Upjohn  Company 

Kalomozoo,  Michigan  49001  © 1970  by  The  Upjohn  Company 
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You  see  her  from  45  to  55  with 

hot  flushes 

ni3ht  sweats 

fatigue 

headache 

palpitations 

emotional  distress 


TREAT  HER  WITH  PREMARIN  (Conjugated  Estro- 
gens. U.S.P.).  PREMARIN  offers  specific,  effec- 
tive replacement  therapy  for  relief  of  menopausal 
symptoms— both  physical  and  emotional— due  to 
estrogen  deficiency.  It  usually  provides  a “sense 
of  v\/ell-being". ..  helps  many  patients  maintain  a 
more  positive  outlook. 

KEEP  HER  ON  PREMARIN  (Conjugated  Estro- 
gens. U.S.P.).  Continued  use  of  PREMARIN  after 
menopausal  symptoms  have  abated  can  help  pro- 
tect against  further  degenerative  changes  related 
to  estrogen  deficiency— changes  that  often  begin 
in  the  reproductive  organs  and  extend  rapidly  to 
body  tissues  and  skeleton. 

REPLACEMENT  THERAPY  AT  ANY  STAGE.  The 
estrogen  deficient  woman  can  benefit  from  long 
term  replacement  therapy  with  PREMARIN  at  any 
s/age— whether  she  is  45  and  suffering  symptoms 
of  the  menopause ...  a grandmother  of  60  with 
atrophic  vaginal  tissue... or  an  even  more  elderly 
patient  with  osteoporosis.  PREMARIN  therapy  is  re- 
markably well  tolerated,  and  relatively  inexpensive. 

BRIEF  SUMMARY 

PREMARIN®  (Conjugated  Estrogens.  U.S.P.). 
Indication:  PREMARIN  is  specific  for  replacement 
therapy  of  the  estrogen  deficiency  state  character- 
istic of  the  menopause  and  the  postmenopause. 
Caution:  In  the  female:  To  avoid  continuous  stimu- 
lation of  breast  and  uterus,  cyclic  therapy  is  recom- 
mended (3  week  regimen  with  1 week  rest  period— 


Withdrawal  bleeding  may  occur  during  this  1 week 
rest  period). 

In  the  male:  Continuous  therapy  over  prolonged 
periods  of  time  may  produce  gynecomastia,  loss  of 
libido,  and  testicular  atrophy. 

Suggested  Usual  Dosage:  Menopausal  and  post- 
menopausal estrogen  deficiency— PREMARIN:  1 .25 
mg.  to  3.75  mg.  daily,  depending  on  severity  of 
symptoms.  Dosage  should  be  tailored  to  individual 
needs  of  patient.  Cyclic  administration  is  recom- 
mended (3  weeks  of  daily  estrogen  therapy  and 
1 week  off). 

If  patient  has  not  menstruated  within  last  two 
months  or  more,  cyclic  administration  is  started 
arbitrarily.  If  patient  is  menstruating,  cyclic  admin- 
istration is  started  on  day  5 of  bleeding. 

Note:  If  breakthrough  bleeding  occurs  (bleeding 
or  spotting  during  estrogen  therapy),  increase  es- 
trogen dosage  as  needed  to  stop  bleeding.  Con- 
tinue this  individualized  dosage  in  subsequent 
cyclic  regimen.  Failure  to  control  bleeding  or  un- 
expected recurrence  is  an  indication  for  curettage. 

Atrophic  vaginitis,  pruritus  vulvae:  Cyclically, 
1.25  mg.  to  3.75  mg.  or  more  is  given,  depending 
on  tissue  response  of  individual  patient. 

Available  in  4 potencies:  Tablets— No.  865—2.5 
mg.  (purple):  No.  866—1 .25  mg.  (yellow);  No.  867— 
0.625  mg.  (red);  and  No.  868—0.3  mg.  (green).  In 
bottles  of  1 00  and  1 .000. 
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know 

diuretics 

medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygroton  chlorthalidone  usr 

Makes  water,  not  waves. 


lectrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
aurse,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

fygroton*  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
lypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
hould  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
erforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
upplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
ursing  mothers  sirice  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
T fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
hildbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
nitiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare, 
leduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one- half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
etermination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
mbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
otassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
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Makes  in-office  blood  testing  a routine  practical  reality! 


Every  day,  right  in  your  office. 

While  the  patient’s  right  there.  Fast, 
dependable  blood  testing  that  also 
saves  your  patient  money. 

And  consider  being  able  to  double- 
check an  unexpected  or  abnormal 
finding  right  away... convenient  moni- 
toring of  patients  from  visit  to  visit . . . com- 
plete control  of  the  testing  procedure 
yourself.  You  can  have  it  all  and  more 
with  the  AMES/BMF“  Blood  Analyzer. 

The  system  is  so  easy  to  use.  Pro- 


cedures are  simplified.  Your  present 
personnel  can  perform  the  tests.  In  less 
than  two  minutes  operator  time  per  test 
on  an  average.  Even  where  incubation 
is  required,  it's  still  less  than  15 
minutes  total'  time. 
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economy.  With  bulk  reagents,  cost 
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Ames/BMI  *'  Blood  Analyzer 


Gentlemen: 


□ Please  send  me  further  information  on  the  AMES/BMr“ 
Blood  Analyzer. 

□ I would  like  a demonstration  of  the  AMES/BMI  Blood 
Analyzer  in  my  office. 


Ames  Company 

QO'“  Division  Miles  Laboratories,  Inc. 
Elkhart,  Indiana  46514 

"Chemical  and  Biological 
Information  Systems  Serving 
Medicine  and  Industry” 


Phone Best  time  to  call  A.M P.M. 

Name 

Address. 

City  State Zip  Code 


It's  easy  to  get  further  information  or 
a demonstration  in  your  office.  Just  fill 
in  and  mail  this  card. 


Abstracts 


Jacobs,  L.,  and  Jacobs,  J.:  Biophysiologic  develop- 

ment and  evaluation  of  intelligence;  new  concepts.  New 
York  State  J.  Med.  71:  1627  (July  1)  1971. 

Biophysiologists  are  developing  a “culture  free”  way  of 
testing  intelligence  based  on  the  electrical  activity  of  the 
brain.  The  nonrandom  changes  of  electrical  activity  in 
the  brain  in  response  to  sensory  stimulation  can  now  be 
graphically  recorded  and  analyzed.  The  signal  re- 
sponses, which  seem  to  be  a measure  of  the  neurofunc- 
tional efficiency  of  brain  processing,  are  highly  charac- 
teristic and  constant  for  an  individual  under  standard 
conditions.  The  time  of  response  has  been  found  to  be 
related  to  the  individual’s  intelligence  as  measured  by 
standard  test  scores.  The  individual  level  of  efficiency 
can  be  decreased  by  such  factors  as  fatigue,  poor  atten- 
tion, and  drugs,  but  cannot  be  increased  by  any  means 
now  available. 

Kaplan,  H.  I.,  and  Sadock,  B.  J.:  Structured  inter- 

actional group  psychotherapy;  A new  psychiatric 
modality.  New  York  State  J.  Med.  71:  1632  (July  1) 
1971. 

Interest  in  group  psychotherapy  developed  on  the 
premise  that  a number  of  individuals  would  provide  the 


corrective  emotional  experience  necessary  for  therapeu- 
tic change.  This  new  directive  approach  is  called  struc- 
tured interactional  group  psychotherapy.  Key  elements 
of  treatment  are  the  concepts  of  the  “go-around”  on  a 
patient  who  is  “up”  for  discussion.  The  group  session, 
controlled  by  the  therapist,  is  devoted  to  a single  patient 
who  is  discussed  psychoanalytically  in  depth  by  all  the 
other  patients  in  the  group.  Results  of  the  combined 
individual  and  group-structured  interactional  therapy 
have  been  most  satisfactory. 

McIntosh,  R.  M.,  and  Adams,  J.:  Blighia  sapida: 

Toxic  effects  on  renal  morphology  and  function  in  rat. 
New  York  Stated.  Med.  71:  1639  (July  1)  1971. 

The  edible  portion  of  the  fruit  of  Blighia  sapida  (akee), 
when  placed  in  the  drinking  water  of  rats,  was  associated 
with  increased  output  of  urinary  volume,  urinary  pro- 
tein, lethargy,  emaciation,  and,  occasionally,  alterations 
in  serum  protein  concentration.  Death  occurred  in 
several  animals  and  gross  hematuria  in  others.  Mild  to 
severe  morphologic  alterations  were  observed,  and 
mesangial  deposition  of  immunoglobulin  G,  beta-1  C 
globulin,  and  fibrinogen  were  localized  in  the  renal  glo- 
merulus. None  of  these  changes  were  observed  in  con- 
trol animals. 


Abstracts  in  Interl'mgua 


Jacobs,  L.,  e Jacobs,  J.:  Disveloppamento  biophys- 

iologic e evaluation  del  intelligentia;  nove  conceptos, 
New  York  Stated.  Med.  71:  1627  (1  de  Julio)  1971. 

Le  biophysiologistas  es  disveloppamente  un  medio 
“liberate  de  cultura”  pro  evalutar  le  intelligentia  basate 
in  le  activitate  electric  del  cerebro.  Le  cambios  non 
casual  del  activitate  electric  del  cerebro  in  responsa  al 
stimulation  sensorial  pote  ora  esser  registrate  e analis- 
ate  graphicmente.  Le  respostas  signal,  que  pare  esser  un 
mesura  del  efficatia  neurofunctional  del  processos  cere- 
bral, es  grandemente  characteristic  e constante  in  le 
individuos  infra  conditiones  standard.  Esseva  trovate 
que  le  tempore  de  resposta  es  relacionate  con  le  intelli- 
gentia del  individuo  segun  mensurate  per  le  resultato 
del  test  standard.  Le  grado  de  efficatia  individual  pote 
esser  reducite  per  factores  como  fatiga,  attention  defi- 
ciente  e drogas,  mais  non  es  possibile  augmentar  iste 
grado  con  alicun  medio  disponsible  per  ora. 

Kaplan,  H.  I.,  e Sadock,  B.  J.:  Psychotherapia  de 

gruppo  structurate  e interactional;  Nove  modalitate 
psychiatric,  New  York  State  d.  Med.  71:  1632  (1  de 
Julio)  1971. 

Le  interes  in  le  psychotherapia  de  gruppo  ha  essite  dis- 
veloppate  supra  le  base  que  un  numero  de  individuos 
pote  provider  le  experientia  emotional  corrective 


necessari  pro  le  cambio  therapeutic.  Iste  nove  approche 
directive  ha  essite  nominate  psychotherapia  de  gruppo 
structurate  e interactional.  Le  elementos  clave  del 
tractamento  es  le  concepto  del  carosello  (“go-around”) 
in  le  patiente  qui  es  preparate  (“up”)  pro  discussion. 
Le  session  de  gruppo,  controlate  per  le  therapista,  es 
dedicate  a un  sol  patiente  qui  es  studiate  psychoanalytic- 
mente,  in  profunditate,  per  omne  altere  patientes  del 
gruppo.  Le  resultatos  del  therapia  corabinate  individual 
e de  gruppo  structurate  e interactional  ha  essite  plus 
satisfactori. 

McIntosh,  R.  M.,  e Adams,  J.:  Blighia  sapida;  Ef- 

fectos  toxic  supra  le  morphologia  e function  renal  in  le 
ratto,  New  York  State  d.  Med.  71:  1639  (1  de  Julio) 
1971. 

Le  portion  edibile  del  fructo  del  Blighia  sapida  (akee), 
locate  in  le  aqua  potabile  de  rattos,  producite  un  aug- 
mento  del  excretion  urinari,  proteinuria,  lethargo, 
emaciation  e,  occasionalmente,  alterationes  del  concen- 
tration del  seroproteina.  Varie  animales  moreva  e altere 
habeva  hematuria  macroscopic.  Essite  observate  alter- 
ationes morphologic  de  leve  a sever  e etiam  deposition 
mesangial  de  immunoglobulin  G,  globulin  beta-1  C e 
fibrinogen  esseva  trovate  in  le  glomerulo  renal.  Necun 
de  istes  cambios  esseva  observate  in  le  animales  de  con- 
trolo. 
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Medical  News 


"Drug  Line"  in  operation  in  Queens  County 

The  Queens  County  Medical  Society  is  sponsoring  a 
new  program,  “Drug  Line,”  a professional  consultation 
telephone  service  manned  by  volunteer  physicians  ori- 
ented in  the  treatment  of  drug  abuse.  This  service  is 
available  without  charge  to  all  physicians  and  residents 
of  Queens;  all  communications  will  be  confidential. 

The  following  services  will  be  provided; 

1.  Guidance  for  a specific  drug  abuse  problem. 

2.  Referral  to  clinics  or  community  facilities  for  treat- 
ment. 

3.  Consultation  with  other  physicians  on  management 
of  problems. 

4.  Physicians  who  will  privately  treat  selected  out- 
patients by  detoxification  at  minimun  or  no  fees,  which- 
ever is  indicated. 

The  telephone  number  to  call  is  932-3131.  Do  not  call 
the  Queens  County  Medical  Society. 

Intestinal  malabsorption  topic  of  study 

Physicians  are  requested  to  refer  patients  with  known 
or  suspected  intestinal  malabsorption  for  studies  being 
conducted  by  the  Digestive  and  Hereditary  Diseases 
Branch  of  the  National  Institute  of  Arthritis  and  Meta- 
bolic Diseases  at  the  Clinical  Center,  National  Institutes 
of  Health,  Bethesda,  Maryland. 

Needed  for  these  studies  are  patients  with  such  prob- 
blems  as  local  intestinal  immune  response  in  gluten- 
sensitive  sprue  and  intestinal  malabsorption  associated 
with  agammaglobulinemia  and  related  disorders.  The 
pathophysiology  of  Whipple’s  disease  is  under  continu- 
ing study.  Of  particular  interest  for  these  and  related 
investigations  are  patients  with  intestinal  malabsorption 
of  demonstrated  or  undiagnosed  cause. 

On  completion  of  the  studies,  patients  will  be  returned 
to  the  care  of  the  referring  physicians,  who  will  receive  a 
summary  of  findings. 

Physicians  interested  in  having  their  patients  con- 
sidered for  admission  to  these  studies  may  write  or  tele- 
phone Saul  G.  Agus,  M.D.,  or  Leonard  Laster,  M.D., 
Clinical  Center,  Room  9-D-15,  National  Institutes  of 
Health,  Bethesda,  Maryland  20014.  The  telephone 
number  is  496-4201,  area  code  301. 

Research  fellowships  available  in 
Parkinsonism 

The  Parkinson’s  Disease  Foundation  offers  ten  re- 
search fellowships  to  medical  students  for  any  three 
months  between  July  1,  1971,  and  July  1,  1972.  Each 
carries  a stipend  of  .$750. 

The  program  is  to  enable  medical  students  interested 
in  basic  or  clinical  research  in  Parkinsonism  to  work  at 
their  own  institutions  under  the  supervision  of  an  estab- 
lished investigator  or  at  the  Clinical  Center  for  Parkin- 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


sonism  at  Columbia  University,  College  of  Physicians 
and  Surgeons. 

Applications  should  include  the  following  information 

(1)  personal  data,  education,  and  reason  for  applying; 

(2)  the  proposed  program  and  name  of  sponsor;  and  (3) 
a letter  of  recommendation  from  the  sponsor. 

Applications  should  be  submitted  at  the  earliest  pos- 
sible date  to  Melvin  D.  Yahr,  M.D.,  Parkinson’s  Disease 
Foundation,  640  West  168th  Street,  New  York,  New  York 
10032. 

Norman  Jolliffe  fellowship  offered 

The  Norman  Jolliffe  Fellowship  for  Advanced  Train- 
ing in  Clinical  Nutrition  and  Metabolic  Diseases  in  Man 
will  be  granted  for  a one-year  period  beginning  July  1, 
1972,  by  Research  Corporation,  a foundation  for  the  ad- 
vancement of  science. 

Requirements  for  eligibility  are  a degree  of  Doctor  of 
Medicine  and  an  interest  in  following  an  academic  career 
in  nutrition  and  metabolic  diseases  in  human  beings. 
The  stipend  will  be  comparable  to  that  of  a senior  resi- 
dency. Preference  will  be  given  to  a U.S.  citizen  and  to 
use  pf  the  Fellowship  at  the  Institute  of  Human  Nutri- 
tion, Columbia  University,  and  St.  Luke’s  Hospital. 

Inquiries  on  the  Norman  Jolliffe  Fellowship  should  be 
sent  to  Dr.  Sam  C.  Smith,  chairman  of  the  Williams- 
Waterman  Program,  Research  Corporation,  405  Lexing- 
ton Avenue,  New  York,  New  York  10017.  Applications 
must  be  received  no  later  than  September  15,  1971. 
Selection  will  be  made  by  November  1,  1971. 

Personalities 

Elected.  Melvin  J.  Goldberg,  M.D.,  clinical  associate 
professor  of  rehabilitation  medicine,  Downstate  Medical 
Center,  a fellow  of  the  American  College  of  Physicians  . 
Monte  Malach,  M.D.,  clinical  associate  professor  of 
medicine,  Downstate  Medical  Center,  vice-president  of 
the  New  York  State  Society  of  Internal  Medicine 
Howard  B.  Rasi,  M.D.,  clinical  assistant  professor  of 
plastic  surgery,  Downstate  Medical  Center,  president  of 
the  American  Society  of  M2ixillofacial  Surgeons  . . . Na- 
thaniel E.  Reich,  M.D.,  clinical  associate  professor  of 
medicine,  Downstate  Medical  Center,  a member  of  the 
Council  on  Thrombosis  of  the  American  Heart  Associa- 
tion Henry  I.  Schneer,  M.D.,  associate  professor  of 
psychiatry,  Downstate  Medical  Center,  president  of  the 
Long  Island  Psychoanalytic  Society  Julius  E.  Stolfi, 
M.D.,  professor  of  administrative  medicine,  Downstate 
Medical  Center,  to  the  executive  committee  of  the 
American  Board  of  Governors,  to  the  Ad  Hoc  Committee 
on  Membership,  and  to  the  Committee  on  Publications 
of  the  American  College  of  Physicians. 

Named.  John  N.  Edson,  M.D.,  clinical  professor  of 
medicine,  Downstate  Medical  Center,  chairman  of  the 
Technical  Consulting  Panel  for  Heart  Disease,  New 
York  Metropolitan  Regional  Medical  Program. 
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the  combination 
contraceptive 
that  is  virtually 
without  side  effects 


SURPRISED? 

You  shouldn't  be,  because  the  combination  of  ORTHO* 
Diaphragm  plus  ORTHO-GYNOL*  Contraceptive  Jelly  offers 
advantages  that  are  worth  considering: 

1.  high  level  of  effectiveness 

2.  no  problem  with  adverse  reactions 

3.  control  remains  with  the  woman 

4.  virtually  no  loss  of  sensation 

5.  used  only  as  needed 

. . . and  no  other  form  of  contraception  offers  all  those  advantages. 
To  these,  Ortho  adds  convenience  for  the  patient: 

The  Ortho  Diaphragm  Kit,  which  includes  an  Ortho 
Diaphragm  (ALL-FLEX*  Arcing  Spring,  Coil  Spring, 
or  Flat  Spring),  a tube  of  Ortho-Gynol  Contraceptive 
jelly,  and  an  illustrated  instruction  book. 

For  the  physician: 

tVofessional  fitting-ring  set  and  fitting-procedure 
brochure  available.  See  your  Ortho  Representative. 


ORTHO  PHARMACEUTICAL  CORPORATION  • RARITAN,  NEW  JERSEY  08869 

•THAC/EMARK 
OOPC  1970 


Books  Received 


The  following  books  were  received  during  the  month  of  April,  1971.  * 


AAOS,  Instructional  Course  Lectures,  Volume  XIX. 
By  American  Academy  of  Orthopaedic  Surgeons.  Quar- 
to of  236  pages,  illustrated.  St.  Louis,  Missouri,  The 
C.  V.  Mosby  Company,  Publishers,  1970.  Cloth,  $19.50. 

American  Heart  Association  Monograph  Number  31. 
International  Bibliography  of  Cardiovascular 
Auscultation  and  Phonocardiography.  Compiled  by 
Abe  Ravin,  M.D.,  and  Florence  K.  Frame,  M.A.  Quarto 
of  318  pages.  New  York,  The  American  Heart  Associa- 
tion, Inc.,  1971.  Cloth,  $10. 

Changing  Families.  A Family  Therapy  Reader. 
Edited  by  Jay  Haley,  Director  of  Family  Research,  Phil- 
adelphia Child  Guidance  Clinic.  Quarto  of  353  pages. 
New  York,  Grune  & Stratton,  Inc.,  1971.  Cloth,  $9.75. 

Psychology  of  Emotion.  Self  Discipline  by  Conscious 
Emotional  Continence.  By  John  M.  Dorsey,  M.D. 
Octavo  of  174  pages.  Detroit,  Michigan,  Center  for 
Health  Education,  1971.  Cloth,  $6.95. 

Health  Sciences  in  Israel.  Institutions  and  Scien- 
tists. Edited  by  Betty  Davies.  Octavo  of  285  pages. 
Jerusalem,  Israel  Journal  of  Medical  Sciences,  1971. 
Paperback,  $7.00. 

Clinical  Obstetrics  and  Gynecology.  Volume  13, 
Number  4,  December,  1970.  New  Concepts  in  Gyne- 
cologic Oncology.  Edited  by  Robert  C.  Knapp,  M.D. 
Special  Article,  Tuberculosis  of  the  Female  Genital 
Tract.  By  George  Schaefer,  M.D.  Octavo.  Illustra- 
ted. New  York,  Harper  & Row,  Publishers, Inc.,  1970. 
Published  quarterly  (four  numbers  a year).  Cloth,  $22 
per  year. 

•Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of 
those  sending  them  for  this  purpose.  Selection  for  review  is 
made  on  the  basis  of  merit  and  reader  interest. 


Ocular  Motility.  With  Guide  to  the  Literature.  By 
Maynard  C.  Wheeler,  M.D.  Duodecimo  of  72  pages, 
illustrated.  New  York,  Cooper  Square  Publishers,  Inc., 
1970.  Paperback,  $4.50. 

Modern  Treatment.  Volume  7 Number  5,  September, 
1970.  Etiology,  Diagnosis  and  Treatment  of  Multiple 
Sclerosis.  Guest  Editor,  Gerard  M.  Lehrer,  M.D. 
Male  Genital  Infections.  Guest  Editors,  Russell  W. 
Lavengood,  Jr.,  M.D.,  and  John  W.  Draper,  M.D. 
Octavo.  Illustrated.  New  York,  Harper  & Row,  Pub- 
lishers, 1970.  Published  Bi-Monthly  (six  numbers  a 
year).  Cloth,  $20  per  year. 

Acid-Base  Homeostasis  and  its  Disorders:  Use  of 
Arterial  Blood  Gas  Analysis  in  Diagnosis  and  Ther- 
apy. By  Martin  A.  Tuller,  M.D.  Octavo  of  98  pages, 
illustrated.  Flushing,  New  York,  Medical  Examination 
Publishing  Company,  Inc.,  1971.  Paperback  (spiral), 
$4.00. 

Molecular  Properties  of  Drug  Receptors.  A Ciba 
Foundation  Symposium.  Edited  by  Ruth  Porter  and 
Maeve  O’Connor.  Octavo  of  298  pages,  illustrated. 
Baltimore,  Maryland,  The  Williams  & Wilkins  Com- 
pany, 1970.  Cloth,  no  price  listed. 

Taste  and  Smell  in  Vertebrates.  A Ciba  Foundation 
Symposium.  Edited  by  G.  E.  W.  Wolstenholme  and 
Julie  Knight.  Octavo  of  402  pages,  illustrated.  Balti- 
more, Maryland,  The  Williams  & Wilkins  Company, 
1970.  Cloth,  no  price  listed. 

Sensorineural  Hearing  Loss.  A Ciba  Foundation 
Symposium.  Edited  by  G.  E.  W.  Wolstenholme  and 
Julie  Knight.  Octavo  of  358  pages,  illustrated. 
Baltimore,  Maryland,  The  William.^  & Wilkins  Com- 
pany, 1970.  Cloth,  no  price  listed. 
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Loridine  I.M. 

Cephaloridine 


1.5  to  3 Gm.  daily 
successfully  treats  many 
moderately  severe 

Special  Recommendations 

Before  Administration  of  Loridine 

1 . Demonstrate  causative  organism's  sensitivity  to  the  drug. 

2.  Determine  patient's  renal  status.  Loridine  is  contraindi- 
cated in  patients  with  azotemia. 

During  Administration  of  Loridine 

1.  Maintain  proper  hydration. 

2.  Monitor  renal  status  — urinalyses,  urinary  output,  BUN, 
and/or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  with  other  potentially 
nephrotoxic  drugs. 

4.  Because  nephrotoxicity  has  been  reported,  limit  daily  dose 
to  4 Gm.  maximum  (up  to  1(X)  mg.  per  Kg.  in  children  — not 
to  exceed  adult  dosage).  Many  serious  infections  due  to 
sensitive  organisms  will  respond  to  doses  of  1 .5  to  3 Gm.  daily. 

5.  In  patients  who  have  impaired  renal  function  (without 
azotemia)  before  treatment,  reduce  daily  dosage,  depending 
on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function  during 
treatment,  discontinue  therapy  with  Loridine. 


infections* 


indicated  for  use  against 
susceptible  organisms  causing: 
pneumonia 

urinary  tract  infections 

septicemia 

abscesses 

■ relatively  painless  I.M. 
injection 


'due  to  susceptible  organisms 


Please  turn  page  for  prescribing  information. 
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Actions:  All  tested  strains  of  group  A strep- 
tococci, pneumococci,  and  penicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine,  Lilly).  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con- 
centrations of  Loridine  that  can  be  achieved 
in  the  serum.  The  majority  of  strains  of 
Hemophilus  influenzae,  Proteus  mirabilis, 
Escherichia  coli,  and  Klebsiella  are  also  sus- 
ceptible in  vitro. 

Pseudomonas  organisms  are  resistant  to 
Loridine,  as  are  most  indole-producing  Pro- 
teus species  and  motile  Aerobacter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints,  blood- 
stream, soft  tissue,  and  skin  due  to  suscepti- 
ble strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con- 
traindicated (see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor- 
mally be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa- 
tients with  syphilis;  results  of  such  tests  are 
usually  not  available  before  antibiotic  treat- 
ment of  gonorrhea  is  given. 
Contraindications:  Azotemia.  Hypersensi- 
tivity to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly  ab- 
sorbed from  the  gastro-intestinal  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  excretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  penicillin-sensitive  pa- 
tients, CEPHALOSPORIN  C DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALLERGENICITY  OF  THE  PENI- 
CILLINS AND  THE  CEPHALOSPORINS.  IN- 
STANCES OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4 Gm.  daily  (see  Adverse  Reactions),  recom- 
mended doses  should  not  be  exceeded.  Pa- 
tients with  known  or  suspected  impairment 
of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
function  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  be  discontinued. 
Cephaloridine  should  not  be  used  in  patients 
with  azotemia.  When  renal  impairment  is 
present,  use  the  drug  with  caution  and  re- 
duce the  dose.  Casts  in  the  urine,  proteinuria, 
falling  urinary  output,  or  a rising  BUN  or 
serum  creatinine  may  indicate  impairment 
of  renal  function.  Give  cephaloridine  cau- 
tiously when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti- 
biotics are  not  recommended. 

In  infections  due  to  beta-hemolytic  strep- 
tococci, continue  antibiotic  therapy  for  at 
lea,st  ten  days  to  prevent  the  possible  occur- 
rence of  rheumatic  fever  or  glomerulone- 
phritis in  susceptible  patients.  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
should  have  dark-field  examinations  of  all 
suspect  lesions  before  treatment  and 
monthly  serologic  tests  for  a minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  performed. 

Superinfections  may  develop  with  organ- 
isms not  in  the  spectrum  of  Loridine,  par- 


Usual  adult  dosage, 

1.5  to  3 Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  organisms. 


ticularly  Pseudomonas,  These  can  be  recog- 
nized by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in- 
fants under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy- 
sis paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and  itch- 
ing without  discernible  skin  changes  have 
been  observed  in  about  3 percent  of  pa- 
tients. Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  difficulty.  Approximately  1 percent 
of  patients  treated  with  Loridine  have  had  a 
rise  in  eosinophil  count.  Eosinophilia 
reached  10  percent  in  about  half  of  these. 
A few  instances  of  drug  fever  have  been 
reported. 

A few  cases  of  leukopenia  have  been  re- 
ported. Elevations  of  transaminase  were 
observed  in  a small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2 Gm.  cephaloridine 


intramuscularly  twice  daily  for  four  week ' 
no  significant  changes  were  observed  i 
BUN,  alkaline  phosphatase,  SGOT,  retii 
ulocyte  count,  or  monocyte  count  in  th 
blood.  No  disturbances  in  hemoglobin  c 
red-blood-cell  count  were  ascribable  to  ac 
ministration  of  Loridine.  However,  all  ( 
five  nonazotemic  patients  with  chronic  ba< 
teriuria  who  had  careful  renal  function  eva 
nation  before  and  after  a ten-day  course  c 
cephaloridine  in  dosages  of  2 Gm.  per  day  d« 
veloped  impairment  in  free  water  clearanct 

Severe,  acute  renal  failure,  in  some  case 
terminating  in  death,  has  occurred  in  a sma 
number  of  patients.  The  poss 
bility  of  this  complication  seeir 
to  be  greater  in  seriously  i 
patients  given  more  than  recorr 
mended  doses.  Acute  tubula 
necrosis  has  been  found  in  affeci 
ed  patients  coming  to  autopsy.  Rar 
cases  of  nausea  and  vomiting  hav 
occurred.  Pain  in  association  with  ir 
tramuscular  injection  was  noted  in  less  tha 
3 percent  of  patients.  In  only  one  patient  i 
a series  of  623  was  the  route  changed  o 
this  account.  Phlebitis  at  the  site  of  intra 
venous  injection  has  been  rare. 
Administration  and  Dosage:  Important— Eq 
fore  ad.ministering  Loridine,  see  packagd 
insert  for  details  on  dilution. 

Intramuscular  Injection— Eondme  is  usu 
ally  injected  into  a large  muscle  mass. 

The  usual  adult  dosage  for  many  infec 
tions  of  moderate  severity  is  500  mg.  to  1 Gm 
three  times  a day  at  equally  spaced  intervals 
Milder  and  more  susceptible  infections  hav< 
been  treated  with  250  to  500  mg.  given  tw( 
or  three  times  a day.  More  severe  infection: 
may  be  treated  with  500  mg.  to  1 Gm.  foui 
times  a day.  A single  2-Gm.  dose  is  recom 
mended  for  the  treatment  of  acute  gonor 
rhea.  Early  syphilis  may  be  treated  with  50( 
mg.  to  1 Gm.  daily  for  ten  to  fourteen  days 

Although  some  clinical  experience  witi 
high  doses  for  life-threatening  conditions 
has  been  reported,  it  has  been  shown  that 
excessive  dosages  (above  4 Gm.  daily)  may 
cause  serious  nephrotoxic  reactions.  Fc 
this  reason,  Keflin®  (sodium  cephalothin 
Lilly)  may  be  preferred  when  doses  larger 
than  4 Gm.  daily  are  considered  for  life- 
threatening  situations.  If  more  than  2 Gm. 
of  cephaloridine  is  injected  daily,  the  patient 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hospital- 
ized. In  addition,  reduced  dosage  should  be 
employed  in  patients  with  known  or  sus- 
pected renal  impairment. 

In  children,  a daily  total  of  30  to  50  mg. 
per  Kg.  (15  to  25  mg.  per  pound)  of  body 
weight,  given  in  divided  doses,  has  been 
found  effective  for  mild  to  moderately  se- 
vere infections.  A daily  total  of  100  mg.  per 
Kg.  (50  mg.  per  pound)  of  body  weight 
(not  to  exceed  recommended  adult  doses) 
may  be  needed  for  very  severe  infections. 

Intravenous  Injection— In  the  presence  of 
extremely  serious  infections  (such  as  bac- 
teremia) or  when  any  infection  seems  over- 
whelming, intravenous  administration  may 
be  indicated. 

Total  daily  dosages  are  the  same  as  with 
intramuscular  injection.  For  very  suscepti- 
ble organisms,  500  mg.  to  1.5  Gm.  per  day 
may  suffice;  for  less  susceptible  organisms 
and  for  serious  infections,  2 to  4 Gm.  per 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cepha- 
loridine, Lilly),  50()  mg.,  5-ml.  size,  rubber- 
stoppered;  1 Gm.,  10-ml.  size,  rubber- 
stoppered.  [082169] 


Additional  information 
available  upon  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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• ^ These  films  are  available  to  physicians,  hospitals,  medical  schools,  and  others, 

.nnj  from  the  Film  Library’  of  the  State  of  New  York  Department  of  Health* 


4 
-ill 

5 Language  and  Speech  Stimulation  for  Preschool 
■j,j  Cleft  Palate  Children.  Sound,  color,  twenty  minutes. 

This  film  presents  procedures  used  in  providing  a 
language  and  speech  stimulation  program  for  the  pre- 
school  cleft  palate  child.  Both  child  and  parent  partic- 
ipation and  responses  are  demonstrated.  Suggested  for 
^ students  in  speech  pathology. 

Source  and  producer:  University  of  Miami  School  of 

Medicine,  Coral  Gables,  Florida. 

Caring  for  the  Patient  with  a Colostomy.  Sound, 
black  and  white,  16  mm.,  twenty-two  minutes. 

(s  This  film  demonstrates  and  discusses  the  technic  of 
''T  colostomy  irrigation,  several  different  types  of  irrigation 
^ sets,  patient  positions,  care  of  the  skin  around  the  stoma, 
V'  dressings,  an  improvised  belt  to  hold  dressings  in  place, 
and  effective  deodorants.  Practical  measures  are  pre- 
^ sented  for  giving  patients  reassurance  to  facilitate 
u emotional  and  social  rehabilitation.  Suggested 
^audiences  are  nurses,  nursing  students,  licensed  practi- 
j cal  nurses,  and  aides, 
xr 

> Source  and  producer:  made  from  video  tapes  made 
by  the  Florida  Division  of  the  American  Cancer  Society. 

‘It 

n 

if  Practical  Approaches  to  the  Nursing  Management 
of  the  Cancer  Patient.  Sound,  black  and  white,  16 

3* 

mm.,  twenty-one  and  one-half  minutes. 


quadriplegic  who  has  been  both  a patient  and  staff 
member  at  the  Pennsylvania  Rehabilitation  Center. 
At  pre.sent  he  is  responsible  for  training  other  quadri- 
plegics. The  director  of  the  Research  and  Training  Cen- 
ter writes  that  it  is  hoped  through  watching  the  quadri- 
plegic’s demonstration  in  the  film,  therapists,  physi- 
cians, and  disabled  persons  will  be  able  to  apply  these 
technics  to  their  own  programs  and,  hopefully,  to  im- 
prove on  them.  Suggested  for  occupational  therapists, 
physical  therapists  and  other  rehabilitation  personnel. 

Source  and  producer:  Department  of  Physical  Medi- 
cine and  Rehabilitation,  Johnstown,  Pennsylvania. 

Increasing  Capabilities  for  Quadriplegics — Part  II — 
Self  Care.  Sound,  color,  thirty-five  minutes. 

In  this  “self  care”  film,  the  same  staff  member,  him- 
self a quadriplegic,  who  is  featured  here  was  in  the 
“transfer  and  mobility”  film.  Some  of  the  self  care 
activities  were  developed  by  the  handicapped  staff  mem- 
ber, while  others  are  standard  technics  used  for  this 
kind  of  disability.  The  activities  shown  include  eating, 
personal  hygiene,  and  dressing.  The  longest  sequence 
in  the  film  shows  the  quadriplegic  instructor  dressing, 
since  this  is  regarded  as  the  most  difficult  activity  for 
a quadriplegic  to  master  in  his  struggle  toward  achieving 
the  highest  degree  of  independence.  Suggested  au- 
diences are  occupational  therapists,  physical  therapists, 
and  other  rehabilitation  personnel. 
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The  film  demonstrates  the  use  of  simple  and  economi- 
cal improvised  devices  for  cancer  patients  such  as  a colos- 
tomy irrigation  set,  water  pad,  and  lymphedema  sleeve. 
Care  of  the  skin  and  prevention  of  odor  are  discussed. 
Food  service  and  assistive  feeding  devices  to  help  assure 
an  adequate  diet  are  shown.  Suggested  audiences  are 
nurses,  nursing  students,  licensed  practical  nurses,  and 
aides. 

Source  and  producer:  made  from  videotapes  made 

by  the  Florida  Division  of  the  American  Cancer  Society. 

Increasing  Capabilities  for  Quadriplegics — Part  I — 
Transfer  and  Mobility.  Sound,  color,  thirty-one  and 
one-half  minutes. 


The  subject  of  this  “transfer  and  mobility”  film  is  a 

*Film  evaluations  are  provided  by  the  Film  Review  Subcom- 
mittee on  Public  Health  and  Education:  Kenneth  B.  Olson, 
M.D.,  Albany,  Chairman:  Wilbur  M.  Dixon,  M.D.,  Bingham- 
ton; and  James  J.  Quinlivan,  M.D.,  Albany. 


Source  and  producer:  Department  of  Physical  Medi- 

cine and  Rehabilitation,  Johnstown,  Pennsylvania. 

Psychological  Aspects  of  the  Nurse-Family  Relation- 
ship in  Cancer.  Sound,  black  and  white,  16  mm., 
twenty-one  and  one-half  minutes. 

This  film  shows  the  role  of  nurses  in  helping  relatives 
of  the  cancer  patient,  who  are  often  under  stress  from 
problems  of  great  intensity,  ranging  from  soaring  ex- 
pense and  overwork  to  despair.  The  film  explains  how 
the  interests  of  the  patient  are  served  by  influencing 
the  family’s  attitudes,  since  feeling  tones  are  conta- 
gious. Approaches  are  suggested  for  lending  a sympa- 
thetic ear,  reinforcing  and  explaining  the  physician’s 
instructions,  and  enlisting  and  guiding  family  support 
with  approaches  tailored  tc  the  needs  of  the  individual 
patient  and  the  characteristics  of  the  particular  family. 

continued  on  page  1601 
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DELTASONE®  TABLETS -2.5  & 5 mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a weight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for  other  anti-inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatdry  dis- 
ease, certain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important:  Prednisone,  like  cortisone,  is  a potent  thera- 
peutic agent  influencing  the  biochemical  behavior  of  most,  if  not 
all,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i.e.,  increase 
in  body  weight  due  to  fluid  retention)  is  not  a reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti- 
nent to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso- 
lute-herpes simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul- 
monary or  meningeal  tuberculosis,  but  should  be  used  only  in  con- 
junction with  adequate  and  effective  antituberculous  therapy  to 
which  causative  organisms  are  shown  to  be  sensitive.  Considered 
fle/at/Ve— active  or  latent  peptic  ulcer,  Cushing’s  syndrome,  diver- 
ticulitis, fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi- 
ciency, thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac- 
cinia, varicella  and  other  exanthematous  diseases,  and  fungal  infec- 
tions, and,  pregnancy  particularly  during  the  first  trimester  because 
of  observation  of  fetal  anomalies  in  experimental  animals.  If  neces- 
sary to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri- 
ate therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be- 
cause of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti- 
bacterial measures.  If  possible,  avoid  abrupt  cessation  of  corti- 
costeroid therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon- 
tinuation of  adrenocortical  steroids.  Therefore,  if  a patient  is  sub- 
jected to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a solu- 
ble hormone  preparation  in  the  immediate  preoperative  and  post- 
operative periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes- 
tations of  latent  diabetes  mellitus  may  be  precipitated.  Cortico- 
steroids may  aggravate  myasthenic  symptoms  in  myasthenia  gravis 
and  should  be  given  with  proper  precautions. 

Muscle  weakness,  in  some  instances,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad- 
ministered corticoids.  Excessive  potassium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte- 


nance doses  of  Deltasone  (prednisone),  however,  keep  this  effect 
in  mind  and  perform  periodic  serum  potassium  determinations  in 
patients  on  prolonged  corticoid  therapy.  Muscle  weakness  occur- 
ring with  normal  serum  potassium  levels  may  be  due  to  disturbance 
in  muscle  metabolism.  Severe  myopathy  is  associated  with  sub- 
stantial doses  of  steroids  for  prolonged  periods,  and  evidence 
indicates  it  occurs  more  frequently  with  9-alpha-fluro  steroids.  Re- 
placement with  non-fluorinated  steroid  has,  in  some  instances,  re- 
sulted in  improvement. 

Retardation  of  linear  growth,  roughly  proportional  to  dose,  has 
been  noted  in  children  on  corticoids  for  six  months  or  more.  Follow- 
ing cessation  of  therapy,  growth  rate  may  be  accelerated.  There- 
fore, carefully  observe  growth  of  children  on  prolonged  corticoid 
and  if  growth  is  retarded,  reduce  dose  sufficiently  to  permit  recovery 
before  epiphyseal  closure.  Make  every  effort  to  avoid  corticoids 
during  pregnancy,  since  spontaneous  remission  of  some  diseases 
such  as  rheumatoid  arthritis  may  occur.  Long  term  corticoid  therapy 
may  evoke  hyperacidity  or  peptic  ulcer,  therefore,  as  prophylaxis, 
an  ulcer  regimen  and  antacid  are  highly  recommended.  Take  X-rays 
in  peptic  ulcer  patients  complaining  of  gastric  distress,  and, 
whether  or  not  changes  are  noted,  an  ulcer  regimen  is  recom- 
mended. Since  prednisone  causes  less  salt  and  water  retention 
than  many  other  glucocorticoids,  patients  should  be  observed 
closely  for  development  of  undesirable  hormonal  effects  that  are 
less  obvious  indications  of  steroid  toxicity  than  edema  and  hyper- 
tension due  to  salt  and  water  retention.  Continued  supervision  of 
patients  after  cessation  of  therapy  is  essential,  since  there  may  be 
a sudden  reappearance  of  severe  disease  manifestation. 

Adverse  Reactions:  Adverse  reactions  associated  with  use  of  corti- 
coids include:  Cushing’s  syndrome,  moon  facies,  supraclavicular 
fat  pads,  hirsutism,  striae  and  acne;  relative  adrenocortical  insuffi- 
ciency particularly  in  time  of  stress  due  to  trauma,  surgery  or 
severe  illness;  protein  catabolism  with  negative  nitrogen  balance; 
electrolyte  imbalance;  alteration  of  glucose  metabolism  with  aggra- 
vation of  diabetes  mellitus  including  hyperglycemia  and  glycosuria; 
osteoporosis  reversible  only  with  difficulty;  spontaneous  fractures: 
aseptic  necrosis  of  the  hip  and  humerus;  activation  and  complica- 
tion of  peptic  ulcer  including  perforation  and  hemorrhage;  aggra- 
vation or  masking  of  infection;  increased  blood  pressure; 
convulsions;  petechiae  and  purpura;  menstrual  irregularities  in- 
cluding amenorrhea,  spotting  or  prolonged  bleeding;  insomnia; 
psychic  disturbances  especially  abnormal  euphoria:  nervousness; 
posterior  subcapsular  cataracts  occasionally  requiring  extraction; 
increased  intraocular  tension;  increased  intracranial  pressure  with 
papilledema  (pseudotumor  cerebri);  pancreatitis;  necrotizing  angi- 
itis; thinning  of  scalp  hair;  suppression  of  growth  in  children: 
thromboembolic  complications:  facial  erythema;  allergic  skin  reac- 
tions; ulcerative  esophagitis;  sweating;  vertigo;  weakness;  myop- 
athy; headache;  exophthalmos.  Adverse  reactions  are  usually 
reversible  and  usually  disappear  when  drug  is  discontinued. 
Supplied:  2.5  mg.,  scored— bottles  of  100  tablets.  5 mg.,  scored— 
bottles  of  100  and  500  tablets  and  cartons  of  100  tablets  in  foil 
strips. 

For  additional  product  information,  consult  the  package  insert 
or  see  your  Upjohn  representative.  heo  a-is  (kqb.s> 
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The  film  is  intended  for  nurses,  nursing  students,  li- 
censed practical  nurses,  and  aides. 

I 

j Source  and  producer:  made  from  videotapes  made 

by  the  Florida  Division  of  the  American  Cancer  Society. 

I Psychological  Aspects  of  the  Nurse-Patient  Relation- 

Iship  in  Cancer.  Sound,  black  and  white,  16  mm., 
twenty-two  minutes. 

This  film  deals  with  the  interaction  between  nurse  and 
patient,  on  which  so  much  of  the  patient’s  response  to 
cancer  depends.  The  film  demonstrates  some  of  the 
common  emotional  reactions  of  cancer  patients,  such  as 
fear,  depression,  and  hostility  and  points  out  the  physi- 
cal and  social  factors  and  the  financial  problems  which 
lie  at  the  root  of  these  feelings.  It  explains  how  the 
nurse’s  attitude  toward  cancer  affects  the  patient’s  re- 
sponse. Suggestions  are  given  to  help  establish  and 
maintain  communication  with  cancer  patients  and  to 
provide  them  with  support.  The  film  is  intended  for 
nurses,  nursing  students,  licensed  practical  nurses,  and 
aides. 

Source  and  producer:  made  from  videotapes  made 

by  the  Florida  Division  of  the  American  Cancer  Society. 

I The  Snared  Runner.  Sound,  color,  16  mm.,  twenty- 
! eight  minutes. 

This  film  was  produced  to  show  the  public  and  remind 
the  health  professionals  that  there  is  much  that  can  be 
done  to  help  the  disabled.  It  illustrates  the  meaning 
of  rehabilitation;  that  is,  to  bring  the  individual  as 
nearly  as  possible  to  his  previous  level  of  ability,  using 
medical,  psychological,  social,  and  vocational  ap- 
proaches. It  further  stresses  the  importance  not  only 
of  the  team  of  health  professionals  but  also  of  the  pa- 
tient and  his  family  and  the  community  in  this  return. 
Risk  factors  are  not  stressed  as  much  as  the  positive 
attitude  toward  stroke.  Suggested  audience  is  health 
professionals. 

Source  and  producer:  Genesee  Valley  Heart  Associ- 

ation, 217  A Alexander  Street,  Rochester,  New  York. 

The  PULSES  Profile  (Evaluation  of  Function  in  the 
Stroke  Patient).  Sound,  color,  twenty-two  minutes. 

This  film  has  been  developed  and  produced  to  intro- 
duce the  PULSES  Profile  technics  as  a method  for  the 
evaluation  and  delineation  of  function  in  the  long-term 
follow-up  of  the  stroke  patient.  It  can,  however,  be 
applied  to  any  patient  with  a chronic  illness  or  disability. 
Changes  in  the  functional  level  of  the  patient  can  be 
readily  detected.  Appropriate  medical  and  rehabilita- 


tive measures  can  be  initiated  and  their  effectiveness 
evaluated.  Suggested  for  physicians. 

Source  and  producer:  Grasslands  Hospital,  Valhal- 

la, New  York. 

Acquisition  of  Language  by  a Speechless  Child. 
Sound,  color,  seventeen  minutes. 

An  eight-year-old  boy  who  has  never  used  words  is 
demonstrated  responding  accurately  to  oral  instructions 
which  require  the  understanding  of  prepositions,  varie- 
ties of  adjectives,  and  complicated  syntax.  Some 
family,  birth,  developmental,  medical,  and  psycho- 
metric information  is  presented.  He  was  born  with  mul- 
tiple anomalies  (ptosis,  strabismus,  cleft  lip,  and  club- 
feet), but  the  speech  difficulty  is  “not  due  to  any  pe- 
ripheral motor  or  anatomic  defects.”  Brief  recordings  of 
spontaneous  and  imitative  vocalizations  are  played.  His 
perfect  understanding  of  English  is  offered  as  evidence 
against  the  assumption  that  “development  of  under- 
standing is  dependent  upon  simultaneous  development 
of  speaking.”  The  film  is  intended  for  professional  and 
college  course  students. 

Source  and  producer:  Children’s  Hospital  Medical 

Center,  Boston,  Massachusetts. 

Cancer  Chemotherapy  (Solid  Tumors).  Sound,  color, 
twenty-one  minutes. 

The  film  demonstrates  both  the  clinical  usefulness 
and  the  limitations  of  chemical  agents  in  various  forms 
and  sites  of  cancer.  The  mechanism  of  action  of  these 
drugs  during  the  life  cycle  of  cells  is  shown.  The  indi- 
cations and  contraindications  for  chemotherapy  are 
demonstrated.  Side-effects  which  may  be  experienced 
with  specific  chemical  agents  are  pictured.  The  impor- 
tance of  the  physician’s  clinical  experience  with  cancer 
and  these  drugs,  and  his  careful  evaluation  of  the  pa- 
tient before  each  new  course,  are  emphasized.  Treat- 
ment results  are  tabulated  for  the  agents  which  have 
thus  far  been  found  clinically  useful.  The  film  is  ap- 
propriate for  physicians  and  medical  students. 

Source  and  producer:  The  American  Cancer  Society. 

Cancer  of  the  Urinary  System.  Sound,  color,  twenty 
and  one-half  minutes. 

The  film  reviews  the  signs  and  symptoms  of  urothelial 
and  renal-cell  cancers.  Diagnostic  procedures  including 
radiologic  and  cytologic  technics  and  cystoscopy  are 
shown.  Principles  of  therapy,  choice  of  modality,  and 
end  results  are  discussed.  Suggested  audiences  are 
physicians  and  medical  students. 

Source  and  producer:  The  American  Cancer  Society. 


July  1,1971  New  York  State  Journal  of  Medicine  1601 


1921-1971 
50  YEARS 

CONTINUOUS  SERVICE 


This  year  marks  our  50th  Anniversary  and  we  are  proud  of  it— Proud  that 
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CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  13  through  17,  1972 

the  AMERICANA  of  New  York 

SCIENTIFIC  PROGRAM,  EXHIBITS,  MOTION  PICTURES 
SUNDAY,  FEBRUARY  13  through  WEDNESDAY,  FEBRUARY  16 


Scientific  Exhibits 
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Editorials 


Changing  hazards  in  industry 


During  the  past  quarter  of  a century  many  reduc- 
tions have  been  made  in  occupational  ratings  for 
life  and  accident  insurance.  Such  ratings  have 
been  based  partly  on  the  findings  of  mortality  in- 
vestigations among  insured  lives  and  partly  on 
special  studies  and  reports  made  by  agencies  such 
as  the  U.S.  Bureau  of  Labor  Statistics,  the  Na- 
tional Safety  Council,  and  various  governmental 
and  private  organizations.  The  most  recent 
broadly-based  life  insurance  investigation  of  oc- 
cupational mortality  was  the  “1967  Occupational 
Study,”  published  by  the  Society  of  .Actuaries, 


reviewed  in  the  April,  1968,  issue  of  the  Statistical 
Bulletin. 

Some  of  these  changes  in  rating  reflect  the  gen- 
eral decrease  in  death  rates  during  the  1940s  and 
early  1950s. 

Despite  the  resulting  somewhat  more  stringent 
qualifications,  numerous  occupations  formerly 
classified  as  substandard  were  made  eligible  for 
standard  insurance  or  for  one  of  the  less  highly- 
rated  substandard  classifications.  Tbe  following 
illustrations  are  typical  of  the  reductions  in  ratings 
for  life  insurance. 


Improvements  in  ratings — twenty-five  years 


Industry 

Sustandard 
to  Standard 

Substandard  to 
Less  Highly  Rated 
Substandard 

Chemical  industry 

Stillman 

Centrifuge  operator 
Other  skilled  worker 

Lead  burner 
Laborer 

Electrical 

Electrician — voltages  over  250 

Lineman — climbing  poles 

Glass  industry 

Lehrman 
Kiln  packer 

Grinder  or  beveler  of  plate  glass 

Metal  industries 

Forgeman 

Hammerman 

Ladler 

Puddler 

Chipper 

Cinderman 

Laborer 

Oil  refineries 

Stillman 

Treater 

Compounder 

Laborer 

Railways 

Locomotive  engineer 
Yard  foreman 

Car  cleaner 

Yard  and  freight  brakeman 

Tanneries 

Skilled  worker  in  tanning  yard 

Laborer 
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MEMORANDUM 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

750  THIRD  AVENUE,  NEW  YORK,  N.  Y.  10017  YUkon  5-5757 


TO: 


Officers,  Sections  and  Sessions  Chairmen,  and  others  responsible  for  Reports 
and  Programs  to  appear  in  the  January  1 and  15  issues  of  the  JOURNAL 


FROM:  DR.  FINEBERG,  DR. HAMMOND 

It  has  become  increasingly  apparent  that  deadlines  for  the  January  1 and  15  issues 
of  the  JOURNAL  must  be  met  if  the  Program  Book  and  House  of  Delegates  Handbook 
(made  up  from  standing  type  of  these  issues)  and  ongoing  issues  of  the  JOURNAL  are 
to  be  published  on  time.  It  is  not  necessary  to  delay  reports  for  the  January  1 
and  January  15  issues  awaiting  end-of-the-year  and  fiscal  summatfons.  These  will 
normally  appear  in  the  June  1 issue.  We  ask  that  you  and  members  of  your  committees 
cooperate,  so  that  these  deadlines,  ending  December  1,  will  be  met  and  we  can 
"clear  the  decks"  for  necessary  work  pertaining  to  the  Annual  Convention  and  the 
regular  issues  of  the  JOURNAL. 

We  impress  upon  you  the  fact  that  material  for  the  Convention  Issues  (January  1 and 
15)  received  before  November  15  will  appear  in  the  January  1 issue  and  material 
received  up  to  and  including  December  1 will  be  included  in  the  January  15  issue. 


Any  material  that  comes  in  after  these  dates  can  be  set  up  and  distributed  to  members 
from  masters.  Any  material  that  must,  according  to  the  Bylaws,  be  received  by 
members  a month  before  the  Annual  Convention,  must,  of  course,  appear  in  the  January 
1 issue.  May  we  ask  that  meetings  be  scheduled  bearing  these  deadlines  in  mind. 


NO  MATERIAL  WILL  BE  ACCEPTED FOR  THESE  ISSUES  OF 


THE  JOURNAL  AFTER  THESE  DATES; 


For  January  1 issue  - on  or  before  November  15 


For  January  15  issue  - on  or  before  December  1 


WILLIAM  HAMMDND,  M.D. 
Editor 
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clinical  management/ 
drug  abuse  crises 

Practicing  physicians  can  expect  to  be 
confronted  at  almost  any  time  with  a medical 
crisis  related  to  the  misuse  of  psychoactive 
drug  substances.  Increasing  numbers  of 
people  are  misusing  these  drugs  and  a 
dramatic  increase  in  the  number  of  drug- 
related  medical  crises  has  been  noted  during 
the  past  several  years. 

Although  much  information  on  this  subject 
has  been  disseminated,  the  need  for 
practical  adviceon  basicclinical  management 
of  these  crises  has  become  greater. 

Three  physicians,  each  of  whom  has  had 
extensive  practical  experience  in  dealing 
with  drug  abuse  problems,  have  created  a 
series  of  three-minute  audiotapes  detailing 
basic  medical  approaches  to  the  most 
frequently  encountered  drug  abuse  crises. 

Dr.  David  E.  Smith  is  Director  of  the  Haight- 
Ashbury  Medical  Clinic  in  San  Francisco, 
California,  and  Assistant  Clinical  Professor  of 
Toxicology,  University  of  California  Medical 
Center  at  San  Francisco. 

Dr.  William  Abruzzi  was  Medical  Director  of 
both  the  Woodstock  and  Powder  Ridge  Rock 
Festivals  and  is  currently  the  College 
Physician,  State  University  of  New  York  at 
New  Paltz,  New  York. 

Dr.  Edward  C.  Senay  is  the  Director  of 
Clinical  Research  forthe  Illinois  Drug  Abuse 
Program  and  Associate  Professor  of 
Psychiatry  at  the  University  of  Chicago 
School  of  Medicine,  Chicago,  Illinois. 

Their  taped  discussions  are  on  automatic 
telephone  equipment  for  utilization  at  all 
times.  The  opinions  given  regarding 
treatment  modalities  are  those  of  the 
physician  speaking. 

Amphetamines  Dr.  David  E.  Smith 

Hallucinogens  Dr.  William  Abruzzi 

Opiates  Dr.  Edward  C.  Senay 

For  further  information,  contact  your  Roche 
Representative  or  write; 

Department  of  Professional  Services 
CM/DAC 

Roche  Laboratories 

Division  of  Hoffmann  - La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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A 

REMINDER 


Today 

(or  any  other  day) 
you  probably 
have  use  for 


iNepsporm 

Ointment 
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• SYMPOSIUM 


JUVENILES  AND 
DRUG  ABUSE 


CHILD  PSYCHIATRIST 
LOOKS  AT  DRUG 
PROBLEM 


FRANK  J.  CURRAN.  M.D. 

New  York  City 

Consulting  Psychiatrist,  St  Luke's  Hospital 


At  the  onset,  I wish  to  disqualify  myself  as  an 
“expert”;  not  only  am  I not  appearing  on  a medical 
program  over  fifty  miles  from  home,  but  also  I have 
not  experimented  personally  with  the  use  of  mari- 
huana, LSD  (lysergic  acid  diethylamide),  or  other 
of  the  drugs  which  are  being  discussed  in  this  sym- 
posium. Some  of  my  teenage  patients  consider 
that  I am  not  “hep”  because  of  my  refusal  to  use 
drugs  with  them.  For  those  of  you  who  have  been 
i reading  recent  literature  on  this  subject,  many  of 
I the  authors  report  their  own  personal  reactions 
, from  using  these  drugs. 

Newspapers,  radio,  and  television  programs 
bombard  the  public  constantly  with  reports  of  the 
excessive  use  of  various  drugs  by  children,  adoles- 
cents, and  adults.  Estimates  have  been  made  that 
12  to  20  million  people  in  the  United  States  have 
used  marihuana  at  least  once.  A few  years  ago, 
information  indicated  that  the  majority  of  such 
drug  users  were  in  their  late  teens  and  early  twen- 
ties; in  recent  years,  reports  indicate  that  drugs 
are  being  more  widely  used  in  high  schools  and 
even  by  grade-school  children  as  young  as  eight 
years. 

Presented  at  the  164th  Annual  Meeting  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  New  York  City,  Section  on  Pedi- 
atrics, February  10,  1970. 


Marihuana 

When  the  author  was  in  charge  of  the  adoles- 
cent service  at  Bellevue  Hospital  between  1938  and 
1946,  he  examined  many  adolescents  who  used 
marihuana  and  mescaline.  He  also  examined 
older  individuals  on  the  prison  wards  at  Bellevue 
and  at  the  psychiatric  clinic  of  the  Court  of  General 
Sessions  between  1932  and  1946.  Most  of  the  users 
of  marihauna,  which  was  then  most  commonly 
known  as  “reefers,”  were  either  from  the  lower 
socioeconomic  groups  or  they  were  jazz  musicians. 
“Speed”  or  methamphetamine  (Methedrine)  and 
LSD  were  not  used.  The  heroin  and  morphine 
addicts  he  saw  at  Bellevue  were  chiefly  seen  on  the 
prison  ward,  because  physicians  in  private  practice 
were  not  allowed  to  treat  such  cases.  The  metha- 
done treatment  was  not  yet  introduced.  In  the  late 
1960s  drug  usage  was  found  in  all  walks  of  life,  and 
some  of  my  patients  using  drugs  have  been  as 
young  as  eleven  or  twelve  years. 

When  I was  in  medical  school  in  the  1920s,  mari- 
huana, under  its  official  name  of  Cannabis,  was 
officially  described  in  various  manuals  of  pharma- 
cology, including  the  1924  edition  of  Sollmann’s^ 
A Manual  of  Pharmacology.  This  drug,  known  as 
Cannabis  indica  is  also  known  as  Indian  hemp, 
hashish,  bhang,  guaza,  gangja,  charas,  and 
momeka.  To  quote  Sollmann: 

Cannabinol,  a resinous  constituent  of  the  tops  of 
hemp,  was  said  to  produce  a “peculiar  psychic  ex- 
haltation”.  . . it  is  employed  as  an  intoxicant  in  the 
Orient.  Therapeutically  it  is  used  as  an  adjuvant  to 
other  drugs  in  nervous  headaches,  and  as  a coloring  for 
corn  remedies.  It  is  of  uncertain  activity,  and  has  no 
rational  indication  . . . the  dosage  extract  0.01  Gm. 
04  gr.).  Its  use  antedates  history  and  it  v^as  intro- 
duced into  Western  medicine  in  the  middle  of  the 
Nineteenth  Century  and  used  chiefly  as  an  intoxicant. 
Effective  dose  (2  grains  of  the  solid  extract)  produces  a 
state  of  partial  inebriety  and  confusion,  with  happy 
and  humorous  tendencies.  Ideas  pass  rapidly,  but 
disconnectedly,  so  that  the  time  seems  very  long.  The 
subject  often  has  hallucinations  of  double  personality. 
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The  exhaltation  is  succeeded  by  irritability,  dozing, 

and  complete  recovery  in  five  to  six  hours. 

Currently,  marihuana  is  known  under  several 
names  including  “pot,”  “grass,”  “tea,”  “boo,” 
“Mary  Jane,”  “broccoli,”  “hash,”  and  “weed.” 

In  the  midthirties  there  was  considerable  pub- 
licity in  newspapers  and  magazines  indicating  that 
the  use  of  marihuana  was  very  prevalent  in  school 
children  and  that  youngsters  would  fortify  them- 
selves with  this  drug  and  then  shoot  down  police, 
bank  clerks,  and  casual  bystanders.  In  1937  the 
Marihuana  Tax  Act,  modeled  after  the  Harrison 
Act,  was  passed,  and  this  was  followed  soon  by  the 
Draconian  Regulations  No.  1 and  by  enaction  of 
harsh  laws  by  various  states.  Passage  of  the  laws 
resulted  in  police  raids  and  in  the  arrest  of  thou- 
sands of  individuals. 

In  September,  1938,  New  York’s  Mayor  Fiorello 
LaGuardia  requested  that  the  New  York  Academy 
of  Medicine  make  a scientific  and  sociologic  study 
of  the  reported  use  of  this  drug  in  New  York  City. 
The  Academy  appointed  a special  scientific  team 
made  up  of  31  psychiatrists  and  other  physicians, 
as  well  as  psychologists,  pharmacologists,  chem- 
ists, and  sociologists.  The  committee  had  the  full 
cooperation  of  the  New  York  City  Police  Depart- 
ment. Karl  M.  Bowman,  M.D.,  director  of  Bel- 
levue Psychiatric  Hospital,  and  David  Wechsler, 
Ph.D.,  the  chief  psychologist  at  Bellevue  Psychiat- 
ric Hospital,  served  as  special  advisors  to  the  com- 
mittee. Samuel  Allentuck,  M.D.,  a Bellevue 
psychiatrist,  was  put  in  charge  of  the  clinical  stud- 
ies. Other  psychologists  from  the  Bellevue  staff, 
including  Florence  Halpern  Ph.D.,  and  Adolph 
Woltmann,  Ph.D.,  participated  in  the  study. 

The  author  did  not  participate  officially  in  this 
study  but  was  kept  abreast  of  the  findings,  since  he 
was  one  of  the  senior  psychiatrists  at  Bellevue 
Hospital  at  the  time,  and  he  saw  many  of  the  drug 
patients  who  were  studied  by  this  committee. 

The  findings  of  the  Mayor’s  committee-  were 
published  in  1944.  These  findings  indicated  that 
marihuana  distribution  and  usage  were  confined 
chiefly  to  Harlem  and  to  the  Broadway  area  be- 
tween 42nd  and  59th  Streets.  The  majority  of 
users  were  without  steady  employment,  and  their 
age  range  was  twenty  to  thirty  years.  They  suf- 
fered from  boredom  and  sought  distraction.  The 
Mayor’s  committee  stated  that  the  marihuana 
users  did  not  come  from  the  criminal  classes  and 
that  there  was  no  direct  relationship  between 
marihuana  usage  and  crimes  of  violence. 

The  committee’s  report  has  been  widely  quoted. 
It  has  been  reprinted  in  a recent  volume,  both  hard 
cover  and  paperback  editions.  This  latter  book, 
edited  by  Solomon,'*  also  includes  literary  and 
imaginative  papers  on  the  use  of  marihuana  by 
F'rancois  Rabelais,  Theophile  Gautier,  Charles 
Baudelaire,  and  Allen  Ginsberg. 

Bromberg,  ' another  senior  p.sychiatrist  at  Bel- 


levue Hospital  and  at  the  psychiatric  clinic  of  the 
Court  of  General  Sessions,  published  articles  in 
1934  and  1939  on  the  subject  of  marihuana  intoxi- 
cation. In  one  article  he  reported  on  29  individuals 
who  manifested  psychotic  symptoms.  He  de- 
scribed two  types  of  reaction,  one  an  acute  mari- 
huana intoxication  with  a psychotic  syndrome,  the 
other  a toxic  psychosis.  In  marihuana  psychosis, 
the  symptoms  were  severe  and  of  longer  duration 
than  the  acute  intoxication  suffered  by  others. 
In  some  instances  the  psychosis  lasted  several  days, 
and  hospitalization  was  required.  Bromberg  re- 
ported that  in  a six-year  period,  6,000  individuals 
were  convicted  for  possession  and  use  of  drugs  in 
the  Court  of  Special  Sessions,  New  York.  He 
estimated  that  9 per  cent  of  these  were  users  of 
marihuana.  Of  115  cases,  93  had  no  previous 
record,  5 had  records  including  drug  charges,  and 
29  had  records  not  including  drug  charges.  Brom- 
berg concluded  that  the  earlier  use  of  marihuana 
did  not  apparently  predispose  to  crime. 

There  are  many  more  recent  reports  of  psychoses 
resulting  from  the  use  of  marihuana.  Talbot  and 
Teague®  report  acute  psychotic  reactions  in  12 
soldiers  seen  in  Vietnam.  One  twenty-six-year- 
old,  unmarried  second  lieutenant,  was  hospital- 
ized after  smoking  his  first  marihuana  cigaret.  He 
was  anxious,  disoriented,  and  delusional.  Phys- 
ical findings  included  impaired  coordination,  posi- 
tive Romberg  sign,  injection  of  the  conjunctivas, 
and  hyperactive  reflexes.  He  was  given  sedatives, 
released  to  quarters  in  thirty-six  hours,  and  re- 
turned to  duty  in  forty-eight  hours.  A follow-up 
three  months  later  revealed  no  recurrence  of  symp- 
toms. A second  cigaret  in  his  possession  was  ex- 
amined and  found  to  contain  Cannabis. 

A second  soldier,  age  nineteen,  after  smoking  a 
marihuana  cigaret  while  on  guard  duty,  shot  and 
killed  another  soldier  who  shared  the  cigaret  with 
him.  He  was  confused  and  gave  a bizarre  story 
about  killing  Ho-Chi-Minh.  He  was  hospitalized, 
and  after  his  condition  improved  he  evidenced  grief 
and  depression  over  the  killing.  Contact  with  him 
for  several  months  thereafter  showed  no  further 
psychotic  symptoms. 

The  authors  state  that  the  marihuana  available 
in  Japan  is  twice  as  potent  as  that  normally  sold  or 
found  in  the  United  States.  In  addition,  approxi- 
mately 50  per  cent  of  the  Cannabis  contraband 
seized  in  Vietnam  contained  opiates. 

In  all  of  these  12  cases  of  acute  toxic  psychosis, 
the  individuals  used  marihuana  for  the  first  time 
and  their  symptoms  began  soon  after  they  smoked 
the  cigarets.  The  symptoms  included  burning  and 
irritation  of  the  respiratory  system  accompanied 
by  an  urge  to  cough,  impaired  coordination  and 
difficulty  with  fine  movements,  and  odd,  irregular, 
and  vague  aching  of  large  muscles  of  the  extrem- 
ities. There  was  impaired  cognitive  functioning, 
disorientation,  severe  memory  impairment,  dif- 
ficulty in  concentration,  impaired  judgment. 
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marked  anxiety,  and  tear.  Ten  of  the  12  showed 
1 paranoid  symptoms  including  suspiciousness, 
referentiality,  and  delusions  or  hallucinations. 
Ten  of  the  12  had  a history  of  normality  and  no 
evidence  of  a personality  disturbance  prior  to  drug 
usage. 

Although  many  individuals,  including  profes- 
sional persons,  deny  harmful  results  from  mari- 
huana usage,  others  continue  to  publish  reports 
of  psychiatric  disturbances  resulting  from  sucb 
usage.  Perna'  reports  the  case  of  a twenty-three- 
year-old  college  student.  He  had  no  history  of  drug 
usage,  except  for  smoking  three  marihuana  cigarets 
on  one  previous  occasion.  During  his  first  expe- 
rience, he  smoked  with  fellow  college  students  and 
described  hallucinations  full  of  symbolic  meaning. 
The  hallucinations  were  not  distressing  and  ended 
as  soon  as  the  drug  effect  ceased.  On  the  second 
occasion,  again  smoking  in  a comfortable  setting 
with  friends,  he  developed  visual  hallucinations 
of  himself  attempting  to  kill  his  mother.  This 
' hallucination  lasted  three  days.  He  thought 
people  were  watching  him  and  reading  his  mind 
and  that  an  outside  force  was  controlling  him. 
He  spent  three  months  in  the  hospital,  then  eloped, 
and  attempted  suicide.  He  improved,  but  later 
i agitation  and  delusions  developed.  He  was  given 
electroconvulsive  therapy  and  hospitalized  for  ten 
months.  Although  this  young  man  had  a history 
of  enuresis  until  the  age  of  eighteen  and  at  sixteen 
had  conjoint  therapy  with  his  mother  after  he 
became  depressed  over  the  loss  of  his  best  friend, 
indicating  that  the  individual  had  problems  pre- 
viously, Perna’  mentions  other  authors  who  con- 
sider marihuana  usage  to  be  the  exclusive  basis 
for  the  psychosis. 

Many  investigators  indicate  that  hashish,  one 
: form  of  marihuana  that  is  produced  in  Mexico, 
Japan,  Morocco,  and  Turkey,  is  two  to  six  times 
as  toxic  as  that  grown  in  this  country.  McGlothlin 
and  West'**  write  that  although  many  temporary 
psychotic  states  from  marihuana  usage  are  report- 
ed in  this  country,  “On  the  other  hand,  in  India 
and  other  countries.  Cannabis  has  long  been  re- 
, garded  as  an  important  cause  of  psychosis.  One 
1 study  (from  Morocco)  reported  that  25%  of  some 
2,300  men  admitted  to  psychiatric  hospitals  were 
I diagnosed  as  having  cannabis  psychosis.  Of  the 
I total  male  admission,  70%  of  the  patients  admitted 
to  smoking  cannabis,  and  one-third  were  regular 
users.”® 

McGlothlin  and  West'®  discuss  the  possibility 
I of  personality  changes  resulting  from  marihuana 
[ usage  particularly  in  the  development  of  what  has 
I been  called  “amotivational”  syndrome.  Chronic 
I users  tend  to  become  passive  and  nonproductive. 
Keup"  in  a letter  to  the  editor  of  Science,  re- 
ported that  in  the  previous  eleven  months,  155 
patients  were  admitted  to  Brooklyn  State  Hospital 
with  psychotic  behavior  and  a history  of  drug 


abuse,  an  increase  of  over  300  per  cent  during  the 
past  three  years.  In  7.9  per  cent  cannabis  played 
an  e.ssential  role  in  tbeir  symptoms.  These  ranged 
from  acute  panic  reactions  to  marihuana-induced 
“bad  trips”  and  precipitated  schizophrenic  re- 
actions. 

Keup"  quotes  Skliar'®  who  reported  8 cases  of 
mental  disturbance  after  single  marihuana  usage. 

Amphetamines 

In  the  1930s  amphetamines  were  used  by  psy- 
chiatrists in  the  treatment  of  brain-damaged  chil- 
dren. Amphetamines  in  adults  are  used  as  psychic 
stimulants,  and  they  are  also  used  to  help  in  weight 
reduction  in  prepuberty  children.  However,  the 
amphetamines  are  helpful  in  calming  hyperkinetic 
children,  and  these  drugs  have  proved  of  great  help 
for  children  with  learning  problems.  Bradley,'®"^ 
and  Cutts  and  Jasper'^  published  several  articles 
in  the  1930s  on  this  subject. 

These  drugs  could  be  sold  only  on  prescription. 
Some  teenagers  began  using  amphetamines  to  help 
weight  control.  They  then  learned  of  the  psychic 
elevated  effects  and  so  are  now  using  these  “ups.” 
Physician’s  prescription  blanks  are  often  stolen, 
or  the  physician  fails  to  limit  the  renewal  of  the 
prescription,  so  the  teenagers  get  the  drugs  and  sell 
them  to  their  friends. 

Barbiturates 

In  contrast  to  the  “ups,”  there  are  the  “downs” 
also  known  as  the  “bennies.”  Barbiturates  are 
also  known  as  “goofers,”  “downers,”  “red  devils,” 
“red  birds,”  “pheenies,”  “green  dragons,”  “yellow 
jackets,”  and  “tooies”  which  are  sodium  amobar- 
bital  and  sodium  secobarbital  (Tuinal). 

Barbiturates  were  first  synthetized  in  the  late 
1920s  and  were  used  clinically  in  the  1930s  primar- 
ily as  sedatives  for  adults.  Sodium  amobarbital 
(Amytal),  one  of  the  barbiturates,  was  used  in 
medicolegal  cases  in  the  1930s  as  a “truth  serum.” 
It  was  also  used  in  cases  of  amnesia. 

Although  barbiturates  were  supposed  to  be  sold 
only  on  prescription,  we  learned  that  patients 
frequently  obtained  the  drugs  without  prescrip- 
tions. Alcoholic  individuals  used  barbiturates  to 
help  them  with  their  insomia;  suicidal  patients 
took  overdoses,  and  neurotic  individuals  used  these 
drugs  to  excess.  As  a result  of  self-medication  with 
barbiturates,  we  began  to  see  in  Bellevue  Psychiat- 
ric Hospital  many  individuals  in  whom  deliriums 
or  other  types  of  psychotic  reactions  developed. 
Sometimes  the  individuals  used  bromides,  also 
because  these  could  be  obtained  without  a pre- 
scription. The  author'®”'®  published  articles  in 
1938,  1939,  and  1944,  reporting  on  the  symptoms 
and  treatment  of  barbiturate  intoxication  and 
psychosis,  on  bromide  psychosis,  and  on  the  simi- 
larities and  differences  resulting  from  the  exces- 
sive use  of  these  two  types  of  drugs. 
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Persons  developing  bromide  psychosis  usually 
developed  a delirious  reaction  akin  to  delirium 
tremens,  but  the  hallucinations  were  usually  “at 
a distance.  ” Other  symptoms  included  paraphasic 
speech  disturbances,  confabulatory  memory  de- 
fects, and  vestibular  disturbances.  The  barbi- 
turate intoxications  were  characterized  by  a hypo- 
manic  type  of  reaction  but  with  much  irritability 
coupled  with  vestibular  symptoms  of  slurred 
speech,  ataxia,  tremors,  positive  Romberg  sign, 
intention  tremors,  and  so  on. 

In  my  work  with  children  and  adolescents  in  the 
1930s  and  1940s,  very  few  used  barbiturates  except 
in  suicidal  attempts.  In  these  days,  my  own  pa- 
tients as  well  as  other  teenagers  are  using  these 
“downs”  very  frequently  as  a part  of  their  way  of 
life. 

D lysergic  acid-25 

The  use  and  effects  of  LSD-25  (D-lysergic  acid) 
are  widely  publicized.  Three  books  have  been 
published  recently  in  this  area. 

Robbins  et  al.^^  report  on  the  history  of  LSD. 
It  was  discovered  in  1938  by  A.  Stoll  and  A.  Hof- 
mann. In  1943  Hofmann  accidently  ingested  some 
LSD  and  learned  of  its  hallucinogenic  effects.  The 
psychedelic  movement  was  then  given  impetus 
when  Huxley,-'*-^®  introduced  to  mescaline  by 
Osman,  described  his  experiences.  A number  of 
intellectuals,  artists,  ministers,  and  psychother- 
apists began  to  follow  Huxley’s  lead,  with  the  hope 
that  they  would  have  their  consciousness  expand- 
ed. Leary  and  his  followers  at  Harvard  created  a 
movement  for  drug  usage  among  college  students 
as  well  as  nonstudents.  In  1961  the  Food  and  Drug 
Administration  carried  out  its  own  investigation 
of  the  nonmedical  and  illegal  uses  of  LSD.  By  this 
time  LSD  was  more  widely  used  by  members  of  the 
community  than  by  research  workers.  Much  pub- 
licity was  given  to  wild  LSD  parties  which  were 
reported  in  newspapers  and  magazines.  It  soon 
became  apparent  that  adverse  reactions  were  also 
being  observed,  and  users  were  being  admitted  to 
psychiatric  hospitals.  By  1966  at  least  4 people 
a week  were  hospitalized  at  Bellevue  Hospital  be- 
cause of  adverse  reactions  to  LSD. 

Humphrey  Osmond,  a psychiatrist  from  Canada, 
now  working  at  Princeton,  coined  the  phrase  “psy- 
chedelic,” which  means  “mind  manifesting.” 
Other  workers  use  the  term  “psychotomimetic.” 
Osmond  states: 


Psychotomimetic  agents  are  substances  that  pro- 
duce changes  in  thought,  perception,  mood,  and  some- 
times posture,  occurring  alone  or  in  concert,  without 
causing  either  major  disturbances  of  the  autonomic 
nervous  system  or  addictive  craving;  although  with 
overdosage,  disorientation,  memory  disturbance, 
stupor,  and  even  narcosis  may  occur,  these  reactions 
are  not  characteristic.^' 


Many  individuals  have  tried  to  justify  their  use 
of  LSD  on  the  basis  that  they  develop  more  self- 
awareness  and  acquire  greater  appreciation  of  art, 
literature,  paintings,  and  so  on.  Many  believe  that 
they  become  “liberated”  and  are  able  to  be  more 
productive  in  a meaningful  way.  Whether  one 
continues  to  take  “trips”  on  acid  depends  on 
whether  or  not  he  has  had  pleasant  or  disturbing 
reactions,  and  whether  or  not  he  believes  that  LSD 
does  damage  to  one’s  chromosomes.  There  are 
many  reports  of  acute  and  chronic  psychoses  re- 
sulting from  this  drug,  and  there  are  reports  of 
individuals,  believing  that  they  could  fly,  who  have 
jumped  out  of  windows  to  their  death. 

Although  many  clinicians  believe  that  fewer 
persons  are  having  adverse  reactions  from  LSD 
usage,  a statistical  survey  in  Los  Angeles  County 
indicated  a definite  increase  in  such  reactions. 
These  authors  used  a questionnaire  requesting  pro- 
fessional persons  in  the  Los  Angeles  County  area 
to  report  on  adverse  LSD  reactions  during  the 
eighteen-month  period  from  July  1,  1966,  to  Janu- 
ary 1,  1968.  Questionnaires  were  sent  to  2,700 
professionals;  59  per  cent  responded,  and  they 
reported  a minimum  of  2,389  adverse  reactions. 
The  data  indicated  an  increase  of  62  per  cent  from 
the  first  six-month  period  to  the  third  six-month 
period.  Freedman'^^  indicates  that  approximately 
10  per  cent  of  LSD  trips  are  potentially  disturbing. 
Stern  and  Robbins  clinically  divide  adverse  psy- 
chiatric responses  from  LSD  into  four  overlapping 
types:  acute  reactions;  reappearance  of  drug  ef- 

fects without  further  ingestion  of  the  drug;  pro- 
longed adverse  reactions;  and  psychoses,  mistaken- 
ly diagnosed  as  LSD  induced.® 

Panic  reactions  are  the  most  frequent  reactions 
seen  in  hospitalized  patients.  These  result  from 
uncontrolled  anxiety,  precipitated  by  emotional 
and  cognitive  response  to  distortion,  hallucina- 
tions, and  so  forth.  These  individuals  are  con- 
fused and  sometimes  attempt  to  escape  from 
anxiety-provoking  situations  by  trying  to  fly;  some 
attempt  suicide.  Some  effects  persist  seventy- 
two  hours  or  longer.  People  have  reported  spon- 
taneous reappearance  of  the  drug  symptoms  as 
long  as  a year  after  the  use  of  the  drug. 

It  is  my  impression  and  that  of  some  of  my  col- 
leagues that  the  use  of  LSD  is  diminishing  greatly. 
There  are,  however,  many  who  advocate  its  usage 
in  the  treatment  of  alcoholism  and  certain  psycho- 
neurotic states.  Research  is  continuing  in  these 
areas. 

Mescaline 

Mescaline  was  introduced  by  Heffter.  It  has 
been  available  and  used  by  teenage  patients. 
Mescaline  provokes  visual  hallucinatory  experi- 
ences.'^' Unger  writes  that  mescaline,  LSD-25, 
and  psilocybin  produced  similar  effects.  Wake- 
field states  that  the  main  difference  among  the 


1614  New  York  State  Journal  of  Medicine  / July  1 , 1971 


three  hallucinogens  is  in  their  potency.^'  Syn- 
thetic LSD  is  strongest  of  all  and  rated  100  times  as 
powerful  as  psilocybin,  which  is  derived  from  the 
Mexican  mushroom,  and  7,000  times  as  powerful  as 
mescaline,  a peyote  derivative.  The  time  of  onset 
for  the  drug  action  taken  on  an  empty  stomach  is 
twenty  to  thirty  minutes  for  LSD  and  psilocybin 
and  one  to  two  hours  for  mescaline.  The  duration 
of  the  drug  experience  is  usually  eight  to  ten  hours 
with  LSD  and  mescaline  and  five  to  six  hours  with 
psilocybin. 

Morning  glory  seeds 

Within  the  last  year  some  of  my  patients  have 
been  chewing  morning  glory  seeds.  Some  authors 
claim  that  this  has  an  effect  very  similar  to  that  of 
LSD.  One  of  my  fourteen-year-old  patients  con- 
vinced his  mother  of  his  great  interest  in  horti- 
culture and  got  her  to  buy  morning  glory  seeds,  so 
that  he  could  grow  flowers  in  their  apartment. 
The  mother  knew  that  he  had  been  using  various 
other  drugs  but  was  unaware  of  the  tie-up  of  drugs 
with  his  request  for  morning  glory  seeds. 

Glue  sniffing 

Another  drug  which  has  received  some  publicity 
recently  is  glue,  which  is  being  sniffed  by  teenagers 
as  a way  of  becoming  “high.”  A brochure  has  been 
published  by  the  Youth  Services  Commission  of 
Delaware.-*  The  brochure  indicates  that  the  num- 
ber of  youth  sniffing  glue  runs  into  many  thou- 
sands. Boys  make  up  the  large  majority  of  cases, 
with  the  greatest  number  in  the  twelve-  to  four- 
teen-age  group.  In  New  York  City  779  cases  were 
reported  in  1962  and  2,003  cases  in  1963.  The 
brochure  indicates  that  those  under  the  influence 
of  glue  are  dangerous  to  society  and  to  themselves. 
They  report  that  in  June,  1964,  a sixteen-year-old 
boy  assaulted  his  nine-year-old  brother,  held  glue 
rags  to  the  faces  of  his  infant  brother  and  toddler 
niece,  and  at  one  time  held  lighted  matches  over 
the  mouth  of  a two-year  old  brother.  They  report 
that  5 boys,  while  under  the  influence  of  glue, 
grabbed  a girl  sitting  in  front  of  them  in  a theater 
and  tried  to  rape  her. 

Nutmeg 

There  has  been  much  less  publicity  about  the 
hallucinogenic  effects  of  nutmeg,  but  some  may 
have  read  the  article  in  the  New  York  State 
Journal  of  Medicine,  which  reported  the  experi- 
ences of  an  eighteen-year-old  student  who  ingested 
half  a can  (one  quarter  of  a teacup)  of  commercial- 
ly available  nutmeg. This  individual  had  pre- 
viously used  marihuana  and  had  been  told  of  the 
effects  of  nutmeg.  He  reported  his  experiences 
which  occurred  within  fifteen  to  twenty  minutes 
as,  “Things  went  funny.  ...”  He  felt  “as  if  he  had 
stayed  awake  for  two  days  without  sleep.  . . .” 


Things  started  to  look  unreal.  He  could  not  stop 
shaking;  he  felt  tinglings  in  his  hands.  “People’s 
voices  appeared  to  come  out  of  a porthole  above  my 
head.”  He  was  in  a trance-like  state.  The  total 
experience  lasted  about  eight  or  nine  hours.  He 
repeated  this  experience  with  nutmeg  later  and 
had  weird  sensations  but  no  hallucinations.  He 
also  had  symptoms  of  depersonalization  and  lapses 
of  attention.  This  individual  had  also  used  morn- 
ing glory  seeds  and  marihuana.  He  was  reported 
to  be  in  the  midst  of  an  identity  crisis  and  was 
trying  to  deal  with  his  leanings  toward  dependency 
and  passivity  by  identifying  with  the  hippie 
groups. 

Other  drugs 

Other  drugs  which  have  been  used  by  teenagers 
as  well  as  adults  are  methamphetamine  (Methe- 
drine)  (“speed”),  psilocybin  from  mushrooms,  and 
cocaine.  Space  does  not  permit  a full  discussion  of 
these  drugs.  Methamphetamine  has  been  used 
by  individuals  to  prolong  the  effects  of  LSD-25. 
It  has  produced  serious  and  sometimes  fatal  re- 
sults, so  that  the  expression  “Speed  Kills”  has 
alerted  drug  users  to  its  danger.  It  is  my  impres- 
sion that  this  drug  is  now  used  much  less  frequent- 

ly- 

The  use  of  heroin,  known  as  “scag”  or  “smack,” 
by  children  is  of  relatively  recent  origin.  Up  to  a 
few  years  ago  this  drug  was  primarily  used  by 
adults.  More  and  more  newspaper  reports  indi- 
cate that  children  and  young  teenagers  are  shift- 
ing from  marihuana  and  LSD  to  the  use  of  heroin, 
and  the  newspapers  report  on  the  deaths  of  such 
children  from  time  to  time.  A New  York  Times 
article  reported  that  more  than  800  city  residents, 
including  200  teenagers,  died  in  1969  of  heroin 
poisoning.*®  Of  these  55  were  sixteen  years  of  age 
or  younger.  Another  New  York  Times  article, 
dated  December  16,  1969,  reported  the  death  of  a 
twelve-year-old  boy  who  died  from  an  overdose  of 
heroin.  Michael  Baden,  M.D.,  Associate  City 
Medical  Examiner,  stated  that  the  number  of 
children  and  teenagers  dying  from  heroin  over- 
doses had  increased  300  per  cent  in  the  last  year. 
The  New  York  Times  reported  a record  number  of 
224  teenagers  in  New  York  City  shot  heroin  in  their 
veins  and  died  from  it  in  1969.*^  Of  this  group,  1 
was  twelve,  1 was  thirteen,  3 were  fourteen,  and  15 
were  fifteen  years  old.  Another  New  York  Times 
article  quoted  Judianne  Densen-Gerber,  M.D., 
the  clinical  director  of  Odyssey  House,  a thera- 
peutic institution  for  drug  addicts,  as  estimating 
that  by  the  summer  of  1970  there  would  be  100,000 
children  addicted  to  heroin.** 

Those  who  wish  to  retain  the  severe  penalties  for 
marihuana  usage  or  sale  insist  that  most  mari- 
huana users  will  even-^ually  resort  later  to  using 
more  dangerous  drugs,  such  as  heroin.  Some  of 
my  own  patients  have  shifted  in  this  direction  and 
blame  it  on  the  intensive  warfare  recently  waged 
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against  marihuana  introduction  from  Mexico  and 
Europe.  Other  individuals,  including  other  pa- 
tients, deny  that  the  majority  ever  resort  to  heroin 
usage. 

Why  the  current  drug  problem? 

Many  attempts  have  been  made  to  explain  the 
ever-increasing  drug  problem  in  our  culture.  The 
Vietnam  War,  the  draft,  and  so  on,  have  been  used 
to  explain  why  our  older  teenagers  are  “alienated.” 
Many  are  forced  to  go  to  college  when  they  have 
little  or  no  interest  in  a higher  education.  We 
know  that  some  college  students  use  drugs  as  a way 
of  “dropping  out,”  while  others  use  drugs  only  oc- 
casionally, such  as  at  a party  on  Saturday  night. 
Freedman  and  his  staff  at  the  New  York  Medical 
College  have  been  making  an  intensive  study  of 
drug  usage  among  high  school  students.  In  a 
report  presented  to  the  American  Psychiatric  As- 
sociation Freedman  et  made  a comparison  of 
drug  users  and  nonusers  among  affluent  high 
school  youth.  They  found  that  among  the  users 
the  drugs  of  choice  were  marihuana,  followed  by 
amphetamines,  and  then  psychedelic  drugs.  The 
drug  users  were  more  inclined  to  use  tobacco  and 
alcohol  than  the  nonusers  and  to  have  other  drug 
users  as  friends.  A greater  proportion  of  the  drug 
users  came  from  nonintact  families.  They  dis- 
claimed religious  affiliations;  none  of  the  drug 
users  ever  attended  religious  services,  while  half 
of  the  nonusers  attended.  The  drug  users  had  a 
more  negative  attitude  toward  school,  while  the 
nonusers  participated  in  extracurricular  activities 
and  had  an  interest  in  attending  college.  The  drug 
users  were  more  likely  to  view  the  civil  rights  move- 
ment as  not  militant  enough  than  nonusers.  They 
signed  petitions,  participated  in  marches,  and 
joined  activist  groups.  Nonusers  were  more  in- 
volved with  their  families,  had  a more  positive  at- 
titude toward  school,  and  were  more  active  in 
school  organizations.  Freedman  et  a/. point  out 
that  drug  usage  may  be  taken  as  a sign  of  youth- 
ful experimentation;  adolescents  are  willing  to  try 
anything.  Drug  usage  is  also  a visible  sign  of  dis- 
sent, to  show  conflict  with  the  older  “establish- 
ment” generation. 

Offer,  Marcus,  and  Offer*'*  have  been  studying 
so-called  normal  adolescent  boys  for  the  last  seven 
years.  In  their  follow-up  study  of  73  subjects,  84 
per  cent  went  on  to  college,  14  per  cent  joined  the 
Armed  Forces,  and  4 per  cent  were  working  full 
time.  The  majority  of  the  subjects  respected  their 
parents,  wanted  to  be  like  them,  and  believed  that 
their  parents  understood  them.  Smoking  mari- 
huana was  not  a norm  for  this  group;  22  per  cent 
had  smoked  marihuana  at  least  once.  When  half 
of  those  who  tried  it,  abandoned  it  after  one  or  two 
occasions,  they  explained,  “1  couldn’t  see  any  point 
in  it.”  Or,  “It  didn’t  seem  to  mean  much  to  me, 
but  I had  to  try.”  One  boy  smoked  marihuana 


continuously  when  in  the  midst  of  a depression 
following  his  father’s  death.  None  of  the  individ- 
uals reported  the  use  of  LSD  or  any  other  drug. 
Some  condemned  the  practice  saying,  “You  must 
be  way  off  in  left  field  to  want  to  try  that  stuff.  ” 

In  my  own  private  practice,  the  majority  of  my 
children  and  teenage  patients  who  use  drugs  are 
individuals  who  have  been  psychiatrically  dis- 
turbed for  many  years.  These  are  not  the  individ- 
uals who  use  drugs  weekends  at  a party  but  those 
who  tend  to  use  it  as  a substitute  for  other  satis- 
factions in  life. 

Case  reports 

Case  1.  A boy,  aged  twelve,  has  been  a patient  of 
mine  for  approximately  two  years.  His  parents  were 
divorced,  and  both  had  remarried.  Although  he  was  a 
boy  of  very  superior  intelligence,  with  a full  scale  intel- 
ligence quotient  over  140,  he  was  doing  poorly  academ- 
ically in  a private  school.  He  was  in  frequent  conflict 
with  his  teachers  and  other  classmates.  He  had  many 
fears  and  anxieties  and  had  made  many  suicidal  threats 
and  a few  suicidal  gestures.  At  the  age  of  eleven,  w’hile 
away  at  camp  during  the  summer,  he  had  access  to  and 
smoked  marihuana  on  many  occasions.  He  said,  “I 
took  one  joint  of  it  from  a girl.  It  was  like  being  drunk. 
The  girl  I was  with  got  blurry.  I was  trying  to  ‘make 
out’  with  this  girl  but  my  eyes  got  teary.  It  cost  too 
much  for  me  to  get  it  very  often.  At  home,  my  mother 
lets  me  drink  wine  and  I get  very  dopey.  I haven’t  had 
anything  lately,  because  I’m  scared  of  the  police.” 

Case  2.  A girl  was  referred  to  me  at  the  age  of  four- 
teen. Her  parents  were  divorced.  She  was  an  only 
child.  The  mother  stated  that  the  girl  had  begun  to 
show  a personality  change  about  a year  earlier.  She  be- 
came dirty  and  unkempt.  She  had  been  associating 
with  “an  undesirable  element  in  the  neighborhood”  and 
had  been  physically  assaultive  to  her  mother.  One  eve- 
ning the  girl  did  not  return  home  on  time  from  a school 
dance,  and  when  the  mother  went  to  look  for  her,  the  girl 
assaulted  the  mother  and  tried  to  throw  her  over  an  em- 
bankment and  kill  her.  At  home  she  choked  the  mother, 
kicked  her,  and  threatened  to  burn  her  mother’s  clothes 
and  destroy  the  contents  of  the  apartment.  The  girl 
had  written  notes  threatening  suicide.  She  refused  to 
bathe,  urinated  on  the  rug,  and  left  used  menstrual  pads 
lying  around  on  the  floor.  The  mother  suspected  she  had 
been  using  drugs,  because  she  found  morning  glory  seeds 
in  her  purse.  She  had  also  been  asking  her  mother  to 
buy  her  beer. 

The  girl  was  seen  in  my  office  for  one  interview.  She 
blamed  all  her  problems  on  her  “nagging”  mother.  She 
agreed  to  return  for  further  treatment,  but  instead  sbe 
stole  money  and  ran  away  with  some  boys.  It  became 
necessary  to  admit  her  to  the  hospital.  We  then  learned 
that  she  had  been  using  marihuana  and  had  had  some 
intravenous  drugs  which  she  thought  might  have  been 
heroin  or  methamphetamine. 

In  this  case  also,  the  girl’s  disturbed  mental  behavior 
preceded  her  drug  usage  by  many  months. 

Case  3.  A typical  “hippie”  with  shoulder  length 
hair,  faded  dungarees,  and  a dirty  shirt  and  sneakers 
was  referred  by  the  family  pediatrician  because  he  was 
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repeatedly  setting  fires  in  his  family’s  apartment.  The 
parents  shared  the  same  apartment  but  quarrelled 
I frequently  and  often  threatened  to  divorce  in  front  of 
I the  children.  The  mother  reported  that  the  boy’s  prob- 
I lems  dated  hack  for  at  least  eight  or  nine  years.  He  had 
t always  resented  parental  authority.  He  had  a marked 
• dislike  of  school  from  the  first  grade  on  and  refused  to  do 
any  homework. 

The  patient  refused  to  come  to  my  office  for  the  first 
interview,  and  I went  to  his  home.  He  knew  I was  ex- 
pected, so  he  made  a shambles  of  his  room  by  emptying 
the  contents  of  all  his  drawers  onto  the  floor.  He  removed 
all  his  books  from  the  bookshelves  and  threw  them  on  the 
floor.  He  told  the  mother  he  did  this  so  that,  when  the 
doctor  came,  he  could  see  “what  a slob  of  a housekeeper’’ 

' the  mother  was. 

I It  was  necessary  to  place  this  boy  in  a hospital  when 
1 the  police  found  him.  In  the  hospital  he  revealed  that  he 

* had  been  sniffing  carbona,  “because  he  got  the  same 
I reaction  from  that  as  from  smoking  marihuana.”  He 
- also  asked  his  mother  to  get  him  morning  glory  seeds. 

He  had  used  marihuana  and  “speed.” 

I Here  again,  the  boy’s  emotional  problems  preceded  his 
t use  of  drugs  by  many  years. 

• Case  4.  A girl,  aged  fifteen,  was  referred  to  me  by  her 
! mother’s  psychiatrist.  She  had  already  been  admitted 

to  two  different  psychiatric  facilities  of  a general  hos- 
' pital  and  had  been  dismissed  from  the  second  one  be- 
cause, while  out  on  a pass,  she  had  obtained  marihuana 
and  brought  it  into  the  hospital  for  the  use  of  other  pa- 
tients. She  then  ran  away,  was  picked  up  by  the  police 
a few  days  later,  and  I saw  her  in  my  office. 

She  was  in  a highly  excitable  state.  She  wept  fre- 
quently and  was  alternately  sarcastic  and  obscene.  She 
accused  me  of  misinterpreting  her  statements  and  of  try- 
ing to  get  her  upset.  She  frequently  contradicted  state- 
ments she  had  made  a few  minutes  earlier.  A report 
from  one  of  the  hospitals  where  she  had  been  previously 
indicated  she  had  been  using  marihuana,  hashish,  LSD, 
amphetamines,  and  alcohol.  She  had  been  dating  older 
“undesirable”  men.  She  associated  with  a group  of 
older  adolescents  who  loitered  in  coffee  houses  and  bars 
in  Greenwich  Village.  She  had  been  a truant  from 
school  and  held  parties  at  her  home  when  her  parents 
were  away.  The  report  from  a former  therapist  indicat- 
ed that  her  symptoms  were  suggestive  of  a schizophrenic 
process,  but  she  did  not  have  overt  symptoms  and  could 
not  be  committed. 

The  girl  calmed  down  after  my  first  session  with  her 
and  agreed  to  have  therapy  and  not  to  run  away.  How- 
ever, she  did  leave  home  again  and  later  returned  home, 
reporting  she  had  been  sharing  a “pad”  with  several 
others.  She  was  now  very  dirty,  was  wearing  someone 
else’s  clothes,  and  had  body  lice. 

The  girl  refused  treatment  with  me,  and  the  parents 
decided  to  let  her  “be  on  her  own.”  The  mother  had 
been  emotionally  disturbed  and  had  made  one  suicidal 
attempt.  The  parents  fought  openly  and  frequently. 
Later  the  girl  ran  away  and  was  found  in  another  part 
of  the  continent.  I made  several  efforts  to  find  a resi- 
dential treatment  center  for  her,  but  in  the  meanwhile 
she  had  run  away  again. 

This  girl  is  representative  of  a large  group  of 
young  teenagers  who  run  away  from  home  to  go  to 


the  Haight-Ashbury  district  of  San  Francisco,  or  to 
Greenwich  Village,  or  East  Village  in  New  York 
City.  There  they  associate  with  other  youths  of 
both  sexes  and  share  food,  clothes,  and  so  on.  Fre- 
quently, they  wear  each  other’s  clothes.  One  or 
two  girls  would  work  as  waitresses  in  the  nearby 
coffee  houses  to  obtain  money  for  food  for  the 
group.  This  patient,  as  well  as  several  other  pa- 
tients of  mine,  became  infested  with  fleas,  lice, 
bedbugs,  and  so  forth. 

At  the  January  21,  1970,  meeting  of  the  New 
York  Society  for  Adolescent  Psychiatry,  Deputy 
Police  Inspector  Joseph  Fink,  stationed  in  the  East 
Village  area  of  Manhattan,  reported  on  changes 
in  the  hippie  movement  in  the  last  three  years. 
Inspector  Fink  stated  that  one  of  the  first  big  con- 
frontations occurred  at  Tompkins  Square  on  May 
30,  1967,  when  200  individuals,  known  as  the 
provo  group  participated  in  “be-ins,”  “love-ins,” 
“smoke-ins,”  and  “nude-ins.”  The  provo  group, 
under  the  leadership  of  a seventeen-year-old  youth, 
operated  for  approximately  seven  months.  One 
of  the  leaders  had  escaped  from  an  Ohio  mental 
institution.  The  first  group  shared  food,  clothes, 
and  “pads,”  and  usually  shared  sexual  partners. 
Use  of  marihuana  was  prevalent. 

A second  group,  known  as  the  “diggers,”  then 
became  prominent.  They  opened  free  stores  and 
gave  away  clothing,  food,  and  so  on.  At  first  they 
emphasized  “love-ins,”  but  signs  changed  to  “be- 
ware of  the  dog,”  because  others  joined,  infiltrated, 
and  took  over  the  domination  of  the  group. 

The  third  group,  a motorcycle  group,  were 
known  as  “Hell’s  Angels.”  They  used  chains  to 
whip  others  and  practiced  various  forms  of  torture 
on  their  victims.  They  burnt  to  death  one  nine- 
teen-year-old girl. 

In  1968,  a fourth  group,  known  as  the  “yippies,” 
(Youth  International  Party)  was  organized  by 
Abbie  Hoffman,  the  author  of  Revolution  for  the 
Hell  of  It,  and  by  Jerry  Rubin.  The  yippies  tried 
to  satirize  established  institutions.  They  orga- 
nized the  march  on  the  Pentagon  and  were  in- 
volved actively  in  the  Chicago  Democratic  Con- 
vention melee. 

A fifth  group,  known  as  the  “crazies,”  disrupt 
meetings,  and  so  forth. 

Criminal  elements  and  emotionally  disturbed 
sadists  preyed  on  the  young  unsophisticated 
“flower  children.”  They  often  forced  them  to 
perform  sexual  acts,  and  then  the  girls  had  to  have 
sex  with  several  of  the  group.  If  individuals  re- 
fused, they  were  flogged  or  chained,  and  some  were 
killed. 

Inspector  Fink  states  that  as  a result  most  of  the 
young  hippies  of  1967  are  no  longer  in  East  Village. 
Some  of  them  have  returned  to  home,  school,  or 
other  aspects  of  the  “establishment.”  One  of  the 
discussants  of  Inspector  Fink’s  investigation  stated 
that  the  groups  have  migrated  to  smaller  commu- 
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nities  away  from  the  New  York  and  San  Francisco 
areas. 

West  and  Allen^°  also  report  on  the  hippies, 
yippies,  diggers,  and  provos.  These  authors  stress 
that  there  are  three  rebellions:  red,  black,  and 

green.  The  red  rebellion  refers  to  the  new  left. 
Students  for  Democratic  Society  (SDS),  Students 
Nonviolent  Coordinating  Committee  (SNCC),  and 
the  Anti-Vietnam  war  movement.  The  black  re- 
bellion refers  to  the  Negro  revolt  in  its  more  stren- 
uous manifestations.  The  green  rebellion  is  so 
called  since  it  symbolizes  love  of  nature,  flower 
children,  and  “grass.” 

There  are  marked  differences  in  these  three 
groups.  According  to  West  and  Allen, “The 
red  rebellion  is  political,  theoretical,  intellectual 
and  radical.  The  black  rebellion  is  economic, 
social,  racial  and  activist.  The  green  rebellion  is 
cultural,  religious,  mystical  and  passively  pharma- 
cological.” 


Proposals  for  changes  in  law 

The  following  questions  have  been  asked  for 
many  years:  Is  marihuana  a narcotic?  Is  it,  in 

itself,  a dangerous  drug  to  which  one  becomes  ad- 
dicted? Does  the  use  of  marihuana  inevitably  lead 
to  the  use  of  stronger  drugs?  Does  every  mari- 
huana user  end  up  as  a heroin  addict?  Is  mari- 
huana per  se  a drug  that  can  produce  chronic 
psychotic  states  in  a relatively  stable  individual‘s 
Does  marihuana  have  a “mind-expanding”  effect, 
so  that  one  has  greater  appreciation  of  art,  music, 
and  so  on,  from  using  the  drug?  Do  the  benefits  of 
LSD  outweigh  the  potential  dangers?  Is  LSD 
mind  expanding  or  mind  destroying?  Is  LSD  a 
benefit  in  the  therapy  of  alcoholism  and  some 
forms  of  neuroses? 

Depending  on  one’s  prejudices  or  experiences, 
one  may  either  advocate  the  use  of  these  drugs  or 
condemn  them  completely.  What  are  the  real 
facts?  How  much  research  has  been  done? 

It  is  my  impression  that  young  people,  as  well  as 
professionals,  are  increasingly  aware  of  the  harm 
that  comes  from  the  use  of  LSD,  harm  not  only 
potentially  to  one’s  genes  but  also  to  one’s  mental 
equilibrium.  The  attitude  toward  marihuana, 
however,  is  quite  different,  and  many  writers  state 
it  is  less  harmful  to  smoke  pot  on  Saturday  night 
than  to  drink  two  or  three  Martinis.  Prior  to  1937, 
physicians  could  prescribe  marihuana,  but  in 
October,  1937,  the  importation,  manufacture,  pro- 
duction, administration,  or  even  the  giving  away 
of  marihuana  was  prohibited.  Severe  penalties 
were  imposed  under  this  Federal  law.  Since  then, 
most  states  have  also  introduced  laws  dealing  with 
marihuana  usage.  In  some  states  if  one  is  even  in 
a room  with  someone  else  who  has  marihuana,  and 
the  first  person  is  unaware  of  this,  he  can  be 
arrested,  fined,  and  imprisoned.  The  mere  pos.ses- 


sion (without  use  or  sale)  can  lead  to  a severe  fine 
plus  imprisonment  for  many  years. 

It  has  been  conservatively  estimated  that  from 
12  to  20  million  citizens  in  the  United  States  have 
used  marihuana  at  least  once.  Where  can  we  find 
prisons  for  all  of  these  offenders?  Is  it  realistic 
to  punish  the  individual  who  is  talked  into  “trying 
just  one  joint”  to  the  same  degree  one  would  punish 
the  underworld  person  who  sells  “pot,”  LSD, 
“speed,”  and  heroin? 

Although  a few  reports  have  been  issued  dealing 
with  research  on  the  effects  of  marihuana  on  auto- 
mobile driving,  school  work,  and  so  forth,  much 
more  research  needs  to  be  done.  At  present,  drug 
research  is  discouraged  rather  than  encouraged. 
Recently,  Psychiatric  News,  the  official  newspaper 
of  the  A.P.A  (American  Psychiatric  Association), 
called  for  a change  in  the  marihuana  laws.'^*^  The 
article  indicates  that  the  A.P.A.  board  of  trustees 
has  approved  a resolution  of  the  assembly  of  dis- 
trict branches  calling  for  a “cessation  of  dispropor- 
tionate penalties  for  marihuana  possession  and 
use.”  The  resolution  also  urges  increased  research 
on  marihuana  and  that  marihuana  be  classified 
as  a “dangerous  drug”  rather  than  as  a “narcotic.” 

A recent  article  in  the  Medical  Tribune  and 
Medical  News  indicates  that  the  Food  and  Drug 
Administration  is  attempting  to  limit  any  medical 
research  on  tetrahydrocannabinols.^"  It  prohibits 
any  experimentation  without  prior  approval  of  the 
commissioner  of  Food  and  Drugs.  In  my  opinion, 
research  should  be  encouraged  and  expanded,  so 
that  we  may  obtain  more  definitive  and  reliable 
information  about  the  dangers  or  harmlessness  of 
this  drug. 

Motivations  for  drug  usage 
among  the  young 

Psychiatrists  are  becoming  more  and  more  con- 
cerned over  the  drug  problem  and  are  attempting 
to  find  factors  related  to  drug  taking  and  to  offer 
suggestions  for  remedying  the  situation.  Cam- 
eron,-**^ of  the  World  Health  Organization,  reviewed 
the  drug  scene  in  various  countries.  He  believed 
that  young  people  use  drugs  (1)  for  “kicks,”  (2) 
to  belong  to  a clique  or  group,  and  (3)  to  cope  with 
depression,  violent  impulses,  and  fears  of  insanity. 

Keeler*^  studied  54  users  of  marihuana.  He 
reported  that  curiosity  and  the  desire  to  “go  along” 
with  friends  were  the  principal  motivations.  Most 
of  them  who  continued  to  use  the  drug  did  so  to  ob- 
tain relief  from  tension  and  inhibitions.  Twenty- 
six  of  40  individuals  who  persisted  in  drug  usage 
claimed  they  sought  primarily  to  relax,  to  feel  good, 
to  forget  their  worries,  to  be  relieved  of  tensions 
and  inhibitions,  or  to  experience  a state  in  which 
they  could  “blow  off  steam.”  Thirty-four  of  the 
group  reported  that  they  experienced  more  “well 
being”  and  “racing  thoughts”  than  would  be  pro- 
duced by  alcohol  or  barbiturates.  Four  of  the 
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group  said  their  principal  motivation  was  to  gain 
insight  into  their  psychologic  problems,  h'ourteen 
I of  this  group  said  they  had  used  the  drug  only  a few 
I times.  They  said  they  stopped  because  of  adverse 
reactions,  such  as  uncomfortable  anxiety  or  un- 
comfortable depression. 

Philip""’  discussed  the  personality  of  psychedelic 
drug  users,  especially  in  the  college  group,  dif- 
I ferentiating  the  “hippie”  type  from  the  “straight” 
students.  This  latter  group  included  college  ath- 
letes, short-haired,  clean-cut,  business,  and  en- 

Igineering  majors  who  used  the  drug  recreationally. 
In  contrast,  he  describes  those  individuals  who  are 
“into  drugs”  or  “freaked  out”  as  follows:  “In 

general,  their  common  characteristics  seem  to  in- 
I elude  the  following  aspects:  Their  renunciation  of 
ordinary  value  and  societal  institutions  as  an  ex- 
pression of  what  has  been  called  the  ‘anarchistic 

I attitude,’  or  the  ‘new  student  nihilism’  . . . more 
often  than  not  they  put  on  a show  of  nonconformity 
in  personal  hygiene  as  well  as  in  their  attire,  man- 
I ners  and  attitudes  toward  what  they  regard  as  the 

I ‘establishment.’  ” 

Philipp"  reports  this  group  as  having  a low-grade 
chronic  depression,  a tense  bro(xling  resentfulness. 
I Even  in  a group,  once  they  “turn  on”  they  are 

' “stoned,”  and  each  is  alone  and  absorbed  with 

himself.  They  are  preoccupied  with  issues  of  per- 
sonal identity.  They  talk  repeatedly  and  compul- 
sively about  drugs.  Philip  wTites:  “The  under- 

lying motivation  for  such  drug  use  is  not  pleasure 
but  the  avoidance  of  emotional  pain.” 

Lipinski  and  Lipinski^'  made  a two-year  study  of 
university  students  who  used  drugs.  Their  find- 
ings were  similar  to  others:  Students  used  drugs 

because  of  curiosity,  experimentation,  and  per 
sonal  challenge.  They  believed  if  they  did  not 
use  the  drugs,  they  would  be  left  behind  socially  or 
would  be  missing  something.  Several  claimed 
they  used  the  drug  to  “find  the  real  meaning  of 
the  world”  or  to  seek  answers  to  philosophic  or 
personal  problems.  These  problems  were  in  the 
area  of  deep-seated  feelings  of  inadequacy  with  the 
associated  profound  feelings  of  shame.  Many  of 
the  students  felt  isolated  and  unable  to  communi- 
cate or  to  find  meaning  in  their  relationship  with 
others.  They  used  the  drug  in  the  hope  of  better 
communication  and  more  valuable  interchange  of 
life  with  others. 

Kleber^-  made  a study  of  21  college  students  in 
another  university  who  had  been  using  drugs. 
Half  of  these  had  received  therapy  at  a school 
mental  hygiene  clinic.  The  most  common  agents 
used  there  was  peyote  (mescaline),  because  it  could 
be  obtained  legally  in  Texas. 

About  one  third  of  these  students  were  judged 
unstable,  a third  somewhat  functionally  impaired, 
and  the  last  third  relatively  stable.  The  unstable 
group  used  the  drug  to  help  solve  their  problems, 
while  the  normal  group  said  they  used  drugs  out  of 


curiosity  or  a desire  for  new  experiences  and  to  go 
along  with  friends.  Homosexual  material  or  ap- 
prehension about  sex  while  under  the  drug  was 
reported  by  66  per  cent  of  subjects,  while  48  per 
cent  claimed  that  drug  use  had  improved  their 
lives,  leading  to  improved  interpersonal  relations, 
increased  self-understanding,  increased  aesthetic 
appreciation,  and  a better  understanding  of  the 
world  around  them.  Adverse  effects,  including 
anxiety  reactions,  persistent  hallucinosis,  worsen- 
ing of  psychiatric  symptoms,  and  psychologic  ha- 
bituation were  indicated  in  24  per  cent. 

Savitt^*  ^^has  made  psychoanalytic  studies  of 
the  addiction  process.  He  indicates  that  one  may 
become  addicted  not  only  to  drugs,  but  also  to  food, 
gambling,  hypersexuality,  and  so  on.  He  writes 
that  the  personalities  of  these  individuals  have 
certain  features  in  common.  These  are:  “(1) 

Impulsivity,  i.e.,  whatever  the  person  desires,  is 
acted  upon  at  once,  without  thinking  of  the  con- 
sequences. (2)  Intolerance  of  tension  and  psychic 
pain,  i.e.,  frustration  and  delay  of  gratification  are 
unbearable.  (3)  Insatiability,  i.e.,  the  addict  is  a 
greedy  person  who  never  seems  to  get  enough.  He 
can  only  take  he  cannot  give.”  Savitt’s  studies  in- 
cluded prolonged  psychoanalytic  investigation  and 
therapy  of  several  patients,  and  he  traces  their 
problems  back  to  early  childhood  disturbances. 

It  is  this  author’s  belief  that  the  increasing  drug 
usage  is  only  one  evidence  of  serious  emotional  dis- 
turbance in  our  young  people.  These  disturbances 
have  been  recognized  for  years,  and  psychiatrists 
have  been  advocating  formation  of  additional  psy- 
chiatric clinics  and  inpatient  services  to  take  care 
of  a major  medical  problem.  A digest  of  the  final 
report  of  the  Joint  Commission  on  Mental  Health 
of  Children  states. 

At  least  ten  million  of  our  young  people  under  25, 
are  thought  to  suffer  from  mental  and  emotional  dis- 
orders. It  is  estimated  that  six-tenths  per  cent  are 
psychotic  and  that  another  two  to  three  per  cent  are 
severely  disturbed.  An  additional  eight  to  ten  per 
cent  are  in  need  of  some  kind  of  help  from  knowledge- 
able persons.  These  children  and  young  people  are 
crippled  in  their  ability  to  learn,  to  relate  to  others,  to 
see  the  real  world  as  it  is,  or  to  adequately  handle  their 
impulses  of  anger,  fear  and  sex  interest.  They  do  not 
feel  that  they  are  a vital  and  effectual  part  of  society. 
The  future  seems  to  promise  only  more  such  human 
tragedies."'® 

The  report  goes  on  to  indicate  that  there  is  no 
community  in  the  United  States  that  has  all  the 
facilities  needed  for  the  care,  education,  guidance, 
and  treatment  of  mentally  ill  and  emotionally  dis- 
turbed children.  Many  ill  and  disturbed  children 
are  improperly  diagnosed  and  are  institutionalized 
as  retarded  or  delinquent. 

In  connection  with  programs  to  prevent  drug 
usage  specifically,  a few  research  programs  have 
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been  initiated.  One  of  these  is  reported  by  Unger- 
leider  and  Bowen. These  authors  worked  with 
California  high  school  students  and  set  up  preven- 
tive programs  to  reach  students  before  they  enter 
college.  Within  the  last  three  years,  these  two 
authors  spoke  to  250,000  high  school  and  college 
students,  and  they  introduced  an  experimental 
study  aimed  at  the  prevention  of  drug  usage.  They 
helped  introduce  drug  information  programs  at 
various  schools.  The  workers  used  an  “ombuds- 
man” approach  within  the  schools.  Mr.  Bowen, 
one  of  these  authors,  was  a high  school  athletic 
coach  and  a sophomore  science  teacher.  He  was 
released  to  devote  full  time  to  becoming  knowl- 
edgeable about  the  drug  problem.  He  spent  four 
months  working  directly  with  the  San  Jose  police 
department  narcotics  detail.  He  interviewed  teen- 
agers and  adults  who  have  been  arrested  for  using 
drugs.  He  went  on  raids,  he  helped  write  up  police 
records,  and  he  attended  court  hearings.  He  was 
also  involved  in  all  the  day-to-day  details  in  the 
control  of  drug  abuse:  finding  open  fields  with 

opiate  poppy  plants  and  watching  bulldozing  crews 
destroy  them.  He  also  worked  in  the  criminology 
laboratory  to  learn  to  identify  drugs.  He  worked 
with  the  Mexican  government  and  the  police  chief 
of  Tijuana,  Mexico.  He  also  spent  time  at  the 
University  of  California,  Los  Angeles,  Neuropsy- 
chiatric Institute  where  he  interviewed  patients 
suffering  from  adverse  drug  reactions. 

On  his  return  to  the  high  school,  he  used  many 
approaches  to  work  with  youths  who  were  either 
using  or  were  curious  about  using  drugs.  He  had 
no  obligation  to  reveal  anything  to  the  police  or  to 
the  school  administration. 

The  authors  report  that  in  some  high  schools 
drug  usage  has  become  a puberty  rite.  Not  all  of 
the  adolescents  using  drugs  need  psychiatric  treat- 
ment, nor  would  many  of  their  parents  seek  pro- 
fessional help  until  their  child  was  arrested.  This 
project  was  designed  to  reach  youngsters  much 
earlier  in  the  course  of  their  drug  experimentation 
and  to  educate  the  potential  users  about  the  drug 
problem.  The  writers  stress  that  this  “ombuds- 
man” should  not  be  a person  who  privately  uses 
drugs  “to  be  one  of  the  boys.” 

In  their  concluding  paragraph  Ungerleider  and 
Bowen"*^  write:  “The  ombudsman  may  best  be 

described  as  a parent  surrogate  who  is  ‘not  square’ 
(but  who  does  not  use  ‘pot,’  ‘acid,’  or  ‘speed’),  who 
is  not  afraid  of  discussing  drugs,  and  who  has  some 
training  in  recognizing  severe  degrees  of  emotional 
disorder — enough  to  refer  the  chronic  drug  abuser 
(rather  than  the  curious  experimenter)  for  further 
help.” 

Another  approach  in  prevention  and  treatment 
has  been  suggested.  A New  York  Times  article 
contains  a report  of  the  ninety-third  annual  meet- 
ing of  the  New  York  State  Bar  Association,  which 
was  addre.ssed  by  Lawrence  W.  Pierce,  chairman 


of  the  State  Narcotic  Addiction  Control  Commis- 
sion.Mr.  Pierce  advocates  that  the  police  use 
counseling  procedures  instead  of  arrests  in  cases 
involving  youths  under  eighteen  who  are  caught 
experimenting  with  marihuana.  Such  counseling 
is  currently  used  for  youths  committing  minor  in- 
fractions of  the  law.  He  recommended  a procedure 
whereby,  instead  of  arrest  and  subsequent  criminal 
process,  details  of  the  case  are  recorded,  the  of- 
fender’s parents  are  called  in  for  a conference,  and, 
if  necessary,  the  case  is  referred  to  a social  agency. 
Mr.  Pierce  reported  that  in  1968  the  Juvenile  Aid 
Bureau  of  the  police  department  processed  49,000 
youngsters  under  sixteen  in  this  way.  However, 
as  of  now,  the  procedure  is  not  routine  for  drug 
users. 

At  the  same  meeting,  Mr.  Eugene  Gold,  the 
Brooklyn  district  attorney,  stated  that  the  method 
preferred  by  lawyers  and  defendants  was  the  Youth 
Counsel  Bureau.  If,  after  arrest,  an  offender  is 
considered  suitable  for  referral  to  the  bureau,  his 
trial  is  postponed  three  or  four  months.  If  he  stays 
out  of  further  trouble  and  consults  periodically 
with  the  bureau,  charges  against  him  are  dismissed 
when  his  case  comes  up.  Under  this  recommended 
procedure  felony  and  misdemeanor  charges  rising 
from  marihuana  usage  would  be  reduced  to  of- 
fenses. 

A New  York  Times  editorial  discusses  the  seri- 
ousness of  the  drug  problem,  commenting  on  the 
death  of  224  teenagers  in  New  York  City  in  1969.^® 
The  editorial  comments  on  the  “utter  inadequacy 
of  the  governmental  response  ...”  and  of  the 
attempt  of  city  officials  to  block  release  of  statis- 
tics, or,  “Why  they  failed  to  launch  a preventive  or 
rehabilitation  program  of  the  scope  clearly  re- 
quired. They  have  instead  sought  to  close  down 
the  Bronx  Odyssey  House,  the  only  facility  in  the 
country  devoted  solely  to  the  rehabilitation  of 
teenage  addicts.  They  summoned  Dr.  Judianne 
Denson-Gerber,  director  of  the  program,  into  crim- 
inal court  on  charges  of  violating  a building  code 
provision  against  overcrowding.  She  faces  a jail 
term.” 

The  editorial  recommends  using  unused  build- 
ings as  private  treatment  centers  and  launching 
educational  programs  on  drugs  to  reach  youngsters 
in  the  lowest  school  grades.  The  editorial  also 
recommends  that  the  Federal  government  help 
underwrite  city  and  state  efforts  in  these  areas. 

An  article  in  the  New  York  Times  reports  on  a 
seminar  sponsored  by  DYNATEK,  Advanced 
Education  Institute. There  were  250  top  ad- 
ministrators and  faculty  members  from  public, 
private,  and  parochial  schools,  and  colleges  from 
all  over  the  country.  (There  were  no  representa- 
tives from  the  New  York  City  schools.)  The 
speakers  blamed  educators  in  general  for  not  rec- 
ognizing or  dealing  effectively  with  the  problem. 
They  pointed  out  the  need  for  the  education  of 
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students  about  drug  dangers.  At  present,  in  New 
York  City’s  900  schools,  only  12  have  any  drug 
education  program. 

A radio  program  on  February  7,  1970,  indicated 
that  under  the  existing  vState  Narcotic  Control  Act, 
facilities  were  available  only  for  those  already 
addicted  or  who  were  "in  great  danger  of  addic- 
tion.” It  was  reported  that  only  4,500  persons 
were  receiving  treatment  in  the  entire  State,  and 
of  these,  approximately  3,000  were  receiving  treat- 
ment in  New  York  City  in  public  and  private 
facilities,  including  Phoenix  House,  Odyssey 
House.  Hilltop,  and  so  on.  It  was  estimated  that 
at  least  100,000  addicts  in  the  city  were  in  need  of 
treatment. 

Baden,-’'  the  director  of  the  Laboratory  for  Ad- 
dictive Drugs,  Office  of  the  Chief  Medical  Exam- 
iner, New  York  City,  stresses  the  need  for  certain 
routine  procedures  to  test  for  drugs  in  suspected 
individuals.  He  indicates  that  the  suspect  is  often 
uncooperative  and  dishonest.  He  believes,  “Urine 
analysis  has  proved  to  be  the  most  effective,  reli- 
able, and  accurate  method  for  routine  testing  of 
the  various  opiates,  barbiturates,  amphethamines 
and  quinine  (often  used  to  dilute  heroin).”  He 
reports  that  blood  analysis  is  limited  by  legal  and 
technical  difficulties  and  that  at  present,  “There 
are  no  practical  methods  available  for  routine, 
accurate  identification  of  LSD  or  marihuana  in  the 
urine,  blood,  saliva  or  body  tissues.”  Baden^' 
recommends  that  urine  testing  should  be  an  inte- 
gral part  of  any  drug  abuse  prevention,  identifica- 
tion, rehabilitation,  or  monitoring  program. 

Summary  and  conclusions 

The  author  has  attempted  to  report  his  personal 
observations  on  the  New  York  City  drug  scene 
among  children  and  teenagers  during  the  last 
thirty-five  years.  In  the  1930s  those  children  and 
teenagers  w'ho  used  drugs  came  almost  exclusively 
from  the  socially  and  culturally  deprived  areas. 
Although  there  was  much  publicity  in  the  1930s 
about  marihuana  being  used  by  youngsters  before 
committing  serious  crimes,  research  studies  in  the 
1930s  and  1940s  failed  to  prove  these  charges. 

In  the  last  decade  there  has  been  a marked  in- 
crease in  the  use  of  “pep”  pills  (amphetamines), 
barbiturates  (“downs”),  as  well  as  mescaline, 
marihuana,  LSD,  and  heroin.  Reports  now  in- 
dicate that  drugs  are  being  sold  not  only  to  high 
school  but  even  to  grade  school  children.  News- 
papers report  many  deaths  from  heroin  in  indi- 
viduals under  the  age  of  sixteen. 

Adequate  research  is  needed  to  prove  or  disprove 
the  claim  that  marihuana  is  harmless  or  that  the 
use  of  marihuana  inevitably  leads  to  the  use  of 
stronger  drugs  such  as  heroin.  Existing  laws  ham- 
per research  in  this  area.  The  author  is  not  recom- 
mending the  legalization  of  marihuana  usage.  The 
potency  of  this  drug  varies  considerably  from  one 


country  to  another.  If  marihuana  were  legalized, 
there  would  soon  be  large  available  sources  of 
hashish.  Studies  from  Morocco  and  other  parts  of 
the  world  indicate  that  the  use  of  this  more  potent 
form  of  marihuana  produced  chronic  psychotic 
states  in  a considerable  percentage  of  the  popula- 
tion. 

The  author  believes  that  the  Federal  and  State 
laws  for  the  use  of  marihuana  should  be  diminished 
but  that  severe  penalties  for  the  sale  of  the  drug 
should  be  continued  until  further  adequate  re- 
search can  prove,  if  possible,  that  the  drug  is  in- 
nocuous. 

The  drug  problem  among  our  children  and  ado- 
lescents is  merely  one  aspect  of  the  emotional  dis- 
turbances of  the  1970s.  With  our  affluent  society, 
our  liberalization  of  abortion  and  contraceptive 
laws,  and  our  marked  change  in  ethical  and  moral 
standards  toward  premarital  sexuality,  it  is  quite 
understandable  why  at  least  10  per  cent  of  our 
youth  are  so  psychiatrically  disturbed  that  they 
need  professional  help. 

We  need  more  professional  people,  including 
psychiatrists,  psychologists,  and  psychiatric  social 
workers,  to  work  in  our  clinics  and  to  treat  dis- 
turbed individuals,  but  we  also  need  them  to  do 
preventive  work  in  our  schools.  In  the  specific  area 
of  prevention  for  the  drug  problem,  reference  is 
made  to  the  high  school  project  in  existence  in 
San  Jose,  California. 

My  own  studies  indicate  that  among  the  children 
and  teenagers,  there  are  two  reactions  from  drug 
users:  One  group  experiments  once  or  twice  be- 

cause of  group  pressure  and  then  may  continue  oc- 
casional weekend  use  or  stop  the  drug  completely. 
The  other  group  represents  individuals  who  have 
been  psychiatrically  disturbed  for  many  years  and 
who  go  from  one  drug  to  another.  These  indi- 
viduals should  have  had  treatment  long  before 
they  smoked  their  first  marihuana  cigaret.  I have 
cited  a few  cases  in  my  own  private  practice  indi- 
cating the  types  of  individuals  referred  to  in  the 
second  category. 

As  indicated  at  the  beginning,  I have  not  person- 
ally used  these  drugs,  and  I do  not  believe  that  it  is 
any  more  essential  that  I,  as  a psychiatrist,  experi- 
ment personally  with  drug  usage  before  I treat  such 
individuals  than  that  a pediatrician  take  corti- 
sone before  he  prescribes  it  for  some  of  his  patients. 

11  East  87th  Street 
New  York,  New  York  10028 
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To  establish  a frame  of  reference,  let  me  note 
that  it  is  the  juvenile  term  of  the  Family  Court 
which  has  jurisdiction  over  a broad  range  of  issues 
involving  the  well-being,  welfare,  and  behavior  of 
youngsters,  including  matters  of  delinquency, 
persons  in  need  of  supervision,  neglect,  abuse,  and 
custody.  Boys  to  the  age  of  sixteen  and  girls  to  the 
age  of  eighteen  years  may  appear  before  the  court 
as  delinquents,  that  is,  having  committed  acts 
which,  if  committed  by  adults,  would  be  crimes. 
Persons  in  need  of  supervision  are  those  who  have 
gotten  beyond  the  control  of  their  parents  and  en- 
gage in  behavior  which  is  socially  unacceptable, 
such  as  truancy,  running  away  from  home,  or 
sexual  promiscuity.  Neglected  or  abused  children 
are  those  whose  parents  have  failed  to  provide 
proper  care  or  physically  endangered  the  lives  of 
the  children. 

Involvement  of  probation  personnel 

Matters  which  are  processed  through  the  pre- 
court  or  intake  service,  on  which  I will  elaborate, 
appear  before  the  court  for  judicial  determination. 
When  a finding  of  fact  has  been  made,  these  mat- 
ters are  referred  to  the  probation  service  for  in- 
vestigation. Here,  the  information  gathering  and 
diagnostic  skill  of  probation  will  offer  some  as- 
sistance to  the  court  in  making  an  appropriate 
dispositional  decision,  such  as  dismissal,  place- 
ment (removal  from  the  home),  or  probation  super- 
vision. When  youngsters  or  families  are  placed 
under  the  supervision  of  the  probation  department, 
it  becomes  probation’s  task  to  work  with  the  indi- 
viduals to  effect  meaningful  changes  in  patterns  of 
behavior  to  minimize  the  potential  for  further  court 
involvement.  Of  course,  all  appropriate  commu- 
nity-based services  will  be  utilized  to  this  end. 

To  return  to  the  intake  or  precourt  service,  it  is 
most  important  to  understand  its  function,  since  it 
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diverts  from  the  court  process  those  matters  which, 
within  the  limitations  set  by  law,  may  be  resolved 
without  judicial  intervention.  For  example,  in 
matters  in  which  issues  of  fact  do  not  exist  and 
those  cases  in  which  short-term,  crisis  intervention, 
counseling,  or  referral  to  other  community-based 
services  will  suffice,  the  matter  never  reaches  the 
court  process.  1 point  this  out  to  highlight  the  win- 
nowing process  which  exists  within  our  structure. 
In  the  juvenile  term  of  the  Family  Court,  for  the 
twelve-month  period  ending  October  31,  1969, 
25,150  cases  were  handled  by  the  intake  service 
Of  these,  only  7,393  were  referred  for  investigation 
by  the  court.  Of  the  remaining  number,  there  were 
4,481  juvenile  court  cases  under  the  supervision  of 
the  probation  department.  This  selection  and  de- 
cision-making process  tends  to  bring  to  probation 
supervision  youngsters  and  situations  in  which  the 
potential  for  adjustment  in  the  community  exists, 
but  in  which  authoritarian  intervention  is  fairly 
clearly  indicated.  While  these  figures  include 
cases  in  all  the  categories  mentioned,  the  vast  bulk 
of  cases  inv'olve  youngsters  known  to  the  court  as 
delinquents  of  persons  in  need  of  supervision. 
Generally,  most  girls  appearing  before  the  court  do 
so  as  persons  in  need  of  supervision  and  boys  as 
delinquents,  although  in  the  latter  case  the  pro- 
portion has  slowly  been  reversing  itself  since  the 
introduction  of  the  person  in  need  of  supervision 
category  in  1962. 

The  office  of  probation  also  has  responsibility 
for  the  administration  of  the  juvenile  detention 
facility.  Juvenile  Center,  which  houses  those 
youngsters  appearing  before  the  court  who  are 
unable  to  return  to  their  own  homes  pending  dispo- 
sition by  the  court. 

Within  the  past  three  years,  what  appeared  to  be 
a rapid  increase  in  the  number  of  youngsters  in- 
volved in  drug  abuse  coming  to  the  attention  of  the 
office  of  probation  was  first  an  area  of  concern 
and  now,  I would  think,  alarm.  In  an  effort  to  gain 
a clearer  understanding  of  the  nature  and  scope 
of  the  problem  and  to  develop  knowledge  of  re- 
sources available  to  deal  with  it,  a study  was  un- 
dertaken about  two  years  ago  in  an  attempt  to  de- 
fine and  measure  the  problem  on  a city-wide  basis. 

Survey  technics 

A survey  was  conducted  in  the  juvenile  branches 
of  the  office  of  probation  in  the  five  boroughs  for 
the  period  October  7,  1968,  through  November  8, 
1968.  During  this  time,  all  cases  brought  to  intake, 
referred  for  investigation,  or  under  supervision,  in 
which  drug  abuse  was  suspected  or  had  been  veri- 
fied by  test  or  admission,  were  to  be  recorded. 
Data  were  collected  as  to  age  and  sex  of  the  user, 
substance  used,  duration  of  use,  the  point  in  the 
probation  court  process  at  which  drug  use  was  re- 
vealed, and  what  response  was  made  in  terms  of 
referral  for  treatment. 
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At  the  same  time,  a record  was  maintained  at 
Juvenile  Center  of  youngsters  remanded  during 
this  period  who  were  found  to  be  drug  users  to  serve 
as  a control  and  comparison  with  reports  received 
from  the  branches.  I would  note  that  these  data 
were  collected  by  the  medical  staff  at  Juvenile 
Center,  whose  medical  services  are  provided, 
through  contract,  by  Montefiore  Hospital. 

In  preparation  of  the  current  statement,  other 
data  have  been  collected.  We  will  also  include 
a report  of  youngsters  at  Juvenile  Center  during  tbe 
period  October  7,  1969,  through  November  8,  1969, 
for  comparative  purposes. 

The  original  survey  reported  a total  of  295  cases 
of  known  drug  abuse.  The  distribution  by  counties 
was  as  follows:  Kings,  40  per  cent;  New  York, 

27  per  cent;  Bronx,  23  per  cent;  Queens,  10  per 
cent;  and  Richmond,  no  cases.  Of  the  total  re- 
ported, 39  per  cent  of  the  youngsters  had  some 
history  of  heroin  use,  31  per  cent  sniffed  glue,  20 
per  cent  had  used  marihuana,  and  10  per  cent  had 
used  some  other  substance  sucb  as  amphetamines, 
barbiturates,  or  hallucinogens.  Of  the  reported 
cases,  the  age  distribution  was  as  follows:  young- 
sters eleven  years  or  less,  0.03  per  cent;  twelve  to 
thirteen  years,  10  per  cent;  fourteen  to  fifteen 
years,  61  per  cent;  sixteen  to  seventeen  years,  22 
per  cent;  and  age  unknown,  0.04  per  cent.  Of  the 
reported  drug  abuse  cases  77  per  cent  involved 
boys. 

During  the  same  four-week  period.  Juvenile 
Center  reported  165  youngsters  admitted  who  were 
found  to  have  a history  of  drug  abuse.  The  break- 
down of  substance  there  was  as  follows:  heroin, 

42  per  cent;  glue,  41  per  cent;  marihuana,  11  per 
cent;  and  other  substances  noted  previously,  0.06 
per  cent.  Distribution  by  age  was:  eleven  years 

or  less,  0.02  per  cent;  twelve  to  thirteen  years, 
15  per  cent;  fourteen  to  fifteen  years,  55  per  cent; 
sixteen  to  seventeen  years,  22  per  cent;  and  un- 
known, 0.06  per  cent.  Of  these  cases  80  per  cent 
were  boys.  Note  was  taken  of  the  fact  that  the 
various  probation  offices  reported  only  29  young- 
sters remanded  who  were  known  to  have  been  drug 
abusers. 

In  these  figures  there  is  a significant  variance. 
Some  of  this  may  be  accounted  for  by  tbe  limita- 
tions of  the  survey  itself,  since  controls  were  mini- 
mal within  the  branch  offices  and  would  probably 
depress  the  results.  The  results  of  the  1968  sur- 
vey would  indicate  that  heroin  use  and  glue  sniff- 
ing by  boys  between  the  ages  of  fourteen  and  fif- 
teen years  would  constitute  the  two  largest  and 
fairly  equal  groups  of  drug  abusers.  The  number 
of  girls  involved  with  any  substance  abuse  appears 
to  be  significantly  less.  Tbe  age  distribution  of 
this  latter  grouf)  is  similar  to  that  of  the  male  cases 
recorded.  Here,  however,  the  two  greatest  areas  of 
substance  abuse  were  first  heroin  and  then  mari- 
huana. 


The  data  collected  on  duration  of  use  in  the  sur- 
vey were  inconclusive,  since  more  than  one  third 
of  the  cases  were  reported  as  of  unknown  duration. 
Slightly  less  than  one  third  were  reported  to  have 
used  the  drug  for  six  months  to  one  year  and 
slightly  more  than  one  quarter  of  the  reported  cases 
for  six  months  or  less. 

Another  factor  which  probably  tended  to  depress 
the  results  of  the  survey  in  the  branch  offices  was 
the  lack  of  training  of  our  staff  in  the  problem  of 
drug  abuse.  Today,  generally  speaking,  I believe 
experience  and  exposure  has  raised  the  level  of 
sophistication  of  both  our  staff  and  the  court  it- 
self. 

The  figures  as  reported  by  the  1968  survey  would, 
on  an  average,  indicate  that  22  per  cent  of  the 
youngsters  admitted  to  Juvenile  Center  could  be 
expected  to  be  drug  abusers,  while  0.04  per  cent  of 
the  total  office  of  probation  population  would  ful- 
fill the  same  expectation.  The  large  discrepancy 
between  the  percentages  may  well  be  due  to  a com- 
bination of  at  least  two  factors:  It  is  the  child  who 
is  most  severly  acting  out  who  would  be  remanded 
to  Juvenile  Center,  and  the  staff  there  is  more 
likely  to  discover  the  abuse  because  of  greater 
awareness  and  training,  since  this  is  an  area  dealt 
with  by  medical  staff. 

For  the  same  period  in  1969,  October  7 through 
November  8,  Juvenile  Center  reported  a total  of 
219  cases  of  youngsters  admitted  who  were  found  to 
be  drug  abusers,  showing  an  increase  of  about  23 
per  cent.  Of  these,  157  or  72  per  cent  had  used 
heroin.  Were  youngsters  reported  to  have  used  a 
series  of  substances,  for  example,  marihuana,  glue, 
and  now  heroin,  they  were  tabulated  with  the 
heroin  abusers.  The  breakdown  for  other  sub- 
stances during  this  period  is  as  follows:  glue,  10 
per  cent;  marihuana,  3 per  cent;  and  other  sub- 
stances, 15  per  cent.  The  age  distribution  is  con- 
sistent with  that  reported  a year  previously;  young- 
sters between  the  ages  of  fourteen  and  fifteen  years 
constitute  59  per  cent  of  the  total;  those  between 
sixteen  and  seventeen  years,  29  per  cent  of  the 
total;  and  the  remaining  12  per  cent  fairly  equally 
distributed.  However,  boys  now  account  for  73  per 
cent  of  the  total  and  girls,  27  per  cent. 

In  comparing  our  two  sets  of  figures  for  the 
Juvenile  Center  admissions,  there  appear  to  have 
been  some  significant  changes.  The  increase  in 
the  use  of  heroin  by  30  per  cent,  while  it  may  be 
at  least  partially  the  result  of  unknown  variables, 
is  great  enough  to  cause  concern  as  is  the  increase 
in  the  number  of  girls.  The  average  youngster 
in  this  group  would  have  been  using  heroin  for  six 
months  to  one  year  and  includes  those  using  more 
than  ten  bags  intravenously  per  day. 

Tbe  figures  are  borne  out  by  day-to-day  expe- 
rience in  the  branch  office.  In  the  Tremont 
branch,  where  I am  assigned,  and  which  covers  a 
small  central  area  in  Bronx  County,  there  is  virtu- 
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ally  no  youngster  who  has  not  been  exposed  to  drug 
abuse,  and  perhaps  as  many  as  25  per  cent  of  the 
youngsters  have  experimented  w'ith  drugs.  The 
problem  has  become  pervasive,  it  infects  the  street, 
the  sch(K)l,  and  the  recreational  center,  in  other 
w(»rds,  all  areas  of  a child’s  life. 

Resources  for  treatment 

But  who  is  this  child  who  becomes  known  to  the 
court  process  and  then  probation?  To  describe 
him  grossly,  he  is  poor,  and  his  family  lives  on  a 
marginal  income  or  public  assistance  and  tends  to 
be  disorganized.  Frequently  there  is  only  one 
parent,  and  the  child’s  school  adjustment  will  be 
poor  and  his  recreational  outlets  limited.  His  life 
will  usually  be  measured  in  terms  of  existence  from 
day  to  day.  This  is  the  young  person  with  whom 
we  try  to  work  in  the  probation  area.  The  tools 
which  we  have  at  our  disposal  are  limited  in  the  ex- 
treme. As  part  of  the  original  survey,  we  contacted 
every  agency  listed  in  the  Directory  of  Drug  Ad- 
diction Services  prepared  by  the  Addiction  Ser- 
vices Agency  and  the  Directory  of  Drug  Addiction 
Treatment  and  Rehabilitation  Centers  available 
from  the  State  commission.  No  public  agency  at 
that  time  provided  any  residential  service  for 
youngsters  under  the  age  of  sixteen  years.  The 
primary  service  available  to  the  younger  adolescent 
was  the  Phoenix  Youth  Centers  of  the  Addiction 
Services  Agency,  which  are  attitudinal  and  con- 
frontational training  units  for  youngsters  between 
ten  and  sixteen  years  of  age  who  are  experimenting 
with  drugs  or  exhibiting  other  delinquent  behavior. 
These  are  community  programs.  The  Phoenix 
Houses  will  occasionally  admit  a youngster  close 
to  his  sixteenth  birthday.  Of  all  the  private  agen- 
cies polled,  only  one,  the  Narcotics  Institute  of 
HARYOU-ACT,  had  a program  specifically  de- 
signed for  youngsters.  The  availability  of  hospi- 
tal beds  for  detoxification  of  youngsters  under  six- 
teen followed  the  same  pattern.  The  Morris  L. 
Bernstein  Institute  at  Beth-Israel  Hospital  and 
Inter-Faith  in  Queens  would  admit  youngsters 
fairly  routinely.  Others  would  admit  these  young 
addicts  when  other  medical  problems  existed. 

At  the  present  time,  while  the  situation  in  re- 
gard to  resources  has  not  changed,  there  appears 
to  be  some  movement  on  the  part  of  public  agen- 
cies, charged  with  dealing  with  this  problem,  to 
explore  at  least  the  possible  current  need. 

The  one  program  which  was  established  to  deal 
with  the  problem  on  a residential  treatment  basis, 
Odyssey  House  in  The  Bronx,  has  yet  to  receive  the 
necessary  approvals  for  its  program  by  the  public 
agencies  involved. 

The  programs  and  facilities  available  to  this  age 
group  are  virtually  nonexistent.  The  problem  of 
residential  treatment  had  not  yet  been  dealt  with. 
Programs  now  available  tend  to  be  extensions  of 
programs  designed  for  an  older-age  group.  Ex- 


perience would  lead  me  to  raise  many  questions  as 
to  the  suitability  of  this  approach.  Youngsters 
known  to  probation,  who  have  been  admitted  to 
residential  settings  using  the  confrontation  tech- 
nics, have  usually  not  been  able  to  sustain  them- 
selves in  these  programs.  One  can  speculate  that 
their  life  experiences,  which  make  them  suspicious 
of  all  authority,  as  well  as  the  absence  of  sufficient 
ego  strength,  would  contribute  to  their  inability  to 
handle  this  kind  of  approach. 

Attempting  to  deal  with  the  problem  of  the  hero- 
in users  in  the  community  has  also  proved  to  be  ex- 
tremely difficult.  These  youngsters  tend  to  be 
quite  impulsive,  and  the  pervasive  availability  of 
drugs  on  the  street  and  in  the  peer  group  is  again 
something  they  cannot  deal  with.  Most  of  the 
youngsters  and  virtually  all  who  are  heavily  in- 
volved in  heroin  abuse,  who  must  be  placed,  are 
sent  to  the  New  York  State  Training  School  sys- 
tem, which,  to  the  best  of  my  knowledge,  treats 
them  as  part  of  their  total  population. 

The  problem  which  exists  within  the  court  popu- 
lation, and  I believe  that  we  may  now  say  that  a 
problem  does  exist,  is  one  of  heroin  abuse  by 
youngsters  fourteen  and  fifteen  years  of  age.  It  is 
interesting  to  note  that  the  majority  who  use  heroin 
began  with  this  substance,  perhaps  inhaling  or  skin 
popping,  and  have  graduated  to  intravenous  use. 
We  in  probation  certainly  feel  the  terribly  urgent 
need  for  specifically  designed  programs  of  resi- 
dential care  for  these  youngsters.  Even  those 
youngsters  who  are  regular  heroin  users  are  rarely 
“strung-out”  and  do  not  appear  to  fall  into  the 
category  of  “junkies.”  Rather,  as  troubled  adoles- 
cents, whose  behavior  is  self-destructive,  they  are 
in  need  of  the  same  type  of  specialized  service 
which  we  offer  to  adolescents  who  suffer  from 
severe  emotional  problems. 

A closed,  short-term  residential  facility  should 
be  established  out  of  the  city,  where  the  treatment 
process  could  begin  in  a controlled  but  supportive 
environment,  utilizing  some  of  the  established 
technics,  such  as  group  treatment.  I mention 
that  it  not  be  in  the  city  itself,  since  experience 
has  demonstrated  that  it  is  almost  impossible  to 
control  the  flow  of  drugs  into  institutions  in  the 
city,  even  with  the  cooperation  of  the  police  and 
district  attorney.  Hopefully,  a short-term  in- 
tensive program  would  help  a youngster  to  return 
to  the  community  in  a relatively  short  period  of 
time  to  continue  the  treatment  process.  Unless 
some  action  is  taken  now,  the  problem  will  prob- 
ably continue  to  mushroom,  since  it  is  children 
now  who  frequently  introduce  other  youngsters  to 
the  use  of  drugs. 

W’hile  two  years  ago  we  could  not  say  whether  or 
not  there  had  been  an  increase  in  the  problem  of 
drug  abuse  in  the  juvenile  court  population,  since 
there  was  no  material  available  with  which  to 
make  a comparison,  at  this  point,  I think  we  can 
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say  with  some  confidence  that  the  problem  is  in- 
creasing, that  it  is  more  severe,  and  that  we  have 
no  answers. 

As  a member  of  the  probation  department,  I 
feel  a sense  of  urgency  that  I am  sure  some  of  you 


share  who  have  read  of  the  deaths  of  youngsters 
from  heroin  abuse.  We  have  established  a system 
to  protect  children  but  have  failed  to  provide  the 
resources.  It  is  a problem  we  should  be  addressing 
ourselves  to  immediately. 
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BIOPHYSIOLOGIC 
DEVELOPMENT 
I AND  EVALUATION 
! OF  INTELLIGENCE 

i 

I New  concepts 


Biophysiologists  are  developing  a “culture  free” 
way  of  testing  intelligence  based  on  the  electrical 
activity  of  the  brain.  The  nonrandom  changes  of 
electrical  activity  in  the  brain  in  response  to  sensory 
stimulation  can  now  be  graphically  recorded  and 
analyzed.  The  signal  responses,  which  seem  to  be  a 
measure  of  the  neurofunctional  efficiency  of  brain 
processing,  are  highly  characteristic  and  constant 
for  an  individual  under  standard  conditions.  The 
time  of  response  has  been  found  to  be  related  to  the 
individuals’s  intelligence  as  measured  by  standard 
test  scores.  The  individual  level  of  efficiency  can 
be  decreased  by  such  factors  as  fatigue,  poor  atten- 
tion, and  drugs,  hut  cannot  be  increased  by  any 
means  now  available. 
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Vernon  Public  Schools  (Dr  Jacobs),  and  Research  Assistant 
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Knowledge  can  be  communicated:  wisdom  cannot — 
Anonymous 

The  United  States  Office  of  Education  and  the 
National  Education  Association  have  recently  is- 
sued figures  for  the  1969  to  1970  academic  year 
which  indicate  the  magnitude  of  the  American 
educational  system.  The  total  student  enrollment 
of  public  and  nonpublic  elementary  schools  is  36.9 
million.  There  are  14.6  million  high  school  stu- 
dents and  7.1  million  young  men  and  women  en- 
rolled in  colleges  and  universities.  The  sum  total 
of  students  exposed  to  education  is  a staggering 
58.6  million!  These  students  are  serviced  by  216,- 
954  administrators  and  supervisors  who  direct  the 
activities  of  2,775,000  teachers.  The  total  costs 
involved  are  in  excess  of  64.7  billion  dollars! 

Any  enterprise  involving  such  a large  segment  of 
our  population  with  an  annual  budget  of  almost 
65  billion  dollars  is  Big  Business.  The  function  of 
this  business  is  to  impart  knowledge  and  to  develop 
the  intellectual  potential  of  each  individual  to 
whom  they  offer  their  services. 

As  taxpayers  we  find  ourselves  occupying  the 
position  of  stockholders  in  this  conglomerate.  As 
parents  we  have  a personal  and  emotional  interest 
in  this  enterprise.  As  physicians  and  scientists  we 
have  an  additional  function:  to  utilize  our  tech- 
nical training  and  knowledge  to  improve  the  pro- 
ductive capacity  of  our  company.  This  can  best 
be  accomplished  by  learning  more  about  the  raw 
product  which  the  educational  establishment  is 
attempting  to  mold  and  shape  for  future  use.  This 
raw  product  is  intelligence. 

Presented  in  part  at  the  Twelfth  Annual  Scientific  Meeting  of 
the  American  Society  of  Clinical  Hypnosis,  San  Francisco,  Cali- 
fornia, November  1,  1969.  Revised,  August,  1970. 


Educational  and  behavioral  psychologists,  par- 
ticularly Hunt,*  have  influenced  us  in  formulating 
an  operational  definition  of  intelligence.  We  con- 
sider it  to  be  a complex  process  involving  stimulus 
reception,  integration,  and  processing,  with  a final 
motor  output. 

Factor,  growth,  and  development 

Anyone  hoping  to  study  the  various  functional 
abilities  and  activities  of  any  organism  must  first 
have  an  awareness  and  a knowledge  of  the  growth 
and  development  of  that  organism.  Before  at- 
tempting to  discuss  the  biophysiologic  aspects  of 
intelligence  of  the  human  organism,  I shall  review 
the  growth  and  development  of  that  organism.^ 

The  ancient  Chinese  based  the  age  of  an  indi- 
vidual on  the  date  of  conception  rather  than  on  the 
date  of  birth.  This  concept  is  now  receiving  in- 
creased attention  from  physicians  and  biophysi- 
ologists, and  a new  parameter  of  scientific  investi- 
gation has  developed  which  is  devoted  to  the  study 
of  the  intrauterine  environment. 

A human  organism  develops  to  maturity  in  re- 
sponse to  its  genes  and  to  its  environment.  Phys- 
ical, mental,  emotional,  and  social  growth  and  de- 
velopment are  a result  of  the  environmental  factors 
interacting  with  the  genetic  heritage.  The  growing 
embryo  is  a dynamic,  constantly  changing  organ- 
ism, implanted  within  its  uterine  host.  Within 
this  confining  intrauterine  environment,  it  is  con- 
stantly affected  by  chemical,  hormonal,  mechan- 
ical, and  toxic  agents,  and  even  by  emotional 
stresses  stemming  from  the  maternal  host.^  The 
embryo  is  completely  dependent  on  the  host  for 
biochemical  physiologic  substances  necessary  for 
survival  and  growth.  Harmful  influences  will  af- 
fect most  markedly  that  organ  or  part  of  the  em- 
bryo which  is  developing  most  rapidly  or  which  is 
in  a critical  stage  of  differentiation  at  that  par- 
ticular time  of  gestation.  Much  evidence  is 
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rapidly  being  accumulated  which  indicates  that 
nutritional  deficits  (especially  protein)  in  the 
pregnant  woman  seriously  affect  the  intrauterine 
environment  of  the  growing  fetus,  producing  ir- 
revocable damage  to  the  developing  brain.  A 
large  percentage  of  offspring  so  affected  show  evi- 
dence of  mental  retardation  in  childhood  and  adult 
life.  Cheek,  Graystone,  and  Reed'*  in  their  recent 
study  and  review  have  admirably  summarized  cur- 
rent information  on  normal  cell  growth  and  the 
functional  aspects  of  development.  The  investi- 
gations have  emphasized  that  there  are  “critical 
periods  in  development,”  and  there  appears  to  be 
an  imprinting  effect  of  early  deficiencies  in  the 
growing  organism.  Nutritional  deficits  influencing 
cell  development  may  well  provide  a biologic  basis 
for  subsequent  behavioral  abnormalities. 

Besides  the  influence  of  environment  there  are 
also  intrinsic  pathologic  factors  within  the  genes 
themselves.  These  so-called  “inborn  errors”  af- 
fect the  basic  cellular  metabolism  in  many  ways. 
For  example,  intellectual  impairment  may  result 
from  a genetic  enzyme  deficiency  such  as  in 
phenylketonuria,  hyperoxaluria,  and  maple  syrup 
urine  disease.  The  biophysiologic  action  of  the 
ribonucleic  acid  and  deoxyribonucleic  acid  com- 
plex is  at  present  being  exhaustively  investigated 
for  its  relationships  to  memory  and  learning  and 
may  well  provide  a most  useful  adjunct  to  the 
learning  process  and  intellectual  functioning. 

The  development  of  the  human  brain  structure 
present  in  man  today  represents  not  only  the  in- 
fluence of  his  intrauterine  environment  interact- 
ing with  the  genetic  messengers  but  also  the  suc- 
cessful adaptation  man  has  made  over  the  cen- 
turies to  his  changing  world  environment,  which 
in  turn  requires  changes  in  structure  and  function. 
Thus  the  structure  and  function  of  the  human 
brain  is  the  result  of  past  as  well  as  present  en- 
vironmental factors  and  will  undoubtedly  be  in- 
fluenced by  future  ecologic  needs. 

The  brain  of  the  newborn  infant  weighs  approxi- 
mately 335  Gm.  At  six  months  it  has  doubled  in 
size.  At  two  years  it  has  again  almost  doubled  and 
weighs  1,100  Gm.  with  adult  proportional  relation- 
ships of  its  parts  and  has  increased  myelinization. 
After  two  years  the  brain  development  rate  be- 
comes slower  and  is  even  slower  after  four  years  of 
age.  By  the  age  of  six  to  eight  years  the  human 
organism  has  acquired  hemispheric  preference, 
fairly  complete  myelinization,  and  a smoothly 
functioning  neurologic  organization  which  will  per- 
mit him  to  do  anything  an  adult  can  do.  From  this 
point  onward  he  acquires  more  knowledge,  experi- 
ence, and  judgment,  which  dictate  his  responsive 
behavior. 

Obviously,  maturational  processes  do  not  always 
progress  at  a uniform,  steady  pace.  It  is  generally 
accepted  that  girls  mature  more  rapidly  than  boys. 
The  male  fetus  is  more  frequently  aborted  than  the 


female.  The  mortality  rate  is  higher  in  male  in- 
fants. Are  the  males  biologically  inferior  in  early 
development?  Newborn  females  have  a shorter 
latency  electroencephalogram  response  to  photic 
stimulation  than  do  newborn  males.  This  may  be 
due  to  a genetic  difference  in  the  sexes.  Further 
investigation  in  this  area  is  indicated. 

Temporary  periods  of  slowing  and/or  accelera- 
tion of  the  processes  of  brain  development  occur, 
not  only  because  of  genetic  heritage,  but  also  be- 
cause of  unfavorable  or  favorable  environmental 
situations.  Constant  adaptations  must  be  made 
with  both  internal  and  external  environments.  If 
the  adaptation  or  method  of  coping  is  successful, 
the  maturational  processes  continue  at  a normal 
rate.  If,  however,  there  are  problems  of  adaptation 
the  maturational  development  processes  may  stop 
or  may  be  altered  into  aberrant  patterns  leading 
to  pathologic  physical,  intellectual,  emotional, 
and  social  development. 

A traumatic  environment  may  be  internal  or  ex- 
ternal. Internal  factors  may  include  metabolic, 
hormonal,  toxic,  infectious,  nutritional,  and  phys- 
ical trauma.  External  factors  include  deprivation 
of  emotional  support,  lack  of  sensory  stimulation, 
lack  of  social  contacts,  poor  hygienic  surroundings, 
and  so  forth.  There  is  considerable  evidence  to 
indicate  that  self  feedback  and  external  stimula- 
tion are  essential  for  perceptual  learning.  Normal 
behavior  does  not  develop  under  conditions  of 
sensory  or  motor  deprivation. 

The  effect  of  an  adverse  internal  or  external 
environment  depends  on  the  degree  and  the  dura- 
tion of  the  unfavorable  situations,  plus  the  point 
in  the  developmental  continuum  at  which  it  occurs. 
The  most  serious  consequences  result  from  un- 
favorable environmental  conditions  at  times  of 
normal  peak  development.  This  may  often  stop, 
destroy,  or  greatly  slow  down  the  normal  matura- 
tional development  of  the  brain.  Hence,  the 
hazards  of  birth,  early  infancy,  and  early  child- 
hood must  be  avoided  or  reduced  to  a minimum. 
The  normal  physiologic  process  of  development  is 
in  a delicate  balance  and  is  easily  upset.  As  physi- 
cians we  are  all  aware  that  a lack  of  sufficient  oxy- 
gen supply  at  birth  may  produce  irreversible  dam- 
age to  brain  cells,  causing  permanent  motor,  sen- 
sory, or  intellectual  impairment.  Similarly,  too 
high  a concentration  of  oxygen  at  birth  and  during 
the  neonatal  period  may  cause  retrolental  fibro- 
plasia and  loss  of  vision.  The  cerebral  blood  flow 
and  the  cerebral  oxygen  consumption  have  been 
found  to  be  significantly  lower  in  retarded  children 
than  in  normal  children  of  the  same  age." 

High  fever  as  a result  of  infection  may  reduce  a 
robust,  well-oriented  intellectual  person  to  a help- 
less, bedridden,  weak,  disorganized  organism,  in- 
capable of  any  intellectual  speech  or  coordinated 
muscular  movements.  If  fact,  even  control  of 
sphincters  may  be  lost.  Many  toxic  agents  and 
toxins  have  this  same  effect. 
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Other  factors  which  can  affect  the  intellectual 
functioning  of  the  human  organism  include  periods 
of  great  emotional  stress,  which  may  permanently 
alter  an  individual’s  awareness  and  comprehension 
of  reality.  Low  thyroid  activity  will  decrease  the 
metabolic  rate  and  slow  the  intellectual  process, 
as  will  certain  drugs. Massive  hemorrhage  and 
protracted  periods  of  smaller  losses  of  blood  pro- 
duce an  anemia  which  interferes  with  an  indivi- 
dual’s intellectual  functioning. 

The  child,  as  w'ell  as  the  developing  embryo, 
can  suffer  brain  damage  from  malnutrition.  The 
i ecologic  nature  of  malnutrition  involving  coexist- 
ing biologic  and  social  factors  interacts  with  the 
physical  malnutrition  due  to  protein  calorie  defi- 
ciency and  results  in  lower  test  performance.^ 
Several  recent  reports  have  shown  that  young 
children  suffering  from  malnutrition  from  the  age 
of  four  months  to  four  years  when  tested  at  ages 
seven  to  fourteen  years  had  intelligence  quotients 
at  least  27  per  cent  lower  than  controls.  The 
physiologic  implications  of  these  reports  are  of 
great  importance.  The  nutritional  deficits  are  the 
result  either  of  ignorance  of  proper  prenatal  care 
or  of  a socioeconomic  inability  to  obtain  proper 
diet.  Thus  we  have  a man-made  cause  of  mental 
impairment,  which  is  preventable. 

Evoked  potentials 

Intelligence  may  be  considered  an  unknown 
variable  function  of  the  brain  which  intervenes  be- 
tween environmental  input  and  the  observable  out- 
ward response  or  behavior.  The  usual  intelligence 
tests  are  unavoidably  influenced  by  language,  cul- 
tural background,  socioeconomic  status,  as  well  as 
the  learning  experiences  and  opportunities  of  the 
individual  being  tested.  Therefore,  educators  and 
psychologists  have  been  searching  for  some  cul- 
ture-free method  or  test  instrument  to  determine 
the  intellectual  capacity  of  human  beings.  It  is 
the  biophysiologists,  however,  who  have  developed 
a new  meaningful  approach  to  this  problem  based 
on  the  electrical  activity  of  the  brain. 

The  electroencephalogram  records  the  continu- 
ing changes  in  electrical  potential  within  the  brain 
itself.  There  is  a wide  range  of  amplitude  and 
frequency  of  this  electrical  activity.  The  average 
I amplitude  is  about  50  microvolts  (50  millionths  of 
‘ a volt).  Frequency  varies  from  6 to  80  cycles  per 
second.  The  so-called  alpha  waves  have  an  almost 
constant  configuration  with  a frequency  of  3 to  14 
cycles  per  second,  depending  on  the  maturational 
age  of  the  individual.  They  are  most  prominent 
near  the  visual  areas  of  the  brain.  This  band  is 
readily  isolated  and  can  be  identified  and  thus 
lends  itself  to  careful  study. 

With  the  development  of  computers  and  ad- 
vanced electronic  equipment,  a new  dimension  has 
been  added  to  the  study  of  the  brain’s  electrical 
activity.  It  is  now  possible  to  study  the  changes 


in  the  electrical  potential  of  the  brain  resulting 
from  exposure  to  a stimulus.  These  nonrandom 
changes  of  electrical  activity  in  response  to  sensory 
stimulation  are  called  evoked  potentials. 

The  implications  of  earlier  reports  by  Knott, 
Friedman,  and  Bardsley'*^  and  Mundy-Castle“ 
stimulated  Ertl  and  Schafer'^  of  the  Faculty  of 
Psychology  and  the  Department  of  Cybernetics 
at  the  University  of  Ottawa  to  investigate  in  depth 
the  relationship  of  the  electrical  activity  of  the 
human  brain  to  intelligence,  utilizing  tbe  visually 
evoked  potentials. 

The  systems  diagram.  Figure  1,  and  the  follow- 
ing procedural  specifications  will  best  explain  the 
method  used  to  study  these  changes  in  the  electri- 
cal potential  of  the  brain  resulting  from  exposure 
to  a stimulus. 

Procedural  specifications 

Electrodes  are  placed  6 cm.  apart  over  the  right 
sensorimotor  cortex,  parallel  to  the  midline  astride 
the  fourth  cervical  nerve  of  the  10-20  system,  using 
the  right  ear  as  ground.  Impedance  of  electrodes 
must  be  less  than  8 K ohms.  The  light  stimulus 
is  from  a strobe  flash  of  one  microsecond  duration 
delivered  according  to  a Gaussian  interval  distri- 
bution with  a mean  of  1.12  seconds  and  a standard 
deviation  of  0.75  second. 

The  raw  electroencephalogram  is  amplified  to 
the  required  voltage  over  a band  width  of  5 to  100 
hertz  with  a signal-to-noise  ratio  of  1:10.  The 
electrical  impulses  are  recorded  on  tape  and  fed 
into  the  CAT  (Computer  Average  Transients)  to- 
gether with  the  trigger  impulses  corresponding  to 
the  light  flashes.  Four  hundred  stimuli  responses 
are  averaged  for  a time  interval  of  625  micro- 
seconds following  the  flash. 

Following  a stimulus  such  as  a flash  of  light,  a 
sound  click,  or  a skin  prick,  there  occurs  a train 
of  changes  in  the  electrical  potential  of  the  brain. 
Unfortunately  these  evoked  potentials  are  very 
small  in  amplitude  and  are  so  mixed  and  inter- 
mingled with  the  ongoing  electrical  activity  of  the 
brain  that  their  study  requires  special  technics  and 
costly,  complex  equipment. 

To  abstract  the  evoked  responses  from  the  nor- 
mal background  noise  of  the  ongoing  electrical 
activity  requires  an  electronic  averaging  device 
known  as  the  CAT.  A known  stimulus,  such  as  a 
flash  of  light,  is  presented  repeatedly  at  a given 
time.  The  brain  responds  to  this  stimulus  at  ap- 
proximately the  same  time  (latency  period)  after 
each  stimulus  exposure.  The  resultant  nonran- 
dom change  of  electrical  response  is  mixed  with  the 
ongoing  electroencephalogram  record,  which  is, 
however,  not  related  in  time  to  the  moment  of 
stimulation. 

The  CAT  adds  everything,  the  signal  response 
and  the  noise.  The  noise  is  not  related  to  the 
stimulus  and  thus  averages  toward  zero.  The  sig- 
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FIGURE  1.  Systems  diagram.  To  study  changes  in  electrical  potential  of  brain  resulting  from  exposure  to  stimulus: 
(1)  Subject  (signal  source):  (2)  differential  amplifier.  Resultant  output  is  difference  between  two  head  electrodes,  each 
measured  m reference  to  the  ear;  (3)  two  channel  electroencephalogram  monitor  oscilloscope;  (4)  CAT.  Eliminates 
noise  through  synchronization  with  stimulus  and  then  averages  responses;  (5)  oscilloscope  with  memory  to  monitor 
evoked  output.  Signal  is  then  fed  to  X-Y  recorder  and  to  multichannel  FM  tape  recorder  for  storage.  Signal  from 
differential  amplifier  is  fed  to  zero  crossing  device  and  resultant  signal  is  then  fed  to  FM  recorder. 


nal  response,  evoked  potential,  which  always  oc- 
curs at  the  same  time  after  the  stimulus,  thus 
adds  up  to  some  maximum  in  value.  The  resul- 
tant averaged  responses  to  200  to  400  stimuli  are 
then  graphically  recorded  and  submitted  to  visual 
and  statistical  analysis,  using  amplitude  summa- 
tion and  zero  crossing  technics. 

The  evoked  potential  secured  from  the  sensori- 
motor cortex  in  response  to  a series  of  light  flashes 
produces  a typical  series  of  peaks  and  valleys.  The 
first  four  peaks  are  measured  in  time  of  occurrence 
(or  latency)  under  standard  conditions.  These 
peaks  are  markedly  constant  in  any  given  indi- 
vidual within  a period  of  at  least  two  years.  Ertl 
and  Schafer'^  have  found  that  the  time  of  occur- 
rence of  the  third  peak  in  response  to  a stimulus 
is  related  to  intelligence  quotient  as  measured  by 
standard  psychometric  test  scores  of  white  upper 
middle  class  individuals. 

The  third  wave  peak  of  subjects  with  “normal 
intelligence”  occurred  in  the  range  of  96  to  145 
microseconds  (h.ooo  of  a second).  Those  of  above 
and  superior  intelligence  had  a range  of  less  than 
96  microseconds,  and  those  with  below  average  or 
inferior  intelligence  required  146  microseconds  or 
more  to  reach  the  third  peak  (Fig.  2). 


Findings 

I have  been  privileged  to  be  closely  associated 
with  Dr.  John  Ertl  for  the  past  five  years.  During 
this  period  others  as  well  as  ourselves  have  explored 
many  parameters  of  the  evoked  potential  with  the 
following  findings. 

1.  There  is  strong  support  to  indicate  develop- 
mental changes.  The  response  of  the  brain  to  light 
and  sound  speeds  up  as  the  child  grows  older,  re- 
maining fairly  constant  in  adults,  and  slows  in  old 
age. 

2.  The  hypothyroid  state  with  low  metabolic 
rate  increases  the  latency  response. 

3.  Evoked  potentials,  especially  the  late  compo- 
nents, appear  to  be  related  to  information  proces- 
sing in  the  brain.  They  are  seemingly  adversely 
affected  by  drugs,  fatigue,  blood  sugar  levels, 
anemia,  and  so  forth,  which  cause  an  increase  in 
the  response  time. 

4.  The  responses  are  highly  characteristic  and 
constant  for  an  individual  under  standard  condi- 
tions. 

5.  Evoked  potentials  are  the  electrical  signs 
of  information  processing  in  the  brain;  the  speed 
and  efficiency  of  this  process  may  be  related  to 
human  intelligence. 
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FIGURE  2 Averaged  visually  evoked  cortical  poten- 
tials in  response  to  400-light  flash  stimuli  (Ei,  E2,  Ea, 
E4).  Subjects  with  normal,  above  average,  and  below 
average  intelligence 

6.  The  speed  of  response  to  the  averaged  evoked 
potential  could  be  the  biophysiologic  substrate 
of  individual  differences  in  behavioral  intelligence. 

7.  Attempts  to  increase  the  speed  of  response 
(decrease  the  latency)  with  the  use  of  stimulants 
such  as  the  amphetamines,  as  well  as  by  the  use  of 
suggestion,  have  been  ineffective. 

Comment 

We  must  therefore  conclude  that  the  averaged 
evoked  responses  are  a “culture  free”  indication  of 
some  component  of  human  intelligence  as  mea- 
sured by  the  neurofunctional  efficiency  of  brain 
processing.  This  efficiency  can  be  decreased  by 
poor  attention  and  arousal  level,  fatigue,  anemia, 
sedatives,  and  hypnotics.  The  efficiency  cannot, 
however,  be  increased  beyond  standardized  levels 
by  any  means  now  available. 

Are  we  therefore  measuring  some  basic  inherited 
or  acquired  factor  called  “neurologic  efficiency”  or 
even  “intelligence?”  Is  this  our  maximum  heredi- 
tary endowment  which  can  be  lessened  by  unfavor- 
able environment  but  never  increased  beyond  its 
basic  capacity? 

On  the  other  hand,  it  is  quite  possible  that  fur- 
ther study  will  show  that  the  neurologic  efficiency 
of  the  brain  varies  in  different  parts  of  the  brain 
in  the  same  individual.  This  will  permit  us  to 


maximize  the  potential  of  each  individual  by 
utilizing  sensory  input  pathways  leading  to  areas 
of  greatest  efficiency  and  help  us  to  direct  our  ef- 
forts to  improve  less  efficient  areas. 

Our  educational  complex  has  the  grave  responsi- 
bility of  developing  the  intellectual  abilities  of  the 
youth  of  this  nation,  comprising  almost  30  per 
cent  of  the  entire  population  of  the  United  States. 
This  mammoth  enterprise  operates  with  a budget 
of  almost  65  billion  dollars.  As  taxpayers,  parents, 
and  professionals  we  have  a financial  and  an  emo- 
tional as  well  as  a scientific  vested  interest  in  this 
awesome  enterprise.  As  physicians  we  have  obli- 
gations to  the  educational  establishment.  We 
must  increase  our  knowledge  and  awareness  of  the 
factors  involved  in  the  development  of  intelligence. 
We  must  be  prime  movers  in  preventing  and  cor- 
recting biophysiologic  processes  which  impair  the 
normal  maturational  continuum. 

The  concepts  and  their  implications  herein  pre- 
sented will  enable  the  physician  to  become  more 
actively  involved  with  the  development  of  intelli- 
gence. The  obstetrician,  the  pediatrician,  and  the 
generalist  all  have  an  opportunity  to  apply  their 
skills  in  this  process.  It  is  hoped  that  interested 
physicians  will  further  explore  the  many  factors 
discussed.  Ultimately  the  physician  must  assume 
his  proper  role  and  join  forces  with  the  biophy- 
siologists, psychologists,  and  educators  in  a holis- 
tic approach  to  the  complex  human  function 
known  as  intelligence. 

320  Roaring  Brook  Road 

Chappaqua,  New  York  10514 

(DR. -JACOBS) 
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Individual  psychotherapy  appears  to  the  authors 
to  occur  in  a special  situation  that  is  an  unnatural 
medium  for  human  emotional  growth.  If  the  hu- 
man personality  evolved  not  only  from  biologic 
determinants  but  also  from  the  interaction  of  a 
child  with  numerous  individuals — parents,  friends, 
and  teachers — it  seemed  unrealistic  to  expect  the 
one-to-one  doctor-patient  relationship  to  be  able  to 
provide  the  corrective  emotional  experience  that 
we  believe  necessary  if  therapeutic  change  is  to 
occur.  The  one-to-one  situation  can  provide  for  a 
deep  examination  of  the  transference  reaction,  but 
we  believe  it  to  be  more  useful  to  provide  the  pa- 
tient with  a variety  of  individuals  toward  whom 
transferential  reactions  can  develop.  In  this  way, 
the  individual  therapist  need  not  be  the  only  focus 
of  multiple  transferential  distortions,  and  the  pa- 
tient would  be  able  to  relive  and  work  through  the 
familial  and  other  important  influences  in  his  life 
in  the  microcosmic  setting  of  a group. 

New  directive  approach 

P'rom  these  premises  interest  in  group  psycho- 
therapy developed,  and  in  1953  one  of  us  began  to 
organize  groups  for  the  first  time  using  a new  di- 
rective approach  called  structured  interactional 
group  psychotherapy.  PVom  the  beginning  com- 


bined individual  and  group  psychotherapy  was 
conceptualized  as  being  the  most  sound  thera- 
peutic approach,  and,  as  later  experience  con- 
firmed, this  was  the  most  efficacious  treatment 
available. 

The  concept  of  structure  in  this  type  of  psycho- 
therapy arose  from  the  belief  that  the  therapist 
should  be  in  control  of  the  group  situation.  With- 
out strong  leadership  chaos  may  result,  and  in  a 
chaotic  situation  effective  therapy  is  not  possible. 
Both  the  structure  and  the  individual  relation- 
ships with  each  patient  reinforce  this  control. 
Within  the  structured  framework  spontaneous 
interaction  is  encouraged;  but  direction  and  leader- 
ship by  the  therapist  take  precedence,  and  struc- 
tured interaction  differs  from  traditional  group 
therapy  mainly  on  this  point. 

Recommending  group  psychotherapy 
to  new  patients 

All  patients  starting  individual  psychotherapy 
begin  treatment  with  a frequency  that  is  dictated  | 
by  their  diagnosis  and  therapeutic  needs.  While 
group  psychotherapy  as  an  adjuvant  to  individual 
psychotherapy  is  mentioned  to  them  during  their 
first  consultation,  most  patients  express  anxiety 
initially  about  being  in  a group.  The  therapist 
explains  to  the  patient  that  the  cornerstone  of  his 
treatment  will  be  individual  psychotherapy.  If 
at  a later  date  group  psychotherapy  appears  to  be 
indicated,  it  will  be  discussed  with  the  patient. 

A group  is  presented  as  being  an  aid  to  rather  than 
a burden  to  treatment;  the  patient  is  informed  that 
he  will  be  “offered”  group  therapy  but  that  he  need 
not  feel  compelled  to  accept.  He  is  told  that  if  he 
goes  into  a group  and  does  not  like  it,  he  can  leave 
the  group  at  any  time  and  still  remain  with  the 
therapist  in  individual  therapy. 

Timing  of  introducing  patient 
into  group  psychotherapy 

Generally,  the  authors  have  found  that  the 
sooner  they  put  a patient  into  group  therapy  the 
better  the  prognosis  and  the  less  resistance  to  ef-  i 
fective  therapy.  Most  patients  enter  group  psy- 
chotherapy after  one  to  two  sessions  with 
therapists. 

Optimal  number  of  patients  in  group.  While 
a group  can  be  conducted  with  anywhere  from  2 to 
15  or  16  members,  the  authors  believe  that  about 
10  to  12  is  the  optimal  size  of  a group.  This  allows 
for  having  1 or  2 withdrawn  schizoid  members, 
who  participate  minimally,  and  1 or  2 absent  mem- 
bers. There  will  then  be  about  6 to  8 participating 
members  which  allows  for  active  and  full  com- 
munication and  yet  prevents  the  group  from  falling 
into  a period  of  impenetrable  silence. 

Absentee  member.  Of  course,  if  a patient  is 
ill,  he  may  miss  a group  session;  otherwise,  a good 
deal  of  pressure  is  placed  on  all  members  to  attend 
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Interest  in  group  psychotherapy  developed  on  the 
premise  that  a number  of  individuals  would  provide 
the  corrective  emotional  experience  necessary  for 
therapeutic  change.  This  new  directive  approach 
is  called  structured  interactional  group  psycho- 
therapy. Key  elements  of  treatment  are  the  con- 
cepts of  the  "go-around”  on  a patient  who  is  “up” 
for  discussion.  The  group  session,  controlled  by  the 
therapist,  is  devoted  to  a single  patient  who  is  dis- 
cussed psychoanalytic-ally  in  depth  by  all  the  other 
patients  in  the  group.  Results  of  the  combined 
individual  and  group-structured  interactional 
therapy  have  been  most  satisfactory. 


every  group  session.  It  is  explained  to  the  patient 
that  he  has  a valuable  place  in  the  group,  that  his 
participation  is  counted  on,  and  that  if  he  and 
other  patients  miss  numerous  sessions,  it  prevents 
the  group  from  functioning  properly,  to  the  detri- 
ment of  all  patients. 

Discharge.  The  patient  who  terminates  thera- 
py by  mutual  agreement  with  the  therapists  is  dis- 

I charged  with  medical  advice.  The  dischargee 
status  is  the  goal  held  up  to  all  patients  who  seri- 
I ously  seek  to  attain  it.  When  discharge  is  dis- 
I cussed  with  the  therapist  and  mutual  agreement  is 
reached,  the  patient  is  put  on  a three-month  trial 
period  before  termination,  thus  allowing  for  grad- 
ual termination  of  therapy  and  a careful  evaluation 
of  the  patient’s  mental  status.  If  all  goes  well,  he 
is  discharged  from  treatment  and  can  return  to 
group  therapy  at  any  time  in  the  future  for  any 
number  of  follow-up  sessions  free  of  cost.  On  the 
other  hand,  patients  who  leave  the  group  AMA 
(against  medical  advice)  are  not  allowed  to  con- 
tinue to  contact  group  patients  and  do  not,  of 
course,  attend  group  sessions.  It  is  the  intention  of 
the  therapist  to  put  the  AMA  status  in  the  most 
negative  light  possible  to  discourage  it.  Such 
an  approach  is  effective  in  that  most  patients  are 
highly  motivated  to  be  discharged  with  advice  and 
I find  the  AMA  status  anathema.  In  the  opinion 
I of  the  authors,  this  encourages  patients  to  remain 
motivated  which  is  a major  problem  in  all  psy- 
chotherapy. 

Formation  of  new  group  and 
the  new  member  in  group 

Formation  of  new  group.  Introducing  dif- 
ferent group  members  to  each  other  on  the  for- 
mation of  a new  group  or  introducing  a new  group 
member  to  a preexisting  group  is  the  same  process. 
Since  the  new  members  are  uncomfortable  and 
anxious  in  the  new  situation,  it  is  the  task  of  the 
therapist  to  make  the  meeting  as  untraumatic  as 
possible  and  to  convey  essential  data  to  the  mem- 
bers. In  the  case  of  the  establishment  of  a new 
group,  the  group  leader  discusses  some  of  the  proce- 
dures and  rules  of  group  therapy,  such  as  the  con- 
fidentiality of  the  process.  Then  he  asks  each  group 
member  to  give  a capsule  summary  of  what  brings 
him  to  therapy.  In  such  a discussion,  name,  age, 
education,  work  status,  and  the  major  emotional 
problems  that  brought  the  group  member  to  treat- 
ment are  discussed  spontaneously  by  him  with  the 
group.  The  group  leader  should  allocate  about 
five  to  ten  minutes  to  each  new  group  member  and 
may  supplement  parts  of  their  introductory  state- 
ments with  significant  highlights  that  he  believes 
should  be  covered  before  the  group.  All  members 
are  discussed  the  first  session  to  integrate  them 
into  the  group  rapidly. 

New  member  in  group.  During  the  first  group 
session  the  patient  is  introduced  by  name  and  the 
major  thrust  of  the  session  centers  about  him.  He 


is  “up”  for  discussion.  The  process  of  being  “up” 
will  be  discussed  later.  He  is  not  informed  about 
this  procedure  before  he  comes  to  the  session  lest 
his  anxiety  be  too  great.  Once  at  the  group,  he  is 
told  about  the  procedure  which  then  unfolds. 
However,  before  he  is  questioned  about  himself 
and  discussed  at  the  session,  each  of  the  regular 
members  gives  a “capsule”  summary,  as  previously 
described,  about  himself  which  requires  ten  to 
fifteen  minutes  to  cover  the  entire  group.  By  this 
technic  both  the  older  members  and  the  new  mem- 
ber become  quickly  acquainted  with  the  emotional 
difficulties  and  background  of  one  another. 

Prognosis  in  group.  Before  a patient  is  ad- 
mitted into  group  psychotherapy  he  is  examined 
psychiatrically  by  the  therapLst  in  one  or  more 
individual  private  sessions.  Each  patient  is  there- 
by provided  with  a thorough  psychiatric  history, 
mental  status,  and  diagnosis  following  the  criteria 
defined  in  the  Diagnostic  and  Statistical  Manual — 
II  of  the  American  Psychiatric  Association.  Gen- 
erally, all  neurotic  disorders,  personality  disorders, 
and  mild  psychoses  work  out  well  in  structured 
interactional  group  psychotherapy.  Groups  tend 
to  function  best  when  they  are  heterogeneous 
diagnostically  and  when  they  are  fairly  evenly 
divided  between  men  and  woman.  It  is  also  valu- 
able to  have  members  of  different  ages  within  the 
group. 

Length  of  group  therapy  sessions.  The  length 
of  group  sessions  may  vary  from  between  one  to  two 
hours.  Less  than  one  hour  appears  to  be  insuf- 
ficient time  for  a group  to  get  involved  in  a dis- 
cussion, and  more  than  two  hours  is  too  long  to 
maintain  the  attention  and  interest  of  either  the 
group  or  the  therapist.  Most  often  one  group  ses- 
sion should  be  held  per  week  so  that  four  or  five 
group  sessions  are  held  per  month.  Regular  meet- 
ing times  are  essential  and  should  be  modified  only 
because  of  illness  of  the  therapist,  holidays,  and  the 
vacation  of  the  therapist.  An  innovation  of  struc- 
tured interactional  group  psychotherapy  is  that 
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the  group  meets  regularly  during  the  summer 
month  the  therapist  is  away  on  vacation.  They 
meet  without  the  therapist  and  report  to  him  week- 
ly on  the  content  and  procedure  of  the  group. 
While  no  financial  charge  is  rendered  for  the  vaca- 
tion groups,  the  attendance  of  the  patients  at  these 
groups  is  mandatory,  so  long  as  they  are  not  away 
on  vacation  themselves,  and  their  attendance  at 
these  sessions  is  considered  as  important  as  the 
regular  sessions  during  the  year.  Thus,  group 
therapy  becomes  a twelve-month  intensive  struc- 
tured experience. 

Comparison  of  structured  interaction  group 
psychotherapy  with  traditional 
types  of  group  psychotherapy 

The  control  and  direction  that  characterize  the 
therapist’s  activity  in  structured  interactional 
group  psychotherapy  is  most  evident  in  his  choos- 
ing a member  to  be  the  focus  of  group  activity  in  a 
particular  session.  This  insures  that  each  member 
must  participate,  and  no  one  is  allowed  to  with- 
draw. In  the  more  traditional  group  technics 
which  allow  for  greater  spontaneity  among  the 
members,  one  or  more  patients  may  remain  with- 
drawn and  uncommunicative  for  long  periods  of 
time.  Other  structured  technics,  which  will  be 
described  later,  further  encourage  patient  partic- 
ipation, and  rather  than  confuse  such  direction 
with  authoritarianism,  most  patients  accept  the 
therapist  in  his  role  of  group  leader.  Without 
leadership  groups  tend  to  become  “affect-laden,” 
and  we  believe  the  therapeutically  oriented  guid- 
ance of  the  leader  necessary  if  cognitive  group 
processes  leading  to  insight  are  to  occur. 

In  addition,  this  technic  provides  an  integration 
of  psychoanalysis  and  operant  conditioning.  In 
the  latter,  the  use  of  the  therapist’s  overt  and 
covert  responses  reinforce  the  patient’s  adaptive 
patterns  of  behavior  and  inhibit  maladaptive  pat- 
terns. As  used  by  the  authors,  operant  condition- 
ing is  adjunctive  to  the  insights  that  psychoanaly- 
tic practice  provides.  The  two  frames  of  reference 
are  not  mutually  exclusive  in  this  treatment 
method. 

Patient  is  "up” 

The  cornerstone  of  structured  interactional 
group  psychotherapy  is  the  procedure  in  which  a 
patient  is  “up”  for  discussion  and  the  subsequent 
“go-around”  on  such  a patient.  Theoretically  and 
technically  these  are  key  aspects  of  this  thera- 
peutic process. 

One  of  the  major  problems  in  all  psychotherapy 
is  the  encouragement  of  the  patient  to  participate 
in  treatment.  With  the  articulate  patient,  in 
general,  this  problem  is  minimized;  but  encourag- 
ing the  participation  of  the  withdrawn  or  schizoid 
patient,  a type  frequently  encountered  in  psycho- 
therapy, is  a primary  goal  and  object  of  therapy. 
It  is  es.sential  for  the  patient  to  participate  if  he 


is  to  derive  benefit  from  treatment  that  will  even- 
tuate in  personality  change;  the  greater  the  par- 
ticipation the  more  likelihood  that  change  will 
result.  Structured  interactional  group  psycho- 
therapy encourages  change  by  forcing  participation 
in  therapy;  this  is  its  unique  quality  and  charac- 
teristic. 

In  this  technic  a different  patient  is  the  focus  of 
discussion  each  group  session.  In  fact,  fellow  pa- 
tients keep  rather  careful  records  on  which  pa- 
tient is  discussed  each  week  to  ensure  that  within 
a group  all  members  are  “up”  the  same  number  of 
times.  The  decision  on  who  is  “up”  for  discussion 
each  week  depends  on  the  therapist  who  decides 
which  patient  needs  and  will  benefit  most  from 
group  discussion  that  particular  week.  Requiring 
all  patients  to  be  “up”  in  rotation  is  especially 
valuable  to  the  schizoid  patient.  It  is  unlikely 
that  such  a withdrawn  schizoid  patient  who  is  dif- 
ficult to  relate  to  generally  will  volunteer  himself 
for  discussion.  He  will  often  have  to  be  selected. 
The  verbal  articulate  and  insightful  patient,  on 
the  other  hand,  may  tend  to  monopolize  a group 
which  is  avoided  with  this  technic.  Exceptions  to 
equality  in  frequency  of  discussion  do  occur  when 
a patient  passing  through  a crisis  may  require  one, 
two,  or  three  continuous  group  sessions  “out  of 
cycle.”  However,  group  members  understand 
emergencies  occur  and  the  occasional  need  to  give 
extra  time  to  a particular  patient  “in  crisis.”  Con- 
versely, they  will  usually  object  to  the  dominating 
grasping  patient  who  tries  to  get  more  than  his  fair 
share  of  group  discussion. 

When  the  patient  is  “up,”  it  is  his  session,  and 
the  group  activity  is  focused  on  him.  Generally,  he 
will  discuss  himself  for  fifteen  to  twenty  minutes 
of  the  session,  and  the  rest  of  the  group  will  then 
join  into  the  discussion,  with  the  emphasis  being 
on  the  patient  who  is  “up.”  When  the  therapist 
believes  certain  areas  require  particular  study,  it 
is  up  to  him  to  cover  these  areas.  The  therapist 
provides  the  major  structure,  organization,  and 
substance  to  the  group  session. 

The  go-around 

Intimately  related  to  the  concept  of  being  “up” 
is  the  concept  of  the  go-around,  both  of  which 
involve  the  patient  more  deeply  in  therapy  and  al- 
low and  encourage  him  to  explore  and  verbalize  his 
emotional  problems.  He  is  compelled  to  make 
himself  available  for  psychologic  exploration.  To 
assist  in  this  process  during  the  go-around,  every 
patient  in  the  group  is  required  to  discuss  the  pa- 
tient who  is  “up.”  With  the  group  sitting  in  a 
circle,  the  therapist  decides  the  starting  point  of 
the  go-around  and  requires  that  each  member  dis- 
cuss his  evaluation  of  the  focal  member  as  well  as 
his  tranferential  feelings  toward  him.  Of  course, 
spontaneity  is  encouraged,  and  patients  may  enter 
into  the  discussion  at  any  time  whether  or  not  it 
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is  their  turn;  however,  the  group  therapist  must 
keep  order  in  the  session  and  see  that  chaos  does 
not  develop.  He  must  insist  that  every  patient  in 
the  group  participate  and  that  affective  reactions 
do  not  get  out  of  control.  We  believe  most  strongly 
that  psychotherapy  cannot  proceed  without  ration- 
al cognitive  processes  bearing  on  the  affective. 

"After-session" 

VV’hen  the  session  is  terminated  in  the  group 
therapist’s  office,  it  is  not  truly  over,  for  it  is  then 
continued  in  the  "after-session”  which  is  an  es- 
sential component  of  structured  interaction.  By 
"after-session”  is  meant  that  that  on  leaving  the 
group  therapist’s  office,  the  group  proceeds  to  a 
private  meeting  place,  usually  a patient’s  home, 
i where  the  group  session  is  continued  without  the 
t group  therapist  being  present  but  with  a continua- 
tion of  the  discussion  of  the  patient  who  is  "up.” 
The  actual  method  by  which  after-session  arrange- 
ments are  made  and  carried  out  is  up  to  the  group. 
Since  each  structured  interactional  group  therapy 
session  consists  of  an  "after-session,”  evening  ses- 
sions are  the  most  practical  way  for  such  a technic 
to  be  practiced.  Such  private  meeting  places  are 
essential  for  effective  group  therapy;  a restaurant, 
for  example,  will  not  suffice.  The  length  of  the 
after-session  may  vary  with  the  patient  being  dis- 
cussed, the  content  of  the  session,  and  so  on. 
Attendance  at  the  after-session  is  mandatory  and 
is  insisted  on  by  the  group  therapist. 

Modifications  in  technic  of 
structured  interaction 

While  the  routine  technic  of  structured  inter- 
actional group  psychotherapy  is  to  have  a dif- 
ferent patient  up  each  session  followed  by  a go- 
around,  variations  in  approach  may  be  utilized  as 
follows: 

Subject  session.  By  “subject  session”  is  meant 
that  the  group  leader  will  suggest  that  a particular 
topic,  which  is  usually  relevant  to  a certain  pa- 
tient, be  discussed  for  an  entire  session  in  lieu  of 
patient  psychic  exploration  as  in  the  “up”  method. 
The  purpose  of  discussing  a subject  is  similar  in 
its  goal  to  that  of  structured  interaction,  namely, 
improved  communication  and  discussion.  Sample 
subjects  that  may  be  discussed  and  their  relevance 
to  the  different  group  members  are  (1)  sexuality, 
infidelity,  masturbation,  coitus;  (2)  aggression  and 
defenses  against  it  as  well  as  its  manifestations; 
and  (3)  significant  temporal  effects,  such  as  the 
assassination  of  President  Kennedy. 

Categories.  By  categories  is  meant  a series  of 
emotionally  provocative  words  or  phrases  stated  by 
the  therapist  to  a patient  for  the  purpose  of  stim- 
ulating emotional  reactions.  The  purpose  of  this 
approach  is  to  encourage  communication.  Among 
the  categories  used  are:  Who  is  ugliest?  prettiest? 
least  intelligent?  most  intelligent?  most  sexually 


attractive?,  and  so  on.  The  varieties  of  categories 
are  endless. 

While  most  patients  find  categories  anxiety 
provoking,  they  acknowledge  that  they  allow  in 
fact  force  one  to  express  feelings  that  he  would 
never  verbalize  under  normal  circumstances.  In 
the  category  method,  patients  in  the  group  must  be 
classified  from  the  most  to  the  least,  for  example, 
the  most  attractive  to  the  least  attractive  member 
in  the  group.  The  therapist  usually  will  encourage 
the  patient  who  is  “up”  to  include  himself  in  the 
category  listing;  this  helps  him  to  include  those 
feelings  of  self-esteem  and  self-concept  that  he 
would  not  normally  cover  in  the  discussion.  The 
purpose  of  the  category  method  is  to  allow  major 
affective  reactions  and  feelings  to  be  verbalized. 
In  the  after-session  the  group  is  given  the  instruc- 
tion that  all  the  various  listings  and  categorizations 
are  to  be  discussed  and  explained  by  the  patient 
who  is  “up.”  Additionally,  the  patients  within 
the  group  are  asked  to  discuss  those  listings  and 
categories  they  find  most  upsetting,  or  pleasant,  or 
meaningful,  and  to  give  their  associations  to  these 
responses  and  their  explanations  for  them.  Gen- 
erally, with  most  patients  the  categories  that  are 
most  provocative  are  the  ones  classifying  attrac- 
tiveness, intelligence,  sexuality,  and  aggression. 
The  authors  have  found  that  the  category  method 
should  be  used  with  all  groups  sparingly.  Fre- 
quent use  may  be  too  traumatic  and  also  may  di- 
minish the  meaning  and  effect  of  the  method. 

Transference  and  its  utilization  in 
combined  individual  group  therapy 

Theoretically  in  all  therapy,  understanding  the 
doctor-patient  relationship  and  the  distortions 
attached  to  it  form  the  basis  of  constructive  growth 
and  change.  In  group  treatment  the  transference 
becomes  more  complicated  because  it  is  expressed 
not  only  to  the  therapist  but  also  is  displaced  and 
diluted  to  all  the  patients.  It  behooves  the  group 
leader  to  keep  the  complex  transferential  situations 
clear.  Because  transferential  reactions  whether 
positive  or  negative,  particularly  the  negative,  are 
subject  to  the  group  process  of  “contagion”  by 
which  they  become  greater  than  the  sum  of  their 
parts,  there  is  risk  attached  to  their  expression  in 
group.  When  strong  negative  transferential  dis- 
tortions are  directed  toward  the  therapist,  a most 
intense  and  unpleasant  situation  very  difficult  to 
control  and  handle  can  be  produced.  Accordingly, 
the  authors  have  always  encouraged  that  major 
transferential  reactions,  especially  negative  ones, 
be  reserved  for  the  individual  therapeutic  sessions. 
It  should  be  emphasized  that  the  verbalization  and 
expression  of  transference  is  to  be  encouraged, 
stimulated,  and  provoked,  but  its  major  expression 
as  regards  the  physician  is  reserved  for  the  individ  - 
ual  session  in  which  it  can  be  analyzed,  under- 
stood, translated,  and  better  handled  by  the  ther- 


July  1,1971  / New  York  State  Journal  of  Medicine  1635 


apist.  One  attempts  to  avoid  the  therapist  or  an- 
other patient  being  “ganged  up”  on  which  can  be 
potentially  destructive  and  lead  to  extreme  abuse; 
whereas,  it  can  be  readily  handled  in  an  individual 
session  in  a most  constructive  manner. 

Nuclear  group  member — 
the  therapist  surrogate 

Within  every  therapeutic  group  there  are  usually 
several  members  who  tend  to  be  central  focal  lead- 
ers of  the  group.  These  patients,  who  generally 
are  healthier  than  their  peers,  tend  to  have  neu- 
rotic disorders  and  are  particularly  effective  in  clin- 
ical group  interaction. 

When  the  therapist  is  not  present,  such  as  in  the 
“after-session”  or  during  the  summer  meetings, 
these  nuclear  members  play  a particularly  mean- 
ingful and  active  role  in  that  they  serve  as  surro- 
gate therapists.  K they  are  operating  on  the  level 
of  a positive  transference  with  the  therapist,  they 
may  be  of  immeasurable  aid  to  the  group  leader. 
On  the  other  hand,  when  they  develop  a negative 
transference,  they  may  play  a particularly  destruc- 
tive and  disorganizing  role.  Accordingly,  the 
utilization  of  the  skills  and  participation  of  the 
nuclear  patient  in  group  therapy  is  of  great  impor- 
tance and  may  have  either  positive  or  negative 
effects.  It  should  be  emphasized  that  these  pa- 
tients who  assume  this  nuclear  role  gain  certain 
unique  benefits  from  group  therapy;  while  they 
give  a lot,  they  also  gain  considerably  from  func- 
tioning as  a successful  leader.  Not  only  do  they 
achieve  a marked  increase  in  their  self-esteem, 
but  successful  functioning  helps  their  ego  growth 
considerably. 

Interpretation 

Interpretation,  of  course,  is  an  important  func- 
tion of  all  therapy  in  classifying  the  transference 
and  other  unconscious  processes.  Interpretation 
may  be  made  by  the  group  leader  or  the  other 
members  during  the  group  session  per  se  or  in  the 
“after-session.”  When  interpretations  are  cogent, 
the  therapist  must  point  out  their  cogency.  When 
they  are  inaccurate,  he  must  explain  their  inac- 
curacy. Because  of  the  unique  nature  of  group 
therapy,  whereby  patients  may  be  viewed  as  func- 
tioning as  therapists  with  each  other,  they  may 
make  interpretations  which  they  will  conclude  on 
their  own  are  correct.  It  is  the  responsibility  of 
the  group  leader  to  evaluate  the  interpretations 
group  members  make  which  are,  in  fact,  insight- 
ful, sensitive,  and  accurate. 

Unique  management  of  problems 
encountered  in  group  psychotherapy 

Suicidal  threats  and  suicide.  Group  psycho- 
therapy is  especially  valuable  in  the  management 
of  patients  who  become  suicidal.  Groups  will  very 


often  maintain  a vigil  with  a seriously  depressed 
patient  that  surpasses  the  functioning  of  a high- 
security  hospital.  The  authors,  with  extensive 
experience  in  psychiatric  treatment  of  many  years’ 
duration,  have  never  had  a suicide  in  their  prac- 
tice. This  is  attributed  largely  to  the  fact  that 
most  of  their  patients  are  in  group  therapy  along 
with  individual  treatment.  A variety  of  maneu- 
vers may  be  attempted  by  a group  working  with  a 
seriously  disturbed  patient;  at  times,  group  mem- 
bers who  are  available,  may  live  with  such  a fellow 
patient  during  his  more  desperate  period.  Such 
interest  may  correct  or  stabilize  an  otherwise 
dangerous  situation. 

Sexual  acting  out.  Depending  on  the  group 
makeup  and  the  rules  set  forth  by  the  group  leader 
about  sexual  activity  within  a group,  sexual  acting 
out  may  be  encountered  to  an  extreme  degree  or 
almost  not  at  all.  Most  patients  are  extremely 
serious  about  their  group  commitments  and  do  not 
view  group  therapy  as  a “Roman  holiday”  where 
sexual  acting  out  will  be  permitted  without  any 
restrictions.  While  it  is  generally  better  to  be 
permissive  in  one’s  approach  to  sexual  acting  out 
in  a group,  it  certainly  should  not  be  encouraged. 
If  such  behavior  becomes  a serious  problem  for 
certain  patients,  however,  we  do  not  hesitate  to 
forbid  sexual  acting  out  in  group.  The  threat  of 
expulsion  from  the  group  may  have  to  be  utilized 
on  occasion  to  control  behavior  that  is  destructive. 

Aspects  of  group  leadership.  The  group 
therapist  must  provide  a strong  leadership  role. 
He  often  serves  as  an  ego  ideal  with  whom  his  pa- 
tients identify.  Generally  speaking,  a psycho- 
therapeutic principle  is  that  the  psychiatrist  as- 
sume the  role  of  the  analyst  incognito.  The  less 
that  is  known  about  him  and  his  personal  life  the 
better.  Because  of  the  nature  of  group  psycho- 
therapy, however,  patients  do  get  to  know  their 
therapist  a great  deal  better  than  they  do  in  indi- 
vidual psychotherapy  in  which  the  concept  of  ana- 
lyst incognito  was  coined.  The  group  leader  may, 
on  occasion,  utilize  examples  in  his  personal  life 
to  illustrate  psychologic  insights.  Because  of  the 
chain-reaction  effect  of  group  therapy,  telling 
something  to  one  group  has  the  effect  of  telling  it 
to  all  the  groups  the  therapist  is  treating.  With 
the  pooling  of  information  among  group  members, 
an  enormous  amount  of  data  may  be  learned  about 
the  group  therapist.  Normally  this  provides  a 
minimal  problem.  However,  in  the  case  of  a 
significant  problem  in  the  life  of  the  group  ther- 
apist, all  the  groups  readily  learn  about  it.  When 
such  a crisis  limits  the  functioning  of  the  therapist, 
a tremendous  amount  of  anxiety  is  generated,  and 
the  functioning  of  the  group  is  thereby  inhibited. 
In  the  case  of  temporary  incapacitation  of  the 
group  leader,  the  nuclear  members  will  step  into 
the  breach  and  encourage  and  facilitate  group 
functioning,  as  they  do  during  the  summer  months. 
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While  on  the  one  hand  any  crisis  in  the  therapist’s 
life  interferes  with  group  functioning,  it  may,  on 
the  other  hand,  also  serve  as  a growth  experience 
for  the  members  so  involved.  The  structured  in- 
teractional technic  produces  groups  of  exceptional 
I cohesiveness  which  helps  the  patient  withstand  the 
I vicissitudes  of  life. 

I Chain-reaction  effect.  Since  several  members 
} of  one  family  may  be  with  the  same  therapist  and 
! be  in  different  groups,  or  several  different  friends 
I or  relatives  may  also  be  in  different  groups,  there 
* is  a risk  that  much  information  may  spread  be- 
. tween  groups.  F’or  example,  patient  A may  be  in 
; Group  I,  patient  B in  Group  II,  and  patient  C in 
Group  III.  If  patients  A,  B,  and  C are  close  friends 
( socially,  and  if  patient  A learns  some  personal  data 
in  his  group  activity  from  another  patient,  it  is 
likely  he  will  pass  it  on  to  patients  B and  C.  This 
information  may  then  also  be  discussed  with  pa- 
tients in  Groups  II  and  III,  often  spreading  in  a 
matter  of  hours.  This  dissemination  of  informa- 
tion is  called  the  chain-reaction  effect.  When  it 
does  occur,  it  is  usually  harmless;  but  it  can  at 
times  present  a significant  problem.  It  is  to  be 
' anticipated  and  expected,  and,  depending  on  the 
information  involved,  it  is  the  responsibility  of 
the  group  leader  to  make  the  appropriate  inter- 
pretations and  confrontations  when  necessary. 

Treating  patients  of  other  therapists  in  group. 
The  authors,  as  a general  rule,  will  not  accept  pa- 
tients of  other  individual  psychotherapists  in  their 
groups.  Only  their  own  individual  patients  are 
allowed  to  attend  their  groups  because  of  the  com- 
plexity of  the  combined  individual  group  psycho- 
therapeutic relationship.  If  they  were  to  treat 
patients  of  other  physicians  in  their  groups,  they 
would  not  have  sufficient  awareness  of  the  deeper 
emotional  problems  of  these  patients,  nor  would 
they  have  the  benefit  of  the  individual  doctor- 
patient  relationship.  Not  only  does  this  compound 
the  work  of  the  therapist  considerably,  but  it  also 
deprives  the  patient  of  the  benefit  of  this  inter- 
action. 

Summer  vacation  and  report  forms  A and  B 

Group  sessions  continue  to  be  held  on  a weekly 
prearranged  basis  during  the  summer  months  the 
group  therapist  is  on  vacation.  Usually  a schedule 
is  prepared  the  last  week  before  the  therapist’s 
vacation  indicating  in  which  patient’s  home  each 
session  will  be  held.  Because  there  is  greater  time 
available  for  commuting,  the  vacation  sessions  are 
usually  conducted  at  group  members’  homes  in  the 
suburbs  where  normally  such  sessions  could  not 
have  been  held.  The  therapist  encourages  the 
group  sessions  to  be  held  in  a different  home  each 
week  so  as  to  give  the  group  the  opportunity  to  see 
how  different  members  live  and  at  times  to  meet 
members  of  their  family  in  a natural  setting.  To 
keep  the  group  therapist  informed  about  the  con- 


FORM  A 

HKPORTKK 
Members  attending 

Members  absent 


GROUP DATE_ 

(Identify  by  meeting  time) 


NAMF)  Participation  in  group — a short  summary  by  reporter 
Note  members  who  are  absent  and  reason 


FORM  B GROUP 

Personal  report 

DATE REPORTER 

to  be  passed 

around  group  d i u u 

Personal  comments  from  each  group  member. 

NAME  How  are  you  feeling: 

Highlight  of  week?  Major  problem? 

Mood? 


FIGURE  1.  Summer  report  forms  A and  B 

tent  of  these  sessions,  the  authors  have  developed 
two  types  of  report  forms  which  are  filled  out  and 
mailed  special  delivery  to  the  group  therapist’s 
summer  address  within  twenty-four  hours  of  the 
group  session.  Two  types  of  forms  are  distributed 
to  the  groups  prior  to  the  summer  vacation  period 
(Fig.  1). 

Forms.  Form  A is  a report  form  filled  out  by  a 
predesignated  reporter  who  not  only  reports  on  the 
content  of  the  group  session  but  who  also  follows 
up  on  all  absent  members  to  learn  why  they  missed 
the  group  session  and  how  they  are  getting  along. 
Form  B allows  for  a more  personal  type  of  com- 
munication. On  this  form  space  is  allocated  for 
each  group  member  present  at  the  group  to  write 
his  own  comments  on  how  he  is  progressing  with 
his  emotional  problems.  What  each  patient  writes 
is  private  and  is  between  him  and  the  therapist. 

Because  of  these  provisions  on  summer  report- 
ing, most  patients  do  not  find  summer  vacation  or 
absences  on  the  part  of  the  therapist  threatening 
because  communication  is  maintained.  It  is  this 
breakdown  in  communication  that  is  probably  the 
greatest  source  of  anxiety  for  patients  receiving 
psychotherapy,  whether  individual  or  group. 
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Patient  response.  Certain  clinical  observa- 
tions, such  as  the  absence  of  a suicide  in  the  case 
load  encompassed  over  the  past  fifteen  years  of 
those  patients  in  this  form  of  treatment,  attest  to 
the  ability  of  this  technic  to  aid  in  the  manage- 
ment of  the  depressed  patient.  Another  observa- 
tion is  the  extremely  low  drop-out  rate  which  is 
under  5 per  cent  and  gives  some  indication  of  the 
acceptance  of  this  treatment  modality  by  the  over- 
whelming majority  of  patients  regardless  of  diag- 
nosis. The  goal  of  psychotherapy,  whether  it  be 
individual  or  group  therapy,  is  the  same,  namely, 
anxiety  reduction,  personality  change,  and  emo- 
tional growth  and  development.  Feedback  from 
patients  indicates  that  they  feel  their  goals  have 
been  attained  via  this  form  of  group  psycho- 
therapy. In  our  experience  the  average  treatment 
time  prior  to  termination  is  from  three  to  four 
years,  although  no  arbitrary  length  of  time  can  be 
assigned  as  an  optimal  duration  since  treatment 
length  is  determined  by  so  many  variables. 

Some  patients  may  effect  therapeutic  change  in 
a shorter  period  of  time,  and  some  may  require  a 
lifetime  of  treatment.  While  there  is  no  evidence 
that  structured  interaction  group  psychotherapy 
influences  the  duration  of  treatment,  it  does  appear 
both  to  bring  problems  near  to  the  surface  and  to 
effect  their  resolution  more  quickly  than  might 
otherwise  be  possible  and,  in  that  sense,  contrib- 
utes to  a more  efficacious  therapeutic  experience. 

Summary 

This  report  describes  the  technic  and  method- 
ology of  a new  type  of  group  psychotherapy,  not 
previously  recorded  in  the  literature,  called 


structured  interactional  group  psychotherapy.  As 
practiced  and  taught  by  the  authors  over  a period 
of  eighteen  years,  it  has  evolved  as  a technic  used 
primarily  in  combination  with  individual  pyscho- 
analytic  psychotherapy.  Patients  with  the  same 
physician  are  simultaneously  treated  in  individual 
psychotherapy,  consisting  of  one  to  five  sessions 
per  week.  Key  elements  of  this  treatment  are  the 
concepts  of  the  go-around  on  a patient  who  is 
“up”  for  discussion.  This  consists  of  an  entire 
group  session  being  devoted  to  a single  patient  who 
is  focused  on  and  is  discussed  psychoanalytically 
in  depth  by  all  the  other  patients  in  the  group. 
Rather  than  having  the  more  traditional  alternate 
group  sessions  without  the  therapist  being  present, 
this  technic  employs  an  “after-session”  during 
which  discussion  continues.  Other  new  and  ex- 
perimental modifications  are  discussed,  such  as 
“summer  report  forms,”  “categories,”  and  “nucle- 
ar group  member.”  Results  of  the  combined 
individual  and  group-structured  interactional 
therapy  have  been  most  satisfactory  both  from  the 
patients’  viewpoint  as  well  as  from  that  of  the 
therapists. 
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Blighia  sapida  of  the  Sapindaceae  family  is  a 
medium-sized  evergreen  tree  native  to  West  Africa 
and  found  in  certain  islands  in  the  West  Indies.' 
It  is  valued  by  the  inhabitants  of  the  West  Indian 
islands  for  a certain  edible  portion  contained  in  the 
fruit  (akee).  However,  natives  stress  that  the 
fruit  possesses  certain  poisonous  properties,  and 
damaged,  unripe,  or  fallen  fruit  should,  on  no  ac- 
count, be  eaten.  However,  when  the  cream- 
colored  portion  of  the  fruit  is  properly  cooked,  it 
is  stated  to  be  quite  edible.  The  toxicity  in  man 
has  been  documented  in  the  literature  and  legends 
from  natives  and  may  be  manifested  by  vague 
symptoms,  immediate  death,  hypoglycemia,  and 
renal  failure.'^  The  purpose  of  this  study  was  to 
investigate  the  nephrotoxic  effects  of  the  edible 
portion  of  this  fruit  in  laboratory  animals. 

Materials  and  methods 

The  senior  investigator,  with  the  aid  of  ex- 
perienced inhabitants,  carefully  collected  the  ed- 
ible portion  of  the  fruit  while  visiting  the  island 
of  Trinidad.  After  homogenization,  sonication, 
and  lyophilization,  1 Gm.  of  the  lyophilized  ma- 
terial was  placed  in  250  cc.  of  drinking  water  of  15 
Sprague-Dawley  rats  (150  Gm.).  Fifteen  controls 
received  drinking  water  without  akee.  All  animals 

‘Supported  by  Government  Research  Service  Grant,  U.S. 
Public  Health  Service,  1-501-FR  05354,  University  of  California, 
School  of  Medicine,  Los  Angeles;  U.S.  Public  Health  Service 
Training  Grant  HD0060,  and  The  Westwood  Hills  Junior 
Foundation. 


The  edible  portion  of  the  fruit  of  Blighia  sapida 
(akee),  when  placed  in  the  drinking  water  of  rats, 
was  associated  with  increased  output  of  urinary 
volume,  urinary  protein,  lethargy,  emaciation,  and, 
occasionally,  alterations  in  serum  protein  concentra- 
tion. Death  occurred  in  several  animals  and  gross 
hematuria  in  others.  Mild  to  severe  morphologic 
alterations  were  observed,  and  mesangial  deposition 
of  immunoglobulin  G,  beta-1  C globulin,  and  fibrin- 
ogen were  localized  in  the  renal  glomerulus.  None 
of  these  changes  were  observed  in  control  animals. 


were  placed  in  metabolic  cages  and  fed  with  Purina 
rat  chow.  Twenty-four-hour  urine  specimens  were 
collected  daily,  and  volume  and  quantitative  pro- 
tein were  measured.  Animals  appearing  extremely 
lethargic  or  those  with  gross  hematuria  were  sac- 
rificed. All  other  animals  were  sacrificed  on  the 
twelfth  day.  Serum  was  obtained  for  creatinine, 
total  protein,  cellulose  acetate  electrophoresis, 
sodium,  and  plasma  for  glucose.  At  the  time  of 
sacrifice,  renal  tissue  from  selected  animals  was 
fixed  in  formalin  for  light  microscopy,  gluteralde- 
hyde  for  electron  microscopy,  and  quick  frozen 
isopentane-fixed  tissue  for  immunohistologic 
studies.  Immunofluorescence  was  performed  on 
4-micron  frozen  sections  of  renal  cortex  using  rab- 
bit antisera  to  rat  immunoglobulin  G,  beta-1  C 
globulin,  and  fibrinogen  (Fig.  1).  Methods  for 
preparation  of  antisera  and  immunofluorescent 
staining  have  previously  been  described.^ 

Results 

Tables  I and  II  illustrate  the  daily  twenty-four- 
hour  output  of  experimental  and  control  animals. 
Figure  2 illustrates  the  marked  differences  in  pat- 
tern. Six  animals  in  the  experimental  group  died 
before  the  end  of  the  study.  Three  others  showed 
gross  hematuria  prior  to  sacrifice.  Nine  of  the 
experimental  animals  were  noted  to  be  emaciated 
and  lethargic.  However,  food  intake  did  not  ap- 
pear to  vary  from  the  control  animals,  and  fluid 
intake  was  usually  greater.  Tables  III  and  IV  sum- 
marize the  chemical  and  serologic  findings  in  ex- 
perimental and  selected  control  animals.  The 
data  are  incomplete,  since  several  animals  in  the 
experimental  group  died  prior  to  the  end  of  the 
study.  In  general,  hypoproteinemia,  relative 
hypoalbuminemia,  and  hypoglycemia  were  more 
common  in  the  experimental  group.  The  lack  of 
elevation  of  serum  creatinine  in  the  akee-treated 
group  may  be  due  to  the  fact  that  blood  was  not 
obtained  from  the  more  severely  affected  animals 
since  they  died  spontaneously.  The  serum  total 
protein  of  12.5  Gm.  per  100  ml.  in  animal  15  is 
probably  in  error  because  of  excessive  hemoglobin 
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FIGURE  1 Experimental  rat  glomerulus.  (A)  Light  microscopy.  (B  and  C)  Electron  microscopy  of  area  showing 
smudging  of  mesangial  area  (D)  Immunohistologic  section  stained  with  rabbit  antisera  to  rat  immunoglobulin  G. 
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in  the  serum.  No  morphologic  alterations  were  ob- 
served in  control  animals.  Table  V summarizes 
morphologic,  ultrastructural,  and  immunohis- 
tologic  alterations  in  the  experimental  group.  It 
is  difficult  to  explain  the  mesangial  deposition  of 
immunoglobulin  G,  beta-1  C,  and  fibrinogen  in  the 
glomeruli  of  some  animals.  Whether  this  repre- 
sents an  immunologic  response  and  a generalized 
or  local  state  of  intravascular  coagulation  is  un- 
clear. (Tables  II,  III,  IV,  and  V and  Figure  2 
appear  at  the  end  of  the  article.) 

Comment 

Blighia  sapida  (akee)  is  a popular  dish  among 
inhabitants  of  West  Indian  islands,  particularly 
Jamaica.  The  tree  has  pinnate  leaves  composed 
of  three  to  four  pairs  of  dark  green  oval  leaflets,  the 
largest  about  7 inches  by  2.75  inches.  Small  white 
flowers  with  prominent  hairy  stamens  are  borne 
thickly  on  lateral  spikes  several  inches  in  diameter. 
The  fruit  (akee)  is  scarlet  in  color  and  triangular 
in  shape,  2.5  inches  long  by  1.5  inches  wide,  splits 
in  three  sections  when  ripe,  and  discloses  black 
seeds  attached  to  the  cream-colored  edible  por- 
tion.■*  The  pinkish  tissue  uniting  the  two  sections 
is  said  to  be  poisonous  by  inhabitants  of  the  islands 
who  warn  that  it  should  be  extracted  before  cook- 
ing. 

The  edible  portion  is  canned  and  sold  in  New 
York  City,  where  it  is  a popular  dish  among  immi- 
grants from  the  West  Indies.  The  renal  alterations 
observed  in  this  study  suggest  that  habitual  use 
may  be  hazardous.  Mechanism  of  action  of  the 
product’s  toxic  components  and  effects  on  other 
systems  warrant  further  studies.  Also,  the  possi- 
ble effects  on  alterations  of  proteins  and  the 
fruit’s  role  in  intravascular  coagulation  need  in- 
vestigation. 

Acknowledgments:  The  authors  wish  to  thank  Mrs.  Eva 
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TABLE  II.  Daily  twenty-four-hour  urine  volume  (V  cc.)  and  protein  (P  mg.)  from  animals  in  the  control  group 


An- 

itnal 

Num 

Day  0 

Day  1 

Day  2 

Day  3 

Day  4 

Day  5 

Day  6 

Day  7 

Day  8 

Day  9 

Day  10 

Day  11 

Day  12 

ber 

P 

V 

P 

V 

P V 

P 

V 

P V 

P V 

P V 

p 

V 

P 

V 

P 

V 

p 

V 

P V 

P 

V 

16 

1.6 

2.0 

2.0 

4 

1.7  3 

0.6 

1.5 

0.8  2 

1.8  2.5 

1.5  4 

2 

5 

2.3 

1.5 

1 

1 

1.7 

5 

1.8  4.5 

0.8 

3 

17 

1.5 

5 

1.5 

7 

2 3 

2 

2 

2.3  4 

1 4.5 

1.3  3 

0.9 

4 

1 

2.5 

1.5 

1 

1 

4 

2 3 

1.2 

2 

18 

1.5 

5 

2 

3 

1.7  5.3 

2 

3 

1.5  .2.5 

1.5  1.5 

1.7  2 

2 

3.1 

2.1 

2 

1.5 

4 

2 

5 

1.7  6 

2.3 

2 

19 

2 

6 

2.5 

5 

1.5  3 

1 

4 

3 1.5 

1.3  2 

1.5  5 

2 

4 

2.3 

7 

2.5 

2.5 

1 

1.8 

1 5 

1.4 

4.5 

20 

7 

5 

5 

7 

4.2  3 

3 

1.5 

2.5  2 

5 2.5 

5 3 

4 

4 

3.5 

2.5 

1 

3 

1.5 

2.5 

2 4 

3 

1.8 

21 

1.6 

3 

2 

7 

2.3  5.2 

1.5 

2.3 

2 4.3 

1.7  3 

1.3  4.2 

2 

3 

2.5 

2 

2.1 

1 

3 

1,5 

4 3 

1.6 

2.6 

22 

1.2 

3 

1.5 

7 

2 3 

2 

2 

2.5  4.3 

2.3  3 

1.3  3 

0.5 

2.5 

1.3 

3 

1.5 

2.5 

1 

1 

2,3  2.5 

1 

5 

23 

1.3 

2.5 

2 

3 

1.4  4 

3 

2 

2.5  5 

1.3  8 

1.5  5 

2 

7 

2.5 

4 

1 

3.5 

1.8 

2 

3 3.5 

1.3 

5 

24 

4 

5 

2.3 

7 

1.8  3 

2 

6 

2.5  5 

1 4 5 

4 3 

4.5 

2 

5 

5 

5.5 

1.5 

3 

5 

4 4 

3.5 

3.5 

25 

1,2 

3 

3 

2 

2.5  5 

1 

4 

1.5  3 

2 1.5 

4 5 

3.5 

6 

2 

4.3 

1 

2 

1 5 

2.5 

0.5  1 

1 . 5 

2.5 

26 

6 

2 

1.5 

3 

2 4 

1 

2 

1.8  5.5 

0.9  5 

1 4.5 

2 

3 

2.5 

2 

0.8 

3 

2 

1 

1.5  2.5 

1 

1.5 

27 

3 

8 

2 

7 

1.8  4 

2 

3 

2.5  6 

1 5 

1.3  4.5 

1 

3 

1.5 

7 

2 

4 

2.5 

3 

3 3.5 

4 

3 

28 

11 

10 

5 

8 

6 6 

3.5  3.5 

2 4 

2 5 

4 3.5 

7 

7 

10 

8 

9 

10 

5 

3 

4 4.5 

5 

6 

URINE  PROTEIN 
IN  mg 
PER  24HRS 

0 10 


120 


DAY 

0 

••  • • • 

CPOD  OP 

1 

• ••  • 

OOOOODO  0 

•••  • 

00 

• 

0 

• • • 

2 

M • • 

OO  000  o 

• •••  • •• 

0 

0 

• • 

OOOO  0 

3 

0 ooo  o 

0 0 

• • 

o 

• • 

0 

4 

OODO  00  O 

• 9 m • 

• 

0 

• 

5 

aocoo 

••  • 

OO  0 OO 

• • 

o 

• 

0 

• 

0 

ooooo 

6 

COOO  OO 

m m • • 

OOO 

••• 

• 

0 

7 

OOPOOO 

••  • • 

0 O 0 COD  O 

• • 

00 

••• 

0 

• • 

•• 

• 

8 

OO  00  0 o 

0 o 

• • 

9 

•M  • • 

ooo  o>  O 0 

• • • 

O 0 

• • 

• • 

10 

ooooo 

M*  • 

0 0 

• ••  • 

0 

O 0 

o 

0 

oooooo 

II 

00  OO  OO 

• ••  •• 

o 

O 0 

0 

• 

o 

• 

12 

oooooo 

o 

• 

T 1 

0 10 

1 — 

20 

“1 — 

30 

1 1 1 

40  50  60 

1 

70 

1 1 

80  90 

1 

100 

no 

I 

IZO 

URINE  VOLUME 
IN  CC. 

PER  24  HRS 


O 24  HOUR  PROTEIN  EXCRETION  IN  EXPERIMENTAL  GROUP 

• 24  HOUR  VOLUME  IN  EXPERIMENTAL  GROUP 

• 24  HOUR  PROTEIN  EXCRETION  IN  CONTROL  GROUP 
0 24  HOUR  VOLUME  IN  CONTROL  GROUP 


FIGURE  2.  Daily  distribution  of  protein  excretion  and  urine  volume  in  control  and  experimental  animals. 
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TABLE  III.  Some  of  the  chemical  and  serologic  findings 
in  experimental  animals 


Serum 

Albu- 

Creat- 

Protein 

min 

inine 

(Gm. 

(Gm. 

(mg. 

Glucose 

per 

per 

per 

(mg. 

Sodium 

Animal 

100 

100 

100 

per 

Number 

ml.) 

ml.) 

ml.) 

100  ml.) 

(mEq.) 

1 

6.0 

47 

0.9 

60 

146.5 

4 

7.8 

40 

0.8 

1.54 

150 

5 

8 

45 

0.85 

40 

147 

6 

5 

54 

0 . 65 

159 

145 

7 

5 6 

0.8 

66 

147 

9 

4.5 

1.0 

60 

1.50 

13 

5.5 

58 

1.0 

125 

147.5 

14 

12.4 

58 

0.7 

150 

143 

15 


TABLE  IV.  Chemical  and  serologic  findings  of  some 
of  the  control  group 


Animal 

Number 

Serum 

Protein 

(Gm. 

per 

100 

ml.) 

Albu- 
min 
(Gm. 
per 
100 
ml  ) 

Creat- 

inine 

(mg. 

per 

100 

ml.) 

Glucose 

(mg. 

per 

100  ml.) 

Sodium 

(mEq.) 

16 

7.0 

56 

0.65 

159 

134.5 

17 

7.5 

54 

0.7 

132 

144 

18 

7 

57 

0.8 

not  done 

19 

7.8 

58 

0.85 

132 

145 

20 

7.5 

58 

0.65 

150 

145.5 

21 

7.8 

52 

0.65 

158 

143 

TABLE  V.  The  structural,  ultrastructural,  and  immunohistologic  findings  of  animals  in  the  experimental  group 


Animal 

Im 

munohistology  * 

Number 

Light  Microscopy 

Electron  Microscopy 

IgG 

F 

1 

Diffuse  mesangial  proliferation, 

Smudging  of  the  epithelial 

occasionally  collapsed  glomeruli; 

cytoplasm  electron  dense 

moderate  basement  membrane 

bodies  in  the  epithelial 

thickening 

cytoplasm 

2 + 

+ 

2 + 

2 

Tissue  necrotic 

Not  done 

Not  done 

3 

Tissue  necrotic 

Not  done 

Not  done 

4 

Focal  segmental  glomerular  base- 

ment  membrane  thickening 

Not  done 

± 

0 

± 

5 

Focal  segmental  proliferation 

Not  done 

± 

0 

± 

6 

Focal  segmental  centrolobular 

proliferation;  mild  focal 
basement  membrane  thickening 

Not  done 

2 + 

± 

+ 

7 

Centrolobular  proliferation; 

basement  membrane  thickening 

Not  done 

+ 

8 

Glomeruli  swollen;  Bowman’s 

Electron  dense  deposits  in 

space  obliterated 

mesangium 

2 + 

± 

2 + 

9 

Focal  segmental  basement 

membrane  thickening  increase 
PASf  positive  material  in  the 
mesangium;  focal  centrolobular 
proliferation 

Not  done 

0 

0 

+ 

10 

Diffuse  epithelial  proliferation 

moderate  PASf  positive  material 
in  the  masangium.  Occasional 
polymorphonuclear  leukocytes 

Not  done 

± 

0 

11 

Tissue  necrotic 

Not  done 

Not  done 

12 

Minimal  increase  PASf  positive 

0 

+ 

material  in  the  mesangium 

Not  done 

0 

13 

Glomeruli  swollen  completely 

filling  Bowman’s  space;  focal 
centrolobular  proliferation; 
focal  basement  membrane 

Increase  in  size  of  endothelial 

thickening 

cells 

+ 

+ 

14 

Focal  epithelial  cell  proliferation 

Normal 

0 

0 

+ 

15 

Mesangial  proliferation 

Normal 

± 

0 

+ 

* Graded  by  intensity  and  area  0 to  4 + ; mainly  mesangial.  IgG  = immuncglobulin  G;  PiC  — beta-lC  globulin; 


F = fibrinogen. 

t Periodic  acid,  Schiff. 
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Quarterly  Review  of  Drugs 


SCIENCE,  DRUGS,  AND 
THE  FOOD  AND  DRUG 
ADMINISTRATION 


PAUL  DE  HAEN 

New  York  City 

President,  Paul  de  Haen,  Inc. 

In  spite  of  the  tremendous  advances  or  because 
of  these,  the  implications  of  the  scientific  endeavor 
carried  out  during  the  last  fifty  years  are  not  always 
fully  understood  hy  the  political,  commercial, 
legal,  and  public  sectors  of  our  society.  Even  sci- 
entists themselves  are  not  always  aware  of  the 
repercussions  of  their  accomplishments. 

Scientific  endeavor 

Politicians  are  inclined  to  think  that  new  scien- 
tific knowledge  can  be  bent  and  controlled  by  man- 
made laws.  The  merchant  tends  to  exploit  new 
inventions  to  his  own  advantage  and  disregards  the 
fact  that,  in  the  process  of  making  new  products, 
he  may  create  a new  problem  of  pollution  which  is 
greater  than  any  benefit  his  product  can  bestow  on 
society.  The  lawyer  has  the  tendency  to  attempt 
to  issue  simplified  regulations  on  the  handling  of 
highly  complex  matters  which  are  subject  to  a 
constantly  changing  environment. 

The  public  is  beginning  to  distrust  the  benefits 
claimed  to  be  derived  from  the  scientific  endeavor, 
because  repercussions  are  so  widespread  that  they 
require  constant  changes  in  the  living  habits  of  the 
individual.  New  problems  are  constantly  being 
created  which  require  painful  solutions.  The  care- 
lessness with  which  new  scientific  knowledge  is 
exploited  is  another  source  of  dissatisfaction,  since 
it  has  resulted  in  environmental  pollution  which 
affects  everyone’s  life.  Resentment  has  been 
created  by  the  arrogance  of  a small  group  of  sci- 
entists because  of  the  claims  of  their  alleged  ac- 
complishments or  by  the  promise  of  results  to  be 
achieved,  such  as  a “cancer  cure  in  ten  years.’’ 
'Fhe  public  is  also  becoming  weary  of  the  govern- 
ment’s carrying  out  large  projects  simply  because 


we  have  the  scientific  skill  to  accomplish  them,  as 
in  the  case  of  the  supersonic  transport. 

Even  though  not  fully  understood,  inherent  fear 
exists  regarding  the  implications  of  advances  in 
knowledge  of  genetic  processes.  Instinctively 
the  public  realizes  that  such  newly  found  knowl- 
edge may  be  exploited  by  the  unscrupulous.  Last 
but  not  least,  the  public  resents  the  ever-increasing 
control  and  discipline  forced  on  the  individual  by 
the  advances  of  science.  This  varies  from  the 
speeder,  riding  in  a powerful  car,  going  90  miles  an 
hour  on  a highway,  to  the  manufacturer  having  to 
make  his  product  according  to  scientific  specifica- 
tions promulgated  by  the  government.  Standard- 
ization is  growing  by  leaps  and  bounds.  The  im- 
pact of  the  cybernetic  mechanism  of  the  computer 
is  so  great  that  congressional  committees  find  it 
necessary  to  study  the  need  for  laws  to  protect  the 
privacy  of  the  individual.  We  appear  to  be  moving 
from  a free  to  a controlled  society  in  which  there  is 
the  danger  that  the  unscrupulous  can  take  advan- 
tage of  scientific  advances. 

Although  the  public  climate  for  scientific  en- 
deavor is  at  present  not  particularly  good,  we  must 
recognize  that  science  in  its  many  ramifications  is 
going  to  exert  an  ever-increasing  influence  on  our 
daily  life.  Nobody  concerned  with  government  or 
the  manufacture  of  goods  can  afford  to  ignore  the 
constantly  created  new  knowledge.  The  problem 
we  face  is  that  science  is  moving  faster  than  man 
is  willing  and  able  to  move  and  to  comprehend  the 
repercussions  of  alleged  scientific  advances.  It 
would  be  wonderful  if  we  could  call  a halt  to  re- 
search on  new  subjects  just  for  ten  years  and  during 
this  time  make  a concerted  effort  to  learn  to  make 
safe,  effective  uses  of  what  we  know  today. 

We  are  also  finding  that  the  physical  sciences 
do  not  appear  to  be  as  exact  as  we  thought  them  to 
be  and  that  their  values  may  be  altered  with  the 
constant  changes  in  man  and  his  environment. 
This  fact  injects  another  complexity  into  the  prob- 
lem and  makes  it  necessary  that  we  pay  greater 
attention  to  diverse  scientific  opinion  than  we  have 
been  inclined  to  do  in  the  past.  Yesterday’s  sci- 
entific conviction  may  be  challenged  tomorrow. 

Science  and  drugs 

There  is  hardly  any  other  field  of  human  en- 
deavor in  which  the  changes  that  have  taken  place 
during  the  last  thirty  years  are  as  profound  and  as 
far  reaching  as  in  drug  research.  Dunlop'  re- 
marked that  the  modern  controlled  trial  of  a drug 
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might  l)e  claimed  to  be  the  greatest  therapeutic 
advance  in  the  last  quarter  of  a century.  Drug  re- 
search is  expected  to  result  in  the  development  of 
safe  and  effective  drugs  which,  however,  are  more 
complex  to  use  than  other  modern  research  prod- 
ucts, because  they  are  prescribed  for  people  whose 
internal  and  external  environment  is  subject  to 
constant  change.  Science  has  opened  a Pandora’s 
box  of  requirements  for  knowledge  and  constant 
preparedness  for  the  unexpected  which  are  difficult 
to  cope  with. 

Whereas  thirty  years  ago  drug  evaluation  was  a 
relatively  routine  procedure  of  determining  toxicity 
in  animals  and  carrying  out  clinical  observations 
in  patients,  today  it  is  a lengthy  and  costly  under- 
taking requiring  sophisticated  instrumentation, 
carefully  prepared  experimental  designs,  and  con- 
trolled o.  .’rvations  under  many  categories.  Ex- 
perimental pharmacology  employs  today  many 
thousand  experts  in  academic  and  commercial 
laboratories.  A new  specialty  of  clinical  pharma- 
cology has  been  created,  and  some  40  of  the  99 
medical  schools  in  the  United  States  have  es- 
tablished such  departments.  Some  of  these  are 
being  supported  by  grants  from  the  Burroughs 
Wellcome  Fund,  and  the  Pharmaceutical  Manu- 
facturers Foundation  supports  training  courses  in 
clinical  pharmacology.  The  Drug  Research  Board 
j held  a special  conference  on  clinical  pharmacology- 
on  December  3 and  4,  1970,  in  Washington,  D.C., 

I to  assess  the  current  status  and  project  the  future 
needs  of  this  new  discipline  in  medicine.  Develop- 
ments are  similar  in  other  countries. 

Aside  from  more  careful  observations  in  larger 
groups  of  animals  and  patients  than  in  the  past, 
there  are  a number  of  special  studies  undertaken 
today  which  formerly  were  not  given  the  same  em- 
phasis. Among  these  are  teratologic  studies  in 
animals  which  unfortunately  are  not  always  reli- 
able nor  permit  deductions  for  use  of  a drug  in 
human  beings,  hence  the  caution  not  to  use  new 
drugs  in  pregnant  women.  With  the  liberalization 
of  the  abortion  laws  in  some  states  one  might  con- 
ceivably administer  new  drugs  to  women  who  ex- 
pect to  have  an  abortion  and  determine  the  effects, 
if  any,  on  the  fetus.  Whether  such  an  approach  is 
useful  or  legally  feasible  remains  to  be  ascertained. 

Investigations  on  drug  metabolism  are  gaining  in 
importance  as  evidenced  by  the  conference  on  drug 
metabolism  held  by  the  New  York  Academy  of 
Sciences  in  New  York,  June  29  to  July  1,  1970. 
The  effect  of  drugs  on  other  than  the  target  organ 
must  be  carefully  investigated,  even  on  disease 
conditions  with  which  the  action  of  the  drug  is  not 
directly  concerned.  Pharmacokinetic  studies 
concerned  with  blood  levels  and  excretion  may  re- 
quire the  development  of  new  chemical  analytic 
methods  to  determine  the  drug  in  body  systems. 
Plasma  levels-time  curves  indicating  half-life  of 
the  drug  in  the  organism  must  be  established,  or 


the  chemist  will  be  asked  to  prepare  isotopes  of  the 
drug  so  that  its  pathway  through  the  organism  can 
be  more  readily  traced.  Consideration  must  be 
given  to  possible  interaction  with  other  drugs 
which  in  the  course  of  treatment  may  be  given  to 
a patient  who  receives  the  drug  under  investiga- 
tion. 

Clinical  investigation  requires  the  preparation 
of  a careful  plan  of  study,  the  experimental  design 
which  can  be  subjected  to  biostatistical  analysis. 
There  are  wide  individual  differences  in  response 
to  drugs  which  may  be  genetically  determined. 
The  new  science  of  pharmacogenetics  is  still  in  its 
infancy,  but  genetically  controlled  differences  in 
drug  action  add  a further  complication  for  the 
investigator  and  the  physician  which  the  unin- 
formed rarely  admits. - 

The  neglected  field  of  drug  effectiveness  and 
metabolism  in  children  requires  an  entirely  new 
experimental  approach,  because  we  realize  now 
that  infants  and  children  handle  drugs  differently 
from  adults  and  the  aged.  “Relatively  few  new 
agents  have  been  released  for  use  in  infants  and 
children  since  the  Federal  Drug  Amendments  of 
1962  were  passed”  writes  Shirkey.^  In  a special 
commentary  this  champion  of  drug  research  in 
pediatrics  outlines  how  studies  in  clinical  pharma- 
cology might  be  carried  out  with  ambulatory  chil- 
dren. Consultation  with  experts  in  handling  elec- 
tronic data  systems  is  needed  to  record  and  sum- 
marize properly  the  thousands  of  data  that  are  ac- 
cumulating in  a modern  drug  evaluation. 

A three-day  conference  was  held  in  May,  1969, 
by  the  New  York  Academy  of  Sciences,  recognizing 
the  fact  that  the  patient  in  whom  a new  drug  is 
used  needs  greater  legal  protection  than  he  has 
been  given  in  the  past.^  The  FDA  (Food  and  Drug 
Administration)  has  suggested  that  hospitals,  in- 
stitutions, and  research  facilities  establish  a “peer 
group  committee”  that  will  be  responsible  for 
initial  and  continuing  review  and  approval  of  the 
experimental  project  concerned  with  the  investiga- 
tion of  a new  drug  in  human  subjects.^ 

Many  reports  have  been  published  describing 
new  methods  for  studying  drugs  in  animals  and 
human  patients.  A scientific  group  of  the  World 
Health  Organization  published  an  investigation  on 
principles  for  the  clinical  evaluation  of  drugs.® 
The  chairman  of  this  committee  was  Maxwell 
Finland,  M.D.,  of  Harvard  Medical  School.  Other 
American  experts  participating  were  Louis  Lasag- 
na,  M.D.,  now  at  the  University  of  Rochester,  and 
G.  E.  Schreiner,  M.D.,  of  Georgetown  University 
School  of  Medicine.  The  report  describes  in  de- 
tail the  formal  therapeutic  trials  that  are  required 
and  the  need  for  continuing  to  monitor  adverse 
reactions  of  a new  drug  after  it  has  been  released 
for  sale. 

The  study  of  psychotherapeutic  drugs  is  particu- 
larly difficult  and  requires  great  finesse,  because 
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objective  measurement  of  effectiveness  is  difficult. 
Hollister"  sets  forth  in  detail  the  numerous  obser- 
vations that  have  to  be  undertaken  in  new  drug 
evaluation.  The  routine  animal  toxicity  studies 
are  rather  simple,  but  after  the  first  observations  in 
human  subjects,  long-term  pharmacologic  and  tox- 
icity investigations  are  needed  which  should  take 
into  consideration  the  therapeutic  and  side-effects 
noted  in  human  patients.  Sometimes  an  entirely 
new  approach  is  needed  to  understand  fully  the  ac- 
tion and  use  of  the  drug.  Finding  a specific  indica- 
tion for  a psychotherapeutic  drug  is  not  easy,  be- 
cause pharmacologic  screening  tests  provide  only 
a general  clue  to  the  action  of  the  drug  which  only 
observations  in  human  subjects  can  pinpoint. 
Hollister  suggests  that  in  the  future  a “closer 
collaboration  between  the  clinical  investigator  and 
the  biopharmaceutical  department  of  drug  com- 
panies will  be  required.” 

Modern  science  is  also  bringing  many  complex 
problems  to  the  industrial  monitor  and  coordina- 
tor of  drug  evaluation.  He  must  not  only  be  fully 
aware  of  current  investigative  technics  in  a given 
field  but  he  must  also  be  able  to  detect  discrepan- 
cies in  results  obtained  by  various  investigators  no 
matter  how  minute  they  may  be.  Are  there  any 
differences  in  the  population  groups  in  which  the 
drug  is  tested?  Is  the  drug  metabolized  in  the  sick 
population  in  a fashion  similar  to  that  of  the  nor- 
mal volunteer  and  the  laboratory  animal?  There 
is  need  for  constant  corroboration  of  observations 
between  the  pharmacologic  laboratory  and  the 
clinic  so  that  animal  experiments  can  be  attuned  to 
new  discoveries  of  therapeutic  action  or  that  ad- 
verse effects  in  human  individuals  can  be  investi- 
gated, sometimes  with  complex  and  lengthy 
studies. 

In  his  presentation  on  clinical  pharmacology,  Gil- 
gore**  also  described  the  laborious  methods  re- 
quired for  bringing  together  thousands  of  new  data 
to  be  recorded  in  the  laboratory  and  the  clinic  for 
presentation  in  a new  drug  application.  An  ex- 
panded summary  of  data  can  be  accomplished 
only  with  the  aid  of  the  computer,  another  aspect 
in  which  science  enters  the  medical  field.  It  would 
be  most  helpful,  even  imperative,  for  the  practic- 
ing physician  if  summary  data  of  a new  drug  appli- 
cation would  be  published  either  by  the  manufac- 
turer or  the  FDA,  stating  the  names  of  the  investi- 
gators. Such  information  would  be  evidence  of  the 
reliability  of  the  data  used  for  the  final  approval  of 
the  drug  and  of  the  scope  of  the  investigation 
undertaken  by  the  manufacturer.  If  properly  ar- 
ranged, it  might  create  much  more  confidence  in 
the  safety  and  effectiveness  of  the  drug  for  the 
physician  than  the  current  package  insert.  Ex- 
perimental data  contained  in  a new  drug  applica- 
tion would  also  be  of  inestimable  value  to  the 
toxicology  information  program  currently  con- 
ducted by  the  National  Library  of  Medicine. 


TABLE  1.  Evaluation  of  drug  trials  (per  cent) 


Trials 

Canad. 
M.  A.  J. 
1956- 
1960 

Canad. 
M.  A.  J. 
1961- 
1967 

New 
England 
J.  Med. 
1963- 
1967 

No  controls 

Valid  controls,  but  no 
random  allocation  of 

65.5 

55.7 

47.5 

therapy 

Valid  controls,  random 
allocation  but  assess- 

24.0 

20.8 

17.5 

ment  not  objective 
Valid  controls,  random 
allocation,  objective 
assessment  but  no 

3.0 

4.6 

3.0 

statistical  analysis 
Valid  trials,  all  require- 

2.0 

3.0 

12.5 

ments  present 

5.5 

15.9 

19.5 

Total  number  of  reports 

203 

264 

103 

A review  of  the  world  literature  on  the  clinical 
evaluation  of  new  drugs  reveals  that  government 
agencies,  the  medical  profession,  and  pharmaceu- 
tical manufacturers  in  all  countries  realize  the 
complex  nature  of  drug  evaluation.  This  was 
clearly  brought  out  in  an  interaction  symposium  on 
drugs  held  in  Stockholm.^  The  future  is  not  going 
to  be  easier.  We  need  better  objective  methods  of 
measuring  drug  effects,  preferably  those  that  are 
clearly  related  to  therapeutic  benefit,  for  in  man 
placebo  responses  may  compound  all  the  other 
biologic  variables. There  is  also  need  for  better 
controls  of  drug  trials,  as  evidenced  by  a report  by 
Reiffenstein,  Schiltroth,  and  Todd."  These  in- 
vestigators evaluated  drug  studies  on  the  basis  of 
control  exercised  in  each  trial.  The  observations 
are  recorded  in  Table  I.  This  table  suggests  that 
investigators  do  not  or  cannot  always  institute  all 
the  controls  that  scientific  clinical  evaluation  of 
drugs  demands. 

A similar  investigation  was  conducted  by  Lionel 
and  Herxheimer'^  who,  on  the  basis  of  an  evalua- 
tion of  drug  reports  published  in  two  weekly  and 
two  monthly  journals,  proposed  a check  list  for 
assessing  therapeutic  trial  reports  on  drugs  which 
should  be  on  the  desk  of  each  editor,  consultant, 
and  drug  evaluator.  While  such  a check  list,  like 
others,  should  never  be  followed  religiously,  it  is  a 
definite  aid  in  reviewing  the  completeness  of  data 
presented  in  a drug  evaluation. 

Science  and  the  FDA 

Since  we  must  acknowledge  the  fact  that  scien- 
tific considerations  and  technology  are  governing 
many  aspects  of  our  life  and  increasingly  dominat- 
ing drug  therapy,  it  appears  worth  while  to  review 
the  relationship  existing  between  the  scientific 
world  and  the  Food  and  Drug  Administration. 
This  large  government  agency  has  been  criticized 
many  times  for  its  actions,  frequently  by  people 
who  have  little  knowledge  of  the  complexity  of  the 
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I subjects  it  has  to  deal  with  and  which  dominate  its 
j obligations  to  society.  The  magnitude  of  this 
j impact  on  our  daily  life  may  be  gathered  from  the 

< fact  that  retail  sales  of  products  presently  regu- 
' ulated  by  the  FDA  reached  $230  billion  in  1970  of 

a total  of  $610  billion  spent  by  the  consumer.*^  In 
I spite  of  this  large  task  Congress  does  not  provide 

< the  FDA  with  the  adequate  funds  requested. 

Among  today’s  4,482  FDA  employes  are  2,181 
with  scientific  backgrounds.  Among  these  are  the 
following  specialists:  microbiologists,  181;  phar- 

macologists, 85;  physiologists,  5;  entomologists, 

' 10;  medical  officers,  121;  pharmacists,  5;  dentists, 

6;  public  health  officers,  33;  veterinarians,  60;  and 
chemists,  869.  The  balance  of  806  are  represented 
by  food  and  drug  inspectors  and  officers  who  do  the 
field  work  for  the  FDA.  The  agency  maintains 
I chemical  and  analytic  laboratories  in  Washing- 
; ton  and  St.  Louis.  FDA  chemists  have  made  im- 
' portant  contributions  to  the  chemical  analysis  of 
I drugs,  either  presented  as  single  agents  or  in  com- 
' binations.  Their  findings  are  published  widely 
in  the  appropriate  scientific  literature.  The  good 
manufacturing  practices  developed  by  the  FDA  in 
cooperation  with  manufacturers  are  becoming  a 
world-wide  standard.  The  important  advances 
that  have  taken  place  with  the  aid  of  FDA  scien- 
tists are  ably  described  by  Carol*’*  who  recalled  that 
in  1930  the  annual  salary  of  an  analytic  chemist 
was  $2,000.  The  FDA  is  planning  to  operate  a 
toxicologic  research  center,  taking  over  the  Pine 
Bluff  Facility  in  Arkansas  disbanded  by  the  Army. 
It  will  be  used  for  chronic  disease  studies  with 
foods  and  drugs,  the  latter  to  be  observed  in  the 
normal  or  lower-dose  level  in  which  drugs  are  used 
therapeutically. 

The  Bureau  of  Drugs,  operating  under  the  direc- 
torship of  Henry  E.  Simmons,  M.D.,  formerly  as- 
sociated with  Tufts  School  of  Medicine,  is  divided 
into  33  different  departments,  each  requiring  spe- 
cific scientific  knowledge  for  management  of  its 
manifold  duties.  A sophisticated  drug  informa- 
tion center,  which  includes  surveillance  of  adverse 
reactions  in  various  clinics,  keeps  the  various  de- 
partments up-to-date  on  the  current  and  ever- 
growing drug  literature. 

Like  the  pharmaceutical  industry,  which  is  di- 
vided by  commercial  and  scientific  considerations, 
the  Food  and  Drug  Administration  also  has  a dual 
personality:  It  is  a regulatory  agency  and  a sci- 

entific institution.  But  as  Edwards*^  stated,  “the 
public  interest  simply  cannot  be  served  if  our  reg- 
ulatory decisions  are  not  supported  by  sound  sci- 
ence.” If  this  maxim  had  been  followed  religiously 
in  the  field  of  commerce,  many  of  our  today’s  ills 
and  controversies  would  dissipate. 

The  FDA  has  placed  many  contracts  with  out- 
side scientific  groups  for  the  investigation  of  spe- 
cific problems.  Among  these  are  seven  contracts 
for  clinical  and  pathologic  studies,  two  on  teratol- 
ogy, ten  on  oral  contraceptives,  and  five  epidemio- 


logic investigations  concerned  primarily  with  ad- 
verse reactions.  *°  The  problem  of  iatrogenic  dis- 
eases caused  by  drugs  remains  large  and  unre- 
solved. Further  knowledge  is  also  needed  on  the 
mechanism  and  extent  of  drug  interaction.  Do 
they  occur  only  if  the  patient  takes  several  single 
drugs  simultaneously,  or  could  such  reactions  take 
place  if  combination  drugs  are  prescribed? 

Allan'®  reported  the  recent  appointment  of  a 
special  committee  to  evaluate  the  scientific  efforts 
of  the  FDA  and  to  advise  the  commissioner  on  all 
aspects  of  the  agency’s  scientific  activities.  The 
chairman  of  the  committee  is  Roy  E.  Ritts,  M.D., 
of  the  section  of  microbiology  of  the  Mayo  Clinic; 
the  pharmacologists  are  J.  Richard  Grout,  M.D., 
Southwestern  Medical  School,  Marion  V.  Ander- 
son, D.V.M.,  M.D.,  University  of  Minnesota, 
Lauren  A.  Woods,  Ph.D.,  M.D.,  University  of  Iowa, 
and  Willard  A.  Krehl,  Ph.D.,  M.D.,  professor  of 
preventive  medicine,  Jefferson  Medical  College. 
Hardly  a day  goes  by  that  there  is  not  a meeting  of 
FDA  specialists  and  outside  consultants,  because 
it  is  so  important  for  the  “desk  officer”  to  keep 
in  touch  with  the  practice  of  medicine,  conducted 
either  in  university  clinics  or  in  the  daily  practice 
of  medicine. 

To  expedite  the  clearance  of  investigational  new 
drug  applications  and  new  drug  applications,  the 
FDA,  in  cooperation  with  the  scientific  division  of 
the  Pharmaceutical  Manufacturers  Association,  is 
attempting  to  set  up  guidelines  for  the  clinical 
investigation  of  drugs.  Twenty-nine  drug  classifi- 
cations have  been  selected,  and  manufacturers 
have  appointed  a representative  to  discuss  guide- 
lines for  each  class  of  drugs.  The  preparation 
of  “guidelines”  for  clinical  studies  has  been  under 
discussion  for  many  years  by  members  of  learned 
societies  who  were  dissatisfied  with  the  manner 
in  which  some  investigations  were  carried  out.  If 
properly  handled,  guidelines  will  only  set  forth 
certain  minimum  requirements  and  not  become  a 
“rigid  check  list,”  as  has  been  claimed  by  some 
critics.*®  The  problem  facing  the  FDA  now  is  to 
obtain  the  active  participation  of  scientists  as- 
sociated with  clinical  pharmacology  departments 
in  setting  up  such  guidelines.  This  is  not  easy  but 
necessary,  and  it  can  be  accomplished  with  the 
goodwill  of  all  parties  concerned. 

One  of  the  greatest  efforts  by  the  FDA  to  marshal 
the  aid  of  the  medical  profession  was,  of  course,  the 
contract  signed  by  the  former  commissioner,  James 
L.  Goddard,  M.D.,  and  the  National  Academy  of 
Sciences-National  Research  Council  to  pass  judg- 
ment on  the  efficacy  of  drugs  on  which  a new  drug 
application  had  been  submitted  from  1938  to  Octo- 
ber 10,  1962.  There  were  2,824  drug  preparations 
and  over  16,000  therapeutic  claims  for  effectiveness 
in  a variety  of  specified  clinical  conditions  with 
4,000  drug  formulations;  85  per  cent  were  prescrip- 
tion drugs,  and  50  per  cent  were  of  products  con- 
taining more  than  one  ingredient.  Many  of  the 
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drugs  were  duplications.^®  Thirty  panels  for  dif- 
ferent specialties  were  set  up,  and  each  panel  con- 
sisted of  six  physicians.  Many  of  the  drugs  were 
evaluated  by  a number  of  panels. 

Because  most  of  these  physicians  had  academic 
affiliations,  the  claim  has  been  made  that  they  had 
little  knowledge  of  drug  therapy  as  it  is  practiced 
in  the  physician’s  office.  This  pretext  is  difficult 
to  maintain,  because  all  academic  physicians  do 
treat  private  patients  and  supervise  the  treatment 
of  large  groups  of  clinic  and  hospital  patients.  To- 
day’s drug  information  centers  maintain  elaborate 
records  of  drug  treatment  results,  and  such  infor- 
mation is  readily  available  for  review.  In  addition 
to  the  data  supplied  by  the  manufacturer,  the 
panelists  had  at  their  disposal  for  passing  judg- 
ment their  own  experience  and  that  gained  in  hos- 
pitals as  well  as  that  recorded  in  the  scientific  lit- 
erature. Whether  or  not  the  new  drug  applications 
submitted  by  the  manufacturer  between  1938  and 
1962  contained  pertinent  information  on  the  effec- 
tiveness of  a drug  can  only  be  decided  for  each  in- 
dividual drug.  Those  manufacturers  who  are 
called  on  today  to  submit  additional  information 
might  find  it  worth  their  while  to  review  their 
original  new  drug  application  for  data  on  effective- 
ness that  may  stand  up  even  today. 

The  panelists  evaluated  each  claim  for  each  drug 
individually.  There  were  six  categorical  ratings: 
effective,  probably  effective,  possibly  effective, 
ineffective,  ineffective  as  a fixed  combination,  and 
effective,  but.®®  The  last  category  describes  a drug 
for  which  there  was  substantial  evidence  that  it  is 
effective  as  claimed  but  no  longer  represents  the 
approved  form  of  therapy,  because  much  better, 
safer,  or  more  conveniently  administered  drugs  are 
now  available.  The  ratings  by  the  experts  of  thera- 
peutic claims  made  by  the  manufacturers  are 
shown  in  Table  II. 

Relatively  few  drugs  containing  a single  ingredi- 
ent were  found  ineffective.  These  were  drugs  of 
minor  therapeutic  importance.  Problems,  how- 
ever, have  arisen  with  the  judgment  of  drugs  hav- 
ing more  than  one  ingredient,  the  so-called  com- 
bination drugs.  The  situation  was  aggravated  by 
the  classifications  “probably  effective”  and  “possi- 
bly effective”  which  were  to  be  interpreted  as 
“lacking  substantial  evidence  of  effectiveness” 
not  as  positive  evidence  of  ineffectiveness,  but  the 
classifications  were  not  always  clearly  understood 
by  the  panel  members.*®  Since  then  the  commis- 
sioner of  Food  and  Drugs  has  issued  regulations  de- 
fining what  is  meant  by  an  adequate  and  well- 
controlled  clinical  investigation. 

Some  manufacturers  have  advanced  the  idea 
that  large-scale  prescribing  of  a drug  by  physicians 
can  be  equated  with  clinical  experience.  Modern 
science  will  never  permit  such  an  equation.  Mac- 
gregor®®  said,  “It  is  no  argument  to  aver  that  be- 
cause a product  is  widely  prescribed  it  is  therefore 


TABLE  II.  Ratings  by  panelists 


Claims ~ 

Ratings 

Number 

Per  Cent 

Effective 

3,159 

19.1 

Ineffective 

2,442 

14.7 

Possibly  effective 

5,778 

34.9 

Probably  effective 

1,204 

7.3 

Effective,  “but” 

3,990 

24.0 

Totals 

16,573 

100.0 

both  effective  and  desirable.”  Experience  derives 
from  many  factors.  It  may  be  based  on  personal 
observation,  supported  by  carefully  and  scientif- 
ically recorded  data.  It  may  be  part  of  tradition 
and  the  learning  process.  But  experience  can 
never  afford  to  stand  still  and  become  static.  In  i 
medicine,  too,  experience  is  not  merely  a multipli- 
cation of  identical  observations  made  by  various 
people  but  the  adjustment  to  the  constantly  chang- 
ing environment  of  new  knowledge.  This  cumula- 
tive knowledge  needs  to  be  re-evaluated  from  time 
to  time.  This  is  especially  true  today  since  the 
surrounding  climate  changes  so  fast.  The  mere 
existence  of  “experience”  is  no  proof  that  what 
we  are  doing  today  is  effective  and  justifiable.  ' 
We  must  constantly  re-examine  what  we  are  doing.  i 
This  may  place  a heavy  burden  on  those  con- 
cerned with  drug  manufacture,  drug  surveillance, 
and  on  those  who  prescribe  drugs,  but  this  is  part 
of  their  obligation  to  society.  j 

As  Simmons®®  stated,  the  primary  problem  that  i 
has  arisen  is  in  the  evaluation  of  drugs  that  contain  | 
more  than  one  ingredient.  Many  of  these  products  1 
were  created  in  the  climate  of  the  “old  medicine”  i 
which  is  not  taught  in  medical  schools  today.  For  . : 
some  of  these  drugs  the  claims  will  have  to  be  cur- 
tailed, and  in  others  certain  ingredients  will  have  i 
to  be  removed  because  they  are  present  in  thera-  | 
peutically  inactive  quantities,  a mere  window  I 
dressing.  A great  deal  of  the  present  controversy 
could  have  been  avoided  if  manufacturers  over  the 
years  had  voluntarily  limited  some  of  the  thera- 
peutic claims  for  their  products  and  adjusted  their 
composition  to  modern  scientific  thought.  A com- 
parison of  the  claims  made  for  drugs  in  the  Physi- 
cians' Desk  Reference  marketed  between  1938  and 
1962  with  those  for  the  the  same  drugs  made  today 
shows  some  significant  changes,  but  these  do  not 
appear  to  be  sufficient.  We  do  not  live  any  more 
in  the  days  of  Dr.  Lydgate  when  “professional  prac- 
tice chiefly  consisted  in  giving  a great  many 
drugs,”  and  “the  public  inferred  that  it  might  be 
better  off  with  more  drugs  still.  ”®‘* 

The  question  now  arises,  who  is  to  undertake  the 
“required  studies”  with  combination  drugs  so  that  i 
they  will  at  least  partially  conform  with  the  stan- . 
dards  tor  combination  drugs  recently  proposed  by  ^ 
the  FDA  which  were  prepared  in  cooperation  with  I 
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an  ad  h(x:  committee  consisting  of  members  of  the 
American  Society  of  Pharmacology  and  Experi- 
mental Therapeutics.-'^  These  recommendations 
are  very  similar  to  those  proposed  by  the  Council 
on  Drugs  of  the  A.M-A.-*”  and  the  Greater  Phila- 
delphia Committee  for  Medical-Pharmaceutical 
Sciences.-' 

Departments  of  clinical  pharmacology  asso- 
ciated with  universities  will  be  reluctant  to  carry 
out  this  work,  because  they  neither  have  the  time 
nor  are  such  investigations  intellectually  reward- 
ing, because  they  bring  little  new  knowledge. 
Seevers,  of  the  University  of  Michigan,  suggested 
that  “the  obvious,  simple,  and  equitable  solution 
to  the  problem  of  dealing  with  such  mixtures  would 
be  to  give  the  manufacturer  the  option  of  removing 
ingredients  from  the  formulation  which  FDA 
deemed  to  be  objectionable  and  to  modify  the 
package  insert  claims  accordingly.  Alternatively 
he  could  produce  substantial  clinical  evidence  to 
justify  the  claims  if  this  was  found  feasible.”-® 

Nevertheless,  providing  adequate  evidence  of 
efficacy  remains  a formidable  task  for  the  indi- 
vidual manufacturer.  Many  of  these  products 
under  a cloud  are  of  similar  composition  and  may 
be  suggested  for  identical  indications.  They  might 
be  studied  simultaneously  as  a cooperative  effort 
conducted  by  general  practitioners,  the  prime  users 
of  these  drugs,  and  in  outpatient  departments  of 
hospitals.  The  “General  Practitioner’s  Clinical 
Trials”  conducted  in  England  for  many  years  and 
published  regularly  in  The  Practitioner  have 
proved  eminently  successful.  These  investigations 
might  be  carried  out  under  the  auspices  of  the 
Academy  of  General  Practice,  the  respective  panels 
of  the  NAS/NRC,  the  manufacturers  of  the  prod- 
ucts involved,  and  the  FDA.  A cooperative  effort 
promises  to  result  in  more  reliable  and  uniformly 
acceptable  results  at  lower  cost  in  personnel  and 
expenditure  than  are  obtainable  by  the  individual 
entrepreneur.  Such  controlled  observations  of 
combination  drugs  might  lead  to  new  rational 
products  to  be  marketed  by  both  small  and  large 
manufacturers,  so  that  the  next  issue  of  AMA 
Drug  Evaluations  will  not  have  to  describe  so  many 
combination  drugs  as  “irrational,”  and  the  general 
practitioner  can  be  provided  with  drugs  of  a nature 
that  deserves  his  confidence  and  that  of  the  pa- 
tient. 

There  is  need  for  goodwill  on  all  sides  to  carry  out 
such  an  undertaking.  Davis^®  said,  “neither  now 
nor  in  the  future  can  legal  rhetoric  provide  a logical 
substitute  for  proof  of  efficacy.”  The  transition 
from  the  “old”  to  the  “new”  medicine  may  require 
some  compromises  lest  the  change-over  come  too 
abruptly,  creating  havoc  in  therapy.  There  is  so 
much  we  do  not  know'.  In  medicine  there  is  often 
a confrontation  of  science  and  experience.  There 
are  many  instances  in  which  experience  has  taught 
us  that  a certain  form  of  therapy  is  effective  but 


for  which  science  has  no  explanation  for  such  ef- 
fectiveness and  which  may  be  condemned  by  those 
who  are  more  scientifically  inclined.  The  first 
edition  of  AMA  Drug  Evaluations  makes  the  fol- 
lowing statement  in  regard  to  the  position  of  the 
physician:  “The  FDA’s  jurisdiction  over  uses  of 

marketed  drugs,  doses,  and  related  matters  ex- 
tends only  to  what  the  manufacturer  may  rec- 
ommend and  must  disclose  in  its  labeling  and  ad- 
vertising. The  jurisdiction  does  not  extend  to  the 
way  a physician  uses  the  drug  in  the  normal  course 
of  his  practice. But  we  must  remember  that  a 
new  discovery  in  science  usually  raises  a whole 
flock  of  questions  for  which  we  have  to  seek  the 
answers  which  may  cancel  what  we  previously  held 
as  truth 

The  problems  of  the  FDA  have  multiplied,  as 
evidenced  by  a report  published  in  1955  in  this 
Journal  by  Holland,®*  the  medical  director  of  the 
FDA  at  that  time.  Then  the  FDA  had  800  em- 
ployes. The  problems  discussed  by  Holland  were 
inadequate  reporting  of  adverse  reactions  by  physi- 
cians, the  poor  quality  of  clinical  studies,  and  the 
efforts  being  made  by  the  FDA  to  prevent  the 
pharmacist  from  substituting  drugs  prescribed  by 
the  physician.  We  have  indeed  made  a full  cycle; 
today  the  pharmacist  wants  to  be  able  to  substitute 
legally. 

The  FDA  being  both  a regulatory  body  and  a sci- 
entific institution  does  not  have  an  easy  task  to 
perform.  Errors  have  been  made  in  attempting  to 
consolidate  these  two  factions.  Unfortunately, 
scientific  knowledge  does  not  always  provide  well- 
defined  answers  to  complex  questions  to  arrive  at 
clear-cut  decisions.  In  this  area  it  is  easy  for  poli- 
ticians, consumerism,  and  commercial  interest  to 
find  fault.  The  FDA  must  not  only  operate  in  the 
environment  of  present  political  trends  and  where 
the  public  expects  complete  safety  and  efficacy  of 
every  drug  released  or  supervised,  but  its  dicta  are 
also  concerned  with  the  well-being  of  patients 
whose  environment  undergoes  constant  changes. 
Who  has  the  wisdom  to  follow  the  balanced  path? 
Only  cooperation  between  the  total  scientific  com- 
munity and  the  FDA  can  attempt  to  reach  this 
goal.  Science  is  only  the  servant  of  nature,  and 
nature’s  laws  dominate  our  lives. 

11  West  42nd  Street 
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QUESTION  90.  A fifty-four-year-old  woman  was  admitted  for  the  treatment  of  congestive  heart  failure.  She  had  a 
history  of  hypertension  for  many  years.  What  is  the  interpretation  of  this  tracing? 
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ELUCIDATION 


Question  89.  The  first  beat  shows  a P wave  fol- 
lowed by  a QRS,  but  the  ensuing  three  QRS  com- 
plexes are  perfectly  regular  and  are  not  preceded  by 
a P wave.  An  upright  P wave  of  sinus  origin  fol- 
lows the  third  QRS  complex.  Beats  2,  3,  and  4 
are  atrioventricular  junctional  in  origin;  there  is 
atrioventricular  dissociation.  The  fifth  QRS  com- 
plex is  preceded  by  an  inverted  P wave.  This  P 
wave  is  due  to  retrograde  atrial  depolarization  from 
the  preceding  QRS.  The  P wave  then  conducts 
back  through  the  atrioventricular  junction  de- 
polarizing the  ventricle  and  producing  the  fifth 
QRS  which  is  early.  This  phenomenon  is  known 


as  “re-entry.  ” Beat  6 is  a sinus  beat  with  a slightly 
shorter  P-R  interval.  Atrioventricular  junctional 
rhythm  then  returns  for  the  next  two  beats.  There 
is  then  a second  re-entry  beat.  The  last  beat  is 
again  sinus.  This  rhythm  is  not  heart  block  but  is 
marked  sinus  bradycardia  with  atrioventricular 
junctional  rhythm.  The  P wave  after  the  third 
QRS  is  blocked  because  it  falls  in  the  refractory 
period  of  the  preceding  ventricular  depolarization 
wave. 

Question  90.  There  is  a marked  increase  in  the 
voltage,  both  in  the  standard  and  precordial  leads. 
In  lead  aVl  the  R wave  is  30  mv.;  12  to  17  mv.  is  the 
upper  limit  of  normal  in  aVl.  There  is  a deep  S 
wave  in  Vi  and  a tall  R wave  in  V5.  Notice  the  S-T 
segment  is  depressed,  and  the  T waves  are  inverted 
in  lead  I,  aVl,  and  V4  to  Ve.  These  changes  are  due 
to  left  ventricular  hypertrophy  with  so-called  left 
ventricular  “strain”  pattern. 
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The  Medical  Society  of  the  State  of  New  York 
receives  frequent  requests  from  physicians  for 
information  and  advice  in  regard  to  problems  en- 
countered in  the  course  of  treating  patients  covered 
by  the  Workmen’s  Compensation  Law  of  the  State 
of  New  York.  Recurring  troublesome  situations 
are  noted  in  the  course  of  disputed  fee  arbitration 
proceedings  and  in  the  deliberations  of  the  Advi- 
sory Committee  on  the  Medical  Fee  Schedule  and 
Allied  Problems  of  the  Workmen’s  Compensation 
Board.  To  assist  our  membership  to  avoid  or  to 
cope  with  their  difficulties,  the  Division  of  Medical 
Services  proposes  to  present  relevant  articles  in  the 
Journal  from  time  to  time.  Questions  and  sug- 
gestions from  our  readers  are  welcomed. 

To  initiate  the  series,  portions  of  the  Workmen’s 
Compensation  Law,  September,  1970,  revision, 
most  pertinent  to  the  physician  are  herewith  re- 
produced. You  are  also  referred  to  pages  IV  and  58 
to  66  in  the  Schedule  of  Medical  Fees,  Workmen's 
Compensation  Board. 

We  suggest  you  tear  out  these  pages  and  keep 
them  with  your  Schedule  of  Medical  Fees  for 
reference. 

§13.  Treatment  and  care  of  injured  employees, 
(a)  The  employer  shall  promptly  provide  for  an  in- 
jured employee  such  medical,  surgical,  optometric  or 
other  attendance  or  treatment,  nurse  and  hospital 
service,  medicine,  optometric  services,  crutches,  eye- 
glasses, false  teeth,  artificial  eyes  and  apparatus  for 
such  period  as  the  nature  of  the  injury  or  the  process  of 
recovery  may  require.  The  employer  shall  be  liable 
for  the  payment  of  the  expenses  of  medical,  surgical, 
optometric  or  other  attendance  or  treatment,  nurse 
and  hospital  service,  medicine,  optometric  services, 
crutches,  eye-glasses,  false  teeth,  artificial  eyes  and 
apparatus,  as  well  as  artificial  members  of  the  body 


or  other  devices  or  appliances  necessary  in  the  first 
instance  to  replace,  support  or  relieve  a portion  or  part 
of  the  body  resulting  from  and  necessitated  by  the 
injury  of  an  employee,  for  such  period  as  the  nature  of 
the  injury  or  the  process  of  recovery  may  require,  and 
the  employer  shall  also  be  liable  for  replacements  or 
repairs  of  such  artificial  members  of  the  body  or  such 
other  devices,  eye-glasses,  false  teeth,  artificial  eyes 
or  appliances  necessitated  by  ordinary  wear  All 
fees  and  other  charges  for  such  treatment  and  services 
shall  be  limited  to  such  charges  as  prevail  in  the  same 
community  for  similar  treatment  of  injured  persons  of 
a like  standard  of  living. 

The  chairman  shall  prepare  and  establish  a schedule 
for  the  state,  or  schedules  limited  to  defined  localities, 
of  minimum  charges  and  fees  for  such  medical  treat- 
ment and  care,  to  be  determined  in  accordance  with 
and  to  be  subject  to  change  pursuant  to  rules  promul- 
gated by  the  chairman.  Before  preparing  such  sche 
dule  for  the  state  or  schedules  for  limited  localities  the 
chairman  shall  request  the  president  of  the  medical 
society  of  the  state  of  New  York  to  submit  to  him  a 
report  on  the  amount  of  remuneration  deemed  by  such 
society  to  be  fair  and  adequate  for  the  types  of  medical 
care  to  be  rendered  under  this  chapter,  but  considera- 
tion shall  be  given  to  the  view  of  other  interested 
parties.  The  amounts  payable  by  the  employer  for 
such  treatment  and  services  shall  in  no  case  be  less 
than  the  fees  and  charges  established  by  such  sched- 
ule. Nothing  in  this  schedule,  however,  shall  prevent 
voluntary  payment  of  amounts  higher  than  the  fees 
and  charges  fixed  therein,  but  no  physician  rendering 
medical  treatment  or  care  may  receive  payment  in 
any  higher  amount  unless  such  increased  amount  has 
been  authorized  by  the  employer,  or  by  decision  as 
provided  in  section  thirteen-g  herein.  Nothing  in  this 
section  shall  be  construed  as  preventing  the  employ- 
ment of  a duly  authorized  physician  on  a salary  basis 
by  an  authorized  compensation  medical  bureau  or 
laboratory. 

(b)  In  the  case  of  persons,  injured  outside  of  this 
state,  but  entitled  to  compensation  or  benefits  under 
this  chapter,  the  provisions  as  to  selection  of  autho- 
rized physicians  shall  be  inapplicable.  In  such  cases 
the  employer  shall  promptly  provide  all  necessary 
medical  treatment  and  care  but  if  the  employer  fail  to 
provide  the  same,  after  request  by  the  injured  em- 
ployee, such  injured  employee  may  do  so  at  the  ex- 
pense of  the  employer.  The  employee  shall  not  be 
entitled  to  recover  any  amount  expended  by  him  for 
such  treatment  or  service  unless  he  shall  have  re- 
quested the  employer  to  furnish  the  same  and  the 
employer  shall  have  refused  or  neglected  to  do  so,  or 
unless  the  nature  of  the  injury  required  such  treatment 
and  services  and  the  employer  or  his  superintendent  or 
foreman  having  knowledge  of  such  injury  shall  have 
neglected  to  provide  the  same;  nor  shall  any  claim  for 
medical  or  surgical  treatment  be  valid  and  enforce- 
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able,  as  against  such  employer,  unless  within  twenty 
days  following  the  first  treatment,  the  physician  giving 
such  treatment,  furnish  to  the  employer  and  the  chair- 
man a report  of  such  injury  and  treatment,  on  a form 
prescribed  by  the  chairman.  The  board,  may,  how- 
ever, by  the  unanimous  vote  of  a panel  of  not  less  than 
three  members  qualified  to  act,  excuse  the  failure  to 
give  such  notice  within  twenty  days  when  it  finds  it  to 
be  in  the  interest  of  justice  to  do  so,  and  may,  subject 
to  the  limitations  contained  in  section  twenty-eight  of 
this  chapter,  make  an  award  for  the  reasonable  value 
of  such  medical  or  surgical  treatment.  All  fees  and 
other  charges  for  such  treatment  and  services,  whether 
furnished  by  the  employer  or  otherwise,  shall  be  sub- 
ject to  regulation  by  the  board  as  provided  in  section 
twenty-four  of  this  chapter,  and  shall  be  limited  to 
such  charges  as  prevail  in  the  same  community  for 
similar  treatment  of  injured  persons  of  a like  standard 
of  living. 

(c)  The  liability  of  an  employer  for  medical  treat- 
ment as  herein  provided  shall  not  be  affected  by  the 
fact  that  his  employee  was  injured  through  the  fault 
or  negligence  of  a third  party,  not  in  the  same  employ. 
The  employer  shall,  however,  have  an  additional  cause 
of  action  against  such  third  party  to  recover  any 
amounts  paid  by  him  for  such  medical  treatment,  in 
like  manner  as  provided  in  section  twenty-nine  of  this 
chapter. 

(d)  The  board,  on  its  own  motion,  or  a referee,  upon 
the  recommendation  of  the  compensation  medical 
director  for  the  board,  hearing  a claim  for  compensa- 
tion may  require  examination  of  any  claimant,  or  of 
the  testimony,  reports  and  exhibits,  or  both,  by  a 
physician  especially  qualified  with  respect  to  the 
diagnosis  or  treatment  of  the  disability  for  which  com- 
pensation is  claimed;  and  may  require  a report  from 
such  physician  on  the  diagnosis,  the  causal  relation- 
ship between  the  alleged  injury  and  subsequent  dis- 
ability or  death,  proper  treatment,  and  the  extent  of 
the  disability  of  such  claimant.  The  employer  or  his 
insurance  carrier  shall  pay  for  such  examination  in  an 
amount  to  be  directed  by  the  chairman. 

The  chairman  may  in  his  discretion  designate  physi- 
cians of  outstanding  qualifications  in  such  fields  of 
medicine  as  he  deems  essential  in  order  to  ascertain 
the  diagnosis,  the  causal  relationship  between  the  al- 
leged injury  and  subsequent  disability,  the  type  of 
medical  care  and  operative  procedure  requisite  in 
particular  cases  where  such  matters  are  not  readily 
determinable  by  the  regularly  employed  medical 
examiners  of  the  board.  Each  of  such  physicians 
shall  have  had,  prior  to  his  designation,  at  least  ten 
years  of  practice  in  the  field  with  respect  to  which  he 
is  designated,  and  shall  receive  a fee  for  each  case,  or 
shall  he  paid  on  a per  diem  basis,  as  determined  by 
the  chairman.  Claimants  may  be  required  to  submit 
to  examinations  by  such  physicians  in  the  manner 
herein  before  specified.  The  contents  of  reports  of 
designated  physicians  when  introduced  in  evidence 
shall  constitute  prima  facie  evidence  of  fact  as  to  the 
matter  contained  therein,  and  the  makers  of  such 
reports  shall  be  subject  to  examination  upon  demand 
and  shall  be  paid  an  additional  fee,  as  determined  by 
the  chairman,  for  testifying  in  each  case. 

(e)  Copies  of  medical  reports  of  claimant’s  attend- 
ing |)hysician  or  medical  consultant,  made  pursuant  to 
this  chapter  subi^quent  to  the  date  of  the  request 


provided  for  in  this  subdivision  and  antedating  not 
more  than  thirty  days,  shall  be  transmitted  by  the 
physician  or  consultant  to  the  claimant’s  licensed 
representative  or  attorney  representing  the  claimant 
before  the  board  upon  his  written  request  therefor 
accompanied  by  a notice  of  his  retainer  and  consent  to 
such  transmittal  signed  by  the  claimant. 

§13-a.  Selection  of  authorized  physician  by  em- 
ployee. (1)  An  injured  employee  may,  when  care  is 
required,  select  to  treat  him  any  physician  authorized 
by  the  chairman  to  render  medical  care,  as  hereafter 
provided.  K for  any  reason  during  the  period  when 
medical  treatment  and  care  is  required,  the  employee 
wishes  to  transfer  his  treatment  and  care  to  another 
authorized  physician,  he  may  do  so,  in  accordance 
with  rules  prescribed  by  the  chairman.  In  such  in- 
stance the  remuneration  of  the  physician  whose  ser- 
vices are  being  dispensed  with  shall  be  limited  to  the 
value  of  treatment  rendered  at  minimum  fees  as 
established  in  the  schedule  for  his  location,  unless 
payment  in  higher  amounts  has  been  approved  as 
authorized  in  section  thirteen,  paragraph  a.  K a 
claimant  shall  receive  treatment  in  any  hospital  or 
other  institution  operated  in  whole  or  in  part  by  the 
state  of  New  York,  the  employer  shall  be  liable  for 
food,  clothing  and  maintenance  furnished  by  the  hos- 
pital or  other  institution  to  such  employee.  If  the  em- 
ployee is  unable  due  to  the  nature  of  the  injury  to  se- 
lect such  authorized  physician  and  the  emergency  na- 
ture of  the  injury  requires  immediate  medical  treat- 
ment and  care,  or  if  he  does  not  desire  to  select  a 
physician,  and  in  writing  so  advises  the  employer,  the 
employer  shall  promptly  provide  him  with  the  neces- 
sary medical  care,  provided  however,  that  nothing 
herein  contained  shall  operate  to  prevent  such  em- 
ployee, when  subsequently  able  to  do  so,  from  selecting 
for  continuance  of  any  medical  treatment  or  care  re- 
quired, any  physician  authorized  by  the  chairman  to 
render  medical  care  as  hereinafter  provided. 

13-a.  (3)  The  employer  shall  have  the  right  to  trans- 
fer the  care  of  an  injured  employee  from  the  attending 
physician,  whether  chosen  originally  by  the  employee 
or  by  the  employer,  to  another  authorized  physician 
(1)  if  the  interest  of  the  injured  employee  necessitates 
the  transfer  or  (2)  if  the  physician  has  not  been  author- 
ized to  treat  injured  employees  under  this  act  or  (3) 
if  he  has  not  been  authorized  under  this  act  to  treat  the 
particular  injury  or  condition  as  provided  by  section 
thirteen-b(2).  An  authorized  physician  from  whom 
the  case  has  been  transferred  shall  have  the  right  of 
appeal  to  an  arbitration  committee  as  provided  in  sub- 
division two  of  section  thirteen-g  and  if  said  arbitra- 
tion committee  finds  that  the  transfer  was  not  au- 
thorized by  this  section,  said  employer  shall  pay  to  the 
physician  a sum  equal  to  the  total  fee  earned  by  the 
physician  to  whom  the  care  of  the  injured  employee  has 
been  transferred,  or  such  proportion  of  said  fee  as  the 
arbitration  committee  shall  deem  adequate. 

(4)  No  claim  for  medical  or  surgical  treatment  shall 
be  valid  and  enforceable,  as  against  such  employer,  or 
employee,  unless  within  forty-eight  hours  following 
the  first  treatment  the  physician  giving  such  treat- 
ment furnish  to  the  employer  and  directly  to  the  chair- 
man a preliminary  notice  of  such  injury  and  treat- 
ment, within  fifteen  days  thereafter  a more  complete 
report  and  subsequent  thereto  progress  reports  if  re- 
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quested  in  writing  by  the  chairman,  board,  employer 
or  insurance  carrier  at  intervals  of  not  less  than  three 
weeks  apart  or  at  less  frequent  intervals  if  requested 
on  forms  prescribed  by  the  chairman.  The  board  may 
excuse  failure  to  give  such  notices  within  the  desig- 
nated periods  when  it  finds  it  to  be  in  the  interest  of 
justice  to  do  so.  Upon  receipt  of  the  notice  herein 
provided  the  employer  shall  be  entitled  to  have  the 
claimant  examined  by  a qualified  physician  at  a place 
reasonably  convenient  to  the  claimant  and  in  the  pres- 
ence of  the  claimant’s  physician,  and  refusal  by  the 
claimant  to  submit  to  such  examination  at  such  time 
or  times  as  may  reasonably  be  necessary  in  the  opinion 
of  the  board,  shall  bar  the  claimant  from  recovering 
compensation  for  any  period  during  which  he  has  re- 
fused to  submit  to  such  examination. 

(5)  No  claim  for  specialist  consultations,  surgical 
operations,  or  physio-therapeutic  procedures  costing 
more  than  thirty-five  dollars  shall  be  valid  and  en- 
forceable, as  against  such  employer,  unless  such 
special  services  shall  have  been  authorized  by  the 
employer  or  by  the  board,  or  unless  such  authorization 
shall  have  been  unreasonably  withheld,  or  unless  such 
special  services  are  required  in  an  emergency.  No 
claim  for  x-ray  examination  costing  more  than  thirty- 
five  dollars  or  special  diagnostic  laboratory  tests  cost- 
ing more  than  fifteen  dollars  shall  be  valid  and  en- 
forceable, as  against  such  employer,  unless  by  the 
board,  or  unless  such  authorization  shall  have  been 
unreasonably  withheld,  or  unless  such  special  services 
are  required  in  an  emergency. 

(6)  Any  interference  by  any  person  with  the  selec- 
tion of  an  injured  employee  of  an  authorized  physi- 
cian to  treat  him,  and  the  improper  influencing  or 
attempt  by  any  person  improperly  to  influence  the 
medical  opinion  of  any  physician  who  has  treated  or 
examined  an  injured  employee,  shall  be  a misde- 
meanor; provided,  however,  that  it  shall  not  constitute 
interference  or  improper  influence  if,  in  the  presence 
of  such  injured  employee’s  physician,  an  employer, 
his  carrier  or  agent  should  recommend  or  provide  in- 
formation concerning  rehabilitation  services  or  the 
availability  thereof  to  an  injured  employee  or  his 
family. 

§13-aa.  Medical  appeals  unit.  1.  There  is  hereby 
created  a medical  appeals  unit.  Such  medical  appeals 
unit  shall  consist  of  three  physicians  licensed  to  prac- 
tice in  this  state  and  known  to  represent  the  schools  of 
medical  practice  eligible  to  practice  under  this  chap- 
ter. The  members  of  the  medical  appeals  unit  shall  be 
appointed  by  the  governor  for  terms  of  three  years 
each. 

3.  The  medical  appeals  unit  shall 

(a)  consider  all  matters  connected  with  the  practice 
of  medicine  submitted  to  it  by  the  workmen’s  compen- 
sation board  or  the  chairman  thereof; 

(b)  prescribe  rules  and  regulations  to  govern  the 
procedure  of  investigations  and  hearings  by  the  medi- 
cal societies  or  boards  of  charges  against  authorized 
physicians  and  licensed  compensation  medical 
bureaus,  laboratories  and  bureaus  engaged  in  x-ray 
diagnosis  or  treatment,  in  clinical  diagnosis  or  in 
physiotherapy  or  other  therapeutic  procedures,  as 
provided  in  section  thirteen-d  and  thirteen-e  of  this 
chapter; 

(c)  review,  upon  request,  charges  made  by  a physi- 
cian, compensation  medical  bureau  or  laboratory  or 


bureau  engaged  in  x-ray  diagnosis  or  treatment,  in 
clinical  diagnosis,  or  in  physiotherapy  or  other  thera- 
peutic procedures,  that  any  medical  society  or  board 
has  improperly  refused  to  recommend  authorization 
of  the  physician,  compensation  medical  bureau  or 
laboratory  or  bureau  to  do  compensation  work,  and  if 
it  sustain  the  charges,  recommend  such  authorization 
to  the  chairman; 

(d)  review,  upon  request,  charges  made  by  a physi- 
cian, compensation  medical  bureau  or  laboratory  or 
bureau  engaged  in  x-ray  diagnosis  or  treatment,  in 
clinical  diagnosis,  or  in  physiotherapy  or  other  thera- 
peutic procedure,  that  any  medical  society  or  board 
has  improperly  recommended  that  his  or  its  authoriza- 
tion to  do  compensation  work  be  revoked,  and  if  it  sus- 
tain the  charges,  recommend  to  the  chairman  that 
such  authorization  not  be  revoked. 

In  each  case  arising  under  this  subdivision  the  medi- 
cal appeals  unit  may  reopen  the  matter  and  receive 
further  evidence,  and  its  decision  and  recommenda- 
tion shall  be  advisory  to  the  chairman  and  shall  not 
be  binding  or  conclusive  upon  him. 

§13-b.  Authorization  of  physicians,  medical 
bureaus  and  laboratories  by  chairman.  1.  Upon 
the  recommendation  of  the  medical  society  of  the 
county  in  which  the  physician’s  office  is  located  or  of  a 
board  designated  by  such  county  society  or  of  a board 
representing  duly  licensed  physicians  of  any  other 
school  of  medical  practice  in  such  county,  the  chair- 
man may  authorize  physicians  licensed  to  practice 
medicine  in  the  state  of  New  York  to  render  medical 
care  under  this  chapter.  K,  within  sixty  days  after  the 
chairman  requests  such  recommendations  the  medical 
society  of  such  county  or  board  fails  to  act,  or  if  there 
is  no  such  society  in  such  county,  the  chairman  shall 
designate  a board  of  three  outstanding  physicians,  who 
shall  make  the  requisite  recommendations. 

No  such  authorization  shall  be  made  in  the  absence 
of  a recommendation  of  the  appropriate  society  or 
board  or  of  a review  and  recommendation  by  the  medi- 
cal appeals  unit.  No  person  shall  render  medical 
care  under  this  chapter  without  such  authorization 
by  the  chairman,  provided,  that: 

(a)  Emergency  (first  aid)  medical  care  may  be 
rendered  under  this  chapter  by  any  physician  licensed 
to  practice  medicine  in  the  state  of  New  York  without 
authorization  of  the  chairman  under  this  section;  and 

(b)  A licensed  physician  who  is  a member  of  a con- 
stituted medical  staff  of  any  hospital  may  render 
medical  care  under  this  chapter  while  an  injured  em- 
ployee remains  a patient  in  such  hospital;  and 

(c)  Under  the  active  and  personal  supervision  of  an 
authorized  physician  medical  care  may  be  rendered  by 
a registered  nurse,  registered  physiotherapist  or  other 
person  trained  in  laboratory  or  diagnostic  technics 
within  the  scope  of  such  person’s  specialized  training 
and  qualifications.  This  supervision  shall  be  evi- 
denced by  signed  records  of  instructions  for  treatment 
and  signed  records  of  the  patient’s  condition  and 
progress.  Reports  of  such  treatment  and  supervision 
shall  be  made  by  such  physician  to  the  chairman  on 
such  forms  and  at  such  times  as  the  chairman  may 
require. 

2.  A physician  licensed  to  practice  medicine  in  the 
state  of  New  York  who  is  desirous  of  being  authorized 
to  render  medical  care  under  this  chapter  shall  file  an 
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application  for  authorization  under  this  chapter  with 
the  medical  society  in  the  county  in  which  his  office  is 
located,  or  with  a board  designated  by  such  society,  or 
with  a board  designated  by  the  chairman  as  provided 
in  section  thirteen-b.  In  such  application  he  shall 
state  his  training  and  qualifications,  and  shall  agree 
to  limit  his  professional  activities  under  this  chapter 
to  such  medical  care  as  his  experience  and  training 
qualify  him  to  render.  He  shall  further  agree  to  re- 
frain from  subsequently  treating  for  remuneration,  as 
a private  patient,  any  person  seeking  medical  treat- 
ment in  connection  with,  or  as  a result  of,  any  injury 
compensable  under  this  chapter,  if  he  has  been  re- 
moved from  the  list  of  physicians  authorized  to  render 
medical  care  under  this  chapter,  or  if  the  person 
seeking  such  treatment  has  been  transferred  from  his 
care  in  accordance  with  the  provisions  of  this  chapter. 
This  agreement  shall  run  to  the  benefit  of  the  injured 
person  so  treated,  and  shall  be  available  to  him  as  a 
defense  in  any  action  by  such  physician  for  payment 
for  treatment  rendered  by  a physician  after  he  has 
been  removed  from  the  list  of  physicians  authorized  to 
render  medical  care  under  this  chapter,  or  after  the 
injured  person  was  transferred  from  his  care  in  ac- 
cordance with  the  provisions  of  this  chapter.  The 
medical  society  or  the  board  designated  by  it,  or  the 
board  as  otherwise  provided  under  this  section,  if  it 
deems  such  licensed  physician  duly  qualified,  shall 
recommend  to  the  chairman  that  such  physician  be 
authorized  to  render  medical  care  under  this  chapter, 
and  such  recommendation  and  authorization  shall 
specify  the  character  of  the  medical  care  which  such 
physician  is  qualified  and  authorized  to  render  under 
this  chapter.  Such  recommendation  shall  be  advisory 
to  the  chairman  only  and  shall  not  be  binding  or  con- 
clusive upon  him.  The  licensed  physician  may  pre- 
sent to  the  medical  society  or  board,  evidences  of 
additional  qualifications  at  any  time  subsequent  to 
his  original  application.  If  the  medical  society  or 
board  fails  to  recommend  to  the  chairman  that  a 
physician  be  authorized  to  render  medical  care  under 
this  chapter,  the  physician  may  appeal  to  the  medi- 
cal appeals  unit.  The  medical  society  or  the  board 
designated  by  it,  or  the  board  as  otherwise  provided 
under  this  section,  may  from  time  to  time  review  the 
qualifications  of  any  physician  as  to  the  character  of 
the  medical  care  which  such  physician  has  theretofore 
been  authorized  to  render  under  this  chapter  and  may 
recommend  to  the  chairman  that  such  physician  be 
authorized  to  render  medical  care  thereafter  of  the 
character  which  such  physician  is  then  qualified  to 
render.  On  such  advisory  recommendation  the 
chairman  may  review  and  after  reasonable  investiga- 
tion may  revise  the  authorization  of  a physician  in 
respect  to  the  character  of  medical  care  which  he  is 
authorized  to  render.  If  the  medical  society  or 
board  recommends  to  the  chairman  that  a physician 
be  authorized  to  render  medical  care  under  this 
chapter  of  a character  different  from  the  character  of 
medical  care  he  has  been  theretofore  authorized  to 
render,  such  physician  may  appeal  from  such  recom- 
mendation to  the  medical  appeals  unit. 

§1.1  d.  Removal  of  physicians  from  lists  of  those 
authorized  to  render  medical  care.  1.  'Phe  medical 
society  of  the  county  in  which  the  physician’s  office 
is  located  at  the  time  or  a hoard  designated  by  such 


county  society  or  a board  representing  duly  licensed 
physicians  of  any  other  school  of  medical  practice  in 
such  county  shall  investigate,  hear  and  make  findings 
with  respect  to  all  charges  as  to  professional  or  other 
misconduct  of  any  authorized  physician  as  herein  pro- 
vided under  rules  and  procedure  to  be  prescribed  by 
the  medical  appeals  unit,  and  shall  report  evidence  of 
such  misconduct,  with  their  findings  and  recom- 
mendations with  respect  thereto,  to  the  chairman. 
Such  investigation,  hearing,  findings,  recommenda- 
tion and  report  may  be  made  by  the  society  or  board 
of  an  adjoining  county  upon  the  request  of  the  medical 
society  of  the  county  in  which  the  alleged  misconduct 
or  infraction  of  this  chapter  occurred.  The  medical 
appeals  unit  may  review  the  findings  and  recom- 
mendation of  such  medical  society  or  board,  and  on 
application  of  the  physician  accused  must  do  so,  and 
may  reopen  the  matter  and  receive  further  evidence. 
The  findings,  decision  and  recommendations  of  such 
society,  board  and  medical  appeals  unit  shall  be 
advisory  to  the  chairman  only,  and  shall  not  be  bind- 
ing or  conclusive  upon  him. 

2.  The  chairman  shall  remove  from  the  list  of  physi- 
cians authorized  to  render  medical  care  under  this 
chapter  the  name  of  any  physician  who  he  shall  find 
after  reasonable  investigation  is  disqualified  because 
such  physician 

(a)  has  been  guilty  of  professional  or  other  mis- 
conduct or  incompetency  in  connection  with  medical 
services  rendered  under  this  chapter;  or 

(b)  has  exceeded  the  limits  of  his  professional 
competence  in  rendering  medical  care  under  this 
chapter,  or  has  made  materially  false  statements  re- 
garding his  qualifications  in  his  application  for  the 
recommendation  of  the  medical  society  or  board  as 
provided  in  section  thirteen-b;  or 

(c)  has  failed  to  transmit  copies  of  medical  reports 
to  claimant’s  attorney  or  licensed  representative  as 
provided  in  subdivision  (e)  of  section  thirteen  of  this 
chapter;  or  has  failed  to  submit  full  and  truthful  medi- 
cal reports  of  all  his  findings  to  the  employer,  and 
directly  to  the  chairman  or  the  board  within  the  time 
limits  provided  in  section  thirteen-a,  subdivision  four, 
of  this  chapter  with  the  exception  of  injuries  which 
do  not  require  (1)  more  than  ordinary  first  aid  or  more 
than  two  treatments  by  a physician  or  person  render- 
ing first  aid,  or  (2)  loss  of  time  from  regular  duties 
beyond  the  working  day  or  shift;  or 

(d)  has  rendered  medical  services  under  this  chap- 
ter for  a fee  less  than  that  fixed  by  the  chairman  as  the 
minimum  rate  in  his  locality;  or 

(e)  has  solicited,  or  has  employed  another  to  so- 
licit for  himself  or  for  another,  professional  treatment, 
examination  or  care  of  an  injured  employee  in  con- 
nection with  any  claim  under  this  chapter;  or 

(f)  has  refused  to  appear  before,  or  to  answer  upon 
request  of,  the  chairman,  board,  medical  appeals  unit 
or  any  duly  authorized  officer  of  the  state,  any  legal 
question,  or  to  produce  any  relevant  book  or  paper 
concerning  his  conduct  under  any  authorization 
granted  to  him  under  this  chapter;  or 

(g)  has  directly  or  indirectly  requested,  received  or 
participated  in  the  division,  transference,  assignment, 
rebating,  splitting  or  refunding  of  a fee  for,  or  has  di- 
rectly or  indirectly  requested,  received  or  profited  hy 
means  of  a credit  or  other  valuable  consideration  as 
a commission,  discount  or  gratuity  in  connection  with 
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the  furnishing  of  medical  or  surgical  care,  diagnosis  or 
treatment  or  service,  including  x-ray  examination  and 
treatment,  or  for  or  in  connection  with  the  sale,  rental, 
supplying  or  furnishing  of  clinical  laboratory  services 
or  supplies,  x-ray  laboratory  services  or  supplies,  in- 
halation therapy  service  or  equipment,  ambulance 
service,  hospital  or  medical  supplies,  physiotherapy  or 
other  therapeutic  service  or  equipment,  artificial 
limbs,  teeth  or  eyes,  orthopedic  or  surgical  appliances 
or  supplies,  optical  appliances,  supplies  or  equipment, 
devices  for  aid  of  hearing,  drugs,  medication  or  medi- 
cal supplies,  or  any  other  goods,  services  or  supplies 
prescribed  for  medical  diagnosis,  care  or  treatment, 
under  this  chapter;  except  that  reasonable  payment, 
not  exceeding  thirty-three  and  one-third  per  centum  of 
any  fee  received  under  this  chapter  for  x-ray  examina- 


tion, diagnosis  or  treatment,  may  be  made  by  a physi- 
cian duly  authorized  as  a roentgenologist  to  any  hospi- 
tal furnishing  facilities  for  such  examination,  diagnosis 
or  treatment. 

3.  Any  person  who  violates  or  attempts  to  violate, 
and  any  person  who  aids  another  to  violate  or  attempts 
to  induce  him  to  violate  the  provisions  of  paragraph 
(g)  of  subdivision  two  of  this  section  shall  be  guilty  of  a 
misdemeanor. 

4.  Nothing  in  this  section  shall  be  construed  as 
limiting  in  any  respect  the  power  or  duty  of  the  chair- 
man to  investigate  instances  of  misconduct,  either 
before  or  after  investigation  by  a medical  society  or 
board  as  herein  provided,  or  to  temporarily  suspend 
the  authorization  of  any  physician  that  he  may  believe 
to  be  guilty  of  such  misconduct. 
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Case  Reports 


GRANULOMATOUS 
GASTRITIS 
ASSOCIATED  WITH 
MEGALOBLASTIC 
ANEMIA 

Probable  tuberculous  etiology 

NANCY  PERESS,  M.D. 

Brooklyn,  New  York 

YALE  ROSEN,  M.D. 

Brooklyn,  New  York 

HERBERT  LICHTMAN,  M.D. 

Brooklyn,  New  York 

VALENTIN  YERMAKOV,  M.D. 

Brooklyn,  New  York 

Resident  in  Pathology,  Kings  County  Hospital  (Dr  Peress): 
Assistant  Professor  of  Pathology  (Di.  Rosen),  Professor  of 
Medicine  (Dr.  Lichtman),  and  Associate  Professor  of  Pathology 
(Dr.  Yermakov),  State  University  of  New  York  Downstate 
Medical  Center 


Tuberculosis  and  sarcoidosis,  two  of  the  more 
common  disseminated  granulomatous  diseases, 


FIGURE  1 Bone  marrow  aspirate;  megaloblast  at  lower 
left  (X  680) 


FIGURE  2.  Lymph  node  (top,  X 290,  and  lower  left, 
X 220),  and  liver  (lower  right,  X 220).  Noncaseating 
granulomas.  Aggregate  of  Schaumann  bodies  seen  in 
top  section. 

rarely  affect  the  stomach. Recently,  however, 
disseminated  granulomatous  disease  with  granulo- 
matous gastritis  was  found  at  autopsy  examination 
in  a patient  who  had  presented  clinical  symptoms 
of  severe  anemia  of  megaloblastic  type.  Review  of 
the  medical  literature  has  failed  to  disclose  any 
previously  reported  instances  of  an  association 
between  granulomatous  gastritis  and  megaloblas- 
tic anemia. 

Case  report 

A thirty-six-year-old  Negro  man  was  admitted 
to  Kings  County  Hospital  because  of  weakness  of 
two  months’  duration.  He  stated  that  he  had 
“ulcer  disease”  for  the  past  twelve  years,  for  which 
he  had  been  taking  a magnesium-aluminum  hy- 
droxide mixture  (Maalox).  Throughout  the  year 
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FIGURES  ■ Fundus  of  stomach  (A)  Shows  marked  mucosal  atrophy  (X  145).  (B)  Control  taken  from  patient  of  same 

age.  sex,  and  race  without  gastrointestinal  disease 


prior  to  admission,  he  experienced  many  episodes 
of  vomiting,  unrelated  to  food  intake.  In  the  last 
two  months  he  noted  intermittent  gingival  bleed- 
ing, epistaxis,  dizziness,  slight  numbness  of  the 
feet  and  arms,  progressive  exertional  dyspnea,  two 
syncopal  attacks,  and  a 30-pound  weight  loss. 
Two  weeks  before  admission  he  developed  a cough 
productive  of  blood-tinged  sputum.  The  past 
history  and  family  history  were  noncontributory. 

Physical  examination  on  admission  revealed  a 
thin  Negro  man  with  pallor  of  the  nail  beds  and 
mucous  membranes.  The  pulse  rate  was  120  per 
minute;  blood  pressure,  140/60  mm.  Hg;  respira- 
tory rate,  28  per  minute;  and  temperature,  98.6  F. 
Small  lymph  nodes  were  palpated  in  both  poste- 
rior cervical  triangles.  Neurologic  examination 
revealed  no  abnormalities.  The  remainder  of  the 
physical  examination  was  within  normal  limits. 

On  admission,  the  hematocrit  was  6.5,  hemo- 
globin 2 Gm.  per  100  ml.,  and  white  blood  cell 
count  2,800  per  cubic  millimeter.  Examination  of 
the  peripheral  blood  smear  revealed  macrocyto- 
sis,  anisocytosis,  and  poikilocytosis  of  the  red  blood 
cells,  hypersegmentation  of  the  polymorpho- 
nuclear leukocytes,  and  a diminished  number  of 


platelets.  The  red  blood  cell  count  was  550,000  per 
cubic  millimeter  with  a mean  corpuscular  volume 
of  118  micra,^  a mean  corpuscular  hemoglobin  of 
36.4  micromicrograms,  and  a mean  corpuscular 
hemoglobin  concentration  of  30.8  per  100  ml.  The 
bleeding  time  was  twenty  minutes.  The  clotting 
time,  clot  retraction,  and  serum  iron  were  normal. 
The  bone  marrow  aspirate  yielded  numerous 
megaloblasts  and  “giant”  metamyelocytes  (Fig. 
1).  A gastric  analysis  revealed  absence  of  free 
hydrochloric  acid  before  and  after  histamine 
stimulation.  The  blood  urea  nitrogen  was  13  mg. 
per  100  ml.,  serum  bilirubin  0.3  mg.  per  100  ml., 
and  alkaline  phosphatase  0.1  King- Armstrong 
units.  Sickle-cell  preparation  gave  negative  find- 
ings. Urinalysis  revealed  a trace  of  albumin. 

He  was  treated  with  repeated  blood  transfusions 
and  vitamin  B12,  1 microgram  daily  intramuscu- 
larly. On  the  fourth  hospital  day,  he  developed 
bilateral  pulmonary  rales  with  elevation  of  the 
body  temperature  to  105  F.  A chest  x-ray  film 
was  suggestive  of  pneumonia.  Staphylococcus 
aureus,  coagulase  positive,  was  cultured  from  the 
blood.  He  was  treated  with  sodium  cephalothin, 
12  to  16  Gm.  per  day,  and  aqueous  penicillin,  30 
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million  units  per  day.  The  dosage  of  vitamin  B12 
was  increased  to  100  micrograms  daily,  and  on  the 
eighth  hospital  day  folic  acid,  5 mg.  three  times 
per  day,  was  added  to  his  therapeutic  regimen. 
By  the  thirteenth  hospital  day,  the  reticulocyte 
count  rose  from  0 to  4.4  per  cent.  In  spite  of  anti- 
biotic therapy,  he  continued  to  be  febrile  (100.8  F.). 
At  the  beginning  of  the  third  week,  he  developed  a 
diastolic  gallop,  mild  ankle  edema,  dullness  at 
both  lung  bases,  and  hepatomegaly.  The  urine 
output,  which  had  previously  been  normal,  de- 
creased to  700  ml.  per  twenty-four  hours.  The 
twenty-four-hour  urinary  protein  was  675  mg.  He 
developed  anasarca  and  expired  twenty-five  days 
following  admission. 

Autopsy  findings 

An  autopsy  examination  performed  twenty-four 
hours  after  death  revealed  a 69-inch,  127-pound 
Negro  man.  There  was  generalized  lymphade- 
nopathy.  Microscopic  examination  of  lymph  nodes 
disclosed  numerous  noncaseating  and  healed  gran- 
ulomas containing  Schaumann  bodies  (Fig.  2). 
The  stomach  exhibited  severe  diffuse  mucosal 
atrophy  with  absence  of  parietal  cells  (Fig.  3). 
The  mucosa  and  submucosa  revealed  multiple 
Schaumann  bodies  with  occasional  noncaseating 
granulomas  (Fig.  4).  The  muscularis  and  serosa 
were  uninvolved.  Occasional  granulomas  similar 
to  those  in  the  lymph  nodes  and  stomach  were 
found  in  the  lungs,  spleen,  and  liver  (Fig.  2).  Mul- 
tiple acid-fast  stains  of  these  lesions  revealed 
numerous  acid-fast  bacilli  in  several  lymph  nodes. 
Cultures  for  Mycobacterium  tuberculosis  were  not 
carried  out  because  the  disease  was  not  suspected 
clinically  or  at  autopsy. 

The  vertebral  bone  marrow  appeared  pale. 
Microscopic  sections  showed  focal  hypercellularity 
and  beginning  response  to  therapy.  Megaloblasts 
were  practically  absent. 

The  spinal  cord,  peripheral  nerves,  and  skeletal 
muscle  revealed  no  significant  abnormalities. 

The  lungs  contained  multiple  organizing  ab- 
scesses with  fibrinous  pleuritis  of  the  left  side. 
No  acid-fast  bacilli  were  found  in  these  lesions. 
The  kidneys  were  pale  and  swollen  (160  Gm.  each) 
and  had  multiple  petechiae  in  the  cortex.  Micro- 
scopic examination  revealed  a diffuse,  rapidly  pro- 
gressive glomerulonephritis. 

Comment 

This  thirty-six-year-old  Negro  man  with  dis- 
seminated granulomatous  disease  which  involved 
the  stomach  in  a most  unusual  manner  was  admit- 
ted to  the  hospital  because  of  clinical  manifesta- 
tions of  a .severe  anemia.  Shortly  following  admis- 
sion, he  developed  staphyloccal  pneumonia  and 
septicemia.  Three  weeks  later  progressive  renal 
insufficiency  and  anasarca  due  to  rapidly  progres- 
sive gUnnerulonephritis  led  to  his  death. 


FIGJRE  4.  Gastric  mucosa;  noncaseating  granuloma 
With  2 intracellular  Schaumann  bodies  (X  220). 


In  view  of  the  long  clinical  history  and  the  age 
and  race  of  the  patient,  primary  atrophic  gastritis 
with  resulting  Addisonian  pernicious  anemia  is 
unlikely.  Thus  we  assume  it  more  probable  that 
the  diffuse  granulomatous  process  was  primarily 
responsible  for  the  gastric  mucosal  atrophy  and 
hematopoietic  deficiency. 

A reticulocyte  response  to  1 microgram  of  vita-  | 
min  Bi2  was  not  noted  during  the  first  eight  days 
of  treatment.  The  dose  of  vitamin  B12  was  then 
increased  to  100  micrograms  per  day,  and  folate 
15  mg.  per  day  was  added.  Five  days  later,  a reti- 
culocyte response  was  noted.  This  may  have  been 
due  to  the  addition  of  folate  which  might  have  been 
the  limiting  hematopoietic  factor,  or  to  the  severe- 
ly toxic  state  of  the  patient  since  it  is  well  known 
that  infection  may  delay  or  depress  hematopoietic  1 
responses  to  either  vitamin  B12  or  folates. 

Granulomatous  disease  involving  the  stomach 
appears  to  be  a rare  occurrence.  The  frequency  of 
gastric  tuberculosis  was  reported  to  vary  from  0.01 
to  0.03  per  cent  in  routine  autopsies  and  from  0.00  } 

to  2.24  per  cent  of  cases  with  pulmonary  tubercu-  j 
losis.'  In  a review  of  14,450  consecutive  autopsies 
performed  at  Kings  County  Hospital  from  1954  to  i 
1966,  only  3 cases  (0.02  per  cent)  of  tuberculous 
gastritis,  all  associated  with  pulmonary  tuber- 
culosis, were  found.  Based  on  the  number  of  cases 
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with  pulmonary  tuberculosis,  the  frequency  of 
gastric  involvement  was  0.54  per  cent.  In  a review 
of  52  autopsied  cases  of  sarcoidosis  reported  in  the 
literature  and  30  cases  at  Kings  County  Hospital, 
there  was  only  1 case  (1.2  per  cent)  with  gastro- 
intestinal involvement  which  was  limited  to  the 
small  intestine. 

Summary 

A thirty-six-year-old  Negro  man  who  presented 
symptoms  of  severe  megaloblastic  anemia  was 
found  to  have  disseminated  granulomatous  disease 


with  gastric  involvement.  The  case  suggests  a 
hitherto  undescribed  pathophysiologic  mechanism 
in  the  production  of  megaloblastic  anemia. 
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Mesenchymal  chondrosarcoma  is  the  term  Lich- 
tenstein and  Bernstein'  proposed  in  1959  to  de- 
scribe 2 cases  of  malignant  cartilaginous  tumor 
which  for  several  reasons  they  believed  should  be 
distinguished  from  chondrosarcoma.  Since  then 
15  further  cases  have  been  added  to  the  literature 
by  Dahlin  and  Henderson, 2-^Benedetti,®  Gilmer, 
Kilgore,  and  Smith,®  Dowling,'^  and  Barnes  and 
Catto.®  With  the  exception  of  the  case  reported 
by  Barnes  and  Catto  which  was  a juxtacortical 
lesion  of  the  lower  end  of  the  femur  and  another 
by  Gilmer,  Kilgore,  and  Smith®  in  which  informa- 
tion as  to  the  site  of  origin  is  not  available,  none 
of  those  reported  were  related  to  a long  bone.  In 
the  case  presented  here,  the  tumor  arose  in  the 
medulla  of  the  shaft  of  the  left  humerus,  and  it  is 
the  first  report  of  an  intramedullary  lesion  in  a long 
bone  of  which  we  are  aware. 

Case  report 

A sixteen-year-old  Negro  girl  was  referred  to  The 
Hospital  for  Special  Surgery  with  a three-month 
history  of  pain  and  recent  swelling  in  the  left  arm. 
There  was  no  history  of  trauma.  A biopsy  done  at 
another  hospital  had  been  interpreted  as  a primary 
malignant  bone  tumor.  Abnormalities  on  physical 
examination  were  limited  to  the  upper  part  of  the 
left  arm  where  a nonfluctuant,  nontender,  firm 
mass  b by  5 cm.  was  palpable. 

A review  of  the  submitted  x-ray  films  showed  a 


FIGURE  1.  Roentgenogram  of  left  humerus.  Note 
large  soft-tissue  component. 


permeative  destructive  process  of  the  left  humerus  i 
visible  at  least  from  the  metaphyseal  border  down  i 
to  the  mid  to  lower  one  third  of  the  humerus.  j 
There  were  very  faint  productive  periosteal  ■ | 
changes  forming  a few  spicules  of  bone  along  the 
lateral  margin.  A large  soft-tissue  mass  was  seen  | 

overlying  the  bony  lesion.  These  changes  were  j 

interpreted  as  being  evidence  of  a malignant  bone  I 

tumor  with  round-cell  sarcoma  or  osteogenic  sar-  i 

coma  most  likely  (Fig.  1).  j 

Roentgenograms  of  the  chest  revealed  no  visible  | 
metastases.  Clinical  laboratory  work-up  demon- 
strated abnormal  glucose  tolerance,  a finding  fre- 
quently associated  with  chondrosarcoma  according 
to  Marcove  and  Francis®  but  not  in  our  experience  ' 

with  osteogenic  sarcoma.  The  erythrocyte  sedi-  j 

mentation  rate  was  71  mm.  per  hour.  Serum  | 

calcium  was  9.6  mg.  per  100  ml.;  inorganic  phos-  ' 

phate  4.4  mg.  per  100  ml.;  and  alkaline  phos-  t 

phatase  3.4  Bodansky  units.  | 

The  histologic  sections  revealed  a cellular  tumor  I 
with  a lobulated  pattern.  In  many  areas  the  , 
tumor  was  forming  a cartilaginous  matrix,  but  in  i 
other  areas  it  was  distinctly  myxoid  in  character, 
and  in  yet  others  undifferentiated.  There  was  a 
considerable  degree  of  pleomorphism  and  ana-  i 
plasia,  and  many  mitotic  figures  were  seen.  No 
bone  matrix  formation  was  seen  in  any  of  the  sec- 
tions (Fig.  2). 
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FIGURE  2 Photomicrographs  of  primary  tumor  in  humerus  (A)  Chondroid  matrix  and  focal  necrosis.  (B)  Pleomor- 
phic stellate  cells  with  myxoid  stroma 


FIGURE  3 Photomicrograph  of  lung  metastasis  dem- 
onstrating similar  appearance  to  that  in  Figure  2B 


A left  forequarter  amputation  was  performed  on 
July  22,  1968.  The  amputation  specimen  revealed 
a large  lobulated  tumor  mass  involving  the  upper 
two  thirds  of  the  shaft  of  the  humerus  and  extend- 
ing approximately  5 cm.  from  the  surface  of  the 
humerus  just  over  the  upper  third  of  the  shaft  of 
the  bone.  The  tumor  was  composed  of  soft  grey- 
white  tissue  which  focally  was  described  as  being 
firm  white  and  in  other  areas  gelatinous  yellow. 
Microscopically  the  tumor  was  similar  in  all  re- 
spects to  the  biopsy  specimen.  The  postoperative 
recovery  was  uneventful.  In  September,  1968, 
she  was  admitted  to  Memorial  Hospital  for  Cancer 
and  Allied  Diseases,  New  York  City,  because  of 
lung  metastases.  A wedge  resection  of  the  affected 
lung  was  performed.  Histologically  the  tumor  was 
similar  to  that  removed  from  the  humerus  (Fig. 
3).  She  later  developed  metastases  in  the  skull, 
lumbar  spine,  ribs,  and  pelvis.  In  addition  to  the 
surgical  procedures  for  the  primary  tumor  and 
the  lung  metastasis,  she  received  radiotherapy  to 
several  of  the  metastases,  chemotherapy,  and  a 
vaccine  prepared  from  the  tumor.  She  died  fifteen 
months  after  the  initial  symptoms.  Autopsy  per- 
mission was  not  obtained. 


—o— Osteogenic  sarcoma  (600  cases,  after  Dahlin) 

— Chondrosarcoma  (334  cases,  after  Dahlin) 

CZI]  Mesenchymal  chondrosarcoma  (l8  cases  published) 

FIGURE  4.  Age  distribution  of  osteogenic  sarcoma, 
mesenchymal  chondrosarcoma,  and  chondrosarcoma 
compared. 


Comment 

The  case  described  here  highlights  many  of  the 
features  which  differentiate  this  tumor  from  chon- 
drosarcoma. As  illustrated  in  Figure  4,  the  peak 
incidence  of  onset  of  these  tumors  is  in  the  third 
decade,  as  contrasted  with  chondrosarcoma  which 
is  much  commoner  in  an  older-age  group.  Early 
multiple  metastases  and  a fatal  outcome  are  much 
more  frequent  than  in  chondrosarcoma,  although 
here  it  should  be  stressed  that  most  of  these  tumors 
are  present  in  areas  inaccessible  to  ablative  sur- 
gery. Although  areas  of  dedifferentiation  are  com- 
mon in  obviously  malignant  chondrosarcoma  as 
Jaffe^“  points  out,  nevertheless,  the  histologic  pat- 
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tern  of  this  tumor  is,  we  feel,  sufficiently  character- 
istic to  warrant  a separate  designation  as  proposed 
by  Lichtenstein  and  Bernstein.^ 
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Hereditary  hemorrhagic  telangiectasia  is  an 
uncommon  inherited  disease.  However,  the  addi- 
tion of  2 cases  would  not  be  noteworthy  except  that 
it  was  seen  in  both  instances  in  association  with 
another  familial  disease,  polycystic  disease  of  the 
kidneys.  As  far  as  we  could  determine  from  a 
review  of  the  English  language  literature,  this 
association  has  not  been  reported  previously. 
While  the  occurrence  may  be  fortuitous,  we  think 
that  it  should  be  brought  to  the  attention  of  others 
who  have  patients  with  HHT  (hereditary  hemor- 
rhagic telangiectasia)  so  that  they  may  give  con- 
sideration to  the  possibility  of  a true  relationship. 

Case  reports 

Case  1.  A sixty- seven-year-old  white  woman 
was  admitted  to  New  York  Polyclinic  Hospital  on 
April  20,  1969,  with  the  complaint  of  pain  in  the 
left  flank  and  bloody  urine.  She  had  known  HHT 
for  approximately  thirty  years.  She  had  a history 
of  mild  hypertension  for  twenty  years. 

Her  mother  was  known  by  one  of  us  and  had  the 
characteristic  lesions  of  HHT  on  the  face,  tongue, 
lips,  and  nasal  septum.  She  died  at  the  age  of 
seventy-four  of  a stroke.  The  patient  has  two 
daughters,  one  of  whom  suffers  from  HHT.  Un- 
fortunately, she  is  unwilling  to  have  an  excretory 
urogram. 

Our  patient  had  recurring  epistaxis  for  about 


FIGURE  1.  Photograph  of  daughter  of  first  patient, 
with  small  telangiectases  on  face,  lips,  and  tongue. 


twenty  years.  In  1968  she  had  anemia  without 
prior  epistaxis,  and  the  stools  gave  a strongly  posi- 
tive guaiac  test  result.  Proctoscopy  showed  many 
telangiectases  in  the  rectal  mucosa.  X-ray  studies 
of  the  colon  and  the  upper  gastrointestinal  tract 
showed  no  demonstrable  abnormalities. 

The  urine  before  the  present  admission  on  April 
20  was  grossly  bloody.  She  showed  numerous 
characteristic  flat,  pink  telangiectases  ranging 
from  pinpoint  to  3 mm.  in  diameter  on  the  face, 
pulp  aspect  of  the  distal  phalanges  of  several  fin- 
gers, and  on  the  lips  and  tongue.  We  have  no  il- 
lustration of  the  skin  lesions,  but  the  patient’s 
daughter  who  has  telangiectases  of  the  same  char- 
acter and  distribution  very  kindly  consented  to 
pose  for  us  (Fig.  1). 

The  heart  was  enlarged  with  a Grade  I systolic 
murmur  at  the  apex.  The  blood  pressure 
was  200/90.  The  lungs  were  clear.  The  abdomen 
was  obese,  but  a large  mass  could  be  felt  in  the 
right  midabdomen  which  proved  to  be  an  enlarged 
ptotic  kidney.  An  enlarged  left  kidney  was  also 
palpable.  The  remainder  of  the  examination  gave 
essentially  normal  results. 

The  urine  on  April  21  had  a specific  gravity  of 
1.005,  glucose  and  protein  were  absent,  and  a 
few  white  cells  and  many  red  cells  were  present. 
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FIGURE  2.  Case  1.  Retrograde  pyelography  reveals 
characteristic  masses  and  defects  of  bilateral  cystic 
disease. 


The  hematocrit  was  28.  The  white  cells  numbered 
3,400  per  cubic  millimeter  with  a normal  differen- 
tial count.  The  prothrombin  time,  bleeding  time, 
and  clotting  time  were  normal.  The  platelet  count 
was  205,000.  Her  serum  iron  was  25,  and  iron- 
binding capacity  335.  The  levels  of  blood  calcium, 
glucose,  urea  nitrogen,  uric  acid,  cholesterol, 
albumin,  globulin,  bilirubin,  alkaline  phosphatase, 
lactic  dehydrogenase,  and  glutamic  oxaloacetic 
transaminase  were  normal.  Results  of  a serologic 
test  for  syphilis  were  negative.  Her  chest  x-ray 
film  showed  moderate  increase  in  size  of  the  left 
ventricle.  Findings  on  the  electrocardiogram 
except  for  left  axis  deviation  were  normal. 

An  intravenous  pyelogram  did  not  show  suffi- 
cient uptake  of  the  dye  for  diagnosis,  and  so  cystos- 
copy was  done  with  bilateral  retrograde  pyelog- 
raphy (Fig.  2).  The  bladder  was  normal.  The 
right  kidney  was  enlarged  and  ptosed.  The  col- 
lecting system  seemed  to  consist  mainly  of  the 
pelvis.  There  were  masses  (cysts)  with  smooth 
rounded  contours  in  both  kidneys.  A scan  of  the 
kidneys  with  203  mercury  showed  enlargement  of 
both  kidneys  with  multiple  cool  areas  compatible 
with  cysts. 

She  was  treated  with  iron  medication  and  im- 
proved. I'here  was  no  further  bleeding,  and  she 
was  discharged  on  May  1,  1909.  In  July  while 


FIGURE  3.  Case  2.  Photograph  showing  large  nodu- 
lar telangiectases  of  face,  lips,  and  anterior  chest. 


on  a vacation  she  became  ill  and  was  admitted 
to  Milford  Hospital,  Milford,  Connecticut,  where 
after  a stormy  course  she  died.  An  autopsy  was 
done  and  Allen  Brandt,  M.D.,  who  attended  her 
during  her  last  illness,  kindly  sent  us  a brief  note 
stating  that  the  autopsy  showed  carcinoma  of  the 
pancreas,  polycystic  kidneys,  and  visceral 
telangiectases. 

Case  2.  A sixty-five-year-old  single  white  man, 
a known  diabetic,  was  admitted  on  May  22,  1969, 
with  an  infection  of  the  right  great  toe.  He  had 
numerous  round,  bluish,  nodular  telangiectatic 
lesions  on  the  face,  lips,  and  anterior  chest,  which 
had  been  present  for  about  thirty  years  (Fig. 
3).  He  had  had  nosebleeds  in  earlier  years 
but  not  recently.  The  lesions  on  the  lips  bled  on 
slight  trauma.  He  did  not  recall  whether  or  not 
his  parents,  since  deceased,  or  his  only  sibling, 
a sister,  had  any  similar  lesions. 

The  heart  was  regular  with  a Grade  I systolic 
murmur.  The  blood  pressure  was  150/95.  Ex- 
cept for  the  infection  of  the  great  toe  and  the 
telangiectases,  the  rest  of  the  examination  was  not 
relevant.  The  urine  had  a specific  gravity  of  1.020, 
no  glucose  or  protein,  and  a few  red  cells  and  white 
cells.  The  complete  blood  count  was  normal.  The 
serologic  test  result  for  syphilis  was  negative.  The 
levels  of  blood  calcium,  urea  nitrogen,  uric  acid, 
cholesterol,  albumin,  globulin,  bilirubin,  alkaline 
phosphatase,  acid  phosphatase,  glutamic  oxaloace- 
tic transaminase,  and  lactic  dehydrogenase  were 
all  normal.  The  chest  x-ray  film  showed  moderate 
left  ventricular  enlargement.  The  electrocardio- 
gram showed  minor  T-wave  and  S-T  changes. 

The  prostate  was  moderately  enlarged,  and  the 
left  lobe  was  hard.  Transrectal  biopsy  of  tbe  pros- 
tate revealed  adenocarcinoma.  Intravenous 
pyelogram  was  done,  but  there  was  insufficient 
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FIGURE  4 Case  2 Retrograde  pyelogram  shows 
bilateral  hypertrophy  and  spidering  effect  of  calyces 
characteristic  of  polycystic  disease 


, excretion  of  the  dye  to  be  diagnostic.  Cystoscopy 
I gave  normal  findings.  The  retrograde  pyelogram 
showed  hypertrophy  of  both  kidneys  and  spidering 
effect  of  the  calyces  consistent  with  the  diagnosis 
of  polycystic  disease  of  the  kidneys  (Fig.  4).  After 
the  infection  of  the  foot  cleared  up  he  was  dis- 
charged and  soon  after  returned  to  work. 

Comment 

Hereditary  hemorrhagic  telangiectasia  is  a 
familial  disease  of  small  blood  vessels  (capillaries 
and  venules  for  the  most  part)  characterized  by  the 
presence  of  angiomas  or  telangiectases  of  the  skin 
and  mucous  membranes  and  often  of  various  vis- 
cera. These  telangiectases  are  most  often  flat  and 
pinpoint  but  they  may  be  nodular,  and  as  large  as 
a half-centimeter  in  diameter.  Quick, ^ in  a com- 
prehensive review  article,  states  that  the  disease  is 
transmitted  as  an  autosomal  dominant,  not  sex 
linked,  and  that  affected  families  seem  widely  dis- 
tributed, but  it  is  nevertheless  regarded  as  un- 
common. Recurring  epistaxis  is  an  outstanding 
symptom  because  of  lesions  in  the  nasal  septum. 

One  of  the  earliest  descriptions  of  the  disease 
was  given  by  Rendu  in  1896-  who  called  it  pseudo- 
hemophilia. However  Osler^  was  the  first  to 
understand  the  nature  of  the  widespread  vascular 
anomaly  and  that  there  was  no  disturbance  of  the 
clotting  mechanism  of  the  blood.  Weber^  ® in  a 
series  of  articles  over  many  years  described  the 


disease  more  fully  and  hence  it  is  sometimes  known 
as  Osler-Weber-Rendu  disease,  but  the  priority 
undoubtedly  belongs  to  Osier  alone.  Hanes^  de- 
scribed the  pathology  of  the  disease  and  gave  it 
the  name  hereditary  hemorrhagic  telangiectasia 
although  he  was  under  the  impression  that  it  was 
related  to  alcoholism.  He  rejected  the  description 
of  it  as  a hemorrhagic  diathesis,  a term  which  he 
said  not  only  covers  all  of  the  symptoms  but  also 
conceals  most  of  them.  Bean“^  in  his  excellent 
monograph  on  vascular  spiders  and  angiomata 
gives  a very  readable  account  of  the  natural  history 
of  these  telangiectases.  The  disease  is  usually 
discovered  in  the  third  decade  as  a result  of  re- 
peated nosebleeds  without  trauma,  and  then  the 
telangiectases  of  the  skin  or  mucous  membranes 
are  noticed.  The  typical  lesion  is  tiny,  pink,  and 
flat,  but  solid,  cyanotic,  nodular  forms  are  some- 
times seen  as  in  our  second  case.  They  are  found 
on  the  skin  of  the  face,  ears,  fingers,  toes,  and  arms 
and  occasionally  the  trunk.  The  mucous  mem- 
branes of  the  lips,  tongue,  mouth,  and  nasal 
septum  are  usually  involved,  and  virtually  any  of 
the  viscera  may  have  lesions.  The  intrinsic  defect 
is  a failure  of  muscle  and  elastic  tissue  to  develop 
in  the  wall  of  the  vessel.  The  telangiectases  con- 
sist of  these  thin  distended  vessels  lined  by  a single 
layer  of  endothelium  and  covered  by  some  connec- 
tive tissue.  They  bleed  with  little  or  no  trauma 
because  the  vessels  are  fragile,  and  they  are  defi- 
cient in  contractible  elements  (muscle  and  elastic 
tissue). 

Numerous  reports  of  visceral  lesions  have  ap- 
peared since  Osier’s  first  description.  Gold- 
man described  arteriovenous  fistula  of  the 
lung  in  Osier’s  disease  and  since  then  Beresford,'^ 
Harrison,'^  Dewar  and  Schonell,^^  and  others  have 
reported  cases.  Similarly  other  visceral  manifesta- 
tions of  HHT  are  well  known,  and  Bean^*^  described 
the  lesions  in  the  esophagus,  bronchial  tubes, 
stomach,  intestines,  vagina,  and  rectum.  Har- 
rison^^  reports  that  they  are  also  found  in  the  colon, 
liver,  and  brain.  Thomas^®  reported  one  patient 
with  HHT  who  died  from  a dissecting  aneurysm  of 
the  aorta.  HHT  has  also  been  seen  in  association 
with  sclerodactyly  and  Raynaud’s  phenomenon.^' 
Cerebral  arteriovenous  fistula^®  and  hepatic  artery 
aneurysm'^  are  other  rarities  noted  in  connection 
with  HHT. 

Hematuria  is  unusual,  and  reports  of  urinary 
tract  involvement  are  few.^''  The  association,  if 
any,  between  HHT  and  polycystic  disease  of  the 
kidneys  is  not  mentioned  in  the  literature  as  far  as 
we  could  determine.  Both  are  hereditary  diseases 
and  both  are  due  to  maldevelopment  of  mesenchy- 
mal tissues,  so  that  it  is  interesting  to  speculate  on 
the  possibility  of  some  relationship. 

Polycystic  disease  of  the  kidneys  is  quite  com- 
mon. It  is  inherited  as  a mendelian  dominant 
characteristic,  not  sex  linked.  The  disease  is  too 
well  known  to  require  full  description  here.  The 


July  1.1971  New  York  State  Journal  of  Medicine  1667 


adult  type  with  which  we  are  concerned  is  latent 
for  many  years.  In  Dalgaard’s^^  series  the  age  at 
the  time  of  diagnosis  varied  from  sixteen  to  eighty- 
five  years,  the  mean  age  being  47.2,  but  most  of  the 
patients  had  symptoms  for  some  years  before  the 
diagnosis  was  made.  Both  of  our  patients  were  in 
the  seventh  decade  when  the  polycystic  disease  was 
discovered.  The  symptoms  vary  greatly.  They 
may  be  so  insidious  that  not  until  renal  insuffici- 
ency occurs  or  there  is  hematuria,  flank  pain,  or  an 
enlarged  kidney  is  felt  is  the  diagnosis  con- 
sidered. Although  it  may  be  suspected  clinically, 
the  diagnosis  is  nearly  always  made  only  by  pyelog- 
raphy. If  the  kidney  function  has  deteriorated 
sufficiently,  it  requires  retrograde  pyelography  for 
adequate  outlining  of  the  excretory  systems. 
Angiographic  diagnosis  has  also  been  used  recently 
for  this  purpose. A small  number  of  patients 
with  polycystic  kidneys  have  congenital  cysts  in 
other  organs:  the  liver,  ovaries,  cerebrum,  and 

pancreas  are  preferred  sites,  and  congenital 
aneurysms  of  renal  or  splenic  arteries  or  the  arte- 
ries of  the  circle  of  Willis  also  may  be  present. 

Summary 

Two  patients  are  reported,  who  suffered  from 
HHT  (hereditary  hemmorrhagic  telangiectasia) 
and  were  found  to  have  polycystic  disease  of  the 
kidneys  as  well.  This  association  has  not  been  re- 
ported previously  in  the  English  language  litera- 
ture as  far  as  we  were  able  to  determine.  Since 
both  HHT  and  polycystic  kidneys  are  hereditary 
diseases  resulting  from  maldevelopment  of  mesen- 
chymal tissue,  it  is  interesting  to  speculate  whether 
or  not  a true  relationship  exists.  Because  HHT  is 
uncommon,  the  chances  of  determining  this  are 
small  unless  others  who  have  such  patients  under 
observation  are  stimulated  to  study  them  with  this 
possibility  in  mind. 

7.55  Park  Avenue 

New  York,  New  York  10021 

(DR.  SOLOMON) 
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Special  Articles 


MEDICAL  COMPUTER 
USE  IN  NEAR  FUTURE 
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Orangeburg.  New  York 
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In  the  National  Museum  of  History  in  Copenha- 
gen is  a flint  knife  which  symbolizes  where  medical 
practice  stands  in  respect  to  the  age  of  computers. 
This  particular  flint  knife  was  made  five  or  ten 
* years  after  the  first  bronze  knives  and  then  import- 
ed into  Denmark  which  was  still  in  the  Stone  Age, 
whereas  the  Bronze  Age  had  already  begun  in  the 
Caucasus  and  a number  of  other  parts  of  Europe. 
Bronze  knives  had  a number  of  advantages:  (1) 

they  did  not  break  so  easily;  (2)  they  could  be  cast 
in  more  convenient  shapes;  (3)  they  were  easier  to 
resharpen;  and  (4)  once  in  production  they  were 
easier  to  make. 

In  this  period  the  working  of  flint  reached  its  climax. 
The  daggers,  spearheads,  and  paper  thin  arrowheads 
are  forms  not  naturally  suited  to  flint,  but  were  made 
because  it  was  wished  to  follow  the  fashion  of  the  age. 
The  daggers  were  attempts  to  imitate  imported  bronze 
daggers,  which  first  made  their  appearance  at  that 
very  time  and  inspired  the  flint  workers  to  this  feat 
of  skill.  It  was,  so  to  speak,  the  effort  of  a backward 
area  to  keep  up  with  developments.* 

With  respect  to  computer  use  in  medicine,  at 
times  we  seem  to  be  in  the  same  predicament  of 
creating  flint  knives  which  imitate  the  bronze  com- 
puter age  but  completely  miss  its  real  value. 

The  whole  procedure  has  been  impeded  by  one 

Presented  at  the  164th  Annual  Meeting  of  the  Medical  Soci- 
ety of  the  State  of  New  York  City,  Session  on  Data  Processing  in 
Medicine,  February  11,  1970. 

*From  National  Museum  Guides,  Prehistoric  Denmark, 
Copenhagen,  1966,  p.  20. 


factor  which  now  appears  on  the  verge  of  resolu- 
tion: the  terminal  equipment.  The  central  com- 
puters have  been  available  for  some  time.  The 
programs  either  exist  or  could  be  created  with 
relative  ease.  The  great  lack  has  been  apparatus 
to  get  information  into  and  out  of  the  computer. 
Even  the  means  of  readily  communicating  with  a 
central  computer  are  already  at  hand  in  the  form 
of  telephone  lines.  By  far  the  most  convenient 
present  method  of  putting  down  information  is  to 
use  a printed  sheet  which  contains  the  items  of 
interest  listed  in  such  a way  that  a simple  pencil 
mark  indicates  which  (if  any)  is  correct  and  rele- 
vant. The  “mark-sense”  or  “optical  scan”  equip- 
ment now  used  to  process  such  data  is  bulky  and 
expensive.  Alternate  methods  are  even  more  un- 
wieldy: display  screens  for  use  with  the  “light 

pens”  are  frustratingly  slow  and  of  poor  quality 
with  complicated  operating  procedures  (the  eraser 
on  a pencil  is  still  the  simplest  “operational  pro- 
cedure” and  needs  no  instructions).  Other  forms 
which  involve  a key-punch  operator  tend  to  be  even 
more  expensive  and  subject  to  additional  errors. 

The  ideal  input  apparatus  would  be  small 
enough  to  stand  on  a desk,  operate  by  simply  slip- 
ping a printed  sheet  in  and  out,  and  not  be  noisy, 
involve  flashing  lights,  or  prove  distracting  in  other 
ways.  There  should  be  some  method  of  checking 
immediately  whether  the  information  stored  in  the 
computer  is  what  was  intended. 

To  determine  whether  information  just  given  to 
the  computer  is  correct  and  in  the  form  intended 
leads  to  the  question  of  computer  output.  At  pres- 
ent the  most  common  forms  of  immediate  feedback 
are  printouts  which  can  range  from  an  on-line  type- 
writer (slow,  noisy,  but  cheap)  to  elaborate  equip- 
ment (bulky,  expensive,  noisy,  but  fast)  capable  of 
producing  1,100  lines  a minute.  The  eventual 
ideal  for  this  terminal  is  a display  screen  which 
would  demonstrate  a quantity  of  material  roughly 
equivalent  to  that  of  a printed  page  which  could  be 
“turned”  in  much  the  same  manner  as  a series  of 
slides  with  immediate  selection  of  the  one  needed. 
This  would  permit  one  to  spend  as  much  time  as 
needed  (but  no  more)  with  any  particular  set  of 
data.  An  acceptable  alternative  would  be  a type  of 
photoprinting  which  produced  “hard”  copy  to  be 
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retained  or  discarded  at  will.  On  occasion  audio- 
tapes  providing  the  same  information  might  be 
very  valuable. 

Since  it  is  reasonable  to  assume  that  telephone 
lines*  will  be  the  principal  connecting  link  for  the 
immediate  future,  there  would  be  an  advantage  in 
having  both  pieces  of  apparatus  light  enough  and 
so  constructed  that  they  were  portable  and  could 
be  moved  from  one  office  to  another,  taken  home, 
or  carried  to  meetings,  a night  in  town,  vacations, 
visits,  or  even  on  house  calls. 

Most  exciting,  it  seems  highly  probable  that  this 
essential  but  presently  missing  part  of  the  system 
will  be  available  shortly.  The  following  discus- 
sion is  based  on  this  assumption  and  is  divided 
into:  medical  history,  treatment  records,  labora- 

tory data,  diagnostic  aids,  office  routines  and  med- 
ical economics,  research,  and  medical  education. 

All  these  objectives  can  be  realized  within  a year 
or  less  once  the  terminal  apparatus  is  at  hand.  A 
final  section  dealing  with  some  quite  possible  but 
highly  speculative  possibilities  (continuous  moni- 
toring and  control  of  pacemaikers,  antiepileptic 
technics,  and  chemotrodes)  through  the  use  of 
radiotelemetry,  and  so  forth,  has  not  been  included 
since  it  might  detract  from  the  evidence  of  im- 
mediate practicality  of  the  other  sections.  In  any 
case,  such  speculation  deserves  a separate  pre- 
sentation. 

Medical  history 

Anamnesis.  A fairly  routine  set  of  questions 
is  asked  of  every  new  patient.  Thus  it  is  reason- 
able to  have  these  printed  in  advance  together  with 
alternative  answers  to  allow  for  the  possibility  of  a 
nonroutine  response.  In  the  interest  of  both  time 
and  economy  we  have  found  it  useful  to  divide  the 
subject  matter  in  such  a way  that  someone  other 
than  the  physician  can  interview  the  patient  on 
those  replies  which  are  time-consuming  to  obtain 
but  not  too  personal. 

Such  a system  guarantees  a greater  likelihood  of 
completeness  since  each  of  the  major  categories 
must  be  responded  to,  even  if  only  to  indicate  that 
it  is  not  relevant.  Thus  a “core  history”  would  be 
completed  on  all  patients  with  as  much  detail  as 
desired  in  any  particular  area  or  areas.  Prepro- 
gramming would  also  be  possible  so  that  certain 
patterns  of  response  would  suggest  whether  or  not 
additional  areas  of  inquiry  should  be  pursued. 

At  the  end  of  the  interview  the  deviant  or  rele- 
vant items  could  be  automatically  summarized. 

When  the  .system  is  fully  functional  the  informa- 
tion obtained  by  previous  therapists  and  prior 
treatment  records  of  hospitalizations  would  all  be 
available.  Obviously,  as  at  present,  a release 
would  be  given  by  the  patient.  This  would  provide 
considerable  additional  protection  for  the  patient 
since  it  is  often  of  considerable  importance  to  have 
available  the  prior  medical  history. 

*Tran.smission  of  electronic  data  already  exceeds  that  of 
spoken  messages  over  telej)hone  lines. 


Rating  scales.  In  psychiatry,  as  in  a number  of 
other  medical  specialties,  clinical  judgment  of 
changes  in  specific  symptoms  are  sometimes  best 
determined  by  systematic  rating.  Actually  this 
can  be  done  within  the  context  of  an  ordinary 
interview,  which  avoids  certain  problems,  such  as 
halo  effect,  but  induces  others.  The  scaled  items 
are  then  extracted  by  the  computer  and  scored  in 
the  usual  fashion  for  comparison  with  past  and 
future  ratings.  The  computer  can  be  programmed 
to  summarize  differences  from  prior  scores  in  what- 
ever manner  is  most  useful. 

Progress  notes.  Other  progress  notes  can  be 
added  each  time  the  patient  is  seen,  and  a sum- 
mary of  both  the  initial  history  and  subsequent 
additions  made  immediately  available  as  needed. 

Hospitalizations.  A serious  problem  presently 
exists  in  communication  of  information  between 
the  physician’s  private  office  and  the  hospital. 
Most  physicians  will  not  go  to  the  trouble  of  repli- 
cating all  of  the  information  they  have  in  their 
private  office  for  the  hospital  chart.  Similarly, 
notations  on  the  hospital  records,  especially  labora- 
tory data  and  consultant’s  notes,  are  rarely  dupli- 
cated for  inclusion  in  the  patient’s  office  record. 
A system  which  filed  all  information  in  a common 
data  bank  would  provide  a simple  solution  to  the 
problem.  It  would  be  similarly  useful  for  the  con- 
sultant to  have  his  notes  readily  available  not  only 
for  his  own  office  but  for  future  reference,  insur- 
ance forms,  and  so  forth. 

Treatment  records 

Past  therapy.  Obviously,  knowledge  of  prior 
treatment  and  the  response  to  it  is  highly  desirable. 
Drug  treatment  is  an  example:  as  with  medical 

history,  to  know  such  things  as  what  medication 
produced  a favorable  response  and  which  led  to 
side-effects  would  influence  judgment  as  to  what 
was  needed. 

Present  treatment  recommendations.  In  re- 
viewing past  treatment  we  want  to  know  not  only 
which  drugs  were  used  but  in  what  dose,  for  how 
long,  and  with  what  other  drugs.  This  means  that 
in  stating  what  present  treatment  should  be,  rather 
than  simply  giving  a medication,  it  would  be  help- 
ful to  state  not  only  the  present  drug  and  dose  but 
also  how  long  the  drug  should  be  tried  before  the 
dose  or  the  drug  should  be  changed;  also,  what 
response  we  would  regard  as  acceptable.  We  could 
then  establish  the  computer  program  to  do  the 
checking  for  us  by  having  it  let  us  know  whether  or 
not  we  actually  reach  the  goals  we  have  estab- 
lished. 

By  building  into  the  computer  our  past  experi- 
ence and  that  of  others  we  could  be  warned  if  we 
proposed  to  use  a drug  which  was  incompatible 
(to  what  degree  and  with  what  likelihood)  with 
medication  which  the  patient  was  receiving  for 
other  reasons,  with  prior  medication,  or  with  med- 
ical pathologic  conditions.  Probability  of  sensitiv- 
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ities  and  side-effects  could  be  indicated,  as  could 
cross-sensitivities.  Similarly,  laboratory  findings 
indicative  of  a need  for  caution  would  automatical- 
ly be  brought  to  attention. 

Laboratory  data 

Present  potential.  We  could  program  certain 
laboratory  tests  for  all  patients  and  have  other  rec- 
ommendations result  from  the  history,  symptoms, 
prior  treatment,  and  proposed  medication. 

Even  at  present  it  would  be  practical  to  insert  an 
intravenous  catheter  for  periods  from  a few  min- 
utes to  an  hour  or  more.  Aside  from  the  greater 
ease  and  comfort  to  the  patient,  a large  variety  of 
tests  could  be  carried  out  with  minimal  loss  of 
blood.  By  brief  “continuous”  measures  we  could 
obtain  information  more  useful  than  is  gained  by 
repetitive  single  samples. 

The  electrocardiogram,  ballistocardiogram, 
and  galvanic  skin  reflex  tests  are  so  simply  done 
that  they  would  be  carried  out  and  almost  simulta- 
neously analyzed  by  computer. 

By  having  on  file  prior  records  in  each  of  these 
areas  we  could  determine  whether  a particular  lab- 
oratory finding  is  “normal”  compared  with  the 
population  at  large,  and  more  important,  to  indi- 
viduals with  similar  medical  histories,  symptoms, 

‘ age^  race,  sex,  environment,  and  so  forth.  Finally, 
the  individual  could  be  compared  to  his  own  prior 
records.  By  stating  in  advance  what  the  limits  of 
difference  should  be;  w'hat  is  to  be  regarded  as 
significant  is  indicated  by  the  computer  as  it  skips 
the  irrelevant  and  points  out  only  what  is  needful. 
Undoubtedly  at  first  we  would  miss  much,  but  this 
would  provide  a wonderful  basis  for  research. 

Elsewhere  I have  discussed  some  of  these  tech- 
' nics  of  evaluation  by  having  a personal  MAMA 
(monitored  automatic  medical  assessment).* 

Diagnostic  aids 

Based  on  recognition  of  patterns  built  into  the 
computer  program,  a variety  of  possible  diagnoses 
would  be  presented  by  the  program.  The  need 
for  additional  history,  search  for  symptoms,  or 
laboratory  tests  to  help  resolve  the  differential  di- 
agnosis would  be  routinely  itemized.  These  results 
in  turn  would  enhance  or  decrease  each  of  the 
; various  possibilities. 

The  use  of  ancillary  technics  such  as  certain 
psychological  tests  (for  example,  the  Minnesota 
Multiphasic  Personality  Inventory  is  used  on  all 
admissions  to  the  Mayo  Clinic)  should  be  consider- 
ed since  they  are  self-administered  and  could  be 
completed  and  scored  in  a few  minutes  before  the 
physician  saw  the  patient. 

Office  routines  and  medical  economics. 

Information  availability.  The  essence  of  good 
medical  economics  is  an  efficient  filing  system. 

*Kline,  N.  S.:  Experimental  Therapeutics,  in  Advances  in 
Automated  Analysis,  Technicon  International  Congress  1969, 
vol.  1,  White  Plains,  N.Y.,  Mediad,  Inc.,  1970,  p.  157. 


This  is  the  area  in  which  computers  function  mag- 
nificently. F’or  practical  purposes  information  is 
available  virtually  on  demand.  With  the  type  of 
portable  terminal  soon  anticipated  it  will  be  pos- 
sible to  have  the  same  information  available  wher- 
ever there  is  a telephone. 

With  appropriate  permission  the  records  of  the 
patient  from  other  physicians  and  hospitals  would 
be  equally  accessible. 

Insurance  and  other  forms.  P''or  Medicare, 
Medicaid,  Blue  Shield,  and  other  forms  of  insur- 
ance the  computer  is  ideally  suited  to  automatical- 
ly abstract  from  the  case  history  the  relevant  data 
and  to  automatically  complete  the  form.  There 
would  be  no  need  for  the  physician  to  deal  with 
each  of  these  separate  forms.  It  would  be  suffi- 
cient to  indicate  whose  form  it  was  and  the  typed 
record  could  be  completed.  Obviously,  there 
would  be  methods  for  preventing  acquisition  of  the 
data  from  the  computer  unless  appropriate  per- 
mission were  provided  by  the  patient  and  physi- 
cian. 

Drug  abuse  and  prepaid  drug  plans.  When 
drugs  are  used  which  the  Food  and  Drug  Adminis- 
tration has  placed  on  the  Drug  Abuse  list,  these 
could  be  routinely  listed  and  held  available  if 
needed  so  that  once  set  up  there  would  need  be  no 
further  concern. 

When  prepaid  drug  plans  become  common  these 
too  could  be  included.  Even  more  intriguing  is 
the  ease  with  which  the  prescription  could  be 
conveyed  directly  to  the  pharmacy  so  that  the  med- 
ication would  be  ready  for  pickup  or  delivery  even 
before  the  patient  left  the  office.  This  would  serve 
another  useful  purpose  by  providing  a rapid  and 
efficient  stock-taking  and  reorder  procedure  for  the 
pharmacy  instead  of  the  present  cumbersome 
method.  Automatic  approval  or  disapproval  of 
renewals,  and  supervision  of  narcotic  lists,  as  well 
as  prevention  of  prescription  kiting  would  be  ancil- 
lary benefits. 

Billing  and  accounting.  Since  records  already 
indicate  who  visited  the  office  when  and  for  what 
purpose,  the  process  of  billing  is  an  almost  un- 
avoidable consequence.  Multiple  or  duplicate 
billing,  as  to  an  insurance  company,  employing 
firm,  or  relative  could  also  be  done  economically, 
as  could  follow-up  on  delinquent  accounts. 

Other  accounting  procedures,  such  as  employ- 
ment taxes,  salaries,  income  tax,  expense  accounts, 
and  a large  number  of  other  tasks  as  well  could  be 
incorporated  into  the  system. 

Other  benefits.  At  a more  mundane  level,  by 
voice  tape  the  computer  could  confirm  appoint- 
ments by  routinely  calling  patients.  By  picking 
out  those  whose  appointments  had  been  scheduled 
and  using  the  automatic  dialing  system  already 
in  use  by  the  telephone  company  this  could  be  done 
quite  simply. 
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The  time-consuming  and  often  frustrating  pro- 
cess of  sending  or  trying  to  obtain  case  reports  and 
records  from  other  physicians  would  be  eliminated. 

By  analysis  of  patient  needs  (waiting  time,  bill- 
ing, treatment,  and  so  forth)  it  becomes  possible 
to  improve  care  and  comfort. 

Over  the  course  of  a few  years  the  presence  of 
trends  in  respect  to  type  of  patients,  relative  re- 
sponse rates,  economic  misfits,  or  exploiters  would 
become  evident  so  that  greatly  improved  planning 
would  result.  Similarly,  analysis  of  staff  needs 
and  performance  should  improve  efficiency  and 
contentment  of  patients,  staff,  and  the  physician 
himself. 

Medicolegal  protection.  Finally,  medicolegal 
matters  would  be  greatly  simplified.  There  would 
be  objective  evidence  of  what  actually  transpired, 
and  by  having  the  computer  automatically  check- 
ing the  following  up,  a great  proportion  of  medico- 
legal suits  could  be  avoided.  Missed  appointments 
would  be  automatically  followed  by  computer- 
generated telephone  call  or  letter.  Prescription 
excesses  in  dose  or  duration,  incompatibilities,  and 
other  areas  which  occasion  charges  of  negligence 
or  malpractice  would  be  largely  eliminated  to  the 
benefit  of  both  the  patient  and  the  doctor. 

The  ability  to  treat  more  patients  more  effec- 


tively would  go  far  to  meet  increased  costs  resulting 
from  computer  services. 

Research  and  medical  education 

The  possibilities  for  research  are  self-evident;  by 
making  much  of  the  data  available  to  a central 
research  team  (while  retaining  both  patient  and 
physician  anonymity)  it  would  be  possible  to  in- 
vestigate drug  efficacy  and  side-effects  involving 
almost  total  populations  instead  of  samples  which 
often  involve  bias  in  selection,  reporting,  and  anal- 
ysis. 

Announcements  of  medical  meetings,  providing 
important  medical  news,  and  matters  dealing  with 
medical  legislation  could  be  readily  communicat- 
ed. 

There  are  already  several  computerized  pro- 
grams of  literature  abstracting.  By  cutting  out  the 
middle  man  a physician  would  have  direct  access 
to  presently  available  titles,  by  pushing  a button 
an  abstract  would  be  immediately  projected  or 
printed  out,  and  by  pushing  another  button  the 
full  reprint  could  be  viewed  or  mailed.  This 
could  be  done  at  the  convenience  of  the  physician. 
The  same  would  be  true  for  films  which  by  being 
filed  on  cassettes  would  be  available  when  and 
where  the  physician  wanted  them. 
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SCOPE  OF 

COMMUNITY 

PSYCHIATRY 

FRED  B.  CHARATAN.  M.D. 

Mmeola.  New  York 

Director.  Community  Mental  Health  Services. 
Nassau  County  Mental  Health  Board 


There  are  several  definitions  of  community 
psychiatry.'  Duhl  of  the  National  Institute  of 
Mental  Health  wrote: 

Community  psychiatry  is  concerned  with  optimiz- 
ing the  adaptive  potential  and  psychosocial  life  skills, 
as  well  as  lessening  the  amount  of  patholog>’  in  popu- 
lation groups  (communities,  functional  groups,  etc.) 
by  population-wide  programs  of  prevention,  case- 
finding, care,  treatment,  and  rehabilitation. 

Portia  Bell  Hume,  of  the  Center  for  Training  in 
Community  Psychiatry  and  Mental  Health  Ad- 
ministration, Berkeley,  wrote; 

A subspecialty  of  psychiatric  practice.  Specialists 
in  community  psychiatry  are  members  of  the  larger 
class  of  community  mental  health  specialists  and 
indeed,  work  closely  with,  for  example,  social  workers, 
public  health  workers,  community  organization 
specialists,  and  health  educators,  all  of  whom  may  be 
community  mental  health  workers  too.  Specialists 
in  community  psychiatry  maintain  close  working  re- 
lationships furthermore,  with  those  who  are  profi- 
cient in  fields  outside  of  mental  health  work,  such 
as  political  and  other  social  sciences,  governmental 
administration,  the  law,  and  criminology. 

The  Department  of  Psychiatry,  Southwestern 
Medical  School,  University  of  Texas  proposed  the 
following  definition: 

Any  effort  to  apply  the  techniques  of  clinical  psy- 
chiatry for  the  amelioration  or  elucidation  of  the 
pathology  of  a discrete  group  larger  than  the  family 
unit. 

Community  psychiatry  is  thus  concerned  with 
the  organizational  and  administrative  aspects  of 
mental  health  programs.  The  community  psy- 
chiatrist needs  to  understand  the  pathology  of 
institutional  relationships,  for  every  human  insti- 


tution has  a historical  development  rooted  in  the 
culture  of  which  it  is  a part.  This  applies  with 
particular  force  to  those  institutions  concerned 
with  diagnosing  and  treating  mental  illness.  In- 
stitutions become  obsolete  and  die  if  they  fail  to 
meet  changing  human  needs  and  go  the  way  of  the 
feudal  manor,  the  poorhouse,  and  the  plantation. 
Our  mental  health  institutions  are  in  no  way 
exempt  from  this  fate,  and  the  “unitization”  of  our 
state  hospitals  is  an  attempt  to  make  them  meet 
better  the  needs  of  the  mentally  ill  by  streamlining 
their  administration. 

Institutions  may  suffer  from  such  conditions  as 
inertia,  rigidity,  apathy,  and  dehumanization. 
The  most  recent  institutional  “disease”  to  be  rec- 
ognized has  been  aptly  called  “cooling  out  the 
poor.”^  This  is  a selective  acceptance  of  patients 
for  treatment,  whereby  professional  staffs  develop 
a number  of  overt  and  covert  technics  to  screen 
out  those  liable  to  generate  discomfort  in  them. 
On  the  positive  side,  current  thinking  in  com- 
munity psychiatry  stresses  the  concepts  of  the  net- 
work of  services,  comprehensiveness,  and  continu- 
ity of  care,  because  these  terms  stand  for  healthy 
relationships  between  institutions  serving  the 
mentally  ill. 

Problems 

Kolb^  has  drawn  attention  to  the  confusion 
around  the  newest  kind  of  mental  health  institu- 
tion, the  community  mental  health  center.  He 
pointed  out  that  the  definition  of  the  community 
mental  health  center  with  its  five  essential  services 
is  the  definition  of  a hospital,  but  in  different 
words.  The  confusion  has  obscured  the  function 
of  the  community  mental  health  center.  There  is 
a real  danger  that  the  centers  may  abandon  the 
diagnosis  and  treatment  of  mental  illness  based 
on  painfully  collected  clinical  experience,  and 
substitute  various  kinds  of  social  action  as  treat- 
ment. Kolb  is  critical  of  the  point  of  view  which 
believes  social  change  can  eradicate  mental  illness. 
He  finds  that  many  professors  of  psychiatry  fear 
that: 

the  planners  are  disparaging  the  need  for  well-trained 
psychiatrists  who  have  a deep  understanding  of  how 
the  human  personality  functions. 

Kubie,^  who  is  professor  of  psychiatry  at  the 
University  of  Maryland  School  of  Medicine,  agrees 
that: 

any  movement  which  threatens  to  limit  the 
maturation  of  psychiatrists  threatens  to  destroy  the 
future  of  psychiatry.  To  truncate  the  development 
of  generations  of  future  psychiatrists  is  too  high  a price 
to  pay  for  any  immediate  gains.  Yet  there  is  a grave 
danger  that  this  may  be  one  of  the  destructive  conse- 
quences of  what  today  is  called  community  psychi- 
atry. 
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These  warnings  have  special  relevance  when,  in 
the  face  of  the  mental  health  manpower  shortage, 
paraprofessional  workers  are  entering  mental 
health  programs. 

The  conflict  between  the  social  action  and  men- 
tal health  approaches  contributed  to  the  demise  of 
the  Lincoln  Hospital  Mental  Health  Center  in 
The  Bronx.  Pepper®  has  given  a description  of  the 
administrative  complexities  of  the  center.  The 
paraprofessional  persons  hired  from  the  commun- 
ity found  themselves  divided  in  their  loyalties 
between  the  center’s  professionals  and  the  com- 
munity’s consumers.  Not  surprisingly,  the  para- 
professional worker  felt  the  equal  of  the  profes- 
sional in  the  social  action  approach,  with  conse- 
quent difficulty  in  accepting  supervision  or  the 
limits  of  his  knowledge.  If  the  community 
through  its  representatives  also  believes  only  in 
the  social  action  approach  to  mental  illness,  these 
representatives  too  will  undermine  and  eventually 
destroy  what  they  regard  as  the  “traditional” 
mental  health  approach.  For  example,  if  they 
understand  schizophrenia  as  wholly  a response  to 
bad  social  conditions,  they  will  be  against  the  use 
of  tranquilizers  and  psychotherapy.  They  may 
indeed  view  such  methods  as  an  attack  by  the 
establishment  on  the  unconforming  underprivi- 
leged. In  certain  contexts  paranoid  delusions  be- 
come revolutionary  fervor,  highly  prized  as  an 
agent  for  social  change.  The  paraprofessional 
person  who  is  insecure  about  his  job  may  feel 
hostile  toward  any  bureaucracy  and  the  establish- 
ment and  will  readily  ally  himself  with  those  pro- 
testing what  they  feel  to  be  unfair  community 
representation.  Repeated  confrontations  rather 
than  constitutional  methods  of  protest  may  ulti- 
mately undermine  the  work  of  the  center. 


Comment 

What  are  the  broader  implications  for  com- 
munity psychiatry  to  be  drawn  from  such  cases? 
The  community  psychiatrist  like  any  administra- 
tor finds  himself  often  in  the  position  of  an  insti- 
tutional therapist.  He  must  work  to  diagnose 


problems  in  program  not  only  within  the  mental 
health  institution  but  also  between  it  and  other 
groups.  This  is  not  always  easy  and  may  take 
more  time  than  diagnosing  the  individual  psychi- 
atric patient.  But  the  principles  are  the  same: 
first,  the  history  and  collection  of  facts;  second, 
the  evaluation  of  the  program  in  all  its  aspects  and 
a judgment  as  to  whether  it  is  meeting  its  goals. 

The  community  psychiatrist  therefore  functions 
as  a participant  observer  in  dealing  with  agencies 
and  programs.  He  has  the  task  of  working  with 
widely  differing  groups:  administrators,  politi- 

cians, clinicians,  the  public,  and,  most  important, 
the  patients  and  their  families.  The  most  dif- 
ficult part  of  his  work  is  in  his  efforts  with  these 
groups  to  improve  mental  health  programs.  He  is 
in  the  same  position  as  a physician  treating  a pa- 
tient, who  needs  to  titrate  the  dose  to  the  patient’s 
response.  There  must  be  the  same  careful,  pro- 
longed working  through  of  the  mental  health 
agency’s  problems,  based  on  the  community  psy- 
chiatrist’s understanding  of  the  psychodynamics  of 
institutions.  The  aim  in  every  case  is  to  develop 
mental  health  agencies  perfectly  adapted  to  their 
primary  task,  the  relief  of  human  suffering.  Com- 
munity psychiatry  is  thus  being  challenged  to 
match  the  achievements  of  public  health.  If  it 
succeeds,  the  nation’s  confidence  in  the  communi- 
ty mental  health  movement  will  be  triumphantly 
vindicated. 

240  Old  Country  Road 
Mineola,  New  York  11501 
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Adverse  effects  of  cannabis 

To  the  Editor:  Helen  S.  Kaplan,  M.D.,  in  her  article, 

“Psychosis  Associated  with  Marijuana,”  in  the  February 
15,  1971,  issue  of  the  New  York  State  Journal  of 
Medicine,  correctly  calls  attention  to  an  important 
adverse  effect  of  cannabis.  Several  additional  points 
should  be  made.  First,  contrary  to  Dr.  Kaplan’s  impres- 
sion, there  is  experimental  evidence  that  shows  mari- 
huana produces  a psychotic  reaction.  Allentuck  and 
Bowman'  reported  this  occurrence  in  9 out  of  77  volun- 
teers. Second,  if  Dr.  Kaplan,  alone,  has  seen  5 cases  of 
psychotic  reaction  and  many  others,-"*’ including  my- 
self,® have  seen  psychotic  reactions,  then  this  occurrence 
cannot  be  considered  rare  or  idiosyncratic. 

My  own  experience  includes  1 case,  a girl  seventeen 
years  old,  in  which  the  “flashback”  phenomenon  oc- 
curred for  many  weeks  after  discontinuance  of  the  use 
of  cannabis.  This  girl,  who  used  cannabis  no  more  than 
3 or  4 times,  experienced  an  acute  panic  reaction  with 
visual  distortions  and  feelings  of  depersonalization. 
The  initial  reaction  lasted  for  four  days,  with  spontane- 
ous recurrences  of  the  same  symptoms  in  the  absence  of 
continued  drug  usage  for  six  to  eight  weeks. 

In  addition  to  the  acute  psychotic  reaction  and  the 
“flashback”  phenomenon,  there  is  the  additional  hazard 
of  chronic  psychosis  associated  with  prolonged  use  of 
cannabis.  My  own  experience  is  that  chronic  psychosis 
occurs  in  adolescents  who  have  a pre-existing  personality 
disorder.  This  experience  does  not  rule  out  the  possi- 
bility that  psychosis  cannot  also  occur  in  individual 
persons  who  have  no  pre-existing  instability.  This  is 
a possibility  that  deserves  clinical  investigation. 

There  are  three  reasons,  I believe,  why  reports  of 
adverse  reactions  are  not  more  frequent.  The  first  is 
that  the  potency  of  commercial  American  marihuana 
is  low  and  inconstant,  because  of  local  growing  condi- 
tions and  adulteration.  The  second  reason  is  that  ado- 
lescents living  at  home  or  in  a university  setting  are 
protected  by  parents  or  peers  for  the  duration  of  their 
acute  reactions.  Third,  if  the  patient  comes  to  the  at- 
tention of  a physician  who  does  not  think  to  inquire  or 
is  given  a misleading  history,  the  physician  may  fail 
to  make  the  association  between  the  symptoms  and 
the  use  of  cannabis. 

DORIS  H.  MILMAN,  M.D. 

Department  of  Pediatrics 
State  University  Hospital 
451  Clarkson  Avenue 
Brooklyn,  New  York  11203 
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Antropyloric  stenosis  following  ingestion  of 
caustic  soda 

To  The  Editor:  I read  with  interest  the  article,  “Lye 

Ingestion  Causing  Pyloric  Stenosis  Without  Esophageal 
Injury,  published  in  the  February  15,  1971,  issue  of  the 
Journal  by  Morris  J.  Asch,  M.D.,  and  Frederic  P. 
Herter,  M.D.  This  article  reported  a rare  case  in  which 
injury  was  restricted  to  the  antrum  without  damage  to 
the  esophagus. 

May  I call  your  attention  to  the  fact  that,  as  far  back 
as  1957,  while  I was  working  at  the  Department  of  Inter- 
nal Medicine  at  the  University  of  Cluj,  I had  the  oppor- 
tunity to  observe  3 cases  of  complete  antropyloric  steno- 
sis after  ingestion  of  caustic  soda  with  only  transient- 
functional  or  minimal  lesions  of  the  esophagus.  These 
observations  were  published  in  the  Clujul  Medical  1: 
73  (1958). 

Only  1 of  these  3 patients  required  subsequent  dilata- 
tion for  solid  food  while  the  other  2 experienced  no  dif- 
ficulty with  esophageal  passage  after  a few  days.  By 
contrast,  one  of  these  patients  needed  gastroenteroanas- 
tomosis, another  required  resection  with  anastomosis; 
while,  in  the  third  case,  the  superimposed  inflammatory 
edema  subsided  after  (or  possibly  as  a result  of)  steroid 
and  antibiotic  treatment  and  passage  into  the  duode- 
num was  re-established. 

As  stated  in  this  article,  it  was  theorized  that  esoph- 
ageal lesions  are  found  to  be  more  frequent  and  severe 
in  cases  of  suicide.  This  could  be  due,  probably,  to 
the  psychic  factor  which  could  induce  spasms  at  the  level 
of  the  esophagus,  thus  delaying  the  caustic  soda  and 
permitting  the  erosion  of  the  esophagus.  In  contrast, 
soda  ingested  accidentally  will  reach  the  stomach  more 
promptly  leaving  only  superficial  excoriations  at  the 
level  of  the  esophageal  mucosa. 

Most  interestingly,  the  case  published  by  Dr.  Asch 
and  Dr.  Herter  seems  to  confirm  this  theory  as  their 
patient  took  the  soda  by  mistake  and  not  with  suicidal 
intent. 

In  the  article  published  in  1958,  it  was  emphasized 
that  an  accurate  diagnosis  of  the  pathologic  condition 
of  the  stomach  cannot  be  made  by  evaluation  of  x-ray 
films  alone  without  a proper  case  history,  since  there  is 
a strong  possibility  of  confusing  this  condition  with 
cancer  of  the  antral  area.  In  both  conditions,  lye  inges- 
tion and  stomach  cancer,  the  tunnel  through  which 
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barium  passes,  if  at  all,  to  the  bulb  is  centrally  located 
with  no  traction  to  the  lesser  or  greater  curvature,  as  this 
is  usually  seen  in  strictures  of  peptic  ulcer  origin. 

Most  of  the  relevant  bibliography  given  by  Dr.  Asch 
and  Dr.  Herter  was  also  reviewed  and  mentioned  by 
me. 

ADALBERT  WALD,  M.D. 

Rockland  State  Hospital 
Orangeburg,  New  York  10962 

Oral  antidiabetic  agents  and 
increased  mortality  rates 

To  the  Editor:  Before  and  for  a while  after  the  discovery 
of  insulin,  it  seemed  that  in  human  beings  with  diabetes 
the  principal  and  perhaps  the  only  change  was  a distur- 
bance in  carbohydrate  metabolism,  manifesting  itself  in 
hyperglycemia,  and  that  the  other  abnormalities  of  the 
metabolism,  the  circulation,  and  so  on  are  consequences 
of  the  hyperglycemia.  It  is  now  clear  that  at  least  some 
of  the  changes  which  frequently  accompany  diabetes  are 
not  directly  related  to  elevated  blood  sugar,  since  they 
occur  in  advance  of  detectable  increases  in  blood  sugar. 
Such  changes  are  the  alterations  of  the  chemistry  in  the 
basement  membrane  of  small  blood  vessels,  the  altera- 
tions likely  being  early  manifestations  of  what  will  later 
come  to  be  recognized  as  classic  diabetic  degenerative 
processes. 

In  spite  of  these  and  similar  findings  the  attention  of 
the  research  workers  and  of  the  practicing  physicians 
remains  chiefly  focused  on  the  blood  sugar.  It  is  gen- 
erally believed  that  normal  or  near-normal  blood  sugar 
levels  prevent  complications  which,  on  the  other  hand, 
are  promoted  by  hyperglycemia.  Yet,  the  assumption 
may  not  always  be  valid;  in  hypertensive  diabetic  pa- 
tients there  is,  in  general,  an  inverse  relationship  be- 
tween blood  sugar  levels  and  blood  pressure,  so  that 
the  blood  pressure  rises  when  the  blood  sugar  level  drops 
and  vice  versa.'  This  was  confirmed  when  it  was  found 
that  hypertension,  which  frequently  occurs  in  diabetes, 
is  seen  less  frequently  when  the  blood  sugar  level  is  con- 
siderably increased  and  when  there  is  a high  level  of  gly- 
cosuria.^ ^ It  is  evident  that  if  lowering  of  the  blood 
sugar  level  is  associated  with  hypertension,  cardiovas- 
cular effects  other  than  hypertension  which  usually  ac- 
company high  blood  pressure  may  also  result.  To  ob- 
tain normal  or  near-normal  blood  sugar  levels  in  hyper- 
tensive patients  with  diabetes  may  not  always  be  in  the 
best  interest  of  the  patient.  It  may  be  more  advanta- 
geous to  let  the  blood  sugar  level  rise  to  keep  tbe  blood 
pressure  down.' 

The  contention  that  a normal  or  near-normal  blood 
sugar  level  is  not  necessarily  the  best  guide  in  diabetic 
therapy  received  support  by  recently  published  studies. 
'I’hese  studies  showed  that  the  mortality  rate  in  a group 
of  patients  treated  with  diet  and  an  oral  antidiabetic 
agent  (tolbutamide)  was  considerably  higher  than  that 
of  groups  treated  by  diet  and  placebo  or  by  diet  and  in- 
siiiin.  'I'he  increase  in  mortality  rate  resulted  mainly 
from  cardiovascular  complications.-^  The  cause  of  the 
high  mortality  rate  remained  obscure  in  spite  of  serious 
search  by  the  investigators,  but  perhaps  the  following 
a[jproach  will  help  to  reach  an  understanding. 

According  to  the  rules  of  homeostasis,  glands  are 
j)ouring  increased  amounts  of  hormones  into  the  circula- 


tion when  the  composition  of  the  blood  shifts  in  a direc- 
tion opposite  to  the  effect  of  the  hormone.  Thus  the  an- 
terior lobe  of  the  pituitary,  which  raises  the  blood  sugar 
level,  is  stimulated  when  the  blood  sugar  level  drops, 
by  insulin,  oral  antidiabetic  agents,  and  so  on.  But 
stimulation  of  the  anterior  lobe  of  the  pituitary  raises  the 
blood  pressure,  so  that  when  the  blood  sugar  level  drops, 
along  with  the  subsequent  increase  of  the  blood  sugar 
level,  a raise  in  the  blood  pressure  also  should  occur. 
Indeed,  as  was  pointed  out  before,  with  hyperglycemia  a 
relatively  low  blood  pressure  is  found,  and  when  the 
blood  sugar  level  drops  the  blood  pressure  rises.'  It 
should  be  emphasized  that  such  increases  in  blood  pres- 
sure occur  only  with  pre-existing  hypertension,  a fact 
to  which  reference  will  be  made  presently.' 

In  addition  to  raising  both  the  blood  sugar  level  and 
the  blood  pressure,  the  anterior  lobe  of  the  pituitary  has 
additional  effects,  such  as  production  of  corticosteroids. 
These  are  known  to  lead  to  cardiovascular  changes,  and, 
therefore,  stimulation  of  the  anterior  lobe  of  the  pituitary 
brought  about  by  a drop  in  the  blood  sugar  level  may 
lead  to  hypertension  and/or  other  cardiovascular 
changes — perhaps  the  immediate  cause  of  the  increased 
mortality  rate.  Hypertension  may  be,  but  is  not  neces- 
sarily, a part  of  the  picture  since,  as  has  been  mentioned, 
lowering  of  the  blood  sugar  level  is  followed  by  increase 
in  the  blood  pressure  in  those  diabetic  persons  only  in 
whom  hypertension  pre-exists.' 

There  are  other  questions  which  remain  to  be  an- 
swered. One  is  why  treatment  with  tolbutamide  and 
diet  is  followed  by  a higher  mortality  rate  than  treatment 
with  insulin  and  diet  or  with  placebo  and  diet.  If  one 
accepts  the  central  role  of  a drop  in  the  blood  sugar  level, 
it  would  seem  that  while  the  hypoglycemic  effect  and  the 
consecutive  stimulation  of  the  anterior  lobe  of  the 
pituitary  is  short  and  explosive  after  endogenous  or  ex- 
ogenous insulin,  and  the  hypoglycemia  may  be  soon 
followed  by  hyperglycemia  (because  of  rapid  destruction 
of  insulin,  a feedback  mechanism,  or  a meal),  thus  reliev- 
ing the  stimulation  of  the  anterior  lobe  of  the  pituitary, 
the  hypoglycemic  effect  of  the  oral  antidiabetic  agents 
is  rigid  and  protracted.  At  least  in  the  case  of  one  drug 
related  to  tolbutamide  “the  hypoglycemic  effect  was  ob- 
served to  peak  at  from  four  to  six  hours  and  persisted  at 
that  level  for  about  ten  hours”  (from  product  informa- 
tion on  tolazamide,  put  out  by  the  manufacturer). 
Since  the  drop  in  blood  sugar  level  with  the  consecutive 
stimulation  of  the  anterior  lobe  of  the  pituitary  seems 
to  cause  the  basic  mischief,  the  irritation  would  seem  to 
be  less  persistent  when  produced  by  insulin,  affording 
intermittent  relief,  and  consequently  would  seem  to  be 
less  damaging  than  the  prolonged  and  uninterrupted 
working  of  the  oral  antidiabetic  agents. 

Another  unexpected  finding  of  the  University  Group 
Diabetes  Program  is  that  at  least  the  mortality  rate  from 
cardiovascular  complications,  administration  of  insulin, 
and  diet  had  no  advantage  over  placebo  and  diet.  In 
other  words  insulin  was  equal  to  a placebo.  To  this 
puzzle  a possible  answer  is  that  the  effect  of  both 
methods,  insulin  and  diet  and  placebo  and  diet,  respec- 
tively, is  a lowering  of  the  blood  sugar  level  and  an  avoid- 
ance of  hyperglycemia,  both  methods  thus  resulting  in 
stimulation  of  the  anterior  lobe  of  the  pituitary.  Should 
the  results  of  the  University  Group  studies  be  confirmed, 
it  would  seem  that  the  average  diabetic  person  would  be 
no  worse  off  with  diet  alone  than  with  diet  and  insulin, 
limiting  the  use  of  insulin  to  coma  and  precoma. 
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Summary 

Based  on  observations  which  were  reported  some  time 
ago,  an  explanation  is  offered  for  increased  mortality 
rates  from  cardiovascular  complications  in  diabetic  pa- 
tients treated  by  oral  agents.  Accordingly,  a drop  in  the 
blood  sugar  level  following  administration  of  oral  anti- 
diabetic agents,  as  a drop  in  the  blood  sugar  level  for  any 
reason,  leads  to  stimulation  of  the  anterior  lobe  of  the 
pituitary,  a stimulation  of  the  gland  leads  to  hyperten- 
sion and/or  other  cardiovascular  complications,  and  that 
to  increased  mortality  rates. 

KUGKNK  FOLDKS,  M.D. 

H9H  Park  Avenue 
New  York,  New  York  l(H)21 

References 

1.  Foldes,  F;.;  Diabetes  and  hypertension.  Am.  J.  Med.  3: 
145(1947). 

2.  Fell,  S.,  and  D’Alonzo,  C.  A.:  Some  aspects  of  hyper- 
tension in  diabetes  mellitus,  J A M. A.  202:  104  (1967). 

3.  Foldes,  FI:  Hypertension  in  diabetes,  ibid.  202:  345 

(1967). 

4.  Pell,  S.,  and  D’Alonzo,  C.A.:  Personal  communication, 
November  28,  1967. 

5.  The  I’niversity  (iroup  Diabetes  Program,  Diabetes 
(supp.  2)  19:  1 (Nov.)  1970. 


Abuse  of  drug  medications 

To  the  Editor:  Recently,  I have  been  wTiting  to  local 
physicians  or  calling  them  to  suggest  that  they  be  spar- 
ing in  their  prescriptions  of  propoxyphene  hydrochloride 
(Darvon)  and  its  compounds  to  students  and  that  they 
not  prescribe  amphetamines  for  weight  control.  It  oc- 
curred to  me  that  perhaps  a note  in  this  Journal  might 
help. 

Physicians  who  do  not  work  with  large  cross  sections 
of  the  youth  culture  today  cannot  believe,  and  certainly 
were  not  taught  in  medical  school  any  more  than  I was, 
the  ways  in  which  these  young  people  abuse  and  misuse 
drugs.  They  experiment  with  any  and  all  combinations 
of  anything  they  can  buy,  beg,  borrow,  or  steal,  so  that 
while  you  may  not  question  the  integrity  of  your  indi- 
vidual patient,  he  cannot  be  entirely  responsible  for 
what  happens  to  his  medication  on  a campus  today.  We 
have  come  to  the  point  where  we  dole  out  6 capsules  of 
propoxyphene  hydrochoride  at  a time!  This  is  not  a re- 


flection in  any  way  on  its  usefulness  as  a drug.  We  have 
discontinued  entirely  the  use  of  amphetamines  in  any 
form  because  of  their  potential  for  abuse. 

janf:thood,  m.d. 

Director,  Student  Health  Service 
State  Unive'-sity  of  New  York  at  Albany 
14(K)  Washinf! ton  Avenue 
Albany,  New  York  12203 


Medicare  costs 

To  the  Editor:  The  December,  1970,  issue  of  News  of 

New  York  contains  a table  of  Medicare  costs  in  New  York 
State  for  the  nine  months  from  July,  1969,  to  March, 
1970.  In  these  figures,  the  administrative  costs  are  of 
some  interest.  The  State-wide  average  for  administra- 
tion of  Part  A,  hospitalization  benefits,  is  1.72  per  cent 
and  for  F^art  B,  physicians’  fees,  is  8.43  per  cent.  Lest  a 
superficial  inspection  of  these  figures  lead  one  to  con- 
clude that  a prevailing  fee-for-service  scale  is  unneces- 
sarily costly,  some  further  facts  should  be  brought  out. 

Collection  of  Part  A monies  requires  no  particular  con- 
tact with  the  patient;  only  his  Medicare  number,  which 
may  be  obtained  by  telephone,  is  needed.  Part  B re- 
quires considerable  participation  by  the  patient;  his 
signature  is  necessary,  and  frequently  several  items  of 
correspondence  must  be  prepared  to  obtain  equitable 
reimbursement.  The  cost  control  mechanism  of  Part  A 
is,  to  a large  degree,  performed  by  unpaid  physicians  of 
hospital  utilization  committees,  so  that  when  the  hospi- 
tal bill  is  presented  to  Medicare  by  the  institution,  it,  by 
and  large,  is  accepted  and  paid  without  question.  Part 
B,  on  the  other  hand,  where  Medicare  does  not  accept 
the  physician’s  unsupported  word  for  his  services,  re- 
quires a salaried  executive  staff  of  physicians  and  others 
to  review  each  claim. 

It  is  important  to  emphasize  these  matters.  Much  of 
the  current  confusion  in  the  calculation  of  medical  costs 
arises  from  failure  to  recognize  how  much,  in  the  past 
and  at  present,  the  physician  contributes  without  charge 
to  patient  care  and  hospital  administrative  duties. 

A more  realistic  cost  accounting  undoubtedly  would 
show  an  equivalency  of  administrative  costs. 

S.  JEROME  DICKINSON,  M.D. 

876  Park  Avenue 
New  York,  New  York  10021 
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Necrology 


Ernest  Fridolf  Allison,  M.D.,  of  White  Plains,  died  on 
January  18.  Dr.  Allison  graduated  in  1924  from  St. 
Louis  Medical  College. 

Israel  Augenblick,  M.D.,  of  East  Islip,  died  on  May  5 
at  the  age  of  seventy-seven.  Dr.  Augenblick  graduated 
in  1915  from  Long  Island  College  Hospital.  He  was  a 
member  of  the  American  School  Health  Association,  the 
Suffolk  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Carlisle  Storm  Boyd,  M.D.,  of  New  York  City,  died  on 
May  14  at  the  age  of  eighty-nine.  Dr.  Boyd  graduated  in 
1905  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a consulting  pediatrician  at  Long 
Beach  Memorial  Hospital  and  a senior  consulting 
physician  and  physician-in-chief  emeritus  at  the  Hospi- 
tal for  Special  Surgery.  Dr.  Boyd  was  a member  of  the 
New  York  Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Alton  Brooks  Daley,  M.D.,  of  Athens,  died  on  January 
17  at  the  age  of  eighty-four.  Dr.  Daley  graduated  in  1912 
from  Albany  Medical  College.  He  had  been  an  attend- 
ing physician  at  Memorial  Hospital  of  Greene  County. 
Dr.  Daley  was  a member  of  the  Greene  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

M ax  Karan,  M.D.,  of  Brooklyn,  died  in  April  at  the  age 
of  seventy-one.  Dr.  Karan  graduated  in  1927  from 
Indiana  University  School  of  Medicine.  He  was  a mem- 
ber of  the  American  Geriatrics  Society,  the  New  York 
Cardiological  Society,  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Ray  W.  Kimball,  M.D.,  of  Rochester,  died  on  May  4 at 
the  age  of  ninety-two.  Dr.  Kimball  graduated  in  1906 
from  the  University  of  Buffalo  School  of  Medicine.  He 
was  a member  of  the  Rochester  Academy  of  Medicine, 
the  Monroe  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Jacob  Kroll,  M.D.,  of  New  York  City,  died  on  May  5 
at  the  age  of  seventy-five.  Dr.  Kroll  graduated  in  1919 
from  Long  Island  College  Hospital.  He  was  a Diplomate 
of  the  American  Board  of  Radiology  (Diagnostic  Roent- 
genology) and  a member  of  the  Radiological  Society  of 
North  America,  Inc.,  the  New  York  Roentgen  Society, 
the  Medical  Society  of  the  County  of  Queens,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

John  C.  Lord,  Jr.,  M.D.,  of  New  York  City,  died  on 


May  3 at  the  age  of  sixty-eight.  Dr.  Lord  graduated  in 
1935  from  New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  an  associate  attending  surgeon 
at  Harlem  Hospital  Center.  Dr.  Lord  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Charles  G.  Lyon,  M.D.,  of  Binghamton,  died  on  May  8 
at  the  age  of  ninety-three.  Dr.  Lyon  graduated  in  1900 
from  Albany  Medical  College.  Retired,  he  was  a former 
school  physician  for  the  City  of  Binghamton.  Dr.  Lyon 
was  a member  of  the  Binghamton  Academy  of  Medicine, 
the  Broome  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Gorman  Joseph  McVeigh,  M.D.,  of  New  York  City, 
died  on  May  9 at  the  age  of  fifty-four.  Dr.  McVeigh 
graduated  in  1942  from  Georgetown  University  School  of 
Medicine.  He  was  an  associate  attending  surgeon  at  St. 
Clare’s  and  French  Hospitals  and  an  attending  surgeon 
at  Midtown  Hospital.  Dr.  McVeigh  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Charles  Osborne  Mills,  M.D.,  of  Rochester,  died  on 
April  28  at  the  age  of  seventy.  Dr.  Mills  graduated  in 
1926  from  Syracuse  University  College  of  Medicine. 
Retired,  he  had  been  an  attending  anesthesiologist  at 
Genesee  Hospital.  Dr.  Mills  was  a member  of  the  Amer- 
ican Society  of  Anesthesiologists,  Inc.,  the  New  York 
State  Society  of  Anesthesiologists,  the  Onondaga  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

C.  Stewart  Nash,  M.D.,  of  Rochester,  died  on  May  1 
at  the  age  of  seventy-seven.  Dr.  Nash  graduated  in  1919 
from  the  University  of  Michigan  Medical  School.  He 
was  an  attending  otolaryngologist  at  St.  Mary’s  Hospi- 
tal and  an  honorary  otolaryngologist  at  Genesee  Hospi- 
tal, Highland  Hospital  of  Rochester,  Park  Avenue, 
Rochester  General,  and  Rochester  State  Hospitals.  Dr. 
Nash  was  a Diplomate  of  the  American  Board  of  Oto- 
laryngology, a Fellow  of  the  American  College  of  Sur- 
geons, and  a member  of  the  American  Otological  Society, 
Inc.,  the  American  Broncho-Esophagological  Associa- 
tion, the  American  Academy  of  Ophthalmology  and  Oto- 
laryngology, the  American  Laryngological  Association, 
the  American  Laryngological,  Rhinological  and  Oto- 
logical Society,  the  Rochester  Academy  of  Medicine, 
the  Monroe  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 
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Aaron  Theophilus  Peters,  Jr.,  M.D.,  of  Brooklyn,  died 
on  May  18  at  the  age  of  fifty-six.  Dr.  Peters  graduated 
in  1946  from  Howard  University  College  of  Medicine. 
He  was  a member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Leo  S.  Radwin,  M.D.,  of  New  York  City,  died  in  Jan- 
uary at  the  age  of  seventy-one.  Dr.  Radwin  graduated 
in  1924  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a consulting  pediatrician  at  Jewish 
Hospital  of  Brooklyn.  Dr.  Radwin  was  a Diplomate  of 
the  American  Board  of  Pediatrics  and  a member  of  the  ' 
American  Academy  of  Pediatrics,  the  Endocrine  Society, 
the  Clinical  Society,  New  York  Diabetes  Association, 
the  Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Samuel  Solomon  Rosenfeld,  M.D.,  of  The  Bronx,  died 
on  March  19  at  the  age  of  seventy-seven.  Dr.  Rosenfeld 
graduated  in  1915  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  a consulting  obstetrician  and 
gy'necologist  at  Jewish  Memorial  Hospital  and  an  honor- 
ary consulting  obstetrician  and  gynecologist  at  Bronx- 
Lebanon  Hospital  Center.  Dr.  Rosenfeld  was  a Diplo- 
mate of  the  American  Board  of  Obstetrics  and  Gynecol- 
ogy, a Fellow  of  the  American  College  of  Surgeons,  a 
Fellow  of  the  American  College  of  Obstetricians  and 
Gynecologists,  and  a member  of  the  New  York  Academy 
of  Medicine,  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Carol  Canio  Russo,  M.D.,  of  New  York  City,  died  on 
April  23  at  the  age  of  seventy-nine.  Dr.  Russo  graduated 
in  1921  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a clinical  assistant  obstetrician 
and  gynecologist  at  Bellevue  Hospital.  Dr.  Russo  was  a 
member  of  the  New  York  County  Medical  Society,  the 


Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Ernest  Arthur  Sanders,  M.D.,  of  Lima,  died  on  April 
15  at  the  age  of  sixty-three.  Dr.  Sanders  graduated  in 
1934  from  Queens  University  Faculty  of  Medicine, 
Kingston,  Ontario.  He  was  a member  of  the  American 
Academy  of  General  Practice,  the  Livingston  County 
Medical  Society  (and  a former  president),  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Royal  Francis  Sengstacken,  M.D.,  of  Suffern,  died  on 
April  13  at  the  age  of  seventy-nine.  Dr.  Sengstacken 
graduated  in  1916  from  Cornell  University  Medical 
College.  He  was  an  emeritus  surgeon  at  Good  Samari- 
tan Hospital.  Dr.  Sengstacken  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of  the 
Rockland  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 


Harry  King  Stone,  M.D,,  of  New  York  City,  Woodside, 
and  The  Bronx,  died  on  July  21,  1970,  at  the  age  of 
seventy-two.  Dr.  Stone  graduated  in  1924  from  Cincin- 
nati Medical  College.  He  was  a member  of  the  Academy 
of  Psychosomatic  Medicine,  the  Endocrine  Society,  the 
Pan-American  Medical  Association,  the  Medical  Society 
of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Ermete  Joseph  Torregrossa,  M.D.,  of  Brooklyn,  died 
on  April  23  at  the  age  of  sixty-three.  Dr.  Torregrossa 
graduated  in  1933  from  New  York  Homeopathic  Medi- 
cal College  and  Flower  Hospital.  He  was  a member  of 
the  Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 
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Magnesium  Trisilicate 
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PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL  GROl'P,  SUBURB 
New  York  City  Initial  contract  leading  to  partnership  Starting  salary  to 
$28,000  with  the  possibility  of  additional  income.  Include  complete  curric- 
ulum vitae  in  reply.  Box  108,  c/o  NY.S.IM 


DERMATOLOGIST  HAS  NEW  YORK  CITY  DELUXE  15  ROOM,  COM- 
pletely  equipped  office  on  Fifth  Avenue  overlooking  Central  Park.  Wishes 
part  time  assistant  who  can  have  office  for  his  private  practice.  Possible  part- 
nership later.  Also  would  consider  renting  part  of  space.  Box  133,  c/o 
NYSJM. 


EMERGENCY  ROOM  PHYSICIANS;  JOIN  WELL  ORGANIZED  GROUP 
staffing  3 hospitals,  not  hospital  employees.  Substantial  salary,  paid  Society 
dues  and  malpractice  premiums,  4 wk.  vacation,  paid  disability  insurance, 
other  benefits;  send  curriculum  vitae  to:  James  F.  Stehli,  Physician  Service 
Associates,  Dept.  N.Y.J.M.,  134  Main  St.,  Binghamton,  N.  Y.  13905. 


PHYSICIANS  WANTED  TO  REPLACE  FOUR  SUCCESSFUL  PHYSI- 
cians,  three  lost  through  retirement  and  one  by  death.  Presently  two  small 
hospitals,  combined  52- bed  capacity.  92-bed  community  hospital  10  minutes 
away,  soon  to  mwe  than  double  present  capacity.  Friendly  community  of 
6,500,  with  excellent  school  system,  18-hole  championship  golf  course,  skiing, 
halfway  between  Rochester  and  Syracuse,  and  20  minutes  from  Lake  Ontario 
or  Finger  Lakes  area.  Contact  Mayor  George  Yackel,  Village  Office,  Lyons, 
N.Y.  14489.  Phone  (315)  946-4531. 


ANESTHESIOLOGIST  FOR  NIGHT  COVERAGE,  TWICE  WEEKLY,  IN 
Long  Island.  Satisfactory  remuneration.  Box  134,  c/o  NYSJM. 


BOARD  CERTIFIED  OR  QUALIFIED  OB-GYN  WANTED  TO  JOIN  TWO 
Board  Certified  men  in  active  practice  located  in  lower  Westchester  County, 
twenty  minutes  from  downtown  New  York  City.  Affiliation  with  345  bed 
hospital  soon  expanding  to  485  beds  and  offering  fully  approved  three  year 
residency  in  OB-GYN.  Teaching  participation  encouraged.  Salary  first  year 
followed  by  partnership.  Send  resume.  Box  123,  c/o  NYSJM. 


PHYSICIANS.  EXCELLENT  OPPORTUNITIES  FOR  GOOD  PRIVATE 
practices  in  internal,  pediatric  and  general  medicine.  Also  salaried  emergency 
room  physician.  For  family  living:  4-season  recreation,  new  schools  through 
college,  escape  compressed  environment.  New  130-bed  hospital.  Building 
extended  care  facility.  Planning  medical  arts  building.  Reply  D.  J.  Thomas, 
Ex.  Dir.,  Littauer  Hospital,  Gloversville,  N.Y.  12078. 


PHYSICIANS  WANTED:  MALE  & FEMALE,  LICENSED  FOR  CHIL- 

dren’s  camps,  July-August.  Good  salary;  free  placement,  .350  member 
camps.  Write  Dept.  P.,  Association  Private  Camps,  .55  West  42  St.,  New 
York.  N.Y.  10036.  Phone  (212)  OX  5-26,56. 


THIRD  STAFF  PSYCHIATRIST  NEEDED.  CENTER  OFFERS  ALL  FIVE 
services  of  comprehensive  Mental  Health  Center.  Lima— 60,000,  catchment 
area  180,0(X),  Rich  industrial  farming  community  in  Northwest  Ohio.  Good 
schools  and  churches.  Board  eligible  or  qualified.  Salary  $27,000-$28,000. 
Fringe  benefits  negotiable.  Federal  staffing  grant  with  local  and  state  fund- 
ing. Write  or  call  collect:  Northwest  Community  Mental  Health  Center, 

Inc.,  718  West  Market,  Lima,  Ohio  4.5801.  Tel:  (419)  229-6826. 


EMERGENCY  ROOM  PHYSICIAN,  FULL  TIME,  FOUR  MAN  DEPART- 
ment.  42  hour  week;  $30,0(X)  quaranteed  plus  two  weeks  vacation  and  other 
l^nefiU;  342  bed  nospital;  .32,(XX)  E.R.  visits;  1)^  hours  from  N.Y.C.  N.Y. 
State  license  required.  Norman  FL  Watt,  M.D.,  Vassar  Brothers  Hospital 
Poiighkeefisie,  N.Y.  (91 1)  4.31-2305  or  (914)  6.35  .'1829. 


PRACTICES  AVAILABLE 


GENERAL  PRACTICE  AVAILABLE  IN  EAST  NEW  YORK.  G.P.  RE'H 
ing.  Office  is  fully  equipped.  Established  practice;  large  Medicaid  incoB 
Spanish  helpful.  Very  low  overhead  and  maintenance.  Excellent  opport uni 
to  immediately  begin  practice.  Call  (203  ) 389-0402  days/evenings  or  wr 
Box  135,  c/o  NY.SJM. 


POSITIONS  WANTED 


ANESTHESIOLOGIST.  BOARD  CERTIHED,  LICENSED  IN  NEW  YO 
State,  seeks  practice  association  opportunity.  Box  112,  c/o  NYSJM. 


PATHOLOGIST,  AP  & CP,  AGE  43,  MAIN  EXPERIENCE  EXFOLIATl 
cytology,  gynecologic  pathology  & hematology,  seeks  position  as  assoc 
pathologist  in  Rockland  County.  Box  136,  c/o  .NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


SALE  OR  LEASE,  ROCKVILLE  CENTRE,  L.I.,  CUSTOM  BUIi: 
modern  home  and  office  on  prominent  acre  corner.  All  convenien. 
central  A/C,  large  private  garden,  office  parking,  suitable  multiple  of 
conversion.  (516)  RO  6-041 1 


BEAUTIFUL  NORTH  SHORE,  LONG  ISLAND,  PORT  JEFFERS' 
Medical  Park  office  space  available  for  physicians  and  dentists.  Cole, 
building,  ample  parking,  situated  between  two  major  hospitals.  Inquire  ( i 
473-1250. 


PROFESSIONAL  OFFICES,  MIDTOWN  NEW  YORK  CITY.  MODI 
air  conditioned,  three  offices,  consultation  rooms,  eight  examining  rooms  ] 
utility  rooms,  large  waiting  area.  Available  July  1,  1971.  Box  117.1 
NYSJM.  I 


EASTHAMPTON  MEWS;  IDEAL  FOR  THE  PROFESSIONAL.  COUN  I 
home  without  the  bother.  Unique  townhouse  apartments,  2 & 3 bedrooi  | 
baths.  Beautifully  designed  and  furnished.  Completely  equipped,  inch 
fireplace,  ultra  appliances,  air  conditioned,  swim  pool;  all  services  avail  1 
near  beaches.  Yearly  rental  from  $330  per  month,  some  seasonal.  Box  ) 
Easthampton,  N.Y.  11937,  or  (516)  324-5520. 


SUBTENANT  WANTED  TO  SHARE  SPACE  IN  EIGHT  ROOM  MEDI 
office.  Fully  equipped  and  luxuriously  appointed.  Two  consultation  ro 
Centrally  located  in  Queens.  Call  (212)  HO  4-6262. 


EAST  HAMPTON:  FOUR  BEDROOM,  YEAR  ROUND  HOUSI 

Springs-Fireplace  area.  Short  walk  from  Gardiner’s  Bay  beach.  Tei 
outdoor  living  room,  all-electric  kitchen,  washer  and  dryer.  For  rent  mot 
Edward  Pinney,  M.D.  (212)  879-8870. 


FULL  TIME  RESIDENT  PHYSICIAN.  LARGE,  MODERN  EX’I  ENDED 
care  facility  in  Manhattan  seeks  Resident  Physician,  Program  under  direc- 
tion of  specialists  in  Internal  .Medicine.  .Salary  commensurate  with  qualifi- 
cations. New  York  Slate  License  required  Apply  Mr.  Bernard  Ginsberg, 
Administrator,  175  East  96  Street,  New  York,  N.Y,  10028. 


SMITHTOWN,  HAUPPAUGE:  OFFICE-HOME  COMBINATION,  01 
site  Smithtown  General  Hospital.  Growing  area.  Modern,  spacious, 
decorated  7 room  split  level  with  3^2  room  air  conditioned  office.  Full  i 
ment,  professionally  landscaped  % acre  corner  plot.  Suitable  for  G.. 
specialty.  Sacrifice  $45,(K)0.  Marvin  Jacobs,  D.D.S.,  1 Sequoia  Drive,  B 
pauge,  N.Y.  Tel;  (516)  265-4244. 
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HOPE  Has 
the  Largest 
Waiting 
Room 

in  the  Worid 


PROJECT 


From  the  day  they  are  born  to 
the  day  they  die,  over  half  the  people 
on  earth  never  see  a doctor’s 
waiting  room. 

Project  HOPE’S  medical  teams 
teach  and  heal  . . . they  go  to 
all  points  of  the  compass  . . . 
at  home  and  abroad  . . . wherever 
the  help  of  keen  minds  and 
skilled  hands  is  needed  . . . 
wherever  there  are  the  lame, 
the  blind,  the  sick,  the  hope- 
less . . . wherever  the  generosity 
of  the  American  people  makes 
HOPE’S  next  mission  possible. 

People  are  waiting.  Keep  HOPE  alive. 


Dept.  A,  Washington,  D.C. 
20007 


Your  contribution  is  tax  deductible 
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Alotof 
Americans 
aie  suffering  from 

withdrawal 

symptoms. 


You’re  making  more  money  than 
you  ever  have. 


What’s  wrong? 


way  . . . and  before  you  know  it, 
you’ve  got  a nest  egg  that’s  really 
worth  something. 


But  every  time  you  plan  on  putting 
money  into  your  savings,  you  end  up 
withdrawing  some. 


And  now  there’s  a bonus  interest 
rate  on  all  U.S.  Savings  Bonds — 
for  hi  Bonds,  5J4%  when  held  to 
maturity  of  5 years,  10  months  (4% 
the  first  year).  That  extra 
payable  as  a bonus  at  maturity, 
applies  to  all  Bonds  issued  since 
June  1,  1970  . . . with  a comparable 
improvement  for  all  older  Bonds. 


Maybe  you’re  buying  too  many 
little  things  you  don’t  really  need. 
Little  here,  little  there.  After  awhile 
it  adds  up. 


You  know,  that’s  just  the  theory 
behind  the  Payroll  Savings  Plan. 
You  sign  up  where  you  work, and  they 
set  a little  aside  from  each  paycheck 
and  use  it  to  buy  U.S.  Savings  Bonds. 
You  don’t  really  miss  the  money  that 


The  Payroll  Savings  Plan.  A great 
way  to  save  a bttle  here,  a little  there 
and  end  up  with  a bankroll. 


Take  stock  in  America. 

Now  Bonds  pay  a bonus  at  maturity. 


1684  New  York  State  Journal  of  Medicine  / July  1 , 1971 


The  patient. 


\41ium’ 


But,  for  a few  people,  tension  becomes  disabling. 
It  turns  them  into  patients.  The  kind  you  work  up 
to  eliminate  organic  diseases.  The  kind  that  need 
more  than  your  counsel  and  reassurance.  The  kind 
that  may  benefit  from  Valium  (diazepam). 

With  t.i.d.  dosages  of  Valium,  you  can  usually 
relieve  the  tension-produced  symptoms, 

manifestations  of  overreaction  to  stress. 
In  general.  Valium  goes  to  work 
promptly,  usually  producing 
significant  improvement  within  the 
first  few  days  of  therapy. 

Valium  generally  offers  a wide  margin 
of  safety  and  excellent  tolerance.  Most 
frequent  side  effects  are  drowsiness, 
ataxia  and  fatigue.  Three  convenient 
tablet  strengths  (2  mg,  5 mg  and  10  mg) 
help  you  adjust  the  dosage  to  meet  the 
desired  clinical  response. 


(diazepam) 


for  the  psychic  tension  that 
turns  people  into  patients 


phenothiazines,  narcotics,  barbiturates, 
MAO  inhibitors  and  other 
antidepressants  may  potentiate  its 
action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness, 
confusion,  diplopia,  hypotension,  changes 
in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech, 
tremor,  vertigo,  urinary  retention. 


blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been 
reported:  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia, 
jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during 
long-term  therapy. 

Dosage:  individualize  for 
maximum  beneficial  effect;  Adults: 
Tension,  anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.; 
alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as 
needed;  adjunctively  in  skeletal  muscle 
spasm,  2 to  10  mg  t.i.d.  or  q.i.d. ; 


adjunctively  in  convulsive  disorders,  2 to 
10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  21^  mg,  1 or  2 
times  daily  initially,  increasing  as 
needed  and  tolerated.  (See  Precautions.) 
Children:  1 to  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium® (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles 
of  100  and  500.  All  strengths  also 
available  in  Tei-E-Dose"^ ''  packages 
of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


irritable 
colon  ^ 


move  up  to 
“the  Robinul 
response” 


when  lower 
G-l  symptoms 
demand 
a potent 
synthetic 
antispasmodic 


In  treating  hypermotility  associated  with 
functional  lower  G-l  disorders  are  you 
disappointed  in  the  resuits  you’ve  been 
getting  with  some  of  the  synthetics?  Then 
move  up  to  a potent  antispasmodic — 
Robinui®  Forte  (2  mg.  giycopyrroiate).  It 
provides  prompt,  pronounced,  prolonged 
suppression  of  hypermotility,  making  it  a 
highiy  effective  agent  in  functionai  bowei 
distress,  as  weii  as  in  spastic  and  irritabie 
coion.  Robinui  Forte  aiso  exerts  a more 
seiective  action  on  the  gastrointestinai  tract. 
If  the  patient  has  a “one  tract  mind” 
concerning  his  lower  G-l  symptoms,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
giycopyrroiate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinul"2mg. 

Forte  (giycopyrroiate) 


■ INDICATIONS  Robinui  Forte  (giycopyrroiate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  giycopyrroiate.  They  are  primarily 
indicated  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
acute  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
available,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  giycopyrroiate  is  recom- 
mended in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm; 
(2)  gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chronic 
pancreatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 
syndrome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
may  be  indicated.  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
tion, prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PH 
Forte  (giycopyrroiate  with  phenobarbital),  sensitivity  to  pnenobarbital.  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
glaucoma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
1 to  32  mg.  of  giycopyrroiate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this. 
Blurred  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
drugs  include:  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash.  ■ DOSAGE  The  average  and  maximum  recommended  dose  of  Robinui  Forte  (giycopyrroiate,  2 mg.)  or  Robinul-PH  Forte  is  one 
tablet  three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
patient's  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
maintain  symptomatic  relief.  ■ SUPPLY  Robinui  Forte  (giycopyrroiate,  2 mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
AHR/2  in  bottles  of  100  and  500.  ■ Robinul-PH  Forte  (giycopyrroiate,  2 mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 
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Empirin’  Compound  v«ith 
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overpower  pain 
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{(Ill  Available  on  oral  prescription  and  may  be  refilled  5 times 
Nsl^  within  6 months,  unless  restricted  by  State  law. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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psychic  stress 
and  somatic 
symptoms 

The  intertwining  of  psychic 
stress  and  somatic  symptoms 
often  confuses  and  distorts 
the  patient’s  clinical  profile. 
Sinequan  (doxepin  HCI)  can 
help  clarify  the  origin  of 
somatic  symptoms 
by  relieving  the  causative, 
or  accompanying, 
psychoneurotic  anxiety  and 
depression. 


uan 


DOXEPIN  HCI 


Starting  dosage: 

25  mg.  t.i.d. 

for  mi'd  to  moderate 

symptomatology 


The  tranquilizer  that  is 
an  antidepressant. 

The  antidepressant  that 
is  a tranquilizer. 


BRIEF  SUMMARY 

Sinequan  (doxepin  HCI)  Capsules 
Contraindications.  Sinequan  (doxepin  HCI)  is  con- 
traindicated in  individuals  who  have  shown  hyper- 
sensitivity to  the  drug. 

Sinequan  (doxepin  HCI)  is  contraindicated  in 
patients  with  glaucoma  or  a tendency  to  urinary 
retention. 

Warnings.  Usage  in  Pregnancy:  Sinequan  (doxepin 
HCI)  has  not  been  studied  in  the  pregnant  patient. 
It  should  not  be  used  in  pregnant  women  unless, 
in  the  judgment  of  the  physician,  it  is  essential  for 
the  welfare  of  the  patient,  although  animal  repro- 
ductive studies  have  not  resulted  in  any  teratogenic 
effects. 

Usage  in  Children:  The  use  of  Sinequan  (doxe- 
pin HCI)  in  children  under  12  years  of  age  is  not 
recommended,  because  safe  conditions  for  its  use 
have  not  been  established. 

MAO  Inhibitors:  Serious  side  effects  and  even 
death  have  been  reported  following  the  concomi- 
tant use  of  certain  drugs  with  MAO  inhibitors. 
Therefore.  MAO  inhibitors  should  be  discontinued 
at  least  two  weeks  prior  to  the  cautious  Initiation  of 
therapy  with  Sinequan  (doxepin  HCI).  The  exact 
length  of  time  may  vary  and  is  dependent  upon  the 
particular  MAO  inhibitor  being  used,  the  length  of 
time  it  has  been  administered,  and  the  dosage  in- 
volved. 

Precautions.  Since  drowsiness  may  occur  with  the 
use  of  this  drug,  patients  should  be  warned  of  that 
possibility  and  cautioned  against  driving  a car  or 
operating  dangerous  machinery  while  taking  this 
drug. 

Patients  should  also  be  cautioned  that  their  re- 
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sponse  to  alcohol  may  be  potentiated. 

Since  suicide  is  an  inherent  risk  in  any  depressed 
patient  and  may  remain  so  until  significant  im- 
provement has  occurred,  patients  should  be  closely 
supervised  during  the  early  course  of  therapy. 

Although  Sinequan  (doxepin  HCI)  has  signifi- 
cant tranquilizing  activity,  the  possibility  of  activa- 
tion of  psychotic  symptoms  should  be  kept  in  mind. 

Other  structurally  related  psychotherapeutic 
agents  (e  g.,  iminodibenzyls  and  dibenzocyclohep- 
tenes)  are  capable  of  blocking  the  effects  of  guan- 
ethidine  and  similarly  acting  compounds  in  both 
the  animal  and  man.  Sinequan  (doxepin  HCI), 
however,  does  not  show  this  effect  in  animals.  At 
the  usual  clinical  dosage.  75  to  150  mg.  per  day, 
Sinequan  (doxepin  HCI)  can  be  given  concomi- 
tantly with  guanethidine  and  related  compounds 
without  blocking  the  antihypertensive  effect.  At 
doses  of  300  mg.  per  day  or  above.  Sinequan 
(doxepin  HCI)  does  exert  a significant  blocking 
effect.  In  addition,  Sinequan  (doxepin  HCI)  was 
similar  to  the  other  structurally  related  psychothera- 
peutic agents  as  regards  its  ability  to  potentiate 
norepinephrine  response  in  the  animal.  However, 
in  the  human  this  effect  was  not  seen.  This  is  in 
agreement  with  the  low  incidence  of  the  side  effect 
of  tachycardia  seen  clinically. 

Adverse  Reactions.  Anticholinergic  Effects:  Dry 
mouth,  blurred  vision,  and  constipation  have  been 
reported.  They  are  usually  mild,  and  often  subside 
with  continued  therapy  or  reduction  of  dose. 

Central  Nervous  System  Effects:  Drowsiness  has 
been  observed.  This  usually  occurs  early  in  the 
course  of  treatment,  and  tends  to  disappear  as  ther- 
apy is  continued. 


Cardiovascular  Effects:  Tachycardia  and  hypo- 
tension have  been  reported  infrequently. 

Other  infrequently  reported  side  effects  include 
extrapyramidal  symptoms,  gastrointestinal  reactions, 
secretory  effects  such  as  increased  sweating,  weak- 
ness, dizziness,  fatigue,  weight  gain,  edema,  pares- 
thesias, flushing,  chills,  tinnitus,  photophobia,  de- 
creased libido,  rash,  and  pruritus. 

Dosage.  For  most  patients  with  illness  of  mild  to 
moderate  severity,  a startir^g  dose  of  25  mg,  t.i.d. 
is  recommended.  Dosage  may  subsequently  be  in- 
creased or  decreased  at  appropriate  intervals  and 
according  to  individual  response.  The  usual  opti- 
mum dose  range  is  75  mg. /day  to  150  mg./day. 

In  more  severely  ill  patients  an  initial  dose  of 
50  mg.  t.i.d.  may  be  required  with  subsequent  grad- 
ual increase  to  300  mg./day  if  necessary.  Addi- 
tional therapeutic  effect  is  rarely  to  be  obtained  by 
exceeding  a dose  of  300  mg./day. 

In  patients  with  very  mild  symptomatology  or 
emotional  symptoms  accompanying  organic  disease, 
lower  doses  may  suffice.  Some  of  these  patients 
have  been  controlled  on  doses  as  low  as  25-50 
mg./day. 

Although  optimal  antidepressant  response  may 
not  be  evident  for  two  to  three  weeks,  antianxiety 
activity  is  rapidly  apparent. 

Supply.  Sinequan  (doxepin  HCI)  is  available  as 
capsules  containing  doxepin  HCI  equivalent  to  10 
mg.,  25  mg.,  and  50  mg.  of  doxepin  in  bottles  of 
100;  and  25  mg.  and  50  mg.  in  bottles  of  1000. 

More  detailed  professional  information  available 
on  request, 
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Month  in  Washington 


The  House  Ways  and  Means  Committee  has  approved 
the  Social  Security  Amendments  of  1971  (Medicare 
and  Medicaid  changes)  and  sent  the  massive  health  bill 
to  the  floor  of  the  House  for  expected  early  passage. 

As  adopted  by  the  committee,  the  bill  concerns  itself 
with  the  implementation  of  the  Administration’s  Health 
Maintenance  Organization  option  for  Medicare  benefi- 
ciaries, restricts  increases  in  physicians’  fees  under  Fed- 
eral programs,  reduces  some  long-term  Medicare  bene- 
fits, and  covers  under  Medicare  for  the  first  time  dis- 
abled Social  Security  beneficiaries. 

The  Secretary  of  the  Department  of  Health,  Educa- 
tion, and  Welfare  would  also  be  authorized  to  conduct 
experiments  with  areawide  or  community-wide  peer  re- 
view, utilization  review,  and  medical  review  mecha- 
nisms. 

Congress  failed  to  pass  substantially  the  same  bill 
during  the  last  session  because  of  major  differences  be- 
tween the  House  and  Senate  versions  and  the  lack  of 
time  to  reach  agreement. 

Medicare  beneficiaries  would  be  permitted  to  have  all 
covered  care  provided  by  a Health  Maintenance  Organi- 
zation, defined  as  a prepaid  group  health  or  other  capita- 
tion plan,  with  the  government  reimbursing  the  Health 
Maintenance  Organization  at  95  per  cent  of  the  average 
cost  to  Medicare  beneficiaries  in  the  area. 

Physicians’  Medicare  fees  would  he  pegged  at  the 
75th  percentile  of  actual  charges  in  a locality,  and  fu- 
ture increases  would  be  tied  to  a special  index  reflect- 
• ing  rising  costs.  The  Department  of  Health,  Education, 
^ and  Welfare  could  terminate  payments  to  providers 
' found  guilty  of  abuses  of  the  program. 

A Medicare  co-insurance  factor,  one  eighth  of  the 
I hospital  deductible  rate,  would  be  applied  after  the 
thirtieth  day.  The  Medicare  Part  B deductible  rate 
would  rise  to  $60  a year,  and  medically  indigent  persons 
above  the  poverty  level  could  be  required  by  the  states  to 
pay  an  income-related  premium. 

Other  features  of  the  proposed  legislation: 

— HEW  would  be  required  to  develop  experiments  and 
demonstration  projects  designed  to  test  payment  to  pro- 
viders of  services  on  a prospective  basis  under  the  Medi- 
care, Medicaid,  and  maternal  and  child  health  programs. 

— Limits  on  institutional  provider  costs  to  be  recog- 
nized as  reasonable  under  Medicare  could  be  imposed 
based  on  comparisons  of  the  costs  of  covered  services  by 
various  classes  of  providers  in  the  same  geographic  area. 

— Medicare  would  pay  for  the  services  of  teaching  phy- 
sicians on  the  basis  of  reasonable  costs,  rather  than  fee- 
i,  for-service  charges,  unless  a bona  fide  private- patient 
j'  relationship  had  been  established  or  the  hospital  had, 
in  the  two-year  period  ending  in  1967,  and  subsequently 
customarily  charged  all  patients  and  collected  from  at 
least  50  per  cent  of  patients  on  a fee-for-service  basis. 
Medicare  payments  could  also  be  authorized  on  a cost 
basis  for  services  provided  to  hospitals  by  the  staff  of  cer- 
tain medical  schools. 

— HEW  would  be  authorized  to  establish  minimum 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


periods  of  time  (by  medical  condition)  after  hospitaliza- 
tion during  which  a patient  would  be  presumed,  for  pay- 
ment purpo.ses,  to  require  extended  care  services  in  an 
extended  care  facility.  The  attending  physician  would 
certify  to  the  condition  and  related  need  for  the  services. 
A similar  provision  would  apply  to  post-hospital  home 
health  services. 

— Present  penalty  provisions  relating  to  providers  of 
care  making  false  statement  or  representation  of  a mater- 
ial fact  in  any  application  for  Medicare  payments  would 
be  broadened  to  include  the  soliciting,  offering,  or  ac- 
ceptance of  kickbacks  or  bribes,  including  the  rebating 
of  a portion  of  a fee  or  a charge  for  referral  of  a patient. 
The  penalty  for  such  acts,  as  well  as  the  acts  currently 
subject  to  penalty  under  Medicare,  would  be  imprison- 
ment up  to  one  year,  a fine  of  $10,000,  or  both.  Similar 
penalty  provisions  would  apply  under  Medicaid. 

— HFIW  would  conduct  a two-year  study  of  the  desir- 
ability of  covering  chiropractors’  services  under  Medi- 
care. 

The  bill  allows  the  secretary  of  HEW  to  authorize  ex- 
periments with  methods  of  Medicare  reimbursement  or 
payment,  “with  areawide  or  community-wide  peer  re- 
view, utilization  review,  and  medical  review  mecha- 
nisms,” and  with  performance  incentives  for  interme- 
diaries and  carriers. 

Another  section  of  the  catch-all  bill  of  wide  public  in- 
terest would  establish  a new  family  assistance  welfare 
plan.  The  bill  also  increases  Social  Security  case  bene- 
fits and  taxes. 

* * ♦ 

The  House  Committee  on  Interstate  and  Foreign  Com- 
merce has  approved  a three-part  health  bill  designed  to 
meet  the  national  shortage  of  medical  personnel  by  1978. 

The  proposed  legislation  would  authorize  an  estimated 
$3.3  billion  in  aid  to  students  in  the  health  profession 
and  their  schools  in  the  next  three  years  and  provide  the 
facilities  and  programs  to  close  the  manpower  shortages 
in  the  health  professions  within  seven  years. 

The  nation’s  financially  beleaguered  medical  schools 
would  receive  $11,500  for  the  full-term  cost  of  training 
each  student,  an  action  long  urged  by  the  American 
Medical  Association.  Saying  that  the  measure  was 
“long  overdue,”  Congressman  Paul  Rogers  (Democrat, 
Florida),  chairman  of  the  subcommittee  on  health,  pre- 
dicts that  the  legislation  will  not  only  solve  the  shortage 
of  health  personnel  by  1978,  but  will  provide  the  neces- 
sary groundwork  needed  if  Congress  should  approve 
some  form  of  national  health  insurance. 

Under  the  legislation,  expected  to  pass  the  House  in 
substantially  the  same  form,  each  school  would  receive 
$2,500  per  student  per  year  for  the  first  three  years  of 
training.  The  grant  rises  to  $4,000  for  the  final  year. 
To  encourage  swifter  training,  three-year-degree  schools 
would  receive  the  same  total  as  four-year-degree  schools, 
but  the  final  year  figure  would  be  $6,500. 

Each  school  must  enroll  an  additional  5 per  cent  of 
students,  or  10  whichever  is  the  greater,  to  qualify  for 
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may  we  slip  in  a quiet  word  for  Aventyl®  HCl 

Nortriptyline  Hydrochloride 


Certainly,  it’s  often  a dual  problem.  Anxiet)  and 
depression  do  coexist  — and  often. 

However,  when  experience,  education,  and  good 
judgment  lead  physicians  to  a diagnosis  of  depression, 
many  of  them  turn  to  Aventyl  HCl. 


when  it’s  depression 


AVENTYL*  HCl 

NORTRIPTYLINE  HYDROCHLORIDE 


000686 


Please  see  next  pagejor  prescribing  information. 


AVENTYCHCl 

NORTRIPTYLINE  HYDROCHLORIDE 

when  it’s  depression 


Indications;  Aventyl®  HCI  (nortriptyline  hydrochloride,  Lilly)  is  indicated  for  the 
relief  of  symptoms  of  depression.  Endogenous  depressions  are  more  likely  to  be 
alleviated  than  are  other  depressive  states. 

Contraindications:  The  use  of  Aventyl  HCI  or  other  tricyclic  antidepressants  con- 
currently with  a monoamineoxidase  (MAO)  inhibitor  is  contraindicated.  Hyperpyretic 
crises,  severe  convulsions,  and  fatalities  have  occurred  when  similar  tricyclic  anti- 
depressants were  used  in  such  combinations.  Discontinue  the  MAO  inhibitor  for  at 
least  two  weeks  before  treatment  with  Aventyl  HCI.  Patients  hypersensitive  to  Aventyl 
HCI  should  not  be  given  the  drug. 

Cross-sensitivity  between  Aventyl  HCI  and  other  dibenzazepines  is  a possibility. 

Aventyl  HCI  is  contraindicated  during  the  acute  recovery  period  after  myocardial 
infarction. 

Warnings;  Cardiovascular  patients  should  be  supervised  closely  because  of  the  tend- 
ency of  Aventyl  HCI  to  produce  sinus  tachycardia  and  to  prolong  the  conduction  time. 
Myocardial  infarction,  arrhythmia,  and  strokes  have  occurred.  The  antihypertensive 
action  of  guanethidine  and  similar  agents  may  be  blocked.  Because  of  its  anticholinergic 
activity,  Aventyl  HCI  should  be  used  with  great  caution  in  patients  who  have  glaucoma 
or  a history  of  urinary  retention.  Patients  with  a history  of  seizures  should  be  followed 
closely,  inasmuch  as  this  drug  is  known  to  lower  the  convulsive  threshold.  Great  care 
is  required  if  Aventyl  HCI  is  given  to  hyperthyroid  patients  or  to  those  receiving  thyroid 
medication,  since  cardiac  arrhythmias  may  develop. 

Usage  in  Pregnancy—Szfe  use  of  Aventyl  HCI  during  pregnancy  and  lactation  has 
not  been  established;  therefore,  the  potential  benefits  of  administration  to  pregnant 
patients,  nursing  mothers,  or  women  of  childbearing  potential  must  be  weighed  against 
the  possible  hazards. 

Usage  in  Children— 'U\\%  drug  is  not  recommended  for  use  in  children,  since  safety 
and  effectiveness  in  the  pediatric  age  group  have  not  been  established. 

Aventyl  HCI  may  impair  the  mental  and/or  physical  abilities  required  for  the  per- 
formance of  hazardous  tasks,  such  as  operating  machinery  or  driving  a car;  therefore, 
the  patient  should  be  warned  accordingly. 

Precautions:  Aventyl  HCI  in  schizophrenic  patients  may  result  in  an  exacerbation  of 
the  psychosis  or  may  activate  latent  schizophrenic  symptoms.  In  overactive  or  agitated 
patients,  increased  anxiety  and  agitation  may  occur.  In  manic-depressive  patients, 
Aventyl  HCI  may  cause  symptoms  of  the  manic  phase  to  emerge. 

T roublesome  patient  hostility  may  be  aroused  by  the  use  of  Aventyl  HCI.  Epileptiform 
seizures  may  accompany  its  administration,  as  is  true  of  other  drugs  of  its  class. 

Close  supervision  and  careful  adjustment  of  the  dosage  are  required  when  Aventyl 
HCI  is  used  with  other  anticholinergic  drugs  and  sympathomimetic  drugs. 

The  patient  should  be  informed  that  the  response  to  alcohol  may  be  exaggerated. 

When  necessary,  the  drug  may  be  administered  with  electroconvulsive  therapy, 
although  the  hazards  may  be  increased.  Discontinue  the  drug  for  several  days,  if 
possible,  prior  to  elective  surgery. 

Because  the  possibility  of  a suicidal  attempt  by  a depressed  patient  remains  after 
the  initiation  of  treatment,  dispense  the  least  possible  quantity  of  drug  at  any  given 
time 

Both  elevation  and  lowering  of  blood  sugar  levels  have  been  reported. 

Adverse  Reactions:  Note:  Included  in  the  following  list  are  a few  adverse  reactions 
that  have  not  been  reported  with  this  specific  drug.  However,  the  pharmacologic 
similarities  among  the  tricyclic  antidepressant  drugs  require  that  each  of  the  reactions 
be  considered  when  nortriptyline  is  administered. 

Card/ovascu/ar— Hypotension,  hypertension,  tachycardia,  palpitation,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke. 

Psyc/i/afr/c— Confusional  states  (especially  in  the  elderly)  with  hallucinations, 
disorientation,  delusions;  anxiety,  restlessness,  agitation;  insomnia,  panic,  and  night- 
mares; hypomania;  exacerbation  of  psychosis. 

/Veuro/cg/ca/— Numbness,  tingling,  paresthesias  of  extremities;  in-co-ordination, 
ataxia,  tremors;  peripheral  neuropathy;  extrapyramidal  symptoms;  seizures,  alteration 
In  EEG  patterns;  tinnitus. 


Anticholinergic— Dry  mouth  and,  rarely,  associated  sublingual  adenitis;  blurred 
vision,  disturbance  of  accommodation,  mydriasis;  constipation,  paralytic  ileus;  urinary 
retention,  delayed  micturition,  dilation  of  the  urinary  tract. 

/A //erg/c— Skin  rash,  petechiae,  urticaria,  itching,  photosensitization  (avoid  exces- 
sive exposure  to  sunlight);  edema  (general  or  of  face  and  tongue),  drug  fever,  cross- 
sensitivity with  other  tricyclic  drugs. 

Hemafo/og/c— Bone-marrow  depression,  including  agranulocytosis;  eosinophilia; 
purpura;  thrombocytopenia. 

Gastro-Intestinal— Nausea  and  vomiting,  anorexia,  epigastric  distress,  diarrhea; 
peculiar  taste,  stomatitis,  abdominal  cramps,  blacktongue. 

Enc/ocnne— Gynecomastia  in  the  male;  breast  enlargement  and  galactorrhea  in 
the  female;  increased  or  decreased  libido,  impotence;  testicular  swelling;  elevation  or 
depression  of  blood  sugar  levels. 

Of/ier— Jaundice  (simulating  obstructive);  altered  liver  function;  weight  gain  or 
loss;  perspiration;  flushing;  urinary  frequency,  nocturia;  drowsiness,  dizziness,  weak- 
ness, and  fatigue;  headache;  parotid  swelling;  alopecia.  ^ 

Withdrawal  Sympfoms— Though  these  are  not  indicative  of  addiction,  abrupt  i 
cessation  of  treatment  after  prolonged  therapy  may  produce  nausea,  headache,  and 
malaise. 

Administration  and  Dosage:  Aventyl  HCI  is  not  recommended  for  children. 

Aventyl  HCI  is  administered  orally  in  the  form  of  Pulvules®  or  liquid.  Lower  than 
usual  dosages  are  recommended  for  elderly  patients,  adolescents,  and  outpatients 
not  under  close  supervision.  Start  dosage  at  a low  level  and  increase  gradually,  noting 
carefully  the  clinical  response  and  any  evidence  of  intolerance.  Following  remission, 
maintenance  medication  may  be  required  for  a longer  period  at  the  lowest  effective 
dose. 

If  a patient  develops  minor  side-effects,  reduce  the  dosage.  Discontinue  the  drug 
promptly  if  serious  adverse  effects  or  allergic  manifestations  occur. 

Usual  Adult  Dose— 2b  mg.  three  or  four  times  daily;  dosage  should  begin  at  a 
low  level  and  be  increased  as  required.  Doses  above  100  mg.  per  day  are  not  recom- 
mended. 

Elderly  and  Adolescent  Patients— 30  to  50  mg.  per  day,  in  divided  doses. 

Overdosage:  Toxic  overdosage  may  result  in  confusion,  restlessness,  agitation,  vomit- 
ing, hyperpyrexia,  muscle  rigidity,  hyperactive  reflexes,  tachycardia,  EGG  evidence  of 
impaired  conduction,  shock,  congestive  heart  failure,  stupor,  coma,  and  C.N.S.  stimu- 
lation with  convulsions  followed  by  respiratory  depression.  Deaths  have  occurred  fol-  | 
lowing  overdosage  with  drugs  of  this  class.  ' 

No  specific  antidote  is  known.  General  supportive  measures  are  indicated,  with 
gastric  lavage.  Respiratory  assistance  is  apparently  the  most  effective  measure  when 
indicated.  The  use  of  C.N.S.  depressants  may  worsen  the  prognosis.  | 

Barbiturates  for  control  of  convulsions  alleviate  an  increase  in  the  cardiac  work  | 
load  but  should  be  used  with  caution  to  avoid  potentiation  of  respiratory  depression,  j 

Intramuscular  paraldehyde  or,  preferably,  diazepam  provides  anticonvulsant  ac-  i 
tivity  with  less  respiratory  depression  than  do  the  barbiturates.  | 

Digitalis  and/or  pyridostigmine  may  be  considered  in  serious  cardiovascular  abnor-  f 
malities  or  cardiac  failure.  . 

The  value  of  dialysis  has  not  been  established. 

How  Supplied:  Liquid  Aventyl®  HCI  (nortriptyline  hydrochloride,  Lilly),  10  mg. 
(equivalent  to  base)  per  5 ml.,  in  pint  bottles. 

Pulvules  Aventyl®  HCI  (Nortriptyline  Hydrochloride  Capsules,  N.F.),  10  and  25  mg. 
(equivalent  to  base),  in  bottles  of  100  and  500.  (ioos7o»i 

Additional  information  available  to  the  profession  on  request. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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assistance.  An  extra  $1,000  will  be  awarded  schools  for 
each  student  exceeding  this  total.  The  measure  will  also 
help  establish  at  least  five  new  medical  colleges. 

Additional  authorizations  would  provide  $270  million 
for  health  manpower  initiative  awards  to  establish 
health  education  centers  and  $412  million  for  special 
project  grants  for  programs  in  family  medicine,  physi- 
cian’s assistant  training,  and  others.  The  bill  continues 
support  for  scholarship  and  student  loans  at  increased 
levels. 

A survey  by  the  Internal  Revenue  Service  of  8,4(X) 
providers  of  health  care  who  participated  during  1968  in 
Medicare  and  Medicaid,  including  physicians  and  den- 
tists, revealed  that  83  per  cent  reported  their  receipts 
correctly. 

Fifteen  per  cent  of  all  taxpayers  in  the  study  under- 
reported receipts  by  an  average  of  $7,700,  according  to 
Internal  Revenue  Service,  and  2 per  cent  over-reported, 
by  an  average  of  $16,000.  The  survey  was  based,  in  the 
mam,  on  providers  of  care  who  as  individuals  received 
$25,000  or  more  from  Federal  programs.  About  15,000 
providers  were  involved  in  the  study;  however,  the  8,400 
studied  in  detail  were  selected  by  a “scientific  sampling 
process.” 

Forty-seven  cases  have  been  referred  to  the  intelli- 
gence division  for  preliminary  or  full-scale  investiga- 
tion of  tax  fraud.  However,  the  spokesman  for  Internal 
Revenue  Service  pointed  out  that  these  results  do  not 
necessarily  hold  true  for  the  entire  health  care  profes- 
sion. 

♦ « « 

The  Justice  Department  has  cracked  down  on  the 
widespread  abuse  of  “pep  pills”  by  proposing  the  re- 
classification of  amphetamines  and  methamphetamines 
to  require  that  they  be  categorized  as  nonrefillable  pre- 
scriptions. 

The  action  would  regulate  amphetamines  and  meth- 
amphetamines as  narcotic  substances,  such  as  morphine, 
codeine,  and  opium  as  they  carry  a potential  for  “severe 
psychological  dependence”  with  “serious  danger”  to 
abusers. 

Manufacturing  quotas  geared  to  estimated  legitimate 
use  and  the  filing  by  manufacturers  of  order  forms  would 
be  required.  However,  at  least  one  major  manufacturer 
had  endorsed  the  proposal. 

Some  lawmakers  have  complained  that  the  Justice 
Department  did  not  go  far  enough  and  that  the  order 
should  have  included  phenmetrazine  hydrochloride 
(Preludin)  and  methylphenidate  hydrochloride  (Ritalin). 
♦ ♦ ♦ 

Commenting  on  President  Nixon’s  appointment  of 
Merlin  K.  Duval,  M.D.,  as  Assistant  Secretary  of  Health 
and  Scientific  Affairs,  Depeu’tment  of  Health,  Educa- 
tion, and  Welfare,  Walter  Bornemeier,  M.D.,  president, 
American  Medical  Association,  said  the  AMA  “enthusi- 
astically endorses”  the  selection. 

Dean  of  the  University  of  Arizona  College  of  Medicine 
and  former  professor  of  surgery.  Dr.  Duval  succeeds 
Roger  Egeberg,  M.D.,  who  remains  as  a consultant  on 
health  at  the  White  House  and  as  a special  assistant  to 
the  secretary  of  HEW. 


Dr.  Duval  is  a member  of  the  AMA’s  Committee  on 
Undergraduate  Medical  Education  and  the  Liaison  Com- 
mittee on  Medical  Education.  A graduate  of  Dartmouth 
College  and  Cornell  University  Medical  College  (1946), 
he  is  a board  certified  surgeon. 

* 

President  Nixon  recently  signed  into  law  a $6.9  billion 
supplemental  appropriation  bill  containing  an  addi- 
tional $100  million  for  cancer  research.  The  “cancer 
cure”  program  would  have  an  independently  budgeted 
research  unit  within  the  National  Institute  of  Health 
with  a director  reporting  directly  to  the  President. 

“As  I have  said  before,  the  time  has  come  in  America 
when  the  same  kind  of  concentrated  effort  that  split  the 
atom  and  took  man  to  the  moon  should  be  turned  toward 
conquering  this  dread  disease,”  Nixon  said  in  a state- 
ment. 

Elliot  Richardson,  Secretary  of  Health,  Education, 
and  Welfare,  commenting  on  the  President’s  action  re- 
marked as  follows: 

I might  just  say  briefly  that  what  has  been  recog- 
nized here  is  the  need  for  and  the  opportunity  for  a 
degree  of  the  kind  of  managerial  focus  that  has  been  ef- 
fective in  marshaling  resources  in  other  fields. 

There  is  a distinction,  of  course,  as  the  President 
pointed  out  in  his  health  message  and  elsewhere,  be- 
tween this  situation  and  the  moon  shot  in  the  sense 
that  there  is  a need  and  an  opportunity  for  the  devel- 
opment of  new  knowledge.  But  at  the  same  time.  . . 
there  is  an  opportunity  also  for  the  exercise  of  a central 
directive  authority,  particularly  in  those  aspects  of  the 
work  that  can  be  targeted  and  handled  by  contract, 
rather  than  grants  with  individual  scientists. 

* * * 

Social  Security  Commissioner  Robert  Ball  in  a recent 
address  on  the  concept  of  Health  Maintenance  Organiza- 
tions listed  six  conditions  that  he  considered  essential  to 
their  success.  The  first  condition,  in  Mr.  Ball’s  estima- 
tion, was  that  “this  way  of  practicing  medicine  must  be 
made  attractive  to  large  numbers  of  physicians.” 

In  elaborating  on  this  point,  Mr.  Ball  said: 

Successful  organizations  of  any  kind  depend  on 
high  staff  morale.  Thus,  no  health  care  system  will 
work  well  that  is  not  reasqnably  satisfactory  to  the  key 
profession  in  that  system.  Physicians  must  be  at- 
tracted to  health  maintenance  organizations,  and 
they  must  feel  good  about  what  they  are  doing.  High 
physician  morale  is  by  no  means  solely  a matter  of 
adequate  compensation,  although  compensation  is  im- 
portant. The  physician  must  be  convinced  of  his 
ability  to  practice  good  medicine  and  to  be  generally 
free  of  bureaucratic  constraint  on  professional  judg- 
ment. Incidentally,  it  seems  strange  to  me  that  the 
matter  of  physicians’  likes  and  dislikes  are  so  fre- 
quently overlooked  by  health  care  planners.  We  worry 
a lot  about  the  morale  of  the  armed  forces,  of  school 
teachers,  and  of  other  government  employes;  in  the 
health  care  system  we  better  worry  about  the  morale 
of  the  providers  of  care. 
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VhSODlLAIir 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator 

• no  reported  increase  of  intraocular  pressure. 

• conflicts  have  not  been  reported  with  diuretics 
corticosteroids,  antihypertensives  or  miotics. 

• complications  in  the  treatment  of  coronary 
insufficiency,  hypertension,  diabetes,  peptic 
ulcer  or  liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindications 
in  recommended  oral  doses  other  than  it 
should  not  be  given  in  the  presence  of  frank 
arterial  bleeding  or  immediately  postpartum. 

Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators’’*  have  reported  favorably  on  the  effects  of  isoxsuprine.  Effects  have  been  dem- 
onstrated both  by  objective  measurement’’*  and  observation  of  clinical  improvement.’’’ 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio- 
sclerotic, diabetic,  thrombotic).  Composition:  VasodIlan  tablets,  isoxsuprine  HCI  10  mg. 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme- 
diately postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal- 
pitation and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laooratories.  References:  1.  Clark- 
son, I.  S.,  and  LePere,  D.  M.:  Angiology  7/ :190-192  (June)  1960.  2.  Horton,  G.  E., 
and  Johnson,  P.  C.,  Jr.:  Angiology  /5:70-74  (Feb.)  1964.  3. 

Dhrymiotis,  A.  D.,  and  Whittier,  J.  R. ; Curr.  Ther.  Res. 

^:124-128  (April)  1962.  4.  Whittier,  J.  R. : Angiology  75:82-87 
(Feb.)  1964.  laboratories 
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Abstracts 


Carlson,  R.  G.,  Baltaxe,  H.,  Levin,  D.,  Apstein,  C., 
Brachfeld,  N.,  Killip,  T.,  and  Lillehei,  C.  W.:  Sur- 
gical treatment  of  coronary  artery  insufficiency.  New 
York  State  J.  Med.  71:  1721  (July  15)  1971. 

Following  aortocoronary  artery  bypass  operation  with 
vein  grafts,  improved  myocardial  function  was  demon- 
strated by  reversal  of  ischemic  lactate  metabolism,  re- 
duction of  left  ventricular  end-diastolic  pressure,  and 
increased  exercise  tolerance  as  shown  by  bicycle  ergom- 
etry.  Immediately  increased  myocardial  blood  supply 
was  demonstrated  by  flow  meter  and  angiography. 
Typical  patients  had  histories  of  angina,  myocardial 
infarction,  and  heart  failure,  and  had  undergone 
selective  coronary  angiography  for  precise  anatomic 
diagnosis.  The  operation  is  generally  both  effective 
and  safe,  as  indicated  by  90  per  cent  vein  graft  patency 
and  95  per  cent  survival  rate  in  the  last  80  operations. 


Inciardi,  J.  A.,  and  Chambers,  C.  D.:  Patterns  of 
pentazocine  abuse  and  addiction.  New  York  State  J. 
Med.  71:  1727  (July  15)  1971. 

The  abuse  and  addiction  liability  of  pentazocine  is 
pointed  out.  On  the  basis  of  the  drug  histories  of  three 
groups  of  drug  users,  combined  with  field  investigation 
and  a search  of  the  medical  literature,  patterns  of  penta- 
zocine abuse  and  addiction  are  isolated.  Not  only  is 
pentazocine  found  to  be  a drug  of  addiction,  but  among 
such  cases  of  addiction,  it  is  found  to  be  a drug  of  pref- 
erence for  some,  and  a drug  of  substitution  for  others. 
A pattern  of  addiction  through  medical  onset  is  discussed 
and  a case  history  presented.  Among  the  nonaddicted 
users,  pentazocine  is  found  to  be  both  a drug  of  simul- 


taneous abuse  and  a drug  of  temporary  experimentation. 
Almost  all  pentazocine  being  diverted  for  abuse  is  ob- 
tained as  a result  of  physician  overprescribing,  pharm- 
acists overfilling  prescriptions,  and  inadequate  inter- 
nal control  of  institutional  drug  supplies. 


Kriss,  N.:  Specimen  and  object  radiography.  New 

York  Stated.  Med.  71:  1734  (July  15)  1971. 

While  radiography  is  a valuable  tool  in  science  and 
industry,  its  most  useful  application  is  in  the  field  of 
medicine.  There  are  no  limitations  to  its  use  in  diag- 
nosis, investigation,  research,  and  teaching.  Specimen 
radiography,  in  particular,  facilitates  pathologic  and 
histologic  investigation  by  improved  visualization  of 
some  of  the  pathologic  aspects,  and  the  technical  ad- 
vantage lies  in  its  ability  to  provide  better  detail  than 
is  possible  when  the  specimen  is  within  the  body. 


Frenkel,  R.  E.:  Clinical  management  and  treatment  of 
rage.  New  York  Stated.  Med.  71:  1740  (July  15)  1971. 

Understanding  and  desensitizing  rage  is  of  paramount 
importance  in  treating  emotional  illness  and  prevent- 
ing unnecessary  hospital  admissions.  The  develop- 
mental disease  of  rage  is  distinguished  from  anger,  a 
five-stage  schema  is  offered,  and  the  periods  of  revers- 
ibility, irreversibility,  and  relief  described.  Keeping 
in  mind  the  clinical  dynamics  of  rage,  maneuvers  for 
reducing  rage  can  be  applied  during  the  proper  periods 
to  control  the  patient’s  rage.  Several  such  maneuvers 
are  described  and  the  technics  illustrated  in  a case 
history. 
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(dieriiylpropion  hydrochloride^  N.R) 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  Inhibitors,  in  potients  hypersensitive  to 
this  cJrug;  in  emotionolly  unstoble  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  then  the  amphetamines,  use  with  greet  coution  in 
potients  with  severe  hypertension  or  severe  cordiovosculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnoncy  unless  potential  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuotion  of  therapy,  un- 
pleusont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  relatively  low  incidence.  As  Is  chorocteristic  of  sympathomimetic  agents,  it  moy 
occasionally  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety. 


ond  jitteriness.  In  controst,  CNS  depression  hos  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  corefio- 
voscu/or  effects  reported  include  ones  such  cs  tachycardia,  precordlol  pain, 
orrhythmia,  palpitotion,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a heolthy  young  male  offer  ingestion  of 
diethylpropion  hydrochloride;  this  was  on  Isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomeno  reported  Include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gosfrofntesfino/  effects  such  os  diorrheo, 
constipotion,  nausea,  vomiting,  and  abdominol  discomfort  hove  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  morrow 
depression,  ogronulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reoctions  hove  been  reported  by  physicians.  These  include  comploints  such  os  dry 
mouth,  headache,  dyspnea,  menstruol  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets:  One  75  mg.  tablet 
daily,  swollowed  whole,  in  midmorning  (10  a.m.);  TEPANIL;  One  25  mg.  tablet  three 
times  doily,  one  hour  before  meoL.  If  desired,  on  odditional  toblet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  age  Is  not 
recommended.  t-\oi/ s patent  no  s.ooi.sio 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC, 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfote,  260  mg.,  Aminophylllne,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  ossocloted  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  Is  contraindi- 
cated In  pregnancy  because  of  Its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylllne  may  produce  Intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  If  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances accur.  Dosage:  One  toblet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  ta  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylllne  195  mg.) 


Specific  therapy  for  night  leg  cramps 


Abstracts  in  Interlingua 


Carlson,  R.  G.,  Baltaxe,  H.,  Levin,  D.,  Apstein,  C., 
Brachfeld,  N.,  Killip,  T.,  e Lillehei,  C.  W.:  Tracta- 
mento  chirurgic  del  insufficientia  coronary.  New  York 
Stated.  Med,  71:  1721  (15  de  Julio)  1971. 

Le  melioramento  del  function  myocardial  esseva 
demonstrate  depost  le  anastomosis  aorto-coronary 
usante  graffos  venose.  Iste  operation  producite  un 
reverso  del  metabolismo  ischemic  del  lactate,  un  reduc- 
tion del  pression  diastolic  final  del  ventriculo  sinestro, 
e un  augmento  del  tolerantia  al  exercitio  ab  demonstrate 
per  le  ergometria  usante  bicycletta.  Le  augmento  im- 
mediate del  suministro  sanguine  myocardial  esseva 
demonstrate  per  le  mesura  del  flucto  e le  angiographia. 
Le  patientes  typic  habeva  antecedentes  de  angina,  in- 
farcto  myocardial  e insufficientia  cardiac,  e le  angio- 
graphia coronari  selective  esseva  practicate  pro  facer  un 
diagnose  anatomic  precise.  Generalmente,  le  operation 
es  effective  e secur  como  es  indicate  per  le  90  pro  cento 
de  permeabilitate  del  graffos  venose  e le  95  pro  cento  de 
superviventia  in  le  80  operationes  ultime. 

Inciardi,  J.  A.,  e Chambers,  C.  D.:  Typos  de  abuso 
e addiction  del  pentazocina,  New  York  State  J.  Med. 
71:  1727  (15  de  Julio)  1971. 

Le  abuso  e addiction  del  pentazocina  es  signalate. 
Supra  le  base  del  uso  de  drogas  reportate  per  tres  gruppos 
de  addictos,  combinate  con  investigationes  in  le  campo 
e le  recerca  del  literature  medic,  le  typos  de  abuso  e 
addiction  del  pentazocina  ha  essite  separate.  Ha  essite 
trovate  que  le  pentazocina  non  solmente  es  un  droga 
addictive  mais  in  le  caso  de  su  addiction  es  le  droga 
preferential  pro  alicun  individuos,  e un  droga  substitu- 
tive pro  altere  personas.  Un  typo  de  addiction  inducite 
medicmente  es  discutite,  e un  historia  clinic  es  present- 
ate.  Esseva  observate  que  inter  le  personas  non  addicte 


que  usa  le  pentazocina,  iste  serve,  al  mesmo  tempore, 
como  droga  pro  abuso  e como  agente  de  experimentation 
temporari.  Quasi  omne  pentazocina  que  es  usate  pro 
abuso  es  obtenite  del  medicos  que  le  super  prescribe, 
del  pharmacista  que  le  dispense  con  excesso,  e como 
resultato  del  controlo  interno  inadequate  del  institu- 
tiones  providente  del  producto. 

Kriss,  N.:  Radiographia  de  specimenes  e objectos. 

New  York  State  J.  Med.  71:  1734  (15  de  Julio)  1971. 

Durante  que  le  radiographia  es  un  elemento  de  valor 
in  le  scientia  e le  industria,  su  application  plus  utile 
es  in  le  campo  del  medicina.  Non  existe  limitationes  pro 
le  uso  pro  diagnosis,  investigation  e inseniamento. 
Particularmente,  le  radiographia  de  specimenes  facilita 
le  investigation  pathologic  e histologic  meliorando  le 
visualisation  de  alicun  aspecto  del  processo  pathologic. 
Su  avantage  technic  consists  in  su  capacitate  de  provider 
plus  detalios  que  quando  le  specimen  es  locate  intra  le 
corpo. 

Frenkel,  R.  E.:  Maneamento  clinic  e tractamento  del 
rage  (rabie).  New  York  State  J.  Med.  71:  1740  (15 
de  Julio)  1971. 

Le  intendimento  e le  desensitisation  del  rage  es  de 
grande  importantia  in  le  tractamento  del  morbos 
emotional,  e face  non  necessari  le  hospitalisation.  Le 
disveloppamento  del  morbo  rage  es  differente  del  ira 
(cholera);  un  schema  de  cinque  stadios  es  presentate, 
e le  periodos  de  reversibilitate,  irreversibilitate  e de 
relevamento  es  describite.  Memorando  le  dynamismo 
clinic  del  rage,  le  manovras  pro  reducer  le  pote  esser 
usate  durante  le  periodos  conveniente  pro  le  controlo 
del  rage  del  patiente.  Varie  de  istes  manovras  es  des- 
cribite, e le  technicas  es  illustrate  in  un  caso  clinic. 
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* Introducing... 

New  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  office  time 


The  Rocom 

Medical  Management 

Ssrstem... 


Rocom  Health  History  System 

provides  maximum  screening  information  about  the 
patient  with  a minimum  expenditure  of  your  time. 
Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
system.  Only  positive  answers  transfer  through 
to  the  summary  sheet . You  get  an  immediate 
picture  of  the  patient's  current  complaints  with 
the  assurance  that  all  important  screening 
questions  are  covered. 


Rocom  Medical  Record  System  ..  a simple^ 
but  comprehensive  method  for  keeping  a complete 
record  on  every  one  of  your  patients.  Permits  yo. 
to  review  a patient's  medical  history  in  seconds  | 
and  retrieve  information  quickly.  Can  be  used  wia 
the  "problem-oriented"  method  of  keeping  patient  j 
records.  Color  coding  eliminates  the  likelihood 
of  misplaced  files.  A disease  cross-index  card 
keeps  track  of  all  patients  with  the  same  disease 
Well-kept  records  can  be  one  of  the  greatest 
deterrents  to  malpractice  suits.  The  Rocom  Medic L 
Record  System  helps  protect  your  good  name. 


A 


The  new  Rocom  Medical  Management  System*  can 
help  you  provide  better  care  for  your  patients 
and,  at  the  Scime  time,  make  better  use  of  your 
office  time.  In  designing  these  products 
hundreds  of  doctors,  nurses  and  receptionists 
were  consulted  about  their  particular  office 
problems;  and  more  than  two  years  of  development 
under  actual  office  conditions  proved  that  they 
actually  do  help  solve  these  difficulties 
without  upsetting  existing  routines. 

Each  component  deals  with  a specific  problem 
area  --  health  histories,  medical  records,  the 
! telephone,  and  scheduling  appointments.  They 
; may  be  employed  alone,  in  various  combinations, 
or  preferably,  as  the  complete  Rocom  Medical 
; Management  System,  depending  on  your  own  office 
situation. 

Most  physicians  --  whether  they  practice  alone 
or  with  a group  --  will  find  one  or  more  of 
these  components  useful.  You  are  invited  to 
obtain  additional  information  about  the  Rocom 
Medical  Management  System  by  sending  us  the 
accompanying  coupon. 


ROCOM" 

Division  of  Hoffmann-La  Roche  Inc. 

Box  169 

Fairview,  New  Jersey  07022 
Gentlemen: 

I am  interested  in  obtaining  additional 
information  about: 


I — I Health  History 
I I System 


Medical  Record 


HH  System 

I I Telephone  System  C]  Appointment  System 
Name  Specialty 


Street 


City 

State 

Please  do  not  forget  Zip  Code 

Rocom  Telephone  System  ..  a complete 
system;  one  that  can  be  understood  quickly 
by  your  newest  office  aide;  one  that  permits 
your  staff  to  answer  specific  patient  questions 
with  confidence;  one  that  will  make  your 
practice  more  productive  by  assuring  that  you 
are  interrupted  only  when  you  think  it 
necessary.  Self-adhesive  backing  assures  that 
all  incoming  calls  can  become  part  of  the 
patient's  permanent  record. 


Rocom  Appointment  System  ..  worked 
out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ- 
ualized to  your  own  requirements.  Can  be 
coordinated  with  ycur  colleague's  or  nurse's 
schedule.  Helps  keep  a steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 


♦Created  and  developed  by  Patient  Care  Systems,  Inc. 


Books  Received 


The  following  books  were  received  during  the  month  of  May,  1971  * 


Physiology  and  Pathology  of  Trophoblastic  Tumors 
In  Vivo  and  In  Vitro,  Volume  172,  Article  10  of  the 
Annals  of  The  New  York  Academy  of  Sciences. 

Edited  by  Bernard  G.  Steinetz,  M.D.  Octavo  of  149 
pages,  illustrated.  New  York,  New  York  Academy  of 
Sciences,  1971.  Paper,  $23.50. 

Laser  Applications  in  Medicine  and  Biology.  V olume 

1.  Edited  by  M.  L.  Walbarsht.  Octavo  of  288  pages, 
illustrated.  New  York,  Plenum  Publishing  Corpora- 
tion, 1971.  Cloth,  $18. 

Abortion.  Changing  Views  and  Practice.  Edited  by 
R.  Bruce  Sloane,  M.D.  Quarto  of  182  pages,  illustrated. 
New  York,  Grune  & Stratton,  Inc.,  1971.  Cloth,  $7.75. 

Discoveries  in  Biological  Psychiatry.  Edited  by 
Frank  J.  Ayd,  Jr.,  M.D.,  and  Barry  Blackwell,  M.D. 
Octavo  of  254  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Company,  1970.  Cloth,  $6.50. 

The  Medical  Clinics  of  North  America.  Volume  55 
Number  3,  May,  1971.  Symposium  on  Medical  As- 
pects of  Cancer.  Guest  Editor,  Irwin  H.  Krakoff,  M.D. 
Octavo,  illustrated.  Philadelphia,  W.  B.  Saunders 


*Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review  is 
made  on  the  basis  of  merit  and  reader  interest. 


Prosthetic  valve  patients 

The  replacement  of  diseased  heart  valves  with  pros- 
thetic valves  has  created  a large  population  of  such  pa- 
tients. While  the  types  of  prosthetic  valves  currently 
in  use  vary,  the  clinical  problems  associated  with  them 
are  similar.  M.  Korn,  M.D.,  of  Mount  Sinai  Hospital 
of  Greater  Miami,  emphasizes  the  need  for  close  and 
careful  follow-up  supervision  of  the  patient  with  a 
prosthetic  heart  valve  (J.  M.  A.  Georgia  .59:  418  (Nov.) 
1970).  It  is  the  author’s  practice  to  keep  patients  in  the 
hospital  for  at  least  two  weeks  following  the  operation, 
by  which  time  there  should  be  no  residual  problems 
relating  to  fever,  infection,  unrecognized  leaks  around 
the  prosthesis,  hemolysis,  postpericardiotomy  symptoms, 
or  anticoagulation.  If  the  level  of  anticoagulation  is 
adequate  and  the  dose  of  anticoagulant  drug  has  been 
stabilized,  the  patient  should  be  seen  one  week  after 
discharge  and  then  every  month  for  the  next  six  months. 
At  six  months  all  patients  should  be  recatheterized  to 
obtain  information  on  the  function  of  the  prosthesis,  the 


Company,  1971.  Published  Bi-Monthly  (six  numbers  a 
year).  Cloth,  $21  per  year. 

Laboratory  Aids  in  Diagnosis.  By  Stephen  H.  Holt, 
M.D.  Octavo  of  185  pages,  illustrated.  Baltimore, 
Maryland,  The  Williams  & Wilkins  Company,  1971. 
Cloth,  $8.75. 

ABC  of  Drug  Addiction.  A collection  of  articles  most 
of  which  appeared  in  ‘Community  Health,’  Septemher- 
December,  1969.  Octavo  of  93  pages,  illustrated.  Balti- 
more, Maryland,  The  Williams  & Wilkins  Company, 

1970.  Paper,  $3.25. 

Nephrology.  Cornell  Seminars.  Edited  by  E.  Lovell 
Becker,  M.D.,  Henry  O.  Heinemann,  M.D.,  and  Ray- 
mond L.  Sherman,  M.D.  Octavo  of  129  pages,  illus- 
trated. Baltimore,  Maryland,  The  Williams  & Wilkins 
Company,  1971.  Paper,  $6.75. 

Myoplastic  Amputation,  Immediate  Prosthesis  and 
Early  Amputation.  By  Marian  Weiss,  M.D.  Quarto 
of  245  pages,  illustrated.  Washington,  D.C.,  Superin- 
tendent of  Documents,  U.S.  Government  Printing  Office, 

1971.  Cloth,  $2.50. 

Dependence  Liability  of  “Non-Narcotic”  Drugs.  By 
H.  Isbell  and  T.  L.  Chrusciel.  (Supplement  to  Volume 
43  of  the  Bulletin  of  the  World  Health  Organization.) 
Quarto  of  111  pages,  illustrated.  Geneva,  World  Health 
Organization,  1970.  Paper,  $2.00. 


possible  presence  of  valvular  insufficiency,  and  the  state 
of  myocardial  contractility.  Patients  should  be  en- 
couraged to  lead  relatively  normal  lives,  resuming  full 
activities  over  a period  of  six  months  after  discharge. 
Smoking  and  drinking  alcohol  are  to  be  avoided,  and 
sodium  intake  restricted  to  1 Gm.  or  less  daily. 

Specific  considerations  in  the  day-to-day  care  of  pa- 
tients include  physical  examination  at  each  visit,  with 
special  attention  to  heart  sounds;  digitalization  and 
diuretics,  with  attention  to  potassium  levels;  anti- 
coagulation; the  prophylactic  use  of  antibiotics;  and 
periodic  x-ray  and  electrocardiogram  follow-up  every 
six  months.  With  regard  to  prophylactic  antibiotics, 
the  author  and  his  associates  have  elected  to  continue 
daily  therapy  with  penicillin  in  all  patients  with  known 
or  suspected  rheumatic  heart  disease  (if  there  is  peni- 
cillin sensitivity,  erythromycin  is  used).  This  prophy- 
laxis is  important  in  any  patient  with  a prosthetic  valve 
who  is  to  undergo  a dental  procedure:  there  have  been 
instances  of  bacterial  endocarditis  developing  in  pa- 
tients who  were  not  given  adequate  prophylaxis  before 
a minor  dental  procedure. 
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Oh  sad  Is  the  tale  of  Joe  Lauder, 

He  was  traveling  South  of  the  border— 
When  evacuation, 

Cut  short  his  vacation. 


For  him  Donnagel’s  made  to  order. 


/IHj^ODINS 


Vacationer’s  Diarrhea  with  cramping, 
nausea  and  tenesmus  can  cast  a wet 
blanket  on  the  best  laid  vacation 
plans.  So  send  along  Donnagel  to 
treat  the  total  diarrhea  problem. 
Donnagel  is  much  more  than  just  a 
simple  kaolin-pectin  combination.  It 
also  contains  the  belladonna  alkaloids 
to  relieve  the  discomforts  which  so 
often  accomoany  diarrhea. 


When  you  prescribe  Donnagel,  you 
can  be  sure  your  patients  are  getting 
the  antidiarrheal  and  antispasmodic 
in  the  same  dose.  It’s  also  less  expen- 
sive and  more  convenient  than  taking 
along  two  medications.  And  the  dos- 
age is  lower  too. 

Available  in  the  handy  4-ounce  plastic 
bottle  at  pharmacies  everywhere  on 
your  prescription  or  recommendation. 


Each  fluid  ounce 
contains: 

Kaolin,  6 g.; 

Pectin  142.8  mg.; 
Hyoscyamine 
sulfate,  0.1037  mg. 
Atropine  sulfate, 
0.0194  mg.; 
Hyoscine 
hydrobromide, 
0.0065  mg.; 
Sodium  benzoate, 
(preservative), 

60  mg.; 

Alcohol,  3.8%. 

A.  H.  Robins  Co. 
Richmond,  Va. 


For  treatment  of  Diarrhea 


For  Vacationer’s  Diarrhea  (and  its  discomforts) 


Donnagel 


SHAKf  wai 
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Diseases  of  the  Nervous  System.  Eleventh  edition. 
By  Sir  Francis  Walshe,  M.D.,  D.Sc.,  and  John  Walshe, 
M.B.,  B.Ch.  Quarto  of  381  pages,  illustrated.  Balti- 
more, The  Williams  & Wilkins  Company,  1970.  Cloth, 
$14.75. 

This  new  edition  still  remains  selective,  dealing  with 
uncommon  diseases  only  when  they  exemplify  new  ways 
of  looking  at  things  that  promise  fruitful  developments 
in  clinical  neurology.  The  division  of  the  book  is  in 
two  parts:  the  first  dealing  with  the  fundamentals  of 

neurologic  diagnosis,  and  the  second  with  an  account  of 
the  more  common  nervous  disorders. 

The  Maltreated  Child.  Second  edition.  By  Vincent 
J.  Fontana,  M.D.  Octavo  of  96  pages,  illustrated. 
Springfield,  Illinois,  Charles  C Thomas,  Publisher, 
1971.  Cloth,  $7.00. 

The  purpose  of  this  text  remains  the  same,  namely  to 
present  in  a concise  and  clear  manner  the  problem  of 
child  abuse,  and  to  familiarize  students,  medical  house 
officers,  physicians,  social  workers,  teachers,  nurses,  and 
lawyers  with  this  all-important  medical-social  syn- 
drome. 

Medical  Resident’s  Manual.  Third  edition.  By  Wil- 
liam J.  Grace,  M.D.,  Richard  J.  Kennedy,  M.D.,  and 
Frank  B.  Flood,  M.D.  Duodecimo  of  439  pages,  illus- 
trated. New  York,  Appleton-Century-Crofts,  1971. 
Cloth,  $6.75. 

Rapid  advances  in  medicine  have  prompted  the  prepara- 
tion of  this  new  edition.  Basically,  it  follows  the  aims 
originally  set  forth  and,  hopefully,  strikes  a balance 
between  the  diagnosis  and  treatment  of  major  condi- 
tions encountered  most  often  in  everyday  resident 
practice. 

Road  Accidents — Medical  Aid.  A Guide  for  Medical 
Practitioners  Involved  at  the  Scene  of  Motor  Traffic 
Accidents.  By  Hanns  Pacy,  M.B.,  B.S.  Duodecimo 
of  136  pages,  illustrated.  Baltimore,  The  Williams  & 
Wilkins  Company,  1971.  Paper,  $5.75. 

This  book  could  be  used  as  a standard  text  in  training 
for  this  type  of  medical  emergency.  Though  primarily 
written  for  the  local  doctor  who  attends  these  emergen- 
cies, it  could  be  of  no  less  value  in  the  training  of  ambu- 
lance personnel  and  others  who  are  likely  to  be  con- 
fronted with  accidents. 

The  Six-Year  Experience  of  Unwed  Mothers  as  Par- 
ents. By  Mignon  Sauber  and  Eileen  M.  Corrigan. 
Octavo  of  177  pages,  illustrated.  New  York,  Commu- 
nity Council  of  Greater  New  York,  1970.  Paper,  $5.00. 

This  current  volume  reports  the  findings  of  a field  sur- 
vey of  some  200  women  who  kept  and  reared  their  first- 
born, a child  born  out  of  wedlock  nearly  six  years  ago. 
It  is  a further  effort  to  gain  a better  understanding  of 
the  life  situations  and  possible  needs  of  these  women 
as  they  rear  their  children. 
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P.S.  AAMA  bylaws  provide  that  the 
association,  "is  not,  nor  shall  it  ever  be- 
come a trade  union  or  coliective  bargain- 
ing agency." 


Your  continuing  cooperation  with  the  American  Association 
of  Medical  Assistants  has  been  generous.  With  your 
support  our  organization  has  achieved  a membership  of 
14,000  medical  assistants  in  more  than  400  chapters  in 
45  states,  District  of  Columbia  and  Puerto  Rico. 

Since  our  first  organizational  meeting  15  years  ago,  we 
have  worked  toward  the  primary  goal  of  providing  educa- 
tional opportunities  to  the  medical  assistant  in  the 
doctor’s  office.  In  a short  decade  and  a half  the 
association  has: 

• Established  and  conducted  a certification  program  as  an  incen- 
tive to  self-education. 

• Developed  curricula  for  medical  assisting  programs  in 
hundreds  of  junior  and  community  colleges. 

• Carried  on  a continuing  education  program  for  medical  assistants 
through  seminars,  workshops  and  a professional  bi-monthly 
journal. 

• Published  career  materials  and  established  a scholarship  loan 
fund  to  help  recruit  future  medical  assistants. 

• Cooperated  with  AMA  in  public  relations  efforts  beneficial  to  the 
medical  profession  as  a whole. 

But  our  work  cannot  stop  here.  As  the  only  national 
association  for  medical  assistants,  AAMA  is  eager  to 
contribute  to  advancement  of  this  allied  health  field.  We 
would  like  to  share  our  educational  programs  with  all  of  the 
medical  assistants  across  the  nation.  But  to  do  this  we 
need  the  co-operation  of  many  more  physicians. 

If  your  medical  assistant  is  not  a member  of  AAMA,  please 
fill  out  this  coupon  today.  Her  greater  knowledge  of  medical 
assisting  will  be  your  reward. 

American  Association  of  Medical  Assistants 


I wish  to  inquire  about  membership  for  my  medical  assistant  in  the  Ameri- 
can Association  of  Medical  Assistants,  Inc.  Please  have  someone  send 
more  information  to: 

Name  

Business  Address  Phone 

(Street) 

City State Zip 

Member  of  county  medical  society:  Yes No 

County  

Name  of  Assistants:  Address: 


Clip  and  mail  to: 

American  Association  of  Medical  Assistants 

One  East  Wacker  Drive 
Chicago,  Illinois  60601 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

750  THIRD  AVENUE,  NEW  YORK.  N.  Y.  10017  YUkon  6-67B7 


MEMORANDUM 


TO: 


Officers,  Sections  and  Sessions  Chairmen,  and  others  responsible  for  Reports 
and  Programs  to  appear  in  the  January  1 and  15  issues  of  the  JOURNAL 


FROM:  DR.  FINEBERG,  DR. HAMMOND 

It  has  become  increasingly  apparent  that  deadlines  for  the  January  I and  15  issues 
of  the  JOURNAL  must  be  met  if  the  Program  Book  and  House  of  Delegates  Handbook 
(made  up  from  standing  type  of  these  issues)  and  ongoing  issues  of  the  JOURNAL  are 
to  be  published  on  time.  It  is  not  necessary  to  delay  reports  for  the  January  1 
and  January  15  issues  awaiting  end-of-the-year  and  fiscal  summations.  These  will 
normally  appear  in  the  June  1 issue.  We  ask  that  you  and  members  of  your  committees 
cooperate,  so  that  these  deadlines,  ending  December  1,  will  be  met  and  we  can 
"clear  the  decks"  for  necessary  work  pertaining  to  the  Annual  Convention  and  the 
regular  issues  of  the  JOURNAL. 

We  impress  upon  you  the  fact  that  material  for  the  Convention  Issues  (January  1 and 
15)  received  before  November  15  will  appear  in  the  January  1 issue  and  material 
received  up  to  and  including  December  1 will  be  included  in  the  January  15  issue. 


Any  material  that  comes  in  after  these  dates  can  be  set  up  and  distributed  to  members 
from  masters.  Any  material  that  must,  according  to  the  Bylaws,  be  received  by 
members  a month  before  the  Annual  Convention,  must,  of  course,  appear  in  the  January 
1 issue.  May  we  ask  that  meetings  be  scheduled  bearing  these  deadlines  in  mind. 


NO  MATERIAL  WILL  BE  ACCEPTED  FOR  THESE  ISSUES  OF 


THE  JOURNAL  AFTER  THESE  DATES: 


For  January  1 issue  - on  or  before  November  15 


For  January  15  issue  - on  or  before  December  1 


WILLIAM  HAMMDND,  M.D, 
Editor 
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Mylanta 

24  million  hours 

a day* 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  G.l.  gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 


STUA  RT  PHARMACEUTICALS  I Pasadena . Calif . 91 109 
Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Now 

available  for  your 

prescribing 

needs 


Cordran®  1ape 

Flurandrenolidelape  (4  meg.  per  sq.  cm.) 


Additional  infomiation  available  upon  request  • [It  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Editorials 


Responsibility  of  the  physician  in  the  control  of  venereal  disease 


Our  complacency  on  venereal  disease  has  re- 
ceived a rude  shock  from  public  health  authorities 
who  state  that  new  cases  of  syphilis  are  increasing 
at  an  alarming  rate  and  that  gonorrhea  is  now 
pandemic  throughout  the  country. 

It  is  time  for  countershock.  The  general  public 
has  a part  to  play  in  increasing  awareness  of  the 
problem  and  in  educational  efforts  to  combat  the 
root  causes;  promiscuity,  ignorance,  and  laissez 
faire. 

Physicians  man  a special  and  important  sector 
of  the  battle  front.  It  is  a shameful  statistic  that 
while  physicians  privately  practicing  treat  80  per 
cent  of  the  venereal  diseases,  they  report  to  their 
local  health  departments  only  one  out  of  every 
eight  cases  of  syphilis  and  one  out  of  nine  cases  of 
gonorrhea.  The  passers  of  these  diseases  must  be 


traced  down  and  checked  by  treatment.  The  law 
is  perfectly  clear  on  this.  It  is  our  one  certain 
method  of  control.  We  urge  100  per  cent  reporting 
in  the  knowledge  that  this  information  is  confi- 
dential and  will  be  used  in  such  diplomatic  fashion 
that  no  harmful  repercussions  can  arise. 

All  physicians  in  the  State  have  received  a 
“white  paper”  under  the  aegis  of  the  President 
of  the  Medical  Society  of  the  State  of  New  York 
and  the  Health  Commissioner  of  the  State  of  New 
York  delineating  the  problem,  outlining  the 
method  of  control,  and  including  up-to-the- 
minute  directions  for  diagnosis  and  treatment  of 
the  two  major  venereal  diseases. 

Physicians  know  their  role  and  must  bear  down 
hard  in  fulfilling  it. 

The  era  of  complacency  is  over. 


Medical  Society  of  the  State  of  New  York 

Annual  Convention 

February  13  through  17,  1972 
The  Americana,  New  York  City 
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From  the  Departments  of  Surgery,  Medicine,  and  Radiology, 
The  New  York  Hospital-Cornell  Medical  Center 

Coronary  artery  disease  results  in  the  death  of 
more  than  600,000  persons  annually  in  the  United 
States.  Every  day  over  100  of  these  deaths  occur 
in  New  York  City.  Significantly,  half  of  these 
deaths  are  in  persons  under  the  age  of  sixty-five.^ 

Historical  review 

In  1946,  Vineberg'^  demonstrated  that  a mam- 
mary artery  implanted  into  the  myocardium  could 
ultimately  communicate  with  the  coronary  artery 
circulation  distal  to  a stenosed  artery.  Recent  flow 
meter  studies  indicated  5 to  30  cc.  blood  flow  per 
minute  in  the  one  third  of  the  mammary  implants 
which  communicate  with  the  coronary  arteries. 
Another  third  of  the  mammary  implant  tunnels 
were  patent  but  not  communicating  with  the  coro- 
nary arteries.  The  remaining  third  of  these  im- 
plants were  occluded  when  studied  by  angiogram.^ 
About  ten  years  ago,  both  Bailey,  May,  and  Lew- 
Presented  at  the  165th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Symposium 
on  Coronary  Artery  Disease,  General  Sessions,  February  15, 
1971. 


Following  aortocoronary  artery  bypass  operation 
with  vein  grafts,  improved  myocardial  function  was 
demonstrated  by  reversal  of  ischemic  lactate  me- 
tabolism, reduction  of  left  ventricular  end-diastolic 
pressure,  and  increased  exercise  tolerance  as  shown 
by  bicycle  ergometry.  Immediately  increased  myo- 
cardial blood  supply  was  demonstrated  by  flow 
meter  and  angiography.  Typical  patients  had  his- 
tories of  angina,  myocardial  infarction,  and  heart 
failure,  and  had  undergone  selective  coronary 
angiography  for  precise  anatomic  diagnosis.  The 
operation  is  generally  both  effective  and  safe,  as 
indicated  by  90  per  cent  vein  graft  patency  and  95 
per  cent  survival  rate  in  the  last  80  operations. 


man^  and  Effler,  et  al.^  demonstrated  that  a 
local  coronary  endarterectomy  and  vein  patch 
could  be  performed  in  patients  with  localized  coro- 
nary atherosclerosis,  but  the  operative  mortality 
rate  of  about  50  per  cent  was  unacceptable.  Sub- 
sequently, Favaloro®  demonstrated  that  a vein 
graft  could  be  attached  from  the  aorta  to  the  end 
of  the  proximal  right  coronary  artery.  This  end- 
to-end  vein  graft  operation  was  more  effective  than 
an  endarterectomy,  but  only  a small  percentage  of 
patients  with  coronary  insufficiency  had  appropri- 
ate location  of  atherosclerotic  obstructions.  Saw- 
yer et  al.'^  performed  a diffuse  coronary  endarterec- 
tomy with  carbon  dioxide  gas  injections  resulting 
in  satisfactory  early  patency  rates,  but  a substan- 
tial number  of  late  closures  resulted.  In  1967,  W. 
Dudley  Johnson,  M.D.,  began  the  now  popular 
end-to-side  anastomosis  of  vein  bypass  between 
the  ascending  aorta  and  the  distal  coronary  ar- 
teries. This  relatively  safe  end-to-side  graft  op- 
eration was  applicable  to  more  than  97  per  cent 
of  patients  with  coronary  insufficiency.®  During 
the  past  year  over  20,000  of  these  operations  have 
been  performed  in  the  United  States.®  The  wide- 
spread application  of  end-to-side  vein  bypasses  to 
the  distal  coronary  arteries  has  resulted  in  an  im- 
mediate improvement  in  patients  with  severe  angi- 
na, prior  myocardial  infarction,  or  failure  on  the 
left  side  of  the  heart. 

Selection  of  patients 

Patients  with  significant  coronary  artery  disease 
need  a selective  coronary  arteriogram  for  accurate 
anatomic  diagnosis.^®  At  present,  the  common 
indications  for  coronary  arteriogram  include  an- 
gina, previous  myocardial  infarction,  unexplained 
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FIGURE  1.  Artist's  conception  of  end-to-side  anastomosis  of  vein  grafts  to  coronary  artery.  Common  sites  of  (A) 
right,  and  (B)  left  anterior  descending  and  lateral  marginal  branch  of  the  circumflex  coronary  vein  graft  anastomosis. 


heart  failure,  and  atypical  chest  pain.  Since  1903, 
when  Einthoven”  described  the  electrocardiogram, 
this  test  has  been  the  keystone  for  accurate  diag- 
nosis of  myocardial  ischemia  and  infarction.  In 
1962,  Sones  and  Shirey^^  demonstrated  the  safety 
and  ease  of  performing  selective  coronary  arterio- 
gram and  left  ventriculogram.  Today  these  radi- 
ologic tests  are  the  keystone  for  precise  anatomic 
diagnosis  of  coronary  artery  disease.  Equally 
important  to  demonstrating  angiographic  location 
of  the  disease  is  the  fact  that  about  20  per  cent 
of  patients  with  typical  exertional  angina  pectoris, 
depression  of  the  S-T  segments  by  electrocardio- 
gram, and  lactate  production  into  the  coronary 
sinus  studies  are  found  to  have  normal  coronary 
arteries.  A patient  with  angina  pectoris  and 
normal  coronary  arteries  can  be  assured  that  sub- 
sequent myocardial  infarction  and  premature 
death  is  extremely  unlikely. Stenosis  of  50  to 
75  per  cent  of  the  diameter  of  the  coronary  artery 
lumen  is  considered  enough  to  cause  significant 
decrease  in  coronary  artery  flow. 

Today  all  patients  with  significant  coronary 
artery  stenosis  are  considered  to  be  candidates  for 
aortocoronary  artery  vein  bypass  operations.  The 
major  contraindication  for  vein  bypass  is  the  failure 
of  another  organ,  such  as  the  liver,  lung,  or  brain. 
The  following  contraindications  to  mammary  ar- 
tery implants  are  now  considered  to  be  indications 
for  aortocoronary  artery  vein  bypass  grafts:  se- 

verely compromised  left  ventricular  function  (high 
end-diastolic  pressure,  gross  cardiomegaly,  and  low 
cardiac  index),  right  ventricular  failure,  massive 
aneurysms,  infarct  within  six  months,  over  sixty- 
five  years  of  age,  left  main  coronary  disease,  and 
noncontracting  my(x;ardium.* 

Treatment 

The  treatment  of  symptoms  of  ischemic  heart 
disea.se  includes  va.sodilators,  reduction  of  choles- 
terol, revascularization,  and  repair  of  structural  de- 
fects. The  medical  treatment  of  angina  pectoris 
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classically  has  included  the  use  of  short-  and  long- 
acting  nitrate  vasodilators,  such  as  trinitroglycerin 
and  isosorbide  dinitrate.  More  recently,  serum 
cholesterol  has  been  reduced  with  drugs  including 
clofibrate  and  by  surgical  bowel  procedures  such  as 
the  ileal  bypass  in  attempts  to  reduce  the  progres- 
sion of  atherosclerosis.  The  surgical  treatment  of 
myocardial  ischemia  provides  additional  sources  of 
blood  by  endarterectomy,  systemic  artery  implan- 
tation, or  aortocoronary^  artery  vein  bypass.  The 
method  and  site  of  aortocoronary  artery  bypass 
with  vein  graft  anastomoses  are  outlined  in  Figure 
1.  Anastomosis  to  the  right,  left  anterior  descend- 
ing, and  lateral  marginal  branch  of  the  circum- 
flex coronary  arteries  are  drawn.  Usually,  two  or 
three  vein  grafts  are  anastomosed,  but  as  many  as 
five  grafts  have  been  attached.  The  lumen  of  the 
right  and  anterior  descending  coronary  arteries  is 
usually  2 mm.  in  diameter  which  is  about  two  or 
three  times  the  diameter  of  a common  pin.  Ex- 
amples of  typical  patients  requiring  aortocoronary 
artery  vein  bypass  are  presented. 

Case  reports 

Case  1.  Vein  bypass  for  angina  and  prior  myo- 
cardial infarction.  A fifty-year-old  male  sustained 
a posterior  myocardial  infarction  one  year  prior 
to  hospital  admission.  The  patient  had  progressive 
exertional  angina  relieved  with  nitroglycerin.  The 
physical  examination  findings  were  normal.  The 
electrocardiogram  indicated  an  old  posterior  myo- 
cardial infarction.  Selective  coronary  arterio- 
grams indicated  stenotic  left  anterior  descending 
and  right  coronary  arteries  (Fig.  2).  The  left  ven- 
triculogram indicated  akinesia  of  the  posterior 
base,  but  tbe  remainder  of  the  heart  contracted 
well.  The  left  ventricular  end-diastolic  pressure 
was  normal. 

A double  aortocoronary  artery  vein  bypass  was 
performed  between  the  ascending  aorta  and  the 
distal  right  coronary  artery  and  to  the  middle  of 
the  left  anterior  descending  coronary  artery.  The 

971 


FIGURE  2.  Preoperative  selective  coronary  arteriograms  (A)  Stenosis  of  the  left  anterior  descending  coronary  artery 
(right  anterior  oblique  view)  (B)  Stenosis  of  the  right  coronary  artery  (left  anterior  oblique  view). 
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FIGURE  3.  Preoperatively  ischemic  myocardial  metab- 
olism of  lactate  production  occurred  during  ventricular 
pacing  to  140.  Two  weeks  postoperatively  normal  lac- 
tate extraction  persisted  during  pacing. 


patient  has  had  no  angina  since  operation.  Im- 
provement in  lactate  metabolism  during  ventric- 
ular pacing  was  documented  forty-eight  hours 
postoperatively  (Fig.  3).  The  postoperative 
arteriogram  indicated  good  bidirectional  runoff 
of  blood  into  the  proximal  and  distal  coronary 
artery  at  the  site  of  each  anastomosis  (Fig.  4). 

Case  2.  Vein  bypass  for  left  ventricular  failure. 
A triple-vein  bypass  was  performed  on  a patient 
in  congestive  left  heart  failure.  This  fifty-one- 
year-old  male  had  angina  six  years,  3 prior  myo- 
cardial infarctions,  and  over  the  past  months  left 


and  right  congestive  heart  failure  had  developed. 
Thirty  pounds  of  edema  fluid  were  removed  by 
diuresis  during  the  month  prior  to  operation. 
Coronary  arteriogram  indicated  a left  ventricle  with 
diffuse  hypokinesia  of  its  walls.  The  preoperative 
left  ventricular  end-diastolic  pressure  was  ele- 
vated to  35  mm.  Hg  (normal  is  less  than  10  mm. 
Hg).  Three  vein  bypasses  were  performed  to  the 
right,  left  anterior  descending,  and  lateral  marginal 
branch  of  the  circumflex  coronary  arteries  respec- 
tively. Angiography  two  weeks  after  operation 
confirmed  patency  of  the  three  vein  grafts  (Fig.  5). 
The  left  ventricular  end-diastolic  pressure  was  re- 
duced to  12  mm.  Hg  correlating  well  with  the  pa- 
tient’s excellent  clinical  exercise  tolerance. 

Results  of  aortocoronary 
artery  vein  bypass 

In  the  past,  the  results  of  coronary  artery  sur- 
gery have  been  clouded  with  testimonials  proclaim- 
ing improvements  which  could  be  equaled  by  a 
placebo  or  sham  operation.  Objective  evaluation 
of  the  vein  bypass  graft  operation  has  given  us 
definitive  evidence  of  hemodynamic  improvement. 
Parameters  studied  include  immediate  blood  flow, 
post-operative  vein  graft  angiograms,  lactate 
metabolism,  and  exercise  tolerance. 

Prior  to  closing  the  sternotomy,  an  electromag- 
netic blood  flow  meter  was  applied  to  the  vein 
grafts.  An  average  of  70  mm.  of  blood  flow  per 
minute  per  graft  occurred.  Saltiel  et  al.  demon- 
strated that  installation  of  papaverine  increased 
the  flow  into  the  myocardial  bed  in  grafts  which 
have  effective  revascularization.  These  two 
parameters  give  evidence  of  immediate  effective 
myocardial  revascularization. 

Postoperative  selective  vein  graft  arteriograms 
are  performed  routinely  prior  to  discharge  from  the 
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after  operation.  (A)  Left  anterior  descending  (lateral  view).  (B)  Right  coronary  artery  (right  anterior  oblique  view). 


hospital.  In  the  last  80  vein  graft  angiograms  our 
early  patency  rate  was  90  per  cent. 

The  late  patency  of  vein  grafts  have  been  demon- 
strated for  three  to  four  years  postoperatively  by 
Johnson  and  Lepley.®  The  late  patency  rate  has 
been  about  90  per  cent  of  the  vein  grafts  at  the 
end  of  one  year.  Patency  rates  were  influenced 
by  three  factors:  the  technic  of  the  anastomosis, 
the  distal  runoff  as  determined  by  the  area  the 
myocardium  supplied,  and  the  amount  of  scarring 
within  the  myocardium.  In  our  experience,  the 
patency  rates  were  related  to  the  diameter  of  the 
coronary  artery.  Two-  or  3-mm.  diameter  lumen 


arteries  had  a 95  per  cent  patency  versus  75  per 
cent  rate  for  1-mm.  arteries.  An  artery  with  a 1- 
mm.  lumen  is  about  the  diameter  of  the  ball  in  the 
ball  point  pen.  The  improvement  in  blood  flow 
and  presence  of  patency  by  arteriogram  is  exciting, 
but  skeptics  may  say  the  blood  is  of  no  value  to 
the  myocardium.  Objective  tests  of  metabolism 
answer  this  skepticism. 

Lactate  metabolism.  The  use  of  lactate  me- 
tabolism and  exercise  tolerance  t6sts  provide  objec- 
tive measurements  for  demonstrating  improve- 
ment in  myocardial  function.  Our  experiences 
with  metabolism  tests  were  summarized  by  the 


FIGURE  5 Triple-vein  graft  angiograms  obtained  two  weeks  after  operation  for  heart  failure.  (A)  Right  (left  anterior  i 
oblique  view).  (B)  Left  anterior  descending  (right  anterior  oblique  view).  (C)  Diagonal  branch  of  left  anterior  de-j 
scending  (right  anterior  oblique  view)  t 
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first  example  presented  (Fig.  3).  The  patient  in 
Case  1 with  angina  who  had  a successful  double- 
vein bypass  was  studied  before  and  after  opera- 
tion. Preoperatively,  at  rest,  he  had  no  angina, 
S-T  depression  by  electrocardiogram,  or  lactate 
production  in  the  myocardium.  Preoperatively, 
during  ventricular  pacing  at  a rate  of  140  beats 
per  minute,  the  patient  developed  angina,  2 mm. 
S-T  depression  by  electrocardiogram,  and  lactate 
production  into  the  coronary  sinus.  The  tests  were 
repeated  forty-eight  hours  after  successful  double- 
vein bypass  operation.  During  ventricular  pacing 
to  140  beats  per  minute  after  operation  no  angina, 
S-T  depression,  or  lactate  production  occurred. 
The  data  were  interpreted  to  demonstrate  reversal 
of  ischemic  myocardial  metabolism. 

Exercise  tolerance.  Bicycle  ergometry  provides 
an  objective  measurement  of  exercise  tolerance. 
Improved  myocardial  function  was  demonstrated 
by  Manley  et  al.^^  six  weeks  postoperatively  in  a 
study  of  33  patients. 

A striking  example  of  failure  to  improve  exercise 
tolerance  after  unsuccessful  vein  graft  and  im- 
provement after  successful  reoperation  is  shown 
in  the  following  case  of  Manley’s.  Preoperatively 
the  left  ventricular  end-diastolic  pressure  was  12 
mm.  Hg  rising  to  21  and  30  mm.  Hg  at  300  and 
450  kilograms-pound-meter  respectively  on  the 
bicycle  ergometer;  450  kilograms-pound-meter 
of  exercise  is  approximately  equal  to  walking  three 
flights  of  stairs.  After  the  first  vein  bypass  op- 
eration, the  patient’s  symptoms  were  noted  to  be 
worse,  correlating  with  the  increased  left  ventricu- 
lar end-diastolic  pressure  during  exercise.  The 
angiogram  confirmed  vein  graft  occlusion.  The 
patient  was  reoperated  on,  and  subsequent  angio- 
grams indicated  patent  vein  grafts.  After  this 
second  operation,  exercise  tolerance  tests  with 
bicycle  ergometry  were  performed  the  third  time. 
The  left  ventricular  end-diastolic  pressure  was  a 
normal  8 mm.  Hg  and  rose  only  to  14  mm.  Hg  dur- 
ing 450  kilograms-pound-meter  exercise.  This  was 
a beautiful  example  of  a controlled  placebo-like  op- 
eration (a  clotted  vein)  compared  with  the  effect 
of  a patent  vein  graft  after  reoperation. 

Survival.  Immediate  results  at  our  hospital  in- 
dicate 95  per  cent  survival  rates  and  90  per  cent 
patency  rates  in  the  last  80  vein  grafts.  Hospital 
survival  is  related  to  ventricular  function  (Table  I). 
Persons  who  have  angina  and  prior  myocardial 
infarction  with  a good  myocardium  demonstrated 
by  ventriculogram  and  normal  left  ventricular  end- 
diastolic  pressure  and  dorsalis  pedis  had  a 99  per 
cent  survival  rate.  Persons  who  have  the  history 
of  angina  and  old  infarction,  but  moderate  function 
by  ventriculogram,  had  a 95  per  cent  survival  rate. 
In  a series  of  130  cases  operated  on  by  Carlson 
(in  New  York,  and  with  W.  D.  Johnson,  M.D., 
Milwaukee),  patients  with  left  ventricular  failure 
and  poor  myocardial  function  as  evidenced  by 


TABLE  I.  Aortocoronary  vein  grafts 


Symptoms 

Per  Cent 
Survival 
After 
Vein 

Ventriculogram  Grafts 

Angina  and  old  myocardial 
infarction 

Good  myocardium  99 -f 

Angina  and  old  myocardial 

Fair  myocardium  95 

infarction 

hypokinesia  or 
akinesia) 

Left  heart  failure 

Poor  myocardium  70  to  85 
(dyskinesia  or 
akinesia) 

dyskinesia  or  akinesia  had  a lower  survival  rate  of 
70  to  85  per  cent.  This,  however,  is  still  considered 
to  be  much  better  than  their  nonoperative  survival 
rate. 

Correction  of  structural  defects.  The  surgery 
for  complications  of  myocardial  infarction  includes 
repair  of  structural  defects,  such  as  ventricular 
aneurysm,  akinesia,  ruptured  papillary  muscle 
with  mitral  valve  regurgitation,  ventricular  septal 
defect,  and  correction  of  heart  block.  The  im- 
mediate repair  of  structural  defects  following 
myocardial  infarction  by  ventricular  resection  or 
immediate  vein  bypass  operation  is  being  per- 
formed as  a research  project  in  our  hospital  and 
probably  will  soon  be  practical  for  routine  clinical 
use. 

Summary 

The  direct  revascularization  of  ischemic  myo- 
cardium by  aortocoronary  artery  bypass  with  vein 
grafts  safely  provides  immediate  blood  supply  as 
demonstrated  by  flow  meter  and  angiography. 

Examples  of  patients  with  angina,  prior  myo- 
cardial infarction,  or  heart  failure  who  underwent 
selective  coronary  arteriography  for  precise  ana- 
tomic diagnosis  and  elective  aortocoronary  artery 
bypass  with  vein  grafts  are  presented. 

Clinically  improved  myocardial  function  was 
demonstrated  by  reversal  of  ischemic  lactate  me- 
tabolism, reduction  of  left  ventricular  end-diastolic 
pressure,  and  improved  exercise  tolerance  by  bi- 
cycle ergometry.  Ninety  per  cent  vein  graft  pa- 
tency and  95  per  cent  survival  rates  in  the  last  80 
vein  grafts  indicate  the  effectiveness  and  relative 
safety  of  the  operation. 

The  purpose  of  aortocoronary  artery  vein  bypass 
graft  is  to  save  myocardium  and  thus  reduce  the 
incidence  of  myocardial  ischemia,  infarction,  and 
premature  death. 

Department  of  Surgery 

The  New  York  Hospital-Cornell  Medical  Center 
525  East  68th  Street 
New  York,  New  York  10021 
(DR.  CARLSON) 
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PATTERNS  OF 
PENTAZOCINE 
ABUSE  AND 
ADDICTION 


The  abuse  and  addiction  liability  of  pentazocine  is 
pointed  out.  On  the  basis  of  the  drug  histories  of 
three  groups  of  drug  users,  combined  with  field 
investigation  and  a search  of  the  medical  literature, 
patterns  of  pentazocine  abuse  and  addiction  are 
isolated.  Not  only  is  pentazocine  found  to  be  a 
drug  of  addiction,  but  among  such  cases  of  addic- 
tion, it  Ls  found  to  be  a drug  of  preference  for  some, 
and  a drug  of  substitution  for  others.  A pattern  of 
addiction  through  medical  onset  is  discussed  and  a 
case  history  presented.  Among  the  nonaddicted 
users,  pentazocine  Ls  found  to  be  both  a drug  of 
simultaneous  abuse  and  a drug  of  temporary  experi- 
mentation. Almost  all  pentazocine  being  diverted 
for  abuse  is  obtained  as  a result  of  physician  over- 
prescribing, pharmacists  overfilling  prescriptions, 
and  inadequate  internal  control  of  institutional  drug 
supplies. 


JAMES  A.  INCIARDI,  M.A. 

New  York  City 

CARL  D.  CHAMBERS.  Ph  D. 

New  York  City 

Deputy  Director  of  Research  (Mr  Inciardi).  and  Director  of 
Research  (Dr  Chambers),  New  York  State  Narcotic  Addiction 
Control  Commission 

Since  the  first  reports  of  the  synthesis  and  testing 
of  pentazocine  at  the  Sterling-Winthrop  Research 
Institute  almost  a decade  ago,  there  has  been  a 
polarization  among  many  drug  companies,  clini- 
cians, and  researchers  regarding  the  abuse  liability 
of  the  drug.'--  Praised  in  the  popular  media  as  a 
nonaddicting  substitute  for  morphine,  pentazocine 
is  an  effective  analgesic  which  appears  to  have  a 
more  rapid  onset  than  does  morphine,  and  as  an 
antagonist,  it  will  not  substitute  for  morphine  in  a 
morphine-dependent  individual. The  World 
Health  Organization  Expert  Committee  on  De- 
pendence-Producing Drugs,  during  their  1965 
session  in  Geneva,  concluded  that  there  was  little 
likelihood  of  pentazocine  being  abused,  that  it  pre- 
sented no  significant  risk  to  public  health,  and  that 
there  was  no  need  at  that  time  for  narcotics  control 
of  pentazocine  either  internationally  or  nationally.® 
In  July,  1967,  the  Food  and  Drug  Administration 
granted  permission  to  market  pentazocine  (Tal- 
win). 

A major  thrust  of  the  advertising  for  pentazocine 
has  been  that  it  is  an  analgesic  which  may  be  ef- 
fectively used  in  place  of  other  narcotic  analgesics 
without  being  subject  to  narcotic  controls,  and  in- 
dicative of  the  widespread  use  of  the  drug,  pentazo- 
cine was  recently  reported  as  being  one  of  the  100 
most  prescribed  drugs  in  the  United  States.® 
While  clinical  findings  of  psychic  craving, 
euphoria,  tolerance,  and  dependence  have  been 
reported,  those  who  would  oppose  controls  for 
pentazocine  insist  that  the  addiction  liability  is 
minimal,  or  that  the  potential  for  abuse  is  centered 
only  among  those  persons  who  are  “addiction- 
prone”  and  have  misused  other  drugs. 

Much  of  the  confusion  and  multiple  contradic- 
tions which  are  apparent  in  the  medical  literature 


can  be  traced  to  the  fact  that  the  majority  of  the 
reports  are  based  on  limited  and  anecdotal  experi- 
ences or  on  a vested  interest  on  the  part  of  the 
writers.  Furthermore,  since  no  attempts  have 
been  made  to  undertake  a large-scale  assessment 
of  the  abuse  liability  of  pentazocine,  the  major 
questions  still  to  be  answered  are  centered  on 
whether  or  not  this  analgesic  can  produce  a “true” 
addiction,  and  in  what  ways  and  to  what  extent 
the  drug  is  being  misused. 

With  respect  to  the  former  question,  a recent 
report  of  a series  of  controlled  experiments  con- 
ducted at  the  Clinical  Research  Center  of  the 
National  Institute  of  Mental  Health,  Lexington, 
Kentucky,  is  suggestive  of  pentazocine’s  ability  to 
produce  dependence  and  addiction. This  series 
of  experiments  were  conducted  with  human  beings 
and  included;  (1)  single-dose  studies  for  subjec- 
tive effects;  (2)  precipitation  tests;  (3)  substitution 
tests;  and  (4)  direct  addiction  studies. 

The  results  indicated  not  only  that  pentazocine 
in  single  doses  will  produce  an  euphorogenic  effect, 
but  the  notion  was  also  supported  that  the  drug 
produces  physical  dependence  and  its  abstinence 
syndrome  is  associated  with  drug-seeking  behavior. 

In  an  effort  to  gain  further  insight  as  to  the 
structure  and  process  of  pentazocine  abuse,  the 
nature  and  extent  of  such  abuse  within  three  diver- 
gent groups  of  narcotic  addicts  was  determined. 
Specific  questions  relative  to  the  misuse  of  penta- 
zocine were  addressed  to  the  following: 

1.  All  1,096  narcotic  addicts  consecutively  ad- 
mitted to  the  Clinical  Research  Center  in  Lexing- 
ton, Kentucky,  as  part  of  the  N.A.R.A.  (Narcotic 
Addict  Rehabilitation  Act)  program  during  the 
period  May,  1967,  to  July,  1969; 

2.  All  273  narcotic  addicts  undergoing  detoxi- 
fication or  methadone  maintenance  treatment 
during  December,  1969,  under  the  N.A.R.P.  (Nar- 
cotic Addict  Rehabilitation  Program)  in  out- 
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TABLE  I.  Number  of  pentazocine  abusers  and  addicts  within  three  groups  of  narcotic  addicts 


Addict  Population 

Total 

Narcotic 

Addicts 

. — — Addicted ■ 

Number  Per  Cent 

. Use  Only 

Number  Per  Cent 

— Users  and  Addicts— 
Number  Per  Cent 

N.A.R.A.  (U.S.A.) 

1,096 

11 

1 

61 

5.6 

72 

6.6 

N.A.R.P.  (Philadelphia) 

273 

7 

2.6 

7 

2.6 

N.A.C.C.  (New  York) 

125 

1 

0.8 

1 

0.8 

Totals 

1,494 

11 

0.7 

69 

4.6 

80 

5.4 

TABLE  II.  Basic  demographic  characteristics  of  11  pentazocine  addicts 


Age 

(Years) 

Race 

(Sex) 

Residence 

Marital  Status 

Education 

(Years) 

Any  Illegal 
Activity 

Arrest 

History 

19 

White  (M) 

Miami,  Florida 

Single 

12 

Yes 

Yes 

21 

Negro  (M) 

Knoxville,  Tennessee 

Married 

10 

Yes 

Yes 

25 

White  (M) 

Norfolk,  Virginia 

Married  (addict  spouse) 

14 

Yes 

Yes 

27 

White  (M) 

Baltimore,  Maryland 

Separated 

8 

Yes 

No  data 

29 

White  (F) 

Louisville,  Kentucky 

Single 

15 

29 

White  (M) 

St.  Petersburg,  Florida 

Single 

8 

Yes 

Yes 

35 

White  (F) 

Richardson,  Texas 

Married 

10 

Yes 

Yes 

37 

White  (M) 

Baltimore,  Maryland 

Married 

14 

40 

White  (M) 

Indianapolis,  Indiana 

Married 

14 

46 

White  (M) 

Tuscaloosa,  Alabama 

Married 

10 

Yes 

Yes 

56 

White  (F) 

Tulsa,  Oklahoma 

Separated 

15 

patient  clinics  at  the  Philadelphia  General  Hospi- 
tal; and 

3.  A total  of  125  narcotic  addicts  undergoing 
treatment  during  June  and  July,  1970,  in  two  N.A.- 
C.C.  (New  York  State  Narcotic  Addiction  Control 
Commission)  facilities. 

While  narcotic  addicts  of  both  sexes  were  repre- 
sented in  the  N.A.R.A.  and  N.A.R.P.  populations, 
the  addicts  in  the  facilities  of  the  New  York  State 
Narcotic  Addiction  Control  Commission  were 
men.  The  incidence  of  use  of  pentazocine  among 
these  populations  of  narcotic  abusers  was  found  to 
be  relatively  infrequent  (Table  I).  Less  than  6 per 
cent  of  the  combined  patient  populations  had  ever 
abused  pentazocine,  and  slightly  less  than  1 per 
cent  had  become  addicted  as  the  result  of  this 
abuse.  On  the  basis  of  the  histories  of  pentazocine 
abuse  by  users  in  these  3 groups,  however,  com- 
bined with  the  nurtierous  case  reports  which  have 
appeared  in  the  medical  literature,  several  diver- 
gent patterns  of  pentazocine  abuse  and  addiction 
can  be  isolated. 

Drug  of  addiction 

Within  the  3 patient  groups  described,  11  pent- 
azocine abusers,  all  from  the  N.A.R.A.  program, 
had  become  physically  dependent  on  the  drug. 
Such  addiction  was  overwhelmingly  associated 
with  abusers  in  the  white  group,  especially  men. 
Of  the  11  cases,  64  per  cent  were  white  men,  27 
per  cent  were  white  women,  and  the  remaining  9 
per  cent  were  Negro  men.  Furthermore,  these 
patients  were  predominantly  from  southern  resi- 
dences with  intact  marriages,  had  above-average 
educations,  and  a median  age  of  twenty-nine  years 
(Table  II).  Only  1 of  these  patients  reported  that 
his  spouse  was  also  addicted  and  more  than  half 


reported  criminal  involvement  and  histories  of 
arrest. 

The  ages  of  onset  of  drug  abuse  for  the  11 
patients  ranged  from  thirteen  to  fifty  years  with  a 
mean  of  twenty-two  and  one-half  years,  and  the 
mean  duration  of  abuse  was  ten  and  one-half  years 
(Table  HI).  While  legtimate  medical  onset  was 
reported  in  only  3 (27  per  cent)  of  the  11  cases,  a 
legally  manufactured  and  distributed  drug  was  the 
onset  drug  in  9 (82  per  cent)  cases.  Furthermore, 
such  legally  manufactured  drugs  were  also  the 
primary  drugs  of  abuse  in  8 (73  per  cent)  cases, 
with  heroin  being  the  primary  drug  in  only  1 case. 

With  respect  to  the  first  drug  and  first  narcotic 
abused,  the  drug  and  narcotic  of  preference,  and 
the  drug  and  narcotic  most  frequently  abused, 
relevant  data  appear  in  Table  IV.  Pentazocine 
was  not  reported  either  as  the  first  drug  or  first 
narcotic  abused  by  the  11  addicts.  Injectable 
pentazocine,  however,  was  both  drug  and  narcotic 
of  preference  in  several  cases  and  was  reported  by 
some  as  a drug  and  narcotic  most  frequently 
abused.  The  table  also  suggests  that  extensive 
experimentation  and/or  use  of  other  drugs  was 
characteristic  of  this  group. 

An  additional  12  cases  of  pentazocine  addiction 
were  found  within  the  medical  literature  which 
were  described  in  sufficient  detail  to  permit 
analysis  and  among  these,  several  divergent  pat- 
terns of  addiction  were  apparent. 

Addiction  to  pentazocine  through  medical  onset 
was  characteristic  of  8 cases;  the  patients  were 
predominantly  women  ranging  in  age  from  twenty- 
seven  to  fifty-eight  years  (Table  V).  Dependence 
and  tolerance  had  been  observed  in  all  cases,  and 
abuse  dosages  were  as  high  as  1,500  mg.  per  day. 
These  patients  had  been  introduced  to  pentazocine 
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•Drugs  Abused  Other  Than  Pentazocine- 
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in  a hospital  setting  and  for  analgesic  purposes, 
yet  because  of  the  ready  availability  of  the  drug, 
they  increased  their  dosages  subsequent  to  dis- 
charge. While  most  of  these  persons  were  prone 
to  the  misuse  of  drugs,  most  (6  cases)  attempted 
self-detoxification  when  their  state  of  addiction 
had  been  realized. 

Drug  of  preference 

Of  the  remaining  4 cases  extracted  from  the 
literature,  3 patients  had  been  introduced  to  pent- 
azocine while  in  the  hospital  and  became  addicted 
subsequent  to  discharge  when  the  dosage  was  in- 
creased in  pursuit  of  the  drug’s  euphoric  effects. 
Pentazocine  was  perceived  to  be  a drug  of  prefer- 
ence in  1 of  these  cases.  A twenty- one-year-old - 
woman  college  student  abused  pentazocine  for  a 
period  of  four  months.  She  had  a previous  history 
of  drug  misuse  involving  the  use  of  narcotic  anal- 
gesics, sedative-hypnotic  drugs,  L.S.D.,  and  or- 
ganic solvents  and  inhalants.  In  spite  of  her  ready 
access  to  all  the  drugs  of  abuse,  pentazocine  was 
selected  as  her  drug  of  choice. 

Drug  of  substitution 

Pentazocine  represented  the  drug  of  substitution 
for  the  last  case  extracted  from  the  literature,  a 
heroin  addict  with  an  abuse  history  of  two  years. 
This  patient,  a twenty-seven-year-old  man,  substi- 
tuted pentazocine  for  heroin  during  a “panic,” 
when  the  latter  drug  was  in  short  supply  in  New 
York  City,  and  reported  the  drug’s  effect  to  be 
similar  to  that  of  codeine. 

The  potential  abuse  of  pentazocine  can  be  more 
readily  perceived  when  one  considers  that  in  some 
cases  pentazocine  was  the  only  drug  ever  abused  by 
the  addicted  person.  The  following  case  history 
encountered  at  a drug  treatment  clinic  for  ambu- 
latory patients  at  the  Philadelphia  General  Hospi- 
tal, exemplifies  hov/  in  some  cases  the  abuse  of 
pentazocine  can  be  attributed  to  its  ready  avail- 
ability and  to  the  insufficient  controls  placed  on 
its  sale  and  distribution. 

Case  report 

A twenty-two-year-old  white  man  first  encount- 
ered pentazocine  in  1967  in  the  Philadelphia  Naval 
Hospital  where  he  was  recovering  from  a severe  leg 
wound  received  in  Vietnam.  He  had  received  an 
estimated  50  injections  of  morphine  and/or  meper- 
idine hydrochloride  (Demerol)  per  week  during  the 
initial  four  months  of  surgical  procedures  to  repair 
his  leg.  The  narcotics  were  abruptly  stopped  after 
four  months,  and  while  he  reportedly  “wanted  a 
shot,”  he  was  in  no  discernible  physical  distress. 
After  being  transferred  to  a less  intensive-care 
ward  for  recuperation,  the  patient  was  approached 
by  the  hospital  corpsmen  to  purchase  a “shot”  of 
pentazocine  to  reduce  any  residual  pain  and  to  get 
a “tremendous  high”  which  would  alleviate  the 
boredom  on  the  ward. 
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Age  Race  Onset  ■ Most  Preferred  (Route) • • — -Most  Frequently  Abused  (Route) 

(Years)  (Sex)  Fii-st  Drug  First  Narcotic  Of  all  Drugs  Narcotic  Of  all  Drugs  Narcotic 
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White  (M)  Meperidine  hydro-  Meperidine  hydro-  Hydromorphone  (in-  Hydromorphone  (in-  Methadone  hydro-  Methadone  hydro- 
chloride chloride  tramuscular,  sub-  tramuscular,  sub-  chloride  (intra-  chloride  (intra- 

cutaneous)  cutaneous)  muscular,  sub-  muscular,  sub- 
cutaneous) cutaneous) 


TABLE  V.  Abuse  characteristics  of  8 pentazocine  addicts  initiated  through  medical  onset 


Age 

(Sex) 

Abuse 
Dose 
(Mg.  Per 
Day) 

Length 

of 

Abuse 

(Months) 

Euphoric 

Tolerance 

Dependence 

Route 

Drug  History 

59  (M) 

600 

4.5 

Yes 

Yes 

Yes 

Subcutaneous,  in- 
travenous, oral 

Narcotic  analgesics 

24  (F) 

120  to  720 

No  data 

Yes 

Yes 

Yes 

Intramuscular,  in- 
travenous 

No  data 

27  (F) 

135  to  960 

12 

No  data 

Yes 

Yes 

No  data 

Medicine,  misuse 

30  (F) 

135  to  960 

12 

No  data 

Yes 

Yes 

No  data 

Medicine,  misuse 

48  (F) 

135  to  960 

12 

No  data 

Yes 

Yes 

No  data 

Medicine,  misuse 

58  (F) 

135  to  960 

12 

No  data 

Yes 

Yes 

No  data 

Medicine,  misuse 

39  (F) 

1,500 

Several 

No  data 

Y es 

Yes 

Intramuscular 

Marihuana 

Young  (F) 

60  to  270 

2 

Yes 

Yes 

Yes 

Subcutaneous 

None 

The  patient  rationalized  the  illicit  purchase  and 
use  of  the  drug  at  three  levels:  (1)  the  physicians 

were  no  longer  prescribing  medication  for  him  even 
though  his  leg  still  “bothered”  him;  (2)  he  had  not 
experienced  any  withdrawal  from  the  morphine 
and  meperidine  hydrochloride,  and  he  knew  both 
to  be  addicting  drugs  while  the  pentazocine  was 
not  addicting;  and  (3)  most  of  the  patients  sharing 
his  ward  were  amputees  who  had  been  there  for 
extended  periods  of  time  and  had  been  using 
pentazocine  for  several  months  and  reported  no  ill 
effects.  With  this  rationale,  the  patient  began 
purchasing  1 cc.  of  pentazocine  from  the  corpsmen 
who  would  administer  the  drug  by  injection  intra- 
muscularly. There  was  reportedly  no  internal  con- 
trol of  the  drug  at  this  hospital,  so  the  drug  was 
always  available  for  purchase  at  $5.00  per  1 cc. 

After  four  months  of  regular  abuse  of  pentazo- 
cine, the  patient  was  injecting  1 cc.  every  three  or 
four  hours  during  the  day  but  none  during  the 
night.  While  he  was  still  paying  only  $5.00  per 
day  for  the  increased  dosage,  the  corpsmen  were 
not  always  available  to  administer  the  injections 
and  had  taught  him  to  prepare  for  and  complete 
the  injections  intramuscularly  into  his  thighs  and 
arm.  At  approximately  this  time,  he  was  dis- 
charged from  the  hospital  for  further  recuperation 
at  his  home  in  a suburban  community  of  Phila- 
delphia. At  the  time  of  discharge,  the  corpsmen 
sold  him  a large  number  of  syringes  and  vials  of 
injectable  pentazocine.  In  addition,  the  corpsmen 
provided  a number  of  prescription  blanks  and 
taught  him  to  forge  prescriptions  for  additional 
pentazocine. 

Within  three  months  after  discharge  from  the 
hospital,  the  patient  had  increased  his  daily  dose 
to  10  cc.  in  1-cc.  injections.  At  this  level,  he  was  no 
longer  receiving  any  euphoric  effects  and  was  tak- 
ing the  drug  solely  to  prevent  the  onset  of  with- 
drawal. He  was  able  to  secure  the  drug  from  phar- 
macists who  did  not  question  his  forged  prescrip- 
tions. He  was  even  able  to  find  a “sympathetic” 
pharmacist  in  his  local  community  who  would  re- 
fill his  prescriptions  30  to  40  times.  In  fact,  this 
pharmacist  was  providing  him  and  2 other  pent- 


azocine addicts  with  a total  of  50  10-cc.  vials  of 
pentazocine  every  week. 

The  patient  maintained  a stabilized  dose  of  10 
cc.  per  day  for  approximately  six  months.  At  this 
time  the  pharmacist-supplier  questioned  the  legiti- 
macy of  his  continuing  to  use  such  high  doses.  He 
became  embarrassed  at  the  confrontation  and  the 
implication  that  he  was  an  “addict”  and  decided 
to  reduce  his  daily  dose.  During  a brief  attempt  at 
reducing  the  dose,  he  ingested  a daily  total  of  650 
mg.  of  propoxyphene  hydrochloride  (Daryon) 
to  alleviate  his  withdrawal  distress.  After  a few 
days,  he  reverted  to  injections  of  pentazocine  at 
approximately  the  same  level  of  10  cc.  daily. 
W'hile  he  would  on  occasion  attempt  to  replace  the 
injections  with  comparable  oral  doses  of  pent- 
azocine, the  oral  doses  produced  too  much  nausea 
to  continue. 

To  prevent  any  further  embarrassment  by  ap- 
proaching the  local  pharmacist,  the  patient  began 
shopping  for  drugs  in  all  pharmacies  within  a 30-  to 
40-mile  radius  of  his  home.  After  approximately 
three  months  of  “hassling”  for  the  drug,  he  finally 
admitted  to  himself  that  he  was  addicted  and 
sought  admission  to  a private  hospital  which 
specialized  in  the  therapeutic  community  ap- 
proach to  the  treatment  ©f  alcoholism  and  all  drug 
addictions. 

The  patient  was  required  to  detoxify  without  the 
assistance  of  any  medication.  He  reported  his 
withdrawal  symptoms  to  be  nausea  but  without 
vomiting,  complete  loss  of  appetite,  inability  to 
sleep,  constant  sweating,  and  intermittent  periods 
of  tenseness,  nervousness,  depression,  and  anxiety. 
After  nine  days  he  illegally  secured  a supply  of 
pentazocine  from  a neighboring  pharmacy, 
which  he  injected  for  three  days  until  his  supply 
was  depleted.  He  spent  the  next  four  days 
attempting  to  complete  detoxification  before  he 
attempted  to  secure  a second  supply  of  drugs  from 
the  same  pharmacist  who  had  him  arrested.  Al- 
though he  was  released  on  bail,  the  hospital  re- 
fused to  take  him  back  into  treatment.  He  again 
became  addicted  and  accepting  the  fact  that  he 
was  an  addict  sought  treatment  at  a Veteran’s 
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TABLE  VI.  Distribution  (race  and  sex)  of  69  narcotic 
addicts  who  simultaneously  abused  pentazocine 
(N.A.RA.,  N.A.R.P.,  and  N.A.C.C.)* 


Race 

(Sex) 

Number 

Per  Cent 

White  (M) 

33 

47.8 

White  (F) 

14 

20.3 

Negro  (M) 

18 

26.1 

Negro  (F) 

4 

5.8 

All  White 

47 

68.1 

All  Negro 

22 

31.9 

All  Male 

51 

73.9 

All  Female 

18 

26.1 

Totals 

69 

100 

* Distributions  not  fully  representative  since  N.A.C.C.  group  was  all 
male. 


Administration  hospital  where  he  was  referred  to 
an  outpatient  clinic  for  rehabilitating  narcotic 
addicts  at  Philadelphia  General  Hospital.  At  the 
time  of  the  authors’  last  contact  with  him,  he  had 
been  paying  weekly  visits  to  the  outpatient  clinic 
for  approximately  five  months  and  was  responding 
well  to  a regimen  which  included  long-term  ambu- 
latory detoxification  with  low  doses  of  methadone. 

While  this  patient  was  able  to  report  that  “sever- 
al” of  the  wounded  veterans  on  his  hospital  ward 
had  used  pentazocine  as  much  or  more  than  he  and 
that  he  also  knew  “several”  addicts  on  the  streets 
using  only  pentazocine,  we  do  not  have  the  means 
of  ascertaining  the  prevalence  of  this  type  of  pent- 
azocine abuse.  As  demonstrated  in  this  case,  the 
drug  has  an  euphorogenic  effect,  there  exists  a mis- 
taken belief  that  it  is  nonaddicting,  there  is  a high 
degree  of  accessibility,  and  there  are  inadequate 
regulatory  controls  on  its  distribution;  all  are  fac- 
tors that  can  combine  with  the  strong  potential  of 
creating  a population  of  addicted  persons  who 
could  be  highly  visible  in  the  near  future.  As  such, 
this  type  of  pentazocine  abuse  is  reminiscent  of  the 
patterns  of  abuse  which  have  also  been  docu- 
mented for  propoxyphene  hydrochloride,  glute- 
ihimide,  and  meprobamate. 

Simultaneous  drug  abuse 

Within  the  three  study  groups  described,  there 
were  69  pentazocine  abusers  (4.6  per  cent)  who 
used  the  drug  but  with  insufficient  extent  and 
duration  to  become  addicted.  Such  abuse  was  not 
necessarily  on  a regular  basis  but,  rather,  simul- 
taneously with  and  incidental  to  the  dominant 
patterns  of  abuse. 

Examination  of  these  69  cases  suggests  that  the 
abuse  of  pentazocine  is  not  necessarily  a localized 
phenomenon,  in  that  24  states  and  the  District  of 
Columbia  were  represented.  Furthermore,  as  with 
the  first  cohort  of  pentazocine  addicts  described, 
the  simultaneous  abuse  of  pentazocine  was  more 
often  an  activity  of  white  men.  Table  VI  shows 
almost  half  of  the  abusers  were  of  this  race-sex 
group,  more  than  two  thirds  of  all  simultaneous 
abusers  were  white,  and  women  represented  only 
26  per  cent  of  the  cases.  Ages  for  these  69  abusers 


ranged  from  eighteen  to  fifty-six  years  with  a mean  | 
of  29.1  years. 

With  respect  to  initial  drug  experiences.  Table 
VII  indicates  that  39.1  per  cent  began  their  careers 
by  smoking  marihuana,  5.8  per  cent  by  sniffing 
glue,  and  2.9  per  cent  by  “snorting”  heroin.  The 
remaining  52.2  per  cent  began  abusing  drugs  with  i 
one  of  the  drugs  which  is  legally  manufactured 
and  distributed.  ] 

Analysis  of  the  first  narcotic  drugs  ever  abused  \ 
by  the  simultaneous  pentazocine  abusers  suggests 
a rather  unique  onset  pattern  in  that  75.4  per  cent 
began  their  careers  in  the  use  of  narcotics  with  one 
of  the  legally  manufactured  and  distributed  drugs. 

Of  these,  as  many  as  34.8  per  cent  began  with 
codeine  or  cough  syrups  with  codeine  bases,  while 
only  24.6  per  cent  were  initially  exposed  to  narcot- 
ics with  heroin.  Only  three  patients  (4.3  per  cent) 
were  initiated  into  their  careers  of  narcotic  addic- 
tion with  pentazocine.  Although  the  drugs  which 
are  legally  manufactured  and  distributed  were 
most  often  the  narcotics  of  onset,  heroin  sub- 
sequently became  the  most  frequently  abused 
narcotic  (55.1  per  cent).  This  frequency  of  heroin 
abuse,  however,  was  lower  than  previous  studies 
would  suggest  for  this  nationwide  sample,  in  that 
it  had  represented  the  most  frequently  abused  drug 
for  67.1  per  cent  of  the  2,213  addict  patients  admit- 
ted to  Lexington  and  Fort  Worth  centers  during 
1965.25 

Drug  of  temporary  experimentation 

In  the  previous  discussion  of  simultaneous 
abusers,  it  was  noted  that  among  the  69  cases,  24  . 

states  and  the  District  of  Columbia  were  repre- 
sented. Although  this  suggests  that  knowledge  of 
pentazocine  as  a drug  of  abuse  might  be  wide-  ' 
spread,  the  data  discussed  in  this  study  suggest  * 
that  actual  usage  of  pentazocine  has  been  localized 
in  specific  addict  populations.  Nevertheless,  it  ' 
is  hypothesized  that  as  with  any  new  drug  of  abuse, 
a certain  degree  of  experimentation  with  pentazo- 
cine will  occur,  and  during  that  process,  knowledge 
of  the  drug  and  its  effects  will  be  widely  dis- 
seminated to  addict  and  abuser  populations. 

This  notion  is  somewhat  substantiated  in  that 
experimental  use  was  detected  during  the  course 
of  field  investigations  incidental  to  this  study.  Six 
heroin  addicts  who  had  experimented  with  penta- 
zocine were  encountered  in  New  York  City’s  Green- 
wich Village.  In  this  instance,  pentazocine  tablets 
had  been  brought  from  Chicago  by  a twenty-four- 
year-old  white  man.  Only  one  addict  preferred  the 
drug  to  heroin,  and  the  duration  of  abuse  was  ex- 
tremely short.  Of  the  6 cases,  4 were  Puerto  Rican 
men  ranging  in  age  from  eighteen  to  twenty-five 
years,  1 was  a white  man,  age  twenty-five,  and  1 
was  a twenty-five-year-old-white  woman. 

Comment 

The  patterns  of  abuse  described  in  this  study. 
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TABLE  VII.  Patterns  of  drug  use  among  narcotic  addicts  who  simultaneously  abused 
pentazocine  (N.A.R.A.,  N.A.R.P.,  and  N.A.C.C.) 


Drugs 

F'imt  Drug . 

Number  Per  Cent 

, First  N 

Number 

arcotic ■ 

Per  Cent 

Most  Frequent  Narcotic 
Number  Per  Cent 

Narcotic  analgesics 
Heroin 

2 

2 9 

17 

24.6 

38 

55.1 

Morphine 

3 

4.3 

4 

5.8 

5 

7.2 

Meperidine  hydrochloride 

5 

7.2 

6 

8.7 

10 

14.5 

Dilaudid 

1 

1.4 

3 

4.3 

Dihydrocodeinone 

1 

1.4 

Dihydrocodeine 

1 

1.4 

1 

1.4 

Codeine’" 

13 

18.8 

24 

34.8 

4 

5.8 

Methadone  hydrochloride 

1 

1.4 

Paregoric 

2 

2.9 

3 

4.3 

1 

1.4 

Oxymorphone 

1 

1.4 

2 

2.9 

3 

4.3 

Pentazocinet 

3 

4.3 

1 

1.4 

Pro poxy phene t 

3 

4.3 

8 

11.6 

Sedative-Hypnotics 

2 

2.9 

Relaxants-T  ranciuilizere 

2 

2.9 

Stimulants 

4 

5.8 

Marihuana 

27 

39.1 

Psychotogenic 

Inhalants 

4 

5.8 

No  data 

2 

2.9 

Totals 

69 

100 

69 

100 

69 

100 

♦Includes  courK  syruiw  which  contain  codeine. 

t Classed  as  “narcotic  analResics”  base<l  on  existing  evidence  which  suggests  their  ability  to  produce  physical  dependence  and  tolerance. 


that  is  the  specific  age-race-sex  cohorts  most  deep- 
ly involved,  their  drug  histories,  the  technics  of 
administering  the  drugs,  and  the  geographic  dis- 
tribution of  the  abusers,  suggest  that  the  greatest 
potential  for  abuse  falls  within  the  medical-medi- 
cine context.  A lack  of  interest  in  pentazocine 
seems  to  be  shared  by  the  “heroin  street  addict,” 
and  few  instances  of  pentazocine  being  offered  for 
sale  on  the  illegal  market  have  been  isolated. 

A somewhat  greater  interest  in  pentazocine  is 
indicated  by  narcotic  “medicine”  abusers.  Pent- 
azocine being  diverted  for  abuse  was  obtained  as  a 
result  of  physicians  overprescribing,  pharmacists 
overfilling  prescriptions,  and  inadequate  control 
of  institutional  drug  supplies.  Furthermore,  the 
confusion  among  professional  people  and  the 
public  concerning  the  addiction  liability  of  the 
drug,  combined  with  its  ready  availability  in  a 
legal  market,  seem  to  have  contributed  to  the 
increasing  incidence  of  abuse  and  addiction. 

1855  Broadway 

New  York,  New  York  10023 
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Although  the  main  application  of  x-rays  lies  in 
the  field  of  medicine,  radiographic  visualization  of 
things  other  than  living  structures  or  systems  is  a 
common  practice.  Industrial  x-rays  and,  lately, 
gamma  rays  and  neutron  exposures  are  used  to  de- 
tect defects  in  critical  areas  of  important  parts, 
especially  in  the  aerospace  industry.  The  neutrons 
are  able  to  show  things  x-rays  cannot  because  they 
react  not  with  an  atom’s  electrons,  as  x-rays  do, 
but  with  its  nucleus.  This  results  in  a broader 
visual  spectrum  of  penetration  of  materials  of 
varied  atomic  weight  in  the  same  picture,  for 
example,  plastic,  glass,  and  rubber  shown  along 
with  heavier  metallic  parts.  Neutrography  so  far 
has  had  a limited  application  because  of  im- 
mobility of  the  reactors,  although  its  future  po- 
tential is  very  great.  Even  paintings  and  statues 
do  not  escape  the  penetrating  sometimes  indiscreet 
analysis  of  radiography.  Alterations  and  faults, 
otherwise  unnoticed  even  on  careful  inspection, 
become  apparent  in  the  radiograph.  Structural 
characteristics  peculiar  to  one  artist  or  school  may 
be  revealed  in  the  radiograph  which  is  helpful  in 
the  determination  of  authenticity.'  It  might  be 
of  interest  that  the  x-ray  films  of  the  famous  Pieta 
statue  by  Michelangelo  taken  prior  to  its  shipment 
to  the  New  York  World’s  Fair  showed  that  the 
fingers  of  the  Virgin’s  hand  had  once  been  broken 
and  later  reassembled  with  interior  pins.  This 
discovery  was  not  only  very  interesting  from  an 
artistic  point  of  view  but  also  useful  to  the  in- 
surance company.' 


While  radiography  is  a valuable  tool  in  science  and 
industry,  its  most  useful  application  is  in  the  field 
of  medicine.  There  are  no  limitations  to  its  use  in 
diagnosis,  investigation,  research,  and  teaching. 
Specimen  radiography,  in  particular,  facilitates 
pathologic  and  histologic  investigation  by  improved 
visualization  of  some  of  the  pathologic  aspects,  and 
the  technical  advantage  lies  in  its  ability  to  provide 
better  detail  than  is  possible  when  the  specimen  is 
within  the  body. 


X-ray  pictures  of  plants,  flowers,  animals,  or 
even  larger  insects  produced  with  a low-kilovolt 
technic  and  industrial  or  medical  x-ray  films  have 
been  used  scientifically  by  scientists,  radiologists, 
and  technicians  and  artistically  as  a hobby  over 
the  past  decades. 

Usual  technic 

Medical  film  in  cardboard  holders  is  used,  30  to 
40  kv.,  depending  on  the  thickness,  density,  and 
composition  of  the  specimen,  at  100  milliamperes, 
with  one  to  two-second  exposures,  at  a distance  of 
30  inches.  Multiple  views  of  the  repositioned 
specimen  are  taken,  and  wire  or  pins  are  used  for 
marking  specific  areas.  The  field  should  be  coned 
out  for  elimination  of  disturbing  secondary  radia- 
tion. 

Specimen  radiography 

There  are  no  limitations  to  the  use  of  human  or 
animal  specimen  radiography  for  diagnostic  cor- 
relation, investigation,  research,  and  teaching. 
Macro-  and  microradiographs  of  specimens  in  plain 
or  injected  material  using  barium,  iodine,  and 
contrast  medium  (Thorotrast)  made  contributions 
to  studies  of  anatomy,  physiology,  and  pathology. 
Specimen  radiography  has  been  used  in  micro- 
vascular  studies  using  rapid-freezing  technics  to 
preserve  the  initial  conditions,  in  studies  of  vas- 
cular alterations  in  irradiated  rabbit  kidneys,  and 
in  autoradiography  of  specimens  in  which  radio- 
active material  was  introduced  providing  their  own 
source  of  radiation  and  photographic  imprint.  '-^ 
These  are  just  a few  of  the  applications  of  specimen 
radiography. 

Model  and  phantom  radiography  is  an  easy 
means  of  studying  technical  projection  factors  and 
related  problems  encountered  in  vivo  with  the 
advantage  of  easier  handling  and  accessibility,  as 
in  the  case  of  nodular  lesions  of  the  colon  (Fig.  1).® 
Very  important  clinical  application  of  instrument 
radiography  has  arisen  with  the  use  of  pacemakers. 
A wire  fracture  or  deterioration  of  mercury  battery 
cells,  critical  to  the  patient,  can  be  easily  investi- 
gated and  clarified  by  radiographic  checking.  A 
defective  mercury  battery  cell  shows  irregularities 
in  the  central  core.® 


i 
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FIGURE  1.  Plastic  models  of  different  types  of  polypoid  lesions,  pedunculated  and  sessile.  Morphologic  study  and 
evaluation  of  technical  factors.  High  110  kv.  bring  out  lesions  to  best  advantage,  especially  small  disk-shaped,  ex- 
cavated, simulating  cancer  plaque  Arrow  (bottom  d)  points  to  insertion  of  pedicle. 


In  view  of  the  general  usefulness  of  specimen 
radiography  with  emphasis  on  medicine,  a few 
examples  are  selected  to  show  the  important,  at 
times  indispensable,  use  as  well  as  its  selective 
application  in  daily  medical  practice. 

Case  reports 

Case  1.  A sixty-one-year-old  woman  showed  ag- 


gregated punctate  calcifications  over  an  area  of  about 
0.5  cm.  in  a central  portion  of  the  breast  without  pre- 
senting a dominant  mass,  hypervascularity,  and  other 
signs  of  definite  cancer.  The  surgeon  felt  slight  indura- 
tion in  the  area  pointed  out  by  the  mammograms  and  re- 
sected this  portion  of  the  breast.  A radiograph  of  the 
specimen  was  made,  and  the  area  of  calcification  was 
marked  with  a fine  wire  for  histologic  dissection  (Fig.  2). 
These  calcifications  were  shown  to  lie  in  the  dilated  por- 
tion of  the  duct  with  surrounding  inflammatory  changes 
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FIGURE  2.  (A)  Radiograph  of  right  breast  showing  group  of  punctate  calcifications  without  dominant  mass.  (B) 

Radiograph  of  specimen  of  same  area.  Lesion  was  pointed  out  for  histologic  dissection  which  revealed  inflammatory, 
non-neoplastic  character  of  these  changes. 


FIGURE  3.  (A)  Radiograph  of  thickened  sclerotic  portion  of  cortex  of  shaft  of  femur  with  central  radiolucency.  (B) 

Radiograph  of  resected  block  of  bone  containing  radiolucent  nidus.  Drill  holes  seen  on  right  side  of  specimen. 


but  without  signs  of  a malignant  process.  On  the  basis 
of  these  findings,  a limited  resection  was  found  adequate. 

Case  2.  A ten-year-old  boy  had  a half-year  history  of 
pain  in  the  lower  half  of  the  left  thigh  and  knee  which  be- 
came worse  at  night  or  after  he  was  active.  Roentgeno- 
grams of  the  bony  pelvis,  both  hip  joints,  and  both 
femora  including  both  knees  showed  a sclerotic  thicken- 
ing of  the  midposterior  portion  of  the  cortex  of  the  left 
femur  two  to  three  times  the  size  of  the  adjacent  shaft. 
The  thickening  extended  longitudinally  about  8 cm. 
distally.  A faint  oval  radiolucency,  10  to  5 mm.,  without 
clear  central  calcification  was  seen  in  the  midportion  of 


thickened  cortex  (Fig.  3A).  Radiographic  diagnosis  was 
osteoid  osteoma  with  a typical  radiolucent  nidus  char- 
acteristic of  this  entity.  Laminagraphic  studies  were  not 
considered  necessary  since  the  diagnosis  was  obvious. 
The  lesion  was  topographically  correlated  with  skin  sur- 
face using  an  opaque  ruler  and  considering  the  magnifi- 
cation factor.  The  palpable  inner  margin  of  the  femoral 
condyle  was  used  as  a guide  line  for  skin  marker  and  in- 
cision. After  retraction  and  some  dissection  of  the  over- 
lying  structures,  the  bone  surface  was  reached  which 
offered  no  specific  clues  for  the  underlying  pathologic 
condition.  A drill  was  inserted  and  an  operative  scout 
film  showed  the  proper  topographic  correlation.  Two 
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additional  drill  holes  were  made  to  allow  passage  of  the 
osteotome  at  the  periphery  of  the  block  containing  the 
nidus.  A 3 by  2-cm.  portion  of  the  thickened  bone  was 
resected.  The  radiograph  of  the  resected  specimen 
showed  complete  removal  of  the  nidus  within  the  ad- 
jacent sclerotic  bone  (Fig.  3B).  The  location  of  the  nidus 
within  the  specimen  was  marked  for  histologic  dissec- 
tion. The  histologic  diagnosis  was  osteoid  osteoma. 
The  nidus  contained  an  interlacing  network  of  osteoid 
trabeculae,  osteoblasts,  and  increased  vascularity  with 
only  slight  central  mineralization.  Follow-up  roent- 
genograms of  the  left  femur  five  months  later  showed 
bony  callus  filling  out  the  defect  almost  completely. 
Some  irregularity  of  the  posterior  cortex  and  periosteal 
ossification  over  an  area  of  about  10  cm.  resulted.  The 
patient  was  symptom-free  two  weeks  after  surgery. 

The  surgical  treatment  of  osteoid  osteoma  is  complete 
with  the  removal  of  the  nidus.  This  is  best  accom- 
plished by  en  bloc  resection  of  the  surrounding  bone.  It 
is  not  necessary  to  remove  all  the  thickened  bone  since 
this  will  resolve  itself  if  the  nidus  is  gone.’ 


FIGURE4  Im-  § 
pacted  stone  *■ 
in  neck  of  gall-  ^ 
bladder  caus- 
ing  chronic  ob-  . 
struction  and  ' 
formation  of  ' 
another  stone 


FIGURE  5.  Mediastinal  teratoma.  (A  and  B)  Posteroanterior  and  left  lateral  chest  views  showing  large  mass  in 
anterior  mediastinum  extending  to  hilus  which  was  also  infiltrated.  Only  anterior  portion  of  mass,  measuring  10  by 
5 cm.,  could  be  removed.  It  contained  nonmalignant  elements.  (C)  Minute  bony  element  within  teratoma  demon- 
strated only  in  radiograph  of  (D)  specimen  (film  retouched).  (Further  course  showed  malignant  character  of  residual 
tumor  which  spread  extensively  into  lungs  and  pleura.) 
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FIGURE  6.  (A)  Dermoid  cyst  of  ovary  containing 

skeletal  structures  representing  portions  of  pelvis, 
femur,  and  jaw  with  teeth.  (B)  Uterus  with  large  sub- 
serous  leiomyomas  extending  to  right.  Needle  inserted 
into  fundus  of  uterus  pointed  toward  area  of  calcific 
body  density  measuring  almost  1 cm.  in  diameter. 
Histologic  section  revealed  metaplastic  endometrial 
bone,  probably  postinflammatory  or  posthemorrhagic. 


Selective  specimen  radiography  includes  cases 
of  interest  or  potential  significance.  Radiographs 
of  most  of  our  gallbladder  specimens  are  made  be- 


fore the  specimens  are  opened  by  the  surgeon  and 
pathologist.  The  number  and  location  of  stones 
are  recorded  on  x-ray  films  before  they  are  dis- 
placed or  lost  from  the  specimen.  Faintly  opaque 
stones,  which  are  not  visible  on  in  vivo  radio- 
graphs, become  apparent  in  the  specimen,  and  the 
clinical  course  is  better  understood  in  a specific 
case  (Fig.  4). 

A detection  of  isolated  Aschoff  sinuses  in  radio- 
graphs within  the  thickened  gallbladder  (adeno- 
myomatosis)  is  sometimes  unexpected  and  could 
be  missed  if  the  dissection  of  the  gallbladder  was 
not  carried  out  through  this  area.®  Thus  oc- 
casionally, a review  of  a disposed  specimen  will 
establish  a pathologic  condition  initially  not  sus- 
pected and  bypassed.  Even  when  the  characteris- 
tic elements  of  a lesion  are  known,  the  analysis 
in  context  of  such  lesions  as  dermoid  cysts  and 
teratomas  is  facilitated  by  specimen  radiography. 

A mediastinal  teratoma  in  a twenty-eight-year- 
old  patient  was  partially  removed  and  was  not  sus- 
pected to  contain  a small  speckled  bone  in  the  cen- 
tral portion  of  the  mass  until  it  was  noted  in  the 
specimen  radiograph  (Fig.  5).  A dermoid  cyst  of 
the  ovary  contained  skeletal  structures  represent- 
ing portions  of  the  pelvis,  femur,  and  jaw  with 
teeth  (Fig.  6A).  These  structures  could  be  investi- 
gated in  context  with  special  reference  to  the  on- 
cologic and  embryologic  aspects.  A uterus  with 
large  subserous  leiomyomas  contained  what  ap- 
peared to  be  a calcific  or  bony  fragment  in  the 
center.  This  was  localized  in  the  pathologic  sec- 
tions by  radiography  of  the  specimen  and  was 
shown  to  contain  a metaplastic  endometrial  bone, 
a rather  unusual  finding  (Fig.  6B). 

Comments 

The  first  cases  exemplify  the  radiographic  guid- 
ance at  the  time  of  surgery  and  for  histologic  identi- 
fication of  critical  areas  in  the  specimen.  They 
stress  the  indispensability  of  these  studies  in 
search,  localization,  and  identification  of  disease 
in  the  breast  and  bone  as  the  main  targets.  One 
can  hardly  imagine  a successful  and  efficient 
management  of  these  lesions  without  resorting  to 
the  help  offered  by  specimen  radiography.^-® 

Some  of  the  selective  studies  presented  provide 
an  idea  of  the  unlimited  scope  of  their  usefulness. 
An  interesting  correlation  between  the  findings  in 
the  radiographs  of  the  patients  and  their  specimens 
is  noted.  The  technical  advantage  of  these  studies 
is  that  they  provide  better  detail  than  is  possible 
when  the  specimen  is  within  the  body.  There  are 
no  superimposed  disturbing  structures,  problems 
of  positioning,  and  localization.  The  specimen  can 
be  easily  manipulated,  turned,  marked,  injected, 
and  cut  to  provide  the  best  desired  information  in 
each  specific  case.  They  facilitate  the  pathologic 
and  histologic  investigation  by  improved  visualiza- 
tion of  some  of  the  pathologic  aspects. 

All  that  is  necessary  is  an  inquisitive,  interested 
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attitude  and  good  team  work  among  the  clinician, 
radiologist,  and  pathologist. 

95  Highland  Avenue 
Geneva,  New  York  14456 
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The  distinction  between  anger  and  rage  is  of 
clinical  significance  in  the  treatment  of  patients 
and  concerns  a proper  orientation  toward  the  re- 
actions of  rage. 

When  overcome  hy  rage,  the  patient  must  be 
aided  to  control  his  rage  within  manageable  limits 
so  that  he  does  not  act  out  through  homicidal  or 
suicidal  means.  Most  of  all,  it  is  important  to 
prevent  the  inordinate  rehospitalization  of  pa- 
tients, keeping  in  mind  that  serial  hospitalizations 
decrease  the  patient’s  self-confidence,  adding 
further  insult  to  his  already  depleted  self-esteem. 
How  often  does  the  therapist  unknowingly  pre- 
cipitate further  rage  in  the  patient,  effectuating  an 
uncalled-for  hospitalization?  It  is  a cardinal  goal 
in  therapy  to  maintain  and  improve  the  patient’s 
self-confidence  in  himself,  to  buoy  up  his  self- 
concept  so  that  he  can  function  in  everyday  life. 

Anger  and  rage 

First,  a distinction  between  anger  and  rage 
should  be  made. 

Anger  is  defined  as:  “a  feeling  that  may  result 
from  injury,  mistreatment,  opposition,  and  so 
forth;  it  usually  shows  itself  in  a desire  to  hit  out  at 
something  or  someone  else;  wrath;  indignation; 
ire.  It  implies  emotional  agitation  of  no  specified 
intensity  aroused  by  great  displeasure.”' 

Rage  is  defined  as:  “a  violent  outburst  of  anger 
in  which  self-control  is  lost.”'^  The  psychiatric 
dictionary  defines  rage  as:  “the  overpowering 

unbridled  aspect  of  infantile  rage.”' 


Anger  demands  acute,  minor  affectual  change 
and  does  not  involve  earlier  childhood  feelings, 
while  rage  demands  acute,  major  affectual  change 
often  involving  feelings  of  childhood  (transference). 
In  essence,  rage  is  an  overdetermined  or  exaggerat- 
ed feeling.  Stepping  on  one’s  toes  rightfully  elicits 
anger.  Feeling  inordinate  rage  against  any  author- 
ity figure  for  no  reason  at  all  is  an  overdetermined 
reaction.  While  anger  is  often  fleeting,  rage  is  a 
more  sinister  feeling  that  pervades  a person’s  being 
and  can  be  rightfully  designated  a developmental 
disease. 

The  depth  treatment  of  rage  is  the  very  province 
of  psychoanalysis.  Yet,  the  average  patient  seen  in 
clinical  practice  will  not  be  analyzed.  How  can  a 
patient’s  rage  be  treated  clinically,  so  that  he  can 
be  helped  to  avoid  losing  control  of  himself  and 
fleeing  reality?  Taming  rage  would  then  prevent 
rehospitalization. 

To  accomplish  this  goal,  it  is  important  to  out- 
line a schema  to  classify  rage;  providing  a workable 
frame  of  reference  can  be  useful  for  clinical  prac- 
tice. The  following  classification  is  offered. 

Stages  of  rage 

Prodromal  stage.  The  patient’s  case  history 
most  often  can  inform  the  professional  of  what 
situations  or  persons  sensitize  the  patient  to  rage 
reactions.  One  can  then  predict  the  patient’s  rage 
reaction.  Rage  reactions  are  based  on  a specific 
psychological  stimulus,  often  the  deprivation,  real 
or  in  fantasy,  of  a need.  Failure  of  psychological 
defenses  permits  rage  to  run  rampant,  whereas 
defensive  suppression  of  rage  sometimes  permits 
it  to  somatize  into  symptom  complexes. 

2,  Beginning  of  rage.  Subjectively,  the  pa- 
tient feels  changes  in  his  physiology,  such  as  rapid 
breathing,  increased  heart  rate  (palpitations), 
tenseness,  sweating,  flushing  of  the  skin,  and  feel- 
ing “fight  or  flight.” 

Inspection  shows  the  beginning  of  pupil  dilation, 
and  some  facial  evidence  of  fear;  there  is  a sense  of 
strain  in  the  atmosphere  between  the  patient  and 
the  observer.  The  psychiatrist  senses  the  patient’s 
psychological  fear  of  loss  of  control:  intuitive 

dyscontrol.  Intuitive  dyscontrol  epitomizes  this 
stage. 

The  psychiatrist  must  be  sensitive  to  the  pa- 
tient’s unconscious  distress  signal.  Most  patients 
are  not  aware  of  feeling  fear  at  their  beginning  loss 
of  psychological  control.  However,  when  the  psy- 
chiatrist gently  persists  in  offering  brief  hospital- 
ization to  help  calm  the  patient’s  mounting  anxi- 
ety, the  patient  almost  always  senses  his  loss  of 
psychological  control  and  accepts  hospitalization. 
The  therapist’s  failure  to  perceive  intuitive  dys- 
control results  in  rage  behavior. 

3.  Rage.  The  signs  and  symptoms  of  stage  2 

are  increased:  pupils  fully  dilated,  pronounced 

whites  of  the  patient’s  eyes  are  observed,  uncon- 
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Understanding  and  desensitizing  rage  is  of  para- 
mount importance  in  treating  emotional  illness  and 
preventing  unnecessary  hospital  admissions.  The 
developmental  disease  of  rage  is  distinguished  from 
anger,  a five-stage  schema  is  offered,  and  the  periods 
of  reversibility,  irreversibility,  and  relief  described. 
Keeping  in  mind  the  clinical  dynamics  bf  rage, 
maneuvers  for  reducing  rage  can  be  applied  during 
the  proper  periods  to  control  the  patient’s  rage. 
Several  such  maneuvers  are  described  and  the  tech- 
nics illustrated  in  a case  history. 


trollable  hatred  is  seen  in  the  patient’s  facial  ex- 
pression, and  vessels  in  the  jugular  area  are  rigid 
and  pulsating,  accompanied  by  a tense  neck  mus- 
culature. The  psychiatrist  is  concerned  for  his 
own  safety,  the  safety  of  the  patient,  and  the  com- 
munity. 

In  this  stage,  emerging  intuitive  dyscontrol  be- 
comes reality  dyscontrol.  The  professional  and  the 
patient  both  sense  that  the  patient  is  consciously 
losing  the  battle  for  physical  control  over  him.self: 
reality  dyscontrol. 

Dyscontrol  is  clinically  categorized  into  its  psy- 
chological and  physical  components  for  therapeutic 
purposes. 

Once  the  acme  of  rage  sets  in,  complete  dyscon- 
trol occurs;  very  frequently  described  by  patients 
as  a “nervous  breakdown.”  The  patient  is  often 
amnesic  to  the  particulars  occurring  during  this 
volcanic  eruption;  this  may  be  termed  the  trau- 
matic amnesic  period. (It  is  interesting  to  note 
that  the  same  amnesic  period  occurs  during  the 
state  of  genital  orgasm.  Possibly  this  is  why  we 
use  the  term  impotent  rage  in  our  daily  vocabu- 
lary). During  the  traumatic  amnesic  period  all 
perception  appears  to  be  lost,  as  if  the  whole  body 
is  in  a state  of  total  desensitization.  The  patient 
cannot  function. 

4.  Acting  out.  The  patient  can  act  out  against 
himself,  the  psychiatrist,  or  his  relatives.  In  psy- 
chiatric practice  it  seems  that  the  patient  usually 
acts  out  against  a loved  one.  Physical  violence 
occurs  during  this  stage. 

5.  Stage  of  relief.  Conversion  of  rage  from  its 
psychological  equivalent  into  its  physical  equiva- 
lent leads  to  aggression;  yet,  rage  also  has  blended 
with  it  the  feeling  of  guilt  about  aggression  against 
a loved  one.  Often  the  patient  feels  depressed. 
The  psychoanalytic  term  “retroflexed  rage”  is 
often  used  to  describe  the  dynamics  of  the  depres- 
sion. Crying  often  brings  relief  of  the  depression 
for  the  patient.  Finally,  in  this  stage  the  rageful 
facial  expression  relaxes  to  its  normal  facial  tonus, 
and  all  other  previous  signs  and  symptoms  of  rage 
disappear. 

The  concepts  just  outlined  are  useful  clinical 
categories  or  stages  to  keep  in  mind  when  treating  a 
patient  who  suffers  from  rage.  Certain  stages  of 
rage  are  amenable  to  treatment,  while  others  are 
not.  That  is  to  say  that  through  proper  timing 
rageful  reactions  can  be  aborted,  preventing  the 
consequences  of  acting-out  behavior.  Protection 
of  the  patient,  the  professional,  and  the  patient’s 
relatives  are  at  stake.  The  art  of  intervening  at  the 
proper  time  to  abort  a rage  reaction  depends  on  the 
clinical  sensitivity  of  the  therapist. 

Treatment  intervals 

It  is  useful  to  differentiate  the  time  intervals 
concerned  with  the  treatment  of  rage.  The  period 
of  reversibility  is  that  interval  of  time  from  the 


prodromal  stage  to  the  beginning  of  rage  where  a 
psychotherapeutic  interpretation  and/or  medica- 
tion can  control  the  patient’s  rage.  The  profes- 
sional is  not  afraid  of  the  patient’s  beginning 
feeling  of  rage. 

The  period  of  irreversibility  is  that  interval 
which  includes  the  end  of  beginning  rage  (stage  2), 
rage  (stage  3),  and  acting  out  (stage  4),  where  psy- 
chotherapeutic intervention  is  often  useless,  where 
strong  intravenous  medication  is  used  to  sedate  the 
patient  to  reduce  homicidal  and/or  suicidal  acting- 
out  behavior.  The  professional  fears  for  his  own 
safety  and  then  orders  hospitalization  of  the  pa- 
tient. 

The  period  of  relief,  once  in  full  effect,  permits 
psychotherapeutic  intervention  with  the  moderate 
use  of  drugs,  if  necessary. 

Dynamics  of  rage 

Understanding  and  desensitizing  rage  is  of  para- 
mount importance  in  emotional  illness.  Desensi- 
tization of  rage  rids  the  patient  of  his  unconscious 
feelings  of  injustice,  thus  obviating  the  strength  of 
present-day  stimuli  that  might  cause  the  recrudes- 
cence of  rage  in  the  individual.  Rage  is  felt  as  a 
volcanic  eruption  of  the  patient’s  personality. 
Most  often,  anger  serves  as  the  kindling-wood 
fire  for  the  ensuing  rage  reaction;  or,  the  sleeping 
tiger  dwelling  in  the  unconscious  is  unleashed. 
Stated  in  another  way:  present-day  realistic  in- 

justice sets  free  all  the  repressed  unconscious  in- 
justices, real  or  fantasied,  that  the  individual  is 
heir  to.  When  aware  of  these  points,  the  patient 
can  then  feel  secure  in  understanding  from  whence 
his  reaction  emanated. 

Many  patients  seen  in  practice  fall  within  the 
reversible  periods  of  rage.  These  patients  can  be 
helped  to  spot  their  own  rage  reactions,  and  should 
not  be  indiscriminately  categorized  with  the  ir- 
reversible type.  This  would  be  a grave  clinical 
error  and  a further  injustice  to  the  treatment  of  the 
reversible  type  of  patient.  The  patients  falling  in- 
to the  irreversible  stage  of  rage  are  most  easily 


July  15,1971  / New  York  State  Journal  of  Medicine  1741 


diagnosed  by  their  clearly  pathologic  symptom- 
atology and  can  be  hospitalized  or  medicated  ac- 
cordingly. 

Fewer  patients  would  be  hospitalized  if  rage  re- 
actions could  be  prevented  from  developing  into 
the  irreversible  type.  Keeping  this  in  mind,  and 
becoming  proficient  in  the  timing  of  therapeutic 
intervention,  the  clinician  can  apply  several  rage- 
reduction  maneuvers. 

Maneuvers  for  reducing  rage 

Clinical  experience  has  shown  that  just  as  rage 
is  quickly  born  so  too  does  it  rapidly  spend  itself, 
since  no  one  can  sustain  consistent  emotional  up- 
heaval without  becoming  physically  exhausted. 
Understanding  this  cardinal  truth  helps  the  clini- 
cian employ  the  rage  reduction  maneuvers  with 
greater  facility. 

Laughter.  Cracking  a joke  during  the  period  of 
reversibility  will  help  the  patient  sublimate  his 
rage  in  forceful  laughter.  A split  second  of  defense 
reduction  permits  rage  to  escape,  affording  some 
relief  for  the  patient.  Using  oneself  as  the  butt  of 
the  joke  is  always  very  helpful.  Employing  a 
double  entendre  as  the  basis  for  laughter  is  also 
quite  useful.  Freud^  long  ago  observed  how  jokes 
permitted  the  unconscious  to  relate  to  the  outside 
world. 

Relating  a common  experience.  Common 
experiences  of  the  clinician  can  be  related  to  the 
patient  to  appeal  to  his  rational  self,  if  the  patient 
is  in  the  reversible  period  of  rage.  The  similarity 
of  problems  in  common  between  physician  and  pa- 
tient favorably  disarms  the  patient,  “takes  the 
wind  out  of  his  sails,”  and  controls  the  patient’s 
rage. 

Physician’s  rage.  Yelling  at  the  patient  auto- 
matically mutes  the  patient’s  expression  of  erupt- 
ing rage,  if  correctly  timed  during  the  reversible 
period  of  rage.  -The  professional  acts  out  his  role  of 
pseudo-rage,  the  patient  is  surprised  by  the  phy- 
sician’s outburst;  effective  appeal  is  made  to  the 
patient’s  rational  self,  and  he  pulls  the  reins  of 
control  oven  his  unbridled  rage.  Then  the  phy- 
sician just  as  quickly,  sotto  voce,  empathizes  with 
the  patient’s  plight.  This  change  of  pace  also 
furnishes  direct  evidence  of  the  patient’s  ego 
strengths  to  the  professional  and  permits  sound 
judgment  of  whether  or  not  a patient  needs  hospi- 
talization. Medicating  the  patient  at  this  point 
might  also  be  considered. 

Interpreting  issue  of  conflict.  The  issue  of 
conflict  is  the  basis  for  the  eruption  of  the  patient’s 
rage.  The  patient  is  ordinarily  not  aware  of  his 
intrapsychic  conflict  nor  does  he  have  the  ability 
to  communicate  his  feelings  to  others. 

Clinical  experience  has  shown  that  more  often 
than  not  rage  reactions  are  “screen-reactions” 
that  cloud  the  professional’s  perception,  who  later 
finds  that  there  is  a simple  cause  for  the  patient’s 


distress.  Simple  desires  are  basic  to  most  rages. 
Once  the  therapist  searches  for  the  basic  frustrated 
desire  of  the  patient,  sifting  through  the  patient’s 
reactions  during  the  session  (also,  what  is  not  said 
by  the  patient),  and  the  cause  is  understood  by  the 
physician,  it  should  be  appropriately  interpreted 
to  the  patient.  Communicating  the  issue  of  con- 
flict to  the  patient  immediately  curtails  rage,  while 
also  preventing  the  upward  spiraling  of  rage  that 
carries  the  patient  into  the  irreversible  period  of 
uncontrollable  rage. 

Convinced  that  a simple  need  is  the  basis  for  his 
rage  reaction,  as  objectively  seen  by  the  patient’s 
favorable  response  to  reality,  and  his  subjective 
positive  response  of  “you  are  probably  right;  I feel 
that  you  are  right,”  the  patient  is  encouraged  to 
accept  psychotherapy  so  that  his  conflicts  can  be 
resolved.  The  patient  is  told  that  his  trapped 
feelings  cause  him  to  have  rage  reactions  and  that 
psychotherapy  will  relieve  him  of  these  periods  of 
exaggerated  distress. 

Agreement.  Agreeing  with  the  patient  is  an 
important  maneuver  to  reduce  minor  degrees  of 
rage.  Empathy  neutralizes  the  rage. 

Physician’s  action.  Positive  concrete  action, 
such  as  a telephone  call  made  for  the  patient,  in  the 
presence  of  the  patient,  often  decompresses  the 
patient’s  feeling  of  rage. 

Institutional  neurosis.  Discussing  with  the  pa- 
tient the  neurotic  traits  of  the  various  institutions 
that  the  patient  is  beholden  to,  the  patient  is 
taught  how  to  maneuver  himself  out  of  situations 
that  are  primarily  caused  by  institutional  neurosis. 
The  professional  offers  his  services  or  the  help  of 
social  service  of  the  clinic  to  act  as  buffers  against 
these  neurotic  institutional  traits.  Much  too  often 
the  patient’s  simple  needs  are  lost  in  the  vortex  of 
complexities  of  inefficient,  overburdened  institu- 
tions. After  institutional  neurosis  is  understood  by 
the  patient,  the  patient  feels  that  the  physician 
cares. 

Authority  figures.  Discussing  the  psychia- 
trist’s own  authority  figures  in  the  clinic  obviates 
the  patient’s  rage  against  authority  figures  with 
whom  he  has  to  contend.  The  patient’s  immediate 
identification  with  the  physician  causes  instanta- 
neous rapport  with  the  doctor,  permitting  the  pa- 
tient to  accept  constructive  advice.  The  simple 
problem  inflaming  the  patient  should  then  be  re- 
solved. 

Procrastination.  After  a problem  of  a patient 
has  been  understood,  it  may  be  helpful  to  ask  the 
patient  to  return  the  next  day,  or  even  in  an  hour 
or  so  after  lunch,  until  further  information  can  be 
acquired  so  that  the  problem  can  be  solved.  Put- 
ting off  the  solution  of  the  problem  compels  the 
patient  to  reduce  his  titer  of  rage,  since  reality 
must  be  served. 

Candy  and  coffee,  mirror.  Offering  candy  to 
children  and  coffee  to  adults  helps  reduce  rage 
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reactions.  Often  showing  a patient  a simple  mirror 
so  that  he  can  see  his  rageful  image  helps  reduce 
the  titer  of  rage.*^-’ 

Rage  reduction  maneuvers  m 
case  history 

A rageful  paranoid  patient  who  was  involved  with  the 
courts  was  clinically  considered  to  be  bordering  in  the  ir- 
reversible period  of  rage.  During  the  session,  for  thirty 
minutes  the  patient  was  permitted  to  exhaust  himself  as 
he  recanted  the  injustices  he  felt.  A good  deal  of  rage 
was  spent. 

When  the  signs  and  symptoms  of  the  third  stage  of 
rage  receded  (eyes  became  normal,  jugular  vessels  were 
not  pronounced,  neck  musculature  lost  its  intensity, 
hatred  erased  itself  from  his  face,  and  his  breathing  rate 
returned  to  normal),  and  he  was  sufficiently  converted 
into  the  reversible  period  of  rage,  psychotherapeutic 
intervention  proved  fruitful. 

Often  during  the  session  the  patient  vacillated  be- 
tween the  irreversible  and  reversible  periods  of  rage. 
Several  times,  appropriate  interpretations  were  made 
during  the  intermittent  reversible  periods  of  rage. 

Finally,  as  he  further  exhausted  himself,  a joke  with  a 
double  entendre  was  employed  by  the  therapist  to  fur- 
ther reduce  the  patient’s  rage.  The  patient  was  an  art- 
ist by  profession,  and  his  name  was  Arthur;  his  name  was 
employed,  instead  of  his  profession,  both  being  “Art.” 
Rageful  laughter  ensued! 

A search  was  then  made  to  determine  what  simple 
frustrated  desire  was  plaguing  the  patient.  Alone,  he 
missed  his  estranged  wife,  who  had  recently  left  him. 
A telephone  call  was  made  by  the  therapist  to  the  pa- 
tient’s wife  in  his  presence.  The  physician  made  ar- 
rangements to  call  his  wife  again  in  a few  days  to  de- 
termine whether  the  wife’s  lawyer  would  consent  to 
their  meeting  each  other.  At  this  point,  his  rage  evap- 
orated. 

The  patient  asked  why  somebody  at  the  clinic  had  not 
called  his  wife  previously,  and  then  took  the  clinic  to 
task.  The  subject  of  institutional  neurosis  was  dis- 
cussed. He  was  advised  how  to  properly  use  the  facilities 
of  the  clinic. 

At  one  point  in  the  discussion  of  institutional  neurosis 
he  became  rageful  again.  When  the  therapist  yelled  at 
him,  during  the  reversible  period  of  rage,  he  quieted  down 
and  accepted  the  imperfections  of  the  clinic.  The  door 
was  left  open  to  him  to  see  the  psychiatrist  any  time  on 
an  emergency  basis. 

Several  times  during  the  session,  when  psychothera- 
peutic interpretations  were  made  to  the  patient,  he 
would  stop  and  nod  approval,  even  stating  that  “I  never 
thought  of  that.”  Observing  his  good  ability  to  gain 


insight,  he  was  advised  to  go  into  therapy.  He  was  con- 
vinced about  his  conflicts  and  how  they  harmed  his  mar- 
riage. 

In  his  next  meeting  at  the  clinic,  he  showed  no  sem- 
blance of  rage.  He  cheerfully  stated  that  he  had  just 
acquired  a new  job  which  involved  him  more  in  his  art. 

Clinical  experience  has  shown  that  hy  spending 
more  time  with  a patient,  and  “permitting  the 
environment  to  help,”  many  problems  are  resolved 
hy  themselves. 

Summary 

For  therapeutic  purposes,  a distinction  is  made 
between  anger  and  rage.  Five  stages  of  rage  are 
offered  as  a clinical  classification  of  rage.  Inte- 
grated with  the  stages  of  rage  are  three  time  inter- 
vals that  have  important  implications  in  the  man- 
agement and  treatment  of  rage.  The  periods  of 
reversibility,  irreversibility,  and  relief  are  de- 
scribed. Keeping  in  mind  the  clinical  dynamics  of 
rage,  maneuvers  for  the  reduction  of  rage  are  ap- 
plied during  the  proper  periods  so  that  rage  can  be 
controlled.  Understanding  the  concepts  of  in- 
tuitive and  reality  dyscontrol  is  important  in  ef- 
fectuating the  control  of  rage. 

A case  history  of  a patient  in  a state  of  rage  is 
outlined  to  show  how  the  various  rage-reduction 
maneuvers  are  employed. 

Clinics  overburdened  with  patients  can  func- 
tion more  effectively  if  all  professional  people  in- 
volved understand  their  proper  roles  in  helping  to 
deal  with  the  emergency  patient  who  is  suffering 
from  the  developmental  disease  of  rage. 

201  East  77th  Street 
New  York,  New  York  10021 
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FATAL  HEMOLYTIC 
ANEMIA 

Case  history 

Wiroj  Prapong,  M.D.:  A thirty-seven-year- 

old  white  male  traffic  manager  of  Italian  origin  was 
admitted  for  the  thirteenth  time,  with  diarrhea  and 
dark  urine  for  one  day. 

First  admission  (four  years  previously).  After 
experiencing  mild  retrosternal  chest  pain  on  exer- 
tion for  an  unstated  period  of  time,  the  patient  was 
admitted  with  severe  pain  radiating  to  the  back 
and  to  the  upper  extremities  accompanied  by  syn- 
cope. The  blood  pressure  was  110/60  mm.  Hg, 


pulse  88,  and  the  respirations  16  per  minute;  the 
temperature  was  100  F.  The  second  heart  sound 
was  loud  over  the  pulmonic  area.  There  was  a 
Grade  II  to  VI  systolic  murmur  in  both  aortic  and 
pulmonic  areas. 

The  urinalysis,  hemoglobin,  hematocrit,  and 
white  blood  cell  count  were  normal.  The  serum 
glutamic  oxaloacetic  transaminase  was  190  units 
(normal  1 to  40),  the  serum  glutamic  pyruvic  trans- 
aminase 160  units  (normal  1 to  40),  and  the  lactic 
dehydrogenase  870  units  (normal  200  to  630).  The 
serum  cholesterol  was  250  mg.  per  100  ml.;  the 
serum  protein  electrophoresis  showed  normal  re- 
sults. The  roentgenogram  of  the  chest  demon- 
strated only  slight  widening  of  the  thoracic  aorta. 

The  electrocardiogram  revealed  first  degree 
atrioventricular  block,  right  bundle  branch  block. 


FIGURE  1 Electrocardiogram  at  time  of  hospital  discharge  following  recovery  from  posterior  myocardial  infarction; 
first  degree  atrioventricular  block  and  right  bundle  branch  block  persist. 
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FIGURE  2 Supraventricular  tachycardia,  identical  with  electrocardiographic  pattern  found  during  many  subsequent 
attacks  of  arrhythmia 


and  T-wave  abnormalities  suggestive  of  ischemia. 
Serial  electrocardiograms  were  compatible  with  an 
evolving  posterior  myocardial  infarction  (Fig.  1). 

Anticoagulation  was  satisfactorily  achieved  with 
warfarin.  The  serum  transaminase  levels  gradu- 
ally returned  to  normal.  The  hospital  course  was 
uneventful,  and  the  patient  was  discharged  thirty- 
one  days  after  admission. 

Second  admission  (two  months  later).  Anti- 
coagulant therapy  was  continued  in  the  interval. 
The  patient  was  readmitted  with  chest  pain,  palpi- 
tation, shortness  of  breath,  and  syncope.  The 
blood  pressure  was  110/70  mm.  Hg  and  the  pulse 
96  per  minute;  the  temperature  was  102.2  F.  The 
pharynx  was  markedly  injected.  A blowing  dia- 
stolic murmur  was  audible  over  the  third  and 
fourth  left  interspaces  adjacent  to  the  sternum. 
The  urinalysis,  hemoglobin,  white  blood  cell  count, 
and  differential  count  were  again  normal.  The 
serum  glutamic  oxaloacetic  transaminase  was  91 
units.  The  electrocardiogram  showed  no  change 
since  the  previous  discharge.  Gamma  hemolytic 
streptococcus  was  the  predominant  organism  in 
the  throat  smear;  penicillin  therapy  was  followed 
by  return  of  the  patient’s  temperature  to  normal, 
and  he  was  discharged  on  the  ninth  hospital  day, 
still  on  anticoagulant  therapy. 

Third  admission  (six  weeks  later).  After  an  epi- 
sode of  palpitation,  dizziness,  and  tightness  in  the 


chest,  the  patient  was  admitted  with  blood  pres- 
sure 100/60  mm.  Hg  and  a pulse  rate  of  240  per 
minute.  The  electrocardiogram  showed  supraven- 
tricular tachycardia  with  a ventricular  rate  of  250 
per  minute  which  resisted  carotid  massage  but 
reverted  to  normal  sinus  rhythm  with  intravenous 
metaraminol  (Fig.  2).  Physical  examination  then 
revealed  a Grade  II  to  VI  systolic  murmur  and  a 
Grade  II  to  VI  diastolic  murmur  over  the  pulmonic 
area.  The  protein-bound  iodine  was  5.2  micro- 
grams per  100  ml.  (normal  3.6  to  8.8  micrograms 
per  100  ml.).  Anticoagulant  therapy  was  con- 
tinued, and  the  patient  was  discharged  asympto- 
matic on  the  fifth  hospital  day. 

During  the  next  eight  months  the  patient  was 
readmitted  on  six  occasions  with  episodes  of  supra- 
ventricular tachycardia  at  apical  rates  of  230  to  280 
per  minute.  These  episodes  were  not  interrupted 
by  attempts  at  vagal  stimulation  but  responded  to 
intravenous  infusions  of  phenylephrine  (Neo- 
Synephrine)  and  to  direct-current  cardioversion. 
The  electrocardiograms  otherwise  continued  to 
show  only  first-degree  atrioventricular  block,  com- 
plete right  bundle  branch  block,  and  inverted  T3, 
and  TaVf.  The  gastrointestinal  series  revealed 
only  a small  hiatus  hernia.  The  antistreptolysin  O 
titer  was  333  Todd  units  (normal  0 to  250).  The 
erythrocyte  triiodothyronine  (ET.3)  was  40  per  cent 
(normal  34.3  to  39.1  per  cent);  the  thyroid  scan  and 
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FIGURE  3.  Normal  heart  size  and  clear  lung  fields  two 
years  following  myocardial  infarction  and  two  years 
prior  to  death. 


radioactive  iodine  uptake  were  normal.  Angio- 
cardiography revealed  normal  cardiac  chambers. 
Anticoagulant  therapy  was  discontinued  during 
this  interval.  A trial  of  quinidine  for  two  and  one- 
half  months  was  followed  by  an  episode  of  supra- 
ventricular tachycardia;  thereafter  procainamide 
was  substituted  and  continued  four  times  daily. 
Digoxin  was  continued  throughout  this  interval. 
At  the  end  of  this  eight- month  period  the  test  for 
L.E.  (lupus  erythematosus)  revealed  negative 
findings. 

Shortly  thereafter  the  patient  noted  the  onset 
of  gingival  bleeding  and  two  months  later  a “skin 
rash”  which  proved  to  be  petechial.  At  that  time 
he  was  taking  digoxin,  oleandomycin  (Cyclamy- 
cin),  and  procainamide.  Because  thrombo- 
cytopenia purpura  was  suspected,  he  was  admitted 
to  a municipal  hospital.  The  physical  findings 
were  those  as  noted  previously,  together  with 
numerous  petechiae  and  confluent  areas  of  purpura 
over  the  extremities  and  the  back.  The  platelet 
count  ranged  from  7,500  to  15,000  per  cubic  milli- 
meter. The  total  serum  protein  was  7.1  Gm.  per 
100  ml.  (albumin  4.1  Gm.,  globulin  3 Gm.);  the 
serum  protein  electrophoresis  revealed  only  a slight 
increase  in  beta  globulin.  Results  of  the  latex  fixa- 
tion test  were  negative;  the  antinuclear  antibodies 
were  positive  3 plus  diffuse,  titer  1:10  (weakly  posi- 
tive). The  red  blood  cell  glucose-6-pbospbate  de- 
hydrogenase was  normal. 

Procainamide  therapy  was  discontinued,  and  the 
patient  was  treated  with  prednisone  orally.  The 
administration  of  8 units  of  platelets  was  shortly 
followed  by  urticaria  about  the  face.  In  spite  of 
steroid  therapy  the  platelet  count  remained  be- 
tween 3,000  and  10,000  per  cubic  millimeter;  evi- 
dences of  external  bleeding  improved  but  recurred 
when  steroids  were  discontinued  temporarily. 
Splenectomy  was  thought  to  be  advisable,  and  the 
patient  was  transferred  to  a metropolitan  medical 


center  for  that  purpose.  Preoperatively  at  the 
medical  center,  the  blood  smear  showed  many  burr 
cells  and  slight  hypochromia.  A bone-marrow  as- 
piration revealed  reactive  marrow  with  abundant 
megakaryocytes,  many  of  which  were  early  forms; 
the  iron  stores  appeared  adequate.  The  patient 
underwent  splenectomy  at  which  time  the  surgeon 
was  forced  to  ligate  and  resect  the  tail  of  the  pan- 
creas. The  pathologic  report  indicated  congestion 
of  the  spleen  consistent  with  idiopathic  thrombo- 
cytopenia purpura  but  no  other  abnormality. 
During  the  first  postoperative  week  the  platelet 
count  rose  to  372,000;  steroid  therapy  was  gradu- 
ally reduced  and  on  the  fifth  postoperative  day  was 
discontinued.  Shortly  thereafter,  however,  the 
platelet  count  fell  to  36,000,  and  prednisone  was 
again  reinstituted.  A fistula  from  the  tail  of  the 
pancreas  developed;  an  area  of  atelectasis  was 
noted  in  the  left  lower  lobe  but  gradually  cleared. 
At  the  time  of  discharge  the  platelet  count  was 
235,000. 

During  the  subsequent  two  months  the  pancrea- 
tic fistula  drained  persistently  with  slow  healing 
in  the  face  of  continued  prednisone  therapy;  the 
platelet  count  remained  elevated  at  300,000  to 
400,000  per  cubic  millimeter.  In  the  seven  months 
following  splenectomy  the  patient  was  admitted  on 
three  occasions  with  supraventricular  tachycardia 
which  reverted  to  normal  sinus  rhythm  either  with 
intravenous  phenylephrine  or  electrical  cardiover- 
sion. The  cardiac  findings  were  unchanged  (Fig. 
3).  The  total  serum  protein  was  7 Gm.  per  100  ml. 
(albumin  3.8  Gm.,  globulin  3.2  Gm.);  the  latex 
fixation  test  result  was  nonreactive;  five  L.E. 
preparations  revealed  negative  reactions.  The 
twenty-four-hour  urine  excretions  of  catechol- 
amines and  vanilmandelic  acid  were  normal.  At 
the  end  of  the  seven  months  digoxin  and  predni- 
sone were  discontinued,  and  the  patient  was  placed 
on  reserpine  and  propranolol  for  the  next  eighteen 
months.  At  irregular  intervals  the  patient  took 
penicillin  orally  for  recurrences  of  upper  respiratory 
infections.  Supraventricular  tachycardia  did  not 
recur. 

Final  admission.  Five  weeks  before  the  final 
admission  abdominal  cramps  and  constipation  de- 
veloped after  the  patient  ate  Chinese  food.  On 
the  day  of  admission  he  passed  four  dark  brown 
loose  stools,  noted  dark  orange-colored  urine,  and 
experienced  chilly  sensations,  weakness,  and  fever 
of  102  F. 

On  admission  his  blood  pressure  was  110/70 
mm.  Hg,  the  pulse  72,  and  respirations  14  per 
minute;  the  temperature  was  101.6  F.  He  was  rest- 
less, anxious,  and  extremely  weak;  the  skin  and 
sclerae  were  markedly  icteric.  There  was  a Grade 
II  to  VI  slightly  rough  systolic  murmur  over  the 
aortic  area  and  a Grade  I to  VI  short,  high-pitched 
diastolic  murmur  along  the  left  sternal  border. 
The  liver  was  3 fingerbreadths  below  tbe  right 
costal  margin  and  was  nontender.  The  sple- 
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nectomy  was  well  healed.  The  stool  on  the  ex- 
amining finger  showed  no  visible  evidence  of  blood. 

Urinalysis  revealed  a specific  gravity  of  1.019,  a 
2 plus  test  for  albumin,  15  to  20  granular  casts  per 
high-power  field,  and  a positive  test  result  for  oc- 
cult blood.  The  hemoglobin  was  4.8  Gm.  per  100 
ml.,  the  hematocrit  14,  the  white  blood  cell  count 
27,000  with  67  per  cent  mature  polymorphonuclear 
leukocytes,  14  per  cent  band  forms,  14  per  cent 
lymphocytes,  and  4 per’cent  metamyelocytes.  The 
reticulocyte  count  was  7 per  cent.  The  blood 
smear  showed  marked  hypochromia  and  aniso- 
cytosis,  together  with  slight  to  moderate  macro- 
cytosis  and  microcytosis;  2 to  4 per  cent  nucleated 
red  blood  cells  were  observed.  The  platelet  count 
was  276,000  per  cubic  millimeter.  The  prothrom- 
bin time  was  17.4  seconds  (control  12.9  seconds). 
The  stool  was  negative  for  occult  blood  on  two  oc- 
casions. 

The  total  bilirubin  was  13.2  mg.  per  1(X)  ml. 
(direct  4.4  mg.);  the  thymol  turbidity  test  was  0.5 
units  (normal  0 to  2 units),  and  the  cephalin  floc- 
culation test  was  2 plus  positive.  The  total  serum 
protein  was  7.4  Gm.  per  100  ml.  (albumin  3.6  Gm., 
globulin  3.8  Gm.).  The  alkaline  phosphatase  was 
4.3  units  (normal  0 to  4 units);  the  serum  glu- 
tamic oxaloacetic  transaminase  was  1,560  units, 
the  lactic  dehydrogenase  over  2,000  units,  and  the 
serum  glutamic  pyruvic  transaminase  850  units. 
The  patient’s  blood  type  was  A,  Rh  positive;  the 
direct  and  indirect  Coombs  test  results  were  4 
plus  positive;  cross  matching  was  rendered  impos- 
sible by  excess  antibody  formation.  X-ray  film  of 
the  chest  was  not  remarkable;  the  electrocardio- 
gram was  unchanged  from  previous  records  (Fig. 
1). 

During  the  twenty-four  hours  in  the  hospital  the 
patient’s  temperature  rose  to  104  F.,  and  his  blood 
pressure  fell  to  80/50  mm.  Hg.  In  preparation  for 
transfusion,  the  patient  was  given  prednisone  ini- 
tially and  dexamethasone  (Decadron)  intramuscu- 
larly. His  condition,  however,  deteriorated  rapidly 
with  a drop  in  blood  pressure  to  unobtainable  levels 
in  spite  of  isoproterenol.  The  transfusion  was 
begun,  but  within  half  an  hour  the  patient  had 
lapsed  into  unconsciousness,  the  pulse  became  un- 
obtainable, and  he  was  pronounced  dead  approxi- 
mately twenty-four  hours  after  admission. 

Discussion 

George  O.  Clifford,  M.D.*:  This  case  presents 

evidence  of  disorders  involving  the  cardiovascu- 
lar system  and  the  hematologic  apparatus;  distur- 
bances of  the  liver  and  of  the  kidneys  were  evident 
at  times  throughout  the  patient’s  clinical  course. 
Let  us  review  the  cardiologic  aspects  first. 

This  young  man,  at  the  unusual  age  of  thirty- 
three  years,  experienced  severe  retrosternal  pain, 

‘Associate  Professor,  Cornell  University  Medical  College; 
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Medical  Center. 


which  radiated  to  both  upper  extremities  and  to 
the  back,  and  which  was  followed  by  a syncopal 
episode.  We  do  not  know  how  long  he  was  uncon- 
scious, nor  whether  he  was  in  shock,  but  he  was 
admitted  to  this  hospital  where  evidence  of  myo- 
cardial infarction  was  at  best  presumptive.  Elec- 
trocardiographic changes  suggested  that  he  was 
undergoing  a posteroinferior  left  ventricular  wall 
infarct.  In  addition  he  had  transaminase  enzyme 
changes  which  were  compatible  with  this  diagnosis. 
With  the  elevated  serum  glutamic  pyruvic  trans- 
aminase, one  can  speculate  that  liver  damage  may 
also  have  occurred,  perhaps  secondary  to  anoxia 
during  a period  of  syncopal  shock.  Following  an 
uneventful  convalescence,  he  had  repeated 
episodes  of  severe  paroxysmal  supraventricular 
tachycardia  which  always  responded  to  various 
therapeutic  measures. 

Curiously  enough  at  the  time  of  his  initial  hos- 
pitalization a basal  murmur  was  heard,  and  two 
months  later  the  murmur  of  obvious  aortic  insuf- 
ficiency was  described.  Had  he  had  prior  rheu- 
matic heart  disease?  Quite  possibly.  Or  did  the 
murmur  result  from  myocardial  infarction  with 
papillary  muscle  dysfunction?  In  the  latter  case 
he  ought  to  have  had  murmurs  suggesting  mitral 
rather  than  aortic  insufficiency.  Since  he  was  fe- 
brile and  changing  murmurs  developed  through- 
out his  course,  could  he  have  had  rheumatic  heart 
disease  with  subacute  bacterial  endocarditis? 
Again,  such  a complication,  if  present,  was  cured 
somehow  spontaneously,  which  would  be  most  un- 
usual; furthermore  it  was  not  progressive  and  was 
accompanied  by  none  of  the  ancillary  signs  of  bac- 
terial endocarditis,  such  as  splenomegaly,  club- 
bing, anemia,  petechiae,  or  embolic  phenomena. 
An  embolism  to  the  coronary  arteries  is  possible 
but  extraordinarily  rare.  One  diagnosis  which  fits 
this  presentation  remarkably  well,  with  chest  pain 
radiating  to  the  back  and  to  both  upper  extremities 
and  associated  with  a syncopal  episode,  is  a dis- 
secting aneurysm  of  the  aorta.  On  the  initial 
roentgenogram  of  the  chest  the  mediastinal  shadow 
was  reportedly  widened,  although  admittedly  later 
on  the  angiocardiogram  it  was  normal. 

John  Batillas,  M.D.:  The  x-ray  film  of  the 

chest  on  the  first  admission  demonstrates  the  heart 
to  be  normal  both  as  to  size  and  configuration,  with 
a slight  widening  of  the  aorta  which  subsequently 
we  did  not  observe.  The  next  film,  taken  during 
the  following  year,  showed  the  lungs  and  costo- 
phrenic  angles  to  be  clear  and  the  cardiac  shadows 
normal  (Fig.  3). 

Dr.  Clifford:  A dissecting  aneurysm  of  the 

aorta  could  account  for  his  initial  symptoms.  It 
would  have  had  to  dissect  in  a retrograde  fashion 
far  enough  to  displace  the  aortic  valve  cusps  and 
produce  the  murmur  of  aortic  insufficiency  which 
he  retained  throughout  the  rest  of  his  life.  It  also 
could  have  been  associated  with  a murmur  sug- 
gestive of  aortic  stenosis.  Two  years  later  at  the 
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medical  center  the  variety  of  cardiologic  diagnoses 
all  reflected  some  mystification  about  the  murmurs 
and  the  antecedent  events,  but  none  included  the 
diagnosis  of  dissecting  aneurysm.  It  is  possible, 
although  unusual,  for  such  aneurysms  to  heal;  they 
may  rerupture  into  the  aortic  lumen,  and  indi- 
viduals with  such  a double-walled  aorta  can  sur- 
vive for  years. 

There  is  in  the  protocol  regrettably  no  general 
description  of  the  patient.  Is  it  conceivable  that 
this  individual  was  tall  and  thin  and  was  a victim 
of  Marfan’s  syndrome  which  would  create  a very 
much  greater  likelihood  of  a dissecting  aneurysm 
at  an  early  age? 

Dr.  Prapong:  He  was  a fairly  heavy-set,  stocky 

Mediterranean  type. 

Dr.  Clifford:  So  Marfan’s  syndrome  is  not  a 

serious  consideration,  but  one  could  still  suspect 
Erdheim’s  cystic  medionecrosis  of  the  aorta  with 
dissection. 

Repeated  episodes  of  supraventricular  tachy- 
cardia can  occur  idiopathically  or  can  be  secondary 
to  anxiety,  to  caffeine,  to  other  drugs,  and  to  isch- 
emia. At  any  rate  with  his  frequent  episodes  of 
tachycardia  he  was  exposed  to  many  drugs  such  as 
phenylephrine,  quinidine,  procainamide,  and 
digoxin;  he  also  received  oleandomycin,  penicillin, 
meprobamate  (Equanil),  and  others  in  various 
combinations.  It  is  at  this  point  that  the  troubles 
that  led  to  his  death  apparently  began.  In  retro- 
spect, one  could  reconstruct  this  case  as  an  ex- 
ample of  iatrogenic  illness  in  which  agents  used  to 
combat  one  set  of  signs  and  symptoms  will  con- 
tribute to  other  disorders.  These  latter  may  be 
even  more  difficult  to  manage  or  even  more  life 
threatening  than  the  original  disease. 

After  a year  of  continuous  therapy  with  digoxin 
and  procainamide,  plus  intermittent  penicillin,  a 
petechial  rash  and  gingival  bleeding  developed. 
On  admission  to  another  hospital  he  was  found  to 
have  a very  low  platelet  count  and  all  the  criteria 
for  idiopathic  thrombocytopenia  purpura.  It  was 
recognized  that  drugs  might  have  been  implicated 
in  this  problem,  but  their  discontinuance  was  not 
followed  by  any  improvement.  He  was  given  pred- 
nisone in  substantial  doses,  and  again  he  did  not 
improve;  his  platelet  count  never  rose  above  30,000 
while  on  steroid  therapy.  His  petechiae  subsided, 
but  that  can  be  a nonspecific  effect  of  steroids  on 
capillary  endothelium,  without  a rise  in  the  plate- 
let count.  Eight  units  of  platelet  concentrate  given 
intravenously  were  not  followed  by  an  increase  in 
his  platelet  count,  which  could  have  been  predicted 
from  the  nature  of  the  illness.  Idiopathic  thrombo- 
cytopenic purpura  in  adults  is  an  illness  that  al- 
most invariably  requires  treatment  by  splenecto- 
my. The  spleen  on  resection  is  almost  always 
found  to  be  normal  or  at  most  slightly  enlarged. 
He  was  transferred  to  the  medical  center  for 
this  prcx;edure.  The  spleen  weighed  180  Gm., 


which  is  30  Gm.  more  than  normal,  and  there  was 
nothing  about  its  cut  surface  or  histologic  section 
that  excited  special  comment.  His  postoperative 
course  was  complicated  by  an  external  pancreatic 
fistula,  because  the  lower  pole  of  the  spleen  was 
adherent  to  the  tail  of  the  pancreas  which  had  to 
be  removed.  Healing  was  complicated  probably 
also  by  the  necessity  to  continue  steroids  following 
splenectomy,  because  the  platelet  count  did  not 
maintain  its  postoperative  rise  to  normal  levels 
without  them;  later,  the  platelet  count  remained 
normal  without  medication. 

Among  the  initiating  events  in  so-called  idio- 
pathic thrombocytopenia  purpura  are  drugs,  such 
as  quinidine.  If  one  were  to  suspect  a particular 
underlying  disease  entity  which  either  ushers  in 
the  clinical  course  of  idiopathic  thrombocytopenia 
purpura  or  complicates  its  evolution,  that  disease 
is  systemic  lupus  erythematosus.  Stefanini  and 
Dameshek^  believed  that  in  many  patients  with 
idiopathic  thrombocytopenia  purpura  lupus  ery- 
thematosus eventually  would  appear  and  that  sple- 
nectomy might  accelerate  the  evolution  of  lupus, 
producing  a full-blown  clinical  picture  when  it 
otherwise  would  have  continued  to  smoulder. 
Few  of  us  have  had  this  particular  clinical  experi- 
ence, and  hence  there  is  no  universal  agreement 
with  such  a formulation,  but  it  does  serve  to  stress 
the  association  between  lupus  and  idiopathic 
thrombocytopenic  purpura.  Lupus  itself  is  a 
syndrome  which  may  occur  spontaneously  in  indi- 
viduals who  are  genetically  susceptible  to  it,  but 
environmental  factors  are  also  extremely  impor- 
tant, such  as  exposure  to  sunlight  and  to  certain 
groups  of  drugs.  At  least  two  of  the  drugs  which 
this  patient  was  receiving  are  suspect — pro- 
cainamide and  penicillin.  Procainamide  is  the 
most  potent  agent  known  for  initiating  the  signs 
and  symptoms  of  lupus  and  is  the  most  frequent 
cause  in  clinical  situations  today  of  a lupus-like 
syndrome,  more  frequent  in  fact  than  hydralazine. 
Procainamide  can,  by  activating  a latent  lupus 
diathesis,  bring  on  a condition  very  much  like 
idiopathic  thrombocytopenic  purpura.  One  would 
hope  that  if  the  physician  withdrew  the  drug,  the 
patient  ought  to  recover  from  the  thrombocytope- 
nia; however,  in  many  instances  this  is  not  so, 
particularly  if  lupus  has  been  activated.  Ap- 
parently the  drug-induced  lupus  can  become  self- 
sustaining. 

This  patient  finally  recovered  from  the  idiopath- 
ic thrombocytopenia  purpura,  and  results  of  his 
L.E.  preparation  findings  remained  negative.  It 
is  important  to  note  that  while  in  the  other  hos- 
pital his  blood  contained  antinuclear  antibodies  in 
a low  titer;  these  could  develop  in  idiopathic 
thrombocytopenia  purpura  alone  or  could  be  sec- 
ondary to  drugs.  To  detect  an  underlying  systemic 
lupus,  the  more  specific  antidesoxyribonucleic  acid 
antibiodies  would  have  to  be  tested  for. 
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The  episode  of  cramps  and  diarrhea  followed  a 
visit  to  a Chinese  restaurant,  possibly  representing 
a sensitivity  to  the  large  amounts  of  monosodium 
glutamate  often  used  in  the  preparation  of  Chinese 
food.  Possibly  it  represented  a gastrointestinal 
syndrome  of  infectious  hepatitis,  although  more 
than  two  weeks  elapsed  between  the  onset  of  the 
gastrointestinal  symptoms  and  the  subsequent 
development  of  jaundice.  Apparently  he  felt 
reasonably  well  until  a very  few  days  before  his 
final  admission,  when  chills,  fever,  and  diarrhea 
developed,  he  became  extraordinarily  weak  and 
profoundly  jaundiced,  and  was  admitted  to  the 
hospital  with  all  the  classic  features  of  a ful- 
minating acute,  autoimmune  hemolytic  anemia. 
He  had  received  penicillin  intermittently  but  not 
procainamide  during  the  preceding  year.  On  ad- 
mission he  had  a profoundly  depressed  hematocrit 
of  14;  platelets  were  normal;  the  reticulocyte  count 
was  only  7 per  cent,  apparently  because  his  marrow 
did  not  have  sufficient  time  to  respond  adequately. 
With  the  finding  here  of  many  more  reticulocytes 
than  nucleated  red  cells,  one  is  almost  certainly 
dealing  with  hemolytic  anemia.  If  on  the  other 
hand  one  finds  many  more  nucleated  red  cells 
than  reticulocytes,  the  condition  is  more  likely 
myelophthisic  anemia.  We  find  that  he  had  4 plus 
positive  direct  and  indirect  Coombs  test  results 
and  autoagglutination  on  the  smear,  with  resulting 
inability  to  cross  match  for  blcx)d.  All  we  can  do 
in  these  circumstances  is  to  identify  the  blood 
group  and  blood  type  of  the  patient,  and  to  ad- 
minister cautiously  the  least  incompatible  blood 
we  can  find.  Since  he  agglutinates  his  own  red 
cells,  he  will  agglutinate  everyone  else’s,  and  there- 
fore a completely  compatible  blood  transfusion 
cannot  be  obtained  for  such  a patient. 

In  addition  his  liver  was  enlarged  in  association 
with  strikingly  abnormal  enzyme  elevations.  He 
also  had  evidence  of  renal  damage  with  2 plus 
albuminuria,  a positive  test  result  for  occult  blood, 
and  many  casts.  These  findings  could  have  re- 
sulted simply  from  severe  intravascular  hemolysis 
with  the  beginning  of  a hemoglobinuric  nephrosis. 
Had  he  lived  long  enough,  he  probably  would 
have  progressed  into  acute  renal  failure.  The 
serum  bilirubin  was  principally  of  the  indirect 
type,  indicating  that  much  of  it  was  not  conjugated 
with  glucuronic  acid,  as  is  typical  of  hemolytic 
anemia.  The  patient  was  given  massive  amounts 
of  steroids,  was  prepared  for  transfusion,  but  re- 
sponded not  at  all,  became  increasingly  comatose, 
and  expired  within  twenty-four  hours.  A second 
measure  that  one  might  have  considered  in  the 
ordinary  patient,  had  an  autoimmune  hemolytic 
anemia  failed  to  respond  to  steroids,  would  have 
been  a splenectomy.  However,  in  this  instance  the 
spleen  had  already  been  removed,  and  yet  its  ab- 
sence conferred  no  protection  against  death  due  to 
fulminating  hemolytic  anemia. 


What  could  have  caused  this  fatal  sequence  of 
symptoms?  An  entirely  new  and  unrelated  disease 
entity  might  have  intervened.  I would  like  to  sug- 
gest, because  of  the  marked  liver  damage  terminal- 
ly, that  he  might  have  acquired  an  infectious  viral 
hepatitis,  perhaps  in  the  Chinese  restaurant,  per- 
haps elsewhere.  This  condition  has  been  described 
in  association  with  a Coombs  positive  finding  of 
hemolytic  anemia,  although  rarely  if  ever,  to  my 
knowledge,  of  this  severity.^  The  combination  of 
two  distinct  entities,  that  is,  idiopathic  autoim- 
mune hemolytic  anemia  and  viral  hepatitis,  would 
of  course  lead  to  marked  elevation  of  bilirubin, 
abnormal  liver  function  test  results,  anemia,  and  a 
fatal  outcome. 

Much  of  what  I have  said  about  idiopathic 
thrombocytopenia  purpura  applies  equally  well  to 
autoimmune  hemolytic  anemia  with  a positive 
direct  Coombs  test  result.  Fifty  per  cent  of  pa- 
tients with  a direct  Coombs-positive  hemolytic 
anemia  have  a condition  which  is  idiopathic,  usual- 
ly is  self-limited,  and  will  disappear.  The  other 
50  per  cent  will  present  other  underlying  diseases, 
two  main  groups  of  which  stand  out.  The  first 
group  includes  lymphosarcoma,  chronic  lympho- 
cytic leukemia,  and  to  a lesser  extent  Hodgkin’s 
disease.  There  is  no  reason  to  consider  malignant 
lymphoma  in  this  patient’s  course.  He  had  no 
adenopathy  and  no  abnormal  hematologic  findings 
that  could  not  be  accounted  for  by  response  to  se- 
vere hemolysis,  including  the  27,000  white  blood 
cell  count. 

The  second  main  group  of  underlying  diseases 
includes  systemic  lupus,  sarcoidosis,  infectious 
mononucleosis,  and  infectious  hepatitis.  The  ques- 
tion of  systemic  lupus  must  again  be  given  serious 
consideration.  This  patient  received  one  of  the 
group  of  drugs  which  could  have  evoked  one  or 
more  manifestations  of  this  disease.  Although  an 
autoimmune  hemolytic  anemia  of  this  severity 
would  have  been  unusual,  it  has  been  described.^ 
The  drugs  which  produce  a lupus-like  syndrome 
in  an  individual  with  the  proper  genetic  constitu- 
tion fall  into  two  groups.  One  group  stirs  the  lupus 
diathesis  into  clinical  activity  by  some  kind  of 
direct  pharmacologic  damage  and  not  by  invoking 
an  immunologic  mechanism  or  a hypersensitivity 
response.  Of  these  drugs,  as  stated,  the  most  po- 
tent and  frequent  offender  is  procainamide.  Some 
drugs  in  this  group  are  detoxified  by  acetylation  in 
the  liver,  the  rapidity  of  which  depends  on  the  en- 
zyme constitution  that  the  individual  inherits.'* 
The  slow  acetylator  may  have  difficulty  in  inacti- 
vating toxic  agents  such  as  procainamide,  and  this 
may  account  for  the  drug’s  toxicity  in  stimulating 
the  lupus-like  manifestations.  Fast  acetylators, 
by  getting  rid  of  the  drug  quickly,  tend  to  escape 
overt  clinical  manifestations  of  the  lupus  syn- 
drome. In  more  than  20  per  cent  of  patients  re- 
ceiving procainamide  alone  in  one  large  series. 
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serologic  abnormalities  developed,  including  anti- 
nuclear factors  and  positive  L.E.  preparation 
results  even  though  they  did  not  show  other  clinical 
phenomena.^ 

Other  drugs  which  have  been  implicated  evoke 
a lupus-like  syndrome  apparently  through  the 
mechanism  of  hypersensitivity.  This,  too,  usually 
requires  that  the  individual  receive  the  drug  for  a 
considerable  period  of  time  and  on  repeated  oc- 
casions. Heading  this  list  is  penicillin,  another 
therapeutic  agent  that  touches  this  patient’s 
clinical  course  repeatedly.  Sulfonamides,  tetra- 
cycline, streptomycin,  isoniazid,  para-aminosali- 
cylic  acid,  antifungal  agents,  diphenylhydantoin 
(Dilantin),  alphamethyldopa,  and  oral  contracep- 
tives are  all  included  in  this  group. 

Both  genetic  and  environmental  factors  operate 
in  the  development  of  clinical  and  laboratory  mani- 
festations of  systemic  lupus  in  a susceptible  pop- 
ulation. Individuals  who  are  most  genetically 
prone  to  the  disease  require  very  little  stimulus, 
or  the  disease  develops  spontaneously;  the  pop- 
ulation group  having  a very  minor  genetic  predis- 
position requires  a large  amount  of  one  of  the  drugs 
and  usually  for  a long  period  of  time. 

From  the  laboratory  standpoint,  spontaneous 
lupus,  the  hydralyzine  syndrome,  and  procain- 
amide-induced systemic  lupus  erythematosus 
present  many  features  in  common.  Anemia  and 
thrombocytopenia  are  more  frequent  in  the 
spontaneous  form,  but  they  certainly  occur  with 
the  drug-induced  condition.  Hyperglobulinemia 
which  developed  slowly  in  this  patient  also  can  be 
seen  with  all  three  types.  Approximately  80  per 
cent  of  patients  with  lupus,  either  the  drug-in- 
duced or  the  spontaneous  form,  will  show  the  L.E. 
factor  at  some  point  during  the  disease,  but  its 
presence  does  not  correlate  well  with  the  clinical 
activity.®  It  may  be  strongly  positive  when  the 
patient  is  clinically  in  remission  and  negative  when 
the  patient  is  very  sick.  It  is  interesting  that  the 
L.E.  factor  is  an  alpha-globulin  antibody  which  is 
directed  against  deoxynucleoprotein.  If  it  is 
present  in  sufficient  amounts,  it  activates  comple- 
ment, so  that  there  is  phagocytosis  of  the  depoly- 
merized  nuclear  material.  This  results  in  the  ap- 
pearance of  the  L.E.  cell.  Although  this  diagnostic 
test  showed  negative  results  in  our  case,  it  does 
not  militate  against  a lupus-like  syndrome. 

The  demonstration  of  4 plus  positive  direct  and 
indirect  Coombs  test  results  implies  that  gamma 
globulin  antibodies  are  coating  the  red  blood  cells, 
are  in  excess  in  the  plasma,  and  are  interfering 
with  typing  and  cross  matching,  as  in  this  case. 
Eyster  and  Jenkins’"^  recent  study  suggests  that 
most  positive  Coombs  test  findings  are  due  either 
to  gamma  C globulin  itself  coating  the  red  cells, 
or  to  the  third  and  fourth  components  of  comple- 
ment, that  is,  beta-1  C globulin  and  beta-1  E 
globulin,  or  to  a combination  of  the  two.  This 


combination  and  the  amount  of  antibody  on  the 
red  cell,  particularly  the  amount  of  gamma  C 
globulin,  parallels  fairly  well  the  severity  of  the 
clinical  situation  but  not  entirely  so.  Occasionally 
we  see  patients  with  a 4 plus  positive  direct 
Coombs  test  result  without  hemolysis,  and  con- 
versely we  see  acquired  hemolytic  anemia  in  which 
a positive  finding  cannot  be  detected. 

I would  like  to  link  together  all  these  phenomena. 
I would  like  to  suggest  that  a dissecting  aneurysm 
of  the  aorta  produced  mild  aortic  insufficiency, 
then  healed,  and,  as  far  as  we  can  tell,  did  not 
recur  throughout  his  subsequent  clinical  course. 
However,  it  established  an  irritable  focus  in  the 
atrium  which  in  turn  produced  repeated  episodes 
of  paroxysmal  atrial  tachycardia.  For  this  disorder 
he  was  treated  with  several  medications,  and  un- 
fortunately he  happened  to  be  among  the  small 
percentage  of  the  population  who  has  a silent  lupus 
diathesis  which  these  drugs,  given  over  a sufficient 
period  of  time,  can  provoke  into  clinical  activity. 
His  components  of  the  lupus  syndrome  were  idio- 
pathic thrombocytopenia  purpura  and  a fulmin- 
ating autoimmune  hemolytic  anemia  which  result- 
ed in  his  death.  In  addition,  he  apparently  had  an 
acute  hepatic  injury  terminally  which  may  have 
been  related  to  systemic  lupus,  was  directly  drug 
induced,  or  reflected  a viral  cause. 

John  T.  Flynn,  M.D.:  I would  like  you  to 

clarify  the  elevation  of  the  transaminase  enzymes 
terminally.  You  emphasized  its  possible  rela- 
tionship to  liver  damage,  but  are  you  eliminating 
the  hemolysis  as  a contributing  factor? 

Dr.  Clifford:  I am  sure  that  the  massive 

hemolysis  accounted  for  part  of  the  elevation,  but 
the  enzyme  levels  were  extremely  high,  the  jaun- 
dice was  intense,  and  the  liver  had  become  en- 
larged. I am  impressed  particularly  by  the  serum 
glutamic  pyruvic  transaminase  level.  I think  some 
degree  of  liver  damage  is  going  to  be  demonstrated 
by  the  pathologist. 

Dr.  Flynn:  Immediately  prior  to  splenectomy, 
the  patient’s  platelet  count  did  not  respond  to 
steroids.  After  operation  his  platelet  count  rose 
dramatically;  however,  when  the  steroid  intake 
was  then  rapidly  reduced  over  five  days,  the 
platelet  count  dropped  to  35,000  and  below.  His 
physicians  were  forced  to  reinstitute  steroid  thera- 
py. Would  that  sequence  of  events  make  you  sus- 
picious of  any  particular  intercurrent  condition? 

Dr.  Clifford:  No.  Such  a sequence  of  events 

happens  fairly  frequently  as  a pattern  of  response 
to  splenectomy  in  idiopathic  thrombocytopenia 
purpura.  This  may  be  related  to  the  continued 
presence  of  preformed  antibodies  which  are  still 
active  and  which  fall  below  a critical  titer  only 
after  a certain  period  of  time. 

Dr.  Flynn:  During  the  year  before  his  final 

admission,  he  had  no  steroid  therapy.  Is  it  logical 
to  think  that  lupus  might  be  smouldering  during 
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FIGURE  4.  (A)  Low-power  view  of  liver  illustrating 

patchy  areas  of  necrosis.  (B)  High-power  view  of 
necrotic  area  of  liver,  characterized  by  infiltrating  poly- 
morphonuclear leukocytes  and  cellular  debris.  (Hema- 
toxylin and  Eosin  Stain) 


all  that  time  without  any  evidence  of  its  presence? 

Dr.  Clifford:  The  drug-induced  forms  of  lupus 
are  likely  to  be  atypical  clinically  and  can  be 
asymptomatic  for  long  periods  of  time.  Perhaps 
the  intermittent  penicillin  therapy  eventually 
stimulated  the  second  episode  of  lupus,  with 
terminal  hemolytic  anemia. 

Henry  A.  Sampson,  M.D.:  I agree  that  an 

underlying  lupus  is  an  attractive  diagnosis.  How- 
ever, the  suggestion  of  a dissecting  aneurysm  is  a 
little  hard  to  accept  in  a thirty-three-year-old  man 
who  survived  for  several  years  thereafter.  In  the 
review  of  dissecting  aortic  aneurysms  by  Hirst, 
Johns,  and  Kime*  the  mortality  rate  at  six 
months  was  over  90  per  cent;  the  longest  accurately 
documented  survival  was  about  four  years.  I be- 
lieve that  the  patient  we  are  discussing  most  likely 
had  rheumatic  heart  disease  with  aortic  murmurs 
that  were  not  detected  initially  but  later  became 
apparent. 

Dr.  Flynn:  Recently  one  of  our  patients  sus- 


tained an  aortic  dissection  followed  seven  months 
later  by  bacterial  endaortitis  and  rupture.® 

Dr.  Clifford:  I agree  that  statistically  either 

rheumatic  or  arteriosclerotic  heart  disease  should 
be  more  reasonable  choices.  I am  influenced  by 
my  experience  with  a colleague  in  his  late  thirties 
who  presented  a clinical  picture  of  dissecting 
aneurysm  with  aortic  insufficiency,  exactly  as  this 
man  did,  and  lived  thereafter  for  four  years  until 
a retrograde  dissection  and  fatal  hemopericardium 
developed. 

Dr.  Flynn:  Was  there  anything  special  about 

the  type  of  antibody  that  you  noticed,  Mrs.  Cohn? 

Charlotte  Cohn,  M.T.:  The  specificity  of  the 
antibody  which  we  discovered  in  our  panel  was  di- 
rected against  the  patient’s  own  "e"  (rh”),  which 
is  one  of  the  more  common  stimulating  antigenic 
sites  of  the  Rh  system  in  the  red  cell. 

Clinical  diagnoses 

1.  Fisher  Euans  syndrome  (idiopathic  throm- 
bocytopenia purpura  and  acquired  autoimmune 
hemolytic  anemia)  ? drug-induced  (procainamide) 

2.  Arteriosclerotic  heart  disease;  coronary 
sclerosis;  myocardial  infarction,  posterior,  old 
healed;  recurrent  paroxysmal  supraventricular 
tachycardia 

Dr.  Clifford's  diagnoses 

1.  Probable  lupus  erythematosus  disseminatus, 
with  thrombocytopenia  purpura  and  autoimmune 
hemolytic  anemia,  ? precipitated  by  drug  exposure 
(procainamide,  penicillin) 

2.  Dissecting  aneurysm  of  the  aorta,  with 
secondary  aortic  insufficiency  and  paroxysmal 
supraventricular  tachycardia 

3.  Hepatitis,  terminal,  ? drug-induced,  ? viral 
in  type 

Pathologic  discussion 

Charles  M.  Karpas,  M.D.:  I am  not  quite  sure 
how  much  the  pathologic  discussion  will  contribute 
to  a clarification  of  this  case,  although  we  did  un- 
cover some  rather  interesting  findings. 

As  Dr.  Clifford  predicted,  the  liver  harbored 
changes  consistent  with  viral  hepatitis.  It  was 
moderately  enlarged,  weighed  2,000  Gm.,  and  was 
of  soft  consistency.  Microscopically,  we  found 
distinct  foci  of  patchy  necrosis  associated  with 
infiltrating  inflammatory  cells,  including  both 
lymphocytes  and  polymorphonuclear  leukocytes 
(Fig.  4).  In  addition  in  the  non-necrotic  areas 
there  was  prominent  widening  of  the  sinusoids 
which  were  filled  with  proteinaceous  material; 
there  was  also  marked  dilatation  of  the  central 
veins  and  considerable  centrolobular  extravasation 
of  red  blood  cells.  These  latter  findings  could 
be  attributed  to  the  shock  state  experienced  by  the 
patient  during  the  latter  part  of  his  clinical 
course.  Since  a considerable  period  of  time  had 
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FIGURE  5.  Low-power  illustration  of  splenic  tissue  with 
fibromuscular  capsule  (hematoxylin  and  eosin) 


elapsed  since  his  last  transfusion,  the  pathologic 
findings  probably  reflected  an  “epidemic”  type 
rather  than  homologous  serum  type  of  hepatitis. 
Unfortunately,  we  do  not  have  any  information 
concerning  the  presence  or  absence  of  the  Australia 
antigen,  but  I am  not  quite  sure  how  much  this 
would  contribute  to  an  etiologic  diagnosis. 
Furthermore  from  the  morphologic  picture  we 
cannot  positively  ascertain  whether  the  hepatitis 
preceded,  was  coincidental  with,  or  followed  the 
hemolytic  process.  We  were  unable  to  find  clusters 
of  plasma  cells  usually  associated  with  lupoid 
hepatitis.  Therefore,  with  the  changes  noted,  we 
feel  justified  in  implicating  a viral  type  of  acute 
hepatitis. 

The  second  interesting  finding  was  in  the  area 
of  the  splenectomy,  where  we  found  remnants  of 
an  organ  which  can  be  interpreted  as  an  accessory 
spleen.  The  fibromuscular  capsule  of  this  organ, 
ascertained  by  Mallory  trichrome  stains,  enveloped 
a cellular  population  consisting  mostly  of  eosino- 
phils and  plasma  cells  (Fig.  5).  We  also  found  an 
occasional  megakaryocyte  and  a rare  focus  of 
hematopoiesis.  Although  iron  stains  revealed 
marked  deposition  of  hemosiderin,  I am  not  quite 
sure  how  much  this  accessory  organ  contributed  to 
the  final  hemolytic  process.  This  must  remain  a 
subject  of  speculation. 

In  regard  to  the  patient’s  original  problem, 
the  cardiovascular  system  reflected  a classic  ex- 
ample of  arteriosclerotic  heart  disease  with  gen- 
eralized cardiac  hypertrophy.  The  heart  weighed 
650  Gm.,  and  there  was  definite  evidence  of  an  old 
myocardial  infarction  involving  the  interventric- 
ular septum.  The  coronary  arteries  per  se  showed 
considerable  evidence  of  arteriosclerosis  which 
one  would  suspect  from  his  history  and  his  clinical 
findings.  Microscopically,  there  were  areas  of  fi- 
brosis which  probably  served  to  cause  the  numerous 


arrhythmias  and  the  bundle  branch  block.  We  did 
find  evidence  of  aortic  stenosis  with  marked  cal- 
cification associated  with  extensive  atheromatous 
change  in  the  aorta.  Consequently  we  attributed 
the  aortic  cusp  changes  to  atherosclerosis  rather 
than  to  rheumatic  heart  disease. 

The  kidneys  reflected  changes  due  to  shock. 
They  were  swollen  and  microscopically  showed 
interstitial  edema  and  tubular  degeneration  but 
nothing  more  specific.  There  was  no  evidence  of 
inspissated  protein  material  within  the  tubules 
which  is  often  seen  in  a hemolytic  process.  In  the 
lungs  there  was  edema  which  was  rather  severe, 
and  here  again  we  can  relate  this  to  the  circulatory 
embarrassment  rather  than  to  a specific  disease 
entity. 

Dr.  Clifford:  I suppose  it  is  very  much  out  of 
fashion  these  days  to  worry  about  accessory  spleens 
in  idiopathic  thrombocytopenia  purpura  or  in 
hemolytic  anemia.  This  finding  must  have  been 
the  reason  for  Dr.  Flynn’s  question  about  the  per- 
sistent need  for  steroids  in  the  postoperative  period 
to  maintain  an  adequate  platelet  count;  but  even 
without  the  accessory  spleen,  any  patient  might  do 
exactly  as  this  patient  did.  The  reticuloendo- 
thelial system  in  the  liver  and  the  bone  marrow 
might  have  continued  the  functions  of  the  resected 
spleen.  Can  you  say.  Dr.  Karpas,  whether  this 
accessory  spleen  was  present  before  his  operation 
or  whether  it  developed  postoperatively  from  a 
perihilar  lymph  node  in  the  vicinity? 

Dr.  Karpas:  In  this  particular  case,  it  is  very 
difficult  to  say  whether  this  was  an  accessory 
spleen  or  whether  it  was  a portion  of  the  spleen  that 
the  surgeons  may  not  have  been  able  to  resect. 
The  finding  of  a fibromuscular  capsule  identified 
it  as  true  splenic  tissue,  but  I am  not  sure  that  it 
had  clinical  import. 

Dr.  Clifford:  The  experience  with  accessory 

spleens  indicates  that  their  size  is  not  related  to 
their  functional  activity.  Its  presence  in  this  case 
may  have  been  of  great  significance.  The  sur- 
geon’s note  made  no  mention  of  perihilar  nodes  or 
an  accessory  spleen;  when  he  had  to  tie  off  the  tail 
of  the  pancreas,  he  realized  he  was  going  to  have 
trouble,  and  he  may  not  have  been  searching 
around  too  vigorously. 

Paula  Seiler,  M.D.:  Do  you  think  the  aortic 

stenosis  damaged  the  red  cells  to  any  serious  de- 
gree? 

Dr.  Clifford:  That  is  an  interesting  point. 

There  was  a comment  about  burr  cells  on  one  blood 
smear,  but  certainly  traumatic  hemolysis  cannot 
be  responsible  for  the  4 plus  direct  and  indirect 
Coombs  test  results,  and  it  could  not  be  responsi- 
ble for  a fulminating  disaster  like  this  one. 

Dr.  Flynn:  Is  there  any  value  in  determining 

the  sequestration  of  chromium-51  tagged  red  cells 
in  the  spleen  prior  to  splenectomy? 

Dr.  Clifford:  This  test  has  been  very  dis- 

appointing clinically.  Ideally,  one  would  think 
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that  if  hypersplenism  was  responsible  for  hemolytic 
anemia,  the  tagged  red  cells  should  produce  an 
accumulation  of  radioactivity  in  the  spleen  to  an 
abnormal  degree.  Allgood  and  Chaplin*”  recently 
reviewed  an  extensive  experience  with  this  pro- 
cedure at  the  Barnes  Hospital  in  St.  Louis  and 
came  to  the  conclusion  that  on  many  occasions, 
when  there  was  no  suggestion  of  hypersplenism 
by  the  chromium-51  uptake,  the  patient  still 
benefited  by  splenectomy. 

Saturnina  Tan,  M.D.:  It  was  unfortunate 

that  we  had  no  evidence  earlier  in  the  patient’s 
course  that  he  was  going  to  react  to  procainamide 
and  possibly  to  penicillin.  Is  there  any  way  we 
can  predict  this  type  of  reaction? 

Dr.  Clifford:  Not  really,  except  by  clinical 

trial.  I would  also  like  to  add  that  I am  not  de- 
terred from  my  diagnosis  of  an  underlying  lupus 
by  the  lack  of  histopathologic  confirmation. 
First  of  all,  the  spleen  is  absent,  and  possibly  at  a 
later  date,  if  not  removed,  it  might  have  shown 
some  t>pical  changes.  Second,  in  the  drug-in- 
duced lupus-like  syndrome,  in  particular  with  pro- 
cainamide, the  kidney  is  spared,  so  that  one  does 
not  have  the  evidence  of  lupus  nephritis  which 
is  found  in  the  spontaneous  variety.  Histopath- 
ologic changes  of  lupus  may  be  minimal  or  ab- 
sent, aside  from  perivascular  cuffing  in  medium 
and  small  arterioles.  Clinical  and  serologic  events 
rather  than  pathologic  ones  must  be  sought.  I 
would  like  to  emphasize  the  importance  of  the  re- 
peated exposures  of  this  patient  to  penicillin. 

Dr.  Flynn:  The  use  of  penicillin  in  our  patient 
was  based  on  the  belief  of  the  clinicians  that  he 
probably  had  rheumatic  heart  disease  with  aortic 
stenosis  and  that  the  control  of  beta  hemolytic 
streptococcus  infections  would  be  advisable  inas- 
much as  he  had  frequent  sore  throats. 

Asuncion  Luyao,  M.D.:  Without  other  under- 
lying diseases  like  lupus,  how  often  do  you  en- 
counter a fulminating  hemolytic  anemia  in  viral 
hepatitis? 

Dr.  Qifford:  It  is  extraordinarily  infrequent, 

but  it  has  been  described,  although  not  so  severe 
nor  fatal.**  More  often  one  may  encounter  only  a 
rare  positive  direct  Coombs  test  result  and  mild 
degrees  of  hemolysis.  For  that  reason  I would 


emphasize  the  drug  rather  than  the  hepatitis  as  the 
precipitating  factor,  but  the  combination  might 
produce  a more  severe  hemolvsis  than  either  alone. 

In  closing,  I want  to  emphasize  again  that  many 
clinical  features  of  a full-blown  lupus  erythema- 
tosus may  be  present,  with  few  if  any  pathog- 
nomonic changes  on  gross  and  microscopic  tissue 
study. 

Final  diagnoses 

1.  Autoimmune  hemolytic  anemia,  cause  un- 
determined, ? drug-induced  (penicillin,  pro- 
cainamide); idiopathic  thrombocytopenia  pur- 
pura; no  pathologic  evidence  of  underlying  lupus 
diathesis 

2.  Arteriosclerotic  heart  disease;  coronary  scle- 
rosis; healed  myocardial  infarction,  involving  in- 
terventricular septum;  calcific  aortic  stenosis 

3.  Accessory  spleen  ( or  residual  splenic  tissue) 

4.  Hepatitis,  probably  viral  in  type 

5.  Pathologic  changes  in  lungs,  liver,  and  kid- 
neys, compatible  with  terminal  shock  state 
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Case  history 

Alfred  P.  Caccaro,  M.D.*:  This  forty-nine- 

year-old  white  female  has  had  intermittent,  usual- 
ly postprandial,  epigastric  pain  for  the  past  two 
years.  She  had  an  upper  gastrointestinal  series 
six  months  ago  which  revealed  nothing  abnormal. 
Her  symptoms  were  attributed  to  chronic  chole- 
cystitis, and  a cholecystectomy  was  performed  five 
months  ago.  However,  the  symptoms  persisted, 
and  she  began  to  experience  radiation  of  the  pain 
to  her  back.  Three  months  ago  dysphagia  devel- 
oped. The  patient  had  a good  appetite  and  denied 
vomiting  or  melena.  She  was  transfered  to  Up- 
state Medical  Center  for  further  investigation. 

Physical  examination  revealed  some  tenderness 

’Resident,  Department  of  Radiology,  Upstate  Medical 
Center. 


to  deep  palpation  in  the  epigastrium.  No  mass 
was  felt.  The  physical  examination  was  otherwise 
unremarkable.  Laboratory  data  were  normal.  An 
upper  gastrointestinal  series  was  done. 

Seuk  Ky  Kim,  M.D.f:  The  barium  swallow 

study  demonstrates  two  abnormal  findings;  one  is 
a midesophageai  irregularity,  and  the  other  is  a 
gastric  fundal  mass.  The  midesophagus  below 
the  Carina  reveals  a plaque-like  lesion  along  the 
right  side  of  the  lumen  (Fig.  lA).  The  lesion  is 
limited  to  one  side  of  the  lumen.  There  is  no  evi- 
dence of  stricture.  The  area  involved  is  fixed  to 
the  mediastinal  structures.  There  are  small 
nodules  along  this  irregular  lesion  especially  at  its 
upper  end.  These  findings  indicate  a lesion  pri- 
mary in  the  mucosa.  What  kind  of  mucosal  lesion 
involves  one  side  of  the  midesophagus?  I can 
think  of  three:  cancer,  ectopic  gastric  mucosa, 

and  esophagitis.  We  can  easily  exclude  esophagi - 

fGuest  Editor  and  Associate  Professor,  Department  of  Radi- 
ology, Upstate  Medical  Center. 


FIGURE  1 , (A)  Barium  study  of  midesophagus  shows  plaque-like  lesion  along  right  side  of  lumen.  Lesion  is  irregular 

with  small  nodules.  (B)  Hemispherical  mass  with  rather  smooth  surfaces  shown  in  fundus  of  stomach  below  cardia. 
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FIGURE  2 (A)  Section  from  midesophageal  lesion  Left  upper  corner  shows  well-differentiated  primary  carcinoma 

of  esophagus.  Right  lower  corner  shows  poorly  differentiated  metastatic  carcinoma  arising  from  pancreas  (X  170). 
(B)  Section  from  gastric  wall.  Poorly  differentiated  adenocarcinoma  of  pancreas  directly  invades  gastric  wall  (one 
arrow).  Wall  also  shows  focus  of  squamous  carcinoma  metastatic  from  esophageal  tumor  (two  arrows). 


tis,  because  this  should  be  a diffuse  inflammatory 
process  and  should  not  be  limited  to  a single  area. 
I suppose  cases  of  ectopic  gastric  mucosa  can  look 
like  this,  especially  when  an  inflammatory  reac- 
tion, which  is  often  associated  with  ectopic  gastric 
mucosa,  is  present.  However,  dysphagia  with 
ectopic  mucosa,  the  so-called  “Allison  Johnston” 
syndrome,  is  due  to  stricture  of  the  esophagus 
from  chronic  peptic  esophagitis.  This  lesion  with  a 
history  of  three  months’  dysphagia  does  not  show 
the  picture  of  chronic  esophagitis,  so  it  is  unlikely 
to  be  ectopic  mucosa.  I believe  this  fixed,  ir- 
regular, and  nodular  lesion  on  one  side  of  the 
lumen  represents  primary  carcinoma  of  the 
esophagus,  squamous  cell  in  type. 

A gastric  mass  is  noted  below  the  cardia  at  the 
posterior  wall  of  the  fundus  (Fig.  IB).  The  mass  is 
hemispherical,  having  the  size  of  a tennis  ball. 
Its  surface  is  smooth  indicating  either  a submuco- 
sal lesion  or  an  extrinsic  mass.  K this  is  a sub- 
mucosal lesion,  the  most  likely  possibilities  are 
leiomyoma  or  lipoma.  Lipoma  is  rare  and  also 
may  change  its  shape  because  of  its  soft,  fatty 
consistency.  This  mass  appears  to  be  rigid  and  of 
water  density,  suggesting  a leiomyoma.  K this 
mass  is  extrinsic,  the  possibilities  are  a perigastric 
nodal  metastasis  or  a tumor  of  the  pancreatic  tail, 
such  as  cancer  or  cyst.  I find  it  difficult  to  choose 


a preferred  diagnosis  from  among  leiomyoma, 
metastatic  mass,  or  pancreatic  tumor. 

Alfred  S.  Berne,  M.D.*;  Is  it  possible  that 
these  two  lesions  are  related? 

Dr.  Kim:  When  we  see  two  lesions  such  as 

these,  they  are  probably  related  rather  than  two 
separate  lesions.  The  esophageal  lesion  looks  to 
me  like  a definite  primary  cancer,  and  the  gastric 
mass  does  not.  For  this  reason  I think  that  the 
gastric  mass  probably  represents  a metastatic 
tumor  from  cancer  of  the  esophagus.  The  location 
of  the  gastric  mass  near  the  cardia  makes  this 
diagnosis  more  plausible.  This  patient  com- 
plained of  epigastric  pain  radiating  to  the  back. 
Although  a metastatic  tumor  could  cause  the  pain, 
this  kind  of  discomfort  often  is  due  to  pancreatic 
disease.  Her  presentation  is  not  like  that  of  pan- 
creatitis, and  no  pancreatic  calcification  is  seen. 
Thus  I exclude  pancreatic  cyst.  The  possibility  re- 
mains that  the  mass  is  pancreatic  cancer.  Could 
the  esophageal  lesion  be  pancreatic  metastasis  to 
the  region  of  the  carina  invading  the  esophagus? 
I do  not  think  so,  since  the  esophageal  lesion  does 
not  appear  to  be  extrinsic.  I prefer  the  previous 
diagnosis  of  primary  esophageal  tumor  with  sub- 
diaphragmatic  metastasis  causing  the  gastric 
mass. 

’Professor,  Department  of  Radiology,  Upstate  Medical 
Center. 
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Dr.  Kim  s diagnosis 

Carcinoma  of  the  esophagus,  metastasis  to  the 
stomach 

Alfred  P.  Coccaro,  M.D.:  At  operation  the 

surgeon  found  a retrogastric  mass  measuring  8 cm. 
in  diameter.  The  posterior  wall  of  the  gastric 
fundus  and  the  distal  half  of  the  pancreas  were 
matted  together.  The  center  of  the  gastric  mass 
was  ulcerated.  The  plaque-like  midesophageal 
tumor  showed  mucosal  ulceration  with  regional 
lymph-node  metastasis.  A partial  esophagogastro- 
pancreatectomy  with  splenectomy  was  performed. 

Eugene  E.  Kagan,  M.D.*:  This  case  shows 

very  interesting  pathologic  findings.  Two  separate 
malignant  tumors  metastasize  to  each  other;  the 
so-called  “collision  tumor”  is  observed.  Well- 
differentiated  squamous  carcinoma  of  the  esopha- 
gus penetrates  the  esophageal  wall  and  meets  with 
poorly  differentiated  metastatic  adenocarcinoma, 
most  likely  arising  from  the  pancreas  (Fig.  2A). 
This  is  a collision  of  two  carcinomas.  Of  three 
nodes  along  the  esophageal  lesion,  two  showed 
adenocarcinoma,  and  the  other  showed  squamous 
carcinoma. 

‘Clinical  Assistant  Professor,  Department  of  Pathology,  Up- 
state Medical  Center. 


The  retrogastric  mass  reveals  poorly  differenti- 
ated adenocarcinoma  of  the  pancreas  which  in- 
vades the  gastric  wall.  At  the  same  area, 
squamous  carcinoma  metastasis  from  the  esopha- 
geal tumor  is  noted  (Fig.  2B).  The  phenomenon 
of  a collision  tumor  is  again  seen. 

A review  of  the  English  literature  reveals  40  cases 
of  collision  tumor  in  which  the  host  tumor  was 
malignant  and  56  cases  in  which  the  host  tumor 
was  benign. 

Final  diagnoses 

Poorly  differentiated  adenocarcinoma  of  the 
pancreas  metastatic  to  well-differentiated  squa- 
mous-cell carcinoma  of  the  midesophagus 

Gastric  wall  invaded  by  metastatic  carcinoma  of 
the  pancreas  and  of  the  esophagus 
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Tuberculous  peritonitis,  without  clinical  evidence 
of  active  extra-abdominal  involvement,  has  eluded 
clinicians.  A diagnosis  was  not  made  in  our  3 
patients  until:  laparatomy  (Case  1),  autopsy 

(Case  2),  and  peritoneal  needle  biopsy  (Case  3) 
on  the  second  hospital  admission.  We  are  present- 
ing these  3 cases  and  our  appraisal  of  the  litera- 
ture to  emphasize  the  characteristic  findings  of 
this  disease. 

Case  reports 

Case  1.  A well  nourished,  white,  forty-three- 
year-old  female,  gravida  IV,  para  IV,  was  admitted 
to  gynecologic  service  because  of  enlarging  abdo- 
men of  one-month  duration.  She  missed  two 
menses. 

The  patient  appeared  acutely  ill  and  had  a tem- 
perature of  101  F.  Her  abdomen  was  englarged  to 
the  size  of  a full-term  pregnancy.  It  was  soft  and 
doughy.  Fluid  wave  was  demonstrated. 

The  erythrocyte  sedimentation  rate  was  52  mm. 
in  the  first  hour.  The  serum  protein  was  7.5  Gm. 
per  100  ml.  with  albumin-globulin  ratio  of  0.9:1. 
The  white  blood  cell  count  was  6, 150  per  cubic  milli- 
meter with  68  per  cent  polymorphonuclear  leuko- 
cytes, 3 per  cent  bands,  1 per  cent  monocytes,  and 
28  per  cent  lymphocytes.  Chest  radiograph  find- 
ings were  essentially  negative. 

Laparotomy  was  performed  disclosing  3,600  ml. 
of  clear  greenish  fluid  and  pinhead-sized  nodules 
universally  seeding  the  peritoneum.  Biopsies  of 
the  omentum  and  peritoneum  disclosed  granulo- 
mas with  caseation  containing  characteristic  bacilli 
by  both  the  usual  acid-fast  stains  and  by  fluores- 


FIGURE 1.  Case  1 Omental  fat  biopsy  with  subserosal 
caseous  granulomas  (hematoxylin  and  eosin  stain).  In- 
set demonstrates  fluorescent  tubercle  bacilli  (auramine- 
rhodamine  stain.  X 700) 

cent  technics  (Fig.  1).  Postsurgery  Tine  test  was 
done,  and  results  were  positive.  She  was  given 
antituberculous  drug  therapy  consisting  of  para- 
aminosalicylic  acid,  isoniazid,  and  streptomycin. 
She  improved  and  was  discharged  two  weeks  after 
surgery. 

Case  2.  An  obese,  seventy-year-old  Negro 
woman  was  rushed  to  the  intensive  care  unit  with 
dyspnea  and  orthopnea.  She  had  received  treat- 
ments for  hypertension  and  “cardiac  failure”  for 
three  years. 

Her  temperature  was  101  F.  She  had  pulmonary 
edema,  ascites,  and  moderate  hepatosplenomegaly. 

Her  erythrocyte  sedimentation  rate  was  41  mm. 
in  the  first  hour  and  hemoglobin  was  10.4  Gm.  per 
100  ml.  The  white  blood  cell  count  was  6,000  per 
cubic  millimeter  with  56  per  cent  polymorphonu- 
clear leukocytes,  3 per  cent  bands,  24  per  cent  lym- 
phocytes, 16  per  cent  eosinophils,  and  8 per  cent 
monocytes.  An  electrocardiogram  showed  ventric- 
ular extrasystoles.  Chest  radiograph  disclosed 
pulmonary  edema. 

She  did  not  respond  to  therapy  for  cardiac  fail- 
ure and  expired  a few  hours  after  admission.  On 
autopsy  examination,  the  abdomen  was  found  to 
contain  4,000  ml.  of  clear,  yellowish  fluid,  and 
showed  fine  nodules  riddling  the  peritoneum  (Fig. 
2A).  Histologically,  these  nodules  were  granulo- 
matous tubercles  with  caseation  necrosis  (Fig.  2B). 
Acid-fast  stains  and  fluorescent  preparations  dem- 
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FIGURE  2.  Case  2 (A)  Tubercles  (arrows)  riddle 

serosa  of  small  intestine  and  mesentery.  (B)  Gran- 
ulomas at  parietal  (left),  and  visceral  (right)  layers  of 
peritoneum  (hematoxylin  and  eosin  stain). 

onstrated  the  characteristic  bacilli.  The  lungs  had 
bilateral  massive  emboli,  miliary  tubercles,  and 
apical  fibrocalcific  lesions.  Cultures  from  pul- 
monary and  peritoneal  tissues  yielded  tubercle 
bacilli. 

Case  3.  A forty-year-old  alcoholic  Negro  male 
had  two  hospital  admissions  within  two  years,  be- 
cause of  abdominal  pain.  This  right  upper  quad- 
rant pain  was  dull  and  was  intensified  by  breath- 
ing. On  his  first  admission,  the  findings  were  un- 
revealing. 

He  was  a cachectic,  acutely  and  chronically  ill 
patient  with  a temperature  of  102  F.  His  abdomen 
was  moderately  distended,  tender,  and  “doughy.” 
Peristalses  were  infrequent. 

Hematocrit  was  26.  The  serum  protein  was  6.8 
Gm.  per  100  ml.  with  an  albumin-globulin  ratio  of 
0.9:1.  The  white  blood  cell  count  was  9,100  per 
cubic  millimeter  with  93  per  cent  polymorphonu- 
clear leukocytes,  3 per  cent  lymphocytes,  and  4 per 
cent  monocytes.  Radiographs  revealed  hilar  node 
calcification  and  ascites.  Abdominal  paracentesis 
yielded  2,300  ml.  of  yellowish  fluid  with  a specific 


FIGURE  3.  Case  3.  Peritoneal  biopsy  containing 
caseating  granuloma  with  Langhans'  cell  (arrow) 
(hematoxylin  and  eosin  stain).  Inset  shows  acid-fast 
bacilli  (Kinyoun's  stain  X 800). 

gravity  of  1.022,  a protein  content  of  5.2  Gm. 
per  100  ml.,  and  amylase  of  40  units.  It  contained 
350  white  blood  cells  per  cubic  millimeter,  with 
90  per  cent  lymphocytes. 

A needle  biopsy  of  the  peritoneum  on  the  fifth 
hospital  day  revealed  granulomatous  tubercles 
with  caseation  containing  characteristic  bacilli 
by  the  standard  acid-fast  technics  (Fig.  3).  The 
patient  showed  clinical  response  to  antituberculous 
therapy  (para-aminosalicylic  acid,  isoniazid,  and 
streptomycin). 

Comment 

Tuberculous  peritonitis  is  not  frequently  con- 
sidered in  the  clinical  differential  diagnosis,  and 
less  frequently,  it  is  proposed  as  the  main  diag- 
nosis. More  difficulty  arises  in  patients  with  ab- 
dominal enlargement  when  there  is  a coexisting 
condition  that  produces  ascites,  like  hepatic  cir- 
rhosis or  cardiac  failure  (Case  2).  Hughes,  Carr, 
and  Geraci^  found  tuberculosis  as  the  cause  in 
some  cases  of  obscured  ascites  and  fever.  As  in 
Case  1,  patients  have  been  subjected  quickly  to 
abdominal  exploration  with  the  diagnosis  of  car- 
cinomatosis, intestinal  obstruction,  perforated 
peptic  ulcer,  appendicitis,  and  so  forth.  In  this 
manner  peritoneal  tuberculosis  has  been  uncovered 
and  then  medically  treated. 

Prior  to  clinical  diagnosis,  patients  often  have 
undergone  more  than  two  weeks  of  observation  and 
numerous  tests.  The  diagnosis  may  be  established 
by  the  demonstration  of  acid-fast  bacilli  in  aspi- 
rated ascitic  fluid  and/or  by  peritoneal  tissue  bi- 
opsy. 

Gonnella  and  Hudson^  composed  the  typical  case 
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TABLE  I.  Incidence  of  specified  clinical  features  associated  with  tuberculous  peritonitis  (per  cent) 


Clinical  Features 

Hughes,  Carr, 
and  Geraci* 
(34  cases) 

Gonnella  and 
Hudson* 
(31  cases) 

Sochocky* 
(100  cases) 

Gosney, 
Ostermiller, 
and  Carter' 
(27  cases) 

Burack  and 
Hollister® 
(47  cases) 

Negro 

87 

79 

51 

Female 

63 

55 

44 

40  year's  of  age  or  less 
Abdominal  distention 

46 

79 

58 

66 

42 

and  or  |)ain 

68 

89 

69 

100 

75 

“Doughy”  abdomen 
Positive  tuberculin 

12 

4 

skin  test 

Hypoalbuminemia  and 

90 

82 

82 

100 

hyjrerglobul  inemia 

20 

64 

Leukopenia* 

Ascitic  fluid  jrrotein 
over  3.5  Gm.  per 

56 

18 

10 

100  cc. 

Ascitic  fluid  culture 
positive  for  tubercle 

89 

100 

69 

bacilli 

38 

34 

80 

40 

* Leukopenia  » white  blood  cell  count 

is  less  than  6,000  per 

100  cu.  mm. 

for  tuberculous  peritonitis,  consisting  of  a Negro 
female  with  fever,  night  sweats,  weight  loss,  weak- 
ness, abdominal  distention  and  pain,  ascites,  pos- 
itive skin  tuberculin  test  results,  hypoalbumin- 
emia  and  hypergammaglobulinemia,  and  ascitic 
fluid  protein  of  over  3 Gm.  per  100  ml.  Table  I 
shows  the  incidence  of  these  findings.  The  con- 
stitutional symptoms  and  elevated  erythrocyte 
sedimentation  rate  are  very  common  and  are  signs 
of  disease  activity.  Patients  are  often  young 
Negroes  under  forty  years  of  age.-"^  The  report 
that  the  disease  is  twice  as  common  in  females  as 
in  males  only  suggests  a high  incidence  of  associ- 
ated tubal  tuberculosis.^  Abdominal  distention 
and  pain  are  the  most  frequent  complaints.  Dis- 
tention is  due  to  free  or  loculated  ascites.  Pain  has 
been  nonspecific.  The  symptoms  exist  for  two  to 
six  months,  but  rarely  present  an  acute  condition 
of  the  abdomen.  The  “doughy”  character  of  the 
abdomen,  as  described  by  Hughes,  Carr,  and 
Geraci,*  was  present  in  2 of  our  patients.  This 
finding  has  been  repudiated  by  most  reports.  Skin 
tuberculin  test  findings  (OT  or  PPD*)  are  positive 
in  most  cases,  but  negative  results  have  been  found 
in  up  to  18  per  cent.^ 

Findings.  The  significant  laboratory  findings 
are  hypergammaglobulinemia,  hypoalbuminemia, 
leukopenia  or  normal  white  blood  cell  count,  and 
chronic  exudative  character  of  the  ascitic  fluid. 
A white  blood  cell  count  below  6,000  per  cubic 
millimeter  had  been  found  in  18  to  56  per  cent, 
and  below  10,000  per  cubic  millimeter  in  90  per 
cent  of  cases  of  tuberculous  peritonitis. Our 
2 cases  had  white  blood  cell  counts  of  6,000  per 
cubic  millimeter,  and  all  3 cases  had  white  blood 
cell  counts  below  10,000  per  cubic  millimeter. 
Leukopenia  in  a patient  with  fever  and  toxemia 

*OT  = old  tuberculin;  PPD  = purified  protein  derivative  of 
first  and  second  strength. 


should  alert  one  to  this  disease. Low  or  normal 
serum  total  protein  with  reversal  of  the  albumin- 
globulin  ratio  is  common.  Analysis  of  ascitic  fluid 
has  been  helpful.  In  tuberculous  peritonitis,  tbe 
specific  gravity  is  greater  than  1.016  with  protein 
content  over  3.5  Gm.  per  100  ml.,  and  the  cell  count 
is  over  250  per  cubic  millimeter,  consisting  mostly 
of  lymphocytes.^’®  In  contrast,  in  uncomplicated 
liver  cirrhosis,  a frequent  concomitant  diagnosis, 
the  specific  gravity  is  less  than  1.010,  and  the 
protein  content  is  usually  below  2.5  Gm.  per  100 
ml.®  Tuberculous  peritonitis  is  an  unlikely  di- 
agnosis if  there  is  more  than  30  per  cent  polymor- 
phonuclear leukocytes.®  Tubercle  bacilli  are  rarely 
seen  in  the  ascitic  fluid,®  but  culture  is  positive 
in  35  to  40  per  cent  of  cases.  The  result  of  guinea 
pig  inoculation  is  about  the  same  as  for  bacterial 
culture.  Our  report  is  based  on  the  demonstration 
of  bacilli,  morphologically  typical  of  Mycobacteri- 
um tuberculosis,  in  peritoneal  tubercles  by  con- 
ventional acid-fast  stains  and  fluorescent  tech- 
nics." 

Hertzler®  described  fully  the  findings  of  peri- 
toneal tuberculosis  at  surgery,  autopsy,  and  in  ex- 
perimental animals.  The  peritoneum  generally 
demonstrates  tubercles,  fluids,  adhesions,  and 
caseation  necrosis.  The  lesion  varies  in  degree 
and  extent  with  the  manner  of  spread  (hema- 
togenous or  continuity),  bacterial  virulence,  and 
host’s  resistance.  In  diffused  tuberculosis,  the 
irritated  peritoneum  exudes  copious  fluid,  ascites, 
the  serous  or  wet  type.  The  fibrin  content  of  tbe 
ascitic  fluid  determines  its  immediate  physical 
state.  With  relatively  mild  irritation,  fibrin  is 
minimal,  and  exudation  remains  fluid.  When  se- 
vere irritation  exists,  fibrin  abounds.  The  latter 
produces  significant  deposits  over,  and/or  ad- 
hesions of,  the  vesical  organs;  this  is  the  adhesive, 
plastic,  or  dry  type  of  lesion.  In  cases  with  over- 
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whelming  bacterial  virulence  and  toxicity,  casea- 
tion necrosis  of  tissue  predominates;  this  is  the 
caseous  type.  Initially,  lesions  are  unusually  deep- 
seated  from  hematogenous  or  lymphatic  spread 
(Fig.  1).  In  severe  cases  caseous  and  coagulated 
tissue  debris  unite  intestinal  loops.  Often  the 
greater  omentum  participates  and  manifests  itself 
clinically  as  a mass.  Extensive  destruction  of  in- 
testinal wall  and/or  abdominal  wall  leads  to  fistula 
formation.  Healing  process  consists  of  scarring  of 
tubercles,  complete  absorption  of  fluids  and  fi- 
brins, and  persistence  of  fibrous  scars. 

Tubercles.  Tubercles  usually  appear  as  spheri- 
cal, colorless  to  gray,  semitransparent,  firm  gran- 
ules, that  vary  from  1 to  3 mm.  (Fig.  2A).  These 
granules  or  fine  nodules  assume  oblong  shapes  as 
they  course  parallel  to  blood  vessels.  They  are  at- 
tached intimately  to  the  surrounding  tissues  which 
makes  their  separation  difficult.  A finer,  transpar- 
ent tubercle,  designated  as  submiliary,  was  ob- 
served in  some  acute  cases,  particularly  those  that 
developed  from  primary  tubal  tuberculosis.  In 
animals,  this  lesion  was  reproduced  by  showing 
bacilli  over  the  peritoneum  to  represent  spread  by 
continuity.® 

As  most  tubercles  undergo  caseation,  they  be- 
come opaque,  soft,  and  cheesy.  Confluence  of 
caseous  lesions  create  larger  nodules,  and  lead 
usually  to  necrosis  of  encompassed  tissues.  His- 
tologically, tubercles  are  no  different  from  those 
encountered  in  other  organs  (Figs.  1,  2A,  and  3). 
Demonstration  of  tubercle  bacilli  distinguishes 
them  from  granuloma  of  other  diseases  (Figs.  1 
and  3).  Using  peritoneal  needle  biopsy.  Sarin  and 
Mehta^  established  the  diagnosis  in  36  per  cent  of 
clinically  suspected  cases  by  recovery  of  tubercles 
and  demonstrations  of  acid-fast  bacilli. 

Clinically,  the  serous  or  wet  type  develops  with 
relative  rapidity  and  appears  as  marked  ascites, 
whereas  the  adhesive  type  evolves  insidiously  and 
may  manifest  itself  as  intestinal  obstruction. 
Johnston  and  Sanford^®  reported  that  most  of  the 
patients  with  negative  tuberculin  skin  test  results 
were  those  associated  with  the  serous  type  of  tuber- 
culous peritonitis. 

Pathogenesis.  Nice"  felt  that  tuberculous 
peritonitis  is  always  secondary  to  some  primary 
tuberculous  lesion.  The  primary  site,  usually  a 
pulmonary  focus,  can  heal  completely  after 
hematogenous  spread  and  may  not  be  active  or 
clinically  detectable  at  the  time  peritonitis  is  mani- 
fest. Tuberculosis  of  the  mesenteric  node,  intes- 
tine, and  fallopian  tubes  may  also  spread  locally 
to  the  peritoneum.  Our  3 cases  had  no  clinically 
demonstrable,  localized,  active,  primary  site. 

Tuberculous  peritonitis  had  a mortality  rate  of 
about  50  per  cent  prior  to  the  antimicrobial 
era.'-'*  Shattuck'-^  reported  a mortality  rate  of  68 
per  cent  for  medically  treated  patients  and  47.3 
per  cent  for  surgically  treated  patients.  Anti- 


tuberculous drug  therapy  brightens  considerably 
the  outcome  of  these  patients.  The  primary  drug 
dosages  used  initially  and  daily  are:  INH  (isoni- 
azid)  5 to  6 mg.  per  kilogram  (approximately  300 
to  400  mg.,  PAS  (para-aminosalicylic  acid)  10  to 
12  mg.  and  streptomycin  20  mg  per  kilogram. 
INH  alone  is  an  effective  antituberculous  agent 
or  it  may  be  combined  with  PAS  or  streptomycin. 
Triple-drug  regimen  (INH-PAS-streptomycin) 
or  two-drug  regimen  (INH-PAS,  INH-streptomy- 
cin,  or  streptomycin-PAS)  may  be  selected  de- 
pending on  the  resistance  of  the  microorganism, 
the  extent  of  the  disease,  and  the  drug  tolerance 
of  the  patient.'® 

Wichelhausen  and  Brown''*  used  streptomycin 
alone  in  26  patients  with  tuberculous  peritonitis 
and  observed  favorable  response  in  23.  However, 
8 patients  continued  to  have  extraperitoneal 
tuberculosis.  Johnston  and  Sanford'®  reported 
7 patients  cured  by  INH,  either  alone  or  in 
combination  with  PAS  and/or  streptomycin.  In 
Hughes,  Carr,  and  Geraci’s'  series,  patients  under 
triple-drug  regimen  and  double-drug  regimen  had 
parallel  favorable  responses.  Sochocky’s®  pa- 
tients on  a two-drug  regimen  were  treated  in  a 
hospital  for  fifteen  to  three  hundred  five  days, 
with  an  average  period  of  six  months.  The  pa- 
tients continued  to  take  INH  after  discharge  for 
eighteen  to  twenty-four  months.  Singh,  Bhargava, 
and  Jain,'®  in  47  patients,  used  a two-drug  regimen 
in  two  groups  of  patients.  They  added  steroids  to 
one  of  the  two  groups.  The  antituberculous  drug 
protocol  consisted  of  streptomycin,  1 Gm.  daily, 
and  INH,  300  mg.  daily.  After  three  months, 
streptomycin  was  discontinued  and  replaced  by 
PAS,  12  Gm.  daily.  Ethionamide,  500  mg.  daily, 
was  used  when  the  patient  could  not  tolerate  PAS. 
Prednisone,  30  mg.  daily,  was  given  for  three 
months,  then  tapered  and  discontinued  in  the 
fourth.  The  group  of  patients  who  received 
steroids  did  not  develop  fibrotic  complications, 
whereas,  in  the  group  without  steroid,  3 patients 
had  intestinal  obstruction  and  1 developed  con- 
strictive pericarditis. 

Surgical  exploration  of  the  abdomen  may  be  per- 
formed, (1)  when  the  diagnosis  remains  uncon- 
firmed, (2)  when  chemotherapy  fails  to  produce 
satisfactory  clinical  response,  (3)  if  a mass  is  pres- 
ent, and  (4)  if  ascites  progresses.'  The  therapeutic 
procedures  performed  usually  are  omentectomy, 
salpingectomy,  freeing  of  adhesions,  drainage  of 
abscess,  and  so  forth.  These  procedures  supple- 
ment antituberculous  drug  regimens  and  shorten 
the  patient’s  recovery  period.  ®’‘*’''  Gosney,  Oster- 
miller,  and  Carter,'  reported  patients  who  had 
indications  for,  and  were  subjected  to,  surgery 
with  satisfactory  clinical  response  in  85  per  cent 
of  cases  and  a mortality  rate  of  15  per  cent.  Sur- 
gery was  followed  neither  by  dissemination  of 
tuberculosis  nor  by  formation  of  fistula.  *’'•*’ 
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Summary 

We  have  reported  3 cases  of  primary  tuberculous 
peritonitis,  which  were  unsuspected  on  first  ad- 
mission. The  diagnoisis  was  established  by  lapa- 
rotomy (Case  1),  by  autopsy  (Case  2),  and  by  per- 
cutaneous needle  biopsy  of  the  peritoneum  (Case 
3)  on  readmission.  The  difficulty  of  diagnosis  is 
usually  due  to  nonavailability  of  pertinent  clinical 
data.  Ascitic  fluid  specific  gravity  over  1.016,  pro- 
tein content  over  3.5  Gm.  per  1(X)  ml.,  lymphocy- 
tosis, and  culture  for  tubercle  bacilli  were  featured 
by  many  reports.  We  confirmed  our  diagnosis  by 
recovery  of  caseating  granuloma,  demonstration  of 
tubercle  bacilli  in  tissue,  and  ascitic  fluid.  Anti- 
tuberculous chemotherapy  has  been  effective.  Ex- 
ploratory laparotomy  may  be  performed  when: 
(1)  the  diagnosis  is  uncertain;  (2)  there  is  no  re- 
sponse to  drug  therapy;  (3)  ascites  is  progressive; 
and  (4)  in  the  presence  of  a mass.  Occurrence  of 
fistula  or  other  complications  of  surgery  is  rare. 

152- 1 1 89th  Avenue 
Jamaica,  New  York  11432 
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TABLE  I.  Classification  of  tumors  according  to  tissue 
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Hemangioma  is  the  most  frequent  benign  tumor 
of  the  spleen,  Virchow  described  the  tumor  in 
Europe,  and  Hodge  described  it  here  in  1895,  with 
50  cases  reported  to  1961.^  Hamartoma  is  another 
name  occasionally  used.  The  slow-growing 

cavernous  type  with  prominent  stroma  is  more 
frequent,  occurring  more  often  in  the  middle  dec- 
ades. Only  2 cases  were  found  in  patients  under 
fourteen  years  of  age;  1 in  a four-month-old  girl. 
Autopsy  incidence  varies  from  3 to  14  per  cent. 
The  most  frequent  complaint  is  mass  in  the  left 
upper  quadrant,  and  complications  include  rup- 
ture, hypersplenism,  malignant  degeneration,  in- 
farction, and  thrombosis.  Coincident  hepatic 

angiomas  suggest  malignant  spread;  however, 
splenic  hemangioma  may  be  associated  with  be- 
nign hemangiomas  elsewhere.^  Differential  di- 
agnoses include  dermoids;  epidermoid,  endothe- 
lial, and  parasitic  cysts;  and  neoplasms.  Sarcoma 
is  the  most  common  malignant  condition.  A 
classification  of  tumors  according  to  tissue  of  origin 
is  seen  in  Table  I. 

An  analysis  of  diseases  associated  with  104 
splenic  cancers  showed  13  per  cent  of  patients  with 
malarial  histories,  13  per  cent  tuberculosis,  4 per 
cent  lues,  4 per  cent  trauma,  and  an  occasional 
history  of  typhoid  fever. 

The  size  of  hemangiomas  may  reach  13,130 
Gm.-”'*  A cystic  hemangioma  in  a thirty-five-year- 
old  female  contained  12,000  cc.  of  bloody  fluid. 
Displacement  rather  than  replacement  of  paren- 
chyma (x;curs.  In  this  case  retrograde  urography 
showed  the  left  kidney  displaced  to  the  right  of  the 
lumbar  spine. 

An  extensive  review  of  nonparasitic  cysts  is  given 
by  P'owler.''  The  histologic  change  in  diffuse 


Tissue  Type 

Benign 

Malignant 

Capsular- 

trabecular, 

fibrous 

Fibroma 

Fibrosarcoma 

Smooth 

muscle 

Leiomyoma 

Leiomyosarcoma 

Nerve 

Neuroma 

N eurosarcoma 

Lymphatic 

Reticulo- 

Lymphoma 

Lymphosarcoma 

endothelium 

Endothelioma 
Reticulum  cell 

sarcoma 

Vascular 

Hemangioma 

Hemangioendothelioma 

Lymphangioma 

Angiosarcoma 

cavernous  hemangioma  results  in  fibrous  trabecu- 
lae and  endothelial  lined  spaces  containing  red 
blood  corpuscles.^  In  hemangiolymphangioma 
lymphatic  lacunae  are  also  seen.  However,  the 
term  hemangiolymphangioma  was  not  seen  in  the 
series  reviewed. 

Hemangiomatous  splenomegaly  is  sometimes 
associated  with  similar  tumors  in  bone.*^  Wallis, 
Asch,  and  MaiseF  reported  2 cases  of  diffuse  bony 
hemangiomatosis,  adding  these  to  24  found  in  the 
literature;  splenic  involvement  was  found  8 times. 
Seckler,  Rubin,  and  Rabinowitz*  reported  1 case  of 
cystic  angiomatosis,  adding  it  to  12  in  the  litera- 
ture. In  these,  splenic  involvement  was  mentioned 
4 times.  These  two  series  point  out  the  differenti- 
ation in  the  diffused  and  cystic  forms.  In  the  lat- 
ter cases  extraskeletal  diseases,  such  as  hepato- 
megaly, chylous  effusions,  and  pathologic  frac- 
tures, occurred  in  78  per  cent  of  cases.  These 
authors  suggest  the  term  angioma  to  mean  tumor  of 
either  lymphatic  or  hemangiomatous  tissue. 

The  treatment  is  splenectomy  if  necessary  be- 
cause of  mass.  Partial  splenectomy  with  cyst 
excision  has  been  described.^  Large  cysts  with 
normal  parenchyma  pressed  to  one  side  would 
indicate  this  procedure. 

A case  of  diffuse  hemangiolymphangioma  of  the 
spleen  and  bone  is  presented. 

Case  report 

A fifty-five-year-old  white  female  was  first  seen 
on  October,  31,  1966,  complaining  of  bleeding 
stasis  ulcer  above  the  left  medial  malleolus.  A 
large  mass  was  felt  in  the  abdomen.  On  December 
9 the  patient  was  admitted  to  Huntington  Hospi- 
tal. Past  history  gave  no  record  of  tropical  resi- 
dence or  parasitism.  Physical  examination 
showed  blood  pressure  of  170/90,  regular  heart 
rhythm,  and  clear  lungs.  The  abdomen  contained 
a large,  firm,  movable  mass  extending  2 inches 
below  the  umbilicus.  It  was  not  tender,  and  a 
notch  was  felt  on  the  right  side.  A dry  scab  cov- 
ered the  stasis  ulcer.  Moderate  varicose  veins  of 
the  left  leg  were  present. 

The  hemoglobin  was  10  Gm.  per  100  ml.  white 
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FIGURE  1.  (A)  Chest  x-ray  film  showing  tumor  (hemangioma),  right  eighth  rib.  First  called  chondroma.  (B)  Micro- 

scopic section  of  rib  (hematoxylin  and  eosin  stain  X 280). 


blood  count  12,000,  65  per  cei^t  segmented  neutro- 
phils, platelets  “adequate,”  blood  urea  nitrogen 
15  mg.  per  100  ml.,  bone  marrow  normal,  electro- 
cardiogram “abnormal  T waves,”  with  a question 
of  “coronary  involvement.”  Urinalysis  revealed 
a specific  gravity  of  1.015,  traces  of  albumin,  and 
microscopic  calcium  oxalate  crystals.  A liver  scan 
on  December  12  (150  me.  Au^®®)  revealed  the  liver 
pushed  to  the  right  of  midline  and  diminished  up- 
take in  the  lower  part  of  right  lobe.  Intravenous 
pyelogram  showed  normal  kidneys,  barium  enema 
revealed  depression  of  the  colon,  and  chest  x-ray 
films  revealed  tumor  of  the  right  eighth  rib  (Fig. 
lA).  Films  of  the  pelvis  revealed  diffuse  lytic 
changes  in  the  right  ilium.  Biopsy  of  the  rib  mass 
indicated  “hemangioma  of  bone”  (Fig.  IB). 

On  December  13  laporatomy  showed  a large 
lobular  spleen  of  the  consistency  of  rubber.  Serosa 
was  gray  without  adhesions.  The  liver  was  pale, 
its  surface  lobular,  and  a gray  diffuse  indurated 
area  was  seen  at  the  edge  of  the  right  lobe  (Fig.  2). 
Splenectomy  and  biopsy  of  liver  were  done.  The 
spleen  weighed  4.4  Kg.  The  cut  surface  revealed 
a firm  hemorrhagic  appearance  with  areas  of  gray 
tissue.  Histologically,  trabeculae  enclosing  endo- 
thelial-lined spaces,  some  with  red  blood  cells  and 
some  with  lymphs,  were  the  chief  features  (Fig.  3). 


Approximately  40  per  cent  of  the  field  appears  to 
be  lymphangiomatous. 

Postoperatively  platelets  were  251,000.  The 
following  day  platelets  were  251,000.  Studies  then 
showed  prothrombin  time  control  13,  patient  14.5, 
cephalin  flocculation  3 plus  in  twenty-four  hours, 
alkaline  phosphatase  1.86,  cholesterol  192,  biliru- 
bin 0.2  mg.  per  100  ml.,  albumin-globulin  ratio 
1:2.56,  and  thymol  turbidity  1 unit.  The  post- 
operative course  was  uneventful. 

Pathologic  report  was  benign  hemangiolymphan- 
gioma  of  the  spleen  and  hamartoma  of  liver. 

In  follow-up,  the  patient  stated  that  she  felt 
much  improved.  The  ulcer  of  the  left  ankle 
healed. 

Summary 

An  upper  abdominal  mass  in  the  central  and  left 
upper  quadrant  areas  is  probably  enlarged  spleen. 
Splenomegaly  may  be  benign  or  malignant. 

The  most  frequent  benign  tumor  of  the  spleen  is 
hemangioma,  with  the  cavernous  type  more  fre- 
quent. Hemangiomatous  and  lymphangiomatous 
elements  can  coexist  and  may  involve  bone.  Al- 
though lymphomas  and  leukemias  are  seen  often, 
benign  diffuse  hemangioma,  or  hemangiolymph- 
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FIGURE  2.  Gross  appearance,  cut  surface  of  spleen. 


angioma,  should  be  considered  when  a mass  is 
found  in  the  left  upper  quadrant. 

A case  of  benign  hemangiolymphangioma  of  the 
spleen  area  with  similar  changes  in  bone  is 
described. 

13  Central  Street 
Huntington,  New  York  11743 
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Primary  carcinoma  of  the  oviduct  is  an  uncom- 
mon finding,  representing  less  than  1 per  cent  of 
the  cancers  involving  the  female  genital  tract. 
Hydrothorax  without  accompanying  ascites  has 
been  reported  in  a few  cases  of  ovarian  tumors  but 
has  not,  to  our  knowledge,  been  seen  with  car- 
cinoma of  the  oviduct.  The  association,  then,  of 
hydrothorax  and  primary  carcinoma  of  the  ovi- 
duct is  quite  rare.  A case  in  our  recent  experience 
is  reported. 

Case  report 

A sixty-two-year-old  Negro  female,  para  l-O-O-O, 
was  admitted  to  the  gynecologic  service  on  April 
29,  1968,  with  a complaint  of  postmenopausal 
bleeding  of  five  days’  duration.  Her  menopause 
was  uneventful  at  the  age  of  thirty-eight.  She  had 
been  informed  many  years  prior  to  this  admission 
that  she  had  a uterine  leiomyoma.  A sister  had 
died  of  cancer  of  the  uterus. 

Physical  examination  revealed  a slightly  obese 
female  in  no  distress.  Breath  sounds  were  di- 
minished in  the  right  lower  lung  field.  The  abdo- 
men was  obese  and  soft,  and  there  was  no  sugges- 
tion of  fluid  accumulation.  Pelvic  examination  re- 
vealed normal  external  genitalia.  The  vagina  and 
cervix  appeared  clear.  The  uterus  was  felt  to  be 
enlarged  to  the  size  of  an  eighteen-week  gestation. 


FIGURE  1.  Roentgenogram  of  chest  on  admission 
showed  fluid  accumulation  in  right  pleural  cavity. 

No  adnexal  masses  were  noted.  Roentgenogram 
of  the  chest  revealed  a right  pleural  effusion  to  the 
level  of  the  sixth  rib  (Fig.  1).  Thoracentesis  yield- 
ed 1,1(X)  ml.  of  straw-colored  fluid  with  atypical 
mesothelial  cells  in  the  sediment.  Biopsy  of  the 
pleura  showed  merely  fibroadipose  tissue  with 
muscle  and  nerve  fragments. 

Fractional  curettage  and  cervical  biopsies  were 
reported  as  showing  senile  endometrium  and 
chronic  cervicitis.  Cytologic  examination  of  the 
cervix  revealed  negative  findings.  On  May  16, 
1968,  total  abdominal  hysterectomy  and  bilateral 
salpingo-oophorectomy  were  performed. 

Findings  at  laparotomy  revealed  a myoma  of  ten 
weeks’  gestational  size  in  the  uterus  and  normal 
left  adnexal  structures.  The  right  adnexa  con- 
tained a large  tumor  mass  15  cm.  in  diameter. 
This  mass  was  connected  to  the  right  cornu  and 
was  adherent  to  the  intestine,  uterus,  omentum, 
and  pelvic  wall.  No  ascites  was  noted.  Grossly, 
the  site  of  origin  of  the  tumor  could  not  be  ascer- 
tained. On  microscopic  examination,  however, 
the  transition  from  normal  tubal  mucosa  to  the 
adenocarcinoma  was  identified,  and  a diagnosis 
of  primary  adenocarcinoma  of  the  oviduct  was 
returned  (Fig.  2). 

The  postoperative  course  was  unremarkable. 
Tumor  survey  revealed  right  obstructive  uropathy 
and  diverticulosis  of  the  colon.  Repeat  roentgeno- 
gram of  the  chest  on  the  twelfth  postoperative 
day  showed  complete  resolution  of  the  chest  fluid 
(Fig.  3).  On  recommendation  of  the  tumor  board, 
the  patient  received  x-ray  therapy  to  her  pelvis 
and  was  discharged  in  good  condition  on  July  2, 
1968. 
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FIGURE  2.  Histologic  picture  of  right  oviduct  shove's 
transition  of  normal  mucosa  to  papillary  adenocar- 
cinoma, indicated  by  arrow  (hematoxylin  and  eosin 
stain). 

On  October  19,  1968,  the  patient  was  readmitted 
with  recurrent  abdominal  mass  and  intestinal 
obstruction.  A roentgenogram  of  the  chest  showed 
no  abnormality.  A laparotomy  on  October  30, 
1968,  confirmed  the  diagnosis  of  unresectable  re- 
current carcinoma.  No  ascites  was  noted.  The 
postoperative  course  was  complicated  by  peritoni- 
tis and  intestinal  fistula.  Her  condition  deterio- 
rated steadily,  and  she  expired  on  January  3,  1969. 
An  autopsy  was  not  performed. 

Comment 

Comprehensive  reviews  of  the  world  literature  on 
primary  carcinoma  of  the  oviduct  were  made  by 
Hu,  Taymor,  and  Hertig  in  1950,^  Hayden  and 
Potter  in  1960,^  Sedlis,^  and  Hurlbutt  and  Nelson 
in  1963.'*  Series  of  more  than  10  cases  were  re- 
ported by  Dougherty,  Cotton,  and  Braby,^  Fran- 
kel,®  Hayden  and  Potter, Hurlbutt  and  Nelson,* 
Johnson,^  Kneale  and  Attwood,®  Lofgren  and 
Dockerty,®  and  Tatum  and  Golden.*”  In  none  of 
these  was  hydrothorax  mentioned,  although  ascites 
was  documented  in  a few.  In  1954  Meigs**  re- 
viewed the  world  literature  on  ascites  and  hydro- 
thorax caused  by  pelvic  tumors  other  than  fibroma 
of  the  ovary.  He  was  able  to  collect  124  cases, 
among  which  was  a case  of  papilloma  of  the  ovi- 


FIGURE  3.  Roentgenogram  of  chest  May  28,  1968, 
twelve  days  postoperatively,  showing  disappearance  of 
fluid. 


duct.  A tumor  of  the  oviduct  complicated  by  hy- 
drothorax without  ascites  has  never  been  documen- 
ted. 

Although  Meigs*^  never  observed  a case  of 
ovarian  tumor  with  hydrothorax  and  without  as- 
cites, he  did  mention  some  cases  of  his  own  in 
which  the  amount  of  chest  fluid  was  very  large  and 
the  ascites  scant.  Studdiford,  in  discussing  a 
report  by  Meigs,  Armstrong,  and  Hamilton,*® 
mentioned  a case  of  an  ovarian  fibroma  with  no 
ascites  but  with  a bloody  right  pleural  effusion. 

He  believed  the  hemothorax  was  unrelated  to  the 
fibroma.  Leger  and  Roy*'*  reported  3 cases  of 
ovarian  tumor  associated  with  hydrothorax  but 
with  no  ascites.  They  also  quoted  a similar  case 
reported  by  Langeron  and  another  by  Gallavardin 
and  Gravier.  Similar  cases  were  observed  by 
Migueres*®  and  Paggini.*®  Another  case  was 
mentioned  by  Dannreuther  in  the  discussion  of  an 
article  by  Meigs  and  Cass.*"*  In  Migueres’  case, 
a chronic  infection  was  present,  but  the  hydro- 
thorax cleared  rapidly  following  the  removal  of  the 
ovarian  tumor.  Like  the  others,  the  possibility  of 
a metastatic  pleural  effusion  was  believed  un- 
likely. 

Meigs*®  explained  the  formation  of  ascites  in  an 
ovarian  fibroma  as  the  result  of  extravasation  of  ( 
the  lymphatics  underlying  the  single-layered  epi- 
thelium covering  the  tumor.  He  also  explained 
the  combination  of  the  hydrothorax  and  ascites  on 
the  basis  of  communications  between  the  pleural 
and  the  peritoneal  cavity  in  the  form  of  persistent 
pleuroperitoneal  canals  and  on  diaphragmatic 
lymphatics,  with  emphasis  on  the  latter.  The  i 
former  was  discounted  on  the  basis  of  the  negative 
result  of  exploration  of  the  diaphragm  at  the  time 
of  laparotomy  and  of  the  x-ray  air  studies,  al- 
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though  they  admitted  that  those  examinations 
had  not  ruled  out  smaller  canals.  Actually,  the 
defects  of  the  foramen  of  Bochdalek  and  of  Morga- 
gni might  be  too  minor  to  allow  a herniation  or 
permit  probing  but  might  still  permit  a shift  of 
fluid.  Such  a speculation  is  by  no  means  out  of 
the  question  in  view  of  the  delicate  process  in- 
volved in  the  formation  of  the  diaphragm.  Fur- 
thermore, the  local  anatomic  structures  might  be 
such  that  fluid  shift  is  permitted  while  air  is  not, 
or  the  defect  might  be  covered  by  a thin  pleuroperi- 
toneal membrane. 

In  the  discussion  of  the  article  by  Meigs,  Arm- 
strong, and  Hamilton,*^  Herrick  mentioned  the 
role  of  the  negative  pressure  in  the  pleural  cavity 
in  preventing  the  back  flow  of  fluid  to  the  peri- 
toneal cavity.  Meigs  noted,  through  India  ink  in- 
jection studies,  that  the  diaphragmatic  lymphatic 
flow  was  one  way  from  the  peritoneum  to  the 
pleural  space.  This  confirmed  the  conclusions 
from  the  laboratory  experiment  conducted  earlier 
by  Higgins  and  Lemon.'*  Lemon  and  Higgins'* 
also  demonstrated  that  the  particulate  matter  in- 
jected and  the  exudate  thus  induced  were  effective- 
ly absorbed  by  the  diaphragmatic  lymphatics  from 
the  peritoneal  cavity  but  not  from  the  pleural  cavi- 
ty. Yamada''^'*  has  found,  by  introduction  of  S**- 
labeled  sodium  sulfate  into  the  peritoneal 
cavity,  that  the  absorption  was  most  vigorous 
from  the  diaphragm,  omentum,  and  alimentary 
tract,  poor  from  the  parietal  peritoneum,  and  ab- 
sent from  the  serosa  of  the  liver  and  the  spleen. 
These  experiments  help  to  shed  some  light  on 
the  pathogenesis  of  the  occasional  case  of  ovarian 
tumor  with  hydrothorax  and  no  ascites.  It  is  pos- 
sible for  some  ascitic  fluid  to  gain  access  to  the 
pleural  cavity,  and  the  peritoneal  fluid  can  be 
rapidly  cleared  via  diaphragmatic  and  other  lym- 
phatics, whereas  the  pleural  fluid  is  more  likely  to 
remain. 

In  their  original  publication  on  the  subject  of 
hydrothorax  and  ascites  in  association  with  ovarian 
fibroma,  Meigs  and  Cass'^  believed  that  further 
studies  by  anatomists  or  thoracic  surgeons  might 
shed  some  light  on  the  mechanism  of  this  gyneco- 
logic curiosity.  The  definitive  work  has  not  been 


done,  and  our  speculations  remain  similar  to  those 
outlined  by  Meigs  a quarter  century  ago. 
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Chronic  addiction  to  heroin  is  one  of  the  major 
medical,  social,  and  economic  problems  of  the 
present  era.  The  development  of  methadone 
maintenance  as  a therapeutic  measure  has  been 
documented  to  be  effective  in  heroin  addiction.' 
Drug  abuse,  the  number  of  arrests,  and  jail  days 
are  significantly  reduced  in  patients  treated  with 
methadone. -’V  In  this  study,  evaluation  of  the 
rehabilitation  accomplishments  of  a methadone 
clinic  in  a New  York  City  hospital  are  considered  in 
economic  terms.  The  costs  to  society  of  81 
addicts,  their  income  declared,  and  their  income 
taxes  paid  are  considered.  The  balance  sheet  is 
then  drawn  before  and  during  methadone  treat- 
ment. 

Materials  and  methods 

The  operations  of  the  MMC  (Methadone 
Maintenance  Clinic)  of  St.  Luke’s  Hospital  Center 
are  fully  described  elsewhere.''  This  clinic  is  an 
integral  part  of  the  Methadone  Maintenance 
Treatment  Program  of  Beth  Israel  Medical  Center. 
Its  budget  for  1969  was  about  $100,000.  This  sum 
was  expended  for  direct  services  to  the  patient 
such  as  rent,  supplies,  methadone,  laboratory,  and 
pharmacy  services  as  well  as  for  full-time  salaries 
for  5 counselors,  2 nurses,  a part-time  psychiatric 
social  worker,  and  a physician.  Were  central  ad- 
ministrative, legal,  data  collection,  and  intake 
psychiatric  .social  worker  services  included,  the 


total  costs  would  reach  $180,000.  Since  the  aver- 
age daily  census  of  1969  was  69  patients,  the  mean 
annual  direct  cost  of  about  $1,450  per  patient  was 
calculated  and  the  mean  total  per  patient  costs 
were  $2,750. 

All  57  patients  on  the  roster  of  the  MMC  on 
January  1,  1969,  plus  the  33  patients  added  during 
the  year  were  included,  and  interviewed  in  March 
and  April  of  1970.  The  9 patients  (10  per  cent) 
who  left  the  program  were  traced,  contacted,  and 
their  present  drug  status  determined.  The 
patients  were  asked  how  effective  methadone  had 
been  in  terms  of  alleviation  of  their  heroin  hunger 
and  what  changes  in  their  drug,  social,  and  eco- 
nomic activities  occurred  after  methadone  therapy. 
Specifically,  their  activities  in  the  year  1969,  or 
that  moiety  of  1969  during  which  they  actually 
were  receiving  methadone,  were  compared  with 
their  activities  during  the  twelve  calendar  months 
immediately  before  starting  methadone  treat- 
ment. Only  2 patients  did  not  cooperate  fully  in 
the  interview. 

The  details  of  their  narcotic  habits  in  the  last 
premethadone  year  were  elicited,  together  with  an 
estimate  of  this  average  daily  heroin  cost  for  the 
part  of  the  year  that  heroin  was  actually  used. 
They  were  asked  how  they  met  the  costs:  what 

per  cent  of  their  daily  use  was  realized  by  sellirig 
drugs,  stealing,  pickpocketing,  check  kiting,  prosti- 
tution, job  income,  spouse,  family,  welfare,  and  so 
forth. 

Their  annual  payments  made  for  narcotics  were 
calculated  by  multiplying  the  average  daily  cost 
by  the  number  of  days  heroin  was  actually  used 
(usually  365  less  the  number  of  days  in  jail,  deten- 
tion, hospital,  or  voluntary  abstention  from 
heroin).  The  patients  were  confronted  with  this 
figure  for  their  bill  for  narcotics  for  one  year  and 
requestioned  about  how  they  supported  their 
heroin  habit  until  the  interviewer  and  patient  had 
reached  a mutually  satisfactory  conclusion.  Each 
patient  was  asked  whether  he  had  resorted  to 
violence,  (laying  on  hands,  or  using  a weapon) 
during  that  year,  and  how  many  times. 

The  data  on  stealing  was  obtained  in  two  ways. 
First,  the  percentage  of  daily  heroin  obtained  by 
stealing  was  multiplied  by  the  number  of  heroin 
days  to  obtain  an  annual  figure.  Second,  the  year- 
ly sum  realized  from  stealing  spent  for  heroin  was 
discussed  with  the  patient.  If  both  sums  agreed 
closely,  the  mean  was  used.  If  there  was  a dis- 
crepancy, further  questions  resulted  until  both 
interviewer  and  patient  reached  a satisfactory  con- 
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TABLE  I.  Estimated  heroin  use  in  last  premethadone  year 
(patient-months) 


Heroin  Use 

Months 

Per  Cent 
of  Total 

Heroin  used 

830 

83 

No  heroin  used 

142 

14 

No  heroin  used-voluntarily 

42 

4 

No  heroin  used-enforced 
No  heroin  used-methadone  il- 

100 

10 

licitly  substituted 

18 

1 

Total 

972 

100 

elusion  to  the  question  of  how  the  patient  financed 
his  heroin. 

The  type  of  goods  specifically  stolen,  that  is, 
cash,  new  or  used  property,  checks,  and  so  forth 
was  asked  in  detail.  The  methods  used  for  dispos- 
al of  the  stolen  articles,  and  the  approximate  frac- 
tion of  the  fair  market  value  of  the  goods  actually 
received  by  the  patient  were  obtained.  If  new 
goods  were  stolen,  the  wholesale  price  was  used 
to  calculate  the  basis  of  fair  market  value.  The 
figures  presented  are  conservative  and,  so  far  as 
possible,  probably  approach  the  actual  value  of 
stolen  goods.  The  number  of  months  on  welfare, 
days  in  detention,  jail,  and  the  number  of  days  in 
the  hospital  for  detoxification  or  hepatitis  (or  other 
drug-related  illness  such  as  multiple  abscesses) 
were  sought.  The  number  of  times  each  patient 
was  arrested  was  also  obtained. 

Their  job  histories  for  that  year  were  also  re- 
quested, plus  their  income  actually  declared  for 
income  tax  purposes,  and  their  income  taxes  paid. 
Since  most  of  the  tax  payers  did  not  recall  the 
exact  tax  figures,  estimations  of  their  tax  liabilities 
were  made  from  standard  tax  tables  using  the  gross 
income  information  presented  by  the  patient. 

For  the  year  1969  they  were  asked  whether  they 
had  resorted  to  illicit  activities  to  meet  the  costs 
of  their  heroin  habit.  They  were  questioned  about 
jail,  arrests,  inpatient  detoxification,  or  other 
narcotic-related  hospitalization  days,  months  on 
welfare,  and  employment  status.  Their  income 
actually  declared  for  tax  purposes  was  elicited,  and 
their  tax  liabilities  were  also  estimated  from  stan- 
dard tables. 

It  is  recognized  that  income  and  income  tax  data 
are  frequently  sensitive  topics  and  that  precise 
figures  are  often  difficult  to  obtain.  As  might  be 
expected,  these  heroin  addicts  were  highly  unreli- 
able economically  in  the  year  before  methadone 
treatment  and  avoided  payment  or  even  declara- 
tion of  income  tax  wherever  possible.  However, 
26  did  have  income  taxes  withheld  from  their 
salaries  by  their  employers  which  accounted  for  al- 
most all  income  taxes  collected.  The  patients’ 
employment  status  and  income  received  were 
checked  with  the  records  of  their  counselors  and  in 
the  original  intake  interview,  and  seemed  to  be 


TABLE  II.  Methods  of  financing  heroin  use  by  81  addicts  in 
last  year  before  methadone  therapy 


Method 

Multiple* 

Singlet 

Welfare 

30 

Selling  drugs,  heroin  included 

36 

9 

Stealing 

37 

8 

Job 

32 

7 

Prostitution 

11 

5 

Family 

6 

2 

Pimping 

4 

Begging,  gifts 

3 

1 

Check  kiting,  passing 

5 

2 

Debt 

4 

Pickpocketing 

2 

No  heroin  used 

3 

Savings 

1 

1 

Purse  snatching 

1 

♦ Mulli|)le  methods  were  usually  employed.  Ail  methods  listed 
accounted  for  5 per  cent  or  more  of  annual  drug  purchases. 

t In  the  second  column  are  listed  the  numbers  of  patients  who  financed 
their  drug  habit  by  a single  means;  95  i>er  cent  or  more  of  heroin  was 
bought  by  this  means. 


consistent  with  reasonable  estimates  of  annual 
earnings  appropriate  for  the  jobs  held.  In  1969, 
the  increase  to  61  in  the  number  of  patients  filing 
income  tax  return  forms  in  the  last  premethadone 
year  indicates  that  more  patients  were  employed 
and  that  more  had  realized  their  income  tax  re- 
sponsibilities. Although  they  must  be  considered 
approximate,  the  income  data  in  this  study,  never- 
theless, seem  to  be  useful  reflections  of  the  eco- 
nomic activities  of  the  group. 

The  last  premethadone  year  seemed  to  be  a valid 
standard  for  comparison  since  it  was  representa- 
tive, economically,  of  the  usual  heroin  habits  and 
costs  of  the  group.  Quantitatively  similar  activi- 
ties occurred  in  the  four-year  period  before  the  last’ 
premethadone  year  in  the  study  of  60  consecutive 
patients  questioned  in  detail  for  this  five-year 
period.  They  spent  about  the  same  average 
amount  daily  on  heroin  during  these  four  years 
as  in  the  last  premethadone  year.  The  60  patients 
had  an  annual  mean  number  of  arrests  for  four 
years  of  31.9  per  year  in  comparison  with  28  in  the 
last  premethadone  year.  Also  their  annual  aver- 
age number  of  days  in  jail  was  1,994  for  the  four 
years,  or  somewhat  greater  than  1,375  days  in  jail 
in  the  last  premethadone  year. 

Results 

The  ages  of  the  81  patients  attending  the  MMC 
ranged  from  twenty  to  sixty-two  years  with  a mean 
age  of  thirty-seven  years;  17  were  in  their  third 
decade,  27  in  their  fourth,  and  17  in  their  fifth 
decade  of  life.  Among  the  17  females,  8 were  mar- 
ried to  clinic  patients  and  had  been  admitted 
simultaneously  with  their  husbands.  The  racial 
or  ethnic  breakdown  (including  the  9 patients 
discharged)  was:  white,  28;  Negro  46;  Puerto 

Rican,  15;  and  Mongoloid,  1.  The  patients  had 
generally  used  heroin  for  many  years;  the  range 
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FIGURE  1 


Earning  activities  of  81  addicts  during  twelve  months  before  starting  methadone. 


was  two  to  forty-seven  years  with  a mean  duration 
of  heroin  addiction  of  14.2  plus  or  minus  8.6  years. 
Forty-six  patients  had  been  addicted  for  over  ten 
years,  and  20  for  over  twenty  years,  but  only  7 
had  been  addicted  for  five  years  or  less. 

The  daily  heroin  cost,  calculated  for  the  days 
heroin  was  actually  used  in  the  year  preceding 
methadone  treatment,  ranged  from  $0  to  $150, 
with  a mean  daily  cost  of  $34.85.  Table  I shows 
the  estimated  heroin  use  of  patients  in  the  year 
preceding  treatment.  Usually,  criminal  means  of 
financing  their  heroin  habits  were  employed  (Table 
II,  Fig.  1).  Therefore,  the  data  strongly  indicate 
that  the  preponderance  of  patients  in  the  clinic 
were  hard-core  criminal  addicts. 

The  jobs  held  in  the  last  premethadone  year 
are  listed  for  the  30  employed  patients  by  category 
in  Table  III.  I’he  number  of  employed  was  37 
per  cent  of  the  total.  In  contrast,  during  1969, 
72  per  cent  were  employed.  Although  there  was 
a similar  distribution  among  the  job  categories, 
there  was  a trend  toward  higher  pay  and  increased 
responsibilities.  Their  illicit  activities  used  to 
finance  heroin  before  entry  into  methadone  main- 
tenance were  almost  universally  denied  by  the 
group  for  the  year  1969. 


TABLE  III.  Occupations  of  patients  before  and  after 
methadone  treatment 


Occupation 

Before 

After 

Labor,  unskilled 

12 

18* 

Office  and  building 

9 

17 

Musician 

5 

8 

Labor,  skilled 

2. 

5 

Executive 

1 

3 

Student 

2 

5 

Counselor 

6* 

Housewife 

15 

11 

Unemployed 

35 

9 

Totals 

81 

82 

* One  patient  in  each  category  is  employed  by  methadone  main- 
tenance program. 


Table  IV  presents  the  number  of  welfare  months 
for  the  group  in  the  year  before  methadone  and 
for  1969.  The  decrease  after  methadone  therapy 
reflected  their  improved  employment  status  but 
also  fewer  months  at  risk  since  some  patients  were 
on  methadone  only  part  of  the  year.  The  percent- 
age of  welfare  months  in  the  two  years  was  29.1 
before  and  26.3  after  methadone.  Most  of  the  1969 
welfare  patients  had  been  admitted  to  the  MMC 
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TABLE  IV.  Some  costs  to  society  of  81  heroin  addicts  before  and  after  methadone  maintenance,  the  last  year 

before  methadone  contrasted  with  1969 


Total  for  Group  in  1 Year 

Average 

Unit 

Cost 

(Dollars) 

Last  Premf 
Number 
of 

Patients 

jthadone  Ye 
Number 
of 

Units 

ar — Heroin 

Cost 

(Dollars) 

Number 

of 

Patients 

1969 — Metha( 
Number 
of 

Units 

lone — 

Cost 

(Dollars) 

Patient  months 

972 

838 

Welfare  months 

Hospital  days  for  detoxifica- 

85 

24 

280 

23,800 

23 

205 

17,425 

tion  from  heroin 
For  other  narcotic-related  ill- 

90 

33 

749 

67,260 

0 

0 

0 

ness 

100 

4 

12 

12,000 

0 

0 

0 

Jail  days 

12.75 

13 

2,214 

28,230 

0 

0 

Detention  days 

12 

15 

346 

4,150 

1 

40 

480 

Arrests 

25* 

26 

36 

900 

2 

3- 

0 

Admitted  violent  episodes 
Methadone  Maintenance  Clinic 
per  patient  cost  of  direct 

10 

146 

0 

0 

0 

0 

services 

1,475 

0 

0 

0 

69 1 

1 

100,000 

All  costs  included 

2,600 

0 

0 

0 

69 

1 

180,000 

* Average  cost  not  available.  $25  is  the  cost  of  the  initial  police  administrative  procedures  before  arraignment  only, 
t Average  daily  census  for  1969  was  69. 


TABLE  V.  Balance  sheet  of  heroin  addiction  before  and  after  methadone  maintenance 


Considerations 

Heroin  (Last  Twelve  Months 
Before  Methadone) 

Methadone  (1969,  or  that 
Moiety  on  Methadone) 

Assets 

Income  declared 

$128,000 

$276,700 

Income  tax  paid 

12,600 

37,200 

Liabilities 

I.  Direct  cost  to  society 

Welfare  months 

23,800 

17,425 

Hospital  days-detoxification 

67,260 

0 

Other  drug  related 

12,000 

0 

Jail  days 

28,230 

0 

Detention  days 

4,150 

480 

Arrests 

900 

75 

Methadone  clinic 

0 

100,000 

Subtotal 

$136,340 

$117,980 

II.  Indirect  costs 

Stealing 

732,000 

0* 

Check  kiting 

50,200 

0* 

Violent  crime 

(146) 

0* 

$782,200 

0 

Total 

-$918,540 

-$117,980 

♦ None  admitted. 


less  than  six  months;  on  the  other  hand,  9 received 
welfare  for  the  entire  year.  Since  New  York  City 
paid  a minimum  of  $35  biweekly  plus  half  the  rent, 
a figure  of  $85  per  month  was  used  for  calculating 
the  total  amount  spent  by  the  City  for  welfare. 

Also  in  Table  IV  are  listed  the  data  for  hospital 
days  for  detoxification  from  heroin  for  the  group  as 
a whole  in  both  years.  Thirty-two  per  cent  of  the 
group  had  been  detoxified  in  the  last  premetha- 
done year  and  spent  749  inpatient  days,  whereas  no 
hospital  beds  were  used  for  detoxification  from 
heroin  after  methadone  treatment.  The  1969 
direct  cost  of  an  inpatient  detoxification  bed  is 
variously  estimated  from  $80  to  100  per  day. 
The  mean  figure  of  $90  per  day  was  used  to  cal- 


culate the  yearly  costs  of  detoxification.  The  data 
for  other  heroin-related  hospital  care  are  listed  in 
Table  III.  At  the  rate  of  $100  per  day  the  costs  of 
the  120  patient  days  were  $12,000  in  the  year 
before  methadone  and  contrasts  with  no  expendi- 
ture after  methadone. 

An  over-all  balance  sheet  in  which  the  assets  and 
liabilities  of  the  group  from  the  point  of  view  of 
society  is  presented  in  Table  V.  The  assets  listed 
are  the  declared  legitimate  income  for  both  the 
premethadone  year  and  1969.  The  income  figures, 
which  do  not  include  incomes  not  reported  to  the 
taxing  authorities,  show  a poor  earning  record  for 
the  group  in  the  year  before  methadone.  In  fact, 
the  aggregate  declared  income  was  less  than  $1,500 
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per  patient  in  that  year.  On  the  other  hand,  the 
reported  income  in  1969  rose  sharply  to  more  than 
double  the  premethadone  figure.  Similarly,  the 
income  tax  data  show  the  group  to  have  been  poor 
tax  payers  in  the  year  before  methadone.  In 
1969  their  aggregate  income  tax  paid  was  not  only 
more  than  double  the  previous  level,  but  also  made 
a sizable  return  to  society.  The  difference  be- 
tween the  2 income  tax  figures  represents  a signif- 
icant fraction  of  the  costs  of  the  methadone  ad- 
ministration. 

The  number  of  days  spent  in  jail  by  the  group  in 
the  premethadone  year  was  1,931.  On  the  other 
hand,  no  time  was  spent  in  jail  after  methadone. 
Since  New  York  State  Department  of  Correction* 
estimates  that  it  cost  $12.75  in  1969  to  keep  a pris- 
oner in  jail  for  one  day,  the  group  cost  society  about 
$28,226  for  jailing  in  their  last  premethadone  year 
and  zero  after  methadone.  This  per  diem  figure 
refers  to  direct  costs:  that  is,  keepers,  overhead, 
maintenance,  and  limited  other  services.  It  does 
not  include  costs  of  local  or  state  administration 
services  or  the  initial  costs  of  land  and  buildings, 
less  depreciation. 

For  detention,  the  New  York  City  figure  of  $12 
per  patient-day  direct  cost  was  used. 

Therefore,  346  patient  days  spent  in  detention  by 
the  group  in  the  last  premethadone  year  to  obtain 
the  $4,150  represents  the  direct  cost  to  society  to 
keep  these  patients  in  detention.  In  contrast,  dur- 
ing 1969  there  were  only  40  patient-detention  days 
or  a cost  of  only  $480. 

The  number  of  arrests  recorded  for  the  group  in 
the  last  premethadone  year  is  also  in  Table  IV. 
The  arrests  were  for  loitering,  prostitution,  grand 
and  petty  larceny,  burglary,  armed  robbery,  and 
possession  and  sale  of  narcotics.  In  contrast,  there 
were  only  3 arrests  made  in  1969,  all  for  selling 
drugs.  One  resulted  in  a conviction,  the  other  two 
were  acquitted. 

The  costs  of  arrest,  prosecution,  defense,  proba- 
tion, and  judicial  procedures  were  not  available  in 
1969  because  of  multiple  variables  and  complexi- 
ties. It  was  impossible  with  the  present  informa- 
tion to  determine  the  cost  of  a narcotic-related 
criminal  arrest  and  trial.  However,  one  segment 
of  the  arresting  procedure  can  be  quantified. 
Since  it  requires  four  to  six  hours  for  an  experi- 
enced detective  to  complete  the  initial  administra- 
tive procedures,  including  finger-printing,  in  an 
arrest  in  New  York  City,  an  absolute  minimal 
charge  of  $25  per  arrest  can  be  reached  by  multi- 
plying the  hourly  wages  of  an  average  policeman 
by  5.'^ 

Although  not  a cost  to  society,  the  prostitution 
and  pimping  activities  of  the  group  constitute 
socially  and  legally  disapproved  behavior  In  the 
last  year  before  methadone,  12  of  the  17  females  in 
the  group  derived  $86,000  in  income  from  prostitu- 

*I^ersonal  communication,  Commissioner’s  Office. 


tion  that  was  spent  on  heroin.  In  1969  prostitution 
was  vigorously  denied  by  all  patients  remaining  in 
the  clinic;  the  2 discharged  female  patients  re- 
sumed their  heroin  usage  which  they  again 
financed  by  prostitution.  There  was  $30,000  ob- 
tained by  4 patients  as  a result  of  pimping  in  the 
last  premethadone  year  spent  for  heroin.  No 
pimping  was  admitted  in  1969. 

The  group  as  a whole  is  estimated  to  have  used 
approximately  $900,000  worth  of  heroin  in  their 
last  premethadone  year  (Fig.  1).  Drug  selling 
and  stealing  seems  to  have  provided  about  77  per 
cent  of  this  sum. 

Estimated  stealing  carried  out  by  81  addicts  in 
their  last  premethadone  year,  spent  on  heroin,  was 
about  $250,000  (Fig.  1)  which  represented  a loss  to 
society  of  about  $720,000  worth  at  fair  market 
value.  The  self-confessed  stealing  while  on  metha- 
done was  actually  zero.  It  is  recognized  that  some 
stealing  undoubtedly  occurred,  but  that  the  inter- 
view was  structured  in  such  a way  as  to  minimize 
disclosure.  There  was  no  incentive  for  patients  to 
report  stealing  to  the  director  of  the  clinic  adminis- 
tering methadone. 

In  Table  VI  are  listed  the  clinical  details  of  the 
9 patients  who  left  the  MMC  in  1969.  Since  their 
histories  of  drug  use  and  financing  of  their  heroin 
habits  were  incomplete,  these  data  were  not  in- 
cluded in  the  summation  of  the  clinic’s  costs  in 
the  last  year  before  methadone.  The  costs  that  the 
9 did  actually  incur  while  on  the  program  were  in- 
cluded in  full,  on  the  other  hand.  Two  patients 
asked  to  be  detoxified  from  methadone.  One  was 
rapidly  reinstated  on  return  of  his  heroin  hunger. 
The  other  seems  to  have  been  heroin  free,  although 
a urine  sample  for  heroin  has  not  been  obtained. 
Another  was  transferred  to  another  methadone 
clinic.  The  6 who  were  discharged  administra- 
tively seemed  to  have  resumed  their  premethadone 
patterns  of  behavior  including  heroin  administra- 
tion. 

Comment 

It  seems  difficult  to  believe  that  a group  of 
patients  accustomed  to  raising  successfully  hun- 
dreds of  thousands  of  dollars  annually  would 
abruptly  and  completely  switch  to  the  level  of  in- 
come provided  hy  welfare  or  usual  employment  op- 
portunities. It  is  probable,  however,  that  most  in 
this  group  did  make  this  abrupt  change.  Relieved 
of  their  heroin  hunger,  and  the  expense  of  their 
daily  heroin  as  a result  of  the  methadone  blockade, 
they  had  greatly  reduced  cash  needs.®  The  pa- 
tients considered  money  in  the  heroin  years  as  a 
means  to  the  purchase  of  heroin,  rather  than  in- 
come in  the  usual  sense.  Since  they  no  longer  had 
the  drive  for  heroin  use,  they  stopped  their  illicit 
activities  abruptly.  Also,  they  seemed  to  be  afraid 
of  getting  caught  and  thus  jeopardizing  their  place 
in  the  methadone  clinic,  which  they  often  regarded 
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TABLE  VI.  Fate  of  patients  leaving  St.  Luke's  methadone  clinic  (MMC)  in  1969 


- — Addiction 
Drugs 
Used 

Age 
(Y  ears) 

Sex- 

Race 

Years 

Months 

Occui)ation  on 
MMC 

Reason  for 
Leaving 

Fate 

22 

M,W 

H, others 

2 

20 

College  Student 

Voluntary 

Heroin  free* 

34 

F,N 

H,B 

1 

27 

Housewife 

Discharged,  drug 
abuse,  asocial 
behavior 

Resumed  H,B, 
prostitution 

39 

M,N 

H 

•A 

36 

Supermarket  clerk 

Administrative 

discharge 

Resumed  H 

30 

M,W 

H 

1 

12 

Hair  stylist 

Transferred  to  an- 
other MMC 

Doing  well,  heroin 
free  on  methadone 

32 

M,N 

H 

2 

40 

Post  Office 

Voluntary 

Reinstated  on  metha- 
done, doing  well 

33 

M,N 

H 

2 

40 

Messenger  (MMC) 

Alcoholism 

Resumed  H 

37 

M,N 

H 

2 

11 

Messenger 

Asocial  behavior. 
Psychiatric 
problems 

Resumed  H 

40 

F,N 

H 

2 

11 

Messenger 

Asocial  behavior. 
Drug  abuse 

Resumed  H, 
jirostitution 

42 

M,N 

H 

1 

30 

Porter 

Alcoholism 

Resumed  H 

* Assumed,  not  substantiated  by  urine  determination. 

H “ Heroin;  B = Barbiturates;  M = Male;  F » Female;  N — Negro;  W * White. 


as  their  last  chance  for  rehabilitation.  The  objec- 
tive data  seem  to  be  consistent  with  a big  decrease 
in  illicit  activity.  For  example,  in  1969  only  3 ar- 
rests were  made  in  2 patients,  whereas  an  expected 
number  of  arrests  would  have  been  over  40  in  one 
year.  Also,  the  detection  of  heroin  in  only  3 to  12 
per  cent  of  the  urine  specimens,  submitted  by  the 
patients  for  drug  analysis  on  each  visit  to  the  clinic, 
also  indicates  a large  decrease  in  heroin  use. 

It  is  likely  that  this  group  of  patients  would  have 
continued  their  premethadone  habits  had  they  not 
been  on  methadone.  Many  had  tried  the  major 
alternative  treatment  programs  unsuccessfully. 
Furthermore,  the  available  information  on  the 
fate  of  patients  leaving  the  program  suggests  a re- 
turn of  their  premethadone  drug  and  economic 
practices.  It  seems  valid,  therefore,  to  assume 
that  the  large  drop  in  jail  and  hospital  use  by  the 
group  was  due  to  methadone  and  would  not  have 
occurred  if  methadone  had  not  been  administered. 

The  total  costs  to  society  of  heroin  usage  are  un- 
knowable at  present.  The  widespread  distribution 
of  heroin  addiction  has  forced  society  to  expend 
sizeable  sums  and  resources  to  combat  the  entry, 
distribution,  and  sale  of  heroin  itself.  Additional 
heavy  demands  on  the  public  coffers  are  made  for: 
(1)  police  protection  against  and  investigation  into 
crimes  committed  by  heroin  addicts  to  finance 
their  heroin  use;  (2)  punitive  services  as  courts, 
jails,  and  detention  houses  together  with  their 
appropriate  personnel  and  appendages;  and  (3) 
treatment  programs  aimed  at  detoxifying  or 
rehabilitating  the  narcotic  addict.  In  recent  years 
the  rising  number  of  heroin  addicts  has  required 
much  greater  public  expenditures.  Since  many  of 
the  true  costs  of  heroin  addiction  are  impossible  to 
break  down  to  a per  patient  pro  rata  basis,  this 
study  confined  itself  to  that  segment  of  the  costs 


which  could  be  measured  and  substantiated  for 
each  individual.  Like  the  iceberg,  the  study  may 
have  dealt  only  with  the  visible  and  omitted  from 
consideration  extensive  additional  costs. 

In  retrospect,  the  return  to  society  for  its  cited 
expenditures  for  this  group  of  heroin  addicts  in  the 
year  before  methadone  was  minimal.  Not  much 
more  was  accomplished  by  detoxification  and 
detention  than  the  temporary  removal  of  some 
patients  from  active  heroin  use  with  an  attendant 
reduction  in  heroin-related  crime.  Following 
release  from  confinement  or  the  hospital,  almost 
all  the  patients  rapidly  resumed  heroin  use  and 
criminal  behavior.  The  effectiveness  of  detoxifi- 
cation procedures  was  minimal.  Furthermore, 
punitive  measures  taken  seem  ineffective  as  a 
deterrent  to  crime  in  these  hard-core  addicts. 
Their  total  accumulated  lifetime  arrests  (594)  and 
jail  years  (196.5)  were  enormous.  Apparently, 
their  heroin  hunger  readily  offsets  whatever  deter- 
rent impulses  their  past  incarceration  experiences 
may  have  invoked. 

The  money  spent  by  society  for  methadone 
maintenance  treatment  averted  the  need  for  ap- 
proximately a similar  amount  of  money  for  jail 
and  hospital  costs.  Not  only  did  the  dollars  in- 
vested in  methadone  treatment  avoid  these  puni- 
tive and  detoxification  services,  but  also  they 
contributed  significantly  to  the  prevention  of  illicit 
activities.  By  the  removal  of  heroin  hunger  in 
these  patients,  crime  was  greatly  reduced.  As  a 
result  of  methadone  administration  to  these  81 
patients  alone,  society  was  spared  the  loss  of  hun- 
dreds of  thousands  of  dollars.  Furthermore,  an 
additional  important  dividend  to  society  was  the 
cessation  of  violent  crimes  committed  by  this 
group  of  patients. 

In  addition,  the  funds  expended  on  methadone 
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made  possible  important  rehabilitation  steps. 
Most  rehabilitation  accomplishments  are  highly 
individual,  and  difficult  to  describe  and  quantify. 
However,  the  objective  economic  measurements 
showed  the  number  of  welfare  months  after  metha- 
done to  fall  and  the  number  and  quality  of  jobs 
held  to  rise  impressively  for  the  group.  However, 
it  is  declared  income  and  income  taxes  paid  that 
most  eloquently  describe  the  results  of  economic 
rehabilitation  efforts  made  by  the  group.  The  in- 
crease in  income  tax  collected  by  the  State  repaid 
a significant  segment  of  the  costs  of  methadone 
treatment  itself. 

Expensive,  violent,  and  criminal  while  using 
heroin,  the  patients  change  significantly  after 
methadone.  Some  individuals  become  strikingly 
positive  influences  in  society.  The  balance  sheet 
approach  of  the  present  study  documents  the  ex- 
tent of  the  group’s  change  from  an  almost  complete 


liability  into  a net  asset  to  society  on  the  whole. 

Amsterdam  Avenue  at  114th  Street 
New  York,  New  York  10025 
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PRESCHOOL  AUDITORY 
SCREENING  PROGRAM 

Report  from  Nassau  County 

NORMAN  B.  SCHELL.  M.D. 

Jericho.  New  York 

From  the  Department  of  Health,  County  of  Nassau,  Mineola, 
New  York 


1.  PURE  TONE 20db(ISO) 

S ...  @ 250  , 500,  1000,  2000,  3000, 
4000,  and  6000  cps 
S ...  @ 1000,  2000,  3000,  4000,  and 
^ 6000  cps 

2.  VASC Verbal  Auditory  Screen  for 

Children  @ normal  speech  range  from 
51db..l5  db 


In  February.  191)8,  a poignant  article  appeared  in 
Parents'  Magazine,  and  it  was  condensed  for  pub- 
lication in  the  Reader's  Digest  of  March,  1968. 
The  article  publicized  a test  for  auditory  screening 
of  preschool  children.  This  test  had  been  de- 
veloped at  the  Mayo  Clinic  and  was  being  used  on 
a widespread  basis  by  the  Minnesota  Medical  As- 
sociation. It  was  the  verbal  auditory  screen  for 
children  (named  V.A.S.C.). 

As  result  of  the  national  publicity,  the  Medical 
Society  of  the  State  of  New  York  was  deluged  by 
several  hundred  letters  from  people  throughout 
the  State  who  desired  this  type  of  program  for 
detecting  unsuspected  hearing  problems  in  four- 
and  five-year-old  children.  Accordingly,  the 
School  Health  Committee  of  the  Medical  Society 
of  the  State  of  New  York  was  asked  to  study  the 
efficacy  of  this  test,  and  Nassau  County  was  chosen 
as  the  site  for  the  pilot  program. 

After  much  planning  by  a preschool  hearing 
council,  the  program  was  undertaken  on  April  28, 
1969,  and  May  2,  1969,  at  the  Plainview  Center 
of  the  Department  of  Health,  County  of  Nassau. 
Trained  volunteers  of  the  Industrial  Home  for 
the  Blind,  who  had  several  years  of  experience 
in  preschool  vision-testing  programs,  arranged  for 

Presented  at  the  164th  Annual  Meeting  of  the  Medical  Soci- 
ety of  the  State  of  New  \ ork.  New  York  City,  Session  on  School 
Health,  February  9,  1970. 


3.  THRESHOLD Levels  of  db  deter- 

mined @250,  500,  1000,  2000,  3000, 
4000 , and  6000  cps 

4.  ENT Ear,  Nose,  and  Throat  Physical 

Examination 

FIGURE  1 Verbal  auditory  screen  for  children  used  by 
Minnesota  Medical  Association 


prekindergarten  registrants  of  a nearby  school 
district  (Plainedge)  to  appear  with  their  parents 
on  either  of  these  two  days.  There  were  134  four- 
and  five-year  olds  who  submitted  to  a battery  of 
auditory  screen  tests,  namely,  pure  tone,  Min- 
nesota verbal  auditory  screen  for  children,  and 
threshold  acuity.  These  were  followed  by  an  ear, 
nose,  and  throat  examination  performed  by  an  ex- 
perienced otologist.  The  audiometric  tests  were 
performed  by  a team  of  well-trained  and  experi- 
enced audiologists  from  several  Long  Island 
hearing  and  speech  centers.  Each  child  received 
two  or  more  of  the  different  modalities  during  the 
session,  for  example,  121  had  the  verbal  auditory 
screen,  pure  tone,  and  threshold  tests;  134  had  the 
pure  tone  and  threshold  tests;  and  77  had  all  four 


FIGURE  2.  Children  taking  verbal  auditory  screen  test. 
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^CORRECT  RESPONSE  (x)INCORRECT  NO  RESPONSE 


51 

ICE  CREAM 

COWBOY 

SNOWMAN 

TOOTHBRUSH 

47 

AIRPLANE 

SANDBOX 

CUPCAKE 

FIRETRUCK 

43 

HIGHCHAIR 

WRISTWATCH 

SAILBOAT 

SNOWMAN 

39 

WRISTWATCH 

SAILBOAT 

TOOTHBRUSH 

BATHTUB 

35 

BATHTUB 

AIRPLANE 

SANDBOX 

SAILBOAT 

31 

COWBOY 

CUPCAKE 

FIRETRUCK 

CUPCAKE 

27 

FIRETRUCK 

ICE  CREAM 

COWBOY 

AIRPLANE 

23 

SANDBOX 

SNOWMAN 

BATHTUB 

HIGHCHAIR 

' TODTHSRU’SH" 

HiGhCHAll?” 

WRISTWATCH 

ICe  CReaM 

15 

SAILBOAT 

FIRETRUCK 

AIRQLANE 

COWBOY 

15 

SNOWMAN 

TOOTHBRUSH 

HIGHCHAIR 

SANDBOX 

15  1 CUPCAKE 

BATHTUB 

ICE  CREAM 

WRISTWATCH 

Consistent  missing  of  two  of  the  last  three  words  with  either  ear  constitutes  failure  on  the  hearing 
screen. 

SCORE:  Right  ear  db.  Left  ear  db. 

Date:  Signed  Tester 

RESCREEN  SCORE:  Right  ear  db.  Left  ear  db. 

Date:  Signed  Tester 

FIGURE  3.  Scoring  of  verbal  auditory  screen  test. 


10  ao  30  40  50  60  70 

PER  CENT  PASS  AND  FAIL 

FIGURE  4.  Screening  test  results.  Upper  longer  bars 
indicate  percentage  passed:  lower  shorter  bars  indicate 
failures. 


examinations.  The  tests  and  the  results  are  illus- 
trated by  Figures  1 through  6. 

Comment 

Most  of  the  failures  in  the  ear,  nose,  and  throat 
examinations  were  caused  by  serous  otitis  media. 
The  failure  rate  of  25  per  cent  was  much  higher 
than  the  anticipated  5 to  10  per  cent.  This  may 
be  explained  either  by  biased  population  sample 
due  to  overparticipation  by  children  with  sus- 
pected hearing  impairment,  or  audiometric  criteria 
for  preschool  children  may  differ  significantly 
from  those  for  children  of  school  age. 

The  verbal  auditory  screen  test  yielded  too  many 
false  positive  and  too  many  false  negative  results. 
It  may  represent  a test  for  word  discrimination 
rather  than  true  hearing  ability.  The  average 
time  for  the  performance  of  this  test  was  10.8 


51  children  failed  initial  Threshold  Screening 
34  of  these  returned  for  further  evaluation 


OVERALL  FAILURE  RATE  OF  INITIAL  THRESHOLD  SCREENING: 
51/134  = 

OVERALL  failure  RATE  BY  FOLLOW-UP  EVALUATION*  i 
33/134  = 25% 

•EXTRAPOLATED 

FIGURE  5.  Follow-up  of  threshold  failures. 


EST  COMPARISONS 

^ CORRELATION 

P SIGNIFICANCE 

S5S7 

.493 

<.001 

S5  TH 

.414 

< .001 

TH  ENT 

.387 

<.001 

TH  S7 

.328 

< .001 

S5  ENT 

.270 

< .02 

S7  VASC 

.211 

<•05 

TH  VASC 

.167  *nEG. 
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minutes  which  was  more  than  three  times  that  of 
the  pure  tone  screen  (3.5  minutes). 

A medical  history  is  essential  in  a preschool 
hearing  screen,  and  it  will  be  included  hereafter. 

The  County  of  Nassau  preschool  hearing  council 
has  been  continuing  the  preschool  testing  in  dif- 
ferent population  samples  using  a similar  team 
approach.  The  verbal  auditory  screen  test  is  the 
only  one  that  it  is  omitting  from  the  battery. 
These  results  will  be  published  in  the  near  future. 

63  Birchwood  I^ark  Drive 
Jericho,  New  York  11753 
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Denaturation  of  IBGG,  a salting  out* 

To  the  Editor:  The  preliminary  preparation  of  antigens 

entails  some  risks  and  problems  of  methodology  which 
merit  discussion.  IB(1G  (saturated,  iodinated  bovine 
gamma  globulin)  is  useful  in  studying  the  role  of  iodine, 
its  degradation  and  storage,  its  effect  on  the  liver  and 
thyroid,  and,  using  radioactive  methods,  the  general 
principles  of  immunology.  A quick  methcxl  of  prepara- 
tion has  been  evolved  which  entails  few  steps  but  has  the 
added  problem  of  different  color  and  consistency,  which 
may  induce  new  immunologic  response.  For  this  reason, 
the  older  method  has  been  occasionally  re-employed  for 
duplication  and  reproducibility. 

Method.  Drops  of  potassium  iodide  are  added  to  a 
solution  of  IBCiG  and  tested  repeatedly  with  starch- 
iodide  strips  to  insure  the  compound  is  not  overiodized. 
The  bath  is  permitted  to  sit  until  the  iodide  strip  shows 
a negative  result.  A mechanical  stirrer  is  used.  Occa- 
sional batches  of  solution  precipitate,  producing  a tan- 
brown  suspension  which  must  be  discarded. 

Denatured  antigen  produces  impaired  antibody  re- 
sponse. The  fact  of  denaturation  is  usually  viewed  in 
the  simple  light  of  a technical  fault,  an  occasional  dif- 
ficulty with  the  batch.  However,  denaturation  has  its 
positive  aspects  too  for  the  accomplishment  of  denatura- 
tion in  vitro  indicates  the  possible  destruction  of  allergen 
in  vivo  in  the  same  way.  This  may  prevent  the  allergic 
process  and  insure  fewer  toxic  effects,  such  as  hepatitis. 
That  hepatitis  is  an  effect  of  exposure  to  bovine  gamma 
globulin  has  been  well  documented,  so  that  careful  han- 
dling of  the  antigen  should  occur. 

In  summary,  it  is  possible  to  postulate  that  salting  out 
occurs  in  vivo  interfering  with  the  immunologic  mecha- 
nism, as  demonstrated  in  vitro. 

HOWARD  S.  ZUCKER,  M.D. 

302  Avenue  N 
Brooklyn,  New  York  11230 
*From  the  Johns  Hopkins  Hospital,  Baltimore,  Maryland. 

Flail  chest  following  resuscitation 

To  the  Editor:  Flail  chest  may  occur  following  trau- 

matic injury,  traffic  accidents  involving  fractured  ster- 
num or  ribs  being  the  most  common  cause.  An  iatro- 
genic cause,  so  far  as  could  be  determined,  has  not  been 
reported.  We  recently  encountered  2 cases  apparently 
caused  by  external  resuscitative  measures. 

Case  reports 

Case  1.  A sixty-one-year-old  man  was  successfully 
resuscitated,  by  external  cardiac  massage,  from  cardio- 


respiratory arrest  and  aspiration.  He  was  then  placed  on 
a mechanical  ventilator,  and  tracheostomy  was  per- 
formed. In  an  attempt  to  wean  him  from  the  ventilator 
on  the  eleventh  day,  flail  chest  became  apparent.  He 
was  cyanotic,  and  the  oxygen  pressure  dropped  from  80 
to  45  mm.  Hg.  Controlled  respiration  was  again  ap- 
plied, and  hypoxemia  disappeared.  He  had  been  main- 
tained on  mechanical  respiration  for  a total  of  three 
weeks.  His  recovery  was  uneventful,  and  at  this  writing, 
four  months  after  admission,  he  is  alive  and  well. 

Case  2.  A sixty-year-old  man  with  known  cardiac 
disease  was  admitted  on  January  4,  1971,  in  a comatose 
state.  He  had  lost  consciousness  on  the  sidewalk  while 
his  house  was  on  fire.  The  firemen  had  given  oxygen  and 
applied  external  cardiac  massage  for  an  hour  and  then 
brought  him  to  this  hospital.  In  the  hospital  externa! 
cardiac  massage  was  applied,  and  the  patient  was  placed 
on  a mechanical  ventilator.  He  remained  stuporous, 
however.  A chest  x-ray  examination  failed  to  disclose 
rib  fracture,  and  electrocardiographic  examination  did 
not  show  evidence  of  acute  infarction. 

Within  two  days  the  patient  became  more  alert  and 
began  to  “fight”  the  ventilator.  Flailing  chest  wall  be- 
came clinically  apparent,  and  costochondral  disruption 
was  palpable.  Acid-base  studies  showed  respiratory 
acidosis.  With  sedation  (hydromorphone)  and  con- 
tinued mechanical  respiration,  the  respiratory  acidosis 
gradually  ceased.  The  patient  had  been  maintained  on 
mechanical  respiration  for  three  and  one-half  weeks, 
when  he  died  of  uremia.  Necropsy  showed  an  acute  sep- 
tal infarction. 

Comment 

Duff  and  associates*  in  a review  and  physiologic  study 
of  70  patients  with  flail  chest  state  that  the  mortality 
rate  from  this  condition  is  highef  in  those  patients  in 
whom  diagnosis  is  delayed.  As  in  these  2 cases,  flail 
chest  may  not  be  clinically  apparent  when  the  patient  is 
narcotized  and  on  mechanical  respiration,  becoming 
apparent  only  when  these  measures  are  withdrawn. 

J.  F.  PAINTON,JR.,M.D. 

Department  of  Surgery 
FELICITAS  ALVIAR,  M.D. 

Department  of  Anesthesiology 

Millard  Fillmore  Hospital 
3 Gates  Circle 
Buffalo,  New  York  14209 

*Duff,  J.  H.,  et  ai:  Flail  chest:  A clinical  review  and 

physiological  study,  J.  Trauma  8:  63  (1968). 
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Necrology 


William  Frederick  Beswick,  M.D.,  of  Buffalo,  died  on 
May  12  at  the  age  of  sixty-seven.  Dr.  Beswick  graduated 
in  1934  from  the  University  of  Chicago  School  of  Med- 
icine. He  was  an  attending  neurosurgeon  at  Children’s 
Hospital,  a consulting  neurosurgeon  at  Deaconess  and 
Millard  Fillmore  Hospitals,  and  an  associate  clinical 
professor  of  neurosurgery  at  the  State  University  of  Buf- 
falo Medical  School.  Dr.  Beswick  was  a Diplomate  of 
the  American  Board  of  Neurological  Surgery,  a Fellow 
of  the  American  College  of  Surgeons,  and  a member  of 
the  American  Academy  of  Neurological  Surgery,  the 
Buffalo  Academy  of  Medicine,  the  Harvey  Cushing  Soci- 
ety, the  Erie  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Ernest  Anthony  Cerasano,  M.D.,  of  Schenectady,  died 
on  April  3 at  the  age  of  fifty-two.  Dr.  Cerasano  gradu- 
ated in  1944  from  Albany  Medical  College.  He  was  an 
attending  surgeon  at  Ellis  Hospital  and  a consulting 
surgeon  at  Eastern  New  York  Orthopedic  Hospital- 
School  (Sunnyview).  Dr.  Cerasano  was  a Diplomate  of 
the  American  Board  of  Surgery,  a Fellow  of  the  Ameri- 
can College  of  Surgeons,  and  a member  of  the  Pan- 
American  Medical  Association,  the  Schenectady  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

William  S.  Collens,  M.D.,  of  Brooklyn,  died  on  June  7 
at  the  age  of  seventy-four.  Dr.  Collens  graduated  in  1921 
from  Cornell  University  Medical  College.  He  was  a con- 
sulting physician  at  Maimonides  Hospital  of  Brooklyn 
and  Kingsbrook  Jewish  Medical  Center  and  a consulting 
physician  in  metabolic  disease  at  Peninsula  General 
Hospital.  Dr.  Collens  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the  Endocrine 
Society,  the  American  Geriatrics  Society,  the  New  York 
Academy  of  Medicine,  the  Medical  Society  of  the  Coun- 
ty of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Hermann  Engel,  M.D.,  of  New  York  City,  died  on  May 
16  at  the  age  of  eighty-four.  Dr.  Engel  received  his  med- 
ical degree  from  the  University  of  Berlin  in  1912.  He  was 
an  adjunct  in  orthopedic  surgery  at  the  Hospital  for  Joint 
Diseases  and  the  Hospital  for  Joint  Diseases  Outpatient 
Department.  Dr.  Engel  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Michael  H.  Gould,  M.D.,  of  Jamaica,  died  on  May  1 at 
the  age  of  fifty-nine.  Dr.  Gould  graduated  in  1937  from 
the  New  York  University  School  of  Medicine.  He  was  an 
attending  psychiatrist  at  Hillside  Hospital  and  a mem- 
ber of  the  psychiatric  staff  at  Long  Island  Jewish  and 
Booth  Memorial  Hospitals.  Dr.  Gould  was  a diplomate 


of  the  American  Board  of  Psychiatry  and  Neurology 
(Psychiatry)  and  a member  of  the  American  Psychiatric 
Association,  the  Nassau  Academy  of  Medicine,  the  Med- 
ical Society  of  the  County  of  Queens,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Meyer  Grollman,  M.D.,  of  Brooklyn,  died  on  June  6 at 
the  age  of  eighty.  Dr.  Grollman  graduated  in  1916  from 
Columbia  University  College  of  Physicians  and  Sur- 
geons. He  had  been  an  associate  attending  surgeon  at 
Jewish  Hospital  of  Brooklyn.  Dr.  Grollman  was  a Fel- 
low of  the  American  College  of  Surgeons  and  a mem- 
ber of  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

John  Nagle  Hayes,  M.D.,  of  Saranac  Lake,  died  on 
May  20  at  the  age  of  seventy-nine.  Dr.  Hayes  graduated 
in  1916  from  the  University  of  Pittsburgh  School  of  Med- 
icine. He  was  a consulting  physician  in  pulmonary  dis- 
ease at  Placid  Memorial  Hospital.  Dr.  Hayes  was  a Fel- 
low of  the  American  College  of  Physicians  and  a member 
of  the  American  Academy  of  General  Practice,  the  Amer- 
ican Clinical  and  Climatological  Association,  the  Amer- 
ican Thoracic  Society,  the  American  Association  for 
Thoracic  Surgery,  the  Franklin  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Arthur  J.  Karl,  M.D.,  of  Hornell,  died  on  May  26  at  the 
age  of  seventy-one.  Dr.  Karl  graduated  in  1923  from 
Georgetown  University  School  of  Medicine.  He  was  an 
honorary  surgeon  at  Bethesda  Community  (North  Hor- 
nell) and  St.  James  Mercy  (where  he  was  formerly  chief 
of  staff)  Hospitals.  Dr.  Karl  was  a Fellow  of  the  Ameri- 
can College  of  Surgeons  and  a member  of  the  Steuben 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Walter  Harold  Kerby,  M.D.,  of  Woodhaven,  died  on 
June  1 at  the  age  of  eighty-four.  Dr.  Kerby  graduated  in 
1909  from  Long  Island  College  Hospital.  He  was  an  hon- 
orary member  of  the  obstetrics  and  gynecology  staff  at 
Jamaica  Hospital.  Dr.  Kerby  was  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

John  Gerard  Muccigrosso,  M,D.,  of  Yonkers,  died  on 
May  11  at  the  age  of  sixty-five.  Dr.  Muccigrosso  gradu- 
ated in  1930  from  Cornell  University  Medical  College. 
He  was  an  associate  attending  orthopedic  surgeon  at 
Fordham  Hospital.  Dr.  Muccigrosso  was  a Fellow  of  the 
American  College  of  Surgeons,  a Fellow  of  the  Inter- 
national College  of  Surgeons,  and  a member  of  the  New 


1 778  New  York  State  Journal  of  Medicine  / July  15,  1971 


York  Academy  of  Medicine,  the  Yonkers  Academy  of 
Medicine,  the  Westchester  Academy  of  Medicine,  the 
Westchester  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

David  Rodier,  M.D.,  of  Oceanside,  died  on  March  15, 
1969,  at  the  age  of  eighty.  Dr.  Rodier  graduated  in  1919 
from  Long  Island  College  Hospital.  He  was  a member  of 
the  Greene  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Stephen  Philip  Scrivani,  M.D.,  of  Buffalo,  died  on 
May  16  at  the  age  of  fifty.  Dr.  Scrivani  graduated  in 


Levadopa  therapy  in  parkinsonism 

Of  a series  of  45  patients  with  parkinsonism  of  various 
types  treated  with  levadopa  for  five  to  fourteen  months, 
29  patients  (64.4  per  cent)  improved  and  16  patients 
(35.5  per  cent)  failed  to  respond,  report  G.  C.  Celesia, 
M.D.,  and  A.  N.  Barr,  M.D.  (Wisconsin  M.  J.  69:  227 
(Oct.)  1970).  While  the  incidence  of  side-effects  was 
high,  standing  at  91.1  per  cent,  most  of  these  could  be 
controlled  through  reduction  of  dose  or  through 
symptomatic  measures.  In  14  patients,  however,  effec- 
tive dosage  could  not  be  given  because  of  adverse  side- 
effects,  and  in  7 of  these  levadopa  had  to  be  withdrawn. 
The  most  difficult  side-effects  to  control  were  involuntary 


1951  from  Georgetown  University  School  of  Medicine. 
He  was  a clinical  assistant  radiologist  at  Kenmore  Mercy 
Hospital.  Dr.  Scrivani  was  a member  of  the  Erie  Coun- 
ty Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Benjamin  Smallen,  M.D.,  of  Buffalo,  died  on  May  9 at 
the  age  of  sixty-nine.  Dr.  Smallen  graduated  in  1927 
from  the  University  of  Buffalo  School  of  Medicine.  He 
was  an  assistant  attending  ophthalmologist  at  Children’s 
Hospital  and  an  honorary  ophthalmologist  at  Sisters  of 
Charity  Hospital  of  Buffalo  and  Deaconess  Hospital. 
Dr.  Smallen  was  a member  of  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


movements  and  psychiatric  disturbances.  Patients  with 
postencephalitic  parkinsonism  and  pretreatment 
dementia  tend  to  tolerate  levadopa  less  well  than  other 
parkinsonism  patients,  appearing  to  develop  adverse 
side-reactions  at  lower  dosages.  Although  every  clini- 
cal feature  of  parkinsonism  was  ameliorated,  not  all 
symptoms  responded  equally.  Levadopa  seemed  most 
effective  in  improving  bradykinesia,  rigidity,  and 
postural  abnormalities.  There  was  only  modest  im- 
provement in  tremor;  although  the  amplitude  de- 
creased and  the  tremor  became  intermittent,  it  rarely 
ceased  entirely.  Despite  the  frequency  of  side-effects, 
the  authors  concur  with  others  that  levadopa  therapy, 
carefully  supervised,  is  an  effective  agent  in  parkin- 
sonism. 
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Contact:  Alexander  Uljanov,  M.D.,  14  Buffalo  St.,  Akron,  N.Y.  14001.  Tel: 
(716)  542-2626,  or  542-4595. 


REAL  ESTATE  FOR  SALE  OR  RENT 


BEAUTIFUL  NORTH  SHORE,  LONG  ISLAND,  PORT  JEFFERSO 
Medical  Park  office  space  available  for  physicians  and  dentists.  Coloni 
building,  ample  parking,  situated  between  two  major  hospitals.  Inquire  (5H 
473-1250. 


SMITHTOWN,  HAUPPAUGE:  OFFICE-HOME  COMBINATION,  OPP( 
site  Smithtown  General  Hospital.  Growing  area.  Modern,  spacious,  fi 
decorated  7 room  split  level  with  ZVi  room  air  conditioned  office.  Full  bas 
ment,  professionally  landscaped  Vs  acre  corner  plot.  Suitable  for  G.P. 
specialty.  Sacrifice  $45, (XK).  Marvin  Jacobs,  D.D.S.,  1 Sequoia  Drive,  Hau 
pauge,  N.Y.  Tel:  (516)  265-4244. 


GARDEN  CITY,  DOCTOR  S HOME  AND  OFFICE,  OR  MOTHER/DAUG 
ter;  central  air  conditioning,  3 bedroom  split,  large  living  room,  dining  too 
panelled  den,  plus  5 panelled  rooms,  separate  entrance.  Opthalmologist 
tiring.  (516)746-3666. 


TWO  PROFESSIONAL  APTS.  AVAILABLE  IN  ULTRA  NEW  HOUf 
Will  build  to  suit  in  front  apt.  Private  entrance.  Suitable  for  physic! 
dentist,  or  any  specialist.  Excellent  location,  1 block  subway.  Astoria,  21 
St.  off  Broadway.  Call  672-9068. 


WHITE  PLAINS  (WESTCHESTER).  OVER  800  SQ.  FT.  AIR  CONI 
tioned  office  with  entrance  on  lobby  floor  in  modern  apartment  buildi 
Prime  location,  '2  block  from  North  Broadway.  16  Lake  Street.  Call  (9 
949-5065,  or  (914)  961-8100. 


FOR  RENT  OR  SALE:  COMPLETELY  FURNISHED  MEDICAL  OFFI 
in  Syosset,  L.I.  Suitable  for  solo  or  group.  Doctor  is  retiring.  Call  eveni 
(516)  WA  1-3512. 


SOUTH  SHORE  AREA,  LONG  ISLAND.  ULTRA  MODERN,  CENTF 
A/C,  4 year  old  professional  building.  Prestige  area;  has  space  availa 
Area  desperately  in  need  of  physician:  pediatrician,  gynecologist,  G.P., 
to  establish  medical  group.  Extremely  low  rate  and  incentive.  Call  ov 
evenings.  (516)  766-5339. 


1 

FOR  RENT:  PHYSICIAN’S  FULLY  EQUIPPED  OFFICE,  5 ROOMS,  | 
sq.  ft.,  $300  monthly,  L.I.,  35  miles  from  N.Y.C.  Large  hospital  center  nea  1 
excellent  location;  home-office  combination  possibility.  Phone  (516)  691-  - 
early  mornings,  or  write  Box  139,  c/o  NYSJM. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  BOARD  CERTIFIED,  LICENSED  IN  NFIW  YORK 
State,  seeks  practice  association  opportunity.  Box  1 12,  c/o  NYSJM. 


G.P.  WANTED  AS  PARTNER:  UNUSUAL  OPPORTUNI'TY,  SM  I 

cash  required.  Medical  Center  Brooklyn,  top  location  ready  to  start  const  Bt 
tion-  knowledgeable  Medicaid;  experience  required;  unlimited  potential.  * 
138,  c/o  NYSJM. 


I 

FOR  RENT:  MEDICAL  SUITE,  FURNISHED,  EQUIPPED,  SUITA 

for  solo  or  small  group,  lovely  Monroe,  N.Y.,  one  hour  N.Y.C.  Populi  Ji) 
35,000,  growing  rapidly.  Box  140,  c/o  NYSJM. 


DOBBS  FERRY.  OFFICE  TO  SHARE  IN  NEW  PROFESSIONAL  BUILD  G 
Own  consultation  room.  Hours  to  be  arranged.  Call  (914)  693-3066. 


DOCTOR’S  OFFICE  AVAILABLE,  PARK  AVENUE  NEAR  65'TH  STRIT 
cooperative;  furnishings  and  equipment.  Call  Attorney,  (212)  793-28(X).  [ 


TRAINED  MEDICAL  ASSISTANTS 

to  save  youf  valuable  time,  assume  responsibility  for  ap- 
pointments, patient^  records,  assists  you  with  lab.  X-Ray, 
E.K.G.,  B.M.R.  etc.  The  Mandi  School  for  Medical  & Dental 
Assistants  has  been  training  in  these  fields  for  47  years. 
Our  graduates  have  sound  professional  skills.  Free  Place- 
ment Service. 

Mandi  School  Tim  a 70434’°°'’ 

1 75  Fulton  Avt., 


H«inp<U«d,  L I.  (916)  IV  1-S774 
EST  1984 — Licvnitd  by  Iht  Slat*  of  Naw  York  _ 
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LS  COLLECTED- ABUSE  IS  Rl'LED  OlT-TACTFl'L  YET  SUC 
•Mful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
ttails  Crane  Discount  Corp.,  251  VV  42nd  St..  New  York,  N Y 100.16. 
0 5-294.1 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  lliat  you  get  both  in  the 
classified  ad  section  of  the  IMew  York  State 
Journal  of  Medicine. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


FOR  RENT— IMMEDIATE  OCCUF’A.NCY.  128  NORTH  BROADWAY, 
White  Plains.  N.Y.  (one  block  from  Cross- Westchester  Expressway  ramp). 
Five  above  avera^te  size  bedrooms  (4  upstairs.  1 downstairs);  three  bathrooms 
(2  upstairs.  1 downstairs);  large  foyer,  large  living  room,  large  sunporch.  nice 
eat-in  kitchen,  two-car  garage,  basement,  attic.  This  house  is  a grand,  center- 
hall  Dutch  Colonial  located  in  a desirable,  professional  neighlxirhood.  con- 
venient to  all  transportation  and  shopping.  Rental:  $.5.50  net  per  month  un- 
furnished. Will  consider  furnished  rental  if  necessary.  Property  suited  for 
professional  occupancy.  Premises  may  be  seen  by  appointment  only.  For 
further  information  contact  Mr.  .James  C.  Barclay  (914)  428-2621. 


FOR  SALE:  BUILDING  LOT  IN  SINGLE  FAMILY  RE.SIDENTIAL  AREA 
with  135'  frontage  on  beautiful,  deepwater  St.  Lucie  River  in  Sewall  Point, 
Florida,  along  the  Stuart  (Sailfish  capitol  of  the  world)  to  Naples  Cross-State 
Waterway.  Two  miles  from  St.  Lucie  inlet  to  the  ocean  and  the  Maine  to 
Texas  Intracoastal  Waterway.  Shoreline  has  its  own  sandy  beach,  is  concrete 
bulkheaded  in  entirety,  and  has  underwater  railroad  tracks  already  installed 
for  hauling  out  large  craft;  also  has  finger  pier  into  deep  water,  fitted  with 
covered  facilities  to  winch  out  20'  boat  on  one  side  and  pilings  for  mooring 
larger  craft  on  other.  Paved  circular  road  services  the  extensively  landscaped 
property  and  septic  tank  and  excellent  freshwater  well  are  already  in.  City 
water  is  available.  Ideal  for  retiring  yachtsman!  A.  C.  Fleiger,  M.D.,  100 
Paradise  Harbour  BKd.,  North  Palm  Beach,  Florida  33408. 
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SUBSCRIPTION  ORDER  FORM 

New  York  State  Journal  of  Medicine  A J Issues 

Attn:  Circulation  Dept.  P**’  Year 

750  Third  Ave.,  New  York,  N.  Y.  10017 


PLEASE  ENTER  MY  SUBSCRIPTION  FOR: 


U.S.A.  & possessions 

$7.50  one  year; 

$20.00  (3)  years 

Canada,  Mexico  & 

other  foreign 

$9.00  one  year; 

$24.50  (3)  years 

Interns  & Residents: 

Special  rates  on  request. 

Name 


Address 

please  print 

City  & State 

Zip 

Payment  enclosed 


Note:  No  subscription  can  be  processed  without  payment  and/or  purchase  order. 
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From  the  day  they  are  born  to 
the  day  they  die,  over  half  the  people 
on  earth  never  see  a doctor’s 
waiting  room. 

Project  HOPE'S  medical  teams 
teach  and  heal  . . . they  go  to 
all  points  of  the  compass  . . . 
at  home  and  abroad  . . . wherever 
the  help  of  keen  minds  and 
skilled  hands  is  needed  . . . 
wherever  there  are  the  lame, 
the  blind,  the  sick,  the  hope- 
less . . . wherever  the  generosity 
of  the  American  people  makes 
HOPE’S  next  mission  possible. 

People  are  waiting.  Keep  HOPE  alive. 


Your  contribution  is  tax  deductible 


HOPE  Has 
the  Largest 
Waiting 
Room 

in  the  Worid 


PROJECT 


Dept.  A,  Washington,  D.C. 
20007 
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The  cau^  of  voginHis 

ore  multiple 


■ indications;  Known  sensitivity  to  sulfonamides. 

■fions/ Adverse  Reactions:  The  usual  precoutions  for  topical 
stemic  sulfonamides  should  be  observed  because  of  the  pos- 
of  absorption.  Burning,  increased  lacal  discomfort,  skin 
■rticoria  or  other  manifestations  of  sulfonamide  toxicity  ore 
reasons  to  discontinue  treatment. 

Dosage;  One  applicatorful  or  one  suppository  intravagi- 
nally  once  or  twice  daily. 

Supplied:  Cream  — Four-aunce  tube  with  or  without  opplicotor. 
Suppositories  — Box  of  12  with  opplicotor. 

TRADEMARK:  AVC  AV-104  2/71  Y-149 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — compreh 
therapy  that  combats  all  three  major  \ 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  ailantoin  2.07o) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  ailantoin  0.14  Gm.) 


AVC 

The  treatment  is  singular 


I As  odjyncHve  therapy 

A 

BUILDING  BLOCK 
TO  RECOVERY 

« in  Tryptic  activily  lo  40  mg  of  N.F.  trypsin 

I Reduces  swelling 
I Hastens  healing 
d Speeds  recovery 


DOUBLE  STRENGTH 

Orenzyme 

Bitabs  One  tablet  q.i.d. 

Trypiin;  100.000  N.F  Units,  Chymotrypsjfv  8.000  N.F.  Units: 


One  q.  I.d. 


Indication*:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindication*:  ORENZYME  BlTABS  should  not  be  given 
to  patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria.  Itching),  gastrointestinal  upset 
and  Increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies.  It 
has  been  seen  with  equal  Incidence  In  placebo-treated 
groups.  (See  Precautions.)  It  Is  recommended  that  If  side 
effects  occur  medication  be  discontinued. 

Oosags:  One  tablet  q.i.d. 


I THE  NATIONAL  DRUG  COMPANY 

I DIVISION  OF  RICHARDSON  MERRELL  INC. 

I PHILAOCLPHIA.  PENNSYLVANIA  19H4 

TtAOCMAtK  SITASS  US.  fATINT  NO  }.004.at3  f/70  0 00*A  l«l 


Bitabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  JW  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F  trypsin  | 
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WHAT  GOES  ON  will  publish  fufure  courses  and  events  in  this  issue,  as 
has  been  done  in  the  past,  due  to  the  scarcity  of  medical  events  during 
August  in  New  York  City.  To  date  the  following  notices  have  been 
received  by  the  editorial  staff: 


NEW  YORK  CITY  AREA 


September  9,  1971  / December  9,  1971 

7 : 00-8  ; 30  p.m.,  Thursdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 
630  West  168th  Street 

RADIOLOGY  OF  BONES  AND  JOINTS 

M.  ALPERT,  M.D.  and  Associates  with  Guest  Lecturers 
FEE:  $75 

September  13,  1971  / September  15,  1971 

American  Academy  of  Orthopaedic  Surgeons 

The  Americana  Hotel 
Postgradvafe  Course 

SPORTS  MEDICINE 

JAMES  A.  NICHOLAS,  M.D.,  Chairman 
Cornell  University  Medical  College 

Contact:  Dr.  Nicholas  at  1 50  East  77th  Street,  New  York,  N.Y. 

10021.  Telephone  (212)  RE  7-3301 


September  14,  1971  / June  6,  1972 

9 ; 00  a.m.-5 : 00  p.m.,  Tuesdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

ADULT  AND  CHILD  PSYCHIATRY 

A.  BALLARD,  J.  CEDARQUIST,  H.  DAVIDSON,  W.  HUNT, 

R.  MacKINNON,  L.  MOSS,  J.  O’CONNOR,  AND  A.  POLATIN, 
M.D.’s 

FEE:  $1,200 


September  15,  1971  / June  7,  1972 

4:30-5:30  p.m.,  Wednesdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

SEMINARS  IN  CARDIORESPIRATORY 
PHYSIOLOGY 

P.  CANNON,  M.D.,  Seminar  Chairman 
C-P  Staff  Members  and  Invited  Guests 

NO  FEE  CREDIT:  C-1 


September  21,  1971  / January  27,  1972 

5:00-6:00  p.m.,  Tuesdays  and  Thursdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

RADIOLOGIC  PHYSICS 

P.  GOODWIN,  M.D. 

FEE:  $50 


September  1971  / January  1972 

French  and  Polyclinic  Medical  School  and  Health 
Center 

345  West  50th  Street 

NURSING  HOME  ADMINISTRATION 
(Basic  Courses  and  Continuing  Education) 

For  information  address  The  Dean,  at  the  above  address. 


September  22,  1971  / December  15,  1971 

8:00-9:00  a.m.,  Wednesdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

RADIOBIOLOGY 

E.  J.  HALL,  M.D. 

FEE:  $75 


THURSDAY,  SEPTEMBER  23 

4 : 00-6 : 00  p.m. 

Kingsbrook  Jewish  Medical  Center 

Rutland  Road  and  East  49th  Street 
Brooklyn 

THE  TREATMENT  OF  PATIENTS  WITH  HEAD 
AND  NECK  TUMORS 

(Part  of  the  continuing  program  "Workshops  in  Oncology  for  the 
Practicing  Physician) 


September  27,  1971  / December  3,  1971 

9:00  a.m.-5 : 00  p.m.,  Monday-Friday 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

SYMPOSIUM  ON  NEUROLOGY  AND 
PSYCHIATRY 

L.  C.  KOLB,  J.  H.  RYAN,  M.D.’s  and  the  Staffs  of  the  New  York  State 
Psychiatric  Institute  and  the  Neurological  Institute 

FEE:  $450 


September  28,  1971  / April  25,  1972 

4:00-5:30  p.m.,  Tuesdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

COMBINED  STAFF  CLINICS 

H.  ARANOW,  JR.,  E.  CARWILE  LeROY,  M.D.’s  and  Staff  with 
Invited  Guests  from  other  Medical  Centers 

NO  FEE  CREDIT:  C-1 


October  1,  1971  / May  12,  1972 

9:00  a.m.-5:00  p.m.,  Fridays 

Columbia  University  P & S 

New  York  State  Psychiatric  Institute 

THE  BASIC  PSYCHOLOGICAL  SCIENCES 

J.  RYAN,  L.  ROIZIN,  L.  LYONS,  L.  HAMILTON,  and  J.  RAINER,  M.D.’s 
FEE:  $300 
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October  2,  1971  / November  20,  1 97 1 
10:00  a.m.-5:00  p.m.,  Saturdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

MEDICAL  HYPNOSIS  (Basic) 

HERBERT  SPIEGEL,  M.D. 

FEE;  $175 


October  4,  1971  / October  6,  1971 

The  New  York  Academy  of  Sciences 

Waldorf-Astoria  Hotel 
Park  Avenue  at  50th  Street 

GEOCHEMICAL  ENVIRONMENT  IN  RELATION 
TO  HEALTH  AND  DISEASE 

HOWARD  C.  HOPPS,  M.D.,  Chairman 
University  of  Missouri,  Columbia,  Mo. 

HELEN  CANNON,  Co-Chairman 
U.S.  Geological  Survey,  Denver,  Calo. 

For  further  information  contact; 

REAR  ADMIRAL  L.  R.  NEVILLE,  USN  (Ret.) 

Associate  Executive  Director,  2 East  63rd  Street,  New  York,  N.Y. 
10021.  Tel.  (212)  838-0230. 


October  5,  1971  / June  13,  1972 

Four  hours  a week  (Schedules  arranged  Individually) 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

PSYCHIATRY  IN  MEDICAL  PRACTICE 

L.  C.  KOLB,  R.  MacKINNON,  J.  KATIS,  A.  LEVAY,  M.D.’s  and  Staff 
NO  FEE  CREDIT;  C-1 


October  5,  1971  and  October  6,  1971 

The  Parkinson  Disease  Research  Center 
Columbia  University  P & S Auditorium 

640  West  168th  Street 
Two-Day  Symposium 

CORTICOTHALAMIC  PROJECTIONS  AND 
SENSORIMOTOR  ACTIVITIES 

CREDIT:  C-1 

Further  infarmation  can  be  obtained  from  TOMAS  L FRIGYESI, 

M. D.,  Parkinson  Disease  Research  Center,  640  West  168th  Street, 

N. Y.,  N.Y.  10032. 


October  6,  1971  / December  15,  1971 

Hours  to  be  arranged  on  Wednesdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

MANAGEMENT  OF  EMOTIONAL  PROBLEMS 
IN  OFFICE  PRACTICE 

A.  LEVAY,  R.  MacKINNON,  J.  KATIS,  M.D.’s  and  Members  of  .AAGP 
FEE;  $50  CREDIT:  C-1 


THURSDAY,  OCTOBER  7 

4 : 00-6 : 00  p.m. 

Kingsbrook  Jewish  Medical  Center 

Rutland  Road  and  East  49th  Street 
Brooklyn 

THERAPY  WITH  ALKALOIDS  AND 
ANTIBIOTICS  IN  COMBINATION  WITH  THE 
ANTI-METABOLITES  AND  ALKYLATING  AGENTS 

Note:  This  program  is  a continuation  of  the  "Workshops  in  Oncology 
for  the  Practicing  Physician." 


TUESDAY,  OCTOBER  12 

9 00  p.m. 

Queens  Pediatric  Society 
Sheraton  Tenney  Inn  at  LaGuardia 

90-19  Grand  Central  Parkway 
East  Elmhurst 

Annual  Walter  C.  Steffen  Lecture 

NEONATOLOGY 

CLEMENT  A.  SMITH,  Editor 
"Pediatrics” 


October  13,  1971  / October  15,  1971 

Department  of  Dermatology  of  the 
N.Y.U.  School  of  Medicine 

Alumni  Hall 
550  First  Avenue 

ALLERGIC  ECZEMATOUS  CONTACT 
SENSITIZATION 

FEE:  $125 

Detailed  information  is  available  at  the  Office  of  the  Recorder, 
above  address. 


THURSDAY,  OCTOBER  23 

4 : 00-6 : 00  p.m. 

Kingsbrook  Jewish  Medical  Center 

Rutland  Road  and  East  49fh  Street 
Brooklyn 

DEFECTS  OF  HEMOSTOSIS  ASSOCIATED  WITH 
CANCER 

Note:  This  program  is  a continuation  of  the  "Workshops  in  Oncology 
for  the  Practicing  Physician” 


October  25,  1971  / October  27,  1971 

Isaac  Albert  Research  Institute  of 
Kingsbrook  Jewish  Medical  Center 

Rutland  Road  and  East  49th  Street 
Braoklyn 

4th  International  Symposium 

SPHINGOLIPIDS,  SPHINGOLIPIDOSES  AND 
ALLIED  DISORDERS 

Additional  information  may  be  obtained  from  BRUNO  W.  VOLK, 
M.D.,  Director,  above  address.  Telephone:  (212)  756-9700 

Ext.  224. 
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SATURDAY,  OCTOBER  30 

8:30  a.m.-4:30  p.m. 

Department  of  Ophthalmology  of  the 
New  York  Medical  College 

Main  Auditorium,  Room  Cl  03 
Fifth  Avenue  at  1 06th  Street 

ORBITAL  SYMPOSIUM 

1.  The  Anatomical  Explanation  of  Orbital 
Syndromes 

LOUIS  BERMAN,  M.D. 

New  York  Medical  College 

2.  Techniques  of  Orbital  Surgery 
Primary  Neoplastic  Lesions  of  the  Orbit 

IRA  SNOW  JONES,  M.D. 

Columbia  University  P & S 

3.  Intracranial  Causes  of  Orbital  Disease 

ALAN  ROTHBALLER,  M.D. 

New  York  Medical  College 

4.  Pathology  of  Neoplastic  Diseases  of  the  Orbit 
Pathology  of  Inflammatory  Diseases  of  the 
Orbit 

LORENZ  ZIMMERMAN,  M.D. 

Walter  Reed  Army  Medical  Center 

5.  Diagnosis  and  Treatment  of  Orbital  Fractures 

GABE  B.  BLEEKER,  M.D.,  Director 

Institute  of  Ophthalmology,  Amsterdam,  Holland 

6.  Special  Procedures  to  Diagnose  Orbital  Lesions 

BERNARD  KRONENBERG,  M.D. 

New  York  Medical  College 

7 . Interpretation  of  Radiography  of  the  Orbit 

STEPHEN  L.  TROKEL,  M.D. 

Columbia  University  P & S 

FEE:  $50  ($25  Residents) 

Parking  available  on  106th  Street  between  Fifth  and  Madison 
Avenues. 


November  18,  1971  and  November  19,  1971 

Special  Committee  on  Infant  Mortality  of  the 
Medical  Society  of  the  County  of  New  York 

The  Commodore  Hotel 

42nd  Street  and  Lexington  Avenue 

SYMPOSIUM  ON  SICKLE  CELL  DISEASE 

Co-Chairmen 

HAROLD  ABRAMSON,  M.D.,  Chairman  of  the  Special  Committee 
Medical  Society  of  the  County  of  New  York 
JOHN  F.  BERTLES,  M.D. 

Columbia  University  P & S 
DORIS  L.  WETHERS,  M.D. 

Knickerbocker  Hospital,  N.Y.C. 

* Co-sponsored  by  the  New  York  Chapter  of  the  National  Founda- 
tion— March  of  Dimes  and  the  Foundation  for  Research  and  Educa- 
tion in  Sickle  Cell  Disease 

November  20,  1971  / November  23,  1 97 1 
New  York  State  Psychiatric  Institute 

Hotel  Biltmore 

43rd  Street  and  Vanderbilt  Avenue 
75th  Anniversary  Symposium 

Registration  and  Information:  The  New  York  State  Psychiatric 

Institute,  722  West  168th  Street,  New  York,  N.Y.  10032. 

NOTE:  The  American  Psychiatric  Association  Area  II  (New  York 

State)  will  hold  its  7th  Biennial  Divisional  Meeting  during  the  above 
meeting  on  November  20  and  November  21.  Topic  will  be: 
"Psychiatry:  Explosion  and  Survival.”  For  details  contact  ALEX- 

ANDER LEVINE,  M.D.,  General  Chairman,  420  East  76th  Street, 
New  York,  N.Y.  10021. 

December  10,  1971  / December  12,  1971 

The  American  College  of  Cardiology  in  Cooperation 
with  St.  Barnabas  Hospital,  N.Y.C. 

The  Americana  Hotel 

52nd  Street  and  Seventh  Avenue 

MAJOR  ADVANCES  IN  CARDIOVASCULAR 
THERAPY:  1971 


October  1971  / January  1972 

French  and  Polyclinic  Medical  School  and 
Health  Center 

345  West  50th  Street 


CREDIT:  C-1 

Contact:  Miss  Mary  Anne  Mclnerny,  Director,  Department  of  Con- 
tinuing Education  Programs,  American  College  of  Cardiology,  9650 
Rockville  Pike,  Bethesda,  Maryland  20014.  Tel.  (301 ) 530-1  600. 


CLINICAL  MEDICINE  CURRICULUM 

Note:  This  course  is  primarily  intended  for  candidates  for  State 

Board,  FLEX  and  ECMFG  Examinations. 

Address  the  Dean  at  the  above  address  for  further  information  and 
registration. 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON”  ore  being  offered 
at  less  than  cost.  The  $3.00  one-year  subscription  rate 
guarantees  you  22  issues  mailed  first  class  in  advance 
of  the  New  York  State  Journal  of  Medicine.  Write  or 
call  the  Editor  for  an  order  blank. 


NOTICE  TO  HOSPITALS  AND 
MEDICAL  SCHOOLS 


The  Editor  of  "What  Goes  On"  invites  you  to  send  notices  of  con- 
tinuing medical  education  including  "Teaching  Days",  important  lecture- 
ships, and  similar  programs  to:  The  Editor,  What  Goes  On,  Medical 

Society  of  the  State  of  New  York,  750  Third  Avenue,  N.Y.,  N.Y.  1 001  7. 
This  is  a tree  service  of  your  Medical  Society.  The  deadline  dates 
are  as  follows; 


Meeting  Dates 
September  1—15,  1971 
September  16-30,  1971 
October  1-15,  1971 
October  16-31,  1971 
November  1 — 15,  1971 
November  16—30,  1971 
December  1-15,  1971 
December  16-31, 1971 


Deadline  Date 
June  25,  1 971 
July  25,  1971 
August  10,  1971 
August  25,  1 971 
September  1 0,  1 971 
September  25,  1 971 
October  10,  1971 
October  25,  1 971 
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ALBANY  AREA 


THURSDAY,  AUGUST  26 

8 : 45  o.fn.-4  : 30  p.m. 

Department  of  Postgraduate  Medicine 

Albany  Medical  College 
Huyck  Auditorium 

SYMPOSIUM  IN  SPORTS  MEDICINE 
(For  Coaches,  Trainers  and  Physicians) 

ARTHUR  E.  ELLISON,  M.D. 

Harvard  Medical  Scbool 
FRANKLIN  GLOCKNER,  M.D. 

Berkshire  Medicol  Center 
JOSEPH  D.  GODFREY,  M.D. 

Americon  Academy  of  Orthopedic  Surgeons 
J.  KENNETH  HAFNER 

New  York  State  Public  High  School  Athletic  Association 
DANIEL  F.  HANLEY,  M.D. 

Medical  Director  of  U.S.  Olympic  Team 
CHARLES  KRUZAN 

State  University  of  New  York  at  Albany 

THOMAS  J.  SHEEHAN 

Rensselaer  Polytechnic  Institute,  Troy 

FEES:  $1 0 non- physician  CREDIT:  C-1 

$25  physician 

Apply:  William  T.  Strauss,  M.D.,  Dept,  of  Postgraduate  Medicine, 

Albany  Medical  College,  Albany,  N.Y.  1 2208. 

October  21,  1971  and  October  22,  1 97 1 

The  Department  of  Radiology 
St.  Peter’s  Hospital 

315  South  Manning  Boulevard 
Albany 

ABDOMINAL  RADIOLOGY 

1.  Gastro-Intestinal 

2.  Biliary-Portal  Tree 

3.  G.U.  Ob  Gyn 

4.  Abdominal  Trauma  and  Hemorrhage 

Guest  faculty  includes:  STANLEY  BAUM,  ARTHUR  CLEMETT, 

JOSEPH  FERRUCCI,  HARRY  FISCHER,  RICHARD  MARSHAK,  JAMES 
McCORT,  THOMAS  MEANEY,  ROSCOE  MILLER,  HENRY  WAGNER, 
MARK  WHOLEY,  and  ROBERT  WISE,  M.D.’s 

Further  information  may  be  obtoined  from:  ARTHUR  J.  WENDTH, 

JR.,  M.D.,  Attending  Radiologist,  Chief  Subsection  of  Angiography, 
at  the  above  address. 


BUFFALO  AREA 


TUESDAY,  JULY  27 

1 ; 00  p.m. 

Department  of  Pediatrics, 

State  University  of  New  York  at  Buffalo 

Children’s  Hospital 
2 1 9 Bryant  Street 

DRUGS  AND  THE  FETUS  AND  NEWBORN 
INFANT 

L.  SWAFFORD  DAHM,  M.D. 

Baylor  College  of  Medicine 
Texas  Medical  Center,  Houston 

CREDIT:  C-1 


TELEPHONE  LECTURE  NETWORK 


The  State  University  of  New  York  at  Buffalo  School  of  Medicine  pre- 
sents various  programs  via  the  facilities  of  the  Telephone  Lecture  Net- 
work of  the  Regional  Medical  Program  for  Western  New  York.  The 
Network  covers  the  counties  of  Erie,  Niagara,  Genesee,  Wyoming, 
Chautauqua,  Cattaraugus,  and  Allegany  in  New  York  State  and  Erie 
County  and  McKean  County  in  the  Commonwealth  of  Pennsylvania. 
There  are  55  Hospital-outlets. 

Programs  are  presented  in  five  series: 

1 . A weekly  series  of  general  interest  considered  useful  to  all  physi- 
cians presented  at  11:30  a.m.  on  Tuesdays. 

2.  The  monthly  Pediatrics  Conference  from  Children's  Hospital  spon- 
sored by  the  Department  of  Pediatrics  and  presented  on  the  second 
Friday  af  each  month  under  the  direction  of  Thomas  Aceto,  Jr.,  M.D. 

3.  The  monthly  series  on  trauma  sponsored  by  the  Division  of  Ortho- 
pedic Surgery,  Department  of  Surgery,  and  presented  on  the  fourth 
Thursday  of  each  month  under  the  direction  of  Eugene  R.  Mindell,  M.D. 

4.  A new  monthly  series  on  Cancer  sponsored  by  the  Roswell  Park 
Memorial  Institute  and  presented  on  the  third  Wednesday  of  each 
month  under  the  direction  of  Gerald  P.  Murphy,  M.D. 

5.  A new  series  sponsored  by  the  Department  of  Psychiatry  and 
the  Buffalo  States  Hospital  to  be  presented  under  the  direction  of  Dr. 
Yoosuf  A.  Hoveliwala  on  the  fourth  Wednesday  at  11:00  a.m. 

Far  further  information,  please  contact  Continuing  Medical  Education, 
221  1 Main  Street,  Buffalo,  N.Y.  14214.  Tel.  (71  6)  831 -5526. 


ROCHESTER  AREA 


September  16,  1971  / September  18,  1971 

The  Scientific  and  Educational  Council  of  the 
American  College  of  Allergists  and  the  Department 
of  Pediatrics,  University  of  Rochester  School  of 
Medicine 

Strong  Memorial  Hospital 
260  Crittenden  Boulevard 
Rochester 

POST-GRADUATE  COURSE  IN  PEDIATRIC 
ALLERGY 

Course' Chairmen: 

DOUGLAS  E.  JOHNSTONE,  M.D. 

HOWARD  G.  RAPAPORT,  M.D. 

NATHAN  E.  SILBERT,  M.D. 

Information  and  Registration:  JOHN  D.  GILLASPIE,  M.D.,  Executive 
Secretary,  The  Americon  College  of  Allergists,  2141  14th  Street, 
Boulder,  Colorado  80302. 

FEE:  $75  Non  Members  of  the  Americon  College  of  Allergists 

$50  Members 


SYRACUSE  AREA 


THURSDAY,  JULY  15 

1 :00  p.m. 

Department  of  Family  Practice 
St.  Joseph’s  Hospital  and  SUNY 
Upstate  Medical  Center 

Gotham  Inn — Exit  35  (N.Y.  Thruway) 

Syracuse 

COMMON  HORMONAL  PROBLEMS  IN  THE 
REPRODUCTIVE  YEARS 

CHARLES  LLOYD,  M.D. 

Worcester  Foundation  of  Experimental  Biology 
CREDIT:  C-1 
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PHYSICIANS’  PLACEMENT 


NICHOLS,  N.Y.,  Tioga  County.  G.P. 

CONTACT:  JACKIE  LEACH,  Pamela  Dr.,  Nichols,  N.Y.  13812. 


NORFOLK,  N.Y.,  St.  Lawrence  County.  General  Practitioner. 
CONTACT:  Development  Corporation,  Norfolk,  N.Y.  13668. 


NORTH  ROSE,  N.Y.,  Wayne  County.  G.P.  and  M.D.’s  in  any  field  for 
Sears  Medical  Building. 

CONTACT:  BERNARD  FARNSWORTH,  Chamber  of  Commerce,  North 

Rose,  N.Y.  14516.  Tel.  (315)  587-2291. 


NORTH  UTICA,  N.Y.,  Oneida  County.  G.P. 

CONTACT:  ROBERT  H.  CROSS,  M.D.,  1509  Genesee  Street,  Utica, 

N.Y.  13501.  Tel.  (315)  RA  4-5656. 


NORTHVILLE,  N.Y.,  Fulton  County,  needs  a physician.  Home  and  small 
medical  clinic  available. 

CONTACT:  MR.  MARK  BROWNELL,  Supervisor  Town  of  Northampton, 
Northville,  N.Y.  12134. 


NORWICH,  N.Y.,  Chenango  County.  G.P.  and  Specialists  in  Pediatrics 
and  Internal  Medicine. 

CONTACT:  RAUL  F.  MacLEOD,  M.D.,  127  North  Broad  Street,  Nor- 

wich, N.Y.  13815. 


OGDENSBURG,  N.Y.,  St.  Lawrence  County.  Specialists  in  Ophthalmol- 
ogy, Pediatrics,  Internal  Medicine  and  G.P.'s. 

CONTACT:  ROBERT  E.  WHITMOYER,  M.D.,  Doctor’s  for  Ogdensburg 

Committee,  41 4 Jay  Street,  Ogdensburg,  N.Y.  13669.  Tel.(  315) 
393-4831. 


ONTARIO,  N.Y.,  Wayne  County.  Third  man  wanted  for  one  year  em- 
ployment followed  by  partnership  in  Family  Practice. 

CONTACT:  N.  R.  LOOMIS,  M.D.,  or  T.  H.  GOFF,  M.D.,  59  Walworth 
Road,  Ontario,  N.Y.  14519.  Tel.  (315)  524-2881. 


ORISKANY,  N.Y.,  Oneida  County.  G.P. 

CONTACT:  CLARENCE  C.  JONES  (Mayor),  Oriskany,  N.Y.  13424. 

Tel.  (315)  RE  6-9939. 


OSWEGO,  N.Y.,  Oswego  County.  University  Student  Health  Physician. 

CONTACT:  K.  C.  PERKINS,  M.D.,  Dir.,  Medical  Services,  State  Univer- 
sity, Oswego,  N.Y.  13126. 


OXFORD,  N.Y.,  Chenango  County.  G.P. 

CONTACT:  BRIAN  BARTLE,  R.  Ph.,  79  Greene  Avenue,  Oxford,  N.Y. 

13830.  Tel.  (607)  843-284 1 —after  9 p.m.  843-8254. 


PERU,  N.Y.,  Clinton  County.  G.P. 

CONTACT:  MARTIN  R.  NATTER,  Chm.,  Lions  Club  Committee  for  M.D.; 
Peru,  N.Y.  1 2972.  Tel.  t51  8)  643-2324. 


PLATTSBURGH,  N.Y.,  Clinton  County.  G.P.,  Allergist,  E.N.T.,  Dermatol- 
ogist, Ophthalmologist.  Pop.  100,000  plus. 

CONTACT:  H.  L.  SCHLESINGER,  M.D.,  46  Cornelia  Street,  Plattsburgh,  ! 
N.Y.  12901.  Tel.  (518)  561-3900. 


PORT  BYRON,  N.Y.,  Cayuga  County.  G.P. 

CONTACT:  MR.  ROBERT  BLAKE,  131  Main  Street,  Port  Byron,  N.Y. 

13140. 


PORTVILLE-OLEAN-ALLEGANY  Area,  N.Y.,  Cattaraugus  County.  Intern- 
ist and  Pediatrician  for  medical  group. 

CONTACT:  DUNCAN  C.  WORMER,  M.D.,  Wormer  Medical  Center, 

Portville,  N.Y.  14770.  Tel.  (71  6)  933-8746. 


POTSDAM,  N.Y.,  St.  Lawrence  County.  G.P.’s,  E.N.T.  and  Orthopedic  i 
Surgeon.  | 

CONTACT:  HENRY  VINICOR,  M.D.,  Chief  of  Staff,  Potsdam  Hospital,  * 
Potsdam,  N.Y.  13676.  Tel.  (3 1 5)  353-2341 . 


HORNELL,  N.Y.,  Steuben  County.  Specialists  in  Orthopedic  Surgery, 
Pediatrics  and  Internal  Medicine. 

CONTACT;  MR.  WATSON  L.  WALDEN,  Business  Manager,  Karl 
Medical  Group,  66  Maple  Street,  Hornell,  New  York  1 4843.  Tel. 
(607)  324-1571. 


NEWARK,  N.  Y.,  Wayne  County.  Specialists  in  OB/GYN,  Pediatrics 
and  Internal-Generalist  Medicine. 

CONTACT:  MRS.  SOPHIE  P.  ZIEGLER,  Adm.,  Newark-Wayne  Com- 

munity Hospital,  Inc.,  P.O.  Box  111,  Newark,  N.Y.  14513. 


SUFFOLK  COUNTY,  N.Y.,  needs  qualified  family  physicians.  Openings 
available  in  solo  practice,  group  practice,  or  in  association  and/or 
partnership  with  established  family  physicians. 

CONTACT:  LEONARD  WEITZMAN,  M.D.,  President,  Suffolk  County, 

Chapter,  American  Academy  of  Family  Physicians,  162  Wicks  Road, 
Commack,  N.Y.  1 1 725.  Tel.  (516)  864-7012. 
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A 

REMINDER 

Today 

(oy  any  other  day) 
you  probably 
have  use  Jbr 

NEpspoHn 

Ointment 

PolymyxinB I Bacitracin  I Neomycin 


each  gram  contains 

Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units 

Zinc  Bacitracin  400  units 
Neomycin  Sulfate  5 mg. 
(equivalent  to  3.5  mg.  Neomycin  Base) 

Special  White  Petrolatum  q.s. 

Complete  literature  available  on  request 
from  Professional  Services  Dept.  PML. 


BLRROLGHSyVELLCOME&CO.(aS.A.)tNC.,TUCKAHOE,N.Y. 


HOPE  Has 
the  Largest 
Waiting 
Room 

in  the  Worid 


PROJECT 

HUM 


From  the  day  they  are  born  to 
the  day  they  die,  over  half  the  people 
on  earth  never  see  a doctor’s 
waiting  room. 

Project  HOPE’S  medical  teams 
teach  and  heal  . . . they  go  to 
all  points  of  the  compass  . . . 
at  home  and  abroad  . . . wherever 
the  help  of  keen  minds  and 
skilled  hands  is  needed  . . . 
wherever  there  are  the  lame, 
the  blind,  the  sick,  the  hope- 
less . . . wherever  the  generosity 
of  the  American  people  makes 
HOPE’S  next  mission  possible. 

People  are  waiting.  Keep  HOPE  alive. 


Dept.  A,  Washington,  D.C. 
20007 


Your  contribution  is  tax  deductible 
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SUSTAINED 
RELEASE 
VITAMIN  C 

CEVI-BID 


THE  500  mg.  CAPSULE 

CEVI-BID  releases  Vitamin  C through  its  unique  micro-dialysis 
process  at  a continuous,  smooth,  predictable  rate  for  a 24  hour  period 
on  b.i.d.  dosage -dependent  only  on  the  presence  of  fluid  in 
the  g.  i.  tract,  and  independent  of  pH  or  other  variables. 

CEVI-BID  avoids  the  “peak  and  valley”  blood  levels  usually 
obtained  from  t.i.d.  dosage  of  Vitamin  C tablets. 

Prescribe  CEVI-BID,  the  500  mg.  sustained-release  Vitamin  C 
capsule  whenever  Vitamin  C is  indicated. 

Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


DEVELOPERS  AND  SUPPLIERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 
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Published  twice  a month  by  the  Medical  Society  of  the  State  of  New  York.  Copyright  1971  by  the  Medical  Society  of  the  State  of 
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Northampton  Sts.,  Easton,  Pa.  18042.  Change  of  Address:  Notice  should  state  whether  or  not  change  is  permanent  and  should 
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Scientific  Articles 

1819  Face-Lift  Operation 

John  Conley,  M.D. 

1827  Management  of  Hemiplegic  Child;  Role  of  neurologist 
Geralds.  Golden,  M.D. 

1832  Chronic  Idiopathic  Orolingual  Pain;  Psychogenesis  of  burning  mouth 
Bernard  Schoenberg,  M.D.,  Arthur  C.  Carr,  Ph  D., 

Austin  H.  Kutscher,  D.D.S.,  and  Edward  V.  Zegarelli,  D.D.S.,  M.S. 

Case  Reports 

1838  Retroperitoneal  Teratoma;  Five-year  survival  in  adolescence 

Michaels.  Mamakos,  M.D.,  F.A.C.S. 

1841  Nail  in  Eye 

Jacob  Gerstenfeld,  M.D. 

1842  Asymptomatic  Boric  Acid  Intoxication;  Value  of  Peritoneal  dialysis 

Gilbert  Ira  Martin,  M.D. 

Electrocardiograms  of  the  Month 

1845  Electrocardiograms  of  the  Month 

Ira  L.  Rubin,  M.D.,  and  Julian  Frieden,  M.D.,  Editors 

Special  Articles 

1847  Initiation  of  Cooperative  Statewide  Planning  to  Improve  Continuing  Medical 
Education  System 
Marvin  L.  Bloom,  M.D.,  Chairman 
1877  Malpractice  Hazards  in  Obstetrics  and  Gynecology 

Locke  L.  Mackenzie,  M.D. 

Medical  Arts  and  Letters 

1880  Medical  Polemic  of  1651;  Physician  contra  surgeons  and  apothecaries 
William  B.  Oder,  M.D. 


continued  on  page  I79H 
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You  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygroton  chlorthalidone  usp 

Makes  water,  not  waves. 


olyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
e,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

j)ton*  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 

' Sensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
d be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
ation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
laments  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
ig  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  coid  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
111  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
I tearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
' ed  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 

:e  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
nination  of  the  BUX  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
ance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
iium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
Its  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  zJdtierse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
xia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
ension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
bocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
eatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
aunds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
fort  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
’ complete  prescribing  information. 

>Y  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502  „y- 
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P.S.  AAMA  bylaws  provide  that  the 
association,  "is  not,  nor  shall  it  ever  be- 
come a trade  union  or  collective  bargain- 
ing agency." 


Your  continuing  cooperation  with  the  American  Association 
of  Medical  Assistants  has  been  generous.  With  your 
support  our  organization  has  achieved  a membership  of 
14,000  medical  assistants  in  more  than  400  chapters  in 
45  states,  District  of  Columbia  and  Puerto  Rico. 

Since  our  first  organizational  meeting  15  years  ago,  we 
have  worked  toward  the  primary  goal  of  providing  educa- 
tional opportunities  to  the  medical  assistant  in  the 
doctor’s  office.  In  a short  decade  and  a half  the 
association  has: 

• Established  and  conducted  a certification  program  as  an  incen- 
tive to  self-education. 

• Developed  curricula  for  medical  assisting  programs  in 
hundreds  of  junior  and  community  colleges. 

• Carried  on  a continuing  education  program  for  medical  assistants 
through  seminars,  workshops  and  a professional  bi-monthly 
journal. 

• Published  career  materials  and  established  a scholarship  loan 
fund  to  help  recruit  future  medical  assistants. 

• Cooperated  with  AMA  in  public  relations  efforts  beneficial  to  the 
medical  profession  as  e whole. 

But  our  work  cannot  stop  here.  As  the  only  national 
association  for  medical  assistants,  AAMA  is  eager  to 
contribute  to  advancement  of  this  allied  health  field.  We 
would  like  to  share  our  educational  programs  with  all  of  the 
medical  assistants  across  the  nation.  But  to  do  this  we 
need  the  co-operation  of  many  more  physicians. 

If  your  medical  assistant  is  not  a member  of  AAMA,  please 
fill  out  this  coupon  today.  Her  greater  knowledge  of  medical 
assisting  will  be  your  reward. 

American  Association  of  Medical  Assistants 


I wish  to  inquire  about  membership  for  my  medical  assistant  in  the  Ameri- 
can Association  of  Medical  Assistants,  Inc.  Please  have  someone  send 
more  information  to: 

Name 

Business  Address  Phone 

(Street) 

City State Zip 

Member  of  county  medical  society:  Yes No 

County 

Name  of  Assistants:  Address: 


Clip  and  mail  to: 

American  Association  of  Medical  Assistants 

One  East  Wacker  Drive 
Chicago,  Illinois  60601 
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Abstracts 


Conley,  J.:  Face-lift  operation,  New  York  State  J. 

Med.  71:  1819  (Aug.  1)  1971. 

The  public  has  not  been  properly  informed  of  the  risks, 
uncertainties,  and  possible  failures  and  even  catastrophes 
associated  with  the  face-lift  operation.  Disappointing 
results  are  likely  if  the  skin  is  exceptionally  thin,  the 
neck  is  short  and  thick,  there  is  too  much  fat  in  the  face 
and  neck,  or  the  hyoid  bone  is  placed  low  in  relation  to 
the  mandible.  Optimal  results  are  achieved  in  the  pa- 
tient who  has  heavy  skin  relaxation  with  marked  sagging 
and  pouches  draped  over  a good  bony  architecture,  with 
a minimum  cushion  of  subcutaneous  fat.  The  technic  of 
the  operation  is  described. 

Golden,  G.  S.:  Management  of  hemiplegic  child;  role 
of  neurologist.  New  York  State  J.  Med.  71:  1827  (Aug. 
1)  1971. 

Treating  the  wide  range  of  problems  of  the  hemiplegic 
child  involves  a number  of  disciplines,  and  the  respon- 
sibility of  one  team  member  cannot  really  be  viewed  in 


isolation.  Nevertheless,  the  most  clearly  defined  duties 
of  the  neurologist  are  early,  accurate  diagnosis,  ruling 
out  progressive  neurologic  disease  and  leading  to  prompt 
and  appropriate  referral,  and  medical  treatment,  espe- 
cially drug  therapy,  for  seizures  and  behavioral  disorders. 
An  individualized  and  dynamic  approach  is  needed  for 
optimum  treatment  of  these  growing,  changing,  and 
developing  patients. 

Schoenberg,  B.,  Carr,  A.  C.,  Kutscher,  A.  H.,  and 
Zegarelli,  E.  V.:  Chronic  idiopathic  orolingual  pain; 

psychogenesis  of  burning  mouth.  New  York  State  J. 
Med.  71:  1832  (Aug.  1)  1971. 

Depression  related  to  separation  and  loss  usually  ac- 
companies the  symptom  of  chronic  orolingual  pain,  or 
burning  mouth,  and  psychological  management  is  im- 
portant for  successful  treatment  of  these  patients.  Of 
21  patients  studied,  81  per  cent  were  judged  to  be  overtly 
depressed,  with  the  remaining  19  per  cent  showing  signs 
of  covert  depression. 


Abstracts  in  Interl'mgua 


Conley,  J.:  Operation  de  levamento  del  facie.  New 

York  Stated.  Med.  71:  1819  (1  de  augusto)  1971. 

Le  publico  non  ha  essite  adequatemente  informate 
supra  le  riscos,  insecuritates  e possibile  fallimentos,  e 
mesmo  catastrophes  resultante  del  operation  de  leva- 
mento facial.  Le  resultatos  disappunctate  es  plus  pro- 
babile  quando  le  pelle  es  exceptionalmente  tenue,  le 
collo  es  breve  e crasse,  quando  existe  troppo  grassia  in  le 
facie  e collo,  e etiam  quando  le  osso  hyoide  es  locate 
basse  in  relation  con  le  mandibula.  Le  optime  resul- 
tatos es  obtenite  in  le  patientes  qui  ha  marcate  relaxa- 
mento  cutanee,  con  grande  redundantia  del  pelle  e saccos 
de  pelle  coperente  de  un  bon  architectura  ossee,  e con  un 
cossino  minimo  de  grassia  subcutanee.  Le  technic  del 
operation  es  describite. 

Golden,  G.  S.:  Tractamento  del  puero  hemiplegic; 

rolo  del  neurologista.  New  York  State  J.  Med.  71: 
1827  (1  de  augusto)  1971. 

Le  tractamento  del  ample  extension  del  problemas 
del  puero  hemiplegic  implica  diverse  disciplinas,  e le 


responsabilitate  de  un  membro  del  equipa  non  pote 
realmente  esser  evalutate  separatemente.  Nonobs- 
tante,  le  deberes  plus  clarmente  definite  del  neurologista 
es  le  diagnose  temprane  e precise,  le  elimination  de  mor- 
bos  neurologic  progressive,  e le  prompte  e adequate  re- 
ferentia,  e etiam  le  tractamento  medic,  particularmente 
le  chimotherapia  contra  convulsiones  e alterationes  del 
comportamento.  Le  approche  individual  e dynamic 
es  necessari  pro  le  tractamento  optime  de  istes  patientes 
cambiante  e in  crescimento  e disveloppamento. 

Schoenberg,  B.,  Carr,  A.  C.,  Kutscher,  A.  H.,  e Zega- 
relli, E.  V.:  Dolor  orolingual  idiopathic  chronic;  psy- 

chogenesis del  bucca  ardente.  New  York  State  J.  Med. 
71:  1832  (1  de  augusto)  1971. 

Le  depression  relationate  ccn  separation  e perdita  es 
generalmente  accompaniate  del  symptoma  dolor  oro- 
lingual chronic,  o bucca  ardente  Le  tractamento 
psychologic  es  importante  pro  le  successo  therapeutic 
del  patientes.  De  21  patientes  studiate,  81  pro  cento 
esseva  considerate  extrememente  depressive;  le  19  pro 
cento  restante  presentava  signos  de  depression  occulte. 
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iLoridine  LM. 

Cephaloridine 


1.5  to  3 Gm.  daily 
I successfully  treats  many 
moderately  severe 
infections* 


(indicated  for  use  against 
susceptible  organisms  causing: 

I pneumonias  following  surgery 
abscesses 
wound  infections 
infections  following  compound 
fractures 

urinary  tract  infections 
relatively  painless  I.M.  injection 
logical  I.M.  follow-up  to  I.V. 
cephalosporin  therapy 

'due  to  susceptible  organisms 


Special  Recommendations 

Before  Administration  of  Loridine 

1 . Demonstrate  causative  organism's  sensitivity  to  the  drug. 

2.  Determine  patient's  renal  status.  Loridine  is  contraindi- 
cated in  patients  with  azotemia. 

During  Administration  of  Loridine 

1.  Maintain  proper  hydration. 

2.  Monitor  renal  status  — urinalyses,  urinary  output,  BUN, 
and/or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  with  other  potentially 
nephrotoxic  drugs. 

4.  Because  nephrotoxicity  has  been  reported,  limit  daily  dose 
to  4 Gm.  maximum  (up  to  100  mg.  per  Kg.  in  children  — not 
to  exceed  adult  dosage).  Many  serious  infections  due  to 
sensitive  organisms  will  respond  to  doses  of  1 .5  to  3 Gm.  daily. 

5.  In  patients  who  have  impaired  renal  function  (without 
azotemia)  before  treatment,  reduce  daily  dosage,  depending 
on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function  during 
treatment,  discontinue  therapy  with  Loridine. 


CEPHAIORIDINE 


Please  turn  page  for  prescribing  information. 


Ai-tions:  All  tested  strains  of  group  A strep- 
tococci. pneumococci,  and  penicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine,  Lilly).  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con- 
centrations of  Loridine  that  can  be  achieved 
in  the  serum.  The  nnijority  of  strains  of 
Hemophilus  influenzae,  Proteus  mirabilis, 
Escherichia  coli,  and  Klebsiella  are  also  sus- 
ceptible in  vitro. 

Pseudomonas  organisms  tire  resistant  to 
Loridine.  as  are  most  indole-producing  Pro- 
teus species  and  motile  Aerobaeter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  lespiratory  tract, 
genito-uiinai  y tract,  bones  and  joints,  blood- 
stream, soft  tissue,  and  skin  due  to  suscepti- 
ble strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con- 
traindicated (see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  ,ind  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
.status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  noi- 
mally  be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa- 
tients with  syphilis;  lesults  of  such  tests  are 
usually  not  available  befoje  antibiotic  treat- 
ment of  gonorrhea  is  given. 
Contraindications:  A/otemia.  Hypersensi- 
tivity to  cephaloridine  oj-  cephalothin. 

In  its  present  form,  Loridine  is  poorly  ab- 
sorbed from  the  gasti'O-intestinal  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  excretion  in  patients  with  impair  ed 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  penicillin-sensitive  pa- 
tients, CEPHALOSPORIN  C DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALI.I  ROENICITY  OF  THE  PENI- 
(ILLINS  AND  THE  CEPHALOSPORINS.  IN- 
STANCES OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g„  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4 (;ni.  daily  (see  Adverse  Reactions),  recom- 
mended doses  should  not  be  exceeded.  Pa- 
tients with  known  or  suspected  impairment 
of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
function  or  be  hospitali/ed.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  be  discontinued. 
Cephaloridine  should  not  be  used  in  patients 
with  azotemia.  When  renal  impairment  is 
present,  use  the  drug  with  caution  and  re- 
duce the  dose.  Casts  in  the  urine,  proteinuria, 
falling  urinary  output,  or  a rising  BUN  or 
serum  creatinine  may  indicate  impairment 
of  renal  function.  Give  cephaloridine  cau- 
tiously when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precautions:  Protect  ampoules  from  light, 
lixtemporaneous  mixtures  with  other  anti- 
biotics are  not  recommended. 

In  infections  due  to  beta-hemolytic  strep- 
tococci, continue  antibiotic  therapy  for  at 
least  ten  days  to  prevent  the  possible  occur- 
rence of  rheumatic  fever  or  glomerulone- 
phritis in  susceptible  patients  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
should  have  dark-field  examinations  of  all 
suspect  lesions  before  treatment  and 
monthly  serologic  tests  for  a minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  performed. 

.Supcrinfeclions  may  develop  wilh  organ- 
isms not  in  the  spectrum  of  Loridine,  par- 


I . »m)vum  ’ 
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Usual  adult  dosage, 

1.5  to  3 Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  organisms. 


licularly  Pseudomonas.  These  can  be  recog- 
nized by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in- 
fants under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cr  oss-matching  procedur  es  when 
antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict's  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  ;rnaly- 
sis  paper,  Lilly ) . 

Adverse  Reactions:  Urticaria,  skin  rash 
( maculopapular  or  erythematous),  and  itch- 
ing without  discernible  skin  changes  have 
been  observed  in  about  3 percent  of  pa- 
tients. Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
aller  gy  to  penicillin  have  been  given  Loridine 
without  didiculty.  Approximately  1 percent 
of  patients  treated  with  Loridine  have  had  a 
rise  in  eosinophil  count.  Hosinophilia 
reached  10  percent  in  about  half  of  these. 
A few  instances  of  drug  fever  have  been 
reported. 

A few  cases  of  leukopenia  have  been  le- 
ported.  Flevations  of  transaminase  were 
observed  rn  a small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
r arely  was  a level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2 Gm.  cephaloridine 


intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic- 
ulocyte count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
led-blood-cell  count  were  ascribable  to  ad- 
ministration of  Loridine.  However,  all  of 
five  nonazoteniic  patients  with  chronic  bac- 
teriuria  who  had  careful  renal  function  eval- 
uation before  and  after  a ten-day  course  of 
cephaloridine  in  dosages  of  2 Gm.  per  day  de- 
veloped impairment  in  free  water  clearance. 

Severe,  acute  renal  failure,  in  some  cases 
ter  minating  in  death,  has  occurred  in  a small 
number  of  patients.  The  possi- 
bility of  this  complication  seems 
to  be  greater  in  seriously  ill 
patients  given  more  than  recom- 
mended doses.  Acute  tubular 
necr  osis  has  been  found  in  affect- 
ed patients  coming  to  autopsy.  Rare 
cases  of  nausea  and  vomiting  have 
occurred.  Pain  in  association  with  in- 
tramu-,cular  injection  was  noted  in  less  than 
3 percent  of  patients.  In  only  one  patient  in 
a series  of  62.3  was  the  route  changed  on 
this  account.  Phlebitis  at  the  site  of  intra- 
venous injection  has  been  rare. 
Administration  and  Dosage:  Important— Be- 
fore administering  Loridine,  see  package 
insert  for  details  on  dilution. 

Intramuscular  Injection— EoriA'me  is  usu- 
ally injected  into  a large  muscle  mass. 

The  usual  adult  dosage  for  many  infec- 
tions of  moderate  severity  is  500  mg.  to  1 Gm. 
thr  ee  times  a day  at  equally  spaced  intervals. 
Milder  and  more  susceptible  infections  have 
been  treated  with  250  to  500  mg.  given  two 
or  three  times  a day.  More  severe  infections 
may  be  treated  with  500  mg.  to  1 Gm.  foirr 
times  a day.  A single  2-Gm.  dose  is  recom- 
mended for  the  treatment  of  acute  gonor- 
rhea. Early  syphilis  may  be  treated  with  500 
mg.  to  I Gm.  daily  for  ten  to  fourteen  days. 

Although  some  clinical  experience  with 
high  doses  for  life-threatening  conditions 
has  been  reported,  it  has  been  shown  that 
excessive  dosages  (above  4 Gm.  daily)  may 
cause  serious  nephrotoxic  reactions.  For 
this  reason,  Keflin®  (sodium  cephalothin, 
Lilly)  may  be  preferred  when  doses  larger 
than  4 Gm.  daily  are  considered  for  life- 
threatening  situations.  If  more  than  2 Gm. 
of  cephaloridine  is  injected  daily,  the  patient 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hospital- 
ized. In  addition,  reduced  dosage  should  be 
employed  in  patients  with  known  or  sus- 
pected lenal  impairment. 

In  children,  a daily  total  of  30  to  50  mg. 
per  Kg.  (15  to  25  mg.  per  pound)  of  body 
weight,  given  in  divided  doses,  has  been 
found  effective  for  mild  to  moderately  se- 
vere infections.  A daily  total  of  100  mg.  per 
Kg.  (50  mg.  per  pound)  of  body  weight 
(not  to  exceed  recommended  adult  doses) 
may  be  needed  for  very  severe  infections. 

Intravenous  Injection-frx  the  presence  of 
extremely  serious  infections  (such  as  bac- 
teremia) or  when  any  infection  seems  over- 
whelming, intravenous  administration  may 
be  indicated. 

Total  daily  dosages  are  the  same  as  with 
intramuscular  injection.  For  very  suscepti- 
ble organisms,  500  mg.  to  1.5  Gm.  per  day 
may  suffice;  for  less  susceptible  organisms 
and  for  serious  infections,  2 to  4 Gm.  per 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cepha- 
loridine, Lilly),  500  mg.,  5-ml.  size,  rubber- 
stoppered;  I Gm.,  10-ml.  size,  rubber- 
stoppered.  1082169] 


Additional  information 
available  upon  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Medical  Meetings 


Sports  medicine  topic  of  lectures 

National  authorities  in  the  field  of  sports  medicine  will 
be  lecturers  at  a special  postgraduate  course  given  by  the 
American  Academy  of  Orthopaedic  Surgeons,  on 
September  13  through  15,  at  the  Americana  of  New 
York. 

The  three-day  course  of  lectures  and  audio-visual 
demonstrations  will  be  devoted  to  conditions  of  the  knee 
in  athletes  and  is  directed  toward  orthopedic  surgeons. 
General  physicians,  high-school  and  college-team  physi- 
cians, and  others  with  a medical  interest  in  the  care  of 
the  athlete  will  be  eligible  to  attend. 

Lecturers  will  discuss  in  depth  topics  including  condi- 
tioning, diagnosis,  surgical  repair,  postoperative  care, 
and  knee  anatomy  and  physiology.  Also  covered  will  be 
the  knee  in  skiing,  crew,  and  running  sports,  as  well  as  a 
panel  on  the  muscle  and  joint  problems  of  the  middle- 
aged  person  in  athletics.  Included  will  be  movie  demon- 
strations of  knee  action  in  various  sports. 

Chairman  of  the  course  is  James  A.  Nicholas,  M.D., 
clinical  associate  professor  of  orthopedic  surgery,  Cornell 
University  Medical  College,  and  team  physician.  New 
York  Jets  and  New  York  Rangers.  The  faculty  is  com- 
posed of  orthopedists  and  other  physicians  from  eight 
states  and  Scotland. 

For  application  forms  and  further  information  contact 
James  A.  Nicholas,  M.D.,  150  East  77th  Street,  New 
York,  New  York  10021,  or  the  American  Academy  of 
Orthopaedic  Surgeons,  430  North  Michigan  Avenue, 
Chicago,  Illinois  60611. 

Postgraduate  courses  for 
specialists  in  ophthalmology 

The  Post-Graduate  Institute  of  the  New  York  Eye  and 
Ear  Infirmary  announces  the  fourteenth  series  of  Post- 
graduate Courses  for  Specialists  in  Ophthalmology  to 
be  presented  October  4 through  December  11. 

The  following  courses  will  be  offered:  Diagnostic 

Ultrasonography;  Pathology;  Uveitis;  Ocular  Geriatrics; 
Ocular  Radiology;  Neuro-ophthalmology;  Motor 
Anomalies;  Perimetry;  Biomicroscopy;  Ophthalmos- 
copy; Radioisotopes  in  Ophthalmology;  Fluorescein 
Angiography;  Reading  Disability  and  the  Ophthalmolo- 
gist; Indirect  Ophthalmoscopy;  Cadaver  Dissection 
Course  in  Surgical  Anatomy  of  the  Orbit  and  Ocular 
Adnexae;  Ocular  Adnexal  Pathology;  Ocular  Therapeu- 
tics; Practical  Applanation  Tonometry;  Glaucoma, 
Tonography  and  Applanation  Tonometry;  Refraction; 
Enucleation  and  Evisceration;  Corneal  Contact  Lenses; 
Plastic  Eye  Surgery;  Surgery  of  the  Orbit;  Lacrimal  Sac 
Surgery;  Microsurgery  in  Glaucoma;  Microsurgery  of 
the  Cornea;  Microsurgery  in  Cataracts;  and  Clinical 
Perimetry  and  Review  in  Basic  Subjects  in  Ophthal- 
mology. 

For  catalogue  and  further  information  contact  Jane 
Stark,  registrar,  Post-Graduate  Institute,  New  York 
Eye  and  Ear  Infirmary,  310  East  Fourteenth  Street, 
New  York,  New  York  10003. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Contact  allergy  and  peripheral 
sensitization  topic  of  lecture 

The  Howard  Fox  Lecture  on  “The  Mechanism  of  Con- 
tact Allergy  and  the  Concept  of  Peripheral  Sensitiza- 
tion,” will  be  given  by  Dr.  Merrill  W.  Chase,  professor 
of  immunology  and  microbiology  and  head  of  the  labora- 
tory of  immunology  of  the  Rockefeller  University,  on 
October  13,  at  4:00  P.M.  in  Alumni  Hall  at  the  New 
York  University  Medical  Center. 

This  lecture  will  be  part  of  a three-day  symposium  on 
“Allergic  Eczematous  Contact  Sensitization”  to  be  held 
on  October  13  through  15,  sponsored  by  the  Department 
of  Dermatology  of  the  New  York  University  School  of 
Medicine. 

Course  on  electromyography  and 
electrodiagnosis  to  be  held 

The  annual  course  on  Electromyography  and  Electro- 
diagnosis, sponsored  by  the  Department  of  Rehabilita- 
tion Medicine,  New  York  Medical  College,  will  be  held 
on  October  18  through  22. 

This  course  for  physicians  is  planned  to  provide  de- 
tailed instruction  in  the  principles,  technics,  and  instru- 
mentation involved  in  electromyography  and  electro- 
diagnosis. It  will  consist  of  lectures,  seminars,  clinical 
demonstrations,  and  laboratory  sessions  under  the 
directorship  of  Osvaldo  Miglietta,  M.D.,  associate  pro- 
fessor, and  Joseph  Rogoff,  M.D.,  adjunct  professor.  New 
York  Medical  College. 

Tuition  fee  is  $175.  For  further  information  contact 
Mrs.  A.  J.  Washington,  Jr.,  New  York  Medical  College, 
Department  of  Rehabilitation  Medicine,  Bird  S.  Coler 
Hospital,  Welfare  Island,  New  York,  New  York  10017. 

Course  in  cadaver  dissection 
of  orbit  and  ocular  adnexae 

A two-day  course  on  dissection  of  the  orbit,  ocular 
adnexae,  facial  structures,  and  chiasmal  area  on  indi- 
vidually assigned  cadavers,  with  special  emphasis  on 
lacrimal,  orbital,  and  lid  plastic  surgery,  will  be  given  on 
October  23  and  24  under  the  personal  direction  of  Lester 
T.  Jones,  M.D.,  clinical  professor  of  ophthalmology  and 
otolaryngology.  University  of  Oregon  School  of  Medi- 
cine, in  association  with  Harold  Kirshner,  M.D.,  attend- 
ing ophthalmic  surgeon.  New  York  Eye  and  Ear  Infir- 
mary. 

Fee  for  the  course  is  $100.  Enrollment  is  limited. 
For  registration  and  further  information  contact  Jane 
Stark,  registrar,  Post-Graduate  Institute,  New  York 
Eye  & Ear  Infirmary,  310  East  Fourteenth  Street,  New 
York,  New  York  10003. 

Symposium  on  sphingolipids, 
sphingolipidoses,  and  allied  disorders 

A three-day,  international  symposium  on  sphingo- 
lipids, sphingolipidoses,  and  allied  disorders  will  be 
held  at  the  Isaac  Albert  Research  Institute  of  Kingsbrook 
Jewish  Medical  Center,  Rutland  Road  and  East  49th 
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DELTASONE®  TABLETS -2.5  & 5 mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a weight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for  other  anti-inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatory  dis- 
ease, certain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important:  Prednisone,  like  cortisone,  is  a potent  thera- 
peutic agent  influencing  the  biochemical  behavior  of  most,  if  not 
all,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i.e.,  increase 
in  body  weight  due  to  fluid  retention)  is  not  a reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti- 
nent to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso- 
lute-herpes simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul- 
monary or  meningeal  tuberculosis,  but  should  be  used  only  in  con- 
junction with  adequate  and  effective  antituberculous  therapy  to 
which  causative  organisms  are  shown  to  be  sensitive.  Considered 
Relative— ac\Ne  or  latent  peptic  ulcer,  Cushing's  syndrome,  diver- 
ticulitis, fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi- 
ciency, thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac- 
cinia, varicella  and  other  exanthematous  diseases,  and  fungal  infec- 
tions, and,  pregnancy  particularly  during  the  first  trimester  because 
of  observation  of  fetal  anomalies  in  experimental  animals.  If  neces- 
sary to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri- 
ate therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be- 
cause of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti- 
bacterial measures.  If  possible,  avoid  abrupt  cessation  of  corti- 
costeroid therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon- 
tinuation of  adrenocortical  steroids.  Therefore,  if  a patient  is  sub- 
jected to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a solu- 
ble hormone  preparation  in  the  immediate  preoperative  and  post- 
operative periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes- 
tations of  latent  diabetes  mellitus  may  be  precipitated.  Cortico- 
steroids may  aggravate  myasthenic  symptoms  in  myasthenia  gravis 
and  should  be  given  with  proper  precautions. 

Muscle  weakness,  in  some  instances,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad- 
ministered corticoids.  Excessive  potassium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte- 


nance doses  of  Deltasone  (prednisone),  however,  keep  this  effect 
in  mind  and  perform  periodic  serum  potassium  determinations  ir 
patients  on  prolonged  corticoid  therapy.  Muscle  weakness  occur 
ring  with  normal  serum  potassium  levels  may  be  due  to  disturbanct 
in  muscle  metabolism.  Severe  myopathy  is  associated  with  sub 
stantial  doses  of  steroids  for  prolonged  periods,  and  evidencf 
indicates  it  occurs  more  frequently  with  9-alpha-fluro  steroids.  Re 
placement  with  non-fluorinated  steroid  has,  in  some  instances,  re 
suited  in  improvement. 

Retardation  of  linear  growth,  roughly  proportional  to  dose,  ha; 
been  noted  in  children  on  corticoids  for  six  months  or  more.  Follow 
ing  cessation  of  therapy,  growth  rate  may  be  accelerated.  There 
fore,  carefully  observe  growth,  of  children  on  prolonged  corticok 
and  if  growth  is  retarded,  reduce  dose  sufficiently  to  permit  recover 
before  epiphyseal  closure.  Make  every  effort  to  avoid  corticoid 
during  pregnancy,  since  spontaneous  remission  of  some  disease 
such  as  rheumatoid  arthritis  may  occur.  Long  term  corticoid  therap 
may  evoke  hyperacidity  or  peptic  ulcer,  therefore,  as  prophylaxis 
an  ulcer  regimen  and  antacid  are  highly  recommended. Take  X-ray  4 
in  peptic  ulcer  patients  complaining  of  gastric  distress,  anc  j 
whether  or  not  changes  are  noted,  an  ulcer  regimen  is  recom  i 
mended.  Since  prednisone  causes  less  salt  and  water  retentio  j 
than  many  other  glucocorticoids,  patients  should  be  observe  * 
closely  for  development  of  undesirable  hormonal  effects  that  ar  f 
less  obvious  indications  of  steroid  toxicity  than  edema  and  hypetS 
tension  due  to  salt  and  water  retention.  Continued  supervision  c; 
patients  after  cessation  of  therapy  is  essential,  since  there  may  b 
a sudden  reappearance  of  severe  disease  manifestation.  i 

Adverse  Reactions:  Adverse  reactions  associated  with  use  ot  cort  I; 
coids  include:  Cushing’s  syndrome,  moon  facies,  supraclavicul:  ' 
fat  pads,  hirsutism,  striae  and  acne;  relative  adrenocortical  insuff 
ciency  particularly  in  time  of  stress  due  to  trauma,  surgery  < | 
severe  illness;  protein  catabolism  with  negative  nitrogen  balancij 
electrolyte  imbalance;  alteration  of  glucose  metabolism  with  aggrt 
vation  of  diabetes  mellitus  including  hyperglycemia  and  glycosuri. 
osteoporosis  reversible  only  with  difficulty;  spontaneous  fracture 
aseptic  necrosis  of  the  hip  and  humerus;  activation  and  complictl 
tion  of  peptic  ulcer  including  perforation  and  hemorrhage;  aggr; 
vation  or  masking  of  infection;  increased  blood  pressun 
convulsions;  petechiae  and  purpura;  menstrual  irregularities  ii 
eluding  amenorrhea,  spotting  or  prolonged  bleeding;  insomni 
psychic  disturbances  especially  abnormal  euphoria;  nervousnes 
posterior  subcapsular  cataracts  occasionally  requiring  extractio  | 
increased  intraocular  tension;  increased  intracranial  pressure  wi ' 
papilledema  (pseudotumor  cerebri);  pancreatitis;  necrotizing  anc  ( 
itis;  thinning  of  scalp  hair;  suppression  of  growth  in  childre  ' 
thromboembolic  complications;  facial  erythema;  allergic  skin  rea 
tions;  ulcerative  esophagitis;  sweating;  vertigo;  weakness;  myo  j 
athy;  headache;  exophthalmos.  Adverse  reactions  are  usua  ( 
reversible  and  usually  disappear  when  drug  is  discontinued.  j 
Supplied:  2.5  mg.,  scored— bottles  of  100  tablets.  5 mg.,  scorec 
bottles  of  100  and  500  tablets  and  cartons  of  100  tablets  in  f 
strips. 

For  additional  product  information,  consult  the  package  ins< 
or  see  your  Upjohn  representative.  MED  B-IS  (KQ 
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continued  from  paf>e  IH(>5 

Street,  Brooklyn,  New  York,  on  October  25  through  27. 

This  fourth  international  symposium,  jointly  spon- 
sored by  the  Isaac  Albert  Research  Institute,  the  Depart- 
ment of  Pediatrics  of  Kingsbrook  Jewish  Medical  Center, 
and  the  National  Tay-Sachs  & Allied  Diseases  Associ- 
ation of  New  York,  will  bring  together  a distinguished 
assemblage  of  investigators  from  many  parts  of  the 
United  States,  as  well  as  Europe,  Israel,  and  Japan. 

Additional  information  may  be  obtained  from  Bruno 
W,  Volk,  M.D.,  director,  Isaac  Albert  Research  Institute, 
Kingsbrook  Jewish  Medical  Center,  Rutland  Road  & 
East  49th  Street,  Brooklyn,  New  York-1 1203. 

Course  in  neuroradiology  offered 

The  Radiology  Department  of  the  Postgraduate  Medi- 
cal School,  New  York  University  Medical  Center  and 
Bellevue  Medical  Center,  will  offer  a course  in  neuro- 
radiology to  be  held  on  November  1 to  5,  1971. 

The  course  will  be  a comprehensive  coverage  of  both 
the  basic  aspects  of  clinical  neuroradiology  and  detailed 
consideration  of  special  procedures.  These  will  include 
angiography,  encephalography,  myelography,  and  the 
diagnostic  use  of  isotopes. 

The  guest  faculty  will  include:  Rene  Djindjian,  M.D., 


Ralph  Heinz,  M.D.,  Sadek  K.  Hilal,  M.D.,  Yun  Peng 
Huang,  M.D.,  Stephen  Keiffer,  M.D.,  Norman  E.  Leeds, 
M.D.,  Thomas  H.  Newton,  M.D.,  Gordon  D.  Potts, 
M.D.,  Mannie  M.  Schecter,  M.D.,  Juan  Taveras,  M.D., 
and  Ernest  H.  Wood,  M.D.  The  course  director  is  Pro- 
fessor Irvin  1.  Kricheff. 

For  information  and  applications  for  registration 
contact.  Office  of  the  Recorder,  Room  158  MSB,  New 
York  University  Postgraduate  Medical  School,  550  First 
Avenue,  New  York,  New  York  10016. 

Cardiovascular  therapy  topic  of 
postgraduate  course 

The  American  College  of  Cardiology  in  cooperation 
with  St.  Barnabas  Hospital,  New  York  City,  will  cospon- 
sor a continuing  medical  education  program  on  “Major 
Advances  in  Cardiovascular  Therapy:  1971”  to  be  held 
on  December  10  through  12  at  the  Americana  of  New 
York. 

For  further  information,  interested  physicians  may 
contact  Miss  Mary  Anne  Mclnerny,  director,  Depart- 
ment of  Continuing  Education  Programs,  American  Col- 
lege of  Cardiology,  9650  Rockville  Pike,  Bethesda, 
Maryland  20014. 


Medical  News 


Postgraduate  courses  in  clinical  medicine 

J The  postgraduate  program  of  Columbia  University 
I College  of  Physicians  and  Surgeons  enables  practicing 
physicians  in  general  medicine  and  in  the  various 
" specialty  practices  to  renew  and  continue  their  educa- 
tional  experiences  in  fields  where  medical  research  and 
daily  clinical  observations  present  constantly  changing 
concepts  of  prevention,  diagnosis,  and  treatment  of 
^ diseases. 

An  applicant  must  hold  an  M.D.  degree  from  a school 
" of  medicine  approved  by  the  University  and  must  be  a 
physician  in  good  standing.  The  opening  date  of  the 
courses  was  July  1. 

art  For  further  information  and  registration  contact  Mel- 
B vin  D.  Yahr,  M.D.,  associate  dean,  Columbia  University 
College  of  Physicians  and  Surgeons,  630  West  168th 
Street,  New  York,  New  York  10032. 

Acute  myelocytic  leukemia 

The  cooperation  of  physicians  is  requested  in  the  re- 
ferral of  patients  with  acute  myelocytic  leukemia  for 
I clinical  studies  being  conducted  by  the  National  Cancer 
I*  Institute’s  Baltimore  Cancer  Research  Center  at  the 
U.S.  Public  Health  Service  Hospital,  Baltimore,  Mary- 
land. These  studies  are  aimed  at  reducing  the  incidence 
of  serious  infections  during  remission  induction  with 
intensive  cancer  chemotherapy. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


A controlled  trial  is  in  progress  to  determine  whether 
a sterile  environment  provided  by  a laminar  air  flow 
room  plus  suppression  of  endogenous  flora  is  superior  to 
routine  care  with  or  without  suppression  of  fecal  flora. 

Hospitalization,  outpatient  visits,  medical  services, 
and  drugs  are  provided  without  charge. 

On  completion  of  their  studies,  patients  will  be  re- 
turned to  the  care  of  the  referring  physician  or  followed 
cooperatively  with  the  Center’s  physicians. 

Physicians  interested  in  having  their  patients  con- 
sidered for  admission  to  these  studies  may  write  or  tele- 
phone to  Howard  M.  Shapiro,  M.D.,  or  Stephen  C. 
Schimpff,  M.D.,  Baltimore  Cancer  Research  Center, 
3100  W’yman  Park  Drive,  Baltimore,  Maryland  21211. 
The  telephone  number  is  338-1 100,  extension  247,  area 
code  301. 

Scientific  articles  requested  by  Association 
of  Poison  Control  Centers 

Authors  are  invited  to  submit  original  articles  for  con- 
sideration for  the  scientific  program  of  the  Fourteenth 
Annual  Meeting  of  The  American  Association  of  Poison 
Control  Centers  to  be  held  at  the  Palmer  House,  Chica- 
go, Illinois,  on  October  18  and  19,  in  conjunction  with 
the  1971  meeting  of  the  American  Academy  of  Pedi- 
atrics. 

Please  submit  abstracts  or  articles  to  Matilda  S.  Mc- 
Intire,  M.D.,  secretary.  The  American  Association  of 

coritinued  on  page  1810 
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Poison  Control  Centers,  Children’s  Memorial  Hospital, 
44th  & Dewey  Avenue,  Omaha,  Nebraska,  68105,  no 
later  than  August  15,  1971. 

Establish  Department  of  Family  Practice  at 
Downstate  Medical  Center 

A Department  of  Family  Practice  at  State  University 
cf  New  York  Downstate  Medical  Center  was  established. 

Plans  call  for  prc^am  offerings  in  all  four  years  of 
the  medical  curriculum,  as  well  as  for  instruction  in  the 
internship  and  residency  years.  Courses  will  also  be 
available  to  practicing  physicians  as  part  of  Downstate 
Medical  Center’s  continuing  education  program. 
Charles  M.  Plotz,  M.D.,  currently  professor  of  medicine 
and  director  of  the  continuing  education  program,  has 
been  appointed  chairman  of  the  new  department.  Plan- 
ning for  curriculum  and  active  recruitment  of  faculty 
will  begin  immediately. 

The  Department  of  Family  Practice,  according  to 
Chandler  McC.  Brooks,  M.D.,  acting  president,  will 
provide  an  opportunity  for  medical  students  and  young 
physicians  to  acquire  the  special  skills,  knowledge,  phi- 
losophy, and  attitudes  necessary  to  perform  the  unique 
services  of  the  family  practitioner,  who  is  responsible  for 
the  comprehensive  and  continuous  health  care  of  his 
patient. 

Patients  with  chronic  diarrhea  topic 
of  study  by  Clinical  Center 

The  cooperation  of  physicians  is  requested  in  the  refer- 
ral of  patients  for  the  study  of  chronic  diarrhea  being 
conducted  by  the  National  Heart  and  Lung  Institute’s 
Experimental  Therapeutics  Branch  at  the  Clinical  Cen- 
ter, National  Institutes  of  Health,  Bethesda,  Maryland. 

Patients  with  chronic  diarrhea  due  to  regional  en- 
teritis, nontropical  sprue,  short-bowel  syndrome,  or 
dumping  syndrome  with  hypermotility  are  needed  for 
this  study.  Patients  requiring  steroids  are  not  suitable. 
Selected  patients  will  be  admitted  for  evaluation  and 
treatment  with  either  standard  or  experimental  drug 
agents. 

On  completion  of  their  studies,  patients  will  be  re- 
turned to  the  care  of  the  referring  physician,  who  will 
receive  a summary  of  findings  and  any  recommenda- 
tions. 

Physicians  interested  in  having  their  patients  con- 
sidered for  admission  to  these  studies  may  write  or  tele- 
phone Harry  R.  Reiser,  M.D.,  Room  7N-256,  or  Hein 
Besselaar,  M.D.,  Clinical  Center,  National  Institutes  of 
Health,  Bethesda,  Maryland  20014.  The  telephone 
number  is  496-2044  or  2452  (Dr.  Reiser),  or  Dr.  Bes- 
selaar, 496-5377  (P.M.),  area  code  301. 

Clinical  center  to  study  hemolysis  and 
bilirubin  metabolism 

Physicians  are  requested  to  refer  patients  for  studies  of 
hemolysis  and  bilirubin  metabolism  being  conducted  by 
the  Metabolism  Branch  of  the  National  Cancer  Institute 
at  the  Clinical  Center,  National  Institutes  of  Health, 
Bethesda,  Maryland. 

Two  categories  of  patients  are  needed:  (1)  Patients 
with  chronic  hemolytic  states,  either  hereditary  or  ac- 
quired; patients  with  congenital  spherocytosis  prior  to 
splenectomy  or  with  autoimmune  hemolytic  anemias 
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I are  particularly  suitable  for  these  studies,  but  any  pa- 
tient with  chronic  hemolytic  anemia  will  be  considered. 
(2)  Patients  with  specific  abnormalities  of  bilirubin 

i metabolism,  such  as  Gilbert’s,  Dubin-Johnson,  or 
Crigler-Najjar  syndromes. 

Of  particular  interest  are  adolescents  and  adults  who 
are  ambulatory.  Suitable  patients  will  be  admitted  to 

ithe  Clinical  Center  for  study. 

Physicians  interested  in  having  their  patients  con- 
sidered for  admission  to  these  studies  may  write  or  tele- 
phone Paul  D.  Berk,  M.D.,  Clinical  Center,  Room  4N- 

1117,  National  Institutes  of  Health,  Bethesda,  Maryland 
20014.  The  telephone  number  is  496-5955,  area  code 
301. 

f Personalities 

I Elected.  Rubem  Pochaczevsky,  M.D.,  clinical  associ- 
ate professor  of  radiology,  Downstate  Medical  Center, 
president  of  the  Brooklyn  Radiological  Society  for  1971- 
1972  Herbert  Walzer,  M.D.,  clinical  assistant  profes- 
sor of  psychiatry,  Downstate  Medical  Center,  president- 
elect of  the  Queens  County  Psychiatric  Society. 
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Neomycin  and  salmonella  infections 

Many  workers  have  questioned  the  effectiveness  of 
antimicrobial  drugs  in  influencing  the  course  of  sal- 
monella enteritis  even  though  the  drugs  inhibit  the 
organism  in  vitro.  Results  of  a joint  project  by  members 
of  the  Association  for  the  Study  of  Infectious  Disease 
(Great  Britain)  appear  to  support  such  doubts  {Lancet 
2:  1159  (Dec.  5)  1970).  Results  of  a study  of  168  patients 
indicate  that  neomycin  is  not  only  ineffective  in  sal- 
monella infections  of  the  gastrointestinal  tract  but  may 
be  actually  disadvantageous.  The  tabulation  of  results 
shows  that  although  the  rate  of  clearance  was  the  same 
for  the  treated  and  untreated  groups,  the  neomycin- 
treated  group  showed  a consistent  trend  toward  a higher 
proportion  of  positive  specimens  beginning  five  days 
after  the  end  of  treatment.  Thus,  those  given  the  drug 
were  more  likely  to  be  symptomless  excreters  for  a six- 
week  period  after  stopping  treatment  than  those  given 
the  inert  substance.  No  difference  in  symptomatic 
duration  was  noted  between  the  two  groups. 
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Editorials 


Continuing  education  for  physicians 


Everyone  favors  continuing  education  for  physi- 
cians just  as  they  “favor  motherhood.”  The  prob- 
lem is  to  formalize  this  concept  in  a rational,  rea- 
sonable, and  workable  approach. 

Elsewhere  in  this  issue  there  appears  a 
special  article  reporting  an  exploratory  meeting 
held  to  obtain  the  views  of  all  those  concerned 
with  this  important  subject. 

A spirit  of  deep  interest  and  willing  cooperation 
pervades  this  report  and  augurs  well  for  the  de- 


velopment of  a comprehensive  plan  for  the  ongoing 
education  of  physicians  in  this  State. 

Emphasis  will  be  placed  on  home-ground  oppor- 
tunities. 

The  thirst  for  learning  is  an  inborn  human 
trait  and  physicians  are  well  endowed  with  it. 
They  will  enter  into  this  plan  not  because  of 
outer  compulsion  but  because  of  an  inner  compul- 
sion to  keep  up  with  the  swift  current  of  medical 
progress. 


Correction 

The  editorial  entitled  “Flammable  Fabrics”  that  appeared  in  the  Journal  for  June  15,  1971,  page  1499, 
contains  an  error  in  the  second  column,  line  5:  “nonflammable”  should  read  “more  flammable.” 
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ANNUAL 

CONVENTION 


Medical  Society  of  the  State  of  New  York 


FEBRUARY  13  through  17,  1972 

the  AMERICANA  of  New  York 

SCIENTIFIC  PROGRAM,  EXHIBITS,  MOTION  PICTURES 
SUNDAY,  FEBRUARY  13  through  WEDNESDAY,  FEBRUARY  16 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed  to 
Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee 
of  the  Convention  Committee  at  the  address  given  below. 


Address  all  communications  to  the  chairman 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue 

New  York,  New  York  10017 
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For  fast 
electronic 
blood  analysis 
every  day 
right  in 
your  office... 


just  add  blood 


Makes  in-office  blood  testing  a routine  practical  reality 


Every  day,  right  in  your  office. 

While  the  patient’s  right  there.  Fast, 
dependable  blood  testing  that  also 
saves  your  patient  money. 

And  consider  being  able  to  double- 
check an  unexpected  or  abnormal 
finding  right  away... convenient  moni- 
toring of  patients  from  visit  to  visit . . . com- 
plete control  of  the  testing  procedure 
yourself.  You  can  have  it  all  and  more 
with  the  AMES/BMI  "'  Blood  Analyzer. 

The  system  is  so  easy  to  use.  Pro- 


cedures are  simplified.  Your  present 
personnel  can  perform  the  tests.  In  less 
than  two  minutes  operator  time  per  test 
on  an  average.  Even  where  incubation 
is  required,  it's  still  less  than  15 
minutes  total  time. 

Then,  of  course,  there’s 
economy.  With  bulk  reagents,  cost 
per  test  is  under  25C.  You’re  also 
assured  of  competent  technical  assis- 
tance as  well  as  a full-scale  main- 
tenance and  supply  service. 


Blood  Chemistries  Available: 

albumin  oxyhemoglobin 

alkaline  phosphatase  SCOT 
bilirubin  SGPT 


BUN 

cholesterol 

creatinine 

cyanmethemoglobin 
PSP  (urine  test) 


total  protein 
true  glucose 
uric  acid 
globulin  by 
derivation 


Ames/BMI™  Blood  Analyzer  ? 


Gentlemen: 


□ Please  send  me  further  information  on  the  AMES/BMr“  | 

Blood  Analyzer. 

□ 1 would  like  a demonstration  of  the  AMES/BMI  Blood  1 

Analyzer  in  my  office.  1 

1 

1 

1 

Ames  Company 

oo'“  Division  Miles  Laboratories,  Inc. 
Elkhart,  Indiana  46514 

“Chemical  and  Biological 
Information  Systems  Serving 
Medicine  and  Industry’’ 

Phone 

1 

Best  time  to  nail  AM  P M j 

Name^ 

1 

Address 

1 

City 

State  Zip  Code  | 

It's  easy  to  get  further  information  or 
a demonstration  in  your  office.  Just  fill 
in  and  mail  this  card. 


Scientific  Articles 


FACE- LIFT 
OPERATION 


JOHN  CONLEY.  M.D. 

New  York  City 

From  the  Department  of  Otolaryngology.  Columbia  Presbyte- 
rian Medical  Center,  and  Head  and  Neck  Service,  St  Vincent  s 
Hospital 


Man’s  instinctual  and  emotional  desires  to  ap- 
pear distinctive  and  admired  have  compelled  him 
throughout  his  history  to  search  for  the  technics 
that  will  create  this  charisma.  Concepts  of  beauty 
and  attractiveness  have  been  established  in  all 
ancient  tribal  systems;  they  became  indigenous 
to  each  national  culture  and  were  accordingly 
passed  from  hand  to  hand  and  from  land  to  land 
(Fig.  1).  All  ancient  peoples  practiced  plastic  and 
cosmetic  technics  for  a variety  of  reasons.  In  the 
beginning  these  fell  into  the  realm  of  decorations 
of  the  body  by  pigments,  ointments,  and  perfumes 


FIGURE  1.  Painting  up  in  pipe-clay  initiation  ritual. 
Aborigines  in  Australia  applied  these  primitive  technics 
in  the  alteration  and  modification  of  human  appearances. 
(Courtesy  of  The  American  Museum  of  Natural  History.) 


The  public  han  not  been  properly  informed  of  the 
risks,  uncertainties,  and  possible  failures  and  even 
catastrophes  associated  with  the  face-lift  operation. 
Disappointing  results  are  likely  if  the  skin  is  excep- 
tionally thin,  the  neck  is  short  and  thick,  there  is 
too  much  fat  in  the  face  and  neck,  or  the  hyoid  bone 
is  placed  low  in  relation  to  the  mandible.  Optimal 
results  are  achieved  in  the  patient  who  has  heavy 
skin  relaxation  with  marked  sagging  and  pouches 
draped  over  a good  bony  architecture,  with  a mini- 
mum cushion  of  subcutaneous  fat.  The  technic  of 
the  operation  is  described. 


(Fig.  2).  Alterations  in  certain  organ  shapes  be- 
came tribal  customs  with  distortions  of  the  skull, 
nostrils,  lips,  earlobes,  neck,  feet,  and  genital 
organs.  These  ritualisms  became  welded  into  the 
mores  and  eventually  led  to  the  development  of 
“the  beauty  business.”  Although  some  precedent 
had  been  established,  there  was  strong  resistance 
to  surgical  interference  with  God’s  human  design. 
The  great  wars  of  the  twentieth  century  estab- 
lished the  fundamental  need  for  reconstructive  sur- 
gery, and  from  this  grew  the  technics  of  plastic  and 
cosmetic  surgery  which  have  had  an  astounding 
human  appeal  over  the  past  two  decades.  The 
face-lift  operation,  which  may  be  classified  as  a 
cosmetic  operation  or  a rehabilitative  technic  for 
the  aging  face,  has  gradually  evolved  over  the  past 
century  to  assist  in  the  amelioration  of  the  in- 
evitable changes  associated  with  aging. 

There  is  a genuine  interest  on  the  part  of  the 
public  and  the  potential  patient.  This  interest 
includes  native  curiosity,  emotionalism,  and 
hopefulness.  There  has  been  an  eagerness  of  many 
who  write  for  the  laity  to  present  certain  aspects 
of  plastic  surgical  operations  in  a spectacular  style, 
oversimplified,  associated  with  no  danger  or  com- 
plications, and  with  a guaranteed  favorable  result 
every  time.  Certain  magazines  and  newspapers 
have  used  these  items  on  plastic  surgical  technics 
for  basically  profit-making  purposes. 

It  is  understandably  difficult  to  control  all  of 
these  human  and  commercial  interests  in  view  of 
the  fact  that  the  public  has  an  instinctual  concern 
in  surgical  developments  and  has  a right  to  be  in- 
formed. The  information  that  has  been  dissemi- 
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FIGURE  2 Elaborately  tattooed  and  painted  inhabitant  of  the  Marquesas  Islands  representing  advanced  stage  in 
alteration  and  adornment  of  human  image  (Courtesy  of  The  American  Museum  of  Natural  History.) 
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FIGURE  3 Senile  elastosis  In  subepithelial  area 
fibers  appear  as  thickened,  short,  and  basophilic- 
staining  Equally  evident  in  this  area  are  telangiectases 


nated  to  them  has,  in  the  main,  come  from  re- 
nowned specialists  but  has  failed  to  emphasize  the 
risks,  dangers,  complications,  difficulties,  disap- 
pointments, and  catastrophes  that  may  be  asso- 
ciated with  these  operations.  It  is  now  time  to 
treat  these  operations  as  real  experiences  with 
built-in  unpredictable  adverse  reactions  and  com- 
plications that  not  only  entail  risks  of  many  types 
but  can  possibly  leave  the  patient  much  worse  off 
than  the  original  condition.  The  illusion  that 
plastic  surgery  is  a guarantee  of  beauty  or  a desired 
result  should  be  counterbalanced  by  the  truth  that 
unpredictable  and  even  dire  consequences  may 
result.  These  additional  responsibilities  remove 
the  technics  from  their  commercial  association 
with  the  beauty  business  and  remove  many  of  the 
glamorous  items  that  have  become  almost  a stan- 
dard commodity  of  many  writers  in  their  erstwhile 
efforts  to  gain  a livelihood. 

Etiology 

At  about  the  age  of  twenty-five  or  thirty  years, 
gentle  changes  appear  in  the  gross  features  of  the 
face  with  fine  superficial  lines  about  the  eyes  and 
forehead.  This  process  gradually  extends  over  the 
next  few  decades  to  include  the  melolabial  lines, 
superficial  lines  in  the  preauricular  area,  and  an  in- 
crease in  the  lines  about  the  forehead  and  eyelids. 
In  another  decade,  there  is  a tendency  toward 
relaxation  about  the  jowls  and  neck.  Vertical 
lines  begin  to  appear  about  the  mouth  and  eyelids, 
associated  with  an  exaggeration  in  the  amount  of 
relaxation. 

The  organic  skin  changes  associated  with  these 
phenomena  are  eventually  identified  as  senile 
elastosis  (Fig.  3).  A process  of  deterioration  slowly 
outpaces  the  regenerative  capacity  as  a result  of  the 
gradual  interference  with  the  dermal  vascular 
nutrition,  impaired  protein,  and  fat  and  carbohy- 
drate metabolism  and  the  gradual  atrophy  of  the 


FIGURE  4.  Bony  attachments  of  muscles  of  face. 


elastic  tissue  fibers,  collagen,  subdermal  fat,  and 
glandular  elements.  The  relaxation  of  these  in- 
elastic segments  of  skin  and  subcutaneous  tissue 
are  shaped  by  gravity  into  bags,  pouches,  sags,  and 
heavy  wrinkles.  The  skin  usually  becomes  thin, 
dry,  and  parchment-like  in  appearance. 

Perhaps  the  greatest  offender  in  the  deteriora- 
tion of  the  skin  is  excessive  exposure  to  sunlight. 
This  type  of  degeneration  is  documented  by  a 
diminution  in  collagen,  atrophy  of  the  skin  ele- 
ments, a loss  of  elastic  tissue  fibers,  and  the  pre- 
disposition to  keratoses,  pigmentations,  ulcera- 
tions, and  carcinoma.  Advice  concerning  pro- 
phylaxis in  this  matter  is  hardly  effective  in  a 
culture  of  sun-lovers  and  sun-worshipers,  yet  the 
use  of  protective  screening  creams  will  do  much  to 
protect  the  integrity  of  the  skin. 

Anatomy 

The  bony  architecture  establishes  the  founda- 
tion of  the  face,  predetermining  its  contour,  size, 
and  physiognomy  (Fig.  4).  This  framework  is 
draped  with  muscles,  fat,  subcutaneous  tissues, 
and  skin.  The  anatomy  of  the  cervical  spine, 
hyoid  bone,  and  thyroid  cartilage  are  of  critical 
importance  in  the  evaluation  of  the  physiognomy  of 
the  neck  (Fig.  5).  Their  relative  positions  fre- 
quently determine  the  amount  of  success  one  might 
expect  in  improving  the  contour  of  the  neck  lines. 
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FIGURE  5.  Position  and  shape  of  hyoid  bone,  and,  to 
lesser  degree,  mandible  and  thyroid  cartilage,  help 
determine  physiognomy  in  submental  region.  (A)  Low 
ahd  anterior  position  of  the  hyoid  bone,  associated  with 
excessive  adipose  tissue,  restricts  operative  success 
in  this  region.  (B)  Short,  thick  neck  with  hyoid  bone  in 
high  position.  Absence  of  submental  fat,  giving  satis- 
factory cervicomental  angle.  (C)  Rather  low  position  of 
the  hyoid  bone  with  minimal  soft  tissue  between  it  and 
skin,  giving  desirable  cervicomental  angle.  Strong  pro- 
jection of  mentum  enhances  esthetic  qualities  of  this 
profile. 
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Any  interference  with  the  bony  architecture  of 
the  face  or  neck  whether  due  to  trauma,  congenital 
abnormality,  or  osteoporosis  following  dental  ex- 
traction, will  reflect  themselves  in  the  contour  of 
the  face  and  frequently  contribute  to  characteristic 
sags  and  pouches. 

The  anatomy  of  the  muscles  of  the  face  are  in- 
timately associated  with  expression  and  contour. 
There  are  24  paired  muscles  which  initiate  and 
control  the  movements  of  the  face,  lips,  neck, 
cheeks,  ears,  and  scalp.  The  majority  of  these 
muscles  interdigitate  with  the  associated  fat  and 
subcutaneous  fascia  and,  in  many  instances,  with 
adjoining  muscles.  The  interdigitations  and 
interlacing  effects  about  the  lips  and  oral  com- 
missure create  a system  of  movements  which  are 
highly  conducive  to  eventual  facial  lines  and 
WTinkling  (Fig.  6). 

The  face  may  be  arbitrarily  divided  into  three 
different  sections,  namely,  a lower,  middle,  and 
upper  third  with  each  section  specializing  in  par- 
ticular functions  and  emotional  expressions  (Fig. 
7).  The  lower  third  of  the  face  concerns  itself  with 
sadness,  anger,  and  aggression  and  produces  a 
pattern  of  wrinkling  which  is  telltale  for  these 
emotions.  The  muscles  of  the  middle  third  of  the 
face  are  used  to  express  happiness,  joy,  and  con- 
tentment (Fig.  8).  The  popularity  of  presenting 
this  emotional  effect  publicly  has  given  rise  to  a 
heavy  set  of  wrinkles  about  the  mouth,  cheeks,  and 
lips.  The  muscles  of  the  upper  third  of  the  face 


FIGURE  6.  Wrinkling  that  sets  in  with  years,  use,  and 
vagaries  of  atrophic  changes  is  evident  throughout  face 
and  neck  of  this  elderly  woman.  Anterior  wattles  in  neck 
are  associated  with  changes  at  anterior  border  of  platys- 
ma  muscle.  Atrophic  changes  in  mandible  and  maxilla 
are  apparent.  (Courtesy  of  United  Press  International, 
Inc.) 


UPPER  THIRD 
OF  FACE 


MIDDLE  THIRD 
OF  FACE 


LOWER  THIRD 
OF  FACE 


FIGURE  7.  Muscle  in  different  regions  of  face. 


FIGURE  9 (A  and  B)  Preoperative  demonstration  of 
moderate  to  severe  relaxation  of  skin  of  neck  and  jowls 
with  submental  redundancy.  (C  and  D)  Postoperative 
status  after  submentoplasty  and  bilateral  rhytidectomy. 

ture,  the  general  physiognomy,  the  degree  of 
generalized  and  regional  wrinkling,  the  type  of 
wrinkling  whether  superficial  and  fine  or  deep  and 
heavy  with  pouches,  the  amount  of  fat  present,  and 
the  shape  of  the  neck.  The  face-life  operation  has 
the  greatest  opportunity  for  success  in  the  individ- 
ual with  heavy  relaxation,  marked  sagging  and 
pouches,  draped  over  a good  bony  architectural 
frame  with  a minimum  cushion  of  subcutaneous 
fat  (Fig.  9). 

Surgical  technic 

The  patient  is  instructed  to  wash  the  hair,  face, 
and  neck  thoroughly  with  antibacterial  detergent 
(pHisoHex)  solution  the  night  before  and  the 
morning  of  the  operation.  The  hair  is  not  shaved. 
The  anesthesia  may  be  general  or  local  depending 
on  the  preferences  of  the  patient  and  the  surgeon. 

The  precise  positions  of  the  incisions  in  this 
operation  have  varied  somewhat  depending  on  the 
surgical  objective  but,  in  general,  it  consists  of  a 
curved  incision,  30  to  33  cm.  in  length  beginning  in 
the  region  of  the  temple  and  extending  down 


FIGURE  8.  Striking  design  of  wrinkles  caused  by  con- 
stant and  intense  smiling  and  squinting  Rhythmic 
harmony  of  wrinkling  pattern  is  unique  (ACME). 


express  concern,  curiosity,  and  skepticism  and 
create  the  horizontal  pattern  of  wrinkling  in  the 
forehead.  The  sphincteric  muscles  about  the 
orbit  and  about  the  lips  are  also  engaged  in  basic 
physiologic  functions  and  create  their  own  special 
pattern  of  wrinkling  and  are  usually  not  signifi- 
cantly affected  by  the  face-life  operation.  They, 
therefore,  require  separate  and  specialized  technics 
for  the  amelioration  of  their  wrinkles  and  fall  into 
the  category  of  specialized  “spot-welding”  for 
specific  unesthetic  facial  patterns. 


Preoperative  evaluation 

Not  every  patient  who  applies  for  a face-lift  op- 
eration needs  this  operation,  and  in  some  who 
grossly  need  it,  it  may  not  be  wise  to  perform  it. 
The  reasons  for  desiring  the  operation  must  be 
rational  and  realistic  on  the  part  of  the  patient  and 
must  have  a calculated  opportunity  of  causing 
some  desired  improvement.  K these  criteria  are 
not  fulfilled  the  patient  should  be  advised  to  give 
the  matter  more  thought  or,  in  some  instances,  to 
consult  a psychiatrist. 

The  analysis  of  the  face  itself  includes  the 
quality  and  texture  of  the  skin,  the  amount  of  sub- 
cutaneous tissue,  the  bony  and  muscular  architec- 
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Alternate  Incision 


FIGURE  10.  This  medium  type  of  face  lift  is  useful  and  commonly  employed  technic  when  there  is  moderate  to 
excessive  sagging  of  face  and  neck  in  individuals  between  ages  of  forty-five  and  sixty-five  years.  Results  are  striking 
and  long  lasting  and  incidence  of  complications  within  reasonable  limits.  Hemovac  drainage  is  used. 


slightly  anterior  to  the  tragus  of  the  ear,  under- 
neath the  lobule  and  posteriorly  in  the  sulcus  be- 
tween the  ear  and  the  mastoid,  and  then  back  into 
the  hairline  in  the  region  of  the  occiput  (Fig.  10). 
One  of  the  principal  objectives  is  masterful  camou- 
flage. Tbe  operation  is  planned  to  work  against 
gravity,  conceal  the  incisions  to  a maximum 
degree,  and  accomplish  a removal  of  the  excessive 
skin  of  the  face  and  neck.  The  incision  in  the 
region  of  the  temple  is  usually  within  the  hairline 
unless  the  hair  is  extremely  thin,  thus  affording  no 
camouflage.  The  depth  of  the  undermining  plane 
at  this  site  is  the  temporalis  fascia.  The  most 
favorable  site  for  the  preauricular  incision  is  the 
natural  crease  just  anterior  to  the  tragus  of  the 
ear.  The  sine  qua  non  in  this  region  is  closure 
without  tension.  The  depth  of  the  undermining 
plane  at  this  level  is  the  superficial  fascia.  The 


incision  underneath  the  lobule  of  the  ear  is  created 
in  such  a way  that  the  scar  rides  well  up  under  the 
extension  of  the  lobule  and  is  consequently  incon- 
spicuous. In  approximately  half  of  the  patients, 
the  lobule  is  naturally  attached  to  the  skin  of  the 
cheek,  not  affording  a sulcus  and  requiring  recre- 
ation of  a new  lobule.  The  postauricular  incision 
is  originally  placed  slightly  up  on  the  posterior 
part  of  the  ear,  so  that  as  the  wound  settles  and  the 
scar  migrates,  it  will  eventually  settle  in  the  sulcus 
thus  affording  the  greatest  degree  of  camouflage. 
The  incision  in  the  occipital  and  nape  of  the  neck 
region  is  adjusted  according  to  the  amount  and 
position  of  the  hair  follicles  and  the  amount  of 
relaxation  in  the  neck. 

This  curvilinear  set  of  incisions  affords  access 
for  the  undermining  of  the  scalp,  face,  and  neck 
flaps.  Undermining  is  the  strategic  part  of  the 
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I technic  in  the  face-lift  operation.  The  level  at 
I which  this  is  performed  and  the  extent  of  its  outer- 
most perimeter  contribute  directly  to  obtaining  a 
I satisfactory  result.  It  is  also  axiomatic  that  the 
incidence  of  complications  increases  in  direct 
proportion  to  the  amount  of  undermining  carried 

I out.  Special  attention  is  devoted  to  preservation 
of  the  hair  follicles,  security  of  the  facial  nerve 
system,  and  the  viability  of  the  various  skin  flaps. 
It  is  imperative  to  recognize  that  the  level  of  under- 
I mining  in  the  temporal  fascial  region  is  in  a deeper 
plane  than  that  done  on  the  face  and  neck  and  that 
the  farther  the  undermining  is  extended  on  the 

I middle  third  of  the  face,  the  closer  the  technic 
approaches  the  peripheral  branches  of  the  facial 
nerve. 

I It  is  understandable  that  one  should  not  expect 
I all  of  the  wrinkles  of  all  of  the  various  sections 
and  regions  of  the  face  to  be  completely  eliminated 
I by  a simple  undermining  technic.  In  many 
1 instances,  it  is  appropriate  to  divide  the  face  into 
I certain  sections  and  handle  the  esthetic  defici- 
encies as  separate  items. 

One  of  the  most  important  aspects  of  the  surgi- 
cal management  phase  is  the  establishment  of 
complete  and  absolute  hemostasis.  This  is  ac- 
complished by  electrocoagulation  of  even  the  most 
insignificant  bleeder  and  the  use  of  ligatures  on  any 
larger  vessels  in  the  region  of  the  temple  or  neck. 

One  of  the  most  helpful  features,  particularly 
in  the  long  thin  neck  with  good  bony  architecture, 
is  the  pleating  and  imbricating  of  the  subcutaneous 
tissues  in  the  posterior  part  of  the  neck.  The  ra- 
tionale of  the  plicating  technic  is  the  shortening 
and  tightening  of  the  tissues  underneath  the  skin 
flaps  by  overlapping  the  adjacent  subcutaneous 
elements.  This  automatically  creates  a fullness 
j and  an  uncomfortable  tightness  behind  the  ear  and 
in  the  region  of  the  nape  of  the  neck  but  adds 
significantly  to  the  enhancement  of  the  esthetic 
result. 

The  skin  is  then  draped  over  the  new  tissue  bed 
and  tailored  either  in  separate  regions  or  in  a 
general  pattern.  An  adequate  amount  of  skin 
should  remain  on  the  flap  so  that  the  wounds  may 
be  closed  without  tension.  Moderate  tension  is 
applied  in  the  region  of  the  temple  and  post- 
auricularly  to  establish  focal  fixed  points  for  tailor- 
ing. The  wound  is  closed  in  layers  with  3-0  chro- 
mic catgut  and  3-0  and  6-0  Dermalon. 

It  is  the  surgeon’s  option  whether  to  drain  or  not 
drain  this  wound.  If  the  technic  has  been  restrict- 
ed for  some  reason,  and  if  hemostasis  is  absolute, 
one  may  consider  only  the  application  of  a pressure 
dressing.  In  most  instances,  however,  additional 
security  is  given  to  the  patient  and  the  surgeon  by 
the  institution  of  Hemovac  drainage  for  one  or  two 
days.  The  majority  of  the  face-lift  operations 
will  drain  approximately  25  cc.  of  blood  and  serum 
from  each  side  in  forty-eight  hours.  The  hemovacs 


are  removed  in  two  days.  If  the  hemovac  system  is 
not  available,  then  Penrose  drains  may  be  sub- 
stituted. Regardless  of  the  decision  on  drainage, 
one  should  plan  to  apply  an  effective  pressure 
dressing  to  support  the  flaps  and  prevent  bleeding. 

Complications 

The  complications  of  the  face-life  operation 
occur  in  direct  proportion  to  the  extensiveness  of 
the  undermining  and  the  success  of  hemostasis. 
The  best  treatment  for  any  complication  is  pro- 
phylaxis. Hematoma  is  the  most  common  com- 
plication, occurring  to  some  degree  in  approxi- 
mately 10  per  cent  of  cases.  Small  hematomas 
will  absorb  spontaneously  or  may  be  aspirated  with 
a needle.  Large  hematomas  should  be  evacuated 
immediately,  the  bleeding  point  secured,  and  the 
wound  reapproximated.  A dry  eschar  may  form 
in  the  region  of  the  temple  or  in  the  postauricular 
area  and  is  usually  the  result  of  excessive  pulling  or 
tightening,  excessive  undermining,  or  undermining 
too  close  to  the  surface  of  the  skin  causing  inter- 
ference with  the  blood  supply.  Hematoma  may 
also  cause  an  eschar.  Loss  of  hair  in  the  region  of 
the  temple  may  result  from  superficial  under- 
mining in  this  region  with  injury  to  the  hair  fol- 
licles. Extensive  pulling  in  this  area  may  also 
interfere  with  the  blood  supply  and  damage  some 
hair  follicles.  K the  hair  in  the  region  of  the  temple 
is  very  thin  and  sparse,  it  is  wise  to  employ  the 
marginal  hairline  incision.  The  application  of  a 
steroid  ointment  and/or  hair  grafting  can  amelio- 
rate this  condition.  Keloids  are  uncommon  in  the 
incisional  lines  of  the  classic  face-life  operation. 
The  best  prophylaxis  against  abnormal  scar  for- 
mation is  to  close  the  wound  without  tension.  The 
overapplication  of  this  principle  mitigates  the 
desirable  effects  of  the  face-life  operation  itself. 
Hypertrophied  scar  may  occur  in  the  postauricular 
area  and  will  resolve  spontaneously  over  an  inter- 
val of  six  to  twelve  months.  If  desired,  it  may  also 
be  treated  by  injecting  steroid  or  applying  carbon 
dioxide  snow. 

There  are  two  nerve  systems  that  may  be  injured 
in  the  face-lift  operation.  Fortunately,  this  is 
uncommon.  The  branch  to  the  forehead  may  be 
injured  at  the  level  of  the  zygoma  or  in  the  anterior 
temporal  region,  and  the  superficial  branches  in 
the  middle  third  of  the  face  may  be  injured  if  the 
dissection  is  too  deep  in  the  anterior  undermining 
phase.  The  mandibular  branch  is  never  injured  if 
the  plane  of  dissection  is  lateral  to  the  platysma 
muscle.  This  complication  generates  a high  degree 
of  anxiety  in  the  patient  and  may  be  handled  ex- 
pectantly or  by  immediate  reentry  and  inspection 
of  the  wound.  The  great  auricular  nerve  may  be 
injured  in  the  neck  where  it  curves  over  the  upper 
third  of  the  sternocleidomastoid  muscle  prior  to  its 
entry  into  the  tail  of  the  parotid  gland.  This  is  a 
consequence  of  dissecting  in  a plane  which  is  too 
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deep  at  this  level.  It  may  develop  a neuroma  but 
ordinarily  does  not  cause  any  permanent  disability. 
Nerve  injury  is  more  common  in  thin,  emaciated 
individuals  with  considerable  atrophy  and  an  in- 
sufficient layer  of  protective  subcutaneous  tissue. 

A “dog-ear”  may  become  apparent  in  the  region 
of  the  nape  of  the  neck  or  temple  following  an  ex- 
tensive lift.  Most  of  these  resolve  spontaneously 
within  two  or  three  months  and  can  be  camou- 
flaged adequately  with  adjacent  hair  during  that 
interval.  Primary  or  secondary  infection  of  the 
facial  wound  is  so  rare  that  most  surgeons  may 
never  see  this  entity  in  an  entire  career.  When  it 
does  occur  it  is  often  associated  with  hematoma 
since  this  is  the  precursor  to  a variety  of  complica- 
tions. The  treatment  of  infection  at  this  site  is  the 
same  as  any  other  place  in  the  body,  namely,  ade- 
quate drainage,  specific  wound  therapy,  and  anti- 
biotics. 

On  rare  occasions,  there  will  be  noticeable  dis- 
location or  displacement  of  the  pinna  on  its  axis. 
This  distortion  requires  complete  readjustment 
of  the  wound  and  ear  as  a secondary  major  technic. 
It  is  axiomatic  that  the  ear  should  never  be  used 
as  a suturing  post  to  attain  a tightening  of  the 
skin.  Occasionally,  the  skin  of  the  face  may  relax 
excessively  after  the  face-lift  operation  and  prove 
to  be  a source  of  disappointment  to  both  the  pa- 
tient and  the  surgeon.  This  is  usually  due  to  the 
poor  quality  of  the  skin  itself  or  the  excessive  use  of 
the  skin  postoperatively. 

Causes  of  failure 

Not  every  patient  should  expect  a spectacular 
result  from  the  face-lift  operation.  The  factors 
militating  against  a superb  result  are  too  much  fat 
in  the  neck  and  face,  a neck  that  is  too  short  and 
thick,  an  unfavorably  low  position  of  the  hyoid 


bone  in  relation  to  the  mandible,  exceptionally  thin 
atrophic  skin,  subcutaneous  tissue  and  muscle,  and 
unesthetic  angles  and  contours  of  the  bony  archi- 
tecture. 

The  surgeon  may  not  carry  out  the  correct  or 
adequate  technic  because  of  an  incomplete  concept 
of  the  operation,  an  inadequate  application  of  the 
technic,  or  an  overly  heroic  attempt  to  attain  the 
impossible. 

There  are  reasons  beyond  the  surgeon’s  control 
which  contribute  to  unsatisfactory  results.  These 
may  consist  of  the  organic  condition  of  the  tissues 
that  are  being  operated  on,  the  presence  of  chronic 
illness,  crash  diets,  overexercising  of  the  face  and 
neck  immediately  after  wound  healing,  and  re- 
version to  precisely  the  same  muscle  habits  of 
expression  which  caused  the  original  wrinkling 
defect,  such  as  constantly  enforced  and  exagger- 
ated smile  and  mannerisms  in  speaking  and  lis- 
tening. The  economic  use  of  the  movements  of  the 
face  will  help  to  sustain  the  result,  but  the  sterile 
and  expressionless  face  would  be  far  worse  than  all 
of  the  wrinkles  an  engaging  person  could  generate. 

Neither  the  patient  nor  the  surgeon  nor  the  pa- 
tient’s friends  should  expect  a revolutionary 
change  as  a result  of  the  face-lift  operation. 
Indeed,  this  is  not  the  intent  nor  is  it  desirable  in 
most  instances.  This  condition  was  not  generated 
in  a single  day  and  cannot  be  totally  corrected  by 
a single  operation.  The  concept  of  “spot-welding” 
and  the  use  of  auxiliary  procedures  such  as  chem- 
ical face-peeling,  dermabrasion,  injection  of  sili- 
cone, and  regional  surgery  will  assist  in  solving 
many  of  these  chronically  resistant  esthetic  situa- 
tions applied  over  an  interval  of  several  years  in 
different  phases. 

Pack  Medical  Foundation 
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^ Role  of  neurologist 
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The  child  with  hemiplegia,  either  congenital  or 
acquired  early  in  life,  presents  an  extraordinarily 
complex  series  of  problems.  The  motor  deficit 
may  be  more  or  less  severe,  and  on  this  may  be 
superimposed  cortical  sensory  deficits,  seizures, 
personality  and  learning  disorders,  language  im- 
pairment, social  and  personal  adjustment  difficul- 
ties, and  eventual  problems  with  vocational  choice 
and  training.  This  incomplete  catalog  makes  it 
obvious  that  the  therapeutic  approach  must  neces- 
sarily involve  a number  of  disciplines. 

Separating  the  role  of  any  one  individual  from  all 
those  involved  in  the  total  treatment  process,  al- 
though artificial,  is  being  done  arbitrarily  to  allow 
sharper  focus  on  certain  specific  aspects  of  the 
larger  picture. 

The  most  clearly  definable  tasks  of  the  neurolo- 
gist consist  in  the  responsibility  for  initial  diagnosis 

I and  for  certain  medical  aspects  of  treatment. 
Diagnosis  includes  the  ruling  out  of  progressive 
neurologic  disease.  Therapy  would  include  the 
treatment  of  convulsions,  assistance  with  drugs 
used  to  modify  personality  disturbances  and  hyper- 
kinetic behavior,  and  drug  treatment  of  spasticity. 

Diagnosis 

Early  initial  diagnosis  would  seem  to  be  impor- 
tant, without  necessarily  getting  involved  in  the 
controversy  over  the  value  of  early  intensive  treat- 
ment. Diagnosis  during  infancy  allows  one  to 
handle  the  anxiety  of  the  parents,  whether  or  not 
overtly  stated,  about  abnormal  motor  patterns 
or  developmental  delay  displayed  by  their  infant. 

Presented  at  the  164th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Physical  Medicine  and  Rehabilitation,  Symposium  and  Panel 
Discussion  on  Rehabilitation  of  the  Hemiplegic  Child,  Febru- 
ary 10,  1970. 


Treating  the  wide  range  of  problems  of  the  hemi- 
plegic child  involves  a number  of  disciplines,  and 
the  responsibility  of  one  team  member  cannot  really 
be  viewed  in  isolation.  Nevertheless,  the  most 
clearly  defined  duties  of  the  neurologist  are  early, 
accurate  diagnosis,  ruling  out  progressive  neurologic 
disease  and  leading  to  prompt  and  appropriate  refer- 
ral, and  medical  treatment,  especially  drug  ther- 
apy, for  seizures  and  behavioral  disorders.  An  in- 
dividualized and  dynamic  approach  is  needed  for 
optimum  treatment  of  these  growing,  changing,  and 
developing  patients. 


It  is  obviously  also  the  first  step  toward  appropriate 
evaluation  and  planning. 

Congenital  hemiplegia  is  recognized  before  one 
month  of  age  in  only  10  to  15  per  cent  of  all  cases. 
Commonly,  the  parent  notices  either  an  assym- 
metric  posture  or  lack  of  movement  of  one  arm.^ 
Obvious  hand  dominance  attained  at  an  early  age 
should  also  be  viewed  with  suspicion.  These  com- 
plaints must  be  taken  seriously,  whether  or  not 
any  signs  can  be  documented  on  the  physical  ex- 
amination at  that  time,  and  the  baby  followed 
closely.  In  only  a minority  of  cases  are  the  initial 
abnormalities  noted  in  legs  or  face.  Even  more 
rarely,  an  infant  will  present  symptoms  of  con- 
stant head  turning  to  one  side.  This  may  repre- 
sent a persistent  obligatory  tonic  neck  reaction  as 
part  of  the  hemiparesis  or  may  be  a gaze  preference 
secondary  to  hemianopsia,  also  associated  with 
hemiparesis. 

To  diagnose  hand  preference  as  an  abnormality, 
it  is  essential  to  understand  the  normal  process  of 
the  development  of  handedness.  There  is  little 
uniformity  in  the  literature,  but  a good  working 
rule  is  that  any  marked  hand  preference  before  one 
year  of  age  should  be  viewed  with  suspicion.  Be- 
tween ages  one  and  two  years,  many  normal  chil- 
dren will  show  hand  preference,  but  clear-cut 
handedness  should  not  be  established.  Another 
sign  raising  one’s  index  of  suspicion  is  clear  left 
hand  dominance  in  a child  with  no  family  history 
of  sinistrality  or  ambidexterity.  It  is,  of  course, 
important  to  search  for  converted  left  handers  in 
the  family  history. 

The  absence  of  early  signs  in  the  affected  leg  is 
partially  explained  by  the  usually  less  severe  in- 
volvement of  this  limb.  In  those  cases  where  the 
leg  is  the  predominant  limb  involved,  the  age  at 
which  a deficit  is  first  discovered  is  generally  sig- 
nificantly later,  since  the  attainment  of  discrete 
functional  capability  of  the  leg  is  delayed  four  to 
six  months  behind  that  of  the  arm.^ 

This  apparently  gradual  mode  of  onset  is  due  to 
the  lack  of  the  possibility  of  finding  a deficit  in 
coordinated  voluntary  movements  until  the  brain 
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is  well  enough  developed  to  allow  the  child  to  make 
these  movements.  The  important  implication  is 
that  as  the  nonaffected  limbs  gain  functional  com- 
petence, the  involved  arm  and  leg  will  lag  further 
behind.  The  false  impression  of  progressive  neur- 
ologic disease  can  therefore  be  obtained,  and  an  un- 
necessary work-up  begun. 

The  converse  can  also  hold.  A limb  that  ini- 
tially seems  severely  involved  appears  to  improve 
with  the  passage  of  time,  as  a function  of  the  gen- 
eral development  of  the  nervous  system.  The 
physician  must  obviously  be  quite  guarded  in  try- 
ing to  prognosticate  the  eventual  level  of  function 
of  the  handicapped  child,  since  the  opportunity  for 
gross  error  in  either  direction  is  present.^  This 
cautionary  statement  holds  equally  well  in  at- 
tempting to  evaluate  the  results  of  any  therapeutic 
regimen. 

The  small  group  symptomatic  before  one  month 
of  age  usually  presents  symptoms  either  of  seizures 
or  of  assymmetrical  tone  rather  than  obvious  hemi- 
paresis.^  This  poses  important  problems  concern- 
ing the  neurophysiology  of  the  motor  system,  and 
this  is  a group  worthy  of  intensive  study. 

The  other  question  raised  by  these  infants  con- 
cerns the  validity  and  predictive  value  of  the  neo- 
natal neurologic  examination.  PrechtF  performed 
follow-up  examinations  at  ages  two  to  four  years 
on  110  infants  with  known  abnormalities  in  their 
birth  history.  Fifty-three  had  normal  findings  on 
neonatal  examination,  and  all  but  4 were  normal 
on  follow-up.  Of  57  with  abnormal  findings  on 
newborn  examination,  36  children  (63  per  cent) 
were  subsequently  abnormal,  18  were  normal  (32 
per  cent),  and  3 children  (5  per  cent)  died.  In  the 
group  with  initially  abnormal  examinations,  53 
per  cent  had  lateralizing  motor  findings  or  as- 
symmetrical tone  or  Moro  responses  as  neonates. 
At  follow-up  examination,  one  half  of  these  pa- 
tients were  abnormal,  all  the  abnormalities  being 
on  the  appropriate  side. 

Another  aid  to  early  diagnosis  is  the  identifica- 
tion of  a high-risk  population,  implying,  of  course, 
an  understanding  of  etiology  and  pathogenesis.  At 
the  current  level  of  knowledge,  tentative  etiologic 
factors  can  be  assigned  to  approximately  50  per 
cent  of  cases  of  congenital  hemiplegia.  In  1885, 
McNutt  stated  that  the  etiologic  events  could 
occur  before  birth,  after  birth,  or  during  parturi- 
tion. Our  present  knowledge  is  not  greatly  more 
sophisticated.  Corner*’  obtained  fairly  complete 
follow-up  data  on  a large  group  of  infants.  His 
findings  indicated  that  either  prematurity  or  post- 
maturity and  either  precipitate  or  prolonged  labor 
were  the  most  frequent  potential  etiologic  factors. 

Crothers  and  Paine'  present  similar  data.  Fifty- 
two  per  cent  of  their  cases  had  either  normal  or 
doubtfully  significant  past  histories.  Of  the  48 
per  cent  with  plausible  etiologic  factors  in  the 
history,  the  great  majority  were  subjected  to 
perinatal  difficulties.  Prematurity,  birth  trauma 


as  represented  by  prolonged  labor,  and  anoxia  were 
the  most  important  factors. 

Using  studies  of  postmortem  material  to  under- 
stand pathogenesis  gives  data  of  questionable  value 
because  of  the  highly  biased  sample.^  When  final 
results  of  the  collaborative  project  currently  being 
carried  out  under  the  auspices  of  National  Insti- 
tute of  Neurological  Diseases  are  available,  more 
information  may  be  forthcoming. 

Our  state  of  knowledge  concerning  postnatally 
acquired  acute  hemiplegia  is  not  much  more  com- 
plete."" The  smallest  group  consists  of  those  cases 
in  which  the  etiologic  factor  is  apparent  and  the 
pathogenesis  obvious.  One  example  would  be 
cerebral  embolism  secondary  to  subacute  bacterial 
endocarditis  complicating  congenital  heart  dis- 
ease. Others  would  be  carotid  occlusion  due  to 
intraoral  trauma'"  and  hemoglobinopathies. 

The  great  majority  of  cases  are  those  in  which 
no  obvious  etiology  is  present.  In  many  of  these, 
carotid  angiography  is  normal  despite  the  persis- 
tence of  a dense  hemiplegia.  The  third  group 
consists  of  those  cases  in  which  the  proximate 
cause  but  not  the  basic  underlying  factor  is  known. 
Example  of  this  type  include  those  cases  in  which 
arterial  disease  is  present,  apparently  only  involv- 
ing the  carotid  and  intracranial  vessels."  Another 
entity  is  that  of  the  recently  reported  cases  of  caro- 
tid stenosis  in  children. 

Despite  the  incomplete  understanding  of  patho- 
genesis, one  syndrome  remains  quite  common. 
This  is  the  syndrome  of  acute  infantile  hemiplegia 
or  HHE  (hemiplegia,  hemiconvulsions,  and  epilep- 
sy). A child,  previously  well,  becomes  febrile, 
develops  one  or  a series  of  convulsions  which  may 
be  either  focal  or  generalized,  remains  comatose 
for  varying  periods  of  time,  and  on  awakening  is 
found  to  be  densely  hemiplegic.  This  syndrome 
may  be  seen  in  any  one  of  the  three  categories 
mentioned.  The  problem  then  becomes  that  of  the 
rehabilitation  of  a severe  acquired  hemiplegia, 
very  frequently  associated  with  a chronic  convul- 
sive disorder. 

At  any  appropriate  time  following  diagnosis  the 
child  can  be  entered  into  the  rehabilitation  process. 
The  neurologist  is  next  likely  to  get  involved  in  the 
treatment  of  convulsions.  Crothers  and  Paine' 
present  a large  series  of  hemiplegic  patients  and 
state  that  55  per  cent  of  the  congenital  and  72  per 
cent  of  the  postnatally  acquired  cases  will  at  some 
time  in  their  lives  have  seizures.  Holt'"  quotes 
the  smaller  figures  of  29  per  cent  and  41  per  cent 
for  the  congenital  and  acquired  cases,  respectively. 
In  the  congenital  cases,  24  per  cent  of  those  with 
normal  intellectual  function  had  convulsions  as 
compared  with  50  per  cent  of  those  classified  as 
mentally  subnormal.  The  mental  retardation 
may,  therefore,  serve  as  a marker  for  those  patients 
with  the  severest  degree  of  brain  injury. 

The  natural  history  of  convulsions  in  this  condi- 
tion must  be  understood  if  a rational  basis  is  to  be 
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TABLE  1.  Risk  of  hemiplegic  child  having  first  convulsion 
following  twelve  months  (per  cent)* 

Age 

Risk  per 

Cumulative 

( Y ears) 

Year 

Risk 

0-2 

12.0 

24  0 

3-5 

1.3 

27  9 

6 10 

2.5 

40  4 

11-15 

0 

40.4 

• Modified  from  Holt.'* 


used  in  evaluating  therapy.  The  first  problem 
is  to  determine  the  risk  of  convulsions  for  any  given 
child. 

Holt'^  incorporated  his  data  into  a table  indica- 
ting tbe  risk  of  having  a first  convulsion  in  the 
subsequent  twelve-montb  period  at  any  age  (Table 
I).  Tbe  most  significant  risk  lies  in  the  under 
two  years  age  group,  with  a liability  of  12  per  cent 
per  year.  This  rapidly  drops  off,  and  in  his  group 
of  patients  he  has  seen  no  convulsions  starting 
after  eleven  years  of  age. 

These  age-specific  data  are  of  somewhat  more 
value  than  gross  figures  broken  down  only  by  di- 
agnosis but  still  do  not  identify  those  patients 
at  greatest  risk.  Gibbs  et  al.'*  have  attempted 
to  use  the  EEG  (electroencephalogram)  as  a pre- 
dictive tool  (Table  II).  With  a normal  EEG  before 
age  two,  18  per  cent  bad  convulsions,  whereas  the 
presence  of  spikes  before  this  age  increased  the 
probability  to  56  per  cent.  After  age  two,  40  per 
cent  of  those  patients  with  spikes  on  the  EEG  and 
no  history  of  seizures  went  on  to  have  a convulsion, 
while  only  2 per  cent  of  those  with  a normal  record 
were  under  similar  risk.  Unfortunately,  these  data 
are  not  broken  down  by  diagnostic  category,  degree 
of  involvement,  or  intelligence  level.  Crothers 
and  Paine'  present  a more  clearly  defined  but 
smaller  group  and  come  to  the  same  general  con- 
clusions. 

A second  problem,  that  of  the  spontaneous  ces- 
sation of  seizures,  makes  therapy  difficult  to  evalu- 
ate accurately.  The  only  conclusion  that  can  be 
drawn  at  this  time  is  that  seizures  may  remit  at 
any  age  but  then  may  spontaneously  begin  again. 

Treatment 

Armed  with  the  information  given,  one  still 
applies  the  general  principle  of  not  treating  a 
patient  who  has  not  had  a seizure.  The  usual 
rule  of  starting  with  one  drug  and  pushing  the 
dose  to  toxicity  before  adding  another  one  still 
holds.  A standard  approach  is  to  use  phenobarbi- 
tal,  diphenylhydantoin  (Dilantin),  and  primidone 
in  that  order.  K seizures  have  not  been  adequately 
controlled,  good  results  may  sometimes  be  ob- 
tained with  the  addition  of  ethosuximide  or  tri- 
methadione,  although  these  drugs  are  not  com- 
monly recommended  for  generalized  or  focal  motor 
seizures.  K necessary,  one  must  resort  to  the 
second-line  drugs,  with  their  higher  toxicity  and 


TABLE  II.  Prediction  of  epilepsy  in  patients  without  a 
previous  seizure* 

Incidence 

EE(I  (per  cent) 

Before  age  2 years 
Normal 
Spikes 

After  age  2 years 
Normal 
Spikes 

* Gibbs  et  a/.** 

lower  therapeutic  index.'®  Elaborate  charts  of 
recommended  dose  levels  have  not  been  given 
since  they  are  of  little  practical  value.  Drug  ther- 
apy requires  the  highest  degree  of  individualiza- 
tion. 

Occasional  children  become  hyperactive  or  ex- 
cessively irritable  on  pbenobarbital,  and  in  sucb 
cases  mepbobarbital  may  be  substituted.  This  is 
a less  satisfactory  anticonvulsant  if  not  used  in 
adequate  doses,  that  is,  approximately  one  60-mg. 
tablet  being  substituted  for  each  30-mg.  phenobar- 
bital  tablet.'® 

Dipbenylhydantoin  should  be  used  with  the 
greatest  caution  in  any  child  who  is  not  yet  walking 
or  using  his  hands  for  fine  coordinated  movements, 
since  signs  of  toxicity  cannot  be  easily  evaluated 
and  permanent  cerebellar  damage  can  result.  Re- 
cent reports  indicate  that  the  presence  of 
nystagmus  may  not  be  as  completely  adequate  as 
an  early  sign  of  diphenylhydantoin  toxicity  as  was 
previously  .thought.''-'®  Also,  beware  of  the  oc- 
casional child  who  shows  an  increase  in  seizure 
frequency  following  the  initiation  of  therapy  with 
this  drug.'®  Two  patients  have  recently  been  seen 
in  our  clinic  who  demonstrated  this  phenomenon. 

Adjunctive  drugs  such  as  acetazolamide,  diaze- 
pam, quinacrine  (Atabrine),  and  a number  of 
others  sometimes  are  useful,  but  no  rational 
method  of  choosing  the  appropriate  patient 
exists.'®  Trial  and  error  in  refractory  cases  is  all 
that  can  be  recommended.  Dextroamphetamine 
(Dexedrine)  is  a valuable  adjunct,  reversing  seda- 
tion induced  by  high  doses  of  anticonvulsants, 
sometimes  calming  behavior  in  hyperkinetic  chil- 
dren, and  occasionally  seeming  to  aid  directly  in 
seizure  control.  The  ketogenic  diet  is  still  useful 
in  properly  selected  cases,  the  disadvantages  being 
the  need  for  exceptionally  bright  and  well-moti- 
vated parents,  its  expense,  and  the  difficulty  in 
maintaining  it  in  children  over  two  to  three  years 
of  age.^® 

The  hemiplegic  child  who  is  completely  refrac- 
tory to  attempts  at  medical  control  raises  the 
question  of  surgical  hemispherectomy  or  hemide- 
cortication.-'---  Reports  in  the  literature  range 
from  enthusiastic  to  reserved.  A balanced  view 
would  seem  most  appropriate,  as  in  most  situa- 
tions. The  patient  to  Oe  considered  should  not  be 
an  infant,  but  an  older  child  with  a fairly  dense 


18 

56 

2 

40 
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hemiparesis,  frequent  seizures  that  have  been 
uncontrollable  despite  two  years  of  intensive 
attempts  at  drug  therapy,  and  a severe  personality 
disorder.  In  successful  cases,  authors  report  the 
cessation  of  seizures  despite  withdrawal  of  all 
medication,  improvement  of  the  personality  dis- 
turbance, and  in  some  cases  actual  improvement  in 
the  hemiparesis. 

The  hazards  of  the  operation  include  a signifi- 
cant operative  mortality  rate.  In  addition,  a 
recently  described  late  complication  is  obstruction 
of  the  cerebrospinal  fluid  pathways  secondary  to 
an  absorption  block  following  chronic  low-grade 
bleeding  over  several  years  Patients  also  univer- 
sally develop  a complete  homonymous  hemianop- 
sia if  the  decortication  is  complete. 

The  next  area  of  drug  therapy  in  which  the 
neurologist  may  become  involved  is  the  treatment 
of  abnormal  organically  derived  behavior.  This  is 
commonly  seen  as  a hyperkinetic  syndrome  as- 
sociated with  learning  disabilities  out  of  line  with 
the  person’s  general  intellectual  level  and  some- 
times involving  highly  specific  areas  of  cognitive 
function.  Dextroamphetamine  may  often  help 
ameliorate  such  behavior.  It  is  started  in  small 
doses,  approximately  2.5  mg.  in  one  daily  dose, 
since  some  children  do  become  increasingly  hyper- 
active with  this  medication.  If  this  does  not  occur, 
the  dose  is  fairly  rapidly  increased  until  a thera- 
peutic result  is  obtained  or  a level  of  20  to  40  mg. 
per  day  is  reached.  Insomnia  is  generally  not  a 
problem,  but  the  last  dose  should  not  be  given 
later  than  2:00  P.M.  Anorexia  is  sometimes 
troublesome,  and,  if  persistent,  may  require  with- 
drawing the  drug. 

Methylphenidate  is  said  by  some  authors  to  be 
the  drug  of  choice  in  treating  hyperkinesis. It 
may  benefit  some  patients  who  do  not  improve 
on  dextroamphetamine  or  cannot  tolerate  it. 
Methylphenidate  is  quite  a bit  more  expensive, 
however. 

In  the  child  who  is  not  improved  by  these  drugs 
and  in  whom  either  hyperkinesis  or  aggressive, 
destructive,  or  negativistic  behavior  is  prominent, 
tranquilizers  may  be  required.  Although  not  ef- 
fective in  the  more  severe  problems,  an  initial 
therapeutic  trial  with  chlordiazepoxide  or 
diazepam  is  worth  while,  since  these  drugs  do  not 
increase  the  liability  toward  seizures  and  may 
actually  be  helpful  in  their  treatment.  If  a thera- 
peutic effect  is  not  obtained,  the  physician  must 
resort  to  phenothiazines  such  as  chlorpromazine 
and  thioridazine.  They  are  often  quite  effective 
in  improving  behavior  but  have  the  disadvantage 
of  occasionally  precipitating  seizures.^® 

Haloperidol  is  a very  effective  tranquilizer  but 
very  frequently  is  associated  with  dyskinesia  as  a 
side-effect.  This  problem  makes  it  almost  manda- 
tory to  start  an  anti-parkinsonian  drug  simultane- 
ously. More  experience  with  this  compound  in  the 
handicapped  child  is  required. 


Environmental  manipulation  is  also  essential 
to  therapy.  The  child  should  do  his  school  work 
in  an  area  free  from  noise  and  distractions.  Goals 
should  be  clearly  defined  and  the  child  allowed  to 
succeed  often.  Work  periods  should  be  short  and 
concentrated,  allowing  the  best  chance  to  main- 
tain the  child’s  attention. 

The  use  of  drugs  as  adjuvants  in  the  treatment  of 
spasticity  overlaps  quite  markedly  with  the  physia- 
trist’s  responsibilities.  A host  of  drugs  with  vary- 
ing actions  on  many  levels  of  central  and  peripheral 
nervous  system  function  have  been  used  and  re- 
viewed recently. The  major  problems  in  drug 
evaluation  have  been  outlined  by  Denhoff.^® 
Studies  are  often  poorly  controlled,  or  if  well  con- 
trolled, the  placebo  used  shows  a greater  yield  of 
beneficial  results.  The  key  would  again  seem  to 
be  individualization  rather  than  locking  one’s  self 
into  a rigid  framework  of  dependence  on  any  one 
therapeutic  agent  or  modality. 

Summary 

The  role  of  the  neurologist  in  the  management 
of  the  hemiplegic  child  has  been  discussed  with  the 
full  realization  that  the  responsibilities  of  any  one 
member  of  the  therapeutic  team  cannot  be  viewed 
in  isolation.  The  most  important  functions  of  the 
neurologist  would  seem  to  be  early  and  accurate 
diagnosis,  leading  to  prompt  and  appropriate  refer- 
ral, and  assistance  with  pharmacologic  therapy, 
especially  in  the  treatment  of  seizures.  Just  as 
the  patient’s  supposedly  static  handicap  is  really 
a dynamic  phenomenon  because  of  its  occurrence 
superimposed  on  the  substrate  of  a growing, 
developing,  and  changing  child,  so  the  function 
of  any  given  team  member  must  be  dynamic  when 
superimposed  on  the  changing  needs  of  the  pa- 
tient at  any  given  point  in  his  life  and  treatment 
process. 

Ill  East  210th  Street 
The  Bronx,  New  York  10467 
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problems?  (3)  Are  they  related  to  patient  characteristics 
such  as  diagnosis  and  ongoing  treatment?  The  outcome 
for  patients  age  sixty  and  over  was  contrasted  with  those 
under  sixty,  based  on  a questionnaire  containing  50 
items,  which  was  completed  at  the  time  of  the  episode. 
Survival  rates  were  the  same  in  both  groups.  Compari- 
son of  survivors  with  nonsurvivors  showed  that  age  did 
not  affect  the  outcome.  Those  with  multiple  arrests 
or  without  cardiographic  evidence  of  ventricular  stand- 
still were  much  more  likely  to  recover.  Whether  or  not 
a physician  initiated  therapy  did  not  affect  survival. 
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This  report  is  concerned  with  a syndrome  pre- 
viously described  in  the  literature  as  glossodynia, 
stomadynia,  glossopyrosis,  stomatopyrosis,  or 
“burning  mouth.”  Traditionally,  the  burning 
mouth  has  been  described  as  a chronic  syndrome 
without  specific  organic  etiology,  found  in  emotion- 
ally disturbed  postmenopausal  women.  More 
recent  observations  indicate  that  the  symptom  oc- 
curs in  men  as  well  as  in  women  and  is  not  neces- 
sarily confined  to  the  older-age  groups.  Wide 
varieties  of  treatments  have  been  described  in- 
cluding estrogen  replacement,  removal  of  all  dis- 
similar metal  fillings,  covering  the  teeth  to  prevent 
galvanism,  ingestion  of  hydrochloric  acid,  liver 
injections,  vitamin  therapy,  x-ray  treatment,  and 
local  dental  or  surgical  care.' 

In  a preliminary  report,  Schoenberg'^  summa- 
rized clinical  impressions  of  25  patients  who  com- 
plained of  the  sensation  of  burning  in  the  oral 
cavity  and  in  whom  complete  examination  and 
laboratory  work-up  failed  to  reveal  a physical  basis 
for  their  complaints.  Hospital  charts  were  evalu- 
ated to  discover  the  climate  in  which  the  symptom 


had  developed.  Chosen  at  random  from  cases  re- 
ferred to  a specialist  in  oral  diagnosis,  1 out  of  every 
3 patients  was  male.  Ages  ranged  from  thirty-two 
to  sixty-nine  years,  with  an  average  age  of  fifty- 
four.  The  author  concluded  that  the  burning 
mouth  is  a symptom  related  to  loss  and  separation. 

In  the  present  investigation,  a total  of  21  cases 
have  been  interviewed  jointly  by  a psychiatrist 
and  psychologist.  When  possible,  patients  were 
also  given  the  MMPI  (Minnesota  Multiphasic 
Personality  Inventory).  Five  patients  were  car- 
ried in  psychotherapy.  Table  I summarizes  rele- 
vant data  pertaining  to  the  patients  in  the  groups. 

Results 

These  additional  cases  appear  consistent  with 
the  original  hypothesis  concerning  the  prevalence 
of  depression,  even  though  some  patients  denied 
being  depressed  while  showing  all  of  the  clinical 
manifestations  of  that  state.  Seventeen  out  of  21 
were  judged  to  be  clinically  depressed;  the  remain- 
ing 4 showed  signs  reflecting  covert,  but  never- 
theless indicative,  signs  of  depression.  Many 
patients  (8  out  of  21)  were  easily  moved  to  tears 
during  the  interview,  generally  in  relation  to  a 
discussion  of  some  lost  relationship.  Of  15  pa- 
tients who  completed  the  MMPI,  9 had  highest 
scores  on  the  “depression”  scale.  Four  others  had 
highest  scores  on  the  “hypomania”  scale,  indica- 
tive of  the  prominent  use  of  denial.  Average 
MMPI  profiles  for  men  and  women  each  showed 
the  highest  peaks  on  the  depression  scale  (T-score 
of  67  for  women;  71  for  men). 

Over  50  per  cent  (11  out  of  21)  had  varied  (and 
often  justifiable)  complaints  about  physicians  and 
dentists.  For  9 patients,  the  onset  of  the  sensation 
of  burning  was  related  to  an  oral  procedure.  Al- 
though all  the  patients  appeared  to  have  in  com- 
mon such  experiences  as  loss,  guilt,  and  depres- 
sion, they  were  different  as  to  personality  type  or 
psychiatric  diagnosis.  At  least  2 patients  appeared 
to  be  overtly  schizophrenic.  In  others,  the  burning 
mouth  appeared  as  part  of  a whole  series  of  hypo- 
chondriacal concerns  over  the  functioning  of  the 
body.  In  some  instances,  the  term  “conversion” 
appeared  to  apply.  What  the  patients  appeared  to 
have  in  common  was  preoccupation  with  a loss,  as 
well  as  the  inability  to  accept  or  integrate  the  loss 
and  the  accompanying  feelings  about  it.  Typical 
case  examples  are  reported. 

Case  reports 

Case  1.  A forty-six -year-old  woman  reported  that 
following  extensive  mouth  rehabilitation  she  suffered  a 
sharp,  excruciating,  burning  pain  described  as  “ if 
my  mouth  would  go  up  in  flame”  and  “ saliva 
seemed  to  stop.”  She  found  the  pain  agonizing  and 
saw  a second  dentist  who  worked  on  her  for  seven  con- 
secutive hours.  Following  this,  her  pain  became  worse 
and  she  received  extensive  treatment  from  internists, 
dentists,  oral  surgeons,  otolaryngologists,  a psychia- 
trist, neurologists,  and  so  forth,  with  no  alleviation  of 
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Depression  related  to  separation  and  loss  usually 
accompanies  the  symptom  of  chronic  orolingual 
pain,  or  burning  mouth,  and  psychological  manage- 
ment is  important  for  successful  treatment  of  these 
patients.  Of  21  patients  studied,  81  per  cent  were 
judged  to  be  overtly  depressed,  with  the  remaining 
19  per  cent  showing  signs  of  covert  depression. 


symptoms.  Five  years  before,  following  the  death  of 
her  mother,  she  developed  insomnia.  She  stated  that 
she  had  never  accepted  her  mother’s  death,  had  been 
in  a state  of  continuous  mourning,  was  still  unable  to 
dispo.se  of  her  mother’s  clothes,  and  dreamed  of  her 
frequently.  She  compared  her  present  state  to  the 
postpartum  reaction  after  the  birth  of  her  first  child, 
stating  that  she  was  “deathly  ill  for  three  years,  de- 
pressed and  neurasthenic.”  Following  the  interview, 
she  started  psychotherapy  on  a weekly  basis.  She 
made  frequent  slips  to  the  effect  that  she  felt  her 
mother  was  not  dead  and  complained  of  her  inability 
to  accept  the  reality  of  the  death  of  any  family  mem- 
ber. She  made  constant  reference  to  her  mouth  as 
“dirty,  biting,  rotten,  lousy,  and  vicious.”  She  de- 
scribed the  persistent  burning  as  “mother  revenge.” 
Despite  her  psychiatrist’s  consistent  and  continuing 
interpretations  of  her  pain  as  being  psychogenic,  she 
still  sought  a physical  explanation  for  her  symptoms. 
One  day  prior  to  the  anniversary  of  her  mother’s 
death,  she  persuaded  a dentist  to  extract  another  tooth 
although  “we  both  knew  it  was  a perfectly  healthy 
tooth.”  Following  an  unanticipated  business  failure 
by  her  husband  and  the  failure  to  find  the  relief  from 
local  injections  that  had  been  promised  by  an  oral 
surgeon,  she  committed  suicide  by  ingesting  large 
quantities  of  drugs  that  she  had  collected  over  a period 
of  time. 

Case  5.  A thirty-seven-year-old  married  woman 
had  a history  of  extreme  early  loss  and  deprivation. 
She  noted  the  onset  of  a burning,  painful  tongue  and 
mouth  following  a visit  to  a dentist  who  told  her  that 
extensive  rehabilitation  was  required  on  her  gums  and 
teeth.  Following  this  examination,  she  developed  a 
generalized  feeling  of  pain  on  the  right  side  of  her 
mouth  and  jaw.  About  this  time  she  had  been  told 
that  her  son  (her  only  child)  should  go  to  a boarding 


school.  Despite  her  protest  that  she  would  be  unable 
to  tolerate  dental  work  at  this  time,  treatment  was 
begun  and  she  developed  intolerable  burning  and  pain. 
She  was  treated  hy  a number  of  specialists  with  no 
alleviation  of  symptoms.  When  finally  told  by  one 
specialist  that  her  symptoms  were  psychogenic,  she 
experienced  complete  relief  of  symptoms  for  two 
weeks.  Subsequently,  the  symptoms  slowly  returned. 

She  indicated  that  she  had  been  subject  to  somatic 
symptoms  for  the  past  twelve  years  and  dated  these 
specifically  to  separation  from  her  son  when  he  was 
two  years  old.  At  that  time  she  was  on  an  ocean  voy- 
age and  developed  anorexia,  globus  hystericus,  nausea, 
vomiting,  severe  depression,  headaches,  and  tearful- 
ness. Following  her  return,  she  continued  to  have 
severe  headaches  and  suffered  an  exacerbation  of 
symptoms  when  separated  from  her  husband.  When 
her  son  returned  to  boarding  school,  one  year  following 
the  onset  of  her  symptoms,  she  was  surprised  to  dis- 
cover that  she  had  a total  amnesia  regarding  his  first 
admission  to  school,  the  previous  year.  She  became 
depressed,  was  unable  to  cry  (similar  to  her  reaction 
to  the  death  of  her  best  friend),  and  experienced  an 
exacerbation  of  oral  pain  the  following  day.  In  psy- 


TABLE  I.  Characteristics  of  21  patients  with  "burning  mouth” 


Patient 

Age 
t Y ears) 

Sex 

Onset 
Related 
to  Oral 
Pro- 
cedure 

Anger 

Toward 

Doctors 

Clinical 

Impression 

(Depression) 

MMPI* 

Source  of 
Grief 

1 

46 

F 

yes 

yes 

Overt 

Depression 

Mother 

2 

47 

M 

yes 

Overt 

Hypomania 

Father 

3 

47 

M 

Overt 

Depression 

Family  surrogates 

4 

59 

M 

yes 

Overt 

Depression 

Mother,  father 

5 

37 

F 

yes 

Covert 

Psychasthenia 

Son 

6 

61 

M 

yes 

yes 

Covert 

Depression 

Loss  of  vision 

7 

69 

F 

yes 

Overt 

Hypomania 

Husband 

8 

55 

F 

Covert 

Hypomania 

Menopause,  father 

9 

32 

F 

yes 

yes 

Overt 

(Refused) 

Father 

10 

57 

F 

yes 

yes 

Overt 

Hysteria 

Mother 

11 

65 

F 

Overt 

Depression 

Son 

12 

76 

F 

yes 

yes 

Overt 

( Refused) 

Teeth,  uterus,  husband 

13 

60 

F 

Overt 

(Refused) 

Menopause 

14 

63 

F 

Overt 

Hypomania 

Husband 

15 

59 

F 

yes 

Covert 

Depression 

Brother 

16 

72 

F 

Overt 

Depression 

Son 

17 

70 

F 

yes 

yes 

Overt 

(Refused) 

Sons 

18 

60 

F 

yes 

yes 

Overt 

( Refused) 

Husband 

19 

53 

F 

Overt 

Depression 

Nephew 

20 

53 

M 

yes 

Overt 

Depression 

Mother 

21 

68 

F 

Overt 

( Refused) 

Husband 

* Highest  clinical  scale  on  Minnesota  Multiphasic  Personality  Inventory 
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chotherapy,  she  associated  her  symptoms  with  her  in- 
ability to  express  anger  toward  her  husband  whom  she 
feared  would  die.  As  therapy  progressed,  her  depres- 
sion became  much  more  overt. 

Case  20.  A fifty- three-year-old  subway  worker 
complained  of  a burning  sensation  and  irritation  of 
his  mouth  and  tongue  for  the  past  two  years.  He  at- 
tributed his  symptom  to  severe  nervousness  which 
has  been  relieved  somewhat  over  the  past  few  months 
through  the  use  of  tranquilizers.  He  was  first  treated 
by  a physician  for  “trench  mouth”  (he  was  later  told 
this  was  not  the  right  diagnosis);  however,  the  condi- 
tion persisted.  He  then  noted  that  his  tongue  would 
become  irritated  when  it  made  contact  with  his  teeth. 
His  local  dentist  ground  his  teeth  to  smooth  them  but 
this  afforded  him  no  relief.  He  dated  the  onset  of 
agitation  and  depression  to  his  mother’s  colostomy 
following  surgery  for  carcinoma  of  the  colon  five  years 
ago.  Since  that  time,  he  has  been  markedly  depressed 
and  in  fear  of  death. 

He  described  his  mother  as  a warm,  good-natured 
person  who  devoted  her  life  to  him.  Following  his 
marriage,  his  mother  continued  to  live  with  him  and 
enjoyed  a good  relationship  with  his  wife  and  children. 
Seven  years  ago,  his  wife  decided  that  they  should 
move  into  a new  apartment  and  his  mother  was  left 
alone.  He  felt  uneasy  over  this  and  continued  to  visit 
her  frequently;  he  telephoned  her  every  day. 

His  identification  with  his  mother  became  apparent 
during  the  interview.  He  described  himself  in  the 
same  terms  as  his  mother  and  wept  when  he  discussed 
her  condition  and  her  loneliness. 

When  a neighbor  died  from  abdominal  wounds  as 
the  result  of  a hunting  accident  one  year  ago,  the 
patient  reacted  with  depression,  anxiety,  and  tearful- 
ness as  he  was  wont  to  do  when  others  died.  During  the 
same  period,  two  of  his  children  married  and  left 
home.  He  discussed  all  of  these  separations  with 
tears  in  his  eyes. 

Loss  and  somatic  symptom  formation 

The  present  results  appear  consistent  with  the 
increasing  evidence  of  the  importance  of  separation 
and  loss  in  precipitating  somatic  symptoms.^ 
Loss  of  a loved  person  has  been  described  as  a pre- 
cipitating factor  in  the  onset  or  intensification  of 
such  diverse  diseases  as  ulcerative  colitis,  peptic 
ulcer,  asthma,  thyrotoxicosis,  and  leukemia.'' 
Recent  studies  support  the  concept  that  bereave- 
ment is  associated  with  increased  mortality  rates® 
and  physical  illness.®  In  a study  of  hospitalized 
medical  patients,  Schmale’  studied  the  relation- 
ship of  separation  and  depression  to  the  onset  of 
medical  disease.  He  inferred  that  41  of  the  42 
patients  experienced  actual,  threatened,  or  sym- 
bolic object  loss  accompanied  by  feelings  of  help- 
lessness and  hopelessness  prior  to  the  pnset  of  the 
disease.  It  appears  that  these  patients  have  de- 
veloped, in  addition  to  the  affective  reaction  of 
depression,  an  inability  to  maintain  necessary  and 
sufficient  relationships  by  substitute  means.® 
Schmale'^  has  emphasized  that  the  concept  of 
separation  and  depression  does  not  establish  a 


cause  but  rather  a setting  for  the  disease.  Greene® 
in  his  studies  of  patients  with  leukemia  and  lym- 
phoma introduced  the  concept  of  the  “vicarious 
object,”  usually  another  grief-stricken  family 
member  who  can  be  comforted  by  the  patient  with 
projection  of  the  significance  of  the  loss  onto  an- 
other person.  When  such  outlets  are  no  longer 
feasible,  this  leads  to  feelings  of  helplessness  and 
hopelessness  which  establish  the  setting  for  the  on- 
set of  physical  illness. 

Depression  and  somatic  symptoms 

Depression  may  express  or  disguise  itself  in  a 
wide  variety  of  somatic  symptoms.  It  is  interest- 
ing that  apparently  none  of  the  present  group 
viewed  himself  or  herself  as  a “patient”  in  the 
sense  of  having  a psychiatric  problem  in  regard  to 
depression.  With  some  patients,  somatic  symp- 
toms predominate  and  mask  the  other  symptoms 
of  depression.  In  older-age  groups,  somatic  illness 
may  be  the  only  expression  of  a depressive  reaction, 
expressed  as  an  exacerbation  of  a life-long  pre- 
occupation with  somatic  sensations.  Following 
an  illness  or  minor  surgical  procedure,  a process 
of  somatic  self-scrutiny  may  begin,  soon  followed 
by  complex  and  bizarre  symptoms.  Ewalt'^  noted 
that  a common  complaint  in  depression  is  a pecu- 
liar taste  or  stinging  or  burning  sensation  around 
the  teeth,  gingivae,  or  tongue.  These  sensations 
persist  despite  attention  to  nutrition  and  the  cor- 
rection of  any  local  infections  in  the  mouth  or  gin- 
givae. Most  of  these  patients  will  persist  in  seek- 
ing help  until  they  find  an  oral  surgeon  who  is  will- 
ing to  attempt  relief  by  removing  their  teeth. 
Some  of  the  patients  in  this  study  did  not  present 
typical  pictures  of  grief  or  depression,  but  the  de- 
pressive picture  became  more  apparent  during  the 
clinical  interview  and  from  the  psychological  test 
results.  Many  terms  such  as  depressive  equiva- 
lent, masked  depression,  and  atypical  depression 
have  been  applied  to  describe  this  type  of  clinical 
picture. 

Orality  and  depression 

The  mouth  is  generally  recognized  as  the  first 
area  of  gratification.  The  lips,  tongue,  and  buccal 
mucosa  are  erogenous  zones  of  the  body  and 
throughout  life  are  associated  with  pleasure  as  well 
as  self-preservation,  love,  hate,  and  destructive 
impulses.  The  infant’s  view  of  the  surrounding 
world  is  determined  by  his  early  mouth  relation- 
ships, usually  with  his  mother.  The  oral  cavity 
can  easily  become  the  area  of  displacement  from 
other  parts  of  the  body  and  the  zone  for  expression 
of  unconscious  feelings. 

Psychoanalytic  investigators  have  consistently 
noted  the  significance  of  orality  in  depression  and 
have  related  early  childhood  disappointments  in 
love  to  the  propensity  for  depression  in  later  life. 
Freud"  compared  depression  (melancholia)  to  nor- 
mal grief,  recognizing  that  some  patients  have  a 
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predisposition,  related  to  early  life  experiences, 
to  react  with  depression  when  confronted  with  loss 
of  loved  persons  or  valued  objects.  He  described 
the  process  as  a regression  to  the  oral  stage  of 
development.  Accompanying  the  predisposition 
to  depression  is  an  overdependence  on  external 
supplies  of  love  and  attention  for  the  maintenance 
of  self-esteem.  It  is  not  surprising  that  the  inabil- 
ity both  to  cope  with  loss  and  to  resolve  the 
mourning  process  could  be  manifested  by  symp- 
toms in  the  oral  cavity. 

Symptom  formation 

In  regard  to  the  hypothesis  relating  object  loss  to 
symptom  formation,  it  should  be  made  explicit 
that  none  of  the  investigators  maintain  that 
separation  and  depression  are  the  cause  of  the 
physical  disorder;  rather,  it  is  the  belief  that  the 
emotional  state  is  one  of  the  conditions  which 
allows  the  disease  to  appear.  The  general  hy- 
pothesis is  that  the  psychic  state  may  contribute  to 
a number  of  disease  processes,  possibly  through  an 
increased  biologic  vulnerability.  The  possibility 
of  organ  weakness  playing  a determining  factor  in 
the  specificity  of  the  disorder  is  not  precluded. 

The  pathways  by  which  the  psychic  state  con- 
tributes to  or  is  expressed  in  specific  disorders  are 
not  yet  clearly  defined.  It  is  knowm  that  in  some 
instances  emotions  have  a direct  and  immediately 
activating  effect  on  an  organ  system,  for  example, 
the  role  of  anger  in  circulatory  changes.  Among 
the  physiologic  changes  similarly  occurring  in 
depression,  diminution  of  salivary  secretions  has 
been  noted  by  many  observers.  In  relation  to  the 
burning  mouth,  however,  the  significance  of  this 
finding  is  difficult  to  evaluate.  Salivation  studies 
on  comparison  groups  have  not  adequately  been 
controlled  for  such  factors  as  age,  sex,  diet,  state 
of  oral  hygiene,  previous  alimentation,  and  other 
relevant  variables.  Particularly  relevant  to  the 
burning  mouth  is  the  fact  that  the  complaint  oc- 
curs more  frequently  with  the  aged,  although  not 
exclusively  so,  as  was  once  thought  to  be  the  case. 
Moreover,  decreased  salivary  secretion  is  also  re- 
lated to  aging.  This  is  particularly  so  in  relation 
to  the  minor  salivary  glands.  Whatever  role  de- 
creased salivary  flow  or  altered  composition  may 
play  in  facilitating  the  development  of  the  symp- 
tom, however,  other  factors  also  operate,  since  evi- 
dence clearly  shows  that  the  burning  mouth  is  not 
the  inevitable  consequence  of  decreased  salivation. 
Similarly,  not  all  complaints  of  burning  mouth  are 
correlated  with  decreased  salivation. 

At  this  point,  it  appears  that  somatic  symptom 
formation  is  multidetermined  and  may  reflect 
many  of  the  same  mechanisms  as  operate  with 
psychoneurotic  symptoms.  In  relation  to  the 
burning  mouth,  the  symbolic  meaning  of  the 
symptom  seemed  obvious  in  some  cases  studied 
through  interview  or  clinical  records.  The  mouth 
is  commonly  regarded  as  an  instrument  of  attack. 


reflected  in  such  expressions  as  “sharp,”  “biting,” 
or  “cutting”  tongue.  The  role  of  burning  is  basic 
to  the  belief  in  hell  and  damnation  and  as  punish- 
ment for  guilt,  as  illustrated  in  the  Biblical  story 
of  burning  coal  placed  in  Isaiah’s  mouth  to  cleanse 
him  of  his  sins. 

Case  10.  A fifty-seven-year-old  widow  was  depressed 
over  the  death  of  her  mother  with  whom  she  had  lived 
and  from  whom  she  was  inseparable  for  many  years. 
She  developed  painful  burning  of  the  tongue  and  mouth 
the  morning  after  a violent  argument  with  her  sister 
about  the  disposition  of  her  mother’s  estate.  Although 
at  first  she  assumed  this  was  the  result  of  recent  painful 
dental  work,  the  burning  has  persisted.  She  now  attrib- 
utes tbe  onset  of  her  symptoms  to  her  violent  verbal 
attack  on  her  sister.  A year  ago  the  patient’s  husband 
was  accidently  killed  at  work  and  she  has  been  angry 
because  she  received  no  compensation.  She  was  overtly 
depressed  during  the  interview,  talked  considerably,  but 
stated  that  she  never  gets  angry. 

Another  case  is  reported  of  a fifty-three-y ear-old 
clergyman  whose  sermons  were  enjoyed  because  he 
spoke  of  “peace  and  tranquility”  rather  than  “fire 
and  brimstone.”  Shortly  before  the  onset  of  his  burn- 
ing sensation,  he  had  become  angry  with  a parishioner 
who  had  made  false  accusations  against  him.  One 
afternoon,  the  patient  became  consumed  with  rage 
and  threw  the  parishioner  from  his  porch.  Remorse- 
ful over  his  loss  of  temper,  he  became  dejected  on 
discovering  that  the  parishioner  was  suffering  from 
a brain  tumor.  On  projective  tests,  the  patient  showed 
denial  of  and  reaction  formation  against  strong  hostile 
impulses  as  well  as  much  guilt  about  them.^ 

In  some  instances,  the  burning  mouth  appeared 
to  reflect  identification  with  a family  member 
who  had  had  a similar  complaint: 

Case  7.  A sixty-nine-year-old  woman  complained 
of  soreness  and  burning  of  the  upper  and  lower  lips 
for  the  past  two  months,  and  also  of  indigestion,  pares- 
thesias, bodily  concerns,  and  insomnia.  Her  hus- 
band had  died  of  “cancer  of  the  mouth”  about  six 
years  before.  She  did  not  cry  or  mourn  at  that  time 
because  she  claimed  to  have  been  cautioned  not  to 
upset  herself  since  she  had  previously  had  a myocar- 
dial infarct.  Shortly  afterwards,  she  developed  mouth 
ulcers  which  did  not  heal  for  a long  time.  Although 
she  did  not  associate  her  burning  symptoms  with  her 
husband’s  illness,  the  relationship  seemed  apparent. 
She  now  cries  when  she  thinks  of  her  husband,  and, 
apparently  out  of  guilt,  visits  his  grave  as  often  as 
possible. 

Displacement  upwards  in  the  context  of  hys- 
terical conversion  reactions  sometimes  also  seemed 
obvious,  occurring  particularly  at  the  time  of  her 
menopause.  Freud in  his  classic  studies  on  hys- 
teria noted  that  “The  commonest  and  most  wide- 
spread human  pains  that  seem  to  be  most  often 
chosen  to  play  a part  in  hysteria  are,  in  particular, 
the  periosteal  and  neuralgic  pains  accompanying 
dental  disease  . . .” 
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Case  13.  A sixty-year-old  married  woman  who  de- 
scribes her  problem  as  a “burning  sensation  in  the  oral 
cavity  which  travels;  it  goes  to  the  chin  and  palate  at 
times,  and  lips,  also  the  tongue.”  She  indicated  that 
her  burning  began  nine  years  ago  with  the  end  of  her 
menstrual  cycle.  She  indicated  that  migraine  head- 
aches from  which  she  had  suffered  for  twenty-five 
years  disappeared  at  this  time  (“as  if  somebody  took 
a wand”).  These  had  previously  coincided  with  her 
menstrual  cycle.  During  the  interview  it  became 
obvious  that  she  was  concealing  her  true  age.  When 
told  that  her  report  would  be  kept  in  confidence,  she 
admitted  to  being  sixty.  She  stated  she  did  not  be- 
lieve the  burning  was  due  to  “nervousness”  but 
thought  it  might  be  of  neurologic  origin  since  her  “hot 
flashes”  still  continued  after  her  menopause. 

The  oral  cavity,  as  an  erogenous  area  and  a body 
orifice,  readily  becomes  a zone  of  displacement 
from  other  parts  of  the  body.  Psychoanalytic 
studies  and  investigations  of  dreams  indicate  that 
bleeding  from  the  oral  cavity  may  be  unconsciously 
experienced  as  menstruation,  abortion,  sexual 
invasion,  rape,  castration,  or  death. 

Case  2.  A forty-seven-year-old  man  complained  of 
burning  of  the  tongue,  initially  developed  along  with  a 
fungus  infection  which  was  treated  successfully.  An- 
ticipating his  father’s  death,  he  experienced  an  exacer- 
bation of  symptoms  shortly  before  his  father  died. 
Following  an  interview  in  which  he  cried  over  his 
father’s  death,  which  he  attributed  to  the  physi- 
cian’s carelessness,  he  reported  that  he  experi- 
enced five  weeks  of  relief  from  his  symptoms.  He  was 
referred  for  psychotherapy  because  of  his  depression. 
His  first  dream  in  psychotherapy  was  related  as  fol- 
lows: “My  wife  and  I were  invited  to  see  a painless 

execution.  A hammer  with  a long  pick-like  thing  on 
it  hit  a man  in  the  head.  He  collapsed,  smiling;  then 
he  started  screaming.  His  mouth — I mean,  tongue — 
kept  coming  out  of  his  mouth,  getting  longer  and  long- 
er.” He  stated  that  there  seemed  to  be  many  physical 
similarities  between  the  victim  and  himself.  He  sup- 
posed that  the  execution  followed  a trial  and  convic- 
tion for  murder.  A few  moments  later,  he  related  that 
he  did  not  feel  guilty  over  the  death  of  his  father  as  he 
had  taken  his  father  for  adequate  medical  care  preced- 
ing his  death.  Then  he  reported  how  as  a child  he  had 
wished  his  father  would  die. 

Management 

The  management  of  depressed  patients  with  a 
“burning  mouth”  presents  numerous  problems  for 
the  physician  and  dentist.  The  presenting  prob- 
lem may  be  confusing  since,  accompanying  this 
symptom,  there  may  be  other  symptoms  of  depres- 
sion such  as  anorexia,  constipation,  weight  loss, 
lassitude,  fatigue,  hypochondriasis,  and  multiple 
somatic  complaints.  The  history  of  loss  may 
easily  be  overlooked  unless  sought  after,  and  signs 
of  unresolved  grief  may  not  be  apparent.  Others 
have  noted  that  hypochondriacal  complaints  and 
psychosomatic  disorders  most  frequently  mask 
underlying  depression.'^ 

A patient  suffering  distress  may  coerce  the 


physician  or  dentist  into  zealous  or  excessive  treat-  ' 
ment.  One  report  has  noted  that  one  third  of  a 
group  of  patients  with  masked  depressions  had 
undergone  surgical  procedures,  with  some  patients 
having  had  as  many  as  four  operations.'"^  Once  the 
patient  has  been  introduced  to  a radical  form  of 
treatment,  he  cannot  be  easily  convinced  that 
simpler  methods  can  be  helpful.  Repeated  painful 
procedures  may  be  as  addictive  to  depressed  pa- 
tients as  narcotics  are  to  the  drug  addict.'®  Proce- 
dures which  are  financially  and  physically  painful 
reinforce  the  patient’s  unconscious  need  for  | 
punishment  to  relieve  guilt. 

Treatment  should  be  focused  on  the  total  indi- 
vidual rather  than  on  local  treatment  of  the 
mouth.'®  The  sensation  of  burning  is  a symptom 
and  not  a disease.  Frequently,  repressed  anger, 
which  is  typical  of  depression,  may  express  itself 
in  the  numerous  difficulties  the  patient  causes  his 
physician.  Whoever  is  treating  the  patient  should 
listen  diligently,  encouraging  verbal  expression  of 
fear,  and,  whenever  possible,  offer  simple  explana- 
tions. When  the  patient  is  emotionally  accessible, 
he  can  usually  be  assisted  in  seeing  the  secondary 
gain  of  his  illness.  Reassurance,  patience,  and 
tolerance  can  be  comforting  to  the  depressed  pa- 
tient. The  most  successful  interactions  with  pa- 
tients, referred  to  at  times  as  supportive  therapy, 
are  those  in  which  the  physician  accepts  his  paren- 
tal role  and  exploits  that  position  for  the  patient’s 
benefit. 

A recent  report  emphasized  the  “great  op- 
portunities which  exist  within  any  doctor-pa- 
tient relationship  for  bringing  relief  to  a depressed 
patient  by  making  his  angry  feelings  more  accept- 
able and  his  guilt  more  bearable,  and  by  tactfully 
reinforcing  his  self-esteem.”®" 

Our  preliminary  experience  has  been  that  anal- 
gesics and  narcotics  are  of  minimal  value  in  reduc- 
ing the  sensation  of  burning.  In  recent  years, 
pharmacotherapy  has  become  a popular  adjunct 
in  the  treatment  of  depression  and  is  effective  in 
60  to  70  per  cent  of  all  depressive  states.®'  Two 
classes  of  antidepressant  drugs,  the  monoamine 
oxidase  inhibitors  and  the  tricyclic,  imipramine- 
like  substances,  appear  to  be  equally  effective  in 
depression  but  have  side-effects;  also,  the  former 
have  many  incompatabilities  with  other  drugs. 

Our  experiences  in  treating  this  group  of  patients 
with  antidepressant  drugs  have  been  limited  and, 
to  date,  not  promising. 

Psychotherapy  of  depressed  patients  is  usually 
difficult  because  of  the  problem  in  establishing  and 
maintaining  contact.®®  Depressed  patients  with 
somatic  symptoms  present  additional  problems 
since  the  symptoms  usually  associated  with  severe 
depression  are  diminished.®® 

Recent  reports  have  emphasized  the  need  for 
adequate  expression  of  rage,  and  the  development 
of  an  awareness  of  underlying  dependency 
needs. ®‘‘“®" 
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Summary 

Chronic  orolingual  pain,  referred  to  commonly 
as  a burning  mouth,  is  a symptom  which  has  been 
described  in  the  scientific  literature  for  many 
years.  The  authors  further  investigated  the  hy- 
pothesis that  the  symptom  is  related  to  depression 
and  is  the  result  of  psychologic  stress  associated 
with  loss  and  separation.  Of  21  patients  studied 
by  clinical  interview,  81  per  cent  were  judged  to  be 
clinically  depressed.  The  remaining  19  per  cent 
showed  signs  reflecting  covert  but  nevertheless 
indicative  signs  of  depression.  The  implication  of 
these  results  is  that  psychologic  management  of 
the  depressed  state  is  a primary  requisite  for  suc- 
cessful treatment. 

722  West  168th  Street 
New  York.  New  York  10032 
(DR.  KUTSCHER) 
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Case  Reports 


RETROPERITONEAL 

TERATOMA 

Five-year  survival  in  adolescence 


MICHAEL  S.  MAMAKOS,  M.D..  F.A.C.S. 

Huntington,  New  York 
Associate  Surgeon,  Huntington  Hospital 

Teratoma,  a dermoid  cyst,  is  a true  tumor,  may  be 
benign  or  malignant,  and  is  exceedingly  rare.^ 
Teratomas  contain  multiple  tissues  of  a type  for- 
eign to  the  part.  Most  retroperitoneal  teratomas 
are  discovered  in  early  childhood  and  in  the  past 
were  reported  to  be  seen  slightly  more  frequently 
in  females. 2 Ovarian,  testicular,  and  anterior 
mediastinal  tumors  are  more  frequent  than  those 
in  the  retroperitoneal  region. 

A specimen,  resected  from  an  eighteen-year-old 
youth  and  the  subject  of  this  case  report,  has  been 
submitted  to  the  Armed  Forces  Institute  of  Pathol- 
ogy. The  Institute  documented  and  described 
the  specimen  as  a rare  example  of  a benign  retro- 
peritoneal teratoma  that  would  be  used  for  teach- 
ing purposes.  A review  of  688  cases  of  primary 
retroperitoneal  tumors  lists  17  teratomas  (16  ma- 
lignant) and  4 dermoids.^  Also  included  are  31 
“embryomas”  which  Willis^  considers  to  be  a 
synonym  for  malignant  teratoma.  Another  report 
describes  pancreatic  insufficiency  following  re- 
moval of  a retropancreatic  teratoma  in  an  eighteen- 
month-old  girl.'* 

Case  report 

An  eighteen-year-old  white  man  was  admitted 
to  the  hospital  on  May  30,  1964,  complaining  of 
abdominal  cramps  of  approximately  thirty-six  to 
forty-eight-hours’  duration,  accompanied  by  an- 
orexia and  inability  to  feel  comfortable  in  a sitting 
position.  There  was  no  diarrhea,  constipation,  or 
dysuria  nor  recent  history  of  chills,  fever,  or  upper 
respiratory  infection.  Childhood  illnesses  were 
not  contributory.  There  was  a question  of  rheu- 
matic fever  and  vague  abdominal  fullness  and  dis- 


comfort for  several  years.  The  patient  smoked 
half  a pack  of  cigarets  per  day.  The  patient  had  a 
brief  episode  of  bronchitis  one  year  before,  but  he 
was  taking  no  medications  at  the  time  of  admis- 
sion. No  history  of  surgical  procedures  or  allergies 
was  given. 

Physical  examination  revealed  an  alert,  cooper- 
ative young  man  who  appeared  to  be  most  comfort- 
able in  a semisitting  position.  Examination  of  the 
head  and  neck  showed  negative  findings;  the  chest 
revealed  an  increase  in  the  anteroposterior  di- 
ameter. The  lungs  were  clear,  and  the  heart  showed 
regular  sinus  rhythm.  The  abdomen  was  sym- 
metrical, slightly  distended,  with  tenderness 
throughout  and  apparently  referrable  to  the  right 
lower  quadrant.  There  was  no  definite  organ  or 
mass  that  could  be  palpated.  Percussion  of  the 
spine  did  not  reveal  any  costovertebral  tenderness. 
Examination  of  the  genitalia  showed  a circumcised 
male.  Rectal  examination  revealed  tenderness  on 
the  right  side.  No  edema  was  present  in  the  ex- 
tremities. Hemoglobin  and  hematocrit  levels  were 
normal.  White  blood  cell  count  was  16,600  with  69 
segmented  neutrophils,  14  stabs,  and  15  lympho- 
cytes. Urinalysis  showed  1 plus  albumin.  Urea 
nitrogen  levels  were  normal. 

The  patient  was  taken  to  the  operating  room, 
and  a preoperative  diagnosis  of  ruptured  appendix 
was  made.  Through  a longitudinal  incision  in  the 
right  lower  quadrant  muscle,  a large,  firm  cystic 
mass  was  found,  which  filled  the  entire  abdominal 
cavity  extending  from  the  diaphragm  into  the 
pelvic  inlet.  It  was  difficult  to  examine  because 
of  the  size  of  the  mass.  This  was  partially  evac- 
uated. Approximately  4,000  cc.  of  caseous-like 
fluid,  debris,  and  hair  were  removed,  and  a diag- 
nosis of  dermoid  cyst  (possibly  malignant)  was 
made.  The  cyst  was  drained  and  the  wound 
closed,  and  the  patient  returned  from  the  operat- 
ing room  for  elective  removal  of  this  large  mass. 

An  intravenous  pyelogram  revealed  lateral  dis- 
placement of  the  ureters  on  the  left  side.  Further 
x-ray  examination  with  iodized  oil  (Lipiodol)  into 
the  sac  through  the  drain  site  defined  the  limits 
of  the  mass.  The  teratoma  filled  the  entire  retro- 
peritoneal area  and  displaced  the  viscera  toward 
the  right  side  of  the  abdomen.  Four  days  later, 
with  the  patient  under  general  anesthesia,  the 
previous  paraumbilical  incision  on  the  right  side 
was  extended  superiorly  to  the  costal  margin  and 
interiorly  in  a muscle-retracting  incision.  The 
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FIGURE  2 Microscopic  sections  showing  (A)  glandular-like  tissue  and  (B)  squamous  epithelium. 


watermelon-size  mass,  which  during  the  previous 
exploration  procedure  had  been  reduced  by  ap- 
proximately 4 L.,  came  into  view.  It  w’as  freed 
from  the  skin  margin  where  a segment  had  been 
marsupialized,  but  the  sac  had  not  been  opened. 

The  mass  extended  from  beneath  the  diaphragm 
down  to  the  pelvic  inlet.  The  small  bowel  was 
displaced  to  the  right  side  of  the  abdominal  cavity. 
The  descending  and  transverse  colon  were  super- 
ficial and  adherent  to  the  mass.  By  careful,  sharp, 
and  blunt  dissection,  the  mass  was  delineated  and 
excised  without  opening  the  sac. 

The  blood  supply  arose  from  the  inferior  mesen- 
teric vessels.  The  field  was  dry  at  the  conclusion 
of  the  resection.  The  appendix  contained  several 
fecaliths  and  was  removed. 

The  patient  tolerated  the  operative  procedure, 
and  his  postoperative  convalescence  was  unevent- 
ful. After  twenty-four  hours  the  Foley  and  the 
ureteral  catheters,  which  were  inserted  preopera- 


tively,  were  removed,  and  he  voided  spontaneously. 
Bowel  sounds  returned  promptly,  and  he  was  dis- 
charged from  the  hospital  five  days  later.  The 
wounds  healed  per  primam,  and  he  remained  en- 
tirely asymptomatic. 

Six  months  later  the  patient  was  inducted  into 
the  Marine  Corps.  At  present,  five  years  later,  he 
is  living  and  well.  There  are  four  siblings,  two 
brothers  and  two  sisters,  who  are  also  in  good 
health  and  in  whom  abdominal  masses  have  never 
developed. 

Pathologic  report 

The  gross  specimen  at  surgery  was  cystic  and 
pink-white  in  color.  It  was  approximately  20  cm. 
in  length  and  16  cm.  in  width.  Four  L.  of  clear 
fluid  and  caseous  material  and  hair  were  removed 
to  facilitate  excision  of  the  teratoma.  The  major 
blood  supply  arose  from  the  inferior  mesenteric 
vessels.  Figure  1 shows  the  gross  fixed  and  tran- 
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sected  specimen.  Representative  microscopic 
sections  show  glandular-like  tissue  and  squamous 
epithelium  (Fig.  2).  There  was  no  evidence  of 
malignant  tissue  on  microscopic  examination. 

Comments 

Gradual  increase  of  the  abdominal  girth  and 
vague  gastrointestinal  symptoms  may  be  some  of 
the  clinical  features.  Although  proximity  to  the 
kidneys  or  displacement  of  the  ureters  was  often 
noted,  urinary  symptoms  were  not  the  initial  com- 
plaints. Radiographic  studies  of  the  abdomen  in 
a high  percentage  of  cases  reveal  calcifications, 
dental  structures,  and  bone  formation  in  a mass. 
Gastrointestinal  series,  barium  enemas,  or  intra- 
venous pyelograms  often  show  displacement  of  ab- 
dominal viscera. 

A recent  collective  review  of  the  literature  sub- 


Pneumonitis from  contaminated 
air  conditioner 

Experience  with  4 office  workers  exposed  to  air  from  a 
contaminated  central  air  conditioning  system  suggests 
that  hypersensitivity  pneumonitis  should  be  con- 
sidered in  cases  of  interstitial  pneumonitis  even  though 
there  is  no  history  of  contact  with  organic  dust.  These 
cases  are  reported  by  E.  F.  Banaszak,  M.D.,  W.  H. 
Thiede,  M.D.,  and  J.  N.  Fink,  M.D.  (New  England  J. 
Med.  283:  271  (Aug.  6)  1970).  Two  of  these  4 patients 
experienced  the  acute  form  of  hypersensitivity  pneu- 
monitis, with  intermittent  chills,  fever,  and  dyspnea. 
In  the  other  2 patients  the  disease  manifested  itself 
insidiously,  taking  the  form  of  progressive  dyspnea  with- 
out systemic  symptoms,  although  one  patient  had  a per- 


stantiated the  appearance  of  the  majority  of  retro- 
peritoneal teratomas  in  early  life  and  the  low  rate 
of  malignant  disease  (10  per  cent).^  Teratomas 
were  present  in  both  sexes  nearly  equally  in  this 
series. 

Five  years  following  resection  of  retroperitoneal 
tumor  our  patient  is  in  good  health. 
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sistent  nonproductive  cough.  Because  the  condition 
was  apparently  work-related,  with  improvement  in 
symptoms  over  weekends  and  vacations,  environmental 
study  included  examination  of  the  air  conditioning  sys- 
tem. It  was  found  contaminated  with  a thermophilic 
actinomycete  known  to  cause  a hypersensitivity 
pneumonitis  such  as  farmer’s  lung.  All  4 patients  ex- 
hibited high  serum  titers  of  rheumatic  factor  and  pre- 
cipitating antibodies  against  the  organism  (identified 
as  similar  to  Micropolyspora  faeni).  During  an 
asymptomatic  period  one  of  the  patients  who  had  had 
acute  manifestations  was  challenged  by  an  insuffla- 
tion of  a culture  extract;  all  symptoms  recurred.  All  4 
patients  recovered  on  steroid  treatment  and  avoidance 
of  exposure.  The  air  conditioning  system  was 
thoroughly  steam-cleaned.  . 
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NAIL  IN  EYE 


JACOB  GERSTENFELD,  M.D. 

Staten  Island.  New  York 

Assistant  m Ophthalmology,  Richmond  Memorial  Hospital 

Accidental  perforations  of  the  globe  may  occur  at 
any  point  and  frequently  damage  important 
structures  with  resulting  serious  impairment  of 
vision.  Surgical  trauma  is  made  at  a site  selected 
to  cause  the  least  damage. 

The  following  case  is  an  unusual  one,  in  which 
an  extensive  penetrating  injury  fortuitously  missed 
damaging  vital  structures. 

Case  report 

A seventeen-year-boy  was  struck  in  the  left  eye 
by  a nail  which  ricocheted  from  a board  he  was 


nailing  into  the  floor.  He  was  brought  to  the 
emergency  room  at  Richmond  Memorial  Hospital 
where  initial  examination  revealed  a 7.5-cm.  nail 
which  had  penetrated  the  globe  at  the  temporal 
limbus,  pierced  the  iris  and  equator  of  the  lens,  and 
finally  came  to  rest  with  its  tip  in  contact  with  the 
retina  (Fig.  lA).  Surgery  was  performed  that 
same  day,  and  the  nail  was  removed  with  a pro- 
lapse of  iris  but  not  of  vitreous.  The  prolapsed  iris 
was  excised,  the  wound  sutured,  a conjunctival 
flap  brought  over  the  wound,  and  penicillin  and 
chloramphenicol  (Chloromycetin)  injected  sub- 
conjunctivally. 

Postoperatively  the  eye  was  treated  with  topical 
atropine  and  chloramphenicol.  On  the  seventh 
postoperative  day,  the  patient  was  discharged  with 
a quiet  eye  (Fig.  IB).  The  rent  in  the  lens  capsule 
healed,  and  the  peripheral  cataract  remained 
localized.  Five  weeks  postoperatively,  the  visual 
acuity  was  20/20-2. 

Summary 

In  perforations  of  the  globe  surgical  trauma  is 
made  at  a site  selected  to  cause  the  least  damage, 
but  accidental  trauma  frequently  causes  serious 
damage  and  impairment  of  vision.  An  unusual 
case  is  described  in  which  a nail  perforated  the 
entire  eye  without  a serious  loss  of  vision. 

4303  Hylan  Boulevard 

Staten  Island,  New  York  10312 


FIGURE  1 . (A)  Preoperative  view  of  nail  in  eye.  (B)  Eye  seven  days  postoperatively. 
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cian  had  prescribed  the  solution  for  topical  appli- 
cation to  buccal  mucosal  blisters.  The  mother 
placed  the  mixture  in  the  refrigerator  next  to  a 
bottle  of  boiled  water  used  to  prepare  the  infant’s 
formula.  Several  hours  later,  the  father  acci- 
dently fed  the  child  210  ml.  of  the  boric  acid  solu- 
tion. The  baby  eagerly  drank  the  mixture  but 
vomited  within  an  hour  of  ingestion.  The  mistake 
was  noted  a short  time  later,  and  the  child  was 
rushed  to  a local  hospital. 

Physical  examination  on  admission  revealed  an 
alert,  playful  child  in  no  acute  distress.  The  skin 
was  mildly  erythematous  on  the  buttocks,  but  | 
there  were  no  definitive  skin  lesions.  The  rest  of 
the  physical  examination  showed  normal  findings. 

The  laboratory  data  during  the  hospital  period  ' 
and  after  discharge  are  listed  in  Table  I. 

Hospital  course.  On  July  15,  at  3:00  P.M.,  thirty 
minutes  after  admission,  the  patient  voided  35  ml. 
of  urine.  Intravenous  infusion  was  instituted  con- 
taining 5 per  cent  dextrose  and  water  with  50  mEq.  j 
sodium  chloride  and  20  mEq.  potassium  acetate  | 
per  liter.  At  4:00  P.M.  peritoneal  dialysis  was  | 
begun  with  400  ml.  of  5 per  cent  dextrose  and  water  > 
solution  containing  110  mEq.  sodium  chloride,  30  j 
mEq.  sodium  bicarbonate,  and  4 mEq.  potassium 
acetate  per  liter,  and  10  ml.  calcium  gluconate. 

A totd  of  400  cc.  dialysate  solution  was  removed 
at  6:00  P.M.  Turmeric  paper  test  results  on  the  !| 
first  urine  and  serum  specimens  and  on  samples  ’ 
taken  at  6:00  P.M.  were  positive.  Peritoneal  reac- 
tion showed  a positive  result. At  6:30  P.M.  300 
ml.  of  dialysate  fluid  were  instilled,  and  at  7:30  ^ 

P.M.  the  patient  vomited  20  ml.  of  material  which  '■ 
showed  positive  results  to  reagent  tablets  (Hema- 
test),  and  she  became  slightly  lethargic.  A total  of  [ 
150  ml.  of  dialysate  fluid  was  withdrawn  at  10:30 
P.M.  The  turmeric  paper  test  and  serum  results 
were  weakly  positive  and  urine  specimens  showed 
strongly  positive  findings.  At  il:00  P.M.  200  ml.  q 
of  dialysate  solution  were  instilled. 

On  July  16,  at  1:30  A.M.  235  cc.  of  dialysate 


TABLE  1.  Laboratory  determinations  on  patient  during  hospitalization  and  after  discharge 


July  15 

6:00 

P.M. 

Determination 

Admis- 

sion 

10:30 

P.M. 

1:30 

A.M. 

5:30  1:30 

A.M.  P.M. 

5:00 

P.M. 

July  21 

July  31 

Sodium  (mEq.  per  liter) 

136 

138 

140 

140 

140 

Chloride  (mEq.  per  liter) 

105.8 

104 

100 

98 

103 

Potassium  (mEq.  per  liter) 

5 

4.5 

5 

6 

4.5 

Carbon  dioxide  (mEq.  per  liter) 

19.7 

25.4 

22 

23.6 

Calcium  (mg.  per  100  ml.) 

10.7 

10.1 

Phosphorous  (mg.  per  100  ml.) 

4.6 

. 7.9 

Phosphatase  alkaline 
(Bessey-Lowry  units) 

3.4 

7.7 

5.3 

3.3 

Serum  urea  nitrogen 
(mg.  per  100  ml.) 

9 

18 

23 

26 

23 

10 

10 

10 

S.G.O.T.  (units) 

64 

56 

98 

54 

S.G.P.T.  (units) 

23 

50 

32 

19 

Glucose  (mg.  per  100  ml.) 

97 

100 

Hematocrit 

38 

38 

37 

37 

37 

Negative 

Urine,  protein 

1 plus 

1 plus 

1 plus 

2 plus 

2 plus 

1 plus 

Negative 

Negative 

Urine,  specific  gravity 

1.018 

1.016 

1.020 

1.018 

1.020 

1.016 

ASYMPTOMATIC 
BORIC  ACID 
INTOXICATION 

Value  of  peritoneal  dialysis 


GILBERT  IRA  MARTIN,  M.D. 

The  Bronx.  New  York 

Chief  Resident.  Pediatrics.  Montefiore  Hospital  and 

Medical  Center;  Assistant  Instructor,  Pediatrics,  Albert  Einstein 

College  of  Medicine 


Boric  acid,  once  used  widely  as  a mild  antiseptic, 
has  been  associated  with  severe  toxicity  and  even 
death  when  ingested  or  used  topically. Vomiting 
occurs  soon  after  ingestion,  and  often  it  is  difficult 
to  determine  whether  or  not  a toxic  dose  has  been 
administered.  The  question  of  treatment  arises  in 
dealing  with  an  asymptomatic  child  with  a vague 
history  of  toxic-level  ingestion.  The  following  re- 
port discusses  the  importance  of  early  initiation  of 
therapy  and  the  value  of  employing  peritoneal  di- 
alysis. 

Case  report 

A five-month-old  female  was  referred  to  this 
pediatric  service  seven  hours  after  ingesting  boric 
acid  solution  (8.7  Gm.  per  1,000  ml.).  Her  physi- 
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TABLE  II.  Boric  acid  concentrations  in  urine,  serum,  and 
peritoneal  fluid 

Specimens  Admis-  6:00  10:30  1:30 

(Mr.  per  100  Ml.)  sion  A.M.  I’.M.  A.M. 

Serum  12.6  12  12  3.78 

Urine  . . 72  46  ... 

Peritoneal  fluid*  . . 7.8  10.8  10.2 

(31.2)t  (21.6)  (20.1) 

* The  6:00  l*.M.  level  repreaente  fluid  which  remained  in  {leritoneal 
cavity  for  two  hours  and  10:30  P.M.  and  1:30  A.M.  levels  for  four  and 
six  hours,  respectively. 

t Parentheses  represent  actual  concentration  of  l>oric  acid  removed  in 
each  dialysate  specimen. 

fluid  were  withdrawn.  Turmeric  paper  test  results 
on  this  specimen  and  on  the  serum  were  negative, 
while  the  urine  still  showed  moderately  positive 
results.  At  this  point  urinary  output  began  to  de- 
crease, and  the  patient  was  placed  on  basal  fluid 
requirements  (30  ml.  per  kilogram  per  twenty-four 
hours  plus  urinary  output).  The  patient  was  still 
lethargic  at  5:30  A.M.  Urinary  output  was  3.5 
ml.  during  the  past  eight  hours.  This  sample 
showed  a specific  gravity  of  1.020.  At  1:30  P.M. 
the  patient  began  voiding  again.  Turmeric  paper 
test  result  on  the  urine  was  weakly  positive.  Intra- 
venous fluid  requirement  was  again  at  mainte- 
nance levels.  The  urinar\'  output  measured  at  5:00 
P.M.  was  good.  The  child  was  alert,  active,  and  in 
no  distress.  Turmeric  paper  test  result  on  the 
urine  was  negative. 

The  patient  recovered  completely  and  was  dis- 
charged three  days  later  to  be  followed  up  in  the 
outpatient  department. 

Methods 

The  concentration  of  boric  acid  in  the  serum, 
urine,  and  peritoneal  fluid  was  determined  by  the 
method  of  Smith  et  al.*  Qualitative  testing  was 
performed  by  the  turmeric  paper  test  technic. 
Peritoneal  dialysis  was  performed  using  a dispos- 
able number  20-gauge  needle  placed  alternately  in 
the  right  and  left  paravertebral  gutters.  The  pa- 
tient was  positioned  to  allow  adequate  withdrawal 
of  dialysate  fluid. 

Results 

The  amount  of  boric  acid  in  the  serum,  urine, 
and  peritoneal  fluid  is  shown  in  Table  II.  A total 
of  900  ml.  of  dialysate  fluid  was  instilled,  and  685 
ml.  were  withdrawn.  The  total  amount  of  boric 
acid  removed  by  peritoneal  dialysis  was  72.9  mg. 


Comments 

The  diagnosis  of  boric  acid  intoxication  can  be 
difficult  when  clinical  symptoms  are  minimal  and 
amount  ingested  is  unknown.  There  is  apparently 
no  lethal  dose  for  boric  acid,  and  studies  have 
shown  species  variability.  Symptoms  are  usually 
associated  with  blood  levels  of  from  5 to  7 mg.  per 
100  cc.  while  concentrations  above  50  mg.  per  100 
cc.  are  often  fatal. 

This  infant  ingested  approximately  2 Gm.  of 
boric  acid  and  vomited  an  unknown  amount. 
Vomiting,  diarrhea,  and  skin  manifestation  are  the 
most  common  symptoms  associated  with  boric 
acid  intoxication. The  skin  shows  generalized 
erythema,  followed  by  exfoliation  and  desquama- 
tion. Other  findings  include  hyperemic  mucous 
membranes,  convulsions,  irritability,  oliguria  or 
anuria,  and  even  circulatory  collapse  and  death. 
This  patient  had  no  definitive  skin  lesions  and  was 
not  irritable.  The  only  apparent  manifestations  of 
toxicity  included  vomiting,  lethargy,  and  transient 
oliguria. 

Since  the  qualitative  turmeric  paper  test  result 
was  not  available  on  admission  and  there  were  no 
clinical  signs  of  intoxication,  questions  arose  as  to 
proper  management.  Boric  acid  is  excreted 
slowly,  even  with  high  urinary  output,  and  pa- 
tients have  been  treated  with  exchange  transfu- 
sions, peritoneal  dialysis,  or  both  to  increase  the 
rate  of  borate  elimination. Since  boric  acid 
is  distributed  evenly  throughout  total  body  water, 
exchange  transfusion  may  not  be  adequate,  and 
peritoneal  dialysis  is  indicated.*’’”'  In  this  patient, 
the  concentration  of  boric  acid  in  the  serum  was 
12  mg.  per  100  cc.,  and  total  body  concentration  of 
boric  acid  can  be  calculated  as  follows: 

Total  body  water  = 0.65  X 6.1  Kg.  = 3.69L. 

Serum  boric  acid  = 12.6  mg.  per  100  cc.  = 

126  mg.  per  liter 

Total  body  boric  acid  = 3.69  X 127  = 491  mg. 

Employing  the  same  calculations,  the  levels  de- 
creased to  468  mg.  ten  hours  after  the  patient’s 
admission  and  to  118  mg.  sixteen  hours  after  ad- 
mission (Table  II).  Since  only  72  mg.  were  re- 
moved through  peritoneal  dialysis,  the  remainder 
was  eliminated  through  sweat,  feces,  and  urine. 

Conclusion 

Segar-  presents  3 patients  in  which  exchange 
transfusions  and  peritoneal  dialysis  were  em- 
ployed. He  used  large  volumes  of  dialysate  fluid 


TABLE  III.  Test  results  of  peritoneal  dialysis  fluid^ 

Boric  Acid  Removed ' 

Case  Boric  Acid  in  Blood  Volume  Introduced  (cc.)  (Mg.  per  100  Ml.)  Total  (.Gm.) 

Number  (Mg.  per  100  Ml.)  First  Day  Second  Day  First  Day  Second  Day  First  Day  Second  Day 

1 53.6  3,000  3,000  63  60.6  1.89  1.80 

2 27.8  3,250  2,750  48.8  22  1.58  0.61 

3 19.6  2,500  ...  4 ...  0.10 
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with  a continual  procedure.  His  data  reveal  that 
“four  hours  of  peritoneal  dialysis  will  remove  the 
same  amount  of  boric  acid  as  can  be  removed  by 
exchange  transfusion  (Table  III).”  His  third  pa- 
tient had  ingested  less  than  1 Gm.  of  boric  acid  and 
had  a serum  level  of  19.6  mg.  per  100  cc.  The 
dialysate  level  was  only  4 mg.  per  100  ml.,  but  in- 
stilling a volume  of  2,500  ml.  of  dialysis  fluid  en- 
abled the  withdrawal  of  100  mg.  of  boric  acid. 

In  this  patient,  quantitatively,  the  amount  of 
boric  acid  removed  was  not  great,  but  inter- 
mittent dialysis  was  performed,  and  all  the  fluid 
was  not  withdrawn.  If  larger  volumes  had  been  in- 
stilled, the  amount  of  boric  acid  removed  would 
have  been  greater.  Second,  the  amount  actually 
removed  may  have  been  adequate  to  prevent  severe 
renal  failure.  The  oliguria  experienced  and  the 
rising  level  of  serum  urea  nitrogen  were  transient 
and  mild. 

Therefore,  the  history  of  boric  acid  ingestion, 
even  without  clinical  symptoms,  justifies  initia- 
tion of  prompt  therapy.  If  the  turmeric  paper 
test  result  is  positive,  peritoneal  dialysis  should  be 
continued,  preferably  with  large  volumes  of  fluid. 


Cockroach  sensitivity  in 
asthmatic  children 

Of  181  children  subjected  to  sensitivity  tests  with 
cockroach  extract  in  various  dilutions,  54  children,  or 
30  per  cent,  showed  a positive  skin  response,  report  J. 
Mendoza,  M.D.,  and  R.  D.  Snyder,  M.D.  (Ann.  Allergy 
28:  1.59  (Apr.)  1970).  An  analysis  of  the  incidence  of 
positive  reactors  according  to  the  hospital  from  which  the 
case  material  was  drawn  showed  the  highest  incidence 
in  areas  populated  by  poor  people  where  housing  condi- 
tions are  generally  bad.  The  lowest  incidence  in  positive 
responses  in  asthmatic  children  came  from  those  drawn 


If  this  quantitative  test  result  is  negative,  therapy 
may  be  interrupted. 

Ill  East  210th  Street 
Bronx,  New  York  10467 
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from  private  practice.  It  was  the  clinical  impression 
of  the  authors  that  asthmatic  attacks  were  more  frequent 
and  severe  among  the  reactors  to  the  cockroach  extract, 
an  impression  based  on  the  number  of  emergency  room 
visits  and  hospital  admissions.  Whether  cockroach 
control  will  benefit  chronic  asthmatic  children  who  fail 
to  respond  to  control  of  other  environment  allergens  re- 
mains to  be  seen.  Attempting  hyposensitization  must 
be  considered,  since,  in  many  areas,  attempts  to  control 
this  particular  antigen  would  be  ineffective.  The  in- 
herent difficulty  of  controlling  cockroaches  is  com- 
pounded by  the  developing  resistance  of  these  hardy 
insects  to  modern  insecticides. 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  91.  There  is  regular  sinus  rhythm 
with  marked  prolongation  of  the  P-R  interval  to 
0.5  second.  The  diagnosis  is  first  degree  atrio- 
ventricular block. 

Question  92.  Strip  A shows  perfectly  regular 


QRS  activity  with  no  visible  atrial  activity.  The 
inverted  waves  between  each  QRS  could  represent 
atrial  activity,  but  it  would  be  impossible  from  a 
single  strip  to  be  certain  of  this.  Strip  B was  ob- 
tained following  the  use  of  intravenous  propranolol, 
which  slowed  atrioventricular  conduction.  It  is 
now  clear  that  there  are  flutter  waves  occurring 
between  each  QRS  complex,  and  the  rhythm  has 
converted  to  flutter  with  4:1  conduction.  The  top 
strip  was  2:1  flutter.  Propranolol  has  the  effect  of 
delaying  atrioventricular  conduction  but  often  does 
not  convert  flutter  to  sinus  rhythm. 
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COOPERATIVE 
STATEWIDE  PLANNING 
TO  IMPROVE 
CONTINUING  MEDICAL 
EDUCATION  SYSTEM 


Report  of  Exploratory  Meeting  on  Continuing 
Medical  Education,  Initiated  by  Continuing 
Medical  Education  Committee  of  the  Medical 
Society  of  the  State  of  New  York 

MARVIN  L.  BLOOM.  M.D..  Chairman 


Marvin  L.  Bloom,  M.D.:  Impelled  by  a cli- 

mate of  violent  social  change,  the  medical  profes- 
sion has  had  to  assert  its  ability  to  adapt. 

Beginning  as  a clumsy  phrase  to  encourage  at- 
tention to  postgraduate  activity,  continuing  medi- 
cal education  has  had  to  take  on  a less  casual  at- 
mosphere. It  might  have  been  a more  leisurely 
preoccupation,  but  the  pace  of  scientific  advance 
and  public  demands  must  be  answered. 

No  wonder  that  confusion  and  dissatisfaction 
have  been  rampant  in  continuing  education. 
Planning  has  been  fragmented,  with  too  many 
courses  from  too  many  sponsors,  lacking  relevant 
comprehensive  opportunities  for  any  single  physi- 
cian. 

A lack  of  focus  has  been  understandable  al- 
though unacceptable.  And  yet,  in  reasonable  per- 
spective, this  is  a very  new  and  formidably  diffi- 
cult area  for  medical  education,  demanding  multi- 
ple instant  solutions  for  a sophisticated  and  highly 
differentiated  profession. 

The  fundamental  objective  is  simple:  to  bring 
benefit  to  patient  care  through  continuing  medical 
education. 

Marvelous  methods  are  at  hand  to  expedite  the 
educational  process.  What  has  been  lacking  is  a 
workable  way  to  accomplish  effective  continuing 
education,  a method  that  measures  “effective- 
ness” by  its  impact  on  health  care. 

Invitational  Meeting,  held  Monday,  September  21,  1970,  at 
Hospital  for  Special  Surgery  Lecture  Hall,  New  York  City. 


Meanwhile,  bellicose  sounds  have  been  heard: 
threatening  lockstep  requirements,  recertification, 
and  punitive  measures  for  those  who  do  not  com- 
ply. No  advantage  to  education  or  to  the  care  of 
the  sick  would  emerge  from  such  measures.  But 
a great  new  power  would  be  born.  For  whoever 
controls  continuing  medical  education  could  con- 
trol both  clinical  and  academic  parts  of  the 
system. 

Stimulated  by  its  Committee  on  Continuing 
(Postgraduate)  Education,  the  MSSNY  (Medical 
Society  of  the  State  of  New  York)  invited  repre- 
sentatives of  four  other  groups  who  were  equally 
concerned.  These  five  were  identified  as  major 
statewide  participants  in  the  continuing  education 
process.  As  partners,  the  others  were  asked  to  join 
MSSNY  to  devise  a statewide  mechanism.  The 
five  would  be  the  professional  specialty  societies, 
the  medical  schools,  regional  medical  programs, 
the  New  York  State  Department  of  Health,  and 
MSSNY. 

A distinguished  member  of  the  MSSNY  Com- 
mittee, Robert  Patterson,  M.D.,  offered  the  facili- 
ties and  hospitality  of  the  Hospital  for  Special 
Surgery  where  the  meeting  was  held. 

Introductory  remarks 

Robert  L.  Patterson,  M.D.:  On  behalf  of  the 
staff  of  the  Hospital  for  Special  Surgery,  we  wel- 
come the  distinguished  MSSNY  Committee  on 
Continuing  (Postgraduate)  Education,  the  presi- 
dent of  our  Medical  Society,  the  Commissioner  of 
Health  of  the  State  of  New  York,  all  regional  medi- 
cal program  directors,  as  well  as  the  deans  of  our 
medical  schools. 

The  New  York  Society  for  the  Relief  of  the 
Ruptured  and  Crippled  maintains  the  Hospital 
for  Special  Surgery.  In  1939,  when  everyone  was 
tired  of  being  either  ruptured  or  crippled,  they 
changed  the  name  to  “Special  Surgery.”  We  do 
not  know  why  they  changed  it  to  “Special  Surgery” 
and  our  corporate  title  :s  still  “Ruptured  and 
Crippled.” 

It  is  most  appropriate  to  meet  here  at  the  Hospi- 
tal for  Special  Surgery  which  is  connected  with 
Cornell  University  Medical  School. 

The  first  residency  training  program  in  the 
United  States  was  started  here  on  May  1,  1887. 
Now  we  have  about  the  largest  program  in  ortho- 
pedics in  the  country.  There  are  32  accredited 
positions  for  men  who  have  had  four  years  of  col- 
lege, four  years  of  medical  school,  one  year  of  in- 
ternship, one  year  as  assistant  resident,  and  two 
years  of  the  Army  or  Service.  As  a result  they  have 
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had  twelve  years  from  the  time  of  college  gradua- 
tion before  they  come  to  us.  Our  program  lasts 
four  years,  therefore,  “Dr.  Bright  Man”  leaves  here 
after  sixteen  years  of  training,  and  I think  he  has 
been  fairly  well  educated.  We  have  203  beds; 
weekly  about  1,000  outpatients  with  rheumatic 
disease  and  orthopedic  problems  are  treated,  in- 
volving around  52,000  outpatient  visits  annually, 
plus  teaching  355  medical  students. 

It  gives  me  pleasure  to  introduce  the  first 
speaker.  Dr.  Walls,  president  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  whom  all  of  you 
know. 

Walter  S.  Walls,  M.D.:  After  physicians  have 
been  graduated,  I think  they  keep  up  with  the 
multitudinous  printed  things  which  come  to  their 
offices.  Many  physicians  have  very  conscien- 
tiously gone  to  conferences  and  have  taken  formal 
courses;  and  I think  that  any  physicians  who  are 
active  on  staffs  of  teaching  hospitals  keep  up  with 
their  continuing  education. 

However,  there  is  a group  of  “untouchables,” 
and  I believe  this  causes  particular  concern.  There 
are  physicians  who  don’t  read;  there  are  those  who 
don’t  go  to  conferences;  and  there  are  a good  many 
other  physicians,  particularly  in  New  York  City, 
who  have  no  hospital  connections  and  are  not  in- 
volved in  any  sort  of  a teaching  situation. 

This  brings  us  to  the  problem  of  evaluating  the 
quality  of  medicine,  and  this  is  the  crux  of  the 
matter.  I think  the  difficulty  comes  from  trying  to 
set  up  arbitrary  standards.  Any  arbitrary  stan- 
dards are  strongly  resisted  by  the  medical  profes- 
sion as  secondary  licensure,  and  this  is  a hurdle  we 
must  get  over.  Norman  Moore,  M.D.,  could  tell 
you,  better  than  I,  the  experience  the  State  Medi- 
cal Society  had  several  years  ago  after  the  Medi- 
caid program  came  into  effect,  and  Hollis  In- 
graham, M.D.,  was  supposed  to  come  out  with 
quality  guidelines.  The  Medical  Society  offered 
ways  of  helping  physicians  get  educational  credits 
to  qualify  for  the  Medicaid  service.  We  were  ac- 
cused immediately  of  recommending  a system  for 
secondary  licensure. 

We  have  got  to  find  some  way  of  getting  even  the 
recalcitrant  minority  of  physicians  to  want  contin- 
uing education.  Indeed,  at  the  last  meeting  of 
the  MSSNY  House  of  Delegates,  there  was  a firm 
stand  against  any  type  of  government  mandate  or 
so-called  secondary  licensure. 

Now,  I notice  that  this  conference  has  six  main 
points,  reading  from  the  original  agenda:  (1)  What 
could  be  considered  to  be  effective  continuing 
medical  education?  (2)  Who  could  provide  con- 
tinuing medical  education?  (3)  What  groups  could 
contribute,  that  is,  the  Medical  Society  of  the 
State  of  New  York,  State  of  New  York  Department 
of  Health,  medical  schools,  regional  medical  pro- 
grams, professional  specialty  societies,  and  so  on? 
(4)  How  should  continuing  medical  education  be 
monitored,  that  is,  measurement  and  regulation? 


(5)  How  could  physicians  best  be  motivated?  (6) 
Would  a statewide  coordinative,  collaborative 
council  be  helpful  and  possible?  I believe  most 
of  these  can  be  answered  today  in  a rather  accept- 
able manner.  However,  two  of  them  concern  me. 
One  is  monitoring  continuing  education.  I think 
this  is  going  to  take  some  doing.  The  other  one  is 
motivating  physicians,  and  this  is  going  to  be  very 
challenging. 

I think  that  the  general  practitioners  and  the 
internists  must  be  congratulated  on  the  programs 
they  have.  The  general  practitioners,  in  particu- 
lar, insist  that  everybody  in  their  society  complete 
a minimum  number  of  hours  of  education  to  re- 
main in  good  standing  during  the  year.  I don’t 
know  that  the  other  groups  are  anywhere  near  this. 
The  AMA  has  made  a move  in  this  direction  by 
giving  a certificate  for  accomplishment  of  annual 
continuing  education. 

In  conclusion,  all  I want  to  say  is  that  I think 
compulsion  ought  to  be  a last-ditch  choice.  It 
may  be  that  you  are  going  to  have  to  come  to  com- 
pulsion, and  compulsion  may  be  in  the  form  of 
“You  don’t  get  paid  if  you  don’t  do  it”  and  things 
of  that  sort.  But  if  we  could  motivate  the  resistant 
minority  in  the  profession  to  participate  seriously 
in  continuing  education,  we  would  achieve  a better 
solution. 

Hollis  S.  Ingraham,  M.D.:  Speaking  for  the 

State  of  New  York  Department  of  Health,  I can  say 
that  I think  all  of  us  are  more  optimistic  at  the 
moment  over  the  promise  for  continuing  medical 
education  than  we  have  been  any  time  since  Medi- 
caid started. 

This  meeting  really  is  a start  in  the  development 
of  improved  medical  and  health  care  in  the  State. 
I think  all  of  us  agree  that  we  expect  a great  deal 
from  this  conference.  I want  to  applaud  the  State 
Medical  Society  for  its  initiative  in  organizing  this 
meeting.  The  Society  has  made  it  possible  for  us 
to  gather  in  one  spot  and  talk  about  the  very  criti- 
cal question  of  how  we  can,  better  and  together, 
coordinate  all  of  our  efforts. 

It  seems  coincidental  that  just  two  weeks  ago  the 
Journal  of  the  AMA  devoted  many  pages  to  a num- 
ber of  reports  delivered  before  the  February  Con- 
gress on  Medical  Education  in  Chicago  which  dealt 
with  very  much  what  we  are  talking  about  today. 
Whatever  the  case,  some  of  the  ideas  in  the 
J.A.M.A.  seem  particularly  appropriate  to  today’s 
agenda. 

In  some  introductory  remarks  to  his  discussion 
of  the  experimental  form  of  personal  evaluation, 
Hugh  T.  Carmichael,  M.D.,  hit  on  the  crux  of  the 
continuing  medical  education  problem  that  con- 
fronts all  the  37,000  or  more  physicians  in  this 
State.  I don’t  think  it  is  entirely  new,  but  it  is 
worth  repeating.  I think  we  would  all  agree  to  it. 
“So  challenging  is  the  information  explosion  in 
medicine  and  the  advent  of  the  newest  technolo- 
gies that  it  is  said,  with  some  justice,  that  the  ‘half- 
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life’  of  a physician’s  knowledge  and  skill  is  now 
about  ten  years.”  1 think  we  might  argue  over  the 
half-time,  as  differing  in  various  specialties,  but 
the  general  thrust  of  the  statement  is  one  we  could 
agree  with.  All  of  us  are  ever  more  acutely  aware 
of  our  need  to  broaden  our  knowledge  by  every 
means  and  every  opportunity  to  be  found.  This 
awareness  is  rather  spectacularly  reflected  by  the 
fact  that  last  year  alone  there  were  no  fewer  than 
1,200  separate  education  s?essions,  attended  by 
many  thousands  of  New  York  State  physicians. 
Most  of  us  are  asking  for  even  more  opportunities 
to  learn  what  we  believe  we  must  know  to  keep 
abreast  of  developments  in  our  own  particular 
fields. 

The  second  particularly  striking  thought,  con- 
tained in  the  same  issue  of  the  J A M. A.,  was  a 
discussion  of  the  question  of  mandatory  continu- 
ing education,  written  by  Clement  R.  Brown,  M.D., 
and  Henry  S.  M.  Uhl,  M.D.  They  defined  the 
central  problem  of  postgraduate  medical  education 
as  that  of  relating  learning  directly  to  patient  care. 
They  advanced  the  idea  to  supplant  traditional 
continuing  education  by  pursuing  two  principal 
kinds  of  programs.  One  would  identify  specific 
deficiencies  in  patient  care  and  create  programs 
to  correct  them.  The  second  would  establish  a 
communication  network  for  consultation  between 
the  family  physician  and  an  appropriate  specialist. 
The  authors’  central  theme  is  that,  if  indeed  con- 
tinuing medical  education  would  be  related  direct- 
ly to  patient  care,  this  “immediately  suggests 
that  the  locus  for  programs  of  continuing  medical 
education  ideally  should  be  any  place  where  a 
physician  encounters  a patient  who  presents  a 
problem  the  physician  has  difficulty  in  solving, 
whether  in  the  hospital,  the  physician’s  office,  or 
the  patient’s  home.” 

We  may  be  a few  years  removed  from  an  ideal 
world  in  which  all  of  us  can  have  instant  electronic 
access  to  the  information  we  need  to  solve  a partic- 
ular problem.  But  we  are  very  close,  in  this  meet- 
ing today,  to  better  delivery  of  the  kinds  of  medical 
education  we  need. 

Before  this  day  is  over,  I have  high  hopes  that  we 
will  have  a real  working  basis  for  statewide  coor- 
dination. The  State  of  New  York  Department  of 
Health  is  more  than  willing.  We  are  eager  to  work 
with  all  the  interested  groups  represented  today  in 
this  critical  test.  To  us,  the  ideal  world  of  con- 
tinuing medical  education  would  have  guidelines 
and  methods  agreeable  to  all:  the  Department, 
the  State  Society,  medical  schools,  regional  medi- 
cal programs,  community  and  teaching  hospitals, 
the  AMA,  all  professional  societies,  and  academies. 
Of  course,  the  motivation  in  improving  continuing 
education  would  be  to  improve  medical  care. 

I think  we  have  a major  task  here  today,  and  I 
don’t  want  to  delay  Dr.  Bloom  from  outlining  the 
specific  objectives  of  this  conference.  I would 
like  to  comment  about  what  Dr.  Walls  said,  about 


our  high  hopes  that  in  Medicaid  we  would  have  a 
means  of  pushing  very  hard  for  more  education  for 
more  physicians.  Hopefully,  we  set  out  to  arrange 
that  every  physician  would  have  a hospital  connec- 
tion. I think  that  is  still  a very  valid  objective  and 
one  which  we  will  attain.  The  objective  of  the  De- 
partment of  Health  is  to  do  what  we  can  to  improve 
the  system  for  continuing  education  in  this  State. 

Marvin  Bloom,  M.D.:  Our  committee  has  de- 
bated the  design  of  this  meeting  for  many  months. 
Five  major  groups,  involved  in  continuing  educa- 
tion, were  identified  and  invited.  In  describing 
what  we  would  like  to  accomplish,  we  recognize 
that  continuing  medical  education  is  going  to  grow 
in  importance  very  steeply,  because  it  is  increas- 
ingly held  responsible  for  the  quality  of  health 
care. 

At  present,  we  have  a nonsystem  to  which  each 
of  the  five  major  participant  groups,  enumerated 
by  Dr.  Ingraham,  contributes  what  it  can.  By 
calling  the  meeting  today,  the  MSSNY  hopes  to 
inaugurate  an  operative  statewide  approach,  en- 
listing cooperation  from  the  major  participants. 

What  is  proposed  is  that  you  consider  working 
together  to  provide  statewide  guidance,  asking 
each  physician  to  relate  to  a learning-resource 
center  in  a regional  hospital.  Each  hospital  would 
interrelate  in  a statewide  network,  providing  focus 
centrally  in  a New  York  State  council  or  academy. 
The  guts  of  the  system  would  be  in  the  hospitals. 
Centrally,  there  would  be  an  advisory  body,  an 
academy  or  council,  composed  of  representatives 
from  the  five  major  participants,  serving  to  link 
hospital  postgraduate  centers,  assisting  communi- 
cation, offering  statewide  program  planning, 
identifying  and  publishing  recommended  annual 
curricula  to  guide  study,  and  monitoring  and  eval- 
uating progress.  Curricular  guidance  would  be  a 
major  innovation.  It  would  offer  a sound  basis  for 
evaluation  and  a stimulant  to  productive  study. 
With  statewide  groups  interacting,  it  would  be 
possible  to  identify  such  differentiated  curricula 
for  the  first  time  and  to  offer  each  kind  of  physician 
and  major  specialty  an  annual  peer  judgment 
about  what  should  be  studied. 

Today,  we  hope  to  identify  what  we  mean  by 
“continuing  education,”  to  examine  motivation,  to 
consider  acceptable  structure  for  a statewide  sys- 
tem, to  debate  the  possibility  of  starting  a New 
York  State  council  or  academy  of  medical  educa- 
tion, to  recommend  how  each  physician  could 
identify  with  a postgraduate  center,  to  suggest 
how  local  postgraduate  centers  would  operate  their 
learning  resource  facilities,  and  to  hear  ideas  about 
how  major  participant  groups  might  interrelate. 

Definition 

Franklyn  B.  Amos,  M.D.:  I believe  that  your 
planning  committee  has  quite  appropriately 
started  off  with  the  question  of  definition  because 
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it  seems  necessary  to  decide  what  it  is  we  are  talk- 
ing about.  I,  personally,  have  been  involved  in 
continuing  education  for  many  years,  and  I find 
that  practically  everybody  with  whom  I talk  has  a 
little  different  idea  of  what  he  means  when  he 
says  continuing  education.  One  of  the  members 
of  the  committee.  Dr.  Page,  physician-in-chief  at 
Imogene  Bassett  Hospital  in  Cooperstown,  has 
undertaken  to  give  us  a definition.  Hopefully,  we 
shall  come  to  agree  and  then  proceed  forward  from 
that  point. 

Malcolm  I.  Page,  M.D.:  The  keynote  of 

today’s  meeting  appears  to  be  relevance.  In  the 
context  and  spirit  of  the  day,  I think  those  of  us 
concerned  with  continuing  medical  education  can 
justly  charge  that  attempts  to  provide  post- 
graduate education  thus  far  have  not  been  relevant 
to  clinical  practice. 

Continuing  medical  education  must  have  as  its 
objective  the  upgrading  of  the  quality  of  the  medi- 
cal care  delivered  to  our  entire  populace.  The 
attainment  of  superior  scholarship  and  the 
achievement  of  new  research  knowledge  should  be 
objectives  elsewhere  in  medical  education. 

Too  often  in  the  past,  continuing  medical  ed- 
ucation has  served  the  latter  two  objectives.  I 
think,  for  instance,  of  the  harried  professor  of 
medicine  who  traps  a member  of  the  faculty  in  the 
hall,  persuading  him  to  present  recent  work  on  the 
molecular  structure  of  “hemoglobin  ZZ”  at  the 
next  postgraduate  teaching  day.  Of  course  the  re- 
searcher could  easily  talk  for  ninety  minutes  or  so 
on  his  favorite  subject  without  any  preparation. 
He  even  has  slides,  presented  at  recent  federation 
meetings.  I don’t  mean  to  negate  the  importance 
of  the  molecular  configuration  of  hemoglobin,  but 
I do  think  we  should  place  its  relevance  to  current 
medical  practice  in  proper  perspective.  For  con- 
tinuing medical  education  to  be  effective,  it  must 
be  tailored  to  the  needs  of  the  recipients.  The 
molecular  configuration  of  “hemoglobin  ZZ”  might 
be  pertinent  to  hematology  consultants  and  a 
complete  bore  to  primary  physicians.  Too  often 
our  current  “teaching  days”  are  advertised  to 
primary  physicians  as  well  as  specialists,  with  the 
net  result  that  neither  group  gets  what  it  expected 
or  needed. 

We  must  clearly  define  objectives.  This  defini- 
tion could  be  complete  only  if  it  would  specify  the 
group  for  whom  it  is  intended.  An  effective  teach- 
er must  know  and  understand  the  problems,  goals, 
and  limitations  of  his  audience.  He  must  design 
his  teaching  accordingly. 

Effective  teaching  most  often  happens  in  small 
groups,  having  meaningful  interchange  between 
individuals  with  common  problems  and  objectives. 
We  learned  long  ago  that  bedside  teaching,  coupled 
with  individual  responsibility  for  patient  care,  was 
far  more  effective  than  purely  didactic  instruction. 
We  seem  not  to  acknowledge  this  in  postgraduate 
education  in  which  lectures  have  been  used  as  the 


main  format  almost  exclusively.  If  we  are  to  up- 
grade the  quality  of  medical  care  across  our  State, 
it  appears  to  me  that  practitioners  must  have  op- 
portunities to  learn  by  doing  rather  than  by  read- 
ing, listening,  or  watching. 

Skills  required  for  liver  biopsy,  placement  of  a 
transvenous  electrode,  or  insertion  of  a vascular 
graft  would  be  achieved  only  by  actual  practice. 
Such  skills  would  best  be  gained  under  the  super- 
vision and  instruction  of  experienced  clinicians. 

I don’t  believe  that  anyone  seriously  believes  that 
the  manual  skills  of  a clinician  should  be  limited 
to  those  acquired  during  his  period  of  house  officer 
training.  Continuing  education  should  provide 
opportunity  for  physicians  to  acquire  new  skills. 
Our  major  centers  should  train  experienced  physi- 
cians in  newly  developed  technics  for  periods  of 
several  days  to  several  weeks.  The  organization 
and  administration  of  such  a training  program  is 
both  complex  and  time  consuming.  Unless  incor- 
porated somehow  in  the  routine  of  a teaching  ser- 
vice, it  would  be  disruptive  and  ineffective  as  a 
method  of  postgraduate  instruction. 

Postgraduate  medical  teaching  requires  a major 
commitment  of  professional  time.  It  must  be 
carefully  prepared  for  specific  groups.  There  must 
be  a careful  identification  of  pedagogy  and  of 
teachers.  Obviously,  not  all  practicing  physicians 
need  to  do  renal  biopsies,  and  not  all  need  to  know 
the  molecular  structure  of  “hemoglobin  ZZ.” 

Some  concept  of  a postgraduate  curriculum  for 
physicians  must  be  developed.  Such  a curriculum 
could  be  designed  best  after  considering  physi- 
cians’ needs  and  consulting  all  relevant  informa- 
tion sources.  There  are  many  fine  institutions 
and  hospitals  throughout  our  State  with  viable 
educational  programs.  Many  physicians  have  ac- 
cepted continuing  education  as  a way  of  life.  How- 
ever, there  are  many  who  have  not;  and  for  varying 
reasons  of  geography,  overwork,  or  disinterest, 
many  become  cut  off  from  the  main  medical 
stream.  New  ways  to  reach  physicians  should  be 
provided. 

I do  not  have  the  immediate  answers  as  to  how 
this  could  be  done.  But  I do  know  that  if  the  qual- 
ity of  medical  care  is  to  be  upgraded,  postgraduate 
education  must  be  relevant  to  clinical  practice, 
especially  designed  for  specific  audiences,  and 
integrated  into  our  total  educational  system. 

J.  Frederick  Eagle,  M.D.:  I think  that  the 

presentation  on  the  definition  just  given  is  a very 
good  one.  The  most  important  aspect  is  relevance, 
and  when  we  are  talking  about  relevance,  what  we 
really  mean  is  that  the  physician,  ideally,  should 
be  educated  with  reference  to  his  own  patients. 

Probably,  the  consultation  is  the  greatest  form  of 
continuing  medical  education  today.  There  is  the 
difficulty,  particularly  in  isolated  areas  and  com- 
munities, that  comprehensive  consultation  services 
may  not  be  available.  A few  physicians  may  talk 
to  each  other  about  problems,  but  they  run  out  of 


1 850  New  York  State  Journal  of  Medicine  / August  1 , 1971 


the  ability  to  be  of  significant  mutual  help  after  a 
certain  period  of  time. 

I think  that  a communications  network  among 
hospitals  might  facilitate  the  use  of  distant  con- 
sultants by  providing  audiovisual  contact  with 
both  physicians  and  patients.  There  have  been 
successful  pilot  programs  of  this  kind  in  various 
parts  of  the  State. 

Another  important  obligation  of  planners  would 
be  to  provide  opportunities  for  physicians  to  come 
back  into  tbe  teaching  hospital  or  the  medical 
center  for  limited  periods  of  time  and  to  assume 
clinical  responsibilities.  I think  a teaching  pro- 
gram without  direct  patient-care  responsibility 
tends  to  lose  significance. 

Comment 

Rutledge  W.  Howard,  M.D.:  I am  very  pleased 
to  hear  reiterated  that  the  relationship  of  education 
to  clinical  care  is  very  important  and  that  orga- 
nized medicine  should  give  postgraduate  credits  for 
consultations.  One  of  my  main  efforts  in  the 
AMA,  personally,  has  been  to  try  to  bring  this  to 
the  attention  of  our  two  committees  on  continuing 
medical  education.  I am  an  ex-New  York  country 
physician,  and  100  miles  out  on  Long  Island  might 
as  w'ell  have  been  1,000  miles.  Consultations  were 
our  main  input  for  information. 

Charles  D.  Sherman,  M.D.:  Regarding  a 

definition,  my  particular  prejudice  is  to  follow 
thfs  thinking:  Knowledge  or  information  which 

isn’t  used  does  not  help  society  and  in  the  medical 
field  does  not  help  the  patient.  Therefore,  I like 
the  definition  of  the  behavioral  scientist:  “That 
education  is  the  increment  of  knowledge  that  alters 
behavior.”  I think  this  is  what  we  are  really  aim- 
ing for.  You  can  go  to  a course;  but  if  it  doesn’t 
result  in  changing  what  you  do,  then  we  really 
haven’t  helped  the  patient  very  much. 

I.  J.  Brightman,  M.D.:  On  the  question  of 

relevance,  how  do  we  determine  the  relevant  sub- 
ject to  be  taught  and  evaluate  whether  it  really  was 
relevant  after  it  has  been  taught?  I am  thinking 
particularly  of  numerous  surveys  conducted 
throughout  the  country  on  what  a physician  really 
wants.  The  important  thing  may  be  whether  a 
postgraduate  program  did  the  physicians  “some 
good,”  not  whether  they  “liked  it.”  Many  of  these 
psychologic  questionnaires  ask  after  a course: 
“Did  you  enjoy  the  course”  or  “Did  you  get  some- 
thing out  of  it?”  What  is  the  best  way  to  deter- 
mine relevance  before  and  afterward? 

Dr.  Page:  I have  two  thoughts  in  regard  to  that 
question,  Dr.  Brightman,  although  I can’t  answer  it 
completely.  In  regard  to  determining  relevance, 
I think  we  should  consult  target  groups  of  physi- 
cians. They  could  tell  us  something  about  what 
they  really  need  to  know,  what  they  need  in  prac- 
tice, what  areas  are  perplexing  them,  and  where 
they  believe  they  cannot  achieve  what  they  would 
like.  We  need  trained  teachers  and  trained  ed- 


ucators to  evaluate  the  input  from  the  practicing 
physicians  about  what  they  need  and  some  evalua- 
tion and  planning  for  what  and  how  it  could  be 
presented.  The  final  point  of  evaluating  whether 
you  have  achieved  and  really  taught  anything,  of 
course,  is  a difficult  subject.  I agree  with  Dr. 
Sherman’s  observation  that  the  objective  is  to 
alter  behavior  and  bring  about  a better  method  of 
practice. 

Dr.  Amos:  Neither  my  worst  fears  nor  my  fond- 
est hopes  for  this  meeting  are  being  realized.  I 
think  we  are  talking  about  things  other  than  just 
continuing  education  definition  and  acceptable 
criteria.  I would  like  to  confine  the  discussion  to 
these  two  areas. 

William  C.  Felch,  M.D.:  One  of  the  things 

that  has  to  be  considered  is  the  dimension  of  time 
as  it  relates  to  new  information  versus  old  informa- 
tion. It  happens  in  practice  that  physicians  get 
into  habit  patterns,  dealing  with  clinical  situations 
in  a grooved  way.  One  function  of  education 
should  be  to  re-examine  their  habit  patterns  to 
determine  whether  newer  methods  might  change 
those  patterns.  Therefore,  I think  your  defini- 
tion should  include  modification  of  old  information 
as  well  as  the  addition  of  new  information. 

G.  Solomon  Hershey,  M.D.:  I get  the  impres- 

sion that  we  are  talking  about  educating  a phy- 
sician who  has  had  a hospital  affiliation  without 
educational  significance  or  has  no  hospital  affilia- 
tion. This,  to  me,  means  the  physician  who  is  in 
family  practice.  If  we  are  to  start  with  definitions, 
I would  simply  ask  the  question,  “Are  we  defining 
continuing  education  as  virtually  limited  to  the 
man  in  family  practice,  or  are  we  taking  into  con- 
sideration the  specialties?” 

One  of  the  problems  of  acceptable  criteria  is  tbe 
very  broad  and  very  different  types  of  needs  for  ed- 
ucation. We  have  been  thinking  mainly  that  tbe 
practicing  physician  out  in  the  “sticks”  is  the  one 
who  needs  education.  But  for  what  he  does,  the 
senior  surgeon  in  a major  hospital  needs  continuing 
education  just  as  much  as  the  practicing  physi- 
cian of  a rural  area.  This  is  why  we  have  been 
pushing,  in  our  local  medical  continuing  education 
committee  for  some  years,  the  real  value  of  a teach- 
ing consultation.  A consultation  has  at  least  two 
functions:  service  and  teaching.  About  95  per 

cent  of  present-day  consultations  are  concerned 
primarily  with  the  service  function.  We  need  to 
preserve  this  trend  and  perhaps  even  develop  a 
corps  of  teaching  consultants  who  would  furnish 
not  only  a service  but  a teaching  function  as  well, 
and  then  give  credit  for  that  kind  of  experience. 
We  hope  that  the  AMA  will  accept  this  kind  of 
thing,  and  we  hope  also  that  the  AMA  will  let  our 
New  York  State  group  have  some  role  in  defining 
what  would  be  acceptable  as  criteria  for  continuing 
education. 

Dr.  Amos:  I would  like  to  highlight  one  other 
point  in  connection  with  definition  and  acceptable 
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criteria  by  referring  to  Dr.  Ingraham’s  comments 
that  the  education  of  a physician  has  “a  half-life 
of  ten  years.”  In  different  words,  this  means  that 
continuing  education  is  a lifelong  activity  and  not 
either  a short-term  or  a spotty  type  of  concern. 

Motivation 

Dr.  Sherman:  Just  as  Dr.  Amos  intimated 

earlier,  each  topic  interrelates  with  all  other  topics 
so  broadly  that  it  is  hard  to  keep  your  comments  in 
one  small  area,  and  probably  that  is  just  as  well 
because  the  interrelationship  of  all  these  things  is 
expected. 

Regarding  motivation,  we  hope  that  we  accept 
medical  students  who  are  of  such  quality  that  they 
will  be  continually  self-motivated  to  continue  their 
own  education.  During  the  time  that  we  have 
them  closely  with  us,  we  must  insist  that  they  de- 
velop these  attitudes  of  self-motivation  for  con- 
tinuing education.  To  a major  extent,  this  re- 
quires self-education.  We  must  insist  that  they 
utilize  all  things  they  can  find  and  think  of  to  help 
the  patient.  This  again  requires  that  they  think 
very  carefully  of  all  the  resources  available  for 
self-education  in  the  interest  of  the  patient. 

Once  men  have  been  graduated  from  medical 
school,  it  would  be  nice  if  there  was  some  way  we 
could  utilize  the  forces  of  community  pressure  on 
the  medical  profession  to  accomplish  the  same 
things  we  try  to  impress  on  them  as  medical  stu- 
dents. It  would  be  nice  also  if  we  could  use  what 
the  motivational  researchers  have  learned  about 
influencing  attitudes  and  approaches. 

Among  the  motivations  that  we  recognize  is  the 
prestige  derived  from  continuing  education.  This 
has  been  increased  with  the  development  of  the 
specialty  boards,  the  specialty  societies,  and  certi- 
fication for  continuing  education  by  the  AAGP 
(American  Academy  for  General  Practice)  and  by 
the  American  Medical  Association.  These  kinds 
of  prestige-oriented  programs,  I think,  have  some 
validity,  and,  particularly  in  the  specialty  boards, 
they  have  resulted  in  a much  higher  quality  of 
medical  care  being  rendered  than  was  the  case  a 
century  ago.  There  are  other  reasons  for  this,  of 
course.  There  are  various  other  ways  and  means  to 
increase  the  prestige  aspect  of  continuing  educa- 
tion, but  I,  personally,  am  not  very  enthusiastic 
about  this  part  of  motivation  as  being  highly  sig- 
nificant. It  has  helped  and  will  continue  to  help. 
All  of  you  know  that  you  can  get  a thousand  certif- 
icates to  hang  on  your  wall  if  you  choose  to  do  so. 
Bringing  professional  pressure  to  bear  in  the  other 
ways  1 mentioned  earlier  would  be  better. 

I’he  second  general  area  of  motivation  for  in- 
creasing one’s  education  concerns  the  require- 
ments, legal  or  administrative,  to  practice.  The 
first  one  that  has  been  under  general  discussion 
but  has  not  yet  been  effected  anywhere  is  that  you 
must  have  a certain  amount  of  continuing  educa- 


tion to  keep  a license  to  practice.  I hope  that  if 
this  attitude  comes  to  legislation  it  would  be  dif- 
ferent from  what  I fear.  I am  afraid  that  it  would 
result  in  a proliferation  of  courses,  that  are  not  good 
anyway,  simply  to  supply  credits  to  show  fulfilled 
requirements  for  continuing  education  to  keep  a 
license. 

A second  type  of  requirement  would  be  re-exam- 
ination by  boards,  societies,  or  some  other  group 
at  periodic  intervals  for  a physician  to  keep  his 
license.  I have  the  same  lukewarm  enthusiasm  for 
this  approach  to  continuing  education.  Again,  ac- 
cumulation of  facts,  concepts,  and  information  suf- 
ficient to  pass  an  examination  would  by  no  means 
ensure  any  alteration  or  improvement  in  quality  of  | 
practice.  All  of  these  legal  or  administrative  re- 
quirements for  continuing  education  would  fall  far 
short  of  what  we  really  want,  and  I think  we  have 
to  devise  better  ways. 

Another  one  on  my  list  is  the  adoption  of  hos-  |j 
pital  requirements  that  a man  keep  up-to-date  and  j; 
maintain  high  standards  of  practice  to  continue  his 
hospital  appointment,  based  originally  on  spe- 
cialty certification.  As  you  know,  most  hospitals  , 
today  will  not  allow  surgical  care  unless  a man  has 
passed  his  board  examinations.  This  has  elevated 
the  standard  of  care  considerably  in  the  last  fifty 
years.  Other  things  hospitals  do  to  keep  a man  up- 
to-date  include  chart  reviews,  tissue  committee 
meetings,  which  are  of  some  significance  in  con- 
tinuing education,  death  conferences,  participation 
in  staff  meetings,  medical  audits,  and  so  forth. 

I really  think  that  probably  the  most  significant 
thrust  of  our  continuing  education  programs  should 
be  to  expand  and  improve  hospital  functions;  to 
have  the  hospital  as  the  center  of  continuing  ed- 
ucation; to  devise  ways  and  means,  from  the  Fed- 
eral, State,  and  other  groups,  to  make  the  hospital 
the  prime  continuing  education  center;  to  give  the 
hospital  resources,  such  as  funds,  support,  and  , 
staff,  to  see  that  it  does  function  adequately  as  a 
continuing  education  organization  for  all  physi-  ‘ 
dans;  and  to  require  that  physicians  who  do  not  ' 
have  a hospital  appointment  be  given  a hospital 
appointment  at  least  for  continuing  education.  ^ 

The  third  general  category  I have  for  motivation 
concerns  the  financial  incentive.  The  biggest 
financial  incentive,  of  course,  is  that  if  you  don’t 
keep  up  you  can’t  practice.  K your  income  goes 
down  to  zero  because  you  haven’t  kept  up,  you 
would  find  pretty  big  financial  incentives  in  con- 
tinuing education.  In  reality,  most  of  the  things 
that  I have  talked  about  have  some  financial  con-  :'t 
notation  as  a real  impetus  to  motivate  physicians 
in  continuing  education.  If  you  don’t  have  a hos- 
pital appointment,  you  lose  your  special  accredita- 
tion and  thereby  lose  your  hospital  appointment 
for  continuing  education.  If  the  government  says 
that  you  have  to  have  continuing  education  to 
practice  and  you  don’t  meet  the  requirements. 
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there  would  be  a big  financial  loss.  There  are  other 
ways  to  utilize  financial  incentive  for  continuing 
education  which  are  already  in  effect  to  some  ex- 
tent. The  compensation  boards,  for  example,  pay 
more  to  a man  who  has  a specialty  rating  or  board 
qualification  than  they  do  to  the  physician  who 
does  not  have  such  specialty  ratings.  The  Armed 
Forces  and  many  other  groups  pay  more  to  those 
who  have  a higher  educational  background. 
Whether  this  kind  of  financial  incentive  is  justifi- 
able, I don’t  know.  If  it  would  be  decided  to  stress 
monetary  motivation,  this  device  could  be  expand- 
ed so  that,  in  a wide  variety  of  ways,  financial 
incentive  would  be  applied  as  a motivation  for  con- 
tinuing education. 

At  our  discussions  in  the  MSSNY  continuing  ed- 
ucation committee,  I have  agreed  that  the  develop- 
ment of  a statewide  council,  with  significant 
powers,  funds,  and  responsibilities,  should  be  pur- 
sued to  oversee  a wide  variety  of  continuing  ed- 
ucation programs  in  New  York  State.  I would 
much  rather  see  this  happen  than  have  the  State 
legislature  say  you  have  to  have  a certain  number 
of  credits  for  continuing  education  to  continue  your 
licensure.  To  me,  this  would  be  very  bad. 

Dr.  Amos:  I think  that  what  Dr.  Sherman  has 
identified  as  motivation  in  continuing  education  is 
the  same  as  motivation  in  general  behavior  with 
which  people  are  stimulated  either  by  rewards  or 
punishment.  Either  a carrot  is  hung  out,  or  a stick 
is  threatened.  I think  one  of  the  problems  en- 
countered in  connection  with  implementation  (of 
appropriate  awards  or  penalties)  is,  how  are  you 
going  to  go  about  it?  Dr.  Ingraham  and  Dr.  Walls 
referred  to  our  noble  experiment  in  connection  with 
continuing  education  and  Medicaid.  This  was  a 
well-thought-out,  carefully  planned  arrangement 
in  which  the  reward  was  to  be  payment  by  the 
government  for  medical  care  rendered.  Because  it 
was  not  possible  to  implement,  it  was  not  success- 
ful. There  is  not  the  same  kind  of  a visible  reward 
as  in  undergraduate  education  in  which  the  stu- 
dent is  aiming  for  a degree. 

Then,  of  course,  there  is  the  question  of  resis- 
tance to  relicensure.  I think  one  of  the  big  prob- 
lems is  not  so  much  an  identification  of  motiva- 
tion, as  the  need  for  a method  of  implementing 
that  motivation  which  is  recognized. 

Comment 

Philip  Levitan,  M.D.:  For  a long  time  med- 

ical schools  and  educators  have  believed  that  their 
responsibility  ended  when  the  medical  student 
left  their  halls.  To  a certain  extent,  medical  ed- 
ucators have  spent  time  with  interns  and  residents, 
but  primarily  they  considered  that  obligation  end- 
ed when  their  medical  students  were  graduated. 
When  I started  in  private  practice,  someone  told 
me  that  developing  a practice  required  the  “3  A’s”: 
availability,  affability,  and  ability.  I think  these 


“3  A’s”  would  also  apply  to  motivation  insofar  as 
postgraduate  education  is  concerned. 

If  you  make  postgraduate  education  available  by 
men  who  are  able  to  deliver  what  physicians  want, 
and  make  it  pleasant  enough  for  physicians  to  want 
and  to  take  the  time,  then,  i think,  you  will  have 
the  answer.  In  Suffolk  County,  Edmund  Pel- 
legrino, M.D.,  has  certainly  gone  out  of  his  way  to 
make  medical  education  available  on  the  post- 
graduate level  to  general  practitioners  and  family 
physicians.  By  having  specialists  come  to  prac- 
titioners and  go  over  their  cases  with  them,  con- 
tinuing education  can  be  made  both  pleasant  and 
available. 

Those  giving  the  programs  become  very  knowl- 
edgeable, and,  at  the  same  time,  the  family  prac- 
titioner is  encouraged  to  become  part  of  the  whole 
system. 

Dr.  Howard:  I think  we  can  motivate  the  phy- 
sician best  neither  with  the  carrot  nor  with  the 
stick  but  with  the  fact  that  we  will  recognize  con- 
tinuing education  at  his  place  of  work  at  his  own 
hospital.  However,  I think  we  need  to  improve  the 
approach  to  the  consultation  process  to  the  point 
where  it  is  “90  per  cent  education”  and  not  just 
service. 

I have  suggested  that  the  AM  A sponsor  a pro- 
gram to  train  continuing  education  physicians  for 
community  hospitals,  specialty  by  specialty,  by 
helping  them  to  take  a traineeship  for  advanced 
clinical  trainees  so  that  they  would  return  and  be- 
come an  improved  faculty  for  their  hospitals.  In 
addition,  someone  must  be  the  recognized  con- 
tinuing education  conscience  on  the  medical  staff 
of  each  hospital.  The  director  of  medical  educa- 
tion or  some  other  hospital  officer  might  serve 
this  function.  Somebody  with  a conscience  needs 
to  be  the  conscience  of  the  staff,  and  I think  a great 
deal  can  be  done  by  the  staff  of  each  community 
hospital  from  within  its  own  ranks.  Motivation  is 
to  give  continuing  education  where  the  physician 
wants  it,  when  he  needs  it  for  his  patients,  and  at  a 
pace  that  he  can  follow. 

John  R.  Williams,  M.D.:  Perhaps  our  empha- 
sis here  is  a little  bit  wTong.  The  average  practic- 
ing physician  in  the  State  of  New  York  firmly  be- 
lieves that  he  is  doing  a pretty  good  job  and  that  he 
is  keeping  up.  Just  by  shewing  him  how  he  can  do 
better  or  showing  him  areas  in  which  he  can  im- 
prove himself  would  be  a very  effective  way.  I 
don’t  believe  you  need  the  carrot  and  the  stick 
deal. 

Our  experiences  in  studying  internist  practices 
in  New  York  State,  in  spite  of  the  fact  that  many 
internists  didn’t  do  what  we  thought  was  ideal,  in- 
dicate that  they  at  least  thought  they  were  doing 
what  was  right.  The  internists  were  willing  to 
show  us  what  they  did  and  to  let  us  look.  Pointing 
out  to  them  where  we  thought  they  were  deficient 
was  a very  effective  means  of  changing  things.  I 
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think  the  same  thing  applies  to  the  entire  field  of 
continuing  medical  education. 

J.  R.  F.  Ingall,  M.D.:  I would  not  agree  with 
everything  that  was  said.  I think  disagreement  is 
a very  important  component  of  education.  We 
might,  in  fact,  have  a very  good  educational  sys- 
tem. I liked  your  comment,  Dr.  Sherman,  on  the 
definition.  But  I think  also  that  it  is  very  difficult 
to  measure  this  increment  of  knowledge  and,  with 
the  behavioral  scientists,  we  have  to  beware  of  any 
facile  approach. 

The  other  subject  I would  like  to  direct  to  you  is 
the  use  of  consultation  by  the  physician  with  his 
colleague  as  an  educational  device.  I would  like 
you  to  comment  on  that.  Obviously  it  would  be 
expensive  to  use  an  expert  in  the  field.  Also  it 
would  be  expensive  for  the  physician  and  patient 
wishing  consultation.  We  have  found  the  use  of 
consultation  with  specialists  to  be  most  valuable 
from  an  educational  point  of  view,  even  if  expen- 
sive. 

Dr.  Sherman:  It  is  expensive,  but  I think  it  is 
an  excellent  educational  design.  I am  thinking  of 
working  out  a program  in  a small  hospital  nearby 
where  we  would  have  three  to  four  consultants  who 
could  be  called  by  phone  to  visit  once  a week,  to 
look  at  the  total  educational  needs  or  the  total  pa- 
tient care,  and  to  devise  programs  with  the  hos- 
pital to  do  a better  job.  This  type  of  phone  con- 
sultation, followed  up  by  personal  consultation, 
could  be  accomplished  with  a team  of  three  or  four 
people  from  the  center,  working  with  a hospital 
staff  of  about  40  physicians.  Continuing  contact, 
on  an  individual  and  group  basis,  should  even- 
tually evolve  into  a continuing  education  program 
centered  around  patient  problems. 

It  is  true  that  some  courses  are  pretty  good.  If 
you  want  to  do  hand  surgery,  you  go  to  a hand 
course.  Then  you  have  some  good  learning.  But 
if  I give  a lecture  on  breast  cancer  to  physicians  in 
Elmira,  one  of  them  will  see  a patient  with  breast 
cancer  a couple  of  years  from  now,  most  of  them 
won’t  see  one  for  three  or  four  years,  and  some  of 
them  won’t  ever  see  one.  It  does  no  good. 

Dr.  Amos:  I would  like  to  identify  a few  high- 

lights. One  is  that  there  appears  to  be  a consensus 
that  continuing  education  might  have  to  be  man- 
datory to  provide  quality  care  by  physicians.  Sec- 
ond, the  medical  school  should  be  intimately  in- 
volved both  in  giving  medical  students  the  at- 
titude of  continuing  education  and  in  providing 
continuing  medical  education  for  physicians. 
Third,  the  education  should  be  student-oriented, 
that  is,  the  physician  should  be  given  what  he 
needs  when  he  needs  it  and  in  a way  that  he  can  use 
it.  F’ourth,  there  are  things  which  can  be  utilized 
in  motivating  the  physician  to  continue  his  educa- 
tion. These  fall  generally  in  the  category  of  re- 
wards or  penalties,  using  these  terms  in  a rather 
broad  sense. 

Norman  S.  Moore,  M.D.:  It  has  been  my  plea- 


sure during  the  past  two  years  to  listen  as  an  ob- 
server to  the  discussions  of  Dr.  Bloom’s  committee 
on  continuing  medical  education.  Several  times 
during  these  two  years  of  deliberations,  the  mem-  j 
bers  have  come  down  to  the  point  of  how  do  we  get  i 
continuing  medical  education  on  a statewide  basis,  j 
getting  everybody  to  participate,  including  the  J 
regional  medical  programs,  professional  societies,  | 
medical  schools,  the  MSSNY,  and  the  State  De-  j 
partment  of  Health.  Dr.  Bloom  has  referred  to  1 
this  in  his  opening  remarks  and  so  has  Dr.  Walls.  | 
This  is  the  subject  of  the  following  section.  | 

i 

Structure  of  a statewide  system  jl 

Greorge  James,  M.D.:  I think  the  prerequisite 
for  effective  structure  in  postgraduate  education, 
as  it  is  in  many  medical  affairs,  is  leadership  from  , 
the  physician  himself.  Time  is  running  out  on  our 
accepting  this  leadership  not  only  in  this  field  but 
also  in  all  branches  of  medicine  and  health  in  the 
country.  It  is  pretty  obvious  that  now  health  has  | 

become  the  number  two  industry  in  the  United  ] 

States  and  probably  will  become  number  one 
within  five  years.  With  the  demand  and  costs  of 
health  increasing  rapidly  and  with  the  health  in- 
dustry approaching  10  per  cent  of  the  gross  nation-  | 
al  product,  people  are  going  to  demand  more  and 
more  evidence  of  effectiveness.  The  country  just  | 
can’t  afford  an  uncoordinated  type  of  medical  pro- 
gram. Because  of  this,  there  will  be  increasing 
scrutiny  of  the  product  of  medicine,  medical  care. 

This  is  going  to  put  enormous  pressure  on  all  of  us 
to  prove  that  medicine  is  definitive  to  the  best  pos- 
sible degree,  that  it  is  effective,  and  that  it  weeds 
out  anything  which  is  not  effective. 

In  preparation  for  this  kind  of  demand,  the  struc- 
ture for  postgraduate  medical  education  has  to 
supply  a genuine  type  of  medical  leadership,  not 
dictatorship  but  leadership.  There  is  a difference. 

For  example,  the  Athenian  democracy  that 
appears  to  be  invading  many  of  our  colleges  today 
does  not  in  itself  prove  to  be  productive  of  a high  j 
quality  result.  A combination  of  strong  consumer  i 
input  plus  strong  topside  leadership  from  represen- 
tatives of  the  profession  itself,  who  are  chosen  for 
their  skill  in  this  field,  is  what  is  needed. 

Most  people  believe  that  the  structure  should 
start  at  the  hospital,  not  only  because  of  the  phy- 
sicians who  are  on  the  staffs  of  the  hospitals  and  i 
are  in  the  habit  of  going  there  regularly  but  also  be-  , 
cause  the  hospital  offers  the  closest  type  of  profes-  I 
sional  self-supervision.  Hospitals  do  have  unusual 
resources  for  nearly  all  kinds  of  postgraduate  ed- 
ucation, and  they  are  decentralized  to  a degree  that 
there  could  be  local  feedback  from  the  physician  as 
to  what  he  wants. 

As  some  of  you  know,  St.  Luke’s  hospital  in  New 
York  started  a program  for  local  practitioners  i 
whether  they  were  members  of  the  staff  or  not.  St. 
Luke’s  was  able  to  get  very  high  attendance  by  of- 
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fering  the  types  of  programs  asked  for,  which  char- 
acteristically turned  out  to  be  very  much  the  things 
the  physicians  really  required. 

To  link  and  coordinate  regional  activities  I think 
we  need  to  have  a definite  statewide  structure. 
There  is  a need  for  pooling  resources.  In  the  New 
York  region,  for  example,  we  have  two  large  cancer 
hospitals  that  could  be  given  the  major  burden  of 
training  in  cancer.  We  have  a number  of  ortho- 
pedic hospitals,  and  we  have  specialty  institutions 
of  various  kinds  which  could  be  involved  in  plan- 
ning to  avoid  duplication.  Also,  on  tbe  regional 
basis  we  are  fortunate  to  have  the  regional  medical 
program’s  framework  which  provides  participa- 
tion by  the  local  physician,  the  county  medical 
society,  medical  schools,  and  interested  citizen 
leaders.  This  offers  a very  intriguing  set  of  pos- 
sibilities. For  example,  the  University  of  North 
Carolina  has  started  a program  to  bring  board- 
qualified  internists  from  the  hinterland  into  the 
university  center  for  one  month  of  intensive  train- 
ing as  junior  attending  physicians.  This  has  done 
wonders  not  only  to  build  up  their  own  skills  but 
also  to  encourage  interns  and  residents  to  consider 
practice  out  in  the  field. 

I think  that  the  regional  medical  programs 
should  be  grafted  on  hospital-based  programs  as  a 
second  level.  A statewide  plan  is  what  has  in- 
trigued many  of  us  and  has  been  mentioned  several 
times  here  today.  Some  kind  of  quality  review  will 
be  required.  The  accreditation  now  carried  out  by 
the  AMA  is  very  good,  but  we  need  a statewide  sys- 
tem to  see  to  it  that  the  doctrine  of  relevance  is 
followed  and  also  that  the  program  emphasizes  the 
needs  of  the  physician  in  the  State. 

I firmly  believe  that  leadership  entails  identifi- 
cation of  needs  and  then  the  initiative  to  try  to  get 
the  hospitals  and  the  regions  within  the  state  to 
give  some  priority  to  what  these  needs  may  be. 
One  of  the  obvious  needs  relates  to  iatrogenic  dis- 
eases. Nobody  says  very  much  about  them,  but 
they  exist.  We  have  more  and  more  powerful 
drugs  and  more  and  more  significant  drug  reac- 
tions. There  are  many  problems  arising  from 
iatrogenic  situations  which  must  be  brought  to 
many  physicians’  attention.  There  are  new  drugs, 
like  L-dopa  with  many  different  side  reactions, 
which  are  just  being  licensed.  L-dopa  is  a miracle 
drug  for  parkinsonism,  and  it  is  obvious  that  the 
treatment  with  this  drug  is  something  that  a state- 
wide educational  structure  could  help  develop  and 
promote. 

There  is  a new  factor,  which  could  affect  the 
structure  of  postgraduate  education  significantly, 
and  that  is  cable  television.  The  possibilities  are 
truly  fantastic.  With  40  channels  locked  in  two- 
way  communication,  a lecture  could  be  given  to 
10,000  people.  The  10,000  watchers  could  be  di- 
vided into  groups  of  10,  each  of  whom  would  be 
locked  into  preceptors  with  two-way  communica- 
tion. Literally  anything  is  possible,  such  as  trans- 


mitting x-ray  films,  electrocardiograms,  a patient’s 
vital  signs,  laboratory  findings,  and  so  on.  This 
would  require  much  more  central  curriculum  plan- 
ning. It  may  be  that  many  courses  could  be  run 
either  on  a state  level  for  large  groups  or  decentral- 
ized to  very  small  units  as  necessary. 

I think  we  face  a different  era  with  greater  “con- 
sumer” control,  as  has  happened  in  undergraduate 
medical  school  and  even  in  undergraduate  bac- 
calaureate education.  We  have  given  the  medical 
student  a greater  role  in  determining  his  curricu- 
lum, but  I still  believe  that  there  is  plenty  of  room 
for  leadership  by  the  medical  school  faculty.  I 
still  think  there  is  room  for  leadership  at  the  state- 
wide level  for  a new  postgraduate  system  structure 
to  make  continuing  education  something  other 
than  Athenian  democracy,  to  really  study  the 
needs  for  medical  education  at  the  professional 
level  in  New  York  State  in  very  close  communica- 
tion with  physicians,  and  to  take  the  initiative  to 
see  that  physicians  get  the  kinds  of  programs  they 
need  and  require. 

Comment 

Richard  P.  Schmidt,  M.D.:  It  would  appear 
to  me  that  perhaps  the  statewide  structure  to  be 
devised  exists  and  is  waiting  to  be  utilized  in  the 
form  of  the  organization  represented  here  today: 
the  educational  institutions,  the  State  Medical  So- 
ciety, regional  medical  programs,  professional  so- 
cieties, and  the  State  of  New  York  Department  of 
Health.  With  the  hospitals  acting  as  educational 
centers,  it  remains  for  these  participants  to  join  to- 
gether. I would  like  to  underline  the  idea  stressed 
by  Dr.  James  when  he  said  that  the  structure 
should  be  able  to  provide  for  a function.  I think 
all  of  us  can  devise  very  fine  structures  on  paper. 
But  often  such  sketches  of  organizational  design 
really  don’t  define  the  operational  realities.  It 
would  appear  that  a statewide  structure  should 
provide  something  in  the  daily  life  of  the  practicing 
physician  which  could  be  called  an  educational 
experience.  This  could  be  the  method,  if  you  will, 
of  the  informal  consultation  with  the  hospital  hall- 
way as  an  educational  room,  or  the  coffee  shop, 
and  so  on.  The  structure  should  provide  for  a 
means  of  testing  or  evaluating  to  reinforce  the 
individual  motivation.  The  physician  in  practice, 
called  on  more  hours  than  he  really  should  be  work- 
ing, has  difficulty  saying  “no”  to  his  patients,  for 
example,  saying  that  he  must  spend  some  time 
“reading.”  I believe  that  the  structure  should 
provide  what  would  be  equivalent  to  a sabbatical 
leave  for  the  practicing  physician,  such  as  periods 
of  a week  or  a month  at  a time. 

When  I was  in  Florida,  physicians  would  come 
for  a week  to  a month  out  of  practice  to  serve  as 
attending  physicians  at  the  University  hospital. 
For  those  who  could  avail  themselves  of  the  op- 
portunity, it  was  very  successful.  This  is  a kind  of 
sabbatical  leave  in  which  a physician  could  re- 
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examine  things  on  a full-time  basis  for  a while, 
obtain  certain  skills,  and  certainly  refurbish  his 
approach  to  self-learning.  There  are  hospital  ar- 
rangements for  the  evaluation  of  the  quality  of 
medical  practice. 

Dr.  Sherman:  It  appears  to  me  that  one  of  the 
responsibilities  of  a statewide  organization  would 
be  to  have  the  resources  and  staff  to  evaluate 
needs,  a job  which  local  hospitals  have  a hard  time 
doing,  and  then  to  examine  methods  of  evaluation 
for  the  total  program. 

Possibility  of  statewide 
cooperative  council 

Dr.  Felch:  Our  problem,  as  has  been  said,  is 

(A)  to  identify  a body  of  medical  scientific  knowl- 
edge and  (B)  to  transmit  this  for  application  in 
practice.  If  the  method  of  getting  from  (A)  to  (B) 
is  continuing  education,  and  if  our  goal  is  the  main- 
tenance and  improvement  of  the  quality  of  medical 
care,  it  can  be  said  that  anybody  who  is  interested 
in  medical  teaching  or  in  quality  of  care  ought  to  be 
in  on  the  act. 

I have  been  asked  to  talk  about  the  possibility  of 
a statewide  cooperative  council  and  would  like  to 
spend  a couple  of  minutes  talking  about  what  the 
structure  and  functions  of  such  a council  might  be. 
The  members  of  such  a council  would  be  the  par- 
ticipants here  or  their  representatives.  The  medi- 
cal schools  and  the  Association  of  American  Med- 
ical Colleges  have  a primary  mandate  to  teach. 
Regional  medical  programs  were  originally  devised 
as  a method  of  speeding  up  the  transmission  of 
medical  knowledge  and  its  application  in  practice. 
The  professional  societies  have  special  expertise  in 
determining  what  the  educational  needs  are  for 
their  individual  members.  The  State  of  New  York 
Department  of  Health  has  always  cared  about 
medical  education  and  has  been  charged  under 
governmental  programs  with  responsibility  for  as- 
suring the  quality  of  medical  care.  The  umbrella 
organizations,  the  MSSNY  and  the  AMA,  have  a 
vast  interest  and  responsibility.  A primary  role 
of  the  council  would  be  correlative  information 
gathering,  such  as  data  acquisition,  distribution 
of  information,  and  that  type  of  thing.  But  the 
operational  phase  of  a supervisory  council  could 
not  be  started  until  some  basic  questions  are  an- 
swered. 

It  would  be  my  thought  that  the  statewide 
council  should  address  itself  first  to  answering 
some  major  questions.  One  question  that  needs  to 
be  answered  has  been  alluded  to  before  as  the  mat- 
ter of  needs  and  demands  for  medical  education. 
Does  what  physicians  .seek  in  the  way  of  medical 
education  really  answer  their  needs,  or  could  you 
determine  better  what  medical  education  should 
be  by  analyzing  where  the  defects  are  in  medical 
care  and  then  focusing  medical  education  on  those 
defects?  The  voice  of  the  practicing  physician,  as 
has  been  mentioned,  should  be  heard.  But  I think 


also  that  central  determination  of  needs  should 
be  carried  out,  and  the  committee  would  have  to 
decide  how  to  do  this  by  identifying  the  current 
defects  in  medical  care.  A lot  of  methodologic 
things  would  have  to  be  decided.  Should  there  be 
didactic  lectures  for  large  audiences  or  individual 
one-to-one  consultations,  as  has  been  discussed? 
Kow  about  the  use  of  modern  technology?  Cable 
television  has  been  mentioned;  closed  circuit  ap- 
paratus, audiovisual  devices,  increasing  use  of 
computerization,  and  so  on  are  additional  pos- 
sibilities. A lot  of  questions  must  be  answered 
about  the  best  ways  to  deliver  medical  education. 

Perhaps  there  could  be  a committee  to  determine 
bow  one  should  monitor  educational  efforts,  gather 
information  about  them,  and  accumulate  valid 
data  about  the  usefulness  of  various  methodologies 
in  teaching.  Perhaps  there  ought  to  be  a com- 
mittee to  consider  motivation  and  the  possibility 
of  using  sanctions,  punishments,  lack  of  payment, 
carrot,  or  stick. 

Dr.  Moore:  I know  that  the  commissioner  of 

health  has  had  long  experience  in  sorting  out  non- 
repetitive  ideas,  and  I am  sure  he  has  sifted  out 
some  at  this  point  which  he  might  want  to  empha- 
size or  introduce. 

Dr.  Ingraham:  I didn’t  have  any  new  ones;  I 
was  afraid  I was  going  to  have  to  emphasize  some 
things  already  said.  I find  it  difficult  to  disagree 
with  Dr.  Felch  or  what  has  been  said  here  earlier. 
I think  we  all  have  agreed  and  no  one  has  dissented 
from  the  idea  that  there  is  a need  for  more  effective 
continuing  medical  education.  I think  it  has  been 
brought  out  that  the  public  is  becoming  aware  of 
this,  and  there  is  pressure  for  change.  Unless  there 
would  be  motion  within  the  profession  actually  to 
implement  more  effective  postgraduate  medical 
education,  we  are  going  to  see  legislation  that  will 
mandate  some  form  of  relicensing,  or  continuing 
education,  or  a combination  of  both. 

It  appears  to  me  that  if  we  accept  the  fact  of 
what  appears  to  be  a strong  trend  toward  legal  re- 
quirements, the  best  thing  for  us  to  do  is  to  consider 
today  how  we  are  going  to  counter  this  on  a volun- 
tary basis.  It  appears  to  me  that  the  suggestion 
that  all  groups  concerned  join  together  to  design  a 
statewide  approach  to  meet  the  need  most  intel- 
ligently is  the  way  we  should  proceed.  If  we  are  to 
meet  the  demand,  we  should  take  action  together 
and  immediately. 

R.  H.  Lyons,  M.D.:  It  would  appear  to  me  that 
one  of  the  objectives  of  a statewide  organization 
would  be  educate  the  public  in  how  to  use  the 
medical  profession  more  effectively.  Second,  I 
think  this  idea  of  secondary  licensure  is  going  to  do 
nothing  except  to  drive  a sizable  number  of  physi- 
cians, particularly  in  the  north  country,  right  out 
of  business.  They  are  too  busy  now  to  keep  up. 
They  know  this,  and  they  are  not  interested  in  try- 
ing to  take  new  examinations  because  they  haven’t 
got  the  time.  They  would  rather  retire.  In  the 
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central  New  York  area  we  have  great  difficulty  in 
keeping  up  with  the  death  rate  and  retirement  rate 
of  physicians  anyway.  We  would  like  to  recruit 
more  physicians  from  New  York  City  and  else- 
where to  come  into  our  area.  Therefore,  I think 
secondary  licensure  is  something  we  simply  cannot 
consider  if  we  want  to  have  any  medical  care  in 
1 rural  areas.  One  physician  had  to  move  away 
because  all  the  farmers  were  calling  him  up  at  6:00 
A.M.  He  had  no  difficulty  in  finding  a place  where 
! the  people  would  not  call  him  before  9:00  A.M. 

! He  moved  away.  So  1 think  one  of  the  big  things 

that  we  have  to  do  is  educate  people  in  how  to  use 
physicians  appropriately.  Our  regional  medical 
program  is  addressing  itself  to  that  need. 

Dr.  Ingall:  I would  like  to  endorse  Dr.  Lyons’ 
point  about  the  dangers  in  considering  relicensure, 
and  I would  like  to  direct  a question  to  Dr.  James. 
Is  he  visualizing  40-channel  television  as  a sort  of 
do-it-yourself,  and  would  he  make  further  com- 
ment? 

Dr.  James:  The  40-channel  cable  television  is 
merely  a tool.  But  because  it  is  being  planned  as  a 
two-way  communication,  and  because  its  technical 
know-how  apparently  has  reached  a rather  alarm- 
ing degree  of  excellence,  it  offers  opportunity  for 
some  solid  programming  and  central  leadership 
such  as  we  have  had  with  no  other  gadget  before. 
It  can,  for  example,  permit  a large  statewide  audi- 
ence for  some  programs.  With  the  willingness  of 
various  instructors  and  students  to  cooperate,  you 
could  pick  a smaller  group,  of  let’s  say  ten  people, 
which  could  be  linked  with  an  instructor.  In  two- 
way  communication  a preceding  statewide  presen- 
tation could  be  discussed  very  effectively. 

Nearly  anything  you  can  achieve  through  a face- 
to-face  confrontation  could  be  accomplished  elec- 
tronically. Since  two-way  television  discussions 
and  electrocardiograms  can  be  sent  via  telephone 
lines,  most  medical  data  could  be  communicated 
readily,  such  as  all  vital  signs  of  the  patient,  results 
of  chemistry  examinations,  and  even  x-ray  films, 
t Experts  can  inform  10,000  people  at  one  moment 
i and  then  turn  to  two-way  communication  for  small 
I groups.  It  is  merely  a technic  not  yet  operational, 
i There  is  a national  commission  studying  the  prob- 
i lem  for  all  society,  and  I was  in  a group  about  a 
I month  ago  to  consider  the  potential  for  health. 

' We  agreed  the  potential  was  great,  and  that  was  as 
far  as  we  went. 

Dr.  Levitan:  I would  like  to  ask  Dr.  Ingraham 
whether  he  believes  relicensure  could  be  effective 
in  this  State?  One  other  thing,  in  thinking  about 
State  medicine  again,  the  compensation  boards 
award  a specialist’s  fee  and  nonspecialist’s  fee,  but 
this  certainly  does  not  indicate  which  man  is  better 
trained.  The  nonspecialist  may  be  better  trained 
in  his  particular  field  than  the  specialist,  despite 
the  differential  in  the  payment. 

Dr.  Ingraham:  I was  not  advocating  relicen- 

sure, I assure  you.  I was  simply  saying  that  the 


trend  appears  to  indicate  that  this  is  being  serious- 
ly considered  at  both  national  and  state  levels.  I 
believe  it  is  undesirable  and  that  we  should  have  a 
voluntary  type  of  continuing  education.  We  don’t 
know  the  answers,  and  the  representatives  of  the 
groups  assembled  here  today  should  join  together 
to  try  to  find  statewide  solutions.  Many  things 
simply  cannot  be  accomplished  by  a simplistic 
legislative  mandate. 

Donald  C.  Walker,  M.D.:  Recently  there  was 
a fairly  popular  song,  “This  Time  We  Almost 
Made  It.’’  As  late  director  of  the  continuing  ed- 
ucation project  of  the  Empire  State  Foundation,  I 
would  say  that  we  did  almost  make  it.  I don’t 
think  the  field  was  prepared  quite  as  well  as  it 
might  have  been.  A statewide  structure,  such  as 
we  are  talking  about  today,  could  prepare  a more 
receptive  atmosphere  toward  acceptance  of  an  ef- 
fective continuing  education  system. 

One  of  the  things  that  Dr.  Felch  brought  out  was 
that  a statewide  structure  would  be  forced  to  do 
evaluation.  I have  presented  lengthy  academic 
reports  on  evaluation,  and  I will  just  hit  a few  of 
the  high  spots  because  this  is  one  of  the  hot  pota- 
toes. How  do  you  evaluate?  The  value  must  be 
demonstrated  by  changing  behavior  of  the  physi- 
cian. Can  this  be  measured?  I think  that  pos- 
sibly it  can.  I do  fear  that  many  programs  of  eval- 
uation are  based  on  the  novelty  of  the  communica- 
tions media.  As  much  as  I like  to  hear  about  40- 
channel  television,  I still  wonder  if  sometimes  we 
are  not  sold  on  the  mechanism  or  the  method  rath- 
er than  on  what  we  are  accomplishing,  and  I think 
we  ought  to  be  awfully  careful  that  the  clinical 
behavior  of  the  physician  might  be  changed  by 
whatever  method  we  use. 

I think  evaluating  does  have  to  have  a few  funda- 
mental basic  tenets:  defining  objectives,  stipulat- 
ing criteria  for  success,  and  establishing  specific 
parameters.  Finally,  clinical  judgment  and  de- 
cision making  must  be  shown  to  have  been  mod- 
ified. Objectives  could  be  to  increase  knowledge, 
to  achieve  skill,  to  develop  proper  attitudes,  or  to 
change  behavior.  Increasing  knowledge  is  very 
easy  to  test,  as  in  the  anonymous  self-testing  pro- 
vided by  some  of  the  professional  societies.  Skills 
can  be  tested  reasonably  easily;  although,  here 
again,  observation  isn’t  the  only  thing;  recorded 
results  must  be  compared.  Attitudes  and  values, 
for  which  we  depend  almost  entirely  on  peer  judg- 
ment, are  very  difficult  to  measure;  and  peer  judg- 
ment is  notoriously  slippery  from  the  standpoint  of 
establishing  a standard. 

Change  in  a physician’s  behavior  may  be  mea- 
sured reasonably  well.  There  could  be  a medical 
audit  of  a physician’s  clinical  practices  as  com- 
pared with  an  acceptable  “standardized”  perform- 
ance. This  is  something  that  can  be  done,  is  being 
done,  and  I think  will  have  to  be  done  more  fre- 
quently and  better.  In  hospital  studies  a survey 
can  show  the  effect  of  education  on  the  statistics 
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of  the  hospital.  Within  the  health  department,  we 
now  have  some  data  along  this  line.  I think  the 
physician’s  performance  in  his  own  hospital  prac- 
tice can  be  measured  reasonably  well,  and  I think 
this  audit  is  our  best  chance  of  evaluating  the  ef- 
fect of  continuing  education. 

I want  to  say  a word  about  attendance  and  mon- 
itoring. I think  we  all  believe  it  would  be  petty 
to  use  such  an  admittedly  elementary-school  pro- 
cedure to  serve  as  a mandatory  step  in  professional 
education.  It  probably  is  important  to  do  some 
recording,  but  I don’t  think  it  is  important  in  estab- 
lishing how  well  a program  has  affected  the  phy- 
sician’s behavior. 

Already  mentioned  in  this  meeting  and  fre- 
quently in  front  of  the  Committee  on  Continuing 
Education  of  the  MSSNY  has  been  the  value  of 
consultation.  I think  nothing  affects  the  behavior 
of  the  physician  as  much  as  solving  a clinical  prob- 
lem in  consultation  with  a well-qualified  expert. 
I think  this  kind  of  information  sticks  and  is  ap- 
plied later.  We  can’t  wait  until  we  have  a perfect 
method  of  evaluation.  If  we  do,  we  will  never  get 
off  the  ground. 

I think  that,  in  a practical  sense,  two  assump- 
tions must  be  made  for  any  continuing  education 
program;  Most  physicians  are  honest,  and  most 
physicians  will  attempt  to  apply  new  knowledge  to 
the  betterment  of  patient  care.  K we  accept  these 
two  assumptions,  I think  we  can  proceed  without 
having  absolutely  infallible  methods  of  evaluation. 
With  professional  cooperation,  which  is  so  needed, 
as  well  as  sincere  interest  and  participation  on  the 
part  of  official  agencies  in  a new  centralized  state- 
wide effort,  increasingly  valid  data  can  be  added 
up  and  applied  in  evaluating  educational  expe- 
rience. 

Government  does  have  a role  in  pushing  for  im- 
proved continuing  education.  But  any  adequate 
controls  would  be  doomed  to  failure  unless  the 
profession  would  join  voluntarily  to  regulate  itself 
in  the  required  maintenance  of  competency.  Per- 
haps if  there  were  no  shortage  of  physicians,  or 
more  accurately,  no  maldistribution  of  physicians, 
enforcement  of  compulsory  regulations  would  be 
possible. 

At  this  point,  the  profession  must  be  led  and  en- 
couraged, not  beaten  and  penalized. 

LeRoy  A.  Pesch,  M.D.:  In  opening  this  discus- 
sion, I think  I will  take  a rather  opposite  end  of  the 
pole  view  of  evaluation.  Somehow,  the  problem 
would  be  to  find  a way  to  take  us  from  our  present 
procedure,  which  is,  by  and  large,  that  of  counting 
people  or  counting  hours  of  experience  in  con- 
tinuing medical  education,  to  an  ultimate  accept- 
ance of  evaluation  to  provide  the  measure  of  quali- 
ty of  the  care  provided  to  the  public.  I think  that 
we  have  to  anticipate  evaluation  in  defining  the  ob- 
jectives of  programs  and  essentially  concentrate  on 
the  net  output  of  programs.  On  the  other  hand, 
the  judgment  which  ultimately  must  be  made 


about  the  quality  of  the  care  provided  is  much 
more  difficult  to  come  to  grips  with. 

I think  it  is  in  this  kind  of  a dimension  that  we 
have  the  same  kind  of  problem  in  dealing  with  phy- 
sician demand  for  education  as  we  do  when  con- 
fronted by  student  demands.  Sometimes  the  de- 
mand may  be  inappropriate  and  based  primarily 
on  a “need”  to  know  new  information  which  may 
or  may  not  be  “relevant”  to  everyday  practice  In 
consequence,  a subsequent  evaluation  would  be 
very  difficult.  One  cannot,  for  example,  apply  a 
cost- benefit  analysis  to  evaluate  quality  of  care  and 
benefit  from  an  educational  experience. 

If,  on  the  other  hand,  we  want  to  use  continuing 
medical  education  to  provide  a mechanism  for  con- 
trolling or  regulating  the  practice  of  medicine,  we 
have  quite  a different  objective  in  mind;  and  I 
think  that  the  idea  to  use  a threat  of  regulation  as 
the  driving  force  for  continuing  medical  education 
would  obscure  the  real  objective  and  make  it  much 
more  difficult  to  evaluate.  Medicine  is  largely  un- 
regulated, and  I think  that  one  will  have  to  accept 
the  fact  that  certain  Federal  regulations  or  some 
kind  of  governance  will  be  imposed  on  a system 
so  out  of  control  in  terms  of  costs.  If  one  accepts, 
therefore,  that  there  will  be  some  degree  of  regula- 
tion and  control,  I think  it  is  also  reasonable  to  ac- 
cept the  fact  that  if  the  regulation  is  through  certi- 
fication, this  will  require  some  kind  of  educational 
experience.  To  establish  the  best  kind  of  educa- 
tional experience  is  the  problem  we  have  to  come 
to  grips  with. 

I would  like  to  summarize  by  saying  that  there 
are  several  different  independent  but  interdepen- 
dent goals  of  continuing  medical  education.  The 
evaluation,  monitoring,  and  documentation  end  of 
it  will  be  dependent  on  how  clearly  we  can  define 
those  goals  and  objectives  by  applying  proved 
technics  to  measurable  situations.  Ultimately,  we 
will  have  to  come  to  grips  with  the  quality  problem 
of  health  care  and  its  delivery.  This,  of  course, 
will  depend  on  a combination  of  professional  eval- 
uation and  consumer  acceptance  of  what  we  ac- 
complish. 

Dr.  Howard:  I don’t  think  we  should  wait  until 
we  get  our  national  networks  or  our  evaluation 
programs  idealized  and  in  perfect  operating  order. 

I think  the  outcome  of  this  meeting  should  be  to 
develop  something  that  is  reasonably  workable 
and  that  can  be  put  into  effect  quickly.  We  need 
everything  but  let’s  start  with  something  very  soon. 

Roles  and  interrelationships  of 
major  participants 

F.  M.  Woolsey,  Jr.,  M.D.:  Relative  to  the 

topic  assigned  me,  I think  it  is  perfectly  obvious 
that  no  one  can  speak  for  the  medical  colleges. 
They  have  not  formalized  their  role  in  continuing  > 
education,  and  certainly  the  AAMC  (Association 
of  American  Medical  Colleges),  has  paid  relatively 
little  attention  to  the  continuing  education  efforts  , 
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of  its  member  institutions.  Unfortunately,  the 
association  has  taken  the  attitude  that  this  is  up  to 
the  individual  member  institutions  and  not  an 
important  area  of  involvement  for  the  Association 
itself.  Therefore,  it  is  going  to  be  necessary  for  me 
to  express  personal  options  when  I indicate  what  I 
believe  the  roles  of  the  medical  schools  and  the 
AAMC  should  be. 

The  history  of  medical  education  indicates  that, 
from  the  very  beginning  right  up  to  this  time,  the 
prime  responsibility  of  medical  educational  insti-. 
tutions  has  been  the  education  of  the  undergradu- 
ate medical  student.  The  medical  schools  are 
responsible  for  this  education  in  its  entirety.  No 
one  else  does  it,  and  no  one  else  can  do  it.  The 
task  is  great.  Medical  schools  do  not  take  the 
responsibility  lightly;  they  face  the  problems  of 
student  recruitment,  of  constantly  improving  the 
curriculum,  of  increasing  difficulties  in  financing, 
of  the  need  for  replacement  and  expansion  of  fac- 
ulties, and  of  the  extensive  involvement  of  the 
faculties  in  graduate  education.  Now  the  medical 
schools  must  extend  their  attention  to  continuing 
education  for  practicing  physicians. 

The  Association  of  American  Medical  Colleges 
which,  for  a long  time,  was  referred  to  as  that 
“Club  for  Deans,”  is  making  a sincere  effort  to  re- 
spond as  a responsible  and  mature  organization. 
However,  these  efforts  are  relatively  new  and  not 
completely  successful.  I have  the  personal  impres- 
sion that  many  of  those  involved  in  recent  AAMC 
deliberations  have  been  somewhat  overwhelmed  by 
their  responsibilities  and  multitudinous  demands. 

I think  it  is  understandable  that  the  association 
might  wish  to  postpone  the  effort  needed  to  assure 
adequate  promotion  of  continuing  education  by 
their  member  institutions.  However,  although 
understandable,  the  lack  of  action  is  utterly  un- 
acceptable. 

You  all  know  that  realization  of  the  importance 
of  continuing  education  has  been  increasing.  It 
has  been  mentioned  that  the  AMA  has  an  accred- 
itation program,  involving  a certificate  given  “to 
those  appropriately  involved  in  educational  pro- 
grams within  a stated  period  of  time.”  The  Amer- 
ican College  of  Physicians’  self-assessment  test  is 
worthy  of  note.  We  should  mention  the  American 
Academy  of  Orthopedic  Surgery  and  its  examina- 
tions for  individuals  in  house-staff  training  situa- 
tions. There  is  an  increasing  activity  and  concern 
for  continuing  education  as  a requirement  by  the 
AAGP,  and  you  all  know  that  the  board  of  Family 
Practice  is  going  to  require  re-examination  and  re- 
certification every  six  years.  You  know  about  the 
situation  in  Oregon  where  they  are  perhaps  more 
progressive  in  some  ways  than  in  New  York  State. 
The  Oregon  Medical  Society  has  passed  a rule 
which  requires  continuing  education  activities. 

I would  be  delighted  to  discuss  at  any  time  whether 
or  not  this  is  indeed  good,  bad,  or  indifferent.  But 
the  point  is  that  it  is  a progressive  step  in  this  day 


and  age.  The  California  State  Medical  Society  is 
considering  the  same  thing.  The  Californians  are 
going  to  upstage  Oregon  a little  by  making  their 
requirements  relate  to  the  quality  of  the  programs 
in  which  their  members  are  involved. 

If  you  review  the  listings  in  the  J.A.M.A.,  you 
know  that  medical  education  institutions  are  in- 
creasingly giving  more  courses  and  more  opportu- 
nities to  physicians  to  become  involved  in  their 
own  continuing  education.  One  of  the  most  posi- 
tive demonstrations,  indicating  an  increase  in  con- 
cern, is  the  beginning  of  State  and  Federal  govern- 
mental groups  to  consider  issues  in  continuing 
medical  education.  The  regional  medical  pro- 
grams, with  their  concentration  on  education  and 
training  as  a means  to  bring  about  the  highest 
quality  of  medical  care,  are  examples  of  central 
governmental  interest. 

In  our  own  State  there  has  been  an  attempt  to 
have  members  of  hospital  staffs  document  personal 
participation  in  continuing  education.  We  all 
have  to  face  the  fact  that  the  delivery  of  health  care 
has  become,  is,  and  will  remain  a political  issue. 
It  is  inconceivable  that  we  would  develop  massive 
programs  to  support  health  care  delivery  without 
being  concerned  with  the  quality  of  the  care  in- 
volved. 

There  are  increasing  signs  of  awakening  at  med- 
ical schools.  For  instance.  Dr.  MacCreary,  dean  of 
the  Faculty  of  Medicine  at  the  University  of  British 
Columbia,  has  recently  stated  that  he  expects  50 
per  cent  of  the  budgets  of  all  Canadian  medical 
faculties  to  be  assigned  to  continuing  education 
within  the  next  five  years.  Dr.  Meyer,  dean  of  the 
University  of  Missouri,  has  said  that  within  ten 
years  the  equivalent  of  their  present  faculty  now 
involved  in  all  their  present  educational  programs 
will  be  involved  in  continuing  education  alone. 

I,  personally,  believe  that  the  time  has  come  for 
all  medical  colleges  to  address  themselves  to  all  of 
their  responsibilities  in  medical  education.  I be- 
lieve these  responsibilities  include  not  only  under- 
graduate and  graduate  education  but  also  the  con- 
tinuing education  of  practicing  physicians.  In 
fact,  where  applicable,  I believe  the  medical  col- 
leges should  be  concerned  with  the  continuing  ed- 
ucation of  nurses,  dentists,  and  all  allied  health 
personnel. 

I think  that  if  I am  ever  remembered  for  anything 
at  all,  I will  be  best  remembered  for  my  failures. 
One  of  my  outstanding  failures,  as  chairman  of  the 
Committee  on  Continuing  Education  of  the  Asso- 
ciation of  American  Medical  Colleges,  was  my  in- 
ability to  persuade  the  association  to  develop  an 
unstinting  program  of  action  relative  to  continuing 
education.  During  the  last  three  years,  the  AAMC 
committee  and  I have  tried  to  convince  the  associa- 
tion to  accept  its  responsibilities  for  stimulating 
and  persuading  medical  schools  to  be  involved  in 
continuing  education.  But  the  results  to  date  have 
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been  disappointing.  In  October,  1968,  at  tbe 
AAMC  annual  meeting,  I presented  a report  on 
“Now  is  the  Time.”  In  that  presentation  I said 
that  with  the  advent  of  the  tremendous  potential- 
ities residing  within  the  development  of  the  region- 
al medical  programs,  it  would  be  proper  and  timely 
for  those  of  us  in  continuing  education  to  confront 
the  AAMC  and  its  member  institutions  with  a 
statement  and  challenge.  The  statement  was  that 
for  too  many  years  the  association  had  avoided  ac- 
cepting leadership  and  initiating  adequate  action 
relative  to  continuing  medical  education. 

The  fact  that  the  AAMC  has  been  involved  with 
the  enormity  of  its  many  problems  does  not,  in  any 
way,  relieve  it  from  its  awesome  obligations  toward 
the  continuing  medical  educational  needs  of  the 
nation  and  to  stimulate  organization  and  action 
which  would  result  in  needed  improvements  for 
health  care.  This  is  particularly  true  because  no 
other  group  could  have  initiated  such  changes  as 
effectively. 

Only  through  the  effects  of  medical  education 
can  the  best  health  care  be  delivered  to  each  citi- 
zen. “Now  is  the  Time”  gently  challenges  the 
association  a little  bit  further  and  says  that  it  is 
time  for  the  association  to  demonstrate  a genuine 
concern  and  to  develop  an  unstinting  program  of 
action  to  support  continuing  education. 

Later,  the  AAMC  committee  spent  a great  deal 
of  time  to  develop  a document  which  has  to  do  with 
a resolution  and  recommendations  to  the  Associa- 
tion of  American  Medical  Colleges,  dated  February 
11,  1969,  proposing  “an  unstinted  program  of  ac- 
tion.” 

Let  me  express  to  you  my  feeling  of  optimism. 
In  spite  of  the  slowness  of  many  medical  colleges 
in  the  AAMC  to  respond  to  the  many  opportunities 
and  the  challenges  of  continuing  education, 
changes  in  attitude  are  beginning  to  appear.  In 
addition,  an  increasing  number  of  people  are  be- 
coming genuinely  interested  and  concerned.  I 
think  this  meeting  may  indicate  some  of  that  con- 
cern. There  is  a small  but  utterly  determined 
group  of  battle-scarred  continuing  education  veter- 
ans who  are  among  the  world’s  most  dedicated. 
On  innumerable  occasions,  it  has  been  demonstrat- 
ed that  dedicated  people  will  not  be  turned  aside. 
Such  determination  will  assure  the  future  of  con- 
tinuing education. 

Dr.  Lyons:  I am  glad  to  have  it  demonstrated 
that  medical  schools  are  not  free  of  faculty  dis- 
respect for  deans.  Having  flagellated  deans  for 
the  last  twenty-five  years,  I take  a much  more 
sympathetic  attitude  these  days.  Let  me  say  that 
the  AAMC  at  least  delivered  one  of  the  most  de- 
lightful and  penetrating  committee  reports  con- 
cerning continuing  education  and  the  responsibil- 
ities of  the  medical  schools.  I am  a little  inclined 
to  think  that  Dr.  Woolsey  has  followed  the  general 
tendency  to  flagellate  the  deans,  perhaps  un- 
deservedly, because  they  have  been  faced  with  con- 


tinuing increases  in  medical  school  undergradu- 
ates, as  well  as  graduate  students,  and  further 
decreases  in  government  research  support. 

Members  of  the  AMA  and  members  of  the  med- 
ical profession  as  a whole  generally  fail  to  realize 
the  cost  of  education.  We  have  had  experience 
with  this  attitude  in  our  regional  medical  program. 
The  many  members  of  our  regional  advisory  group, 
who  are  active  practitioners,  simply  don’t  appreci- 
ate what  first-class  education  costs. 

The  medical  “crisis”  talked  about  isn’t  a crisis  at 
all.  I knew  about  this  medical  “crisis”  thirty  years 
ago,  when  we  tried  to  get  the  public  interested  in 
the  “crisis”  and  we  failed.  Now  we  say,  “Are  we 
too  late?”  I don’t  think  we  are  too  late,  and  I am 
not  even  sure  that  it  would  be  considered  a crisis  if 
we  would  see  to  it  that  the  public  was  informed 
properly  rather  than  permitting  ourselves  to  be 
blamed  unjustifiably. 

Dr.  Page:  I am  very  much  interested  in  Dr. 

Woolsey ’s  comments,  the  leadership  that  he  has 
shown,  and  the  difficulties  he  has  had  with  the 
AAMC.  I must  say  that  the  conclusion  I have  I 
come  to  is  that  we  have  to  face  up  to  the  fact  that  I 
the  AAMC  can’t  do  it  alone.  The  deans  have  fl 
their  own  problems  of  course,  and  maybe  they  are  | 
so  preoccupied  with  other  affairs  that  this  is  an  | 
area  where  they  legitimately  need  help  from  others.  | 
I suspect  that  that  is  what  we  are  all  here  for  today.  'j 

Dr.  Ingall:  Dr.  Page,  do  you  think  that  the  I 

deans  fear  they  haven’t  the  capacity  to  do  anything 
effective  for  continuing  education  unless  other  I 
groups  cooperate,  and  would  Dr.  Woolsey  like  to  ! 
augment  your  comments? 

Dr.  Woolsey:  Very  briefly,  the  Association 

could  do  a great  deal,  if  it  would  relate  to  the  stim- 
ulation of  its  member  institutions.  There  is  no 
thought  that  the  association  can  do  anything  by  it-  ^ 
self  without  its  members.  The  problems  which  , 
everyone  faces  are  very  real.  I suspect  the  associa-  j 
tion  hasn’t  paid  more  attention  to  continuing  ed- 
ucation because  it  has  had  greater  pressures.  I am 
told  that  everybody  pays  tbe  bill  collector  before  i 
they  send  a check  voluntarily  to  others.  When 
there  is  a need  and  an  opportunity,  excuses  are  un- 
acceptable. 

Dr.  Levitan:  I would  like  to  ask  Dr.  Pellegrino 
to  make  a few  comments  about  what  he  has  done 
with  the  family  practitioners  in  Suffolk  county. 

Edmund  Pellegrino,  M.D.:  As  Dr.  Woolsey 

knows,  I am  thoroughly  in  agreement  with  him 
that  continuing  education  has  been  a neglected 
responsibility.  Really  tbe  main  focus  of  this  meet- 
ing is  what  do  we  do  about  it  at  this  point. 

What  Dr.  Levitan  was  referring  to  was  the  fact 
that  we  have  in  Suffolk  County,  growing  out  of  my 
experiences  in  Kentucky  where  I was  before  coming 
back  to  New  York,  a kind  of  education  which  is  a 
little  bit  different  from  the  usual  “take  it  to  the  ^ 
doctor”  sort  of  approach.  This  entails  discussion  i 

of  a series  of  problems,  clinical  and  practical,  i 
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which  the  clinicians  have  selected  as  sources  of 
concern  to  them.  We  have  had  some  seven  years  of 
experience  and  find  that  motivation  is  clearly 
there,  because  physicians  are  willing  to  consider 
problems  they  have  selected  and  designated  for 
discussion  with  other  practitioners  and  academic 
people. 

We  have  been  able  to  transmit,  to  a remarkable 
degree,  a more  critical  attitude  toward  patient 
care.  The  end  point  of  evaluation  ought  to  be:  In 
what  way  does  education  enable  the  practitioner  to 
improve  his  clinical  decision  making?  It  has  very 
little  to  do  with  knowledge,  as  such,  or  the  cultural 
ability  to  spew  back  the  latest  report.  Education 
should  help  the  physician  make  prudent  decisions 
in  operational  situations.  This  is  turning  over,  I 
think,  a new  leaf  in  terms  of  the  kind  of  recertifica- 
tion and  re-examination  a practitioner  would  be 
willing  to  accept. 

Dr.  Ingall:  Thank  you  Dr.  Pellegrino.  In  fact, 
you  are  suggesting  to  us  that  a problem-oriented 
approach  to  continuing  education  is  very  success- 
ful. 

Dr.  Bloom:  I would  like  to  bring  back  to  Dr. 

Woolsey  and  to  Dr.  James,  who  spoke  earlier  in  the 
program,  the  crucial  question  at  this  point:  Would 
the  university  medical  schools  of  this  State  be 
willing  to  cooperate  to  initiate  a statewide  system? 

Dr.  Woolsey:  I can’t  answer  for  anyone  except 
Dr.  Woolsey  and,  as  far  as  he  is  concerned,  he 
would  be  delighted  to  be  involved  further  in  dis- 
cussions as  to  what  this  might  accomplish  and  how 
it  might  be  done. 

Dr.  James:  I think  that  there  is  no  question 

about  it.  The  medical  schools  are  getting  much 
more  interested  in  continuing  education,  and  our 
own  school  has  one  of  the  most  active  programs, 
although  it  cannot  be  compared  with  Dr.  Woolsey ’s, 
which  has  1,400  students  a year  and  people  coming 
from  all  over  the  world.  I think  there  is  absolutely 
no  question  that  the  medical  schools  would  co- 
operate to  design  and  implement  a statewide  sys- 
tem. I would  hope,  though,  as  we  attempt  to  push 
for  postgraduate  education,  that  we  would  not 
compound  errors  made  in  the  past,  such  as  trying 
to  guess  how  much  milk  the  cow  would  give  by 
measuring  the  number  of  pastures  on  which  she 
fed.  Let  us  not  demand  postgraduate  education 
as  a prerequisite  for  maintaining  licensure.  That 
would  be  terrible.  All  this  would  do  would  be  to 
proliferate  the  wrong  kind  of  course,  the  wrong 
kind  of  framework.  Let  us  try  to  measure  per- 
formance and  proceed  to  measure  it  by  the  ways 
in  which  we  know  it  can  be  measured  best.  This 
would  require  intensive  peer  review  of  various 
kinds  of  clinical  decision  making. 

Regional  medical  programs 

Dr.  Brightman:  Speaking  about  the  regional 

medical  programs,  I must  state  emphatically  that 
this  is  a personal  statement.  It  is  not  a consensus 


of  regional  medical  program  directors,  nor  is  it  an 
official  view  of  the  New  York  metropolitan  regional 
medical  program. 

Because  some  of  you  may  not  be  familiar  with 
regional  medical  programs,  I would  like  to  make  a 
general  statement  about  them.  The  prime  ob- 
jective of  the  program,  in  line  with  the  principles 
expressed  in  its  legislation,  is  to  reduce  the  time 
between  research  advances  and  the  application  of 
such  innovations  to  the  improvement  of  patient 
care. 

The  law  makes  specific  reference  to  continuing 
education  for  all  health  personnel.  The  basic 
mechanism  of  regional  medical  programs  is  a series 
of  cooperative  arrangements  linking  great  sophisti- 
cated medical  teaching  centers  with  individual 
practitioners,  medical  groups,  or  community  hos- 
pitals, and  involving  all  professional  associations 
and  health  agencies  concerned. 

Since  its  inception,  the  regional  medical  program 
has  been  very  active  in  continuing  education.  In 
a study  of  54,000  professional  people  involved  in 
regional  medical  program  graduate  educational 
programs,  30  per  cent  were  physicians,  46  per  cent 
were  nurses,  and  24  per  cent  were  allied  health 
personnel.  Probably  in  the  early  days,  several 
existing  programs  were  taken  over  and  expanded. 
New  programs  were  often  developed  along  tradi- 
tional and  generally  accepted  lines.  But  innova- 
tions did  appear,  and  they  form  a prominent  part 
of  individual  regional  medical  programs.  A large 
range  of  activities  is  involved,  including  radio  and 
television  programs,  hospital  activities,  and  many 
others. 

There  are  echoes  of  concern  about  this  consider- 
able emphasis  on  the  education  of  physicians  as  to 
its  over-all  effectiveness.  Some  congressmen  are 
raising  the  question  as  to  whether  regional  medical 
program  funds  should  be  directed  toward  educat- 
ing physicians,  who  might  well  pay  for  this  them- 
selves, or  rather  be  directed  toward  health  services 
and  the  training  of  lesser-skilled  health  personnel. 

Regional  medical  programs  cannot  take  over 
existing  activities.  It  is  a pump-priming  mech- 
anism, designed  to  set  up  activities  which  should 
become  self-sufficient  within  a period  of  three  to 
five  years,  preferably  three.  Another . reminder 
would  be  that  funds  cannot  be  used  for  anything 
which  could  readily  be  financed  by  other  available 
sources.  Nevertheless,  regional  medical  programs 
have  some  very  important  roles  in  continuing  med- 
ical education  which  might  be  summarized  as 
follows:  As  the  Federal  agency’s  primary  program 
for  continuing  education,  it  is  incumbent  on  re- 
gional medical  programs  to  determine  the  most 
meaningful  activities  in  which  various  categories 
of  physicians  could  engage  to  remain  up-to-date 
and  to  plan  for  and  promote  such  activities.  In  the 
New  York  metropolitan  region  we  have  two  funded 
projects  serving  physicians  who  are  unaffiliated 
with  any  hospitals.  The  intent  is  to  bring  physi- 
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cians  to  the  hospital  where  their  patients  are  ad- 
mitted, have  them  do  clinical  work  on  their  pa- 
tients under  supervision,  and  then  gradually  in- 
volve them  in  hospital  activities.  A group  of  phy- 
sicians objected,  believing  that  the  program  made 
them  second-class  citizens.  They  wanted  to  be 
given  full  staff  privileges. 

The  Memorial  Hospital  cancer  educational  pro- 
gram provides  consultants  to  conduct  regular 
teaching  sessions  at  community  hospitals,  utiliz- 
ing the  physician’s  own  patients.  It  also  provides 
special  training  for  physicians  at  Memorial  for 
periods  from  one  day  to  several  weeks.  Training 
and  continuation  of  education  are  likewise  pro- 
vided for  allied  health  personnel.  Cooperating 
hospitals  may  vary  in  paying  for  such  education 
services,  and  hopefully  they  eventually  will  pay  the 
full  cost.  We  believe  there  is  no  substitute  for 
such  personal  clinical  teaching.  Memorial  Hos- 
pital is  now  planning  educational  expansion  in  the 
field  of  rehabilitation  for  cancer,  and  we  are  dis- 
cussing the  idea  of  inviting  all  health  personnel 
involved  in  rehabilitation.  In  the  northern  coun- 
ties of  Westchester,  Rockland,  Orange,  and 
Putnam  there  is  a jointly  financed  project  with  the 
State  Department  of  Health  for  a teaching  program 
in  the  rehabilitation  of  stroke  patients. 

The  regional  medical  programs  should  explore 
with  other  agencies  the  problem  of  stimulating 
physicians  who  do  not  participate  on  their  own 
initiative.  It  would  be  desirable  if  continuing  ed- 
ucation were  not  mandated  but  placed  on  a vol- 
untary basis.  It  is  a question  of  how  valuable 
external  controls  would  be  for  the  physician.  It 
will  be  interesting  to  see  whether  medical  society 
membership  has  such  a value  for  physicians,  as  in 
Oregon,  where  they  retain  membership  by  taking 
stipulated  courses.  Some  hospitals  submit  excel- 
lent applications  for  teaching  programs  for  their 
board-qualified  specialists,  which  we  believe  they 
should  take  care  of  themselves.  It  would  seem 
feasible  for  regional  medical  programs  to  provide 
finances  for  physicians  to  take  short-  or  long-term 
sabbatical  absences  from  practice.  This  would 
apply  primarily  to  rural  areas  or  low-income  urban 
areas  where  there  are  a limited  number  of  phy- 
sicians. It  need  not  apply  elsewhere,  where  fellow 
physicians  could  provide  cover  during  training 
periods  under  reciprocal  arrangements. 

Regional  medical  programs  could  get  involved  in 
library  services  where  necessary.  It  does  appear 
desirable  that  the  program  serve  as  a catalytic 
agency  to  bring  together  all  agencies  concerned 
with  continuing  medical  education.  They  might 
finance  determinations  about  the  extent  to  which 
existing  resources  are  utilized  for  practicing  phy- 
sicians, help  design  programs  which  are  more 
meaningful  and,  finally,  make  an  evaluation  after 
a reasonable  period  of  operation.  In  brief,  regional 
medical  programs  should  accept  responsibility  for 
planning,  promoting,  analyzing,  and  evaluating. 


These  are  the  real  deficiencies  today,  not  the  lack 
of  money  to  pay  for  physicians’  continuing  educa- 
tion on  a course  basis. 

Dr.  Levitan:  Considered  from  an  idealistic 

point  of  view,  legislative  mandate  has  made  con- 
tinuing education  a responsibility  of  the  regional 
medical  programs.  Many  of  these  programs  have 
attempted  to  introduce  new  technics  to  make  ed- 
ucational activity  more  attractive  for  an  otherwise 
reluctant  physician,  bringing  educational  op- 
portunities to  his  own  locality,  and  making  in- 
formation available  to  him  when  he  needs  it  and  at 
a time  when  he  can  absorb  it. 

However,  from  my  experience  I believe  that  re- 
gional medical  programs  have  generally  been  fail- 
ures with  few  exceptions,  such  as  in  Albany,  where 
an  excellent  job  has  been  done  showing  that  region- 
al medical  programs  can  work.  Generally,  how-  j 
ever,  it  has  been  an  extreme  waste  of  the  taxpayer’s 
dollar.  I am  sure  that  these  statements  may  be 
distasteful  to  the  representatives  of  these  organiza- 
tions in  the  audience.  However,  before  we  can  de-  ] 
velop  any  improved  approach  to  continuing  educa-  |j 
tion,  we  have  to  be  truthful  with  ourselves.  Other-  !' : 
wise,  there  would  be  no  progress  in  this  meeting.  j 
Nevertheless,  the  concept  behind  regional  medical  j 
programs’  origin  and  development  is  certainly  at-  ii 
tractive  and  filled  with  hope  and  promise  for  the  !la 
future,  if  we  can  make  it  work.  i ; 

Government  sponsorship  will  never  replace  pri- 
vate  enterprise  either  in  the  practice  of  medicine  j 
or  postgraduate  medical  education.  The  State  i 
Medical  Society  alone  cannot  undertake  to  sponsor 
and  develop  a program  of  continuing  education.  jr 
Medical  schools  certainly  cannot  be  expected  to  ac- 
cept the  job  of  reaching  out  into  many  areas  where  n 
they  have  no  contact  at  the  present  time.  The  ; ^ 
State  Health  Department  cannot  undertake  this 
burden  alone.  The  professional  societies  cannot  - 
assume  this  enormous  task.  Actually,  all  groups 
mentioned  will  have  to  join  to  develop  a statewide 
system,  hoping  that  all  of  the  regional  organiza-  ; 
tions  would  have  a unified  goal,  and  particular  pro-  ' .j 
grams  would  be  developed  to  fit  each  particular  i; 

region.  The  ultimate  goal  is  to  improve  and  up-  p 

date  medical  care  for  the  benefit  of  patients. 

In  summary,  what  I believe  is  that  programs  & 
should  be  hospital-based,  administered  with  co-  j[G- 
operation  of  the  groups  represented  here,  and  that  | « 
the  entire  program  be  made  operational  in  a state-  (|  $ 
wide  structure.  ’i  ; 

Dr.  Ingall:  I would  like  to  endorse  your  ac- 

colade to  Dr.  Woolsey  and  just  emphasize  another 
comment  that  you  brought  out.  Each  regional 
medical  program  reflects  the  profile  of  its  own 
education  service  area,  a very  important  factor  that 
we  must  not  lose  sight  of  in  trying  to  subscribe  to  a 
larger  coordinating  organization.  Dr.  Brightman’s 
presentation  may  now  provoke  some  comment. 

Dr.  Felch:  I would  like  to  ask  Dr.  Brightman  or 
maybe  Dr.  Levitan,  how  he  reconciles  the  proposal 
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that  regional  medical  programs  provide  the  skele- 
ton tor  developing  continuing  medical  education, 
after  Dr.  Brightman’s  statement  that  the  program 
is  only  an  initiating  and  not  a continuing  body. 
What  we  are  looking  for  is  some  structure  through 
which  we  could  have  a continuing  statewide  effort 
in  continuing  medical  education.  Could  the  re- 
gional medical  programs  start  and  then  quit  after 
“three  to  five  years,  preferably  three”? 

Dr.  Brightman;  No  regional  medical  program 
can  be  started  unless  there  would  be  some  plan  for 
financing  it  after  the  demonstration  period  is  over 
in  three,  four,  or  five  years.  The  applicant  agency 
is  not  committed  to  this  legally,  but  it  would  be 
considered  good  faith  to  accept  money  to  start  the 
thing  going,  making  it  possible  to  develop  a sound 
basis  for  an  activity  which  later  some  other  form  of 
support  could  take  over  on  a permanent  basis. 
Without  this  assurance,  there  is  no  way  to  start  the 
planning. 

The  regional  medical  program  is  essentially  a 
planning  as  well  as  an  operating  agency.  In  fact, 
the  planning  part  is  considered  as  important  as  the 
service  program.  Planning  includes  demonstra- 
tion programs  to  prove  what  could  be  done.  Now 
there  are  many  criticisms  of  this,  as  I indicated  to 
you.  There  are  a great  number  of  pump-priming 
agencies  which  maintain  a program  over  a long 
period.  Yet  there  is  reason  for  this,  because  very 
often  when  a program  is  demonstrated  to  be  valu- 
able and  even  essential,  it  can  be  supported  as  part 
of  basic  service. 

My  own  belief  is  that  the  problem  is  not  so  much 
who  pays  for  a physician’s  postgraduate  education 
as  it  is  to  design  activities  that  would  meet  his 
needs.  This  kind  of  planning  can  be  supported  by 
regional  medical  programs  and  put  on  a regular 
basis.  I don’t  know  if  that  answers  you  satisfacto- 
rily, but  the  philosophy  is  to  demonstrate  and  have 
others  take  over. 

I cannot  give  up  the  microphone  without  re- 
sponding to  Dr.  Levitan’s  comments.  It’s  a good 
policy  to  maintain  good  relationships  at  all  times. 
I think  we  can.  I have  sat  next  to  Dr.  Levitan  at 
any  number  of  meetings  of  the  State  Medical  Soci- 
ety where  I have  been  invited.  I don’t  ever  recall 
discussing  with  him  what  we  were  doing  in  regional 
medical  programs  in  New  York  City  and  the  far 
northern  counties.  I don’t  ever  recall  his  visiting 
us  to  find  out  what  we  are  doing,  and  yet  he  has 
given  a very  clear-cut  general  conclusion  about  re- 
gional medical  programs. 

Dr.  Levitan:  I have  studied  a nice  thick  book 
about  the  metropolitan  area  regional  medical  pro- 
gram with  lots  of  programs,  ideas,  and  things  of 
the  future.  But  the  program  has  been  in  existence 
for  a period  of  time,  and  I would  like  to  see  some- 
thing get  off  the  ground. 

Dr.  Lyons:  I might  mention  that  Dr.  Levitan 
has  not  enjoyed  close  proximity  with  a regional 
medical  program,  even  with  Suffolk  County  just 


getting  under  way.  We,  as  physicians,  are  really 
not  sufficiently  aware  of  the  entire  spectrum  of 
people  who  serve  the  patient.  I think  that  the 
greatest  contributions  of  the  regional  medical  pro- 
grams have  been  to  begin  a depolarization  process, 
permitting  physicians  to  work  with  nurses  and 
other  allied  people,  and  trying  to  get  all  of  those 
involved  in  patient  care  to  cooperate. 

Dr.  Pellegrino:  I do  have  to  respond  somewhat 
to  Dr.  Levitan’s  statements,  and  I know  that  Dr. 
James,  as  a member  of  the  review  committee, 
would  join  me. 

The  primary  purpose  of  the  regional  medical  pro- 
grams was  not  for  continuing  education.  This  was 
one  mechanism  to  achieve  the  major  legislative  in- 
tent, namely,  to  establish  cooperative  relationships 
involving  medical  centers  defined  in  the  legisla- 
tion, physicians,  hospitals,  and  so  on,  for  the  pur- 
pose of  closing  the  gap  between  the  acquisition  of 
new  knowledge  and  its  delivery  to  the  community. 
Continuing  education  is  one  of  the  more  effective 
methods  for  closing  this  gap.  The  legislative  in- 
tent, Dr.  Levitan,  was  not  primarily  for  continu- 
ing education.  I know  Dr.  James  agrees,  because 
we  faced  this  issue  many  times  at  the  national 
level. 

Second,  I think  continuing  education,  as  Dr. 
Brightman  has  pointed  out  very  clearly,  can  be  one 
role  of  the  program.  But  it  is  a fact  that  regional 
medical  programs  have  established,  looking  at 
them  from  a national  point  of  view,  a network  of 
relationships  which  can  be  used  to  deliver  care, 
education,  and  almost  anything  you  might  want. 
The  essence,  at  this  moment,  is  this  network  of 
interrelationships.  The  fact  that  practicing  physi- 
cians, for  the  first  time,  have  begun  to  talk  with 
ivory-tower  so-called  academicians  is  an  important 
development. 

I must  agree  with  Dr.  Levitan,  however,  as  a 
member  of  the  council  looking  at  all  programs,  that 
as  yet  the  full  intent  and  potential  have  not  been 
achieved.  All  of  us  know  that  the  expectations 
were  very,  very  high.  Dr.  Levitan  is  pressing  what 
I think  is  an  appropriate  dissatisfaction  that  all 
expectations  have  not  yet  been  achieved.  I do 
think  that  one  of  the  things  we  are  going  to  have  to 
do  in  regional  medical  programs  locally  and  nation- 
ally is  to  make  them  more  visible  in  every  com- 
munity in  the  country. 

Dr.  Levitan:  I think  I have  managed  to  stir  up 
some  comments.  I hope  that  you  will  take  what 
I said  as  constructive  criticism.  I mentioned  in  my 
summary  that  I believed  there  was  hope  for  the 
program  as  a skeleton  or  framework  for  postgradu- 
ate medical  education  throughout  the  state,  coop- 
erating with  the  other  participants  represented 
here,  and  I do  believe  there  is  hope  for  the  program 
to  fulfill  its  original  aims. 

Dr.  Ingall:  I recall  Mr.  M.  Meyerson  saying 

that  regional  medical  programs  had  provided  a ve- 
hicle for  people  to  talk  together,  at  which  my  com- 
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panion  at  the  meeting  said,  “That  would  be  fine, 
provided  they  carry  out  what  they  decide.  ” I think 
this  is  very  important.  What  Dr.  Levitan  has  said 
is  that  he  has  seen  people  talk  together,  but  he 
hasn’t  seen  much  implementation.  I would  like 
to  ask  Dr.  Lyons  if  he  thinks  that  more  regional 
medical  program  money  should  go  to  support  the 
training  of  allied  health  personnel? 

Dr.  Lyons:  We  talk  about  a physician  short- 

age. Using  our  physicians  in  many  ways  other 
than  to  take,  care  of  sick  people  has  resulted  in 
maldistribution.  The  only  way  to  take  care  of  this 
is  to  use  allied  health  personnel  essentially  as  phy- 
sicians, if  we  can  get  around  the  appropriate  law. 
I deal  with  a rural  area  in  northern  New  York 
where  the  situation  is  so  acute  that  we  are  just  not 
going  to  get  physicians,  unless  we  can  recruit  them 
from  Dr.  Brightman’s  area  where  many  do  not  have 
hospital  affiliations.  We’ll  give  them  hospital 
affiliations. 

Dr.  Brightman:  I would  like  to  echo  Dr.  Lyons, 
adding  that  the  teaching  of  methods  of  medical 
care  and  delivery  of  health  services  is  just  as  impor- 
tant in  postgraduate  continuing  education  as  to 
emphasize  new  therapeutic  procedures.  Physi- 
cians do  want  to  learn  these  methods.  They  may 
not  agree  at  first.  But  unless  ideas,  purposes, 
and  experiences  from  elsewhere  are  brought  to  phy- 
sicians, they  are  never  going  to  learn  to  work  with 
new  concepts  of  health  care  delivery. 

Professional  societies 

Dr.  Williams:  I think  we  might  call  attention 
first  to  the  fact  that  it  has  really  been  the  profes- 
sional societies  who  have  assumed  serious  respon- 
sibility for  postgraduate  medical  education.  The 
College  of  Physicians  and  the  College  of  Surgeons 
were  among  the  very  first.  They  are  still  develop- 
ing new  ideas,  as  witness  the  self-assessment  exam- 
inations from  the  College  of  Physicians. 

These  societies  have  been  able  to  do  some  re- 
markable things,  like  the  New  York  State  Society 
of  Internal  Medicine,  which  reviewed  physicians’ 
office  records  and  evaluated  their  performance. 
The  specialty  societies  are  able  to  do  this  kind  of 
thing,  because  the  average  physician  has  more  pri- 
mary loyalty  to  his  specialty  group  than  he  does  to 
his  general  medical  society.  If  the  Society  of  In- 
ternal Medicine  were  to  adopt  the  recognition 
award  of  the  AMA,  I think  the  membership  would 
laugh  at  this  business  of  putting  in  “fifty  hours”  a 
year.  1 am  sure  that  95  per  cent  of  the  member- 
ship invest  several  times  that  amount  of  time. 
There  happen  to  be  four  people  in  this  room  who 
have  held  high  office  in  the  New  York  State  Society 
of  Internal  Medicine,  indicating  that  they  have 
been  interested  in  such  problems  for  a long  time 
and  have  had  their  views  felt  at  least  to  a certain 
extent. 

In  a specialty  society,  1 think  the  average  indi- 
vidual j)hysician  believes  that  he  has  a lot  more 


influence  on  what  happens,  and  I think  he  can  ac- 
cept what  he  is  asked  to  do. 

It  is  an  absolute  must  that  any  system  we  de- 
velop would  involve  the  practicing  physician  in  a 
program  such  as  we  are  discussing  today.  He  has 
to  become  involved.  It  is  very  clear  that  the  prac- 
ticing physician  functions  far  differently  in  his  of- 
fice from  what  he  does  in  the  hospital.  This  is  true 
whether  or  not  he  would  be  intimately  involved  in 
a teaching  situation.  It  surprised  me  at  the  time 
when  we  found  this  out.  I had  thought  that  he 
really  would  do  pretty  much  the  same  thing  under 
all  circumstances.  But  he  doesn’t.  I suspect 
that  I have  probably  had  more  access  to  physi- 
cians’ office  records  than  anybody  in  this  room. 
I am  just  absolutely  certain  that  this  is  true,  and 
I think  the  reasons  are  mostly  economic. 

I think  that  a physician  practices  in  a certain 
way  at  his  office,  because  to  practice  medicine  as 
carried  out  in  the  hospital  or  in  the  medical  school 
would  be  far  too  expensive.  So,  he  cuts  corners. 
I think  this  would  be  an  example  when  we  try  to 
set  up  systems  of  postgraduate  medical  education 
and  evaluation.  We  have  to  find  out  actually  what 
physicians  do  and  why.  When  a professor  of  medi- 
cine sees  a patient  outside,  he  operates  quite  differ- 
ently from  what  he  does  at  the  hospital. 

Only  some  of  the  specialists  who  practice  medi- 
cine in  New  York  State  are  actually  organized  in  a 
meaningful  way:  anesthesiologists,  pathologists, 

internists,  ophthalmologists,  and  so  forth.  But 
general  surgeons  and  various  surgical  specialists 
are,  in  general,  very  poorly  organized.  They  don’t 
have  any  way  to  get  any  truly  meaningful  con- 
sensus. I think  this  is  a problem,  and  somehow 
we  are  going  to  have  to  encourage  more  cohesive  or- 
ganization of  specialty  groups.  Maybe  continuing 
medical  education  will  be  the  key  to  this,  but  I 
think  that  probably  the  State  Society  will  have  to 
stimulate  those  not  now  organized  to  begin  to  func- 
tion as  effective  groups  for  the  benefit  of  their  own 
people.  Orthopedists  would  have  to  develop  edu- 
cational criteria  for  orthopedists,  ophthalmolo- 
gists for  ophthalmologists,  and  so  on.  Unless  they 
make  determinations  for  themselves,  curricula, 
monitoring,  and  evaluation  would  be  impossible. 

Motivation  can  be  aroused  within  a peer  group, 
with  peer-review  mechanisms  to  examine  effec- 
tively what  has  been  accomplished.  Without  the 
involvement  of  all  the  various  and  sundry  specialty 
groups,  I don’t  think  it  can  be  done.  When  I first 
sat  down  here,  I felt  I was  all  alone  among  deans, 
regional  medical  program  directors,  public  health 
officials,  and  medical  society  representatives. 
Then  I got  to  thinking  that  after  all  each  one  here 
is  a member  of  some  specialty  organization,  and, 
therefore,  perhaps  all  of  us  share  the  same  per- 
spective. I thought  about  what  the  State  Society 
could  do  to  encourage  and  help  develop  specialty 
groups.  For  example,  after  the  New  York  State 
Society  of  Internal  Medicine  sort  of  took  over,  the 
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Section  on  Internal  Medicine  became  the  most 
popular  scientific  program  at  annual  State  Society 
meetings.  It  came  about  because  people  were  in- 
terested to  get  internists  to  learn  a little  more  about 
what  the  State  Society  was  doing.  So  they  ar- 
ranged what  has  been  considered  a very  good  pro- 
gram. Since  they  have  put  it  on,  there  has  never 
been  a time  that  the  “standing  room  only”  sign 
hasn’t  been  out. 

I think  it  is  a must  that  specialty  groups  become 
involved  in  the  governance  of  a statewide  continu- 
ing education  system;  and  I think  it  is  a must  that 
the  State  Society  exert  all  the  pressure  it  can  to 
help  these  groups  become  stronger.  In  turn,  they 
will  help  the  State  Society  become  stronger. 

R.  C.  Parker,  M.D.:  I think  the  professional 

specialty  societies  have  had  a traditional  role.  I 
think  they  have  been  adopting  newer  roles,  and 
there  also  are  future  roles  for  the  Society.  The  tra- 
ditional role,  as  Dr.  Williams  has  pointed  out,  has 
been  the  development  of  postgraduate  programs. 
In  the  Eu-ea  of  newer  roles,  I see  motion  toward  es- 
tablishing requirements.  This  has  been  done  by 
the  Academy  of  General  Practice  and,  at  the  medi- 
cal society  level,  by  the  Oregon  Medical  Associa- 
tion. In  testing  knowledge,  the  American  College 
of  Physicians  has  gone  into  this  at  the  national 
level.  In  addition,  the  AMA  has  begun  the  ac- 
creditation of  programs. 

What  might  be  the  future  role  of  the  profes- 
sional societies  I think  includes  three  possibilities: 
counseling,  monitoring,  and  planning.  As  for 
counseling,  I consider  that  there  will  be  a new  area 
of  career  counseling  for  primary  physicians  and 
possibly  others.  I can  conceive  that  at  some  point 
in  the  future  of  a professional,  specialty,  or  county 
medical  society,  profiles  of  the  educational  experi- 
ence of  component  physicians  would  be  developed, 
including  information  on  the  type  of  practice  of  the 
individual.  Added  to  this  would  be  a third  factor 
concerned  with  expressed  personal  goals  and  in- 
terests of  individual  physicians.  Given  this  body 
of  information,  I think  the  Society  might  help  a 
physician  by  advising  him  on  the  areas  where  he 
might  concentrate  his  future  continuing  education 
and  about  the  availability  of  courses  and  programs 
of  all  types. 

In  the  area  of  monitoring,  I think  we  have  possi- 
bly four  different  levels:  (1)  checking  the  compli- 
ance of  individuals  with  a program  set  up  by  a 
specialty  society;  (2)  as  has  been  mentioned  earlier, 
the  testing  of  what  one  actually  learns  through  the 
monitoring  of  change  of  behavior  in  the  individual 
physician;  (3)  measurement  of  the  effect  of  educa- 
tion on  health  care;  and  (4)  the  final  area  of  plan- 
ning, which  has  to  be  done  in  conjunction  with  the 
providers  and  with  the  State  organizations.  Three 
areas  of  planning  would  involve  development  of 
new  methods  of  learning,  methods  of  determining 
the  impact  of  learning,  and  the  prediction  of 
changes  in  career  goals  as  the  delivery  of  health 


care  changes.  One  of  the  most  important  things 
that  we  have  to  face  is  the  certainty  of  change. 
There  is  the  absolute  necessity  of  planning  to  adapt 
whatever  we  do  to  predictable  future  changes. 

Dr.  Walls:  As  a matter  of  historical  accuracy, 
county  and  state  societies  began  all  continuing 
education.  If  you  go  back  a hundred  years,  hospi- 
tals were  not  interested,  and  there  weren’t  any  of 
these  new-fangled  committees  we  have  now.  The 
Department  of  Health  was  not  well  organized  to 
get  into  it,  and  even  the  medical  schools  were 
rather  elementary  in  their  approach.  It  was  the 
physicians,  themselves,  who  got  together  in  their 
own  county  societies  to  create  educational  pro- 
grams. Out  of  these  grew  state  societies,  and  the 
AMA  came  along  considerably  later. 

You  need  a large  group  representing  many  disci- 
plines to  get  anywhere.  No  one  group  is  going  to 
be  able  to  handle  it  alone.  I don’t  think  the  re- 
gional medical  programs  could  take  it  over  and  say, 
“We’ll  do  this.”  I don’t  think  the  hospitals  can; 
I don’t  think  that  any  one  group  could.  I think  we 
all  have  to  get  together.  The  professional  societies 
will  pull  their  own  oar,  because  I don’t  see  how  the 
State  Medical  Society  could  step  in  and  tell  them 
how  to  run  or  do  things.  The  will  to  do  these 
things  has  to  come  from  within;  I don’t  think  it  can 
be  superimposed  by  somebody  else. 

Dr.  Sherman:  The  role  of  the  specialty  society 
will  depend  on  the  specialty  society  or  special 
group  that  we  are  talking  about.  I would  like  to 
ask  Dr.  Williams  a particular  question.  Suppose, 
for  example,  that  we  were  able  to  set  up  a state- 
wide group  with  the  responsibility  for  and  the 
authority  to  encourage  continuing  education,  and 
suppose  further  that  we  were  to  delegate  that  au- 
thority to  the  Society  of  Internal  Medicine  for  the 
internists  throughout  the  State,  how  could  such  an 
organization  help  you  or  the  Society  of  Internal 
Medicine  do  a better  job?  I am  thinking  of  evalua- 
tion, methods  of  delivery,  television,  program 
texts,  evaluation  of  results,  and  so  on.  What  could 
such  a central  statewide  group  do  better  than  you 
could  do  by  yourself? 

Dr.  Williams:  This  is  a real  tough  question, 

and  I don’t  think  actually  that  it  is  the  Society  of 
Internal  Medicine  that  needs  the  help.  I think  the 
real  problem  is  that  of  othe’^s,  like  the  general  sur- 
geons who  aren’t  organized  into  a group.  If  you  try 
to  present  a problem  to  the  general  surgeons  and 
try  to  get  them  to  agree,  you  would  discover  one 
real  fine  mess,  because  they  are  relatively  weakly 
organized.  I think  it  is  important  that  we  try  to 
strengthen  such  groups.  Certainly  the  radiolo- 
gists, for  example,  are  very  strongly  organized. 
The  groups  who  aren’t  organized  at  all  need  to  be 
told  that  here  is  an  area  of  tremendous  importance 
to  them;  and  I think  the  fact  that  somebody  would 
point  out  their  problem  to  them  would  give  them  a 
great  big  push  to  get  started.  Many  of  these 
groups  got  started  because  somebody  wasn’t  going 
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to  pay  them  what  they  thought  was  right  or  be- 
cause someone  was  picking  on  them  for  some  rea- 
son. The  Academy  of  General  Practice  began  ef- 
forts to  recertify  their  people.  This  wasn’t  the 
original  reason  for  the  founding  of  the  Academy 
of  General  Practice.  It  was  founded  so  that  they 
could  try  to  protect  themselves  and  improve  their 
lot  in  medicine.  The  same  is  true  of  many  similar 
societies.  Now,  this  isn’t  true  about  scientific 
societies  such  as  the  College  of  Physicians,  College 
of  Cardiology  of  the  American  Heart  Association, 
and  so  on.  Such  as  these  were  founded  as  scientific 
groups.  Really  serious  action  in  continuing  medi- 
cal education  was  initiated  by  the  College  of  Physi- 
cians, the  College  of  Surgeons,  and  the  academies 
of  medicine  in  various  communities.  These  were 
the  very  backbone  of  medical  libraries  before  medi- 
cal schools  and  hospitals  took  over  this  function. 

State  of  New  York  Department  of  Health 

Dr.  Amos:  In  listing  the  subject  for  this  meet- 
ing, I think  that  your  committee  really  thought  of 
something  broader  than  just  the  State  Health 
Department  and  its  role,  because  there  are  other 
sections  of  government  concerned  with  continuing 
education.  In  particular,  these  include  the  legis- 
lature, the  executive  branch  of  government,  the 
financial  offices  of  government,  and  some  other 
departments. 

If  we  look  to  three  partners  to  provide  continu- 
ing education,  that  is,  government,  medical  educa- 
tors, and  professional  associations,  it  rapidly  be- 
comes evident  that  all  three  are  necessary.  No 
two  can  operate  independently  to  provide  the 
necessities  of  continuing  education.  Therefore,  let 
us  take  a look  at  government’s  role  in  continuing 
education.  I quote  from  what  Abraham  Lincoln 
was  supposed  to  have  said  one  hundred  years  ago, 
“Government  should  do  for  people  only  those 
things  which  they  cannot  do  for  themselves.” 
Let’s  think  of  government  in  this  context.  What 
is  it  that  people  cannot  do  for  themselves  in  the 
way  of  continuing  medical  education?  I would 
identify  three  major  areas.  First,  to  assure  that 
medical  services  be  of  the  highest  quality,  govern- 
ment would  have  to  be  concerned.  I think  we  can 
presume  that  the  quality  of  services  would  be  di- 
rectly related  to  the  continuing  education  of  physi- 
cians. I don’t  want  to  imply  that  this  is  the  only 
factor,  but  this  is  a factor. 

More  than  twenty  years  ago  it  was  stated  that 
“25  per  cent  of  physicians  will  keep  up-to-date  in 
the  practice  of  medicine;  another  50  per  cent  will 
keep  up-to-date  if  it  is  made  easy  for  them  to  do  so; 
but  the  remaining  25  per  cent  will  resist  all  efforts 
to  continue  their  education  after  graduation  from 
medical  school.”  No  one  challenged  this  state- 
ment at  that  time,  and  1 don’t  think  that  anybody 
would  now.  The  small  experiment  that  we  had  in 
connection  with  continuing  education  require- 
ments for  participation  in  Medicaid  merely  re- 


emphasized that  there  is  a segment  of  the  medical 
population  which  resists  continuing  education. 
When  we  are  talking  about  physicians  who  will 
keep  up-to-date,  I think  we  should  emphasize  the 
75  per  cent  who  will  keep  up-to-date  and  not  the 
25  per  cent  who  won’t.  However,  a simple  calcula- 
tion shows  that  there  are  8,000  physicians  in  New 
York  State  who  not  only  don’t  keep  up-to-date,  but 
they  resent  and  resist  keeping  up-to-date.  I would 
submit  to  you  that  government  is  most  concerned 
with  these  8,000  physicians. 

No  less  responsible  a body  than  the  National 
Advisory  Commission  on  Health  Manpower  recom- 
mended: “One  way  of  providing  continuing  edu- 
cation incentive,  would  be  to  relicense  health  pro- 
fessions periodically  on  the  basis  of  acceptable  per- 
formance in  programs  of  continuing  education  or 
on  the  basis  of  challenging  examinations  for  those 
who  choose  not  to  participate  formally  in  continu- 
ing education.” 

Only  eight  years  ago,  in  a similar  public  forum, 
I made  the  flat  statement  that  New  York  State 
would  never  require  continuing  education  as  a con- 
dition for  registration  or  continued  license.  I am 
not  so  sure  now.  Let  me  recall  Dr.  Ingraham’s 
words  to  the  effect  that  there  is  a ground  swell 
toward  mandating  continuing  education  for  physi- 
cians in  this  State. 

This  leads  me  into  the  second  role  for  govern- 
ment in  continuing  education,  that  is,  to  assist  in 
providing  for  continuing  education.  Let  me  em- 
phasize that  government  could  not  provide  it  by  it- 
self; it  must  help  as  one  of  equal  partners,  with 
medical  education  authorities  and  with  profes- 
sional associations.  This  could  take  on  a number 
of  different  aspects,  and  I merely  identify  some 
possibilities.  It  could  provide  for  some  type  of  an 
organization.  It  could  provide  for  the  identifica- 
tion, recording,  and  distribution  of  information; 
set  certain  standards;  furnish  faculty;  develop 
communications  systems;  assist  in  financing;  pro- 
vide demonstration  programs;  conduct  massive 
education  programs,  such  as  on  drug  abuse,  heart- 
lung  resuscitation,  or  venereal  disease;  or  it  could 
introduce  or  influence  legislation.  Just  what 
should  be  done  would  vary  with  time  and  with 
place.  What  has  to  be  done  up  in  St.  Lawrence 
County  is  not  the  same  as  what  has  to  be  done  on 
Long  Island,  in  Buffalo,  or  in  metropolitan  New 
York.  The  time  and  the  place  for  the  continua- 
tion of  education  must  be  planned  according  to 
specific  circumstances.  The  Department  of 
Health  is  concerned  primarily  with  those  areas 
where  continuing  education  is  not  now  being  pro- 
vided. I think  nobody  will  quarrel  that  in  the 
metropolitan  areas,  and  particularly  in  medical 
centers,  continuing  education  is  at  least  available. 
This  is  not  so  for  many  rural  areas. 

Third,  and  perhaps  one  of  the  most  important 
roles  of  government,  is  to  provide  a framework 
within  which  the  physician,  who  is  adequately 
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qualified  to  provide  medical  service,  can  provide 
optimum  quality  of  medical  care.  Several  ques- 
tions arise.  Is  it  possible  for  a physician  to  give  the 
best  care  if  he  has  no  hospital  affiliation  in  New 
York  City  where  it  is  estimated  that  5,000  physi- 
cians do  not  have  such  hospital  affiliations?  Is  it 
possible  for  a physician  to  render  quality  care  if  he 
practices  all  by  himself,  without  immediate  re- 
course to  consultation  and  specialized  services  he 
would  have  in  some  form  of  organized  group  prac- 
tice rendering  comprehensive  service?  Is  it  possi- 
ble for  a physician  to  give  quality  care  if  he  does  not 
have  assistants  who  may  perform  many  of  the 
minor  technical  activities  (re-emphasizing  Dr. 
Lyons’  point  of  the  use  of  the  medical  assistant)? 
Is  it  possible  for  the  physician  to  give  quality  ser- 
vice if  he  sees  80  to  100  or  120  patients  in  a day? 
Is  it  possible  for  people  to  receive  good  health  care 
if  200  or  more  communities  in  New  York  State  are 
without  physicians,  or  in  the  ghettos  of  our  cities 
where  there  is  one  physician  for  30,000  population? 
Is  it  appropriate  that  people  jam  the  emergency 
rooms  of  hospitals  for  the  minor  ailments  that  now 
make  up  more  than  70  per  cent  of  the  admissions 
in  these  emergency  rooms? 

I quote  again  from  the  report  of  the  National 
Advisory  Commission  on  Health  Manpower; 
“There  is  a crisis  in  American  health  care.”  Per- 
haps this  crisis  has  been  here  thirty  years.  I don’t 
know.  But  it  is  a crisis,  and  there  appears  to  be  a 
consensus  that  it  is  not  simply  one  of  numbers. 
If  additional  personnel  are  employed  in  the  present 
manner  and  within  the  present  patterns  of  sys- 
tems of  care,  they  will  not  alleviate  this  crisis. 
Unless  we  improve  the  system  through  which 
health  care  is  provided,  care  will  continue  to  be- 
come less  than  satisfactory  even  though  there  are 
massive  increases  in  numbers  of  health  personnel. 
I submit  it  is  a responsibility  and  a role  of  govern- 
ment, in  conjunction  with  its  partners,  to  develop 
a method  of  improving  this  system  to  provide  an 
organizational  framework  for  the  physicians,  in- 
cluding the  8,000  forgotten  ones,  to  provide  quality 
care  and  utilize  continuing  education  made  avail- 
able through  a coordinated  statewide  approach. 

Dr.  Ingall:  I think  we  are  all  very  concerned 

about  the  8,000  physicians  who  don’t  buy  what  we 
have  to  offer.  Possibly  we  really  have  to  examine 
where  the  fault  lies,  whether  or  not  it  is  with  the 
recipient  or  the  donor,  or  perhaps  it  lies  between 
the  two. 

Dr.  Williams:  Dr.  Amos  has  emphasized  that 
government  is  most  interested  in  the  “25  per  cent,” 
the  people  I would  call  “bad.”  I would  suggest 
that  this  is  not  the  best  place  to  start.  We  should 
start  with  those  we  can  influence.  I think  that  the 
other  group  would  then  take  care  of  itself.  If  this 
program  starts  as  a punitive  one,  looking  for  people 
who  do  bad  things,  it  is  almost  doomed  to  failure 
right  from  the  start. 

Ward  L.  Oliver,  M.D.:  I agree  with  Dr.  Amos. 


The  Department  of  Health  is  an  essential  member 
of  the  continuing  medical  education  team.  How- 
ever, there  are  other  organizations  that  already 
have  taken  definite  action  in  continuing  educa- 
tion. For  example,  the  Joint  Commission  for  Ac- 
creditation of  Hospitals  adopted  a requirement 
that,  after  January  1,  1971,  “Medical  staffs  shall 
provide  continuing  programs  of  professional  educa- 
tion or  give  evidence  of  participation  in  such  pro- 
grams.” 

According  to  the  1969  annual  report,  the  primary 
focus  of  the  State  Department  of  Health  is  “devel- 
oping programs  and  activity  for  protecting  the 
health  and  safety  of  the  consumers.”  In  his  pre- 
sentation, Dr.  Amos  made  several  references  to 
quality  of  medical  care.  On  the  assumption  that 
continuing  medical  education  is  essential  for  qual- 
ity medical  care,  the  health  department  should 
place  a high  priority  on  this  aspect  of  health  pro- 
tection. The  Department  of  Health  has  been  ac- 
tive in  many  phases  of  educational  activities,  but 
this  has  not  been  enough  to  meet  the  challenge  of 
the  present.  I would  suggest  three  directions  for 
sound  health  department  activity:  coordination 

and  management,  mandatory  requirements,  and 
funding. 

Continuing  education  has  been  called  essentially 
an  information  system.  A health  “information 
system”  could  not  keep  pace  with  modern  progress. 
There  is  need  for  innovations,  new  methods,  and 
new  technics.  These  might  include  personalized 
types  of  instruction,  formalized  teaching  consul- 
tations, not  the  service  type,  and  training  asso- 
ciated with  patient  care.  There  is  a great  need  for 
extended  periods  of  continuing  education.  This 
should  be  a sabbatical  type  of  arrangement,  ex- 
tending three  to  six  months.  It  would  necessitate 
prearranged  replacements  and  financial  arrange- 
ments. This  project  would  require  manpower, 
communications,  and  financial  support.  The 
Department  of  Health  would  be  in  an  ideal  posi- 
tion to  implement  this  type  of  educational  pro- 
gram. A third  possibility  for  State  Department 
of  Health  action  is  to  organize  and  manage  contin- 
uing medical  education  priming  and  resource  allo- 
cations. With  its  authority  and  potential  avail- 
ability of  funds  and  manpower,  the  health  depart- 
ment should  assume  a key  position  in  a cooperative 
effort  of  continuing  education,  joining  with 
MSSNY,  professional  specialty  societies,  medical 
schools,  and  regional  medical  programs. 

Dr.  Sherman:  Dr.  Amos’s  comment  about  the 
need  for  health  care  in  the  ghettos  is  a particularly 
difficult  problem.  Nothing  we  can  say  here  today 
is  going  to  alter  that  care.  It  has  bothered  me  that 
the  medical  profession  has  been  castigated  over  the 
last  several  years  for  failure  to  deliver  care  to  the 
ghetto.  Even  if  we  could  mobilize  all  our  re- 
sources, we  still  would  not  be  able  to  alter  that 
health  care  unless  at  the  same  time  we  improve  the 
total  standard  of  living  of  those  people,  namely. 
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their  education,  interpersonal  relationships,  hous- 
ing, and  everything  else. 

Health  care  is  not  an  isolated  factor,  and  this 
has  bothered  me  because  the  medical  profession 
has  been  deemed  negligent,  when,  instead  it  is  the 
negligence  of  all  society  in  failing  to  alter  the  total 
life  style  of  these  people.  It  is  unfair  to  compare 
the  total  structure  of  health  care  in  the  United 
States  with  that,  say  of  Scandinavia,  where  they  do 
not  have  slums,  differences  in  background,  educa- 
tion, and  so  on,  as  exist  in  large  segments  of  our 
urban  population.  Back  to  continuing  education, 
I think  that  if  we  are  going  to  alter  the  health  care 
of  the  ghetto,  it  needs  a much  broader  total  societal 
approach  than  simply  planning  what  we  can  do 
here  today. 

Dr.  Amos:  I would  like  to  clarify  two  points. 

One  is  Dr.  William’s  comment  about  the  8,000 
physicians.  Really,  what  I was  concerned  about 
was  the  patients  served  by  those  8,000  physicians. 
There  is  the  need  for  a kind  of  consumer  protec- 
tion if  the  physician  does  not  practice  good  medi- 
cine in  the  sense  acceptable  today.  The  other 
point  is  that  our  “bandaid”  type  of  medical  care, 
in  this  “nonsystem”  that  Walter  Reuther  talks 
about,  is  not  capable  of  delivering  the  kind  of  ser- 
vice necessary.  You  can  educate  as  much  as  you 
want  to.  Without  an  adequate  over-all  health  care 
system,  you  can’t  practice  good  medicine.  For  ex- 
ample, you  can’t  practice  properly  if  you  don’t  have 
a hospital  affiliation.  This  is  the  point  that  I am 
highlighting. 

Dr.  Felch:  Dr.  Amos  pointed  out  that  govern- 
ment has  increasingly  been  taking  on  the  assur- 
ance of  quality.  This  has  occurred  largely  by  de- 
fault, because  organized  medicine  has  failed  to 
assert  itself.  I think  somebody  should  mention  the 
peer-review  movement  going  on  both  within  or- 
ganized medicine  and  soon  to  be  sponsored  by  the 
Federal  government.  Peer  review  must  be  men- 
tioned because  it  may  perhaps  be  stimulated  by 
government,  but  it  should  be  carried  out  by  physi- 
cians. Continuing  medical  education  is  very 
closely  tied  in  with  peer  review.  The  ultimate  goal 
of  peer  review  is  education,  and  I think  that  the 
correlation  between  peer  review  and  continuing 
medical  education  should  be  included  in  delibera- 
tions today. 

MSSNY  and  AMA 

Dr.  Howard:  When  I arrived  at  the  AMA  about 
two  and  one-half  years  ago,  I found  that  they  had 
two  new  committees,  dealing  with  aspects  of  con- 
tinuing medical  education  important  to  AMA’s 
role.  The  AMA  is  still  seeking  its  full  role,  will 
probably  never  find  it  completely,  and  that  is  a 
good  thing  because  it  will  keep  giving  itself  new 
goals.  One  committee  deals  largely  with  accredi- 
tation of  institutions  who  put  on  programs  of  con- 
tinuing education.  The  teams  who  do  the  surveys 


are  not  AMA-oriented  individuals  and  are  cer- 
tainly not  on  the  staff.  They  are  helping  set  the 
standards  by  cross  fertilization  and  cross  pollina- 
tion. The  advisory  committee  deals  with  the  ac- 
creditation programs,  passing  its  findings  on  to  the 
Council  on  Medical  Education.  The  second  com- 
mittee on  continuing  education  at  AMA  is  one  set 
up  by  the  board  of  trustees  in  1960-1961  to  encom- 
pass all  of  the  problems  in  continuing  education; 
to  provide  consultations  for  and  liaison  with  other 
organizations,  including  the  AAMC,  specialty  so- 
cieties, and  so  on;  to  conduct  and  encourage  re- 
search in  continuing  education  needs,  methods, 
and  technics;  to  develop  methods  of  motivating 
physicians;  and  to  provide  counsel  to  the  constitu- 
ent component  state  medical  societies.  We  do 
several  things,  not  all  of  them  new.  Some  of  them 
are  traditional.  The  accreditation  program  is 
starting  to  evolve;  86  institutions  are  listed  now  as 
accredited.  They  give  more  than  53  per  cent  of  the 
formal  courses.  By  “formal”  I do  not  mean  those 
which  are  necessarily  the  most  relevant.  I am 
hopeful,  and  our  committees  are  hopeful,  that  we 
can  begin  to  list  things  which  offer  the  more  rele- 
vant opportunities.  But  they  have  to  be  studied 
and  worked  out. 

We  list  2,319  courses  in  this  year’s  issue.  This 
represents  a 15  per  cent  increase.  Many  of  them 
are  in  community  hospitals  just  beginning  to  get 
involved.  We  put  out  a monthly  news  letter  which 
is  sent  to  about  1,900  individuals.  There  are  con- 
siderations about  giving  credit  for  reading  and  for 
other  regular  activities  that  keep  physicians  up-to- 
date,  like  dealing  with  colleagues  in  consultation. 
We  also  are  giving  attention  to  the  possibility  of 
national  networks  and  have  been  in  close  liaison 
with  the  National  Library  of  Medicine,  hoping 
that  Congress  will  give  more  support. 

We  have  a great  desire  to  have  physician  partici- 
pation based  on  the  physician’s  own  educational 
needs.  The  self-assessment  test  in  specialty  orga- 
nizations is  growing  and  will  become  more  impor- 
tant. Continuing  medical  education  should  be 
where  self-renewal  of  the  physician  would  be  most 
relevant  to  his  patients  so  that  he  can  deliver 
better  care. 

Let’s  try  to  deal  with  a general  plan  and  then 
have  an  implementing  committee  get  to  work  on 
it  as  fast  as  possible.  The  AMA  is  very  interested 
in  cooperating  and  collaborating  with  any  organi- 
zation that  produces  plans  or  tries  to  improve  con- 
tinuing medical  education. 

Henry  I.  Fineberg,  M.D.:  I would  say,  at  the 
■ risk  of  being  corny  and  trite,  that  organized  medi- 
cine must  sponsor  and  assist  in  any  type  of  pro- 
gram that  will  give  us  high-quality  medical  care. 
I am  talking  about  continuing  education  as  such  a 
program.  Our  Medical  Society  of  the  State  of  New 
York  has  shown  that  it  is  interested,  because  you 
have  this  conference  here  today.  Our  Committee 
on  Continuing  Education  consists  of  some  of  the 
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finest  people  in  our  State.  So  we  are  on  the  right 
road.  I truly  agree  with  many  of  you  who  have 
stressed  high-quality  medical  care,  which  has  been 
the  goal  of  the  Medical  Society  of  the  State  of  New 
York.  A few  years  ago  we  set  up  a division  devoted 
to  establishing  standards  of  medical  care,  and  we 
have  been  trying  to  work  toward  that  objective. 

I 1 realize  that  legislators  have  to  become  involved, 

I but  I am  concerned  about  some  of  tbe  legislators 
we  have  in  Albany.  Being  a medical  politician,  I 
think  I have  the  right  to  talk  about  some  of  them, 
and,  believe  me,  some  of  my  best  friends  are  politi- 
cians. As  a matter  of  fact,  I call  them  “states- 
men.” We  do  have  men  at  Albany  who,  because  of 
a conflict  of  interests  and  because  they  listen  to 

I certain  of  their  constituents,  sponsor  unfortunate 
legislation. 

, In  California,  a few  years  ago,  they  passed  a bill 
stating  that  a physician  can’t  use  “PRN”  on  a 
prescription  blank.  It  is  peculiar,  but  it  is  the  law 
of  California.  I can’t  see  why  a legislature  should 
tell  a man  how  he  can  write  a prescription.  Need  I 
refer  to  the  present  legislation  on  abortion?  I know 
that  most  of  us  were  in  favor  of  abortion  reform. 
The  Medical  Society  proposed  a solution,  but  the 
men  who  pull  the  strings  in  Albany  wouldn’t  listen 
to  us.  What  they  did  produce  has  resulted  in  chaos 

I and  has  set  up  guidelines  which  they  are  not  follow- 
ing anyway.  In  my  opinion,  that  was  desperate 
legislation  brought  about  because  they  wouldn’t 
listen  to  experts.  I felt  badly  that  the  govern- 
ment and  the  legislature  chose  to  tell  deans  and 
faculties  of  medical  schools  that  they  should  es- 
tablish departments  of  family  practice.  I think 
this  is  something  that  the  deans  and  faculties 
should  determine  on  their  own.  To  me  it  was 
reprehensible  legislation. 

The  State  Medical  Society  must  get  into  con- 
tinuing education  in  a major  way.  We  have  been 
accused  of  always  being  “against  something,”  but 
there  are  things  you  have  to  be  against  all  your 
life.  In  continuing  education  we  have  a chance  to 
come  out  with  some  positive  action.  There  is  no 
doubt  about  this  in  my  mind  or  in  the  minds  of 
some  of  our  officers.  I heard  some  talk  this  morn- 
ing about  cost.  I realize  that  when  the  govern- 
ment comes  in  and  gives  cash,  it  is  going  to  have 
something  to  say  about  the  program.  I wish  that 
they  could  give  us  the  money  without  any  strings 
attached  to  it,  but  I guess  that  is  impossible.  Our 
Medical  Society  ought  to  consider  putting  some  of 
its  own  money  into  a statewide  continuing  educa- 
tion effort.  I have  talked  to  our  president,  Walter 
Walls,  M.D.,  and  to  Norman  Moore,  M.D.,  and  I 
think  we  will  have  something  to  say  about  this  at 
the  next  meeting  of  the  budget  committee.  It  is 
time  that  we  put  some  of  our  own  money  into  con- 
tinuing education  and  defer  other  planning  which 
doesn’t  seem  as  important. 

I do  think  we  are  on  the  right  track.  Last  week 
I received  a letter  from  the  Medical  Society  of  the 


County  of  Kings,  Brooklyn.  The  letter  said  a rule 
has  been  passed  unanimously  that  prerequisites  for 
maintaining  membership  in  Kings  County  will  in- 
clude postgraduate  continuing  education.  I think 
that  is  a great  step  in  the  right  direction  and  one  of 
the  first  concrete  steps  we  have  seen  taken  in  this 
State  by  a county  medical  society. 

Inaugurating  statewide  system 

Dr.  Bloom:  I said  at  the  outset  that,  in  calling 
the  meeting  today,  the  MSSNY  hopes  to  inaugu- 
rate an  operative  statewide  approach,  requesting 
cooperation  from  major  participants.  What  is  pro- 
posed is  that  you  consider  working  together  to  pro- 
vide statewide  guidance,  requesting  each  physi- 
cian to  relate  to  an  educational  resource  facility  at 
a hospital,  and  that  each  such  facility  interrelate 
in  the  statewide  network,  providing  central  focus 
in  a New  York  State  council  or  academy. 

The  guts  of  the  system  would  be  in  the  hospital 
continuing  education  facilities.  Statewide,  there 
would  be  an  advisory  council,  composed  of  repre- 
sentatives from  the  five  major  participant  groups, 
serving  to  link  regional  hospital  postgraduate  units, 
assisting  communications,  offering  statewide  pro- 
gram planning,  and  identifying  and  publishing 
recommended  annual  curricula  to  guide  study. 
This  is  what  we  said  at  the  outset. 

We  have  tried  to  define  the  meanings  of  terms 
in  an  attempt  to  agree  on  what  continuing  educa- 
tion is.  We  have  considered  motivation  of  physi- 
cians, discussed  how  to  design  a better  system,  and 
emphasized  interrelationships  of  various  major 
participant  groups. 

In  this  final  period,  I would  like  to  hear  discus- 
sion and/or  debate  about  what  the  next  step  would 
be,  if  these  five  major  groups  are  of  a mind  to  join 
together  to  establish  a statewide  system,  struc- 
tured anyway  they  choose,  perhaps  based  in  learn- 
ing resource  centers  at  hospitals  and  linked  to- 
gether statewide  by  an  advisory  council  composed 
of  their  representatives.  If  possible,  these  pro- 
ceedings should  produce  some  idea  as  to  w'hat  the 
next  step  would  be,  and  how  a statewide  system 
might  be  inaugurated,  unless  there  would  be  oppo- 
sition to  that  idea. 

Dr.  James:  I believe  very  firmly  that  the  medi- 
cal schools  of  this  State  stand  ready  to  participate, 
provided  the  program  would  be  truly  an  academic 
one  based  on  high  quality.  If  you  want  us  to  pro- 
vide a speaker  for  a medical  society  night  meeting, 
either  before  or  after  refreshments,  to  give  a forty- 
minute  talk  on  the  use  of  the  new  antihypertensive 
drugs,  we  will  do  it.  In  our  mind,  this  would  not  be 
the  kind  of  postgraduate  education  with  which  we 
would  like  to  be  associated.  By  “academic”  I 
mean  that  the  educational  process  would  be  based 
on  high  quality;  that  it  would  be  comprehensive 
enough  and  strong  enough;  and  that  it  would  pro- 
vide for  sufficient  feedback,  by  examination,  bed- 
side consultation,  or  discussion  with  the  instructor. 
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so  that  we  would  be  able  to  understand  that  some- 
thing had  been  learned  and  how  well  it  had  been 
learned. 

First,  it  would  be  desirable  for  physicians  to 
document  their  continuing  education  participa- 
tion throughout  their  professional  careers  and  to 
come  periodically  for  genuinely  academic  experi- 
ence. The  individual  physician  should  play  a 
major  part  in  planning  such  programs.  But  he 
must  accept  the  posture  of  a student,  even  though, 
on  a different  level,  he  may  well  be  a teacher.  As 
a student  he  should  participate  in  a comprehensive 
and  academic-type  program,  or  I don’t  believe  you 
will  find  the  medical  schools  very  enthusiastic. 

Second,  the  new  system  must  be  financed  ade- 
quately. Medical  schools  in  this  country  aren’t 
being  paid  now  for  the  work  that  society  expects 
them  to  do.  It  costs  about  ten  times  more  to  train 
a medical  student  in  this  State  than  we  get  from 
tuition.  At  the  present  time  in  my  school,  one 
third  of  tuition  money  is  met  by  scholarships,  and 
I have  to  raise  practically  all  the  scholarship 
money.  K you  expect  good  postgraduate  educa- 
tion, you’d  better  have  it  adequately  financed,  or 
it  will  remain  a stepchild.  Under  the  logistics  of 
the  thing,  postgraduate  education  in  our  institu- 
tion is  close  to  being  twice  the  problem  that  under- 
graduate medical  education  presents. 

Third,  continuing  medical  education  has  to  be 
tied  in  with  allied  health  professional  training. 
We  cannot  continue  to  be  geared  solely  to  a physi- 
cian working  alone.  We  have  to  consider  medical 
teams;  and  if  we  are  going  to  teach  postgraduate 
education,  we  had  better  do  it  in  teams.  Allied 
health  professional  teams  are  being  trained  in  huge 
numbers  very  haphazardly  with  an  enormous  num- 
ber of  different  qualifications  and  different  roles. 
We  have  to  have  medical  practice  tied  in  with  the 
allied  health  professionals  in  many  situations. 

Fourth,  our  continuing  education  has  to  be  based 
on  serious  health  problems.  There  are  major 
health  problems  in  this  State  which  demand  some 
attention.  Medical  schools  are  being  beaten  over 
the  head  for  not  making  their  programs  relevant 
to  society.  Certainly,  we  should  not  repeat  these 
errors  in  postgraduate  education  which  should  be 
made  highly  relevant  to  society.  New  programs 
about  automated  multiphasic  health  screening, 
drug  addiction,  and  other  urgent  subjects  must  be 
presented  effectively.  There  has  yet  to  be  a good 
solid  postgraduate  education  program  about  drug 
addiction,  because  we  haven’t  even  tried  to  teach 
what  we  know. 

Finally,  we  must  teach  society  to  take  post- 
graduate medical  education  seriously.  That 
means  that  patients  must  be  prepared  to  see  their 
physicians  go  off  for  two  weeks  a year  at  a mini- 
mum. Industry  must  support  its  physicians,  pro- 
viding regular  salaries  during  periods  of  postgradu- 
ate study.  Civil  service  physicians  must  have  their 
salaries  continued  while  they  go  off  for  postgradu- 


ate education.  It  must  not  be  a lark,  a breeze,  a 
vacation,  or  a cruise;  it  must  be  taken  seriously. 
If  society  does  take  postgraduate  education  seri- 
ously, it  will  find  that  its  instruments,  such  as 
medical  schools,  will  also  take  it  seriously. 

Dr.  Bloom:  The  point  is,  what  steps  are  the 

medical  schools  and  the  other  four  participating 
groups  willing  to  take  toward  organizing  to  achieve 
the  goals  talked  about?  Serious  education  requires 
resources.  With  a collaborative  statewide  effort, 
there  would  be  a better  chance  to  collate  such  re- 
sources and  to  put  forward,  in  a statewide  dimen- 
sion, the  kinds  of  programs  on  drugs,  multiphasic 
screening,  and  so  on,  that  have  been  talked  about. 
Next,  Dr.  Pellegrino  would  be  asked  to  point  spe- 
cifically to  steps  he  thinks  might  be  taken  toward 
collaborative  statewide  action. 

Dr.  Pellegrino:  I would  like  to  divide  my  re- 
marks into  two  sections.  The  first  would  try  to 
deal  directly  with  Dr.  Bloom’s  request  about  what 
steps  one  might  take  immediately.  After  that, 
there  would  be  a re-emphasis  of  what  has  been 
said.  I would  like  to  put  it  in  my  own  language 
because  I believe  it  rather  strongly.  Dr.  James  has 
given  us  the  usual  response  of  the  academicians,  in 
his  usual  clear  and  curt  fashion,  the  sine  qua  non, 
so  to  speak,  that  would  be  required  to  involve  the 
medical  schools.  I would  rather  concentrate  on 
what  we  do  from  this  point  on.  It  is  quite  obvious 
that  this  group,  at  least,  appears  to  agree  that  con- 
tinuing education  is  important,  not  a revelation, 
you  might  say,  after  our  morning’s  discussion. 
Even  though  I am  within  the  ivory  tower  in  the 
medical  school  environment,  I believe  that  the 
major  initiative  for  bringing  things  about  on  a 
state  level  ought  to  lie  with  the  organized  profes- 
sion. I believe  this  very  strongly  because  I think 
that  the  comments  made  by  Dr.  Ingraham  and 
others  are  very  realistic.  Those  of  us  who  are  in 
the  State  University  system  perhaps  get  a little 
stronger  feel  of  what  legislators  can  do  and  what 
they  are  thinking  about  in  the  course  of  our  daily 
activities. 

I think  the  first  move  would  be  for  leadership, 
and  it  has  to  come  from  somewhere.  Here  would 
be  a golden  opportunity  for  organized  medicine  to 
get  out  in  front  and,  as  Dr.  Fineberg  said,  not  al- 
ways be  “against”  something.  I would  propose  or 
suggest  that  the  MSSNY  initiate  the  design  of  a 
new  statewide  postgraduate  system  by  inviting 
representatives  of  the  groups  here  to  begin  the 
work.  To  get  started,  we  need  a small  determined 
group  indoctrinated  with  an  idea.  We  are  all 
bathed  in  romantic  speculation  at  this  moment, 
about  how  great  it  would  be  to  work  together  on 
continuing  education.  But  what  we  need  to  know 
is  what  to  do  on  “Tuesday  morning  at  8 o’clock,” 
not  what  we  do  in  a particular  course,  but  how  do 
we  organize  in  this  vast  State  with  its  enormous 
resources. 

I would  suggest  then  that  representatives  of  the 
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five  groups  meet  as  soon  as  possible,  perhaps  a 
committee  of  no  more  than  five  to  eight  people. 
This  group  should  be  charged  first  to  come  up  with 
an  academic  plan  of  some  kind  and  some  statement 
of  goals  and  objectives.  I sound  like  a terrible  ed- 
ucator now,  but  in  starting  things  from  scratch 
it  is  important  to  define  where  you  are  going  in 
relatively  simple  language.  As  I sat  and  listened, 
I heard  a rather  large  diversity  of  opinions  of  meth- 
odology, goals,  and  aims,  even  though  they  may 
have  seemed  to  have  been  in  superficial  agreement. 
So,  the  first  thing  would  be  to  propose  some  kind  of 
over-all  State  plan  to  be  looked  at  and  subscribed 
to  by  the  organizations  represented  here  tcxiay.  I 
think  these  are  the  immediate  steps  that  ought  to 
be  taken,  not  another  big  conference  on  continu- 
ing medical  education.  Someone  should  take  the 
courage  to  come  out  and  say  what  it  ought  to  be, 
what  the  aims  ought  to  be,  and  some  idea  about 
what  methodology  might  be  involved  in  evaluation. 

Most  important  of  all,  I think  what  needs  to  be 
stated  is  not  so  much  how  you  do  it  but  rather  the 
necessity  for  doing  it,  couched  in  strong  terms. 
I stated  some  weeks  ago  in  an  article  in  the 
J.A.M.A.,  which  I guess  I can’t  hide  and  want  to 
state  again,  that  professionals  are  by  their  very 
nature  given  to  self-replication.  They  are  bio- 
energetic  systems  which  seek  the  lowest  level  of 
energy  production  when  it  comes  to  accepting 
change.  There  is  no  reason  to  be  ashamed  that 
this  would  be  inherent  in  a profession.  We  are 
responding  now  not  so  much  because  we  recognize 
that  continuing  education  is  so  important  but 
rather  because  there  are  social  forces  impelling 
us  in  this  direction.  And  again,  this  would  be 
nothing  to  be  ashamed  of.  What  I think  is  im- 
portant, however,  is  that  we  get  there  first,  and 
this  is  what  I have  tried  to  impress  on  my  col- 
leagues in  the  practice  of  medicine  and  in  academic 
medicine.  We  need  to  come  up  with  a plan,  be- 
cause otherwise  I am  sure  it  will  be  superimposed 
from  outside  the  profession. 

What  we  need  to  state  verbally,  somewhere 
along  the  line  as  a first  step,  is  that  continuing 
education  is  a moral  responsibility  of  the  profes- 
sion. It  is  a moral  responsibility,  because  I be- 
lieve that  underlying  the  disaffection  with  us  today 
is  an  uneasy  suspicion  that  perhaps  we  are  not  so 
competent  as  we  say  we  are.  Therefore,  I would 
put  our  feeling  about  continuing  education  in 
moral  terms,  and  I would  like  to  see  a statement 
that  would  say  something  along  this  line.  But 
again,  I find  myself  telling  you  what  ought  to  go  in 
the  statement,  and  obviously  I shouldn’t  do  that. 
My  first  step  then  would  be  to  consolidate  a con- 
tinuing education  system  under  somebody’s  leader- 
ship, not  the  medical  schools.  I think  that  the 
MSSNY  has  an  opportunity  to  accept  such  leader- 
ship right  now;  and  if  it  does  not,  someone  else 
will.  I am  in  the  complicated  State  University 
system  of  medical  schools,  where  we  have  been 


trying  without  success  to  draw  up  something  state- 
wide for  our  four  schools.  I think  the  MSSNY  has 
a tremendous  opportunity  here;  and  I would  like 
to  throw  a challenge  by  saying  to  the  MSSNY  that 
I am  certain  that,  constructed  along  the  lines  Dr. 
James  outlined,  and  more  importantly  along  the 
idea  of  setting  up  a plan  and  a goal  which  is  respon- 
sive to  social  needs,  we  could  create  a successful 
statewide  structure  which  would  put  us  out  in 
front. 

When  the  legislators  come  looking  around  for 
some  way  to  carry  out  the  social  mandate,  I think 
they  would  find  us  ready  and  taking  leadership. 
They  would  be  relieved  not  to  have  to  mix  into  this 
business.  So,  I would  suggest  that  the  MSSNY 
assume  leadership.  I haven’t  talked  to  my  aca- 
demic colleagues  about  this.  They  might  disagree, 
but  I think  very  strongly  it  should  be  the  MSSNY. 
Discussions  should  be  started  in  a small  group 
made  up  of  people  here,  one  or  two  others,  and  I 
think  someone  involved  in  the  licensing  process 
ought  to  be  involved.  Such  a group  ought  to  have  a 
charge  of  coming  up  not  with  specifics  at  first  but 
with  a kind  of  white  paper,  a position  paper,  about 
our  moral  posture.  There  is  nothing  that  would 
provide  more  leadership  than  defining  clearly  what 
you  think  your  moral  responsibility  is  as  a profes- 
sion. 

Dr.  Bloom:  I would  like  to  ask  Dr.  Williams 

about  the  possibility  of  invoking  a statewide  sys- 
tem in  which  the  professional  societies  would  be 
willing  to  be  a major  part  of  the  governance  struc- 
ture. 

Dr.  Williams:  This  would  be  a really  tough 

question  to  answer,  obviously  because  I couldn’t 
really  speak  for  the  professional  societies.  I don’t 
think  there  is  any  question  that  the  well-organized 
specialty  societies  would  support  wholeheartedly 
the  whole  project  of  continuing  medical  educa- 
tion. I wouldn’t  even  be  surprised,  for  example, 
if  they  would  be  willing  to  fund  some  of  the  cost 
of  this.  I certainly  will  bring  this  before  all  of  the 
various  specialty  societies  that  I can  and  at  least 
encourage  them  to  think  about  it.  I am  sure  that 
the  well-organized  societies  will  support  it  whole- 
heartedly. Actually,  what  Dr.  Pellegrino  has  been 
talking  about  is  whether  or  not  the  MSSNY  is 
ready  to  carry  the  ball,  and  I would  hope  that  Dr. 
Walls  and  Dr.  Himler  would  respond  to  the  ques- 
tion. 

Dr.  Bloom:  As  a member  of  the  State  Depart- 
ment of  Health,  Dr.  Amos  would  be  in  a position 
to  report  about  the  possibilities  that  the  State 
Department  of  Health  might  join  with  other  major 
participants  in  a statewide  system  for  postgraduate 
medical  education. 

Dr.  Amos:  I think  that  both  Dr.  Ingraham  and 
I have  expressed  that  the  State  Health  Depart- 
ment is  not  only  willing  but  anxious  to  be  a part- 
ner in  this  endeavor.  I think  that  we  would  en- 
dorse the  comments  that  some  leadership  has  to  be 
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taken  and  that  this  might  most  logically  involve 
the  MSSNY. 

I would  like  to  caution,  however,  against  confus- 
ing leadership  with  direction.  K you  are  going  to 
have  five  partners  in  there,  no  single  one  would  be 
the  boss.  Dr.  James  has  mentioned  the  question 
about  money  and  the  need  for  money  from  the 
government.  I regret  that  Dr.  James  isn’t  here, 
because  I am  sure  he  would  smile  when  I comment 
that  Dr.  James  says  “we  want  money  without 
strings.”  You  can’t  get  money  without  strings. 
The  old  saying  that  “he  who  pays  the  piper  calls 
the  tune”  has  a great  deal  of  validity.  But  this 
would  have  to  be  a true  partnership,  not  accepting 
any  single  one  as  a boss,  with  the  others  supposed 
to  follow  along.  With  the  kind  of  organizations  you 
are  talking  about,  others  would  not  follow  along. 

The  health  department  possibly  could  do  some 
things  that  other  organizations  cannot.  One  of 
these  would  concern  legislation.  The  department 
can  and  does,  and  I think  Dr.  Ingraham  would 
agree  with  me  on  this,  influence  legislation  but 
from  the  viewpoint  of  meeting  the  needs  of  the 
people  who  elect  the  legislators.  To  summarize, 
the  health  department  is  vital  in  initiating  a state- 
wide postgraduate  system  and  will  participate  in 
it  as  an  equal  partner  to  the  fullest  extent. 

Dr.  Bloom:  We  appear  to  be  getting  some  con- 
sensus, although  we  are  not  yet  at  the  point  of 
deciding  when  the  next  meeting  would  be  or  who 
would  be  there.  I would  like  to  hear  now  from  Dr. 
Woolsey,  recalling  that  his  perspective  includes 
his  medical  school,  his  regional  medical  program, 
and  the  AAMC  committee. 

Dr.  Woolsey:  I believe  that  the  MSSNY  has  an 

opportunity  here.  I think  the  MSSNY,  the  AMA, 
and  the  county  societies  have  quite  a track  record 
in  the  past  of  being  accomplished  in  missing  their 
opportunities.  I would  like  to  see  them  not  miss 
this  one.  Let  me  soften  that  just  a little  by  saying 
that  I am  not  against  medical  societies.  But  it  is 
frustrating  to  have  been  in  a position  in  which 
for  fifteen  years  one  has  been  saying:  “Look, 

gentlemen,  we  in  the  profession  need  to  take  the 
leadership  or  someone  else  will.”  While  the  AMA 
did  start  on  a basis  of  education,  during  the  last 
two  or  three  decades  they  got  pretty  well  away 
from  it.  For  a period  of  about  fifteen  years,  end- 
ing perhaps  recently,  the  State  Society  was  indeed 
almost  opposed  to  being  involved  in  continuing 
education.  You  know  what  happens.  Speakers 
would  be  invited  and  they  would  come;  then  those 
who  had  invited  them  would  be  embarrassed  be- 
cause the  membership  wouldn’t  show,  and  the 
whole  thing  would  fall  through. 

I have  a feeling  that  some  of  you  are  still  talking 
a little  bit  of  ancient  history  about  continuing  med- 
ical education.  There  isn’t  just  a single  method 
which  should  be  used,  and  there  are  so  many  meth- 
ods which  may  be  used  successfully.  Least  suc- 
cessful, for  instance,  is  a nondescript  convention. 


a national  meeting,  or  a regional  meeting.  Con- 
tinuing education,  if  it  is  going  to  be  up-to-date, 
should  be  based  on  identification  of  a need.  To 
identify  the  need,  you  need  the  practitioner.  He  is 
the  fellow  who  can  do  this.  We  have  a very  inter- 
esting experiment  going  into  its  third  year  at  Al- 
bany. We  have  80  medical  practitioners  (general 
practitioners  and  internists)  who  for  two  years  have 
been  consultants  to  our  department  of  postgradu- 
ate medicine  relative  to  identifying  their  needs  in 
continuing  medical  education.  These  people  were 
selected  at  random  from  230  who  wished  to  be 
involved.  Our  statistical  base  is  good,  and  it  is 
indeed  revealing  to  have  these  practitioners  work 
with  us  and  suggest  that  to  determine  their  needs, 
we  should  examine  them.  From  examinations 
after  instruction,  we  know  what  they  needed  and 
how  much  increment  of  information  they  obtained 
during  the  instruction.  We  do  not  know  yet 
whether  they  applied  it.  We  have  plans  which 
may  help  us  find  out  how  well  the  new  information 
was  utilized  later. 

Quite  obviously,  the  profession  is  becoming 
more  interested  and  more  receptive  to  medical 
audit.  In  hospitals,  medical  audits  can  identify 
what  part  of  the  practice  needs  to  be  improved. 
The  idea  that  you  have  to  identify  need  is  good. 
But  we  can  prove  for  you  from  statistics  that  some 
of  us  involved  in  continuing  education  are  pretty 
good  at  identifying  need.  We  didn’t  have  a single 
subject  area  of  the  25  presented  to  these  consul- 
tants in  which  they  had  no  need.  In  all  25  areas, 
there  was  need  for  instruction.  So  there  are  plenty 
of  places  to  start  to  improve  the  quality  of  medical 
care. 

Those  of  us  in  continuing  education  aren’t  look- 
ing down  our  noses  at  those  in  practice.  We  prob- 
ably didn’t  feel  up  to  the  job,  or  we  would  be  in 
practice.  It  is  a horrendous  task.  We  are,  how- 
ever, trying  very  sincerely  to  help  those  in  prac- 
tice, but  we  can’t  assist  without  the  support  of 
practitioners.  The  Medical  Society  should  be  re- 
sponsible for  making  sure  that  its  membership 
participates.  This  could  be  done,  but  so  far  it 
hasn’t  been  tried. 

Dr.  Bloom:  Now  Dr.  Brightman  will  speak 

from  the  regional  medical  program  standpoint. 
It  looks,  to  me  at  least,  that  the  role 
of  the  regional  medical  program  will  become  larg- 
er in  the  future.  If  regional  medical  programs  are 
permitted  to  develop  the  mission  of  continuing 
education,  they  will  be  a potent  force  in  the  state- 
wide perspective.  So,  Dr.  Brightman,  to  what 
extent  do  you  think  the  regional  medical  programs 
might  be  interested  to  interact  with  the  other 
groups  by  planning  involvement  in  a new  state- 
wide action  structure? 

Dr.  Brightman:  Dr.  Bloom,  I am  glad  you 

asked  me,  because  I have  been  thinking  of  another 
occasion  some  four  or  five  years  ago  when  a lot  of 
time  went  into  coordinating  efforts  including  con- 
tinuing education.  When  regional  medical  pro- 


1872  New  York  State  Journal  of  Medicine  / August  1,  1971 


grams  were  first  developed,  I was  with  the  State 
Department  of  Health.  There  I could  analyze  this 
entire  field,  since  I took  some  part  in  a program 
jointly  developed  by  the  Department  and  the  State 
Society  inviting  the  regional  medical  programs 
and  the  medical  schools.  My  State  job  was  to 
evaluate  and  see  to  it  that  we  were  getting  the 
most  for  our  money.  I just  bring  that  up  because 
it  was  a previous  attempt  and,  for  various  reasons, 
did  not  have  a successful  ending.  I hope  that  to- 
day’s effort  has  a much  better  and  an  immediate 
future. 

I did  not  mean  to  imply  in  my  earlier  remarks 
that  continuing  education  would  be  de-emphasized 
in  regional  medical  programs.  I think  it  is  recog- 
nized as  being  far  too  important.  People  con- 
cerned with  putting  up  money  for  regional  medi- 
cal programs  through  Congress  have  criticized 
what  has  been  done  relative  to  the  total  amount 
spent  on  education  as  compared  with  service.  Re- 
gional medical  program  directors  are  still  looking 
for  innovative  methods  in  continuing  education, 
and  these  will  have  a very  high  priority. 

About  the  statewide  situation,  I would  like  to 
point  out  very  strongly  that  I am  now  on  the  re- 
gional medical  program  side.  These  programs 
(six  in  New  York  State)  have  organizations  for 
continuing  medical  education.  You  are  all  famil- 
iar with  this.  You  have  heard  a great  deal  about 
many  of  them  today.  Their  cooperative  arrange- 
ments involve  medical  schools,  teaching  hospitals, 
community  hospitals,  medical  societies,  and  many 
other  agencies  that  have  a role  in  this  particular 
activity.  They  are  active  right  now.  I can  tell 
you  that  in  the  metropolitan  New  York  program  we 
have  a very  active  technical  consulting  committee 
on  continuing  medical  education  which  is  a little 
more  conservative  than  some  regional  groups,  but 
it  does  respect  the  need  for  innovative  methods. 
We  have  also  created  an  interdisciplinary  commit- 
tee for  the  education  of  allied  health  services.  This 
was  mentioned  earlier  today  and  is  very  impor- 
tant. When  we  talk  about  expanding  the  role  of 
the  nurse,  physicians  have  to  be  concerned  and 
involved.  At  the  same  time,  practical  nurses  must 
be  educated  to  step  in  where  the  registered  nurse 
leaves  off. 

What  I am  trying  to  say  is  this:  The  regional 

medical  programs  are  already  quite  advanced  in 
studying  their  regions  and  looking  for  innovative 
methods.  I think  it  would  be  a mistake  to  develop 
a statewide  system  which  would  involve  a different 
pathway,  because  then  you  would  destroy  some- 
thing that  you  have  already,  and  it  wouldn’t  be 
necessary.  State  Medical  Society  districts  could 
be  worked  out  roughly  to  correspond  with  the  re- 
gional medical  areas.  Even  if  they  cross  into  an- 
other state,  it  could  be  managed.  But  the  main 
thing  is  to  preserve  this  intense  regional  medical 
program  activity,  because  your  programs  would 
vary  considerably.  This  would  be  good,  because 


you  would  have  many  different  types  of  programs 
to  evaluate.  But  I do  think  that  you  need  a strong 
smaller  committee  to  plan  how  to  bring  all  ele- 
ments together  into  one  statewide  program.  Ulti- 
mately, I think  you  would  have  an  easier  time 
working  on  a regional  basis  than  statewide,  so  long 
as  the  methodology  would  be  uniform  and  the  ob- 
jectives would  be  defined  clearly  and  accepted  by 
all  concerned. 

George  Himler,  M.D.:  Dr.  Pellegrino  placed 

the  moral  responsibility  of  developing  continuing 
postgraduate  education  on  the  MSSNY.  I think 
his  point  is  very  well  taken.  Dr.  Woolsey  appears 
to  have  little  confidence  in  his  State  Medical  Soci- 
ety along  these  lines.  But  I would  point  out  to  him 
that  you  are  all  here  at  the  invitation  of  the  State 
Medical  Society  through  Dr.  Bloom  who  has  con- 
ducted a forceful  committee  activity  in  trying  to 
explore  precisely  how  matters  might  be  pursued 
and  accomplished.  I am  not  expert  in  these  mat- 
ters, and  I won’t  claim  to  be.  I do  have  a few  gen- 
eral comments  to  make,  however,  most  of  which  I 
have  learned  about  the  hard  way,  by  getting  hit 
over  the  head  in  the  State  Medical  Society.  One 
would  inquire  whether  we  are  considering  a kind  of 
program  to  be  compulsory  or  voluntary,  at  least  at 
the  outset? 

Early  in  the  Medicaid  program,  the  State  De- 
partment of  Health  decided  to  require  certain 
qualifications  and  requirements,  in  terms  of  post- 
graduate study,  for  physicians  who  wish  to  partic- 
ipate. These  conditions  were  never  implemented, 
because  they  raised  such  a riot  among  the  member- 
ship that  the  effective  date  was  deferred  indefinite- 
ly. I don’t  think  that  this  really  reflected  a re- 
fractory state  on  the  part  of  physicians  or  any  re- 
bellion of  physicians  against  postgraduate  educa- 
tion. I think  they  were  very  properly  concerned 
about  precisely  how  much  authority  the  govern- 
ment should  have  over  the  activities  of  licensed 
physicians.  I won’t  even  go  into  whether  they  were 
right  or  completely  wrong  in  this.  The  point  I am 
trying  to  make  is  that  the  practicing  physicians 
resented  bitterly  and  objected  to.  the  imposition  of 
qualifications  by  the  State.  I do  not  think  that 
they  would  have  resented  a voluntary  program  in 
any  similar  way. 

I would  make  a very  strong  pitch  that  any  pro- 
gram, at  least  in  its  inception,  be  made  voluntary. 
If  there  would  be  any  authority  to  be  applied,  let  it 
be  by  the  appropriate  professional  society,  which 
would  be  the  MSSNY.  To  disgress  for  a moment. 
Dr.  Williams  and  I have  had  patriotic  disagree- 
ments about  where  the  specialty  societies  fit  into 
this  program.  In  the  instance  at  hand,  I don’t 
think  that  it  would  be  a question  of  who  has  the 
authority.  It  would  be  a question  of  how  the  thing 
could  best  be  run  and  developed.  Many  specialties 
do  not  have  strong  organizations  in  this  State.  In 
our  dealings  with  the  health  department  and  with 
the  welfare  department  and  the  rest  where  possi- 
ble, the  State  Medical  Society  is  the  logical  agent 
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because  it  can  operate  on  a statewide  basis.  In  co- 
operation with  the  specialty  societies,  we  have  an 
interdisciplinary  or  an  interspecialty  committee  of 
the  State  Society,  so  that  this  should  present  no 
difficulty. 

I sympathize  very  much  with  Dr.  Bloom’s  ques- 
tion about  specifics.  You  have  all  made  good 
position  statements  today,  and  I suppose  I am  in 
the  process  of  making  one  myself.  Where  do  we  go 
from  here?  The  State  Medical  Society  has  spon- 
sored this  particular  meeting,  and  it  is  perfectly 
willing  to  promote  vigorous  further  action.  Now 
we  have  had  certain  difficulties  in  the  past  in  this 
kind  of  endeavor,  and  I am  sorry  that  Dr.  James 
isn’t  here  to  hear  me.  We  have  tried  to  establish 
cooperative  relationships  with  many  of  the  medical 
schools  in  New  York  City,  and  I tell  you  that  deans 
are  not  the  easiest  people  in  the  world  to  work  with. 
As  a matter  of  fact,  it  is  often  very  difficult  to  make 
them  even  listen.  Dr.  James  already  started  out 
with  a list  of  criteria  and  requirements  necessary 
for  a medical  center  or  a hospital  to  participate. 
This  is  all  very  well,  but  it  appears  to  me  that  such 
ideas  should  come  out  of  discussion  and  not  be 
stipulated  as  conditions.  Where  we  stand  now  is 
that  the  State  Society  is  willing  and  able  to  sponsor 
the  development  of  a proper  and  thoroughgoing 
statewide  system  for  postgraduate  medical  ed- 
ucation. The  State  Society  will  require  partners 
who  are  perfectly  welcome  to  be  equal  partners. 
What  we  need  is  some  kind  of  commitment  on  the 
part  of  these  elements,  the  regional  medical  pro- 
grams, the  deans,  the  State  Health  Department, 
and  the  professional  societies,  to  participate  with- 
out prejudice  and  try  to  work  something  out. 

Now  this  is  where  we  stand  at  this  moment.  I 
don’t  particularly  care  what  the  new  organization 
would  be  called.  Nominally,  it  should  be  under 
the  aegis  of  the  State  Society,  because  this  would 
create  least  resentment  on  the  part  of  physicians 
and  make  it  simplest  to  administer.  But  the  State 
Society  does  not  want  to  run  it  and  does  not  wish 
to  design  it.  The  regional  medical  programs  have 
worked  out  technics  which  we  should  not  try  to 
duplicate.  But  where  is  the  commitment?  Sit- 
ting here  are  representatives  of  the  necessary 
groups. 

Once  we  have  the  commitment,  we  will  arrange 
the  meetings  and  get  going  really  fast,  because  this 
is  something  we  are  definitely  committed  to  and 
want  to  push. 

Dr.  Schmidt:  I am  concerned  about  what  it  is 
we  are  expected  to  commit,  our  good  faith  to  work 
together  or  our  actual  facilities  and  resources?  On 
behalf  of  my  school,  I would  be  more  than  willing 
to  commit  our  good  faith  to  work  with  organiza- 
tions represented  here  toward  resolving  problems 
of  continuing  education.  At  the  present  time,  I 
can’t  commit  resources  that  I don’t  have. 

Dr.  Himler:  Quite  obviously,  no  one  will  ask 

you  for  a commitment  except  one  to  sit  down  and 
work  together  to  resolve  some  of  these  problems. 


K we  can  have  that  kind  of  commitment,  without 
any  commitment  of  hard  resources,  I am  sure  that 
Dr.  Bloom  would  be  very  well  able  to  carry  on  from 
there. 

Dr.  Levitan:  I would  just  like  to  ask  one  other 
question  in  relation  to  the  fact  that  the  State  Med- 
ical Society  would  be  carrying  the  ball  at  least  to 
organize  and  get  started.  What  about  the  13,000 
physicians  who  do  not  belong  to  the  State  Medical 
Society?  Are  we  just  going  to  pass  them  over,  or 
how  are  we  going  to  recruit  them? 

Dr.  Himler:  I can  make  only  a partial  answer. 
I don’t  think  there  are  13,000  physicians,  not  mem- 
bers of  the  State  Medical  Society,  who  are  also  not 
members  of  some  hospital.  They  are  considerably 
fewer  in  number,  but  there  are  some  physicians 
who  have  no  hospital  affiliation  and  who  are  simul- 
taneously not  members  of  the  State  Society.  I 
would  be  inclined  to  leave  this  for  the  time  being, 
although  I grant  you  that  these  individuals  prob- 
ably need  most  attention.  Here  in  New  York  City, 
when  our  previous  health  services  administrator 
decided  that  physicians  must  and  should  have 
certain  qualifications  to  participate  in  Medicaid, 
I said,  “Look,  why  don’t  you  get  the  doctors  into 
your  city  hospitals”?  He  said,  “Fine,  why”?  I 
said,  “Because  the  ones  who  are  not  in  your  city 
hospitals  are  precisely  the  ones  who  need  the  train- 
ing most.  Why  don’t  you  try  to  take  them  into 
your  city  institutions  and  educate  them”?  He  said 
he  would  try,  and  that  was  the  last  we  heard  of  it. 
These  unaffiliated  physicians  have  to  be  involved 
in  some  reasonable  way  with  hospitals,  permitting 
them  to  take  care  of  their  own  patients  but  under 
supervision.  I think  most  of  them  would  respond. 
Maybe  I am  optimistic,  but  I think  they  would. 

Dr.  Woolsey:  I see  an  organizational  problem 
here,  and  I hope  that  this  is  not  going  to  be  another 
meeting  at  which  we  say  we  are  “for”  continuing 
education  and  go  home.  Dr.  Himler  has  not  only 
offered  but  practically  mandated  the  Medical  Soci- 
ety to  assume  this  leadership  role,  or,  should  I say, 
continue  this  leadership  role  as  evidenced  already 
this  morning  and  previously.  There  is  one  State 
Department  of  Health  and  one  State  Medical  Soci- 
ety, but  there  are  six  regional  medical  programs, 
twelve  medical  schools,  and  “x”  professional  soci- 
eties. So,  I don’t  know  whether  Dr.  Woolsey  is 
going  to  be  the  spokesman  for  all  the  regional  pro- 
grams, or  whether  we  will  have  to  have  six  partners 
representing  regional  medical  programs,  twelve 
representing  medical  schools,  and  so  on.  From  the 
viewpoint  of  any  type  of  a cooperative  relationship, 
I think  you  have  a major  organizational  problem  to 
identify  all  those  who  are  concerned  to  speak  for 
all  those  who  are  concerned. 

Dr.  Brightman:  I think  there  is  a way  around 
this.  The  New  York  State  deans  have  an  organiza- 
tion, and  I am  confident  that  if  the  president  of  the 
State  Medical  Society  were  to  approach  the  chair- 
man of  that  group  and  ask  for  a representative, 
they  would  agree  to  send  one.  The  medical  schools 
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could  be  represented  in  this  way.  A similar  pro- 
cedure could  be  applied  with  directors  of  regional 
medical  programs.  With  patience,  one  can  begin 
to  develop  a document  and  a statement.  I think, 
Dr.  Himler,  you  are  asking  first  for  a commitment 
in  spirit  and  principle,  and  then  some  design  of  a 
statewide  system  which  would  have  to  go  back  to 
the  constituent  groups.  It  is  not  going  to  be  easy; 
but  if  we  don’t  start  somewhere,  I do  not  think  this 
thing  could  get  done  on  a statewide  basis. 

Dr.  Bloom:  To  pursue  that  line,  through  Dr. 

Williams’  interspecialty  committee,  the  State 
Society  could  recruit  a very  small  number  of  people 
representing  professional  societies  who  could 
answer  for  the  larger  number. 

First,  we  need  Dr.  Walls  and  Dr.  Himler  to  steer 
through  the  MSSNY  Council  some  kind  of  con- 
sensus about  the  kind  of  statement  that  Dr.  Pel- 
legrino and  others  have  asked  for.  Starting  with 
that,  we  could  request  all  five  major  participant 
organizations  to  name  very  few  representatives  as 
the  next  organizational  step.  At  the  same  time, 
let’s  not  forget  to  structure  the  other  end  of  the 
system,  so  that  all  physicians  would  relate  to  a 
learning  resource  center  in  a hospital.  At  that  re- 
gional level,  there  would  be  an  office  to  advise, 
support,  and  document  continuing  education  on 
the  part  of  all  affiliated  physicians. 

Inasmuch  as  I had  asked  Dr.  Ingraham  to  close, 
he  might  say  a word  about  how  a statewide  system 
could  be  linked  best  to  the  physician. 

Dr.  Williams:  My  plea  this  morning  was  for 

the  State  Society  to  assume  some  responsibility  so 
as  to  strengthen  the  specialty  societies  to  become 
more  effective,  because  it  is  perfectly  obvious  that 
they  have  a vital  role  to  play.  Actually  I think  our 
differences  have  pretty  much  evaporated. 

Dr.  Himler:  If  you  remember,  the  interspecial- 

ty committee  was  something  I was  sympathetic  to, 
although  I did  not  start  it,  and  I think  it  will  grow 
in  importance  in  the  State  Society.  I was  merely 
trying  to  indicate  where  the  primary  initiating 
action  must  lie,  and  I think  it  must  be  with  the 
State  Society.  The  statement  that  Dr.  Bloom 
wants,  I am  sure,  is  very  easily  obtained.  I know 
our  Council,  and  I have  no  doubt  that  such  a state- 
ment will  be  made.  Beyond  that,  we  are  back  to 
inviting  cooperation  and  full  partnership  of  the 
four  other  major  participants. 

Dr.  Woolsey:  Let  me  point  out  to  you  that  we 
shouldn’t  use  the  “25  per  cent,”  who  never  come,  as 
a scapegoat.  There  is  another  “75  per  cent”  who 
need  continuing  medical  education. 

Dr.  Bloom:  We  should  discontinue  excessive 

concentration  on  the  general  practitioner  as  the 
main  focus  of  continuing  education.  Throughout 
the  discussion  of  this  sophisticated  group,  the  gen- 
eral practitioner  kept  creeping  back  into  focus  as 
the  “proper”  recipient  of  continuing  education. 
This  happens  because  of  historical  reflex.  Dr. 
Ingraham,  would  you  explain  how  we  could  achieve 


placing  responsibility  in  a system  in  which  phy- 
sicians affiliate  with  learning  resource  centers  at 
hospitals? 

Dr,  Ingraham:  Dr.  Bloom,  I am  very  appre- 

ciative that  you  asked  me  to  try  to  summarize. 
Indeed,  that  would  be  a formidable  task.  You 
have  asked  the  question  as  to  how  we  could  help 
in  placing  responsibility  at  a hospital  level.  This 
is  something  that  I would  be  very  glad  to  dump 
into  the  arms  or  the  laps  of  the  State  Hospital 
Review  and  Planning  Council.  At  last  count,  I 
think  we  had  six  past  presidents  of  MSSNY  serving 
on  this  council.  This  is  a group  that  has  been  very 
active  in  setting  up  a hospital  code  and  encourag- 
ing hospitals  to  maintain  standards.  I think  this 
would  be  an  opportunity  for  them  to  expand  the 
hospital  role  in  postgraduate  education.  Over  and 
above  that,  1 think  that  when  the  Department  of 
Health  works  with  the  hospital  council,  we  could 
look  into  costing  and  see  how  this  would  relate  to 
education  of  the  type  we  have  been  discussing  to- 
day. I think  there  would  be  opportunities  for  en- 
couraging hospitals  to  become  more  and  more  in- 
volved in  continuing  education. 

Dr.  Bloom:  I would  like  to  say  again  that  we 

have  been  able  to  conduct  this  meeting  through  the 
hospitality  and  courtesy  of  our  hosts,  Dr.  Patterson 
and  the  Hospital  for  Special  Surgery.  All  con- 
ceivable facilities  have  been  opened  to  us,  and  we 
could  not  have  found  a more  favorable  atmosphere. 

Summary 

These  proceedings  contain  both  agreement  on 
the  central  subject  and  disagreement  about  vital 
details. 

Despite  expressed  misgivings  by  some  and  cau- 
tion on  the  part  of  others,  the  feasibility  to  design  a 
statewide  system  was  recognized. 

All  parties  agreed  that  MSSNY  has  the  opportu- 
nity to  initiate  deliberations  with  its  four  partners 
as  an  equal  among  equals. 

MSSNY  was  encouraged,  first  to  enunciate  a 
credo,  stipulating  that  it  holds  continuing  educa- 
tion as  a moral  and  inescapable  obligation  of  its 
membership,  with  dedicated  participation  re- 
quired to  ensure  optimum  medical  care. 

It  was  agreed  that,  on  initiation  by  the  MSSNY, 
representatives  of  the  five  groups*  would  meet  to 
deliberate  design,  structure,  and  administration  for 
a statewide  system  of  continuing  medical  educa- 
tion. 

Some  ideas  were  offered  about  structure  of  the 
system.  A concept  of  regional  units  linked  with  a 
central  representative  council  was  presented. 
There  would  be  regional  learning  resource  centers 
at  hospitals  where  all  physicians  would  affiliate. 

There  was  a suggestion  that  regional  operations 
of  a statewide  network  be  conducted  more  or  less 

*Five  groups:  medical  schools,  regional  medical  programs, 

professional  specialty  societies.  State  of  New  York  Department 
of  Health,  and  the  Medical  Society  of  the  State  of  New  York. 
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according  to  current  directions  and  plans  of  the  re- 
gional medical  programs. 

Some  apprehension  was  expressed  about  a cen- 
tral council  that  might  be  either  too  large  and 
therefore  unwieldy  or  too  small  to  be  representative 
in  the  proper  sense.  To  a certain  extent,  this  was 
dispelled  by  a proposal  that  each  of  the  five  groups 
would  be  able  to  rotate  a very  few  delegates.  The 
deans,  already  formed  to  communicate  in  a group, 
could  select  limited  representation  instructed  to 
report  back.  Similarly,  the  regional  medical  pro- 
gram directors  could  consider  a like  arrangement. 
Through  the  MSSNY  interspecialty  committee, 
the  differentiated  specialty  societies  could  work 
effectively  with  the  system  and  select  representa- 
tion for  the  council.  The  State  of  New  York  De- 
partment of  Health  could  be  represented  from  its 
top  level,  and  the  MSSNY  could  choose  to  work 
through  its  postgraduate  continuing  education 
committee. 

Whatever  reservations  remained  at  the  end  of 
the  meeting,  all  of  the  five  groups  agreed  to  make  a 
start  together,  expecting  a statement  of  credo  and 
invitational  arrangements  from  the  MSSNY. 

Participants  at  meeting 

MSSNY  Committee  on  Continuing  (Postgraduate) 
Education 

Marvin  L.  Bloom,  M.D.,  Chairman 
William  C.  Felch,  M.D. 

Philip  Levitan,  M.D. 

Ward  L.  Oliver,  M.D. 

Malcolm  I.  Page,  M.D. 

Robert  L.  Patterson,  M.D. 

Theodore  J.  Prowda,  M.D. 

Charles  D.  Sherman,  M.D. 

Medical  Society  of  the  State  of  New  York 
Henry  I.  Fineberg,  M.D.,  Executive  Vice-President 
Mr.  Anton  Finelli,  Coordinator,  News  Media 
George  Himler,  M.D.,  President-Elect 
Norman  S.  Moore,  M.D.,  Director  Division  of 
Scientific  Activities 

Dorothy  M.  Smith,  Administrative  Assistant 
Walter  S.  Walls,  M.D.,  President 
John  R.  Williams,  Jr.,  M.D.,  Chairman,  Interspecialty 
Committee 


State  of  New  York  Department  of  Health 

Franklyn  B.  Amos,  M.D.,  Assistant  Commissioner, 
Health  Manpower 

Hollis  S.  Ingraham,  M.D.,  Commissioner 
Donald  C.  Walker,  M.D.,  Assistant  Director,  Medical 
Manpower 

Regional  Medical  Program  Directors 

I.  Jay  Brightman,  M.D.,  Metropolitan  New  York 

J.  R.  F.  Ingall,  M.D.,  Western  New  York 
R.  H.  Lyons,  M.D.,  Central  New  York 
R.  C.  Parker,  Jr.,  M.D.,  Rochester 

Gladys  Rothbell,  M.D.,  representing  Glen  Hastings, 
M.D.,  Nassau-Suffolk 
F.  M.  Woolsey,  Jr.,  M.D.,  Albany 
Harry  Zimmerman,  M.D.,  Chairman,  Metropolitan 
New  York,  Committee  on  Continuing  Education 

<^'4jeans — Medical  Colleges 

J.  Frederick  Eagle,  M.D.,  New  York  Medical  College 
Robert  H.  E.  Elliott,  M.D.,  Assistant  Dean,  Columbia 
University  College  of  Physicians  and  Surgeons 
Arthur  Hayes,  M.D.,  Assistant  Dean,  Cornell  Univer- 
sity Medical  College 

Solomon  G.  Hershey,  M.D.,  Professor  of  Anesthesiol- 
ogy, representing  I.  H.  Scheinberg,  M.D.,  Albert 
Einstein  College  of  Medicine  of  Yeshiva  University 
George  James,  M.D.,  Mt.  Sinai  School  of  Medicine 
Schuyler  Kahl,  M.D.,  President,  State  University  of 
New  York  Downstate  Medical  Center 
J.  Lowell  Orbison,  M.D.,  University  of  Rochester 
School  of  Medicine  and  Dentistry 
Edmund  Pellegrino,  M.D.,  State  University  of  New 
York  at  Stony  Brook 

LeRoy  A.  Pesch,  M.D.,  State  University  of  New  York 
at  Buffalo 

Richard  P.  Schmidt,  M.D.,  State  University  of  New 
York  Upstate  Medical  Center  in  Syracuse 
Harold  Wiggers,  M.D.,  Albany  Medical  College 
Max  Weiner,  Ph.D.,  State  University  of  New  York 
Downstate  Medical  Center 

American  Medical  Association 
Rutledge  W.  Howard,  M.D.,  Division  of  Medical 
Education 

Guest 

Mr.  Don  Cairns,  Executive  Secretary,  Suffolk  County 
Medical  Society 
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MALPRACTICE  HAZARDS 
IN  OBSTETRICS  AND 
GYNECOLOGY 

LOCKE  L.  MACKENZIE.  M.D. 

New  York  City 

Consulting  Obstetrician  and  Gynecologist,  Woman's  Hospital 
Division,  St  Luke's  Hospital  Center 


As  of  December  31,  1969,  5 per  cent  of  the  insured 
physicians  in  New  York  State  practiced  obstetrics 
and  gynecology.  These  accounted  for  11  per  cent 
of  the  cases  of  malpractice  filed  in  New  York 
County  alone.  As  of  October  20,  1970,  9 per  cent  of 
all  open  files  involving  malpractice  in  this  county 
were  accounted  for  by  cases  involving  obstetricians 
and  gynecologists.  In  this  connection  it  must  be 
remembered  that  the  statute  of  limitations  does 
not  expire  for  minors  until  three  years  after  the 
child  reaches  the  age  of  twenty-one.  One  must 
therefore  be  prepared  to  defend  a case  for  as 
long  as  twenty-four  years  after  the  child  is  de- 
livered. 

There  are  many  causes  of  suits  common  to  any 
of  the  surgical  specialties.  Thus,  the  finding  of  a 
foreign  body,  an  anesthetic  accident,  or  a cardiac 
arrest  are  not  peculiar  to  the  disciplines  of  ob- 
stetrics and  gynecology.  Also,  unnecessary  sur- 
gery may  be  claimed,  and  this  to  any 

type  of  surgery.  However,  there ’^drfe -^curi^nt 
themes  which  seem  to  be  frequent  cabsseni  ^**^1- 
practice  action  belonging  to  these  two  speciatlies. 
Let  us  look  first  at  obstetrics.  As  a first  axiom, 
remember  that  we  must  never  conclude  that  a 
woman  is  not  pregnant  as  long  as  she  is  still 
breathing. 

Problems  in  obstetrics 

In  obstetrics  the  physician  is  doubly  liable,  for 
he  is  dealing  with  two  lives.  One  of  the  most  hor- 
Presented  at  the  165th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Medical-Legal  and  Workmen’s  Compensation  Matters,  Febru- 
ary 16,  1971. 


rendous  situations  in  which  a physician  can  be  in- 
volved is  a suit  for  birth  injury.  As  I have  indi- 
cated, it  may  be  delayed  for  many  years.  There  is 
no  situation  more  difficult  to  defend.  Almost 
always  the  plaintiff’s  attorney  can  find  something 
at  which  he  can  point  an  accusing  finger.  It  may 
be  argued  that  inadequate  antepartum  care  was 
given  or  that  improper  medication  or  improper 
monitoring  of  the  patient  during  labor  was  in- 
volved. It  may  be  claimed  that  too  much  medica- 
tion, too  little  medication,  or  the  wrong  medication 
was  employed,  or  that  the  medication  was  used  too 
soon  before  delivery.  It  may  be  said  that  the  de- 
livery was  too  rapid  or  not  rapid  enough.  The 
patient  may  claim  that  instruments  were  used  un- 
necessarily or  that  they  were  not  used  when  indi- 
cated. If  the  newborn  infant  does  not  breath  im- 
mediately, it  may  be  maintained  that  the  physi- 
cian did  not  carry  out  the  proper  resuscitation, 
did  not  have  the  proper  consultation,  or  that  the 
hospital  failed  to  provide  the  necessary  armamen- 
tarium. Again,  everything  may  appear  entirely 
normal,  only  to  have  spasticity  or  mental  retarda- 
tion develop  much  later.  The  spectacle  of  a child 
exposed  before  a jury,  which  is  gazing  sympa- 
thetically at  the  misshapen  or  retarded  unfortunate, 
is  more  than  many  defense  attorneys  care  to  con- 
template. Time  and  again  juries  have  returned 
enormous  awards  against  obstetricians  in  such  in- 
stances. In  one  case  a physician  was  sued  for 
“holding  the  head  back”  until  he  arrived.  This 
was  testified  to  by  the  mother  who  was  under  seda- 
tion at  the  time.  Actually,  in  this  instance  the 
physician  was  in  the  delivery  room,  properly 
scrubbed,  and  awaiting  the  delivery  as  testified 
to  by  the  nurses,  the  anesthetist,  and  the  physician 
himself.  In  two  different  trials  the  jury  decided 
in  favor  of  the  plaintiff,  obviously  believing  the 
mother’s  story  and  just  as  obviously  feeling  sorry 
for  the  retarded  child. 

A frequent  claim  is  made  that  the  obstetrician 
should  have  performed  a cesarean  section.  Just 
as  often  it  is  maintained  that  he  should  not  have 
performed  this  operation.  At  times  the  indications 
are  clear,  but  more  often  it  is  a question  of  interpre- 
tation. It  is  usually  possible  for  the  plaintiff  to 
provide  expert  testimony  which  will  be  at  variance 
with  whatever  procedure  was  performed.  The 
same  state  of  affairs  is  equally  true  when  induc- 
tion of  labor  is  performed.  In  both  instances  it  is 
certainly  safer  to  have  a well-established  medical 
indication  than  it  is  to  perform  either  maneuver  for 
the  convenience  of  the  patient  or  of  the  physician. 

What  can  one  do  to  prevent  infant  damage? 
The  answer  to  this  question  involves  the  entire 
training  and  experience  of  an  obstetrician  and 
cannot  be  put  into  a single  set  of  rules.  If  the  in- 
fant is  fine,  everything  was  performed  properly. 
If  it  is  not,  there  is  an  almost  infinite  number  of 
things  the  patient  may  claim  were  done  in  error. 
It  usually  resolves  itself  into  a question  of  experi- 
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ence  and  proper  indications.  Even  a well-trained 
obstetrician  would  do  well  to  call  for  consultation, 
if  he  thinks  there  is  any  possibility  of  the  baby 
being  damaged  during  delivery.  However,  often 
there  is  no  hint  that  there  will  be  anything  wrong  in 
the  future.  In  such  instances  one  can  only  trust 
that  no  obvious  mistake  was  made  in  the  conduct 
of  the  labor  or  delivery. 

Problems  in  gynecology 

Gynecology  also  has  problems  which  are  peculiar 
to  itself.  The  most  frequent  gynecologic  operation 
is  dilatation  and  curettage.  Perforation  of  the 
uterus  is  recognized  by  the  surgeon  in  about  2 per 
cent  of  all  such  procedures.  It  is  therefore  a hazard 
of  the  operation.  This  fact  may  help  in  the  de- 
fense, since  it  is  usually  a benign  accident,  but  the 
patient  will  claim  that  no  one  told  her  it  was  a ha- 
zard in  that  particular  operation  or  that  it  was  like- 
ly to  occur.  I suspect  that  this  is  almost  invariably 
true.  One  does  not  tell  a candidate  for  curettage 
that  it  is  perfectly  possible  she  may  have  her  uterus 
perforated. 

Far  more  serious  causes  of  malpractice  actions 
occur  in  operations  in  which  the  urinary  tract  is 
damaged.  Here  the  basis  for  action  almost  speaks 
for  itself.  The  patient  had  had  no  trouble  with  her 
urinary  system  until  she  underwent  surgery,  and 
now  she  has  a fistula  or  an  injured  ureter.  Both 
these  complications  generally  require  further  sur- 
gery. The  preoperative  placing  of  ureteral 
catheters  in  extensive  radical  surgery  may  possibly 
help  in  identifying  the  ureter  when  malignant  dis- 
ease exists  or  in  some  instances  of  severe  endo- 
metriosis. However,  some  surgeons  believe  that 
this  may  damage  a ureter,  especially  in  malignant 
disease.  Possibly  the  best  defense  against  these 
accidents  is  their  recognition  when  they  occur. 
Unless  the  gynecologist  is  completely  familiar  with 
genitourinary  surgery,  a urologist  should  be  called 
in  immediately.  This  is  probably  the  wisest  course 
to  be  taken  anyway.  In  the  prevention  of  ureteral 
injury  a full  knowledge  of  anatomy  and  the  utmost 
care  in  the  dissection  of  the  retroperitoneal  space 
is  essential,  especially  in  large  ovarian  cysts.  Ac- 
tually, I know  of  no  way  to  prevent  vesicovaginal 
fistula.  It  is  all  well  and  good  to  talk  about  care  in 
handling  the  bladder,  but  I believe  surgeons  are 
careful,  and  complications  occur  when  least  ex- 
pected. It  is  certainly  important  that  the  opera- 
tive dictation  carry  a note  that  a catheter  had  been 
introduced  into  the  bladder  before  the  abdomen 
was  opened.  Very  recently  the  outcome  of  a case 
hinged  on  this  problem.  The  physician  had  put  in 
a catheter  but  had  failed  to  note  it  in  the  opera- 
tive dictation. 

A growing  disquietude  which  is  affecting  all 
surgeons  more  and  more  is  related  to  the  doctrine  of 
informed  consent.  If  informed  consent  were  fol- 
lowed to  its  conclusion,  no  patient  would  ever  per- 
mit a surgeon  to  operate  on  her  electively.  If 


radical  surgery  is  contemplated  for  malignant  dis- 
ease, it  is  certainly  necessary  to  inform  the  patient 
of  the  very  considerable  dangers  that  exist.  When 
one  is  planning  a total  abdominal  hysterectomy, 
the  problems  relating  to  retention  or  removal  of 
the  ovaries  should  be  explained  in  detail,  and  per- 
mission should  be  obtained  to  remove  them  if  indi- 
cated. Let  us  not  forget  the  appendix.  Not  long 
ago  I was  involved  in  testifying  for  a defendant  who 
removed  a simple  ovarian  cyst  and  then  took  out 
the  appendix  incidentally.  He  was  sued  for  this 
latter  operation  since  the  patient  correctly  com- 
plained she  had  not  given  permission  for  the  ap- 
pendectomy. It  is  a simple  matter  to  ask  the  pa- 
tient how  she  feels  about  her  appendix  being  taken 
out.  It  should  be  stated  on  the  operative  per- 
mission, and  a note  should  always  be  made  on  the 
chart  that  one  has  obtained  informed  consent  from 
the  patient,  detailing  whether  or  not  there  was  a 
witness  present.  Probably  the  husband  or  some 
other  member  of  the  family  is  the  best  witness. 
In  any  abdominal  surgery  the  possibility  exists  of 
injuring  the  bladder,  the  ureter,  or  the  gut,  or  of 
encountering  near-fatal  hemorrhage,  cardiac  ar- 
rest, peritonitis,  wound  infection,  or  dehiscence. 
Routinely  informing  the  patient  of  all  these  factors 
preoperatively  would  result  in  cancelled  surgery 
and  in  bankrupt  gynecologists.  One  should  use 
common  sense  in  informing  the  patient  of  any 
complication  which  might  ordinarily  be  expected. 

Necessity  for  detailed  records 

It  is  most  important  to  keep  detailed  records 
in  these  days  of  defensive  surgery.  I know  of  actual 
cases  in  which  suit  has  been  entered  in  the  follow- 
ing instances:  failure  to  state  specifically  in  the 

operative  report  that  a catheter  had  been  placed 
in  tbe  bladder  preliminary  to  surgery;  failure  to 
note  in  the  operative  report  that  the  sponge  count 
had  been  requested  and  that  it  had  been  stated  as 
being  correct  before  closure;  failure  to  detail  any 
untoward  event  occurring  during  surgery  which 
was  in  any  way  unusual;  failure  to  write  down  that 
anything  aside  from  the  ordinary  had  taken  place 
during  the  administration  of  the  anesthetic  agent; 
and  failure  to  make  a notation  in  the  recovery  room 
of  the  patient’s  postoperative  condition,  with  the 
time  being  definitely  stated.  All  of  these  suits 
might  have  been  avoided  had  the  physician  taken 
the  time  to  write  notations  concerning  them. 
Finally,  conceal  nothing  from  the  patient  or  the  pa- 
tient’s family.  If  a complication  has  been  en- 
countered during  surgery,  the  sooner  the  patient 
and  the  family  are  informed  of  it,  the  better. 

One  wise  old  gynecologist  has  said  that  we 
should  not  look  at  the  world  through  a Sims’s  spec- 
ulum; another  said  that  mistakes  in  his  specialty 
were  generally  due  to  lack  of  completeness.  After 
malpractice  action  has  been  brought,  it  is  too  late 
to  discover  that  the  patient  had  a blood  dyscrasia 
instead  of  a bleeding  polyp,  or  an  intrauterine 
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pregnancy  instead  of  an  ovarian  cyst.  Failure  to 
insist  on  a cytologic  examination  of  the  cervix 
may  result  in  coagulating  a malignant  lesion. 

Consultation  with  other  specialists  may  be  of 
little  value  to  the  patient  but  of  great  value  later 
on  in  defending  an  action  against  the  gynecologist. 
Admittedly  such  consultations  increase  the  cost  of 
medical  care.  However,  so  long  as  suits  are  filed 
for  malpractice  on  what  appear  so  often  to  be  in- 


Digitalis toxicity  in  older  patients 

Statistics  indicate  that  digitalis  toxicity  is  an  im- 
portant problem  among  elderly  patients,  in  whom  the 
condition  may  be  difficult  to  diagnose.  G.  N.  Aagard, 
M.D.,  reports  these  patients  may  simply  exhibit  a de- 
crease in  appetite  instead  of  nausea  and  vomiting;  visual 
disturbances  may  be  ill-defined  and  may  be  ascribed  to 
a need  for  new  glasses  (Northwest  Med.  69:  785  (Oct.) 
1970).  Arrhythmias  may  be  the  first  sign  of  digitalis 
toxicity.  Possible  ways  in  which  aging  may  alter  re- 


adequate grounds,  it  is  both  reasonable  and  just 
for  the  physician  to  protect  himself  in  any  possi- 
ble ethical  way. 

Finally,  do  not  believe  that  a close  relation- 
ship with  a patient  will  prevent  a suit  being  filed. 
It  is  so  often  the  dearest  friend  and  best  patient 
the  physician  has  who  brings  these  actions. 

140  East  54th  Street 
New  York,  New  York  10022 


sponse  to  drugs  include  absorption,  distribution,  rate 
of  deactivation  through  metabolic  changes,  renal  and 
biliary  secretion,  alterations  in  tissue  sensitivity,  and 
loss  of  homeostatic  mechanisms  with  decreased  adapta- 
bility to  drug-induced  changes.  Also,  many  elderly  pa- 
tients require  special  help  to  adhere  to  the  program  of 
medication.  The  patient  should  be  instructed  in  writ- 
ing, and  the  physician  should  suggest  setting  out  each 
day’s  medicine  early  in  the  morning  and  checking  on 
the  calendar  when  ail  medicines  have  been  taken  at  the 
end  of  each  day. 
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Medical  Arts  and  Letters 


MEDICAL  POLEMIC 
OF  1651 


Physician  contra  surgeons  and 
apothecaries 


WILLIAM  B.  OBER,  M.D. 

New  York  City 

Attending  Pathologist,  Beth  Israel  Hospital;  Associate 
Professor  of  Pathology,  the  Mount  Sinai  School  of 
Medicine 


A previous  account^  of  the  life  and  influence  of 
Robert  Recorde,  M.D.  (15107-1558)  contains  one 
inadvertent  error^  and  deliberately  refrains  from 
discussing  the  details  of  the  seventeenth  century 
republication  of  his  only  medical  writing,  The 
Urinal  of  Physick.^  The  first  edition  appeared  in 
1548,  written  by  Recorde  to  establish  a medical 
reputation  when  he  moved  to  London  from  Oxford, 
and  is  little  more  than  a standard  textbook  on  uros- 
copy  as  then  practiced.  It  was  by  no  means  of  the 
high  intellectual  standard  reached  by  his  texts  on 
arithmetic  nor  so  influential.  Two  posthumous 
editions  were  issued  in  1567'*  and  1599,®  but  in  the 
middle  of  the  next  century  it  appeared  in  a new 
guise  and  for  a different  purpose. 

The  fourth  edition  of  The  Urinal  of  Physick 
appeared  in  1651  as  the  first  of  three  unrelated 
works  bound  into  a single  volume®  (Fig.  1).  Re- 
corde’s  essay  on  uroscopy,  a century  old,  was  given 
pride  of  place  and  is  the  only  one  of  the  three  essays 
to  bear  its  author’s  name.  The  concluding  essay 
is  titled  A Translation  of  Papius  Ahalsossa  con- 
cerning Apothecaries  Confecting  their  Medicines, 
nothing  more  than  a translation  of  Joannes  Pape’s^ 
book,  Tractatus  medicamentorum  praeparationi- 
bus,  published  at  Wittenberg  in  1612,  a short 
treatise  based  on  the  iatrochemical  ideas  of  Quer- 
citanus  which  were  influential  when  the  book  was 
first  written.  It  is  difficult  to  imagine  what  value 
a translation  of  Pape’s  essay  might  have  had  for 
English  physicians  or  apothecaries  in  1651.  As 
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FIGURE  1.  Title  page  of  book.  (Published  with  the 
permission  of  the  British  Museum,  London.) 


a text  it  was  not  particularly  distinguished  and  had 
been  superseded  by  later  works  in  both  Latin  and 
English. 


Controversy  regarding  authorship 

Sandwiched  between  Recorde  and  Pape  is  the 
anonymous  polemic  titled  An  ingenious  Treatise 
concerning  Physicians,  Apothecaries,  and  Chy- 
rurgians.  Set  forth  by  a Dr.  in  Queen  Elizabeths 
dayes,  purporting  to  have  been  written  by  a physi- 
cian who  was  in  active  practice  during  the  latter 
third  of  the  previous  century.  Although  it  pre- 
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sented  a facade  of  impartiality  by  pointing  out  a 
few  deficiencies  among  physicians,  in  reality  it  was 
a savage  attack  by  a physician  against  apothe- 
caries and  surgeons.  The  author  remains  uniden- 
tified, and  it  appears  that  the  production  of  the 
volume  stemmed  from  its  publisher,  who  seems  to 
have  been  somewhat  of  an  entrepreneur  and  oppor- 
tunist. The  publisher  must  have  shown  some 
profit,  for  the  three  ill-matched  essays  found  read- 
ership after  the  Commonwealth  and  well  into  the 
Restoration;  the  volume  was  republished  in  1665 
and  1679.  It  is  certain  that  the  text  was  not  writ- 
ten in  Queen  Elizabeth’s  time,  and  it  is  unlikely 
that  its  author  is  what  we  should  call  an  Eliza- 
bethan. Although  he  claims  to  have  attended  the 
lectures  of  Sylvius  who  died  in  Paris  in  1555,  there 
is  internal  evidence  that  he  wrote  the  diatribe  after 
1635.  On  page  154  of  An  ingenious  Treatise  he  cites 
a case  brought  against  an  apothecary  at  the  King’s 
Bench  Bar  which  was  decided  by  the  “then  Lord 
Chief  Justice  Brampston.’’  Sir  John  Bramston 
(1577-1654)  held  this  office  from  1635  to  1642  when 
he  was  removed.  The  concluding  sentence  on  page 
179  of  the  polemic  piously  prays  that  it  will  serve 
“for  the  profit  of  the  people  and  the  good  of  the 
Common-wealth,”  a phrase  suggesting  that  it  was 
written  after  1649.  But  the  last  sentence  may  have 
been  a publisher’s  addition  to  a text  written  a few 
years  previously.  One  can  reasonably  assign  the 
outer  chronologic  limits  as  1635  to  1650. 

One  contemporary  writer,  Nicholas  Culpeper 
(1616-1654),  can  be  excluded  from  authorship  with 
certainty.  He  may  have  been  the  stormy  petrel  of 
the  period,  having  published  an  unauthorized 
English  translation  of  1649  of  the  Royal  College  of 
Physicians’  Pharamacopoiea,  but  he  was  never 
reticent  about  attaching  his  name  to  what  he 
wrote,  nor  would  he  have  disparaged,  as  An  ingen- 
ious Treatise  does,  medical  texts  in  English,  nor 
would  he  have  attacked  the  apothecaries.  Poyn- 
ter,®  who  rehabilitated  Culpeper’s  reputation,  does 
not  include  this  item  in  his  bibliography  of  Cul- 
peper’s writings. 

Many  of  the  points  of  attack  are  similar  to  those 
voiced  by  John  Cotta  (15757-1950?)  who  earned 
his  M.D.  degree  at  Corpus  Christi,  Cambridge,  in 
1603,  and  then  settled  into  practice  as  Northamp- 
ton. In  1612  he  published  a book  bearing  the  for- 
midable title  A Short  Discoverie  of  the  Unobserved 
Dangers  of  severall  sorts  of  ignorant  and  uncon- 
siderate  Practisers  of  Physicke  in  England:  Pb-ofit- 
able  not  onely  for  the  deceived  multitude,  and  easie 
for  their  meane  capacities,  but  raising  reformed 
and  more  advised  thoughts  in  the  best  understand- 
ings: With  Direction  for  the  safest  election  of  a 

Physition  in  necessitie.^  As  the  title  implies,  it 
was  a book  written  for  the  laity,  composed  by  Cotta 
with  some  degree  of  righteous  wrath  at  the  cupidity 
and  stupidity  of  some  of  his  contemporaries.  But 
Cotta  could  not  have  attended  Sylvius’s  lectures 


in  Paris,  nor  does  it  seem  in  character  that  he 
would  leave  such  an  attack  in  manuscript  to  be 
published  posthumously.  Moreover,  the  crisp 
literary  style  of  An  ingenious  Treatise  is  wholly 
unlike  Cotta’s  earnest  but  turgid  prose  in  his 
Short  Discoverie. 

A few  clues  are  given  to  the  identity  of  the  author 
of  An  ingenious  Treatise.  He  states  that  he  has 
practiced  medicine  at  Salisbury  for  a number  of 
years,  that  he  has  been  in  correspondence  with  the 
bishop  of  that  diocese,  who  presumably  had 
granted  him  his  license,  as  was  then  the  custom, 
and  he  alludes  on  page  150  of  An  ingenious  Treatise 
to  “a  little  Book  of  mine.  Printed  many  yeers  since, 
which  is  intituled  A Great  Gallie  lately  come  into 
England,  out  of  Terra  Nova,  laden  with  Physitians, 
Apothecaries,  and  Chirurgions,  made  in  the  form  of 
a Dialogue.”  This  book  seems  to  have  disap- 
peared, but  a future  reader  may  discover  it. 
Raach'°  lists  18  physicians  practicing  in  Wiltshire 
during  the  first  half  of  the  seventeenth  century, 
five  of  them  in  Salisbury.  Three  of  them,  each 
assigned  the  date  “c.  1633,”  (William  Gilbert, 
Edward  Siler,  and  John  Moore)  are  unknown  to 
fame;  one  of  them,  William  Hearst  (1611-7),  bears 
a name  all  too  readily  associated  with  polemic 
journalism,  but  no  biographic  details  concerning 
him  remain.  A plausible  candidate  is  Richard 
Haydockfe]  (1570-16407).  He  could  legitimately 
claim  to  have  been  “a  Dr.  of  Queen  Elizabeths 
dayes,”  having  been  educated  in  Winchester  Col- 
lege and  matriculated  at  New  College,  Oxford,  in 
1588.  He  became  a Fellow  of  New  College  in  1590, 
received  his  M.A.  degree  in  1595  and  his  M.B. 
degree  in  1601.  At  some  time  in  his  career  he  trav- 
eled on  the  Continent.  Haydocke  left  Oxford  in 
1605  and  settled  in  Salisbury  where  he  practiced 
for  many  years.  Wood”  informs  us  that  he  “.  . . 
lived  always  a physician  of  good  repute  at  Salis- 
bury, and,  retiring  for  a time  to  London,  died,  and 
was  buried  there,  a little  before  the  grand  rebel- 
lion.” This  would  suggest  that  Haydocke  died 
circa  1640-1642.  If  so,  the  last  line  of  An  inge- 
nious Treatise  would  have  to  be  construed  as  a pub- 
lisher’s emendation.  Alternatively,  Haydocke 
may  have  died  somewhat  later  than  Wood  says, 
but  there  is  no  firm  evidence.  It  is  possible  that 
Haydocke  wrote  the  manuscript  while  in  London 
after  he  retired  and  that  after  his  death  it  came  in- 
to the  hands  of  an  enterprising  publisher  who, 
wishing  to  make  capital  out  of  the  chronic  tensions 
among  physicians,  apothecaries,  and  surgeons, 
added  such  material  as  might  lend  it  weight  (for 
example,  the  claim  to  having  heard  Sylvius)  and 
inserted  a few  phrases  to  make  it  appear  contem- 
porary and  “topical”  when  it  went  to  press  a de- 
cade or  so  after  Haydocke ’s  death.  The  use  of 
Recorde’s  essay  on  uroscopy  was  clearly  a “front.” 

An  ingenious  Treatise  contains  evidence  that  its 
writer  was  a university  man,  well  read  in  the  clas- 
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sics,  both  medical  and  nonmedical,  and  could  write 
gracefully.  Most  physicians  of  that  time,  even  as 
today,  wrote  badly  or  not  at  all.  In  his  youth  Hay- 
docke  had  some  literary  experience,  having  trans- 
lated A Trade  containing  the  Artes  of  curious 
Paintinge,  Carving,  and  Buildinge,  written  first  in 
Italian  by  Jo.  Paul  Lonatius,  painter  of  Milan, 
and  Englished  by  R.  H.,  student  in  Physick,  Ox- 
ford. It  appeared  in  1598  and  was  dedicated  to 
Thomas  Bodley.  We  can  be  reasonably  certain 
that  Haydocke  was  a man  of  broad  cultural  inter- 
ests, conservative  in  outlook,  and  a firm  believer  in 
classical  educational  values.  K some  day  Hay- 
docke is  found  to  be  the  author  of  A Great  Gallie, 
the  case  for  his  authorship  of  An  ingenious  Treatise 
would  be  decided.  As  the  evidence  now  stands, 
it  is  conjectural;  he  is  merely  a plausible  candidate 
present  at  or  near  the  time. 

The  three  "estates" 

During  the  seventeenth  century  the  practice  of 
medicine  and  related  arts  was  organized  and  con- 
trolled by  three  “estates;”  The  Royal  College  of 
Physicians  chartered  in  1518,  The  Worshipful 
Company  of  Apothecaries  which  had  separated 
from  the  Grocers’  Company  and  received  its  sepa- 
rate charter  in  1617,  and  the  surgeons  who  were 
members  of  the  Company  of  Barber-Surgeons 
founded  in  1540  and  who  were  not  to  break  away 
until  1745  when  the  Company  of  Surgeons  was 
founded.  The  College  of  Physicians  was  the  most 
august  of  these  bodies.  It  was  empowered  to  grant 
licenses  to  practice  medicine  within  a 7-mile  radius 
of  London;  outside  of  London  licensure  was  the 
prerogative  of  the  bishop.  Only  licensed  physi- 
cians could  lawfully  diagnose  and  prescribe. 
Apothecaries,  in  addition  to  compounding  medi- 
cines prescribed  by  physicians,  could  prescribe  but 
not  diagnose,  a verbal  distinction  valid  only  at  an 
administrative  level,  for  it  failed  to  take  into  ac- 
count that  implicit  in  a prescription  is  a diagnosis, 
a working  hypothesis,  or  at  least  some  idea  of  the 
nature  of  the  disease  process. 

The  College  of  Physicians  was  also  charged  with 
supervising  the  work  of  apothecaries  in  their  shops, 
to  see  to  it  that  the  materia  medica  was  of  good 
quality,  standard  strength,  and  compounded  as  di- 
rected. Inspectors  are  never  welcome  guests,  and 
the  duty  and  right  of  physicians  to  keep  apothe- 
caries’ shops  under  surveillance  led  to  many  un- 
pleasant incidents.  Surgeons  were  lowest  in  the 
hierarchy;  the  scope  of  surgery  in  the  seventeenth 
century  was  limited  to  treating  wounds,  setting 
fractures,  lancing  boils,  venesection,  occasionally 
cutting  for  the  stone,  and  occasionally  performing 
an  amputation  when  necessary  as  a desperate  rem- 
edy. Educational  requirements  for  apothecaries 
and  surgeons  were  considerably  less  than  for  physi- 
cians. Most  apothecaries  and  surgeons  learned 
their  craft  by  apprenticeship;  by  contrast,  physi- 


cians were  all  university  trained.  Needless  to  say, 
there  was  a corresponding  difference  in  social  and 
economic  status.  It  was  very  difficult  for  either  an 
apothecary  or  a surgeon  to  earn  a living  without,  in 
fact,  “practicing  medicine,”  and  the  College  of 
Physicians  was  quite  jealous  of  its  prerogatives. 
Both  Clark'^  and  Wall,  Cameron,  and  Under- 
wood'^ relate  the  details  of  many  instances  in 
which  the  College  of  Physicians  used  legal  sanc- 
tions to  enforce  its  privileges  as  well  as  the  counter- 
ing legal  tactics  by  the  apothecaries  to  encroach  on 
what  they  considered  an  unfair  monopoly.  This 
position  among  physicians  of  guarding  their  pro- 
fessional educational  requirements,  of  course,  per- 
sists until  today. 

The  history  of  the  three  “estates”  was  marked  by 
continual  bickering,  the  surgeons  having  the  least 
power  or  ability  to  present  a strong  case  for  the 
public  good  to  alter  the  status  quo.  Fellowship  in 
the  College  of  Physicians  was  limited,  and  its  li- 
cense was  restricted  to  holders  of  an  M.D.  degree 
from  either  Oxford  or  Cambridge  and  to  a few  men 
who  had  gone  abroad  for  medical  training,  for  ex- 
ample, to  Padua  or  Montpellier,  whose  M.D.  de- 
grees were  incorporated  by  either  Oxford  or  Cam- 
bridge. An  education  in  Greek  or  Latin,  especially 
fluency  in  Latin,  was  a prerequisite.  The  result 
was  that  the  public  was  undersupplied  with  men 
able  to  supply  medical  advice  or  care.  In  London 
only  a small  number  of  physicians  were  qualified 
to  serve  the  medical  needs  of  an  ever-expanding 
metropolitan  population,  and  licensed  physicians 
in  towns  outside  London  were  few  indeed.  The 
wealthy  and  well-to-do  could  afford  consultation 
with  a member  of  the  College  of  Physicians,  but  the 
middle  classes,  by  and  large,  used  the  local  apothe- 
cary or  surgeon  much  as  we  would  now  use  a gen- 
eral practitioner  in  the  United  States.  Self-diag- 
nosis and  self-medication  were  common.  Given 
this  oversimplified  “sociology”  of  medical  practice 
in  the  midseventeenth  century,  it  may  be  illumi- 
nating to  examine  the  substance  of  An  ingenious 
Treatise. 

First  section  of  polemic 

The  first  and  longest  section  is  titled  “A  Detec- 
tion of  Unskilfull  Physitians,”  and  here  the  resem- 
blance to  Cotta’s  arguments  is  most  striking.  Cit- 
ing Aristotle,  Hippocrates,  Galen,  and  selected 
texts  from  the  Bible  to  acquaint  the  reader  with  the 
highest  ideals  of  medicine,  the  writer  then  ex- 
pounds on  the  need  for  breadth  and  depth  in  medi- 
cal education.  Siding  with  the  conservative  ele- 
ments in  the  College  of  Physicians,  he  maintains 
that  extensive  training  in  the  classics  is  indispens- 
able, that  a fully  competent  physician  must  have 
pursued  the  traditional  university  curriculum  of 
“Grammer,  Logick,  Musick,  Astronomic,  and 
chiefly  (as  Plato  counselleth)  Arithmeticke  and 
Geometric,  and  also  Philosophic.”  With  some 
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justification  his  specific  target  is  the  practitioner  of 
limited  education.  He  asks: 

Yea,  what  security  and  safeguard  is  there  in  these 
sort  of  fellow,  which  now  a dayes  almost  in  all  places  so 
rashly,  so  fondly,  and  so  wickedly  do  abuse  the  noble 
Art  and  Science  of  Physick?  Where  is  their  great  and 
manifold  knowledge  of  the  tongues  of  the  liberall 
Sciences?  . . . Where  have  they  studied?  Of  whom 
have  they  studied? 

It  is  not  difficult  to  read  between  the  lines  and 
imagine  the  writer  felt  his  position  and  practice 
threatened  by  practitioners  of  humble  origin  and 
less  impressive  academic  credentials.  He  deals 
with  the  sort  of  rebuttal  he  expects: 

Many  of  them  will  answer  and  say  unto  me  thus: 
Sir,  although  we  have  not  the  exquisite  knowledge 
that  you  require  in  us,  yet  we  have  experience  of  many 
things,  we  have  English  books  to  teach  us  divers  medi- 
cines for  divers  purposes,  yea  and  some  of  us  have  a 
gift  of  nature  to  heal  meany  diseases. 

The  Salisbury  physician  takes  a firm  stand  on 
the  question  of  practical  experience  versus  educa- 
tional background: 

...  as  touching  your  experience,  how  can  it  be  good 
unless  it  be  joyned  to  knowledge  and  science? 

This  remarkably  penetrating  retort  could  be 
made  in  any  era  before  or  since  with  respect  to  any 
learned  profession:  Practical  experience  is  useful 
and  not  to  be  dismissed  but  is  best  assimilated  by 
a mind  prepared  to  perceive  its  relationship  to 
other  disciplines  and  the  implications  beyond  the 
experience  itself.  Even  today,  committees  on 
medical  curricula  debate  the  “graduate  school 
versus  trade  school”  dichotomy. 

The  writer’s  reply  to  the  question  of  medical 
texts  in  English  is  somewhat  longer  and  inversely 
proportional  to  its  length  in  its  degree  of  convic- 
tion. His  categorical  statement  that  “English 
books  teach  nothing  of  the  true  foundation  of 
Physick”  was  not  an  entirely  accurate  assertion 
in  1651.  The  Aphorisms  and  Prognostics  of  Hip- 
pocrates and  three  books  of  Galen  were  available 
in  adequate  English  translation,  and  other  classi- 
cal texts,  while  not  numerous,  were  being  trans- 
lated. A generation  later,  after  the  days  of  Syden- 
ham, the  argument  would  have  been  considered  ir- 
relevant except  by  the  staunchest  classicist,  al- 
though formal  lectures  continued  to  be  given  and 
published  in  Latin  until  well  into  the  eighteenth 
century.  But  the  writer  commits  himself  to  a dis- 
tinction with  respect  to  qualification  which  per- 
sisted in  England  until  the  present  century: 

...  it  were  a great  folly  for  us  to  bestow  so  much 
labour  all  our  life  time  in  the  Schooles  and  Universi- 
ties, to  break  our  braines  in  reading  so  many  authors, 


to  be  at  the  Lectures  of  so  many  learned  men,  yea,  and 
the  greatest  folly  of  all  were,  to  proceed  in  any  degree 
in  the  Universities  with  our  great  cost  and  charges, 
when  a Sir  John  Lack-Latine,  a Pedler,  a weaver,  and 
oftentimes  a presumptuous  woman,  shall  take  upon 
them  to  minister  Medicine  to  all  men,  in  every  place 
and  at  all  times.  . . To  what  purpose  have  the  Univer- 
sities been  erected  and  founded  in  times  past? 

To  be  sure,  there  was  a socioeconomic  barrier  to 
University  education;  the  lot  of  the  young  man 
without  family  means  or  patronage  was  difficult. 
But  the  last  question  is  the  one  being  asked  today. 
The  Salisbury  physician  continues  blithely  to  sug- 
gest that  judicial  sanctions  be  used  to  protect  his 
guild  rights  which  stemmed  from  his  educational 
qualifications  and  medical  degree: 

What  doth  it  prevaile  for  us  that  be  learned  to  pro- 
ceed . . . when  every  man,  woman,  and  child  that  list, 
may  practise  and  use  Physicke  (idque  impune)  as  well 
as  we?  And  so,  many  times  not  onely  hinder  and  de- 
fraud us  of  our  lawful  stipend  and  gaines:  But  (which 
is  worst  of  all,  and  too  much  to  be  lamented)  shall  put 
many  in  hazard  of  their  life,  yea,  and  be  the  destruc- 
tion of  many?  . . . Will  the  Magistrates  alwayes  wink 
at  this?  Shall  there  be  no  reformation  of  such  abuses? 

Although  no  one  would  argue  that  an  unqualified 
person  should  practice  medicine,  society  has  cre- 
ated sanctions  against  it,  not  to  protect  physicians’ 
fees  but  for  the  second  reason,  that  unskillful  prac- 
tice jeopardizes  the  public  health.  The  Salisbury 
physician  might  have  been  more  politic  had  he  dis- 
creetly omitted  reference  to  “stipend  and  gaines,” 
but  he  was  speaking  bluntly.  He  concluded  this 
remarkable  paragraph  with  a comment  one  would 
not  have  expected  in  1651,  but  well  over  a century 
later: 

For  Physick  is  appointed  not  onely  to  expell  sick- 
ness, but  also  to  preserve  the  body  in  health. 

Having  presented  a mixed  argument  regarding 
Latin  versus  English  texts  and  subjoining  to  it  an 
irrelevant  point  on  economics,  the  writer  makes 
short  work  of  those  who  profess  to  have  a special 
“gift  of  nature  to  heal  many  diseases.”  He  asks 
rhetorically  what  these  claimants  mean  by  “Na- 
ture.” If  it  is  the  influence  of  the  stars,  he  recom- 
mends further  study.  But 

...  if  you  understand  (by  Nature)  God;  I say  plain- 
ly, that  God  doth  not  give  the  gift  of  healing  to  any 
wicked  people,  but  onely  by  a speciall  privilege  to 
those  onely  that  be  of  a most  pure,  sober,  and  holy  life. 

The  statement  is  as  true  today  as  in  1651,  but 
alas,  no  midtwentieth  reader  can  tell  how  true  it 
was  three  centuries  ago. 

Defending  the  status  quo,  our  Salisbury  physi- 
cian formulated  seven  articles  to  regulate  the  prac- 
tice of  medicine  and  its  related  arts.  He  states 
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that  he  had  communicated  them  to  the  Bishop  of 
Salisbury.  Stripped  of  excess  verbiage,  the  articles 
would  provide: 

1.  A physician  should  be  qualified  by  a university 
and  licensed  to  practice  by  a duly  constituted  author- 
ity in  his  district. 

2.  No  surgeon  should  practice  unless  he  could  read 
and  write,  have  “experience  in  the  simples  of  his  Art,” 
and  should  not  let  blood  or  treat  difficult  cases  without 
consulting  a physician. 

3.  No  apothecary  should  “minister  of  his  own  head 
. . . without  the  Physitians  advice  and  counsell.” 

4.  No  ignorant,  lewd,  or  ill-suspected  person  should 
be  permitted  to  practice  medicine,  and  such  that  do 
“should  have  condigne  punishment  appointed  them.” 

5.  No  physician  should  falsely  claim  a degree  not 
granted  him  by  a university  nor  permit  himself  to  be 
assigned  a false  degree  by  a writer  or  printer. 

6.  No  midwife  should  hesitate  to  seek  advice  from 
a physician  if  a woman  in  labour  is  in  peril. 

7.  Physicians  in  each  district  (diocese)  should  have 
the  same  license  as  in  London,  to  inspect  the  shops 
of  the  apothecaries  at  least  once  a year  to  check 
quality. 

These  articles  probably  gave  offense  to  apothe- 
caries, surgeons,  and  midwives,  but  in  essence  they 
have  been  incorporated  into  the  statutes  control- 
ling medical  practice  by  both  governmental  agen- 
cies as  well  as  by  diverse  boards  or  colleges  of  phy- 
sicians which  pass  on  qualification  and  grant  ap- 
proval or  accreditation  in  terms  of  the  medical  pro- 
fession’s own  self-regulation  and  self-discipline. 

Although  the  author  of  An  ingenious  Treatise 
was  conservative,  an  upholder  of  privilege,  a be- 
liever in  the  system  of  medicine  as  then  consti- 
tuted, he  was  not  blind  to  the  limitations  of  his 
fellow  practitioners.  He  was  particularly  alarmed 
by  excessive  purgation,  then  a popular  remedy  for 
all  manner  of  ills.  He  writes: 

They  will  lightly  warrant  every  man  to  heal  him,  of 
what  disease  soever  he  hath;  and  for  all  diseases  they 
have  commonly  but  two  or  three  sorts  of  medicines, 
and  yet  most  commonly  they  be  Purgations  or  Vomits. 
They  purge  so  much  and  so  often,  that  they  purge 
many  times,  as  well  the  soul  out  of  the  body,  as  the 
money  out  of  the  pur.se. 

He  was  aware  of  the  professional  hubris  among 
physicians  of  his  day  and  spoke  strongly  against 
their  reluctance  to  seek  consultation  in  difficult 
cases: 

There  be  also  many  Physitians  that  think  them- 
selves so  profoundly  learned,  that  they  beleeve  that 
no  man  is  able  to  match  with  them  in  learning,  they  be 
so  arrogant  and  scornfull,  that  although  the  Patient  be 
content  to  have  the  counsell  of  two  or  three  other  Phy- 
sitians to  consult  and  confer  together  of  his  disease,  yet 
they  will  not  willingly  grant  to  it,  but  rather  dLsdain 
to  conferre  with  any  other,  the  which  perchance  are 


sometimes  a great  deale  better  learned  than  they.  . . 
Some  there  be  also  that  be  so  stiffe  necked  and  heady 
in  their  opinions,  that  they  will  be  of  no  man  gainsaid 
in  any  wise.  . . 

Apparently  his  colleagues  did  not  differ  in  this 
respect  from  physicians  to  be  found  in  any  other 
community  and  were  subject  to  the  usual  frailties 
of  the  human  ego.  He  was  also  aware  of  cases  in 
which  physicians  had  incurred  a reputation  for 
being  greedy: 

Also  some  Physitians  there  bee,  that  bee  so  greedie, 
and  of  such  an  unsatiable  desire,  that  they  care  not  in 
what  danger  they  cast  themselves,  what  shame  and 
damage  they  sustain,  so  that  they  may  have  many 
cures,  when  sometimes  one  would  suffice  them  well 
enough,  and  be  more  perchance  than  they  can  well 
bring  to  passe.  They  be  so  covetous  that  they  would 
have  all,  and  do  all  themselves,  and  they  envie  many 
times  at  other  honest  men  having  cures,  when  they 
have  none. 

This  suggests  that  he  was  acquainted  with  the 
familiar  picture  of  the  busy  practitioner  whose 
schedule  is  so  crowded  that  he  can  allot  only  a min- 
imum time  to  each  patient,  and  sometimes  that  is 
not  enough. 

As  the  first  section  of  the  polemic  closes,  the 
writer  cannot  refrain  from  commenting  on  writing, 
whether  it  be  the  calligraphy  of  a prescription  or 
the  style  of  a written  consultation: 

Some  there  be  also  . . . that  their  writing  seemeth 
rather  to  be  Arabicke,  or  like  the  writings  of  the  Caba- 
lists,  than  Latin  . . . They  that  write  so  are  ashamed 
of  their  own  occupation,  and  fear  lest  that  if  they 
should  write  plain,  their  errors  and  faults  would  be 
espied.  He  that  is  a plain  man  will  deal  plainly,  will 
speak  plainly,  and  write  plainly. 

Second  section  of  polemic 

Although  almost  half  of  An  ingenious  Treatise 
is  given  to  the  “Detection  of  Unskilfull  Physitians,” 
the  bulk  of  the  first  section  is  a defense  of  the  prin- 
ciples under  which  the  medical  establishment  then 
operated.  The  second  section  is  subtitled  “A  De- 
tection of  some  Ignorant  Apothecaries.”  Rightly 
concerned  with  the  quality  and  purity  of  the  medi- 
cations they  compound  and  dispense,  the  writer 
considers  them  as  shopkeepers,  merely  servants  to 
the  physician,  asking  somewhat  brusquely: 

How  many  good  apothecaries  be  there  in  England? 
How  many  do  their  duties  as  they  ought  to?  How 
many  are  learned?  How  many  are  faithful?  And  how 
many  are  willing  and  desirous  that  the  Physitians 
should  see  their  drugs  and  see  the  making  of  their 
compositions? 

Except  for  the  last  point,  these  were  the  same 
questions  apothecaries  were  then  asking  about 


1 884  New  York  State  Journal  of  Medicine  / August  1 , 1 971 


physicians:  How  many  were  good,  dutiful, 

learned,  and  faithful?  With  respect  to  the  last 
point,  physicians  ask  the  same  today  about  the 
manufacturers  of  pharmaceuticals,  and  there  are 
agencies  within  both  government  and  organized 
medicine  to  supervise  drugs  for  purity,  potency,  and 
accuracy  of  proportion  in  compounding  as  well  as 
to  make  certain  the  drugs  are  safe  and  effective, 
an  item  not  recognized  in  the  less  advanced  seven- 
teenth century. 

But  the  real  point  at  issue  between  the  Salis- 
bury physician  and  the  apothecaries  was  that  they 
were  encroaching  on  medical  practice: 

What  maketh  many  Apothecaries  now  a dayes  to 
set  so  little  by  the  Physitians?  This  is  one  chief  cause, 
they  play  the  Physitian  themselves,  they  give  and 
minister  Medicines  of  their  own  devise  (God  wot  a 
mad  device)  indifferently  to  all  men,  yea,  and  the  more 
ignorant  they  are,  the  more  bolder  they  be:  for  who  is 
so  blind  as  blind  Bayard? 

This  is  scarcely  the  prose  of  conciliation,  de- 
signed to  resolve  a conflict  of  interests,  and  the 
writer’s  attitude  to  apothecaries  is  patronizing 
throughout,  even  to  the  extent  of  compiling  a read- 
ing list  composed  of  standard  texts.  He  favored 
Bernard  Dessenius’s  De  compositione  medica- 
mentorum  (1556)  as  the  “perfectest  . . . and  most 
excellent  Book  . . . that  ever  was  made  for  Apothe- 
caries.” He  also  valued  highly  Leonhard  Fuch’s 
De  componendorum  miscendorumque  medica- 
mentorum  (1561)  and  Valerius  Cordus’s  Dispensa- 
torium  (1563)  as  well  as  the  Pharmacopoiea  Lon- 
dinensis  of  the  College  of  Physicians.  The  list 
was  compiled  with  tongue  in  cheek,  since  the  three 
most  strongly  recommended  texts  were  about  a 
century  old  and  not  available  in  English.  The 
Pharmacopoiea  Londinensis  was  available  in 
Culpeper’s  unauthorized  English  translation  of 
1649,  but  it  is  not  certain  that  the  text  of  An  in- 
genious Treatise  was  written  after  that  date.  It 
is  not  difficult  to  imagine  that  an  honest  apothe 
cary  who  kept  a tidy  shop,  maintained  quality, 
compounded  accurately,  and  advised  as  well  as  he 
could  those  who  sought  him  out,  would  read  An 
ingenious  Treatise  with  rising  gorge.  The  text  of 
the  second  section  maintains  an  air  of  the  relation- 
ship between  a lofty  consultant  taking  to  task  a 
lowly  general  practitioner,  and  the  Salisbury 
polemicist  was  adept  at  stating  truths  in  a style 
most  calculated  to  give  offense. 

Third  section  of  polemic 

The  third  section  is  subtitled  “A  Detection  of 
the  rash  Boldnesse  and  Ignorance  of  divers  Chi- 
rurgians.”  It  takes  our  anonymous  writer  a mere 
eleven  small  octavo  pages  to  hurl  medical  invective 
at  the  surgeons  of  his  day.  His  opening  sentences 
set  the  tone: 


There  be  many  Chirurgians  . . . that  practise  Chi- 
rurgery,  more  by  blind  experience,  than  by  any  Sci- 
ence, who  in  using  many  things  appertaining  to  their 
Art,  know  almost  the  vertue  and  operation  of  nothing 
that  they  doe  use.  For  how  should  they  know  it,  when 
they  are  altogether  unlearned? 

He  next  attacks  them  on  the  ground  of  mechani- 
cal incompetence: 

. . . being  ignorant  and  void  of  all  good  learning,  yes 
and  knowing  almost  no  part  of  Anatomy  (which  is 
most  necessary  for  a Chirurgian)  cannot  scarce  heal  a 
green  wound,  and  some  there  be  that  can  scant  let  a 
man  blood  . . . nor  well  apply  a Ventose  called  other- 
wise a cupping  Glasse,  unlesse  they  put  the  man  to 
pain  and  trouble. 

But  his  chief  complaint  is  an  accusation  hurled 
by  internists  against  surgeons  even  to  the  present 
day: 

For  they  have  fear  of  nothing,  but  rashly  go  to  work 
in  all  things.  They  will  cut,  they  will  launce,  they 
will  cauterize  . . . they  will  saw  off  a leg  or  an  arme  of 
the  body,  they  will  use  corrosives  that  shall  pierce  even 
unto  the  hard  bones,  and  they  will  make  an  issue  for 
almost  every  trifle,  and  for  every  disease  without  con- 
sidering the  circumstances  of  the  whole  matter,  not 
weighing  the  strength,  the  age,  and  the  complexion  of 
the  body,  besides  many  other  things  that  are  greatly  to 
be  considered  in  such  cases.  And  possible  it  is  that 
the  Patient  hath  need  of  some  inward  Medicine,  which 
the  Chirurgian  can,  nor  may  well  give  without  the 
Physitian’s  counsell. 

The  Salisbury  physician  attributes  the  success 
of  surgeons  to  the  gullibility  of  their  patients  and 
has  harsh  words  to  say  about  the  archetype  of  the 
surgeon’s  personality,  as  he  sees  it: 

But  to  say  the  truth,  the  fault  is  not  so  much  in 
them,  as  in  those  that  give  credit  unto  them.  For  as 
the  world  goeth  now  a dayes,  if  a Physitian  or  a Chi- 
rurgian hath  a fair  tongue,  and  hath  also  somewhat  a 
comly  body,  and  can  speak  (I  will  not  say  flatter)  in- 
differently on  every  man’s  side,  gratifying  each  man 
to  his  quality,  desire,  and  mind  . . . Such  a one  shall 
lack  nothing,  he  shall  be  welcome,  he  shall  have  much 
curtesie  and  pleasure  shewed  him;  finally,  he  shall 
have  his  whole  heart’s  desir-^,  (that  is  money  enough) 

. . . more  treasure  in  one  quarter  of  a yeare  than  shall 
a good  Physitian  in  the  space  of  three  yeares  ...  I 
would  to  God  that  all  men  would  beware  of  such  fel- 
lows, and  remember  the  Proverb  that  saith:  Dulci 

sub  melle  saepe  venena  latent  (Under  sweet  meats  is 
many  times  a poison  hid).^  And  as  Virgil  saith:  Hinc 
procul  O pueri  fugite,  latet  anguis  in  herba  (Take  heed 
and  flee  far  hence,  O children,  for  the  snake  lieth 
privily  hid  under  the  grasse). 

It  is  doubtful  whether  anyone  would  suspect  the 
writer  for  being  known  for  his  sweet  tongue,  his 
ability  to  tell  his  patients  what  they  wanted  to 
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hear,  or  even  hold  consultations  with  his  colleagues 
without  revealing  something  of  an  edged  tongue. 
One  suspects  that  his  advice,  sound  as  it  might 
have  been  for  its  day,  was  not  often  sought  by  sur- 
geons: 

I much  marvell,  why  the  Chirurgian  should  disdain 
to  come  ask  counsell  of  the  Physitian,  when  he  hath 
any  hard  or  doubtful  cure,  for  it  can  be  no  hindrance 
to  him,  and  ...  it  is  no  great  profit  to  the  Physitian, 
unlesse  it  be  for  some  rich  man.  The  good  Physitian 
will  use  the  poor  as  the  poor,  and  the  rich  partly  for 
his  money,  as  well  as  for  his  love  and  friendship. 

The  hollow  tone  of  a self-serving  declaration  rings 
clear  down  three  centuries  and  more.  But  there  is 
some  justice  to  his  complaint,  as  evidenced  by  his 
parting  thrust,  doubtless  the  result  of  hard  experi- 
ence, a bitter  comment  which  is  partly  true  yet 
partly  self-exculpatory: 

Some  when  they  have  done  all  that  they  can,  and  see 
that  their  Patient  begin  to  go  to  wrack,  then  immed- 
iately with  all  speed,  they  will  run  to  the  Physitian 
with  their  Patients  water,  and  then  to  ask  counsell 
when  it  is  too  late:  and  all  because  they  will  shake 

the  burthen  from  their  own  shoulders,  to  cast  it  upon 
the  Physitian’s  neck,  and  to  put  all  the  fault  in  him. 

Plus  pa  change,  plus  c’  est  la  meme  chose! 
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Nathan  Ward  Ackerman,  M.D.,  of  New  York  City, 
died  on  June  12  at  the  age  of  sixty-three.  Dr.  Ackerman 
graduated  in  1933  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  an  attending  psychia- 
trist at  The  Presbyterian  Hospital  and  a clinical  profes- 
sor of  psychiatry  at  the  College  of  Physicians  and  Sur- 
geons and  the  founder  (in  1960)  and  director  of  the  Fam- 
ily Institute.  Dr.  Ackerman  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology  (Psychia- 
try and  Child  Psychiatry)  and  a member  of  the  Academy 
of  Psychoanalysis,  the  American  Academy  of  Child 
Psychiatry,  the  American  Psychiatric  Association,  the 
New  York  Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Peter  Amazon,  M.D.,  of  Lido  Beach,  died  on  June  3 at 
the  age  of  seventy-three.  Dr.  Amazon  graduated  in  1921 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  Retired,  he  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the  American 
College  of  Chest  Physicians,  and  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Louis  Berlin,  M.D.,  of  Mount  Vernon  and  The  Bronx, 
died  on  June  8 at  the  age  of  fifty-six.  Dr.  Berlin  gradu- 
ated in  1940  from  the  School  of  Medicine  of  the  Univer- 
sity of  Chicago.  An  associate  professor  of  neurology  at 
the  Albert  Einstein  College  of  Medicine,  he  was  also  an 
attending  neurologist  at  Bronx  Municipal  Hospital 
Center  and  Montefiore  Hospital  and  Medical  Center 
and  a consulting  neurologist  at  Mount  Vernon  Hospital. 
Dr.  Berlin  was  a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology  (Neurology),  a Fellow  of  the 
American  College  of  Physicians,  and  a member  of  the 
American  Academy  of  Neurology,  the  American 
Neurological  Association,  and  the  New  York  Neurological 
Society. 

Albert  Maurice  Crance,  M.D.,  of  Norwich,  Vermont, 
formerly  of  Geneva,  died  on  November  8,  1970,  at  the  age 
of  seventy-six.  Dr.  Crance  graduated  in  1919  from  the 
University  of  Buffalo  School  of  Medicine.  He  had  been 
a consulting  urologist  and  dermatologist  at  Willard  State 
Hospital  and  Sampson  Division,  a consulting  urologist  at 
Taylor-Brown  Memorial  Hospital,  and  an  attending  der- 
matologist at  Geneva  General  Hospital.  Dr.  Crance  was 
a Fellow  of  the  American  College  of  Surgeons  and  a mem- 
ber of  the  American  Urological  Association,  the  Geneva 
Academy  of  Medicine,  the  Ontario  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Harry  Goldberg,  M.D.,  of  Jamaica  and  Albertson,  died 
on  June  16  at  the  age  of  fifty-eight.  Dr.  Goldberg  gradu- 
ated in  1941  from  Dalhousie  University  Faculty  of  Medi- 


cine, Halifax.  He  was  an  assistant  attending  ophthal- 
mologist at  Jamaica  Hospital  and  chief-in-charge  of 
ophthalmology  at  Deepdale  General  Hospital  (and  co- 
founder of  the  Department  of  Ophthalmology  there). 
Dr.  Goldberg  was  a Diplomate  of  the  American  Board  of 
Ophthalmology,  a Fellow  of  the  American  College  of 
Surgeons,  a Fellow  of  the  International  College  of  Sur- 
geons, and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  Medical  Society 
of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

William  Sharp  McCann,  M.D.,  of  Rochester,  died  on 
June  10  at  the  age  of  eighty-one.  Dr.  McCann  graduated 
in  1915  from  Cornell  University  Medical  College.  He 
had  been  an  attending  physician  at  Strong  Memorial 
Hospital,  a consulting  physician  at  Highland  and 
Genesee  Hospitals  and  the  Veterans  Administration 
Hospital  Outpatient  Department,  Batavia.  He  was  the 
first  chairman  of  the  Department  of  Medicine  at  the 
University  of  Rochester  School  of  Medicine.  From  1924 
until  his  retirement  in  1957^  he  was  Dewey  Professor  and 
Chairman  of  the  Department  of  Medicine  at  the  Univer- 
sity of  Rochester  Medical  Center.  Dr.  McCann  was  a 
Diplomate  of  the  American  Board  of  Internal  Medicine, 
a Master  of  the  American  College  of  Physicians,  and  a 
member  of  the  American  Society  for  Clinical  Investiga- 
tion, the  New  York  Academy  of  Medicine,  the  Rochester 
Academy  of  Medicine,  the  Monroe  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Frank  Joseph  McGowan,  M.D.,  of  New  York  City, 
died  on  June  13  at  the  age  of  seventy-three.  Dr.  Mc- 
Gowan graduated  in  1921  from  Columbia  University  Col- 
lege of  Physicians  and  Surgeons.  He  was  an  honorary 
surgeon  at  St.  Vincent’s  Hospital  and  Medical  Center  of 
New  York.  Dr.  McGowan  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  Surgical  Society, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Hans  Meinrath,  M.D.,  of  Forest  Hills,  died  on  June  11, 
1970,  at  the  age  of  seventy-three.  Dr.  Meinrath  received 
his  medical  degree  from  the  University  of  Hamburg  in 
1922.  He  was  a Diplomate  of  the  American  Board  of 
Otolaryngology  and  a member  of  the  Medical  Society  of 
the  County  of  Queens,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Ottorino  Memmoli,  M.D.,  of  Great  Neck,  died  on  June 
8 at  the  age  of  seventy-eight.  Dr.  Memmoli  received  his 
medical  degree  from  the  University  of  Rome  in  1919. 
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Joseph  William  Miller,  M.D.,  of  Miami,  Florida,  for- 
merly of  New  York  City,  died  on  April  28.  Dr.  Miller 
graduated  in  1915  from  Albany  Medical  College.  Re- 
tired, he  was  a Fellow  of  the  American  College  of  Sur- 
geons and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Fritz  D.  Neumark,  M.D.,  of  Brooklyn,  died  on  April 
14  at  the  age  of  seventy-two.  Dr.  Neumark  received  his 
medical  degree  from  the  University  of  Munich  in  1925. 
He  was  a member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Louis  Odessky,  M.D.,  of  Flushing,  died  on  June  5 at  the 
age  of  sixty.  Dr.  Odessky  graduated  in  1936  from  the 
University  of  Minnesota  College  of  Medicine  and  Sur- 
gery. He  was  an  assistant  attending  pathologist  at 
Goldwater  Memorial  Hospital.  Dr.  Odessky  was  a 
Diplomate  of  the  American  Board  of  Pathology  (Patho- 
logic Anatomy),  a Fellow  of  the  College  of  American 
Pathologists,  and  a member  of  the  American  Associa- 
tion of  Neuropathologists,  the  American  Association  of 
Pathologists  and  Bacteriologists,  the  American  Society 
of  Clinical  Pathologists,  the  New  York  Pathological 
Society,  the  New  York  Neurological  Society,  the  Medical 
Society  of  the  County  of  Queens,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

George  William  Ruger,  M.D.,  of  Brooklyn,  died  on 
May  26.  Dr.  Ruger  graduated  in  1916  from  Long  Island 
College  Hospital. 

Henry  Salem  Pascal,  M.D.,  of  Chevy  Chase,  Maryland, 
formerly  of  The  Bronx,  died  on  June  12  at  the  age  of 
ninety-seven.  Dr.  Pascal  graduated  in  1896  from  New 
York  University  School  of  Medicine.  He  had  been  an 
honorary  surgeon  at  St.  Elizabeth’s  Hospital.  Dr.  Pascal 
was  a Fellow  of  the  American  College  of  Surgeons  and  a 
member  of  the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Philip  Joseph  Reilly,  M.D.,  of  Elmira,  died  on  April 
3 at  the  age  of  sixty-three.  Dr.  Reilly  graduated  in  1933 
from  Georgetown  University  School  of  Medicine.  He 
was  an  attending  surgeon  at  St.  Joseph’s  Hospital.  Dr. 
Reilly  was  a Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  Chemung  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Kalmon  Rosenblatt,  M.D.,  of  Albany,  died  on  June  12 
at  the  age  of  seventy-one.  Dr.  Rosenblatt  graduated  in 
1926  from  Albany  Medical  College.  He  was  a clinical 


assistant  physician  at  St.  Peter’s  Hospital.  Dr.  Rosen- 
blatt was  a member  of  the  Albany  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Jose  A.  Salazar,  M.D.,  of  New  York  City,  died  on 
March  25  at  the  age  of  fifty-one.  Dr.  Salazar  received 
his  medical  degree  from  the  University  of  Havana  in 
1944.  He  was  a member  of  the  New  York  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

George  Harry  Richard  White,  M.D.,  of  Geneva,  died 
on  May  12  at  the  age  of  sixty-three.  Dr.  White  grad- 
uated in  1931  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  an  attending  physician  at  Geneva 
General  Hospital.  Dr.  White  was  a member  of  the 
Geneva  Academy  of  Medicine,  the  Ontario  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Horace  William  Whiteley,  M.D.,  of  Jordan,  died  on 
May  22  at  the  age  of  sixty-seven.  Dr.  Whiteley  grad- 
uated in  1927  from  Syracuse  University  College  of  Medi- 
cine. He  was  a consulting  physician  on  the  medical  staff 
at  Auburn  Memorial  Hospital.  Dr.  Whiteley  was  a 
member  of  the  American  Academy  of  General  Practice, 
the  Syracuse  Academy  of  Medicine,  the  Onondaga 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

May  Georgiana  WUson,  M.D.,  of  Woods  Hole,  Massa- 
chusetts, formerly  of  New  York  City,  died  on  June  14  at 
the  age  of  eighty-one.  Dr.  Wilson  graduated  in  1911 
from  Cornell  University  Medical  College.  She  was  a 
consulting  pediatrician  at  The  New  York  Hospital.  Pro- 
fessor emeritus  of  clinical  pediatrics  at  Cornell  Univer- 
sity Medical  College,  in  1916  she  set  up  a rheumatic  fever 
clinic  at  The  New  York  Hospital.  Dr.  Wilson  was  a 
member  of  the  American  Pediatric  Society,  the  Society 
for  Pediatric  Research,  the  New  York  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Jane  Ruth  Winer,  M.D.,  of  New  York  City,  died  on 
June  7 at  the  age  of  fifty-four.  Dr.  Winer  graduated  in 
1941  from  the  University  of  Dlinois  College  of  Medicine. 
She  was  an  assistant  attending  physician  in  physical 
medicine  and  rehabilitation  at  University  Hospital  and 
Beth  Israel  Hospital,  an  associate  attending  physician  in 
physical  medicine  and  rehabilitation  at  Bellevue  Hospi- 
tal, and  director  of  rehabilitation  medicine  at  Booth 
Memorial  Hospital.  Dr.  Winer  was  a Diplomate  of  the 
American  Board  of  Physical  Medicine  and  Rehabilita- 
tion and  a member  of  the  American  Academy  of  Physical 
Medicine  and  Rehabilitation,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 
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patients  receiving  the  drug  and  oral 
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MEDICAL  SOCIETY  OF  THE 
COUNTY  OF  QUEENS 

invites  you  to  experience  the  unusual  on 


a iourney  of 
discovery  to  the 
maiestic  Grecian 
Island  of  Corfu 


Eight  exciting,  non-regimented  days,  plus  an 
opportunity  for  two  days  in  Athens. 

Discover  a majestic  Grecian  Island  at  your  leisure. 
Corfu  ...  a complementary  blend  of  the  modern  and 
the  traditional.  The  setting  that  once  inspired  Homer 
and  Shakespeare  remains.  Swim,  fish,  sail,  golf. 

Explore  Corfu.  It’s  exciting  . . . non-regimented  . . . 
unlimited. 

Exclusive  features:  Direct  flight  via  private 
TWA  707  jet  • Deluxe  accommodations  at  the 
Grand  Hotel  Glyfada  • Complete  American  breakfasts, 
gourmet  dinners  • 70-lb.  baggage  allowance  • 
Introductory  island  tour,  wine  tasting  party  • Optional 
sightseeing  tours  • Transfers  by  private  motor 
coach  • Memberships  at  Corfu  Golf  Club,  Achilleion 
Palace  and  Casino  • An  all-inclusive  two-day 
excursion  to  Athens  for  only  $79  • Freedom  to  do 
as  you  please. 

Let  us  introduce  you  to  a new  way  of  life  . . . Corfu. 
Then  explore  and  discover  with  a minimum.of  travel 
formalities.  Start  by  mailing  this  coupon  today. 

Departs  New  York  (JFK  Airport) 
on  October  22, 1971 

$398 

Plus  $20  Tax  & Gratuities 


Space  is  limited.  Return  this  coupon  today! 

Send  to:  Karl  Neumann,  M.D. 

Chairman,  Travel  Committee 

138-48  76th  Avenue 

Kew  Gardens  Hills,  N.Y.  11367 

Enclosed  is  my  check  for  $ ($100  per 

person)  as  deposit.  It  is  my  understanding  the  deposit 
will  be  refunded  in  full  if  I (we)  cancel  60  days  prior  to 
the  departure  date. 

Name 

Address 

City State Zip 

Telephone 

Rates  are  based  on  twin  occupancy.  Single 
accommodations  $30  additional  lor  Corlu  Passage. 

□ Please  mail  me  your  full  color  brochure. 


Arrangements  by  Marriott  World  Travel, 
a Division  of  Marriott  Corporation. 
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when 

G-l  symptoms 
demand 
a potent 
synthetic 
anticholinergic 


move  up  to 
“the  Rohinul 
response” 

In  treating  hypersecretion  and  hypermotility 
associated  with  gastritis  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics? 

Then  move  up  to  a potent  anticholinergic — 
Robinul®  Forte  (2  mg.  glycopyrrolate). 

It  provides  prompt,  pronounced,  prolonged 
suppression  of  gastric  hypersecretion, 
making  it  a highly  effective  agent  in  gastritis 
and  other  upper  G-l  conditions  associated 
with  hypersecretion  and  hypermotility. 
Because  Robinul  Forte  exerts  a profound 
antispasmodic  action,  it  is  also  useful  in  the 
treatment  of  lower  G-l  disorders,  such  as 
functional  bowel  distress  and  spastic  and 
irritable  colon.  If  the  patient  has  a “one  tract 
mind’’  concerning  his  condition,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul^-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinul  2mg. 

Forte  (glycopyrrolate) 

■ INDICATIONS  Robinul  Forte  (glycopyrrolate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
indicated  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
acute  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
available,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
mended in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm; 
(2)  gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis:  (3)  esophagitis;  (4)  cholecystitis,  chronic 
pancreatitis:  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea:  and  (6)  splenic  flexure 
syndrome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
may  be  indicated.  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
tion, prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  'he  case  of  Robinul-PH 
Forte  (glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
glaucoma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
1 to  32  mg.  of  glycopyrrolate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this. 
Blurred  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequer’tly.  Other  side  effects  associated  with  the  use  of  anticholinergic 
drugs  include:  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash.  ■ DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrrolate,  2 mg.)  or  Robinul-PH  Forte  is  one 
tablet  three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
patient's  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
required  to  maintain  symptomatic  relief.  ■ SUPPLY  Robinul  Forte  (glycopyrrolate,  2 mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
AHR/2  in  bottles  of  100  and  500.  ■ Robinul-PH  Forte  (glycopyrrolate,  2 mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 
tablets  engraved  AHR/2  in  bottles  of  100  and  500.  A.  H.  Robins  Company,  Richmond,  Va 


Fundamental  to  an  improved  outlook  in  Emphysema 


1.  The  sympathetic  and  2.  Bronkotabs  to  reduce 

supportive  physician  the  work  of  breathing 


Bronkotabs  reduces  the  work  of  breathing  when 
used  as  part  of  the  routine  day-in,  day-out 
management  of  emphysema.  Its  efficient 
bronchodilating,  decongestant  and  expectorant 
actions  help  keep  airways  open  and  free  of 
excess  mucus.  By  improving  pulmonary 
function,  Bronkotabs  helps  restore  alveolar 
ventilation  and  decrease  the  severity  of 


Each  tablet  contains  ephednne  sulfate  24  mg; 
glyceryl  guaiacolate  100  mg;  theophylline  100  mg; 
phenobarbital  0 mg  (warning  may  be  habit-forming); 
thenyldiamine  HCI  10  mg 


symptoms.  For  the  patient  who  has  considerable 
difficulty  during  the  night,  Bronkotabs  taken 
at  bedtime  often  proves  useful.  Working 
together,  Bronkotabs  and  Bronkometer  can 
offer  impressive  benefits  in  a comprehensive 
rehabilitation  program  designed  to  reduce 
progressive  deterioration  of  pulmonary  function. 


Contains  Dilabron®  (brand  of  isoetharine 
methanesulfonate)  0.6%;  phenylephrine 
HCI  0.125%:  thenyldiamine  HCI  0 05%. 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N Y.  10016 


REON 


1902 


BRONKOIABS' 

Each  tablet  contains  aphednne  sullate  24  mg; 
glyceryl  guaiacolate  100  mg.  theophylline  100  mg. 
phenobarbital  8 mg  (warning  may  be  habit-lorming); 
thenyldiamine  HCI  10  mg 


BRONKOTABS- RECOMMENDED  DOSAGE: 
One  tablet  every  3 or  4 hours,  not  to  exceed 
flve  times  dally.  Children  over  6:  one  half 
adult  dose. 

PRECAUTIONS:  Sympathomimetic  side  ef- 
fects are  minimal,  and  there  are  none  of  the 
dangers  or  side  effects  associated  with  steroid 
therapy.  However,  frequent  or  prolonged  use 
may  cause  nervousness,  restlessness  or  sleep, 
lessness.  Bronkotabs  should  be  used  with  cau- 
tion In  the  presence  of  hypertension,  heart 
disease  or  hyperthyroidism.  Drowsiness  may 
occur.  Patients  should  be  cautioned  not  to  drive 
or  operate  machinery  when  taking  Bronkotabs. 
SUPPLIED:  Bottles  of  100  and  1,000  scored 
tablets. 


BRONKOMETER* 

Contains  Oilabron*  (brand  of  isoelharine 
methanesulfonale)  0 6%.  phenylephrine 
HCI  0.125%:  thenyldiamine  HCI  0 05%. 


BRONKOMETER- COMPOSITION.  Each  ml 
of  solution  supplies  at  the  mouthpiece  20  me- 
tered doses  of  350  meg  isoetharine  methane- 
sulfonate  (0.6%).  70  meg  phenylephrine  HCI 
(0.125%)  and  30  meg  thenyldiamine  HCI 
(0.05%)  with  saccharin  and  menthol  plus 
fluorochlorohydrocarbons  as  gaseous  propel- 
lants. Preserved  with  ascorbic  acid  0.1%  and 
alcohol  307o, 

RECOMMENDED  DOSAGE : The  average  dose 
is  one  or  two  inhalations.  Occasionally,  more 
may  be  required.  It  is  important,  however,  to 
wait  one  full  minute  after  the  initial  one  or 
two  lidialations  In  order  to  be  certain  that 
another  is  necessary.  In  most  cases,  inhalations 
need  not  be  repeated  more  often  than  every 
four  hours,  although  more  frequent  adminis- 
tration may  be  necessary  in  severe  cases. 
CONTRAINDICATION : Hypersensitivity  to 
any  component. 

PRECAUTIONS:  Although  Bronkometer  is 
relatively  free  of  toxic  side  effects,  too  fre- 
quent use  may  cause  tachycardia,  palpitation, 
nausea,  headache,  changes  in  blood  pressure, 
anxiety,  tension,  restlessness,  insomnia,  tremor, 
weakness,  dizziness  and  excitement  as  is  the 
case  with  other  sympathomimetic  amines. 
Bronkometer  should  not  be  administered 
along  with  epinephrine  or  other  sympathomi- 
metic amines  as  such  drugs  are  direct  cardiac 
stimulants  and  may  cause  excessive  tachy- 
cardia. They  may,  however,  be  alternated  if 
desired.  Dosage  must  be  carefully  adjusted  in 
patients  with  hyperthyroidism,  hypertension, 
acute  coronary  disease,  cardiac  asthma,  lim- 
ited cardiac  reserve  and  in  individuals  sensi- 
tive to  sympathomimetic  amines,  since  over- 
dosing may  result  in  tachycardia,  palpitation, 
nausea,  headache  or  epinephrine-like  side 
effects. 

HOW  SUPPLIED:  Bronkometer  tpr  10  ml  Re- 
fill with  Actuator  (Code  No.  1184);  Bron- 
kometer tpr  10  ml  Refill  only  (Code  No.  1183); 
Bronkometer  10  ml  Vial  with  Oral  Nebulizer 
(Code  No.  1193);  Bronkometer  20  ml  Vial 
with  Oral  Nebulizer  for  desk  or  bedside 
(Code  No.  1182). 


Month  in  Washington 


I The  Congress  has  been  asked  by  the  Administration 
to  authorize  an  additional  expenditure  of  $155  million 
for  the  control  of  drug  addiction.  In  his  special  message 
to  the  House  and  Senate,  President  Nixon  said:  “If  we 
[ cannot  destroy  the  drug  menace  in  America,  then  it  will 
surely  destroy  us.” 

I The  Administration’s  program  would  include  the 
following: 

— Make  Veteran’s  Administration  facilities  available 
to  all  former  servicemen  in  need  of  drug  rehabilitation 
j regardless  of  the  nature  of  their  discharge  and  provide 
$14  million  for  this  program. 

1 — Seek  $105  million  from  Congress  to  be  used  solely 

for  treatment  and  rehabilitation  of  drug  addicts. 

I — Request  an  additional  $10  million  to  improve  educa- 
j tion  programs  on  dangerous  drugs. 

— Request  approval  of  special  legislation  permitting 
the  government  to  use  information  obtained  by  foreign 
police  and  other  technical  measures  to  make  it  easier  to 
prosecute  drug  pushers. 

— Ask  for  an  additional  $25.6  million  for  the  Treasury 
Department  to  expand  efforts  against  smugglers. 

I — Request  $2  million  to  expedite  research  and  develop- 

ment of  detection  equipment  and  technics. 

— Request  $2  million  for  the  Agriculture  Department 
to  develop  herbicides  that  would  destroy  narcotics-pro- 
ducing  plants. 

I —Request  $1  million  for  assistance  to  other  nations  in 
! training  law  enforcement  officers. 

Implicit  in  the  presidential  drug  control  proposal  is  the 
endorsement  of  the  use  of  methadone  in  the  treatment  of 
Vietnam  veterans  addicted  to  heroin.  This  high-level 
sanction  of  the  heretofore  somewhat  controversial  and 
experimental  use  of  methadone  marks  a turning  point  in 
the  nation’s  attempt  to  rehabilitate  addicts.  Observers 
believe  the  decision  to  use  methadone  on  a wide  scale 
was  influenced  by  official  recognition  of  the  discourag- 
ing low  “cure”  rate  from  other  approaches  to  the  prob- 
lem. 

Named  by  the  President  to  head  the  new  drug  control 
program  was  Jerome  H.  Jaffe,  M.D.,  a Chicago  psycho- 
pharmacologist and  director  of  the  Illinois  State  Drug 
Abuse  Program.  Dr.  Jaffe,  an  advocate  of  the  metha- 
done treatment  method,  will  serve  as  consultant  to  the 
president  until  the  new  agency  is  organized. 

Shortly  after  the  announcement  of  the  new  drug- 
control  program.  President  Nixon  asked  the  American 
Medical  Association’s  House  of  Delegates,  meeting  in 
Atlantic  City,  to  join  in  the  nationwide  war  on  drug 
abuse. 

After  dealing  at  some  length  the  growing  social  dangers 
of  drug  abuse,  the  President  said  that  there  was  a link  be- 
tween the  inappropriate  use  of  drugs  within  the  medical 
context  and  the  abuse  of  drugs  outside  that  context. 

Consider  these  facts  for  a moment.  In  the  last  four 

years  alone,  the  production  and  distribution  of  tran- 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 

continued  on  page  1909 
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Abstracts 


Lund,  C.  J.:  Urinary  stress  incontinence;  problems  in 
diagnosis,  New  York  State  J.  Med.  71:  1937  (Aug.  15) 
1971. 

There  are  two  basic  reasons  for  poor  results  in  the 
treatment  of  urinary  incontinence,  diagnostic  and  tech- 
nical failures.  Faulty  diagnosis,  not  faulty  surgical 
technic,  is  the  major  cause  of  poor  results  in  the  initial 
surgical  treatment  of  urinary  incontinence.  There  are 
certain  points  in  the  history  which  are  of  great  impor- 
tance in  arriving  at  a proper  diagnosis.  These  are 
stressed,  as  well  as  proper  use  of  diagnostic  tests. 

Schaye,  G.  F.,  and  Ruben,  R.  J.:  Identification  of 

communication  disorders  by  resident  physicians.  New 
York  Stated.  Med.  71:  1941  (Aug.  15)  1971. 

A screening  program  established  in  The  Bronx  in  con- 
nection with  public  health  nurses  and  child  health  sta- 
tions uncovered  a high  incidence  of  communication  dis- 
orders and  previously  unrecognized  deaf  children. 
Children  with  positive  findings  were  referred  to  ear,  nose, 
and  throat  clinics  or  other  appropriate  facilities  and  were 
followed  up  when  they  failed  to  keep  the  referral  appoint- 
ment. The  program  was  also  found  valuable  in  educat- 
ing the  resident  physicians  and  nursing  staff  involved. 

Goodman,  C.  R.:  Osteoporosis  as  early  complication  of 
hemiplegia.  New  York  State  J.  Med.  71:  1943  (Aug.  15) 
1971. 


The  theory  that  osteoporosis  results  from  long-stand- 
ing hemiplegia  should  be  reexamined,  since  it  has  been 
discovered  in  disabled  extremities  as  early  as  two  weeks 
after  stroke.  In  a series  of  23  hemiplegic  patients,  posi- 
tive correlations  (osteoporosis  with  no  limb  function,  or 
limb  function  and  no  osteoporosis)  totaled  15,  negative 
correlations  (no  osteoporosis  and  no  function)  4,  with  4 
patients  with  bilateral  osteoporosis  excluded.  Thus,  the 
disuse  associated  with  hemiplegia  may  be  responsible  for 
osteoporosis.  Early  detection  and  prevention  of  osteo- 
porosis, as  by  proper  positioning  and  splinting  of  the  af- 
fected limb,  might  also  prevent  shoulder-hand  syndrome 
from  developing. 


Alexander,  L.  L.,  Medina,  A.,  Benninghoff,  D.  L., 
Camiel,  M.  R.,  and  Aron,  B.  S.:  Radium  management 
of  tumors  of  penis.  New  York  State  J.  Med.  71:  1946 
(Aug.  15)  1971. 

The  successful  management  of  malignant  tumors  of 
the  penis  entails  complete  elimination  of  the  primary 
lesion,  as  well  as  its  metastases.  The  role  of  radiother- 
apy in  the  management  of  tumors  of  the  penis  has  taken 
a traditional  secondary  position  to  surgical  excision. 
Because  of  superior  cosmetic,  functional,  and  psycho- 
logic results,  radiotherapy,  using  radium  molds,  should 
be  considered  seriously  in  the  treatment  of  these  tumors. 
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» Because  you  re  rusned... 
because  your  costs  are  up... 
because  skilled  help  is  hard  to  find  .%r 


bring  you  the  UNITEST  SYSTEM 
blood  chemistry 


Physicians  can't  operate  their  of- 
fices like  doctors  did  in  the  old  days. 
That’s  when  the  patient  load  was 
lower  and  so  was  the  overhead,  in 
case  you  wanted  to  have  lab  tests 
performed  right  on  the  premises. 
There  were  a lot  more  qualified  tech- 
nicians for  hire,  too.  Or  if  you  didn’t 
want  the  bother  and  payroll  of  a big- 
ger staff,  you  sent  specimens  out  to 
a local  lab  or  a nearby  hospital.  Then 
you  waited  for  results  to  return  and 
added  the  charge  to  the  bill. 

Problem  is,  that  way  isn’t  economi- 
cally feasible  any  longer.  More 
sophisticated  lab  tests  have  been 
developed  to  aid  your  diagnosis. 
Fewer  skilled  personnel  are  avail- 
able. The  complex  equipment  re- 
quired is  more  expensive.  And  the 
cost  of  space  is  premium. 

Somebody  had  to  solve  this  king- 
sized  problem.  We  did. 


Bio-Dynamics,  Inc. 

9115  Hague  Road 
Indianapolis,  Indiana  46250 


The  Simplifiers 


We  perfected  the  compact  UNITEST 
SYSTEM.  You  can  get  both  its  basic 
components  — the  Unimeter  and  a 
centrifuge  — for  less  than  $600.  A 
small  investment,  indeed.  And  even 
more  economical  because  any  qual- 
ified person  in  your  office  can  run  it 
—performing  16  tests  for  the  most 
commonly-needed  determinations. 
That  includes  Blood  Glucose,  He.mo- 
globin,  B.U.N.,  Uric  Acid  and  Cho- 
lesterol. 


And  you  get  accurate  results  faster, 
often  before  the  patient  leaves. 

Yet  for  all  this,  the  UNITEST  SYSTEM 
is  a lot  smaller  than  you’d  expect  for 
equipment  that  does  so  much.  And 
there  are  so  many  functions  it  does 
so  well,  you  really  owe  it  to  yourself 
to  get  more  information.  Just  fill  in 
and  mail  the  coupon.  We’ll  see  that 
you  get  all  the  time-and-moneysav- 
ing  details. 


I ^ 

I Mail  coupon  to  Dept.  N871  Bio-Dynamics,  Inc. 

9115  Hague  Road,  Indianapolis,  Indiana  46250  | 

I Gentlemen:  I 

I I am  interested  in  receiving  more  information  about  use  of  the  I 

j UNITEST  SYSTEM  in  rny  office.  | 


Name 


Specialty 

Address 

City 

State 

Zip 

J 
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Abstracts  in  Interlmgua 


Lund,  C.  J.:  Incontinentia  urinari  ab  stress;  problemas 
diagnostic,  New  York  State  J.  Med.  71:  1937  (15  de 
Augusto)  1971. 

Ha  duo  razones  basic  per  le  povre  resultatos  thera- 
peutic del  incontinentia  urinari:  fallimentos  diagnostic 
e technic.  Le  diagnose  incorrecte,  non  le  incorrecte 
technic  chirurgic,  es  le  causa  principal  del  povre  resul- 
tatos del  tractamento  chirurgic  initial  del  incontinentia 
urinari.  In  le  antecedentes  ha  certe  punctos  de  grande 
importantia  pro  arrivar  a un  bon  diagnose.  Istes  punctos 
es  stressate,  e etiam  le  uso  correcte  del  tests  diagnostic. 

Schaye,  G.  F.,  e Ruben,  R.  J.:  Identification  del  tras- 
tornos  del  communicationes  per  le  medicos  residente, 
New  York  Stated.  Med.  71:  1941  (15  de  Augusto)  1971. 

Un  programma  selective  establite  in  The  Bronx  (New 
York),  con  participation  del  Nurses  de  Salubritate  Pub- 
lic e le  Stationes  de  Salubritate  Infantil,  permitite  le 
diagnostic  de  un  alte  frequentia  de  trastornos  del  com- 
municationes e de  pueros  surde  non  recognoscite  pre- 
viemente.  Le  pueros  con  signos  positive  esseva  referite 
a le  Clinics  de  Aure,  Naso  e Gorga  o altere  appropriate 
servicios.  Illos  esseva  observate  quando  non  poteva 
complir  le  rendez-vous  de  referentia.  Le  programma 
esseva  etiam  valutabile  pro  le  preparation  del  medicos 
residente  e le  nurses  participante. 

Goodman,  C.  R.:  Osteoporosis  como  complication 

temprane  del  hemiplegia.  New  York  Stated.  Med.  71: 


1943  (15  de  Augusto)  1971. 

Le  theoria  de  que  le  osteoporosis  es  le  resultato  de  un 
hemiplegia  prolongate  debe  esser  re-examinate  perque 
iste  condition  ha  essite  discoperite  in  extremitates  par- 
alysate  depost  due  septimanas  del  attacco.  In  un  serie 
de  23  patientes  hemiplegic,  habeva  15  correlationes  pos- 
itive (osteoporosis  con  extremitates  paralysate,  o ex- 
tremitates functionante  sine  osteoporosis);  4,  correla- 
tiones negative  (non  osteoporosis  e non  paralyse)  4 pa- 
tientes esseva  excludite  (osteoporosis  bilateral).  Assi, 
le  ausentia  de  function  in  le  hemiplegia  pote  esser  re- 
sponsabile  del  osteoporosis.  Le  diagnose  temprane  e le 
prevention  del  osteoporosis,  mediante  le  position  e fixa- 
tion adequate  del  extremitate  paralysate  pote,  etiam, 
prevenir  le  disveloppamento  del  syndrome  spatula- 
mano. 

Alexander,  L.  L.,  Medina,  A.,  Benninghoff,  D.  L., 
Camiel,  M.  R.,  e Aron,  B.  S.:  Le  radiotherapia  del 
tumores  del  penis.  New  York  State  d.  Med.  71:  1946  (15 
de  Augusto)  1971. 

Le  tractamento  successose  del  tumores  maligne  del 
penis  include  le  elimination  complete  del  lesion  primari, 
e etiam  del  metastases.  Le  radiotherapia  pro  le  tumores 
del  penis  ha  prendite  un  position  traditionalmente  sec- 
ondari  al  excision  chirurgic.  Debite  al  resultatos  cos- 
metic, functional  e psychologic  superior,  le  radiother- 
apia, usante  modulos  de  radium,  debe  esser  considerate 
seriosemente  in  le  tractamento  de  istes  tumores. 
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The  cau^  of  vaginhis 
ore  multiple 


Trichomonads . . . monilla . . . bacteria 

You  can  depend  on  AVC  — comprehensive 
therapy  that  combats  all  three  major  vaginal 
pathogens,  alone  or  in  combination. 

AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
1 5.0%,  allantoin  2.0% 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm. 


Contraindications;  Known  sensitivity  to  suifonomides. 

Precautions/ Adverse  Reactions:  The  usuol  precautions  for  topicol 
and  systemic  sulfonamides  should  be  observed  because  of  the  pos- 
sibility of  absorption.  Burning,  Increased  local  discomfort,  skin 
rash,  urticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  Intravagl- 
nolly  once  or  twice  daily. 

Supplied;  Cream  — Four-ounce  tube  with  applicator. 
Suppositories  — Box  of  12  with  applicator. 

TRADEMARK,  AVC  AV.104  2/71  Y.U9 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


AVC 

The  treatment  is  singular 


A 

BUILDING  BLOCK 
TO  RECOVERY 


^ As  adjunctive  therapy 

DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  tablet  q.i.d. 


Trypiin- 100.000  N.F.  Uotls,  Chymotrypsm:  8.000  N.F.  Units: 
wju.vaknt  m tryptic  activity  to  40  mg.  Of  N.F.  trypsin 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


c|.  i.d. 


Indications:  When  used  as  adjurtctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 

Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BiTABS  should  not  be  given 
to  patientswlth  a known  sensitivity  totrypsinorchymotrypsin. 

Procautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia. or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregr>ancy  has  not  been  established. 

Advorso  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  Include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  it 
has  been  seen  with  equal  Incidence  In  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  If  side 
effects  occur  rr>edlcatlon  be  discontinued. 

Dosage:  Or>e  tablet  q.i.d. 

I IrvCNl  TME  NATIONAL  OnUO  COMPANY 

4 I I l¥ll  I OJVISION  Of  RICHARDSON  MERRELL  INC. 

^ I ■ J J PHILAOeLPMIA.  PENNS>aVANIA  19U4 
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Orenzyme^  Bitabs 

Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  Jm  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 
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continued  from  page  I9(K) 

quilizers  in  our  country  has  doubled.  During  1970,  5 
billion  doses  of  tranquilizers,  3 billion  doses  of  am- 
phetamines, and  5 billion  doses  of  barbiturates  were 
produced  in  this  country.  Listen  to  this:  The  esti- 
mate is  that  50  per  cent  of  the  amphetamines  and  bar- 
biturates were  diverted  into  illegal  sales.  So  there 
is  a problem  in  the  terms  of  education  as  well  as  en- 
forcement. 

Tranquilizers,  amphetamines,  and  barbiturates,  as 
you  know,  are  known  as  psychotropic  or  mind-alerting 
drugs.  It  is  estimated  that  one  third  of  all  Americans 
between  the  ages  of  eighteen  and  seventy-four  used 
a psychotropic  drug  of  some  type  last  year.  And  little 
wonder — for  there  were  enough  drugs  of  this  type 
available  last  year  to  medicate  every  adult  in  the 
United  States  at  very  high  dosage  rates  for  more  than 
eleven  days. 

We  have  produced  an  environment  in  which  people 
come  naturally  to  expect  that  they  can  take  a pill  for 
every  problem — that  they  can  find  satisfaction  and 
health  and  happiness  in  a handful  of  tablets  or  a few 
grains  of  powder. 

* * * 

In  addition  to  his  call  to  physicians  to  assist  in  the 
drug-control  program,  the  President  in  his  Atlantic  City 
address  also  challenged  organized  medicine  to  provide 
the  leadership  “this  country  craves  for”  in  all  areas  of 
health  care. 

“The  health  of  America  is  in  your  hands,  and  by  its 
health  I speak  not  just  of  its  physical  health  (but)  its 
mental  health,  its  moral  health,  its  character,”  the 
President  said. 

In  immediate  response  to  the  President’s  challenge  to 
the  American  medical  profession,  the  AMA’s  special 
communications  program  answered  the  chief  executive’s 
call  for  physician-leadership  in  a full-page  message  that 
appeared  in  many  of  the  nation’s  principal  newspapers. 
The  message,  titled  “We  accept,  Mr.  President,”  re- 
sponded point-by-point  to  Mr.  Nixon’s  request  for  broad 
physician-support  in  all  aspects  of  the  nation’s  health. 

* * * 

In  a recent  letter  to  the  Bureau  of  Narcotics  and  Dan- 
gerous Drugs,  the  AMA  has  stated  that  it  will  do  every- 
thing possible  to  assist  in  implementing  a proposed  regu- 
lation that  will  curb  the  abuse  of  amphetamines  and 
methamphetamines.  “Physicians  throughout  the  na- 
tion are  concerned  about  the  alarming  dimensions  of  the 
drug-abuse  problem,”  wrote  Richard  S.  Wilbur,  M.D., 
AMA’s  deputy  executive  vice-president.  Pointing  out 
that  while  the  proposed  regulation  reclassifying  amphet- 
amines and  methamphetamines  as  narcotic  substances, 
such  as  morphine,  codeine,  and  opium,  would  add  to  the 
inconvenience  of  physicians  in  their  practices  through 
additional  requirements  concerning  ordering,  record- 
keeping, and  prescribing,”  Dr.  Wilbur  assured  the  Bu- 
reau that  most  physicians  were  in  accord  with  the  pro- 
posed regulation. 

The  AMA  letter  followed  quickly  after  the  House  of 
Delegates,  meeting  in  Atlantic  City  in  late  June,  adopted 
the  following  resolution. 

Resolved,  That  the  American  Medical  Association 

urge  all  physicians  to  limit  their  use  of  amphetamines 

and  other  stimulant  drugs  to  specific,  weU-recognized 

medical  indications;  and  be  it  further 
Resolved,  That  the  American  Medical  Association 


support  the  proposal  of  the  Bureau  of  Narcotics  and 
Dangerous  Drugs  to  transfer  amphetamine  and  meth- 
amphetamine  and  their  salts,  optical  isomers,  and 
salts  of  their  optical  isomers  from  Schedule  III  to 
Schedule  II  published  in  the  May  26,  1971,  Federal 
Register. 

Congressman  Paul  G.  Rogers  (Democrat,  Florida), 
chairman  of  the  House  Commerce  Subcommittee  on 
Public  Health  and  Environment,  has  lauded  the  AMA 
for  being  in  the  forefront  in  the  support  of  legislation  on 
health  manpower  and  nurses  training.  In  a letter  ad- 
dressed to  the  AMA’s  Washington  office.  Congressman 
Rogers  wrote: 

The  date  and  expertise  of  the  Association’s  witnesses 
were  most  helpful.  The  AMA’s  governing  body  wisely 
included  medical  manpower  legislation  as  a part  of  the 
Association’s  legislative  package.  I feel  this  legis- 
lation is  a keystone  to  any  additional  health  programs 
that  may  be  passed  by  the  Congress. 

♦ ♦ ♦ 

Full  funding  of  a number  of  new  and  continuing  health 
programs  has  been  urged  by  American  Medical  Associa- 
tion officials  appearing  before  a House  appropriations 
subcommittee. 

Maternal  and  child  health  care,  communicable  disease 
control  and  vaccination  assistance,  alcoholism  preven- 
tion and  treatment,  and  regional  medical  programs,  as 
well  as  a number  of  newly  proposed  programs  for  the 
development  of  medical  manpower,  were  endorsed  with  a 
request  for  full  funding  by  Raymond  T.  Holden,  M.D.,  a 
practicing  physician  in  Washington  and  a member  of  the 
AMA  Board  of  Trustees. 

Dr.  Holden  stressed  “the  urgent  need  of  increased  fi- 
nancial support  for  the  continuation  of  existing  medical 
schools  and  for  the  continued  development  of  new 
schools.”  He  also  asked  for  the  subcommittee’s  full 
support  for  nursing  education,  and  the  development  of 
allied  health  personnel  to  meet  the  manpower  needs  for 
the  nation’s  health  care  delivery  system. 

Dr.  Holden  gave  the  AMA’s  support  to  the  programs 
of  prevention  and  control  against  venereal  disease,  ru- 
bella, measles,  Rh  disease,  poliomyelitis,  diphtheria  tet- 
anus, and  whooping  cough.  He  noted  substantial  prog- 
ress in  the  past  in  reducing  the  incidence  of  diseases 
covered  by  the  former  Vaccination  Assistance  Act,  but 
added:  “We  are  greatly  concerned  with  reports  that 

indicate  declining  levels  of  immunization  protection 
against  measles,  poliomyelitis,  and  diphtheria  in  the 
United  States.” 

The  AMA  spokesman  also  urged  the  subcommittee  to 
appropriate  the  full  $100  million  authorized  by  the  Com- 
prehensive Alcohol  Abuse,  Treatment,  and  Rehabilita- 
tion Act. 

In  terms  of  economic  loss,  the  unproductiveness  of  the 
alcoholic  person  during  thirty,  forty,  and  fifty  years  of 
age  is  augmented  by  the  several  billions  of  dollars  in- 
dustry loses  annually  through  absenteeism  and  on-the- 
job  accidents  related  to  alcoholism  and  alcohol  abuses. 

Reminding  the  subcommittee  that  while  the  1972  fis- 
cal authorization  for  Regional  Medical  Programs  (heart, 
cancer,  stroke,  and  kidney  disease)  is  $i50  million.  Dr. 
Holden  said,  “We  do  not  believe  the  $52  million  cur- 
rently requested  for  support  is  sufficient  to  adequately 
meet  the  needs  for  continuation  and  expansion  of  ap- 
propriate programs  under  this  legislation,  even  though 
some  $34  million  may  remain  available  from  previous  ap- 
propriations.” 
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Litroducing... 

New  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  offt.ce  time 


The  Rocom 

Medical  Management 

System... 


Hi;;tory  System  -- 

provides  maximum  screening  information  about  the 
patient  with  a minimum  expenditure  of  your  time. 
Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
system.  Only  positive  answers  transfer  through 
to  the  summary  sheet.  You  get  an  immediate 
picture  of  the  patient's  current  complaints  with 
the  assurance  that  all  important  screening 
questions  are  covered. 


Rocom  Medical  Record  System  a simple  j 

but  comprehensive  method  for  keeping  a complete 
record  on  every  one  of  your  patients.  Permits  yo  it 
to  review  a patient's  medical  history  in  seconds 
and  retrieve  information  quickly.  Can  be  used  wir  i 
the  "problem-oriented"  method  of  keeping  patient 
records.  Color  coding  eliminates  the  likelihood 
of  misplaced  files.  A disease  cross-index  card  l 
keeps  track  of  all  patients  with  the  same  disease 
Well-kept  records  can  be  one  of  the  greatest 
deterrents  to  malpractice  suits.  The  Rocom  Medics 
Record  System  helps  protect  your  good  name.  |\ 


The  new  Rocom  Medical  Management  System*  can  I 

help  you  provide  better  care  for  your  patients  I 

and,  at  the  same  time,  make  better  use  of  your  i 

office  time.  In  designing  these  products  I 

hundreds  of  doctors,  nurses  and  receptionists 
were  consulted  about  their  particular  office  ' 

I problems;  and  more  than  two  years  of  development  I 
I under  actual  office  conditions  proved  that  they  I 
I actually  do  help  solve  these  difficulties  | 

; without  upsetting  existing  routines.  i 

Each  component  deals  with  a specific  problem  . 

area  --  health  histories,  medical  records,  the  ' 

I telephone,  and  scheduling  appointments.  They  I 

I may  be  employed  alone,  in  various  combinations,  I 

I or  preferably,  as  the  complete  Rocom  Medical  I 

Management  System,  depending  on  your  own  office  i 

situation.  . 

Most  physicians  --  whether  they  practice  alone 
or  with  a group  --  will  find  one  or  more  of  I 

these  components  useful.  You  are  invited  to  I 

obtain  additional  information  about  the  Rocom  | 

Medical  Management  System  by  sending  us  the  | 

accompanying  coupon.  I_ 


ROCOM'  <~> 

Division  of  Hoffmann-La  Roche  Inc. 

Box  169 

Fairview,  New  Jersey  07022 
Gentlemen: 

I am  interested  in  obtaining  additional 
information  about: 

□ Health  History  i — i Medical  Record 

System  I — I System 

n Telephone  System  dl  Appointment  System 

Name  Specialty 

Street  

City  State 

Please  do  not  forget  Zip  Code 

12 


;;  Kocom  Telephone  System  a complete 
system;  one  that  can  be  understood  quickly 
; by  your  newest  office  aide;  one  that  permits 
your  staff  to  answer  specific  patient  questions 
;l  with  confidence;  one  that  will  make  your 
practice  more  productive  by  assuring  that  you 
are  interrupted  only  when  you  think  it 
necessary.  Self-adhesive  backing  assures  that 
c,  all  incoming  calls  can  become  part  of  the 
patient's  permanent  record. 


Rocom  Appointment  System  ..  worked 
out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ- 
ualized to  your  own  requirements.  Can  be 
coordinated  with  your  colleague's  or  nurse's 
schedule.  Helps  keep  a steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 


♦Created  and  developed  by  Patient  Care  Systems,  Inc. 
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<5  In  the  coronary  ischemic 
I patient  on  cerebral  or 

peripheral  vasodilator  therapy 

I no  treatment 
I conflict 
I reported 


WSODILAN 


the  compatible  vasodilator 


• may  be  used  in  your  patients  with 
coronary  insufficiency. 

• conflicts  have  not  been  reported  with 
diuretics,  corticosteroids,  antihypertensives 
or  miotics. 

• complications  in  the  treatment  of  diabetes, 
hypertension,  peptic  ulcer,  glaucoma  or 
liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindica- 
tions in  recommended  oral  doses  other 
than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately 
postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators''*  have  reported  favorably  on  the  effects  of  isoxsuprine. Effects  have  been  dem- 
onstrated both  by  objective  measurement'  * and  observation  of  clinical  improvement.''* 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio- 
sclerotic, diabetic,  thrombotic).  Composition:  VasodTlan  tablets,  isoxsuprine  HCl  10  mg. 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme- 
diately postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal- 
pitation and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References : ( 1)  Clarkson, 
I.  S.,  and  LePere,  D.  M. : Angiology  77:190-192  (June)  I960.  (2)  Horton,  G.  E.,  and 
Johnson,  P.  C.,  Jr.:  Angiology  75:70-74  (Feb.)  1964.  (3)  Dhry-  ■ i_i  i 

miotis,  A.  D.,  and  Whittiei,  J.  R.:  Curr.  Ther.  Res;  ^:124-128  R^pOlJ  M 
(April)  1962.  (4)  Whittier,  J.  R. : Angiology75:82-87  (Feb.)  1964.  IwlUOU JJJ  1 1 1 ClLI  1 1 
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Behavioral  Sciences  and  Mental  Health:  An  Anthol- 
ogy of  Program  Reports.  Edited  by  Eli  A.  Rubinstein, 
Ph.D.,  and  George  V.  Coelho,  Ph.D.  Octavo  of  419 
pages.  Washington,  D.C.,  Supt.  of  Documents,  U.S. 
Government  Printing  Office,  1970.  Paper,  $2.00. 

The  present  anthology  is  a collection  of  25  program  re- 
ports, selected  and  arranged  to  represent  some  of  the 
major  contributions  of  the  behavioral  sciences  to  the 
field  of  mental  health.  A summary  description  of  the 
NIMH  role  in  the  behavioral  sciences  serves  as  a histori- 
cal background. 

Emergency  Care  and  Transportation  of  the  Sick  and 
Injured.  By  The  Committee  on  Injuries.  Quarto  of 
304  pages,  illustrated.  Chicago,  Illinois,  American 
Academy  of  Orthopaedic  Surgeons,  1971.  Cloth,  no 
price  listed. 

This  textbook  is  intended  for  the  emergency  medical 
technician,  who,  with  proper  training  and  experience, 
available  supplies,  and  such,  is  equipped  to  serve  as  the 
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outside  the  hospital.  The  major  portion  of  the  book  is 
devoted  to  instruction  in  actual  care  of  patients  with 
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Annals  of  The  New  York  Academy  of  Sciences. 

Edited  by  Bernard  G.  Steinetz,  M.D.  Octavo  of  149 
pages,  illustrated.  New  York,  New  York  Academy  of 
Sciences,  1971.  Paper,  $23.50. 

I This  volume  contains  papers  presented  at  a meeting 
of  the  Section  of  Biological  and  Medical  Sciences  on 
October  23,  1969.  Various  aspects  of  the  subject  are 
considered  and  relevant  references  are  included. 

Nephrology.  Cornell  Seminars.  Edited  by  E.  Lovell 
Becker,  M.D.,  Henry  O.  Heinemann,  M.D.,  and  Ray- 
mond L.  Sherman,  M.D.  Octavo  of  129  pages,  illus- 
trated. Baltimore,  Maryland,  The  Williams  & Wilkins 
Company,  1971.  Paper,  $6.75. 

This  book  brings  together  papers  presented  at  a series 
of  monthly  seminars  held  during  the  academic  year  in 
1969.  These  seminars  have  been  directed  to  the  post- 
graduate physician  and  have  been  successful  in  present- 
ing succinct  summaries  or  “state  of  the  art”  reviews 
of  topics  of  timely  interest. 
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Editorials 


The  male  climacteric 

Much  has  been  written  about  the  middle-aged 
woman.  Her  plastic  surgery,  cosmetics,  diets,  sex 
life,  and  hormones  are  widely  discussed  in  the  mass 
media.  Middle-aged  men,  in  comparison,  suffer 
little  publicity. 

But  recently,  HEW’s  National  Institute  of  Men- 
tal Health,  Health  Services  and  Mental  Health 
Administration,  announced  the  award  of  a $27,539 
grant  to  support  the  third  year  of  a study  designed 
to  throw  light  on  the  “male  mid-life  decade.” 

Dr.  Daniel  J.  Levinson,  professor  of  psychology, 
at  Yale  University,  is  studying  the  American  male 
between  the  ages  of  thirty-five  to  forty-five.  This 
is  the  decade  chosen  as  the  turning  point  of  a man’s 
life,  the  transition  from  early  adulthood  to  middle 
age. 

It  is  during  this  decade,  that  a man  usually 
reaches  the  culmination  of  his  youthful  aspirations, 
both  in  his  career  and  personal  life.  This  is  also 
the  decade  when  a man  faces  many  new  crises. 

A man  at  forty  may  feel  trapped  and  impotent 
both  at  work,  where  his  skills  have  become  obsoles- 
cent and  where  he  feels  crushed  under  the  weight 


Onward  and  upward 

Latest  information  from  the  American  Hospital 
Association  states  that  the  cost  of  providing  care 
for  one  hospital  day  is  now  up  to  $81.01,  a 15.7  per 
cent  increase  over  the  previous  year. 

The  gross  national  product  of  hospitalization  is 
$19.6  billion — up  $3.0  billion  from  the  year  1969. 

The  figures  represent  inflation.  Everything 
hospitals  buy  cost  more  and  wages  and  salaries 
continue  to  increase. 

The  ratio  of  hospital  employes  to  patients  is  at 
an  all  time  high  of  292  per  100  patients. 

Hope  for  stabilization  persists  but  it  is  less  than 
microscopic. 


of  responsibility  or  frustration,  and  at  home,  where 
his  wife  makes  demands  and  his  adolescent  chil- 
dren question  his  values  and  his  paternal  authority. 
On  the  other  hand,  he  may  find  in  one  domain  the 
sustenance  and  strength  needed  to  deal  with  the 
problems  of  the  other. 

In  profiling  “lives  in  progress”  of  men  in  their 
“mid-life  decade,”  Dr.  Levinson  is  studying  a 
man’s  changing  roles  as  a husband  and  father,  as  a 
son,  in  his  career,  and  in  his  community.  It  is 
suspected  that  such  things  as  a man’s  social  class, 
race  and  type  of  occupation  influence  the  nature  of 
the  changes  he  undergoes. 

The  research  team  has  interviewed  40  men — 
10  each  from  the  ranks  of  blue  collar  workers, 
business  executives,  academic  biologists,  and 
novelists.  The  data  are  being  analyzed.  Future 
follow-up  interviews  with  the  men  and  their  wives 
are  contemplated. 

The  project  is  among  others  being  supported  by 
the  National  Institute  of  Mental  Health  to  shed 
light  on  factors  which  affect  mental  health  and  the 
prevention  of  mental  illness. 


The  1970  occupancy  rate  showed  a drop  from 
78.8  per  cent  (in  1969)  to  78  per  cent,  and  the  aver- 
age length  of  stay  decreased  one  tenth  of  a day  from 
8.3  to  8.2  days. 

Outpatient  visits  increased  11.1  per  cent. 

As  more  patients,  their  insurers,  and  their  physi- 
cians see  the  economic  sense  of  avoiding  unneces- 
sary hospitalization,  costs  can  be  made  to  balance 
out. 

Expensive  hospital  care  will  be  reserved  for  es- 
sentials— less  expensive  extramural  care  will  ab- 
sorb the  bulk. 

The  roller  coaster  always  winds  up  at  street  level. 
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Scientific  Articles 


Scientific  Sessions  held  at 
University  Club 
New  York  City 
November  20,  1970 


ABSTRACTS  AND  REPORTS  OF  PROCEEDINGS 

New  York  Society  for 
Thoracic  Surgery 

ALLAN  ELLIA  BLOOMBERG.  M D . Editor 


FALL  SESSION 


The  fifty-third  annual  meeting  of  the  New  York 
Society  for  Thoracic  Surgery  was  held  in  Novem- 
ber, 1970.  The  dinner  meeting  on  November  19 
was  given  at  the  University  Club  in  New  York 

PRESSURES  OF 
TRACHEOSTOMY  CUFFS 
IN  VENTILATED  PATIENTS 

THOMAS  F.  IMEALON.  Jr.,  M.D. 

New  York  City 

NATHANIEL  CHING,  M.D.* 

New  York  City 

From  the  Department  of  Surgery,  St.  Vincent  s 
Hospital  and  Medical  Center  of  New  York 

Continual  ventilatory  support  has  proved  to  be  a 
I life-saving  procedure  in  many  cases,  but  with  in- 
I creased  usage  there  have  been  more  reports  of 
t complications,  primarily  early  tracheal  damage 
and  late  stenosis.'”^  The  damage  is  reported  to 
occur  primarily  at  the  site  of  the  inflated  cuff.'-® 
The  cuff  pressure  has  been  implicated  as  the  pri- 
*By  invitation. 


City.  Hugh  Fitzpatrick,  M.D.,  welcomed  the  new 
members  of  the  society:  Ralph  J.  Lewis,  M.D., 

Warren  T.  Pearson,  M.D.,  Robert  C.  Carlson, 
M.D.,  Trevelyan  Palmer,  M.D.,  Sidney  Kaplan, 
M.D.,  and  Peter  Parnasa,  M.D. 

Dr.  Fitzpatrick  then  introduced  Dr.  Calvin 
Plimpton,  president  of  Amherst  College,  who  spoke 
with  great  illumination  on  “The  New  Student.” 


mary  cause  of  the  injury  by  Cooper  and  Grillo'’® 
and  Shelly,  Dawson,  and  May.'  We  were  dis- 
mayed by  the  high  pressures  we  measured  in  the 
cuffs  of  tubes  being  used  to  ventilate  our  patients 
and  initiated  a study  to  investigate  the  pressures 
exerted  on  the  tracheal  wall  by  these  cuffs.  It  was 
our  aim  to  relate  the  characteristics  of  the  different 
cuffs  and  their  pressures  to  the  lateral  tracheal 
pressure. 

Methods 

Intracuff  and  lateral  pressures  were  measured 
using  a modification  of  the  technic  of  Adriani  and 
Philips.®  The  pressures  and  volumes  of  air  re- 
quired to  inflate  the  cuffs  to  occlusion  of  the  airway 
of  patients  being  ventilated  were  measured  with  a 
mercury  manometer,  a calibrated  syringe,  and  an 
airtight  three-way  stopcock  connected  to  the 
tracheostomy  cuff.  In  a laboratory  model,  lateral 
pressure  was  measured  with  a flat  fluid-filled 
plastic  balloon  connected  to  a Statham  pressure 
transducer.  The  cuff  pressure  was  measured  by 
another  Statham  pressure  transducer.  The  pres- 
sures were  recorded  on  an  Electronics  for  Medicine 
PR7  recorder  assembly.  This  lateral  pressure 
balloon  was  placed  alongside  the  cuff  of  the  tube 
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FIGURE  1.  (A)  Commercially  available  tracheostomy  tubes  studied.  Left  to  right:  Rusch  endotracheal,  cuffed  metal 

Jackson  tracheostomy,  and  polyvinyl-chloride  Portex  tracheostomy  tubes.  (B)  Modified  Portex  tracheostomy  tubes. 
Left,  inflated;  right,  open  to  atmosphere. 


being  studied  inside  a 2.2-cm.  internal  diameter 
glass  tube  simulating  an  intratracheal  situation. 
Intracuff  pressure  and  lateral  pressures  were 
measured  as  increasing  measured  volumes  of  air 
were  added  from  a calibrated  syringe  via  a three- 
way  stopcock.  Occlusion  end  point  was  taken  as 
the  point  at  which  one  half  of  the  cuffs  length 
had  made  contact  with  the  glass  wall. 

The  Rusch  endotracheal,  cuffed  metal  Jackson, 
and  plastic  Portex  tracheostomy  tubes  of  various 
sizes  were  evaluated  in  the  laboratory  model  and  in 
patients  receiving  continual  ventilatory  support 
(Fig.  lA). 


The  modification  of  the  Portex  plastic  cuff  as  I 
proposed  by  Geffin  and  Pontoppidan^  was  also  I 
studied  (Fig.  IB).  This  cuff  has  a higher  deflated  | 
volume,  and  its  elasticity  was  reduced  by  inflating 
the  cuff  with  20  to  30  cc.  of  air  for  thirty  minutes 
after  the  cuff  had  been  soaked  in  85  to  90  C.  water. 

Results 

Table  I is  a record  of  the  pressures  measured  in 
tracheostomy  cuffs  inflated  to  occlusion  in  those 
patients  receiving  continuous  ventilatory  support. 

The  pressures  ranged  from  35  to  214  mm.  Hg  with 


TABLE  I.  Representative  cuff  pressures  and  inflation  volumes  measured  in  tracheostomy  tubes  of  patients  undergoing 
continual  ventilatory  support:  cuffs  inflated  to  achieve  sufficient  occlusion  to  allow  efficient  use  of  ventilator 


Case  Number  and 
Tracheostomy  Tubes  Used 

Size 

(number) 

Cuff  Volume 
of  Air 
(cc.) 

Cuff  Pressure 
(mm.  Hg) 

Case  1 

Portex 

14 

6 

145 

Portex 

13 

5 

105 

Portex 

13 

8 

180 

Cuffed  Jackson 

8 

8 

106 

Case  2 

Portex 

14 

4 

42 

Portex 

14 

6 

66 

Portex 

14 

7 

70 

Portex 

14 

7 

90 

Portex 

14 

4 

35 

Case  3 

Cuffed  Jackson 

8 

4 

72 

Cuffed  Jackson 

8 

7 

120 

Cuffed  Jackson 

8 

9 

148 

Case  4 

Rusch  endotracheal 

38  F. 

4.5 

46 

Rusch  endotracheal 

38  F. 

8 

154 

Case  5 

Rusch  endotracheal 

36  F. 

8 

100 

Case  6 

Portex 

12 

5 

92 

Portex 

12 

6 

110 

Case  7 

Cuffed  Jackson 

6 

15 

208 

Cuffed  Jackson 

6 

20 

214 
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CUFF  VOLUME  (cc.)  B 

♦ ♦ 

FIGURE  2.  Cuff  and  lateral  pressures  of  tubes  in- 
flated m 2.2-cm.  internal  diameter  glass  tubes  to  simu- 
late Intratracheal  situation  Bold  arrows  indicate  volume 
of  air  required  for  apposition  of  one-half  cuff's  length  on 
glass  wall.  (A)  Numbers  40  and  30  Rusch  endotracheal 
tubes  (B)  Numbers  8 and  5 cuffed  metal  tracheostomy 
tubes 

the  majority  over  100  mm.  Hg.  These  in  situ  pres- 
sures were  greater  than  measurements  made  on  the 
same  tubes  while  suspended  in  room  air;  in  some 
instances  pressures  were  almost  double. 

The  pressure-volume  curves  for  the  numbers  40 
and  34  endotracheal  tubes  inflated  in  a glass  tube 
are  recorded  in  Figure  2A. 

There  was  a great  difference  between  cuff  pres- 
sure and  lateral  pressure.  There  was  no  lateral 
pressure  exerted  until  the  cuff  was  inflated  suf- 
ficiently to  make  contact  with  the  walls,  after 
which  the  lateral  pressure  rose  rapidly  so  that  it 
was  about  110  mm.  Hg  at  9 cc.  (occlusion).  An 
extra  centimeter  of  air  raised  the  pressure  from  110 
to  130  mm.  Hg.  After  occlusion  the  rate  of  in- 
crease of  lateral  pressure  paralleled  the  rate  of  in- 
crease of  the  cuff  pressure.  The  size  of  the  tube 
influenced  the  amount  of  air  and  pressure  required 
to  occlude;  the  larger  number  40  tube  required  less 
air  and  less  pressure  than  the  number  34  to 
achieve  occlusion. 

The  cuffed  Jackson  tracheostomy  tube  also 
showed  the  difference  between  cuff  and  lateral 
pressures  and  a similar  rapid  rise  in  lateral  pres- 
sure after  occlusion  (Fig.  2B). 


0 2 4 6 8 10  12  0 2 4 6 8 10  12  14 
CUFF  VOLUME  (cc.)  a 

1 ♦ 


t t t 


FIGURE  3.  (A)  Cuff  and  lateral  pressures  of  tubes  in- 

flated in  glass  tubes  to  simulate  intratracheal  situation. 
Bold  arrows  indicate  volume  of  air  required  for  apposi- 
tion of  one-half  length  of  cuff  on  glass  wall.  (A)  Num- 
bers 39,  36,  and  33  polyvinyl-chloride  Portex  tracheos- 
tomy tubes.  (B)  Numbers  39,  36,  33  modified  Portex 
tracheostomy  tubes. 


The  Portex  tracheostomy  tube  showed  similar 
results  (Fig.  3A).  Lateral  pressure  was  not  exerted 
until  sufficient  air  had  been  added  so  that  the 
cuff  pressed  against  the  wall;  occlusion  pressure 
for  a number  39  tube  was  60  mm.  Hg  lateral  pres- 
sure. An  extra  2 cc.  raised  the  pressure  to  100  mm. 
Hg.  The  smaller  number  33  tube  required  14  cc. 
of  air  and  an  occlusion  pressure  of  110  mm.  Hg, 
almost  double  that  of  the  larger  and  closer-fitting 
number  39  tube  which  required  only  9 cc.  and  60 
mm.  Hg. 

When  this  modified  cuff  (Fig.  IB)  was  inflated  in 
the  glass  tube,  the  rate  of  increase  was  approxi- 
mately the  same  as  seen  with  the  other  tubes  (Fig. 
3B).  Excess  air  still  generated  high  lateral  pres- 
sures. Occlusion  pressures  were  still  in  the  40  to 
50-mm.  Hg  range.  The  cuff  pressure  closely  ap- 
proximated the  lateral  pressure. 

Comment 

Monitoring  of  intracuff  pressures  on  tracheos- 
tomy tubes  used  in  ventilatory  support  therapy 
was  considered  desirable,  since  the  pressure  on  the 
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tracheal  wall  has  been  implicated  as  the  cause  of 
tracheal  damage.  The  pressures  measured  in  our 
patients’  tracheostomy  cuffs  were  much  higher 
than  normal  capillary  pressures.  On  measuring 
the  lateral  pressure  exerted  by  the  cuffs,  we  found 
a wide  difference  between  intracuff  and  lateral 
pressure.  Adrian!  and  Philips  in  1957®  found  that 
the  greater  part  of  the  force  exerted  was  needed  to 
overcome  the  elasticity  of  the  cuff.  The  actual 
lateral  pressure  exerted  by  the  cuffs  inflated  in  a 
rigid  glass  tube  was  very  small  in  relation  to  the 
cuff  pressure. 

Until  the  cuff  contacted  the  walls  there  was  little 
lateral  pressure  exerted.  Consequently,  the  intra- 
cuff pressure  alone  gave  us  no  reliable  measure  of 
lateral  pressure. 

Larger  tubes  required  less  air  and  lower  pres- 
sures to  inflate  the  cuffs  to  occlusion.  Small  in- 
crements of  volume  after  occlusion  rapidly  in- 
creased lateral  tracheal  pressure  to  dangerous 
levels.  Therefore,  should  a physician  or  nurse  put 
more  air  than  necessary  to  achieve  occlusion, 
dangerously  excessive  pressures  would  then  be 
exerted  on  the  tracheal  wall. 

Since  most  of  the  pressure  generated  to  inflate 
the  cuff  was  necessary  to  overcome  the  elasticity 
of  the  cuff,  one  would  not  need  such  high  cuff  pres- 
sures if  the  cuff  were  made  of  material  with  low- 
elasticity  characteristics.  With  a lower-cuff  pres- 
sure such  an  inflated  cuff  would  mold  more  easily 
to  the  contours  of  the  trachea  without  exerting  high 
lateral  pressures  on  the  tracheal  wdll.  A cuff  with 
a high  deflated  volume  would  require  a smaller 
volume  to  inflate  it  to  occlusion  and  as  a result 
generate  less  intracuff  pressures.  The  cuff  should 
not  be  too  bulky  because  of  the  danger  of  prolaps- 
ing over  to  the  end  of  the  tube  resulting  in  occlusion 
of  the  airway. 

By  modifying  a Portex  tracheostomy  cuff  as  Gef- 
fin  and  Pontoppidan^  have  proposed,  we  have 
tested  the  characteristics  of  a high- volume  and 
low-elasticity  cuff.  Lower  lateral  pressures  were 
needed  to  occlude  the  glass  tube  at  lower  cuff  pres- 
sures. We  did  not  find  the  great  difference  be- 
tween cuff  pressure  and  lateral  pressure  as  seen 
with  the  commercially  available  cuffs,  and,  as 
such,  we  have  a good  indirect  measure  of  lateral 
pressure  on  the  tracheal  walls  of  patients. 

Conclusions 

1.  In  commercially  available  cuffed  tracheos- 
tomy tubes  there  is  a wide  discrepancy  between 
the  pressure  in  the  cuff  and  the  pressure  exeried  on 
the  lateral  tracheal  wall. 

2.  Larger  tubes  require  less  volume  and  less 
pressure  to  inflate  the  cuff  sufficiently  to  occlude 
the  trachea. 

3.  There  is  very  little  pressure  exerted  on  the 
lateral  tracheal  wall  until  the  cuff  occludes  the 
trachea;  however,  after  occlusion  the  pressure- 


volume  relationship  is  about  the  same  in  all  cuffs 
studied. 

4.  Small  increments  of  volume  added  after 
occlusion  increases  lateral  tracheal  pressure  signif- 
icantly. 

5.  The  ideal  cuff  is  probably  not  yet  available 
commercially.  We  think  this  should  be  a cuff  with 
high  volume  and  low  elasticity  which  would 
occlude  the  trachea  at  a low  lateral  pressure.  In 
this  study,  such  a cuff  occluded  at  a low  volume 
and  the  intracuff  pressure  was  a good  reflection  of 
the  lateral  tracheal  pressure. 
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Discussion 

A.  D.  Merav,  M.D.,  The  Bronx,  New  York. 
Dr.  Ching’s  excellent  presentation  definitely  has 
added  incriminating  evidence  against  the  inflated 
cuff,  which  is  now  recognized  as  the  main  cause  of 
tracheal  damage. 

Scott  J.  Boley,  M.D.,  and  I,  at  Montefiore  Hos- 
pital and  Medical  Center,  have  tried  to  depart 
from  the  concept  of  the  inflatable  cuff  and  have 
developed  a means  of  tracheal  occlusion  which  we 
call  a “parachute  cuff”  (Fig.  4).  The  cuff  re- 
sembles a parachute  with  a canopy,  the  free  edge  of 
which  is  held  by  several  struts.  It  is  evident,  I 
think,  that  when  the  pressure  under  the  canopy 
exceeds  atmospheric  pressure,  it  will  distend  and 
form  an  airtight  seal.  The  lateral  pressure  the  cuff 
exerts  on  the  tracheal  wall  is  intermittent,  occurring 
only  during  the  inspiratory  phase  of  positive  pres- 
sure breathing,  and  it  cannot  exceed  airway  pres- 
sure which  is  the  inflating  factor.  We  have  mea- 
sured these  pressures  in  anesthetized  dogs  in  a 
fashion  similar  to  Dr.  Ching.  A thin  catheter 
passed  through  the  endotracheal  tube  measured 
airway  pressure,  and  a small  strain  gauge  trans- 
ducer simultaneously  measured  the  lateral  pres- 
sure. The  pressure  curves  are  essentially  identical, 
even  with  increasing  tidal  volumes  from  400  to  850 
ml. 
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The  airtight  seal  provided  by  the  “parachute” 
cuff  was  demonstrated  by  measuring  inspiratory 
and  expiratory  tidal  volumes  with  two  Wright 
respirometers  attached  to  a Bird  respirator. 
Measurements  were  made  with  tidal  volumes 
ranging  from  350  ml.  up  to  over  inflat  ion  with  850 
ml.,  at  airway  pressures  ranging  from  15  to  30 
cm.  water.  No  demonstrable  leak  was  noted  at 
any  volume  or  any  pressure. 

We  believe  that  the  “parachute”  cuff,  by  pro- 
viding an  automatic,  intermittent,  and  low-pres- 
sure airway  seal  will  not  produce  the  problems 
that  the  present,  commonly  employed  inflatable 
cuff  has. 

Dr.  Fitzpatrick:  Are  there  any  questions  on 

this  report?  It  might  be  pointed  out  that  this  is  a 
very  practical  point.  If  the  pressure  in  the  cuff 
exceeds  100  to  150  or  160  mm.  Hg  and  the  patient’s 
blood  pressure  is  only  90,  there  will  be  no  blood 


supplied  to  the  trachea  at  that  point  of  occlusion. 
The  other  practical  point  is  that  in  hypotensive 
anesthesia  one  should  be  very  careful  about  using 
these  cuffs,  because  there  again  the  pressure  in  that 
area  will  exceed  the  systemic  pressure  and,  there- 
fore, create  a necrotic  area  of  the  trachea. 

Dr.  Merav:  Your  point  is  quite  correct,  if  the 

airway  pressure,  which  is  the  sealing  pressure  in 
the  parachute  cuff,  cannot  exceed  airway  pressure, 
which  is  always  lower  than  even  capillary  pres- 
sure At  the  most  it  would  be  30  cm.  of  water; 
and  if  we  take  capillary  pressure  at  approximately 
15  to  30  mm.  Hg,  it  is  still  higher  than  the  airway 
pressure. 

Dr.  Fitzpatrick:  Right,  g(x)d  point.  Is  that 

cuff  available  commercially? 

Dr.  Merav:  Not  yet,  but  it  is  being  developed. 

Dr.  Fitzpatrick:  Any  closing  comments.  Dr. 

Nealon? 

Dr.  Nealon  (closing):  1 would  like  to  commend 
Dr.  Merav  on  the  ingenuity  of  his  cuff.  It  certainly 
appears  to  be  very  worth  while.  1 have  been  very 
interested  in  this  problem  of  continuous  ventila- 
tory support  for  some  time.  Unfortunately,  every 
time  we  get  some  new  technic  that  is  pretty  good  we 
also  accumulate  a certain  number  of  complica- 
tions. We  have  had  some  very  bad  ones,  and  we 
have  had  a very  high  incidence  of  complications  in 
people  who  have  had  prolonged  use.  We  started 
out  by  measuring  the  pressure  in  the  cuff.  It  was 
not  long  before  we  realized  that  what  we  were  mea- 
suring in  the  cuff  was  not  necessarily  what  was 
really  happening  to  the  lateral  tracheal  wall,  so  we 
started  this  study. 

We  have  some  ideas  about  the  management  of 
the  cuff.  I think  one  of  the  pictures  showed  very 
nicely  that  the  little  extra  insurance  air  you  put 
into  the  cuff  can  sometimes  do  a great  deal  of 
damage.  I,  personally,  believe  that  the  next  great 
danger  is  the  tendency  to  let  the  cuffs  up  and  down 
regularly.  I do  not  think  this  is  going  to  pertain 
in  Dr.  Merav’s  cuff,  but  you  are  going  to  have  to 
wait  and  see.  In  our  institution,  at  least  when  I 
was  in  Philadelphia,  I have  seen  tracheas  begin  to 
look  like  the  head  of  an  asp,  because  when  they 
were  let  down  and  then  reinflated  someone  put 
that  little  bit  of  extra  air  into  them.  They  gradual- 
ly dilated  the  trachea  and  sometimes  almost 
spread  it  out  flat.  In  my  own  patients  I leave  the 
cuff  inflated  until  I take  the  tube  out.  Dr.  Ching 
is  now  actually  photographing  the  inside  of  the 
trachea  three  times  weekly  as  well  as  following  the 
pressures  and  volumes.  By  studying  these  cases 
we  hope  to  evaluate  the  best  way  to  manage  the 
cuffs. 

I think  that  it  is  important  for  us  to  change  our 
current  routine.  While  continuous  support  is  a 
very  valuable  procedure,  we  have  seen  serious 
tracheal  damage,  and  we  must  do  something  to 
prevent  it. 

Dr.  Fitzpatrick:  As  was  mentioned,  all  pa- 
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tients  during  anesthesia  who  are  intubated  do  not 
necessarily  have  to  have  the  cuff  insulated.  Ob- 
viously, it  is  necessary  for  chest  cases,  but  the  trend 
among  anesthesiologists  is  to  intubate  everybody. 
Ennio  Gallozi,  M.D.,  from  our  anesthesia  depart- 
ment, believes  that  it  is  better  to  use  a large  tube 
and  little  air  in  the  cuff  than  use  a smaller  tube 
with  a lot  of  air  in  the  cuff.  First  of  all  there  is 
less  resistance  in  the  number  40  French  tube,  and 
you  require  very  little  air  to  occlude  it.  The  dis- 
advantage of  not  occluding  the  tracheal  balloon  is 
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The  hemostatic  quality  of  free  muscle  graft  has 
been  known  to  neurologic  surgeons  for  several  dec- 
ades. In  1911  Cushing^  and  Horsley^  first  sug- 
gested the  use  of  bits  of  muscle  for  hemostasis 
during  operations  on  the  brain.  The  usefulness  of 
this  technic  in  thoracic  surgery  is  not  too  well 
known.  Buttressing  of  a precarious  aortic  anasto- 
mosis with  a free  muscle  graft  was  first  pointed 
out  to  one  of  us  (N.D.)  by  Potts  in  1961.'^  Since 
then,  we  have  u.sed  this  method  in  difficult  vascu- 
lar anastomoses,  and  we  have  extended  this  prin- 
ciple in  tracheal  and  esophageal  repairs. 

Applications  of  technic 

Tension  in  an  aortic  suture  line  subsequent  to 
excision  of  coarctation  tends  to  produce  a vertical 
tear  in  the  aorta  (Fig.  1).  Incorporation  in  the 
suture  line  of  a small  piece  of  free  muscle  graft, 
abundantly  present  in  the  wound  edges,  is  an  ex- 
cellent solution  to  what  may  become  a grave  emer- 
gency. 


that  the  tube  tends  to  move  up  and  down.  I meant 
to  ask  you,  does  your  tube  tend  to  vibrate  up  and 
down.  Dr.  Merav.  As  long  as  it  is  occlusive,  it  will 
stay  set  in  the  ordinary  trough  type. 

Dr.  Merav:  Right.  It  has  not  been  a problem 

especially  since  on  the  Bird  respirator  there  was 
always  a slight  additional  pressure  in  the  airway, 
which  kept  the  cuff  inflated,  and  that  also  pre- 
vented a passive  trickling  down  of  secretions.  We 
studied  it  with  carbon  particles  to  see  if  it  prevents 
aspiration  passively,  and  it  was  not  a problem. 


FIGURE  1.  Free  muscle  graft  in  aortic  anastomosis. 
Reinforcement  of  aortic  suture  line  with  piece  of  free 
muscle  graft. 


The  price  we  pay  for  the  more  aggressively  exten- 
sive resection  of  long  strictures  or  extended  tumors 
of  the  trachea  is  air  leakage,  fistulization,  and  at 
times  death.  Air  leaks  are  apt  to  occur  in  the 
anastomosis  of  the  membranous  part  of  the 
trachea  whenever  there  is  a great  deal  of  tension. 
A 2 by  1 by  0.5-cm.  free  muscle  graft  has  twice 
been  sutured  with  very  fine  sutures  or  incorporated 
in  the  original  suture  line  with  success  and  perfect 
healing  (Fig.  2).  In  one  case  of  carinal  reconstruc- 
tion, a cuff  of  pericardium  was  incapable  of  con- 
trolling the  air  leaks  which  persisted  to  elevate  the 
pericardium  with  every  inspiration.  The  spongy 
quality  of  the  free  muscle  graft  adequately  con- 
trolled the  air  leakage. 

Tension  or  fragility  in  an  esophageal  perforation 
or  mild  ischemia  in  an  esophagogastrostomy  are 
good  indications  for  muscle  grafting.  Small  per- 
forations may  well  be  managed  by  a free  muscle 
graft.  Extensive  tears,  however,  or  a weak  anas- 
tomosis can  be  better  reinforced  with  a pedicle 
graft.  A two-year-old  boy  with  esophageal  lye 
stricture  sustained  a perforation  following  esopha- 
goscopy  and  dilatation.  During  a right  thoracot- 
omy the  fourth  intercostal  pedicle  was  used  to  re- 
inforce the  vertical  tear.  The  pedicle  was  sutured 
around  the  tear  with  fine  continuous  mersilene 
suture  (Fig.  3).  The  boy  had  an  unfeventful  re- 
covery. A number  15  blade  is  used  to  dissect  the 
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FIGURE  2 Free  muscle  graft  used  to  stop  air  leaks  m 
membranous  part  of  tracheal  anastomosis 


intercostal  pedicle  from  the  neighboring  ribs.  It 
is  important  to  preserve  the  intercostal  artery, 
which,  in  the  posterior  third  of  the  rib,  runs  in  a 
groove  in  the  inferior  margin  of  the  rib  and  almost 
next  to  the  periosteum.  The  distal  end  of  the 
pedicle  should  look  viable,  but  it  has  not  always 
been  possible  or  necessary  to  have  a freely  bleeding 
distal  end.  Subperiosteal  dissection  could  be  used 
to  separate  the  pedicle  from  the  rib.  This  would  be 
an  easier  method  to  preserve  the  blood  supply. 
However,  bone  regeneration  on  the  pedicle  might 
be  undesirable  whenever  the  pedicle  encircles  a 
soft  organ  such  as  the  esophagus. 

Comment 

Autogenous  free  muscle  graft  is  tolerated  by  the 
body  without  immunologic  or  foreign  body  re- 
action. Moreover,  it  does  not  lead  to  infection  if  it 
is  of  small  dimension.  Large  or  long  segments 
might  lead  to  extensive  necrosis  and  initiate  a 
severe  infection  in  the  mediastinum.  Experimen- 
tally, we  have  found  that  a free  muscle  graft  of  2.5 
cm.  in  greatest  diameter  sutured  over  a tracheal 
defect  1.5  cm.  in  diameter  heals  without  compli- 
cations.^ In  1964  Gladkov^  of  the  Soviet  Union 
reported  the  use  of  free  muscle  graft  in  the  closure 
of  bronchial  stumps. 

Experimental  and  human  experience  in  creating 
intercostal  pedicles  for  the  control  of  reflux  esopha- 
gitis taught  us  the  method  of  creating  intercostal 
myoneurovascular  pedicles.®  Large  muscle 
pedicles  of  the  pectoralis  major  or  other  muscles, 
or  multiple  intercostal  pedicles  have  been  used  for 
many  years  by  thoracic  surgeons  in  the  repair  of 
bronchopleural  fistulas.^  Experimental  work  on 
esophageal  defects  was  presented  by  Bryant  in 
1965.®  In  our  experience  we  have  been  impressed 
by  the  fact  that  the  bronchopleural  fistulas  will 
not  heal  unless  the  muscle  is  sutured  in  an  air- 
tight fashion  around  the  orifice  of  the  bronchial 
fistula.  This  principle  has  been  followed  by  us  in 
the  closure  of  esophageal  defects. 


FIGURE  3 Intercostal  pedicle  sutured  on  esophageal 
tear 
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Discussion 

Dr.  Fitzpatrick:  This  maneuver  certainly 

should  be  kept  in  mind  when  one  is  confronted  with 
the  problems  presented  by  Dr.  Demos.  Is  there 
any  discussion  of  this  interesting  report? 

Allan  Ellia  Bloomberg,  M.D.:  I would  like  to 
thank  Dr.  Demos  for  again  calling  to  our  attention 
the  use  of  the  pedicle  muscle  grafts.  My  first 
experience  with  it  was  in  1935  when  Paul  Coryllos, 
M.D.,  attempted  to  cure  refractory  tuberculous 
cavities  by  inserting  a pedicle  muscle  graft  of  the 
spinal  muscles  into  the  opened  tuberculous  cavity. 

Our  first  case  gave  us  a very  good  result.  Un- 
fortunately, the  next  group  of  patients  did  not  do 
well.  I do  not  know  why  Dr.  Demos  discussed  the 
problem  of  bronchopleural  fistula,  since  none  of 
our  chest  surgeons  are  ever  confronted  with  that 
problem.  In  the  2 or  3 cases  in  which  it  has  been 
called  to  my  attention,  I have  used  the  pedicle 
muscle  graft  and  have  allowed  the  periosteum  to 
remain.  These  grafts,  of  course,  were  in  older 
people,  and  we  did  not  expect  any  growth  problems 
such  as  you  might  have  with  a younger  person. 
When  the  periosteum  forms  new  bone,  the  result- 
ing closure  is  so  rigid  that  it  is  almost  impossible 
to  remove  the  graft  from  the  bronchial  stump. 
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Dr.  Fitzpatrick:  What  is  the  fate  of  the  free 

muscle  graft?  Some  few  years  ago  we  did  some 
animal  studies  in  which  we  used  graft  of  atrial 
appendage  to  close  experimentally  induced  septal 
defects  and  so  forth,  and  those  free  grafts  worked 
very  well.  As  time  went  on,  however,  a very  dense 
thick  fibroplasia  of  the  graft  became  apparent. 
I wonder  if  putting  a free  graft  onto  the  trachea 
might  in  time  become  quite  fibrotic  and  scarred. 
Do  you  have  any  thoughts  as  to  the  possibility  of 
that  inducing  a stenosis  of  the  trachea? 

Dr.  Demos  (closing):  The  use  of  free  muscle 

graft  stems  from  an  observation  of  our  late  sur- 
geon-teacher, Willis  J.  Potts,  M.D.,  who  con- 
veniently used  a small  piece  of  free  muscle  graft 
from  the  muscles  of  the  chest  wall  to  reinforce  suc- 
cessfully a bleeding  and  tearing  anastomosis  after 
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Reports  of  hemorrhagic  cystic  degeneration  of 
the  thymus  have  been  sporadically  recorded,  in- 
volving sites  from  the  neck  to  the  diaphragm. 
Clinical  recognition  of  the  spontaneous  occurrence 
of  sudden  hemorrhage  within  the  thymic  cyst  has 
not,  however,  been  previously  published.  The 
authors  presented  the  clinical  manifestations  and 
radiographic  findings  which  should  be  considered 
in  the  differential  diagnosis  of  anterior  mediastinal 
masses,  particularly  with  sudden  onset.  The 
pathogenesis,  embryologic  relationship,  and  sur- 
gical management  were  outlined.  Three  original 
cases  were  presented  in  addition  to  review  of  the 
literature. 

» 

Discussion 

Dr.  Fitzpatrick:  The  discussion  will  be  opened 
by  Dr.  Attai. 

Lari  Attai,  M.D.  The  Bronx,  New  York.  I 
would  like  to  compliment  the  authors  on  this  ex- 
cellent presentation.  Their  emphasis  on  the  dif- 
ficulties in  the  clinical  and  x-ray  diagnoses  of  these 
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excision  of  coarctation  of  the  aorta.  In  our  experi- 
ments with  dogs  we  have  observed  that  the  free 
muscle  graft  becomes  a scar;  first  there  is  inflam- 
mation, then  the  muscle  becomes  necrotic  and  is 
replaced  by  scar. 

However,  we  have  used  this  method  to  reinforce 
the  weak  wall  of  thoracic  viscera  and  not  to  replace 
part  of  the  wall.  Consequently,  we  have  not  ob- 
served stenosis  in  the  lumen  of  tracheobronchial 
resection  in  which  the  free  muscle  graft  has  been 
used. 

The  use  of  pedicle  muscle  graft  is  an  old  proce- 
dure known  to  experienced  thoracic  surgeons  for 
several  decades.  According  to  Wangensteen,  the 
first  surgeon  who  used  pedicle  muscle  graft  in 
chest  surgery  was  the  Russian  surgeon  Abrasan- 
hoff.’^ 


hemorrhagic  cysts  of  the  anterior  mediastinum  is 
also  home  out  by  our  experience.  Morris  Rubin, 
M.D.,  and  I had  4 cases  of  hemorrhagic  cysts  in  the 
anterior  mediastinum,  2 arising  from  the  thymus 
and  2 of  undetermined  origin,  either  pericardial  or 
thymic. 

Case  1.  A twenty-two-year-old  male  patient  was 
admitted  to  Montefiore  Hospital  with  fever  of  unknown 
origin  of  two  weeks’  duration.  The  posteroanterior 
roentgenogram  of  the  chest  showed  a large  anterior 
mediastinal  mass  extending  into  both  pleural  cavities. 
This  mass  was  interpreted  as  a lymphoma  or  Hodgkin’s 
disease  involving  the  anterior  mediastinum.  The 
patient  underwent  extensive  work-up  to  rule  out  a malig- 
nant condition  of  the  anterior  mediastinum.  All  find- 
ings were  negative.  A limited  anterior  thoracotomy  was 
first  done,  and  a cystic  mass  was  found  on  aspiration 
to  contain  brownish  fluid  which  was  thought  to  be  old 
blood.  The  incision  was  enlarged,  and  a large  cystic 
mass  was  removed  through  a bilateral  anterior  thoracot- 
omy. Section  of  the  cyst  showed  a multiloculated  cyst, 
filled  with  old  blood,  representing  cystic  degeneration  of 
thymoma  with  hemorrhage. 

Case  2.  A sixty-five-year-old  man  was  admitted  to 
the  hospital  with  a vague  chest  pain  and  a chronic  cough. 
Roentgenograms  of  the  chest  at  the  time  of  admission 
showed  a large  mass  with  some  elevation  of  the  left  por- 
tion of  the  diaphragm.  The  mass  was  located  in  the 
anterior  mediastinum.  Because  of  the  elevation  of  the 
left  side  of  the  diaphragm,  a diagnosis  of  bronchogenic 
carcinoma  was  made.  Bronchoscopy  and  scalene-node 
biopsy  showed  negative  findings.  At  thoracotomy  a 
large  cyst  was  encountered  arising  from  the  thymic  fat 
remnant  and  containing  bloody  fluid,  which  we  believed 
was  responsible  for  the  sudden  onset  of  vague  chest  pain. 

The  hemorrhagic  cysts  in  the  other  2 patients 
were  located  interiorly  in  the  lower  mediastinum, 
and  one  contained  fresh  clot.  All  of  these  patients 
present  diagnostic  difficulties.  Two  of  them  had 
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extensive  work-up  because  of  the  diagnosis  of 
lymphoma  and  the  other  2 because  of  the  initial 
clinical  diagnosis  of  bronchogenic  carcinoma. 

Dr.  Fitzpatrick:  The  discussion  will  be  con- 

tinued by  Dr.  Kirschner. 

Paul  Kirschner,  M.I).  Neir  York  City.  I,  too, 
enjoyed  the  report  by  Dr.  Missier  and  the  discus- 
sion by  Dr.  Attai.  The  patient  I would  like  to  de- 
scribe might  possibly  answer,  at  least  in  part,  the 
question  that  Dr.  Missier  asked  at  the  end  of  his 
presentation,  namely,  “What  is  the  ultimate  fate 
of  hemorrhagic  cysts  of  the  thymus”? 

Case  3.  This  patient  was  a thirty-nine-year-old 
woman  who  had  hypertension  during  several  pregnan- 
cies. She  became  short  of  breath  in  the  summer  of  1968, 
and  in  October  a roentgenogram  showed  an  antero- 
superior  mediastinal  mass  extending  mainly  to  the  left 
but  also  to  the  right.  An  aortogram  was  attempted  to 
ascertain  whether  the  mass  was  vascular,  but  she  went 
into  collapse  during  the  “cut-down.”  The  possibility  of 
a vascular  phenomenon  possibly  related  to  a pheochro- 
mocytoma  was  raised,  and  she  was  investigated  by 
Stanley  Gitlow,  M.D.,  of  our  hypertension  group.  Phe- 
ochromocytoma  was  ruled  out.  Ultimately  a venous 
angiogram  ruled  out  vascular  origin.  Her  blood  pressure 
came  down  to  normal  and  remained  so.  Two  months 
later,  when  she  was  submitted  for  surgery,  the  mass 
had  diminished  in  size,  and  the  component  on  the  right 
side  had  disappeared  completely. 

Mediastinoscopy  revealed  hyperplastic  thymic  tissue 
in  the  neck  and  marked  inflammation  and  fibrosis 
which  created  great  difficulty  in  getting  down  into  the 
mediastinum,  either  along  the  trachea  or  substernally. 
Accordingly,  the  mediastinoscopy  wound  was  closed, 
sternotomy  was  performed,  and  a “baked-in”  mass  was 
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Careful  and  frequent  electronic  observation  of 
implanted  cardiac  pacemakers  is  mandatory  to 
avoid  sudden  device  failure,  patient  disability,  or 
death.  Commercially  available  asynchronous 
implantable  cardiac  pacemakers  exhibit  changes 
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found  in  the  superior  mediastinum  lying  deep  to  the  left 
innominate  vein  and  quite  firmly  adherent  to  the  aorta 
from  which  it  was  peeled  away  with  some  difficulty.  It 
proved  to  be  all  thymus,  and  when  sectioned  it  was  a 
cystic  mass  containing  bloody  fluid.  The  pathologic 
report  was  “hyperpla.stic  thymus  with  cyst  formation.” 

Therefore  when  one  sees  a tumor  of  the  medias- 
tinum which  is  noted  to  get  smaller  under  observa- 
tion, one  should  consider  the  likelihood  of 
hemorrhage  into  the  tissue  with  subsequent 
absorption  of  the  blood.  Also,  the  thought  occurs 
that  the  calcium  deposits  we  often  see  in  thymic 
masses  may  have  resulted  from  previous 
hemorrhage  at  some  remote  time,  with  the  absorb- 
ing blood  being  responsible  for  calcium  deposition. 

Dr.  Missier  (closing);  I thank  the  discussers 
for  their  interesting  comments.  The  question  of 
what  is  going  to  happen  to  these  tumors  has  been 
partially  answered.  I am  still  puzzled  about  the 
possibility  of  malignant  changes.  I do  not  think 
the  vast  majority  of  these  tumors  have  malignant 
potential,  but  it  is  quite  possible  that  it  may  occur. 
I also  believe  we  should  not  operate  if  we  have  a 
definite  diagnosis  just  because  these  tumors  may 
become  malignant.  On  the  other  hand,  if  we  can- 
not make  an  accurate  diagnosis,  I believe  the 
tumors  should  be  excised. 

Dr.  Fitzpatrick:  I think  we  must  agree  that 

when  we  have  a mass  in  the  anterior  mediastinum 
most  of  us  would  recommend  surgical  extirpation 
and  not  conservative  treatment.  I think  Dr. 
Kirschner’s  point  that  these  tumors  may  improve 
spontaneously  and  decrease  in  size  is  a very  inter- 
esting one. 


in  rate  of  impulse  formation  as  battery  exhaustion 
occurs.  Most  triggered  pacemakers  contain  an 
externally  activated  magnetic  switch  which  con- 
verts them  to  temporary  asynchronous  operation, 
the  rate  of  which  varies  with  battery  voltage.  Rate 
and  pulse  duration  changes  are  readily  determined 
by  detecting  the  pacemaker  output  impulse  at  the 
limbs  and  transmitting  it  through  a transducer 
via  the  telephone  to  a measuring  terminal.  Since 
95  per  cent  of  pacemaker  failure  is  caused  by  bat- 
tery exhaustion  and  because  of  the  simplicity  of  the 
detection  technic  for  outpatients,  monitoring  is 
performed  biweekly,  allowing  the  prompt  detection 
of  impending  failure  and  avoiding  the  possibility 
of  undetected  failure.  Failure  is  heralded  by  a 
sudden  change  in  a previously  absolutely  stable  or 
only  slowly  changing  rate.  Twenty  patients  have 
been  followed  and  8 failures  detected.  Detection 
of  failure  has  been  absolute,  and  elective  pulse 
generator  replacement  has  been  avoided,  resulting 
in  a maxium  longevity  of  thirty-six  months  and  an 
average  increase  of  14  to  100  per  cent  over  manu- 
facturer’s recommendations. 
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Discussion 

Paul  H.  Gerst,  M.D.  New  York  City.  How  do 
you  distinguish  the  impulses  generated  by  the 
pacemaker  from  those  generated  by  the  patient’s 
heart? 

Mr.  Parker:  This  is  done  by  merely  counting 

the  beats  on  the  counter.  This  is  not  an  electro- 
cardiogram; the  transmitter  is  responsive  to  the 
pacemaker  only  by  sound.  It  is  an  electric  signal 
generated  by  the  pacemaker  which  is  converted  by 
a little  transmitter  gadget  into  a sound. 

Dr.  Gerst:  It  does  not  respond  to  the  electrical 
signal? 

Mr.  Parker:  It  does  not  respond  to  the  electro- 
cardiographic signal. 

Dr.  Fitzpatrick:  Dr.  Furman,  Dr.  Escher,  and 
Mr.  Parker  have  been  leaders  in  this  field,  and  I 
would  like  to  ask  Dr.  Escher  to  elaborate  further 
on  this  topic. 

Dr.  Escher  (closing):  We  believe  that  at 

present  a thoroughly  trained  technician  or  nurse, 
backed  by  a knowledgeable  physician,  is  needed  to 

MANAGEMENT  OF 
PENETRATING 
CARDIAC  TRAUMA 

JOHN  E.  HUTCHINSON,  III.  M.D. 

New  York  City 

PAUL  M.  BEACH,  Jr..  M.D.* 

New  York  City 

SIDNEY  KAPLAN,  M.D. 

New  York  City 

JULIUS  W.  GARVEY.  M.D.=" 

New  'I'ork  City 

From  the  Thoracic  and  Cardiac  Surgical  Service,  Harlem 
Hospital  Center,  and  Columbia  University  College  of 
Physicians  and  Surgeons 


Reports  by  Maynard,  Cordice,  Naclerio,  and 
others'  'from  the  Harlem  Hospital  Center  since 
1952  have  emphasized  that  an  extremely  high 
salvage  rate  could  be  achieved  in  patients  with 
penetrating  cardiac  trauma  if  prompt  cardior- 
rhaphy  were  performed.  Numerous  other  articles 
in  the  literature  have  indicated  high  survival  rates 
with  immediate  cardiorrhaphy. ' '>  Improved 
knowledge  of  cardiac  resuscitation  and  support, 
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run  this  phone  system.  We  deal  with  a substan- 
tially geriatric  population  who  often  do  not  under- 
stand or  may  be  worried  by  the  procedure  and  with 
a varied  range  of  pacemakers,  transmitters,  and 
receivers  that  must  be  thoroughly  understood  for 
maximal  effective  use.  This  includes  differenti- 
ating pulse  generator  from  phone  system  failure 
and  sensing  pacer  failures  other  than  battery  de- 
pletion. 

The  possibility  of  inducing  a significant  arrhyth- 
mia in  an  otherwise  healthy  patient  by  use  of  a 
magnet  to  secure  a fixed  “base”  rate  for  counting, 
which  may  also  induce  competitive  pacing,  is,  as 
Mr.  Parker  said,  very  remote.  The  important 
point  is  that  with  an  electronic  clinic  alone  we 
have  cut  unanticipated  pacing  failure  from  61  per 
cent  to  5 to  10  per  cent,  and  with  the  telephone, 
we  will  cut  it  to  3 to  5 per  cent  and  lengthen  the 
interval  between  pulse  generator  replacements  for 
most  patients.  This  provides  better  patient  care 
for  the  same  or  less  money  and  with  greater  con- 
venience. 


coupled  with  the  experiences  of  open  heart  sur- 
gical teams  have  solidified  the  concept  that  the 
early  surgical  approach  is  the  treatment  technic 
of  choice  for  most  patients  with  penetrating  car- 
diac trauma  and  tamponade. 

Review  of  34  cases 

This  report  is  a review  of  34  consecutive  patients 
who  were  considered  to  show  signs  of  life  at  the 
time  of  arrival  in  the  emergency  room  in  the  thirty- 
six-month  period  from  July  1,  1967,  to  July  1,  1970. 
Included  in  this  series  are  both  gunshot  and  stab 
wounds.  The  Harlem  Hospital  emergency  room  is 
staffed  and  programmed  for  immediate  response 
to  severe  trauma.  All  of  these  patients  were 
operated  on  by  senior  resident  physicians  who  were 
on  call  at  the  time  of  the  admission  (Table  I). 

In  this  series  of  34  patients,  the  average  age  was 
thirty-seven  years,  with  the  age  range  being  from 
eighteen  to  sixty-five  (Table  I).  Almost  all  pa- 
tients arrived  by  police  car  or  by  city  ambulances. 
In  12  of  tbe  34  patients  the  estimated  length  of 
time  between  injury  and  arrival  at  the  emergency 
room  was  recorded  by  the  police  or  ambulance 
drivers  to  average  thirty-four  minutes,  with  the 
shortest  time  interval  being  fifteen  minutes,  and 
the  longest  one  hundred  twenty  minutes.  In  the 
other  22  patients,  it  was  not  possible  to  obtain  an 
estimate  of  this  time  interval. 

Thirty-one  of  the  34  patients  were  in  shock  at  the 
time  of  arrival  at  the  emergency  room.  Thirteen 
of  the  34  patients  had  no  obtainable  blood  pressure 
and  were  described  as  moribund  or  comatose  at  the 
time  of  admission  (Table  I).  Four  of  the  moribund 
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TABLE  1.  Data  compiled  on  34  patients  with  penetrating  cardiac  trauma 


Number 

Age 

(Years) 

Weapon 

Arrival 

Time 

(Minuten) 

^ ('onditiona  on  Arrival — s 
Blood 
Preaaure 

(mm.  Hk)  General 

Time  to 
Operating 
Boom 
(Minutes) 

Associated 
Injuries  to 

Complications 

Time  in 
Hospital 

Final 

Outcome 

, 

42 

(>un 

0/0 

Shock;  comatoao 

15 

Liver;  aorta 

None 

52  Hours 

Died 

2 

37 

Knife 

80/40 

Shock 

15 

None 

13  Days 

Survived 

3 

6ft 

Knife 

;io 

0/0 

Shock 

3 hra. 

Abdominal 
stab  wound; 
negative 
findings 

Atelectasis,  loft 
lower  lobe 

10  Days 

Survived 

4 

46 

Knife 

20 

0,0 

Shock;  comatoM' 

15 

None 

Atelectasis;  effusion 

16  Days 

Survived 

5 

46 

Knife 

0/0 

Shock;  moribund 

Thor.  KI<* 

None 

None 

3 Hours 

Died 

6 

37 

Knife 

60/0 

Shock 

30 

None 

Wound  infection 

3 Days 

Survived 

7 

34 

Knife 

0/0 

Shock;  romatoae 

25 

Jejunum; 

duodenum 

Delirium  tremens; 
pleural  effusion 

13  Days 

Survived 

8 

36 

Knife 

0/0 

Shock 

45 

Liver 

Pneumonia 

l.*3  Days 

Survived 

9 

41 

(tun 

30 

120/60 

Central  venous 
pressure,  27 

30 

Lung 

Atelectasis 

27  Days 

Survived 

10 

28 

Knife 

0/0 

Shock;  comatose 

Thor.  KR* 

None 

Bronchopneumonia 

31  Days 

Died 

11 

24 

Knife 

.30 

60  0 

Shock 

90 

Lung 

None 

12  Days 

Survived 

12 

32 

Knife 

60 

60  40 

Shock 

80 

None 

None 

12  Days 

Survived 

13 

27 

Knife 

120 

50  0 

Shock 

60 

Negative 

findings 

lycft  pleural  effusion 

19  Days 

Survived 

14 

43 

Knife 

45 

70/0 

Shock 

60 

None 

None 

15  Days 

Survived 

1ft 

32 

Knife 

70/40 

Shock 

120 

Liver; 

gallbladder; 

stomach 

None 

20  Days 

Survived 

16 

40 

Knife 

60/0 

Shock 

30 

Lung 

Myocardial 

infarction 

33  Days 

Survived 

17 

60 

Knife 

15 

210/110 

Central  venous 
pressure,  5 

7 hrs. 

Omentum 

None 

20  Days 

Survived 

18 

28 

Knife 

30 

60/0 

Shock 

.30 

Lung 

None 

14  Days 

Survived 

19 

19 

Gun 

100/60 

Pulse,  108 

24  hrs. 

Lung 

None 

12  Days 

Survived 

20 

47 

Knife 

30 

30/0 

Shock;  central 
venous 
pressure,  26 

30 

None 

None 

11  Days 

Survived 

21 

19 

Giin 

0,0 

Shock;  conscious 

Thor.  EH* 

Lung 

Pneumonia 

22  Days 

Died 

22 

27 

Knife 

0 0 

Shock;  semicoma* 
tose 

3 hrs. 

Lung 

Pneumonia 

10  Days 

Survived 

23 

42 

Knife 

0/0 

Shock 

60 

Diaphragm 

None 

14  Days 

Survived 

24 

35 

Knife 

60/0 

Shock 

30 

None 

Aortic  insufficiency 

15  Days 

Survived 

2ft 

39 

Knife 

0/0 

Shock;  comatose 

15 

None 

2 Hours 

Died 

26 

35  . 

Gun 

0,0 

Shock;  moribund 

15 

Aorta  lacerated 

2.5  Hours 

Died 

27 

55 

Knife 

0/0 

Shock;  moribund 

Thor.  ER* 

None 

18  Hours 

Died 

28 

18 

Knife 

30 

70/40 

Shock 

150 

None 

Traumatic  ven- 
tricular septal 
defect 

21  Days 

Survived 

29 

33 

Knife 

30 

70/0 

Shock 

60 

None 

Aortic  ventricular 
fistula 

43  Days 

Survived 

30 

40 

Knife 

0/0 

Shock;  moribund 

25 

None 

None 

22  Days 

Survived 

31 

22 

Gun 

60/0 

Shock;  conscious 

15 

Right  pul- 
monary vein 

None 

20  Days 

Survived 

32 

46 

Knife 

70/30 

Shock 

15 

None 

None 

14  Days 

Survived 

33 

29 

Knife 

80/40 

Shock 

15 

None 

None 

14  Days 

Survived 

34 

40 

Knife 

80/0 

Shock 

45 

None 

6 Hours 

Died 

* Initial  thoracotomy  performed  in  emergency  room. 


or  comatose  patients  showed  an  inadequate  re- 
sponse to  the  initial  resuscitative  efforts,  and  non- 
sterile  thoracotomies  with  release  of  the  tampon- 
ade and  control  of  the  bleeding  site  were  performed 
in  the  emergency  room.  These  4 patients  were 
then  transferred  to  the  operating  room  suite  for 
more  precise  thoracotomy  and  wound  closure.  A 
diagnosis  of  cardiac  wound  was  not  made  in  the 
emergency  room  in  4 patients,  and  they  were 
initially  treated  with  tube  thoracostomies.  The 
diagnosis  became  more  apparent  in  these  4 pa- 
tients as  their  clinical  courses  were  monitored. 
The  remaining  26  patients  were  transferred  di- 
rectly from  the  emergency  room  to  the  operating 
room,  and  the  average  time  period  after  arrival  to 
commencement  of  thoracotomy  was  thirty-five 
minutes.  The  4 patients  in  whom  a diagnosis  of 
cardiac  wound  was  not  made  in  the  emergency 
room  had  cardiorrhaphies  performed  two,  three, 
seven,  and  twenty-four  hours  following  admission 
to  the  hospital.  All  4 patients  survived. 


Our  policy  is  to  move  any  patient  strongly  sus- 
pected of  having  penetrating  cardiac  trauma  to 
the  operating  room  as  rapidl}'  as  possible.  K the 
diagnosis  is  immediately  apparent,  time  is  spent 
in  the  emergency  room  only  for  the  drawing  of 
bloods  for  typing  and  cross  matching,  the  begin- 
ning of  infusions,  and  the  maintenance  of  the  air- 
way. Other  studies  such  as  roentgenograms  of  the 
chest,  measurements  of  venous  pressures,  electro- 
cardiograms, and  the  like  are  performed  in  the 
operating  room  suite  if  there  is  time. 

The  patient  is  positioned  for  thoracotomy,  the 
chest  prepared,  and  the  surgical  team  is  scrubbed 
and  gowned  before  the  anesthetic  is  induced. 
Frequently,  patients  with  severe  tamponade  and 
hypoxia  undergo  cardiac  arrest,  if  their  pressures 
drop  significantly  with  the  induction  of  anesthesia. 
If  the  patient  should  deteriorate,  the  chest  can  be 
opened  immediately  and  the  tamponade  released. 
In  the  majority  of  patients,  a left  submammary 
thoracotomy  incision  is  made,  and  the  chest  is 
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wounds. 

Surface 

topography 

of  penetrating 
TABLE  II. 

heart  FIGURE  2.  Location  of  cardiac  injuries. 

Analysis  of  deaths  in  series 

. Wound 

Case 

Size 

Ventricle 

Hemothorax 

Significant 

Tamponade 

Number 

(cm.) 

Injured 

(cc.) 

Injuries 

(cc.) 

Causes 

1 

1.5 

Left 

Minimum 

Lacerated  aorta 

250 

Shock;  renal  failure 

5 

2.5 

Right 

2,000 

200 

Irreversible  shock 

10 

1.5 

Right 

800 

250 

Cerebral  anoxia;  broncho- 

pneumonia 

21 

1.5 

Right 

1,500 

50 

Cerebral  anoxia 

25 

4.0 

Left 

Minimum 

300 

Irreversible  shock 

26 

1.0 

Left 

3,000 

Lacerated  aorta 

200 

Irreversible  shock 

27 

1.5 

Right 

2,000 

200 

Shock;  cerebral  anoxia 

34 

1.0 

Right 

Minimum 

150 

Shock;  cardiac  arrhythmia 

entered  in  the  fifth  intercostal  space.  If  additional 
exposure  is  needed,  the  sternum  is  divided  or  the 
costal  cartilages  cut.  Traction  on  the  anterior  edge 
of  the  pericardium  delivers  the  heart,  and  the 
wound  is  tamponaded  with  the  finger  while  sutures 
are  being  placed. 

As  in  other  reported  series,  the  majority  of  the 
wounds  of  entry  were  over  the  left  precordium 
(Fig.  1).  The  diagram  illustrates  that  6 of  the  34 
patients  sustained  gunshot  wounds,  and  28  knife 
wounds.  Eighteen  wounds  were  in  the  right  ven- 
tricle, 11  in  the  left  ventricle,  3 in  the  right 
atrium,  1 in  the  left  atrium,  and  1 in  the  proximal 
intrapericardial  ascending  aorta  (Fig.  2). 

In  this  series  of  34  consecutive  patients,  10 
patients  had  significant  additional  thoracic  in- 
juries (Table  I).  Two  of  these  were  lacerations  of 
the  descending  thoracic  aorta,  and  the  remainder 
were  lung  injuries.  Eight  patients  had  laparoto- 


mies performed  after  the  cardiorrhaphy,  with  re- 
pair of  very  significant  injuries  in  3 patients. 

Respiratory  complications  occurred  in  5 surviv- 
ors and  were  easily  controlled  with  appropriate 
tracheobronchial  toilet  and  antibiotics  (Table  I). 
Although  significant  coronary  artery  injuries  were 
controlled  by  ligation  in  3 patients,  electrocardio- 
graphic evidence  of  an  infarction  developed  in  only 
1 patient. 

An  analysis  of  the  8 deaths  reveals  that  3 of  the 
deaths  occurred  in  patients  with  gunshot  wounds; 
hence,  3 of  6 patients  with  gunshot  wounds  sur- 
vived (Table  II).  Seven  of  the  8 deaths  occurred 
in  patients  who  had  no  obtainable  blood  pressure 
and  were  described  as  moribund  or  comatose  at  the 
time  of  arrival.  All  4 of  the  patients  who  had 
thoracotomies  performed  in  the  emergency  room 
died  from  three  hours  to  thirty-three  days  following 
admission.  Deaths  occurred  in  patients  with 
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TABLE  III.  Hemodynamically  significant  intracardiac  de- 
fects following  cardiorrhaphy 


Case 

Num- 

ber 

Initial 

Injury 

Intra- 

cardiac 

Defect 

Interval 
Between 
Injury 
and  Repair 

24 

Severe  tamponade 
stab  wound, 
aortic  root;  ab- 
dominal wounds 

Severe 

aortic 

insuffi- 

ciency 

Four 

months 

28 

Severe  tamponade 
wound  through 
both  ventricles; 
division  circum- 
flex coronary 
artery 

Ventricular 

septal 

defect 

Two 

months 

29 

Severe  tamponade 
wound,  right 
ventricle 

Aortic  to 
right  ven- 
tricular 
ttstula 

Seven 

weeks 

either  right  or  left  ventricular  injuries.  Four  of 
the  patients  who  died  had  hemothoraces  contain- 
ing more  than  1,500  cc.  of  blood.  Two  of  the 
patients  who  died  had  very  significant  associated 
thoracic  injuries  with  lacerated  thoracic  aortas. 
We  considered  the  last  death  (Case  34)  as  possibly 
preventable  had  cardiorrhaphy  been  performed 
sooner  and  the  airway  more  meticulously  main- 
tained in  the  early  postoperative  period. 

In  3 of  the  survivors  hemodynamically  signifi- 
cant intracardiac  defects  were  diagnosed  in  the 
postoperative  period  (Table  III).  These  defects 

MANAGEMENT  OF 
INTRACARDIAC  DEFECTS 
PRODUCED  BY  PENETRATING 
WOUNDS  OF  HEART 

G.  EFRON.  M.D.* 

E.  M.  GROSS.  M.D.* 

F.  M.  STEICHEN.  M.D.* 

A.  JORDAN.  M.D.* 

R.  W.  M.  FRATER.  M.D. 

The  Bronx,  New  York 

From  the  Department  of  Surgery,  Albert  Einstein 
College  of  Medicine  of  Yeshiva  University 


In  a series  of  58  patients  with  penetrating 
wounds  of  the  heart,  47  stab  wounds  and  the  rest 
with  gunshot  wounds,  the  authors  observed  3 
*By  invitation. 


were  severe  aortic  insufficiency  due  to  a lacerated 
aortic  cusp,  an  interventricular  septal  defect,  and 
an  aortic  to  right  ventricular  fistula.  Right  and 
left  heart  catheterizations  were  performed  in  the 
postoperative  periods,  three  to  twelve  weeks  follow- 
ing the  initial  injury,  and  the  defects  were  easily 
repaired  using  total  cardiopulmonary  bypass. 

Summary 

This  report  confirms  the  opinion  that  immediate 
or  early  thoracotomy  is  the  treatment  technic  of 
choice  in  patients  with  penetrating  cardiac  trau- 
ma. We  advise  that  pericardiocentesis  be  used  as 
a temporizing  maneuver  while  the  patient  is  being 
prepared  for  thoracotomy. 
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wounds  of  the  heart  passing  through  both  ventri- 
cles (2  gunshot  and  1 stab  wound),  1 stab  wound  of 
the  heart  passing  through  both  atria,  1 bullet 
wound  passing  from  left  ventricle  through  the 
coronary  sinus  and  out  of  the  right  atrium,  and  1 
stab  wound  passing  from  right  ventricle  into  the 
aortic  root.  In  all  6 patients  the  wounds  on  the 
external  cardiac  wall  were  repaired.  All  6 patients 
survived  the  emergency  operations. 

One  patient  with  a gunshot  wound  died  in  septic 
shock  five  days  after  operation  from  an  acute 
bacterial  endocarditis  which  developed  at  the  site 
of  an  interventricular  septal  defect.  Four  of  the  re- 
maining 5 patients  had  serious  cardiorespiratory 
problems  in  the  early  postoperative  period,  and  all 
5 underwent  emergency  cardiac  catheterization. 
The  2 patients  with  atrial  and  ventricular  septal 
stab  wounds  had  insignificant  shunts.  Their  re- 
spiratory problems  were  dominant  in  the  clinical 
picture.  They  recovered  without  further  surgery. 
Open  heart  surgery  to  repair  an  interveiitricular 
septal  defect  and  an  aortic  right  ventricular  fistula 
was  successfully  accomplished  in  2 patients.  The 
remaining  patient  with  left  ventricular  coronary 
sinus  fistula  and  a moderate  shunt  is  being 
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watched.  The  importance  of  endocarditis  as  a 
cause  of  death,  respiratory  problems  as  a compli- 
cation of  the  clinical  picture,  and  the  value  of 
emergency  cardiac  catheterization  in  defining  the 
intracardiac  problems  are  stressed. 

Discussion 

Dr.  Fitzpatrick:  The  last  two  reports  are  now 
open  for  discussion.  This  will  be  opened  by  Dr. 
Naclerio: 

Emil  A.  Naclerio,  M.D.  New  York  City.  I 
certainly  enjoyed  the  presentation  of  Dr.  Hutchin- 
son. I wish  to  emphasize  three  points:  First,  I 

am  in  total  agreement  that  immediate  or  early 
thoracotomy  with  pericardiotomy  and  repair  of  the 
cardiac  wound  is  the  most  effective  method  in  the 
definitive  treatment  of  penetrating  wounds  of  the 
heart.  Second,  the  victim  who  lives  long  enough  to 
reach  the  hospital  is  frequently  alive  because  of 
cardiac  tamponade,  which  prevents  exsanguina- 
tion  and  often  checks  bleeding  at  the  myocardial 
wound  site,  hence,  the  importance  of  immediate 
pericardiocentesis.  The  removal  of  as  little  as  15 
to  20  ml.  of  blood  can  resuscitate  a moribund 
patient  dramatically  and  prevent  death.  Third, 
Dr.  Hutchinson  stated,  “Frequently,  patients  with 
severe  tamponade  and  hypoxia  undergo  cardiac 
arrest,  or  their  pressures  drop  significantly  with  the 
induction  of  anesthesia.”  It  is  to  be  pointed  out 
that  these  events  often  follow  endotracheal  intuba- 
tion and  positive  pressure  breathing.  Positive  air- 
way pressure,  by  increasing  intrathoracic  pressure, 
invariably  increases  the  severity  of  tamponade 
and,  secondarily,  significantly  lowers  an  already 
low  cardiac  output.  This  may  prove  fatal.  There 
are  a number  of  such  deaths  recorded  in  the  litera- 
ture. In  these  situations  endotracheal  intubation 
and  administration  of  positive  airway  pressure  are 
best  resorted  to  after  the  pericardium  has  been 
opened  and  the  tamponade  relieved. 

John  E.  Hutchinson,  III,  M.D.  New  York  City. 
Dr.  Naclerio  likes  to  institute  the  management 
of  his  patients  under  local  anesthesia.  I do  not 
think  it  necessary  to  use  local  anesthesia  with  our 
present  technics  of  anesthesia.  I think  that  the 
technic  we  use  of  having  everything  ready  and 
having  a skilled  anesthesiologist  at  the  head  of  the 
table  ready  to  intubate  the  patient  is  better  than 


local  anesthesia  of  the  rush  type.  I think  that 
point  should  be  emphasized.  Everything  should 
be  ready  because  at  the  time  of  induction  of 
anesthesia,  since  these  people  are  not  well  pre- 
pared and  have  usually  eaten  recently,  the  chest 
should  be  ready  so  that  decompression  can  be  done 
immediately.  The  other  points  I think  are  well 
made.  The  question  of  intracardiac  injury  re- 
quires consideration.  I do  not  believe  it  necessary 
to  persist  with  intracardiac  repair  immediately. 
In  some  areas  heart-lung  machines  are  said  to  be  in 
readiness.  I will  say  in  our  experience  over  the 
years  that  to  have  a heart-lung  machine  in  readi- 
ness is  not  necessary.  It  would  be  an  infrequently 
used  machine.  None  of  our  patients  died  because 
of  the  lack  of  a pump. 

Dr.  Prater  (closing):  Perhaps  to  put  what  I 

was  talking  about  into  perspective,  I should  add 
that  the  6 patients,  of  whom  5 had  cardiac  cathe- 
terization, were  part  of  a consecutive  series  of  58 
patients,  47  with  stab  wounds  and  the  rest  with 
gunshot  wounds.  There  were  a couple  of  other 
patients  with  through-and-through  wounds  in  the 
series  who  did  not  survive  the  initial  injury.  But  it 
is  indeed  quite  remarkable  how  effective  an  aggres- 
sive policy  can  be,  so  that  even  with  through-and- 
through  wounds  the  majority  of  patients  survived 
the  initial  trauma  in  our  experience,  provided  they 
reached  the  operating  room  before  dying.  One  of 
the  patients  had  through-and-through  wounds  of 
the  atrium,  and  the  cut  in  the  right  atrium  was  5 
cm.  long.  Therefore,  the  2.5  or  2 cm.  figure 
quoted  by  Dr.  Naclerio  as  the  maximum  that 
allows  for  survival  does  not  always  apply.  Indeed, 
there  must  be  exceptions  to  the  rule.  One  problem 
that  I really  did  not  emphasize  was  the  high  venous 
pressures  of  these  patients.  Most  of  them  had  high 
venous  pressures  when  they  deteriorated  after 
their  initial  operations.  This  raised  the  obvious 
questions:  Had  they  rebled,  and  had  tamponade 
developed  again?  In  fact,  the  high  venous  pres- 
sures were  due  to  the  kind  of  respiratory  efforts 
they  were  making,  because  they  were  all  in  con- 
siderable respiratory  distress.  We  have  to  recog- 
nize, then,  that  there  is  more  than  one  cause  for 
high  venous  pressure.  These  cases  represent  fre- 
quently extremely  difficult  diagnostic  problems 
which  cardiac  catheterization  has  helped  to 
elucidate. 


The  afternoon  ses.sion  of  the  Fall  meeting  will  appear  in  the  September  1st  issue  of  the  Journal. 
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Few  symptoms  are  more  offensive  to  women  than 
is  the  uncontrollable  loss  of  urine.  The  patient 
insists  that  something  must  be  done,  and  the 
sympathetic  physician,  eager  to  help,  turns  too 
hastily  to  treatment.  If  the  treatment  is  surgical 
intervention,  the  chances  for  success  are  little  more 
than  50-50,  and  not  infrequently  the  patient  is 
worse  than  she  was  before.  The  physician  is  un- 
happy, blames  the  surgical  procedure,  and  uses  a 
different  one  or  designs  a new  one.  More  than  50 
different  surgical  procedures  have  been  described, 
with  laudation,  for  the  correction  of  urinary  stress 
incontinence. 

There  are  two  basic  reasons  for  poor  results  in  the 
treatment  of  urinary  incontinence,  diagnostic 
and  technical  failures.  The  first  portion  of  this 
article  is  centered  on  diagnosis  and  diagnostic 
failure.  In  my  opinion  faulty  diagnosis,  not  faulty 
surgical  technic,  is  the  major  cause  of  poor  results 
in  the  initial  surgical  treatment  of  urinary  incon- 
tinence. 

The  problem  can  be  posed  by  three  questions. 
What  is  stress  incontinence?  What  is  it  not?  How 
can  it  be  recognized?  Normal  control  of  micturi- 
tion depends  on  proper  function  of  the  detrusor, 
proper  support  and  function  of  the  posterior 
urethra  and  base  of  the  bladder,  and  normal  func- 
tion of  the  levator  ani.  Abnormalities  of  each,  or 
in  combination,  will  produce  incontinence. 

Types  of  incontinence 

Before  an  attempt  is  made  to  evaluate  the 
symptoms  of  urinary  incontinence,  it  is  essential 
to  have  in  mind  a simple,  useful  classification. 

Presented  at  the  163rd  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  joint  meeting. 
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There  are  two  basic  reasons  for  poor  results  in  the 
treatment  of  urinary  incontinence,  diagnostic  and 
technical  failures.  Faulty  diagnosis,  not  faulty 
surgical  technic,  is  the  major  cause  of  poor  results 
in  the  initial  surgical  treatment  of  urinary  inconti- 
nence. There  are  certain  points  in  the  history  which 
are  of  great  importance  in  arriving  at  a proper  diag- 
nosis. 'These  are  stressed,  as  well  as  proper  use  of 
diagnostic  tests. 


TABLE  I.  Classification  of  urinary  incontinence 

1.  Detrusor  incontinence 

Enuresis 
Involuntary  loss 
Urgency,  chronic,  local 
Detrusor  dysfunction 
Neurogenous 

2.  Urethrovesical  segment  incontinence 

A.  Posterior 

Stress  incontinence 

B.  Middle 

Mild  stress  incontinence 

3.  Traumatic  incontinence 

Fibrosis,  scarring 
Fistulas 

4.  Miscellaneous 

Congenital 


Such  classification,  when  combined  with  a 
thorough  review  of  the  patient’s  history  and  careful 
examination,  will  provide  a working  diagnosis  and 
will  suggest  which  special  examination  and  tests 
are  indicated  (Table  I). 

Enuresis.  Enuresis  in  childhood  and  adoles- 
cence is  the  result  of  arrested  development  of 
normal  urinary  control  or  reversion  to  the  auto- 
matic bladder  of  the  infant  (Table  II).  When  an 
adult  reverts  to  such  childish  behavior,  serious 
psychologic  difficulties  must  be  expected.  Women 
with  stress  incontinence  rarely  wet  the  bed. 

Involuntary  loss.  Involuntary  loss  of  urine  is 
mentioned  only  to  point  out  that  it  is  not  abnor- 
mal. The  functional  design  of  urinary  control 
in  women  leaves  much  to  be  desired.  A woman 
may  knowingly  or  unknowingly  lose  a small 
amount  of  urine  if  the  bladder  is  full  and  she 
coughs,  laughs,  or  is  excited.  In  a study  of  normal 
women  by  cineurography,  we  have  repeatedly  ob- 
served urine  entering  the  posterior  urethra  during  a 
cough.  Not  infrequently  small  amounts  can  be 
seen  to  escape  the  second  barrier  which  is  the 
voluntary  complex  of  the  pubococcygeus  muscle. 

Urgency.  The  urgency  of  acute  urinary  infec- 
tion is  so  well  known  as  to  require  no  consideration 
here.  Urgency  is  also  observed  in  chronic  and  re- 
curring urinary  infections  (Table  III).  An  over- 
whelming desire  to  urinate  characterizes  detrusor 
incontinence,  and  if  the  patient  does  not  reach  the 
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TABLE  II.  Enuresis,  involuntary  loss  of  urine 


As  a child  at  the  age  of  five  or  older 
did  you  lose  urine 

Yes 

No 

in  bed  at  night 

during  the  day  at  play 

when  excited  or  upset 
As  a young  woman  did  you  lose  urine 
when  the  bladder  was  full  and  you 

were  cold 

when  the  bladder  was  full  and  you 

— 

laughed  violently 

Do  you  occasionally  but  not  regu- 
larly lose  urinary  control 

— 

during  the  day 

during  your  sleep 

Do  you  now  have  satisfactory  uri- 
nary control  for  several  days  at  a 
time 

Is  urinary  control  sometimes  lost 
when  you 

are  worried,  angry,  excited,  or 

upset 

hear  the  sound  of  running  water 

— 

toilet  promptly  she  is  incontinent. 

Once  urination 

has  begun  she  finds  it  difficult,  if  not  impossible, 
to  stop  it  until  the  bladder  is  empty.  As  a result, 
she  loses  larger  quantities  of  urine  as  contrasted 
with  stress  incontinence.  Timing  incontinence  is 
essential.  An  inflammatory  lesion  is  present  and 
active  at  night,  as  well  as  during  the  day,  so  a signif- 
icant degree  of  nocturia  is  to  be  expected.  From 
time  to  time,  patients  with  symptomatic  cystocele 
and  stress  incontinence  have  infection.  In  such 
patients  the  incontinence  will  show  elements  of 
both  urgency  and  stress.  The  role  of  trigonitis  in 
urgency  is  unclear.  Many  believe  it  to  be  a signif- 
icant cause,  while  others  believe  tbe  trigonal  dis- 
turbance is  the  effect  of  frequency  rather  than  the 
cause.' 

Detrusor  dysfunction.  Detrusor  dysfunction 
(Table  IV)  with  incontinence  masquerades  behind 
a number  of  names:  neurogenic  bladder  (without 
evidence  of  neurogenic  disease),  psychogenic 
bladder,  dyssynergic  detrusor  dysfunction,  unin- 
hibited neurogenic  bladder,  functional  urgency 
incontinence,  and  others. It  is  estimated  that 
half  of  the  surgical  failures  for  stress  incontinence 
can  be  laid  to  failure  to  diagnose  detrusor  dysfunc- 
tion. Most  patients  have  a history  of  moderate  to 
marked  frequency  during  the  day  without  signifi- 
cant nocturia.  Urine  is  lost  in  large  amounts  or  in 
small  dribbles  continually.  Minor  changes  in  posi- 
tion, far  below  the  level  of  physical  stress,  will 
trigger  the  detrusor  contraction  and  incontinence. 
Jeffcoate  and  hVancis’s'  characterization  of  these 
women  is  classic.  They  exhibit  anxiety,  compul- 
siveness, self-indulgence,  and  a variety  of  social 
and  personal  problems,  including  grief,  to  mention 
a few.  Many  have  had  one  or  more  unsuccessful 
surgical  procedures  for  stress  incontinence. 

Neurogenous  incontinence.  Neurologic  disease 


TABLE  III.  Urgency  and  incontinence 


Yes 

No 

Do  you  frequently  have 

an  intense  urge  to  empty  the 

bladder 

loss  of  urine  in  this  connection 

a sensation  that  you  cannot  com- 

pletely  empty  the  bladder 

pain  during  sexual  intercourse 

During  the  act  of  urination 

is  there  burning  or  smarting 

do  you  have  lower  abdominal  or 

vaginal  pain 

can  you  stop  it  before  the  bladder 

is  empty 

Do  you  awaken  at  night  with  a 

strong  urge  to  void 

occasionally 

once  or  twice 

three  or  more  times 

Have  you  had  kidney  or  bladder 

trouble 

before  this  time 

treated  by  a physician 

TABLE  IV.  Detrusor  dysfunction 

Yes 

No 

Do  you  urinate  more  frequently  than 

four  times  daily 

five  or  six  times  daily 

eight  or  more  times  daily 

once  at  night 

twice  at  night 

three  or  more  times  at  night 

Do  you  lose  urine  accidentally 

in  a continual  drip 

in  large  amounts  at  a time 

Do  you  lose  urine  without  discomfort 

while  quietly  sitting  or  standing 

while  lying  in  bed 

while  asleep 

Have  you  always  had  a weak  bladder 

Do  you  suffer  from  nervous  and 

physical  exhaustion 

--  - 

- 

produces  detrusor  dysfunction  which  in  most 
instances  is  not  distinguishable  from  the  condi- 
tions mentioned.  The  history  of  neuromuscular 
disease  and  diabetic  neuropathy  should  not  be 
overlooked  (Table  V).  The  history  of  fistula 
is  readily  obtained,  but  the  significance  of  damage 
to  soft  tissue  from  extensive  surgical  excision  or  the 
scarring  and  fibrosis  which  follow  multiple  surgical 
procedures  should  not  be  ignored  (Table  VI). 

Stress  incontinence 

Stress  incontinence  of  urine  is  characterized  by 
three  cardinal  findings:  (1)  vaginal  delivery  of  one 
or  more  infants,  (2)  sudden  insensible  loss  of  urine 
with  physical  effort,  and  (3)  ability  to  stop  urination 
voluntarily,  and  usually  there  is  some  physical 
evidence  of  pelvic  relaxation  (Table  VII).  The 
primary  lesion  of  stress  incontinence  is  impaired 
support,  elasticity,  mobility,  motility,  and  tone  of 
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TABLE  V.  Neuromuscular  trauma  and  disease 

Yes  No 

Have  you  had 

multiple  sclerosis,  diseases  of  the 
nerves 

paralysis,  stroke 

sjjinal  cysts,  tumors,  ruptured  disc 
spinal  injury  or  operations 
spinal  anesthesia 
Do  you  have  diabetes 
Are  you  sometimes  unaware  that 
your  bladder  is  full 
urine  is  being  passed 
Has  it  been  necessary  to  empty  your 
bladder  with  a catheter 


the  proximal  urethra  and  bladder  neck.  The 
secondary  lesion  is  incompetence  of  the  so-called 
voluntary  sphincter,  the  pubococcygeus  muscle, 
which  becomes  a factor  only  when  the  primary 
lesion  is  present.^  As  long  as  the  urethrovesical 
segment  is  wholly  competent,  urine  does  not  reach 
the  urethra  under  stress.  Such  a patient  may  have 
all  but  a short  segment  of  the  proximal  urethra 
removed  by  surgical  excision,  and  she  will  remain 
continent.  The  opposite  is  sometimes  true.  Minor 
degrees  of  posterior  urethral  incompetence  will 
allow  urine  to  escape  during  cough  or  similar  stress. 
But  if  the  voluntary  sphincter  muscles  are  func- 
tionally strong,  they  will  prevent  escape.  This  is 
the  kind  of  control  which  can  be  developed  with 
perineal  exerpises. 

Much  has  been  written  about  the  basic  lesion  of 
stress  incontinence.  Each  investigator  searches 
for  something  new  and  different  rather  than  for 
something  constant  and  consistent,  and  the  pre- 
cision of  the  investigation  is  much  greater  than  the 
precision  of  the  lesion  under  study.  In  stress  in- 
continence, just  as  in  normal  voiding,  the  urethro- 
vesical segment  takes  a funnel  shape  and  drops 
downward  and  backward.'’"'  The  degree  of  struc- 
tural attenuation  is,  of  course,  greater  in  stress 
incontinence.  Such  descensus  produces  a bulging 
of  the  anterior  vaginal  wall  which  for  centuries  has 
been  called  cystourethrocele.  It  is  really  neither. 
Cystocele  is  a sacculation  of  the  bladder  through 
a defect  in  the  pubocervical  fascia  and  does  not 
cause  incontinence  unless  associated  with  bladder 
descensus. 

Method  and  technic 

Diagnosis.  The  diagnosis  of  “pure”  stress  in- 
continence can  be  made  with  a high  degree  of  ac- 
curacy by  the  patient’s  history  and  pelvic  examina- 
tion. Pelvic  examination  should  be  done  with  the 
bladder  partially  filled  (approximately  200  ml.). 
The  lithotomy  position  is  adequate.  Incontinence 
of  a significant  degree  is  readily  demonstrated 
when  the  patient  coughs.  If  this  fails  to  show 
urin£u-y  loss,  then  the  patient  is  examined  while 
standing.  The  urethra  can  be  elevated  by  one  of 


TABLE  VI.  Traumatic  incontinence 

Yes  No 

Do  you  lose  urine 

by  dribbling  in  small  amounts 

without  discomfort  

continuously  but  with  periodic 

voiding  

continuously  without  voiding 
only  on  rising  after  voiding 
Did  your  difficulty  follow 
cesarean  section 

abdominal  operation  

vaginal  operation 


TABLE  VII.  Stress  incontinence 

Yes  No 

Have  you  had  vaginal  delivery  of 
one  or  more  infants 
Did  your  difficulty  begin  sometime 
thereafter 

Do  you  lose  urine  in  spurts 

with  sneezing,  coughing,  laughing, 
lifting 

when  you  arise  from  a chair  or  bed 
Can  you  stop  urination  once  it  starts  


several  methods.  The  ordinary  vaginal  speculum 
can  be  effectively  used.  It  is  inserted  in  the  custo- 
mary manner,  rotated  90  degrees,  and  partially 
opened  and  withdrawn  1 to  2 cm.  The  body  of  the 
speculum  is  depressed  which  causes  the  blade  to 
exert  pressure  on  the  supporting  tissue  on  either 
side  of  the  urethra.  Varying  degrees  of  pressure 
can  be  used  to  test  for  incontinence  as  the  patient 
coughs. 

Diagnostic  aids.  In  the  past  ten  years  a num- 
ber of  new  diagnostic  aids  have  been  developed. 
Most  of  these  fall  into  two  categories,  radiologic 
technics  or  electronic  cystometry.  The  bead  chain 
technic  has  been  widely  used.  Some  like  it,  others 
think  it  cannot  identify  patients  with  true  stress 
incontinence. We  have  used  the  cinecysto- 
urethrogram  extensively  and  find  it  to  be  use- 
ful, especially  in  difficult  situations  where  it  is 
invaluable.  The  cine  technic  is  far  superior  to 
others  in  visualizing  the  urethra  during  stress  and 
during  urination. 

Although  radiologic  technics  have  some  value  in 
the  diagnosis  of  detrusor  dysfunction,  it  is  cystom- 
etry which  is  most  helplul.  The  conventional 
method  of  cystometry  is  useful  in  patients  with 
gross  detrusor  incontinence  as  may  be  seen  in 
neurologic  disease  or  severe  urgency,  but  it  is 
usually  not  sufficiently  sensitive  to  disclose  detru- 
sor dysfunction.  For  this  it  is  necessary  to  turn  to 
electronic  cystometry.  Detailed  descriptions  of 
apparatus  and  equipment  can  be  readily  found. 
A simple  but  useful  instrument  is  the  single-chan- 
nel amplifier  with  pressure  transducer.  Beyond 
this  there  are  a variety  of  sophisticated  multi- 
channel machines.-'^ 
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When  should  electronic  cystometry  be  used? 
The  enthusiasts  say  in  every  case  of  incontinence. 
This  is  probably  not  necessary.  It  adds  little  to 
the  study  of  patients  with  pure  stress  incontinence. 
But  it  is  invaluable  in  the  study  of  patients  with 
detrusor  and  stress  incontinence.  The  following 
case  history  is  illustrative. 

Case  report.  This  woman  was  fifty-one  years  old,  and 
twenty  years  ago  her  only  pregnancy  was  terminated  by 
cesarean  section.  She  has  had  incontinence  for  five 
years.  Three  years  ago  she  had  a transurethral  resection 
of  the  bladder  neck  without  symptomatic  improvement. 
A year  later  she  had  a vaginal  repair  with  no  improve- 
ment. She  now  has  continuous  incontinence  super- 
imposed on  severe  stress  incontinence.  She  cannot  stop 
the  urinary  stream. 

The  pelvic  examination  showed  excellent  support 
without  obvious  scarring.  Cineurography  revealed  a 
rigid  bladder  neck  and  urethra.  Electronic  cystometry 
showed  frequent  and  irregular  bursts  of  detrusor  activity, 
some  accompanied  by  incontinence.  A diagnosis  of 
detrusor  and  stress  incontinence  due  to  fibrosis  and 
scarring  was  made.  Correction  by  surgical  intervention 
was  not  possible.  Urinary  diversion  was  offered  but  was 
unacceptable  to  the  patient.  The  first  clue  to  the 
patient’s  problem  was  incontinence  without  a history 
of  vaginal  delivery. 

The  value  of  direct  electronic  cystometry  is  not 
in  the  diagnosis  of  stress  incontinence  but  in  the 
diagnosis  of  other  types  of  incontinence  which  are 
repeatedly  confused  with  stress  incontinence. 

Summary 

The  most  valuable  aid  in  the  diagnosis  of  urinary 


stress  incontinence  is  a thorough  history  of  the 
patient.  This  can  be  initiated  by  having  the 
patient  complete  a check  list.  Additional  details 
must  be  added  by  the  physician.  This  plus  the 
physical  examination  usually  gives  an  acceptable 
working  diagnosis.  Radiologic  technics,  especially 
cineurography,  give  additional  aid,  especially  in 
stress  incontinence.  Direct  electronic  cystometry 
is  of  value  in  the  recognition  of  detrusor  incon- 
tinence. Direct  electronic  cystometry  is  of  value 
in  the  recognition  of  detrusor  incontinence  which 
often  appears  in  combination  with  stress  incon- 
tinence. 

260  Crittenden  Boulevard 
Rochester,  New  York  14620 
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A screeninf’  program  established  in  The  Bronx  in 
connection  with  public  health  nurses  and  child 
health  stations  uncovered  a high  incidence  of  com- 
munication disorders  and  previously  unrecognized 
deaf  children.  Children  with  positive  findings  were 
referred  to  ear,  nose,  and  throat  clinics  or  other 
appropriate  facilities  and  were  followed  up  when 
they  failed  to  keep  the  referral  appointment.  The 
program  was  also  found  valuable  in  educating  the 
resident  physicians  and  nursing  staff  involved. 


IDENTIFICATION  OF 
COMMUNICATION 
DISORDERS  BY 
RESIDENT 
PHYSICIANS 

GORDON  F.  SCHAYE,  M.D. 

New  York  City 

ROBERT  J.  RUBEN.  M.D. 

New  York  City 

From  the  Department  of  Surgery,  Division  of  Otolaryngology, 
Albert  Einstein  College  of  Medicine,  The  Bronx  (Dr  Schaye 
and  Dr  Ruben),  and  the  Health  Research  Council  of  The  City 
of  New  York  (Dr  Ruben) 


The  Division  of  Otorhinolaryngology  at  Albert 
Einstein  College  of  Medicine  was  reorganized  in 
the  spring  of  1968.  A study  was  undertaken  to 
determine  some  of  the  characteristics  of  the  chil- 
dren with  communicative  disorders.  One  finding 
was  that  most  of  the  children  were  first  referred 
after  the  age  of  two  years.  As  a result  of  this,  a 
greater  emphasis  was  placed  on  the  early  diagnosis 
of  communication  disorders  in  children.  The 
public  health  nurses  approached  the  division  in 
reference  to  establishing  a means  by  which  the 
activity  of  case  finding  could  be  brought  out  of  the 
hospital  and  into  the  community.  The  pediatric 
population  to  be  serviced  is  found  at  the  neighbor- 
hood child  health  stations,  well-baby  clinics,  and 
the  public  and  parochial  schools.  There  was  an 
apparent  lack  of  existing  screening  facility  and 
physicians  in  these  facilities.  The  lack  became 
evident  by  late  referrals  to  the  hearing  and  speech 
center.’ 

A prc^am  was  initiated  in  March,  1969,  to 
evaluate  suspected  communication  disorders  in 
infants  and  children  in  their  own  communities. 
Thus,  5 child  health  stations  in  the  Bronx  with  a 


registration  of  approximately  35,000  children 
under  six  years  of  age  were  selected  as  the  com- 
munity sites  in  which  to  set  up  the  screening  pro- 
grams. These  child  health  stations  are  visited 
more  than  once  a month  by  a resident  physician. 
Also,  any  suspected  communication  disorders  in 
the  180,000  school  children  six  to  twelve  years  old 
within  these  areas  were  referred  to  the  child  health 
stations  for  further  evaluation.  Three  of  the  child 
health  stations  are  located  west  of  the  Bronx  River, 
which  is  in  a low-income  area.  The  remaining  two 
are  located  east  of  the  Bronx  River  in  a middle- 
income  area  (Fig.  1). 

Methods 

The  program  is  unique  in  a number  of  respects. 
First,  the  audiometric,  language,  and  otologic 
evaluations  are  all  performed  at  the  initial  visit  by 
one  of  five  resident  physicians  from  the  Division  of 


FIGURE  1.  Bronx  child  health  districts.  Figure  above 
line  gives  registration  of  child  health  stations  (under  six 
years  of  age).  Figure  below  line  is  registration  of  school 
children,  age  six  to  twelve  years. 
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TABLE  I.  Screening  diagnoses* 


Diagnosis 

Number 

Per  Cent 

Normal  examination 

53 

23 

Ear  infections  and/or  serous  otitis 

41 

18 

Language  delay 

35 

15 

Tonsil  and  adenoid  infections 

26 

11 

Sinusitis  and  nasal  infections 

3 

1 

Articulation  disorders 

25 

10 

Hearing  loss 

40 

18 

Other  organic  illnesses 

3 

1 

* Twenty-six  children  had  2 principal  diagnoses. 


Otorhinolaryngology.  A training  program  in  the 
identification  of  communication  disorders  is  given 
to  the  residents  prior  to  assignment  to  a clinic. 
Each  child  receives  a developmental  history  and 
complete  ear,  nose,  and  throat  examination. 
Screening  of  receptive  and  expressive  language  is 
performed  with  the  Golden  Dictionary  of  ABC's. 
Simple  psychomotor  tests  such  as  circle  and  square 
drawings  are  used.  A standard  articulation  test 
is  combined  with  a functional  test  of  the  articulat- 
ing muscles.  Using  a portable  air-borne  audi- 
ometer brought  to  each  clinic,  screening  threshold 
audiograms  were  obtained.  The  children  were 
tested  at  frequencies  500,  1,000,  2,000,  and  4,000 
hertz.  A hearing  level  of  25  decibels  at  more  than 
1 frequency  was  determined  to  be  positive  because 
of  the  high  ambient  noise  levels. 

Results 

During  the  first  six  months,  205  children  were 
referred  to  the  screening  clinics.  Approximately 
75  per  cent  of  these  children  were  found  to  have 
positive  evidence  of  a communication  or  otolaryn- 
gologic problems  necessitating  further  referral 
(Table  I). 

The  finding  of  18  per  cent  of  the  children  with  a 
hearing  loss  agrees  with  studies  in  other  poverty 
populations.-  Three  per  cent,  or  6 children,  with 
hearing  loss  have  been  confirmed  to  have  a severe 
to  profound  bilateral  sensori  neural  hearing  loss, 
and  this  figure  of  3 per-  cent  has  been  maintained 
through  the  second  six  months  of  the  program. 

A second  feature  of  the  program  which  is  respon- 
sible for  the  high  yield  per  number  of  children  seen 
is  the  initial  screening  of  children  by  the  public 
health  nursing  and  medical  staffs.  The  program 
was  introduced  with  a series  of  orientation  lectures 
discussing  the  early  identification  of  communica- 
tion problems,  the  signs  and  symptoms  of  oto- 
laryngologic disease,  and  the  concept  of  a high-risk 
register.  . A high  index  of  suspicion  has  been  re- 


TABLE II.  Referral  centers 


Refen-al 

Number 

Per  Cent 

No  further  treatment 

55 

27 

Return  to  hearing  clinic 

24 

12 

Lincoln,  AECH,  and  Jacobi  Hos- 

I)ital  ENT  clinics 

63 

31 

Lincoln,  Jacobi,  Montefiore, 
Fordham,  Mt.  St.  Ursula, 
Morrisania  siieech  and  hearing 

clinics 

39 

19 

School  speech  teacher 

9 

4 

Other  hospitals,  private  physicians 

15 

7 

peatedly  stressed  to  the  workers  in  the  child  health 
stations. 

The  children  with  positive  findings,  40  per  cent 
of  whom  were  less  than  five  years  old,  were  then 
referred  to  the  closest  of  three  ear,  nose,  and  throat 
clinics,  five  speech  and  hearing  clinics  or,  in  the 
case  of  school  children  with  articulation  problems, 
to  the  school  speech  teacher.  Twelve  per  cent  were 
given  return  appointments  to  the  same  screening 
clinic  (Table  II). 

There  was  a 40  per  cent  failure  to  keep  the  refer- 
ral appointment.  The  patients  were  then  mailed 
a second  appointment  and  a neighborhood  health 
aide  made  a home  visit  and  reinforced  the  need  to 
keep  the  appointment. 

Summary 

A borough-wide  program  of  clinics  for  the  identi- 
fication of  communication  problems  has  been 
established  within  the  communities  involved. 
The  program  has  direct  access  to  all  school  chil- 
dren through  the  regular  public  health  nursing 
staffs  and  potential  access  to  all  infants  and  pre- 
school children  through  the  city’s  child  health 
stations  and  well-baby  clinics. 

The  program  has  uncovered  a significant  inci- 
dence of  communication  problems  and  a high  inci- 
dence of  previously  unrecognized  anakusic  chil- 
dren; it  has  provided  direct  access  to  recognized 
speech,  hearing,  and  medical  facilities  and  has 
enhanced  the  education  and  awareness  of  the 
resident  physicians  and  nursing  staffs  involved. 

1300  Morris  Park  Avenue 
The  Bronx,  New  York  10461 
(DR.  SCHAYE) 
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The  theory  that  osteoporosis  results  from  lor^g- 
standing  hemiplegia  should  be  reexamined,  since 
it  has  been  discovered  in  disabled  extremities  as 
early  as  two  weeks  after  stroke.  In  a series  of  23 
hemiplegic  patients,  positive  correlations  (osteo- 
porosis with  no  limb  function,  or  limb  function  and 
no  osteoporosis)  totaled  15,  negative  correlations 
(no  osteoporosis  and  no  function)  4,  with  4 patients 
with  bilateral  osteoporo.^is  excluded.  Thus,  the 
disuse  associated  with  hemiplegia  may  be  responsi- 
ble for  osteoporosis.  Early  detection  and  preven- 
tion of  osteoporosis,  as  by  proper  positioning  and 
splinting  of  the  affected  limb,  might  also  prevent 
shoulder-hand  syndrome  from  developing. 


OSTEOPOROSIS 
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OF  HEMIPLEGIA 
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Brooklyn.  New  York 

Assistant  Professor.  Rehabilitation  Medicine  Department. 
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Complications  of  hemiplegia  occur  during  the 
early  recovery  phase  of  cerebrovascular  accidents, 
when  these  complications  are  preventable.  This 
report  presents  findings  of  osteoporosis  discovered 
in  the  early  recovery  phase  of  cerebrovascular  ac- 
cidents; it  suggests  that  dysfunction  is  the  major 
cause  of  osteoporosis.  This  is  one  of  a series  of 
investigations  to  delineate  the  natural  history  and 
recovery  of  stroke  patients. 

The  recent  literature  includes  several  articles 
discussing  posthemiplegic  problems.  Kurasik 
and  Sutton^  discuss  the  comprehensive  approach 
in  management  of  hemiplegia.  They  present  an 
excellent  survey  of  the  general  problem  in  the 
treatment  of  hemiplegia;  however,  they  fail  to 
mention  acute  or  long-standing  osteoporosis, 
shoulder-hand  syndrome,  or  other  related  dis- 
orders. 

A more  cogent  approach  to  hemiplegic  problems 
is  presented  in  a series  of  articles  by  Moskowitz^-s 
and  Moskowitz  et  al.^  who  stress  early  recognition 
of  complicating  factors  and  vigorous  rehabilitation 
treatment  to  prevent  the  disabilities  which  would 
result.  They  discuss  the  spotty  demineralization 
seen  in  the  late  stages  of  Sudek’s  atrophy,  severe 
shoulder-hand  syndrome,  and  also  the  presence  of 
heterotopic  calcification  in  the  hemiplegic  extrem- 


ities. Here,  too,  the  early  presence  of  osteoporo- 
sis was  not  noted. 

Hemiplegic  osteoporosis  is  not  mentioned  as  an 
entity  in  the  osteoporosis  literature.^-**  Singh 
et  al.^  presented  a study  of  femoral  head  osteo- 
porosis which  may  have  some  future  application  to 
the  x-ray  examination  of  the  humerus  and  hand. 

Hodkinson  and  Brain'”  and  Peszczynski"  con- 
cern themselves  with  long-standing  unilateral 
osteoporosis  as  a cause  of  fractures  in  the  lower 
extremities  of  elderly  hemiplegic  patients.  No 
attempt  was  made  to  study  or  analyze  the  earlier 
stages  of  this  disease. 

Codman'^  mentions  demineralization  of  the 
shoulder  following  frozen  shoulder,  but  discusses 
it  as  a chronic  phase  of  this  syndrome  secondary  to 
fracture.  Lundberg  and  Nilsson'”  presented  an 
excellent  study  on  osteopenia  in  patients  with 
frozen  shoulder  and  demonstrated  the  develop- 
ment of  this  process,  “soon  after  the  onset  of  the 
symptoms,”  with  “no  sign  of  restoration  of  mineral 
mass  at  least  not  within  the  first  year”  after  the 
return  of  normal  range  of  motion.  Their  article 
showed  an  awareness  of  the  acute  nature  of 
demineralization  of  bone  following  disuse,  a fact 
which  most  previous  authors  had  not  mentioned. 

Method 

Twenty-three  patients  with  hemiplegia  referred 
to  the  Department  of  Rehabilitation  Medicine, 
State  University  Hospital,  in  a six-month  period 
for  the  treatment  of  the  sequelae  of  stroke  were 
studied.  Routine  anteroposterior  and  lateral 
radiographs  were  taken  of  both  shoulders,  wrists, 
and  hands.  A correlation  was  then  made  between 
onset  of  stroke,  disability,  presence  of  function, 
and  the  development  of  osteoporosis. 

Results 

Twenty-three  patients  were  involved  in  this 
study.  There  were  14  right-sided  paralyses,  8 
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TABLE  I.  Summary  of  23  hemiplegic  patients* 


Age 

(Years) 

Duration 
From 
Onset  to 
X-Ray 
(Weeks) 

Handedness 

Affected 

Side 

Returning 

Function 

at 

X-Ray 

Shoulder 

Subluxation 

Osteoporosis 

Correlation 

70 

16 

Right 

Right 

No 

Partial 

Yes 

-f 

69 

4 

Right 

Right 

Yes 

No 

No 

+ 

69 

16 

Right 

Left 

No 

No 

Yes 

68 

14 

Right 

Right 

No 

Yes 

Yes 

+ 

52 

6 

Right 

Right 

No 

No 

No 

— 

59 

4 

Right 

Right 

Yes 

No 

No 

67 

6 

Right 

Right 

No 

Yes 

Yes 

+ 

63 

2 

Ambidex. 

Left 

No 

Yes 

No 

— 

49 

4 

Right 

Left 

No 

Yes 

No 

- 

69 

10 

Right 

Right 

No 

No 

No 

— 

43 

12 

Right 

Right 

Yes 

Yes 

No 

+ 

70 

10 

Right 

Right 

No 

No 

No 

+ 

73 

8 

Right 

Right 

Yes 

No 

Bilat. 

Bt 

68 

4 

Right 

Left 

No 

Partial 

Yes 

+ 

74 

3 

Right 

Left 

No 

Partial 

Bilat. 

Bt 

70 

6 

Right 

Right 

Yes 

No 

No 

+ 

61 

14 

Right 

L > R 

Yes 

No 

No 

+ 

67 

6 

Right 

Right 

Yes 

No 

Bilat. 

Bt 

62 

4 

Right 

Right 

Yes 

No 

Bilat. 

Bt 

81 

5 

Right 

Left 

Yes 

No 

No 

-f 

56 

14 

Right 

Right 

Yes 

No 

No 

+ 

63 

2 

Right 

Left 

No 

No 

Yes 

-f 

58 

13 

Right 

Left 

No 

Yes 

Yes 

-t- 

* No  patients  with  shoulder-hand  syndrome. 

t Patients  with  bilateral  osteoporosis  excluded  from  final  statistics. 


left-sided  paralyses,  and  1 bilateral  paralysis.  The 
average  age  of  these  patients  was  sixty-four  years. 
There  were  6 male  and  17  female  patients.  Table  I 
presents  a summary  of  the  patients  studied  with 
tabulated  correlation  of  data. 

The  subjects  were  divided  into  five  groups. 
Patients  having  bilateral  osteoporosis  were  ex- 
cluded from  the  final  statistics,  since  it  was  not 
possible  to  evaluate  them.  Correlations  were  con- 
sidered positive  in  those  patients  demonstrating 
osteoporosis  in  the  presence  of  no  clinical  function 
of  the  upper  extremity  or  no  osteoporosis  in  the 
presence  of  no  clinical  function. 

The  records  show  4 patients  with  bilateral 
osteoporosis.  There  were  8 patients  demonstrating 
the  presence  of  osteoporosis  with  no  clinical  func- 
tion, and  7 with  no  osteoporosis  with  clinical  func- 
tion, totaling  15  positive  correlations.  There  were 
4 negative  correlations  represented  by  the  absence 
of  osteoporosis  in  the  absence  of  function.  'There 
were  no  patients  in  which  clinical  function  and 
osteoporosis  were  both  present. 

Comment 

The  percentages  would  indicate  that  there  may 
be  some  validity  in  the  theory  that  osteoporosis 
occurs  early  in  hemiplegic  disability,  and  only 
when  there  is  loss  of  neuromuscular  function.  Al- 
though it  did  not  occur  in  all  cases  in  this  study, 
osteoporosis  was  never  found  in  the  presence  of 
active  motion  of  the  involved  extremity.  The 
percentage  of  positive  correlations  was  79  per  cent 


of  the  total,  while  all  negative  correlations  which 
occurred  were  only  in  subjects  who  did  not  demon- 
strate osteoporosis. 

The  inference  drawn  may  be  that  the  disuse 
associated  with  hemiplegia  may  be  responsible  for 
osteoporosis.  The  disuse  occurs  from  the  paralysis 
of  muscles  of  the  upper  extremity  and  shoulder  in 
combination  with  dependency  and  gravitational 
traction.  Attempts  should  be  made  to  prevent  this 
by  proper  positioning  and  splinting. 

Osteoporosis  was  discovered  in  these  subjects 
approximately  nine  weeks,  on  the  average,  after  the 
onset  of  disability.  Earlier  examination,  however, 
might  have  demonstrated  that  osteoporosis  was 
present  as  early  as  two  weeks  to  one  month  follow- 
ing the  onset  of  stroke.  The  presence  of  osteoporo- 
sis was  detected  in  one  patient  as  early  as  two 
weeks.  The  previous  theory  that  osteoporosis 
results  from  long-standing  hemiplegia  should 
therefore  be  reexamined  in  view  of  the  evidence 
presented  in  this  article. 

Evidence  is  presented  to  suggest  that  osteoporo- 
sis begins  in  the  subacute  phase  of  a cerebrovascu- 
lar accident.  Contrary  to  current  literature,  which 
suggests  that  osteoporosis  occurs  mainly  in  pa- 
tients with  long-standing  disabilities,  this  study 
demonstrates  the  early  occurrence  of  osteoporosis 
in  disability. 

If  the  stroke  patient  could  be  examined  by  x-ray, 
one  might  find  osteoporosis  occurring  within  three 
weeks  of  the  onset  of  stroke.  Furthermore,  one 
must  question  whether  or  not  osteoporosis  develops 
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prior  to  shoulder-hand  syndrome  rather  than  as  a 
result  of  it.  Part  of  the  preventive  treatment  of 
shoulder-hand  syndrome  would  then  be  the  early 
detection  and  prevention  of  osteoporosis.  This 
will  be  studied  in  the  future. 

4.'>0  Clarkson  Avenue 
Brooklyn,  New  York  11203 
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Cancer  of  the  penis  is  a relatively  infrequent 
occurrence.  In  the  United  States  it  represents 
about  2 per  cent  of  all  cancer  of  the  male  genital 
organs  and  is  found  in  0.3  to  0.5  per  cent  of  the 
cancer-bearing  male  population. ' - It  is  more 
common  in  Puerto  Rico,  the  Caribbean  islands, 
Ceylon,  and  India,  and  in  parts  of  China  its  inci- 
dence is  as  high  as  15  per  cent.^  It  occurs  frequent- 
ly in  Hindus,  while  in  Mohammedans,  who  are  cir- 
cumcised incompletely  at  a later  age,  it  is  less 
frequent.  It  is  almost  unknown  in  Jews.  The 
relevant  factor  associated  with  low- incidence  rates 
of  penile  cancer  is  circumcision.  This  indicates 
that  cultural  factors  are  more  important  than 
racial  or  genetic. 

Analysis  of  144  patients  with  penile  cancer,  out 

Presented  at  the  55th  Scientific  Assembly  and  Annual  Meet- 
ing of  the  Radiological  Society  of  North  America,  Chicago, 
Illinois,  November  30  to  December  5,  1969. 


of  5,803  patients  with  cancer  of  the  male  genital 
organs  reported  on  in  three  central  State  cancer 
registries  and  ten  cooperating  hospital  registries 
during  1950  to  1954,  reveals  that  85  per  cent  were 
treated  by  surgical  intervention  and  4 per  cent  by 
surgical  excision  and  radiation.  No  mention  was 
made  of  the  management  of  carcinoma  of  the  penis 
solely  by  radiation  or  whether  the  remaining  11  per 
cent  received  no  treatment.  The  purpose  of  this 
article  is  to  review  briefly  the  role  of  radiotherapy 
in  malignant  diseases  of  the  penis  and  to  illustrate 
the  results  of  treatment  with  radium  molds. 

Material  and  treatment 

Between  January,  1959,  and  November,  1969, 
inclusive,  14  patients  were  treated  and/or  observed 
for  malignant  tumors  of  the  penis  at  Kings  County 
Hospital,  State  University  of  New  York  Downstate 
Medical  Center.  In  this  series,  5 patients  were 
treated  palliatively  for  far-advanced  disease  that 
was  clearly  beyond  the  scope  of  cure  (Table  I).  Of 
these,  3 patients  had  residual  or  recurrent  disease 
following  surgical  excision  and  were  treated  with 
orthovoltage  radiation.  The  fourth  patient  had  a 
Stage  in  lesion.  The  primary  lesion  was  treated 
with  a radium  mold,  and  the  inguinal  nodes  were 
treated  with  cobalt  teletherapy  to  6,000  rads  for  six 
weeks  and  with  interstitial  radium  to  5,000  r for  five 
days.  This  patient  had  no  recurrence  of  disease 
at  nineteen  months  and  died  twenty-two  months 
after  treatment.  The  fifth  patient  was  treated  at 
age  fifty-four  for  a Stage  II  lesion  with  200  kv.  radi- 
ation to  the  primary  site  and  lymph  nodes.  He 
developed  a recurrence  of  the  disease  and  had 
partial  amputation  eight  months  later,  followed 
by  radon  seeding  in  the  incompletely  excised  mar- 
gin. This  patient  was  lost  to  follow-up  evaluation, 
and  he  was  asymptomatic  at  age  eighty-five  in 
1967. 

A sixth  patient  died  of  cardiac  disease  within  a 
month  after  diagnosis  of  his  condition  at  age 
eighty-nine  without  receiving  any  treatment. 

Of  the  remaining  8 patients,  all  of  whom  were 
treated  solely  with  radium  mold,  7 had  early 
lesions  (Table  II).  One  patient  with  Stage  IB 
disease  had  fibrosarcoma.  The  eighth  patient  pre- 
viously had  transitional-cell  carcinoma  of  the 
bladder  and  later  developed  transitional-cell  car- 


TABLE  I.  Results  of  palliative  therapy 


Patient 

Stage 

Treatment 

Status 

3 

II 

Surgery;  200  kv. 
Surgery;  Radon 

Lost  to  follow-up  after  twenty-nine  years 

4 

III 

Surgery;  200  kv. 

Dead  after  thirty  months 

5 

II 

Surgery;  200  kv. 

Dead  after  fifteen  months 

6 

III 

Surgery;  200  kv. 

Dead  after  one  month 

7 

II 

None 

Dead  after  one  month* 

8 

III 

Radium  and  cobalt-60 

Dead  after  twenty-two  months 

* Coronary  dintiami  caiiHC  of  death. 
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TABLE  II.  Clinical  classification 


Stage 

Number  of 
Patients 

I: 

A.  Lesion  less  than  2 cm.,  no 

inguinal  metastases 
B.  Lesion  more  than  2 cm.,  no 

3 

inguinal  metastases 

4 

II; 

Operable  lymjjh  nodes 

3 

III: 

Inojjerable  nodes  and/or  dis- 

tant  spread 

4 

Total 

14 

TABLE  III.  Pathologic  findings  in  14  patients 

Lesion 

Number  of 
Cases 

Squamous-cell  carcinoma 

12 

Fibrosarcoma 

1 

Transitional-cell  carcinoma 

1 

Total 

14 

TABLE  IV. 

Regions  involved 

Area 

Number  of 
Cases 

Gians 

10 

Inguinal  Nodes 

4 

Prepuce 

4 

Shaft 

3 

Urethra 

1 

cinoma  of  the  anterior  urethra;  biopsy  showed  a 
positive  result  for  bilateral  inguinal  lymph  nodes. 
Table  III  lists  the  pathologic  findings  noted  in 
these  14  patients. 

The  youngest  patient  in  this  series  was  twenty- 
three  years  of  age  and  the  oldest  was  eighty-nine 
years.  One  patient  was  thirty-three  years  old. 
The  average  age  was  fifty-three  years  with  a peak 
of  6 patients  between  fifty  and  fifty-nine  years. 
Five  patients  were  whites,  4 were  Negroes,  and  5 
were  from  Puerto  Rico.  None  were  Jews. 

The  glans  was  involved  in  10  patients,  the  pre- 
puce in  4,  and  4 patients  had  inguinal  nodes  on  pre- 
sentation (Table  IV).  The  presenting  signs  and 
symptoms  and  their  duration  are  summarized  in 
Tables  V and  VI.  A mass  and  ulceration  were 
commonly  noted  and  were  of  prolonged  duration. 

A curative  tumor  dose  of  6,000  r was  delivered  to 
the  entire  penis  in  each  of  8 patients  with  early 
lesions  using  a surface  radium  applicator  in  ac- 
cordance with  the  Manchester  technic. Cylindri- 
cal Incite  or  beeswax  molds  containing  from  142  to 
230  mg.  of  radium  in  coaxial  rings  around  the  outer 
surface  were  used.  The  patients  received  6,000  r 
in  from  eight  to  fourteen  days.  The  most  frequent- 
ly used  treatment  schedule  was  ten  hours  of  appli- 
cation a day. 


The  successful  management  of  malignant  tumors  of 
the  penis  entails  complete  elimination  of  the  pri- 
mary lesion,  as  well  as  its  metastases.  The  role  of 
radiotherapy  in  the  management  of  tumors  of  the 
penis  has  taken  a traditional  secondary  position  to 
surgical  excision.  Because  of  superior  cosmetic, 
functional,  and  psychologic  results,  radiotherapy, 
using  radium  molds,  should  be  considered  seriously 
in  the  treatment  of  these  tumors. 

The  following  2 

case  reports  illustrate  this 

method  of  treatment. 

Case  reports 

Case  1.  This  patient  was  admitted  with  a painless 

2 by  1-cm.  ulcerated  lesion  of  the  prepuce  of  six  weeks’ 

duration.  No  significant  inguinal  lymph  nodes  were 

palpated.  Biopsy  showed  squamous-cell  carcinoma 

(Fig.  lA).  A cylinder  mold  containing  178  mg.  of 

radium  distributed  in 

three  coaxial  rings  was  applied 

for  seventy-eight  hours  and  delivered  6,000  r to  the  cen- 

tral  axis  of  the  penis  (Fig.  IB).  The  lesion  disappeared 

completely  (Fig.  IC). 

Circumcision  was  performed  for 

the  postradiation  phimosis.  No  evidence  of  tumor  was 

found  in  the  excised 

specimen.  He  died  of  coronary 

disease  complicated  by  Asian  influenza  with  no  evidence 

of  cancer  five  years  and  ten  months  later  (Fig.  ID). 

Case  2.  This  man 

complained  of  a sore  on  the  glans 

TABLE  V. 

Signs  and  symptoms 

Number  of 

Symptoms 

Patients 

Mass 

7 

Ulcer 

6 

Inguinal  nodes 

4 

Node  ulceration 

3 

Balanitis 

4 

Phimosis 

4 

Bleeding 

4 

Edema 

3 

Stricture 

3 

Pain 

2 

Nodules 

2 

Fetid  discharge 

2 

TABLE  VI. 

Duration  of  symptoms 

Number  of 

Number  of 

Months 

Patients 

0 to  1 

0 

1 to  3 

O 

3 to  6 

3 

6 to  12 

2 

12  to  24 

2 

24  to  36 

3 

Unknown 

1 

Total 

14 
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FIGURE  1 Case  1 (A)  Squamous  cell  carcinoma  of  prepuce  with  bleeding  and  purulent  exudate  of  six  weeks' 

duration  (B)  Cylindrical  radium  mold  in  treatment  position  (patient  may  position  mold  daily)  (C)  Penis  after  com- 
pletion of  radium  treatment,  and  (D)  five  years  later. 


penis  of  eighteen  months’  duration.  Physical  examina- 
tion revealed  a 4 by  3-cm.,  raised,  reddened  lesion  of  the 
entire  prepuce.  Circumcision  was  performed  and  re- 
vealed Queyrat’s  erythroplasia  and  squamous-cell  car- 
cinoma (Fig.  2A  and  B).  No  lymph  nodes  were  palpated 
in  the  inguinal  areas.  This  patient  received  6,000  r in 
eight  days,  and  his  lesion  disappeared  completely  (Fig. 
2C  and  D)  Three  months  after  completion  of  radium 
treatment,  bilateral  inguinal  lymph  nodes  appeared. 
Biopsy  of  these  nodes  revealed  squamous-cell  carcinoma. 
Subsequently,  inguinal  radical  adenectomy  was  per- 
formed and  showed  negative  findings.  At  the  time  of 
this  wTiting,  thirteen  months  postirradiation,  this  pa- 
tient shows  no  evidence  of  disease.  He  denies  any  func- 
tional disability. 

Results 

Table  VII  summarizes  the  curative  results  of 
treatment  Four  patients  are  alive  with  no  evi- 
dence of  disease  from  one  to  thirty  nine  months. 
One  patient  who  came  from  Puerto  Rico  for  treat- 
ment returned  there  after  one  month  with  no  evi- 


dence of  disease  and  has  since  been  lost  to  follow- 
up. One  thirty-three-year-old  patient,  who  had 
excision  of  his  tumor  elsewhere  at  age  thirty  and 
later  developed  a recurrence  of  the  disease,  is  alive 
with  no  evidence  of  disease  twenty-thre^  months 
after  radiation  therapy.  He  has  minimal  radio- 
necrosis at  the  site  of  the  lesion  within  the  surgical 
scar. 

The  patient  who  had  fibrosarcoma  of  the  penis 
died  of  pulmonary  metastases  after  thirty-four 
months.  The  patient  with  transitional-cell  car- 
cinoma of  the  urethra  died  of  recurrent  intestinal 
obstruction  with  no  evidence  of  disease  after  forty- 
one  months.  One  patient  died  with  cardiac  symp- 
toms during  the  Asian  influenza  epidemic,  without 
evidence  of  disease  of  the  penis.  He  sustained  no 
functional  disability  and  survived  five  years  and 
ten  months. 

Four  of  the  5 patients  in  this  series,  who  are  still 
alive,  are  eligible  for  analysis  at  five  years  (Table 
VITI). 


1948  New  York  State  Journal  of  Medicine  / August  15,  1971 


^ ^ ^ Queyrdt's  erythroplasia  and  squamous-cell  carcinoma  of  penis,  postcircumcision 

IC)  Wax  mold  with  radium  in  coaxial  rings  in  treatment  position  over  lead  protective  sheath.  (D)  Complete  disappear- 
ance of  squamous-cell  carcinoma  after  radium  treatment  to  6,000  r 


Comments 

The  successful  management  of  malignant 
tumors  of  the  penis  entails  complete  elimination  of 
the  primary  lesion,  as  well  as  its  metastases.  The 
age  and  condition  of  the  patient,  the  size,  site, 
type,  and  extent  of  the  neoplasm,  and  the  degree  of 
complications,  such  as  infection,  determine 
method  of  treatment. 

Surgical  intervention  for  all  stages  of  disease 
often  is  employed  without  benefit  of  prior  consulta- 
tion with  a radiotherapist.  It  total  surgical  excision 
is  technically  possible,  it  should  be  employed  for 


large  lesions  whether  or  not  surgical  excision  of 
inguinal  lymph  nodes  is  possible.  There  are  ob- 
vious serious  psychic  and  functional  disadvan- 
tages, however. 

Far-advanced  lesions  are  hopeless,  no  matter 
which  treatment  modality  is  employed.  Palliation 
should  be  the  objective  in  these  patients. 

Lesions  in  the  young  patient  and  superficial 
lesions  of  less  than  2 cm.  should  be  treated  with 
radiation  followed  by  frequent  and  careful  evalu- 
ation of  the  inguinal  areas.  If  inguinal  nodes  exist 
or  become  apparent,  extended  surgical  excision  is 
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TABLE  VII.  Curative  results  from  therapy  with  radium 
mold  dosage  of  6,000  r 


Patient 

Stage 

Status 

Time 

9 

lA 

Alive,  no  evidence  of  dis- 
ease 

1 month 

1 

lA 

Dead,  no  evidence  of  dis- 
ease* 

5 years,  10 
months 

3 

lA 

Lost  to  follow-up,  no  evi- 
dence of  disease 

1 month 

10 

IB 

Alive,  no  evidence  of  dis- 
ease 

3 years,  3 
months 

11 

IB 

Alive,  no  evidence  of  dis- 
ease 

1 year,  11 
months 

12 

IB 

Deadf 

2 years,  10 
months 

2 

IB 

Alive,  no  evidence  of  dis- 
ease 

1 year,  1 
month 

13 

II 

Dead,  no  evidence  of  dis- 
ease** 

3 years,  5 
months 

* Due  to  heart  disease  and  Asiatic  influenza, 
t Due  to  pulmonary  metastases. 

**  Due  to  intestinal  obstruction. 


patient’s  family.  Recurrence  of  the  disease  fol- 
lowing radiation  should  be  treated  by  surgical 
intervention. 

Complications  from  radiation  therapy  in  this 
series  of  patients  have  been  minimal.  Circum- 
cision has  been  used  to  prevent  postradiation  ad- 
hesive balanitis  and  phimosis.  Except  when  there 
has  been  a previous  extensive  surgical  procedure 
with  recurrence  of  associated  disease  overwhelming 
infection  and  radionecrosis  have  not  been  a prob- 
lem. 

Summary 

The  role  of  radiotherapy  in  the  management  of 
tumors  of  the  penis  has  taken  a traditional  secon- 
dary position  to  surgical  excision.  Because  of 
superior  cosmetic,  functional,  and  psychologic 
results,  radiotherapy,  using  radium  molds,  should 


TABLE  VIII.  Modified  life  survival  rates  in  13  patients  with  carcinoma  of  penis  (1959  to  1959)  (Berkson-Gage*  method) 


Years 
After 
Date  of 
Diagnosis 

Alive  at 
Beginning 
of  Period 

During  Interval — 

Lost  to  Withdrawn 

Follow-up  Alive 

Effective 
Number 
Exposed 
to  Risk 

Died 

Died 

Interval 

Cumulative 

1 

13 

2 

1 

1 

12 

0.16 

0.84 

0.84 

2 

9 

1 

1 

2 

7.5 

0.13 

0.87 

0.73 

3 

5 

2 

0 

1 

4.5 

0.44 

0.56 

0.40 

4 

2 

1 

0 

0 

2 

0.50 

0.50 

0.20 

5 

1 

0 

0 

0 

1 

0.00 

1.00 

0.20 

6 

1 

1 

0 

0 

1 

1.00 

0.00 

0.00 

necessary.  Radiation  sometimes  is  effective  in 
those  instances  when  surgical  intervention  is  not 
possible. 

Because  of  the  possibility  of  early  superficial  and 
deep  lymphatic  permeation  in  cancer  of  the  penis, 
in  our  clinic  local  external  and  interstitial  radiation 
methods  are  not  used  initially  for  small  lesions. 
In  addition,  because  radium  mold  can  efficiently 
treat  most  of  the  shaft  of  the  penis,  it  is  used  for 
superficial  as  well  as  invasive  lesions.  The  avoid- 
ance of  crippling  surgical  procedure  and  its  con- 
sequent psychologic  upset  and  the  obvious  excel- 
lent cosmetic  and  functional  results  are  gratifying 
to  both  physician  and  patient,  including  the 


be  considered  seriously  in  the  management  of 
these  tumors. 
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INTRACRANIAL  LESION 
WITH  HEMORRHAGE 

Case  history 

Salvacion  Garcia,  M.D.:  A seventy-eight- 

year-old  white  woman  was  admitted  because  of 
weakness  on  the  right  side  and  slurring  of  speech 
for  two  months. 

The  patient  had  mild  hypertension  noted  two 
years  before  admission  and  was  treated  with  re- 
serpine,  chlorpromazine,  and  amitriptyline 
hydrochloride.  Approximately  two  months  before 
admission  the  patient  noted  the  gradual  onset  of 
weakness  in  the  right  arm  and  leg,  with  progressive 
difficulty  in  speaking.  On  the  day  of  admission, 
the  patient  developed  headache  and  an  episode  of 
vomiting.  The  past  history,  systemic  review,  and 
family  history  were  noncontributory. 

Physical  examination  revealed  her  blood  pres- 
sure to  be  180/80,  pulse  84,  and  respiratory  rate  20 
per  minute;  her  temperature  was  98.6  F.  The 
patient  was  aphasic  but  was  not  in  acute  distress 
and  appeared  capable  of  understanding  questions. 
Examination  of  the  head  was  not  remarkable;  no 
bruit  was  audible.  The  pupils  were  equal  and  re- 
acted well  to  light;  the  fundi  showed  only  moderate 
arteriosclerotic  changes.  There  was  no  neck  rigid- 
ity. The  lungs  were  clear.  A moderately  loud 
Grade  III  to  VI  blowing  systolic  murmur  was  audi- 
ble at  the  cardiac  apex.  The  liver,  kidneys,  and 
spleen  were  not  palpable. 

The  neurologic  examination  revealed  no  evi- 
dence of  nystagmus;  there  was  slight  drooping  of 
the  right  corner  of  the  mouth  and  inability  to  move 
the  right  arm  and  leg;  the  deep  tendon  reflexes  on 
the  right  side  were  more  active  than  on  the  left, 
and  a response  was  present  in  the  right  extensor- 
plantar  muscle.  No  sensory  defect  was  found. 
The  speech  was  slurred  with  aphasia,  apparently 
of  motor  origin. 

The  hemoglobin  was  14.2  Gm.  per  100  ml.,  the 
hematocrit  43,  and  the  white  blood  cell  count 
13,000  with  78  per  cent  polymorphonuclear  leu- 
kocytes. The  urinalysis  showed  a specific  gravity 
of  1.015,  a 2 plus  positive  test  result  for  albumin. 


and  showed  a trace  of  sugar;  the  microscopic 
examination  showed  5 to  10  white  and  20  to  30 
red  blood  cells  per  high-power  field,  with  occasion- 
al epithelial  and  coarse  granular  casts.  The  true 
blood  glucose,  blood  urea  nitrogen,  serum  electro- 
lytes, serum  glutamic  oxaloacetic  transaminase, 
serum  glutamic  pyruvic  transaminase,  lactic  acid 
dehydrogenase,  and  alkaline  phosphatase  levels 
were  normal.  The  VDRL  test  result  was  nonre- 
active. The  total  bilirubin  was  1.1  mg.  (direct  0.1 
mg.)  and  the  total  cholesterol  290  mg.  per  100  ml. 

The  electrocardiogram  readings  were  within  nor- 
mal limits.  The  chest  x-ray  film  showed  clear 
lung  fields,  the  heart  at  the  upper  limits  of  normal, 
and  atherosclerosis  of  the  aorta.  Skull  films  in  the 
posteroanterior  and  lateral  views  failed  to  reveal 
any  abnormality. 

On  the  day  of  admission,  the  patient  lapsed  into 
coma.  Lumbar  puncture  revealed  an  opening 
pressure  of  230  mm.  of  water;  the  fluid  was  xantho- 
chromic and  showed  a trace  of  occult  blood.  The 
spinal  fluid  protein  was  170  mg.  (normal  below  40 
mg.)  per  100  ml.,  the  chlorides  119  mEq.  per  liter, 
the  sugar  66  mg.  per  100  ml.,  and  1,673  red  and 
6 white  blood  cells  per  cubic  millimeter. 

On  the  fourth  hospital  day  the  patient’s  tem- 
perature rose  to  102  F.,  and  ampicillin  was  given; 
thereafter  the  temperature  remained  at  normal 
level.  The  neurologic  consultant  found  the  patient 
unresponsive  to  verbal  stimuli;  the  oculocephalic 
reflexes  were  active  in  both  lateral  directions;  a 
slight  weakness  was  present  in  the  right  lower  part 
of  the  face  together  with  a total  flaccid  paralysis  of 
all  extremities.  Painful  stimuli  could  elicit  motor 
responses  in  the  left  but  not  in  the  right  arm  nor  in 
the  lower  extremities.  The  deep  tendon  reflexes 
appeared  to  be  more  active  on  the  left  than  on  the 
right  side,  and  Babinski  signs  were  positive  bilater- 
ally. The  neck  was  not  rigid. 

A second  spinal  tap  revealed  an  opening  pressure 
of  430  mm.  of  water;  again  the  fluid  was  xantho- 
chromic and  cloudy  and  showed  a glucose  level  of 
102  mg.  and  a protein  content  of  124  mg.  per  100 
ml.;  there  were  50,000  red  and  no  white  blood  cells 
per  cubic  millimeter.  The  smear  test  result  on 
both  spinal  fluid  specimens  revealed  no  bacteria; 
aerobic  and  anaerobic  cultures  were  negative  after 
forty-eight  hours’  incubation. 
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FIGURE  1.  Angiograms  showing  (A)  faint  tumor  stain 
(arrows)  in  left  posterior  parietal  area  with  sinusoids  and 
venous  lakes  suggestive  of  glioma  or  glioblastoma, 
(B)  marked  narrowing  (arrow)  of  right  internal  carotid 
artery,  and  (C)  less  severe  partial  stenosis  of  left  internal 
carotid  artery  (arrow). 
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FIGURE  2.  Brain  scan  using  radioactive  technetium 
showing  increased  uptake  in  left  occipital  area  (arrows). 

Bilateral  cerebral  angiography  on  the  third 
hospital  day  revealed,  after  the  administration  of 
contrast  material,  a tumor  stain  in  the  left  poster- 
ior parietal  area  measuring  5 by  6 cm.  (Fig.  lA). 


There  appeared  to  be  slight  external  pressure  on 
the  middle  group  of  cerebral  vessels  on  the  left 
side.  The  angiogram  of  the  right  carotid  artery 
revealed  the  anterior  cerebral  vessels  to  be  dis- 
placed to  the  right;  the  position  of  the  right  middle 
group  of  cerebral  vessels  was  normal.  In  addition 
severe  atherosclerosis  of  the  internal  carotid  arte- 
ries was  noted  to  be  more  prominent  on  the  right, 
where  there  was  almost  complete  occlusion  but  not 
obstruction  to  the  flow  of  contrast  material  (Fig. 
IB  and  C).  A brain  scan  revealed  increased  up- 
take prominently  in  the  left  occipital  area, 
measuring  5 by  5 cm.,  close  to  the  periphery  of  the 
brain  (Fig.  2).  The  question  of  metastatic  neo- 
plasm was  raised,  but  the  persisting  comatose  state 
prevented  a complete  diagnostic  evaluation  of  any 
primary  source. 
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Because  of’  persisting  coma,  the  patient  was 
given  dexamethasone  (I)ecadron)  20  mg.  four 
times  daily.  By  the  third  day  of  steroid  therapy, 
the  patient  was  able  to  move  all  her  extremities  to 
a limited  degree  on  command,  and,  thereafter, 
within  twenty-four  hours  responded  to  simple 
commands  and  to  minimal  painful  stimuli.  Dur- 
ing the  succeeding  five  days  she  remained  somno- 
lent, but  her  state  of  consciousness  improved. 
There  was  nystagmus  on  left  deviation  of  the  eyes, 
but  this  diminished  with  passive  head  turning. 

One  week  after  admission  the  patient  was  able 
to  take  fluids  by  mouth,  and  during  the  second 
hospital  week,  she  became  progressively  more 
alert.  At  that  time  the  white  blood  cell  count 
was  27,000  with  88  per  cent  polymorphonuclear 
forms.  The  blood  urea  nitrogen  was  22  mg.,  per 
100  ml.,  and  the  serum  electrolyte  determinations 
were  still  within  normal  limits.  By  the  end  of  the 
second  hospital  week,  the  patient  responded  ap- 
propriately to  questions,  although  her  actual  words 
were  still  unintelligible.  In  the  middle  of  the  third 
hospital  week,  she  had  a brief  episode  of  melena, 
but  the  hemoglobin  was  maintained  at  12.7  Gm. 
per  100  ml.  Subsequent  stool  guaiac  test  results 
were  negative.  Neurosurgical  intervention  was 
considered  but  deferred  because  of  tbe  patient’s 
age  and  general  physical  condition. 

Through  the  balance  of  the  patient’s  hospital 
course,  she  was  intermittently  lethargic  and  som- 
nolent but  could  walk  with  assistance.  She  was 
able  to  respond  to  gestures  and  simple  commands 
and  to  feed  herself,  and  she  eventually  became 
more  alert,  oriented,  and  capable  of  conversing 
with  minimal  words  and  gestures.  There  was 
slight  improvement  in  the  weakness  in  the  right 
arm,  and  the  bilateral  plantar  responses  became 
flexor.  Ability  to  manipulate  objects  was  con- 
siderably better  in  the  left  hand  than  in  the  right. 
Her  blood  pressure  was  observed  to  be  in  the  range 
of  160  to  200/70  to  90  throughout  most  of  her  hospi- 
tal stay.  Dexamethasone  was  gradually  decreased 
to  5 mg.  twice  a day,  but  improvement  persisted 
with  increased  ability  to  name  objects,  although 
confusion  between  right  and  left  and  inability 
to  cross  the  midline  persisted. 

The  patient  was  discharged  on  the  sixty-first 
hospital  day,  much  improved. 

She  remained  ambulatory  with  continued  ster- 
oid therapy  after  discharge.  Early  one  morning, 
four  months  later,  her  daughter  heard  the  patient 
“breathing  loudly”  and  was  unable  to  arouse  her. 
On  admission  to  another  hospital,  she  was  coma- 
tose with  Cheyne- Stokes  respirations  and  re- 
sponded only  to  painful  stimuli.  Her  temperature 
was  99  F.,  pulse  rate  100,  and  respiratory  rate  24 
per  minute;  the  blood  pressure  was  220/140.  The 
pupils  were  equal  and  nonreactive  to  light;  arterio- 
venous nicking  and  waxy  and  cotton-wool  retinal 
exudates  were  noted.  The  common  carotid  pulses 


were  present  bilaterally.  Rhonchi  were  iieard 
over  the  lower  posterior  lobe  of  the  left  lung.  A 
Grade  II  to  VI  systolic  murmur  was  present  over 
the  mitral  area.  The  deep  tendon  reflexes  were 
increased  in  the  left  and  equivocal  on  the  right 
side;  Babinski  responses  were  present  bilaterally. 

Laboratory  studies  on  admission  revealed  a 
white  blood  cell  count  of  13,000,  blood  glucose  143 
mg.  per  100  ml.,  and  lactic  acid  dehydrogenase 
300  units.  The  electrocardiogram  suggested  left 
ventricular  hypertrophy;  the  chest  x-ray  film  was 
reported  to  show  no  abnormality.  A lumbar  punc- 
ture produced  grossly  bloody  fluid  with  an  opening 
pressure  of  330  mm.  of  water  pressure.  The  spinal 
fluid  chloride  was  122  mEq.  per  liter;  the  glucose 
was  70  mg.  and  the  protein  218  mg.  per  100  ml.; 
and  the  Kolmer  test  result  was  negative. 

Cheyne-Stokes  breathing  continued;  endotra- 
cheal intubation  was  performed  and  a Bennett 
respirator  used.  She  was  treated  also  with 
reserpine  (Serpasil)  and  dexamethasone  given 
intravenously.  Neurologic  evaluation  indicated 
deep  stupor,  response  only  to  noxious  stimuli,  and 
decerebrate  rigidity  in  the  upper  and  lower  extrem- 
ities. The  left  pupil  was  slightly  larger  than  the 
right,  and  both  were  nonreactive  to  light.  The 
corneal  reflexes  were  present  but  depressed.  Mild 
rigidity  of  both  arms  and  marked  rigidity  of  both 
legs  were  noted,  together  with  hyperactive  deep 
tendon  reflexes  and  bilateral  Babinski  signs. 
Terminally  her  blood  pressure  fell  progressively 
despite  metaraminol  therapy,  and  her  temperature 
rose  to  107  F.  She  gradually  became  cyanotic  and 
died. 

Discussion 

Gerald  Klingon,  M.D.*:  The  patient,  an  elder- 
ly woman,  had  gradual  onset  and  progression  of 
weakness  of  the  right  arm  and  leg  and  a speech 
disorder.  Initially  the  problem  seemed  to  be  lo- 
cated in  the  left  cerebral  hemisphere,  although  the 
speech  dysfunction  described  at  that  time  was  not 
clearly  dysphasia,  and  there  was  no  definitely  de- 
scribed facial  weakness  or  change  in  visual  field. 
While  the  left  cerebral  hemisphere  appeared  to  be 
the  probable  site,  one  could  not  exclude  an  infra- 
tentorial lesion  on  the  basis  of  the  information 
given.  Later  developments  indicated  that  dys- 
phasia was  present,  the  face  was  affected,  and, 
therefore,  the  left  cerebral  hemisphere  must  have 
been  involved. 

The  immediate  reason  for  the  first  admission  to 
the  hospital  was  an  abrupt  episode  of  headache  and 
vomiting.  A spinal  tap  at  that  time  showed  in- 
creased fluid  pressure  and  xanthochromia  with 
1,673  red  blood  cells  per  cubic  millimeter,  suggest- 
ing a hematoma  in  the  parenchyma  of  the  brain  or 
located  subdurally.  It  was  later  noted  that  she 
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developed  a flaccid  paralysis  in  all  extremities, 
possibly  due  to  compression  of  the  brain  stem. 
On  repeat  spinal  tap  50,000  red  blood  cells  per 
cubic  millimeter  were  found,  indicating  to  me  that 
there  was  repeated  bleeding.  The  apparent  tam- 
ponade in  the  brain  stem,  therefore,  could  con- 
ceivably result  from  a blood  clot  or  a collection  of 
blood  in  the  midline  ventricles,  in  the  aqueduct  of 
Sylvius,  or  in  the  prepontine  area. 

Bilateral  angiographic  study  showed  there  was  a 
tumor  stain  which  appeared  to  be  parenchymal 
within  the  left  cerebral  hemisphere.  Can  we  re- 
view the  pertinent  x-ray  films.  Dr.  Batillas? 

John  Batillas,  M.D.:  The  chest  film  on  ad- 

mission indicated  prominence  of  the  left  ventricle 
of  the  heart  and  calcification  in  the  aortic  knob; 
the  lungs  were  clear.  There  had  been  no  obvious 
change  from  the  film  taken  fifteen  months  pre- 
viously. On  the  skull  films  the  sella  turcica  ap- 
peared to  be  normal;  calcification  in  the  carotid 
arteries  was  seen  in  the  posteroanterior  view;  and 
there  was  no  evidence  in  the  skull  of  destruction  or 
hyperostosis.  A brain  scan  demonstrated  an  area 
of  increased  uptake  in  the  left  posterior  parietal 
or  parietal-occipital  region  (Fig.  2).  The  arterio- 
gram of  the  right  carotid  artery  demonstrated 
both  anterior  cerebral  arteries  to  be  shifted  to  the 
right  of  the  midline  in  the  pattern  of  a so-called 
“square  shift”  so  that  the  lesion  was  most  probably 
located  posterior  to  the  sphenoid  ridge.  On  the 
angiogram  of  the  left  carotid  artery,  a tumor  stain 
appeared  fairly  early  in  the  posterior  parietal  area 
and  persisted  through  the  capillary  and  venous 
phases  (Fig.  lA).  This  stain  was  irregular  with 
sinusoids  and  venous  lakes  which  suggested  glioma 
or  glioblastoma.  There  was  also  a shift  of  the  in- 
ternal cerebral  vein  to  the  right  of  the  midline. 

In  the  lateral  views  of  the  arteriogram  of  the 
right  carotid  artery  both  anterior  cerebral  arteries 
followed  normal  contours  and  pathways;  there  was 
noted  some  arteriosclerotic  change,  particularly  at 
the  origin  of  the  internal  carotid  artery  on  the  right 
side  (Fig.  IB  and  C). 

Reubien  Hoppenstein,  M.D,:  In  gliomas  we 

would  expect  a wedge-shaped  tumor  stain  with  its 
apex  medially  and  its  base  spreading  peripherally. 
In  angiograms  of  these  malignant  tumors  one 
ordinarily  sees  early  venous  drainage,  and  the 
tumor  blush  does  not  persist  late  into  the  venous 
phase.  However,  in  this  case  there  was  a prolonged 
blush  with  an  associated  smooth  curvilinear  vein 
on  its  medial  aspect,  militating  against  primary 
malignant  tumor. 

The  films  showed  the  posterior  branch  of  the 
middle  meningeal  artery  lying  directly  over  the 
area  of  the  tumor.  If  a selective  external  carotid 
angiogram  showed  that  this  vessel  was  the  main 
arterial  supply  of  the  tumor,  such  a finding  would 
favor  meningioma. 

Stefan  Shanzer,  M.D.:  When  1 first  studied 


these  films,  my  impression  was  that  this  was  a 
malignant  tumor.  However,  I consulted  with  the 
neuroradiologist  at  another  medical  center,  and  he 
said  that  he  had  no  absolutely  definitive  criteria 
by  which  to  determine  whether  this  was  a benign 
tumor,  such  as  meningioma,  or  a malignant 
tumor,  such  as  glioblastoma. 

There  were  many  irregular  vessels  which  in- 
clined me  toward  a diagnosis  of  glioblastoma,  but 
I was  not  positive.  Dr.  Hoppenstein  argued 
vigorously  at  that  time  that  this  was  meningioma. 

Dr.  Klingon:  If  this  is  a meningioma,  it  is  dif- 
ficult for  me  to  decide  the  area  from  which  it  might 
be  arising.  The  brain  scan  showed  an  uptake 
which  was  not  cap-like  and  which  appeared  to  be 
parenchymal. 

The  next  salient  feature  in  this  patient’s  clinical 
course  was  her  improvement  which  can  be  attrib- 
uted to  the  administration  of  corticosteroids.  She 
was  at  least  able  to  ambulate  with  a walker.  There 
was  one  episode  of  melena,  with  no  recurrence. 
The  cause  of  the  melena  was  not  defined. 

The  patient  was  discharged  and  apparently  her 
condition  was  stable  for  four  months,  until  she  was 
admitted  to  another  hospital  in  deep  stupor  with 
Cheyne-Stokes  respiration.  At  that  point  the 
pupils  were  observed  to  be  equal,  and  the  deep 
tendon  reflexes  were  increased  on  the  left  side  with 
bilateral  Babinski  responses.  The  spinal  fluid  was 
grossly  bloody.  Later  during  that  final  admission, 
the  left  pupil  was  noted  to  be  larger  than  the 
right. 

The  remission  of  symptoms  which  lasted  several 
pionths  should  be  credited  to  effective  corti- 
costeroid treatment;  yet  with  the  angiographic 
findings,  one  has  to  conclude  that  the  patient  had 
an  expanding  intracranial  lesion.  The  question  is, 
was  it  a neoplastic  lesion?  K it  was  neoplastic  tis- 
sue, was  it  a primary  or  a secondary  lesion?  If 
secondary,  what  would  be  the  most  likely  primary 
tumor?  If  it  was  not  a neoplasm,  could  it  be 
granuloma?  The  subarachnoid  bleeding  suggests 
the  possibility  of  hemangioblastic  meningioma, 
although  I personally  have  never  seen  meningioma 
nor  glioblastoma  present  in  that  manner.  K it  is 
glioblastoma,  could  it  have  perithelial  sarcoma- 
tous changes  within  it,  and  indeed  could  these  be 
more  prominent  than  the  usual  glial  elements? 
Such  finding  would  then  account  for  the  hemor- 
rhage, in  my  experience  and,  I am  sure,  in  the  ex- 
perience of  the  other  neurologists  present. 

In  considering  the  probability  of  metastatic 
tumor,  I could  be  easily  persuaded  in  that  direction 
because  of  the  hemorrhagic  episodes.  By  far  the 
largest  percentage  of  secondary  tumors  which 
cause  subarachnoid  bleeding,  especially  in  a 
woman,  are  melanomas.  In  the  man,  the  most 
likely  tumor  would  be  of  testicular  origin,  and  the 
bleeding  would  most  likely  occur  in  or  around  the 
tumor  rather  than  directly  into  the  subarachnoid 
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space.  This  woman  had  obviously  several  epi- 
sodes of  subarachnoid  bleeding,  and  her  eventual 
death  was  no  doubt  related  to  hemorrhage  affect- 
ing the  brain  stem.  There  was  no  doubt  that  a 
considerable  degree  of  intracerebral  hemorrhage 
was  associated  with  this  tumor. 

Whenever  there  is  bleeding  into  the  ventricular 
system,  particularly  into  the  subarachnoid  space, 
secondary  subdural  hemorrhages  are  by  no  means 
uncommon.  The  position  of  the  neoplasm  in  this 
case,  however,  would  not  lead  me  to  suspect 
secondary  subdural  bleeding;  there  was  no  obvious 
vascular  dead  space  noted  on  the  angiogram. 

I would  conclude  then  that  this  lesion  was  most 
likely  a secondary  tumor,  in  particular  melanoma, 
rather  than  a primary  tumor  of  the  brain.  The  sin- 
gle episode  of  melena  would  suggest  a metastatic 
gastrointestinal  implantation  of  melanoma. 

John  T.  Flynn,  M.D.:  I would  like  to  know.  Dr. 
Klingon,  if  you  were  impressed  with  this  patient’s 
history  of  hypertension.  On  her  last  admission  to 
our  hospital,  we  found  her  blood  pressure  to  be 
180/80,  and  she  was  later  described  at  the  other 
hospital  to  have  a blood  pressure  of  220/140,  associ- 
ated with  arteriovenous  nicking,  and  waxy  and  cot- 
ton-wool exudates  in  the  retinas.  There  was  3 plus 
proteinuria.  Are  we  justified  in  dismissing  the 
evidence  of  generalized  and  cerebral  vascular  dis- 
ease as  being  noncontributory  to  the  patient’s 
neurologic  findings? 

Dr,  Klingon:  I do  not  think  that  you  should 

place  too  much  significance  on  the  narrowing 
of  the  carotid  artery.'  Faced  with  the  progressive 
clinical  picture  that  this  patient  presented, 
together  with  the  x-ray  evidence  of  tumor  and 
blood  in  the  spinal  fluid,  I would  have  to  believe 
that  the  primary  factor  was  the  expanding  neo- 
plastic lesion.  The  marked  rise  in  blood  pressure 
may  have  been  due  to  a sudden  increase  in  intra- 
cranial pressure. 

Dr.  Flynn:  Can  retinal  exudates  and  hemor- 

rhages be  attributed  to  intracranial  tumor,  caus- 
ing increased  venous  pressure  in  the  brain? 

Dr.  Klingon:  I would  say  not. 

Norman  Blackman,  M.D.:  This  woman  was 

known  to  me  as  a patient  for  four  to  five  years  be- 
fore she  became  sick.  I saw  her  infrequently  and 
mostly  because  her  daughter  was  apprehensive. 
During  that  time  it  seemed  to  me  that  this  woman 
definitely  showed  senile  changes  that  could  be 
attributed  to  cerebral  arteriosclerosis.  This  was 
one  of  the  reasons  that  contributed  to  our  final 
decision  not  to  permit  any  neurosurgical  interven- 
tion. 

Dr.  Hoppenstein:  Most  tumor  stains  show  fea- 
tures of  both  benign  and  malignant  tumors,  and, 
therefore,  it  is  difficult  to  be  100  per  cent  certain 
of  the  exact  nature  of  the  lesion,  as  in  our  case. 
I agree  that  malignant  tumor  is  suggested  by  the 
fact  that  with  a massive  lesion  the  midline  shift 


is  not  very  pronounced.  Yet  to  confuse  the  issue 
further,  meningiomas  because  of  their  long  evolu- 
tion will  first  compress  the  ventricle  and  conse- 
quently often  produce  little  shift  of  the  midline. 

Reviewing  these  facts,  I believe  the  possibility  of 
a benign  tumor  is  greater  than  that  of  a malignant 
lesion  which,  however,  I cannot  rule  out  entirely. 

Daniel  E.  Schapiro,  M.D.:  In  this  patient’s 

history  there  was  a four-month  hiatus  between  the 
admission  to  this  hospital  and  the  terminal  admis- 
sion to  the  other  hospital.  Such  a prolonged  inter- 
val of  improvement  would  be  highly  uncharacter- 
istic of  death  due  to  meningioma,  as  would  also 
the  rather  abrupt  terminal  course  and  the  hemor- 
rhagic complications.  In  addition  to  melanoma 
which  should  stand  high  on  the  list  of  possible 
diagnoses,  one  has  to  consider  intracranial  metas- 
tasis from  hypernephroma  which  may  not  progress 
for  many  months  and  yet  may  cause  critical  symp- 
toms with  hemorrhage.  Thus  I favor  metastatic 
tumor  of  extracerebral  origin. 

Dr.  Klingon:  I would  like  to  ask  my  neurologic 
colleagues  whether  or  not  they  have  seen  hemor- 
rhage of  this  magnitude  with  meningiomas. 

Dr.  Shanzer:  Definitely  not  with  meningi- 

omas. I have  seen  a few  thousand  red  cells  per 
cubic  milliliter  in  the  spinal  fluid  associated  with 
glioblastomas,  but  not  frank  hemorrhage.  The 
history  outlined  in  the  protocol  gives  a clear-cut 
story  but  fails  to  emphasize  that  shortly  after  this 
patient  came  to  the  hospital  she  was  in  deep  coma, 
and  I think  that  if  it  were  not  for  the  immediate 
performance  of  angiograms  and  use  of  steroid  ther- 
apy, she  would  have  been  dead  within  twenty-four 
hours.  At  the  time  of  admission,  it  might  have 
been  perfectly  logical  for  us  to  assume  that  this 
elderly  woman  with  right  hemiparesis  and  blood 
in  the  spinal  fluid  had  lapsed  into  coma  because  of 
cerebral  vascular  disease  with  bleeding.  But  on 
questioning  her  family  carefully,  we  learned  that 
she  had  been  having  difficulty  with  her  speech  for 
many  weeks,  possibly  for  several  months,  and  that 
she  would  forget  the  names  of  objects.  This 
concerned  me,  and  I requested  that  an  angiogram 
be  done  immediately,  not  because  I thought  she 
had  a tumor  but  because  I was  worried  about  a sub- 
dural hematoma  with  red  blood  cells  in  the  spinal 
fluid. 

Once  we  knew  that  she  had  an  intracranial 
tumor,  we  began  intensive  treatment  with  steroids, 
and  within  three  days  she  was  fully  conscious, 
although  my  efforts  to  determine  whether  or  not 
she  was  still  truly  dysphasic  were  not  entirely  sat- 
isfactory. We  cannot  rule  out  the  possibility  that 
she  had  both  a tumor  and  a completely  unrelated 
hemorrhage  just  as  any  elderly  hypertensive  pa- 
tient might  have.  Her  prompt  recovery  from  coma 
with  steroid  therapy  points  to  the  fact  that  the 
tumor  rather  than  an  independent  hemorrhage 
was  responsible  for  the  coma. 
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Harold  Coppersmith,  M.D.:  Dr.  Schapiro, 

why  do  you  feel  that  melanoma  was  a possible 
diagnosis? 

Dr,  Schapiro:  There  are  two  factors:  first,  the 
prolonged  period  of  relative  stability  which  is  often 
seen  with  melanoma,  and  second,  the  terminal 
intracranial  hemorrhage.  Although  the  second 
spinal  tap  might  have  been  traumatic,  there  is  no 
question  that  the  results  of  initial  and  final  spinal 
taps  clearly  indicated  the  presence  of  hemorrhage. 
I would  like  to  add  that  bronchogenic  carcinoma 
with  metastatic  deposits  to  the  brain  may  present 
symptoms  of  intracranial  hemorrhage  as  the  initial 
sign. 

Clinical  diagnoses 

1.  Intracranial  neoplasm,  left  cerebral  hemi- 
sphere, most  probably  glioblastoma  multiforme 

2.  Hypertensive  and  arteriosclerotic  cardio- 
vascular disease  with  cerebral  vascular  insuffi- 
ciency 

Dr.  Klingon's  diagnosis 

Intracranial  neoplasm,  left  cerebral  hemisphere, 
most  probably  metastatic  from  malignant 
melanoma  of  undetermined  site 

Pathologic  report 

Harold  Cottle,  M.D.*:  It  is  always  easy  if  the 
pathologist  is  given  a case  with  a simple  progres- 
sion of  symptoms  and  clinical  signs  and  can  show 
in  one  picture  what  it  is  all  about.  Unfortunately, 
this  case  is  not  a matter  of  a single  finding  with  all 
questions  answered  by  autopsy.  Dr.  Blackman, 
Dr.  Shanzer,  and  others  wrestled  long  and  hard 
with  the  information  in  this  case  and  so  did  we  at 
the  time  of  autopsy. 

We  can  proceed  to  lay  a group  of  relatively  pe- 
ripheral issues  aside.  The  patient’s  heart  was 
slightly  large  for  a person  of  her  age,  sex,  and  sta- 
ture; it  weighed  about  375  Gm.  and  showed  mod- 
erate prominence  of  both  left  and  right  ventricular 
musculature,  about  what  one  might  expect  from  a 
patient  with  this  history  of  hypertension;  but  no 
striking  abnormalities  otherwise  were  apparent. 
There  was  a moderate  degree  of  pulmonary  em- 
physema and  some  thickening  of  the  right  ventric- 
ular wall  proportionate  to  this.  Neither  of  these 
factors  seems  to  have  played  a major  role  in  this 
woman’s  last  two  or  three  years  of  illness. 

I he  kidneys  demonstrated  a moderate  degree  of 
cortical  narrowing  and  fine  pock-marking  of  the 
surface  and  microscopically  showed  the  expected 
moderate  degree  of  arteriolar  nephrosclerosis. 

d'he  patient’s  gastrointestinal  hemorrhage  was 
explained  by  a duodenal  ulcer  about  2.5  cm.  in  di- 
ameter, with  a greenish-grey  lining  and  a signifi- 

'Director  of  Anatomic  f’athology,  Brooklyn-Cutnberland 
Medical  Center. 


FIGURE  3.  (A)  Microscopic  section  showing  relatively 

fresh  thrombus  in  upper  portion  of  left  internal  carotid 
artery  (hematoxylin  and  eosin  stain).  (B)  Hemorrhagic 
friable  tumor  mass  (arrow)  overlying  portions  of  left 
occipital,  parietal,  and  temporal  lobes  of  brain. 

cant  amount  of  relatively  recent  scar  tissue.  We 
may  presume  that  she  had  this  lesion  for  at  least 
several  months  and  that  it  was  responsible  for  the 
gastrointestinal  bleeding  during  her  hospital  ad- 
mission here.  There  was  no  perforation  and  no 
major  blood  vessel  in  the  bed  of  the  ulcer.  This 
was  a warning  sign  either  of  a natural  proclivity 
to  ulcer  disease  or  of  a potential  complication  of 
corticosteroid  therapy. 

The  right  carotid  artery  was  fairly  widely  patent 
although  strikingly  sclerotic  in  the  lower  portion. 
Its  uppermost  segment  contained  a fresh  thrombus 
of  hours-to-days’  durathm,  presumably  something 
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FIGURE  4 Microscopic  sections  showing  (A)  non-necrotic  potions  of  tumor  with  lobular  areas  of  elongated  cells  in 
whorled  masses,  typical  of  meningioma,  and  (B)  meningioma  cells  scattered  through  masses  of  coagulated  protein 
material  resulting  from  necrosis  of  tumor  (hematoxylin  and  eosin  stains). 


that  had  formed  during  her  last  calamitous 
hours  in  the  hospital,  when  her  blood  pressure 
varied  from  markedly  hypertensive  to  shock  levels 
under  the  influence  of  her  intracranial  disease,  ad- 
ministration of  vasopressors,  and  drugs  for  hypo- 
tension. On  the  left  side,  the  lower  segment  of  the 
internal  carotid  artery  was  markedly  narrowed  by 
fibrous  tissue  and  atheromatous  debris  with  patchy 
calcification,  leaving  only  a tiny,  slit-like  opening. 
A fresh  thrombus  of  several  days’  duration  filled 
the  upper  segment  where  the  artery  passes  into  the 
skull.  Microscopically  this  relatively  fresh 
thrombus  in  the  upper  end  of  the  left  internal 
carotid  artery  showed  beginning  attachment  to  the 
intima  of  the  vessel  (Fig.  3A). 

In  the  left  temporoparietal  region  the  brain  con- 
tained a huge  area  of  hemorrhagic,  and  in  places 
friable,  granular  greyish  softening,  which  in- 
volved the  undersurfaces  of  the  meninges  as  well 
as  brain  tissue  (Fig.  3B). 

We  found  a granular  pinkish-grey  mass  of  tumor 
within  and  overlying  the  substance  of  the  anterior 
portion  of  the  occipital,  the  parietal,  and  the  upper 
part  of  the  temporal  lobe  on  the  left  side.  Within 
the  brain,  this  mass  of  hemorrhagic  and  neoplastic 
material  extended  from  the  thalamus  anteriorly, 
to  the  occipital  line  posteriorly,  and  lay  entirely 
lateral  to  the  basal  ganglia.  It  did  not  involve 


these  ganglia  other  than  by  some  degree  of  com- 
pressive displacement  to  the  right,  but  it  destroyed 
and  replaced  brain  tissue  entirely  within  this 
lateral  area.  This  mass  was  adherent  to  and  ap- 
peared to  arise  from  the  covering  dura.  There  were 
large  numbers  of  secondary  hemorrhages,  most  of 
them  microscopic  but  some  grossly  visible  within 
the  brain  and  cerebellum,  all  secondary  to  the 
massively  expanding  and  compressing  lesion  above 
the  level  of  the  tentorium. 

The  tumor  itself,  in  those  parts  not  destroyed  by 
hemorrhage,  consisted  of  almost  lobular  masses  of 
typical  elongated  cells  arranged  in  whorled  masses; 
blood  vessels  were  present,  but  they  were  few,  small, 
and  not  prominent  (Fig.4A).  Beyond  the  margins 
of  viable,  well-preserved  tumor,  necrotic  tumor 
was  evident  with  whorled  masses  of  tumor  cells 
still  possessing  some  remnants  of  visible  structure 
and  blurred  masses  of  coagulated  protein  repre- 
senting necrotic  tumor  nodules  (Fig.  4B).  Ne- 
crotic tumor  in  turn  merged  with  gross  masses  of 
hemorrhage,  nuclear  debris,  and  fragments  of 
psammoma  bodies. 

There  was,  as  we  might  expect  in  such  a patient, 
a great  deal  of  anoxic  brain  damage  with  degenera- 
tive alteration  of  cerebral  neurons,  prominent 
throughout  those  portions  of  the  cerebral  cortex 
not  directly  affected  by  tumor  or  hemorrhage. 
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There  were  no  other  neoplasms  elsewhere.  Al- 
though the  myocardium,  especially  of  the  left 
ventricle,  gave  some  evidence  of  the  effect  of  hyper- 
tension, there  was  no  such  effect  visible  within  the 
small  vessels  of  the  brain  and  none  of  the  usual 
hypertensive  cerebral  arteriopathy  which  might  be 
a source  of  cerebral  hemorrhage.  Arteriosclerosis 
was  present  in  the  major  cerebral  vessels,  but  no 
concomitant  encephalomalacia,  old  or  recent,  was 
seen  anywhere  in  this  woman’s  brain.  We  did  not 
find  even  scattered,  small,  microscopic  areas  of  the 
distinctly  infarctive  type  of  encephalomalacia. 
Thus,  the  grossly  visible  degree  of  arteriosclerosis 
does  not  always  give  accurate  indication  of  the 
degree  of  damaging  effect  on  brain  substance. 

The  relationship  between  the  tumor  and  the  mas- 
sive hemorrhage  seems  to  be  one  of  necrosis  in 
meningioma  with  resulting  multiple  episodes  of 
hemorrhage,  apparently  relatively  small  and  fleet- 
ing, in  the  earlier  stages  of  this  woman’s  disease. 
It  would  seem  likely  that  she  had  bled  slightly  at 
the  time  of  her  previous  admission  to  this  hospital, 
and  that  she  sustained,  three  or  four  days  before 
death,  a relatively  massive  hemorrhage,  since  most 
of  the  blood  that  we  could  see  at  autopsy  represent- 
ed fresh  bleeding.  In  most  areas  examined  micro- 
scopically, we  could  find  remnants  of  tumor  in  and 
around  the  massive  hemorrhage,  so  we  have  no  rea- 
son to  believe  that  this  was  a hemorrhage  primari- 
ly in,  or  of,  brain  substance  but,  rather,  was  a 
hemorrhage  in  and  of  tumor.  Hemorrhage  of  sig- 
nificant degree  in  meningioma  is  a highly  unusual 
occurrence.  I have  not  seen  it  in  a considerable 
number  of  cases  over  many  years  at  Kings  County 
Hospital;  some  of  the  published  authorities,  who 
comment  at  all  on  this  point,  suggest  that  it  is  a 
considerable  rarity.  Russell  and  Rubenstein^ 
in  their  monograph  say  that  they  have  encounter- 
ed in  their  total  experience  only  2 such  instances, 
neither  of  which  lesions  were  of  a particularly  angi- 
omatous or  strikingly  vascular  variety  of  meningi- 
oma. Perhaps  the  more  vascular  the  tumor,  the 
more  it  is  protected  against  infarctive  necrosis  and 
resulting  hemorrhage.  I toss  in  that  idle  comment 
for  what  it  is  worth. 

Dr.  Flynn:  Dr.  Cottle,  when  you  speak  of  the 

rarity  of  hemorrhage  in  meningiomas,  are  you  in- 
cluding meningiomas  that  have  been  exposed  to 
steroid  therapy  for  three  to  four  months? 

Dr.  Cottle:  I do  not  know  of  any  series  of  such 
cases,  so  I could  not  even  begin  to  comment  on 
that. 

Dr.  Shanzer:  Was  there  any  relationship  ana- 

tomically between  the  tumor  and  the  superior 
longitudinal  sinus  which  could  cause  bleeding  by 
pressure  and  erosion? 

Dr.  Cottle:  There  seemed  to  be  a 2 to  3-cm. 

distance  between  the  tumor  and  the  longitudinal 
sinus. 

Dr.  Coppersmith:  Dr.  Flynn,  regarding  the 


possible  contribution  of  steroid  therapy  to  the 
intracranial  bleeding,  we  must  remember  that 
her  first  episode  of  bleeding  antedated  steroid 
therapy. 

Dr.  Flynn:  That  is  correct.  However,  I was  re- 
ferring to  the  terminal  hemorrhage  as  possibly  be- 
ing secondary  to  a long-term  effect  of  steroid  thera- 
py on  the  fibrous  stromal  elements  in  the  menin- 
gioma, which  might  contribute  to  a loosened  in- 
ternal structure  and  to  an  increased  likelihood  of 
spontaneous  hemorrhage  into  its  substance. 

Dr.  Shanzer:  From  my  knowledge  of  the  pa- 

thology of  tumors  which  were  treated  with 
steroids,  they  do  not  show  a structure  different 
from  the  tumors  that  are  not  so  treated. 

I would  like  to  ask  about  the  appearance  of  the 
left  internal  carotid  artery  on  x-ray  film  and  its 
pathologic  appearance.  There  is  a discrepancy 
between  the  angiogram,  which  showed  that  the 
artery  was  patent  with  only  a slight  narrowing, 
and  the  autopsy  specimen,  which  demonstrated 
almost  complete  occlusion.  I wondered  whether 
this  occlusion  progressed  that  much  during  the 
three  to  four  months  between  the  radiologic  exam- 
ination and  the  patient’s  death. 

Dr.  Cottle:  The  entire  length  of  the  left  carotid 
artery  was  not  involved  in  this  condition;  only  a 
brief  segment,  slightly  under  1 cm.,  was  occluded 
by  old  calcified  atheromatosis  and  by  relatively 
recent  organizing  connective  tissue  presumably 
representing  an  organized  thrombus,  probably 
months  old.  Whether  or  not  all  of  it  was  present 
at  the  time  of  these  angiograms  is  uncertain. 

Dr.  Hoppenstein:  Dr.  Cottle,  was  that  speci- 

men of  left  carotid  artery  already  fixed  in  formalin 
when  it  was  sectioned  for  study? 

Dr.  Cottle:  Yes. 

Dr.  Hoppenstein:  Then  its  flexible  portions 

had  shrunk  about  30  per  cent,  while  the  athero- 
matous lesion  could  not  shrink.  The  lumen  at  au- 
topsy looked  to  be  about  2 to  3 per  cent  patent, 
where  as  the  angiograms  during  life  give  us  a more 
optimistic  picture,  with  perhaps  15  per  cent  pat- 
ency. I would  suggest  that  the  appearance  of  such 
extreme  narrowing  is,  in  part,  an  artefact,  due  to 
formalin  fixation  of  the  specimen. 

In  addition  the  massive  necrosis  inside  the 
tumor  might  be,  in  part,  aggravated  by  slow  arteri- 
al occlusion,  followed  by  hemorrhage  into  the 
necrotic  tissue;  the  tumor  may  have  outgrown  its 
blood  supply. 

I doubt  whether  one  could  be  100  per  cent  sure 
as  to  the  nature  of  this  tumor  before  autopsy. 
This  woman’s  age  was  against  her,  but  some  of  the 
evidences  of  so-called  senility  could  have  been 
secondary  to  this  tumor.  I feel  that  today  age  by 
itself  is  not  a contraindication  to  surgical  inter- 
vention. 

Dr.  Flynn:  Knowing  now  the  final  pathologic 

description,  we  could  assume  that  the  earlier  hem- 
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orrhage,  while  she  was  in  this  hospital,  arose  from 
the  tumor. 

If  that  were  true,  would  you  still  have  been  will- 
ing to  perform  an  operative  procedure  on  this  pa- 
tient? 

Dr.  Hoppenstein:  Yes,  because  if  by  cbance  it 
had  turned  out  to  be  a secondary  metastatic  lesion, 
the  surgeon  sometimes  can  shell  out  the  entire 
tumor  and  the  patient  can  do  well. 

Final  diagnoses 

I.  Meningioma,  involving  portions  of  left  occipi- 
tal, parietal,  and  temporal  lobes  with  ischemic  ( O 


necrosis  and  recurrent  hemorrhage  within  tumor 

2.  Atherosclerosis  of  both  carotid  arteries  with 
fresh  throm  basis  and  occlusion  in  the  right  carotid 
artery 

3.  Duodenal  ulcer,  active,  most  probably  with 
hemorrhage 

4.  Arteriolonephrosclerosis 
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UPPER  ABDOMINAL  MASS 


Case  History 

Nicholas  J.  Pernice,  M.D,*:  On  a routine 

examination,  a fifty-six-year-old  white  male  was 
found  to  have  an  upper  abdominal  mass  and  ane- 
mia. For  the  previous  two  and  one-half  years  he 
had  experienced  occasional  abdominal  pain,  dull 
in  character  and  unrelated  to  eating.  An  upper 
gastrointestinal  series  and  barium  enema  done 
about  two  years  before  showed  only  diverticulosis 
of  the  colon.  The  patient  has  been  diabetic  for 
three  years;  initially  oral  hypoglycemic  drugs  were 
adequate  for  control,  but  later  insulin  was  required. 
He  does  not  complain  of  fever  or  weight  loss,  and 
has  no  history  of  trauma,  jaundice,  or  excessive 
alcoholic  intake. 

Pertinent  physical  findings  were  confined  to  the 
abdomen.  An  upper  abdominal  mass  was  pal- 
pated 8 cm.  below  both  costal  margins.  The  mar- 
gin of  the  mass  was  smooth,  firm,  and  nontender. 

Pertinent  laboratory  values  were  as  follows: 
hematocrit  35;  fasting  blood  sugar,  193  mg. 
per  100  ml.;  amylase,  1,800  Somogyi  units  per  100 
ml.  (normal  60  to  160);  lipase  2.9  units  (normal 
0 to  1);  and  calcium,  4.2  mEq.  per  L.  (normal  4.5 
to  5.4).  Liver  function  studies  revealed  no  ab- 
normality. 

Joseph  A.  Head,  M.D.t:  Plain  films  of  the 

abdomen  including  a cross  table  lateral  view  show 
an  upper  abdominal  mass  extending  to  both  sides 
of  the  midline.  Multiple  areas  of  amorphous  cal- 
cification are  noted  in  the  right  upper  quadrant. 
On  the  lateral  film  the  calcifications  appear  to  be 
grouped  in  a roughly  circular  configuration.  Sev- 
eral smaller  calcific  deposits  are  seen  in  the  mid- 
line and  left  upper  quadrant.  The  stomach  is  dis- 
placed anteriorly  and  the  colon  interiorly.  A lesion 
arising  in  the  pancreas,  the  left  adrenal  gland, 
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FIGURE  1.  Celiac  arteriogram  illustrates  stretching  and 
displacement  of  hepatic  and  gastroduodenal  arteries. 
Calcifications  he  within  sweep  of  gastroduodenal  artery. 


retroperitoneal  area,  the  lesser  sac,  or,  conceivably, 
even  in  the  caudate  lobe  of  the  liver  should  be  con- 
sidered. 

On  an  intravenous  pyelogram  the  kidneys  are 
normal  in  size,  shape,  and  position.  The  mass 
produces  minimal  impression  on  the  collecting  sys- 
tems of  the  kidneys  and  minimal  deviation  of  the 
proximal  portion  of  each  ureter.  On  a technetium- 
99'"  sulfur  colloid  scan  the  liver  is  also  intrin- 
sically normal  but  displaced  to  the  right.  The 
spleen  is  normal. 

A celiac  and  superior  mesenteric  arteriogram 
was  performed  next.  On  the  celiac  injection 
marked  stretching  and  displacement  of  the  com- 
mon hepatic  artery  and  particularly  of  its  gastro- 
duodenal branch  is  seen  (Fig.  1).  These  stretched 
vessels  outline  a markedly  enlarged  duodenal  loop. 
No  neovascularity  or  vessel  cutoff  is  identified. 
The  splenic  artery  is  displaced  superiorly  and  the 
splenic  vein  occluded.  On  superior  mesenteric 
artery  injection,  occlusion  of  the  superior 
mesepteric  vein  is  demonstrated  at  its  point  of 
entrance  into  the  portal  vein.  These  findings  indi- 
cate an  avascular,  possibly  cystic  mass  arising  in 
the  area  of  the  pancreas. 
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FIGURE  2 (A)  Extreme  effacement  and  enlargement  of  duodenal  loop  and  retrogastric  mass  demonstrated  m left 

posterior  oblique  position  Abnormal  small-bowel  pattern  is  apparept.  (B)  Anterior  displacement  of  stomach  and 
duodenum  shown  on  right  lateral  view 


The  upper  gastrointestinal  study  subsequently 
performed  outlines  a dramatically  widened  and 
effaced  duodenal  loop  surrounding  the  previously 
mentioned  rounded,  partially  calcified  mass  (Fig. 
2).  In  addition,  the  posterior  wall  of  the  stomach 
is  displaced  anteriorly,  suggesting  a second  mass 
or  an  extension  of  the  first  into  the  retrogastric 
area.  There  is  increased  secretion  in  the  proximal 
small  bowel  accompanied  by  segmentation  of  the 
barium  suggestive  of  changes  seen  in  the  sprue 
pattern. 

In  summary,  I would  conclude  that  there  is  a 
large  mass  or  masses  in  the  area  of  the  pancreas 
which  are  avascular  and  are  in  intimate  relation- 
ship to  multiple  calcific  deposits.  Multiple  large 
pseudocysts  of  the  pancreas  would  be  my  first  di- 
agnosis. A large  cystadenoma  or  cystadenocar- 
cinoma  could  also  cause  the  changes  seen  in  this 
case,  but  these  lesions  are  usually  vascular.  A 
retroperitoneal  sarcoma  should  not  have  arcuate 
calcifications,  and  the  constellation  of  angio- 
graphic findings  and  calcifications  would  be  un- 
usual in  pancreatic  adenocarcinoma. 

Dr.  Head's  diagnosis 

Multiple  pseudocysts  of  the  pancreas 

Dr.  Pernice:  At  operation  a total  of  2,500  cc. 
of  fluid  was  aspirated  from  three  large  pancreatic 
pseudocysts  (Fig.  3).  The  duodenal  loop  encircled 
the  first,  the  second  was  immediately  retrogastric, 
and  the  third  extended  far  laterally  in  the  left  up- 


FIGURE  3.  Stomach  retracted  to  left  revealing  two  of 
three  large  cysts  lying  posteriorly. 

per  quadrant.  Internal  drainage  via  a cystoduo- 
denostomy  and  a cystogastrostomy  was  performed. 
Amylase  determination  performed  on  the  cyst 
fluid  showed  a level  of  72,000  Somogyi  units. 

Pathologic  discussion 

Bedros  Markarian,  M.D.:  We  received  several 
irregular  fragments  of  tissue  from  the  pancreatic 
cysts.  Biopsy  specimens  from  the  cysts  revealed 
a thick  fibrous  wall  without  any  epithelial  lining 
(Fig.  4).  The  differential  diagnosis  for  the  pa- 
thologist lies  between  a cystadenoma  and  a pseu- 
docyst of  the  pancreas.  The  lack  of  any  definite 
cuboidal  or  columnar  epithelium  lining  the  cysts 
would  favor  the  diagnosis  of  pancreatic  pseudo- 
cysts. Cystadenomas  also  are  usually  multilocu- 
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FIGURE  4.  Microscopic  view  of  cyst  wall  showing  no 
epithelial  lining,  collagen  bundles,  and  scattering  of 
mixed  inflammatory  cells  (hematoxylin  and  eosin  stain). 


lated,  and  these  cysts  were  unilocular.  The  find- 
ing of  a high  amylase  level  in  the  fluid  in  the  cysts 
also  would  indicate  a pseudocyst.  Cystadenomas 
do  not  contain  pancreatic  enzymes.  The  ab- 
sence of  any  history  of  trauma  pancreatitis  or  duct 
obstruction  is  somewhat  puzzling,  because  pseudo- 
cysts are  usually  the  end  result  of  these  processes. 

Dr.  Markarian's  diagnosis 

Pseudocysts  of  the  pancreas 

Richard  L.  Humphreys,  M.D.*:  Pseudocysts 

of  the  pancreas  usually  appear  as  masses  in  the  les- 
ser peritoneal  sac.  They  are  seen  most  commonly 
in  patients  with  a history  of  trauma,  alcoholism, 
biliary  disease,  or  pancreatitis.^  Following  any  of 
these  precipitating  causes,  pancreatic  enzymes 
produce  tissue  destruction  and  are  released  into  the 
lesser  sac  after  penetrating  the  anterior  wall  of  the 
pancreas.  A chemical  peritonitis  which  seals  off 
the  foramen  of  Winslow  ensues,  and  the  fluid  be- 
comes encysted  in  the  lesser  sac.  The  concentra- 
tion of  pancreatic  enzymes  in  the  cyst  fluid  indi- 
cates their  pancreatic  origin.  Surgical  interven- 
tion is  imperative,  because  spontaneous  rupture 
into  the  general  peritoneal  cavity  causes  a chemi- 
cal peritonitis  that  has  a mortality  rate  as  high  as 
75  per  cent.^  Minor  trauma  can  also  produce  rup- 
ture. The  important  role  of  the  radiologist  in  the 
diagnosis  of  these  lesions  is  stressed  by  Wilson  and 
Costopoulos.'’  In  their  series  the  lesion  was  first 
suggested  by  the  radiologist  in  50  per  cent  of  the 
cases. 

Abdominal  pain  of  varying  severity  and  a pal- 
pable abdominal  mass  are  present  in  the  majority 

*f)uest  Editor  and  Instructor,  Department  of  Radiology, 
Upstate  Medical  Center. 


of  patients.'^  Our  patient  gave  no  history  of  the 
usual  predisposing  factors,  but  the  calcific  den- 
sities scattered  in  the  region  of  the  pancreas  sug- 
gested inflammation  as  the  probable  cause.  The 
increasing  severity  of  the  patient’s  diabetes  was 
concomitant  with  the  progressive  destruction  of 
pancreatic  tissue  by  the  cysts.  The  malabsorption 
pattern  on  the  barium  meal  further  suggested  pan- 
creatic insufficiency,  although  clinical  malabsorp- 
tion was  not  present. 

The  pancreatic  origin  of  the  mass  was  suspected 
from  the  plain  films  and  the  intravenous  pyelo- 
gram  because  of  the  location  and  circular  arrange- 
ment of  the  calcifications.  The  multiple  areas  of 
effacement  and  displacement  of  the  stomach  on 
the  gastrointestinal  series  suggested  multiple 
lesions  rather  than  a single  cyst.  The  arteriogram 
demonstrated  the  characteristic  findings  of  a cystic 
lesion  of  the  pancreas.  The  truncation,  encase- 
ment, and  irregularity  of  vessels  in  adenocar- 
cinoma were  certainly  not  present. In  the  dif- 
ferential diagnosis,  cystadenoma  and  cystadeno- 
carcinoma  were  considered  but  thought  to  be  less 
likely  because  they  are  commonly  vascular  lesions. 
Also,  diabetes  is  not  a routine  feature  in  these  two 
diseases,  and  calcification  in  such  lesions  is  rare.® 

Radiologists  must  be  alert  to  other  presentations 
of  pseudocyst  of  the  pancreas.  Erb  and  Grimes^ 
reported  gastrointestinal  bleeding  in  38  per  cent 
of  their  17  patients  due  to  rupture  of  abdominal 
vessels  that  had  been  incorporated  into  the  wall 
of  the  cysts.  Galligan  and  Williams®  presented 
a case  of  a pseudocyst  that  had  extended  through 
the  esophageal  hiatus  and  appeared  as  a medias- 
tinal mass.  Such  a cyst  may  also  pass  into  the 
chest  via  the  aortic  hiatus. 

Final  Diagnosis 

Pseudocysts  of  the  pancreas 
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Evaluation  of  the  physician’s  performance  is  an 
essential  feature  of  any  system  concerned  with  the 
maintenance  of  standards  of  medical  practice. 
After  two  decades  of  research  into  the  relative 
merits  of  various  ways  in  which  a proper  evalua- 
tion might  be  achieved,  it  appears  that  two 
basic  components  of  any  practical  method  of  asses- 
sing quality  of  care  are  a hospital  record  of  an  in- 
patient case  and  a physician  to  rate  the  quality  of 
care  given  from  an  examination  of  that  record. 
Substantial  experience  in  rating  records  already 
shows  that  a competent  examiner,  that  is,  a physi- 
cian with  special  experience  in  the  category  of  the 
major  disorder  involved,  will  reach  a judgment 
on  quality  of  performance  with  which  others  equal- 
ly competent  will  agree  in  some  90  per  cent  of  the 
cases,  and  that  differences  among  examiners  can 
be  resolved  by  consultation  in  all  but  2 to  3 per 
cent  of  the  remainder.  i -3 

‘Aided  by  Contract  PH  110-68-30  between  The  Medical  Soci- 
ety of  the  State  of  New  York  and  The  United  States  Public 
Health  Service. 


Objectives  of  project 

This  project  was  undertaken  to  develop  a method 
of  review  for  use  by  hospitals  interested  in  con- 
tinuous or  periodic  review  of  its  staff’s  performance 
as  an  educational  instrument  for  sustaining  and 
improving  the  quality  of  medical  practice.  To  fa- 
cilitate the  task  of  the  examiner  of  the  hospital 
record  a manual  was  set  up  by  a committee  of  the 
Medical  Society  of  the  State  of  New  York  under  the 
chairmanship  of  Charles  M.  Brane,  M.D.  The 
manual  contains  instructions  on  the  general  pur- 
poses of  review,  advice  to  the  hospital’s  officials 
on  the  organization  of  a system  for  internal  review, 
the  role  of  the  manual  in  the  review,  and  a review 
pattern  appropriate  for  the  care  of  the  disease  en- 
tity under  review.  Such  patterns  have  been  de- 
veloped for  six  common  disorders  (acute  appendi- 
citis, fibroid  uterus,  prostatic  hypertrophy,  acute 
myocardial  infarction,  diabetes  mellitus,  and  cere- 
bral vascular  accident)  which  made  up  the  case 
material  selected  for  the  purposes  of  this  project. 

The  review  pattern  consists  of  a series  of  ques- 
tions in  two  sections.  The  first  section  lists  ques- 
tions relating  to  management  of  the  case  that  can 
be  answered  “yes”  or  “no”  from  the  record  by 
paramedical  personnel,  such  as  an  experienced 
nurse  or  a medical  librarian.  The  second  section 
contains  questions  to  be  answered  by  the  physician 
examiner  after  reading  the  record,  with  the  aid  of 
the  answers  to  the  questions  in  the  first  section  al- 
ready entered.  The  physician’s  answers  constitute 
a value  judgment  on  the  merits  of  specific  aspects 
of  performance,  embracing  the  record,  diagnostic 
procedures,  therapeutic  management,  conduct  of 
operation,  use  of  laboratory  facilities,  and  so  on. 
The  answers  are  epitomized  in  a final  rating  on 
over-all  performance  as  “satisfactory,”  with  a spe- 
cial comment  for  exceptional  performance,  or  “un- 
satisfactory,” with  explicit  reasons  for  disapproval. 

In  addition  to  developing  the  manual,  the  pur- 
poses of  this  project  included:  (1)  a study  of  the 

review  patterns  to  determine  their  usefulness  as  an 
aid  in  rating,  with  recommendations  to  improve 
their  structure  and  content  where  indicated;  (2) 
an  analysis  of  the  data  derived  from  their  use  in  a 
series  of  cases  in  each  disease  category,  in  order  to 
assess  the  effect  of  the  type  of  hospital,  the  resident 
training  program,  and  the  physician’s  qualifica- 
tions on  the  quality  of  care;  and  (3)  identification 
of  the  nature  and  extent  of  the  deficiencies  in  dif- 
ferent aspects  of  medical  care. 
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TABLE  I.  Total  number  of  voluntary  hospitals  by  area,  bed  size,  and  classification,*  and  by  type  of  hospitals  in  sample 


Hospital  Classification 
and  Bed  Size 

State  Total 
Total  Number 

Number  in  Sample 

W estern  N orthern 

Total  Number  Total  Number 

Number  in  Sample  Number  in  Sample 

Southern 
Total  Number 

Number  in  Sample 

Hospital  affiliated  with  a 
medical  school 
301  or  more  beds 

28 

1 

6 

3 

19 

1 

201-300  beds 

8 

1 

2 

1 0 

6 

Hospitals  not  affiliated 
with  medical  schools 
but  approved  for  train- 
ing of  interns  and/or 
residents 

201  or  more  beds 

41 

1 

7 

1 5 

29 

100-200  beds 

10 

1 

2 

2 

1 

6 

Voluntary  hospitals  not 
affiliated  with  medical 
schools  and  not  having 
approved  training  pro- 
grams 

101  or  more  beds 

65 

1 

20 

22 

1 

23 

Under  100  beds 

59 

1 

24 

19 

16 

1 

Totals 

211t 

6 

61 

2 51 

2 

99 

2 

* Source:  Hospitals,  Guide  Issue,  AHS  August,  1967;  New  York  State  Medical  Directory  1966;  AM  A Directory  of  Approved  Internships  and  Resi- 
dencies, 1966. 

t Omitting  ] hospital  affiliated  with  a medical  school  and  2 other  teaching  hospitals  with  fewer  than  100  beds. 


Method 

Sample  selection  of  hospitals.  To  test  the  ap- 
plicability of  the  review  patterns  for  use  in  hospi- 
tals throughout  New  York  State,  material  was  ob- 
tained from  6 of  the  214  voluntary  hospitals  in  the 
State,  omitting  proprietary  and  publicly  funded 
institutions.  These  hospitals  were  chosen  to  allow 
a comparative  study  of  2 hospitals  with  a medical 
school  affiliation,  2 that  were  not  so  affiliated  but 
were  approved  for  internship  and  residency  train- 
ing, and  2 that  had  no  teaching  or  training  pro- 
gram. The  particular  hospitals  were  chosen  to 
provide  for  adequate  geographic  distribution  and 
for  differences  in  bed  capacity  ranging  from  60  to 
500  beds.  (Table  I identifies  the  characteristics  of 
these  hospitals.) 

Selection  of  records.  Twenty-five  records  were 
selected  for  each  of  the  six  disorders  from  each 
of  the  6 hospitals.  This  was  done  under  the  super- 
vision of  an  experienced  nurse,  who  acted  as  re- 
search assistant  for  the  project.  Records  were 
pulled  in  each  category  consecutively,  going  back- 
ward as  far  as  necessary  to  achieve  that  goal. 
Photostat  copies  of  these  records  were  sent  to  the 
study  office  for  further  classification  and  evalua- 
tion. Of  the  900  records  sought  (150  from  each  of 
the  6 hospitals),  108  were  discarded  for  such  rea- 
sons as  erroneous  classification  of  the  primary 
disorder,  gross  deficiencies  in  the  record,  or  a 
hospital  stay  of  less  than  seven  hours.  Rejections 
were  notably  fewer  among  the  surgical  than  the 
medical  disorders,  because  the  former  were  more 
precisely  definable  as  primary  complaints.  The 
lowest  number  reviewed  for  any  one  hospital  was 
123  (instead  of  the  expected  150).  Each  category 


had  a minimum  of  114  suitable  records,  while  the 
lowest  sample  size  in  any  given  hospital  for  a 
specific  category  was  14  instead  of  25  (Tables  II 
and  III). 

An  effort  was  made  to  secure  the  records  for  each 
category  that  would  represent  a wide  range  of  staff 
members  within  the  institution.  But  this  was  not 
always  possible.  Thus,  in  one  hospital  20  physi- 
cians treated  20  cases  of  diabetes;  in  another,  14 
surgeons  managed  20  cases  of  hysterectomy;  and  in 
a third,  one  physician  performed  all  of  the  pros- 
tatectomies, one  performed  18  of  the  25  hysterec- 
tomies, and  each  of  two  physicians  did  half  the 
appendectomies. 

Selection  of  examiners  and  routine  of  pro- 
cedure. Each  examiner  was  selected  by  the  proj- 
ect analyst,  after  consultation  with  Mildred  A. 
Morehead,  M.D.,  and  Samuel  Z.  Freedman, 
M.D.,  from  a group  of  three  physicians  from  the 
staffs  of  teaching  hospitals  in  greater  New  York. 
Each  of  the  three  had  already  rated  the  same  six 
records  in  a single  category.  The  criteria  for  se- 
lection were  his  record  as  a clinician  and  teacher, 
competence  in  the  field  of  the  review  pattern,  and 
capacity  for  objective  appraisal  and  articulate  ex- 
pression of  views. 

Review  of  the  records  began  in  July,  1969,  by  the 
six  examiners.  Before  they  received  the  review 
pattern  attached  to  each  record,  the  research  as- 
sistant of  the  project  had  already  entered  the 
answers  to  the  questions  in  Section  I,  which  relate 
to  the  presence  or  absence  of  historical  data,  physi- 
cal findings,  laboratory  and  x-ray  data,  and  thera- 
py relevant  to  the  condition  under  review. 

At  the  outset  each  of  the  examiners  met  indi- 
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TABLE  II.  Number  of  admissions  reviewed,  by  diagnosis  and  hospital  classification* 


Hospital 

Classification 

Total 

Appen- 

dectomy 

Hyster- 

ectomy 

Prosta- 

tectomy 

Myocardial 

Infarction 

Cerebral 

Vascular 

Accident 

Diabetes 

Hospitals  affiliated  with 
medical  schools 

263 

46 

50 

48 

39 

41 

39 

Hospitals  not  affiliated 
with  medical  schools 
but  apj)ioved  for 
training  of  interns 
and  or  residents 

280 

49 

48 

48 

48 

43 

44 

Voluntary  hospitals  not 
affiliated  with  medical 
schools  and  not  hav- 
ing ai>proved  training 
ing  programs 

249 

45 

50 

42 

44 

37 

31 

Totai.s 

792 

140 

148 

138 

131 

121 

114 

* Of  each  lyin'  of  case  25  records  were  selected  for  review  in  each  hospital. 

TABLE  III.  Number  of  admissions  selected  but  not  reviewed,  by  reason  and  hospital  classification 

. Classification  of  Voluntary  Hospital  — 

No  Medical 

Not  Affiliated  School  Affiliation 
Affiliated  with  but  Apj)roved  for  or  Approved 


Reason 

Total 

Medical  School 

Training 

Training  Program 

Parts  of  charts  missing 

40 

8 

7 

25 

Incorrect  coding  of  diagnosis 
Diagnosis  not  in  accord  with 

20 

12 

4 

4 

category  limits’* 

20 

7 

4 

9 

In  hospital  less  than  7 hours 

13 

6 

3 

4 

Other 

15 

4 

2 

9 

Totals 

108 

37 

20 

51 

ords  were  rated,  with  reasons  for  the  ratings  en- 
tered, a code  was  developed  by  the  authors  which 
classified  the  specific  reasons  for  the  ratings  in 
seven  areas  of  performance  (Table  IV);  adequacy 
of  records,  diagnostic  management,  consultations, 
indications  for  surgery,  operative  procedure,  thera- 
peutic management,  and  errors  in  diagnosis. 
Within  these  classifications,  more  specific  items 
were  listed.  The  coding  of  the  entire  series  of  cases 
was  done  by  the  project  analyst. 

Evaluation  of  review  patterns 

Since  the  review  patterns  are  of  key  importance 
in  the  rating  process,  it  is  useful  to  record  here 
in  some  detail  the  nature  of  the  discussions  that 
reflected  the  pooled  experience  of  the  examiners 
in  the  use  of  the  patterns.  Although  the  patterns 
were  on  the  whole  excellent,  the  discussions  dealt 
with  how  they  might  be  improved  and  serve  as  pro- 
totypes for  the  construction  of  additional  patterns 
for  a substantially  larger  list  of  common  disorders. 

At  the  beginning  there  were  strong  doubts 
as  to  the  usefulness  of  the  review  patterns.  But 
this  doubt  began  to  dissipate  after  50  records  had 
been  examined  and  rated.  After  100  records  had 
been  examined,  it  was  agreed  that  the  review  pat- 
terns are  a substantial  help  and  a great  time  saver 
in  the  search  for  the  specific  data  needed  in  ap- 


♦ For  example,  appendectomy  secondary  to  other  procedure. 

vidually  with  the  project  analyst  to  come  to  a com- 
mon understanding  on  how  the  review  pattern  was 
to  be  used,  and  then  to  assess  its  usefulness  in 
examining  the  record  and  in  evaluating  perfor- 
mance. 

After  each  examiner  had  reviewed  25  records, 
he  met  again  with  the  project  analyst  to  discuss 
his  experience  in  reading  the  records,  in  consulting 
the  answers  to  the  questions  in  Section  I of  the  re- 
view pattern,  in  formulating  his  own  answers  to  the 
open-ended  questions  in  Section  II,  and  in  deter- 
mining his  final  rating  of  performance.  The 
project  analyst  had  meanwhile  examined  several 
hundred  records  to  compare  his  own  ratings  with 
those  recorded  by  the  examiners.  After  all  ex- 
aminers had  rated  50  records  in  their  special  field, 
they  met  as  a group  for  an  interim  exchange  of 
views.  A further  meeting  was  held  after  each  ex- 
aminer had  rated  100  records.  The  director  of  the 
project  and  the  consultants  attended  these  meet- 
ings and  joined  in  the  discussion  of  the  rating 
process. 

The  review  patterns  were  precoded  so  that 
entries  could  be  more  readily  prepared  for  com- 
puter analysis.  There  are  a maximum  of  147 
coded  questions  in  Section  I and  a possible  maxi- 
mum of  75  in  Section  II.  In  addition  the  examiner 
entered  by  category  number  all  items  of  inadequate 
performance  in  Section  I.  After  the  first  200  rec- 
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TABLE  IV.  Summary  code  for  classification  of  observed 
deficiencies 

I.  Records 
Specific  items; 

Illegibility 

Unsatisfactory  operative  report 
Unsatisfactory  pathology  report 
Inadequate  description  of  complications 
Marginal  quality 
Poor  history 

Inadequate  progress  notes 

II.  Diagnostic  management 
Specific  items: 

Inadequate  diagnostic  work-up  of  major  condition 
Inadequate  diagnostic  work-up  of  concurrent  disease 
Inadequate  diagnostic  work-up  of  complications 
Insufficient  number  of  EKG’s 
Inadequate  interpretation  of  EKG’s 
Insufficient  number  of  blood  sugars 
Inadequate  neurologic  work-up 
Angiographic  studies  indicated,  not  obtained 
Inadecjuate  physical  examination 
Insufficient  laboratory  studies 

III.  Consultation  indicated,  not  obtained 

IV.  For  medical  cases  only 
Diagnosis  wrong 
Diagnosis  doubtful 

V.  Unnecessary  surgery 
Caused  by: 

Wrong  diagnosis 
Inadequate  indication 
Patient  too  poor  a risk 

VI.  Therapeutic  regimen 
(Postoperative  care  for  surgical  patients) 

Inadequate  laboratory  or  x-ray  studies 
Inadequate  monitoring  of  patient 
Inadequate  handling  of  complications 
Inadequate  drug  therapy 
Inappropriate  drug  therapy 
Inappropriate  ambulation 
Diabetic  management  poor 

VII.  Inappi'opriate  surgery 
Type: 

Not  optimal  technic 
Inadequate  technic 
Exploration  incomplete 
Other  procedures  indicated,  not  done 
Separate  second  procedure  which  could  have  been 
combined  with  the  first 


praising  performance,  while  the  questions  in  Sec- 
tion II  remind  the  reviewer  not  to  overlook  cer- 
tain critical  items  that  must  be  considered  in  the 
final  rating.  Moreover,  if  it  should  be  necessary 
on  occasion  to  assign  the  nonexpert  to  rate  records, 
the  review  patterns  would  be  guides  to  good  per- 
formance. 

Suggestions  for  change  in  the  patterns  were 
made  with  an  eye  to  the  general  structure  as  well 
as  to  specific  details,  that  is,  unrewarding  ques- 
tions to  be  deleted,  others  rephrased  for  more  pre- 
cise meaning,  and  new  or  more  searching  questions 
to  improve  the  educational  content  of  the  pattern. 

A specific  example  was  the  pattern  for  acute 
appendicitis.  One  of  the  most  relevant  issues  in 
the  diagnosis  is  pain.  Pain  is  nearly  always  the 
first  symptom.  If  the  history  indicates  that  it  was 
not  the  first  symptom,  the  physician  should  show 


hesitation  in  making  the  diagnosis.  Moreover, 
to  distinguish  the  disorder,  which  is  an  inflam- 
matory lesion,  from  acute  gastroenteritis,  renal 
colic,  or  intestinal  obstruction,  the  pain  must  be 
continuous  and  not  intermittent.  Yet  the  wording 
of  the  questions  on  the  characteristics  of  the  pain 
in  the  original  review  pattern  were  not  phrased  to 
elicit  these  basic  points.  Nor  were  the  questions 
relating  to  the  physical  findings  phrased  sharply 
enough  to  indicate  whether  in  a doubtful  case  the 
full  potential  of  a proper  physical  examination 
was  exploited  in  arriving  at  the  differential  diag- 
nosis. 

As  for  the  more  general  questions,  the  one  on  sur- 
gical risk  simply  asked  whether  an  appraisal  of 
risk  was  made  prior  to  operation.  Since  the  op- 
eration itself  implies  a judgment  of  acceptable 
risk,  the  question,  not  to  be  superfluous,  was  re- 
phrased so  as  to  ask  simply  whether  there  is  ref- 
erence in  the  record  to  any  undue  risk.  A relevant 
but  missing  question  was  added  to  the  section  on 
postoperative  care  on  the  presence  or  absence  of 
complications  and  in  what  system. 

Questions  in  the  review  pattern  for  surgical  cases 
did  not  exhibit  sufficient  concern  for  the  quality 
of  the  operative  note,  which  is  central  to  the  issue 
of  performance.  In  many  records  examined  in  this 
study  the  operative  notes  were  too  often  second 
rate,  if  not  useless,  because,  whether  brief  or 
verbose,  they  said  little  or  nothing  about  the  es- 
sential pathologic  condition.  There  were  very  few 
comments  by  the  surgeons  doing  a laparotomy  on 
the  presence  or  absence  of  concurrent  intraperi- 
toneal  disease  in  organs  distant  from  the  site  of 
immediate  interest,  even  when  the  preoperative 
diagnosis  was  not  corroborated. 

On  the  issue  of  how  searching  the  questions 
should  be,  the  general  view  was  as  follows: 
When  the  principles  of  diagnosis  and  treatment  of 
a disorder  are  well  standardized,  as  is  the  case, 
for  example,  in  acute  appendicitis,  all  questions 
are  appropriate  that  do  not  go  beyond  what  should 
be  widely  known.  In  a field  which  is  changing 
rapidly  because  of  recently  acquired  knowledge 
or  technological  advance,  searching  questions  re- 
lating to  significant  new  knowledge  are  appropri- 
ate. One  must  leave  it  to  the  discretion  of  the 
examiner  whether  or  not  the  educational  objectives 
of  review  are  best  served  by  downgrading  a par- 
ticular case  that  displays  ignorance  of  important 
new  knowledge. 

Examples  of  the  various  problems  confronting 
the  reviewer  in  rating  a record  are  the  following: 

The  examiner  of  the  cases  of  hysterectomy  for 
fibroids  raised  a question  on  how  to  rate  a surgeon 
or  a gynecologist  who  persists  in  using  an  outmoded 
surgical  technic  because  he  does  not  feel  skilled  in 
the  newer  one,  or  believes  he  gets  as  good  a result 
with  the  technic  that  he  can  manage.  When  does 
the  newer  method  prove  itself  so  fully  as  to  dis- 
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TABLE  V.  Per  cent  of  admissions  rated  satisfactory,  by  diagnosis  and  classification  of  hospital 


-Classification  of  Voluntary  Hospital 
Not  Affiliated 
with  Medical 
School  but  Approved 


Affiliated  with 


for  Training  Interns 


No  Medical 
School  Affiliation 
or  Ajjproved 


To 

tal 

Medical 

School 

and  'or 

Residents 

Training  Program 

Per  Cent 

Per  Cent 

Per  Cent 

Per  Cent 

N umber 

Satis- 

Number 

Satis- 

N umber 

Satis- 

Number 

Satis- 

Diagnosis 

of  Cases 

factory 

of  Cases 

factory 

of  Cases 

factory 

of  Cases 

factory 

Appendectomy 

140 

86 

46 

98 

49 

78 

45 

84 

Hysterectomy 

148 

45 

50 

84 

48 

27 

50 

22 

Prostatectomy 

138 

91 

48 

98 

48 

100 

42 

74 

Myocardial  infarction 
Cerebral  vascular 

131 

73 

39 

92 

48 

65 

44 

66 

accident 

121 

33 

41 

66 

43 

19 

37 

14 

Diabetes  mellitus  • 

114 

53 

39 

69 

44 

48 

31 

39 

Totals 

792 

64 

263 

85 

280 

57 

249 

51 

qualify  his  performance?  Many  cases  classified 
as  hysterectomy  for  fibroids  were  in  fact  primarily 
cases  of  prolapse.  The  expert  gynecologist  to- 
day would  treat  such  incidental  fibroids  if  neces- 
sary by  a vaginal  hysterectomy  in  the  process  of 
repairing  the  prolapse.  But  a general  surgeon 
might  choose  to  do  an  abdominal  hysterectomy  and 
a vaginal  plastic.  Should  he  be  rated  unsatisfac- 
tory even  if  he  got  a good  result  by  doing  it  his  way? 
Similarly,  if  a urologist  chooses  to  ligate  the  vas  a 
week  after  prostatectomy  instead  of  concurrently, 
should  he  be  downgraded  because  this  imposes  an 
extra  hazard,  even  though  he  can  show  there  was 
not  a single  adverse  consequence  in  his  long  series 
of  patients? 

In  the  study  of  diabetes  mellitus  an  unsatisfac- 
tory rating  was  more  common  because  of  mis- 
management of  concurrent  disease  than  of  the 
diabetes,  which  was  often  of  secondary  importance. 

Another  comment  on  general  format  of  the  re- 
view patterns  dealt  with  the  use  of  the  word  “op- 
tional” or  “desirable”  as  a heading  for  data  that 
are  not  primary  requirements  for  adequate  perfor- 
mance: “supplementary”  would  serve  better  than 
“optional”  or  “desirable”  as  a heading  that  allows 
freedom  to  omit  procedures  that  become  essential 
in  other  circumstances. 

The  amount  of  information  obtainable  on  per- 
formance in  various  aspects  of  care  depends  on  the 
amount  of  detail  that  is  requested  by  the  review 
pattern  as  it  is  presently  constituted.  Some  impor- 
tant questions  relevant  to  quality  of  care  should  be 
added,  such  as  whether  or  not  the  patient  was 
properly  ambulated,  kept  in  the  hospital  too  long, 
operation  was  unduly  postponed,  or  surgical 
exploration  was  adequate. 

The  present  format  of  Section  II  does  not  readily 
lend  itself  to  statistical  analysis.  Greater  con- 
sistency and  clarity  would  be  achieved  by  provid- 
ing items  to  check  under  the  final  rating  of  “unsat- 
isfactory” to  indicate  why  this  judgment  was 
made.  A similar  code  under  the  satisfactory  rating 
would  indicate  areas  in  need  of  attention  even 


though  over-all  performance  was  considered  ac- 
ceptable. 

Findings  of  pilot  study 

To  preserve  confidentiality,  no  data  are  present- 
ed for  any  specific  hospital.  It  would  have  been 
possible  to  combine  the  6 hospitals  into  three 
classes  by  location,  by  size,  or  by  teaching  status. 
The  decision  was  for  the  last,  both  because  it  had 
the  greatest  a priori  interest  and  because  the  over- 
all ratings  for  the  2 hospitals  within  each  class  were 
closer  when  that  criterion  was  used  than  with  the 
other  two.  By  combining  the  data  for  both  hospi- 
tals in  the  same  class,  the  sample  size  for  each 
diagnostic  category  ranged  from  a minimum  of  31 
to  a maximum  of  50. 

1.  Type  of  hospital  (Table  V).  The  per  cent  of 
satisfactory  ratings  ranged  from  51  in  the  hospitals 
with  no  training  programs  to  85  in  the  large  teach- 
ing hospitals.  The  per  cent  of  satisfactory  ratings  in 
teaching  hospitals  was  generally  higher  than  in  the 
other  types  of  hospitals.  Although  the  teaching 
hospital  should  be  superior  to  other  types,  this 
does  not  preclude  acceptable  performance  for 
many  disorders  that  are  manageable  in  a hospital 
without  teaching  or  even  resident  training  pro- 
grams, as  the  data  for  prostatectomy  show.  The 
differences  in  quality  of  performance  between  the 
teaching  hospital  and  the  nonteaching  hospital 
were  largest  in  the  cases  of  hysterectomy  and  cere- 
bral vascular  accident.  The  ratings  in  the  other 
categories  were  also  higher  but  not  significantly 
so.  What  is  perhaps  surprising  is  that  over-all 
professional  performance  in  the  two  nonteaching 
hospitals  approved  for  training  interns  and  resi- 
dents was  little  better  than  that  of  the  two  com- 
munity hospitals  without  any  training  programs. 
This  may  be  because  approval  for  a training  pro- 
gram does  not  necessarily  result  in  its  implementa- 
tion. 

It  is  unnecessary  to  stress  the  fact  that  a hospital 
in  a big  city  is  not  necessarily  better  than  one  in 
a rural  area.  One  urban  hospital  in  this  study 
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TABLE  VI.  Per  cent  of  admissions  rated  satisfactory  by  diagnosis  and  qualifications  of  physician 


, 

— Qualifications  of  Physician— 

. Total 

Diplomats  in 

Specific  Field 

All  Other 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

Diagnosis 

of  Cases 

Satisfactory 

of  Cases 

Satisfactory 

of  Cases 

Satisfactory 

Appendectomy 

140 

86 

105 

86 

35 

86 

Hysterectomy 

148 

45 

73 

51 

75 

39 

Prostatectomy 

138 

91 

110 

98 

28 

64 

Myocardial  infarction 

131 

73 

52 

75 

79 

72 

Cerebral  vascular 

accident 

121 

33 

40 

40 

81 

30 

Diabetes  mellitus 

114 

53 

34 

47 

80 

55 

Totals 

792 

64 

414 

74 

378* 

54 

* Includes  70  cases  attended  by  diplomates  in  other  fields,  246  by  physicians  with  hospital  appointments,  23  by  hospital  staff,  and  39  by  physicians 
with  no  board  status  or  listed  hospital  appointments. 


TABLE  VII.  Per  cent  of  diplomates  in  specific  field,  by  type 
of  hospital 


Number 

Per  Cent  of 

Type  of  Hospital 

of  Cases 

Diplomates 

Affiliated  with  medical  school 
Approved  for  interns  and/or 

263 

60 

residents,  not  affiliated  with 
medical  school 

280 

55 

No  training  program,  not  af- 

hhated  with  medical  school 

249 

41 

showed  all-around  substandard  performance.  The 
records  were  grossly  inadequate.  The  work-up  and 
laboratory  data  were  inferior  so  often  as  to  suggest 
the  absence  of  any  brake  on  doubtful  performance. 
At  the  same  time  it  is  perhaps  superfluous  to  add 
that  uniformly  good  quality  cannot  be  taken  for 
granted  in  any  institution.  For  example,  cerebral 
vascular  accidents  were  not  as  well  treated  in  one 
of  the  teaching  hospitals  as  in  the  other. 

2.  Qualifications  of  physicians  (Table  VI). 
In  about  half  the  cases  reviewed,  the  physicians 
were  certified  members  of  various  boards.  Board 
membership  made  a significant  difference  in  the 
ratings  for  prostatectomy.  Board-certified  general 
surgeons  managed  a satisfactory  rating  in  only 
27  per  cent*  of  cases  for  hysterectomy  for  fibroids, 
whereas  those  certified  in  gynecology  received  a 51 
per  cent  satisfactory  rating.  But  this  is  a poor 
rating  for  board-certified  gynecologists.  About  a 
third  of  the  cases  of  diabetes  were  treated  by  board- 
qualified  internists.  The  same  is  true  for  cerebral 
vascular  accidents.  The  failure  of  special  training 
to  influence  the  ratings  in  cerebral  vascular  acci- 
dents is  a bit  misleading,  because  most  of  the 
diplomates  were  trained  as  internists,  not  neurol- 
ogists. 

The  failure  of  board  membership  to  influence  the 
ratings  in  four  of  the  six  categories  of  disease  is  in 
contrast  to  the  relationship  between  the  type  of 
hospital  and  the  ratings  (Tables  V and  VI).  The 
teaching  hospitals  had  a higher  proportion  of 
board-qualified  specialists  (Table  VII).  But  the 
markedly  better  performance  of  the  teaching  hospi- 

■'Orouped  with  all  other  physicians  in  Table  VI. 


TABLE  VIII.  Per  cent  of  admissions  with  deficiencies,  by 
type  and  final  evaluation 


Type  of 
Deficiency 

Admissions 
Total  Rated 

Admissions  Satisfactory 

Admissions 

Rated 

Unsatis- 

factory 

Inadequate 

records 

37 

25 

60 

Inadequate 

diagnostic 

management 

47 

23 

89 

Inappropriate 

therapeutic 

regime 

19 

7 

47 

Unnecessary 

surgery* 

19 

2 

65 

Inappropriate 

surgical 

procedure* 

15 

5 

42 

Indicated 

consultations 
not  obtained 

6 

1 

15 

IncoiTect 

diagnosis! 

27 

13 

42 

Wrong 

5 

1 

10 

Doubtful 

22 

12 

32 

Total  number 
of  admissions 

790** 

509 

281 

* For  313  satisfactory  and  113  unsatisfactory  surgical  cases, 
t Only  for  196  satisfactory  and  168  unsatisfactory  medical  cases. 
**  Excludes  2 cases  with  final  rating  undetermined. 


tals  suggests,  as  have  previous  studies,  that  the 
organization  of  the  hospital  has  more  effect  on 
quality  than  the  individual  physician’s  training.^ 

3.  Areas  of  deficient  performance  (Tables 
VIII  to  XV).  A satisfactory  rating  was  given  to 
509  (64  per  cent)  of  all  the  cases  rated.  Table 
VIII  identifies  the  type  and  the  frequency  of  de- 
ficiencies in  cases  rated  both  satisfactory  and  un- 
satisfactory. Inadequate  diagnostic  management 
(89  per  cent),  coupled  with  inadequate  records  (60 
per  cent),  was  primarily  responsible  for  the  281 
cases  rated  “unsatisfactory.”  In  surgical  cases 
the  incidence  of  unnecessary  surgery  was  higher 
than  the  incidence  of  poor  records. 

Records  and  diagnostic  management  were  found 
defective  in  about  one  fourth  of  the  cases  rated 
satisfactory  (Table  IX).  Presumably  these  defi- 
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TABLE  IX.  Per  cent  of  admissions  rated  satisfactory  with  deficiencies,  by  type  and  diagnosis 


■ ' 

Inade- 

Indi- 

Total 

quate 

I nap- 

cated 

Number  of 

Diag- 

propriate 

Consul- 

Admissions 

nostic 

Thera-  Surgical  Procedure 

tations 

Incorrect 

Rated 

Inadeciuate 

Manage- 

peutic  Not  indi- 

Inap- 

Not 

Diag- 

Diagnosis 

Satisfactory 

' Records 

ment 

Regimen*  cated 

propriate 

Obtained 

nosis  t 

AiJiiendectomy 

121 

23 

26 

6 6 

3 

0 

Hysterectomy 

66 

15 

23 

12  0 

2 

0 

Prostatectomy 

126 

33 

16 

1 0 

9 

0 

Myocardial  infarction 

96 

8 

5 

8 

0 

23 

Cerebral  vascular 

accident 

40 

15 

35 

8 

5 

8 

Diabetes  mellitus 

60 

58 

57 

8 

8 

2 

Totals 

509 

25 

23 

7 2 

5 

1 

13 

* Postoperative  care  for  surgical  admissions. 

t For  medical  cases  only. 

TABLE  X. 

Per  cent  of  admissions  rated  unsatisfactory  with  deficiencies,  by  type  and  diagnosis 

Total 

Inade- 

Indi- 

Number  of 

quate 

Inap- 

cated 

Admissions 

Diag- 

propriate 

Consul- 

Hated 

nostic 

Thera-  Surgical  Procedure 

tations 

Incorrect 

Unsat  is- 

Inadequate 

Manage- 

peutic  Not  Indi- 

Inap- 

Not 

Diag- 

Diagnosis 

factory 

Records 

ment 

Regimen*  cated 

propriate  Obtained 

nosis  t 

Appendectomy 

19 

63 

95 

37  47 

5 

0 

Hysterectomy 

82 

51 

78 

29  78 

54 

0 

Prostatectomy 

12 

** 

Myocardial  infarction 

33 

36 

78 

90 

3 

56 

Cerebral  vascular 

accident 

81 

76 

99 

36 

21 

55 

Diabetes  mellitus 

54 

67 

94 

78 

43 

11 

Totals 

281 

60 

89 

47  65 

42 

15 

42ft 

* Postoperative  care  for  surgical  admissions, 
t For  medical  cases  only. 

♦♦  Base  too  small  for  meaningful  percentages; 

ft  Ten  per  cent  diagnosis  considered  wrong;  32  per  cent  considered  doubtful. 

TABLE  XI.  Per  cent  of  admissions  rated  unsatisfactory  with  deficiencies,  by  type  and  classification  of  hospital 


. Type  of  Deficiency - 

Total  Inade-  Indi- 


Type  of  Hospital 

Number  of 
Admissions 
Rated 
Unsatis- 
factory 

Inadequate 

Records 

quate 

Diag- 

nostic 

Manage- 

ment 

Inap- 

propriate 

Thera- 

peutic 

Regimen* 

Surgical  Procedure 
Unnec-  Inappro- 

essary  priate 

cated 

Consul- 

tations 

Not 

Obtained 

Incorrect 

Diag- 

nosisf 

Medical  school  afiiliated 

39 

41 

82 

36 

** 

** 

23 

24 

Not  aflSliated  with 
medical  school  but 
approved  for  train- 
ing interns  and/or 
residents 

120 

51 

86 

58 

72 

48 

15 

46 

No  medical  school  af- 
filiation or  approved 
training  program 

122 

75 

95 

39 

60 

33 

11 

46 

Totals 

281 

60 

89 

47 

65 

42 

15 

42 

♦ Postoperative  care  for  surgical  admissions, 
t For  medical  cases  only. 

**  Base  too  small  for  meaningful  percentages. 


ciencies  did  not  adversely  affect  the  quality  of 
over-all  care  of  the  patient. 

Improper  therapy  was  a primary  cause  of  a poor 
rating  in  myocardial  infarction  and  in  diabetes 


(Table  X).  In  diabetes,  the  diagnosis  of  associ- 
ated pathologic  conditions  was  too  often  neglected 
if  not  ignored  altogether.  Eighty-two  cases  of 
hysterectomy  were  unsatisfactory  because  the  sur- 
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TABLE  XII.  Per  cent  distribution  of  number  of  deficiencies,  by  hospital  classification  for  admissions  rated  unsatisfactory 


Total 

Number  of 
Admissions 
Rated 

Hospital  Unsatis-  Total  Number  of  Deficiencies  per  Case* — 


Classification 

factory 

Per  Cent 

0 

1 

2 

3 

4 

5 or  more 

Medical  school 
affiliated 

39 

100 

0 

23 

36 

21 

20 

0 

Not  affiliated  with 
medical  school  hut 
approved  for  train- 
ing of  interns  and/ 
or  residents 

120 

100 

1 

7 

32 

34 

16 

10 

No  medical  school  af- 
filiation or  approved 
training  program 

122 

100 

1 

10 

18 

44 

21 

6 

Totals 

281 

100 

1 

11 

26 

37 

19 

6 

* See  Table  IV  for  details  of  7 groupings  of  deficiencies. 


TABLE  XIII.  Per  cent  distribution  of  number  of  deficiencies,  by  diagnosis  for  admissions  rated  unsatisfactory 


Total 

Number  of 
Admissions 
Rated 

Unsatisfactory 

Total 
Per  Cent 

Number  of  Deficiencies  per  Case* 
2 3 4 

Diagnosis 

0 

1 

5 

6 

Appendectomy 

19 

100 

0 

11 

37 

47 

5 

0 

0 

Hysterectomy 

82 

100 

0 

6 

28 

40 

21 

5 

0 

Prostatectomy 

12 

100 

t 

t 

t 

Myocardial  infarction 
Cerebral  vascular 

33 

100 

0 

12 

34 

27 

27 

0 

accident 

81 

100 

1 

14 

23 

34 

13 

15 

Diabetes  mellitus 

54 

100 

2 

6 

16 

42 

28 

4 

Totals 

281 

100 

1 

11 

26 

37 

19 

6 

0 

* See  Table  IV  for  details  of  7 groupings  of  deficiencies, 
t Base  too  small  for  meaningful  percentages. 


gical  therapy  as  well  as  the  diagnostic  management 
were  unacceptable. 

Inadequate  diagnostic  management  and  inade- 
quate records  were  the  major  areas  criticized  in  all 
hospitals,  but  their  incidence  was  greater  in  the 
nonteaching  hospitals  (Table  XI). 

Tables  XII  and  XIII  show  that  multiple  deficien- 
cies were  usually  responsible  for  an  over-all 
unsatisfactory  rating.  Tables  XIV  and  XV  present 
more  specific  detail  concerning  causes  of  unsatis- 
factory performance.  In  70  per  cent  of  cases  rated 
unsatisfactory  the  major  disorder  was  not  studied 
adequately.  Seventy  per  cent  of  the  hysterectomy 
cases  that  received  a poor  rating  had  no  justifica- 
tion for  surgery  and  63  per  cent  had  an  unaccept- 
able diagnostic  work-up.  Nine  of  10  cerebral  vas- 
cular accidents  rated  “unsatisfactory”  lacked  a 
proper  neurologic  examination;  more  than  half  of 
these  cases  lacked  laboratory  data,  progress  notes, 
and  a proper  discharge  note.  In  75  per  cent  of  the 
unsatisfactory  cases  of  diabetes  concurrent  dis- 
orders were  not  properly  cared  for,  and  about  half 
these  cases  lacked  a proper  physical  examination 
and  the  necessary  laboratory  data. 

4.  Performance  in  specific  categories.  The 


data  on  quality  of  performance  in  specific  cate- 
gories can  be  summarized  as  follows: 

Prostatic  hypertrophy  was  on  the  whole  well 
managed  everywhere.  Of  the  281  cases  given  an 
unsatisfactory  rating  only  12  were  prostatectomies. 
This  is  not  because  of  undue  benevolence  of  the 
reviewer,  for  although  he  was  in  fact  inclined  to  be 
more  indulgent  than  other  reviewers  on  less  impor- 
tant issues,  it  is  apparent  that  most  cases  were 
treated  by  competent  urologists  and  that  the 
diagnosis  and  treatment  of  this  disorder  is  now 
rather  stereotyped  even  though  there  are  differ- 
ences of  view  on  surgical  technic. 

In  the  study  of  diabetes  mellitus  an  unsatisfac- 
tory rating  was  more  common  because  of  mis- 
management of  concurrent  disease  than  of  the 
diabetes,  which  was  often  of  secondary  importance. 
Quality  of  over-all  performance  in  nonteaching 
hospitals  was  frequently  poor  in  diabetic  patients 
because  the  variety  and  complexity  of  the  compli- 
cating disabilities  made  the  clinical  challenge  too 
formidable  for  the  physician  in  charge.  Too  often 
these  patients  need  the  expertise  of  an  experienced 
internist. 

The  frequency  of  incorrect  diagnosis  in  the  cate- 
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cident  records  explained  the  very  low  per  cent  of 
satisfactory  ratings  in  this  disorder  by  “lack  of 
knowledge  or  lack  of  trained  specialists  in  the  field, 
or  lack  of  ability  to  interpret  certain  information,” 
and  in  large  part  because  diagnostic  technics  re- 
quiring sophisticated  equipment  such  as  cerebral 
angiography,  electroencephalography,  and  brain 
scanning  are  not  available  in  many  community  and 
rural  hospitals,  and  probably  would  not  be  used  in 
many  cases  for  lack  of  a readily  available  expert  to 
interpret  the  data.  Given  the  fact  that  patients 
admitted  with  a diagnosis  of  cerebral  vascular  ac- 
cident present  problems  in  diagnosis  and  man- 
agement which  are  frequently  beyond  the  ca- 
pacity of  the  attending  physician,  critical  review 
is  all  the  more  necessary  in  order  that  those  in- 
volved shall  recognize  that  when  advances  in 
diagnostic  and  therapeutic  potential  have  been 
developed  they  should  seek  consultation  or  trans- 
fer professional  responsibility  until  they  catch  up. 

Myocardial  infarction  was  relatively  well  treated 
everywhere.  More  professional  expertise  seemed 
to  be  available  in  this  category  than  in  others.  In 
those  cases  rated  unsatisfactory  there  were  more 
deficiencies  in  therapy  than  in  diagnosis.  In  par- 
ticular, the  commonest  deficiencies  were  failure  to 
adequately  monitor  changes  in  the  electrocardio- 
gram and  inappropriate  use  of  drugs. 

One  has  a right  to  expect  a narrower  range  of 
satisfactory  ratings  for  acute  appendicitis  in  dif- 
ferent types  of  hospitals  than  from  100  per  cent 
to  72  per  cent,  for  in  this  disorder  good  performance 
can  be  expected  in  all  of  the  hospitals  in  this  study. 
The  number  of  unnecessary  appendectomies  was 
very  small  in  the  teaching  hospitals  where  respon- 


TABLE  XV.  Per  cent  of  admissions  rated  unsatisfactory  with  specific  deficiencies*  by  diagnosis 


Specific  Deficiency 

Total 

Appen- 

dectomy 

Hyster- 

ectomy 

Prosta- 

tectomy 

Myocardial 

Infarction 

Cerebral 

Vascular 

Accident 

Diabetes 

Inadequate  diagnostic  workup  of 
main  condition 

69 

68 

63 

t 

57 

91 

46 

Inadequate  indication  for  surgical 

procedui'e** 

58 

37 

71 

Poor  progress  discharge  notes 

38 

47 

37 

t 

3 

53 

41 

Diagnosis  doubtfulft 

32 

42 

44 

7 

Inadequate  laboratory  or  x-ray 

studies 

32 

26 

28 

45 

20 

57 

Insufficient  laboratory  data 

30 

37 

17 

18 

50 

30 

Other  indicated  surgical  pro- 

cedure  not  done** 

30 

0 

39 

t 

Inadequate  neurologic  examina- 

tion 

30 

0 

1 

6 

93 

13 

Insufficient  physical  examination 

29 

32 

22 

0 

47 

33 

Inadequate  diagnostic  workup  of 

concun'ent  condition 

23 

21 

5 

15 

15 

76 

Consultation  indicated,  not  ob- 

tained 

15 

0 

0 

3 

21 

43 

Total  number  of  cases  rated 

unsatisfactory 

281 

19 

82 

12 

33 

81 

54 

* Of  the  specific  deficiencies  24  per  cent  are  not  included;  less  than  15  j>er  cent  for  each  item.  See  Table  IV  for  major  groupings, 
t Base  too  small  for  meaningful  percentages. 

**  Surgical  cases  only, 
tt  Medical  cases  only. 


TABLE  XIV.  Per  cent  of  admissions  with  specific 
deficiencies,*  by  final  case  evaluation 


Specific  Deficiency 

All 

Rated 

Satis- 

factory 

Rated 

Unsatis- 

factory 

Inadequate  workup  of 
major  condition 

31 

10 

69 

Poor  progress/discharge 
notes 

23 

14 

38 

Diagnosis  doubtfulf 

22 

13 

32 

Inadequate  indication  for 
surgical  procedure** 

17 

1 

58 

Insufficient  physical  ex- 
amination 

17 

11 

29 

Inadetjuate  laboratory  or 
x-ray  studies 

15 

3 

32 

Insufficient  laboratory 
data 

13 

4 

30 

Inadecjuate  neurologic  ex- 
aminations 

11 

1 

30 

Inadequate  diagnostic 
work-up  of  concurrent 
condition 

10 

3 

23 

Other  indicated  surgical 
I^rocedure  not  done** 

9 

1 

30 

Consultation  indicated, 
not  obtained 

6 

1 

15 

Total  number  of  specific 
deficiencies!  t 

1,610 

419 

1,191 

Total  number  of  cases 

790***  509 

281 

* These  specific  deficiencies  were  classified  under  7 major  categories 
(See  Table  IV). 

t For  the  medical  cases  only. 

**  For  the  surgical  cases  only. 

tt  Not  included  are  35  per  cent  of  the  specific  deficiencies  for  satis* 
factory  cases  and  24  ]>er  cent  for  the  unsatisfactory  cases  because  each 
item  less  than  15  per  cent. 

*♦*  Excludes  2 cases  with  final  rating  undetermined. 

gory  of  cerebral  vascular  accident  is  evidence  of  the 
superficial  study  that  these  patients  generally 
receive.  The  examiner  of  the  cerebral  vascular  ac- 
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sible  review  induces  caution.  In  other  hospitals 
there  is  less  disposition  to  adhere  to  the  criteria  for 
justifiable  operative  intervention.  To  the  extent 
that  this  may  be  due  to  deficiencies  in  diagnostic 
skills,  the  review  pattern  can  improve  them  by 
greater  precision  in  the  phrasing  of  questions  that 
stress  the  key  criteria  in  differential  diagnosis. 
This  of  course  would  require  that  the  practitioner 
have  a copy  of  the  review  patterns  and  be  fully  con- 
versant with  their  criteria  for  assessment. 

The  disparity  between  the  high  ratings  of  teach- 
ing hospitals  and  low  ratings  of  other  hospitals  for 
hysterectomy  for  fibroids  cannot  be  accounted  for 
on  the  basis  of  inadequate  facilities  or  a broad 
spread  in  professional  competence.  Patients  with 
metrorrhagia  or  menorrhagia  were  often  treated  by 
hysterectomy  even  though  hormonal  therapy,  a 
dilatation  and  curettage,  or  watchful  waiting  would 
have  been  more  appropriate  and  just  as  likely  to 
correct  the  abnormality.  The  looseness  of  the 
criteria  for  hysterectomy  for  fibroids  is  clear  from 
the  frequency  with  which  a few  modest-sized  fi- 
broids were  treated  as  if  they  were  the  controlling 
factor,  when  in  point  of  fact  they  could  have  been 
ignored. 

Comment 

Those  concerned  with  the  over-all  quality  of 
medical  care  believe  that  an  assessment  of  profes- 
sional performance  should  include  prophylaxis, 
convalescent  care  in  a nursing  home,  and  a variety 
of  paramedical  services.  The  concern  of  this  pro- 
ject is  more  limited.  It  deals  primarily  with  the 
quality  of  care  by  a physician  in  a hospital.  This 
care  may  be  conditioned  by  factors  beyond  his  con- 
trol, such  as  the  quality  of  nursing  care  and  the 
availability  and  quality  of  equipment  and  of  para- 
medical and  laboratory  personnel.  The  extent  to 
which  deficiencies  in  these  areas  impinge  on  the 
quality  of  care  by  the  physician  can  be  gauged  by 
comparing  one  man’s  performance  in  different 
types  of  hospitals.  But  such  data  were  not  secured 
and  did  not  enter  into  consideration  in  this  project. 

It  is  clear  from  this  experience  that  peer  review 
can  be  a valuable  method  for  assessment  of  clinical 
performance.  K no  staff  member  is  adequately 
versed  in  the  category  of  a case  that  needs  to  be  eval- 
uated, the  rating  is  nonexpert  and  should  remain 
tentative  until  external  peer  review  is  obtained. 
Since  the  public,  whether  through  private  or  public 
agencies,  is  entitled  to  quality  performance,  review 
cannot  be  left  exclusively  in  the  hands  of  authori- 
ties in  nonteaching  hospitals  participating  in  third- 
party  payments,  whether  they  do  or  do  not  have 
programs  for  intern  or  resident  training,  because 
internal  examiners,  especially  in  a nonteaching 
hospital,  may  find  it  hard  to  be  objective  in  rating 
negative  performance.  But  no  system  of  review 
will  work  without  the  willing  participation  and 
leadership  of  public-spirited  physicians.  Opposi- 


tion to  internal  review  by  staff  physicians  should 
be  avoidable  if  all  staff  members  who  can  function 
as  peers  are  assigned  on  a rotating  basis  to  this 
function  in  other  hospitals  as  well  as  their  own. 
External  review  reduces  the  element  of  bias;  to  be 
above  criticism  it  would  best  be  done  by  mature 
physicians  with  a reputation  for  objectivity,  who 
can  give  enough  time.  It  may  be  difficult  to  find 
enough  external  reviewers  with  the  required  com- 
petence for  State-wide  periodic  review.  The  dis- 
abled physician  or  emeritus  teacher  who  wishes  to 
be  useful  might  be  attracted  to  this  task.  A fear 
was  expressed  that  toughness  in  rating  could  un- 
duly threaten  the  status  of  a physician  who  labors 
under  conditions  which  impede  top  performance. 
This  fear  need  not  exist  if  the  rating  is  kept  confi- 
dential and  is  used  primarily  for  educational  objec- 
tives. 

Whether  the  rating  data  obtained  with  the  object 
of  improving  staff  performance  should  be  available 
for  other  purposes  depends  on  how  it  is  used.  It 
should  be  possible  to  give  the  important  data  to 
those  entitled  to  have  them  without  injury  to  the 
individual  physician. 

Summary 

The  records  of  150  patients  with  a specific  dis- 
charge diagnosis  were  sought  from  6 hospitals  in 
the  State  of  New  York  for  evaluation  of  professional 
performance.  Each  of  the  hospitals  supplied  25 
records  for  each  of  six  different  disorders.  Two  of 
the  hospitals  were  teaching  hospitals,  2 were  hospi- 
tals approved  for  resident  training,  and  2 were 
institutions  without  resident  staff  or  teaching  ac- 
tivities. The  hospitals  were  geographically  dis- 
tributed throughout  the  state.  Six  physician  ex- 
aminers on  the  staffs  of  various  teaching  hospitals 
in  greater  New  York  were  selected  from  a group  of 
18  physicians  to  evaluate  all  the  records  in  their 
special  field  of  competence  with  the  aid  of  a review 
pattern  designed  for  that  disorder  by  a committee 
of  the  Medical  Society  of  the  State  of  New  York. 
A project  analyst  appointed  to  coordinate  the  work 
of  the  examiners  and  to  assess  the  effectiveness  of 
the  undertaking  met  periodically  with  the  exami- 
ners, individually  and  together,  to  discuss  their 
progress,  their  views  of  the  review  pattern  as  an  aid 
in  the  evaluation,  its  merits  and  defects,  and  the 
changes  warranted  in  format  and  in  content  for 
better  service  to  the  examiner. 

As  review  of  the  records  proceeded,  problems  en- 
countered in  arriving  at  a fair  rating  of  performance 
were  discussed  in  detail,  and  differences  of  opinion 
for  the  most  part  were  ironed  out.  With  increasing 
experience,  the  examiners  learned  to  make  the 
reasons  for  the  final  rating  more  and  more  explicit. 

Before  half  the  records  had  been  evaluated,  the 
examiners  were  unanimous  that  the  review  pat- 
terns were  a very  substantial  aid.  The  orderly 
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assembly  of  the  factual  data  in  the  paramedical 
section,  which  the  examiners  required  to  answer 
the  questions  in  Section  II,  were  a great  time  saver. 
The  judgments  of  the  examiners  and  project 
analyst  on  desirable  changes  in  the  review  patterns 
were  communicated  to  the  committee  of  the  Medi- 
cal Society  of  the  State  of  New  York. 

After  all  of  the  records,  except  those  that  were 
discarded  for  technical  reasons,  were  rated,  the 
project  analyst  coded  the  data,  which  yielded  the 
information  presented. 


Conclusions 

1.  Although  the  quality  of  professional  care  in 
other  hospitals  is  not  less  competent  in  certain 
categories,  the  teaching  hospital  is  clearly  superior 
over-all. 

2.  There  are  many  highly  competent  physi- 
cians in  community  hospitals  whose  quality  of  per- 
formance is  altogether  satisfactory.  But  there  is 
also  a good  deal  of  substandard  performance  in 
these  institutions. 

3.  Approval  for  a training  program  in  a non- 
teaching hospital  does  not  assure  better  clinical 
performance. 

4.  Among  the  many  reasons  for  inferior  care, 
superficial  study  of  the  patient  and  loose  standards 
of  practice  are  major  offenders. 

5.  Those  involved  in  this  project  were  unani- 
mous that  the  method  employed  in  this  project  for 
evaluating  a physician’s  performance  is  a practical 
one  for  general  adoption  by  hospitals,  and  for  pri- 
vate and  public  agencies  concerned  with  the  quali- 
ty of  medical  care. 

6.  Although  individual  records  can  be  assessed 
without  the  aid  of  the  review  patterns,  the  latter 
are  of  critical  importance  for  continuous  or  periodic 
review  of  a whole  institution’s  material,  even  when 
it  is  selective.  Without  the  review  patterns  the  de- 
mand on  the  examiner’s  time  would  become  so 


great  that  one  might  not  be  able  to  find  enough 
competent  reviewers. 

7.  It  was  also  agreed  that  if  bias  in  review  is  to 
be  kept  to  a minimum,  external  as  well  as  internal 
review  is  not  only  desirable  hut  necessary,  and  that 
review  can  be  accomplished  with  the  full  coopera- 
tion of  the  medical  profession  if  it  is  carried  out 
with  a clear  understanding  that  review  is  an  educa- 
tional and  self-disciplining  duty,  not  a punitive 
exercise,  as  has  long  been  evident  in  many  teaching 
institutions. 

8.  The  project  analyst,  a general  surgeon,  rated 
many  records  to  get  the  experience  of  the  examiner 
as  an  expert  or  as  a nonexpert  in  the  different 
categories.  It  is  quite  clear  to  the  project  analyst 
that  the  nonexpert  should  not  be  utilized  whenever 
an  expert  can  be  obtained. 


Medical  Record  Review  Panel 
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LEWIS  BURROW,  M.D. 
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New  York  City 

Diabetes  mellitus  , 
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Myocardial  infarction 
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Cerebral  vascular  accident 
MICHAEL  GARAFALO, 
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New  York  City 
Prostatectomy 
FRANCIS  BENEVENTI, 
M.D. 

Polyclinic  Hospital 
New  York  City 
Hysterectomy 
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The  inhabitants  of  Babel,  thinking  themselves 
superhuman,  tempted  God  with  their  tower  to  the 
heavens.  God’s  reaction  to  this  housing  equaliza- 
tion project  was  to  knock  down  the  tower  and  to 
cause  a confusion  of  tongues,  presumably  to  warn 
against  similar  cooperative  ventures.  Misunder- 
standing followed  and  has  persisted.  Although  an 
allegory,  this  explanation  is  both  simpler  than 
and  as  intelligible  as  either  the  “bow  wow”  or  the 
“poo  poo”  theories  of  the  origin  of  human  lan- 
guage, just  as  Calvin’s  view  of  human  society  is 
certainly  at  least  as  plausible  as  subsequent 
schemes  based  on  scientific  observations,  such  as 
they  are. 

We  meet  as  medical  writers  concerned  with  the 
communication  of  established,  and  the  publication 
of  new,  medical  information.  Few  words  are  now 
so  meaningless  as  “communication”  and  for  our 
purposes,  I should  prefer  some  less  equivocal  term 
such  as  “writing.”  Anyone  in  my  position,  that  of 
a busy  hospital  pathologist  with  an  active  medical 
school  appointment  and  with  research,  literary, 
and  historical  interests,  falls  hopelessly  behind  in 
both  reading  and  writing.  Facile  writing  makes 
hard  reading  but,  worse  than  that,  creates  remark- 
ably frequent  misunderstandings.  I doubt  that  I 
am  alone  in  my  resentment  that  so  much  of  my 
professional  reading  is  so  marginal  in  content  and 
so  slovenly  in  presentation  that  it  wastes  my  time. 
I certainly  feel  no  gratitude  to  the  writers,  editors, 
and  publishers  who,  by  abusing  my  time  with 
frustrating  and  ill-written  drivel,  curtail  and  make 
irksome  an  already  too-short  lifespan. 

Almost  any  medical  or  scientific  journal  docu- 
ments that  the  standard  of  writing  in  those  articles 
which  provide  the  visible  signs  of  professional  suc- 

J’resenfed  at  the  lOth  Annual  Medical  Communications  Day, 
spon.sored  by  the  New  York  State  Journal  of  Medicine  and 
the  Metropolitan  New  York  (Chapter,  American  Medical 
Writers  Association,  Americana  of  New  York,  February  19,1971. 


cess — promotion,  tenure,  and  grant  money— is  so 
low  that  it  misleads  and  confuses  as  often  as  it  en- 
lightens and  instructs.  How  can  you,  as  editors 
and  writers,  save  me  from  ennui  and  refresh  my 
misolexic  soul? 

Method 

Write  coherent  English.  Avoid  slang,  avoid 
cant,  avoid  abbreviations,  avoid  meaningless  cir- 
cumlocution, and  remember  that  for  many  readers 
English  is  a painfully  acquired  second  language. 
Write  formal  English  because  it  is  easier  to  under- 
stand; the  old  rule  that  didactic  English  should  be 
phrased  to  facilitate  translation  into  another 
language  was  a sound  one.  Much  hospital  jargon 
conceals  information  from  patients,  a habit  which 
creeps  into  medical  writing.  Scientific  writing 
should  convey  information  accurately  and  clearly 
in  the  fewest  words  consistent  with  that  end. 
Avoid  pomposity.  Be  sparing  with  sociologic 
newspeak  and  nonce  words.  If  you  mean  “slum,” 
do  not  say  “ghetto”  or  “inner  city”;  if  you  mean 
“sexually  promiscuous,”  do  not  say  “sexually 
active”;  if  you  mean  “socialist,”  do  not  say 
“vitally  concerned  with  contemporary  political  and 
social  problems”;  if  you  mean  “drug  addict,”  do 
not  say  “abuser  of  psychotropic  medications”; 
if  you  mean  “die,”  do  not  say  “expire.”  In  other 
words,  do  not  say  pebble  when  you  mean  stone. 

Avoid  shrillness.  Maintain  some  balance  and 
perspective.  Readers  of  standard  medical  journals 
might  conclude  that  inadequate  hospitals  and 
overworked  physicians  exist  only  in  American 
slums.  One  suspects  that  medical  editors  have  so 
far  assimilated  themselves  to  the  megalopolitan 
liberal  press  establishment  that  they  gaze  unblink- 
ingly  left,  whence  cometh  all  light  and  salvation, 
and  ignore  the  views  of  a silent  majority  of  Ameri- 
cans who  must  ultimately  define  our  needs  and  pay 
for  their  resolution.  Minority  voices,  oftener  than 
not,  anticipated  current  difficulties  with  the  New 
York  abortion  law.  Medicare,  and  municipal  hospi- 
tals, to  name  only  a few  visible  areas,  but  this  dis- 
sent met  cold  hospitality  from  a medical  press  al- 
ready crystallized  in  those  Boston-New  York- 
Washington  prejudices  which  it  pleases  to  call 
its  mind. 

Style.  Write,  please,  using  one  style  at  a time. 
If  you  are,  for  example,  a Negro  psychiatrist,  by  all 
means  write  a psychiatric  monograph  because  pos- 
sibly your  background  has  given  you  insights  and 
understanding  which  lighter-skinned  persons 
lack — possibly,  because  no  similar  advantage 
operates  in  such  areas  as  morbid  anatomy,  mathe- 
matics, and  biochemistry.  Write  as  violent  an 
attack  on  the  white  power  structure,  whatever 
that  is,  as  you  like  and  project  your  bigotry  on  that 
group  as  strongly  as  you  wish;  liberals  will  applaud 
your  cultural  sensitivity,  and  conservatives  will 
ignore  your  pretentious  incompetence.  Free  asso- 
ciate in  print,  if  you  must,  as  incoherently  as  you 
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like  and  parade  every  cliche  in  the  language.  But 
do  not,  if  you  expect  to  be  taken  seriously  by  people 
concerned  with  your  subject,  depart  from  your 
data.  Maintain  a single  tone.  Do  not  expect  an 
audience  if  you  mix  these  three  styles:  scienti- 

fic, diatribe,  and  free  association.  When  you 
report  scientific  findings,  report  them  calmly  and 
objectively;  when  you  write  invective,  write  invec- 
tive; and  when  you  free  associate,  free  associate. 
To  mix  them  is  sloppy  and,  perhaps  worse,  rude. 
Others  have  their  own  dead  to  bury.  As  a WASP 
(White  Anglo-Saxon  Protestant),  an  offensive 
acronym  formed  in  malice  rather  than  ignorance, 
I know  what  it  is  to  be  a member  of  a hated  and 
discriminated-against  minority,  and  as  a conser- 
vative, I know  what  it  is  to  be  voiceless  in  the  seats 
of  power. 

Rewriting.  Do  not  publish  undigested,  un- 
revised drafts  of  articles.  Revise  and  rewrite  until 
you  say  neither  more  nor  less  than  you  intend  to 
say.  Distinguish  between  your  observations,  your 
deductions,  and  your  speculations.  Do  not  con- 
fuse them,  because  even  if  you  cannot  tell  them 
apart,  you  may  be  sure  that  your  readers  will. 
Time,  rewriting,  and  the  opinions  of  others  add 
clarity  and  precision  both  to  your  ideas  and  to 
their  presentation.  When  Richard  Hooker  ob- 
served that  no  man  became  a scholar  sitting  in  a 
chimney  corner,  he  meant  that  we  need  contact 
with  others,  particularly  with  those  who  disagree 
with  us.  Confused  writing  suggests  less  a plethora 
of  data  than  confused  thinking,  and  if  a writer 
does  not  know  exactly  what  he  is  dealing  with,  he 
can  express  himself  only  obscurely.  If  a literate 
reader  cannot  follow  an  author’s  arguments  and 
conclusions,  the  probability  is  not  that  the  subject 
is  too  lofty  for  the  reader  but  that  the  writer  did 
not  know  his  material  well  enough. 

Brevity.  Be  brief.  Say  what  you  have  to  say 
and  stop.  In  revising  and  editing,  see  how  many 
words  can  be  deleted  without  loss  of  meaning.  The 
extent  of  condensation  and  clarification  may  sur- 
prise you.  Active  verbs  are  more  economical  than 
passive,  and  words  of  English  origin  are  usually 
shorter  and  more  vivid  than  those  of  Greco-Latin 
origin.  Compare  “bedsore”  with  “sacral  decubitus 
ulcer”;  “poor”  with  “economically  deprived”; 
and  “slatternly”  with  “possessed  of  minimal 
housekeeping  skills  because  of  despair  produced  by 
an  oppressive  capitalist  society.” 

Misuse  of  words.  Do  not  ruin  irreplaceable 
English  words  by  their  misuse.  “Disinterested” 
is  not  equivalent  to  “uninterested,”  and  I know  of 
no  synonym  for  “disinterested.”  “I  am  suspect” 
does  not  mean  “I  suspect”  which  does  not  mean 
quite  the  same  thing  as  “I  am  suspicious.”  En- 
glish does  not  like  adjectives  used  substantively 
and  man  or  woman  is  preferable  to  male  or  female. 
Be  very  careful  with  adjectives  because  they  weak- 
en nouns  as  often  as  they  clarify  them.  Clear  nar- 
ration usually  requires  transitive  verbs.  Use 


neologisms  sparingly  and  avoid  cliches.  The  cur- 
rent elitist  use  of  black  for  Negro  and  an  unwar- 
rantably pejorative  sense  placed  on  boy  recently 
brought  two  ludicrous  malapropisms  to  my  eye. 
One  announced  a great  epidemiologic  break- 
through which  dispensed  free  condoms  at  pool- 
rooms  (idleness  is  the  mother  of  lechery!)  to  “thir- 
teen- and  fourteen-year-old  black  men  attending 
junior  high  school.”  A case  report  in  one  of 
America’s  better  medical  journals,  not  very  consis- 
tently, referred  to  2 patients:  “a  twenty-year-old 
white  boy”  and  “a  nineteen-year-old  black  man.” 

Use  of  graphs  and  charts.  Graphs  and  charts 
often  conveniently  present  statistical  data,  and 
many  scientific  studies  depend  on  numbers.  How 
charming  that  graphs  should  be  in  two  or  three 
colors,  sometimes  with  a contrasting  pastel  back- 
ground! How  revolting  that  reports  often  omit 
statistical  tests,  and  that  the  puzzled  reader  must 
calculate  the  validity  and  probability  limits  of  the 
author’s  conclusions.  Here  is  a great  waste  of 
time  and  source  of  confusion.  Scrap  two-  and 
three-color  reproductions  and  from  the  money 
saved,  hire  a statistician.  A poorly  planned  and 
executed  study  based  on  improper  or  inadequate 
statistical  data  can  rarely  be  salvaged  by  editorial 
statistical  review,  but  surely  any  communication 
based  on  a comparison  of  numbers  merits  an  as- 
sessment of  the  statistical  validity  of  the  author’s 
statements.  If  data  do  not  support  conclusions, 
the  article  is  not  worth  publishing. 

Fiction  or  fact 

“Gee  Whiz”  medical  writing  does  little  good 
and  much  harm.  The  epidemic  of  cardiac  trans- 
plant attempts  seems  to  have  subsided,  but  few 
implicated  in  the  wild  publicity  which  attended 
those  experiments  escaped  with  their  reputations 
quite  intact.  Irresponsible  reporting  led,  inevi- 
tably, to  such  charges  as,  “You  stole  my  machine,” 
or  to  such  questions  as,  “Was  he  really  dead?” 
and  raised  suspicions  that  certain  illustrious  grant- 
eaters,  mighty  in  the  literature,  were,  in  fact,  ly- 
ing opportunists.  Subsequent  reaction  seems  to 
have  done  little  for  transplantation  biology. 

Scientific  discoveries  are  best  first  communi- 
cated through  properly  documented  and  reviewed 
reports  in  established  journals,  not  through  news 
releases  or  such  eminent  scientific  serials  as  Time 
or  Readers  Digest.  (Really  important  medical 
discoveries  reach  the  most  successful  members  of 
the  profession  through  The  Wall  Street  Journal. ) 
Recently,  distinguished  workers  in  tobacco  on- 
cogenesis compromised  their  work  through  public 
release  of  their  findings,  important  and  perhaps 
decisive  if  true,  before  their  supporting  data  were 
available  through  conventional  channels,  an  un- 
happy end  to  what  might  have  been  a most  valu- 
able study.  Who  was  at  fault:  The  American 

Medical  Association?  Vice-President  Agnew? 
The  tobacco  industry?  The  authors? 
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Editorial  review 

Laymen  rarely  appreciate  the  difference  between 
a refereed  and  a nonrefereed  journal,  but  writers 
on  ecology,  epidemiology,  oncogenesis,  and  radio- 
biology  seem  especially  tempted  by  nonrefereed 
journals  and  occasionally  trigger  loud,  if  transient, 
public  concern  and  confusion  which  might  have 
been  avoided  by  prepublication  review  by  inde- 
pendent and  knowledgeable  redactors.  Editorial 
review  of  articles  is  a tedious  and  thankless  task, 
best  done  anonymously  because  every  porcupine 
thinks  its  young  not  only  beautiful  but  smooth. 
Redaction  is  a serious  business  for  the  whole 
scientific  and  medical  community  and,  like  mar- 
riage, is  to  be  taken  in  hand  soberly,  discreetly, 
advisedly,  and  in  the  fear  of  the  Lord.  When  edit- 
ing journals,  refer  manuscripts  to  competent  and 
conscientious  redactors.  If  you  are  the  author, 
accept  suggestions  in  the  light  in  which  they  are 
made.  Informed  comment  is  far  more  useful  be- 
fore than  after  publication. 

Authorship 

Who  wrote  it?  Anonymous  or  unsigned  publi- 
cations represent  the  editor’s,  or  owner’s,  views. 
Even  conceding  the  collaborative  nature  of  many 
scientific  undertakings,  I not  long  ago  incredu- 
lously gazed  on  not  fewer  than  11  authors  listed  for 
a four-page  report  of  the  most  indifferent  quality. 
Somebody  wrote  it,  and  he  should  be  man  enough 
to  acknowledge  paternity.  By  all  means,  thank 
colleagues,  providers  of  funds,  experimental  drugs, 
bank  loans,  facilities,  advice,  and  encouragement, 
but  committees  do  not  write  articles — they  publish 
reports  with  committee  members’  names  in  small 
print  at  the  bottom  of  page  one. 

Revision 

Do  not  be  in  too  much  of  a hurry  to  publish. 
Priority  of  discovery  is  a matter  for  calm  histori- 
cal judgment.  William  James  is  said  to  have  re- 
marked that  this  brother  Henry  had  written  some 
pretty  good  novels  before  he  made  enough  money  to 
hire  a secretary.  Brevity  may  be  encouraged  by 


writing  early  drafts  in  longhand.  Revision  should 
shorten  each  version,  of  which  there  ought  to  be 
several,  by  about  10  per  cent,  and  additions  to  the 
text  should  be  offset  by  the  deletion  of  at  least 
an  equal  number  of  words.  When  in  doubt,  leave 
it  out,  and  let  each  draft  mellow,  like  the  rare  vint- 
age it  is,  weeks  or  months  between  revisions.  Have 
someone  else  read  it  and  comment  on  it,  marking 
the  original  of  the  manuscript  so  that  you  must 
retype  it.  Delete  everything  possible,  and,  after 
each  revision,  ask  “Is  this  paper  really  necessary?” 

Verify  all  references  and  citations.  Be  careful 
with  numbers  at  all  stages  through  and  including 
the  galley  proofs.  He  who  is  stupid  in  little  is  in- 
variably stupid  in  much,  and  a minor  error  in  a 
bibliography  can  damn  you. 

Bibliographic  padding 

Publish  one  completed  piece  of  work  in  one 
journal  only,  provided  that  journal  is  listed  in  the 
Index  Medicus.  Plural  publication,  with  titles 
slightly  changed  and  the  sequence  of  authors’ 
names  reversed,  is  brazen  bibliographic  padding. 
Be  pure!  Some  of  the  worst  academic  disasters 
known  to  man  awarded  tenured  appointments  to 
sterile  hacks  because  search  committees  made 
their  selections  by  counting  publications.  Schools 
deserve  to  suffer — stupidity  bears  the  seeds  of  its 
own  destruction. 

Conclusion 

As  medical  writers  and  editors,  we  must  be 
humane  in  the  demands  we  make  on  our  readers’ 
time.  Life,  as  Hippocrates  noted,  is  short  and  the 
art  long.  Do  not,  therefore,  make  life  shorter  than 
it  is,  and  do  not  burden  readers  with  superfluous, 
inconclusive,  and  irksome  verbiage.  Our  object 
should  be  clarity  and  brevity,  not  drug-house 
elegance  in  packaging.  Anyone  who  writes  or 
publishes  draws  adverse  comment,  but  with  care 
we  may  avoid  Job’s  rebuke:  “Who  is  this  that 

darkeneth  counsel  by  words  without  knowledge?” 
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Medical  Arts  and  Letters 


CLAUDE  PERRAULT,  M.D. 
11613-16881 

Anatomist,  physicist,  architect 

WILLIAM  B.  OBER,  M.D. 

New  York  City 

Attending  Pathologist.  Beth  Israel  Hospital:  Associate 
Professor  of  Pathology,  Mount  Sinai  School  of  Medicine 
of  the  City  University  of  New  York 

Most  physicians  whose  claim  on  history  rests  on 
nonmedical  achievement  have  turned  to  literature, 
and  the  number  is  legion  who  believe  its  only  re- 
quirements are  a certain  amount  of  leisure  and  an 
unlimited  supply  of  paper.  Few  physicians  have 
achieved  eminence  in  such  fine  arts  as  music, 
painting,  or  sculpture;  the  apprenticeship  is  long 
and  must  begin  in  youth.  The  number  of  physi- 
cian-architects is  few  indeed.  Sir  Christopher 
Wren  is  the  obvious  example,  and  the  magnitude 
of  his  achievement  and  fame  can  be  seen  when 
contrasted  with  that  of  America’s  William  Thorn- 
ton, M.D.  (1761-1828)  who  designed  the  Capitol  in 
Washington.  A legitimate  competitor  for  greater 
recognition  is  Wren’s  senior  and  partial  contempo- 
rary, Claude  Perrault.  Almost  any  book  on  the 
history  of  architecture  will  mention  that  Perrault 
designed  the  Colonnade  of  the  Louvre  in  1665,  and 
not  a few  will  mention  that  he  was  a physician.  At 
that  date  Wren  was  still  Savilian  professor  of  as- 
tronomy at  Oxford;  the  Great  Fire  of  London  did 
not  take  place  until  the  following  year,  and  Wren’s 
work  as  an  architect  had  yet  to  begin.  The  English 
Channel,  it  is  true,  is  somewhat  wider  than  the 
Hudson  River,  but  it  has  not  proved  an  insuperable 
cultural  barrier.  Yet  Perrault’s  reputation  re- 
mains almost  unknown  outside  of  France;  one 
searches  in  vain  for  a monograph  or  even  an  article 
about  him  in  English.  It  appears  incongruous  that 
such  a man  of  many  parts  should  remain  a 
shadowy  figure,  remembered,  when  at  all,  for  only 
one  task.  One  is  tempted  to  take  a fictive  stance 
on  the  porch  of  the  church  of  St.  Germain  I’Auxer- 


rois  which  faces  the  east  fapade  of  the  Louvre  and 
mutter,  “Si  monumentum  requiris,  circumspice!  ” 
but  that  is  in  another  country. 

Early  background 

Claude  Perrault  was  the  third  of  the  five  sons  of 
a prominent  Parisian  advocate  of  parliament,  a 
descendant  of  what  is  classed  as  “une  famille  de 
robe,’’  inheriting  the  tradition  of  an  assured  educa- 
tion and  position  in  the  upper  middle  class,  com- 
fortably situated  in  a carefully  stratified  society, 
with  preferment  available  for  services  rendered 
competently  and  graciously.  The  eldest  brother, 
Jean,  born  in  1609,  inherited  the  father’s  legal  and 
political  business.  The  second  son,  Pierre,  born  in 
1611,  rose  to  become  the  Receiver  General  of  Fi- 
nance under  Colbert.  Claude’s  next  youngest 
brother,  Nicholas,  born  in  1624,  became  a promi- 
nent theologian,  famous  for  his  Jansenism  and  his 
refusal  to  sign  the  Formulaire  condemning  the 
bishop  of  Ypres.  The  youngest  brother,  Charles 
(1628-1703),  became  a prominent  literary  figure, 
best  remembered  for  his  Contes  des  Fees,  the 
famous  collection  of  fairy  tales  which  includes 
such  all-time  favorites  as  “Cinderella,”  “Blue- 
beard,” “Beauty  and  the  Beast,”  and  “Puss-in- 
Boots.”  Like  his  brothers,  Claude  was  sent  to  the 
College  de  Beauvais,  not  far  from  the  Sorbonne, 
for  his  secondary  education.  He  proved  a good 
student,  developed  his  interests  in  natural  science, 
and  his  father  was  delighted  to, help  launch  him  on 
a career  in  medicine.  He  went  to  the  University  of 
Paris  and  received  an  M.D.  degree  in  1641. 

It  illuminates  the  state  of  medical  art  at  Paris 
when  we  examine  the  subjects  of  Claude  Perrault’s 
three  theses  as  a medical  student.  His  these  de 
Vesperies  was  titled  “Should  a Doctor  Marry? — 
or  Travel?”  His  actual  doctoral  thesis  dealt  with 
the  issue,  “Is  a physician  allowed  to  abandon  a 
patient?”  and  his  last  thesis,  the  pastillaire  or 
these  de  regence,  considered  the  burning  question, 
“In  a quartan  fever  should  one  bleed? — or  purge?” 

One  reason  why  Claude  Perrault  may  not  be 
known  to  a wider  public  is  that  the  next  two  dec- 
ades of  his  life  were  passed  quietly.  Lack  of  anec- 
dotal detail  fails  to  attract  biographers,  and  there 
is  no  documentary  evidence  of  Perrault’s  activities 
until  about  1661.  It  is  reasonable  to  assume  that 
he  practiced  medicine,  studied,  began  to  raise  his 
family,  cultivated  his  friends  who  were  well  placed, 
and  waited.  His  rise  to  prominence  coincided  with 
the  succession  of  Colbert  as  Louis  XIV’s  principal 
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FIGURE  1.  Portrait  of  Perrault  from  a contemporary  en- 
graving. (Published  with  the  permission  of  the  New  York 
Academy  of  Medicine  ) 


minister  after  the  death  of  Cardinal  Mazarin  in 
1661.  Not  only  did  Colbert  revise  and  revitalize 
the  economic  structure  of  Louis  XIV’s  empire,  the 
administrative  achievement  on  which  his  reputa- 
tion rests,  but  he  also  reshaped  the  institutions 
which  controlled  French  cultural  life,  creating  new 
official  bodies  as  the  need  arose.  In  1648  Mazarin 
had  founded  the  Academie  de  Peinture  et  de 
Sculpture;  in  1664  Colbert  reorganized  it  into  the 
Academie  Royale  des  Beaux-Arts.  The  Academie 
created  its  “branch  office”  at  Rome,  and  the 
coveted  Prix  de  Rome  was  awarded  annually  to  a 
promising  young  artist,  enabling  him  to  study  and 
to  bring  back  to  France  the  influence  of  the  Italian 
renaissance.  It  was,  of  course,  against  this  official 
academy  that  the  impressionists  rebelled  in  the 
latter  third  of  the  nineteenth  century. 

Further  evidence  of  Colbert’s  master  plan  to 
have  the  intellectual  and  cultural  life  of  the  coun- 
try serve  the  ends  of  empire  can  be  seen  in  the 
creation  of  the  Academie  Royale  de  I’Architecture 
in  1671  and  prior  to  that  the  chartering  of  the 
Academie  des  Sciences  in  1666  (Fig.  1).  Perrault 
was  a member  of  both,  and  in  Versailles  there  is 
a painting  by  Testelin  showing  Louis  XIV  present- 
ing the  charter  of  the  Academie  des  Sciences  to  a 
group  headed  by  Christian  Huygens  and  Claude 
Perrault.  Each  of  the  21  members  of  the 


Academie  des  Sciences  received  an  annual  salary 
from  the  state  plus  an  allowance  for  expenses.  In 
Perrault’s  case  the  pension  was  a comfortable 
2,000  livres. 

Perrault  the  architect 

Among  the  major  public  works  projected  by  the 
Sun  King  and  his  minister  was  the  reconstruction 
of  the  Louvre.  The  original  palace  dated  back  to 
about  1200,  but  the  succeeding  four  and  one-half 
centuries  had  seen  many  kings  and  much  history; 
both  men  and  events  had  modified  the  building  by 
a combination  of  demolition  and  accretion.  In 
1563  Catherine  de  Medicis  had  begun  her  palace 
in  the  Tuileries  not  far  from  the  Louvre,  and  it  was 
Colbert’s  plan  to  take  advantage  of  both  older  and 
recent  buildings  and  combine  them  into  a cohesive 
unit  to  house  the  king,  the  royal  family,  the  of- 
fices of  state,  the  court,  and  its  courtiers.  The 
work  had  been  begun  under  Mazarin  by  Lemercier 
who  erected  the  western  front  of  the  main  wing  and 
began  the  north  wing  along  the  present  Rue  de 
Rivoli.  Le  Vau  succeeded  Lemercier,  finished  the 
north  wing,  reconstructed  the  south  wing  which 
faces  the  Seine,  and  laid  the  foundations  for  the 
east  wing  facing  St.  Germain  I’Auxerrois.  Colbert 
became  superintendent  of  buildings  in  1664  and 
was  now  able  to  supervise  completion  of  the  project 
which  his  predecessor  and  he  had  conceived.  Work 
previously  planned  was  continued,  and  Le  Notre 
was  commissioned  to  deal  with  the  landscape 
gardening.  Open  to  new  decision  was  the  design 
for  the  fapade  of  the  east  wing  behind  which  lay 
the  Cour  Carree. 

Through  the  Academie  de  I’Architecture,  Col- 
bert announced  a competition  for  the  design  of  the 
portico,  and  Bernini  was  invited  from  Rome  to 
participate.  Doubtless  many  Parisians  believed 
that  the  distinguished  Italian  had  the  inside  track, 
but  Bernini  evolved  a massive,  expensive  plan 
which  would  have  required  demolition  of  most 
of  the  buildings  then  standing,  some  of  fairly  recent 
construction,  and  others  rich  in  historical  associ- 
ation. Bernini’s  drawings  have  been  preserved, 
and  they  are  imposing  indeed.  But  Colbert  was  a 
practical  man,  and  he  also  controlled  the  royal  ex- 
chequer. Not  only  did  he  demur  at  the  expense, 
but  he  also  went  into  such  mundane  details  as 
criticizing  Bernini’s  plan  for  inadequate  plumbing 
facilities  and  other  amenities  for  daily  living. 
With  considerable  tact  a face-saving  compromise 
was  arranged.  Louis  XIV  laid  a cornerstone, 
ostensibly  for  Bernini’s  project.  Bernini  was 
handsomely  rewarded  with  money  and  titles  and 
sent  back  to  Rome.  The  Colonnade  designed  by 
Perrault  was  substituted  and  its  designer  placed 
in  charge  of  its  construction. 

Prior  to  this  Colbert  had  set  Perrault  to  the  task 
of  translating  Vitruvius’s  books  on  architecture. 
The  Roman  classic  was  not  unknown  in  the  vernac- 
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FIGURE  2.  East  facade  of  the  Louvre  designed  by  Claude  Perrault  in  1665  Taken  from  reproduced  photo  In 
Pevsner's Outline  of  European  Architecture  ' 


ular  of  western  Europe.  Caesario  had  published 
the  first  Italian  translation  of  De  Architectura  in 
1521  at  Como,  and  Durantino’s  translation  ap- 
peared at  Venice  only  three  years  later.  The  fa- 
mous Decern  Litres  had  to  wait  a generation  until 
they  were  translated  into  Italian  in  1556  by  a 
churchman  bearing  the  evocative  name,  Msgr. 
Barbaro,  eletto  Patriarca  d’Aquileggia.  These 
works  were  known  to  Palladio  and  his  successors, 
but  the  cultural  lag  was  not  remedied  until  1671 
when  Perrault’s  translation  appeared  in  an 
abridged  form  and  the  final  version,  Les  dix  livres 
d' Architecture  . . . de  Vitruve  was  published  in 
1684.  Perrault’s  translation  was  the  basis  for 
English  versions  published  in  London  in  1692  and 
1703,  and  a German  edition  in  1757.  But  the 
welter  of  bibliographic  detail  is  less  important  than 
the  observation  that  it  was  through  Perrault’s  skill 
as  a translator  that  the  Vitruvian  style  was  intro- 
duced to  northern  Europe  and  that  his  Colonnade 
of  the  Louvre  served  as  a model,  with  local  varia- 
tions, for  any  number  of  examples  of  official  archi- 
tecture for  two  and  one-half  centuries  (Fig.  2). 
He  played  a pivotal  role  in  the  diffusion  of  archi- 
tectural science  not  only  by  the  printed  word  but 
also  by  concrete  example. 

Pevsner’s^  comment  as  an  eu't  historian  sum- 
marizes the  values  in  this  single  achievement  with 
lucidity: 


Perrault’s  Louvre  front  goes  beyond  Mansart  and  Le 
Vau  in  several  ways.  It  represents  the  change  from 
Mazarin  to  Colbert,  or  from  early  to  mature  Louis 
XIV.  It  has  a disciplined  formality  to  which  Per- 
rault’s knowledge  of  Bernini’s  project  contributed 
two  important  motifs.  Bernini  as  well  as  Perrault  has 
flat  balustraded  roofs,  and  Bernini  as  well  as  Perrault 
models  his  fronts  without  any  marked  projections  or 
recessions  of  wings.  Both  of  these  features  were  new  in 
France.  Otherwise,  however,  Perrault  is  wholly  na- 
tional. French  in  feeling,  though  very  original  and  so 
unacademic  that  his  less  adventurous  contemporaries 
never  forgave  him,  are  the  slim  coupled  giant  columns 
of  the  main  storey  raised  up  on  the  tall,  smooth,  po- 
dium-like  ground  floor.  French  are  the  segment- 
headed windows,  and  French  (of  direct  Lescot  deriva- 
tion) the  oval  shields  with  garlands  hanging  down 
from  them.  The  whole  is  of  a grandeur  and  yet  a pre- 
cise elegance  that  the  seventeenth  century,  in  spite  of 
Blois  and  Maisons,  had  never  before  achieved,  and  that 
the  architects  of  Louis  XIv^’s  later  years  never  sur- 
passed. Perrault  has  summed  up  to  perfection  the 
various,  sometimes  seemingly  contradictory  tenden- 
cies of  the  siecle  de  Louis  XIV,  the  gravity  and  raison  of 
late  Poussin,  Corneille,  and  Boileau,  the  restrained  fire 
of  Racine,  the  lucid  grace  of  Moliere,  the  powerful 
sense  of  organization  of  Colbert. 

It  is  a sound  and  sensible  judgment,  re-evaluat- 
ing a structure  which  was  controversial  in  its  day. 
Pevsner’s  attempt  to  find  literary  correlatives  for 
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Perrault’s  Colonnade  may  sound  a bit  like  a forced 
attempt  to  compress  “the  spirit  of  the  age”  into 
one  sentence,  all  the  more  so  as  Perrault  and  his 
brother  Charles  were  on  the  side  of  the  Moderns 
in  the  battle  between  the  Ancients  and  the  Mod- 
erns, drawing  satirical  fire  from  Boileau: 

Oui,  j’ai  dit  dans  mes  vers  qu’un  celebre  assassin, 
Laissant  de  Galien  la  science  infertile, 

D’ignorant  mMecin  devnit  mapon  habile. 

Mais  de  parler  de  vous,  je  n’eus  jamais  dessein, 
Perrault:  ma  muse  est  trop  correcte; 

Vous  etes,  je  I’avoue,  ignorant  medecin, 

Mais  non  pas  habile  architecte. 

The  lines  are  not  among  Boileau ’s  most  felici- 
tous, and  history  appears  to  have  reversed  his  judg- 
ment. The  charge  that  Perrault  was  an  ignorant 
physician  is  readily  refuted  by  his  own  clear  ac- 
count of  a “malignant  fever,”  closely  resembling 
typhoid,  which  attacked  him  on  a trip  to  Bordeaux 
in  1669,  an  account  which  was  published  somewhat 
posthumously. 2 And  the  term  “assassin”  ap- 
pears disproportionate  to  poke  fun  at  Perrault’s 
studies  in  comparative  anatomy.  He  conducted 
only  a few  experiments  on  living  animals,  and 
Boileau  could  scarcely  claim  to  be  an  ardent  anti- 
vivisectionist. 

It  is  probable  that  Perrault’s  road  to  success  in 
official  quarters  was  made  smooth  by  his  younger 
brother  Charles,  who  was  on  close  terms  with  Col- 
bert, serving  as  secretary  to  his  “Petit  Cabinet.” 
It  was  Charles  who  accompanied  Colbert  to  present 
Claude’s  drawings  of  the  projected  Colonnade 
to  the  King  for  approval. 

But  the  physician-turned-architect  proved 
worthy  of  their  confidence.  Not  only  was  the  de- 
sign suitable,  but  Perrault  also  had  the  engineering 
skills  necessary  to  transform  it  from  paper  to 
monument.  He  had  to  design  the  equipment 
needed  to  hoist  the  heavy  stone  blocks  inio  posi- 
tion for  the  upper  stories  of  the  facade.  Hfs' close 
supervision  of  the  daily  work  of  construction^  ac- 
quits him  of  any  possible  charge  of  being  merely 
adept  at  the  drawing  board. 

Perrault’s  success  with  the  east  facade  led  to  a 
commission  to  design  and  erect  the  Observatory 
in  the  Faubourg  de  Saint-Jacques,  a solid,  three- 
story  edifice  built  entirely  of  stone,  using  no  metal 
or  wood.'^  The  task  occupied  him  from  1667  to 
1673,  and  although  the  building  is  no  longer  stand- 
ing, it  appears  to  have  served  the  practical  needs 
of  physicists  and  astronomers  of  the  time.  It 
is  more  than  likely  that  some  of  Perrault’s  own 
investigations  in  physical  science  were  carried 
out  there.  There  can  be  little  doubt  that  Louis 
XIV  admired  Colbert’s  choice  of  an  architect;  he 
had  Perrault  design  and  erect  the  Grotto  of  Thetis 
and  the  Bath  of  Diana  at  Versailles.  Perrault  was 
chosen  to  design  a triumphal  arch  at  the  Porte 
Saint -.Antoine  to  commemorate  some  of  Louis 


XIV’s  military  victories  in  the  1670’s,  but  the  tides 
of  military  success  were  reversed,  and  the  arch  was 
never  completed.  Perrault  also  contributed  the 
elegant  Corinthian  columns,  almost  a direct  trans- 
formation of  Vitruvius,  to  his  own  parish  church 
of  Saint-Benoit,  and  was  also  responsible  for  the 
chapel  of  Notre  Dame  de  Savone  in  the  church  of 
Notre  Dame  des  Victoires.  Although  the  fapade 
of  the  Louvre  is  his  most  enduring  monument,  it 
was  not  merely  a single  lucky  stroke  of  genius. 
Its  scale  enabled  Perrault  to  put  his  talents  to  full 
advantage,  but  the  talents  were  acquired  by  close 
study  and  refined  by  a grasp  of  both  scientific  prin- 
ciples and  sensitivity  to  the  canons  of  proportion 
and  taste. 

Interest  in  other  sciences 

Perrault’s  success  as  an  architect  has  over- 
shadowed his  contributions  in  other  fields,  spe- 
cifically comparative  anatomy,  physiology,  and 
physics.  In  the  Academie  des  Sciences  there  were 
only  two  other  physicians,  Du  Clos  and  De  la 
Chambre,  both  of  whom  were  Louis  XIV’s  personal 
physicians  and  both  competent  clinicians  of  the 
day.  Perrault’s  interests  were  not  in  the  description 
of  diagnosis  and  treatment  of  disease.  He  was  a 
skillful  prosector  interested  in  comparative 
anatomy.  The  Academie  des  Sciences  had  been 
allocated  its  own  chambers  in  the  Bibliotheque 
Royale,  and  one  of  Perrault’s"*  first  publications 
dealt  with  the  dissection  of  a large  fish  in  that 
historic  building.  He  dissected  whatever  speci- 
mens came  his  way:  chameleon,  beaver,  drome- 

dary, bear,  gazelle,  an  astonishing  diversity  of 
vertebrates.  The  engravings  for  his  publications 
were  prepared  from  his  original  drawings,  dis- 
tinguished for  both  their  accuracy  of  observation 
and  adroit  draughtsmanship. The  monumental 
work  of  Buffon  was  to  be  accomplished  in  the  latter 
half  of  the  eighteenth  century,  and  Cuvier’s  foun- 
dation of  the  French  school  of  comparative  anat- 
omy is  the  product  of  the  first  few  decades  of  the 
nineteenth  century;  but  like  any  other  consoli- 
dators of  scientific  observation,  they  built  on  the 
work  of  their  predecessors,  enlarging  and  systema- 
tizing it.  Perrault  and  a handful  of  anatomists  like 
him  have  a legitimate  claim  to  having  laid  the 
groundwork  for  future  advances.  That  no  great 
generalizations  are  to  be  found  in  Perrault’s  ana- 
tomic studies  reflects  the  pre-Linnaean  emphasis 
on  the  particular.  Wren  was  fortunate  in  being 
chosen  to  illustrate  Willis’s  Cerebri  Anatome,  but 
the  choice  of  material  was  Willis’s.  Perrault’s 
drawings  are  by  no  means  inferior  to  Wren’s  as 
examples  of  draughtsmanship;  that  they  are  not 
more  widely  known  is  inherent  in  the  texts  they 
illustrate. 

Perrault’s*^  numerous  essays  and  observations 
on  both  physiology  and  physics  were  collected  in 
four  volumes  bearing  the  somewhat  misleading 
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title,  Essais  de  Physique,  for  over  half  the  topics 
touched  on  are  physiologic.  The  first  three 
volumes  appeared  in  1680,  the  last  in  the  year  of 
his  death,  1688.  Pre-Newtonian  in  outlook,  the 
long,  three-part  essay  Du  bruit  has  only  cursory 
historical  interest.  Nor  can  his  essay  on  the 
music  of  Greek  and  Rome  be  considered  more  than 
a guessing  game  popular  among  musicographers 
of  the  period.  But  the  essays  on  peristalsis,  on  sense 
organs  and  sensation,  on  the  mechanics  of  muscu- 
lar movement,  and  on  nourishment  reflect  both  the 
growing  interest  in  experimentation  and  in  the 
mechanisms  by  which  anatomic  structures  control 
function.  He  was  quite  clear  on  the  point  that  the 
smooth-muscle  contractions  of  peristalsis  were 
“spontaneous,”  although  the  distinction  between 
smooth  and  striated  muscle  had  to  await  the 
microscopy  of 'the  nineteenth  century.  Nonethe- 
less he  recognized  a difference  between  the  contrac- 
tions of  intestinal  muscle  and  those  of  skeletal 
muscle.  Likewise,  in  a fashion  approaching 
modern,  accepted  concepts,  he  affirmed  that  per- 
ception of  such  sensations  as  touch,  taste,  and 
smell  were  mediated  by  peripheral  nerves  which 
transmitted  impulses  to  the  brain.  He  was  some- 
what in  advance  of  his  times  in  rejecting  the  then 
popular  belief  in  the  curative  value  of  blood  trans- 
fusions; he  recognized  the  hazards  of  such  pro- 
cedures when  applied  to  human  subjects  in  the 
era  before  blood-typing  made  transfusion  feasi- 
ble. It  is  always  easy  to  claim  too  much  prescience 
for  the  writer  of  a text  when  reviewed  almost  three 
centuries  later,  and  it  would  be  unjust  to  the 
memory  of  a careful  observer  to  enlarge  his  claim 
on  our  attention  by  attributing  to  him  judgments 
which  we  make  in  retrospect.  None  the  less,  Per- 
rault’s  Essais  de  Physique  were  considered  suffi- 
ciently valuable  to  be  reprinted  at  Leyden  in  1721, 
when  he  had  been  dead  for  a generation,  and  the 
Newtonian  revolution  in  physics  had  rendered 
much  of  his  work  obsolete;  the  observations  re- 
tained their  value  after  the  inferences  drawn  from 
them  could  be  discarded.  A careful  gloss  on  the 
text  would  not  fail  to  yield  ideas  which  are  still 
viable  and  have  been  absorbed  into  the  mainstream 


of  scientific  thought.  No  special  pleading  is  needed 
to  establish  Perrault  as  one  of  the  competent 
scientists  of  his  epoch. 

Yet  Perrault  does  not  come  down  to  us  as  a 
personality.  The  only  anecdote  which  brings  him 
into  human  focus  is  that  he  died  in  1688  of  septi- 
cemia contracted  from  pricking  his  finger  while 
dissecting  the  putrefying  body  of  a camel  which 
had  died  in  the  Royal  Zoo.  He  appears  through 
public  buildings,  official  documents,  and  scientific 
publications  couched  in  the  formal,  polished  style 
of  the  day.  He  earned  an  honored  niche  in  the 
history  of  art  and  science,  a name  to  be  recalled 
as  one  of  the  bright  rays  from  the  crown  of  Le  Roi 
Soleil,  a man  who  added  luster  and  illumination  to 
a culture  whose  impact  is  still  seen  in  the  present. 
Yet  he  remains  a private  person  who  does  not  per- 
mit us  to  penetrate  beneath  his  public  face,  his 
fafade.  Possibly  the  clearest  assessment  of  his 
merits  is  expressed  by  Bertrand^  in  the  sequence  of 
appositives  so  characteristic  of  the  French  official 
style: 

. . . le  sens  de  la  mesure,  la  siirete  du  gout,  I’adapta- 
tion  du  reve  aux  realites,  le  magnifique  equilibre  d’im- 
agination  et  bon  sens,  I’harmonieux  melange  de  bon- 
homie et  de  dignite,  de  science  et  de  litterature,  la  par- 
faite  maitresse  de  soi  et  de  ses  contingences. 
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Andrew  W.  Lawrence,  M.D.,  Huntington 
John  J.  Noonan,  M.D.,  Troy 
William  J.  Ryan,  M.D.,  Syracuse 
Merritt  F.  Spear,  M.D.,  Peru 
Stanley  Stark,  M.D.,  Brooklyn 
Richard  E.  Sullivan,  M.D.,  Binghamton 
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Commission  on  Public  Health 
and  Education 

Committee  on  Accident  and  Injury  Prevention 
Committee  on  Aging  and  Nursing  Homes 
Committee  on  Alcoholism  and  Drug  Abuse 

Joint  with  New  York  State  Bar  Association  on 
Alcoholism  and  Drug  Abuse 
Committee  on  Audio-Visual  Aids 
Committee  on  Cancer 
Committee  on  Cardiovascular  Disease 
Committee  on  Chronic  Pulmonary  Diseases 
Committee  on  Continuing  (Postgraduate)  Education 
Committee  on  Data  Processing  in  Medicine 
Committee  on  Disaster  Medical  Care 
Committee  on  Environmental  Quality 
Committee  on  Forensic  Medicine 
Committee  on  General  Practice 
Committee  on  Health  Care  Technology 
Committee  on  Health  Manpower 
Committee  on  Maternal  and  Child  Welfare 
Committee  on  Medical  Aspects  of  Sports 
Committee  on  Mental  Health 
Committee  on  Metabolic  Diseases 
Committee  on  Physical  Medicine  and  Rehabilitation 
Committee  on  Preventive  Medicine 
Committee  on  Rural  Medical  Service 
Committee  on  School  Health 

Richard  D.  Eberle,  M.D.,  Syracuse,  Chairman 

Accident  and  Injury  Prevention 

John  D.  States,  M.D.,  Rochester,  Chairman 
Harold  Brandaleone,  M.D.,  New  York  City 
Caldwell  B.  Esselstyn,  M.D.,  Albany 
Francis  J.  Gilroy,  Jr.,  M .D.  Binghamton 
James  E.  Holmblad,  M.D.,  Schenectady 
George  Lim,  M.D.,  Rome 
Leslie  Fisher,  M.P.H.,  Albany,  Advisor 

Aging  and  Nursing  Homes 

Peter  S.  Battaglia,  M.D.,  Niagara  Falls,  Chairman 
Marcelle  T.  Bernard,  M.D.,  The  Bronx 
Edward  J.  Lorenze,  III,  M.D.,  White  Plains 
Morris  B.  Miller,  M.D.,  White  Plains 
Leon  M.  Rothman,  M.D.,  Brooklyn 
George  M.  Warner,  M.D.,  Albany,  Advisor 

Alcoholism  and  Drug  Abuse 

William  Antopol,  M.D.,  New  York  City,  Chairman 
Stanley  E.  Gitlow,  M.D.,  New  York  City 
Susan  E.  Hanson,  M.D.,  Rochester 
William  L.  Holt,  Jr.,  M.D.,  Albany 
Allison  B.  Landolt,  M.D.,  Bronxville 
Francis  J.  Loperfido,  M.D.,  The  Bronx 
Stephen  Nordlicht,  M.D.,  New  York  City 
Joseph  B.  Robinson,  M.D.,  Albany,  Advisor 
Donald  C.  Walker,  M.D.,  Albany,  Advisor 

Joint  Subcommittee  with  New  York  State  Bar 
Association  on  Alcoholism  and  Drug  Abuse 

William  Antopol,  M.D.,  New  York  City,  Chairman 
Henry  Brill,  M.D.,  West  Brentwood 
M.  Ralph  Kaufman,  M.D.,  New  York  City 
Marvin  E.  Perkins,  M.D.,  New  York  City 


Mrs.  Hortense  F.  Mound,  New  York  City 
Andrew  C.  Fleck,  Jr.,  Esq.,  Albany 
Sol  Schreiber,  Esq.,  Brooklyn 

Audio-Visual  Aids 

Kenneth  B.  Olson,  M.D.,  Albany,  Chairman 
Wilbur  M.  Dixon,  M.D.,  Binghamton 
James  J.  Quinlivan,  M.D.,  Albany 

Cancer 

Charles  E.  Rogers,  M.D.,  Manhasset,  Chairman 

Daniel  Burdick,  M.D.,  Syracuse 

Richard  G.  Cooper,  M.D.,  Buffalo 

John  W.  Hirshfeld,  M.D.,  Ithaca 

Richard  H.  Lange,  M.D.,  Schenectady 

Daniel  G.  Miller,  M.D.,  New  York  City 

Arthur  A.  Stein,  M.D.,  Albany 

Herbert  Volk,  M.D.,  The  Bronx 

Sidney  L.  Arje,  M.D.,  New  York  City 

Peter  Greenwald,  M.D.,  Albany,  Adutsor 

Walter  T.  Murphy,  M.D.,  Buffalo,  Advisor 

Guy  F.  Robbins,  M.D.,  New  York,  Advisor 

Charles  D.  Sherman,  Jr.,  M.D.,  Rochester,  Advisor 

Cardiovascular  Disease 

Charles  A.  Bertrand,  M.D.,  White  Plains,  Chairman 

Joseph  T.  Doyle,  M.D.,  Albany 

Francis  L.  Giknis,  M.D.,  Schenectady 

Abraham  Jezer,  M.D.,  The  Bronx 

Gabriel  P.  Seley,  M.D.,  New  York  City 

Chronic  Pulmonary  Diseases 

Frank  Clay  Maxon,  Jr.,  M.D.,  Albany,  Chairman 
Henry  J.  Brock,  M.D.,  Buffalo 
Joseph  J.  Fusco,  M.D.,  Hudson 
Gabriel  P.  Seley,  M.D.,  New  York  City 
Marshall  Henry  Williams,  Jr.,  M.D.,  The  Bronx 

Continuing  (Postgraduate)  Education 

Marvin  I-.  Bloom,  M.D.,  Buffalo,  Chairman 
Malcolm  I.  Page,  M.D.,  Cooperstown,  Secretary 
I.  Jay  Brightman,  M.D.,  New  York  City 
William  C.  Felch,  M.D.,  Rye 
Phillip  I.  Levitan,  M.D.,  Smithtown 
Ward  L.  Oliver,  M.D.,  Albany 
Robert  Lee  Patterson,  Jr.,  M.D.,  New  York  City 
Theodore  J.  Prowda,  M.D.,  Sherrill 
Charles  D.  Sherman,  Jr.,  M.D.,  Rochester 
Morris  Theodore  Tanenhaus,  M.D.,  Brooklyn 
Franklyn  B.  Amos,  M.D.,  Glenmont,  Advisor 
Donald  C.  Walker,  M.D.,  Albany,  Advisor 

Data  Processing  in  Medicine 

William  A.  Bauman,  M.D.,  New  York  City,  Chairman 

William  J.  Burke,  M.D.,  Yorktown  Heights 

Ralph  L.  Engle,  Jr.,  M.D  , New  York  City 

Alvin  H.  Freiman,  M.D.,  New  York  City 

ElemerR.  Gabrieli,  M.D.,  Buffalo 

Terence  W.  Murphy,  M.D.,  Larchmont 

Leon  Pordy,  M.D.,  New  York  City 

Charles  Weller,  M.D.,  Larchmont 

William  J.  Mueller,  Syracuse,  Advisor 
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Disaster  Medical  Care 

Irving  G.  Frohman,  M.D.,  Rockaway  Beach,  Chair- 
man 

William  G.  Abel,  M.D.,  East  Hampton 
Russell  Weaver  Greenhalgh,  M.D.,  Syracuse 
Robert  C.  Kessler,  M.D.,  Rochester 
Patrick  E.  O’Hara,  M.D.,  Binghamton 

Environmental  Quality 

Stephen  M.  Ayres,  M.D.,  New  York  City,  Chairman 

Eric  J.  Cassell,  M.D.,  New  York  City 

Stanley  I.  Fishman,  M.D.,  Brooklyn 

Verne  M.  Marshall,  M.D.,  Geneva 

William  E.  Mosher,  M.D.,  Buffalo 

Dwight  F.  Metzler,  Albany,  Advisor 

Forensic  Medicine 

Milton  Helpern,  M.D.,  New  York  City,  Chairman 

John  F.  Edland,  M.D.,  Rochester 

Martin  F.  Hilfinger,  Jr.,  M.D.,  Syracuse 

Herbert  Lansky,  M.D.,  Eggertsville 

Leslie  I.  Lukash,  M.D.,  East  Meadow 

John  C.  Sherman,  M.D.,  Ballston  Lake 

Arthur  A.  Stein,  M.D.,  Albany 

General  Practice 

Samuel  Wagreich,  M.D.,  The  Bronx,  Chairman 
Max  Cheplove,  M.D.,  Buffalo 
G.  Alex  Galvin,  M.D.,  Ithaca 
George  G.  Hart,  M.D.,  Lake  Placid 
Joseph  F.  Palmieri,  M.D.,  Huntington 
Joseph  B.  Robinson,  M.D.,  Albany 

Health  Care  Technology 

Charles  Weller,  M.D.,  Larchmont,  Chairman 
Leo  Gitman,  M.D.,  Brooklyn 
Ralph  E.  Schlossman,  M.D.,  South  Ozone  Park 
Robert  E.  Westlake,  M.D.,  Syracuse 

Health  Manpower 

Bruce  E.  Chamberlain,  M.D.,  Syracuse,  Chairman 

Stephen  W.  Blatchly,  M.D.,  Groton 

Myron  E.  Carmer,  M.D.,  Lyons 

James  C.  Dunn,  M.D.,  Lackawanna 

Arthur  Howard,  M.D.,  Johnstown 

Robert  V.  Schatken,  M.D.,  Walton 

Robert  B.  Wallace,  M.D.,  Utica 

Franklyn  B.  Amos,  M.D.,  Glenmont,  Advisor 

Maternal  and  Child  Welfare 

Edward  C.  Hughes,  M.D.,  Syracuse,  Chairman 
Walter  L.  Freedman,  M.D.,  Valhalla 
Robert  M.  (ieorge,  M.D.,  Utica 
George  J.  Lawrence,  Jr.,  M.D.,  Flushing 
“^'urtis  J.  Lund,  M.D.,  Rochester 
Jacdueline  A.  Mauro,  M.D.,  Albany 
R.  Richard  Murray,  M.D.,  Ithaca 
Clyde  L.  Randall,  M.D.,  Buffalo 
Ralph  M.  Schwartz,  M.D.,  Brooklyn 
M.  Leon  J aiicer,  M.D.,  New  York  City 


REGIONAL  REPRESENTATIVES  IN  OBSTETRICS 
AND  PEDIATRICS 

Region  One:  New  York,  Richmond,  The  Bronx 
Obstetrics — Cyril  C.  Marcus,  M.D.,  New  York  City 
Pediatrics— Alfred  E.  Fischer,  M.D.,  New  York  City 

Region  Two:  Kings,  Queens,  Nassau,  Suffolk 

Obstetrics — Bruce  A.  Harris,  Jr.,  M.D.,  Huntington 
Pediatrics — Samuel  Karelitz,  M.D.,  New  Hyde  Park 

Region  Three:  Westchester,  Rockland,  Dutchess,  Put- 

nam, Orange,  Ulster 

Obstetrics — JohnR.  Gregory,  M.D.,  Bronxville 
Pediatrics — Edward  A.  Hardy,  M.D.,  Pelham 

Region  Four:  Schenectady,  Fulton,  Montgomery,  Scho- 
harie 

Obstetrics — Fred  H.  Pulver,  M.D.,  Schenectady 
Pediatrics — 

Region  Five:  Albany,  Washington,  Saratoga,  Columbia, 
Warren,  Rensselaer,  Greene 
Obstetrics — William  J.  Fitzgerald,  M.D.,  Albany 
Pediatrics — William  A.  Petersen,  M.D.,  Latham 

Region  Six:  Clinton,  Essex,  Franklin 

Obstetrics — Robert  A.  Henderson,  M.D.,  Malone 
Pediatrics — Peter  Pulrang,  M.D.,  Plattsburgh 

Region  Seven:  Jefferson,  Lewis,  St.  Lawrence,  Oswego 
Obstetrics — Frank  Meyer,  M.D.,  Fulton 
Pediatrics — 

Region  Eight:  Onondaga,  Oneida,  Madison,  Cortland, 
Cayuga,  Herkimer,  Hamilton 
Obstetrics — Albert  W.  Van  Ness,  M.D.,  Syracuse 
Pediatrics — William  O.  Kopel,  M.D.,  Syracuse 

Region  Nine:  Broome,  Tioga,  Chenango,  Otsego,  Dela- 
ware, Sullivan 

Obstetrics — Robert  E.  Ahearn,  M.D.,  Binghamton 
Pediatrics — John  B.  Burns,  M.D.,  Binghamton 

Region  Ten:  Monroe,  Orleans,  Wayne,  Livingston, 

Ontario,  Seneca,  Yates 
Obstetrics — Allan R.  Law,  M.D.,  Rochester 
Pediatrics — Jerome  Glaser,  M.D.,  Rochester 

Region  Eleven:  Chemung,  Schuyler,  Steuben,  Tomp- 

kins, Allegany 

Obstetrics — Donald  L.  Brooks,  Jr.,  M.D.,  Elmira 
Pediatrics — 

Region  Twelve:  Erie,  Niagara,  Chautauqua,  Cattarau- 
gus, Genesee,  Wyoming 

Obstetrics — William  T.  Ellis,  M.D.,  Jamestown 
Pediatrics — Richard  A.  Downey,  M.D.,  Buffalo 

Medical  Aspects  of  Sports 

Ralph  S.  Emerson,  M.D.,  Roslyn  Heights,  Chairman 
Albert  B.  Accettola,  M.D.,  Staten  Island 
Frederick  H.  Grabo,  M.D.,  Rome 
Donald  T.  Kasprzak,  M.D.,  Plattsburgh 
Joseph  J.  Kaufman,  M.D.,  Newark 
Alexius  Rachun,  M.D.,  Ithaca 

Mental  Health 

Allison  B.  Landolt,  M.D.,  Bronxville,  Chairman 
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(lurston  David  Goldin,  M .D.,  New  York  City 
-Jack  Hammond,  M.D.,  Staten  Island 
Kdith  Mila  .lurka,  M.D.,  New  York  City 
John  P.  Lambert,  M.D.,  Katonah 
Stephen  Nordlicht,  M.D.,  New  York  City 

Metabolic  Diseases 

Arthur  H.  Dube,  M.D.,  Syracuse,  Chairman 
Marshall  Clinton,  M.D.,  Buffalo 
Ann  B.  Wright,  M.D.,  Poughkeepsie 

Physical  Medicine  and  Rehabilitation 


Preventive  Medicine 

Harry  S.  Lichtman,  M.D.,  Brooklyn,  Chairman 

Thomas  S.  Bumbalo,  M.D.,  Buffalo 

Leonard  L.  Heimoff,  M.D.,  The  Bronx 

Max  Milberg,  M.D.,  Brooklyn 

Howard  B.  Shookhoff,  M.D.,  New  York  City 

Bruce  P.  Webster,  M.D.,  New  York  City 

Harry  A.  Feldman,  M.D.,  Syracuse,  Advisor 

Rural  Medical  Service 

Edward  C.  Hughes,  M.D.,  Syracuse,  Chairman 

Edward  A.  Barrett,  M.D.,  Albion 

Stephen  W.  Blatchly,  M.D.,  Groton 

Alfred  A.  Hartmann,  M.D.,  Malone 

Erich  Hirsch,  M.D.,  Geneva 

Rudolph  F.  Hust,  M.D.,  Unadilla 

Stuart  A.  W'inning,  M.D.,  Canton 

Hugh  M.  McChesney,  M.D.,  Pulaski,  Advisor 

James  J.  Quinlivan,  M.D.,  Albany,  Advisor 

School  Health 

Hugh  F.  Leahy,  M.D.,  Albany,  Chairman 
George  F.  Cunningham,  M.D.,  Sayville 
Edward  M.  DiTolla,  M.D.,  New  York  City 
Robert  A.  Hoekelman,  Jr.,  M.D.,  Rochester 
Sidney  Leibowitz,  M.D.,  New  York  City 
Norman  B.  Schell,  M.D.,  Jericho 

Commission  on  Standards  of 
Medical  Care 

Committee  on  Ethics 

Committee  on  Hospital  and  Professional  Relations 
Subcommittee  on  Government  Health  Centers 
Committee  on  Hospital-Based  Physicians 
Committee  on  Medical  Review 
Committee  on  Nursing  and  Allied 
Health  Professions 

Lynn  R.  Callin,  M.D.,  Rochester,  Chairman 
Ethics 

Joseph  G.  Zimring,  M.D.,  Long  Beach,  Chairman 
Charles  A.  Gwynn,  M.D.,  Syracuse 


Frank  LaGattuta,  M.D.,  The  Bronx 
John  Sauer,  M.D.,  New  York  City 

Hospital  and  Professional  Relations 

Bernard  J.  Pisani,  M.D.,  New  York  City,  Chairman 

John  A.  Billows,  M.D.,  Hempstead 

Rudolph  R.  Del  Giacco,  M.D.,  Albany 

Benjamin  G.  Dinin,  M.D.,  Valhalla 

Joseph  J.  Kaufman,  M.D.,  Newark 

Jason  K.  Moyer,  M.D.,  Binghamton 

Edward  W.  Mullin,  M.D.,  Syracuse 

Edward  C.  Rozek,  M.D.,  Kenmore 

Joseph  N.  Silverstein,  M.D.,  Brooklyn 

Leon  J.  Taubenhaus,  M.D.,  New  York  City 

Government  Health  Centers  Subcommittee 

Leonard  L.  Heimoff,  M.D.,  The  Bronx,  Chairman 
Carl  Goldmark,  Jr.,  M.D.,  New  York  City 
John  Edward  Lowry,  M.D.,  Flushing 
Thomas  W.  Mou,  M.D.,  Albany 

Hospital-Based  Physicians 

Victor  J.  Tofany,  M.D.,  Rochester,  Chairman 
Alfred  A.  Angrist,  M.D.,  The  Bronx 
Norman  S.  Blackman,  M.D.,  Brooklyn 
Robert  P.  Boudreau,  M.D.,  Syracuse 
Francis  B.  Haber,  M.D.,  Elmira 
Ian  H.  Porter,  M.D.,  Albany 

Medical  Review 

Charles  M.  Brane,  M.D.,  Yonkers,  Chairman 
Joel  J.  Brenner,  M.D.,  Rockville  Centre 
Michael  Brusilow,  M.D.,  Albany 
Winfield  L.  Butsch,  M.D.,  Buffalo 
James  N.  Capps,  M.D.,  Syracuse 
Armand  J.  D’Errico,  M.D.,  Gloversville 
John  H.  Morton,  M.D.,  Rochester 
Harold  J.  Safian,  M.D.,  New  York  City 
Ralph  J.  Schlossman,  M.D.,  South  Ozone  Park 
Walter  T.  Ziradahl,  M.D.,  Buffalo 

Nursing  and  Allied  Health  Professions 

Lester  J.  Candela,  M.D.,  Great  Neck,  Chairman 

Frank  Albert  Baumann,  M.D.,  Binghamton 

Clarke  T.  Case,  M.D.,  Utica 

Douglas  S.  Damrosch,  M.D.,  New  York  City 

Ramsdell  Gurney,  M.D.,  Buffalo 

Ralph  F.  Jacox,  M.D.,  Rochester 

Joel  E.  Mandel,  M.D.,  New  City 

Frank  C.  Nichols,  M.D.,  Sea  Cliff 

Vincent  J.  Tesoriero,  M.D.,  B’-ooklyn 


Other  Council  Committees 

Archives 

Joseph  A.  Tamerin,  M.D.,  New  York  City,  Chairman 
Morris  R.  Keen,  M.D.,  Huntington 
Bernard  R.  Margolius,  M.D.,  Catskill 
Harriet  Northrup,  M.D.,  Jamestown 


Edward  J.  Lorenze,  III,  M.D.,  White  Plains,  Chairman 

Peter  S.  Battaglia,  M.D.,  Niagara  Falls 

William  H.  Georgi,  M.D.,  Buffalo 

Milton  Lowenthal,  M.D.,  New  York  City 

Milton  B.  Spiegel,  M.D.,  Brooklyn 

Samuel  S.  Sverdlik,  M.D.,  New  York  City 
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Budget  and  Finance 

Thomas  F.  McCarthy,  M.D.,  The  Bronx, 

Treasurer,  Chairman 

Walter  T.  Heldmann,  M.D.,  Staten  Island 
John  Edward  Lowry,  M D.,  Flushing 
Albert  M.  Schwartz,  M.D.,  New  York  City 
James  M.  Blake,  M.D.,  Schenectady 

Constitution  and  Bylaws 

John  Edward  Lowry,  M.D.,  Flushing,  Chairman 

Leo  S.  Drexler,  M.D.,  Brooklyn 

Stuart  L.  Vaughan,  M.D.,  Buffalo 

William  F.  Martin,  Esq.,  New  York  City,  ex  officio 

Convention 

Bernard  J.  Pisani,  M.D.,  New  York  City,  Chairman 
Frank  LaGattuta,  M.D.,  The  Bronx 
Stephen  Nordlicht,  M.D.,  New  York  City 
Joseph  G.  Zimring,  M.D.,  Long  Beach 
(Committee  personnel  includes  the  chairmen  of  the 
following  subcommittees) 


DINNER  SUBCOMMITTEE 

Arthur  H.  Diedrick,  M.D.,  Port  Chester,  Chairman 
Thomas  S.  Bumbalo,  M.D.,  Buffalo 
Barbara  Lipton,  M.D.,  New  York  City 
John  J.  Noonan,  M.D.,  Troy 

SCIENTIFIC  AWARDS  SUBCOMMITTEE 

Albert  H.  Douglas,  M.D.,  Jamaica,  Chairman 
Leonard  F.  Ciner,  M.D.,  New  York  City 
Charles  G.  Rob,  M.D.,  Rochester 

SCIENTIFIC  EXHIBITS  SUBCOMMITTEE 

Albert  H.  Douglas,  M.D.,  Jamaica,  Chairman 
Francis  P.  Bilello,  M.D.,  Glen  Cove 
Lester  Blum,  M.D.,  New  York  City 
Thomas  S.  Bumbalo,  M.D.,  Buffalo 
Bernard  S.  Epstein,  M.D.,  New  Hyde  Park 
Frederick  Lee  Liebolt,  M.D.,  New  York  City 
Robert  A.  Moore,  M.D.,  Brooklyn 
Beverly  C.  Smith,  M.D.,  New  York  City 
Frank  Raymond  Smith,  M.D.,  New  York  City 

SCIENTIFIC  MOTION  PICTURE  SUBCOMMITTEE 

Kenneth  B.  Olson,  M.D.,  Albany,  Chairman 
James  J.  Quinlivan,  M.D.,  Albany,  Co-Chairman 
Lester  L.  Coleman,  M.D.,  New  York  City 

SCIENTIFIC  PROGRAM  SUBCOMMITTEE 

Bernard  J.  Pisani,  M.D.,  New  York  City,  Chairman 
Edward  A.  Burkhardt,  M.D.,  New  York  City 
Stephen  Nordlicht,  M.D.,  New  York  City 
William  B.  Rawls,  M.D.,  New  York  City 
Maxwell  Spring,  M.D.,  The  Bronx 
William  J.  Staubitz,  M.D.,  Buffalo 
I>eo  J.  Swirsky,  M.D.,  Brooklyn 
Joseph  R.  Wilder,  M.D.,  New  York  City 
(Subcommittee  personnel  includes  also  chairmen  of 
.scientific  sections  and  sessions.) 


TECHNICAL  EXHIBITS  SUBCOMMITTEE 

William  B.  Rawls,  M.D.,  New  York  City,  Chairman 
Charles  Gwynn,  M.D.,  Syracuse 
John  A.  Lawler,  M.D.,  New  York  City 

Education  Law  Revision 

Victor  J.  Tofany,  M.D.,  Rochester,  Chairman 
Walter  T.  Heldmann,  M.D.,  Staten  Island 
Robert  B.  King,  M.D.,  Syracuse 
Stanley  Stark,  M.D.,  Brooklyn 
Francis  A.  Stephens,  M.D.,  Albany 
Donald  C.  Walker,  M.D.,  Albany 

Medicine  and  Religion 

The  Rev.  Barry  G.  Wood,  M.D.,  New  York  City, 
Chairman 

Clarke  T.  Case,  M.D.,  Utica 

John  E.  Glennon,  M.D.,  Granville 

Edward  C.  Rozek,  M.D.,  Kenmore 

Ralph  F.  Traver,  M.D.,  Bath 

The  Rev.  C.  Charles  Bachmann,  Buffalo,  Advisor 

Our  Building 

Renato  J.  Azzari,  M D.,  The  Bronx,  Chairman 
Ralph  S.  Emerson,  M.D.,  Roslyn  Heights 
Harold  T.  Golden,  M.D.,  Herkimer 
John  Edward  Lowry,  M.D.,  Flushing 

Policy  and  Negotiating  Committee  On  Government 
Supported  Health  Plans 

G.  Rehmi  Denton,  M.D.,  Albany,  Chairman 
Richard  D.  Eberle,  M.D.,  Syracuse 
David  S.  Gerbarg,  M.D.,  Kingston 
Robert  Schwinger,  M.D.,  Forest  Hills 
Stanley  Stark,  M.D.,  Brooklyn 

Interspecialty  Committee 

JohnR.  Williams,  Jr.,  M.D.,  Rochester,  Chairman 
(Internal  Medicine) 

Thomas  S.  Bumbalo,  M.D.,  Buffalo  (Pediatrics) 
Donald  W.  Hall,  M.D.,  Buffalo  (Obstetrics  and 
Gynecology) 

Norman  B.  Kanof,  M.D.,  New  York  City 
(Dermatology) 

John  P.  Lambert,  M.D.,  Katonah  (Psychiatry) 

Philip  H.  Landers,  M.D.,  Binghamton  (Ophthal- 
mology) 

Herbert  Lansky,  M.D.,  Eggertsville  (Pathology) 

George  Liberman,  M.D.,  Brooklyn  (General  Practice) 
Samuel  H.  Madell,  M.D.,  New  York  City  (Radiology) 
Howard  B.  Rasi,  M.D.,  Brooklyn  (Plastic  Surgery) 
Perrin  B.  Snyder,  M.D.,  New  York  City  (Urology) 
Victor  J.  Tofany,  M.D.,  Rochester  (Anesthesiology) 
Paul  M.  Walczak,  M.D.,  Buffalo  ((General  Surgery) 

Research  and  Planning 

G.  Rehmi  Denton,  M.D.,  Albany,  Chairman 
Edward  A.  Burkhardt,  M.D.,  New  York  City 
Robert  E.  Good,  M.D.,  Elmira 
Ralph  C.  Parker,  Jr.,  M.D.,  Rochester 
Clyde  L.  Randall,  M.D.,  Buffalo 
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Charles  Weller,  M.D.,  Larchmont 
Robert  K.  Westlake,  M.O.,  Syracuse 

Universal  Health  Insurance  Law 

Walter T.  Heldmann,  M.D.,  Staten  Island,  Chairman 

Allan  E.  Bloomberg,  M.D.,  The  Bronx 

Eli  A.  Leven,  M.D.,  Rochester 

Daniel  F.  O’Keeffe,  M.D.,  Glens  Falls 

Philip  R.  Roen,  M.D.,  New  York  City 

Joseph  F.  Shanaphy,  M.D.,  Staten  Island 

Robert  E.  Westlake,  M.D.,  Syracuse 

Advisory  to  the  New  York  State  Medical  Assistants 
Association 

Walter  F.  Harrison,  Jr.,  M.D.,  Glens  Falls,  Chairman 
Edward  C.  Rozek,  M.D.,  Buffalo 
Stanley  Stark,  M.D.,  Brooklyn 
C.  Stewart  Wallace,  M.D.,  Ithaca 

Standing  Committees 

House  Committee  on  Constitution  and  Bylaws 
Carl  Goldmark  Jr.,  M.D.,  New  York  City,  Chairman 
George  L.  Collins,  Jr.,  M.D.,  Buffalo 
Gerald  L.  Glaser,  M.D.,  Rochester 
Milton  J.  Greenberg,  M.D.,  Hudson  Falls 
Swen  L.  Larson,  M.D.,  Elmira 
Francis  A.  Stephens,  M.D.,  Albany 
William  F.  Martin,  Esq.,  New  York  City,  ex  officio 
George  T.  C.  Way,  M.D.,  Poughkeepsie,  ex  officio 

Executive  Committee  of  the  Council 

George  Himler,  M.D.,  New  York  City,  Chairman 

Walter  Scott  Walls,  M.D.,  Buffalo 

Edward  Siegel,  M.D.,  Plattsburgh 

Carl  Goldmark,  Jr.,  M.D.,  New  York  City 

Thomas  F.  McCarthy,  M.D.,  The  Bronx 

G.  Rehmi  Denton,  M.D.,  Albany 

Albert  H.  Douglas,  M.D.,  Jamaica 

Judicial  Council 

Joseph  G.  Zimring,  M.D.,  Long  Beach,  Chairman 
Reid  R.  Heffner,  M.D.,  New  Rochelle 
Theodore  J.  Prowda,  M.D.,  Sherrill 
James  M.  Blake,  M.D.,  Schenectady 
Walter  T.  Heldmann,  M.D.,  Staten  Island 

Professional  Medical  Liability  Insurance 
and  Defense  Board 

Arthur  J.  Mannix,  Jr.,  M.D.,  New  Rochelle,  Chair- 
man 

Peter  La  Motte,  M.D.,  New  York  City 
George  L.  Collins,  Jr.,  M.D.,  Buffalo 
David  Kershner,  M.D.,  Brooklyn 
Alfred  L.  L.  Bell,  M.D.,  Brooklyn 
Raymond  S.  McKeeby,  M.D.,  Binghamton 
Robert  G.  Hicks,  M.D.,  New  York  City 
Carl  Goldmark,  Jr.,  M.D.,  New  York  City,  ex  officio 
Thomas  F.  McCarthy,  M.D.,  The  Bronx,  ex  officio 
William  F.  Martin,  Esq.,  New  York  City,  ex  officio 
Mr.  Frank  Appleton,  New  York  City,  Executive 
Secretary 


Nominating  Committee 

Walter  Scott  Walls,  M.D.,  Buffalo,  Eighth  District 
Branch,  Chairman 

Milton  Helpern,  M.D.,  New  York.City,  First  District 
Branch 

John  P.  Glaubitz,  M.D.,  Bethpage,  Second  District 
Branch 

G.  Rehmi  Denton,  M.D.,  Albany,  Third  District 
Branch 

Daniel  F.  O’Keeffe,  M.D.,  Glens  Falls,  Fourth  District 
Branch 

Bruce  E.  Chamberlain,  M.D.,  Syracuse,  F’ifth  District 
Branch 

C.  Stewart  Wallace,  M.D.,  Ithaca,  Sixth  District 
Branch 

Joseph  J.  Kaufman,  M.D.,  Newark,  Seventh  District 
Branch 

Allison  B.  Landolt,  M.D.,  Bronxville,  Ninth  District 
Branch 

Vincent  J.  Tesoriero,  M.D.,  Brooklyn,  At  Large 

Saul  Zucker,  M.D.,  The  Bronx,  At  Large 

Prize  Essays 

Alfred  A.  Angrist,  M.D.,  The  Bronx,  Chairman 

J.  Frederick  Eagle,  M.D.,  New  York  City 

Richard  D.  Eberle,  M.D.,  Syracuse 


Special  Committees 

Abortion 

Carl  Goldmark,  Jr.,  M.D.,  New  York  City,  Chairman 
Edward  C.  Hughes,  M.D.,  Syracuse 
Locke  L.  MacKenzie,  M.D.,  New  York  City 
Bernard  J.  Pisani,  M.D.,  New  York  City 
Clyde  L.  Randall,  M.D.,  Buffalo 

Foundations 

John  P.  Glaubitz,  M.D.,  Bethpage,  Chairman 

Elemer  R.  Gabrieli,  M.D.,  Buffalo 

James  R.  Nunn,  M.D.,  Amherst 

Daniel  F.  O’Keeffe,  M.D.,  Glens  Falls 

Donald  S.  Raines,  M.D.,  Rochester 

Mary  Spalding,  M.D.,  New  York  City 

Charles  Weller,  M.D.,  Larchmont 

William  A.  Bauman,  M.D.,  New  York  City,  ex  officio 

Ralph  S.  Emerson,  M.D.,  Roslyn  Heights,  ex  officio 

Liaison  with  Deans  of  Medical  Schools  and  Directors 
of  Regional  Medical  Programs 

Edward  C.  Hughes,  M.D.,  Syracuse,  Chairman 
Marvin  L.  Bloom,  M.D.,  Buffalo 
August  Herman  Groeschel,  M.D.,  New  York  City 
Ralph  C.  Parker,  Jr.,  M.D.,  Rochester 
Edmund  D.  Pellegrino,  M.D.,  Stony  Brook 
Joseph  E.  Snyder,  M.D.,  New  York  City 
Norman  S.  Moore,  M.D.,  Ithaca,  Advisor 

Committee  to  Meet  With  The  New  York  State  Hospi- 
tal Association 

Charles  N.  Aswad,  M.D.,  Binghamton 
John  H.  Carter,  M.D.,  Albany 
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Samuel  Z.  Freedman,  M.D.,  New  York  City 
Walter  T.  Heldmann,  M.D.,  Staten  Island 
Harry  D.  Kruse,  M.D.,  New  York  City 
Bernard  J.  Pisani,  M.D.,  New  York  City 
George  Himler,  M.D.,  New  York  City,  ex  officio 

Liaison  Committee  with  New  York  State 
Podiatry  Society 

OthoC.  Hudson,  M.D.,  Hempstead,  Chairman 
Thomas  D.  Pemrick,  M.D.,  Troy 
Henry  Young,  M.D.,  New  York  City 

To  Study  the  Participation  of  Medical  Students  in  the 
Medical  Society  of  the  State  of  New  York 

Charles  D.  Sherman,  Jr.,  M.D.,  Rochester,  Chairman 
John  H.  Carter,  M.D.,  Albany 
George  L.  Collins,  Jr.,  M.D.,  Buffalo 
Bernard  J.  Pisani,  M.D.,  New  York  City 

Peer  Review  Mechanisms 

Ralph  S.  Emerson,  M.D.,  Roslyn  Heights,  Chairman 

Charles  M.  Brane,  M.D.,  Yonkers 

Lynn  R.  Callin,  M.D.,  Rochester 

Lester  J.  Candela,  M.D.,  Great  Neck 

Richard  D.  Eberle,  M.D.,  Syracuse 

Carl  Goldmark,  Jr.,  M.D.,  New  York  City 

Tiffany  Lawyer,  Jr.,  M.D.,  Bronx 

William  A.  Schwarz,  M.D.,  Staten  Island 

Edward  Siegel,  M.D.,  Plattsburgh 


New  York  State  Association  of  the  Professions  (Three 
representatives,  elected  by  the  Council.) 

Henry  I.  Fineberg,  M.D.,  New  York  City 
Carl  Goldmark,  Jr.,  M.D.,  New  York  City 
Stephen  Nordlicht,  M.D.,  New  York  City 

Trustees  Committees 

Investment  Committee 

Walter  T.  Heldmann,  M.D.,  Staten  Island,  Chairman 

Joseph  J.  Kaufman,  M.D.,  Newark 

Edward  C.  Hughes,  M.D.,  Syracuse 

Thomas  F.  McCarthy,  M.D.,  The  Bronx,  ex  officio 

James  M.  Blake,  M.D.,  Schenectady,  ex  officio 

War  Memorial  Committee 

Edward  C.  Hughes,  M.D.,  Syracuse,  Chairman 

Joseph  J.  Kaufman,  M.D.,  Newark 

Walter  Scott  Walls,  M.D.,  Buffalo 

James  M.  Blake,  M.D.,  Schenectady,  ex  officio 

Employees  Benefits  Plan  Committee 

Walter  Scott  Walls,  M.D.,  Buffalo,  Chairman 
Walter  T.  Heldmann,  M.D.,  Staten  Island 
Milton  Helpern,  M.D.,  New  York  City 
Henry  I.  Fineberg,  M.D.,  New  York  City 
J.  Richard  Burns,  J.D.,  New  York  City 
Eugene  S.  Dombrowski,  New  York  City 
James  M.  Blake,  M.D.,  Schenectady,  ex  officio 
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Necrology 


Murray  W,  Arenson,  M.D.,  of  Brooklyn,  died  on  May  2 
at  the  age  of  sixty-three.  Dr.  Arenson  graduated  in  1934 
from  New  York  Homeopathic  Medical  College  and  Flow- 
er Hospital.  Dr.  Arenson  was  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Maxwell  Charles  Ballen,  M.D,,  of  The  Bronx,  died  on 
June  16  at  the  age  of  sixty-nine.  Dr.  Ballen  graduated  in 
1927  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  an  adjunct  in  surgery  (off  service)  at 
Bronx-Lebanon  Hospital  Center.  Dr.  Ballen  was  a 
member  of  the  Bronx  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Henry  Harold  Beinfield,  M.D.,  of  New  York  City, 
died  on  June  25  at  the  age  of  seventy-nine.  Dr.  Bein- 
field graduated  in  1914  from  Long  Island  College  Hos- 
pital. Retired,  he  was  a consulting  otolaryngologist  at 
Long  Island  College  Hospital.  Dr.  Beinfield  was  a 
Diplomate  of  the  American  Board  of  Otolaryngology,  a 
Fellow  of  the  International  College  of  Surgeons,  and  a 
member  of  the  American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  American  Academy  of  Facial  Plastic 
and  Reconstructive  Surgery,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Walter  A.  Bilotta,  M.D.,  of  Brooklyn,  died  on  July  3 at 
the  age  of  fifty-eight.  Dr.  Bilotta  graduated  in  1937 
from  New  York  University  School  of  Medicine.  He  was 
an  attending  obstetrician  and  gynecologist  at  Brooklyn- 
Cumberland  Medical  Center,  Long  Island  College  Hos- 
pital, Swedish  Hospital  in  Brooklyn,  and  director  of 
gynecology  at  Samaritan  Hospital  of  Brooklyn.  Dr. 
Bilotta  was  a Diplomate  of  the  American  Board  of  Ob- 
stetrics and  Gynecology,  a Fellow  of  the  American  Col- 
lege of  Surgeons,  a Fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists,  and  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Edward  James  Calhoun,  M.D.,  of  Flushing,  died  on 
July  7 at  the  age  of  sixty-two.  Dr.  Calhoun  graduated  in 
1936  from  New  York  Medical  College.  He  was  an  at- 
tending surgeon  at  Flushing  Hospital  and  Medical  Cen- 
ter and  at  Kings  Park  State  Hospital.  Dr.  Calhoun  was 
a Fellow  of  the  American  College  of  Surgeons  and  a 
member  of  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Jacob  Teller  Friedman,  M.D.,  of  The  Bronx,  died  on 
June  12  at  the  age  of  sixty.  Dr.  Friedman  received  his 
medical  degree  from  the  University  of  Vienna  in  1938. 


He  was  a member  of  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Elvin  Edward  Gottdiener,  M.D.,  of  Poughkeepsie, 
died  on  June  21  at  the  age  of  sixty-four.  Dr.  Gottdiener 
graduated  in  1937  from  the  University  of  Maryland 
School  of  Medicine  and  College  of  Physicians  and  Sur- 
geons. He  was  a consulting  radiologist  at  Ellenville 
Community  Hospital,  Veterans  Administration  Hospital 
at  Castle  Point,  and  Northern  Dutchess  Health  Service 
Center,  Rhinebeck.  Dr.  Gottdiener  was  a Diplomate  of 
the  American  Board  of  Radiology  (Diagnostic  Roent- 
genology) and  a member  of  the  Radiological  Society  of 
North  America,  Inc.,  the  Radiological  Society  of  New 
York  State,  the  Dutchess  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Leo  Gottlieb,  M.D.,  of  Brooklyn,  died  on  June  11  at  the 
age  of  fifty-six.  Dr.  Gottlieb  received  his  medical  degree 
from  the  University  of  Heidelberg  in  1920.  He  was  an 
assistant  attending  physician  at  Jewish  Hospital  and 
Medical  Center  of  Brooklyn.  Dr.  Gottlieb  was  a mem- 
ber of  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Arthur  William  Grace,  M.D.,  of  New  York  City,  died 
on  July  1 at  the  age  of  seventy-seven.  Dr.  Grace  gradu- 
ated in  1924  from  the  University  of  London  Faculty  of 
Medicine.  He  was  a consulting  dermatologist  at  Kings 
County  Hospital  Center,  Long  Island  College,  St.  John’s 
Episcopal,  and  Veterans  Administration  (Brooklyn) 
Hospitals.  Dr.  Grace  was  a Diplomate  of  the  American 
Board  of  Dermatology,  Inc.,  a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the  American 
Academy  of  Dermatology,  the  Society  for  Investigative 
Dermatology,  the  New  York  Academy  of  Medicine,  the 
Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

J.  Ralph  Jacoby,  M.D.,  of  New  York  City,  died  on 
June  26  at  the  age  of  ninety-nine.  Dr.  Jacoby  graduated 
in  1895  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a member  of  the  American  Psy- 
chiatric Association,  the  Association  for  Research  in 
Nervous  and  Mental  Disease,  the  New  York  Academy  of 
Medicine,  the  New  York  Neurological  Society,  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York  and  the  American  Medical  As- 
sociation. 

Manuel  Janer,  M.D.,  of  Luquillo,  Puerto  Rico,  formerly 
of  New  York  City,  died  on  September  4,  1969,  at  the  age 
of  seventy-eight.  Dr.  Janer  graduated  in  1912  from 
College  of  Physicians  and  Surgeons  of  Baltimore.  He 
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was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Frederick  Josephson,  M.D.,  of  Flushing,  died  on  July 
5 at  the  age  of  sixty-six.  Dr.  Josephson  graduated  in 
1929  from  Tufts  University  School  of  Medicine.  He  was 
chief  surgeon  at  Whitestone  General  Hospital.  Dr. 
Josephson  was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Jacob  Luftig,  M.D.,  of  Brooklyn,  died  on  June  17  at  the 
age  of  eighty-two.  Dr.  Luftig  graduated  in  1910  from 
Cornell  University  Medical  College.  He  was  a member 
of  the  Medical  Society  of  the  County  of  Kings,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Milnor  Bowden  Morrison,  M.D.,  of  Pawling,  died  on 
June  25  at  the  age  of  eighty-two.  Dr.  Morrison  gradu- 
ated in  1911  from  Long  Island  College  Hospital.  He  was 
a member  of  the  Dutchess  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Joseph  Tannenberg,  M.D.,  of  Batavia,  died  on  May  8 
at  the  age  of  seventy-five.  Dr.  Tannenberg  received  his 


medical  degree  from  the  University  of  Marburg  in  1920. 
He  was  a consulting  pathologist  at  Mount  Morris  (New 
York  State  Department  of  Health)  Tuberculosis  Hos- 
pital. Dr.  Tannenberg  was  a Diplomate  of  the  American 
Board  of  Pathology  (Clinical  Pathology  and  Pathologic 
Anatomy),  a Fellow  of  the  College  of  American  Patholo- 
gists, and  a member  of  the  American  Society  of  Bacteri- 
ologists, the  American  Society  of  Clinical  Pathologists, 
the  American  Association  of  Pathologists  and  Bacteriolo- 
gists, the  American  Public  Health  Association,  the  New 
York  State  Society  of  Pathologists,  the  Genesee  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Attilio  Alexander  Trippitelli,  M.D.,  of  Brooklyn,  died 
on  May  20  at  the  age  of  sixty-four.  Dr.  Trippitelli  gradu- 
ated in  1934  from  Tufts  University  School  of  Medicine. 
He  was  an  attending  physician  in  general  practice  at 
Victory  Memorial  Hospital.  Dr.  Trippitelli  was  a mem- 
ber of  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Anthony  J.  Ventimiglia,  M.D.,  of  Brooklyn,  died  on 
February  26  at  the  age  of  fifty-six.  Dr.  Ventimiglia  grad- 
uated in  1942  from  Chicago  Medical  School.  He  was  a 
member  of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


i^orrectlon 

The  name  of  the  senior  author  of  the  article  entitled  “Malaria  Acquired  in  United  States;  Introduced  and 
Cryptic,”  that  appeared  in  the  June  15,  1971,  issue  of  the  Journal,  page  1535,  was  misspelled.  He  is  Donald  M. 
insberg,  M.D.,  F.A.C.P.,  of  North  Woodmere,  New  York. 
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Letters  to  the  Editor 


Ileal  perforation  in  typhoid  fever 

To  the  Editor:  The  article  “Surgical  Treatment  of 

Typhoid  Perforation  of  Ileum,”  by  Maloney'  published 
in  the  March  15,  1971,  issue  of  your  Journal,  once  again 
revives  the  old  question  of  surgical  versus  conservative 
management  of  this  condition.  This  question  is  still  of 
paramount  importance  because  (1)  typhoid  fever  con- 
tinues to  be  of  epidemic  form  in  many  underdeveloped 
countries  (in  India  we  found  it  accounted  for  12  per  cent 
of  the  total  cases  admitted  to  medical  wards)-’;  and  (2) 
although  chloramphenicol  has  decisively  decreased  the 
mortality  rate  from  complications,  it  has  not  yet  materi- 
ally altered  their  incidence.’  Thus  perforation  of  in- 
testine in  typhoid,  an  uncommon  event,  (in  3,800  cases 
of  typhoid  fever  the  incidence  of  ileal  perforation  was 
1.58  per  cent)  accounts  for  roughly  25  per  cent  of  deaths 
due  to  this  disease.’ 

We  analyzed  60  cases  of  typhoid  perforation  and  con- 
cluded that  surgical  closure  of  a tear  is  rewarding  if  per- 
formed within  a few  hours  of  perforation  and  if  it  occurs 
during  a later  period  of  the  disease.  The  patients  who 
had  ileal  perforation  early  in  the  course  of  fever  or  in 
whom  delay  in  therapy  occurred,  proved  to  be  poor  surgi- 
cal risks,  and  intensive  conservative  therapy  was  superi- 
or to  surgical  treatment.  Our  conclusions  are  not  in 
agreement  with  others.^'®  Surgical  closure  of  the  tear 
proved  to  be  superior  in  the  hands  of  these  investigators. 

In  view  of  the  grave  prognosis  of  these  patients,  simple 
ileostomy,  as  advocated  by  Maloney,'  will  produce  less 
surgical  stress  and,  therefore,  may  offer  an  advantage 
over  the  present  procedure  of  closing  a tear.  Ileostomy 
was  performed  in  only  one  of  our  patients,  who  unfor- 
tunately died. 

However,  at  present  there  is  no  method  of  assessing  the 
severity  of  the  clinical  condition  in  an  individual  case; 
it  is  almost  impossible  to  compare  various  series.  I 
would  suggest  formulation  of  a “prognostic  index”  based 
on  different  scores  for  various  symptoms,  signs,  and 
laboratory  data  to  facilitate  comparison  of  results  of 
various  therapeutic  procedures.  Only  then  is  it  possible 
to  arrive  at  a consensus  on  the  management  of  this  most 
dreaded  complication  of  typhoid  fever. 

J.  D.  KHANDEKAR,  M.D. 
(formerly.  Demonstrator  in  Medicine,  M.G.M.M. 

College  and  M.  Y.H.,  Indore  (M.P.),  India) 


At  present.  Fellow  of  MR. C.  of  Canada,  Institut  de  medecine 
et  de  chirurgie  experiment  ales,  Universite  de  Montreal, 

Montreal  101,  Canada 
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New  hearts 


To  the  Editor: 

Built-in  obsolescence 
is  not  an  invention  of  the 
American  industrialist. 

It  goes  for  people  too. 

Persons  of  either  sex 

are  under  the  inborn  hex  of  the 

one  certainty:  “Death  and  Taxes.” 

While  worn-out  parts 

can  be  replaced  in  most  machines 

and  aged  arteries,  kidneys,  and  hearts 

can  now  be  transplanted, 

the  brain 

remains 

central  and  sacrosanct, 
irreplaceable  yet. 

When  the  grim  reaper 
sharpens  his  axe 
— sorry  old  boy — 
there  is  no  fix. 

HANS  POLLAK,  M.D. 

18  Littauer  Place 
Gloversville,  New  York  12078 
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ADIOLOGIST 


A Immediate  vacancies  in  special  procedures  (vascular  radiology)  and 
w nuclear  medicine  in  large  medical  center,  with  Full  medical  research, 
teaching  facilities  and  medical  school  affiliation.  Excellent  salary  com- 
prehensive benefits.  New  York  State  license,  Board  Certification  or 
eligibility.  Send  curriculum  and  vitae  in  confidence  to:  Dr. 
A.  Geffen,  M.D.,  Director  of  Radiology. 


BETH  ISRAEL  MEDICAL  CENTER  / An  Equal 
10  Nathan  D.  Perlman  Place,  N.Y.,  N.Y.  10003 


/ 


Opportunity 

Employer 


REAL  ESTATE  FOR  SALE  OR  RENT 


FIFTH  AVENUE  AND  69TH  STREET  OFFICE  TO  SHARE;  SUITABLE 
for  Orthopedic  surgeon,  psychiatrist  or  neurologist.  Fexible  hours.  For  infor- 
mation call  BU  8-5411. 


PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL  CROUP.  SUBURB 
New  York  City  Initial  contract  leading  to  partnership  Starting  salary  to 
$28,000  with  the  possibility  of  additional  income.  Include  complete  curric- 
ulum vitae  in  reply  Box  108,  c/o  NY.S.IM 


EMFIRGENCY  ROOM  PHYSICIANS:  .lOIN  WELL  ORGANIZED  GROUP 
staffing  3 hospitals,  not  hospital  employees.  Substantial  salary,  paid  Society 
dues  and  malpractice  premiums,  4 wk.  vacation,  paid  disability  insurance, 
other  benefits;  send  curriculum  vitae  to:  -lames  F.  Stehli,  Physician  Service 
A.ssociates.  Dept.  N.Y.-I.M..  134  Main  St..  Binghamton,  N.  Y.  13905. 


ANESTHESIOLOGIST,  BOARD  CERTIFIED  OR  ELIGIBLE.  UNUSUAL 
opportunity  to  join  established  10  man  group  in  540-bed  hospital  in  Syracuse. 
Ideal  location  convenient  to  Finger  Lakes,  Thousand  Islands  and  Canada. 
Full  range  of  winter  and  summer  sports.  Negotiable  salary  first  year,  then  full 
partnership.  Curriculum  vitae  first  letter.  Box  137,  c/o  NYSJM. 


PSYCHIATRISTS:  POSITIONS  IMMEDIATELY  AVAILABLE,  OUTPA- 

tient  and  emergency  service,  St.  Vincent’s  Medical  Center  of  Richmond.  Part 
of  North  Richmond  Community  Mental  Health  Center,  with  30-bed  inpatient 
service,  day  hospital,  childrens  clinic,  research  and  training.  Psychiatric  re- 
sponsibilities include  consultation  to  treatment  teams,  supervision  and  train- 
ing of  residents  as  well  as  individual  psychotherapy;  35  hours  weekly.  Re- 
quirements; Board  trained  or  eligible.  New  York  State  license.  Salary  de- 
pendent on  qualifications  and  experience.  Contact  Richard  L.  Pearlman, 
M.D.,  Director  Psychiatric  Outpatient  Department,  St.  Vincent’s  Medical 
Center  of  Richmond,  631  Castleton  Ave.,  Staten  Island,  N.Y.  10310.  (212) 

.390-1311. 


OLD  WESTBURY:  IDEALLY  LOCATED  FOR.  OFFICE-HOME  COMBINA- 
tion.  Wheatley  School  District.  Gracious  Colonial  on  3 landscaped  acres  with 
sprinkler  system  from  own  well;  separate  parking  for  office;  tennis  court;  5 
large  bedrooms,  fireplace,  maids'quarters,  extras-.  Box  143,  c/o  NYSJM. 


OFFICE  FOR  RENT.  GROUND  FLOOR.  PARK  AVE.  & 95TH  ST. 
Approx.  10  X 14.  Share  waiting  room  with  psychiatrist.  Partly  furnished  if 
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SKIING,  TENNIS  AND  SWIMMING  COOPERATIVE.  A COOPERATIVE 
development  next  to  Hunter  Mt.,  N.Y.  Will  limit  to  15  families  only.  1 to  5 
acre  lots  in  a beautiful,  natural  setting.  Ideal  investment  for  a growing  sport- 
minded  family  in  a congenial  atmosphere.  Year  around  recreation  2 hours 
15  min.  from  N.Y. C.  Phone:  (212)762-7529. 


WESTCHESTER— YORKTOWN.  BEAUTIFUL  CORNER  LOCATION 
suitable  physician’s  offices.  Large  8 room  split,  3 baths,  huge  playroom, 
screened  Florida  room,  attached  garage,  A/C,  W/W,  all  conveniences,  close  to 
shopping  and  schools,  near  Taconic  Pkwy,  off  Rt.  202.  5V<%  mortgage;  profes- 

sionally appraised  $44,000.  Will  sell  less.  Must  be  seen.  Owner  (914) 
739-0392. 


PURCHASE  FULLY  EQUIPPED  MEDICAL  OFFICE  IN  LUXURY  HOME. 
Excellent  location.  Long  Beach,  New  York.  Due  to  illness.  P.O.  Box  733, 
Long  Beach,  N.Y,  11561. 


GENERAL  PRAC'nTlONER  WANTED:  FAMILY  PRACTICE  PHYSICIAN 
needed  immediately,  due  to  death  of  town’s  only  doctor.  Located  in  the  heart 
of  the  F'inger  Lakes  on  Routes  5 & 20,  only  8 miles  to  Canandaigua,  which  has 
a modern,  up-to-date  hospital  in  operation,  and  a new,  ultra-modern  hospital 
complex  to  be  completed  within  the  year.  Only  20  miles  to  Rochester;  and  10 
miles  to  Bristol  Mountain  Ski  Center.  Serving  a growing  population  of  5,000 
with  excellent  central  school  and  churches.  Write  to  East  BUximfield-Hol- 
comb  Chamber  of  Commerce,  Holcomb,  N.Y.  14469,  or  call  (315)  657-7414, 
or  657-7291 . 


URGENTLY  NFIFIDFID:  GENERAL  PRACTITIONFIR,  LONG  LAKE,  N.  Y., 
central  Adirondacks,  resort  area.  Excellent  central  school.  Ambulance 
service.  Office  available  at  present.  Attractive,  guaranteed  annual  salary  as 
Town  Health  Officer,  plus  income  from  private  practice.  Near  modern 
hospital.  Write:  Medical  Procurement  (Committee,  Box  83,  Long  Lake, 

N.  Y 12847. 


PHYSICIAN,  PART-TIMF:,  2-3  MORNINGS  PFIR  WEEK.  DO  PHYSICAL 
exams,  read  F^CGs.  Consider  semi-retired  doctor  or  one  just  finishing  medical 
residency.  Downtown  N.Y.C.  insurance  company.  Reply  Box  145,  c/o 


WANTED:  BOARD  rKAINED  ANESTHESIOLOGIST  TO  JOIN  GROUP, 

3 partners,  salary  1st  year  then  partnership.  All  specialties  represented  on 
hospital  staff.  Near  Metropolitan,  N.Y,  Anesthesia  Services,  20 Orchard  St., 
Middletown,  N.Y.  10940. 


EAST  NORTHPORT,  HUNTINGTON:  OFFICE-HOME  COMBINATION:  ' 
ideal  central  location.  Excellent  opportunity;  near  professional  buildings  and 
hospitals.  Fast  growing,  prestige  area.  Modern,  .spacious,  6 room  ranch,  5Vi  ; 
room  office;  detached  oversized  garage;  full  basement;  landscaped;  extras  j 
Sacrifice  $38,500.  Joseph  Koreen,  M.D.,  407  Larkfield  Road,  East  Northport-: 
N.Y.  Tel;  (516)757-8339. 


I 

I 

WHITE  PLAINS,  NEW  YORK,  MODERN,  NEWLY-FURNISHED,  AIR  CON  | 
ditioned  office.  Ideal  location,  adjacent  to  White  Plains  Hospital.  Amplf 
parking.  Suitable  most  specialties,  part  or  full-time.  Call  or  write;  Miltor 
Ingerman,  M.D.,  33  Davis  Ave.,  White  Plains,  N.Y.  (914)  428-5522. 


PUERTO  RICO  BFk\CH  HOUSE,  COSTA  AZUL  AT  LUQUILLO.  3 BED 
rooms,  yard,  terraces.  Fully  equipped  kitchen,  linens,  washing  machine 
Comfortable,  private,  convenient  to  other  resort  areas.  For  rent  weekly.  Ed 
ward  Pinney,  M.D.,  148  East  78th  St.,  New  York  City.  (212)  879-8870. 


GLEN  HEAD,  L.I.,  ROSLYN  VIC.  BEAUTIFUL  NORTH  SHORE  HOMF 
30  minutes  from  N.  Y.  C.  Ideal  location  for  professional  & suburban  livint 
Colonial  center  hall  split.  8 large,  meticulous  rooms,  2)^  baths,  air  cond.  Ir 
tercom  throughout;  lovely  over-sized  patio.  Situated  on  large  wooded  corm 
plot.  Low  taxes;  excellent  schools.  $59,9(X).  (516)671-8042. 
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HTERNAL  MEDICAL  PRACTICE  AVAILABLE  BEGINNING  AUGUST  1, 
1971.  Fully  equipped,  air  conditioned  office,  midtown  East  Side  New  York 
City.  Call  (212)  PL  9-1 123. 
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BUY  SAVINGS  BONDS 


MOVING  SOON? 

Let  Us  Be  The  First  To  Know  Of  Your  New  Address! 

I Six  weeks  notice  is  required  to  effect  a change  of  address.  Com- 

plete and  mail  the  form  below  to:  Circulation  Department,  New  York 
I State  Journal  of  Medicine,  750  Third  Avenue,  New  York,  N.  Y.  10017. 


Old  Address 


Attach  Journal  Label  Here 


Name. 


Please  Print 


New  Address 

(Send  Journal  Number 
here) 


Street 


City 


State 


Zip  Code 


Effective  Date. 


August  1 5,  1 97 1 / New  York  State  Journal  of  Medicine  1995 


In  Cerebrovascular  Insufficiency,  help  cl^r  th 


with 


MENIC 


pentylenetetrazole  100  mg. 
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oxygen  supply  to  the  brain 

□ Helps  alleviate  the  senility 
syndrome  as  it  reduces  mental 
confusion  . . . improves  memory, 
outlook,  and  social  behavior 


Dosage:  2 tablets  t.i.d.,  p.c. 

Side  effect:  In  rare  cases  a nicotinic  acid 
pruritus,  which  abates  promptly  upon 
withdrawal  of  medication. 

Precaution : Use  with  caution  in  patients  with 
known  low  convulsive  thresholds. 

Write  for  samples  and  literature. 

GERIATRIC  Pharmaceutical  Corp. 

397  Jericho  Turnpike,  Floral  Park,  N.  Y.  11002 
Pioneers  in  Geriatric  Research 


^ 


For  Insomnia...  one  capsule  for  the  rest  of  the  night 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

INDICATION:  Relief  of  insomnia  of  varied 
etiology. 

CONTRAINDICATIONS:  Patients  with  known 
hypersensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined 
effects  with  alcohol  and  other  CNS  depres- 
sants. Caution  against  hazardous  occupations 
requiring  complete  mental  alertness,  such 
as  operating  machinery  or  driving  a motor 
vehicle  shortly  after  ingesting  the  drug. 
Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 


withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should 
be  under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits 
in  pregnancy,  during  lactation,  or  in  women 
of  childbearing  age  against  possible  hazards 
to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain- 
related,  an  analgesic  should  also  be  pre- 
scribed. Perform  periodic  blood  counts  if 
used  repeatedly  or  over  prolonged  periods. 
Total  daily  intake  should  not  exceed  400  mg, 
as  greater  amounts  do  not  significantly  in- 


crease hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dos- 
ages, there  have  been  rare  occurrences  of 
morning  drowsiness,  dizziness,  mild  to  moder- 
ate gastric  upset  (including  diarrhea,  esoph- 
agitis, nausea  and  vomiting),  headache, 
paradoxical  excitation  and  skin  rash.  There 
have  been  a very  few  isolated  reports  of 
neutropenia  and  thrombocytopenia;  however, 
the  evidence  does  not  establish  that  these 
reactions  are  related  to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 

/ \ ROCHE  LABORATORIES 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 
\ ✓ Nutley,  New  Jersey  07110 
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(dieriiylpropion  hydrochloride^  N.R) 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
i less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 

itively  low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  Inhibitors,  in  potients  hypersensitive  to 

Ithls  drug;  in  emotionally  unstable  potients  susceptible  to  drug  abuse. 

Worning:  Although  generally  safer  than  the  amphetamines,  use  with  greot  caution  in 
t potients  with  severe  hypertension  or  severe  cordiovosculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnoncy  unless  potential  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontinuation  of  theropy,  un- 
pleosont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  relotiveiy  low  incidence.  As  is  chorocteristic  of  sympothomimetic  ogents,  it  moy 
occosionolly  couse  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  onxiety. 


ond  jitteriness.  In  controst,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  Increase  in  convulsive  episodes  nos  been  reported.  Symoothomimetic  cordio- 
voscw/or  effects  reported  include  ones  such  os  tachycardia,  precordial  pain, 
arrhythmia,  polpitotion,  ond  increosed  blood  pressure.  One  published  report 
described  T-wove  chonges  in  the  ECG  of  o heolthy  young  mole  offer  ingestion  of 
diethylpropion  hydrochloride;  this  was  on  isolated  experience,  which  hos  not  been 
reported  by  others  Allergic  phenomeno  reported  include  such  conditions  os  rash, 
urticorio,  ecchymosis,  and  erythema.  Gosfrointes/inof  effects  such  os  diarrhea, 
constipotion.  nouseo,  vomiting,  and  obdominol  discomfort  hove  been  reported. 
Specific  reports  on  the  hemotopoietic  system  include  two  eoch  of  bone  marrow 
depression,  ogronulocytosis,  and  leukopenlo.  A variety  of  miscelloneous  odverse 
reactions  hove  been  reported  by  physicions.  These  include  complaints  such  os  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysurio,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets;  One  75  mg.  tobiet 
daily,  swallowed  whole.  In  midmorning  (10  o.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  dally,  one  hour  before  meals,  'f  desired,  cn  additional  tablet  may  be  given  In 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  age  is  not 
recommended.  T-to7/4/7i/o  s patent  no  3.oo»  sio 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 
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Painful 
night  leg 
cramps. 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition;  Each  white,  beveled,  com- 
pressed tablet  contains;  Quinine  sulfate,  260  mg.,  Aminophylllne,  195 
mg.  Indications;  For  the  prevention  ond  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps.  Including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  orterlosclerosis  and 
static  foot  deformities.  Contraindications;  QUINAMM  Is  contraindi- 
cated In  pregnancy  because  of  Its  quinine  content.  Precautions/ Ad- 
verse Reactions;  Aminophylllne  may  produce  Intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage;  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  Increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied;  Bottles  of  100  ond  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 

0103  2/71 


Quinamni 

(quinine  sulfote  260  mg.,  aminophylllne  195  mg.) 


Specific  therapy  for  night  leg  cramps 
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NEW  YORK  CITY  AREA 


September  1,  1971  / February  1972 

Albert  Einstein  College  of  Medicine 

1300  Morris  Park  Avenue 
Bronx 

COURSE  IN  INFECTIOUS  DISEASES 

For  information  please  cantact: 

DOROTHY  GENGHOF,  M.D.  430-2228  or  2811. 

September  7,  1971  / September  17,  1971 

9:00  a.m.-6:00  p.m.,  Tuesday  through  following  Friday,  including 
Saturday 

The  Page  and  William  Black  Post-Graduate  School  of 
Medicine 

The  Mount  Sinai  Medical  Center 
Post-Graduate  Course  in 

OTORHINOLARYNGOLOGY  "TEMPORAL  BONE 
SURGERY” 

HARRY  ROSENWASSER,  M.D.,  SIMON  C.  PARISIER,  M.D., 
DONALD  J.  NALEBUFF,  M.D.,  KENNETH  H.  BROOKLER,  M.D. 

FEE:  $500 


*September  9,  1971  (Beginning  date) 

9:00-1  1 :00  p.m. 

Albert  Einstein  College  of  Medicine 

1300  Morris  Park  Avenue 
Bronx 

1 st  in  a series  of  Seminars  in  Family  Practice 

OTOLARYNGOLOGY 

R.  RUBEN,  M.D. 

CREDIT:  C-1 


* September  12,  1971  (Beginning  Date) 

8 : 30  a.m.-l  2 : 00  Noon,  Sundays 

Albert  Einstein  College  of  Medicine 

1 st  in  a series  of 

Post  Graduate  Courses  in  Surgery 

GASTRO  INTESTINAL  TRACT 

DONALD  PEARLMAN,  M.D. 


* September  1971  (Beginning  Date) 

Sunday  mornings 

Albert  Einstein  College  of  Medicine 
Prospect  Hospital 

730  Kelly  Street 
Bronx 

EXTRAMURAL  SEMINARS  FOR  THE 
PRACTICING  PHYSICIAN 

CREDIT:  C-1 

* For  informotion  concerning  any  of  the  above  courses,  kindly  con- 
tact Gershon  Efron,  M.D.,  430-2822. 


THURSDAY,  SEPTEMBER  9 

4 : 00-6 : 00  p.m. 

Kingsbrook  Jewish  Medical  Center 

Rutland  Rood  and  East  49th  Street 
Brooklyn 

WORKSHOPS  IN  ONCOLOGY  FOR  THE 
PRACTICING  PHYSICIAN 

Review  of  the  Chemotherapeutic  Agents  (alkylating  agents,  anti- 
metabolites, alkaloids  and  antibiotics) 


September  9,  1971  / December  9,  1971 

7 : 00-8  : 30  p.m.,  Thursdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 
630  West  168th  Street 

RADIOLOGY  OF  BONES  AND  JOINTS 

M.  ALPERT,  M.D.  and  Associates  with  Guest  Lecturers 
FEE:  $75 


MONDAY,  SEPTEMBER  13 

9 : 00  a.m. 

The  Mount  Sinai  School  of  Medicine 

The  Mount  Sinai  Medical  Center 

INTRODUCTION  TO  GROUP  PSYCHOTHERAPY 
FOR  GRADUATE  PSYCHIATRISTS 

AARON  STEIN,  M.D. 

The  Page  and  William  Black 
Post-Graduate  School  of  Medicine 

FEE:  $100 


September  13,  1971  / September  17,  1971 

The  New  York  Academy  of  Sciences 

Waldorf-Astoria  Hotel 
50th  Street  and  Park  Avenue 

COAL  WORKERS’  PNEUMOCONIOSIS 

Chairmen; 

MARCUS  M.  KEY,  M.D. 

Environmental  Health  Service 
Rockville,  Maryland 
DOUGLAS  H.  K.  LEE,  M.D. 

National  Institute  of  Environmental  Health  Sciences 
Research  Triangle  Park,  N.C. 

IRVING  J.  SELIKOFF,  M.D. 

Mount  Sinai  School  of  Medicine 
New  York  City 

For  further  information  contact:  Rear  Admiral  L.  R.  Neville,  USN 

(Ret.),  Associate  Executive  Director,  The  New  York  Acodemy  of 
Sciences,  2 East  63rd  Street,  New  York,  N.Y.  10021.  Tel.  (212) 
838-0230. 


September  1 3,  1 97 1 / September  1 5,  1 97 1 

American  Academy  of  Orthopaedic  Surgeons 

The  Americana  Hotel 
Postgraduate  Course 

SPORTS  MEDICINE 

JAMES  A.  NICHOLAS,  M.D.,  Chairman 
Cornell  University  Medical  College 

Contact:  Dr.  Nicholas  at  1 50-  East  77th  Street,  New  York,  N.Y. 

10021.  Telephone  (212)  RE  7-3301 
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September  14,  1971  / June  6,  1972 

9:00  a.m.-5;00  p.m.,  Tuesdays 

Columbia  University  P & S 

Columbia-PresbyJerion  Medical  Center 

ADULT  AND  CHILD  PSYCHIATRY 

A.  BALLARD,  J.  CEDARQUIST,  H.  DAVIDSON,  W.  HUNT, 

R.  MacKINNON,  L.  MOSS,  J.  O'CONNOR,  AND  A.  POLATIN, 
M.D.'s 

FEE:  $1,200 


September  15,  1971  / June  7,  1972 
4 :30-5  30  p.m.,  Wednesdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

SEMINARS  IN  CARDIORESPIRATORY 
PHYSIOLOGY 

P.  CANNON,  M.D.,  Seminar  Chairman 
C-P  Staff  Members  and  Invited  Guests 

NO  FEE  CREDIT:  C-1 


September  1971  / January  1972 

French  and  Polyclinic  Medical  School  and  Health 
Center 

345  West  50th  Street 

NURSING  HOME  ADMINISTRATION 
(Basic  Courses  and  Continuing  Education) 

For  information  address  The  Dean,  at  the  above  address. 


WEDNESDAY,  SEPTEMBER  15 

Federation  of  American-European  Medical  Societies 
2 East  63rd  Street 

1.  Bone  Lesions  in  Old  Age 

ERNST  BERGMANN,  M.D. 

2.  Radiographic  Findings  in  Geriatric  Practice 

GERHART  SCHWARZ,  AA.D. 

3.  Geriatric  Rehabilitation 

VOJIN  N.  SMODLAKA,  M.D. 

4.  Existential  Therapy  of  the  Geriatric  Condition 

ANDREW  BERNATH,  M.D. 

5.  Longevity  and  Life  Expectancy  in  Old  Age 

LEON  MERKIN,  M.D. 

CREDIT:  C-1 


NEW  YORK  CITY  FUTURE  EVENTS 

September  16,  1971  / for  15  Sessions 

Postgraduate  Center  for  Mental  Health 

124  East  28th  Street 

TRAINING  IN  OFFICE  AND  CLINIC 
PSYCHOTHERAPY  FOR  PSYCHIATRISTS 

1.  Psychodynamics  of  Neurosis  and  Psychosis 

2.  Techniques  of  Psychotherapy 


3.  Group  Experience 

4.  Psychotherapeutic  Practice 

5.  Supervision 

Chairman:  FRED  U.  TATE,  M.D. 

SAMUEL  V.  DUNKELL,  M.D.,  HENRY  G.  GRAND,  M.D., 
NORMAN  J.  LEVY,  M.D.,  SARA  SHEINER,  M.D.  and 
DAVID  WEISSELBERGER,  M.D. 

Apply:  Registrar 


September  16,  1971  / November  18,  1971 
3 : 30-5  : 1 5 p.m.,  Thursdays 

Section  of  Continuing  Post-Graduate  Education  of 
the  Division  of  Pulmonary  Medicine,  Long  Island 
Jewish  Medical  Center — Queens  Hospital  Center 
Affiliation 

Queens  Chapter  AAGP  and  Academy  of  Medicine 
of  Queens  County  with  the  Queens  TB  and  Health 
Association 

Triboro  Hospitol 
First  Floor  Classroom 
Jamaica 

POST  GRADUATE  COURSE  IN  PULMONARY 
DISEASES 

September  16 

Normal  Anatomy  and  Roentgen  Anatomy  of 
Lungs.  Basic  Radiologic  Principles  of  Chest 
X-Ray  Dx  and  Special  Roentgen  Signs  in  Lung 
Disease 

H.  EPSTEIN,  M.D.  and  V.  AZUETA,  M.D. 

September  23 

Pulmonary  Physiology  in  Health  and  Disease 

NATHAN  SERIFF,  M.D. 

September  30 

Etiology  and  Management  of  Ventilatory  Failure 

NATHAN  SERIFF,  M.D. 

Demonstration  of  Pulmonary  Physiological 
Studies 

MR.  D.  LYONS,  A.R.l.T. 

Discussion  and  Demonstration  of  Techniques  of 
Inhalation  Therapy 

MR.  M.  EVANS;  A.R.l.T. 

NOTE:  The  series  af  lectures  v/ill  be  carried  in  chronological  order 
in  future  issues  of  WHAT  GOES  ON. 

CREDIT:  AAGP  (20  Hours)  and  C-1 


MONDAY,  SEPTEMBER  27 

3 : 00  p.m. 

The  Mount  Sinai  School  of  Medicine 

The  Mount  Sinai  Medical  Center 

THE  SERGEI  FEITELBERG  COURSE  IN  THE 
CLINICAL  USE  OF  RADIONUCLIDES 

SOLOMON  A.  BERSON,  HAY  H.  KATZ,  SOLOMON  SILVER, 
M.D.'s  and  Associates 

The  Page  and  William  Black  Post-Graduate  School  of  Medicine 
FEE:  $300 
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TUESDAY,  OCTOBER  5 

3 ; 00  p.m. 

The  Mount  Sinai  School  of  Medicine 

The  Mount  Sinai  Medical  Center 

ORTHOPAEDICS  IN  INFANCY  AND  CHILDHOOD 

ROBERT  S.  SIFFERT,  M.D.,  and  StaFF 

The  Page  and  William  Black  Post-Graduate  School  of  Medicine 
FEE:  $15 


4 : 30  p.m. 

The  Mount  Sinai  School  of  Medicine 

The  Mount  Sinai  Medicol  Center 

DIFFERENTIAL  DIAGNOSIS  IN 
GASTROINTESTINAL  RADIOLOGY 

RICHARD  H.  MARSHAK  and  MANSHO  T.  KHILNANI,  M.D.'s 
The  Page  and  William  Block  Post-Graduate  School  of  Medicine 

FEE:  $50 


October  5,  1971  / November  2,  1971 

8 : 00-1  0 : 00  p.m.,  Thursdays 

Postgraduate  Center  for  Mental  Health 

1 24  East  28fh  Street 

ORIENTATION  COURSE  IN  THE  THEORY  AND 
PRACTICE  OF  PSYCHOANALYTIC  MEDICINE 

Chairman:  JOSEPH  W.  VOLLMERHAUSEN,  M.D. 

IRVING  FRIEDMAN,  M.D.,  NORMAN  J.  LEVY,  M.D., 

MANUEL  E.  HERMIDA,  M.D.,  DAVID  SHAINBERG,  M.D. 

Apply:  Registrar 


WEDNESDAY,  OCTOBER  6 

9 : 00  a.m. 

The  Mount  Sinai  School  of  Medicine 

The  Mount  Sinai  Medical  Center 

CLINICAL  PSYCHIATRY  FOR  MEDICAL 
PRACTITIONERS  AND  NON-PSYCHIATRIC 
SPECIALISTS 

HANS  J.  KLEINSCHMIDT,  HARRY  DIENER  and 
M.  RALPH  KAUFMAN,  M.D.'s 

The  Page  and  William  Black  Post-Graduate  School  of  Medicine 
NO  FEE  CREDIT:  C-1 


October  6,  1971  / December  16,  1971 

Continuing  Education  Courses 

Postgraduate  Center  for  Mental  Health 

1 24  East  28th  Street 
Wednesdays  7 : 30-9  : 00  p.m. 

Psychopharmacoloty 

LEONARD  CAMMER,  M.D. 

Thursdays  7 : ? 5-8  ; 7 5 p.m. 

The  Psychology  of  Women 

LEON  SALZMAN,  M.D. 

Thursdays  8 : 30-9 : 30  p.m. 

HETEROSTATIC,  Existential  and  other  Open 
Approaches  to  Psychotherapy 

SAMUEL  V.  DUNKELL,  M.D. 

Apply:  Registrar 


FRIDAY,  OCTOBER  15 

9 : 00  a.m. 

The  Mount  Sinai  School  of  Medicine 

The  Mount  Sinai  Medical  Center 

MANAGEMENT  OF  THE  LOW-VISION  PATIENT 

ALAN  H.  BARNERT,  M.D. 

The  Page  and  William  Black  Post-Graduate  School  of  Medicine 
FEE:  $80 


October  17,  1971  I March  26,  1972 

9:00  a.m.— 12:00  Noon,  Sundays 

Queens  County  Academy  of  Medicine 
The  Boulevard  Hospital 

46-04  3 1 St  Avenue 
Long  Island  City 

INTENSIVE  REVIEW  FOR  COMMUNITY 
PHYSICIANS 

October  17 

Endocrinology 

MARTIN  PERLMUTTER,  M.D. 

October  24 

Acid  Base  and  Electrolytes 

HUGH  J.  CARROLL,  M.D. 

October  31 

Diabetes  Mellitus 

MARTIN  PERLMUTTER,  M.D. 

(NOTE:  Topics  and' Speakers  will  be  given  in  appropriate  issues  of 
WHAT  GOES  ON) 

FEE:  $100  CREDIT:  AAGP  and  C-1 

Co-ordinator:  CHARLES  M.  PLOTZ,  M.D.,  Dir.,  Continuing  Educa- 

tion, Downstote  Medical  Center 


TELEPHONE  LECTURE  NETWORK 


The  State  University  of  New  York  at  Buffalo  School  of  Medicine  pre- 
sents various  programs  via  the  facilities  of  the  Telephone  Lecture  Net- 
work of  the  Regional  Medical  Program  for  Western  New  York.  The 
Network  covers  the  counties  of  Erie,  Niagara,  Genesee,  Wyoming, 
Chautauqua,  Cattaraugus,  and  Allegany  in  New  York  State  and  Erie 
County  and  McKean  County  in  the  Commonwealth  of  Pennsylvania. 
There  are  55  Hospital-outlets. 

Programs  are  presented  in  five  series: 

1.  A weekly  series  of  general  interest  considered  useful  to  all 
physicians  presented  at  11:30  a.m.  on  Tuesdays. 

2.  The  monthly  Pediatrics  Conference  from  Children's  Hospital  spon- 
sored by  the  Department  of  Pediatrics  and  presented  on  the  second 
Friday  of  each  month  under  the  direction  of  Thomas  Aceto,  Jr.,  M.D. 

3.  The  monthly  series  on  trauma  sponsored  by  the  Division  of  Ortho- 
pedic Surgery,  Department  of  Surgery,  and  presented  on  the  fourth 
Thursday  of  each  month  under  the  direction  of  Eugene  R.  Mindell,  M.D. 

4.  A new  monthly  series  on  Cancer  sponsored  by  the  Roswell  Park 
Memorial  Institute  and  presented  on  the  third  Wednesday  of  each 
month  under  the  direction  of  Gerald  P.  Murphy,  M.D. 

5.  A new  senes  sponsored  by  the  Department  of  Psychiatry  and 
the  Buffalo  States  Hospital  to  be  presented  under  the  direction  of  Dr. 
Yoosuf  A.  Haveliwala  on  the  fourth  Wednesday  at  1 1 : 00  a.m. 

For  further  information,  please  contact  Continuing  Medical  Education, 
221  1 Main  Street,  Buffalo,  N.Y.  14214.  Tel.  (71  6)  831 -5526. 
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ROCHESTER  AREA 


September  16,  1971  / September  18,  1971 

The  Scientific  and  Educational  Council  of  the 
American  College  of  Allergists  and  the  Department 
of  Pediatrics,  University  of  Rochester  School  of 
Medicine 

Strong  Memorial  Hospital 
260  Crittenden  Boulevard 
Rochester 

POST-GRADUATE  COURSE  IN  PEDIATRIC 
ALLERGY 

Course  Chairmen: 

DOUGUS  E.  JOHNSTONE  M.D. 

HOWARD  G.  RAPAPORT  M.D. 

NATHAN  E.  SILBERT,  M.D. 

Information  and  Registration:  JOHN  D.  GILIASPIE  M.D.,  Executive 
Secretory,  The  American  College  of  Allergists,  2141  14th  Street, 
Boulder,  Colorado  80302. 

FEE:  $75  Non  Members  of  the  American  College  of  Allergists 

$50  Members 


EVENTS  RECEIVED  AFTER  DEADLINE 


September  1,  1971  and  September  15,  1971 

4:00—5:30  p.m.,  Wednesdays 

Postgraduate  Continuing  Educational  Program 
Westchester  Square  Hospital 

2475  St.  Raymond  Avenue 
Bronx 

September  1 

Care  and  Treatment  of  the  Fractured  Hip 

JAMES  N.  WORCESTER,  JR.,  M.D. 

Greenwich  Hospital  Association 

September  1 5 

Postoperative  Sequelae  and  Its  Complications 

James  N.  Worcester,  Jr.,  M.D. 

NOTE:  Notices  of  future  Didactic  Lectures  at  Westchester  Square 

Hospital  will  be  published  in  coming  issues  of  WHAT  GOES  ON. 

CREDIT:  AAGP  and  C-1 


September  7,  1971  and  September  14,  1971 

9:00  o.m.,  Tuesdays 

New  York  Infirmary 

Toscanini  Room,  Third  Floor 
Stuyvesont  Square  East  and  1 5th  Street 

September  7 

Aortic  Stenosis — Relevance  to  Age, 
Diagnosis,  and  Treatment 
MAXWELL  L.  GELFAND,  M.D. 

September  14 
Lactic  Acidosis 

EDWIN  GORDON,  M.D. 

N.Y.U.  School  of  Medicine 

CREDIT:  C-1 


MONDAY,  SEPTEMBER  13 

3 : 30  p.m. 

Mount  Sinai  Hospital  Services 
City  Hospital  Center  at  Elmhurst 

79-01  Broadway 
Elmhurst 

INTERPRETATION  OF  THE  RADIOISOTOPE 
RENOGRAM  IN  RENOVASCULAR 
HYPERTENSION 

RICHARD  WEDEEN,  M.D. 

Mount  Sinai  School  of  Medicine 


FRIDAY,  SEPTEMBER  3 

8 : 00  p.m. 

Staten  Island  Family  Service 

25  Victory  Boulevard 
Staten  Island 

PSYCHOTHERAPY:  ITS  SCOPE  AND 
LIMITATION 

I.  EMERY  BREITNER,  M.D. 

NO  FEE  Open  to  oil  Physicians 

Contact:  Sid  Herling,  MSW,  above  address. 
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PHYSICIANS’  PLACEMENT 


CARTHAGE,  N.Y.,  Jefferson  County,  needs  a General  Practitioner  ond 
Specialists  in  Anesthesiology,  General  Surgery  and  Internal  Medicine. 

CONTACT:  MR.  CLARK  A.  JOHNSON,  277  State  Street,  Carthage, 

N.Y.  13619. 


HILTON,  N.Y.,  Monroe  County,  need  a General  Practitioner. 

CONTACT:  MAYOR  DOUGLAS  HURLBUH,  Village  of  Hilton,  N.Y. 

14468.  Telephone  (716)  392-4144. 


MARGARETVILLE,  N.  Y.,  Delaware  County.  One  or  two  G.P.’s  and/or 
Internist. 

CONTACT:  KOIT  LILLEP,  Adm.,  Margaretville  Hospital,  Margaretville, 
N.Y.  12455.  Tel.  (914)  586-2631. 


PRATTSBURG,  N.Y.,  Steuben  County.  G.P. 

CONTACT:  MRS.  VILLA  STICKNEY,  32  So.  Main  Street,  Prattsburg, 

N.Y.  14873;  or  Mayor  L.  Edwards.  Tel.  (607)  522-41  62. 


PULASKI,  N.Y.,  Oswego  County.  Two  G.P.’s  and  Internist.  Medical 
Center. 

CONTACT:  MR.  CHARLES  H.  KRUPKE,  Pres.,  Chamber  of  Commerce, 
Rome  Street,  Pulaski,  N.Y.  13142.  Tel.  (315)  298-2382. 


RED  CREEK,  N.Y.,  Wayne  County.  G.P. 

CONTACT:  MRS.  MAURICE  T.  SHAFER,  Sec.,  The  Red  Creek  Physicians 
Committee,  Red  Creek,  N.Y.  13143. 


ROCHESTER,  N.Y.,  Monroe  County.  Associate  Pediatrician  wanted. 

CONTACT:  MICHAEL  J.  GERBASI,  M.D.,  200  Park  Avenue,  Rochester, 
N.Y.  1 4607. 


MEDICO  needs  General  Practitioner  for  new  post  in  Honduras  (two-year 
contract) 

CONTACT:  LEONARD  COPPOLD,  Dir.,  Contract  Personnel,  MEDICO, 

a service  of  CARE,  660  First  Ave.,  New  York,  N.Y.  10016.  Tel. 
(212)  683-3110. 


MORAVIA,  N.Y.,  Cayuga  County,  needs  a G.P. 

CONTACT:  MR.  W.  M.  FOSTER,  Ex.  Secty.,  Cayuga  County  Medical 
Society,  187  E.  Genesee  Street,  Auburn,  N.Y.  13021. 


RUSHFORD,  N.Y.,  Allegany  County.  General  Practitioner,  Village 
Health  Officer  and  School  Physician  opening  available. 

CONTACT:  MRS.  FREDERIC  D.  MORRIS,  Supervisor,  Town  of  Rushford, 
N.Y.,  RFD  $3,  Cuba,  N.Y.  1 4727.  Tel.  (716)  437-2768. 


SCHENECTADY,  N.Y.,  Schenectady  County.  Ob/Gyn  partnership. 

CONTACT:  WILLIAM  H.  JAMESON,  JR.,  M.D.,  1574  Union  Street, 

Schenectady,  N.Y.  12309.  Tel.  (518)  393-4106. 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON"  ore  being  offered 
at  less  than  cost.  The  $3.00  one-year  subscription 
rate  guarantees  you  22  issues  mailed  first  class  in 
advance  of  the  New  York  State  Journal  of  Medicine. 
Write  or  call  the  Editor  for  an  order  blank. 


WHAT  GOES  ON  IN  MEDICINE 
Medical  Society  of  the  State  of  New  York 

750  Third  Avenue,  New  York,  N.  Y.  10017  Date 

Name No.  of  Subscriptions 

Attention Title 

Address 

City State Zip 

□ $3.00  check  enclosed  for  “WHAT  GOES  ON” 
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ONONDAGA  COUNH  MEDICAL  SOCIETY 

And  Their  Immediate  Families 

Never  Before  A Vacation  Value  To  Match 

Roimn  CARmvAi 


ONE  FULL  GLORIOUS  WEEK  IN  SUNNY  ITALY: 


ROME  • NAPLES 
CAPRI  • SORRENTO 


teeped  in  history,  rich  in  art,  bursting  with 
music,  sunshine  and  beauty,  spiced  with 
good  food  and  wine,  Italy  welcomes  you  to 
the  vacation  adventure  of  the  year. 


$389  $399 

from  New  York  from  Syracuse 

per  person  double  occupancy  plus  10% 
tax  and  services  via  Overseas  National 
Airways 


POMPEII ! ! 


LOOK  AT  EVERYTHING  THAT’S  INCLUDED  IN  THIS  VACATION  OF  A LIFETIME!! 


• Round  trip  jet  flights  with  food  and  beverages 
served  aloft 

• Accommodations  at  the  world  famous  deluxe 
hotels:  The  Cavalieri  Hilton,  Hotel  Excelsior  or 
comparable  hotel  in  Rome  and  deluxe  hotels 
in  the  Romantic  South 

• Full  American  breakfasts 

• Gourmet  dinners  nightly  at  your  selection  of 
some  of  Rome’s  finest  restaurants 

• All  meals  (breakfast,  lunch  and  dinner)  in  the 
Romantic  South 

• All  gratuities 

DEPARTING  ON  OCTOBER  2,  1971 

FROM  NEW  YORK  CITY  AND  SYRACUSE 


• Welcome  cocktail  party 

• Specially  arranged  optional  sidetrips 

• Free  sightseeing  tour  of  Rome 

• All  transfers 

• Ail  luggage  delivered  to  and  from  your  hotel 
rooms  and  airports  (tips  included) 

• Pre-registration  at  all  hotels 

• Tour  escort  throughout 

• Carnival  staff  in  your  hotels 

• NO  REGIMENTATION  — you  are  free  to  do  as 
you  please,  when  and  where  you  please 


A prominent  Italian  physician  will  be  the  guest 
speaker  at  a special  seminar  held  in  Rome! 


ONONDAGA  COUNTY  MEDICAL  SOCIETY 

224  Harrison  Street/  Syracuse,  New  York  13202/  (315)  474-3961 

Please  Print 

Gentlemen:  Enclosed  please  find  $ as  deposit  □ as  payment  in  full  □ for number 

of  persons. 

Make  check  or  money  order  payable  to:  ROMAN  CARNIVAL 

|438;IoIp®'^  person  double  occupancy.  $100  minimum  deposit  per  person.  Final  payment  due  30  days 
before  departure. 

NAME PHONE 

STREET__ 

CITY STATE ZIP 

DEPARTURE  DATE DEPARTURE  CITY 

Return  this  reservation  immediately  to  insure  space.  Reservations  limited.  Single  accommodations  an 
additional  $50  Cancellations  accepted  up  to  45  days  before  departure;  within  45  days,  $100 

cancellation  charge.  [“1  Please  send  me  your  ROMAN  CARNIVAL  brochure. 


Under  your  supervision,  barbiturates  are  valuable  thera- 
peutic agents.  In  the  hands  of  the  reckless  and  the 
uninformed,  they  can  be  abused.  Lilly  enforces  a com- 
prehensive security  program  to  help  prevent  pilferage, 
theft,  and  diversion  of  its  products.  Full  co-operation  is 
afforded  law  enforcement  agencies  and  other  groups  who 
offer  education  on  drug  abuse  and  prevention  programs. 


the 

night 

“cap” 

for  patients 
with  insomnia 


( 


I 


Seconal*  Sodium 

SODIUM  SECOBARBITAL 


Seconal  Sodium  generally  provides  tense,  nervous,  worried 
patients  a good  night’s  sleep.  It  brings  restful  slumber  within 
fifteen  to  thirty  minutes.  The  soporific  effect  lasts  for  five  to  seven 
hours  . . . usually  dissipates  long  before  the  individual  awakens. 
Most  patients  wake  up  refreshed  and  ready  for  another  day. 

When  you  prescribe  Seconal  Sodium,  your  patients  will 
appreciate  the  rest. 


SECONAL*  SODIUM  (sooium  secobarbital) 


Indications:  Insomnia;  sedation  in  obstetrics,  neuro- 
psychiatry, and  dental  procedures  or  whenever  a 
rapid-acting  sedative  or  hypnotic  effect  is  desirable. 
Contraindications:  Except  in  emergencies,  do  not 
give  to  persons  likely  to  become  dependent  on  such 
medications.  Do  not  administer  in  the  presence  of 
uncontrolled  pain  or  to  persons  with  a history  of 
porphyria. 

Warning:  May  be  habit-forming. 

Precautions:  Use  with  caution  in  patients  with  de- 
creased liver  function. 


Adverse  Reactions:  Idiosyncrasy  (excitement,  hang- 
over, pain)  may  appear.  Hypersensitivity  reactions 
may  occur,  especially  in  patients  with  asthma,  urti- 
caria, or  angioneurotic  edema. 


Dosage:  Adu/fs— Insomnia,  100  mg.  at  bedtime.  Pre- 
operatively,  200  to  300  mg.  one  to  two  hours  before 
surgery.  Older  Children— 50  to  100  mg. 

Overdosage:  Symptoms— C.N.S.  depression.  Treat- 
ment-Gastric lavage;  administration  of  I.V.  fluids; 
maintenance  of  blood  pressure,  body  temperature, 
respiration;  dialysis. 

How  Supplied:  Enseals®  (enteric-release  tablets, 
Lilly)  Seconal®  Sodium  (sodium  secobarbital,  Lilly), 
100  mg.  (l*/2  grains),  in  bottles  of  100. 

Pulvules®  Seconal®  Sodium  (Sodium  Secobarbital 
Capsules,  U.S.P.),  30  mg.  (V2  grain),  in  bottles  of 
100  and  500;  50  mg.  (%  grain)  and  100  mg.  (IV2 
grains),  in  packages  of  100,  500,  and  5,000.  (lonesB) 


001006 


Additional  information  available  upon  request. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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You  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acdng. 

In  edema  and  hypertension. 

Hygroton  chlorthalidone  usp 

Makes  water,  not  waves. 


actrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
arse,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

’grown*  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
persensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
Duld  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
rforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
jplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 

Irsing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  apoear  in  breast  milk.  The  drug  may  result 
fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
' ildbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  vnth  this  drug  should  always  be 

Itiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare, 
duce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
termination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
balance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
tassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
dents  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 

Drexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
aotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
ombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
ncreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
•npounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  /I  t’crage  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
f.Hotv  Supplied:  White,  single- scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
the  complete  prescribing  information. 

:IGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502  „y. 
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if  sluii  is  infected, 
or  open  to  infection  ••• 

choose  the  topieals 
that  jlive  yoiu*  patient 


% broad  antibacterial  activity  against 
susceptible  skin  invaders 
"i.’  low  allergenic  risk— prompt  clinical  response 


Special  Pctrolatiiiii  Base 

Neosporin"  Ointment 

(polymyxin  B-bacitracin-neomycin) 


Each  gram  contains:  Aerosporin*  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Vz  oz.  for  topical  use  only.  / 

^anishin;^  Cream  Base  .< 

Neosporin-G  Oeam 

(polymyxin  B-neomycin-gramicidin) 


Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000  » 

units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  j 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
methylparaben  as  preservative.  .1 

In  tubes  of  15  g.  | 

NEOSPORiN  for  topical  infections  due  to  susceptible  organisms,  as  lO; 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may® 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  AppreS 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medic^ 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  -,3 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  i? 
perforated.  These  products  are  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 
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Injectable 

T^win*  penWzocinecas  kc 

.is  not  the  perfect 
analgesic...” 


kctate ) 


but  “...it  is  the 
first  narcotic 
antagonist  to  have 
clinically  usefiil 
analgesic 
properties  and... 

It  is  not  subject 
to  narcotics 
control.”’ 


Talwin,  brand  of  pentazocine 
(as  lactate),  provides  analgesic  efficacy 
comparable  to  that  of  morphine 
or  meperidine,  but  with  fewer  of  their 
imperfections  in  terms  of  significant 
adverse  effects: 


Unlike  morphine,  Talwin  is 
relatively  free  from: 

severe  respiratory  depression 
hypotension 
urinary  retention 
constipation 


Talwin  is  less  likely  to  cause 

nausea 


vomiting 

diaphoresis 

than  meperidine 


Generally  little,  if  any,  increase  in 
incidence  or  severity  of  adverse 
reactions  reported  with  increased 
doses  of  45  mg.  or  60  mg. 


Tolerance  to  analgesic  effect  has 
not  been  observed 


Not  subject  to  narcotic  controls 


The  value  of 

Talwin  pentazocine  (as  lactate) 

clinically  confirmed 

In  postoperative 
patients: 

less  severe  respiratory  depression  with  Talwin* 
Study  #1.  Postoperative  pain  in  210  patients  fol- 
lowing orthopedic  surgical  procedures;  not  a single 
incidence  of  respiratory  depression  noted.2 
Study  #2.  Postoperative  or  postinstrumentation 
pain  in  273  urology  patients;  no  respiratory  depres- 
sion reported.^ 

Study  #3.  Pre-  and/or  postoperative  pain  in  585 
patients  for  elective  or  emergency  surgery;  in  no 
case  was  there  significant  change  in  respiratory 
rates  in  recovery  room  measurements.** 

...and  in  other  patients: 

less  respiratory  and  circulatory 
depression  with  Talwin 

Study  #4.  Comparison  of  respiratory  effects  of 
meperidine  and  Talwin  in  women  anesthetized  for 
surger>';  first  injection  of  both  drugs  caused  respira- 
tory depression  which  was  slightly  greater  with 
Talwin.  With  a subsequent  dose,  however,  a cumu- 
lative effect  of  meperidine  sustained  depression, 
while  with  Talwin  the  respiratory  depressant  effect 
diminished— a safety  factor  when  repeated  doses 
are  required  postoperatively.^ 

Study  #5.  Comparison  of  morphine  and  Talwin  in 
23  patients  with  myocardial  infarction;  Talwin  (10 
patients)  was  found  free  of  adverse  effects  of  mor- 
phine (2  patients)  on  blood  pressure  and  had  a 
less  severe  effect  on  respiration.  (Following  initial 
transient  fall,  Talwin  caused  a rise  in  blood  pres- 
sure; morphine  caused  sustained  hypotension.)® 
Study  #6.  Postoperative  pain  in  342  patients;  cir- 
culatory depression  was  seen  in  13.2%  of  174 
patients  given  morphine  and  in  only  5.4%  of  168 
patients  given  Talwin.'^ 

Study  #7.  Suspected  myocardial  infarction  in  118 
patients;  of  the  4 drugs  studied,  only  Talwin  regu- 
larly caused  a rise  in  systolic  pressure  of  patients 
with  initial  pressures  of  less  than  120.®** 

*In  over  12,000  general  adult  patients  given  Talwin,  respiratory 
depression  (never  apnea)  was  reported  in  only  1%. 

**Other  drugs  studied:  morphine,  diamorphine.  and  methadone. 

References:  1.  Editorial:  Lancet  1:439,  Feb.  27,  1971.  2.  Befe- 
ler,  D.  and  Giattini,  J.  E:  Int.  Surg.  54:219,  Sept.  1970. 
3.  Wilkey,  J.  L.,  Barson,  L.  J.,  and  Rowe,  F H.:  /.  Urol.  97:550, 
March  1967.  4.  Gaines,  H.  R.:  Illinois  Med.  /.  131:320,  March 
1967.  5.  Davie,  I.,  Scott,  D.  B.,  and  Stephen,  G.  W.:  Brit.  J. 
Anaesth.  42:113,  Feb.  1970.  6.  Lai,  S.,  Savidge,  R.  S.,  and 
Chhabra,  G.  P.:  Lancet  1:379,  Feb.  22,  1969.  7.  Wallace.  C.: 
Int.  Surg.  53:135,  Feb.  1970.  8.  Scott,  M.  E.  and  Orr,  Rose- 
mary: Loncef  1 : 1065,  May  31,  1969. 
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See  next  page  for  discussion  of  adverse  reactions 
ar.d  a Brief  Summary  of  Prescribing  Information. 


Injectable  TALWIN® 

Brand  of  pentazocine  ( as  lactate ) 
Analgesic  for  Parenteral  Use 

Contraindications:  Talwin  should  not  be  ad- 
ministered to  patients  who  are  hypersensitive 
to  it. 

Warnings:  Head  Injury  and  Increased  Intra- 
cranial Pressure.  The  respiratory  depressant  ef- 
fects of  Talwin  and  its  potential  for  elevating 
cerebrospinal  fluid  pressure  may  be  markedly 
exaggerated  in  the  presence  of  head  injury, 
other  intracranial  lesions,  or  a preexisting  in- 
crease in  intracranial  pressure.  Furthermore, 
Talwin  can  produce  effects  which  may  obscure 
the  clinical  course  of  patients  with  head  in- 
juries. In  such  patients,  Talwin  must  be  used 
with  extreme  caution  and  only  if  its  use  is 
deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  dur- 
ing pregnancy  (other  than  labor)  has  not  been 
established.  Animal  reproduction  studies  have 
not  demonstrated  teratogenic  or  embryotoxic 
effects.  However,  Talwin  should  be  adminis- 
tered to  pregnant  patients  (other  than  labor) 
only  when,  in  the  judgment  of  the  physician, 
the  potential  benefits  outweigh  the  possible 
hazards.  Patients  receiving  Talwin  during 
labor  have  experienced  no  adverse  effects  other 
than  those  that  occur  with  commonly  used 
analgesics.  Talwin  should  be  used  with  caution 
in  women  delivering  premature  infants. 

Drug  Dependence.  Special  care  should  be  ex- 
ercised in  prescribing  pentazocine  for  emo- 
tionally unstable  patients  and  for  those  with  a 
history  of  drug  misuse.  Such  patients  should 
be  closely  supervised  when  long-term  therapy 
is  contemplated.  There  have  been  instances  of 
psychological  and  physical  dependence  on 
Talwin  in  patients  with  such  a history  and, 
rarely,  in  patients  without  such  a history. 
Abrupt  discontinuance  following  the  extended 
use  of  parenteral  Talwin  has  resulted  in  symp- 
toms such  as  abdominal  cramps,  elevated  tem- 
perature, rhinorrhea,  restlessness,  anxiety,  and 
lacrimation.  Even  when  these  occurred,  dis- 
continuance has  been  accomplished  with  mini- 
mal difficulty.  In  the  rare  patient  in  whom  more 
than  minor  difficulty  has  been  encountered, 
reinstitution  of  parenteral  Talwin  with  grad- 
ual withdrawal  has  ameliorated  the  patient’s 
symptoms.  Substituting  methadone  or  other 
narcotics  for  Talwin  in  the  treatment  of  the 
Talwin  abstinence  syndrome  should  be  avoided. 

In  prescribing  parenteral  Talwin  for  chronic 
use,  particularly  if  the  drug  is  to  be  self- 
administered,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  and  fre- 
fpiency  of  injection  by  the  patient  and  to 
prevent  the  use  of  the  drug  in  anticipation  of 
pain  rather  than  for  the  relief  of  pain. 

Just  as  with  all  medication,  the  oral  form  of 
Talwin  is  preferable  for  chronic  administration. 

Acute  CNS  Manifestations.  Patients  receiving 
therapeutic  doses  of  Talwin  have  experienced, 
in  rare  instances,  hallucinations  ( usually  vis- 
ual), disorientation,  and  confusion  which  have 
cleared  spontaneously  within  a period  of  hours. 
The  mechanism  of  this  reaction  is  not  known. 
.Such  patients  should  be  very  closely  observed 
and  vital  signs  checked.  If  the  drug  is  rein- 
stifuted  it  shf)uld  be  done  with  caution  since 
the  acute  CNS  manifestations  may  recur. 
Usage  in  Children,  because  clinical  experience 
in  children  under  twelve  years  of  age  is  limit- 
ed, the  use  of  Talwin  in  tliis  age  group  is  not 
recommended. 

Amhidatory  Patients.  .Since  sedation,  dizziness, 
arifl  occasional  r-iiphoria  have  been  noted, 
ambulatory  jiatients  should  b(  warned  not  to 
operate  machinery,  drive  cars,  or  unneces- 
sarily expose  themselves  to  hazards. 


Precautions:  Certain  Respiratory  Conditions. 
The  possibility  that  Talwin  may  cause  respira- 
tory depression  should  be  considered  in  treat- 
ment of  patients  with  bronchial  asthma. 
Talwin  should  be  administered  only  with  cau- 
tion and  in  low  dosage  to  patients  with  respira- 
tory depression  (e.g.,  from  other  medication, 
uremia,  or  severe  infection),  obstructive  res- 
piratory conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Although 
laboratory  tests  have  not  indicated  that  Talwin 
causes  or  increases  renal  or  hepatic  impair- 
ment, the  drug  should  be  administered  with 
caution  to  patients  with  such  impairment.  Ex- 
tensive liver  disease  appears  to  predispose  to 
greater  side  effects  (e.g.,  marked  apprehension, 
anxiety,  dizziness,  sleepiness ) from  the  usual 
clinical  dose,  and  may  be  the  result  of  de- 
creased metabolism  of  the  drug  by  the  liver. 

Myocardial  Infarction.  As  with  all  drugs, 
Talwin  should  be  used  with  caution  in  patients 
with  myocardial  infarction  who  have  nausea 
or  vomiting. 

Biliary  Surgery.  Until  further  experience  is 
gained  with  the  effects  of  Talwin  on  the 
sphincter  of  Oddi,  the  drug  should  be  used 
with  caution  in  patients  about  to  undergo  sur- 
gery of  the  biliary  tract. 

Patients  Receiving  Narcotics.  Talwin  is  a mild 
narcotic  antagonist.  Some  patients  previously 
receiving  narcotics  have  experienced  mild 
withdrawal  symptoms  after  receiving  Talwin. 
CNS  Effect.  Caution  should  be  used  when  Tal- 
win is  administered  to  patients  prone  to  sei- 
zures; seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin 
although  no  cause  and  effect  relationship  has 
been  established. 

Adverse  Reactions:  The  most  commonly  oc- 
curring reactions  are:  nausea,  dizziness  or 
lightheadedness,  vomiting,  euphoria. 
Infrequently  occurring  reactions  nre— respira- 
tory: respiratory  depression,  dyspnea,  tran- 
sient apnea  in  a small  number  of  newborn  in- 
fants whose  mothers  received  Talwin  during 
labor;  cardiovascular:  circulatory  depression, 
shock,  hypertension;  CNS  effects:  sedation, 
alteration  of  mood  (nervousness,  apprehen- 
sion, deirression,  floating  feeling),  dreams; 
gastrointestinal:  constipation,  dry  mouth;  der- 
matologic including  local:  diaphoresis,  sting 
on  injection,  flushed  skin  including  plethora, 
dermatitis  including  pruritus;  other:  urinary 
retention,  headache,  paresthesia,  alterations  in 
rate  or  strength  of  uterine  contractions  during 
labor. 

Rarely  reported  reactions  include— neuromus- 
cular  ami  psychiatric:  muscle  tremor,  insom- 
nia, disorientation,  hallucinations;  gastroin- 
testinal: taste  alteration,  diarrhea  and  cramps; 
ophthalmic:  blurred  vision,  nystagmus,  di- 

plopia, miosis;  other:  tachycardia,  nodules  and 
ulceration  at  injection  site,  weakness  or  faint- 
ness, chills,  moderate  transient  eosinophilia, 
allergic  reactions  including  edema  of  the  face. 
See  Acute  CNS  Manifestations  and  Drug  De- 
pendence under  WARNINGS. 

Dosage  and  Administration:  Adults,  Excluding 
Patients  in  Labor.  The  recommended  single 
parenteral  dose  is  30  mg.  by  intramuscular, 
subcutaneous,  or  intravenous  route.  This  may 
be  repeated  every  3 to  4 hours.  Doses  in 
excess  of  .30  mg.  intravenously  or  60  mg.  in- 
tramuscularly or  subcutaneously  are  not  rec- 
ommended. 3’otal  daily  dosage  should  not 
exceed  360  mg.  .\.s  with  most  parenteral  drugs, 
when  frequent  daily  injections  are  needed 
over  a prolonged  period,  intramuscular  admin- 
istration is  preferable  to  subcutaneous.  In  ad- 
dition, constant  rotation  of  injection  sites  (e.g., 
tiie  uiiper  outer  quadrants  of  the  buttocks, 
mid-later.il  aspects  of  the  thighs,  and  the  del- 
toid areas)  is  recommended. 


Patients  in  Labor.  A single,  intramuscular  30 
mg.  dose  has  been  most  commonly  adminis- 
tered. An  intravenous  20  mg.  dose  has  given 
adequate  pain  relief  to  some  patients  in  labor 
when  contractions  become  regular,  and  this 
dose  may  be  given  two  or  three  times  at  two-  to 
three-hour  intervals,  as  needed. 

Children  Under  12  Years  of  Age.  Since  clini- 
cal experience  in  children  under  twelve  years 
of  age  is  limited,  the  use  of  Talwin  in  this 
age  group  is  not  recommended. 

CAUTION . Talwin  should  not  be  mixed  in 
the  same  syringe  with  soluble  barbiturates  be- 
cause precipitation  will  occur. 

Overdosage:  Manifestations.  Clinical  experi- 
ence with  Talwin  overdosage  has  been  in- 
sufficient to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vaso- 
pressors, and  other  supportive  measures  should 
be  employed  as  indicated.  Assisted  or  con- 
trolled ventilation  should  also  be  considered. 
Although  nalorphine  and  levallorphan  are  not 
effective  antidotes  for  respiratory  depression 
due  to  overdosage  or  unusual  sensitivity  to 
Talwin,  parenteral  naloxone  ( Narcan®,  avail- 
able through  Endo  Laboratories ) is  a specific 
and  effective  antagonist.  If  naloxone  is  not 
available,  parenteral  administration  of  the 
analeptic,  methylphenidate  (Ritalin®),  may  be 
of  value  if  respiratory  depression  occurs. 
Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Ampuls  of  I ml.  (30  mg.), 
IV2  ml.  (45  mg.),  and  2 ml.  (60  mg.),  each 
1 ml.  containing  Talwin  (brand  of  pentazo- 
cine) as  lactate  equivalent  to  30  mg.  base  and 
2.8  mg.  sodium  chloride,  in  water  for  injec- 
tion. Boxes  of  10,  25,  and  100. 

Multiple  dose  vials  of  10  ml.,  each  1 ml.  con- 
taining Talwin  (brand  of  pentazocine)  as  lac- 
tate equivalent  to  30  mg.  base,  2 mg.  acetone 
sodium  bisulfite,  1.5  mg.  sodium  chloride,  and 
1 mg.  methylparaben  as  preservative,  in  water 
for  injection.  Boxes  of  1. 

The  pH  of  Talwin  solutions  is  adjusted  be- 
tween 4 and  5 with  lactic  acid  and  sodium 
hydroxide.  The  air  in  the  ampuls  and  vials 
has  been  displaced  by  nitrogen  gas. 

Winthrop  Laboratories, New  York, N.Y.  10016 
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Medical  Schools 


Albany  Medical  Center 

Appointed.  Lee  E.  Bartholomew,  M.D.,  has  been  ap- 
pointed head  of  the  medical  division  of  rheumatology, 
an  attending  rheumatologist  at  the  Hospital,  and  profes- 
sor of  medicine  at  the  College.  Dr.  Bartholomew  has 
been  chief  of  the  arthritis  clinic  at  the  University  of 
Michigan,  Ann  Arbor,  and  assumed  his  new  post  on 
August  1. 

Downstate  Medical  Center 

Appointments  and  promotions.  Recent  appointments 
and  promotions  announced  are:  appointments:  Sant 

P.  Singh,  M.D.,  assistant  professor,  Ronald  D.  Kelton, 
M.D.,  and  Malcolm  E.  Levine,  M.D.,  clinical  instruc- 
tors, medicine:  Michael  I.  Resnick,  M.D.,  clinical  in- 
structor, orthopedic  surgery;  Raul  Alessandri,  M.D., 
clinical  instructor,  pathology;  Sunchai  Churesigaew, 
M.D.,  Steven  M.  Ingerman,  D.M.D.,  and  Olga  Mom- 
point,  M.D.,  clinical  instructors,  pediatrics;  Aslam 
Oktay,  M.D.,  Anthony  R.  Tardio,  M.D.,  and  Hans  K. 
Wehrheim,  M.D.,  clinical  instructors,  psychiatry;  Jack 
Farman,  M.D.,  associate  professor,  John  A.  Smith, 
M.D.,  clinical  assistant  professor,  Frederick  Kansler, 
M.D.,  Roberto  Rivera,  M.D.,  Michael  Zito,  M.D.,  clini- 
cal instructors,  radiology;  Arthur  E.  Helft.  M.D.,  and 
Benjamin  O.  Zamora,  M.D.,  clinical  instructors,  sur- 
gery. Promotions:  John  S.  Rienzo,  M.D.,  lecturer, 

obstetrics  and  gynecology;  Dorothy  Smith,  M.D.,  and 
Violet  Stephenson,  M.D.,  clinical  assistant  professors, 
Lillian  Gross,  M.D.,  clinical  instructor,  psychiatry; 
Harold  H.  Feldman,  M.D.,  assistant  professor,  rehabili- 
tation medicine. 

Resignation.  Marvin  Stein,  M.D.,  chairman  of  the 
Department  of  Psychiatry,  has  announced  his  resigna- 
tion which  was  effective  July  31.  Dr.  Chandler  McC. 


Brooks,  acting  president  of  Downstate,  has  appointed  a 
committee  to  find  a successor.  Members  of  the  com- 
mittee are:  Joshua  Becker,  M.D.,  professor  and  chair- 
man, radiology;  Richard  Levere,  M.D.,  associate  profes- 
sor of  medicine;  Franz  Reichsman,  M.D.,  professor  of 
medicine;  and  Dr.  Walter  Riss,  professor  of  anatomy.  A 
member  of  the  third-year  class  will  also  be  invited  to 
serve  on  the  committee. 

Columbia  University  College  of  Physicians 
and  Surgeons 

The  Association  of  the  Alumni.  John  K.  Lattimer, 
M.D.,  professor  of  urology  and  chairman,  Department 
of  Urology,  was  awarded  the  Association’s  highest  award, 
the  Gold  Medal  for  distinguished  achievement  in  medi- 
cine, at  the  annual  alumni  dinner  on  May  1.  Other 
honors  awarded  were:  the  Silver  Medal  to  Lowyd  W.  R. 
Ballantyne,  M.D.,  who,  for  over  a period  of  many  years 
has  rendered  meritorious  service  to  the  College  and  its 
alumni  association,  and  the  Bronze  Medal  and  a check 
for  $100  to  Jeffrey  M.  Brensilver,  class  of  ’71,  in  recogni- 
tion of  his  leadership  and  demonstrated  interest  in  his 
medical  school. 

Upstate  Medical  Center 

First  dean  of  health  related  professions  named.  John 
Bernard  Henry,  M.D.,  professor  of  clinical  laboratories, 
has  been  named  the  Center’s  first  dean  of  Health  Re- 
lated Professions.  Dr.  Henry  will  have  administrative 
responsibility  for  programs  within  the  School  of  Health 
Related  Professions  and  Nursing  Education  and  will  also 
continue  as  director  of  Clinical  Laboratories.  He  suc- 
ceeds A.  Geno  Andreatta,  associate  dean  for  admissions 
and  student  affairs,  who  has  been  serving  as  acting  di- 
rector. 


It  was  incorrectly  announced  in  the  June  1,  1971,  Journal,  that  Jay  P.  Sackler,  M.D.,  was  appointed  assistant  pro- 
fessor of  radiology.  Dr.  Sackler  was  appointed  clinical  assistant  professor  of  radiology. 
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Abstracts 


Lesnick,  G.  J.:  The  breast  and  the  pill,  New  York 

State  J.  Med.  71:  2058  (Sept.  1)  1971. 

While  physical,  functional,  and  structural  changes 
occur  in  the  breast  during  contraceptive  medication, 
there  are  no  reports  of  any  malignant  neoplasms  that 
could  be  attributed  to  the  use  of  the  pill.  However,  con- 
cern has  been  expressed  about  potential  hazards  of  long- 
term use.  Reported  results  in  1,500  women  over  a three- 
year  period  showed  no  breast  cancer,  but  obviously  this 
is  too  small  a group  followed  for  too  short  a time.  A plea 
is  made  for  the  lowest  dose  of  estrogen  that  is  effective 
and  that  women  on  the  pill  be  given  periodic  examina- 
tions of  their  breasts. 


Randall,  C.  L.:  Responsibility  for  anesthesia  in  deliv- 
ery, New  York  State  J.  Med.  71:  2061  (Sept.  1)  1971. 

When  an  obstetric  complication  occurs,  it  is  largely 
the  unpredictable  hour  and  circumstances  which  ac- 
count for  the  wide  discrepancy  between  ideal  and  avail- 
able anesthesia.  It  is  the  obstetrician’s  responsibility  to 
plan  for  the  availability  of  competent  personnel  for  ad- 
ministering anesthesia  when  delivery  is  imminent. 
Every  obstetrician’s  education  should  include  training  in 
anesthesia  so  that  he  can  at  least  recognize  the  risks  in- 
volved with  the  various  agents  and  technics  and  will 
know  when  a skilled  anesthesiologist  must  be  sum- 
moned. 


McCabe,  R.,  Washio,  H.,  Wise,  G.,  Riggio,  R.,  and 
Whitsell,  J.:  Successful  preservation  and  simultaneous 
transplantation  of  human  cadaver  kidneys.  New  York 
Stated.  Med.  71:  2065  (Sept.  1)  1971. 

After  a bilateral  nephrectomy  was  performed  on  a 
cadaver,  the  kidneys  were  transported  to  a second  hos- 
pital for  twenty-four  hours  of  preservation  and  then  were 
taken  to  a third  hospital  where  they  were  successfully 
transplanted  into  two  recipients  simultaneously.  Use  of 
the  preservation  system  allows  time  for  tissue  typing  and 
for  preparing  the  patient,  and  also  permits  physiologic 
evaluation  of  the  kidney  before  transplantation.  As  the 
number  of  patients  awaiting  a transplant  increases,  the 
urgent  need  for  organs  can  only  be  met  by  a regional 
program  involving  multiple  medical  institutions  co- 
operating through  a computerized  tissue-typing  center. 

Longaker,  W.  D.:  Psychiatric  emergencies  in  industry. 
New  York  State  J.  Med.  71:  2069  (Sept.  1)  1971. 

Some  general  approaches  to  psychiatric  emergencies 
in  occupational  medicine  are  given.  Emphasis  is  placed 
on  training  personnel,  both  medical  and  management,  to 
deal  with  these  situations.  It  is  also  important  to  set  up 
a preventive  program,  with  the  support  of  the  organiza- 
tional structure  of  the  industrial  complex  and  the  effort 
of  the  physicians,  to  minimize  the  frequency  of  and 
degrees  of  severity  of  the  occurrence  of  psychiatric  emer- 
gencies. 


Abstracts  in  Interlingua 


Lesnick,  G.  J.:  Le  sinos  e le  “pill,”  New  York  State  J. 
Med.  71:  2058  (1  de  Septembre)  1971. 

Nonobstante  le  cambios  physic,  functional  e structural 
que  occurre  in  le  sinus  durante  le  tractamento  con  le 
tablettas  (“pills”)  anticonceptional,  non  existe  reportos 
de  alicun  neoplasma  maligne  que  pote  esser  atributate 
al  uso  del  “pill.”  Nonobstante,  existe  preocupation 
supra  le  periculos  potential  del  uso  prolongate  del  “pill.” 
Le  resultatos  reportate  ab  1,5(X)  feminas  durante  un 
periodo  de  tres  annos  ha  essite  negative  pro  cancer  del 
sino;  mais,  iste  numero  de  casos  es  troppo  parve  e ha 
essite  observate  durante  un  tempore  troppo  breve.  Es 
recommendate  le  u.so  del  dose  plus  basse  de  estrogeno  e 


etiam  le  examination  periodic  del  sinos  de  omne  femina 
tractate  con  le  “pill.” 

Randall,  C.  L.:  Responsabilitate  pro  le  anesthesia  in 
le  parto.  New  York  State  J.  Med.  71:  2061  (1  de  Sep- 
tembre) 1971. 

Quando  occurre  un  complication  obstetric,  le  hora  e 
le  circumstantias  impredecibile  es,  in  grande  parte,  re- 
sponsibile  per  le  amplie  discrepantia  inter  le  anesthesia 
ideal  e le  que  es  disponibile.  Le  obstetrico  ha  le  respon- 
sabilitate de  arrangiar  le  presentia  de  un  personal  corn- 

continued  on  page  2025 
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THE  500  mg.  CAPSULE 

CEVI-BID  releases  Vitamin  C through  its  unique  micro-dialysis 
process  at  a continuous,  smooth,  predictable  rate  for  a 24  hour  period 
on  b.i.d.  dosage -dependent  only  on  the  presence  of  fluid  in 
the  g.  i.  tract,  and  independent  of  pH  or  other  variables. 

CEVI-BID  avoids  the  “peak  and  valley”  blood  levels  usually 
obtained  from  t.i.d.  dosage  of  Vitamin  C tablets. 

Prescribe  CEVI-BID,  the  500  mg.  sustained-release  Vitamin  C 
capsule  whenever  Vitamin  C is  indicated. 

Samples  on  Request 
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Book  Notes 


ABC  of  Drug  Addiction.  A collection  of  articles  most 
of  which  appeared  in  “Community  Health,”  Septem- 
ber-December,  1969.  Octavo  of  93  pages,  illustrated. 
Baltimore,  Maryland,  The  Williams  & Wilkins  Com- 
pany, 1970.  Paper,  $3.25. 

In  1969,  two  numbers  of  Community  Health  were  de- 
voted to  the  problems  of  drugs  as  seen  from  many  angles, 
including  the  medical,  sociological,  legal,  and  political. 
In  response  to  many  suggestions,  all  the  articles  have 
been  collected  together  in  this  booklet.  An  additional 
article  has  been  added  giving  the  latest  trends. 

Dependence  Liability  of  “Non-Narcotic”  Drugs.  By 
H.  Isbell  and  T.  L.  Chrusciel.  (Supplement  to  Voluipe  43  i 
of  the  Bulletin  of  the  World  Health  Organization.)  } 
Quarto  of  111  pages,  illustrated.  Geneva,  World  Health 
Organization,  1970.  Paper,  $2. 

This  publication  presents  technical  data  on  253  psy- 
choactive drugs  and  herbs  that  may  cause  stimulation  or 
depression  of  the  central  nervous  system,  hallucinations, 
or  distortions  of  perception,  thinking  or  judgement,  and 
that  may  induce  drug  dependence.  The  volume  con- 
tains extensive  references  and  an  index. 

Molecular  Properties  of  Drug  Receptors.  A Ciba 
Foundation  Symposium.  Edited  by  Ruth  Porter  and 
Maeve  O’Connor.  Octavo  of  298  pages,  illustrated. 
Baltimore,  Maryland,  The  Williams  & Wilkins  Com- 
pany, 1970.  Cloth,  no  price  listed. 

The  program  of  this  meeting  has  a logical  structure, 
starting  off  with  the  pharmacologic  properties  of  recep- 
tors, going  on  to  the  structure  of  active  sites  in  enzymes, 
then  to  conformational  changes  and,  finally,  to  the  isola- 
tion and  characterization  of  receptors  themselves. 

Sensorineural  Hearing  Loss.  A Ciba  Foundation 
Symposium.  Edited  by  G.  E.  W.  Wolstenholme  and 
Julie  Knight.  Octavo  of  358  pages,  illustrated. 
Baltimore,  Maryland,  The  Williams  & Wilkins  Com- 
pany, 1970.  Cloth,  no  price  listed. 

The  specialists  attending  this  symposium  covered 
many  aspects  of  this  subject.  These  included:  causes 
of  profound  deafness  in  children,  effects  of  occupational 
noise  on  hearing,  early  detection  of  acoustic  tumors,  as 
well  as  causation  and  prevention  of  sensorineural  hearing 
loss  after  ear  surgery.  Topics  for  future  research  were 
also  considered  at  the  close  of  the  meeting. 
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Taste  and  Smell  in  Vertebrates.  A Ciba  Foundation 
Symposium.  Edited  by  G.  E.  W.  Wolstenholme  and 
Julie  Knight.  Octavo  of  402  pages,  illustrated.  Balti- 
more, Maryland,  The  Williams  & Wilkins  Company, 
1970.  Cloth,  no  price  listed. 

This  is  the  fifth  of  a series  of  symposia  on  sensory  func- 
tion in  vertebrates.  Previous  ones  considered  such 
relevant  subjects  as  color  vision,  touch,  heat  and  pain, 
as  well  as  hearing  mechanisms.  The  present  symposium 
closes  this  series  on  sensory  physiology. 
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Loridine  I.M. 

Cephaloridine 


1.5  to  3 Gm.  daily 
successfully  treats  many 
moderately  severe 

Sp>;cial  Recommendations 

Before  Administration  of  Loridine 

1 . Demonstrate  causative  organism's  sensitivity  to  the  drug. 

2.  Determine  patient's  renal  status.  Loridine  is  contraindi- 
cated in  patients  with  azotemia. 

During  Administration  of  Loridine 

1.  Maintain  proper  hydration. 

2.  Monitor  renal  status  — urinalyses,  urinary  output,  BUN, 
and  'or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  with  other  potentially 
nephrotoxic  drugs. 

4.  Because  nephrotoxicity  has  been  reported,  limit  daily  dose 
to  4 Gm.  maximum  (up  to  1(X)  mg.  per  Kg.  in  children  — not 
to  exceed  adult  dosage).  Many  serious  infections  due  to 
sensitive  organisms  will  respond  to  doses  of  1.5  to  3 Gm.  daily. 

5.  In  patients  who  have  impaired  renal  function  (without 
azotemia)  before  treatment,  reduce  daily  dosage,  depending 
on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function  during 
treatment,  discontinue  therapy  with  Loridine. 


infections’ 


indicated  for  use  against 
susceptible  organisms  causing: 
pneumonia 

urinary  tract  infections 

septicemia 

abscesses 

relatively  painless  I.M. 
injection 


"due  to  susceptible  organisms 


Please  turn  page  for  prescribing  information. 
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Actions:  All  tested  strains  of  group  A strep- 
tococci, pneumococci,  and  penicil!in-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine,  Lilly).  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con- 
centrations of  Loridine  that  can  be  achieved 
in  the  serum.  The  majority  of  strains  of 
Hemophilus  influenzae,  Proteus  mirabilis, 
Escherichia  coli,  and  Klebsiella  are  also  sus- 
ceptible in  vitro. 

Pseudomonas  organisms  are  resistant  to 
Loridine,  as  are  most  indole-producing  Pro- 
teus species  and  motile  Aerobacter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints,  blood- 
stream, soft  tissue,  and  skin  due  to  suscepti- 
ble strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con- 
traindicated (see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor- 
mally be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa- 
tients with  syphilis;  results  of  such  tests  are 
usually  not  available  before  antibiotic  treat- 
ment of  gonorrhea  is  given. 
Contraindications:  Azotemia.  Hypersensi- 
tivity to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly  ab- 
sorbed from  the  gastro-intestinal  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  excretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  penicillin-sensitive  pa- 
tients, CEPHALOSPORIN  C DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALLERGENICITY  OF  THE  PENI- 
CILLINS AND  THE  CEPHALOSPORINS.  IN- 
STANCES OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4 Gm.  daily  (see  Adverse  Reactions),  recom- 
mended doses  should  not  be  exceeded.  Pa- 
tients with  known  or  suspected  impairment 
of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
function  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  be  discontinued. 
Cephaloridine  should  not  be  used  in  patients 
with  azotemia.  When  renal  impairment  is 
present,  use  the  drug  with  caution  and  re- 
duce the  dose.  Casts  in  the  urine,  proteinuria, 
falling  urinary  output,  or  a rising  BUN  or 
serum  creatinine  may  indicate  impairment 
of  renal  function.  Give  cephaloridine  cau- 
tiously when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precautions:  Protect  ampoules  from  light, 
extemporaneous  mixtures  with  other  anti- 
biotics are  not  recommended. 

In  infections  due  to  beta- hemolytic  strep- 
tococci, continue  antibiotic  therapy  for  at 
least  ten  days  ti<  prevent  the  possible  occur- 
rence ')f  rheumatic  fever  or  glomerulone- 
phritis in  susceptible  patients.  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
■,hr)uld  have  dark-fieUI  examinations  of  all 
suspect  lesions  before  treatment  and 
monthly  serologic  tests  for  a minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  performed. 

Superinfection.s  may  develop  with  organ- 
isms not  in  the  spectrum  of  Loridine,  par- 
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Usual  adult  dosage, 

1.5  to  3 Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  organisms. 


ticularly  Pseudomonas.  These  can  be  recog- 
nized by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in- 
fants under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy- 
sis paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and  itch- 
ing without  discernible  skin  changes  have 
been  observed  in  about  3 percent  of  pa- 
tients. Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  difliculty.  Approximately  1 percent 
of  patients  treated  with  Loridine  have  had  a 
rise  in  eosinophil  count.  Eosinophilia 
reached  10  percent  in  about  half  of  these. 
A few  instances  of  drug  fever  have  been 
reported. 

A few  cases  of  leukopenia  have  been  re- 
ported. Elevations  of  transaminase  were 
observed  in  a small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2 Gm.  cephaloridine 


intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic- 
ulocyte count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to  ad- 
ministration of  Loridine.  However,  all  of 
five  nonazotemic  patients  with  chronic  bac- 
teriuria  who  had  careful  renal  function  eval- 
uation before  and  after  a ten-day  course  of 
cephaloridine  in  dosages  of  2 Gm.  per  day  de- 
veloped impairment  in  free  water  clearance. 

Severe,  acute  renal  failure,  in  some  cases 
terminating  in  death,  has  occurred  in  a small 
number  of  patients.  The  possi- 
bility of  this  complication  seems 
to  be  greater  in  seriously  ill 
patients  given  more  than  recom- 
mended doses.  Acute  tubular 
necrosis  has  been  found  in  affect- 
ed patients  coming  to  autopsy.  Rare 
cases  of  nausea  and  vomiting  have 
occurred.  Pain  in  association  with  in- 
tramuscular injection  was  noted  in  less  than 
3 percent  of  patients.  In  only  one  patient  in 
a series  of  623  was  the  route  changed  on 
this  account.  Phlebitis  at  the  site  of  intra- 
venous injection  has  been  rare. 
Administration  and  Dosage:  Important— Rc- 
fore  administering  Loridine,  see  package 
insert  for  details  on  dilution. 

Intramuscular  Injection— Eond'me  is  usu- 
ally injected  into  a large  muscle  mass. 

The  usual  adult  dosage  for  many  infec- 
tions of  moderate  severity  is  500  mg.  to  1 Gm. 
three  times  a day  at  equally  spaced  intervals. 
Milder  and  more  susceptible  infections  have 
been  treated  with  250  to  500  mg.  given  two 
or  three  times  a day.  More  severe  infections 
may  be  treated  with  500  mg.  to  1 Gm.  four 
times  a day.  A single  2-Gm.  dose  is  recom- 
mended for  the  treatment  of  acute  gonor- 
rhea. Early  syphilis  may  be  treated  with  500 
mg.  to  1 Gm.  daily  for  ten  to  fourteen  days- 

Although  some  clinical  experience  with 
high  doses  for  life-threatening  conditions 
has  been  reported,  it  has  been  shown  that 
excessive  dosages  (above  4 Gm.  daily)  may 
cause  serious  nephrotoxic  reactions.  For 
this  reason,  Keflin®  (sodium  cephalothin, 
Lilly)  may  be  preferred  when  doses  larger 
than  4 Gm.  daily  are  considered  for  life- 
threatening  situations.  If  more  than  2 Gm. 
of  cephaloridine  is  injected  daily,  the  patient 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hospital- 
ized. In  addition,  reduced  dosage  should  be 
employed  in  patients  with  known  or  sus- 
pected renal  impairment. 

In  children,  a daily  total  of  30  to  50  mg. 
per  Kg.  (15  to  25  mg.  per  pound)  of  body 
weight,  given  in  divided  doses,  has  been 
found  effective  for  mild  to  moderately  se- 
vere infections.  A daily  total  of  100  mg.  per 
Kg.  (50  mg.  per  pound)  of  body  weight 
(not  to  exceed  recommended  adult  doses) 
may  be  needed  for  very  severe  infections. 

Intravenous  Injection— In  the  presence  of 
extremely  serious  infections  (such  as  bac- 
teremia) or  when  any  infection  seems  over- 
whelming, intravenous  administration  may 
be  indicated. 

Total  daily  dosages  are  the  same  as  with 
intramuscular  injection.  For  very  suscepti- 
ble organisms,  500  mg.  to  1.5  Gm.  per  day 
may  suffice;  for  less  susceptible  organisms 
and  for  serious  infections,  2 to  4 Gm.  per 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cepha- 
loridine, Lilly),  50()  mg.,  5-ml.  size,  rubber- 
stoppered;  1 Gm.,  10-ml.  size,  rubber- 
stoppered.  [082169] 


Additional  information 
available  upon  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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petente  pro  administrar  anesthesia  in  caso  de  parto  im- 
minente.  Le  instruction  de  omne  obstetrico  debe  in- 
cluder  le  inseniamento  del  anesthesia  proque  de  iste 
modo  ille  pote,  al  minus,  recognocer  le  riscos  potential 
del  varie  agentes  e del  tecbnicas;  ille,  etiam,  pote  saper 
quando  debe  appellar  a un  anestbesiologista  experiment- 
ate. 


McCabe,  R.,  Washio,  H.,  Wise,  G.,  Riggio,  R.,  e Whit- 
sell,  J.:  Preservation  successose  e transplantation  sim- 
ultanee  de  renes  human  de  cadaveres.  New  York  State 
J.  Med.  71:  2065  (1  de  Septembre)  1971. 

Depost  un  nephrectomia  bilateral  facite  in  cadavere, 
le  renes  esseva  transportate  a un  secunde  hospital  pro 
preservation  durante  24  horas.  Fois,  le  organos  esseva 
transportate  a un  tertie  hospital  donde  esseva  trans- 
plantate,  successosemente  e al  mesme  tempore,  a duo 
recipientes.  Le  uso  del  systema  de  preservation  per- 
mitte  un  tempore  pro  typification  del  texitos  e prepara- 
tion del  patients;  etiam  permitte  le  evaluation  physio- 
logic del  rene  pretransplantation.  Como  augmenta  le 
numero  de  patientes  que  attende  un  transplantation 
renal,  le  urgente  necessitate  de  organos  pote  esser  satis- 
facite  solmente  mediante  un  programma  regional  que 
implique  multiple  institutiones  medic  in  cooperation  con 
un  centro  computarisate  de  typification  de  texitos. 

Longaker,  W.  D.:  Emergentias  psychiatric  in  le  in- 

dustria,  New  York  State  J.  Med.  71:  2069  (1  de  Sep- 
tembre) 1971. 

Varie  approaches  general  in  caso  de  emergentias  psy- 
chiatric in  medicina  occupational  es  explicate.  Le  em- 
phase  es  situate  in  le  inseniamento  del  personal  medic  e 
administrative  pro  manear  iste  situationes.  Es  etiam 
importante  le  preparation  de  un  programma  preventive 
con  le  supporto  del  structure  organisational  del  complexo 
industrial  e le  effortios  del  medicos  pro  reducer  le  fre- 
quentia  e le  grado  de  intensitate  del  emergentias  psy- 
chiatric. 


Breast  cancer 


The  vast  majority  of  breast  cancers  are  found  by  the 
patient  detecting  a lump  in  her  breast  and  a large  num- 
ber by  careful  periodic  examinations  by  physicians. 
The  average  cancer  has  been  present  in  a woman’s  breast 
for  six  to  eight  years  before  it  reaches  the  clinically  pal- 
pable size  of  1 cm.  If  the  cancer  is  detected  in  a nonin- 
vasive  stage,  the  cure  rate  approaches  100  per  cent,  and 
even  though  invasive,  if  the  cancer  is  less  than  1 cm.  in 
size,  the  cure  rate  is  over  80  per  cent,  according  lo  Henry 
P.  Leis,  Jr.,  M.D.,  Clinical  Professor  of  Surgery  and 
Chief  of  the  Breast  Surgery  Service,  New  York  Medical 
College. 


Each  Berocca  Tablet  contains: 

Thiamine  mononitrate 1 5 mg 

Riboflavin 15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin 5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 

Indications:  Nutritional  supplementation  in  conditions 
in  which  water-soluble  vitamins  are  required  prophy- 
lactically  or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious 
anemia  or  other  primary  or  secondary  anemias.  Neu- 
rologic involvement  may  develop  or  progress,  despite 
temporary  remission  of  anemia,  in  patients  with  perni- 
cious anemia  who  receive  more  than  0.1  mg  of  folic 
acid  per  day  and  who  are  inadequately  treated  with 
vitamin  B12. 

Dosage:  1 or  2 tablets  daily,  as  indicated  byclinical  need. 
Available:  \n  bottles  of  100. 


BeroecaW^ 
is  therapy 

With  balanced,  high  potency 
B-complex  and  C vitamins. 
No  odor. 

Virtually  no  aftertaste. 

Roche 
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DELTASONE®  TABLETS- 2.5  & 5 mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a w/eight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for  other  anti-inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatory  dis- 
ease, certain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important:  Prednisone,  like  cortisone,  is  a potent  thera- 
peutic agent  influencing  the  biochemical  behavior  of  most,  if  not 
ail,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i  e.,  increase 
in  body  weight  due  to  fluid  retention)  is  not  a reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti- 
nent to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso- 
lute-herpes simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul- 
monary or  meningeal  tuberculosis,  but  should  be  used  only  in  con- 
junction with  adequate  and  effective  antituberculous  therapy  to 
which  causative  organisms  are  shown  to  be  sensitive.  Considered 
Relative— active  or  latent  peptic  ulcer,  Cushing’s  syndrome,  diver- 
ticulitis, fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi- 
ciency, thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac- 
cinia, varicella  and  other  exanthematous  diseases,  and  fungal  infec- 
tions, and,  pregnancy  particularly  during  the  first  trimester  because 
of  observation  of  fetal  anomalies  in  experimental  animals.  If  neces- 
sary to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri- 
ate therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be- 
cause of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti- 
bacterial measures.  If  possible,  avoid  abrupt  cessation  of  corti- 
costeroid therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon- 
tinuation of  adrenocortical  steroids.  Therefore,  if  a patient  is  sub- 
jected to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a solu- 
ble hormone  preparation  in  the  immediate  preoperative  and  post- 
operative periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  do^  .^u  may  become  necessary  or  manifes- 
tations of  latent  diabetes  m:!ii;ius  may  be  precipitated.  Cortico- 
steroids may  aggravate  myasti,  nio  symptoms  in  myasthenia  gravis 
and  should  be  given  v/ith  proper  precautions. 

Muscle  weakness,  in  some  insi.ince.s,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad- 
ministered corticoids.  Excessive  potaooium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte- 


nance doses  of  Deltasone  (prednisone),  however,  keep  this  effect 
in  mind  and  perform  periodic  serum  potassium  determinations  in 
patients  on  prolonged  corticoid  therapy.  Muscle  weakness  occur- 
ring with  normal  serum  potassium  levels  may  be  due  to  disturbance 
in  muscle  metabolism.  Severe  myopathy  is  associated  with  sub- 
stantial doses  of  steroids  for  prolonged  periods,  and  evidence 
indicates  it  occurs  more  frequently  with  9-alpha-fluro  steroids.  Re- 
placement with  non-fluorinated  steroid  has,  in  some  instances,  re- 
sulted in  improvement. 

Retardation  of  linear  growth,  roughly  proportional  to  dose,  has 
been  noted  in  children  on  corticoids  for  six  months  or  more.  Follow- 
ing cessation  of  therapy,  growth  rate  may  be  accelerated.  There- 
fore, carefully  observe  growth,  of  children  on  prolonged  corticoid 
and  if  growth  is  retarded,  reduce  dose  sufficiently  to  permit  recovery 
before  epiphyseal  closure.  Make  every  effort  to  avoid  corticoids 
during  pregnancy,  since  spontaneous  remission  of  some  diseases 
such  as  rheumatoid  arthritis  may  occur.  Long  term  corticoid  therapy 
may  evoke  hyperacidity  or  peptic  ulcer,  therefore,  as  prophylaxis, 
an  ulcer  regimen  and  antacid  are  highly  recommended.  Take  X-rays 
in  peptic  ulcer  patients  complaining  of  gastric  distress,  and, 
whether  or  not  changes  are  noted,  an  ulcer  regimen  is  recom- 
mended. Since  prednisone  causes  less  salt  and  water  retention 
than  many  other  glucocorticoids,  patients  should  be  observed 
closely  for  development  of  undesirable  hormonal  effects  that  are 
less  obvious  indications  of  steroid  toxicity  than  edema  and  hyper- 
tension due  to  salt  and  water  retention.  Continued  supervision  of 
patients  after  cessation  of  therapy  is  essential,  since  there  may  be 
a sudden  reappearance  of  severe  disease  manifestation. 

Adverse  Reactions:  Adverse  reactions  associated  with  use  of  corti- 
coids include:  Cushing’s  syndrome,  moon  facies,  supraclavicular 
fat  pads,  hirsutism,  striae  and  acne;  relative  adrenocortical  insuffi- 
ciency particularly  in  time  of  stress  due  to  trauma,  surgery  or 
severe  illness;  protein  catabolism  with  negative  nitrogen  balance; 
electrolyte  imbalance;  alteration  of  glucose  metabolism  with  aggra- 
vation of  diabetes  mellitus  including  hyperglycemia  and  glycosuria; 
osteoporosis  reversible  only  with  difficulty;  spontaneous  fractures; 
aseptic  necrosis  of  the  hip  and  humerus;  activation  and  complica- 
tion of  peptic  ulcer  including  perforation  and  hemorrhage;  aggra- 
vation or  masking  of  infection;  increased  blood  pressure; 
convulsions;  petechiae  and  purpura;  menstrual  irregularities  in- 
cluding amenorrhea,  spotting  or  prolonged  bleeding;  insomnia; 
psychic  disturbances  especially  abnormal  euphoria;  nervousness; 
posterior  subcapsular  cataracts  occasionally  requiring  extraction; 
increased  intraocular  tension;  increased  intracranial  pressure  with 
papilledema  (pseudotumor  cerebri);  pancreatitis;  necrotizing  angi- 
itis; thinning  of  scalp  hair;  suppression  of  growth  in  children; 
thromboembolic  complications;  facial  erythema;  allergic  skin  reac- 
tions; ulcerative  esophagitis;  sweating;  vertigo;  weakness;  myop- 
athy; headache;  exophthalmos.  Adverse  reactions  are  usually 
reversible  and  usually  disappear  when  drug  is  discontinued. 
Supplied:  2.5  mg.,  scored— bottles  of  100  tablets.  5 mg.,  scored— 
bottles  of  100  and  500  tablets  and  cartons  of  100  tablets  in  foil 
strips. 

For  additional  product  information,  consult  the  package  insert 
or  see  your  Upjohn  representative.  MED  B-IS  (KQB-a) 
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(prednisone,  Upjohn) 
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Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows; 

INDICATION:  Relief  of  insomnia  of  varied 
etiology. 

CONTRAINDICATIONS:  Patients  with  known 
hypersensitivity  to  the  drug. 

WARNINGS;  Caution  patients  about  combined 
effects  with  alcohol  and  other  CNS  depres- 
sants. Caution  against  hazardous  occupations 
requiring  complete  mental  alertness,  such 
as  operating  machinery  or  driving  a motor 
vehicle  shortly  after  ingesting  the  drug. 
Physical  and  Psychological  Dependenca:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 


withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should 
be  under  adequate  medical  supervision. 

Usage  in  Pregnancy.-  Weigh  potential  benefits 
in  pregnancy,  during  lactation,  or  in  women 
of  childbearing  age  against  possible  hazards 
to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain- 
related,  an  analgesic  should  also  be  pre- 
scribed. Perform  periodic  blood  counts  if 
used  repeatedly  or  over  prolonged  periods. 
Total  daily  intake  should  not  exceed  400  mg, 
as  greater  amounts  do  not  significantly  in- 


crease hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dos- 
ages, there  have  been  rare  occurrences  of 
morning  drowsiness,  dizziness,  mild  to  moder- 
ate gastric  upset  (including  diarrhea,  esoph- 
agitis, nausea  and  vomiting),  headache, 
paradoxical  excitation  and  skin  rash.  There 
have  been  a very  few  isolated  reports  of 
neutropenia  and  thrombocytopenia;  however, 
the  evidence  does  not  establish  that  these 
reactions  are  related  to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 
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Medical  Meetings 


Teaching  day  on  respiratory  disease 

The  Tri-County  Respiratory  Health  Association,  Inc., 
in  cooperation  with  the  Central  New  York  Regional 
Medical  Program,  is  sponsoring  a Teaching  Day  on 
Respiratory  Disease  to  be  held  on  September  11,  at  the 
Binghamton  Treadway  Inn. 

The  program  will  feature  the  following  topics  and 
speakers;  “Physiopathology  of  Chronic  Respiratory 
Disease,”  Claude  Lenfant,  M.D.;  “The  Many  Faces  of 
Respiratory  Failure,”  Theodore  Noehren,  M.D.; 


“Management  of  Patients  with  Chronic  Respiratory 
Disease,”  Joan  Legersen,  R.N.;  “Acute  Respiratory  Fail- 
ure,” Steven  Ayres,  M.f).;  “Cancer  of  the  Lung:  Detec- 
tion, Treatment,  and  Prophylaxis,”  Richard  Overholt, 
M.D.;  and  “What’s  in  the  Air  We  Breathe,”  Bruce  Mc- 
Duffie, Ph.D. 

For  further  information  contact,  John  A.  Manzari, 
M.D.,  president,  Tri-County  Respiratory  Health  As- 
sociation, Inc.,  117  Hawley  Street,  Binghamton,  New 
York  13901. 
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THE  U.S.P  DESCRIBES  ONLY 
ONE  STANDARD  FOR 
CONJUGATED  ESTROGENS... 


THE  PREMARIN^  STANDARD 

(CON)UGATED 
ESTROGENS  TABLETS.  U.S.P) 


In  the  latest  edition  of  the  United  States 
Pharmacopeia— an  "official  compendium" 
of  drug  potency,  qualify,  and  purity— there 
is  now  a clear  distinction  made  between 
conjugated  estrogens  and  other  estro- 
gens. And  of  the  leading  estrogen  prep- 
arations available  today,  PREMARIN  is 
the  only  one  whose  composition  meets  all 
of  the  U.S.P.  specifications  for  conjugated 
estrogens. 

We’re  of  course  gratified  that  the  United 
States  Pharmacopeia  has  included  con- 
jugated estrogens  in  the  U.S.P.  XVIII,  and 
that  PREMARIN  meets  the  U.S.P.  standard 

BRIEF  SUMMARY 

(For  lull  prescribing  inlormation,  see  package  circular.) 
PREMARIN^  (Conjugated  Estrogens  Tablets,  U.S.P.) 
Indications:  PREMARIN  provides  specific  replacement 
therapy  in  the  management  of  estrogen  deficiency  states, 
notably  in  the  menopause  and  postmenopause. 
Precautions:  In  the  temale:  To  avoid  continuous  stimu- 
lation of  breast  and  uterus,  cyclic  therapy  is  recommended 
(3  week  regimen  with  1 week  rest  period— Withdrawal 
bleeding  may  occur  during  this  1 week  rest  period). 

Failure  to  control  breakthrough  bleeding  or  unexpected 
recurrence  is  an  indication  tor  curettage. 

In  the  male:  Continuous  therapy  over  prolonged  periods 
of  time  may  produce  gynecomastia,  loss  of  libido,  and 
testicular  atrophy. 

Dosage  and  Administration:  Cyclic  administration  is  rec- 
ommended (3  weeks  of  daily  estrogen  therapy  and  1 week 
off). 

If  patient  has  not  menstruated  within  last  two  months 
or  more,  cyclic  administration  is  started  arbitrarily.  If  pa- 
tient is  menstruating,  cyclic  administration  is  started  on 
day  5 of  bleeding. 

If  breakthrough  bleeding  occurs  (bleeding  or  spotting 
during  estrogen  therapy),  increase  estrogen  dosage  as 
needed  to  stop  bleeding.  In  the  following  cycle,  the  dos- 
age level  which  was  employed  for  hemostasis  should  be 
used  for  daily  administration.  In  subsequent  cycles,  the 
estrogen  dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free.  (See  Pre- 
cautions.) 


for  conjugated  estrogens.  But,  above  and 
beyond  meeting  all  of  the  U.S.P.  specifica- 
tions, PREMARIN  continues  to  be  manufac- 
tured with  natural  estrogens  exclusively  and 
contains  no  synthetic  supplement. 

For  more  than  28  years  it  has  been  man- 
ufactured under  the  strictest  quality  control 
to  assure  consistency  in  product  potency, 
activity  and  stability.  For  more  than  28  years 
it  has  been  the  research  standard  in  its 
field.  For  more  than  28  years  it  has  been  the 
most  widely  prescribed  agent  of  its  kind. 

PREMARIN.  Assurance  of  quality  for  you 
and  your  patients. 

Menopause  (natural  or  artificial)— PREMARIN  1.25  mg. 
daily,  cyclically.  Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of  the  pa- 
tient. For  ihaintenance,  adjust  dosage  to  lowest  level  that 
will  provide  effective  control.  Many  clinicians  favor  con- 
tinuing cyclic  estrogen  replacement  therapy  throughout 
the  postmenopause  as  a protective  influence  against  ac- 
celerated degenerative  changes  at  the  cellular  level. 

Postmenopause- (If  uterus  is  intact  the  patient  is  con- 
sidered postmenopausal  from  one  year  after  cessation 
of  menstruation  to  end  of  life  span.)  If  the  presenting 
symptoms  are  those  of  the  menopause,  see  above  for 
dosage.  As  a protective  measure  against  premature  de- 
generative changes  in  bone  and  cellular  metabolism  {e.g. 
atrophio  vaginitis,  osteoporosis),  give  PREMARIN  daily 
and  cyclically.  Adjust  dosage  to  lowest  effective  but  sub- 
bleeding level. 

Estrogen  Deticient  Atrophic  Vaginitis,  Kraurosis  Vulvae, 
and  Pruritus  Vu/vae— 1.25  mg.  to  3.75  mg.  daily,  or  more, 
cyclically— depending  on  the  tissue  response  of  the  in- 
dividual patient. 

How  Supplied:  PREMARIN  (Conjugated  Estrogens  Tab- 
lets, U.S.P.).  No.  865— Each  purple  tablet  contains  2.5  mg. 
No.  866— Each  yellow  tablet  contains  1.25  mg.  No.  867— 
Each  red  tablet  contains  0.625  mg.  No.  868— Each  green 
tablet  contains  0.3  mg. 

Bottles  of  100  and  1,000.  The  1.25  mg.  potency  also 
available  in  unit  dose  package  of  100. 

AYERST  LABORATORIES 
7149  New  York,  N.Y.  1001 7 


Ayersfc 


PREA/lARlN'(Conjusated  Estrosens 
Tablets,  U.S.P)  continues  as  the  standard 
for  conjugated  estrogen  therapy 


i 


Two  dosage 
strengths- 
125  mg./5  ml. 
and 

250  mg. /5  ml 


1 

phenoxymethyl 

penicillin 

100710 

Additional  inlormation 
available  to  the 
profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 

*Based  on  Lilly  selling  price  to  wholesalers. 
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Editorials 


Topics  in  orthopedics 


The  specialty  of  orthopedics  cuts  across  all  the 
disciplines  of  medicine.  Starting  as  a science 
which  aimed  to  prevent  and  correct  deformities 
occurring  in  children  its  field  naturally  widened  to 
include  all  disorders  of  bones  and  joints  affecting 
all  age  groups. 

Soundly  based  in  knowledge  of  structure  and 
function  including  the  metabolism  of  bone,  carti- 
lage, tendon,  and  muscle,  orthopedics  stands  today 
in  the  front  ranks  of  all  the  specialties. 

Progress  as  in  all  the  medical  sciences  goes  for- 
ward at  an  ever  increasing  pace. 

In  bringing  to  our  readers  the  new  series  called 


“Topics  in  Orthopedics”  starting  in  this  issue  it  is 
our  aim  to  present  an  authoritative  overview  of 
developments  in  this  subject. 

Under  the  editorship  of  Carl  M.  Harris,  M.D., 
of  Rochester,  New  York,  the  subjects  will  be  well- 
chosen  and  interestingly  presented. 

The  series  starts  with  an  unusually  fine  paper  by 
Charles  M.  Evarts,  M.D.,  chairman  of  the  Depart- 
ment of  Orthopedic  Surgery  of  the  Cleveland 
Clinic  Foundation  on  “Total  Hip-Joint  Arthro- 
plasty.” 

Here  is  reconstruction  at  its  best.  We  all  should 
know  about  it. 


The  Brookhaven  linac  isotope  producer  (BLIP) 


The  33  GeV  (billion  electron  volts)  Alternating 
Gradient  Synchrotron  (AGS),  the  largest  and  most 
powerful  workhorse  of  high  energy  physics  in  this 
country  for  the  past  ten  years,  will  soon  become  a 
unique  source  of  pharmaceutical  and  industrial 
radionuclides.  Many  of  the  radionuclides  to  be 
produced  are  either  presently  not  available  or  in 
short  supply  because  of  the  cost  and  production 
difficulties. 

Although  physicists,  doctors,  and  others  have 
worked  side  by  side  and  interacted  at  tbe  multi- 
disciplined  Brookhaven  National  Laboratory  for 
almost  twenty-five  years,  this  is  essentially  the 
first  time  that  such  an  important  facility,  designed 
and  built  initially  only  for  physics  research,  has  the 
potential  to  be  ideally  suited  to  serve  the  needs  of 
medicine  and  industry  as  well. 

Every  2.4  seconds,  in  the  AGS,  a pulse  of  protons 
travels  several  hundred  thousand  times  around  the 
half-mile  circular  accelerator,  reaching  a speed 
over  185,000  miles  per  second  at  up  to  33  GeV  of 
energy.  They  are  then  allowed  to  hit  a target, 
causing  the  target  atoms  to  break  into  an  array  of 
subatomic  particles.  The  speedy  and  energetic 
particles  get  their  start  in  a linear  accelerator 
called  the  LINAC.  At  the  present  time  a new  200 
MeV  (million  electron  volts)  LINAC  is  in  the  final 
phase  of  being  installed  as  the  proton  pulse  injector 
for  the  AGS.  When  the  new  LINAC  installation 


is  complete  in  a few  months,  the  AGS  will  be  able 
to  accelerate  not  only  a pulsed  beam  with  more 
protons  in  it,  but  do  it  once  every  second  instead  of 
every  2.4  seconds.  However,  the  LINAC  itself  will 
be  able  to  pulse  protons  ten  times  per  second.  The 
excess  protons  (nine  pulses  per  second)  will  be 
directed  into  a dead-end  tunnel,  or  beam  dump,  at 
the  end  of  which  will  be  a new  facility  called  BLIP 
(Brookhaven  Linac  Isotope  Producer),  where  the 
potentiality  of  producing  radionuclides  by  high  en- 
ergy protons  will  be  explored. 

BLIP  makes  it  possible  for  the  first  time  to  pro- 
duce economically  and  on  a large  scale  a variety  of 
radionuclides  having  important  biomedical  and  in- 
dustrial applications.  Radionuclides  are  produced 
by  having  the  high  energy  protons  bombard  suit- 
able stable  isotopes  to  produce  the  desired  radioiso- 
topes. Silicon,  for  example,  is  used  as  a target,  or 
source,  for  aluminum-26,  the  only  isotope  of  alu- 
minum with  a half-life  of  more  than  a few  minutes. 

BLIP  is  essentially  a deep  tank  filled  with  water 
arranged  so  that  the  bottom  portion  of  the  tank  is 
in  a direct  line  with  the  200  MeV  proton  beam 
from  the  LINAC.  Inside  the  tank  are  ten  target 
guide  tubes  which  allow  the  target  material  to  be 
lowered  into  the  beam  path,  and  the  resulting  ra- 
dionuclides to  be  removed  from  the  top.  Some 
radionuclides  require  higher  energy  protons  than 
others.  Those  requiring  the  highest  energy  would 
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be  first  in  line  with  the  proton  beam.  Thus,  a typi- 
cal target  array,  in  order  of  decreasing  energy  re- 
quirements, would  include  first  an  iron  target, 
followed  by  targets  of  silicon,  aluminum,  and  tan- 
talum. 

Typical  radionuclides,  in  alphabetical  order,  to 
be  evaluated  include  the  following. 

Aluminum-26  (half-life  of  740,000  years)  is  the 
only  isotope  of  aluminum  with  a half-life  of  more 
than  a few  minutes,  and  the  only  possible  radio- 
tracer  for  this  element.  Current  availability  is 
negligible.  BLIP  is  capable  of  producing  milli- 
gram amounts  with  microcurie  activity. 

Germanium-68  (half-life  of  280  days)  is  the 
parent  of  gallium-68  (half-life  of  sixty-eight  min- 
utes), which  has  considerable  potential  as  a medi- 
cal tracer.  A generator  for  containment  of  ger- 
manium-68 was  previously  developed  at  Brook- 
haven  and  is  currently  available  commercially. 
Purchaser  of  generator  “milks”  it  periodically  to 
get  the  gallium-68.  Usefulness  to  date  has  been 
limited  due  largely  to  high  cost  of  the  parent. 
BLIP  will  be  able  to  produce  relatively  large  quan- 
tities of  germanium-68,  thus  reducing  the  cost  con- 
siderably and  increasing  the  potential  use  of  gal- 
lium-68  in  medical  scanning  applications. 

Iodine- 123  (half-life  of  thirteen  hours)  has  the 
best  physical  properties  of  all  iodine  isotopes  for 
medical  diagnostic  scanning.  Current  use  is  lim- 
ited due  to  high  cost  of  production  and  presence  of 
other  contaminants  such  as  1-124,  1-125,  and  1-126. 
BLIP  will  be  able  to  produce  essentially  unlimited 
quantities  of  1-123  free  of  other  isotopes.  1-123  is 
ideal  for  thyroid  studies  and  labeling  of  organic 
molecules  of  biologic  interest. 

Iron-52  (half-life  of  eight  hours)  is  the  only  iso- 
tope of  iron  suitable  for  clinical  diagnostics,  pri- 
marily in  studying  the  distribution  of  function- 
ing bone  marrow  in  various  diseased  states.  Cur- 
rent production  is  limited  to  few  cyclotrons  with 
ability  to  bombard  chromium  with  either  helium-4 
or  helium-3  particles.  Iron-52  produced  with  high 
energy  protons  in  BLIP  will  greatly  increase  the 
supply  and  be  relatively  free  (less  than  0.03  per 


cent)  of  long-lived  iron-55  contamination,  thus  also 
increasing  the  potential  biologic  uses. 

Magnesium-28  (half-life  of  twenty-one  hours) 
is  the  only  isotope  of  magnesium  suitable  as  a 
tracer.  Magnesium  is  believed  to  be  one  of  the 
controlling  cations  in  biochemical  processes,  and 
using  magnesium-28  is  the  only  suitable  way  of 
studying  magnesium’s  action.  BLIP  can  produce 
unlimited  quantities  of  high-purity,  carrier-free 
magnesium-28,  thus  opening  the  door  to  many  po- 
tential uses  of  this  isotope  as  an  industrial  as  well 
as  biochemical  tracer. 

Strontium -82  (half-life  of  twenty-five  days)  is 
ideal  as  the  parent  isotope  in  a generator  to  pro- 
duce rubidium-82m  (half-life  of  seventy-five  sec- 
onds), an  ultra  short-lived  positron  emitter  for 
medical  scans,  for  radioisotope  arteriography,  and 
for  organ  function  studies.  BLIP  can  produce  rela- 
tively large  quantities  of  strontium-82,  whereas 
existing  facilities  are  impractical  for  such  produc- 
tion. 

Tantalum-179  (half-life  of  1.6  years)  decays  by 
electron  capture  to  stable  hafnium- 179  and  in  the 
process  emits  an  abundance  of  55-keV  x-rays. 
Large  amounts  of  such  carrier-free  x-rays  are  re- 
quired for  radiography  purposes,  medical  scanning, 
and  as  a source  in  instruments  used  for  gauging. 

Technetium-97m  (half-life  of  ninety  days)  cur- 
rently has  fairly  widespread  interest  at  the  present 
time  in  the  use  of  mammography  for  mass  screen- 
ing in  early  detection  of  breast  cancer.  This  appli- 
cation requires  the  use  of  a very  low  photon  or  x-ray 
energy,  and  isotopes  such  as  iodine- 125  have  been 
used,  but  an  isotope  with  lower  energy  would  im- 
prove the  situation.  Technetium-97m  with  its  18 
to  21  keV  x-rays  and  ninety-day  half-life  should  be 
a superior  isotope  for  this  application. 

Xenon-127  (half-life  of  thirty-six  days),  with  its 
higher  energy  photons  appears  to  be  superior  to 
five-day  xenon- 133  with  its  low-energy  photons  for 
studies  of  lung  perfusion  (blood  flow)  and  ventila- 
tion (air  flow). 

The  BLIP  facility  and  research  associated  with 
it  is  supported  by  the  U.S.  Atomic  Energy  Com- 
mission, Division  of  Isotopes  Development. 
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For  fast 
electronic 
blood  analysis 
every  day 
right  in 
your  office... 


, just  add  blood 


Makes  in-office  blood  testing  a routine  practical  reality 


Every  day,  right  in  your  office. 

While  the  patient’s  right  there.  Fast, 
dependable  blood  testing  that  also 
saves  your  patient  money. 

And  consider  being  able  to  double- 
check an  unexpected  or  abnormal 
finding  right  away... convenient  moni- 
toring of  patients  from  visit  to  visit . . . com- 
plete control  of  the  testing  procedure 
yourself.  You  can  have  it  all  and  more 
with  the  AMES/BMr  ■ Blood  Analyzer. 

The  system  is  so  easy  to  use.  Pro- 


cedures are  simplified.  Your  present 
personnel  can  perform  the  tests.  In  less 
than  two  minutes  operator  time  per  test 
on  an  average.  Even  where  incubation 
is  required,  it’s  still  less  than  15 
minutes  total  time. 

Then,  of  course,  there’s 
economy.  With  bulk  reagents,  cost 
per  test  is  under  25C.  You're  also 
assured  of  competent  technical  assis- 
tance as  well  as  a full-scale  main- 
tenance and  supply  service. 


Blood  Chemistries  Available: 

albumin  oxyhemoglobin 

alkaline  phosphatase  SCOT 

bilirubin  SGPT 

BUN  total  protein 

cholesterol  true  glucose 
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Ames/BMI"  Blood  Analyzer 


Gentlemen; 


Please  send  me  further  information  on  the  AMES/BMr“ 
Blood  Analyzer. 

I would  like  a demonstration  of  the  AMES/BMI  Blood 
Analyzer  in  my  office. 


Phone  Best  time  to  call  A.M P.M. 
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Address  

City  State Zip  Code 

NY  9 1 


Ames  Company 

r\ri“  Division  Miles  Laboratories,  Inc.  ! 

Elkhart,  Indiana  46514 

’’Chemical  and  Biological  i 

Information  Systems  Serving 
Medicine  and  Industry”  i. 


It’s  easy  to  get  further  information  or 
a demonstration  in  your  office.  Just  fill 
in  and  mail  this  card. 
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Scientific  Articles 


Scientific  Sessions  held  at 
St.  Lukes'  Hospital 
New  York  City 
November  20,  1970 


ABSTRACTS  AND  REPORTS  OF  PROCEEDINGS 

New  York  Society  for 
Thoracic  Surgery 

ALLAN  ELLIA  BLOOMBERG,  M D . Editor 


Cancer  of  Lungs 

Current  Concepts 

The  afternoon  session  of  the  Fall  meeting  of 
the  New  York  Society  for  Thoracic  Surgery  was 
held  on  November  20,  1970,  at  the  auditorium  at 
St.  Luke’s  Hospital,  New  York  City.  A symposi- 

LUNG  CANCER  FROM 
CIGARET  SMOKING 

OSCAR  AUERBACH.  M.D. 

East  Orange,  New  Jersey 

Senior  Medical  Investigator, 

Veterans  Administration  Hospital 

With  several  collaborators  in  1957,  a study  was 
completed  on  the  lungs  of  117  male  patients  who 
died  with  and  without  lung  cancer.  This  study  was 
done  by  step  sectioning  of  the  entire  tracheo- 
bronchial tree  totaling  208  sections  per  case. 
The  results  of  greatest  interest  to  us  concerned 
carcinoma  in  situ  which  was  found  in  1 per  cent  of 
the  total  slides  of  nonsmokers,  4.1  per  cent  of  slides 
of  those  who  smoked  less  than  one  package  of  cig- 
arets  a day,  and  in  6 per  cent  of  the  slides  of  those 
who  smoked  more  than  one  package  a day.  This 
approximated  the  figures  for  patients  who  died 
from  carcinoma  of  the  lung  and  appeared  to  show  a 


um  was  held  entitled  “Cancer  of  the  Lungs:  Cur- 
rent Concepts.” 

Hugh  F.  Fitzpatrick,  M.D.,  was  the  moderator. 
Panel  participants  included  Oscar  Auerbach, 
M.D.,  Paul  Kirschner,  M.D.,  John  Pool,  M.D., 
and  Donald  L.  Paulson,  M.D. 

The  program,  including  the  panel  discussion 
which  followed  the  formal  presentations,  follows 
in  its  entirety. 


very  definite  link  between  cigaret  smoking  and  car- 
cinoma in  situ.  It  seemed  important  therefore  to 
restudy  this  question. 

Changes  in  tracheobronchial  tree 

A new  study  of  402  males,  including  nonsmokers 
and  those  who  regularly  smoked  cigarets  up  to 
their  final  illness,  was  completed  in  1961.  A total 
of  20,665  sections  were  microscopically  examined. 
Bronchial  epithelium  was  considered  “normal” 
when  there  were  just  one  or  two  rows  of  cells  be- 
tween the  tunica  propria  and  the  surface  row  of 
ciliated  columnar  cells  and  no  atypical  cells  were 
found.  Enlarged  cells  with  vesicular  nuclei  were 
usually  present  as  well  as  “normal”  basal  cells 
having  scanty  cytoplasm  and  small,  dark,  oval,  or 
round  nuclei. 

Lesions  with  cilia  present  were  found  in  only  11.8 
per  cent  of  sections  from  men  who  never  smoked 
regularly,  but  in  88  per  cent  of  sections  from  men 
who  smoked  under  one-half  pack  of  cigarets  a day, 
and  increased  to  98.5  per  cent  of  sections  from  men 
who  smoked  two  or  more  packs  a day. 

Lesions  with  cilia  absent  increased  from  6 per 
cent  of  sections  from  men  who  never  smoked  reg- 
ularly to  28.3  per  cent  of  sections  from  men  who 
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smoked  two  or  more  packs  of  cigarets  a day.  For 
men  who  died  of  lung  cancer  the  corresponding  fig- 
ure was  27.4  per  cent.  Our  impression  is  that 
lesions  lacking  cilia  and  composed  entirely  of  atyp- 
ical cells  varied  over  a continuous  scale  from  least 
advanced  to  most  advanced. 

Early  primary  invasive  carcinoma  of  microscopic 
size  was  found,  23  in  the  bronchial  epithelia  of  7 
men  who  died  of  lung  cancer.  Each  of  the  23  sec- 
tions had  areas  composed  entirely  of  atypical  cells 
but  no  indication  of  invasion.  These  areas  merged 
into  the  area  of  definite  invasive  carcinoma.  Sep- 
arate but  similar  areas  composed  entirely  of  atypi- 
cal cells  were  found  in  these  23  sections.  The  cell 
structure  and  arrangement  in  these  areas  were  in- 
distinguishable from  that  of  the  definite  invasion, 
except  for  the  invasiveness.  In  cases  in  which  the 
subjects  had  died  of  lung  cancer,  the  cells  in  these 
areas  were  similar  in  appearance  to  those  in  the 
main  large  tumor  mass.  Judging  from  observed 
morphologic  characteristics,  we  believe  that  what 
we  have  seen  represents  basically  similar  lesions  in 
various  stages  of  progression,  which  in  these  23 
cases  reached  the  stage  of  invasive  carcinoma  be- 
fore the  death  of  the  subject.  It  seems  reasonable, 
therefore,  to  apply  the  term  “carcinoma  in  situ”  to 
the  noninvasive  areas  in  these  sections;  bronchial 
epithelial  lesions  composed  entirely  of  atypical 
cells  and  lacking  in  cilia.  It  is  our  opinion  there- 
fore, since  the  proportion  of  sections  with  such  les- 
ions increased  tremendously  with  the  amount  of 
cigaret  smoking,  that  the  histologic  evidence 
greatly  strengthens  the  already  overwhelming 
epidemiologic  evidence  that  cigaret  smoking  is  a 
major  factor  in  the  causation  of  bronchogenic  car- 
cinoma. 

Ex-cigaret  smokers 

Previous  studies  showed  that  death  rates  from 
lung  cancer  were  lower  among  ex-cigaret  smokers 
than  among  men  who  continued  to  smoke  until 
terminal  illness  or  death.  To  determine  whether  or 
not  there  was  any  difference  in  the  changes  in  the 
bronchial  epithelium  between  ex-cigaret  smokers 
and  men  who  had  smoked  continually,  we  studied 
758  subjects,  456  men  and  302  women,  who  had 
died  of  cancer  other  than  lung  cancer.  A total  of 
38,621  slides  from  the  tracheobronchial  trees  of 
these  subjects  was  available  for  review.  Included 
among  the  456  male  subjects  were  72  ex-cigaret 


smokers  who  met  the  following  specifications:  (1) 
They  had  smoked  for  at  least  ten  years;  (2)  some 
had  smoked  cigars  and  pipes  but  were  primarily 
cigaret  smokers;  and  (3)  they  had  not  smoked  for 
at  least  five  years  prior  to  death.  The  subjects 
were  divided  into  matched  triads  of  three  groups, 
current  cigaret  smokers,  nonsmokers,  and  ex-cig- 
aret smokers. 

The  most  pronounced  difference  among  the 
three  groups  was  the  occurrence  of  cells  with  atyp- 
ical nuclei.  Such  cells  were  observed  in  93.2  per 
cent  of  current  smokers,  in  6 per  cent  of  ex-cigaret 
smokers,  and  in  1.2  per  cent  of  nonsmokers.  Le- 
sions composed  entirely  of  cells  with  cilia  absent 
(carcinoma  in  situ)  were  found  in  only  0.2  per  cent 
of  ex-cigaret  smokers.  It  was  found  that  the  ex- 
cigaret  smokers  had  far  fewer  lesions  than  the 
matched  current  cigaret  smoker.  It  seems  virtual- 
ly certain,  therefore,  that  the  number  of  epithelial 
changes,  particularly  cells  with  atypical  nuclei, 
decreased  after  cessation  of  cigaret  smoking. 

In  several  of  the  sections  unusual  cells  were 
noted  that  had  nuclei  that  appeared  to  be  shrink- 
ing or  fading.  They  were  usually  found  near  the 
tunica  propria  and  were  generally  surrounded  by 
basal  cells  with  enlarged  vesicular  nuclei.  Usually 
they  were  present  in  an  area  in  which  the  surface 
layer  of  ciliated  columnar  cells  was  intact  and 
appeared  to  be  normal,  but  they  occurred  some- 
times in  areas  where  ciliated  columnar  cells  were 
absent.  We  had  a strong  impression  that  the  nu- 
clei were  disintegrating;  518  sections  with  dis- 
integrating nuclei  were  found  in  ex-cigaret 
smokers.  None  was  found  in  any  section  from 
other  subjects.  Of  the  72  ex-cigaret  smokers,  43 
had  one  or  more  sections  containing  cells  with  dis- 
integrating nuclei.  Findings  were  analyzed  in  re- 
lation to  age,  previous  amount  of  smoking,  and 
years  since  last  smoked.  It  appeared  that  the 
frequency  of  cells  with  disintegrating  nuclei  may 
increase  for  perhaps  fifteen  years  after  cessation  of 
smoking  and  then  decrease  gradually. 

Conclusion 

Histologic  findings  in  this  study  strengthen  the 
conclusion  that  cigaret  smokers,  who  give  up  the 
habit,  reduce  their  risk  of  acquiring  lung  cancer. 

Veterans  Administration  Hospital 
East  Orange,  New  Jersey 
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PAUL  A.  KIRSCHNER,  M.D. 

New  York  City 

Clinical  Professor  of  Surgery,  Mount  Sinai 
School  of  Medicine.  City  University  of  New  York 
Attending  Thoracic  Surgeon. 

The  Mount  Smai  Hospital 


Not  long  after  the  feasibility  of  pulmonary  resec- 
tion for  cancer  was  established  on  a practical  basis 
in  the  late  1930s  and  1940s,  certain  guidelines 
were  drawn  up  to  establish  the  criteria  for  thoracot- 
omy in  any  given  case.  Contraindications  to  op- 
eration included  distant  spread,  scalene-node  in- 
volvement, left  recurrent  and  phrenic  nerve  paral- 
ysis, pleural  effusion,  bronchial  involvement  up  to 
and  including  the  carina  and  tracheobronchial 
angle,  and  main  pulmonary  vascular  involvement. 
Indirect  evidence  of  mediastinal  spread  shown  by 
plain  roentgenography,  azygography,  pulmonary 
angiography,  pneumomediastinography,  and 
esophagography  was  also  noted.  Yet,  until  rela- 
tively recently,  a substantial  number  of  patients 
(33.5  per  cent)  underwent  exploratory  operations 
without  a definitive  resection  being  accomplished.^ 
This  situation  was  admittedly  undesirable  because 
of  inherent  fatality,  morbidity,  and  greatly  added 
discomfort  during  the  remaining  weeks  and  months 
of  the  unfortunate  patient’s  life. 

The  chief  reasons  for  unresectability  determined 
by  thoracotomy  usually  included  malignant  inva- 
sion of  hilar  and  mediastinal  structures,  with 
special  emphasis  on  mediastinal  lymph-node 
metastasis. 

Even  in  the  cases  in  which  resection  could  be 
accomplished  by  extended  technics  including  radi- 
cal mediastinal-node  dissection,  the  mortality  and 
morbidity  rates  were  high  and  survival  distressing- 
ly poor,  at  best  10  per  cent  of  resected  cases. 

Furthermore,  exploratory  thoracotomy  was  often 
the  first  occasion  that  a specific  diagnosis  of  lung 
cancer  could  be  only  to  discover  that  the  situation 
was  unresectable  or  incurable.  Contrariwise, 
curative  resection  was  accomplished  occasionally 
in  patients  with  forbidding  looking  roentgeno- 
grams. The  few  fortunate  fortuitous  experiences 
with  such  individuals  falsely  maintained  the  opti- 


mism and  zeal  of  many  thoracic  surgeons  and  also 
a low  re.sectability  rate. 

I'his  unsatisfactory  state  of  affairs  gave  way  to 
methods  providing  for  direct  exploration  and  bi- 
opsy of  the  mediastinum  without  having  to  per- 
form a thoracotomy. 

Daniels’^  scalene  biopsy  was  the  first  move  in 
this  direction,  but  it  merely  sampled  the  top  of 
the  mediastinal  iceberg.  It  is  not  widely  appreci- 
ated, however,  that  Daniels  originally  described 
insinuating  his  finger  through  the  cervical  in- 
cision down  into  the  superior  mediastinum  to 
palpate  pathologic  nodes.  In  current  use,  dissec- 
tion is  limited  to  the  neck. 

It  was  but  a short  series  of  steps  from  the  scalene 
biopsy  through  the  cervicomediastinal  dissection 
of  Harken  et  al.'^  and  the  midline  incision  of  Rad- 
nor^ to  culminate  in  Carlens’^  “Mediastinoscopy,” 
thereby  establishing  mediastinal  exploration  on 
solid  ground. 

Since  1965,  more  than  350  mediastinoscopic 
examinations  have  been  performed  at  The  Mount 
Sinai  Hospital,  including  188  cases  in  primary 
lung  cancer  which  form  the  basis  for  this  report. 

At  first  we  approached  mediastinoscopy  with 
caution,  restricting  our  endeavors  to  cases  with 
obvious  mediastinal  involvement  as  shown  by 
roentgenography.**  As  we  became  more  familiar 
with  the  technic  and  simultaneously  more  im- 
pressed with  the  unanticipated  information  to 
be  gained  by  this  procedure,  our  indications 
widened  to  encompass  practically  all  cases  of 
proved  or  even  suspected  lung  cancer,  including 
even  those  cases  with  questionable  or  negative 
radiologic  involvement  of  the  mediastinum. 

Furthermore,  certain  technical  and  procedural 
modifications  were  developed  so  that  now  we  can 
explore  areas  beyond  the  conventional  peritracheo- 
bronchial  planes.  Also  we  do  not  hesitate  to  com- 
bine mediastinoscopy  with  other  operative  ma- 
neuvers such  as  bronchoscopy,  scalene  biopsy,  and 
even  thoracotomy  and  definitive  lung  resection 
in  one  stage. 

The  results  to  be  reported,  while  not  a statistical- 
ly controlled  mass  of  data,  are  significant  and  im- 
pressive enough  to  suggest  that  mediastinoscopy 
occupies  a preeminent  position  in  the  diagnosis 
and  management  of  lung  cancer  and  probably 
should  be  performed  routinely  prior  to  con- 
templated thoracotomy. 

Technic 

The  method  has  been  well  described  by  Carl- 
ens,'*  Palva,**  Jepsen,’  Goldberg,**  and  Pearson,^ 
and  our  modifications  are  based  on  their  ex- 
ample.’® We  employ  general  endotracheal  anes- 
thesia routinely.  While  the  operation  can  be  per- 
formed under  local  anesthesia,  as  attested  to  by 
some,  we  believe  that  it  is  undesirable  from  the 
patient’s  standpoint  and  that  it  restricts  the  sur- 
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geon  from  combining  mediastinoscopy  with  other 
technics,  such  as  bronchoscopy  and  thoracotomy, 
during  the  same  operative  procedure. 

With  the  patient  positioned  on  his  back,  chest 
and  shoulders  elevated,  neck  hyperextended,  and 
head  in  the  midline,  a 4-cm.  transverse  incision 
is  made  in  the  suprasternal  notch.  The  strap  mus- 
cles and  omnipresent  cervical  thymuses  are  re- 
tracted, exposing  the  anterior  surface  of  the 
trachea.  A high-riding  innominate  artery  must  be 
identified  and  retracted  in  many  cases.  The  plane 
of  the  pretracheal  fascia  is  entered  and,  by  digital 
dissection,  a tunnel  is  developed  down  into  the 
superior  mediastinum  hugging  the  anterior  and 
lateral  tracheal  walls  as  far  down  as  its  bifurca- 
tion, which  is  palpable  in  most  individuals.  Dur- 
ing the  digital  dissection,  enlarged  pathologic 
nodes  can  be  felt,  most  commonly  in  the  right 
paratracheal  region,  pretracheally  below  the  aortic 
arch,  and  occasionally  on  the  left  side  at  the  origin 
of  the  left  main  bronchus. 

Next,  the  mediastinoscope  is  inserted  under  di- 
rect vision.  Lymph  nodes  or  tumor  masses  are  ex- 
posed, enucleated  intact,  or  prepared  for  punch 
biopsy  with  a suction  tip  or  strips  of  gauze  wielded 
with  a long  forceps.  Prior  to  biopsy,  needle  as- 
piration is  always  carried  out  to  help  differentiate 
nodes  from  vessels. 

The  most  fruitful  areas  for  biopsy  of  the  superior 
mediastinum  in  descending  order  of  frequency  are 
the  right  paratracheal  region,  pretracheally  below 
the  aortic  arch,  the  subcarinal  region,  and  along 
the  origins  of  the  right  and  left  main  bronchi. 

All  specimens  are  submitted  for  frozen  section, 
first,  to  insure  biopsy  of  diagnostic  tissue  and, 
second,  to  justify  proceeding  with  thoracotomy 
when  examination  of  the  nodes  reveals  negative 
findings.  This,  of  course,  requires  the  cooperation 
of  a skillful  and  reliable  team  of  pathologists  with 
which  we  have  been  favored. 

Metal  clips  may  be  placed  at  biopsy  sites  to 
guide  radiotherapy  and  for  postoperative  identi- 
fication of  areas  examined. 

The  following  technical  and  procedural  modifi- 
cations have  been  developed: 

Bronchoscopy  during  procedure.  Bronchos- 
copy is  performed  under  general  anesthesia  prior 
to  mediastinoscopy,  using  a ventilating  broncho- 
scope with  fiberoptic  illumination.  We  strongly 
urge  routine  bronchoscopy  even  in  cases  of  pe- 
ripheral tumor.  Whereas  the  primary  tumor  may 
be  out  of  sight,  a secondary  manifestation  such 
as  tracheal  or  bronchial  pressure,  gross  carinal 
involvement,  or  bloody  secretions  from  a particular 
orifice  may  be  seen.  We  have  submitted  biopsy 
materia)  both  from  primary  tumors  and  carina 
for  frozen  section  with  yields  ol  great  accuracy. 
After  removal  of  the  bronchoscope,  an  anode  en- 
fiotracheal  tube  is  passed  for  administration  of  the 
anesthet  ic  agent  for  subsequent  mediastinoscopy. 


Scalene  biopsy  combined  with  mediastinos- 
copy. Ordinarily  we  are  not  in  the  habit  of  per- 
forming scalene  biopsy  if  nodes  are  not  palpable. 
But  if  nodes  are  palpable,  or  if  special  circum- 
stances prevail,  a typical  scalene  incision  is  first 
made.  If  the  result  of  biopsy  is  negative,  the  medi- 
al end  of  the  incision  is  extended  into  the  supra- 
sternal notch  whereupon  mediastinoscopy  is  per- 
formed. 

“Extended”  mediastinoscopy.  Pearson”  has 
shown  that  certain  lymph-node  aggregates  are 
inaccessible  to  standard  mediastinoscopy,  namely, 
anterior  mediastinal,  posterior  subcarinal,  and 
sub-  or  para-aortic.  The  latter  two  are  truly  im- 
possible to  reach;  and  since  they  are  often  involved 
by  tumors  on  the  left  side,  it  explains  the  lower 
incidence  of  resectability  of  these  tumors  despite 
“negative”  findings  on  mediastinoscopy.  How- 
ever, the  anterior  mediastinal  nodes  are  accessible 
if  one  enters  the  substernal  plane  in  front  of  the 
innominate  vein,  an  area  we  have  become  quite 
familiar  with  as  a result  of  our  experience  with 
transcervical  thymectomy.  Recently,  Reynders, 
of  Holland,  has  advocated  this  modification. 

Superior  vena  cava  syndrome.  The  forbid- 
ding-looking condition  known  as  superior  vena 
cava  syndrome  is  shunned  by  many  surgeons  in- 
cluding most  of  those  who  have  adopted  mediasti- 
noscopy. Our  experience  with  16  uncomplicated 
mediastinoscopies,  5 of  which  were  for  lung  can- 
cer, along  with  the  observations  of  others,  notably 
Trinkle  et  support  the  contention  that  rather 
than  being  a contraindication,  superior  vena  cava 
obstruction  is  truly  a positive  indication  for  medi- 
astinoscopy. Certain  technical  maneuvers  are  im- 
portant. The  patient  should  be  put  in  a semi- 
sitting gatched-up  position  on  the  operating  table. 
Infusions  should  be  administered  through  veins 
of  the  lower  extremities.  The  initial  skin  incision 
should  be  made  cautiously  to  expose,  not  cut,  the 
turgid,  distended  superficially  situated  anterior 
cervical  veins  which  are  then  drawn  aside,  much 
as  one  parts  the  strands  of  a bamboo  curtain, 
ratber  than  ligating  and  dividing  them.  Once 
the  pretracheal  plane  is  reached,  one  can  pro- 
ceed as  in  the  standard  operation  since  there  are  no 
distended  veins  in  this  area.  The  tumor  mass  is 
usually  reached  promptly  since  it  is  situated  high 
in  the  mediastinum,  and  biopsy  presents  no  prob- 
lem. No  complications  occurred  in  any  of  our  cases. 

Thoracotomy  during  procedure.  We  believe 
that  if  the  results  of  mediastinal  biopsy  are  neg- 
ative on  frozen  section  and  tbe  patient’s  condi- 
tion permits,  thoracotomy  and  definitive  resection 
should  be  carried  out  at  that  time,  rather  than  re- 
turning the  patient  to  the  operating  room  at  a later 
date.‘‘  We  have  not  experienced  any  complica- 
tions referable  to  the  combined  procedure.  One 
important  requirement  is  the  cooperation  of  the 
anesthesiologist  and  the  operating  room  staff. 
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TABLE  I.  Mediastinoscopy  in  188  cases 


Side 

Number 

- — Positive 
N umber 

Findings-- 
Per  Cent 

Right 

111 

86 

60 

Left 

71 

21 

27 

“Mediastinal” 

4 

4 

lot) 

Undetermined 

2 

0 

0 

Totals 

188 

91 

48 

TABLE  II.  Resectability  with  nodes  negative  for  cancer. 


no  mass  palpable 

Resection 

Side 

Number 

Number 

Per  Cent 

Right 

.37 

35 

95 

Left 

41 

30 

73 

Totals 

78 

65 

83 

Our  shortest  operating  time  for  combined  bron- 
choscopy, mediastinoscopy,  and  pulmonary  resec- 
tion has  been  four  hours. 


Results 

In  188  mediastinoscopies  for  lung  cancer,  biopsy 
findings  were  positive  in  91  cases,  or  48  per  cent. 
Biopsy  in  tumors  of  the  right  lung  revealed  positive 
results  in  60  per  cent  while  biopsy  in  tumors  of  the 
left  showed  positive  findings  in  less  than  half,  or 
27  per  cent.  This  lower  yield  in  tumors  of  the 
left  side  is  due  to  the  interposition  of  the  aortic 
arch  restricting  the  approach  to  the  nodes  on  the 
left  side.  However,  7 of  the  21  positive  results, 
or  33S  per  cent,  came  from  crossed  metastases 
to  the  right  side.  This  is  a highly  significant 
finding  which  firmly  supports  the  liberal,  even 
routine,  use  of  mediastinoscopy,  and  portrays  the 
limitations  of  so-called  “radical”  mediastinal 
lymph-node  dissection  which  is  really  an  ipsilateral 
procedure.  Crossed  metastases  from  tumors  of 
the  right  lung  are  much  less  frequent,  occurring 
in  our  series  in  only  2 of  66  patients  with  positive 
findings  (Table  I). 

When  lung  cancer  appears  radiologically  as  a 
mediastinal  mass,  a biopsy  with  positive  results 
can  be  expected  in  every  case. 

Resectability 

More  important  even  than  discovering  a medi- 
astinal node  positive  for  carcinoma  is  finding  the 
mediastinum  free  of  cancer.  In  this  way,  incurable 
cases  are  spared  useless  thoracotomies,  and  opera- 
tive procedures  may  be  applied  when  they  will  do 
the  most  good.  This  feeling  is  shared  by  Paulson, 
Palva,  Viikari,  and  Inberg, and  Hajek  and  Homan 
van  der  Heide.'“ 

When  nodes  are  negative  for  cancer,  83  per  cent 
of  cases  are  resectable.  Again,  the  difference  be- 
tween right  and  left  is  striking;  the  resectability 
rate  of  tumors  on  the  right  side  is  95  per  cent,  while 


TABLE  III.  Mediastinoscopy  combined  with  other  pro- 
cedures in  132  cases 


Rron- 

choscojjy 

Scalene 

Thora- 

cotomy 

Other 

Number 

Done 

54 

Done 

Done 

5 

Done 

5 

Done 

2 

Done 

Done 

47 

Done 

Done 

Done 

1 

Done 

17 

Done 

Done 

1 

TABLE  IV.  Preoperative  radiotherapy  in  11  cases 


Condition  Number 

Histologic  diagnoses 
Adenocarcinoma  9 

Epidermoid  carcinoma  1 

Oat-cell  carcinoma  1 

Location  of  neoplasm 

Right  upper  lobe  8 

Right  middle  lobe  1 

Left  ujjper  lobe  2 


that  of  tumors  on  the  left  side  is  73  per  cent.  This 
again  relates  to  the  interposition  of  the  aortic  arch 
preventing  biopsy  of  mediastinal  nodes  on  the  left 
side  (Table  II). 

Our  own  experience  is  too  recent  to  furnish  sig- 
nificant prognostic  information  about  long-term 
survival,  but  Palva,  Viikari,  and  Inberg'^  have 
shown  that  using  negative  findings  on  mediasti- 
noscopy as  a guide  to  resection,  a 40  per  cent  five- 
year  survival  rate  was  achieved. 

Excluding  11  of  our  patients  with  nodes  positive 
for  carcinoma  who  were  subjected  to  preoperative 
radiotherapy  and  resection,  better  than  80  per  cent 
of  the  remainder  with  positive  findings  on  biopsy 
died  in  a relatively  short  period  of  time. 

Combined  procedures 

In  132  of  the  188  cases,  various  combinations 
of  one-stage  combined  procedures  were  carried  out 
(Table  III).  Sixty-six  of  these  included  thora- 
cotomy in  most  of  which  pulmonary  resection  was 
carried  out.  We  believe  that  a more  efficient  ap- 
proach, acceptable  to  both  patient  and  physician 
alike,  is  afforded.  No  complications  were  attribut- 
able to  this  combined  one-stage  approach.  There 
was  1 postoperative  death  from  pneumonia  after 
bilobectomy  in  an  elderly  woman  with  unsuspected 
mitral  stenosis  discovered  at  autopsy. 

Superior  vena  cava  obstruction 

Superior  vena  cava  obstruction  has  been  men- 
tioned previously.  We  had  1 patient  who  had  a 
hematoma  of  the  superior  mediastinum  evacuated 
by  mediastinoscopy,  relieving  his  superior  vena 
cava  syndrome.  Such  a finding  underlines  the 
importance  of  an  accurate  tissue  diagnosis. 
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Preoperative  radiotherapy 

When  mediastinal  nodes  are  found  to  be  positive 
for  carcinoma,  definitive  surgical  treatment  need 
not  end  there.  Whenever  possible  we  have  tried  to 
convert  such  patients  into  surgical  candidates  by 
radiotherapy  to  the  mediastinum  and  primary 
growth. 

Table  IV  shows  the  histologic  diagnoses.  All 
were  made  at  mediastinoscopy.  Bronchoscopy 
revealed  negative  results  in  all  cases. 

Radiation  dosage  included  3,500  to  4,000  rads  to 
the  primary  tumor  and  5,000  to  6,000  rads  to  the 
mediastinum  given  usually  in  five  to  six  weeks. 
Cobalt-60  is  usually  utilized  as  the  radiation 
source.  After  another  month  to  six  weeks,  thora- 
cotomy is  carried  out,  first  excluding  distant  metas- 
tases  by  various  tests. 

Resection  was  accomplished  in  10  of  11  cases, 
maintaining  the  high  resectability  rate  already 
presented  in  the  cases  with  nodes  revealing  nega- 
tive findings.  The  primary  tumor  remains  posi- 
tive for  carcinoma  more  often  than  the  mediastinal 
nodes.  In  our  11  cases,  7 primary  tumors  and  4 
mediastinal  nodes  were  positive  for  cancer.  There 
were  no  surgical  complications.  However,  con- 
valescence is  slower  than  in  similar  nonradiated 
cases,  and  radiation  fibrosis  of  the  lung  is  some- 
times a problem. 

Follow-up  showed  that  4 of  the  11  patients  were 
alive  and  well  from  one  to  four  years,  and  3 were 
alive  and  well  from  five  to  nine  months.  Two 
deaths  occurred,  1 after  resection  and  1 after  an  ex- 
ploratory procedure.  Two  are  still  living  with 
metastases,  but  the  operative  site  in  both  is  free 
from  neoplastic  disease.  While  the  figures  are  en- 
couraging, firm  conclusions  cannot  be  drawn  be- 
cause of  too  few  cases  and  too  short  a follow-up 
period. 

Complications 

In  this  series  of  188  cases  there  were  2 deaths, 
1 from  hemorrhage  after  mediastinoscopy,  and  the 
other  after  bilobectomy.  Left  recurrent  nerve 
paralysis  developed  postoperatively  in  2 patients, 
1 due  to  tumor  (permanent)  and  1 transient.  In 
3 of  91  patients  with  nodes  positive  for  carcinoma, 
there  were  3 implantations  of  tumor  in  the  medi- 
astinoscopy wound.  There  were  no  infections, 
large  pneumothoraces,  esophageal  traumas,  or 
intraoperative  deaths. 


Summary 

Forty-eight  per  cent  of  188  cases  of  lung  cancer 
were  found  to  have  nodes  positive  for  cancer  by 
mediastinoscopy. 

When  mediastinal  nodes  are  negative  for  cancer, 
the  resectability  rate  is  83  to  95  per  cent  of  tumors 
in  the  right  lung  but  only  73  per  cent  of  tumors  in 
the  left  lung.  This  discrepancy  is  due  to  inter- 
position of  the  aortic  arch  on  the  left. 

When  mediastinal  nodes  are  positive  for  cancer, 
preoperative  radiotherapy  in  selected  cases  appears 
to  be  valuable. 

A one-stage  combined  approach  and  extension 
of  standard  mediastinoscopy  are  advocated. 

Superior  vena  cava  syndrome  is  not  a contrain- 
dication to  mediastinoscopy. 

2 East  92nd  Street 
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SURVIVAL  IN 
LUNG  CANCER 

Effectiveness  of  surgery 
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No  one  doubts  that  surgery  is  by  far  the  most  ef- 
fective treatment  for  primary  cancer  of  the  lung. 
There  have  been  many  published  results  of  resec- 
tional surgery,  and  I think  the  average  figure  is 
quite  uniform  whether  from  a hospital  specializ- 
ing in  cancer,  a general  metropolitan  hospital,  a 
university  hospital,  or  a private  clinic.  The  over- 
all five-year  salvage  rate  of  those  patients  sub- 
jected to  resectional  surgery  is  25  to  30  per  cent.‘ 
This  figure  holds  for  this  country  and  abroad. 
There  is  no  other  method  of  treatment  which  is 
comparable  in  arriving  at  salvage.  The  very  best 
figure  for  radiation  therapy  appears  to  be  that  of 
Guttmann^  who  in  103  explored  but  not  resected 
patients,  achieved  a five-year  salvage  of  8.7  per 
cent. 

Factors  influencing  survival 

What  are  the  factors  that  influence  the  chance  of 
long-term  survival?^  The  average  patient  with 
lung  cancer  comes  to  his  physician  with  a history  of 
increasing  cough  and  often  with  some  change  in  the 
sound  of  the  cough.  There  is  usually  increased  ex- 
pectoration, which  may  or  may  not  be  blood 
streaked,  and  symptoms  suggestive  of  pneumo- 
nitis. Frequently  it  is  only  after  failure  of  anti- 
pneumonia treatments  to  clear  up  an  x-ray  shad- 
ow, even  though  symptoms  may  completely  clear, 
that  the  possibility  of  lung  cancer  is  entertained, 
and  steps  toward  establishing  a diagnosis  and  if 
possible  offering  surgical  treatment  will  be  under- 
taken. 

The  factor  of  delay  does  influence  the  chance  for 
definitive  treatment.  For  instance,  in  one  study  at 
Memorial  Hospital  of  210  patients  with  primary 
lung  cancer  who  were  eventually  explored  for  re- 
section there  was  no  delay  from  discovery  until 
operation  in  9 per  cent,  there  was  a seven  months’ 
average  delay  for  patient  reasons  in  33  per  cent, 
and  for  physician  reasons  in  35  per  cent  for  an  aver- 
age of  eight  months.  When  both  patient  and  phy- 
sician were  involved,  which  occurred  in  17  per  cent 


TABLE  I.  Asymptomatic  intrathoracic  tumors 


Organ 

Condition - 

Malignant  Benign 

Total 

Lung 

34 

17 

51 

Pleura 

2 

2 

4 

Mediastinum 

9 

47 

56 

Chest  wall 

1 

1 

2 

Totals 

46  (40)* 

67  (60) * 

113 

* Figures  in  parentheses  represent  per  cent. 

of  the  210  patients,  the  delay  averaged  ten  months. 
In  the  charts  of  6 per  cent  such  a factor  could  not  be 
learned 

The  biologic  nature  of  each  individual  cancer  is 
the  factor  most  influential  in  duration  of  life  and 
influences  the  chance  for  surgical  cure  more  than 
any  other  factor.  Half  of  all  lung  cancers  are  bio- 
logically incurable  by  present  methods,  but  within 
the  other  half  are  many  in  which  arrest  of  the  pro- 
cess is  possible  when  taken  early,  but  impossible 
when  taken  late. 

Let  us  look  at  what  should  be  a more  favorable 
setting,  namely,  the  patient  whose  lung  cancer  is 
found  by  chance.  We  know  from  our  studies  of  in- 
trathoracic tumors  that  shadows  found  acciden- 
tally in  the  lung  parenchyma  are  going  to  be  rrialig- 
nant  two  thirds  of  the  time,  as  contrasted  with 
shadows  found  by  chance  in  the  mediastinum 
where  only  1 in  5 were  proved  to  be  malignant 
(Table  I). 

There  have  been  many  studies  and  reports  of 
screening  procedures  for  large  populations.  All 
of  us  are  in  agreement  that  men  over  forty-five, 
particularly  smokers  of  more  than  a pack  of  cig- 
arets  a day  for  more  than  twenty  years,  compose 
the  most  rewarding  group  to  survey,  because  in 
proved  lung  cancer  more  than  95  per  cent  occur  in 
such  a population.  There  is  real  discouragement 
in  the  salvage  rate  in  most  survey  studies. For 
instance,  Boucot,  Cooper,  and  Weiss,®  in  a four- 
year  continuing  study  in  Philadelphia  involving 
61,036  men,  found  94  cases  of  cancer.  There  were 
33  operations  and  a 30  per  cent  postoperative  death 
rate.  Salvage  of  life  did  not  appear  to  occur  in  this 
series.  Contrariwise,  the  South  London  study  in- 
volved 67,400  smoking  men  of  w’hom  75  per  cent 
had  at  least  one  repeat  roentgenogram  of  tne  chest 
at  a six-month  interval.®  In  this  study  147 
unsuspected  cancers  were  uncovered.  Interest- 
ingly, of  the  total  group  18  per  cent  were  alive  five 
years  later,  while  a comparable  figure,  Which  must 
be  reasonably  accurate  since  a registry  exists  and 
lung  cancer  is  reportable,  showed  an  incidence  of  9 
per  cent  survival  at  five  years  in  the  district  as  a 
whole.  There  is  some  clue  here  that  the  finding  of 
lung  cancer  at  an  asymptomatic  stage,  whether  or 
not  it  be  on  a survey  of  urban  population,  hospital 
admission,  pre-employment,  or  check-up  examina- 
tions, can  be  rewarding  to  the  individual  patient. 

There  are  a number  of  surgical  studies  showing 
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FIGURE  1 . Roentgenograms  of  coin  lesion  in  1 947  and  1 949.  Size  of  lesion  doubled  in  two  years. 


that  resected  asymptomatic  lung  cancer  has  a 
better  salvage  rate  than  resected  lung  cancer  in 
general.  Such  a study  is  that  by  Steele  et  al.'  in 
the  Veterans  Administration  Hospitals.  In  lesions 
less  than  6 cm.  in  diameter  they  found  that  94  per 
cent  were  resectable,  79  per  cent  had  not  grossly 
left  the  lung  tissue  itself,  and  38  per  cent  of  the 
patients  were  still  alive  at  five  years.  A somewhat 
similar  study  by  Jackman  et  al.^  at  the  Mayo 
Clinic  showed  in  28  early  cases  that  25  patients 
were  still  alive  four  years  later.  Our  experience 
also  demonstrates  that  patients  with  coin-lesion 
lung  cancer  can  survive  without  additional  cancer 
for  a quarter  of  a century  or  more. 

The  case  in  point  is  that  of  a forty-nine-year-old  non- 
smoking woman  with  a coin  lesion  discovered  in  1947  on 
hospital  admission  for  what  proved  to  be  a benign  breast 
tumor.  The  shadow  had  doubled  in  size  by  1949,  at 
which  time  a simple  pneumonectomy  was  carried  out 
( Fig.  1 ).  The  pathologic  report  was  terminal  bronchiolar 
carcinoma,  and  the  patient  has  had  no  cancer  since. 

'Fhis  statement  is  not  to  be  construed  as  mean- 
ing that  all  coin  lesions  should  be  resected.  I be- 
lieve that  when  the  coin  lesion  is  spherical  and  has 
a central  nidus  of  calcification  or  a peripheral  rim 
it  can  be  observed  (Fig.  2).  I believe  also  that  if 
sequential  films  or  hindsight  films  that  are  a year 
or  two  apart  reveal  no  change  in  size,  it  is  safe  to 
observe  the  coin  lesion.  A single  film  disclosing  a 
coin  lesion  may  uncover  a sluggish  growing  or  a 
wildly  anaplastic  lung  cancer,  hut  long  periods  of 
“observation”  to  determine  rate  of  growth,  occur- 
rence of  metastasis,  or  to  give  sputa  a chance  to  he- 


G = GRANULOMA 
H = HAMARTOMA 
Ca  = CANCER 

FIGURE  2.  Drawing  of  coin  lesion. 


FIGURE  3.  Epidermoid  carcinoma  cell  in  sputum 
specimen. 

come  malignant  will  only  prevent  salvage  of  bor- 
derline or  midmalignant  cancer. 
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A particular  type  of  coin  lesion,  in  my  opinion, 
is  the  so-called  scar  cancer  in  which  the  neoplastic 
process  lies  immediately  adjacent  to  and  in  an  ap- 
parently quiescent  “healed”  granuloma.  In  this 
situation  the  prognosis  also  appears  to  he  more 
favorable  than  in  lung  cancer  in  general,  hut  there 
is  a possibility  of  multicentric  origin.  There  is  1 
patient  in  our  series  in  whom  three  scar  cancers, 
each  adenocarcinoma  in  type,  existed  simultane- 
ously adjacent  to  granulomas  of  histoplasmosis, 
tuberculosis,  and  coccidioidomycosis  in  two  lobes  of 
the  same  lung.  This  patient  survives  seven  years 
after  bilobectomy  without  evidence  of  additional 
lung  cancer  or  metastases. 

Cancer  cells  in  sputum 

Another  currently  difficult  but  presumably 
favorable  area  of  investigation  in  lung  cancer  is  the 
patient  with  cancer  cells  in  the  sputum  but  with  a 
roentgenogram  of  the  chest  showing  negative  find- 
ings.® At  Memorial  Hospital  23  such  patients  have 
been  identified  (Fig.  3).  It  is  difficult  to  identify 
tbe  site  of  cellular  desquamation.  There  is  the 
possibility  that  the  specimen  is  misread  or  comes 
from  another  patient,  but  false  positive  findings 
seem  practically  unknown  in  the  last  decade,  and 
two  or  more  sputum  specimens  with  positive  re- 
sults obviate  the  second  difficulty.  One  has  also  to 
consider  the  possibility  of  origin  from  nasopharynx 
or  laryngopharynx.  The  prime  lesson  we  have 
learned  is  not  to  operate  until  a biopsy  specimen 
has  been  secured  demonstrating  actual  cancer. 
Any  heavy  smoker  should  stop  smoking  so  that  the 
erythema  of  smokers’  bronchitis  will  not  obscure 
the  cancer.  Vital  staining  is  said  to  enhance  the 
contrast  in  color.  I personally  do  not  believe  that 
differential  washings  from  the  two  lungs  safely 
identify  which  side  to  explore  for  persistent  posi- 
tive cytologic  findings.  Another  trap  is  the  real 
possibility  of  two  pathologic  conditions  in  the  chest 
at  the  same  time.  Namely,  there  have  been  in- 
stances of  positive  cytologic  results  thought  to  be 
related  to  a parenchymal  shadow  which  turned  out 
to  be  hamartoma,  tuberculoma,  or  carcinoid  tumor 
but  with  the  primary  lung  cancer  present  elsewhere 
in  that  or  the  other  lung. 

When  investigating  patients  with  positive  cyto- 
logic and  negative  roentgenographic  findings,  there 
may  at  times  be  slight  clues  on  the  roentgenogram, 
and  such  suggestive  areas  can  be  studied  by  bron- 
chogram,  but  we  have  not  found  total  bilateral 
pulmonary  bronchograms  useful.  The  question 
of  how  often  to  reinvestigate  such  patients  is  diffi- 
cult. Insistence  on  too  frequent  check-up  for 
asymptomatic  patients  may  destroy  the  patient- 
physician  relationship.  A realistic  approach  con- 
sists of  sputum  studies,  roentgenograms  of  the 
chest,  and,  hopefully,  bronchoscopy  with  multi- 
ple biopsies  of  all  suspicious  mucosal  changes  at 
three-month  intervals.  If  positive  sputum  per- 


TABLE  II.  Therapy  at  thoracotomy  in  736  explored  patients 


Procedure 

Number 

Per 

Cent 

Postoperative 
Mortality  Rate 
(Per  Cent) 

Resection 

333 

45 

9.2 

Isotope  implantation 

242 

33 

6.0 

None 

161 

22 

2.4 

sists,  do  not  perform  thoracotomy  until  you  are  sure 
of  the  cancer  location. 

Resection  and  exploratory  thoracotomy 

The  problems  of  resectability  and  advisability 
of  exploratory  thoracotomy  are  real  and  difficult 
to  evaluate.  In  one  study  at  Memorial  Hospital 
1,357  microscopically  proved  primary  lung  cancers 
bad  an  exploration  of  562  or  39  per  cent  and  re- 
section of  241  or  18  per  cent.  This  meant  that  45 
per  cent  of  the  explored  patients  did  achieve  re- 
section. 

In  this  group  of  patients,  the  five-year  salvage 
rate  was  27  per  cent  and  the  postoperative  mor- 
tality rate  8 per  cent.  There  are  many  reports  on 
this  subject  with  about  the  same  salvage  rate.  One 
of  the  more  interesting  is  by  Smith'®  who  reported 
a personal  series  over  many  years.  He  has  consis- 
tently resected  95  per  cent  of  the  patients  he  ex- 
plored. The  five-year  salvage  rate  is  still  25  per 
cent,  and  his  postoperative  mortality  rate  is  just  as 
low  or  lower  than  ours. 

There  are  many  reports  designed  to  show  ways 
of  “saving  the  patient  from  an  exploratory  thora- 
cotomy.” One,  for  instance,  from  Seattle  reports 
that  in  almost  100  consecutive  patients  proved  to 
have  clinically  resectable  lung  cancer  laparotomy 
disclosed  20  per  cent  with  infradiaphragmatic  me- 
tastasis." Our  clinical  experience  in  following 
hundreds  of  patients  after  pulmonary  resection  has 
failed  to  disclose  anywhere  near  this  incidence  of 
infradiaphragmatic  metastasis.  It  is  generally  true 
that  resection  improves  quality  of  life  even  for 
those  patients  dying  of  lung  cancer,  because  return 
of  local  symptoms  is  rare.'-  On  the  other  hand,  ex- 
ploratorv'  thoracotomy  with  a failure  to  resect  may 
increase  somewhat  the  debility  of  the  patient. 
Just  the  same,  exploratory  thoracotomy  makes 
sure  of  an  uncertain  diagnosis,  defines  the  exact 
histologic  structure  for  each  patient,  allows  an 
opportunity  for  secondary  treatment,  such  as  iso- 
tope implantation,  and,  at  the  least,  allows  silver 
clip  outline  of  the  exact  tumor  extent  so  that  pal- 
liative irradiation,  if  desired,  can  be  given  post- 
operatively  just  to  the  cancer  and  not  include  large 
areas  of  pneumonic,  infarcted,  or  normal  lung 
tissue.  The  extent  of  resection  obviously  influ- 
ences longevity,  and  our  figures,  like  many  others, 
show  that  at  five  years  patients  whose  cancer  al- 
lowed removal  by  lobectomy  will  have  nearly  a 40 
per  cent  survival,  whereas  those  requiring  total 
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TABLE  III.  Five-year  survivors  treated  by  surgery  for 
carcinoma  of  lung  at  Memorial  Center  1949-1958 


Procedure 

Number 

Per  Cent 

Radical  pneurnonectomy 

49  of  166 

30 

Simple  pneumonectomy 

12  of  64 

19 

Radical  lobectomy 

7 of  21 

33 

Simple  lobectomy 

6 of  38 

16 

Segmental  resection 

0 of  5 

0 

Wedge  resection 

5 of  16 

31 

Other 

8 of  20 

40 

Total 

87  of  330 

26 

lung  removal  just  over  20  per  cent  survival,  and 
those  requiring  removal  of  pericardium,  mediasti- 
nal nodes,  or  chest  wall  will  have  only  about  a 10 
per  cent  five-year  salvage  rate.  The  plea  for  ex- 
ploratory thoracotomy  and  aggressive  resection  is 
based  on  the  experience  of  seeing  such  patients 
with  apparently  marginal  resectable  lesions  alive 
many  years  later  with  good  quality  to  their  lives 
(Table  Hand  III). 

The  effect  of  the  type  of  neoplasm  on  survival  is 
rather  paramount.  At  one  end  of  the  scale  is  the 
squamous  carcinoma,  keratinizing  and  often  exo- 
phytic, that,  even  though  in  a primary  or  secondary 
bronchus  and  marginally  resectable,  provides  an 
excellent  chance  of  long  salvage,  while  at  the  other 
end  of  the  scale  is  the  oat-cell  type  of  lung  can- 
cer for  which  even  the  most  radical  resection  of  a 
small  lesion  very  seldom  leads  to  long  survival. 
The  relation  of  the  pathologic  condition  to  salvage 
is  apparent  from  Table  IV.  It  is  to  be  pointed  out 
that  adenocarcinoma  probably  spreads  by  vein  and 
the  epidermoid  by  lymphatic  channel,  but  the  two 
can  spread  both  ways  and  also  by  direct  extension. 
Currently,  we  note  that  many  bronchogenic  car- 
cinomas are  reported  to  contain  multiple  histologic 
types  in  different  areas  of  the  neoplasm.  The 
evaluation  of  these  variations  in  relation  to  longev- 
ity is  not  at  all  clear.  Furthermore,  the  biologic 
behavior  demonstrated  in  such  matters  as  doubling 
time,  multicentric  sites,  and  duration  of  the 
asymptomatic  phase,  is  not  clearly  related  to  the 
histologic  picture  or  to  Broders’  grading  but  is 
basic  to  the  clinical  prognosis. 

Another  factor  that  has  some  bearing  on  prog- 
nosis is  age.  In  general,  under  the  age  of  fifty  the 
patient  withstands  surgical  procedures  better, 
and  the  biologic  manifestations  do  not  appear  to  be 
as  severe  as  in  older  age  groups.  Between  forty  and 
seventy  years  the  surgical  procedures  are  little  in- 
fluenced by  the  patient’s  age,  but  after  seventy 
there  is  greater  risk,  and  many  reports  have  demon- 
strated the  advisability  of  resecting  less  than  an  en- 
tire lung.''*  'Fhe  size  of  the  cancer  has  often  been 
implicated  as  influencing  prognosis  and,  of  course, 
it  does.  For  instance,  in  a study  of  166  measurable 
lesions  the  salvage  at  five  years  in  lesions  less  than 
2 cm.  in  diameter  was  38  per  cent,  whereas  when 
lesions  were  7 cm.  or  larger,  five-year  survival  was 
17  per  cent.  One  should  point  out,  however,  that 


TABLE  IV.  Relation  of  pathologic  condition  to  five-year 
survival  rate 


Type  of  Neoplasm 

Survival 
(Per  Cent) 

Epidermoid 

30 

Adenocarcinoma 

30 

Terminal  bronchiolar 

20 

Oat  cell 

1 

even  patients  with  large  cancers  can  be  saved. 
The  same  statement  may  be  made  for  those  with 
chest-wall  invasion  when  this  does  not  include  ver- 
tebrae. Here  Ram.sey  and  Cliffton'^  demonstrated 
that  a 10  per  cent  salvage  at  five  years  could  be 
hoped  for  if  the  chest  wall  invasion  did  not  include 
bone  or  intercostal  musculature.  In  the  latter  in- 
stance palliation  was  achieved  but  long  survival 
was  not.  Pericardial  or  even  left  atrial  involve- 
ment need  not  preclude  successful  long-range  sal- 
vage after  resection  even  when  the  pericardial  in- 
vasion includes  the  phrenic  nerve,  but  we  have  not 
seen  long  survival  with  superior  vena  cava  resec- 
tions. I believe  this  is  so  because  for  the  cancer  to 
reach  the  vena  cava  there  must  be  direct  extension 
through  tissues  of  the  mediastinum. 

Lymph-node  metastases 

Finally,  we  come  to  the  subject  of  lymph-node 
metastases.  Luomanen  and  Salsali  have  investi- 
gated the  routes  of  lymphatic  drainage  and  have 
noted  that  when  a supraclavicular  node  in  the 
scalene  area  contains  cancer  metastasis,  the  pri- 
mary site  may  be  in  any  lobe  of  either  lung,  but, 
of  course,  the  most  adjacent  lobes  have  the  highest 
incidence.  For  example,  metastasis  in  the  right 
supraclavicular  node  in  their  study  showed  103 
primary  sites  in  the  right  upper  lobe,  11  in  the  right 
middle  lobe,  18  in  the  right  lower  lobe,  14  in  the 
left  upper  lobe,  12  in  the  left  lower  lobe,  101  in  the 
right  hilum,  and  22  in  the  left  hilum. 

Our  experience,  when  the  scalene  fat  pad  has  not 
contained  gross  cancer,  has  been  a 6 per  cent  yield 
of  positive  findings  on  fat-pad  excision.  Expe- 
rience with  mediastinoscopy  has  been  limited,  but 
we  agree  that  it  can  produce  cancer  diagnosis  when 
the  tissues  of  the  superior  and  right  mediastinum 
are  infiltrated  or  when  a node  in  this  area  con- 
tains extensive  cancer  metastasis''’’"’ 

There  is  a difference  between  metastasis  within 
the  substance  of  a lymph  node  and  metastasis  ex- 
tending from  the  peripheral  sinusoids  of  a node 
into  the  adjacent  tissues.  In  the  latter  instance 
resectional  surgery  is  not  indicated,  but  lymph- 
node  metastasis  alone  is  np  contraindication  to 
radical  surgery,  be  it  lobe  or  lung  removal.  In  our 
experience,  five-year  survival  of  about  40  per  cent 
occurred  after  radical  pneumonectomy,  simple 
pneumonectomy,  and  radical  and  simple  lobec- 
tomy when  no  nodes  contained  cancer  metas- 
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TABLE  V.  Five-year  survival  in  442  isotope  implants 


Procedure 

Survival 
(I’er  Cent) 

No  resection 

3.8 

Partial  resection 

10 

Pancoast  tumor 

17 

tasis. W'hen  mediastinal  nodes  as  well  as  hilar 
nodes  contained  metastatic  deposits,  the  five- 
year  survival  rate  dropped  to  less  than  10  per  cent. 
It  is  interesting  to  note  that  in  the  lobe  in  which 
the  hilar  nodes  were  positive  but  the  mediastinal 
negative  for  neoplasms,  a salvage  of  over  25  per 
cent  was  achieved,  whereas  when  the  lobe  was  re- 
moved without  a mediastinal  dissection  and  the 
hilar  lymph  nodes  were  positive  for  cancer,  the  sal- 
vage rate  was  about  5 per  cent  at  five  years.  A 
study  by  Ramsey  et  al.^^  of  the  years  1952  to  1961 
reveals  five-year  survival  after  simple  pneumo- 
nectomy in  12  per  cent  of  patients  with  nodes  posi- 
tive and  40  per  cent  with  nodes  negative  for  cancer. 
With  radical  pneumonectomy  the  figures  are  25 
and  41  per  cent.  After  simple  lobectomy  these  fig- 
ures are  7 and  27  per  cent  and  after  radical  lobec- 
tomy 18  and  38  per  cent.  This  suggests  that  there 
is  some  value  in  dissection  of  lymph  nodes  along 
with  the  lung,  and  there  is  confirmation  in  reports 
by  Paulson'^  and  Sloan. 

Radiation  therapy 

Radiation  therapy  alone  offers  excellent  pallia- 
tion for  a few  months  for  most  pulmonary  symp- 
toms in  nonresectable  lung  cancer.  Some  salvage 
has  been  achieved  by  the  addition  of  isotopic  im- 
plants either  radon  or  iodine- 125  at  the  time  of 
thoracotomy  when  a less  than  6-cm.  localized  non- 
resectable cancer  is  identified  (Table  V). 

The  use  of  preoperative  irradiation  has  been  dis- 
appointing ever  since  the  first  report  in  1955  by 
Bromley  and  Szur.-**  They  showed  in  66  patients 
that  half  the  specimens  could  be  sterilized,  but 
there  were  increased  complications  and  no  in- 
creased salvage  at  three  years.  Prospective  studies 
in  this  country  by  the  veterans-'  and  university 
hospital  groups--  have  had  similar  disappointing 
results,  but  individual  skillful  surgeons  such  as 
Paulson'®  and  Jensik-®  have  reported  an  increased 
operability  rate  in  marginal  hilar  situations  and 
also  a better  survival  for  patients  with  superior 
sulcus  cancer  when  preoperative  irradiation  is 
followed  by  resection. 

Conclusion 

There  are  definite  contraindications  to  explor- 
atory thoracotomy  in  our  current  state  of  knowl- 
edge. They  include  firm  evidence  of  extrathoracic 
metastasis,  superior  vena  cava  blockage  or  angio- 
graphic evidence  of  direct  invasion  of  the  superior 
vena  cava,  pleural  fluid  containing  cancer  cells, 


paralysis  of  either  vocal  cord,  paralysis  of  the  dia- 
phragm when  phrenic  nerve  involvement  is  not  on 
a resectable  portion  of  the  pericardium,  invasion  of 
the  tissues  of  the  superior  mediastinum,  direct 
invasion  of  the  esophagus,  invasion  of  a vertebral 
body  except  in  the  special  instance  of  superior 
sulcus  tumor,  proved  coronary  artery  occlusion 
within  three  months,  and  insufficient  pulmonary 
reserve  to  support  the  patient  after  the  necessary 
resection. 

On  the  other  hand,  there  are  favorable  factors 
that  enhance  the  chance  for  long  survival.  These 
include  slow  rate  of  growth  as  seen  on  serial  roent- 
genograms, especially  a doubling  time  of  more  than 
twelve  months,  a small  size,  namely,  less  than  3 
cm.  in  diameter,  a low-grade  squamous  or  epider- 
moid cancer  even  though  in  a major  bronchus, 
location  that  allows  lobectomy  rather  than  pneu- 
monectomy, and  an  upper  lobe  rather  than  a lower 
lobe  because  the  drainage  of  lymphatics  is  ceph- 
alad. 

Adverse  factors  are  a size  greater  than  7 cm.,  un- 
differentiated cancer,  rapid  growth,  severe  chest 
pain  even  though  no  obvious  bone  involvement  is 
seen,  short  duration  of  symptoms  especially  pain, 
rapid  change  in  roentgenograms  of  the  chest,  and 
invasion  of  the  chest  wall.  Factors  which  do  not 
appear  to  influence  the  outcome  include  the  side, 
the  sex,  and  perhaps  in  general  whether  or  not  the 
lesion  is  asymptomatic. 

In  1959  Price-^  said  “there  is  every  justification 
for  extending  our  indications  for  surgery  to  include 
such  extensions  of  the  disease  that  are  within  the 
competence  of  removal  for  none  can  judge  at  the 
time  of  operation  which  patient  will  or  will  not 
have  a long-term  survival  apparently  free  from 
disease.” 

755  Park  Avenue 
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SUPERIOR  SULCUS 
TUMORS 

Results  of  combined  therapy 


DONALD  L.  PAULSON,  M.D. 
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Chief  of  Thoracic  Surgery,  Baylor  Hospital 

I am  going  to  speak  very  briefly  about  my  subject, 
giving  you  the  results  to  date  of  combined  therapy 
for  superior  sulcus  tumors,  an  experience  that  goes 
back  to  1956,  fifteen  years  ago.  The  first  2 patients 
are  alive  and  well  today,  1 for  fifteen  years  and 
the  other  fourteen  years;  5 of  the  first  9 have  sur- 
vived more  than  ten  years. 

Definitions 

A superior  pulmonary  sulcus  tumor  is  Fancoast’s 
tumor.  I^ancoast  described  it  as  a tumor  of  the 
apex  of  the  lung,  usually  associated  with  bone  in- 
vr)lvement,  severe  pain  down  the  arm,  and  Hor- 
ner’s syndrome.  He  considered  it  inaccessible  to 
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surgical  removal,  insensitive  to  radiation  therapy, 
and  carrying  a very  poor  prognosis.  Most  people 
died  of  their  tumor  within  a year. 

Pancoast  wrote  two  classical  articles,  one  in 
1924  and  one  in  1932.  It  was  in  the  second  report 
that  he  spoke  of  it  as  a tumor  in  the  superior  pul- 
monary sulcus.  He  did  not  define  this  anatomical- 
ly, but  there  is  a superior  pulmonary  sulcus  made 
by  the  passage  of  the  subclavian  artery  over  the 
apex  of  the  lung  in  the  cupula  of  the  pleura,  and  I 
think  that  this  is  a good  definition  to  keep  in  mind 
because  it  is  somewhat  restrictive  and  specific  in 
our  thinking  and  results.  This  location  explains 
involvement  of  the  lower  trunk  of  the  brachial 
plexus,  the  sympathetic  chain,  its  ribs,  and  verte- 
brae. 

Symptoms 

These  tumors  give  rise  to  a peculiar  set  of  symp- 
toms simply  because  of  their  location  in  the  su- 
perior pulmonary  sulcus  immediately  adjacent  to 
the  first  thoracic  and  eighth  cervical  nerve  roots, 
subclavian  vessels,  sympathetic  chain,  and  the 
stellate  ganglion.  Either  the  ribs  or  vertebrae  are 
frequently  involved  by  direct  invasion,  and  the 
patient  has  severe  pain. 

Characteristically,  most  of  this  tumor  is  outside 
the  lung,  that  is,  60  per  cent  of  the  tumor,  at 
least,  is  an  extension  from  the  lung.  In  the  typical 
case  it  is  located  in  the  cupula  of  the  pleura;  the 
first  or  second  ribs  are  involved  and  absent  pos- 
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teriorly.  ll  produced  characteristic  symptoms: 
pain  down  the  ulnar  distribution  of  the  arm  in  the 
areas  innervated  by  the  first  thoracic  and  eighth 
cervical  nerve  roots  and  Horner’s  syndrome  due  to 
involvement  of  the  sympathetic  chain  and  the 
stellate  ganglion. 

It  is  our  opinion  that  in  any  patient  with  a tumor 
in  the  apex  of  the  lung,  with  severe  pain  going  down 
the  ulnar  distribution,  with  or  without  bone 
destruction,  and  Horner’s  syndrome,  one  is  justi- 
fied in  making  a clinical  diagnosis  of  bronchogenic 
carcinoma  in  the  superior  pulmonary  sulcus  with 
an  accuracy  of  better  than  90  or  95  per  cent.  The 
greatest  errors  in  diagnosis  will  he  tuberculosis 
and  metastatic  neoplasm. 

Lesions  in  this  location  were  considered  inacces- 
sible because  of  involvement  of  the  surrounding 
structures,  but  they  are  frequently  only  locally  in- 
vasive and  do  not  metastasize  until  late.  Fre- 
quently, they  are  low-grade  epidermoid  carcinomas 
or  large-cell  undifferentiated  carcinomas.  We  op- 
erated on  these  people  before  1956,  resecting 
lesions  as  a palliative  procedure  for  severe  pain. 
In  our  experience  with  a large  number  of  patients 
before  1956,  these  people  with  Pancoast  tumors 
did  not  survive  much  more  than  a year  whether 
they  were  treated  by  irradiation  therapy  alone  or 
were  given  no  treatment.  If  they  underwent  re- 
section and  were  followed  up  by  postoperative  ir- 
radiation therapy,  only  3 of  8 survived  over  a year. 
Our  longest  survival  was  twenty-seven  months. 
So  w’e  were  familiar  with  resection  of  tumors  in  this 
location.  We  failed  because  our  resection  was  in- 
complete; the  lymphatics  in  the  perineural 
sheaths  were  involved  by  carcinoma  microscopical- 
ly. These  extensions  are  invisible  to  the  naked 
eye,  and  in  cutting  through  the  nerve  trunks  we 
left  carcinoma  behind.  Invariably  there  was  recur- 
rence locally,  and  the  patient  usually  had  recur- 
rence of  his  pain. 

In  1956  the  first  patient  was  treated  with  pre- 
operative irradiation  not  by  our  own  choice  but  ac- 
cidentally. Since  then,  47  patients  have  com- 
pleted combined  preoperative  irradiation  followed 
by  an  extended  resection;  14  patients  were  inop- 
erable when  originally  seen;  8 patients  became 
inoperable  during  their  radiation  therapy  because 
of  metastases  or  extensive  involvement  of  the 
spine;  and  1 patient  was  nonresectable  at  the  time 
of  surgery,  although  all  of  the  others  were  resect- 
able. Three  patients  refused  surgery,  2 of  whom 
died  within  a year,  and  the  third  has  now  lived 
over  six  years. 

The  first  case,  as  I said,  happened  as  a fortunate 
circumstance.  This  man  came  to  us  having  been 
treated  in  Indiana  for  bronchogenic  carcinoma  in 
the  superior  pulmonary  sulcus  by  means  of  irradi- 
ation therapy  with  orthovoltage.  His  pain  was  re- 
lieved for  a short  period  of  time  but  recurred.  My 
associate  at  that  time,  R.  R.  Shaw,  M.D.,  per- 


formed a radical  resection,  and  the  patient  is  alive 
and  well  today  which  is  now  fifteen  years  later. 

Technic 

The  extended  type  of  resection  is  done  through  a 
high  thoracoplasty  incision,  usually  resecting  the 
first  three  ribs.  As  I said,  more  than  half  of  the 
tumor  is  extrapulmonary,  and  it  involves  the  chest 
wall.  Usually  an  incision  is  made  in  the  third 
interspace,  and  the  limits  of  the  tumor  are  explored 
intrapleurally.  The  third,  second,  and  first  ribs 
are  divided,  the  first  rib  at  the  costochondral 
junction.  The  tumor  is  then  dissected  free  from 
the  subclavian  artery,  although  in  2 cases  it  was 
necessary’  to  resect  the  subclavian  artery  and  put  in 
a graft. 

In  this  area  we  find  the  scalene  muscles,  of 
course,  and  the  lower  trunk  of  the  brachial  plexus 
formed  by  the  junction  of  the  eighth  cervical  and 
first  thoracic  nerve  roots.  Posteriorly,  we  resect 
the  tumor  from  the  spine,  chiseling  away  parts  of 
the  bodies  of  the  vertebrae  if  necessary.  We  find 
we  can  remove  up  to  one  fourth  of  the  body  of  the 
vertebrae  and  have  it  remain  int'act  structurally. 
In  2 cases  we  have  gotten  into  the  dura  with  a leak 
of  spinal  fluid  inadvertently.  We  divide  the 
thoracic  nerve  roots  really  in  the  intervertebral 
foramina  behind  the  dorsal  ganglion  if  possible. 
Usually  the  sympathetic  chain  and  at  least  a por- 
tion of  the  stellate  ganglion  are  removed.  The 
eighth  cervical  nerve  root  is  divided  as  well. 
Usually  a lobectomy  is  done,  although  some  of 
these  tumors  have  been  removed  by  segmental 
resection  on  the  basis  that  the  crux  of  the  problem 
is  at  the  chest  wall. 

Most  of  the  tumor  is  extrapulmonary,  and  due  to 
irradiation  there  is  an  amorphous,  fibrous  pseudo- 
capsule, which  defines  the  limits  of  the  tumor. 
There  is  degenerating  tumor  in  an  intermediate 
zone,  and  it  is  not  until  we  get  deep  within  the 
tumor  that  we  have  typical  carcinoma  microscopi- 
cally. Fibrous  tissue  is  found  in  the  amorphous 
pseudocapsule  and  pyknotic  nuclei  with  fibrosis 
in.  the  deeper  zone,  presumably  remnants  of  de- 
generating carcinoma;  and  it  is  not  until  we  get 
deep  within  the  third  zone  within  the  lung  that  we 
find  carcinoma  identifiable  as  such. 

By  preoperative  irradiation  we  hope  to  localize 
the  tumor  by  actually  sterilizing  or  destroying  the 
tumor  cells  at  the  periphery,  sterilizing  the 
lymphatics,  and  injuring  the  remaining  cells  so 
that,  if  they  are  disseminated  or  implanted,  they 
will  not  grow.  Largely,  I think,  the  beneficial 
effects  are  in  the  form  of  better  localization 
enabling  us  surgically  to  get  closer  to  the  tumor  and 
remove  it  completely.  I am  convinced  that  most 
primary  surgical  procedures  in  this  area  result  in 
incomplete  removal  of  the  tumor,  and  this  is  why 
some  surgeons  use  interstitial  radiation  after  re- 
moving the  tumor. 
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These  then  are  extended  resections  of  class  C 
lesions  according  to  Salzer’s  classification,  a lesion 
with  chest-wall  involvement  due  to  direct  exten- 
sion beyond  the  lung.  We  believe  that  all  patients 
with  chest- wall  involvement  should  be  treated  with 
preoperative  irradiation  to  localize  the  lesions. 

The  dosage  of  irradiation  that  we  use  is  3,000 
rads  in  ten  treatments  over  twelve  days,  which  is 
about  75  per  cent  of  the  cancericidal  dosage  for 
carcinoma  of  the  skin  according  to  the  Strand - 
quist  curve.  The  relationship  between  the  dose  of 
irradiation  given  and  the  reproductive  survival  of 
a population  of  tumor  cells,  the  reproductive  survi- 
val of  any  population  of  cells,  can  be  approximated 
by  an  exponential  function.  Small  doses  sterilize 
a large  proportion  of  the  tumor  cells  without 
necessarily  shrinking  the  tumor  mass.  For  com- 
plete sterilization  higher-dosage  ranges  are  neces- 
sary. It  has  been  our  philosophy,  both  in  superior 
sulcus  tumors  and  hilar  lesions,  that  if  preoperative 
irradiation  is  to  be  used,  it  should  be  given  in 
moderate  dosage  range  to  avoid  the  harmful  effects 
of  excessive  irradiation  which  in  our  experience 
appears  to  occur  in  the  range  of  4,000  rads  or  more. 
Since  resection  of  the  tumor  is  planned  and  larger 
doses  are  not  necessary,  there  is  a good  deal  of 
clinical  and  experimental  evidence  that  smaller 
doses,  even  not  large  enough  to  reduce  the  size  of 
the  tumor,  will  sterilize  a large  proportion  of  the 
carcinoma  cells  and  give  longer  survival  than  either 
irradiation  or  surgery  alone. 

Results 

The  results  in  these  47  cases  reveal  2 operative 
deaths  in  the  period  of  1956  through  1969.  Twelve 
of  32  patients  eligible  survived  at  five  years,  and  7 
of  18  eligible  patients  are  alive  ten  years  or  more. 
We  have  12  of  34  patients  alive  after  four  years. 
This  is  in  marked  contrast  to  our  previous  experi- 
ence with  bronchogenic  carcinoma  in  the  superior 
pulmonary  sulcus  in  which  the  longest  survival  was 
twenty-seven  months  in  a patient  receiving  post- 
operative irradiation.  We  grant  that  with  irradi- 
ation alone,  or  in  some  cases  with  resection  com- 
bined with  interstitial  radiation  or  followed  by 
postoperative  irradiation,  there  may  be  some  pro- 
longed survivors.  We  are  going  to  continue  our 
protocol  as  we  have  established  it  without  tissue 
proof  prior  to  radiation  therapy  but  obtain  tissue 
proof  at  the  time  of  surgery  three  weeks  after  com- 
pletion of  irradiation  therapy.  Our  radiotherapists 
are  willing  to  go  along  with  this,  and  our  accuracy 
of  diagnosis  is  better  than  90  per  cent.  Tissue 
proof  is  obtained  in  all  cases  at  the  time  of  resection 
whether  the  cell  type  is  identified  or  not.  If  tissue 
proof  is  insisted  on  before  irradiation  or  if  it  is 
desirable  in  doubtful  cases  or  inoperable  cases,  it 
may  be  obtained  by  needle  biopsy  or  by  open 


biopsy  of  the  cupula  performed  through  a scalenot- 
omy  incision.  This  is  easy  to  do,  and  we  are 
familiar  with  these  approaches,  but  it  has  been 
our  belief  biopsies  may  interfere  with  the  radio- 
sensitivity of  the  tumor.  Once  the  tumor  is  dis- 
turbed by  surgery,  infection,  hemorrhage,  inter- 
ference with  blood  supply,  and  consequent  lower- 
ing of  oxygen  tension  may  decrease  the  radiosensi- 
tivity of  the  tumor. 

We  make  a clinical  diagnosis,  and  perform 
bronchoscopy  and  mediastinoscopy.  Exploration  j 
of  the  mediastinum  is  particularly  pertinent.  | 
None  of  the  five-year  survivors  had  mediastinal 
nodes  involved.  One  of  them  had  intersegmental 
nodes  involved,  but  the  remainder  had  no  nodes 
involved,  the  problem  existing  only  at  the  chest 
wall.  Only  12  of  the  47  cases  had  nodes  involved; 
half  of  the  cases  had  bone  involvement,  and  3 of 
these  patients  survived  more  than  five  years. 
Bone  destruction  is  a bad  sign,  but  it  does  not 
necessarily  make  the  lesion  nonresectable. 

Most  of  the  lesions  are  epidermoid.  If  the 
patients  survive  three  years,  the  chances  of  sur- 
viving five  years  are  practically  100  per  cent.  In 
the  squamous-cell  group  8 of  20  survived  three 
years.  Of  the  large-cell  undifferentiated  type,  a 
much  smaller  percentage  (3  of  13)  survived  three 
years,  similar  to  the  survival  rate  following  resec- 
tion for  large-cell  undifferentiated  carcinoma  at 
any  site  in  the  lung.  Of  those  with  adenocar- 
cinoma there  was  1 survivor  at  three  years.  There 
were  2 in  which  there  were  ghost  cells  of  carcinoma, 
the  cell  type  being  unidentifiable  but  there  was  I 
little  question  that  they  were  carcinoma.  | 

Conclusion 

We  believe  that  this  experience  now  extending 
back  fifteen  years  has  demonstrated,  even  though 
it  was  not  a controlled  series,  that  survival  in 
superior  sulcus  tumors  may  be  improved  by  pre- 
operative irradiation  followed  by  resection.  We 
are  going  to  continue  this  study,  of  course.  We 
are  cognizant  of  the  fact  that  carcinoma  in  this 
location  follows  the  same  rules  as  in  any  other 
location.  They  are  not  any  different  except  by 
location.  If  mediastinal  nodes  are  involved,  the 
prognosis  is  poor.  Likewise,  if  the  involvement 
locally  is  too  extensive,  the  patients  do  not  survive 
five  years.  It  is  a problem  of  selection.  If  one 
wants  to  improve  the  survival  rate,  he  must  pick 
the  cases  even  more  carefully.  However,  operation  I 
following  irradiation  is  applicable  as  a palliative  J 
procedure  for  the  patients  who  have  severe  pain. 
Many  of  these  patients  get  relief  of  their  pain,  |{ 
although  the  natural  course  of  the  disease  is  un- 
changed.  ji 
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QUESTION  AND 
ANSWER  PERIOD 

Dr.  Fitzpatrick:  Are  there  any  questions  from 
the  floor? 

Voice:  Does  preoperative  irradiation  in  chest- 

wall  involvement  help  in  situations  other  than 
superior  sulcus  tumors? 

Dr.  Paulson:  This  is  a good  question.  I do  not 
think  we  can  answer  that  with  complete  authority. 
At  the  present  time  we  believe  we  have  evidence 
that  the  preoperative  irradiation  is  effective  in 
improving  resection  and  survival  with  involvement 
at  the  chest  wall  whether  it  be  in  the  superior 
pulmonary  sulcus  or  any  level,  and  we  would  treat 
any  lesion  with  involvement  of  the  chest  wall  in  the 
same  way,  3,000  rads  in  ten  treatments  over  twelve 
elapsed  days,  and  do  an  extended  resection  three 
weeks  later. 

.Admittedly  this  is  a class  C lesion.  Class  C 
lesions  are  defined  as  those  with  involvement  of 
adjoining  structures,  chest  wall,  pericardium,  vena 
cava,  and  so  on.  The  survival,  of  course,  is  the 
poorest  of  all  the  lesions  classified  on  the  basis  of 
extent  (A,  B,  and  C),  but  we  believe  that  our 
experience  with  superior  pulmonary  sulcus  and 
also  at  lower  levels  reveals  increased  survival, 
provided,  and  here  again  it  is  very  important,  that 
the  mediastinal  nodes  are  not  involved. 

If  hilar  or  mediastinal  nodes  are  involved  and  the 
lesion  is  class  C,  you  have  two  things  against  you. 
You  have  a stage  2 or  3 lesion  plus  a class  C lesion 
in  which  the  survival  is  diminished,  but  if  you  have 
the  type  of  case,  as  we  had  in  this  superior  sulcus 
series  with  no  nodes  involved,  in  which  12  patients 
survived  after  five  years  you  have  good  reason 
for  preoperative  irradiation.  In  the  other  type 
of  cases  we  would  use  irradiation  based  on  the 
same  general  principle.  A superior  pulmonary 
sulcus  tumor  is  really  an  extended  localized  lesion. 
Given  a lesion  that  is  relatively  localized  if  it  is 
epidermoid  and  a good  type,  a hilar  lesion  for 
instance,  which  just  extends  a little  bit  locally 
and  no  mediastinal  nodes  are  involved,  I would  give 
preoperative  irradiation.  I think  in  our  broncho- 
plasty  series,  in  which  we  use  preoperative  irradi- 
ation, we  have  improved  survival.  We  would  also 
use  it  in  any  case  in  which  w'e  considered  an  ex- 
tended resection.  We  are  conservative  about  ex- 
tended resections,  but  superior  pulmonary  sulcus 
lesions  are  extended  resections  as  are  chest  wall 
lesions  at  another  level. 

K we  are  going  to  do  an  extended  resection  con- 
ceivably resecting  a portion  of  the  vena  cava,  which 
we  have  done  on  occasion  with  good  survival,  and 
if  no  mediastinal  nodes  are  involved  but  there  is 
angiographic  evidence  of  vena  cava  involvement 


preferably  by  an  epidermoid  carcinoma,  not  a 
small-cell  undifferentiated  carcinoma  or  an  adeno- 
carcinoma, we  will  give  that  patient  preoperative 
irradiation  in  preparation  for  resection.  We  are 
selective.  Smith,*  who  talks  about  radical  resec- 
tion and  a 95  per  cent  resectability  rate,  is  just  as 
selective  as  we  are.  Our  resectability  rate  in  cases 
operated  on  is  better  than  90  per  cent.  We  are 
making  an  effort  to  raise  it  to  97  per  cent  by  means 
of  mediastinoscopy,  pulmonary  angiography,  and 
very  careful  selection;  but  20  per  cent  of  our  re- 
sections (1  of  5)  are  extended  resections. 

Question  from  floor:  Dr.  Paulson,  how  do  you 
handle  the  axillary  contents  in  your  radical  opera- 
tion? I assume  sometimes  you  find  the  brachial 
plexus  is  directly  involved  in  the  carcinoma. 

Dr.  Paulson:  We  remove  the  lower  trunk.  We 
cut  the  eighth  cervical  and  first  thoracic  nerve  roots 
behind  the  dorsal  ganglion  in  the  intervertebral 
foramina  and  divide  the  lower  trunk  as  it  joins  the 
rest  of  the  brachial  plexus.  In  a few  cases  we  have 
gone  even  higher,  taking  more  than  the  eighth 
cervical  nerve  root.  There  is  very  little  disability 
with  the  removal  of  these  nerve  roots.  The  man 
who  survived  fifteen  years  says  he  has  very  little 
disability.  His  only  problem  is  playing  poker, 
since  he  has  a little  trouble  dealing  the  cards. 

Question  from  floor:  Were  there  any  in  this 

series  of  superior  sulcus  tumors  that  came  under 
the  full  treatment  that  did  not  include  rib  resec- 
tion, brachial  plexus  resection,  with  or  without 
vessel  resection  in  the  operative  procedure. 

Dr.  Paulson:  They  are  all  resections  of  chest 
wall.  In  several  cases  the  tumor  did  not  extend 
high  enough  to  necessitate  resection  of  the  eighth 
cervical  nerve  root,  but  resection  of  the  first,  second, 
and  third  thoracic  nerve  roots  was  done  in  most 
cases  in  addition  to  the  eighth  cervical  root.  If 
resection  of  at  least  the  first  thoracic  nerve  root 
is  not  involved,  it  is  not  a typical  superior  sulcus 
tumor.  This  is  a special  problem,  would  you 
agree? 

Dr.  Pool:  Yes.  I think  it  is  very  different  from 
other  areas  of  the  lung.  There  are  two  factors  of 
major  difference  between  lung  cancer  elsewhere 
and  superior  sulcus  tumors.  One  is  that  they  ap- 
pear to  grow  more  slowly,  as  I think  Dr.  Paulson 
suggested,  than  primary  lung  cancer  of  the  epider- 
moid type  elsewhere.  The  other  extraordinary 
thing  to  us  is  that  in  the  ones  we  have  exposed 
and  treated  with  isotope  implantation,  there  is 
immediate  relief  of  pain,  suggesting  that  there 
is  a large  edema  factor  in  the  pain  of  these  patients, 
but  it  certainly  is  not  an  irradiation  effect  the  next 
day.  In  other  words,  the  needle  punctures  for  iso- 
tope introduction  may  relieve  tumor  edema  and 
pericardial  edema. 

How  do  you  determine  how  many  vertebrae  to 
resect  to  be  clear  of  the  cancer‘s  Have  you  con- 
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sidered  going  right  down  to  the  dura  and  then 
going  forward  from  that  point? 

Dr.  Paulson:  We  have  exposed  the  dura  and 

have  had  a dural  leak  of  spinal  fluid  on  2 occasions. 
Meningitis  and  high  fever  developed  in  both  of 
them.  One  of  them  is  a ten-year  survivor;  the 
other  died  of  his  carcinoma  a year  or  so  later. 

I believe  we  were  enthusiastic  and  you  could 
not  blame  us;  5 of  the  first  9 patients  are  long- 
term survivors.  We  became  too  enthusiastic  for 
awhile  and  would  go  in  and  tackle  anything  with 
any  extent  of  spinal  involvement.  It  is  my  opinion 
now  that  if  there  is  significant  spine  involvement 
on  the  planograms,  such  as  involvement  of  the 
pedicles  or  the  body  or  the  lamina,  I will  probably 
be  satisfied  to  have  the  radiotherapist  carry  on 
curative  therapy  for  that  lesion  and  bow  out,  be- 
cause I think  there  is  going  to  be  more  bone  in- 
volvement than  one  sees  on  the  roentgenogram  in 
that  instance. 

With  only  3 patients  with  bone  involvement 
surviving  more  than  four  or  five  years,  I think  we 
are  justified  in  being  conservative.  However,  if 
the  bone  involvement  is  further  away  as  in  trans- 
verse processes  or  ribs  and  we  can  get  around  it, 
we  will  consider  it  resectable. 

In  some  cases  very  beneficial  effects  of  radio- 
therapy occur,  such  as  reconstitution  of  the  rib  or 
the  bone.  These  cases  may  be  favorable,  but  we 
are  less  enthusiastic  about  resecting  vertebrae  than 
formerly,  although  we  have  found  we  could  resect 
up  to  one  fourth  of  the  body  with  no  structural 
damage. 

Dr.  Pool:  Have  you  resected  any  vertebral 

bodies  further  down?  Do  you  have  any  enthusiasm 
for  that  now? 

Dr.  Paulson:  Not  very  great. 

W.  A.  Cook,  M.D.:  Dr.  Paulson,  I talked  to  this 
group  about  a year  and  a half  ago  about  the  trans- 
thoracic approach  to  the  spine;  and  since  the  last 
time  I spoke  to  you,  I have  operated  on  2 people 
who  had  direct  extension  into  the  spine  from  su- 
perior sulcus  tumors.  In  only  1 of  those  patients 
had  the  superior  sulcus  tumor  had  prior  irradia- 
tion. That  patient  was  operated  on  in  February 
of  this  year.  I resected  all  of  two  vertebral  bodies 
as  far  over  as  I could  reach  because  I was  in  on  the 
opposite  side.  That  woman  is  still  alive  and  still 
shows  neurologic  improvement.  The  other  pa- 
tient, who  did  not  have  irradiation,  had  a very 
rapid  recurrence  of  his  local  disease,  had  neurologic 
compression,  and  died.  Therefore,  I am  not  al- 
together certain  that  if  you  are  willing  to  go  in 
and  really  take  out  the  whole  body  and  do  a formal 
graft  of  the  spine,  that  that  is  not  a possibility. 

Dr.  Paulson:  1 do  not  think  I would  advocate 

that  procedure  at  the  level  of  the  first  or  .second 
thoracic  vertebra.  I think  by  irradiation  alone 
one  can  dr)  just  as  well. 

Voice:  How  would  yr>u  handle  the  patient  with 


epidermoid  carcinoma  of  the  right  upper  lobe  with 
mediastinal  node  involvement? 

Dr.  Kirschner:  I mentioned  in  the  last  part  of 
my  presentation  that  in  patients  with  positive 
nodes  in  the  mediastinum,  in  whom  everything  else 
looks  favorable,  we  have  employed  preoperative 
irradiation  followed  by  resection.  One  of  the  11 
had  epidermoid  carcinoma.  He  underwent  a right 
upper  lobectomy  after  radiotherapy  a few  months 
ago.  Nine  of  the  11  patients  had  adenocarcinoma 
and  1 oat-cell  carcinoma. 

At  surgery  after  radiotherapy  we  have  not  done 
a formal  “radical”  mediastinal  dissection  of  the 
nodes.  We  have  tried  to  biopsy  the  mediastinum, 
obtaining  evidence  of  persistent  carcinoma  in  4 
of  the  cases,  despite  carrying  the  radiation  to  as 
high  as  5,000  to  6,000  rads.  Furthermore,  the 
mediastinum  does  not  lend  itself  technically  to  a 
good  radical  dissection  because  of  the  fibrosis  from 
the  previous  mediastinoscopy  and  the  reaction  to 
radiotherapy.  We  believe  that  radiotherapy  can 
do  a better  job  on  the  nodes  than  surgery.  Hence 
our  resection  can  generally  be  described  as  “sim- 
ple” rather  than  “radical.  ” 

A.  E.  Bloomberg,  M.D.:  What  is  the  indica- 
tion for  simple  resection  if  you  know  you  are  leav- 
ing lymph  nodes  behind? 

Dr.  Kirschner:  The  indication  is  that  we  hope 
radiation  will  take  care  of  the  mediastinal  nodes 
we  leave  behind.  This  idea  is  reinforced  by  the 
knowledge  that  sometimes  contralateral  nodes, 
which  we  could  not  remove  even  if  we  were  to  try, 
are  known  to  have  been  involved. 

Dr.  Paulson:  I think  one  has  to  individualize. 

I think  it  is  not  the  mere  finding  of  a mediastinal 
node,  although  the  anatomic  location  is  important 
as  is  the  cell  type,  but  it  is  also  the  significance  of 
the  finding  of  that  node  which  has  about  a 90  per 
cent  correlation  with  vascular  dissemination.  It 
means  it  has  already  disseminated  even  though  the 
node  is  technically  resectable.  This  is  an  argu- 
ment used  against  mediastinoscopy.  But  what  is 
your  survival  rate  going  to  be?  Delarue,  Sanders, 
and  Silverberg^  in  Toronto,  have  no  known  sur- 
vivors after  two  years  when  high  peritracheal  nodes 
are  involved,  regardless  of  cell  type.  We  have 
none.  We  have  10  per  cent  survival  with  or  with- 
out preoperative  irradiation  with  stage  3 lesions 
(media.stinal  nodes  involved)  five  years  after  re- 
section. The  locations  of  involvement  were  low 
peritracheal  nodes,  in  the  region  of  azygous  nodes, 
anterior  sub  carinal  nodes,  or  low  tracheobronchial 
nodes.  There  is  also  a difference.  I would  like  to 
hear  Dr.  Auerbach’s  opinion  on  this,  but  it  is  my 
understanding  that  the  Swedish  pathologists  have 
shown  a significant  difference  in  breast  carcinoma, 
gastric  carcinoma,  and  lung  cancer,  depending  on 
intranodal  or  perinodal  metastases. 

The  prognosis  is  ten  times  better  if  it  is  intra- 
nodal than  if  it  is  perinodal,  and,  of  course,  this  is 
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logical  if  the  carcinoma  has  broken  through  the 
capsule.  The  mortality  rate  is  higher,  too.  If  the 
metastasis  is  a single  localized  lesion  in  the  right 
location  and  of  the  right  cell  type,  it  may  he  oper- 
able. It  is  my  opinion  that  oat -cell  carcinomas 
should  not  have  surgical  procedures  but  can  be 
treated  better  by  radiotherapy.  Randomized 
series  in  England  have  shown  this,  with  longer 
survival  in  the  group  treated  by  irradiation  than 
with  surgery.  You  escape  about  a 10  per  cent  sur- 
gical mortality  rate  at  least,  and  the  quality  of 
survival  is  better.  The  patient  then  has  two  lungs 
instead  of  one  lung,  and  two  gills  are  always  better 
than  one. 

Dr.  Auerbach:  I would  like  to  talk  not  only  on 
this  subject,  but  also  on  the  two  questions  Dr.  Pool 
raised  during  his  discussion.  For  a long  time, 
the  Veterans  .Administration  Hospital,  where  we 
have  an  epidemic  of  lung  cancer,  we  did  bilateral 
scalene  lymph-node  removal,  and  the  interesting 
result  was  that  while  we  may  have  had  1 or  2 cases 
of  a positive  scalene  lymph-node  secondary  to  a 
squamous-cell  carcinoma,  positive  lymph  nodes 
were,  by  and  large,  oat-cell  carcinomas;  a few  cases 
were  adenocarcinoma.  When  we  had  carcinoma  of 
the  lung  and  negative  findings  in  scalene  lymph 
nodes,  it  was  generally  in  a case  of  squamous-cell 
carcinoma.  I think  that  that  tells  pretty  much 
the  stor\-  you  gentlemen  have  just  been  talking 
about.  Squamous-cell  cancer  tends  to  be  exocrit- 
ic; in  other  words,  the  tumor  remains  localized  in 
this  one  area.  More  frequently  it  is  present  in  the 
major  bronchi  and  has  little  tendency  to  spread 
beyond  the  regional  lymph  nodes  so  that  your 
modalities  of  treatment  are  greater;  you  have  a 
greater  opportunity  there  than  you  would  have 
with  oat-cell  carcinoma. 

As  far  as  breaking  through  the  capsule  is  con- 
cerned, the  first  lymph-node  metastases  go  right 
into  the  peripheral  sinuses  and  then  into  the  re- 
mainder of  the  lymph  node.  When  metastases 
get  out  beyond  the  capsule,  they  have  broken 
through,  and  you  have  a mass  of  lymph  nodes  in- 
volved in  a hopeless  situation. 

Dr.  Pool,  you  talked  before  of  peripheral  car- 
cinoma. The  interesting  thing  is  that  those  men 
who  reported  on  peripheral  carcinomas  of  the  lung, 
by  and  large  reported  them  as  adenocarcinomas. 
This  is  rather  interesting  because  there  you  would 
expect  to  find  the  worst  prognosis.  However,  sur- 
geons say  they  have  had  the  best  or  at  least  good  re- 
sults in  resection.  The  question,  of  course,  arises 
in  the  periphery  associated  with  a scar.  You  do  not 
have  the  diffuseness  you  have  in  a middle  involve- 
ment or  in  a hilar  area  where  adenocarcinoma  can 
quickly  get  into  lymphatic  channels. 

Then  you  talk  of  classification.  I am  in  a Veter- 
ans Administration  lung  cancer  chemotherapy 
group  in  which  three  of  us  have  examined  about 
8,000  slides.  After  about  ten  years  we  still  have 


difficulties,  and  we  are  supposed  to  be  the  so-called 
experts.  We  can  all  diagr.ose  oat-cell  carcinoma; 
we  get  100  per  cent  on  that.  We  can  all  diagnose 
squamous-cell  carcinoma  with  keratinization. 
When  we  come  to  large  cells  we  have  difficulty. 
Some  will  call  it  a squamous  cell;  some  will  call  it 
an  undifferentiated  large  cell;  and  some  will  put  it 
into  a large-cell  group. 

Then  there  is  the  type  of  carcinoma  with  a ve- 
siculated  cytoplasm,  and  you  do  not  know  whether 
you  are  dealing  with  a renal-cell  carcinoma  or  a 
carcinoma  of  the  lung.  I would  say  that  as 
pathologists  we  can  agree  on  the  extremely  well- 
differentiated  forms,  oat-cell,  squamous-cell,  and 
adenocarcinoma;  but  in  poorly  differentiated 
glandular  carcinoma  in  which  you  have  to  do 
special  stains,  you  have  difficulty.  Some  patholo- 
gists will  call  it  large  cell;  some  will  call  it 
squamous  cell;  and  if  you  have  a special  stain,  you 
are  dealing  with  adenocarcinoma.  I think  it  is  im- 
portant to  know  the  cell  type  since  drug  therapy 
may  be  specific.  As  pathologists  we  do  not  as  yet 
consider  ourselves  completely  reliable  as  to  the 
diagnosis  of  the  cell  type. 

Voice:  Is  electron  microscopy  of  value  in  dif- 

ferentiating epithelial  tumors? 

Dr.  Auerbach:  We  have  just  started  doing 

electron  microscopy  in  this  direction,  and  in  re- 
viewing the  literature  nothing  definite  has  been 
done  on  poorly  differentiated  carcinoma. 

Voice:  I mean  epidermoid  tumors  as  compared 
with  others. 

Dr.  Auerbach:  Possibly  with  an  epidermoid 

tumor  you  have  an  increase  in  desmosomes  and 
keratin.  However,  in  areas  where  these  are  not 
abundant,  you  may  also  have  indication  of  mucin 
secretion.  Stoebner  et  al.^  in  a study  of  anaplastic 
bronchial  carcinoma,  postulate  that  when  neither 
keratinization  nor  regression  to  anaplastic  car- 
cinoma occurs,  a basic  cell,  the  undifferentiated 
columnar  cell  common  both  to  anaplastic  and 
epidermoid  tumors,  may  give  rise  to  adenocar- 
cinoma. In  these  classifications  a great  deal  of 
study  must  be  made. 

Dr.  Bloomberg:  I was  surprised  that  my  own 

impression  regarding  epidermoid  going  to  scalene 
nodes  is  certainly  much  higher  than  you  implied. 
You  may  have  an  epidemic  over  there  of  car- 
cinoma, but  it  is  a very  peculiar  one.  I think  that 
in  my  own  cases,  I see  as  many  epidermoid  scalene 
metastases  as  adenocarcinoma. 

Dr.  Paulson:  I think  it  is  true  that  in  general 

one  third  of  the  epidermoid  carcinomas  have 
either  no  lymph-node  metastases  or  at  the  most 
intralobar-node  metastases  in  our  experience. 

Dr.  Bloomberg:  I say  if  there  is  metastasis  in 
the  scalene  lymph  nodes,  the  carcinoma  is  inoper- 
able. As  I try  to  recall  my  experience,  I see  almost 
as  many  with  epidermoid  as  any  other  cell  type. 

Dr.  Paulson:  The  same  thing  is  true  in  the 
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mediastinum.  The  yield  in  oat-cell  carcinoma  by 
mediastinoscopy  is  about  80  per  cent  of  cases  or 
better,  and  I think  with  the  second  interspace 
approach  that  it  can  be  90  or  95  per  cent.  The 
yield  in  large-cell  undifferentiated  carcinoma  is 
about  65  to  70  per  cent,  and  this  is  contralateral 
spread  or  bilateral  spread.  In  epidermoid  car- 
cinoma the  yield  is  less  than  that,  only  40  to  50 
per  cent,  and  it  is  usually  on  the  same  side;  it  is 
not  contralateral.  There  is  a difference  I think  in 
the  location  of  the  nodes  involved  as  well. 

Dr.  Kirschner:  I want  to  ask  Dr.  Auerbach  a 
question.  I believe  that  all  of  your  material  is 
based  on  finding  squamous-cell  carcinoma  in 
smokers.  Is  that  correct? 

Dr.  Auerbach:  No.  Some  was  on  people  who 
did  not  even  have  cancer. 

Dr.  Kirschner:  Do  all  the  patients  with  cancer 
who  smoke  have  squamous-cell  carcinoma? 

Dr.  Auerbach:  No.  Oat-cell,  adenocarcinoma, 
and  broncho-alveolar  carcinoma  may  occur. 

Dr.  Kirschner:  Are  you  implying,  when  you 

talk  about  the  effect  of  cigaret  smoking,  that  it 
does  not  make  any  difference  what  the  cell  type  of 
the  developing  carcinoma  turns  out  to  be? 

Dr.  Auerbach:  Yes. 

Dr.  Kirschner:  There  appears  to  be  a current 
belief  that  the  “smoker’s  cancer”  is  squamous, 
while  nonsmokers  and  old  women  have  mainly 
adenocarcinoma. 

The  question  about  cell  type  also  comes  up  de- 
pending on  the  pathologist  reading  the  slide.  As 
a matter  of  fact  we  even  had  1 patient  whose  lymph 
node  obtained  at  mediastinoscopy  I cut  in  half, 
sending  one-half  for  frozen  section  and  dropping 
the  other  half  in  formalin  for  paraffin  section.  The 
first  half  was  ultimately  embedded  in  paraffin. 
Each  half  was  reported  by  a different  pathologist. 
One  report  on  the  chart  reads  “adenocarcinoma” 
and  the  other  “squamous-cell  carcinoma”;  and 
they  are  both  from  the  same  lymph  node. 

The  next  point  about  cell  type  which  I would  like 
to  question  is  arriving  at  a decision  based  on  the 
report  of  a small  biopsy.  Admittedly,  carcinoma 
of  the  lung  is  often  pleomorphic;  you  can  pluck  a 
small  fragment  from  one  area  and  it  will  look  like 
“oat-cell,”  while  another  area  will  look  like  some- 
thing else.  If  you  classify  the  whole  tumor  by  what 
the  little  fragment  appears  to  be,  yo\i  will  be  con- 
fused. 

Concerning  the  use  of  radiotherapy  based  on  cell 
type,  many  people  believe  that  certain  types  of 
lung  cancer,  namely  squamous,  are  more  likely  to 
respond  to  radiotherajjy  than  adenocarcinoma. 
Per.sonally  I believe  that  the  type  of  tumor  that 
resf)onds  to  radiotherapy  is  the  type  that  responds 
to  radiotherapy,  d'his  facetious  and  redundant 
way  of  expressing  it  means  that  if  radiotherapy  is 
to  be  ii.sed,  the  cell  tyj)e  should  not  be  the  deter- 
mining factor  in  its  use.  One  never  knows  in 


advance  what  the  response  will  be,  with  the  pos- 
sible exception  of  oat-cell  carcinoma  which  re- 
sponds brilliantly,  locally,  as  a rule,  while  dis- 
semination proceeds  apace. 

I am  becoming  somewhat  of  an  agnostic  about 
classic  pathologic  study,  and  I think  that  the 
hematoxylin-eosin  stain  will  ultimately  be  dis- 
carded in  favor  of  a different  means  of  classifica- 
tion. For  example,  cells  and  tissues  may  be  classi- 
fied according  to  enzyme  systems,  and  based  on 
such  a classification  chemotherapy  and  radio- 
therapy can  be  logically  prescribed  depending 
on  the  resistance  or  response  of  the  particular 
enzyme  system  to  the  therapeutic  agent.  I think 
that  while  we  have  amassed  a tremendous  body  of 
information  based  on  the  hematoxylin-eosin  stain, 
it  has  gone  as  far  as  it  can  go.  Do  you  agree? 

Dr.  Auerbach:  All  you  are  doing  is  proving 

what  I said  before. 

Dr.  Pool:  I just  want  to  go  back  to  the  medi- 

astinum for  a minute  because  it  is  such  an  interest- 
ing area.  I think  a very  important  point  was  made 
as  to  whether  the  biopsy  is  actually  in  the  node  or 
outside  of  the  node,  and  to  me  this  is  a very  valu- 
able aspect  of  mediastinoscopy  or  Chamberlain’s 
anterior  mediastinotomy.^  The  next  comment  has 
to  do  with  the  extent  of  a nodal  dissection,  and  we 
know  full  well  from  other  areas,  such  as  breast, 
head,  and  neck,  that  your  favorable  results  are  in 
those  cases  in  which  you  remove  the  packet  of 
nodes  beyond  the  metastasis,  so  that,  along  with 
Dr.  Paulson,  we  have  now  perhaps  a 10  per  cent 
five-year  salvage  in  patients  with  radical  resec- 
tions and  metastases  in  mediastinal  as  well  as  in 
hilar  nodes.  Those  patients  with  hilar  nodes  posi- 
tive for  cancer  and  mediastinal  nodes  negative  for 
cancer  have  10  to  15  per  cent  better  five-year  sal- 
vage when  the  mediastinum  is  block  dissected 
along  with  involved  lung  than  when  the  involved 
portion  of  lung  alone  is  removed. 

I think  you  can  do  a block  dissection  of  the 
mediastinal  packet  so  that  you  can  get  beyond  the 
node  that  has  the  deposit  and  get  the  next  area 
of  infiltration.  In  our  experience  with  preoperative 
irradiation  we  think  that  you  can  still  do  a block 
dissection  in  the  mediastinum  after  radiation. 

One  other  point  has  to  do  with  the  oat  cell. 
Many  of  our  diagnoses  are  made  on  cytologic  speci- 
mens, which  can  be  helpful,  although  in  the  supe- 
rior sulcus  group  our  yield  has  been  very  poor.  We 
have  had  the  experience  of  having  written  off  a 
patient  as  having  oat-cell  cancer  and  therefore 
not  a candidate  for  surgical  intervention  because 
of  cytologic  findings  positive  for  oat  cell,  later  to 
find  he  really  had  an  epidermoid  lesion.  This 
patient  has  perhaps  been  denied  curative  surgery 
ba.sed  purely  on  a cytologic  report,  so  we  are  now 
leery  about  that. 

Dr.  Paulson:  Mediastinoscopy  would  help  it. 

Dr.  Pool:  1 think  it  might,  yes. 
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Dr.  Paulson:  I agree  that  I would  do  as  radical 
a resection  as  I would  otherwise  do  without  pre- 
operative irradiation,  and  we  predicate  our  resec- 
tion on  the  basis  of  our  findings  before  preoperative 
irradiation,  rather  than  after.  Admittedly  it  is  dif- 
ficult sometimes  to  dissect  these  areas.  I can  re- 
call some,  but  I think  it  is  very  worth  while. 

Dr.  Kirschner:  The  problems  of  recurrence  we 
have  had  in  patients  undergoing  simple  resection 
after  preoperative  irradiation  of  the  mediastinum 
are  hematogenous  dissemination  for  the  most  part. 
Tumor  does  not  appear  to  recur  clinically  or  grow 
in  the  irradiated  mediastinum.  Death  usually 
results  from  brain,  bone,  or  liver  metastases,  rather 
than  thoracic  recurrence. 

Dr.  Fitzpatrick:  I am  sure  that  there  are  many 


other  questions  in  relation  to  cigaret  smoking  and 
cancer  and  antibiotics  and  cancer.  All  of  the  an- 
swers, I am  afraid,  will  not  be  given  this  afternoon. 
I would  like  to  thank  Dr.  Auerbach,  Dr.  Kirschner, 
Dr.  Pool,  and  Dr.  Paulson  for  participating  with  us 
in  this  panel  discussion. 
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It  is  apparent  to  women  who  start  taking  oral 
contraceptives  that  these  drugs  affect  their  breasts. 
They  note  fullness  of  the  breasts  and  often  some 
increase  in  size;  they  note  discomfort,  particularly 
in  the  week  preceding  menstruation;  their  nipples 
and  areolas  become  darker.  In  general,  the 
changes  mimic  those  that  accompany  early  preg- 
nancy. The  symptoms  are  usually  more  notice- 
able in  the  first  few  months  after  the  medication  is 
started.  Occasionally,  the  discomfort  is  severe 
enough  to  prompt  discontinuance  of  the  drug. 
The  fullness  and  firmness  of  breast  tissue  in  pa- 
tients taking  oral  contraceptives  frequently  are 
distinctly  lobular  and  nodular.  Distinguishing 
these  changes  from  a true  tumor  may  be  difficult, 
although  the  changes  induced  by  the  medication 
usually  regress  after  the  drug  is  stopped. 

Functional  changes 

Other  functional  changes  in  the  breast  have  been 
noted.  Galactorrhea  has  been  described  in  parous 
patients  using  contraceptive  medication.'--  Ga- 
lactorrhea has  also  been  noted  in  nulliparous 
women  who  have  prolonged  amenorrhea  following 
discontinuance  of  contraceptive  medication.'^ 
'Fhere  is  some  impairment  of  normal  lactation  with 
decreased  duration  of  nursing  and  decrease  in  both 
total  quantity  as  well  as  the  protein  and  fat  content 
of  the  milk.’  ’’  The  effects  are  more  pronounced 
with  pills  containing  larger  amounts  of  estrogens; 
they  are  also  more  pronounced  if  the  medication  is 
started  shortly  after  delivery. 

Gontraceptive  pills  have  not  been  used  widely 
for  a long  enough  time  for  us  to  know  how  they  in- 
fluence the  dysplastic  changes  in  the  breasts  that 


occur  in  many  women  prior  to  the  menopause. 
Some  have  suggested  that  these  changes  may  in- 
deed be  less  marked  through  the  influence  of  the 
progestins  in  the  pill.  Others  have  suggested  that 
they  are  aggravated  by  the  estrogens  in  the  pill. 
Cysts  of  the  breast  show  a peak  incidence  just  prior 
to  the  menopause;  they  are  rare  in  women  under 
thirty  years  of  age  and  extremely  rare  after  the 
menopause  is  fully  established.  Persistence  of 
cysts  after  the  menopause  is  almost  always  associ- 
ated with  estrogen  medication.  The  tendency 
toward  cyst  formation  subsides  when  the  medica- 
tion is  withheld.  Cystic  disease,  particularly 
multiple  small  cysts,  makes  diagnosis  of  a coinci- 
dent breast  cancer  difficult  both  by  clinical  and 
radiographic  methods. 

Structural  changes 

In  addition  to  these  functional  changes,  there  is 
evidence  of  structural  change.  “Florid  breast 
fibroadenomas”  have  been  described  by  Golden- 
berg,  Wiegenstein,  and  Mollet'  who  reported  7 such 
cases.  They  noted  the  tumors  to  be  very  cellular 
with  deep  ductal  infolding  and  conspicuous  secre- 
tory activity.  They  were  distinctly  different  from 
the  fibroadenomas  ordinarily  seen  in  young 
women.  These  observations  are  consistent  with 
the  clinical  impression  of  rapid  growth  of  fibro- 
adenomas in  women  on  the  pill. 

Other  structural  changes  have  not  been  noted. 
Biopsies  do  not  show  any  clear-cut  change  in  the 
histologic  picture  of  the  breast.  In  particular, 
although  the  pill  has  been  used  by  millions  of 
women  over  the  past  ten  years,  there  are  no  reports 
of  any  malignant  neoplasms  that  could  be  at- 
tributed to  their  use. 

Potential  hazards  of  pill 

In  spite  of  this  negative  evidence,  concern  has 
been  expressed  about  potential  hazards  of  long- 
term use.  This  concern  is  stimulated  by  what  is 
known  of  the  effects  of  estrogens  on  breast  cancer. 
The  contraceptive  pills  are  mixtures  of  estrogens 
and  various  progesterone-like  compounds.  The 
progestins  may  modify  the  effect  of  the  estrogens, 
but,  in  the  absence  of  direct  evidence  of  the  effects 
of  the  mixture,  one  must  consider  the  potential 
hazards  of  each  ingredient  separately.  Let  us  re- 
view what  is  known  of  the  effects  of  estrogens  and 
progestins  on  breast  cancer. 

Estrogens  can  stimulate  the  occurrence  of  breast 
cancer  in  several  species  of  animals  although  not  in 
others.^  Usually,  to  initiate  breast  cancer  one 
must  use  a strain  with  a high  incidence  of  spon- 
taneous breast  cancer  and  must  use  large  continu- 
ous doses  of  estrogens,  far  above  physiologic  doses. 
One  cannot  say  whether  or  not  smaller  doses  or 
intermittent  doses  would  have  the  same  effect 
although  at  a decreased  frequency.  Until  recently 
the  evidence  for  a similar  effect  in  man  was  equiv- 
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While  physical,  functional,  and  structural  chanf<es 
occur  in  the  breast  during  contraceptive  medication, 
there  are  no  reports  of  any  malignant  neoplasms 
that  could  be  attributed  to  the  use  of  the  pill.  How- 
ever, concern  has  been  expressed  about  potential 
hazards  of  long-term  use.  Reported  results  in  1,500 
women  over  a three-year  period  showed  no  breast 
cancer,  but  obviously  this  is  too  small  a group  fol- 
lowed for  too  short  a time.  A plea  is  made  for  the 
lowest  dose  of  estrogen  that  is  effective  and  that 
women  on  the  pill  be  given  periodic  examinations 
of  their  breasts. 


ocal.  (’ancer  of  the  breast  was  noted  in  males 
who  had  received  large  doses  of  estrogens  as  treat- 
ment for  carcinoma  of  the  prostate,  but  the  true 
incidence  has  not  been  determined.-'  Some  of 
these  breast  tumors  are  thought  to  be  metastatic 
from  the  prostate. 

Recently,  Symmers'"  rej)orted  the  history  of  2 
male  transvestites  both  genetically  male.  At 
about  twenty-five  years  of  age  they  were  each  oper- 
ated on  to  change  the  external  evidence  of  their 
gender.  They  were  treated  by  castration  includ- 
ing bilateral  orchiectomy.  They  were  then  given 
large  do.ses  of  estrogens.  After  five  years  a rapidly 
progressive  carcinoma  of  the  breast  developed  in 
each  from  which  they  died.  This  observation  is 
particularly  significant,  since  cancer  of  the  male 
breast  is  virtually  unknown  under  the  age  of  thirty. 

Statistical  studies  have  demonstrated  that 
breast  cancer  is  significantly  less  frequent  in 
women  who  have  been  subjected  to  oophorectomy 
before  the  age  of  forty.  The  relative  risk  reduction 
ranged  from  40  to  60  per  cent."  '-  Similarly, 
oophorectomy  causes  remission  in  40  per  cent  of 
premenopausal  women  with  metastatic  breast 
cancer.  Administered  estrogen  will  often  cause 
exacerbation  of  metastatic  breast  cancer  if  given  to 
women  less  than  five  years  after  the  menopause. 
On  the  other  hand,  older  women  with  metastatic 
breast  cancer  will  show  a 30  to  40  per  cent  remis- 
sion rate  from  estrogens  in  large  doses.  Primary 
tumors  may  even  disappear  in  women  in  the  eighth 
and  ninth  decades.  The  explanation  for  this 
dichotomy  may  be  that  there  are  two  varieties  of 
breast  cancer,  one  that  arises  in  an  estrogen-rich 
environment  and  regresses  when  estrogens  are  re- 
moved and  the  other  that  arises  in  an  estrogen- 
poor  environment  and  regresses  when  estrogens  are 
added. 

Evidence  against  a role  for  estrogens  in  the  usual 
doses  in  the  causation  of  breast  cancer  are  the  fol- 
lowing: the  age-specific  prevalence  of  breast 

cancer  increases  with  age  beginning  at  puberty; 
it  then  rises  abruptly  to  the  menopause  and  then 
continuously,  although  more  slowly,  throughout 
the  remaining  lifetime.  The  absence  of  a decrease 
in  rate  after  the  menopause  argues  against  estro- 
gens being  the  cause  of  breast  cancer  unless  either 
there  is  a very  long  latent  period  or  there  are  indeed 
two  varieties,  one  estrogen  dependent  and  the 
other  not. 

Estrogens  in  menopause 

In  spite  of  the  consumption  of  enormous 
amounts  of  estrogens  by  millions  of  women  over 
the  past  thirty  years  as  treatment  for  menopausal 
symptoms  or  for  osteoporosis,  there  is  no  evidence 
that  persons  so  treated  show  a higher  incidence  of 
breast  cancer.  The  published  evidence  shows  the 
same  or  even  a lower  incidence  than  would  be  ex- 
pected in  a similar  population  without  estrogen 


treatment.  The  available  studies  indicate  no 
breast  cancer  in  1,400  women  receiving  estrogens 
for  from  five  to  twenty-five  years."*’"  The  quality 
and  completeness  of  the  follow-up  is  not  described. 
Since  one  would  anticipate  but  1 or  2 cases  per  year 
in  a group  of  this  size,  any  losses  to  follow-up  could 
well  obscure  any  effect.  The  data  have  also  been 
criticized  as  not  including  a sufficient  number  of 
patients  over  a long  enough  time  interval.'^  Re- 
cently a single  large  group  was  described  by  Gray."* 
It  consisted  of  1,001  postmenopausal  patients  with 
an  average  of  five  years  of  follow-up;  8 carcinomas 
of  the  breast  were  noted.  This  is  precisely  the 
incidence  to  be  expected  in  this  age  group  in  this 
time  interval  using  the  rates  observed  in  the  Con- 
necticut Cancer  Registry. 

Progesterones  and  breast  cancer 

Progesterones,  on  the  other  hand,  have  not  been 
noted  to  be  carcinogens  in  either  man  or  animals. 
Patients  with  metastatic  breast  cancer  show  a 10 
to  20  per  cent  remission  rate  on  treatment  with 
various  progestins. 

Although  about  10  million  women  have  used 
contraceptive  pills  over  the  past  ten  years,  there  is 
as  yet  no  evidence  of  any  increase  in  breast  car- 
cinoma in  such  women.  There  are,  however,  no 
careful  follow-up  studies  of  significant  duration. 
It  has  been  estimated  that  because  of  the  normal 
low  incidence  of  breast  carcinoma  in  young  women, 
observation  over  a four-year  period  of  15,000  to 
20,000  women  would  be  needed  to  demonstrate  a 
twofold  increase  in  the  incidence.*’  Since  there 
might  be  a significant  latent  period  before  breast 
cancer  becomes  manifest,  the  study  might  have  to 
continue  for  many  more  years  Reported  results 
of  about  three  years  of  follow-up  in  about  1,500 
women  showed  no  breast  cancer,  but  this  is  ob- 
viously too  small  a group  followed  for  too  short  a 
time.*  Since  1962,  5,230  women  have  been  given 
contraceptive  pills  through  The  Mount  Sinai  Hos- 
pital Family  Planning  Clinic.  The  average  length 
of  use  has  been  about  two  years.  Only  1 car- 
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cinoma  of  the  breast  was  noted.  This  tumor  be- 
came manifest  within  two  months  of  starting  the 
medication  and  probably  existed  before  the  drug 
was  started.  This  incidence  is  less  than  the  ex- 
pected incidence. 

Conclusion 

There  is  evidence  that  large  doses  of  estrogens 
can  produce  breast  cancer  in  animals  and  human 
beings.  There  is  also  some  evidence  that  elimina- 
tion of  normally  occurring  estrogens  decreases  the 
incidence  of  breast  cancer.  There  is  no  evidence 
of  a carcinogenic  potential  for  progesterones  and  no 
evidence  that  physiologic  doses  of  estrogen  or  estro- 
gen-progestogen mixtures  are  associated  with  an 
increased  incidence  of  breast  cancer.  Contracep- 
tive medication  does  produce  changes  in  the  breast 
consisting  of  tenderness,  tenseness,  and  nodularity. 
Oral  contraceptives  may  interfere  with  lactation 
when  administered  to  nursing  mothers.  The  dis- 
comforts and  potential  hazards  must  be  balanced 
against  the  potential  benefits.  Obviously,  when 
pregnancy  is  hazardous  and  no  other  method  of 
contraception  is  satisfactory,  the  slight,  if  any, 
risk  of  breast  cancer  can  be  accepted.  On  the 
other  hand,  for  persons  in  whom  a high  risk  of 
breast  cancer  might  be  anticipated,  such  as  those 
with  a previous  mastectomy  for  carcinoma  or  those 
with  a strong  familial  history  of  cancer  of  the 
breast,  this  type  of  contraception  might  best  be 
avoided.  When  the  pill  is  used,  one  with  the 
lowest  dose  of  estrogen  that  is  effective  should  be 
selected.  Women  on  the  pill  should  be  followed 
with  frequent  periodic  examinations  of  their 
breasts. 

3 East  76th  Street 
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Few  obstetricians  are  well  informed  with  regard 
to  the  concepts  and  the  problems  known  to  anes- 
thesiologists. Many  would  agree,  however,  that  a 
significant  reduction  in  the  number  of  maternal 
deaths  associated  with  the  administration  of  anes- 
thesia at  the  time  of  delivery  is  not  likely  to  be  ac- 
complished without  more  effective  education  of  the 
physician  who  is  assuming  responsibility  for  the 
patient  during  childbirth. 

We  do  not  propose  to  suggest  greater  use  of  that 
already  overworked  possibility,  the  training  of 
paramedical  professionals,  or  any  other  source  of 
new  manpower  to  do  this  job.  The  very  fact  there 
is  so  little,  if  anything,  new  which  we  might  con- 
sider is  perhaps  the  chief  reason  to  discuss  this 
topic  at  this  time.  In  the  first  place,  there  is  likely 
to  be  little  change  in  our  concepts  of  the  need  for 
anesthesia  during  childbirth  in  the  1970s,  because 
there  has  been  little  change  since  the  availability 
of  fairly  effective  pain  relief  became  one  of  the 
expectations  of  motherhood,  at  least  in  the  United 
States.  Since  there  seems  little  change  in  the 
numbers  advocating  childbirth  as  naturally  as  pos- 
sible, and  preferably  without  anesthesia;  and  be- 
cause of  the  current  awareness  of  the  importance  of 
assuring  the  wanted  child  the  best  possible  chance 
to  be  well  born;  delivery  seems  certain  to  continue 
to  require  the  help  of  skilled  anesthesiologists, 
particularly  in  managing  the  complications  of 
pregnancy. 

Little  thought  about  the  problem  of  anesthesia 
for  delivery  is  necessary  to  make  one  doubt  the  de- 

Presented  at  the  164th  Annual  Meeting  of  the  Medical  Socie- 
ty of  the  State  of  New  York,  New  York  City,  Joint  Session,  Sec- 
tion on  Anesthesiology  and  Section  on  Obstetrics  and  Gyne- 
cology, February  9,  1970. 


When  an  obstetric  complication  occurs,  it  is  largely 
the  unpredictable  hour  and  circumstances  which  ac- 
count for  the  wide  discrepancy  between  ideal  and 
available  anesthesia.  It  is  the  obstetrician’s  re- 
sponsibility to  plan  for  the  availability  of  competent 
personnel  for  administering  anesthesia  when  de- 
livery is  imminent.  Every  obstetrician’s  education 
should  include  training  in  anesthesia  so  that  he  can 
at  least  recognize  the  risks  involved  with  the  various 
agents  and  technics  and  will  know  when  a skilled 
anesthesiologist  must  be  summoned. 


tensive  value  of  a claim  that  better  anesthesia  was 
not  provided  because  the  necessary  help  was  not 
available  at  the  time.  No  physician  attending  a 
woman  in  childbirth  can  deny  his  awareness  that 
anesthesia  is  likely  to  be  expected  and,  should 
complications  develop,  is  certain  to  be  required. 
The  fact  that  a competent,  qualified  anesthesiolo- 
gist may  not  have  been  available  at  the  time  may 
only  serve  to  sharpen  the  attention  likely  to  be 
given  the  choice  of  agent  and  method  that  was  se- 
lected under  the  circumstances.  These  problems 
are  an  old  story,  and  there  is  no  need  to  belabor 
either  the  indications  for  anesthesia  or  the  circum- 
stances which  during  labor  may  account  for  the 
induction  of  anesthesia  under  unfavorable  con- 
ditions. 

Obstetricians  recognize  and  welcome  responsi- 
bility for  the  care  of  their  patients  throughout 
pregnancy,  labor,  and  delivery.  Ours  includes  the 
responsibility  to  have  agreed  with  our  patient,  well 
before  the  termination  of  her  pregnancy,  what  kind 
and  at  what  stage  of  labor  and  delivery  sedation 
and/or  anesthesia  should  be  expected,  and  can  be 
assured.  Implicit  within  our  understanding  with 
our  patient,  however,  will  be  the  time-honored 
agreement  that  “when  the  time  comes,  the  phy- 
sician must  be  free  to  exercise  his  own  best  judg- 
ment.” This  traditional  delegation  of  decision  to 
the  physician  obviously  assures  our  responsibility, 
to  the  extent  that  we  can  reasonably  be  held  liable, 
for  the  welfare  of  both  mother  and  child. 

A review  of  even  that  proportion  of  the  complica- 
tions of  childbirth  which  have  been  reported  in  the 
medical  literature  suggests  but  one  explanation  for 
the  persistence,  in  a majority  of  American  hos- 
pitals, of  generally  unsatisfactory  provision  for 
anesthesia  during  delivery.  The  probability  that 
almost  all  women  will  tolerate  a relatively  un- 
skilled administration  of  anesthesia  for  delivery 
without  developing  a life-threatening  complication 
must  account  for  the  fact  that  we  obstetricians, 
year  after  year,  remain  party  to  practices  of  which 
we  cannot  approve  and  would  prefer  not  to  con- 
tinue. For  much  too  long  a time,  we  have  contin- 
ued to  use  the  methods  and  personnel  which  have 


September  1 , 1 971  / New  York  State  Journal  of  Medicine  2061 


seemed  to  be  satisfactory,  largely  perhaps  because 
they  are  dependable  and  readily  available.  Just 
what  have  been  the  problems  and  the  conse- 
quences? How  great  are  the  risks  involved? 

My  own  viewpoint  has  been  influenced  by  the 
relatively  excellent  record  of  the  obstetrical  service 
of  the  Children’s  Hospital  in  Buffalo.  An  all-pri- 
vate patient  service  during  the  twenty-five  years 
from  1944  to  1969  inclusive,  anesthesia  for  delivery 
and  for  the  minor  gynecologic  operative  procedures 
on  patients  admitted  to  this  service  (approximately 
30  per  cent  of  the  anesthetics  given)  has  been 
almost  exclusively  the  responsibility  of  one  dedi- 
cated physician — not  a certified  anesthesiologist, 
but  a most  conscientious  and  competent  anesthe- 
tist. 

In  the  twenty-five  years  this  one  individual  per- 
sonally administered  approximately  85  per  cent  of 
the  63,292  anesthetics  given,  of  which  39,334  were 
low-spinal  saddle  blocks  and  23,958  were  general 
anesthetics,  including  13,769  when  the  general 
anesthetic  was  open-drip  chloroform.  During  this 
twenty-five  year  period,  the  deaths  of  2 women  who 
received  spinal  anesthetics  for  cesarean  section 
were  considered  due  to  complications  of  the  anes- 
thetic. Throughout  this  period,  in  the  same  hos- 
pital, the  anesthetist  also  noted  and  recorded  the 
condition  of  the  fetus  immediately  after  delivery 
and  recorded  an  Apgar  score,  provided  resuscita- 
tion of  the  newborn  when  this  was  necessary,  and 
recorded  evidences  of  congenital  abnormality  and/ 
or  fetal  distress. 

No  doubt  each  of  us  has  a personal  impression, 
one  based  perhaps  on  a fortunately  satisfactory 
experience  to  date,  on  the  results  of  one  or  more 
harrowing  experiences,  or  perhaps  on  the  unfading 
memory  of  a tragedy  in  the  delivery  room.  All 
would  admit,  however,  that  our  experiences  are  so 
varied  that  only  a pooling  of  the  experiences  of 
many  colleagues  would  provide  us  with  a reliable 
impression  of  the  risks  of  providing  anesthetic  at 
the  time  of  delivery. 

Risks 

Records  of  the  maternal  deaths  occurring  in  the 
State  of  New  York  have  for  years  been  reviewed  by 
the  Subcommittee  on  Maternal  and  Child  Wel- 
fare of  the  Medical  Society  of  the  State  of  New 
York.'  The  most  recent  data  reviewed  indicate 
that  19,  or  2.3  per  cent,  of  the  last  836  maternal 
deaths  were  unquestionably  anesthetic  deaths,  but 
that  in  all  probability  the  deaths  of  an  additional 
56  women,  while  attributed  to  cardiac  arrest,  acute 
cardiac  or  respiratory  failure,  and  so  forth,  were  in 
fact  related  either  to  the  administration  of  an  anes- 
thetic or  the  effect  of  the  anesthetic  agent  em- 
ployed. J'his  conclusion  would  suggest  that  per- 
haps 9 per  cent  of  the  maternal  deaths  occurring  in 
the  State  of  New  York  might  not  occur  if  it  were 
possible  to  have  a well-qualified  anesthesiologist  re- 
sponsible for  the  choice  of  each  anesthetic  agent 


and  for  the  administration  of  the  anesthetic  to  each 
patient. 

In  their  1955  report.  Lock  and  Greiss^  had  con- 
cluded that  only  2.6  per  cent  of  the  1,733  maternal 
deaths  recorded  in  North  Carolina  during  the 
years  1946  to  1954  had  been  associated  with  the 
anesthesia  employed  at  the  time  of  delivery.  In 
a supplementary  report  in  1968,  Anderson,  Greiss, 
and  May'  analyzed  the  North  Carolina  data  in 
terms  of  five-year  periods  from  1944  to  1965  to 
determine  what  changes,  if  any,  in  the  frequency  of 
maternal  deaths  due  to  anesthesia  occurred  in 
North  Carolina  during  the  twenty  years  surveyed. 
However,  the  authors  reported  little  change  in  the 
predominant  risks  associated  with  anesthesia  for 
delivery  during  the  years  1956  through  1965  when 
compared  with  the  preceding  decade. 

The  two  reports  from  North  Carolina  indicate 
that  85  of  a total  of  2,554  maternal  deaths  seemed 
to  have  been  due  primarily  to  the  administration 
of  anesthesia.  Within  the  twenty-year  period 
surveyed,  anesthesia  for  delivery  had  accounted  for 
3.3  per  cent  of  all  maternal  deaths,  and  anesthesia 
alone  had  accounted  for  a maternal  death  rate  of 
0.4  per  10,000  live  births. 

A majority  of  the  85  maternal  deaths  in  North 
Carolina  due  to  anesthesia  were  related  to  the 
administration  of  a general  anesthetic;  72  per  cent 
of  the  deaths  from  1946  through  1955  and  91  per 
cent  of  the  maternal  deaths  due  to  anesthesia  dur- 
ing the  ten  years  1956  through  1965. 

Artusio'*  has  noted  that  from  1953  to  1958  in  New 
York  City,  while  2 to  3 per  cent  of  maternal  deaths 
were  recorded  as  due  to  “cardiac  arrests,”  review  of 
the  records  suggests  it  might  have  been  more  ac- 
curate to  have  listed  them  as  deaths  associated 
with  aspiration  of  gastric  contents,  hypotensive 
spinal  shock,  massive  pulmonary  collapse,  or  drug 
idiosyncrasy.  In  their  1968  report,  Anderson, 
Greiss,  and  May^  also  suggested  tl^at  it  did  not 
seem  practical  or  meaningful  to  attempt  to  sepa- 
rate deaths  due  to  cardiac  arrest  from  those  due  to 
improperly  administered  anesthesia. 

Aspiration  of  gastric  contents,  a largely  prevent- 
able complication,  accounted  for  30.2  per  cent  of 
the  deaths  due  to  anesthesia  in  North  Carolina 
during  1946  through  1955  and  28.1  per  cept  during 
the  years  1956  through  1965.  It  will  be  a surprise 
to  many  an  obstetrician  to  learn,  however,  that  the 
risks  of  anesthesia  for  delivery  compare  not  un- 
favorably with  the  apparent  risks  of  anesthesia  as 
employed  in  general  surgery.  Harrison’s'’  com- 
prehensive report  suggests  that  in  one  instance  per 
each  3,(X)0  patients  anesthetized  in  surgery  (3.1 
per  10,(X)0  anesthetics)  an  operative  mortality 
rate  has  been  related  to  the  administration  of  the 
anesthetic. 

Before  comparing  Harrison’s  figures  with  the 
frequency  of  the  complications  chargeable  to  the 
administration  of  anesthesia  during  childbirth, 
however,  we  should  recognize  that  in  most  instan- 
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ces  the  patient  who  becomes  a victim  of  an  anes- 
thesia problem  has  usually  been  recognized  pre- 
operatively  as  a poor  risk  for  anesthesia.  For  tbe 
most  part,  the  risk  of  administering  anesthesia  to 
patients  undergoing  surgery  is  not  the  risk  of  the 
anesthesia  per  se,  but  in  fact  represents  the  risk  of 
anesthetizing  the  patient  in  whatever  condition  it 
may  seem  advisable  to  take  tbe  patient  into  sur- 
gery. 

Deaths  chargeable  to  the  anesthetic  are  relative- 
ly rare  when  a patient  enters  surgery  in  a generally 
good  state  of  health  for  an  elective  surgical  pro- 
cedure. However,  we  must  remember  that  un- 
favorable factors  can  also  be  affecting  tbe  risks  of 
administering  anesthesia  to  the  woman  about  to 
deliver  her  child.  This  risk  will  be  negligible  when 
a young  healthy  mother  has  been  in  the  hospital 
eight  or  more  hours  before  anesthesia  is  indicated; 
we  know  that  the  problems  associated  with  anes- 
thesia for  delivery  are  almost  invariably  associated 
with  one  of  the  several  complications  of  labor 
which  unfortunately  increase  not  only  the  desir- 
ability of  anesthesia,  but  also  increase  the  risks  of 
anesthesia  for  delivery.  For  instance,  the  risks  of 
anesthesia  for  delivery  are  classically  increased 
when; 

1.  The  healthy  woman  who  has  recently  ingested  a 
full  meal  is  admitted  in  rapidly  progressive  labor  and 
then  is  recognized  to  have  developed  such  indication 
for  immediate  operative  delivery  as  prolapse  of  the 
cord  or  unquestionable  evidence  of  fetal  distress. 

2.  The  patient  is  hypotensive  from  rapid  blood  loss, 
indicating  immediate  delivery  in  an  effort  to  accom- 
plish hemostasis  and  to  salvage  a child  that  is  alive  but 
also  admittedly  at  high  risk. 

3.  The  nonstable  diabetic  is  admitted  near  term  but 
in  acidosis  with  a live  and  somewhat  hypoactive  fetus. 

4.  The  severely  pre  eclamptic  patient,  on  antihyper- 
tensive drugs  and  virtually  a salt-free  diet  for  weeks, 
is  admitted  because  of  brisk  but  intermittent  painless 
vaginal  bleeding  and  no  evidence  of  fetal  life — on  a 
holiday  morning  when  electrolytes  can  only  be  deter- 
mined by  a tired  and  disgruntled  technician  roused 
from  what  had  been  expected  to  be  a late  morning’s 
sleep. 

All  of  these  situations  do  occur,  and  we  know  we 
must  at  times  decide  between  procedures,  all  of 
which  involve  recognizable  risks  to  the  mother,  to 
her  infant,  or  to  both.  To  choose  wisely  in  the  face 
of  acknowledged  risks  is  as  clearly  our  obligation  as 
it  is  a responsibility  of  the  surgeon  and  anesthe- 
siologist to  choose  wisely  when  surgical  interven- 
tion is  indicated  in  spite  of  the  poor  condition  of  a 
victim  of  an  industrial  of  highway  accident.  The 
importance  of  preoperative  evaluation  of  the  pa- 
tient’s circulatory  and  metabolic  status  is  evident 
in  Harrison’s^  statement  that  one  third  of  the  anes- 
thetic deaths  which  occurred  among  surgical  pa- 
tients occurred  among  the  patients  exhibiting  pre- 
operatively  the  effects  of  metabolic  acidosis. 


Recommendations 

It  is  not  realistic  to  insist  that  the  obstetrician 
personally  understand  tbe  basis  for  the  decisions 
an  informed  anesthesiologist  would  make  in  each 
of  the  circumstances  suggested  previously.  But 
certainly  it  is  the  obstetrician’s  responsibility  to 
know  when  the  management  he  may  routinely  pre- 
fer would  not  be  as  safe  for  his  patient  as  the  mea- 
sure that  could  be  utilized  if  adequate  help  is  ob- 
tained as  soon  as  a problem  is  recognized. 

It  is  essential  for  the  obstetrician  to  learn,  early 
in  his  residency  program,  that  no  physician  prac- 
tices effectively  in  a hospital  without  the  help  of 
others.  The  experienced  clinician  learned  long  ago 
that  to  be  able  to  summon  essential  help  on  short 
notice  requires  more  than  mere  recognition  of  the 
problem  plus  an  urgent  plea  for  assistance.  Ad- 
equate preparation  for  emergencies  is  a time- 
honored  cliche,  but  there  is  no  other  way  in  which 
to  be  assured  of  dependable  and  effective  per- 
formance when  an  emergency  is  recognized.  If 
the  obstetrician  will  review  bis  problems  in  ad- 
vance with  the  same  anesthesiologist  to  whom  he 
is  likely  to  turn  for  help  when  that  problem  actual- 
ly develops,  a great  deal  can  usually  be  accom- 
plished by  way  of  assuring  efficient  and  effective 
management  when  obstetric  emergencies  do  occur. 
On  the  other  hand,  to  maintain  an  interdepart- 
mental or  personal  feud  is  certain,  at  times,  to 
interfere  with  the  willingness  of  even  professionals 
to  put  forth  their  best  efforts.  Insistence  on  depart- 
mental autonomy  is  laudable  to  a point,  but  inter- 
departmental programming  is  more  likely  to  be  of 
help  in  developing  the  obstetrician’s  ability  to  en- 
list the  best  efforts  of  those  whose  skills  may  be  es- 
sential to  the  care  of  his  patient. 

We  are  convinced  that  nothing  would  prove  as 
helpful  as  developing  a generation  of  obstetricians 
aware  of  the  risks  involved  when  anesthesia  is  to  be 
administered  during  parturition.  Recently  the 
obstetrician’s  need  of  the  anesthesiologist’s  knowl- 
edge and  experience  has  become  particularly  evi- 
dent because  of  the  possible  advantages  to  the  ob- 
stetric patient  of  using  some  of  the  newer  agents 
and  technics.  At  the  present  time,  for  instance, 
the  effects  of  muscle  relaxants  on  the  fetus  as  dis- 
cussed by  Marx*’  and  Felton  and  Goddard'  would 
seem  too  difficult  to  control  to  be  advisable  for  use 
in  obstetric  anesthesia  by  less-skilled  anesthetists. 

K our  interests  do  become  aroused,  and  we  be- 
come determined  to  improve  the  anesthesia  to  be 
made  available  on  obstetric  services,  how  and 
where  should  we  begin?  It  is  somewhat  discourag- 
ing to  note  that  good  suggestions  have  been  made 
many  times  in  years  past  by  both  anesthesiologists 
and  obstetricians. 

Artusio^  believes  the  currently  unsatisfactory 
provision  of  anesthesia  for  delivery  is  largely  due  to 
the  fact  that  in  recent  years  there  have  been  greatly 
increased  demands  for  anesthesia  in  many  fields  of 
surgery,  and  these  demands  have  resulted  in  a de- 
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creased  ability  of  the  anesthesiologist  to  share  in 
the  care  of  the  obstetric  patient. 

Bonica®  has  expressed  conviction  that  provision 
of  satisfactory  anesthesia  during  the  management 
of  obstetric  complications  cannot  be  assured  mere- 
ly by  directions  given  and  followed  in  cookbook 
fashion.  He  has  stated  that  successful  manage- 
ment is  likely  to  result  only  when  there  is  intel- 
ligent comprehension  of  the  possibilities  and  the 
limitations  of  the  anesthesia  available.  For  the 
same  reasons  that  have  been  shown  to  be  most  ef- 
fective in  the  management  of  serious  surgical  com- 
plications, Bonica  believes  that  well-coordinated 
teamwork  is  essential  for  successful  management 
of  major  obstetric  problems. 

Certainly  the  abilities  of  the  anesthesiologist 
would  appear  to  be  the  best  possible  answer  to  the 
obstetrician’s  anesthesia  for  delivery  problem,  in 
which  case  it  must  also  be  emphasized  that  the 
obstetrician  cannot  relinquish  responsibility  for 
the  care  of  his  patient.  Many  have  emphasized 
that  the  obstetrician  should  be  knowledgeable  and 
able  to  participate  in  the  selection  of  the  particular 
anesthesia  most  advisable  for  the  procedure  in- 
dicated. There  has  long  been  evident  need  of  ob- 
stetricians with  a basic  working  knowledge  not 
only  of  anesthesia  technics  but  of  their  inherent 
dangers  and  potential  complications  as  well.  All 
of  this  points  unmistakably  to  the  importance  of 
the  obstetrician’s  familiarity  with  the  available 
agents,  technics,  and  personnel,  so  that  alternate 
anesthesia  and  better-trained  personnel  may  be 
called  on  whenever  their  skills  are  necessary  to 
assure  the  obstetrician’s  patient  of  optimal,  or  at 
least  adequate,  care. 

In  1966  the  American  Society  of  Anesthesiolo- 
gist’s Committee  on  Obstetric  Anesthesia®  con- 
cluded that  the  current  shortage  of  qualified  anes- 
thesiologists would  undoubtedly  persist,  and  there- 
fore that  it  is  unrealistic  to  assume  that  in  any  sig- 
nificant number  of  hospitals  anesthesiologists  will 
be  able  to  fulfill  anything  more  than  an  educational 
and  supervisory  responsibility  for  the  administra- 
tion of  anesthesia  for  delivery.  This  prediction  on 
the  part  of  the  anesthesiologists  has  been  expressed 
in  communications  to  the  American  Board  of  Ob- 
stetrics and  Gynecology,  and  the  Board  is  con- 
sidering the  advisability  of  requiring  some  training 


in  anesthesiology  during  the  residency  experience 
of  futu’'<^  obstetricians.  This  recommendation  has 
also  been  made  by  many  individual  anesthesiolo- 
gists as  well  as  obstetricians. 

Conclusions 

We  would  emphasize  there  is  an  urgency  in  the 
present  situation.  While  there  is  no  lack  of  appre- 
ciation of  the  facilities,  conditions,  and  personnel 
that  will  assure  the  safest  possible  conduct  of  labor 
and  delivery,  it  is  the  unpredictable  hour  and  cir- 
cumstance which  largely  account  for  the  wide  dis- 
crepancy between  what  is  desirable  and  what  is 
usually  available.  It  is  clearly  the  obstetrician’s 
responsibility  to  plan  for  and  then  insist  on  compe- 
tent personnel  if  a safe  and  effective  anesthetic  is 
to  be  available  whenever  delivery  is  imminent. 

I would  personally  urge  the  professional  groups 
interested  in  maternal  and  child  welfare  to  con- 
tinue recommending  that  education  and  training  in 
the  provision  of  anesthesia  for  delivery  should  be 
a part  of  every  obstetrician’s  residency  experience. 
Appropriate  and  repeated  postgraduate  courses 
would  also  seem  a likely  method  of  providing  re- 
gional programs  that  would  help  decrease  the  fre- 
quency of  the  complications  which  too  often  ac- 
count for  morbidity  and  the  occasional  death  asso- 
ciated with  the  administration  of  anesthesia  for  de- 
livery. 
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' Correction 

'Fhrough  misinformation  received  by  the  Journal,  an  error  occurs  on  page  1876  of  the  August  1,  1971,  issue.  Under 
the  heading  “Ileans-  Medical  fk)lleges”  should  be  listed  Schuyler  Kohl,  M.D.  (not  Kahl),  who  in  1970  was  the  Asso- 
ciate Dean,  not  President,  State  University  of  New  York  Downstate  Medical  Center. 
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After  a bilateral  nephrectomy  was  performed  on  a 
cadaver,  the  kidneys  were  transported  to  a second 
hospital  for  twenty-four  hours  of  preservation  and 
then  were  taken  to  a third  hospital  where  they  were 
successfully  transplanted  into  two  recipients  simul- 
taneously. Use  of  the  preservation  system  allows 
time  for  tissue  typing  and  for  preparing  the  patient, 
and  also  permits  physiologic  evaluation  of  the  kid- 
ney before  transplantation.  As  the  number  of  pa- 
tients awaiting  a transplant  increases,  the  urgent 
need  for  organs  can  only  he  met  by  a regional  pro- 
gram involving  multiple  medical  institutions  co- 
operating through  a computerized  tissue-typing 
center. 
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Short-term  kidney  preservation  for  twenty-four 
to  seventy-two  hours  has  been  accomplished  at  a 
number  of  transplant  centers  in  the  United  States 
and  is  now  an  accepted  technic  for  providing  ca- 
daver kidneys  to  an  ever-increasing  number  of  pa- 
tients awaiting  a transplant.*"^  But  only  with  a 
regional  program  involving  multiple  medical  in- 
stitutions cooperating  through  a computerized 
tissue-typing  center  will  an  adequate  number  of 
organs  become  available  to  meet  the  urgent  re- 
quirements of  our  community. 

Our  experience  in  performing  a bilateral  nephrec- 
tomy at  one  institution,  transporting  the  kidneys 
to  a second  hospital  for  twenty-four  hours  of  pres- 
ervation, and  the  successful  simultaneous  trans- 
plantation of  these  kidneys  at  a third  medical  cen- 
ter has  prompted  this  report. 


Materials  and  methods 

Donor.  The  donor  was  a nine-year-old  boy  ad- 
mitted to  Maimonides  Hospital  Center  in  Brooklyn 
on  August  3,  1970,  following  a fall  from  a tree. 
He  had  sustained  a basalar  skull  fracture  and  ir- 
reversible brain  damage.  He  had  been  apneic  for 
forty-eight  hours  with  a flat  electroencephalogram 
at  maximum  gain  and  was  areflexic.  During  the 
terminal  agonal  state  oliguria  and  hypotension  had 
been  corrected  by  infusion  of  600  cc.  of  plasma  and 
1,500  cc.  of  5 per  cent  dextrose  in  0.33  N saline. 
Urinary  output  was  maintained  at  50  cc.  per  hour. 

Tissue  typing.  Tissue  typing  was  performed 
on  peripheral  leukocytes  by  the  New  York  Blood 
Center  after  the  microdroplet  technic  of  Terasaki 
and  McClelland.^  Tissue  typing  on  the  recipient 
pool  had  previously  been  performed  and  the  pheno- 
type stored  in  an  IBM  computer.  After  the  donor’s 
ABO  and  HL-A  phenotypes  are  entered,  the  com- 
puter is  programmed  to  print  out  all  the  matches 
from  identical  through  three  major  mismatches. 

Recipients.  The  two  recipients  were  selected 
from  a pool  of  173  patients  on  the  basis  of  the  tissue 
match,  body  habitus,  length  of  time  on  the  waiting 
list,  and  toleration  to  dialysis.  Body  habitus  be- 
came an  important  consideration  only  because  of 
the  anticipated  discrepancy  between  the  small 
renal  vessels  of  the  donor  and  the  larger  iliac  ves- 
sels of  the  recipients. 

Recipient  A was  a twenty-nine-year-old  male 
from  Brooklyn  who  had  previously  rejected  a 
cadaver  transplant  and  had  a positive  cross  match 
to  all  previous  prospective  donors.  There  were  two 
major  HL-A  incompatabilities  on  tissue  typing,  or 
a “D”  match. 

Recipient  B was  a twenty-eight-year-old  male  on 
chronic  hemodialysis  at  St.  Luke’s  Hospital  Cen- 
ter. A previous  transplant  from  a relative  had 
been  rejected  after  two  months.  Because  of  the 
vascular  complications  of  dialysis,  a second  trans- 
plant was  deemed  urgent.  The  match  was  “D” 
but  there  was  not  a positive  cross  match. 
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FIGURE  1.  (A)  Diagram  of  Belzer  L I 400  renal  pres- 

ervation system.  (B)  Photograph  of  fully  assembled 
preservation  unit.  The  superstructure,  including  mem- 
brane oxygenator,  heat  exchanger,  reservoirs,  and  pres- 
ervation chambers  are  detachable  and  may  be  steam 
sterilized  as  a unit 

Preservation  system.  The  system  employed 
was  a Belzer  L I 4(X)*  organ  perfusion  apparatus 
consisting  of  a membrane  oxygenator,  pulsatile 
pump,  perfusion  chamber,  filter,  and  heat  ex- 
changer (Fig.  1).  d'he  perfusate,  maintained  at  8 
C.,  consisted  of  type-specific  cryoprecipitated 
human  plasma  to  which  penicillin,  hydrocortisone, 
dextrose,  mannitol,  and  magnesium  sulfate  were 
added  according  to  the  method  of  Belzer.  The  pH 
was  maintained  at  7.4  by  regulation  of  carbon 

*I,ife  Instrumentation,  1920  Waukenan  Road,  Glenview, 
lllinoi,s. 


PLASTIC  BAGS 


FIGURE  2.  Schematic  illustration  of  transport  box. 


dioxide  flow  into  the  membrane.  Pressure  and 
flow  were  monitored  throughout  the  preservation 
period  and  were  maintained  at  acceptable  levels. 

The  transport  box  consisted  of  a presterilized 
half-gallon  Nalgene  wide-mouth  polypropylene 
container,!  two  prepackaged  and  sterilized  Vi- 
Drape  intestinal  bags,**  and  a Freeze  Safe  styro- 
foam boxtt  filled  with  ice  (Fig.  2).  In  this  manner 
flushed  cold  kidneys  could  be  transported  in  a 
sterile  condition  by  helicopter  or  police  car  from 
one  hospital  to  another. 

The  donor  nephrectomy  was  begun  at  7:00  P.M. 
at  Maimonides  Hospital  Center  on  August  7,  1970, 
and  was  completed  at  8:30  P.M.  Both  kidneys 
had  been  flushed  with  1,000  cc.  ice-cold  multi- 
ple electrolyte  replacement  station  (Normosol  R) 
to  which  10,000  units  heparin  and  60  mg.  lidocaine 
(Xylocaine)  had  been  added,  placed  in  the  sterile 
plastic  container,  and  packed  in  ice  for  transport 
by  police  helicopter  to  St.  Luke’s  Hospital  Center. 

By  9: 10  P.M.  the  renal  artery  of  each  kidney  had 
been  cannulated  and  the  kidneys  placed  in  the  pres- 
ervation chambers  where  they  remained  for  the 
next  twenty-four  hours. 

On  August  8,  1970,  after  tissue  typing  was  com- 
pleted, the  two  recipients  were  admitted  to 
New  York  Hospital  and  prepared  for  surgery, 
which  began  at  7:30  P.M.  that  evening.  At  8:30 
P.M.  the  donor  kidneys  were  removed  from  the 
preservation  unit,  replaced  in  the  transport  box, 
and  taken  to  New  York  Hospital  by  police  escort. 
Implantation  of  the  transplants  began  shortly  after 
arrival  at  New  York  Hospital  and  was  completed 
by  10:30  P.M.,  twenty-six  hours  after  removal 
from  the  cadaver  donor. 

Results 

Routine  immunosuppressive  therapy  with  azo- 
thioprine  and  prednisolone  was  instituted  preop- 

tWill  Scientific  Inc.,  High  Bridge  Station,  T’he  Bronx,  New 
York. 

**Barke  Davis  & (\).,  Detroit,  Michigan. 

i IT’olyfoam  Backers  ('orp.,  Chicago,  Illinois. 
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transplant 


TRANSPLANT 


FIGURES  Postoperative  renal  function  (A)  Recipient  A.  (B)  Recipient  B 


eratively.  Both  patients  tolerated  the  procedure 
without  complication. 

Postoperative  oliguria  was  anticipated  and  re- 
quired periodic  hemodialysis  to  maintain  homeo- 
stasis, but  by  the  fourteenth  postoperative  day 
both  kidneys  were  functioning  adequately  to  sus- 
tain life,  and  further  dialysis  was  not  necessary 
(Fig.  3). 

Comment 

In  a kidney  procurement  program  such  as  this, 
several  important  variables  must  be  considered. 
Warm  ischemic  time  should  be  kept  to  a minimum 
and  must  not  exceed  ninety  minutes.  This  is  ad- 
equate time  for  a bilateral  nephrectomy  immedi- 
ately after  cessation  of  cardiac  action.  Cold  isch- 
emic time  is  less  critical;  satisfactory  renal  func- 
tion has  been  restored  after  six  hours  of  storage  in 
the  transport  box.  Because  of  the  willing  coopera- 
tion of  Police  Aviation,  Civil  Air  Patrol,  and  local 
police  precincts,  transportation  of  organs  from  an 
outlying  donor  hospital  to  the  transplant  center  has 
not  presented  a problem.  It  has  not  been  neces- 
sary to  transport  the  Belzer  apparatus  to  the  donor 
hospital  as  has  been  practiced  at  other  transplant 
centers. 

By  using  the  preservation  system  the  emergency 
of  the  transplant  operation  is  eliminated  and  per- 
mits time  for  both  tissue  typing  and  preoperative 
preparation  of  the  patient.  It  also  permits  surgical 
procedures  to  be  performed  in  sequence  rather  than 
simultaneously  as  was  described.  Equally  im- 


portant is  the  physiologic  evaluation  of  the  allo- 
graft while  on  the  perfusion  system.  In  the  agonal 
state,  irreversible  renal  damage  may  occur.  A 
kidney  that  does  not  flow  well  at  a low  pressure  or 
shows  a rising  perfusion  pressure  during  the  pres- 
ervation period  carries  a high  incidence  of  acute 
tubular  necrosis  and  is  not  a satisfactory  trans- 
plant. 

Such  a physiologic  evaluation  is  not  possible  by 
other  currently  available  technics. 

Summary 

The  methods  employed  in  procuring  and  pre- 
serving two  cadaver  kidneys  for  twenty-four  hours 
with  subsequent  successful  simultaneous  trans- 
plants is  presented. 

Police  escort  by  car  and  helicopter  in  transport- 
ing the  kidneys  between  three  widely  separated 
hospitals  was  essential  in  the  successful  preserva- 
tion of  the  kidneys. 

A broad  participation  in  the  Regional  Kidney 
Procurement  Program  by  all  hospitals  in  the  tri- 
state area  is  now  practical  and  is  encouraged  to 
make  available  many  more  kidneys  to  the  large 
number  of  patients  in  the  recipient  pool  of  the  New 
York  Metropolitan  area. 
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Research  funds 

It  costs  each  person  in  this  country  approximately 
$4(X)  a year  for  the  national  defense  and  another  $30  a 
year  for  space  exploration.  This  is  compared  to  an  aver- 


age of  $7  per  person  for  all  medical  research.  It  costs 
about  $30  per  person  per  year  to  defray  the  costs  created 
by  heart  disease,  but  less  than  one  dollar  per  person  per 
year  is  spent  for  research  in  this  area,  according  to  Dr. 
Maurice  B.  Visscher,  President  of  the  National  Society 
for  Medical  Research. 
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A psychiatric  emergency  represents  a crisis  in  the 
process  of  living  during  which  the  person  is  no 
longer  able  to  cope  and  consequently  has  to  depend 
on  others  for  decision  making  and  care.  Such 
events  can  and  do  occur  during  working  hours. 
Before  discussing  psychiatric  emergencies,  perhaps 
it  would  be  useful  to  point  out  some  of  the  differ- 
ences between  psychiatric  and  other  types  of  emer- 
gencies. 

Differences 

First,  the  psychiatric  emergency  differs  in  that  it 
represents  a crisis  of  the  person  in  his  relationship 
to  people  close  to  him.  These  other  persons  are 
always  involved  both  in  the  developing  crisis  and  in 
the  crisis  itself.  Emotionally  disturbed  behavior 
is  difficult  to  ignore,  particularly  if,  for  example,  it 
occurs  in  a member  of  a work  group  in  the  presence 
of  others  of  that  group.  In  fact,  the  degree  to  which 
persons  in  the  environment  are  affected  by  the  dis- 
turbed behavior  of  the  person  in  crisis  can  be  an 
indication  of  the  severity  of  the  psychiatric  emer- 
gency. Thus,  a paranoid  person  will  include  others 
around  him  in  his  delusional  system.  As  long  as  he 
keeps  this  fairly  well  to  himself,  the  system  will 
contain  him.  Let  him  act  out  aggressively  against 
those  around  him  and  a psychiatric  emergency  will 
develop. 

Another  difference  between  the  two  types  of 
emergencies  is  the  degree  of  involvement  of  the 
person  in  the  crisis.  In  a psychiatric  emergency 
the  total  person  is  involved.  This  person  is  sick 
and  confused,  most  often  has  a tenuous  contact 
with  reality,  and  is  often  absolutely  helpless  and 

Presented  at  the  164th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Industrial  Medicine  and  Surgery,  February  10,  1970. 


Some  general  approaches  to  psychiatric  emergencies 
in  occupational  medicine  are  given.  Emphasis  is 
placed  on  training  personnel,  both  medical  and 
management,  to  deal  with  these  situations.  It  is 
also  important  to  set  up  a preventive  program,  with 
the  support  of  the  organizational  structure  of  the  in- 
dustrial complex  and  the  effort  of  the  physicians, 
to  minimize  the  frequency  of  and  degrees  of  severity 
of  the  occurrence  of  psychiatric  emergencies. 


dependent.  Much  of  the  disturbed  behavior  of  the 
individual  person  in  a psychiatric  emergency  rep- 
resents a futile  effort  to  combat  a state  of  pro- 
found terror.  I think  it  is  useful  to  keep  this  in 
mind  when  trying  to  help  someone  during  a psy- 
chiatric emergency. 

Another  important  difference  is  the  tendency  of 
the  person  who  is  helping  to  be  afraid  and  uncer- 
tain when  dealing  with  a psychiatric  emergency. 
There  is  a certain  mystery  in  the  unknown,  and  the 
paths  are  uncertain.  Often,  because  of  this  fear 
and  uncertainty,  the  helper  may  act  a little  sick 
himself.  This,  of  course,  tends  to  hinder  rather 
than  aid  the  healing  process. 

Finally,  a most  important  difference  is  that  help 
comes  from  a person-to-person  relationship,  not 
from  any  other  instrument.  You  need  not  resort 
to  injections,  blood  transfusions,  anesthesia,  and 
other  methods,  unless,  of  course,  there  is  an  ac- 
companying medical  or  surgical  emergency,  such 
as  might  occur  following  an  attempted  suicide. 

I recognize  that  the  services  of  industrial  phy- 
sicians, as  well  as  psychiatrists,  are  available  from 
full  time  to  perhaps  only  one  or  two  hours  a week. 
Since  I am  a full-time  psychiatrist,  my  services  are 
generally  available  on  short  notice,  a fact  that 
greatly  simplifies  the  handling  of  these  emergency 
situations.  Such  an  arrangement  is  unusual,  how- 
ever, and  most  physicians  will  have  to  rely  on  a 
part-time  consultant  w'ho  is  in  attendance  so  many 
hours  a week  or  to  whom  patients  can  be  referred. 
In  these  circumstances  there  is  a necessary  delay 
in  time,  and  in  effect  the  staff  physicians  have  to 
deal  with  the  immediate  problems  in  a psychiatric 
emergency,  as  in  any  other  emergency.  If  phy- 
sicians are  not  in  the  plant,  someone  else,  most 
likely  the  nursing  staff,  will  have  to  respond  and, 
therefore,  should  be  trained  to  deal  with  these 
problems. 

Advantages 

It  is  important  to  keep  in  mind  that  the  psychi- 
atric emergency  the  physician  will  face  will  occur 
in  an  industrial  environment,  and  there  are  several 
special  advantages  which  enhance  the  practice  of 
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psychiatry  and  also  general  medicine  in  such  a 
setting. 

The  first  of  these  comes  through  the  stability  and 
support  of  the  organizational  structure.  The  med- 
ical department  has  a place  and  function  in  this 
structure  and,  thereby,  medical  care  is  to  some 
degree  a legitimate  service  and  therefore  is  facili- 
tated. Simply,  when  an  employe  becomes  ill  at 
work,  the  first  thing  he  does  is  go  to  the  first  aid  or 
medical  department. 

The  second  advantage  is  that  in  many  aspects 
the  industrial  environment  is  similar  to  a small 
community  and  has  the  advantages,  and  disadvan- 
tages, of  being  small  and  being  a community. 
Smallness  allows  you  to  know  your  people  and  the 
organization  well.  The  community  aspect  gives 
you  a variety  of  ready  resources  to  support  the  var- 
ious aspects  of  helping  these  people,  which  is  par- 
ticularly valuable  in  psychiatric  emergencies. 

Even  so,  the  physician,  as  the  most  important 
therapeutic  agent,  should  prepare  himself,  if  time 
permits  before  he  sees  the  patient,  by  obtaining  in- 
formation on  the  patient’s  immediate  recent  be- 
havior leading  up  to  the  crisis.  Management  and 
others  may  help  supply  this  information.  Many 
factors  in  a person’s  life  have  contributed  to  the 
development  of  this  crisis  situation;  some  have 
been  active  over  a long  period  of  time.  These  are 
certainly  important  to  understanding  the  total 
problem  but  are  not  of  immediate  value  in  the 
emergency  situation.  Other  factors,  the  pre- 
cipitants,  or  the  “straw  that  broke  the  camel’s 
back,”  will  be  of  relatively  recent  occurrence  and 
understanding  these  is  often  a help  in  therapeutic 
maneuvers  at  the  time  of  crisis. 

It  is  also  helpful  to  gain  as  much  knowledge  as 
possible  about  the  options  for  treatment  before  you 
talk  to  tbe  patient.  Medication  to  calm  the  pa- 
tient can  help  but  should  be  given  by  the  physi- 
cian. The  paranoid  patient  may  balk,  and  be 
should  not  be  forced.  Remember  that  these 
people,  whatever  their  overt  behavior,  are  fright- 
ened, confused,  and  often  suspicious.  Anxiety  is 
readily  transmitted  in  an  interpersonal  situation. 
The  physician  should  be  sure  and  calm  in  his  man- 
ner. Indecision  on  his  part  compounds  the  con- 
fusion. The  patient,  no  matter  how  disturbed  his 
behavior,  is  aware,  usually  fully  but  always  to  some 
degree,  of  what  is  happening  around  him.  Be 
direct  and  firm  if  necessary,  never  try  to  deceive. 
Be  patient,  never  aggressive  or  hostile;  resistance 
has  a way  of  fading  after  a time. 

For  a patient  with  cardiac  or  surgical  emergency, 
the  physician  can  call  an  ambulance.  In  psychiat- 
ric emergencies  a substitute  for  the  ambulance  con- 
sists of  those  persons  close  to  and  responsible  for 
the  patient:  first  the  immediate  family  and,  if  not 
available,  then  siblings,  parents,  or  children.  The 
help  of  management  and/or  members  of  the  med- 
ical staff  may  be  needed.  'I’he  family  physician 
should  be  consulted  and  informed.  He  will  usu- 


ally take  over  the  medical  responsibility.  Before 
the  patient  is  referred  to  outside  agencies,  he 
should  be  reassured  about  his  job.  The  family  will 
also  want  to  know.  Reassurance  about  the  pa- 
tient’s condition  will  be  welcomed  by  the  anxious 
manager. 

With  these  general  ideas  on  handling  the  emer- 
gency situation  in  mind,  I would  like  to  mention 
some  of  the  more  specific  problems  that  may  con- 
front the  physician.  The  diagnostic  labels  I have 
used  are  somewhat  loose. 

Paranoia 

Chronic  paranoid  schizophrenia.  There  are  a 
number  of  employes  with  chronic  paranoid  schizo- 
phrenia who  tend  to  appear  more  disturbed  than 
their  relatively  good  work  adjustment  would  in- 
dicate. Occasionally  the  underlying  illness  will 
erupt  into  a crisis.  The  build-up  usually  occurs 
around  problems  outside  of  work  and  results  in 
behavior  that  interferes  with  job  performance  and 
relationships  with  others  at  v/ork.  Since  the  work 
environment  frequently  is  a stabilizing  influence 
for  these  individuals,  the  disturbed  behavior  on  the 
job  is  likely  to  appear  late  in  the  developing  crisis. 

Crises  in  these  persons  are  not  difficult  to  deal 
with  partly  because  they  have  had  previous  contact 
with  treatment  modalities,  and  they  value  their 
jobs  because  of  the  stabilizing  influence  and,  there- 
fore, do  not  want  to  place  them  in  jeopardy.  These 
persons  respond  readily  to  temporary  intensifica- 
tion of  treatment,  such  as  increased  medication,  re- 
visits with  the  psychiatrist,  and  so  on. 

Acute  paranoid  reactions.  The  patients  with 
acute  paranoid  reactions  tend  to  be  younger  and 
more  recent  employes  than  those  in  the  first  cate- 
gory. They  are  usually  aggressive  and  intelligent 
but  insecure  about  their  role  and  function  in  the 
organization.  The  build-up  of  their  crises  is  fre- 
quently passed  over  as  normal  adjustment  pangs 
by  those  close  to  the  employe. 

No  one  realizes  that  it  is  “sink  or  swim”  until  the 
individual  goes  under.  At  this  point,  he  feels  that 
the  organization  is  his  nemesis,  and  people  are 
against  him.  The  plot  is  usually  vague  and  hard 
to  define.  He  is  really  frightened  and  confused, 
and  when  he  is  confronted  by  a medical  person  he 
readily  accepts  the  “sick”  label.  Recovery  with 
the  help  of  enforced  idleness  and  medication  is 
usually  speedy.  The  rehabilitation  period  is  criti- 
cal and  may  be  prolonged  because  it  is  difficult  for 
the  patient  to  integrate  this  severely  disturbed 
behavior  with  his  self-concept  of  normal  function- 
ing in  the  past. 

Paranoid  personality.  The  person  with  a 
paranoid  personality  creates  a psychiatric  emer- 
gency at  the  point  where  his  hostile,  manipulative 
behavior  precipitates  a management  and/or  inter- 
personal crisis.  His  weapon  is  accusation,  and  the 
usual  theme  is  injustice.  From  long  years  of  usage 
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of  this  life  style,  he  has  become  a formidable  ad- 
versary who,  even  in  a crisis,  avoids  the 
“sick”  label  unless  it  is  to  his  advantage.  The 
hostile  and  manipulative  behavior  often  provokes 
others  to  excesses  of  kindness  in  their  effort  to 
prove  him  to  be  wrong  in  his  estimate  of  their  “bad- 
ness.” To  such  a fearful,  untrusting  person,  kindly 
gestures  are  doubly  suspect.  When  a crisis  arises, 
this  person  should  be  dealt  with  fairly  but  firmly. 
Insistence  or  adherence  to  organizational  rules  and 
practices  is  important.  This  kind  of  crisis  often 
leaves  a deep  wound  among  members  of  a depart- 
ment, and  it  may  be  impossible  or  unwise  to  con- 
tinue to  have  the  person  work  in  his  former  loca- 
tion. 

Catatonic  schizophrenia 

In  my  experience,  the  acute  catatonic  schizo- 
phrenia episode  occurs  only  rarely  in  the  industrial 
environment.  These  people  tend  to  become  ill  at 
home  so  they  cannot  come  to  work  and  are  sent  to 
the  hospital  from  home.  Occasionally,  there  will 
be  an  acute  recurrence  of  the  condition  while  the 
person  is  at  work,  which  can  become  a psychiatric 
emergency.  Usually,  however,  the  medical  de- 
partment has  knowledge  of  the  person  from  past 
episodes.  If  this  is  the  case,  much  can  be  done  to 
prevent  emergency  situations  by  the  use  of  careful 
follow-up  evaluation  and  management  coopera- 
tion. 

Depression 

Crises  occur  in  persons  with  depression  because 
symptoms  and  behavior  associated  with  this  con- 
dition tend  to  be  ignored  until  they  reach  crisis 
proportions.  The  depressed  person,  although  he  is 
dependent,  is  usually  reluctant  to  make  a direct 
demand  for  help.  Instead,  he  goes  around  looking 
gloomy.  This  behavior  is  inclined  to  make  others 
in  his  environment  angry  with  him  and  brings  such 
futile  advice  as  “buck  up”  or  “get  hold  of  your- 
self.” 

Delay  in  treatment  is  experienced  many  times 
because  the  depressed  person  tends  to  present 
physical  complaints  which  are  studied  and  treated 
symptomatically  by  the  personal  physician.  Such 
a maneuver  often  tends  to  fix  symptoms  and  deny 
the  underlying  depression  until  it  reaches  crisis 
proportions.  During  the  crisis,  these  persons  have 
usually  ground  to  a stop  and  are  begging  for  relief 
from  painful  psychologic  symptoms.  Usually,  they 
readily  accept  help  when  it  is  offered  and  in  most 
cases  respond  quickly  to  medication. 

Another  type  of  crisis  with  the  depressed  person 
develops  around  those  with  suicidal  tendencies  or 
thoughts.  Knowledge  of  this  condition  sometimes 
comes  from  the  manager  or  from  a fellow  employe. 
More  frequently,  the  patient  himself  will  let  the 
physician  know,  either  spontaneously  or  in  re- 
sponse to  direct  questions,  that  he  is  thinking 


about  suicide.  I believe  it  is  the  responsibility  of 
physicians  to  make  certain  that  these  persons  are 
transferred  directly  to  competent  people  outside 
the  work  environment,  either  the  family  or  the 
personal  physician. 

We  all  know  that  a person  with  suicidal  thoughts 
nearly  always  asks  for  help.  In  dealing  with  a de- 
pressed person,  one  should  always  be  listening  for 
this  call.  It  should  always  be  taken  seriously  and 
dealt  with  decisively  and  with  dispatch. 

Manic  behavior 

The  behavior  of  many  persons  with  emotional 
problems  is  generally  socially  acceptable  although 
sometimes  it  is  unusual;  not  so  the  manic  person. 
He  acts  out  his  vivid,  exuberant  role  where  all  can 
see;  he  is  a nuisance.  He  does  what  he  pleases  and 
refuses  to  do  what  you  would  like  him  to  do.  He 
can  create  havoc  in  an  industrial  setting.  His 
family  cannot  control  him  and  after  extensive  but 
futile  trials  is  willing  to  turn  the  responsibility 
over  to  whomever  will  take  it,  including  his  em- 
ployer. He  will  insist  on  working  when  he  is  over- 
active  to  the  point  that  no  one  can  tolerate  him. 
He  feels  he  is  not  sick,  you  are. 

The  physician’s  responsibility  is  to  involve  the 
family  and  to  assist  them  in  moving  toward  de- 
finitive treatment.  Rehabilitation  is  not  a prob- 
lem since  these  persons  tend  to  get  along  fairly  well 
in  a social  group.  Careful  follow-up  by  manage- 
ment, family  physician,  and  medical  department 
personnel  will  be  rewarded  by  early  recognition 
and  treatment  of  subsequent  episodes. 

Acute  panic  reaction 

Acute  panic  reactions  do  not  occur  frequently 
in  persons  at  work  since  these  attacks  usually  are 
meant  to  involve  directly  someone  who  is  close  to 
the  patient,  such  as  wife  or  parent.  When  they  do 
occur,  they  are  readily  dealt  with  if  the  helping 
person  does  not  have  his  own  anxiety  aroused.  To 
persons  who  are  overwhelmed  with  anxiety,  a calm, 
interested,  and  matter-of-fact  approach  is  most 
necessary.  Reassurance  that  the  matter  they  are 
compulsively  concerned  with,  such  as  death  or 
some  other  disaster,  is  not  going  to  occur  will  be  of 
help.  Before  sitting  down  to  talk  with  them,  a 
mild  tranquilizer  can  be  given.  As  the  employe 
talks,  the  physician  will  see  that  he  is  dealing  with 
a person  who  is  a worrier,  a perfectionist,  and 
overly  concerned  with  control.  Be  prepared  to 
spend  some  time  with  him;  he  is  also  a compulsive 
talker,  but  do  not  expect  to  change  him  much. 

Recurrences  in  the  exact  replica  should  be  ex- 
pected from  time  to  time.  Phobic  reactions,  where 
the  anxiety  is  fixed  on  some  external  object  or  sit- 
uation, can  occur,  and  they  are  similar  to  the  panic 
reaction  mentioned  if  the  person  is  forced  by  the 
circumstances  of  his  job  to  face  the  situation  of 
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which  he  is  afraid.  The  conflict  situation  which 
occurs  most  frequently  is  when  an  individual  has  to 
make  a presentation  to  a group  and  is  terrified  of 
public  speaking.  Occasionally,  you  will  see  a pho- 
bia of  the  work  place  similar  to  a school  phobia. 
Needless  to  say,  this  self-defeating  behavior  seldom 
becomes  chronic. 

Acute  situational  reaction 

Finally,  there  is  the  fairly  frequent  minor  emer- 
gency in  which  the  actions  of  a person,  typically  a 
younger  employe  but  frequently  in  the  thirty-five 
to  forty-five-year-old  group,  grinds  to  a halt  just 
from  the  sheer  weight  of  daily  living.  There  are  a 
multitude  of  problems,  some  related  to  the  job  but 
mostly  involving  his  wife  and  children,  parents, 
illness,  and  the  like.  Frequently,  in  an  effort  to 
bolster  his  faltering  ability  to  cope  or  just  to  forget 
it  all,  he  will  resort  to  excessive  use  of  alcohol 
which  just  makes  the  situation  worse.  When  he 
has  exhausted  his  efforts  in  what  often  seems  to  be 
futile  maneuvers,  he  may  turn  to  his  manager  for 
advice  and  help.  By  this  time,  the  manager  has 
become  concerned  because  the  problems  have  af- 
fected the  employe’s  job  performance.  The  em- 
ploye is  at  wit’s  end;  distraught,  he  breaks  down  in 
tears  as  his  dependent  needs  come  pouring  out. 
These  persons  usually  need  more  than  fatherly 
advice  and  are  frequently  referred  to  the  medical 
department. 

The  physician’s  role  at  this  point  is  to  listen 
and  to  advise  the  employe  about  positive  steps  to 
take  to  get  help  from  outside  sources. 


Summary 

I have  tried  to  present  some  general  approaches 
to  the  psychiatric  emergency  as  it  occurs  in  indus- 
try and  to  outline  some  of  the  specific  types  of 
problems  which  a physician  might  see  in  the  in- 
dustrial complex.  The  approach  may  seem  low- 
key  and  the  advice  nonspecific.  If  this  is  so,  it  is 
because  of  the  influence  of  several  points  of  view. 

First,  a skilled,  trained  person  can  deal  with 
most  of  these  situations  in  such  a way  that  there  is 
rapid  relief  of  anxiety  and  rapid  movement  toward 
the  person  taking  positive  steps.  As  I have 
mentioned,  the  organizational  structure  of  the  in- 
dustrial complex  is  supportive  to  such  efforts. 
Second,  I believe  that  a preventive  approach  to  the 
mental  health  problems  which  occur  in  the  indus- 
trial environment  can  minimize  the  frequency  and 
degree  of  severity  of  such  occurrences.  Ideally, 
with  an  effective  program,  psychiatric  emergencies 
will  seldom  occur. 

As  industrial  physicians,  we  have  an  important 
role  to  play  in  a preventive  program.  The  phy- 
sician should  know  his  people  and  his  organization 
and  make  full  use  of  the  “small-community” 
aspect  of  the  industrial  complex  as  part  of  the  pre- 
ventive program.  Training  personnel,  both  med- 
ical and  management,  is  another  phase  of  such  a 
program.  It  is  not  appropriate  to  go  into  more 
details  of  the  preventive  approach  in  this  article, 
but  I want  to  stress  that  a preventive  program  is 
important  in  handling  emotional  problems  in  in- 
dustry, including  the  psychiatric  emergency. 

1701  North  Street 
Endicott,  New  York  13760 
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Electrocardiograms 
of  the  Month 


Montefiore  Hospital  and  Medical  Center 
The  Bronx,  New  York 

Editors 
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Head,  Department  of  Electrocardiography 

JULIAN  FRIEDEN,  M D 

Associate  Head,  Department  of  Electrocardiology 


QUESTION  93.  What  is  the  rhythm  (lead  II)? 


QUESTION  94.  This  electrocardiogram  was  obtained  from  a thirteen -year-old  boy  with  a murmur  detected  on 
routine  examination.  What  is  the  interpretation? 


k' 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  93.  The  rhythm  is  sinus  with  ectopic 
premature  beats  arising  either  in  the  lower  portion 
of  atrioventricular  junctional  tissue  or  in  a proxi- 
mal ventricular  focus  with  retrograde  activation  of 
the  atrium,  as  manifested  by  a retrograde  inverted 
P wave.  The  second  ectopic  beat  occurs  later  than 
the  first  and  third  beats.  The  normal  upright  P 


wave  appears  before  retrograde  atrial  activation 
can  take  place. 

Question  94,  The  tracing  shows  regular  sinus 
rhythm,  and  the  standard  leads  appear  perfectly 
normal.  In  the  precordial  leads  V3  and  V4  show 
elevation  of  the  S-T  segment  with  T-wave  inver- 
sion. In  V2,  the  S-T  elevation  is  slight,  and  the  T- 
wave  inversion  is  minimal.  In  a child  or  adoles- 
cent, and  occasionally  in  a young  adult,  such  S-T 
and  T-wave  changes  in  precordial  leads  on  the 
right  side  occur  as  a normal  variant.  In  this  pa- 
tient the  murmur  was  innocent,  and  the  roentgeno- 
gram of  the  chest  was  normal. 


Preventing  adenotonsillectomy 


Observing  that  when  adenotonsillectomy  is  deferred 
for  a couple  of  years  a significant  percentage  of  candi- 
dates no  longer  need  the  operation,  N.  Roydhouse  stud- 
ied 110  consecutive  children  referred  for  nonurgent 
adenotonsillectomy  (New  Zealand  M.  J.  72:  373  (Dec.) 
1970).  Decision  to  operate  should  be  delayed  until  a vig- 


orous course  of  conservative  treatment  has  been  fol- 
lowed. The  treatment  should  consist  of  instruction  in 
nose- blowing,  correct  use  of  decongestants,  simple 
breathing  exercise,  and  correction  of  anemia  and  dietary 
insufficiency.  Parents  must  be  taught  that  tonsillec- 
tomy is  not  the  only  cure  for  recurrent  respiratory  infec- 
tion and  persuaded  that  following  the  outlined  regimen 
will  be  well  worth  their  effort.  The  author  found  many 
parents  convinced  that  nothing  short  of  surgery  would 
help. 
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MICHAEL  S BRUNO.  M D , and 
WILLIAM  B OBER.  M D , Editors 


Beekman-Downtown  Hospital 
New  York  City 

November  3.  1970 

Conducted  by  JOHN  T FLYNN,  M D . and 
CHARLES  M KARRAS,  M D 

Discussed  by  LEON  PELTZ,  M D 


Progressive  Obstruction 
of  Lower  Intestine 

Case  history 

Sun  Kwa  Oh,  M.D.:  A thirty-three-year-old 

Negro  male  clerk  was  admitted  with  pain  in  the 
left  lower  quadrant  of  the  abdomen  and  obstipation 
for  three  days. 

Four  years  prior  to  admission,  the  patient  had 
been  admitted  briefly  for  removal  of  an  epidermal 
inclusion  cyst  from  the  left  cheek.  In  the  same 
year  he  sustained  a comminuted  fracture  of  the 
right  femur  and  remained  in  a cast  in  another  hos- 
pital for  one  year,  with  subsequent  almost  com- 
plete ankylosis  of  tbe  right  knee  and  a later  super- 
ficial infection  of  the  overlying  skin. 

Ten  months  prior  to  admission  the  patient  noted 
the  passage  of  small  amounts  of  fresh  red  blood  in 
the  stool;  two  days  later  he  was  awakened  in  the 
early  morning  hours  with  sudden  severe  epigastric 
pain  radiating  to  the  back,  with  the  additional 
passage  of  more  bright  red  blood  from  the  rectum. 
He  denied  other  gastrointestinal  symptoms  and 
had  had  no  previous  digestive  distress. 

On  examination  in  the  emergency  department  he 
was  found  to  be  in  considerable  pain;  there  was 
rigidity  and  guarding  in  the  epigastrium  with  dif- 
fuse tenderness  and  questionable  rebound  tender- 
ness. The  rectal  examination  revealed  no  fresh 
blood.  The  hemoglobin  was  12.6  Gm.  per  100  ml., 
the  hematocrit  38,  the  white  blood  cell  count  6,500 
with  77  per  cent  mature  polymorphonuclear 
leukocytes  and  20  per  cent  lymphocytes.  Urinaly- 
sis revealed  a specific  gravity  of  1.028  and  negative 
test  results  for  albumin,  sugar,  and  acetone;  the 
microscopic  examination  gave  negative  findings. 
The  VDRL  test  result  was  nonreactive;  the  true 
blood  glucose  was  83  mg.  per  100  ml.  (normal  60  to 
110  mg.);  the  blood  urea  nitrogen  was  9 mg.  per  100 
ml.  and  the  serum  amylase  65  units  (normal  50  to 
180  units).  The  x-ray  film  of  the  chest  and  flat 
plate  of  the  abdomen  showed  no  abnormalities. 
Tbe  patient  admitted  to  having  been  a heavy 
smoker  of  cigarets  and  a fairly  heavy  consumer  of 
alcohol  for  the  preceding  three  months;  after  medi- 
cal consultation  it  was  decided  that  the  patient 
most  likely  had  alcoholic  gastritis. 

Examination  on  the  following  day  in  the  medical 


outpatient  department  revealed  the  blood  pressure 
was  120/80,  pulse  70  per  minute,  and  temperature 
99.6  F.  The  heart  and  lungs  were  not  remarkable. 
There  was  slight  tenderness  in  the  right  lower 
quadrant  but  no  rebound  tenderness,  and  the  ab- 
domen otherwise  showed  negative  findings;  rectal 
examination  showed  only  a small  hemorrhoid. 

Laboratory  investigations  revealed  a blood  uric 
acid  of  6.9  mg.  and  a total  bilirubin  of  1 mg.  (direct 
0.2  mg.)  per  100  ml.;  the  thymol  turbidity  was 
2.8  units  (normal  0 to  2 units);  and  the  cephalin 
flocculation  test  result  was  negative.  The  alkaline 
phosphatase  was  2.6  units  (normal  0 to  4 units); 
the  acid  phosphatase  was  1 unit  (normal  0 to  3.6 
units).  The  serum  glutamic  oxaloacetic  trans- 
aminase was  28  units  (normal  0 to  27),  the  serum 
glutamic  pyruvic  transaminase  25  units  (normal 
0 to  40),  the  lactic  acid  dehydrogenase  390  units 
(normal  200  to  600  units),  and  the  serum  amylase 
was  64  units. 

A gastrointestinal  series  revealed  a normal 
esophagus,  stomach,  and  duodenum;  and  a barium 
enema  revealed  a ready  flow  of  contrast  medium 
from  the  rectum  into  the  cecum  without  obvious 
difficulty;  there  was  satisfactory  evacuation  and 
no  evidence  of  polyps  on  air-contrast  study  (Fig.  1). 
Proctoscopic  examination  to  24  cm.  revealed  only 
small  external  and  internal  hemorrhoids. 

Six  months  before  admission,  the  patient  was 
admitted  to  a special  orthopedic  hospital  for  a 
“bone  chip”  operation  and  since  that  time  had 
continual  sodium  oxacillin  therapy  for  “infection” 
in  the  leg.  At  about  the  same  time  the  patient 
began  to  notice  increasing  difficulty  with  consti- 
pation and  reported  the  repeated  presence  of  fresh 
blood  in  the  stool.  He  also  noted  a gradual  10- 
pound  weight  loss  together  with  anorexia;  he  con- 
tinued to  smoke  cigarets  heavily  and  to  drink  at 
intervals.  Three  days  prior  to  admission  he  devel- 
oped more  severe  constipation  and  finally  obstipa- 
tion, together  with  pain  in  the  left  lower  quadrant. 

Physical  examination  on  admission  revealed  a 
blood  pressure  of  120/70,  a pulse  of  90,  and  a re- 
spiratory rate  of  14  per  minute;  the  temperature 
was  100.4  F.  The  patient  was  in  acute  distress  be- 
cause of  abdominal  discomfort.  The  general  ex- 
amination was  not  remarkable  except  for  general- 
ized abdominal  distention  and  muscle  guarding; 
but  no  abdominal  masses  or  organs  were  palpable. 
There  was  almost  complete  ankylosis  of  the  right 
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FIGURE  1.  Roentgenograms  showing  (A)  normal  large  intestine  ten  months  before  onset  of  obstruction,  and  (B)  nor- 
mal redundant  splenic  flexure  and  descending  colon. 


knee  with  a healed  surgical  incisional  scar  on  the 
right  thigh. 

The  urinalysis  revealed  only  7 to  10  white  blood 
cells  per  high-power  field.  The  hemoglobin  was 
12.8  Gm.  per  100  ml.,  the  hematocrit  40,  and  the 
white  blood  cell  count  10,000  with  64  per  cent 
mature  polymorphonuclear  leukocytes,  28  per  cent 
lymphocytes,  5 per  cent  monocytes,  and  3 per  cent 
eosinophils.  The  blood  urea  nitrogen,  carbon  di- 
oxide content,  serum  potassium,  sodium,  and  chlo- 
rides were  within  normal  limits.  The  total  biliru- 
bin was  0.9  mg.  (direct  0.5  mg.)  per  100  ml.;  the 
thymol  turbidity  was  2.5  units,  the  cephalin  floc- 
culation test  1 plus,  the  total  serum  protein  7.3 
Gm.  (albumin  4,  and  globulin  3.3  Gm.)  per  100 
cc.  The  alkaline  phosphatase  was  2.6  units. 

The  chest  roentgenogram  was  not  remarkable; 
x-ray  examination  of  the  abdomen  revealed  dis- 
tention of  the  ascending  and  transverse  colon, 
although  no  gas  was  seen  in  the  distal  transverse 
colon  or  sigmoid.  X-ray  films  showed  air-fluid 
levels  when  the  patient  was  in  the  erect  position; 
the  impression  was  that  of  partial  obstruction  in 
the  proximal  descending  colon.  A barium  enema 
revealed  delay  of  the  passage  of  the  radiopaque 
material  in  the  descending  limb  of  the  splenic 
flexure  with  narrowing  and  a suggested  shelf  de- 
formity in  that  area  (Fig.  2).  Just  proximal  to  the 
narrowed  segment  there  was  evidence  of  irregular- 
ity, suggestive  of  infiltration  of  the  intestinal  wall. 
The  remainder  of  the  colon  was  unremarkable. 


except  for  mild  dilatation.  A liver  scan  showed 
normal  findings. 

Repeat  x-ray  examination  three  days  later  re- 
vealed the  tip  of  the  nasogastric  tube  in  the  distal 
ileum  with  a normal  gaseous  intestinal  pattern. 
The  intravenous  pyelogram  results  were  entirely 
within  normal  limits.  An  x-ray  film  of  the  right 
femur  showed  an  old  healed  fracture  of  the  mid- 
shaft portion,  previously  comminuted,  with  exten- 
sive sclerosis,  but  with  no  evidence  of  osteomyeli- 
tis. 

The  routine  electrocardiogram  findings  were 
within  normal  limits. 

Preoperatively  the  patient’s  temperature  ranged 
between  98  and  100.6  F.  Following  insertion  of  the 
nasogastric  tube,  repeated  physical  examinations 
of  the  abdomen  showed  diminishing  distention  but 
residual  pressure  tenderness  in  the  left  lower 
quadrant  with  slight  rebound  tenderness;  there 
was  persistent  voluntary  guarding  and  hypoactive 
bowel  sounds.  Repeated  rectal  examinations 
revealed  only  internal  hemorrhoids.  The  patient 
did  not  pass  further  bowel  movements  after  the 
enemas  which  preceded  radiologic  study;  he  did, 
however,  begin  to  pass  flatus  by  rectum. 

On  the  seventh  hospital  day  the  patient  under- 
went exploratory  laparotomy. 

Discussion 

Leon  Peltz,  M.D.*:  This  case  involves  a thirty- 

*(;iinical  As.sistant  Physician,  St.  Vincent’s  Hospital  and 
Medical  Center. 
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FIGURE  2.  Roentgenograms  showing  (A)  narrowing  and 
suggestive  shelf  formation  in  descending  limb  of  splenic 
flexure  (arrow),  (B)  narrowed  segment  of  splenic  flexure 
region  (arrows),  with  proximal  irregularity  of  intestinal 
wall,  suggestive  of  infiltration,  and  (C)  oblique  view  of 
narrowed  segment  (arrow) 

three-year-old  Negro  man  who  initially  presented 
himself  at  the  emergency  department  with  red 
blood  in  the  stool  and  pain  in  the  epigastrium. 
The  medical  investigation  there  and  later  in  the 
outpatient  department  was  inconclusive.  A 
barium  enema  and  upper  gastrointestinal  series 
were  reported  to  give  normal  findings;  there  was  no 
evidence  of  obstructive  intestinal  disease.  Rectal 
and  proctoscopic  examinations  showed  hemor- 
rhoids, both  internal  and  external,  but  no  other 
abnormality;  this  is  important  in  light  of  the  fact 
that  the  patient  insisted  that  he  had  had  rectal 
bleeding  over  several  months’  time.  Because  of  his 
history  of  chronic  and  recent  acute  alcoholism,  he 
was  presumed  to  have  alcoholic  gastritis.  His 
symptoms  improved  with  no  specific  therapy.  At 
that  time  his  serum  amylase  level  was  normal. 

He  was  observed  in  the  outpatient  department 
during  the  subsequent  year  at  intervals,  and 
nothing  specific  was  found.  He  underwent  ortho- 
pedic surgery  at  another  hospital  with  complicat- 
ing infection;  in  any  case  he  recovered  and  only 
later  developed  the  symptoms  which  finally  re- 
quired definitive  treatment,  that  is,  increasing 
difficulty  with  constipation,  intermittent  passage 
of  bright  red  blood  in  the  stools,  anorexia,  and  10- 
pound  weight  loss.  This  constipation  increased 
until  he  appeared  to  be  totally  obstructed  with 
bright  red  melena  and  pain  in  the  left  lower 
quadrant. 

Physical  examination  revealed  his  temperature 
to  be  1(X).4  F.,  and  he  had  a distended  abdomen, 
with  general  tenderness  and  some  guarding  but  no 


masses.  His  white  blood  cell  count  was  11,200. 
His  chest  x-ray  examination  was  unremarkable, 
but  the  plain  films  of  the  abdomen  revealed  signs 
of  intestinal  obstruction  apparently  located  in 
the  distal  transverse  colon  or  in  the  splenic 
flexure.  He  was  treated  conservatively  at  first 
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with  decompression  via  nasogastric  tube.  Liver 
scan  showed  normal  findings.  X-ray  films  of  the 
femur  did  not  show  any  evidence  of  osteomyelitis, 
although  they  did  show  ankylosis  and  sclerosis  of 
the  femur  in  the  area  of  the  earlier  surgical  inter- 
vention. After  three  days  of  decompression,  the 
patient  underwent  laparotomy. 

Thus,  this  is  a problem  of  a man  with  a one-year 
history  of  red  blood  in  the  stool;  abdominal  pain, 
at  first  epigastric  but  finally  localized  in  the  left 
lower  quadrant;  and  most  important,  constipation 
increasing  to  the  point  of  intestinal  obstruction. 

When  the  patient  was  first  treated  in  the  emer- 
gency department,  the  only  thing  that  was  not 
done  was  the  passage  of  a Levin  tube  into  the 
stomach  to  determine  the  possible  presence  of  gas- 
tric bleeding,  especially  with  the  presumed  diagno- 
sis of  acute  alcoholic  gastritis.  We  have  never 
been  able  to  document  the  red  blood  in  the  stools 
or  in  the  rectum;  the  hematocrit  remained  within 
the  range  of  40  which  is  normal.  Certainly  then 
bleeding  was  not  of  major  significance. 

An  axiom  which  has  been  stated  many  times 
about  red  blood  in  the  stool  alleges  that  one  rarely 
finds  bright  red  blood  in  the  stool  when  the  lesion 
is  above  the  splenic  flexure  or  certainly  proximal  to 
the  transverse  colon.  This  is  particularly  true  of 
red  blood  which  is  either  on  the  colon  wall  or  on  the 
outside  of  the  stool.  When  one  does  see  red  blood 
in  the  stool,  it  is  important  to  investigate  the  inner 
portions  of  the  fecal  mass  to  see  if  there  is  also 
blood  mixed  homogeneously  into  the  stool  speci- 
men, indicating  that  bleeding  is  occurring  higher 
in  the  gastrointestinal  tract,  especially  with 
diarrhea  and  a rapid  intestinal  transit  time.  One 
can  observe  bright  red  blood  from  a lesion  as  high 
up  as  the  esophagus,  but  this  is  unusual. 

The  differential  diagnosis  of  obvious  red  blood 
per  rectum  involves  a wide  spectrum  of  gastroin- 
testinal diseases.  Among  anal  causes  one  can 
mention  hemorrhoids,  fissure,  fistula,  or  foreign 
body;  causes  for  conditions  located  higher  in  the 
rectum  include  carcinoma,  polyps,  syphilitic  or 
tuberculous  ulcerations,  various  injuries,  lympho- 
granuloma venereum  with  ulcerations  and  stric- 
tures, invasion  of  the  rectum  by  other  pelvic 
neoplasms  or  abscesses,  infective  proctitis,  and 
radiation  proctitis. 

In  the  colon  the  cause  for  disease  may  be  car- 
cinoma, diverticula,  polyps,  intussusception,  ul- 
cerative colitis,  mesenteric  vascular  insufficiency 
or  thrombosis,  injury,  irritant  drugs  or  toxins,  and 
infections.  In  the  ileum  a similar  variety  of  dis- 
ease processes  may  be  found.  In  the  jejunum, 
peptic  ulcer  and  marginal  ulcers  after  gastroje- 
junostomy may  cause  bleeding.  In  addition  one 
must  also  consider  general  conditions,  such  as 
hematologic,  blood-ve.ssel,  and  connective-tissue 
diseases;  amyloidosis;  periarteritis  nodosa;  uremia; 
multiple  myeloma;  and  lymphomas.  In  the 
esophagus,  varices  and  occasionally  severe  esopha- 


gitis can  bleed.  One  cause  which  is  usually  self- 
explanatory  but  should  not  be  forgotten  is  blood 
swallowed  from  either  epistaxis  or  hemoptysis. 

Despite  such  a broad  range  of  causes  from  which 
to  choose,  we  have  considerable  assistance  from 
the  radiologist,  who  has  been  able  to  show  us  a 
suspicious  area  in  the  splenic  flexure  of  the  colon. 

John  Batillas,  M.D.:  A flat  plate  of  the  abdo- 

men done  in  the  emergency  department  immedi- 
ately prior  to  admission  demonstrated  moderate 
dilatation  of  the  colon  proximal  to  the  region  of 
the  splenic  flexure  with  intraluminal  fluid  levels 
in  the  upright  study.  On  the  basis  of  the  films, 
it  was  felt  that  we  were  dealing  with  an  obstructive 
process  in  the  descending  colon.  On  examination 
by  barium  enema  the  fluoroscopist  noted  that  there 
was  a delay  in  the  passage  of  the  barium  in  the 
descending  limb  of  the  splenic  flexure  with  mild 
dilatation  of  the  more  proximal  portions  of  the 
colon  (Fig.  2).  There  was  a narrowed  segment 
at  this  level  of  the  descending  colon  with  a sug- 
gestion of  shelf  formation,  so  that  the  most  likely 
diagnosis  at  that  time  was  annular  carcinoma, 
in  spite  of  the  patient’s  age.  In  addition  an  irregu- 
larity was  noted  immediately  proximal  to  the 
lesion,  which  suggested  either  spasm  proximal  to 
the  narrowing  or  infiltration  of  the  bowel  wall. 

On  some  films  the  lesion  is  lost  in  a rather  redun- 
dant splenic  flexure.  I might  also  add  that  gastro- 
intestinal series,  chest  x-ray  films,  liver  scan,  and 
intravenous  pyelogram  showed  negative  findings; 
the  films  of  the  right  femur  showed  an  old  healed 
fracture  with  sclerotic  changes  but  no  evidence  of 
osteomyelitis. 

Dr.  Peltz:  Dr.  Batillas,  I wondered  if  you 

thought  there  might  be  a space-occupying  rather 
than  a constricting  lesion  in  the  area  described. 

Dr.  Batillas:  We  felt  that  this  was  a constrict- 
ing lesion. 

John  T.  Flynn,  M.D.:  Dr.  Peltz,  I believe  that 
your  impression  from  earlier  inspection  of  these 
films  was  that  something  was  intruding  into  the 
lumen  of  the  bowel. 

Dr.  Peltz:  Yes,  on  a fairly  broad  base  and  not 
a purely  infiltrative  process,  such  as  granulomatous 
colitis  with  stricture.  Since  this  x-ray  finding  was 
our  only  clue  and  also  since  it  fitted  in  well  with 
this  patient’s  symptoms,  I would  like  to  limit  the 
discussion  to  possible  diseases  in  this  region. 

I will  preface  this  by  saying  that  there  are  non- 
neoplastic conditions  which  can  occasionally 
simulate  neoplastic  obstruction  in  this  area;  one 
of  these  is  pancreatitis.  I especially  mention  pan- 
creatitis because  of  the  patient’s  original  symptoms 
a year  before,  sudden  midepigastric  pain  in  a 
young,  heavy  drinker  with  attendant  epigastric 
tenderness.  However  I will  admit  that  this  is 
rendered  less  likely  by  the  normal  level  of  serum 
amylase.  In  a series  of  intestinal  obstructive 
complications  of  pancreatitis,  reported  by 
Schwartz  and  Nadelhaft  in  1957,'  all  the  patients 
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had  elevated  serum  amylase  levels  at  the  time  of 
hospital  admission,  usually  with  a distinctive  and 
severe  pancreatitis.  Nevertheless,  this  present 
lesion  is  analogous  to  the  so-called  “colon  cutoff 
sign,”  well  described  in  pancreatitis  in  which  this 
is  actually  a cutoff  of  the  gas  shadow,  usually  in  the 
mid-transverse  colon  but  found  also  in  the  splenic 
flexure. 

Other  possible  conditions  include,  of  course, 
diverticulosis  and  diverticulitis  which  are  rare 
in  persons  under  age  thirty-five.  Diverticulosis 
is  now  accepted  not  only  as  a source  of  bleeding 
but  also  in  some  cases  as  the  cause  of  the  most 
vigorous  and  active  acute  hemorrhage  that  the 
intestine  will  produce;  but  without  x-ray  evidence 
of  other  diverticula,  I would  not  expect  a single 
isolated  diverticulum  in  the  splenic  flexure  to  be  a 
reasonable  explanation  of  this  entire  clinical 
picture.  In  addition  one  can  see  so-called  diver- 
ticular disease  without  diverticulosis,  as  reported 
by  Morson-  and  associates  in  London,  which  con- 
sists of  changes  in  the  mucosal  pattern  and  in  the 
haustrations  without  actual  diverticula.  I have 
yet  to  see  a report  of  bleeding  occurring  from  this 
condition. 

A number  of  benign  neoplasms  affect  the  colon, 
such  as  hamartomas,  Peutz-Jegher’s  syndrome, 
and  certain  extra-epithelial  tumors  which  may  or 
may  not  be  true  neoplasms.  In  Peutz-Jegher’s 
syndrome,  the  bowel  should  be  studded  with 
polyps.  Inflammatory  polyps  include  specific 
infectious  granulomas,  such  as  amebiasis,  schisto- 
somiasis, tuberculosis,  and  syphilis,  but  the  site 
of  predilection  of  these  lesions  is  either  the 
rectum  or  the  cecum.  In  addition  they  generally 
produce  ulcerations  and  do  not  cause  obstruction 
except  as  the  result  of  postulceration  fibrosis. 

Finally  true  neoplasms  include  the  epithelial 
varieties:  simple,  villous,  and  the  familial  poly- 

posis t>pe  adenomas.  Extra-epithelial  tumors 
include  lymphoid  polyps,  lymphomas,  especially 
in  the  colon,  carcinoid  tumors,  leiomyomas,  neuro- 
fibromas, hemangiomas,  lymphangiomas,  and  the 
epithelial  hyperplasias  or  so-called  mucosal 
excrescences. 

The  epithelial  malignant  neoplasms  include 
adenocarcinoma,  squamous-cell  carcinoma,  par- 
ticularly in  the  rectum  at  the  mucocutaneous 
junction,  and  the  malignant  carcinoid.  Mesenchy- 
mal lesions  include  malignant  melanoma  and  a 
wide  variety  of  sarcomas.  The  most  common 
lesions  to  be  found  in  the  bowel  would  be  polyps 
and  adenocarcinoma.  If  one  has  to  analyze  statis- 
tically any  lesion  that  is  obstructing  at  the  splenic 
flexure,  the  first  possibility  to  consider  seriously 
is  a malignant  tumor,  especially  adenocarcinoma. 
On  the  right  side  of  the  colon,  carcinoma  tends  to 
be  polypoid  and  to  bleed  and  on  the  left  side  to  be 
infiltrative  and  to  stenose. 

In  this  case,  there  appears  to  be  a progression  of 
disease  in  a year’s  time,  and  he  did  describe  a 


FIGURE  3 Specimen  showing  resected  splenic  flexure 
almost  completely  stenosed  by  nodular  scar  tissue 
(arrow)  continuous  with  retroperitoneal  mass. 


10-pound  weight  loss.  Yet  he  was  not  anemic,  and 
the  liver  was  normal,  so  I would  be  inclined  to 
select,  at  least  for  the  purpose  of  argument,  a 
benign,  rather  than  a malignant,  condition.  On 
the  x-ray  films,  there  is  a suggestion  of  a mass 
protruding  into  the  lumen.  I do  not  see  any 
evidence  of  intussusception.  Lipomas  are  prone  to 
cause  intussusception  of  the  intestine  in  the  area 
where  they  are  found;  even  without  a pedunculated 
stalk,  they  are  easily  moveable,  are  changeable  in 
shape,  and  can  extend  into  the  intestine.  Once 
the  intussusception  occurs,  obstruction  and  bleed- 
ing may  follow.  These  lipomas  do  not  need  to  be 
smooth  single  tumors;  they  can  be  lobulated  and 
friable,  so  that  they  can  produce  bleeding.  How- 
ever, the  density  of  the  lipoma  radiologically 
should  be  less  than  that  of  the  surrounding  soft 
tissue.  There  was  a suggestion  of  such  radiolu- 
cency  in  one  of  the  spot  films  but  no  evidence  of 
intussusception.  In  any  event,  adenocarcinoma 
and  adenoma  of  the  colon  are  extremely  common, 
and  they  bleed  and,  for  better  or  worse,  would  have 
to  be  my  first  choice  of  diagnosis. 

Dr.  Flynn:  Let  us  see  if  we  can  make  this  case 
even  more  difficult.  Dr.  McGrath,  what  did  you 
find  during  the  operative  procedure? 

Robert  McGrath,  M.D.:  At  laparotomy  there 

was  a hard  nodular  retroperitoneal  mass,  adjacent 
to  the  descending  colon  near  the  splenic  flexure 
and  involving  the  wall  of  the  colon  to  the  extent 
that  the  colon  was  completely  stenosed  (Fig.  3). 
The  mass  measured  3 by  2 by  2 inches,  was  yellow- 
ish in  color,  and  tapered  toward  the  aorta.  The 
para-aortic  lymph  nodes  were  enlarged  on  palpa- 
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tion.  The  descending  colon  was  adherent  to  the 
lower  pole  of  the  spleen,  and  we,  therefore, 
had  difficulty  in  mobilizing  the  splenic  flexure. 
The  pancreas,  especially  the  tail  and  body,  was 
hard  and  nodular  to  palpation.  The  spleen,  liver, 
stomach,  duodenum,  small  intestine,  cecum, 
ascending  and  transverse  colon,  sigmoid,  and 
rectum  appeared  to  be  normal  on  careful  palpa- 
tion. On  examination  of  the  specimen  in  situ. 
Dr.  Karpas  suggested  the  possibility  of  retro- 
peritoneal tuberculosis  or  tuberculosis  of  the 
splenic  flexure  with  necrosis  of  the  wall  of  the  large 
intestine.  Carcinoma  could  not  be  ruled  out,  and 
under  these  circumstances  the  procedure  of  choice 
was  left  hemicolectomy  with  end-to-end  anasto- 
mosis of  the  transverse  colon  to  the  sigmoid. 

Dr.  Peltz:  I suppose  one  should  always  consider 
retroperitoneal  conditions  in  any  abdominal  dis- 
ease. I was  more  impressed  with  the  appearance 
radiologically  of  what  appeared  to  be  intrinsic 
intestinal  disease. 

Seymour  A.  Fink,  M.D.:  I think  basically  we 

are  faced  with  an  irregularity  in  the  contour  of 
the  colon,  and  there  is  a questionable  intraluminal 
defect  which  is  not  clearly  demonstrated.  This 
must  be  an  unusual  tumor,  otherwise  you  would 
not  be  presenting  it  in  the  conference;  one  has  to 
think  of  carcinoid  which  mimics  carcinoma  fre- 
quently, especially  with  angulation  of  the  involved 
intestine.  This  location  below  the  splenic  flexure 
is  not  the  most  common  site  statistically  for  car- 
cinoid, but  I cannot  rule  it  out  completely.  In  the 
absence  of  a significant  filling  defect,  I would  men- 
tion ischemia  of  the  intestine,  since  the  area  just 
distal  to  the  hepatic  flexure  is  a frequent  site  for 
ischemic  vascular  disease,  leading  especially  to 
irregularity  of  the  intestinal  contour  above  this 
point.  Tuberculosis  may  occur  in  many  places  in 
the  colon,  but  this  is  not  a good  site  for  it.  The 
so-called  tuberculomas  sometimes  mimic  car- 
cinoma and  when  they  do,  there  is  no  earthly  way 
one  can  differentiate  them  from  carcinoma  of  the 
colon. 

I would  vote  for  carcinoid  as  the  first  choice. 
Clinical  diagnosis 

Infiltrative  adenocarcinoma  of  descending  colon, 
with  stenosis,  intestinal  obstruction,  and  possible 
melena 

Dr.  Peltz  s diagnoses 

1.  Neoplasm  of  descending  colon,  probably 
benign,  with  stenosis  (?  spasm) 

2.  Pancreatitis  with  fibrotic  infiltration  of 
mesentery  and  wall  of  colon,  with  stenosis  and 
intestinal  obstruction 

Pathologic  discussion 

Basil  Moumgis,  M.D.:  The  surgical  specimen 
consisted  of  a portion  of  the  transverse  colon,  the 


FIGURE  4.  (A)  Microscopic  section  of  resected  colon 

showing  markedly  edematous  submucosa  (upper  arrow) 
and  prominent  fat  necrosis  in  serosa  (lower  arrow),  and 
(B)  high-power  view  of  mesenteric  fat  necrosis.  (Hema- 
toxylin and  Eosm  Stain) 


splenic  flexure,  and  a part  of  the  descending  colon. 
There  was  an  area  of  induration  just  distal  to  the 
splenic  flexure;  on  opening  the  colon  segment  we 
found  the  mucosa  intact  throughout  (Fig.  3).  The 
descending  colon  was  narrowed  but  not  completely 
stenosed.  The  mass  was  entirely  extrinsic  to  the 
muscularis  and  was  speckled  with  bright  yellowish 
chalky  fiecks  together  with  some  hemorrhage.  We 
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felt  that  this  lesion  represented  necrosis  rather 
than  tumor  on  gross  examination. 

On  microscopic  examination,  we  found  distinct 
foci  of  fat  necrosis,  with  aggregations  of  inflam- 
matory cells  and  calcium  deposits  classical  of 
pancreatitis  (Fig.  4).  We  did  not  have  specimens 
of  pancreatic  tissue  to  prove  that  organ  to  be  the 
source  of  inflammation,  but  from  the  distribution 
of  the  inflammatory  processes  and  the  areas  of 
necrosis,  I could  not  suggest  anything  other  than 
pancreatitis.  The  foci  of  necrosis  extended  from 
the  mesentery  to  the  serosa  of  the  colon,  but  there 
the  inflammation  stopped.  We  were  hard  put  to 
find  any  distinct  morphologic  changes  to  account 
for  the  intraluminal  filling  defect,  but  numerous 
sections  did  show  marked  submucosal  congestion 
and  edema,  which  may  have  accounted  for  the  so- 
called  pseudotumorous  appearance  of  the  other- 
wise intact  mucosa.  We  were  unable  to  find  any 
point  of  hemorrhage  into  the  bowel. 

Dr.  Flynn:  We  should  not  forget  that  the 

pancreas  itself  was  felt  to  be  nodular  and  firmer 
than  usual  by  the  surgeon  at  laparotomy. 

Dr,  Peltz:  To  my  knowledge,  patients  with 

such  obstruction  usually  present  much  more 
prominent  features  of  pancreatitis,  both  clinically 
and  by  laboratory  examination.  It  is  really 
unusual,  if  in  fact  the  man  had  had  an  acute  pan- 
creatitis on  that  first  admission,  that  there  was  no 
parameter  of  laboratory  work  which  would  have  led 
one  to  think  of  this  possibility.  Once  again  it 
points  to  the  fact  that  we  should  not  stop  with  the 
serum  amylase  determination,  but  include  both 
urinary  and  serum  lipase.  I think  that  this  man’s 
history  of  bright  red  melena  was  a subjective  report 
rather  than  an  objective  finding  and  was  never 
confirmed  clinically.  Of  course,  it  is  risky  to  at- 
tribute bleeding  to  hemorrhoids  unless  they  are 
actively  bleeding;  more  likely  they  would  be  the 
source  of  such  bleeding  than  the  lesion  in  the  colon 
which  Dr.  Moumgis  demonstrated. 

Dr.  Flynn:  Let  me  be  sure  I understand  the 

pathologic  sequence  of  events.  The  pancreas  it- 
self in  some  way  becomes  the  seat  of  inflammation; 
some  of  its  enzyme  content  seeps  into  the  retroperi- 
toneal space  and  gradually  over  a period  of  time 
dissects  into  the  mesentery  of  the  large  intestine. 
Eventually  this  reaches  the  wall  of  the  intestine, 
sets  up  local  inflammation  there  which  eventually 
may  become  entirely  separated  from  the  pancreas. 
Progressive  fibrosis  then  ultimately  closes  off  the 


intestine,  simulates  carcinoma,  and  finally  neces- 
sitates operative  intervention. 

Dr.  Peltz:  I think  it  is  a reasonable  sequence  of 
events.  In  some  ways  it  is  similar  to  the  mesenteri- 
tis  of  the  Weber-Christian  syndrome  in  which 
inflammatory  disease  in  the  mesentery  eventually 
causes  stenotic  lesion  in  the  intestine.  Classic 
pseudocysts  of  the  pancreas  are  formed  by  similar 
leakage  of  enzymes  during  episodes  of  pancreatitis 
into  the  lesser  omental  sac.  There  are  instances 
where  this  kind  of  inflammation  and  dissection 
actually  penetrates  through  the  wall  of  the  intes- 
tine, and  the  patient  may  sustain  an  exsanguinat- 
ing hemorrhage. 

Charles  M.  Karpas,  M.D.:  Our  problem  in 

the  laboratory  with  amylase  determinations  is  that 
we  usually  have  more  false  high  readings  than 
normal  ones.  Opiates  will  many  times  give  a 
falsely  high  reading  as  will  hemolysis  of  red  cells. 
Within  twelve  to  forty-eight  hours  after  the  initial 
onset  of  pancreatitis  both  serum  and  urinary 
amylase  readings  should  be  obtained,  utilizing,  if 
possible,  three  or  four  consecutive  urine  specimens 
taken  at  twelve-hour  intervals. 

Most  cases  of  focal  pancreatitis  are  related  to' 
vasculitis,  rather  than  to  sphincter  of  Oddi  spasm 
or  to  spasm  of  one  of  the  pancreatic  ducts  caused 
by  heavy  alcoholic  intake.  However,  we  were 
unable  to  detect  any  local  vascular  abnormalities 
in  this  case. 

Dr,  Flynn:  The  patient  had  a satisfactory  re- 

covery from  his  operation  procedure.  He  was  seen 
once  in  the  surgical  follow-up  clinic,  at  which  time 
he  was  asymptomatic;  but  we  may  see  this  patient 
again  with  other  evidence  of  pancreatitis. 

Final  diagnoses 

1.  Mesenteric  inflammatory  mass  with  fat 
necrosis,  secondary  to  pancreatitis 

2.  Stenosis  of  descending  colon,  due  to  mesen- 
teric mass  noted 

3.  Resection  of  splenic  flexure  and  descending 
colon,  with  end-to-end  anastomosis  (transverse 
colon-sigmoid) 
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Time-honored  goals  of  hip  arthroplasty  have  been 
to  eliminate  pain,  decrease  deformity,  increase 
mobility,  and  obtain  stability.  Many  of  the  avail- 
able surgical  procedures  accomplish  one  or  two  of 
these  goals  but  fall  short  of  total  hip-joint  replace- 
ment. For  example,  a hip  fusion  will  achieve 
stability  and  decrease  pain  at  the  expense  of  mobil- 
ity and  deformity.  A major  problem  of  hip  arthro- 
plasty, either  mold  or  endoprosthetic,  has  been  the 
unpredictability  or  inconsistency  that  accompanies 
these  procedures.  It  has  not  been  possible  to  deter- 
mine what  inherent  features  lead  to  success  or 
failure  in  cases  that  appeared  similar  at  the  outset. 
Certain  procedures  were  destined  to  eventual 
failure  because  of  the  frequent  bilateral  compart- 
ment pathologic  condition  that  is  part  of  severe  hip 
disease.  In  retrospect,  the  replacement  prosthesis 
was  a natural  step  in  the  evolution  toward  total  hip 
replacement. 

The  remarkable  advances  made  in  total  hip- 
joint  replacement  during  the  past  decade  have 
introduced  new  dimensions  into  orthopedic  sur- 
gery. A careful  analysis  of  the  role  of  total  hip- 
joint  replacement  and  its  assignment  within  the 
orthopedic  armamentarium  is  of  vital  interest  to 
the  orthopedic  surgeon.  The  historical  aspects, 
skeletal  fixation,  component  parts,  indications, 
surgical  technics,  evaluation  and  results,  and  the 
complications  of  total  hip  joint  arthroplasty  are 
discussed  in  this  report. 

Historical  aspects 

The  history  of  arthroplasty  of  the  hip  began  in 
1827,  with  Barton’s'  operation  to  produce  a 


pseudarthrosis.  In  1885,  interpositional  material 
was  utilized  by  Ollier.'^  Since  that  time,  a search 
has  been  made  for  the  best  interpositional  material 
including  pedicled  muscle  flap,  fascial  graft,  mag- 
nesium, tin,  zinc,  silver,  celluloid,  rubber  sheets, 
and  pig’s  bladder. 

A second  phase  in  prosthetic  arthroplasty  of  the 
hip  began  with  Smith-Petersen’s'^  work  in  1925; 
his  experiments  with  various  substances  included 
glass,  pyrex,  and  plastic.  In  1938  the  first  vital- 
lium  cup  was  inserted.  Smith-Petersen’s  contri- 
bution to  reconstructive  hip  surgery  has  been 
universally  acknowledged.  The  next  phase  in 
prosthetic  arthroplasty  of  the  hip  was  in  1942,  when 
Moore  and  Bohlman^  developed  a fixed  metallic 
hip  replacement.  In  1948,  the  Judet  brothers'^ 
received  widespread  acclaim  when  they  developed 
a methylmethacrylate  endoprosthesis.  Fixed 
metallic  acetabular  cups  were  developed  by 
McBride,®  Urist,"  and  others®;  thus  introducing 
another  phase  in  the  treatment  of  severe  arthritis 
of  the  hip. 

The  final  phase  has  been  the  development  of  a 
variety  of  total  hip-joint  prostheses.  It  is  interest- 
ing to  note  that  Gluck  in  189P  described  an  ivory 
ball  and  socket  total  hip  joint  which  was  fixed  to 
bone  by  cement  composed  of  colophony,  pumice 
powder,  and  plaster  of  Paris.  Wiles'®  evidenced 
an  early  interest  in  total  hip  replacement  by  de- 
signing stainless  steel  component  parts  and  insert- 
ing them  into  experimental  animals  in  1938.  He 
then  placed  a similar  total  hip-joint  prosthesis  into 
6 patients  with  Still’s  disease.  McKee  developed 
a series  of  models  for  total  hip  joint  replacement  in 
1941  but  did  not  use  them  in  patients  until  1951, 
when  the  first  artificial  hip  joint  derived  from  a lag 
screw  was  inserted."  A later  series,  from  1956 
to  1960,  was  successful  in  approximately  54  per 
cent  of  cases,  but  many  revisions  were  necessary, 
partly  because  of  loss  of  fixation  of  the  components  ] 
to  bone.  The  success  rate  improved  significantly  j 
following  the  use  of  methylmethacrylate  to  fix  the 
metallic  matched  parts  of  bone. 

In  1958,  Charnley''^  first  reported  his  clinical 
experience  with  total  hip  replacement  in  human 
beings;  he  used  a steel  femoral  component  and  a 
polytetrallorethylene  (Teflon)  acetabular  cup. 

In  1960  he  described  acrylic  fixation  of  the  compo- 
nent parts  to  bone,"'  and  by  1962  he  used  high- 
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density  polyethylene  as  a substance  for  the  ace- 
tabular component.'^  Charnley,  in  his  monu- 
mental contributions  to  tbe  understanding  of  total 
hip-joint  arthroplasty,  has  emphasized  the  neces- 
sity of  applying  knowledge  to  a specific  biologic 
problem.  He  has  pioneered  in  the  development  of 
a low-friction  type  of  arthroplasty  and  has  under- 
taken many  studies  pertaining  to  the  use  of  plastics 
in  such  a prosthesis,  the  wearing  qualities  of  the 
plastics,  and  devised  a small-diameter  prosthesis; 
has  developed  surgical  technics,  with  emphasis  on 
a clear-air  operating  room  environment;  and  finally 
introduced  the  concept  of  superspecialization  in 
hip  surgery.’"’ 

Beginning  in  1960,  after  trials  with  many  types 
of  total  hip  prostheses,  Muller’”  developed  a plastic 
(polyethylene)  acetabular  cup  with  a chromium- 
cobalt-molybdenum  32-mm.  femoral  bead.  He 
has  used  this  extensively  in  his  clinic  since  1966. 
In  1964,  Ring’^  began  his  clinical  experience  with  a 
total  hip-joint  prosthesis  involving  metallic 
matched  components  but  not  relying  on  acrylic 
cement  for  fixation  to  bone.  Three  major  design 
changes  have  been  made  since  1964  resulting  in  a 
current  femoral  prosthesis  with  a neck-shaft  angle 
of  150  degrees. 

Various  other  combinations  of  metallic  compo- 
nents— for  example,  Urist  hip  socket  and  Moore 
prosthesis,’”  Gaenslen  acetabular  cup  and  the 
Moore  prosthesis,’®  and  McBride  cup  and  a Moore 
prosthesis-® — have  been  used  for  total  hip-joint 
replacement  prostheses.  None  of  these  depend  on 
cement  fixation.  Buchholz-’  and  Weber-^  have 
developed  total  hip-joint  replacement  prostheses 
with  metal  to  plastic  surfaces. 

Skeletal  fixation 

One  of  the  major  reasons  for  endoprosthetic 
failure  has  been  loosening  of  the  prosthesis  within 
the  shaft  of  the  femur.  Present-day  interest  in  the 
use  of  self-curing  acrylic  cement  for  fixation  of 
metallic  surgical  implants  to  bone  was  given  great 
impetus  by  Charnley  in  I960.’”  In  1951  Kiaer”” 
used  the  cement  for  fixation  of  a Judet  prosthesis; 
in  1951  Haboush”^  inserted  a vitallium  total  hip 
joint  and  used  a fast-setting  dental  acrylic  cement 
for  fixation.  Beginning  in  1952,  Wiltse,  Hall,  and 
Stenehjem””  performed  a series  of  experimental 
studies  on  the  possible  use  of  self-curing  acrylic  in 
orthopedic  surgery.  They  found  that  self-curing 
methylmethacrylate  caused  no  more  tissue  reac- 
tion than  vitallium  in  the  experimental  animal  but 
felt  that  the  heat  of  polymerization  was  a trouble- 
some and  limiting  factor. 

Charnley  has  emphasized  the  necessity  of  forcing 
the  acrylic  cement  deep  into  the  medullary  canal 
to  transfer  the  load  to  the  endosteal  surface  of  the 
femoral  cortex  from  the  distal  two  thirds  of  the 
stem  of  the  femoral  prosthesis.  The  use  of  acrylic 
cement  has  allowed  a broad  distribution  of  stress, 


and  also  has  provided  a more  gradual  transition  of 
stress  from  the  prosthetic  to  the  biologic  com- 
ponents of  a total  hip-replacement  prosthesis. 
Acrylic  cement  possesses  no  adhesive  properties 
against  wet  bone.  The  holding  properties  depend 
on  an  intimate,  mechanical  interlocking  of  surface 
irregularities.  Cancellous  bone  provides  such 
irregularities,  and  drill  holes  with  undercutting 
and  roughening  of  smooth  surfaces  can  provide 
greater  fixation  of  acrylic  cement  to  bone. 

Methylmethacrylate,  the  monomer  from  which 
polymethyl  methacrylate  is  formed,  was  first 
synthesized  in  1902  with  the  general  structure 
CH2:C(CH,i).COO.CH:t.  Methylmethacrylate  is 
a volatile  liquid  which  will  polymerize  into  a 
solid  form  on  the  addition  of  a chemical  initiator. 
The  substance  most  commonly  used  is  benzoyl 
peroxide.  The  self-curing  acrylic  cements  are 
composed  of  liquid  and  solid  components  mixed  to 
produce  a dough  or  paste  which  then  spontaneously 
hardens.  The  liquid  component  monomer  is  com- 
posed of  methylmethacrylate  97.9  per  cent,  a ter- 
tiary amine  (dimethyl-p-toluidine)  2 per  cent 
(initiator),  and  hydroquinone  0.1  per  cent  (inhibi- 
tor). The  polymer  consists  of  polymethyl  metha- 
crylate 97  per  cent,  benzoyl  peroxide  2 per  cent 
(activator),  and  pigment  and  fillers  1 per  cent. 

The  setting  time  of  the  acrylic  cement  depends 
on  the  molecular  weight  of  the  polymer  and  texture 
of  the  powder,  the  proportions  of  activator  and 
initiator,  the  proportions  of  liquid  and  powder, 
and  the  temperature  of  the  operating  room  and 
mixing  bowl.  It  is  interesting  to  note  that  the 
setting  times  can  vary  as  much  as  two  minutes. 

The  polymerization  of  acrylic  cement  is  an 
exothermic  reaction.  The  rise  in  temperature  is 
proportional  to  the  mass  of  the  acrylic  used. 
Thermocouple  measurements  in  cadavers  have 
shown  that  at  various  sites  the  temperature  can 
vary  between  40  and  60  C.  elevation.  It  is  difficult 
to  predict  the  extent  of  tissue  damage  in  each  case. 
The  acrylic  cement  in  the  shaft  of  the  femur  is 
rarely  thicker  than  5 mm. 

Volumetric  changes  due  to  the  polymerization  of 
the  monomer  in  the  acrylic  cement  was  reported  by 
Wiltse,  Hall,  and  Stenehjem””  to  be  about  6 per 
cent.  However,  if  the  cement  is  mixed  vigorously 
to  force  the  inclusion  of  small  air  bubbles  within 
the  cement,  the  expansion  of  the  air  bubbles  can 
compensate  for  the  shrinkage  in  the  volume  of  the 
acrylic  material. 

(Certain  average  figures  have  been  determined  in 
regard  to  the  mechanical  properties  of  polymethyl 
methacrylate.  The  compressive  strength  is  15,000 
psi.,  flexural  strength  15,000  psi.,  tensile  strength 
10,000  psi.,  and  modulus  of  elasticity  0.3  times  10” 
psi.  These  strengths  are  approximately  25  per  cent 
lower  than  the  upper  limits  of  normal  bone.””  It 
is  difficult  to  compare  the  compressive  strength  of 
cancellous  bone  because  of  the  shape,  size,  and 
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direction  of  the  trabecular  spaces.  However,  it 
appears  that  the  compressive  strength  of  methyl- 
methacrylate is  higher  than  that  of  cancellous 
bone  but  lower  than  cortical  bone. 

It  has  been  reported  that  a systemic  blood  pres- 
sure decrease  may  occur  after  inserting  the  acrylic 
cement  into  the  medullary  canal  of  the  femur. 
This  did  not  appear  to  occur  when  the  acrylic  ce- 
ment was  placed  into  the  acetabular  portion. 
Occasionally  the  blood  pressure  change  was 
significant  and  lasted  over  a five-minute  period. 
The  explanation  for  this  phenomenon  is  not  known. 
It  appears  to  be  due  to  the  absorption  of  the  volatile 
monomer.  If  the  acrylic  cement  is  not  placed  into 
the  femur  until  the  strong  odor  of  the  monomer  is 
no  longer  present,  there  may  be  less  tendency  for 
systemic  blood  pressure  to  fall. 

Clinical  experience  with  the  acrylic  polymers  in 
various  branches  of  surgery  and  dentistry  since 
1940  suggests  that  these  substances  are  tolerated 
over  a long-term  period  when  buried  within  the 
tissues. There  are  no  proved  cases  of  physio- 
logic change  or  undesirable  tissue  reaction  attrib- 
utable to  the  chemical  constituents  of  the  acrylic 
cement,  and  there  is  no  evidence  that  the  com- 
ponents of  the  acrylic  cement  can  induce  a malig- 
nant change  in  human  tissues.®^ 

Component  parts 

After  the  initial  failure  of  Teflon  for  the  acetabu- 
lar component,  high-density  polyethylene  was 
introduced  and  used  by  Charnley.^'’  This  material 
was  first  synthetized  in  1954.^^  It  possesses  excel- 
lent resistance  to  wear  against  polished  metal  sur- 
faces; it  is  electrically  neutral;  and  it  possesses  no 
adhesive  property  to  water.  A further  advantage 
of  high-density  polyethylene  lies  within  its  elastic- 
ity. It  possesses  a modulus  of  elasticity  of  ap- 
proximately 30,000  psi.  which  is  similar  to  that  of 
polymethyl  methacrylate  and  also  to  that  of  bone. 
Charnley^®  has  evaluated  72  cases  of  total  hip- 
joint  arthroplasties  and  determined  that  35  cases 
demonstrated  no  wear  of  the  high-density  poly- 
ethylene acetabular  cup  after  five  years  of  use. 
The  remaining  37  cases  showed  a maximum  of  1 
mm.  of  wear.  Certain  advantages  of  the  polymers 
are  that  they  demonstrate  higher  elasticity  and 
damping  lower  density,  less  friction,  and  cost  less 
to  manufacture.  Certain  disadvantages  of  the 
polymers  are  that  purity  is  sometimes  difficult  to 
maintain,  sterilization  can  be  a problem,  and 
there  exists  the  potentiality  of  degradation  in  the 
body  fluids.  Some  of  the  newer  materials  are  Del- 
rin,  Polyimide  (SP-21)  reinforced  polymers,  and 
pyrolitic  carbons. 

The  femoral  component  or  the  metallic 
components  of  a total  hip-joint  prosthesis  undergo 
certain  types  of  wear.  These  are  adhesive,  abra- 
sive, corrosive,  surface  fatigue,  fretting,  erosion, 
and  cavitation.  Abrasive  wear  is  one  of  the  most 


common  types  encountered  in  the  metal-to-metal 
total  hip  replacements  and  takes  place  whenever 
hard  formed  particles  such  as  metal  grit  and  metal- 
lic oxides,  as  well  as  dust  and  grit  from  the  environ- 
ment, are  present  between  rubbing  surfaces. 
These  particles  first  penetrate  the  metal  and  then 
tear  off  metallic  particles.  Depending  on  its 
severity,  abrasion  can  appear  as  either  gouting  or 
scratching.  Adhesive  wear  is  caused  by  a shearing 
action  of  microwelds  formed  between  the  surface 
asperities  that  carry  the  load  between  two  mating 
surfaces.  Failure  of  the  film  which  normally 
separates  the  two  surfaces  is  the  cause  of  this  type 
of  wear. 

The  important  wear  factors  in  total  hip-joint 
prostheses  are  the  materials,  the  loading  and  the 
surface  conditions,  the  use  of  the  prosthesis,  and 
the  lubricant.  It  appears  that  the  advantages  of  a 
high-density  polyethylene  acetabular  cup  outweigh 
the  advantages  of  a metallic  cup.  Many  centers  are 
now  performing  a metal-to-plastic  type  of  total  hip- 
joint  prosthesis.  The  loading  across  a hip  joint  has 
been  investigated  in  detail  by  Rydell,^^  Denham,^'* 
Blount,^®  Frankel,-^®  Hirsch,^"  and  others.  The 
surface  conditions  are  most  important,  and  the 
machining  of  the  femoral  prosthesis  is  critical  to 
prevent  the  appearance  of  small  high  points.  It 
is  obvious  that  an  elderly  patient  with  rheumatoid 
arthritis  will  not  use  a total  hip  joint  to  the  extent 
that  a younger  laborer  or  farmer  might.  Another 
advantage  of  the  metal-to-plastic  prosthesis  is  that 
it  is  thought  to  be  self-lubricating.  Amstutz-^** 
has  clearly  shown  that  the  surfaces  of  the  compo- 
nent parts  must  be  as  smooth  as  possible  and  pro- 
tected from  any  scratch  which  might  act  as  a cut- 
ting tool  and  damage  the  polyethylene  acetabu- 
lar cup  during  sliding.  He  is  continuing  to  inves- 
tigate further  refinements  in  the  finishing  of  the  I 
component  parts.  In  the  clinical  situation  it  has 
been  shown  that  the  coefficient  of  friction  of  poly- 
ethylene and  steel  in  synovial  fluid  may  be  con- 
siderably less  than  that  of  an  all  cobalt-chrome 
alloy  joint.  Despite  the  low  coefficient  of  friction  | 
of  the  metal-to-plastic  total  hip  joint,  it  is  still 
important  to  note  that  the  coefficient  of  friction  in 
a normal  hip  joint  is  competitive  with  the  best  that  i 
can  be  achieved  by  any  known  engineering  technic.  j 

Indications  ■ 

Certain  indications  for  total  hip-joint  replace- 
ment have  evolved  as  more  experience  has  been 
gained  with  this  procedure.  If  a marked  loss  of 
bone  substance  of  the  acetabular  and  femoral  com- 
ponents occurs,  then  pseudarthrosis  is  the  only 
alternative  to  total  hip-joint  replacement.  An- 
other indication  is  severe  bilateral  involvement  ' 
of  the  hip  joints  in  the  elderly  patient.  More  |l 
experience  is  being  gained  with  total  hip  replace-  j 
ment  as  treatment  for  the  failed  arthroplasty,  ! 
either  cup  or  endoprosthesis.  Many  prostheses  i 
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have  eventually  become  painful,  most  likely  be- 
cause of  loss  of  femoral  shaft  fixation  with  subse- 
quent migration.  Another  indication  for  total  hip- 
joint  replacement  is  a failed  femoral  osteotomy  or 
derotation.  A failed  fusion  or  a failed  Girdle- 
stone  arthroplasty  may  indicate,  in  selected  cases, 
total  hip-joint  replacement.  In  all  cases  selected 
for  total  hip-joint  replacement,  it  is  necessary  to 
consider  the  age  of  the  patient  and  to  limit  its  use 
as  concerns  those  who  are  physiologically  older 
than  sixty  years  of  age.  Exceptions  can  be  made 
for  patients  with  shortened  life  spans  or  with’  no 
possible  surgical  procedure  available  other  than  a 
Girdlestone  pseudarthrosis.  Diseases  that  lend 
themselves  to  treatment  by  total  hip-joint  prosthe- 
sis are  primary  and  secondary  osteoarthritis  of  the 
hips;  rheumatoid  arthritis;  avascular  necrosis, 
idiopathic  or  post-traumatic;  ankylosing  spon- 
dylitis; and  occasional  malignant  tumors  of  the 
femoral  head  and  neck  and  synovial  tumors. 

Advantages 

The  total  hip-joint  prosthesis  is  designed  to 
restore  some  of  the  normal  biomechanics  of  the  hip 
joint.  Most  total  hip-joint  prostheses  will  help 
restore  limb  length  and  allow  a quick  return  to  full 
weight  bearing.  A major  advantage  is  the  marked 
decrease  of  pain  following  this  procedure;  in  some 
cases  a total  absence  of  pain  occurs.  Frequently, 
an  improved  range  of  motion  of  the  hip  joint  is 
present,  and  the  gait  is  improved.  The  need  for 
prolonged  rehabilitation  is  alleviated  because 
early  mobilization  and  weight  bearing  are  en- 
couraged. The  involved  physical  therapy  technics 
that  are  necessary  following  cup  arthroplasty  do 
not  have  to  be  applied  to  the  postoperative  patient 
after  total  hip-joint  replacement.  The  marked 
decrease  of  pain  that  occurs  following  this  proce- 
dure may  be  due  partly  to  the  fact  that  the  move- 
ment in  a total  hip  joint  occurs  between  insensitive 
parts.  When  the  physiologic  abductor  tension  is 
restored,  joint  dimensions  are  returned  toward 
normal,  thereby  providing  for  a better  gait  and  an 
increased  range  of  motion  of  the  hip  joint.  The 
acrylic  bond  prevents  motion  of  the  component 
parts,  and  stress  is  distributed  more  evenly 
throughout  the  acetabulum  with  avoidance  of  high 
stress  points.  This  may  act  to  prevent  reactive 
sclerosis  of  the  acetabulum  and  pelvic  migration. 

Surgical  technic 

The  surgical  technic  employed  in  performing  the 
Charnley-Muller  total  hip-joint  prosthesis  involves 
the  use  of  the  Watson- Jones  surgical  approach  to 
the  hip  joint.  The  patient  is  positioned  supine  on 
the  operating  table  with  a small  roll  beneath  the 
affected  hip.  The  incision  is  made  overlying  the 
greater  trochanter  and  extending  proximally  to- 
ward the  anterior  iliac  crest  for  approximately  2 
inches  and  distally  down  the  shaft  of  the  femur  for 


approximately  3 inches.  The  subcutaneous  tissues 
are  divided,  and  tbe  fascia  lata  is  exposed.  The 
fascia  lata  is  divided,  and  the  interval  between  ten- 
sor fascia  lata  and  gluteus  medius  is  exposed.  This 
interval  is  widened  at  the  base  of  the  femoral  neck. 
Care  is  taken  to  preserve  the  neurovascular  bundle 
to  the  tensor  fascia  lata  muscle.  With  proper  re- 
traction an  excellent  exposure  can  be  gained  of  the 
anterior,  medial,  and  lateral  aspects  of  the  joint 
capsule.  The  cap.sule  is  incised,  and  a culture  is 
routinely  obtained  of  the  hip-joint  fluid.  The  en- 
tire capsule  is  then  excised  anteromedially  and 
laterally.  The  underlying  deformed  femoral  head 
is  observed,  and  a single  attempt  is  made  at  dis- 
location. If  the  femoral  head  does  not  dislocate 
easily,  the  femoral  neck  is  divided  by  means  of  a 
Stryker  bone  saw  in  a 45-degree  plane  with  the 
femoral  neck,  and  the  femoral  head  is  removed. 
Attention  is  directed  toward  removing  the  remain- 
ing posterior  capsule.  The  transverse  ligament  is 
divided,  and  all  the  soft  tissue  is  removed  from  the 
inferior  and  medial  hip  joint.  The  acetabulum  is 
curetted  free  from  its  remaining  cartilaginous  ele- 
ments. Special  attention  is  paid  to  the  depth  of 
the  acetabular  notch  to  determine  the  amount  of 
deepening  that  may  be  necessary  to  accomplish 
medial  displacement  of  the  acetabulum.  By 
means  of  osteotomes  and  reamers  the  acetabulum 
is  reamed  and  deepened  medially  and  superiorly. 
Trial  reduction  with  a plastic  50-mm.  acetabular 
cup  allows  for  final  adjustments.  A %-inch  drill 
with  a guard  is  used  to  create  seating  holes  in  the 
ileum,  pubis,  and  ischium,  which  are  undermined 
and  deepened  with  curved  curets.  After  final 
preparation  of  the  acetabulum,  the  roll  is  removed 
from  beneath  the  operative  hip  allowing  the  pa- 
tient to  return  to  the  supine  position  on  the  op- 
erating table.  A protractor  permanently  set  at  45 
degrees  is  placed  across  both  anterior  superior 
iliac  spines,  and  the  Muller  guide  is  utilized  for 
final  placement  of  the  acetabular  cup  after  methyl- 
methacrylate is  packed  individually  into  each  of 
the  seating  holes.  The  acetabular  cup  is  placed 
at  from  10  to  15  degrees  of  anteversion  and  45 
degrees  with  long  axis  of  the  body.  Excess  methyl- 
methacrylate is  removed  from  the  margins  of  the 
acetabulum.  If  the  acetabulum  is  very  smooth 
prior  to  insertion  of  the  methylmethacrylate,  at- 
tempts are  made  to  roughen  its  entire  surface. 

Attention  is  then  directed  toward  the  femoral 
shaft.  At  this  point  it  may  be  necessary  to  divide 
a few  anterior  fibers  of  the  gluteus  medius  at  their 
trochanteric  insertion.  It  also  may  be  necessary  to 
split  the  fascia  lata  for  approximately  % inches 
opposite  the  level  of  the  greater  trochanter,  to 
allow  for  positioning  of  the  femur  into  marked 
external  rotation  and  adduction.  The  lower  leg  is 
parallel  to  the  floor  at  this  point.  Once  proper 
exposure  of  the  femoral  shaft  is  obtained,  a scoop 
is  utilized  to  remove  cancellous  bone  from  the 
femoral  neck  and  shaft,  and  the  special  rasp  for  the 
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Muller  prosthesis  is  inserted.  One  of  the  most 
important  phases  of  this  technic  is  the  use  of  a 
prosthesis  for  a trial  reduction.  K the"  reduction 
is  accomplished  with  moderate  tension  and  does 
not  dislocate  during  a range  of  motion,  the  pros- 
thetic neck  length  is  satisfactory.  The  greater  tro- 
chanter should  lie  distal  to  the  midportion  of  the 
femoral  head.  K reduction  is  accomplished  with 
great  ease  and  dislocation  occurs,  then  a longer 
neck  is  selected  and  another  trial  reduction  is 
performed.  Great  care  must  be  taken  during  this 
maneuver  to  achieve  the  proper  lateral  and  distal 
displacement  of  the  greater  trochanter  by  skillful 
utilization  of  stem  sizes.  Once  the  proper  pros- 
thesis has  been  selected,  final  reaming  of  the  shaft 
is  accomplished.  A small  diameter  plastic  tube 
is  placed  down  the  medullary  canal,  the  methyl- 
methacrylate is  packed  vigorously  into  the  femoral 
shaft  allowing  air  and  blood  to  exit  through  this 
tube,  and  the  femoral  prosthesis  is  placed  in  0 to 
5 degrees  of  anteversion.  After  careful  inspection 
to  remove  all  foreign  bodies  a*nd  debris  about  the 
acetabulum,  the  hip  is  reduced  and  moved  through 
a range  of  motion.  Throughout  the  entire  proce- 
dure great  care  is  maintained  to  preserve  sterile 
technics.  Double  gloves  are  worn.  The  wound  is 
irrigated  frequently  with  1 per  cent  neomycin  solu- 
tion and  sterile  lactate  solution.  Hemovac  tubes 
are  placed  deep  to  the  fascial  layers.  Closure  is 
accomplished  by  repairing  the  gluteal  muscula- 
ture and  fascial  layers  with  1-0  chromic  catgut 
sutures  and  the  skin  closed  with  interrupted  nylon 
sutures.  A hip  spica  dressing  is  applied,  and  the 
patient  is  placed  in  bed  with  a knee  exerciser  strap. 
Buck’s  traction,  and  an  internal  rotation  strap. 
Occasionally,  release  of  the  short  external  rotator 
muscles  is  necessary.  Revision  of  the  psoas  is 
contraindicated.  Certain  cases  will  require  a 
trochanteric  osteotomy  and  distal  transfer.  This 
can  be  accomplished  through  a lateral  incision. 
The  greater  trochanter  is  reattached  with  number 
18-gauge  wire. 

Evaluation 

An  evaluation  of  116  patients  by  Ring^^  revealed 
that  115  out  of  141  “hips”  had  no  pain;  26  “hips” 
had  pain  with  activity,  but  there  was  no  rest  pain. 
A survey  of  the  first  25  Ring  prostheses  performed 
at  the  Cleveland  Clinic  Hospital  revealed  that  on 
the  Iowa  Hip  Scale  8 patients  rated  greater  than 
85  per  cent;  9 patients  70  to  85  per  cent;  4 patients 
60  to  70  per  cent,  and  3 patients  less  than  60  per 
cent.  One  patient  has  demonstrated  loosening  of 
the  acetabular  component.  Two  factors  militate 
against  the  continued  use  of  the  Ring  prosthesis, 
the  first  being  its  somewhat  precarious  fixation 
to  bone  and  the  second  being  the  use  of  metal-to- 
metal  bearing  surfaces. 

Bentley*^  analyzed  100  total  hip  replacements 
performed  at  Oxford,  England,  using  McKee- 


Farrar  prostheses:  17  per  cent  were  excellent, 

73  per  cent  were  good,  5 per  cent  were  fair,  and  5 
per  cent  were  poor. 

In  a study  by  Charnley^^  involving  138  hips  in 
120  patients,  97.6  per  cent  had  severe  pain  preop- 
eratively  and  96.4  per  cent  had  none  or  slight  pain 
postoperatively;  73.7  per  cent  had  fair  or  poor 
mobility  preoperatively  and  62  per  cent  had  excel- 
lent or  good  mobility  postoperatively.  In  this  early 
period  the  American  centers  performing  total  hip- 
joint  replacement  have  been  obtaining  good  results 
with  remarkable  consistency. 


Complications 

Early  complications  following  insertion  of  a 
total  hip-joint  replacement  prosthesis  include  a 
perforation  of  the  acetabulum.  This  may  occur 
while  reaming  or  osteotomizing  a shallow  acetab- 
ulum in  a patient  with  old  congenital  hip  disease 
or  dysplasia.  If  the  leg  is  not  positioned  properly 
for  reaming,  perforation  of  the  femoral  shaft  may 
occur.  A third  complication  is  that  of  hemorrhage. 
An  average  of  1,500  ml.  of  whole  blood  is  lost  during 
this  procedure.  Total  capsulectomy  and  extensive 
reaming  of  the  acetabulum  with  division  of  the 
femoral  neck  and  femoral  shaft  reaming  all  contri- 
bute toward  blood  loss.  Care  must  be  taken  to 
provide  accurate  blood  replacement  during 
surgery. 

Another  complication  is  fracture  of  the  femoral 
shaft  or  of  the  greater  trochanter  which  can  occur 
in  a rheumatoid  or  an  elderly  patient  with  osteo- 
porosis. Forceful  manipulation  of  the  leg  to  obtain 
proper  positioning  for  seating  of  the  femoral 
prosthesis  must  be  avoided.  Fracture  may  also 
occur  with  forced  reduction  following  insertion  of  a 
trial  femoral  prosthesis.  If  a femoral  shaft  fracture 
occurs,  fixation  must  be  accomplished  before  in- 
sertion of  the  femoral  prosthesis.  Occasionally  a 
long-stem  prosthesis  may  be  used  to  extend  beyond 
the  fracture  site.  The  greater  trochanter  may  be 
fractured  while  attempting  to  remove  a failed  cup 
or  endoprosthesis,  with  migration  of  the  femoral 
shaft  proximally  above  the  level  of  the  acetabulum. 
To  avoid  this  complication,  the  proper  surgical 
technic  for  this  type  of  case  would  include  a tro- 
chanteric osteotomy  as  part  of  the  procedure. 

Another  early  complication  involves  either 
femoral  nerve  palsy  because  of  aggressive  retrac- 
tion or  sciatic  palsy  because  of  perforation  of  the 
acetabulum.  The  fat  embolism  syndrome  may 
complicate  the  early  postoperative  course,  perhaps 
triggered  by  insertion  of  methylmethacrylate  into 
the  femoral  shaft. 

The  final  early  complication  is  thromboembo- 
lism. We  have  just  completed  a study  involving 
venous  thrombosis  following  elective  surgery  of  the 
hip  and  have  demonstrated  by  means  of  pre-  and 
postoperative  venograms  that  venous  thrombosis 
can  be  significantly  lowered  by  the  use  of  low 
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molecular-weight  dextran  before,  during,  and 
following  surgery.^'  At  present,  it  is  our  practice 
to  administer  low  molecular-weight  dextran  to  all 
patients  undergoing  total  hip  replacement. 

Late  complications  include  dislocation  of  the 
total  hip  prosthesis,  which  may  occur  because  of 
improper  positioning  of  the  component  parts,  with 
loss  of  acetabular  cup  inclination  or  marked  ante- 
version  of  the  femoral  component.  Dislocation 
also  may  occur  in  the  face  of  inadequate  abductor 
and  psoas  muscle  tension.  If  soft  tissue  or  foreign 
materials  have  been  interposed  into  the  acetabular 
cup,  dislocation  may  occur.  Occasionally,  mar- 
ginal osteophytes,  especially  along  the  postero- 
inferior  border  of  the  acetabulum  may  impinge  on 
the  femoral  neck  and  serve  as  a levering  mecha- 
nism causing  dislocation.  Loosening  of  the  acetab- 
ular cup  may  occur  because  of  a latent  deep  infec- 
tion. However,  loosening  may  occur  because  of 
inadequate  fixation  at  the  time  of  operation  and 
improper  positioning  of  the  components.  The 
early  component  parts  of  the  McKee  and  Ring 
prostheses  allowed  impingement  at  the  extremes  of 
hip-joint  motion.  With  repeated  impingement  of 
the  metal  components,  loosening  occurred  in  the 
acetabular  portion,  and  reoperation  was  necessary. 
Heterotopic  calcification  can  decrease  motion  of 
the  soft  tissues  about  the  hip  joint  following  total 
hip-joint  replacement.  Charnley*^  has  had  prob- 
lems with  nonunion  of  the  greater  trochanter,  and 
several  revisions  have  been  undertaken  to  provide 
a secure  fixation  of  the  greater  trochanter  to  the 
femoral  shaft  after  osteotomy  and  advancement. 

There  remain  three  major  causes  of  failure  of  the 
total  hip-joint  replacement  prosthesis:  (1)  An 

absolute  failure  occurs  with  postoperative  deep 
hip-joint  infection;  (2)  failure  may  result  from 
tissue  reaction  to  particle  abrasion,  both  from  the 
metal  and  the  polymer  components  of  the  prosthe- 
sis; and  (3)  failure  may  occur  because  of  loosening 
of  the  acrylic  cement  bond  either  between  the 
cement  and  bone  or  between  the  prosthetic  com- 
ponents and  cement. 

Operating  room  environment 

Concern  about  the  disaster  that  follows  deep 
sepsis  of  the  hip  joint  after  total  hip-joint  replace- 
ment has  led  to  re-evaluation  of  operating  room 
environments.  Charnley  and  Eftekhar^-  have 
demonstrated  that  an  operating  room  employing  a 
laminar  air  flow  provides  an  environment  in  which 
the  deep-sepsis  rate  has  decreased  from  approxi- 
mately 9-5  to  1.1  per  cent.  The  particulate  con- 
taminants within  the  operating  room  air  can  be 
almost  completely  removed.  A clean-air  room 
utilizing  the  laminar  air-flow  principle  should 
create  a class  100  operating  room  table  area. 
(Class  1(X):  The  particle  count  per  cubic  foot  of  air 
does  not  exceed  100  particles  0.5  micron  or  larger 
and  not  more  than  1 particle  4 microns  or  larger.) 


In  our  clean-air  room  the  total  air  content  is  recir- 
culated approximately  200  times  per  hour.  Fogel- 
berg,  Zitzmann,  and  Stinchfield^'’  have  discussed 
the  role  of  prophylactic  antibiotics  in  orthopedic 
surgery.  In  conjunction  with  the  use  of  clean  air- 
flow room  we  administer  a prophylactic  antibiotic 
beginning  the  night  prior  to  surgery  and  continue 
the  antibiotic  for  seven  days. 

There  are  certain  advantages  of  the  Charnley- 
Muller  total  hip  prosthesis.  A W’atson-Jones  expo- 
sure provides  an  easy  access  to  the  hip  joint,  and 
the  greater  trochanter  is  not  routinely  divided. 
This  exposure  provides  access  for  dividing  the 
greater  trochanter  if  this  procedure  is  necessary. 
A variety  of  neck  lengths  provides  exceptional 
flexibility  and  allows  proper  abductor  muscle  ten- 
sion to  be  maintained.  With  the  larger  head  di- 
ameter (32  mm.)  there  is  a reduced  risk  of  disloca- 
tion when  compared  with  the  smaller  femoral  head 
diameter  of  the  Charnley  prosthesis  (22  mm.).  The 
inner  acetabular  load  is  distributed  over  a larger 
surface,  and  a less  linear  rate  of  wear  may  occur. 
The  design  of  the  Muller  prosthesis  allows  a greater 
range  of  motion  of  the  hip  joint,  especially  in  flex- 
ion. Finally,  a single  component  can  be  replaced 
which  is  a distinct  advantage  over  the  matched 
set  components  of  the  metal-to-metal  total  hip- 
joint  prosthesis. 

Conclusions 

Several  questions  remain  unanswered  in  regard 
to  total  hip-joint  prostheses:  (1)  Does  the  total 

hip-joint  prosthesis  have  a place  in  the  treatment 
of  the  arthritic  hip  joint?  (2)  Are  current  materials 
suitable  for  long-term  tissue  implantation?  (3) 
What  are  the  wear  properties  of  metal-to-metal  and 
metal-to-plastic  component  parts?  (4)  What  are 
the  long-term  tissue  reactions  to  abraded  materi- 
als? (5)  What  are  the  individual  characteristics 
of  the  available  prostheses? 

From  the  evidence  accumulated  to  date,  it 
appears  that  some  form  of  total  hip-joint  prosthe- 
sis will  occupy  an  important  place  in  orthopedic 
surgery,  perhaps  until  total  joint  transplantation 
is  possible.  When  satisfactory  answers  are  pro- 
vided to  the  remaining  questions,  the  role  of  total 
hip-joint  replacement  for  the  orthopedist  will  be 
defined. 

It  is  mandatory  to  recognize  that  averenthusiasm 
for  this  procedure  can  easily  occur.  Proper  balance 
must  be  maintained  among  the  various  surgical 
procedures  available  for  the  treatment  of  the 
arthritic  hip.  The  orthopedic  surgeon  must  main- 
tain his  prospective  w'hile  adding  total  hip-joint 
replacement  to  his  armamentarium. 

Cleveland,  Ohio  44106 
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Congenital  anomalies  of  the  uterus  are  not  simply 
medical  curiosities  but  potentially  serious  condi- 
tions that  deserve  the  considered  respect  of  the  ob- 
stetrician. Generally,  abnormalities  are  a frequent 
cause  of  sterility,  abortion,  premature  labor,  and 
complicated  labors  and  delivery.  Strassman^ 
states  that  congenital  anomalies  of  the  uterus  are 
among  the  most  frequently  overlooked  causes  of 
gynecologic  or  obstetric  disturbances. 

The  development  of  the  normal  female  genital 
tract  is  competently  described  and  illustrated  in 
any  of  the  standard  textbooks.  Any  complete  or 
incomplete  failure  of  fusion  of  the  rniillerian  system 
will  produce  abnormalities  of  the  genital  tract. 
Schattenberg  and  Ziskind-  say  that  uterus  didel- 
phys  with  double  vagina  and  uteri  probably  forms 
during  the  eighth  week  of  the  embryo.  The  extent 
of  the  anomaly  is  directly  related  to  the  degree  of 
failure  of  development.  It  is  precisely  for  this 
reason  that  there  is  much  confusion  as  to  nomen- 
clature and  terminology.  Kaufmann,’  Jarcho,^ 
Way,’^  and  Taylor®  base  their  classifications  on  the 
anatomic  description  of  the  anomaly.  Semmons" 
and  Jones®  base  their  classifications  on  physiologic 
factors,  in  addition  to  anatomic  defects. 

This  report  is  on  uterus  didelphys,  also  referred 
to  as  uterus  duplex  separatus  and  uterus  bicornis 
bicollis.  This  anomaly  represents  a total  failure 
of  fusion  of  the  rniillerian  ducts,  producing  two 
separate  genital  tracts,  that  is  two  uteri,  each  with 
its  own  cervix,  and  two  separate  vaginas.  In  view 
of  the  intricacies  of  the  processes  which  result  in 
the  formation  of  the  uterus,  it  is  surprising  that 
more  frequent  disturbances  in  development  do  not 
result. 

Uterus  didelphys  is  rather  a rare  anomaly.  The 
true  incidence  is  not  readily  determined.  Few 
physicians  have  the  opportunity  to  see  any  signifi- 


cant number  of  congenital  anomalies  complicating 
pregnancy.  Smith^  reported  on  4 cases  of  uterus 
didelphys  in  114,243  consecutive  obstetric  patients 
admitted  to  the  New  York  Lying-In  Hospital;  Zab- 
riskie"’  described  11  cases  in  29,539  obstetric  pa- 
tients; and  PYnton  and  Singh'*  reported  on  29  cases 
in  60,768  deliveries. 

Halbert  and  Loughead'-  reviewed  the  literature 
and  were  able  to  find  only  10  cases  of  term  preg- 
nancy in  alternate  uteri  in  uterus  didelphys.  To 
this  they  added  2 cases  of  their  own.  Instances 
of  pregnancy  occurring  simultaneously  in  each 
uterus,  some  with  different  gestational  ages,  have 
been  reported.  * ’ *®  In  cases  of  double  uterus  the 
proportion  of  twins  is  greater  than  in  a normal 
uterus  which  has  a ratio  of  1:89,  whereas  in  a dou- 
ble uterus  it  is  1:21.''  P'indley'®  believes  that  du- 
plication of  the  uterus  presents  frequent  examples 
of  superfetation. 

The  following  case  report  is  the  thirteenth  re- 
corded instance  of  full-term  pregnancy  in  alternate 
uteri  of  uterus  didelphys. 

Case  report 

A twenty-nine-year-old  white  married  woman 
was  first  seen  in  the  office  in  August,  1954.  Her 
last  normal  menstrual  period  was  June  10,  1954. 
She  had  been  married  three  months.  Physical 
examination  results  were  within  normal  range  ex- 
cept for  the  genitalia.  The  external  genitalia  were 
not  unusual.  The  vaginal  canal  was  normal,  ad- 
mitting 2 fingers.  A complete  transverse  vaginal 
septum  had  been  excised  in  1950  at  New  York  Uni- 
versity Hospital.  Speculum  examination  demon- 
strated 2 cervices;  the  right  one  was  slightly  larger 
and  softer  than  the  left.  The  uteri  were  somewhat 
larger  than  one  would  expect  for  eight  weeks’ 
gestation.  There  were  no  adnexal  masses  or  ten- 
derness. The  pelvis  was  gynecoid. 

Her  past  history  showed  that  she  was  admitted 
to  New  York  University  Hospital  in  July,  1950, 
for  severe  dysmenorrhea  associated  with  hyper- 
menorrhea  of  several  years’  duration.  Dilatation 
and  curettage  with  excision  of  transverse  vaginal 
septum  was  performed.  The  pathologic  report 
showed  endometrium  in  the  proliferative  phase. 

In  December,  1953,  a hysterogram  was  done  at 
the  same  hospital,  and  the  left  oviduct  could  not 
be  visualized.  There  was  no  evidence  of  uteri  inas- 
much as  both  cervices  were  not  canalized  simul- 
taneously. In  January,  1954,  an  intravenous  pye- 
logram  performed  at  Research  Hospital,  Kansas 
City,  Missouri,  revealed  the  “congenital  absence  of 
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left  kidney  with  a normally  functioning  right 
kidney.” 

Two  weeks  later  she  was  admitted  to  The  Brook- 
lyn Hospital  for  urologic  evaluation.  Cystoscopic 
examination  showed  the  right  ureteral  orifice  to 
be  normal.  However,  no  left  ureteral  orifice  was 
found,  the  left  side  of  the  trigone  was  flattened,  and 
there  was  no  interureteric  ridge.  Retrograde  pyelo- 
grams  demonstrated  a solitary  right  kidney  with 
rather  marked  compensatory  hypertrophy. 

She  reached  forty  weeks’  gestation  in  March, 
1955,  with  no  antepartum  complications.  After  a 
short  labor  in  which  no  progress  was  noted  either  in 
dilatation  of  the  cervix  or  advancement  of  the 
frank  breech,  a living  male  child  weighing  7 pounds 
was  delivered  by  low-flap  cesarean  section  from  the 
right  sacroanterior  position  while  the  patient  was 
under  spinal  anesthesia.  Abdominal  exploration 
at  this  time  showed  the  right  uterus  contained  the 
pregnancy,  while  the  left  nonpregnant  uterus  was 
2 to  3 times  its  normal  size  (Fig.  1).  There  were  no 
abnormalities  noted  in  either  ovaries  or  ovi- 
ducts. The  presence  of  a large  right  kidney  and 
the  absence  of  a left  kidney  was  confirmed.  Post- 
operative convalescence  was  uneventful. 

The  patient  was  admitted  for  her  second  term 
pregnancy  on  August  14,  1956,  after  an  uneventful 
prenatal  course.  An  elective  repeat  laparotra- 
chelotomy  was  performed  on  the  left  pregnant 
uterus  under  spinal  anesthesia.  A living  male 
child  weighing  7 pounds,  3 ounces  was  delivered 
from  the  left  sacrotransverse  position.  Her  post- 
operative course  was  without  incident. 

The  third  pregnancy  achieved  term  size  on  No- 
vember 24,  1957,  without  prenatal  complications. 
She  was  admitted  for  a repeat  laparotrachelotomy. 
This  pregnancy  was  a vertex  presentation  con- 
tained in  the  right  uterus.  Under  spinal  anesthesia 
a living  male  child  weighing  6 pounds,  13  ounces 
was  delivered  from  the  left  occipitotransverse  po- 
sition. Again  the  postoperative  period  was  un- 
eventful. 

The  fifth  hospital  admission  was  on  August  20, 
1961.  A pregnancy  of  eight  weeks  ended  in  a spon- 
taneous incomplete  abortion.  Under  sodium 
pentothal  anesthesia,  it  was  determined  that  the 
right  uterus  contained  the  products  of  conception 
and  dilatation  and  curettage  was  done.  Micro- 
scopic examination  of  the  curretings  showed  early 
chorionic  villi  and  deciduitis. 

After  each  of  the  pregnancies  both  uteri  in- 
voluted at  a normal  rate.  No  decidual  cast  was  ex- 
pelled following  any  of  the  pregnancies. 

The  patient  was  seen  again  about  four  years 
later,  in  August,  1965.  There  were  no  additional 
pregnancies  despite  the  absence  of  any  contracep- 
tion. She  was  thirty-nine  years  old,  and  she  had  a 
history  of  vaginal  spotting  and  hypermenorrhea 
of  six-months’  duration  with  increasing  severity, 
associated  with  severe  pain  in  the  pelvis  and  back- 
ache. Two  years  prior  to  this  office  visit  she  had 


been  treated  at  New  York  Hospital  for  hyperten- 
sion, at  which  time  her  laboratory  work-up  ruled  out 
blood  dyscrasia.  Bimanual  examination  showed 
the  right  uterus  to  be  irregular  and  enlarged  to 
about  8 to  10  cm.  Papanicolaou  test  results  of 
smears  from  the  vagina  and  both  cervices  showed 
no  abnormal  cells.  A diagnosis  of  symptomatic 
leiomyoma  uteri  was  made,  and  she  was  admit- 
ted to  the  hospital  for  definitive  treatment. 

Under  general  anesthesia  a total  abdominal 
hysterectomy,  extirpating  both  uteri  and  cervices, 
was  done.  Both  ovaries  and  oviducts  appeared 
to  be  normal  and  were  left  in  situ.  A prophylactic 
appendectomy  was  performed.  The  patient  made 
an  uneventful  recovery  and  was  discharged  to  re- 
turn home  on  the  tenth  postoperative  day. 

The  pathologic  report  showed  that  the  gross 
specimen  consisted  of  a double  uterus  measuring 
8.5  by  9 by  3 cm.  The  double  cervix  was  grossly 
normal  and  patent.  The  mucosa  of  the  double 
endocervical  canals  and  uterine  mucosal  surfaces 
were  smooth  and  pale.  One  uterine  wall  measured 
1.8  cm.  in  greatest  thickness  and  the  other  1.6  cm. 
The  right  cervix  exhibited  submucous  leiomyoma 
measuring  1.7  cm.  in  greatest  dimension.  The  re- 
maining cut  sections  of  the  uterine  walls  were  gross- 
ly not  remarkable. 

Microscopically,  multiple  sections  through  both 
uterine  cavities  showed  proliferative  endometrium. 
The  walls  of  the  uteri  were  slightly  thickened  by 
fibrosis.  Multiple  sections  through  the  cervices 
showed  slight  chronic  inflammation  but  no  evi- 
dence of  cancer.  The  small  leiomyoma  was  com- 
posed of  whorls  of  smooth  muscle.  Anatomic  diag- 
nosis was  double  uteri  and  cervices,  leiomyoma, 
and  proliferative  endometrium  (Fig.  2). 

Comment 

The  clinical  importance  of  uterus  didelphys  is  in 
relation  to  pregnancy  and  labor.  There  is  no  evi- 
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dence  that  these  patients  are  more  or  less  fertile 
than  normal  persons.  They  apparently  are  able  to 
conceive  with  little  difficulty.  However,  the  abili- 
ty to  carry  a pregnancy  to  full  term  is  greatly  re- 
duced. The  incidence  of  spontaneous  abortions 
is  high.  Miller'^  studied  h4  patients  with  67  preg- 
nancies, and  only  28  (42  per  cent)  reached  term. 
In  11  cases  presented  by  Schauffler-"  there  were  33 
pregnancies  of  which  17  or  53  per  cent  aborted. 
-Jones'*  gives  the  abortion  rate  as  32.4  per  cent, 
while  Zahriskie'"  as.sesses  it  at  41  per  cent.  The 
blood  supply  and  innervation  for  each  uterus  is  de- 
rived from  one  side  only,  so  that  each  uterus  re- 
ceives only  half  the  amount  of  a normal  uterus. 
The  causes  for  an  increased  abortion  rate  are 
placed  by  Falls-'  on  poor  placentation,  diminished 
uterine  circulation,  and  innervation.  The  resultant 
impairment  of  oxygen  supply  to  the  fetus  may 
cause  death.  The  same  mechanism,  to  a lesser  de- 
gree, may  explain  the  increased  incidence  of  fetal 
deformities  as  reported  by  Hunter.--  -Jones,'*  and 
J’uddicombe-*  claim  tbe  incidence  of  fetal  anoma- 
lies is  higher  than  the  normal  rate.  This  patient’s 
children  have  not  demonstrated  any  evidence  of 
congenital  abnormality. 

Many  authors  have  reported  the  frequent  occur- 
rence of  urinary  tract  anomalies  in  association  with 
congenital  anomalies  of  the  miillerian  ducts.’*  -’ 
This  is  not  surprising  since  the  embryonal  pre- 
decessor of  the  miillerian  ducts  also  contributes 
to  the  development  of  the  urinary  tract.  This  pa- 
tient had  only  one  kidney.  Jt  cannot  be  over-em- 
phasized that  any  patient  with  abnormal  genitalia 
should  have  the  urinary  tract  throughly  investi- 
gated. 

There  is  little  evidence  of  increased  incidence 
of  pre-eclampsia  or  eclampsia  associated  with 
pregnancy  in  uterus  didelphys.  Fenton  and 
Singh"  cite  2 cases  of  toxemia  in  38  pregnancies. 
Halbert  and  Longhead'-  report  both  of  their  pa- 
tients had  pre-eclampsia  with  the  first  pregnancy. 
This  patient  did  not  have  any  signs  or  symptoms 
of  toxemia.  She  did  not  show  any  evidence  of  pre- 
mature separation  of  the  placenta  or  placenta 
previa,  although  the  literature  contains  many 
references  to  an  increased  incidence.*  "’--’-'* 

Frank  breech  presentation  is  the  most  common 
abnormal  presentation  found  in  uterus  didelphys. 
The  presence  of  an  enlarged  nonpregnant 
uterus,  partially  obstructing  the  true  pelvis  and 
interfering  with  the  normal  fetouterine  adaptation, 
may  be  a factor  in  the  high  percentage  of  breech 
presentations.  Transverse  presentations  are  rare. 
-Jones^  reported  a 40  per  cent  incidence  of  breech, 
while  Schauffler-"  had  37.5  per  cent.  Our  patient 
had  frank  breech  presentations  in  the  first  2 preg- 
nancies, while  the  third  pregnancy  was  a vertex 
presentation. 

Taylor"  states  that  the  musculature  of  these 
uteri  may  be  irregular,  poorly  vascularized,  poorly 
innervated,  and  thin,  while  the  stroma  may  be  in- 


FIGURE  2 Uterus  didelphys  (A)  at  hysterectomy,  and 
(B)  section  demonstrating  2 separate  uterine  canals  and 
submucous  leiomyoma 


adequate.  These  factors  contribute  to  a pro- 
longed first  stage  of  labor  with  poor  uterine  con- 
tractions. Soft-tissue  dystocia  from  the  encroach- 
ment of  the  enlarged  nongravid  uteius  adds  to  the 
problem.  Miller'"  points  out  that  40  per  cent  of 
women  with  uterus  didelphys  have  complications 
of  labor  and  delivery.  He  lists  the  complications 
in  the  following  order:  enlarged  nongravid  uterus, 
vaginal  septum,  uterine  inertia,  tetanically  con- 
tracted uterus,  retention  complications,  and 
eclampsia.  Falls'^'  indicates  that  the  incidence  of 
postpartum  hemorrhage  is  twice  that  of  ordinary 
cases.  The  number  of  placentas  removed  manual- 
ly is  increased. 

The  combination  of  dysfunctional  labor  with  a 
high  incidence  of  breech  presentation  often  impels 
the  obstetrician  to  perform  the  delivery  by  cesarean 
section. 

Conclusions 

1.  A patient  with  three  full-term  pregnancies  in 
alternate  uteri  in  uterus  didelphys  is  reported  on  in 
detail. 

2.  Potential  hazards  in  pregnancy,  labor,  and 
puerperium  are  considered. 

3.  Management  of  pregnancy  in  uterus  didel- 
phys is  outlined. 
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Summary 

Unfortunately,  the  majority  of  uterine  malfor- 
mations do  not  become  evident  until  complications 
occur  or  the  repeated  loss  of  pregnancy  leads  to  a 
thorough  investigation.  Once  the  diagnosis  is 
established  and  the  woman  with  a uterus  didel- 
phys  becomes  pregnant,  the  management  should 
not  differ  from  that  in  normal  cases.  The  excep- 
tion is  to  treat  any  complications.  Vaginal  de- 
livery should  be  anticipated.  However,  full 
knowledge  of  the  dangers  discussed  must  be  con- 
sidered. The  obstetrician  must  individualize  his 
treatment  of  patients  and  use  his  judgment  as  to 
which  is  the  safest  route  of  delivery  for  the  mother 
and  the  baby,  either  vaginal  or  abdominal. 

Because  this  patient  had  a short  trial  of  labor 
with  dysfunctional  uterine  contractions  and  failed 
to  make  progress,  and  she  was  a primigravida  with 
a breech  presentation,  abdominal  delivery  was  con- 
sidered to  be  safer  for  her  and  the  baby. 

121  DeKalb  Avenue 
Brooklyn,  New  York  11201 
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Spinal  cord  ischemia  is  a well-known  complica- 
tion following  surger>'  of  the  thoracic  aorta.  Less 
well  recognized,  perhaps  because  of  its  extremely 
low  incidence,  is  spinal  cord  ischemia  secondary  to 
the  resection  of  the  infrarenal  aorta  for  aneurysmal 
disease. A review  of  the  anatomy  of  the  arterial 
supply  of  the  spinal  cord  and  its  physiologic  im- 
plications is  necessary  for  a full  understanding  of 
this  unusual  case  of  paraparesis  following  the  re- 
section of  an  abdominal  aortic  aneurysm. 

Anatomy 

The  arterial  blood  supply  of  the  spinal  cord  is 
partially  from  an  anterior  spinal  artery  and  two 
posterior  spinal  arteries. The  anterior  spinal 
artery  typically  arises  from  the  fusion  of  paired 
branches  of  the  two  vertebral  arteries,  while  the 
posterior  spinal  arteries  originate  from  the  poste- 
rior inferior  cerebellar  arteries  or  the  vertebral 
arteries.  These  three  arteries  are  rather  small, 
even  at  their  origins,  and  as  they  run  down  the  cord 
they  are  reinforced  at  regular  intervals  by  branches 
of  appreciable  size  that  reach  the  spinal  cord  by 
way  of  the  nerve  roots.  These  radicular  arteries 
originate  from  the  intercostal  and  lumbar  arteries 
and  are  the  middle  branches  of  the  spinal  artery 
varying  greatly  in  size.  There  etre  from  six  to  eight 
anterior  radicular  arteries  that  contribute  ap- 
preciably to  the  anterior  spinal  artery,  and  from 
five  to  eight  posterior  radicular  arteries.  The  con- 
tributions of  the  radicular  arteries  to  the  anterior 


and  posterior  spinal  arteries  are  not  constant,  but 
typically  the  largest  contributions  are  in  the 
lumbar  region.  The  artery  which  supplies  the 
greatest  amount  of  blood  to  the  spinal  cord  is  usu- 
ally an  anterior  radicular  artery  termed  the  arteria 
radicularis  anterior  magna  (A.R.A.M.)  and  most 
often  arises  at  the  first  or  second  lumbar  vertebra, 
but  its  origins  may  vary  from  the  eighth  thoracic 
to  the  fourth  lumbar  aortic  levels.  Interruption  of 
the  lumbar  arteries  at  their  point  of  origin  from  the 
aorta  permits  collateral  flow  from  the  arterial  beds 
above  and  below  the  divided  lumbar  arteries  so 
that  a considerable  head  of  pressure  remains  in  the 
distal  end  of  the  divided  lumbar  arteries.  The 
critical  minimal  pressure  in  the  arterial  bed  of  the 
spinal  cord  necessary  to  prevent  anoxic  damage  is 
not  known.  The  lowering  of  arterial  pressure  of 
the  canine  aorta  to  15  mm.  Hg  for  a period  of  one 
hour  produces  ischemic  damage  of  the  spinal  cord.® 
There  is  some  evidence  that  a mean  arterial  pres- 
sure as  low  as  40  to  50  mm.  Hg  in  the  absence  of 
arteriolar  constriction  is  adequate  to  permit  sur- 
vival and  to  allow  function  of  central  nervous  sys- 
tem tissue  in  the  human  being. ^ Apparently, 
division  of  all  lumbar  arteries  produces  a decrease 
in  the  arterial  pressure  and  flow  in  the  lumbosacral 
region  of  the  spinal  cord,  such  that  the  arterial 
pressure  reaches  the  critical  level  in  an  occasional 
case.'® 

Case  report 

A seventy-two-year-old  white  male  was  admit- 
ted with  a pulsatile  abdominal  mass.  Previous 
history  included  a myocardial  infarct  four  years 
prior  to  his  present  admission,  with  two  subsequent 
episodes  of  congestive  heart  failure.  He  was  fol- 
low'ed  in  clinic  on  an  intensive  cardiotonic  regimen. 
There  was  also  a history  of  hypertension  and  non- 
functioning left  kidney.  During  the  present  ad- 
mission, an  axillary  arteriogram  revealed  a 7 by  5 
cm.  fusiform  abdominal  aortic  aneurysm  with  clot 
formation  5 cm.  below  the  renal  arteries.  Con- 
siderable arteriosclerotic  plaque  formation  was 
noted  with  complete  occlusion  of  the  left  renal 
artery.  Diffuse  arteriosclerosis  was  also  noted  in 
the  common  iliac  arteries.  Gastrointestinal  series 
revealed  extrinsic  pressure  on  the  lesser  curvature 
of  the  stomach  and  in  the  retrogastric  space.  Lab- 
oratory studies  were  within  normal  limits.  The 
aneurysm  was  resected  from  4 cm.  below  the  origin 
of  the  left  renal  artery  to  the  common  iliac  arteries 
and  was  replaced  with  a bifurcation  Dacron  graft. 
The  lumbar  arteries  were  individually  ligated 
prior  to  proximal  occlusion.  Time  of  occlusion  was 
less  than  one  hour.  No  significant  hypotension  or 
blood  loss  occurred  during  the  procedure.  Bilater- 
al sympathectomies  were  performed.  At  the  com- 
pletion of  the  procedure,  distal  pulses  were  im- 
mediately palpable.  On  the  first  postoperative 
day,  a small  amount  of  blood-tinged  mucoid  mate- 
rial was  passed  per  rectum.  The  patient  began  to 
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take  fluids  well  on  the  third  postoperative  day. 
Attempts  to  remove  the  Foley  catheter  were  un- 
successful, and  when  attempts  were  made  to  mo- 
bilize the  patient,  paresis  of  both  lower  extremities 
was  noted.  Cystometric  examination  showed  an 
atonic  bladder  with  a large  capacity.  Neurologic 
evaluation  revealed  slight  sensory  (hypalgesia  and 
hypothermia)  defects  over  the  feet  and  to  a mini- 
mal degree  over  the  saddle  area.  Rectal  sphincter 
tone  was  poor.  Motor  weakness  involved  all 
groups  in  the  lower  extremities,  both  lumbar 
(iliopsoas  and  sartorius)  as  well  as  sacral  segments. 
Muscle  testing  demonstrated  hip  adductors  and 
abductors  paralysis,  but  the  flexors  were  in  on  the 
left  and  out  on  the  right.  His  knee  flexors  were  out 
but  extensors  were  in.  His  tibialis  anterior  and 
posterior  were  in  on  the  left  but  were  out  on  the 
right. 

The  patient  was  able  to  stand  with  support  by 
the  tenth  postoperative  day.  Intensive  physio- 
therapy over  the  next  several  months  resulted  in 
the  return  of  motor  function. 

Comment 

Several  factors  influence  the  possibility  of  de- 
veloping spinal  cord  ischerria  when  an  infrarenal 
aortic  aneurysm  is  resected.  The  most  important 
factor  is  the  variable  anatomy  of  the  arterial  supply 
to  the  spinal  cord.  From  three  to  five  of  the  eight 
radicular  arteries  supplying  the  anterior  spinal 
artery  are  found  in  the  lower  thoracic  and  lumbar 
regions.  The  largest  and  most  important  arterial 
branch  arises  between  the  second  thoracic  and  the 
third  lumbar  vertebrae,  and  there  may  be  only  one 
more  branch  distal  to  this  point.  The  arteria 
radicularis  anterior  magna  arises  from  an  infra- 
renal lumbar  artery  in  many  individuals,  and  un- 
doubtedly this  lumbar  artery  is  divided  during  the 
resection  of  an  abdominal  aortic  aneurysm  in  cer- 
tain cases. Apparently,  collateral  arterial 
supply  via  the  parietal  arterial  beds  above  and  be- 
low the  level  of  the  resected  aneurysm  usually  sus- 
tains adequate  blood  flow.  However,  a total  of  6 
cases  of  ischemic  damage  of  the  lumbosacral  spinal 
cord  incident  to  resection  of  an  infrarenal  abdomi- 
nal aortic  aneurysm  have  been  reported. In- 
terruption of  the  left  first  lumbar  from  which  arose 
the  arteria  radicularis  anterior  magna  was  verified 
at  autopsy  in  one  of  the  patients  with  paraplegia 
described  by  Mehrez  et  al.^  To  reduce  the  aortic 
occlusion  time  in  our  case,  the  entire  aneurysm  was 
mobilized  from  the  posterior  parietes  prior  to  the 
application  of  the  aortic  clamp  2 cm.  below  the 
renal  artery.  One  of  two  lumbar  arteries  proximal 
to  the  clamp  were  patent  throughout  the  proce- 
dure. We  may  postulate  that  the  anatomy  of  this 
patient’s  arterial  supply  to  the  conus  medullaris 
was  such  that  ischemia  was  produced  by  the  liga- 
tion of  the  lumbar  and  sacral  arteries  involved  in 
the  aneurysm.  At  no  time  during  the  procedure 
was  hypotension  a problem.  However,  the  critical 


minimal  pressure  in  the  arterial  bed  of  the  spinal 
cord  may  have  been  reached  because  of  constric- 
tion secondary  to  arteriosclerosis.  There  is  con- 
siderable evidence  that  widespread  arteriosclerosis 
was  present  in  this  patient.  His  clinical  history 
of  myocardial  infarction  four  years  prior  with  sub- 
sequent episodes  of  congestive  heart  failure  is 
noted.  In  addition,  the  preoperative  arteriogram 
revealed  diffuse,  severe  arteriosclerosis  of  the  aorta, 
renal,  and  iliac  vessels.  The  blood-tinged  mucoid 
material  passed  per  rectum  on  the  first  postopera- 
tive day  may  be  further  evidence  of  arteriosclerosis 
of  the  vascular  tree.  This  represents  ischemia  of 
the  rectosigmoid  area  of  the  colon  secondary  to  the 
ligation  of  the  inferior  mesenteric  artery  during 
mobilization  of  the  aneurysm.  The  normal  col- 
lateral circulation  to  this  region  of  the  colon  is 
usually  through  the  middle  colic  artery  via  the 
marginal  artery  of  Drummond  and  the  hypogastric 
artery  via  the  middle  hemorrhoidal  artery.  Arte- 
riosclerosis of  a number  of  these  branches  would 
result  in  ischemia  to  the  rectosigmoid. 

The  paraparesis  manifested  by  our  patient  was 
the  result  of  ischemia  of  the  conus  medullaris. 
The  resultant  damage  to  the  spinal  cord  was  ir- 
regular and  predominatly  reflected  involvement  of 
the  anterior  horn  cells.  Results  of  electromy- 
ography showed  fibrillation  and  other  potentials 
indicative  of  a lower  motor  neuron  lesion.  A com- 
plete neurologic  evaluation  substantiated  the  clin- 
ical impression  of  ischemia  of  the  conus  medul- 
laris secondary  to  aortic  surgery  with  scattered  in- 
volvement of  all  lumbosacral  nerve  segments: 
motor  greater  than  sensory,  sacral  greater  than 
lumbar,  and  right  greater  than  left.  The  motor  in- 
volvement of  the  rectum  and  bladder  resolved  itself 
within  several  weeks.  The  return  of  motor  func- 
tion of  the  lower  extremities  occurred  after  several 
months  of  physiotherapy. 

Summary 

A seventy-two-year-old  male  developed  para- 
paresis following  the  routine  resection  of  an  in- 
frarenal abdominal  aortic  aneurysm.  It  is  pos- 
tulated that  the  anatomy  of  this  patient’s  arterial 
supply  to  the  conus  medullaris  was  such  that 
ischemia  was  produced  by  the  ligation  of  the  lum- 
bar and  sacral  arteries  involved  in  the  aneurysm. 
Vascular  constriction  secondary  to  arteriosclerosis 
further  contributed  to  attaining  the  critical  min- 
imal pressure  in  the  arterial  bed  of  the  spinal  cord. 
The  resultant  damage  to  the  spinal  cord  was  ir- 
regular and  predominantly  reflected  involvement 
of  the  anterior  horn  cells.  The  return  of  motor 
function  to  the  rectum  and  bladder  occurred  within 
several  weeks  and  that  of  the  lower  extremities 
within  several  months. 
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creased  incidence  of  infectious  hepatitis  among  these 
people.  Blood  banks  use  a history,  abbreviated  phys- 
ical examination,  and  blood  serology  as  the  primary 
screening  procedures.  They  are  in  the  process  of  intro- 
ducing a test  for  the  presence  of  Australian  antigen. 
Results  of  this  study  attest  to  the  importance  of  addi- 
tional screening  procedures.  Whether  a urinary  screen- 
ing program  should  be  generally  applied  or  restricted  to 
certain  local  populations  is  a subject  for  further  dis- 
cussion. 


September  1 , 1971  / New  York  State  Journal  of  Medicine  2095 


Special  Articles 


SMOKING  HABITS  OF 
PHYSICIANS  AND 
THEIR  WIVES 


PETER  GREENWALD,  M.D. 

Albany,  New  York 

DOROTHY  NELSON,  M.P.H. 

Albany,  New  York 

DONNA  GREENE,  B.S. 

Albany,  New  York 

From  the  Division  of  Preventive  Services, 
State  of  New  York  Department  of  Health 


Smoking  habits  of  physicians  and  their  wives  were 
studied  in  1968  through  a survey  of  5,264  members 
of  the  Woman’s  Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York.  This  cooperative  study 
conducted  by  the  Woman’s  Auxiliary  and  the  State 
of  New  York  Department  of  Health  is  the  first  step 
of  a community  smoking  education  project  to  be 
carried  out  by  local  units  of  the  Woman’s  Auxil- 
iary. It  will  be  used  in  project  evaluation. 

These  survey  results  are  presented  for  the  benefit 
of  physicians  and  their  wives  who  are  interested  in 
their  own  habits  and  to  stimulate  physicians  to 
participate  in  patient  and  community  education. 

Methods 

Pilot  surveys  were  carried  out  in  Nassau  and 
Schenectady  counties.  All  members  of  the  Nassau 
County  Woman’s  Auxiliary  were  surveyed  by 
means  of  a standardized  mailed  questionnaire. 
A second  questionnaire  was  mailed  to  nonrespon- 
dents, and  these  women  were  given  an  additional 
three  weeks  to  respond.  Those  who  did  not  re- 
spond to  the  second  questionnaire  were  contacted 
by  telephone  or  in  person  by  members  of  the  Auxil- 
iary and  asked  to  complete  and  return  the  second 
questionnaire.  The  Schenectady  County  Wom- 
an’s Auxiliary  was  surveyed  by  telephone. 

When  the  pilot  surveys  were  completed,  a State- 


wide survey  was  initiated  using  the  methods  of  the 
Nassau  County  study.  Including  the  pilot  studies, 
questionnaires  were  mailed  to  all  5,415  members 
of  the  Woman’s  Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York.  Of  this  total,  151  women 
were  later  excluded  because  they  were  deceased, 
had  moved,  were  nonmembers,  or  responded  more 
than  two  months  late.  A total  of  4,260  of  the  re- 
maining 5,264  women  responded,  a response  rate  of 
81  per  cent. 

Only  Auxiliary  members  were  surveyed;  infor- 
mation about  physicians  was  obtained  from  their 
wives.  Of  the  4,260  respondents,  264  were  wid- 
owed and  6 were  not  married  to  physicians.  Early 
respondents  are  defined  as  those  who  returned  the 
questionnaire  within  three  weeks. 

Woman’s  Auxiliary  members  were  questioned 
about  their  own  smoking  habits  and  those  of  their 
husbands.  There  were  3,990  physicians  in  the 
study.  This  represented  15  per  cent  of  the  total 
number  of  physicians  in  the  Medical  Society  of  the 
State  of  New  York.  Physician  specialty  was  ob- 
tained from  a State  of  New  York  Department  of 
Health  list  after  the  survey  was  completed. 

Results 

Nearly  two  thirds  of  physicians  and  over  40  per 
cent  of  their  wives  who  had  ever  smoked  have  now 
stopped.  The  present  smoking  status  of  physi- 
cians and  their  wives  is  shown  in  Figure  1. 
Twenty-four  per  cent  of  physicians  and  36  per  cent 
of  their  wives  are  still  smoking.  j 

The  survey  results  showed  that  33  per  cent  of  i 
early  respondents  and  43  per  cent  of  late  respon- 
dents now  smoke.  This  suggests  some  reluctance 
on  the  part  of  smoking  wives  of  physicians  to  re- 
spond to  the  questionnaire.  Thus,  this  study  may 
slightly  underestimate  the  number  of  women  who 
currently  smoke.  The  over-all  response  rate  of  81 
per  cent  suggests  this  effect  to  be  minimal. 

There  was  little  difference  in  the  smoking  habits 
of  physicians  according  to  the  time  or  return  of  the 
questionnaire.  Twenty-four  per  cent  of  physicians  ; 
whose  wives  returned  the  questionnaire  early  are  | 
smokers  compared  to  26  per  cent  of  those  whose 
wives  returned  the  questionnaire  late.  ' 

The  per  cent  of  smokers  by  age  group  is  shown  in 
Figure  2.  In  every  age  group  except  the  oldest  ^ 

more  wives  than  physicians  are  smoking  now.  Fig-  ji 

ure  2 also  shows  that  the  largest  numbers  of  . 
smokers  are  in  the  youngest-age  groups. 


2096  New  York  State  Journal  of  Medicine  / September  1 , 1971 


MEMBER 


NEVER  rORMERLY  SMOKING 

SMOKED  SMOKED  NOW 


SMOKING  STATUS 

FIGURE  1 Smoking  status  of  Woman's  Auxiliary  mem- 
bers and  of  their  physician  husbands 

Cigaret  consumption  varied  with  sex.  The 
median  number  smoked  per  day  by  the  woman  was 
15;  for  the  men  the  median  number  smoked  per  day 
was  19.  About  1 in  5 of  the  women  smokers  and  1 
in  3 of  the  men  smoked  more  than  one  pack  per 
day. 

As  might  be  expected,  couples  tended  to  have 
the  same  habits  (Table  I).  Physicians  who  had 
never  smoked  tended  to  be  married  to  women  who 
also  never  smoked,  former  smokers  were  most  com- 
monly married  to  former  smokers,  and  smokers 
were  married  to  smokers. 

The  year  in  which  physicians  and  their  wives 
stopped  smoking  w'as  noted  but  did  not  reveal  any 
peak  year.  In  addition,  smoking  habits  of  physi- 
cians were  not  found  to  be  related  to  medical 
specialty. 

Comments 

The  national  trend  toward  higher  lung  cancer 
mortality  rates  among  women  most  certainly  re- 
flects changes  in  women’s  smoking  habits.*  Physi- 
cians’ wives  apparently  have  the  same  tendencies 
as  other  women  to  smoke  more  in  recent  years. 
Figure  2 shows  that  physicians’  wives  in  every  age 
group  except  the  oldest  smoke  more  than  their  hus- 
bands. 

The  greater  frequency  of  smoking  in  each 
younger-age  group  is  alarming.  If  these  younger 
people  do  not  stop  smoking  in  large  numbers,  cig- 
aret-related  deaths  will  continue  to  climb  as  the 
smokers  reach  the  cancer  and  heart  disease  age- 
risk  groups. 

The  tendency  for  couples  to  have  the  same  smok- 
ing habits  is  of  interest.  Particularly  interesting  is 


AGE  GROUP  - IN  YEARS 

FIGURE  2 Per  cent  of  Woman's  Auxiliary  members  and 
per  cent  of  physicians  (husbands)  in  each  age  group  who 
currently  smoke 

FABLE  I.  Smoking  status  of  Woman’s  Auxiliary  members 
compared  with  smoking  status  of  their  physician  husbands 
(per  cent) 


Smoking  Status  of 

Smoking  Status  — Members 


of  .Members’ 
Husbands 

Never  Formerly 
Smoked  Smoked 

Smoking 

Now 

Never  smoked 

42 

28 

25 

Formerly  smoked 

40 

57 

36 

Smoking  now 

18 

15 

39 

Totals 

100 

100 

100 

the  fact  that  former  smokers  tend  to  be  married  to 
former  smokers.  This  may  suggest  that  couples 
can  assist  each  other  by  stopping  together. 

The  general  public  expects  the  physician  to  take 
an  active  role  in  convincing  his  patients  to  stop 
smoking  and  in  helping  them  to  do  so,  according  to 
a national  survey  conducted  several  years  ago.^ 
About  two  thirds  of  persons  agreed  that  it  is  the 
physician’s  responsibility  to  convince  his  patients 
to  stop  smoking,  that  physicians  should  set  a good 
example  by  not  smoking,  and  that  they  should  be 
active  in  making  speeches  to  the  general  public 
about  the  harmfulness  of  C’garet  smoking. 

The  need  for  further  interest  and  exploration  of 
the  potential  influence  of  a physician  on  the  smok- 
ing behavior  of  his  patient  is  suggested  by  the  fact 
that  only  about  one  third  of  the  adult  smokers  in 
this  country  say  they  have  ever  entered  into  any 
kind  of  discussion  with  a physician  on  the  subject 
of  cigaret  smoking.^  This  is  also  supported  by 
evidence  that  a greater  proportion  of  people  who 
have  actually  given  up  smoking  than  persons  who 
still  smoke  have  talked  to  a physician  about  the 
effects  of  smoking  on  health. 

In  a different  survey  by  the  National  Clearing- 
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house  for  Smoking  and  Health,  77  per  cent  of  phy- 
sicians agreed  with  the  statement,  “It  is  the  phy- 
sician’s responsibility  to  attempt  to  convince  his 
patients  to  stop  smoking.”^  An  overwhelming  pro- 
portion of  physicians  agreed  that  it  is  the  physi- 
cian’s responsibility  to  help  a patient  who  wants 
to  stop  smoking.  While  some  physicians  are  skep- 
tical about  their  ability  to  influence  smoking  habits 
of  patients,  one  general  practitioner  was  able  to 
show  an  influence  on  his  patients,  as  compared 
with  patients  of  his  partner  who  were  used  for 
controls.^ 

The  clear  risk  of  cigaret  smoking  is  now  widely 
accepted.  The  1968  “Surgeon  General’s  Report” 
summarizes  evidence  indicating  that  cigaret  smok- 
ing is  a definite  cause  of  lung  cancer  in  men;  and 
a probable  cause  of  heart  disease,  chronic  obstruc- 
tive bronchopulmonary  diseases,  and  cancers  of  the 
larynx,  oral  cavity,  bladder,  pancreas,  and  lung 
cancer  in  women. ^ 

Physicians  have  always  been  a key  group  both 
in  studies  of  smoking  and  in  application  of  the 
knowledge  thus  gained.  In  the  now- classic  study 
of  mortality  rates  and  smoking  among  English  phy- 
sicians, it  was  shown  that  over  a ten-year  period, 
the  death  rate  from  cancer  of  the  lung  increased  in 
all  men  age  twenty-five  years  and  over  by  22  per 
cent.^-”  During  the  same  period,  the  death  rate 
from  lung  cancer  among  physicians  declined  by 
7 per  cent.  This  fall  was  attributed  to  changes  in 
the  physicians’  smoking  habits. 

The  large  number  of  former  smokers  among  phy- 
sicians is  a good  sign.  Hopefully,  most  of  those 


who  still  smoke  wiU  be  able  to  stop.  There  is  a 
great  need  for  physicians  on  a wide  scale  to  give 
forceful  advice  to  their  smoking  patients  in  an  ef- 
fort to  convince  them  to  stop;  for  the  development 
of  improved  methods  to  help  people  to  give  up  the 
lethal  smoking  habit;  and  for  physicians  to  take  an 
active  part  in  community  efforts  to  meet  the  smok- 
ing problem.  Physicians  can  also  provide  support 
to  former  smokers  and  nonsmokers  by  reinforcing 
this  decision  not  to  smoke. 

855  Central  Avenue 
Albany,  New  York  12206 
(DR.  GREENWALD) 
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How  effective  is  psychotherapy  and  how  effective 
is  the  psychiatric  clinic?  There  is  no  generally 
acceptable  answer.  Are  the  therapist’s  observa- 
tions and  conclusions  adequate  evidence  of  thera- 
peutic effectiveness?  Are  the  statistics  of  the 
clinic  enough?  Is  the  patient’s  own  judgment 
sufficient  to  decide  therapeutic  effectiveness  or 
“cure”?  What  constitutes  a cure?  What  kind  of 
therapy  is  most  effective?  How  does  it  work? 
What  changes  does  it  produce  in  the  patient? 
How  long  does  it  take  to  be  considered  an  effective 
therapy?  Can  psychotherapy  be  explicitly  de- 
scribed, and  can  it  be  compared  with  alternative 
treatments;  can  results,  within  limits,  be  pre- 
dicted? 

A few  of  the  vital  factors  that  must  be  considered 
in  dealing  with  these  questions  are;  (1)  the  quali- 
fication and  experience  of  the  therapist;  (2)  the 
selection  of  the  “case  material”;  (3)  the  motivation 
of  the  patient  and  of  the  therapist;  (4)  the  degree 
of  rapport  between  patient  and  therapist;  and  (5) 
the  practical  goal  of  degree  of  improvement  rather 
than  “cure”  which  is  hardly  ever  attained. 

These  are  but  a few  of  the  pertinent  questions 
raised  by  people  working  in  this  field  and  by  critics 
of  psychotherapy  and  clinics  in  general.  Defini- 
tive research  in  this  subject  is  difficult  if  not  im- 
possible. 

We  might  define  psychotherapy  as  a set  of  tech- 
nics used  to  influence  another  person.  It  resem- 
bles education  more  than  medical  treatment. 
The  therapist  tries  to  teach  and  the  patient  is  sup- 
posed to  learn.  Both  hope  that  the  patient  will 
achieve  more  independence  and  maturity.  The 
childlike  features  of  the  patient  result  in  a disorder 


of  personality,  behavior,  or  character.  The  pa- 
tient, finding  his  childlike  features  unacceptable 
to  him.self  or  to  society,  seeks  a change.  At  the 
same  time  he  also  resists  change.  He  learned  to 
be  the  person  he  is;  to  change  he  must  totally  com- 
mit himself  to  relearning,  by  the  psychotherapeu- 
tic process. 

In  this  process  the  patient  must  tell  about  him- 
self, gain  insight  through  accepting  interpretations, 
suffer  the  pangs  of  change,  increase  his  tolerance  to 
frustration,  and  give  up  the  infantile  wishes  that 
cannot  be  fulfilled.  The  analytically  oriented 
therapist  seeks  to  teach  the  patient  how  to  do  this. 
The  behavior-modification  proponents  are  not 
directly  concerned  with  motivation  to  seek  change. 
To  them  the  symptom  is  the  neurosis  and  must  be 
removed. 

The  patient  is  neither  entirely  infantile  nor  en- 
tirely mature.  The  problem  is  how  much  do  his 
neurotic  difficulties  interfere  with  his  mature  func- 
tioning. Merely  learning  what  these  neurotic  dif- 
ficulties are  is  not  enough.  The  patient  must 
participate  in  a new  style  of  living  and  learning 
through  new  trials  and  errors. 

The  use  of  drugs  is  a medical  approach  which 
regards  the  body  as  a physiochemical  machine  and 
not  as  a body  concerned  with  learned  behavior  or 
motivation.  That  is  why  drugs  often  fail  to  help. 
On  the  other  hand,  drugs  often  relieve  anxiety, 
influence  moods,  and  increase  tolerance  to  stress, 
and  they  may  be  highly  desirable  in  some  cases. 
They  are  indispensable  in  treating  very  severe 
anxieties,  depressions,  and  psychophysiologic  dis- 
orders. 

Evaluations  of  therapy 

Neurosis  is  not  a disease  but  a pattern  of  be- 
havior. Psychotherapy  seeks  to  modify  or  change 
this  behavior.  When  is  this  change  to  be  called  an 
improvement  or  a cure?  Who  is  the  judge  of  this — r 
the  therapist,  the  patient,  the  patient’s  family,  or 
outside  observers?  How  durable  must  these 
changes  be  to  be  accepted  as  a cure? 

The  best  judge  of  the  effectiveness  of  therapy 
may  be  the  patient  himself.  Many  view  their 
therapy  as  successful  or  as  a failure  and  are  able  to 
discuss  this  articulately.  But  many  are  not  ar- 
ticulate and  cannot  come  to  a sensitive,  sophisti- 
cated, and  perceptive  conclusion.  Many  patients 
are  biased,  self-deceiving,  inaccurate,  and  too  sub- 
jective to  make  definitive  judgments.  Many  are 
filled  with  gratitude,  with  new  courage  and 
strength,  and  here  too  their  criterion  of  cure  may 
be  unreliable. 

Therapists,  too,  are  not  entirely  reliable  as 
judges  of  therapeutic  effectiveness.  Their  judg- 
ments are  swayed  by  their  goals,  their  method  of 
therapy,  their  way  of  selecting  patients,  the  co- 
operation of  the  patient,  the  diagnosis,  and  the 
amount  of  positive  relationship  established. 
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Regardless  of  therapist,  patient,  diagnosis,  or 
type  of  therapy,  one  noteworthy  factor  must 
emerge  if  there  is  to  be  any  successful  psychother- 
apy; this  is  mutual  trust.  Without  mutual  trust, 
no  matter  how  it  is  established,  maximum  thera- 
peutic advantage  cannot  be  achieved.  This  rela- 
tionship is  essential  whether  it  be  in  private  prac- 
tice, hospital,  or  clinic. 

The  clinic  is  a professional  service,  licensed  by 
law  and  often  subsidized  by  the  taxpayer.  What 
does  the  clinic  promise?  What  does  it  do?  It 
should  be  bound  to  the  promise  of  the  greatest  good 
for  the  greatest  number  within  the  practical  limits 
of  time  and  staff  available.  This,  most  clinics 
will  try  to  do.  A frequent  error  is  attempting  too 
prolonged  treatment  in  cases  which  have  a bad 
prognosis. 

The  greatest  difficulty  in  evaluating  the  clinic 
lies  in  establishing  acceptable  results.  Each 
therapist  defines  his  own  therapeutic  goals.  Each 
patient  defines  his  level  of  improvement  of  cure. 
Often,  these  goals  are  influenced  by  individual 
tolerances  and  training,  the  time  available,  and  the 
costs.  The  results,  whether  opinions  or  statistics, 
or  both,  are  unreliable  and  unscientific,  neither 
standardized  nor  measurable.  The  quality  of  ser- 
vice is  variable;  many  therapists  are  inexperienced, 
and  many  are  influenced  too  much  by  their  own 
material  and  personal  sacrifices.  In  the  end  it  is 
the  patient  who  must  say  if  his  suffering  has  di- 
minished and  if  the  psychotherapeutic  experience 
has  been  worthwhile.  He  must  decide  when  to 
enter  therapy  and  be  self- motivated  to  do  this  if  he 
is  to  achieve  a good  result.  The  clinic  may  prom- 
ise much  but  it  often  fails  to  keep  its  promise. 
Periodic  review  of  the  clinic  programs  by  experi- 
enced therapists  may  yield  significant  improve- 
ments. 

What  can  psychotherapy  do? 

Would  coming  to  the  clinic  be  best  for  the  pa- 
tient? Would  he  do  as  well  joining  a religious 
group  or  a cult,  becoming  involved  in  charitable 
work,  entering  group  therapy  or  individual  ther- 
apy? The  average  patient  does  not  know'  what  is 
best  for  him.  Many  patients  learn  what  is  best 
through  trial  and  error  which  may  be  a disillusion- 
ing and  expensive  process.  It  may  even  be  trau- 
matic. 

Therapist  and  patient  soon  learn  that  they  con- 
stitute a particular  kind  of  human  relationship. 
It  may  be  uncertain  at  the  beginning,  but  the  hope 
is  that  a careful  examination  of  the  patient’s  im- 
maturities and  related  problems  will  lead  to 
greater  insight,  improved  judgment,  increased  self- 
esteem, and  a greater  mastery  over  feelings,  im- 
pulses, and  behavior.  This  is  the  hope  of  thera- 
pist, patient,  and  clinic. 

Analytically  oriented,  dynamic  psychotherapy 
demands  much  of  the  patient  but  offers  him  a 


great  deal  in  return  if  a good  relationship  is  estab- 
lished between  a skilled  therapist  and  a coopera- 
tive patient.  This  must  be  the  first  aim  of  the 
clinic  staff.  The  second  aim  might  be  to  let  the 
nonpsychotic  adult  patient  be  the  final  judge  of 
the  relationship  and  the  end  result.  Children  and 
many  adolescents  are  not  able  to  make  such  a 
judgment.  The  more  satisfied  patients  there  are, 
the  better  is  the  job  the  clinic  is  doing.  One 
should  be  wary  of  “clinging  vine”  patients  who  un- 
duly prolong  treatment. 

From  the  therapist’s  point  of  view,  the  most  fre- 
quent problem  of  the  patient  is  anxiety  which  may 
appear  in  many  ways.  The  patient  may  be  uneasy, 
apprehensive,  fearful,  dreading,  but  not  sure  of 
what.  Frequently  he  feels  overwhelmed  by  some 
inner  threat.  What  the  therapist  sees  as  common 
to  most  patients  with  marked  anxiety  is  a feeling 
of  uncontrollable  powerlessness  and  helplessness. 
It  is  in  these  feelings  that  patient  and  therapist 
can  measure  improvement.  Gradually,  in  the 
course  of  good,  long-term,  analytically  oriented 
psychotherapy,  the  patient  gains  confidence  and 
assurance.  His  sense  of  failure  and  helplessness 
diminishes,  and  his  ability  to  organize  his  feel- 
ings and  to  synthesize  new  and  better  responses 
increases. 

The  therapist’s  greatest  problems  lie  in  explicitly 
describing  his  procedure,  and  in  comparing  and 
testing  this  procedure  against  alternative  treat- 
ments, so  that  he  can  predict,  within  limits,  his  re- 
sults. This  type  of  research  is  still  badly  needed. 
The  prognostic  capacity  of  an  experienced  thera- 
pist is  a great  asset  to  a clinic. 

Well-trained  therapists  are  also  badly  needed. 
Too  frequently,  young  and  untrained  people  are 
treating  the  emotionally  ill  and  disturbed.  Native 
talent  cannot  entirely  compensate  for  lack  of  ex- 
perience or  technical  facility.  The  training  of 
psychotherapists  is  a thorny  problem  that  should 
be  better  managed  than  it  is  in  most  clinics.  Of 
course,  the  question  of  what  constitutes  adequate 
therapeutic  competence  has  never  been  answered. 

Many  people  turn  to  the  clinics  for  help  but  only 
a few  are  lucky  enough  to  receive  a substantial 
period  of  therapy.  Most  patients  receive  one  or  a 
few  sessions.  Often  it  is  the  patient’s  fault.  He 
cannot  spare  the  time  or  money  to  come  to  the 
clinic.  He  does  not  really  want  to  explore  himself. 
He  may  have  erroneous  ideas  of  what  happens  in  a 
clinic.  The  clinic  may  be  too  choosey,  have  too 
long  a waiting  list,  or  not  recognize  the  full  needs  of 
the  applicant.  The  patient  sees  his  problem  as 
an  illness;  he  wants  treatment  and  a cure  as  in  a 
medical  model.  The  clinic  sees  the  patient’s  prob- 
lem as  a neurosis,  a maladaptation  or  faulty  learn- 
ing, and  stresses  that  the  patient  must  take  an  ac- 
tive part  in  his  own  treatment  and  cure.  This 
often  confuses  and  discourages  the  patient,  and  he 
leaves.  Both  patient  and  clinic  are  at  fault. 

It  hardly  matters  whether  the  patient  is  viewed 
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as  having  an  illness  or  a problem.  What  does  mat- 
ter is  that  he  is  suffering  from  anxiety,  despair,  and 
misery  and  wants  help.  We  cannot  quantify  these 
feelings.  Only  the  patient  knows  how  severe  they 
are  and  only  he  can  compare  them  with  his  feel- 
ings of  a month  ago  or  a year  ago.  Only  he  can  tell 
us  if  he  feels  better  or  worse.  The  therapist,  it 
seems,  must  state  his  goals  in  therapy  very  clearly 
and  only  then  may  he  decide  on  the  effectiveness  of 
his  treatment.  He  may  use  any  technic  he  pleases 
but  he  must  state  his  goals.  The  burden  of  proof 
is  then  on  him.  Did  he  reach  the  goals  of  therapy? 
Has  the  patient  changed  enough  so  that  we  can  say 
he  is  better?  Has  he  acquired  a new  perception  of 
himself,  a new  pattern  of  behavior,  and  has  he 
given  up  a faulty  style  of  living?  Were  these  his 
goals? 

Psychotherapy  is  a learning  situation.  It  may  be 
costly  in  time,  effort,  money,  and  manpower,  but 
how  else  can  one  reach  an  individual’s  worth,  his 
self-direction,  his  maturity,  and  independence? 


Psychotherapy  cannot  cope  with  all  human  suffer- 
ing, it  cannot  be  a universal  treatment  against 
neurotic  problems,  it  is  not  the  ideal  path  to  self- 
discovery,  it  is  not  always  the  best  way  to  remoti- 
vation; but  it  is,  with  all  its  faults,  the  best  ap- 
proach we  have.  The  clinic,  too,  has  innumerable 
weaknesses,  but  it,  too,  still  offers  a reasonable 
approach  to  so  many  who  suffer  so  much. 

97  Chestnut  Street 
Binghamton,  New  York  13905 
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Historic  of  Medicine 


COCKPIT  LETTERS 
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a physician  in  Congress 
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If,  as  Horace  Greeley  insisted,  a session  of  Con- 
gress is  the  “whompingest  cockfight  for  the 
money,”  those  that  took  place  between  1809  and 
1817  were  probably  among  the  most  gallinaceous  in 
American  history.  Great  issues  of  survival  bat- 
tered the  17  states  that  made  up  the  young  Ameri- 
can republic  during  those  years,  both  from  within 
and  without.  The  most  shattering  of  them  all  was, 
of  course,  the  War  of  1812,  but  only  because  it  pro- 
vided a final  common  pathway  for  a swarm  of  other 
issues  that  divided  the  country  through  its  every 
plane,  whether  social,  political,  economic,  or  cul- 
tural. And  as  it  was  meant  to  do,  the  cockpit  that 
was  Congress  faithfully  reflected  all  the  fury  raised 
by  these  divisions. 

Now,  this  period  hardly  lacks  for  written  records 
documenting  the  congressional  cockfights  as  they 
built  the  tensions,  spur  by  beak,  that  eventually 
exploded  into  war.  The  newspapers,  the  maga- 
zines, the  Annals  of  Congress,  the  official  papers 
published  by  the  State  and  War  Departments, 
have  all  provided  professional  historians  with  more 
than  enough  grist  to  keep  the  historiographic  mills 
grinding  for  many  years  to  come.  But  these  are  all 
rather  carefully  guarded  pronouncements  written 
or  spoken  by  men  who  were  aware  that  they  were 
performing  for  posterity  in  an  open  arena,  and  the 
cockfights  too  often  come  through  as  only  muted 
shadowplays.  Far  more  revealing  are  the  letters 
written  by  the  participants,  but  these  are  difficult 
to  come  by  and  are  not  readily  available  to  rank, 
but  devoted,  amateurs  even  when  they  do  surface. 
It  is  for  this  reason  that  one  such  amateur,  the 
author,  was  so  elated  when  he  discovered,  quite  by 
serendipity,  a collection  of  letters  written  by  a 
congressman  from  the  cockpit  of  1809  to  1817. 

The  fact  that  this  congressman  was  also  a phy- 


sician contributed  much  to  the  elation,  as  did  the 
additional  fact  that  my  home  was,  at  the  time, 
part  of  the  physician-congressman’s  district.  Even 
if  the  name  of  Ebenezer  Sage,  M.D.,  of  Sag  Harbor, 
Long  Island,  who  represented  the  First  Congres- 
sional District  of  New  York  in  the  tenth  to  the 
fourteenth  congresses,  means  nothing  to  either 
general  or  medical  historians,  this  negative  quan- 
tum does  not  necessarily  detract  from  the  value  of 
his  letters.  They  speak  for  the  man  and  his  times 
with  a zest  and  an  eloquence,  and  with  a wealth  of 
clinical  insight,  that  few  conventional  historical 
documents  can  equal;  an  opinion  rendered  with 
full  recognition  aforethought  of  the  risks  involved, 
for  among  those  who  performed  in  the  same  arena 
were  such  not  ineloquent  operatives  as  Henry  Clay, 
John  C.  Calhoun,  Daniel  Webster,  and  John  Ran- 
dolph. 

Physicians,  politicians,  and  writers 

The  physicians  of  the  Federalist  period  were 
probably  no  more  politically  minded  than  the  phy- 
sicians of  today,  but  in  a sparsely  populated  coun- 
try whose  people  were  dispersed  in  small  communi- 
ties the  opportunity  to  become  political  activists 
rather  than  chairbound  political  observers  was 
considerably  greater.  More  important,  the  needs 
of  what  was  virtually  a new  experiment  in  social 
anthropology  made  such  participation  almost 
mandatory.  Since  by  the  very  nature  of  their 
profession  these  physicians’  energies  were  already 
heavily  invested  in  the  public  weal,  political  activ- 
ism under  such  conditions  was  only  a rather  small 
step  in  the  same  direction.  As  a result,  physicians 
of  the  period  were  liberally  sprinkled  throughout 
all  strata  of  the  political  hierarchy:  as  judges, 
mayors,  governors,  town  councilmen.  State  legis- 
lators and,  naturally,  members  of  Congress.  They 
were  well  represented  in  the  Continental  Con- 
gresses of  the  Revolutionary  War  and  under  the  Ar- 
ticles of  Confederation,  and  continued  this  high 
level  of  activity  when  Congress  took  on  its  present 
bicameral  anatomy  in  1789. 

According  to  one  impromptu  census,  there  were 
about  15  physicians  serving  in  the  Senate  and  the 
House  of  Representatives  between  1789  and  1809. ' 
At  least  6 physicians  had  preceded  Dr.  Sage  in  the 
House,  among  whom  was  Samuel  Latham  Mit- 
chill,  M.D.,  of  New  York,  who  opened  his  congres- 
sional career  in  the  House  in  1803  and  closed  it  in 
the  Senate  in  1813.'^  It  so  happens  that  Mitchill 
and  Sage  were  good  friends,  particularly  since  they 
served  the  State  for  four  concurrent  years,  albeit 
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in  different  chambers,  and  visited  each  other  quite 
frequently  at  home  and  in  Washington.^  This  pro- 
duces a rather  interesting  study  in  contrasts  be- 
cause they  represent  opposite  physician-politician 
types. 

Mitchill,  for  example,  concentrated  most  of  his 
congressional  efforts  on  passing  public  health  leg- 
islation, whereas  Sage  concentrated  on  the  eco- 
nomic and  political  interests  of  his  constituents 
and  on  party  politics,  especially  in  foreign  rela- 
tions. Where  Mitchill  had  begun  his  political 
career  in  an  elective  office  as  State  assemblyman, 
Sage  began  his  as  a political  appointee  as  customs 
collector  for  the  Port  of  Sag  Harbor.  While  both 
were  from  Long  Island,  Mitchill  was  a native  who 
had  migrated  to  New  York  City  and  Sage  was  a 
Connecticut  Yankee  who  had  migrated  to,  rather 
than  from,  Long  Island.  As  a result,  Mitchill  was 
a political  hybrid,  an  Island  Republican  who  be- 
came a Federalist  because  of  his  big-city  affilia- 
tions. Sage,  on  the  other  hand,  was  a pure-culture 
Republican.  Both  had  been  trained  by  medical 
preceptors,  but  where  Mitchill  had  gone  to  com- 
plete his  medical  education  at  the  University  of 
Edinburgh,  Sage  had  not  opted  for  an  academic 
medical  education  but  preceded  his  preceptee 
training  with  a liberal  arts  degree  from  Yale  Col- 
lege (class  of  1778).^  Mitchill  preferred  big-city 
practice  with  its  opportunities  for  research  and 
academic  affiliations.  In  fact  he  was  one  of  the 
founders  of  the  College  of  Physicians  and  Sur- 
geons.^ Sage  preferred  a rural,  if  not  less  hectic, 
practice  and  vented  his  academic  aspirations  by 
training  the  largest  number  of  preceptees  on  Long 
Island.^ 

To  complete  this  brief  study  in  contrasts,  both 
men  were  also  writers,  but  where  Mitchill  wrote 
official  reports  and  medical  articles  and  helped 
found  the  New  York  Medical  Repository,  the  first 
medical  journal  in  the  United  States,  Sage  con- 
fined his  writing  to  personal  letters  to  his  nonmedi- 
cal friends  with  never  a thought  given  to  publica- 
tion.- Sage,  however,  wrote  for  the  sheer  pleasure 
of  communicating,  unbedeviled  by  the  self-con- 
scious narcissism  of  the  writer  who  craves  to  see  his 
words  in  print.  But  in  contrast  to  Mitchill,  who 
wrote  with  a stiff  pedantic  style.  Sage  seems  also  to 
have  been  a “natural”  writer  with  a style  that  had 
been  nurtured  by  extensive  reading  and  close  friend- 
ships with  other  more  important  writers.  Signifi- 
cantly, his  class  at  Yale  figured  importantly  in 
early  American  letters,  including  as  it  did  Noah 
Webster,  the  all-time  dean  of  American  lexicog- 
raphers, and  Joel  Barlow,  one  of  the  brilliant 
satirists  who  comprised  the  famous  Hartford  Wits 
and  the  author  of  Hasty  Pudding,  a satirical  epic 
poem  of  New  England  life  that  is  still  considered  a 
gem  of  early  Federalist  literature.^  Furthermore, 
the  class  of  ’78  was  taught  by  John  Trumbull, 
another  of  the  Hartford  Wits  who  was  the  acknowl- 
edged master  of  Federalist  satire.  All  were  Sage’s 


friends  and  not  a little  of  their  combined  genius 
for  satire  seems  to  have  rubbed  off  on  his  own  style. 

On  the  face  of  it,  then,  Mitchill  may  have  had  a 
more  fulfilling  medical  career;  certainly,  he  ap- 
pears in  more  authoritative  compendia  of  medical 
history  than  does  Sage,  whose  eulogies  have  been 
confined  to  local  Long  Island  histories.’’”^  But 
only  on  the  face  of  it.  Sag  Harbor,  Sage’s  home, 
was  then  the  largest  whaling  port  on  Long  Island 
and  as  such  sustained  him  with  a large  and  poly- 
glot practice.  When  any  one  of  the  more  than  50 
whaling  vessels  bearing  a Sag  Harbor  registry  was 
in  port,  Sage  was  able  to  treat  Polynesians,  Eski- 
mos, Dutchmen,  Portuguese,  Chinese,  Malayans, 
and  Englishmen  and  the  bewildering  variety  of 
exotic  diseases  they  had  acquired  in  every  focus  in 
the  world.  Between  landfalls  he  had  no  dearth  of 
natives  of  Long  Island,  including  many  Indians, 
such  as  Montauks,  Shinnecocks,  and  Mas- 
sepequas,  with  their  fascinating  lore  of  herbs  and 
shamanist  rituals.  And  where  Mitchill  had  only 
New  York  streets  to  negotiate  on  house  calls.  Sage 
had  horseback,  foot  trails,  and  sailboats  on  his 
itinerary,  for  many  of  his  patients  lived  in  isolated 
areas  on  the  land  spits  and  offshore  islands  that 
festoon  the  two  eastern  forks  of  Long  Island’s  fish- 
tail. 

Again,  while  Sag  Harbor  was  not  the  metropoli- 
tan peer  of  New  York  City,  it  was  nevertheless  the 
sociocultural  center  of  eastern  Long  Island.  By 
dint  of  Sage’s  preeminence  as  the  town’s  most 
popular  physician,  his  local  renown  as  a scholar, 
and  his  engaging  personality,  he  was  able  to  install 
himself  at  the  core  of  this  center  and  make  his 
home  the  headquarters  for  all  intellectuals  who 
gravitated  to  Sag  Harbor.  Not  the  least  of  these 
was  James  Fenimore  Cooper,  whose  stock-in-trade 
was  strong  American  characters.  The  novelist 
lived  in  Sag  Harbor  for  three  years,  between  1819 
and  1822,  while  he  husbanded  his  financial  inter- 
ests in  a whaler  and  in  that  time  came  to  be  fast 
friends  with  Sage.^’^°  So  fast,  in  fact,  that  twenty 
years  later  he  immortalized  the  friendship  by  cre- 
ating a role  for  the  physician  in  his  penultimate 
novel.  The  Sea  Lions;  a role,  moreover,  that  was 
not  disguised  by  an  assumed  name  but  openly  as 
Ebenezer  Sage  himself. 

Republicans  and  Federalists 

There  is  no  doubt  that  wnat  attracted  Cooper  to 
Sage  was  his  prototypical  American  characteris- 
tics, mostly  the  combination  of  Sage’s  rock-ribbed 
Yankee  independence  and  his  intransigent  Repub- 
licanism. These  characteristics  are  also  very  much 
in  evidence  in  Sage’s  letters.  For  the  primary  issue 
of  the  day  was,  to  Sage,  the  survival  of  American 
democracy  along  the  lines  set  down  by  Thomas 
Jefferson’s  republican  philosophy. 

The  doubting-Thomas  Federalists  who  formed 
Jefferson’s  and  Sage’s  not-so-loyal  opposition  were 
the  relatively  wealthy  merchant  classes  of  New 
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England  and  the  great  plantation  owners  of  Mary- 
land, Virginia,  and  tidewater  areas  of  the  Caro- 
linas,  all  of  whom  had  grave  reservations  about 
the  capacity  of  a new-born  egalitarian  society  to 
survive  in  a hostile  world.  They  would  have  pre- 
ferred instead  a limited  democracy  ruled  by  a sta- 
ble class  of  aristocrats;  indeed,  they  almost  got 
what  they  preferred  in  1815  when  the  New  England 
states  teetered  on  the  brink  of  secession.  Ranged 
against  them  were  the  Republican  egalitarians  of 
the  frontier  states  of  Kentucky,  Tennessee,  Ohio, 
and  the  backwoods  Carolinas  and  Georgia,  whose 
sparse  populations  could  not  afford  a privileged 
class  of  aristocrats  and  whose  only  instrument  for 
survival  was,  in  fact,  an  egalitarian  society. 
Caught  between  the  two  factions  were  the  Middle 
Atlantic  states,  particularly  New  York  and  Penn- 
sylvania, because  they  contained  strong  elements 
of  both;  their  populated  seaboard  regions  were  mer- 
cantile and  leaned  toward  the  Federalists,  but  their 
western  districts  lay  directly  on  the  frontier  and 
were  rabidly  Republican. 

Long  Island  was  a maverick  district  because, 
despite  its  geographic  and  its  generic  links  with 
New  England  and  Federalist  New  York  City  and 
Westchester,  it  was  as  rabidly  Republican  as  any 
of  the  frontier  states.  It,  too,  was  sparsely  pop- 
ulated; its  people  lived  in  small  villages  or  on  iso- 
lated farms  and  were  the  only  Americans  on  the 
eastern  seaboard  who  still  had  large  numbers  of 
Indians  living  among  them.  Again,  the  bulwark 
of  Long  Island’s  economy  may  have  been  mari- 
time, but  it  was  certainly  not  mercantile  because 
its  ships  carried  whale  oil  or  fish,  products  that 
were  peculiarly  unsuited  to  the  tidy  existence  of 
a class  of  nineteenth  century  merchant  aristocrats. 
But  most  important  of  all,  the  Island  had  originally 
been  settled  by  seventeenth  century  political  and 
religious  malcontents  who  wanted  no  association 
with  the  bigotry  of  either  New  or  Old  England,  and 
this  aversion  became  a tradition  that  persisted  well 
into  Sage’s  century. 

When  the  issue  of  war  with  Britain  was  raised, 
it  fell  quite  easily  into  the  natural  cleavage  lines 
that  separated  Republicans  and  Federalists.  Ever 
since  the  American  Revolution  had  ended,  Amer- 
ican ships  had  provided  the  industrial  nations  of 
Europe,  England  included,  with  an  American  mar- 
ket for  their  manufactured  goods  and  American 
raw  material,  particularly  cotton  and  tobacco,  for 
their  machines.  By  1807,  as  a result,  the  American 
merchant  marine  had  burgeoned  into  the  largest 
and  most  prosperous  in  the  world  and  thus  formed 
the  bond  of  gold  that  joined  the  2 classes  of  Feder- 
alist aristocrats,  the  shipowners  of  New  England 
and  the  plantation  owners  of  the  South. 

Unfortunately,  the  British  Crown,  more  so  than 
the  industrialists,  took  a jaundiced  view  of  the 
American  upstarts.  In  addition  to  the  Crown’s 
natural  distaste  for  the  American  experiment  in 
democracy,  the  English  had  become  so  entangled 


in  the  war  with  Napoleon  that  the  economic  stran- 
gulation of  the  French  was  their  main  strategy  for 
survival.  The  best  neck  available  for  the  noose 
was,  of  course,  the  American  merchant  marine 
because  it  was  quite  capable  of  supplying  Napoleon 
with  all  the  goods  he  needed.  And  so  the  Royal 
Navy  began  a campaign  of  confiscating  American 
cargoes  and  impressing  American  seamen  on  the 
high  seas,  climaxing  these  offensive  procedures  in 
1807  with  the  issuance  of  the  Orders  in  Council 
which  demanded  that  all  neutral  ships  touch  at 
British  ports  and  obtain  written  authorization  to 
continue  their  voyages  if  they  were  to  escape  con- 
fiscation. 

The  Federalists  were  willing  to  comply  with  this 
demand  if  by  so  doing  their  ships  could  continue 
their  lucrative  international  trade,  but  the  Re- 
publicans viewed  it  as  an  outrageous  insult  to 
American  national  honor  and  began  clamoring  for 
retaliatory  measures. 

In  keeping  with  its  anti-British  tradition,  which 
was  deep-rooted  because  of  the  indignities  its 
people  had  suffered  under  British  occupation  dur- 
ing the  Revolution,  Long  Island  was  perhaps  even 
further  in  the  Republican  camp  than  the  frontier 
states.  And  in  this  camp,  few  natives  of  Long 
Island  exceeded  Dr.  Sage  in  his  anti-British  senti- 
ments, probably  because  he  was  an  Islander  by 
choice  rather  than  by  birth.  He  came  from  a fami- 
ly of  Welsh  Huguenot  dissidents  who  had  settled  in 
Chatham  (now  Portland),  Connecticut,  where  he 
was  born  in  1755,  for  the  same  reasons  that  their 
contemporaries  on  Long  Island  had  settled  their 
homesteads  across  Long  Island  Sound. 

The  family  tradition  of  egalitarian  democracy 
had  been  so  bred  into  him  that  when  he  completed 
his  medical  training  in  1784  he  found  the  Federalist 
atmosphere  of  Connecticut,  with  its  aristocratic 
overtones,  too  objectionable  and  decided  to  move 
to  Long  Island.  He  was  forced,  however,  to  return 
to  Chatham  in  1797,  but  by  this  time  he  had  fallen 
under  Jefferson’s  scholarly  influence,  and  his  po- 
litical instincts  had  become  even  sharper.  He 
seems  to  have  begun  his  letter-writing  career  dur- 
ing the  four  years  of  his  enforced  exile  in  Connecti- 
cut, and  2 interesting  letters  in  the  collection  of  27 
which  are  now  in  the  East  Hampton  Free  Library 
point  up  the  hard-core  anti->^British  Republicanism 
that  was  later  to  convince  his  neighbors  and  pa- 
tients to  send  him  to  Congress. 

The  first  letter  was  written  in  1797  to  his  good 
friend  and  business  associate,  Henry  P.  Dering,  of 
Sag  Harbor,  at  a time  when  repressive  measures 
were  being  taken  in  England  by  His  Majesty’s 
government  against  advocates  of  a more  democrat- 
ic social  order*': 

Republicanism  seems  to  gain  ground  among  us;  the 

present  complexion  of  affairs  in  Europe  appears  to  in- 
fluence the  public  mind  to  a considerable  degree,  our 

high  toned  Gentry  appear  to  doubt  a little  of  the 
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Omnipotence  of  Mother  Britain  and  as  their  whole 
dependence  rests  on  the  same  old  haughty  ungracious 
Dutchess,  if  she  falls  or  revolutionizes,  they  must  ex- 
pect in  a great  measure  to  share  her  fate.  Congress 
appears  also  to  have  changed  their  tone  a little  towards 
the  last  of  this  session. 

The  second  was  written  to  Dering  in  September, 
1800,  on  the  eve  of  the  Jefferson-Burr  election  that 
had  brought  the  Republican-Federalist  rivalry  to 
its  first  bitter  polarization'^: 

The  state  was  never  before  in  such  agitation,  the 
British  federalists  fear  the  republicans  will  elect  a 
majority  of  their  own  sentiments  into  the  State  Legis- 
lature which  will  give  Mr.  Jefferson  9 Electors,  and 
none  for  the  other  Candidates.  This  has  roused  the 
ire  of  half  the  little  petty  foggers  in  the  state.  Our 
federalist  Newspapers  have  for  some  weeks  teemed 
with  the  grossest  scurrility  and  abuse  of  Mr.  Jefferson. 
That  capacious  squirt  of  political  filth.  The  [Hart- 
ford] Courant  has  for  some  time  past  been  discharging 
the  most  abominable  torrents  of  calumny  and  black- 
gardism  that  ever  issued  from  any  press  in  the  country, 
they  even  suggest  that  should  Mr.  Jefferson  be  elected 
he  would  blow  down  all  the  Meetinghouses  and 
Churches  and  hang  all  the  priests,  and  to  this  our 
Pulpits  resound  with  the  most  dreadful  Anathemas 
against  those  who  support  such  a vile  Atheist,  and  they 
prove  him  an  Atheist  to  demonstration,  from  the 
amounts  he  has  given  us  in  his  Notes  on  Virginia  [Jef- 
ferson’s fine  archeologic  treatise]  of  the  Bones,  the 
Oyster  Shells,  and  the  Indians — so  it  goes.  I doubt  the 
issue,  the  old  cry  “the  Church  is  in  danger!”  will  dupe 
a great  many  well  meaning  men. 

When  the  time  came  in  1808  to  elect  a new  presi- 
dent and  a new  Long  Island  congressman  to  help 
him  solve,  one  way  or  another,  the  impasse  with 
Britain,  Sage  had  been  back  on  the  Island  for  seven 
years.  During  these  years  he  had  so  impressed  his 
neighbors  with  the  many  engaging  facets  of  his 
thoroughly  Republican  personality  that  when  he 
offered  himself  as  a candidate  for  Congress,  the 
Republican  committee  of  eastern  Long  Island  ac- 
cepted him  unanimously.'^  In  a three-way  contest 
that  was  complicated  by  a hybrid  Federalist-Re- 
publican, as  well  as  a Federalist  contender.  Sage 
won  the  election  handily  despite  the  defection  of 
Queens  County,  one  of  three  in  the  district.'^  This 
was  due  to  his  overwhelming  majority  in  his  home 
county  of  Suffolk,  a majority  that  would  re-elect 
him  three  more  times. 

Congressman 

Sage’s  re-elections,  considering  his  peculiar  legis- 
lative style,  may  strike  some  as  unusual.  This 
style  was  summarized  by  a later  historian  of  Long 
Island  in  a laconic  virtue  statement  that  seems  to 
damn  with  faint  praise:  “He  was  never  absent 

from  his  seat  and  never  failed  to  vote  on  every 
question — and  never  made  a speech.  Part  of  the 

answer  lies  of  course  in  his  prowess  as  an  episto- 


larian,  and  the  time  and  care  he  devoted  to  his  cor- 
respondence is  illustrated  by  this  letter  written  in 
1814  during  his  last  term  in  Congress'": 

I arose  this  cold  frosty  morning  while  it  was  yet 
dark,  built  up  a fire,  lit  my  Candle,  and  began  to  write 
you  a letter  about  matters  & things  in  general;  but 
before  I had  finished  it  I was  interrupted  by  the  neces- 
sity of  taking  off  my  beard,  at  the  close  of  which  op- 
eration I was  summoned  to  breakfast,  & then  to  the 
Committee  on  Pensions  and  revolutionary  claims, 
where  we  laboured  administering  justice  and  detect- 
ing roguery,  until  11  o.c.  when  the  Committee  bell 
summoned  us  to  the  Hall  of  Representatives  where 
your  letter  of  the  14th  was  handed  me,  the  contents  of 
which  are  of  such  importance  that  I have  felt  it  my 
duty  to  commence  a new  letter  here  in  my  seat,  under 
the  thunder  and  lightening  of  federalist  war  speakers; 
leaving  the  unfinished  letter  lying  on  my  table  at  my 
lodging  to  be  closed  when  I return.  . . . 

By  devoting  every  spare  moment  to  his  letter 
writing.  Sage  was  able  to  manage  an  average  of 
some  half-dozen  letters  daily  during  his  eight  years 
in  Congress.  Judging  from  the  27  in  the  East 
Hampton  collection,  much  of  his  time  away  from 
the  floor  of  the  House  was  spent  with  people  of  in- 
fluence in  the  several  departments  of  the  executive 
branch  negotiating  in  the  interests  of  his  constit- 
uents, most  particularly  whaling,  fishing,  and  the 
port  facilities  of  Sag  Harbor.  Small  wonder  then 
that  he  had  no  time  for  oratory,  but  the  residents 
of  Long  Island  quite  obviously  felt  that  his  other 
virtues  far  outweighed  this  deficiency. 

Sage  arrived  in  the  Washington  cockpit  for  the 
first  time  in  December,  1808,  in  time  to  join  the 
second  session  of  the  tenth  Congress.  This  ses- 
sion proved  to  be  as  gallinaceous  as  its  advance 
notices  during  the  election  campaign  had  indicat- 
ed, but  despite  the  flying  feathers  the  tenth  Con- 
gress proved  to  be  a lackluster  one.  Its  only  claims 
on  history  were  the  repeal  of  Jefferson’s  disastrous 
Embargo  Act,  which  virtually  prohibited  Ameri- 
can trade  with  all  foreign  countries,  and  the  sub- 
stitution for  it  of  Madison’s  Non-Intercourse  Act. 
In  the  new  Act  the  new  president  was  still  employ- 
ing the  Jeffersonian  art  of  economic  suasion  on  the 
two  major  European  belligerents,  but  with  one 
difference:  the  embargo  on  trade  with  either  Brit- 
ain or  France  (Napoleon  was  then  impounding 
American  ships  in  French  ports)  would  be  lifted 
when  they  stopped  their  depredations  on  American 
shipping.  The  passage  of  the  Non-Intercourse 
Act  gave  Sage  his  first  opportunity  to  observe  the 
House  in  debate  and  resulted  in  what  is  probably 
the  most  hilarious,  and  the  most  clinical,  of  his 
letters  from  the  cockpit'^: 

They  must  have  the  privilege  of  talking  as  much  as 
they  please;  free  discussion  is  the  rule  of  the  houses, 
and  about  20  afflicted  with  a kind  of  talking  mania, 
some  from  vanity  but  more  from  ill  nature  to  gratify 
party  reasons,  will  hold  forth  for  hours  on  end  ad  nau- 
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seam.  They  are  the  unfortunates,  or  wretched  mal- 
contents, who  cannot  live  a day  without  a violent  at- 
tack of  this  disease,  and  nothing  will  relieve  them  but 
very  copious  discharges  of  wind,  and  their  eructations 
and  flatulent  belchings,  they  insist,  must  be  dis- 
charged in  full  in  the  faces  of  the  whole  assembly,  not 
excepting  the  ladies  in  the  Gallery,  or  they  cannot  get 
relief.  If  they  would  retire  into  some  lobby  or  arch  (of 
which  this  castle  atfords  an  abundance)  these  explo- 
sions would  be  harmless,  but  as  they  are  now  made 
they  are  often  offensive  and  very  expensive  to  the  U.S. 
— one  of  them  of  three  hours’  continuence  must  cost 
our  citizenry  $1,000. 

But  with  the  elections  of  1810,  Congress  became 
a cockpit  worthy  of  the  Greeley  metaphor.  New 
and  younger  Republicans  sparked  the  second  ses- 
sion of  the  eleventh  Congress  when  it  met  in  De- 
cember 1810,  the  most  notable  of  whom  were  Clay 
of  Kentucky  and  Calhoun  of  South  Carolina,  but 
with  Felix  (Grundy  of  Tennessee,  Peter  B.  Porter  of 
(Buffalo)  New  York,  and  Richard  B.  Johnson  of 
Kentucky  not  too  far  behind  them.  When  this  new 
contingent  began  their  inexorable  push  toward 
war,  the  old  Virginian,  John  Randolph,  a fire- 
eater  of  no  mean  abilities,  dubbed  them  the  war 
hawks  (thereby  forcing  editor  Greeley  into  the  un- 
comfortable position  of  a mixed  metaphorist). 
The  most  important  part  of  this  push  was  toward 
an  increase  in  military  and  naval  strength,  but  the 
combination  of  fierce  opposition  from  anti-war 
Federalists,  a considerable  body  of  apathetic 
“swing”  voters  in  both  houses,  and  a reluctant 
president  blunted  its  impact. 

One  interesting  but  little-known  sidelight  of  the 
controversy  over  naval  preparedness  had  to  do  with 
the  unrequited  engineering  genius  of  Robert  Ful- 
ton. Prior  to  the  invention  of  the  Clermont,  Fulton 
had  been  caught  up  by  the  possibilities  in  sub- 
marine warfare  and  had  actually  built  a submarine 
vessel  known  as  the  Nautilus.  Another  of  his  ideas 
was  an  underwater  torpedo  device  which  he  had 
successfully  demonstrated  to  the  British  in  1805 
only  to  have  it  rejected  by  the  Admiralty.  Later 
that  year  he  demonstrated  the  device  to  Jefferson, 
but  this  time  the  demonstration  was  unsuccessful, 
and  he  was  again  rejected. 

He  reproposed  the  project  to  Congress  in  1810, 
and  all  that  is  known  of  this  second  proposal  is  that 
$5,000  was  appropriated  for  a demonstration  that 
never  materialized.'®’’^  Had  this  demonstration 
been  successful  and  the  device  adopted  by  tbe 
Navy,  it  might  have  broken  the  British  blockade 
three  years  earlier  and  shortened  the  War  of  1812; 
but  this,  of  course,  is  one  of  the  imponderable  sub- 
junctives that  clutter  history.  Sage,^’’  however, 
manages  to  provide  a clue  to  the  fate  of  Fulton’s 
proposal  in  a letter  written  during  the  debate  in  the 
House: 

We  had  in  the  house  today  a most  rascally  speci- 
men of  original  sin  and  total  depravity.  Fulton  a few 


days  since  in  a letter  to  the  Speaker  requested  that  he 
ought  to  be  permitted  to  give  an  explanitory  lecture 
and  some  experiments  of  a Torpedo  defence.  A Com- 
mittee was  appointed  and  the  letter  referred  to  them. 
They  reported  that  the  house  next  Friday  should  ad- 
journ and  that  he  might  lecture  and  exhibit  on  Satur- 
day in  the  hall.  It  created  a three  hours  debate  and  is 
still  not  settled.  Livermore,  Dana,  Quincy  and  others 
appeared  agitated  with  alarms  and  forebodings,  they 
made  attempts  at  ridicule.  Quincy  [minority  leader 
of  the  House  Federalists]  was  in  quite  a rage  and  con- 
demned the  whole  system  as  visionary.  The  fact  is 
they  believe  too  much  in  it  for  their  comfort.  Fulton 
will  risque  his  life  on  the  issue  that  the  system  of  de- 
fence and  annoyance  will  one  day  secure  the  world 
from  hostile  fleets.  The  federalists  are  very  incon- 
sistent in  this  business,  for  allow  (which  they  very 
much  fear)  that  the  British  navy  can  be  destroyed 
(which  protects  us  from  Napolion’s  ships),  will  not  the 
same  power  destroy  french  ships  as  english?  But 
these  angry  zealots  have  long  since  left  off  reasoning. 

I believe  it  will  be  permitted  that  Fulton  should 
make  a fair  experiment  upon  one  of  the  old  Frigates  in 
the  Navy  Yard.  These  anti-naval  patriots  of  Virginia, 
Carolina  &c.,  would  vote  to  have  the  experiment  tried 
upon  the  whole  [navy]  for  two  reasons:  that  it  would 
demonstrate  the  efficacy  of  the  discovery  and  what  is 
to  them  of  nearly  great  importance,  get  rid  of  the 
Frigates. 

During  the  following  year,  1811,  the  war  hawks 
began  to  make  more  progress  when  Napoleon  pre- 
tended to  accede  to  the  requirements  of  the  Non- 
Intercourse  Act  and  Britain  stubbornly  refused  to 
rescind  her  Orders  in  Council.  In  the  fall  of  that 
year,  the'y  convinced  Madison  to  begin  recruiting 
a larger  Army  and  building  a larger  Navy.  Having 
taken  that  step,  Madison  went  on  to  warn  the 
British  ambassador  in  the  spring  of  1812  that  war 
was  inevitable  if  the  Orders  continued  in  force 
much  longer.  The  president  was  now  in  the  ago- 
nizing limbo  that  engulfs  every  man  who  awaits 
the  dropping  of  the  other  shoe,  and  to  lighten  the 
limbo  his  First  Lady  attempted  to  divert  him  with 
a series  of  her  famous  levees.  Dr.  Sage  managed 
to  find  his  way  into  her  guest  list,  whereon  he 
promptly  reported  his  intimate  glimpse  of  the 
Madisons  at  home  to  Dering  in  his  letter  of  May  10, 
1812^': 

Enough  of  this,  let  me  fill  up  the  paper  with  lighter 
matter.  I was  last  Wednesday  evening  at  Dolly’s 
Levee,  where  Coles,  the  President’s  secretary,  in- 
formed me  that  the  President  wishes  me  to  take  family 
dinner  with  him  on  Saturday  at  3 o’clock — a select 
mess  of  6 or  7.  This  promises  something  besides  eat- 
ing and  drinking  which  his  public  dinners  do  not;  con- 
sisting generally  of  about  30.  I was  there  at  the  hour 
and  we  were  entertained  until  4 with  desultory  con- 
versation and  looking  at  the  pretty  things  the  good 
Lady  presented  us,  such  as  needle  work,  drawings  and 
dead  birds  embalmed  with  tow  or  some  other  kind  of 
stuffing,  which  the  Ladies  of  Philadelphia  and  else- 
where had  sent  her,  and  dedicated  to  her  as  the  Pro- 
tectress of  the  fine  arts.  At  4 we  sat  down  to  dinner. 
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Gen.  Brown  and  Smiley  from  Pennsylvania,  old  Gov’n 
Penier  of  Tenn.,  Morrow  from  Ohio,  Green  from  Mas- 
sachusetts and  Albert  Gallatin  formerly  of  Geneva 
now  of  Washington,  and  myself,  7 besides  the  Presi- 
dent and  Dolly  and  Mr.  Secretary,  not  of  foreign  but  of 
home  relations.  After  finishing  our  Beef  and  other 
meats  and  fish,  the  desert  and  wine  were  brought  in, 
consisting  of  various  kinds  of  eatables  such  as  Ice- 
cream, Walnuts,  Chestnuts,  peanuts.  Jellies  and 
sweetmeats,  fruit  and  various  species  of  cake  the 
names  of  which  1 am  ignorant.  Over  this  light  stuff  we 
sat  until  sunset,  talking  of  almost  everything  but  pol- 
itics, when  we  t(K)k  French  leave  and  departed  to  our 
homes  all  perfectly  sober. 

1 know  not  when  I have  laughed  more  in  a given 
time — a few  glasses  of  Wine  soon  broke  down  all  dis- 
tinction betwixt  us  small  folks  and  the  master  of  the 
feast,  brought  something  like  a maiden  blush  upon  the 
little  man’s  cheek  and  elevated  him  just  high  enough 
for  anecdotes,  of  which  he  has  an  inexhaustible  fund, 
relates  them  all  admirable  well,  with  a chaste  and  pure 
style  and  considerable  comic  humor,  not  a word  too 
much  or  too  little,  he  will  relate  30  in  the  same  time 
some  men  would  one.  He  acted  in  a character  I never 
before  saw  him,  that  of  a social  companion.  In  gen- 
eral he  is  sedate  and  as  modest  as  a nun.  It  was  a 
family  dinner  and  the  only  one  I ever  enjoyed  at  his 
house.  Our  dinner  parties  here  are  generally  so  nu- 
merous that  I should  prefer  staying  at  home  and  dining 
upon  salt  herring.  When  I look  upon  this  little  man 
and  see  him  struggling  with  the  honest  and  most  per- 
severing industry  of  a good  patriot,  to  stem  the  tor- 
rent of  abuse  and  corruption  that  is  setting  in  upon 
him,  foreign  and  domestic,  I pity  him,  that  his  lot 
has  fallen  on  such  evil  times. 

He  has  not  been  ten  rods  from  his  house  this  win- 
ter, except  at  the  burial  of  the  Vice  President  [George 
Clinton  of  New  York],  and  then  he  came  near  having 
his  neck  broken  by  the  fright  of  his  horses  at  the  firing 
of  the  marines  into  the  grave  of  the  old  Gentleman. 
He  appears  to  be  in  good  health,  but  light  as  a gull. 
What  there  is  of  him  must  be  of  brass,  if  he  can  live  3 
years  longer,  in  the  times  that  are  approaching,  as- 
sailed by  scoundrels  of  all  degrees  and  metres,  some 
endeavouring  to  kick  him  out  of  the  way,  and  others  to 
get  jobs  out  of  him.  Napolion’s  situation  is  not  so 
laborious  and  difficult,  he  has  nobody’s  will  to  con- 
sult or  pursue  but  his  own  and  has  half  a million  of 
bayonets  to  carry  it  into  execution. 

Twelve  days  after  Dolly’s  charming  levee,  the 
“little  man,”  Madison  was  a scant  5 feet  tall,  re- 
ceived word  from  London  that  the  British  cabinet 
had  once  more  refused  to  rescind  the  Orders  in 
Council.  He  immediately  set  about  drafting  a war 
message,  but  when  it  was  ready  for  delivery  to  a 
joint  session  of  Congress  on  June  1 he  quailed  at 
the  prospect  and  assigned  the  task  instead  to  the 
clerk  of  the  House.  This  affront  doubled  the 
animosity  of  the  Federalists. 

In  the  House,  Josiah  Quincy,  of  Massachusetts, 
the  minority  leader,  demanded  an  open  debate  on 
the  war  bill,  but  this  motion  was  summarily  re- 
jected by  the  Republican  majority,  who  preferred 
to  debate  the  bill  under  orders  of  secrecy.  The 
Federalists  retaliated  by  refusing  to  participate  in 


the  debate,  and  the  bill  was  passed  on  June  4 by  a 
vote  of  78  to  49.  Ebenezer  Sage  was,  of  course, 
among  the  yea-sayers,  one  of  a minority  of  3 in  the 
14-man  New  York  delegation  (the  other  2 from  the 
western  part  of  the  State). 

The  Senate,  however,  proved  not  to  be  as  tract- 
able as  the  House.  It,  too,  launched  its  debate  on 
June  1 under  orders  of  secrecy  and  was  immediate- 
ly pinioned  in  a deadlock.  As  the  days  slipped  by 
without  a final  vote  the  tension  in  Washington  be- 
came unbearable,  especially  in  the  House  where 
the  members  were  forced  to  suspend  all  business 
and  sit  incommunicado  while  the  Senate  debate 
dragged  on.  Sage  had,  therefore,  to  forego  the 
pleasure  of  his  usual  daily  letters,  but  by  Tuesday, 
June  16,  he  was  unable  to  contain  himself  any 
longer  and  took  out  pen  and  paper  at  his  desk  in  the 
House  to  write  a letter  to  Dering.  A sudden  roar 
from  the  Senate  chamber  brought  the  letter  to  a 
halt,  and  the  ensuing  crisis  prevented  him  from 
completing  it  until  three  days  later-'*: 

This  is  Tuesday  and  the  Senate  still  in  conclave,  and 
the  Padlocks  still  upon  our  pens  and  lips — so  that  how- 
ever anxious  you  may  be  about  the  Ultimatum,  you 
must  still  wait  a few  days  longer.  The  New  York 
Federalists  have  become  all  of  a sudden  very  fond  of 
Mr.  Clinton  [DeWitt  Clinton,  Republican  mayor  of 
New  York  City],  and  are  passing  him  off  as  the  great- 
est in  the  nation  and  best  qualified  for  the  Office  of 
Chief  Magistrate.  Gold  (the  most  finished  english- 
man  we  have)  is  very  industrious  in  this  business. 
In  fact  a most  astonishing  effort  is  now  making  to 
unite  with  the  Clintonians  all  the  federalist  strength 
of  this  country  and  as  much  democratic  aid  as  they  can 
to  put  down  the  war — There  is  much  tumult  and 
shouting — I must  stop  here  to  find  out  what  is  afoot.  . . . 

This  is  Friday  the  19th.  The  great  guns  went  off 
yesterday,  as  you  will  see  by  the  News  Papers  which 
contain  the  Espionage  Manifesto  and  Law.  Injunc- 
tions of  Secrecy  were  removed  about  3 o.c.  P.M.  and 
war  became  the  order  of  the  day.  This  momentous 
question  passed  this  house  in  two  days,  the  federal- 
ists would  say  nothing  unless  v/e  opened  the  doors, 
but  in  Senate  it  laboured  12  days  & then  passed 
13.19 — The  Clintonians  and  Grumbletonians  tryed 
every  means  in  their  power  to  get  rid  of  it — many 
curious  movements  took  place  in  both  houses  during 
the  progress  of  the  business,  but  I have  not  time  to 
give  you  details  . . . 

I wrote  Mr.  Hamilton,  Secy  of  the  Navy,  this  morn- 
ing to  put  him  in  mind,  or  rather  inform  him,  of  a 
promise  his  predecessor  made  us  of  some  gun  boats  for 
defence  of  Sag  Harbor  in  the  event  of  War — After 
explaining  to  him  our  situation  he  said  we  should  have 
some,  & asked  how  many  we  wanted.  I told  him  I 
would  inform  him — perhaps  3 or  4,  what  say  you? 

One  note  of  passing  historical  interest  with  re- 
gard to  the  close  Senate  vote  is  the  vaccilation  of 
Dr.  Mitchill,  the  junior  Senator  from  New  York, 
who  changed  his  mind  several  times  during  the 
acrimonious  debate. There  is  just  a possibility 
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that  his  colleague  Sage  may  have  had  a hand  in  in- 
fluencing Mitchill  on  his  final  “yea”  vote. 

There  is  also  another  note  of  more  than  passing 
importance,  the  sad  but  ironic  fact  that  on  June 
23,  five  days  after  the  Senate  had  voted  to  go  to 
war,  the  British  cabinet  finally  rescinded  the 
Orders  in  Council.  Had  modern  communications 
been  available  then,  that  unfortunate  war,  despite 
the  war  hawks’  persistent  drive,  would  never  have 
taken  place.  For  the  Senate  vote  was  a more  ac- 
curate indicator  than  the  deceptive  House  vote  of 
the  country’s  true  temper,  and  the  best  indicator 
of  this  temper  is  that  all  the  alarums  raised  by  the 
war  hawks  over  the  preceding  two  years  had  failed 
to  induce  Americans  to  arm  themselves. 

As  a result,  they  stumbled  into  the  war  woefully 
unprepared  and  continued  thereafter  to  stumble 
from  one  military  disaster  to  another.  Except  for 
an  occasional  victory,  like  Perry’s  on  Lake  Erie, 
Macdonough’s  at  Plattsburgh,  and  those  won  by 
the  Constitution  in  single  engagements  with  Brit- 
ish warships,  the  gloom  was  unrelieved.  The  pall 
became  even  darker  in  early  1814  when  the  Royal 
Navy  cleared  American  waters  of  all  American 
ships  and  clamped  a blockade  on  the  east  coast. 
Although  Long  Island  suffered  from  the  blockade. 
Sage’s  fear  for  the  safety  of  Sag  Harbor  was  un- 
founded. The  British  had  reserved  their  main 
thrust  for  the  Chesapeake  Bay  area,  and  in  the 
summer  of  1814  a series  of  American  military  blun- 
ders enabled  them  to  land  and  sack  Washington. 
When  Sage  returned  to  the  Capitol  in  late  Sep- 
tember for  an  emergency  session  of  Congress,  he 
was  appalled  by  the  devastation  and  recounted  it 
in  vivid  detail  to  Dering'^^: 

I arrived  here  last  Monday  morning  half  sick  from 
rainy  weather  and  the  vexations  of  delay  from  stage 
owners.  Innkeepers,  &c.,  the  expences  of  travelling  are 
nearly  double  to  those  of  last  year.  Our  stage  load  was 
mostly  members  of  Congress,  and  on  arriving  on  the 
battle  ground  of  Bladensburgh  we  surveyed  it  to  the 
Capitol;  it  is  uneven  ground,  vallies  and  high  hills, 
thick  wooded,  within  pistol  shot  of  the  turnpike  and 
here  and  there  a small  cleared  field;  never  was  ground 
better  formed  for  annoying  an  enemy;  1,000  men 
placed  on  each  side  of  the  road  in  the  woods  would 
have  killed  every  Englishman  Ross  [Maj.  Gen.  Robert 
Ross,  British  commander]  commanded,  before  they 
could  have  marched  half  way  to  town.  Our  army  con- 
sisted of  about  7,000  men.  Regulars,  Marines  and 
Malitia,  6,000  of  whom  never  saw  the  enemy  or  fired  a 
gun.  About  1,0(X)  of  Barney’s  [Com.  Joshua  Barney, 
American  naval  commander]  sailors  and  Baltimore 
folks  destroyed  7 or  8 hundred  of  them  in  the  first  3 or  4 
miles  of  their  march  when  the  fatal  word  Retreat  was 
given,  and  the  whole  army  scampered  off  as  fast  as 
legs  could  carry  them  through  George  Town  and  over 
the  mountains  to  Montgomery  Court  House,  a dis- 
tance of  14  or  15  miles.  Had  the  nohle  General  Winder 
[Gen.  William  Winder,  American  army  commander] 
gave  the  word  “P'ire”  instead  of  “Retreat”,  it  is  be- 
lieved by  everybody  a British  soldier  would  not  have 


found  his  way  into  the  city.  No  one  here  attaches  any 
blame  to  the  soldiers,  they  were  unwilling  to  obey  their 
officers,  but  when  their  commander-in-chief  ordered 
their  retreat  and  their  officers  were  seen  stripping  off 
their  appaulets  or  wraping  themselves  in  their  great 
coats  for  fear  that  the  British  sharp  shooters  should 
know  them — ! Of  these  sharp  shooters  it  appears  that 
there  were  about  1,200  who  were  in  advance  of  the 
main  body,  and  kept  up  a fire  upon  the  Malitia,  but 
with  little  execution  as  our  whole  loss  did  not  exceed 
30.  The  main  body,  about  3,000,  marched  along  the 
turnpike  in  solid  column,  loaded  with  3 or  4 days’ 
provisions  and  80  rounds  of  cartridges,  and  shoes  with 
wooden  soles  an  inch  thick,  pricked  on  by  their  of-  | 
ficers  until  many  of  them  fell  dead  with  heat  and 
fatigue.  14  were  found  in  one  corn  field  dead  without 
any  wounds.  When  they  were  shot  or  died  on  the  road, 
they  shovelled  some  sand  over  them.  I counted  30  or 
40  graves  of  this  kind,  many  of  which  hogs  were  rooting  i 

out,  and  dragging  their  red  coats  about  the  streets.  I 

We  met  30  or  40  Marines  with  shovels  going  to  bury  I 
them  more  decently.  * 

After  they  had  destroyed  the  Public  buildings  in  the  . 
city,  four  naval  officers  and  about  100  men  marched  to 
Greenleafs  point,  to  destroy  the  Arsenal,  Powder 
Magazine,  Cannon,  Barracks,  &c. 

Here  it  appears  our  people  had  taken  from  the  Mag- 
azine one  hundred  or  more  barrels  of  gunpowder  and 
for  safe  keeping  put  it  into  a dry  well  and  covered  it 
with  rubbish.  After  they  had  set  fire  to  everything 
combustable  one  of  the  soldiers  threw  his  match 
among  the  rubbish,  which  took  fire  and  communicat- 
ing with  the  powder,  it  exploded  carrying  off  a column 
of  earth  30  feet  in  diameter,  destroying  70  or  80  British 
soldiers.  I have  viewed  the  ruins  of  the  Public  and 
private  buildings;  they  were  destroyed  beyond  any 
possibility  of  repair,  especially  those  constructed  of 
stone.  The  next  morning  after  they  were  burnt,  and  | 
while  the  stones  were  still  hot,  a violent  storm  of  rain 
and  wind  came  on,  and  cracked  and  split  the  stones  i 
in  all  directions.  The  pillars  which  supported  the 
house  of  representatives,  and  which  at  their  base  were  i 

as  large  as  a barrel,  are  reduced  to  the  size  of  a foot  j 

diameter,  and  in  many  places  less.  The  amount  of 
property  destroyed,  public  and  private,  is  immense, 
particularly  books,  charts  and  public  documents.  The 
Navy  Yard  was  devastated  by  our  own  people  with  a 
stupidity  altogether  unaccountable.  They  employed  2 
or  300  men  to  blow  up  the  bridge  over  the  eastern  i 

branch  which  secured  the  British  a safe  entrance  to  | 

the  city  by  Bladenburgh,  without  any  fear  of  our  army  ' 

gaining  their  rear;  which  they  might  have  done  in  half  |. 

an  hour  by  passing  over  this  bridge.  ; 

In  fact  the  stupidity  of  our  commanders  during 
this  whole  scene  can  in  no  otherways  be  accounted  for,  j, 

but  by  supposition  that  their  fears  operated  so  power-  ,) 

fully  as  to  suspend  every  faculty  of  reflection  and  rea-  I ' 

son;  every  measure  they  took  contributed  to  facilitate  i, 

the  progress  of  the  enemy,  they  even  assisted  him  in  I 

his  work  of  devastation.  Ross  promised  to  respect  I 

private  property  and  most  of  the  citizens  remained  in  ^ 

their  houses.  About  200  troops  only  came  into  the 
city.  Cockburn  [Rear  Adm.  Sir  George  Cockburn, 
British  fleet  commander]  was  the  most  active  man  in 
the  business  of  conflagration;  he  was  mounted  upon  a 
little  gray  mare  followed  by  a colt,  and  in  cantering 
about  the  streets,  whenever  his  colt  was  in  danger  of 
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being  lost,  he  would  ride  back  after  him. 

The  town  is  full  of  precious  anecdotes  and  the  in- 
dignation of  the  people  is  so  great  against  Armstrong 
(Secretary  of  War]  and  Winder  that  I doubt  either  of 
them  could  appear  here  in  safety.  The  walls  of  the 
Capitol  and  the  I^esident’s  house  are  covered  with  the 
most  gross  and  libelous  pasquinades.  Three  quarters 
of  the  people  still  believe  that  Armstrong  sold  the  city 
to  Cockburn  and  that  everything  was  planned  to  facili- 
tate his  success;  to  keep  up  this  ridiculous  conceit  the 
most  ridiculous  tales  and  falsehoods  are  invented  and 
propigated,  but  no  pen  can  describe  the  follies  and 
blunders  every  day  develops. 

Remember  me  to  your  family  and  look  out  for  con- 
flagrations as  Cockburn  has  again  announced  to  our 
Government  that  he  shall  burn  everything  within  his 
reach. 

By  yet  another  twist  of  fate  in  the  series  of  bi- 
lateral transatlantic  misfortunes  that  character- 
ized this  irrational  war,  the  sack  of  Washington 
proved  to  be  a diplomatic,  as  well  as  a military, 
blunder.  As  a result  of  pressure  from  British  in- 
dustrialists, Whitehall  agreed  to  begin  peace  ne- 
gotiations with  the  Americans  in  the  Belgian  city- 
of  Ghent  early  in  1814.  The  negotiations  had  final- 
ly taken  a pro-American  turn  when  news  arrived 
of  the  sack  of  VV’ashington,  at  which  point  the 
British  quite  understandably  hardened  their  posi- 
tion and  precipitated  a deadlock.  In  October,  with 
the  peace  talks  in  Ghent  still  at  an  impasse  and  the 
country  economically  a shambles,  Congress  began 
to  show  signs  of  panic,  but  not,  apparently.  Con- 
gressman Sage.  In  a letter  to  Henry  Bering  dated 
October  7 he  managed  not  only  to  maintain  his 
“cool”  but  to  give  his  comments  on  human  folly, 
new  taxes,  economic  disaster  in  the  District  of 
Columbia,  and  some  politico-military  hanky- 
panky,  in  the  best  tradition  of  the  Hartford  Wits-®: 

We  have  been  4 or  5 days  discussing  (as  they  call  it) 
the  question  of  removing  the  seat  of  Government  to 
Phila  or  elsewhere,  a mighty  childish  business — My 
Colleague  Firtz  was  weak  enough  to  offer  the  resolution 
and  it  passed  the  house  yesterday  by  a majority  of 
one.  The  district  is  in  wonderful  commotion,  almost 
in  despair;  ruin  stares  them  in  the  face;  the  hammer 
of  the  joiner  and  the  trowell  of  the  mason  are  both 
suspended  untill  their  fate  is  decided.  It  rubs  so  hard 
that  I do  not  believe  it  will  pass  both  houses,  but  end 
as  it  began,  in  wind. 

As  our  treasury  was  exhausted  to  the  last  cent  long 
ago,  the  Committee  of  Ways  & Means  have  been  work- 
ing double  tides,  ever  since  they  were  appointed,  to 
devise  ways  and  means  to  replenish  it — they  are  driven 
to  their  wits  end  to  find  means  to  meet  the  present 
enormous  expenditures  of  the  Country,  say  200,000 
regulars.  Militia,  and  seamen  in  service  at  this  time. 
One  of  their  projects  is  a bank  of  30,000,000,  and  then 
a long  budrock  of  taxes,  that  will  astonish  the  good 
people  of  their  states.  They  are  to  continue  through 
the  war  only;  the  articles  are  too  numerous  to  write  in 
a letter — Whiskey  & all  other  kinds  of  home  distilled 
spirits.  Clocks,  Watches  Hats  boots  Iron.  They  will 
report  on  Monday,  when  there  will  be  business  tor  all 


hands.  . . . They  talk  very  strong  & loud  here,  I mean 
the  knowing  ones,  that  our  Governor  [Daniel  D.  Tomp- 
kins, later  Monroe’s  Vice-President]  is  to  be  Secy  of 
State  if  he  will  accept  it — he  is  very  popular  here;  his 
last  Speech  to  the  Legislature  has  done  him  great 
honor,  and  he  has  the  chief  credit  of  rousing  up  the 
working  spirit  in  NYork,  which  has  communicated 
more  or  less  through  the  whole  sea  board,  except  this 
lazy  district,  who  seem  determined  not  to  dig — or  even 
send  their  negroes  .... 

Col.  Grey  is  here,  he  desired  me  to  introduce  him  to 
the  Chairman  of  the  Military  Committee;  his  object  is 
to  get  orders  to  raise  a Brigade  of  free  Ethiopians,  & 
people  of  colour,  to  be  disciplined  and  commanded  by 
himself;  his  views  in  this  area  are  twofold,  first  patrio- 
tism to  add  a valuable  corps  to  the  military  force  of 
this  Country,  & next,  and  perhaps  not  least,  to  ride  on 
the  Shoulders  of  this  black  Brigade  to  the  Office,  hon- 
ors, & Demoluments  of  a Brigadier  General  in  the  line, 
instead  of  ranking  only  as  a Col.  of  the  Staff — I have 
much  more  to  say,  but  cannot  afford  time  as  I have  a 
dozen  letters  to  write  tomorrow  and  next  day. 

Unfortunately,  the  congressional  chronology  of 
the  Sage  letters  in  the  East  Hampton  collection 
ends  here,  although  Dr.  Sage  continued  to  write 
his  daily  half-dozen  until  the  day  in  1817  when  he, 
as  did  Madison  in  the  White  House,  completed  his 
last  term  in  Congress.  This  collector’s  mishap 
denies  us  an  unobstructed  view  from  the  cockpit, 
which  he  would  have  given  us,  of  the  news  of  Jack- 
son’s victory  at  New  Orleans,  the  conclusion  of  the 
peace  treaty  in  Ghent,  or  the  Hartford  Convention 
where  New  England  came  close  to  amputating  it- 
self from  the  Union. 

Postiude 

But  from  other  letters  written  after  he  had  left 
Congress,  it  would  seem  that  Sage  had  not  alto- 
gether left  the  cockpit  behind.  For  example,  when 
he  was  the  delegate  from  Suffolk  County  to  the  con- 
vention that  framed  the  first  constitution  for  New 
York  State,  held  in  Albany  in  1821,  he  plagued  the 
renegade  Republicans  who  had  sided  with  the 
Federalists  during  the  late  war.  Nor  did  he  lose 
his  gamecock  spurs  even  in  his  old  age,  a time  when 
Clay  and  Calhoun,  at  a comparable  age,  had 
soured  into  conservative  reprobates.  His  view 
from  the  cockpit  is  still  evident  in  the  last  letter  of 
the  East  Hampton  chronology,  written  from  Sag 
Harbor  on  November  7,  1832,  two  years  before  his 
death,  to  a young  friend  in  New  York  City  and 
commenting  with  his  usual  acerbity  on  the  recent 
election  of  Andrew  Jackson^^: 

Your  friends  and  all  the  people  in  this  place  and 
about  it  are  in  their  usual  health,  and  like  the  squirrils, 
laying  in  their  stores  for  the  winter.  The  past  three 
days  they  have  been  very  busy,  & very  noisy  and  not  a 
little  quarrelsome,  some  bloody  noses,  but  nobody 
killed — all  about  making  a king  for  four  years  only, 
and  the  materials  from  which  such  things  are  made 
being  so  abundant  in  our  country,  that  the  kingmakers 
are  all  at  loggerheads,  about  the  kind  of  material  best 
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calculated  for  strength  and  durability;  and  after  much 
contention,  scolding  & lying,  a majority  have  deter- 
mined he  shall  be  made  of  Hickory,  it  being  a firm 
kind  of  wood  & best  fitted  for  the  Bows  and  Arrows. 
In  the  old  countries,  on  the  other  side  of  the  water, 
they  have  none  of  this  tumult  and  trouble,  their  kings 
and  queens  come  into  the  world  ready  made  and  of  dif- 
ferent and  various  dimentions,  from  emperors  to  dukes 
and  marquises,  & endowed  with  all  sorts  of  imperial 
and  royal  prerogatives  which  saves  the  people  a world 
of  trouble  and  contention.  They  are  kings  and  queens 
and  dukes  the  moment  they  are  born,  and  the  people 
are  obliged  to  accept  them  as  we  do  our  wives,  for 
better  or  for  worse.  . . . 

P.S.  I have  finished  reading  my  newspapers,  and 
find  my  predictions  are  more  than  verified.  Old  Suf- 
folk and  Tammany  have  been  roused  from  their  slum- 
bers and  have  come  forth  in  their  might,  roused  to 
action  by  the  abominable  abuse,  lying  and  bribery  of 
the  aristocracy.  The  working  bees  who  collect  the 
honey  have  again  prevailed  over  the  drones  who  con- 
sume it.  . . . 

During  all  the  late  political  squabble,  I have  been 
confident  that  the  democracy  of  our  country  was  not 
extinct,  that  it  would  triumph,  while  Andrew  Jackson 
lived,  & I hope,  a thousand  years  longer.  . . . 

There  was  thunder  in  the  land  on  that  cold 
windy  day  in  December,  1834,  when  Ebenezer  Sage 
died  in  Sag  Harbor.  In  South  Carolina  men  were 
angrily  demonstrating  for  states’  rights  against 
Jackson’s  show  of  Unionist  force.  In  Boston,  Wil- 
liam Lloyd  Garrison’s  Liberator  was  exhorting  New 
Englanders  to  a show  of  abolitionist  force  against 
slavery.  In  New  York  City  immigrant  Irish  Demo- 
crats were  rioting  against  the  aristocrats,  and 
workingmen  were  girding  themselves  for  a strike. 
In  Texas,  American  expatriates  were  growing 
restive  under  Mexican  rule;  while  on  the  western 
frontier,  now  extended  to  the  Mississippi,  the  Indi- 
ans were  once  again  growing  restive  against  the  un- 
remitting encroachment  of  the  white  men.  It  was 
the  kind  of  thunder  that  the  old  Sag  Harbor  game- 
cock had  always  loved  to  convert  to  vivid  prose, 
but  he  was  preoccupied  with  more  pressing  matters 
that  day. 

He  had  become  semicomatose  early  in  the 
morning,  and  the  time  for  traditional  last  words 
seemed  to  have  irretrievably  passed.  Toward 
evening,  however,  one  of  his  fellow  citizens  was 
thoughtful  enough  to  provide  the  dying  Sage  with  a 
Sag  Harbor  version  of  the  thunder  then  abroad  in 
the  land  that  he  could  convert  into  a valedictory. 
A fire  began  to  lick  at  the  schoolhouse  and  soon 
engulfed  the  Old  Presbyterian  Church,  in  the  lee 
of  which  was  Sage’s  home.  The  smell  of  the  smoke 
was  sufficient  to  rouse  the  old  man  from  his  pre- 
coma to  bellow  his  final  commentary  which,  if  it 
was  not  of  the  genre  commonly  known  as  deathless, 
was  at  least  typical  of  Sage:  “I  may  very  well  be 
on  my  last  scuppers,  but  that’s  no  damned  reason 
to  leave  me  to  fry  in  Hell!”^® 

If  Hell  was  indeed  the  final  congress  to  claim 


him,  it  was  not  in  any  parboiled  state;  he  was 
buried  intact  in  Oakland  Cemetery,  Sag  Harbor, 
where  he  still  lies  today,  alongside  his  wife  Ruth, 
in  as  pleasant  a condition  as  could  be  expected 
after  one  hundred  thirty-five  years  of  permanent 
residence  in  terris.  Posterity  willing,  the  words  he 
wrote  may  yet  supervene  his  somatic  mortality. 

One  Bradford  Road 
Mount  Vernon,  New  York  10553 
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David  Beck,  M.D.,  of  New  York  City,  retired,  died  on 
July  17  at  the  age  of  eighty-five.  Dr.  Beck  graduated  in 
1912  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a consulting  physician  at  The 
Mount  Sinai  Hospital.  Dr.  Beck  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Physicians,  and  a member  of  the 
New  York  Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Isaac  Geller,  M.D.,  of  West  Islip,  died  on  July  8 at  the 
age  of  forty-seven.  Dr.  Geller  received  his  medical  degree 
from  the  University  of  Bern  in  1954.  He  was  an  assistant 
attending  physician  at  Southside  (Bay  Shore)  and  Good 
Samaritan  Hospitals.  Dr.  Geller  was  a member  of  the 
Suffolk  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Eugene  Gottlieb,  M.D.,  of  New  York  City,  died  on 
June  28  at  the  age  of  fifty.  Dr., Gottlieb  graduated  in 
1946  from  New  York  University  School  of  Medicine.  He 
was  an  associate  attending  plastic  surgeon  at  Jewish 
Memorial  and  Morrisania  City  Hospitals  and  an  adjunct 
plastic  surgeon  at  Beth  Israel  Medical  Center  and  the 
Montefiore  Hospital  and  Medical  Center.  Dr.  Gottlieb 
was  a Diplomate  of  the  American  Board  of  Surgery,  a 
Diplomate  of  the  American  Board  of  Plastic  Surgery,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a mem- 
ber of  the  American  Society  of  Plastic  and  Reconstruc- 
tive Surgery,  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Kurt  Hirschfeldt,  M.D.,  of  Lindenhurst,  died  on  July  7 
at  the  age  of  seventy-three.  Dr.  Hirschfeldt  received  his 
medical  degree  from  the  University  of  Koenigsberg  in 
1922.  He  was  an  attending  physician  on  the  general 
practice  staff  at  Lakeside  Hospital  (Copiague).  Dr. 
Hirschfeldt  was  a member  of  the  American  Academy  of 
General  Practice,  the  American  Geriatrics  Society,  the 
Suffolk  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Henry  M.  Kera,  M.D.,  of  The  Bronx,  died  on  May  16 
at  the  age  of  seventy-three.  Dr.  Kera  graduated  in  1920 
from  University  and  Bellevue  Hospital  Medical  College. 
Retired  in  1937,  he  was  made  a Diplomate  in  Ophthal- 
mic Medicine  and  Surgery,  Royal  College  of  Surgeons  of 
England.  Dr.  Kera  was  also  a Diplomate  of  the  Ameri- 
can Board  of  Ophthalmology  and  a member  of  the  New 
York  Society  for  Clinical  Ophthalmology,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associ- 
ation. 


Oswald  Neocle  La  Rotonda,  M.D.,  of  New  York  City, 
died  on  July  15  at  the  age  of  seventy-nine.  Dr.  La 
Rotonda  graduated  in  1913  from  University  and  Belle- 
vue Hospital  Medical  College.  He  was  director  emeritus 
of  medicine  at  St.  Vincent’s  Hospital  and  Medical  Cen- 
ter of  New  York  and  a consulting  physician  at  Harlem 
Hospital  Center  and  St.  Joseph’s  Hospital  (Yonkers). 
Dr.  La  Rotonda  was  a member  of  the  Industrial  Medical 
Association,  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Samuel  Zachary  Levine,  M.D.,  of  New  York  City,  died 
on  July  14  at  the  age  of  seventy-five.  Dr.  Levine  gradu- 
ated in  1920  from  Cornell  University  Medical  College. 
He  was  a consulting  pediatrician  at  The  New  York  Hos- 
pital and  a member  of  the  New  York  City  Board  of 
Health.  Dr.  Levine  was  a Diplomate  of  the  American 
Board  of  Pediatrics. 

Frank  Moskowitz,  M.D.,  of  Brooklyn,  died  on  July  18 
at  the  age  of  seventy-five.  Dr.  Moskowitz  graduated  in 

1918  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a consulting  obstetrician  and  gyne- 
cologist at  Jewish  Hospital  of  Brooklyn.  Dr.  Moskowitz 
was  a Diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Elizabeth  Palmer,  M.D.,  of  Troy,  died  on  June  25  at  the 
age  of  seventy-seven.  Dr.  Palmer  graduated  in  1931  from 
Columbia  University  College  of  Physicians  and  Sur- 
geons. She  was  a member  of  the  Rensselaer  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Margaret  A.  Ribble,  M.D.,  of  New  York  City,  died  on 
July  19  at  the  age  of  eighty.  Dr.  Ribble  graduated  in 

1919  from  Cornell  University  Medical  College.  She  was 
a Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology  (Psychiatry)  and  a member  of  the  American 
Psychoanalytic  Association  and  the  American  Psychi- 
atric Association. 

Austin  Howard  Schoen,  M.D.,  of  New  York  City,  died 
on  July  14  at  the  age  of  fifty-five.  Dr.  Schoen  graduated 
in  1938  from  New  York  University  School  of  Medicine. 
He  was  senior  vice-president  and  director  of  medical 
affairs  of  L.  W.  Frohlich/Intercon  International,  Inc. 
Dr.  Schoen  was  a Diplomate  of  the  American  Board  of 
Pediatrics  and  a member  of  the  American  Academy  of 
Pediatrics,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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Emanuel  S.  Schwartz,  M.D.,  of  New  York  City,  died  on 
July  13  at  the  age  of  seventy-four.  Dr.  Schwartz  gradu- 
ated in  1920  from  Fordham  University  School  of  Medi- 
cine. 


William  Walter  Street,  M.D.,  of  Syracuse,  died  on  June 
23  at  the  age  of  seventy-eight.  Dr.  Street  graduated  in 
1917  from  Syracuse  University  College  of  Medicine.  He 
was  a senior  attending  physician  at  State  University 
Hospital  of  the  Upstate  Medical  Center  and  Syracuse 
Memorial  Hospital  and  Community-General  Hospital  of 
Greater  Syracuse.  Dr.  Street  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine  (Cardiovascular 
Diseases),  a Fellow  of  the  American  College  of  Physi- 
cians, and  a member  of  the  Academy-International  of 
Medicine,  the  Syracuse  Academy  of  Medicine,  the 
Onondaga  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 


Benedict  Tarsy,  M.D.,  of  The  Bronx,  died  on  May  29 
at  the  age  of  sixty-eight.  Dr.  Tarsy  received  his  medical 
degree  from  the  University  of  Wilno  in  1929.  He  was  a 
clinical  assistant  physician  (off  service)  at  Bronx- 
Lebanon  Hospital  Center.  Dr.  Tarsy  was  a member  of 
the  Bronx  County  Medical  Society,  the  Medical  Society 


of  the  State  of  New  York,  and  the  American  Medical 
Association. 

William  Allen  Walker,  M.D.,  of  Geneva,  died  on  July 
11  at  the  age  of  seventy-one.  Dr.  Walker  graduated  in 
1923  from  Cornell  University  Medical  College.  Retired, 
he  was  a Diplomate  of  the  American  Board  of  Orthopedic 
Surgery  and  a member  of  the  Ontario  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Seligman  Weinberg,  M.D.,  of  Yonkers,  died  on  June  5 
at  the  age  of  seventy-one.  Dr.  Weinberg  received  his 
medical  degree  from  the  University  of  Wurzburg  in  1925. 
He  was  a member  of  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Ben  Martin  Zweifler,  M.D.,  of  Brooklyn,  died  on  July 
14  at  the  age  of  forty-nine.  Dr.  Zweifler  graduated  in 
1946  from  Middlesex  University  School  of  Medicine.  He 
was  an  attending  pediatrician  at  Brookdale  Hospital 
Center  and  a clinical  assistant  pediatrician  at  Kings 
County  Hospital  Center.  Dr.  Zweifler  was  a Diplomate 
of  the  American  Board  of  Pediatrics  and  a member  of  the 
American  Academy  of  Pediatrics,  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 
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ANNUAL 

CONVENTION 


Medical  Society  of  the  State  of  New  York 


FEBRUARY  13  through  17,  1972 

the  AMERICANA  of  New  York 

SCIENTIFIC  PROGRAM,  EXHIBITS,  MOTION  PICTURES 
SUNDAY,  FEBRUARY  13  through  WEDNESDAY,  FEBRUARY  16 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed  to 
Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee 
of  the  Convention  Committee  at  the  address  given  below. 


Address  all  communications  to  the  chairman 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue 

New  York,  New  York  10017 
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THE  NIGHT  SH  FT 
OF  DEPRESSION... 


Depression  is  a 
24-hour-a-day  problem 
and  disturbed  sleep 
is  often  its  nocturnal 
expression.  In  fact, 
such  disturbance  may 
be  a key  symptom  in 
establishing  the 
diagnosis  of  depression 


WHEN  THE  DIAGNOSIS 
IS  DEPRESSION 

ELAVIL”'^' 

(AMITRIPTYLINE  HCI  | MSD) 

TABLETS:  10  mg.  25  mg.  and  50  mg 
INJECTION;  lOmg/cc 

When  depression  is  serious  enough  to  warrant  medication, 
ELAVIL  HCI  may  prove  extremely  helpful.  Unlike  psychic 
energizers  or  agents  that  merely  elevate  mood,  ELAVIL  HCI 
embodies  a mild  antianxiety  action  which  manifests  itself 
even  before  the  fundamental  antidepressant  activity  of  the 
drug  becomes  evident.  Daytime  drowsiness  occurs  in  some 
patients,  usually  within  the  first  few  days  of  therapy. 

NOTE;  Not  recommended  during  the  acute  recovery  phase 
following  myocardial  infarction.  Patients  with  cardiovascular 
disorders  should  be  watched  closely;  arrhythmias,  sinus 
tachycardia,  and  prolongation  of  the  conduction  time  have 
been  reported,  particularly  with  high  doses;  myocardial 
infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid  patients 
or  those  receiving  thyroid  medication.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy; 
such  treatment  should  be  limited  to  patients  for  whom  it  is 
essential.  Discontinue  the  drug  several  days  before  elective 
surgery  if  possible.  Should  not  be  given  to  patients  who 
have  received  an  MAOl  within  two  weeks. 


Contraindications:  Known  hypersensitivity.  Should  not  be  given 
concomitantly  with  or  within  at  least  14  days  following  the  discontinuance 
of  a monoamine  oxidase  inhibitor.  Then  initiate  dosage  of  amitriptyline  HCI 
cautiously  with  gradual  increase  in  dosage  until  optimum  response  is 
achieved.  Not  recommended  during  the  acute  recovery  phase  following 
myocardial  infarction  or  for  patients  under  12  years  of  age. 

Warnings:  May  block  the  antihypertensive  action  of  guanethidine  or  similarly 
acting  compounds.  Should  be  used  with  caution  in  patients  with  a history  of 
seizures  or  urinary  retention,  or  with  narrow-angle  glaucoma  or  increased 
intraocular  pressure.  Patients  with  cardiovascular  disorders  should  be 
watched  closely;  arrhythmias,  sinus  tachycardia,  and  prolongation  of  the 
conduction  time  have  been  reported,  particularly  with  high  doses; 
myocardial  infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid  patients  or  those 
receiving  thyroid  medication.  May  impair  mental  and/or  physical  abilities 
required  for  performance  of  hazardous  tasks,  such  as  operating  machinery 
or  driving  a motor  vehicle.  Safe  use  during  pregnancy  and  lactation  has  not 
been  established;  in  pregnant  patients,  nursing  mothers,  or  women  who  may 
become  pregnant,  weigh  possible  benefits  against  possible  hazards  to 
mother  and  child. 

Precautions:  When  used  to  treat  the  depressive  component  of  schizophrenia, 
psychotic  symptoms  may  be  aggravated;  in  manic-depressive  psychosis, 
depressed  patients  may  experience  a shift  toward  the  manic  phase,  and 
paranoid  delusions,  with  or  without  associated  hostility,  may  be 
exaggerated;  in  any  of  these  circumstances,  it  may  be  advisable  to  reduce 
the  dose  of  amitriptyline  HCI,  or  to  use  a major  tranquilizing  drug,  such  as 
perphenazine,  concurrently. 

When  given  with  anticholinergic  agents  or  sympathomimetic  drugs,  close 
supervision  and  careful  adjustment  of  dosages  are  required.  May  enhance 
the  response  to  alcohol  and  the  effects  of  barbiturates  and  other  CNS 
depressants.  The  possibility  of  suicide  in  depressed  patients  remains  during 
treatment  and  until  significant  remission  occurs,-  this  type  of  patient  should 
not  have  easy  access  to  large  quantities  of  the  drug.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy;  such  treatment 
should  be  limited  to  patients  for  whom  it  is  essential.  Discontinue  the  drug 
several  days  before  elective  surgery  if  possible. 

Adverse  Reactions:  Note:  Included  in  this  listing  are  a few  adverse  reactions 
not  reported  with  this  specific  drug.  However,  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  require  that  each  reaction  be 
considered  when  amitriptyline  is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  CNS  and 
Neuromuscular:  Confusional  states;  disturbed  concentration;  disorientation; 
delusions;  hallucinations;  excitement;  anxiety;  restlessness;  insomnia; 
nightmares;  numbness,  tingling,  and  paresthesias  of  the  extremities; 
peripheral  neuropathy;  incoordination;  ataxia;  tremors;  seizures;  alteration 
in  EEC  patterns;  extrapyramidal  symptoms.  Anticholinergic:  Dry  mouth, 
blurred  vision,  disturbance  of  accommodation,  constipation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash,  urticaria, 
photosensitization,  edema  of  face  and  tongue.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia.  Gastrointestinal:  Nausea,  epigastric  distress,  vomiting, 
anorexia,  stomatitis,  peculiar  taste,  diarrhea,  parotid  swelling.  Endocrine: 
Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement  and 
galactorrhea  in  the  female,  increased  or  decreased  libido.  Other:  Dizziness, 
weakness,  fatigue,  headache,  weight  gain  or  loss,  increased  perspiration, 
urinary  frequency,  mydriasis,  drowsiness,  jaundice.  Withdrawal  Symptoms: 
Abrupt  cessation  of  treatment  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise;  these  are  not  indicative  of  addiction. 

How  Supplied:  Tablets  containing  10  mg  and  25  mg  amitriptyline  HCI,  in 
single-unit  packages  of  100  and  bottles  of  100, 1000,  and  5000;  tablets 
containing  50  mg  amitriptyline  HCI,  in  single-unit  packages  of  100  and 
bottles  of  100  and  1000;  for  intramuscular  use,  in  10-cc  vials  containing 
per  cc:  10  mg  amitriptyline  HCI,  44  mg  dextrose,  and  1.5  mg  methylparaben 
and  0.2  mg  propylparaben  as  preservatives. 

For  more  detailed  information,  consult  your  MSD  representative  or 
see  the  Direction  Circular.  Merck  Sharp  & Dohme.  Division  of  Merck 
& Co.,  Inc.,  West  Point,  Pa.  19486 

MSD  MERCK  SHARP  & DOHME 


of  the 

tetracycline-nystatin 
products 


, . , none  is  lower  priced 


TETRACYCLINE  HCI  25  mg.  NYSTATIN  25,000  U./cc. 

LEDERLE  LABORATORIES,  A Division  of  American 
Cyanamid  Company,  Pearl  River,  New  York  10965 


1921-1971 
50  YEARS 

CONTINUOUS  SERVICE 


This  year  marks  our  50th  Anniversary  and  we  are  proud  of  it— Proud  that 
your  State  Society  Professional  Medical  Liability  Insurance  Program  has 

been  able  to  provide: 


STABILITY . . , 

Supervision . . 
SERVICE  . . . 


a strong  insurance  company  and  a program  that  has 
provided  continuous  protection  for  the  past  fifty 
years. 

by  the  Professional  Medical  Liability  Insurance  and 
Defense  Board  of  the  Society. 

by  the  Society’s  Legal  Counsel  for  the  defense  of 
suits;  by  experienced  Company  personnel  for  the 
investigation  of  claims;  and  by  this  office  for  all 
matters  relating  to  your  professional  liability  in- 
surance. 


Frank  W.  Appleton 

Indemnity  Representative 

George  A.  Wright  Jr.  Thomas  F.  X.  Baldwin 

Asst.  Indemnity  Representative  Asst.  Indemnity  Representative 


H.  F.  Wanvig,  Inc.,  2 Park  Ave.,  N.  Y. 

212-684-3211 


N.  Y.  10016 


Index  to  Advertised  Products 


Antacids 

Dicarbosil  (Arch  Laboratories) 2117 

Antibiotics 

Achrostatm  (Lederle  Labs.,  Div  Amer 

Cyanamid  Company) 2116 

Londme  (Eh  Lilly  & Company) 2022,  2023,  2024 

Neosporin  (Burroughs  Wellcome  & Company)  . 201  1 
V-Cillin  K (Eh  Lilly  & Company) 2032 

Antiinflammatory  steroids 

Deltasone  (Upjohn  Company) 2026,  2027,  2028 

Antipruitics 

Alpha-Keri  (Westwood  Pharmaceuticals  Inc  ) 2021 

Blood  chemistry  analyzers 

BMI  Blood  Analyzer  (Ames  Company) 2037,  2038 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 2nd  cover 

Estrogenic  hormones 

Premarin  (Ayerst  Laboratories) 2030,  203  1 

Laxatives 

Doxidan  (Hoechst  Pharmaceutical  Company)  . 4th  cover 
Mood  elevators 

Elavil  (Merck  Sharp  & Dohme) 2 1 1 4,  2 1 1 5 

Non-addicting  analgesics 
Talwin  (Winthrop  Laboratories) 

2013,  2014,  2015,  2016 


Oral  diuretics 

Hygroton  (Geigy  Pharmaceuticals) 2009 

Sedative  barbiturates 

Seconal  Sodium  (Eh  Lilly  & Company) 2006,  2007 

Sedative  non-barbiturates 

Noludar  (Roche  Laboratories) 2029 

Vitamin  supplements 

Berocca  (Roche  Laboratories) 2025 

Cevi-Bid  (Geriatric  Pharmaceutical  Corp.) 2019 


on- 

omy! 

Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144's- 
144  tablets  in  12  rolls. 

E«ch  T6bl«l>Actfv«  lrtgr«dl»ntt; 

Pr*ciplt«ttd  Calcium  C«rbon«t«  0.489  Gm. 

M«gr>«tium  Cirborut*  0.011  Gm. 

Mago«ttum  Tdtlllcat*  0,006  Gm. 

ARCH  LABORATORIES 

319  South  Fourth  Street,  St,  Louis,  Missouri  63102 


CYTOLOGY/BIOPSY 
LABORATORIES  WANTED 

Pathologist  owned  anatomical  pathology  laboratory  wishes 
to  purchase  private  cytology  and/or  biopsy  services.  Any 
location. 

CYTOLOGY  & PATHOLOGY  ASSOCIATES 
117  Fort  Lee  Road 
Leonia,  New  Jersey  07605 


PRACTICES  AVAILABLE 


G.  P.  PRACTICE  AND/OR  EQUIPMENT  (X-RAY,  ECG,  ULTRA.SONIC, 
etc.  and  furniture)  available.  In  Bellrose,  L.I.  Specializing.  Call  631-3585 
around  5 P.M. 


GENERAL  PRACTICE  AVAILABLE  IN  EAST  NEW  YORK.  G.P.  RETIR- 
ing.  Office  is  fully  equipped.  Established  practice;  large  Medicaid  income. 
Spanish  helpful.  Very  low  overhead  and  maintenance  Excellent  opportuni- 
ty to  immediately  begin  practice.  Call  (203)  389-0402  days/evenings  or  (212) 
FA  7-0599. 


WELL  ESTABLISHED  GENERAL  PSYCHIATRIC  PRACTICE  AVAILABLE. 
Most  desirable  location  on  L.I.’s  North  Shore,  N.Y.  Gross:  $80,000-$100,000. 
Office  fully  equipped  and  furnished;  psychotherapy,  ECT  and  consultations. 
Box  149,  c/o  NYSIM. 


PLASTIC  SURGEON,  OFFICE  MANHATTAN  EAST  SIDE,  EQUIPMENT, 
library.  Quality  patients.  Call  (212)  867-9696. 
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PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL  OROl  P,  SLBI  RB 
New  York  City  Initial  contract  leading  to  partnership  Starting  salary  to 
$28,000  with  the  possibility  of  additional  income.  Include  complete  curric- 
ulum vitae  in  reply  Box  108.  c,  o NYS.IM 


PHYSICIAN,  PART-TIME,.  2-3  MORNINGS  PER  WEEK.  DO  PHYSICAL 
exams,  read  ECGs.  Consider  semi-retired  doctor  or  one  just  finishing  medical 
residency.  Downtown  N.Y.C.  insurance  company.  Reply  Box  145,  c/o 
NYSJM. 


WANTED:  BOARD  TRAINED  ANESTHESIOLOGIST  TO  JOIN  GROUP, 

3 partners,  salary  1st  year  then  partnership.  All  specialties  represented  on 
hospital  staff.  Near  Metropolitan,  N.Y.  Anesthesia  Services,  20  Orchard  St., 
Middletown,  N.Y.  10940. 


ANESTHESIOLOGIST-M.D.  WITH  PENNSYLVANIA  LICENSE.  JOIN 
Dept.  Chief  in  growing  modern  225  bed  community  hospital.  Very  good  future 
for  young  physician.  Opportunity  for  partnership.  Contact  R.  S.  Amritt, 
M.D.,  399  Moreland  Road,  Huntingdon  Valley,  Pa.  19006.  Wilson  7-0650 
Code  215. 


INTERNIST  DESIRED  TO  PRACTICE  IN  A WORKING  RELATIONSHIP 
with  five  other  internists  in  Cortland,  New  York.  Please  contact  S.  R.  Mason, 
M.D..  6 Euclid  Avenue,  Cortland,  N.Y.  13045. 


DIRECTOR  OF  MEDICAL  SERVICES  IN  A 240  BED,  MODERN  GERIATRIC 
facility,  in  Rochester.  Opportunity  to  be  part  of  an  established  program 
focused  on  rehabilitation.  Requires  full  time  medical  physician  with  broad 
experience  in  the  active  practice  of  medicine.  Salary  commensurate  with 
experience.  Box  150,  c/o  NYSJM, 


ANESTHESIOLOGIST:  BOARD  ELIGIBLE,  BOARD  CERTIFIED. 

Group  practice,  starting  salary  approx.  $40,000.  Close  to  New  York  City 
(suburbia).  Excellent  financial  arrangements.  Submit  curriculum  vitae. 
Box  148,  c/o  NYSJM. 


PRACTICES  WANTED 


ANESTHESIOLOGIST,  BOARD  CERTIhlED,  LICENSED  IN  NEW  YORK 
State,  seeks  practice.  Available  for  coverage.  Box  142,  c/o  NYSJM. 


MISCELLANEOUS 


GLIE  J.  GALLERY,  INC.  ORIGINAL  OIL  PAINTINGS,  IMPRESSIONISTIC 
by  known  French  artists.  Also  traditional.  All  sizes  and  subjects.  Perfect 
for  office,  home  or  gifts.  More  than  40  painters  represented.  Direct  import- 
ers. Beautiful  frames  at  cost.  For  your  convenience,  open  evenings  by  ap- 
pointment and  Sundays  2-8  p.m.  Tel:  866-0675. 


REAL  ESTATE  FOR  SALE  OR  RENT 


Firm  AVENUE  AND  69TH  .STREET  OFFICE  TO  SHARE:  SUITABLE 

for  Orthopedic  surgeon,  psychiatrist  or  neurologist.  Fexihle  hours.  For  infor- 
mation call  BU  8-541 1 . 


t)LD  WESTBURY:  IDEALLY  LOCATED  FOR  OFFICE-HOME  COMBINA 
tion  Wheatley  School  District.  Gracious  Colonial  on  3 landscaped  acres  with 
sprinkler  system  from  own  well;  separate  parking  for  office;  tennis  court;  5 
large  bedrooms,  fireplace,  maids  quarters,  extras.  Box  143,  c/oNY.SJM. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


PURCHASE  FULLY  EQUIPPED  MEDICAL  OFFICE  IN  LUXURY  HOI 
Excellent  location.  Long  Beach,  New  York.  Due  to  illness.  P.O.  Box 
Long  Beach,  N.Y.  1 1561. 


EAST  NORTHPORT,  HUNTINGTON:  OFFICE-HOME  COMBINATI 
ideal  central  location.  Excellent  opportunity;  near  professional  buildings 
hospitals.  Fast  growing,  prestige  area.  Modern,  spacious,  6 room  ranch 
room  office;  detached  oversized  garage;  full  basement;  landscaped;  ex 
Sacrifice  $.38,500.  Joseph  Koreen,  M.D.,  407  Larkfield  Road,  East  North] 
N.Y.  Tel:  (516)757-8339. 


332  EAST  149  STREET,  BRONX,  ONLY  BLOCK  FROM  THE  N| 
Lincoln  Hospital.  Well  known  building  located  in  the  “Hub”  of  the  Br  I 
Space  available  to  suit  any  need.  Reasonable  rent.  Call  Mr.  Winer  at  I 
6700.  } 


FULLY  EQUIPPED  OBS-GYN  OFFICE  FOR  PART  TIME  RENT.  CAN 
used  for  any  kind  of  practice.  In  Murray  Hill  section  of  Manhattan.  1 
phone  Le.  2-3510. 


PSYCHIATRISTS  OR  PSYCHOLOGISTS.  BEAUTIFUL  PROFESSIOll 
suites.  East  Meadow,  Center  of  Nassau  County,  Long  Island.  New  Met  1 
Center,  3 room  suite  to  share  if  desired  only  $100.00  a month  complete.  0 1 
suites  available,  built  to  suit.  Elegantly  designed  common  waiting  area  ' R 
p. a.  system.  Great  location,  unlimited  parking.  Call  (516)  579-4500. 

! : 

f 

SKBNG,  TENNIS  AND  SWIMMING  COOPERATIVE.  A COOPERAl  j 
development  next  to  Hunter  Mt.,  N.Y.  Will  limit  to  15  families  only.  1 i 
acre  lots  in  a beautiful,  natural  setting.  Ideal  investment  for  a growing  s)  I 
minded  family  in  a congenial  atmosphere.  Year  around  recreation  2 h| 
15  min.  from  N.Y.C.  Phone:  (212)  762-7529  week  day  evenings 


BEAUTIFUL  PROFESSIONAL  SUITES,  EAST  MEADOW— CENTER 
Nassau  County,  Long  Island.  New  Medical  Center.  Suites  available 
physicians,  dentists,  etc.,  large  or  small,  built  to  suit.  Will  share  if  desi 
Elegantly  designed  waiting  area.  Excellently  located,  near  all  parkw 
Unlimited  parking.  Call  (516)  579-4500. 


GARDEN  CITY,  DOCTOR’S  HOME  AND  OFFICE;  CENTRAL  AIR  C 
ditioning,  3 bedroom  split,  large  living  room,  dining  room,  panelled  den, 
5 panelled  rooms,  separate  entrance.  Retiring.  (516)746-3666. 


ONE  FAMILY  SPUT  LEVEL  HOME,  3 BEDROOMS,  IV2  BATHS.  LA 
scaped.  Completely  pannelled,  acoustic  ceilings,  fully  carpeted,  alumi 
siding.  Located  in  Putnam  Valley;  lake  rights.  School  bus  stops  in  froi 
home.  Low  taxes.  Year  round  home,  electric  heat;  every  room  individu 
thermostatically  controlled.  Write  Box  295,  Lake  Peekskill,  N.Y.  10537. 


FOR  SALE:  SKANEATEI.ES  IN  NEED  OF  ANY  MEDICAL  SPECIAL 
Combination  home  and  office  with  lake  rights.  Excellent  location  and  cc 
tion.  Call  (315)  685-,5915. 


no  EAST  70TH  ST.  NEW  YORK’S  MOST  BEAUTIFUL  TREELRU 
block.  Entire  ground  floor  of  elegant  townhouse  off  Park  Ave.,  opening  4 
small  back  yard.  4 rooms,  bath,  550  sq.  ft.  Previously  occupied  by  ph  c 
surgeon.  Also  suitable  psychiatrist,  internist,  or  other.  A/C.  Reasons  j 
P.  Sichel.  Tel:  628-9699. 


LARGE  OFFICE  SPACE  TO  SHARE  WITH  ANOTHER  PHYSICl 
Fully  air  conditioned.  Technician  service  available.  Cor.  Park  Avenue 
89th  St.  Available  after  Labor  Day.  Pbone:  AT  9-3200. 


FOR  SALE:  SMH’HTOWN,  L.I.,  N.Y.,  PROFESSIONAL  OFFICE  f 

home,  on  a main  street;  4 bedroom  ranch.  Hi  acre.  Box  147,  c/o  NYSJM. 
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NEW  YORK  CITY  AREA 


September  16,  1971  (15  Sessions  each) 

Postgraduate  Center  for  Mental  Health 

1 24  East  28th  Street 

TRAINING  IN  OFFICE  AND  CLINIC 
PSYCHOTHERAPY  FOR  PSYCHIATRISTS 
(A  one  year  part  time  program) 

Courses  in: 

1.  Psychodynamics  of  Neurosis  and  Psychosis 

2.  Techniques  of  Psychotherapy 

3.  Group  Experience 

4.  Psychotherapeutic  Practice 

5.  Supervision 

Chairman:  FRED  U.  TATE,  M.D. 

SAMUEL  V.  DUNKELL,  HENRY  G.  GRAND,  NORMAN  J.  LEVY, 
SARA  SHEINER,  DAVID  WEISSELBERGER , M.D. 

Apply:  Registrar 


September  16,  1971  / November  18,  1971 

3 : 30-5 : 1 5 p.m.,  Thursdays 

*Queensboro  Tuberculosis  and  Health  Association 
Triboro  Hospital — 1st  Floor  Classroom 

82-68  1 64th  Street 
Jamaica 

POSTGRADUATE  COURSE  IN  PULMONARY 
DISEASES 

September  16 

Normal  Anatomy  and  Roentgen  Anatomy  of 
Lungs.  Basic  Radiologic  Principles  of  Chest  X-ray 
Dx  and  Special  Roentgen  Signs  in  Lung  Disease 

H.  EPSTEIN  and  V.  AZUETA,  M.D.’s 

September  23 

Pulmonary  Physiology  in  Health  and  Disease 

NATHAN  SERIFF,  M.D. 

September  30 

Etiology  and  Management  of  Ventilatory  Failure. 
Demonstration  of  Pulmonary  Physiological  Stud- 
ies. Discussion  and  Demonstration  of  Tech- 
niques of  Inhalation  Therapy 

MR.  D.  LYONS,  A.R.l.T.  and  MR.  M.  EVANS,  A.R.l.T. 

*Sponsored  by  the  Section  of  Continuing  Post-Graduate  Education 
of  the  Division  of  Pulmonary  Medicine,  Long  Island  Jewish  Medical 
Center-Queens  Hospital  Center  Affiliation;  Queens  Chapter, 
AAGP;  Academy  of  Medicine  of  Queens  County,  and  above. 

CREDIT:  AAGP  (20  hours)  and  C-l 

Watch  future  issues  of  WHAT  GOES  ON  for  Course  Outline. 


September  1971  / January  1972 

French  and  Polyclinic  Medical  School  and  Health 
Center 

345  West  50th  Street 

NURSING  HOME  ADMINISTRATION 
(Basic  Courses  and  Continuing  Education) 

For  information  address  The  Dean  at  the  above  address. 


September  22,  1971  / December  15,  1971 

8:00-9:00  a.m.,  Wednesdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

RADIOBIOLOGY 

E.  J.  HALL,  M.D. 

FEE:  $75 


THURSDAY,  SEPTEMBER  23 

4 ; 00-6 : 00  p.m. 

Kingsbrook  Jewish  Medical  Center 

Rutland  Road  and  East  49th  Street 
Brooklyn 

THE  TREATMENT  OF  PATIENTS  WITH  HEAD 
AND  NECK  TUMORS 

(Part  of  the  continuing  program  "Workshops  in  Oncology  for  the 
Practicing  Physician) 


September  24,  1971  and  September  25,  1971 

8:00  a.m..  Registration 

The  Obstetrical  and  Gynecological  Society  and  The 
Department  of  Obstetrics  and  Gynecology  of  New 
York  Medical  College 

1 249  Fifth  Avenue 

A SYMPOSIUM  ON  GYNECOLOGIC 
ENDOCRINOLOGY  AND  INFERTILITY 

Friday  Morning  Session 

1.  Governing  Mechanisms 

RAYMOND  VANDE  WIELE,  M.D. 

Columbia  University  P & S 

2.  Pitfalls  of  Laboratory  Evaluation 

MELVIN  TAYMOR,  M.D. 

Harvard  Medical  School 

3.  Cyto-Histologic  End  Points  of  Steroid  Action 

ALEXANDER  SEDLIS,  M.D. 

4.  Anovulatory  Female — A Diagnostic  Challenge 

ANTONIO  SCOMMEGNA,  M.D. 

Michael  Reese  Hospital 


September  21,  1971  / January  27,  1972 

5:00-6:00  p.m.,  Tuesdays  and  Thursdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

RADIOLOGIC  PHYSICS 

P.  GOODWIN,  M.D. 

FEE:  $50 


5.  Discussion 

The  Above  Speakers 

Friday  Afternoon  Session:  Ovulatory  Failure 

1.  Endorgan  Failure 

NATHAN  KASE,  M.D. 

Yale  University  Medical  School 

2.  Central  and  Associated  Endocrinopathies 

A.  LOUIS  SOUTHREN,  M.D. 


2120  New  York  State  Journal  of  Medicine  / September  1 , 1971 
WGO-2 


3.  Ovulation  Induction  with  Clomiphene 

MELVIN  TAYMOR,  M.D. 

4.  Ovulation  Induction  with  Gonadotrophins — 
Use  and  Abuse 

RALPH  JEWELEWICZ,  M.D. 

5.  Luteal  Phase  Defects — Diagnosis  and 
Management 

J.  VICTOR  REYNIAK,  M.D. 

6.  Quiz  the  Experts 

The  Above  Speakers 

Saturday  Morning  Session:  Diagnostic  and  Therapeutic  Aspects  of 
Infertility 

1.  Immunologic  Barriers  to  Fertility 

SIDNEY  SHULMAN,  M.D. 

2.  Can  Male  Infertility  Be  Effectively  Treated? 

RICHARD  AMELAR,  M.D. 

LAWRENCE  DUBIN,  M.D. 

N.Y.U.  Medical  Center 

3.  Pelvic  Endoscopy 

THOMAS  DILLON,  M.D. 

Roosevelt  Hospital 

4.  Panel:  Endometriosis — Current  Concepts  in 

Management 

Moderator:  MARTIN  L.  STONE,  M.D. 

Panelists:  MELVIN  TAYMOR,  M.D. 

ANTONIO  SCOMMENGA,  M.D.,  Michael  Reese  Hospital 
NATHAN  KASE  and  THOMAS  DILLON,  M.D.’s 

Saturday  Afternoon  Session:  Gynecologic  Endocrine  Therapy 

1.  Progestins  in  Gynecologic  Therapy: 

Which,  When,  Why 

MELVIN  TAYMOR,  M.D. 

2.  Treatment  of  Hirsutism 

NATHAN  KASE,  M.D. 

3.  The  Promise  of  Prostaglandins 

LEON  SPEROFF,  M.D. 

Yale  University  Medicol  School 

4.  Is  There  an  Endocrine  Factor  in  Recurrent 
Pregnancy  Wastage? 

ANTONIO  SCOMMENGA,  M.D. 

5.  Gynecologic  Malignancy — Endocrinopathic 
Aspects 

SANFORD  SALL,  M.D. 

6.  Panel:  Menapausal  Syndrome — 

A Therapeutic  Dilemma 

Moderator:  J.  VICTOR  REYNIAK,  M.D. 

Panelists:  M.  L.  STONE,  M.  TAYMOR,  A.  SCOMMENGA, 

N.  KASE,  T.  DILLON,  M D.’s 

NO  FEE  CREDIT:  C-1 

Please  contact:  J.  VICTOR  REYNIAK,  M.D.,  Dir.,  Section  of  Gyneco- 
logic Endocrinology  and  Sterility,  New  York  Medical  College, 
Flower  and  Fifth  Avenue  Hospitals,  1 249  Fifth  Avenue,  New  York, 
N.Y.  10029. 


FRIDAY,  SEPTEMBER  24 

8:00  p.m. 

Metropolitan  College  Mental  Health  Association 

N.Y.U  Washington  Square  Campus 


THE  COLLEGE  SCENE  TODAY 

Please  contact:  JOEL  A.  MOSKOWITZ,  M.D.,  Psychiotric  Division, 
Columbia  University  Health  Service,  1091  Amsterdam  Avenue, 
New  York,  N.Y.  1 0027.  Tel.  (212)  870-6447  or  6448. 


September  27,  1971  / December  3,  197? 

9:00  o.m.-5  : 00  p.m.,  Mondoy-Fridoy 

Columbia  University  P & S 

Columbio-Presbyterion  Medicol  Center 

SYMPOSIUM  ON  NEUROLOGY  AND 
PSYCHIATRY 

L.  C.  KOLB,  J.  H.  RYAN,  M.D.’s  ond  the  Staffs  of  the  New  York 
State  Psychiatric  Institute  and  the  Neurological  Institute 

FEE:  $450 


MONDAY,  SEPTEMBER  27 

3 : 30  p.m. 

Mount  Sinai  Hospital  Services 
City  Hospital  Center  at  Elmhurst 

79-01  Broadway 
Elmhurst 

ALCOHOLISM:  CURRENT  PROBLEMS 
AND  TREATMENT 

ENOCH  GORDIS,  M.D. 

Rockefeller  University 

CREDIT:  C-1 


TUESDAY,  SEPTEMBER  28 

9 : 00  o.m. 

New  York  Infirmary 

Toscanini  Room,  Third  Floor 
Stuyvesont  Square  East  and  1 5th  Street 

CORONARY  BYPASS  IN  THE  TREATMENT 
OF  IMPENDING  MYOCARDIAL  INFARCTION 

EUGENE  WALLSH,  M.D. 

N.Y.U.  School  of  Medicine 


1 : 00-4 : 00  p.m. 

Downstate  Medical  Center 
First  Floor  Lecture  Hall 

450  Clarkson  Avenue 
Brooklyn 

ORTHOPEDIC  INFECTIONS:  A BIOLOGICAL 
APPROACH  TO  DIAGNOSIS  AND  TREATMENT 

LEROY  S.  LAVINE  and  HENRY  D.  ISENBERG,  M.D.’s 
NO  FEE  CREDIT:  C-1 

To  register,  contact:  CHARLES  M.  PLOTZ,  M.D.,  Dir.,  Continuing 

Education,  above  address. 


September  28,  1971  j April  25,  1972 

4:00-5:30  p.m.,  Tuesdays 

Columbia  University  P & S 

Columbio-Presbyterion  Medical  Center 
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COMBINED  STAFF  CLIN:CS 

H.  ARANOW,  JR.,  E.  CARWILE  LeROY,  M.D.’s  and  StofF  with 
Invited  Guests  from  other  Medical  Centers 

NO  FEE  CREDIT:  C-1 

September  30,  1971  / October  2,  1971 

Columbia  University  School  of  Public 
Health  and  Administrative  Medicine 

21  Audubon  Avenue-Suite  305 

CONSULTATION  SKILLS 

FEE:  $75 

Apply;  Director,  Continuing  Education 
Above  Address.  Tel.  (212)  568-4334. 


ALBANY  AREA 


September  16,  1971  and  September  23,  1 97 1 

9:00  a.m.,  Thursdays 

Albany  Medical  College 

Huyck  Auditorium 
Symposia 

September  16 

Controversies  in  Pediatrics 

September  23 

Emergency  Room  Problems 

CREDIT:  C-1 


BUFFALO  AREA 


September  22,  1971  / September  24,  1 97 1 

8:15  a.m.  Registration 

State  University  of  New  York  at  Buffalo 
School  of  Medicine 

Statler  Hilton  Hotel 
Embassy  Room 

Sixth  Annual  Buffalo 

ENVIRONMENTAL  PULMONARY 
DISEASE  CONFERENCE 

Concept;  This  program  is  devoted  to  challenging  problems  of  en- 
vironmental aspects  of  pulmonary  disease  emphasizing  methods  of 
management  as  they  apply  to  situations  encountered  in  practice. 
Formal  presentations  will  be  followed  by  panel  discussions  en- 
couraging full  audience  participation.  A series  of  practical  work- 
shops will  allow  close  interchange  among  all  participants.  Edu- 
cational exhibits  will  form  an  important  part  of  the  program.  An 
outstanding  faculty  of  international  reputation  will  join  physicians 
from  clinical  facilities  in  Western  New  York  to  present  a complete 
and  practical  view  of  current  knowledge. 

CREDIT:  C-1 

Apply:  Continuing  Medical  Education,  221  1 Main  Street,  Buffalo, 
N.Y.  1 421  4.  Tel.  (71  6)  831-5526. 


State  University  of  New  York  at  Buffalo 

221  1 Main  Street 
Buffalo,  N.Y.  14214 
Tel.  (716)  831-5526 

SCHEDULE  FOR  FALL  1971 

September  22-24 

Sixth  Annual  Buffalo  Environmental 
Pulmonary  Disease  Conference 

Statler  Hilton  Hotel 

October  5 and  6 

Continuing  Health  Care  for  Women 
(Obstetrics  and  Gynecology  for  the 
Family  Physician) 

Deaconess  Hospital 

October  6-8 

Trends  in  Internal  Medicine 
(51st  Annual  Program) 

Affiliated  Hospitals 

October  28  and  29 

Modern  Concepts  in  Coronary  Care 

Sisters  of  Charity  Hospital 

November  4 and  5 

Comprehensive  Health  Care  for  the  Aging 

Statler  Hilton  Hotel 


TELEPHONE  LECTURE  NETWORK 


The  State  University  of  New  York  at  Buffalo  School  of  Medicine  pre- 
sents various  programs  via  the  facilities  of  the  Telephone  Lecture  Net- 
work of  the  Regional  Medical  Program  for  Western  New  York.  The 
Network  covers  the  counties  of  Erie,  Niagara,  Genesee,  Wyoming, 
Chautauqua,  Cattaraugus,  and  Allegany  in  New  York  State  and  Erie 
County  and  McKean  County  in  the  Commonwealth  of  Pennsylvania. 

Programs  are  presented  in  five  series; 

1.  A weekly  series  of  general  interest  considered  useful  to  all  physi- 
cians presented  at  11:30  a.m.  on  Tuesdays. 

2.  The  monthly  Pediatrics  Conference  from  Children's  Hospital  spon- 
sored by  the  Department  of  Pediatrics  and  presented  on  the  second 
Friday  of  each  month  under  the  direction  of  Thomas  Aceto,  Jr.,  M.D. 

3.  The  monthly  series  on  trauma  sponsored  by  the  Division  of  Ortho- 
pedic Surgery,  Department  of  Surgery,  and  presented  on  the  fourth 
Thursday  of  each  month  under  the  direction  of  Eugene  R.  Mindell,  M.D. 

4.  A new  monthly  series  on  Cancer  sponsored  by  the  Roswell  Park 
Memorial  Institute  and  presented  on  the  third  Wednesday  of  each 
month  under  the  direction  of  Gerald  P.  Murphy,  M.D. 

5.  A new  series  sponsored  by  the  Buffalo  State  Hospital  to  be 
presented  under  the  direction  of  Dr.  Desmond  Moleski  on  the  fourth 
W ednesday  at  11:00  a.m. 

For  further  information,  please  contact  Continuing  Medical  Education, 
2211  Main  Street,  Buffalo,  N.Y.  14214.  Tel.  (71  6)  831 -5526. 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON"  are  being  offered 
at  less  than  cost.  The  $3.00  one-year  subscription 
rate  guarantees  you  22  issues  mailed  first  class  in 
advance  of  the  New  York  State  Journal  of  Medicine. 
Write  or  cnll  the  Editor  for  an  order  blank. 
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NASSAU  COUNTY 


*September  15,  1971  / September  29,  1 97 1 

8:00  a.m.,  Wednesdays 

Central  General  Hospital 

886  Old  Country  Road 
Plainview 

lecture  Series  on  Infectious  Diseases 

September  1 5 

Venereal  Diseases — Gonorrhea  and  Syphilis 

DAVID  H.  ROSS,  M.D.,  Deputy  Commissioner 
Nossau  County  Health  Department 

September  22 

The  Communicable  Disease  Picture  in  Nassau 
County 

DAVID  H.  ROSS,  M.D. 

September  29 

Tuberculosis  (Sponsored  by  Ciba) 

REUBEN  TIZES,  M.D.,  Director 

Respiratory  Diseases 

Nassau  County  Health  Department 

CREDIT:  AAGP  and  C-1 

* Watch  these  columns  for  future  lectures  in  this  series. 


ROCHESTER  AREA 


September  16,  1971  / September  18,  1971 

The  Scientific  and  Educational  Council  of  the 
American  College  of  Allergists  and  the  Department 
of  Pediatrics,  University  of  Rochester  School  of 
Medicine 

Strong  Memorial  Hospital 
260  Crittenden  Boulevard 
Rochester 

POST-GRADUATE  COURSE  IN  PEDIATRIC 
ALLERGY 

Course  Chairmen: 

DOUGLAS  E.  JOHNSTONE,  M.D. 

HOWARD  G.  RAPAPORT,  M.D. 

NATHAN  E.  SILBERT,  M.D. 

Information  and  Registration:  JOHN  D.  GILLASPIE,  M.D.,  Executive 
Secretory,  The  American  College  of  Allergists,  2141  14th  Street, 
Boulder,  Colorado  80302. 

FEE:  $75  Non  Members  of  the  American  College  of  Allergists 

$50  Members 


STEUBEN  COUNTY 


September  27,  1971  j October  1,  1971 

9:00  a.m.— 4:00  p.m.,  Monday— Friday 

Rochester  Regional  Medical  Program 
St.  James  Mercy  Hospital 

41  1 Canisteo  Street 
Hornell 

NURSING  THE  PATIENT  WITH 
DIABETES  MELLITUS 

NO  FEE  CREDIT:  C-1 


RADIO  FOR  ALBANY  AND  CANTON  AREAS 


September  28,  1971  / October  1,  1971 

12:00  noon-1  : 00  p.m. 

Albany  Medical  College  of  Union  University 

Two-Way  Radio  Conferences  for  Physicians 

Station  WAMC-FM  (Albany)  90.3  MHz. 

Station  WSLU-FM  (Canton)  96.7  MHz. 

September  28-October  1 

Estrogens — Forever  Feminine 

ROBERT  L.  FRIEDLANDER,  M.D. 

ARTHUR  D.  HENGERER,  M.D. 

Albany  Medical  College 


RADIO  FOR  NEW  YORK  CITY  AREA 


MONDAY,  SEPTEMBER  27 

1 2 ; 00  noon-1  : 00  p.m. 

Albany  Medical  College  of  Union  University 

Two-Way  Radio  Conferences  for  Physicians 
Station  WRVR-FM  106.7  Mhz. 

HEPATITIS  REVISITED 

JOHN  A.  BALINT,  M.D. 

JOHN  B.  RODGERS,  JR.,  M.D. 

Albany  Medical  College 


PHYSICIANS’  PLACEMENT 


ALFRED,  N.Y.,  Allegany  County.  Physician  needed  in  this  area. 

CONTACT:  ALEX  SPYRALATOS,  16  Main  Street,  Alfred,  N.Y.  14802. 

Tel.  (607)  587-8268. 


PRATTSBURG,  N.Y.,  Steuben  County.  G.P. 

CONTACT:  MRS.  VILLA  STICKNEY,  32  So.  Main  Street,  Prattsburg, 

N.Y.  1 4873;  or  Mayor  L.  Edvrards.  Tel.  (607)  522-41  62. 


PULASKI,  N.Y.,  Oswego  County.  Two  G.P.’s  and  Internist.  Medical 
Center. 

CONTACT:  MR.  CHARLES  H.  KRUPKE,  Pres.  Chamber  of  Commerce, 

Rome  Street,  Pulaski,  N.Y.  13142.  Tel.  (315)  298-2382. 


RED  CREEK,  N.Y.,  Wayne  County.  G.P. 

CONTACT:  MRS.  MAURICE  T.  SHAFER,  Sec.,  The  Red  Creek  Physicians 

Committee,  Red  Creek,  N.Y.  13143. 


ROCHESTER,  N.Y.,  Monroe  County.  Associate  Pediatrician  wanted. 

CONTACT:  MICHAEL  J.  GERBASI,  M.D.,  200  Park  Avenue,  Rochester, 

N.Y.  1 4607. 
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ROCKY  POINT,  N.Y.,  Suffolk  County.  G.P.  for  Medical  Center. 

CONTACT:  DEWITT  C.  RULON,  M.D.,  Box  656K,  Rocky  Point,  N.Y. 
11778. 


ROXBURY,  N.Y.,  Delaware  County.  G.P.  or  Internist. 

CONTACT:  MR.  DONALD  I.  PIERCE,  Adm.,  Margaretville  Hospital, 

Margaretville,  N.Y.  12455,  Tel.  (914)  586-2631. 


SALAMANCA,  N.Y.,  Cattaraugus  County. 

Doctors  Wanted. 

CONTACT:  MRS.  OTTO  KRITTER,  Member  of  the  Mayor's  Committee  to 
Recruit  M.D.’s,  23  Fawn  Avenue,  Salamanca,  N.Y.  14779  or  MISS 
B.  J.  SOMERVILLE,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive. 


SAU GERTIES,  N.Y.,  Ulster  County,  G.P. 

CONTACT:  MICHAEL  E.  CATALINOTTO,  Barclay  Heights,  Route  9W, 

Saugerties,  N.Y.  1 2477.  Tel.  (914)  246-4551. 


ST.  REGIS  FALLS,  N.Y.,  Franklin  County.  General  Practitioner. 
CONTACT:  FRANCES  BAXTER,  R.N.,  St.  Regis  Falls,  N.Y.  1 2980. 


SCHENEVUS,  N.Y.,  Otsego  County.  G.P. 

CONTACT:  PAUL  R.  NARAGON,  Box  278,  Wilbur  National  Bank, 

Schenevus,  N.Y.  12155. 


SCHUYLERVILLE,  N.Y.,  Saratoga  County.  General  Practitioner. 

CONTACT:  F.  D.  TAYLOR,  V.P.,  National  Bank  of  Schuylerville,  Schuy- 
lerville,  N.Y.  12871. 


SODUS,  N.Y.,  Wayne  County.  G.P.  and  Pediatrician. 

CONTACT:  JAMES  H.  SURRIDGE,  JR.,  Adm.  Myers  Community  Hospi- 

tal, Middle  Rd.,  Sodus,  N.Y.  14551.  Tel.  (315)  483-9161,  ext. 
30. 


EVENTS  RECEIVED  AFTER  DEADLINE 


September  9,  1971  / June  22,  1 972 

1 1 : 00  a.m.— 1 2 ; 00  noon,  Thursdays 

Department  of  Pediatrics  of  the 
Downstate  Medical  Center 

First  Floor  Lecture  Hall 
450  Clarkson  Avenue 
Brooklyn 

ADVANCES  IN  PEDIATRICS 

JONATHAN  T.  LANMAN,  M.D.  and  Staff 

NO  FEE  CREDIT:  C-1 

To  register,  contact  Dr.  Lanman,  above  address 


September  10,  1971  / June  30,  1972 

2:30-3:30  p.m.,  Fridays 

The  Long  Island  College  Hospital 
Residents'  Conference  Room 
Department  of  Radiology 

340  Henry  Street 
Brooklyn 

PHYSICS  OF  RADIATION— BASIC  COURSE 

MR.  G.  SHAPIRO,  M.S. 

NO  FEE 

To  register,  contact  Mr.  Vito  L.  Fodera,  above  address 


September  14,  1971  / June  13,  1972 

8:30-9:30  a.m.,  Tuesdays 

Continuing  Medical  Education 
The  Long  Island  College  Hospital 

Polhemus  Building  Main  Amphitheatre,  3rd  Floor 

FAMILY  PRACTICE  REVIEW  COURSE 

FEE:  $50 

To  register,  contact  William  G.  Mullin,  M.D,,  Director,  Continuing 
Medical  Education,  above  address. 


September  14,  1971  / June  27,  1 972 

11:00  a.m.-l  2 : 00  noon,  Tuesdays 

Kings  County  Hospital  Center 
Conference  Room,  B Building 

451  Clarkson  Avenue 
Brooklyn 

CLINICAL  PEDIATRICS 

JONATHAN  T.  LANMAN,  M.D. 

NO  FEE  CREDIT:  C-1 

To  register,  contact  Dr.  Lanman  at  Downstate  Medical  Center, 
Department  of  Pediatrics. 
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Award  of  a base  to  the  team  at  bat  and  possibly  days  or  weeks 
of  painful  skeletal  muscle  spasm  for  the  base  runner. 


For  the  skeletal  muscle  spasm  resulting  from  injury,  Valium® 
i (diazepam)  can  be  a valuable  adjunct.  A dose  of  2-10  mg  three  or 

four  times  a day  rapidly  goes  to  work  to  break  up  the  cycle  of 
spasm/ pain/  spasm.  The  resultant  relief  may  permit  greater 
mobilization  of  the  affected  muscles. 


Valium  also  helps  reduce  the  psychic  tension  that  so  frequently 

accompanies  in  juries  and 
thus  contributes  to  total  patient 
management. 

Whether  you  treat  muscle  strains  in 
baseball  players  or  bridge  players,  your 
prescription  for  Valium  may  often  be 
helpful  in  getting  them  back  on  the  job. 

Muscle  mass  of  thigh  frequently  vulnerable  to  this 
type  of  trauma. 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications : Tension  and  anxiety  states ; somatic  complaints  which  are  con- 
comitants of  emotional  factors ; psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms  or  agitation ; acute 
agitation,  tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alcohol  with- 
drawal ; adjunctively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to  local 
pathology,  spasticity  caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders  (not  for  sole  therapy). 
Contraindicated : Known  hypersensitivity  to  the  drug.  Children  under 
6 months  of  age.  Acute  narrow  angle  glaucoma. 

Warnings : Not  of  value  in  psychotic  patients.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dosage  of  standard  anticonvulsant 
medication ; abrupt  withdrawal  may  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants.  Withdrawal  symptoms  have  occurred 
following  abrupt  discontinuance.  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to  habituation  and 
dependence.  In  pregnancy,  lactation  or  women  of  childbearing  age,  weigh 
potential  benefit  against  possible  hazard. 

Precautions : If  combined  with  other  psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents  employed.  Usual  precautions  indi- 
cated in  patients  severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects : Drowsiness,  confusion,  diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipa- 
tion, headache,  incontinence,  changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision.  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations,  increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances,  stimulation,  have  been  reported ; should 
these  occur,  discontinue  drug.  Isolated  reports  of  neutropenia,  jaundice ; 
periodic  blood  counts  and  liver  function  tests  advisable  during  long- 
term therapy. 

VAIIUM  (DIAZEPAM) 

aiijunct  in  skeletal  muscle  spasm 
2-mg,  5-mg,  10-mg  tablets 

Division  of  Hofimann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Roche 

LABORATORIES 


when 

G-l  symptoms 
demand 
a potent 
synthetic 
anticholinergic 


move  up  to 
“the  Rohinul 
response” 

In  treating  hypersecretion  and  hypermotility 
associated  with  gastritis  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics? 

Then  move  up  to  a potent  anticholinergic — 
Robinul®  Forte  (2  mg.  glycopyrrolate). 

It  provides  prompt,  pronounced,  prolonged 
suppression  of  gastric  hypersecretion, 
making  it  a highly  effective  agent  in  gastritis 
and  other  upper  G-l  conditions  associated 
with  hypersecretion  and  hypermotility. 
Because  Robinul  Forte  exerts  a profound 
antispasmodic  action,  it  is  also  useful  in  the 
treatment  of  lower  G-l  disorders,  such  as 
functional  bowel  distress  and  spastic  and 
irritable  colon.  If  the  patient  has  a “one  tract 
mind’’  concerning  his  condition,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Roblnul®-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinul  2 mg. 

FortG  (glycopyrrolate) 

■ INDICATIONS  Robinul  Forte  (glycopyrrolate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
indicated  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
acute  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
available,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
mended in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm; 
(2)  gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchicrhydria,  pyrosis,  aerophagia,  gastroenteritis:  (3)  esophagitis;  (4)  cholecystitis,  chronic 
pancreatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 
syndrome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
^may  be  indicated.  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
tion, prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PH 
Forte  (glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
glaucoma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
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Amid  all  the  clamor  about  coexisting  anxiety  and  depression 


nay  we  slip  in  a quiet  word  for  Aventyl®  HCl 

Nortriptyline  Hydrochloride 


Certainly,  it’s  often  a dual  problem.  Anxiety  and 
depression  do  coexist  — and  often. 

However,  when  experience,  education,  and  good 
judgment  lead  physicians  to  a diagnosis  ol  depression, 
many  of  them  turn  to  Aventyl  HCl. 
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AVENTYC  HCl 

NORTRIPTYLINE  HYDROCHLORIDE 

when  it’s  depression 


Indications:  Aventyl®  HCi  (nortriptyline  hydrochloride,  Lilly)  is  indicated  for  the 
relief  of  symptoms  of  depression.  Endogenous  depressions  are  more  likely  to  be 
alleviated  than  are  other  depressive  states. 

Contraindications:  The  use  of  Aventyl  HCl  or  other  tricyclic  antidepressants  con- 
currently with  a monoamineoxidase  (MAO)  inhibitor  is  contraindicated.  Hyperpyretic 
crises,  severe  convulsions,  and  fatalities  have  occurred  when  similar  tricyclic  anti- 
depressants were  used  in  such  combinations.  Discontinue  the  MAO  inhibitor  for  at 
least  two  weeks  before  treatment  with  Aventyl  HCl.  Patients  hypersensitive  to  Aventyl 
HCl  should  not  be  given  the  drug. 

Cross-sensitivity  between  Aventyl  HCl  and  other  dibenzazepines  is  a possibility. 

Aventyl  HCl  is  contraindicated  during  the  acute  recovery  period  after  myocardial 
infarction. 

Warnings:  Cardiovascular  patients  should  be  supervised  closely  because  of  the  tend- 
ency of  Aventyl  HCl  to  produce  sinus  tachycardia  and  to  prolong  the  conduction  time. 
Myocardial  infarction,  arrhythmia,  and  strokes  have  occurred.  The  antihypertensive 
action  of  guanethidine  and  similar  agents  may  be  blocked.  Because  of  its  anticholinergic 
activity,  Aventyl  HCl  should  be  used  with  great  caution  in  oatients  who  have  glaucoma 
or  a history  of  urinary  retention.  Patients  with  a history  of  seizures  should  be  followed 
closely.  Inasmuch  as  this  drug  is  known  to  lower  the  convulsive  threshold.  Great  care 
is  required  if  Aventyl  HCl  is  given  to  hyperthyroid  patients  or  to  those  receiving  thyroid 
medication,  since  cardiac  arrhythmias  may  develop. 

Usage  in  Pregnancy— use  of  Aventyl  HCl  during  pregnancy  and  lactation  has 
not  been  established;  therefore,  the  potential  benefits  of  administration  to  pregnant 
patients,  nursing  mothers,  or  women  of  childbearing  potential  must  be  weighed  against 
the  possible  hazards. 

Usage  in  Children— 1\\\%  drug  is  not  recommended  for  use  in  children,  since  safety 
and  effectiveness  in  the  pediatric  age  group  have  not  been  established. 

Aventyl  HCl  may  impair  the  mental  and/or  physical  abilities  required  for  the  per- 
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the  patient  should  be  warned  accordingly. 

Precautions:  Aventyl  HCl  in  schizophrenic  patients  may  result  in  an  exacerbation  of 
the  psychosis  or  may  activate  latent  schizophrenic  symptoms.  In  overactive  or  agitated 
patients,  increased  anxiety  and  agitation  may  occur.  In  manic-depressive  patients, 
Aventyl  HCl  may  cause  symptoms  of  the  manic  phase  to  emerge. 

Troublesome  patient  hostility  may  be  aroused  by  the  use  of  Aventyl  HCl.  Epileptiform 
seizures  may  accompany  its  administration,  as  is  true  of  other  drugs  of  its  class. 

Close  supervision  and  careful  adjustment  of  the  dosage  are  required  when  Aventyl 
HCl  is  used  with  other  anticholinergic  drugs  and  sympathomimetic  drugs. 

The  patient  should  be  informed  that  the  response  to  alcohol  may  be  exaggerated. 

When  necessary,  the  drug  may  be  administered  with  electroconvulsive  therapy, 
although  the  hazards  may  be  increased.  Discontinue  the  drug  for  several  oays,  if 
possible,  prior  to  elective  surgery. 

Because  the  possibility  of  a suicidal  attempt  by  a depressed  patient  remains  after 
the  initiation  of  treatment,  dispense  the  least  possible  quantity  of  drug  at  any  given 
time. 

Both  elevation  and  lowering  of  blood  sugar  levels  have  been  reported. 

Adverse  Reactions:  Note:  Included  in  the  following  list  are  a few  adverse  reactions 
that  have  not  been  reported  with  this  specific  drug.  However,  the  pharmacologic 
similarities  among  the  tricyclic  antidepressant  drugs  require  that  each  of  the  reactions 
be  considered  when  nortriptyline  is  administered. 

Carcf/ovascu/ar— Hypotension,  hypertension,  tachycardia,  palpitation,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke. 

Psycf)/afr/c— Confusional  states  (especially  in  the  elderly)  with  hallucinations, 
disorientation,  delusions;  anxiety,  restlessness,  agitation;  insomnia,  panic,  and  night- 
mares; hypomania;  exacerbation  of  psychosis. 

Neurological— tiumhness,  tingling,  paresthesias  of  extremities;  in-co-ordination, 
ataxia,  tremors;  peripheral  neuropathy;  extrapyramidal  symptoms;  seizures,  alteration 
in  EEG  patterns;  tinnitus. 


Anticholinergic— Dry  mouth  and,  rarely,  associated  sublingual  adenitis;  blurred 
vision,  disturbance  of  accommodation,  mydriasis;  constipation,  paralytic  ileus;  urinary 
retention,  delayed  micturition,  dilation  of  the  urinary  tract. 

A/Zersf/c— Skin  rash,  petechiae,  urticaria,  itching,  photosensitization  (avoid  exces- 
sive exposure  to  sunlight);  edema  (general  or  of  face  and  tongue),  drug  fever,  cross- 
sensitivity with  other  tricyclic  drugs. 

Hemafo/og/c— Bone-marrow  depression,  including  agranulocytosis;  eosinophilia; 
purpura;  thrombocytopenia. 

Gasfro-/nfesf/naZ— Nausea  and  vomiting,  anorexia,  epigastric  distress,  diarrhea; 
peculiar  taste,  stomatitis,  abdominal  cramps,  blacktongue. 

Endocr/ne— Gynecomastia  in  the  male;  breast  enlargement  and  galactorrhea  In 
the  female;  increased  or  decreased  libido,  impotence;  testicular  swelling;  elevation  or 
depression  of  blood  sugar  levels. 

OfZie/'— Jaundice  (simulating  obstructive);  altered  liver  function;  weight  gain  or 
loss;  perspiration;  flushing;  urinary  frequency,  nocturia;  drowsiness,  dizziness,  weak- 
ness. and  fatigue;  headache;  parotid  swelling;  alopecia. 

Withdrawal  Symptoms— Though  these  are  not  indicative  of  addiction,  abrupt 
cessation  of  treatment  after  prolonged  therapy  may  produce  nausea,  headache,  and 
malaise. 

Administration  and  Dosage:  Aventyl  HCl  is  not  recommended  for  children. 

Aventyl  HCl  is  administered  orally  in  the  form  of  Pulvules®  or  liquid.  Lower  than 
usual  dosages  are  recommended  for  elderly  patients,  adolescents,  and  outpatients 
not  under  close  supervision.  Start  dosage  at  a low  level  and  increase  gradually,  noting 
carefully  the  clinical  response  and  any  evidence  of  intolerance.  Following  remission, 
maintenance  medication  may  be  required  for  a longer  period  at  the  lowest  effective 
dose. 

If  a patient  develops  minor  side-effects,  reduce  the  dosage.  Discontinue  the  drug 
promptly  if  serious  adverse  effects  or  allergic  manifestations  occur. 

Usual  Adult  Dose— 25  mg.  three  or  four  times  daily;  dosage  should  begin  at  a 
low  level  and  be  increased  as  required.  Doses  above  100  mg.  per  day  are  not  recom- 
mended. 

Elderly  and  Adolescent  Patients— 30  to  50  mg.  per  day,  in  divided  doses. 

Overdosage:  Toxic  overdosage  may  result  in  confusion,  restlessness,  agitation,  vomit- 
ing, hyperpyrexia,  muscle  rigidity,  hyperactive  reflexes,  tachycardia,  EGG  evidence  of 
impaired  conduction,  shock,  congestive  heart  failure,  stupor,  coma,  and  C.N.S.  stimu- 
lation with  convulsions  followed  by  respiratory  depression.  Deaths  have  occurred  fol- 
lowing overdosage  with  drugs  of  this  class. 

No  specific  antidote  is  known.  General  supportive  measures  are  indicated,  with 
gastric  lavage.  Respiratory  assistance  is  apparently  the  most  effective  measure  when 
indicated.  The  use  of  C.N.S.  depressants  may  worsen  the  prognosis. 

Barbiturates  for  control  of  convulsions  alleviate  an  increase  in  the  cardiac  work 
load  but  should  be  used  with  caution  to  avoid  potentiation  of  respiratory  depression. 

Intramuscular  paraldehyde  or,  preferably,  diazepam  provides  anticonvulsant  ac- 
tivity with  less  respiratory  depression  than  do  the  barbiturates. 

Digitalis  and/or  pyridostigmine  may  be  considered  in  serious  cardiovascular  abnor- 
malities or  cardiac  failure. 

The  value  of  dialysis  has  not  been  established. 

How  Supplied:  Liquid  Aventyl®  HCl  (nortriptyline  hydrochloride,  Lilly),  10  mg. 
(equivalent  to  base)  per  5 ml.,  in  pint  bottles. 

Pulvules  Aventyl®  HCl  (Nortriptyline  Hydrochloride  Capsules,  N.F.),  10  and  25  mg. 
(equivalent  to  base),  in  bottles  of  100  and  500.  [ioo97o«] 

Additional  ir^ormation  available  to  the  prr^ession  on  request. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Month  in  Washington 


The  American  Medical  Association  supported  President 
Nixon’s  legislation  to  create  a special  White  House  office  to  co- 
ordinate the  Federal  government’s  fight  against  drug  abuse  “as 
an  important  element  of  the  national  campaign” 

The  AM  A support  was  outlined  by  Maurice  H.  Seevers, 
M.D.,  chairman  of  the  Department  of  Pharmacology,  Universi- 
ty of  Michigan,  and  a member  of  the  AMA  Committee  on  Alco- 
holism and  Drug  Dependence,  before  the  Public  Health  and 
Environment  Subcommittee  of  the  House  of  Representatives. 
He  was  accompanied  by  Richard  E.  Palmer,  M.D.,  a member  of 
the  AMA  Board  of  Trustees. 

Dr.  Seevers  said  that  “under  Dr.  Jerome  Jaffe’s  able  direction 
the  (White  House)  Special  Action  Office  can  become  a most  ef- 
fective instrument”  in  achieving  the  purpose  of  the  legislation: 

• • • to  focus  the  comprehensive  resources  of  the  Federal 
government  and  bring  them  to  bear  on  drug  addiction  and 
drug  abuse  with  the  immediate  objective  of  promptly  and 
significantly  reducing  the  incidence  of  drug  addiction  and 
drug  abuse  in  the  nation  within  the  shortest  possible  period  of 
time. 

We  have  two  additional  observations  regarding  this  stated 
objective  . . . First,  although  prompt  and  decisive  action  is 
to  be  desired  as  a goal,  it  should  be  clearly  recognized  that 
there  are  no  panaceas  for  the  prevention  or  successful  treat- 
ment of  drug  dependence.  Drug  dependence  is  a complex 
phenomenon  that  does  not  lend  itself  to  quick  or  simplistic 
solutions. 

Our  second  observation  is  related  to  that  fact:  Well-con- 
ceived multifaceted  research  is  needed  on  a broad  scale  to 
devise  effective  means  of  coping  with  this  problem. 

With  respect  to  the  drugs  themselves,  while  much  is  known 
about  their  properties,  relatively  little  is  known  about  tbeir 
precise  mode  of  action  in  the  human  organism  and  the  exact 
nature  of  the  long-term  effects  of  their  regular  use  by  man. 

While  some  of  the  factors  which  lead  individuals  to  abuse 
drugs  are  understood,  science  is  not  yet  able  to  predict  wbo 
may  be  vulnerable  to  drug  dependence.  The  role  of  drug 
abuse  within  the  context  of  a total  life  style  also  needs  to  be 
more  clearly  delineated. 

Much  work  remains  to  be  done  in  developing  new,  and 
evaluating  existing,  treatment  methods  in  terms  of  the  thera- 
peutic needs  and  psychosocial  makeup  of  the  individual  pa- 
tient. Physicians  can  treat  the  acute  effects  of  drug  abuse  and 
drug  dependence,  often  preventing  serious  physical  and  psy- 
chologic consequences;  but  medical  and  sociological  manage- 
ment technics  have  not  been  developed  so  as  to  insure  that  a 
significant  number  of  patients  will  not  return  to  abuse  of 
drugs  and  to  their  patterns  of  dependence  after  the  acute 
symptoms  have  been  abated  through  treatment. 

Methods  of  “reaching  out”  to  the  young  drug  abuser  must 
be  tested  to  ascertain  the  most  effective  courses  that  educa- 
tors, physicians,  and  those  in  other  professions  can  pursue. 

Finally,  a great  deal  more  work  should  be  carried  out  with 
human  subjects.  Especially  needed  are  longitudinal  studies 
encompassing  etiology,  diagnosis,  treatment  and  after-care, 
even  though  such  studies  would  require  an  extended  period  of 
years. 

Dr.  Seevers  cautioned  that  “the  technic  of  treating  heroin 
dependence  through  methadone  maintenance,  although  offering 
hope  and  the  possibility  of  social  rehabilitation  to  a number  of 
dependent  persons,  is  but  one  of  several  modalities  which  can  be 
useful.” 

* * * 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


The  American  Medical  Association  set  forth  its  recent  record 
on  legislation — a record  that  shows  statements  in  support  of 
health  care  proposals  in  31  of  35  appearances  in  the  91st  Con- 
gress and  support  in  the  present  Congress  for  medical  school 
expansion,  increased  financial  aid  to  medical  students,  family 
practice  training  programs,  and  full  funding  for  maternal  and 
child  care  programs. 

It  requires  a certain  strain  on  the  process  on  human  logic  to 
interpret  this  record  as  negative,”  the  AMA  stated. 

The  AMA’s  record  on  legislation  was  submitted  as  part  of  a 
39-page  statement  filed  by  the  organization  with  the  Subcom- 
mittee on  Administrative  Practice  and  Procedure  of  tbe  Senate 
Judiciary  Committee.  Subcommittee  chairman.  Senator  Ed- 
ward M.  Kennedy  (Democrat,  Massachusetts),  had  charged  the 
AMA  with  maintaining  a negative  and  obstructionist  attitude 
toward  proposals  to  improve  health  care  in  the  United  States 
during  a hearing  by  the  subcommittee  on  July  14. 

Bills  supported  by  tbe  AMA  in  the  91st  Congress  included 
appropriations  for  hospital  and  medical  facilities  construction, 
appropriations  for  medical  education,  drug  abuse  education  and 
narcotic  addict  rehabilitation,  vaccination  assistance  programs, 
and  regional  medical  programs. 

The  AMA  opposed  as  unnecessary  the  proposed  Commission 
on  marihuana;  opposed  one  version  of  the  Occupational  Safety 
and  Health  Act  of  1969  but  supported  another  version  in  both 
the  Senate  and  House;  and  opposed  certain  parts  of  the  Social 
Security  Amendments  of  1970  while  supporting  other  parts  of 
the  bill. 

This  affirmative  stance  on  legislation  has  been  maintained  in 
tbe  present  Congress,  as  many  members  of  tbe  Senate  and 
House  from  both  sides  of  the  aisle  will  attest,  the  AMA  noted. 

The  AMA,  in  its  statement,  pointed  out  that  it  has  intro- 
duced its  own  proposal  for  financing  health  care — Medicredit — 
which  would  provide  government  subsidized  health  insurance 
to  the  poor  population  and  insure  against  catastrophic  medical 
costs. 

“Medicredit  is  designed  to  end  for  all  Americans  the  burden 
of  expense,  and  to  make  all  Americans  truly  equal  in  their  ac- 
cess to  all  types  of  medical  care,”  the  AMA  said. 

The  organization  warned  against  the  “panacea”  approach  of 
a massive  government  health  program  as  recommended  by 
Kennedy. 

“We  have  learned  that  lesson  in  welfare  and  poverty,”  the 
AMA  said.  “Must  we  learn  it  anew  with  health  care?” 

Regarding  specific  charges  leveled  against  the  organization 
and  doctors  generally  by  Kennedy,  the  AMA  statement  termed 
them  “out  of  date,  out  of  context,  and  out  of  balance.” 

“And  his  conclusion,  that  doctors  act  primarily  for  gain,  is 
outrageous,”  the  AMA  report  stated. 

Contrary  to  Kennedy’s  charges,  the  AMA  noted,  it  does  not 
and  has  not  opposed  vaccination  programs,  group  practice,  an 
increase  in  the  number  of  doctors,  private  health  insurance, 
government  support  for  medical  education,  innovations  in  med- 
ical school  curricula,  equal  opportunity  in  medical  education, 
or  peer  review. 

The  AMA  cited  its  public  record  and  policy  statements  over 
tbe  years  to  refute  these  charges  in  detail. 

The  AMA  did  object  to  Medicare  at  the  time  of  its  passage 
because  it  believed  available  government  funds  should  not  be 
used  to  provide  assistance  to  those  who  did  not  need  it  and  be- 
cause of  the  unsound  actuarial  basis  on  which  it  was  predicated. 
Premiums  have  since  had  to  be  raised  several  times  to  support 
the  program,  the  AMA  noted. 

After  Medicare  became  law,  both  the  AMA  and  doctors  gen- 
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erally  gave  it  full  support  and  worked  to  make  the  program  a 
success,  the  statement  added. 

In  further  response  to  other  testimony  before  the  subcom- 
mittee on  the  same  date,  the  AMA  denied  that  it  was  responsi- 
ble for  “major  weakening”  of  the  proposals  offered  in  1964  by 
the  Heart  Disease,  Cancer,  and  Stroke  Commission,  which 
called  for  60  regional  clinical  and  medical  care  complexes. 

Citing  the  record  once  again,  the  AMA  pointed  out  that  the 
legislation  was  hastily  drawn  and  was  submitted  to  Congress 
without  sufficient  supporting  data.  This  fact  was  recognized 
and  alluded  to  by  Kennedy  himself  at  the  time,  the  AMA  noted. 

Two  of  the  commission’s  own  subcommittees  had  serious 
reservations  about  the  legislation,  the  AMA  stated,  and  it  was 
only  after  AMA  officials  worked  in  close  cooperation  with  offi- 
cials of  the  Johnson  Administration  that  the  bill  was  salvaged 
with  an  emphasis  on  pilot  projects  to  test  the  theories  and  con- 
cepts advanced  by  the  commission. 

The  AMA  completed  its  statement:  “Let  us  set  aside  old, 
worn-out  charges.  Let  us  set  aside  emotional  language  and 
political  opportunism.  Let  us,  instead,  seek  together  valid  and 
workable  solutions  to  the  health  care  problems  that  confront 
us. . . . The  AMA  will  support  every  such  effort.” 

♦ * * 

Richard  S.  Wilbur,  M.D.,  new  assistant  defense  secretary  for 
health  and  environment,  proposed  that  the  military  services  pay 
physicians  substantially  more  to  avoid  a severe  shortage  of  med- 
ical skills  when  the  services  switch  to  an  all-volunteer  basis  in 
mid-1973. 

Dr.  Wilbur,  who  succeeded  Louis  M.  Rousselot,  M.D.,  in  the 
defense  department’s  top  medical  post,  is  on  leave  of  absence  as 
the  American  Medical  Association’s  deputy  executive  vice- 
president. 

At  his  confirmation  hearing.  Dr.  Wilbur  told  the  Senate  Arm- 


ed Services  Committee  that  the  health  and  environmental  prob- 
lems of  the  defense  department  cannot  be  entirely  separated 
from  those  of  the  civilian  populations.  Among  the  major  prob- 
lems facing  Dr.  Wilbur  in  his  new  post  are  filling  the  armed 
services’  needs  for  physicians,  drug  addiction  in  the  services, 
and  whether  or  not  there  should  be  a military  medical  school. 

He  told  Pentagon  newsmen  that  he  opposes  establishment  of 
such  a school  at  this  time.  It  has  been  a favorite  project  of 
Chairman  Edward  Herbert  (Democrat,  Louisiana)  of  the  House 
Armed  Services  Committee  and  Dr.  Rousselot.  Dr.  Wilbur 
said  he  was  not  enthusiastic  about  a military  medical  school 
because  it  would  not  begin  producing  enough  physicians  to  be 
worthwhile  for  many  years. 

Dr.  Wilbur  predicted  that  the  military  will  have  “a  severe 
health  care  shortage  when  the  draft  is  gone”  unless  something 
is  done  about  it. 

Dr.  Wibur  said  the  problem  boiled  down  to  money  and  that 
experienced  physicians  could  make  much  more  in  civilian  prac- 
tice than  they  do  in  military  practice.  There  are  currently 
14,500  physicians  and  6,000  dentists  in  the  services. 

Dr.  Wilbur  said  the  need  was  to  induce  doctors  with  eight  or 
ten  years’  service  to  stay  in  military  practice.  At  present,  these 
men  leave  in  large  numbers,  and  the  services  are  forced  to  draft 
young  physicians  whom  Dr.  Wilbur  described  as  “ineffective” 
because  they  lack  experience.  He  said  the  services  calculated 
that  each  new  physician  putting  in  twenty-four  months  in  uni- 
form actually  produced  only  fourteen  months  of  work. 

A physician  with  ten  years  in  the  service  now  earns  $350  more 
a month  than  other  officers  of  equal  rank. 

Dr.  Wilbur  said  to  retain  experienced  physicians  and  yet  con- 
vince Congress  to  go  along  with  an  added  bonus  scheme,  the 
military  might  just  do  with  fewer  physicians.  Under  this  plan, 
he  said,  the  actual  budget  for  physicians’  pay  would  remain  un- 
changed, but  the  funds  would  be  spread  among  fewer  men. 


Abstracts 


Luparello,  T.  J.,  McFadden,  E.  R.,  Jr.,  Lyons,  H.  A., 
and  Bleecker,  E.  R.:  Psychologic  factors  and  bron- 

chial asthma;  laboratory  model  for  investigation,  New 
York  State  J.  Med.  71:  2161  (Sept.  15)  1971. 

Among  those  factors  playing  a significant  part  in  the 
etiology  and  pathophysiology  of  bronchial  asthma,  the 
role  of  psychologic  variables  has  been  one  of  the  most 
difficult  to  evaluate.  The  problem  in  assessing  these 
variables  stems  primarily  from  the  complexity  and  the 
difficulty  in  providing  meaningful  controls  for  them  in 
most  experimental  situations.  By  using  the  experi- 
mental model  described,  it  is  possible  to  induce  signif- 
icant changes  in  the  airway  reactivity  in  a number  of 
asthmatic  patients  in  a laboratory  setting  by  means  of 
psychologic  stimuli.  The  airway  changes  so  induced  can 
be  in  the  direction  of  both  increasing  Ra  or  decreasing 
Ra,  depending  on  the  expectation  of  the  patients.  These 
studies  further  indicate  that  such  phenomena  are  prob- 
ably mediated  by  vagal  efferents,  since  such  airway 
responses  can  be  blocked  by  atropine. 


Stover,  C.  N.,  Fish,  J.  B.,  and  Heap,  W.  R.:  Open 
reduction  of  trochanteric  fracture.  New  York  State  J. 
Med.  71:  2173  (Sept.  15)  1971. 

Trochanteric  fractures  of  the  hip  of  the  comminuted 
variety  in  the  aged  person  continue  to  present  signifi- 
cant problems  in  management.  A total  of  241  consec- 
utive cases  were  treated  by  open  operative  fixation. 
Results  show  that  difficulties  in  fixation,  particularly  in 
the  comminuted  unstable  fractures,  continue  to  exist. 
Analysis  of  the  fracture  by  x-ray  examination  alone  is 
often  difficult.  Stabilization  under  direct  vision  fol- 
lowed by  thorough  testing  at  the  time  of  surgical  inter- 
vention has  been  stressed.  The  medial  cortical  overlap 
technic  is  an  effective  way  to  prevent  medial  shaft  migra- 
tion and  varus  deformity. 

Glass,  B.,  Collipp,  P.  J.,  and  Waldmann,  M.  A.: 
Viral  and  bacterial  meningitis.  New  York  State  J.  Med. 
71:  2182 (Sept. 15)  1971. 
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psychic  stress 
and  somatic 
symptoms 

The  intertwining  of  psychic 
stress  and  somatic  symptoms 
often  confuses  and  distorts 
the  patient’s  clinical  profile. 
Sinequan  (doxepin  HCI)  can 
help  clarify  the  origin  of 
somatic  symptoms 
by  relieving  the  causative, 
or  accompanying, 
psychoneurotic  anxiety  and 
depression. 


Sineo 

DOXEPIN  HCll 


uan 


Starting  dosage: 

25  mg.  t.I.d. 
for  mild  to  moderate 
symptomatology 


The  tranquilizer  that  is 
an  antidepressant. 

The  antidepressant  that 
is  a tranquilizer. 


BRIEF  SUMMARY 
Sinequan  (doxepin  HCI)  Capsules 
Contraindications.  Sinequan  (doxepin  HCI)  is  con- 
traindicated in  individuals  who  have  shown  hyper- 
sensitivity to  the  drug. 

Sinequan  (doxepin  HCI)  is  contraindicated  in 
patients  with  glaucoma  or  a tendency  to  urinary 
retention. 

Warnings.  Usage  in  Pregnancy:  Sinequan  (doxepin 
HCI)  has  not  been  studied  in  the  pregnant  patient. 
It  should  not  be  used  in  pregnant  women  unless, 
In  the  judgment  of  the  physician,  it  is  essential  for 
the  welfare  of  the  patient,  although  animal  repro- 
ductive studies  have  not  resulted  in  any  teratogenic 
effects. 

Usage  in  Children:  The  use  of  Sinequan  (doxe- 
pin HCI)  in  children  under  12  years  of  age  is  not 
recommended,  because  safe  conditions  for  its  use 
have  not  been  established. 

MAO  Inhibitors:  Serious  side  effects  and  even 
death  have  been  reported  following  the  concomi- 
tant use  of  certain  drugs  with  MAO  inhibitors. 
Therefore.  MAO  inhibitors  should  be  discontinued 
at  least  two  weeks  prior  to  the  cautious  initiation  of 
therapy  with  Sinequan  (doxepin  HCI).  The  exact 
length  of  time  may  vary  and  is  dependent  upon  the 
particular  MAO  inhibitor  being  used,  the  length  of 
time  it  has  been  administered,  and  the  dosage  in- 
volved. 

Precautions.  Since  drowsiness  may  occur  with  the 
use  of  this  drug,  patients  should  be  warned  of  that 
possibility  and  cautioned  against  driving  a car  or 
operating  dangerous  machinery  while  taking  this 
drug. 

Patients  should  also  be  cautioned  that  their  re- 
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sponse  to  alcohol  may  be  potentiated. 

Since  suicide  is  an  inherent  risk  in  any  depressed 
patient  and  may  remain  so  until  significant  im- 
provement has  occurred,  patients  should  be  closely 
supervised  during  the  early  course  of  therapy. 

Although  Sinequan  (doxepin  HCI)  has  signifi- 
cant tranquilizing  activity,  the  possibility  of  activa- 
tion of  psychotic  symptoms  should  be  kept  in  mind. 

Other  structurally  related  psychotherapeutic 
agents  (e  g.,  iminodibenzyls  and  dibenzocyclohep- 
tenes)  are  capable  of  blocking  the  effects  of  guan- 
ethidine  and  similarly  acting  compounds  in  both 
the  animal  and  man.  Sinequan  (doxepin  HCI), 
however,  does  not  show  this  effect  in  animals.  At 
the  usual  clinical  dosage,  75  to  15C  mg.  per  day, 
Sinequan  (doxepin  HCI)  can  be  given  concomi- 
tantly with  guanethidine  and  related  compounds 
without  blocking  the  antihypertensive  etfect.  At 
doses  of  300  mg.  per  day  or  above,  Sinequan 
(doxepin  HCI)  does  exert  a significant  blocking 
effect.  In  addition,  Sinequan  (doxepin  HCI)  was 
similar  to  the  other  structurally  related  psychothera- 
peutic agents  as  regards  its  ability  to  potentiate 
norepinephrine  response  in  the  animal.  However, 
in  the  human  this  effect  was  not  seen.  This  is  in 
agreement  with  the  low  incidence  of  the  side  effect 
of  tachycardia  seen  clinically. 

Adverse  Reactions.  Antichoiinergic  Elfects:  Dry 
mouth,  blurred  vision,  and  constipation  have  been 
reported.  They  are  usually  mild,  and  often  subside 
with  continued  therapy  or  reduction  of  dose. 

Central  Nervous  System  Effects:  Drowsiness  has 
been  observed.  This  usually  occurs  early  in  the 
course  of  treatment,  and  tends  to  disappear  as  ther- 
apy is  continued. 


Cardiovascular  Elfects:  Tachycardia  and  hypo- 
tension have  been  reported  infrequently. 

Other  infrequently  reported  side  effects  include 
extrapyramidal  symptoms,  gastrointestinal  reactions, 
secretory  effects  such  as  increased  sweating,  weak- 
ness, dizziness,  fatigue,  weight  gain,  edema,  pares- 
thesias, flushing,  chills,  tinnitus,  photophobia,  de- 
creased libido,  rash,  and  pruritus. 

Dosage.  For  most  patients  with  illness  of  mild  to 
moderate  severity,  a starting  dose  of  25  mg.  t.i.d. 
is  recommended.  Dosage  may  subsequently  be  in- 
creased or  decreased  at  appropriate  intervals  and 
according  to  individual  response.  The  usual  opti- 
mum dose  range  is  75  mg. /day  to  150  mg./day. 

In  more  severely  ill  patients  an  initial  dose  of 
50  mg.  t.i.d.  may  be  required  with  subsequent  grad- 
ual increase  to  300  mg./day  if  necessary.  Addi- 
tional therapeutic  effect  is  rarely  to  be  obtained  by 
exceeding  a dose  of  300  mg  /day. 

In  patients  with  very  mild  symptomatology  or 
emotional  symptoms  accompanying  organic  disease, 
lower  doses  may  suffice.  Some  of  these  patients 
have  been  controlled  on  doses  as  low  as  25-50 
mg./day. 

Although  optimal  antidepressant  response  may 
not  be  evident  for  two  to  three  weeks,  antianxiety 
activity  is  rapidly  apparent. 

Supply.  Sinequan  (doxepin  HCi)  is  available  as 
capsules  containing  doxepin  HCI  equivalent  to  10 
mg.,  25  mg.,  and  50  .mg.  of  doxepin  in  bottles  of 
100;  and  25  mg.  and  50  mg.  in  bottles  of  1000. 

More  detailed  professional  information  available 
on  request. 

LABORATORIES  DIVISION 

PFIZER  INC.  NEW  YORK,  N Y 10017 


Fundamental  to  an  improved  outlook  in  Emphysema 


1.  The  sympathetic  and 
supportive  physician 

Bronkotabs  reduces  the  work  of  breathing  when 
used  as  part  of  the  routine  day-in,  day-out 
management  of  emphysema.  Its  efficient 
bronchodilating,  decongestant  and  expectorant 
actions  help  keep  airways  open  and  free  of 
excess  mucus.  By  improving  pulmonary 
function,  Bronkotabs  helps  restore  alveolar 
ventilation  and  decrease  the  severity  of 


2.  Bronkotabs  to  reduce 
the  work  of  breathing 

symptoms.  For  the  patient  who  has  considerable 
difficulty  during  the  night,  Bronkotabs  taken 
at  bedtime  often  proves  useful.  Working 
together,  Bronkotabs  and  Bronkometer  can 
offer  impressive  benefits  in  a comprehensive 
rehabilitation  program  designed  to  reduce 
progressive  deterioration  of  pulmonary  function. 


Each  tablet  contains  ephednne  sultate  24  mg: 
glyceryl  guaiacolate  100  mg;  theophylline  100  mg; 
phenobarbital  8 mg  (warning:  may  be  habit-forming); 
thenyidiamine  HCI  10  mg. 


Contains  Dilabron®  (brand  of  isoetharine 
methanesulfonate)  0.6%:  phenylephrine 
HCI  0.125%;  thenyidiamine  HCI  0.05%. 


BREON  LABORATORIES  INC. 

90  Park  Avenue.  New  York.  N.Y.  10016 
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BRONKOIABS' 

Each  tablet  contains  ephedrine  sulfate  24  mg. 
glyceryl  guaiacolate  100  mg.  theophylline  100  mg. 
phenobarbilal  8 mg  (warning  may  be  habit-forming); 
thenyidiamine  HCI  10  mg 


BRONKOTABS-RECOMMENDED  DOSAGE: 
One  tablet  every  3 or  4 hours,  not  to  exceed 
flve  times  dally.  Children  over  6:  one  half 
adult  dose. 

PRECAUTIONS:  Sympathomimetic  side  ef- 
fects are  minimal,  and  there  are  none  of  the 
dangers  or  side  effects  associated  with  steroid 
therapy.  However,  frequent  or  prolonged  use 
may  cause  nervousness,  restlessness  or  sleep- 
lessness. Bronkotabs  should  be  used  with  cau- 
tion In  the  presence  of  hypertension,  heart 
disease  or  hyperthyroidism.  Drowsiness  may 
occur.  Patients  should  be  cautioned  not  to  drive 
oroperate  machinery  when  taking  Bronkotabs. 
SUPPLIED:  Bottles  of  100  and  1,000  scored 
tablets. 
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In  an  effort  to  find  better  ways  of  distinguishing  be- 
tween viral  and  bacterial  meningitis,  to  study  the  effi- 
cacy of  ampicillin  compared  with  triple  therapy  for 
bacterial  meningitis,  and  to  determine  the  factors  lead 
ing  to  complications,  a review  was  made  of  468  cases  of 
meningitis  which  occurred  from  1954  to  1970.  Studies 
of  protein  in  cerebrospinal  fluid  were  undertaken  to 
distinguish  the  type  of  meningitis  present.  Cases  of 
bacterial  meningitis  outnumbered  those  with  viral 
meningitis,  and  the  bacterial  organism  most  commonly 
identified  was  Hemophilus  influenzae.  The  most  prev- 
alent complications  were  convulsions,  hearing  diffi- 
culty, respiratory  disorders,  subdural  effusions,  and 
cardiac  irregularities.  The  element  of  time  between 
diagnosis  and  treatment  influenced  the  mortality  rate. 
When  the  interval  between  onset  and  diagnosis  was 
more  than  three  days,  the  mortality  rate  was  high.  In 
the  treatment  of  bacterial  meningitis,  ampicillin  and 
triple  therapy  were  equally  effective. 


BRONKOMETER* 

Contains  Oilabron*  (brand  of  isoethanne 
methanesulfonate)  0 6%.  phenylephrine 
HCI  0.125%:  thenyidiamine  HCI  0 05% 


BRONKOMETER -COMPOSITION.  Each  ml 
of  soluUon  supplies  at  the  mouthpiece  20  me- 
tered doses  of  350  meg  isoetharine  methane- 
sulfonate (0.6%),  70  meg  phenylephrine  HCI 
(0.125%)  and  30  meg  thenyidiamine  HCI 
(0.05%)  with  saccharin  and  menthol  plus 
fluorochlorohydrocarbons  as  gaseous  propel- 
lants. Preserved  with  ascorbic  acid  0.1%  and 
alcohol  30%. 

RECOMMENDED  DOSAGE:  The  average  dose 
Is  one  or  two  inhalaUons.  Occasionally,  more 
may  be  required.  It  is  important,  however,  to 
wait  one  full  minute  after  the  iniUal  one  or 
two  InhalaUons  in  order  to  be  certain  that 
another  is  necessary.  In  most  cases,  inhalations 
need  not  be  repeated  more  often  than  every 
four  hours,  although  more  frequent  adminis- 
traUon  may  be  necessary  in  severe  cases. 
CONTRAINDICATION ; Hypersensitivity  to 
any  component. 

PRECAUTIONS:  Although  Bronkometer  is 
relaUvely  free  of  toxic  side  effects,  too  fre- 
quent use  may  cause  tachycardia,  palpitaUon, 
nausea,  headache,  changes  in  blood  pressure, 
anxiety,  tension,  restlessness,  insomnia,  tremor, 
weakness,  dizziness  and  excitement  as  is  the 
case  with  other  sympathomlmeUc  amines. 
Bronkometer  should  not  be  administered 
along  with  epinephrine  or  other  sympathomi- 
meUc  amines  as  such  drugs  are  direct  cardiac 
stimulants  and  may  cause  excessive  tachy- 
cardia. They  may,  however,  be  alternated  if 
desired.  Dosage  must  be  carefully  adjusted  in 
patients  with  hyperthyroidism,  hypertension, 
acute  coronary  disease,  cardiac  asthma,  lim- 
ited cardiac  reserve  and  in  individuals  sensi- 
tive to  sympathomimetic  amines,  since  over- 
dosing may  result  in  tachycardia,  palpitaUon, 
nausea,  headache  or  epinephrine-like  side 
effects. 

HOW  SUPPLIED:  Bronkometer  tpr  10  ml  Re- 
fill with  Actuator  (Code  No.  1184);  Bron- 
kometer tpr  10  ml  Refill  only  (Code  No.  1183); 
Bronkometer  10  ml  Vial  with  Oral  Nebulizer 
(Code  No.  1193);  Bronkometer  20  ml  Vial 
with  Oral  Nebulizer  for  desk  or  bedside 
(Code  No.  1182). 


Abstracts 
in  Interlingua 


Luparello,  T.  J.,  McFadden,  E.  R.,  Jr.,  Lyons,  H.  A., 
e Bleecker,  E.  R.:  Factores  psychologic  e asthma 

bronchial;  modello  de  laboratorio  pro  investigation.  New 
York  State  J.  Med.  71:  2161  (15  de  Septembre)  1971. 

Inter  le  factores  que  ha  un  parte  importante  in  le 
etiologia  e physiopathologia  del  asthma  bronchial,  le  rolo 
del  variabiles  psychologic  ha  essite  un  del  plus  difficile 
de  evalutar.  Le  problema  de  evalutar  istes  variabiles 
radica  primordialmente  in  le  complexitate  e le  difficul- 
tate  de  provider  controlos  significative  pro  illes  in  le 
majoritate  del  situationes  experimental.  Usante  le 
modello  experimental  describite,  es  possibile  inducer 
cambios  importantes  in  le  reactivitate  del  vias  aeree  in 
un  numero  (le  patientes  asthmatic  pro  medio  de  stimula- 
tiones  psychologic  in  un  laboratorio  preparate  pro  istes 
studios.  Le  cambios  del  vias  aeree  inducite  de  iste 
maniera  pote  esser  in  ambe  directiones;  augmento  o 
reduction  del  “Ra,”  de  accordo  con  le  expectation  del 
patientes.  Istes  studios  indica,  additionalmente,  que  tal 
phenomenos  es,  probabilemente,  mediate  pro  efferentes 
vagal  desde  que  tal  responsas  del  vias  aeree  pote  esser 
blocate  con  atropina. 

Stover,  C.  N.,  Fish,  J.  B.,  e Heap,  W.  R.:  Reduction 
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Versapen* 

(hetacillin) 

Once  in  the  patienfs  body,  it  rapidly  hydrolyzes  into  ampicillin. 


IS 

IT 

JUST/1N 

/IMPIOLLM? 


Extensive  clinical  experience  has 
shown  that  thisampicillin 
derivative  offers  unique  advantages 
over  the  ampicillin  you  may  be 
presently  prescribing: 

1/  A uniform  adult  and  a uniform  pediatric 
dosage  in  gl]  mild-to-moderate  infections 
due  to  susceptible  organisms-respiratory, 
genitourinary,  G.I.,  skin  and  soft  tissue. 

Adults:  225  mg.  q.i.d. 

Children:  10  mg./lb./day  in  4 equally  divided 
doses. 

The  recommended  dosage  for  Versapen 
(hetacillin)  does  not  depend  on  site  of  infec- 
tion, baton  severity. Therefore,  in  mild-to-miod- 
erate  infections  due  to  susceptible  organisms, 
you  can  prescribe  Versapen  (hetacillin)  for  the 
genitourinary  tract  at  the  same  dose  recom- 
mended for  the  respiratory  tract.  Or  any  other 
infection  site. 


2/ A low  dosage  for  mild-to-moderate  geni- 
tourinary  infections  due  to  susceptible 
organisms. 

3/ A low  dosage  for  mild-to-moderate  pedi- 
atric Infections  due  to  susceptible  organisms. 

4/  Parenteral  forms  remain  stable  up  to  six 
hours  after  reconstitution  with  sterile  water 
...longer  than  any  ampicillin. 

5/ Lower  patient  cost.  Inherent  with  lower  dos- 
ages for  many  indications  is  the  benefit  of 
lower  cost  to  the  patient.  And,  in  these  many 
instances,  Versapen  is  significantly  more  eco- 
nomical to  the  patient  than  ampicillin  brands. 


Side  Effects.  As  with  any 
penicillin  serious  allergic 
reactions,  including  ana- 
phylaxis, can  occur.  The  type 
of  side  effects  most  frequently 
encounterea  are  the  same 
as  with  ampicillin,  namely: 
diarrhea,  loose  stools,  rash 
and  nausea. 

Please  see  next  page 
for  brief  summary 
of  prescribing  information. 
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Versapen'  (hetacillin) 

Versapen*-K  (potassium  hetacillin) 


■ Versatile  dosage  forms... forall  patients.. .of  all  ages.*  A uniform  adult 
and  a uniform  pediatric  dosage  for  all  susceptible  mild-to-moderate 
infections. ..respiratory,  genitourinary,  G.I.,  skin  and  soft  tissue.  Recom- 
mended dosage  varies  with  severity,  not  site,  of  infection.  ■ Parenteral 
forms  remain  stable  up  to  six  hours  after  reconstitution  with  sterile  water 
. . . longer  than  any  ampicillin.  ■ Economical  therapy. 


BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 
(A)  12/28/70 

For  complete  information,  consult  Official  Package  Circular. 
Actions:  Hetacillin  provides  bactericidal  levels  of  ampicillin  but 
has  no  antibacterial  activity  itself.  It  hydrolyzes  to  ampicillin  and 
hasa  half-lifeof  20  minutes  at  pH  7. 1 . 

Indications:  Hetacillin  is  indicated  in  the  treatment  of  susceptible 
strains  of  the  following  organisms  in  the  diseases  listed.  Bacteriol- 
ogy studies  to  determine  the  causative  organisms  and  their  sensi- 
tivity should  be  performed.  Therapy  may  be  instituted  prior  to 
obtaining  results  of  sensitivity  testing. 

Group  A beta-hemolytic  Streptococcus;  Tonsillitis,  pharyngitis, 
otitis  media,  skin  and  soft  tissue  infections. 

Diplococcus  pneumoniae:  Broncho- and  lobar  pneumonia,  otitis 
media. 

Nonpenicillinase-producing  Staphylococcus  aureus:  skin  and 
soft  tissue  infections,  otitis  media. 

H.  influenzae:  Bronchitis  and  bronchopneumonia. 

Escherichia  coli:  Cystitis,  pyelonephritis,  prostatitis/urethritis, 
skin  and  soft  tissue  infections. 

Proteus  mirabilis:  Cystitis,  pyelonephritis,  skin  and  soft  tissue 
infections. 

Enterococcus  (Streptococcus  faecalis):  Cystitis,  pyelonephritis, 
prostatitis/ urethritis. 

Shigella  species:  Shigellosis. 

Salmonella  species:  Salmonellosis  (parenteral  only). 

Indicated  surgical  procedures  should  be  performed. 

Use  parenteral  drug  only  in  severe  infections  or  in  patients  un- 
able to  take  oral  medications. 

Contraindications:  A history  of  allergic  reactions  to  penicillins 
or  lidocaine. 


Warning:  Anaphylaxis  may  occur,  particularly  after  parenteral 
administration  and  especially  in  patients  with  an  allergic  diathesis. 
Check  for  a history  of  allergy  to  penicillins,  cephalosporins  or  other 
allergens.  If  an  allergic  or  anaphylactic  reaction  occurs,  discon- 
tinue hetacillin  and  institute  appropriate  treatment. 

Usage  in  Pregnancy:  Safety  for  use  in  pregnancy  is  not  estab- 
lished. 

Precautions:  Mycotic  or  bacterial  superinfections  may  occur.  As- 
sess renal,  hepatic  and  hematopoietic  function  periodically  dur- 
ing long-term  therapy.  Because  intravenous  administration  of 
potassium  hetacillin  in  doses  in  excess  of  5 mg  ./Kg.  has  been  noted 
to  enhance  the  vasopressor  effect  of  epinephrine  in  dogs,  precau- 
tions should  be  taken  with  patients  receiving  epinephrine  con- 
currently. 

Adverse  Reactions:  Untoward  reactions  include:  Glossitis,  stoma- 
titis, black  "hairy"  tongue,  nausea,  vomiting  and  diarrhea,  skin 
rashes,  urticaria,  exfoliative  dermatitis,  erythema  multiforme  and 
anaphylaxis  (usually  with  parenteral  administration).  Anemia, 
thrombocytopenia,  thrombocytopenic  purpura,  eosinophilia,  leu- 
kopenia, and  agranulocytosis  have  been  noted,  are  usually  revers- 
ible and  are  believed  to  be  hypersensitivity  phenomena. 

Elevations  in  one  or  more  liver  function  tests  have  been  reported 
without  any  evidence  of  hepatic  toxicity. 

Local  reactions;  Thrombophlebitis  at  the  site  of  intravenous  in- 
jection has  been  reported. 

Usual  Dosage:  Patients  weighing  90  lbs.  or  more:  225  mg.  q.i.d. 
Patients  weighing  less  than  90  lbs.:  2.5  mg./lb.  q.i.d. 

Group  A beta-hemolytic  streptococcal  infections  should  be 
treated  for  at  least  1 0 days.  Administer  oral  preparations  in  a fast- 
ing state  to  insure  maximum  absorption. 


Recommended  dosages  (expressed  in  terms  of  ampicillin  activity)  in  susceptible  mild-to-moderate  infections* 

Versapen* 

(hetacillin) 

11 2.5  mg. 

Chewable  Tablets 

Usual  pediatric  dosage:  1 0 mg./lb./day  in  4 equally  divided  doses. 
For  a 45  lb.  child:  one  tablet  q.i.d. 

Oral  Suspension 
( 1 1 2.5  mg./5  ml.) 

Usual  pediatric  dosage:  1 0 mg./lb./day  in  4 equally  divided  doses. 
For  a 45  lb.  child;  1 tsp.  q.i.d. 

Available  in  40  ml.,  80  ml.,  and  new  100  ml.  bottles. 

Pediatric  Drops 
( 1 1 2.5  mg. /ml.) 

Usual  dosage:  1 0 mg./lb./day  in  4 equally  divided  doses. 
For  a 1 0 lb.  child:  'U  dropper  q.i.d. 

Available  in  1 0 ml.  bottles. 

Versapen*-K 

(potassium 

hetacillin) 

225  mg. 

Capsules 

Usual  adult  dosage:  one  225  mg.  capsule  q.i.d. 

I.V. 

I.M.  with  Lidocaine  HCI 

(20  mg. /vial) 

For  patients  weighing  90  lbs.  or  more:  225  mg.  q.i.d. 

For  patients  weighing  less  than  90  lbs.: 

1 0 mg./lb./day  in  4 equally  divided  doses. 

'For  severe  infections— Adults:  450  mg.  q.i.d.  Children  up  to  90  lbs.:  20  mg./lb./day  in  4 equally  divided  doses. 

Very  serious  infections  may  require  very  high  doses  and  prolonged  therapy.  Note:  Versapen®  has  been  issued  Patent  No.  3198804. 
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aperte  del  t'ractura  trochanteric,  New  York  State  J. 
Med.  71:  2173  (15  de  Septembre)  1971. 

Le  t'racturas  trochanteric  del  variatate  comminute,  in 
le  ancianos,  totevia  presenta  importante  problemas  de 
tractamento.  Un  total  de  241  casos  consecutive  esseva 
tractate  con  fixation  chirurgic  aperte.  I^e  resultatos 
indica  que  le  difficultate  in  le  fixation,  particularmente 
in  le  fracturas  comminute  inestabile,  totevia  existe.  Le 
studio  del  fracturas  solmente  con  le  examination  radio- 
logic  es  frequentemente  difficile.  Le  stabilisation  sub 
vision  directe  sequite  de  control  complete  al  tempore  del 
operation  chirurgic  es  stressate.  Le  technica  del  super- 
position cortical  interne  es  un  modo  effective  de  prevenir 
le  migration  interne  del  diaphysis  e le  deformation  in 
position  varus. 

Glass,  B.,  Collipp,  P.  J.,  e Waldmar.n,  M.  A.:  Men- 
ingitis viral  e bacterial.  New  York  State  J.  Med.  71: 
2182  (15  de  Septembre)  1971. 

In  un  effortio  pro  trovar  melior  manieras  de  distinguer 
inter  le  meningitis  viral  e le  bacterial,  de  studiar  le  ef- 
ficatia  del  ampicillina  in  comparation  con  le  tractamento 
triple  del  meningitis  bacterial,  e de  determinar  le  fac- 
tores  conducente  al  complicationes,  468  casos  de 
meningitis  observate  inter  1954  e 1970  esseva  revisate. 
Le  proteina  del  liquido  cerebrospinal  es.seva  studiate  pro 
distinguer  le  typo  de  meningitis  presente.  Le  numero 
de  casos  de  meningitis  bacterial  esseva  trovate  superior 
al  del  meningitis  viral.  Le  bacteria  plus  comunmente 
identificate  esseva  le  Hemophilus  influenzae.  Le  com- 
plicationes plus  prevalente  esseva  convulsiones,  difficul- 
tate del  audition,  morbos  respiratori,  effusiones  subdural 
e irregularitate  cardiac.  Le  factor  tempore  inter  le 
diagnose  e le  tractamento  influensava  le  indice  de  mor- 
talitate.  Quando  le  intervalo  inter  le  initiation  del  mor- 
ho  e le  diagnose  esseva  plus  que  tres  dies,  le  mortalitate 
esseva  elevate.  Pro  le  tractamento  del  meningitis 
bacterial,  le  ampicillina  e le  therapia  triple  esseva  equal- 
mente  effective. 


Mislabeled  vitamin  C 

The  Federal  Drug  Administration  has  advised  that  the 
excessive  use  of  some  vitamin  C tablets  on  the  market 
may  be  hazardous  for  some  individuals  because  they  con- 
tain undeclared  sodium  ascorbate  rather  than  ascorbic 
acid.  Sodium  ascorbate  has  nearly  the  same  vitamin 
activity  as  ascorbic  acid.  However,  use  of  the  tablets 
containing  sodium  ascorbate  by  individuals  who  for 
medical  reasons  must  restrict  their  sodium  intake  may 
result  in  high  levels  of  sodium  being  ingested  unknow- 
ingly. Although  the  claims  are  unproved,  high  levels 
of  vitamin  C have  recently  been  advocated  for  treatment 
of  the  common  cold  and  other  health  problems.  The 
FDA  is  taking  action  to  assure  that  vitamin  C products 
are  properly  formulated  and  labeled  and  that  any  im- 
properly labeled  products  now  on  the  market  are  re- 
called. 
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New  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  office  time 
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The  Rocom 

Medical  Management 

System... 


Rocom  Health  History  System 

provides  maximum  screening  information  about  the 
patient  with  a minimum  expenditure  of  your  time. 
Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
system.  Only  positive  answers  transfer  through 
to  the  summary  sheet.  You  get  an  immediate 
picture  of  the  patient's  current  complaints  with 
the  assurance  that  all  important  screening 
questions  are  covered. 


Rocom  Medical  Record  System a simple 

but  comprehensive  method  for  keeping  a complete 
record  on  every  one  of  your  patients.  Permits  you 
to  review  a patient's  medical  history  in  seconds 
and  retrieve  information  quickly.  Can  be  used  with 
the  "problem-oriented"  method  of  keeping  patient 
records.  Color  coding  eliminates  the  likelihood 
of  misplaced  files.  A disease  cross-index  card 
keeps  track  of  all  patients  with  the  same  disease. 
Well-kept  records  can  be  one  of  the  greatest 
deterrents  to  malpractice  suits.  The  Rocom  Medical 
Record  System  helps  protect  your  good  name. 


TThe  new  Rocom  Medical  Management  System*  can 
help  you  provide  better  care  for  your  patients 
I and,  at  the  same  time,  make  better  use  of  your 
I office  time.  In  designing  these  products 
hundreds  of  doctors,  nurses  and  receptionists 
I were  consulted  about  their  particular  office 
problems;  and  more  than  two  years  of  development 
under  actual  office  conditions  proved  that  they 
actually  do  help  solve  these  difficulties 
without  upsetting  existing  routines. 

Each  component  deals  with  a specific  problem 
area  --  health  histories,  medical  records,  the 
telephone,  and  scheduling  appointments.  They 
I may  be  employed  alone,  in  various  combinations, 

( or  preferably,  as  the  complete  Rocom  Medical 
\ Management  System,  depending  on  your  own  office 
I situation. 

I Most  physicians  --  whether  they  practice  alone 
or  with  a group  --  will  find  one  or  more  of 
these  components  useful.  You  are  invited  to 
I obtain  additional  information  about  the  Rocom 
( Medical  Management  System  by  sending  us  the 
i accompanying  coupon. 


ROCOM'  ^ 

Division  of  Hoffmann-La  Roche  Inc. 

Box  169 

Fairview,  New  Jersey  07022 
Gentlemen : 

I am  interested  in  obtaining  additional 
information  about: 


1 — 1 Health  History 
1 — 1 System 

□ 

Medical  Record 
System 

1 1 Telephone  System 

□ 

Appointment  System 

Name 

Specialty 

Street 

City 

State 

Please  do  not  forget  Zip  Code 

12 


Rocom  Telephone  System  ..  a complete 
system;  one  that  can  be  understood  quickly 
by  your  newest  office  aide;  one  that  permits 
your  staff  to  answer  specific  patient  questions 
with  confidence;  one  that  will  make  your 
practice  more  productive  by  assuring  that  you 
are  interrupted  only  when  you  think  it 
necessary.  Self-adhesive  backing  assures  that 
all  incoming  calls  can  become  part  of  the 
patient's  permanent  record. 


Rocom  Appointment  System  worked 
out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ- 
ualized to  your  own  requirements.  Can  be 
coordinated  with  your  colleague's  or  nurse's 
schedule.  Helps  keep  a steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 


♦Created  and  developed  by  Patient  Care  Systems,  Inc. 


Books  Received 


The  following  books  were  received  during  the  month  of  July,  1971.  * 


The  Thyroid.  A Fundamental  and  Clinical  Text. 

Third  edition.  Edited  by  Sidney  C.  Werner,  M.D.,  and 
Sidney  H.  Ingbar,  M.D.  Quarto  of  944  pages,  illus- 
trated. New  York,  Harper  & Row,  Publishers.  1971. 
Cloth,  $33.50. 

Williams  Obstetrics.  Fourteenth  edition.  By  Louis 
M.  Heilman,  M.D.,  and  Jack  A.  Pritchard,  M.D.,  With 
the  collaboration  of  Ralph  M.  Wynn,  M.D.  Quarto  of 
1,242  pages,  illustrated.  New  York,  Appleton-Century- 
Crofts,  1971.  Cloth,  $23.50. 

Probiotics.  Edited  by  George  S.  Sperti,  Sc.D.  Octavo 
of  121  pages,  illustrated.  Westport,  Connecticut,  The 
AVI  Publishing  Co.,  Inc.,  1971.  Cloth,  $20.50. 

Retinal  Diseases  in  Children.  Edited  by  William 
Tasman,  M.D.  Octavo  of  260  pages,  illustrated.  New 
York,  Harper  & Row,  Publishers,  1971.  Cloth  $15. 

Antimicrobial  Agents  and  Chemotherapy — 1970. 
Proceedings  of  the  Tenth  Interscience  Conference  on 
Antimicrobial  Agents  and  Chemotherapy,  Chicago, 
111.,  18-21  October  1970.  Edited  by  Gladys  L.  Hobby. 
Quarto  of  545  pages,  illustrated.  Washington,  D.C., 
American  Society  for  Microbiology,  1971.  Cloth,  $15. 

Symposium  on  the  Functional  Physiopathology  of  the 
Fetus  and  Neonate,  Clinical  correlations.  Edited 
by  Harold  Abramson,  M.D.  Quarto  of  182  pages,  il- 
lustrated. St.  Louis,  Missouri,  The  C.  V.  Mosby 
Company,  1971.  Cloth,  $15. 

Trauma  to  the  Liver.  Second  edition.  By  Gordon  F. 
Madding,  M.D.,  and  Paul  A.  Kennedy,  M.D.  Volume 

‘Books  received  for  review  are  acknowledged  promptly  in  this  column. 
No  other  obligation  is  assumed  for  the  courtesy  of  those  sending  them  for 
this  purpose.  Selection  for  review  is  made  on  the  basis  of  merit  and 
reader  interest. 


Ill  in  the  Series  Major  Problems  in  Clinical  Surgery. 

J.  Englebert  Dunphy,  M.D.,  Consulting  Editor.  Quarto 
of  186  pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1971.  Cloth,  $9.50. 

The  Modern  Family  Doctor  and  Changing  Medical 
Practice.  By  John  P.  Geyman,  M.D.  Octavo  of  297 
pages,  illustrated.  New  York,  Appleton-Century- 
Crofts,  1971.  Cloth,  $8.50. 

Orthotherapy.  By  Arthur  A.  Michele,  M.D.  Octavo 
of  223  pages,  illustrated.  New  York,  M.  Evans  and 
Company,  Inc.,  1971.  Cloth,  $6.95. 

Clinical  Obstetrics  and  Gynecology.  Volume  14, 
Number  1,  March  1971.  Legal  Abortions  in  New 
York  State:  Medical,  Legal,  Nursing,  Social  As- 

pects (July  1-December  31,  1970).  Guest  Editor 
George  Schaefer,  M.D.  Octavo,  illustrated.  New 
York,  Harper  & Row,  Publishers,  1971.  Published  quar- 
terly (four  numbers  a year) . Cloth  $22.  per  year. 

The  Medical  Clinics  of  North  America.  Nationwide 
Number.  Volume  55,  Number  4,  July  1971.  Sympo- 
sium on  Diabetes  Mellitus.  Philip  Felig,  M.D., 
and  Philip  K.  Bondy,  M.D.,  Guest  Editors.  Octavo, 
illustrated.  Philadelphia,  W.  B.  Saunders  Company, 
1971.  Published  Bi-Monthy  (six  numbers  a year). 
Cloth  $21.  per  year. 

Modern  Treatment.  Volume  7,  Number  6,  November 
1970.  Management  of  Esophageal  Disease.  Guest 
Editor,  Theodore  M.  Bayless,  M.D.  Octavo,  illustrated. 
New  York,  Harper  & Row  Publishers,  1970.  Published 
Bi-Monthly  (six  numbers  a year).  Cloth,  $20.  per  year. 

Wine  and  Your  Well-Being.  By  Salvatore  Pablo 
Lucia,  M.D.  Duodecimo  of  160  pages,  illustrated.  New 
York,  Popular  Library,  1971.  Paper,  $.95. 
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New 

accurate  system 
for  blood-glucose 
determinations 


Ames 

Refiectance  Meter 

n _ Precision  Reflectance  Photometer 

With 

Dextrostix' 

Reagent  Strips 

An  accurate  system 

because  you  get  quantitative  determinations  - 
results  are  comparable  in  accuracy  to 
accepted  automated  and  manual  procedures. 


A fast  convenient  system 

because  testing  is  fast . . . takes  less  than  2 min- 
utes ...  it  can  be  done  practically  anywhere  — in 
office,  hospital,  laboratory  or  mobile  unit. 


Ames  Reflectance  Meter  is  a three-pound, 
battery-operated  precision  instrument  that  pro- 
vides quantitative  measurements  of  blood  glu- 
cose in  conjunction  with  DEXTROSTIX  Reagent 
Strips.  It  measures  the  reflected  light  from  the 
surface  of  the  reacted  DEXTROSTIX  reagent 
area  and  converts  the  measurement,  by  means 
of  electronic  circuitry,  to  a numerical  reading  on 
a finely  calibrated  meter  scale.  Test  results  are 
available  in  less  than  two  minutes. 

For  full  details,  please  fill  out  and  mail  the 
coupon  on  this  page. 


Ames  Company 

Division  Miles  Laboratories,  Inc., 
Elkhart,  Indiana  46514 


''Chemical  and  Biological  Information 
Systems  Serving  Medioine  and  Industry" 


1 

i 


Gentlemen: 

□ Please  send  us  full  information  on  the  AMES’“ 
Reflectance  Meter/Dextrostix®  System. 

□ Please  have  your  local  AMES  representative 
contact  us  to  arrange  a demonstration. 


Name 

Phone 

Address 

City 

State 

Zip  Code 

NY  124170 

®fi:SgaF- 


' : ■: 


'mm& 


Same  price  as 
150 -ml.  size* 

JTwo  dosage 
strengths- 
125  mg./5ml. 
and 

250  mg. /5  ml. 


V-CillinK*Pediatric 

potassium 


phenoxymethyl 

penicillin 


Additional  information 
available  to  the 
profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


*Based  on  Lilly  selling  price  to  wholesalers. 
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Editorials 


Progress  in  genetic  biochemistry 


Late  in  1970,  a team  of  researchers  headed  by  Dr. 
Joseph  Yourno,  geneticist  at  Brookhaven  National 
Laboratory,  reported  on  tbe  first  laboratory  pro- 
duced “super-protein,”  which  provides  an  answer 
to  the  evolutionary  puzzle  of  how  biologically 
important  multifunctional  proteins,  or  enzymes, 
have  been  produced  in  nature.  The  process, 
termed  “gene  fusion,”  created  one  superprotein 
which  is  bifunctional,  instead  of  two  normal,  uni- 
functional proteins. 

At  tbe  time  it  was  thought  the  gene  fusion  cre- 
ated a joining  neck,  which  in  effect  formed  a “two- 
headed”  protein.  If  this  were  true,  the  researchers 
reasoned  that  it  should  be  possible  to  reverse  the 
fusion  by  cleaving  at  the  neck  and  recovering  the 
two  unifunctional  proteins. 

In  the  April  10  issue  of  The  Journal  of  Biological 
Chemistry,  Dr.  Yourno  and  research  associate 
Tadahiko  Kohno  report  strong  evidence  that  the 
fused  gene  does  indeed  produce  a “two-headed” 
protein.  Using  a biochemical  “microsurgery” 
technic,  the  scientists  separated  the  fused  proteins 
and  recovered  one  of  them  virtually  intact  and  still 
possessing  its  original  function.  The  successful 
outcome  of  this  experiment  provides  further 
evidence  that  one  form  of  evolutionary  mutation 
in  nature  is  the  fusion  of  different  genes  to  produce 
complex  multifunctional  proteins. 

The  original  fused,  or  two-headed,  protein  was 
produced  in  the  bacterium  Salmonella  typhimu- 


rium  as  the  result  of  two  successive  gene  mutations 
in  the  DNA  which  were  passed  on  to  the  proteins 
via  the  messenger  RNA  chain  while  the  cell  was 
undergoing  mitosis.  The  first  mutation  occurred 
at  the  end  of  the  histidine  D gene,  where  the  signal 
to  stop  producing  the  histidine  D protein  was 
eliminated.  The  second  mutation  occurred  at  the 
start  of  the  histidine  C gene  which  is  the  next  gene 
in  the  DNA  chain.  Here  the  signal  to  start  produc- 
ing the  histidine  C protein  was  eliminated.  Thus, 
without  stopping  production  of  the  histidine  D 
protein,  the  RNA  messenger  automatically  added 
into  the  process  the  production  of  histidine  C 
protein. 

The  composition  and  size  of  the  resultant  super- 
protein equalled  exactly  the  sum  of  the  two  indi- 
vidual proteins  that  would  have  been  produced 
from  two  normal  genes,  and  contained  both  func- 
tions as  well. 

Dr.  Joseph  Yourno,  head  of  this  research  effort, 
is  a thirty-four-year-old  geneticist  who  joined  the 
Biology  Department  of  Brookhaven  National 
Laboratory  in  1965.  His  research  associate  is 
twenty-six-year-old  Tadahiko  Kohno,  who  joined 
Dr.  Yourno’s  staff  in  1969  and  plans  to  enter 
graduate  school  this  year  in  pursuit  of  his  Ph.D. 

Dr.  Yourno’s  research  at  Brookhaven  National 
Laboratory  is  funded  by  the  Division  of  Biology 
and  Medicine  of  the  U.S.  Atomic  Energy  Commis- 
sion. 
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Since  the  time  of  the  earliest  recorded  medical 
writings,  clinicians  have  been  impressed  with  the 
influence  that  emotional  stimuli  appear  to  have  on 
asthmatic  processes.  Many  clinicians  have  felt 
i that  emotional  factors  play  an  important  part  in 
I the  causes  of  the  disease  process  and  are  instru- 
I mental  in  the  precipitation  of  given  asthmatic 
I attacks. 

In  more  recent  times,  considerable  literature 
on  the  psychology  of  bronchial  asthma  has  grown 
out  of  psychoanalytic  investigations.  Weiss'  was 
among  the  first  to  apply  psychoanalysis  to  the 
study  of  asthma  and  postulated  that  the  asthmatic 
attack  represents  the  repressed  cry  for  the  mother. 
This  formulation  was  taken  up  by  Alexander-  and 
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Among  those  factors  playing  a significant  part  in  the 
etiology  and  pathophysiology  of  bronchial  asthma, 
the  role  of  psychologic  variables  has  been  one  of  the 
most  difficult  to  evaluate.  The  problem  in  assessing 
these  variables  stems  primarily  from  the  complex- 
ity and  the  difficulty  in  providing  meaningful  con- 
trols for  them  in  most  experimental  situations.  By 
using  the  experimental  model  described,  it  is  pos- 
sible to  induce  significant  changes  in  the  airway 
reactivity  in  a number  of  asthmatic  patients  in  a 
laboratory  setting  by  means  of  psychologic  stimuli. 
The  airway  changes  so  induced  can  be  in  the  direc- 
tion of  both  increasing  Ra  or  decreasing  Ra,  depend- 
ing on  the  expectation  of  the  patients.  These  stud- 
ies further  indicate  that  such  phenomena  are  prob- 
ably mediated  by  vagal  efferents,  since  such  airway 
responses  can  be  blocked  by  atropine. 


French  and  Alexander^  and  elaborated  into  a con- 
flict-specificity theory  which,  briefly  stated,  pro- 
poses that  the  asthmatic  person  is  frequently  one 
with  exaggerated  dependence  on  the  mother. 
Everything  which  threatens  to  separate  the  patient 
from  the  protective  mother  is  apt  to  precipitate  an 
asthmatic  attack.  Others  have  suggested  that 
such  factors  as  personality  types,  aggression,  or 
conditioning  may  be  relevant  to  the  disease.'  ® 

Although  such  formulations  are  useful  in  ap- 
proaching a comprehensive  understanding  of  the 
psychology  of  asthma,  it  is  difficult  to  confirm 
or  refute  their  validity  other  than  by  clinical  im- 
pression. In  part,  the  problem  of  validation  stems 
from  the  fact  that  such  concepts  are  extremely 
complex,  and,  therefore,  it  is  difficult  to  provide 
meaningful  controls  for  appropriate  variables  in  an 
experimental  setting.  In  addition,  the  psychiatric 
practitioner  often  has  no  way  of  correlating  psychic 
events  with  changes  in  the  lungs,  especially  when 
such  changes  may  be  of  subclinical  magnitude. 
Consequently  he  frequently  has  a minimal  amount 
of  feedback  with  which  to  integrate  conceptually 
emotional  factors  with  physiologic  concomitants. 

There  also  seems  to  be  an  implicit  assumption 
made  by  a number  of  workers  in  the  field  that  the 
asthmatic  population  is  homogeneous,  and  what 
applies  to  some  asthmatic  persons  applies  to  all. 
However,  a growing  body  of  data  speaks  more  for 
heterogeneity  than  homogeneity.''  The  question 
then  may  be  asked,  how  can  the  psychophysiology 
of  bronchial  asthma  be  studied  in  a laboratory 
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TABLE  I.  Measurements  of  responses  of  various  subgroups  to  inhalation  of  suggested  allergens 


■Patients — Thoracic  Gas  Volume* ^ 

Sex s . Airway  Resistance*t ' ^ Liter ^ , Conductance  Ratio** — ' 


Condition  Number 

Male 

Female 

Age* 

Base  line  Postinhalation 

Base  line  ! 

Postinhalation 

Base  line 

Postinhalation 

Asthmatic 

40 

14 

26 

25.8  ± 7.4 

2.22  ± 0.27 

3 . 43  ± 1 . 35 

2 . 79  ± 0 . 49 

3.00  ± 0.74 

0.18  ± 0.05 

0. 12  ± 0.05 

Normal 

10 

4 

6 

23. 7±  1.8 

1.22  ± 0.36 

1.39  ± 0.37 

2.86  ± 0.41 

2.85  ± 0.41 

0.32  ± 0.11 

0.28  ± 0,09 

Restrictive 

15 

4 

11 

30.0  ± 9.8 

2.77  dz  0.82 

3.12  ± 0.89 

2.12  ± 0.70 

2.04  ± 0.64 

0.20  ± 0.07 

0.18  ± 0.05 

Bronchitic 

15 

10 

5 

51.8  ± 14.8 

3 . 59  ± 1 . 44 

3 . 95  ± 1 . 28 

3.91  ±1.02 

4 . 03  ± 1 . 05 

0.09  ± 0.03 

0.08  ± 0.03 

* Mean  and  standard  deviation, 
t Centimeter  water  per  liter  per  second. 

**  Liter  per  second  per  centimeter  water  per  liter. 


setting  in  such  a manner  as  to  define  specific 
psychologic  variables  operationally,  provide  ade- 
quate controls  for  them,  and  integrate  such  vari- 
ables with  the  pathophysiologic  changes  taking 
place  in  the  lungs?  During  the  past  few  years  we 
have  been  conducting  experiments  which  we  feel 
provide  a means  for  addressing  ourselves  to  this 
question. 

Method 

In  the  initial  phase  of  these  studies,  asthmatic 
patients  were  selected  on  the  basis  of  a character- 
istic history  of  episodic  attacks  of  reversible 
bronchospasm  associated  with  a family  or  personal 
history,  or  both,  of  allergy  and  on  an  absence  of 
irreversible  mechanical  defects  within  the  lungs. 
The  patients  were  told  that  they  were  cooperating 
in  a study  related  to  the  control  of  air  pollution, 
and  that  the  experimenters  were  trying  to  deter- 
mine the  concentrations  at  which  a variety  of  sub- 
stances in  the  atmosphere  would  induce  attacks  of 
wheezing.  It  was  indicated  to  each  patient  that 
he  would  be  inhaling  5 different  concentrations  of 
an  irritant  or  allergen  which  the  patient  had  pre- 
viously indicated  to  be  associated  with  his  asth- 
matic attacks.  The  patient  was  led  to  believe  that 
he  would  be  exposed  to  progressively  increasing 
concentrations  of  this  substance,  whereas  the 
material  actually  presented  to  him,  in  all  instances, 
was  physiologic  saline  solution.  Ra  (airway 
resistance)  and  TGV  (thoracic  gas  volume)  were 
measured  in  a Collins  body  plethysmograph  prior 
to  the  onset  of  any  test  inhalation.®  Ra  and  TGV 
were  calculated  as  the  mean  of  5 successive  mea- 
sures of  each  variable.  Resistance  was  converted 
to  its  reciprocal  or  Ga  (conductance)  and  was  ex- 
pressed as  Ga:TGV  (conductance-thoracic  gas 
volume  ratio)  to ' correct  fori  a variation  in  lung 
volume  during  testing.  The  normal  range  for  this 
ratio  is  0.13:0.35  L.  second  per  centimeter  water 
per  liter. 

After  base  line  data  were  obtained,  the  patients 
inhaled  over  a thirty-second  period,  10  deep 
breaths  of  the  suggested  “allergen”  or  “irritant” 
(saline)  from  a DeVilbiss  nebulizer.  Following 
this,  Ra  and  TGV  were  measured  at  one-  and  four- 
minute  postinhalation  intervals,  with  each 
measurement  representing  the  mean  of  5 deter- 


minations at  each  interval.  This  procedure  was 
repeated  for  each  new  suggested  “increased  con- 
centration” of  the  bogus  allergen  or  irritant  given 
to  the  patient.  In  the  event  the  patient  experi- 
enced dyspnea  or  wheezing,  the  inhalations  were 
stopped,  and  a placebo  in  the  form  of  nebulized 
physiologic  saline  solution  was  administered;  the 
patients  were  told  that  they  were  receiving  a 
bronchodilator  drug,  isoproterenol  hydrochloride 
(Isuprel).  The  Ga:TGV  ratios  were  then  deter- 
mined three  minutes  after  administering  the 
placebo. 

As  control  patients,  normal  persons,  patients 
with  sarcoid  disease  or  with  tuberculosis  (restric- 
tive lung  diseases),  and  persons  with  chronic 
bronchitis  were  investigated  in  the  same  manner, 
except  that  they  were  told  the  inhalants  were  5 
different  concentrations  of  industrial  air  pollutants 
which  cause  bronchial  irritation  and  difficulty 
in  breathing. 

Table  I shows  that  the  mean  Ra  of  the  group  with 
asthma  rose  from  2.22  to  3.43,  while  the  mean  TGV 
went  from  2.79  to  3,  resulting  in  a lowered  Ga: 
TGV  ratio  which  fell  from  0.18  to  0.12.  This 
change  was  significant  at  the  p = 0.001  level.  In 
contrast,  the  Ra,  the  TGV,  and  consequently  the 
Ga:TGV  of  the  patients  in  the  normal,  restrictive, 
and  bronchitic  groups,  did  not  change  signifi- 
cantly. The  changes  seen  in  the  asthmatic  group 
of  patients  were  brought  about  by  the  fact  that  19 
of  the  40  patients  reacted  to  the  inhalation  of  bogus 
allergen  or  irritant  with  significant  airway  obstruc- 
tion. 

Twelve  of  these  19  patients  went  on  to  develop 
full-blown  clinical  attacks  of  asthma  with  wheez- 
ing and  dyspnea.  The  other  7 patients  responded 
with  an  increased  Ra  so  that  their  Ga:TGV  ratios 
fell  below  accepted  normal  levels.  However,  the 
degree  of  airway  obstruction  associated  with  these 
changes  was  not  of  sufficient  magnitude  to  induce 
signs  and  symptoms  of  acute  bronchospasm. 

Figure  lA  depicts  the  mean  Ga:TGV  ratios  of 
those  12  patients  who  reacted  to  the  inhalation  of 
saline  with  clinical  signs  and  symptoms  of  asthma. 
When  these  persons  were  given  a saline  placebo  to 
inhale,  but  were  told  that  it  was  isoproterenol 
hydrochloride,  the  attacks  cleared  up  in  all  in- 
stances, and  the  Ga:TGV  ratios  returned  to  basic 
levels. 
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Case  report 

The  interesting  responses  of  one  patient  who  was  not 
included  in  the  previous  data  are  seen  in  Figure  IB. 
This  eighteen-year-old  man  with  a six-year  history  of 
asthma  came  to  the  laboratory  with  a letter  from  his 
allergist  enumerating  a number  of  allergens  to  which  he 
was  reputedly  sensitive.  Following  the  inhalation  of  the 
sham  allergen,  his  Ga  fell  slightly  but  remained  within 
normal  limits.  By  the  time  he  inhaled  the  second  sup- 
posed concentration,  he  began  to  hyperventilate  and  the 
Ga  rose.  Treatment  with  the  first  saline  placebo  inhala- 
tion was  without  effect,  and  he  soon  developed  carpal 
spasm.  However,  a second  placebo  inhalation  was  effec- 
tive in  terminating  the  hyperventilation,  and  with  it  Ga 
decreased.  During  the  period  of  hyperventilation, 
auscultation  of  the  chest  revealed  no  wheezing.  When 
asked  if  this  represented  a typical  asthma  attack,  the 
patient  said  that  it  did.  It  was  obvious  from  the  clinical 
findings  that  this  patient  was  not  having  an  asthmatic 
attack  at  the  time  and,  indeed,  the  striking  feature  is 
that  his  Ga  rose  during  the  hyperventilation,  which  is 
just  the  opposite  of  what  would  be  expected  had  this 
been  an  asthma  attack. 

In  an  attempt  to  determine  the  reproducibility 
of  this  phenomenon,  29  of  the  original  patients  were 


FIGURE  1.  (A)  Mean  airway  responses  of  12  patients 

to  inhalation  of  bogus  allergens  (saline)  showing  fall 
in  Ga  TGV  and  subsequent  rise  following  inhalation  of 
placebo  (saline).  (B)  Responses  of  one  person  to 
inhalation  of  bogus  allergen  (saline).  PM  = first  inhala- 
tion of  bogus  allergen  (saline);  PI2  = second  inhalation 
of  bogus  allergen  (saline),  placebo  1 = first  inhalation  of 
saline  placebo;  and  placebo  2 = second  inhalation  of 
saline  placebo.  (C)  Mean  responses  of  reactors  (R)  and 
nonreactors  (NR)  to  inhalation  of  isoproterenol  hydro- 
chloride following  inhalation  of  bogus  allergen  or  irri- 
tant. PI  = mean  Ga  TGV  after  inhaling  bogus  allergen 
or  irritant  (saline);  Isuprel  = responses  after  inhaling 
isoproterenol  hydrochloride  when  patient  told  it  was  a 
greater  concentration  of  allergen  or  irritant;  and  PP  = 
responses  of  reactors  to  inhalation  of  saline  placebo 
when  patient  told  it  was  isoproterenol  hydrochloride. 


recalled  and  studied  as  before.  Fourteen  were 
patients  who  had  not  reacted  with  significant 
changes  in  airway  resistance  in  the  initial  study, 
and  15  were  persons  who  had  reacted.  All  14 
patients  who  had  not  reacted  in  the  first  study 
continued  to  be  nonreactors  in  the  second.  Of 
those  15  patients  who  reacted  in  the  first  experi- 
ment, 13  also  reacted  in  the  second,  while  2 did  not. 

Although  the  procedure  in  the  second  experi- 
ment was  identical  with  the  first  up  to  the  point  of 
determining  whether  or  not  the  patients  reacted  to 
the  inhalation  of  bogus  allergen,  an  additional 
step  was  carried  out  in  the  second.  In  the  case  of 
the  nonreactors,  instead  of  stopping  after  the  fifth 
supposed  concentration,  the  patients  were  told  that 
they  would  be  inhaling  one  additional  sample. 
They  were  also  told  that  in  addition  to  the  sub- 
stance they  had  been  inhaling  in  the  first  5 
samples,  the  sixth  one  also  contained  a variety  of 
other  substances  such  as  mixed  pollens,  mixed 
animal  danders,  industrial  air  pollutants,  and 
others.  The  material  actually  administered  was 
isoproterenol  hydrochloride. 

The  patients  who  were  reactors  at  the  point 
where  changes  in  airway  reactivity  became  ap- 
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parent  were  told  that  even  though  they  were  react- 
ing to  the  substance  which  they  had  been  inhaling, 
it  was  important  to  see  how  much  more  airway 
obstruction  would  be  produced  by  the  next  higher 
concentration  of  the  substance.  The  persons  who 
were  reactors  also  received  isoproterenol  hydro- 
chloride in  that  instance.  Figure  IC  shows  the 
mean  responses  of  the  reactors  and  nonreactors  to 
the  inhalation  of  isoproterenol  hydrochloride.  In 
contrast  to  the  nonreactor  patients  who  responded 
with  a rise  in  Ga,  the  Ga  of  the  reactor  patients 
fell  slightly,  although  not  significantly.  However, 
when  given  saline  placebo  and  told  that  they  were 
breathing  isoproterenol  hydrochloride,  the  Ga  of 
all  reactors  quickly  returned  to  basic  levels. 

Psychologic  factors 

To  evaluate  the  peripheral  mechanism  by  which 
psychologic  factors  could  induce  changes  in  airway 
resistance,  5 patients  who  were  consistent  reactors 
were  selected  for  further  study.  After  base  line 
measurements  were  obtained,  the  persons  were 
exposed  to  the  bogus  allergens  as  previously  de- 
scribed. When  they  began  to  react,  each  was 
given  an  intravenous  injection  of  saline  and  told 
that  it  would  heighten  his  response.  The  injection 
itself  did  not  influence  the  Ga:TGV. 

The  patients  were  then  exposed  to  a “dilution” 
of  inhalant  that  had  not  affected  them  previously. 
The  response  to  this  inhalation  caused  a further 
drop  in  Ga:TGV,  which  was  then  reversed  with 
placebo  treatment.  When  Ga:TGV  had  returned 
to  basic  values,  the  responses  to  0.01  and  0.1  per 
cent  solutions  of  inhaled  carbachol  were  tested. 
The  patients  were  not  told  the  nature  of  this  sub- 
stance. All  patients  reacted  to  the  carbachol  with 
a fall  in  Ga:TGV.  Atropine  sulfate  1 to  2 mg.  was 
then  given  intravenously.  The  patients  were  told 
that  it  was  the  same  material  they  had  received  in 
the  first  injection.  Thirty  minutes  after  adminis- 
tration of  atropine,  the  patients  were  challenged 
again  with  the  sham  allergen.  This  time  there  was 
no  response  by  any  patient.  The  effectiveness  of 
atropine  was  tested  by  giving  0.1  and  1 per  cent 
solutions  of  carbachol,  and  no  significant  airway 
response  was  measured.  Three  hours  after  atro- 
pine was  administered,  the  patients  were  exposed 
once  more  to  the  bogus  allergens  to  which  they  now 
reacted.  Placebo  treatment  then  reversed  the  air- 
way obstruction. 

Comment 

These  experiments  have  shown  that  it  is  possible 
to  induce  significant  changes  in  airway  reactivity 
in  a number  of  asthmatic  patients  in  a laboratory 
setting  by  means  of  psychologic  stimuli.  The  air- 
way changes  so  induced  can  be  in  the  direction  of 
both  increasing  Ra  or  decreasing  Ra,  depending  on 
the  expectation  of  the  patient.  These  studies 


further  indicate  that  such  phenomena  are  probably 
mediated  by  vagal  efferents,  since  such  airway 
responses  can  be  blocked  by  atropine. 

With  the  demonstration  that  psychologic  factors 
are  capable  of  altering  the  mechanical  properties 
of  the  lungs  in  certain  persons,  a number  of  ques- 
tions arise  as  to  the  precise  nature  of  these  vari- 
ables. One  of  the  ways  in  which  these  phenomena 
could  be  explained  is  by  the  concept  of  suggestion. 
The  phenomenon  of  suggestibility  is  not  complete- 
ly understood;  however,  a considerable  amount  of 
work  has  been  done  in  this  area.  There  are  a 
number  of  simple  tests  which  have  been  developed 
to  distinguish  in  a quantitative  fashion,  the  sus- 
ceptibility of  persons  to  suggestion  in  experiments. 
These  tests  have  been  reported  to  be  good  indica- 
tors of  such  phenomena  as  hypnotic  inducibility, 
which  is  often  considered  to  reflect  susceptibility 
to  suggestion.  It  may  be  that  those  patients  whose 
airways  reacted  to  the  inhalation  of  bogus  allergen 
are  more  open  to  suggestion  than  those  who  did  not 
react. 

Although  there  are  insufficient  data  at  this  time 
to  allow  for  a definite  statement  about  this  possi- 
bility, it  is  feasible  to  investigate  the  variable  of 
suggestion  by  using  the  experimental  model 
described.  For  example,  a population  of  asth- 
matic persons  could  be  divided  into  a high-sug- 
gestible group  and  a low-suggestible  group  with 
the  appropriate  tests  available  for  such  dichotomi- 
zation.  An  attempt  could  then  be  made  to  predict 
in  a prospective  manner  which  patients  would 
react  to  sham  allergens  and  which  would  not.  If 
suggestion  is  an  important  variable  in  this  phe- 
nomenon, then  there  should  be  a high  correlation 
between  the  scores  on  the  tests  for  suggestibility 
and  the  airway  response  to  a suggested  allergen. 
That  is,  there  should  be  a preponderance  of  high 
scores  among  the  reactors  and  low  scores  among  the 
nonreactors. 

An  alternative  way  of  viewing  the  results  of  the 
present  studies  would  be  along  the  lines  of  a condi- 
tioning paradigm.  After  many  experiences  of  de- 
veloping bronchospasm  following  exposure  to  a 
given  substance,  it  is  possible  that  a person  could 
respond  to  stimuli  associated  with  the  substance  as 
though  they  were  the  actual  substance.  Such  a 
possibility  could  be  studied  with  the  present 
experimental  model  by  such  technics  as  plotting 
extinction  curves  and  attempting  second-order 
conditioning. 

Although  the  experimental  model  described  pro- 
vides a means  for  evaluating  a number  of  psycholo- 
gic variables  which  may  be  relevant  to  the  psycho- 
physiology of  bronchial  asthma,  the  preliminary 
findings  themselves  have  direct  clinical  and  re- 
search implications.  Since  the  expectations  of  the 
patient  can  play  a significant  part  in  influencing 
airway  reactivity,  this  factor  must  be  considered 
in  an  overview  of  the  disease  process. 
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Let  us  take,  for  example,  the  matter  of  evaluat- 
ing therapeutic  efficacy.  A patient  having  an 
asthma  attack  is  given  a particular  medication  and 
improves.  The  assumption  is  then  made  that  the 
improvement  was  due  entirely  to  the  pharmaco- 
logic action  of  the  drug.  Although  this  is  true  in 
many  instances,  it  probably  is  not  true  in  all  cases. 
As  has  been  shown  in  the  present  studies,  with 
some  individuals,  expectation  can  play  a greater 
part  in  airway  response  than  that  brought  about 
by  the  pharmacologic  action  of  a drug,  such  as 
isoproterenol  hydrochloride.  Therefore,  in  assess- 
ing the  efficacy  of  any  given  therapy,  an  attempt 
must  be  made  to  adequately  control  for  each  vari- 
able which  may  exert  an  influence  on  the  patient’s 
response.  In  this  manner,  a more  rational  ap- 
proach to  over-all  patient  care  can  be  instituted, 
and,  at  the  same  time,  it  will  enable  us  to  expand 
our  knowledge  about  the  intricacies  of  a complex 
and  oftentimes  baffling  disease  process. 
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The  authors  have  closed  secundum  atrial  defects 
in  70  patients  over  thirty  years  of  age  (range  thirty 
to  seventy-one).  In  contrast  to  individuals  in 
younger-age  groups,  93  per  cent  had  cardiac  symp- 
toms, 31  per  cent  frank  congestive  heart  failure, 
27  per  cent  atrial  arrhythmia,  57  per  cent  pul- 
monary hypertension,  and  33  per  cent  a reduced 
cardiac  index. 

Associated  lesions  encountered  included  anoma- 
lous pulmonary  venous  drainage  in  10,  pulmonic 
stenosis  in  4,  mitral  valve  disease  in  2,  and  1 pa- 
tient each  with  corrected  transposition  and  aortic 
arch  of  the  right  side. 

Complications  occurred  in  25  patients  and  in- 
cluded arrhythmias  in  10  and  congestive  heart  fail- 


Thoracic Surgery  was  held  at  the  Sunderland  Au- 
ditorium, St.  Luke’s  Hospital,  on  February  18, 
1971.  Joseph  J.  Timmes,  M.D.,  presided.  Ab- 
stracts of  the  reports  with  pertinent  discussions 
follow. 


ure  in  4.  Three  postoperative  deaths  occurred  and 
were  due  to  heart  block,  retrograde  aortic  dissec- 
tion, and  pulmonary  venous  infarction. 

Severe  pulmonary  hypertension  with  predomi- 
nant right-to-left  shunt  is  the  only  relative  contra- 
indication to  repair.  The  second  oldest  patient 
in  our  series,  a female,  sixty-six  years  of  age,  under- 
went successful  correction  despite  intractable  con- 
gestive heart  failure,  a bidirectional  shunt,  and  a 
pulmonary  artery  pressure  of  108/66  mm.  Hg. 

Experience  with  atrial  defects  in  older  patients 
refutes  the  idea  held  by  some  of  the  benignity  of 
this  lesion. 

Discussion 

Herbert  Mark,  M.D.,  F.A.C.P.,  Jersey  City, 
New  Jersey.  * An  atrial  septal  defect  in  the  adult 
should  not  be  considered  a benign  lesion.  How- 
ever, of  all  forms  of  congenital  heart  disease,  it 
occurs  most  frequently  in  the  adult-age  group,  and 
long  survival  is  not  unusual.  The  patients  de- 
scribed by  Dr.  Rees  were  indeed  ill  and  in  need  of 
surgery.  They  constitute  a significant  segment  but 
not  the  entire  clinical  spectrum  of  atrial  septal  de- 
fect in  the  adult.  The  natural  history  of  this  lesion 
was  not  defined  in  the  presurgical  era,  although 
several  early  reports  indicated  that  life  expectancy 
was  limited  to  about  forty  years.  This  information 
is  still  needed  to  enable  us  to  assess  the  late  results 
of  surgery,  especially  in  older  patients. 

For  more  than  ten  years,  Dennison  Young,  M.D., 
and  I have  been  carrying  out  a study  of  the  natural 
history  of  congenital  heart  disease  in  the  adult. 

‘.Jersey  City  Medical  Center,  .Jersey  City,  New  Jersey,  and 
Department  of  Medicine,  New  Jersey  College  of  Medicine  and 
Dentistry,  Newark,  New  .Jersey. 
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Our  series  now  totals  612  patients  over  the  age  of 
seventeen;  of  these  161,  or  26  per  cent,  have  proved 
secundum  atrial  septal  defects.  These  patients 
were  all  sent  to  a diagnostic  center  for  complete 
evaluation;  in  that  sense,  it  is  a selected  series. 
Therefore,  we  should  avoid  generalization  about 
all  patients  with  this  lesion,  because  there  are 
many  undiagnosed  cases  that  do  not  come  to  our 
attention.  In  fact,  a number  of  the  asymptomatic 
patients  in  our  series  were  first  identified  by  roent- 
gen screening  or  during  selective  service  examina- 
tions. 

Cardiovascular  symptoms  and  heart  failure  are 
unusual  before  the  age  of  thirty  but  occur  increas- 
ingly beyond  that  age.  Arrhythmias,  usually  atrial 
fibrillation,  also  develop  as  these  patients  age. 
They  predispose  to  heart  failure  or  aggravate  exist- 
ing decompensation. 

Pulmonary  artery  pressures  also  rise  with  age  but 
do  not  seem  to  predispose  to  or  result  from  heart 
failure.  Whereas  most  older  patients  with  pul- 
monary hypertension  experience  functional  limi- 
tation, many  with  heart  failure  have  normal  pul- 
monary artery  pressures. 

Twenty-two  patients  have  died,  and  this  is  the 
main  focus  of  our  study.  Four  patients  died  of  un- 
related diseases  several  years  following  closure  of 
atrial  septal  defects,  and  2 deaths  resulted  from 
surgery  performed  at  different  centers.  The  re- 
maining 16  patients  died  as  a consequence  of  their 
congenital  heart  disease,  even  when  other  diseases 
were  present.  All  were  over  forty.  Thirteen  suc- 
cumbed to  heart  failure  and  arrhythmias,  1 to 
brain  abscess,  and  1 died  suddenly  while  receiving 
an  anesthetic  agent.  One  unoperated  patient 
died  of  coronary  artery  disease  at  seventy-seven. 
Five  of  these  deceased  patients  were  over  sixty, 
and  an  atrial  septal  defect  had  not  been  suspected 
in  4. 

Our  data  demonstrate  disability  beyond  thirty 
and  a high  mortality  rate  beyond  forty  in  a group  of 
older  patients  with  atrial  septal  defects.  Even 


after  the  appearance  of  symptoms  and  heart  fail- 
ure, a prolonged  course  may  be  anticipated.  All 
respond  to  medical  management.  Symptoms  and 
heart  failure,  even  intractable  failure,  are  reduced 
or  eliminated  by  surgery,  although  arrhythmias 
persist  or  recur. 

Interestingly,  even  asymptomatic  patients  report 
improved  exercise  tolerance  and  easier  respiration 
after  surgery. 

All  atrial  septal  defects  in  younger  patients 
should  be  closed.  Any  symptomatic  patient  with 
an  atrial  septal  defect,  up  to  the  age  of  sixty,  should 
be  offered  surgery.  Beyond  that  age,  the  problems 
of  chest  surgery,  immobilization,  and  the  effects  of 
concomitant  medical  disease  should  be  carefully 
considered  in  prescribing  surgery.  Each  patient 
should  be  approached  on  an  individual  basis.  Age, 
coronary  artery  disease,  emphysema,  liver  disease, 
and  diabetes  do  not,  of  themselves,  rule  our  sur- 
gery. However,  pulmonary  pressures  rise  late  with 
this  disease  although  unpredictably,  unlike  the 
other  shunting  defects.  A moderate  degree  of  pul- 
monary hypertension,  whether  or  not  accompanied 
by  symptoms  or  decompensation,  is  an  indication 
for  surgical  intervention,  although  severe  pulmo- 
nary hypertension,  with  reversal  of  shunt,  is  a con- 
traindication. 

Dr.  Rees  (in  closing):  I would  like  to  re-empha- 
size the  remarks  concerning  the  older  patient.  As 
Dr.  Mark  has  said,  this  is  a very  unpredictable 
lesion.  This  unpredictability  is  a most  perplexing 
problem.  We  do  not  know  what  percentage  of 
children  will  eventually  develop  Eisenmenger’s 
syndrome  which  is  an  irreversible  situation.  Re- 
pair should  always  be  carried  out  in  the  younger 
patient  even  though  there  is  a slight  risk  involved. 
This  avoids  the  situation  in  which  the  child  may  be 
labeled  a “cardiac  cripple”  as  he  grows  up.  Older 
patients  certainly  should  be  considered  as  well. 
We  would  not  put  any  upper-age  limit  contrain- 
dicating repair;  this  might  be  the  only  item  in 
which  we  differ  from  Dr.  Mark. 


/ 
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Sixty-six  cyanotic  patients  over  fifteen  years  of 
age  with  tetralogy  of  Fallot  have  undergone  total 
correction.  The  series  has  been  reviewed  to  evalu- 
ate the  benefits  and  hazards  of  rectifying  this  de- 
fect in  older  subjects.  Fifty-one  patients  had  pre- 
vious shunting  procedures.  The  established  intra- 
cardiac technic  for  total  repair  was  used  through- 
out. In  10.6  per  cent  (7  of  66)  of  patients  recon- 
struction of  the  pulmonary  outflow  tract  was  re- 
quired. Follow-up  extends  from  six  months  to  ten 
years.  Postoperative  catheterization  was  done  in 
33  cases.  The  operative  mortality  rate  was  7.6 
per  cent  (5  of  66).  There  was  1 late  death.  All 
deaths  were  technically  related,  and  none  could  be 
correlated  with  patient  age.  Abundant  collateral 
circulation  exists  in  older  patients  with  tetralogy  of 
Fallot,  and  increased  postoperative  bleeding  in 
this  series  was  reflected  in  the  21.2  per  cent  (14  of 
66)  reoperation  rate.  Survivors  represent  92.4  per 
cent  (60  of  66)  of  the  group,  and  all  are  completely 
asymptomatic.  These  mortality  rates  and  survivor 
figures  parallel  those  obtained  in  our  total  experi- 
ence of  250  tetralogy  repairs.  We  believe  all  pa- 
tients with  tetralogy  of  Fallot  should  undergo  total 
correction.  Advanced  age  is  no  contraindication 
to  surgery.  Shunting  procedures,  when  indicated, 
are  to  be  considered  only  a preliminary  to  full 
correction. 

Discussion 

Frank  C.  Spencer,  M.D.,  New  York  City.* 
The  data  in  this  report  are  most  impressive.  A 
mortality  rate  near  6 per  cent  in  a series  of  more 
than  60  patients  is  equal  to  the  best  results  ob- 
tained anywhere  in  the  world  and  speaks  for  a very 
precise  operative  technic.  Mortality  rates  not  long 
ago  in  many  centers  were  near  15  to  20  per  cent. 

*Profe.s8or  and  Chairman,  Department  of  Surgery,  New  York 
University  Medical  Center. 


An  impressive  finding  is  the  good  long-term 
functional  result,  despite  the  fact  that  the  pa- 
tients were  in  an  older-age  group.  This  indicates 
that  chronic  right  ventricular  hypertrophy  is  com- 
patible with  a good  long-term  functional  result  if 
the  obstruction  is  corrected. 

Several  minor  technical  points  might  be  men- 
tioned. There  was  some  discussion  about  in- 
creased bleeding  at  operation  in  patients  who  had 
had  a previous  subclavian  shunt.  Our  approach 
in  ligating  a previous  shunt  is  to  dissect  along  the 
aortic  arch  to  isolate  the  subclavian  artery  at  its 
origin  from  the  aorta  and  encircle  it  with  ligatures 
at  this  point.  These  ligatures  are  tied  when  bypass 
is  started.  Any  dissection  in  the  mediastinum 
is  carefully  avoided.  This  technic  has  been  uni- 
formly possible  and  is  not  associated  with  signifi- 
cant bleeding. 

This  report  is  qf  particular  importance  because 
operation  should  probably  be  routinely  advised  for 
older  patients,  often  in  the  second  or  third  decade, 
even  though  a functioning  shunt  is  present,  with 
only  moderate  impairment  of  exercise  tolerance. 
Recently,  a woman,  twenty-seven  years  of  age, 
who  had  a hematocrit  between  60  and  65,  was 
operated  on  by  our  group.  However,  life  was 
quite  restricted,  with  recurrent  phlebotomies, 
a limited  exercise  tolerance,  one  episode  of  bac- 
terial endocarditis,  and  one  pregnancy  resulting 
in  spontaneous  abortion  in  a few  months.  A good 
functional  result  was  obtained  with  operation. 
In  the  great  majority  of  patients  congestive  heart 
failure  will  ultimately  develop  in  the  second  or 
third  decade  if  operation  is  not  performed  before- 
hand. The  congestive  failure  is  a natural  result  of 
long-standing  right  ventricular  obstruction  and  al- 
so the  increased  workload  from  the  shunt,  similar 
to  that  of  a patent  ductus  arteriosus.  The  oldest 
patient  I have  personally  operated  on  was  thirty- 
seven  years  of  age.  Striking  foci  of  ectopic  calci- 
fications had  developed  throughout  the  right  ven- 
tricular muscle  and  the  tricuspid  valve.  Although 
he  survived  operation  after  a stormy  postoperative 
course,  he  died  three  years  later  with  progressive 
intractable  right  ventricular  failure,  apparently 
from  irreversible  changes  in  the  right  ventricle. 

A final  small  point  was  discovered  by  our  group 
in  the  past  year  in  evaluating  a patient  with  the  un- 
usual condition  of  multiple  ventricular  septal  de- 
fects with  the  classic  tetralogy  of  Fallot.  This  is 
an  unusual  condition.  A recent  report  described 
its  occurrence  in  about  1 per  cent  of  patients.  This 
experience,  combined  with  other  patients,  led  to 
the  development  of  a technic  of  retrograde  injec- 
tion of  saline  through  a left  ventricular  vent  while 
the  aorta  is  clamped.  Air,  of  course,  must  be  re- 
moved from  the  left  ventricle  before  saline  is  in- 
jected. If  saline  is  forcefully  injected,  small  de- 
fects can  readily  be  disclosed  which  otherwise 
would  be  overlooked.  This  technic  originally  per- 
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mitted  detection  of  a 5 to  7-mm.  defect,  located 
about  1 cm.  caudad  to  a classic  large  defect  during 
operation  for  tetralogy.  Otherwise  this  patient’s 
condition  would  probably  have  been  classified 
later,  on  repeat  catheterization,  as  “small  residual 
shunt.”  How  frequently  these  small  additional 
defects  occur  is  presently  unknown,  for  most  are 
categorized  as  “residual  leak  after  operation.” 

Dr.  Beach  (in  closing):  We  found  postoperative 
bleeding  to  be  primarily  a problem  in  those  pa- 
tients with  a left  Blalock  anastomosis  and  a left 
aortic  arch.  In  that  situation  some  mediastinal 
dissection  was  required  to  ligate  the  shunt.  One 
I patient  with  pulmonary  hypertension  had  a uni- 
lateral pulmonary  artery.  She  had  previously  had 
a Blalock  shunt  on  the  right.  At  the  time  of  the 
operation,  technical  difficulties  were  encountered, 
and  the  pulmonary  artery  required  ligation.  An 
end-to-end  anastomosis  was  then  effected  between 
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From  the  Roosevelt  Hospital 

With  the  advent  of  low  prime  disposable  oxygen- 
ator systems  and  refinements  in  operative  technics 
it  has  been  advocated  that  elective  repair  of  con- 
genital heart  lesions  be  carried  out  in  younger-age 
groups.  A series  of  consecutive  cases  will  be  pre- 
sented including  3 total  corrections  of  tetralogy  of 
Fallot,  1 endocardial  cushion  defect,  and  3 ventric- 
ular septal  defects  with  and  without  aortic  valve 
involvement.  In  this  group  there  has  been  a zero 
mortality  rate,  and  all  patients  have  been  able  to 
resume  normal  activity  following  convalescent 
periods.  The  rational  for  early  correction  from  a 
technical  standpoint  includes  less  adverse  compen- 
satory changes  which  normally  take  place  with 
time,  the  lack  of  a preliminary  palliative  operative 
*Established  Investigator,  American  Heart  Association. 


the  subclavian  artery  and  the  distal  pulmonary 
artery.  The  patient’s  shunt  ceased  functioning 
two  years  later,  and  the  pulmonary  artery  throm- 
bosed. She  has  pulmonary  hypertension  and  pul- 
monary insufficiency.  Despite  this,  however,  she 
has  passed  the  eight  years  since  total  repair  com- 
fortably and  has  borne  two  children  without  diffi- 
culty. As  far  as  outflow  tract  patches  are  con- 
cerned, we  generally  made  judgments  regarding 
their  use  based  on  gross  considerations  while  the 
heart  was  open.  Occasionally,  a patient  was  found 
unexpectedly  to  have  a significant  gradient  after 
coming  off  bypass.  In  these  instances  bypass  was 
resumed  and  an  outflow  tract  patch  placed.  Two 
of  our  patients  with  residual  shunts  did  have  un- 
suspected muscular  defects.  The  technic  de- 
scribed by  Dr.  Spencer  would  enable  one  to  detect 
a residual  shunt  more  readily  while  the  heart  is  still 
open. 


procedure  for  the  tetralogy  of  Fallot,  lack  of  pul- 
monary artery  banding  for  the  ventricular  septal 
defects,  and  the  restoration  of  a child  with  a satis- 
factory cardiopulmonary  status  prior  to  his  enter- 
ing his  school  years. 

Discussion 

Frederick  O.  Bowman,  M.D.  New  York  City. 
First,  I would  like  to  congratulate  the  authors  on 
their  fine  results  in  this  group  of  patients  and  on 
their  rapidly  growing  program  in  cardiac  surgery  at 
Roosevelt  Hospital.  I think  they  have  made  a good 
point,  namely,  that  we  are  able  to  carry  out  more 
satisfactory  cardiopulmonary  bypass  and  total  cor- 
rection of  cardiac  congenital  anomalies  in  younger 
and  younger-age  groups  as  the  years  go  by.  Cer- 
tainly we  do  not  hesitate  to  use  cardiopulmonary 
bypass  in  attempts  at  total  correction  on  infants 
when  there  is  a pressing  indication  even  under  the 
age  of  six  months.  However,  as  we  look  back  at 
our  experience  in  the  ventricular  septal  defects  in 
the  last  decade,  we  have  operated  on  only  approxi- 
mately 24  patients  under  the  age  of  four  years,  and 
most  of  these  patients  have  had  some  pressing  in- 
dication, such  as  pulmonary  hypertension,  pro- 
lapsed aortic  cusp,  failure  to  thrive,  and  the  like. 
Of  these  24,  9 were  under  two  years  of  age,  and  6 
were  under  six  months.  There  were  4 deaths  in 
these  24  patients,  2 between  the  ages  of  three  and 
four  years  and  2 under  six  months.  We  believe 
that  the  real  challenge  at  the  present  time  is  the 
perfusion  and  care  of  the  very  small  infant  under  a 
year  and  especially  under  six  months.  Our  group 
believes  we  should  not  operate  on  uncomplicated 
atrial  septal  and  ventricular  septal  defects  below 
the  age  of  four  years.  We  believe  that  technically 
it  is  somewhat  easier  to  close  these  uncomplicated 
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defects  at  the  age  of  four  years  and  still  have  the 
children  ready  for  school.  I would  also  like  to  give 
one  word  of  warning  about  the  tetralogy  patients. 
We  are  of  the  opinion  that  unless  you  select  very 
carefully  the  cases  of  tetralogy,  you  may  run  into 
many  problems  with  reconstruction  of  the  outflow 
tract  which  requires  very  sophisticated  technics, 
such  as  homograft  valve  reconstruction  and  the 
like.  We  believe  that  the  accuracy  in  reconstruct- 
ing the  right  ventricular  outflow  tract  would  be 
much  easier  to  judge  at  a later  age  when  the  child 
is  larger. 

Paul  A.  Ebert,  M.D.,  Durham,  North  Carolina. 
I agree  with  most  of  the  comments  Dr.  Bowman 
made  regarding  surgery  in  this  particular  age 
group.  At  Duke  University  we  began  operating  on 
small  children  by  necessity  and  often  without 
much  preplanning.  For  instance,  we  were  fearful 
that  in  children  with  transpositions  of  the  great 
vessels  pulmonary  hypertension  would  develop  if 
a ventricular  septal  defect  were  also  present. 
Similarly,  young  children  with  ventricular  septal 
defects  and  aortic  insufficiency  require  early  cor- 
rection to  minimize  the  likelihood  of  the  aortic  in- 
sufficiency becoming  more  severe.  Many  tetralo- 
gies continue  to  develop  infundibular  pulmonary 
stenosis  and  become  symptomatic  around  age  two 
if  they  have  not  had  a prior  shunt.  As  Dr.  Bow- 
man emphasized,  if  the  outflow  tract  appears  rea- 
sonably good,  total  correction  can  be  undertaken, 
since  the  infundibular  pulmonary  stenosis  can  be 
relieved.  We  have  had  experience  with  a total 
of  37  patients  between  one  and  three  years  of  age 
who  weighed  under  11  Kg.;  21  of  these  opera- 
tions were  transpositions,  which  made  up  the 
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From  the  Department  of  Thoracic  and  Cardiovascular  Surgery, 
St  Barnabas  Hospital 

We  have  been  engaged  for  several  years  in  an  ef- 
fort to  develop  a method  for  reconstruction  of  the 
aortic  valve  using  autologous  tissue. 


majority  of  our  experiences.  Three  of  these  pa- 
tients with  transpositions  expired,  and  all  3 had 
associated  infundibular  pulmonary  stenosis.  Our 
belief  now  is  that  we  should  wait  longer  with  that 
particular  group.  Those  were  the  only  3 deaths  of 
37.  This  is  a very  select  group,  if  you  are  talking 
in  numbers,  because  it  represented  only  7 tetralo- 
gies and  9 ventricular  septal  defects.  I think  we 
learned  it  was  most  important  to  expend  consider- 
able effort  in  the  postoperative  care  and  manage- 
ment of  these  infants.  The  respiratory  complica- 
tions were  not  as  severe  as  once  emphasized  a 
decade  ago.  I think  Dr.  Harris  should  be  con- 
gratulated on  this.  I would  also  be  somewhat  hesi- 
tant to  undertake  routinely  the  complicated  prob- 
lem at  a young  age  group  if  I thought  delay  would 
not  make  the  situation  worse.  At  the  moment,  I 
am  not  sure  whether  I want  to  recommend  that 
atrial  septal  defects  be  routinely  repaired  at  two  or 
three  years  of  age. 

Dr.  Harris  (in  closing):  During  the  first  few 

years  of  life  many  ventricular  septal  defects  close 
spontaneously.  One  must  carefully  ascertain  the 
pathologic  course  of  this  defect  by  repeated  aus- 
cultation, electrocardiography,  and,  if  necessary, 
catheterization. 

The  defects  we  have  operated  on  early  have  all 
shown  high-flow  shunts  with  no  significant  change 
on  serial  examinations. 

The  tetralogies  require  a preoperative  angio- 
graphic study  to  delineate  the  outflow  tract  anat- 
omy. Where  extensive  reconstruction  would  be 
required,  that  is,  unicusp  or  homograft  interposi- 
tion, we  would  postpone  total  correction  for  several 
years. 


Following  Senning  we  believe  fascia  lata  to  be 
the  best  tissue  for  this  purpose.  Attempts  to  cre- 
ate individual  cusps  have  been  disappointing. 
Precut  “gang-valves”  are  unsuitable  because  of 
frequent  variations  in  individual  cusp  size. 

By  custom  tailoring  the  lower  margin  of  a fascial 
strip  wide  enough  to  create  an  oversized  “gang- 
valve,”  the  aortic  valve  can  be  relatively  quickly 
replaced  with  a competent  “king-sized”  mecha- 
nism which,  by  the  usual  heart  sound  recording, 
hemod3mamic  studies,  and  angiocardiography, 
appears  to  function  in  a normal  manner. 

Details  related  to  the  method  of  coronary  perfu- 
sion, suspension  of  the  supracommissural  portions 
of  the  new  valve,  and  creation  of  new  “commis- 
sures” will  be  presented  as  well  as  our  results  to 
date. 

Discussion 

John  R.  Zaorski,  M.D.,  Hackensack,  N.J.  I 
have  just  completed  collecting  data  for  Denton 
Cooley,  M.D.,  on  41  Jehovah’s  Witnesses  for  ac- 
quired heart  disease  with  single,  double,  and  triple- 
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valve  replacements,  with  only  3 deaths.  While  in 
Texas  last  year,  I had  experience  with  15  fascia 
lata  valves.  I believe  the  design  feature  of  this 
valve  is  excellent  in  structure,  since  it  is  a non- 
obstructed  central  flow  valve,  similar  to  the  heart’s 
own  aortic  valve.  It  may  be  a bicuspid  or  a tri- 
cuspid valve.  The  fascia  lata  is  carefully  mea- 
sured, trimmed,  and  sewn  to  the  supporting  ring 
completely  by  hand.  Special  training  is  required 
in  producing  these  valves.  A mock  circulatory 
system  with  a pulsatile  flow  is  necessary  to  evalu- 
ate technic  in  fabricating  the  valve  prior  to  at- 
tempting anything  in  patients.  The  technic  must 
be  mastered,  since  one  false  stitch  in  a valve  like 
this  can  produce  insufficiency. 

One  of  the  most  important  complications  in 
using  feiscia  lata  valves  is  that  of  infection.  In  a 
series  of  15  patients,  there  was  1 fulminant  endo- 
carditis due  to  Staphylococcus  epidermidis.  With- 
in this  series  of  15  patients,  there  were  12  tri- 
cuspid and  3 bicuspid  valves.  All  of  these  valves 
were  put  into  mitral  position.  One  patient  had  a 
triple  valve  replacement  with  fascia  lata  in  the 
mitral  and  tricuspid  positions.  The  relatively  high 
mortality  rate  (4  deaths)  in  this  small  series  did  not 
speak  well  for  fascia  lata  valves,  and  at  the  present 
time  they  are  not  being  used.  There  was  not  a 
single  case  of  thromboembolic  phenomena  in  this 
series,  and  anticoagulation  was  not  used. 

Dr.  Bailey  (in  closing):  I should  like  to  thank 
Dr.  Zaorski  for  his  discussion.  Actually  we  had  a 
little  preliminary  talk. 

Many  people  had  asked  us  why  we  do  not  use 
metallic  or  plastic  frames  for  our  valves.  I firmly 
believe  that  frames  are  a delusion  and  a snare,  be- 
cause God  does  not  need  skeletons  of  internal  struts 
to  make  the  cardiac  valves  work,  and  I do  not 


think  cardiac  surgeons  need  them  either.  More- 
over, it  limits  the  size  of  the  graft  you  can  put  in. 
You  have  to  make  it  about  the  right  size  to  begin 
with.  Since  fascia  shrinks  in  about  a year  and  a 
half,  it  finally  will  be  about  40  per  cent  of  that  size, 
really  four  ninths  of  that  size,  and  it  then  is  too 
small  to  function  properly.  So  I hope  the  people 
who  are  doing  it  will  think  about  this,  because  I 
believe  they  can  easily  reconstruct  these  valves  by 
the  simple  technics  we  have  shown  here  for  the 
aortic  valve  and  the  comparably  simple  ones  for  the 
mitral  valve,  which  has  been  reported  in  detail  in 
the  Annals  of  Thoracic  Surgery. 

These  fascial  valves  work  quite  well,  and  we  have 
gotten  good  enough  technically  so  that  we  usually 
can  rebuild  a valve  within  an  hour  of  definitive  by- 
pass. In  this  respect  their  competition  with  the 
prosthetic  valves  is  more  acceptable  than  it  may 
have  seemed  a couple  of  years  ago  when  we  were 
pretty  slow,  when  our  technics  were  not  perfected, 
and  when  we  had  a lot  of  problems. 

We  do  not  have  any  problems  with  thrombo- 
embolic episodes.  We  use  to  heparinize  these  pa- 
tients during  the  first  week  thinking  that  that 
would  protect  them  from  thrombosis  during  those 
early  days,  but  we  now  think  it  is  entirely  unneces- 
sary, probably  for  the  reasons  that  Phil  Sawyer, 
M.D.,  has  shown  that  thromboendarterectomy 
works.  If  fluid  blood  flows  over  a living  surface, 
it  imparts  a negative  charge  to  it;  and  this  occurs 
whether  the  flow  is  unidirectional  or  back  and  forth 
as  with  a cardiac  valve.  That  negative  charge  pre- 
vents leukocytes  and  platelets  from  accumulating 
and  producing  the  initiation  of  a thrombus. 

The  following  abstracts  are  presented  for  the  record. 
They  were  not  given  at  this  meeting. 


/ 
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Surgically  treatable  left  ventricular  complica- 
tions of  coronary  artery  disease  may  be  divided  into 
two  main  categories.  In  the  first  group  are  those 
lesions  in  which  there  is  damage  primarily  to  ven- 
tricular musculature  that  requires  surgical  resec- 
tion of  left  ventricular  aneurysms,  akinetic  areas, 
or  acute  infarction  with  or  without  septal  rupture. 
In  the  second  group  is  mitral  insufficiency  secon- 
dary to  papillary  muscle  rupture  or  dysfunction. 

From  1962  to  1970,  25  patients  have  undergone 
left  ventricular  resection.  There  have  been  15 
left  ventricular  aneurysmectomies,  2 with  the  as- 
sociated closure  of  a postinfarction  ventricular  sep- 
tal defect.  The  follow-up  period  is  six  months  to 
eight  years,  and  there  have  been  2 hospital  deaths 
and  2 late  deaths  at  twenty-two  months  and  seven 
years.  The  remaining  11  patients  have  remained 
well.  Nine  patients  have  had  resection  of  akinetic 
areas  of  the  left  ventricle  from  1967  to  the  present. 
The  results  reveal  1 operative  death,  3 hospital 
deaths,  2 late  deaths  at  three  months  and  one  year, 
and  3 patients  well  three  months,  eight  months, 
and  two  and  one-half  years  post  surgery.  One  pa- 
tient underwent  infarctectomy  and  closure  of  ven- 
tricular septal  defects  two  days  post  infarction  but 
expired  on  the  tenth  postoperative  day  of  a pro- 
gression of  his  preoperative  pneumonia. 

Between  1967  to  1970,  8 patients  have  had  mitral 
valve  replacement  for  papillary  muscle  dysfunction 
and  mitral  regurgitation.  There  was  1 operative 
death,  and  the  remaining  patients  were  well  three 
months  to  three  years  postoperatively. 


The  indications  for  surgery,  operative  technic, 
and  the  long-term  follow-up  will  be  presented  and 
discussed. 
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Following  myocardial  infarction,  areas  in  the  left 
ventricle  may  develop  conditions  resulting  in  heart 
failure  with  or  without  angina.  During  the  past 
three  years,  23  patients  have  had  resection  of  in- 
farction scars.  There  was  1 hospital  death.  The 
remaining  patients  are  alive  and  well.  Of  the  23 
patients  having  had  resection,  additional  proce- 
dures were  performed  in  17.  One  patient  had  aor- 
tic valve  replacement,  8 patients  had  right  aorto- 
coronary bypass  grafts,  3 patients  had  left  aorto- 
anterior  descending  bypass  grafts,  and  5 patients 
had  internal  mammary  implants. 

Preoperative  studies  show  that  all  but  2 patients 
had  increased  left  ventricular  end-diastolic  pres- 
sure (above  20  mm.  Hg),  left  atrial  pressure  (above 
20  mm.  Hg),  and  pulmonary  artery  pressure  (above 
35  mm.  Hg),  with  reduced  cardiac  index  (0.7  to  2.6 
L.  per  minute).  Eighteen  of  23  patients  had  sig- 
nificant decrease  in  pulmonary  hypertension  and 
increase  in  left  ventricular  function  immediately 
after  operation.  Hemodynamic  improvement  was 
confirmed  in  6 patients  restudied  after  six  months. 
At  last  follow-up,  all  but  2 patients  had  moderate 
to  marked  improvement  in  symptoms,  and  all  are 
maintained  on  digoxin  and  occasional  diuretics. 
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Trochanteric  fractures  of  the  hip,  particularly 
the  comminuted  variety  in  the  aged  person,  con- 
tinue to  present  significant  problems  in  manage- 
ment, These  fractures  expose  large  surfaces  of 
cancellous  bone  and  have,  therefore,  excellent 
healing  potential,  but  maintenance  of  position 
may  be  difficult. 

For  some  years  now,  internal  fixation  has  been 
the  procedure  of  choice.  Following  its  introduc- 
tion, sharp  improvement  was  noted  in  both  mor- 
bidity and  mortality  statistics.  However,  less  than 
optimum  results  are  frequent  in  the  so-called  un- 
stable variety,  and  a growing  number  of  surgeons 
now  believe  the  conventional  method  of  hip-pin- 
ning, using  guide  wires,  the  fracture  table,  and  so 
on  is  unsound,  especially  in  this  comminuted  type. 
Some  have  suggested  a return  to  more  conservative 
methods  such  as  plaster  casts  or  continuous  trac- 
tion. Others,  hoping  to  maintain  the  physiologic 
benefits  of  internal  fixation,  have  modified  or 
abandoned  the  conventional  method. 

We  support  this  latter  view  and  firmly  believe 
that  all  trochanteric  fractures  can  be  successfully 
stabilized  with  the  patient  out  of  bed  on  the  day 
following  the  surgical  procedure  without  the  need 

Presented  at  the  164th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Orthopedic  Surgery,  February  9,  1970. 

‘Present  address:  Hunterdon  Medical  Center,  Flemington, 
New  Jersey  08822. 


Trochanteric  fractures  of  the  hip  of  the  comminuted 
variety  in  the  aged  person  continue  to  present  signif- 
icant problems  in  management.  A total  of  241 
consecutive  cases  were  treated  by  open  operative 
fixation.  Results  show  that  difficulties  in  fixation, 
particularly  in  the  comminuted  unstable  fractures, 
continue  to  exist.  Analysis  of  the  fracture  by  x-ray 
examination  alone  is  often  difficult.  Stabilization 
under  direct  vision  followed  by  thorough  testing  at 
the  time  of  surgical  intervention  has  been  stressed. 
The  medial  cortical  overlap  technic  is  an  effective 
way  to  prevent  medial  shaft  migration  and  varus 
deformity. 


for  cast,  traction,  or  other  forms  of  external  sup- 
port. This  can  only  be  done,  however,  by  aban- 
doning the  conventional  method  and  carrying  out 
a stabilizing  procedure  under  direct  vision. 

This  report  covers  the  management  of  241  cases 
of  consecutive  trochanteric  fractures  treated  by 
such  procedure.  Before  describing  this  method,  let 
us  analyze  the  following  case  treated  by  the  con- 
ventional method  of  hip-pinning  and  determine,  if 
possible,  some  of  the  reasons  for  poor  results. 

Case  report 

A patient  was  first  seen  by  us  some  years  following 
surgical  procedure  because  of  a varus  limp.  Review  of 
her  x-ray  films  proved  to  be  quite  interesting.  The  frac- 
ture was  obviously  severely  comminuted,  and  difficulty 
with  it  was  anticipated  (Fig.  lA).  The  fracture  was 
treated  by  the  conventional  hip-pinning  method  using 
guide  wires,  closed  manipulation  on  the  fracture  table, 
and  so  on.  Reduction  with  traction  was  not  difficult, 
and  x-ray  examination  following  insertion  of  Smith- 
Peterson  nail  along  with  side  plate  revealed  excellent 
position  of  the  fragments  with  nearly  perfect  nail  place- 
ment (Fig.  IB).  The  lateral  view  also  revealed  the  nail 
to  be  in  good  position  in  the  posterior  portion  of  the  fem- 
oral head.  From  an  x-ray  film,  at  least,  all  technical 
criteria  for  satisfactory  conventional  hip  pinning  had 
been  met. 

One  month  later  an  anteroposterior  view  revealed 
beginning  loss  of  position  (Fig.  IC).  It  could  be  seen 
clearly  that  there  was  no  significant  contact  between  the 
major  elements  of  this  fracture;  the  only  holding  point 
was  the  fixation  device  itself,  and  unless  something  ad- 
ditional, such  as  skeletal  traction,  was  added,  failure  was 
inevitable.  Two  months  later,  there  was  complete  sepa- 
ration of  the  nail-plate  combination  (Fig.  ID). 

One  might  blame  this  result  on  the  inherent  weakness 
of  the  two-piece  device,  and,  certainly,  many  surgeons 
prefer  one-piece  reinforced  units.  However,  it  should  be 
pointed  out  that  reliance  was  undoubtedly  placed  on  the 
x-ray  examination  which  in  this  case  was  misleading. 
Unless  fixation  is  rigid,  small  amounts  of  motion  may 
take  place  and  steadily  increase  until  the  fracture  has 
come  apart.  Figure  IE  shows  the  final  result,  healing  in 
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FIGURE  1.  (A)  Comminuted  unstable  trochanteric  frac- 
ture with  no  medial  cortical  stability.  (B)  Initial  post- 
operative films  showing  excellent  reduction  result  and 
near-perfect  nail  placement.  (C)  Beginning  separation 
of  major  fracture  fragments  with  minimal  bone  contact 
and  severe  stress  at  nail-plate  junction.  (D)  Complete 
separation  of  nail  plate  three  months  postoperative 
(E)  Healed  varus  showing  position  of  original  fracture 
deformity  (compare  with  A). 


a position  of  varus  with  associated  limp  and  poor  hip 
function. 

Deforming  forces 

At  this  point,  it  would  be  well  to  consider  some 
of  the  deforming  forces  that  operate  in  this  area. 
Figure  2A  depicts  the  forces  which  can  operate  un- 
opposed when  continuity  through  the  trochanteric 
area  is  interrupted  by  fracture,  and  the  pull  of  the 
adductor  muscle  mass  tends  to  displace  the  shaft 
medially  and  the  weight  of  the  body  or  transmis- 
sion of  weight  through  the  foot  tends  to  rotate  the 
head  and  neck  of  the  femur  into  a varus  position. 

A variety  of  types  of  loss  of  position  may  occur  in 
spite  of  conventional  hip  pinning,  and  these  have 
been  well  described  by  Dimon  and  Hughtson^ 
and  include  settling  of  the  fracture  with  penetra- 
tion of  the  nail  or  a varus  deformity  of  the  head 
and  neck  with  the  nail  tending  to  cut  out  superior- 
ly. If  the  nail  holds  its  position  in  the  femoral  head 
and  the  tendency  to  varus  continues,  the  screws 
may  pull  away  from  the  shaft,  or  the  fixation  de- 
vice may  fail.  All  of  these  complications  may  be 
prevented  if  rigid  stability  between  the  two  main 
elements,  the  head  and  neck  and  the  femoral  shaft, 
is  obtained  at  the  time  of  surgical  intervention. 

We  agree  with  Evans,^  Sarmiento,®  and  Parker,® 
and  many  others  who  have  stressed  the  importance 
of  the  medial  cortex.  We  believe  that  structural 
continuity  in  this  area  can  be  assured  in  many 
cases  if  an  overlap  is  created  between  the  femoral 
neck  and  shaft  fragments  (Fig.  2B).  However,  the 
most  important  point  is  the  adjustment  of  frag- 
ments under  direct  vision  in  any  manner  that  ac- 
complishes solid  bony  contact  and  stability 
throughout.  The  fracture  shown  in  Figure  3A, 
obviously  comminuted,  was  thoroughly  exposed 
under  direct  vision.  Solid  bony  contact  was  ob- 
tained between  the  two  major  elements,  and  the 


FIGURE  2.  (A)  Comminuted  unstable  trochanteric  fracture  showing  typical  result  produced  by  deforming  forces,  and 
(B)  proper  stabilization  of  major  elements  only,  smaller  fragments  are  ignored,  fixation  must  be  rigid  after  insertion  of 
nail,  and  thorough  testing  under  direct  vision  must  be  done. 
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FIGURE  3.  (A)  Comminuted  unstable  trochanteric  frac- 

ture, (B)  major  fragments  adjusted  to  stable  position 
under  direct  vision  and  stability  tested  before  adding 
screws,  and  (C)  seven  months  postoperative  showing 
healing  without  change  in  position. 


Jewett  nail  was  inserted  (Fig.  3B).  Note  particu- 
larly the  medial  shingling  effect  with  dense  bone 
of  the  femoral  neck  lying  adjacent  and  medial  to 
the  upper  femoral  shaft.  The  deforming  forces 
have  been  pitted  against  each  other  and  help  to 
create  a self-locking  situation.  Any  tendency  for 
the  shaft  to  migrate  medially  will  cause  further  im- 
paction or  butting  of  the  shaft  against  the  inferior 
neck  tending  to  force  it  into  a more  desirable  valgus 
position.  At  this  point,  with  the  Loman  clamp 
holding  the  side  plate  to  the  shaft,  the  fracture  was 
tested  visually  and  by  palpation.  The  hip  was 
carried  through  a full  range  of  motion.  There  was 
complete  stability  between  the  two  major  frag- 
ments. The  greater  and  lesser  trochanteric  com- 
ponents were  disregarded.  The  fracture  healed 
completely,  and  the  patient  was  able  to  bear  his 
full  weight  (Fig.  3C).  This  has  been  our  objective 
and  standard  procedure  for  the  past  seven  years. 

Method 

Preoperative  preparation.  Preoperative  prep- 
aration includes  blood  and  fluid  replacement, 
cardiograms,  x-ray  films  of  the  chest,  medical 
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FIGURE  4.  Surgical  exposure  permits  ready  adjustment 
of  fragments  and  easy  insertion  of  nail;  capsule  opened 
routinely. 


evaluation,  and  other  appropriate  studies.  These 
patients  are  considered  to  be  semiurgent  cases  and 
are  usually  surgically  treated  within  forty-eight 
hours  after  admission. 

Anesthesia.  Light  general  anesthesia  is  pre- 
ferred, although  spinal  anesthesia  is  occasionally 
used. 

Technic.  We  employ  the  technic  in  which  the 
fracture  is  exposed  openly,  stabilized,  and  thor- 
oughly tested  under  direct  vision,  which  is  ex- 
tremely important  and  far  more  valuable  than  the 
x-ray  examination.  For  this  reason,  it  is  necessary 
for  the  leg  to  be  draped  so  that  it  is  entirely  ex- 
posed on  the  operating  table.  The  anterolateral 
approach,  beginning  1 inch  distal  and  lateral  to  the 
anterior  superior  spine  and  curving  across  the 
greater  trochanter  and  down  the  shaft,  is  preferred. 
The  interval  between  the  gluteus  medius  and  ten- 
sor fascia  lata  is  developed  giving  ready  access  to 
the  area  involved  and  may  be  extended  as  neces- 
sary. The  vastus  lateralis  is  stripped  from  the 
shaft  far  enough  to  permit  the  application  of  a four- 
hole  side  plate. 

We  do  not  hesitate  to  open  the  hip-joint  capsule 
and  free  it  entirely  from  its  attachment  in  the  area 
of  the  anteromedial  femoral  neck.  This  degree  of 


exposure  is  desirable  for  ease  of  adjustment  of  the 
fracture,  nail  placement,  and  selection  of  length 
(Fig.  4).  No  guide  wires  are  necessary.  Either  a 


FIGURE  5.  (A)  Comminuted  pertrochanteric  fracture 

showing,  (B)  stabilization  two  weeks  postoperative,  and 
(C)  four  months  postoperative. 
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FIGURE  6.  (A)  Comminuted  trochanteric  fracture  with 

complete  loss  of  medial  cortex,  (B)  one  month  post- 
operative, and  (C)  two  months  postoperative  showing 
solid  healing  with  no  loss  of  position. 

standard  135-degree  angle  or  a high-angle  nail  may 
be  used  depending  on  the  degree  of  valgus  obtained 
after  adjustment  of  fragments.  K rigid  stability  is 
obtained,  high-angle  nail  is  not  a necessity,  al- 
though we  used  them  in  approximately  one  quarter 
of  our  cases.  X-ray  films  of  anteroposterior  and 
frog-leg  lateral  views  are  easily  obtained  without 
moving  the  x-ray  machine.  If  the  fracture  has 
been  properly  stabilized,  the  Loman  clamp  holds 
the  plate  in  position  while  the  x-ray  examination 
is  done.  While  the  films  are  being  developed, 
screws  are  inserted.  The  procedure  is  routinely 
completed  in  less  than  one  hour. 

The  fracture  shown  in  Figure  5A  was  treated  in 
similar  fashion  without  difficulty.  Medial  corti- 
cal overlap  is  shown  in  Figure  5B.  Four  months 
later,  the  fracture  is  shown  to  be  solidly  healed, 
with  no  loss  of  position,  and  the  patient  bearing  his 
full  weight  (Fig.  5C). 

Again  the  fracture  in  Figure  6A  and  B shows  that 
the  long  spike  of  the  femoral  neck  lends  itself  well 
to  the  medial  cortical  overlap  technic.  The  frac- 
ture is  united,  and  the  patient  is  bearing  his  full 
weight  two  months  later  (Fig.  6C).  These  frac- 
tures were  grossly  unstable  and  would  be  difficult 
to  maintain  by  conventional  methods. 

Kennedy,^  Clawson,**  and  others,  have  stated 
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FIGURE  7.  (A)  Hidden  fracture  lines  requiring  medial 

shaft  displacement  to  obtain  stability.  (B)  Fracture  test- 
ed before  inserting  screws,  and  (C)  two  weeks  postop- 
erative showing  no  change  in  position. 

that  some  fractures  are  too  severely  comminuted  to 
be  surgically  treated,  and  these  fractures  should  be 
treated  by  continuous  skeletal  traction.  This  is  a 
tempting  course  to  follow  because  it  does  appear  to 
individualize  treatment  according  to  the  particular 
needs  of  the  problem.  However,  this  would  imply 
that  distinction  between  the  operable  and  inoper- 
able fracture  is  easily  made  by  a study  of  the  x- 
ray  film.  This,  unfortunately,  is  not  true,  for  the 
x-ray  results  may  be  quite  misleading.  The  all- 
important  lateral  view  may  be  difficult  to  obtain 
in  an  elderly,  obese,  patient  with  considerable  pain 
and  muscle  spasm.  On  the  other  hand,  certain 
severely  comminuted  fractures,  seen  on  x-ray  film, 
are  often,  in  effect,  quite  easy  to  fix  by  the  open- 
reduction  method  described.  This  is  true  if  it  is 
remembered  that  the  multiple  comminutions  are 
ignored  and  efforts  limited  to  the  two  major  ele- 
ments, the  head  and  neck  and  the  shaft. 

Medial  shaft  displacement 

On  occasions,  fractures  are  comminuted  in  such 
a manner  that  the  medial  cortical  overlap  technic 
is  not  possible.  This  becomes  quickly  apparent 
with  adequate  exposure  and  testing  at  the  time  of 
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surgical  intervention.  In  these  cases,  we  do  not 
hesitate  to  obtain  stability  in  the  manner  of  Brem- 
ner  and  Graham®  and  Dimon  and  Hughston.^  In 
Figure  7A  the  initial  x-ray  film  indicates  a fracture 
through  the  base  of  the  neck  as  well  as  a displaced 
subtrochanteric  element.  A hidden  posterior  frag- 
ment, detected  at  the  time  of  open  surgery,  made 
the  fracture  grossly  unstable  and  necessitated 
medial  shaft  displacement  to  obtain  stability. 
After  nail  insertion  the  fracture  was  thoroughly 
tested  (Fig.  7B).  It  maintained  its  position;  the 
patient  was  out  of  bed  daily  for  the  next  two  weeks, 
and  the  fracture  healed  without  change  (Fig.  7C). 

Postoperative  management 

The  postoperative  orders  routinely  call  for  the 
patient  to  be  out  of  bed  the  day  following  the  sur- 
gical procedure.  Traction  has  not  been  used.  The 
patients  ambulate  with  a walker  when  their  gen- 
eral condition  permits.  No  special  attempts  are 
made  to  encourage'or  restrain  weight  bearing.  The 
patients  are  allowed  to  ambulate,  bearing  weight, 
early  in  their  postoperative  course. 

Results 

This  series  includes  241  consecutive  cases  treated 
by  surgical  intervention  at  the  House  of  the  Good 
Samaritan  Hospital  and  Mercy  Hospital  in  Water- 
town.  This  group  represents  all  patients  with  tro- 
chanteric fractures  admitted  to  the  orthopedic  ser- 
vice in  these  2 hospitals,  with  the  exception  of  2 
patients  with  preoperative  arthritic-fixed  hips.  A 
number  of  other  patients  with  a lesser  degree  of 
arthritic  change  complicating  their  fractures  were 
successfully  treated  by  open  reduction.  One  pa- 
tient with  a cup  arthroplasty,  sustained  a tro- 
chanteric fracture  and  was  treated  in  this  manner. 
This  group  includes  189  women  and  52  men  with 
an  age  range  of  between  eighteen  and  ninety-six 
years. 

The  final  results  have  been  gratifying.  The  mor- 
tality rate  compares  favorably  with  other  pub- 
lished series,  reporting  between  10  and  18  per  cent. 
In  spite  of  the  fact  that  many  patients  were  con- 
sidered by  the  internist  to  be  in  the  poor-risk  cat- 
egory, no  deaths  resulted  from  the  operative  pro- 
cedure. Twenty-two  patients  died  in  the  first  two 
weeks  and  9 during  the  two-  to  six- week  period, 
giving  a total  mortality  rate  in  the  first  six  weeks  of 
12.8  per  cent. 

It  is,  we  believe,  in  the  area  of  postoperative 
morbidity  that  this  procedure  has  the  most  to  offer. 
The  sharp  improvement  shown  in  these  patients 
justifies  the  open  reduction  approach.  Twenty- 
one  of  these  patients  had  undisplaced  fractures, 
and  these  fractures  were  not  broken  down  but 
treated  by  simple  Jewett  nail  fixation  in  situ.  All 
had  an  uneventful  healing  period. 

Ten  patients  had  fractures  comminuted  in  such 
a manner  that  medial  cortical  overlap  could  not 


be  obtained.  Therefore,  stability  was  gained  by 
shifting  the  shaft  medially  after  the  method  of 
Bremner  and  Graham,®  Aufranc,  Jones,  and 
Turner,^  and  Dimon  and  Hughston.^  A total  of 
210  fractures  were,  therefore,  treated  by  the  medial 
cortical  overlap  technic.  In  this  group,  there  were 
12  wound  infections:  5 were  deep,  5 were  super- 
ficial, and  2 were  delayed.  There  were  3 cases  in 
which  the  Jewett  nails  were  bent.  There  were  no 
broken  nails,  and  in  no  case  did  the  side  plate  pull 
away  from  the  shaft  nor  did  the  screws  break  or 
extrude.  Varus  deformity  with  the  head  and  neck 
angle  less  than  130  degrees  occurred  in  14  patients; 
7 were  cut  out  superiorly,  and  2 patients  again  un- 
derwent surgical  intervention.  The  fracture  set- 
tled with  the  nail  penetrating  the  acetabulum, 
without  varus  collapse,  in  1 case.  All  fractures 
healed,  and  there  was  no  avasculeir  necrosis. 

Summary 

A study  of  241  consecutive  cases  of  trochanteric 
fractures  treated  by  open  operative  fixation  has 
been  presented. 

Difficulties  in  fixation,  particularly  in  the  com- 
minuted unstable  fractures,  continue  to  exist. 

Analysis  of  the  fracture  by  x-ray  examination 
alone  is  often  difficult. 

Stabilization  under  direct  vision  followed  by 
thorough  testing  at  the  time  of  surgical  interven- 
tion has  been  stressed. 

The  medial  cortical  overlap  technic  is  an  effec- 
tive way  to  prevent  medial  shaft  migration  and 
varus  deformity. 
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Discussion 

Albert  J.  Schein,  M.D.:  New  York  City:  I 

agree  with  the  thesis  that  a stable  reduction  must 
be  obtained  at  the  time  of  surgical  intervention  and 
held  with  a fixative  device  to  get  the  best  results  in 
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the  surpcal  treatment  of  intertrochanteric  frac- 
tures. I also  agree  that  surgical  treatment  of  inter- 
trochanteric fractures  is  far  superior  to  the  use  of 
traction  or  any  nonsurgical  therapy. 

Dr.  Stover  has  substituted  direct  inspection  of 
the  fracture  site  and  direct  manual  stabilization 
between  the  proximal  and  distal  main  fragments 
for  any  x-ray  examination  to  determine  stability  of 
reduction.  To  do  this  he  has  had  to  make  a larger 
incision  than  is  customarily  made,  extending 
almost  to  the  anterior-superior  spine  and  curving 
backward  and  distally  along  the  side  of  the  upper 
thigh,  exposing  the  hip-joint  capsule  and  superior 
aspect  of  the  femoral  neck  through  the  proximal 
part  of  the  incision,  between  the  gluteus  medius 
and  tensor  fascia. 

This,  of  course,  introduces  the  added  risk  of  in- 
fection in  a larger  wound,  although  it  is  compen- 
sated for,  in  skilled  hands  like  the  author’s,  by  the 
fact  that  the  operative  procedure  takes  much  less 
time  with  much  less  delay  and  exposure  to  x-ray 
than  is  necessary  in  standard  methods.  He  em- 
phasizes that  stabilization  of  the  fracture  can  be 
obtained  in  most  cases  by  overlapping  it  medially 
to  replace  the  broken  medial  cortex  at  and  distal  to 
the  calcar  of  the  femoral  neck. 

Although  he  describes  this  as  achieving  stabiliza- 
tion, in  essence  it  is  a form  of  impaction  by  over- 
riding to  avoid  excessive  valgus  and  distraction. 
He  has  been  able  to  accomplish  this  in  the  great 
majority  of  his  cases.  He  has  not  had  to  resort  to 
other  methods  of  stabilization,  such  as  medial 
displacement  of  the  distal  fragment  and  incorpora- 
tion of  the  inferior  medial  corner  of  the  proximal 
fragment  within  the  medullary  canal  of  the  distal 
fragment,  with  impaction  of  this  corner  against 
posterior  and  lateral  cortex  of  the  distal  fragment, 
more  than  a dozen  times  in  this  series.  Sarmiento^ 
described  another  method  of  stabilizing  the  un- 
stable, comminuted  fracture  by  oblique  osteotomy 
of  the  proximal  shaft  fragment  in  the  valgus  using 
a short  150-degree  fixed-angle  nail  plate  inserted 
high  in  the  femoral  neck,  thus  bypassing  the  un- 
stable medial  calcar  and  high-angle  nail  plate. 
Boyd'  used  a lateral  buttress  plate  to  prevent 
inward  displacement  postfixation. 

I am  sure  this  is  an  excellent  method  for  experts 
to  handle  these  cases.  However,  in  our  institution, 
which  is  engaged  in  training  residents  and  in  which 
the  residents  rotate  every  few  months,  we  have 
felt  it  to  be  advisable  to  use  the  routine,  standard 
methods  of  reduction  as  accurately  as  possible, 
confirmed  by  x-ray  examination  in  the  antero- 
posterior and  lateral  planes  and  then  adjusted  after 
the  lateral  and  anterior  aspect  of  the  femur  and  the 
fracture  are  exposed  subperiosteally  during  the 
surgical  procedure.  At  that  point  we  do  not  hesi- 
tate to  change  the  position  of  the  reduction  by 
internal  or  external  rotation,  abduction  or  adduc- 
tion, and  by  manipulation  of  the  fragments,  thus 
attempting  to  obtain  the  same  stabilized  reduction 


or  impacted  effect  as  the  author  is  seeking. 

In  the  greater  number  of  cases,  we  have  been 
able  to  stabilize  the  fracture  in  this  manner  with 
only  occasional  postoperative  difficulty.  However, 
we  have  recognized  four  indications  for  attaining 
additional  stabilization  by  medial  displacement  of 
the  distal  fragment.-  These  include  (1)  the  pres- 
ence of  a severely  comminuted  intertrochanteric 
fracture  with  detachment  of  the  greater  and  lesser 
trochanters  and  calcar,  the  so-called  four-major- 
fragments  fracture,  (2)  vertically  oblique  intertro- 
chanteric fractures  which  have  only  a thin  greater 
trochanteric  projection  laterally,  (3)  intertro- 
chanteric fractures  in  which  the  greater  trochanter 
has  been  fractured  on  introduction  or  attempted 
introduction  of  the  nail,  and  (4)  those  with  trans- 
verse intertrochanteric  and  subtrochanteric  frac- 
tures, which  in  themselves  are  inherently  unstable 
unless  medially  displaced. 

Every  attempt  has  been  made  to  achieve  a stable 
reduction  by  releasing  the  traction  and  impacting 
the  shaft  into  or  around  the  corner  of  the  spike  of 
the  neck  fragment,  thus  obtaining  shortening  and 
impaction,  as  the  author  stresses.  We  also  use  a 
short  130-degree-Jewett  nail  in  the  medial  dis- 
placements, inserting  it,  if  necessary,  through  the 
fracture  site.  Once  this  has  been  accomplished, 
stabilization  has  been  attained.  We  have  had  to 
do  this  in  about  one  fourth  or  one  fifth  of  our  cases. 

It  is  obvious  that  there  is  more  than  one  way  of 
attaining  stabilization  of  these  fragments,  and  that 
the  author  has  a method  that  is  satisfactory  to  him. 

As  a result  of  his  article,  I would  have  no  hesita- 
tion in  following  his  procedure  if  we  had  any  dif- 
ficulty with  the  usual  method  of  stabilization  of 
fractures.  That  is,  we  would  make  the  extra-long 
incision  to  visualize  the  superior  aspect  of  the  neck 
and  trochanter  and  thus  enable  ourselves  to  get  a 
stable  reduction.  Otherwise,  there  is  essentially 
no  difference  in  management  after  surgical  pro- 
cedure and  in  fixation. 

I heartily  recommend  this  method,  especially  in 
institutions  where  x-ray  control,  both  antero- 
posterior and  lateral  views,  is  not  easily  obtainable 
with  a minimum  loss  of  time.  The  author  does 
not  seem  to  have  had  a high  infection  rate,  but  I 
am  wondering  whether  or  not  this  would  be  the 
same  in  a large  city  hospital  with  varying  personnel 
doing  the  operative  procedures  and  constantly 
shifting  personnel  as  assistants  in  the  operating 
room.  It  is  mainly  for  this  reason  that  I would 
avoid  performing  the  procedure  as  routinely  as  the 
author  does  and  do  it  only  in  those  cases  where  it 
would  seem  to  be  necessary  to  obtain  the  stable  re- 
duction. 
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patients  aged  less  than  three  months  to  fifteen 
years,  coded  as  meningitis  and  encephalitis,  ex- 
cluding all  cases  of  simple  meningismus.  These 
records  primarily  covered  the  period  1959  to  1969, 
with  as  many  1970  charts  as  were  readily  available, 
and  with  several  microfilmed  records  dating  back 
to  1954.  As  cross  references,  we  chose  to  use  all 
pediatric  autopsies  with  meningitis  or  encephalitis 
as  final  diagnoses  from  1960  to  1970.  In  addition, 
we  have  reviewed  cases  of  pediatric  aseptic  men- 
ingitis confirmed  by  viral  isolation  by  the  Meadow- 
brook  Hospital  virology  service. 

Since  the  cause  in  large  numbers  of  cases  was 
classified  as  unknown,  we  established  a group  of 
arbitrary  standards,  although  based  on  experience 
and  common  knowledge,  by  which  we  could  clas- 
sify the  cases  (initial  gram-stain  negative  and  ster- 
ile cultures)  as  being  either  viral  or  bacterial  in  or- 
igin. Therefore,  a case  of  bacterial  meningitis  was 
one  in  which  spinal  fluid  revealed  at  least  2,000 
white  blood  cells,  of  which  90  per  cent  were  poly- 
morphonuclear leukocytes  as  well  as  a glucose  level 
of  40  mg.  per  100  ml.  or  less.  When  spinal  fluid 
white  blood  cells  were  below  2,000  with  less  than 
90  per  cent  polymorphonuclear  leukocytes  and  the 
glucose  greater  than  40  mg.  per  100  ml.,  the  case 
was  classified  as  viral  (Fig.  1) 

Results 

Table  I gives  the  breakdown  of  the  incidence  of 
various  causes  of  meningitis  relative  to  the  years  of 
our  study.  The  total  cases  of  bacterial  meningitis 
greatly  outnumber  those  of  viral  meningitis. 
Among  the  known  bacterial  meningitides,  those 
caused  by  Hemophilus  influenzae  were  the  most 
prevalent  in  any  given  year,  followed  by  Neisseria 
meningitidis  and  Diplococcus  pneumoniae.  The 
“other  bacteria”  category,  which  included  both 
known  and  unknown  bacterial  infections,  was 
greater  than  the  pneumococcus  infections  but 
much  smaller  than  all  viral  infections.  The  total 


TABLE  I.  Breakdown  of  causes  of  meningitis  relative  to  years  of  study 


Year 

Hemophilus 

influenzae 

Neisseria 

meningitidis 

Diplococcus 

pneumoniae 

Tuberculosis 

Virus 

Unknown 

Bacteria 

Total 

1954 

2 

2 

1955 

1 

1 

1956 

2 

1 

2 

5 

1957 

2 

3 

1 

6 

1958 

14 

3 

3 

5 

2 

27 

1959 

17 

4 

1 

6 

28 

1960 

24 

2 

4 

19 

5 

54 

1961 

15 

4 

3 

14 

7 

43 

1962 

10 

7 

4 

13 

7 

41 

196.3 

17 

4 

5 

9 

7 

42 

1964 

17 

4 

9 

5 

35 

1965 

19 

6 

2 

1 

3 

3 

34 

1966 

15 

3 

1 

5 

4 

28 

1967 

12 

2 

4 

2 

5 

1 

26 

1968 

18 

4 

22 

2 

46 

1969 

7 

4 

4 

18 

3 

36 

1970 

1 

1 

9 

3 

14 
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This  review  of  our  468  recent  cases  of  viral  and 
bacterial  meningitis  was  undertaken  to  learn 
whether  or  not  our  experience  with  these  diseases 
was  similar  to  others.  In  particular  we  were  in- 
terested in  the  efficacy  of  ampicillin  therapy  com- 
pared with  triple  therapy  for  bacterial  meningitis. 
We  also  looked  for  better  ways  to  distinguish  be- 
tween viral  and  bacterial  meningitis  and  also  for 
evidence  of  factors  which  lead  to  complications  and 
death. 

Methods 

We  reviewed  all  available  medical  records  of 

*Present  address:  University  of  Maryland  School  of  Medi- 

cine, Baltimore,  Maryland. 
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FIGURE  1 Cases  of  bacterial  (A — A)  and  viral  (• — •) 
meningitis  included  in  study 


cases  for  each  year  show  that  for  the  time  sequence 
of  our  study  1960  and  1968  were  the  peak  years  for 
all  types  of  meningitis.  The  average  number  of 
cases  from  1960  to  1969  was  37.6  per  year. 

Table  II  demonstrates  the  trends  in  incidence  of 
causes  in  relation  to  age  of  occurrence  and  ultimate 
death  from  meningitis.  The  highest  incidence  of 
meningitis  between  birth  and  age  fifteen  was  at- 
tributable to  H.  influenzae,  with  the  greatest  in- 
cidence between  the  ages  of  three  months  and  four 
years.  Over-all,  the  three-month  to  four-year  pre- 
dominance was  true  for  all  bacterial  but  not  for  all 
viral  cases.  Among  468  cases  there  were  48 
deaths,  giving  a mortality  rate  of  10  per  cent.  The 
mortality  rate  was  highest  in  tuberculosis,  followed 
by  unknown  bacteria,  virus,  and  D.  pneumoniae. 
Viral  meningitis  accounted  for  more  deaths  than 
any  other  single  category. 

There  were  298  males  and  170  females.  Table 
III  compares  the  time  between  onset  and  diagnosis 


In  an  effort  to  find  better  ways  of  distinguishing  be- 
tween viral  and  bacterial  meningitis,  to  study  the 
efficacy  of  ampicillin  compared  with  triple  therapy 
for  bacterial  meningitis,  and  to  determine  the  fac- 
tors leading  to  complications,  a review  was  made  of 
46H  cases  of  meningitis  which  occurred  from  1954  to 
1970.  Studies  of  protein  in  cerebrospinal  fluid  were 
undertaken  to  distinguish  the  type  of  meningitis 
present.  Cases  of  bacterial  meningitis  outnum- 
bered those  with  viral  meningitis,  and  the  bacterial 
organism  most  commonly  identified  was  Hemo- 
philus influenzae.  The  most  prevalent  complica- 
tions were  convulsions,  hearing  difficulty,  respirato- 
ry disorders,  subdural  effusions,  and  cardiac  ir- 
regularities. The  element  of  time  between  diagnosis 
and  treatment  influenced  the  mortality  rate.  When 
the  interval  between  oruset  and  diagnosis  was  more 
than  three  days,  the  mortality  rate  was  high.  In 
the  treatment  of  bacterial  meningitis,  ampicillin 
and  triple  therapy  were  equally  effective. 


with  complications  in  three  age  groups.  Most 
cases  occurred  after  age  three  months,  but  tbe  mor- 
tality rate  was  highest  in  the  28  cases  below  age 
three  months.  Most  cases  had  symptoms  for  three 
days  before  diagnosis,  and  this  was  true  in  all  three 
age  categories. 

In  Table  IV  we  report  the  results  of  various  types 
of  antimicrobial  therapy.  Of  all  patients  given 
ampicillin  therapy,  including  ampicillin  alone  or 
ampicillin  plus  other  antibiotics,  almost  91  per 
cent  survived,  and  89  per  cent  survived  of  all  those 
given  triple  therapy. 

From  Table  V we  see  that  more  complications 
arose  from  cases  of  bacterial  meningitis  than  from 
viral  meningitis,  although  42  complications  occur- 


TABLE  II.  Causative  organism,  age,  and  number  of  deaths 


Age  Groups  and 
Deaths 

Total 

H. 

influenzae 

N. 

meningitidis 

D. 

pneumoniae 

Tuberculosis 

Virus 

Unknown  and 
other  Bacteria 

Age  groups 
<3  mo. 

28 

7 

0 

3 

0 

7 

11 

3 mo.  to  4 yr. 

302 

163 

32 

21 

3 

56 

27 

5 to  15  yr. 

138 

20 

16 

10 

0 

79 

13 

Totals 

468 

190 

48 

34 

3 

142 

51 

Number  of  deaths 

48 

11 

3 

4 

3 

15 

12 

TABLE  III. 

Complications  and  age 

Age 

. — Days  Between  Onset  and 
0-1  2-3 

Diagnosis 

>3 

Total 

Deaths 

Complications 

<3  mo. 

9 (32.4)* 

4 (14.7) 

15  (53) 

28 

10 

16 

3 mo.  to  4 yr. 

78  (27.7) 

76  (26.4) 

148  (45.9) 

302 

22 

111 

5 to  15  yr. 

43  (31.5) 

32  (23.5) 

63  (45) 

138 

16 

42 

* Figures  in  parentheses  represents  per  cent. 
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TABLE  IV.  Therapy 


— Deaths — - 

. — Survivals — ■ 

Num- 

Per 

Num- 

Per 

Therapy 

her 

Cent 

her 

Cent 

Totals 

Triple,  including 

36 

10.6 

304 

89.4 

340 

penicillin, 
chloramphenicol 
Chloromycetin) , 
sulfisoxazole 
(Gantrisin),  or 
any  combina- 
tion thereof 

Ampicillin 

9 

9.2 

89 

90.8 

98 

red  in  the  142  viral  cases.  The  most  prevalent  of 
the  complications  listed  were  convulsions,  hearing 
difficulties,  respiratory  disorders  (including  pneu- 
monia, atelectasis,  and  so  on),  subdural  effusions, 
cardiac  irregularities  (including  paroxysmal  au- 
ricular tachycardia,  myocarditis,  and  so  on),  and 
death.  The  greatest  number  of  deaths  occurred 
in  children  who  were  finally  diagnosed  less  than 
one  or  more  than  three  days  after  onset  of  symp- 
toms. This  was  also  true  for  cases  of  secondary 
subdural  effusions,  cardiac  irregularities,  and 
urinary  tract  difficulties.  The  temperature  fell 
and  remained  below  100  F.  within  four  days  in  112 
of  the  154  cases  with  complications  and  in  5 of  10 
with  subdural  effusions. 

Table  VI  presents  the  relationship  between  cere- 
brospinal fluid  protein  levels,  cause,  and  survival. 
A majority  of  patients  with  bacterial  meningitis 
had  cerebrospinal  fluid  protein  levels  greater  than 
80  mg.  per  100  ml.,  while  the  majority  of  patients 
with  viral  meningitis  had  levels  between  30  and  80 


mg.  per  100  ml.  There  were  far  more  viral  than 
bacterial  cases  at  the  less  than  30  mg.  per  100  ml. 
level.  Most  of  the  deaths  occurred  in  cases  with 
greater  than  80  mg.  per  100  ml.  protein  in  the 
cerebrospinal  fluid,  but  the  mortality  rate  was  as 
high  in  the  cases  with  less  than  30  mg.  per  100  ml. 
protein  in  the  cerebrospinal  fluid. 

Table  VII  confirms  the  definitions  of  viral  and 
bacterial  meningitis  used  in  this  report.  For  ex- 
ample, of  123  spinal  taps  of  greater  than  2,000  cells, 
118  were  cases  of  bacterial  meningitis,  while  only  5 
were  cases  of  viral  meningitis.  Of  129  spinal  taps 
in  which  90  per  cent  or  more  of  the  cells  were  poly- 
morphonuclear leukocytes,  only  6 were  seen  in  viral 
cases,  and  123  were  seen  in  bacterial  cases.  Of  167 
spinal  taps  in  which  cerebrospinal  fluid  glucose 
levels  were  less  than  40  mg.  per  100  ml.,  only  3 were 
seen  in  viral  cases,  while  164  were  seen  in  bacterial 
cases.  Of  the  three  major  causative  organisms,  H. 
influenzae  had  the  greatest  number  of  spinal  taps 
with  greater  than  2,000  cells,  more  than  90  per  cent 
polymorphonuclear  leukocytes,  and  glucose  levels 
less  than  40  mg.  per  100  ml.,  followed  in  order  by 
N.  meningitidis  and  D.  pneumoniae.  Fever  dura- 
tion was  similar  with  different  bacterial  and  viral 
cases.  Of  205  cases  confirmed  by  culture  in  which 
a cerebrospinal  fluid  Gram  stain  report  was  avail- 
able, a total  of  170  cases  of  bacterial  meningitis 
were  identified  via  Gram  stain. 

Comment 

The  data  presented  here  agree  with  current  gen- 
eral knowledge  about  meningitis.  For  example,  we 
have  found  that  the  most  commonly  identified 


TABLE  V.  Complications 


Complications 

' Days  Between 

Onset  to  Diagnosis 
0-1  2-3  >3 

Bacterial 

Viral 

After  Admission 

0-4  >4 

Poor  muscular  control 

3 

4 

6 

1 

4 

3 

Hydrocephalus 

2 

2 

3 

1 

2 

2 

Eighth  nerve  damage 

4 

2 

1 

7 

4 

3 

Convulsions 

6 

5 

4 

11 

4 

12 

3 

Respiratory  distress 

5 

1 

5 

8 

3 

8 

3 

Subdural  effusion 

1 

1 

8 

10 

5 

5 

Cardiac  irregularities 

2 

2 

7 

6 

5 

10 

1 

Cervical  abscess 

2 

2 

2 

Gastrointestinal  distress 

6 

3 

7 

2 

8 

1 

Arthropathy 

1 

2 

3 

1 

2 

Renal  damage 

1 

5 

3 

3 

3 

3 

Drug  reaction 

3 

3 

4 

2 

6 

Phlebitis 

2 

2 

1 

1 

Optic  neuritis 

1 

1 

2 

2 

Osteomyelitis 

1 

1 

1 

Encephalopathy 

1 

1 

1 

Herpes  infection 

1 

1 

1 

Candida  infection 

1 

1 

1 

Psychologic  damage 

1 

1 

2 

2 

Bone  marrow  hypoplasia 

1 

1 

1 

Corneal  scars 

1 

1 

1 

Herpangina 

1 

1 

1 

Aplastic  anemia 

1 

1 

1 

Pressure  sore 

1 

1 

1 
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TABLE  VI.  Cerebrospinal  fluid  protein  (mg.  per  100  ml.) 
and  deaths 


Organism  and  Deaths 

<30 

30-80 

>80 

Totals 

Organism 

Bacterial  (proved  and 

24 

86 

173 

283 

unknown) 

Viral  (proved  and  un- 

45 

64 

18 

127 

known) 

Totals 

69 

150 

191 

410 

Deaths 

9 

7 

24 

40 

bacterial  organism  was  H.  influenzae  followed  by 
N.  meningitidis  and  D.  pneumoniae  as  summa- 
rized by  Menkes.'  Admissions  for  bacterial  men- 
ingitis have  continued  at  a steady  rate  for  twelve 
years,  while  viral  meningitis  bas  occurred  largely 
during  two  main  peaks  several  years  apart.  The 
distinction  between  viral  and  unknown  bacterial 
meningitis  mentioned  earlier  in  this  report  is  useful 
in  comparing  the  two  kinds  of  meningitis  but  can- 
not be  recommended  as  a sole  basis  for  therapy.'^ 
It  is  likely  that  the  data  here  include  nearly  all 
bacterial  meningitis  admitted  during  these  years, 
but  some  cases  of  viral  meningitis  may  have  been 
so  mild  that  the  spinal  taps  were  not  done  and  the 
diagnosis  either  not  suspected  or  not  coded. 

Among  the  cases  of  D.  pneumoniae  meningitis, 
1 child  had  16  recurrences.  Whitecar,  Reddin,  and 
Spink^  mention  the  case  of  a woman  who  suffered 
through  11  attacks  of  D.  pneumoniae  meningitis 
with  five  different  serotypes  involved.  These  au- 
thors pointed  out  that  some  anatomic  defect  in  the 
skull  would  account  for  such  recurrences.  Recur- 
rences have  been  seen  in  children  after  splenecto- 
my, suggesting  an  immune-mechanism  defect. 

The  number  of  patients  below  the  age  of  three 
months  was  low.  This  was  caused  probably  by  the 
high  levels  of  gamma  globulin  in  the  infant  ob- 
tained from  the  mother  transplacentally.  Fosson 
and  Fine^  have  pointed  out  that  most  neonatal 
meningitis  is  caused  by  the  enteric  bacteria,  pri- 
marily Escherichia  coli,  as  well  as  enteric  strepto- 
cocci. Predisposing  factors,  such  as  prematurely 
ruptured  membranes,  maternal  infections,  delivery 
trauma,  and  prematurity,  are  often  present.  Our 
data  show  that  meningitis  in  children  less  than 
three  months  of  age  was  caused  mainly  by  “other 


bacteria,”  a category  which  included  cases  caused 
by  E.  coli.  Streptococcus  faecalis,  and  several 
cases  of  group  B streptococci  (Table  II). 

Ampicillin  and  triple  therapy  produced  similar 
results  in  bacterial  meningitis.  Mortality  rates 
were  greatest  when  the  interval  between  onset  and 
diagnosis  was  more  than  three  days  in  boys  and  in 
young  infants.  We  have  seen  no  cases  of  ampicil- 
lin-resistant  meningitis  caused  by  tbe  three  most 
common  bacteria.'’'*’  Cbevrie  and  Aicardi’  have 
pointed  out  that  in  neonatal  meningitis  forty-eight 
hours  appear  to  be  the  maximum  allowable  onset- 
to-diagnosis  and  treatment  period.  They  state 
that  of  19  patients  treated  within  forty-eight  hours 
of  onset  of  symptoms,  8 were  cured,  while  only  1 
of  12  infants  treated  after  forty-eight  hours  sur- 
vived. As  effective  as  early  therapy  is,  indis- 
criminate use  of  antibiotics  can  eventually  elimi- 
nate tbeir  usefulness  because  of  acquired  bacterial 
resistance.  Other  important  sequelae  included 
convulsive  disorders,  eighth  nerve  damage,  sub- 
dural effusions,  cardiac  arrhythmia,  myocarditis, 
and  respiratory  disturbances.  The  complications 
were  most  common  in  the  youngest  infants. 
Kresky,  Buchbinder,  and  Greenberg**  have  also 
pointed  out  that  the  greatest  incidence  of  perma- 
nent neurologic  sequelae  occurred  in  cases  in  which 
therapy  was  delayed  three  days  or  more.  They 
also  state  that  80  per  cent  of  children  with  neuro- 
logic residua  are  so  mildly  affected  that  there  are 
no  outward  manifestations,  while  the  other  20  per 
cent  are  obviously  neurologically  affected. 

The  temperature  remained  below  100  F.  within 
four  days  after  admission  in  most  cases,  but  almost 
25  per  cent  were  febrile  for  longer  periods.  Pro- 
longed fever  was  seen  in  only  5 of  10  cases  of  sub- 
dural hematoma  and  in  only  42  of  154  cases  with 
meningitis  complications.®  While  high  spinal 
fluid  protein  might  be  expected  to  have  been  re- 
lated to  an  increased  mortality  rate,  normal  cere- 
brospinal fluid  protein  (less  than  30  mg.  per  100 
ml.)  was  also  associated  with  an  increase  in  the 
death  rate. 

Viral  meningitis  was  associated  with  a higher 
mortality  rate  than  H.  influenzae,  D.  pneumoniae, 
and  N.  meningitidis.  We  have  been  especially 
impressed  with  9 cases  of  chickenpox  meningo- 
encephalitis that  progressed  to  coma  and  death 
within  forty-eight  hours  of  hospital  admission. 


TABLE  VII.  Cultured  organisms 


Clinical  Data 

H. 

influenzae 

D. 

pneumoniae 

N. 

meningitidis 

Other 

Bacteria 

Virus 

Totals 

Fever  after  admission 
0 to  4 days 

138 

24 

39 

13 

43 

257 

>4  days 

44 

4 

6 

7 

11 

72 

>2,000  cells 

82 

9 

22 

5 

5 

123 

>90  per  cent  polymorpho- 
nuclear leukocytes 

85 

13 

18 

7 

6 

129 

Glucose  <40 

112 

13 

26 

13 

3 

167 
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Summary 

Four  hundred  sixty-eight  cases  of  meningitis  ad- 
mitted to  the  Meadowbrook  Hospital  between  1954 
and  1970  have  been  reviewed.  There  were  15 
deaths  in  the  142  cases  of  viral  meningitis  and  33 
deaths  among  the  326  cases  of  bacterial  meningitis. 
Death  was  associated  with  low  and  high  protein 
levels  in  the  cerebrospinal  fluid,  age  below  three 
months,  boys  involved  more  than  girls,  and  an  in- 
terval of  three  days  or  more  of  illness  before  cor- 
rect diagnosis.  Ampicillin  and  triple  therapy  were 
equally  effective  in  bacterial  meningitis.  The 
fever  lasted  longer  than  four  days  after  hospital 
admission  in  25  per  cent  of  cases,  but  prolonged 
fever  was  not  more  frequent  in  the  154  cases  with 
complications. 

Nassau  County  Medical  Center 
East  Meadow,  New  York  11543 
(DR.  COLLIPP) 
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In  recent  years  preoperative  radiation  has  been 
used  increasingly  in  the  treatment  of  carcinoma  of 
the  oral  cavity,  pharynx,  larynx,  as  well  as  meta- 
static disease  of  the  neck.  It  is  generally  accepted 
that  the  scope  of  the  operative  procedure  and  the 
amount  of  tissue  removed  should  be  the  same  as 
though  no  radiation  had  been  given. 

Studies  of  serially  sectioned  specimens  of  pri- 
mary sites  and  neck  dissection  specimens  following 
radiotherapy  indicate  that  even  with  complete 
healing  of  mucosal  lesions  or  regression  of  clini- 
cally positive  nodes,  residual  microscopic  foci  of 
malignant  disease  usually  remain.  It  is  of  great 
clinical  significance  that  the  regression  following 
radiotherapy  is  not  one  in  which  peripheral  cells 
are  destroyed  leaving  a central  remnant,  as  one 
might  hope  for  on  a theoretic  basis.  Rather,  there 
is  a scattering  of  residual  malignant  cells  dis- 
seminated at  random  throughout  the  entire  extent 
of  the  original  lesion.  Often  there  are  nests  of 
malignant  cells  beneath  intact  mucous  membrane. 

There  is  usually  a marked  shrinkage  in  the  size  of 
the  original  lesion  following  radiotherapy.  Ulcer- 
ated or  fungating  areas  may  heal  over  entirely. 
Thus  the  operating  surgeon  is  deprived  of  the  usual 
landmarks  he  employs  to  determine  the  margins  of 
his  excision  in  the  nonradiated  case.  He  must  rely 


FIGURE  1 Carcinoma  of  floor  of  mouth  outlined  by 
series  of  tattooed  pigment  dots  before  radiotherapy. 


FIGURE  2.  Resected  specimen  of  carcinoma  of  floor  of 
mouth  postradiotherapy  from  patient  in  Figure  1.  Two 
teeth  have  been  removed.  Although  lesion  has  re- 
gressed in  size  and  mucosa  has  partially  healed  over, 
pigmented  tattoo  sites  still  remain  as  guides  to  desired 
extent  of  excision. 

on  his  memory,  supplemented  by  drawings  or  per- 
haps a photograph  of  the  original  lesion.  If  the 
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extent  of  the  resection  is  to  be  the  same  as  though 
no  radiation  had  been  given,  the  need  for  an  ac- 
curate method  of  indicating  the  limits  of  the  origi- 
nal lesion  becomes  critical.  This  is  particularly 
true  since  there  is  often  a time  lapse  of  eight  to  ten 
weeks  from  the  time  radiotherapy  is  started  until 
the  operative  procedure.  Indeed  the  operating 
surgeon  may  not  even  have  seen  the  patient  origi- 
nally. 

We  have  found  tattooing  of  the  mucosal  surface 
before  radiation  to  be  a useful  adjunct  in  deline- 
ating the  extent  of  future  excision.  The  pigmented 
outline  of  the  lesion  is  still  readily  visible  following 
radiotherapy  and  provides  an  accurate  guide  to  the 
extent  of  resection.  Even  though  the  original 
lesion  may  be  completely  healed  over,  a useful 
landmark  remains  to  guide  the  surgeon. 

Technic 

A bleb  of  local  anesthesia  is  injected  at  the  de- 
sired spot,  but  often  this  is  unnecessary.  The  tips 
of  the  needles  are  dipped  in  India  ink.  By  a recip- 


rocating motion  of  1 to  2 mm.  the  pigment  is  im- 
planted intramucosally  in  the  form  of  a dot.  The 
lesion  is  outlined  by  a series  of  dots  1 to  1.5  cm. 
from  its  periphery.  Tattoo  needles  are  never  in- 
serted into  grossly  malignant  tissue.  The  outline 
we  employ  is  the  anticipated  line  of  resection. 

Figure  1 illustrates  a lesion  of  the  floor  of  the 
mouth  outlined  by  the  method  described.  After 
tattooing,  2,500  rads  were  delivered  to  the  lesion  in 
three  weeks.  Ten  days  later  excisional  surgery  was 
performed.  Figure  2 illustrates  the  surgical  speci- 
men showing  partial  healing  of  the  ulcer.  The 
pigmented  dots  remain  as  a guide. 

We  have  used  this  method  in  6 cases  thus  far. 
The  patients  have  received  from  2,500  to  5,500  rads 
preoperatively.  Pigment  has  been  tattooed  on  the 
floor  of  the  mouth,  alveolar  ridge,  buccal  mucosa, 
hard  and  soft  palate,  and  tongue.  There  have  been 
no  adverse  effects.  The  pigment  dots  have  re- 
mained visible  and  have  been  a valuable  landmark 
at  surgery. 

A further  report  will  follow. 
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Until  relatively  recently,  the  autopsy  was  the 
chief  source  of  definitive  diagnosis.  There  were 
few  confirmatory  laboratory  procedures  available, 
and  the  clinician  was  largely  dependent  on  the  re- 
sults of  his  physical  examination.  The  multiplic- 
ity of  biochemical  tests  and  diagnostic  technics 
which  have  been  developed  in  the  past  few  decades 
has  tended  to  demean  the  importance  of  the  au- 
topsy, and  this  has  been  reflected  in  a dwindling 
interest  in  the  procedure. 

Autopsy  findings  are,  with  rare  exceptions,  the 
most  accurate  means  of  determining  cause  of 
death,  but  statistical  data  must  be  evaluated  in 
accordance  with  the  material  under  study.  Hos- 
pital admissions  are  not  necessarily  representa- 
tive of  disease  in  the  general  population,  and  au- 
topsy statistics  may  be  influenced  by  the  types  of 
cases  admitted,  age  distribution  of  the  patients, 
and  special  interest  in  particular  disease  catego- 
ries. With  full  consideration  of  these  factors,  it 
was  believed  that  an  analytic  study  of  a large  series 
of  cases  in  a general  hospital  would  give  a more 


accurate  perspective  on  the  current  causes  of  death 
than  is  generally  obtained  from  clinical  observa- 
tions. 

Material 

The  period  covered  in  this  study  was  from  Janu- 
ary 1,  1960,  through  February  6,  1971.  During  this 
time  there  were  90,644  patients  discharged  from 
Doctors  Hospital,  exclusive  of  newborns.  There 
were  2,779  deaths  of  which  1,000,  or  36  per  cent, 
were  autopsied.  Dividing  the  causes  of  death  into 
two  broad  categories,  it  was  found  that  the  dis- 
charge diagnosis  was  malignant  disease  in  1,214 
(43.7  per  cent)  and  nonmalignant  disease  in  1,565 
(56.3  per  cent).  Among  the  cases  diagnosed  by 
autopsy  there  were  493  cases  (49.3  per  cent)  of 
malignant  disease  and  507  cases  (50.7  per  cent) 
of  nonmalignant  disease.  In  analyzing  the  cases 
of  carcinoma,  it  was  assumed  that  in  most  in- 
stances the  neoplasm  was  directly  or  indirectly 
both  the  underlying  and  the  immediate  cause  of 
death.  The  variety  of  complications  in  the  non- 
malignant cases  required  more  precise  delinea- 
tion of  the  immediate  causes. 

Distribution  of  malignant  cases 

The  neoplasms  occurring  with  greatest  frequency 
were  carcinoma  of  the  colon,  breast,  and  pancreas, 
respectively,  comprising  42  per  cent  of  the  total 
neoplasms.  Carcinoma  of  the  colon  was  found  in 
78  autopsies  (15.8  per  cent),  carcinoma  of  the  breast 
occurred  in  66  cases  (13.4  per  cent),  carcinoma  of 
the  pancreas  was  found  in  64  cases  (13  per  cent), 
carcinoma  of  the  stomach  occurred  in  39  cases 
(8  per  cent),  carcinoma  of  the  ovary  was  found  in 
28  cases  (5.6  per  cent),  and  carcinoma  of  the  lung 
in  27  cases  (5.5  per  cent).  The  autopsy  distribu- 
tion of  the  carcinomas  and  other  malignant  condi- 
tions is  shown  in  Table  I. 

Percentage  distribution  of 
neoplasms 

The  percentage  distribution  of  the  common 
malignant  tumors  diagnosed  clinically  was  com- 
pared with  the  distribution  in  the  autopsied 
cases.  In  carcinoma  of  the  breast,  which  is  readily 
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accessible  to  diagnosis,  there  were  159  cases  (13 
per  cent)  diagnosed  clinically  and  66  cases  (13.4 
per  cent)  diagnosed  by  autopsy.  Carcinoma  of  the 
colon,  stomach,  and  ovary,  respectively,  were 
found  more  frequently  at  autopsy.  There  were  161 
cases  (13.3  per  cent)  of  carcinoma  of  the  colon  diag- 
nosed clinically  and  78  cases  (15.8  per  cent)  diag- 
nosed by  autopsy.  In  carcinoma  of  the  stomach, 
there  were  67  cases  (5.5  per  cent)  diagnosed  clini- 
cally and  39  cases  (8  per  cent)  diagnosed  by  au- 
topsy. There  were  57  cases  (4.7  per  cent)  of  carci- 
noma of  the  ovary  diagnosed  clinically  and  28  cases 
(5.6  per  cent)  diagnosed  by  autopsy. 

The  findings  in  carcinoma  of  the  pancreas  and 
carcinoma  of  the  lung  showed  significant  varia- 
tions. In  the  former,  the  autopsy  distribution 
of  64  cases  (13  per  cent)  was  almost  twice  that  of 
the  82  cases  (6.8  per  cent)  diagnosed  clinically. 
The  reverse  was  found  in  carcinoma  of  the  lung. 
There  were  139  cases  (11.4  per  cent)  diagnosed 
clinically  and  only  27  cases  (5.5  per  cent)  diag- 
nosed by  autopsy. 

Autopsy  confirmation 

Comparison  of  discharge  diagnosis  with  autopsy 
findings  revealed  a high  degree  of  accuracy  in  the 
majority  of  internal  neoplasms.  Of  161  cases  dis- 
charged with  the  diagnosis  of  carcinoma  of  the  co- 
lon, 51  were  autopsied,  and  the  diagnosis  was  con- 
firmed in  49  cases  (96  per  cent).  There  were  82 
cases  of  carcinoma  of  the  pancreas  diagnosed  clini- 
cally of  which  41  were  autopsied,  and  the  diag- 
nosis was  confirmed  in  33  cases  (80.5  per  cent). 
Of  67  cases  diagnosed  carcinoma  of  the  stomach, 
23  were  autopsied  and  the  diagnosis  confirmed  in 
22  cases  (95.6  per  cent).  There  were  14  autopsies 
among  the  57  cases  of  carcinoma  of  the  ovary  diag- 
nosed clinically;  in  all  instances  the  diagnosis  was 
correct. 

Of  the  139  cases  diagnosed  carcinoma  of  the  lung 
there  were  61  autopsies.  In  27  of  the  cases  (44.2 
per  cent)  the  diagnosis  was  confirmed,  and  in  34 
cases  the  diagnosis  was  incorrect.  Analysis  of  the 
34  erroneously  diagnosed  cases  showed  that  pri- 
mary lung  cancer  had  been  simulated  by  pul- 
monary metastases  from  carcinoma  of  the  pan- 
creas (8  cases),  carcinoma  of  the  kidney  (4  cases), 
malignant  melanoma  (3  cases),  carcinoma  of  the 
stomach  (2  cases),  carcinoma  of  the  breast  (2 
cases),  and  carcinoma  of  the  thyroid  (2  cases). 
Carcinoma  of  the  uterus,  adrenal  gland,  prostate, 
larynx,  and  liver  were  responsible  for  the  mimicry 
in  1 case  each,  and  lymphosarcoma  in  1 case.  In 
7 cases  the  autopsy  diagnosis  was  metastatic  car- 
cinoma of  the  lung,  but  a primary  site  was  not 
found. 

Missed  diagnosis 

A considerable  number  of  neoplasms  were  found 
at  autopsy  in  which  the  site  of  origin  had  not  been 


TABLE  I.  Distribution  of  493  malignant  conditions 
diagnosed  by  autopsy 


Malignant  Conditions 

Number 

Site  of  carcinoma 

Colon 

78 

Breast 

66 

Pancreas 

64 

Stomach 

39 

Ovary 

28 

Lung 

27 

Rectum 

15 

Prostate 

14 

Biliary  tract 

14 

Liver 

13 

Kidney 

10 

Uterus 

8 

Thyroid 

7 

Nasopharynx 

7 

Urinary  bladder 

6 

Adrenal  gland 

5 

Esophagus 

3 

Small  intestine 

1 

Skin 

1 

Vulva 

1 

Tongue 

1 

Miscellaneous 

Melanoma 

19 

Leukemia 

19 

Lymphosarcoma 

15 

Hodgkin’s  disease 

6 

Multiple  myeloma 

5 

Rhabdomyosarcoma 

5 

Reticulum-cell  sarcoma 

3 

Fibrosarcoma 

1 

Mesenchymoma 

1 

Meningioma 

1 

Astrocytoma 

1 

Leukosarcoma 

1 

Bone 

1 

Site  unknown 

7 

established  during  life.  These  cases  were  dis- 
charged with  the  diagnosis  of  carcinomatosis  be- 
cause of  metastatic  lesions.  Of  the  161  cases  cer- 
tified clinically  as  carcinoma  of  the  colon,  51  were 
autopsied  and  the  diagnosis  confirmed  in  49.  How- 
ever, the  total  number  of  colon  carcinomas  was 
78,  so  that  29  additional  cases  (37  per  cent)  had 
not  been  suspected  clinically.  The  total  number  of 
carcinomas  of  the  pancreas  diagnosed  clinically 
was  82  of  which  41  were  autopsied  and  the  diag- 
nosis confirmed  in  33  cases.  There  were  64  car- 
cinomas of  the  pancreas  found  at  autopsy  showing 
that  31  cases  (48  per  cent)  had  not  been  suspected 
clinically.  In  carcinoma  of  the  stomach,  there 
were  17  unsuspected  cases  (44  per  cent)  found  at 
autopsy.  There  were  57  cases  of  carcinoma  of  the 
ovary  of  which  14  were  diagnosed  clinically  and 
confirmed  by  autopsy. 

The  total  number  of  carcinomas  of  the  ovary 
found  at  autopsy  was  28  with  14  cases  (50  per  cent) 
undiagnosed  during  life.  Carcinoma  of  the  lung 
was  the  only  major  neoplasm  in  which  no  cases 
were  found  at  autopsy  in  addition  to  those  diag- 
nosed clinically. 
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Nonmalignant  causes  of  death 

Cardiovascular.  There  were  507  cases  in 
which  the  cause  of  death  was  nonmalignant  dis- 
ease. The  prime  single  underlying  cause  of  death 
was  acute  myocardial  infarction  which  occurred 
in  137  cases  (27  per  cent).  The  immediate  causes 
of  death  in  this  group  were  varied,  but  extensive 
myocardial  necrosis  (49  cases)  and  congestive  heart 
failure  (44  cases)  accounted  for  the  vast  majority  of 
cases.  The  other  immediate  causes  of  death  were 
bronchopneumonia  (23  cases),  cardiac  tamponade 
(13  cases),  pulmonary  embolism  (5  cases),  and 

I case  each  of  cerebral  infarct,  perforated  duodenal 
ulcer,  and  thrombosis  of  the  superior  mesenteric 
artery. 

The  second  most  frequent  underlying  cause  of 
death  was  arteriosclerotic  heart  disease  which 
was  responsible  for  114  deaths  (22.9  per  cent).  In 
this  category,  the  common  immediate  causes  of 
death  were  congestive  failure  (36  cases),  broncho- 
pneumonia (35  cases),  and  pulmonary  embolism 
(21  cases).  There  were  3 cases  in  which  death  was 
caused  by  cerebral  hemorrhage  and  1 case  in  which 
it  was  caused  by  gastrointestinal  hemorrhage. 
In  2 cases  death  resulted  from  cardiac  arrhythmia. 
There  were  16  cases  in  which  the  immediate  cause 
of  death  was  not  specified. 

Rheumatic  heart  disease  was  the  underlying 
cause  of  death  in  24  cases  (4.7  per  cent).  The  com- 
mon immediate  causes  were  congestive  failure 
(9  cases)  and  bronchopneumonia  (7  cases).  In  2 
cases  death  was  caused  by  pulmonary  embolism. 
The  immediate  causes  in  the  remaining  6 cases 
were  cerebral  embolism,  pulmonary  infarct,  post- 
operative complications,  heart  block,  subacute 
bacterial  endocarditis,  and  aspiration  of  vomitus, 
respectively. 

Aortic  aneurysm  accounted  for  23  deaths  (4.5 
per  cent).  The  immediate  causes  were  rupture  of 
the  abdominal  aorta  (9  cases),  rupture  of  the  tho- 
racic aorta  (5  cases),  and  dissection  with  cardiac 
tamponade  (2  cases).  In  3 cases  death  followed 
resection.  In  the  other  4 cases  the  immediate 
causes  were  thrombosis  with  bilateral  renal  in- 
farction, congestive  heart  failure,  postoperative 
bronchopneumonia,  and  ruptured  medial  necrosis 
cystica,  respectively.  Thrombosis  of  the  supe- 
rior mesenteric  artery  was  the  underlying  cause  in 

II  cases  (2.2  per  cent)  of  which  the  immediate 
causes  were  infarction  of  the  small  intestine  (10 
cases)  and  bronchopneumonia  (1  case).  Calcific 
aortic  stenosis  was  responsible  for  10  deaths  (2  per 
cent)  of  which  the  immediate  causes  were  conges- 
tive failure  (8  cases),  pulmonary  embolus  (1  case), 
and  bronchopneumonia  (1  case). 

Cerebral  hemorrhage  was  the  underlying  cause 
of  death  in  18  cases  (3.5  per  cent).  The  immedi- 
ate causes  were  bronchopneumonia  (12  cases)  and 
pulmonary  embolus  (1  case).  In  4 cases  cerebral 
hemorrhage  was  both  the  underlying  and  immedi- 


ate cause  of  death.  In  1 case  there  was  an  associ- 
ated finding  of  a basophilic  adenoma  of  the  pitui- 
tary. 

Pulmonary  embolism  occurred  as  a terminal 
complication  in  many  diseases.  In  12  cases  (2.4 
per  cent)  massive  pulmonary  embolism  was  the 
immediate  cause  of  death  in  association  with  phle- 
bothrombosis.  In  these  cases  there  was  no  direct 
relation  between  the  basic  disease  and  the  subse- 
quent embolization.  There  were  12  cases  (2.4  per 
cent)  in  which  hypertension  was  the  underlying 
disease.  In  10  of  these  death  was  caused  by  cere- 
bral hemorrhage  and  in  2 cases  by  uremia. 

Hepatic.  There  were  32  cases  (6.3  per  cent) 
in  which  the  underlying  cause  of  death  was  liver 
disease.  In  28  of  the  cases  the  underlying  disease 
was  cirrhosis,  and  in  4 cases  it  was  viral  hepatitis. 
Among  the  cases  with  cirrhosis  there  were  14 
deaths  caused  by  liver  failure.  In  11  cases,  the 
immediate  cause  of  death  was  hemorrhage  from 
bleeding  esophageal  varices.  Bronchopneumonia 
accounted  for  death  in  2 cases.  In  1 case  the  pa- 
tient died  of  complications  following  esophagogas- 
trectomy. 

Pulmonary.  There  was  26  cases  (5  per  cent) 
in  which  death  was  caused  by  some  acute  or  chronic 
pulmonary  disease.  Bronchopneumonia  was  the 
underlying  cause  in  18  cases  of  which  16  cases  had 
no  other  significant  associated  disease;  in  2 cases 
the  immediate  cause  of  death  was  pulmonary  em- 
bolus. Among  the  remaining  8 cases,  there  was 
1 case  of  chronic  pulmonary  tuberculosis  which  ter- 
minated with  acute  tuberculous  pneumonia. 
There  were  5 cases  in  which  emphysema  was  the 
underlying  cause  of  death,  and  2 cases  in  which 
chronic  bronchiectasis  was  the  underlying  cause  of 
death;  in  these  7 cases,  pulmonary  infection  was 
the  immediate  cause  of  death. 

Gastrointestinal.  Diseases  of  the  gastroin- 
testinal tract  and/or  their  complications  were  re- 
sponsible for  death  in  20  cases  (4  per  cent).  Per- 
forated viscus  with  peritonitis  was  the  immediate 
cause  of  death  in  10  cases.  In  3 cases,  the  under- 
lying cause  was  diverticulitis  of  the  colon;  in  2 
cases,  it  was  duodenal  ulcer;  and  in  2 cases,  it  was 
gastric  ulcer.  There  were  also  2 cases  in  which  per- 
foration was  a complication  of  surgery  and  1 case 
in  which  perforation  resulted  in  a fatal  hemo- 
peritoneum.  Gastrointestinal  hemorrhage  was 
the  immediate  cause  of  death  in  5 cases.  In  3 
cases,  the  bleeding  resulted  from  duodenal  ulcer, 
in  1 case  from  gastric  ulcer,  and  in  1 case  from  cor- 
rosive gastritis. 

Acute  pancreatitis  was  both  the  underlying  and 
immediate  cause  of  death  in  3 cases  and  acute 
ulcerative  colitis  in  2 cases. 

Miscellaneous.  There  were  67  cases  (13.2  per 
cent)  in  which  the  underlying  causes  of  death  were 
unrelated.  In  this  category,  postoperative  compli- 
cations, septicemia,  and  trauma  accounted  for  47 
deaths  (70  per  cent). 
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Among  the  21  postoperative  cases,  death  was 
caused  by  bronchopneumonia  in  7 cases,  peritoni- 
tis in  5 cases,  pulmonary  embolus  in  3 cases, 
hemorrhage  and  myocardial  infarction  in  2 cases 
each,  and  cerebral  hemorrhage  and  cardiac  arrest 
in  1 case  each.  In  the  13  cases  of  septicemia  dif- 
ferentiation was  not  always  possible  between  un- 
derlying and  immediate  cause  of  death.  In  4 cases 
septicemia  was  associated  with  multiple  abscesses; 
in  3 cases  with  acute  pyelonephritis;  and  in  1 case 
each  with  acute  necrotizing  enteritis,  acute  medias- 
tinitis,  chronic  osteomyelitis,  and  staphylococcal 
meningitis.  There  was  1 case  in  which  septicemia 
occurred  postoperatively  and  1 case  in  which  there 
was  an  associated  Waterhouse-Friderichsen  syn- 
drome. Trauma  was  the  underlying  cause  of  death 
in  13  cases  of  which  10  cases  were  caused  by  hip 
fracture  with  subsequent  bronchopneumonia. 
Fracture  of  the  spine,  concussion  of  the  brain,  and 
rupture  of  the  spleen  accounted  for  1 case  each. 

The  remaining  21  cases  in  the  miscellaneous 
group  represented  a variety  of  categories.  There 
were  4 deaths  caused  by  diabetes  mellitus  of  which 
the  immediate  causes  were  acidosis  (3  cases)  and 
uremia  (1  case)  as  a complication  of  the  Kimmel- 
steil-Wilson  syndrome.  Collagen  diseases  were 
responsible  for  3 deaths.  One  was  necrotizing 
arteritis  with  cerebrovascular  involvement,  the 
second  was  dermatomyositis  with  bronchopneu- 
monia, and  the  third  case  was  one  of  scleroderma 
with  gastrointestinal  hemorrhage  as  the  im- 
mediate cause  of  death.  There  were  3 deaths  of 
renal  origin  which  included  2 cases  of  polycys- 
tic kidneys  and  1 case  of  subacute  glomerulone- 
phritis. The  other  underlying  causes  of  death  in- 
cluded 2 cases  of  myelofibrosis,  and  1 case,  each, 
of  aplastic  anemia,  drug  intoxication,  idiopathic 
pericarditis,  hemorrhage  due  to  anticoagulant 
therapy,  amyotrophic  lateral  sclerosis,  hemo- 
chromatosis, and  amebic  abscess  of  the  liver. 

Distribution  of  the  507  nonmalignant  causes  of 
death  by  systems  shows  that  cardiovascular  dis- 
ease was  the  predominant  cause  of  death,  being 
responsible  for  365  cases,  or  72  per  cent  of  the  total. 
Next  in  frequency  was  hepatic  disease  with  32  cases 
(6.3  per  cent);  pulmonary  disease,  with  23  cases 
(4.5  per  cent);  and  gastrointestinal  disease  with 
20  cases  (4  per  cent).  All  other  causes,  combined, 
totalled  67  cases  (13.2  per  cent). 

Comment 

In  this  series,  death  was  caused  by  cancer  in 
49.3  per  cent  of  the  1,000  consecutive  autopsies. 
This  figure  differs  considerably  from  the  national 
experience.  In  1968,  the  latest  year  for  which  vital 
statistics  are  available,  there  were  1,930,082  deaths 
in  the  United  States  of  which  318,547  (16.5  per 
cent)  were  caused  by  malignant  neoplasms.*  The 
disparity  between  the  findings  at  Doctors  Hospi- 
tal and  the  national  statistics  may  be  due  to  the 


TABLE  II.  Cause  of  death  in  1,000  consecutive  autopsies 


Causes 

Number 

Per  Cent 

Cancer 

493 

49,3 

Cardiovascular  disease 

365 

36.5 

All  other  causes  combined 

142 

14.2 

greater  accuracy  of  data  based  on  autopsies,  the 
gross  unreliability  of  death  certificates,  or  to  the 
high  percentage  of  malignant  cases  admitted  to 
this  hospital. 

Comparison  of  the  percentage  distribution  of  the 
neoplasms  diagnosed  by  autopsy  with  those  diag- 
nosed clinically  revealed  that  the  autopsy  percent- 
age was  higher,  in  varying  degrees,  for  most  of  the 
major  neoplasms.  The  notable  exception  was  car- 
cinoma of  the  lung  which  was  greatly  overdiag- 
nosed clinically  because  of  simulation  by  pulmo- 
nary metastases  from  extrathoracic  carcinomas. 
The  reasons  for  this  mimicry  have  been  com- 
mented on  in  previous  publications.^”^  Inasmuch 
as  the  vast  majority  of  lung  cancers  are  certified  by 
methods  other  than  microscopic  autopsy,  the  po- 
tentiality for  diagnostic  error  is  considerable.®”' 

Cardiovascular  disease  was  the  major  cause  of 
death  in  the  nonmalignant  cases  accounting  for  72 
per  cent  of  the  deaths,  and  acute  myocardial  in- 
farction was  the  prime  single  cause.  The  great  ef- 
forts that  have  been  initiated  in  the  past  decade  to 
prevent  and  treat  myocardial  infarction  are  well 
justified  by  the  findings  in  this  study.  There  were 
a great  many  underlying  diseases  responsible  for 
death  in  the  1,000  autopsied  cases,  but  cardiovas- 
cular disease  and  malignant  conditions,  combined, 
were  the  major  causes,  comprising  approximately 
86  per  cent  of  the  total  deaths  (Table  II). 

Summary 

Analysis  of  1,000  consecutive  autopsies  at  Doc- 
tors Hospital  revealed  that  in  493  cases  (49.3  per 
cent)  the  underlying  disease  was  some  type  of 
malignant  condition,  and  that  in  507  cases  (50.7 
per  cent)  death  was  caused  by  nonmalignant  dis- 
ease. The  neoplasms  occurring  with  greatest  fre- 
quency were  carcinomas  of  the  colon,  breast,  and 
pancreas  which,  combined,  constituted  42  per  cent 
of  the  total  malignant  conditions.  Autopsy  con- 
firmation of  clinically  diagnosed  neoplasms  ranged 
between  80  and  100  per  cent  for  carcinomas  of  the 
colon,  breast,  pancreas,  stomach,  and  ovary,  but 
many  additional  cases  were  diagnosed  at  autopsy 
which  had  not  been  suspected  clinically.  Carcino- 
ma of  the  lung  was  the  only  neoplasm  which  was 
greatly  overdiagnosed  clinically  and  in  which  no 
unsuspected  cases  were  found  at  autopsy. 

Among  the  507  nonmalignant  cases,  cardiovas- 
cular disease  predominated  as  the  cause  of  death 
with  365  cases  (72  per  cent).  Acute  myocardial 
infarction  accounted  for  137  deaths  and  arterio- 
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sclerotic  heart  disease  for  114  deaths.  Rheumatic 
heart  disease  was  the  underlying  cause  in  24  cases, 
aortic  aneurysm  in  23  cases,  thrombosis  of  the 
superior  mesenteric  artery  in  11  cases,  and  calcific 
aortic  stenosis  in  10  cases.  Hepatic,  pulmonary, 
and  gastrointestinal  diseases,  combined,  accounted 
for  approximately  15  per  cent  of  the  total  non- 
malignant  deaths. 
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Granulomatous  inflammation  of  the  breast  may 
occur  as  one  manifestation  of  a more  generalized 
disease  process,  such  as  tuberculosis  or  sar- 
coidosis. On  the  other  hand,  a subareolar  abscess 
with  fistula  formation  has  been  reported  to  result 
in  granulomatous  inflammation  limited  to  the 
breast.'”'^  This  leads  to  induration  and  causes 
retraction  of  the  overlying  skin,  thereby  simulating 
carcinoma  clinically.  For  this  reason  the  recogni- 
tion of  this  entity  is  clinically  important. 

We  wish  to  report  a case  of  granulomatous  masti- 
tis which  appears  unique  in  two  aspects:  (1)  no 

pre-existing  abscess  was  demonstrated  prior  to  the 
development  of  mastitis,  and  (2)  the  granuloma- 
tous reaction,  rather  than  involving  the  larger  nip- 
ple ducts,  occurred  deep  within  the  distal  portion 
of  the  mammary  lobule. 

Case  report 

The  patient  was  a thirty-three-year-old,  white, 
unmarried  woman  who  had  noted  an  asympto- 
matic lump  in  her  right  breast  for  two  days  prior  to 
examination.  There  was  no  history  of  infection, 
trauma,  lumps,  or  nipple  discharge.  Five  years 
previously  she  had  a 5-mm.  cystic  swelling  in  the 
areola  of  the  right  breast  which  disappeared  in  a 
few  weeks  without  treatment  and  did  not  recur. 
The  use  of  a “hormone  face  cream”  had  been  dis- 
continued six  years  ago.  There  had  been  no  other 
significant  endocrine  treatment  or  dysfunction. 

The  patient  was  nulligravida  with  no  gynecologic 
difficulties  or  other  significant  history.  There  was 
no  history  of  skin  infections  or  sebaceous  cysts. 
The  skin  in  general  was  not  hirsute  or  oily  in  char- 
acter. The  only  positive  physical  finding  was 
confined  to  the  right  breast  which  had  a firm, 
smooth  3-cm.  nodule  with  dimpling  of  the  overly- 
ing skin,  but  no  deep  fixation.  The  lesion  was 


inferior  to  the  areola  at  6:00  o’clock.  The  nipple 
had  a central  partial  inversion  cleft,  and  a few  drops 
of  creamy  white  discharge  were  expressed  on  pres- 
sure. There  was  slight  induration  of  the  entire 
nipple.  There  were  no  other  masses  or  abnormali- 
ties in  either  breast,  and  each  axilla  had  only  a 
few  shotty  nodes.  An  en  bloc  excision  biopsy  of  the 
right  breast  together  with  all  lactiferous  ducts 
shaved  off  the  undersurface  of  the  preserved  nipple 
was  performed  without  undue  delay  because  of  the 
clinically  malignant  features. 

The  surgical  specimen  consisted  of  a lobular 
mass  of  irregular  fibroadipose  mammary  tissue 
measuring  4 by  3 by  2 cm.  in  greatest  diameter. 
Within  the  mass  of  tissue,  there  was  an  ill-defined 
area  which  was  hard,  fibrous,  and  had  multiple 
tiny,  yellowish  nodules  within  it.  This  area  was 
poorly  demarcated  yet  was  localized  and  did  not 
appear  to  infiltrate  the  surrounding  tissues. 

Microscopic  examination  of  the  tissue  revealed 
an  acute  and  chronic  inflammatory  exudate  involv- 
ing many  of  the  mammary  lobules  (Fig.  lA).  In 
some  of  the  mammary  lobules  the  inflammatory 
infiltrate  obliterated  the  normal  acinar  structures. 
Numerous  foreign-body  giant  cells  were  present 
within  the  inflammatory  exudate  (Fig.  IB).  Many 
mammary  ductules  were  dilated  and  contained 
within  their  lumina  an  acute  and  chronic  inflam- 
matory infiltrate.  In  some  instances  the  epithe- 
lium of  the  mammary  ductules  was  ulcerated. 
Several  small  abscesses  were  noted  containing 
keratin  flakes  and  many  foreign-body  giant  cells 
within  the  center  (Fig.  IC).  One  of  the  lactiferous 
ducts  had  undergone  squamous  metaplasia  and 
ulceration  (Fig.  ID).  Surrounding  this  duct,  there 
was  granulation  tissue  containing  moderate  num- 
bers of  foreign-body  giant  cells.  The  mammary 
lobules  not  involved  by  the  inflammatory  process 
were  relatively  normal  with  only  occasional  dila- 
tation of  terminal  ductules  being  observed. 

Comment 

The  pathogenesis  of  the  granulomatous  inflam- 
mation has  been  discussed  by  Habif  and  Lattes'* 
and  Kleinfeld.^  These  authors  feel  that  the 
columnar  epithelium  normally  lining  the  mam- 
mary ducts  undergoes  squamous  metaplasia,  pre- 
sumably due  to  the  irritative  effects  of  the  subare- 
olar abscess.  The  squamous  epithelium  produces 
keratin  which  may  plug  the  duct  and  eventually 
break  through  the  wall,  producing  a granulomatous 
reaction  similar  to  that  seen  in  a ruptured  seba- 
ceous cyst.  It  may  be  argued  that  in  this  case  the 
granulomatous  mastitis  may  indeed  represent  the 
consequences  of  a ruptured  sebaceous  cyst  occur- 
ring in  the  areolar  dermis.  However,  the  presence 
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FIGURE  1.  Microscopic  sections  showing  (A)  inflammatory  process  involving  mammary  lobules;  (B)  inflammatory 
exudate  with  foreign-body  giant  cells  (X  300):  keratin  flakes  and  foreign-body  reaction  in  abscess  cavity  (X  300); 
and  (D)  squamous  metaplasia  of  lactiferous  ducts  (Hematoxylin  and  Eosin  Stain) 


of  such  a cyst  was  never  demonstrated.  The 
presence  of  keratin  flakes  within  the  areas  of  in- 
flammation suggests  that  this  material  was  the 
direct  initiator  of  the  inflammatory  reaction. 

The  cause  of  the  present  lesion  is  not  known. 
It  is  possible  that  it  results  from  hormonal  factors. 
The  patient,  however,  had  not  been  exposed  to 
exogenous  steroids  for  at  least  six  years,  and  squa- 
mous metaplasia  associated  with  subareolar  abcess 
occurs  in  otherwise  normal  young  women.  Klein- 
feld“  suggests  that  abnormalities  of  the  nipple 
might  lead  to  obstructive  and  irritative  changes. 
In  this  case  the  lesion  was  quite  removed  from  the 
milk  sinus  area  where  such  changes  would  be  most 
likely  to  occur.  Thus,  there  are  no  obvious  factors 
which  can  be  incriminated  in  this  instance. 

This  entity  is  important  in  that  both  clinically 
and  in  its  gross  appearance  it  simulated  carcinoma. 
The  microscopic  picture  is  characteristic  and  per- 
mits ready  differentiation  from  either  neoplastic 
or  infectious  granulomatous  processes.  Simple 
excision  appears  to  be  curative. 


Summary 

A case  of  granulomatous  inflammation  limited 
to  the  breast  is  presented.  This  process,  although 
benign,  clinically  mimicked  carcinoma.  We  feel 
that  the  pathogenesis  of  this  process  is  a foreign- 
body  reaction  to  keratin  derived  from  a lactiferous 
duct  which  has  undergone  squamous  metaplasia. 
The  nature  of  the  stimulus  for  this  metaplasia  is 
not  known. 
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Resection  of  aneurysms  of  the  abdominal  aorta 
and  replacement  with  prosthetic  grafts  has  been 
shown  to  significantly  increase  long-term  survival 
in  patients  with  this  disease  compared  with  those 
treated  nonsurgically.* 

Operative  survival  and  long-term  survival  both 
have  been  noted  to  be  affected  by  the  presence  or 
absence  of  associated  systemic  disease.  General- 
ized arteriosclerosis,  specifically  coronary  artery 
disease,  appears  to  be  the  most  significant  factor 
determining  immediate  and  long-term  survival 
rates  in  patients  undergoing  major  vascular  surgery 
such  as  aneurysmectomy.^  Many  patients  with 
known  coronary  artery  disease  have  previously 
been  considered  extremely  poor  risks  and  have  not 
been  operated  on  because  of  the  severity  of  their 
coronary  artery  disease.  This  report  describes 
2 cases  of  abdominal  aortic  aneurysm  and  coronary 
artery  disease  in  patients  who  first  underwent  suc- 
cessful coronary  artery  bypass  surgery  and  later 
underwent  aneurysmectomy  with  uneventful  post- 
operative courses. 

Case  reports 

Case  1,  A fifty-one-year-old  Caucasian  male 
was  actively  employed  as  a tractor  operator  until 
just  prior  to  his  admission  to  St.  Luke’s  Hospital 
on  June  13,  1970.  The  patient  has  noted  a pulsa- 
tion in  his  midabdomen  for  two  months  prior  to 
admission.  During  recent  weeks  he  was  experienc- 
ing pain  in  the  area  of  pulsation  and  in  the  lower 
abdomen. 


The  patient  stated  he  had  been  having  anterior 
chest  pain  with  radiation  to  his  left  hand  for  the 
past  eighteen  years.  He  required  up  to  ten  nitro- 
glycerin tablets  per  day.  He  denied  a history  of 
hypertension. 

Physical  examination  revealed  a blood  pressure 
of  140/70.  There  was  no  neck  vein  distention, 
and  the  chest  was  clear  to  percussion  and  ausculta- 
tion. There  was  moderate  left  ventricular  enlarge- 
ment. A third  l^art  sound  gallop  was  present,  and 
there  was  a grade  II  to  VI  apical  systolic  murmur. 
Abdominal  examination  gave  negative  results 
except  for  a 6 cm.  pulsatile  midline  mass  just  above 
the  umbilicus. 

Chest  and  abdominal  x-ray  film  findings  were 
unremarkable.  No  calcifications  were  seen. 
Electrocardiogram  revealed  nonspecific  ST-T  wave 
changes. 

On  June  15,  the  patient  underwent  cardiac 
catheterization.  Studies  of  the  left  side  of  the 
heart  revealed  a mildly  elevated  ventricular  end- 
diastolic  pressure  of  18  mm.  Hg.  Cardiac  index 
was  2.2  per  minute  per  square  meter. 

Selective  coronary  arteriography  revealed  oc- 
cluded segments  of  the  proximal  LAD  (left  anterior 
descending)  and  of  the  midportion  of  the  RCA 
(right  coronary  artery)  as  seen  in  Figure  1.  The 
distal  portion  of  the  LAD  was  patent  and  appeared 
to  fill  from  branches  of  the  left  circumflex  distribu- 
tion. The  distal  RCA  was  also  patent  and  filled 
from  the  left  coronary  collaterals.  The  circumflex 
vessel,  although  patent,  had  a 50  per  cent  stenosis 
in  its  proximal  portion. 

Cut  films  of  the  abdomen  revealed  the  aortic 
aneurysm. 

On  June  18,  coronary  artery  bypass  surgery  was 
performed.  The  proximal  two  thirds  of  the  LAD 
and  the  entire  RCA  and  posterior  descending 
branch  were  noted  to  be  indurated.  An  area  of 
fibrosis  was  visible  on  the  posterior  surface  of  the 
left  ventricle.  The  left  internal  mammary  artery 
was  freed  and  anastamosed  to  the  most  distal  LAD 
where  the  diameter  was  approximately  1.5  mm.  and 
the  lumen  was  free  of  disease.  A segment  of 
saphenous  vein  from  the  right  lower  leg  was  used 
to  bypass  the  obstruction  in  the  RCA.  The 
anastamoses  were  made  with  9-0  monofilament 
nylon  sutures  with  the  aid  of  the  operating  micro- 
scope at  16  magnifications. 

The  postoperative  course  was  uncomplicated. 
On  July  2 the  patient  underwent  repeat  cardiac 
catheterization.  Selective  injection  into  the 
saphenous  vein  graft  revealed  it  to  be  widely  patent 
(Fig.  2A).  Injection  into  the  left  coronary  revealed 
no  collateral  filling  of  the  RCA  as  was  present  pre- 
operatively.  A nonselective  injection  into  the  left 
subclavian  artery  revealed  patency  of  the  internal 
mammary  graft  and  filling  of  the  LAD  (Fig.  2B). 
Left  ventricular  end-diastolic  pressure  was  10  mm. 
Hg. 
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FIGURE  1 Case  1 Preoperation  (A)  Left  anterior  oblique  projection  LAD  is  seen  to  be  totally  occluded  in  its 
proximal  third.  (B)  Right  anterior  oblique  projection  RCA  has  a complete  occlusion  at  approximately  the  junction  of 
Its  proximal  and  middle  thirds. 


FIGURE  2.  Case  1.  Postoperation.  (A)  Right  anterior  oblique  projection:  selective  injections  into  saphenous  vein 

graft  reveals  wide  patency  with  extensive  filling  of  distal  RCA  (B)  Left  anterior  oblique 
projection:  nonselective  injection  into  left  subclavian  artery  reveals  patency  of  left  internal  mammary  artery  graft  and 

filling  of  LAD 


On  July  5 the  patient  complained  of  pain  in  the 
right  costovertebral  angle.  In  view  of  the  possi- 
bility of  expansion  of  his  aneurysm  it  was  decided 
to  operate  at  once.  At  operation  the  retroperito- 
neum  was  free  of  blood.  An  8-cm.  aneurysm  was 
resected  and  replaced  with  a knitted  Dacron  bifur- 
cation graft.  There  was  a brief  period  of  hypo- 
tension following  aortic  unclamping.  The  patient 
tolerated  the  procedure  well. 

Six  months  postoperatively  the  patient  was 
doing  well  and  was  completely  asymptomatic. 

Case  2.  A sixty-one-year-old  ophthalmologist 
first  entered  St.  Luke’s  Hospital  on  July  29,  1970, 
four  days  eifter  he  noted  a pulsatile  mass  in  his 


abdomen.  On  admission  he  gave  a vague  two-day 
history  of  a pressure  sensation  in  his  back.  The 
patient  stated  that  his  father  had  died  of  a rup- 
tured aneurysm  at  the  age  of  eighty-three. 

The  patient  has  a history  of  hypertension  since 
1942  with  occasional  normal  levels  during  this 
period.  In  April,  1970,  the  patient  was  admitted 
to  another  hospital  with  electrocardiogram  showing 
changes  suggestive  of  infarction  which  reverted  to 
normal  while  in  the  hospital. 

Physical  examination  revealed  a blood  pressure 
of  170/100.  There  was  no  neck- vein  distention. 
The  chest  was  clear  to  percussion  and  auscultation. 
There  was  a moderate  left  ventricular  enlargement 
and  a palpable  fourth  heart  sound  gallop.  A grade 
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in  to  VI  apical  systolic  murmur  was  present.  Re- 
sults of  abdominal  examination  were  negative 
except  for  a 13  by  11  cm.  pulsatile  mass  in  the 
midline  above  the  umbilicus. 

Electrocardiogram  on  this  admission  revealed  a 
recent  high  anteroseptal  myocardial  infarction 
when  compared  with  old  tracings.  On  the  basis  of 
this  finding,  elective  aneurysmectomy  was  post- 
poned. 

On  November  16  the  patient  was  readmitted  for 
elective  surgery.  Physical  examination  findings 
were  essentially  unchanged  from  those  noted  on  his 
previous  admission.  The  patient  now,  however, 
gave  a history  of  having  anterior  chest  pain  twice 
a week  with  occasional  radiation  to  the  right  hand, 
since  July. 

On  November  19  the  patient  underwent  cardiac 
catheterization.  Left  ventricular  end-diastolic 
pressure  was  16  mm.  Hg  which  rose  to  30  mm.  Hg 
after  ventriculography  which  revealed  poor  apical 
contraction.  Selective  coronary  injection  revealed 
a right  dominant  circulation.  A mildly  stenotic 
area  was  noted  in  the  proximal  RCA.  The  LAD 
filled  completely  from  a marginal  branch  of  the 
RCA. 

The  LAD  was  noted  to  be  completely  occluded 
in  its  proximal  portion.  A mildly  stenotic  area  was 
also  noted  in  a marginal  branch  of  the  circumflex 
vessel. 

On  November  30  the  patient  underwent  double 
coronary  artery  bypass  surgery.  No  areas  of 
fibrosis  were  noted  on  the  left  ventricle.  The 
LAD  was  indurated  and  nodular  in  its  proximal 
portion  and  collapsed  in  its  mid  and  distal  por- 
tions. The  RCA  was  indurated  throughout  its 
course.  Segments  of  saphenous  vein  from  the 
right  lower  leg  were  used  to  construct  bypass  grafts 
to  the  distal  LAD  and  RCA.  The  patient  tolerated 
the  procedure  well  and  had  an  uneventful  post- 
operative course.  He  was  discharged  on  December 
17. 

On  January  8,  1971,  the  patient  was  readmitted 
to  have  elective  aneurysmectomy.  Since  his  dis- 
charge he  was  in  general  good  health  and  was  free 
of  angina  pectoris.  On  January  11  he  underwent 
resection  of  his  abdominal  aortic  aneurysm.  At 
operation  the  aneurysm  measured  12  cm.  in  di- 
ameter and  15  cm.  in  length.  A knitted  Dacron 
bifurcation  graft  was  inserted.  The  patient  toler- 
ated the  procedure  well.  His  postoperative  course 
has  been  entirely  benign  and  he  has  been  dis- 
charged from  the  hospital. 

Comment 

The  history  of  aneurysm  surgery  over  the  past 
twenty  years  has  shown  the  value  of  surgical  inter- 
vention in  this  disease.  A comparison  of  patient 
survival  rates  prior  to  the  advent  of  surgical  cor- 
rective procedures^  and  survival  rates  after- 
wards* has  demonstrated  a definite  reduction  in 


morbidity  and  mortality  rates  in  the  surgically 
treated  group. 

Operative  deaths  and  factors  which  adversely 
affect  survival  in  patients  undergoing  aneurysm 
surgery  have  been  studied  by  a number  of  investi- 
gators.* Besides  operative  complications  involv- 
ing hemorrhage,  shock,  and  thrombosis,  sequelae 
due  to  cardiocerebrovascular  disease  appear  to  be 
the  most  significant  factors  affecting  survival. 
Myocardial  infarction  was  found  to  be  the  most 
common  cause  of  death  in  the  immediate  post- 
operative period  as  well  as  in  long-term  follow-up. 
According  to  Levy  et  al.^  41  per  cent  of  these 
cases  were  known  to  have  had  a previous  myocar- 
dial infarction  or  evidence  of  coronary  artery 
disease;  that  is,  either  a history  of  angina  pectoris 
or  electrocardiogram  evidence  of  myocardial 
ischemia.  In  his  series  of  100  cases.  Levy  reported 
17  postoperative  deaths.  Eight  were  due  to  myo- 
cardial infarction,  and  1 was  due  to  a cerebrovas- 
cular accident.  The  patient  who  died  of  stroke  also 
had  preoperative  coronary  artery  disease. 

De  Bakey  et  al.  * report  that  arteriosclerosis  was 
the  cause  of  death  in  77  per  cent  of  131  patients 
who  died  in  the  immediate  postoperative  period. 
Sixty-four  per  cent  of  their  reported  deaths  in  an 
eleven-year  follow-up  were  due  to  arteriosclerosis. 

In  the  absence  of  coronary  artery  disease  and 
hypertension,  De  Bakey  et  al.^  report  an  operative 
mortality  rate  of  3 per  cent  and  a mortality  rate  of 
26  per  cent  in  an  eleven-year  follow-up  study.  In 
the  presence  of  coronary  artery  disease,  the  opera- 
tive mortality  rate  rose  to  13  per  cent  while  the 
long-term  mortality  rate  was  found  to  be  44  per 
cent.  When  coronary  artery  disease  and  hyper- 
tension exist  together,  the  operative  mortality 
rate  is  16  per  cent  with  a long-term  mortality  rate 
of  48  per  cent. 

Although  direct  coronary  artery  bypass  proce- 
dures are  relatively  new,  there  are  a number  of 
reports  which  show  that  the  results  are  very  en- 
couraging.^”® The  immediate  results  show  a high 
patency  rate  of  grafts,  elimination  of  angina,  and 
improvement  of  myocardial  function  with  an  oper- 
ative risk  in  the  range  of  5 per  cent.***”*^  An  in- 
stance of  reversal  of  the  course  of  a patient  with 
impending  infarction  has  been  noted  in  this  hospi- 
tal. The  effect  on  longevity  must,  however,  await 
longer-term  follow-up. 

Because  the  morbidity  and  mortality  rates  of 
major  vascular  procedures  is  directly  related  to 
underlying  coronary  artery  disease,  and  in  the 
light  of  encouraging  results  of  coronary  bypass 
surgery,  it  seems  reasonable  to  evaluate  the  coro- 
nary circulation  arteriographically  as  an  initial 
maneuver  and  perform  bypass  surgery  where  sig- 
nificant lesions  are  seen.  The  patient  is  then  in 
optimal  condition  for  repair  of  his  primary  vascular 
problem.  The  favorable  course  of  the  cases  de- 
tailed in  this  report  supports  this  view. 
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When  an  obese  patient  presents  clinical  or  labora- 
tory evidence  of  physiologic  change,  the  tendency  is 
to  classify  the  patient  as  an  anesthesia  risk  in  pro- 
portion to  the  observed  abnormalities.  The  follow- 
ing case  history  will  demonstrate  that  in  obese  pa- 
tients pathologic  changes  occur  that  may  be  exten- 
sive and  severe  and  still  show  little  or  no  clinical  or 
laboratory  evidence  of  these  changes.  Therefore, 
even  without  observed  diseases,  all  obese  patients 
should  be  considered  to  be  one  of  the  worst  possible 
anesthetic  risks. 

Case  report 

A forty-six-year-old  Negro  woman  entered  the 
hospital  with  a history  of  uterine  fibroids.  A total 
hysterectomy  was  to  be  performed  on  an  elective 
basis  the  following  day.  Her  past  history  was  neg- 
ative except  for  mild  hypertension.  The  only  ther- 
apy that  had  been  prescribed  was  weight  reduc- 
tion. There  was  no  history  of  asthma.  Preopera- 
tive examination  revealed  an  obese  patient,  5 feet 
2 inches  tall,  weighing  190  pounds.  Physical 
examination  results  and  laboratory  data  were 
within  normal  limits  except  the  chest  x-ray  film 
showed  a slight  enlargement  of  the  cardiac  shadow. 
Her  blood  pressure  was  160/90  mm.  Hg.  An  elec- 
trocardiogram recorded  minor  ST-T  wave  changes 
compatible  with  chronic  myocardial  disease  not 
of  recent  origin.  The  serum  cholesterol  was  300 
mg.  per  100  ml. 

The  patient  was  given  premedication  with  seco- 
barbital 100  mg.,  diazepam  10  mg.,  and  atropine 
sulfate  0.6  mg.,  and  she  arrived  in  the  operating 
room  calm  and  dry.  Anesthesia  was  induced  with 
sodium  thiopental  200  mg.  given  intravenously 
after  seven  minutes  of  preoxygenation  with  100  per 
cent  oxygen.  Endotracheal  intubation  was  accom- 
plished without  difficulty  after  intravenous  injec- 
tion of  100  mg.  of  succinylcholine.  Continuous 
monitoring  by  electrocardiogram  revealed  no  ab- 
normal changes  during  the  induction  of  anesthesia. 


Nitrous  oxide-oxygen  anesthesia  was  administered, 
supplemented  with  pentazocine  60  mg.  and  d- 
tubocurare  21  mg.  given  intravenously. 

Anesthesia  proceeded  smoothly;  however,  the 
patient’s  obesity  made  the  surgical  procedure  dif- 
ficult. She  received  2,000  ml.  of  Ringer’s  lactate 
solution  in  the  first  two  hours  of  the  surgical  pro- 
cedure during  which  time  her  vital  signs  and  elec- 
trocardiogram results  were  unchanged.  Approxi- 
mately two  and  one-half  hours  after  the  surgical 
procedure  was  begun,  ventilation  became  difficult, 
and  wheezing  was  noted  on  auscultation.  The 
endotracheal  tube  was  checked  and  found  to  be  in 
good  position.  Halothane  was  administered  to 
deepen  anesthesia.  During  this  period  her  blood 
pressure  fell  from  150/100  to  110/80  mm.  Hg,  and 
the  pulse  rose  from  80  to  120  beats  per  minute. 
The  wheezing  and  decreased  lung  compliance 
improved  only  slightly.  The  pulse  continued  at 
110  to  120  beats  per  minute;  the  blood  pressure  re- 
turned to  160/90  mm.  Hg,  and  the  surgical  pro- 
cedure was  completed  shortly  thereafter. 

During  a total  of  three  hours  of  anesthesia,  the 
patient  received  33  mg.  of  d-tubocurare  intra- 
venously and  2,500  ml.  of  Ringer’s  lactate  solution. 
The  residual  effect  of  muscle  relaxant  was  reversed 
with  atropine  sulfate  and  neostigmine  methyl- 
sulfate  (Prostigmin)  given  intravenously  as  demon- 
strated with  a block-aid  monitor.  The  patient 
breathed  spontaneously  at  a rate  of  32  per  minute 
with  good  chest  movement.  Wheezing,  however, 
was  still  present. 

The  patient  was  unresponsive  twenty  minutes 
after  curare  reversal  and  was  taken  to  the  recovery 
room  with  the  endotracheal  tube  in  place.  At  that 
time  pink  frothy  fluid  was  noted  in  the  endo- 
tracheal tube.  Intermittent  positive  pressure 
ventilation  was  begun.  She  was  given  digitalis 
and  diuretic  drugs  intravenously.  Serial  electro- 
cardiograms revealed  only  ST-T  wave  changes  one, 
three,  and  twelve  hours  postoperative ly.  A chest 
x-ray  film  showed  pulmonary  congestion.  In  spite 
of  intensive  postoperative  care,  she  died  approxi- 
mately thirty-six  hours  after  arriving  in  the  re- 
covery room. 

An  autopsy  revealed  pulmonary  edema  and  con- 
gestion with  a total  of  300  ml.  of  pleural  effusion. 
The  heart  was  enlarged  with  a myocardial  infarc- 
tion at  least  four-  to  six-weeks  old.  In  addition,  a 
recent  infarction  was  seen  which  was  estimated  to 
be  twenty-four-  to  forty-eight-hours  old.  Moder- 
ately severe  coronary  and  aortic  sclerosis  was  also 
observed  as  was  generalized  arteriosclerosis.  A 
fresh  thrombus  was  noted  in  the  innominate  artery, 
and  an  embolus  was  seen  in  the  left  middle  cerebral 
artery  with  softening  of  the  left  cerebral  and  cere- 
bellar hemispheres. 

Comment 

The  problems  that  the  anesthesiologist  faces  at 
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the  time  of  surgery  for  the  obese  patient  are  well 
known. The  anesthesiologist  is  aware  that  an 
unobstructed  airway  must  be  maintained,  mini- 
mal intrathoracic  pressures  should  be  used  con- 
comitant with  effective  controlled  or  assisted  venti- 
lation; positioning  should  be  such  that  thoracic  ex- 
pansion and  diaphragmatic  movement  should  be 
as  uninhibited  as  possible;  and  adequate  monitor- 
ing of  as  many  parameters  as  possible  will  be  help- 
ful.^ 

The  preoperative  evaluation  of  an  obese  patient 
is  most  important  since  obesity  can  change  normal 
body  functions,  can  have  a detrimental  effect  on 
pre-existing  diseases,  or  can  even  foster  the  devel- 
opment of  certain  diseases.^  Transitory  abnormal- 
ities of  almost  every  function  in  tbe  body  have  been 
reported  in  obese  patients,  and  it  has  been  con- 
cluded that  the  greater  the  degree  of  obesity  the 
more  likely  the  physiologic  abnormalities.  It 
should  be  noted,  however,  that  mildly  obese  pa- 
tients can  have  major  abnormalities,  while  very 
obese  patients  may  demonstrate  little  or  no  func- 
tional changes.*^ 

Coronary  atherosclerosis  and  occlusion  are  much 
more  common  in  obese  than  in  nonobese  pa- 
tients.’"® Wilens  and  Plair‘°  maintain,  further- 
more, that  nutrition  and  blood  cholesterol  levels 
produce  atherosclerotic  aortic  disease  at  the  same 
rate  in  hypertensive  and  diabetic  patients  as  in 
those  without  disease.  They  examined  the  aortas 
of  939  patients  at  necropsy  and  concluded  that 
the  severity  of  aortic  sclerosis  was  greater  in  pa- 
tients with  high  levels  of  blood  cholesterol,  while 
malnutrition  and  hypocholesterolemia  resulted  in 
mild  aortic  sclerosis. 

It  is  now  generally  agreed  that  hypercholesterol- 
emia and  coronary  disease  are  directly  related." 
Although  it  was  originally  promulgated  that  high- 
cholesterol  diets  could  produce  hypercholesterol- 
emia, Keys  et  al.  give  evidence  that  serum  cho- 
lesterol levels  and  the  cholesterol  content  of  the 
diet  are  unrelated.  Paul  et  and  others  sug- 
gest that  elevated  serum  cholesterol  levels  are  re- 
lated to  the  ingestion  of  sugar  and  not  to  the  intake 
of  saturated  fats."-*^ 

Conclusion 

In  the  case  presented,  a severely  obese  patient 
was  easily  intubated,  and  immediately  following 
the  onset  of  anesthesia,  ventilation  was  performed 
easily.  The  essentially  normal  clinical  and  labora- 
tory findings  suggested  that  her  course  during  an- 
esthesia would  be  managed  without  difficulty. 
The  somnolence,  polycythemia,  and  alveolar  hypo- 
ventilation noted  in  the  Pickwickian  syndrome 
were  not  present,  and  we  concluded  that  the  main 
concern  would  be  careful  attention  to  ventilation 


in  the  postoperative  period. The  autopsy  re- 
sults, however,  indicated  that  this  obese  patient 
had  severe  pre-existing  disease  that  could  be  ag- 
gravated by  anesthesia  and  surgical  intervention. 

The  anesthesiologist  must  be  aware  that  al- 
though obese  patients  may  not  have  objective  evi- 
dence of  extensive  disea.se,  severe  pathologic 
changes  of  many  vital  systems  may  exist.  He 
must,  therefore,  consider  obesity  to  be  one  of  the 
worst  possible  anesthesia  risks.  In  his  role  as  con- 
sultant, he  must  convey  this  attitude  to  the  sur- 
geon so  that  the  need  for  an  elective  surgical  pro- 
cedure at  a particular  time  can  be  considered  in 
relation  to  tbe  risk  involved. 

Broadway  and  196th  Street 
New  York,  N.Y.  1(K)40 
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primary  epidermoid  carcinoma  in  a urethral  diver- 
ticulum. 


PRIMARY  CARCINOMA 
IN  DIVERTICULUM 
OF  FEMALE  URETHRA 


Case  report  j q 

A twenty-six-year-old  white  woman,  gravida  1,  j i 
para  1,  consulted  a local  physician  because  of  uri-  ' 
nary  frequency  for  six  months.  Physical  examina- 
tion revealed  an  essentially  healthy  young  woman,  j » 
Pelvic  examination  revealed  a cystic  mass  approxi-  ' j 
mately  3 cm.  in  diameter  in  the  anterior  vaginal  1 
wall.  Pressure  on  the  mass  caused  urine  to  squirt  | 
from  the  urethral  meatus.  Urinalysis  result  was  t 
normal.  ' 

On  cystoscopic  examination  the  bladder  ap-  I * 
peared  to  be  normal.  Examination  of  the  urethra  | ' 
with  a panendoscope  revealed  a large  opening  in  i 
the  floor  of  the  urethra  communicating  with  the  I 
cystic  mass.  This  was  felt  to  represent  the  open- 
ing of  a urethral  diverticulum.  The  remaining 
portion  of  urethra  appeared  to  be  normal  in  all 
respects.  Examination  of  the  vagina  by  speculum  ' 
showed  no  evidence  of  tumor,  induration,  or  ulcera- 
tion either  of  the  vaginal  wall  or  the  cervix.  |; 

On  the  following  day,  the  patient  was  taken  to  i 
the  operating  room  and  complete  excision  of  the  j 
diverticulum  was  performed  transvaginally.  The 
postoperative  course  was  uneventful,  and  the  pa-  , 
tient  was  discharged  without  further  therapy. 

Pathologic  report  Ij 

Gross  examination  showed  the  excised  divertic-  ! 
ulum  was  3 cm.  in  diameter  and  appeared  to  be 
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Although  carcinoma  of  the  female  urethra  has 
been  considered  a rare  disease,  there  has  been  an 
increasing  number  of  cases  reported  in  the  litera- 
ture. In  1883,  Boivin  and  Duges^  reported  the  first 
well-documented  case  of  carcinoma  of  the  female 
urethra,  but  it  was  not  until  1951  that  Hamilton 
and  Leach^  reported  carcinoma  in  a diverticulum 
of  the  female  urethra.  Since  then,  seventeen 
more  cases  have  been  reported. We  are  adding 
the  eighteenth  case,  the  youngest  patient  to  have 

*Present  address:  800  First  Huntington  National  Building, 
Huntington,  West  Virginia  25701. 


FIGURE  1.  Photomicrographs.  (A)  High-power  view 
showing  epidermoid  carcinoma  (arrows),  and  (B)  low- 
power  view  showing  diverticulum  with  carcinomatous 
area  (arrows). 
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completely  excised.  On  cutting  the  specimen, 
there  were  innumerable  small  calculi  in  the  sac 
mixed  with  mucopurulent  material.  The  inside 
of  the  diverticulum  appeared  to  be  slightly  irregu- 
lar. Microscopic  sections  of  the  specimen  showed 
the  lesion  to  be  epidermoid  carcinoma  (Fig.  1). 

The  serial  sections  through  the  entire  specimen 
showed  the  lesion  to  be  completely  excised. 

Comment 

This  case  is  presented  because  of  its  unique  fea- 
tures. The  patient  is  the  youngest  ever  reported 
with  primary  carcinoma  of  the  female  urethra. 
Carcinoma  in  diverticulas  of  the  female  urethra  is 
rare,  this  being  the  eighteenth  case  reported  in  the 
literature.  Of  the  previously  reported  17  cases, 

8 were  transitional-cell  carcinoma,  3 were  adeno- 
carcinoma, 5 were  epidermoid  carcinoma,  and  1 
was  of  unknown  type. 

The  age  range  of  these  patients  was  between 
thirty-five  and  sixty-five  years.  Of  the  cases  re-  • 
ported,  2 had  calculi  in  the  diverticulum.^  The 
lesion  in  those  cases  was  also  epidermoid  carci- 
noma, leading  one  to  speculate  on  the  etiologic 
significance. 

Chronic  inflammation,  irritation,  trauma  of 
childbirth,  and  sexual  relations  have  been  thought 
to  be  other  factors.'^  The  presence  of  calculi  in  a 
more  or  less  closed  sac  is  certainly  a source  of 
chronic  irritation  and  inflammation.  The  occur- 
rence of  carcinoma  is  conceivable  through  meta- 
plasia leading  to  neoplasm. 

Since  complete  excision  was  accomplished,  evi- 
denced by  serial  histologic  sections  of  the  whole 
diverticulum,  no  further  therapy  was  recom- 
mended. Vaginal  and  panendoscopic  examina- 
tions have  shown  no  evidence  of  recurrence  of 
tumor  nine  months  following  surgical  excision. 
Careful  examination  of  the  female  urethra  with 


panendoscope  and  cystoscope  is  recommended  in 
the  evaluation  of  women  with  symptoms  of  the 
lower  urinary  tract  to  identify,  diagnose,  and  treat 
the  lesions  early. 

Summary 

A case  of  primary  epidermoid  carcinoma  in  a 
diverticulum  of  the  urethra  in  a twenty-six-year- 
old  white  woman  is  presented.  The  association  of 
calculi  and  carcinoma  is  discussed.  The  need  for 
careful  panendoscopic  examination  is  stressed. 
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Special  Articles 


PREPAID,  CAPITATION, 
GROUP- PRACTICE  PLANS 
OF  HEALTH  CARE 

Including  health-maintenance 
organizations 


COMMITTEE  ON  RESEARCH  AND 
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Because  of  the  continually  rising  cost  of  hospital- 
ization, the  government  has  indicated  its  interest 
in  encouraging  and  fostering  less  costly  ambulatory 
care.  For  this  and  additional  reasons,  some  per- 
sons outside  the  government  would  welcome  a 
change  in  the  provision  of  health  care.  But  in  the 
rationale  of  what  is  to  be  done,  the  two  views  differ, 
although  the  ultimate  ends  are  not  entirely  dis- 
similar. 

According  to  its  severest  critics,  the  present  sys- 
tem of  medical  services — or  no  system,  as  they 
sometimes  call  it — is  inadequate,  inefficient,  un- 
economical, and  inferior.  Overwhelming  evidence 
attests  that  these  charges  are  fallacious.  No  sys- 
tem is  perfect.  Shortage  of  medical  services  in 
rural  areas  and  the  metropolitan  ghettos  are  im- 
perfections in  the  present  system  that  are  recog- 
nized and  are  being  studied.  They  are  complex 
problems  with  few  quick  solutions.  On  the  whole, 
medical  care  in  this  nation  is  very  good.  Never- 
theless, these  critics  would  discard  and  abandon 
the  present  system  in  toto  and  replace  it  with  an- 
other and  different  system. 

In  contrast,  the  government  takes  another  point 
of  view.  Recognizing  the  merits  and  record  of 
achievements  of  the  present  system,  it  would  retain 
the  good  while  seeking  improvement  by  modifica- 
tion. Its  thinking  is  probably  also  influenced  by 
the  realization  that ‘any  sudden  radical,  drastic 
conversion  would  be  not  only  difficult  but  most 
likely  chaotic  and  disastrous. 

Before  examining  any  system  of  medical  care, 
however,  today’s  loose  usage  of  the  term  should  be 
mentioned  because  it  leads  to  a misconception.  It 
is  not  infrequently  stated  that  one  system  now  pre- 


vails exclusively  or  at  least  predominantly.  Some- 
times it  is  called  the  mainstream. 

By  definition,  a system  is  an  arrangement  of 
parts  so  related  as  to  form  a whole  and  function  as 
a unit.  Its  name  may  be  derived  from  its  structure 
or  its  function. 

Thus,  the  term  medical-care  system  is  self-ex- 
planatory. 

But  the  system  may  be  further  differentiated. 
One  or  more  distinguishing  parts  or  their  attributes 
may  give  a specific  name  to  a particular  form. 
What  is  called  the  prevailing  medical-care  system 
implies  solo  practice  with  fee-for-service  as  its  dis- 
tinctive features. 

Yet,  they  are  not  the  only  parts  of  the  system. 
These  characteristics  are  but  two  components  of  it. 
There  are  other  elements  in  the  system,  and  they 
show  variation.  Actually,  the  system  of  providing 
medical  care  by  solo  practice  and  fee-for-service 
appears  in  numerous  and  diverse  forms.  For  ex- 
ample, because  of  attendant  circumstances,  rural 
is  quite  different  from  urban  medical  care.  Fur- 
thermore, although  solo  practice  with  fee-for-ser- 
vice is  presently  the  predominant  type,  it  is  not  the 
one  and  only  mode  even  in  these  two  respects. 

Without  attempting  to  make  too  fine  a point,  it 
would  appear  that  the  prevailing  medical  care  is 
either  one  system  with  variant  forms  or  it  is  vari- 
ous systems.  It  is  the  plurality  of  parts  with  their 
variation  which  accounts  for  the  different  forms. 
In  addition,  there  is  another  type,  the  so-called 
prepaid,  capitation,  group  practice,  which  differs 
mainly  from  solo  practice  with  fee-for-service  in  the 
three  characteristics  expressed  in  the  name.  How- 
ever medical  care  is  viewed,  there  is  more  than  one 
system. 

To  call  for  replacing  the  present  system  by  a new 
system  is  a misstatement  of  the  situation  and  the 
need  or  indulgence  in  sweeping  generalizations. 
To  imply  that  one  uniform  system  now  predomi- 
nantly provides  medical  care  to  the  nation  is  con- 
trary to  fact.  Likewise,  the  proposal  to  replace  it 
by  another  uniform  system  that  will  be  universally 
applicable  is  misjudgment.  Just  as  medical  care 
is  now  provided  in  various  forms,  it  is  highly  prob- 
able that  future  medical  care  will  also  be  multi- 
form. For  tbe  needs  and  desires  for  medical  ser- 
vices in  the  nation  with  its  population  groups  that 
differ  in  size,  composition,  and  concentration  are 
multiple  and  diverse.  These  needs  will  continue 
to  be  met  by  correspondingly  multiple  and  diverse 
medical-care  plans.  For  the  nation,  these  forms  of 
medical  care  must  be  applicable  to  the  demograph- 
ic variations  in  population.  With  desire  for  im- 
provement as  the  goal,  searching  for  new  forms  or 
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systems  of  providing  medical  care  is  seen  in  the 
proper  light. 

It  is  noteworthy  that  the  two  points  of  view  re- 
garding change  in  medical  care,  although  differing 
in  the  degree  and  rapidity  sought,  are  in  agreement 
on  the  desired  type  of  their  objective.  It  is  prepaid, 
capitation,  group  practice.  Regardless  of  whether 
it  is  to  be  considered  as  a replacement  or  as  an 
additional  form,  this  type  of  providing  medical 
care,  because  of  current  interest  in  it,  deserves 
analysis. 

Characteristics 

Presumably,  its  name  was  derived  from  what 
were  supposed  to  be  three  distinctive  characteris- 
tics. Usually,  when  the  name  is  mentioned,  the 
Kaiser-Permanente  Plan  in  Portland,  Oregon,  one 
of  the  early,  best -known,  and  successful,  comes  to 
mind  as  the  prototype. 

Saward,'  formerly  director  of  the  plan,  has  de- 
clared that  a viable  prepaid  plan  must  meet  the  fol- 
lowing seven  essentials; 

Nonprofit  self-sustaining  organization.  The 
plan  must  be  sponsored  by  a nonprofit  organization 
and  be  self-sustaining.  The  program  is  communi- 
ty rated. 

Prepayment  mechanism.  The  provision  of  a 
prepayment  mechanism  is  to  remove  the  barrier  of 
a fee  at  the  time  of  service.  It  mutualizes  the  cost 
of  medical  care. 

Self-governing  medical  group.  The  concept 
of  group  practice  must  be  present.  The  medical 
group  itself  must  have  a contractual  relationship 
with  a prepayment  organization,  be  independent 
an  autonomous  (not  employed  by  hospitals),  and 
paid  by  capitation.  All  members  of  the  medical 
group  must  be  full  time. 

Medical  center  facilities.  A hospital  and  am- 
bulatory clinical  center  coordinated  with  neighbor- 
hood primary  care  clinics  are  vital.  There  should 
be  single  medical  records  of  both  inpatient  and  out- 
patient care  with  unified  data  of  laboratory  ser- 
vices, purchasing,  accounting,  and  administration 
from  inpatient  and  outpatient  areas. 

Voluntary  enrollment — dual  option.  The 
potential  member  must  have  an  initial  and  period- 
ic choice  either  of  the  prepayment  group  practice 
or  an  indemnity  program  which  customarily  pays 
on  a fee-for-service  basis. 

Capitation  payments  to  the  group.  Hospitals 
and 'the  medical  group  are  paid  an  annual  capita- 
tion. This  method  of  payment  reverses  the  con- 
ventional economics  of  medical  care.  In  usual 
circumstances  physicians  and  hospitals  are  paid 
for  illness,  and  the  more  illness  or  the  more  beds 
occupied,  the  greater  is  the  payment.  Under  the 
capitation  arrangements  a predictable  budgetary 
allowance  is  created,  and  the  economic  advantage 
operates  to  keep  people  out  of  the  hospital.  Phy- 
sicians have  fiscal  responsibility  for  services. 


Comprehensive  benefits.  There  must  be  com- 
prehensive coverage  of  benefits  which  include  the 
full  spectrum  of  outpatient  care,  inpatient  care, 
extended  care,  home  health  services,  drug  cover- 
age, and  mental  health  services.  Comprehensive 
coverage  in  itself  directs  an  appropriate  use  of  the 
budgeted  dollars  toward  the  service  that  is  most 
effective  but  least  expensive. 

These  essentials  present  the  concept  in  its  orig- 
inal form.  Not  all  existing  projects  meet  the  fore- 
going essentials;  some  are  not  complete. 

Similar  plans  have  since  appeared  elsewhere  in 
numerous  modified  forms.  Even  the  name  has 
been  shortened  variously,  sometimes  to  just  one 
term.  On  examination  of  plans  bearing  one  or 
another  of  the  names,  it  is  found  that  their  actual 
nature  is  often  not  really  conveyed  by  their  des- 
ignations. In  truth,  because  of  the  variations  in 
prepayment,  capitation,  group  practice,  it  is  un- 
derstandably difficult  to  find  a short  descriptive 
name  for  each  form. 

What  were  once  distinctive  features  of  the  con- 
cept are  no  longer  necessarily  or  exclusively  a part 
of  a plan.  Many  health  plans  have  prepayment, 
although  in  other  respects  they  are  quite  dissimilar. 
While  the  subscriber  may  receive  services  under 
capitation,  the  physician’s  remuneration  in  some 
instances  may  be  fee-for-service.  Although  a phy- 
sician may  practice  in  a group  in  a center,  he  is  not 
always  a full-time,  corporate  member.  According- 
ly, it  is  necessary  to  bear  in  mind  the  sometimes 
contradictory,  nondescriptive,  inaccurate  name  of 
a plan,  as  judged  by  its  real  nature. 

This  difficulty  in  nomenclature  reflects  the 
changes  in  the  concept  and  plans.  In  practice,  the 
plan  has  become  protean  in  its  nature.  The  con- 
cept is  embodied  in  no  prototype.  For  in  truth, 
there  is  no  longer  one  concept  or  one  plan. 

In  consequence,  prepaid,  capitation,  group  prac- 
tice appearing  in  variant  forms  has  still  retained  its 
original  name  or  a shortened  version  as  though  it 
reflected  one  uniform  type  of  plan.  But  in  actual- 
ity, it  has  become  a generic  term  for  a number  of 
variant  specific  forms.  Because  today’s  concept 
in  any  of  its  plans  embraces  13  distinct  categories 
of  variables,  each  with  options,  one  name  does  not 
clearly  denote  the  specific  characteristics  of  any 
particular  form. 

But  after  all,  the  nature  of  a plan  is  more  impor- 
tant than  its  name.  Since  there  are  so  many  vari- 
ant forms  to  which  the  name  prepaid,  capitation, 
group  practice  is  being  applied,  rather  than  de- 
scribe a list  of  plans  as  examples,  it  is  more  un- 
derstandable to  consider  the  categories  of  vari- 
ables. 

Categories  of  variables 

Here  are  the  categories  of  variables  in  prepaid, 
capitation,  group-practice  plans — or,  for  that  mat- 
ter, in  any  plan — which  allow  a choice  in  each  ru- 
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brie.  That  selection  really  determines  the  specific 
nature  of  a plan.  With  options  in  each  category, 
it  is  little  wonder  that  there  are  few  identical  plans. 
By  the  same  token,  these  variables  are  the  key  to 
understanding  the  differences  in  plans.  The  first 
two  categories  have  to  do  with  starting  a health 
plan. 

Originator  and  promoter.  Presumably  in  most 
instances  the  idea  of  starting  a health  care  plan  is 
conceived  in  the  minds  of  one  or  two  men.  K the 
wish  is  to  become  a reality,  support  must  be  gath- 
ered. But  the  idea  man  is  not  necessarily  the  pro- 
moter. 

Ideation  and  promotion  are  two  distinct  func- 
tions, and  the  talents  for  both  are  not  always 
lodged  in  one  person.  In  the  promotional  stage  the 
aim  is  to  arouse  interest,  gain  approval,  and  enlist 
support  of  persons  and  associations  for  the  project, 
with  or  without  the  promise  of  financial  aid. 

Adherents  may  be  drawn  from  a number  of 
realms:  commerce,  business,  industry,  unions,  pro- 
fessions, community  service,  and  medical  institu- 
tions. If  the  promoter  is  affiliated  with  one  of 
these  groups,  he  is  strategically  placed  for  a suc- 
cessful movement.  At  this  point,  support  takes 
the  form  of  sponsorship  of  the  idea.  All  this  may 
be  on  an  informal  unorganized  basis.  With  suf- 
ficient sponsors,  the  time  has  come  to  formalize  the 
movement  by  entering  on  the  stage  of  organization. 

Sponsors,  organizers,  and  incorporators. 
For  both  legal  and  business  reasons,  it  is  advanta- 
geous to  create  formally  an  organization  that  will 
provide  solidarity  for  united  action,  exercise  con- 
trol, and  bear  responsibility  not  only  in  establish- 
ing but  also  in  operating  a health-care  plan.  There 
must  be  an  authoritative  body  to  install  manage- 
ment, formulate  the  program,  and  maintain  finan- 
cial stability.  Some  form  of  a corporate  structure 
is  the  usual  mode  of  organization  adopted. 

The  sponsors,  functioning  as  organizers,  ascer- 
tain what  type  of  organization  is  possible  under  the 
law  and  select  the  most  appropriate.  Some  of  the 
sponsors  may  become  incorporators.  Health-care 
organizations  may  differ  in  the  composition  of 
their  incorporators. 

The  composition  of  the  incorporators  is  not  a 
trivial  or  insignificant  detail,  for  it  is  a variable 
that  will  influence  and  determine  the  course  of  the 
corporation. 

Type  of  corporate  structure.  States  differ  in 
their  laws  on  corporations.  As  a result,  choice  of 
type  may  be  restricted  unless  a special  act  of  legis- 
lature is  sought.  In  the  past,  health-care  organiza- 
tions have  been  construed  in  some  states  as  being 
engaged  in  insurance  and,  therefore,  subject  to  re- 
quirements for  reserves.  Where  the  organization  is 
prohibited  by  statute  from  owning  a hospital,  the 
program  is  hampered.  Usually,  health-care  bodies 
are  organized  as  a private,  nonprofit  corporation,  a 
foundation,  or  a cooperative.  Partly  attributable 
to  variations  in  the  law  among  states,  differences 


in  corporate  structure  are  found  among  health-care 
organizations. 

Composition  of  corporation’s  governing 
board.  One  of  the  most  important  components  of 
a corporation  is  its  governing  board.  This  body 
has  the  power  to  make  policy,  approve  programs, 
and  control  finances.  Board  members  may  come 
from  business,  industry,  labor,  the  professions,  and 
the  community.  Boards  differ  in  their  proportion 
of  representation  from  the  several  categories  of  oc- 
cupation. In  extent,  the  representation  from  the 
medical  profession  may  vary.  At  present,  much 
emphasis  is  placed  on  community  representation. 
Because  of  the  power  and  authority  vested  in  the 
board,  its  composition  as  a variable  is  notable  for 
its  effect  on  so  many  other  variables. 

Mode  of  operation.  Health-care  organizations 
differ  in  their  mode  of  operation,  largely  in  how 
much  control  they  retain  and  how  much  they  dep- 
utize. In  brief,  control  may  be  centralized  or  de- 
centralized. 

This  distinction  depends  in  large  part  on  its  or- 
ganizational structure  and  its  relation  with  its 
health  personnel  and  facilities.  When  a plan  owns 
its  health  centers  and  hospital  and  has  an  asso- 
ciated group  of  physicians,  it  is  more  apt  to  operate 
under  central  authority.  But  when  a plan  is  large- 
ly a financial  and  contractual  intermediary,  it 
tends  to  decentralized  control.  Its  work  is  mainly 
in  writing  contracts  with  autonomous  groups  of 
physicians,  independent  hospitals,  and  lists  of  sub- 
scribers. 

Operating  a prepayment,  capitation,  group- 
practice  plan  entails  considerable  business  trans- 
actions: marketing  with  enrollment  of  subscribers, 
collection  of  periodic  and  service  charges,  and 
payments  to  physicians  and  hospitals.  Some  or- 
ganizations may  perform  all  these  transactions. 
Others  may  arrange  to  have  much  of  the  work  done 
by  either  a commercial  or  noncommercial  carrier. 
In  pattern  of  operation,  variation  occurs  from  plan 
to  plan. 

Sources  of  funds  for  starting  and  operating. 

After  an  organization  is  formed,  one  of  the  first 
items  on  its  agenda  is  sources  of  funds  to  start  in 
operation,  unless  it  is  fortunate  in  already  having 
assurances  and  pledges.  Funds  are  needed  for 
property,  equipment,  payroll,  and  sometimes  re- 
serves. Foundations,  the  Federal  government,  in- 
surance carriers,  industry,  business,  and  philan- 
thropists are  the  more  frequently  approached 
sources  in  the  beginning. 

Manifestly,  a starting  health-care  organization 
wishes  to  become  self-sustaining  as  soon  as  pos- 
sible. Operating  funds  are  expected  from  sub- 
scribers’ payments.  It  is  the  hope  that  income  will 
equal,  even  exceed,  outlay.  A subscriber’s  pay- 
ments may  in  whole  or  in  part  be  for  him,  not  by 
him.  The  payer  may  be  an  employer,  union,  or 
Federal  government  through  Medicaid  and  O.E.O. 
(Office  of  Economic  Opportunity).  In  health-care 
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plans  the  sources  of  current  funds  are  another 
variable. 

Relationship  with  hospital.  Four  possible  re- 
lations with  hospitals  are  found  among  the  health- 
care organizations.  In  the  first,  the  plan  may  own 
or  control  a hospital.  For  reasons  of  economy, 
this  is  regarded  as  the  preferable  arrangement. 
The  remaining  relations  occur  in  plans  that  do  not 
own  or  control  hospitals.  Next  in  the  four  varia- 
tions, a plan  may  have  a special  understanding 
with  a specific,  independent  hospital  for  a reduced 
rate.  By  a third  arrangement,  the  subscriber  car- 
ries his  own  hospitalization  insurance  and  uses 
the  hospital  of  his  selection.  As  the  fourth  pos- 
sible relation,  a plan  pays  hospitals  at  the  regular 
rate.  When  hospitals  outside  a plan  are  used  with 
no  Blue  Cross,  choice  of  them  may  be  influenced  by 
the  attending  physician’s  affiliation.  Variation 
rather  than  uniformity  is  found  in  the  relation  be- 
tween health-care  organizations  and  hospitals. 

Organizational  pattern  of  physicians  in 
group.  Physicians  in  a group  organize  in  several 
forms.  Perhaps  the  most  common  mode  is  part- 
nership. But  they  may  form  a corporation.  In 
one  instance,  the  medical  staff  and  hospital  are  a 
single  corporate  entity.  Another  variety  of  or- 
ganization for  a physician  group  is  a foundation. 
Or  the  physicians  may  form  a professional  associa- 
tion. But  an  association  without  incorporation  is 
said  to  lack  legal  advantages.  Strangely  and  con- 
tradictorily, even  solo  practitioners,  sometimes  on 
a fee-for-service  basis,  are  utilized  or  employed  by 
some  health-care  organizations.  These  patterns 
of  organization  among  physician  groups  are  con- 
spicuous for  their  variety. 

Subscriber  population.  Population  groups 
vary  in  size,  composition,  and  concentration.  By 
composition  is  meant  age,  sex,  whether  employed, 
and  financial  status.  Not  unexpectedly,  therefore, 
health-care  plans  differ  in  the  composition  of  their 
subscriber  groups. 

Often  this  difference  is  reflected  in  the  cost  of 
health  care.  For  the  composition  of  the  subscriber 
population  affects  the  cost  in  two  ways.  One  is  in 
marketing  a health  plan.  The  more  subscribers 
are  concentrated  in  large  industry,  the  less  dif- 
ficult and  less  expensive  is  the  marketing.  Health- 
care insurance  may  be  a fringe  benefit.  With  this 
arrangement,  marketing  is  by  negotiation  with  one 
individual  for  enrollment  of  many  en  bloc.  In  con- 
trast, marketing  by  individual  solicitation,  some- 
times among  scattered  prospects,  is  bound  to  be 
more  difficult,  more  time-consuming,  and  more 
costly. 

Then  too,  some  of  the  demographic  characteris- 
tics of  a population  are  related  to  incidence  of  mor- 
bidity. There  are  illness-prone  segments  in  the 
population.  The  higher  the  morbidity,  the  higher 
the  cost  of  health  care.  Consequently,  subscriber 
groups  are  a variable  among  health-care  plans. 

Cost  to  subscriber.  The  cost  variable  is  closely 


related  to  the  previous  one.  Purportedly,  a funda- 
mental feature  of  the  plans  is  that  charges  are  on 
a capitation  basis.  That  is,  the  unit  is  the  person, 
not  a service. 

Much  is  made  of  community  rating  by  which  is 
meant  no  exclusions  and  no  experience  rating,  that 
is,  preferential  prices  to  low-morbidity  persons. 
But  some  plans  that  profess  community  rating  ne- 
gate it  by  restricting  enrollment  to  the  gainfully 
employed.  Rating  and  selection  affect  the  com- 
position of  subscriber  groups  and  the  cost  to  them. 

But  health-care  plans  differ  in  further  ways  in 
their  charges.  While  using  capitation,  some  plans 
have  exclusions,  deductibles,  and  additional  unit 
service  charges.  As  a result,  the  health-care  plans 
exhibit  variety  in  their  schedule  of  charges. 

Benefits.  Health-care  plans  with  capitation 
promise  services  not  indemnity.  In  some  states, 
therefore,  they  are  construed  not  to  be  engaged  in 
insurance  in  the  usual  sense  of  the  term  and  are 
exempt  from  requirements  of  reserves.  Neverthe- 
less, the  two  types  of  plan  are  similar  in  one  re- 
spect. Service  contracts  allow  as  much  variation 
in  benefits  as  does  indemnity.  Capitation  plans 
may  contain  limitations  and  exclusions.  Obvi- 
ously, there  can  be  a considerable  range  of  varia- 
tion in  the  benefits. 

Facilities.  Health-care  plans  vary  in  the  loca- 
tion of  their  facilities  for  health  examination. 
There  may  be  a main  health  center  separately  situ- 
ated. Or  several  health  centers  may  be  scattered 
in  their  sites.  In  another  arrangement  the  health 
center  is  based  in  a hospital.  Location  of  the  cen- 
ter is  a dependent  variable  reflecting  its  owner- 
ship, relationship  to  a hospital,  availability  of 
suitable  sites,  and  the  kind  of  control  exercised  in 
the  plan. 

Physicians’  compensation.  If  the  physicians’ 
group  is  organized  in  a partnership,  the  members 
share  from  the  capitation  pool.  But  the  basis  for 
distribution  in  the  sharing  is  said  to  be  quite  dif- 
ferent for  each  plan.^  In  addition,  merit  and  in- 
centive bonuses  are  a source  of  additional  income. 
Under  another  method  some  or  all  of  the  physicians 
are  salaried.  Then  too,  some  plans  include  fee- 
for-service  according  to  a schedule.  Thus,  no  one 
pattern  of  compensation  for  physicians  is  used 
exclusively. 

With  choices  in  each  category,  it  is  little  wonder 
that  there  are  few  identical  plans.  From  consider- 
ation of  the  list  of  variables,  it  is  evident  that  pre- 
paid, capitation,  group  practice  is  not  one  uniform 
system  but  may  be  modified  to  appear  in  a number 
of  forms.  If  it  is  to  be  regarded  as  a single  system 
of  medical  care,  it  assumes  many  variant  forms. 
Or  each  different  combination  of  variables  might 
equally  well  be  regarded  as  so  many  systems.  It 
should  also  be  noted  that  a plan  may  start  in  one 
form  and  change  to  another  as  it  becomes  more 
established. 
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What  appears  to  have  occurred  is  that  what  was 
originally  one  plan  has  undergone  manifold  modi- 
fication through  its  many  variables  into  numerous 
forms.  It  even  accomodates  solo  practice  and  fee- 
for-service  under  the  canopy. 

Payments 

With  these  changes  some  notions  about  prepay- 
ment, capitation,  group-practice  plans  will  have  to 
be  revised.  In  differentiating  prepayment  from 
fee-for-service,  confusion  may  arise.  Under  the 
regulations  implementing  the  Group  Practice  Fa- 
cilities Act,  the  definition  of  eligible  group  practice 
includes: 

An  organization  provides  comprehensive  health  care 
under  a prepayment  plan  when  periodic  predeter- 
mined payments  are  made  to  cover  the  costs  of  all  or 
most  of  the  services  offered  by  the  organization. 
Under  a fee-for-service  arrangement,  a patient  pays  a 
fee  for  each  service  rendered  by  the  group. ^ 

This  definition  differentiates  prepayment,  which 
literally  means  only  payment  in  advance,  from  fee- 
for-service,  which  is  postpayment.  Although  time 
of  payment  is  the  only  real  distinction,  the  defini- 
tion of  a prepayment  plan  is  seen  to  express  its  con- 
notations of  capitation  and  group  practice.  Yet, 
in  most  health-care  insurance  plans  of  whatever 
kind,  there  is  usually  prepayment.  Hence,  the 
name  prepayment  alone  tells  little  about  and  does 
not  distinguish  any  one  plan. 

What  was  really  being  defined  and  properly  con- 
trasted with  fee-for-service  was  capitation.  It  is 
used  to  describe  a basis  of  payment  for  the  phy- 
sician. Under  capitation  the  unit  is  the  person, 
not  a service.  But  even  capitation  has  its  com- 
plexities. In  the  remuneration  of  physicians, 
capitation  may  be  pure  or  hybridized.  A group  of 
physicians  may  contract  to  provide  stated  services 
to  subscribers  for  a given  period  for  a stated  sum. 
Members  of  the  group  may  derive  their  remunera- 
tion directly  by  share  or  salary.  Or  they  may  be 
paid  by  fee-for-service  from  the  capitation  pool. 

Associating  group  practice  with  fee-for-service 
as  well  as  with  prepayment  may  need  clarification. 
Group  practice  may  be  either  in  or  outside  an  or- 
ganized health-care  plan.  In  the  latter  event,  it 
renders  its  services  exclusively  by  fee-for-service. 
But  physicians  of  a group  practice  in  a health-care 
plan  can  receive  their  remuneration  in  several 
ways:  capitation,  fee-for-service,  or  salary.  Group 
practice  in  a plan  is  commonly  associated  with 
capitation.  But  remuneration  may  alternatively 
be  by  fee-for-service.  Then  the  plan,  having  a pool 
of  funds  from  prepayment,  pays  the  participating 
physician  by  fee-for-service.  It  should  be  noted 
that  the  plan,  not  the  subscriber,  is  the  direct  payer 
to  the  physician. 

Group  practice 

Even  the  name  group  practice  may  sometimes  be 


somewhat  misleading.  Under  a plan  bearing  a 
group  banner,  a physician  may  render  services  to 
subscribers  by  individual  practice  in  his  own  of- 
fice. It  is  probably  for  this  reason  that  in  the  reg- 
ulations implementing  the  Group  Practice  Facili- 
ties Act,  group  practice  is  defined  and  subject  to 
meeting  requirements. 

There  has  been  a belief  that  service  contracts 
and  group  practice  are  always  associated.  But  ser- 
vice contracts  are  to  be  differentiated  from  indem- 
nity. Blue  Shield  is  a combination  service-indem- 
nity plan  with  fee-for-service  to  individual  phy- 
sicians. On  the  other  hand,  there  are  group-prac- 
tice organizations  that  provide  an  indemnity  plan. 

Perhaps  Feldman^  best  described  the  present 
situation  in  health-care  plans  when  he  called  it  a 
hodgepodge  of  plans.  To  complicate  matters  fur- 
ther, there  is  also  a confusion  of  terms. 

With  the  establishment  of  the  Office  of  Group 
Practice  Development  on  May  22,  1969,  the  De- 
partment of  Health,  New  York  City,  claimed  to  be 
the  first  official  health  agency  to  initiate  this  ac- 
tivity.'* Finding  that  group  practice  was  being  in- 
terpreted in  many  and  diverse  ways,  it  spent  its 
early  months  seeking  to  define  the  term. 

In  considering  the  prepaid,  group-practice 
health-care  plan,  another  related  topic  of  current 
interest  should  be  mentioned.  It  is  Health  Main- 
tenance Organization,  called  by  the  initials  HMO. 

After  searching  for  a means  of  reducing  the  cost 
of  health  care,  the  government  settled  on  pro- 
moting ambulatory  care.  More  particularly,  it 
looked  on  prepaid,  capitation,  group  practice  as 
the  most  promising  means  of  meeting  the  increased 
demand  for  health  care,  both  medical  and  by  hos- 
pitalization, at  the  least  cost.  To  its  version  it 
gave  the  name  Health  Maintenance  Organization. 

Government  assistance 

President  Nixon’s  special  message  on  health,  de- 
livered to  the  Congress  on  February  18,  1971,  was 
titled  “Building  a National  Health  Strategy.” 
Under  the  heading  “Reorganizing  the  Delivery  of 
Service,”  one  section  in  its  introductory  para- 
graphs read  as  follows: 

In  recent  years,  a new  method  for  delivering  health 
services  has  achieved  growing  respect.  This  new  ap- 
proach has  two  essential  attributes.  It  brings  together 
a comprehensive  range  of  medical  services  in  a single 
organization  so  that  a patient  is  assured  of  convenient 
access  to  all  of  them.  And  it  provides  needed  services 
for  a fixed  contract  fee  which  is  paid  in  advance  by  all 
subscribers. 

Such  an  organization  can  have  a variety  of  forms  and 
names  and  sponsors.  One  of  the  strengths  of  this  new 
concept,  in  fact,  is  its  great  flexibility.  The  general 
term  which  has  been  applied  to  all  of  these  units  is 
“HMO”  . . . Health  Maintenance  Organization. 

The  U.S.  Department  of  Health,  Education,  and 
Welfare  through  its  health  services  and  mental 
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health  administration  then  issued  a leaflet,  Health 
Maintenance  Organizations:  The  Concept  and 

Structure,  which  defined,  described,  and  elabo- 
rated on  the  principles. 

Its  salient  parts  follow: 

A Health  Maintenance  Organization  is  based  on 
four  principles: 

• It  is  an  organized  system  of  health  care  which  ac- 
cepts the  responsibility  to  provide  or  otherwise  assure 
the  delivery  of 

• an  agreed  upon  set  of  comprehensive  health  main- 
tenance and  treatment  services  for 

• a voluntarily  enrolled  group  of  persons  in  a geograph- 
ic area  and 

• is  reimbursed  through  a prenegotiated  and  fixed 
periodic  payment  made  by  or  on  behalf  of  each  person 
or  family  unit  enrolled  in  the  plan. 

An  organized  system  of  health  care  is  one  that  is 
capable  of  bringing  together  directly,  or  arranging  for, 
the  services  of  physicians  and  other  health  profession- 
als with  the  services  of  inpatient  and  outpatient  facil- 
ities for  preventive,  acute,  and  other  care,  as  well  as 
any  other  health  services  which  a defined  population 
might  reasonably  require.  The  system  is  organized  in 
such  a way  as  to  assure  for  the  enrollee  the  most  ef- 
ficient and  effective  entry  into  the  health-care  system. 
It  also  promises  continuity  of  care  for  the  enrolled 
population  through  linkages  between  the  components 
of  the  system,  including  continuity  and  availability  of 
a single  medical  record  for  each  individual. 

Comprehensive  health  maintenance  and  treatment 
services  means  that  the  HMO  is  capable  of  providing 
or  arranging  for  the  provision  of  the  health  services 
that  a population  might  require,  including  primary 
care,  emergency  care,  acute  inpatient  hospital  care, 
and  inpatient  and  outpatient  care  and  rehabilitation 
for  chronic  and  disabling  conditions. 

Primary  care,  one  of  the  keystones  of  the  HMO, 
emphasizes  those  services  aimed  at  preventing  the  on- 
set of  illness  or  disability,  at  the  maintenance  of  good 
health,  and  at  the  continuing  evaluation  and  manage- 
ment of  early  complaints,  symptoms,  problems,  and 
the  chronic  intractable  aspects  of  disease.  It  may  be 
more  graphically  described  as  “personal  physician 
care”  or  the  entry  point  into  the  system,  from  which 
referrals  to  specialists  are  guided. 

An  agreed  upon  set  of  services  means  that  the  con- 
sumers and  the  HMO  will  agree  upon  which  services 
will  be  purchased  from  the  HMO  in  return  for  the  pre- 
payment figure.  Since  some  HMOs  may  have  groups 
of  enrollees  paid  for  by  Medicare,  or  Medicaid,  or  by 
employer-employee  arrangments,  the  benefit  schedule 
for  population  groups  may  differ. 

The  enrolled  group  means  those  individuals  or 
groups  of  people  who  voluntarily  join  the  HMO 
through  a contract  arrangement  in  which  the  enrollee 
(or  head  of  household)  agrees  to  pay  the  fixed  monthly 
or  other  periodic  payment  (or  have  it  paid  on  his  be- 
half) to  the  HMO.  The  enrollee  agrees  to  use  the 
HMO  as  his  principal  source  of  health  care  if  he  be- 
comes ill  or  needs  care.  The  contract  is  for  a specified 
period  of  time  (a  year,  for  example). 

The  concept  of  the  Health  Maintenance  Organiza- 
tion grew  from  the  success  of  a variety  of  medical  foun- 
dations and  prepaid  group-practice  organizations  in 


various  parts  of  the  United  States  which  are  now  pro- 
viding health-care  services  for  more  than  7 million 
persons. 

The  Kaiser  Foundation  Health  Plan  for  example, 
now  cares  for  almost  2 million  persons,  mainly  at  many 
locations  in  California.  The  Health  Insurance  Plan 
of  Greater  New  York  cares  for  three-quarters  of  a mil- 
lion people.  The  Group  Health  Cooperative  of  Puget 
Sound,  of  Seattle,  Washington,  the  Group  Health  As- 
sociation of  Washington,  D.C.,  and  the  San  Joaquin 
Medical  Care  Foundation,  of  California,  are  other  ex- 
amples of  plans  which  have  proven  themselves  during 
the  past  decade. 

These  organizations  were  started  and  now  operate 
under  a variety  of  sponsors  and  financing  mechanisms. 
Their  continued  effectiveness  has  led  to  the  conviction 
that  a much  greater  number  of  HMO  organizations 
can  be  created  if  additional  financial  and  technical 
assistance  is  made  available,  and  that  thereby  the 
health  services  delivery  system  in  our  country  will  be 
markedly  improved. 

An  HMO  can  be  organized  and  sponsored  by  either 
a medical  foundation  (usually  organized  by  physi- 
cians), by  community  groups  who  bring  together  var- 
ious interested  leaders  or  organizations,  by  labor 
unions,  by  a governmental  unit,  by  a profit  or  non- 
profit group  allied  with  an  insurance  company  or  some 
other  financing  institution,  or  by  some  other  arrange- 
ment. The  HMO  may  be  hospital-based,  medical 
school-based,  or  be  a freestanding  outpatient  facility 
or  group  of  such  facilities. 

President  Nixon’s  new  health  plan  proposes  a pro- 
gram of  financial  assistance  to  groups  in  operation  or 
ready  to  plan  or  organize  a new  Health  Maintenance 
Organization.  It  is  probable  that  some  already  ap- 
propriated funds  may  be  made  available  to  help  in 
early  planning  within  a few  months,  perhaps  before 
the  President’s  plan  is  debated  by  the  Congress.  But 
even  before  these  funds  or  new  legislation  are  available 
to  assist  in  the  formation  of  HMOs,  interested  groups 
of  planners  can  begin  now  with  the  preliminary  work 
of  planning  the  establishment  of  an  HMO,  either  on 
their  own  or  with  technical  assistance  from  the  De- 
partment of  Health,  Education,  and  Welfare. 

In  all  of  the  ten  regional  offices  of  the  Department  of 
Health,  Education,  and  Welfare,  technical  personnel 
have  been  given  special  training  in  the  planning,  for- 
mation, and  operation  of  an  HMO.  These  people  will 
be  able  to  explain  to  HMO  planners  how  some  HMOs 
are  already  working  with  Medicare  and  Medicaid 
groups  on  a special  basis  as  well  as  what  potential  in- 
centives are  to  be  expected  in  the  coming  months  in 
the  Medicare  and  Medicaid  and  Federal  Employees’ 
Health  Benefit  programs,  as  well  as  in  the  area  of  pri- 
vate insurance. 

All  of  these  people — plus  outside  technical  consul- 
tants who  will  be  available  for  specific  aspects — can 
assist  consumer  or  provider  planning  groups  as  soon  as 
they  have  determined  their  interest. 

The  HEW  regional  technicians,  backed  up  by  HEW 
specialists  in  Washington,  can  advise  on  how  to  take 
the  first  three  steps:  assessment  of  the  extent  of  con- 
sumer interest  in  their  community,  and  extent  and 
nature  of  professional  interest,  and  the  nature  of  the 
legal  and  financing  problems.  They  can  also  help  the 
planners  to  thoroughly  understand  the  intricacies  of 
the  second  major  step:  the  bringing  together  of  the 
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three  components  of  an  HMO — the  consumers  (in 
groups  or  singly),  the  providers  (the  physicians  and 
health  facilities),  and  the  financing  mechanism. 

Several  bills  on  Health  Maintenance  Organiza- 
tions have  been  introduced  in  the  Congress.  In 
the  House  Bill  (H.R.  17550)  introduced  in  the  91st 
Congress,  a Health  Maintenance  Organization  is 
defined  as  a public  or  private  organization  which 
(1)  provides  either  directly  or  through  arrange- 
ments with  others,  health  services  to  enrollees  on  a 
per  capita  prepayment  basis;  (2)  provides  to  quali- 
fied enrollees  all  the  services  and  benefits  covered 
under  Parts  A and  B of  Medicare;  (3)  provides 
physicians’  services  either  directly  through  phy- 
sicians who  are  either  employes  or  partners  of  the 
organization,  or  under  an  arrangement  with  an  or- 
ganized group  of  physicians  whose  services  are  re- 
imbursable on  the  basis  of  an  aggregate  fixed  sum 
or  capitation;  and  (4)  delivers  economical  com- 
prehensive health-care  services,  including  institu- 
tional care.  The  organization  must  provide  ser- 
vices that  meet  its  quality  standards.  At  least  50 
per  cent  of  the  members  must  consist  of  individuals 
under  sixty-five.  It  must  hold  an  open  enrollment 
period  at  least  once  every  two  years. 

This  lengthy  bill  pertaining  to  Social  Security 
Amendments  of  1970  contained  provisions  for  pay- 
ment from  Medicare  to  Health  Maintenance  Or- 
ganizations. In  testimony  before  the  Senate  Fi- 
nance Committee,  William  O.  La  Motte,  Jr.,  M.D., 
chairman  of  the  council  on  legislation  of  the  Amer- 
ican Medical  Association,  presented  its  views  on 
the  legislation: 

We  support  a pluralistic  approach  to  the  delivery  of 
medical  services,  whether  they  be  furnished  by  group 
practice,  or  by  the  individual  practitioner,  or  other- 
wise. However,  before  any  HMO  program  is  initiated 
nationwide  through  legislation  and  held  out  as  a real- 
istic benefit  available  to  all  Medicare  beneficiaries,  we 
believe  that  cost  and  utilization  data  should  first  be 
developed  with  controlled  demonstrations  testing  the 
capability  of  such  a program  to  accomplish  its  pur- 
pose. There  are  questions  regarding  in-fact  cost 
savings,  as  well  as  the  quality  of  health  care  which 
may  be  provided  when  there  are  economic  incentives 
to  providers  to  reduce  utilization.  We  would  wish  to 
assure  that  Medicare  patients  uniformly  receive  the 
best  quality  care.® 

Dr.  La  Motte  advised  that  . . the  HMO  be  un- 
der the  direction  and  supervision  of  physicians  so 
that  high  quality  care  is  provided”  and  that  state 
and  local  medical  societies  and  medical  founda- 
tions be  given  the  opportunity  to  qualify  for  such 
an  organization. 

This  bill  expired  with  the  adjournment  of  the 
91st  Congress,  but  it  has  been  reintroduced  as  H.R. 
1 in  the  92nd  Congress.  The  Senate  version  of 
H.R.  17550  differs  on  some  points  from  the  House 
proposal.  Two  companion  bills  H.R.  5615  (Stag- 
gers and  Springer)  and  S.  1182  (Javits),  also  pre- 


sented to  this  Congress,  would  amend  the  Public 
Health  Service  Act  to  provide  assistance  and  en- 
couragement for  the  establishment  and  expansion 
of  Health  Maintenance  Organizations.  These  bills 
have  been  subjected  to  comparative  analysis  by  the 
American  Medical  Association. 

The  latest  word  on  the  subject  from  the  Federal 
executive  branch  appears  in  a departmental  “white 
paper”  which  reveals  the  underlying  reasoning 
that  eventuated  in  the  Administration’s  compre- 
hensive health  strategy.®  Its  major  decision  was 
not  to  extend  the  activities  of  the  Federal  Govern- 
ment in  the  achievement  of  its  objectives  but 
rather  to  employ  the  strength  of  the  private  sector. 

In  forceful  promotion  ten  pages  in  the  “white 
paper”  are  devoted  to  Health  Maintenance  Orga- 
nizations. Presented  are  their  alleged  advantages, 
although  their  shortcomings  are  also  mentioned. 

While  looking  to  the  private  sector  for  the  pro- 
liferation of  Health  Maintenance  Organizations, 
the  Department  of  Health,  Education,  and  Wel- 
fare envisions  the  government  in  an  assisting  and 
facilitating  capacity.  It  recognizes  the  complexi- 
ties and  difficulties  in  initiating  or  converting  to 
an  HMO.  To  stimulate  development  of  Health 
Maintenance  Organizations  and  to  strengthen 
their  capabilities  for  their  vastly  enhanced  respon- 
sibility, it  suggests  that  new  administrative  and 
legislative  steps  will  have  to  be  taken. 

Realizing  that  the  present  compartmentalization 
in  Federal  funding  imposes  a tortuous,  laby- 
rinthine path  which  impedes  access,  the  govern- 
ment would  transform  the  maze  to  the  doors  of  its 
agencies  into  a single  well-marked  road.  For  this 
accomplishment  it  premises  consolidation,  unifica- 
tion, and  simplification.  Complementing  the  pro- 
posed consolidation  of  grants,  the  Administration 
declares  its  commitment  to  packaging  presently 
categorical  ear-marked  resources.  It  expresses  its 
intent  to  foster  the  development  of  HMDs  through 
the  use  of  existing  authorities  such  as  the  regional 
medical  programs  and  Hill-Burton  agencies.  By 
the  same  concerting  means  it  would  restructure 
and  finance  planning  for  the  formation  of  new 
HMDs. 

Seeking  authorities  to  improve  the  distribution 
of  health  care,  it  contemplates  loans  and  subsidies 
for  initial  operating  deficits  and  operating  grants 
for  HMOs  in  medically  underserved  areas. 

To  surmount  any  legal  barriers  that  at  present 
limit  the  organization  of  HMOs,  it  would  depend 
on  supremacy  laws. 

Beyond  the  establishment  of  HMOs,  it  proposes 
adoption  of  professional  standards  review  organiza- 
tions to  maintain  the  quality  of  medical  care  in 
their  operation. 

The  Administration  has  set  a goal  of  450  HMOs 
by  the  end  of  1973;  1,700  of  them,  with  the  poten- 
tial of  enrolling  40  million  people,  by  the  end  of 
1976;  and  a sufficient  number  to  enroll  90  per  cent 
of  the  population,  if  it  desires,  by  1980.  Then 
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follows  the  statement:  “Most  importantly,  the 

choice  of  traditional  modes  of  care  would  remain.” 

At  almost  the  same  time  appeared  the  booklet 
on  HMOs  by  the  American  Medical  Association.'^ 
Adequate  in  coverage,  it  is  a practical  and  useful 
analysis.  It  starts  with  the  genesis  of  the  term  and 
traces  the  subsequent  variations  in  the  underlying 
concept.  Particularly,  it  compares  the  differences 
in  detail  between  tbe  House  bill,  the  Senate  ver- 
sion, and  the  Administrative  version,  as  well  as 
departmental  memoranda. 

It  states; 

The  feature  essential  to  an  HMO  under  all  three  legis- 
lative proposals  is  legal  responsibility  for  providing  (not 
merely  paying  for)  a broad  range  of  health  care  services, 
including  both  professional  and  institutional  services, 
and  accountability  for  both  the  quantity  and  quality  of 
services  provided,  with  payment  for  such  services  on  a 
prospective  capitation  basis. 

The  analysis  by  the  American  Medical  Associa- 
tion considers  geographic  differences  in  any  at- 
tempt at  nationwide  application.  It  also  discusses 
HMOs’  relation  to  manpower  as  well  as  the  physi- 
cian and  patient  response  to  the  proposed  system. 
Of  especial  interest  is  the  cost  for  initiation  of  or 
conversion  to  an  HMO. 

The  critique  also  covers  the  relation  of  founda- 
tions for  medical  care  to  HMO.  Any  prepaid 
health-care  plan  has  three  components:  the  ad- 

ministrators of  the  plan,  the  participating  physi- 
cians, and  the  hospital.  Theoretically  a medical 
foundation  could  perform  either  or  both  of  the  first 
two  roles.  Or  it  might  limit  its  administrative  ac- 
tivity to  peer  review,  the  feature  of  high  concern  to 
the  government. 

In  a conference  by  the  American  Hospital  Asso- 
ciation, various  types  of  HMOs  were  described.*”^® 
Also  presented  were  the  implications  of  HMOs  for 
hospitals  and  physicians.  In  the  resume  of  the 
conference  proceedings  appear  pointed  questions 
raised  about  the  creation  and  operation  of  an  HMO 
in  the  light  of  present  legislative  bills.  A series  of 
steps  which  hospitals  must  take  to  organize  and 
implement  an  HMO  were  detailed.  After  stating 
the  position  of  the  American  Hospital  Association, 
namely  recommendation  of  the  concept  and  en- 
couragement of  demonstration,  the  report  points 
out  the  plan’s  potential  shortcomings.  It  was  as- 
serted that  although  the  American  Hospital  Asso- 
ciation proposal  for  a health  care  delivery  system, 
known  as  Ameriplan,  differed  from  HMO  in  eco- 
nomic and  legislative  incentives  as  well  as  con- 
straints, the  two  concepts  were  judged  to  be  fully 
compatible. 

Problems 

Some  of  the  difficulties  in  starting  a prepay- 
ment group-practice  plan  in  two  dissimilar  settings 
have  been  recorded.  In  Columbia,  Maryland,  a 


newly  created  city,  85  to  90  per  cent  of  the  popula- 
tion had  their  health  insurance  paid  in  part  or  in 
whole  by  165  different  employers. Those  resi- 
dents working  for  a large  corporation  might  com- 
prise only  1 to  2 per  cent  of  its  total  employes. 
This  multiplicity  of  firms,  each  with  a small  pro- 
portion of  Columbia  residents,  presented  difficul- 
ties in  marketing  health  insurance.  New  arrange- 
ments for  just  a few,  necessitating  special  individ- 
ual handling,  were  not  attractive  to  the  corpora- 
tion. 

Just  as  there  were  many  employers,  there  were 
a number  of  health  insurance  carriers  offering  a 
wide  variety  of  benefits.  It  was  not  easy  to  find  an 
appropriate  and  willing  carrier.  Then,  too,  induc- 
ing an  employer  to  switch  plans  might  mean  re- 
negotiation of  a union  contract  for  him,  scarcely 
an  appealing  prospect.  Furthermore,  many  con- 
tracts do  not  contain  an  alternative  option  between 
service  and  indemnity  plans.  Finally,  the  insur- 
ance policy  of  a nationwide  corporation  may  ex- 
clude local  variation. 

All  in  all,  these  circumstances  were  adverse,  not 
conducive,  to  starting  a prepayment  capitation 
plan.  What  with  a population  fragmented  and 
scattered  sparsely  among  many  firms  and  corpora- 
tions, multiple  insurance  carriers  with  a variety  of 
policies  and  inflexible  practices,  and  restrictive 
company-union  contracts,  it  was  not  easy  for  a cap- 
itation plan  at  the  outset  to  get  either  carriers  or 
customers. 

Insurance  on  a community  basis  usually  means 
no  selectivity.  Most  communities  contain  elderly 
and  public-assistance  groups.  What  is  regarded  as 
the  crucial  test  for  the  prepayment,  capitation, 
group  plan  would  be  its  record  in  serving  these  seg- 
ments of  the  population  usually  excluded  from 
medical  plans  restricted  to  the  gainfully  employed. 
There  is  a lively  curiosity  about  how  a prepaid  plan 
will  fare  with  a low-income  group. 

It  has  been  demonstrated  in  Portland,  Oregon, 
says  Saward,!  that  an  indigent  population  can  be 
successfully  integrated  with  a paying  membership 
in  the  health  plan  to  produce  a community  pro- 
gram. But  whether  a plan  can  be  sustained  for  a 
massive  indigent  population  alone  he  regards  as 
questionable. 

There  has  been  little  experience  of  this  kind,  but 
fortunately  some  is  now  in  the  making.  One  prog- 
ress report  reveals  that  the  problems  are  larger, 
more  numerous,  and  different  from  those  with  the 
employed  population. 

Over  the  last  two  years  the  Office  of  Health  Care 
Programs  has  been  developing  jointly  with  repre- 
sentatives of  the  East  Baltimore  community  a 
model  prepaid  group-practice  plan  for  5,000  mem- 
bers of  low-income  families.^®  Funds  were  to  be 
derived  from  various  governmental  programs. 
Each  of  the  major  agencies  which  had  been  financ- 
ing health  care  for  the  residents  agreed  to  disburse 
to  the  plan’s  corporation  the  estimated  yearly  per 
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capita  expenditure  that  would  otherwise  have  been 
made  for  each  person  enrolled  in  the  plan.  These 
funds  were  then  pooled. 

But  each  of  the  several  Federal  programs  of 
health  services  differed  from  the  others  in  its  eligi- 
bility requirements.  Finding  the  appropriate 
category  for  eligibility  for  a person  and  having  him 
certified  was  a tedious  task.  Nor  was  it  the  end  of 
the  difficulty. 

Maintaining  his  eligibility  was  a major  under- 
taking. For  a variety  of  reasons  he  may  lose  his 
eligibility.  When  the  consequent  movement  to 
and  from  the  certified  list  is  on  a considerable  scale 
over  a period  of  time,  it  manifests  its  full  effects. 
During  the  two  years  only  25  per  cent  of  the  en- 
rolled population  remained  continually  eligible  for 
medical  benefits  under  welfare.  With  such  a turn- 
over, a prepaid  group  practice  cannot  offer  con- 
tinuity of  health  care  to  low-income  families. 

Another  difficulty  arose  from  the  variation  in 
benefits  offered  by  the  different  funding  programs. 
Limitations  and  exclusions  in  services  in  several 
programs  created  gaps  in  the  medical  care.  Sub- 
sidies had  to  be  obtained  to  provide  a single  com- 
plete type  of  medical  care. 

Third,  because  of  the  diversity  of  fiscal  and  ad- 
ministrative control  over  the  funds  from  the  var- 
ious programs,  the  East  Baltimore  medical  plan 
had  to  negotiate  between  the  community  with  its 
set  of  priorities  and  ten  different  agencies  at  three 
levels  of  government,  each  with  its  own  definition 
of  community  participation,  funding  schedules, 
administrative  procedure,  guidelines,  and  eligibil- 
ity criteria. 

The  various  Federal  funding  programs  were  cate- 
gorical, a remnant  of  the  past;  whereas,  health  care 
needs  of  today  are  broad.  Much  of  the  travail  over 
eligibility,  benefits,  and  funds  came  from  attempt- 
ing to  interlace  these  two  different  outlooks  and 
approaches. 

In  trying  to  fuse  funds  from  the  several  different 
sources,  it  was  found  that  Federal  agencies  were  of 
two  kinds,  differing  in  their  conception  and  policy 
of  community  participation,  particularly  in  admin- 
istrative and  fiscal  control.  These  conflicting 
views  penetrated  to  the  local  level  with  contest  of 
opposing  groups  for  control. 

In  much  the  same  vein  Levin^^  recounts  the 
variety  of  problems  that  arose  when  “the  Mary- 
land State  Department  of  Health  and  Mental  Hy- 
giene decided  to  encourage  the  establishment  of 
prepaid  group  practices  by  hospitals  and  other 
groups.”  Three  hospitals  engaged  in  this  enter- 
prise among  three  communities  in  the  inner  city  of 
Baltimore.  He  describes  the  roles  of  the  four  partici- 
pating agencies:  the  Federal  government,  the 

state  government,  the  hospital,  and  the  commu- 
nity. 

The  several  agencies  approached  the  enterprise 
with  different  motivations  and  points  of  view. 
In  its  application  the  program  brought  bureau- 


crats, hospital  officials,  community  groups,  and 
health  professionals  into  interrelation.  Levin  dis- 
cusses the  mutual  dependencies  and  the  changes 
in  power  relations.  Furthermore,  in  these  agencies 
the  lower  echelons  did  not  always  concur  in  the 
views  and  aims  of  the  higher. 

Levin  emphasizes  the  significance  of  the  power 
structure  in  the  delivery  of  health  care  in  the  com- 
munity. 

Conclusions 

One  final  word  about  the  record  of  prepaid,  capi- 
tation, group  practice.  Heyssel'^  has  summarized 
the  record:  “After  some  35-40  years  of  experimen- 
tation, less  than  5%  of  the  population  of  the  United 
States  is  enrolled  in  these  allegedly  superior  meth- 
ods for  the  delivery  of  personal  health  services. 
Even  in  localities  where  successful  plans  operate, 
such  as  Kaiser-Permanente  or  Health  Insurance 
Plan  of  Greater  New  York,  less  than  10%  of  the 
people  living  in  the  service  areas  of  the  plans  are 
members.  In  terms  of  their  total  impact  on  the  al- 
teration of  patterns  of  delivery  of  personal  health 
services  in  their  local  areas  and  in  terms  of  serving 
as  models  which  have  been  widely  emulated,  the 
success  of  the  operating  entities  can  be  best  de- 
scribed as  limited.”  In  describing  this  record, 
Heyssel  has  used  the  terms  low  birth  rate  and  re- 
tarded growth  of  prepaid  capitation  health  plans. 

It  is  somewhat  puzzling  that  a system  with  such 
an  over-all  record,  which  may  be  characterized  as 
unexciting  and  unimpressive,  should  be  so  trust- 
ingly viewed  as  the  bright  hope  of  the  future.  This 
anomalous  situation  invites  and  warrants  analysis. 

An  article  in  the  Harvard  Law  Review'^^  suggests 
that  restrictive  state  laws  have  blocked  and  stifled 
the  growth  of  prepaid,  capitation,  group  practice. 
But  that  may  only  be  a partial  reason. 

To  the  question  why  prepaid  group  practice  has 
not  spread  to  eastern  cities,  Saward’  also  men- 
tions restrictive  state  statutes  and  regulations,  ex- 
cept on  the  West  Coast,  as  a barrier  to  expansion. 
But  he  notes  that  relaxation  is  occurring  through 
amendment.  Also  he  stresses  four  additional  rea- 
sons for  retarded  spread:  membership,  money, 

manpower,  and  sponsorship.  Enrollment  of  mem- 
bership is  initially  a very  slow  process.  Yet,  to 
maintain  facilities  and  staff  requires  support  at  the 
outset  from  a large  membership.  All  newly  started 
programs  have  problems  with  enrollment  during 
this  prolonged  initial  period. 

As  for  money,  especially  initial  capital,  and  man- 
power being  obstacles  to  the  spread  of  prepaid 
group  practice,  Saward  rated  them  as  real  but  ac- 
tually less  serious. 

But  he  stresses  the  necessity  for  the  right  kind  of 
sponsorship.  In  this  the  Kaiser  program  was 
unique.  In  his  opinion,  it  is  essential  that  the  plan 
represent  no  special  interest  group  in  the  commu- 
nity. He  is  doubtful  that  sponsorship  by  universi- 
ties will  develop  into  a trend.  To  all  this  should  be 
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added  that  competing  plans  were  already  estab- 
lished and  firmly  entrenched. 

Two  bills  on  prepaid,  group  practice  were  intro- 
duced in  both  Houses  of  the  1971  New  York  State 
Legislature.  One  (S  3899-A;  A 5176-A)  would 
amend  to  permit  creation  of  health  services  corpo- 
rations. The  other  (S  5704-A;  A 7768-A)  provides 
for  the  formation  of  nonprofit  medical  corporations 
which  would  furnish  prepaid  comprehensive  health 
care  through  medical  groups.  It  also  provides  for 
creation  of  health  services  corporations. 

The  bills’  implied  superiority  of  the  prepaid 
group  system  as  a delivery  pattern  is  of  question- 
able validity.  Conclusive  evidence  is  lacking. 
Furthermore,  the  bills  accord  preferential  financial 
assistance  from  public  funds  for  prepaid  plans. 
Such  an  arrangement  would  nullify  free  and  open 
competition.  However,  the  second  bill  passed  in 
both  Houses  and  at  this  writing  awaits  the  gover- 
nor’s action. 

It  should  always  be  remembered  that  the  physi- 
cian is  the  indispensable  man,  the  sine  qua  non, 
the  real  underwriter  of  any  health  care  plan.  The 
position  of  the  Medical  Society  of  the  State  of 
New  York  on  prepaid,  capitation,  group  practice 
has  been  and  is  that  all  ethical  methods  of  provid- 
ing medical  services  should  be  free  to  compete  with 
existing  methods  and  the  results  evaluated. 
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The  classic  signs  of  an  infected  human  system  are 
fever,  redness,  swelling,  and  pain.  An  infected 
environmental  system  has  its  classic  signs,  too. 
They  are  illness,  ugliness,  decay,  and  despair.  The 
latter  symptoms  are  easy  to  identify.  A walk  on 
housing;  clogged  transportation  arteries;  eye- 
watering, irritating  air;  foul  odors;  harsh  and  over- 
powering sounds;  and  walks,  streets,  and  play- 
grounds filled  with  debris  and  litter. 

Nor  is  the  countryside  immune  from  attack: 
witness  filthy,  polluted  streams  and  waters;  dis- 
carded garbage,  trash,  beer  cans;  and  the  rusty 
hulks  of  abandoned  automobiles. 

These  signs  of  environmental  decay  are  not 
merely  physical.  They  include  as  well  rising 
crime,  crumbling  school  systems  which  do  not  edu- 
cate, unemployment,  low  incomes,  racial  and  eco- 
nomic segregation,  and  a general  weariness  of  the 
human  spirit. 

We  cannot  separate  the  social  from  the  physical. 
We  cannot  ignore  that  which  impairs  mental 
health  any  more  than  we  can  be  callous  to  the  re- 
lationship of  environment  and  nutrition  and  its 
effect  on  the  physical  health  of  children. 

That  is  not  to  say  that  environmental  problems 
do  not  exist  in  rural  areas,  for  we  know  they  do. 
But  we  find  in  the  urban  setting  the  most  acute 
physical  and  social  environmental  conditions. 
Man  is  the  central  factor  in  environmental  quality: 
he  is  both  the  actor  affecting  it  and  the  one  most 
affected  by  it.  Air  pollution  as  a social  concern, 
for  example,  would  not  be  a major  problem  if  it  did 
not  degrade  human  life. 

Presented  at  the  164th  Annual  Meeting  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  New  York  City,  Section  on  Pre- 
ventive Medicine  and  Public  Health,  February  10,  1970. 


The  complex  nature  of  urban  activity  added  to 
the  masses  of  population  living,  working,  and 
moving  in  the  urban  environment  react  to  make 
the  problems  more  dramatic  and  most  critical. 

In  defining  the  environment  to  encompass  both 
the  physical  and  the  social  worlds,  and  in  using 
man  as  the  measure  of  environmental  well-being, 
we  have  also  had  to  develop  a concept  of  what  con- 
stitutes desired  environmental  quality.  At  the 
most  minimal  level,  environmental  quality  is 
human  survival — bare  existence.  The  quality  goal 
we  strive  for  is  an  environment  in  which  man  not 
only  survives  but  prospers  economically,  aestheti- 
cally, and  in  his  health. 

In  a physical  and  social  world  that  is  barely  toler- 
able to  human  life,  there  is  little  of  value  for  man. 
In  this  setting  man  is  little  more  than  a part  of  the 
physical  scenery.  In  the  quality  environment, 
however,  the  human  spirit  has  the  chance  to  flower 
— to  give  meaning  to  the  past,  to  give  beauty  to  the 
present,  and  to  provide  realistic  hope  for  continuity 
and  progress  in  the  future. 

Extent  of  problem 

Today  it  is  estimated  that  every  community  in 
this  country  with  more  than  50,000  population  has 
a sufficient  concentration  of  sources  of  air  pollu- 
tion to  produce  adverse  effects  on  human  health 
and  welfare.  There  are  the  recorded  and  oft- 
repeated  episodes  in  New  York  City,  London,  and 
Donora,  Pennsylvania,  that  have  demonstrated  the 
lethal  nature  of  air  pollution..  And  the  technical 
literature  acknowledges  the  acute  stress  which 
lesser  concentrations  of  air  pollution  place  on  the 
very  young  and  the  elderly,  or  on  those  whose  de- 
fenses are  otherwise  weakened.  .. 

Yet  it  is  not  only  acute  urban  episodes  of  air  pol- 
lution which  endanger  the  health  and  welfare  of 
specific  segments  of  our  population.  We  know 
that  air  quality  can  be  low  in  many  of  our  smaller 
and  rural  communities  as  well.  We  know  that  less 
than  lethal  levels  of  air  pollution  can  foul  our 
skies,  irritate  our  eyes  and  lungs,  and  damage  our 
homes  and  properties.  Even  though  final  and  defi- 
nite answers  are  not  available,  we  are  also  aware 
that  research  has  implicated  long-term  exposure  to 
lower  levels  of  air  pollution  to  a host  of  debilitating 
physical  ailments,  primarily  respiratory. 

The  manner  in  which  we  have  dealt  with  air 
pollution  is  illustrative  of  the  attitude  we  use  in 
attacking  other  environmental  problems:  we  wait 
for  a crisis,  even  though  air  pollution  is  recognized 
as  lethal  in  situations  which  can  no  longer  be 
merely  attributed  to  the  freak  coincidence  of 
natural  phenomena;  even  though  air  pollution  is 
corrosive  and  degrading — to  both  man  and  his 
property;  and  even  though  air  pollution  is  not  re- 
stricted to  certain  urban  concentrations. 

Los  Angeles’  smog  reached  a crisis  level  over 
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twenty-five  years  ago.  And  the  problem  has  been 
known  to  exist  previously.  Now  for  the  last  twenty 
some  years,  the  Los  Angeles  Air  Pollution  Control 
District  has  operated  the  most  extensive  air-pol- 
lution control  program  in  the  world.  In  the  last 
two  decades,  they  estimate  that  they  have  spent 
over  three  quarters  of  a billion  dollars  to  fight 
smog.  Since  1947,  they  have  eliminated  pollution 
from  rubbish  disposal  and  have  reduced  the  ef- 
fluents from  all  stationary  and  industrial  sources, 
approaching  an  operational  efficiency  of  80  per 
cent.  Yet  the  source  of  90  per  cent  of  Los  Angeles’ 
present  air-pollution  problem,  the  automobile,  the 
belching  internal  combustion  engine,  has  scarcely 
been  touched.  And  all  the  while,  the  number  of 
automobiles  in  Los  Angeles  increases,  the  gasoline 
consumption  rises,  the  population  grows,  and  air 
pollution  remains  a critical  problem. 

But  air  pollution  is  only  one  indication  of  envi- 
ronmental decay.  It  is  receiving  concentrated  at- 
tention because  of  its  crisis  nature.  However,  we 
also  are  faced  with  the  inadequacies  of  our  solid 
waste-disposal  system,  uncertain  water-supply 
systems,  and  deficient  sanitation  facilities.  These 
major  environmental  components  are  all  contam- 
inating our  environment — right  now! 

Cans,  throw-away  bottles,  mass  containeriza- 
tion, and  increased  per  capita  trash  and  garbage 
present  complex  problems  of  solid  waste  collec- 
tion and  disposal.  Improper  incineration  of  solid 
waste  can  contribute  to  air  pollution,  and  hasty 
landfill  operations  can  pollute  ground  water  sup- 
plies or  provide  breeding  places  for  disease  vectors. 
In  many  communities,  burning  dump  is  still  the 
standard  method  of  trash  disposal. 

Today  we  use  almost  400  billion  gallons  per  day 
of  fresh  water.  It  is  estimated  that  the  largest 
total  dependable  fresh  water  supply  this  country 
can  ever  hope  to  have  is  about  650  billion  gallons 
per  day.  Use  requirements,  projected  to  the  year 
2,000,  far  exceed  this  amount.  In  addition  to  pro- 
jected future  needs,  we  must  be  concerned  about 
the  quality  and  quantity  of  our  water  supplies  right 
now.  The  increased  growth  of  municipal  and  in- 
dustrial populations  has  strained  our  water  supply 
facilities  and  brought  into  question  the  present 
quality  of  the  nation’s  individual  community  water 
supplies. 

At  present,  no  one  knows  for  sure  the  quality  of 
this  nation’s  water  supplies.  It  is  known,  however, 
that  more  diseases  are  being  recognized  as  water- 
borne, such  as  infectious  hepatitis.  In  addition  to 
the  old  and  continuing  problem  of  biologic  con- 
tamination, the  increased  industrial  use  and  for- 
mulation of  thousands  of  new  chemical  compounds 
has  called  into  question  the  chemical  safety  of  the 
water  we  drink. 

“Man  is  destroying  Lake  Erie.”  This  statement 
of  the  Federal  Water  Pollution  Control  Agency  does 
not  surprise  those  who  have  had  occasion  to  view 


the  activities  of  man  along  the  banks  of  the 
streams  which  flow  into  Lake  Erie.  The  major 
polluters  of  Lake  Erie  are  the  municipalities  with 
inadequate  sewage-treatment  facilities  or  com- 
bined storm-sewer  and  sanitary  systems.  Raw  or 
improperly  treated  municipal  sewage  flowing  into 
the  lake  has  created  bacterial  hazards  along  the 
shore.  These  bacterial  hazards  have  shut  down 
bathing  beaches,  and  the  effluent  has  accelerated 
the  natural  aging  of  Lake  Erie  because  of  the  added 
plant  nutrients.  At  the  same  time,  industry  has 
continued  to  use  the  lake’s  feeder  streams  as  sewer 
ditches  for  their  toxic  chemical  effluents. 

To  these  long-standing  examples  of  environ- 
mental degradation  can  be  added  a multitude  of 
problems  whose  full  national  impact  is  still  not 
known.  Crowding  and  noise  put  uncommon 
strains  on  our  lives.  Yet  we  continue  to  compact 
people  and  subject  them  to  ever-increasing  noise 
levels.  Jet  planes,  increased  traffic,  and  con- 
struction noise  insult  us  at  the  same  time  that  we 
plan  for  supersonic  transport,  intown  helicopter 
routes  and  short  takeoff  landing  pads,  and  more 
super  highways  through  our  residential  areas. 

New  questions  and  concerns  have  arisen  about 
the  chemical  and  biologic  safety  of  the  food  we  eat. 
We  have  experienced  vast  changes  in  the  growth, 
preparation,  and  distribution  of  food  products. 
New  and  complex  varieties  of  chemicals  are  either 
added  directly  or  are  a secondary  factor  in  food  pro- 
duction. The  tremendous  increase  in  processed 
foods  has  shifted  meal  preparation  away  from 
home  and  into  the  kitchens  of  Sara  Lee  and  Colo- 
nel Sanders.  Catering  services,  cafeterias,  and 
restaurants  feed  more  Americans  en  masse. 

We  do  not  know  with  any  degree  of  accuracy  the 
effects  on  the  human  body  of  long-term  ingestion 
of  small  daily  amounts  of  arcane  and  complex 
chemicals,  which  are  normally  not  a part  of  the 
human  diet.  Neither  do  we  know  much  about  the 
possible  synergistic  effects  when  these  chemicals 
interact  within  the  body.  We  do  know  that  mass 
assembly,  mass  distribution,  and  mass  serving  of 
food  greatly  complicate  the  problem  of  controlling 
food-bome  disease. 

No  consideration  of  the  variety  and  extent  of 
environmental  pollutants  is  complete  without 
mentioning  the  tremendous  numbers  and  dense 
concentrations  of  human  beings  who  are  allowed 
to  grow  and  congregate  in  limited  amounts  of 
space.  The  population  explosion  and  urbaniza- 
tion unchecked  through  the  decrease  in  natural 
restraints  and  uncontrolled  by  adequate  human 
planning  efforts  have  put  massive  strains  on  all 
resources  and  services. 

Random  growth,  migration,  and  concentration 
do  not  allow  for  thoughtful  allocation  and  planning 
of  operational  or  investment  resources.  The  hel- 
ter-skelter compacting  of  human  beings  in  limited 
areas  also  produces  its  own  unique  physical,  emo- 
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tional,  and  social  problems.  Unrestrained  popula- 
tion growth  is  as  much  a pollutant  as  chemical 
effluents  in  air  or  water. 

This  multitude  of  environmental  problems,  old 
and  new,  can  only  bring  us  to  conclude  that  the 
lives  of  our  city  dwellers,  and,  in  fact,  all  Ameri- 
cans, are  being  seriously  degraded  or  endangered 
by  the  environmental  insults  produced  by  our  in- 
dustrialized society. 

How  we  went  wrong 

As  I have  mentioned,  a discussion  of  environ- 
mental quality  such  as  this  focuses  mainly  on  our 
major  cities.  The  most  prominent  urban  areas  are 
superb  examples  of  the  forces  and  energies  which 
have  produced  massive  growth  and  environmental 
deterioration.  But  the  problems  of  specific  large 
cities  are  not  just  isolated  case  studies.  They 
must  be  viewed  instead  as  an  overture  to  drama 
which  could  be  staged  in  every  city  in  the  land 
regardless  of  its  size.  Rather  than  focusing  on  an 
autopsy  of  an  acute  episode  of  any  specific  environ- 
mental problem,  it  is  better  to  investigate  the  rea- 
sons for  the  growth  and  eruption  of  the  problem,  to 
scrutinize  the  patterns  of  thought  which  created  or 
permitted  this  degradation  to  occur. 

I believe  that  a major  error  in  our  thinking  ac- 
companied the  first  migratory  steps  from  the  rural 
areas  to  the  city.  Urban  expansion  began  without 
the  corresponding  understanding  that  expanded 
metropolitan  growth  would  have  to  be  met  with 
parallel  changes  in  social  patterns,  institutions, 
and  thoughts. 

We  labored  under  a delusion:  we  thought,  and 
unfortunately  still  do,  that  people  crowded  togeth- 
er in  the  great  cities  could  deal  with  social  prob- 
lems in  the  same  way  that  they  had  met  them 
individually  in  their  former  small  towns  or  rural 
settings.  We  failed  to  see  that  urban  growth  could 
fundamentally  change  the  nature  of  an  environ- 
mental problem,  both  quantitatively  and  qualita- 
tively. We  failed  to  see  the  emergence  of  new 
problems.  We  failed  to  anticipate  our  future. 

For  example,  there  is  the  rather  prosaic  problem 
of  solid-waste  disposal.  In  small  towns  and  rather 
sparsely  populated  areas,  waste  disposal  created  no 
serious  problem  for  the  individual.  All  that  was 
needed  was  open  space  or  a flowing  stream  into 
which  to  discard  household  wastes. 

Now  bring  together  2,  3,  or  4 million  people  in  a 
metropolitan  area  and  you  change  the  problem  of 
waste  disposal  in  some  very  fundamental  ways. 
For  one  thing,  the  individual  can  no  longer  person- 
ally reach  the  disposal  site,  which  may  be  miles 
away  from  his  home.  He  has  to  rely  on  the  com- 
munity or  private  industry  to  collect  his  wastes 
and  transport  them  to  a place  of  disposal.  Then 
you  also  increase  the  variety  and  nature  of  individ- 
ual wastes  since  life  in  the  city  changes  purchase 


and  consumption  habits.  You  also  change  and 
multiply  the  composition  of  total  community 
wastes  because  of  the  complex  and  varied  nature 
of  the  added  industrial  and  municipal  activities. 

This  example  of  the  effect  of  urban  growth  on  the 
problems  of  environmental  protection  is  indeed 
alarming.  It  is  also,  unfortunately,  quite  typical 
of  the  type  of  change  that  has  occurred  in  all  forms 
of  environmental  insult,  from  sanitation  to  aesthet- 
ics, from  water  supply  to  noise.  Growth  without 
corresponding  change  does  not  produce  environ- 
mental progress.  It  does  not  even  permit  the  con- 
tinuation of  the  status  quo. 

In  the  social  environment  there  is  little  differ- 
ence. In  the  preurban  era  the  skills  needed  to  sus- 
tain a community  were  generally  handed  down 
from  father  to  son.  With  urbanization,  there  came 
a continuously  expanding  demand  for  more  highly 
organized  skilled  and  managerial  talent.  This 
demand  required  a continuous  upward  mobility 
within  the  work  force.  Individual  initiative  and 
drive  are  not  the  sole  ingredients  of  systematic  up- 
ward mobility.  It  must  be  supported  by  training 
or  education  and  by  opportunity  for  employment 
at  all  stages  of  the  ladder. 

With  urbanization  came  the  institutionalization 
by  society  of  the  black  urban  ghettos.  Black  in- 
migration  and  a white  exodus  have  produced  a 
massive  and  growing  concentration  of  impover- 
ished Negroes  and  nonwhites  in  our  major  cities. 
Economic  and  racial  segregation  in  employment, 
education,  and  housing  shut  our  minorities  out  of 
the  urban  economy  and  locked  them  in  the  social 
and  physical  environment  we  call  the  ghetto. 
They  were  blocked  from  the  starting  rung  of  up- 
ward mobility,  denied  the  education  or  training, 
shoved  off  the  employment  ladder.  Now  we  find 
ourselves  suffering  severe  shortages  of  semiskilled 
workers  in  urban  areas  and  an  overabundance  of 
the  unskilled.  We  find  severe  degradation  of  hu- 
man life. 

The  nonwhite  ghettos  of  our  urban  centers  re- 
flect the  worst  examples  of  general  environmental 
decay.  Here  human  life  is  measured  in  terms  of 
survival.  Here  the  physical  environment  is  in 
shambles.  While  all  the  environmental  problems 
are  exemplified  for  the  rest  of  the  country  in  metro- 
politan areas,  in  the  ghettos  of  our  cities  they  are 
multiplied  many-fold. 

“Who  cares  about  the  environment?”  We  are 
all  affected  by  the  environment,  and,  therefore,  it 
should  be  apparent  that  we  must  all  care  about  the 
environment.  There  can  no  longer  be  any  doubt 
that  the  quality  of  our  environment  helps  to  de- 
termine individual  and  group  health  and  welfare. 
More  than  an  aesthetic  nuisance,  polluted  air,  wa- 
ter, land,  and  food  can  injure  and  destroy.  Pol- 
lution can  place  the  human  body  and  spirit  under 
chronic  stress. 

And  an  environment  of  poverty,  unemployment. 
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and  social  injustice  can  maim  the  body  and  the 
spirit  as  surely  as  any  physical  attack.  Poverty 
dictates  poor  nutrition  which  saps  the  strength  and 
intelligence.  Poor  housing  subject  to  the  whims  of 
weather  means  unsanitary  conditions  and  the  vec- 
tors of  disease — rats,  flies,  and  worms.  Schools 
that  are  falling  apart  and  do  not  educate,  crowded 
health  facilities  which  are  inaccessible  due  to  in- 
adequate transportation,  hazardous  play  areas  for 
children  such  as  streets  that  must  be  used  as  play- 
grounds— all  these  are  environmental  abscesses 
which  can  kill,  dull,  or  permanently  injure  man 
and  child. 

In  the  decaying  environment  it  is  the  very  young 
and  the  very  old  who  are  most  subject  to  physical 
stress  or  the  destruction  of  the  spirit.  The  medi- 
cal condition  of  the  urban  population,  particularly 
in  the  core  areas,  reflects  an  environmental  crisis 
focused  on  the  young:  high  infant  mortality  rates, 
poor  nutrition  that  affects  learning  ability,  chronic 
disease,  high  susceptibility  to  disease,  emotional 
injuries,  and  a society  that  creates  as  many  re- 
tarded children  as  are  born  into  it. 

This  is  the  urban  condition.  This  is  the  acute 
product  of  environmental  deterioration.  And  most 
of  these  signs  of  hostile  physical  and  social  sur- 
roundings can  be  seen  in  nearly  all  of  our  com- 
munities both  large  and  small.  We  are  all  vul- 
nerable to  an  inhospitable  environment.  For  that 
reason  we  must  all  care  about  its  condition. 

But  caring  is  more  than  worry  or  concern. 
Caring  is  also  an  active  and  prospective  responsi- 
bility. The  enormity  of  our  present  problems  and 
challenges  requires  that  all  segments  of  our  society 
begin  to  give  active  support  and  effort  to  creating 
environmental  quality.  This  kind  of  care  requires 
more  than  our  thoughts.  It  needs  our  actions. 

What  we  must  do 

Today  we  are  dealing  with  a profound  challenge 
to  the  physical  and  social  fabric  which  western 
civilization  has  woven  over  thousands  of  years.  In 
this  latter  third  of  the  twentieth  century  we  must 
determine  whether  our  work  will  be  directed  to  up- 
lift man  materially  and  spiritually,  or  whether  we 
will  let  it  stifle  him  with  illness,  poverty,  decay, 
and  despair. 

To  forestall  the  spread  of  urban  decay  and  en- 
vironmental blight  any  further,  we  are  going  to 
have  to  alter  our  habitual  actions  and  patterns  of 
thought  about  society’s  growth.  Growth  itself  has 
not  been  the  cause  of  the  decline  of  our  cities. 
Rather,  it  has  been  the  failure  to  anticipate  and 
provide  for  the  needs  which  metropolitan  growth 
requires.  Our  urban  areas  expand  and  deteriorate 
because  we  have  failed  to  alter  our  thinking  and 
action  from  a crisis  setting.  We  wait  for  problems 
to  arise  rather  than  forestall  them  by  anticipatory 
thinking,  planning,  and  commitment  to  action. 


We  wait  to  treat  the  symptom  rather  than  prevent 
the  disease. 

We  must  begin  to  view  our  environment  in  an 
anticipatory  manner  so  that  we  may  begin  to  guide 
further  development.  We  must  not  only  treat  the 
acute  eruptions  which  plague  us  today,  but  also  we 
must  set  up  a system  to  monitor  our  environment- 
al quality  continually  to  greet  any  new  or  changing 
circumstances  with  a developed  response. 

We  must  accept  the  fact  that  we  are  going  to  be 
required  to  pay  a penalty  to  set  our  environmental 
house  in  order.  The  challenge  today  is  not  in  pro- 
posals for  the  next  century,  but  in  decisions,  de- 
ployment of  resources,  and  actions  now. 

While  we  have  no  final  answers  to  the  myriad  of 
environmental  situations  which  we  face,  we  do 
have  the  technology  to  raise  greatly  the  quality  of 
life  and  better  provide  for  the  health  and  welfare  of 
our  citizens.  We  need  to  spend  the  money  to  do  it. 
We  need  to  make  political,  social,  and  economic 
decisions  to  do  it.  We  cannot  allow  this  technology 
to  dissipate  because  of  lack  of  willpower.  The  de- 
cay which  we  see  in  our  cities  and  our  environment 
will  not  disappear  of  its  own  accord.  Unchecked, 
it  will  spread. 

Managing  our  environment  to  provide  a creative 
setting  for  man  is  not  without  precedent,  for  every 
time  we  cut  down  a tree  or  add  a chemical  to  our 
lawn  we  affect  the  environment.  As  the  U.S. 
House  of  Representatives  Subcommittee  on  Sci- 
ence, Research  and  Development  concluded: 

The  human  race  is,  in  fact,  managing  the  environ- 
ment today.  The  powerful  forces  of  technology  at  our 
disposal  give  us  capabilities  to  alter  and  control  the 
populations  of  other  species,  and  the  natural  resource 
of  air,  water,  minerals,  and  food  supplies.  The  task 
of  optimizing  the  use  of  the  world  to  the  benefit  of  man 
is  inescapable.  There  is  no  retreat  to  a passive,  non- 
interfering, Eden-like  relationship  with  nature. 

Conclusions 

But  rhetoric,  gimmicks,  and  pretense  will  be  of 
little  avail.  What  we  must  do  is  face  harsh  facts. 
The  harshest  is  that  there  is  no  way  to  restore  the 
environment  or  protect  it  without  the  expenditure 
of  funds.  Either  we  are  going  to  pay  more  for  goods 
and  services  or  we  are  going  to  commit  public 
funds  to  do  the  job.  It  is  clear  to  me  that  some 
combination  of  the  two  is  mandatory  now. 

Since  the  industrial  revolution,  industry  has 
been  able  to  discard  its  waste  without  cost  to  itself. 
But  payment  for  such  liberty  was  being  made.  It 
was  being  made  by  all  of  us  in  the  form  of  an  en- 
vironment of  poorer  quality.  All  of  us  must  share 
the  guilt  of  letting  economic  growth  take  prece- 
dence over  a healthy  environment. 

Where  do  we  go  now? 

Surely,  the  medical  doctor  is  the  first  to  recog- 
nize the  difficulty  of  restoring  the  health  of  a pa- 
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tient  forced  to  reside  in  a detrimental  environ- 
ment. 

It  seems  then  that  the  first  step  the  medical  pro- 
fession can  take  is  to  demand  environmental  qual- 
ity standards.  The  second  is  to  demand  the  po- 
litical decisions  necessary  to  pay  for  the  technology 
to  meet  the  standards.  The  third  is  to  demand  en- 
forcement of  the  standards. 

A lot  of  discussion  has  been  devoted  to  environ- 
mental problems  in  the  last  six  months.  I hope  we 
don’t  talk  it  to  death — or  should  I say  I hope  we 
don’t  hasten  our  death  by  doing  nothing  but  talk. 


If  anyone  should  care  about  the  environment,  it 
should  be  medical  doctors. 

Hippocrates  in  one  aphorism  prescribed,  “ex- 
treme remedies  are  very  appropriate  for  extreme 
diseases.”  Some  present  environmental  condi- 
tions require  this  approach.  At  the  same  time  we 
must  include  in  our  thoughts  and  actions  the  pro- 
visions for  development  and  care  of  the  future  en- 
vironment to  minimize  treatment  with  extreme 
remedies. 

Linton,  Mields,  & Coston,  Inc. 

1712 1 Street  N.W.,  Suite  400 
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Historical  background 
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New  York  City 

Chief  of  Psychiatric  Research,  Department  of 
Internal  Medicine  and  Metabolic  Research.  New  York 
State  Psychiatric  Institute.  Associate  Professor  of  Clinical 
Psychiatry,  Columbia  University  College  of  Physicians  and 
Surgeons 


The  use  of  lithium  for  the  treatment  of  manic 
depression,  in  one  sense,  constitutes  a turning 
point  in  the  mental  health  field.  Having  had  the 
privilege  of  working  in  this  area  for  the  past  dec- 
ade, I first  of  all  wish  to  acknowledge  the  strong 
support  and  participation  of  a number  of  col- 
leagues in  Albany,  Bethesda,  and  the  New  York 
State  Psychiatric  Institute. 

Since  space  is  limited,  I plan  to  be  brief  and  will, 
first  of  all,  direct  my  comments  to  several  historical 
points  of  interest  leading  up  to  lithium’s  current 
role  in  modern  psychiatry.  I would  then  like  to 
outline  some  of  lithium’s  accepted  uses  and  raise 
several  questions  including,  “What  is  its  role  in 
manic  creativity?”  and  “Will  lithium  replace  elec- 
troshock therapy  for  the  future  treatment  of  manic 
depression?” 

Finally,  I would  like  to  describe  our  lithium 
clinic  which  has  recently  been  established  by  New 
York  State  to  further  the  research  and  treatment  of 
patients  and  the  training  of  New  York  State  psy- 
chiatrists so  that  similar  programs  can  be  set  up 
throughout  the  State  hospital  system  and  the  local 
community  after-care  clinics. 

*Text  of  speech  given  by  this  year’s  recipient  of  the  Richard 
H.  Hutchings  Award.  This  award,  established  in  memory  of 
the  late  Richard  H.  Hutchings,  M.D.,  one-time  director  of  the 
Utica  State  Hospital,  annually  honors  a physician  in  the  State 
hospital  system  whose  scientific  contributions,  devotion  to 
improving  the  conditions  for  State  hospital  patients,  and  service 
to  the  field  of  psychiatry  have  been  outstanding. 


The  lithium  story  is  essentially  a modern  psy- 
chiatric epic  illustrating  why  research  in  our  field 
does  pay  off.  The  story  could  be  said  to  unfold  in 
the  early  (Ireek  and  Roman  tent  hospitals  where 
Caelius  Aurelianus,  a fifth  century  physician,  was 
prescribing  mineral  water  therapy  for  manic  in- 
sanity and  melancholia.  In  fact,  he  advocated  in 
his  writings  the  use  of  specific  alkaline  springs  for 
the  treatment  of  a number  of  physical  and  mental 
illnesses.  Today,  some  of  these  springs  are  known 
to  contain  lithium.  There  are  even  indications 
that  many  of  the  springs  developed  by  the  Romans 
in  southern  and  western  Europe  had  already  been 
used  for  similar  purposes  in  much  earlier  periods. 

However,  it  was  not  until  1817  that  this  silvery 
white  substance,  the  lightest  of  the  I-A  group  of 
alkali  metals,  was  discovered  by  August  Arfvedson 
in  the  Swedish  laboratory  of  Berzelius.  Lithium 
was  soon  found  to  be  one  of  the  most  reactive  of  all 
the  elements,  and,  although  never  found  free  in 
nature,  its  occurrence  could  be  noted  in  some  min- 
eral rocks  as  well  as  in  natural  brines  and  mineral 
waters.  The  specific  presence  of  lithium  in  the 
mineral  waters  of  European  and  American  spas 
that  were  used  for  drinking  and  bathing  was  widely 
advertised  during  the  nineteenth  and  early  twen- 
tieth centuries.  The  word,  lithia,  was  often  added 
to  the  names  of  these  springs,  for  example.  Lithium 
Springs,  Georgia.  Furthermore,  promoters  would 
frequently  exaggerate  figures  for  the  amount  of 
lithium  contained  in  the  springs  to  attract  more 
clientele.  The  basis  for  this  interest  lay  in  the  dis- 
covery in  the  1840s  that  lithium  salts,  when  com- 
bined with  uric  acid  in  a test  tube  in  soluble  form, 
were  able  to  dissolve  urate  deposits.  Lithium  was 
therefore  used  to  treat  renal  calculi,  gravel,  gout, 
rheumatism,  and  various  other  physical  and  men- 
tal diseases. 

The  use  of  lithium  for  the  treatment  of  these  dis- 
orders was  largely  discontinued  when  newer  and 
more  effective  treatments  were  developed.  There 
are  still  some  enthusiasts,  however,  who  believe 
that  mineral  springs  are  capable  of  curing  a wide 
variety  of  ills.  In  fact,  in  some  countries,  for  ex- 
ample, western  Germany,  the  cost  of  spa  treatment 
is  today  recoverable  from  health  insurance.  In 
eastern  Europe  and  the  Soviet  Union  there  are 
large  state-owned  facilities,  and  numerous  spas  in 
western  Europe,  the  United  States,  and  Japan  are 
still  active  enterprises.  Carefully  specified  courses 
of  treatment  are  offered  in  each  establishment 
for  one  or  more  of  a wide  variety  of  chronic  dis- 
orders, including  conditions  such  as  neurasthenia, 
neuralgia,  and  “nervous  breakdowns.”  Early  in 
this  century,  lithium  bromide  was  used  as  an  anti- 
epileptic agent,  and  in  1927  Culbreth  said  that  it 
was  the  most  hypnotic  of  all  the  bromides.  In  the 
late  1940s  in  the  United  States,  lithium  chloride 
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became  a popular  salt  substitute  for  patients  on 
sodium-free  diets,  being  sold  under  such  names  as 
Westsal,  Foodsal,  and  Saltisal.  Among  the  pa- 
tients using  lithium  as  a seasoning,  there  were 
some  with  heart  and  kidney  disease,  conditions 
in  which  it  is  now  known  that  lithium  is  particu- 
larly dangerous.  When  at  least  4 deaths  and  many 
more  serious  but  nonfatal  poisonings  attributed  to 
lithium  were  reported  in  1949,  the  Food  and  Drug 
Administration  acted,  so  that  lithium  was  removed 
from  the  American  pharmacopeia.  That  remained 
its  status  until  May,  1970,  when  for  the  first  time 
in  twenty  years  lithium  was  placed  back  on  the 
American  market.  However,  its  new  indication 
was  for  the  specific  treatment  of  mania. 

Therapeutic  effects 

The  therapeutic  effects  of  lithium  against  ma- 
nia were  first  discovered  by  the  Australian  Cade  in 
1949.^  After  a number  of  experiments.  Cade  noted 
that  guinea  pigs,  following  an  injection  of  lithium 
carbonate,  became  temporarily  lethargic,  and  after 
successfully  testing  lithium  against  mania  in  10 
human  subjects,  he  reported  his  positive  results. 
Noack  and  Trautner^  in  Australia  reported  similar 
results  in  1951,  and  since  then  the  clinical  effec- 
tiveness of  lithium  carbonate  has  been  firmly  estab- 
lished in  acute  mania  and  hypomania  by  a number 
of  investigators  throughout  the  world. 

From  at  least  four  double-blind  studies  and 
numerous  open  studies  on  thousands  of  patients, 
it  is  now  generally  agreed  that  lithium  subdues 
the  moderately  severe  manic  patient  characterized 
by  a pressured  speech,  elation,  and  overactivity, 
accompanied  by  symptoms  of  decreased  need  for 
sleep,  excessive  telephoning,  and  frequent  buying 
sprees.  Eighty  per  cent  of  manic  patients  are 
quieted  in  five  to  fourteen  days  on  the  drug.  If 
the  patient  has  had  both  manic  and  depressive 
attacks,  maintenance  lithium  has  been  found  ef- 
fective in  preventing  most  of  the  future  manic 
episodes  and  many  of  the  depressive  attacks  as 
well.  Although  not  useful  per  se  as  a therapeutic 
agent  for  the  isolated  depressive  attack,  maintain- 
ing the  patient  on  lithium  appears  to  shorten  the 
duration  and  intensity  of  future  depressions  in  bi- 
polar manic  depression.  Thus,  lithium  is  indi- 
cated in  acute  or  recurrent  mania  and  as  a prophy- 
lactic for  recurrent  bipolar  manic-depressive 
illness.  Considerable  controversy  has  emerged, 
however,  as  to  whether  or  not  prophylactic  lithium 
is  of  value  in  the  recurrent  unipolar  depression. 
Although  this  question  is  not  entirely  settled,  our 
group  at  the  Institute  believes  that  patients  diag- 
nosed by  psychiatrists  as  having  pure  unipolar  de- 
pressions, when  looked  at  more  closely,  frequently 
have  gregarious  out-going  personalities  bordering 
on  hypomania  between  their  depressive  attacks, 
and  these  recurrent  depressions  also  benefit  from 
maintenance  lithium  therapy.  In  these  instances. 


however,  maintenance  lithium  is  not  likely  to 
eradicate  completely  the  unipolar  recurrent  de- 
pressions, but  rather  it  attenuates  them.  Anti- 
depressant drugs  added  to  lithium  will  hasten  the 
over-all  disappearance  of  these  depressions  if  they 
recur,  and  stabilization  can  best  be  maintained 
with  these  unipolar  patients  on  maintenance  lith- 
ium and  the  periodic  use  of  antidepressant  agents. 

As  to  the  effect  of  lithium  on  other  psychiatric 
disorders,  there  have  been  numerous  isolated  re- 
ports, most  of  which  have  lacked  the  necessary 
double-blind  data  to  back  them  up.  You  may  be 
familiar  with  claims  of  lithium’s  value  in  the  treat- 
ment of  the  premenstrual  depression  syndrome  and 
in  severe  states  of  catatonic  excitement  and  agita- 
tion. To  substantiate  these  claims,  further  control 
studies  are  needed.  It  is  true  that,  in  a number  of 
instances,  the  drug  has  proved  to  be  of  value  in 
schizoaffective  psychoses  with  a moderate  to 
marked  elation  component.  While  lithium  has  no 
effect  on  schizophrenic  hallucinations,  delusions, 
or  paranoid  thinking,  in  some  cases  it  may  serve 
to  remove  the  affective  overlay. 

Apart  from  the  preceding  claims  is  a recent  un- 
published study  of  Rifkin  et  al.  which  concludes 
that  lithium  is  effective  in  treating  the  emotionally 
unstable  character  disorder  in  adolescent  patients. 
The  Hillside  group  has  defined  this  syndrome  in 
patients  with  chronic  maladaptive  behavioral  pat- 
terns including  antisocial  acts,  drug  abuse,  exces- 
sive dependence  on  and  defiance  of  authority,  and 
manipulativeness  to  avoid  responsibility.  In  ad- 
dition, what  distinguishes  these  adolescents  from 
other  character  disorders  is  their  mood  swings: 
depressive  and  hypomanic  episodes  lasting  hours 
to  days,  occurring  with  little  if  any  precipitant. 
The  Hillside  group,  hypothesizing  that  lithium 
would  reduce  extremes  of  mood,  treated  22  inpa- 
tients using  a cross  over  double-blind  design  con- 
sisting of  six  weeks  of  lithium  and  six  weeks  of 
placebo.  The  results  have  been  analyzed,  and,  to  a 
significant  degree,  lithium  has  been  superior  to 
placebo  in  reducing  mood  swings  and  improving 
over-all  behavior  in  this  difficult  group  of  pa- 
tients. This  study,  singularly,  deserves  to  be 
mentioned  since  it  would  be  most  significant  if 
results  can  be  duplicated.  Furthermore,  this  study 
introduces  the  possibility  of  an  endogenous  bio- 
chemical defect  as  also  being  present  in  these  dis- 
orders, which  we  traditionally  ascribe  wholly  to 
faulty  psychosexual  and  psychosocial  patterns  of 
development.  These  findings  should  give  pause  to 
psychiatrists  who  treat  the  difficult  adolescent  pa- 
tient with  his  multiplicity  of  moods  and  behavioral 
symptoms,  and  who  insist  on  treating  this  group 
exclusively  with  psychotherapy. 

Manic  creativity 

Apart  from  the  therapeutic  and  prophylactic 
value  of  lithium  in  mania,  the  controversial  find- 
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ings  of  its  value  as  a prophylactic  against  unipolar 
recurrent  depressions,  and  the  intriguing  pos- 
sibility that  it  may  be  useful  in  the  emotionally 
unstable  character  disorder  with  rapid  mood 
swings,  is  the  unanswered  question  of  what  effect 
lithium  has  on  hypomanic  creativity.  It  is  inter- 
esting to  note  that  several  of  our  highly  creative  pa- 
tients have  refused  to  continue  taking  lithium  once 
they  have  become  stabilized,  giving  reasons  which 
seem  plausible  to  them  and  which  at  times  seem 
very  practical. 

In  the  creative  individual,  who  does  his  best 
work  in  the  course  of  a hypomanic  period,  the  com- 
plaint regarding  the  continued  use  of  lithium  is 
that  it  acts  as  a brake.  Some  of  these  patients  re- 
port that  lithium  inhibits  creativity  so  that  they 
are  unable  to  express  themselves,  their  drive  is 
diminished,  and  there  is  no  incentive  to  create. 
These  patients  also  indicate  that  when  they  are  de- 
pressed their  symptoms  are  so  demoralizing  and 
painful  that  they  look  forward  to  a “mild  high” 
when  the  depression  ends,  and  so  they  prefer  to  set- 
tle for  a cyclothymic  life  of  highs  and  lows  rather 
than  a middle-of-the-road  mood  state  on  lithium. 

For  the  most  part,  patients  accept  lithium  as  a 
therapeutic  and  prophylactic  measure  and  are  co- 
operative in  taking  the  drug  and  permitting  con- 
trol of  the  blood  lithium  levels  at  regular  monthly 
intervals.  The  creative  manic  patients  I refer  to 
here  are  of  a mild  variety  and  do  not  have  manic 
and  depressive  episodes  of  gross  psychotic  propor- 
tions. 

In  contrast  to  these  mildly  ill  and  highly  creative 
manic-depressive  patients  who  have  rejected  lith- 
ium, a limited  number  of  severely  ill,  creative,  bi- 
polar manic-depressive  patients  have  also  been 
treated  by  our  group.  These  severely  ill  creative 
patients  have  accepted  the  drug,  and  they  claim 
an  over-all  increase  in  their  productivity  on  lithium 
unlike  their  limited  prelithium  output  which  was 
interspersed  with  gross  psychotic  episodes  usually 
requiring  hospitalization. 

There  is  then  a special  class  of  manic-depressive 
patients  who  have  made  some  adjustment  to  their 
illness  and  have  accepted  it  as  a way  of  life  to 
which  they  have  accommodated  themselves,  often 
creatively  and  productively.  These  patients,  usu- 
ally with  mild  types  of  disturbances,  often  resist 
the  possibility  of  no  longer  experiencing  the 
“highs.”  If  they  are  creative  and  productive  dur- 
ing these  highs,  their  livelihood  is  threatened,  and 
they  resist  the  lithium,  preferring  to  take  their 
chances  with  regard  to  succeeding  depressions.  I 
merely  point  out  this  interesting  group  of  patients, 
since  it  is  incumbent  on  the  psychiatrist  to  evalu- 
ate them  carefully  in  terms  of  their  life-long  adap- 
tation to  a chronic  recurrent  illness,  particularly 
those  creative  ones  with  earning  potential  during 
their  mild  hypomanic  phases.  In  effect,  if  the  high 
is  productive  of  success  and  general  well-being 
without  serious  annoyance  to  anyone,  one  might 


consider  whether  it  is  not  therapeutically  wise  to 
leave  it  alone.  In  the  event  of  depression,  which  is 
disturbing  to  everyone  especially  the  patient,  this 
can  best  be  treated  as  a separate  entity  with  anti- 
depressants. 

Lithium  versus  electroshock 

I would  now  like  to  turn  to  the  question  of  wheth- 
er or  not  we  can  expect  lithium  to  replace  electro- 
shock therapy  as  the  preferred  treatment  modality 
of  manic-depressive  illness.  Despite  the  fact  that 
lithium  has  now  been  on  the  market  for  approxi- 
mately a year  and  is  used  in  numerous  hospitals 
throughout  the  United  States  and  among  many 
private  practitioners,  electroshock  therapy  remains 
the  major  treatment  of  choice  for  the  moderately 
acute  mania  and  moderate  to  severe  endogenous 
depression.  Although  electroshock  therapy  may 
be  the  preferred  treatment  as  opposed  to  pheno- 
thiazines  or  lithium  for  the  acute  assaultive  manic 
state  or  a suicidal  depression  with  weight  loss,  the 
disadvantages  of  memory  loss  and  the  short  dura- 
tion of  the  antimanic  effects  make  electroshock 
therapy  an  unsatisfactory  method  for  long-term 
control  of  manic-depressive  illness.  In  our  group 
of  approximately  200  manic-depressive  patients, 
we  have  counted  up  a total  of  approximately  5,000 
shock  treatments  and  numerous  courses  of  anti- 
depressant drugs  as  having  been  employed  for  pre- 
lithium control  of  the  illness.  A common  history 
is  a fifty-five-year-old  manic-depressive  patient 
who  first  comes  for  lithium  treatment  with  a five 
to  twenty-year  history  of  multiple  courses  of  elec- 
troshock therapy,  sometimes  numbering  in  the 
hundreds.  The  group  of  200  manic-depressive  pa- 
tients that  we  have  followed  received  their  5,000 
shock  treatments  over  a period  of  from  one  to  forty 
years  prior  to  coming  to  the  clinic.  In  this  same 
group,  during  a one  to  ten-year  period  on  lithium, 
they  have  had  a total  requirement  of  only  25  shock 
treatments. 

These  data  can  be  looked  at  only  very  roughly, 
since  although  we  have  the  same  group  of  patients 
prelithium  and  during  lithium,  the  mean  period 
prior  to  lithium  is  much  greater  than  the  mean 
period  on  lithium,  and  the  mean  age  of  the  group 
of  patients  has  changed  from  the  prelithium  period 
to  the  lithium  period.  The  data,  however,  may  be 
the  best  that  can  be  obtained,  since  a strict  com- 
parative study  of  patients  with  long-term  manic- 
depressive  illness  would  require  that  patients  be 
chosen  at  random  for  either  electroshock  therapy 
or  lithium  and  then  followed  for  several  years,  and 
this  type  of  study  is  most  unlikely  to  be  forth- 
coming. From  our  data  comes  the  impression, 
however,  that  in  severely  ill  manic-depressive  pa- 
tients who  have  had  multiple  attacks  over  the  years 
along  with  multiple  courses  of  electroshock  ther- 
apy, one  can  now  control  the  illness  virtually  with- 
out the  use  of  shock  treatments. 

I want  to  emphasize  that  although  these  rough 
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data  cannot  be  statistically  interpreted  in  any 
meaningful  way,  they  support  the  clinical  impres- 
sion that  lithium  will  replace  electroshock  therapy 
as  a preferred  and  more  specific  method  of  treating 
the  long-term  manic-depressive  illness.  This  will 
occur  only,  however,  in  those  centers  or  among 
private  physicians  where  lithium  facilities  are 
available  and  where  outpatients  can  be  monitored 
monthly  for  serum  lithium  levels.  In  such  in- 
stances, the  majority  of  manic-depressive  patients 
with  recurrences,  who  in  the  past  have  received  5 
to  100  electroshock  treatments  over  a twenty-year 
period,  will  now  be  placed  on  prophylactic  lithium 
with  an  80  per  cent  probability  of  effective  prophy- 
laxis and  no  further  need  for  electroshock  therapy. 

Lithium  research  program 

In  closing,  I should  like  to  say  a few  words  about 
our  research  program. 

The  first  outpatient  lithium  research  and  service 
clinic  in  the  country  has  been  established  at  the 
New  York  State  Psychiatric  Institute  under  a grant 
of  $40,000  yearly  in  Federal  funds  administered  by 
the  Department  of  Mental  Hygiene  of  the  State  of 
New  York. 

The  funds  are  being  used  to  expand  the  former 
National  Institute  of  Mental  Health  research- 
oriented  project  into  a service-oriented  outpatient 
clinic  to  serve  the  needs  of  the  community  and  the 
needs  of  new  and  former  patients  of  the  Psychiatric 
Institute. 


At  the  same  time,  the  scope  of  the  program  is 
being  broadened  to  serve  as  a lithium  consultation 
and  training  center  and  as  a diagnostic  center. 
As  a training  center,  the  clinic  will  provide  valu- 
able training  to  psychiatrists  in  the  diagnosis  and 
with  the  correct  administration  of  lithium  in  treat- 
ing patients.  Initially,  participation  will  be  limit- 
ed to  a small  number  of  psychiatrists.  First  con- 
sideration is  being  given  to  those  recommended  by 
directors  of  State  hospitals,  community  mental 
health  centers,  and  after-care  clinics. 

In  addition,  genetic  research  into  manic-depres- 
sive illness  is  planned.  Detailed  studies  will  be 
made  of  the  families  of  patients  to  determine  the 
validity  of  strong  existing  evidence  that  manic  de- 
pression and  recurrent  depression  are  inherited 
genetic  defects. 

This  program  is  being  coordinated  with  our  re- 
search program  on  the  8-bed  metabolic  ward  where 
metabolic  and  behavioral  correlation  studies  con- 
tinue. 

722  West  68th  Street 
New  York,  New  York  10032 
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Letters  to  the  Editor 


Maternity  home 

To  the  Editor:  As  the  months  go  by,  experience  with 
the  liberalized  abortion  law  has  brought  to  the  fore 
numerous  problems.  A major  one  is  that  a young  woman 
with  a problem  pregnancy  may  not  know  what  alterna- 
tives are  open  to  her.  In  trying  to  come  to  a decision, 
one  thing  to  be  considered  is  residence  in  a maternity 
home. 

St.  Faith’s  House,  in  Tarrytown,  New  York,  is  a mater- 
nity home  where  a young  woman  can  have  her  baby 
safely  and  without  publicity.  It  is  nonprofit,  interfaith, 
and  interdenominational. 

Young  women  ene  accepted  in  the  third  trimester  of 
pregnancy.  Prenatal  care  is  provided  by  staff  nurses 
and  a consulting  obstetrician.  Delivery  takes  place  at 
a nearby  hospital.  Along  with  good  physical  care,  the 
girls  receive  counseling  from  professional  social  workers 
who  help  them  with  plans  for  the  baby.  A psychologist 
sees  all  girls  for  diagnostic  purposes,  and  a psychiatrist 
is  available  for  consultation  as  needed. 

A majority  of  the  girls  place  their  babies  through  ac- 
credited agencies,  although  a substantial  number  keep 
their  babies.  Some  of  these  girls  place  the  babies  for 
temporary  care  to  have  more  time  to  come  to  a final 
decision,  while  others  provide  for  the  babies  in  their 
own  homes  or  by  setting  up  a single-parent  home 
independently. 

The  telephone  number  for  making  referrals  is  ME  1- 
0258,  area  code  914. 

CHARLES  G.  JACKSON,  M.D. 

169  Park  Avenue 
Yonkers,  New  York  10703 

Antidepressant  drugs 

To  the  Editor:  The  vast  publicity  in  both  the  medical 
and  public  press  about  the  so-called  “antidepressant” 
drugs  ignores  the  fact  that  the  effectiveness  of  these 
drugs  is  doubtful. 

It  appears  that  most  of  the  evidence  that  these  drugs 
are  in  fact  antidepressant  is  testimonial  and  not  based  on 
well-controlled  studies.  Thus,  an  article  by  Smith, 
Traganza,  and  Heurison'  concludes  that,  “In  well-de- 
signed studies,  the  differences  between  the  effectiveness 
of  antidepressant  drugs  and  placebo  are  not  impressive.” 
I do  not  see  how  this  report  can  be  disregarded. 

The  need  for  an  early  and  searching  re-evaluation  of 
the  alleged  “antidepressant”  drugs  is  heightened  by  the 
recent  publications  on  drug  evaluation  by  the  American 
Medical  Association.^ 

LAWRENCE  H.  GAHAGAN,  M.D.,  PH.D.,  F.A.C.P. 

135  East  64th  Street 
New  York,  New  York  10021 


References 

1.  Smith,  A.,  Traganza,  E.,  and  Harrison,  G.:  Studies  on 
the  effectiveness  of  antidepressant  drugs,  Psychopharmacol. 
Bull.,  special  issue.  National  Institute  of  Mental  Health, 
March,  1969,  p.  19. 

2.  American  Medical  Association  Council  on  Drugs:  Anti- 
depressants, in  AMA  Drug  Evaluations,  1st  ed.,  Chicago, 
Illinois,  American  Medical  Association,  1971,  chap.  32,  p.  257. 


Skin  slough  with  aminophylline 

To  the  Editor:  The  widespread  use  of  aminophylline  as 
the  drug  of  choice  in  asthma  makes  it  desirable  that  all 
untoward  reactions  be  properly  evaluated  and  under- 
stood. Some  physicians  have  experienced  a variety  of 
climactic  reactions  which  have  militated  against  the 
routine  choice  of  this  method  of  therapy.  The  use  of 
theophylline  and  alcohol  (Elixophyllin),  hydroxyzine 
hydrochloride,  ephedrine  sulfate,  and  theophylline 
(Marax),  suppositories,  and  sundry  other  “asthma 
mixes”  has  developed  from  the  observation  that  the 
patient  almost  died  after  an  injection  of  aminophylline. 
This  communication  relates  a considerably  more  benign 
result  but  one  which  involves  the  question  of  amino- 
phylline reaction. 

Case  report 

The  patient  was  a forty-three-year-old  Negro  woman 
who  was  critically  ill  and  was  found  thrashing  about  on 
the  examining  table.  She  was  incoherent,  no  history  or 
complaint  could  be  elicited,  and  she  could  not  be  quiet- 
ed. A cursory  examination  disclosed  wheezes  in  the 
chest,  and  a presumptive  diagnosis  of  asthmatic  bronchi- 
tis was  made.  This  did  not  exclude  a more  severe  illness, 
but  at  this  point  there  was  little  doubt  that  she  was  suf- 
fering also  from  an  acute  asthmatic  attack.  It  was  de- 
cided to  relieve  this  condition  before  an  electrocardio- 
gram was  performed,  and  immediately  10  cc.  of  amino- 
phylline were  injected  into  a vein. 

Subsequent  to  the  injection  her  condition  improved 
remarkably,  and  she  became  more  tranquil.  Her  breath- 
ing improved,  and  the  wheezes  in  her  chest  subsided 
within  minutes.  She  was  transferred  from  the  examin- 
ing table,  an  electrocardiogram  done,  and  she  rested. 

An  hour  later,  the  skin  above  the  site  of  injection  ap- 
peared pale  gray  and  roughened  for  a distance  of  4 by  2 
inches.  The  skin  at  the  site  of  injection  and  for  2 cm. 
around  it  was  normal,  and  there  were  no  masses  suggest- 
ing infiltration.  Because  of  the  nearness  of  the  affected 
skin  to  the  injection  site,  a relationship  to  the  amino- 
phylline can  be  alleged,  although  none  can  be  proved. 
It  may  be  suggested  that  a retrovenous  backflow  occur- 
red and  produced  the  dermal  reaction.  During  the  next 


September  1 5,  1 971  / New  York  State  Journal  of  Medicine  2223 


half  hour,  the  skin  became  loosened  and  it  had  sloughed. 
The  patient  experienced  some  pain,  but  her  condition 
was  good.  She  was  subsequently  hospitalized,  and  when 
seen  a year  later  no  residue  of  the  event  remained. 

Comment 

Aminophylline  reaction  is  difficult  to  ascertain. 
Toxicity  to  aminophylline  is  known,  but  dermal  necrosis 
implies  that  it  is  an  allergic  process  rather  than  a toxic 
one.  However,  the  line  of  demarcation  is  shadowy.  Al- 
though a sequential  relationship  is  suggested,  the  pa- 
tient was  ill  with  an  incompletely  understood  process 
prior  to  injection;  this  may  have  involved  a dermatone- 
crotic  process  or  tendency.  The  patient’s  remarkable 
clinical  improvement  following  injection  militates 
against  this  and  at  least  raises  the  possibility  that  it  was 
an  independent  process. 

It  is  interesting  to  speculate  on  the  possibility  of  a new 
and  unknown  reaction,  aminophylline  dermatonecrosis. 

HOWARD  S.  ZUCKER,  M.D. 

302  Avenue  N 
Brooklyn,  New  York  11230 

Addenda  on  laparoscopy* 

To  the  Editor:  Possibly  the  first  reference  to  pelvic  en- 
doscopy is  contained  in  Matthew,  chapter  7,  verse  8, 
“Look  and  ye  shall  find — knock  and  it  shall  be  opened 
up  unto  you.”  Later  and  more  detailed  references  to  the 
procedure  are  contained  in  Steptoe’s'  monograph  and  in 
articles  by  Fear,^  Fitzgerald  and  Finnerty,^  Cohen, '*  and 
Neuwirth.® 

This  communication  pertains  to  the  technic  of  laparos- 
copy per  se  and  not  to  adjunctive  operative  maneuvers 
that  may  be  combined  with  this  procedure. 

Method 

The  physician  performing  laparoscopic  examination 
may  elect  one  of  two  different  approaches:  he  may 

choose  to  insert  the  obturator  and  trochar  which  will 
convey  the  laparoscope,  and  then  produce  the  pneumo- 
peritoneum with  this;  or  he  may  first  create  the  pneu- 
moperitoneum and  then  effect  the  introduction  of  the 
laparoscope.  The  latter  technic  requires  two  separate 
abdominal  thrusts,  two  points  of  perforation;  the  prior 
procedure,  one. 

In  our  series  of  500  cases  we  used  the  first  technic, 
which  we  have  described  as  the  unitary  method. 

A requisite  for  success  in  laparoscopic  examination 
is  penetration  of  the  abdominal  wall  and  localization 
of  the  laparoscope  in  an  intraperitoneal  position.  In  the 
patient  who  is  not  obese,  this  can  be  accomplished  with 
ease  with  a small  para-umbilical  incision;  in  the  obese 
patient  it  may  be  guaranteed  by  a larger,  but  still  small, 
vertical  midline  infra-umbilical  incision.  This  incision 
should  extend  to  the  depth  of  fascia.  To  avoid  trauma  to 
the  viscera,  elevation  of  the  abdominal  wall  is  required 
before  inserting  the  trochar  and  obturator.  Utilizing 
breast  hooks  on  either  side  of  the  incision  in  the  skin 
or  in  the  fascia  when  exposed  in  the  obese  patient,  it 
has  been  po.ssible  to  place  the  laparoscope  intraperi- 

*From  the  State  University  of  New  York  Upstate  Medical 
Center  in  Syracuse. 


toneally  in  all  of  the  patients  in  this  series.  There  was  no 
failure  of  peritoneal  entry.  The  procedure  was  always 
accomplished  successfully  with  patients  who  had  one  or 
more  prior  laparotomies.  The  point  of  thrust  in  this 
group  was  away  from  the  site  of  previous  incisions. 

Repeat  cultures  of  the  tip  of  the  obturator  have  dem- 
onstrated no  evidence  of  intestinal  flora.  We  conclude 
each  laparoscopic  examination  with  detailed  visualiza- 
tion of  the  small  and  large  portions  of  intestine,  and  in 
no  case  have  we  noted  any  significant  trauma. 

There  has  been  no  circumstance  in  this  series  of  500 
patients  which  has  warranted  laparotomy  for  visceral 
repair  or  control  of  bleeding.  There  has  been  no  evi- 
dence in  the  postoperative  course  that  these  circum- 
stances have  occurred  without  being  recognized.  No 
patient  was  given  a transfusion;  no  patient  received 
antibiotics.  Morbidity  has  been  almost  nil. 

Visualization 

Pneumoperitoneum  in  each  case  has  been  produced 
with  carbon  dioxide.  There  is  a definite  correlation 
between  the  degree  of  pneumoperitoneum  and  the  ade- 
quacy of  visualization  of  the  pelvic  viscera.  Minimal 
quantities  in  the  slim  patient  are  often  sufficient.  Re- 
peated visualization  through  the  laparoscope  determines 
the  optimal  concentration  of  carbon  dioxide. 

Placing  a patient  in  a steep  Trendelenburg  position 
and  using  a tenaculum  on  the  cervical  lip  with  elevation 
of  the  uterus  and  mobilization  and  torsion  of  this  organ, 
contribute  to  uterine  and  adnexal  observations.  To 
facilitate  uterine  elevation,  the  combined  use  of  the 
tenaculum  on  the  cervix  with  a uterine  sound  can  pro- 
duce both  elevation  and  a degree  of  mobilization  and  ro- 
tation of  the  uterus  and  adnexa.  Rarely,  through  a 
separate  point  of  entry  in  the  abdominal  wall,  we  will 
insert  the  Palmer  drill  forceps  to  use  as  a probe  under  di- 
rect vision  to  mobilize  the  adnexa  and  increase  percep- 
tion. This  is  more  of  a laparoscopic  exercise  than  a 
necessity.  It  is  rarely  required.  A few  moments’  pa- 
tience and  an  increased  degree  of  pneumoperitoneum  ob- 
viates, as  a rule,  this  procedure. 

In  the  corpulent  patient,  the  additional  placement  of 
breast  hooks  on  both  lower  abdominal  quadrants  and 
elevation  of  the  abdominal  wall  by  an  assistant  increases 
the  available  range  of  mobility  of  the  laparoscope  and 
enhances  the  study  of  pelvic  viscera. 

With  successful  entry  into  the  peritoneum  and  ade- 
quate pneumoperitoneum,  the  requisite  visualization 
was  obtained  in  better  than  90  per  cent  or  459  of  the 
cases.  Extreme  obesity  and  the  short  length  of  the 
laparoscope  may  make  total  perception  inadequate. 
This  low  rate  of  failure  could  be  reduced  even  further  by 
designing  a laparoscope  of  increased  length,  which  would 
compensate  for  the  deep  abdominal  wall. 

A neglected  aspect  is  visualizing  the  vermiform  ap- 
pendix, when  not  retrocecal,  large  and  small  portions  of 
the  intestine,  gallbladder,  and  stomach. 

Using  the  unitary  technic  and  knowing  the  areas  where 
carbon  dioxide  is  located,  no  subcutaneous  or  intra- 
visceral  emphysema  was  seen.  The  “blind”  insertion  of 
carbon  dioxide  has  a potential  for  complications. 

In  some  obese  patients,  healing  of  the  abdominal  wall 
is  not  per  primam.  This  we  have  related  to  an  element 
of  traumatic  fat  necrosis  and  lack  of  detailed  hemostasis. 
An  occasional  ecchymosis  of  the  abdominal  wall  occurs 
which,  again,  is  not  related  to  the  procedure  per  se  but  to 
a casual  approach  to  minor  subcutaneous  bleeding  and  a 
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TABLE  I.  Findings  at  laparoscopic  examination 


Findings 

Number  of  Cases 

Pelvic  inflammatory  disease, 
acute  and  chronic 

85 

Endometriosis 

62 

Ovarian  cyst  (including  physio- 
logic cyst) 

65 

Ectopic  pregnancies 

4 (1  unruptured) 

Interstitial  pregnancy 

1 

Turner’s  syndrome 

3 

“Steinoid  ovary” 

43 

Ovarian  vascular  accidents 

12 

“Second  look”  following  therapy 
for  pelvic  malignant  disease 

25 

Miscellaneous 

23 

None 

136 

false  reliance  on  pressure  dressings.  Laparoscopic 
procedure  is  usually  performed  with  such  ease  that  at- 
tention to  minor  surgical  details  seems  unnecessary. 
For  an  optimal  result,  these  details  are  important. 

Anesthesia 

Because  the  diaphragm  may  be  elevated  by  the 
pneumoperitoneum,  a general  anesthetic  with  adequate 
pulmonary  ventilation  and  high  concentrations  of  oxygen 
is  used.  Anesthesia  in  most  cases  consisted  of  one  in- 
jection of  sodium  thiopental  (Pentothal)  followed  by 
nitrous  oxide-halothane. 

Almost  all  patients  do  have  some  degree  of  reduced 
ventilation,  which  ranges  from  minimal  to  none.  The 
reduced  respiratory  change  is  more  pronounced  in  the 
overweight  patients.  In  our  experience,  most  of  the 
patients  require  either  assisted  or  control  respirations, 
and  in  the  markedly  obese  patient  this  is  accomplished 
with  endotracheal  anesthesia.  Succinylcholine  has  been 
used  in  some  cases.  Strict  attention  to  adequate  ventila- 
tion is  mandatory,  as  well  as  observation  for  the  occur- 
rence of  cardiac  arrhythmias.  Bigeminy  (coupled 
rhythm)  and  premature  ventricular  contractions  have 
been  observed.  In  most  instances,  these  arrhythmias 
can  be  converted  with  improvement  in  ventilation. 

If  at  any  time  the  patient  cannot  be  ventilated  proper- 
ly, the  pneumoperitoneum  should  be  immediately  re- 
duced. We  have  seen  no  significant  respiratory  prob- 
lems during  laparoscopic  examination  and  none  follow- 
ing the  procedure.  It  is  our  practice  to  introduce  carbon 
dioxide  at  a rate  of  from  200  to  300  cc.  per  minute, 
gradually  increasing  the  rate  of  flow  of  carbon  dioxide  to 
1 L.  per  minute.  The  carbon  dioxide  pressure  varies 
from  20  to  25  mm.  Hg  and  is  not  permitted  to  exceed  30 
mm.  Hg.  A total  of  3 to  5 L.  of  carbon  dioxide  is  intro- 
duced on  occasion.  Frequently,  a fraction  of  a liter,  or 
1 or  2 L.,  is  adequate.  No  more  is  necessary  than  that 
which  allows  visualization.  The  unitary  method  allows 
interruption  of  the  flow  and  direct  observation  to  estab- 
lish that  the  quantity  of  carbon  dioxide  is  sufficient. 

We  have  followed  laparoscopic  procedure  with  lapa- 
rotomy immediately  when  indicated,  and  within  forty- 
eight  to  seventy-two  hours  on  an  elective  basis.  The 
immediate  or  delayed  performance  of  definitive  surgical 


procedure  appears  in  no  way  to  alter  the  subsequent 
postoperative  course.  Skin  cultures  of  the  site  of 
laparoscopy  have  yielded  a variety  of  organisms.  Intra- 
peritoneal  cultures  have  demonstrated  no  pathogens. 
Recently,  at  the  time  of  laparotomy,  we  excluded  the 
laparoscopic  wound  from  the  field  by  using  a plastic  ad- 
hesive drape. 

A detailed  study  of  a series  of  laparoscopic  wounds 
followed  by  laparotomies  demonstrated  on  occasion 
small  subcutaneous  hematomas,  “herniations”  of  pro- 
peritoneal  fat  through  fascia,  small  hernias  through  the 
fascial  wound  containing  omentum,  omentum  adherent 
over  a small  area  to  the  anterior  parietal  peritoneum, 
and  an  occasional  hematoma  of  the  omentum.  At  the 
time  of  laparoscopic  examination,  we  have  seen  no  evi- 
dence of  visceral  damage.  A rare  ecchymosis  observed 
in  the  intestine  we  attributed  to  less  than  gentle  utiliza- 
tion of  the  laparoscope. 

Laparoscopic  procedure  is  of  value  in  any  conclusions 
that  may  be  reached  by  direct  inspection  of  the  intra- 
pelvic  genital  system  (Table  I).  These  categories  in- 
clude oncology,  infertility,  endocrinopathy,  and,  in  fact, 
almost  all  ranges  of  gynecologic  disorder. 

Summary 

In  a series  of  500  cases,  a laparoscopic  procedure  was 
performed  successfully  in  better  than  90  per  cent  of  the 
patients.  Some  technical  improvements  in  the  equip- 
ment might  increase  the  percentage. 

Laparoscopic  procedure  has  been  performed  frequent- 
ly without  any  significant  complications.  It  can  be  used 
in  patients  who  have  had  multiple  prior  laparotomies. 

Laparotomy  can  be  performed  immediately  following 
the  laparoscopic  procedure,  or  within  seventy-two  hours, 
with  no  recognized  alteration  in  the  subsequent  post- 
operative course. 

The  unitary  technic  of  laparoscopy  appears  to  have  a 
lesser  likelihood  of  complications  than  the  double-thrust 
method. 

Laparoscopy  is  a valuable  gynecologic  tool.  Its  value 
is  not  limited  to  gynecology;  it  could  enjoy  wider  use  in 
the  field  of  general  surgery. 

J.  A.  FITZGERALD,  M.D. 

J.  J.  FIXNERTY,  M.D. 

Associates  in  Obstetrics  and  Gynecology,  State  University  of 
New  York  Upstate  Medical  Center  in  Syracuse, 
and  Clinical  Instructors  in  Obstetrics  and  Gynecology, 
Syracuse  University  Medical  School 

Washington  and  Paddock  Streets 
Watertown,  New  York  13601 
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Necrology 


Royall  Graves  Cannaday,  M.D.,  of  New  York  City, 
died  on  August  1 at  the  age  of  eighty-four.  Dr.  Canna- 
day graduated  in  1911  from  the  Medical  College  of  Vir- 
ginia. He  was  an  assistant  attending  neurologist  (in- 
active) at  The  Presbyterian  Hospital.  Dr.  Cannaday 
was  a Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology  and  a member  of  the  New  York  Neuro- 
logical Society,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Robert  Swerdlow  Chernuchin,  M.D.,  of  New  York 
City,  died  on  July  30  at  the  age  of  seventy.  Dr.  Cher- 
nuchin graduated  in  1927  from  George  Washington  Uni- 
versity School  of  Medicine.  Retired,  he  was  an  assis- 
tant physician  emeritus  at  Maimonides  Hospital  of 
Brooklyn.  Dr.  Chernuchin  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Henry  Saul  Cohen,  M.D.,  of  Jamaica,  died  on  July  18 
at  the  age  of  fifty-six.  Dr.  Cohen  received  his  medical 
degree  from  the  University  of  Lausanne  in  1942.  He  was 
an  assistant  attending  physician  in  pulmonary  disease 
at  Queens  Hospital  Center.  Dr.  Cohen  was  a member  of 
the  Medical  Society  of  the  County  of  Queens,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Clifford  Leroy  De  Rago,  M.D.,  of  Brooklyn,  died  on 
July  23  at  the  age  of  seventy.  Dr.  De  Rago  graduated  in 
1925  from  Long  Island  College  Hospital.  He  was  a con- 
sulting physician  in  allergies  at  Methodist  Hospital 
of  Brooklyn.  Dr.  De  Rago  was  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Charles  Goldfarb,  M.D.,  of  New  York  City,  died  on 
June  14  at  the  age  of  sixty-nine.  Dr.  Goldfarb  graduated 
in  1927  from  Long  Island  College  Hospital.  He  was  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Ralph  W.  Haswell,  M.D.,  of  Livonia,  died  on  June  15 
at  the  age  of  fifty.  Dr.  Haswell  graduated  in  1947  from 
the  University  of  Rochester  School  of  Medicine  and 
Dentistry.  He  was  a Diplomate  of  the  American  Board 
of  Preventive  Medicine,  Inc.  (Occupational  Medicine), 
a P’ellow  of  the  American  College  of  Preventive  Medi- 
cine, and  a member  of  tbe  American  Academy  of  Oc- 
cupational Medicine,  the  Industrial  Medical  Associa- 
tion, the  Livingston  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Anna  Lee  Hecht,  M.D.,  of  Forest  Hills,  died  on  July  27 
at  the  age  of  seventy.  Dr.  Hecht  received  her  medical 
degree  from  the  University  of  Vienna  in  1927.  She  was 
an  attending  anesthesiologist  at  Wyckoff  Heights  and 
La  Guardia  Hospitals.  Dr.  Hecht  was  a Fellow  of  the 
American  College  of  Anesthesiologists  and  a member  of 
the  American  Society  of  Anesthesiologists,  Inc.,  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Nicholas  Ingoglia,  M.D.,  of  Hollis,  died  on  July  21  at 
the  age  of  sixty-eight.  Dr.  Ingoglia  graduated  in  1929 
from  University  and  Bellevue  Hospital  Medical  College. 
He  was  an  attending  physician  in  general  practice  at 
Terrace  Heights  Hospital.  Dr.  Ingoglia  was  a member 
of  the  Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  Marshall  Kenwell,  M.D.,  of  Amherst,  died  on 
July  20  at  the  age  of  thirty-eight.  Dr.  Kenwell  gradu- 
ated in  1958  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  an  assistant  attending  surgeon  at 
Millard  Fillmore  Hospital.  Dr.  Kenwell  was  a Diplo- 
mate of  the  American  Board  of  Surgery  and  a member 
of  the  Erie  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

John  D.  Kniazeff,  M.D.,  of  Moraga,  California,  former- 
ly of  New  York  City,  died  on  March  26  at  the  age  of 
eighty-two.  Dr.  Kniazeff  received  his  medical  degree 
from  the  University  of  Kazan  in  1913.  He  was  formerly 
an  assistant  attending  physician  (affiliate)  at  Metropol- 
itan Hospital.  Dr.  Kniazeff  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Harriet  Carswell  McIntosh,  M.D.,  of  New  York  City, 
died  on  July  30  at  the  age  of  eighty-two.  Dr.  McIntosh 
graduated  in  1918  from  the  Woman’s  Medical  College  of 
Pennsylvania.  She  was  a consulting  radiologist  at  St. 
Luke’s  Hospital  Center.  Dr.  McIntosh  was  a Diplomate 
of  the  American  Board  of  Radiology  (Roentgenology), 
a Fellow  of  the  American  College  of  Radiology,  and  a 
member  of  the  American  Roentgen  Ray  Society,  the 
New  York  Roentgen  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Edward  Joseph  Mallin,  M.D.,  of  Woodhaven,  died  on 
July  10  at  the  age  of  sixty-one.  Dr.  Mallin  graduated 
in  1935  from  New  York  University  School  of  Medicine. 
He  was  an  honorary  affiliate  surgeon  at  Mary  Immacu- 
late Hospital.  Dr.  Mallin  was  a member  of  the  Medical 
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Society  of  the  County  of  Queens,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 


Americo  Marc  Massaro,  of  Batavia,  died  on 

-July  2 at  the  age  of  sixty-three.  Dr.  Massaro  graduated 
in  1937  from  Middlesex  University  School  of  Medicine. 
He  was  an  attending  psychiatrist  at  Veterans  Adminis- 
tration Hospital.  Dr.  Massaro  was  a member  of  the 
American  Psychiatric  Association,  the  Rochester  Acad- 
emy of  Medicine,  the  Genesee  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  H.  Mencher,  M.D.,  of  Miami  Beach,  Florida, 
formerly  of  New  York  City,  died  on  July  14  at  the  age  of 
sixty-nine.  Dr.  Mencher  graduated  in  1925  from 
Columbia  University  College  of  F’hysicians  and  Sur- 
geons. He  had  been  an  assistant  attending  urologic 
surgeon  (off  service)  at  The  Mount  Sinai  Hospital.  Dr. 
Mencher  was  a Diplomate  of  the  American  Board  of 
Urology,  a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  American  Urological  Association, 
the  New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Benjamin  Michailovsky,  M.D.,  of  New  York  City,  died 
on  July  26  at  the  age  of  ninety-one.  Dr.  Michailovsky 
graduated  in  1908  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Herman  Samuel  Mogavero,  M.D.,  of  Buffalo,  died  on 
June  23  at  the  age  of  sixty-two.  Dr.  Mogavero  graduated 
in  1935  from  the  University  of  Buffalo  School  of  Medi- 
cine. He  was  an  assistant  attending  general  practitioner 
at  Sisters  of  Charity  Hospital  of  Buffalo  and  Millard 
Fillmore  Hospital.  Dr.  Mogavero  was  a member  of  the 
American  Academy  of  General  Practice,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Samuel  Albert  Moss,  M.D.,  of  Brooklyn,  died  on  July 
17  at  the  age  of  eighty-three.  Dr.  Moss  graduated  in 
1910  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

James  Price  Palmer,  M.D.,  of  East  Aurora,  died  on 
July  18  at  the  age  of  seventy-one.  Dr.  Palmer  graduated 
in  1926  from  Emory  University  School  of  Medicine.  Re- 
tired, he  was  formerly  an  associate  attending  gynecolo- 
gist at  Buffalo  General  Hospital.  Dr.  Palmer  was  a 
Diplomate  of  the  American  Board  of  Radiology  and  a 
member  of  the  Erie  County  Medical  Society,  the  Medical 


Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Morris  Jacob  Rothstein,  M.D.,  of  Brooklyn,  died  on 
July  14  at  the  age  of  seventy.  Dr.  Rothstein  graduated 
in  1926  from  Boston  University  School  of  Medicine.  He 
was  a consulting  dermatologist  at  Jewish  Hospital  of 
Brooklyn  and  Swedish  Hospital  in  Brooklyn.  Dr.  Roth- 
stein was  a Diplomate  of  the  American  Board  of  Derma- 
tology, Inc.,  and  a member  of  the  American  Academy  of 
Dermatology,  the  American  Dermatological  Association, 
the  Society  for  Investigative  Dermatology,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Irwin  Schiff,  M.D.,  of  Brooklyn,  died  on  July  28  at  the 
age  of  seventy-two.  Dr.  Schiff  graduated  in  1920  from 
University  and  Bellevue  Hospital  Medical  College.  He 
was  an  attending  pediatrician  and  director  of  pediatrics 
at  Lefferts  General  Hospital.  Dr.  Schiff  was  a Diplo- 
mate of  the  American  Board  of  Pediatrics  and  a member 
of  the  American  Academy  of  Pediatrics,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Edward  Allan  Totty,  M.D.,  of  Troy,  died  on  June  28  at 
the  age  of  fifty-seven.  Dr.  Totty  graduated  in  1940  from 
the  University  of  Buffalo  School  of  Medicine.  He  was  an 
attending  pediatrician  at  St.  Mary’s  Hospital  of  Troy 
and  at  Samaritan  Hospital.  Dr.  Totty  was  a member  of 
the  Academy-International  of  Medicine,  the  Rensselaer 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Charles  Stanley  Vitale,  M.D.,  of  West  Islip,  died  on 
July  24  at  the  age  of  fifty-nine.  Dr.  Vitale  received  his 
medical  degree  from  the  University  of  Rome  in  1936. 
He  was  a member  of  the  Suffolk  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Philip  Weintraub,  M.D.,  of  The  Bronx,  died  on  July  6 
at  the  age  of  seventy-five.  Dr.  Weintraub  graduated  in 
1921  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a member  of  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Jerry  Yurkofsky,  M.D.,  of  Brooklyn,  died  on  June  23 
at  the  age  of  sixty-five.  Dr.  Yurkofsky  received  his  medi- 
cal degree  from  the  University  of  Paris  in  1935.  He  was 
an  associate  attending  physician  at  Maimonides  Hospi- 
tal of  Brooklyn  and  an  assistant  attending  cardiologist 
at  Maimonides  Hospital  of  Brooklyn  Outpatient  Depart- 
ment. Dr.  Yurkofsky  was  a Fellow  of  the  American 
College  of  Cardiology,  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 
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your  vocabulary  and  your  patient 
will  get  an  Upjohn  product 
and  a low  price. 
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© 1971  The  Upjohn  Company 


E-Mycin®  available  in  250  mg.  tablets. 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 
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EACH  TESTAND-B  TABLET  CONTAINS: 


Ethinyl  Estradiol  0.005  mg. 

Methyltestosterone  1.25  mg. 

L-lysine  100  mg. 

Ferrous  Nicotinate 17.85  mg. 

Equivalent  to  Nicotinic  Acid 12.5  mg. 

Ferrous  Iron 2.82  mg. 

Vitamin  A 2,500  U.  S.  P.  Units 

Vitamin  D 250  U.  S.  P.  Units 

Thiamine  Mononitrate  2.5  mg. 

Riboflavin 2.5  mg. 

Ascorbic  Acid 25.0  mg. 

Folic  Acid  0.125  mg. 

Vitamin  B-12  1.5  meg. 

Methionine  12  mg. 

Choline  Bitartrate  15  mg. 

Inositol  10  mg. 

Calcium  Pantothenate 2.5  mg. 

Pyridoxine  0.25  mg. 

Copper  (from  Copper  Sulfate) 0.25  mg. 

Zinc  (from  Zinc  Oxide) 0.25  mg. 

Iodine  (from  Potassium  Iodide)  0.075  mg. 

Calcium  (from  Dicalcium  Phosphate)  . 72.5  mg. 

Phosphorus  (from  Dicalcium 

Phosphate)  55  mg. 

Potassium  (from  Potassium  Sulfate)  . . 2.5  mg. 

Manganese  (from  Manganese  Sulfate)  0.5  mg. 

Magnesium  (from  Magnesium  Sulfate)  0.5  mg. 


As  the  "middle  years”  exact  their  metabolic  toll,  com- 
plaints are  vague,  but  therapy  can  be  specific. 
Testand-B,  as  an  anabolic  stimulant  in  male  and  female 
climacteric,  senile  vaginitis,  decreased  muscle  tone,  pro- 
tein depletion  states,  osteoporosis  and  loss  of  body 
mass,  helps  compensate  for  the  metabolic  changes  of 
aging.  The  androgen/estrogen  combination,  plus  the  com- 
prehensive nutritional  complex  provided  by  Testand-B, 
helps  patients  feel  better  physically  and  emotionally. 

ACTION  AND  USES— DOSAGE:  1 tablet  after  breakfast  and  supper,  or  as 
required.  In  females,  3-week  courses  of  therapy  are  recommended  fol- 
lowed by  a 1-week  rest  period.  Withdrawal  bleeding  may  occur  during  the 
rest  period.  PRECAUTIONS:  Administer  cautiously  to  female  patients  who 
tend  to  develop  excessive  hair  growth  or  other  signs  of  masculinization. 
CONTRAINDICATIONS:  Patients  in  whom  estrogen  or  androgen  therapy 
should  not  be  used,  as  in  carcinoma  of  the  breast,  genital  tract,  or  prostate, 
and  in  patients  with  a familial  tendency  to  these  types  of  malignancy. 
AVAILABLE:  Bottles  of  30,  100,  and  500  tablets.  Rx  only. 


Testand-B 

A hormonal,  nutritional  supplement 

Geriatric  Pharmaceutical  Corp. 

Floral  Park,  New  York  1 1001 
Pioneers  in  Geriatric  Research 
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tlic  compatible  vasodilator 


• has  not  been  reported  to  complicate  the 
treatment  of  hypertension. 

• conflicts  have  not  been  reported  with  con- 
currently administered  antihypertensives, 
diuretics,  corticosteroids  or  miotics. 

• complications  in  the  treatment  of  diabetes, 
peptic  ulcer,  coronary  insufficiency,  glaucoma 
or  liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindications 
in  recommended  oral  doses  other  than  it  should 
not  be  given  in  the  presence  of  frank  arterial 
bleeding  or  immediately  postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators’'*  have  reported  favorably  on  the  effects  of  isoxsuprine.  Effects  have  been 
demonstrated  both  by  objective  measurement’ * and  observation  of  clinical  improvement.’  ’ 
Composition:  V'asodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg.  VasodIlan  syrup, 
isoxsuprine  HCI,  10  mg.  per  5 ml.  teaspoonful.  Indications:  In  cerebral  vascular  dis- 
orders, for  relief  of  symptoms  due  to  vascular  insufficiency  associated  with  various  con- 
ditions such  as  arteriosclerosis  and  hypertension.  In  peripheral  vascular  disorders,  for 
relief  of  symptoms  such  as  intermittent  claudication,  coldness,  numbness,  pain  and  cramp- 
ing of  the  extremities — in  the  management  of  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphle- 
bitic  conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities 
(arteriosclerotic,  diabetic,  thrombotic).  Dosage  and  Administration:  In  peripheral  and 
cerebral  vascular  disorders — 10  to  20  mg.  three  or  four  times  daily.  Contraindications  and 
Cautions:  There  are  no  known  contraindications  to  oral  use  when  administered  in  recom- 
mended doses.  Should  not  be  given  immediately  postpartum  or  in  the  presence  of  arterial 
bleeding.  Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has  been 
associated  in  time  with  the  occurrence  of  severe  rash.  When  rash  appears,  the  drug 
should  be  discontinued.  Occasional  overdosage  effects  such  as  transient  palpitation  or 
dizziness  are  usually  controlled  by  reducing  the  dose.  Supplied:  Tablets,  10  mg. — bottles 
of  100  and  1000,  and  Unit  Dose, ’20  mg. — bottles  of  100  and  500.  Syrup,  10  mg.  per  5 ml. 
teaspoonful — bottles  of  1 pint.  References:  1.  Clarkson,  I.  S.,  and  LePere,  D.  M.:  Angi- 
ology  77:190-192  (June)  1960.  2.  Horton,  G.  E.,  and  Johnson,  P.  C.,  Jr.:  Angiology 
75:70-74  (Feb.)  1964.  3.  Dhrymiotis,  A.  D.,  and  Whittier, 

J.  R.:  Curr.  Ther.  Res.  4^:124-128  (April)  1962.  4.  Whittier,  MpqH  M iTTPriTn 
J.  R. : Angiology  75 :82-87  (Feb.)  1964.  IlludUlil  1 1 1 tlUJ  1 1 
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L-ABORATORI  ES 


TIPS  FOR  THE  IDENTIFICATION  OF  DRUG  ABUSERS 


The  following  chart  was  adapted  by  the  Suffolk  County  Medical  Society  from  one 
prepared  by  the  Suffolk  County  District  Attorney’s  Office 


Drugs  Used 

Physical  Symptoms 

Look  For 

Dangers 

Glue  Sniffing 

Violence,  Drunk 
Appearance,  Dreamy 
or  blank  expression 

Tubes  of  glue.  Glue 
smears.  Large  Paper 
Bags,  or  Handkerchiefs 

Lung/Brain/Liver  Dam- 
age, Death  through 
suffocation  or  choking. 
Anemia 

Heroin, 

Morphine, 

Codeine 

Stupor,  Drowsiness, 
Needle  marks  on  body. 
Watery  eyes.  Loss  of 
appetite.  Blood  stain 
on  shirt  sleeve. 
Running  nose 

Needle  or  hypodermic 
syringe.  Cotton,  Tour- 
niquet-string, Rope, 

Belt,  Burnt  bottle 

Caps  or  Spoons,  Glassine 

envelopes 

Death  from  overdose. 
Addiction,  Liver  and 
other  infections  due  to 
unsterile  needles 

Cough  Medicine 
containing  Codeine 
and  Opium 

Drunk  appearance. 
Lack  of  coordination. 
Confusion,  Excessive 
Itching 

Empty  bottle  of 
cough  medicine 

Addiction 

Marijuana 
(“Pot,”  “Grass”) 

Sleepiness,  Wandering 
mind.  Enlarged  pupils. 
Lack  of  co-ordination. 
Craving  for  sweets. 
Increased  appetite 

Strong  odor  of  burnt 
leaves.  Small  seeds  in 
pocket  lining. 
Cigarette  paper. 
Discolored  fingers 

Inducement  to  take 
stronger  narcotics. 
Psychological  depend- 
ence. Possible  physical 
damage? 

Hallucinogens: 
(LSD,  DMT) 

Severe  Hallucinations, 
Feelings  of  detachment. 
Incoherent  speech.  Cold 
hands  & feet.  Vomiting, 
Laughing  & crying 

Cube  sugar  with  dis- 
coloration in  center. 
Strong  body  odor. 
Small  tube  of  liquid 

Suicidal  tendencies. 
Unpredictable  behavior. 
Chronic  exposure  causes 
brain  damage 

Stimulants: 
Amphetamines 
(“Pep  Pills,” 
“Ups”) 

Aggressive  behavior. 
Giggling,  Silliness, 

Rapid  Speech,  Confused 
thinking.  No  appetite. 
Extreme  fatigue.  Dry 
Mouth,  Shakiness, 
Insomnia 

Pills  or  capsules 
of  varying  colors. 
Chain  smoking 

Death  from  overdose. 

Hallucinations, 

Psychosis 

Sedatives 
Barbiturates 
(“Goof  Balls,” 
“Downs”) 

Drowsiness,  Stupor, 
Dullness,  Slurred  speech. 
Drunk  appearance. 
Vomiting 

Pills  or  capsules 
of  varying  colors 

Death  or  unconscious- 
ness from  overdose. 
Addiction,  Convulsions 
in  withdrawal 
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(as  lactate) 


Injectable 

lywin*  pelntazocine 

.is  not  the  perfect 
analgesic...” 

but  “...it  is  the 
first  narcotic 
antagonist  to  have 
clinically  usehil 
analgesic 
properties  and... 

It  is  not  subject 
to  narcotics 
control.”' 

Talwin,  brand  of  pentazocine 
(as  lactate),  provides  analgesic  efficacy 
comparable  to  that  of  morphine 
or  meperidine,  but  with  fewer  of  their 
imperfections  in  terms  of  significant 
adverse  effects: 

• Unlike  morphine,  Talwin  is 
relatively  free  from: 

severe  respiratory  depression 
hypotension 
urinary  retention 
constipation 

• Talwin  is  less  likely  to  cause 
nausea 

vomiting 

diaphoresis 

than  meperidine 

• Generally  little,  if  any,  increase  in 
incidence  or  severity  of  adverse 
reactions  reported  with  increased 
doses  of  45  mg.  or  60  mg. 


The  yalue  of 

Talwin  pentazocine  (as  lactate) 

clinically  confirmed 

In  postoperative 
patients: 

less  severe  respiratory  depression  with  Talwin* 
Study  #1.  Postoperative  pain  in  210  patients  fol- 
lowing orthopedic  surgical  procedures;  not  a single 
incidence  of  respiratory  depression  noted. 2 
Study  #2.  Postoperative  or  postinstrumentation 
pain  in  273  urology  patients;  no  respiratory  depres- 
sion reported. 3 

Study  #3.  Pre-  and/or  postoperative  pain  in  585 
patients  for  elective  or  emergency  surgery;  in  no 
case  was  there  significant  change  in  respiratory 
rates  in  recovery  room  measurements."* 

...and  in  other  patients: 

less  respiratory  and  circulatory 
depression  with  Talwin 

Study  #4.  Comparison  of  respiratory  effects  of 
meperidine  and  Talwin  in  women  anesthetized  for 
surgery;  first  injection  of  both  drugs  caused  respira- 
tory depression  which  was  slightly  greater  with 
Talwin.  With  a subsequent  dose,  however,  a cumu- 
lative effect  of  meperidine  sustained  depression, 
while  with  Talwin  the  respiratory  depressant  effect 
diminished— a safety  factor  when  repeated  doses 
are  required  postoperatively.^ 

Study  #5.  Comparison  of  morphine  and  Talwin  in 
23  patients  with  myocardial  infarction;  Talwin  (10 
patients)  was  found  free  of  adverse  effects  of  mor- 
phine (2  patients)  on  blood  pressure  and  had  a 
less  severe  effect  on  respiration.  (Following  initial 
transient  fall,  Talwin  caused  a rise  in  blood  pres- 
sure; morphine  caused  sustained  hypotension. )® 
Study  #6.  Postoperative  pain  in  342  patients;  cir- 
culatory depression  was  seen  in  13.2%  of  174 
patients  given  morphine  and  in  only  5.4%  of  168 
patients  given  Talwin.'^ 

Study  #7.  Suspected  myocardial  infarction  in  118 
patients;  of  the  4 drugs  studied,  only  Talwin  regu- 
larly caused  a rise  in  systolic  pressure  of  patients 
with  initial  pressures  of  less  than  120.8** 

*In  over  12,000  general  adult  patients  given  Talwin,  respiratory 
depression  (never  apnea)  was  reported  in  only  1%. 

‘•Other  drugs  studied;  morphine,  diamorphine.  and  methadone. 

References:  1.  Editorial:  Lancet  1:439,  Feb.  27,  1971.  2.  Befe- 
ler,  D.  and  Giattini,  J.  E:  Int.  Surg.  54:219,  Sept.  1970. 
3.  Wilkey,  J.  L.,  Barson,  L.  J.,  and  Rowe,  EH.:/.  Urol.  97:550, 
•March  1967.  4.  Gaines,  H.  R.;  Illinois  Med.  J.  131:320,  March 
1967.  5.  Davie,  1.,  Scott,  D.  B.,  and  Stephen,  G.  W.:  Brit.  J. 
Anoesth.  42:113,  Feb.  1970.  6.  Lai,  S.,  Savidge,  R.  S.,  and 
Chhabra,  G.  R:  Lancet  1:379,  Feb.  22,  1969.  7.  Wallace,  G.: 
Int.  Surg.  53:135,  Feb,  1970.  8.  Scott,  M.  E.  and  Orr,  Rose- 
mary: Lancet  1 :1065,  May  31,  1969. 


• Tolerance  to  analgesic  effect  has 
not  been  observed 

• Not  subject  to  narcotic  controls 


Injectable 

Talwin 

brand  ^ ® 

pentazocine 

( as  lactate ) 

See  next  page  for  discussion  of  adverse  reactions 
and  a Brief  Summary  of  Prescribing  Information. 


Injectable  TALWIN® 

Brand  of  pentazocine  ( as  lactate ) 
Analgesic  for  Parenteral  Use 

Contraindications:  Talwin  should  not  be  ad- 
ministered to  patients  who  are  hypersensitive 
to  it. 

Warnings:  Head  Injury  and  Increased  Intra- 
cranial Pressure.  The  respiratory  depressant  ef- 
fects of  Talwin  and  its  potential  for  elevating 
cerebrospinal  fluid  pressure  may  be  markedly 
e.xaggerated  in  the  presence  of  head  injury, 
other  intracranial  lesions,  or  a preexisting  in- 
crease in  intracranial  pressure.  Furthermore, 
Talwin  can  irroduce  effects  which  may  obscure 
the  clinical  course  of  patients  with  head  in- 
juries. In  such  patients,  Talwin  must  be  used 
with  extreme  caution  and  only  if  its  use  is 
deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  dur- 
ing pregnancy  ( other  than  labor ) ha.s  not  been 
established.  Animal  reproduction  studies  have 
not  demonstrated  teratogenic  or  embryotoxic 
effects.  However,  Talwin  should  be  adminis- 
tered to  pregnant  patients  (other  than  labor) 
only  when,  in  the  judgment  of  the  physician, 
the  potential  benefits  outweigh  the  possible 
hazards.  Patients  receiving  Talwin  during 
labor  have  experienced  no  adverse  effects  other 
than  those  that  occur  with  commonly  used 
analgesics.  Talwin  should  be  used  with  caution 
in  women  delivering  premature  infants. 

Drug  Dependence.  Special  care  should  be  ex- 
ercised in  prescribing  pentazocine  for  emo- 
tionally unstable  patients  and  for  those  with  a 
history  of  drug  misuse.  Such  patients  should 
be  closely  supervised  when  long-term  therapy 
is  contemplated.  There  have  been  instances  of 
psychological  and  physical  dependence  on 
Talwin  in  patients  with  such  a history  and, 
rarely,  in  patients  without  such  a history. 
Abrupt  discontinuance  following  the  extended 
use  of  parenteral  Talwin  has  resulted  in  symp- 
toms such  as  abdominal  cramps,  elevated  tem- 
perature, rhinorrhea,  restlessness,  anxiety,  and 
lacrimation.  Even  when  these  occurred,  dis- 
continuance has  been  accomi^lished  with  mini- 
mal difficulty.  In  the  rare  patient  in  whom  more 
than  minor  difficulty  has  been  encountered, 
reinstitution  of  parenteral  Talwin  with  grad- 
ual withdrawal  has  ameliorated  the  patient’s 
symptoms.  Substituting  methadone  or  other 
narcotics  for  Talwin  in  the  treatment  of  the 
Talwin  abstinence  syndrome  should  be  avoided. 

In  prescribing  parenteral  Talwin  for  chronic 
use,  particularly  if  the  drug  is  to  be  self- 
administered,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  and  fre- 
quency of  injection  by  the  patient  and  to 
prevent  the  use  of  the  drug  in  anticipation  of 
pain  rather  than  for  the  relief  of  pain. 

Just  as  with  all  medication,  the  oral  form  of 
Talwin  is  preferable  for  chronic  administration. 

Acute  CNS  Manifestations.  Patients  receiving 
therapeutic  doses  of  Talwin  have  experienced, 
in  rare  instances,  hallucinations  ( usually  vis- 
ual), disorientation,  and  confusion  which  have 
cleared  spontaneously  within  a period  of  hours. 
The  mechanism  of  this  reaction  is  not  known. 
Such  patients  should  be  very  closely  observed 
and  vital  signs  checked.  If  the  drug  is  rein- 
stituted  it  should  be  done  with  caution  since 
the  acute  CNS  manifestations  may  recur. 
Usage  in  Children.  Because  clinical  experience 
in  children  under  twelve  years  of  age  is  limit- 
ed, the  use  of  Talwin  in  this  age  group  is  not 
recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness, 
anrl  occasional  euphoria  have  been  noted, 
ambulatory  patients  should  be  warned  not  to 
operate  machinery,  drive  cars,  or  unneces- 
sarily expose  themselves  to  hazards. 


Precautions:  Certain  Respiratory  Conditions. 
The  possibility  that  Talwin  may  cause  respira- 
tory depression  should  be  considered  in  treat- 
ment of  patients  with  bronchial  asthma. 
Talwin  should  be  administered  only  with  cau- 
tion and  in  low  dosage  to  patients  with  respira- 
tory depression  (e.g.,  from  other  medication, 
uremia,  or  severe  infection),  obstructive  res- 
piratory conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Although 
laboratory  tests  have  not  indicated  that  Talwin 
causes  or  increases  renal  or  hepatic  impair- 
ment, the  drug  should  be  administered  with 
caution  to  patients  with  such  impairment.  Ex- 
tensive liver  disease  appears  to  predispose  to 
greater  side  effects  (e.g.,  marked  apprehension, 
anxiety,  dizziness,  sleepiness ) from  the  usual 
clinical  dose,  and  may  be  the  result  of  de- 
creased metabolism  of  the  drug  by  the  liver. 

Myocardial  Infarction.  As  with  all  drugs, 
Talwin  should  be  used  with  caution  in  patients 
with  myocardial  infarction  who  have  nausea 
or  vomiting. 

Biliary  Surgery.  Until  further  experience  is 
gained  with  the  effects  of  Talwin  on  the 
sphincter  of  Oddi,  the  drug  should  be  used 
with  caution  in  patients  about  to  undergo  sur- 
gery of  the  biliary  tract. 

Patients  Receiving  Narcotics.  Talwin  is  a mild 
narcotic  antagonist.  Some  patients  previously 
receiving  narcotics  have  experienced  mild 
withdrawal  symptoms  after  receiving  Talwin. 
CNS  Effect.  Caution  should  be  used  when  Tal- 
win is  administered  to  patients  prone  to  sei- 
zures; seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin 
although  no  cause  and  effect  relationship  has 
been  established. 

Adverse  Reactions:  The  most  commonly  oc- 
curring reactions  are:  nausea,  dizziness  or 
lightheadedness,  vomiting,  euphoria. 
Infrequently  occurring  reactions  are— respira- 
tory: respiratory  depression,  dyspnea,  tran- 
sient apnea  in  a small  number  of  newborn  in- 
fants whose  mothers  received  Talwin  during 
labor;  cardiovascular:  circulatory  depression, 
shock,  hypertension;  CNS  effects:  sedation, 
alteration  of  mood  (nervousness,  apprehen- 
sion, depression,  floating  feeling),  dreams; 
gastrointestmal:  constipation,  dry  mouth;  der- 
matologic including  local:  diaphoresis,  sting 
on  injection,  flushed  skin  including  plethora, 
dermatitis  including  pruritus;  other:  urinary 
retention,  headache,  paresthesia,  alterations  in 
rate  or  strength  of  uterine  contractions  during 
labor. 

Rarely  reported  reactions  include— iieuromus- 
cidar  and  psychiatric:  muscle  tremor,  insom- 
nia, disorientation,  hallucinations;  gastroin- 
testinal: taste  alteration,  diarrhea  and  cramps; 
ophthalmic:  blurred  vision,  nystagmus,  di- 
plopia, miosis;  other:  tachycardia,  nodules  and 
ulceration  at  injection  site,  weakness  or  faint- 
ness, chills,  moderate  transient  eosinophilia, 
allergic  reactions  including  edema  of  the  face. 
See  Acute  CNS  Manifestations  and  Drug  De- 
pendence under  WARNINGS. 

Dosage  and  Administration:  Adults,  Excluding 
Patients  in  Labor.  The  recommended  single 
parenteral  dose  is  30  mg.  by  intramuscular, 
subcutaneous,  or  intravenous  route.  This  may 
be  repeated  every  3 to  4 hours.  Doses  in 
excess  of  30  mg.  intravenously  or  60  mg.  in- 
tramuscularly or  subcutaneously  arc  not  rec- 
ommended. Total  daily  dosage  should  not 
exceed  360  mg.  As  with  most  parenteral  drugs, 
when  frctiucnt  daily  injections  are  needed 
over  a prolonged  period,  intramuscular  admin- 
istration is  preferable  to  subcutaneous.  In  ad- 
rlition,  constant  rotation  of  injection  sites  (e.g., 
the  upper  outer  quadrants  of  the  buttocks, 
mid-lateral  aspects  of  the  thighs,  and  the  del- 
toid areas ) is  recommended. 


Patients  in  Labor.  A single,  intramuscular  30 
mg.  dose  has  been  most  commonly  adminis- 
tered. An  intravenous  20  mg.  dose  has  given 
adequate  pain  relief  to  some  patients  in  labor 
when  contractions  become  regular,  and  this 
dose  may  be  given  two  or  three  times  at  two-  to 
three-hour  intervals,  as  needed. 

Children  Under  12  Years  of  Age.  Since  clini- 
cal experience  in  children  under  twelve  years 
of  age  is  limited,  the  use  of  Talwin  in  this 
age  group  is  not  recommended. 

CAUTION . Talwin  should  not  be  mixed  in 
the  same  syringe  with  soluble  barbiturates  be- 1 
cause  precipitation  will  occur.  ' 

Overdosage:  Manifestations.  Clinical  experi- 
ence with  Talwin  overdosage  has  been  in- 
sufficient to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vaso- 
pressors, and  other  supportive  measures  should 
be  employed  as  indicated.  Assisted  or  con- 
trolled ventilation  should  also  be  considered. 
Although  nalorphine  and  levallorphan  are  not 
effective  antidotes  for  respiratory  depression 
due  to  overdosage  or  unusual  sensitivity  tc 
Talwin,  parenteral  naloxone  (Narcan®,  avail- 
able through  Endo  Laboratories ) is  a specific  I 
and  effective  antagonist.  If  naloxone  is  nol  i 
available,  parenteral  administration  of  the ! 
analeptic,  methylphenidate  (Ritalin®),  may  be , 
of  value  if  respiratory  depression  occurs. 
Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Ampuls  of  I ml.  (30  mg.).  \ 
IV2  ml.  (45  mg.),  and  2 ml.  (60  mg.),  each 
1 ml.  containing  Talwin  (brand  of  pentazo- 
cine) as  lactate  equivalent  to  30  mg.  base  anc 
2.8  mg.  sodium  chloride,  in  water  for  injec- 
tion. Boxes  of  10,  25,  and  100. 

Multiple  dose  vials  of  10  ml.,  each  1 ml.  con 
taining  Talwin  (brand  of  pentazocine)  as  lac 
tate  equivalent  to  30  mg.  base,  2 mg.  acetone 
sodium  bisulfite,  1.5  mg.  sodium  chloride,  anc 
1 mg.  methylparaben  as  preservative,  in  wate: 
for  injection.  Boxes  of  1. 

The  pH  of  Talwin  solutions  is  adjusted  be 
tween  4 and  5 with  lactic  acid  and  sodiun 
hydroxide.  The  air  in  the  ampuls  and  vial 
has  been  displaced  by  nitrogen  gas. 

Winthrop  Laboratories, New  York, N.Y.  lOOlf 
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Index  to  Advertised  Products 


Analgesics 

Darvon  (Eli  Lilly  & Company)  2131 

Antacids 

Mylanta  (Stuart  Pharmaceuticals.  Div  Atlas 

Chemical  Industries) 3rd  cover 

Antibiotics 

E-Mycin  (Up|ohn  Company)  2228 

V-Cillin  K (Eh  Lilly  & Company)  . ..  .2152 

Versapen  (Bristol  Laboratories)  2144.  2145.  2146 

Antipyretic  analgesics 

Empirin  (Burroughs  Wellcome  & Company)  2129 

Antispasmodics 

Donnatal  (A  H Robins  Company) .2133 

Antispasmotic  for  leg  cramps 

Quinamm  (National  Drug  Company)  . . 2160 

Appetite  suppressants 

Tepanil  (National  Drug  Company) 2159 

Beverages 

No-Cal  (No-Cal  Corp  ) 2240 

Blood-glucose  measuring  systems 
Reflectance  Meter  with  Dextrostix 

(Ames  Company) 2151 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 2142.  2143 

Diagnostic  laboratory  services 

KCRL  (Roche  Clinical  Laboratories) 2157 

Gastrointestinal  anticholinergics 

Robinul  (A  H Robins  Company) 21 26.  2127 

Hormonal  nutritional  supplements 

Testand-B  (Geriatric  Pharmaceutical  Corp.) 2229 

Laxatives 

Doxidan  (Hoechst  Pharmaceutical  Company) 2158 

Medical  management  systems 

ROCOM  (ROCOM.  Div  Hoffmann- La  Roche) 2148.2149 

Mood  elevators 

Aventyl  HCI  (Eli  Lilly  & Company) 2136.2137.2138 

Multivitamins 

Allbee  (A.  H Robins  Company) 2134 

Multivitamins  & minerals 

Theragran  (E  R Squibb  & Sons) 2135 

Non-addicting  analgesics 

Talwin  (Winthrop  Laboratories) 2233.  2234.  2235.  2236 

Sedative  non-barbiturates 

Noludar  (Roche  Laboratories) 2240 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company) 2230.  2231 

Tranquilizers 

Mellaril  (Sandoz  Pharmaceuticals) 4th  cover 

Valium  (Roche  Laboratories) 2nd  cover.  2125 

Tranquilizer  antidepressants 

Sinequan  (Pfizer  Laboratories) 2141 


NO  MORE  MISSED  CALLS 

WITH 

DIVERT-A-CALL 


• Have  calls  transferred  electronically 
from  your  unmanned  office  to  any 
other  telephone — local  or  long  distance 

• 24  hour  personalized  service 

• Automatic  dialing 

• Manual  call  forwarding  and 
3 way  conferencing, 

TELEPHONE  IMPROVEMENT  SER.,  INC. 

Suite  501 

160  W.  46th  St.,  New  York,  N.  Y.  10036 
Tel.  (212)  581-1086 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  that  you  get  both  in  the 
classified  ad  section  of  the  New  York  State 
Journal  of  Medicine. 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  ap- 

t ointments,  patients,  records,  assists  you  with  lab.  X-Ray, 
.K.G.,  B.M.R.  etc.  The  Mandl  School  for  Medical  & Dental 
Assistants  has  been  training  in  these  fields  for  47  years. 
Our  graduates  have  sound  professional  skills.  Free  Place- 
ment Service. 


Mandl  School 


854  W.  54  St.,  N.y.  10019 
(818)  Cl  7-3434 
175  Fulton  Av*.,  Hcmoitcad,  L I.  (516)  IV  1-8774 
_ EST  1984 — Licensed  by  the  State  of  New  York  


September  15,  1971  / New  York  State  Journal  of  Medicine  2237 


PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership.  Starting  salary  to 
$28,000  with  the  possibility  of  additional  income.  Include  complete  curric- 
ulum vitae  in  reply.  Box  108,  c/o  NYSJM. 


WANTED:  BOARD  TRAINED  ANESTHESIOLOGIST  TO  JOIN  GROUP, 

3 partners,  salary  1st  year  then  partnership.  All  specialties  represented  on 
hospital  staff.  Near  Metropolitan,  N.Y.  Anesthesia  Services,  20 Orchard  St., 
Middletown,  N.Y.  10940. 


URGENTLY  NEEDED:  GENERAL  PRACTITIONER,  LONG  LAKE,  N.  Y., 
central  Adirondacks,  resort  area.  Excellent  central  school.  Ambulance 
service.  Office  available  at  present.  Attractive,  guaranteed  annual  salary  as 
Town  Health  Officer,  plus  income  from  private  practice.  Near  modern 
hospital.  Write:  Medical  Procurement  Committee,  Box  83,  Long  Lake, 

N.  Y.  12847. 


EMERGENCY  ROOM  PHYSICIAN:  FULL  TIME,  4 MAN  DEPARTMENT, 
42  hour  week,  $30,000  guaranteed,  plus  2 weeks  vacation  and  other  benefits. 
342  bed  hospital,  32,000  E.R.  visits;  114  hrs.  from  N.Y.C.  N.Y.S.  license  re- 
quired. Norman  E.  Watt,  M.D.,  Vassar  Brothers  Hospital,  Poughkeepsie, 
N.Y.  (914)  431-2305,  or  (914)  635-3829. 


FAMILY  PHYSICIANS  AND  INTERNISTS  FOR  PRIVATE  PRACTICE 
in  well  organized  surroundings.  Individual  practice  interests  can  often  be 
realized.  4-day  work  week  possible.  Prosperous  community.  Culture, 
sports,  nature.  All  modern  medical  facilities.  Income  higher  than  average. 
State  of  New  York.  Box  153,  c/o  NYSJM. 


CHIEF  DEPT.  OF  EMERGENCY— AMBULATORY  MEDICINE  FOR  THE 
1,000  bed  Mount  Sinai  City  Hospital  Center,  a major  division  of  Mount  Sinai 
School  of  Medicine.  Dept,  newly  created  to  better  serve  the  needs  of  the 
community  & to  provide  a training  program  for  medical  students  & house 
staff.  Dept,  is  supported  with  adequate  budget,  staff  & facilities.  Physician 
trained  as  internist  & oriented  towards  community  medicine  considered  most 
appropriate  to  direct  dept.  Salary,  fringe  benefits  & academic  rank  depen- 
dent on  qualifications.  Address  all  inquiries  to  S.  G.  Seckler,  M.D.,  Chief 
Dept,  of  Medicine,  Mount  Sinai  Hospital  Services,  City  Hospital  Center,  79-01 
Broadway,  Elmhurst,  N.Y.  11373. 


WANTED  IMMEDIATELY,  WELL  TRAINED,  PREFERABLY  CERTIFIED 
gynecologist  between  ages  35  and  50.  Association  first  year  with  guaranteed 
income,  full  partnership  thereafter  if  mutually  agreeable.  Located  in  small 
Central  New  York  town  with  a new  hospital,  fine  living  conditions,  recrea- 
tional areas,  sch(x)ls,  churches,  etc.  Call  or  write  1-315-363-2820;  447  North 
Main  St.,  Oneida,  N.Y.  13421. 


INTERNIST— GERIATRICIAN.  HALF  TIME  PHYSICIAN  AT  1,000  BED 
general  hospital.  Major  teaching  division  of  Mount  Sinai  School  of  Medicine 
with  unique  extended  care  & geriatric  unit.  Excellent  opportunity  for  active 
participation  in  patient  care  teaching  & research.  Academic  appointment 
and  salary  commensurate  with  qualifications.  Write  to  Lester  S.  Libow, 
M.D.,  Chief,  Geriatric  Division,  Mount  Sinai  Hospital  Services,  City  Hospital 
Center  at  Elmhurst,  79-01  Broadway,  Fllmhurst,  N.Y.  11.373,  or  call  (212) 
830-1491. 


POSITIONS  WANTED 


PHYSICIAN  TRAINED  IN  OPHTHALMOLOGY  SEEKS  ASSOCIATION  IN 
the  practice  of  ophthalmology.  Greater  Metropolitan  area  preferred.  Box 
1.54,  c/o  NY.SJM. 


MISCELLANEOUS  A 


GLIE  J.  GALLERY,  INC.  ORIGINAL  OIL  PAINTINGS,  IMPRESSIONIST 
by  known  French  artists.  Also  traditional.  All  sizes  and  subjects.  Pert 
for  office,  home  or  gifts.  More  than  40  painters  represented.  I)irect  imp( 
ers.  Beautiful  frames  at  cost.  For  your  convenience,  open  evenings  by 
pointment  and  Sundays  2-8  p.m.  Tel:  866-0675. 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  SI 
cessful — 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead 
details.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  100 
LO  5-2943. 


PRACTICES  AVAILABLE 


G.  P.  PRACTICE  AND/OR  EQUIPMENT  (X-RAY,  ECG,  ULTRASON 
etc.  and  furniture)  available.  In  Bellrose,  L.I.  Specializing.  Call  631-3 
around  5 P.M. 


MEDICAL  LABORATORY  FOR  SALE.  OWNER  PATHOLOGIST, 
tablished  20  years.  Excellent  Location,  New  York  City.  Moderate  Volu 
Great  Potential.  Box  146,  c/o  NYSJM. 


G.P.  NEEDED  TO  TAKE  OVER  WELL  ESTABLISHED  PRACTICE  ' 
recently  deceased  physician;  located  in  Poughkeepsie,  N.Y.  Office  \ 
equipped.  Write  Box  151,  c/o  NYSJM,  or  call  (914)  452-2261. 


INTERNAL  MEDICAL  PRACTICE  AVAILABLE.  GROSS  $100,000  t 
nually.  Location — Flushing,  Queens.  Excellent  hospital  affiliations  av 
able.  Office  includes  9 rooms,  modern  decor;  complete  X-ray  and  lab  fa< 
ties.  Immediate  possession  due  to  death.  For  information,  call  (212)  t 
2044,  or  write  to  7602-173rd  St.,  Flushing,  N.Y. 


20  YEAR  ESTABLISHED  MEDICAL  OFFICE  FOR  RENT,  40  MILES  I 
state.  Excellent  schools,  recreation.  Hospital  privileges  available.  \ 
introduce;  no  investment.  Box  155,  c/o  NYSJM. 


PRACTICES  WANTED 


ANESTHESIOLOGIST,  BOARD  CERTinHD.  LICENSED  IN  NEW  Y( 
.Stale,  seeks  practice.  Available  for  coveriige  Box  142,  c/o  NY.S.IM, 


REAL  ESTATE  FOR  SALE  OR  RENT 


Kimi  AVENUE  AND  (i9Tll  S I'HEE  I'  OFFICE  I'O  SHARE:  SI  TI  A 

lor  Orthopedic  surgeon,  psychiatrist  or  neurologist.  Fexible  hours,  lor  i jl| 
mat  ion  call  Bl  I 8-54 1 1 . 
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iAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


) UKS  I HI  HV  IDKAU.'i  !,()(  A I KI)  KOH  OKUCK  HOMK  COMHINA  j 
m U hfiilley  SfhiKil  |)i>Iricl  ( IrHi  imi.s  Colunial  on  :UHndM  a|H'd  ai  res  wil h I 
irinkler  s\>lem  Ironi  osmi  well.  >eparale  parkin)!  tor  ollire,  tennis  eourl . 
rue  liedrtHims.  tireplaee,  maids  quarters,  extra-  Box  I tt.  c o.N’N.S.IM  i 


;T  NOBTHBOH  I'.  HlM  INC  rON:  OFKK’K  HOMK  COMHINA  I'lON;  | 

eal  eentral  liHalion  Kxcellent  opportunity,  near  professional  liuildincs  and  I 
spilals  Fast  tn'iiwinj:.  prestige  area  .Modern,  spacious.  6 room  ranch,  5'.  I 
om  office;  detached  oversized  garage;  full  basement,  landscaped,  extras  | 
icrifice  $.{H,,SlHI.  .loseph  Koreen.  M 1)  . 407  l.arkfield  Hoad.  F^ast  Northport. 

,Y  Tel:  (.Tit'll  757 


TK.NMS  and  swimming  ('f)Ol’KR.ATlVK  A C'OOl’KKATlVK 

‘velopment  next  to  Hunter  Mt..  N.Y.  Will  limit  to  15  families  only.  1 to  5 
re  lots  in  a beautiful,  natural  setting.  Ideal  investment  for  a growing  sport- 
inded  family  in  a congenial  atmosphere  Year  around  recreation  2 hours 
• min.  from  N.Y.t'.  Rhone;  1212)  762-7.529  week  day  evenings 


BUY 


SAVINGS  BONDS 


FOR  25  YEARS 
THE  WORLD’S 
MOST  NEEDED  GIFT 

Give  to  help  people; 
CARE- New  York, N.Y.  10016 

! 

or  your  nearest  office  ; 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


GARDKN  (TrY,  DOCTOR  S HOMK  AND  OFFICK;  CKN'I’RAl,  AIR  CON- 
ditioning.  3 bedroom  split,  large  living  room,  dining  riMim,  panelled  den.  plus 
5 panelled  rooms,  .separate  entrance.  Retiring.  (516)  746-.'t666. 


FOR  SALK:  SKANF:ATF:LKS  in  NKKD  of  ANY  MKDICAL  SFKCIALIST. 
Combination  home  and  office  with  lake  rights.  F'xcellent  location  and  condi- 
tion. Call  (315)  t’i85-5915. 


PCKRTO  RICO  BFLACH  HOUSK.  COSTA  AZUL  AT  LUqUlLLO.  3 BKD- 
rtaims.  yard,  terraces.  Fully  equipped  kitchen,  linens,  washing  machine. 
Comfortable,  private,  convenient  to  other  resort  areas.  F’or  rent  weekly.  F^d- 
ward  Binney,  M.D.,  148  Fiast  78th  St..  New  York  City.  (212)  879-8870. 


FOR  RENT  IN  QUEKNS;  LARGE  PROFESSIONAL  AND  MEDICAL 
bldg,  in  need  of  physicians  of  all  types.  Inter-racial  neighborhtxxi.  Dentist 
in  same  location  for  over  20  years.  Have  busy  office,  patients  waiting.  Can 
arrange  any  hours  suitable  to  your  schedule  on  Mon.,  Wed.  Thurs.,  & Sat. 
Box  1.52,  c/oNYS-JM. 


BAY  SHORE,  L.l.  DENTIST  WISHES  TO  SPLIT  LARGE,  AIR  CONDI- 
tioned  professional  suite  with  physician.  Busy  corner  with  private  street  en- 
trance. Near  two  hospitals.  FYime  location;  low  rental.  Mustbeseen.  (516) 
655-3398. 


QUEENS  DOCTORS!  DENTISTS!  MIDDLE  VILLAGE  NEEDS  YOU!  NEW, 
beautiful  professional  building  in  prime  location  off  thoroughfare  <rf  Metropoli- 
tan Avenue  and  60  Street.  One  block  subway  to  Brooklyn  and  Wall  Street. 
At  door  buses.  Ample  parking.  Up  to  2800  sq.  ft.;  will  partition  to  suit.  For 
sale  or  lease.  Builder:  478-8643. 


OFFICE  SPACE  AVAILABLE  IN  EXCHANGE  FOR  SOME  COVERAGE, 
or  financial  opportunity  as  well.  Park  Avenue  office,  fully  equipped.  Inter- 
nist, preferably  cardiologist.  Call  879-4432. 


N.Y.  cm— 141  WEST  73  ST.  (BET.  BROADWAY  & COLUMBUS  AVE.). 
Desirable  street  level,  high  ceiling  space,  4,000  sq.  ft.  plus  basement  in  fire- 
proof 16  story,  180  apartment  building.  Convenient  to  all  transportation. 
Will  alter  to  suit  for  professional  use,  medical,  dental  and/or  laboratory. 
Modest  rental.  Call  (212)  895-6804,  or  write  Herbert  R.  Mandel,  104  South 
Central  Ave.,  Valley  Stream,  N.Y.  11580. 


FIELDSTON  ROAD— PRIME  AREA  IN  RIVERDALE.  SUBLET  FOR  1 OR 
2 years.  Junior  4 room,  1 bedroom  apt.  Completely  and  beautifully  fur- 
nished. Immediate  occupancy.  $300  per  month,  including  all  utilities.  Call 
forappt.  (914)  LA  8-8534. 


LOWER  WESTCHESTER,  OFFICE  TO  SHARE:  NEW,  DESIGNER 

decorated,  beautifully  furnished,  own  room  a large  12  X 20  ft.  with  private 
bathroom.  Ideal  for  psychiatrist,  neurologist,  or  other  specialties.  Call  (914) 
793-2002. 


NEW  PROF.  BLDG.  IN  LOVELY,  WEALTHY  NEW  YORK  SUBURBAN 
community  in  dire  need  of  physicians.  Accessible  to  hospitals.  This  ideal 
location  is  only  hour  from  New  York  City  and  yet  has  all  the  benefits  of  sub- 
urbia. For  information  write:  P.O.  Box  212,  Pomona,  N.  Y.  10970. 


PHYSICIANS  OFFICE  FOR  RENT.  LOBBY  FLOOR  IN  LUXURY  BUILD- 
ing.  24  hr.  doorman.  Large  waiting  room,  2 examining  rooms  and  consulta- 
tion room.  Excellent  public  transportation.  1700  Grand  Concourse,  Bronx, 
N.  Y.  Call  (212)  583-1700,  or  (914)  963-6286. 
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WE  AIN’T 
GOTNOSUOAN. 


you  can  be  the  first 
tell  your  patients.. 


If  your  patients  are  worried  about  calories, 
forget  it.  Our  new  sugar-free  No*Cal  has  even 
fewer  calories  ounce  for  ounce  than  black  coffee. 

So  start  your  patients  off  towards  being  a 
loser.  They’ll  love  it  with  the  new  No-Cal  Savers  in 
our  convenient  twist-off,  half-quart  bottles.  In 
many  of  the  flavors  they  love. 

Diabetics  can  also  enjoy  No-Cal  as  always- 
just  tell  them  to  look  for 
that  sugar-free  label. 


JVO’CAL 


NO  • CAL  is  a registered  trademark  of  the  NO  • CAL  Corp.,  New  York,  N.Y.  11206. 


For  Insomnia... 

Noludar'SOd 

(methyprylon) 

one  capsule 
for  the  rest 
of  the  night 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
INDICATION:  Relief  of  insomnia  of  varied  etiology. 
CONTRAINDICATIONS:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

WARNINGS:  Caution  patients  about  combined  ef- 
fects with  alcohol  and  other  CNS  depressants. 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness,  such  as  op- 
erating machinery  or  driving  a motor  vehicle 
shortly  after  ingesting  the  drug. 

Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 
withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should  be 
under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits  in 
pregnancy,  during  lactation,  or  in  women  of  child- 
bearing age  against  possible  hazards  to  mother  and 


PRECAUTIONS:  If  sleeplessness  is  pain-related,  an  anal- 
gesic should  also  be  prescribed.  Perform  periodic  blood. counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
intake  should  not  exceed  400  mg,  as  greater  amounts  do  not 
significantly  increase  hypnotic  benefits. 

^ ADVERSE  REACTIONS:  At  recommended  dosages,  there  have 
p been  rare  occurrences  of  morning  drowsiness,  dizziness, 
^ mild  to  moderate  gastric  upset  (including  diarrhea,  esopha- 
gitis, nausea  and  vomiting,  headache,  paradoxical  excita- 
tion and  skin  rash.  There  have  been  a very  few  isolated 
reports  of  neutropenia  and  thrombocytopenia;  however,  the 
evidence  does  not  establish  that  these  reactions  are  re- 
lated to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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INTENSIVE  REFRESHER  COURSE  FOR 
THE  COMMUNITY  PHYSICIAN 


NEW  YORK  CITY  AREA 


October  1,  1971  / May  12,  1972 

9:00  a.m.-5:00  p.m.,  Fridays 

Columbia  University  P & S 

New  York  State  Psychiatric  Institute 

THE  BASIC  PSYCHOLOGICAL  SCIENCES 

J.  RYAN,  L.  ROIZIN,  L.  LYONS,  L.  HAMILTON,  and  J.  RAINER,  M.D.’s 
FEE:  $300 


October  1971  / January  1972 

French  and  Polyclinic  Medical  School  and 
Health  Center 

345  West  50th  Street 

CLINICAL  MEDICINE  CURRICULUM 

Note:  This  course  is  primarily  intended  for  candidates  for  State 

Board,  FLEX  and  ECMFG  Examinations. 

Address  the  Dean  at  the  above  address  for  further  information  and 
registration. 


October  1,  1971  / October  15,  1971 

4:00-5:00  p.m.,  Fridays 

Institute  of  Cancer  Research 
Columbia  University  P & S 

Francis  Delafield  Hospital 

99  Fort  Washington  Avenue  at  164th  Street 

October  1 

to  be  announced 

DONALD  LINDBERG,  M.D. 

October  8 

to  be  announced 

H.  HANOFUSA 

Public  Health  Research  Institute  of  New  York  City 

October  15 

Surface  Changes  in  Transformed  Tissue  Culture 
Cells  as  Detected  with  Agglutinins 

MAX  M.  BURGER,  M.D. 

Princeton  University 

Supported  by  the  American  Cancer  Society,  New  York  City  Division, 
Inc. 


October  2,  1971  / November  20,  1 97 1 

10:00  a.m.-5:00  p.m.,  Saturdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

MEDICAL  HYPNOSIS  (Basic) 

HERBERT  SPIEGEL,  M.D. 

FEE;  $175 


October  3,  1971  / March  7,  1 972 

3 hours  a day  / one  day  a week  for  20  weeks 

Downstate  Medical  Center 
Boulevard  Hospital 

46-04  3 1st  Avenue 
Long  Island  City 


FEE:  $100  CREDIT:  C 1 

Co-sponsor:  Queens  County  Medical  Society 


October  4,  1971  / October  6,  1971 

The  New  York  Academy  of  Sciences 

Waldorf-Astoria  Hotel 
Park  Avenue  at  50th  Street 

GEOCHEMICAL  ENVIRONMENT  IN  RELATION 
TO  HEALTH  AND  DISEASE 

HOWARD  C.  HOPPS,  M.D.,  Chairman 
University  of  Missouri,  Columbia,  Mo. 

HELEN  CANNON,  Co-Chairman 
U.S.  Geological  Survey,  Denver,  Colo. 

For  further  information  contact: 

REAR  ADMIRAL  L.  R.  NEVILLE,  USN  (Ret.) 

Associate  Executive  Director,  2 East  63rd  Street,  New  York,  N.Y. 
10021.  Tel.  (212)  838-0230. 


MONDAY,  OCTOBER  4 

9:00  a.m.-12:00  noon 

Post-Graduate  Institute  of  the 
New  York  Eye  and  Ear  Infirmary 

310  East  14th  Street 

DIAGNOSTIC  ULTRASONOGRAPHY 

Given  under  the  Direcfion  of: 

CLYDE  R.  LOCKE,  M.D. 

FEE:  $20 


October  4,  1971  / October  9,  1971 

2:00-6:00  p.m.,  Monday-Friday 
9:00  a.m.-1  :00  p.m.,  Saturday 

Post-Graduate  Institute  of  the 
New  York  Eye  and  Ear  Infirmary 

PATHOLOGY 

Given  under  the  direcfion  of: 

BERNARD  ROBERTS,  LAWRENCE  SAMUELS  and  BRITTAIN  F.  PAYNE, 
M.D.’s 

FEE:  $175 


MONDAY,  OCTOBER  4 

8 : 30  p.m. 

Rudolf  Virchow  Medical  Society 

2 East  103rd  Street 

BIOCHEMICAL  FACTORS  IN  DRUG  ACTION 

JULIUS  AXELROD,  M.D. 

National  Institute  of  Mental  Health 
Bethesda,  Maryland 


October  5,  1971  and  October  12,  1971 

9:00  a.m.,  Tuesdays 

New  York  Infirmary 

Toscanini  Room,  Third  Floor 
Stuyvesant  Square  East  and  1 5th  Street 
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October  5 

CRST  Syndrome  with  Hepatic  Involvement 

HILLEL  TOBIAS,  M.D. 

N.Y.U.  School  of  Medicine 

October  12 

Diabetes  Insipidus 

New  York  Infirmary 
CREDIT:  C-1 


October  5,  1971  / June  13,  1972 

Four  hours  o week  (Schedules  arranged  individually) 

Columbia  University  P & S 

Columbio-Presbyterion  Medical  Center 

PSYCHIATRY  IN  MEDICAL  PRACTICE 

l.  C.  KOLB,  R.  MocKINNON,  J.  KATIS,  A.  LEVAY,  M.D.’s  and  Staff 
NO  FEE  CREDIT:  C-1 


October  5,  1971  and  October  6,  1971 

The  Parkinson  Disease  Research  Center 
Columbia  University  P & S Auditorium 

640  West  168th  Street 

Two-Day  Symposium 

CORTICOTHALAMIC  PROJECTIONS  AND 
SENSORIMOTOR  ACTIVITIES 

CREDIT:  C-1 

Further  information  can  be  obtained  from  TOMAS  L.  FRIGYESI, 

M. D.,  Parkinson  Disease  Research  Center,  640  West  168th  Street, 

N. Y.,  N.Y.  10032. 


TUESDAY,  OCTOBER  5 

9:00  a.m.-12:00  noon 

Post-Graduate  Institute  of  the 
New  York  Eye  and  Ear  Infirmary 

UVEITIS 

Given  under  the  direction  of: 

ROBERT  S.  COLES,  M.D. 

N.Y.U.  School  of  Medicine 

FEE:  $20 


1 :30  p.m. 

The  Mount  Sinai  School  of  Medicine 
Mount  Sinai  Medical  Center 

Fifth  Avenue  and  1 00th  Street 

PSYCHOPHARMACOLOGY  FOR  PSYCHIATRISTS 

SAMUEL  L.  FEDER,  M.D.  and  SEYMOUR  ROSENBLATT,  M.D. 

The  Page  and  William  Black  Post-Graduate  School  of  Medicine 

FEE:  $100 


3:00  p.m. 

The  Mount  Sinai  School  of  Medicine 

The  Mount  Sinai  Medical  Center 

ORTHOPAEDICS  IN  INFANCY  AND  CHILDHOOD 


ROBERT  S.  SIFFERT,  M.D.,  and  Staff 

The  Page  and  William  Black  Post-Graduate  School  of  Medicine 
FEE:  $15 


4 : 30  p.m. 

The  Mount  Sinai  School  of  Medicine 

The  Mount  Sinai  Medical  Center 

DIFFERENTIAL  DIAGNOSIS  IN 
GASTROINTESTINAL  RADIOLOGY 

RICHARD  H.  MARSHAK  and  MANSHO  T.  KHILNANI,  M.D.’s 
The  Page  and  William  Black  Post-Graduate  School  of  Medicine 

FEE:  $50 


October  5,  1971  / November  2,  1971 

8:00-10:00  p.m.,  Thursdays 

Postgraduate  Center  for  Mental  Health 

124  East  28th  Street 

ORIENTATION  COURSE  IN  THE  THEORY  AND 
PRACTICE  OF  PSYCHOANALYTIC  MEDICINE 

Chairman;  JOSEPH  W.  VOLLMERHAUSEN,  M.D. 

IRVING  FRIEDMAN,  M.D.,  NORMAN  J.  LEVY,  M.D., 

MANUEL  E.  HERMIDA,  M.D.,  DAVID  SHAINBERG,  M.D. 

Apply;  Registrar 


October  5,  1971  / 5 weekly  sessions 

8:30  p.m.,  Tuesdays 

American  Institute  for  Psychoanalysis 
Karen  Homey  Clinic  Building 

329  East  62nd  Street 

BASIC  CONCEPTS  OF  HORNEY  THEORY  AND 
ITS  PLACE  IN  PSYCHOANALYSIS 

NO  FEE  to  Psychiatrists  and  psychiatric  residents  of  AMA  approved 
hospitals 


TUESDAY,  OCTOBER  5 

8 : 30  p.m. 

The  Association  for  Psychoanalytic  Medicine 

2 East  63rd  Street 

THE  RELEVANCE  OF  FAMILY  INTERVIEWS 
FOR  PSYCHOANALYSTS 

ALBERTA  B.  SZALITA,  M.D. 

Discussion 

HELEN  C.  MEYERS,  M.D. 

WALTER  SENCER,  M.D. 


October  6,  1971  / December  15,  1971 

Hours  to  be  arranged  on  Wednesdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

MANAGEMENT  OF  EMOTIONAL  PROBLEMS 
IN  OFFICE  PRACTICE 

A.  LEVAY,  R.  MacKINNON,  J.  KATIS,  M.D.’s  and  Members  of  AAGP 
Fee;  $50  CREDIT:  C-1 
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WEDNESDAY,  OCTOBER  6 


9 : 00  a.m. 

The  Mount  Sinai  School  of  Medicine 

The  Mount  Sinai  Medical  Center 

CLINICAL  PSYCHIATRY  FOR  MEDICAL 
PRACTITIONERS  AND  NON-PSYCHIATRIC 
SPECIALISTS 

HANS  J.  KLEINSCHMIDT,  HARRY  DIERNER  and 
M.  RALPH  KAUFMAN,  M.D.’s 

The  Page  and  William  Black  Post-Graduate  School  of  Medicine 
NO  FEE  CREDIT:  C-1 


9:00-1  1 :00  a.m. 

Post  Graduate  Institute  of  the 
New  York  Eye  and  Ear  Infirmary 

OCULAR  GERIATRICS 

Given  under  the  direction  of: 

A.  L.  KORNZWEIG,  M.D. 

FEE:  $20 


4 : 00—5 ; 00  p.m. 

Flushing  Hospital  and  Medical  Center 
First  Floor  Conference  Room 

Parsons  Boulevard  and  45th  Avenue 
Flushing 

COMMON  ORTHOPEDIC  PROBLEMS  OF 
EARLY  CHILDHOOD 

ROBERT  SIFFERT,  M.D. 

The  Mount  Sinai  Hospital 

CREDIT:  C-1 


Octobers,  1971  J May  17,  1972 

2 hours  a day,  1 day  a week  for  16  weeks 

Downstate  Medical  Center 

450  Clarkson  Avenue 
Brooklyn 

INTERDISCIPLINARY  SEMINARS 

NO  FEE  CREDIT:  C-1 


WEDNESDAY,  OCTOBER  6 

4 : 00-5 ; 30  p.m. 

Westchester  Square  Hospital 
Conference  Room 

1625  St.  Peters  Avenue 
Bronx 

EVALUATION  AND  TREATMENT  OF 
HYPERTENSION— Part  III 

M.  DONALD  BLAUFOX,  M.D. 

Albert  Einstein  College  of  Medicine 

CREDIT:  AAGP  and  C-1 


Octobers,  1971  / December  IS,  1971 

Continuing  Education  Courses 

Postgraduate  Center  for  Mental  Health 


124  East  28th  Street 
Wednesdays  7:30-9:00  p.m. 

Psychopharmacology 

LEONARD  CAMMER,  M.D. 

Thursdays  7 \ 1 5-8  : 7 5 p.m. 

The  Psychology  of  Women 

LEON  SALZMAN,  M.D. 

Thursdays  8 : 30-9  : 30  p.m. 

HETEROSTATIC,  Existential  and  other  Open 
Approaches  to  Psychotherapy 

SAMUEL  V.  DUNKELL,  M.D. 

Apply:  Registrar 


October  S,  1971  / October  20,  1971 

8:30  p.m.,  Wednesdays 

American  Institute  for  Psychoanalysis 
The  Karen  Homey  Clinic  Building 

329  East  62nd  Street 

THE  DYNAMIC  STRUCTURE  OF 
EMOTIONAL  ILLNESS 

NO  FEE 

Apply:  Harry  Gershman,  M.D.,  Dean,  above  address. 


October  7,  1971  and  October  14,  1971 

3 : 30  to  5 : 1 5 p.m.,  Thursdays 

Queensboro  Tuberculosis  and  Health  Association 

Triboro  Hospital,  1st  Floor  Classroom 
Postgraduate  Course  in  Pulmonary  Diseases 

October  7 

Pathology  of  the  Lungs 

V.  AZUETA,  M.D. 

October  14 

Tuberculosis — Modern  Medical  and  Surgical 
Management 

H.  EPSTEIN,  M.D. 

CREDIT:  C-1 


THURSDAY,  OCTOBER  7 

4 : 00-6 : 00  p.m. 

Kingsbrook  Jewish  Medical  Center 

Rutland  Road  and  East  49th  Street 
Brooklyn 

THERAPY  WITH  ALKALOIDS  AND 
ANTIBIOTICS  IN  COMBINATION  WITH  THE 
ANTI-METABOLITES  AND  ALKYLATING  AGENTS 

Note:  This  program  is  a continuation  of  the  "Workshops  in  Oncology 
for  the  Practicing  Physician.” 


October  11,  1971  and  October  12,  1971 

9:00  a.m.-5:00  p.m.,  Monday  and  Tuesday 

Post-Graduate  Institute  of  the 
New  York  Eye  and  Ear  Infirmary 

310  East  14th  Street 

NEURO-OPHTHALMOLOGY 
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Given  under  the  direction  of: 

HERMAN  D.  BAREST,  M.D. 

Albert  Einstein  College  of  Medicine 

FEE:  $125 


October  11,  1971  and  October  12,  1971 

6:00—8:00  p.m.,  Monday  and  Tuesday 

Post-Graduate  Institute  of  the 
New  York  Eye  and  Ear  Infirmary 

OCULAR  ROENTGENOLOGY 

Given  under  the  direction  of: 

GERHART  SCHWARZ,  M.D. 

FEE:  $50 


MONDAY,  OCTOBER  11 

8:00  p.m. 

New  York  Academy  of  Gastroenterology 
Auditorium,  N.Y.U.  School  of  Medicine 

550  First  Avenue 

SURGERY  OF  INFLAMMATORY 
BOWEL  DISEASE 

S.  ARTHUR  LOCALIO,  M.D.,  Moderator 
N.Y.U.  School  of  Medicine 

Panelists 

BENTLEY  P.  COLCOCK,  M.D.,  Lohey  Clinic 
SAMUEL  KLEIN,  M.D.,  Mt.  Sinoi  School  of  Medicine 
GRANT  V.  RODKEY,  M.D.,  Harvard  Medical  School 


October  12,  1971  / October  14,  1971 

The  American  College  of  Cardiology 

and  St.  Vincent’s  Hospital  and  Medical  Center 

1 53  West  1 1 th  Street 

ELECTROCARDIOGRAPHIC  AND  THERAPEUTIC 
PROBLEMS  IN  ACUTE  MYOCARDIAL 
INFARCTION 

Send  applications  to:  Miss  Mary  Anne  Mclnerny,  Dir.,  Department 
of  Continuing  Education  Progroms,  American  College  of  Cardiology, 
9650  Rockville  Pike,  Bethesda,  Maryland  20014. 


TUESDAY,  OCTOBER  12 

9:00  p.m. 

Queens  Pediatric  Society 
Sheraton  Tenney  Inn  at  LaGuardia 

90-19  Grand  Central  Parkway 
East  Elmhurst 

Annual  Walter  C.  Steffen  Lecture 

NEONATOLOGY 

CLEMENT  A.  SMITH,  Editor 
"Pediatrics” 


October  13,  1971  / October  15,  1971 

Department  of  Dermatology  of  the 
N.Y.U.  School  of  Medicine 

Alumni  Hall 
550  First  Avenue 


ALLERGIC  ECZEMATOUS  CONTACT 
SENSITIZATION 

FEE:  $165 

Detailed  information  is  available  at  the  Office  of  the  Recorder, 
above  address. 


October  13,  1971  / October  15,  1971 

9:00  o.m.-5:00  p.m.,  Wednesday-Friday 

Post-Graduate  Institute  of  the 
New  York  Eye  and  Ear  Infirmary 

MOTOR  ANOMALIES 

Given  under  the  direction  of: 

SAMSON  WEINGEIST,  JOHN  S.  HERMANN,  SUZANNE  V. 
TROUTMAN,  M.D.’s  and  MRS.  A.  TIBBS  RAPOPORT 

FEE:  $225 


October  13,  1971  / May  10,  1972 
Downstate  Medical  Center 
Coney  Island  Hospital 

Ocean  and  Shore  Parkways 
Brooklyn 

CASE  PRESENTATIONS  FOR  COMMUNITY 
PHYSICIANS 

NO  FEE  CREDIT:  C-1 


FRIDAY,  OCTOBER  15 

9 : 00  a.m. 

The  Mount  Sinai  School  of  Medicine 

The  Mount  Sinoi  Medical  Center 

9 

MANAGEMENT  OF  THE  LOW-VISION  PATIENT 

ALAN  H.  BARNERT,  M.D. 

The  Page  and  William  Black  Post-Graduate  School  of  Medicine 
FEE:  $80 


BUFFALO  AREA 


October  5,  1971  and  October  6,  1971 

8:15  a.m.  Registration,  Tuesday 

State  University  of  New  York  at 
Buffalo  School  of  Medicine 

Deaconess  Hospital 

GYNECOLOGY  AND  OBSTETRICS  FOR  THE 
FAMILY  PHYSICIAN 

CONCEPT:  At  this  symposium,  authorities  of  national  reputation 
will  consider  problems  faced  by  the  family  physician  and  the  gen- 
eralist in  the  delivery  of  care  in  three  primary  areas:  (1)  psychoso- 
matic obstetrics  and  gynecology;  (2)  fetal  and  perinatal  medicine 
and;  (3)  family  and  community  health.  The  Wednesday  morning 
session  will  include  the  City-Wide  Gynecology  and  Obstetrics 
Conference.  On  Tuesday  evening  the  fifth  annual  dinner  and  lec- 
ture will  be  given  in  honor  of  Dr.  W.  Herbert  Burwig  for  his  dedica- 
tion to  continuing  health  care  for  women. 

FEE:  $40  CREDIT:  AAGP  and  C-1 
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October  6,  1971  / October  8,  1971 

State  University  of  Medicine  at 
Buffalo  School  of  Medicine 

Buffalo  General  Hospital 
Memorial  Hall,  South  Building 

TRENDS  IN  INTERNAL  MEDICINE 
Fifty-first  Annual  Program 

CONCEPT;  This  program  is  designed  fo  emphasize  a practical 
clinical  approach  to  selected  disease  states  and  will  be  presented 
by  formal  lecture  exercises  and  small  group  clinical  conferences. 
A variety  of  small  group  clinical  lectures  will  be  available  which  will 
provide  ample  time  for  questions  and  discussion  of  bedside  case 
material.  The  lecture  sessions  will  be  held  each  afternoan  and 
divided  into  the  sub-specialty  areas  of  hematology,  gastroenterol- 
ogy, immunology  and  cardiology.  Recent  advances  in  the  knowl- 
edge of  basic  mechanisms  of  these  diseases  and  their  current  medi- 
cal management  will  be  emphasized.  It  is  planned  to  have  avail- 
able for  each  participant  an  outline  of  each  lecturer's  talk. 

FEE;  $90  CREDIT;  AAGP  AND  C-1 


State  University  of  New  York  at  Buffalo 
Preceptorships 
General 

Preceptorship  type  experience  is  available  in  a wide  variety  of  medi- 
cal fields  arranged  on  request  on  an  individual  basis. 

Those  interested  should  write  to  Continuing  Medical  Education  indicat- 
ing their  field  of  interest,  time  available  for  study,  preferred  dotes  and 
phone  number.  A faculty  member  who  can  provide  the  desired  instruc- 
tion will  then  contact  the  applicant  directly. 

Preceptorship  in  Clinical  Cardiology 

This  fall  a special  preceptorship  is  offered  in  cardiology,  with  em- 
phasis on  the  cardiac  patient,  electrocardiography  and  the  manage- 
ment of  patients  with  heart  disease,  including  acute  coronary  care. 

The  program  will  be  directed  by  Dr.  Jules  Con^nt  at  the  Buffalo 
General  Hospital.  The  fee  will  be  $10.00  per  day  or  $200  a month. 
The  schedule  will  be  arranged  in  consultation  with  the  applicant  and 
only  one  physician  will  be  accepted  at  a time. 

For  more  information  on  programs  and  preceptorships,  write; 
Continuing  Medical  Education 
2211  Main  Street 
Buffalo,  N.Y.  14214 


TELEPHONE  LECTURE  NETWORK 


The  School  of  Medicine  of  the  State  University  of  New  York  at 
Buffalo  presents  various  programs  via  the  facilities  of  the  Telephone 
Lecture  Network  of  the  Regional  Medical  Program  for  Western  New 
York.  The  Network  covers  the  counties  of  Erie,  Niagara,  Genesee, 
Wyoming,  Chautauqua,  Cattaraugus,  Allegany  and  Steuben  in  New 
York  State  and  the  counties  of  Erie,  McKean  and  Crawford  in  the  Com- 
monwealth of  Pennsylvania. 

Programs  are  presented  in  five  series; 

1 . A weekly  series  of  general  interest  considered  useful  to  all  physicians 
presented  at  11:30  a.m.  on  Tuesdays.  . 

2.  The  monthly  Pediatrics  Conference  from  Children's  Hospital  spon- 
sored by  the  Department  of  Pediatrics  and  presented  on  the  second 
Friday  of  eoch  month  under  the  direction  of  Thomas  Aceto,  Jr.,  M.D. 

3.  The  monthly  series  on  traumo  sponsored  by  the  Division  of  Ortho- 
pedic Surgery,  Department  of  Surgery,  and  presented  on  the  fourth 
Thursday  of  each  month  under  the  direction  of  Eugene  R.  Mindell, 
M.D. 

4.  The  monthly  series  on  Cancer  sponsored  by  the  Roswell  Park  Me- 
morial Institute  and  presented  on  the  third  Wednesday  of  each 
month  under  the  direction  of  Gerald  P.  Murphy,  M.D. 


5.  A monthly  series  sponsored  by  Buffalo  State  Hospital  to  be  pre- 
sented under  the  direction  of  Dr.  Desmond  Moleski  on  the  fourth 
Wednesday  at  11:00  a.m. 

For  further  information,  please  contact  Continuing  Medical  Education, 
2211  Main  Street,  Buffalo,  N.Y.  14214.  Tel.  (71  6)  83 1 -5526. 


NASSAU  COUNTY 


October  6,  1971  and  October  13,  1971 

8:00  a.m.,  Wednesdays 

Central  General  Hospital 

888  Old  Country  Road 
Plainview 

INFECTIOUS  DISEASE 
October  6 

Use  and  Abuse  of  Antibiotic  Usage 

CHARLES  SAMET,  M.D. 

Cornell  University 

October  13 

Recent  Advances  in  Antibiotic  Usage 

CHARLES  SAMET,  M.D. 

CREDIT:  C-1  and  AAGP 


SUFFOLK  COUNTY 


WEDNESDAY,  OCTOBER  6 

8 : 00  p.m. 

American  Academy  of  General  Practice 
Suffolk  County  Chapter 

350  Veterans  Highway 
Hauppauge 

Symposium 

MANAGEMENT  OF  LATE  ONSET  DIABETES 

EDWARD  K.AHN  and  SEYMOUR  K.  FINEBERG,  M.D.’s 
CREDIT;  C-1 


SYRACUSE  AREA 


October  6,  1971  / October  8,  1971 

State  University  of  New  York 

Upstate  Medical  Center,  Central  New  York 

Regional  Medical  Program  and  the 

New  York  State  Society  of  Anesthesiologists 

State  University  Hospital 

Room  1 1 00 

750  E.  Adams  Street 

Syracuse 

SIXTH  ANNUAL  REFRESHER  COURSE  IN 
ANESTHESIA 

Please  write:  WILLIAM  EVERS,  M.D.,  Dept,  of  Anesthesiology,  Up- 

state Medico!  Center,  750  East  Adams  Street,  Syracuse,  N.Y,  1 32 1 0. 
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EVENTS  RECEIVED  AFTER  DEADLINE 


FRIDAY,  OCTOBER  1 

9 : 00  o.m. 

New  York  Medical  College 

Auditorium 

1 06th  Street  and  Fifth  Avenue 
Seminar  on: 

RECENT  ADVANCES  IN  MALE  REPRODUCTIVE 
PHYSIOLOGY  (Vas  Deferens,  Vasectomy,  Aspects 
of  Reversible  Vasocclusion,  and  Frozen  Semen 
Storage) 

Seminar  Chairmen 

JOSEPH  E.  DAVIS,  M.D. 

MAHHEW  J.  FREUND,  Ph.D. 

CREDIT:  C-1 


SATURDAY,  OCTOBER  2 

9:00  a.m.-4  : 45  p.m. 

The  Clinical  Society  of  the 
New  York  Diabetes  Association 
Barbizon-Plaza  Hotel  Theatre 

106  Central  Park  South 
J 9fh  Annual  Symposium  on; 

DIABETES  MELLITUS 

FEE:  $1 5 to  non-members  CREDIT:  C-1 

Contoct:  New  York  Diabetes  Assn.,  104  East  40  Street,  New  York 
N.Y.  10016.  OX  7-7760. 


October  4,  1971  / November  29,  1 97  J 

3:00-4:00  p.m.,  Mondays 

Downstate  Medical  Center 

450  Clarkson  Avenue 
Brooklyn 

MODERN  TRENDS  IN  HUMAN  GENETICS 

CARLO  CALENTI  and  GEORGE  SOLISH,  M.D.'s  with  invited  lecturers 
NO  FEE  CREDIT:  C-1 

To  register,  contact:  Carlo  Valenti,  M.D.,  above  address. 


October  6,  1971  / October  8,  1971 

8:30  a.m.  Registration 

Long  Island  Jewish  Medical  Center 
Teaching  Center 

270-05  76th  Avenue 
New  Hyde  Park 

UNIT  SERVICE  MANAGEMENT  SEMINAR  2 

"THE  HOW  TO”  PROGRAM 


Octobers,  1971  / May  17,  1972 

7:00—9:00  p.m.,  every  other  Wednesday 

Downstate  Medical  Center 
First  Floor  Lecture  Hall 

450  Clarkson  Avenue 
Brooklyn 


INTERDISCIPLINARY  SEMINARS 

ELI  A.  FRIEDMAN  M.D.  and  Staff  with  invited  lecturers 

To  register,  contact:  Charles  M.  Plotz,  M.D.,  Dir.,  Continuing 
Education,  above  address. 


October  12,  1971  / November  30,  1 97 1 

8 : 00—9 : 30  p.m.,  Tuesdays 

The  New  York  Rheumatism  Association 
N.Y.U.  College  of  Medicine 
Classroom  A of  Alumni  Hall 

550  First  Avenue 

October  12 

Physical  and  Radiographic 
Examination  of  the  Joints 

S.  SVERDLIK,  E.  RUDD,  R.  FREIBERGER,  M.D.’s 

October  19 

Laboratory  Tests  and  their  Interpretation 
in  the  Rheumatic  Diseases 

C.  M.  PLOTZ,  M.D.  and  Panel 

October  26 

Degenerative  Joint  Disease  (Osteoarthritis) 

H.  J.  MANKIN,  M.D.  and  Panel 

November  2 

Rheumatoid  Arthritis 

R.  FREYBERG,  M.D.  and  Panel 

November  9 

Gout  and  Pseudogout 

A.  B.  GUTMAN,  M.D.  and  Panel 

November  16 

Systemic  Lupus  Erythematosus  and 
Dermatomyositis 

C.  L.  CHRISTIAN,  M.D.  and  Panel 

November  23 

Other  Disorders  of  the  Connective  Tissues 

a.  Temporal  Arthritis  and  Polymyalgia 

b.  Scleroderma 

c.  Polyarteritis 

E.  C.  LeROY,  M.D.  and  Panel 

November  30 

Rheumatic  Fever 

E.  E.  FISCHEL,  M.D. 

Infectious  Arthritis  and  Reiter’s  Syndrome 

H.  SPIERA,  M.D. 

FEE:  $25  CREDIT:  C-1 

Advance  Registration  limited  to  100.  Send  checks  payable  to  New 
York  Rheumatism  Assn.,  to:  PETER  BARLAND,  M.D.,  Dept,  of  Medi- 

cine, Montefiore  Hospital,  111  East  210th  Street,  Bronx,  N.Y.  No 
charge  for  Interns  and  Residents. 


TUESDAY,  OCTOBER  12 

8 : 30  p.m. 

The  New  York  Psychoanalytic  Society 

247  East  82nd  Street 

VARIANT  FORMS  OF  INSTINCTUAL 
REGRESSION:  ORAL  DRIVE  CYCLES  IN 

OBESITY-BULIMIA 

STANLEY  FRIEDMAN,  M.D. 
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Combined  Medical-Surgical  Conference 


October  13,  1971  / May  10,  1972 

8:00-10:00  a.m.,  Wednesdays 

Coney  Island  Hospital — Room  2W1 
Ocean  and  Shore  Parkways 

Brooklyn 

CASE  PRESENTATIONS  FOR  COMMUNITY 
PHYSICIANS 

DAVID  MUMFORD,  M.D.,  and  Staff 
NO  FEE  CREDIT:  C-1 

To  register,  contact:  David  Mumford,  M.D.,  Dir.,  Medical  Education, 
above  address. 


WEDNESDAY,  OCTOBER  13 

8 : 30  p.m. 

Society  of  Medical  Psychoanalysts 
Carnegie  International  Center  Building 

345  East  46th  Street 

IS  MAN  INNATELY  AGGRESSIVE? 

ASHLEY  MONTAGU,  Ph.D. 

Discussants: 

CHARLES  BRENNER,  M.D. 

LIONEL  TIGER,  Ph.D. 


FRIDAY,  OCTOBER  15 

8 : 00  p.m. 

Staten  Island  Family  Service 

25  Victory  Boulevard 
Staten  Island 

SCOPE  AND  LIMITATIONS  OF  PSYCHOTHERAPY 

I.  EMERY  BREITNER,  M.D. 

NO  FEE  CREDIT:  C-1 

Contact:  Sid  Herling,  M5W,  Dir.,  above  address 


BUFFALO  AREA 


October  12,1971  / October  21,  1971 

State  University  of  New  York  at  Buffalo 

School  of  Medicine  and  Regional  Medical  Program 

of  Western  New  York 

816  Kenmore  Avenue 
Buffalo 

PRINCIPLES  OF  RESPIRATORY  CARE 

FEE:  $30  CREDIT:  C-1 


NASSAU  COUNTY 


WEDNESDAY,  SEPTEMBER  29 

8 : 00-1  0 : 00  a.m. 

Mercy  Hospital 
Mercy  Lounge 

1000  North  Village  Avenue 
Rackville  Centre 


RENAL  HEMODYNAMICS  IN  TRAUMA  AND 
SURGERY 

SAMUEL  R.  POWERS,  JR.,  M.D. 

Albany  Medical  College 


PHYSICIANS’  PLACEMENT 


STANFORDVILLE,  N.Y.,  Dutchess  County.  Physician  wanted. 

CONTACT:  WALTER  G.  THORPE,  Stanfordville,  N.Y.  12581.  Tel. 

(914)  868-9783. 


STAR  LAKE,  N.Y.,  St.  Lawrence  County,  G.P.  capable  of  doing  surgery. 

CONTACT:  MR.  RICHARD  MURRAY,  Pres.,  Board  of  Managers,  Cran- 
berry Lake,  N.Y.  12927.  Tel.  (315)  848-2488;  or  MRS.  DORIS 
HALL,  Adm.,  Clifton-Fine  Hospital,  Star  Lake,  N.Y.  13690.  Tel.  848- 
3351. 


SUFFOLK  COUNTY,  N.Y.  Up  to  80  G.P.'s  and  30  Pediatricians  needed 
in  this  fast  growing  community. 

CONTACT:  MR.  DON  CAIRNS,  Ex.  Secty.,  Suffolk  County  Medical 

Society,  850  Veterans  Memorial  Highway,  Hauppauge,  N.Y.  1 1787. 
Tel.  (516)  265-6666. 


SYRACUSE,  N.Y.,  Onondaga  County,  needs  Internists  and  Pediatricians 
for  Neighborhood  Health  Center. 

CONTACT:  JOHN  W.  WOOD,  M.D.,  819  So.  Salina  Street,  Syracuse, 
N.Y.  13202.  Tel.  (315)  476-7921. 


SYRACUSE,  N.Y.,  Onondaga  County.  Pediatric  Associate  wanted. 

CONTACT:  MARTIN  C.  USHKOW,  M.D.,  and  RAYMOND  J.  CASSEDY, 
M.D.,  600  E.  Genesee  Street,  Syracuse,  N.Y.  1 3202.  Tel.  (3 1 5)  476- 
2157. 


TANNERSVILLE,  N.Y.,  Greene  County.  General  Practitioner. 

CONTACT:  KAYE  SCARCIA,  Secty.,  Community  Medical  Fund,  P.O.  21  6, 
Tannersville,  N.Y.  1 2485.  Tel.  (518)  589-5135. 


TUPPER  LAKE,  N.Y.,  Franklin  County.  General  Practitioner  or  Internist 
to  share  new  Sears  Building. 

CONTACT:  J.  H.  LITTLEFIELD,  21  Cliff  Avenue,  Tupper  Lake,  N.Y. 

1 2986;  or  CHARLES  PRESPARE,  M.D.,  5 Stetson  Road,  Tupper  Lake, 
N.Y.  Tel.  (518)  259-3331. 


TURIN,  N.Y.,  Lewis  County.  G.P. 

CONTACT:  CYRIL  SEYMOUR,  Turin,  N.Y.  1 3367. 


WADDINGTON,  N.Y.,  St.  Lawrence  County.  General  Practitioner. 

CONTACT:  MISS  ISABEL  LOGAN,  SECTY.,  Waddington  Health  Build- 
ing, Inc.,  P.O.  Box  351,  Waddington,  N.Y.  13694. 


WEBSTER  and  PENFIELD,  N.Y.,  Monroe  County.  Family  physicians. 
Internists  and  Pediatricians  for  multi-specialty  graup. 

CONTACT:  JASON  CO.  COOK,  M.D.,  190  South  Avenue,  Webster, 
N.Y.  14508.  Tel.  (716)  872-2936. 
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□ Symposium — Juveniles  and  Drug  Abuse 

Curran  and  Goldberg 

□ Biophysiologic  Development  and  Evaluation  of  Intelligence 

Jacobs  and  Jacobs 

□ Structured  Interactional  Group  Psychotherapy 

Kaplan  and  Sadock 

□ Blighia  Sapida 

McIntosh  and  Andrews 


1644 


QUARTERLY  REVIEW  OF  DRUGS 

□ Science,  Drugs,  and  The  Food  and  Drug  Administration 
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1651 


□ Electrocardiograms  of  the  Month 
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<''1:  eiample:  have  periodic  health  examinations! 


moving  air 
^ isfiiomuch 
work- 

. Bronkotabs* 

Asthmatic  patients  often  work  too  hard  to 
move  too  little  air.  Maintenance  therapy  with 
Bronkotabs  can  improve  the  caliber  of 
small  airways  to  reduce  ventilatory  effort. 
Bronkotabs  dilates  the  bronchioles 
and  reduces  congestion,  thereby  helping 
to  combat  bronchospasm.  Bronkotabs 
thins  viscid  mucus  and  encourages 
the  expulsion  of  tenacious  plugs— 
increases  vital  capacity  and 
decreases  severity  of  symptoms. 

And,  sympathomimetic  side  effects 
with  Bronkotabs  are  minimah 


To  lighten  the  workload  of  breathing 

Bronkotabs 

Each  tablet  contains  ephedrine  sulfate  24  mg;  glyceryl  guaiacolate  100  mg; 
theophylline  100  mg;  phenobarbital  8 mg  (warning:  may  be  habit-forming); 
thenyidiamine  HCL  10  mg. 


REON 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 


Recommended  Dosage:  One  tablet  every  3 or  4 hours  not  to 
exceed  five  times  daily.  Children  over  6:  one  half  adult  dose. 
Precautions:  Sympathomimetic  side  effects  are  minimal,  and 
there  are  none  of  the  dangers  or  side  effects  associated  with 
steroid  therapy.  However,  frequent  or  prolonged  use  may 
cause  nervousness,  restlessness  or  sleeplessness.  Bronkotabs 
should  be  used  with  caution  in  the  presence  of  hypertension, 
heart  disease  or  hyperthyroidism.  Drowsiness  may  occur.  Pa- 
tients should  be  cautioned  not  to  drive  or  operate  machinery 
when  taking  Bronkotabs. 

Supplied:  Bottles  of  100  and  1,000  scored  tablets. 


THIS  SPACC  CONTRiBuTCO  Bt  tmC  PuBliShCA  >S  a PuBl'C  service 


With  the  steady 
improvement  in  the 
therapy  of  cancer,  and 
consequent  increase  in 
the  number  of  5-year 
survivals,  our  programs 
reflect  increasing 
concern  with  the  future 
of  the  cancer  patient— 
with  the  quality  0^  his 
survival. 

High  priority  is 
being  given  to  the 
rehabilitation  of  cancer 
patients— those  having 
had  mastectomies, 
colostomies,  laryngec- 
tomies, amputations, 
and  other  drastic 
treatments  for  cancer. 


Our  “Reach  to 
Recovery’’  program  is 
a dramatic  example. 
This  program  helps  the 
physician  meet  many 
special  needs  of  the 
postmastectomy 
patient  on  the  road  to 
total  recovery.  Patients 
receive  psychological 
reassurance  and 
practical  help  from 
women  who  have  had 
the  same  surgery. 

The  laryngectomee 
also  receives  the  benefit 
of  our  rehabilitation 
program.  Supported 


by  the  Society,  the 
International  Associa- 
tion of  Laryngectomees, 
through  its  local  lAL 
clubs,  provides  such 
services  as  individual 
and  group  speech 
therapy,  psychological 
counseling,  visits  to  new 
patients,  safety  training, 
public  education  and 
social  activities. 

Our  rehabilitation 
programs  not  only  give 
heart  and  help  to 
patients  but  provide  the 
physician  with  vital  aids 
necessary  to  improve 
the  quality  of  survival. 
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A time  of  circulatory  stress 


fc  leiieve  constipation 
during  pregnancy  . . . 


i 


Doxidan  gently  relieves  constipation  in  prepartum 
or  postpartum  patients  and  reduces  the  hemody- 
namic burdens  of  straining  at  stool. 


gently  ...  a highly  effective  fecal  softener 
predictably  ...  a gentle  peristaltic  stimulant 
economically  . . . Doxidan  costs  less  per  effective  dose* 


'based  on  actual  drug  store  survey  of 
prescribed  dosages. 


Composition:  Each  capsule  contains  50  mg. 
danthron  N.F.  and  60  mg.  dioctyl  calcium  sulfo- 
succinate. 


Dosage:  Adults  and  children  over  12— one  or  two 
capsules  daily.  Give  at  bedtime  for  two  or  three  days 
or  until  bowel  movements  are  normal. 

Supplied : Bottlesof  30, 100  (FSN  6505-074-31 69) 
and  1000  (FSN  6505-890-1247). 


DOXIOaN* 


The  Logical  Laxative 
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Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  G.l.  gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 


STUART  PHARMACEUTlCALSlPasadena,Calif.91109 
Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


N.\\ 


moderate  to 
severe  anxiety 


TABLETS:  25mg.  thioridazine  HCI,  U.S.P 


■ ■ .jtel 


Before  prescribing  or  administering,  see  Sandoz  literature  for 
full  product  information.  The  following  is  a brief  summary. 
Contraindications:  Severe  central  nervous  system  depres- 
sion, comatose  states  from  any  cause,  hypertensive  or 
hypotensive  heart  disease  of  extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who  have  pre- 
viously exhibited  a hypersensitivity  reaction  (e.g.,  blood 
dyscrasias,  jaundice)  to  phenothiazines.  Phenothiazines 
are  capable  of  potentiating  central  nervous  system  de- 
pressants (e.g.,  anesthetics,  opiates,  alcohol,  etc.)  as  well 
as  atropine  and  phosphorus  insecticides.  During  preg- 
nancy, administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of  leu- 
kopenia and/or  agranulocytosis  and  convulsive  seizures. 
In  epileptic  patients,  anticonvulsant  medication  should 
also  be  maintained.  Pigmentary  retinopathy  may  be 
avoided  by  remaining  within  the  recommended  limits  of 
dosage.  Administer  cautiously  to  patients  participating  in 
activities  requiring  complete  mental  alertness  (e.g.,  driv- 
ing). Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating  drug- 
induced  hypotension  since  phenothiazines  may  induce 
a reversed  epinephrine  effect  on  occasion.  Daily  doses  in 
excess  of  300  mg.  should  be  used  only  in  severe  neuro- 
psychiatric conditions. 

Adverse  Reactions:  Central  Nervous  Drowsiness, 

especially  with  large  doses,  early  in  treatment;  infre- 
quently, pseudoparkinsonism  and  other  extrapyramidal 
symptoms;  nocturnal  confusion,  hyperactivity,  lethargy, 
psychotic  reactions,  restlessness,  and  headache.  Auto- 
nomic Nervous  System— [ivfniss  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal  stuffiness, 
and  pallor.f/7</<7CA//7e5/5/em— Galactorrhea,  breast  engorge- 
ment, amenorrhea,  inhibition  of  ejaculation,  and  periph- 
eral edema.  Dermatitis  and  skin  eruptions  of  the 
urticarial  type,  photosensitivity.  Cardiovascular  System— 
EGG  changes  (see  Cardiovascular  Effects  below).  Other— 
A single  case  described  as  parotid  swelling. 

The  following  reactions  have  occurred  with  phenothiazines 
and  should  be  considered:  Autonomic  Reactions— W\q%\z, 
obstipation,  anorexia,  paralytic  ileus.  Cutaneous  Reactions- 
Erythema,  exfoliative  dermatitis,  contact  dermatitis. 
Z7/jc/-as/aj— Agranulocytosis,  leukopenia,  eosinophilia, 
thrombocytopenia,  anemia,  aplastic  anemia,  pancyto- 
penia. Allergic  Reactions— laryngeal  edema,  angio- 
neurotic edema,  asthma.  Jaundice,  biliary 

stasis.  Cardiovascular  Effects— in  terminal  portion 
of  electrocardiogram,  including  prolongation  of  Q-f  inter- 
val, lowering  and  inversion  of  T-wave,  and  appearance  of 
a wave  tentatively  identified  as  a bifid  T or  a U wave 
have  been  observed  with  phenothiazines,  including 
Mellaril  (thioridazine);  these  appear  to  be  reversible  and 
due  to  altered  repolarization,  not  myocardial  damage. 
While  there  is  no  evidence  of  a causal  relationship  be- 
tween these  changes  and  significant  disturbance  of  car- 
diac rhythm,  several  sudden  and  unexpected  deaths 
apparently  due  to  cardiac  arrest  have  occurred  in  patients 
showing  characteristic  electro.cardiographic  changes 
while  taking  the  drug.  While  proposed,  periodic  electro- 
cardiograms are  not  regarded  as  predictive.  Hypotension, 
rarely  resulting  in  cardiac  arrest.  £rrra/7yyam/:/a/5//n/7romj- 
Akathisia,  agitation,  motor  restlessness,  dystonic  reac- 
tions, trismus,  torticollis,  opisthotonus,  oculogyric  crises, 
tremor,  muscular  rigidity,  and  akinesia,  occasionally  per- 
sisting for  several  months  or  years  especially  in  elderly 
patients  with  brain  damage.  Endocrine  Disturbances— Uzn- 
strual  irregularities,  altered  libido,  gynecomastia,  weight 
gain,  false  positive  pregnancy  tests.  Urinary  Disturbances - 
Retention,  incontinence.  Hyperpyrexia;  behavioral 
effects  suggestive  of  a paradoxical  reaction,  including 
excitement,  bizarre  dreams,  aggravation  of  psychoses, 
and  toxic  confusional  states;  following  long-term 
treatment,  a peculiar  skin-eye  syndrome  marked  by  pro- 
gressive pigmentation  of  skin  or  conjunctiva  and/or  ac- 
companied by  discoloration  of  exposed  sclera  and  . 
cornea;  stellate  or  irregular  opacities  of  anterior 
lens  and  cornea.  71-192R 
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When 
moving  air 
istoomnch 
work- 

Bronkotabs 


Asthmatic  patients  often  work  too  hard  to 
move  too  little  air.  Maintenance  therapy  with 
Bronkotabs  can  improve  the  caliber  of 
small  airways  to  reduce  ventilatory  effort. 
Bronkotabs  dilates  the  bronchioles 
and  reduces  congestion,  thereby  helping 
to  combat  bronchospasm.  Bronkotabs 
thins  viscid  mucus  and  encourages 
the  expulsion  of  tenacious  plugs— 
increases  vital  capacity  and 
decreases  severity  of  symptoms. 

And,  sympathomimetic  side  effects 
with  Bronkotabs  are  minimal. 


To  lighten  the  workload  of  breathing 

Bronkotabs 

Each  tablet  contains  ephedrine  sulfate  24  mg;  glyceryl  guaiacolate  100  mg; 
theophylline  100  mg;  phenobarbital  8 mg  (warning:  may  be  habit-forming); 
thenyidiamine  HCL  10  mg. 


REON 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 


Recommended  Dosage:  One  tablet  every  3 or  4 hours  not  t 
exceed  five  times  daiiy.  Children  over  6:  one  haif  aduit  dost 
Precautions:  Sympathomimetic  side  effects  are  minimal,  an 
there  are  none  of  the  dangers  or  side  effects  associated  wit 
steroid  therapy.  However,  frequent  or  prolonged  use  ma 
cause  nervousness,  restlessness  or  sleeplessness.  Bronkotal 
should  be  used  with  caution  in  the  presence  of  hypertensioj 
heart  disease  or  hyperthyroidism.  Drowsiness  may  occur.  P 
tients  should  be  cautioned  not  to  drive  or  operate  machine! 
when  taking  Bronkotabs. 

Supplied:  Bottles  of  100  and  1,000  scored  tablets. 


SUSTAINED 
RELEASE 
VITAMIN  C 

CEVI-BID 


THE  500  mg.  CAPSULE 

CEVI-BID  releases  Vitamin  C through  its  unique  micro-dialysis 
process  at  a continuous,  smooth,  predictable  rate  for  a 24  hour  period 
on  b.i.d.  dosage  — dependent  only  on  the  presence  of  fluid  in 
the  g.  i.  tract,  and  independent  of  pH  or  other  variables. 

CEVI-BID  avoids  the  “peak  and  valley”  blood  levels  usually 
obtained  from  t.i.d.  dosage  of  Vitamin  C tablets. 

Prescribe  CEVI-BID,  the  500  mg.  sustained-release  Vitamin  C 
capsule  whenever  Vitamin  C is  indicated. 

Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


DEVELOPERS  AND  SUPPLIERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


Facts 

about 

ToiidinelM. 

X-/  cephaloridine 


Facts  about  activity 

Loridine  is  indicated  in  the  treatment  of  serious  infections 
of  the  respiratory  tract,  genito-urinary  tract,  bones  and 
joints,  bloodstream,  soft  tissue,  and  skin  due  to 
susceptible  strains  of  the  organisms  listed  below.*  It  is 
active  against  the  following  organisms  in  vitro: 
Beta-hemolytic  and  other  streptococci  (many  strains  of 
enterococci,  e.g..  Streptococcus 
faecalis,  are  relatively  resistant) 
Staphylococci,  both  coagulase- 
positive  and  coagulase-negative 
(some  strains  of  staphylococci 
are  resistant  to  cephaloridine) 
Pneumococci 
Gonococci 

Hemophilus  influenzae 
Escherichia  coli  and  other 
conform  bacteria 
Klebsiella 
Proteus  mirabilis 

Loridine  also  has  demonstrated 
activity  against  Treponema  pallidum 
in  experimental  syphilis  studies  in 
animals. 

All  tested  strains  of  group  A streptococci,  pneumococci, 
and  penicillin-G  susceptible  staphylococci  are  susceptible 
to  Loridine.  However,  some  strains  of  penicillinase- 
producing  staphylococci  are  resistant  in  vitro  to 
concentrations  of  Loridine  that  can  be  achieved  in  the 
serum.  The  majority  of  strains  of  H.  influenzae, 

Pr.  mirabilis,  Esch.  coli,  and  Klebsiella  are  also 
susceptible  in  vitro. 

Pseudomonas  organisms  are  resistant  to  Loridine, 
as  are  most  indole-producing  Proteus  species  and 
motile  Aerobacter  species. 

Loridine  is  indicated  in  the  treatment  of  gonorrhea  when  penicillin 
is  not  considered  the  drug  of  choice. 


Facts  about  dosage 

In  adults,  most  infections  of  moderate  severity 
caused  by  susceptible  organisms  respond  to  Loridine 
in  dosages  ranging  from  500  mg.  to  1 Gm.  every 
eight  hours  (1.5  to  3 Gm.  daily).  This  use  of  lower 
dosages  helps  prevent  drug  accumulation.  The  more 
susceptible  infections  have  been  treated  with  250  to 
500  mg.  every  eight  hours. 


Mean  Serum  Cephaloridine  Concentrations  after  I.M.  Administration  of 
Single  Doses  (250  mg.  to  1 Gm.)  to  Normal  Human  Volunteers  (Six  to 
Eighteen  Subjects  per  Group).  (Modified  from  Currie,  J.  P.:  Cephalori- 
dine: Pharmacology  and  Toxicology,  Postgrad.  M.  J.,  43  [Supp/ement]; 
22,  1967.) 

Peak  serum  levels  have  been  noted  with  Loridine  within 
one-half  to  one  hour  following  I.M.  injection.  The  mean 
peak  serum  levels  obtained  in  normal  subjects  one  hour 
after  a 500-mg.  I.M.  dose  ranged  from  12  to  22  meg. 
per  ml.  in  separate  studies.  Administration  every  six  to 
eight  hours  permits  adequate  concentrations  to  be 
maintained.  In  order  to  avoid  excessive  serum  levels 
(which  could  possibly  result  in  damage  to  the  kidney 
tubules),  recommended  dosages  should  not  be  exceeded. 
In  adult  patients  without  azotemia  who  have  mildly 
reduced  renal  function  manifested  by  slight  to  moderate, 
transient,  or  persistent  reduction  of  urinary  output  or 
by  creatinine  clearances  of  60  to  90  ml.  per  minute,  the 
maximum  recommended  dosage  is  1 Gm.  every  twelve 
hours  during  the  period  of  reduced  function. 


2250 


Facts  about  administration 

The  following  guidelines  for  therapy  with 
Loridine  are  recommended. 


Before  Administration  of  Loridine 


1.  Establish  susceptibility 
of  the  pathogen. 

2.  Determine  patient's  renal 
status;  Loridine  is  contraindicated 
in  azotemia. 

During  Administration  of  Loridine 

1.  Maintain  proper 
hydration. 

2.  Monitor  renal  status 
—urinalyses,  urinary 
output.  BUN,  and/or 
serum  creatinine. 

3.  Use  cautiously  with 
other  potentially 
nephrotoxic  drugs. 

4.  Because  nephrotoxicity 
has  been  reported,  limit 
dosage  to  4 Gm.  daily  for 
adults  (100  mg.  per  Kg. 
for  children— not  to  exceed  adult  dosage). 
Usual  adult  dosage  range:  1 to  3 Gm.  daily. 


5.  In  patients  with  impaired  renal  function  before 
treatment,  reduce  daily  dosage  and  keep  them  under 
close  observation  for  changes  in  function.  In 
nonazotemic  patients  with  mildly  reduced  renal  function 
manifested  by  slight  to  moderate,  transient,  or 
persistent  reduction  of  urinary  output  or  by  creatinine 
clearances  of  60  to  90  ml.  per  minute,  the  maximum 
recommended  dosage  (adults)  is  1 Gm.  every  twelve 
hours  during  the  period  of  reduced  function. 

6.  In  patients  who  develop  impaired  renal  function  or 
whose  preexisting  impairment  becomes  worse  during 
treatment,  discontinue  therapy. 

Since  Loridine  is  relatively  painless  on  I.M.  injection, 
it  is  well  accepted  by  patients. 

There  is  clinical  and  laboratory  evidence  of  partial 
cross-allergenicity  of  the  penicillins  and  the 
cephalosporins;  therefore,  Loridine  should  be  used  with 
great  caution  in  patients  with  known  penicillin  allergy. 
Instances  of  patients  who  have  had  severe  reactions 
to  both  drugs,  including  death  from  anaphylaxis, 
have  been  reported. 


f loridine  I.M. 

* ^cephaloridine 


2^ 

101553 

(Please  turn  page  for  prescribing  information.) 
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Actions;  All  tested  strains  of  group  A 
streptococci,  pneumococci,  and  penicillin- 
G-susceptible  staphylococci  are  suscepti- 
ble to  Loridine®  (cephaloridine,  Lilly). 
However,  some  strains  of  penicillinase- 
producing  staphylococci  are  resistant  in 
vitro  to  concentrations  of  Loridine  that  can 
be  achieved  in  the  serum.  The  majority  of 
strains  of  Hemophilus  influenzae,  Proteus 
mirabilis,  Escherichia  coli,  and  Klebsiella 
are  also  susceptible  in  vitro. 

Pseudomonas  organisms  are  resistant 
to  Loridine,  as  are  most  indole-producing 
Proteus  species  and  motile  Aerobacter 
species. 

Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints, 
bloodstream,  soft  tissue,  and  skin  due  to 
susceptible  strains  of  the  organisms  listed 
above;  in  early  syphilis  when  penicillin 
may  be  contraindicated  (see  Warnings  in 
regard  to  cross-sensitivity  with  penicillin); 
and  in  gonorrhea  when  penicillin  is  not 
considered  the  drug  of  choice. 

Loridine  should  not  be  used  until  cul- 
ture and  sensitivity  tests  show  that  the 
organism  is  susceptible  to  its  action  and 
until  renal  status  of  the  patient  has  been 
determined.  For  this  reason,  the  drug 
should  not  normally  be  used  to  initiate 
therapy.  Culture  and  sensitivity  tests  are 
not  feasible  for  patients  with  syphilis; 
results  of  such  tests  are  usually  not  avail- 
able before  antibiotic  treatment  of  gonor- 
rhea is  given. 

Contraindications:  Azotemia.  Hypersensi- 
tivity to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly 
absorbed  from  the  gastro-intestinal  tract 
and  should  be  given  only  by  injection. 
Because  of  slower  excretion  in  patients 
with  impaired  renal  function,  their  total 
daily  dosage  should  be  proportionately  less 
than  that  for  persons  with  normal  renal 
function. 

Warnings:  in  penicillin-sensitive  patients, 

CEPHALOSPORIN  C DERIVATIVES  SHOULD  BE 
USED  WITH  GREAT  CAUTION.  THERE  IS  CLINI- 
CAL AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS 
AND  THE  CEPHALOSPORINS.  INSTANCES  OF 
PATIENTS  WHO  HAVE  HAD  SEVERE  REACTIONS 
TO  BOTH  DRUGS,  INCLUDING  DEATH  FROM 
ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages 
above  4 Gm.  daily  (see  Adverse  Reac- 
tions), recommended  doses  should  not  be 
exceeded.  Patients  with  known  or  sus- 
pected impairment  of  renal  function 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hos- 
pitalized. If  impaired  renal  function  devel- 
ops during  therapy,  cephaloridine  should 
be  discontinued.  Cephaloridine  should  not 
be  used  in  patients  with  azotemia.  When 
renal  impairment  is  present,  use  the  drug 
with  caution  and  reduce  the  dose.  Casts 
in  the  urine,  proteinuria,  falling  urinary 
output,  or  a rising  BUN  or  serum  creatinine 
may  indicate  impairment  of  renal  function. 
Give  cephaloridine  cautiously  when  it  is 
used  with  other  antibiotics  having  nephro- 
toxic potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti- 
biotics are  not  recommended. 


In  infections  due  to  beta-hemolytic 
streptococci,  continue  antibiotic  therapy 
for  at  least  ten  days  to  prevent  the  possible 
occurrence  of  rheumatic  fever  or  glomer- 
ulonephritis in  susceptible  patients.  In 
gonorrhea,  patients  with  suspected  con- 
comitant syphilis  should  have  dark-field 
examinations  of  all  suspect  lesions  before 
treatment  and  monthly  serologic  tests  for 
a minimum  of  three  months.  Indicated 
surgical  procedures  should  be  performed. 

Superinfections  may  develop  with  or- 
ganisms not  in  the  spectrum  of  Loridine, 
particularly  Pseudomonas.  These  can  be 
recognized  by  clinical  observation  and  by 
means  of  appropriate  cultures.  If  they  oc- 
cur, take  proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and 
infants  under  one  month  of  age  has  not 
been  established,  cephaloridine  in  these 
patients  is  not  recommended. 

A few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures 
when  antiglobulin  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received 
Loridine  before  parturition,  a positive 
Coombs  test  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy- 
sis paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and 
itching  without  discernible  skin  changes 
have  been  observed  in  about  3 percent  of 
patients.  Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given 
Loridine  without  difficulty.  Approximately  1 
percent  of  patients  treated  with  Loridine 
have  had  a rise  in  eosinophil  count.  Eosin- 
ophilia  reached  10  percent  in  about  half  of 
these.  A few  instances  of  drug  fever  have 
been  reported. 

A few  cases  of  leukopenia  have  been 
reported.  Elevations  of  transaminase  were 
observed  in  a small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in 
a single  determination  when  other  param- 
eters of  liver  function  were  normal,  and 
only  rarely  was  a level  of  100  units  reached. 
In  a few  cases,  similar  elevations  of  alka- 
line phosphatase  were  found.  The  signif- 
icance of  these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2 Gm.  cephaloridine 
intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic- 
ulocyte count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to 
administration  of  Loridine.  However,  all 
of  five  nonazotemic  patients  with  chronic 
bacteriuria  who  had  careful  renal  function 
evaluation  before  and  after  a ten-day 
course  of  cephaloridine  in  dosages  of  2 
Gm.  per  day  developed  impairment  in  free 
water  clearance. 

Severe,  acute  renal  failure,  in  some 
cases  terminating  in  death,  has  occurred 


in  a small  number  of  patients.  The  pos- 
sibility of  this  complication  seems  to  be 
greater  in  seriously  ill  patients  given  more 
than  recommended  doses.  Acute  tubular 
necrosis  has  been  found  in  affected  pa- 
tients coming  to  autopsy.  Rare  cases  of 
nausea  and  vomiting  have  occurred.  Pain 
in  association  with  intramuscular  injection 
was  noted  in  less  than  3 percent  of  pa- 
tients. In  only  one  patient  in  a series  of 
623  was  the  route  changed  on  this  account. 
Phlebitis  at  the  site  of  intravenous  injec- 
tion has  been  rare. 

Administration  and  Dosage:  Important— 
Before  administering  Loridine,  see  pack- 
age insert  for  details  on  dilution. 

Intramuscular  Injection — Loridine  is 
usually  injected  into  a large  muscle  mass. 

The  usual  adult  dosage  for  many  infec- 
tions of  moderate  severity  is  500  mg.  to 
_1  Gm.  three  times  a day  at  equally  spaced 
intervals.  Milder  and  more  susceptible 
infections  have  been  treated  with  250  to 
500  mg.  given  two  or  three  times  a day. 
More  severe  infections  may  be  treated 
with  500  mg.  to  1 Gm.  four  times  a day. 

A single  2-Gm.  dose  is  recommended  for 
the  treatment  of  acute  gonorrhea.  Early 
syphilis  may  be  treated  with  500  mg.  to  1 
Gm.  daily  for  ten  to  fourteen  days. 

Although  some  clinical  experience  with 
high  doses  for  life-threatening  conditions 
has  been  reported,  it  has  been  shown  that 
excessive  dosages  (above  4 Gm.  daily) 
may  cause  serious  nephrotoxic  reactions. 
For  this  reason,  Keflin®  (sodium  cephalo- 
thin, Lilly)  may  be  preferred  when  doses 
larger  than  4 Gm.  daily  are  considered  for  t 
life-threatening  situations.  If  more  than  2 j 
Gm.  of  cephaloridine  is  injected  daily,  the 
patient  should  be  under  close  clinical 
observation  for  changes  in  renal  function 
or  be  hospitalized.  In  addition,  reduced 
dosage  should  be  employed  in  patients 
with  known  or  suspected  renal  impairment. 

In  children,  a daily  total  of  30  to  50 
mg.  per  Kg.  (15  to  25  mg.  per  pound)  of 
body  weight,  given  in  divided  doses,  has 
been  found  effective  for  mild  to  moder- 
ately severe  infections.  A daily  total  of  100 
mg.  per  Kg.  (50  mg.  per  pound)  of  body 
weight  (not  to  exceed  recommended  adult 
doses)  may  be  needed  for  very  severe 
infections. 

Intravenous  Injection— \n  the  presence 
of  extremely  serious  infections  (such  as 
bacteremia)  or  when  any  infection  seems 
overwhelming,  intravenous  administratior 
may  be  indicated. 

Total  daily  dosages  are  the  same  as  with 
intramuscular  injection.  For  very  suscep 
tible  organisms,  500  mg.  to  1.5  Gm.  pe 
day  may  suffice;  for  less  susceptibh 
organisms  and  for  serious  infections,  2 t( 

4 Gm.  per  day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cephc 
loridine,  Lilly),  500  mg.,  5-ml.  size  i 
rubber-stoppered;  1 Gm.,  10-ml.  size  | 
rubber-stoppered  108216  I 


Additional  information 
available  to  the  profession 
on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  462( 
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choose  the  topieals 
that  j^ive  your  patient- 


broad  antibacterial  activity  against 
susceptible  skin  invaders 
■i.’  low  allergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin*  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Vi  oz.  for  topical  use  only. 

^anishin^  Cream  Base 

Neosporin-G  cn^n 

(polymyxin  B-neomycin-gramicidin)  \ 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000  | 

units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base);  5 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25%] 
methylparaben  as  preservative. 

In  tubes  of  15  g. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  !t^ 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may] 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appr^iate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medic 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  .2 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. : 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  These  products  are  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 
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You  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygroton"  chlorthalidone  usp 

Makes  water,  not  waves. 


Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hygroton*  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
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Abstracts 


Bullough,  P.  G.:  Massive  osteolysis,  New  York  State 
J.  Med.  71:  2267  (Oct.  1)  1971. 

A review  is  given  of  cases  of  massive  osteolysis,  “disap- 
pearing bone  disease,”  studied  by  Gorham  and  his  asso- 
ciates and  those  cases  since  added  to  the  literature.  Also 
considered  is  the  pathology  of  the  disease  in  the  light  of 
other  vascular  disturbances  of  the  bone.  In  many  cases 
the  patients  give  a history  of  trauma  which  often  pre- 
cedes the  clinical  symptoms  by  a considerable  time. 
There  is  usually  no  familial  history  nor  is  there  asso- 
ciated systemic  disease.  However,  a study  of  several 
families  indicates  that  this  was  a syndrome  with  an  auto- 
somal dominant  inheritance,  and  on  the  basis  of  biopsy 
findings,  the  possibility  of  inherent  vascular  abnormal- 
ity was  suggested.  Also  several  cases  were  reported  with 
benign  hemangioma  in  the  skin  and  soft  tissues  of  the  in- 
volved areas;  thus,  skeletal  involvement  as  a facet  of 
hemangiomatous  malformation  relates  disappearing 
bone  disease  to  various  other  syndromes  of  organ  involve- 
ment. 

Jones,  J.  R.,  and  Lonky,  S.:  Use  of  injectable  contra- 
ceptive immediately  post  partum.  New  York  State  J. 
Med.  71:  2279  (Oct.  1)  1971. 

An  intramuscular  injection  of  medroxyprogesterone 
acetate  (Depo-Provera)  was  given  to  86  women  immedi- 
ately post  partum  and  every  three  months  thereafter. 
A second  group  of  30  women  received  oral  contraceptive 
pills.  There  were  no  pregnancies  in  either  group.  In 
spite  of  a significantly  higher  incidence  of  spotting  and 
amenorrhea  with  the  injections,  only  9 per  cent  of  pa- 
tients discontinued  this  form  of  contraception  as  com- 
pared with  a dropout  rate  of  23  per  cent  of  patients  on  the 
pill.  Side-effects  other  than  spotting  were  minimal  in 
both  groups. 

Gross,  M.  A.:  Achilles-reflex  timing  in  diagnosis  of 

thyroid  status.  New  York  State  J.  Med.  71:  2283  (Oct. 
1) 1971. 

Instruments  have  been  used  in  clinical  studies  assess- 
ing the  reliability  of  ART  (Achilles-reflex  timing)  as  a 
diagnostic  test  of  hypothyroidism  and  hyperthyroidism 
and  as  a means  for  evaluating  patient  response  to  treat- 
ment. The  present  study  of  211  patients  reveals  that 
ART  testing  is  reliable  for  diagnosing  hypothyroidism 
but  not  hyperthyroidism.  ART  testing  accurately  re- 
flected the  thyroid  status  in  all  hypothyroid  patients 


with  measurable  Achilles  reflexes,  and  results  also 
showed  that  Achilles-reflex  timing  does  discriminate 
reliably  between  hypothyroid  and  euthyroid  patients. 
Among  the  factors  affecting  ART  measurements,  such  as 
drugs,  age,  weight,  physiologic  stimuli,  disease,  and 
pregnancy,  areflexia  was  the  major  factor  limiting  the 
clinical  usefulness  of  reflex  testing  for  thyroid  disease. 

Rosner,  F,,  and  Florentino,  D.  G.:  Leukocyte  folate 
activity  in  patients  with  leukemia.  New  York  State  J. 
Med.  71:  2292  (Oct.  1)  1971. 

Additional  data  were  obtained  on  the  folate  content  of 
leukocytes  in  patients  with  various  types  of  leukemia. 
Mean  total  leukocyte  folate  concentrations  were  found  to 
be  significantly  increased  in  3 types  of  leukemia.  It 
would  seem  that  leukemic  white  blood  cells  either  re- 
quire or  metabolize  more  folic  acid  than  do  normal  cells. 
This  information  suggests  a rational  basis  for  using  folic 
acid  antagonists  such  as  methotrexate  to  treat  acute 
leukemia. 

Kelly,  S.,  and  Almy,  R.:  Chromosome  16  heterology: 
Nonspecific  variation  in  karyotype?.  New  York  State 
J.  Med.  71:  2297  (Oct.  1)  1971. 

The  possible  coexistence  of  chromosome  abnormality 
and  disease  was  the  incentive  for  this  report  of  heterol- 
ogous pairs  of  chromosome  16,  particularly  in  their  rela- 
tion to  congenital  heart  disease.  Four  groups  were  stud- 
ied consisting  of  25  mongols  with  heart  disease,  11  mon- 
gols  without  heart  disease,  10  retardates  without  heart 
disease,  and  9 normal  individuals.  Unmatched  pairs  of 
chromosome  16  were  found  in  all  groups  but  with  greater 
frequency  in  those  with  heart  disease  and  in  the  retard- 
ates. This  finding  suggests  that  consistent  heterology 
may  indicate  pathologic  variation. 

Johnson,  N.  E.:  Revision  surgery  of  nasal  septum. 

New  York  Stated.  Med.  71:  2300  (Oct.  1)  1971. 

Better  results  are  possible  in  secondary  revision  sur- 
gery of  the  nasal  septum  if  primary  radical-excisional 
submucous  surgery  has  not  been  performed.  Conserva- 
tive reconstructive  technics  are  the  procedures  of  choice. 
The  best  material  for  septal  reconstruction  is  autoge- 
nous tissue.  Substitute  materials  have  generally  been 
disappointing.  Surgical  technics  are  reviewed,  and 
the  potential  surgical  hazard  of  cartilaginous  atrophy  is 
stressed. 
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Editorials 


An  honored  birthday 


'Fhe  New  York  Hospital,  granted  its  Founding 
Charter  by  King  George  III  in  1771,  celebrates  its 
two  hundredth  birthday  this  year. 

In  its  early  days  of  operation  the  hospital  had  a 
staff  of  nine.  At  the  present  time  its  staff  consists 
of  1,200  physicians,  700  registered  nurses,  and  4,000 
other  employes. 

Housed  in  21  buildings  it  has  beds  for  1,438 
patients.  In  1970  it  cared  for  33,716  bed  patients 
for  422,585  patient  days.  There  were  210,674  out- 
patient visits  and  31,106  were  treated  in  the 
emergency  department.  The  Hospital  also  has  a 
strong  medical-social  outreach  program  in  its  com- 
munity area. 

As  were  most  others.  The  New  York  Hospital  was 
founded  for  the  care  of  the  indigent.  It  has  been 
aptly  said  by  its  director,  “People  are  no  longer 
resigned  to  live  with  their  illnesses  and  disabilities, 
or  to  die  of  them,  when  remedies  are  available. 
The  cost  of  health  care  is  beyond  the  means  of 
most  under  present  economic  conditions.  We  have 
come  full  circle;  we  are,  once  again,  a nation  of 
whom  the  majority  are  medical  paupers.” 


This  is  strong  language  and  can  be  disputed  only 
in  so  far  as  this  majority  have  some  form  of  insur- 
ance coverage.  The  coverage  needs  to  go  wider  and 
deeper.  Many  minds  are  at  work  on  this  problem 
which  has  very  high  priority. 

Great  institutions  such  as  this  have  to  maintain 
the  three-pronged  function  of  patient  care,  research 
into  new  knowledge  and  therapies,  and  teaching  of 
the  oncoming  professionals. 

Aseptic  surgery,  the  founding  of  the  science  of 
anesthesiology,  immunization  against  epidemic 
disease,  the  use  of  x-rays,  the  founding  of  the  sci- 
ence of  hematology  and  increased  safety  in  blood 
transfusion,  the  discovery  and  use  of  antibiotics 
all  took  place  in  the  two  hundred-year  period  the 
Hospital  celebrates. 

There  are  remaining  fields  for  conquest;  cancer, 
the  degenerative  diseases,  birth  defects  will  yield 
their  secret  powers  to  the  probing  of  men  and 
women  guided  and  trained  in  institutions  such  as 
The  New  York  Hospital,  and  others  like  it  through- 
out the  world. 

Happy  anniversary. 


Problems  in  the  development  of  biocompatible  materials 


The  successful  implantation  of  a mechanical 
device  requires  the  complete  biocompatibility  of  its 
material. 

Extensive  research  is  going  forward  under  the 
Medical  Devices  Applications  Program  (MDAP) 
of  the  National  Institutes  of  Health  at  the  present 
time  at  27  centers  in  the  country  both  as  to 
materials  development  and  testing  and  evaluation. 

The  ideal  material  must  have  strength  and 
elasticity  and  neither  affect  nor  be  affected  by 
blood  or  other  body  fluids  or  tissues. 

Specifically,  materials  that  are  to  be  useful  for 
long-term  implantation  should  not  cause:  (1) 

blood  clotting  or  thrombosis;  (2)  destruction  of  the 
cellular  elements  of  the  blood  such  as  the  red  cells, 
white  cells,  and  platelets;  (3)  denaturation  of 
plasma  proteins  (albumin,  globulins,  fibrinogen, 
and  so  forth);  (4)  destruction  of  enzymes;  (5)  deple- 
tion of  electrolytes;  (6)  adverse  immune  responses; 


(7)  damage  to  adjacent  tissue;  (8)  cancer;  and  (9) 
toxic  and  allergic  reactions.  In  addition,  the 
materials  should  retain  their  physical,  chemical 
and  mechanical  properties,  and  surface  character- 
istics during  sterilization  as  well  as  during  years  of 
exposure  to  the  biological  environment. 

In  attempts  to  fulfill  these  requirements,  NHLI 
contract-supported  studies  administered  by  the 
MDAP  led  to  the  synthesis  and  investigation  of 
materials  of  five  types:  (1)  synthetic  materials 

such  as  silicone  rubber  and  other  polymers,  and 
pyrolitic  carbons;  (2)  additive-containing  synthetic 
materials  such  as  those  containing  anticoagulants 
and  other  surface-active  agents;  (3)  gelatinous  sub- 
stances known  as  hydrogels;  (4)  microfiber-scaffold 
structures  which  are  seeded  by  living  cells  or  coated 
with  the  proteinaceous  substance,  fibrin;  and  (5) 
composite  materials  incorporating  two  or  more  of 
the  above. 
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Material  characteristics  investigated  included: 
(1)  negative  charge;  (2)  polarized,  hydrophilic,  or 
hydrophobic  groups;  (3)  various  critical  surface 
tensions;  and  (4)  the  addition  of  heparin  and  non- 
ionic surfactants  either  to  the  surface  or  to  the 
bulk  of  the  materials. 

These  investigations  revealed  that,  whereas 
properties  pertaining  to  the  negative  charge,  charge 
distribution,  and  critical  surface  tension  may  be 
important,  no  single  property  of  a material  neces- 
sarily results  in  blood  compatibility.  The  attach- 
ment of  anticoagulants  and  other  surfactants  to 
coat  synthetic  materials  inhibits  thrombosis  only 
until  the  coating  leaches  or  erodes  away  to  expose 
the  thrombogenic  (clot-promoting)  surface  under- 
neath. 

A major  factor  in  producing  thrombo-resistant 
material  is  how  a given  surface  interacts  with  blood 
proteins.  Most  synthetic  polymer  surfaces  adsorb 
blood  proteins,  but  some  studies  suggest  that  at 
least  some  of  the  adsorbed  proteins  can  resist  being 
denatured,  that  is,  they  can  maintain  their  native 
structure.  The  key  to  the  development  of  practical 
and  permanently  thrombo-resistant  materials  may 
well  depend  on  further  studies  of  these  effects  on 
blood  proteins:  which  proteins  are  adsorbed, 

whether  the  adsorption  is  permanent  or  reversible, 
which  proteins  are  denatured  and  how.  By  this 
approach  we  may  learn  how  to  manipulate  the 
adsorption  of  blood  proteins  in  a very  selective 
way  so  as  to  mask  the  synthetic  material  with 
natural  protein  that  is  unrecognizable  in  terms  of 
eliciting  a blood  clotting  response. 

A similar  ploy  to  “dupe”  the  blood  is  the  use  of  a 


substrate  surface  on  which  synthetic  microfibers 
serve  as  a scaffold  for  the  attachment  of  living 
fibroblasts  and  endothelial  cells  that,  when 
formed,  present  a surface  of  living  tissue  to  the 
blood. 

The  so-called  hydrogels  comprise  yet  another 
highly  promising  category  of  materials  under 
investigation.  These  are  hydrophilic,  crosslinked 
networks  that  consist  of  from  35  to  90  per  cent 
water  or  aqueous  electrolyte  content.  Although 
in  their  softness  and  high-water  content  they  re- 
semble the  inner  surfaces  of  normal  blood  vessels, 
a major  problem  with  these  gelatinous  materials 
has  been  their  lack  of  mechanical  strength  and 
toughness.  However,  this  disadvantage  can  be 
overcome  by  using  a hydrogel  as  a thin  surface 
coating  on  an  appropriate  substrate  polymer 
possessing  the  other  desired  characteristics. 
Radiation,  chemical,  or  atomic  grafting  technics 
are  used  to  apply  the  thin  (1  micron)  coating  of 
acrylamide  or  polyacrylamide  which,  when 
hydrated,  becomes  a hydrogel.  Furthermore,  un- 
like all  other  known  foreign  materials,  which 
adsorb  blood  proteins  in  a matter  of  seconds,  cer- 
tain hydrogels  used  as  a thin  surface  coating  are 
not  “recognized”  by  the  blood  as  a true  interface 
and  thus  do  not  absorb  or  alter  blood  proteins  in 
any  way. 

Because  of  the  complexity  of  the  problem,  it  is 
likely  that  only  a composite  material  can  fulfill 
all  of  the  stringent  requirements  of  a truly  biocom- 
patible material.  According  to  the  currently 
reported  findings,  the  solution  to  this  problem  is 
well  within  our  reach. 
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Massive  osteolysis,  phantom  bone,  disappearing 
bone,  or  Gorham’s  disease,  is  a disease  of  the  skele- 
ton, generally  the  peripheral  skeleton,  character- 
ized radiologically  by  a progressive  and  extensive 
reduction  in  radiodensity  and  morphologically  by 
replacement  of  osseous  tissue  with  fibrous  tissue 
and  an  apparent  or  real  overgrowth  of  thin-walled, 
dilated  blood  vessels.  This  morphologic  change 
has  been  called  hemangiomatosis  by  Gorham  and 
Stout  in  1955. ‘ They  stressed  that  the  lesion  did 
not  resemble  hemangioma  of  bone  either  in  its 
clinical  course  or  in  the  radiologic  appearance  but 
rather  simulated  the  proliferation  of  capillaries 
which  may  be  observed  in  the  soft  tissue  distal  to 
a congenital  arteriovenous  fistula  and  which  has 
also  been  described  by  Stout  in  1944^  as  “he- 
mangiomatosis.” 

The  clinical  course  of  the  disease  is  protracted 
over  a period  of  years  but  eventually  usually  sta- 
bilizes itself.  It  is  rarely  fatal.  Massive  osteolysis 
may  be  confined  to  a single  bone  or  may  affect  2 or 
more  bones  centered  around  a joint,  for  example 
the  shoulder  or  the  hip.  In  most  cases  symptoms 
are  first  noticed  in  childhood  or  in  young  adults, 
men  and  women  being  equally  affected. 

The  first  report  of  this  condition,  “A  Boneless 
Arm,”  appeared  in  the  Boston  Medical  and  Sur- 
gical Journal  in  1838  and  again  in  1872.^’^  The 
latter  article  reported  that  the  patient  started  to 
complain  of  pain  and  weakness  in  the  arm  at  eigh- 
teen years  of  age.  This  progressed  over  the  years; 
however,  he  managed  his  life  well.  Apparently 
“one  of  his  amusements  seems  to  have  been  to 
twist  his  arm  once  and  a half  around  in  one  direc- 
tion, and  then,  taking  up  a pail  of  water,  to  let  it 

‘This  work  has  been  supported  by  grants  from  Sen.  Thomas 
C.  Desmond  and  Roderick  H.  Cushman. 


A review  is  given  of  cases  of  massive  osteolysis,  “dis- 
appearing bone  disease,”  studied  by  Gorham  and 
his  associates  and  those  cases  since  added  to  the 
literature.  Also  considered  is  the  pathology  of  the 
disease  in  the  light  of  other  vascular  disturbances 
of  the  bone.  In  many  cases  the  patients  give  a his- 
tory of  trauma  which  often  precedes  the  clinical 
symptoms  by  a considerable  time.  There  is  usually 
no  familial  history  nor  is  there  associated  systemic 
disease.  However,  a study  of  several  families  indi- 
cates that  this  was  a syndrome  with  an  autosomal 
dominant  inheritance,  and  on  the  basis  of  biopsy 
findings,  the  possibility  of  inherent  vascular  ab- 
normality was  suggested.  Also  several  cases  were 
reported  with  benign  hemangioma  in  the  skin  and 
soft  tissues  of  the  involved  areas;  thus,  skeletal  in- 
volvement as  a facet  of  hemangiomatous  malforma- 
tion relates  disappearing  bone  disease  to  various 
other  syndromes  of  organ  involvement. 


twist  once  and  a half  around  in  the  other  direc- 
tion.” At  the  age  of  seventy  he  died.  Autopsy 
showed  only  fragments  of  the  upper  and  lower 
extremities  of  the  humerus  remained;  the  proximal 
ulna  and  radius  were  also  involved,  as  was  the 
articular  surface  of  the  glenoid.  The  specimen 
from  this  case  can  still  be  seen  in  the  Warren  Mu- 
seum at  the  Harvard  Medical  School  (Fig.  1). 

Over  the  years  sporadic  reports  of  similar  cases 
have  been  published,  but  not  until  comparatively 
recently  was  the  disease  clearly  defined  clinically 
and  an  acceptable  pathologic  description  made  by 
Gorham  et  al.^  and  Gorham  and  Stout  in  1954,*’ 
and  in  1955.  ^ 

The  object  of  this  article  is  to  review  the  cases 
studied  by  Gorham  and  his  associates  and  those 
cases  since  added  to  the  literature  and  also  to  con- 
sider the  pathology  of  the  disease  in  the  light  of 
other  vascular  disturbances  of  the  bone  (Table  I). 

Clinical  symptoms 

At  the  initial  presentation  the  majority  of  pa- 
tients were  under  thirty  years  of  age,  and  most  of 
the  52  cases  reported  were  children  or  teenagers. 
However,  cases  of  this  disease  in  older  people  have 
been  described.  There  is  no  apparent  difference  in 
incidence  between  the  sexes.  The  sites  of  pre- 
dilection are  the  bones  around  the  shoulder  and 
around  the  hip;  most  of  the  remaining  cases  were 
patients  with  this  condition  in  either  the  upper  or 
lower  limb,  the  arm  being  somewhat  more  fre- 
quently involved  (Fig.  2). 

When  the  patient  consults  a physician  the  usual 
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FIGURE  1.  Sketch  showing  anatomic  distribution  of 
affected  bones. 

complaint  is  either  of  dull  aching  pain  or  the  in- 
sidious onset  of  progressive  weakness  and  difficulty 
in  using  the  affected  part  and  increased  deformity 
or  pathologic  fracture  (Fig.  3).  Apart  from  the 
local  symptoms  the  general  health  of  the  patient  is 
usually  good.  The  clinical  course  of  the  disease  is 
protracted  and  often  results  in  severe  and  crippling 
deformities.  Kventually  in  most  cases  after  a 
number  of  years  the  disea.se  stabilizes  itself,  and 
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FIGURE  2.  X-ray  film  of  specimen  of  first  case  of  mas- 
sive osteolysis  preserved  in  Warren  Museum.  Harvard 
Medical  School 


further  progression  does  not  occur.  Function  of  the 
affected  area  is  often  good. 

The  case  reported  by  Simpson^  had  a thirty- 
year  follow-up  of  a young  woman  with  osteolysis 
of  the  foot;  after  seven  years  the  absorbed  bones 
were  replaced  by  such  dense  fibrous  tissue  that  she 
could  bear  weight  “normally.”  Murray  and 
Smith**  reported  1 patient  died  following  explorato- 
ry surgical  procedure  of  the  neck  for  parathyroid 
tumor.  Four  patients  were  reported  to  have  died 
of  thoracic  complications  related  to  their  disease, 


but  in  the  majority  of  cases  the  patients  died  of  un- 
related conditions. 

In  many  of  the  cases  a history  of  injury,  and  often 
fracture,  prior  to  the  onset  of  symptoms  was  elic- 
ited from  the  patient.  Some  fractures  may  well 
have  been  pathologic,  the  injury  directing  the  at- 
tention of  both  the  physician  and  the  patient  to  the 
already  existing  underlying  disease.  On  the  other 
hand,  there  are  cases  where  the  injury  preceded  the 
onset  of  osteolysis  by  a year  or  two  and  in  which  the 
possibility  exists  of  a causal  relationship  between 
the  injury  and  the  development  of  osteolysis. 

Radiologic  findings 

Initially  one  may  observe  intramedullary  and 
subcortical  radiolucent  foci  resembling  a “non- 
descript patchy  osteoporosis”;  at  a later  date  the 
roentgenogram  may  show  an  expanding  non- 
sclerosing intramedullary  lesion.  No  neoplastic 
osteogenesis  or  reactive  bone  formation  has  been 
seen  in  the  cases  reviewed. 

A concentric  shrinkage  of  the  tubular  bones  is 
characteristically  seen  as  a tapering  of  the  ends  in- 
volved. Johnson  and  McClure*^  have  suggested 
that  this  possibility  results  from  erosion  of  the  bone 
by  an  extramedullary  portion  of  the  angiomatous 
malformation. 

Barring  spontaneous  arrest,  an  almost  complete 
resorption  of  the  involved  structures  normally 
follows  (Fig.  4). 

Progression  of  the  osteolytic  process  may  pro- 
ceed to  involve  multiple  contiguous  bones. 
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FIGURE  4.  X-ray  film  taken  ten  years  after  onset  of 
symptoms  in  patient  reported  by  Bickel  and  Broders.®® 


Torg  and  SteeP^  have  reported  a case  with  serial 
roentgenographic  findings  over  a ten-year  period. 
In  their  case  the  initial  x-ray  films  taken  at  the  age 
of  four  demonstrated  multiple  lytic  areas  and  de- 
formity involving  the  right  ilium.  Eighteen 
months  later  the  deformity  and  the  decrease  in 
bone  mass  were  more  pronounced.  Examination 
three  and  one-half  years  later,  when  the  child  was 
nine  years  old,  showed  lytic  involvement  of  the 
femoral  head,  neck,  and  proximal  part  of  the 
femur;  at  that  time  there  was  also  central  protru- 
sion of  the  involved  acetabulum.  Two  years  later, 
at  age  eleven,  the  femoral  head  had  disappeared, 
allowing  the  femur  to  sublux  superolaterally.  The 
proximal  femoral  diaphysis  demonstrated  a 
marked  decrease  in  caliber.  Over  the  following 
two  years  the  process  progressed,  and  roentgeno- 
grams showed  a loss  of  any  semblance  of  acetabular 
configuration,  as  well  as  disappearance  of  the  fe- 
moral neck.  Continued  tapering  or  concentric 
shrinkage  of  the  proximal  end  of  the  femur  oc- 
curred. These  last  x-ray  films  demonstrated  a 
marked  degree  of  lysis  and  deformity  of  the  bone. 
The  concentric  shrinkage  which  is  illustrated  by 
the  decrease  in  caliber  of  the  long  bones  involved, 
is  likened  by  the  authors  to  a piece  of  “sucked 
candy.” 

It  might  well  be  expected  that  studies  of  vascular 
opacification  would  dramatically  demonstrate  the 
nature  of  the  lesion.  This  technic  was  first  at- 
tempted in  a seventeen-year-old  male  with  involve- 
ment of  the  right  shoulder  girdle  by  Hambach, 
Pujman,  and  Maly.'"*  They  first  attempted 
phlebography,  injecting  the  contrast  medium  into 
the  right  cubital  vein.  The  films  showed  a filling 
of  the  brachial  and  basilic  veins  but  failure  to  fill 
the  axillary  vein.  These  films  were  interpreted 
as  showing  indirect  evidence  of  the  presence  of 
an  angiomatous  tumor  in  this  general  region  but 


without  any  definite  connection  with  the  various 
channels  that  had  been  injected.  To  provide  more 
direct  evidence,  the  contrast  material  was  intro- 
duced under  fluoroscopic  control  into  the  area 
formerly  occupied  by  the  right  scapula.  This  tech- 
nic revealed  an  angiomatous  system  in  the  distal 
part  of  this  region  which  had  the  outline  and 
general  appearance  of  the  right  scapula. 

Johnson  and  McClure^^  failed  to  produce  indi- 
rect opacification  by  aortography  but  did  achieve 
partial  success  by  osseous  angiography.  Their  in- 
ability to  produce  opacification  of  all  the  areas  of 
bone  resorption  suggested  to  them  that  the  chan- 
nels had  become  obliterated  in  those  areas,  perhaps 
as  a result  of  two  courses  of  radiation  therapy. 
They  were,  however,  able  to  demonstrate  the  extra- 
osseous  component  in  the  one  area  where  active 
bone  resorption  was  continuing.  They  suggested 
that  to  produce  the  greatest  information  any 
opacification  study  should  be  carried  out  with 
serialographic  equipment;  they  used  a Schonauder 
uniplane  camera.  In  Milner  and  Baker’s*^  case 
arteriography  “did  not  show  any  opacity  such  as 
might  be  expected  with  a hemangioma,”  and  this 
was  also  true  for  the  lymphangiogram  and  aorto- 
gram  in  the  first  case  reported  by  Halliday  et 
and  the  arteriogram  in  the  case  reported  by 
Poirier.'*’ 

Pathologic  findings 

In  most  cases  where  a histologic  description  of 
the  lesional  tissue  is  available,  it  is  based  on  tissue 
obtained  at  biopsy.  However,  in  a few  case  reports 
on  autopsy  material  or  amputation  specimens  have 
been  made.  In  these  cases  the  bones  are  described 
as  being  thin  and  tapered  and  the  bone  tissue 
softened,  weak,  and  spongy  in  texture.  Johnson 
and  McClure"^  reported  that  the  soft-tissue  com- 
ponent of  the  lesion  may  be  larger  and  more  vas- 
cular than  the  intraosseous  component.  In 
Aston’s*'  case  the  bone  cortex  was  eroded  and  ir- 
regular. In  some  areas  where  the  bone  had  totally 
disappeared  no  excess  fibrous  tissue  was  found  in 
the  position  where  the  bone  might  have  been.  In 
other  cases,  however,  the  prosector  has  described 
a fibrous  band  in  the  site  of  the  original  bone. 

In  the  case  reported  by  Hambach,  Pujman, 
and  Maly,'"’  there  is  the  following  description  of  the 
autopsy  findings: 

The  right  scapular  region  and  the  proximal  part  of 
the  right  upper  extremity  were  found  to  be  edematous. 
The  bodies  of  the  third  and  fourth  cervical  vertebrae 
in  their  right  medial  portions  were  replaced  by  a soft 
grayish-red  tissue  having  the  appearance  of  a mass  of 
convoluted  blood  vessels.  This  lesion  had  denuded 
the  spinal  cord  and  produced  a free  communication 
between  the  two  pleural  cavities;  5,500  cc.  of  bloody 
fluid  were  present  in  the  common  pleural  cavity.  The 
bone  tissue  of  the  right  scapula  and  the  right  clavicle 
was  replaced  by  the  same  soft  grayish-red  tissue  de- 
scribed above.  The  head  of  the  right  humerus  had 
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FIGURE  5.  Photomicrograph  showing  replacement  of 
marrow  of  loose  fibrous  tissue  and  dilated  vascular  chan- 
nels; irregular  bone  trabeculae  show  plump  osteoblasts 
and  osteoclasts. 


undergone  similar  transformation,  and  a fracture  was 
to  be  seen  in  the  region  of  the  anatomical  neck.  The 
lower  portion  of  the  humerus  had  the  gross  aspect  of 
“worm-eaten  wood.” 


Histologically  the  principal  feature  described  by 
most  authors  has  been  the  finding  of  vascular  fi- 
brous connective  tissue  replacing  the  bone  (Fig.  5). 
The  vessels  are  generally  described  as  being  capil- 
lary or  sinusoidal  in  type;  occasionally  as  caver- 
nous. Although  Gorham  and  Stout*’  deny  the 
presence  of  osteoclasts  in  the  tissue  they  examined, 
in  the  first  case  reported  by  Gorham  et  al.,^  osteo- 
clasts were  described  and  can  be  seen  in  one  of  the 
photomicrographs  of  that  case.  The  presence  of 
osteoclasts  is  also  noted  by  several  other  writers, 
including  Jones,  Midgley,  and  Smith^;  Milner  and 
Baker*®;  Castleman  and  McNeely***;  and  Kery  and 
Wouters.***  Milner  and  Baker*®  reported  that  “os- 
teoclasts were  found  only  in  relation  to  those  parts 
of  trabeculae  that  abutted  on  the  connective  tissue 
layer  and  showed  lacunar  absorption  of  their  sur- 
faces, none  was  found  on  the  surfaces  of  trabeculae 
in  the  vascular  fatty  marrow  nor  did  these  trabec- 
ulae show  any  evidence  of  lacunar  absorption.” 
However,  they  point  out  that  “since  increased 
vascularity  is  always  found  with  increased  cellular 
activity,  both  osteoblastic  and  osteoclastic,  the 
separation  of  cause  and  effect  seems  almost  im- 
possible.” In  their  opinion  there  was  no  real  in- 
crease in  the  number  of  vessels  present  but  only  a 
distention  of  those  already  present. 

In  his  discussion  of  the  case  presented  at  the 
Massachusetts  General  Hospital,  W.  Putschar, 
M.D.  remarked  that  “the  hypervascularity  may 
not  be  the  primary  change,  because  when  the  bone 
is  absorbed  the  bone  marrow  has  such  a tremen- 
dous capillary  network  that  there  really  is  not 
much  left  for  those  capillaries  to  do  but  to  distend. 
The  most  convincing  histological  pictures  of  an  al- 
most angiomatous  appearance  have  been  found  in 


cases  in  which  an  operation  was  performed  late, 
after  the  bone  had  been  completely  resorbed.  In 
the  cases  in  which  resorption  is  actually  going  on, 
the  vascular  changes  are  less  formidable  and  cer- 
tainly not  of  a truly  neoplastic  nature.”***  In  sum- 
mary, then,  there  is  hypervascularity  of  the  mar- 
row spaces  which  does  not  have  neoplastic  charac- 
teristics nor  does  it  resemble  histologically  an 
angiomatous  malformation.  No  alteration  in  the 
quality  of  the  bone  has  been  reported,  but  it  seems 
likely  that  the  resorption  is  associated  with  in- 
creased osteoclastic  activity. 

Treatment 

Many  forms  of  treatment  have  been  reported  on; 
the  two  principal  ones  being  surgical  resection  and 
radiation  therapy.  Other  treatments  which  have 
been  tried  include  vitamin  D,  parathyroid  hor- 
mone, androgens,  calcium,  adrenal  extracts,  vita- 
min Bi2,  and  others.  Surgical  excision  has  not  al- 
ways been  successful,  since  other  bones  become  in- 
volved after  the  affected  one  has  been  removed. 
Possibly  this  recurrence  is  because  of  failure  to  re- 
move all  extra  osseous  lesional  tissue  which  has 
then  extended  to  involve  other  bones.  In  Aston’s*^ 
case  the  whole  femur  was  eventually  removed 
extraperiosteally  and  the  upper  two-thirds  re- 
placed by  a metallic  implant  to  which  the  muscles 
were  attached,  so  that  the  patient  could  wear  an 
above-the-knee  prosthesis. 

In  the  case  reported  by  Poirier***  in  which  the 
humerus  was  extensively  involved,  the  affected 
bone  was  resected  and  replaced  by  a hollow  titani- 
um prosthesis.  Although  pathologic  examination 
of  the  resected  specimen  showed  that  the  disease 
extended  to  the  distal  line  of  resection,  neverthe- 
less, three  and  three-quarter  years  after  replace- 
ment there  was  no  obvious  extension  of  the  disease, 
and  the  prosthesis  was  secure.  Radiation  therapy 
might  be  reasonably  expected  to  improve  the  con- 
dition because  of  the  known  effect  of  ionizing  radia- 
tion on  the  vessels.  However,  here,  too,  the  treat- 
ment has  not  always  been  successful  and  has  not 
even  slowed  the  progression  of  the  disease.  Fur- 
thermore, since  most  of  the  victims  of  the  disease 
are  young,  there  is  always  the  danger  of  inducing 
sarcoma  in  the  areas  treated  by  radiation. 

The  results  of  treatment  are  difficult  to  assess 
because  of  the  spontaneous  arrest  of  the  disease 
which  is  known  to  occur  and  the  paucity  of  report- 
ed cases. 

To  summarize,  then,  one  may  say  that  surgical 
excision  should  be  done  only  when  indicated  for 
orthopedic  or  cosmetic  reasons  and  then  probably 
as  late  as  possible  in  the  course  of  the  disease.  Ra- 
diation therapy  would  appear  to  be  a rational  ap- 
proach to  treatment,  but  one  must  bear  in  mind 
the  inherent  dangers  of  inducing  sarcoma. 

Comments 

Leriche  and  Policard^**  emphasized  the  role  of 
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increased  circulation  in  the  bone  in  osteolysis,  and 
Greig^^  in  his  book  devoted  a whole  chapter  to 
hyperemic  decalcifications. 

A localized  increase  of  radiolucency  of  bone  is  a 
well-recognized  phenomenon  following  disuse.  In 
Sudeck’s  atrophy  of  bone,  osteolysis  is  more  rapid 
in  its  development  and  may  lead  to  severe  disabili- 
ty, although  it  is  self-limiting  and  sometimes  re- 
versible. The  resultant  bone  atrophy  is,  however, 
generally  more  marked  than  that  seen  with  disuse 
alone.  Pathologic  examination  shows  Sudeck’s 
atrophy  to  be  associated  with  hypervascularity  of 
the  affected  osseous  tissue.  The  characteristic 
clinical  feature  of  disappearing  bone  disease  is  a 
progressive  relentless  disappearance  of  bone  which 
is  often  not  limited  to  just  one  bone. 

Like  Sudeck’s  atrophy,  disappearing  bone  dis- 
ease is  also  associated  with  marked  hypervascular- 
ity and  Leriche^^  believed  that  hypervascularity, 
particularly  an  excessive  arterial  blood  flow,  was 
responsible  for  the  progressive  bone  resorption. 
He  looked  on  it  as  an  excessive  and  overshooting 
type  of  Sudeck’s  atrophy.  Of  the  increased  vas- 
cularity of  the  affected  bone  there  can  be  no  doubt, 
but  whether  this  represents  a dilation  of  the  exist- 
ing vascular  bed  or  an  actual  vascular  proliferation 
has  not  been  satisfactorily  demonstrated. 

Geiser  and  Trueta,^^  Jee  and  Arnold, and  de 
Valderrama  and  Trueta^^  demonstrated  that  alter- 
ations in  the  vascularity  of  the  bone  may  result  in 
either  bone  deposition  or  bone  resorption,  venous 
stasis  promoting  bone  formation  and  arterial 
hyperoxygenation  promoting  bone  resorption. 
These  views  are  supported  by  Goldhaber'^*’  who, 
using  an  in  vitro  tissue  culture  of  the  calvaria  of 
two-day-old  mice  showed  that  a high  concentration 
of  oxygen,  60  to  95  per  cent,  stimulates  osteoclastic 
resorption  of  bone  and  potentiates  the  in  vitro 
action  of  parathyroid  hormone  and  vitamin  D. 
Furthermore,  Shaw  and  Bassett'^^  found  that  a 
lower  level  of  oxygen,  about  35  per  cent,  favors 
bone  formation,  and  deprivation  with  only  a 5 per 
cent  level  blocks  osteogenesis  and  favors  chondro- 
genesis. 

In  the  report  of  Gambier,^®  there  is  a discussion 
by  Pais  of  an  experimental  model  of  osteolysis.  He 
resected  a segment  of  the  ulna  diaphysis  in  dogs 
and  interposed  a segment  of  vesical  mucosa  be- 
tween the  bone  fragments.  On  the  other  forelimb, 
a simple  resection  was  done  as  a control.  In  the 
case  of  the  resection  with  transplanted  vesical 
mucosa,  there  followed  over  a long  period  of  time 
the  typical  picture  of  progressive  osteolysis,  and 
this  was  well  illustrated  by  roentgenograms,  and 
histologically  by  numerous  dilated  and  congested 
blood  vessels  present  in  the  central  portion  of  the 
atrophic  bone. 

As  yet  there  has  been  no  satisfactory  evidence 
presented  of  increased  blood  flow  in  patients  with 
disappearing  bone.  This  could  be  achieved  by 
arteriography  (in  the  few  cases  in  which  it  has  been 


attempted  this  has  failed  to  show  an  increased 
circulation)  by  measuring  the  circulation  rate 
through  the  tumor  using  radioactive  isotope,  which 
has  not  been  reported,  or  by  measuring  the  oxygen 
level  in  the  blood  of  the  affected  part. 

As  early  as  1891  von  Recklinghausen^^  postulat- 
ed that  the  osteoblastic  reaction  caused  by  meta- 
static cancer  of  the  prostate  to  bone  was  due  to  can- 
cer cells  in  the  marrow,  causing  obstruction  of  the 
circulation.  Periostitis  and  finger  clubbing  in 
congenital  heart  disease  and  diffuse  pulmonary 
disease  are  well  recognized  examples  of  increased 
bone  formation  in  the  presence  of  anoxia. 

Gorham  in  1960'^'’  and  Gorham  and  West  in 
1964^'  reported  on  circulatory  and  associated 
changes  in  the  bone  in  mice  produced  by  implanta- 
tion of  different  tumors.  A vascular  tumor,  he- 
mangioendothelioma, was  found  to  be  associated 
with  bone  resorption,  whereas  in  contrast  a spin- 
dle-cell sarcoma  blocking  the  arterial  circulation 
was  accompanied  by  marked  osteogenesis. 

In  1963  Gorham^^  reported  on  bone  changes  seen 
in  Kaposi’s  sarcoma.  A review  of  the  literature 
at  that  time  revealed  76  cases  in  which  the  bone 
was  affected.  They  were  almost  without  exception 
osteolytic  in  nature,  varying  in  response  between 
uniform  rarefaction  to  nearly  complete  destruc- 
tion of  the  bone.  From  the  histologic  descriptions 
provided,  it  would  appear  that  there  was  a close  re- 
lationship between  the  angiomatous  component  of 
the  tumor  and  areas  of  bone  absorption. 

There  has  been  some  discussion  about  the  role 
of  the  osteoclast  in  massive  osteolysis.  Gorham 
and  Stout^  found  no  osteoclasts  in  the  material 
they  examined,  whereas  Putschar,  in  his  discussion 
of  the  case  in  the  Massachusetts  General  Hospital, 
and  Milner  and  Baker^®  remarked  on  the  osteo- 
clastic resorption.'®  In  the  active  phase  of  Paget’s 
disease  where  bone  turnover  is  rapid,  the  osteo- 
clasts are  large  and  associated  with  prominent 
Howship’s  lacunae.  In  normal  bone  resorption, 
osteoclasts,  when  seen,  tend  to  be  flattened  and 
produce  only  shallow  pits.  It  is  also  worth  pointing 
out  that  mononuclear  cells  are  associated  with 
bone  resorption,  although  it  is  probably  incorrect 
to  call  them  resorptive  osteoblasts  as  Follis®®  did; 
it  is  better  to  regard  them  as  mononuclear  osteo- 
clasts. Whether  or  not  osteoclasts  are  seen  in  a 
biopsy  specimen  from  disappearing  bone  will 
depend  on  the  stage  of  the  disease. 

With  respect  to  the  underlying  cause  of  the  dis- 
ease one  cannot  but  be  impressed  by  the  history  of 
trauma  which  many  of  the  patients  give,  and  this 
often  precedes  the  clinical  symptoms  by  a con- 
siderable time,  which  rather  militates  against  the 
view  that  the  traumatic  incident  merely  drew  at- 
tention to  the  already  existing  disease. 

In  massive  osteolysis  there  is  usually  no  familial 
history,  nor  is  there  associated  systemic  disease. 
However,  in  1958,  Thieffry  and  Sorrel-Dejerine®"' 
described  a family  in  which  5 members  over  three 
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generations  manifested  osteolysis  of  the  carpal  and 
tarsal  bones.  The  pedigree  suggested  an  auto- 
somal dominant  mode  of  transmission.  Shurtleff 
et  have  studied  a family  of  32  people  over  three 
generations,  in  which  5 showed  complete  resorption 
of  the  carpal  and  tarsal  bones.  They  also  conclud- 
ed that  this  was  a syndrome  with  an  autosomal 
dominant  inheritance.  On  the  basis  of  biopsy 
findings,  they  suggested  the  possibility  of  an  in- 
herent vascular  abnormality.  Caffey“*  has  de- 
scribed a lesion  he  called  idiopathic  familial  mul- 
tiple carpal  necrosis  but  which  seems  to  be  similar 
to  the  cases  of  Thieffry  and  Sorrel-Dejerine*'*  and 
Shurtleff  et  Cases  of  osteolysis  with  ne- 

phropathy have  been  described  by  Mahoudeau 
et  Marie  et  Lagier  and  Rutishauser,*^ 

and  Torg  and  Steel. 

Frost  and  Caplan'*"  reported  a case  of  extensive 
bone  disappearance  with  obvious  benign  heman- 
gioma in  the  skin  and  soft  tissues  of  the  involved 
area.  A similar  case  has  recently  been  reported  by 
Fornasier^'  in  a fifty-nine-year-old  man  with  mul- 
tiple hemangiomas  of  the  skin  who  developed  dis- 
appearing bone  disease  in  both  legs.  Thus,  skele- 
tal involvement  as  a facet  of  hemangiomatous  mal- 
formation relates  disappearing  bone  disease  to 
various  other  syndromes  of  multiple  organ  involve- 
ment by  hemangiomatosis,  of  which  the  best 
known  is  probably  encephalotrigeminal  angio- 
matosis, Sturge-Weber-Dimitri  syndrome.  He- 
mangiomas may  also  be  associated  with  other  mal- 
formations, for  example,  multiple  enchondromas 
(Maffucci’s  syndrome),  and  it  is  important  for  the 
physician  to  be  cognizant  of  the  possible,  if  un- 
common, visceral  manifestations  of  hemangio- 
matosis, particularly  in  children. 
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An  intramuscular  injection  of  medroxyprogesterone 
acetate  (I)epo-l*rovera)  was  given  to  86  women 
immediately  post  partum  and  every  three  months 
thereafter.  A second  group  of  30  women  received 
oral  contraceptive  pills.  There  were  no  pregnancies 
in  either  group.  In  spite  of  a significantly  higher 
incidence  of  spotting  and  amenorrhea  with  the  injec- 
tions, only  9 per  cent  of  patients  discontinued  this 
form  of  contraception  as  compared  with  a dropout 
rate  of  23  per  cent  of  patients  on  the  pill.  Side- 
effects  other  than  spotting  were  minimal  in  both 
groups. 
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Medroxyprogesterone  acetate  (Depo-Provera) 
is  a synthetic  progestin  which  provides  effective 
long-term  contraception.  A major  advantage  over 
oral  steroid  contraception  is  the  fact  that  me- 
droxyprogesterone acetate  is  parenterally  adminis- 
tered, requiring  minimal  day-to-day  patient  par- 
ticipation and  motivation. 

Immediately  post  partum  the  patient  is  gen- 
erally highly  motivated  regarding  contraception; 
but  as  time  from  delivery  lengthens,  her  concern 
may  be  lessened  and  ultimately  diverted,  resulting 
in  inadequate  contraception  and  untimely  preg- 
nancy. In  addition,  Sharman^  has  shown  that 
ovulation  may  occur  prior  to  the  sixth  postpartum 
week  without  a preceding  menstrual  period,  and 
therefore  the  patient  may  be  at  risk  for  pregnancy 
even  before  her  scheduled  follow-up  visit.  There- 
fore administering  a contraceptive  that  requires 
little  patient  participation,  such  as  medroxypro- 
gesterone, to  the  temporarily  highly  motivated 
postpartum  patient,  would  appear  to  be  an  ex- 
tremely rational  and  effective  method  of  family 
planning. 

To  test  this  hypothesis  we  have  administered 
medroxyprogesterone  and  an  oral  steroid  contra- 
ceptive to  patients  immediately  post  partum.  The 


following  is  the  report  of  our  comparative  experi- 
ences with  these  agents  in  terms  of  effectiveness, 
bleeding  patterns,  side-effects,  and  acceptance  by 
patients. 

Materials  and  methods 

All  patients  participating  in  this  study  were  de- 
livered at  the  State  University  Hospital  of  the 
Downstate  Medical  Center  in  Brooklyn.  The 
study  population  was  limited  to  patients  between 
tbe  ages  of  eighteen  and  thirty  years  who  had  ex- 
perienced normal  periods  prior  to  this  pregnancy 
and  in  whom  this  pregnancy  terminated  in  a nor- 
mal, full-term,  vaginal  delivery.  None  of  the  pa- 
tients selected  was  breast  feeding  or  receiving 
hormonal  therapy  for  lactation  suppression.  The 
contraceptive  agent  was  started  on  the  second  to 
the  fourth  postpartum  day,  and  the  choice  of  pill  or 
injection  was  made  by  the  patient.  No  specific 
sexual  restrictions  were  placed  on  any  of  the  study 
patients. 

Follow-up  was  carried  out  in  the  Experimental 
Steroid  Contraceptive  Clinic  (a  separate  area  of 
the  Family  Planning  Clinic)  with  examinations  at 
three-month  intervals.  The  follow-up  consisted  of 
history,  breast  examination,  pelvic  examination, 
and  Papanicolaou  smears  (every  six  months),  col- 
lection of  bleeding  and  spotting  records,  and  the 
readministering  of  a three-month  (trimester)  sup- 
ply of  medication.  All  the  examinations  were  car- 
ried out  by  one  of  the  authors. 

The  study  patients  were  divided  into  two  groups: 

Group  I consisted  of  86  patients  who  were  given 
150  mg.  of  medroxyprogesterone  acetate  intra- 
muscularly every  three  months  through  five  tri- 
mesters (fifteen  months). 

Group  n consisted  of  30  patients  who  received 
ethynodiol  diacetate  1 mg.  with  mestranol  0.10 
mg.  (Ovulen)  cyclically  for  a period  of  three  tri- 
mesters (nine  months). 

Results 

Effectiveness.  There  were  no  pregnancies  in 
either  group  of  study  patients. 
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TABLE  I.  Bleeding  and  spotting  pattern  observed  during  five  trimesters  (fifteen  months)  of  medroxyprogesterone 

acetate  per  trimester  (150  mg.  per  trimester  intramuscularly) 

Days 

Bleeding 


Trimester 

Number 

Patients 

Total 

Days 

Days 

Bleeding 

Per 

Cent 

Days 

Spotting 

Per 

Cent 

and 

Spotting 

Per 

Cent 

1 

86 

7,740 

2,329 

30.1 

1,969 

25.5 

4,298 

55.6 

2 

82 

7,380 

796 

10.8 

1,189 

16.1 

1,985 

26.9 

3 

80 

7,200 

713 

9.9 

641 

8.9 

1,354 

18.8 

4 

78 

7,020 

590 

8.4 

491 

7.0 

1,081 

16.5 

5 

78 

7,020 

751 

10.7 

246 

3.5 

997 

14.2 

TABLE  II.  Incidence  of  amenorrhea  observed  during  five 
trimesters  of  150  mg.  medroxyprogesterone  acetate,  in- 
tramuscularly, per  trimester 


Trimester 

Numer  of 
Amenorrhea 
Patients 

Per  Cent 

1 

0 

0 

2 

19 

23 

3 

20 

25 

4 

18 

23 

5 

26 

33 

Bleeding  and  spotting.  The  degree  and  dura- 
tion of  bleeding  incident  to  either  agent  was  de- 
termined by  having  the  patient  complete  “bleed- 
ing cards”  on  which  she  would  note  how  many  pads 
or  tampons  per  day  were  used.  When  there  was 
some  bleeding  but  not  enough  for  the  patient  to  use 
a pad,  this  was  recorded  as  “spotting.” 

No  patients  in  either  group  required  surgical  or 
further  hormonal  therapy  because  of  excessive 
bleeding. 

Group  I (Table  I).  During  the  first  trimester  of 
the  patients  receiving  medroxyprogesterone  about 
30  per  cent  of  the  total  days  had  some  bleeding,  but 
from  the  second  to  the  fifth  trimester  the  days  of 
bleeding  remained  constant  at  about  10  per  cent. 
This  general  decrease  in  bleeding  subsequent  to 
the  first  trimester  is  statistically  significant  (p  less 
than  0.01)  and  is  undoubtedly  related  to  the  recent 
delivery. 

The  spotting  pattern  found  in  the  medroxypro- 
gesterone patients  was  different  from  the  bleeding 
pattern.  In  the  first  trimester  spotting  was  ob- 
served in  25.5  per  cent  of  the  days  and  decreased 
progressively  each  trimester  to  a final  low  level  of 
3.5  per  cent  in  the  fifth  trimester.  Each  trimester 
decrease  was  found  to  be  significant  (p  less  than 
0.01). 


It  is  therefore  apparent  that  the  decrease  in  days 
of  bleeding  and  spotting  noted  from  the  first  (55.6 
per  cent)  to  the  fifth  (14.2  per  cent)  trimester  is  due 
initially  to  the  decrease  in  both  bleeding  and  spot- 
ting but  subsequently  to  only  a decrease  in 
spotting. 

An  important  consideration  in  any  group  of  pa- 
tients receiving  medroxyprogesterone  is  the  de- 
velopment of  amenorrhea  (Table  II).  Amenorrhea 
in  this  study  was  defined  as  the  absence  of  bleed- 
ing, but  not  spotting,  during  a single  trimester. 
Since  all  patients  were  immediately  postpartum 
there  was  no  amenorrhea  in  the  first  trimester, 
although  2 patients  did  state  that  shortly  after  the 
injection  the  lochia  decreased  markedly  and  they 
experienced  no  bleeding  thereafter.  From  the  sec- 
ond to  the  fifth  trimester  the  incidence  of  amenor- 
rhea ranged  between  23  and  33  per  cent  of  the  pa- 
tients. 

Group  II  (Table  HI).  During  the  first  trimester 
of  the  patients  receiving  the  oral  contraceptive,  the 
number  of  days  of  bleeding  was  approximately  25 
per  cent,  and  from  the  second  to  the  third  trimester 
the  bleeding  incidence  dropped  to  between  9 and  11 
per  cent.  This  decrease  in  bleeding  is  statistically 
significant  (p  less  than  0.01)  and  of  a pattern  com- 
parable to  that  found  in  the  Group  I patients  and 
again  related  primarily  to  the  delivery. 

The  incidence  of  spotting  in  the  Group  II  pa- 
tients was  only  12.4  per  cent  of  the  days  in  the  first 
trimester  and  3.5  to  2.6  per  cent  in  the  next  two  tri- 
mesters. This  decrease  from  the  first  to  the  second 
and  third  trimesters  is  significant  (p  less  than 
0.01)  and  the  total  spotting  considerably  less  than 
that  found  in  Group  I patients. 

In  general  it  appears  that  the  incidence  of  bleed- 
ing days  in  both  groups  of  patients  is  comparable 
and  related  primarily  to  the  recent  delivery  rather 
than  to  the  contraceptive  agent.  Spotting,  how- 


TABLE  III.  Bleeding  and  spotting  patterns  observed  during  three  trimesters  of  ethynodiol  diacetate  with  mestranol 


'Trimester 

Number 

Patients 

Total 

Days 

Days 

Bleeding 

Per 

Cent 

Days 

Spotting 

Per- 

cent 

Days 

Bleeding 

and 

Spotting 

Per- 

Cent 

1 

30 

2,. 520 

620 

24.6 

311 

12.4 

931 

37.0 

2 

26 

2 , 340 

213 

9.1 

82 

3.5 

295 

12.6 

3 

23 

2,070 

334 

11.3 

54 

2.6 

388 

13.9 

2280  New  York  State  Journal  of  Medicine  / October  1,  1971 


ever,  was  three  to  four  times  more  frequent  in  the 
medroxyprogesterone  group,  and  five  trimesters 
were  required  to  reach  the  low  incidence  of  spotting 
observed  in  the  ethynodiol  diacetate  with  mes- 
tranol  patients  by  the  second  trimester. 

There  was  no  incidence  of  amenorrhea  in  the 
Group  II  patients. 

Side-effects.  Untoward  reactions,  exclusive  of 
bleeding  or  spotting,  were  minimal  in  both  groups. 

Group  I.  Of  the  86  patients  receiving  medroxy- 
progesterone only  2 complained  of  “nervousness” 
and  1 of  fatigue.  Neither  of  these  complaints  were 
felt  to  be  related  to  the  contraceptive  itself. 

Group  II.  The  patients  receiving  the  oral  con- 
traceptive reported  a wider  range  of  minor  side- 
effects  including  headache,  1;  nausea,  1;  visual  dis- 
turbances, 1;  fatigue,  1;  leg  pain,  2;  bair  loss,  2;  and 
dizziness,  1;  but  again  there  was  no  physical  or 
statistical  evidence  that  the  complaints  and  the 
contraceptive  agent  were  etiologically  related. 

Patient  acceptance.  Group  1.  The  dropout 
rate  in  the  medroxyprogesterone  patients  was  ex- 
tremely low  (9  per  cent),  with  only  8 patients  dis- 
continuing the  injectable  contraceptive  in  tbe 
course  of  fifteen  months.  The  reasons  for  dropout 
were:  bleeding  and  spotting,  4;  amenorrhea,  1; 

nervousness,  1;  moved,  1;  and  class  III  Papani- 
colaou smear,  1. 

The  patient  with  the  class  III  (suspicious)  cer- 
vical smear  had  had  only  one  injection,  and  it 
seems  unlikely  there  was  any  relationship  to  the 
medroxyprogesterone.  All  of  the  patients  dis- 
continuing because  of  bleeding  or  amenorrhea 
problems  had  discontinued  prior  to  the  third  tri- 
mester. Thus,  in  Group  I patients,  although 
bleeding  patterns  revealed  that  spotting  was  rel- 
atively common  as  compared  with  the  ethynodiol 
diacetate  with  mestranol  group,  only  5 patients 
(5.8  per  cent)  discontinued  for  this  reason. 

Group  II.  Twenty-three  per  cent  of  the  patients 
started  on  ethynodiol  diacetate  with  mestranol 
dropped  out  prior  to  completion  of  the  third  tri- 
mester. The  specific  reasons  for  discontinuance 
were:  leg  pain,  2;  bleeding  and  spotting,  2;  head- 
ache, 1;  visual  disturbances,  1;  and  fatigue,  1. 
Thus,  although  spotting  problems  were  not  com- 
mon in  the  ethynodiol  diacetate  with  mestranol 
patients,  the  dropout  rate  was  high  compared  with 
the  methoxyprogesterone  group. 

Comment 

It  is  our  opinion  that  the  most  significant  ob- 
servation in  this  study  is  the  low  discontinuance 
rate  of  medroxyprogesterone  among  immediately 
postpartum  patients.  Ninety-one  per  cent  of  the 
patients  initially  contacted  and  started  on  the 
injections  were  still  using  this  contraceptive  fifteen 
months  later,  whereas  only  77  per  cent  of  the  ethy- 
nodiol diacetate  with  mestranol  patients  continued 
through  nine  months.  This  high  acceptability  of 
the  injectable  contraceptive  existed  in  spite  of  the 


fact  that  there  was  a relatively  high  incidence  of 
spotting  among  these  patients.  Equally  important 
is  the  observation  that  only  1 patient  dropped  out 
of  the  medroxyprogesterone  program  because  of 
amenorrhea.  Comparatively,  patients  receiving 
the  oral  contraceptive,  although  without  a specific 
drug-related  side-effect  such  as  altered  menses, 
displayed  a relatively  high  discontinuance  rate. 
We  believe  there  were  two  main  factors  operating 
in  this  apparent  paradox.  First,  the  convenience 
of  a single  injection  every  three  months  superceded 
the  relative  inconvenience  of  daily  pill  taking. 
Second,  the  increased  adverse  publicity  concerning 
“tbe  Pill”  during  this  study  (the  Senate  hearings 
on  the  oral  contraceptive)  was  markedly  discon- 
certing to  patients.  Interestingly,  some  patients 
admitted  to  a fear  of  the  pill,  but  when  it  was  ex- 
plained that  the  injection  was  essentially  the  same 
they  were  able  to  rationalize  these  fears  on  the 
basis  that  at  least  the  injection  was  more  conve- 
nient. 

To  our  knowledge  this  is  the  only  study  of  me- 
droxyprogesterone investigating  exclusively  the 
immediately  postpartum  contraceptee.  Studies  of 
medroxyprogesterone  acetate  in  the  nonpuerperal 
contraceptee  show  significantly  less  bleeding 
throughout  the  first  five  trimesters,  but  the  per- 
centage of  days  spotting  is  generally  similar.^ 
However,  the  discontinuance  rate  of  the  non- 
puerperal contraceptee  appears  to  be  considerably 
higher  than  the  postpartum  patients,  ranging  from 
10  per  cent  to  36  per  cent. 

According  to  Frank,  Alpern,  and  Eshbaugh,*’ 
the  dropout  rate  for  patients  receiving  ethynodiol 
diacetate  with  mestranol  immediately  postpartum 
was  23  per  cent,  which  is  comparable  to  our  ob- 
served rate,  indicating  a relatively  low  acceptance 
rate  for  the  oral  contraceptive.  In  another  study, 
GambrelF  found  that  35.8  per  cent  of  postpartum 
patients  started  on  oral  contraceptives  dropped  out 
within  the  first  six  weeks.  It  appears,  therefore, 
that  the  puerperal  patient  has  a higher  continu- 
ance rate  of  medroxyprogesterone  than  the  non- 
puerperal patient  and  will  more  readily  accept  and 
continue  the  intramuscular  than  an  oral  contra- 
ceptive. 

It  is  obvious  that  the  use  of  medroxyprogesterone 
as  a contraceptive  must  await  further  studies, 
especially  those  concerned  with  its  long-term  ef- 
fects. Specifically,  our  laboratory  and  clinic  is  in- 
vestigating the  amount  of  time  required  for  the  re- 
sumption of  normal  menses  in  these  patients  and 
the  long-term  effects  of  methoxyprogesterone  on 
the  ACTH-adrenal  axis  and  the  ovarian  production 
of  estrogens.  It  is  most  interesting  to  note  that  dis- 
ruption of  menses  does  not  appear  to  be  a signifi- 
cantly limiting  factor  in  contracepting  the  post- 
partum patient.  The  disadvantages  apparently 
inherent  in  medroxyprogesterone  seem  to  be  suf- 
ficiently outweighed  in  the  puerperal  patient  by  its 
singular  convenience  and  general  effectiveness. 
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In  summary,  therefore,  we  have  found  injectable 
medroxyprogesterone  acetate  to  be  an  extremely 
effective  contraceptive  in  the  puerperal  patient, 
and  although  not  an  approved  drug  at  this  time, 
the  concept  of  an  injectable  contraceptive  appears 
to  have  significant  promise. 

450  Clarkson  Avenue 
Brooklyn,  New  York  11203 
(DR.  JONES) 
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ACHILLES-REFLEX 
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Although  Ord  in  1884'  first  described  slow  muscle 
movement  in  response  to  deep-tendon  reflex  acti- 
vation in  patients  with  myxedema,  confirmation 
of  this  clinical  observation  by  objective  measure- 
ment of  muscle  contraction  and  relaxation  time 
was  not  reported  until  1924  by  Chaney-  for  the 
Achilles  reflex  and  until  1941  by  Harrell  and  Dan- 
iel" for  the  biceps  reflex.  More  recently,  with  the 
recognition  that  reflex-timing  measurement  might 
be  a useful  and  rapid  test  of  thyroid  function,  a 
variety  of  new  and  easy  to  use  reflex-timing  instru- 
ments have  been  described."""  Two  of  these  in- 
struments'"" have  been  widely  used  now  in  clinical 
studies  assessing  the  reliability  of  ART  (Achilles- 
reflex  timing)  as  a diagnostic  test  of  both  hypo- 
thyroidism and  hyperthyroidism''"""®  and  as  a 
means  for  evaluating  patient  response  to  treat- 
ment 

While  some  authors  have  reported  good  diagnos- 
tic accuracy,  others  have  not.  Unfortunately,  it  is 
difficult  to  determine  the  cause  for  this  discrepancy 
because  of  differences  in  methods  used  to  obtain 
and  analyze  reflex  tracings  or  failure  to  describe 
methodology  adequately.  The  present  study  is 
reported,  therefore,  to  confirm  that  ART  testing, 
when  properly  performed  and  analyzed,  is  highly 
reliable  for  diagnosing  hypothyroidism,  although 
unacceptable  as  a method  for  diagnosing  hyperthy- 
roidism. In  addition,  factors  other  than  thyroid 

* This  study  was  supported  in  part  by  Unit&d  States  Public 
Health  Service  training  grant  AM-05022. 

+ Present  address;  15955  Samaritan  Drive,  San  Jose,  Cali- 
fornia 95124. 


Instruments  have  been  used  in  clinical  studies  ass- 
essing the  reliability  of  ART  (Achilles-reflex  tim- 
ing) as  a diagnostic  test  of  hypothyroidism  and 
hyperthyroidism  and  as  a means  for  evaluating 
patient  response  to  treatment.  The  present  study 
of  211  patients  reveals  that  ART  testing  is  reliable 
for  diagnosing  hypothyroidism  but  not  hyperthy- 
roidism. ART  testing  accurately  reflected  the 
thyroid  status  in  all  hypothyroid  patients  with  mea- 
surable Achilles  reflexes,  and  results  also  showed 
that  Achilles-reflex  timing  does  discriminate  re- 
liably between  hypothyroid  and  euthyroid  patients. 
Among  the  factors  affecting  ART  measurements, 
such  as  drugs,  age,  weight,  physiologic  stimuli, 
disease,  and  pregnancy,  areflexia  was  the  major 
factor  limiting  the  clinical  usefulness  of  reflex 
testing  for  thyroid  disease. 


disease  which  can  influence  ART  results  are  de- 
fined, and  the  pertinent  literature  is  reviewed. 

Materials  and  methods 

Classification  of  patients.  Two  hundred 
eleven  hospitalized  and  ambulatory  patients  at  the 
Strong  Memorial  Hospital  Medical  Center  who 
had  either  known  thyroid  disease  or  a thyroid  func- 
tion test  as  part  of  their  medical  evaluation  were 
chosen  at  random  for  Achilles-reflex  timing  study. 
Ultimately  excluded  from  statistic  analysis  were  18 
patients  with  bilateral  areflexia,  7 whose  medical 
records  could  not  be  relocated  for  final  review,  and 
19  whose  thyroid  status  was  diagnostically  unre- 
solved. The  remaining  167  individuals  included 
151  euthyroid,  10  hypothyroid,**  and  7 hyperthy- 
roid patients.  In  all  instances,  definitive  diagnosis 
of  thyroid  status  was  established  on  the  basis  of 
clinical  study  and  one  or  more  of  the  following 
laboratory  tests:  serum  protein-bound  iodine, 

thyroxine  iodine  as  determined  by  column  chroma- 
tography, twenty-four-hour  thyroid  uptake  of  ra- 
dioactive iodine,  and/or  radioactive  triiodothy- 
ronine binding  to  red  blood  cells. 

Because  obesity  and  factors  which  affect  lean 
body  mass,  such  as  sex  and  age,  have  been  reported 
to  influence  ART  measurement,  weight,  height, 
age,  and  sex  data  were  used  as  available  to  define 
three  categories  of  euthyroid  patients  based  on 
standard  height-weight  tables:  an  ideal  weight 

group,  an  obese  group  in  which  height  and  sex-ad - 
justed  weight  exceeded  that  allowed  for  large- 
framed individuals,  and  an  underweight  group 
without  primary  muscle-wasting  disease  in  which 
height  and  sex-adjusted  weight  was  less  than  ideal 
for  smalhframed  persons."" 

**One  patient  in  the  hypothyroid  group  had  been  hyperthy- 
roid prior  to  radioactive  iodine  treatment  and  is  also  included 
in  the  hyperthyroid  group. 
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S-P  INTERVAL  = 390  msec 


S-P  interval  = 400msec  S-P  INTERVAL  = 400m  sec  S-P  INTER  VAL  = 380  m sec 

FIGURE  1 . Acceptable  ART  tracings  from  euthyroid  pa- 
tients. (A)  Enlargement  of  typical  tracing  showing 
scheme  used  in  this  study  as  adapted  from  Lawson^  and 
Nuttall  and  Doe.^°  Start  of  reflex  muscle  contraction  and 
end  of  muscle  relaxation  imprecisely  represented  as  us- 
ual. Iso  = iso-electric  line:  S = start  of  passive  foot 
movement  consequent  to  reflex  hammer  strike  on  Achil- 
les tendon;  V = peak  rate  of  foot  movement  during  mus- 
cle contraction  phase;  D = end  of  contraction,  start  of 
relaxation  phase;  H = oscillation  artifact  which  is  incon- 
sistently present;  P = peak  rate  of  foot  movement  during 
muscle-relaxation  phase;  Oi,  O2,  O3  = terminal  oscilla- 
tions. (B)  Tracing  shows  H-wave  artifact  at  iso-electric 
line.  (C)  H-wave  artifact  occurring  above  iso-electric 
line  is  most  common  location.  (D)  H-wave  artifact  oc- 
curring below  iso-electric  line  may  be  seen  in  euthyroid 
patients  and  prolongs  apparent  S-D  interval. 


Technic  of  ART  measurement.  ART  deter- 
mination was  based  on  the  filtered  electromagnetic 
method  of  Lawson  and  Weissbein.®  In  brief,  this 
method  of  reflex  timing  utilizes  an  electrocardio- 
graph to  record  the  current  induced  in  a wire  coil 
by  a small  magnet  taped  to  a subject’s  heel  while 
the  foot  moves  in  response  to  Achilles-reflex  acti- 
vation by  a reflex  hammer.  Oscillations  greater 
than  5 cycles  per  second  are  dampened  by  a 500- 
microfarad  condenser  connected  across  the  leads  to 
the  electrocardiograph. 

All  patients  were  tested  while  shoeless  and 
kneeling  on  a padded  chair  or  a bed.  Vigorous  re- 
flex reinforcement,  as  hand  clenching  or  intense 
grasping,  was  used  when  no  reflex  foot  movement 
was  otherwise  obtained  and  in  other  instances  to 
determine  its  influence  on  ART  results.  Usually,  5 
to  20  acceptable  reflex  tracings  were  recorded  for 
each  ankle;  an  acceptable  examination  required  at 
least  3 (F'ig.  1). 

Reflex  tracings  were  considered  unacceptable 
and  immediately  discounted  if  they  were  of  a dis- 
torted or  nontypical  configuration  because  of  im- 
proper positioning  of  the  wire  coils,  or  if  they  con- 


FIGURE 2.  Unacceptable  ART  tracings  from  euthyroid 
patients  because  of  (A)  distortion  due  to  improper  posi- 
tioning of  wire  coils  in  relation  to  direction  of  movement 
of  foot.  (B)  Voluntary  foot  movment  artifact  super- 
imposed on  reflex-induced  movement.  (C)  Excessively 
prominent  H-wave  artifact,  and  (D)  presence  of  oscilla- 
tions of  areflexia  only. 


tained  voluntary  movement  artifact,  excessively 
high  or  low-voltage  peaks  which  made  accurate 
ART  determination  difficult,  excessively  promi- 
nent H-wave  artifact,  or  only  the  oscillations  of 
areflexia  (Fig.  2). 

ART  tracing  analysis.  The  S-P  interval  was 
chosen  to  represent  the  ART  measurement  in  this 
study  because  it  alone  has  well-defined  and  con- 
sistently reproducible  measurement  determinants 
and  is  influenced  by  the  three  major  aspects  of 
Achilles-reflex  activity,  namely,  nerve-conduction 
time,  muscle-contraction  time,  and  muscle-relaxa- 
tion time.^*^  The  average  of  the  three  shortest  S-P 
intervals  obtained  from  each  foot  was  determined, 
and  the  shortest  ART  average  result  of  either  foot 
was  selected  as  the  ART  measurement  of  the  pa- 
tient. 
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FIGURE  3 Considerable  S-P  interval  variation  may 
occur  during  ART  testing  of  euthyroid  patients  manifest 
usually  as  (A)  erratic  changes,  but  sometimes  as  (B) 
progressive  shortening  (so-called  "warm-up”  phenome- 
non).or  as  (C)  progressive  lengthening  Shorter  S-P 
intervals  recurred  more  frequently  when  reflex  reinforce- 
ment was  used  ART  measurements  in  euthyroid  pa- 
tients which  initially  exceeded  normal  control  range  (D) 
were  shortened  usually  into  control  range  by  reflex  re- 
inforcement, while  ART  measurements  initially  within 
control  range  (E)  changed  only  in  magnitude  of  response 
and  not  in  S-P  interval  duration. 


Initially,  reflex  reinforcement  was  used  only 
when  a measurable  Achilles  reflex  was  unobtain- 
able, but  during  most  of  the  study  all  patients  were 
tested  without  and  with  reinforcement  which  was 
found  to  influence  the  S-P  interval  of  euthyroid 
patients  in  one  of  three  ways.  Reinforcement  in- 
creased the  amplitude  of  reflex  foot  movement 
without  altering  appreciably  the  reflex-timing  re- 
sult when  relatively  constant  S-P  intervals  with- 
in the  euthyroid  control  range  were  obtained. 
However,  when  S-P  intervals  widely  fluctuated 
from  one  reflex  response  to  another,  reinforcement 
characteristically  was  followed  by  only  the  shorter 
S-P  intervals,  while  reinforcement  usually  caused 
appreciable  shortening  when  S-P  intervals  of  eu- 
thyroid patients  were  in  the  hypothyroid  range 
(Fig.  3). 

Reinforcement  in  hypothyroid  patients  did  not 
result  in  S-P  intervals  in  the  euthyroid  control 
range. 

Variability  of  bilateral  ART  measurements. 

Bilateral  ART  measurements,  obtained  from  141 


euthyroid  patients,  showed  considerable  variabil- 
ity. Differences  between  the  right  and  left  Achil- 
les-reflex measurements  of  33  men  averaged  17.6 
milliseconds  (±16.5  S.D.),  while  those  of  107 
women  averaged  23.4  milliseconds  (±20.8  S.D.). 
The  observed  range  of  variation  was  0 to  70  milli- 
seconds in  males  and  0 to  1(X)  milliseconds  in  fe- 
males. Differences  between  tbe  right  and  left  ART 
results  confirm  the  importance  of  bilateral  testing 
for  reliably  determining  tbe  shortest  ART  mea- 
surement in  a patient. 

ART  measurement  reproducibility.  Repeat 
ART  testing  of  18  euthyroid  patients  was  per- 
formed once  on  11  persons,  twice  on  1 person,  three 
times  on  5 persons,  and  five  times  on  1 person. 
Differences  between  the  first  two  ART  measure- 
ments in  each  patient  averaged  41.4  milliseconds 
(±26.4  S.D.)  with  the  observed  range  of  differ- 
ence 0 to  100  milliseconds.  Differences  between 
all  consecutive  ART  measurements  in  each  of 
the  18  patients,  when  added  together,  averaged 

39.4  milliseconds  (±13.4  S.D.)  with  the  observed 
range  0 to  100  milliseconds.  The  patient  who  was 
tested  six  times  during  one  period  had  one  ART 
measurement  which  was  longer  than  the  normal 
range.  In  15  patients  available  for  retesting,  re- 
peat ART  determinations  representing  41  of  the  51 
comparable  differences  showed  considerable  varia- 
tion but  were  consistently  within  the  euthyroid 
control  range. 

Results 

ART  in  euthyroid  patients.  The  initial  ART 
measurements  of  151  euthyroid  patients  ranged 
from  240  to  475  milliseconds  and  were  normally 
distributed  (Fig.  4).  The  mean  ART  measurement 
of  the  group  is  345.8  milliseconds,  and  the  calcu- 
lated euthyroid  normal  range  is  264  to  427  milli- 
seconds (mean  ±2  S.D.). 

ART  values  were  compared  to  determine 
whether  or  not  there  were  differences  with  respect 
to  sex,  age,  body  weight,  race,  and  serum  protein- 
bound  iodine  determination. 

Thirty-six  men  (mean  age  51.8  years)  and  115 
women  (mean  age  47.6  years)  had  mean  ART  mea- 
surements of  327.9  milliseconds  (±7.3  S.E.)  and 

351.4  milliseconds  (±3.6  S.E.),  respectively.  The 
difference  between  these  means  is  highly  signifi- 
cant (t  = 3.11,  p < 0.01)  (Fig.  5). 

ART  measurements  of  151  euthyroid  patients 
sixteen  to  eighty-six  years  old  (mean  of  48.6  years) 
showed  a small  but  significant  positive  correlation 
with  age  of  0.44  milliseconds  per  year  (t  = 2.15, 
0.01  < p < 0.05)  (Fig.  6). 

A significant  difference  with  respect  to  body 
weight  was  found  only  between  the  underweight 
group  with  a mean  ART  of  320  milliseconds  and 
the  obese  group  with  a mean  ART  of  352.7  milli- 
seconds (t  = 2.09,  0.01  < p < 0.05).  Compari- 
sons between  the  mean  ART  measurements  of  the 
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FIGURE  4.  ART  measurement  distribution  of  151 
euthyroid  patients. 
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FIGURE  6.  ART  measurements  of  1 5 1 euthyroid  adults 
showed  small  but  significant  correlation  of  0.44  milli- 
seconds per  year  between  ages  of  sixteen  and  eighty-six. 
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FIGURE  5.  ART  measurements  in  euthyroid  patients 
showed  small  but  significantly  shorter  mean  ART  value 
for  36  men  compared  with  1 1 5 women. 


ideal  weight  and  obese  groups  or  ideal  weight  and 
underweight  groups  were  not  significant  (Fig.  7). 
Also,  AItT  measurements  in  euthyroid  patients 
did  not  correlate  significantly  with  serum  protein- 
hound  iodine  determinations,  and  no  significant 
racial  differences  were  found  when  ART  measure- 
ments of  135  Caucasians  and  18  Negroes  were  com- 
pared. 
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FIGURE  7.  ART  measurements  of  underweight,  ideal 
weight,  and  obese  patients.  Difference  between  means 
of  underweight  and  obese  groups  significant. 


Patients  in  the  euthyroid  group  had  a wide  va- 
riety of  diseases  at  the  time  of  ART  testing  (Table 
I).  Seven  patients  thought  to  be  euthyroid  had 
ART  measurements  which  did  not  fall  within  the 
calculated  euthyroid  normal  range.  Diseases 
present  in  those  4 persons  with  shorter  than  con- 
trol-range ART  measurements  included  acromeg- 
aly, resolving  myocardial  infarction,  treated  Addi- 
son’s disease,  diabetes  mellitus,  and  tremor  at- 
tributed to  basal  ganglion  disease,  while  diseases 
present  in  the  remaining  3 with  longer  than  con- 
trol range  ART  measurements  included  treated 
Sheehan’s  syndrome,  depression,  chronic  alcohol- 
ism, and  mild  hypertension. 

ART  in  hypothyroid  patients.  The  results  of 
ART  testing  accurately  reflected  the  thyroid  status 
in  all  10  hypothyroid  patients  with  measurable 
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TABLE  I.  Major  diseases  present  at  time  of  ART  testing  in 
euthyroid  patients 

Numln'r 

of 

Ois<'aao8  Pntiontn  ('ommonta 


KnHocrino 

AcromoRaly,  untreated 
Adtiiaon’a  <liM*aa(*.  treattnl 
('yclic  edema 

Diahetea  inaipidus,  eontrolliHl 
Diahetea  melliUia 


(lOiter.  multinodular 
1 1 y popa  ra  thy  roid  ism 

Seeondary  amenorrhea, 
functional 

Sht*ehan’a  syndrome,  treaUnl 
Central  nervous  sysU*m 
Anxiety  reaction 
Harhiturate  addiction 
Hasal  ganf^lion  disease  with 
tremor 

Basil  ar  artery  insufficiency 
Orehral  cortical  atrophy 
Cerebral  vascular  accident, 
initial  epismle 
Cerebral  vast'ular  accident, 
s<*con<l  episode 
('hronic  brain  syndrome 
Depression  (primary 
diagnosis) 

Hysterical  i^ersonality 
Bseudotumor  cerebri 
Other 

Adenocarcinoma,  colon 
Alcoholism,  chronic 
Anemia,  iron  deficiency 

Argentaflfinoma.  metastatic  to 
liver 

Asthma,  chronic 

Benign  prostatic  hypertrophy 


Cardiac  atrial  fibrillation 
('ardiac  intra-atrial  septal 
defect 

Cholangitis  attributed  to 
chlori>romazine 
Congestive  heart  failure  due  to 
arteriosclerotic  heart  disease 
Emphysema,  symptomatic 
Gout 

Hypertension,  essential 


Myasthenia  gravis,  controlled 
Nontropical  sprue 
Pickwickian  syndrome 
Porphyria  cutanea  tarda 
Primary  atypical  pneumonia 
Primary  optic  atrophy 
Psoriasis,  inactive 
Rheumatic  heart  disease 

Rheumatoid  arthritis,  inactive 
Systemic  lupus  erythematosus, 
latent 

Systemic  lupus  erythematosus, 
symptomatic 


1 

1 

2 

3 Va8oprt*«sin  (Pitrc^Hsin)  therapy 

28  Iiu’ludt^  patients  IreatiHl  with 

diet  alone,  oral  hypoglycemic 
agents,  and  insulin 

2 

1 St'rum  calcium  7.8  mg.  |M*r  100 
ml. 

1 

2 

1 

I 

I Diabetes  mellitus  coexistent 

I 

I 

1 Hemiparesis 

1 Bilateral  lower  extremity 
paresis 

1 

7 One  patient  receiving  imipra- 
mine  (Tofranil);  another 
thioridazine  (Mellaril) 

3 

1 

1 Patient  not  U*rininal 

2 Abnormal  liver  function  te.sts 
2 Packed  cell  volume  24  and  31 

j)er  cent,  respectively 

1 Hyiwtensive  during  ART  test- 

ing 

2 

2 One  patient  receiving  estro- 

genic substance  - Premarin) 
and  cortisone 
1 Receiving  digitalis 
I 

1 

1 Decomi>ensiited  at  time  of 
ART  testing 

3 
1 

11  Treatment  ranging  from  di- 
uretic drug  to  ganglionic 
blocking  agent 
I 
1 

1 Body  weight,  342  pounds 
1 Asymptomatic 
1 
1 
1 

6 All  patients  with  moderately 
severe  functional  disability 

1 

1 Positive  antinuclear  factor  only 

1 


Achilles  reflexes.  ART  measurements  ranged 
from  480  to  660  milliseconds  (Fig.  8).  Patients 
with  the  lower  protein-bound  iodine  determina- 
tions had  more  severe  hypothyroidism  clinically 
and  more  prolonged  ART  measurements. 

Hypothyroidism  may  depress  deep-tendon  re- 
flex activity,  but  bilateral  ART  measurements 
were  obtained  in  9,  and  only  1 profoundly  ijiyxede- 
matous  patient  (protein-bound  iodine  = 0.2  micro- 
gram per  100  ml.)  had  no  measurable  Achilles  re- 
flexes of  the  11  hypothyroid  patients  tested. 
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FIGURE  8.  ART  measurements  of  hypothyroid  pa- 
tients consistently  longer  than  values  in  calculated  eu- 
thyroid control  range. 


Two  hypothyroid  patients  were  available  for 
follow-up  evaluation.  One  patient  after  seven 
days  of  treatment  with  sodium  levo-thyroxine  (300 
micrograms  daily)  had  an  ART  measurement 
change  from  600  to  520  milliseconds  and  was 
slightly  improved  clinically.  The  other  patient 
with  an  initial  ART  measurement  of  500  millisec- 
onds became  euthyroid  while  receiving  sodium 
levo-thyroxine  (300  micrograms  daily)  but  three  to 
four  weeks  after  stopping  hormone  replacement 
therapy  again  became  hypothyroid  and  had  an 
ART  value  of  460  milliseconds. 

ART  in  hyperthyroid  patients.  The  mean 
ART  measurement  of  a group  of  7 hyperthyroid  pa- 
tients was  277.1  milliseconds,  and  the  calculated 
range  was  234  to  320  milliseconds  (mean  ±2  S.D.). 
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FIGURE  9.  ART  measurements  of  hyperthyroid  group 
are  within  observed  euthyroid  range  but  shorter  than 
euthyroid  mean  value. 


The  observed  range  was  255  to  310  milliseconds,  all 
values  being  shorter  than  the  euthyroid  mean  of 
345.8  milliseconds  but  within  the  observed  eu- 
thyroid range  (Fig.  9). 

Three  patients  with  thyrotoxicosis  persisting  one 
to  three  months  after  treatment  with  either  radio- 
active iodine  or  propylthiouracil  were  retested  and 
had  a total  of  nine  comparable  ART  measure- 
ments. ART  values  were  relatively  constant,  and 
all  remained  shorter  than  the  euthyroid  mean  ART 
value. 

Comment 

The  results  of  this  study  indicate  that  Achilles- 
reflex  timing,  a rapid  and  easily  performed  test, 
does  discriminate  reliably  between  hypothyroid 
and  euthyroid  patients.  Only  2 of  151  euthyroid 
patients  had  ART  measurements  in  the  hypothy- 
roid range.  No  hypothyroid  patients  had  ART 
measurements  in  the  euthyroid  range.  These 
findings  are  in  agreement  with  those  of  Nuttall 
and  Doe^“  who  found  that  2 per  cent  of  their  eu- 
thyroid control  group  had  S-P  interval  ART  mea- 
surements which  overlapped  with  hypothyroid  pa- 
tients, and  no  hypothyroid  individuals  had  normal 
AR'r  values. 

The  importance  of  including  some  aspect  of 
muscle  relaxation  time  in  the  determination  of 
AR'F  is  suggested  by  the  fact  that  both  Abraham, 
Atkinson,  and  Roscoe*'^  and  Nuttall  and  Doe'“^“ 
found  equally  satisfactory  separation  between  hy- 


pothyroidism and  euthyroidism  using  the  V-P  in- 
terval rather  than  S-P  interval.  In  addition,  most 
reflex  timing  studies'^ based  on  photo- 
electric measuring  instruments  used  to  determine 
either  the  “contraction  plus  half-relaxation”  time^  ® 
or  the  total  “reflex  time”^'^  reported  good  accuracy 
in  diagnosing  hypothyroidism.  Only  a minority 
of  such  studies  found  ART  determinations  which 
included  relaxation  time  to  be  unreliable, 
while  one  study  reported  the  method  to  be  accurate 
but  showed  considerable  overlap  between  the  re- 
sults in  euthyroid  and  hypothyroid  patients. 

The  use  of  contraction  time  only  for  the  deter- 
mination of  ART  measurement  appears  to  be  of 
uncertain  value  in  diagnosing  hypothyroidism. 
Although  Lawson^®  and  Mann,'®  studying  adults, 
and  Wall,  Umlauf,  and  Geppert,®'*  testing  children 
of  various  ages,  showed  satisfactory  separation  be- 
tween hypothyroid  and  euthyroid  individuals,  Gor- 
don'*’ reported  that  14  per  cent  of  his  euthyroid  sub- 
jects had  S-D  interval  measurements  in  the  hypo- 
thyroid range  while  others  reported  even  less  re- 
liability.''®®' Prakash  and  Rastogi^^  and  Sabeh 
et  also  demonstrated  that  contraction  time  as 
measured  by  photoelectric  instruments  was  un- 
reliable in  diagnosing  hypothyroidism.  While  the 
inconsistent  results  of  contraction  time  as  an  indi- 
cator of  hypothyroidism  may  be  due  to  the  variable 
factors  which  cause  H-wave  artifact  in  the  recorded 
reflex  tracing  obscuring  the  end-point  of  muscle 
contraction,  the  more  likely  explanation  is  that 
thyroid-hormone  deficiency  affects  predominantly 
muscle-relaxation  time. 

ART  measurement  shortening  following  thyroid 
hormone  replacement  therapy  for  hypothyroidism 
was  documented  in  this  study  and  has  been  re- 
ported by  others. Although 
early  in  treatment  a paradoxic  ART  lengthening 
has  been  described,  ART  shortening  may  be  seen  as 
early  as  one  week  after  initiation  of  therapy. 
Normal  reflex  timing,  however,  is  not  expected 
until  the  patient  is  euthyroid.  One  exceptional 
report  did  describe  ART  shortening  into  the  normal 
range  prior  to  clinical  euthyroidism;  the  severity 
of  hypothyroidism  in  these  cases  was  not  noted.'" 

In  contrast  to  the  usefulness  of  ART  testing  for 
hypothyroidism,  the  results  of  this  study  and  others 
did  not  show  acceptable  discrimination  between 
hyperthyroid  and  euthyroid  patients. 

Although  several  studies  did  report  satisfactory 
separation  of  hyperthyroidism  and  euthyroidism 
using  either  electromagnetic  or  photoelectric  re- 
flex-measuring instruments,  analysis  of  these  stud- 
ies revealed  that  some“'®  ""  showed  considerable 
overlap  between  hyperthyroid  and  euthyroid  ART 
values,  while  the  others  failed  to  describe  the  dis- 
tribution characteristics'"  '^  '®’"''  "®  or  showed  ART 
values  for  the  euthyroid  control  group  which  were 
not  normally  distributed. In  their  search 
for  satisfactory  discrimination  between  hyperthy- 
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roid  and  euthyroid  patients,  in  fact,  Nuttall  and 
Doe-*’  and  Nuttall-*  abandoned  the  S-I)  and  S-P  in- 
tervals as  indicators  of  reflex  timing  in  favor  of  the 
V-P  interval  even  though  the  euthyroid  control 
values,  as  a consequence,  were  not  normally  dis- 
tributed. In  the  present  study,  euthyroid  ART 
measurements  conform  to  a normal  distribution 
and  overlap  completely  with  reflex  measurements 
obtained  from  hyperthyroid  patients.  It  appears, 
therefore,  that  although  hyperthyroid  mean  ART 
measurements  are  characteristically  shorter  than 
euthyroid  mean  values,  ART  testing  does  not  pro- 
vide a basis  for  permitting  one  to  make  the  diagno- 
sis of  hypert  hyroidism . 

In  spite  of  its  limited  usefulness,  ART  testing  is 
not  without  value  when  the  diagnosis  of  hyper- 
thyroidism is  being  considered.  With  the  excep- 
tion of  a few  reports,  many  studies,  regard- 
less of  the  method  used  to  measure  reflex  timing, 
rarely,  if  at  all,  showed  ART  measurements  of  hy- 
perthyroid patients  to  be  shorter  than  the  mean 
euthyroid  control  value  for  the  corresponding 
study. The  results  of 
the  present  study  are  in  accord  with  this  observa- 
tion. ART  testing  may  be  used  with  reasonable 
certainty  then  to  exclude  the  diagnosis  of  hyper- 
thyroidism in  those  patients  with  reflex  measure- 
ments which  are  longer  than  the  euthyroid  mean 
value. 

Factors  affecting  ART  other 
than  thyroid  disease 

Drugs  known  to  alter  thyroid  gland  function. 

Lengthening  of  the  ART  measurement  has  been 
described  following  the  use  of  propylthiouracil,** 
carbimazole,-**  and  iodine^*  treatment  of  hyper- 
thyroidism and  has  been  claimed  for  perchlorates.'^ 
ART  shortening  following  treatment  of  hypothy- 
roidism with  thyroid  hormone  has  been  previously 
discussed. 

Drugs  without  significant  effect  on  thyroid 
gland  function.  McKinney  et  al  -^-  demonstrated 
a small  but  significant  ART  measurement  shorten- 
ing in  healthy  volunteers  given  2.5  mg.  of  reserpine 
orally  in  divided  doses  over  a twenty-eight-hour 
period;  the  long-term  effect  of  reserpine  was  not 
determined.  Nuttall  and  Doe'-*’  reported  no  change 
in  ART  measurement  in  1 hyperthyroid  patient 
given  5 mg.  of  reserpine  parenterally,  but  it  is  not 
clear  that  an  effect  should  have  been  expected  in 
view  of  the  uncertain  interval  between  drug  ad- 
ministration and  ART  testing.  In  this  same  study 
guanethidine  in  a dosage  range  of  20  to  40  mg.  daily 
was  reported  not  to  have  a significant  effect  on 
ART  measurements  in  3 patients  with  hyperthy- 
roidism.^** Bromides  in  high  dosage  have  been  said 
to  lengthen  ART  measurement.' 

Intravenous  glucose  administration  is  reported 
to  have  prolonged  ART  measurements  acutely  in  a 
small  number  of  healthy,  nondiabetic  adults,  while 


the  opposite  effect  was  observed  after  intravenous 
insulin-tolerance  tests;  propranolol  blocked  the 
insulin  effect  on  reflex  measurement  in  the  1 sub- 
ject tested.’***  Propranolol  alone  has  been  reported 
to  prolong  Achilles-reflex  timing  in  both  euthyroid 
and  thyrotoxic  patients.’*** 

Severe  hypokalemia  induced  by  desoxycorti- 
costerone  acetate  and  a high-salt  diet  in  5 healthy 
volunteers  was  associated  with  significant  shorten- 
ing of  the  mean  reflex  measurement  of  the  group, 
and  the  acute  administration  of  potassium  had  an 
opposite  effect  which  was  seen  in  two  to  three 
hours. ^**  In  the  same  brief  report  a case  of  periodic 
paralysis  showed  ART  measurement  prolongation 
at  a time  when  the  serum  potassium  was  1.5  mEq. 
per  liter  and,  presumably,  intracellular  potassium 
was  increased.^** 

Physiologic  stimuli.  Exercise  bas  been  de- 
scribed as  a cause  of  ART  measurement  shorten- 
ing. Reinfrank  et  found  a small  but  signifi- 
cant mean  ART  shortening  in  a group  of  22  healthy 
men  and  women  who  were  tested  before  and  after 
exercise  on  a treadmill  inclined  at  10  degrees  and 
moving  5 miles  per  hour.  This  observation  has 
been  confirmed  by  Verdy  et  al.*^  and  extended  to 
include  patients  with  hypothyroidism. 

Cooling  of  the  muscles  of  the  lower  extremities 
by  prolonged  sitting  caused  prolongation  of  reflex 
timing  in  euthyroid  and  hypothyroid  patients.** 
The  same  effect  was  seen  following  the  application 
of  ice  packs  to  the  lower  extremities  in  euthyroid 
individuals.'^** 

Disease.  Prolongation  of  reflex  timing  has  been 
described  in  association  with  a variety  of  diseases, 
but  a cause  and  effect  relationship  is  uncertain  be- 
cause of  the  small  number  of  cases  cited  and  con- 
flicting reports. 

ART  measurements  in  euthyroid  patients  have 
been  reported  to  be  prolonged  beyond  the  normal 
range  in  pernicious  anemia,^**  ankle  edema, 
sprue, schizophrenia, ■*’*  and  neurosyphilis.’*’* 
With  respect  to  the  last  study,  it  may  be  noted  that 
7 of  the  9 cases  reported  to  have  prolonged  ART 
measurements  would  have  been  within  the  normal 
range  for  that  study  had  the  shortest  average  reflex 
measurement  of  either  ankle  rather  than  the  av- 
erage ART  result  of  both  ankles  been  selected  as 
the  ART  measurement  of  the  patients  described. 

Sarcoidosis  has  been  reported  to  be  a cause  of 
slow-reflex  timing  which  was  clinically  assessed.'*^ 
Corticosteroid  treatment  was  associated  with 
amelioration  of  the  disease  process  and  shortening 
of  reflex  timing. 

Myotonia  dystrophy  (sic)  was  reported  to  be  as- 
sociated with  prolonged  reflex  timing  in  2 of  21 
cases  studied,  but  a normal  control  range  was  not 
described. Delayed  ankle  relaxation,  observed 
clinically,  has  been  reported  in  1 patient  with  my- 
asthenia gravis  whose  clinical  status  at  the  time  of 
testing  was  not  described.’*’* 
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Diabetes  mellitus  has  been  cited  as  a cause  of 
prolonged  ART  measurement/*^  but  this  finding 
was  not  confirmed  by  the  results  of  this  study  or 
othersd^’^®  In  fact,  of  the  44  patients  with  pro- 
longed ART  measurements  of  the  510  diabetic  pa- 
tients tested  by  Hunton  and  Wells, 24  were  hypo- 
thyroid and  19  were  thought  to  have  reduced  thy- 
• roid  function  in  response  to  thyrotropin  adminis- 
tration. 

Berkowitz^®  presented  as  evidence  for  a hypo- 
metabolic  state  in  obesity  his  observation  that  a 
higher  incidence  of  prolonged  ART  measurements 
occurred  in  euthyroid  obese  individuals  as  com- 
pared with  nonobese  persons.  This  observation 
was  not  confirmed  by  the  present  study  and  oth- 
gj.g  15,42,50  Qj^  other  hand,  the  present  study  did 
confirm  the  results  of  other  studies  which  found 
that  ART  measurements  in  euthyroid  adults  cor- 
relate with  body  weight^^  and  are  longer,  statisti- 
cally, in  those  groups  of  people  who  are  expected  to 
have  relatively  less  lean  body  mass  in  proportion  to 
total  body  weight,  such  as  women  compared  with 
men,^**’^^  the  more  elderly  compared  with  the 
younger  adults, and  adults  compared  with  chil- 
dren.Furthermore,  Katz  and  Robinson®*  found 
that  ART  was  longer  in  nine  to  thirteen-year-old 
girls  compared  with  similar-aged  boys  and  younger 
girls. 

This  same  study,  however,  reported  that  the 
ART  of  nine  to  thirteen-year-old  boys  was  longer 
than  that  of  prepuberal  boys,  raising  doubt  about 
the  importance  of  lean  body  mass  and  body  fat  as 
determinants  of  reflex  timing.®' 

Pregnancy.  Although  Hilgers,  Crutchfield,  and 
Spellacy®^  reported  no  significant  difference  in  the 
reflex  timing  of  women  in  all  stages  of  pregnancy 
and  during  the  postpartum  period  as  determined 
by  the  measurement  of  contraction  time  only, 
Reinfrank  et  found  that  20  of  21  women  tested 
on  their  third  postpartum  day  had  significantly 
prolonged  “contraction  plus  half  relaxation”  times 
when  compared  with  women  tested  in  the  first  tri- 
mester of  pregnancy  and  to  nonpregnant  controls. 
Unfortunately,  other  tests  of  thyroid  function  were 
not  performed,  and  ART  values  returned  to  the 
control  range  over  the  next  several  months. 

Areflexia.  Areflexia  is  the  major  factor  limiting 
the  usefulness  of  ART  testing,  and  it  may  be 
caused  by  hypothyroidism.  In  the  present  study,  1 
of  1 1 hypothyroid  patients  had  no  obtainable 
Achilles-reflex  measurement.  Reinfrank  et  al.~* 
described  3 hypothyroid  patients  who  had  no  mea- 
surable Achilles  reflexes  until  after  thyroid-hor- 
mone treatment  had  brought  about  some  clinical 
improvement.  From  a practical  standpoint,  only 
profound  hypothyroidism  can  be  expected  to  de- 
press Achilles-reflex  activity.  Accordingly,  Achil- 
les areflexia  may  limit  the  diagnostic  usefulness  of 
AR'r  testing  in  patients  with  obvious  hypothy- 
roidism, but  Achilles  reflexes  may  return  with 


treatment  and  ART  testing  used  to  evaluate  treat- 
ment response. 

Diabetes  mellitus  is  the  most  prevalent  illness 
frequently  associated  with  Achilles  areflexia  which 
is  not  related  to  abnormal  thyroid  function.  The 
true  incidence  of  areflexia  in  this  disease,  however, 
is  still  uncertain.  Two  studies  in  which  no  men- 
tion is  made  of  the  use  of  reflex  reinforcement,  one 
based  on  electromagnetic'^  and  the  other  on  photo- 
electric'"' measuring  instruments,  reported  the  in- 
cidence of  areflexia  as  31.2  and  32.6  per  cent,  re- 
spectively. Surprisingly,  Reinfrank  et  using 
reinforcement,  reported  that  61  per  cent  of  206 
diabetic  patients  had  no  obtainable  Achilles  re- 
flexes; the  mean  age  for  the  group  was  not  noted. 
In  contrast,  Hunton  and  Wells^^  found  that  only  17 
per  cent  of  510  diabetic  patients  had  no  measurable 
Achilles  reflexes  when  vigorous  reinforcement  was 
used.  It  would  appear,  therefore,  that  diabetes 
mellitus  does  limit  the  usefulness  of  ART  testing 
but  does  not  preclude  its  use. 

The  true  incidence  of  areflexia  as  determined  by 
reflex-measuring  instruments  following  vigorous 
reinforcement  is  still  to  be  determined  in  patients 
with  various  diseases  and  in  healthy  individuals. 

Summary 

ART  (Achilles-reflex  timing),  when  properly 
performed  and  analyzed,  is  a reliable  and  rapid 
test  for  establishing  the  diagnosis  and  following 
the  response  to  treatment  of  hypothyroid  patients. 
In  contrast,  hyperthyroid  patients  have  ART  mea- 
surements which  are  shorter  than  the  mean  of  the 
euthyroid  control  range  but  within  the  observed 
euthyroid  range.  Accordingly,  ART  testing  is 
useful  in  patients  suspected  of  having  hyperthy- 
roidism only  for  the  exclusion  of  this  diagnosis  in 
those  individuals  with  ART  measurements  longer 
than  the  euthyroid  control  mean  value.  While  a 
variety  of  factors  in  addition  to  abnormal  thyroid 
function  may  affect  ART  such  as  sex,  age,  body 
weight,  drugs,  physiologic  stimuli,  pregnancy,  and 
perhaps  various  disease  states,  areflexia  is  the 
major  factor  limiting  the  clinical  usefulness  of  re- 
flex testing  for  thyroid  disease. 
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TABLE  I.  Leukocyte  folate  levels  in  normal  subjects, 
pregnant  women  and  patients  with  polycythemia  vera 
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Folic  acid  is  essential  for  the  maturation  of  leuko- 
cytes.^ Folic  acid  coenzymes  are  involved  in  the 
synthesis  of  nucleic  acids  and  nucleoproteins  and 
act  primarily  as  carriers  of  one-carbon  units.  Only 
small  numbers  of  leukemic  patients  have  to  date 
been  reported  in  whom  leukocyte  folate  activity 
was  measured.^ The  present  studies  were  under- 
taken in  an  attempt  to  obtain  additional  data  on 
the  folate  content  of  leukocytes  in  patients  with 
various  types  of  leukemia. 

Methods  and  materials 

All  glassware  was  boiled  in  soap  and  water  for 
thirty  minutes,  rinsed  with  distilled  water,  and 
then  autoclaved.  Approximately  5 to  8 ml.  of  ve- 
nous bl(X)d  obtained  from  the  fasting  patient  was 
placed  in  a specially  cleaned  (as  described)  test 
tube  containing  3 ml.  of  6 per  cent  dextran  and  1 
ml.  of  3.8  per  cent  sodium  citrate.  Sedimentation 
of  erythrocytes  occurred  at  room  temperature  in 
thirty  to  forty-five  minutes.  The  leukocyte-rich 
supernatant  was  removed,  centrifuged  at  250  g for 
ten  minutes,  and  the  resulting  button  washed  3 

‘Supported  in  part  by  U.S.  Public  Health  Service  Grant 
0.^92.'L 

tAt  present  Director  of  Hematology,  Long  Island  Jewish  Med- 
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Mean 

Leuko- 

cyte 

Folate 

Nano- 


Num- 

ber 

of 

Pa- 

tients 

grams 
per 
10  "> 
Leuko- 
cytes 

Range 

Signifi- 

cance 

Normal 

subjects 

18 

433 

0-1,304 

Pregnancy 

27 

552 

0-2 , 700 

N.S.* 

Polycythemia 

vera 

10 

522 

0-2 , 459 

N.S.* 

* Not  significant. 


times  in  0.9  per  cent  saline.  The  few  contaminat- 
ing erythrocytes  were  lysed  by  hypotonic  osmotic 
shock  using  0.45  per  cent  saline.  The  final  leuko- 
cyte button  was  resuspended  in  2 ml.  of  0.9  per 
cent  saline,  and  a leukocyte  count  was  performed 
in  duplicate. 

Folic  acidity  activity  was  measured  in  triplicate 
by  biologic  assay  using  Lactobacillus  casei  as  the 
test  organism.  Lysing  the  leukocytes  by  freezing 
and  thawing,  varying  concentrations  (1  to  10  per 
cent)  of  saponin  or  sucrose  or  sonication  resulted 
in  lower  (up  to  40  per  cent)  total  folate  activity 
than  when  the  leukocytes  were  lysed  by  auto- 
claving. Thus  all  determinations  of  leukocyte 
folate  levels  were  made  on  leukocyte  suspensions 
autoclaved  in  ascorbate  and  phosphate  buffer 
(1:6  dilution)  at  230  C.  for  ten  minutes. 

Results 

Normal  subjects.  The  control  group  was  com- 
posed of  18  healthy  physicians  and  laboratory  tech- 
nicians ranging  in  age  from  eighteen  to  eighty-two 
with  a mean  age  of  thirty-three  years.  Mean 
leukocyte  folate  activity  was  433  nanograms  per 
lO^**  cells  with  a range  from  0 to  1,304  nanograms 
per  lO^'J  cells  (Table  I and  Fig.  1).  Three  normal 
subjects  had  unmeasurable  leukocyte  folate  levels, 
and  4 other  subjects  had  values  greater  than  600 
nanograms  per  10^"  cells.  The  possible  reasons  for 
this  wide  “normal”  range  are  unknown. 

Pregnancy.  Leukocyte  folate  concentration 
was  determined  in  27  pregnant  women  not  re- 
ceiving folic  acid  supplementation  to  their  diets. 
Mean  leukocyte  folate  concentration  was  552  nano- 
grams per  10“’  cells,  not  statistically  different  from 
the  normal  control  values  (Table  I and  Fig.  1). 
One  pregnant  woman  had  unmeasurable  levels, 
whereas  5 of  the  women  had  leukocyte  folate  con- 
centrations greater  than  600  nanograms  per  10“’ 
cells. 

Polycythemia  vera.  Ten  patients  (5  men  and  5 
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FIGURE  1.  Leukocyte  folate  activity  in  normal  subjects, 
pregnant  women,  patients  with  polycythemia  vera.  and 
various  types  of  leukemia. 


women)  with  polycythemia  vera  had  a mean 
leukocyte  folate  level  of  522  nanograms  per  10'° 
cells  (Table  I and  Fig.  1).  One  patient  had  unmea- 
surable levels  and  another  had  a very  high  value: 
2,459  nanograms  per  10'°  cells.  The  mean  value 
does  not  differ  from  the  mean  for  normal  subjects. 

Acute  myeloblastic  leukemia.  Leukocyte 
folate  concentration  was  determined  in  12  patients; 
in  10  prior  to  any  therapy,  and  in  2 whose  disease 
was  in  complete  remission  after  three  to  six  weeks 
of  cytosine  arabinoside  therapy,  100  mg.  per  square 
meter,  and  who  were  receiving  cytosine  arabinoside 
maintenance  therapy,  30  mg.  per  square  meter 
weekly  subcutaneously.  Mean  leukocyte  folate 
concentration  was  markedly  increased  (p  less  than 
0.01)  in  these  patients  (Table  II  and  Fig.  1).  Leu- 


Additional data  were  obtained  on  the  folate  content 
of  leukocytes  in  patients  with  various  types  of  leu- 
kemia. Mean  total  leukocyte  folate  concentrations 
were  found  to  be  significantly  increased  in  3 types  of 
leukemia.  It  would  seem  that  leukemic  white  blood 
cells  either  require  or  metabolize  more  folic  acid 
than  do  normal  celLs.  This  information  suggests  a 
rational  basis  for  using  folic  acid  antagonists  such  as 
methotrexate  to  treat  acute  leukemia. 


kocyte  folate  concentrations  in  9 of  the  10  untreat- 
ed patients  were  greater  than  600  nanograms  per 
10'°  cells,  but  in  1 of  the  2 patients  in  remission 
leukocyte  folate  was  normal  (395  nanograms  per 
10'°  cells).  There  was  a direct  relationship  be- 
tween the  percentage  of  blast  cells  in  the  peripheral 
blood  and  the  leukocyte  folate  level.  There  was  no 
correlation  between  the  total  peripheral  leukocyte 
count  and  the  leukocyte  folate  activity. 

Chronic  myelocytic  leukemia.  Thirteen  de- 
terminations of  leukocyte  folate  concentration  in  9 
patients  were  performed  (Table  HI  and  Fig.  1). 
In  6 patients  receiving  no  treatment,  leukocyte 
folate  levels  were  markedly  increased.  One  pa- 
tient (number  5)  had  a folate  concentration  of  97 
nanograms  per  10'°  leukocytes  while  receiving  di- 
bromomannitol  therapy,  150  mg.  daily  orally,  but 
this  level  rose  to  1,808  nanograms  per  10'°  cells  six 
weeks  after  cessation  of  the  drug.  The  total  pe- 
ripheral blood  leukocyte  count  in  this  patient  had 
only  risen  from  10,700  to  14,000  per  cubic  milli- 
meter during  this  period.  Another  patient  (num- 
ber 6)  had  a leukocyte  folate  concentration  of  356 


TABLE  II.  Hematologic  findings  and  leukocyte  folate  levels  in  12  patients  with  acute  myeloblastic  leukemia 

Leukocyte 


Hemo-  Peripheral  Per  Folate 

globin  Leukocyte  Cent  Nanograms 

Gm.  per  Hema-  Count  Blast  per  10*“ 


Patient 

Age 

Sex 

100  ml. 

tocrit 

per  mm.“ 

Cells 

Leukocytes 

Remarks 

1 

66 

M 

7.4 

26 

46,000 

8 

689 

Pretreatment 

2 

65 

F 

11.2 

34 

51,000 

1 

392 

Pretreatment 

3 

72 

M 

4.3 

16 

16 , 100 

20 

7,476 

Pretreatment 

4 

64 

M 

5.7 

19 

30,000 

23 

8,393 

Pi’etreatment 

5 

12 

M 

8.3 

25 

15,500 

7 

1,309 

Pretreatment 

6 

66 

M 

8.9 

32 

66,000 

4 

5,451 

Pretreatment 

7 

68 

F 

9.2 

34 

10,400 

0 

894 

Pretreatment,  history  of  sidero- 
achrestic anemia 

8 

53 

M 

9.6 

32 

3,900 

8 

857 

Pretreatment 

9 

73 

M 

7.4 

23 

40,000 

60 

9,302 

Pretreatment;  monomyelocytic 
leukemia 

10 

80 

F 

10.5 

32 

416,000 

42 

5,218 

Pretreatment;  monomyelocytic 
leukemia 

11 

35 

M 

16.2 

45 

8,900 

0 

395 

Complete  remission  with  cytosine 
arabinoside  therapy 

12 

64 

M 

9.3 

31 

8,900 

0 

973 

Complete  remission  with  cytosine 

arabinoside  therapy 

Mean  3,445 
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TABLE  III.  Hematologic  findings  and  leukocyte  folate  levels  in  9 patients  \with  chronic  myelocytic  leukemia 


Patient 

Age 

Sex 

Hemo- 
globin 
Gm.  per 
100  ml. 

Hema- 

tocrit 

Peripheral 
Leukocyte 
Count  per 
mm.^ 

Leukocyte 
Folate 
Nanograms 
per  10'“ 
Leukocytes 

Remarks 

1 

35 

M 

8,9 

24 

44,000 

1,391 

No  treatment 

2 

32 

M 

15.4 

46 

35,000 

2,893 

No  treatment 

3 

72 

F 

12.3 

38 

40,700 

1,565 

No  treatment 

4 

59 

F 

10.9 

34 

16,700 

692 

No  treatment 

5 

63 

F 

14.9 

45 

14,000 

1,808 

No  treatment 

2 

32 

M 

14.3 

45 

41,600 

1,696 

No  treatment 

6 

64 

F 

13.0 

39 

11,500 

356 

Busulfan  therapy 

5 

63 

F 

13.7 

42 

10,700 

97 

Dibromomannitol  therapy 

7 

54 

M 

13.5 

40 

49,300 

4,653 

Busulfan  therapy 

6 

64 

F 

12.6 

37 

48,000 

1,091 

Busulfan  therapy 

7 

54 

M 

7.5 

23 

49,700 

473 

Splenic  irradiation 

8 

72 

M 

6.0 

21 

9,820 

1,787 

Blastic  crisis;  patient 

receiving  cytosine  arabinoside 

and  BCNU* 

9 

63 

M 

8.2 

26 

21,650 

2,006 

Blastic  crisis;  busulfan 

therapy 

Mean  1,557 

* Methylglyoxal-bis-guanyl-hydrazone, 

TABLE  IV.  Hematologic  findings  and  leukocyte  folate  levels  in  8 patients  with  chronic  lymphocytic  leukemia 

Leukocyte 

Hemo- 

Peripheral 

Folate 

globin 

Leukocyte 

Nanograms 

Gm.  per 

Hema- 

Count 

per  10'“ 

Patient 

Age 

Sex 

100  ml. 

tocrit 

per  mm.^ 

Leukocytes 

Remarks 

1 

73 

M 

10.4 

30 

505,000 

308 

Patient  receiving  chlorambucil 

and  prednisone 

2 

68 

M 

10.0 

33 

246,000 

2,857 

No  treatment 

3 

78 

M 

13.7 

41 

28,000 

1,915 

No  treatment 

4 

84 

F 

10.7 

33 

141,000 

2,006 

No  treatment 

5 

78 

M 

15.7 

43 

28 , 700 

892 

No  treatment 

6 

65 

F 

14.9 

43 

75 , 200 

2,681 

No  treatment 

7 

70 

M 

13.4 

41 

51,000 

544 

No  treatment 

8 

72 

M 

6.18 

21 

60,200 

2,009 

No  treatment 

Mean 

1,651 

nanograms  per  10'*’  cells  while  receiving  2 mg. 
busulfan  daily,  but  the  concentration  increased  to 
1,091  nanograms  per  10'*’  cells  four  weeks  after  the 
dose  of  busulfan  was  halved.  Another  patient 
(number  7)  had  a tenfold  drop  in  leukocyte  folate 
level  (from  4,653  to  473  nanograms  per  10'*’  cells) 
following  splenic  irradiation  of  400  rads  in  4 di- 
vided doses  over  a two-week  period.  Leukocyte 
folate  concentration  in  2 patients  (numbers  8 and 
9)  with  chronic  myelocytic  leukemia  in  the  blastic 
phase  were  markedly  increased:  1,787  and  2,006 

nanograms  per  10'*’  cells.  Mean  white  blood  cell 
folate  activity  of  all  the  patients  with  chronic  my- 
elocytic leukemia  was  significantly  increased  over 
the  mean  value  for  the  controls  (p  less  than  0.01). 

Chronic  lymphocytic  leukemia.  Leukocyte 
folate  concentrations  were  measured  in  8 patients, 
7 of  whom  were  receiving  no  treatment  (Table  IV 
and  Fig.  1).  In  6 of  7 untreated  patients,  leuko- 
cyte folate  activity  was  increased  (p  less  than  0.01). 
There  was  no  correlation  between  the  total  pe- 


ripheral blood  leukocyte  count  and  the  leukocyte 
folate  concentration.  The  single  patient  who  was 
receiving  chlorambucil  4 mg.  daily,  and  pred- 
nisone, 15  mg.  daily,  had  a normal  leukocyte 
folate  concentration. 

Acute  lymphoblastic  leukemia.  Leukocyte 
folate  concentrations  were  measured  in  4 children 
with  this  disease.  Two  patients  were  in  complete 
hematologic  and  clinical  remission  and  were  re- 
ceiving 6-mercaptopurine,  90  mg.  per  square  meter 
daily,  and  methotrexate,  15  mg.  per  square  meter 
weekly,  as  maintenance  therapy.  Their  leuko- 
cyte folate  levels  were  0 and  400  nanograms  per 
10'*’  cells.  In  2 other  patients  whose  disease  was  in 
relapse  leukocyte  folate  levels  were  undetectable. 
One  of  these  patients  was  receiving  1-asparaginase 
and  the  other  a combination  of  vincristine,  dauno- 
rubicin,  and  prednisone. 

Comment 

Bethell  and  Swendseid*’  reported  folic  acid  activi- 
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ty  in  leukocytes  of  patients  with  leukemia  in  1946. 
In  1951  Swendseid,  Bethell,  and  Bird'^  reported  the 
concentrations  in  8 patients  with  acute  myelo- 
blastic  leukemia,  8 patients  with  chronic  myelo- 
cytic leukemia,  3 patients  with  lymphosarcoma, 
and  5 patients  with  chronic  lymphocytic  leukemia. 
The  mean  leukocyte  folate  concentrations  in  each 
group  of  patients  was  significantly  increased  (five- 
fold, twofold,  threefold,  and  halffold  respectively) 
over  the  mean  of  12  normal  subjects.  Neverthe- 
less, in  many  of  the  individual  patients  in  each 
group,  except  the  patients  with  acute  leukemia, 
the  values  were  in  the  normal  range.  In  several 
leukemic  patients  following  x-ray  therapy  to  the 
spleen,  the  leukocyte  folate  level  returned  to  nor- 
mal. 

Butterworth  et  aU  reported  3 patients  with 
chronic  myelocytic  leukemia  in  whom  leukocyte 
folate  levels  were  high.  Ellison  and  Hutchison’’ 
reported  the  total  citrovorum  factor  (folinic  acid) 
content  of  human  leukocytes.  This  activity  was 
normal  in  7 of  8 and  6 of  9 patients  respectively 
with  chronic  lymphocytic  and  chronic  myelocytic 
leukemia  in  relapse.  In  28  of  39  patients  with 
acute  leukemia  in  relapse,  leukocyte  folinic  acid 
was  elevated.  In  patients  in  complete  hematologic 
remission,  the  values  were  normal.  The  increased 
citrovorum  factor  activity  could  not  be  correlated 
with  the  percentage  of  blast  cells  in  the  peripheral 
blood.  O’Brien  and  Walsh®  reported  increased 
citrovorum  factor  levels  in  leukocytes  of  4 out  of  5 
patients  with  leukemia;  2 patients  had  chronic 
lymphocytic  leukemia  and  3 patients  had  acute 
myeloblastic  leukemia. 

Rao  et  al."'  reported  a twofold  increase  in  leuko- 
cyte folate  concentration  in  4 patients  with  acute 
leukemia.  Erythrocyte  folic  acid  levels  were  nor- 
mal, but  serum  folate  was  markedly  reduced  to  half 
normal.  Hoffbrand  and  Newcombe’’  studied  7 pa- 
tients with  leukemia,  3 with  chronic  lymphocytic, 
2 with  chronic  myelocytic,  and  2 with  acute  myelo- 
blastic leukemia. 

All  but  1 of  the  patients  with  chronic  myelocytic 
leukemia  had  elevated  leukocyte  folate  levels  (two 
to  five  times  normal). 

Some  of  the  metabolic  pathways  of  folic  acid 
metabolism  in  leukocytes  have  been  defined. 
Bertino  et  al.^  measured  formate  activating  en- 
zyme, methylene  tetrahydrofolic  dehydro- 

genase, serine  hydroxymethylase,  cyclohydrolase, 
dihydrofolic  reductase,  glucose-6-phosphate  de- 
hydrogenase, and  lactic  dehydrogenase  in  leuko- 
cytes. Dihydrofolic  reductase  was  increased 
thirtyfold  over  the  normal  in  10  patients  with 
chronic  myelocytic  leukemia  and  in  22  patients 
with  acute  leukemia  but  not  in  8 patients  with 
chronic  lymphocytic  leukemia. 

The  present  study  confirms  previous  observa- 
tions that  leukemic  leukocytes  contain  50  per  cent 
to  500  per  cent  more  total  folate  activity  than  do 
normal  leukocytes.- Although  leukocyte  folate 


is  increased  in  leukemia,  serum  folate  is  de- 
creased.^ 

Dihydrofolate  polyglutamates  in  the  diet  are 
converted  by  the  intestinal  conjugases  to  dihydro- 
folate monomer,  which  is  absorbed  and  taken  up 
by  the  liver  where  it  is  converted  to  tetrahydro- 
folate  by  dihydrofolate  reductase.  The  liver  then 
converts  the  tetrahydrofolate  to  N®  methyl  tetra- 
hydrofolate  which  is  the  form  in  which  folate  cir- 
culates in  the  plasma.  Lactobacillus  casei,  unlike 
Escherichia  coli,  is  able  to  utilize  N®  methyl  tetra- 
hydrofolate because  the  microorganism  contains 
methionine  synthetase.  Leukemic  leukocytes  may 
be  particularly  rich  in  methionine  synthetase  and 
may  thus  be  able  to  activate  the  plasma  N®  methyl 
tetrahydrofolate  to  get  it  into  the  cells  by  removing 
a methyl  group.  This  reaction  is  illustrated  as 
follows: 

N®  methyl  tetrahydrofolate  + homocystine 

tetrahydrofolate  + methionine 

This  reaction  is  enzymatically  mediated  by 
methionine  synthetase  and  requires  vitamin  B12  as 
cofactor.  The  preceding  suggestion  would  explain 
the  observations  in  acute  leukemia  of  low  serum 
folate,'*  increased  leukocyte  folate,-  ® and  increased 
leukocyte  vitamin  B12  levels. “ Perhaps  the  leu- 
kemic cell  needs  more  methionine  for  its  metabo- 
lism and  thus  synthesizes  more  methionine  syn- 
thetase. Direct  measurement  of  leukocyte  meth- 
ionine or  leukocyte  methionine  synthetase  might 
provide  an  answer  to  this  question. 

Other  leukocyte  enzymes  such  as  methy- 

lene tetrahydrofolate  dehydrogenase,  formate  ac- 
tivating enzyme,  and  several  folic  acid  coenzyme- 
dependent  enzymes  are  also  elevated  in  patients 
with  acute  leukemia.’  This  fact  seems  to  indicate 
a generalized  “hyperactive”  state  of  folate  metabo- 
lism. 

In  acute  myeloblastic  leukemia  correlation  was 
found  between  the  per  cent  of  blast  cells  in  the 
blood  and  the  leukocyte  folate  levels,  suggesting 
that  younger  cells  require  or  contain  more  folate 
for  their  metabolism.  This  suggestion  is  not  sup- 
ported by  the  finding  of  elevated  folate  levels  in 
patients  with  chronic  lymphocytic  leukemia  where 
leukocytes  are  older  than  normal  cells.  It  is  also 
possible  that  mature  lymphocytes  have  higher  fo- 
late levels  than  neutrophils. 

The  decrease  in  leukocyte  folate  concentration 
following  irradiation  previously  reported  by 
Swendseid,  Bethell,  and  Bird^  was  confirmed  in 
patient  number  7,  Table  III.  The  reason  for  this 
finding  is  not  clear.  It  is  also  unknown  why  pa- 
tients with  acute  leukemia  have  increased  leuko- 
cyte dihydrofolate  reductase  levels,  since  the  folate 
taken  up  by  leukocytes  from  plasma  and  metabo- 
lized within  the  white  blood  cells  is  already  in  the 
tetrahydrofolate  form. 

The  increased  concentration  of  total  leukocyte 
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folate  and  several  enzymes  in  folic  acid  metabolic 
pathways  provide  a rational  basis  for  the  use  of 
folic  acid  antagonists  in  the  treatment  of  acute  leu- 
kemia. Methotrexate  is  known  specifically  to  in- 
hibit the  reduction  of  folic  acid  to  tetrahydrofolic 
acid,  a step  mediated  by  dihydrofolate  reductase, 
one  of  the  enzymes  found  in  increased  quantities 
in  leukemic  leukocytes. 

Summary 

Mean  total  leukocyte  folate  concentrations  as 
measured  by  Lactobacillus  casei  microbiologic  as- 
say were  found  to  be  increased  eightfold  in  12  pa- 
tients with  acute  myeloblastic  leukemia,  fourfold 
in  9 patients  with  chronic  myelocytic  leukemia, 
and  fourfold  in  8 patients  with  chronic  lymphocytic 
leukemia.  It  is  postulated  that  leukemic  white 
blood  cells  either  require  or  metabolize  more  folic 
acid  than  do  normal  cells.  The  increased  con- 
centrations of  leukocyte  folate  and  several  enzymes 
in  folic  acid  metabolic  pathways  may  provide  a ra- 
tional basis  for  the  use  of  folic  acid  antagonists  in 
the  treatment  of  acute  leukemia. 
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CHROMOSOME  16 
HETEROLOGY 

Nonspecific  variation  in 
karyotype? 


The  possible  coexistence  of  chromosome  abnormal- 
ity and  disease  was  the  incentive  for  this  report  of 
heterologous  pairs  of  chromosome  16,  particularly 
in  their  relation  to  congenital  heart  disease.  Four 
groups  were  studied  corusisting  of  25  mongols  with 
heart  disease,  II  mongols  without  heart  disease,  10 
retardates  without  heart  disease,  and  9 normal  indi- 
viduals. Unmatched  pairs  of  chromosome  16  were 
found  in  all  groups  but  with  greater  frequency  in 
those  with  heart  disease  and  in  the  retardates.  This 
finding  suggests  that  consistent  heterology  may  in- 
dicate pathologic  variation. 


SALLY  KELLY.  Ph.D.,  M.D. 

Albany,  New  York 

RYDIA  ALMY 

Albany,  New  York 

From  the  Birth  Defects  Institute,  State  of 
New  York  Department  of  Health 

The  coincidence  of  unmatched  or  heterologous 
pairs  of  chromosome  16  in  congenital  malforma- 
tions,'”^ including  congenital  heart  disease, 
suggests  that  they  may  serve  as  “genetic  markers” 
in  affected  families.  Since  they  also  occur  in  the 
karyotypes  of  healthy  persons,  they  may  be  normal 
variants,  with  the  greatest  discrepancies  repre- 
senting one  end  of  a spectrum  of  chromosome  16 
heterology. We  add  confirmatory  data  to  the 
latter  interpretation  by  determining  the  relative 
frequency  of  unmatched  chromosome  16  homo- 
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FIGURE  1.  Distribution  of  unmatched  chromosome 
16  pairs  in  karyotypes  of  persons  with  and  without  heart 
disease. 


logues  in  groups  of  individuals  with  and  without 
heart  disease  and  who  may  be  at  different  risks  for 
the  heterology. 

Methods  and  materials 

Chromosome  16  pairs  were  examined  in  karyo- 
types from  the  following  55  persons,  aged  five  to 
twenty-seven  years:  25  mongols  with  heart  dis- 
ease, 11  mongols  without  heart  disease,  10  undif- 
ferentiated mental  retardates  without  heart  dis- 
ease, and  9 normal  adults  and  children.  The  heart 
disease  in  17  of  the  mongols  was  attributed  to  atri- 
al or  ventricular  septal  defects,  3 of  which  had 
been  confirmed  by  cardiac  catheterization.  The 
karyotypes  of  the  36  mongols  contained  trisomic 
G chromosomes;  in  2 with  heart  disease  the  extra 
chromosomes  were  carried  as  D/G  and  G/G  trans- 
locations. 

Five  or  more  karyotypes  from  each  person  were 
assembled  from  leukocyte  metaphases  prepared 
from  capillary  blood  microcultures,  photographed 
with  a Zeiss  Photoscope  on  Kodak  Plus  X Pan 
film,  and  enlarged  2,800  times. 

The  labeling  pattern  was  observed  in  autora- 
diographs of  the  leukocytes  exposed  to  1 microcurie 
per  milliliter  tritiated  thymidine  (specific  activity 
0.36  curies  per  millimole)  for  four  hours  before  mi- 
toses were  arrested. 


TABLE  I.  Degree  of  heterology  in  chromosome  16  pairs  in 
persons  with  and  without  heart  disease 

Per  Cent  of  Group  Average  Size 
with  Heterologous  Discrepancies 

. Pairs (mm.) 

>50  Largest 

>1  Per  Cent  Individu-  Group 
Group  Pair  Pairs  als  (a)  (b) 


Normal 

11 

<11 

1.4 

0.87 

Undifferentiated 

retardates 

56 

22 

3.4 

1.6 

Mongols 

45 

9 

2.4 

1.1 

Mongols  with 

heart  disease 

57 

31 

5.1 

1.7 
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The  pairs  were  identified  by  size  and  centromere 
position.  They  were  considered  unmatched  (he- 
terologous) if  the  sum  of  the  lengths  of  the  chroma- 
tids differed  from  one  another  by  more  than  1.6 
mm.,  when  measured  on  the  photographs  with  a 
planimeter  graduated  in  inch  (0.79  mm.).  Both 
the  frequency  of  unmatched  pairs  and  the  average 
size  discrepancy  were  considered  in  estimates  of 
the  degree  of  heterology. 

Results 

The  relative  frequencies  of  unmatched  chromo- 
some 16  homologues  differed  in  the  four  groups 
(Fig.  1).  Ninety  per  cent  of  the  homologues  in  the 
karyotypes  of  healthy  adults  and  children  were 
matched,  that  is,  had  discrepancies  of  1.6  mm. 
or  less. 

Unmatched  pairs  were  found  in  individuals  of 
all  the  groups,  including  at  least  one  unmatched 
pair  per  five  karyotypes  in  three  of  the  healthy 
adults  and  children.  Unmatched  pairs  were  more 
frequent,  however,  in  the  other  groups,  with  as 
many  as  half  unmatched  in  the  karyotypes  of  one 
third  of  the  mongols  with  heart  disease  (Table 
I).  All  the  pairs  were  unmatched  in  one  “free 
trisomy”  mongol  with  a ventricular  septal  defect 
(patient  A),  and  80  per  cent  were  unmatched  in  an 
undifferentiated  mental  retardate  (patient  B). 

The  maximum  discrepancy  in  single  pairs  of  the 
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FIGURE  2.  Partial  karyotypes  showing  unmatched 
chromosome  16  pairs  in  D/G  translocation  mongol 
with  atrial  septal  defect  (top);  mongol  with  ventricular 
septal  defect  (middle);  undifferentiated  retardate  without 
heart  disease  (lower). 
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FIGURE  3 Autoradiograph  of  partial  karyotypes  of  an  undifferentiated  retardate,  patient  B (top),  and  a normal  adult 
female  (bottom),  showing  similar  thymidine-labeling  patterns  of  chromosome  16  pair. 


2298  New  York  State  Journal  of  Medicine  / October  1 , 1971 


homologues,  8.7  mm.,  was  found  in  a D/G  trans- 
IcKation  mongol  with  an  atrial  septal  defect  (pa- 
tient C):  the  next  largest,  7.9  mm.,  occurred  in 
the  karyotype  of  patient  B.  The  largest  single 
discrepancy  in  the  healthy  adults  and  children 
was  4.7  mm. 

Mean  individual  discrepancies  were  calculated 
from  the  sum  of  all  the  discrepancies  in  an  indi- 
vidual’s karyotype  (Table  I).  The  two  largest 
(column  a)  occurred  in  patients  A and  B.  Mean 
group  discrepancies  were  obtained  from  the  sum 
of  the  mean  individual  discrepancies;  those  for  the 
mongols  with  heart  disease  and  the  undifferen- 
tiated mental  retardates  were  twice  that  of  the 
healthy  adults  and  children  (column  b). 

These  differences  in  mean  values  were  signifi- 
cant at  the  5 per  cent  level  (f  greater  than  2.04  and 
2.11,  respectively). 

Longer  arms,  rather  than  elongated  secondary 
constrictions,*^  or  short  long  arms  of  the  smaller 
homologue,'’*^  appeared  to  contribute  to  the  size 
of  the  unmatched  homologue,  which  in  some 
karyotypes  was  as  large  as  chromosome  12  (Fig. 
2).  Translocated  material  from  the  G group  chro- 
mosomes was  not  a likely  source  of  the  heterology, 
since  the  autoradiograph  pattern  of  the  heterolo- 
gous pairs  from  patient  B showed  the  same  heavy 
centromeric  labeling*^  and  homologue  asynchro- 
ny**^  as  did  homologous  pairs  in  autoradiographs 
of  karyotypes  from  a healthy  adult  (Fig.  3). 

Comment 

Our  data  concur  with  those  cited  in  a recent 
review  in  which  chromosome  16  heterology  was  not 
associated  with  a stable  phenotype.^  Our  finding 
of  more  unmatched  pairs  and  larger  discrepancies 
in  mongols  with  heart  disease  and  in  undifferen- 
tiated mental  retardates  than  in  two  other  groups, 
however,  suggests  that  consistent  heterology  may 
indicate  pathologic  variation.  Its  occurrence  here 
in  maximum  degree  in  an  individual  with  an  un- 
derlying chromosomal  defect  and  additional  struc- 
tural damage  may  be  relevant. 

The  origin  of  the  heterology  is  not  clear.  Our 
autoradiographic  evidence  suggests  that  structural 
change  may  be  responsible,  an  interpretation  fa- 
vored by  others. Alternatively,  a difference 
in  degree  of  coiling  is  an  attractive  explanation  for 
heterolc^,  especially  in  chromosomes  with  a pro- 


pensity for  variable  coiling  from  secondary  con- 
strictions, as  in  the  chromosome  16  pair. 

Summary 

Heterologous  chromosome  16  pairs  varied  in  fre- 
quency and  size  in  four  groups  of  persons  with  and 
without  congenital  heart  disease.  Greatest 
degrees  of  the  heterology  were  found,  in  decreasing 
order,  in  mongols  with  heart  disease,  undifferen- 
tiated retardates  without  heart  disease,  mongols 
without  heart  disease,  and  normal  adults  and  chil- 
dren. 

Although  it  appeared  to  be  unrelated  to  a spe- 
cific phenotype,  frequent  heterology  may  indicate 
extreme  variation  from  the  normal. 
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OF  NASAL  SEPTUM 
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Revision  or  secondary  surgery  of  the  nasal  sep- 
tum is  required  when  the  following  situations  pre- 
sent themselves,  usually  because  the  patient  has 
persistent  or  increasing  symptoms  for  which  he 
originally  sought  relief. 

Indications 

Inadequate  removal  of  deformed  septum. 

When  removal  of  a deformed  septum  is  inadequate, 
a small  amount  of  septal  cartilage  and/or  bone  is 
excised,  usually  from  the  central  area;  symptoms 
persist  when  the  major  deformity  remains.  This 
may  consist  of  a heavy  inferior  septal  ridge,  an 
impacting  posterior  choanal  spur,  or  perhaps  de- 
flection in  the  valve  area.  A surgeon  may  fear  this 
latter  area  particularly,  since  removal  of  cartilage 
here  may  cause  saddling  of  the  cartilaginous 
dorsum.  Another  common  possibility  for  secon- 
dary revision  occurs  when  the  central  part  of  the 
septum  has  been  removed,  but  a badly  deformed 
dorsal  and  caudal  strip  remains.  It  should  be 
noted  that  the  time-honored  technic  of  excising 
large  segments  of  septum,  provided  dorsal  and 
caudal  strips  are  preserved,  leaves  much  to  be  de- 
sired, particularly  when  the  primary  deformity  is 
in  these  areas. 

Excision  of  the  caudal  septal  cartilage.  The 

caudal  septal  cartilage  is  vital  to  breathing  and  the 
cosmetic  appearance  of  the  nose.  This  situation 
may  be  common,  since  the  anterior  and  caudal 
parts  of  the  septum  are  extremely  vulnerable  to 
trauma.  PTequently,  marked  deflection  and  frac- 
ture deformities  are  found  on  examination,  while 
the  remaining  posterior  septum  may  be  intact  and 
in  the  midline. 

I'reHfnled  at  the  H)4th  Annual  Meeting  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  New  York  ('ity,  Section  on  Oto- 
laryngology, February  II,  1970. 


Atrophy  of  septal  cartilage.  After  primary 
septal  surgery  and  bilateral  elevation  of  the  muco- 
perichondrial  flaps,  it  is  possible  to  have  atrophy  of 
the  patient’s  septal  cartilage.  This  is  particularly 
true  should  the  patient  have  inadequate  postop- 
erative intranasal  dressings  for  too  short  a period 
of  time.  It  is  of  extreme  importance  when  there 
has  been  a substantial  accumulation  of  serosan- 
guineous  secretion  intraseptally,  which  has  delayed 
the  mucoperichondrium  from  supplying  nourish- 
ment to  the  cartilage.  Cartilage  is  fastidious  and 
may  atrophy  or  lyze  quickly,  and  we  are  all  well  ac- 
quainted with  the  rapid  devastation  of  septal 
cartilage  from  hematoma. 

Infection  may  also  cause  damage  to  the  septum 
and  may  range  from  atrophy  to  complete  lysis. 
Occasionally,  this  is  seen  as  a complication  of 
septal  surgery,  and  the  result  of  any  septal  surgical 
technic  is  poor  when  this  occurs. 

Extensive  removal  of  septum.  Occasionally, 
exploratory  surgery  reveals  near-total  excision  of 
the  septum,  with  only  a narrow  dorsal  strip  re- 
maining. This  situation  presents  the  least  auspi- 
cious prognosis  for  revision  septal  surgery.  It  is  in- 
teresting that  palpation  of  a preoperative,  anesthe- 
tized septum  frequently  will  fail  to  reveal  the 
quantity  and  quality  of  remaining  cartilage  and 
bone.  This  important  question  may  be  answered 
only  by  exploratory  surgery. 

Postoperative  perforations  of  septum.  Al- 
though this  report  does  not  include  a discussion  of 
closure  of  postoperative  septal  perforations,  the 
procedure  cannot  be  managed  without  doing  re- 
vision surgery  of  the  septum. 

Handling  of  problems 

Success  in  revision  surgery  of  the  septum  de- 
pends on  which  of  these  situations  is  present  and  to 
what  degree.  It  is  also  possible  to  have  multiple 
situations  in  the  same  patient.  Proper  diagnosis 
and  evaluation  of  the  problem  offer  the  surgeon  a 
better  opportunity  to  prognosticate  the  patient’s 
chance  for  improvement. 

The  initial  problem  of  inadequate  septal  removal 
may  offer  the  most  promise,  particularly  when  ex- 
ploration reveals  that  a large  part  of  the  septal 
cartilage  and  bone  remains.  Autogenous  tissue, 
the  patient’s  own  cartilage  and  bone,  is  the  most 
outstanding  material  to  use  for  septal  reconstruc- 
tion. It  has  been  believed  that  autogenous  septal 
cartilage  is  absorbed  when  transplanted  in  the  sep- 
tum, but  this  is  not  true.  When  stabilized  properly 
and  with  satisfactory  nourishment  supplied  by 
mucoperichondrial  flaps,  these  grafts  are  accepted 
very  well  and  serve  to  accomplish  improved  results. 

Should  the  deformity  be  localized  in  the  dorsum 
or  the  caudal  end  of  the  septum,  appropriate  re- 
constructive surgery  should  be  attempted.  If  this 
fails,  the  deformity  should  be  removed  and  recon- 
structed hopefully,  with  autogenous  replacement.' 
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Better  results  are  possible  in  secondary  revision  sur- 
gery of  the  nasal  septum  if  primary  radical-excision- 
al  submucous  surgery  has  not  been  performed. 
Conservative  reconstructive  technics  are  the  pro- 
cedures of  choice.  The  best  material  for  septal  re- 
construction is  autogenous  tissue.  Substitute  ma- 
terials have  generally  been  disappointing.  Sur- 
gical technics  are  reviewed,  and  the  potential  sur- 
gical hazard  of  cartilaginous  atrophy  is  stressed. 


The  patient  with  septal-caudal  excision,  like- 
wise, oilers  a favorable  prognosis.  If  posterior 
cartilage  is  present,  a suitable  piece  can  be  re- 
moved and  transplanted  to  this  vital  caudal  area. 
This  is  of  great  importance,  since,  if  it  is  not  done, 
the  patient  will  persist  in  functional  difficulties  and 
also  exhibit  deformity  of  the  lobule,  the  cartilagi- 
nous dorsum,  and  the  valve  area. 

Atrophy  of  cartilage  presents  a special  problem. 
Tbe  degree  of  atrophy  may  not  be  determined  pre- 
operatively,  since  intraseptal  scarring  may  be  as- 
sociated with  this  finding.  If  atrophy  is  found  to 
be  of  a mild  degree,  the  cartilage  may  be  utilized  in 
reconstruction.  If  atrophy  is  more  marked,  oc- 
casionally two  pieces  of  atrophic  cartilage  may  be 
sutured  together  to  gain  improved  stability. 

It  is  indeed  fortunate  when  all  the  cartilage  does 
not  have  the  same  degree  of  atrophy.  Should  one 
find  a caudal  piece  of  poor  atrophic  cartilage,  this 
may  be  excised  and  a better  piece  of  posterior 
autogenous  cartilage  transplanted  in  its  place. 

When  the  entire  cartilage  is  atrophic  or  lyzed  so 
that  it  is  worthless,  it  must  be  removed  and  auto- 
genous septal  bone  used  in  the  excised  area.  Car- 
tilage is  preferred  to  bone  in  the  caudal  area  adja- 
cent to  the  membranous  septum;  but  when  this  is 
impossible,  autogenous  vomer  or  ethmoidal  plate 
is  the  next  best  choice. 

In  addition  to  the  caudal  area  the  anterior  sep- 
tum and  the  dorsum  are  most  important  in  revising 
the  septum;  the  posterior  area  is  probably  the  least 
important  and,  by  choice,  may  be  left  as  a mem- 
branous structure. 

Extensive  removal  of  the  septum  is  the  most  dis- 
appointing case  for  the  surgeon  to  revise.  First, 
after  completing  exploration  of  the  septal  space,  it 
is  upsetting  to  find  little  or  none  of  the  septum  re- 
maining. Second,  although  the  exploration  of  the 
septum  is  feasible  in  this  situation,  with  preserva- 
tion of  intact  septal  flaps,  the  surgeon  is  now  faced 
with  the  necessity  of  using  tissue  or  material  other 
than  the  patient’s. 

A list  of  substitutes,  which  have  generally  been 
disappointing  because  of  their  shortcomings,  is  as 
follows: 

Homologous  human  septal  bone  and  cartilage 
are  absorbed  but  in  the  process  are  replaced  by 
fibrous  tissue.  By  repeated  procedures  the  septum 
can  be  improved. 

Lyophilized  bovine  cartilage  and  bone  cause  the 
septal  membranes  to  become  very  thick  and  stiff. 
This  material  has  been  discarded  as  a substitute 
because  of  the  high  incidence  of  infection  when 
used. 

Teflon  sheeting  is  poorly  tolerated  in  the  intra- 
septal space  and  is  universally  extruded. 

Silastic  sheeting  is  nonreactive  and  well  toler- 
ated but  is  very  soft  and  so  does  not  offer  firm  sup- 
port. Because  it  is  nonreactive,  the  sheeting  tends 


to  move  about  in  the  intraseptal  space,  and  it  may 
extrude  through  the  columella;  therefore,  it  should 
be  perforated  when  used  to  aid  in  stabilization,  but 
this  makes  the  sheeting  even  less  supportive. 

Siliconized  Dacron  mesh  is  well  accepted  but  has 
the  consistency  of  cloth.  Although  it  offers  little 
support,  it  can  be  helpful  as  an  interim  implant  to 
deter  marked  postoperative  septal  scarring,  re- 
traction, and  saddling  of  the  dorsum. 

Surgical  technics 

A hemitransfixion  incision  is  used,  so  that  one 
septal  flap  remains  intact  with  the  membranous 
septum  and  columella.  This  is  helpful  should  it  be 
necessary  to  transplant  a piece  of  cartilage  to  the 
caudal  area.  It  is  next  to  impossible  to  do  this 
when  a total  transfixion  has  been  done. 

Initial  exploratory  attack  can  be  made  along  the 
floor  or  high  under  the  vault,  which  is  usually  vir- 
gin. This  gives  the  operator  the  opportunity  to 
begin  his  dissection  in  the  proper  plane.  The  sep- 
tal flaps  usually  can  be  separated  with  facility. 
K laceration  occurs,  it  should  be  recognized,  not 
made  larger,  and  subsequently  repaired.  If  an  in- 
tact membrane  is  adjacent  to  a lacerated  mem- 
brane, this  does  not  guarantee  against  subsequent 
postoperative  septal  perforation;  conversely,  if  the 
laceration  is  not  approximating  well,  it  most  likely 
will  perforate. 2 

Intranasal  suturing  must  be  mastered  if  one  is 
to  do  revision  surgery  of  the  septum.  The  suturing 
may  be  done  so  that  the  knot  is  placed  intranasally 
or  intraseptally,  preferably  the  latter.  If  possible, 
a piece  of  bone  is  placed  intraseptally  along  the 
suture  line  to  aid  in  healing.  Another  basic  princi- 
ple in  intranasal  suturing  is  that  the  knot  must  be 
brought  down  to  the  approximating  line  before  it 
is  set.  Failure  to  do  this  will  result  in  the  suture 
tearing  through  the  membrane.  A smooth  earring 
curet  may  be  used  to  deliver  the  knot  to  its  proper 
place,  but  usually  it  can  be  done  with  a needle 
holder  or  hemostat. 

Autogenous  septal  bone  is  good  material  for  sec- 
ondary reconstruction  and  is  accepted  well. 
Should  a heavy  spur  or  thick  ethmoidal  plate  be 
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removed,  it  can  be  crushed,  straightened,  thinned, 
and  replaced  intraseptally  for  reconstruction.  It 
does  not  have  the  same  risks  relative  to  atrophy 
and  absorption  as  does  the  septal  cartilage.  Al- 
though it  can  be  used  as  replacement  for  the  caudal 
area,  here  the  ideal  material  is  the  patient’s  own 
septal  cartilage. 

When  only  the  caudal  deformity  is  excised  and 
the  residual  septum  remains,  usually  a good  piece 
of  posterior  cartilage  is  available  for  transplanta- 
tion. After  a suitable  model  is  made  of  correct 
size  with  sterile  wood,  x-ray  film,  or  Teflon,  the  new 
autogenous  piece  of  cartilage  is  secured  by  using 
stabilizing  sutures  through  the  lobular  dome  and 
the  base  of  the  columella.  It  then  can  be  basted  to 
the  intact  septal  membrane.  Further  stabilization 
of  the  graft  is  maintained  with  intranasal  dress- 
ings, supported  with  Teflon  splints  and,  occa- 
sionally, with  the  use  of  postoperative  intraseptal 
suction  for  twenty-four  hours.  When  mucoperi- 
chondrium  is  adjacent  to  the  cartilage  so  that  it 
can  supply  immediate  and  sustained  nutrition, 
the  graft  will  likely  be  viable,  supportive,  and  well 
tolerated. 

Marked  deformity  along  the  septal  dorsum  and/ 
or  involvement  of  the  upper  lateral  cartilages  must 
be  revised  of  their  deflections.  This  may  be  done 
by  incisional-reconstructive  or  excisional  technics. 
Should  it  be  mandatory  to  do  the  latter,  the  excised 
portion  must  be  replaced.  A piece  of  septal  eth- 
moidal plate  is  ideal  for  this  purpose.  Two  small 
burr  holes  are  placed  at  the  margin  of  the  bone  by 
turning  the  point  of  a number  11  Bard  Parker 
blade.  This  is  necessary  since  attempts  at  passing 
a needle  through  the  thin  bone  usually  cause  it  to 
fracture.  Guide  sutures  then  are  tied  through 
these  holes  and  are  directed  through  the  dorsum  at 
the  other  end  into  proper  position  with  straight 
Keith  needles.  This  is  done  easily  through  the 
cartilaginous  dorsum.  If  it  is  necessary  to  place 
one  through  the  bony  dorsum,  a medial  intraseptal 
osteotomy  is  performed  first  with  a 7-mm.  chisel, 
and  the  needle  then  passes  through  the  opening 
without  difficulty.  The  sutures  are  left  until  the 
reconstructive  procedures  are  completed  below,  or 
they  may  be  secured  externally  and  cut  on  the  first 
day  of  complete  dressing.  A piece  of  bone  properly 
placed  here  pays  big  dividends  relative  to  the  nasal 
dorsum. 

One  of  the  most  helpful  sutures  used  in  septal 
reconstruction  is  that  suggested  by  Wright.-^  Car- 
tilage does  not  heal  to  cartilage,  and  each  piece 
ultimately  is  contained  in  its  own  envelope  of 
mucoperichondrium.  When  we  attempt  to  suture 
pieces  of  cartilage  with  simple  approximating  su- 
tures, the  edges  usually  override.  Running  the  su- 
ture between  the  approximating  edges  of  cartilage 
as  well  as  continuing  it  as  an  approximating  stitch 
prohibit  the  edges  from  overlapping.  This  makes 


for  a finer  joining  of  the  cartilaginous  segments. 
It  also  can  be  stabilized  better  if  the  suturing  is 
incorporated  with  one  septal  flap. 

Oxytetracycline  (Terramycin)-impregnated  Nu- 
gauze  is  used  for  intranasal  dressing.  The  risk 
of  postoperative  infection  is  minimized  by  its  use, 
and  avoidance  of  tbe  usual  nauseating  odors  is  ap- 
preciated by  the  patient.  On  occasion,  this 
dressing  has  been  left  intranasally  for  ten  days  with 
minimal  discomfort.  The  dressing  is  placed  before 
the  reconstructive  pieces  are  put  into  position, 
because  it  serves  to  bold  the  bone  and  cartilage 
where  they  have  been  introduced  intraseptally. 
An  intranasal  dressing  may  also  be  utilized  to  ap- 
proximate a laceration  and  may  obviate  the  need 
of  suturing  the  tear. 

The  septum  is  further  stabilized  with  Teflon 
splints,  which  support  the  septum  in  the  midline 
until  healing  makes  it  secure.  A number  3-0  nylon 
suture  is  placed  completely  through  the  “sand- 
wich” of  splints,  septal  membranes,  and  recon- 
structed septum  for  further  stability.  Care  must 
be  taken  not  to  snub  up  tbe  suture  too  tightly  to 
avoid  pressure  necrosis  which  may  follow  flap 
swelling.  These  splints  likewise  are  well  tolerated 
and  may  be  left  up  to  two  weeks,  if  necessary.  Tbe 
average  time  is  one  week. 

Summary 

Secondary  revision  surgery  of  the  septum  reveals 
that  better  results  are  possible  when  primary  rad- 
ical-excisional  submucous  surgery  has  not  been 
performed.  Conservative  reconstructive  technics 
are  the  procedures  of  choice. 

Many  of  the  situations  and  surgical  concepts  of 
revision  surgery  also  have  a definite  place  in  pri- 
mary surgery  of  the  septum.  Vital  areas  such  as 
the  dorsum,  valve  areas,  and  the  caudal  end  should 
be  revised  and  reconstructed  if  possible;  if  not,  they 
should  be  removed  and  replaced  with  autogenous 
material.  The  optimum  time  is  when  antogenous 
material  is  available.  When  performed  properly 
with  meticulous  postoperative  care,  the  results  are 
gratifying. 

Finally,  cartilaginous  septal  atrophy  must  be 
recognized  as  a potential  surgical  hazard.  This 
complication  may  be  avoided  if  we  realize  its  pos- 
sibility, and,  should  it  occur,  the  next  best  avail- 
able functional  replacement  must  be  utilized. 
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QUESTION  95.  What  is  the  rhythm  (lead  II)? 


► 


has  been  given?  Why  do  the  top  and  bottom  strips  differ? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  95.  The  first  two  beats  are  sinus 
rhythm  with  a QRS  duration  of  0.1  second.  The 
third  P wave  is  followed  by  an  aberrantly  conducted 
QRS  complex;  the  fourth,  fifth,  and  sixth  P waves 
are  followed  by  similarly  aberrant  QRS  complexes. 
Note  that  these  four  beats  have  short  P-R  intervals 
and  that  the  QRS  duration  is  0.14  second.  The 
configuration  of  these  four  aberrant  beats  varies. 
The  variable  configuration  suggests  that  these  are 
fusion  beats  and  that  the  ventricle  is  being  acti- 
vated from  its  usual  supraventricular  focus  as  well 
as  from  a low  idioventricular  focus.  Those  beats 
with  the  shorter  P-R  intervals  have  the  most  aber- 
rant QRS  complex,  because  the  idioventricular 
focus  controls  a larger  proportion  of  ventricular 
depolarization.  The  seventh,  eighth,  and  ninth  P 
waves  are  conducted  similarly  to  the  first  two.  The 
Q-T  interval  is  0.44  second,  which  at  a rate  of  66 


is  slightly  prolonged.  The  prolongation  of  the  Q-T 
interval  may  be  a result  of  quinidine  therapy  or 
myocardial  disease,  although  hypocalcemia  can 
cause  similar  prolongation. 

Question  96.  In  the  top  strip  a P wave  precedes 
each  ventricular  depolarization.  There  is  a pace- 
maker spike  superimposed  on  each  ventricular  de- 
polarization wave.  This  is  the  characteristic  elec- 
trocardiographic appearance  of  a ventricular  syn- 
chronous pacemaker.  In  the  bottom  strip  after  the 
first  beat  the  atrial  rate  was  slowed  by  carotid  sinus 
massage.  The  pacemaker  then  assumed  control 
of  ventricular  activity,  acting  as  a demand  pace- 
maker at  a rate  of  72  beats  per  minute.  The  ven- 
tricular synchronous  pacemaker  was  designed  to 
discharge  on  the  R wave  when  the  patient’s  in- 
trinsic rate  is  adequate.  In  this  way,  no  pacemaker 
spike  can  fall  on  the  T wave,  which  theoretically 
may  trigger  an  arrhythmia.  When  the  ventricular 
rate  slows  below  a predetermined  level,  the  pace- 
maker acts  as  a fixed-rate  pacemaker,  and  the 
pacemaker  discharge  initiates  ventricular  depolar- 
ization. 
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The  presentation  of  scientific  studies  in  the  form 
of  an  exhibit  at  a medical  meeting  is  a typical 
American  institution.  This  form  of  scientific  ex- 
hibit was  pioneered  by  the  AMA  (American  Medi- 
cal Association)  and  great  credit  is  owed  to  Thomas 
Hull,  M.D.,  who  for  many  years  chaperoned  these 
exhibits  and  brought  them  to  today’s  high  stan- 
dards. 

Foreign  visitors  to  the  AMA  meetings  are  always 
amazed  at  the  wealth  of  information  made  avail- 
able and  the  value  of  such  data  as  a teaching  tool. 
These  exhibits  also  offer  the  visitor  an  opportunity 
to  obtain  firsthand  knowledge  through  personal 
contact  with  leaders  in  their  fields. 

But  not  everybody  can  arrange  to  go  to  the  AMA 
annual  meetings,  and  for  this  reason  the  highlights 
of  this  year’s  exhibits,  as  they  pertain  to  drug 
therapy,  presented  at  the  meeting  in  Atlantic  City, 
have  been  compiled  in  condensed  form.  If  more 
information  is  desired,  descriptive  brochures  may, 
in  many  instances,  be  obtained  by  writing  direct- 
ly to  the  exhibitor  whose  affiliation  is  listed  with 
his  name. 

With  the  constant  progress  in  the  diagnosis  and 
treatment  of  disease,  it  is  not  easy  for  the  physi- 
cian to  keep  up-to-date  on  all  new  developments. 
The  need  for  postgraduate  education  is,  therefore, 
ever  present.  For  a number  of  years  the  American 
College  of  Physicians  has  made  available  to  its 
members  a postgraduate  lecture  series  on  a region- 
al basis  which  is  well  attended.  In  addition,  its 
self-help  checking  computer  program  has  found 
wide  acceptance  with  members  of  the  College. 

In  a special  exhibit,  T.  W.  Johnson,  M.D.,  pre- 
sented the  extent  of  a program  on  education  in 
family  practice  conducted  by  the  American  Acad- 
emy of  General  Practice  in  Kansas  City,  Mis- 
souri. This  program,  in  which  over  600  physicians 
have  enrolled,  is  concerned  with  problems  arising 
in  general  practice.  Lectures  are  given  at  com- 


munity hospitals  and  university  centers.  There  is 
a great  need  for  more  general  practitioners,  and  it 
is  the  hope  of  the  Academy  of  General  Practice 
that  many  physicians  can  be  convinced  that  a 
broad  scope  of  medical  practice  offers  special  re- 
wards which  cannot  be  duplicated  by  limiting  a 
practice  to  a specialty. 


Analgesia  and  anesthesia 

Zauder,  H.  L.,  and  Nichols,  R.  J.,  Jr.  Unsupplemented 
ketamine  anesthesia,  University  of  Texas  Medical 
School  at  San  Antonio,  San  Antonio,  Texas. 

An  evaluation  was  made  of  278  procedures  in  200  pa- 
tients using  ketamine  ([Ketajectj-Bristol)  either  intra- 
venously or  intramuscularly  as  the  sole  agent. 

The  times  of  onset  of  anesthesia  in  260  procedures  with 
intravenous  ketamine  were  as  follows: 


Number  of  Procedures 

Time  in  Seconds 

3 

<15 

26 

30  to  44 

91 

45  to  59 

76 

60  to  89 

64 

>90  to  299 

The  duration  of  anesthesia  after  initial  dose  in  245 

procedures  was  as  follows: 

Number  of  Procedures 

Time  in  Minutes 

42 

5 

98 

5 to  9 

67 

10  to  14 

28 

15  to  19 

10 

20  to  29 

The  duration  of  operation 

in  278  procedures  was  re- 

ported  as  follows: 

Number  of  Procedures 

Time  in  Minutes 

29 

1 to  14 

26 

15  to  19 

57 

20  to  29 

61 

30  to  44 

36 

45  to  59 

46 

60  to  89 

25 

90  to  300 

Three  to  7 doses  of  ketamine  were  given  to  62.2  per 

cent  of  the  patients. 

Huber,  F.  C.,  Jr.;  Ketamine-yes-no-maybe,  University 

of  Alabama,  Birmingham,  Alabama. 

Indications 

Not  Recommended  in 

Burn  patients:  best 

Hepatorenal  failure;  drug 

homeostasis 

metabolized  by  liver 
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Induction  in  uncontrolled 
bleeding;  supports  car- 
diovascular system 
Somatic  pain  in  children; 
almost  free  of  adverse 
effects 

Ear,  eye,  face  surgery: 
no  endotracheal  tube 
X-ray  studies  and  therapy: 
no  orthostatic  hypo- 
tension 


Hypertensive  and  thyro- 
toxic patients;  may 
cause  crisis 

Heavy  alcohol  and  drug 
users;  tend  to  exper- 
ience delirium 
Visceral  pain:  another 

agent  needed  for  vis- 
ceral compound 
Upper-respiratory  illness: 
may  cause  paroxysmal 
coughing 


Possible  Uses 

Induction:  Asthmatic,  hypotensive,  allergic 

patients 

Maintenance:  Cardiac  catheterization,  fracture 

reduction,  plastic  surgery,  den- 
tal surgery 

Adjunct:  With  nitrous  oxide,  relaxant,  anal- 
gesic, supports  vital  systems; 

with  regional  anesthetic  agents, 
rapid  onset,  supports  blood  pres- 
sure, analgesic 


Moore,  D.  C.,  Bridenbaugh,  L.  D.,  Bridenbaugh,  P.  O., 
and  Thompson,  G.  E.:  Experience  with  bupivacaine 

in  2,077  surgical  and  obstetric  patients.  The  Mason 
Clinic,  Seattle,  Washington. 

Bupivacaine  was  used  in  various  concentrations  de- 
pending on  the  requirement  of  the  procedure  in  caudal, 
epidural,  and  peripheral  nerve  blocks.  Anesthesia  was 
induced  for  procedures  on  the  abdominal  wall,  upper 
and  lower  extremity,  head  and  neck,  upper  and  lower 
intra-abdominal  region,  and  obstetric  procedures, 
both  cesarean  and  vaginal.  Administration  was  made 
with  and  without  epinephrine.  With  0.25  and  0.5  per 
cent  bupivacaine,  onset  of  anesthesia  varied  from  four 
to  ten  minutes,  and  the  maximum  was  reached  within 
fifteen  to  thirty  minutes;  the  0.75  per  cent  solution  acted 
slightly  more  rapidly.  No  complications  related  to  the 
drug  were  observed.  In  23  patients  (1.1  per  cent)  an- 
esthesia was  unsatisfactory.  Hypotension  occurred  as 
follows:  epidural  block,  39.9  per  cent;  celiac  plexus 
blocks,  50  per  cent;  and  caudal  blocks,  7 per  cent.  Dura- 
tion of  anesthesia  was  two  to  three  times  that  of  lidocaine 
or  mepivacaine  and  20  to  30  per  cent  longer  than  that  of 
tetracaine.  There  was  a prolonged  period  of  analgesia 
which  followed  return  of  sensation  after  caudal  block 
used  for  perineal  operation. 


Niswander,  K.  R.:  Effect  of  diazepam  on  meperidine 
requirements  during  labor.  University  of  California 
at  Davis,  Davis,  California. 

I'he  purpose  of  this  study  was  to  determine  whether 
the  tranquilizer,  diazepam,  can  reduce  the  dose  of 
meperidine  for  obstetric  analgesia  and  to  record  its  ef- 
fect on  the  newborn.  Ninety-four  patients  received  dia- 
zepam intravenously  in  doses  up  to  20  mg.,  and  95  pa- 
tients received  a placebo  under  double-blind  procedures. 
Sixty-two  per  cent  of  the  patients  receiving  diazepam 
did  not  require  meperidine,  and  in  others  the  dose  of 
meperidine  was  significantly  reduced.  Diazepam  was 
well  tolerated  by  both  mother  and  infant.  There  were 
no  statistically  significant  differences  in  Apgar  scores 
at  birth. 


Antibiotics 

Smith,  E.  B.;  Intraperitoneal  cephalothin  as  adjuvant 
therapy  in  peritonitis,  St.  Francis  General  Hospital, 
Pittsburgh,  Pennsylvania. 

After  producing  peritonitis  by  various  methods  in  22 
dogs,  cephalothin  sodium  was  administered  in  doses  of 
2 to  4 Gm.  in  various  manners. 


Number  of  Responses 


Routes  of  Antibiotic 

Number  of 

Satis- 

Unsatis- 

Administration 

Animals 

factory 

factory 

Intraperitoneal 

12 

11 

1 

Intravenous 

2 

Intramuscular  and 

intravenous 

7 

8 

2 

Intramuscular 

1 

Totals 

22 

19 

3 

During  a five-year  period  52  patients  with  generalized 
peritonitis  due  to  various  causes  of  six  to  forty  hours’ 
duration  received  cephalothin  intraperitoneally  as  ad- 
juvant therapy  following  surgery.  The  method  of  ad- 
ministration is  described  in  the  exhibit  folder.  Satis- 
factory recovery  was  achieved  in  47  patients  (90.4  per 
cent);  5 patients  died. 

Thompson,  J.  J.,  and  Stalter,  W.:  Therapy  of  pelvic  in- 
fections with  cephalosporins,  Miami  Valley  Hospital, 
Dayton,  Ohio. 

This  exhibit  displays  the  results  obtained  with  com- 
bined administration  of  two  semisynthetic  cephalospo- 
rins, cephalothin  and  cephaloridine,  in  61  patients  with 
salpingitis  and  39  patients  with  septic  abortion.  Ap- 
propriate laboratory  and  bacteriologic  tests  were  made 
in  all  patients.  Initial  treatment  was  4 Gm.  of  cephalo- 
sporin given  intravenously,  followed  by  2 Gm.  of 
cephalothin  intravenously  at  six-hour  intervals  until 
the  temperature  remained  normal  for  twenty-four  hours. 
Additional  antibiotic  agents  were  given  as  required. 
Of  the  patients  with  acute  salpingitis  96.7  per  cent  re- 
sponded satisfactorily,  and  34  patients  with  salpingitis 
and  gonorrhea  responded  successfully.  In  patients  with 
septic  abortion  the  cephalosporin  regimen  produced  a 
satisfactory  result  in  36  of  39  patients  (92.3  per  cent). 
Most  patients  in  this  series  became  afebrile  within  six 
days. 

Alcoholism 

Lowenstam,  I.;  Treatment  of  alcoholic  withdrawal  in  the 
chronic  alcoholic  patient.  Veterans  Administration 
Hospital,  Los  Angeles,  California. 

Drug  therapy  for  withdrawal  from  alcoholism  has  al- 
ways been  difficult.  Any  advance  in  therapy  is  welcome. 
There  are  more  than  7 million  alcoholic  persons  and 
another  4 million  problem  drinkers  in  tbe  United  States. 
This  investigation  was  undertaken  to  compare  the  effi- 
cacy and  safety  of  mesoridazine  (29  patients)  and  chlor- 
diazepoxide  (26  patients)  in  the  treatment  of  newly  ad- 
mitted alcoholic  patients  in  the  withdrawal  phase. 
Double-blind  conditions  were  maintained  throughout 
the  experiment.  Duration  of  therapy  was  from  sixty  to 
sixty-two  days.  A 16-symptom  rating  scale  was  used  to 
record  the  results  of  therapy,  and  the  global  response  in- 
dicated the  following: 
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Chlordiaze- 


Rating  Mesoridazine  poxide 

Excellent*  20  2 

Go(xl  5 9 

Fair  4 12 

Poor  0 3 

Totals  29  26 

‘Complete  remission. 


Mesoridazine  brought  about  special  improvement  in 
anxiety,  depression,  tension,  work  and  social  improve- 
ment, psychomotor  retardation,  agitation,  guilt  feel- 
ings, initiative,  somatic  complaints,  and  cooperative- 
ness. 

Ataraxia 

Maurer,  A.  S.:  Management  of  emotional  disturbances 
in  the  elderly.  A program  in  complete  health  care, 
Hopedale  Medical  Complex,  Hopedale,  Illinois. 

Thioridazine  was  evaluated  for  relief  of  agitated,  an- 
xious, and  depressive  states  in  geriatric  patients  (12 
men  and  15  women)  with  an  average  age  of  80.4  years. 
The  usual  daily  dose  of  thioridazine  was  25  mg.  three 
times  daily  ranging  from  24  mg.  to  200  mg.  daily.  The 
following  changes  in  the  severity  of  symptoms  were  ob- 
tained within  twelve  days: 


Symptoms 

Average  Severity' 
Pretreat- 
ment Day  12 

Anxiety  tension 

2.7 

1.2 

Agitation 

3.2 

1.2 

Restlessness 

3.2 

1.3 

Depressive  mood 

2.4 

1.6 

Insomnia 

2.8 

1.1 

Poor  eating  habits 

2.8 

1.3 

Psychosomatic  complaints 
(occurred  in  1 patient  only) 

2.0 

2.0 

‘Scoring  method:  1,  normal;  2,  mild;  3,  moderate. 

By  the  third  day  dramatic  improvement  was  observed 
in  all  6 of  7 symptoms. 

Bunney,  W.  E.,  Jr.,  and  Levine,  J.:  Lithium  carbonate 
in  psychiatry.  National  Institute  of  Mental  Health, 
Chevy  Chase,  Maryland. 

This  exhibit  is  supported  by  a worth-while  brochure 
published  by  the  National  Institute  of  Mental  Health 
and  reviews  the  use  of  lithium  carbonate  in  manic  states, 
depression,  and  in  prophylaxis  of  recurrent  mood  dis- 
orders. Dosage  schedules  and  precautions  are  fully  ex- 
plained as  well  as  the  metabolism  of  the  drug.  Clini- 
cal experience  shows  that  lithium  therapy  can  be  con- 
sidered for  patients  with  concomitant  kidney  or  cardio- 
vascular disease,  but  there  is  a rather  narrow  margin  be- 
tween the  amount  required  for  therapeutic  effect  and  the 
amount  that  poisons.  Early  side-effects  observed  in 
many  patients  usually  subside  after  several  days  of  treat- 
ment. Some  of  these  may  carry  over  into  the  period  of 
long-term  therapy.  Ideally,  patients  on  long-term  lith- 
ium therapy  should  be  seen  at  regular  intervals  for 
blood  determinations  and  brief  psychiatric  interviews. 
A bibliography  of  almost  200  citations  provides  support- 
ing references  of  clinical  studies. 


Cardiovascular  disorders 

Dreifus,  L.,  Watanabe,  Y.,  and  Pennock,  R.:  Proprano- 
lol hydrochloride  and  combined  therapy  in  cardiac 
arrhythmias,  Hahnemann  Medical  College,  Philadel- 
phia, Pennsylvania. 

Patients  with  atrial  flutter  with  rapid  ventricular 
response  were  studied.  Digitalis  failed  to  slow  the  ven- 
tricular rate;  the  addition  of  propranolol  hydrochloride 
showed  rate  and  terminal  atrial  flutter.  Combining 
propranolol  hydrochloride  with  quinidine  resulted  in  the 
termination  of  ventricular  tachycardia.  Administering 
digitalis,  lidocaine,  and  propranolol  hydrochloride  to- 
gether controlled  the  Wolff-Parkinson-White  syndrome. 

Prystowsky,  M.,  Poulos,  P.  P.,  Antillon,  J.  R.,  Truccone, 
N.,  Mathias,  J.,  Forster,  A.,  and  Mokrzycki,  J.:  Man- 
agement of  heart  disease  in  children,  Children’s  Hos- 
pital, United  Hospitals  Medical  Center,  and  New 
Jersey  College  of  Medicine  and  Dentistry,  Newark, 
New  Jersey. 

Seven  hundred  fifty-five  cases  of  congenital,  rheu- 
matic, and  other  heart  diseases  are  reviewed.  Surgical  and 
medical  procedures  are  described.  Dosages  for  digoxin, 
diuretics,  and  adjunctive  therapy  are  given.  For  treat- 
ment of  rheumatic  fever  prednisone,  aspirin,  and  peni- 
cillin are  recommended,  and  for  prophylaxis  penicillin 
and  sulfonamides  are  suggested.  The  folder  describing 
the  exhibit  provides  a detailed  outline  of  conditions 
occurring  and  treatment  used. 

Dermatology 

Felber,  T.  D.,  Wallis,  C.,  Smith,  E.  B.,  Melnick,  J.  L., 
and  Knox,  J.  M.:  Photodynamic  inactivation  of 

herpes  simplex,  Houston,  Texas. 

The  virus  infection,  herpes  simplex,  affects  an  esti- 
mated 2 to  4 million  persons  in  the  United  States  yearly, 
A new  and  rather  simple  form  of  therapy  of  this  old  af- 
fliction with  irradiation  with  visible  light  in  the  presence 
of  certain  heterocyclic  dyes  is  described.  Early  lesions 
were  ruptured  and  uncovered  with  a sterile  needle  and 
painted  with  a solution  of  neutral  red  or  proflavine  dye. 
The  lesions  were  then  exposed  to  a 15-watt  daylight-type 
fluorescent  light  for  fifteen  minutes  from  a distance  of 
6 inches.  Patients  were  instructed  to  give  the  sores  an- 
other fifteen  minutes  of  light  a few  hours  later.  Results 
so  far  are  encouraging.  Of  60  patients,  52  or  87  per  cent 
termed  the  treatment  superior  to  any  they  had  tried  be- 
fore, both  in  relieving  symptoms  and  in  speeding  heal- 
ing. The  new  treatment  is  called  photodynamic  inac- 
tivation. There  was  no  reduction  of  lesions  in  recur- 
rences in  a control  group  that  received  a saline  solution. 

Kligman,  A.  M.,  Mills,  O.  G.,  Jr.,  Fulton,  J.  D.,  Jr.,  and 
Plewig,  G.:  Topical  vitamin  A acid  in  acne  vulgaris. 
University  of  Pennsylvania  School  of  Medicine,  Phila- 
delphia, Pennsylvania. 

This  exhibit  presents  an  appraisal  of  the  efficacy  of 
three  drugs  and  one  vehicle  control  agent  in  the  treat- 
ment of  acne  vulgaris: 
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Number  of 

Results  (Per  Cent)* 

Material  Used 
Vitamin  A acid 

Patients 

Excellent 

Good 

(0.05  to  0.1 
per  cent) 

103 

38.8 

37.8 

5 per  cent  benzoyl 
peroxide 
5 per  cent  sulfur; 

49 

4.1 

26.5 

3 per  cent 
resorcinol 

37 

0.0 

14.8 

Vehicle  control 

40 

0.0 

6.6 

* Excellent,  75  per  cent  greater  reduction;  good,  50  to 
75  per  cent  reduction. 

Half-face  comparisons,  treated  once  daily,  were  made 
with  vitamin  A acid  and  the  vehicle  and  with  vitamin  A 
acid  and  benzoyl  peroxide  in  8 patients.  Best  results 
were  obtained  in  younger  patients  with  numerous  come- 
dones. Vitamin  A acid  is  not  a cure  for  acne.  Cessation 
of  therapy  is  usually,  but  not  always,  followed  by  ex- 
acerbation in  some  weeks.  The  action  of  vitamin  A acid 
in  causing  a peeling  of  the  lesion  is  not  related  to  its 
physiologic  function  as  a vitamin. 

Radcliffe,  C.  E.,  and  Schap,  P.  M.:  Intra-  and  suble- 
sional  triamcinolone  acetonide  in  various  derma- 
toses, University  of  Iowa,  Iowa  City,  Iowa. 

Sublesional  injections  of  triamcinolone  acetonide  in 
doses  of  2.5  to  10  mg.  per  cubic  centimeter  together 
with  lidocaine  have  obviated  the  need  for  superficial 
x-ray  therapy  in  recalcitrant  dermatoses.  In  fair- 
skinned people  the  dose  should  not  exceed  1.25  mg.  per 
cubic  centimeter.  A special  technic  for  injection  is  de- 
scribed in  the  exhibit  folder.  Higher  doses  may  cause 
typical  steroid  effects  similar  to  systemic  administra- 
tion. The  following  disorders  have  responded  to  this 
therapy: 

Lichen  simplex  chronicus 
Lichen  planus 
Lichen  sclerosis  et 
atropicus 
Hand  eczema 
Pustular  eruption  of  the 
hands 

Pustular  eruption,  recal- 
citrant 
Acne  keloids 

Hormone  therapy 

Tyler,  E.  T.,  Fllliot,  J.,  Levin,  M.,  Faust,  J.,  and  Del- 
man,  H.:  Safety  of  long-term  use  of  oral  contracep- 

tives, Family  Planning  Centers  of  Los  Angeles  and 
Venice,  Los  Angeles,  California. 

Data  are  presented  on  the  use  of  a low-dosage  combi- 
nation preparation  consisting  of  norgestrel  (0.5  mg.)  and 
etbinyl  estradiol  (0.05  mg.)  in  498  subjects  for  a total  of 
13,499  cycles.  Pretreatment  procedures  included  his- 
tory, physical  examination,  including  breast  and  pelvic 
examinations,  and  Papanicolaou  smear.  During  contra- 
ceptive use  the  following  procedures  were  carried  out: 
every  six  to  twelve  months,  pelvic  and  breast  examina- 
tions; and  annually,  Papanicolaou,  hematologic,  and 
liver  function  tests.  Effectiveness  has  been  excellent 
with  minimal  side-effects.  However,  careful  patient  se- 
lection is  needed  with  maintenance  of  constant  super- 
vision. 


Miller,  J.:  Corticosteroid  therapy  in  allergic  diseases: 

three-pronged  approach,  J.  F.  Kennedy  Memorial 
Hospital,  Philadelphia,  Pennsylvania. 

Various  dosage  schedules  with  methylprednisolone 
were  studied.  Twenty  asthmatic  patients  received  4 mg. 
morning  and  evening  for  eight  weeks;  19  patients  were 
given  16  mg.  at  8 A.M.  every  other  day  for  eight  weeks. 
Alternate-day  therapy  appears  to  lessen  the  severity  of 
long-term  steroid  effects  while  maintaining  most 
patients  in  satisfactory  control  and  decreased  need  for 
bronchodilator  drugs.  A single  intramuscular  injection 
of  80  mg.  of  methylprednisolone  acetate  was  given  to  24 
asthmatic  patients  with  an  age  range  of  twenty  to 
seventy-nine  years.  The  response  was  considered  satis- 
factory if  improvement  persisted  for  two  weeks  without 
side-effects.  After  two  weeks  results  were  satisfactory 
in  16  patients  and  unsatisfactory  in  8;  after  four  weeks 
results  were  listed  as  satisfactory  in  13  and  unsatisfac- 
tory in  11. 

A reducing  dose  regimen  with  methylprednisolone  was 
used  in  48  patients  with  moderate  to  severe  hay  fever. 
Patients  received  21  4-mg.  tablets.  The  first-day  dose 
was  24  mg.  On  the  subsequent  five  days  the  dose  was 
reduced  by  one  less  tablet  daily.  Satisfactory  response, 
determined  objectively  by  reduction  of  oculonasal  symp- 
toms and  subjective  impressions  of  the  patient,  were 
obtained  in  42  patients. 

Metabolic  diseases 

Berkowitz,  D.:  Drug  treatment  of  hyperlipidemia. 

Temple  University  Medical  School,  Albert  Einstein 
and  Sidney  Hillman  Medical  Centers,  Philadelphia, 
Pennsylvania. 

Elevated  blood  cholesterol  and/or  triglyceride  levels 
should  be  determined  on  three  successive  determina- 
tions. Although  cholesterol  levels  can  be  reduced  by 
dietary  means  in  most  patients,  those  who  are  poorly 
motivated  may  need  additional  drug  therapy.  The  use 
of  2 Gm.  daily  of  clofibrate  with  no  dietary  restrictions 
reduced  both  cholesterol  and  triglycerides  in  500 
patients.  In  50  patients  treated  in  this  manner  from 
five  to  eight  years  cholesterol  was  reduced  from  342  mg. 
to  218  mg.  per  100  ml.  and  triglycerides  from  408  mg.  to 
136  mg.  per  100  ml.  There  were  no  significant  changes  in 
liver  function  or  histologic  test  results. 

Bluhm,  G.  B.,  Riddle,  J.  M.,  Barnhart,  M.  L,  and 
Viozzi,  F.:  Thrombosis  and  hyperactive  platelets  in 
primary  gout,  Henry  Ford  Hospital  and  Wayne  State 
University,  Detroit,  Michigan. 

In  64  patients  with  primary  gout  the  following  types  of 
thrombosis  were  observed:  myocardial  infarction,  21; 

cerebral  vascular  accident,  20;  thrombophlebitis,  9; 
peripheral  vascular  occlusive  diseases,  8;  and  pulmonary 
embolism,  6. 

What  factor(s)  might  influence  this  observation?  Be- 
cause results  of  hemostatic  tests  in  25  patients  were  nor- 
mal, platelet  alterations  in  arterial  thrombosis  had  to  be 
considered.  Exposing  the  platelets  from  normal  sub- 
jects to  increased  uric  acid  concentrations  produced  a 
shift  to  activated  platelets.  The  ex  vivo  platelet  differ- 
ential counts  mimicked  the  platelet  counts  with  in- 
creased surface  activation  and  aggregation  observed  in 
in  vivo  study  of  patients  with  gout.  These  studies  sug- 
gest that  uric  acid  or  the  combination  of  it  with  other 
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plasma  factors  can  in  some  way  affect  the  structural 
integrity  of  platelets  and  enhance  their  surface  activa- 
tion. Uricosuric  agents  indirectly  decrease  platelet  sur- 
face activation  by  lowering  uric  acid  levels.  Among  the 
effective  drugs  are  probenecid,  sulfinpyrazone,  allo- 
purinol,  and  halofenate. 

Tuberculosis 

Lester,  W.,  Davidson,  F.,  Goble,  M.,  and  McClatchy, 
K.:  Results  of  rifampin  treatment  in  73  cases  of  mul- 
tiple drug-resistant  tuberculosis.  National  Jewish 
Hospital  and  Research  Center,  Denver,  Colorado. 

Rifampin  is  a new  antituberculous  drug  that  has  been 
developed  by  the  Italian  firm  Lepetit  and  is  marketed  in 
the  United  States  by  the  Dow  Chemical  Company  as 
Rifadin  and  by  CIBA  as  Rimactane.  Dr.  Lester  and 
his  associates’  exhibit  describes  the  use  of  rifampin  alone 
and  in  combination  with  other  antituberculous  drugs  in 
73  patients  with  pulmonary  tuberculosis. 

Patients 


Rifampin  with 

Success 

Number 

49 

Per  Cent 
87 

other  drug 

Failure 

1 

13 

Rifampin  without 

Success 

10 

59 

other  drug 

Failure 

7 

41 

Rifampin  was  found  to  be  absorbed  from  the  gastro- 
intestinal tract  and  excreted  by  the  liver  in  the  bile. 
Tolerance  was  good.  Unfortunately  the  cost  of  rifampin 
is  high. 

Urology 

Landes,  R.  R.,  Melnick,  L,  Hoffman,  A.  A.,  and  French, 
T.:  Topical  application  of  an  antibacterial  ointment 
to  the  urethral  meatus:  an  aid  in  prevention  of  infec- 
tions, Danville  Urological  Clinic,  Danville,  Virginia. 

The  antimicrobial  ointment  containing  povidone- 
iodine  was  self-applied  topically  to  the  urethral  meatus 
as  an  aid  in  reducing  the  incidence  of  infections.  Sixty- 
eight  patients  who  used  the  ointment  experienced  infec- 
tions at  an  average  rate  of  1.15  per  year;  33  control 
patients,  on  the  other  hand,  had  an  annual  rate  of  4.14 
infections.  The  treated  patients  were  observed  for  a pe- 
riod of  five  hundred  eighty-three  months  before  therapy 
and  eight  hundred  thirty-eight  months  during  therapy. 
Nearly  one  third  of  the  patients  receiving  the  ointment 
had  no  infections  following  initiation  of  the  study.  All 
patients  received  systemic  antibacterial  drugs  during 
acute  infectious  episodes.  Thyroid  function  tests  in  the 
patients  receiving  povidone-iodine  indicated  normal 
results. 
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Thrombo-occlusive  disease  is  now  widely  recog- 
nized as  an  important  complication  occurring  dur- 
ing the  course  of  ulcerative  colitis.  Since  the 
initial  report  of  Bargen  and  Barker^  brought  at- 
tention to  this  complication,  additional  studies 
have  appeared,  indicating  its  frequency  and  ex- 
tent.'"® To  our  knowledge  this  represents  the  first 
report  of  extensive  thrombosis  in  the  portal  system 
occurring  in  a patient  with  ulcerative  colitis. 

Case  report 

A forty-nine-year-old  white  woman  was  admit- 
ted November  6,  1968,  to  the  University  Hospital 
of  New  York  University  Medical  Center  because  of 
unrelenting  bloody  diarrhea.  There  had  been 
numerous  hospital  admissions  over  the  previous 
eleven  years  because  of  symptoms  due  to  a well- 
documented  case  of  chronic  ulcerative  colitis.  The 
complaint,  as  in  this  most  recent  admission,  was 
frequent,  almost  uncontrollable  bloody  bowel 
movements.  She  had  run  the  gamut  of  medical 
therapy  from  salicylazosulfapyridine  to  local  and 
systemic  steroid  administration.  Roentgenologic 
findings  stressed  sigmoidal  and  rectal  involvement 
with  tubularity  and  pseudopolyposis.  Sigmoid- 
oscopy showed  granularity,  friability,  and  oozing 
of  blood  and  mucus.  Rectal  biopsy  was  compati- 
ble with  the  diagnosis  of  chronic  ulcerative  colitis. 
It  was  obvious  that  her  history  was  one  of  continu- 
ous debilitating  disease,  but  prior  to  the  present 
admission  she  had  refused  all  recommendations 
for  a total  colectomy. 

On  admission,  the  patient  appeared  Cushingoid, 
moderately  obese,  and  obviously  anemic.  After  a 

‘I’rcHent  address:  IJ.S,  I'ublic  Ffealth  Service  Hospital, 

Staten  Island,  New  York, 


week  of  unrewarding  supportive  therapy,  including 
continuation  of  steroids,  she  finally  consented  to  a 
total  colectomy  which  was  performed  on  November 
14,  1968.  The  immediate  postoperative  period  was 
uneventful  except  for  moderate  urinary  retention 
thought  to  be  on  a neurogenic  basis  secondary  to 
surgery. 

She  was  ambulated  early  and  did  well  until  the 
fifteenth  postoperative  day  when  suddenly  signs  of 
shock  developed,  and  the  possibility  of  an  Addison- 
ian crisis  was  considered.  Large  doses  of  intra- 
venous hydrocortisone  were  given  and  the  patient 
rallied  temporarily.  Shock-like  signs  returned  two 
days  after  the  steroids  were  decreased.  Temporary 
improvement  was  again  noted,  with  the  readmin- 
istration of  massive  hydrocortisone  doses,  but  on 
the  twenty-third  postoperative  day,  she  developed 
sudden  generalized  abdominal  pain,  and  within 
one  hour  following  its  onset  deteriorated  rapidly 
and  expired. 

At  postmortem  examination  the  immediate 
cause  of  death  was  demonstrated  to  be  massive 
pulmonary  emboli  of  both  the  right  and  left  main 
pulmonary  arteries  and  their  tributaries.  Smaller 
radicles  showed  evidence  of  old  organizing  and  re- 
canalizing thromboemboli. 

Of  major  interest  was  the  presence  of  extensive 
thrombosis  of  the  intrahepatic  and  extrahepatic 
portions  of  the  portal  vein  (Fig.  1).  A wedged- 
shaped  well-demarcated  zone  of  reddish-brown 
infarction  was  found  in  the  lateral  angle  of  the  right 
lobe  of  the  liver,  measuring  3 cm.  at  its  base. 

Venous  thromboses  were  also  present  in  the  sple- 
nic vein  and  both  renal  veins.  A 27-cm.  area  of 
hemorrhagic  infarction  of  the  jejunum  and  ileum 
was  noted  and  was  attributed  to  extensive  throm- 
boses of  the  mesenteric  veins  supplying  this  area. 

Comment 

Many  large  series  on  ulcerative  colitis  clearly  in- 
dicate the  importance  of  throm  bo-occlusions 
among  its  many  complications. The  reported 
incidence  in  most  clinical  series  varies  consider- 
ably," but  in  a recent  survey  of  a large  series  of  pa- 
tients with  ulcerative  colitis  Edwards  and  True- 
love'  discovered  an  incidence  of  6.4  per  cent  of 
venous  thromboses.  The  reported  incidence  at 
autopsy  is  somewhat  higher.  In  a postmortem 
study  of  100  consecutive  cases  of  ulcerative  colitis 
Graef  et  al.'^  found  a frequency  of  39  per  cent  as 
compared  with  14.5  per  cent  in  100  consecutive 
control  cases.  Clinically  significant  occlusions 
have  been  described  in  many  arterial  and  venous 
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FIGURE  1.  Gross  specimen  illustrating  portal  vein 
thrombosis. 

systems  in  addition  to  lungs  and  leg  veins.  How- 
ever, there  are  few  reports  of  cases  involving  the 
hepatic  or  portal  venous  systems.  Five  instances 
of  thrombi  in  the  hepatic  veins  were  found  in  a 
postmortem  study  of  91  patients  from  the  Mayo 
Clinic. Another  autopsy  study  of  73  cases  of  ul- 
cerative colitis  from  the  London  Hospital  recorded 
2 cases  with  thrombi  in  the  hepatic  veins  as  well  as 
2 additional  cases  with  involvement  of  the 
branches  of  the  portal  vein.”  Short  et  al."  reported 
a case  of  a young  woman  who  succumbed  to  diffuse 
intravascular  thrombosis  during  the  puerperium 
after  developing  ulcerative  colitis  during  her  preg- 
nancy. Findings  at  autopsy  included  thrombi  in 
the  hepatic  veins  with  hemorrhagic  infarction  of 
much  of  the  liver. 

Our  case,  however,  would  appear  to  be  the  first 
report  of  extensive  thrombosis  of  the  portal  vein 
and  its  mesenteric  tributaries  contributing  greatly 
to  the  death  of  the  patient.  The  diffuseness  of  the 
thromboembolic  process  was  evidenced  by  the 
massive  involvement  of  the  pulmonary  arterial 
tree,  as  well  as  venous  involvement  of  the  mesen- 


teric, splenic,  and  renal  veins.  It  is  difficult  to 
assess  what  part  the  postoperative  state  contrib- 
uted to  these  vascular  occlusions,  but  it  is  doubtful 
that  it  played  more  than  a minor  part.  She  was 
ambulated  early  and  was  fully  active  for  days  prior 
to  the  development  of  the  catastrophic  events. 

The  nature  of  the  defect  in  ulcerative  colitis  re- 
sulting in  the  hypercoagulable  state  remains  to  be 
fully  elucidated.  However,  it  has  been  shown 
there  is  an  acceleration  of  the  early  stages  of  the 
coagulation  cascade  in  patients  with  ulcerative 
colitis.'^  The  most  striking  feature  noted  in  these 
patients  is  an  increase  in  factor  VIII  activity  which 
is  found  in  those  with  the  most  active  disease. 
P’urther  investigation  will  be  required  to  determine 
whether  or  not  this  is  the  primary  cause  of  the 
thrombogenic  state.  Our  case  does  suggest  that 
the  patient  with  ulcerative  colitis,  even  after  total 
colectomy,  remains  peculiarly  susceptible  to  the 
hazards  of  thrombotic  complications. 

Summary 

A case  is  described  of  extensive  thrombosis  of  the 
portal  venous  system  in  a patient  who  died  twenty- 
three  days  after  a total  colectomy  for  chronic  ulcer- 
ative colitis.  The  literature  on  the  thrombotic 
incidence  in  the  disease  and  studies  relating  to  the 
etiology  of  this  complication  are  reviewed. 

235  East  57th  Street, 
New  York,  N.Y.  10022  (DR.  ARONSON) 
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Jaundice  almost  always  accompanies  pancreatic 
pseudocysts  located  in  the  head  of  the  pancreas. 
But  because  of  the  rarity  of  cyst  formation  in  this 
part  of  the  gland  the  diagnosis  may  be  easily  over- 
looked, especially  if  the  lesion  is  small.  Such 
lesions  require  surgery  since  spontaneous  cure  is 
extremely  unlikely.’  We  report  a case  in  which 
internal  drainage  to  the  third  portion  of  the  duo- 
denum proved  feasible  and  offered  several  advan- 
tages. 

Case  report 

A thirty-one-year-old  alcoholic  male  entered 
Grasslands  Hospital  January  1,  1968,  complaining 
of  right  upper  quadrant  pain,  30-pound  weight  loss, 
dark  urine,  and  light  stools.  Results  of  physical 
examination  were  negative  except  for  jaundice  and 
tenderness  over  the  upper  abdomen.  The  serum 
bilirubin  was  4.6  mg.  per  100  ml.,  alkaline  phos- 
phatase 34  Bodansky  units,  and  serum  amylase 
2,025  Somogyi  units.  After  a week  of  hospitaliza- 
tion the  patient  improved  and  insisted  on  dis- 
charge. 

‘Supported  in  part  by  a grant  from  the  C.  D.  Smithers  Foun- 
dation, New  York,  New  York. 
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FIGURE  1.  Transduodenal  cyst  duodenostomy  for 
pseudocyst  of  head  of  pancreas. 


On  March  8 the  patient  was  readmitted  with 
essentially  the  same  findings  as  before.  The  serum 
bilirubin  was  14  mg.  per  100  ml.,  alkaline  phos- 
phatase 54  Bodansky  units,  and  serum  amylase 
2,000  Somogyi  units.  At  laparotomy  on  March  29, 
an  8-cm.  mass  was  discovered  in  the  head  of  the 
pancreas.  Because  this  mass  appeared  to  be  most 
adherent  to  the  third  part  of  the  duodenum,  a 
transduodenal  cyst  duodenostomy  was  performed 
(Fig.  1).  A 2-cm.  opening  was  created  between  the 
cyst  and  the  posterior  wall  of  the  duodenum  using 
interrupted  silk  sutures.  Biopsy  of  the  cyst  wall, 
sphincterotomy,  and  insertion  of  a T-tube  into  the 
common  duct  completed  the  operation.  The 
postoperative  course  was  entirely  benign,  and  since 
then  the  patient  has  had  no  further  pain  or  jaun- 
dice. 

Comment 

Becker,  Pratt,  and  Ganji^  emphasized  that  sur- 
gical management  of  pancreatic  pseudocysts  de- 
mands considerable  individualization.  In  our 
patient  the  proximity  of  the  cyst  to  the  third  por- 
tion of  the  duodenum  made  this  a logical  site  for 
decompression.  In  most  series,  however,  the 
second  part  of  the  duodenum  has  been  used  for 
drainage  of  cysts  of  the  head  of  the  pancreas.  In 
view  of  the  relation  of  the  common  bile  duct  to  the 
second  part  of  the  duodenum,  common  duct  injury 
has  been  reported  after  this  operation.”  Using  the 
third  part  of  the  duodenum  avoids  the  common 
duct  and  offers  the  additional  advantage  of  more 
dependent  drainage.  Furthermore,  internal 
drainage  to  an  adjacent  organ,  when  possible,  ap- 
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pears  to  lower  both  morbidity  and  mortality  rates 
as  compared  with  other  methods  of  decompres- 
sion. 

Summary 

We  have  presented  a case  of  pancreatic  pseudo- 
cyst occurring  in  the  head  of  the  pancreas  which 
caused  obstructive  jaundice.  When  a pancreatic 
pseudocyst  forms  in  this  area,  the  third  part  of  the 
duodenum  seems  to  offer  a safe  and  convenient 
site  for  decompression. 
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Isolated,  displaced  fractures  of  the  trochlea  are 
rare  in  occurrence.  In  Campbell’s  Operative  Or- 
thopaedics it  is  noted  that  less  than  5 per  cent  of 
all  condylar  fractures  are  of  this  type.^  It  is  further 
stated  that  these  fractures  are  “usually  caused  by 
direct  trauma.”  In  his  textbook,  De  Palma^  dis- 
cusses fractures  of  the  medial  epicondyle  and  inter- 
condylar fractures.  He  does  not,  however,  mention 
the  isolated,  displaced  fracture  of  the  trochlea. 
Watson-Jones^  discusses  intercondylar  T fractures 
and  “displacement  of  the  epiphysis  of  the  medial 
epicondyle”  but  does  not  mention  the  isolated,  dis- 
placed fracture  of  the  trochlea.  Keon-Cohen'*  has 


written  an  extensive  article  concerning  fractures  of 
the  elbow.  In  this  article  there  is  no  mention  of 
isolated,  displaced  fractures  of  the  trochlea. 

I had  the  opportunity  to  treat  a young  woman 
with  an  isolated,  displaced  fracture  of  the  trochlea 
early  in  1969.  Because  of  the 'rarity  of  this  lesion 
and  the  mechanism  of  injury,  namely,  indirect 
trauma,  I believe  it  necessary  that  I report  this 
case. 

Case  report 

On  March  11,  1969,  a woman,  thirty-three  years 
old,  tripped  and  fell  with  her  left  arm  outstretched, 
striking  the  palm  of  her  left  hand  on  the  kitchen 
floor.  Shortly  after  the  accident  she  noted  the 
gradual  onset  of  pain  in  the  left  elbow.  At  bedtime 
she  noted  that  the  pain  in  her  left  elbow  had  be- 
come severe.  Swelling  of  the  elbow  was  also  noted 
at  this  time.  Because  of  the  progressive  pain  and 
swelling,  she  was  brought  to  the  emergency  room  of 
our  hospital. 

Examination  of  the  left  elbow  in  the  emergency 
room  revealed  that  the  elbow  joint  was  held  in  a 
flexed  position.  Any  attempt  to  move  the  elbow 
actively  or  passively  caused  severe  pain.  There 
was  swelling  which  was  most  meirked  on  the  medial 
aspect  of  the  joint.  Palpation  of  the  elbow  re- 
vealed an  area  of  exquisite  tenderness  on  the 
medial  aspect. 

Roentgenograms  of  both  elbows  were  made.  In 
Figure  lA,  one  will  see  the  isolated  fracture  of  the 
trochlea.  It  will  be  noted  that  the  trochlea  frag- 
ment has  been  displaced  anteriorly  (Fig.  IB). 
Roentgenograms  of  the  right  elbow  were  made  for 
comparison  (Fig.  IC  and  D). 

On  March  14,  1969,  open  reduction  of  the  frac- 
ture was  accomplished  through  a medial  approach 
to  the  elbow  joint.  Once  reduced,  the  fracture 
fragment  was  held  in  place  with  a fine  Kirschner 
wire  (Fig.  2A  and  B). 


FIGURE  1 (A)  Anteroposterior  view  of  left  elbow  showing  isolated  fracture  of  trochlea.  (B)  Lateral  view  showing 

anterior  displacement  of  trochlea  fragment.  (C  and  D)  Anteroposterior  and  lateral  views  of  normal  right  elbow. 
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FIGURE  2 (A  and  B)  Roentgenograms  of  left  elbow  made  postoperatively  Kirschner  wire  used  to  fix  fracture  frag- 
ment IS  seen.  (C  and  D)  Roentgenograms  made  on  forty-first  postoperative  day  after  removal  of  Kirschner  wire.  Ar- 
rows shown  in  (C)  indicate  fracture  line 


On  the  forty-first  postoperative  day  the  Kir- 
schner wire  was  removed  and  check  roentgeno- 
grams made  (Fig.  2C  and  D).  The  left  arm  was 
subsequently  immobilized  with  a dorsal  plaster 
splint. 

On  the  sixtieth  postoperative  day,  the  plaster 
splint  was  discarded  and  the  patient  started  on 
active  exercises.  At  this  time  she  was  completely 
asymptomatic.  The  range  of  motion  of  the  left 
elbow  joint  was  from  15  to  90  degrees  as  compared 
with  0 to  140  degrees  on  the  right  side.  The  pa- 
tient was  last  examined  on  June  19,  1969.  At  this 
examination,  the  range  of  motion  of  the  left  elbow 
joint  was  from  10  to  120  degrees.  She  remained 
asymptomatic. 

Comment 

The  mechanism  of  fracture  in  this  instance  ap- 
peared to  be  related  to  a force  transmitted  from 
the  palm  of  the  hand  through  the  ulna  to  the 


trochlea  which  was  fractured.  It  should  be  noted 
that  the  arm  was  outstretched  (elbow  extended) 
at  the  time  of  impact.  The  clinical  signs  were 
most  pronounced  on  the  medial  aspect  of  the 
elbow. 

Open  reduction  with  Kirschner  wire  fixation 
appeared  to  be  a satisfactory  method  of  treatment 
in  this  case. 

2 Holcomb  Street 
Hartford,  Connecticut  061 12 
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Goodpasture  in  1919,'  while  studying  pulmonary 
lesions  in  influenza,  described  the  case  of  a young 
man  who  developed  hemoptysis,  anemia,  albumin- 
uria, and  died.  The  autopsy  showed  marked  pul- 
monary alveolar  hemorrhages  and  proliferative 
glomerulonephritis. 

Since  then,  more  than  100  cases  of  Goodpas- 
ture’s syndrome  have  been  described.  Men  have 
outnumbered  women  in  an  approximately  7:1  ra- 
tio. The  disease  is  worldwide  and  is  usually  found 
in  previously  healthy  young  men.^  The  majority  of 
patients  with  this  syndrome  have  had  rapidly  pro- 
gressive pulmonary  and  renal  disease  with  death 
resulting  in  a matter  of  weeks  or  months. 
Although  asphyxiation  by  pulmonary  hemorrhage 
is  often  the  cause  of  early  death,  few  articles  have 
dealt  with  the  pulmonary  function  studies  of  pa- 
tients. This  report  presents  a case  of  Goodpas- 
ture’s syndrome  followed  up  with  serial  arterial 
blood-gas  determinations. 

Case  report 

An  eighteen-year-old  white  man  was  admitted 
to  another  hospital  on  November  9,  1968,  with  one 
week’s  history  of  cough,  fatigue,  and  blood-tinged 
sputum.  On  that  admission,  his  blood  pressure 

*At  present;  Assistant  Resident,  Department  of  RadioloKy, 
Yale  Medical  Center,  New  Haven,  Connecticut. 
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FIGURE  1.  X-ray  film  showing  bilateral  basilar  infil- 
trates. 

was  190/94,  hemoglobin  8.9  Gm.  per  100  ml., 
hematocrit  26,  sedimentation  rate  108  mm.  per 
hour  (Wintrobe),  blood  urea  nitrogen  39  mg.  per 
100  ml.,  and  microscopic  hematuria.  Over  the 
next  several  days,  the  level  of  blood  urea  nitrogen 
rose  to  65  mg.  per  100  ml.,  and  because  of  progres- 
sive respiratory  and  renal  failure,  he  was  trans- 
ferred to  Meadowbrook  Hospital  on  November  15, 
1968. 

On  admission  to  Meadowbrook  Hospital,  the  pa- 
tient was  pale  and  dyspneic;  his  blood  pressure  was 
220/80,  pulse  rate  100  per  minute,  and  respiratory 
rate  30  per  minute.  There  were  diminished  breath 
sounds  at  both  bases  of  the  lungs  with  scattered 
expiratory  wheezes  and  decreased  diaphragmatic 
excursions.  The  chest  x-ray  examination  revealed 
extensive  pulmonary  infiltrates  bilaterally,  ex- 
tending from  the  hilar  region  to  the  bases  (Fig.  1). 

His  hemoglobin  was  9 Gm.  per  100  ml.,  hemato- 
crit 27,  white  blood  cell  count  20,600  per  cubic 
millimeter  with  3 per  cent  stabs,  80  per  cent  seg- 
mented neutrophils,  11  per  cent  lymphocytes,  2 per 
cent  monocytes,  2 per  cent  eosinophils,  and  2 per 
cent  basophils  The  urine  was  acid  with  a specific 
gravity  of  1.020,  3 plus  protein,  and  negative  test 
results  for  sugar  and  acetone.  Sediment  examina- 
tion of  urine  revealed  numerous  red  blood  cell 
casts;  blood  urea  nitrogen  was  65  mg.  per  100  ml.; 
lupus  erythematosus  test  results  were  negative; 
antistreptolysin-0  titer  was  12  Todd  units;  serum 
electrophoresis  revealed  a total  protein  of  6.4  Gm. 
with  54  per  cent  albumin,  8 per  cent  alpha  1,  9 per 
cent  alpha  2,  14  per  cent  beta,  and  15  per  cent 
gamma;  Immunoelectrophoresis  revealed  immuno- 
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FIGURE  2 Graphic  representation  of  measurements  of 
arterial  blood  gases 


globulin  A 180  mg.,  immunoglobulin  G 450  mg., 
and  immunoglobulin  M 45  mg.  per  100  ml.,  and 
complement  180  mg.  per  100  ml.  (beta  1-C  frac- 
tion). 

The  patient  was  initially  treated  with  high-flow 
oxygen  via  nasal  cannula  at  12  L.  per  minute  and 
given  prednisone,  100  mg.  per  day.  Arterial  blood- 
gas  determinations  were  performed  throughout  his 
hospital  course  (Fig.  2).  On  the  second  hospital 
day,  a fall  in  the  hematocrit  level  was  accompanied 
by  severe  dyspnea;  blood  transfusions,  intubation 
with  a cuffed  endotracheal  tube,  and  institution  of 
an  Engstrom  respirator  (model  number  150)  were 
employed  at  this  time.  The  volume  respirator  was 
fixed  cycled  with  a tidal  volume  of  500  cc.,  a re- 
spiratory frequency  of  12  per  minute,  and  oxygen 
concentrations  which  varied  from  between  40  to 
100  per  cent.  The  patient  was  given  azathioprine, 
200  mg.  per  day,  in  addition  to  the  prednisone. 
Despite  the  use  of  a volume  respirator,  there  was  a 
progressive  drop  in  arterial  oxygen  pressure  (Fig. 
2). 

Due  to  uremic  symptoms,  blood  urea  nitrogen  of 
180  mg.  and  creatinine  of  16.5  mg.  per  100  ml., 
peritoneal  dialysis  was  begun  on  the  sixth  day  and 
continued  for  33  exchanges.  On  the  tenth  day  the 
blood  urea  nitrogen  was  300  mg.  and  creatinine 

18.5  mg.  per  100  ml.,  and  peritoneal  dialysis  was 
begun  again. 

Limited  pulmonary  function  studies  performed 
on  the  tenth  hospital  day  showed  severe  restrictive 
disease  with  a vital  capacity  of  800  cc.  (predicted 

5.5  L.),  a one-second  forced  expiratory  volume  of 
600  cc.,  minute  volume  of  18  L.  per  minute,  tidal 
volume  of  373  cc.,  and  a respiratory  rate  of  47  per 
minute. 

The  patient  died  on  the  eleventh  hospital  day  of 
cardiac  arrhythmia  secondary  to  metabolic  acido- 
sis with  uremia  and  hyperkalemia,  twenty-five 
days  after  onset  of  symptoms.  The  postmortem 
examination  verified  the  clinical  diagnosis,  show- 
ing diffuse  glomerulonephritis  and  severe  intra- 
alveolar  hemorrhage  with  no  evidence  of  arterio- 
litis. 

Numerous  pre-  and  postmortem  studies  for  evi- 
dence of  sepsis  showed  negative  results.  Sputum, 
blood,  and  urine  cultures  done  on  admission  and 


several  times  during  the  patient’s  hospital  course 
showed  negative  findings.  Viral  studies  done  on 
sputum  on  the  seventh  hospital  day  failed  to  reveal 
the  isolation  of  a virus.  Postmortem  examination 
of  kidney,  heart,  lung,  and  liver  also  failed  to  reveal 
the  isolation  of  a virus.  Postmortem  blood  cul- 
tures also  revealed  negative  findings. 

Comment 

This  case  fulfills  the  clinical  criteria  for  Good- 
pasture’s syndrome  as  described  by  Benoit  et  al.'^: 
initial  hemoptysis,  roentgenographic  evidence  of 
basilar  alveolar  pulmonary  infiltrations,  progres- 
sive azotemia,  uremia,  anemia,  and  glomerulo- 
nephritis with  no  evidence  of  arteritis. 

In  the  Benoit  et  al.'^  study,  it  was  found  that  the 
median  duration  of  illness  for  the  50  patients  who 
died  was  fifteen  weeks.  Twenty-seven  of  the  pa- 
tients died  from  severe  pulmonary  hemorrhage  and 
asphyxia,  and  23  patients  died  from  uremia  or  its 
complications.  They  found  that  in  those  patients 
receiving  steroid  therapy,  fewer  died  from  pulmo- 
nary hemorrhage,  and  the  median  time  of  survival 
was  twenty-four  weeks. 

In  our  patient,  there  was  no  evidence  that  ste- 
roids or  azathioprine  therapy  had  any  beneficial 
effect.  Hematuria  with  red  blood  cell  casts  was 
noted  on  admission.  His  course  was  fulminant 
with  renal  failure  occurring  sixteen  days  after  on- 
set of  hemoptysis  and  the  patient  succumbing 
twenty-five  days  after  onset  of  illness.  The  renal 
failure  was  secondary  to  active  glomerulonephritis. 

Weiss,  Earnest,  and  Greally^  reported  their  pa- 
tient to  have  an  oxygen  pressure  of  60  mm.  Hg, 
that  is,  91.8  per  cent  saturation  at  rest  and  of  39 
mm.  Hg  (saturation  70.9  per  cent),  during  exercise 
on  a Godart  ergometer.  Their  patient  died  of 
pulmonary  hemorrhage  five  weeks  after  admission. 
Randall,  Glazier,  and  Liggett^  reported  arterial 
blood-oxygen  tension  in  their  patient  with  Good- 
pasture’s disease  of  67  mm.  Hg  (oxygen  saturation 
94  per  cent)  with  carbon  dioxide  pressure  of  24  mm. 
Hg.  Their  patient  died  of  uremia  with  gross  he- 
moptysis. 

Our  patient  had  severe  oxygen  desaturation, 
which  was  noted  fifteen  days  after  onset  of  symp- 
toms and  continued  until  his  death.  Oxygen  sat- 
uration levels  with  the  patient  at  rest  were  as  low 
as  68  per  cent  and  remained  low  despite  intensive 
treatment  on  an  Engstrom  respirator.  The  patient 
remained  in  constant  respiratory  distress  which 
was  not  relieved  by  the  use  of  a volume  respirator. 

Weiss,  Earnest,  and  Greally^  have  shown  by  pul- 
monary function  studies  that  Goodpasture’s  syn- 
drome is  characterized  physiologically  by  variable 
degrees  of  ventilatory  restriction  and  a diffusion 
defect  which  are  probably  the  result  of  extensive 
intra-alveolar  hemorrhages.  There  is  also  a pos- 
sibility that  venoarterial  shunting  and  inhomo- 
geneity of  ventilation  play  an  important  role.  Our 
patient  had  marked  intra-alveolar  hemorrhages 
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on  postmortem  examination,  and  these  hemor- 
rhages undoubtedly  contributed  to  his  persistently 
low  oxygen  saturation  and  eventual  asphyxiation. 

Shires  et  al.^  and  Maddock  et  al.^  have  reported 
cases  in  which  the  pulmonary  lesions  were  com- 
pletely resolved  following  bilateral  nephrectomy. 
It  has  been  postulated  that  antilung  antibody 
which  causes  recurrent  intra-alveolar  hemorrhage 
may  be  liberated  from  the  renal  lesion  in  this  syn- 
drome, and  that  cessation  of  recurrent  intra-alveo- 
lar pulmonary  hemorrhage  is  apparently  controlled 
by  bilateral  nephrectomy. 

The  fulminant  nature  of  the  disease  in  this  pa- 
tient is  somewhat  rare.  We  are  of  the  opinion, 
after  experience  with  this  case,  that  arterial  blood- 
gas  determinations  are  another  helpful  parameter 
in  following  up  patients  with  this  syndrome;  if  all 
efforts  to  improve  pulmonary  function  are  in  vain, 
then  bilateral  nephrectomy  should  be  considered. 
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The  physician  treating  a workmen’s  compensation 
case  is  both  the  cornerstone  and  the  keystone  of  the  Work- 
men’s Compensation  Law.  This  law  was  the  first  “no 
fault’’  insurance  coverage  provided  in  this  country.  De- 
signed to  provide  immediate  and  comprehensive  medical 
care  to  an  injured  employe,  its  effectiveness  depends  on 
the  understanding  and  cooperation  of  the  physician 
managing  the  case.  It  was  among  the  first  of  medical 
care  insurance  coverages  that  involved  the  interests  of 
third  parties,  thus  requiring  provisions  to  take  those  in- 
terests into  account.  But  it  does  not  alter  the  direct 
patient-physician  relationship;  in  fact,  it  carefully  pre- 
serves the  free  choice  of  physician  principle. 

For  the  second  article  in  this  series  (the  first  sum- 
marized pertinent  sections  of  the  Workmen’s  Compensa- 
tion Law  and  appeared  in  the  July  1,  1971,  issue  of  the 
Journal)  it  was  appropriate  to  request  the  chairman  of 
the  Workmen’s  Compensation  Board,  Gen.  S.  E.  Senior, 
to  present  some  of  his  thoughts.  I recall  one  of  his  talks 
given  soon  after  he  assumed  his  present  position  some 
twelve  years  ago  in  which  he  expressed  the  concept  of 
changing  the  emphasis  from  the  mere  treatment  to  the 
rehabilitation  of  the  injured  employe. 

The  success  of  this  positive  approach  depends  in  large 
measure  on  the  physician  becoming  involved  in  all  the 
phases  that  will  ensure  maximum  improvement  and  the 
earliest  possible  return  of  his  patient  to  gainful  employ- 
ment. 

MAX  N.  HOWARD,  M.D. 

Director 

Division  of  Medical  Services 

The  healing  arts  reflect  the  culture  in  which  they 
are  practiced,  since  health  is  so  much  a matter  of 
the  mode  of  living  and  of  making  a living.  Primi- 


tive medicine,  dealing  with  injuries  inflicted  by 
animals  on  hunters  or  by  enemies  on  warriors, 
learned  to  treat  lacerations  and  penetrating 
wounds.  Galen  became  proficient  in  surgery  by 
tending  the  wounds  of  gladiators.  Ramazzini, 
sometimes  called  the  patron  saint  of  industrial 
medicine,  acquainted  himself  with  the  trades  of 
silk  workers,  dyers,  painters,  glass  makers,  tanners, 
metal  workers,  and  chemists  in  seventeenth  cen- 
tury M(xlena,  Italy,  and  described  accurately  the 
symptoms  of  mercury  poisoning.  Alice  Hamilton, 
M.D.,  traveled  widely  during  this  century  to  in- 
vestigate the  effects  of  occupational  exposure. 
New  processes  and  materials  and  sophisticated 
automated  machines  have  extended  the  risks  of 
physical  injury  and  of  occupational  disablement, 
even  as  new  methods  of  treatment  and  prevention 
have  been  developed. 

One  wonders  what  became  of  the  gladiators 
Galen  treated.  In  the  Book  of  Judges,  there  is  a 
story  concerning  the  700  left-handed  men  who 
could  sling  stones  at  a hair’s  breadth  and  not  miss. 
They  had  once  been  swordsmen  and  had  fought  in 
the  front  ranks  in  battle  but,  having  suffered  dis- 
abling injuries  to  their  sword  arms,  were  retrained 
for  a role  in  support  of  their  more  able  comrades. 
Opportunities  offered  to  handicapped  individuals 
tell  much  about  the  society  in  which  they  live. 
Efforts  to  bring  the  best  medical  service  to  bear  on 
industrial  disabilities,  to  train  the  patient  to  maxi- 
mum standards  of  self-care  and,  hopefully,  for  re- 
sumption of  active  employment,  have  been  es- 
pecially emphasized  by  the  New  York  Workmen’s 
Compensation  Board  in  the  past  twelve  years,  but 
they  are  not  really  new.  Gov.  Alfred  E.  Smith 
wrote  in  his  1920  annual  message: 

It  is  to  the  interest  of  the  State  that  injured  men  and 
women  be  returned  as  speedily  as  possible  to  the  pro- 
ducing classes,  and  not  be  left  dependent  partly  upon 
the  compensation  allowed  as  a result  of  injury  and 
partly,  in  all  probability,  on  the  charity  of  some  per- 
son or  persons. 

What  is  new  is  the  awareness  that  rehabilitation 
begins  with  the  first  treatment  of  the  case  and  the 
understanding  that  optional  procedures  should  be 
undertaken  whenever  they  will  improve  the 
chances  of  saving  a skill  or  offer  the  prospect  of  re- 
turning the  patient  to  more  active  life.  These  con- 
siderations may  influence  the  use  of  elective  surgi- 
cal technics.  The  late  Condict  W.  Cutler,  M.D., 
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of  Roosevelt  Hospital,  New  York  City,  who 
pioneered  in  the  field  of  hand  surgery,  emphasized 
that  initial  debridement  should  be  undertaken 
with  a view  to  optimum  reconstruction  of  the  mem- 
ber. 

Severe  injury  leading  to  the  invalidism  of  the 
breadwinner  is  a traumatic  and  unsettling  experi- 
ence for  the  patient  as  well  as  his  family.  Compre- 
hensive rehabilitation,  with  the  help  of  the  social 
service  facilities  of  the  Workmen’s  Compensation 
Board,  not  only  benefits  the  mental  outlook  and 


physical  well-being  of  the  injured  workman  but 
also  aids  and  reassures  his  family  until  he  can  re- 
turn to  meaningful  activity. 

The  word  for  the  treatment  of  industrial  casual- 
ties and  for  the  supporting  organization  is  that 
they  have  the  purpose  of  providing  the  patient  with 
sympathetic  understanding  of  his  plight,  with  en- 
couragement for  his  cooperation  in  the  preservation 
or  recovery  of  his  skills,  and  with  the  dedicated 
medical  and  paramedical  services  necessary  to 
bring  about  his  return  to  active  living. 
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“Ghetto  Medicine”  legislation,  Chapter  967  of  the 
Laws  of  1968,  was  adopted  by  the  New  York  State 
Legislature  in  the  spring  of  1968  and  signed  into 
law  by  Governor  Rockefeller  on  June  22,  1968. 

This  legislation  amended  the  Public  Health  Law 
in  relation  to  the  provision  of  medical  care  by  pub- 
lic health  departments.  In  contrast  to  the  tradi- 
tional prevention-only  approach,  health  depart- 
ments were  authorized  to  provide  detection  and 
clinical  services  in  disadvantaged  communities. 

Health  departments  would  be  reimbursed  for  50 
per  cent  of  the  net  costs  of  such  services.  This  is 
the  same  rate  at  which  local  departments  were  re- 
imbursed for  tuberculosis  control,  child  health,  and 
other  traditional  programs. 

The  basic  legislation  authorized  the  health  com- 
missioner to  establish  and  collect  fees.  Subse- 
quent modification.  Chapter  35  of  the  Laws  of  1969, 
permitted  the  health  commissioner,  with  the  ap- 
proval of  the  mayor  and  the  board  of  estimate,  to 
waive  or  to  accept  reduced  fees  in  appropriate 
situations.  This  legislation  was  designed  to  mini- 
mize the  effects  of  two  cutbacks  in  Medicaid  funds 
and  the  disenfranchisement  of  large  numbers  of 
medically  indigent  persons  who  had  been  eligible 
for  Medicaid.  The  original  Medicaid  legislation 
enabled  a family  of  4 with  an  annual  income  of  up 
to  $6, (XX)  to  receive  free  medical  care.  The  first 
cutback  reduced  this  amount  to  $5,300  and  the 
second  to  $5,000. 

As  a result,  approximately  1 million  people  could 
no  longer  have  their  medical  care  paid  for  through 
the  New  York  City  Department  of  Social  Services 
which  processed  Medicaid  cases.  There  were  also 
many  who  had  to  leave  their  source  of  private 


health  care  and  others  no  longer  could  get  free  care 
at  clinics  in  voluntary  hospitals. 

Guidelines 

Guidelines  for  the  implementation  of  this  law 
were  drawn  up  by  the  New  York  State  Commis- 
sioner of  Health  and  distributed  to  the  local  health 
departments. 

Medical  services  could  be  provided  through  pub- 
lic health  centers  in  a variety  of  ways.  Members 
of  the  medical  staff  could  be  appointed  by  the 
health  commissioner  as  employes  of  the  health  de- 
partment, or  a contract  could  be  executed  with  the 
medical  staff  of  a community  hospital,  a medical 
school,  or  an  existing  medical  group. 

Many  months  of  negotiation  between  New  York 
City  and  New  York  State  health  departments 
finally  resulted  in  acceptance  of  a contract  for 
medical  care  to  be  provided  by  St.  John’s  Episco- 
pal Hospital  in  the  Bedford  District  Health  Center, 
an  installation  of  the  City  of  New  York  Department 
of  Health  located  in  the  Bedford-Stuyvesant  sec- 
tion of  Brooklyn. 

For  years,  the  New  York  City  Department  of 
Health  had  provided  comprehensive  ambulatory 
care  through  the  Bedford  District  Health  Center. 
Now,  for  the  first  time,  50  per  cent  reimbursement 
would  be  forthcoming.  It  was  anticipated  that 
this  would  enable  the  city  to  expand  services  to  the 
poor  and  medically  indigent  population. 

In  1970,  arrangements  were  made  to  provide 
services  at  the  New  York  City  Department  of 
Health,  Jamaica  District  Health  Center,  for  resi- 
dents of  South  Jamaica  by  a contract  between  the 
New  York  City  Department  of  Health  and  Mary 
Immaculate  Hospital.  Another  contract  was  made 
with  Brookdale  Hospital  to  provide  pediatric  ser- 
vices to  children  of  the  Brownsville  district  as  an 
advance  clinic  of  the  comprehensive  health  service 
planned  in  the  local  New  York  City  Department  of 
Health  center.  The  initial  funding  for  this  pro- 
gram was  specified  by  line  item  in  the  1969  to  1970 
city  budget,  and  matched  50  per  cent  by  the  State. 
In  the  1969  to  1970  budget  of  the  New  York  State 
Health  Department,  an  allocation  of  $7.13  million 
for  “ghetto  medicine”  was  made  of  which  New 
York  City  received  $6.54  million.  The  intent  on 
the  part  of  the  city  was  to  increase  markedly  the 
number  of  ambulatory-care  clinics  and  to  reim- 
burse the  clinics  in  city  hospitals. 

Program  in  voluntary  hospital  clinics 

While  negotiations  were  in  progress  for  such  ser- 
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vices  throughout  the  city,  the  situation  in  clinics  of 
voluntary  hospitals  had  reached  crisis  proportion. 
Since  many  of  the  medically  indigent  population 
could  no  longer  pay,  an  increasing  financial  deficit 
was  developing,  so  that  by  the  fall  of  1969,  several 
hospitals  were  threatening  to  attenuate  service  or 
close  their  outpatient  departments  and  emergency 
rooms. 

To  ameliorate  the  situation,  the  State  offered  to 
make  available  to  the  city  the  “ghetto  medicine” 
funds  to  bail  out  the  clinics  in  voluntary  hospitals. 
To  meet  the  legislative  intent  to  a limited  degree, 
a contract  was  written  between  the  city  health  de- 
partment and  the  voluntary  hospital  for  the  hos- 
pital, under  the  general  supervision  and  control  of 
the  commissioner  or  his  duly  delegated  representa- 
tive, to  provide  professional  and  ancillary  staff, 
equipment,  supplies,  facilities,  and  premises  neces- 
sary for  the  operation  of  and  to  continue  to  conduct 
and  to  operate  ambulatory  service  programs  in  out- 
patient and/or  emergency  departments  or  clinics  of 
the  hospital. 

Services  to  be  rendered  and  certain  standards  of 
performance  were  also  outlined.  A major  innova- 
tion was  the  requirement  that  each  hospital  have  a 
community  advisory  committee  with  51  per  cent 
consumer  representation. 

The  health  commissioner  would  become  super- 
visor of  all  such  hospital  clinics.  To  continue  to 
receive  financial  support,  the  New  York  City 
Health  Department  required  (1)  that  by  March  1, 
1970,  a plan  for  the  advisory  committee  be  formu- 
lated, and  (2)  that  by  June  31,  1970,  a plan  to  pro- 
vide comprehensive  care  be  forwarded  to  the  health 
department. 

All  participating  hospitals  complied  and  had 
submitted  to  the  health  department  necessary  doc- 
umentation to  be  eligible  for  funding  the  next  fiscal 
year.  Originally  29  hospitals  applied;  22  were  ac- 
cepted. All  contracts  were  written  for  seven 
months,  from  December,  1969,  to  June,  1970,  for  a 
total  of  $9.6  million.  There  were  22  such  contracts, 
but  5 hospitals  received  only  50  per  cent  reimburse- 
ment of  their  deficits.  These  were  hospitals  in  a 
somewhat  better  fiscal  position. 

In  the  New  York  City  Health  Department  budget 
for  1970  to  1971,  a total  of  $12  million  was  allocated 
for  “ghetto  medicine,”  of  which  $6  million  would 
be  reimbursed  by  the  State.  Immediately  it  was 
apparent  that  no  new  affiliations  could  be  enter- 
tained, and  that  there  were  insufficient  funds  to 
assure  a one-year  contract  for  the  22  hospitals 
already  being  funded.  Therefore,  nine-month 
contracts  were  written  for  the  existing  participants. 
This  contract  mandated  that  the  community  ad- 
visory committee  begin  to  operate  and  to  meet. 
Minutes  of  the  meetings  of  all  such  committees 
were  .sent  to  the  department  of  health  for  review. 
Hospitals  were  directed  to  make  certain  informa- 
tion available  to  tbe  advi.sory  committee. 


Second  contract  period — July  1,  1970, 
to  March  31,  1971 

Due  to  constraints  of  a 12-million-dollar  budget, 
an  amount  far  less  than  was  needed,  a new  distri- 
bution formula  had  to  be  developed.  Medical 
costs  in  New  York  City  were  rising  at  an  alarming 
rate.  Inflation  and  recent  collective  bargaining 
agreements  compounded  the  already  high  cost  of 
medical  care.  An  analysis  of  the  hospitals’  1969 
Uniform  Financial  Reports,  Uniform  Statistical 
Reports,  and  Step-down  Reports  which  allocate 
indirect  costs  to  outpatient  services  revealed  that 
$12  million  could  not  continue  to  finance  the  defi- 
cits generated  by  the  ambulatory-care  services  of 
the  participating  hospitals.  Therefore,  the  dis- 
tribution formula  imposed  specific  measures  for 
cost  control. 

The  hospitals’  cost  per  visit  in  their  outpatient 
clinics  and/or  emergency  rooms  could  not  increase 
more  than  18  per  cent  above  the  1969  cost  per  visit 
for  the  period  July  1,  1970,  to  March  31,  1971. 
Moreover,  if  the  hospital  projected  a cost  per  visit 
lower  than  the  18  per  cent  ceiling,  this  projection 
was  used  in  the  deficit  calculation.  This  measure 
affected  13  ofthe  22  outpatient  departments  and  12 
of  the  hospitals’  emergency  rooms. 

If  the  calculated  cost  per  visit  for  this  period  was 
higher  than  the  State’s  Medicaid  reimbursement 
rate,  the  hospital  was  advised  to  petition  the  State 
health  department  to  adjust  its  rate  to  reflect  these 
higher  costs.  The  calculated  projected  “new  Med- 
icaid rate”  (equal  to  costs)  was  then  used  to  com- 
pute the  expected  Medicaid  revenue  the  hospital 
would  derive  for  the  nine  months’  period.  This 
measure  affected  10  of  the  22  hospitals’  outpatient 
departments  and  6 of  the  hospitals’  emergency 
rooms. 

A portion  of  the  hospitals’  total  supplemental 
income  (contributions,  income  from  investments. 
Blue  Cross  Community  Service  Factor,  and  others) 
was  allocated  to  ambulatory  care,  based  on  each 
hospital’s  outpatient-inpatient-cost  relationship. 
This  measure  increased  the  hospitals’  calculated 
revenue  by  $12.8  million. 

Problems  with  implementation 

Immediately  after  the  governor  mandated  that 
“ghetto  medicine”  funds  would  be  used  to  cover 
the  deficits  in  voluntary  hospitals,  to  the  exclusion 
of  municipal  hospitals,  strong  community  concern 
was  voiced. 

The  community  supported  the  original  intent  of 
the  “ghetto  medicine”  bill.  They  viewed  the  in- 
fusion of  State  funds  as  a relief  to  the  Medicaid 
cutbacks  as  desirable  new  monies  that  could  be 
utilized  to  upgrade  existing  public  facilities  and 
stimulate  new  modes  of  delivery.  State  aid  could 
supplement  the  cost  of  operating  neighborhood- 
based  comprehensive  ambulatory  care  units,  and 
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the  poor  people  would  receive  care  at  these  centers 
regardless  of  disenfranchisement  from  Medicaid. 

However,  with  the  new  interpretation  of  the 
legislation,  “ghetto  medicine”  became  known  as 
“operation  bailout”  for  the  voluntary  sector. 
Many  objected  to  public  funds  being  diverted  to 
voluntary  hospitals.  Many  expressed  the  feeling 
that  pouring  additional  funds  into  an  “archaic 
delivery  system”  would  not  improve  medical  care. 
To  the  contrary,  health  care  would  continue  to  be 
rendered  in  the  same  traditional  way  at  ever- 
increasing  cost. 

The  consumers’  primary  grievance,  however, 
was  that  if  there  were  to  be  a transfusion  of  public 
funds  into  the  city’s  health-care  structure,  then  the 
municipal  hospitals  should  be  the  primary  recipi- 
ents of  such  funds.  The  community  complained 
that  city  hospitals,  the  primary  source  of  care  for 
many  ghetto  residents,  had  been  chronically  under- 
staffed. Personal  and  dignified  care  simply  could 
not  be  rendered  because  of  severe  budgetary  con- 
traints. 

Several  community  groups  originally  considered 
court  injunctions  to  stop  the  city  from  entering  into 
contracts  with  the  voluntary  hospitals.  However, 
after  meeting  with  the  health  department,  they 
decided  to  postpone  legal  action  and  wait  to  see  if 
the  health  department  and  the  newly  formed  am- 
bulatory care  advisory  committees  could  reform 
the  present  delivery  pattern  in  the  contracted 
hospitals,  encouraging  them  to  provide  compre- 
hensive, family-centered  ambulatory  care  services 
with  advisory  committees  participating  in  such 
change. 

The  city  health  department,  while  not  satisfied 
with  the  State’s  new  interpretation  of  the  “ghetto 
medicine”  bill,  acknowledged  its  legal  responsi- 
bilities as  mandated  by  the  contracts  and  viewed 
the  contracts  as  vehicles  for  change. 

The  provisions  of  the  contract,  and  the  control 
over  future  funding,  enabled  the  health  depart- 
ment to  establish  nationwide  precedents.  For  the 
first  time,  community  members  would  be  directly 
involved  in  the  planning,  development,  and  evalua- 
tion of  ambulatory  care  services  rendered  in  volun- 
tary hospitals.  Equally  important,  the  health 
department  would  evaluate  the  medical  care  de- 
livery system  as  well  as  the  quality  of  medical  care 
in  each  of  the  contracting  hospitals. 

Ambulatory  care  services  advisory  committees 

Twenty-two  advisory  committees  were  estab- 
lished throughout  New  York  City.  Each  of  the 
committees  was  formed  within  the  framework  of 
the  guidelines  promulgated  by  the  city.  The 
hospitals,  as  required  by  contract,  submitted  their 
plans  for  the  formulation  of  these  committees. 
The  commissioner,  in  conjunction  with  the  local 
district  health  officer,  reviewed  each  of  the  plans  as 
to  methodology  of  selecting  the  community  repre- 


sentative and  its  adherences  to  the  city’s  guide- 
lines. 

This  method  resulted  in  the  formulation  of  a 
wide  variety  of  committees.  Several  committees 
are  politically  active  and  sophisticated  on  health 
matters,  others  are  still  struggling  to  understand 
the  complexities  of  the  contemporary  hospital. 
The  establishment  of  these  committees  was  a dif- 
ficult task.  Each  party  viewed  the  other  with  fear 
and  distrust.  However,  after  dialogue  was  estab- 
lished and  the  needs  of  each  party  were  understood, 
the  committees,  on  the  whole,  were  able  to  be 
formed  and  function  satisfactorily. 

One  major  incident  did  arise.  One  of  the  ad- 
visory committees  brought  legal  action  against  its 
hospital.  The  codefendant  is  the  city’s  commis- 
sioner of  health.  The  committee  alleges  that  the 
hospital  deliberately  withheld  information  they 
need  to  perform  their  duties  and  the  commissioner, 
according  to  the  formal  complaint,  should  have 
compelled  the  hospital  to  supply  the  requested 
data.  The  hospital  maintained  that  the  requests 
of  the  committee  were  beyond  the  scope  of  ambula- 
tory care.  This  suit,  still  pending,  could  have  city- 
wide, even  nationwide,  effect. 

The  committees  meet  at  least  monthly  and  sub- 
mit the  minutes  of  each  meeting  to  the  health  de- 
partment for  review.  The  committees  are  moni- 
tored by  the  department  by  having  its  staff  mem- 
bers attend  these  meetings  for  the  purpose  of  as- 
sisting the  committees  and  advising  them  on 
specific  health  matters  and  policy  questions.  In 
addition,  there  is  a monthly  meeting  at  the  health 
department  for  representatives  of  each  of  the  com- 
mittees. The  purpose  of  these  meetings  is  to  fa- 
cilitate the  exchange  of  information  between  the 
committees,  to  solicit  the  opinions  of  the  con- 
sumers and  providers  on  pending  policy  decisions 
and  to  keep  the  providers  and  consumers  apprised 
of  the  department’s  on-going  involvement  in  the 
program.  The  meetings  also  serve  as  a resource 
pool  and  provide  the  manpower  for  subcommittees 
to  advise  the  commissioner  on  such  matters  of 
policy  as  contract  language,  guidelines  for  imple- 
mentation of  the  programs,  and  bylaws  for  advisory 
committees. 

The  role  of  these  committees  is  outlined  in  the 
city’s  guidelines.  It  states  that,  “The  Ambulatory 
Care  Services  Advisory  Committee  should  neither 
be  interpreted  as  having  ‘community  control’  nor 
as  performing  a perfunctory  role.  The  committee 
should  be  viewed  as  a mechanism  to  facilitate 
both  delivery  and  community  utilization  of  am- 
bulatory services. 

This  role  should  increase  the  sensitivity  of  all 
the  parties  and  their  accountability  to  new  con- 
stituencies.” 

The  scope  and  responsibilities  of  the  committee 
are  also  outlined  in  the  guidelines.  It  recommends 
that  the  committee  concentrate  its  energies  and 
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advise  the  commissioner  on  at  least  the  following 
matters: 

1.  Physical  plant  standards 

2.  Maintenance  of  facilities 

3.  Registration  of  patients 

4.  Eligibility  of  patients 

5.  Fee  schedules 

6.  Billing  for  self-pay  patients 

7.  Staffing  patterns 

8.  Hours  of  clinic  service 

9.  Establishment  of  health  program  priorities 

10.  Review  of  grievances  of  patients 

11.  Method  of  handling  admission  of  patients 

Reorganization  of  hospital-based 
ambulatory  care 

Each  of  the  22  participating  hospitals  will  have 
been  inspected  at  least  once  by  a site-visit  team  of 
the  health  department  by  June,  1971.  The  team 
consists  of  physicians,  nurses,  dentists,  phar- 
macists, social  workers,  and  health-program  ana- 
lysts. 

An  evaluation  questionnaire  was  designed  to  per- 
form the  following  two  primary  functions:  (1) 

Evaluate  the  hospital’s  compliance  with  the 
“ghetto  medicine”  contract  and  the  city’s  medical 
guidelines;  and  (2)  gauge  the  degree  to  which  the 
organization  of  care  provided  for  or  militated 
against  comprehensive  and  continuous  care. 

The  inspection  is  broader  in  scope  than  the 
specific  requirements  of  the  “ghetto  medicine” 
contract  and  guidelines.  The  evaluation  format 
and  the  site  visit  were  designed  to  gather  the  most 
complete  information  assembled  to  date  on  am- 
bulatory care  delivered  in  voluntary  hospitals. 

The  evaluation  reports  were  prepared  by  the  site- 
visit  team  and  distributed  to  the  inspected  hos- 
pitals, a consumer  member  of  the  advisory  com- 
mittee, several  community  groups  interested  in  the 
Ghetto  Medicine  Program  and  health  care  delivery, 
the  Greater  New  York  Hospital  Association,  and 
the  State  of  New  York  Department  of  Health. 

Members  of  the  site-unit  team  appear  at  meet- 
ings of  the  ambulatory  care  services  advisory 
committee  shortly  after  the  report  has  been  sent 
out.  They  discuss  their  conclusions  and  observa- 
tions with  the  members  of  the  committee.  The 
team  is  also  available  to  discuss  the  reorganization 
of  services  with  the  hospital  administrators  and 
directors  of  ambulatory  care.  Further,  the  team  is 
available  to  consult  with  consumer  members  of  the 
committee  on  the  concept  that  underlies  the 
Ghetto  Medicine  Program. 

An  overview  of  the  reports  prepared  to  date  in- 
dicates a wide  range  of  practices  among  the  22 
participating  hospitals.  Two  of  the  inspected  hos- 
pitals appear  to  present  models  for  the  reorganiza- 
tion of  hospital-based  ambulatory  services.  In 
one  case  the  reorganization  has  been  structural; 


that  is,  core  services  provide  the  bulk  of  medical 
care  as  well  as  the  coordination  of  all  care.  In  the 
other  case,  the  reorganization  has  been  functional, 
that  is,  existing  structure  of  specialty  clinics  has 
been  accepted  and  a nurse  practitioner  is  assigned 
panels  of  patients  for  whom  she  is  the  focus  of  con- 
tinuity and  coordination. 

Real  progress  has  been  made  in  a number  of 
cases  toward  the  goal  of  comprehensive  and  con- 
tinuous care.  We  hope  that  with  the  requirement 
that  all  participating  hospitals  have  full-time 
directors  of  ambulatory  care,  and  with  the  carrot 
of  consultation  and  the  stick  of  censure,  that  major 
across-the-board  reorganization  and  improvement 
of  services  will  be  manifest  in  the  coming  year. 

Evaluation 

The  Ghetto  Medicine  Program  has  progressed 
despite  staff  limitations  and  budget  constraints. 
The  health  department  has  set  nationwide  prec- 
edents in  establishing  community  participation 
in  health-care  delivery  and  evaluating  the  medical- 
care  delivery  system  as  well  as  the  quality  of 
medical  care  rendered  in  22  voluntary  hospitals. 

The  Ghetto  Medicine  Program  performed  a valu- 
able service  in  New  York  City.  The  program  did 
avert  a hospital  crisis,  and  it  is  attempting  to  alter 
the  structure  of  health  care  to  prevent  further  simi- 
lar situations.  The  infusion  of  State  and  city 
funds  enabled  the  financially  marginal  hospitals  to 
continue  to  render  ambulatory  care  services.  Pa- 
tients were  not  denied  care  or  channeled  into  the 
already  overburdened  municipal  hospital  system. 
Because  the  outpatient  clinics  in  the  contracted 
hospitals  did  not  close,  further  overloading  of  other 
hospitals  in  these  areas  was  prevented. 

The  22  hospitals  are  a primary  source  of  hospital- 
based  ambulatory  care  in  New  York  City.  They 
provide  over  30  per  cent  of  all  the  outpatient  visits 
in  the  city  and  60  per  cent  of  all  visits  to  voluntary 
hospitals.  These  hospitals  generated  approxi- 
mately 2.5  million  visits  in  1968,  2.6  million  visits 
in  1969,  and  2.7  million  visits  in  1970.  Moreover, 
nearly  50  per  cent  of  these  visits  were  by  those  in 
the  self-pay  category  who  are  not  covered  by  Medi- 
caid and/or  Medicare.  Curtailment  of  these  vital 
services  would  have  a disastrous  effect  on  New 
York  City. 

The  Ghetto  Medicine  Program  in  its  embryonic 
stage  lacked  an  adequate  period  for  planning  and 
development.  The  State  unilaterally  imposed  the 
conditions  and  ground  rules.  The  city,  while 
originally  forced  into  a passive  role,  has  since  trans- 
formed the  program  into  progressive  action  which 
has  altered  or  will  alter,  for  the  better,  the  out- 
patient care  in  22  voluntary  hospitals  in  New  York 
City. 

The  “ghetto  medicine”  contracts  have  advanced 
the  emergent  trends  toward  comprehensive. 
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family-centered  ambulatory  care.  The  city  has 
promulgated  medical  guidelines  to  which  the  hos- 
pital must  adhere  and  which  will  eventually  reor- 
ganize the  outpatient  department  away  from  spe- 
cialty clinics.  This  action  should  alleviate  the  pre- 
vious duplication  and  fragmentation  existing  in 
hospital-based  ambulatory  care. 

As  a result  of  the  “ghetto  medicine”  contract  and 
the  city’s  guidelines,  community  representatives 
are  directly  involved  with  their  hospital  and, 
equally  important,  hospitals  are  directly  involved 
with  their  communities.  Moreover,  with  the  as- 
sistance of  newly  acquired  private  funds,  the  ad- 
visory committees  will  be  able  to  increase  the  scope 
of  their  activities  and  decrease  their  dependence  on 
their  hospitals.  This  new,  but  long-needed,  ar- 
rangement should  yield  positive  results  in  the  plan- 
ning and  delivery  of  ambulatory  care  services. 

It  must  be  acknowledged,  however,  that  “ghetto 
medicine”  is  not  the  total  answer.  The  program 
as  it  is  structured  at  present  must  be  a stop-gap 
measure.  It  will  not  alleviate  the  current  crisis  in 
financing  health  care. 

“Ghetto  medicine”  is  simply  a deficit  funding 
mechanism.  It  cannot  control  the  costs  of  medical 
care.  The  all-inclusive  cost  in  these  clinics  is  ap- 
proximately $35  per  visit.  This  cost  has  been,  and 
in  all  probability  will  be,  increasing  at  15  per  cent 
per  year.  Thus  by  1976,  if  all  things  remain  equal, 
the  cost  for  an  all-inclusive  visit  will  be  $70. 
Given  the  present  trend,  the  “system”  will  collapse 
and  force  itself  into  bankruptcy.  The  staff  is  cur- 
rently directing  its  efforts  into  a new  formula  for 
reimbursement  for  deficits.  This  will  include  in- 
centives for  increased  payment  when  the  hospital 
delivers  care  in  a more  unified  method  and  possible 
methods  for  holding  down  costs  in  high-cost  hos- 
pitals by  establishing  a rate  based  on  the  median 
rate  for  all  hospitals  plus  a percentage. 

The  present  financing  mechanisms  lack  positive 
cost  control  measures  and  incentives  and  inhibit 
effective  innovations.  There  is  a lack  of  a co- 
ordinated system  of  ambulatory  care  which  would 
motivate  institutions  to  reach  into  their  com- 
munity and  away  from  the  hospital  base. 

Provisions  must  be  incorporated  so  that  the 
separation  is  removed  between  preventive,  diag- 
nostic, therapeutic,  and  rehabilitative  medicine, 
which  has  resulted  in  fragmented,  inefficient,  un- 
coordinated care.  We  must  get  away  from  in- 
stitutionalization of  medical  care,  which  Blue 
Cross  policies  have  mandated,  which  is  expensive 
and  often  not  needed.  More  options  must  be 
made  available.  Consumers  must  be  channeled 
into  ambulatory  care  units  and  extended-care 
facilities  and  away  from  the  hospital  complex. 

Further,  it  must  be  understood  that  no  matter 
how  valuable  a service  the  Ghetto  Medicine  Pro- 
gram has  performed,  it  cannot  continue  in  its  pres- 
ent fiscal  arrangement.  New  York  City,  with  its 


vast  urban  problem,  cannot  continue  to  match  the 
State  dollar  for  dollar.  The  city  faced  with  enor- 
mous collective  bargaining  agreements  and  its 
shrinking  tax  base  is  projecting  a deficit  of  $1  bil- 
lion for  the  fiscal  year  1971  to  1972. 

A more  broad-based  but  not  permanent  solution 
is  embfxlied  in  the  New  York  City  Health  Services 
Administration  Ambulatory  Care  bill.  This 
legislation,  if  passed,  will  change  the  State  aid 
formula  from  its  present  50-50  arrangement  to  a 
more  equitable  one  with  the  State  being  responsi- 
ble for  75  per  cent  of  the  cost  of  operating  a wide 
range  of  ambulatory  facilities,  including  free- 
standing clinics,  municipal  outpatient  depart- 
ments, as  well  as  clinics  in  voluntary  hospitals. 
The  initial  request  is  $50  million  for  the  first  year. 
This  legislation  and  the  increase  in  the  funding 
level  should  improve  the  quality  of  care  in  New 
York  City  until  a more  permanent  solution  is 
reached,  such  as  national  health  insurance. 

Summary 

Chapter  967  of  the  Laws  of  1968  designed  to  ex- 
tend comprehensive  ambulatory  care  to  tbe  medi- 
cally indigent  population,  has  been  used  for  4 pro- 
grams sponsored  by  the  City  of  New  York  Depart- 
ment of  Health  and  to  “pick  up  the  deficit”  of  the 
outpatient  and  emergency  services  of  22  voluntary 
hospitals  in  New  York  City.  By  “bailing  out” 
these  hospitals,  ambulatory-care  service  has  been 
maintained  at  previously  existing  levels.  By  con- 
tracts and  guidelines,  the  city  health  department 
has  been  able  to  effect  some  changes  in  these  hos- 
pitals toward  a more  “total  care”  approach. 

A major  achievement  has  been  the  formation  of 
community  advisory  committees  with  51  per  cent 
consumer  representation.  Many  of  these  com- 
mittees have  undertaken  studies  of  ambulatory- 
care  problems  in  their  hospitals  as  well  as  made 
attempts  to  understand  and  influence  administra- 
tive policy. 

Unresolved  remains  the  problem  of  the  extent  to 
which  hospitals  must  make  all  their  records  avail- 
able to  the  committee.  This  will  be  settled  by 
court  decision. 

The  other  remaining  problem  continues  to  be  the 
use  of  “ghetto  medicine”  funds  for  a purpose  for 
which  they  were  not  designed  and,  at  the  same 
time,  leaving  little  or  no  available  funds  for  true 
“ghetto”  programs.  Until  the  fiscal  crisis  of  the 
voluntary  hospitals  is  solved  in  a more  meaningful 
long-term  way,  either  by  new  legislation  or  by 
readjustments  in  Medicaid,  the  major  part  of 
“ghetto  medical  funds”  will  have  to  be  used  to  pre- 
vent voluntary  hospitals  from  closing  or  attenuat- 
ing services  of  outpatient  departments  and  emer- 
gency rooms. 

125  Worth  Street 
New  York,  New  York  10013 
(DR.  McLAUGHLIN) 
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Hemolytic  disease  of  the  newborn  due  to  Rh  in- 
compatibility was  first  described  by  Levine  et  al.  in 
1941.'  The  complications  to  the  fetus  and  the 
newborn  include  hydrops  fetalis  with  stillbirth  and 
kernicterus  with  either  death  during  the  first  week 
of  life  or  sequelae  which  include  athetosis,  gaze 
palsy,  auditory  imperception,  dental  enamel  dys- 
plasia, possible  slightly  decreased  intelligence  quo- 
tients, and  other  associated  findings  of  the  neuro- 
motor, autonomic,  and  cardiorespiratory  system.^’'' 
It  was  estimated  that  at  one  time  8 to  10  per  cent  of 
all  cases  of  infantile  cerebral  palsy  were  due  to  Rh 
incompatibility,  but  with  the  widespread  use  of 
exchange-transfusion  therapy  the  figure  had  been 
reduced  to  1 to  2 per  cent  by  1955.''  However,  the 
exchange-transfusion  procedure  itself  can  result  in 
a number  of  complications  which  include  sudden 
death  due  to  cardiac  arrest  which  occurs  in  approx- 
imately 1 per  cent  of  cases,  bacterial  sepsis,  hepa- 
titis, omphalitis,  portal  vein  thrombosis,  air  em- 
boli, and  bleeding  due  to  mechanical  reasons.^ 
In  many  instances  labor  is  induced  before  term  in 
an  attempt  to  obtain  a live  infant.  In  these  in- 
stances there  is  the  added  risk  of  the  “induction  of 
labor”  to  both  the  fetus  and  the  mother  as  well  as 
the  problems  of  a smaller  than  full-term  newborn. 
In  an  attempt  to  deliver  a fetus  before  it  becomes 
stillborn,  a cesarean  section  or  other  manipulations 
might  have  to  be  attempted  with  their  well-known 
complications  and  occasional  death. 

The  mother  of  an  hydropic  fetus  is  also  at  risk 
because  of  the  possibility  of  hydramnios  as  well 
as  afibrinogenemia  after  prolonged  retention  of  a 


dead  fetus.*'  Other  more  recently  described  com- 
plications to  the  mother  with  an  infant  with  hy- 
drops fetalis  include  the  “toxemic”  type  of  ma- 
ternal syndrome  which  resembles  preeclampsia 
and  is  characterized  by  edema,  hypertension,  and 
albuminuria  which  was  described  in  20  of  34 
women  with  hydropic  infants  and  massive  edema 
of  the  mothers’  legs  between  the  twenty-eighth  and 
thirty-sixth  week  of  pregnancy.  A severe  systemic 
reaction  associated  with  oliguria  may  result  from  a 
massive  fetal  bleed  of  Rh-positive  red  blood  cells 
into  the  uterine  sinusoids  of  a mother  with  anti-Rh 
antibodies.*'’^ 

In  the  United  States  400,000  women  are  at  risk  of 
Rh  immunization  during  pregnancy  because  of  ex- 
posure to  the  Rho  (D)  antigen."’"  Allen  and  Dia- 
mond'" estimated  the  incidence  of  stillbirth  in  the 
United  States  due  to  Rh  incompatibility  at  5,000 
per  year. 

Rh  hemolytic  disease  of  the  newborn  is  still  a 
serious  problem  with  significant  mortality  and 
morbidity  rates  in  spite  of  newer  diagnostic  and 
therapeutic  procedures  such  as  prenatal  examina- 
tion of  amniotic  fluid,  early  induction  of  labor,  and 
intrauterine  transfusion  therapy.  In  two  special- 
ized centers  using  these  procedures  the  perinatal 
mortality  rate  still  ranges  between  9 to  13  per 
cent."’" 

The  recent  introduction  of  Rho  (D)  immune 
globulin  to  prevent  primary  immunization  utiliz- 
ing the  concept  of  antibody-mediated  immune  sup- 
pression has  proved  to  be  very  successful  with  al- 
most complete  prevention  of  sensitization."’"  Con- 
sequently, if  the  Rho  immune  globulin  will  be  used 
in  all  instances  of  Rh  incompatible  pregnancies  the 
problem  of  Rh  hemolytic  disease  of  the  newborn 
and  its  complications  will  eventually  become  rare 
and  perhaps  nonexistent. 

Among  the  reasons  why  women  who  might  be 
eligible  for  Rho  immune  globulin  might  not  receive 
it  include  an  error  in  blood  typing  made  by  the 
blood  bank,  an  oversight  by  the  physician  in 
charge,  or  a defect  in  the  manufacturing  process 
resulting  in  an  ineffective  product.  The  possible 
consequences  of  the  failure  to  administer  Rho  im- 
mune globulin  are  the  previously  mentioned  com- 
plications associated  with  hemolytic  disease  of  the 
newborn  and  their  attendant  emotional  problems. 
The  fear  of  hemolytic  disease  of  the  newborn  might 
prevent  a sensitized  mother  from  wanting  a future 
pregnancy.  Isosensitization  to  the  Rho  antigen 
will  also  prevent  the  use  of  Rho-positive  blood  for 
transfusion  purposes  in  an  Rho-negative  mother 
in  an  emergency  situation  when  Rho-negative 
blood  cannot  be  located. 

Liability 

An  obstetrician  faces  the  possibility  of  liability 
in  damages  for  his  failure  to  prevent  primary  iso- 
immunization of  the  newborn  by  the  administra- 
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tion  of  Rho  immune  globulin  on  the  delivery  of  an 
Hh-positive  baby  to  an  Rh-negative  mother.  Al- 
though older  legal  decisions  relieved  a medical 
practitioner  from  liability  if  he  complied  with  the 
standards  of  the  community  or  locality  within 
which  he  practiced,  recent  decisions  indicate  that 
the  courts  are  beginning  to  expand  the  term  “com- 
munity” to  include  other  communities  of  the  same 
general  type.*'^  In  our  age  of  increased  means  of 
transportation  and  of  instant  communication,  and 
of  the  widespread  dissemination  of  medical  infor- 
mation through  pamphlets,  brochures,  journals, 
and  periodicals,  it  will  be  said  that  an  obstetrician 
may  in  the  future  be  judged  not  by  the  standard 
of  care  exercised  by  other  obstetricians  in  similar 
communities  but,  rather,  by  the  standard  adhered 
to  by  obstetricians  at  any  place  in  the  United 
States  or,  perhaps,  even  the  entire  world.  It  will 
thus  behoove  the  obstetrician  to  keep  abreast  of 
any  and  all  advances  in  medical  science  in  the  area 
of  his  specialty,  at  the  risk  of  being  held  legally 
accountable  if  he  fails  to  do  so. 

In  view  of  these  principles  the  following  observa- 
tions may  safely  be  made  as  to  the  liability  of  an 
obstetrician  in  the  circumstances  set  forth  here. 
The  failure  to  administer  Rho  immune  globulin 
will  not  be  judged  by  the  actual  practice  in  the  ob- 
stetrician’s practicing  community  or  locality,  nor 
on  his  actual  knowledge  of  the  existence  or  efficacy 
of  that  drug.  It  can  safely  be  assumed  that  a court 
would  require  an  obstetrician  to  have  knowledge  of 
Rho  immune  globulin  and  of  its  beneficial  effects 
in  view  of  its  widespread  use  in  the  medical  com- 
munity generally,  and  in  view  of  the  extensive  dis- 
semination of  information  concerning  that  drug. 
The  courts  would  therefore  probably  find  that  an 
obstetrician  owed  a duty  to  his  patient,  an  Rh- 
negative  mother,  and  to  any  of  her  as  yet-unborn 
Rh-positive  children  to  administer  the  Rho  im- 
mune globulin  within  seventy-two  hours  of  the 
birth  of  her  first  Rh-positive  child. 

It  is  at  first  apparent  that  the  failure  to  admin- 
ister Rho  immune  globulin  may  have  legal  conse- 
quences even  in  the  absence  of  any  physical  dam- 
age whatsoever  to  the  mother  or  to  any  later-born 
children.  There  is  a growing  number  of  jurisdic- 
tions permitting  recovery  for  negligently  caused 
emotional  and  mental  distress,  anguish,  anxiety, 
and  the  like  having  injurious  consequences  such  as 
hysteria,  neuroses,  and  psychoses,  even  in  the  total 
absence  of  any  external  physical  impact  on  the 
body  of  the  person  injured. In  these  jurisdic- 
tions, the  distress  and  anxiety  of  mothers  to  whom 
Rho  immune  globulin  was  not  administered,  aris- 


ing out  of  tbe  fear  for  tbeir  own  safety  and  that  of 
later-bom  children,  may  be  a likely  predicate  for 
the  imposition  of  liability,  where  such  mental  or 
emotional  distress  results  in  consequences  such  as 
those  already  referred  to. 

Where  the  failure  to  administer  Rho  immune 
globulin  results  in  bodily  injury  to  the  mother  dur- 
ing a later  pregnancy,  or  in  injury  or  death  to  a 
later  newborn,  legal  liability  therefore  will  most 
probably  also  follow,  despite  the  possibility  that 
legal  technicalities  such  as  the  statute  of  limita- 
tions may  be  a defense  to  a physician  charged  with 
the  failure  to  administer  Rho  immune  globulin  in 
certain  circumstances.  However,  it  is  suggested 
that  the  prudent  obstetrician  would  do  well  to 
avoid  relying  on  sucb  technicalities  and  defenses 
by  prompt  administration  of  the  Rho  immune 
globulin  when  indicated. 

Summary 

The  legal  liability  of  the  obstetrician  who  fails  to 
administer  Rho  immune  globulin  to  prevent  pri- 
mary immunization  of  the  mother  to  the  Rho  anti- 
gen is  reviewed. 
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Suffolk  County  Medical  Society  has  been  ac- 
tively interested  in  traffic  safety  for  several  decades 
and  through  its  Emergency  Medical  Care  Commit- 
tee has  trained  hundreds  of  ambulance  and  res- 
cue personnel  in  transporting  the  injured.  Indeed, 
Suffolk  County  now  provides  a high-quality  service 
in  this  field  as  compared  with  the  country  at  large. 
A continuing  effort  must  be  made,  however,  in  the 
management  of  accidents,  since  they  comprise  a 
public  health  problem  of  the  first  magnitude. 
Some  idea  of  the  incidence  may  be  gauged  by  the 
fact  that  accidents  are  the  fourth  leading  cause  of 
death  among  Americans  of  all  ages  and  the  first 
cause  of  death  up  to  age  thirty-seven.  In  1969 
there  were  more  than  100,000  accident  deaths, 
56,400  of  which  were  traffic  fatalities;  10  million 
cases  of  temporary  disability;  and  400,000  perma- 
nent disabilities;  all  at  a cost  in  excess  of  8 billion 
dollars.  U.S.  Department  of  Transportation  Secy. 
John  Volpe  in  January,  1970,  stated  auto  crashes 
were  responsible  for  150  deaths  and  40  million 
dollars  economic  loss  each  day.^  Oscar  Hampton, 
Jr.,  M.D.  has  estimated  that  trauma  patients  used 
more  hospital  days  than  all  heart  patients  and 
more  than  four  times  as  many  as  all  cancer  pa- 
tients. 

Part  of  the  tragedy  of  these  statistics  lies  in  the 
fact  that  many  thousands  of  Americans  die  or  are 
disabled  needlessly  because  they  do  not  receive  de- 
finitive care  at  the  scene,  en  route  to  the  hospital, 
or  in  properly  equipped  and  staffed  emergency 
rooms.  The  Ambulance  Association  of  America 
“has  estimated  that  25,000  persons  are  perma- 
nently injured  or  disabled  every  year  by  untrained 
ambulance  attendants  and  rescue  workers.”  The 
National  Highway  Safety  Bureau,  U.S.  Depart- 
ment of  Transportation,  also  notes  the  occurrence 
of  “many  needless  deaths”  in  its  booklet  Emer- 
gency Medical  Service,  and  further  states  “few 
areas  in  this  country  now  have  adequate  emergency 
services.” 

Suffolk  County,  New  York,  has  made  an  ap- 
proach to  these  problems  through  two  agencies. 


the  Emergency  Care  Committee  of  the  Suffolk 
County  Medical  Society  and  the  Suffolk  County 
Traffic  Safety  Board,  hereafter  referred  to  as 
SCTSB.  This  latter  agency  was  mandated  by 
resolution  of  the  County  Board  of  Supervisors  April 
29,  1968,  and  this  writer  is  its  present  chairman. 
The  avowed  purpose  of  both  agencies  is  to  reduce 
traffic  fatalities  and  has  been  approached  in  two 
ways;  (1)  accident  prevention  and  (2)  improved 
emergency  medical  care  at  the  scene,  in  transit, 
and  in  hospital  emergency  rooms. 

Accident  prevention 

Education  of  the  public  in  accident  prevention 
is  of  paramount  importance.  As  an  example, 
driver  education  classes  as  currently  functioning 
in  our  high  schools  provide  excellent  preparation 
for  licensing,  but  the  program  does  not  go  far 
enough.  All  physically  and  mentally  qualified 
high  school  students  should  be  required  to  com- 
plete a formal  driver  education  course  prior  to 
graduation.  In  support  of  this,  analysis  of  Suffolk 
County’s  accident  records  revealed  that  under  the 
age  of  twenty-five  drivers  accounted  for  17.7  per 
cent  of  the  driver  population  but  were  involved  in 
32.2  per,  cent  of  the  accidents.  It  is  conceivable 
that  driver  education  would  prove  helpful  in  re- 
ducing this  disproportionately  higher  incidence  of 
younger-driver  involvement. 

The  increasing  use  of  drugs  by  young  people  has 
been  suggested  as  a contributing  factor,  but  analy- 
sis of  Suffolk  County’s  accident  deaths  by  Braun- 
stein-  revealed  that  drugs  played  a minor  role  in 
fatal  accidents.  A major  health  problem  in  the 
United  States  today  accepted  by  all  observers  is 
the  alcohol-related  crash.  It  is  conservatively  es- 
timated that  in  50  per  cent  of  all  fatal  traffic  ac- 
cidents alcohol  is  a major  contributing  factor. 
Additionally,  in  35  per  cent  of  all  private  aviation 
fatalities  the  pilots  had  been  drinking*;  and  in 
slightly  more  than  20  per  cent  of  all  admissions  to 
Massachusettes  General  Hospital  for  home  ac- 
cidents, intoxication  was  an  associated  factor. 
During  1969  in  Suffolk  County  58.4  per  cent  of 
operators  killed  in  traffic  accidents  had  a positive 
blood-alcohol  test  result.  Of  these  73  per  cent  had 
brain-alcohol  levels  of  0.10  per  cent  or  higher,  and 
45  per  cent  had  levels  of  0.15  per  cent  or  over. 
Braunstein’s^  analysis  of  Suffolk’s  traffic  fatalities 
during  1965  and  1966  revealed  that  the  highest  in- 
cidence of  operator  deaths  with  positive  blood-al- 
cohol findings  were  in  the  twenty-one  to  thirty- 
year  age  group.  Recent  work  by  the  Injury  Control 
Research  Laboratory  of  the  Public  Health  Service 
suggests  that  the  current  legally  accepted  blood- 
alcohol  level  of  0.15  as  prima  facie  evidence  of  in- 
toxication is  too  high.'’  Their  work  has  shown 
that  such  functions  as  light  adaptation,  recovery 
phase  of  glare  from  oncoming  vehicles,  judgment  in 
passing  situations,  and  judgment  in  approaching 
caution  lights  at  intersections  were  all  impaired  at 
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blood-alcohol  levels  of  from  0.075  to  O.OOO.*’  In  his 
report  to  Congress  the  Secretary  of  Transportation 
in  1968  stated  that  "at  a blood  alcohol  level  of  0.100 
most  individuals  are  so  intoxicated  that  they  can- 
not safely  operate  a motor  vehicle.”^  Dott**  has 
shown  that  "subjects  under  moderate  levels  of 
ethyl  alcohol  tend  to  make  the  wrong  decision  and 
to  overestimate  their  capacities.”  Alcohol  is  a 
known  depressant,  and  it  is  therefore  not  surpris- 
ing that  an  operator  in  a high-speed  vehicle  whose 
control  depends  on  his  correctly  and  rapidly  as- 
sessing visual  and  auditory  stimuli  and  reacting 
correctly  promptly  is  involved  in  so  many  fatal  ac- 
cidents. 

The  law  as  now  wTitten  is  specific  as  to  the  pro- 
cedure to  be  followed  by  the  police  when  impaired 
operation  is  observed.  In  actual  practice  it  is  cum- 
bersome, time-consuming,  and  difficult  to  enforce. 
Regrettably  there  is  a general  reluctance  to  apply 
the  full  force  of  the  law  as  wTitten  for  a number  of 
reasons.  Fines  and  in  some  cases  legal  fees  can 
make  serious  inroads  in  a tight  budget;  loss  of  li- 
cense can  be  catastrophic  to  those  for  whom  a car  is 
necessary  to  earning  a living;  and  the  feeling  by 
some  that  suspension  of  a driver’s  license  will  not 
necessarily  keep  him  from  driving  a car.  national 
estimates  of  drivers  who  continue  to  drive  after 
their  license  has  been  revoked  varies  from  20  to  60 
per  cent.  The  New  York  State  Vehicle  and  Traf- 
fic Law  states  that  a blood-alcohol  level  of  0.15 
per  cent  is  prima  facie  evidence  of  intoxication,  for 
which  a fine  and  loss  of  license  for  one  year  is  pro- 
vided; but  time  and  again  the  offender  is  let  off 
with  a token  penalty.  Society  in  these  United 
States  is  not  yet  ready  to  accept  the  fact  that  driv- 
ing while  intoxicated  should  be  considered  a crime, 
and  until  it  does  our  traffic  death  rate  will  continue 
to  be  high.  How  high?  Secretary  of  Transporta- 
tion Volpe  in  1970  stated  that  traffic  accidents  cost 
150  lives  and  40  million  dollars’  economic  loss  each 
day. 

The  legal  framework  for  dealing  with  today’s 
traffic  problems  exists  in  the  basic  framework  of 
the  Uniform  Vehicle  Code  originally  drafted  in 
1926  and  last  revised  in  1968.  It  establishes  the 
guidelines  by  which  state  and  local  governments 
exercise  their  powers  of  regulation  and  control  over 
the  vehicle  and  the  driver.  Chapter  Eleven  of  the 
Code  (called  Rules  of  The  Road)  contains  recom- 
mendations for  regulation  of  speed,  right  of  way, 
passing,  traffic  control  signals,  special  stops,  turn- 
ing, driving  under  the  influence  of  intoxicating 
liquor,  chemical  tests  for  intoxication,  implied  con- 
sent to  chemical  tests  for  intoxication,  driving 
while  under  the  influence  of  drugs,  and  so  forth. 
Every  state  has  adopted  parts  of  the  code,  but  what 
is  needed  is  nationwide  conformity.  In  the  final 
analysis  the  judge  is  the  keystone  of  all  traffic- 
enforcement  programs,  and  although  national 
standards  can  be  set,  there  is  no  way  to  standardize 
a uniform  sense  of  justice  among  all  judges;  how- 


ever, the  American  Bar  Association  through  its 
Traffic  Court  Program  devotes  time  to  providing 
judicial  education  through  conferences  and  semi- 
nars. The  American  Bar  Association  through  this 
same  program  provides  a set  of  national  standards 
for  the  administration  of  justice  in  courts  handling 
traffic  cases,  and  their  adoption  by  all  courts  would 
aid  in  standardization. 

Exclusive  of  New  York  City,  Suffolk  County  in 
1970  was  third  in  population,  second  in  vehicle 
registration,  second  in  personal  injury  accidents, 
second  in  injuries,  and  first  in  deaths  in  all  counties 
of  New  York  State  in  motor  vehicle  accidents. 
These  statistics  illustrate  vividly  Suffolk’s  con- 
tinued need  for  meaningful  progress  in  traffic 
safety.  The  Suffolk  County  Traffic  Safety  Board 
in  December,  1969,  launched  a major  educational 
program  whose  purpose  was  to  acquaint  the  public 
with  the  drinking  driver.  Cooperation  of  the  news 
media  and  elected  officials  was  obtained  and  re- 
sulted in  spot  radio  broadcasts  dealing  with  the 
drinking  driver  along  with  newspaper  articles  deal- 
ing with  the  same  subject.  Approximately  1,000 
items  of  correspondence  and  9,(X)0  pamphlets  were 
prepared  and  delivered.  Provision  was  made  in 
the  1971  county  budget  for  purchase  of  visual  aids 
to  support  traffic  safety  presentations  before  local 
civic  groups.  Further,  the  SCTSB  during  1970 
developed  the  following  programs: 

IdentiTication  and  surveillance  of.  high-ac- 
cident locations.  A computerized  records  system 
for  instant  retrieval  of  information  pinpoints  high- 
accident  locations  to  provide  for  traffic  improve- 
ment at  these  locations.  This  system  is  now  opera- 
tional in  the  entire  Suffolk  County  Police  District 
and  will  be  expanded  to  cover  all  of  Suffolk 
County. 

Emergency  vehicle  operations  clinic  (EVOC). 

A program  has  been  inaugurated  to  develop  cur- 
ricula and  to  train  police  in  pursuit  and  emergency 
driving  technics.  A modified  technic  is  to  be  used 
for  fire  and  ambulance  drivers  and  eventually 
hopefully  will  include  driver  training  for  all  county, 
town,  and  village  employes,  school  bus  drivers,  and 
so  on. 

Municipal  employes  traffic  safety  course.  A 

course  is  given  to  familiarize  municipal  employes 
with  the  meaning  and  purpose  of  traffic  control 
devices  and  to  train  them  in  the  proper  use  and 
function  of  such  devices. 

Expressway  emergency  communications  sys- 
tems. A program  for  providing  radio-controlled 
call  boxes  on  the  easterly  portion  of  the  Long  Island 
Expressway  is  in  effect. 

Emergency  medical  services  communications 
systems.  A program  is  in  operation  to  develop 
communication  capabilities  and  to  provide  direct 
radio  communication  between  ambulances  and 
hospitals. 

Special  studies.  In  1970  the  SCTSB  received 
approximately  50  requests  for  traffic  studies  and 
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was  able  to  survey  12  municipalities  in  depth  and 
make  valid  recommendations. 

Improved  emergency  medical  care 

At  the  scene.  The  Suffolk  County  Medical 
Society  through  its  Emergency  Care  Committee 
has  directed  the  training  of  many  hundreds  of  res- 
cue and  ambulance  personnel  and  maintains  peri- 
odic refresher  courses. 

The  Fire  Training  School  at  Yaphank  has  con- 
tributed many  man  hours  in  providing  instruction 
to  fire  department  and  other  ambulance  groups 
throughout  the  county  in  resuscitation  technics. 

The  Department  of  Public  Health  through  its 
Emergency  Medical  Advisory  Committee  is  cur- 
rently making  a countywide  survey  of  accident 
scenes,  transportation,  and  hospital  accident 
rooms  to  determine  where  improvements  can  be 
made. 

In  transit.  There  are  approximately  111  ambu- 
lances in  Suffolk  County  of  which  79  are  manned 
by  volunteer  fire  departments,  8 by  community 
and  veterans  posts,  and  24  by  private  carriers. 
Through  its  training  programs  as  already  de- 
scribed, personnel  are  shown  what  the  recom- 
mended minimum  equipment  should  be  on  each 
ambulance;  and  as  their  skills  and  technics  de- 
velop, more  sophisticated  equipment  is  added.  It 
is  of  paramount  importance  that  all  ambulances 
be  equipped  with  two-way  radio  in  contact  with  a 
hospital  base  station  to  obtain  help  and  direction 
in  transit  and  to  alert  the  emergency  room  as  to 
what  to  expect  and  thus  be  prepaired. 

Hospital  emergency  room.  The  Eastern  Long 
Island  chapter  of  the  American  College  of  Surgeons 
is  currently  making  a survey  of  all  the  county’s 
voluntary  hospitals  emergency  rooms.  This  survey 
is  in  depth  and  covers  all  phases  of  their  opera- 
tion. A brief  report  is  given  each  hospital  adminis- 
trator on  completion  of  the  survey,  and  when  the 
program  is  completed  a detailed  report  will  be 
sent  to  each  hospital  with  recommendations  for  im- 
provements in  any  areas  found  deficient. 


Conclusions 

Suffolk  County  has  been  at  or  near  the  top  for 
the  past  decade  in  the  number  of  fatal  traffic  acci- 
dents in  counties  of  New  York  State.  Improve- 
ment has  been  sought  through  an  extensive  pro- 
gram in  (1)  accident  prevention  and  (2)  improved 
emergency  medical  care.  Additional  efforts  which 
could  conceivably  result  in  over-all  improvement 
should  be  made  in  the  following  areas:  continued 
emphasis  on  new  car  safety  standards  and  structur- 
ing positive  attitudes  toward  safety  features  such 
as  belt  restraints;  support  and  expansion  of  driver 
education  courses;  use  of  school  psychologists  in 
behavior  problems  prior  to  granting  passing  grades; 
use  of  all  available  news  media  in  disseminating 
information  relative  to  alcohol-related  crashes; 
relation  of  drugs  in  crashes;  developing  remedial 
programs  for  problem  drinkers;  continued  improve- 
ment in  emergency  medical  services;  improvement 
in  highway  design  commensurate  with  high-speed 
travel;  and  physical  examination  and  periodic  re- 
examination for  drivers,  patterned  after  the  Penn- 
sylvania plan. 

East  Hampton  Medical  Group 
94  Pantigo  Road 
East  Hampton,  New  York  11937 


References 

1.  Federal  role  in  traffic  safety,  in  Status  Report,  no.  78, 
May  19,  1969,  p.  3. 

2.  Braunstein,  P.  W.,  Weinberg,  S.  B.,  and  Dal  Cortivo,  L.: 
The  drunk  and  drugged  driver  versus  the  law,  J.  Trauma  8:  83 
(1968). 

3.  Harper,  C.  R.,  and  Albers,  W.  R.:  Alcohol  and  general 
aviation  accidents.  Aerospace  Med.  35:  462  (1964). 

4.  Wechsler,  H.,  et  a/. : Alcohol  Level  and  Home  Accidental 
Injuries,  Boston  Medical  Foundation  Inc.,  1969. 

5.  Sarlanis,  K.,  Lewis,  E.  M.,  and  Pazera,  E.:  Injury  Con- 
trol Research  Laboratory,  Washington,  D.C.,  U.S.  Department 
of  Health,  Education,  and  Welfare,  1969  (ICRL-RR-69-2,  1969). 

6.  Ibid. : ICRL-RR-68-4,  1968. 

7.  Alcohol  and  Highway  Safety — A Report  to  Congress  from 
the  Secretary  of  Transportation,  Washington,  D.C.,  U.S.  De- 
partment of  Transportation,  1968. 

8.  Dott,  A.  B.:  Blood  alcohol  levels  and  intoxication, 

J.A.M.A.  214:  2169(1970). 


2330  New  York  State  Journal  of  Medicine  / October  1,  1971 


Historic  of  Medicine 


PAUL  EHRLICH,  M.D. 
11854-1915) 

Great  theoretician  and  benefactor 
of  mankind 


LOUIS  PELNER,  M.D.,  F.A.C.A. 

Brooklyn.  New  York 

Consultant,  Department  of  Medicine.  Swedish 
Hospital  Center 


Ackernecht,'  the  famous  medical  historian,  de- 
scribes Paul  Ehrlich,  M.D.,  as  one  of  the  greatest 
medical  scientists  of  all  time.  I intend  to  show 
in  this  essay  that  this  is  a conservative  and  pru- 
dent assessment  by  an  eminent  historian. 
Ehrlich’s  scientific  life  can  be  divided  naturally 
into  three  periods  of  approximately  equal  length: 
the  first,  from  medical  school  graduation  to  Beh- 
ring’s discovery  of  the  antitoxins  (1878  to  1891); 
the  second,  from  the  standardization  of  the  anti- 
toxins until  the  start  of  work  with  chemotherapy 
(1892  to  1903);  and  the  final  period  that  included 
the  characterization  and  development  of  arsphen- 
amine  (1903  to  1915).-  The  accomplishments  dur- 
ing even  one  of  these  periods  should  have  been  suf- 
ficient to  label  him  a great  scientist.  This  essay 
will  discuss  the  work  accomplished  during  the 
first  of  these  periods. 

Life  history 

Paul  Ehrlich  was  born  on  March  14,  1854,  in 
Strehlin,  Upper  Silesia,  and  was  said  as  a child  to 
have  shown  his  prowess  with  Latin  expressions  and 
with  simple  chemistry.  His  cousin,  later  the 
famous  pathologist,  Karl  Weigert,  M.D.,  who  was 
nine  years  older  than  Paul,  probably  had  some- 
thing to  do  with  Ehrlich’s  love  for  science.  In  due 
time,  he  entered  Breslau  College  and  later  went  to 
the  medical  school  of  Breslau  University.  He 
found  this  school  disappointing  and  after  the  first 
term  attended  the  University  of  Strassburg,  where 
he  worked  under  Professor  Waldeyer  who  allowed 
Ehrlich  to  experiment  with  dyes  on  his  off  hours. 


During  this  period,  F)hrlich  discovered  a new  type 
of  cell  called  the  mast  cell.  During  the  third  term 
he  returned  to  the  University  of  Breslau  where  he 
studied  pathologic  anatomy.  It  was  at  Breslau 
University  that  Robert  Koch,  M.D.,  first  met  Paul 
F)hrlich.  Paul  was  graduated  in  medicine  in  1878 
from  still  another  medical  school,  the  University  of 
Leipzig,  at  the  age  of  twenty-four.  His  M.D.  thesis 
before  graduation  was  entitled  “Analytical  Studies 
of  Staining  Methods”  in  which  F)hrlich  stressed 
the  fact  that  staining  was  actually  a binding  of  the 
stain  to  the  protoplasm.  He  came  back  to  this 
point  again  and  again  throughout  his  lifetime,  and 
this  hypothesis  can  really  be  considered  the  frame- 
work of  his  entire  life’s  work.^ 

In  1878  he  went  to  Charite  Hospital  in  Berlin 
where  he  worked  under  Professor  von  Frerichs, 
the  famous  clinician.  Von  Frerichs  recognized 
Ehrlich’s  ability,  relieved  him  of  routine  clinical 
duties,  and  allowed  Ehrlich  to  work  out  his  own 
methods  with  dyes.^  During  this  period  Ehrlich 
studied  the  various  types  of  blood  cells  and  de- 
scribed them  in  a manner  which  is  still  used  today. 
Also  during  this  period,  he  married  Hedwig  Pinkus, 
age  nineteen,  who  was  to  be  his  helpmate  through- 
out his  lifetime. 

In  1882  Robert  Koch  announced  the  discovery  of 
the  tubercle  bacillus  at  the  meeting  of  the  Physio- 
logical Society  of  Berlin.  Immediately  after  the 
lecture,  Ehrlich  went  back  to  the  hospital  and 
experimented  with  his  dyes.  Very  quickly  he 
found  a method  to  stain  the  tubercle  bacillus,  a 
method  which  is  still  used  with  slight  variation 
today,  although  called  by  a different  name.  In 
1885  his  preceptor,  von  Frerichs,  died  and  was  suc- 
ceeded by  another  physician  who  did  not  under- 
stand Ehrlich  and  forced  him  into  a rigid  clinical 
routine.  At  this  time  Ehrlich  showed  signs  of  pul- 
monary tuberculosis,  and  his  sputum  contained  the 
tubercle  bacillus.  However,  his  lifelong  associate, 
Felix  Pinkus,  M.D.,  said  that  this  illness  was  called 
tuberculosis  of  the  lungs  but,  in  truth,  he  was  really 
suffering  from  constraint,  like  a high-strung  race 
horse  quivering  in  his  yoke.  Ehrlich  could  not 
stand  to  be  fettered.  Pinkus^  points  out  that 
Ehrlich  was  easily  cured  of  the  disease,  and  it  never 
troubled  him  again.  He  remained  two  years  in 
Egypt;  and  when  he  returned  in  1887,  he  set  up  a 
small  laboratory  in  Berlin. 

Robert  Koch  invited  Ehrlich  to  work  at  his  new 
research  institute  for  infectious  diseases.  Working 
with  Koch  and  Ehrlich  at  this  institute  was  Emil 
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von  Behring,  who  in  1891  discovered  the  specific 
immune  substances  in  the  sera  of  animals  given 
diphtheria  or  tetanus  bacilli.  However,  von  Beh- 
ring’s serum  proved  very  disappointing  in  practice, 
and  he  asked  Ehrlich  to  help  him  improve  it. 
Ehrlich  found  a way  to  do  this  by  giving  horses  in- 
creasing doses  of  toxin  and,  in  addition,  he  worked 
out  a method  of  measuring  the  curative  value  of  the 
antitoxin  in  relation  to  a fixed  standard,  so  that  the 
dosage  that  was  used  could  be  measured  exactly 
the  same  way  anywhere  in  the  world.  This  col- 
laboration, while  fruitful  for  von  Behring,  had  dis- 
astrous effects  on  Paul  Ehrlich,  who  believed  he 
was  cheated  out  of  many  years  of  work.^  The  re- 
sult was  that  Ehrlich  never  saw  von  Behring  again, 
although  von  Behring  was  to  trouble  him  in  various 
ways  many  times  during  his  lifetime.  In  1896 
while  Ehrlich  was  director  of  the  Serum  Institute 
at  Steglitz,  where  all  the  serum  manufactured  in 
Prussia  was  tested,  von  Behring  wanted  Ehrlich’s 
institute  to  do  testing  for  him.  This  Ehrlich  re- 
fused, and  in  a letter  to  Dr.  Althoff,  the  Prussian 
Minister  of  Education  who  was  the  one  instru- 
mental in  getting  Ehrlich  his  job,  he  stated  that 
von  Behring  robbed  him  of  the  fruits  of  years  of 
work,  and  that  the  Serum  Institute  should  not  be 
required  to  do  the  preliminary  work  for  an  inventor 
of  a preparation;  that  work  should  be  done  by  the 
scientist  himself.® 

In  1899  Dr.  Althoff  recommended  Ehrlich  to  be 
the  director  of  the  Institute  for  Experimental 
Therapy  in  Frankfurt  am  Main,  where  he  worked 
for  sixteen  years  until  the  end  of  his  life.  There  he 
was  assisted  by  Professor  Doenitz,  Dr.  Max  Neis- 
ser,  and  Dr.  Julius  Morgenroth.  Each  morning 
Ehrlich  made  “blocks”  which  were  cards  of  sev- 
eral sizes,  but  most  often  4 by  6.5  inches,  in  various 
colors  and  bearing  serial  numbers.  These  were 
written  daily  and  contained  notes  and  instructions 
for  his  collaborators  and  assistants.  He  was  able 
to  control  the  experiments  by  these  blocks,  and  on 
them  words  were  underlined  and  often  circled  to 
show  that  they  were  important.^ 

During  this  time,  Ehrlich  formulated  the  side- 
chain  theory.  Cells  have  the  ability  to  attract  for- 
eign chemical  substances  (antigens)  which  have  a 
specific  chemical  relationship  to  the  substance  of 
the  cell.  When  they  come  in  contact,  chemical 
binding  takes  place,  like  a key  to  a lock,  or,  as 
Ehrlich  said,  a haptophore  group  of  the  foreign 
substance  will  be  caught  by  the  receptor  of  the  cell 
and  anchored.  If  the  foreign  substance  also  has  a 
toxophore  group,  the  cell  may  be  killed.  If  it  sur- 
vives, the  receptors  are  regenerated  in  excess,  go 
into  the  serum,  and  function  as  a specific  anti- 
body against  the  foreign  substance.'  Ehrlich 
called  antibodies  “the  magic  bullets,”  which  kill 
the  bacteria  hut  do  not  harm  the  host.  Hlhrlich 
said  that  during  his  student  days  he  tried  to  follow 
certain  lines  of  thought  by  experiment,  so-called 
deductive  rea.soning,  hut  this  was  not  satisfactory. 


He  said  that  we  must  not  give  directions  to  nature; 
we  must  analyze  the  striking  experimental  facts 
and  try  to  find  a law  governing  their  actions.  This 
is  called  the  inductive  type  of  reasoning,  and  by 
this  method  one  sets  up  a hypothesis  which  may 
point  to  new  discoveries.  It  acts  as  a scaffolding  to 
explain  the  experimental  facts.  Such  a hypothesis 
is  the  side-chain  theory  which  Ehrlich  used  to 
make  many  of  his  discoveries,  and  which  also 
helped  other  researchers  throughout  the  world.** 
Dale®  called  the  side-chain  theory  an  ingenious  and 
convenient  scaffolding  for  the  design  of  further 
experiments,  even  if  it  was  not  a permanent  ad- 
dition to  our  knowledge.  Ehrlich’s  hypotheses 
were  really  very  valuable  way  stations. 

In  1906  an  additional  building  called  the  George 
Speyer  Haus  was  erected  with  private  funds  along- 
side the  Institute  for  Experimental  Therapy  which 
Ehrlich  headed.  He  was  responsible  for  the  work 
in  the  new  organization  as  well. 

Ehrlich  had  his  own  unorthodox  ideas  about 
various  chemicals.  The  chemical  atoxyl,  which 
was  used  by  some  workers  in  Liverpool  in  the  treat- 
ment of  trypanosomiasis,  was  thought  by  Ehrlich 
to  have  been  assigned  the  wrong  formula.  He  di- 
rected his  assistants  to  find  analogs  of  atoxyl,  but 
these  workers  refused  to  carry  out  his  orders  be- 
cause it  meant  giving  up  an  accepted  formula  for 
this  substance.  It  was  from  this  substance  that  all 
his  other  arsenicals  were  developed,  for  example, 
number  418  was  arsenophenylglycin,  and  chemical 
number  606  was  discovered  which  was  dioxy- 
diamino-arsenobenzene  dihydrochloride  (Salvar- 
san  or  Arsphenamine).  The  number  used  indi- 
cates the  number  of  chemicals  discovered  in  that 
order  and  does  not  indicate  the  number  of  experi- 
ments done  with  this  chemical,  which  were  many 
times  this  figure.  At  first,  chemical  number  606 
was  patented  and  put  aside,  because  the  assistant 
did  not  find  it  efficacious  in  trypanosomiasis. 
However,  in  1909  the  Japanese  assistant,  Hata, 
found  it  very  effective  against  the  disease  in  rats.’® 
In  1905  Schaudinn  and  Hoffmann  discovered  the 
cause  of  syphilis,  the  spirochete;  and  since  this 
organism  resembled  the  trypanosome,  these 
workers  suggested  that  chemical  number  606  be 
tried  in  syphilis.  Paul  Ehrlich  realized  that  serum 
therapy  was  a “magic  bullet”  which  is  parasito- 
tropic but  not  organotropic,  that  it  would  kill  the 
bacterium  but  would  not  harm  the  host.  But  this 
cannot  be  applied  to  all  infectious  diseases, 
especially  those  caused  by  the  malarial  parasite, 
protozoa,  trypanosomes,  or  spirilla.  For  these 
Ehrlich  believed  we  must  use  chemotherapy. 

Martha  Marquardt,  who  was  Ehrlich’s  secretary 
for  many  years,  stated  in  her  book  that  she  worked 
with  him  for  several  years  before  she  realized  that 
he  was  Jewish.  She  said  that  he  would  never  think 
of  changing  his  religion  for  the  sake  of  deriving  any 
advantage,  but  she  also  stated  that  he  paid  very 
little  attention  to  Jewish  holy  days  and  Jewish 
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rites."  In  1908  Ehrlich  won  the  Nobel  prize,  which 
he  shared  with  MetchnikolT,  for  his  studies  in  im- 
munity. In  1909  I)r.  Hata,  who  had  come  to  work 
with  Ehrlich  and  had  attained  great  proficiency  in 
inducing  syphilis  in  rabbits,  tried  chemical  num- 
ber 606  and  found  it  to  be  very  efficacious  for  in- 
duced syphilis  in  rabbits.  'Phereupon  Ehrlich  sent 
this  chemical,  which  was  arsphenamine  and  was 
later  called  Salvarsan  because  it  was  expected  to 
lead  to  the  salvation  of  mankind,  to  various  clinics 
for  human  testing.  There  were  so  many  reports  of 
its  success  that  it  could  not  be  supplied  to  all  the 
clinical  workers  and  had  to  he  doled  out  in  small 
quantities.  For  teaching  chemotherapy  Ehrlich 
had  an  important  motto,  “corpora  non  agunt  nisi 
fixata”  which  means  “parasites  can  be  killed  only 
by  that  substance  which  binds  or  anchors  itself  to 
the  parasite.”'-  A forerunner  of  this  motto  could 
already  be  discerned  in  Ehrlich’s  M.I).  thesis  in 
1878. 

On  April  19,  1910,  at  the  Congress  for  Internal 
Medicine  at  Wiesbaden,  Salvarsan  was  announced 
to  the  world.  Following  this  65,000  free  doses  were 
sent  out  to  the  various  clinics  from  -June  to  De- 
cember, 1910.  It  was  sewn  noticed  that  unless  care- 
fully prepared  and  carefully  injected,  Salvarsan 
produced  many  undesirable  symptoms.  Some- 
times it  required  many  animal  experiments  to  find 
an  explanation  for  the  unexpected  symptoms. 
Since  the  drug  was  used  intramuscularly  at  first, 
there  were  occasional  necrotic  areas  at  the  punc- 
ture sites.  One  of  the  causes  of  this  complication 
was  found  by  Ehrlich  to  be  that  the  water  used  in 
dissolving  the  Salvarsan  was  not  sterilized."' 
Much  of  his  time  was  taken  up  by  writing  precise 
directions  to  his  correspondents.  To  remedy  some 
of  the  undesirable  reactions  the  drug  had  to  be 
given  intravenously,  and  Ehrlich  had  to  give  pre- 
cise directions  for  the  intravenous  use  because  this 
form  of  treatment  was  not  used  extensively  at  that 
time.  Later  another  chemical  labeled  number 
914  and  called  Neo-Salvarsan  proved  much  easier 
to  handle  and  replaced  Salvarsan  in  most  of  the 
clinics  in  the  world.  However,  Ehrlich  still  be- 
lieved that  the  original  Salvarsan  was  much  more 
effective  if  used  properly. 

On  March  14,  1914,  Ehrlich  celebrated  his  sixti- 
eth birthday,  and  friends,  coworkers,  and  former 
pupils  were  invited  to  his  institute  (Fig.  1).  A 
festschrift  was  edited  by  one  of  his  assistants  and 
consisted  of  contributions  from  many  former  co- 
workers and  pupils  then  working  in  different  parts 
of  the  world.  In  addition  to  the  honors  and  ap- 
preciation which  came  to  Ehrlich  from  all  over  the 
world,  there  was  the  inevitable  slander  and  libel 
perpetrated  by  people  who  were  envious  of  him. 
The  year  before  his  death,  Ehrlich  had  to  appear  as 
an  expert  witness  at  a trial  of  a man  who  was  slan- 
dering him  and  his  famous  chemical.  This  trial 
had  a deleterious  effect  on  Ehrlich’s  health."  On 
July  14,  World  War  I broke  out,  and  Paul  Ehrlich’s 


FIGURE  1 Paul  Ehrlich,  age  about  sixty,  kindly  supplied 
by  Hermann  Pinkus,  M D.,  professor  of  dermatology, 
Wayne  University  College  of  Medicine. 


health  grew  steadily  worse.  In  December,  1914,  a 
slight  stroke  developed.  He  was  depressed  with 
the  war,  and  he  also  was  afraid  that  the  Salvarsan 
made  in  foreign  countries  would  cause  unpleasant 
reactions,  and  this  further  depressed  him.  Paul 
Ehrlich  died  in  1915  and  was  buried  in  the  Jewish 
cemetery  of  Frankfurt.*’’ 

Discoveries  during  first  period 

In  1877,  while  still  a medical  student,  Ehrlich 
discovered  the  mast  cells  of  the  blood  and  tissues. 
Throughout  his  medical  course  he  had  been  in- 
terested in  dyestuffs  and  their  application  to  the 
staining  of  histologic  tissue  sections.  These  cells 
were  called  mast  cells  because  he  believed  they 
were  “well-fed”  cells  that  had  taken  up  nutritional 
materials  from  the  surrounding  tissue  and  stored 
them  in  granules  which  stained  metachromatically 
(mastung,  German  for  feeding).  Tissues  that  stain 
metachromatically  show  a different  color  from  the 
applied  dye.  Ehrlich  included  a description  of  the 
mast  cell  in  his  inaugural  thesis  required  for 
graduation  from  the  University  of  Leipzig  in  1878. 

The  thesis  entitled,  “Contributions  to  the 
Theory  and  Practices  of  Histologic  Staining”  was 
never  published;  and  although  the  original  was 
destroyed  in  a bombing  raid  on  Frankfurt  in  1943, 
a copy  was  owned  by  Dr.  Micbaelis,  who  allowed  it 
to  be  transcribed  for  publication."’  Ehrlich  con- 
trasted a simple  stain  like  carmine  with  a complex 
stain  like  hematoxylin.  The  former  is  soluble  and 
can  readily  be  removed  by  dilute  alkali,  while  the 
latter  enters  in  a complex  reaction  with  alum,  is 
insoluble,  and  requires  acid  alcohol  to  be  extracted. 
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He  denied  that  dyeing  was  a physical  process  but 
believed  it  was  a chemical  combination  between 
the  fiber  and  the  dye,  forming  a loose  double  com- 
pound with  it.  Ehrlich  was  able  to  forecast  the 
efficacy  of  the  dyestuff  by  his  knowledge  of  the 
chemical  formulas.  Synthetic  dyes  have  a pro- 
nounced acid  character  (picric  acid,  alizarin,  and 
eosin)  or  a basic  character  (fuchsine,  cyanine,  and 
safranine).  Eosin  could  be  dechlorized  by  re- 
placing the  hydroxyl  group  with  an  ethyl  group. 

Ehrlich  stated  that  the  aniline  dyes  undergo  a 
color  change  by  substituting  certain  radicles;  thus 
if  rosaniline  is  phenylated  it  becomes  blue;  if 
methyl  iodide,  a green  dye,  is  added,  methyl  green 
is  formed. 

Ehrlich  had  first  considered  the  mast  cells  as  a 
subdivision  of  Waldeyer’s  plasma  cells;  but  since 
they  stain  differently  and  are  found  in  different 
areas  of  the  body,  they  are  definitely  not  Wal- 
deyer’s plasma  cells,  but  of  another  type,  which 
he  called  mast  cells.  Prophetically,  Ehrlich 
stated  that  these  cells  contain  a substance  that 
could  not  yet  be  chemically  identified,  but  we  now 
know  that  the  granules  of  the  mast  cell  contain 
histamine,  heparin,  and  in  the  mouse  and  rat  5- 
hydroxytryptamine  (serotonin).^"  He  also  stated 
that  the  nucleus  had  a remarkably  small  affinity 
for  aniline  dyes.  The  substances  in  mast  cells 
combine  with  most  aniline  dyes  to  form  metachro- 
matic  double  compounds;  the  nucleus  of  the  cell 
usually  remains  unstained.  Mast  cells  also  in- 
clude the  basophils  of  the  blood. 

Ehrlich  believed  that  the  ground  substance  can 
be  divided  into  two  physiologically,  chemically, 
and  physically  different  modifications  according  to 
staining  characteristics.  Calcified  cartilage  is 
stained  blue  by  the  action  of  fuchsin  in  conjunction 
with  hydrochloric  acid;  this  can  be  explained  by 
the  assumption  that  fuchsin  has  been  changed  to  a 
blue  dye.  Since  osteoid  cartilage  does  not  stain 
with  the  dye,  the  cartilage  must  have  undergone  a 
major  chemical  change  in  its  development. 

Flhrlich  believed  that  eosin  (fourfold  brominated 
fluoroscein)  stains  the  red  blood  cell  by  combining 
in  some  way  with  the  hemoglobin.  Eosin  has  a 
weak  affinity  for  the  nuclei  of  cells,  staining  only 
the  nuclei  of  some  connective  tissue  cells.  Muscle 
and  elastic  fibers  stain  with  eosin. 

It  is  really  amazing  that  a medical  student 
should  have  had  such  detailed  knowledge  on  so 
complex  a subject. 

On  March  24,  1882,  Robert  Koch  reported  the 
discovery  of  the  tubercle  bacillus  to  the  Berlin 
Physiological  Society,  and  on  May  1,  1882,  Ehrlich 
demonstrated  the  method  of  staining  this  bacte- 
rium ba.sed  on  its  acid  fastne.ss.  The  modern 
method  of  Ziehl-Neel.sen  is  but  a modification  of 
Ehrlich’s  stain. Ehrlich  u.sed  an  aniline  water 
solution  ol  fuchsin,  while  in  the  present  method  a 
mixture  of  per  cent  carl)olic  acid  and  a saturated 
alcoholic  solution  of  fuchsin  is  used.  I'he  acid- 


fast  bacteria  retain  their  color  after  decolorization 
of  other  bacteria  with  acid  alcohol. 

Felix  Pinkus  stated  that  Ehrlich  saw  some  pe- 
culiar red  rods  in  a spleen,  stained  with  his  aniline- 
fuchsin  stain,  months  before  Koch  had  announced 
his  discovery  of  the  tubercle  bacillus.  Since  Ehr- 
lich noted  carefully  all  his  unusual  findings  in 
notebooks,  he  was  immediately  able  to  sense  the 
significance  of  Koch’s  discovery  and  discover  a new 
way  to  stain  the  tubercle  bacillus.  On  the  same 
evening,  Koch  verified  Ehrlich’s  method  and  there- 
after used  the  method  exclusively.^^ 

In  1885  Ehrlich'^®  completed  an  amazing  mono- 
graph entitled  The  Requirement  of  the  Organism 
for  Oxygen,  which  consisted  essentially  of  com- 
parative observations  of  the  reducing  reactions  of 
the  cells  of  various  organs  on  various  dyestuffs. 
In  this  work  for  the  first  time,  he  described  his 
notion  that  the  cell  consists  of  a chemical  nucleus 
composed  of  a special  structure  responsible  for  a 
specific  function,  peculiar  to  the  cell,  and  that 
attached  to  these  are  side  chains  responsible  for  the 
cell’s  vital  actions  in  general,  such  as  the  site  for 
oxidation  and  reduction  reactions.  This  thought 
was  evidently  an  early  precursor  to  his  widely  ac- 
claimed side-chain  theory  of  antibody  formation. 

Noting  that  alizarin  blue  can  be  reduced  in  the 
animal  to  alizarin  white,  Ehrlich  injected  this  dye 
into  rabbits  intravenously  which  caused  tetanic 
fits  and  death  of  the  animal.  If  the  animal  died  or 
was  killed  at  the  height  of  the  poisoning,  most  of 
the  organs  were  colored  blue,  but  some  were  white, 
indicating  the  area  where  the  most  intensive  oxida- 
tions and  reductions  occurred  in  the  body.  For 
example,  the  white  matter  of  the  central  nervous 
system  was  colorless  and  the  gray  matter,  connec- 
tive tissue,  blood  serum  and  lymph,  and  salivary, 
mucous,  and  lachrymal  glands  were  blue,  as  were 
also  the  pancreas,  breast,  and  testes.  The  medulla 
of  the  kidney  was  blue,  while  the  lungs  were  color- 
less as  were  also  the  liver  and  renal  cortex.  The 
skeletal  muscles  were  blue,  and  the  color  of  the 
smooth  muscle  depended  on  the  state  of  activity  at 
the  time.  In  the  smooth  muscle  an  increased  oxy- 
gen consumption,  caused  by  the  performance  of 
work,  calls  forth  an  increase  of  reducing  capacity. 
The  liver,  which  is  fed  largely  by  venous  blood,  is 
naturally  the  site  of  intense  reduction.  The  most 
extensive  chemical  transformations  occur  in  the 
renal  cortex  where,  in  spite  of  a larger  oxygen  sup- 
ply, the  musculature  cannot  maintain  the  same 
degree  of  oxygen  saturation  as  in  the  inactive  state. 

Other  dyes  were  similarly  investigated.  This 
monograph  was  a thesis  submitted  for  his  recogni- 
tion as  a University  teacher.  Dale-'  stated  that 
these  observations  showed  astounding  ingenuity 
and,  for  the  year  1885,  true  clairvoyance.  Ehrlich, 
the  neophyte,  challenged  the  theories  of  oxidation 
of  the  great  Pfliiger  who  believed  that  the  oxygen 
actually  entered  the  protoplasmic  molecules.  On 
the  other  hand,  Ehrlich  believed  that  oxidation 


2334  Mew  York  State  Journal  of  Medicine  / October  1,  1971 


and  reduction  were  merely  the  removal  and  re- 
placement of  hydrogen  atoms,  a remarkable  fore- 
cast of  events  to  come. 

While  Ehrlich  was  still  a resident  at  Charite 
Hospital  in  Berlin,  he  devised  and  developed 
methods  of  staining  blood  smears  that  form  the 
basis  of  the  science  of  hematology.  F'or  the  first 
time  Ehrlich  discovered  the  types  of  white  blood 
cells,  the  eosinophils,  basophils,  and  neutrophils, 
and  also  the  larger  mononuclear  leukocytes,  as  well 
as  the  red  cells  (normoblasts,  megaloblasts,  micro- 
blasts, and  normocytes).  He  was  able  to  diagnose 
the  various  forms  of  leukemia  by  studying  tbe 
blood  smear  and  for  tbe  first  time  described  aplas- 
tic anemia. 

In  1900  Ehrlicb  and  Lazarus--'  authored  a book. 
Histology  of  the  Blood.  However,  since  this  book 
contains  all  of  Ehrlich’s  earlier  discoveries  on  the 
development  and  staining  characteristics  of  the 
blood  cells,  it  can  be  said  to  fall  into  our  arbitrarily 
determined  time  span.  Ebrlicb  describes  three 
main  characteristics  of  the  red  blood  cells  in 
anemia:  polychromatophilic  degeneration, 

poikilocytosis,  and  tbe  presence  of  nucleated  red 
blood  cells,  the  youngest  stage  of  the  red  cell.  In 
1880  Ehrlich  first  described  tbe  normoblast  which 
he  found  in  certain  anemic  states.  He  found  the 
megaloblast  and  megalocyte  (the  former  cell  with 
a degeneration  of  the  nucleus)  in  pernicious  anemia 
and  in  embryonic  blood  formation.  The  larger  size 
of  the  cell  results  in  an  inefficient  process  of  oxygen 
carriage  because  of  the  small  respiratory  surface 
compared  with  the  volume  of  the  cell.  He  con- 
trasted the  situation  of  true  pernicious  anemia  with 
the  simulating  disease  caused  by  Bothriocephalus 
tapeworm  in  that  removal  of  the  worm  caused  a 
remission  of  the  anemia.  Of  course,  with  the  dis- 
covery of  vitamin  B12  therapy  several  decades  later 
the  prognosis  in  true  pernicious  anemia  is  also  very 
favorable. 

The  white  cells  were  classfied  by  Ehrlich  much 
as  they  are  today.  He  theorized  that  the  site  of 
formation  of  the  white  blood  cells,  except  for  the 
lymphocytes,  and  also  the  site  of  formation  of  the 
red  blood  cells  was  the  bone  marrow.  The  spleen 
was  apparently  involved  in  the  production  of  the 
lymphocytes  only,  but  in  a negative  way,  since  re- 
moval of  the  spleen  results  in  a gradual  increase  of 
lymphocytes  with  time.  It  is  believed  today  that 
the  other  white  blood  cells  are  also  under  negative 
control  by  the  spleen.  Ehrlich  made  a prophetic 
statement  when  he  stated  that  the  granules  of  the 
wandering  cells,  for  example,  the  granules  of  the 
mast  cells,  are  destined  to  be  surrendered  to  the 
environment.  We  now  know  that  the  granules  of 
the  mast  cell  contain  histamine,  heparin,  and,  in 
the  mouse  and  rat,  serotonin. 

For  staining  blood  smears,  Ehrlich  liked  the  tri- 
acid stain  best.  The  three  colors,  orange-G, 
fuchsia-S,  and  methyl  green,  saturated  in  water 
were  mixed,  but  never  was  more  than  a 100-cc. 


quantity  made  at  any  one  time.  The  bottle  for  this 
dye  bad  to  be  scrupulously  clean  and,  when  filled, 
was  kept  out  of  tbe  light.  A prime  gift  to  a friend 
was  a bottle  of  his  triacid  stain. ^ 

An  interesting  early  discovery  of  Ehrlich  was  the 
staining  of  glycogen  by  tbe  use  of  iodine  in  gum 
arabic.  Felix  Pinkus,  M.D.,  was  asked  by  Ebrlich 
to  try  this  stain  on  every  substance  that  he  could 
possibly  find,  and  therefore  Pinkus  asked  one  of 
the  students  in  the  laboratory  to  pluck  a few  hairs 
from  his  head.  The  staining  reaction  was  success- 
ful, but  tbe  procedure  had  to  be  stopped  because  of 
the  development  of  severe  headaches.  When  Dr. 
Pinkus  met  him  years  later,  now  a bald  professor  of 
medicine,  he  recalled  with  glee  the  young  student’s 
early  contribution  to  research.^ 

Another  important  discovery  is  tbe  test  for  uro- 
bilinogen, a test  for  early  liver  dysfunction  used  in 
tbe  differential  diagnosis  of  the  various  types  of 
jaundice  (1883).-'*  To  show  the  presence  of  urobil- 
inogen, add  to  2 cc.  of  freshly  voided  urine  5 to  8 
drops  of  Ehrlich’s  aldehyde  reagent  (dimethyl- 
aminobenzaldehyde)  in  20  per  cent  hydrochloric 
acid.  A light  pink,  or  orange  color  if  the  urine 
contains  considerable  yellow  pigment,  increasing 
as  the  urine  is  heated  indicates  normal  amounts  of 
urobilinogen.  An  immediate  cherry-red  color  in- 
dicates large  amounts.  If  an  orange  color  is  ob- 
tained only  after  heating,  this  indicates  decreased 
amounts.  No  color  change  at  all  indicates  the  ab- 
sence of  urobilinogen.  The  test  can  be  made  semi- 
quantitatively  by  diluting  the  urine  1 to  10,  1 to  20, 
1 to  40,  and  so  on  and  noting  if  the  cherry-red  color 
is  still  present  in  the  dilutions.  If  present  in  very 
dilute  solutions,  this  would  indicate  marked  liver 
dysfunction. 

Porphobilinogen  reacts  with  Ehrlich’s  dimethyl- 
aminobenzaldehyde  to  form  a red  color  exactly  as 
does  urobilinogen.  However,  the  red  color  is  not 
extractable  with  chloroform  and  can  thus  be  dis- 
tinguished from  the  urobilinogen  which  goes  into 
the  chloroform  layer. 

In  1886  Ehrlich  made  one  of  his  greatest  dis- 
coveries, the  staining  of  living  nerve  fibers  with 
methylene  blue,  thus  originating  the  concept  of 
vital  staining. 25  Waldeyer,  the  great  anatomist,  in 
discussing  the  new  developments  in  the  anatomy 
of  the  central  nervous  system  before  the  Medical 
Society  of  Berlin  in  1891,  called  the  method  “a  pro- 
cess we  have  to  indicate  as  one  of  the  greatest  ad- 
vances in  our  research  work.”^ 

Although  the  year  1891  found  Ehrlich  still  im- 
mersed in  his  work  on  staining  with  his  various 
dyes,  it  also  marks  the  date  of  the  first  attempts 
at  chemotherapy.  With  Guttmann  he  treated  2 
patients  with  malaria  by  giving  the  patients 
methylene  blue  orally. 2**  The  time  was  not  yet  ripe 
for  the  intensive  study  of  chemotherapy,  even 
though  Ehrlich’s  results  certainly  warranted 
further  investigation  and  development.  Von 
Behring’s  antitoxins  were  soon  to  be  revealed  to 
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the  world,  and  Ehrlich’s  time  was  taken  up  to  pro- 
vide standards  so  that  this  theoretic  remedy  could 
be  put  to  practical  use.  Yet  years  later,  when  the 
Bayer  Company  was  searching  for  a new  anti- 
malarial  drug,  the  starting  point  was  methylene 
blue.^ 

Dale  called  Salvarsan  the  last  of  Ehrlich’s  per- 
sonal achievements  but  only  a beginning  of  what 
his  ideas  were  to  do  for  mankind.  After  his  death 
remedies  for  sleeping  sickness  and  malaria  which 
followed  his  leads  were  introduced.  Now  chemo- 
therapy is  available  for  most  common  infections, 
because  in  1935,  Domagk,  following  Ehrlich’s  prin- 
ciples strictly,  discovered  prontosil  which  was  the 
first  of  the  sulfanilamides.  Later  penicillin  and 
streptomycin  were  discovered.  Even  today,  new 
antibiotics  are  being  discovered  all  following  the 
trail  blazed  by  Paul  Ehrlich.® 

Critique 

I have  classed  Ehrlich  as  a great  theoretician 
rather  than  a great  theorist,  because  he  used  his 
hypotheses  to  discover  prodigious  amounts  of  use- 
ful knowledge.  Early  in  his  career  he  gave  up  the 
use  of  deductive  reasoning,  that  is,  given  a certain 
set  of  facts,  the  likelihood  is  that  another  possibili- 
ty would  result.  Ehrlich  believed  that  this  method 
was  directing  nature  on  how  it  should  react.  In- 
stead, Ehrlich  reasoned  from  established  fact  to  a 
hypothesis  and  then  used  the  hypothesis  to  dis- 
cover new  facts. 

Ehrlich  constantly  had  to  defend  his  theories 
from  attack,  especially  the  side-chain  theory  of 
immune  body  production.  In  an  ironic  and  rather 
witty  article  Dr.  v.  Gruber  called  Ehrlich  “Dr. 
Phantasus”  (Dr.  Fantasy),  ridiculed  the  theory  ex- 
pecting its  early  demise.  He  did  not  reckon  with 
Ehrlich’s  tenacity.  Ehrlich  replied  that  a theory 
had  value  only  when  it  helped  the  researcher  dis- 
cover new  facts.  In  a quiet  fashion  he  turned  the 
tables  on  Dr.  Gruber,  stating  that  the  audience 
“should  not  be  induced  by  an  abundance  of  mis- 
understandings and  misleading  interpretations  to 
discredit  a promising  field  of  medical  research.”'^ 

It  can  indeed  be  stated  that  ideas,  rather  than 
individual  discoveries,  made  Ehrlich  the  great  man 
that  he  was.  He  recognized  the  principles  involved 
in  his  discoveries  and  formulated  hypotheses  which 
helped  others  and  himself  to  find  new  truths.  He 
was  a master  in  formulating  hypotheses,  probably 
exceeded  by  no  one  up  to  that  time.  His  motto 
which  carried  through  all  his  discoveries  was  “cor- 
pora non  agunt  nisi  fixata”  which  means  “chemical 
substances  do  not  react  unless  they  are  fixed  to 
each  other.’’  He  believed  that  immunologic  re- 
actions like  other  reactions  were  subject  to  definite 
quantitative  rules,  and  thus  he  took  the  abstract 
idea  of  diphtheria  antitoxin  devised  by  von  Behring 
and  made  it  practical  for  use  throughout  the  world. 
Of  course,  modern  sophisticated  research  has  led 


to  the  forming  of  new  hypotheses  and  some  criti- 
cism of  Ehrlich’s  views.  But  to  quote  Ehrlich 
himself: 

More  recent  research  has  removed  many  a stone 
from  the  building  and  has  led  to  many  additions,  but 
the  basic  plan  has  not  been  changed  in  any  important 
point. 

161  Rugby  Road 
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Beth  Israel  Medical  Center 

From  the  day  the  “new”  Beth  Israel  Hospital  was 
opened  on  March  12,  1929,  meetings  of  its  board 
of  trustees,  medical  board,  and  innumerable  com- 
mittees were  held  in  the  board  room,  a spacious 
room  on  tbe  second  floor  of  what  is  now  the  Dazian 
Pavilion  of  the  Beth  Israel  Medical  Center;  it  faces 
Stuyvesant  Park,  has  double-frame  windows  with 
the  inner  ones  of  stained  glass,  and  all  four  walls 
are  paneled  in  oak.  In  the  center  is  a long  confer- 
ence table  surrounded  by  armchairs.  At  one  time 
or  another  almost  everyone  connected  with  the 
hospital  in  the  past  thirty-odd  years  must  have 
been  in  that  room,  and  that  is  where  the  lost  ar- 
chives were  found. 

History 

Because  archives  are  history,  a historical  sketch 
of  the  Beth  Israel  Hospital  follows. 

On  October  10,  1889,  the  first  meeting  of  the 
board  of  directors  was  held  at  which  the  following 
announcement  was  made  over  the  signature  of  its 
secretary,  Pinchus  Levin: 

Dear  Public  and  Jewish  Brethren,  this  gathering  of 
esteemed  Jewish  people  is  here  to  discuss  the  horrible 
conditions  existing  in  the  downtown  area  for  those  who 
wait  indefinitely  for  medical  attention  at  Hospitals. 

Were  it  to  be  looked  upon  with  open  eyes  and  mind, 
it  could  not  be  denied  that  something  must  be  done. 
It  is  discouraging  to  see  the  neglect  in  this  situation, 
and  we  must  not  resent  the  complaints  at  our  negli- 
gence of  the  sick,  old  and  poor. 

Therefore,  to  wash  away  this  sin  and  not  to  ignore 
the  needy  further,  we  here  resolve  that  a project  be 
started  and  a Hospital  be  built. 

It  was  unanimously  approved  that  the  name  of 
the  hospital  be  Beth  Israel  Hospital,  which  means 
“Home  of  Israel.”  How  like  today  those  phrases 
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sound!  Are  we,  too,  not  criticized  for  not  supply- 
ing all  the  medical  care  required,  and  community- 
minded  people  are  striving  to  improve  the  distribu- 
tion of  medical  services. 

This  meeting  was  held  in  the  back  room  of  a 
tailor  shop  on  the  lower  east  side  and  was  attended 
by  40  men.  From  this  meeting  arose  the  Beth 
Israel  Hospital  Association  of  New  York  “to  es- 
tablish and  to  maintain  a Hospital  in  the  City  of 
New  York,  where  poor  people  will  receive  medical 
advice  and  treatment  free  of  charge.” 

Although  these  men  had  vision,  compassion,  and 
courage,  they  lacked  financial  resources.  How- 
ever, under  the  leadership  of  Jacob  Serling,  M.D., 
first  president  of  the  board,  a collection  was  made 
from  the  founding  members  who  contributed  25 
cents  for  a total  of  $10!  The  original  facility  was  a 
tiny  clinic  and  emergency  room.  Then  were  added 
a few  second-hand  beds  located  in  a small  loft  on 
Birmingham  Street;  only  two  months  later, 
larger  quarters  had  to  be  found,  and  a small  build- 
ing on  Henry  Street  was  obtained.  One  year  later 
the  hospital  was  housed  at  196  Plast  Broadway  and 
had  20  beds. 

This  was  necessary  because  of  the  flood  of  immi- 
grants who  came  to  this  country  from  Europe  and 
were  living  in  overcrowded  slums  and  tenements 
which  inevitably  led  to  sickness  and  infirmity. 
To  these  poor  and  sick  people,  medical  and  hospi- 
tal care  were  unattainable  luxuries.  They  were 
not  admitted  to  public  hospitals  because  the  law 
imposed  a requirement  of  one-year  residency  in  the 
city  before  becoming  eligible  for  admission. 

Two  additional  moves  into  larger  quarters  were 
made,  and  in  1894  the  hospital  received  official  rec- 
ognition when  it  began  to  share  in  the  United  Hos- 
pital Fund  with  its  fellow  institutions.  In  1900  the 
hospital  moved  into  the  first  building  constructed 
on  Jefferson  and  Cherry  Streets;  it  contained  115 
beds.  April  1,  1900,  was  celebrated  as  a national 
holiday  on  the  lower  east  side.  It  was,  and  is,  an 
Orthodox  Jewish  hospital,  but  strictly  nonsectar- 
ian. 

In  the  same  year  the  hospital  was  founded.  The 
Beth  Israel  Hospital  School  of  Nursing  was  estab- 
lished and  in  1904  was  officially  registered  with  the 
Board  of  Regents.  Three  years  later  a department 
of  social  service  was  set  up,  a pioneering  effort  and 
one  of  the  first  in  the  United  States. 

With  the  demand  for  services  ever  increasing,  a 
new  hospital  was  planned  in  1922,  and  in  contrast 
to  the  40  25-cent  pieces  contributed  in  1889,  several 
hundred  thousand  dollars  were  donated.  The 
cornerstone  was  laid  on  October  29,  1922,  on  a 
block-wide  plot  facing  Stuyvesant  Park.  Because 
of  financial  and  other  difficulties,  it  was  not  until 
March  12,  1929,  that  the  hospital,  a 13-story  struc- 
ture and  at  the  time  one  of  the  most  modern  and 
the  tallest  hospital  building  in  the  world,  was 
opened  to  receive  patients. 
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Present 

The  present  growth  of  the  hospital  began  in  1954 
with  the  building  of  the  Charles  H.  Silver  Clinic, 
named  after  the  then,  and  present,  president  of 
the  hospital,  who  more  than  any  other  person  is 
responsible  for  the  remarkable  expansion  of  this 
institution. 

In  1960  a new  nursing-school  building  was 
opened,  named  after  its  principal  donor,  Harold  L. 
Fierman.  Then  were  added:  Baird  Hall,  a resi- 

dence hall;  Linsky  Pavilion  for  private  and  semi- 
private patients;  a new  Fierman  Hall  to  accommo- 
date the  student  nurses;  another  residence  build- 
ing; acquisition  of  the  old  Manhattan  General 
Hospital,  which  is  now  the  Bernstein  Institute  for 
psychiatric  patients  and  narcotic  addiction  pro- 
grams; affiliation  with  Gouverneur  Hospital  with 
organization  and  maintenance  of  its  ambulatory 
health  service;  and  this  past  year,  excavation  was 
begun  for  a huge  research  and  teaching  institute. 
The  medical  center  is  now  an  integral  part  of  the 
Mount  Sinai  Medical  School.  Today  the  Beth 
Israel  Medical  Center  has  1,014  beds  and  treats 
25,000  inpatients  and  362,000  outpatients  per  year. 

Archives  found 

One  day,  about  two  years  ago,  I arrived  early  to 
attend  a meeting  in  the  board  room.  Electricians 
were  rewiring  the  ceiling  lights  to  furnish  addi- 
tional illumination.  Two  of  the  oak  panels,  one  on 
each  side  of  the  door,  which  no  one  recognized  to 
be  doors  of  a cabinet  that  was  once  used  as  a reposi- 
tory for  records,  were  opened  to  reveal  dust-covered 
shelves  containing  old  books,  photographs,  movie- 


film  containers,  certificates,  and  other  objects. 
These  cabinets  had  not  been  opened  in  many  years 
because  no  one  knew  where  the  old  records  were 
kept.  I made  a quick  survey  of  the  material  and 
was  delighted  to  find  some  of  the  “lost  archives”  of 
the  hospital,  since  I had  been  appointed  archivist 
of  the  hospital  the  preceding  year  and  had  made  an 
attempt  to  find  old  records  but  had  been  unsuc- 
cessful. I had  written  to  alumni  and  staff  mem- 
bers asking  them  to  search  for  any  material  relat- 
ing to  the  hospital,  its  graduates,  or  its  staff  mem- 
bers, but  I had  had  little  success. 

Among  the  treasures  were  a book  dated  1901  list- 
ing the  names  of  contributors,  some  of  whom  had 
given  10  cents  and  25  cents,  which  to  them  at  the 
time  was  a large  sum  of  money;  pictures  of  the  hos- 
pital’s buildings  and  members;  newspaper  clip- 
pings of  important  events;  and  stories  from  World 
War  I relating  to  people  at  Beth  Israel  Hospital. 
The  old  moving-picture  film  was  turned  over  to  the 
fire  department  since  that  type  of  film  had  explo- 
sive qualities.  On  opening  the  container,  the  film 
fell  apart;  another  example  of  what  happens  to  old 
records  if  they  are  not  properly  stored. 

A plea 

I would  like  to  make  a plea  to  all  hospital  admin- 
istrators and  staff  members  to  preserve  records.  If 
you  are  unable  to  do  it  properly,  consult  with  the 
personnel  of  the  New  York  Academy  of  Medicine 
Library,  who  can  advise  you  and  who  will  also  store 
your  archives. 

10  Nathan  D.  Perlman  Place 
New  York,  New  York  10003 
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Dudley  Braden  Fitz-Gerald,  M.D.,  of  Lockport,  died 
on  July  26  at  the  age  of  sixty-one.  Dr.  Fitz-Gerald 
graduated  in  19116  from  the  University  of  Rochester 
Sch(X)l  of  Medicine  and  Dentistry.  He  was  an  attending 
surgeon  at  Lockport  Memorial  Hospital.  Dr.  Fitz- 
Gerald was  a Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  Lockport  Academy  of  Medicine,  the 
Niagara  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Tommaso  Forbidussi,  M.D.,  of  The  Bronx,  died  on 
February  27.  Dr.  Forbidussi  received  his  medical  degree 
from  the  llniversity  of  Rome  in  1957. 

Jeno  Eugene  Garai,  M.D.,  of  New  York  City,  died  on 
January  1.  Dr.  Garai  received  his  medical  degree  from 
the  University  of  Budapest  in  1909. 

Hugh  Sewell  Gregory,  M.D.,  of  Dunedin,  Florida, 
formerly  of  Binghamton,  died  on  July  19  at  the  age  of 
eighty-three.  Dr.  Gregory  graduated  in  1913  from 
Albany  Medical  College.  He  was  a consulting  neuro- 
psychiatrist at  the  Charles  S.  W'ilson  Memorial  Hospital, 
a senior  neuropsychiatrist  at  Binghamton  General  Hos- 
pital, and  an  honorary  member  of  the  medical  staff  at 
Ideal  Hospital  of  Endicott.  Dr.  Gregory  was  a Diplo- 
mate  of  the  American  Board  of  Psychiatry  and  Neurol- 
ogy (Psychiatry)  and  a Member  of  the  American 
Psychiatric  Association,  the  Broome  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Samuel  Korry,  M.D.,  of  New  York  City,  died  on  August 
8 at  the  age  of  seventy-six.  Dr.  Korry  graduated  in  1917 
from  Long  Island  College  Hospital.  He  was  a Fellow  of 
the  American  College  of  Cardiology  (and  a founder)  and 
a member  of  the  New  York  Cardiological  Society,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Hans  Littna,  M.D.,  of  Plattsburgh,  died  on  March  9 
at  the  age  of  sixty-four.  Dr.  Littna  received  his  medical 
degree  from  the  University  of  Prague  in  1931.  He  was  an 
attending  surgeon  at  Champlain  Valley  Physicians  Hos- 
pital and  Medical  Center.  Dr.  Littna  was  a Fellow  of 
the  International  College  of  Surgeons  and  a member  of 
the  Clinton  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

David  L.  Loebman,  M.D.,  of  The  Bronx,  died  on  August 
12  at  the  age  of  sixty-five.  Dr.  Loebman  graduated  in 
1932  from  New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  a clinical  assistant  allergist 
at  Bronx-Lebanon  Hospital  Center.  Dr.  Loebman  was  a 


member  of  the  American  Academy  of  General  Practice, 
the  Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

James  Kilburn  Mossman,  M.D.,  of  New  York  City, 
died  on  June  29,  1968,  at  the  age  of  seventy-nine.  Dr. 
Mossman  graduated  in  1911  from  the  University  of 
Toronto  Faculty  of  Medicine.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Ellen  Flckstein  Rudinger,  M.D.,  of  Buffalo,  died  on 
July  22  at  the  age  of  fifty-six.  Dr.  Rudinger  graduated 
in  1939  from  the  University  of  Buffalo  School  of  Medi- 
cine. She  was  an  associate  attending  physician  at 
Buffalo  General  Hospital.  Dr.  Rudinger  was  a Diplo- 
mate  of  the  American  Board  of  Internal  Medicine  and  a 
member  of  the  Buffalo  Academy  of  Medicine,  the  New 
York  State  Society  of  Internal  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Edwin  Allan  Shoemaker,  M.D.,  of  Niagara  Falls,  died 
in  June  at  the  age  of  sixty-one.  Dr.  Shoemaker  gradu- 
ated in  1934  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  an  attending  pediatrician  at  Niagara 
Falls  Memorial  Hospital  and  Mount  Saint  Mary’s  Hos- 
pital of  Niagara  Falls.  Dr.  Shoemaker  was  a member  of 
the  Niagara  Falls  Academy  of  Medicine,  the  Buffalo 
Academy  of  Medicine,  the  Niagara  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Victor  H.  Simecek,  M.D.,  of  Jamaica  Estates,  died  on 
September  2,  1970.  Dr.  Simecek  graduated  in  1933  from 
the  University  of  Nebraska  College  of  Medicine.  He 
was  a member  of  the  American  Psychiatric  Association. 

Samuel  Stymacin,  M.D.,  of  Brooklyn  and  Forest  Hills, 
died  on  July  6 at  the  age  of  fifty-seven.  Dr.  Stymacin 
graduated  in  1942  from  Chicago  Medical  School.  He 
was  an  attending  general  practitioner  on  the  medical 
staff  at  Parkway  Hospital.  Dr.  Stymacin  was  a member 
of  the  American  Academy  of  General  Practice,  the 
American  Geriatrics  Society,  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Benjamin  Toly,  M.D.,  of  New  York  City,  died  on 
February  2 at  the  age  of  sixty-eight.  Dr.  Toly  graduated 
in  1929  from  New  York  Homeopathic  Medical  College 
and  Flower  Hospital.  He  was  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the  New  York 
Academy  of  Medicine. 
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Bullough,  P.  G.:  Osteolysis  massive,  New  York  State 
J.  Med.  71:  2267  (1  de  Octobre)  1971. 

Es  facite  un  revista  del  casos  de  osteolysis  massive, 
“morbo  ossee  disparente,”  studiate  per  Gorham  et  al., 
e del  omne  altere  casos  subsequente  publicate  in  le  liter- 
atura  medic.  Etiam  es  considerate  le  pathologia  del 
morbo  in  relation  con  altere  trastornos  vascular  del  osso. 
Multe  vices  le  patientes  reporta  un  trauma  que  frequen- 
temente  precede  le  symptomas  clinic  depost  un  longe 
intervallo.  Generalmente,  non  existe  antecedentes 
familiar  o de  un  morbo  general  relationate  con  le  osteo- 
lysis massive.  Nonobstante,  un  studio  de  varie  familias 
indica  que  iste  esseva  un  syndrome  hereditari  dominante 
autosomic  e,  basate  in  le  resultatos  de  biopsias,  le  pos- 
sibilitate  de  un  abnormalitate  vascular  inherente  esseva 
suggerite.  Etiam  esseva  reportate  varie  casos  de  heman- 
giomas benigne  del  pelle  e texitos  blande  del  zonas  impli- 
cate. De  iste  maniera,  le  compromisso  skeletal,  como 
phase  de  malformationes  hemangiomatose,  relationa  le 
morbo  ossee  disparente  con  varie  altere  syndromes  in  que 
existe  compromisso  de  alicun  organo. 

Jones,  J.  R.,  e Lonky,  S.:  Uso  de  contraceptives  in- 
jectabile  immediatemente  post-partum.  New  York 
State  J.  Med.  71:  2279  (1  de  Octobre)  1971. 


Un  injection  intramuscular  de  acetato  de  medroxy- 
progesterona  (Depo-Provera)  esseva  administrate  a 86 
feminas  immediatemente  post-partum,  e depost  cata 
tres  menses.  Un  secundo  gruppo  de  30  feminas  recipeva 
tablettas  contraceptive  pro  via  oral.  No  pregnantias  oc- 
curreva  in  le  duo  gruppos.  Nonobstante  le  frequentia 
significativemente  plus  elevate  de  parve  hemorrhagia 
uterine  e amenorrhea  causate  per  le  injectiones,  solmente 
9 pro  cento  del  patientes  non  continuava  con  iste  forma 
de  contraception,  comparate  con  le  cifra  de  23  pro  cento 
de  patientes  que  interrumpeva  le  ingestion  del  tablettas. 
Altere  effectos  secundari,  differente  del  parve  hemor- 
rhagia, esseva  minimal  in  ambe  gruppos. 

Gross,  M.  A.:  Le  tempore  del  reflexo  de  Achilles  in  le 
diagnose  del  stato  del  thyroide.  New  York  State  J. 
Med.  71:  2283  (1  de  Octobre)  1971. 

Instrumentos  ha  essite  usate  in  studios  clinic  pro  eval- 
utar  le  confiabilitate  del  TRA  (tempore  del  reflexo  de 
Achilles)  como  test  diagnostic  del  hypothyroidismo  e 
hyperth3Toidismo,  e etiam  como  medio  de  evalutar  le 
responsa  del  patiente  al  tractamento.  Iste  studio  de 
211  patientes  revela  que  le  test  del  TRA  es  confiabile 
pro  le  diagnose  del  hypothyroidismo  mais  non  pro  ille 

continued  on  page  2342 


October  1,  1971  / New  York  State  Journal  of  Medicine  2341 


R(  only:  for  better  therapeutic  control 


is  therapy 

With  balanced,  high  potency 
B-complex  and  C vitamins. 
No  odor. 

Virtually  no  aftertaste. 

<flociiE>  Roche 

X / LABORATORIES 


Division  of  Hof(mann-La  Roche  Inc 
Nutley.  New  Jersey  071 10 


Each  Berocca  Tablet  contains:  ’’ 

Thiamine  mononitrate 1 5 mg 

Riboflavin 15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin 5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 

Indications:  Nutritional  supplementation  in  conditions 
in  which  water-soluble  vitamins  are  required  prophy- 
lactically  or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious 
anemia  or  other  primary  or  secondary  anemias.  Neu- 
rologic involvement  may  develop  or  progress,  despite 
temporary  remission  of  anemia,  in  patients  with  perni- 
cious anemia  who  receive  more  than  0.1  mg  of  folic 
acid  per  day  and  who  are  inadequately  treated  with 
vitamin  B12. 

Dosage:  ^ or  2 tablets  daily,  as  indicatedby  clinical  need. 
Available:\n  bottles  of  100. 


continued  from  page  2341 

del  hyperthyroidismo.  Iste  test  reflecta  exactemente 
le  stato  del  thyroide  in  omne  patientes  con  hypothyroid - 
ismo  con  reflexo  de  Achilles  mensurabile.  Le  resultatos 
etiam  demonstra  que  le  TRA  permitte  le  differentiation 
confiabile  inter  le  patientes  con  hypothyroidismo  e illos 
con  euthyroidismo.  Inter  le  factores  que  modifica  le 
mesura  del  TRA  como  drogas,  etate,  peso,  stimulation 
physiologic,  morbos  e pregnantia,  le  areflexia  esseva  le 
factor  principal  que  limitava  le  utilitate  clinic  del  TRA 
pro  le  diagnose  del  morbo  thyroide. 

Rosner,  F.,  e Florentine,  D.  G.:  Activitate  folatic  del 
leucocytes  in  patientes  con  leucemia.  New  York  State 
J.  Med.  71:  2292  (1  de  Octobre)  1971. 

Information  additional  ha  essite  obtenite  supra  le 
contento  de  folato  del  leucocytes  de  patientes  con  diverse 
typos  de  leucemia.  Esseva  trovate  que  le  concentra- 
tiones  total  medie  del  folato  in  le  leucocytes  esseva  sig- 
nificativemente  augmentate  in  tres  typos  de  leucemia. 
Pare  que  le  leucocytes  leucemic  require  o metabolisa  j 
plus  acido  folic  que  le  cellulas  normal.  Iste  informa-  I 
tion  permitte  suggerer  un  base  rational  pro  usar  le  an- 
tagonistas  del  acido  folic,  como  le  methotrexate,  pro  le 
tractamento  del  leucemia  acute.  1 

Kelly,  S.,  e Almy,  R.:  Heterologia  chromosomic  16; 

variation  non  specific  del  karyotypes.  New  York  State 
J.  Med.  71:  2297  (1  de  Octobre)  1971. 

Le  possibile  co-existentia  del  anormalitate  chromo- 
somic e morbo  esseva  le  incentive  pro  iste  reporto  supra 
pares  heterologo  del  cromosomas  16,  particularmente 
in  le  relation  con  le  morbo  cardiac  congenital.  Quatro 
gruppos  esseva  studiate;  illes  contineva  25  mongoles  con 
morbo  cardiac;  11  mongoles  sin  morbo  cardiac;  10  re- 
tardates sin  morbo  cardiac  e 9 individuos  normal.  Pares 
de  chromosomas  16  non  pareate  exactemente  esseva  tro- 
vate in  omne  gruppos,  mais  esseva  plus  frequente  in  le 
mongoles  con  morbo  cardiac  e le  retardates.  Iste  ob- 
servation suggere  que  le  uniforme  heterologia  pote  in- 
dicar un  variation  pathologic. 

Johnson,  N.  E.:  Revision  chirurgic  del  septum  nasal. 
New  York  State  J.  Med.  71:  2300  (1  de  Octobre)  1971. 

Es  possibile  obtener  melior  resultatos  in  un  revision 
chirurgic  secondari  del  septum  nasal  si  le  chirurgia  radi- 
cal-excisional  submucosa  non  esseva  facite.  Le  tech- 
nicas  reconstructive  conservative  es  le  procedimiento 
de  election.  Le  melior  material  pro  le  reconstruction, 
septal  es  le  texito  autogeno.  Le  resultatos  con  material, 
de  substitution  ha  essite  disappunctate.  Le  technicas 
chirurgic  es  revisate  e le  periculo  chirurgic  potential  del 
atrophia  del  cartilages  es  stressate. 
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PHYSICIANS  — PARTIAL  LISTING 
OF  AVAILABLE  POSITIONS 

MD— ADULT  PSYCHIATRIST,  MD— ENT  SPECIALIST,  MD— 
RADIOLOGIST,  MD— OBS-GYNSPECIALIST,  MD— EMERGENCY 
ROOM — Hospital  based  positions.  Excellent  benefits.  Tre- 
mendous out  patient  clinic  & extended  care  facility  affiliated  with 
top  medical  school-North  East. 

MD— INTERNIST,  MD— SURGEON,  MD— GP-cover  emergency 
for  small  hospital.  Lovely  offices  go  into  hosp.  based  private 
practice.  Salary  and  incentive  plan.  Will  be  forming  a medical 
group. 

Many  other  outstanding  medical/profl.  position  avail,  in  hospital, 
medical  groups,  industry  & Pharmaceutical  companies  through- 
out the  country.  Free  service  to  candidate.  Interview  by  appt. 
only.  LEE  TODD,  Consultants/Executive  Search— “The  Special- 
ists in  Medical  Recruitment.”  85  East  End  Ave.,  N.Y.,  N.Y. 
10028.  (Mailing  address  only.) 


PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDIC^  GROUP,  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership.  Starting  salary  to 
$28,000  with  the  possibility  of  additional  income.  Include  complete  curric- 
ulum vitae  in  reply.  Box  108,  c/o  NYSJM. 


CHIEF  DEPT.  OF  EMERGENCY— AMBULATORY  MEDICINE  FOR  THE 
1,000  bed  Mount  Sinai  City  Hospital  Center,  a major  division  of  Mount  Sinai 
School  of  Medicine.  Dept,  newly  created  to  better  serve  the  needs  of  the 
community  & to  provide  a training  program  for  medical  students  & house 
staff.  Dept,  is  supported  with  adequate  budget,  staff  & facilities.  Physician 
trained  as  internist  & oriented  towards  community  medicine  considered  most 
appropriate  to  direct  dept.  Salary,  fringe  benefits  & academic  rank  depen- 
dent on  qualifications.  Address  all  inquiries  to  S.  G.  Seckler,  M.D.,  Chief 
Dept,  of  Medicine,  Mount  Sinai  Hospital  Services,  City  Hospital  Center,  at 
Elmhurst,  79-01  Broadway,  Elmhurst,  N.Y.  11373. 


INTERNIST— GERIATRICIAN.  HALF  TIME  PHYSICIAN  AT  1,000  BED 
general  hospital.  Major  teaching  division  of  Mount  Sinai  School  of  Medicine 
with  unique  extended  care  & geriatric  unit.  Flxcellent  opportunity  for  active 
participation  in  patient  care  teaching  & research.  Academic  appointment 
and  salary  commensurate  with  qualifications.  Write  to  Lester  S.  Libow, 
M.D.,  Chief,  Geriatric  Division,  Mount  Sinai  Hospital  Services,  City  Hospital 
Center  at  Elmhurst,  79-01  Broadway,  Elmhurst,  N.Y,  11373,  or  call  (212) 
830-1491. 


CHIEF  OF  PATHOLOGY.  .500  BED.  UNIVERSITY  AFFILIATED  GENERAL 
hospital  in  central  New  York  region;  Board  certified  & teaching  experience. 
Contact:  M.  C.  Stith,  Administrator,  Wilson  Memorial  Hospital,  Johnson 

City,  N.  Y.  13790. 


SEARCHING  FOR  INTERNIST  OR  PSYCHIATRIST  TO  SERVE  AS  Di- 
rector, and  another  to  serve  as  associate  director  of  a new  comprehensive 
department  of  alcoholism  at  a large  diversified  hospital.  Medical  school 
affiliation,  faculty  appointment  available,  planning,  teaching,  research  and 
innovation  sought.  Write  John  G.  Robinson,  M.D.,  E.  J.  Meyer  Memorial 
Hospital,  462  Grider  St.,  Buffalo,  N.  Y.  1421.5. 


GENEKAI,  OR  FAMILY  PRACTITIONERS  NEEDED  TO  LOCATE  IN 
Northeastern  Penna.  Excellent  opportunity  to  join  a five-man  group  practic- 
ing comprehensive  medicine.  Located  in  Endless  Mountains,  hunting,  fish- 
ing, boating  and  skiing,  three  hours  from  metropolitan  areas.  Affiliated  with 
private  hospital,  fully  accredited,  and  modern  extended  care  facility.  Con- 
tact: Eudora  S,  Bennett,  R.N.,  Administrator,  Montrose  General  Hospital, 

Montrrme,  I'a.  18801.  Phone  collect:  1-717-278-3801. 


PHYSICIANS  WANTED— CONT  D 


OBSTETRICIAN-GYNECOLOGIST,  BOARD  CERTIFIED  OR  ELIGIBI 
and  family  practioner  with  residency  training  wanted  for  hospital  bai 
practice  in  attractive  rural  community.  Fully  equipped  J.C.A.H.  hospil 
Financial  arrangements  negotiable.  Box  156,  c/o  NYSJM. 


INUNDATED  YOUNG  OBSTETRICIAN  AND  GYNECOLOGIST  NEE 
help.  Excellent  opportunity  for  either  group  or  solo  practice,  alternal 
weekends  on  call.  Highly  desirable  central  New  York  State  commun 
which  is  rapidly  expanding.  Location,  midway  between  Rochester  and  S; 
cuse.  Contact:  J.  William  Ludemann,  M.D.,  FACOG,  1000  Driving  I 
Ave.,  Newark,  New  York  14513.  Tel:  (315)  331-1732. 


THE  WOMAN  PHYSICIAN,  OFFICIAL  PUBLICATION  OF  1 
American  Medical  Women’s  Association  is  seeking  a physician  editor-in-cl 
The  present  editor  is  retiring  January  1972.  Contact  the  office  of  the  Asst 
tion  at  1740  Broadway,  New  York,  N.Y.  or  telephone  (212)  586-8683. 


ANESTHESIOLOGIST,  BOARD  CERTIFIED  OR  BOARD  ELIGIE 
wanted  for  part  time  work  in  voluntary  hospital  in  N.Y.C.  evenings  or  w 
ends.  Box  159,  c/o  NYSJM. 


PRACTICES  AVAILABLE 


G.  P.  PRACTICE  AND/OR  EQUIPMENT  (X-RAY,  ECG,  ULTRAS! 
etc.  and  furniture)  available.  In  Bellrose,  L.I.  Specializing.  Call  63 
around  5 P.M. 


G.P.  NEEDED  TO  TAKE  OVER  WELL  ESTABLISHED  PRACTICl 
recently  deceased  physician;  located  in  Poughkeepsie,  N.Y.  Office 
equipped.  Write  Box  151,  c/o  NYSJM,  or  call  (914)  452-2261. 


ACTIVE  WELL  ESTABLISHED  (18  YEARS)  GENERAL  PRACTICE  A\j 
able  immediately  in  East  Meadow,  L.I.,  due  to  unexpected  death  of  physii 
Fully  equipped  6 room  office  building  available  with  practice.  Ti 
Call  (212)  838-3583;  if  no  answer  (212)  371-5900,  or  write:  c/o  Berelsor 
floor,  477  Madison  Ave.,  New  York,  N.Y.  10022. 


POSITIONS  WANTED 


RADIOLOGIST:  MATURE,  BOARD  CERTIFIED,  AVAILABLE  F 

days  or  more  for  routine  X-ray  diagnosis  and  some  fluoroscopy.  Create 
York  City  area.  Box  157,  c/o  NYSJM. 


FAMILY  MEDICINE.  PHYSICIAN  WITH  LONG  EXPERIENC 
chest  diseases,  high  ethical  and  professional  standards,  desire  partn 
with  busy  practitioner  in  N.Y.  City  suburbs.  Box  158,  c/o  NYSJM. 


BOARD  QUALIFIED  ORTHOPEDIST  SEEKING  AFFILIATION  IN  l|l 
nership  or  group  in  L.I.,  Westchester,  Sullivan  or  Rockland  Counties  i 
York,  or  New  Jersey,  Conn,  or  Pa.  Box  160,  c/o  NYSJM. 
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f ACTICES  WANTED 


I 

[KSTHKSIOLOC.IST,  BOAKl)  ('KRTIRKD,  UCENSKI)  IN  NEW  YORK 
Uate.  seeks  practice  Available  lor  coverage  Box  142,  c/o  NYS.JM 


^fecxpcw?  WERe^JT  imKOPucep^ 

UNTIL 1300.  , 

■IHATTlME.MiaiONS  ' 
OFPEoaeuvepouT 
THEIR  UVE5  NEVER 
BEING  able  TO  36E 
MOUNTAINS,  OOJP5 
OR  STARS.  BENJAMIN  FRAHKUN 
iNVENTEP'BlFiOCAL  LENSES  iN  17M! 


2®W!lCPKK)0M  

For  free  Information  on  how  you  can  prmnt 
blindness  and  save  sight  write  to  the 
NATIONAL  SOCIETY  FOR  TNE 
PREVENTION  OF  BLINDNESS,  INC. 

78  UADI80N  AVDIUI 
NEWTORK.N.T.  10018 


FOR  25  YEARS 
THE  WORLD’S 


MOST  NEEDED  GIFT 

Give  to  help  people: 
CARE- New  York,  NY  10016 
or  your  nearest  office 


REAL  ESTATE  FOR  SALE  OR  RENT 


KlfTH  AVENT'E  AND  H9TM  S l REtri'  OFFICE  TO  SHARE:  SUH  ABLE 

for  Orthopedic  surgeon,  psychiatrist  or  neurologist.  F’exible  hours.  For  infor- 
mation call  Bl'  1 . 


CARDEN  CITY.  DOCTOR'S  HOME  AND  OFFICE;  CENTRAL  AIR  CON- 
ditioning,  3 bedrium  split,  large  living  nxim,  dining  room,  panelled  den,  plus 
5 panelled  rooms,  separate  entrance;  comer.  (516)  746-3666. 


FOR  RENT  IN  QUEENS:  LARGE  PROFESSIONAL  AND  MEDICAL 

bldg,  in  need  of  physicians  of  all  types.  Inter-racial  neighborhood.  Dentist 
in  same  location  for  over  20  years.  Have  busy  office,  patients  waiting.  Can 
arrange  any  hours  suitable  to  your  schedule  on  Mon.,  Wed.  Thurs.,  & Sat. 
Box  152,  c/o  NYSJM. 


N.Y.  CITY— 141  WEST  73  ST.  (BET.  BROADWAY  & COLUMBUS  AVE.). 
Desirable  street  level,  high  ceiling  space,  4,000  sq.  ft.  plus  basement  in  fire- 
proof 16  story,  180  apartment  building.  Convenient  to  all  transportation. 
Will  alter  to  suit  for  professional  use,  medical,  dental  and/or  laboratory. 
Modest  rental.  Call  (212)  895-6804,  or  write  Herbert  R.  Mandel,  104  South 
Central  Ave.,  Valley  Stream,  N.Y.  11580. 


NEW  PROF.  BLDG.  IN  LOVELY,  WEALTHY  NEW  YORK  SUBURBAN 
community  in  dire  need  of  physicians.  Accessible  to  hospitals.  This  ideal 
location  is  only  )4  hour  from  New  York  City  and  yet  has  all  the  benefits  of  sub- 
urbia. For  information  write:  P.O.  Box  212,  Pomona,  N.  Y.  10970. 


FULLY  EQUIPPED  OBS-GYN  OFFICE  FOR  PART  TIME  RENT.  CAN  BE 
used  for  any  kind  of  practice.  In  Murray  Hill  section  of  Manhattan.  Tele- 
phone Le.  2-3510. 


FOR  RENT  OR  SALE:  COMPLETELY  FURNISHED  MEDICAL  OFFICE 
in  Syosset.  Suitable  for  solo  or  group.  Doctor  is  retiring.  Call:  (516)  WA 
1-3512. 


REGO  PARK,  QUEENS.  FULLY  EQUIPPED,  MODERN  OFFICE;  PARK- 
ing  facilities.  Good  will  for  well  established  practice  in  internal  medicine. 
Information:  call  657-2304. 


I EAST  ISLIP:  ATTENTION  MEDICAL  SPECIALISTS!  IDEAL  PROFES- 
sional  building  in  excellent  area  for  practitioners  in  cosmetic  & reconstructive 
surgery,  dermatology,  & internists  for  diet  control,  dentists  involved  in  recon- 
structive orthodontic  work.  600  & 700  sq.  ft.  Will  build  to  suit.  Occupancy 
in  two  weeks.  Central  location.  Very  reasonable.  Cosmetological  Center  of 
Suffolk,  Inc.,  65  Champlin  Ave.,  E.  Islip,  N.Y.  11730.  Call  or  write  (516)581- 
2344  or  826-5843. 


CARIBBEAN  SEASIDE  VILLA.  SPECIAL  RENTAL  FOR  MEDICAL 
family.  Seaside  St.  Thomas,  air-conditioned,  four-bedroom,  four-bath  con- 
dominium at  exclusive  Cowpet  Bay  around  yacht  club.  Swimming,  sailing, 
deep  sea  fishing,  free-port  shopping.  Ideal  for  family  of  six  or  eight.  Special 
courtesy  rate  for  medical  colleague.  P.O.  Box  #52,  Scarsdale,  N.Y.  10583. 


ROCKLAND  COUNTY:  PRIME  LOCATION,  N.Y.S.  ROUTE  45, 

Pomona-Summit  Park  area.  Professional  home  business  use,  % acre  comer, 
1 mile  between  Palisades  Pkwav  exits  lOA  & 11;  62  ft.  Ranch,  full  basement  & 
garage;  many  custom  construction  extras,  plus  detached  oSlce  building  with 
excellent  expansion  possibilities.  Asking  upper  50s.  Sign  on  property,  or  for 
additional  details  caU  owner  (914)  354-0115. 
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AMERICAN  ASSOCIATION  OF  MEDICAL  ASSISTANTS 
NEW  YORK  STATE  SOCIETY,  INC. 

SEMINAR  REGISTRATION 


The  Albany  Hyatt  House  October  10,  1971 

1375  Washington  House 

Albany 


8 : 30  Registration 


9:00  Exhibits  open 


9:00  to  CM  A Mini-test  10:00  to  “A  TRIBUTE  TO  THE  MEDICAL  ASSIS- 

11 : 00  11 : 00  TANT”  and  “CASE  IN  POINT” 

Wyeth  Film  Library 


11 : 00  to  “MEDICAL  LAW  & ETHICS  AND  THE  MEDICAL  ASSISTANT” 

12  Noon  Moderator:  Walter  F.  Harrison,  Jr.,  M.D.,  Chairman,  Physician’s  Advisory  Board, 

AAMA-NYSS  Inc. 

Speakers:  George  A.  Wright,  Jr.,  Assistant  Indemnity  Representative,  H.  F. 
Wanvig,  Inc. 

Representing  attorney,  Martin,  Clearwater  & Bell 


12:30  to  LUNCHEON 
2:00 


2:00  to  “THE  PHYSICIAN’S  ASSOCIATE” 
3:00  Arnold  Lewis,  M.D.,  Brooklyn  Hospital 


3:00  to 
4:00 


4:00  to 
5:00 


“TODAY’S  DRUGS:  A BOON  AND  A BARGAIN” 

Pharmaceutical  Manufacturers  Association 

Hartwell  H.  Durrance,  A.  H.  Robins 

BLUE  SHIELD  / MEDICARE  / WORKMAN’S  COMPENSATION 
Henry  Closson,  Blue  Shield  of  Northeastern  New  York,  Inc. 

John  Porn,  Medical  & Surgical  Care,  Inc. 

Henry  Becker,  Metropolitan  Life  Insurance  Co.  (Medicare) 
Representative,  Workman’s  Compensation  Committee,  MSSNY 


Please  register  me  for  the  Education  Seminar,  Sunday,  October  10,  1971,  to  be  held  at  the  Albany  Hya 
House,  Albany,  New  York. 

NAME 

last  first 


ADDRESS 

street 


city 


zip 


(please  indicate)  MEMBER NON-MEMBER OTHER. 

If  MEMBER,  Chapter  affiliation: 


REGISTRATION  FEE  (including  luncheon) 

MEMBER  $10 CMA  Mini-Test  $3 Total  $ 

NON-MEMBER  $12 CMA  Mini-Test  $5 Total  $ 1 

Applicants  for  CMA  Mini-test,  check  ONE:  CLINICAL ADMINISTRATIVE  

Reservations  must  be  accompanied  by  full  payment.  Make  check  payable  to:  AAMA-New  York  St£3 
Society,  Inc.,  and  mail  to:  Mrs.  Elcy  Poskanzer,  525  Warren  Street,  Albany,  New  York,  12208. 

(Refund  will  be  made  providing  request  is  received  PRIOR  to  October  3.) 
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NEW  YORK  CITY  AREA 


SATURDAY,  OCTOBER  16 

9:00  a.m.-5:00  p.m. 

Post-Graduate  Institute  of  the  New  York  Eye  and  Ear 
Infirmary 

310  East  14th  Street 

PERIMETRY 

Given  under  the  direction  of: 

MORTIMER  CHOLST,  M.D. 

FEE:  $50 


October  17,  1971  / March  26,  1972 

9:00  o.m.-12:00  Noon,  Sundays 

Queens  County  Academy  of  Medicine 
The  Boulevard  Hospital 

46-04  31st  Avenue 
Long  Island  City 

INTENSIVE  REVIEW  OF  COMMUNITY 
PHYSICIANS 

October  17 

Endocrinology 

MARTIN  PERLMUTTER,  M.D. 

October  24 

Acid  Base  and  Electrolytes 

HUGH  J.  CARROLL,  M.D. 

October  31 

Diabetes  Mellitus 

(Future  Topics  and  Speakers  will  be  given  in  appropriate  issues  of 
WHAT  GOES  ON) 

FEE:  $100  CREDIT:  AAGP  and  C-1 

Co-ordinator:  CHARLES  M.  PLOTZ,  M.D.,  Dir.,  Continuing  Educa- 

tion, Downstate  Medical  Center. 


October  18,  1971  / January  28,  1 972 

9 : 00  a.m.-4  : 00  p.m.,  Monday-Friday 

French  and  Polyclinic  Medical  School  and  Health 
Center 

345  West  50th  Street 

CLINICAL  MEDICINE  CURRICULUM 

Note:  This  course  is  primarily  intended  for  candidates  for  State 
Board,  FLEX  and  ECFMG  examinations. 

Address  the  Dean  at  the  above  address  for  further  information 
and  registration. 


October  18,1971  / October  22,  1971 

9:00  o.m.  Registration  on  Monday 

Columbia  University  School  of  Public  Health  and 
Administrative  Medicine 

21  Audubon  Avenue — Room  305 

an  institute  on 

DRUG  ABUSE  AND  ADDICTION 

Points  to  be  covered: 

1 . Why  Drugs? 

2.  Defining  Drugs  and  Addiction 


3.  Who  Are  the  Addicts? 

4.  Drugs  and  the  Law 

5.  Modalities  for  Treatment 

6.  Prevention  and  Education 

NO  FEE  CREDIT:  C-1 

Write  or  phone  for  application:  Columbia  University,  Continuing 
Education,  21  Audubon  Avenue,  New  York,  N.Y.  10032;  (212) 
568-4334. 


October  18,  1971  and  October  19,  1971 

9:00  a.m.-5;00  p.m.,  Monday  and  Tuesday 

Post-Graduate  Institute  of  the  New  York  Eye  and  Ear 
Infirmary 

3 1 0 W ast  1 4th  Street 

BIOMICROSCOPY 

Given  under  the  direction  of: 

MILTON  L.  BERLINER,  M.D. 

Assisted  by: 

MAURICE  E.  SHERMAN,  SEYMOUR  GOODSTEIN,  M.D.’s  and 
ALFONSE  A.  CINOTTI,  M.D. 

FEE;  $150 


MONDAY,  OCTOBER  18 

3 : 30  p.m. 

Mount  Sinai  Hospital  Services 
City  Hospital  Center  at  Elmhurst 

79-01  Broadway 
Elmhurst 

PRESENT  STATUS  AND  FUTURE  APPROACHES 
TO  PARKINSONSIM 

ROBERT  MONES,  M.D. 

Mount  Sinai  School  of  Medicine 

NO  FEE  CREDIT:  C-1 


October  19,  1971  and  October  26,  1 97 1 

10:00  a.m.,  Tuesdays 

Maimonides  Medical  Center 

4802  Tenth  Avenue 
Brooklyn 

PEDIATRIC  POSTGRADUATE  PROGRAM 
October  19 

Trends  in  Modern  Medical  Education 

EDMUND  D.  PELLEGRINO,  M.D.,  Dean 
S.U.N.Y.,  Stony  Brook 

October  26 

Surgical  Abdomen  in  Childhood 

FRANK  S.  REDO,  M.D. 

Cornell  University  Medical  College 


October  1 9,  1 97 1 and  October  26,  1 97 1 

8:00-9:30  p.m.,  Tuesdays 

New  York  Rheumatism  Association 
N.Y.U.  College  of  Medicine 
Classroom  A of  Alumni  Hall 

550  First  Avenue 

October  19 

Laboratory  Tests  and  Their  Interpretation  in  the 
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Rheumatic  Diseases 
CHARLES  M.  PLOTZ,  M.D.,  and  Panel 

October  26 

Degenerative  Joint  Disease 
(Osteoarthritis) 

H.  J.  MANKIN,  M.D.,  and  Panel 
CREDIT:  C-1 


WEDNESDAY,  OCTOBER  20 

4 ; 00-5 ; 30  p.m. 

Westchester  Square  Hospital 
Conference  Room 
1625  St.  Peters  Avenue 

Bronx 

EVALUATION  AND  TREATMENT  OF 
HYPERTENSION— PART  IV 

M.  DONALD  BLAUFOX,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  AAGP  and  C-1 


5 : 00-7 : 00  p.m. 

Post-Graduate  Institute  of  the  New  York  Eye  and  Ear 
Infirmary 

READING  DISABILITY  AND  THE 
OPHTHALMOLOGIST 

Given  under  the  direction  of: 

VIRGINIA  LUBKIN,  M.D. 

FEE:  $20 


8 : 30  p.m. 

Mount  Sinai  School  of  Medicine 

Fifth  Avenue  and  100th  Street 

FOLLOW-UP  SEMINAR  IN  BASIC  PSYCHIATRY 
FOR  GENERAL  PRACTITIONERS,  INTERNISTS 
AND  MEDICAL  SPECIALISTS 

HANS  J.  KLEINSCHMIDT,  M.D. 

The  Page  and  William  Black  Post-Graduote  School  of  Medicine 
NO  FEE  CREDIT:  C-1 


8 : 30  p.m. 

The  Mount  Sinai  School  of  Medicine 

SEMINAR  ON  THE  LEGAL  ASPECTS  OF 
PSYCHIATRY 

THE  HONORABLE  SIDNEY  H.  ASCH,  Ph.D.  and  ISRAEL  KESSEL- 
BRENNER,  M.D.,  The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

FEE:  $25 


THURSDAY,  OCTOBER  21 

9:00-1  1 :00  a.m. 

Post-Graduate  Institute  of  the  New  York  Eye  and 
Ear  Infirmary 

310  East  14th  Street 


FLUORESCEIN  ANGIOGRAPHY 

Given  under  the  direction  of: 

JAMES  C.  NEWTON,  M.D.,  and  THOMAS  O.  MULDOON,  M.D. 
FEE:  $20 


October  21,  1971  and  October  28,  1971 

3 : 30-5 : 1 5 p.m. 

Queensboro  Tuberculosis  and  Health  Association 
Triboro  Hospital,  1st  Floor  Classroom 

POSTGRADUATE  COURSE  IN  PULMONARY 
DISEASES 

October  21 

The  Common  and  Uncommon  Non- 
Tuberculous  Lung  Infections 
NATHAN  SERIFF,  M.D. 

October  28 

Pulmonary  Embolism 
H.  EPSTEIN,  M.D. 

Sarcoidosis  and  other  Diffuse  Lung  Diseases 
F.  LAMBERTA,  M.D. 


October  21,  1971  and  October  22,  1971 

New  York  Chapter 
The  American  Institute  of  Architects 
The  Hospitals  and  Health  Committee 
United  Nations  Association  Auditorium 

345  East  46th  Street 

LIFE  SAFETY  AND  HEALTH  FACILITIES 

For  information  and  registration  material  write  New  York  Chopter, 
AIA,  20  West  40  Street,  N.Y.,  N.Y.  10018. 


THURSDAY,  OCTOBER  21 

4 : 00-6 : 00  p.m. 

Kingsbrook  Jewish  Medical  Center 
Rutland  Road  and  East  49th  Street 
Brooklyn 

DEFECTS  OF  HEMOSTOSIS  ASSOCIATED  WITH 
CANCER 

Note:  This  program  is  a continuation  of  the  "Workshops  in  Oncology 
for  the  Practicing  Physician." 


October22,  1971  / April  21,  1972 

8:00-9:30  a.m.,  Fridays 

Maimonides  Medical  Center 
Fuhs  Auditorium 

4802  Tenth  Avenue 
Brooklyn 

PEDIATRICS,  GYNECOLOGY,  MEDICINE  AND 
SURGERY  FOR  THE  FAMILY  PHYSICIAN 

GEORGE  DEGENSHEIN,  DAVIE  GROB,  HOWARD  A.  JOOS, 
WILLIAM  POMERANCE,  and  OSCAR  SCHWARTZ,  M.D.’s  with 
invited  lecturers 

FEE:  $20  CREDIT:  C-1 

To  register,  contact:  Mrs.  Shirley  Lasky,  Registrar,  Dept,  of  Pediatric 
Services,  above  address. 
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FRIDAY,  OCTOBER  22 

9:00  a.m.-5:00  p.m. 

Post-Graduate  Institute  of  the  New  York  Eye  and  Ear 
Infirmary 

310  East  14th  Street 

INDIRECT  OPHTHALMOSCOPY 

Given  under  the  direction  of: 

M.  ROSENTHAL,  S.  FRADIN,  J.  NEWTON,  M.D.’s 

FEE;  $75 


October  23,  1 97 1 and  October  24,  1 97 1 

9:00  a.m.-5;00  p.m.,  Saturday  and  Sunday 

Post-Graduate  Institute  of  the  New  York  Eye  and  Ear 
Infirmary 

CADAVER  DISSECTION  COURSE  IN  SURGICAL 
ANATOMY  OF  THE  ORBIT  AND  OCULAR 
ADNEXAE 

Given  under  the  personal  direction  of: 

LESTER  T.  JONES,  M.D. 

University  of  Oregon  School  of  Medicine 
in  association  with 
HAROLD  KIRSHNER,  M.D. 

New  York  Eye  and  Ear  Infirmary 

FEE:  $100 


MONDAY,  OCTOBER  25 

9 : 00  a.m. 

The  Mount  Sinai  School  of  Medicine 
Mount  Sinai  Medical  Center 

1 00th  Street  and  Fifth  Avenue 

CLINICAL  HEMATOLOGY 

LOUIS  R.  WASSERMAN,  RICHARD  ROSENFIELD,  SOLOMON  ESTREN, 
M.D.'s  and  the  Mount  Sinai  Faculty 

FEE:  $150 


4 : 00—7 : 00  p.m. 

Post-Graduate  Institute  of  the  New  York  Eye  and 
Ear  infirmary 

310  East  14th  Street 

RADIO-ISOTOPES  IN  OPTHALMOLOGY 

Given  under  the  direction  of; 

BERNARD  GOLDBERG,  M.D.,  and  LOUIS  R.  PREVITE 

FEE;  $20 


October  25,  1971  / October  27,  1971 

Isaac  Albert  Research  Institute  of 
Kingsbrook  Jewish  Medical  Center 

Rutland  Road  and  East  49th  Street 
Brooklyn 

4th  International  Symposium 

SPHINGOLIPIDS,  SPHINGOLIPIDOSES  AND 
ALLIED  DISORDERS 

Additional  information  may  be  obtained  from  BRUNO  W.  VOLK, 
M.D.,  Director,  above  oddress.  Telephone:  (212)  756-9700 

Ext.  224. 


TUESDAY,  OCTOBER  26 

9:00  a.m.-5:00  p.m. 

Post-Graduate  Institute  of  the  New  York  Eye  and 
Ear  Infirmary 

OCULAR  ADNEXAL  PATHOLOGY 

Given  under  the  direction  of: 

JOHN  R.  FINLAY,  AUGUST  KOHTIO,  M.D.’s 
Assisted  by: 

DONALD  MORRIS,  NORMAN  CHARLES,  M.D.’s 
FEE:  $75 


9:00  a.m. 

New  York  Infirmary 
Toscanini  Room,  Third  Floor 

Stuyvestant  Square  East  and  1 5th  Street 

PERCUTANEOUS  TRANSHEPATIC 
CHOLANGIOGRAPHY— VALUABLE  ADJUNCT  IN 
DIAGNOSIS  OF  OBSCURE  JAUNDICE 

MURRAY  G.  FISCHER,  M.D. 


3 : 30  p.m. 

The  Mount  Sinai  School  of  Medicine 
Mount  Sinai  Medical  Center 

RENAL  BIOPSY  AS  AN  AID  IN  DIAGNOSIS  AND 
MANAGEMENT  OF  RENAL  DISEASE 

JACOB  CHURG,  M.D.  and  the  Faculty 
FEE:  $40 


7 : 30  p.m. 

Brooklyn  Dermatologic  Society 
Downstate  Medical  Center 

Lecture  Hall  I 

EXPERIENCE  OF  THE  S.S.  HOPE 

GEORGE  PRICE,  M.D. 


8 : 30  p.m. 

The  New  York  Psychoanalytic  Society 

247  East  82nd  Street 

SEXUAL  DISCOVERY  IN  RELATION  TO 
MOOD,  DEFENSE  ORGANIZATION  AND 
SYMBOLIZATION 

ELEANOR  GALENSON  and  HERMAN  ROlPHE,  M.D.’s 


WEDNESDAY,  OCTOBER  27 

9:00  a.m.— 5:00  p.m. 

Post-Graduate  Institute  of  the  New  York  Eye  and  Ear 
Infirmary 

OCULAR  THERAPEUTICS 

Given  under  the  direction  of: 

BERNARD  KRONENBERG,  M.D. 

FEE;  $75 
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October  27,  1971  / October  29,  1971 

The  New  York  Academy  of  Sciences 
Borbizon-Plaza  Hotel 

Central  Park  South 

ROLE  OF  PLATELETS  IN  HEMOSTASIS 

HARVEY  J.  WEISS,  M.D. 

Roosevelt  Hospital 


WEDNESDAY,  OCTOBER  27 

1 : 1 5-5 ; 1 5 p.m. 

Terrace  Heights  Hospital 
Auditorium 
87-37  Palermo  Street 
Hollis  (Queens) 

A ONE  DAY  POST-GRADUATE  SYMPOSIUM 
with 

Members  of  the  Faculty  of 
Hahnemann  Medical  College  and  Hospital 

1 . Hyperthyroidism — Hypothyroidism 

LEWIS  C.  MILLS,  M.D. 

2.  Current  Therapy — Diuretics 

CHARLES  D.  SWARTZ,  M.D. 

3.  General  Discussion 

PAUL  TONAMBE,  M.D. 

4.  Panel  Discussion 

NO  FEE  CREDIT:  C-1 

Contact:  J.  EDWARD  ASTRACHAN,  M.D.,  Chm.,  Post-Graduate 
Education  Committee,  above  address. 


4:00-5:00  p.m. 

Flushing  Hospital  and  Medical  Center 
First  Floor  Conference  Room 

Parsons  Boulevard  and  45th  Avenue 
Flushing 

Pediatric  Guest  Lecture 

CHRONIC  MIDDLE  EAR  INFECTIONS  AND 
THE  USE  OF  POLYETHYLENE  TUBES 

WILBERT  J.  GOULD,  Dir.  of  Oto-Rhinolaryngology 
Lenox  Hill  Hospital 


6:00-9:00  p.m. 

Post-Graduate  Institute  of  the  New  York  Eye  and 
Ear  Infirmary 

PRACTICAL  APPLANATION  TONOMETRY 

Given  under  the  direction  of: 

G.  PETER  HALBERG,  M.D. 

FEE:  $20 


8:30  p.m. 

Association  for  the  Advancement  of  Psychoanalysis 

329  East  62nd  Street — Auditorium 

POLICEMEN  AND  POLICE  WORK:  A 
PSYCHODYNAMIC  UNDERSTANDING 


MARTIN  SYMONDS,  M.D. 

N.Y.U.  School  of  Medicine 
ARTHUR  NIEDERHOFFER,  Ph.D. 

John  Jay  College  of  Criminal  Justice 


October  27,  1971  / November  10,  1971 

8:30  p.m.,  Wednesdays 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

THE  MANIFESTATIONS  OF  OVERT  AND 
COVERT  ANXIETY 

NO  FEE  (Open  to  Physicians)  CREDIT:  AAGP  and  C-1 


THURSDAY,  OCTOBER  28 

8:30  a.m.-5:00  p.m. 

New  York  Heart  Association 
The  Waldorf-Astoria  Hotel 

Park  Avenue  and  50th  Street 
Conference  on 

HEALTH  IMPLICATIONS  OF  DRUG  ABUSE 

Advance  Registration  required.  Write:  New  York  Heart  Associa- 
tion, 2 East  64th  Street,  N.Y.,  N.Y.  1 002 1 . 


9 : 00  a.m. 

The  Mount  Sinai  School  of  Medicine 
Mount  Sinai  Medical  Center 

CLINICAL  NEUROTOLOGY 

KENNETH  H.  BROOKLER,  and  JACK  L.  PULEC,  M.D.’s 
U.S.C.  School  of  Medicine,  Los  Angeles,  Calif. 

FEE:  $150 


October  28,  1971  / October  30,  1971 

9:00  a.m.-5:00  p.m.  Friday  & Saturday 
9:00  a.m.-2:00  p.m.,  Soturday 

Post-Graduate  Institute  of  the  New  York  Eye  and 
Ear  Infirmary 

GLAUCOMA 

Given  under  the  direction  of: 

JOSEPH  H.  KRUG,  G.  PETER  HALBERG,  JAMES  E.  BURRIS,  JR., 
SEYMOUR  GOODSTEIN,  MAURICE  E.  SHERMAN,  BERNARD 
KRONENBERG,  GERALD  ROSENTHAL,  and  ALFONSE  A.  CINOTTI, 
M.D.’s 

FEE:  $150 

Note:  TONOGRAPHY  AND  APPLANATION  TONOMETRY,  (Offered 
from  9:00-12  00  noon.  Sat.,  Oct.,  30),  may  be  taken  as  a sep- 
arate unit.  Fee  $20. 

Note:  GONIOSCOPY  (offered  from  1 : 00— 2 : 00  p.m..  Sat.,  Oct. 
30)  may  be  token  as  a separate  unit.  Fee  $20 

For  these  and  all  courses  listed,  please  apply  Jane  Stark,  Registrar, 
Post-Graduate  Institute  of  the  New  York  Eye  and  Ear  Infirmary, 
3 1 0 East  1 4th  Street,  New  York,  N.Y.  1 0003. 


SATURDAY,  OCTOBER  30 

8:30  a.m.-4:30  p.m. 

Department  of  Ophthalmology  of  the  New  York 
Medical  College 
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Main  Auditorium,  Room  Cl  03 
Fifth  Avenue  at  1 06th  Street 

ORBITAL  SYMPOSIUM 

1.  The  Anatomical  Explanation  of  Orbital  Syn- 
dromes 

LOUIS  BERMAN,  M.D. 

New  York  Medical  College 

2.  Techniques  of  Orbital  Surgery  Primary  Neo- 
plastic Lesions  of  the  Orbit 

IRA  SNOW  JONES,  M.D. 

Columbia  University  P & S 

3.  Intracranial  Causes  of  Orbital  Disease 

ALAN  ROTHBALLER,  M.D. 

New  York  Medical  College 

4.  Pathology  of  Neoplastic  Diseases  of  the  Orbit 
Pathology  of  Inflammatory  Diseases  of  the 
Orbit 

LORENZ  ZIMMERMAN,  M.D. 

Walter  Reed  Army  Medical  Center 

5.  Diagnosis  and  Treatment  of  Orbital  Fractures 

GABE  B.  BLEEKER,  M.D.,  Director 

Institute  of  Ophthalmology,  Amsterdam,  Holland 

6.  Special  Procedures  to  Diagnose  Orbital  Lesions 

BERNARD  KRONENBERG,  M.D. 

New  York  Medical  College 

7.  Interpretation  of  Radiography  of  the  Orbit 

STEPHEN  L.  TROKEL,  M.D. 

Columbia  University  P & S 

FEE;  $50  ($25  Residents) 

Parking  available  on  106th  Street  between  Fifth  and  Madison 
Avenues. 


ALBANY  AREA 


October2l  1971  and  October  22,  1971 

The  Department  of  Radiology 
St.  Peter’s  Hospital 

315  South  Manning  Baulevard 
Albany 

ABDOMINAL  RADIOLOGY 

1.  Gastro-Intestinal 

2.  Biliary-Portal  Tree 

3.  G.U.  Ob  Gyn 

4.  Abdominal  Trauma  and  Hemorrhage 

Guest  faculty  includes:  STANLEY  BAUM,  ARTHUR  CLEMETT, 

JOSEPH  FERRUCCI,  HARRY  FISCHER,  RICHARD  MARSHAK,  JAMES 
McCORT,  THOMAS  MEANEY,  ROSCOE  MILLER,  HENRY  WAGNER, 
MARK  WHOLEY,  and  ROBERT  WISE,  M.D.’s 

Further  informatian  may  be  obtained  from:  ARTHUR  J.  WENDTH, 
JR.,  M.D.,  Attending  Radiologist,  Chief  Subsection  of  Angiography, 
at  the  above  address. 


Postgraduate  Symposium 

OPHTHALMOLOGY  FOR  THE  GENERALIST  ! 

I 

ROBERT  D.  REINECKE,  RICHARD  S.  SMITH,  WICHARD  A.  J.  VAN  | 
HEUVEN  and  ROBERT  WARD,  M.D.’s 
Albany  Medical  College  Faculty 

FEE;  $25  CREDIT;  AAGP  and  C-1  ! 

I 

Apply;  Arnold  W.  Pohl,  M.D.,  above  address. 


RADIO  FOR  ALBANY  AND  CANTON  AREAS 


October  1 9 and  October  26,  1 97 1 

12:00  noon- 1 : 00  p.m. 

Albany  Medical  College  of  Union  University 

TWO-WAY  RADIO  CONFERENCES  FOR  PHYSICIANS 

Station  WAMC-FM  (Albany)  90.3  Mhz 

Station  WSLU-FM  (Canton)  96.7  Mhz 

October  19 

Potassium  Disorders  in  Clinical  Medicine 

RICHARD  TANNEN,  M.D. 

University  of  Vermont  College  of  Medicine 

October  26 

Coronary  Angiography 

JULIO  A.  SOSA,  M.D. 

Albany  Medical  College 


BUFFALO  AREA 


October  28,  1 97 1 and  October  29,  1 97 1 

9:15  a.m.  Registration 

State  University  of  New  York  at  Buffalo 
Continuing  Medical  Education 
Sisters  of  Charity  Hospital 
Palmer  Hall 

MODERN  CONCEPTS  IN  CORONARY  CARE 

Concept:  The  program  is  presented  for  all  physicians  who  choose 
to  learn  of  the  latest  developments  in  acute  coronary  disease. 
Presentations  will  be  made  by  a faculty  each  of  whom  is  especially 
familiar  with  his  subject.  Ample  time  for  discussion  and  questioning 
of  the  lecturers  will  be  provided.  A visit  to  a busy  functioning 
coronary  care  unit  is  part  of  the  program. 

FEE:  $50  CREDIT;  C-1 

Write:  Continuing  Medical  Education  Program,  Main  Street 

Division,  School  of  Medicine,  S.U.N.Y.  2211  Main  Street,  Buffalo, 
N.Y.  14214.  Tel.  (716)  831-5526. 


State  University  of  New  York  at  Buffalo 

2211  Main  Street 
Buffalo,  N.Y.  14214 
Tel  (716)  831-5526. 

SCHEDULE  FOR  FALL  1971 

October  28,  and  29 

Modern  Concepts  in  Coronary  Care 

Sisters  of  Charity  Hospital 


THURSDAY,  OCTOBER  21 

8:45  a.m.-3:30  p.m. 

Department  of  Postgraduate  Medicine 
Albany  Medical  College 
Huyck  Auditorium 


November  4 and  5 

Comprehensive  Health  Care  for  the  Aging 

Statler  Hilton  Hotel 
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WEDNESDAY,  OCTOBER  20 


November  6 

Drug  Dependence:  Chemical  Antagonists 

Slotler  Hilton  Hotel 

TENTATIVE  SCHEDULE  FOR  WINTER  SPRING  1972 

Cardiac  Clinics  and  Physical  Examination 

of  the  Cardiac  Patient 

Community  Psychiatry 

Neurology  Seminar  Day 

Gynecology  and  Obstetrics 

Medical  and  Surgical  Aspects  of  Urology 

Endocrine  Diseases 

Surgical  Aspects  of  Gastroenterology 

Anesthesiology 

Thirty-Fifth  Annual  Spring  Clinical  Days 
Refresher  Seminar  in  Pediatrics 
Child  Development 


TELEPHONE  LECTURE  NETWORK 


The  State  University  of  New  York  at  Buffalo  School  of  Medicine  pre- 
sents various  programs  via  the  facilities  of  the  Telephone  Lecture  Net- 
work of  the  Regional  Medical  Progrom  for  Western  New  York.  The 
Network  covers  the  counties  of  Erie,  Niagara,  Genesee,  Wyoming, 
Chautauqua,  Cattaraugus,  and  Allegany  in  New  York  State  and  Erie 
County  and  McKean  County  in  the  Commonwealth  of  Pennsylvania. 

Programs  are  presented  in  five  series. 

1.  A weekly  series  of  general  interest  considered  useful  to  all  physi- 
cians presented  at  1 1 :30  a.m.  on  Tuesdays. 

2.  The  monthly  Pediatrics  Conference  from  Children's  Hospital  spon- 
sored by  the  Department  of  Pediatrics  and  presented  on  the  second 
Friday  of  each  month  under  the  direction  of  Thomas  Aceto,  Jr.,  M.D. 

3.  The  monthly  series  on  trauma  sponsored  by  the  Division  of  Ortho- 
pedic Surgery,  Department  of  Surgery,  and  presented  on  the  fourth 
Thursday  of  each  month  under  the  direction  of  Eugene  R.  Mindell,  M.D. 

4.  A new  monthly  series  of  Cancer  sponsored  by  the  Roswell  Park 
Memorial  Institute  and  presented  on  the  third  Wednesday  of  each 
month  under  the  direction  of  Gerald  P.  Murphy,  M.D. 

5.  A new  series  sponsored  by  the  Buffalo  State  Hospitiol  to  be 
presented  under  the  direction  of  Dr.  Desmond  Moleski  on  the  fourth 
Wednesday  at  11:00  a.m. 

For  further  information,  please  contact  Continuing  Medical  Education, 
2211  Main  Street,  Buffalo,  N.Y.  14214.  Tel  (716)  831-5526. 


NASSAU  COUNTY 


October20,  1971  and  October  27,  1971 

8:00  a.m.,  Wednesdays 

Central  General  Hospital 

888  Old  Country  Road 
Plainview 

LECTURES  ON  INFECTIOUS  DISEASE 
October  20 

Immunological  Defenses  of  the  Host 
in  Common  Infections 

HOWARD  S.  WEISS,  M.D. 

Cornell  University  Medical  College 

October  27 

The  Possible  Role  of  Slow  Virus 
Infection  in  Human  Disease 

HOWARD  S.  WEISS,  M.D. 

CREDIT:  AAGP  and  C-1 


9 : 00  o.m. 

Mercy  Hospital 

MacArthur  Hall 
Rockville  Centre 

FLUID  AND  ELECTROLYTE  PROBLEMS 

JAMES  E.  CLARK,  M.D. 

Hahnemann  Medical  College  and  Hospital 


ROCHESTER  AREA 


WEDNESDAY,  OCTOBER  27 

7 : 30  p.m. 

Medical  Society  of  the  State  of  New  York 

University  of  Rochester  School  of  Medicine 
Whipple  Auditorium 

WHAT  IS  THE  FUTURE  OF  ORGANIZED  MEDICINE? 

GEORGE  HIMLER,  M.D.,  President 
Medical  Society  of  the  State  of  New  York 
DONALD  S.  RAINES,  M.D.,  President 
Monroe  Plan  for  Medical  Care,  Inc. 

BRUCE  FAGEL,  President 

Student  American  Medical  Association 

ROBERT  BERG,  M.D. 

University  of  Rochester 
Others  to  be  announced 

No  Registration  Refreshments 


WESTCHESTER  COUNTY 


WEDNESDAY,  OCTOBER  27 

3:00-5:00  p.m.  and  8:30  p.m. 

Grasslands  Hospital 

Eastview  Hall — Conference  Room  C 

Valhalla 
Panel  Discussion 

BONE  DISEASE,  CALCIUM  METABOLISM 
AND  UREMIA  (First  Half) 

HEREDITARY  NEPHROPATHIES  (Second  Half) 

Discussants: 

A.  GOODMAN,  M.D.,  Moderator 
NEAL  S.  BRICKER,  M.D. 

Washington  University  School  of  Medicine,  St.  Louis,  Mo. 
CHESTER  M.  EDELMANN,  JR.,  M.D. 

Albert  Einstein  College  of  Medicine 

8 : 30  p.m. — Pforzheimer  Memorial  Building,  Purchase 

PATHOGENESIS  OF  UREMIA 

The  Above  Panel 


NEW  YORK  CITY  FUTURE  EVENT 


February  13-16,  1971 

Medical  Society  of  the  State  of  New  York 
Hotel  Americana 

52nd  Street  and  Seventh  Avenue 
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ANNUAL  CONVENTION 
SCHEDULE  OF  SCIENTIFIC  MEETINGS 

Sunday,  February  1 3 

1 0 o.m. 

General  Session  with  Data  Processing  in 
Medicine,  all  day 

Royal  Ballroom  A 

Allergy 

Versailles  Terrace 

History  of  Medicine 

Royal  B 

2 p.m. 

Anesthesiology 

Versailles  Terrace 

Ophthalmology  combined  with  Pediatrics 

Versailles  Ballroom 

Data  Processing  in  Medicine 

Royal  A 

Radiology 

Princess  Ballroom 

Space  Medicine 

Royal  Ballroom  B 
Monday,  February  1 4 
9 a.m. 

Dermatology 

Versailles  Terrace 

Gastroenterology  and  Proctology 

Royal  Ballroom  A 

Pathology,  Clinical  Path,  and  Blood  Banking 

Versailles  Ballroom 

School  Health 

Royal  Ballraam  B 
2 p.m. 

General  Session 

Royal  Ballroom  A 

Archives 

Royal  Ballroom  B 

Plastic  and  Reconstructive  Surgery 

Versailles  Terrace 

Surgery 

Versailles  Ballroom 
Tuesday,  February  I 5 
9 a.m.  ' 

Chest  Diseases 

Versailles  Ballroom 

Obstetrics  and  Gynecology 

Royal  Ballroom  A 

Physical  Medicine  and  Rehabilitation 

Versailles  Terrace 
2 p.m. 

General  Session 

Royal  Ballroom  A 

Medical-Legal  and  Workmen’s  Compensation 
Matters,  combined  with  Occupational  Medicine 

Versailles  Terrace 


Orthopedic  Surgery 

Versailles  Ballroom 
Wednesday,  February  1 6 
9 a.m. 

Internal  Medicine 

Royal  Ballroom  A and  B 

Neurology 

Versailles  Ballroom 

General  Practice,  combined  with  Psychiatry 

Versailles  Terrace 
2 p.m. 

General  Session 

Royal  Ballroom  A 

Otolaryngology 

Versailles  Terrace 

Preventive  Medicine  and  Public  Health 

Versailles  Ballroom 

Urology 

Royal  Ballroom  B 

SCIENTIFIC  MOTION  PICTURES  and  SCIENTIFIC  and  TECHNICAL 
EXHIBITS  open  SUNDAY,  10  a.m.,  close  6 P.M.,  MONDAY  through 
WEDNESDAY,  9 A.M.  to  5 P.M.  SCIENTIFIC  MEETING  ROOMS, 
2nd  Floor.  EXHIBITS,  MOTION  PICTURES,  Albert  Hall. 


EVENTS  RECEIVED  AFTER  DEADLINE 


WEDNESDAY,  OCTOBER  20 

7:30  p.m. 

Medical  Society  of  the  State  of  New  York 
N.Y.U.  School  of  Medicine 

Auditorium 

First  Avenue  and  31st  Street 
New  York  City 

WHAT  IS  THE  FUTURE  OF  ORGANIZED  MEDICINE? 

WESLEY  W.  HALL,  M.D.,  President 
American  Medical  Association 
GEORGE  HIMLER,  M.D.,  President 
Medical  Society  of  the  State  of  New  York 
FITZHUGH  MULLAN,  M.D., 

Committee  of  Interns  and  Residents 
of  New  York  City  (Union) 

MILTON  BURGLASS,  M.D.,  Moderator 
N.Y.U.  1972 

No  Registration  Refreshments 


NASSAU  COUNTY 


WEDNESDAY,  OCTOBER  13 

8 : 00-1  0 ; 00  a.m. 

Mercy  Hospital 

MocArfhur  Hall 
Rockville  Centre 

CLINICAL  SYNDROME  OF  VERTEBRAL 
ARTERY  DISEASE 

SAMUEL  R.  POWERS,  JR.,  M.D. 

Albany  Medical  College 
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When  the  problem  is 

^ relief  of  severe  anxiety 
consider  the 
25-mg  answer 


|Librium'25mg 

(chlordiazepoxide  HCI) 

Up  to  100  mg  daily 

for  the  severely  anxious  patient 


usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be 
present  and  protective  measures 
necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship 


has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in 
the  elderly  and  debilitated.  These  are 
reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also 
occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also 
encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent 


and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have 
been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
Supplied:  Librium  (chlordiazepoxide 
HCI)  capsules,  5 mg,  10  mg,  25  mg. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


. . . in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief : 

n belladonna  alkaloids— for  the  hyperactive  bowel 
n simethicone— for  accompanying  distension  and  pain  due  to  gas 
n phenobarbital— for  associated  anxiety  and  tension 


C'umpusition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  sco|K)lamine  hydrobromide; 
40  mg.  simethicone. 

C^mtraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED^ 

antispasmodic/sedative/antiflatulent 


Spring  peeper  (tree  frog,  Hyla  crucifer): 
this  small  amphibian  can  e.xpand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 
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A gratifying  announcement  about  Empirin*  Compound  with  Codeine 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


You  may  now  specify  up  to  five  refills  within  six 
months  when  you  prescribe  Empirin  Compound 
with  Codeine  (unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased  regulation, 
that  Empirin  Compound  with  Codeine  has  been 
placed  in  a less  restrictive  category.  You  may  now 
wish  to  consider  Empirin  with  Codeine  even  more 
frequently  for  its  predictable  analgesia  in  acute 
or  protracted  pain  of  moderate  to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  No.  4 con- 
tains codeine  phosphate*  (64.8mg.)  gr.  1.  *(Wam- 
ing— may  be  habit-forming.)  Each  tablet  also 
contains:  aspirin  gr.  3^/^,  phenacetin  gr.  2V^,  caf- 
feine gr.  Vi. 
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Theragran-M 


High  Potency  Vitamin  Formula  with  Minerals 


You  can't  tell  a redwood 


with  a hatchet 


With  vitamins^  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 
good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 


THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with : arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 


Theragran 

High  Potency  Vitamin  Formula 
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TIPS  FOR  THE  IDENTIFICATION  OF  DRUG  ABUSERS 

The  following  chart  was  adapted  by  the  Suffolk  County  Medical  Society  from  one 
prepared  by  the  Suffolk  County  District  Attorney’s  Office 


Drugs  Used 

Physical  Symptoms 

Look  For 

Dangers 

Glue  Sniffing 

Violence,  Drunk 
Appearance,  Dreamy 
or  blank  expression 

Tubes  of  glue.  Glue 
smears.  Large  Paper 
Bags,  or  Handkerchiefs 

Lung/Brain/Liver  Dam- 
age, Death  through 
suffocation  or  choking. 
Anemia 

Heroin, 

Morphine, 

Codeine 

Stupor,  Drowsiness, 
Needle  marks  on  body. 
Watery  eyes.  Loss  of 
appetite.  Blood  stain 
on  shirt  sleeve. 
Running  nose 

Needle  or  hypodermic 
syringe.  Cotton,  Tour- 
niquet-string, Rope, 

Belt,  Burnt  bottle 

Caps  or  Spoons,  Glassine 

envelopes 

Death  from  overdose. 
Addiction,  Liver  and 
other  infections  due  to 
unsterile  needles 

Cough  Medicine 
containing  Codeine 
and  Opium 

Drunk  appearance. 
Lack  of  coordination. 
Confusion,  Excessive 
Itching 

Empty  bottle  of 
cough  medicine 

Addiction 

Marijuana 
(“Pot,”  “Grass”) 

Sleepiness,  Wandering 
mind.  Enlarged  pupils. 
Lack  of  co-ordination. 
Craving  for  sweets. 
Increased  appetite 

Strong  odor  of  burnt 
leaves.  Small  seeds  in 
pocket  lining. 
Cigarette  paper. 
Discolored  fingers 

Inducement  to  take 
stronger  narcotics. 
Psychological  depend- 
ence. Possible  physical 
damage? 

Hallucinogens: 
(LSD,  DMT) 

Severe  Hallucinations, 
Feelings  of  detachment. 
Incoherent  speech.  Cold 
hands  & feet.  Vomiting, 
Laughing  & crying 

Cube  sugar  with  dis- 
coloration in  center. 
Strong  body  odor. 
Small  tube  of  liquid 

Suicidal  tendencies. 
Unpredictable  behavior. 
Chronic  exposure  causes 
brain  damage 

Stimulants: 
Amphetamines 
(“Pep  Pills,” 
"Ups”) 

Aggi'essive  behavior. 
Giggling,  Silliness, 

Rapid  Speech,  Confused 
thinking.  No  appetite. 
Extreme  fatigue.  Dry 
Mouth,  Shakiness, 
Insomnia 

Pills  or  capsules 
of  varying  colors. 
Chain  smoking 

Death  from  overdose. 

Hallucinations, 

Psychosis 

Sedatives 
Barbiturates 
(“Goof  Balls,” 
“Downs”) 

Drowsiness,  Stu()or, 
Dullness,  Slurred  speech. 
Drunk  apj^earance. 
Vomiting 

Pills  or  capsules 
of  varying  colors 

Death  or  unconscious- 
ness from  overdose. 
Addiction,  Convulsions 
in  withdrawal 
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Nefertiti  aiid  Moses 
knew 

...what  every  Doctor 
ml  Nurse  should 
luiow  about  wine. 


DID  YOU  KNOW,  Doctor  and  Nurse, 
that  wine  has  been  part  of  our  medi- 
cal wisdom  for  sixty  centuries?  (We 
offer  you  some  of  that  wisdom  in  the 
Wine  Reading  Prescription  below.) 

That  Nefertiti  and  her  Pharaoh, 
Akhenaton,  delighted  guests  with  vint- 
age wines  from  the  royal  Nile  Delta 
vineyards,  and  imported  wines  from 
Syria  and  its  environs? 

That  the  physicians  of  Akhenaton 
knew  more  about  wine  than  some 
modern  doctors?  That  wine,  in  their 
temple-hospitals,  helped  patient  mo- 
rale and  convalescence,  just  as  it  is 
doing  in  so  many  hospitals  today? 

Wine-loving  idealists  Akhenaton 
and  Nefertiti  imposed  monotheism 
upon  Egypt:  to  worship  one  god,  Aton 
the  Sun.  For  this  they  were  deposed 
by  the  corrupt  priesthood — but  their 
influence  in  religion,  medicine,  and 
wine  lore  was  still  felt  in  Egypt's  court 
when,  a few  years  later,  a Pharoah's 
daughter  found  an  infant  in  the  bul- 
rushes, adopted  him,  and  called  him 
Nfoses  . . . 

Egypt's  influence  upon  the  genius 
of  Moses  was  great.  The  medicine  he 
learned  at  the  Temple  School  of  Os 
helped  his  nation  survive  forty  years 


Nefertili  Queen  of  Egypt 
14lh  Century  B.  C. 


Moses  14th  Century  B.C. 


of  wandering  in  the  wilderness.  And, 
some  scholars  believe,  the  monothe- 
ism of  Akhenaton  helped  Moses  plant 
the  moral  seeds  of  two  great  world  re- 
ligions: Judaism  and  Christianity. 

It  was  wine  wisdom  that  told  Moses, 
when  the  two  spies  brought  him  a 
great  cluster  of  grapes,  that  nearby 
was  the  Promised  Land  . . .and  surely 
it  floweth  with  milk  and  honey,  and 
this  is  the  fruit  of  it.  (The  Bible,  Num- 
bers, 13:27.) 
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WINE  READING  PRESCRIPTION,  filled  without  charge 
for  Doctor,  Nurse,  Assistant,  Administrator,  Dietician, 
or  other  members  of  the  medical  profession: 

Circle  each  number  wanted: 


A 160-page  paperback  book  that  every  Doctor,  Nurse, 

Dietician  and  Hospital  Administrator  should  own.  WINE 
AND  YOUR  WELL-BEING,  by  Salvatore  P.  Lucia,  M.D.,  a 
practicing  physician  and  Professor  of  Medicine,  Emeritus, 

University  of  California.  This  noted  authority  on  wine  in  ther- 
apy gives  you  clinical  information  on  wine  in  convalescence,  in 
geriatrics,  stress,  cardiovascular  disorders,  diabetes,  etc.  Other  sub- 
jects are:  what  wine  is,  how  made,  food  values,  calories,  wine  in 
restricted  diets  {with  some  recipes),  bits  of  intriguing  wine  history, 
seasoned  with  famous  wine  quotations,  a list  of  wines  and  how  they 
taste.  Yours  with  our  compliments. 

USES  OF  WINE  IN  MEDICAL  PRACTICE,  64  pp.;  contains  references  to 
the  results  of  30  years  of  scientific  medical  research  in  U.S.  and  abroad 
on  wine  in  nutrition,  convalescence,  gastroenterology,  various  clinical 
conditions,  covers  Indications,  Contraindications,  Bibliography,  wine  in 
Hospital  and  Nursing  Homes. 

WINE  COOKERY  THE  EASY  WAY,  24  pp.,  53  recipes  for  "gourmet 
meals  in  a hurry"  with  convenience  foods;  and  CALIFORNIA  WINE 
COOKERY  AND  DRINKS,  24  pp.,  88  recipes,  ideas,  for  home 
fun  of  good  cooking,  serving,  and  entertaining.  Both 
booklets  free. 


Wine  wisdom  also  comes  down  to 
US  in  the  Talmud  which  teaches, 
"Wine  nourishes,  refreshes  and  cheers. 
"Wine  is  the  foremost  of  all  medi- 
cines . . ." 

And  the  wisdom  of  wine  in  patient 
care,  handed  down  from  Egypt  to 
Moses  to  the  early  Greeks  and  alter- 
nately to  all  the  ancient  and  modern 
world,  is  being  rediscovered  by  more 
and  more  physicians,  nurses,  and  hos- 
pitals today! 

MORE  WINE  READING? 

Below  you  will  find  a Wine  Reading 
Prescription  for  Doctor,  Nurse  and 
Staff.  Just  circle  the  numbers  that  in- 
terest you;  they  are  yours,  free. 

And  don't  forget  the  booklets  we 
offer  on  wine  cooking,  serving,  and 
tasting,  to  help  you  become  a verita- 
ble Pharaoh  or  Queen  of  entertaining 
in  your  own  home! 


PLEASE  PRINT  YOUR  NAME,  title  as  member  of  medi- 
cal profession,  address  and  zip,  and  mail  to: 


DEPARTMENT  014  WINE  ADVISORY  BOARD, 
717  MARKET  STREET,  SAN  FRANCISCO,  CA  94103 


Name_ 


Title. 


Address. 


City. 


State. 


Zip_ 


Month  in  Washington 


President  Nixon’s  sweeping  economic  proposals  have 
pushed  aside  chances  for  Congressional  hearings  on  na- 
tional health  insurance  until  after  the  first  of  the  year. 
Four  of  Nixon’s  economic  proposals  require  legislative 
action,  and  this  will  keep  the  House  Ways  and  Means 
Committee  busy  at  least  through  September  and  prob- 
ably longer.  Coupled  with  Congress’s  announced  in- 
tention of  adjourning  in  late  October  or  early  November, 
this  could  delay  congressional  action  on  national  health 
insurance  until  late  1972,  or  possibly  until  the  convening 
of  a new  congress  in  1973. 

While  the  House  Ways  and  Means  Committee  con- 
siders the  Nixon  economic  proposals,  the  Senate  Finance 
Committee  will  consider  the  Social  Security  Amend- 
ments (H.R.  1)  already  passed  by  the  House.  Chances 
are  that  the  Senate  will  delete  the  administration’s  wel- 
fare proposals  (Family  Assistance  Plan)  from  H.R.  1 and 
add  Senator  Wallace  F.  Bennett’s  (Republican,  Utah) 
proposal  of  last  year  on  Professional  Standards  Review 
Organizations.  Enactment  of  this  legislation  prior  to 
adjournment  is  considered  to  be  likely,  as  well  as  the 
health  manpower  bills  presently  being  discussed  in  con- 
ference. This  legislation  would  authorize  an  estimated 
$3.3  billion  in  aid  to  health-profession  students  and  their 
schools  in  the  next  three  years  and  to  provide  facilities 
and  programs  to  end  the  manpower  shortages  in  the 
health  professions  within  seven  years. 

* ♦ * 

A commission  of  the  U.S.  Department  of  Health,  Ed- 
ucation, and  Welfare  has  been  formed  to  study  the  entire 
range  of  medical  malpractice  problems.  The  commis- 
sion will  conduct  a series  of  public  hearings  on  the  funda- 
mental causes  behind  the  rising  number  of  malpractice 
claims  and  their  effects  on  the  health-care  system,  the 
legal  system,  the  insurance  industry,  and  the  general 
public. 

In  announcing  the  commission’s  membership,  HEW 
Secretary  Elliot  Richardson  said,  “I  feel  confident  this 
outstanding  group  will  make  a major  contribution  to- 
ward solving  one  of  the  nation’s  most  vexing  health  care 
problems.” 

Headed  by  Attorney  Wendell  Freeland,  of  Pittsburgh, 
Pennsylvania,  the  newly  created  Commission  on  Med- 
ical Malpractice  will  represent  health-care  providers  and 
institutions,  the  legal  profession,  the  insurance  industry, 
and  the  general  public.  Acting  as  additional  consultants 
to  the  commission  will  be  advisory  panels  comprised  of 
experts  in  the  disciplines  directly  concerned. 

The  commission  will  compile  statistical  data  and 
other  relevant  information  in  a series  of  studies  con- 
ducted by  HP^W  primarily  through  contracts  with  non- 
government research  organizations  and  universities. 


Prepared  by  the  Washington,  Office  of  the  American 

.Medical  Association. 


Eli  P.  Bernzweig,  HEW’s  specialist  in  the  field  of  med- 
ical malpractice,  has  been  named  executive  director  of 
the  commission  staff.  Loren  F.  Taylor,  M.D.,  professor 
of  anesthesiology.  University  of  Kansas  Medical  Center, 
has  been  named  deputy  executive  director. 

The  commission  will  make  a final  report  with  recom- 
mendations to  HEW  Secretary  Richardson. 

Charles  Hoffman,  M.D.,  president-elect  of  the  Amer- 
ican Medical  Association,  and  member  of  the  AMA 
Board  of  Trustees,  is  one  of  the  commission  members. 
Others  are  as  follows:  Vincent  H.  Cohen,  of  Hogan  and 
Hartson,  Washington,  D.C.;  Bernard  J.  Conway,  as- 
sistant executive  director,  American  Dental  Association; 
Mrs.  Helen  Creighton,  R.N.,  LL.D.,  professor  of  nursing. 
University  of  Wisconsin,  Milwaukee;  William  J.  Cur- 
ran, LL.D.,  S.M.  Hygiene,  professor  of  Legal  Medicine, 
Harvard  Medical  School;  Wendell  Freeland,  Pittsburgh, 
Pennsylvania;  Howard  Hassard,  ofHassard,  Bonnington, 
Rogers  & Huber,  San  Francisco,  California;  Paul  B. 
Jarrett,  M.D.,  Phoenix,  Arizona;  Henry  T.  Kramer, 
president;  North  American  Reinsurance  Corporation; 
John  E.  Linster,  senior  vice-president.  Employers  In- 
surance of  Wausau,  Wausau,  Wisconsin;  James  E.  Lud- 
1am,  of  Musick,  Peeler  & Garrett,  Los  Angeles,  Cali- 
fornia; Richard  M.  Markus,  of  Sindell,  Sindell,  Bourne, 
Markus,  Stern  and  Spero,  Cleveland,  Ohio;  Edward  H. 
Morgan,  assistant  secretary  casualty  underwriting.  De- 
partment Cll,  Aetna  Casualty  and  Surety  Company, 
Hartford,  Connecticut;  George  W.  Northup,  D.O.,  ed- 
itor, American  Osteopathic  Association  Journal,  Living- 
ston, New  Jersey;  Miss  Audra  Marie  Pambrun,  R.N., 
director  of  community  health  aides,  Blackfee  Communi- 
ty Action  Program,  Browning,  Montana;  Mrs.  Esther 
G.  Schiff,  legal  counsel,  Mt.  Sinai  Hospital  of  Greater 
Miami,  Miami  Beach,  Florida;  Monroe  E.  Trout,  M.D., 
J.D.,  New  Canaan,  Connecticut;  and  Carl  E.  Wasmuth, 
M.D.,  J.D.,  chairman,  board  of  governors.  The  Cleve- 
land Clinic  Foundation,  Cleveland,  Ohio. 

* * * 

The  president  of  the  American  Medical  Association, 
Wesley  W.  Hall,  M.D.,  recently  praised  the  nation’s 
press  for  a “growing  sophistication”  in  dealing  with 
health-care  issues.  Speaking  before  an  audience  of 
newsmen.  Federal  officials,  and  health  organization 
representatives  at  the  National  Press  Club,  Washington, 
D.C.,  Dr.  Hall  said,  “This  is  a most  healthy  develop- 
ment.” Many  news  stories  now  analyze  the  issues  raised 
and  challenge  and  dispute  assumptions  rather  than 
follow  a “hackneyed  theme,”  he  said. 

If  the  people  are  fully  informed,  we  doctors  of 
America  will  put  our  trust  in  their  ability  to  make  the 
right  decisions.  ...  I find  it  encouraging  that  the 
press  is  approaching  this  subject  with  maturity,  with 
skepticism,  and,  most  of  all,  with  an  open  mind. 

continued  on  paf>e  2ti6H 
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A new  clinical  perspective  in 
diagnostic  test  services  KCFILS„ 


Designed  to  offer 
the  latest  laboratory  tests, 
provide  comprehensive 
capability  in  all  routine  analyses 
and  simplify  the  clerical  procedures 
of  your  medical  practice. 


Extensive 
endocrine 
testing 

to  evaluate 
each  endocrine 
gland,  specific  hor- 
mone levels  and  asso- 
ciated factors. 

Twelve  new  test  profilesto  detect  ' 
asymptomatic  diseases  and/or  monitor 
specific  organ  systems  and  extend  greater 
economy  to  your  patients. 

New  timesaving,  single-card  ordering  system  includes  test 
selection,  specimen-collection  data  and  patient  information. 

For  Accuracy,  Service  and  Care,  KCRL  is  Your  Diagnostic  Test  Center. 
For  Information:  Phone/Write: 


Kings  County  Research  Laboratories,  Inc. 

/ A subsidiary  of  Hoffmann-La  Roche  Inc.,  705  6th  Avenue,  Brooklyn,  N.  Y.  1 1 21 5,  (21 2)  788-2400 
/ □ I would  like  more  information  about  KCRL 

/ 

^ Name 


□ Please  have  a representative  call  for  an  appointment 


Address. 


State 


Phone, 


KCRL  is  a fully  licensed  and  approved  clinical  laboratory.  Federal  Clinical  Laboratory  License  Number:  31-1020.  Medicare  Supplier  Code  Number: 
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continued  from  page  2366 

Noting  that  the  AMA’s  Medicredit  bill  has  attracted 
over  150  sponsors,  Dr.  Hall  said  this  does  not  mean  that 
Medicredit  is  going  to  be  enacted  but  does  “mean  that  a 
substantial  number  of  congressmen  and  senators  agree 
with  the  principles  that  we  used  in  drawing  up  a program 
and  offering  it  to  Congress.” 

Dr.  Hall  said  Medicredit  makes  available  to  everyone 
under  age  sixty-five  a private  program  of  complete  medi- 
cal and  health  care  protection,  covering  both  the  ordinary 
and  the  catastrophic  expenses  of  illness  or  accident. 

The  protection  can  be  a health  insurance  policy, 
membership  in  a prepayment  plan,  or  membership  in 
a prepaid  group  practice.  Each  patient  is  left  free  to 
choose  the  kind  of  care  he  wants,  and  each  physician 
is  left  free  to  practice  as  he  wishes — alone  or  with  other 
physicians. 

The  most  important  thing  about  Medicredit,  said  the 
AMA  official,  is  that  it  maintains  freedom  for  the  pa- 
tient as  well  as  for  the  physicians. 

We  believe  that  there  is  a lot  of  good  in  the  present 
system.  Two  million  Americans  a day  see  their 
doctor,  and  although  this  probably  is  not  all  who 
should  see  a doctor,  there  is  no  reason  to  throw  out  the 
system  that  has  this  capacity.  Rather  we  should  build 
on  it. 

* * * 

The  often  expressed  desire  of  AMA  to  see  the  estab- 
lishment of  a separate  department  of  health  with  cabinet 
statufe  has  again  been  brought  to  the  public’s  attention 
with  the  announcement  of  Congressman  Paul  G.  Rogers 
(Democrat,  Florida),  chairman  of  the  House’s  sub- 
committee on  health,  that  he  will  shortly  introduce  such 
a measure. 

The  issue  seems  to  turn  on  the  intertwined  questions  of 
which  committees  in  Congress  have  the  job  of  enacting 
and  overseeing  a national  program  and  how  the  Federal 
government  will  administer  it. 

During  the  past  ten  years  or  so  health  has  mush- 
roomed as  an  economic  force  in  American  life,  and  as  a 
function  of  government.  Neither  congress  nor  the  exec- 
utive branch  has  been  able  to  keep  pace  organizationally 
with  the  changes. 

Congressman  Rogers’s  call  for  a separate  health  de- 
partment is  considered  to  be  part  of  the  behind-the- 
scenes  maneuver  by  the  Congress  for  more  authority  in 
health  care  matters.  If  a department  of  health  was 
established,  Rogers’s  subcommittee  could  claim  author- 
ity over  all  of  the  activities  of  the  new  department  and 


drive  to  establish  a permanent  full  committee  on  health. 

However,  Rogers’  proposal  runs  head  on  against  cur- 
rent thinking  of  members  of  the  administration  where 
policy  has  jelled  in  support  of  the  current  trifunction 
HEW  apparatus.  The  trend  of  thought  is  that  fewer  de- 
partments aid  efficiency  and  coordination  and  lessen 
bureaucracy. 

* * * 

A comprehensive  actuarial  study  of  all  of  the  major 
proposals  for  national  health  insurance  arrangements 
prepared  by  HEW  has  been  released  for  the  information 
of  congressional  committees  studying  the  issue. 

The  prediction  of  gross  underfinancing  in  the  Kennedy 
proposal  for  Federal  assumption  of  the  bulk  of  health 
care  costs  was  the  most  noteworthy  item  in  the  83-page 
actuarial  report.  The  work  was  reviewed  by  outside 
experts  to  check  on  its  fairness  and  soundness. 

The  major  plans  before  Congress  would  compare  in 
terms  of  additional  costs  to  the  government  as  follows: 

Administration,  $2.6  billion 

Kennedy,  $59.4  billion 

Medicredit  (backed  by  the  AMA),  $6.3  billion 

Burleson  (health  insurance  industry  plan),  $7.3  billion 

Javits  (Medicare  for  all),  $41.6  billion 

Hall-Long  (catastrophic  coverage  only),  $3.2  billion, 
$3.1  billion 

Pell-Mondale  (mandated  employer  plans,  health  care 
corporation),  $4.9  billion 

For  the  most  part,  these  costs  represent  “transferred” 
spending  from  the  private  sector  to  the  Federal  sector. 
In  the  case  of  Medicredit,  financed  largely  by  tax  credits 
for  purchase  of  comprehensive  private  insurance,  most 
of  the  “cost”  represents  a loss  of  revenue  rather  than  an 
additional  expense. 

The  HEW  report  said  over-all  Federal  spending  under 
the  Kennedy  bill,  including  existing  programs  it  would 
take  over,  would  total  $81.6  billion  in  the  fiscal  year  1974, 
but  that  the  proposed  financing  would  raise  only  $57 
billion.  Thus,  it  would  be  underfinanced  by  43  per  cent, 
or  $24.6  billion. 

National  health  expenditures  of  all  kinds  will  rise  to 
$105.4  billion  in  fiscal  1974,  an  average  increase  of  12 
per  cent  a year,  if  none  of  the  major  proposals  is  enacted. 
Operation  of  the  Kennedy  program  in  fiscal  1974  would 
result  in  total  spending,  by  both  government  and  private 
sources,  of  $113.8  billion  for  health  care  in  the  United 
States;  the  administration  bill,  $107.2  billion;  the  in- 
surance bill,  $110  billion;  and  Medicredit,  $109.5 
billion. 
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...not  quite 
perfect. 

But  closer  to 
wliatyou 
m^be 
reaching 
fer  M 


lactate ) 


Injectable 

T^win*  peintazocineias  lac 

“ ...is  not  the  perfect 
analgesic...” 

but  “...it  is  the 
first  narcotic 
antagonist  to  have 
clinically  useful 
analgesic 
properties  and... 

It  is  not  subject 
to  narcotics 
control.”' 

Talwin,  brand  of  pentazocine 
(as  lactate),  provides  analgesic  efficacy 
comparable  to  that  of  morphine 
or  meperidine,  but  with  fewer  of  their 
imperfections  in  terms  of  significant 
adverse  effects: 

• Unlike  morphine,  Talwin  is 
relatively  free  from: 

severe  respiratory  depression 
hypotension 
urinary  retention 
constipation 

• Talwin  is  less  likely  to  cause 
nausea 
vomiting 
diaphoresis 

than  meperidine 

• Generally  little,  if  any,  increase  in 
incidence  or  severity  of  adverse 
reactions  reported  with  increased 
doses  of  45  mg.  or  60  mg. 

• Tolerance  to  analgesic  effect  has 
not  been  observed 

• Not  subject  to  narcotic  controls 


The  value  of 

Talwin  pentazocine  ( as  lactate ) 

clinically  confirmed 

In  postoperative 
patients: 

less  severe  respiratory  depression  with  Talwin* 
Study  #1.  Postoperative  pain  in  210  patients  fol- 
lowing orthopedic  surgical  procedures;  not  a single 
incidence  of  respiratory  depression  noted.^ 

Study  #2.  Postoperative  or  postinstrumentation 
pain  in  273  urology  patients;  no  respiratory  depres- 
sion reported.^ 

Study  #3.  Pie-  and/or  postoperative  pain  in  585 
patients  for  elective  or  emergency  surgery;  in  no 
case  was  there  significant  change  in  respiratory 
rates  in  recovery  room  measurements."* 

...and  in  other  patients: 

less  respiratory  and  circulatory 
depression  with  Talwin 

Study  #4.  Comparison  of  respiratory  effects  of 
meperidine  and  Talwin  in  women  anesthetized  for 
surgery;  first  injection  of  both  drugs  caused  respira- 
tory depression  which  was  slightly  greater  with 
Talwin.  W’ith  a subsecpient  dose,  however,  a cumu- 
lative effect  of  meperidine  sustained  depression, 
while  with  Talwin  the  respiratory  depressant  effect 
diminished— a safety  factor  when  repeated  doses 
are  required  postoperatively.^ 

Study  #5.  Comparison  of  morphine  and  Talwin  in 
23  patients  with  myocardial  infarction;  Talwin  (10 
patients)  was  found  free  of  adverse  effects  of  mor- 
phine (2  patients)  on  blood  pressure  and  had  a 
less  severe  effect  on  respiration.  (Following  initial 
transient  fall,  Talwin  caused  a rise  in  blood  pres- 
sure; morphine  caused  sustained  hypotension. )^ 
Study  #6.  Postoperative  pain  in  342  patients;  cir- 
culatory depression  was  seen  in  13.2%  of  174 
patients  given  morphine  and  in  only  5.4%  of  168 
patients  given  Talwin.’^ 

Study  #7.  Suspected  myocardial  infarction  in  118 
patients;  of  the  4 drugs  studied,  only  Talwin  regu- 
larly caused  a rise  in  systolic  pressure  of  patients 
with  initial  pressures  of  less  than  120.8** 

•In  over  12,000  general  adult  patients  given  Talwin,  respiratory 
depression  (never  apnea)  was  reported  in  only  1%. 

* ‘Other  drugs  studied:  morphine,  diamorphine,  and  methadone. 
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Injectable  TALWIN® 

Brand  of  pentazocine  ( as  lactate ) 
Analgesic  for  Parenteral  Use 


Contraindications:  Talwin  should  not  be  ad- 
ministered to  patients  who  are  hypersensitive 
to  it. 

Warnings:  Head  Injury  and  Increased  Intra- 
cranial Pressure.  The  respiratory  depressant  ef- 
fects of  Talwin  and  its  potential  for  elevating 
cerebrospinal  fluid  pressure  may  be  markedly 
exaggerated  in  the  presence  of  head  injury, 
other  intracranial  lesions,  or  a preexisting  in- 
crease in  intracranial  pressure.  Furthermore, 
Talwin  can  produce  effects  which  may  obscure 
the  clinical  course  of  patients  with  head  in- 
juries. In  such  patients,  Talwin  must  be  used 
with  extreme  caution  and  only  if  its  use  is 
deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  dur- 
ing pregnancy  ( other  than  labor ) has  not  been 
established.  Animal  reproduction  studies  have 
not  demonstrated  teratogenic  or  embryotoxic 
effects.  However,  Talwin  should  be  adminis- 
tered to  pregnant  patients  (other  than  labor) 
only  when,  in  the  judgment  of  the  physician, 
the  potential  benefits  outweigh  the  possible 
hazards.  Patients  receiving  Talwin  during 
labor  have  experienced  no  adverse  effects  other 
than  those  that  occur  with  commonly  used 
analgesics.  Talwin  should  be  used  with  caution 
in  women  delivering  premature  infants. 

Drug  Dependence.  Special  care  should  be  ex- 
ercised in  prescribing  pentazocine  for  emo- 
tionally unstable  patients  and  for  those  with  a 
history  of  drug  misuse.  Such  i>atients  should 
be  closely  supervised  when  long-term  therapy 
is  contemplated.  There  have  been  instances  of 
psychological  and  physical  dependence  on 
Talwin  in  patients  with  such  a history  and, 
rarely,  in  patients  without  such  a history. 
Abrupt  discontinuance  following  the  extended 
use  of  parenteral  Talwin  has  resulted  in  symp- 
toms such  as  abdominal  cramps,  elevated  tem- 
perature, rhinorrhea,  restlessness,  anxiety,  and 
lacrimation.  Even  when  these  occurred,  dis- 
continuance has  been  accomplished  with  mini- 
mal difficulty.  In  the  rare  patient  in  whom  more 
than  minor  difficulty  has  been  encountered, 
reinstitution  of  parenteral  Talwin  with  grad- 
ual withdrawal  has  ameliorated  the  patient’s 
symptoms.  Substituting  methadone  or  other 
narcotics  for  Talwin  in  the  treatment  of  the 
Talwin  abstinence  syndrome  should  be  avoided. 

In  prescribing  parenteral  Talwin  for  chronic 
use,  particularly  if  the  drug  is  to  be  self- 
administered,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  and  fre- 
quency of  injection  by  the  patient  and  to 
prevent  the  use  of  the  drug  in  anticipation  of 
pain  rather  than  for  the  relief  of  pain. 

Just  as  with  all  medication,  the  oral  form  of 
Talwin  is  preferable  for  chronic  administration. 

Acute  CNS  Manifestations.  Patients  receiving 
therapeutic  doses  of  Talwin  have  experienced, 
in  rare  instances,  hallucinations  (usually  vis- 
ual), disorientation,  and  confusion  which  have 
cleared  spontaneously  within  a period  of  hours. 
The  mechanism  of  this  reaction  is  not  known. 
Such  patients  should  be  very  closely  observed 
and  vital  signs  checked.  If  the  drug  is  rein- 
stituted  it  should  he  done  with  caution  since 
the  acute  CNS  manifestations  may  recur. 
Usage  in  Children.  Because  clinical  experience 
in  children  under  twelve  years  of  age  is  limit- 
ed, the  use  of  Talwin  in  this  age  group  is  not 
recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness, 
and  occasional  euphoria  have  been  noted, 
ambulatory  patients  should  be  warned  not  to 
operate  machinery,  drive  cars,  or  unneces- 
sarily expose  themselves  to  hazards. 


Precautions:  Certain  Respiratory  Conditions. 
The  possibility  that  Talwin  may  cause  respira- 
tory depression  should  be  considered  in  treat- 
ment of  patients  with  bronchial  asthma. 
Talwin  should  be  administered  only  with  cau- 
tion and  in  low  dosage  to  patients  with  respira- 
tory depression  (e.g.,  from  other  medication, 
uremia,  or  severe  infection),  obstructive  res- 
piratory conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Although 
laboratory  tests  have  not  indicated  that  Talwin 
causes  or  increases  renal  or  hepatic  impair- 
ment, the  drug  should  be  administered  with 
caution  to  patients  with  such  impairment.  Ex- 
tensive liver  disease  appears  to  predispose  to 
greater  side  effects  (e.g.,  marked  apprehension, 
anxiety,  dizziness,  sleepiness)  from  the  usual 
clinical  dose,  and  may  be  the  result  of  de- 
creased metabolism  of  the  drug  by  the  liver. 

Myocardial  Infarction.  As  with  all  drugs, 
Talwin  should  be  used  with  caution  in  patients 
with  myocardial  infarction  who  have  nausea 
or  vomiting. 

Biliary  Surgery.  Until  further  experience  is 
gained  with  the  effects  of  Talwin  on  the 
sphincter  of  Oddi,  the  drug  should  be  used 
with  caution  in  patients  about  to  undergo  sur- 
gery of  the  biliary  tract. 

Patients  Receiving  Narcotics.  Talwin  is  a mild 
narcotic  antagonist.  Some  patients  previously 
receiving  narcotics  have  experienced  mild 
withdrawal  symptoms  after  receiving  Talwin. 
CNS  Effect.  Caution  should  be  used  when  Tal- 
win is  administered  to  patients  prone  to  sei- 
zures; seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin 
although  no  cause  and  effect  relationship  has 
been  established. 

Adverse  Reactions:  The  most  commonly  oc- 
curring reactions  are:  nausea,  dizziness  or 
lightheadedness,  vomiting,  euphoria. 
Infrequently  occurring  reactions  are— respira- 
tory: respiratory  depression,  dyspnea,  tran- 
sient apnea  in  a small  number  of  newborn  in- 
fants whose  mothers  received  Talwin  during 
labor;  cardiovascular:  circulatory  depression, 
shock,  hypertension;  CNS  effects:  sedation, 
alteration  of  mood  (nervousness,  apprehen- 
sion, depression,  floating  feeling),  dreams; 
gastrointestinal:  constipation,  dry  mouth;  der- 
matologic including  local:  diaphoresis,  sting 
on  injection,  flushed  skin  including  plethora, 
dermatitis  including  pruritus;  other:  urinary 
retention,  headache,  paresthesia,  alterations  in 
rate  or  strength  of  uterine  contractions  during 
labor. 

Rarely  reported  reactions  include— neuromus- 
cular  and  psychiatric:  muscle  tremor,  insom- 
nia, disorientation,  hallucinations;  gastroin- 
testinal: taste  alteration,  diarrhea  and  cramps; 
ophthalmic:  blurred  vision,  nystagmus,  di- 
plopia, miosis;  other:  tachycardia,  nodules  and 
ulceration  at  injection  site,  weakness  or  faint- 
ness, chills,  moderate  transient  eosinophilia, 
allergic  reactions  including  edema  of  the  face. 
See  Acute  CNS  Manifestations  and  Drug  De- 
pendence under  WARNINGS. 

Dosage  and  Administration:  Adidts,  Excluding 
Patients  in  Labor.  The  recommended  single 
parenteral  dose  is  30  mg.  by  intramuscular, 
subcutaneous,  or  intravenous  route.  This  may 
be  repeated  every  3 to  4 hours.  Doses  in 
excess  of  30  mg.  intravenously  or  60  mg.  in- 
tramuscularly or  subcutaneously  are  not  rec- 
ommended. Total  daily  dosage  should  not 
exceed  360  mg.  As  with  most  parenteral  drugs, 
when  frequent  daily  injections  are  needed 
over  a prolonged  period,  intramuscular  admin- 
istration is  preferable  to  subcutaneous.  In  ad- 
dition, constant  rotation  of  injection  sites  (e.g., 
the  upper  outer  quadrants  of  the  huttocks, 
mid-lateral  aspects  of  the  thighs,  and  the  del- 
toid areas)  is  recommended. 


Patients  in  Labor.  A single,  intramuscular  30 
mg.  dose  has  been  most  commonly  adminis- 
tered. An  intravenous  20  mg.  dose  has  given 
adequate  pain  relief  to  some  patients  in  labor 
when  contractions  become  regular,  and  this 
dose  may  be  given  two  or  three  times  at  two-  to 
three-hour  intervals,  as  needed. 

Children  Under  12  Years  of  Age.  Since  clini- 
cal experience  in  children  under  twelve  years 
of  age  is  limited,  the  use  of  Talwin  in  this 
age  group  is  not  recommended. 

CAUTION . Talwin  should  not  be  mixed  in 
the  same  syringe  with  soluble  barbiturates  be- 
cause precipitation  will  occur. 


Overdosage:  Manifestations.  Clinical  experi- 
ence with  Talwin  overdosage  has  been  in- 
sufficient to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vaso- 
pressors, and  other  supportive  measures  should 
be  employed  as  indicated.  Assisted  or  con- 
trolled ventilation  should  also  be  considered. 
Although  nalorphine  and  levallorphan  are  not 
effective  antidotes  for  respiratory  depression 
due  to  overdosage  or  unusual  sensitivity  to 
Talwin,  parenteral  naloxone  ( Narcan®,  avail- 
able through  Endo  Laboratories)  is  a specific 
and  effective  antagonist.  If  naloxone  is  not 
available,  parenteral  administration  of  the 
analeptic,  methylphenidate  ( Ritalin® ),  may  be  ' 
of  value  if  respiratory  depression  occurs.  1 
Talwin  is  not  subject  to  narcotic  controls.  | 


How  Supplied:  Ampuls  of  I ml.  (30  mg.), 
IV2  ml.  (45  mg.),  and  2 ml.  (60  mg.),  each 
1 ml.  containing  Talwin  (brand  of  pentazo- 
cine) as  lactate  equivalent  to  30  mg.  base  and 
2.8  mg.  sodium  chloride,  in  water  for  injec- 
tion. Boxes  of  10,  25,  and  100. 

Multiple  dose  vials  of  10  ml.,  each  1 ml.  con- 
taining Talwin  (brand  of  pentazocine)  as  lac- 
tate equivalent  to  30  mg.  base,  2 mg.  acetone 
sodium  bisulfite,  1.5  mg.  sodium  chloride,  and 
1 mg.  methylparaben  as  preservative,  in  water 
for  injection.  Boxes  of  1.  I 

The  pH  of  Talwin  solutions  is  adjusted  be- 
tween 4 and  5 with  lactic  acid  and  sodiurr  j 
hydroxide.  The  air  in  the  ampuls  and  vial:  ' 
has  been  displaced  by  nitrogen  gas. 
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Abstracts 


Cherubin,  C.  E.:  Acute  addictive  states.  New  York 

Stated.  Med.  71:  2391  (Oct.  15)  1971. 

This  is  a clinical  review  of  the  problems  of  diagnosis 
and  treatment  of  acute  addictive  states  in  patients  with 
symptoms  of  drug  abuse  being  seen  in  hospital  emer- 
gency rooms.  While  the  medically  interesting  sequelae 
of  drug  abuse,  such  as  endocarditis,  tetanus,  and  hepa- 
titis, occur  in  nondrug  users  as  well,  the  acute  addictive 
states  are  the  effect  of  the  drugs  themselves  and  are  sel- 
dom familiar  to  house  staff  members  and  physicians  cov- 
ering the  emergency  rooms  in  hospitals. 

Moskowitz,  H.,  Kaplitt,  M.  J.,  Sobel,  S.,  Sawyer,  P. 
N.,  and  Mellins,  H.  Z,:  Angiographic  manifestations  of 
gas  endarterectomy,  New  York  State  J.  Med.  71:  2395 
(Oct.  15)  1971. 

The  use  of  a gas  bolus  to  dissect  the  diseased  inner 
layers  of  a blood  vessel  from  the  more  normal  outer  ad- 
ventitia is  known  as  gas  endarterectomy.  A carbon  di- 
oxide bolus  is  used  to  dissect  the  outer  adventitial  layers 
from  the  underlying  diseased  intima  and  media.  Car- 
bon dioxide  at  pressures  approximately  350  to  400  mm. 
Hg  is  introduced  tangentially  into  the  vessel  in  multiple 
sites.  The  adventitia  easily  separates  from  the  under- 
lying intima  and  media.  The  technic  produces  a smooth 
and  reproducible  subadventitial  dissection,  allowing  for 
removal  of  extremely  long  segments  of  diseased  vessels 
in  short  operating  times.  This  report  details  experience 
wdth  the  method  in  the  distal  aorta,  aortoiliac,  ileofem- 
oral,  and  femoral-popliteal  areas.  Pre-  and  postoper- 
ative arteriograms  were  performed  on  all  patients,  and 
many  patients  have  had  repeat  arteriograms  in  the  sub- 
sequent three  years.  Follow-up  on  more  than  100  pa- 
tients during  the  past  three  years  has  revealed  an  ex- 
tremely high  patency  rate  in  the  nondiabetic  patients. 


Lehrman,  A.:  Reconstruction  of  hand  for  peripheral 

nerve  injuries,  New  York  State  J.  Med.  71:  2401  (Oct. 
15)  1971. 

A variety  of  surgical  technics  are  available  to  restore 
motion  and  sensation  to  hands  disabled  by  injuries  to  the 
brachial  plexus  or  extensively  wounded.  Reconstruc- 
tive technics  include  primary  and  secondary  microsur- 
gical  nerve  repair,  nerve  grafts,  and  tendon  transfers. 
Examples  of  restoration  of  sensation  by  means  of  the 
neurovascular  island  pedicle  and  “on-top  plasty”  are 
also  given. 

Smith,  B.  C.,  Barr,  D.  R.,  and  Langham,  E.  J.:  Com- 
plications of  orbital  fractures.  New  York  State  J.  Med. 
71:  2407  (Oct.  15)  1971. 

Orbital  fractures  are  many  and  varied.  Problems  of 
extraocular  muscle  imbalances  and  of  fractures  in  the 
middle-third  (naso-orbital)  portion  of  the  face  are  spe- 
cifically discussed  in  terms  of  etiology,  diagnosis,  and 
clinical  picture.  Appropriate  treatment  is  recom- 
mended for  each  within  the  context  of  the  “whole  pic- 
ture.” 

Rabuzzi,  D.  D.:  Midfacial  fractures.  New  York  State 
J.  Med.  71:  2412  (Oct.  15)  1971. 

An  increasingly  common  byproduct  of  our  violent 
society,  midfacial  fractures  may  be  grouped  according 
to  the  force  applied  and  the  direction  of  the  trauma. 
The  malar  fractures  and  the  LeFort  classification  of 
maxillary  fractures  are  discussed.  Management  of  these 
fractures  must,  however,  always  be  secondary  to  any  ac- 
companying life-threatening  trauma,  with  timing  of  fa- 
cial repair  depending  on  the  extent  of  other  injuries. 
Technics  of  surgical  repair,  reduction,  and  fixation  are 
given  for  each  fracture  grouping,  and  postoperative  care 
is  discussed. 


October  1 5,  1971  / New  York  State  Journal  of  Medicine  2373 


Versapen* 

[hetacillin] 
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Extensive  clinical  experience  has 
shown  that  thisampicillin 
derivative  offers  unique  advantages 
over  the  ampicillin  you  may  be 
presently  prescribing: 


1/  A uniform  adult  and  a uniform  pediatric 
dosage  in  gl]  mild-to-moderate  infections 
due  to  susceptible  organisms-respiratory, 
genitourinary,  G.I.,  skin  and  soft  tissue. 
Adults:  225  mg.  q.i.d. 

Children:  10  mg./lb./day  in  4 equally  divided 
doses. 

The  recommended  dosage  for  Versapen 
(hetacillin)  does  not  depend  on  site  of  infec- 
tion, but  on  severity.  Therefore,  in  mild-to-mod- 
erate infections  due  to  susceptible  organisms, 
you  can  prescribe  Versapen  (hetacillin)  forthe 
genitourinary  tract  at  the  same  dose  recom- 
mended for  the  respiratory  tract.  Or  any  other 
infection  site. 

2/A  low  dosage  for  mild-to-moderate  geni- 
tourinary infections  due  to  susceptible 
organisms. 

3/ A low  dosage  for  mild-to-moderate  pedi- 
atric infections  due  to  susceptible  organisms. 

4/  Parenteral  forms  remain  stable  up  to  six 
hours  after  reconstitution  with  sterile  water 
...longer  than  any  ampicillin. 

5/  Lower  patient  cost.  Inherent  with  lower  dos- 
ages for  many  indications  is  the  benefit  of 
lower  cost  to  the  patient.  And,  in  these  many 
instances,  Versapen  is  significantly  more  eco- 
nomical to  the  patient  than  ampicillin  brands. 


Side  Effects.  As  with  any 
penicillin  serious  allergic 
reactions,  including  ana- 
phylaxis, can  occur.  The  type 
of  side  effects  most  frequently 
encountered  are  the  same 
as  with  ampicillin,  namely: 
diarrhea,  loose  stools,  rash 
and  nausea. 

Please  see  next  page 
for  brief  summary 
of  prescribing  information. 
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Versapen*  (hetacillin) 

Versapen*-K  (potassium  hetacillin) 


■ Versatile  dosage  forms... forall  patients...  of  all  ages.  ■ A uniform  adult 
and  a uniform  pediatric  dosage  for  all  susceptible  mild-to-moderate 
infections... respiratory,  genitourinary,  G.I.,  skin  and  soft  tissue.  Recom- 
mended dosage  varies  with  severity,  not  site,  of  infection.  ■ Parenteral 
forms  remain  stable  up  to  six  hours  after  reconstitution  with  sterile  water 
...longerthan  any  ampicillin.  ■Economical  therapy. 


BRI EF  SUMMARY  OF  PRESCRI  Bl  NG  I NFORMATION 
(A)  12/28/70 

For  complete  information,  consult  Official  Package  Circular. 
Actions:  Hetacillin  provides  bactericidal  levels  of  ampicillin  but 
has  no  antibacterial  activity  itself.  It  hydrolyzes  to  ampicillin  and 
has  a half-life  of  20  minutes  at  pH  7.1 . 

Indications:  Hetacillin  is  indicated  in  the  treatment  of  susceptible 
strainsof  the  following  organisms  inthediseases  listed.  Bacteriol- 
ogy studies  to  determine  the  causative  organisms  and  their  sensi- 
tivity should  be  performed.  Therapy  may  be  instituted  prior  to 
obtaining  results  of  sensitivity  testing. 

Group  A beta-hemolytic  Streptococcus;  Tonsillitis,  pharyngitis, 
otitis  media,  skin  and  soft  tissue  infections. 

Diplococcus  pneumoniae:  Broncho-  and  lobar  pneumonia,  otitis 
media. 

Nonpenicillinase-producing  Staphylococcus  oureus:  skin  and 
soft  tissue  infections,  otitis  media. 

H.  influenzae:  Bronchitis  and  bronchopneumonia. 

Escherichia  coli:  Cystitis,  pyelonephritis,  prostatitis/urethritis, 
skin  and  soft  tissue  infections. 

Proteus  mirabilis:  Cystitis,  pyelonephritis,  skin  and  soft  tissue 
infections. 

Enterococcus  (Streptococcus  faecolis):  Cystitis,  pyelonephritis, 
prostatitis/ urethritis. 

Shigella  species:  Shigellosis. 

Salmonella  species:  Salmonellosis  (parenteral  only). 

Indicated  surgical  procedures  should  be  performed. 

Use  parenteral  drug  only  in  severe  infections  or  in  patients  un- 
able to  take  oral  medications. 

Contraindications:  A history  of  allergic  reactions  to  penicillins 
or  lidocaine. 


Warning:  Anaphylaxis  may  occur,  particularly  after  parenteral 
ad  ministration  and  especially  in  patients  with  an  allergic  diathesis. 
Checkfora  history  of  allergy  to  penicillins,  cephalosporins  or  other 
allergens.  It  an  allergic  or  anaphylactic  reaction  occurs,  discon- 
tinue hetacillin  and  institute  appropriate  treatment. 

Usage  in  Pregnancy:  Safety  for  use  in  pregnancy  is  not  estab- 
lished. 

Precautions:  Mycotic  or  bacterial  superinfections  may  occur.  As- 
sess renal,  hepatic  and  hematopoietic  function  periodically  dur- 
ing long-term  therapy.  Because  intravenous  administration  of 
potassiumhetacillinindosesinexcessof  5 mg./Kg.  has  been  noted 
to  enhance  the  vasopressor  effect  of  epinephrine  in  dogs,  precau- 
tions should  be  taken  with  patients  receiving  epinephrine  con- 
currently. 

Adverse  Reactions:  Untoward  reactions  include;  Glossitis,  stoma- 
titis, black  "hairy"  tongue,  nausea,  vomiting  and  diarrhea,  skin 
rashes,  urticaria,  exfoliative  dermatitis,  erythema  multiforme  and 
anaphylaxis  (usually  with  parenteral  administration).  Anemia, 
thrombocytopenia,  thrombocytopenic  purpura,  eosinophilia,  leu- 
kopenia, and  agranulocytosishave  been  noted,  are  usually  revers- 
ible and  are  believed  to  be  hypersensitivity  phenomena. 

Elevations  in  oneor  more  I iver  function  tests  have  been  reported 
without  any  evidence  of  hepatic  toxicity. 

Local  reactions:  Thrombophlebitis  at  the  site  of  intravenous  in- 
jection has  been  reported. 

Usual  Dosage:  Patients  weighing  90  lbs.  or  more;  225  mg.  q.i.d. 
Patients  weighing  less  than  90  lbs.:  2.5  mg./lb.  q.i.d. 

Group  A beta-hemolytic  streptococcal  infections  should  be 
treated  tor  at  least  1 0 days.  Administer  oral  preparations  in  a fast- 
ing state  to  insure  maximum  absorption. 


Recommended  dosages  (expressed  in  terms  of  ampicillin  activity)  in  susceptible  mild-to-moderate  infections* 


Chewable  Tablets 

Usual  pediatric  dosage:  1 0 mg./lb./day  in  4 equally  divided  doses. 
For  a 45  lb.  child;  one  tablet  q.i.d. 

Versapen* 

(hetacillin) 

Oral  Suspension 
( 1 1 2.5  mg./5  ml.) 

Usual  pediatric  dosage:  1 0 mg./lb./day  in  4 equally  divided  doses. 
For  a 45  lb.  child:  1 tsp.  q.i.d. 

Available  in  40  ml.,  80  ml.,  and  new  100  ml.  bottles. 

1 12.5  mg. 

Pediatric  Drops 
( 1 1 2,5  mg. /ml.) 

Usual  dosage:  1 0 mg./lb./day  in  4 equally  divided  doses. 
For  a 10  lb.  child:  14  dropper  q.i.d. 

Available  in  10  ml.  bottles. 

Versa  pen*-K 

(potassium 

hetacillin) 

Capsules 

Usual  adult  dosage:  one  225  mg.  capsule  q.i.d. 

I.V. 

For  patients  weighing  90  lbs.  or  more:  225  mg.  q.i.d. 

225  mg. 

I.M.  with  Lidocaine  HCI 

(20  mg  /vial) 

For  patients  weighing  less  than  90  lbs.: 

1 0 mg./lb./day  in  4 equally  divided  doses. 

*For  severe  infections— Adults:  450  mg.  q.i.d.  Children  up  to  90  lbs.:  20  mg./lb./day  in  4 equally  divided  doses. 

Very  serious  infections  may  require  very  high  doses  and  prolonged  therapy.  Note:  Versapen®  has  been  issued  Patent  No.  3198804. 
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BRISTOL  LABORATORIES/Division  of  Bristol-Myers  Company/Syracuse,  New  York  13201 


Abstracts  in  Interlingua 


Cherubin,  C.  E.:  States  de  addiction  acute,  /Vew  York 
Stated.  Med.  71:  2391  (15de  Octobre)  1971. 

Iste  es  un  revista  clinic  del  problemas  de  diaf?nose  e 
tractamento  del  statos  de  addiction  acute  in  patientes 
con  symptomas  de  abuse  de  drogas  observate  in  le  sala 
de  emergentia  del  hospitales.  Durante  que  le  sequelas 
medic  del  abuso  de  drogas,  como  le  endocarditis,  le 
tetanos  e le  hepatitis  que  etiam  occurre  in  le  personas 
non  usante  de  drogas,  le  statos  de  addiction  acute  pres- 
enta  le  effectos  del  droga  mesme.  Istes  effectos  non  es 
ben  cognoscite  per  le  personal  e le  medicos  del  salas  de 
emergentia  del  hospitales. 

Moskowitz,  H.,  Kaplitt,  M.  J.,  Sobel,  S.,  Sawyer,  P. 
N.,  e Mellins,  H.  Z.:  Manifestationes  angiographic  del 
endarterectomia  con  gas.  New  York  State  J.  Med.  71: 
2395  (15  de  Octobre)  1971. 

Le  uso  de  un  bulla  de  gas  pro  dissecar  le  stratos  interne 
de  un  vaso  sanguine  de  un  adventitia  externe  plus  nor- 
mal es  cognoscite  como  endarterectomia  con  gas.  Un 
bulla  de  CO2  es  usate  per  dissecar  le  strato  adventitial 
externe  del  intima  e media  subjacente  malade.  Le  CO2, 
a un  pression  approximate  de  350  a 400  mm/Hg  es  in- 
troducite  tangentialmente  in  le  vaso,  in  multiple  sitos. 
Le  adventitia  es  facilmente  separate  del  intima  e media 
subjacente.  Con  iste  technica  un  dissection  subadven- 
titial  suave  e reproducibile  es  producite,  lo  que  permitte 
le  extraction  de  segmentos  extrememente  longo  de  vasos 
malate  in  breve  tempores  operatori.  Iste  reporto  de- 
scribe le  experientia  con  iste  methodo  in  le  aorta  distal  e 
le  areas  aortoiliac,  ileofemoral  e femoropopliteal.  Pre  e 
postoperatori  arteriogrammas  esseva  facite  in  omne  pa- 
tientes; in  multe  de  illos,  le  arteriogrammas  esseva 
repetite  in  le  tres  annos  subsequente.  Le  examination 
ulterior  de  plus  que  100  patientes  durante  le  tres  annos 
pasate  revelava  un  extrememente  elevate  proportion  de 
permeabilitate  vascular  in  le  patientes  non  diabetic. 


Lehrman,  A.:  Reconstruction  del  manos  per  lesiones 

del  nervos  peripheric.  New  York  State  J.  Med.  71: 
2401  (15  de  Octobre)  1971. 

Un  varietate  de  technicas  chirurgic  es  disponibile  per 
restaurar  le  movimento  e sensationes  del  manos  inca- 
pacitate per  lesiones  del  plexus  brachial,  o extensemente 
ferite.  Le  technicas  reconstructive  include  le  reparation 
microchirurgic  primari  o secondari  del  nervos,  le  graffos 
de  nervos  e le  transferentias  de  tendones.  Exemplos 
de  restauration  del  sensationes  mediante  le  pediculo 
neurovascular  insular  e le  “superplastia”  es  etiam  de- 
scribite. 

Smith,  B.  C.,  Barr,  D.  R.,  e Langham,  E.  J .:  Com- 
plicationes  del  fracturas  orbitari.  New  York  State  J. 
Med.  71:  2407  (15de  Octobre)  1971. 

Le  fracturas  orbitari  es  multe  e variate.  Le  problemas 
del  desequilibrio  del  musculos  extraoculari  e del  frac- 
turas del  tertio  medie  (naso-orbitari)  del  facie  es  discu- 
tite  specifiemente  con  respecto  del  etiologia,  diagnose  e 
presentation  clinic.  Le  tractamento  appropriate  per 
cata  caso,  considerante  le  “presentation  complete,” 
es  recommendate. 

Rabuzzi,  D.  D.:  Fracturas  mediofacial.  New  York 

Stated.  Med.  71:  2412  (15 de  Octobre)  1971. 

Un  subproducto  comun  e crescente  de  nostre  societate 
e le  fracturas  mediofacial.  Istes  pote  esser  gruppate  de 
accordo  al  fortio  applicate  e al  direction  del  trauma. 
Le  fracturas  malar  e le  classification  del  fracturas  maxil- 
lari  es  discutite.  Nonobstante,  le  tractamento  de  istes 
fracturas  debe  semper  esser  secondari  a alicun  trauma 
que  menacie  le  vita,  e le  momento  del  reparation  del 
facie  debe  depender  del  extension  de  altere  lesiones. 
Le  technicas  de  reparation  chirurgic,  reduction  e fixa- 
tion, es  describite  pro  cata  gruppo  de  fracturas;  le  at- 
tention postoperatori  es  etiam  discutite. 
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Litroducing... 

New  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  office  time 


The  Rocom 

Medical  Management 

System... 


:\ocom  Health  History  System 

provides  maximum  screening  information  about  the 
patient  with  a minimum  expenditure  of  your  time. 
Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
system.  Only  positive  answers  transfer  through 
to  the  summary  sheet.  You  get  an  immediate 
picture  of  the  patient's  current  complaints  with 
the  assurance  that  all  important  screening 
questions  are  covered. 


Rocom  Medical  Record  System  a simple 

but  comprehensive  method  for  keeping  a complete 
record  on  every  one  of  your  patients.  Permits  yo ' 
to  review  a patient's  medical  history  in  seconds 
and  retrieve  information  quickly.  Can  be  used  wik 
the  "problem-oriented"  method  of  keeping  patient 
records.  Color  coding  eliminates  the  likelihood  | 
of  misplaced  files.  A disease  cross-index  card 
keeps  track  of  all  patients  with  the  same  disease 
Well-kept  records  can  be  one  of  the  greatest 
deterrents  to  malpractice  suits.  The  Rocom  Medici 
Record  System  helps  protect  your  good  name. 


The  new  Rocom  Medical  Management  System*  can 
lelp  you  provide  better  care  for  your  patients 
ind,  at  the  same  time,  make  better  use  of  your 
)ffice  time.  In  designing  these  products 
lundreds  of  doctors,  nurses  and  receptionists 
]»ere  consulted  about  their  particular  office 
Droblems;  and  more  than  two  years  of  development 
inder  actual  office  conditions  proved  that  they 
ictually  do  help  solve  these  difficulties 
without  upsetting  existing  routines. 

Jach  component  deals  with  a specific  problem 
irea  --  health  histories,  medical  records,  the 
.elephone,  and  scheduling  appointments.  They 
jay  be  employed  alone,  in  various  combinations, 
)r  preferably,  as  the  complete  Rocom  Medical 
lanagement  System,  depending  on  your  own  office 
situation. 

lost  physicians  --  whether  they  practice  alone 
>r  with  a group  --  will  find  one  or  more  of 
-hese  components  useful.  You  are  invited  to 
jbtain  additional  information  about  the  Rocom 
<edical  Management  System  by  sending  us  the 
iccompanying  coupon. 


! ROCOM”  <S> 

I Division  of  Hoffmann-La  Roche  Inc. 

I Box  169 

I Fairview,  New  Jersey  07022 
I Gentlemen: 

I am  interested  in  obtaining  additional 
I information  about: 

□ Health  History  i — i Medical  Record 

System  I — I System 

I d Telephone  System  d Appointment  System 

I Name  Specialty 


Street 


City  State 


Please  do  not  forget  Zip  Code 


' 12 
I 


Rocom  Telephone  System  ..  a complete 
system;  one  that  can  be  understood  quickly 
by  your  newest  office  aide;  one  that  permits 
’your  staff  to  answer  specific  patient  questions 
^ffith  confidence;  one  that  will  make  your 
practice  more  productive  by  assuring  that  you 
are  interrupted  only  when  you  think  it 
necessary.  Self-adhesive  backing  assures  that 
all  incoming  calls  can  become  part  of  the 
patient's  permanent  record. 


Rocom  Appointment  System  worked 
out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ- 
ualized to  your  own  requirements.  Can  be 
coordinated  with  your  colleague's  or  nurse's 
schedule.  Helps  keep  a steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 


♦Created  and  developed  by  Patient  Care  Systems,  Inc. 


Books  Received 


The  following  books  were  received  during  the  month  of  August,  1971.  * 


Clinical  Disorders  of  Iron  Metabolism.  Second 
Edition,  revised  and  expanded.  By  Virgil  F.  Fairbanks, 
M.D.,  John  L.  Fahey,  M.D.,  and  Ernest  Beutler,  M.D. 
Octavo  of  486  pages,  illustrated.  New  York,  Grune  & 
Stratton,  Inc.,  1971.  Cloth,  $25. 


Clinical  Immunology.  By  Samuel  O.  Freedman, 
M.D.,  with  contributions  by  Phil  Gold,  M.D.,  David 
Hawkins,  M.D.,  and  Joseph  Shuster,  M.D.  Octavo  of 
697  pages,  illustrated.  New  York,  Harper  & Row, 
Publishers,  1971.  Cloth,  $20. 


Recent  Advances  in  Paediatrics.  Fourth  edition. 

Edited  by  Douglas  Gairdner,  M.A.,  and  David  Hull, 
B.Sc.,  M.B.  Octavo  of  567  pages,  illustrated. 
Baltimore,  The  William  & Wilkins  Company,  1971. 
Cloth,  $19.50. 


Birth  Defects.  Original  Article  Series.  The 
Second  Conference  on  The  Clinical  Delineation  of 
Birth  Defects.  Part  VIII  Eye.  Held  at  The  Johns 
Hopkins  Hospital,  Baltimore,  Md.,  May  26-31,  1969. 
Edited  by  Daniel  Bergsma,  M.D.  Quarto  of  213  pages, 
illustrated.  Baltimore,  The  Williams  & Wilkins  Com- 
pany, 1971.  Cloth,  $17. 


Cell  Membranes.  Biological  and  Pathological 
Aspects.  Edited  by  Goetz  W.  Richter,  M.D.,  Dante 
G.  Scarpelli,  M.D.,  Ph.D.,  and  Nathan  Kaufman,  M.D. 
Quarto  of  180  pages,  illustrated.  Baltimore,  The 
Williams  & Wilkins  Company,  1971.  Cloth,  $16. 


Recent  Advances  in  Haematology.  Edited  by  A. 
Goldberg,  M.D.,  D.Sc.,  and  M.  C.  Brain,  D.M.  Octavo 
of  387  pages,  illustrated.  Baltimore,  The  Williams  & 
Wilkins  Company,  1971.  Cloth,  $15.50. 


The  Exocrine  Pancreas.  Proceedings  of  Symposium 
held  at  Queen’s  University,  Kingston,  Ontario, 
Canada,  June  1969.  Edited  by  Ivan  T.  Beck,  M.D., 
Ph.D.,  and  Duncan  G.  Sinclair,  D.V.M.,  Ph.D. 
Octavo  of  278  pages,  illustrated.  Baltimore,  The 
Williams  & Wilkins  Company,  1971 . Cloth,  $14. 

’Hooks  received  tor  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of 
tho.se  sending  them  for  this  purpose.  Selection  for  review  is 
made  on  the  basis  of  merit  and  reader  interest. 


Clinical  Treatment  of  Back  and  Neck  Pain.  By  Hans 
Kraus,  M.D.  Octavo  of  156  pages,  illustrated.  New 
York,  McGraw-Hill  Book  Company,  1970.  Cloth, 
$12.50. 

Pyrogens  and  Fever.  A Ciba  Foundation  Sympo- 
sium. Edited  by  G.  E.  W.  Wolstenholme  and  Joan 
Birch.  Octavo  of  232  pages,  illustrated.  Baltimore, 
The  Williams  & Wilkins  Company,  1971.  Cloth,  $11.50. 

Creative  Opportunities  for  the  Retarded  Child  at 
Home  and  in  School.  By  H.  Cornelia  Hollander.  A 
series  of  six  booklets.  Quarto  of  approximately  40  pages 
each,  fully  illustrated.  Each  booklet  offers  suggestions 
of  therapeutic  value  for  the  handicapped  child.  New 
York,  Doubleday  & Co.,  1971.  Paperback,  $10  the  set. 


American  Medicine  in  Crisis.  Its  Language  and 
Philosophy.  By  Edward  P.  Luongo,  M.D.  Octavo  of 
194  pages,  illustrated.  New  York,  Philosophical  Li- 
brary, Inc.,  1971.  Cloth,  $9.95. 

Review  of  Medical  Physiology,  Fifth  edition.  By 
William  F.  Ganong,  M.D.  Quarto  of  573  pages,  illus- 
trated. Los  Altos,  California,  Lange  Medical  Publica- 
tions, 1971.  Paperback,  $8.50. 

Review  of  Physiological  Chemistry.  Thirteenth  edi- 
tion. By  Harold  A.  Harper,  Ph.D.  Quarto  of  529  pages, 
illustrated.  Los  Altos,  California,  Lange  Medical 
Publications,  1971.  Paperback,  $8.00. 

Hypertrophic  Obstructive  Cardiomyopathy.  Ciba 
Foundation  Study  Group  No.  37.  Edited  by  G.  E.  W.  • 
Wolstenholme  and  Maeve  O’Connor.  Duodecimo  of 
220  pages,  illustrated.  Baltimore,  The  Williams  & Wil- 
kins Company,  1971.  Cloth,  $8.00. 

Modern  Treatment.  Volume  8,  Number  1,  February 
1971,  Legal  Abortions  in  New  York  State.  Practical 
aspects  for  the  physician.  Guest  Editor  George 
Schaefer,  M.D.  Octavo,  illustrated.  New  York,  Harper 
& Row  Publishers,  1971.  Published  quarterly  (four 
numbers  a year).  Paper,  $20  per  year. 

Dynamics  of  Violence.  Edited  by  Jan  Fawcett,  M.D. 
Octavo  of  198  pages.  Chicago,  Illinois,  American  Medi- 
cal Association,  1971.  Paperback,  $3.95. 
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skin 

saver 


Relieves 
dry  Itchy  skin 
with  the 
first  bath  or 
shower 

Alpha  Kerf 

therapeutic  bath  oil 

8 and  16  oz.  sizes.  Also  5 oz.  aerosol  spray 


WESTWOOD  PHARMACEUTICALS  INC. 
Buffalo,  New  York  14213 

Send  samples  of  Alpha-Keri  bath  oil. 
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ADDRESS 
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In  the  diabetic  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 

conflict 

reported 


msoduuir 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator 


• no  interference  with  diabetic  control 

. . . does  not  alter  carbohydrate  metabolism.^ 

• conflicts  have  not  been  reported  with 
diuretics,  corticosteroids,  antihypertensives 
or  miotics. 


• complications  in  the  treatment  of  coronary 
insufliciency,  hypertension,  peptic  ulcer, 
glaucoma  and  liver  disease  have  not 
been  reported. 

In  fact,  there  are  no  known  contraindica- 
tions in  recommended  oral  doses  other 
than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately 
postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators'-^  have  reported  favorably  on  the  effects.of  isoxsuprine.  Effects  have  been  dem-^ 
onstrated  both  by  objective  measurement’-'  and  observation  of  clinical  improvement.  ■ 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio- 
sclerotic, diabetic,  thrombotic).  Composition:  VasodTlan  tablets,  isoxsuprine  HCI  10  mg, 
and  20  mg.  Dosage:  Oral— 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme- 
diately postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal- 
pitation and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  (1) 
Samuels,  S.  S.,  and  Shaftel,  H.  E.:  J.  Indiana  Med.  Ass.  :1021-1023  (July)  1961. 
(2)  Clarkson,  I.  S.,  and  LePere,  D.  M.:  Angiology  77:190-192  (June)  1960.  (3)  Horton, 
G.  E.,  and  Johnson,  P.  C.,  Jr. : Angiology  75 :70-74  (Feb.)  1964. 

(4)  Dhrymiotis,  A.  D.,  and  Whittier,  J.  R.:  Curr.  Ther.  Res. 

^<:124-128  (April)  1962.  (5)  Whittier,  J.  R.:  Angiology 
75:82-87  (Feb.)  1964. 
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184071 


Two  dosage 
strengths- 
125  mg./5ml. 
and 

250  mg./5  ml. 


V-CillinK7ediatric 

potassium 

phenoxymeltiyl  _. 

* available  to  the 
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Editorials 


Current  report  on  the  town  dump 


Everyone  is  now  aware  of  the  amount  of  waste 
we  create  in  our  high-powered,  8-cylinder  way  of 
life.  Heedless  for  years,  we  did  not  become  aware 
of  our  wastes  and  their  disposal  until  they  literally 
threatened  to  engulf  us.  The  instinct  for  survival 
has  again  pulled  us  up  at  the  last  possible  moment. 

Our  little  mountain  village  went  over  from  burn- 
ing garbage  and  trash  to  sanitary  land  fill  two  years 
ago.  Pitched  on  a lateral  moraine  our  soil  is  largely 
sand  and  gravel,  which  makes  for  easy  bulldozing 
of  trenches  and  good  drainage.  The  operation  of 
the  land  fill  is  clean  and  efficient.  We  have  no  rats 
now  and  few  flies.  The  only  free  loaders  now  are 
sea  gull  visitors  from  nearby  Lake  Champlain. 
They  are  noisy  and  belligerent  but  graceful  in 
flight. 

We  have  gone  in  for  recycling  in  a big  way. 
Newspapers  are  collected  and  line  the  walls  of  the 


Hill-Burton  funds  still  help 


The  Hill-Burton  Federal  program  established  by 
Congress  in  1946  to  make  funds  available  to  vol- 
untary, nonprofit  organizations  and  publicly 
owned  facilities  in  the  health  delivery  fields  has 
assisted  in  the  funding  of  344  health  care  facility 
projects  in  this  State  to  date.  The  amount  of  Fed- 
eral money  involved  over  this  period  is  196.8  mil- 
lion dollars. 

Of  the  344  projects  300  are  in  operation,  37  under 
construction,  and  7 in  the  design  stage.  Last  year 
the  State  received  10.6  million  in  Hill-Burton  funds 
and  this  year  10.3  million. 


bulldozer  shed  until  there  are  sufficient  to  cart 
to  the  conversion  mill.  There  are  barrels  for  glass, 
labeled  clear  and  brown,  and  the  last  time  we  were 
there  a barrel  for  green  glass  had  been  added,  a 
telling  tribute  to  the  amount  of  Tanqueray  con- 
sumed in  the  area.  The  caps  must  be  removed  and 
the  bottles  broken  up.  Our  custodian  has  solved 
this  problem  with  care  for  his  eyes  from  flying 
splinters  by  taking  small  numbers  of  bottles  in  a 
5-gallon  drum  and  breaking  them  with  a piston 
action  of  the  full  head  of  a sledgehammer.  Fire 
arms  are  now  prohibited  at  the  dump — there  are  no 
longer  rats  or  bottles  to  shoot. 

The  panorama  of  mountain  peaks  looks  serenely 
down  upon  the  dump  and  perhaps  reflects  “people 
are  finally  getting  some  sense — perhaps  they  will 
soon  stop  littering  our  trails  as  well.” 


Most  of  the  projects  concerned  construction  of 
new  hospitals  for  communities  that  had  none,  re- 
placement of  obsolete  hospitals,  construction  of 
nursing  homes,  and  specialized  care  units  such  as 
nurseries  for  premature  infants.  Other  projects 
have  included  public  health,  diagnostic,  and  re- 
habilitation facilities.  The  money  has  been  spread 
to  every  county  in  the  State  and  every  borough  in 
New  York  City. 

The  pump-priming  operation  of  Hill-Burton  now 
in  its  twenty-fifth  year  is  a prime  example  of  sensi- 
ble revenue  sharing. 
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reported  by  others.  Allergic  phenomeno  reported  include  such  conditions  os  rash, 
urticorio,  ecchymosis,  and  erythema.  Gostrointestlnof  effects  such  os  diorrhea, 
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unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


Painful 
night  leg 
cramps 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Quinamni 

(quinine  sulfole  260  mg,,  ominophylline  195  mg.) 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
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recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
stotic  loot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonlsm, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  toblet  upon  retiring.  Where  necessary, 
dosage  may  be  Increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
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Scientific  Articles 


ACUTE  ADDICTIVE 
STATES 


7'hifi  is  a clinical  review  of  the  problems  of  diagno- 
sis and  treatment  of  acute  addictive  states  in  pa- 
tients with  symptoms  of  drug  abuse  being  seen  in 
hospital  emergency  rooms.  While  the  medically 
interesting  sequelae  of  drug  abuse,  such  as  endo- 
carditis, tetanus,  and  hepatitis  occur  in  nondrug 
users  as  well,  the  acute  addictive  states  are  the  ef- 
fect of  the  drugs  themselves  and  are  seldom  famil- 
iar to  house  staff  members  and  physicians  cover- 
ing the  emergency  rooms  in  hospitals. 


CHARLES  E.  CHERUBIN,  M.D. 

New  York  City 

From  the  Department  of  Medicine,  Metropolitan 
Hospital  and  New  York  Medical  College 


Increasing  numbers  of  patients  are  being  seen  in 
hospital  emergency  rooms  with  symptoms  of  drug 
abuse.  An  increase  in  addiction  to  narcotics  and 
to  other  drugs  has  received  growing  public  atten- 
tion; but  this  signal  public  alarm  provides  no  help 
to  the  house  staff  members  and  physicians  in 
emergency  rooms  who  are  faced  w’ith  the  problems 
of  diagnosis  and  treatment  of  patients  with  drug- 
related  symptoms.  While  the  medically  interest- 
ing sequelae  of  drug  abuse,  such  as  endocarditis, 
tetanus,  hepatitis,  and  others  are  well  covered  in 
the  medical  literature,  and  occur  in  nondrug  users 
as  well,  the  acute  addictive  states  are  the  effect  of 
the  drugs  themselves  and  are  seldom  familiar  to 
new  physicians  covering  the  emergency  room. 

The  author  is  familiar  with  the  situation  in  New 
York  City’s  municipal  hospitals;  the  situation  in 
other  areas  probably  differs  only  in  degree,  not  in 
kind,  of  problem. 

History  and  epidemiology 

Before  World  War  II  drug  addiction,  primarily 
to  opiates  and  their  derivatives,  was  considered  to 
have  been  confined  largely  to  the  coastal  cities,  as 
was  noted  among  seamen  and  occasional  members 
of  the  medical  and  nursing  professions.  During  the 
late  1940s,  although  perhaps  earlier,  it  began  to 
spread  rapidly  in  the  large  metropolitan  areas 
among  the  poor  population  in  the  cities’  slums. 
In  New  York  City  the  incidence  of  narcotic 
addiction  among  Negroes  and  Puerto  Ricans  has 
been  many  times  that  of  white  persons.  This  in- 
crease continued  well  on  through  the  1950s  and 
reached  a peak  somewhere  in  the  last  years  of  that 
decade.  There  is  some  evidence  that  the  number 
of  addicts  in  the  city  may  have  then  stabilized 


until  1967  or  1968,  at  which  time  all  indices  of  drug 
use,  that  is  reports  by  police,  deaths,  and  cases  of 
hepatitis  in  addicts  again  began  to  rise  alarm- 
ingly. It  may  have  leveled  off  in  1971,  but  it  is  too 
early  to  say. 

By  and  large,  the  most  common  form  of  illicit 
drug  use  is  that  of  narcotic  abuse.  Foremost,  this 
is  a problem  of  poor  people  living  in  the  inner  city 
areas  and,  then,  to  a much  lesser  extent,  of  the 
lower-middle,  or  affluent,  classes  of  people.  Al- 
though drug  users  in  these  areas  will  use  anything 
they  can  get,  narcotics  and,  secondarily,  barbitu- 
rates are  the  drugs  preferred.  There  has  been  a 
great  deal  of  publicity  given  to  the  use  of  hallucino- 
gens, amphetamine  drugs,  and  marihuana. 
The  first  two  are  little  used  in  the  inner  city  areas, 
and  the  last  one,  while  increasing  in  common  use, 
seems  not  to  produce  severe  addictive  state  or 
observable  withdrawal  symptoms.  Hallucino- 
gen and  amphetamine  agents,  and  not  narcotics, 
are  primarily  the  drugs  abused  by  dropout  mem- 
bers of  the  middle  class  who  in  New  York  City  have 
tended  to  congregate  in  the  “East  Village”  area. 
That  these  drugs  are  used  by  the  children  of 
middle-class  people  probably  explains  the  degree 
of  alarm  generated  about  them.  That  users  of 
these  different  drugs  lived  in  different  sections  of 
the  city  explains  why  acute  addictive  states  due  to 
LSD  (d-lysergic  acid  diethylamide)  and  amphet- 
amine agents  are  not  seen  at  some  hospitals,  Har- 
lem, for  example,  but  are  seen  frequently  at  others, 
such  as  Bellevue.  Voluntary  hospitals,  which  until 
recently  had  treated  few  drug  users,  have,  because 
of  the  expansion  in  drug  usage,  now  begun  to  see 
and  treat  addicts  in  increasing  numbers. 
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Opiates 

Opiates  produce  the  most  common  acute  ad- 
dictive state  seen  in  emergency  rooms  in  municipal 
hospitals  in  New  York  City.  Outside  of  the  large 
cities,  where  abuse  of  opiates  is  not  so  frequent, 
overdose  of  barbiturate  drugs  is  probably  the  most 
common  addictive  state  seen. 

In  overdoses  of  opiates,  either  with  natural  al- 
kaloids, such  as  morphine  or  codeine,  or  the  syn- 
thetic derivatives,  such  as  heroin,  hydromorphone 
(Dilaudid),  meperidine  hydrochloride  (Demerol), 
or  methadone,  the  patient  is  somnolent  or  stupor- 
ous. In  large  overdoses  there  is  profound  coma. 
The  respiratory  rate  is  low,  and  cyanosis  may  be 
seen.  When  this  occurs  the  pupils  are  pinpoint  in 
size  and  symmetrical.  In  brief  a triad  of  coma, 
miosis,  and  bradypnea  suggests  this  form  of  over- 
dosage. 

Treatment  should  be  focused  primarily  on  the 
prompt  restoration  of  effective  respiration.  If 
adequate  oxygenation  is  soon  restored,  the  falling 
blood  pressure  will  readily  improve.  Narcotic 
antagonists,  such  as  nalorphine  (Nalline),  5 mg. 
every  fifteen  minutes  (no  more  than  three  doses), 
given  intravenously  often  produce  dramatic  im- 
provement with  reversal  of  miosis  and  restoration 
of  respiration.  However,  if  no  response  is  noted,  no 
additional  nalorphine  should  be  given;  the  diag- 
nosis is  incorrect. 

Failure  of  a heroin  addict  to  respond  more  than 
minimally,  or  at  all,  or  to  have  a relapse  after  three 
to  four  hours,  when  the  effect  of  nalorphine  wears 
off,  suggests  the  concomitant  presence  of  what  is 
called  “heroin  pulmonary  edema.”  The  recom- 
mendation that  all  addicts  treated  for  overdose  of 
opiate  should  be  kept  under  medical  observation 
for  several  hours,  if  possible,  is  a good  one.  Pul- 
monary edema,  which  is  the  major  cause  of  death 
in  heroin  addicts  in  this  city,  is  really  of  unknown 
origin,  although  it  is  probably  not  a pharmacologic 
reaction  to  the  heroin  itself. 

The  patients  are  frequently  brought  in  to  the 
emergency  room  cyanotic  and  moribund,  but  am- 
bulatory patients  with  this  syndrome  are  also  seen. 
These  patients  have  diffuse,  fine  moist  rales  in  all 
lung  fields  and  x-ray  films  have  shown  diffuse 
or  Hocculant  soft  infiltrates  somewhat  similar  in 
appearance  to  that  of  pulmonary  edema  (Fig.  1). 
In  severe  cases  tracheal  intubation  and  mechanical 
respiratory  assistance  are  necessary.  Severe 
acidosis  and  venous  congestion  are  sometimes 
noted,  and  these  usually  respond  to  improved  oxy- 
genation. These  patients  are  susceptible  to  super- 
imposed pulmonary  infections.  Indeed,  an  episode 
of  an  “overdose”  appears  to  precede  the  patchy 
bilateral  bronchopneumonia  so  frequently  seen  in 
narcotic  u.sers. 

Severe  withdrawal  syndromes  are  seldom  seen 
today.  Nevertheless,  methadone  hydrochloride 
is  given  initially  to  all  heroin  addicts  admitted 


FIGURE  1.  X-ray  film  showing  "heroin  pulmonary 
edema,"  which  cleared  up  within  three  days. 


to  the  hospital  to  reduce  their  well-known  restless- 
ness which  may,  or  may  not,  be  part  of  their  with- 
drawal symptoms.  Lacrimation,  rhinorrhea, 
yawning,  and  perspiration  are  occasionally  noted 
in  addicts  in  the  emergency  room  who  have  not  had 
any  narcotic  in  the  last  eight  to  twelve  hours.  In 
more  pronounced  cases,  dilated  pupils,  tremor, 
insomnia,  weakness,  nausea,  vomiting,  and  diar- 
rhea have  been  described.  There  are  also  tachy- 
cardia, elevated  blood  pressure,  and  alternating 
chills  and  flushes  with  gooseflesh,  thus  the  term 
“cold  turkey.” 

The  reasons  that  this  extreme  picture  is  so 
seldom  seen,  I believe,  are  probably  two.  One  is 
the  small  and  variable  content  of  actual  narcotic 
contained  in  what  is  sold  on  the  street;  the  other  is 
that  few  addicts  really  take  drugs  regularly  enough 
to  develop  sufficient  tolerance  to  produce  marked 
withdrawal  symptoms. 

Barbiturates 

In  toxic  states  due  to  barbiturate  drugs  the  pa- 
tients are  also  drowsy  or  stuporous;  but  the  pupils 
are  of  normal  size  and  react  normally,  and  nystag- 
mus on  lateral  gaze  is  present.  The  patients  are 
frequently  ataxic  and  sometimes  complain  of 
diplopia.  Severe  poisoning  results  in  coma  with 
respiratory  depression.  The  nonbarbiturate 
hypnotic  drugs,  glutethimide  (Doriden),  and 
methyprylon  (Noludar),  produce  the  same  picture 
except  that  pupils  are  dilated  and  sudden  apnea 
and  laryngeal  spasm  are  common.  Physicians  who 
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prescribe  these  latter  drugs  under  the  presumption 
that  they  are  less  toxic  are  in  error. 

Treatment  of  overdose  with  these  agents  involves 
gastric  lavage  and  diuresis  or  dialysis,  depending 
on  the  severity  of  the  toxicity.  Excretion  of 
glutethimide  is  extremely  slow  even  with  dialysis. 

Withdrawal  symptoms  from  any  of  these  agents 
produces  tremulousness,  anxiety,  weakness,  insom- 
nia, and  muscular  twitching.  When  symptoms  are 
severe,  delirium  and  grand-mal  seizures  may  re- 
sult. The  cases  we  have  seen  of  withdrawal  from 
these  drugs  are  really  far  more  dramatic  than  those 
of  the  narcotic  group  of  drugs.  Barbiturate  with- 
drawal is  treated  by  the  administration  of  barbi- 
turate agents  to  the  point  of  cessation  of  symptoms, 
and  then  they  are  slowly  withdrawn. 

Phenothiazines 

Drug  abusers  frequently  take  whatever  pills  are 
available  or  use  tranquilizers  and  sedatives  along 
with  stimulants,  thus  there  is  frequently  a mixed 
toxicity.  In  voluntary  hospitals  phenothiazine 
toxicity  is  seen  in  patients  who  have  attempted 
suicide.  Hypotension,  lethargy,  respiratory  de- 
pression, and  coma  are  seen  in  severe  toxicity. 
Bizzare  and  dramatic  motor  effects  are  seen  also. 
There  is  a parkinsonian  syndrome,  one  with 
dystonia  and  dyskinesia  (occasionally  mistaken  for 
incipient  tetanus  or  seizures),  and  one  with  rest- 
lessness (akathisia). 

Therapy  is  mainly  supportive.  The  extra- 

pyramidal  toxicity  is  best  treated  with  diphenhy- 
dramine hydrochloride  (Benadryl).  These  agents 
are  not  removed  by  dialysis. 

Amphetamines 

Large  doses  of  methamphetamine  (“speed”) 
injected  intravenously  is  a relatively  new  form  of 
drug  abuse.  Agitation,  tachycardia,  paranoid 
psychosis,  dilated  pupils,  acute  brain  syndromes, 
convulsive  seizures,  and  hypertensive  crises  are 
seen.  Short-acting  barbiturate  drugs  and 

diazepam  (Valium)  are  used  to  control  the  acute 
agitated  state.  Dialysis  has  been  used  in  patients 
with  severe  toxic  states. 

In  the  withdrawal  state  the  patient  is  lethargic 
or  somnolent,  is  in  a severe  depressed  state,  with 
thoughts  of  or  attempts  at  suicide,  and  an  acute 
brain  syndrome  of  confusion  which  may  last  for 
weeks:  these  are  the  “speed  freaks.” 

Cocaine 

The  classic  addictive  drug,  cocaine,  which  is 
again  available  on  the  criminal  market,  produces 
severe  toxic  states.  If  the  dose  is  large  enough 
a syndrome  similar  to  that  of  overdose  of  amphet- 
amines develops,  with  paranoid  persecutory  delu- 
sions and  visual,  auditory,  and  tactile  hallucina- 
tions. There  may  also  be  seizures  and  death  from 
respiratory  depression.  Tachycardia,  seizures. 


hallucinations,  and  respiratory  depression  produce 
a picture  distinct  from  that  of  narcotic  overdosage. 
The  treatment  is  similar  to  that  of  amphetamine 
overdose.  The  withdrawal  symptoms  are  believed 
not  to  occur.  Patients  should  be  protected  until 
their  mental  state  clears. 

Hallucinogens 

LSD,  STP,  mescaline,  psilocybin,  and  morning- 
glory  seeds  have  been  popular  with  certain  sets  of 
middle-class  “drop  outs.”  They  are  not  used  to 
any  extent  by  narcotic  abusers  in  the  poor  minority 
groups.  Symptoms  of  intoxication  with  these 
drugs  include  dilated  pupils,  bizzare  behavior, 
visual  hallucinations,  and  undifferentiated  psy- 
chotic behavior.  Treatment  includes  sedation  and 
use  of  restraints.  Psychotic  behavior  may  persist 
or  recur  for  prolonged  periods.  Solursh  and  Clem- 
ent have  reported  adverse  reactions  in  cases  of 
STP  (DOM)  intoxication  treated  with  phenothia- 
zines. 

Mixed  drugs 

Addicts  frequently  take  several  different  drugs 
concurrently  on  “sprees.”  Further,  they  almost 
universally  use  alcohol  to  “boost  a high.”  Inter- 
actions between  these  drugs,  many  of  them  serious, 
have  been  identified  in  recent  years.  In  partic- 
ular monoamine  oxidase  inhibitors  seem  to  stand 
out.  In  combination  with  alcohol,  barbiturates,  or 
narcotics  they  produced  increased  depression  in 
the  central  nervous  system.  With  tricyctic  anti- 
depressants, many  drug  users  appear  at  one  time  or 
another  to  have  been  under  treatment  for  psychi- 
atric problems,  they  cause  hyperpyrexia,  coma, 
and  seizures.  With  amphetamine  agents  they  can 
produce  severe  hypertensive  crisis. 

Summary 

This  can  only  be  a bare  outline  of  the  problems  of 
diagnosis  and  treatment  of  acute  addictive  states. 
I have  omitted  alcohol  under  the  assumption  that 
physicians  are  well  acquainted  with  this  type  of 
abuse,  which  in  terms  of  actual  magnitude  is  un- 
fortunately far  greater  than  in  the  ones  we  have 
discussed. 
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of  all  lesions).  Of  the  19  who  had  complete  responses, 
14  were  still  in  unmaintained  remission  one  month  to 
two  years  after  completion  of  therapy,  and  18  were  still 
alive  six  to  thirty  months  after  the  start  of  therapy.  Pa- 
tients treated  previously  with  both  radiotherapy  and 
chemicals  did  not  respond  as  well  as  those  treated  with 
radiotherapy  alone.  Therapy  was  generally  well  toler- 
ated, with  leukopenia  the  major  dosage-limiting  toxic- 
ity. As  the  extent  of  prior  radiotherapy  increased  there 
was  a progressively  poorer  tolerance  to  the  drugs. 
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The  use  of  a gas  bolus  to  dissect  the  diseased  inner 
layer  of  a blood  vessel  from  the  more  normal  outer 
adventitia  is  known  as  gas  endarterectomy.*  This 
technic  has  proved  to  be  a significant  technical 
advance  and  has  been  used  in  more  than  100  pa- 
tients during  the  past  three  years  on  the  vascular 
surgical  service  of  Kings  County  Hospital. 

Reconstruction  of  the  vascular  tree  is  accom- 
plished in  one  of  three  ways:  endarterectomy  over 
long  or  short  distances  by  either  the  open  or  closed 
technic,  autogenous  vein  bypass  grafts,  or  syn- 
thetic bypass  grafts. Endarterectomy  and  syn- 
thetic grafts  have  been  generally  discarded,  espe- 
cially in  the  femoral-popliteal  area,  since  they  are 
extremely  time  consuming  and  have  a low  rate  of 
success.  Autogenous  vein  bypass  has  been  the 
most  successful  procedure  to  date.^  As  an  alter- 
native, and  with  the  hope  of  simplifying  and  ex- 
tending the  procedure  for  revascularizing  the  aorta 
and  lower  extremity,  carbon  dioxide  endarterec- 
tomy was  performed  in  a group  of  100  patients. 

Method 

A carbon  dioxide  bolus  is  used  to  dissect  the 
outer  adventitial  layers  from  the  underlying  dis- 


The use  of  a gas  bolus  to  dissect  the  diseased  inner 
layers  of  a blood  vessel  from  the  more  normal  outer 
adventitia  is  known  as  gas  endarterectomy.  A car- 
bon dioxide  bolus  is  used  to  dissect  the  outer  ad- 
ventitial layers  from  the  underlying  diseased  in- 
tima  and  media.  Carbon  dioxide  at  pressures  ap- 
proximately 350  to  400  mm.  Hg  is  introduced  tan- 
gentially into  the  vessel  in  multiple  sites.  The  ad- 
ventitia easily  separates  from  the  underlying  intima 
and  media.  The  technic  produces  a smooth  and 
reproducible  subadventitial  dissection,  allowing  for 
removal  of  extremely  long  segments  of  diseased 
vessels  in  short  operating  times.  This  report  de- 
tails experience  with  the  method  in  the  distal  aorta, 
aortoiliac,  ileofemoral,  and  femoral-popliteal  areas. 
I*re-  and  postoperative  arteriograms  were  performed 
on  all  patients,  and  many  patients  have  had  repeat 
arteriograms  in  the  subsequent  three  years.  Follow- 
up on  more  than  100  patients  during  the  past  three 
years  has  revealed  an  extremely  high  patency  rate 
in  the  nondiabetic  patients. 


eased  intima  and  media.  The  vessel  is  initially 
isolated  between  vascular  clamps  (Fig.  lA).  Side 
branches  are  protected  from  dissection  by  apply- 
ing clamps  just  distal  to  tbe  takeoff  of  the 
branches.  A 26-gauge  needle  connected  to  a car- 
bon dioxide  tank  is  inserted  into  the  subadventi- 
tial layers,  and  a bolus  of  carbon  dioxide,  at  pres- 
sures approximating  350  to  400  mm.  Hg,  is  intro- 
duced tangentially  into  the  vessel.**  The  needle 
is  inserted  subadventitially  in  multiple  sites  along 
the  exposed  artery.  With  each  injection  the  ad- 
ventitia can  be  seen  to  separate  from  the  under- 
lying core  of  the  diseased  intima  and  media.  The 
method  produces  an  extremely  smooth  and  repro- 
ducible subadventitial  dissection  in  all  vessels 
but  more  markedly  in  atherosclerotic  vessels. 
Two  longitudinal  arteriotomies  are  then  made, 
one  at  the  distal  limit  of  dissection  and  one  at  the 
proximal  limit.  A long  especially  designed  spatula 
with  carbon  dioxide  issuing  from  its  tip  is  passed 
down  the  vessel  in  the  dissection  plane  to  com- 
plete the  separation  of  the  inner  core  (Fig.  IB). 
The  core  is  then  transected  at  both  arteriotomy 
sites,  and  using  a long  clamp  the  inner  core  is  re- 
moved (Fig.  IC).  The  endarterectomized  channel 
is  filled  with  heparinized  saline;  and  if  there  is  back 
bleeding  from  the  distal  site,  the  distal  intima  and 
media  are  tacked  to  the  adventitia  with  four 
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FIGURE  1.  (A  to  D)  Steps  in  technic  of  gas  endarter- 
ectomy. 


through-and-through  sutures,  and  the  arteriotomy 
is  closed  (Fig.  ID).  If  back  bleeding  does  not 
occur,  the  endarterectomy  is  carried  distally  to  the 
point  where  back  bleeding  occurs. 

Case  reports 

Case  I.  A sixty-seven-year-old  Caucasian  male  en- 
tered Kings  County  Hospital  with  a long  history  of  clau- 


dication and  early  gangrene.  Physical  examination  re- 
vealed absent  femoral  pulses  bilaterally.  An  aortogram 
disclosed  occlusion  of  the  right  external  iliac  artery  as 
well  as  occlusion  of  both  superficial  femoral  arteries 
(Fig.  2A).  The  patient  underwent  an  aortoiliac  carbon 
dioxide  endarterectomy  with  excellent  results.  The 
postoperative  arteriogram  revealed  good  filling  of  the 
iliac  arteries,  but  there  still  was  occlusion  of  the  super- 
ficial femoral  arteries  (Fig.  2B).  The  patient  returned 
several  months  later  with  increasing  pain  in  the  left  leg. 
Repeat  arteriogram  revealed  again  complete  occlusion 
of  the  superficial  femoral  arteries  (Fig.  2C).  The  pa- 
tient underwent  left  femoral-popliteal  endarterectomy 
with  excellent  results,  and  a postoperative  arteriogram 
revealed  a widely  patent  vessel  (Fig.  2D). 

A subsequent  arteriogram  more  than  two  years  later 
revealed  the  vessels  to  be  widely  patent  (Fig.  3). 

Case  2.  A fifty-two-year-old  white  male  was  admit- 
ted to  Kings  County  Hospital  with  claudication  of  one 
and  one-half  years’  duration  progressively  worsening  to 
the  point  at  which  pain  developed  at  rest.  Pulses  were 
not  palpable  in  either  lower  extremity.  An  aortogram 
revealed  complete  block  of  both  superficial  femoral  ar- 
teries with  good  runoff  into  the  popliteal  arteries  (Fig. 
4A).  The  patient  underwent  a bilateral  femoral  popli- 
teal carbon  dioxide  endarterectomy  with  restoration  of 
all  the  pulses  to  both  lower  extremities.  The  postopera- 
tive arteriogram  revealed  widely  patent  superficial  femo- 
ral arteries  with  good  flow  into  the  legs  (Fig.  4B).  Al- 
most three  years  postoperatively  reports  from  his  phy- 
sician in  California,  where  the  patient  now  lives,  reveal 
all  pulses  to  be  present  and  bounding. 

Case  3.  A fifty-nine-year-old  Caucasian  male  en- 
tered Kings  County  Hospital  with  pain  in  the  buttocks 
of  three  years’  duration.  The  pain  became  increasingly 
severe,  and  two  weeks  prior  to  admission  numbness  de- 
veloped in  his  right  leg  and  progressive  coldness  about 
the  right  ankle.  Examination  failed  to  reveal  any  pulse 
in  his  right  leg.  An  arteriogram  revealed  complete  block 
of  the  right  iliac  artery  with  moderate  artherosclerotic 
disease  on  the  left  (Fig.  5A).  There  was  good  runoff  on 
the  right  into  the  superficial  femoral  artery. 

The  patient  underwent  an  aortoiliac  endarterectomy 
and  a right  femoral-popliteal  endarterectomy  by  carbon 
dioxide  gas  dissection.  He  did  well  postoperatively,  and 
the  postoperative  arteriogram  revealed  good  visualiza- 
tion of  the  right  common  iliac  artery  as  well  as  the  super- 
ficial femoral  and  profunda  femoral  arteries.  Twenty- 
four  months  postoperatively  he  was  doing  well,  and  a 
repeat  arteriogram  revealed  widely  patent  arteries  (Fig. 
5B). 

Comment 

All  patients  had  pre-  and  postoperative  arterio- 
grams.* The  latter  were  generally  taken  prior  to 
discharge,  usually  from  ten  to  twenty  days  post- 
operatively. Patency  rates  were  based  on  the  pre- 
discharge arteriogram.  Routine  follow-up  has  now 

*Abdominal  aortography  was  performed  using  meglumine 
diatrizoates  (Hypaque-M,  75  per  cent).  Peripheral  arteriog- 
raphy was  performed  using  sodium  diatrizoate  (Hypaque  sodi- 
um 50  per  cent). 
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FIGURE  2;  Case  1.  (A)  Preoperative  aortogram.  Considerable  atherosclerotic  disease  scattered  throughout. 

(B)  Postoperative  arteriogram.  (C)  Aortogram  four  months  postsurgery  reveals  illiac  arteries  to  be  widely  patent. 
(D)  Arteriogram  after  left  femoral-popliteal  gas  endarterectomy. 
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FIGURE  3.  Case  1.  Repeat  aortogram  two  and  one- 
half  years  after  surgery. 


been  carried  out  to  three  years,  and  various  pa- 
tients have  had  repeat  arteriograms  at  one,  eigh- 
teen, and  thirty-three-month  intervals. 

It  became  apparent  early  in  the  study  that  there 
were  considerable  differences  in  the  patency  rates 
of  the  diabetic  and  atherosclerotic  patient.  In 
most  patients  with  diabetes  the  vessels  re- 
thrombose fairly  quickly,  and  intense  calcification 
is  produced.  In  the  83  femoral-popliteal  recon- 
structions by  gas  endarterectomy,  57  were  in  non- 
diabetic patients.  There  was  an  immediate  paten- 
cy rate  of  95  per  cent  in  this  group  and  a 65  per  cent 
patency  rate  in  the  follow-up  period.  In  the  26 
diabetic  patients,  there  was  a 65  per  cent  im- 
mediate patency  rate  and  only  a 30  per  cent  paten- 
cy rate  at  thirty-three  months.  Thus,  we  no  longer 
do  gas  endarterectomy  on  diabetic  patients  (Fig. 
6).  It  also  became  quite  obvious  that  without 
' major-vessel  runoff  the  patency  rate  would  be 
zero.  'Fhus,  of  the  14  patients  whose  reconstruc- 
tions failed,  12  had  no  significant  runoff  at  surgery 
or  on  arteriograms,  and  9 of  the  14  patients  were 
diabetic.  Most  of  these  patients  would  not  have 
been  candidates  for  reconstructive  surgery  using 
the  usual  modalities. 

'Vo  be  successful  an  endarterectomy  must  en- 
com[)ass  the  entire  diseased  portion  of  the  vessel 
involved.  If  one  leaves  behind  a thick  inner  core  at 
the  distal  site,  even  thcjugh  a lumen  is  present,  the 


future  patency  of  that  vessel  is  in  danger.  Gas 
endarterectomy  which  can  be  performed  with  ex- 
treme ease  creates  a uniform  and  recognizable  plane 
of  dissection,  allowing  for  removal  of  extremely 
long  segments  of  diseased  vessels  in  short  operating 
time.  In  virtually  all  instances,  especially  within 
the  femoral-popliteal  region,  the  measured  inner 
core  removed  was  between  12  and  15  inches,  and 
the  average  operating  time  was  generally  less  than 
two  hours  (Fig.  7). 

Twenty-one  patients  have  had  aortbiliac  en- 
darterectomy. Postoperative  arteriograms  reveal 
an  immediate  patency  rate  of  95  per  cent  and  a 
similar  long-term  patency  rate.  There  have  been 
23  carotid  gas  endarterectomies  and  6 cofbnary 
endarterectomies.  The  results  of  these  cases  have 
been  reported.' 

The  angiographic  manifestations  of  the  end- 
arterectomized  vessels  are  generally  quite  striking. 
The  vessels  are  of  extremely  large  caliber  and  quite 
smooth.  Blood  flow  is  somewhat  slower  in  these 
vessels,  and  there  may  be  some  ballooning  of  a por- 
tion of  a wall  suggesting  areas  of  weakness.  No 
major  catastrophe  due  to  a blowout  of  a wall  or 
vessel  has  occurred  during  the  follow-up  period. 
Obviously,  the  tensile  strength  of  the  adventitia  is 
enough  to  sustain  arterial  pressure.  In  most  of  our 
cases  the  branching  vessels  of  an  artery  have  been 
seen,  indicating  that  with  carbon  dioxide  dissec- 
tion we  do  not  produce  the  “snowplow”  destruction 
of  branching  vessels  that  one  is  accustomed  to 
producing  with  the  usual  endarterectomy  (Fig.  8). 
Arteriograms  taken  up  to  three  years  postsurgery 
have  shown  that  these  vessels  have  remained  wide- 
ly patent  without  evidence  of  reaccumulation  of 
atherosclerosis  in  nondiabetic  patients. 

Summary 

A new  technic  of  endarterectomy  is  described. 
It  utilizes  carbon  dioxide,  injected  under  high  pres- 
sures, to  dissect  the  diseased  inner  layers  of  intima 
and  media  from  the  more  normal  outer  adventitial 
layer.  This  technic  has  permitted  endarterectomy 
over  extremely  long  distances,  with  technical  ease 
and  marked  decrease  in  operative  time.  Follow-up 
of  100  patients  over  the  past  three  years  has  reveal- 
ed an  extremely  high  patency  rate  in  the  non- 
diabetic patient. 
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FIGURE  4 Case  2 (A)  Preoperative  aortogram  (B)  Postoperative  aortogram. 


FIGURES.  Case  3.  (A)  Aortogram  taken  on  admission.  (B)  Repeat  aortogram  eighteen  months  postsurgery. 
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FIGURE  6.  Results  in  83  femoral-popliteal  gas  end- 
arterectomies. Marked  difference  in  patency  rates  be- 
tween atherosclerotic  and  diabetic  patients  obvious. 


FIGURE  7.  Actual  photograph  of  removed  inner  core 
of  femoral-popliteal  gas  endarterectomy.  Note  dis- 
sected side  branches  indicating  that  "snowplow"  de- 
struction of  side  branches,  that  occurs  with  usual  end- 
arterectomy, was  not  produced. 


FIGURE  8.  Diagrammatic  representation  of  difference 
between  usual  endarterectomy  and  gas  endarterectomy 
in  preserving  side  branches. 
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Injuries  of  the  upper  extremity  which  involve  pe- 
ripheral nerves  can  rob  the  hand  of  both  motion 
and  sensation.  A variety  of  technics  are  available 
for  restoring  nerve  continuity  when  this  is  feasi- 
ble. Sometimes  motion  or  sensation  can  be  substi- 
tuted or  transferred  when  nerve  repair  is  not  a 
practical  possibility. 

For  years  the  relative  merits  of  primary  nerve  re- 
pair have  been  compared  with  those  of  delayed  su- 
ture. At  present  there  is  increasing  agreement 
that  when  wound  conditions  are  suitable,  immedi- 
ate nerve  repair  is  advisable.  When  the  wound  is 
grossly  disrupted  or  otherwise  unsuitable,  then, 
consistent  with  established  surgical  practice,  the 
wound  is  closed  and  a definitive  repair  left  for  a 
later  date. 

Surgical  repair  of  a major  peripheral  nerve  is 
necessarily  followed  by  a prolonged  period  of  ob- 
servation. It  is  therefore  essential  that  the  surgeon 
have  confidence  that  the  first  nerve  repair  is  the 
final  one.  Thus,  the  period  of  waiting  for  nerve  re- 
generation, which  proceeds  simultaneously  with 
degeneration  of  motor-end  organs,  can  be  accepted 
in  an  atmosphere  of  confidence  rather  than  doubt. 
The  evaluation  of  evidence  of  nerve  regeneration 
is  of  the  greatest  importance.  Clinical  examina- 
tion remains  more  useful  than  laboratory  studies. 
Careful  determination  and  recording  of  propriocep- 

Presented  at  the  164th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Plastic  and  Reconstructive  Surgery,  February  8,  1970. 


A variety  of  surgical  technics  are  available  to  restore 
motion  and  sensation  to  hands  disabled  by  injuries 
to  the  brachial  plexus  or  extensively  wounded.  Re- 
constructive technics  include  primary  and  secondary 
microsurgical  nerve  repair,  nerve  grafts,  and  tendon 
transfers.  Examples  of  restoration  of  sensation  by 
means  of  the  neurovascular  island  pedicle  and  “on- 
top  plasty”  are  also  given. 


tion  and  epicritic  sensation  is  the  key  to  accurate 
postoperative  observation.  Electromyography  is 
useful  but  cannot  give  a precise  quantitative  value 
to  our  observations.  Moberg*  has  described  clini- 
cal use  of  sweat  prints  to  determine  restoration  of 
sudomotor  activity,  a useful  objective  determina- 
tion. 

New  technics 

The  ideal  aim  of  nerve  repair  is  healing  which  is 
absolutely  free  of  any  scar  barrier  to  regeneration 
and  with  realignment  of  nerve  fascicles  which  is 
so  perfect  that  each  neuron  regenerates  along  its 
proper  neurolemma.  Then  there  would  be  no 
sensory  neuron  growth  to  meet  a motor  end  plate, 
with  loss  of  both  afferent  and  efferent  channels. 
The  development  of  microsurgical  instrumentation 
and  technic  over  the  past  two  decades  is  now 
regularly  applied  to  nerve  suture.  The  instru- 
ments required  are  few  and  readily  available. 
Mastery  of  the  technic  of  microsurgical  nerve  re- 
pair is  not  difficult,  and  the  effort  is  readily  trans- 
lated into  clinical  results  which  are  clearly  worth 
the  effort  involved.  Microsurgical  nerve  repair 
hardly  approaches  the  ideal  but  is  a useful  forward 
step.  An  absolute  requirement  is  a very  fine- 
toothed forceps  with  which  to  selectively  grasp 
the  epineurium.  The  usual  types  of  fine-toothed 
forceps  found  in  the  operating  theater  seem  huge 
when  seen  at  a magnification  of  16  times,  which  is 
both  convenient  and  adequate  for  this  purpose. 
An  ophthalmologic  needle  holder  without  a rachet 
is  also  needed.  The  manipulation  of  a rachet  at 
this  magnification  causes  gross  motion  as  seen 
through  the  microscope.  The  suture  used  can  be 
either  7-0  silk  or  preferably  8-0  nylon  which  is  both 
less  reactive  and  of  more  uniform  strength.  Even 
finer  suture  is  available  but  one  can  pass  the  point 
of  diminishing  return  in  terms  of  increasing  techni- 
cal difficulty  without  an  associated  improvement 
in  surgical  results. 

If  a small  piece  of  epineurium  is  intact,  the  sur- 
geon begins  with  a most  valuable  reference  point 
for  repair  (Fig.  1).  Not  infrequently  the  shape  of 
nerve  bundles  offers  a valuable  clue  as  to  the  cor- 
rect orientation  of  the  nerve.  The  more  one  needs 
to  excise  off  the  traumatized  nerve  end,  the  less 
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FIGURE  1.  Surgical  exposure  of  a severed  median 
nerve  at  wrist.  Small  band  of  eprneurium  preserved 
posteriorly. 


help  can  be  expected  from  this  observation.  Text- 
books frequently  cite  epineural  vascular  patterns 
as  an  aid  to  proper  orientation,  but  in  practice  this 
has  not  been  found  useful. 

When  performing  a late  or  secondary  nerve  re- 
pair, these  clues  to  proper  orientation  have  not 
been  found  reliable,  and  the  main  advantage  of 
microsurgical  nerve  repair  has  been  strictly  as  a 
refinement  of  technic,  permitting  more  perfect  ap- 


position of  nerve  ends  with  minimum  surgical 
trauma.  The  use  of  a silastic  cuff  is  another  of 
several  recent  technics  developed  to  minimize  scar 
proliferation  at  the  point  of  nerve  suture. 

In  the  presence  of  a “tidy”  wound,  repair  of  the 
median  and  ulnar  nerves  and  their  branches  can  be 
performed  anywhere  from  the  axilla  to  the  distal 
finger  flexion  crease.  The  results  of  repair  of  the 
median  nerve  tend  to  be  superior  to  that  performed 
for  defects  of  the  ulnar  nerve  because  there  is  better 
segregation  of  motor  and  sensory  components  in 
the  median  nerve.  Also,  restoration  of  ulnar-in- 
nervated intrinsic  muscle  balance  is  even  more 
complex  than  median  nerve-innervated  function 
which  is  primarily  sensory.  The  radial  nerve  us- 
ually requires  suture  only  along  its  passage  from 
axilla  to  elbow. 

Injuries  of  the  brachial  plexus  are  rare  (Fig.  2). 
BunnelF  describes  tears  of  the  plexus  as  compar- 
able to  the  fraying  of  a Manila  rope.  Tearing  of  the 
upper  end  of  the  plexus  results  in  a radial  palsy 
which  will  also  likely  impair  elbow  extension  and 
cause  atrophy  of  the  deltoids.  Traction  injury  to 
the  extreme  lower  end  of  the  plexus  can  simulate 
median  and  ulnar  palsy.  Missile  injury  of  any  part 
of  the  plexus  results  in  a lesion  which  may  be  very 
accurately  localized  with  sufficient  knowledge  of 
the  anatomy  involved.  Suture  repair  of  the  bra- 
chial plexus  is  not  a practical  possibility,  and  the 
treatment  of  injuries  of  this  region  involves  selec- 
tion of  appropriate  tendon  transfers. 

Nerve  defects 

A nerve  defect  can  result  from  direct  traumatic 
loss,  as  in  a blast  injury,  or  from  retraction  of  sev- 


FIGURE  2.  (A)  Intrinsic  minus  hand.  Combined  median  and  ulnar  nerve  palsy  caused  by  missile  wound  of  brachial 

plexus.  (B)  Brand  tendon  transfer  performed  to  correct  intrinsic  minus  deformity. 
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FIGURE  3.  Shotgun  wound  of  upper  arm  has  caused 
avulsion  of  both  median  and  ulnar  nerves  Remnants  of 
these  nerves  visible  at  both  extremities  of  wound  Un- 
successful reconstruction  was  attempted  employing 
irradiated  freeze-dried  homografts 


ered  nerve  ends  (Fig.  3).  When  nerve  repair  is  to 
be  deferred,  it  is  essential  to  place  a suture  to  unite 
the  divided  ends.  This  facilitates  later  surgical  ex- 
posure and,  more  important,  prevents  retraction  of 
nerve  ends,  an  event  of  possibly  tragic  significance. 
Defects  of  4 inches  and  more  can  be  overcome  by 
extensive  proximal  and  distal  mobilization  of  the 
nerve.  Rerouting  is  a useful  technic  to  overcome  a 
nerve  defect,  and  repair  in  forced  flexion  followed 
by  gradual  extension  may  also  be  helpful.  When 
this  is  done,  it  is  useful  to  identify  both  sides  of  the 
suture  line  with  a fine  wire  suture  so  that  subse- 
quent x-ray  films  can  demonstrate  if  distraction 
has  occurred  at  the  suture  line.  Ultimately  a point 
is  reached  when  the  nerve  defect  cannot  be  elim- 
inated by  any  combination  of  technics. 

Introduction  of  a nerve  graft  of  any  type  to  bridge 
large  defects  introduces  the  obvious  necessity  of 


two  suture  lines  rather  than  one.  Although  these 
are  useful  technics  the  quality  and  the  quantity  of 
functional  return  drops  precipitously  when  a 
second  nerve  suture  is  required.  A free  nerve  graft 
of  the  sural  nerve  is  a useful  technic.  The  number 
of  axons  available  in  a single  strand  is  adequate  for 
a palmar  or  digital  nerve  defect,  but  a cable  graft 
of  multiple  strands  of  sural  nerve  introduced  into 
a major  mixed  nerve  offers  a cross  section  for  regen- 
eration which  is  considerably  less  than  ideal. 
When  both  the  median  and  ulnar  nerves  have  sus- 
tained traumatic  loss  it  is  preferable  to  give  priority 
to  restoration  of  median  nerve  sensation,  rather, 
than  to  ulnar  nerve  intrinsic  muscle  function.  The 
sound  portion  of  the  ulnar  nerve  can  bridge  the 
median  nerve  defect  either  as  a free  graft  or  as  a 
nerve  pedicle.  Another  alternative  has  been  of- 
fered by  Marmor.*  Experimental  and  clinical 
trials  of  irradiated  freeze-dried  nerve  homografts 
have  yielded  some  hopeful  results  (Fig.  3).  It  is 
not  yet  an  operation  of  accepted  clinical  value 
which  offers  a superior  alternative  to  use  of  an 
autograft  or  nerve  pedicle. 

Crush  injuries  or  swelling  of  an  extremity  against 
an  unyielding  cast  can  functionally  destroy  any  or 
all  three  of  the  major  nerves  of  the  arm.  A nerve 
may  also  be  squeezed  in  a vise  of  unyielding  scar. 
Therefore,  immediate  decompression  and  late 
neurolysis  are  additional  operative  procedures 
which  must  be  available  for  the  surgeon’s  consider- 
ation. 

Two  years  after  injury,  morphologic  changes  in 
the  motor  end  plate  and  muscle  itself  are  so  ad- 
vanced that  no  further  useful  change  can  be  antici- 
pated. Any  nerve  repair  undertaken  should  be 
performed  with  this  in  mind.  Changes  in  sensory 
end  organs  are  far  less  striking,  and  there  is  prob- 
ably no  practical  time  limit  to  nerve  repair  per- 
formed with  sensory  restoration  as  its  goal. 


Nerve  palsy 

Residual  radial  nerve  palsy  must  be  analyzed  in 
terms  of  specific  defects.  Wrist,  finger,  and  thumb 
extension  can  each  be  restored  by  transfer  of  an  ap- 
propriate motor  tendon  which  has  been  proved 


FIGURE  4.  (A)  Radial  nerve  palsy  due  to  irreparable  crush  injury  of  upper  arm.  (B)  Multiple  tendon  transfers  have  re- 

stored independent  extension  to  wrist,  fingers,  and  thumb. 
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FIGURE  5.  Median  nerve  paralysis  causing  inability  to 
oppose  the  thumb  may  be  corrected  by  transfer  of  ab- 
ductor digiti  quinti.  Motor  tendon  and  its  path  through 
palm  illustrated. 


with  time  and  experience  to  be  reliable  (Fig.  4). 
The  flexor  carpi  ulnaris  has  the  power  to  stabilize 
and  extend  the  wrist  as  a transfer.  The  ring  finger 
sublimis  has  the  proper  amplitude  of  motion  and 
sufficient  power  to  extend  all  four  fingers.  The 
palmaris  longus  is  adequate  to  substitute  as  a mo- 
tor to  extend  the  thumb. 

Combined  median  and  ulnar  nerve  palsy  causes 
the  hand  to  assume  the  intrinsic  minus  position 
and  requires  restoration  of  three  basic  hand  func- 
tions. Balance  is  restored  by  compensation  for  the 
loss  of  intrinsic  muscle  function.  Pinch  is  defi- 
cient because  of  paralysis  of  tbe  first  dorsal  interos- 
seous muscle  which  in  turn  causes  instability  of  the 
index  finger.  There  is  inability  to  both  abduct  and 
oppose  tbe  thumb.  Multiple  operations  have 
been  devised  to  correct  these  specific  deficiencies. 
Restoration  of  balance  is  perhaps  best  accom- 
plished by  the  ingenious  operation  devised  by  Paul 
Brand"'  and  perfected  by  him  through  years  of  ex- 
traordinary experience.  The  extensor  carpi  radi- 
alis  longus  is  rerouted  to  the  volar  surface  of  the 
forearm,  prolonged  with  a tendon  graft,  and  de- 
livered into  the  palm  through  the  carpal  tunnel. 
It  can  there  be  sutured  to  tbe  lateral  band  of  each 
finger  and  serve  as  a superb  substitute  for  the  para- 
lyzed intrinsic  muscles.  Restoration  of  abduction 
and  stability  to  tbe  index  finger  is  consistently  and 
reliably  accomplished  by  transfer  of  tbe  extensor 
indicis  proprius  to  the  insertion  of  the  first  dorsal 
intero.sseous  muscle. 


Opposition 

Several  useful  operations  are  available  to  restore 
opposition,  and  because  the  wounds  and  residual 
defects  of  upper-extremity  injuries  are  so  varied 
none  can  be  relied  on  exclusively.  Edgerton  and 
Brand®  have  described  an  operation  for  restora- 
tion of  pinch  which  is  especially  useful.  Abduc- 
tion is  recreated  by  transfer  of  tbe  abductor  pollicis 
longus  to  the  radial  border  of  the  thumb  meta- 
carpal. The  ring  finger  sublimis  is  placed  in  the 
adductor  position  of  the  thumb.  Index  finger  sta- 
bilis  accomplished  by  transfer  of  the  extensor 
indicis  proprius.  Modification  of  these  procedures 
is  performed  when  the  ulnar  nerve  is  irreparably 
damaged  and  the  median  nerve  is  intact.  The  loss 
of  ability  to  oppose  the  thumb  is  primarily  median 


FIGURE  6.  (A)  Massive  injury  to  all  components  of 

hand  structure.  (B)  Reconstruction  included  primary 
transposition  of  digital  nerves  from  hopelessly  damaged 
middle  finger  to  salvageable  thumb. 
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FIGURE  7.  (A  and  B)  Amputation  of  all  four  fingers  leaving  only  base  of  each  finger.  (C)  Remnant  of  index  finger 
base  shown  being  transposed  with  intact  nerves  and  vessels  on  top  of  remnant  of  middle  finger.  Length  is  gamed  with 
sensation.  (D)  Subsequent  removal  of  the  fourth  metacarpal  results  in  hand  which  has  normal  thumb,  lengthened  and 
sensitive  middle  finger  post,  and  mobile  little  finger  remnant. 


October  15,  1971  / New  York  State  Journal  of  Medicine  2405 


nerve  innervated.  When  the  ulnar  nerve  is  intact, 
opposition  can  be  restored  by  the  operation  popu- 
larized by  Littler  in  which  the  abductor  digiti 
quinti  is  transferred  across  the  palm  to  the  thumb 
(Fig.  5). 

Extensive  hand  injuries 

In  complex  wounds  of  the  hand  there  may  be  in- 
jury to  each  component  of  hand  structure;  skin, 
nerve,  bone,  joint,  and  tendon  (Fig.  6).  It  is  in 
this  type  of  massive  injury  that  the  concept  of  the 
hand  as  a tissue  bank  is  especially  useful.  An  in- 
ventory of  spare  parts  available  for  reconstruction 
must  be  methodically  recorded.  A digital  or  pal- 
mar nerve  to  a hopelessly  damaged  finger  can  be 
grafted  or  placed  as  a nerve  pedicle  to  a salvageable 
finger  which  has  lost  its  sensory  connection.  Ini- 
tial surgical  care  is  frequently  the  best  or  only  op- 
portunity for  application  of  any  number  of  useful 
technics  too  numerous  to  list  and  limited  only  by 
the  imagination  of  the  surgeon. 

Loss  of  sensation  in  the  pinch  area  between  the 
thumb  and  index  finger  is  of  great  functional  im- 
portance. Preservation  of  finger  length  must  al- 
ways depend  on  the  presence  of  an  appropriate 
plan  for  restoration  of  sensation.  It  is  an  estab- 
lished and  useful  principle  that  length  preserved 
without  adequate  sensation  is  not  worthwhile. 

Sensation  can  be  restored  by  transfer  of  skin 
from  the  ulnar  border  of  the  ring  finger  with  at- 
tached neurovascular  bundle.  The  neurovascular 
island  pedicle  is  perhaps  best  reserved  for  restora- 
tion of  sensation  to  the  thumb.  The  wisest  opera- 
tive procedure  for  an  anesthetic  stiff  index  finger 
is  frequently  transmetacarpal  amputation  through 


the  second  ray  in  favor  of  a normal  middle  finger. 
Simultaneous  transfer  of  the  insertion  of  first  dor- 
sal interosseous  muscle  to  the  base  of  the  middle 
finger  improves  the  strength  of  pinch. 

A rare  but  tragic  injury  is  amputation  of  all  four 
fingers  (Fig.  7).  Length  with  sensation  can  be 
gained  by  the  “on-top  plasty,”  a modification  of 
the  neurovascular  pedicle  principle.  A short  rem- 
nant of  proximal  phalanx  with  intact  and  sensible 
skin  can  be  transferred  on  its  two  neurovascular 
bundles  on  top  of  an  adjacent  remnant  of  finger, 
increasing  length  with  sensation. 

Extensive  wounds  of  the  upper  extremity  may 
require  nerve  repair,  nerve  grafts,  or  tendon  trans- 
fer in  ever-changing  combinations.  The  basic 
technics  are  well  established  and  of  proved  value. 
The  variations  demanded  by  specific  cases  are  al- 
most infinite  and  defy  detailed  listing.  Recon- 
struction of  the  hand  following  an  injury  involving 
major  nerves  calls  for  the  orchestration  of  many 
technics  to  achieve  the  maximum  possible  rehabil- 
itation. 

600  East  Genesee  Street 
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During  the  past  decade,  a considerable  bibliog- 
raphy on  orbital  fractures,  their  diagnosis,  compli- 
cations, and  management,  has  appeared  in  the 
literature  on  ophthalmology,  radiology,  and  plas- 
tic surgery. 

The  purpose  of  this  report  is  to  deal  specifically 
with  certain  complications  of  orbital  fractures, 
such  as  problems  of  extraocular  muscle  imbal- 
ances, and  of  fractures  in  the  central  middle-third 
(naso-orbital)  portion  of  the  face. 

Extraocular  muscle  imbalance 

Up  to  25  per  cent  of  all  maxillofacial  fractures  are 
associated  with  head  injuries. Thus,  in  addition 
to  direct  orbital  trauma,  various  degrees  of  damage 
to  the  central  nervous  system  with  altered  levels 
of  consciousness,  as  well  as  possible  trauma  to 
cranial  nerves  II,  III,  IV,  VI,  and  VII  can  present  a 
difficult  and  complicated  diagnostic  problem. 
Trauma  to  the  optic  nerve  and  chiasm  fortunately 
is  rare  and  usually  is  present  as  immediate  loss  of 
vision  with  gradual  or  no  improvement.  Occa- 
sionally delayed  loss  of  vision  may  occur,  which 

Presented  at  the  164th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Plastic  and  Reconstructive  Surgery,  February  8,  1970. 


Orbital  fractures  are  many  and  varied.  F^oblems 
of  extraocular  muscle  imbalances  and  of  fractures 
in  the  middle-third  (naso-orbital)  portion  of  the 
face  are  specifically  discussed  in  terms  of  etiology, 
diagnosis,  and  clinical  picture.  Appropriate  treat- 
ment is  recommended  for  each  within  the  context  of 
the  '"whole  picture.  ” 


might  be  an  indication  for  neurosurgical  evalua- 
tion." If  it  can  be  verified  that  normal  visual  acu- 
ity was  present  immediately  post  trauma  with 
steady  visual  deterioration  thereafter,  neurosurgi- 
cal unroofing  of  the  optic  nerve  canal  may  be  in- 
dicated.'^ 

Moreover,  in  a recent  series  of  blow-out  frac- 
tures, 14  per  cent  of  the  cases  had  serious  ocular  in- 
juries, thus  possibly  obscuring  fixation  and  sub- 
jective diplopia  responses.''*  The  medical-legal 
implications  of  visual  loss  with  or  without  repair  of 
orbital  fracture  are  obvious.  Careful  assessment 
of  the  visual  fields,  visual  acuity,  and  general 
neurologic  status  pre-  and  postoperatively  is  imper- 
ative. 

Direct  involvement  of  the  extraocular  muscles 
occurs  in  two  ways.  Either  the  muscle  or  tendon  is 
incarcerated,  trapped,  or  impaled  in  the  fracture 
site  or  the  mechanics  of  the  original  trauma  have 
created  hemorrhage,  avulsion,  or  contusion  to  the 
muscle  itself.  Indirect  involvement  can  occur  with 
massive  orbital  edema  or  hemorrhage,  rarely  secon- 
dary to  traumatic  arteriovenous  fistula,  or  by  cen- 
tral or  peripheral  damage  to  the  cranial  nerves  sup- 
plying these  muscles. 

It  is  for  this  reason  that  the  “forced-duction  test” 
assumes  overwhelming  importance  in  the  diagnosis 
of  these  cases.  By  grasping  the  conjunctiva  and 
muscle  tendon  with  forceps  at  the  insertion  of  the 
muscle,  the  eye  is  passively  moved.  Reduction  in 
excursion  of  the  globe  suggests  direct  mechanical 
limitation  of  the  muscle.  In  equivocal  cases,  com- 
parison with  the  opposite  eye  may  help.  Normal 
forced-duction  test  result  suggests  indirect  involve- 
ment. Hemorrhage  into  the  muscle,  orbit,  or  ar- 
teric  venous  fistula  may  also  cause  a restriction  in 
forced  duction.  However,  in  the  former  case,  the 
muscle  balance  usually  steadily  improves,  often 
clearing  up  completely  in  one  to  three  weeks,  with 
other  diagnostic  parameters  giving  negative  re- 
sults, while  in  the  latter,  the  presence  of  bruits  and 
positive  findings  on  arteriograms  confirms  the  di- 
agnosis. In  equivocal  cases,  careful  observation 
and  repeated  forced-duction  tests  are  of  benefit. 

Often  the  diagnosis  can  be  made  by  gross  inspec- 
tion on  ductions  and  versions.  Classically  there  is 
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gross  inability  to  move  the  eye  in  one  or  more  fields 
of  gaze.  Cardinal  measurements  and  simple  dip- 
lopia tests  are  usually  adequate  for  diagnosis. 

Superior  orbital  fractures.  Superior  orbital 
fractures  involve  the  orbital  rim  and  roof,  damag- 
ing the  elevator  palpebrae  and  superior  rectus  mus- 
cle and  the  muscle,  or  trochlea,  of  the  superior 
oblique  tendon.  In  late-treatment  cases,  fibrosis 
in  the  area  of  the  superior  oblique  tendon  sheath 
can  cause  “superior  oblique  tendon  sheath”  syn- 
drome, whereby  elevation  by  the  inferior  oblique 
tendon  in  adduction  is  limited  by  inability  of  the 
superior  oblique  tendon  sheath  to  slide  through  the 
trochlea.  Greater  elevation  in  abduction  and  a 
positive  forced-duction  test  result  confirms  the 
diagnosis.  Direct  trauma  to  the  superior  oblique 
tendon,  or  trochlea,  may  only  cause  transient 
problems. 

Persistent  weakness  in  the  superior  oblique  ten- 
don can  be  seen  with  direct  trauma  to  the  vertex  of 
an  accelerated  head,  which  commonly  occurs  in 
vehicular  accidents.  The  dorsolateral  midbrain 
appears  particularly  vulnerable,  when  it  is  thrown 
against  the  tentorial  edge  in  frontal  impacts.  The 
resulting  contusion  involves  one  or  both  fourth 
cranial  nerves  as  they  cross  the  tectum  or  ascend 
laterally  to  the  aqueduct.  These  patients  have 
persistent  diplopia  when  gazing  down,  with  a for- 
ward tilt  to  the  chin.  A tuck  or  resection  in  the 
superior  oblique  tendon  offers  these  patients  con- 
siderable relief.*’’ 

Lateral  orbital  fractures.  Lateral  orbital  frac- 
tures cause  displacement  of  the  zygomatic  bone 
with  down  and  out  displacement  of  the  lateral 
canthus.  Horizontal  diplopia  is  usually  due  to 
contusion  of  or  hemorrhage  into  the  lateral  rectus 
muscle.  Rarely  the  lateral  rectus  muscle  is  en- 
trapped in  the  fracture  site. 

Medial  wall  fractures.  Direct  naso-ethmoid  or 
nasomaxillary  fractures  and  blow-out  fractures  of 
medial  wall  alone  or  in  conjunction  with  fractures 
of  orbital  floor  are  not  uncommon. The  medial 
rectus  muscle  may  be  incarcerated  in  the  fracture 
site.  Forceful  attempts  to  abduct  the  eye  may 
cause  retraction  of  the  globe.***  Again  forced-duc- 
tion test  results  will  aid  in  diagnosis. 

Inferior  orbital  fractures.  Whether  a pure 
blow-out  fracture  or  one  associated  with  zygoma 
and  rim,  fractures  of  the  inferior  floor  frequently 
have  complications  in  extraocular  muscles.  Clas- 
sically, the  involved  eye  is  hypotropic  (twice  as 
common  as  hypertopic)  with  limited  elevation  and 
vertical  diplopia.**  Occasionally,  hypertropia  with 
limitation  down,  or  up  and  down,  is  seen.  If  the 
muscle  is  incarcerated  anterior  to  the  equator,  the 
globe  is  fixed  in  a downward  position;  if  posterior 
to  the  equator,  it  is  fixed  in  an  upward  position; 
and  if  at  the  equator,  the  eye  may  be  straight  with 
limitation  in  uf)-and-down  gaze.^ 

Kntrajjment  is  more  likely  to  be  present  in  a 


small  fracture  with  less  enophthalmos,  while  large 
fractures  may  show  no  motility  problems  but  con- 
siderable enophthalmos.  With  negative  findings 
on  radiologic  studies,  a positive  forced-duction 
test  result,  if  constant  and  unimproving,  could  be 
indication  alone  for  surgical  exploration  of  the 
floor.  Conversely,  with  steadily  improving  mo- 
tility, presence  of  a forced-duction  test  result  may 
only  mean  hemorrhage  in  and  about  the  muscle. 

Cyclotropia.  Although  tests  for  cyclotropia 
are  infrequent,  they  are  commonly  done  in  blow- 
out fractures.  Cyclotropia,  if  present,  suggests  in- 
volvement of  the  inferior  oblique  tendon,  either  at 
its  origin  near  the  orbital  rim,  incarceration  alone 
or  with  the  inferior  rectus  muscle,  or  by  direct  con- 
tusion. Rarely  it  is  the  only  sign  of  a blow-out  frac- 
ture. A simple  test  is  to  have  the  patient  align  2 
straight  edges,  such  as  the  edge  of  a chart  and  a 
pencil,  to  see  if  he  holds  both  edges  parallel. 
Weakness  of  the  inferior  oblique  muscle  causes 
overaction  of  the  superior  oblique  muscle  and  thus 
cyclotropia.  A more  exact  way  is  by  using  the 
Maddox  double  prism  in  a trial  frame  and  a light  to 
examine  the  muscle.**  The  patient  manually  ro- 
tates the  prism  to  align  the  2 lights  in  a vertical 
line,  and  the  degrees  of  cyclotropia  can  be  read 
directly  from  the  trial  frame.  The  amount  of  cy- 
clotropia is  usually  from  15  to  30  degrees.  Little 
is  known  about  long-term  results,  but  correction  of 
the  vertical  and  horizontal  components  usually 
cures  any  subjective  manifestations  of  cyclotropia. 

Under  the  stress  of  severe  trauma,  previous  phor- 
ias  and  intermittent  tropias  may  increase  in 
amount  or  become  permanent  tropias.  Establish- 
ing a cause  and  effect  relationship  directly  to  trau- 
ma may  be  difficult.  In  long-standing  deviations, 
spread  of  comitance  to  yoke  and  antagonist  mus- 
cles may  make  isolation  of  a single  paretic  mus- 
cle impossible.  This  is  especially  true  if  forced- 
duction  test  results  are  negative.  Some  have  ad- 
vised electromyographic  examination  in  difficult 
cases.*** 

Early  management 

Inferior  orbital  fractures.  If  marked  limita- 
tion of  gaze,  subjective  diplopia,  and  positive 
forced-duction  test  results  are  present,  and  other 
signs  show  evidence  of  fracture  of  inferior  orbital 
muscle,  surgical  intervention  is  aimed  at  explor- 
ing the  fracture  site,  removing  incarcerated  tissue, 
and  placing  some  firm  material,  homograft  or  syn- 
thetic, over  the  fracture  site.  It  is  important  to 
repeat  the  forced-duction  test  under  anesthesia  to 
reconfirm  findings  made  on  the  conscious  patient 
and  again  after  the  implant  is  in  its  final  position. 
Inadequate  removal  of  incarcerated  tissue,  pinch- 
ing of  a muscle  posteriorly,  or  other  cause  lor  me- 
chanical restriction  may  be  present.  Often  this 
primary  procedure  restores  visual  alignment,  and 
no  further  problems  are  encountered. 
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If  motility  is  equivocally  disturbed,  with  nega- 
tive forced-duction  test  results,  and  no  strong 
radiographic  evidence  of  a fracture  is  present,  wait- 
ing three  to  five  days  will  do  no  harm.  Optimum 
surgical  correction  should  take  place  within  seven 
to  ten  days  before  fibroblastic  proliferation  makes 
it  difficult  to  remove  incarcerated  tissue.  How- 
ever, severe  contusion  and  hemorrhage  in  an  orbit 
can  closely  mimic  orbital  fractures,  and  careful 
observation  can  often  show  marked  improvement 
in  three  to  five  days.  Radiologic  evidence  alone, 
with  no  muscle  imbalance  or  enophthalmos,  sel- 
dom warrants  immediate  exploration,  but  careful 
follow  up  is  indicated. 

Superior  orbital  fractures.  Cases  of  superior 
orbital  fractures  are  not  too  common  and  fre- 
quently are  initially  treated  by  the  neurosurgeon. 
Persistent  motility  disturbance,  if  not  due  to 
paresis  of  the  central  fourth  nerve,  deserves  careful 
exploration  to  free  adhesions  and  entrapped  or- 
bital tissue.  Excising  a scarred  superior  oblique 
tendon  sheath  usually  greatly  improves  motility 
of  inferior  oblique  muscle.  Placement  of  absorb- 
able gelatin  film  (Gelfilm)  between  muscle  and 
sclera  may  help  in  preventing  fibrous  adhesions. 

Lateral  orbital  wall.  Persistent  weakness  in 
the  lateral  rectus  muscle  from  direct  trauma  oc- 
curs rarely.  Standard  surgical  procedures  on  hori- 
zontal muscles  should  be  curative. 

Medial  wall.  Release  of  entrapped  medial  rec- 
tus muscle  with  closure  of  the  orbital  defect  should 
be  curative.  Further  surgical  procedures  on  hori- 
zontal muscles  may  be  necessary. 

Late  management 

Fracture  of  the  orbital  floor  frequently  gives  rise 
to  persistent  vertical  diplopia  and  limitation  of 
gaze.  Early  reexploration  of  a floor  is  indicated 
only  if  forced-duction  test  results,  which  were 
clearly  normal  at  the  end  of  the  operative  proce- 
dure, became  progressively  abnormal.  If  this  oc- 
curs, either  the  implant  has  slipped  and  the  orbital 
tissue  has  reherniated;  the  implant  has  pushed 
back  and  pinched  the  inferior  rectus  muscle;  or 
some  other  mechanism,  bone  fragment,  hemor- 
rhage, or  other  foreign  body,  is  affecting  motility. 

The  ultimate  goal  is  to  effect  binocularity  in  pri- 
mary and  gaze-down  positions.  Thus,  if  the  infer- 
ior rectus  or  oblique  muscle  shows  marked  resis- 
tance and  previous  surgical  intervention  on  the 
orbital  floor  is  adequate,  exploration  of  the  mus- 
cles to  remove  adhesions  and  attempt  resection 
would  be  indicated.  Absorbable  gelatin  film 
placed  between  the  muscle  and  sclera  may  help. 
Following  this  if  the  eye  is  hypotropic,  a procedure 
to  weaken  the  elevator  muscles  on  the  opposite 
eye,  inferior  oblique  myectomy  or  superior  rectus 
muscle  recession,  should  be  performed.  Occa- 
sionally, the  inferior  rectus  muscle  is  so  fibrotic 
and  with  adhesions  that  recession  is  indicated  to 


allow  for  some  improvement  in  gaze  in  other  fields. 

If  the  involved  eye  is  hypertropic,  weakening 
elevator  muscles  on  the  same  side  is  indicated. 
Usually  multiple  operative  procedures  on  vertical 
muscles  are  required,  but  adequate  results  can  be 
obtained. 

It  is  important  to  defer  any  surgical  procedure  for 
ptosis  until  the  surgical  procedure  on  the  extra- 
ocular muscle  is  complete.  Because  the  final  posi- 
tion of  the  globe  will  affect  the  ultimate  position  of 
the  lid  and  if  no  area  of  binocular  vision  can  be  ob- 
tained, ptosis  may  be  a blessing  in  disguise. 

Complications  of  naso-orbital  fractures 

Naso-orbital  fractures  are  usually  caused  by  an 
impact  force  applied  to  the  upper  portion  of  the 
bridge  of  the  nose.^  The  most  common  cause  is 
trauma  resulting  from  automobile  accidents,  more 
specifically  the  impact  of  the  face  against  the  dash- 
board or  the  steering  wheel  which  results  in  a 
crushing  injury  with  comminuted  fractures.  Not 
infrequently  a closed  fracture  is  transformed  into  a 
compound  one  by  laceration,  avulsion,  or  bursting 
of  the  soft  tissues  of  the  naso-orbital  area. 

Additional  injuries  may  involve  the  frontal  bone, 
the  cribriform  plate  resulting  in  cerebrospinal 
rhinorrhea  and  brain  damage,  the  orbital  floor,  and 
the  other  bones  of  the  middle  third  of  the  face. 

A rather  characteristic  picture  is  presented  by 
the  “typical”  untreated  patient:  the  bridge  of  the 
nose  is  depressed  and  widened;  the  intercanthal 
distance  is  increased  (hypertelorism)  thus  causing 
the  eyes  to  appear  farther  apart  than  is  normal;  the 
medial  canthi  are  deformed;  cutaneous  scars  and 
epicanthal  folds  may  be  present;  and  the  function 
of  the  lacrimal  drainage  apparatus  is  usually  dis- 
rupted, often  resulting  in  a grossly  enlarged  lac- 
rimal sac  (mucocele)  in  the  medial  canthal  area 
which  tends  to  magnify  the  extent  of  the  deformity. 

Hypertelorism  is  the  result  of  two  distinct  types 
of  backward  displacement  of  the  bones  of  the  nasal 
framework  into  the  interorbital  space. In  the 
first  type,  there  is  penetration  of  the  bony  frag- 
ments into  the  ethmoidal  sinus,  causing  an  out- 
fracture  and  outward  displacement  of  the  medial 
walls  of  the  orbit.  The  point  of  attachment  of  the 
medial  canthal  tendon  is  thus  displaced  laterally, 
with  the  widened  intercanthal  distance  resulting 
directly  from  a decrease  in  the  horizontal  diameter 
of  the  orbit.  In  the  second,  the  frontal  process  of 
the  maxilla  and  the  nasal  bone  are  splayed  out  and 
pushed  back  along  the  orbital  portion  of  the  medial 
orbital  wall,  thus  filling  the  medial  portion  of  the 
orbital  cavity.  The  medial  canthal  tendon  is 
severed,  and  the  lacrimal  sac  and/or  canaliculi  are 
also  frequently  interrupted  by  bony  fragments. 

The  rounded  medial  canthus  is  produced,  then, 
by  severance  or  detachment  of  the  medial  canthal 
tendon  or  by  lateral  displacement  of  its  site  of  bony 
attachment.  This  leads  to  a release  of  the  pull 
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normally  exerted  by  the  tendon,  thus  enabling  the 
contraction  of  the  orbicularis  oculi  to  act  unap- 
posed to  further  displace  the  medial  canthus  later- 
ally. There  is,  then,  a laxity  of  the  eyelids,  a ten- 
dency to  eversion  of  the  lower  lid  margin,  with 
corresponding  punctal  eversion  and  epiphora,  and 
a decrease  in  the  horizontal  dimension  of  the  pal- 
pebral fissure. 

Epicanthal  folds  are  caused  by  lacerations 
through  the  medial  canthal  region,  by  the  “excess” 
skin  created  through  the  posterior  displacement  of 
the  nasal  bridge,  and  also  may  be  rarely  produced 
during  surgical  intervention,  excess  skin  forming  a 
fold  when  the  medial  canthus  is  returned  to  its 
normal  position. 

Malfunction  of  the  lacrimal  drainage  apparatus 
can  occur  in  a variety  of  ways,  either  directly 
through  frank  interruption  of  the  continuity  of  the 
system  by  severence  or  compression  at  the  level  of 
the  canaliculi — the  common  canalicular,  lacrimal 
sac,  or  nasolacrimal  duct — or  indirectly.  The  lat- 
ter may  be  caused  by  damage  to  that  portion  of  the 
orbicularis  involved  in  the  “lacrimal  pump”  mech- 
anism, thereby  hindering  clearance  of  tears  from 
the  eye,  by  damage  to  that  portion  of  the  orbicu- 
laris concerned  with  evacuation  of  tears  from  the 
lacrimal  sac  into  the  nasolacrimal  duct,  and  by 
damage  to  the  medial  canthal  tendon  which  can 
result  in  laxity  of  the  lid  and  punctal  eversion,  as 
well  as  kinking  and  distortion  of  the  canaliculi. 

Early  treatment.  Since  these  fractures  often 
involve  the  cribriform  plate,  the  anterior  cranial 
fossa,  and  the  frontal  lobe,  priority  in  these  cases 
should  be  given  to  neurosurgical  considerations. 
In  most  instances,  cerebrospinal  rhinorrhea  will 
cease  spontaneously,  the  length  of  time  required 
varying  from  a few  days  to  a few  weeks.  Its  pres- 
ence should  not  ordinarily  stand  as  a contrain- 
dication to  the  prompt  treatment  of  naso-orbital 
fractures. 

In  many  cases,  it  may  be  necessary  to  delay 
definitive  treatment  of  fractures  for  a number  of 
days  to  permit  resolution  of  hematoma  and  swell- 
ing, as  well  as  to  afford  adequate  elucidation  of  the 
neurosurgical  status.  It  should  be  emphasized 
that  such  delay  will  in  no  way  compromise  the  ul- 
timate result  obtainable  by  proper  treatment. 

Basically,  the  technic  employed  in  the  early 
treatment  of  these  fractures  consists  of  elevation 
of  the  depressed,  comminuted  fragments  by  means 
of  an  instrument  placed  inside  the  nasal  cavity. 
Open  reduction  is  frequently  necessary.  The  prop- 
er intercanthal  distance  is  restored  and  maintained 
by  through-and-through  nasal  wiring  between  the 
medial  canthal  tendons,  placed  as  posteriorly  as 
possible.'  ''’  Whether  or  not  additional  support  is 
needed  in  the  form  of  plastic  buttons  on  silastic 
pads  placed  external  to  the  skin  with  through-and- 
through  nasal  wiring  is  completely  dependent  on 
the  position  of  the  bones  after  the  intercanthal 


wiring  has  been  completed.  If  such  external 
buttons  are  employed,  the  skin  beneath  them 
should  be  closely  observed  for  pressure  necrosis 
during  the  postoperative  course,  and  if  possible  the 
buttons  should  be  left  in  place  for  two  to  three 
weeks.  A nasal  splint  is  necessary  if  a great  deal 
of  comminution  is  present. 

Late  treatment.  If  the  immediate  postinjury 
phase  has  passed  without  treatment,  it  is  advisable 
to  further  postpone  definitive  surgical  procedures 
for  a number  of  months  to  permit  softening  of  the 
tissues  as  well  as  restoration  of  the  continuity  of 
the  blood  and  lymphatic  vessels. 

The  extent  of  bony  displacement  and  deformity 
is  usually  quite  apparent  on  clinical  examination 
and  should  be  recorded  accurately  with  photo- 
graphs and/or  drawings  and  the  relevant  measure- 
ments. The  bony  deformity  may  be  further  dem- 
onstrated with  roentgenographic  examination 
utilizing  in  particular  lacrimography  through  the 
interorbitai  space.  Concomitant  fractures  of  the 
orbital  floor  may  also  be  confirmed  via  roentgen- 
ography and,  if  present,  should  always  be  treated 
as  a first  step,  as  soon  as  is  feasible,  to  prevent  per- 
manent damage  to  the  inferior  rectus  and  inferior 
oblique  muscles  and  to  avoid  the  development  of 
enophthalmos. 

The  patency  and  function  of  the  lacrimal  ap- 
paratus should  also  be  thoroughly  investigated. 
This  may  be  done  utilizing  a number  of  technics, 
including  attempted  irrigation  of  the  system, 
probing  of  the  canaliculi,  the  dye  tests  of  Jones, 
and  roentgenographic  study  with  the  injection  of 
contrast  medium  through  the  puncta  (in  this  in- 
stance the  last  modality  seldom  adding  anything 
of  significance  to  information  obtained  by  the  pre- 
ceding maneuvers).  Although  it  is  beyond  the 
scope  of  this  report  to  indulge  in  detailed  analyses 
of  these  tests  and  their  interpretations,  one  partic- 
ular point  should  be  made.  With  an  obstruction 
at  the  level  of  the  nasolacrimal  duct,  the  lacrimal 
sac  is  usually  dilated  to  form  a cyst-like  swelling  or 
mucocile.  If  this  is  sufficiently  large,  it  will  result 
in  a kinking  deformity  (S-shaped)  of  the  common 
canaliculus,  and  probing  would  in  this  instance 
appear  to  indicate,  albeit  erroneously,  that  the  ob- 
struction is  at  the  level  of  the  common  canaliculus 
rather  than  the  nasolacrimal  duct.  This  would,  in 
turn,  result  in  the  incorrect  choice  of  restorative 
surgical  procedure. 

Surgical  correction  at  a late  date,  then,  involves 
a number  of  surgical  procedures  with  4 basic  goals 
in  mind:  to  replace  the  medial  canthus  in  an  ade- 
quate position  after  restoring  the  position  of  the 
medial  orbital  wall,  to  re-establish  the  continuity 
of  or  the  reinsertion  of  the  medial  canthal  tendon, 
to  restore  useful  function  to  the  lacrimal  drainage 
systems,  and  to  restore  adequate  contour  to  the 
bridge  of  the  nose. 

It  is  advisable  to  perform  all  surgical  procedures 
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at  the  same  time,  if  at  all  possible.  Staged  pro- 
cedures run  into  the  difficulties  presented  by  the 
scar  tissue  resulting  from  the  previous  operations. 

The  restoration  of  the  bony  contour  of  the  area 
requires  removal  of  the  displaced  bone  fragments 
and  reduction  of  the  thickness  of  the  medial  orbital 
wall,  caused  by  the  pushed-back,  overlapping  bone 
fragments.  The  contour  of  the  bony  bridge  of  the 
nose  may  be  restored  by  bone  grafts  or  the  use  of 
alloplastic  implants.  In  addition,  realignment  of 
the  bony  nasal  pyramid  after  osteotomy  may  be 
required. 

The  medial  canthoplasty  is  done  employing  the 
previously  mentioned  through-and-through  wiring 
technic.*'*’ 

The  procedure  indicated  for  re-establishing  func- 
tion of  the  lacrimal  drainage  system  depends,  of 
course,  on  the  level  of  the  block.  If  it  lies  in  the  sac 
or  the  duct,  a dacryocystorhinostomy,  as  described 
by  Jones,'"  is  done. 

If  it  lies  at  the  level  of  the  common  canaliculus  a 
conjunctivodacryocystorhinostomy  with  insertion 
of  a Jones  tube  is  done.'"  If  it  lies  at  the  level  of  the 
canaliculi  and,  if,  as  is  usually  the  case  in  late  re- 
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Summary 

The  complications  of  orbital  fractures  are  many 
and  varied.  Each  must  be  approached  specifical- 
ly, but  within  the  context  of  the  “whole  picture.” 
In  this  report,  we  have  attempted  to  elucidate  2 
particular  areas  of  difficulty  arising  from  orbital 
fractures,  that  of  extraocular  muscle  imbalance  and 
that  specific  series  of  conditions  engendered  by 
central  middle-third  fractures.  They  have  been 
discussed  in  terms  of  etiology,  diagnosis,  and  clin- 
ical picture. 

F'inally,  appropriate  treatment  has  been  recom- 
mended for  each. 
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MIDFACIAL 

FRACTURES 
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Speed  and  violence  have  become  integral  parts  of 
the  American  scene.  High  speed  vehicular  colli- 
sions, riots,  and  muggings  are  commonplace  and 
produce  the  majority  of  midfacial  fractures  seen  in 
civilian  practice.  Management  of  these  fractures 
naturally  gravitates  to  the  well-trained  head  and 
neck  surgeon.  He  is  able  to  assure  an  adequate 
airway  for  the  patient,  and,  after  all  other  life- 
threatening  situations  have  been  ruled  out,  he  can 
assume  responsibility  for  restoring  the  patient’s 
proper  facial  functions  and  cosmetic  appearance. 

This  article  will  define  briefly  the  accepted  clas- 
sification of  midfacial  fractures  and  present  some 
principles  of  their  management.  For  ease  of  dis- 
cussion, I have  arbitrarily  excluded  nasal,  zygo- 
matic arch,  and  orbital  “blowout”  fractures. 

Classification  of  fractures 

The  exposed  and  projecting  position  of  the  skele- 
ton of  the  middle  third  of  the  face  makes  it  ex- 
tremely vulnerable  to  trauma,  both  from  the  side 
and  head-on.  Protection  from  forceful  trauma  is 
afforded  the  cranium  by  the  zygomatic  and  nasal 
processes  of  the  frontal  bone  and  by  the  pterygoid 
processes  and  greater  wing  of  the  sphenoid  bone. 
The  suture  lines  formed  by  these  bones,  and  the 
adjoining  facial  bones,  are  involved  to  some  degree 
in  all  midfacial  fractures.  It  is  the  separation  of 
these  suture  lines  along  with  actual  fractures  of  the 
neighboring  facial  bones  which  tends  to  displace 
any  facial  trauma  from  causing  more  serious  trans- 
mitted injury  to  the  cranium.  Such  separation  of 
suture  lines  and  accompanying  facial  bone  frac- 
tures tends  to  fall  along  specific  lines  of  stress,  pro- 
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ducing,  for  the  most  part,  a well-recognized  clas- 
sification of  midfacial  fractures. 

Zygomatic  or  malar  fractures  form  a definite 
clinical  entity.  The  malar  bone  itself  is  rarely 
broken,  but  rather  separates  from  its  articulations 
with  the  frontal,  maxillary,  sphenoid,  and  tem- 
poral bones.  Of  these,  the  maxillary  is  the  one 
most  likely  to  be  actually  fractured  so  that  perhaps 
fractures  of  the  “zygomaticomaxillary  complex” 
would  be  more  proper  terminology.  When  dis- 
placed, the  malar  bone  is  usually  depressed  pos- 
teriorly and  interiorly  into  the  antrum  causing 
varying  degrees  of  cheek  flattening,  orbital  ecchy- 
mosis  and  edema,  diplopia,  infraorbital  nerve 
parasthesia,  and  maxillary  sinus  opacification. 
A certain  number  of  these  displaced  fragments 
are  also  rotated  either  medially  or  laterally  pro- 
ducing a marked  notching  of  the  infraorbital  rim.' 
The  torque  necessary  to  produce  the  medially  ro- 
tated fragment  presumably  comes  from  a blow  di- 
rected from  above  the  horizontal  axis  of  the  malar 
bone,  whereas  for  a laterally  rotated  fragment, 
the  force  would  be  from  below  (Fig.  1). 

In  contrast  to  these  relatively  few  variations  seen 
in  the  lateral  malar  fractures,  trauma  to  the  medi- 
al aspect  of  the  facial  skeleton  can  produce  a wide 
variety  of  complex  fractures.  The  LeFort  classi- 
fication- is  frequently  applied  to  these  fractures, 
but  should  really  be  used  only  as  a convenient  basis 
of  reference  rather  than  a rigid  nosologic  entity. 


FIGURE  1.  Rotation  of  malar  fractures  depends  on  di- 
rection of  applied  force. 
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An  increasingly  common  byproduct  of  our  violent 
society,  midfacial  fractures  may  be  grouped  accord- 
ing to  the  force  applied  and  the  direction  of  the 
trauma.  The  malar  fractures  and  the  LeFort  clas- 
sification of  maxillary  fractures  are  discussed. 
Management  of  these  fractures  must,  however, 
always  be  secondary  to  any  accompanying  life- 
threatening  trauma,  with  timing  of  facial  repair 
depending  on  the  extent  of  other  injuries.  Technics 
of  surgical  repair,  reduction,  and  fixation,  are  given 
for  each  fracture  grouping,  and  postoperative  care 
is  discussed. 


For  example,  the  LeFort  1 fracture  is  classically 
a low  horizontal  maxillary  fracture  immediately 
above  the  apices  of  teeth  carrying  through  the  floor 
of  the  nose  and  across  the  pterygoid  plates  (Fig.  2). 
The  number  of  variations  on  this  are  several,  how- 
ever, including  unilateral  and  simple  alveolar  frac- 
tures. 

Kven  more  complicated  are  the  LeFort  II  and 
LeFort  III  fractures.  In  both,  the  fracture  line  goes 
through  the  nasal-frontal  complex  and  is  often  as- 
sociated with  a severely  comminuted  nasal  frac- 
ture per  se.  The  Leh'ort  II  includes  bilateral  ver- 
tical fractures  of  the  maxilla,  along  with  fractures 
through  the  lacrimal  bones,  floor  of  the  orbit,  and 
pterygoid  plates  (Fig.  3A).  In  contrast,  cranio- 
facial dysfunction  is  produced  by  fracture  lines 
through  the  ethmoids;  hence  separation  of  the 
maxillofrontal  and  zygomaticosphenoid  suture 
lines  (Fig.  3B).  Despite  these  differences,  the 
management  of  the  patient  and  eventual  treat- 
ment of  these  fractures  is  remarkably  similar  in 
most  cases. 

Indications  for  repair 

The  prerequisites  of  proper  surgical  manage- 
ment demand  that  the  acutely  traumatized  pa- 
tient be  first  evaluated  for  any  life-threatening 
injury,  and  that  even  massive  midfacial  features 
should  remain  a secondary  consideration.  Indeed, 
there  are  those  victims  in  whom  upper-airway  ob- 
struction or  posterior  nasal  hemorrhage  demand 
immediate  care,  but  immediately  on  securing  an 
adequate  airway  and  arrest  of  bleeding,  facial 
fracture  evaluation  must  be  delayed  until  neuro- 


FIGURE  2.  LeFort  I fracture. 


surgical,  thoracic,  and  abdominal  trauma  have 
been  ruled  out  or  treated. 

In  general,  surgical  correction  is  carried  out 
to  restore  proper  dental  alignment,  repair  visual 
dysfunction,  correct  nasal  airway  obstruction,  and 
recreate  a pleasing  cosmetic  appearance.  Evalua- 
tion of  these  factors  is  generally  through  obvious 
clinical  signs  and  symptoms  such  as  lack  of  proper 
occlusion,  diplopia,  limitation  of  extraocular  mo- 
tion, and  gross  flattening  or  retrusion  of  the  mid- 
face. Facial  x-ray  films  must  be  obtained  to  de- 
termine the  degree  of  fracture  displacement  and/ 
or  rotation  so  that  one  can  intelligently  plan  the 
surgical  repair.  Water’s  views,  particularly  in 
stereoscopy,  are  the  most  valuable  kind  of  films  to 
obtain,  although  base  and  frontal  views  are  also 
necessary.  Usually  neither  anteroposterior  or 
lateral  tomograms  are  required  unless  one  is  specif- 
ically searching  for  a “blowout”  of  the  orbit  or  a 
cribiform  plate  fracture. 

Timing  the  repair  is  naturally  intertwined  with 
the  general  condition  of  the  patient  as  has  been 
mentioned,  and  frequently  it  is  the  neurologic  con- 
dition of  the  patient  which  is  the  biggest  restric- 
tion. Assuming  an  otherwise  healthy  individual, 
facial  fractures  ought  to  be  treated  as  fractures  in 
any  other  site,  that  is,  the  earlier  the  better.  Fa- 
cial edema  and  ecchymosis  are  not  contraindica- 
tions to  early  repair.  Cerebrospinal  fluid  rhinor- 
rhea  also  should  not  delay  surgery.'*  Once  neuro- 
logic and  medical  clearance  have  been  obtained, 
primary  surgery  can  be  done  relatively  easily  any- 
time within  the  first  three  weeks  after  injury. 
This  is  particularly  true  in  the  older  individual 
who  heals  slowly. 

Methods  of  repair 

In  these,  as  in  any  skeletal  fracture,  proper  re- 
duction and  immobilization  of  displaced  frag- 
ments is  the  hallmark  of  surgical  repair.  Muscle 
pull  on  the  displaced  segments  in  midfacial  frac- 
tures is  minimal,  compared  to  the  mandible  for 
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FIGURE  3.  (A)  LeFort  II  fracture.  (B)  LeFort  III  fracture. 


example,  so  that  stability  should  be  more  readily 
attainable.  Each  case  must  be  individualized,  but 
there  are  some  broad  generalizations  that  can  be 
made  in  regard  to  the  treatment  of  certain  frac- 
ture types. 

Displaced,  nonrotated,  malar  fractures  are 
treated  by  open  reduction  via  a sublabial  approach 
and  elevation  of  the  bone  with  either  a Hegar  dila- 
tor of  proper  size  or  a large  blunt  bone  hook.  The 
instrument  is  directed  at  the  most  lateral  and 
superior  aspect  of  the  sinus  and  force  exerted  up- 
ward and  outward.  If  there  is  no  shattering  of  the 
orbital  floor,  this  is  the  only  maneuver  usually 
necessary,  whereas  if  the  floor  is  involved,  antral 
packing  may  be  employed  for  support.  An  inter- 
nal antrostomy  is  not  done,  and  the  packing  is 
brought  out  through  the  sublabial  incision  (oro- 
antral  fistulas  have  not  been  noted  with  this  tech- 
nic).^ The  packing  is  removed  in  ten  days. 

Whenever  there  is  either  medial  or  lateral  rota- 
tion of  the  malar  bone,  surgical  exploration 
through  a lateral  brow  incision  is  necessary.  This 
enables  manipulation  of  tbe  fragment  simultane- 
ously by  external  digital  pressure,  along  with  rota- 
tion and  elevation  with  a broad  elevator  in  tbe  tem- 
poral fossa.  Moreover,  the  separated  frontozy- 
gomatic  suture  line  can  be  directly  reapproximated 
and  stabilized  with  interosseous  wiring  through 
drill  holes  on  each  side  of  the  suture.  Evaluation 
and  treatment  of  an  associated  orbital  floor  frac- 
ture may  be  done  through  a Caldwell-Euc  ap- 
proach as  already  noted,  or,  if  a marked  deformity 
of  the  infraorbital  ridge  remains  due  to  continued 
dis[)lacement,  a blepbaroplasty-type  skin  incision 
might  be  made  in  the  lower  lid  for  exposure  of  the 


rim  and  similar  direct  interosseous  wiring.  Such 
direct  visualization  of  these  less  easily  reduced 
fractures  has  proved  very  gratifying  in  terms  of 
cosmetic  and  functional  results. 

All  fractures  in  the  LeFort  classification  will 
ordinarily  require  some  form  of  open  reduction  and 
intermaxillary  fixation.  The  one  exception  is  the 
limited,  nondisplaced  horizontal  maxillary  frac- 
ture in  the  edentulous  patient  which  requires  only 
splinting  with  the  patient’s  own  denture.  Seg- 
mental alveolar  and  unilateral  fractures  of  this 
type  respond  well  to  application  of  Erich  arch  bars 
with  intermaxillary  fixation.  Elastic  bands  pro- 
vide excellent  immobilization  and  may  be  reposi- 
tioned at  any  time  to  correct  improper  fracture 
alignment.  Once  this  is  accomplished,  replace- 
ment of  the  bands  by  one  or  two  wires  is  done  on 
each  side.  This  maintains  stabilization,  and  al- 
lows maintenance  of  much  better  oral  hygiene. 

Treatment  of  the  complete,  bilateral,  and  dis- 
placed LeFort  I fracture  is  also  as  described,  but 
should  be  supplemented  with  tracheotomy  and 
wire  suspension  from  the  zygomatic  arches  to  the 
superior  arch  bar.  Wire  suspension  is  easily  done 
by  passing  a 16-gauge  curved  needle  transcutane- 
ously  on  either  side  of  the  zygomatic  arch  down  in- 
to the  buccogingival  sulcus  and  threading  a 26- 
gauge  wire  through  it.  An  exasperating  occurrence 
at  this  point  is  to  have  the  wire  break  while  it  is 
being  tightened  on  to  the  arch  bar.  To  circum- 
vent this  problem,  it  is  best  to  interpose  a separate 
length  of  wire,  loop  it  between  the  twisted  suspen- 
sion wire  and  the  arch  bar,  and  tighten  it  to  the  de- 
sired tension  (Fig.  4).  Should  this  wire  break  dur- 
ing tightening,  or  at  any  time  during  the  course  of 
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treatment,  it  is  no  major  problem  to  reinsert  an- 
other wire  in  its  place,  as  opposed  to  repositioning 
an  entirely  new  suspension  wire. 

More  severe  fractures  of  the  maxilla  are  also 
treated  hy  tracheotomy,  suspension  wiring,  and 
intermaxillary  fixation.  The  pyramidal  (LeFort 
II)  fracture  may  be  handled  exactly  as  that  de- 
scribed for  the  complete  LeFort  I fracture.  With 
craniofacial  dysfunction,  however,  the  nearest 
fixed  point  to  be  used  for  suspension  is  the  lateral 
orbital  process  of  the  frontal  bone  rather  than  the 
zygomatic  arch.  Therefore,  the  hole  drilled 
through  that  process  for  interosseous  fixation  with 
the  zygoma  is  also  used  for  insertion  of  the  sus- 
pension wire.  This  is  then  similarly  attached  to 
the  arch  bar.  Associated  severely  comminuted 
nasal  fractures  are  not  infrequently  present  and 
must  he  treated  separately  by  reduction  with 
transnasal  wire  suturing  over  lead  plates  and  nasal 
packing. 

Presence  of  a normal  mandible  with  adequate 
dentition  allows  proper  intermaxillary  fixation  to 
be  accomplished  with  ease.  When  the  mandible 
is  also  fractured,  or  the  patient  edentulous,  the 
situation  is  somewhat  more  complex.  In  these 
cases,  additional  time  and  care  must  be  taken  for 
interosseous  wiring  of  associated  fragments,  wir- 
ing of  the  upper  denture  to  the  maxilla,  and  cir- 
cumferential wiring  of  the  lower  denture  onto  the 
mandible. 

Postoperative  care  and  complications 

By  the  second  postoperative  day,  most  patients 
are  able  to  tolerate  liquids  by  mouth,  and  fur- 
ther intravenous  feeding  is  unnecessary.  Malar 
fracture  patients  progress  rapidly  to  a full  diet 
without  difficulty,  while  those  patients  with  inter- 
maxillary fixation  have  to  be  maintained  on  a 
high-protein,  full-liquid  diet  throughout  the  six- 
week  course  of  treatment.  Antibiotic  coverage  is 
given  for  ten  days  postoperatively  except  for  those 
patients  who  had  malar  fractures  that  did  not 
require  antral  packing.  Removal  of  the  tracheot- 
omy tube  is  usually  possible  by  the  fifth  day. 
For  those  patients  with  intermaxillary  fixation, 
half-strength  hydrogen  peroxide  mouth  washes  and 
the  use  of  a water-jet  appliance  (Water  Pik)  for 
dental  cleansing  are  encouraged. 

Early  surgical  complications  are  mainly  found  in 
the  complex  midfacial  fractures  where  posterior 
nasal  hemorrhage  and  retrusion  of  the  fracture 
segment  can  occur  secoridary  to  inadequate  stabi- 
lization. Repositioning  may  be  necessary.  If 
tenderness  and  erythema  appear  over  the  cheek, 
an  infected  antral  packing  must  be  suspected  and 
removed. 

Late  complications  such  as  chronic  dacryocys- 
titis, persistent  diplopia,  or  extraocular  muscle 
dysfunctions  require  further  surgical  procedures 
and  are  beyond  the  scope  of  this  presentation. 


FIGURE  4 Two-wire  technic  for  maxillary  suspension 


Summary 

Midfacial  fractures  are  not  uncommon  byprod- 
ucts of  our  violent  society.  Depending  on  the 
force  applied  and  direction  of  the  trauma,  certain 
fracture  groupings  have  been  noted.  These  are 
malar  fractures,  and  the  LeFort  classification  of 
maxillary  fractures.  Treatment  is  abetted  by 
knowledge  of  the  anatomic  lines  of  separation. 

Management  of  these  fractures  must  always  be 
secondary  to  any  intracranial  or  similarly  life- 
threatening  associated  trauma.  Surgery  is  per- 
formed to  restore  dental  alignment,  repair  visual 
dysfunction,  correct  nasal  airway  obstruction,  and 
recreate  proper  appearance. 

Methods  of  actual  surgical  repair  have  been 
given  for  each  fracture  grouping.  The  postopera- 
tive care  of  the  midfacial  fracture  patient,  along 
with  some  frequent  surgical  complications  have 
been  briefly  discussed. 
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ARTHRITIS  AND 
ENLARGED  HEART 

Case  history 

James  T.  Callahan,  M.D.*:  A seventeen-year- 
old  white  female  has  been  followed  in  our  outpa- 
tient department  since  age  eleven  with  the  diag- 
nosis of  juvenile  rheumatoid  arthritis.  Symptoms 
have  included  significant  joint  pain,  particularly 
in  the  hand,  and  episodes  of  abdominal  pain  and 
sore  throat.  During  this  time,  she  has  also  been 
noted  to  have  splenomegaly,  Raynaud’s  phenome- 
non, recurrent  fever,  and  refractory  anemia.  On 
a recent  clinic  visit,  she  complained  of  nonpro- 
ductive cough  for  one  and  one-half  weeks,  swelling 
and  redness  around  the  eyes,  and  generalized 
weakness.  A roentgenogram  of  the  chest  was  or- 
dered and  noted  to  show  abnormal  findings,  and 
she  was  admitted  for  further  evaluation.  Physi- 
cal examination  showed  a thin  girl,  somewhat 
short  for  her  age.  Blood  pressure  was  normal. 
The  pulse  was  120  and  regular.  Eye  grounds  were 
normal,  but  there  was  some  periorbital  swelling. 
The  finger  joints  showed  minimal  swelling  at  the 
proximal  interphalangeal  joints.  The  heart  was 
enlarged,  but  there  were  no  rubs  or  murmurs. 
Tenderness  was  present  in  the  upper  portion  of  the 
abdomen,  but  no  organs  were  palpable. 

The  laboratory  data  included  a hematocrit  of 
31.  Urinalysis  showed  128  mg.  per  100  ml.  pro- 
tein, 80  to  100  red  blood  cells  and  15  to  20  white 
blood  cells  per  high-power  field.  The  twenty- 
four-hour  urine  protein  was  2.9  Gm.;  the  result  of 
urine  culture  was  negative.  The  rheumatoid  fac- 
tor tube  latex  fixation  test  was  1:5,120.  The  re- 
sult ot  the  antinuclear  antibody  test  was  positive 
and  negative  on  two  occasions.  We  have  chest 
films  from  the  j)resent  admission,  hand  films  taken 
about  a year  before,  and  an  upper  gastrointestinal 
series  from  a previous  admission  when  the  patient 

* Resident,  De[)artment  of  Radiology,  Upstate  Medical  Center. 


was  complaining  of  some  epigastric  and  shoulder 
pain  (Figs.  1 and  2). 

Leo  V.  Gould,  M.B.,  Ch.B.f:  The  single  film 
from  the  upper  gastrointestinal  series  shows  no  ab- 
normalities involving  the  gastrointestinal  tract. 
There  is  an  enlarged  spleen,  and  there  is  perhaps 
some  suggestion  of  liver  enlargement  (Fig.  lA). 
The  hand  film  made  prior  to  admission  shows  a 
peculiar  crooking  of  the  little  fingers  bilaterally. 
No  gross  narrowing  of  the  joints  is  noted,  and  no 
definite  erosions  are  seen.  There  appears  to  be 
minor  soft-tissue  swelling  around  the  proximal 
interphalangeal  joints  (Fig.  IB).  The  classic 
changes  of  rheumatoid  arthritis  do  not  appear  to  be 
present.  It  is  also  interesting  that  the  hand 
changes  are  indeed  very  mild  compared  with  the 
number  of  symptoms  the  patient  has  had  involv- 
ing the  joints. 

The  chest  film  on  admission  shows  a generalized 
enlargement  of  the  cardiac  silhouette  which  was 
not  present  on  previous  films.  A pleural  stripe 
is  noted  at  the  right  lateral  inferior  costal  margin 
suggesting  a minor  accumulation  of  pleural  fluid. 
No  overt  pulmonary  edema  is  seen,  but  the  veins 
of  the  upper  lobe  appear  mildly  distended  suggest- 
ing that  there  is  some  elevation  of  pulmonary  ve- 
nous pressure.  There  is  nothing  to  indicate  pneu- 
monia or  atelectasis.  The  lack  of  air  shadows  in 
the  left  upper  quadrant  may  suggest  a continuing 
enlarged  spleen.  The  accompanying  cardiac  scan 
suggests  that  there  is  some  widening  between  the 
central  cardiac  pool  and  the  radioactivity  in  the 
liver  and  spleen.  I believe  that  this  indicates  a 
pericardial  effusion  (Fig.  2). 

The  findings  appear  to  make  the  diagnosis  of 
rheumatoid  arthritis  very  unlikely.  Cardiac  or 
pericardial  involvement  can  occur  in  rheumatoid 
arthritis  but  is  rarely  seen.  Splenic  enlargement 
is  unusual  except  in  Felty’s  syndrome.  In  Still’s 
disease  or  early  juvenile  rheumatoid  arthritis,  there 
may  be  more  evidence  of  constitutional  symp- 
toms in  relation  to  the  arthritis  with  pleural  and 

t Assistant  Professor,  Department  of  Radiology,  Upstate 
Medical  Center. 


2416  New  York  State  Journal  of  Medicine  / October  15,  1971 


FIGURE  1 Barium  study  of  upper  gastrointestinal  tract  done  five  months  before  admission.  Patient  complained 
of  epigastric  and  left  shoulder  pain  Splenomegaly  apparent  (B)  Hand  film  made  fourteen  months  before  hospital 
admission.  Two  previous  studies  showed  less  crooking  of  little  finger 


pericardial  involvement  and  with  splenomegaly. 
But  again,  the  hand  film  does  not  suggest  signifi- 
cant rheumatoid  change.  Moreover,  in  juvenile 
rheumatoid  arthritis,  involvement  of  the  cervical 
spine  is  often  prominent,  and  there  was  no  history 
of  that  here.  A diagnosis  that  I would  consider 
more  likely  would  be  systemic  lupus  erythema- 
tosus. Were  results  of  lupus  erythematosus  prepa- 
rations positive? 

Dr.  Gould's  diagnosis 
Systemic  lupus  erythematosus. 


James  T.  Callahan,  M.D.:  Many  lupus  ery- 

thematosus preparations  were  done  prior  to  this 
hospital  admission,  and  results  were  all  negative; 
but  on  the  fifth  hospital  day  the  patient  had  a 
lupus  erythematosus  preparation  with  positive 
findings  for  the  first  time.  A renal  biopsy  was 
done. 

Bedros  Markarian,  M.D.**:  We  received  a 

needle  biopsy  of  the  kidney  of  this  patient.  Ex- 
amination by  light  microscopy  shows  some  tubular 

**  Assistant  Professor,  Department  of  Pathology,  Upstate 
Medical  Center. 


FIGURE  2.  Chest  film  and  anterior  cardiac  pool  scan  made  after  a 1 millicurie  technetium-99m  albumin  intra- 
venous injection.  Double  arrows  indicate  pleural  stripe  of  free  pleural  fluid.  Scan  demonstrates  pericardial  effusion. 
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atrophy.  Study  of  the  glomerulus  shows  irregular 
focal  scarring  and  focal  fibrinoid  deposits.  Elec- 
tron microscopy  reveals  that  the  deposits  are  sub- 
endothelial  in  location  (Fig.  3).  There  are  also 
some  irregular  deposits  in  the  mesangium.  The 
foot  processes  are  without  lesion.  These  findings 
are  diagnostic  of  an  active  lupus  nephritis. 

Robert  R.  Renner,  M.D.ft:  This  case  illus- 
trates the  range  of  radiographic  findings  in  sys- 
temic lupus  erythematosus.  Polyarthropathy  is 
among  the  most  common  manifestations  of  sys- 
temic lupus  being  present  in  more  than  90  per  cent 
of  these  patients  sometime  during  the  course  of 
their  illness.  The  symptoms  generally  are  consid- 
erably worse  than  objective  joint  findings  and 
consist  of  episodes  of  symmetrical  polyarthralgia 
that  resemble  rheumatic  fever  or  rheumatoid  ar- 
thritis. While  mild  deformities  may  develop,  as 
was  seen  in  the  little  finger  of  this  patient’s  hand, 
erosions,  narrowing  of  joint  spaces,  cystic  changes, 
or  gross  structural  abnormalities  do  not  occur. 

Hepatosplenomegaly  is  rare  in  rheumatoid  ar- 
thritis and  when  present  suggests  Felty’s  syndrome. 
But  hepatomegaly  is  present  in  one-third,  and 
splenomegaly  is  noted  in  15  to  20  per  cent  of  the 
cases  of  systemic  lupus  erythematosus.  Gener- 
alized lymphadenopathy  may  occur  in  half  the 
cases,  and  the  findings  may  suggest  lymphoma. 

Chest  findings  in  systemic  lupus  erythematosus 
can  consist  of  pleural  effusion,  which  may  disap- 
pear rapidly  or  change  from  side-to-side,  and  re- 
current bouts  of  pneumonitis  that  frequently  result 
in  atelectasis.  These  inflammatory  episodes 
usually  are  refractory  to  antibiotic  agents. 
Cardiac  manifestations  are  seen  in  50  per  cent  of 
patients,  with  pericarditis  the  most  frequent. 
Tamponade  and  diffuse  myocarditis  occur  infre- 
quently. 

Lupus  nephritis,  a complication  with  serious 
prognostic  implications,  develops  in  more  than 
half  the  patients  with  this  disease.  Renal  func- 
tion, as  seen  on  the  intravenous  pyelogram,  is  gen- 
erally not  impaired  until  late  in  lupus  nephritis, 
however.  The  kidneys  are  usually  of  normal  size 
but  infrequently  may  be  slightly  enlarged. 

This  patient  had  several  interesting  clinical 
findings  that  led  to  radiographic  examination. 
These  included  episodes  of  abdominal  pain,  ap- 
parently secondary  to  serositis.  Results  of  barium 
studies  in  this  patient  were  negative.  Such  epi- 
sodes of  pain  are  well  documented  and  may  lead 
to  unnecessary  surgery  if  misinterpreted.  The 
symptom  of  sore  throat  with  negative  findings  on 
culture  has  been  described  and  is  apparently  the 
result  of  cricoarytenoid  arthritis.  Episodic  pleural 
pain  may  be  noted  without  evidence  of  pleuritis  or 
pleural  effusion.  Mental  or  neurologic  dysfunc- 
tion, which  may  lead  to  neuroradiologic  proce- 
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FIGURE  3.  Electron  micrograph  of  glomerular  capil- 
lary with  intact  basement  membrane  (BM)  and  foot  pro- 
cesses (FP).  Subendothelial  deposits  (D)  would  give  this 
capillary  typical  "wire  loop"  appearance.  Monocyte 
(M)  is  in  capillary  lumen  (X4.600). 

dures,  develops  in  about  one  fourth  of  the  patients. 

The  laboratory  findings  of  systemic  lupus  ery- 
thematosus include  a mild  to  moderate  anemia, 
a moderate  leukopenia,  thrombocytopenia,  and 
mild  elevated  erythrocyte  sedimentation  rate. 
The  disease  produces  numerous  abnormal  anti- 
bodies. The  demonstration  of  antinuclear  fac- 
tor antibodies  is  now  used  as  a screening  test. 
Almost  all  cases  of  systemic  lupus  have  antinuclear 
factor  antibodies,  but  the  test  is  not  specific  for 
systemic  lupus  erythematosus.  High  titers  of 
rheumatoid  factor  may  be  present,  and  the  result 
of  a lupus  erythematosus  preparation  is  almost 
always  positive  sometime  in  the  course  of  the  dis- 
ease. 

The  cause  of  systemic  lupus  erythematosus 
remains  obscure.  Formerly,  it  was  thought  to 
be  a disease  of  autosensitization,  but  now  there 
is  known  to  be  a genetic  factor,  and  there  is  ques- 
tion concerning  a viral  cause.  Certain  drugs  such 
as  procainamide,  anticonvulsants  (Dilantin),  and 
the  hydrazides  may  induce  a lupus-like  syndrome. 
It  is  known  that  mice,  dogs,  and  human  individ- 
uals can  show  a full  spectrum  of  this  disease. 

Final  diagnosis 

Systemic  lupus  erythematosus. 
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Pycnodysostosis  is  a fascinating  variant  of  a rela- 
tively rare  disease,  osteopetrosis.  The  lack  of 
available  data  regarding  this  specific  entity  may  be 
a reflection  of  the  practice  of  reporting  osteopetro- 
sis and  failure  to  refine  further  the  diagnosis  be- 
cause of  the  average  practitioner’s  unfamiliarity 
with  this  variant. 

Osteopetrosis,  or  Albers-Schonberg  disease,  was 
described  in  1904  as  a condensing  bone  disorder  un- 
associated with  an  underlying  disease. 

Maroteaux  and  Lamy  in  1962^  described  a vari- 
ant which  they  called  pyknodysostosis  and  which 
exhibited  a distinct  clinical  picture  with  asso- 
ciated specific  skeletal  anomalies.  In  1965  Maro- 
teaux and  Lamy-  advanced  the  theory  that  the 
medical  condition  that  had  a significant  influence 
on  the  genius  of  Toulouse-Lautrec  was  pycnodys- 
ostosis. 

Thirty-four  cases  have  been  reported.  Cases 
have  been  reported  in  England,  Africa,  and  Egypt 
in  both  Caucasians  and  nonwhites.  Only  5 
cases  have  been  previously  reported  in  America: 
a twenty-one-year-old  Negro  female  with  char- 
acteristic findings  reported  by  Shuler  in  1963,'  a 
sixteen-year-old  white  female  reported  by  Elmore 
et  al.  in  1966,®  and  3 Negro  females,  ages  twenty- 
two,  twenty-eight,  and  thirty-eight,  reported  by 
Dusenberry  and  Kane  in  1967.® 

This  report  represents  the  thirty-fifth  case  in  the 
world  literature,  only  the  sixth  case  in  the  Ameri- 
can literature,  and  the  first  American  in  the  early 
pediatric  age  group. 


Case  report 

A four-year-old  Negro  female  was  admitted  be- 
cause of  prolonged  epistaxis.  She  had  a history  of 
a recent  cold. 

Physical  examination  revealed  a well-nourished 
female  of  short  stature  with  recessive  jaw  and  prom- 
inent skull.  The  fingers  and  toes  were  stubby, 
and  the  patient  had  blue  sclerae.  An  enlarged 
spleen  and  liver  were  palpated. 

Laboratory  examinations  revealed  a hemoglobin 
of  10.2  Gm.  per  100  ml.  and  a platelet  count  of 
50,000.  Serum  iron  was  194  micrograms  per  100 
ml.  Sickle-cell  preparation  revealed  negative  find- 
ings. Results  of  both  direct  and  indirect  Coombs’ 
tests  were  negative.  The  reticulocyte  count  ranged 
from  2.8  to  8.3  per  cent  during  hospitalization. 

The  child  had  four  siblings  who  were  normal  in 
appearance  and  development.  Father  and  mother 
were  twenty-three  years  of  age,  were  normal,  and  in 
good  health. 

The  epistaxis  was  controlled  with  nasal  packing 
and  epinephrine,  and  the  anemia  was  treated  with 
blood  transfusions.  The  patient  was  discharged 
improved  with  a diagnosis  of  pycnodysostosis, 
chronic  anemia  probably  secondary  to  myelosclero- 
sis, and  epistaxis. 

Comment 

Pycnodysostosis  is  characterized  by  a family 
pattern  suggesting  a homozygous  autosomal  re- 
cessive gene.  Maroteaux  and  Lamy’^  suggested 
that  the  gene  was  possibly  sex  linked.  Elmore  et 
al.^  using  karyotype  analysis,  suggested  that  the 
gene  is  located  on  a short  arm  of  a small  acrocentric 
chromosome,  probably  G 22. 

A rate  of  parental  consanguinity  of  approximate- 
ly 20  per  cent  was  found  in  26  cases  documented 
by  Maroteaux  and  Lamy.'^ 

Diagnostic  physical  characteristics  include  vary- 
ing degrees  of  shortness,  adults  exhibiting  heights 
of  less  than  5 feet  5 inches;  large  cranium  with  open 
fontanelles  and  frontal  bossing;  small  face  with  re- 
ceding chin;  and  small  stubby  hands  and  feet. 

Other  less  frequently  reported  physical  findings 
are  abnormal  dentition  (double  rows  of  teeth), 
blue  sclera,  coxa  vara  or  coxa  plana  deformity,  and 
deformities  of  the  skeletal  structures  secondary  to 
healed  fractures. 

Roentgenographic  findings  include  dense  bones 
(Figs.  1 and  2),  large  skull  with  open  fontanelles 
and  widened  cranial  sutures  (Fig.  lA),  obtuse  man- 
dibular angle  frequently  almost  180  degrees  pro- 
ducing a receding  chin  (Fig.  IB),  hypoplasia  of  the 
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FIGURE  1.  (A)  Anteroposterior  view  of  skull  shows 

evidence  of  dense  bones  and  open  fontanelles.  (B) 
Lateral  view  of  skill  showing  markedly  obtuse  angles  of 
mandible  producing  receding  chin. 

phalanges  of  the  hands  and  feet  (Fig.  2A)  and  un- 
derdevelopment of  the  distal  clavicles  (Fig.  2B), 
and  unaerated  or  absent  paranasal  sinuses. 

Other  clinical  findings  reported  as  differential 
points  include  normal  laboratory  values,  bone 
biopsy  showing  abnormally  dense  cortical  bone 
with  tiny  haversian  canals  and  coarse  fiber  bone 
simulating  osteopetrosis,  and  persisting  mineral- 
ized osteochondroid-filled  potential  marrow  space. 


Dusenberry  and  Kane^  emphasized  the  absent 
paranasal  sinuses  and  increased  angulation  of  the 
acetabula,  features  not  previously  stressed  in  the 
literature. 

Elmorei'^  indicated  in  his  review  of  33  cases  that 
none  had  exhibited  signs  of  extramedullary  he- 
matopoiesis. In  fact,  he  had  found  no  reports  of 
this  entity  in  the  literature  and  used  this  as  a dif- 
ferential point  to  distinguish  cases  of  pycnodysos- 
tosis  from  osteopetrosis. 

In  the  present  report  we  believe  we  have  the  first 
reported  case  of  pycnodysostosis  with  findings  of 
extramedullary  hematopoiesis,  namely,  spleno- 
megaly and  anemia. 

While  cleidocranial  dysostosis  has  been  included 
in  the  list  of  differential  diagnoses  in  previous  re- 
ports of  pycnodysostosis,  the  dense  bone  findings 
definitely  eliminate  this  entity,  and  the  skull, 
mandible,  and  peripheral  digital  findings  eliminate 
the  usual  case  of  osteopetrosis. 

Certainly  the  findings  in  this  case  would  tend  to 
support  and  reinforce  the  contentions  of  Maroteaux 
and  Lamy2  and  the  earlier  investigators'^  that 


FIGURE  2.  (A)  Hands  and  feet  showing  hypoplasia  of 

phalanges.  (B)  Roentgenogram  of  chest  showing  under- 
development of  distal  clavicles  and  dense  bones. 
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pycnodysostosis  represents  a distinct  variant  of 
osteopetrosis. 

Summary 

The  first  reported  case  of  pycnodysostosis  with 
hepatosplenomefjaly  and  anemia  is  presented. 
'I'he  literature  is  reviewed,  and  the  observation 
that  this  very  interesting  condition  represents  a 
true  variant  of  osteopetrosis  is  supported. 
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FDA  probes  worm  probes 

Electrical  probes  used  to  force  worms  from  the  ground 
are  dangerous  devices  which  have  the  potential  to  elec- 
trocute the  user,  the  Food  and  Drug  Administration 
warns.  Worm  probes  have  been  sold  by  a number  of 
mail  order  specialty  houses.  The  electrical  devices  have 
caused  two  deaths  and  may  be  responsible  for  eight  other 
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electrocutions.  A ten-year-old  Riverton,  Wyoming  boy 
and  a fifteen-year-old  Denver  youth  died  in  accidents 
involving  worm  probes.  The  two  boys  were  electrocuted 
when  they  accidentally  came  into  contact  with  rods  or 
stepped  on  wet  ground  in  the  area  being  probed.  As 
many  as  30,000  of  the  devices  are  estimated  to  have  been 
sold.  Many  more  home-made  versions  of  the  device, 
which  are  considered  even  more  dangerous,  are  being 
used. 
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Although  the  cause  of  leukemia  in  human  beings 
remains  unknown,  the  relationship  of  this  disease 
to  irradiation  and  chemical  exposure  has  been 
demonstrated.'  Engel  et  a/. “ reported  a case 
of  chronic  myelogenous  leukemia  associated  with 
Philadelphia  chromosome  in  a patient  who  had 
received  irradiation  for  bronchogenic  carcinoma. 
Wildhack'^  observed  the  development  of  mono- 
cytic leukemia  after  treatment  of  myosarcoma 
with  irradiation  and  chemotherapy.  The  following 
case  of  acute  leukemia  which  occurred  in  a patient 
after  treatment  with  an  alkylating  agent  and  radio- 
therapy emphasizes  the  importance  of  continued 
investigation  of  these  relationships. 

Case  report 

The  patient,  a fifty-seven-year-old  white  male, 
was  well  until  March,  1963,  when  he  developed 
shortness  of  breath.  Two  months  later,  he  was  ad- 
mitted to  another  hospital  where  a chest  x-ray 
examination  revealed  a lesion  in  the  left  lung  (Fig. 
1).  Thoracotomy  on  May  20,  1963,  disclosed  in- 
filtrating adenocarcinoma  of  the  left  lung  involv- 
ing the  pericardium  and  the  visceral  and  parietal 
pleuras  (Fig.  2A).  Following  this,  the  patient 
received  2,800  and  3,000  rads  of  Cobalt  60,  respec- 
tively, through  posterior  and  anterior  14  by  16-cm. 
ports  in  the  chest  over  a five-week  period.  This 
therapy  was  given  in  23  treatments.  He  was  dis- 
charged to  the  care  of  his  family  physician.  From 
1963  to  1968  he  received  triethylenethiophosphor- 
amide  (Thiotepa)  parenterally,  30  to  45  mg.  per 
week,  at  one-  to  three-week  intervals.  He  com- 
plained only  of  dry  cough  and  continued  to  work  as 
a machine  oi)erator. 


In  1965,  oral  quinidine  therapy  was  begun  be- 
cause of  cardiac  arrhythmias.  For  moderately 
severe  anemia,  cyanocobalamin  (Redisol)  and  folic 
acid  (Folvite)  were  given  without  benefit.  Four 
units  of  blood  were  subsequently  administered. 
On  February  24,  1968,  he  was  readmitted  to  the 
same  hospital  because  of  chest  pain  and  weakness. 
Therapy  included  transfusion  of  4 more  units  of 
blood. 

The  patient,  at  age  sixty-two,  was  admitted  to 
Queens  Hospital  Center  for  the  first  time  on  March 
11,  1968,  with  the  chief  complaints  of  shortness  of 
breath  and  abdominal  distention  for  the  preceding 
seven  days. 

There  was  no  family  history  of  blood  disease. 
The  patient  denied  exposure  to  toxic  substances 
or  chemicals.  He  was  most  recently  employed  as 
a machine  operator  and  had  also  been  a longshore- 
man at  one  time.  There  was  a history  of  penicil- 
lin allergy.  He  did  not  smoke  cigarets  or  drink 
alcoholic  beverages.  There  was  no  history  of 
bleeding  at  any  time. 

Pertinent  physical  findings  revealed  rectal  tem- 
perature was  100  F.,  mild  icterus,  atrial  fibrilla- 
tion, diminished  breath  sounds  over  the  left  lung 
posteriorly,  enlarged  liver  to  4 cm.  below  the  right 
costal  margin,  abdominal  fluid  wave,  and  3 plus 
pitting  edema  of  the  lower  part  of  the  legs.  The 
upper  extremity  venous  pressure  was  26  cm.  of 
water.  The  arm-to-tongue  circulation  time  was 
23  seconds. 

Hematologic  examination 

Laboratory  studies  disclosed  the  following  val- 
ues; hemoglobin  8.4  Cm.  per  100  ml.;  hematocrit 
25;  red  blood  cell  count  4.27  million  per  cubic  milli- 
meter; reticulocytes  1.2  per  cent;  platelets  94,000 
per  cubic  millimeter;  and  white  blood  cell  count 
3,300  per  cubic  millimeter  with  45  per  cent  pseudo- 
Pelger-Huet  cells  and  55  per  cent  lymphocytes  (Fig. 
2B).  There  were  5 nucleated  red  cells  per  100 
white  blood  cells.  The  peripheral  smear  showed 
occasional  macrocytes,  target  cells,  and  tear-drop 
forms.  A bone-marrow  aspiration  test  showed  nor- 
mal cellularity  with  numerous  normoblasts  with 
fragmented  nuclei,  diminished  numbers  of  mega- 
karyocytes, and  increased  stainable  iron.  The 
marrow  differential  cell  count  included  6.7  per  cent 
myeloblasts;  8.7  per  cent  promyelocytes;  28.7  per 
cent  neutrophilic,  4.3  per  cent  eosinophilic,  and 
0.3  per  cent  basophilic  myelocytes;  6.3  per  cent 
lymphocytes;  1.7  per  cent  pseudo-Pelger-Huet 
cells;  0.3  per  cent  reticulum  cells;  4.3  per  cent 
pronormoblasts;  and  39.3  per  cent  normoblasts. 
No  segmented  neutrophils  were  seen.  The  my- 
eloid-erythroid  ratio  was  1.1:1. 

Other  laboratory  data 

Additional  laboratory  studies  disclosed  the  fol- 
lowing values:  serum  haptoglobin  154  mg.  per  100 


2422  New  York  State  Journal  of  Medicine  / October  15,  1971 


ml.;  serum  B12  BOO  picograms  per  milliliter; 
serum  folic  acid  3.2  nanograms  per  milliliter; 
serum  uric  acid  6.2  mg.  per  1(K)  ml.;  serum  iron 
108  micrograms  per  1(K)  ml.;  total  iron-binding 
capacity  368  micrograms  per  UK)  ml.;  total  serum 
bilirubin  2 mg.  per  100  ml.;  total  serum  protein 
6.1  Gm.  per  100  ml.  (albumin  3.4  and  globulin 
2.7);  serum  alkaline  phosphatase  21  King-Arm- 
strong  units;  serum  blood  urea  nitrogen  17  mg.  per 
100  ml.;  serum  glutamic  pyruvic  transaminase 
26  units;  serum  glutamic  oxaloacetic  transaminase 
45  units;  and  serum  lactic  dehydrogenase  165 
units.  Results  of  Coombs’  tests  (direct  and  in- 
direct), autohemolysis,  screening  test  for  paroxys- 
mal nocturnal  hemoglobinuria,  blood  serology, 
and  reagent  tablet  (Hematest)  examination  of 
stool  were  all  negative.  The  levels  of  red  blood  cell 
G-6-P-D,  serum  protein  electrophoresis,  thymol 
turbidity,  serum  calcium,  phosphorus,  and  cho- 
lesterol were  within  normal  limits.  I'he  urine  ex- 
amination showed  1 plus  proteinuria  and  a normal 
sediment. 

Chest  x-ray  examination  disclosed  atelectasis  of 
the  left  lung  with  tracheal  shift  to  the  left.  An  x- 
ray  film  of  the  abdomen  showed  enlarged  liver  and 
a “ground  glass’’  appearance  suggestive  of  ascites. 
A liver  scan  showed  hepatomegaly  and  was  sus- 
picious for  the  presence  of  metastases.  An  electro- 
cardiogram showed  atrial  fibrillation. 

The  patient  was  given  2 blood  transfusions  and 
also  received  digoxin  (Lanoxin),  meralluride  (Mer- 
cuhydrin),  and  furosemide  (Lasix).  His  general 
condition  improved.  Following  discharge  he  was 
given  folic  acid  and  pyridoxine  hydrochloride 
(Hexa-Betalin)  therapy  at  home. 

He  was  readmitted  on  April  10,  1968,  because  of 
recurrent  weakness,  shortness  of  breath,  hemop- 
tysis, and  swelling  of  the  legs.  The  neck  veins  were 
distended.  A 2 by  3-cm.  subcutaneous  mass  was 
noted  beneath  the  left  breast.  X-ray  films  of  the 
bones  showed  normal  findings.  A Tine  test  result 
was  negative.  Hematologic  laboratory  values  were 
as  follows:  hematocrit  22  per  cent;  hemoglobin  6.8 
Gm.  per  100  ml.;  white  blood  count  5,600  per  cubic 
millimeter;  reticulocyte  count  2.8  per  cent;  and 
platelet  count  70,000  per  cubic  millimeter. 

The  white  blood  cell  differential  at  this  point 
showed  31  per  cent  blast  forms,  22  per  cent  pseudo- 
Pelger-Huet  cells,  43  per  cent  lymphocytes,  4 per 
cent  monocytes,  and  15  nucleated  red  cells  per 
100  white  blood  cells  (Fig.  2C).  Bone-marrow 
aspiration  disclosed  the  following  differential: 
myeloblasts  24  per  cent;  promyelocytes  15.3  per 
cent;  neutrophilic  10.7  per  cent  and  eosinophilic 
myeloc>1;es  3.7  per  cent;  pseudo-Pelger-Huet  cells 
3.3  per  cent;  lymphocytes  4 per  cent;  plasma  cells 
0.3  per  cent;  reticulum  cells  2 per  cent;  and  normo- 
blasts 37.7  per  cent  (Fig.  2D).  Megakaryocytes 
were  decreased  in  number.  The  myeloid-erythroid 
ratio  was  1.5:1.  A transfusion  of  2 units  of  blood 


FIGURE  1.  Tomogram  taken  May  14,  1963,  showing 
lower  lobe  of  left  lung  and  upper  mediastinal  mass. 


was  given.  The  patient  was  discharged  with  mild 
subjective  improvement. 

The  final  admission  occurred  on  May  5,  1968, 
when  the  patient  noted  hemoptysis,  swelling  of 
abdomen  and  ankles,  shortness  of  breath,  and 
cough.  A subcutaneous  mass  on  the  thorax  pos- 
teriorly, a pericardial  friction  rub,  and  Horner’s 
syndrome  were  noted.  The  hematocrit  was  22, 
and  the  white  blood  cell  count  was  9,700  per  cubic 
millimeter.  The  differential  white  blood  count 
showed  84  per  cent  blast  cells,  6 per  cent  pseudo- 
Pelger-Huet  cells,  and  10  per  cent  lymphocytes. 
There  were  5 nucleated  red  cells  per  100  white 
blood  cells.  The  platelet  count  was  24,000  per 
cubic  millimeter. 

A bone-marrow  aspiration  test  revealed  the  fol- 
lowing differential  cell  count:  myeloblasts  37  per 
cent;  promyelocytes  19.3  per  cent;  neutrophilic 
myelocytes  3.3  per  cent  and  eosinophilic  myelo- 
cytes 1 per  cent;  pseudo-Pelger-Huet  cells  1 per 
cent;  polymorphonuclear  eosinophils  0.3  per  cent 
and  basophils  0.3  per  cent;  lymphocytes  8.3  per 
cent;  plasma  cells  0.3  per  cent;  reticulum  cells  2.3 
per  cent;  pronormoblasts  1.3  per  cent;  and  normo- 
blasts 25.7  percent.  Megakaryocytes  were  absent. 
The  myeloid-erythroid  ratio  was  2.3: 1. 

A preparation  from  the  bone  marrow  revealed  no 
evidence  of  Philadelphia  or  other  abnormal 
chromosomes.  The  patient  received  6 blood  trans- 
fusions, but  his  condition  deteriorated  progres- 
sively. Treatment  with  vincristine  sulfate  (On- 
covin) and  cyclophosphamide  (Cytoxan)  was  be- 
gun May  28,  1968,  but  the  patient  died  May  30, 
1968.  Permission  for  autopsy  was  not  granted. 

Comment 

This  patient  developed  acute  leukemia  five  years 
after  radiation  treatment  for  adenocarcinoma  of 
the  lung  and  initiation  of  continuous  treatment 
with  triethylenethiophosphoramide.  The  pos- 
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sibility  is  thus  raised  that  irradiation,  chemo- 
therapy, or  both  had  a role  in  the  development  of 
the  leukemia. 

There  is  considerable  evidence  in  the  literature 
that  in  patients  with  bone-marrow  hypoplasia  from 
any  cause  leukemia  may  develop  subsequently, 
regardless  of  the  cause  of  the  hypoplastic  state. 
Such  a series  of  events  has  been  reported  in  as- 
sociation with  chloramphenicol,  benzene  toxicity, 
and  Fanconi’s  hypoplastic  anemia.''^  Irradia- 
tion, which  may  cause  aplastic  anemia  in  man, 
can  also  induce  leukemia. 

Hypoplasia  of  the  bone  marrow  was  never  docu- 
mented in  our  patient,  in  whom  pancytopenia  was 
noted  in  the  presence  of  a cellular  marrow.  How- 
ever, the  existence  of  hypoplastic  marrow  at  an 
earlier  time  cannot  he  excluded. 

The  relationship  of  radiation  to  leukemia  has 
been  established,  but  it  is  not  clear  whether  this 
relationship  is  a threshold  or  linear  one.  It  has 
been  suggested  that  the  threshold  dose  is  probably 
less  than  80  rads  to  the  entire  bone  marrow,  based 
on  data  from  Hiroshima.*^  Court-Brown  and  Doll' 
indicated  that  there  was  no  threshold  dose  but  that 
30  to  50  r to  the  whole  marrow  would  double  the 
expected  incidence  of  leukemia.  The  patients  in 
their  series  received  irradiation  over  the  vertebrae 
for  spondylitis  and  may  be  comparable  to  our  pa- 
tieht,  who  was  given  radiotherapy  to  the  chest. 

The  development  of  acute  leukemia  in  this  pa- 
tient is  documented  by  the  appearance  of  blast 
cells  in  the  peripheral  blood  and  bone  marrow. 
Of  interest  was  the  presence  of  neutrophils  with 
unsegmented  nuclei  resembling  the  heritable  and 
benign  Pelger-Huet  anomaly  of  the  homozygous 
type.  Dorr  and  Moloney*^  described  the  presence 
of  these  cells  in  patients  with  acute  leukemia, 
chronic  myelogenous  leukemia,  and  myeloid  meta- 
plasia. In  these  situations  they  were  referred 
to  as  pseudo-Pelger-Huet  cells.  Nucleated  red 
cells  with  multilobed  and  fragmented  nuclei,  simi- 
lar to  those  described  in  erythroleukemia,  were 
also  seen  in  the  peripheral  blood. ^ 

The  possibility  that  the  abnormal  white  blood 
count  represents  a leukemoid  reaction  to  the  pres- 
ence of  metastatic  carcinoma  or  unidentified  in- 
fection cannot  be  entirely  excluded,  but  seems 
remote.  The  finding  of  large  numbers  of  blast 
cells  in  the  peripheral  blood  and  marrow,  as  well 
as  the  occurrence  of  thrombocytopenia,  anemia, 
and  erythroblastosis  would  favor  the  diagnosis  of 
acute  leukemia. 

The  leukemias  associated  with  irradiation  are 
usually  myeloblastic,  although  the  chronic  granu- 
locytic form  also  occurs.  The  peak  incidence  is 
seen  four  to  eight  years  after  irradiation.*'*  Chronic 
lymphocytic  leukemia  is  apparently  unrelated  to 
radiation  exposure."  The  mechanism  of  leukemo- 
genesis  is  unclear,  but  animal  studies  have  shown 
the  pre.sence  of  a filtrable  leukemogenic  agent  in 
the  tissues  of  irradiated  mice.*''’  Perhaps  activa- 


tion of  a virus  is  involved.  The  karyotype  of  leu- 
kemic cells  is  frequently  abnormal,  and  chromo- 
somal alteration  of  mammalian  cells  by  viral 
agents  has  been  described.**  *'*  Presistent  chromo- 
somal changes  are  also  known  to  occur  in  persons 
after  irradiation,  and  these  changes  may  be  asso- 
ciated with  the  greater  frequency  of  leukemia 
known  to  exist.  Chronic  myelogenous  leukemia 
was  diagnosed  three  years  after  irradiation  for 
bronchogenic  carcinoma  in  a patient  who  displayed 
Philadelphia  and  other  abnormal  chromosomes.** 

The  induction  of  leukemia  by  chemical  agents 
is  apparently  infrequent.  The  benzol  compounds 
represent  the  best-documented  material  known  to 
have  caused  leukemia  in  human  beings.*'*  As 
mentioned  previously,  any  agent  which  causes 
bone-marrow  depression  may  have  leukemogenic 
potential.  Other  mechanisms  by  which  chemical 
substances  may  cause  leukemia  include  chromo- 
somal damage  and  the  enhancement  of  cellular 
infection  by  a virus.***  Chemicals  may  act  in  con- 
cert with  irradiation  to  produce  leukemia  in  ani- 
mals. *“*  The  case  reported  by  Wildhack,***  in  which 
monocytic  leukemia  developed  in  a patient  after 
treatment  with  irradiation  and  an  alkylating 
agent,  suggests  that  such  a situation  may  also 
exist  in  human  beings. 

It  has  also  been  shown  that  alkylating  agents, 
including  triethylenethiophosphoramide  were  car- 
cinogenic in  a particular  strain  of  mouse.  *^  These 
agents  react  with  important  cell  constituents,  such 
as  proteins  or  nucleic  acids,  but  the  exact  mecha- 
nism of  carcinogenicity  is  unknown. 

The  development  of  acute  leukemia  in  this  pa- 
tient following  irradiation  and  chemotherapy  thus 
raises  the  possibility  that  one  or  both  of  these 
therapies  may  have  had  an  etiologic  role  in  the  de- 
velopment of  the  disease.  Information  in  the 
medical  literature  obtained  from  clinical  observa- 
tions as  well  as  animal  experiments  lends  support 
to  this  possibility.  Additional  reporting  of  such 
relationships  by  others  is  encouraged. 

Summary 

In  a patient  who  received  irradiation  for  lung 
cancer,  and  who  was  subsequently  treated  for  near- 
ly five  years  with  triethylenethiophosphoramide, 
acute  leukemia  developed  at  the  end  of  that  time. 
The  relationship  of  leukemia  to  preceding  irradia- 
tion and  chemotherapy  is  discussed. 

82-68  164tH  Street 
Jamaica,  New  York  11432 
(DR.  SOLOMON) 

References 

1.  Brauer,  M.  J.,  and  Dameshek,  W.:  Hypoplastic  anemia 
and  myeloblastic  leukemia  following  chloramphenicol  therapy, 
New  England  J.  Med.  277:  1003  (1967). 

2.  Cohen,  T.,  and  Creger,  W.  P.:  Acute  myeloid  leukemia 
following  seven  years  of  aplastic  anemia  induced  by  chloram- 
phenicol, Am.  J.  Med.  43:  762  (1967). 

3.  Vigliani,  E.  C.,  and  Saita,  G.:  Benzene  leukemia.  New 
England  J.  Med.  271:  872  (1964). 


2424  New  York  State  Journal  of  Medicine  / October  15,  1971 


FIGURE  2.  (A)  Histologic  section  of  pleural  tumor  nodule  showing  adenocarcinoma.  May  20,  1963,  (hematoxylin 

and  eosin  stain  X 185).  (B)  Pseudo-Pelger-Huet  cell,  March  22,  1968;  (C)  blast  cell,  peripheral  blood,  April  16, 

1 968,  and  (D)  marrow  aspiration  showing  blast  cells,  April  1 7,  1 968  (Wright's  stain  X 600). 


4.  Garriga,  S,,  and  Crosby,  VV.  H,:  Incidence  of  leukemia 
in  families  of  patients  with  hypoplasia  of  the  marrow,  Blood 
14:1008(1959). 

5.  Cronkite,  E.  P.,  Moloney,  VV.,  and  Bond,  V.  P.:  Radia- 
tion leukemogenesis,  analysis  of  problem.  Am.  J.  Med.  28:  673 
(1960). 

6.  Lawrence,  J.  S.:  Is  there  incriminating  evidence  for  . . . 
irradiation  leukemogenesis,  J. A. M. A.  190:  1049(1964). 

7.  Court-Brown,  VV.  M.,  and  Doll,  R.:  Leukemia  and 

aplastic  anemia  in  patients  irradiated  for  ankylosing  spondy- 
litis, Medical  Research  Council,  report  no.  295,  London,  His 
Majesty’s  Stationery  Office,  1957. 

8.  Dorr,  A.  D.,  and  Moloney,  VV.  C.:  Acquired  pseudo- 

Pelger  anomaly  of  granulocytic  leukocytes.  New  England  J. 
Med.  261:  742  (1959). 

9.  VVintrobe,  M.  M.;  Clinical  Hematology,  6th  ed.,  Phila- 
delphia, Lea  & Febiger,  1967,  p.  1026. 

10.  Ibid.:  P.1033. 

11.  Engel,  E.,  Flexner,  J.  M.,  Engle-de-Montmollin,  M. 
L.,  and  Frank,  H.  E.:  Blood  and  skin  chromosomal  alterations 


of  a clonal  type  in  a leukemic  man  previously  irradiated  for  a 
lung  carcinoma.  Cytogenetics  3:  228  (1964). 

12.  VVildhack,  R.:  Monozytenleukamie  mit  gamma-G 

paraproteinamie  nach  rontgennachbe  strahlung  und  zytostatis- 
cher  behandlung  eines  myosarkoms,  Deutsche  med.  VVchnschr. 
92:  255  (1967). 

13.  Heyssel,  R.  M.,  et  ai:  Leukemia  in  Hiroshima  atomic 
bomb  survivors.  Blood  15:  313  (1960). 

14.  Nowell,  P.  C.,  and  Hungerford,  D.  A.;  The  etiology  of 

leukemia:  some  comments  on  current  studies.  Seminars 

Hemat.  3:  114  (1966). 

15.  Haranghera,  N.,  and  Peled,  A.:  Mechanism  of  radia- 
tion action  in  leukemogenesis:  isolation  of  a leukemogenic 

filtrable  agent  from  tissues  of  irradiated  and  normal  C57BL 
mice,  Brit.  J.  Cancer  21:  730  (1967). 

16.  Grossbard,  L.,  et  at.:  Acute  leukemia  with  Ph’-like 

chromosome  in  an  LSD  user,  J.A.M.A.  205:  791  (1966). 

17.  VV’eisburger,  E.  K.:  Carcinogenicity  of  alkylating 

agents,  Public  Health  Rep.  81:  772  (1966). 


October  1 5,  1971  / New  York  State  Journal  of  Medicine  2425 


COEXISTENCE  OF 
SICKLE-CELL  ANEMIA 
AND  RHEUMATIC 
HEART  DISEASE* 


JAMES  T.  MAZZARA.  M.O. 

New  York  City 

GODFREY  C.  BURNS,  M.D. 

New  York  City 

HILTRUD  S.  MUELLER,  M.D. 

New  York  City 

STEPHEN  M.  AYRES,  M.D. 

New  York  City 

From  the  Department  of  Medicine  and  the  Cardiopulmonary 
Laboratory,  St.  Vincent's  Hospital  and  Medical 
Center  of  New  York 

Sickle-cell  anemia  and  chronic  rheumatic  heart 
disease  are  relatively  common  conditions,  but  their 
coexistence  is  considered  a rare  occurrence.  Few 
well-documented  reports  of  patients  having  both 
diseases  appear  in  the  literature.^”*  The  supposed 
rarity  of  combined  disease  is  probably  due  to  the 
conclusion  that  cardiac  findings  in  anemic  patients 
are  due  to  hemodynamic  alterations  rather  than  to 
organic  heart  disease.  Chronic  anemia  charac- 
teristically produces  an  increase  in  cardiac  out- 
put and  heart  rate,  decreased  peripheral  vascular 
resistance,  cardiac  enlargement,  and  systolic  mur- 
murs.A number  of  clinical  studies  have  demon- 
strated that  the  physical  signs  of  mitral  and  aortic 
valvular  disease  may  be  present  in  sickle-cell  dis- 
ease alone,  although  most  of  these  studies  have 
not  excluded  rheumatic  heart  disease  with  precise 
hemodynamic  technics. 

We  have  recently  studied  a young  Negro  woman 
with  sickle-cell  disease  and  certain  cardiac  mani- 
festations. Although  a number  of  observers  con- 
sidered all  of  her  cardiac  manifestations  to  be  re- 
lated to  her  chronic  anemia,  physiologic  studies 
clearly  demonstrated  associated  rheumatic  mitral 
and  aortic  valvular  disease.  This  case  report 
presents  hemodynamic,  radiographic,  and  phono- 

* .Supported  in  part  by  U.S.  Public  Health  .Service,  National 
Heart  Institute 'training  (Irant  .')-T01  He-O.'ibHb. 


cardiographic  studies  in  this  patient,  emphasizes 
the  difficulty  in  diagnosing  organic  heart  disease 
in  the  presence  of  anemia,  and  discusses  the  im- 
portance of  determining  the  presence  of  rheumatic 
valvular  disease  in  a patient  with  sickle-cell 
anemia. 

Case  report 

A twenty-one-year-old  Negro  woman  with 
known  sickle-cell  anemia  was  hospitalized  on  Oc- 
tober 2,  1967,  with  fever  and  polyarthralgia.  A 
diagnosis  was  made  of  acute  rheumatic  fever.  The 
patient  improved  with  bed  rest  and  salicylate  ther- 
apy. At  twelve  years  of  age  the  patient  had  been 
hospitalized  for  evaluation  of  anemia  and  was 
found  to  have  homozygous  hemoglobin  S disease. 
There  was  no  mention  of  rheumatic  heart  disease 
made  at  that  time.  Except  for  slight  dyspnea  with 
exertion  and  occasional  palpitations,  the  remain- 
ing history  was  not  remarkable.  Because  of  the 
cardiovascular  findings  present  on  physical  exam- 
ination suggestive  of  valvular  disease,  the  patient 
was  referred  to  St.  Vincent’s  Hospital  and  Medical 
Center  on  January  17,  1968,  for  cardiac  evaluation. 

On  physical  examination  the  patient  was  ob- 
served to  be  a thin  Negro  female  in  no  acute  dis- 
tress. The  blood  pressure  was  100/60  mm.  Hg,  the 
pulse  was  84  per  minute  and  regular,  respirations 
were  20  per  minute,  and  an  oral  temperature  was 
98.4  F.  The  conjunctivae  were  pale,  and  the 
sclerae  were  slightly  icteric.  The  jugular  venous 
pulse  was  normal  in  size  and  contour.  Carotid 
and  peripheral  pulses  were  full  with  a brisk  up- 
stroke. A bisferious  pulse,  capillary  pulsation, 
or  a femoral  murmur  were  not  demonstrated. 
The  lungs  were  resonant  to  percussion  and  clear  to 
auscultation.  The  remaining  pertinent  findings 
were  limited  to  the  heart.  On  palpation  the  apical 
impulse  was  in  the  sixth  intercostal  space  at  the 
anterior  axillary  line.  A prominent  left  para- 
sternal and  an  apical  heaving  pulsation  were  evi- 
dent. A systolic  thrill  at  the  aortic  area  and  a 
diastolic  thrill  at  the  apex  were  palpable.  On  aus- 
cultation a Grade  IV  to  VI  crescendo-decrescendo 
systolic  murmur  was  present  at  the  aortic  area 
which  radiated  into  the  neck  and  along  the  left 
sternal  border.  A prominent  decrescendo  diastolic 
murmur  was  audible  at  the  aortic  area  and  along 
the  left  sternal  border.  The  pulmonic  component 
of  the  second  sound  was  slightly  accentuated.  The 
first  sound  at  the  apex  was  accentuated.  An  open- 
ing snap  followed  by  a low-pitched  rumbling  dia- 
stolic murmur  was  heard  at  the  apex.  The  mur- 
mur was  accentuated  in  the  left  lateral  recumbent 
position.  A third  heart  sound  was  not  audible. 

At  the  time  of  admission  the  hemoglobin  was  8.3 
Gm.  per  100  ml.  and  the  white  blood  cell  count 
10,200  per  cubic  millimeter  with  a normal  differen- 
tial. Marked  poikilocytosis  and  anisocytosis  were 
evident.  The  sedimentation  rate  was  8 mm.  per 
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FIGURE  1.  (A)  Posteroanterior  view  of  chest  showing 

double  density  contour  at  right  cardiac  border  and  left 
ventricular  enlargement.  (B)  Left  lateral  view  showing 
displacement  of  barium  column  at  left  atrial  level. 

hour,  the  platelet  count  was  315,000  per  cubic 
millimeter,  and  a reticulocyte  count  was  17  per 
cent.  Result  of  sickle-cell  preparation  was  posi- 
tive, and  hemoglobin  electrophoresis  showed  he- 
moglobin SS.  Fasting  blood  glucose,  electrolytes, 
blood  urea  nitrogen,  and  urinalysis  revealed  nor- 
mal findings.  Arterial  blood  gas  analysis  revealed 
a pH  of  7.42,  carbon  dioxide  tension  27  mm.  Hg, 
oxygen  tension  85  mm.  Hg,  and  saturation  of  96.4 
per  cent.  Total  serum  bilirubin  was  2.3  mg.  per 
100  ml.  with  a 1.8  mg.  per  100  ml.  indirect  fraction. 
Lupus  erythematosus  cell  preparations,  latex  fix- 


ation, and  VDRL  test  results  were  negative.  The 
antistreptolysin-0  titer  was  125  Todd  units,  and 
the  C-reactive  protein  was  trace.  A 12-lead  elec- 
trocardiogram showed  no  abnormalities.  The 
posteroanterior  and  lateral  views  of  the  chest 
showed  right  and  left  ventricular  enlargement  and 
a double-contour  shadow  compatible  with  left 
atrial  enlargement,  confirmed  on  fluoroscopy  with 
barium  contrast  (Fig.  1).  The  pulmonary  venous 
vascularity  was  increased.  Findings  of  pulmonary 
arterial  hypertension  were  absent. 

The  phonocardiogram,  recorded  over  the  apex, 
showed  an  accentuated  mitral  component  of  the 
first  heart  sound.  A mitral  opening  snap,  0.07 
seconds  after  the  second  heart  sound,  was  coinci- 
dent with  the  “0”  point  (mitral  valve  opening)  of 
the  apex  cardiogram  (Fig.  2A).  The  mitral  open- 
ing snap  was  followed  by  a diastolic  murmur  with  a 


FIGURE  2.  (A)  Phonocardiogram  recorded  over  apex, 

demonstrating  increased  amplitude  of  first  heart  sound, 
short  systolic  murmur,  and  mitral  opening  snap  (os), 
which  coincides  with  0-point  (time  of  mitral  valve 
opening)  of  apex  cardiogram.  (B)  Phonocardiogram 
recorded  over  second  right  intercostal  space,  demon- 
strating diamond-shaped  systolic  murmur  and  decre- 
scendo diastolic  murmur  immediately  following  second 
sound. 
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presystolic  crescendo.  The  phonocardiogram  re- 
corded over  the  second  right  intercostal  space 
showed  a diamond-shaped  systolic  murmur  with 
an  early  peak  and  a diastolic  regurgitant  murmur 
immediately  following  the  aortic  component  of  the 
second  sound  (Fig.  2B).  During  catheterization  of 
the  right  and  left  sides  of  the  heart  simultaneous 
tracings  of  pulmonary  wedge  and  left  ventricular 
pressures  demonstrated  a mean  diastolic  gradient 
of  18  mm.  Hg  and  an  end-diastolic  gradient  of  12 
mm.  Hg  across  the  mitral  valve  (Fig.  3).  During 
catheter  pullback  from  the  left  ventricle  into  the 
aorta,  there  was  a peak  systolic  gradient  of  19  mm. 
Hg  across  the  aortic  valve.  The  cardiac  index  of 
3.66  L.  per  minute  per  square  meter  of  body  sur- 
face was  at  the  upper  limits  of  normal.  Selective 
cineangiography,  following  left  ventricular  and 
supra-aortic  injection  of  contrast  material,  demon- 
strated moderately  severe  aortic  insufficiency  but 
did  not  reveal  mitral  regurgitation.  The  aortic 
valve  was  thickened  and  somewhat  stiff.  The  left 
ventricle  appeared  enlarged  with  good  myocardial 
contractility.  The  catheterization  data  are  sum- 
marized in  Table  I.  Pulmonary  function  data  are 
presented  in  Table  II. 

The  patient  was  relatively  asymptomatic  during 
hospitalization  except  for  a few  transient  episodes 
of  abdominal  and  bone  pain  compatible  with 
sickle-cell  crisis  which  responded  to  intravenous 
fluids  and  analgesic  drugs.  She  was  discharged  to 
be  followed  as  an  outpatient  on  oral  penicillin 
prophylaxis  and  was  advised  concerning  endo- 
carditis prophylaxis. 

Comment 

The  diagnosis  of  sickle-cell  anemia  is  well  es- 
tablished in  this  patient  with  a diagnostic  hemato- 
logic picture  and  hemoglobin  electrophoresis.  Our 
clinical  impression  of  valvular  heart  disease  was 
based  on  the  presence  of  cardiomegaly,  apical  and 
left  parasternal  heaving  pulsations,  and  the  apical 
diastolic  thrill.  On  auscultation  the  prominent 
aortic  decrescendo  murmur,  the  rumbling  apical 
diastolic  murmur,  and  the  mitral  opening  snap  in- 
creased the  suspicion.  The  phonocardiogram 
demonstrated  that  the  sound  occurring  early  in 
diastole  coincided  with  the  opening  of  the  mitral 
valve  (“0”  point  on  the  apex  cardiogram)  and  thus 
was  an  opening  snap  rather  than  a diastolic  gallop. 
The  opening  snap  served  to  distinguish  the  rum- 
bling mitral  murmur  from  the  Flint  murmur  of  aor- 
tic regurgitation.  Roentgenographic  findings  of  a 
double-density  shadow  on  the  posteroanterior  view 
of  the  chest  and  displacement  of  the  barium  col- 
umn on  the  lateral  projection  confirmed  the  elec- 
trocardiographic findings  of  left  atrial  enlarge- 
ment. Left  ventricular  and  right  ventricular  en- 
largement were  also  evident.  Cardiac  catheteriza- 
tion with  simultaneous  left  ventricular  and  pul- 
monary wedge  pressure  tracing  demonstrated  a 


FIGURE  3.  Simultaneous  tracings  of  left  atrial  and 
left  ventricular  pressure,  demonstrating  mean  diastolic 
gradient  of  18  mm.  Hg  and  end-diastolic  gradient  of 
12  mm.  Hg  across  mitral  valve. 

mean  diastolic  pressure  gradient  across  the  mitral 
valve  of  18  mm.  Hg  and  an  end-diastolic  gradient 
of  12  mm.  Hg.  Cineangiography  performed  with 
left  ventricular  and  supravalvular  injections  dem- 
onstrated moderately  severe  aortic  regurgitation 
but  no  mitral  regurgitation.  A 19-mm.  Hg  gra- 
dient was  demonstrated  across  the  aortic  valve. 
These  findings  indicate  organic  aortic  regurgita- 
tion, aortic  stenosis,  and  mitral  stenosis. 

Several  investigators  have  evaluated  the  cardio- 
vascular findings  in  sickle-cell  anemia  and  have 
demonstrated  diffuse  cardiomegaly,  palpable  pre- 
cordial thrills,  systolic  and  diastolic  murmurs, 
and  abnormal  electrocardiographic  findings. 
Utilizing  catheterization  of  the  right  side  of  the 
heart  they  found  normal  pressure  of  the  right  side 
of  the  heart  and  normal  pulmonary  wedge  pressure 
in  all  of  their  cases  of  sickle-cell  anemia  uncom- 
plicated by  rheumatic  valvular  disease.  Uzsoy^^ 
in  his  study  of  148  patients  with  sickle-cell  anemia 
demonstrated  diffuse  cardiomegaly  roentgenologi- 
cally  in  117  patients  (79  per  cent)  but  failed  to  find 
isolated  chamber  enlargement  in  any  of  his  cases. 
Other  authors  have  reported  similar  find- 
ings.^-height  et  al.,^  however,  found  left 
atrial  enlargement  in  4 of  13  cases  of  sickle-cell 
anemia.  Only  1 of  their  patients  on  catheteriza- 
tion of  the  right  side  of  the  heart  presented  the 
hemodynamic  picture  of  concurrent,  organic  mitral 
valvular  disease.  Disproportionate  left  atrial  en- 
largement in  a patient  with  sickle-cell  anemia  is 
therefore  highly  suggestive  of  complicating  rheu- 
matic heart  disease. 

The  catheterization  data  reveal  the  combined  ef- 
fects of  severe  anemia  and  chronic  valvular  disease. 
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TABLE  I.  Hemodynamic  data 


Studies 

Results 

Pressures  (nim.Hg),  systolic/diaslolic 

(mean) 

Right  atrium 

(3) 

Right  ventricle 

28/3 

Pulmonary  artery 

28/11  (17) 

Pulmonary  capillary 

(14) 

Femoral  artery 

89/40  (.58) 

Left  ventricle 

91/6 

t)xygen  contents  (ml.  per  100  ml.) 

Arterial 

7 10 

Pulmonary 

4 39 

Other  data 

Oxygen  extraction  ratio 

0 38 

Oxygen  consumption  (ml.  i>er  min. 

per  M*) 

99 

Cardiac  index  (L.  per  min.  per  \P) 

3 66 

Stroke  volume  (ml.  per  beat  per  M’) 

33 

Pulmonary  vascular  resistance 

(dynes  sec.  cm. 

90 

Mean  mitral  diastolic  gradient 

(mm.  Hg) 

18 

End-diastolic  mitral  gradient  (mm. 

Hg) 

12 

Peak  systolic  aortic  gradient 

(mm.  Hg) 

19 

Mitral  valve  area  (cm.“) 

1.0 

Ventricular  rate  > beats  per  minute) 

112 

At  the  time  of  study,  hemoglobin  oxygen  capacity 
was  7.2  ml.  per  100  ml.  corresponding  to  a hemo- 
globin concentration  of  5.4  Gm.  per  100  ml. 
The  modifying  effect  of  heart  disease  on  anemia 
may  be  seen  by  comparing  our  patient  with  the 
data  presented  by  Roy  et  in  51  patients  with 
severe  anemia  but  presumably  normal  hearts. 
The  data  from  25  patients  from  this  study  with 
hemoglobin  concentrations  ranging  between  4 
and  6.5  Gm.  per  100  ml.  are  presented  in  Table 
III.  Observe  that  cardiac  index  and  stroke  index 
are  substantially  lower  in  our  patient  suggesting 
that  the  valvular  disease  prevented  an  adequate 
increase  in  cardiac  output.  While  oxygen  extrac- 
tion as  evidenced  by  the  arteriovenous  oxygen  dif- 
ference is  similar,  oxygen  extraction  is  much  lower 
in  our  patient.  The  explanation  for  this  discrep- 
ancy is  not  clear,  although  arteriovenous  shunting 
produced  by  systemic  sickle-induced  emobiliza- 
tion  might  play  a role.  Heart  rate  is  substantial- 
ly higher  in  our  patient  suggesting  an  abnormal 
ventricular  response  to  stress. 

The  incidence  of  murmurs  in  patients  with  sick- 
le-cell anemia  is  88  to  100  per  cent.'^’^^  The  most 
common  murmur  described  is  a systolic  murmur  of 
ejection  quality  along  the  left  sternal  border.  De- 
crescendo diastolic  murmurs  at  the  base,  rumbling 
apical  diastolic  murmurs,  and  palpable  precordial 
thrills  generally  indicative  of  organic  valvular 
disease  have  been  considered  functional  in  several 
reported  cases  of  sickle-cell  anemia. 

Most  of  the  abnormal  cardiovascular  manifes- 
tations of  sickle-cell  anemia  are  reportedly  the  re- 


TABLE II.  Pulmonary  function  data 


Studie.s  Observed  Predicted 


Vital  capacity  (ml.) 

1,791 

2,851 

Maximum  breathing  capacity 

(L.  per  min.) 

56 

75 

Maximum  expiratory  flow  rate 

(L.  per  min.) 

102 

150 

Airway  resistance  (cm.  water 

per  L.  per  sec.) 

2.7 

1 . 5 to  2.5 

Functional  residual  cai)acity 

(ml.) 

6,557 

3 , 500 

Ventilation  iL.  per  min.) 

3 96 

2 to  4 

Dead  space  tidal  volume  ratio 

0 46 

<0  40 

Alveolar-arterial  oxygen  differ- 

ence  (mm.  Hg) 

19 

5 to  15 

Arterial  gas  tension  'mm.  Hg) 

Oxygen 

73 

Carbon  dioxide 

40 

suit  of  severe  anemia,  chronic  hypoxia  of  the  myo- 
cardium and  peripheral  tissues,  and  elevated  car- 
diac output.  A positive  correlation  between  the 
degree  of  functional  cardiovascular  abnormalities 
and  the  severity  of  the  anemia  was  shown  in  the 
cases  studied  by  Ng  et  al. 

The  murmur  of  mitral  stenosis  in  sickle-cell  dis- 
ease is  thought  to  be  the  result  of  the  left  ventric- 
ular dilatation  with  relative  valvular  stenosis. 
Increased  blood  flow  across  the  mitral  valve  is  an 
important  contributory  factor  in  the  production  of 
the  murmur.  Basilar  diastolic  murmurs  are  usual- 
ly due  to  pulmonic  insufficiency  particularly  in 
sickle-cell  pulmonary  disease.  An  aortic  diastolic 
murmur  occurring  solely  on  the  basis  of  anemia  is 
difficult  to  explain,  although  it  has  been  de- 
scribed.^ 

Most  of  the  well-documented  cases  of  coexistent 
rheumatic  heart  disease  and  sickle-cell  anemia  in 
the  literature  have  been  confirmed  by  postmortem 
examination.  The  mitral  valve  was  the  most  fre- 
quently affected  valve.  In  each  case,  combined 
disease  was  suspected  antemortem  but  not  proved 
by  hemodynamic  studies.  The  exception  is  a case 
studied  by  Height  et  al.^  which  demonstrated  the 
clinical  hemodynamic  findings  of  mitral  regurgi- 
tation and  stenosis,  without  postmortem  confir- 
mation. 


TABLE  III.  Comparison  of  presented  case  with  data  from 
Roy  eta/.'® 


Studies 

Roy 
et  al. 

Our 

Case 

Cardiac  index  (ml.  per  min.  per  M^) 

6 3 

3.66 

Stroke  index  (ml.  per  beat  per  M“) 
Arteriovenous  oxygen  difference  (ml. 

68 

33 

per  100  ml.) 

3.0 

2.71 

Oxygen  extraction  ratio 

0.53 

0.38 

Heart  rate  (beats  per  min.) 
Hemoglobin  concentration  (Gm.  per 

92 

112 

100  ml.) 

4.5 

5.4 
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The  case  presented  here  is  an  example  of  com- 
bined sickle-cell  anemia,  rheumatic  aortic  regur- 
gitation, aortic  stenosis,  and  mitral  stenosis. 
Phonocardiographic,  roentgenographic,  and  car- 
diac catheterization  studies  confirmed  our  initial 
clinical  impression. 

Rheumatic  heart  disease  is  probably  commonly 
overlooked  in  sickle-cell  anemia  because  the  car- 
diac manifestations  are  considered  due  to  the 
chronic  anemia.  While  precordial  heaving  pulsa- 
tions, precordial  thrills,  and  apical  diastolic  mur- 
murs may  be  due  to  chronic  anemia,  they  may  also 
indicate  valvular  disease.  Certain  findings,  such 
as  left  atrial  enlargement,  an  opening  snap,  an 
aortic  diastolic  murmur,  atrial  fibrillation,  or 
symptoms  of  pulmonary  venous  hypertension, 
probably  do  not  occur  in  chronic  anemia  alone  and 
suggest  coexistent  valvular  disease.  Hemody- 
namic study  including  catheterization  of  the  left 
side  of  the  heart  should  be  performed  in  patients 
with  sickle-cell  anemia  who  have  findings  not 
easily  explained  solely  by  their  anemia. 

This  aggressive  approach  is  recommended  for 
several  reasons.  The  importance  of  antibiotic 
prophylaxis  in  patients  with  rheumatic  heart  dis- 
ease for  the  prevention  of  recurrent  streptococcal 
pharyngitis  and  the  prevention  of  bacterial  endo- 
carditis is  well  established.  Further,  for  the  diag- 
nosis and  proper  management  of  the  complications 
of  rheumatic  heart  disease,  including  congestive 
heart  failure,  recurrences  of  active  rheumatic  car- 
ditis, bacterial  endocarditis,  and  peripheral  arte- 
rial embolization,  evidence  for  combined  disease, 
is  imperative.  Documentation  of  rheumatic  val- 
vular disease  in  a patient  with  proved  sickle-cell 
anemia  would  certainly  enable  the  clinician  to 
manage  such  a patient  more  knowledgeably. 

Summary 

A patient  with  coexistent  sickle-cell  anemia 
and  rheumatic  aortic  regugitation,  aortic  stenosis, 
and  mitral  stenosis  is  presented.  Although  several 
observers  considered  the  patient’s  cardiac  mani- 
festations to  be  related  to  sickle-cell  anemia,  hemo- 
dynamic studies  demonstrated  associated  organic 


valvular  disease.  This  is  the  eleventh  reported 
case  of  combined  disease  and  the  first  case  evalu- 
ated by  catheterization  of  the  left  side  of  the  heart 
and  cineangiography.  The  difficulty  in  diagnos- 
ing rheumatic  valvular  disease  in  the  presence  of 
chronic  anemia  and  the  importance  of  making  such 
a diagnosis  are  discussed. 
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From  the  Montefiore  Hospital  and  Medical  Center 


The  combination  of  polycystic  kidneys  and  renal 
carcinoma  was  encountered  in  a patient  with 
neurofibromatosis.  This  interesting  association  is 
presented  as  an  illustration  of  the  interrelationship 
of  the  congenital  neurocut  aneous  disorders. 

Case  report 

A fifty-four-year-old  white  male  was  admitted  to 
Montefiore  Hospital  and  Medical  Center  in  April, 
1963,  with  dull,  aching,  intermittent  low  back 
pain  of  four  months’  duration.  There  was  no  his- 
tory of  chills,  fever,  dysuria,  urgency,  or  hematuria. 
Past  illnesses  included  subacute  bacterial  endocar- 
ditis successfully  treated  with  antibiotic  agents  in 
1949,  excision  of  a basal-cell  carcinoma  from  the 
skin  of  the  neck  in  1958,  and  thyroid  adenectomy 
in  1958.  The  thyroid  gland  contained  a nodular 
goiter  with  multiple  follicular  adenomas  showing- 
colloidal  hypersecretion,  necrosis,  fibrosis,  and 
calcification.  The  patient  had  recent  onset  of  mild 
hypertension.  The  patient,  his  mother,  brother, 
and  sister  had  neurofibromatosis. 

Intravenous  pyelography  revealed  massively 
enlarged  kidneys  with  irregular  outlines  and  dis- 
torted calyces  characteristic  of  polycystic  disease 
(Fig.  1).  Nephrotomography  demonstrated  mul- 
tiple lucent  defects  in  the  left  kidney,  but  the 
masses  in  the  inferior  half  of  the  right  kidney  were 
nonlucent,  suggesting  the  possibility  of  a neo- 
plasm. Angiography  demonstrated  a tumor  vas- 
culature in  the  right  kidney  (Fig.  2).  The  radio- 
logic  diagnosis  was  polycystic  kidney  with  associ- 
ated carcinoma.  The  patient  refused  surgery. 


There  was  a second  hospital  admission  on  No- 
vember 8,  1965,  with  the  chief  complaint  of  right- 
flank  pain  associated  with  hematuria  of  one  day’s 
duration.  On  the  evening  of  November  7 the 
patient  had  experienced  sharp  right-flank  pain 
radiating  to  the  groin,  hematuria,  nausea,  and 
vomiting.  On  the  morning  of  admission  acute  clot 
retention  developed  managed  by  aspiration  and 
placement  of  an  indwelling  catheter. 

On  physical  examination  the  patient  was  a well- 
developed,  well-nourished,  white  male  with 
numerous  subcutaneous  nodules  scattered  over  the 
trunk,  abdomen,  and  extremities.  Blood  pressure 
was  180/100  mm.  Hg,  pulse  90,  respirations  18,  and 
temperature  99.4  F.  Positive  physical  findings 
included  bilateral  arcus  senilis,  a thyroidectomy 
scar,  increased  anteroposterior  diameter  of  the 
chest  which  was  clear  to  auscultation  and  percus- 
sion, right  lower-quadrant  tenderness  and  full- 
ness, right  costovertebral  angle  tenderness,  and  a 
slightly  enlarged,  smooth  prostate.  The  patient 
was  placed  on  catheter  drainage  and  given  anti- 
biotic drugs.  An  intravenous  pyelogram  revealed 
failure  of  the  right  kidney  to  clear  the  contrast 
medium.  Blood  urea  nitrogen  was  32  mg.,  calcium 
10  mg.,  phosphorus  4.2  mg.,  and  uric  acid  8.6  mg. 
per  100  ml.;  hematocrit  30,  sodium  137  mg.,  chlo- 
ride 102.8  mg.,  carbon  dioxide  18.2  mg.,  and 
potassium  5.2  mg.  per  100  ml.  Analysis  of  the 
urine  showed  it  to  be  red  in  color,  with  an  acid  re- 
action, specific  gravity  1.018,  4 plus  albumin,  no 
sugar,  and  packed  with  red  blood  cells.  Urine  cul- 
ture revealed  negative  results. 

Cystoscopy  was  carried  out,  and  a clot  was  noted 
protruding  from  the  right  ureteral  orifice.  Cathe- 
terization of  the  right  orifice  was  unsuccessful, 
and  passage  of  bloody  urine  continued,  necessitat- 
ing transfusion.  Surgery  was  performed  on  No- 
vember 30,  1965.  A huge  renal  mass  was  found  to 
occupy  the  entire  right  peritoneal  cavity  from  the 
diaphragm  to  the  right  iliac  crest.  A radical  right 
nephrectomy  was  performed  via  the  thoraco- 
abdominal route.  Examination  disclosed  a poly- 
cystic kidney  measuring  27  by  15  by  8 cm.  and 
weighing  1,320  Gm.  The  lower  half  was  replaced 
by  a lobulated  firm,  rubbery,  gray-tan  tumor  mass. 
The  lesion  was  a renal  adenocarcinoma  of  mixed- 
cell type.  There  were  sheets  of  large  clear  cells 
with  round  vesicular  nuclei.  In  other  areas 
the  tumor  was  comprised  of  spindle-shaped  cells. 
The  margins  of  the  resection  were  free  of  tumor. 

Postoperatively,  the  patient  had  an  uneventful 
course,  and  after  a brief  stay  in  the  convalescent 
care  center  was  discharged.  He  was  last  seen  in 
December,  1969,  and  is  doing  well  six  and  one-half 
years  after  the  initial  angiographic  diagnosis  of 
renal  cancer. 

Comment 

Neurofibromatosis  is  a congenital,  familial  dis- 
order characterized  by  foci  of  abnormal  prolifera- 
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FIGURE  1.  Intravenous  pyelogram.  Kidneys  enlarged.  Renal  outlines  poorly  defined.  Major  calyces  of  both  kidneys 
stretched  and  distorted. 


tion  in  the  protective  and  supportive  derivatives  of 
primitive  ectoderm.*  The  most  prominent  fea- 
tures are  fibrous  skin  lesions,  pigmented  cutaneous 
patches,  and  tumors  of  the  supportive  tissue  of  the 
central  and  peripheral  nervous  systems.  An  as- 
sociated finding  is  the  occasional  occurrence  of 
tumors  in  the  parenchymatous  derivative  of  ecto- 
derm, the  ganglion  cells,  and  adrenal  chromaffin 
tissue.* 

Interrelation  of  neurocutaneous  syndromes. 

Neurofibromatosis  is  related  to  Lindau’s  disease 
and  tuberous  sclerosis,  which  also  are  classified  as 
neurocutaneous  syndromes.  Distinctive  examples 
of  two  or  more  of  these  conditions  may  occur  in  the 
same  family  or  may  coexist  in  a single  patient. •*■* 
Pheochromocytoma  occurs  with  increased  fre- 
quency in  both  neurofibromatosis  and  Lindau’s 
disease. '*  The  interrelationship  of  these  disorders 
is  based  on  a common  link  to  defective  ectoderm. 

Renal  abnormalities  in  neurocutaneous  syn- 
dromes. Renal  malformations  and  neoplasms  are 
prominent  features  of  Lindau’s  disease  and  tuber- 
ous sclerosis.  Two  thirds  of  all  patients  with 
Lindau’s  disease  have  renal  cysts  and/or  hyper- 
nephroma.* A report  on  a single  family  included  2 


instances  of  polycystic  kidneys,  4 cases  of  renal 
carcinoma,  and  2 examples  of  the  combination 
of  polycystic  kidneys  and  hypernephroma.^  Renal 
lesions  have  been  reported  in  50  to  80  per  cent  of 
cases  of  tuberous  sclerosis.**  The  neoplasms  are 
hamartomas  comprised  of  variable  mixtures  of 
blood  vessels,  smooth  muscle,  and  fat.  Angio- 
myolipoma  is  the  term  usually  applied  to  these 
mixed  mesodermal  tumors.  One  might  wonder 
how  neoplastic  alteration  of  derivatives  of  renal 
mesoderm  is  related  to  a basic  abnormality  in 
primitive  ectoderm.  Studies  by  Grobstein^’**  have 
demonstrated  that  the  ureteric  bud,  an  ectodermal 
structure,  stimulates  and  directs  the  development 
of  tubules  from  renjd  mesoderm.  A disturbance  in 
this  “inductive”  process  could  presumably  lead  to 
an  abnormal  differentiation  of  the  kidney  with  the 
formation  of  cysts  and  hamartomas. 

Hypernephroma  and  polycystic  kidneys. 
Howard  and  Young**  recently  described  a patient 
with  renal  cancer  in  a polycystic  kidney  and  re- 
ferred to  17  other  reported  cases  of  this  association. 
The  unusual  combination  of  abnormalities  was 
thought  to  be  fortuitous  in  each  instance.  The 
coexistence  of  hypernephroma  and  polycystic  kid- 
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neys  should  prompt  an  investigation  of  the  patient 
for  other  manifestations  of  the  neurocutaneous 
syndromes,  such  as  cystic  tumors  of  the  posterior 
fossa.  The  patient’s  family  should  also  be 
examined  for  renal  neoplasms.  Hoff  and  Ray'*^ 
mention  2 patients  with  polycystic  kidneys  and 
renal  cancer  in  a family  with  Lindau’s  disease. 
Christoferson,  Gustafson,  and  Petersen^  also  re- 
ported 2 members  of  a single  family  with  both 
diseases.  (These  4 patients  with  Lindau’s  disease 
are  not  among  the  17  cases  summarized  by  Howard 
and  Young“). 

Neural  crest  tumor  syndrome.  Our  patient  is 
of  unusual  interest  because  we  believe  that  hyper- 
nephroma may  be  linked  to  a new  clinical  entity 
which  associates  pheochromocytoma,  medullary 
carcinoma  of  the  thyroid,  and  parathyroid  adeno- 
mas with  multiple  mucosal  neuromas"  and 
the  cutaneous  manifestations  of  neurofibro- 
matosis.It  has  been  speculated  that  the 
syndrome  represents  a genetic  systemic  disorder  of 
the  chromaffin-cell  system'^  or  a regulatory  defect 
in  the  differentiation  of  chromaffin  tissue  derived 
from  neural  crest  ectoderm."  We  recently  report- 
ed a patient  with  hypernephroma,  pheochromo- 
cytoma, and  thyroid  carcinoma. *■*  The  present 
case  appears  to  establish  an  additional  link  be- 
tween hypernephroma  and  this  new  syndrome. 

Summary 

A radiologic  study  of  a fifty-six-year-old  male 
with  neurofibromatosis  disclosed  polycystic  kid- 
neys and  a large  hypernephroma.  The  patient  is 
alive  six  years  following  nephrectomy.  The  case 
illustrates  the  frequent  association  of  renal  neo- 


plasms with  the  congenital  neurocutaneous  syn- 
dromes. 
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FIGURE  2.  (A)  Aortogram,  arterial  phase.  Tumor  vasculature  seen  in  right  kidney.  (B)  Selective  right  renal  angio- 

gram, arterial  phase.  Tumor  vessels  occupy  lower  half  of  right  kidney. 
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Chlorambucil,  p-(di-2-chlorethyl)  aminophenyl- 
butyric  acid  (Leukeran),  is  an  orally  administered 
alkylating  agent  which  was  first  synthesized  by 
Everett,  Roberts,  and  Ross.^  In  1952  clinical  inves- 
tigation of  the  drug  was  spurred  by  Haddow’s  dem- 
onstration of  its  effect  against  Walker  rat  tumor 
256.^  A salutary  effect  on  the  course  of  chronic 
lymphatic  leukemia  and  the  lymphomas  was  dis- 
covered soon  thereafter, 3'^  and  the  preparation  has 
since  earned  a primary  place  in  current  chemo- 
therapeusis.^ 

Except  for  bone-marrow  depression  which  paral- 
lels the  therapeutic  effect,  side-effects  with  chlor- 
ambucil are  uncommon;  drug  fever  has  not  been 
described. 

This  communication  reports  the  occurrence  of 
fever  concomitant  with  chlorambucil  theory. 
Readministration  of  the  drug  after  a four-year 
hiatus  resulted  in  a similar  fever.  Beginning  with 
a minute  dose,  and  slowly  increasing  the  amount 
of  chlorambucil  taken,  the  patient  was  later  able 
to  receive  a full  therapeutic  dose.  This  is  in  direct 
contrast  to  the  report  of  Sawitsky  et  al.,^  in  which 
small  increments  of  6-mercaptopurine  were  given 
in  an  unsuccessful  attempt  to  avoid  previously 
established  drug  fever. 

Case  report 

A forty-six-year-old  white  female  of  Italian 
ancestry  was  admitted  to  The  Long  Island  Jewish 

.Supported  in  part  by  grants  from  National  Institutes  of 
Health  CA  11028-02,  National  Leukemia  Association,  Inc.,  and 
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Hospital  on  March  15,  1959,  because  of  joint  pains 
of  five  weeks’  duration  and  an  enlarged  right 
cervical  lymph  node  of  ten  weeks’  duration.  The 
patient  had  noted  no  other  adenopathy.  About 
five  weeks  prior  to  hospitalization  the  patient  was 
awakened  by  pains  in  the  ankles  and  wrists.  She 
experienced  general  malaise  and  fever  of  101  to 
103  F.  Her  private  physician  administered  various 
drugs  for  a week,  possibly  including  corticosteroids, 
without  significantly  altering  the  clinical  picture. 
In  the  week  prior  to  admission  dorsal  and  lumbar 
back  pain  supervened.  Other  than  chronic  obesity 
and  an  abdominal  hysterectomy  in  1948  for  bleed- 
ing fibromyomata,  past  medical  and  surgical  his- 
tory was  not  remarkable. 

On  admission  the  patient’s  rectal  temperature 
was  100.6  F.  Her  blood  pressure  was  140  mm.  Hg 
systolic  and  80  mm.  Hg  diastolic.  There  was 
neither  purpura  nor  ecchymosis.  Numerous  en- 
larged lymph  nodes  were  palpable  in  the  posterior 
and  anterior  cervical  areas  and  in  the  axillary  and 
inguinal  areas.  The  nodes  were  firm,  nontender, 
and  not  movable.  Except  for  obesity  (86.5  Kg., 
165  cm.),  the  remainder  of  the  physical  examina- 
tion was  normal. 

The  hemoglobin  concentration  was  13  Gm.  per 
100  ml.,  white  cell  count  40,000  per  cubic  milli- 
meter, and  reticulocytes  2.6  per  cent.  Ninety  per 
cent  of  the  white  cells  were  lymphocytes.  The  red 
cells  appeared  normal.  Results  of  urinalysis  were 
completely  normal.  In  each  100  ml.  of  serum 
there  were  7.3  Gm.  of  protein  of  which  3.7  Gm.  were 
albumin,  4.7  mg.  of  uric  acid,  and  120  mg.  of  glu- 
cose. Blood  urea  nitrogen  was  19  mg.  per  100  ml. 
Alkaline  phosphatase  activity  was  15.6  King-Arm- 
strong  units. 

On  the  day  following  admission  roentgenograms 
of  the  chest,  spine,  wrists,  and  ankles  were  made 
and  “minimal  arthritic  changes”  noted  in  the 
wrists  and  ankles.  Moderate  spondylosis  was  de- 
scribed in  the  thoracic  spine.  Results  of  electro- 
cardiogram were  suggestive  of  myocardial 
ischemia. 

A bone-marrow  aspirate  taken  from  the  third 
sternal  segment  was  of  normal  cellularity; 
megakaryocytes  were  present  in  normal  numbers 
and  producing  platelets.  Lymphocytes  comprised 
71.6  per  cent  of  the  nucleated  elements,  and  the 
remaining  cells  were  distributed  in  normal  pro- 
portions. 

A diagnosis  of  chronic  lymphatic  leukemia  was 
made  and  therapy  initiated  with  chlorambucil,  4 
mg.  daily.  The  fever  lysed,  and  the  patient  was 
discharged.  At  home  the  adenopathy  disappeared 
in  a few  weeks,  and  the  joint  pains  subsided.  No 
further  fever  was  observed,  and  the  chlorambucil 
was  discontinued  after  ten  weeks  of  drug  adminis- 
tration. 

The  patient  remained  well  until  1961  when  nodal 
enlargement,  fever,  and  profound  lymphocytosis 
again  necessitated  a short  course  of  chlorambucil. 
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A clinical  remission  was  quickly  accomplished. 

In  -July,  1963,  the  patient  appeared  with  fever 
heralded  by  a shaking  chill.  Cervical  adenopathy 
was  noted,  and  the  white  blood  count  was  76,000 
per  cubic  millimeter  with  94  per  cent  lymphocytes. 
Chlorambucil,  4 mg.  three  times  a day  by  mouth, 
was  begun.  Within  two  days  hectic  fever,  with 
peaks  as  high  as  104  to  105  F.,  became  manifest. 
A physician  prescribed  a broad-spectrum  anti- 
biotic (a  “mycin”)  but  it  bad  no  clinical  effect. 
After  about  six  days  the  cervical  nodes  decreased 
in  size,  and  the  white  count  was  found  to  be  16,tX)0 
per  cubic  millimeter  with  80  per  cent  lymphocytes. 
One  day  later,  July  25,  1963,  she  was  once  again 
admitted  to  the  hospital. 

At  this  time  the  significant  physical  findings 
were  a rectal  temperature  of  102  F.;  enlarged  non- 
tender cervical,  supraclavicular,  axillary,  and 
inguinal  nodes;  and  a peripheral  right  seventh 
nerve  paralysis.  The  hemoglobin  was  11.5  Gm.  per 
100  ml.,  and  the  hematocrit  was  36.  The  white 
cell  count  was  6,050  per  cubic  millimeter  of  which 
64  per  cent  were  lymphocytes.  Traces  of  sugar  and 
protein  were  found  in  the  urine.  The  fasting 
blood  glucose  was  172  mg.  per  100  ml.,  serum 
glutamic  oxaloacetic  transaminase  69  sigma  units, 
alkaline  phosphatase  17  King-Armstrong  units, 
blood  urea  nitrogen  23  mg.  per  100  ml.,  and  uric 
acid  11  mg.  per  100  ml.  Repeat  blood  sugar  deter- 
minations on  several  occasions  were:  240,  189, 

172,  and  158  mg.  per  100  ml.  The  serum  uric  acid 
concentration  subsequently  decreased  to  5.4  mg. 
per  100  ml.  The  serum  gamma  globulin  was  found 
to  be  reduced  to  540  mg.  per  100  ml. 

On  the  day  of  admission  chlorambucil  was  con- 
tinued and  despite  aspirin  therapy  the  patient’s 
temperature  reached  106  F.  The  chlorambucil 
was  discontinued  and  the  fever  decreased  on  the 
next  day  to  100  to  101  F.  in  which  range  it  con- 
tinued until  the  patient  was  discharged  on  August 
8,  1963.  The  adenopathy  slowly  resolved  over  a 
three-week  period.  At  this  juncture  it  was  felt 
that  the  fever  was  a manifestation  of  the  lympatic 
leukemia,  although  the  possibility  of  drug  fever 
was  discussed.  The  diabetes  mellitus  was  success- 
fully treated  by  diet  alone. 

The  patient  remained  in  hematologic  and  clini- 
cal remission  until  March,  1967,  at  which  time  she 
was  admitted  to  another  hospital  because  of 
lymphocytosis  (54,000  lymphocytes  per  cubic 
millimeter)  and  generalized  lymphadenopathy. 
The  liver  and  spleen  were  enlarged.  Initiation  of 
chlorambucil  therapy  was  followed  within  four 
hours  by  fever  to  103  F.  which  remitted  on  cessa- 
tion of  the  drug.  Chlorambucil  was  given  on  three 
other  occasions  during  the  hospitalization,  and  on 
each  occasion  a chill  and  fever  spike  ensued  within 
two  to  four  hours  (Fig.  1). 

Drug  fever  was  diagnosed,  and  a program  of 
desensitization  outlined.  The  patient  was  given 
0.1  mg.  chlorambucil  in  a capsule  form  daily  for 


CHLORAMBUCIL  DRUG  FEVER 


FIGURE  1.  Relationship  between  white  cell  count, 
body  temperature,  and  administration  of  chlorambucil 
during  one  episode  of  drug  fever. 


ten  days  and  instructed  to  take  her  temperature 
four  times  a day.  No  fever  developed.  The  dose 
was  increased  to  0.2  mg.  daily  with  similar  results. 
The  dose  was,  in  turn,  increased  to  0.4  mg.  daily, 
0.5  mg.  daily,  1 mg.  daily,  and  1.5  mg.  daily;  each 
dose  increment  was  maintained  for  a period  of  ten 
days  to  two  weeks.  No  fever  ensued.  On  these 
progressively  increasing  doses  her  lymphocyte 
count  dropped  to  19,000  per  cubic  millimeter  and 
the  adenopathy  slowly  receded.  On  June  5,  1967, 
sixty  days  after  reinstitution  of  chlorambucil  ther- 
apy, the  dose  was  increased  to  2 mg.  daily  for  two 
weeks  without  untoward  effect.  The  blood  count 
on  June  29  was  as  follows:  hemoglobin  12.8  Gm. 
per  100  ml.;  hematocrit  39;  and  white  blood  count 
22,500  per  cubic  millimeter  (58  per  cent  lympho- 
cytes). 

The  patient  has  continued  clinically  well  on 
small  doses  of  chlorambucil  varying  from  2 mg. 
daily  to  2 mg.  three  times  a week.  Her  leukemia 
remains  in  good  clinical  and  partial  hematologic 
remission. 

Comment 

The  means  by  which  various  exogenous  sub- 
stances cause  and  control  fever  have  been  under 
extensive  investigation  for  many  years.  Recent 
work  by  Wolff  et  al."'  using  etiocholanolone  has 
demonstrated  that  this  exogenous  (and  sometimes 
endogenous)  pyrogen  produces  fever  by  activating 
leukocytes.  It  is  these  altered  cells  which  release 
an  endogenous  pyrogen  stimulatory  (inhibitory?) 
to  the  hypothalamic  areas  regulating  body  temper- 
ature. Bodel  and  Atkins®-^  have  shown  that  human 
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peripheral  leukocytes  (granulocytes,  monocytes,  or 
lymphocytes),  when  exposed  to  heat-killed  staph- 
ylococcus or  proteus  endotoxins,  will  release  a sub- 
stance pyrogenic  for  rabbits.  Other  investigations 
by  Dillard  and  BodeP'^  have  confirmed  the  fact 
that  human  leukocytes  can  be  altered  by  exog- 
enous pyrogens  and  that  the  penultimate  cause  of 
the  fever  is  not  the  endotoxin  or  etiocholanolone 
but  the  common  pathway  of  the  altered  leukocyte 
substance. 

Drug  fever  with  chlorambucil  is  previously  unre- 
ported despite  wide  use  of  the  medication.  The 
pathogenesis  of  the  fever  has  not  been  fully  deter- 
mined but  there  is  a good  deal  of  inferential  evi- 
dence. 

The  specific  and  repeated  febrile  responses  to 
drug  ingestion  make  the  suggestion  of  a coinciden- 
tal fever  untenable.  Similarly  the  lack  of  fever 
during  initial  chlorambucil  treatment  in  1959  and 
again  in  1961  make  it  equally  unlikely  that  the 
drug  itself  exerted  a direct  toxic  effect.  In  fact, 
the  appearance  of  fever  only  after  repeated  expo- 
sure over  a period  of  many  months  is  strong  evi- 
dence for  an  alteration  in  the  patient’s  reactivity 
to  the  drug  and  suggests  the  formation  of  an  anti- 
body. The  latter  could  be  directed  toward  chlor- 
ambucil, one  of  its  metabolites,  or  a combination 
of  one  of  these  as  a haptene  with  a protein  derived 
from  the  lymphomatous  tissue. 

It  is  impossible  at  this  juncture  to  determine 
just  how  this  antibody  causes  fever,  but  a likely 
explanation  is  that  either  the  antibody  or  its  com- 
plex with  antigen  activates  the  lymphocytes  of  the 
lymphatic  leukemia  tissue.  It  is  this  activated 
lymphocyte  which  produces  the  penultimate 
pyrogen  which  is  conveyed  to  the  hypothalamus. 

When  the  chlorambucil  was  given  in  small 
titered  doses  insufficient  lympholysis  occurred, 
and  although  the  cells  were  probably  activated 
there  was  insufficient  quantity  to  produce  clinical 
fever.  Alternatively,  of  course,  the  desensitiza- 
tion process  could  have  followed  classical  lines  and 
induced  a blocking  reagin  which  altered  the  sub- 
sequent response  to  the  drug. 

The  rapid  onset  of  fever  after  a short  but  consis- 
tent time  lag  of  two  to  four  hours  suggests  the  need 
for  a period  of  time  to  allow  for  drug  absorption, 
antibody  or  cell  binding,  and  leukocyte  activation. 
A very  similar  latent  period  is  demonstrable  in 
etiocholanolone-treated  rabbits'  while  Cranston’s 
group‘d  has  shown  that  if  pyrogen  is  incubated  in 


blood  before  intravenous  injection  the  fever  begins 
earlier  than  when  pyrogen  is  given  alone.  This 
same  group,  incidentally,  showed  that  leukocytes 
are  essential  to  the  enhancement  of  the  febrile 
response. 

It  is  of  interest  that  in  a previous  report‘d  in  which 
6-mercaptopurine  drug  fever  was  described,  the 
patient  also  suffered  from  abnormal  lymphoid 
proliferation,  in  that  case  acute  lymphocytic 
leukemia.  In  2 other  reported  cases  of  6- 
mercaptopurine  drug  fever  the  diagnoses  were 
reticulum-cell  sarcoma  and  cortisone-responsive 
acute  myeloid  leukemia.^-  In  all  such  patients  we 
could  postulate  the  acquired  drug  sensitivity  re- 
action as  part  of  an  altered  immunologic  response 
by  the  lymphoproliferative  disease. 

Although  the  data  presented  by  this  patient  are 
very  suggestive  of  lymphoma-lymphocyte  activa- 
tion by  a chlorambucil-antibody  complex  or  some 
such  derivative,  specific  conclusions  are  not 
warranted  without  further  in  vivo  testing. 
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In  1956,  the  Association  of  American  Medical 
Colleges  initiated  a long-term  study  of  the  inter- 
relationships between  the  backgrounds  of  medical 
students,  types  of  medical  schools  attended,  and 
their  scholastic  performances.  The  population 
consisted  of  approximately  2,500  medical  students 
who  were  studied  from  their  entrance  into  medical 
school  to  the  conclusions  of  their  internship  years. 
In  the  first  report  from  this  study,  Schumacher^ 
examined  the  interests  and  backgrounds  of  tbe 
average  1960  medical  school  graduate  with  regard 
to  his  choice  of  medical  career.  He  found  that 
only  17  per  cent  had  made  a specific  choice  of 
medical  career  before  entering  medical  school. 
An  additional  8 per  cent  decided  on  their  medical 
careers  during  the  first  two  years,  and  the  remain- 
ing 75  per  cent  delayed  their  decisions  until  the 
last  two  years  of  medical  school.  Schumacher 
concluded  that  “ . . . until  the  clinical  years,  the 
medical  student’s  career  plans  are  highly  flexi- 
ble.” 

Subsequently,  Schumacher--^  retrospectively 
related  freshman  interests  and  the  personality 
scores  of  interns  according  to  their  choices  of  medi- 
cal careers.  Nine  major  career  groups  were  com- 
pared as  concerned  scholastic  aptitude,  personality 
characteristics,  and  biographic  histories.  He 
found  that  those  choosing  full-time  practice  ca- 
reers in  either  medicine,  surgery,  obstetrics-gyne- 
cology, or  pediatrics  were  not  discernibly  different 
from  one  another.  They  also  were  not  significantly 
different  from  the  general  practice  group  or  from 
those  choosing  subspecialties  within  each  major 


practice  area.  The  two  groups  that  were  different 
from  all  others  were  those  who  selected  either 
psychiatric  practice  plus  teaching  or  careers  in  full- 
time academic  medicine. 

A retrospective  study  of  residents  at  the  Uni- 
versity of  Colorado  Medical  Center  by  Kritzer  and 
Zimet^  demonstrated  there  was  a relationship  be- 
tween the  choices  of  careers  of  freshman  medical 
students  and  the  residencies  which  they  selected 
subsequently.  Approximately  83  per  cent  of  those 
who  selected  psychiatry  as  first-year  students  ul- 
timately chose  residencies  in  psychiatry.  Of  the 
other  4 major  clinical  specialties,  internal  medi- 
cine, obstetrics-gynecology,  pediatrics,  and  sur- 
gery, on  the  average,  approximately  40  per  cent  en- 
tered the  specialty  declared  at  the  beginning  of 
medical  school.  These  authors  summarized  their 
belief  that  medical  school  exerts  a significant  in- 
fluence on  the  student’s  choice  of  medical  career 
with  the  statement  that  “ . . . one  half  of  the  inter- 
nists and  pediatricians  and  two  thirds  of  the  ob- 
stetricians and  surgeons  make  tbeir  choice  during 
or  after  medical  school.” 

The  present  study  was  undertaken  to  evaluate 
the  effects  of  such  variables  as  age,  sex,  marital 
status,  class  rank,  class  year,  type  of  undergrad- 
uate education,  and  family  background  in  the 
student’s  choice  of  medical  career.  A profile  of 
medical  students  at  State  University  of  New  York 
Upstate  Medical  Center  was  developed  from  which 
some  characteristic  patterns  of  choices  of  medical 
careers  emerged. 

Methods 

Surveys  on  choices  of  medical  career  were  con- 
ducted with  questionnaires  completed  by  fresh- 
man, sophomore,  junior,  and  senior  classes  in 
May,  1967,  and  1968  (Table  I).  Students  in  the 
second-year  course  in  epidemiology.  Department 
of  Preventive  Medicine,  collected  the  informa- 
tion as  one  of  their  projects.  In  both  surveys,  reply 
rates  were  lower  for  students  in  the  clinical  than  for 
those  in  the  preclinical  years.  Since  first-  and 
second-year  students  attend  classes  as  a group, 
they  were  contacted  readily,  whereas  third-  and 
fourth-year  students  were  widely  dispersed  because 
of  clinical  responsibilities  and  were  difficult  to 
reach. 

The  questionnaires  were  similar  in  both  years; 
they  recorded  age  at  entrance  into  medical  school, 
sex,  marital  status,  type  of  undergraduate  educa- 
tion, choices  of  career  made  at  both  premedical 
school  entrance  and  the  present  time,  and  special- 
ty practice  of  physician  relatives. 
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TABLE  I.  Replies  obtained  from  students  in  survey  by  year  and  class 


- 1967 . 

. Replies 


Class 

Num- 

Per 

Class 

Term 

Size 

her 

Cent 

Size 

F reshman 

107 

97 

91 

105 

Sophomore 

93 

81 

87 

102 

Junior 

98 

77 

79 

90 

Senior 

93 

82 

88 

94 

Totals 

391 

337 

86 

391 

1968 . ^ Total  1967-1968 • 

Replies Replies > 


Num- 

ber 

Per 

Cent 

Class 

Size 

Num- 

ber 

Per 

Cent 

96 

91 

212 

193 

91 

102 

100 

195 

183 

94 

73 

81 

188 

150 

80 

67 

71 

187 

149 

80 

338 

86 

782 

675 

86 

The  second  year  that  the  questionnaire  was  ad- 
ministered, students  were  asked  to  sign  their  forms 
for  identification  if  more  specific  information  was 
desired.  The  classes  of  1968  and  1969  also  were 
studied  with  regard  to  their  fathers’  education  and 
occupation,  size  of  hometown  community,  and 
class  rank.  Information  on  final  choices  of  intern- 
ship was  obtained  from  these  two  classes  and  that 
of  1970  to  determine  any  changes  in  choices  of 
specialty  that  had  occurred  between  the  senior 
year  and  appointment  in  internship  as  indicated 
by  the  latter. 

Results 

The  distributions  of  choices  of  specialty  in  the 
two  surveys  were  remarkably  similar,  although  one 
class  had  been  graduated  and  another  had  been 
admitted  in  the  interim  year  (Table  II).  The  1968 
survey  included  three  classes  that  had  been  sam- 
pled in  1967  but  not  the  1967  senior  class  which 
had  been  graduated.  The  class  of  1971  was  sam- 
pled in  the  1968  survey,  since  they  were  not  in 
medical  school  in  May,  1967. 

Among  all  students  who  had  made  choices,  re- 
gardless of  class  year,  surgery  and  internal  medi- 
cine were  the  most  popular.  Pediatrics  and  psy- 
chiatry ranked  third  and  fourth  in  popularity  in 
both  surveys.  In  each,  approximately  12  per  cent 
of  the  respondents  were  equally  divided  between 
general  practice,  radiology,  and  obstetrics-gyne- 
cology. That  general  practice  was  selected  by  only 
4 per  cent  suggests  an  apparent  general  lack  of  in- 
terest in  this  field. 

The  distributions  of  choices  of  specialty  by  class 
year  in  the  two  surveys  suggest  a consistency  in  the 
percentages  of  students  interested  in  a particular 
specialty  in  this  medical  school  (Table  III).  In 
each  survey  there  was  a plurality  of  “undecided” 
students  in  the  preclinical  years,  but  this  declined 
sharply  in  the  clinical  years.  Interest  in  pediatrics 
increased  in  the  clinical  years,  whereas  the  number 
selecting  either  psychiatry  or  obstetrics-gynecology 
fluctuated  very  little  over  the  four-year  interval. 
Radiology,  on  the  other  hand,  became  quite  popu- 
lar in  the  senior  year. 

d'he  two  most  frequent  choices  of  career  were 
surgery  and  internal  medicine.  The  interplay 
between  these  two  preferences  during  the  four 


years  of  exposure  in  medical  school  is  illustrated 
in  Figure  1.  The  percentages  in  this  figure  are  de- 
rived from  the  total  numbers  of  “decided”  students 
in  each  class  in  each  survey.  In  each,  freshman 
students  expressed  greater  interest  in  surgery  than 
in  internal  medicine,  but  the  former  decreased, 
and  the  latter  increased  at  the  conclusion  of  their 
sophomore  years.  Once  students  entered  their 
clinical  years,  surgery  regained  its  popularity  over 
internal  medicine. 

The  most  surprising  feature  of  this  interplay  is 
its  consistency  from  one  year  to  the  next.  In  each 
class  year  the  percentage  of  students  choosing 
surgery  or  internal  medicine  is  almost  the  same 
and,  in  each,  there  is  the  same  inversion  in  the 
sophomore  year.  This  is  consistent  with  the  hy- 
potheses that  the  “typical”  student  selected  for 
admission  to  State  University  of  New  York  Up- 
state Medical  Center  has  been  quite  uniform  from 
year  to  year  and  that  attending  medical  school 
influences  his  career  choice. 

In  an  attempt  to  determine  what  other  factors 
might  have  influenced  a student’s  choice  of  ca- 
reer, we  reviewed  some  additional  data  from  the 
classes  of  1968  and  1969.  Among  the  variables 
examined  were:  father’s  education  and  occupa- 

ion,  student’s  undergraduate  education,  relation- 
ship and  specialties  of  physician  relatives,  mari- 
tal status,  age  at  entrance  into  medical  school, 
size  of  hometown  community,  and  class  rank.  No 
significant  relationships  were  found  between  any 
of  these  factors  and  choices  of  career  in  these 
two  classes.  None  was  significantly  predictive  of 
their  choices  of  career. 

TABLE  II.  Career  choices  of  students  in  survey  by  year 


. 1967 . . 1968 

Num-  Per  Num-  Per 


Choice 

her 

Cent 

her 

Cent 

None 

112 

33 

111 

33 

Surgery 

71 

21 

65 

19 

Internal  Medicine 

46 

14 

52 

16 

Pediatrics 

31 

9 

35 

10 

Psychiatry 

22 

7 

21 

6 

General  Practice 

11 

3 

13 

4 

Radiology 

14 

4 

11 

3 

Obstetrics-Gynecology 

12 

4 

10 

3 

Other 

18 

5 

20 

6 

T0TA1.S 

337 

100 

338 

100 
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TABLE  III.  Career  choices  (per  cent)  of  students  in  survey  by  year  and  class 


^Freshman  — Sophomore--'  . — Junior — Senior • 


Choice 

1967 

1968 

1967 

1968 

1967 

1968 

1967 

1968 

None 

55 

44 

44 

46 

26 

22 

4 

9 

Surgery 

15 

19 

12 

10 

27 

25 

30 

28 

Internal  Medicine 

5 

6 

18 

20 

13 

19 

19 

18 

Pediatrics 

6 

8 

9 

9 

13 

12 

10 

13 

Psychiatry 

6 

6 

1 

5 

8 

5 

11 

9 

(leneral  Practice 

5 

6 

1 

3 

1 

5 

5 

0 

Radiology 

1 

0 

1 

0 

2 

7 

12 

9 

Obstetrics-tlynecology 

1 

5 

5 

1 

5 

0 

4 

6 

Other 

5 

5 

8 

7 

4 

4 

5 

7 

Class  replies 

97 

96 

81 

102 

77 

73 

82 

67 

The  major  types  of  internships  accepted  by  grad- 
uates of  1968,  1969,  and  1970  at  State  llniversity 
of  New  York  Upstate  Medical  Center,  are  distrib- 
uted almost  identically  in  the  first  two  (Table 
IV).  The  class  of  1970  showed  a 12  per  cent  in- 
crease over  the  previous  two  classes  in  the  selec- 
tion of  internships  in  internal  medicine  while  those 
taking  pediatric  internships  declined  by  6 per  cent. 
All  others  were  distributed  approximately  equally 
in  all  three  graduating  classes  with  more  selec- 
tions of  internal  medicine  than  of  surgery.  The  ap- 
parent decrease  in  choice  of  surgery  and  increased 
interest  in  internal  medicine  may  be  the  result 
of  the  large  percentage  of  students  selecting  rotat- 
ing internships.  Our  information  on  these  is  not 
specific  enough  to  permit  their  differentiation 
according  to  their  major  emphasis.  If  one  com- 
pares the  number  of  internships  accepted  by  the 
class  of  1968  alone  with  those  expected  on  the  basis 
of  the  national  percentages,  the  resulting  chi- 
squire  is  highly  significant  (p  < 0.005).  The  pro- 
portion of  graduates  of  State  University  of  New 
York  Upstate  Medical  Center  appointed  to  pedi- 
atric internships  in  1968  was  more  than  twice  the 
national  average.  Appointments  in  surgery  also 
were  higher  than  expected,  and  rotating  intern- 
ships drew  correspondingly  fewer. 

The  concordances  of  career  choices,  from  1968 
through  1970,  of  senior  medical  students  with  the 
types  of  internships  they  accepted  are  shown  in 
Table  V.  Among  those  with  expressed  interests  in 
internal  medicine,  surgery,  or  pediatrics,  83  per 
cent  of  the  latter  actually  accepted  an  internship 
in  pediatrics,  while  67  and  55  per  cent,  respective- 
ly, remained  with  internal  medicine  and  surgery. 


O 1967 
X > 1968 


CLASS 

FIGURE  1 Relation  of  career  choices  in  surgery  and 
internal  medicine  to  medical  school  class,  1967  and 
1968 

Slightly  more  than  one-third,  37  per  cent,  of  those 
interested  in  surgery  accepted  rotating  internships, 
whereas  in  internal  medicine  and  pediatrics  it  was 
28  and  14  per  cent,  respectively.  Of  the  139  stu- 
dents who  declared  choices  of  careers  in  internal 
medicine,  surgery,  or  pediatrics,  39,  28  per  cent, 
accepted  either  another  field  or  a rotating  one  for 
internship.  Such  decision  changes  may  reflect 
either  a lack  of  definite  commitment  to  a partic- 
ular specialty,  faculty  advisement,  intense  com- 
petition, or  any  of  these  factors  singly  or  in  com- 
bination. Some  students  may  be  forced  to  com- 
promise with  a rotating  internship  because  of  rela- 
tively poor  class  rank. 


TABLE  IV.  Internship  appointments  (per  cent)  accepted  by  three  classes  of  S.U.N.Y.  (Upstate)  graduates  in  relation  to 
appointments  accepted  by  all  U.S.A.  and  Canadian  graduates  in  1968 


Internship 

Totals 

U.S.A.  and 
Canada® 

1968 

1969 

1970 

Internal  Medicine 

20 

22 

33 

25 

20 

Surgery 

17 

15 

13 

15 

10 

Pediatrics 

15 

15 

9 

13 

7 

Rotating* 

47 

46 

42 

45 

60 

Other 

1 

2 

3 

2 

2 

Total  graduates 

94 

93 

96 

283 

7,194 

* Includes  rotating  internships  with  major  emphases. 
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TABLE  V.  Relation  of  type  of  internship  accepted  to  career  choices  of  senior  medical  students  1968  through  1970 


Career  Choice 

Number  of 
Students 

Internal 

Medicine 

X 11  tUx  llbO  1 \X  UX  V_yU'Ill<J 

Surgery  Pediatrics 

Rotating*  and 
Other 

Internal  Medicine 

60 

40  (67) 

3 (5) 

0 

17  (28) 

Surgery 

49 

4 (8) 

27  (55) 

0 

18  (37) 

Pediatrics 

30 

1 (3) 

0 

25  (83) 

4 (14) 

Rotating*  and  other 

73 

13  (17) 

2 (3) 

2 (3) 

56  (77) 

* Rotating  internships  with  major  emphases,  percentages  in  parentheses. 


After  excluding  all  senior  medical  students  with 
choices  of  career  in  specialties  other  than  internal 
medicine,  surgery,  or  pediatrics,  we  tested  the  sig- 
nificance of  an  hypothesized  association  between 
class  rank  and  type  of  internship  accepted  (Table 
VI).  The  highly  significant  chi-square  (p  < 0.005) 
of  11.24  supports  such  a relationship.  The  result 
is  attributable  to  the  large  deviations  from  the 
“expected”  among  students  in  the  upper  and  low- 
er thirds  of  each  class.  Straight  internships  are 
most  likely  for  those  in  the  upper  third  and  least 
likely  among  lower-third  members.  This  pat- 
tern was  consistent  in  each  graduating  class  from 
1968  through  1970. 

During  the  past  few  years,  students  at  State 
University  of  New  York  Upstate  Medical  Center 
have  shown  remarkable  similarities  in  the  choices 
of  careers.  This  relative  consistency  could  be  a 
reflection  of  the  attitudes  of  the  admissions  com- 
mittee, although  its  membership  changes  some- 
what each  year.  Another  possible  explanation  is 
that  admission  criteria  have  remained  rela- 
tively constant,  and  the  types  of  students  who  ac- 
cept admission  to  the  school  also  are  consistent. 

It  is  probable  that  medical  schools  have  had  pat- 
terns of  student  specialty  interests  and  internship 
appointments.  If  true,  then  it  would  be  of  interest 
to  compare  the  patterns  observed  in  different 
schools  to  establish  their  characteristics  more 
conclusively.  From  these  one  might  be  able  to 
predict  the  proportion  of  a school’s  students  that 
would  be  expected  to  enter  a particular  specialty. 


Summary 

Choices  of  specialty  practice  made  by  students 
at  State  University  of  New  York  Upstate  Medical 
Center  were  determined  in  1967  and  1968.  The 
distributions  of  choice  of  specialty  practice  were 
practically  identical  for  both  years  of  the  survey, 
even  though  the  sampled  student  populations  were 
not  the  same. 

Many  students  seem  to  defer  decisions  on  ca- 
reers until  the  clinical  years  in  medical  school. 
The  two  most  popular  specialties,  surgery  and 
internal  medicine,  were  favored  to  various  de- 
grees depending  on  the  class  year. 

A significant  association  between  the  type  of 
internship  accepted  and  class  rank  was  found  for 
graduates  of  1968  through  1970. 
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TABLE  VI.  Relation  of  class  rank  to  type  of  internship  accepted  by  graduates*  of  1968  through  1970 


Internshij) 

Upper 

Class  Rank  (Thirds)  - 
Middle  Lower 

Totals 

Internal  Medicine,  surgery,  or  irediat.rics 

42  (34. 5)  t 

32  (32.4) 

26  (33.1) 

100 

Rotating**  or  other 

6 (13.5) 

13  (12.6) 

20  (12.9) 

39 

Totals 

48 

45 

46 

139 

* Senior  medical  BtiidentH  with  choices  of  careers  in  interm 

i\  medicine,  surgery,  or 

pediatrics  (chi-square 

= 11.24,  2 df  (p  < 0.00,'))). 

1 Kxf>ccU*fl  numlier. 

**  liotating  inU»rnHhij)H  with  major  emphascH. 
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Having  spent  most  of  my  professional  life  with  an 
aftercare  clinic,  I have  often  daydreamed  of  what 
an  ideal  or  at  least  an  optimal  clinic  would  be.  I 
must  admit  that  what  constitutes  an  ideal  clinic 
has  not  remained  the  same  throughout  the  years. 
When  we  were  a relatively  small  operation  in  the 
1950s,  and  our  inpatient  services  consisted  of  22 
beds,  known  affectionately  as  Ward  A,  aftercare 
was  an  idyllic  affair.  The  census  of  our  aftercare 
clinic  never  exceeded  35  patients,  and  there  was  no 
problem  in  terms  of  programming,  admissions,  dis- 
charges, and  training.  Patients  kept  coming  to  the 
clinic  for  as  long  as  they  felt  like  it.  When  they 
stopped  attending,  moved  out  of  town,  or  died,  we 
removed  them  from  the  list  of  patients,  and  their 
cases  were  closed.  The  program  was  also  simple. 
All  were  kept  in  psychotherapy  with  their  respec- 
tive residents  or  members  of  the  attending  staff 
and  were  seen  in  half-hourly  sessions  every  week 
except  when  the  clinic  was  closed  in  August. 
Therapists  changed  with  the  rotation  of  the  four 
residents  in  training,  and  some  of  our  patients  had 
a dozen  or  so  different  therapists  as  time  went  on. 
The  ideal  clinic  then  was  one  that  treated  patients 
with  psychoanalytically  oriented  psychotherapy  for 
as  long  as  they  were  willing  to  come. 

All  this  changed  radically  when  we  moved  into 
new  and  enlarged  quarters  and  when  the  number 
of  beds  increased  to  over  100.  Also,  we  opened  a 
day  and  a night  center,  and  the  body  of  residents 
grew  to  40.  Patients  were  flooding  the  aftercare 
clinic,  and  it  became  apparent  that  the  old  system 
of  aftercare  was  not  going  to  do.  When  the  census 
increased  to  several  hundred,  something  drastic 
had  to  be  done  to  handle  these  patients. 

Probably  for  the  first  time  the  question  was 
asked;  what  were  the  aims  of  aftercare,  and  how 

Presented  at  the  Sixth  Biennial  Divisional  Meeting  of  the 
American  Psychiatric  Association,  New  York  City,  November 
21  to  22,  1969. 


could  it  be  delivered  in  the  best  interests  of  the 
patient  and  within  the  available  resources  of  the 
department  of  psychiatry?  One  began  to  take  a 
closer  look  at  who  were  those  patients  who  kept 
coming  for  years  for  psychotherapy  and  what  were 
the  results,  if  any,  of  this  sort  of  long  treatment. 
At  the  same  time  one  wondered  who  were  the 
patients  who  dropped  out  despite  being  told  they 
needed  further  treatment — everyone  needed  more 
treatment  then — and  should  continue  in  the  clinic. 
Was  the  patient  who  kept  coming  and  coming 
really  better  off  than  the  patient  who  left  the 
clinic  after  a few  sessions? 

These  and  other  questions  begged  for  answers 
while  the  aftercare  clinic  was  bursting  at  the 
seams,  suffering  from  a shortage  of  therapists  and 
preceptors.  Some  remedial  measures  had  to  be 
taken.  I recalled  the  expression  occasionally  used 
during  presentations  of  clinical  material  of  “Mount 
Sinai  transference”  denoting  a patient’s  attach- 
ment to  Mount  Sinai  as  a hospital  and  institu- 
tion, and  I began  to  wonder  what  would  happen  if 
a program  of  accelerated  discharges  were  institu- 
ted. These  were  all  improved  patients,  living  and 
functioning  on  different  levels  in  the  community. 
If  they  were  told  that  they  could  return  to  the  clinic 
in  case  of  need,  could  they  perhaps  get  along,  at 
least  for  some  time,  on  the  mere  strength  of  their 
ties  to  the  hospital  and  to  the  clinic?  The  worst 
that  could  happen  would  be  that  they  would  have 
to  be  readmitted  to  the  clinic. 

With  the  blessing  of  the  Director  of  Psychiatry 
this  program  was  tried  out  with  surprising  if  not 
amazing  results.  The  expected  deluge  of  requests 
for  readmissions  to  the  clinic  never  materialized. 
The  number  of  readmissions  hardly  increased. 
Those  who  did  require  readmission  were  able  to  be 
redischarged  after  a few  sessions  of  psychotherapy 
with  or  without  drugs.  Some  who  called  for  help 
were  given  appointments  which  were  cancelled,  as 
if  to  say  that  the  mere  fact  that  we  were  ready  to 
keep  our  word  and  be  there  when  they  needed  us 
was  enough  for  them  to  be  able  to  get  along  without 
the  help  itself. 

Other  programs  and  changes  have  been  intro- 
duced. We  are  still  far  from  the  ideal  or  even 
optimal  aftercare  clinic.  Perhaps  we  know  a little 
more  about  some  of  the  ingredients  which,  when 
properly  mixed,  might  make  for  better  aftercare. 

Aims  of  aftercare 

More  and  more  is  being  expected  of  aftercare. 
Traditionally,  aftercare  meant  consolidation  of 
gains  made  during  the  inpatient  period;  rehabilita- 
tion, if  indicated,  especially  after  prolonged 
hospitalization;  and  continued  treatment  on  an 
ambulatory  basis.  This  is  what  we  were  doing 
during  the  good  old  Ward  A days.  Additional 
goals  have  become  apparent  more  recently,  all  of 
which  have  to  do  with  prevention,  namely,  shorten- 
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ing  of  hospital  stay,  widening  of  the  interval  be- 
tween hospitalizations,  and  avoiding  rehospitali- 
zationsd  Secondary  prevention  is  very  much  the 
business  of  aftercare.^  There  are  even  some  who 
believe  that  primary  prevention  may  be  within  the 
reach  of  aftercare.  Families  of  schizophrenic 
patients  are  known  to  be  hospitalization  prone. 
It  is  perfectly  plausible  that  in  the  course  of  after- 
care family  therapy  or  therapeutic  home  visits  of 
aftercare  patients,  certain  therapeutic  interven- 
tions will  prevent  an  initial  outbreak  of  illness  in  a 
member  of  the  aftercare  patient’s  family.  The 
aftercare  patient  is  the  agent  who  helps  to  uncover 
such  families.  However,  for  the  purpose  of  this 
article  the  term  aftercare  will  limit  itself  to  post- 
hospitalized  patients  and  secondary  and  tertiary 
prevention  in  such  patients. 

Even  though  aftercare  obviously  is  an  outpatient 
service,  its  ties  with  the  inpatient  services  are 
rather  close. ^ Let  us  take  a situation  where  an 
inpatient  bed  is  urgently  needed  for  a new  admis- 
sion. • A patient  on  the  way  to  recovery  could  be 
discharged  somewhat  earlier  with  the  understand- 
ing that  adequate  aftercare  will  complete  his  course 
of  therapy.  Being  a general  hospital,  our  inpatient 
services  are  limited  by  the  rule  of  the  ninety-day 
maximum  stay  for  patients  whose  care  is  paid  for 
by  public  funds.  Sometimes  a patient  is  being 
transferred  to  another,  longer-term  facility  and  has 
to  wait  a week  or  two  before  he  can  be  transferred. 
The  aftercare  clinic  may  tide  him  over  during  this 
time  with  the  continuity  of  therapist  being  assured. 

There  is  constant  liaison  and  cooperation  be- 
tween the  inpatient  services  and  the  aftercare 
clinic.  Discharge  planning  from  the  inpatient 
units  is  as  much  inpatient  as  aftercare  business 
and,  should  things  become  difficult  at  the  begin- 
ning of  aftercare,  especially  during  the  transition 
period,  the  inpatient  unit  is  ready  to  back  up  after- 
care and  readmit  such  a patient  for  a somewhat 
longer  stay. 

Institutional  transference 

There  is  something  about  the  experience  of  hav- 
ing been  an  inpatient,  having  lived  on  the  ward 
with  other  patients,  having  participated  in  hospi- 
tal life  and  its  many  activities,  that  leaves 
an  indelible  mark  on  the  patient.  Discharged 
patients  keep  returning  to  visit  their  friends  on  the 
wards  for  as  long  as  they  stay,  and  friendships 
made  during  the  hospital  stay  are  often  kept  for 
life.  With  the  exception  of  those  who  are  anxious 
to  deny  their  illness,  a psychiatric  hospital  admis- 
sion is  likely  to  have  lasting  effects  which  rever- 
berate not  only  in  aftercare  but  also  long  after 
these  people  have  ceased  being  aftercare  pa- 
tients. 

The  affinity  between  the  hospital  and  aftercare 
patients  can  be  exploited  for  their  benefit.  What 
they  may  lack  in  terms  of  object  relations  they 


often  make  up  for  in  terms  of  the  attachment  to  an 
institution,  especially  a hospital,  a clinic,  a house 
of  learning,  one  that  has  demonstrated  its  ability 
to  help  in  time  of  need.  The  charisma  of  the 
institution  radiates  into  the  community. 

Aftercare  provides  the  opportunity  for 
strengthening  ego  resources  for  varying  periods  of 
time  through  individual  or  group  therapy.  But 
once  aftercare  is  terminated,  and  sooner  or  later 
it  should  be  terminated,  the  patients  still  can  de- 
rive strength  from  the  fact  that  they  know  they 
have  a place  to  come  to  if  the  going  gets  difficult 
and  they  begin  to  notice  prodromal  symptoms  of 
loosening  defenses  with  increasing  anxiety. 

Former  inpatients  and  former  aftercare  patients 
are  tied  to  the  hospital  and  the  clinic  by  invisible 
ties  of  institutional  transference  for  long  periods 
of  time,  sometimes  for  the  rest  of  their  lives,  with- 
out having  to  become  active  patients  again. 

Institutional  transference  is  considered  a pivotal 
point  in  preventing  rehospitalizations. It  has 
been  known  for  a long  time  and  described  by  many. 
The  concept  denotes  a genetic  phenomenon  of 
feelings  toward  parents  transmitted  later  on  to 
inanimate  objects.  It  has  been  observed  that 
many  patients,  usually  the  sicker  ones,  form  power- 
ful attachments  on  an  impersonal  level  but  shy 
away  from  attachments  to  and  involvement  with 
people,  including  their  therapists.  Psychotic  per- 
sons, who  constitute  the  majority  of  the  aftercare 
clinic  population,  feel  threatened  by  close  relation- 
ships but  find  it  acceptable  to  relate  to  the  hospital 
as  a whole.  Their  relationship  to  the  institution  is 
similar  to  the  relationship  to  a god,  and  many  have 
expressed  their  godly  reverence  for  The  Mount 
Sinai  Hospital.  They  live  under  the  umbrella  of  a 
powerful,  god-like  hospital  and  believe  they  will 
be  taken  care  of  in  time  of  need. 

As  mentioned  previously,  it  is  the  reliance  on 
institutional  transference  that  permits  a high  dis- 
charge rate  of  aftercare  patients.  The  patient  is 
discharged  from  the  clinic,  yet  he  remains  tied  to 
the  clinic  and  the  hospital.  This  results  in  a kind 
of  patient  who  is  not  a patient.  He  remains  a 
potential  aftercare  patient  for  the  rest  of  his  life 
or  a latent  patient,  if  you  will;  but  he  may  never 
again  become  an  active  patient  unless  the  need 
arises.  The  aftercare  clinic  has  become  a sort  of 
club  with  a large  invisible  membership  which  may 
potentially  use  its  facilities,  but  most  often  the 
mere  knowledge  that  he  is  a member  of  this  power- 
ful club  will  spare  him  the  need  to  use  them.  I 
am  reminded  of  an  alcoholic  patient  who  stopped 
drinking  but  for  a long  time  carried  a vial  of  whis- 
key in  her  bag  as  a sort  of  talisman.  She  never 
drank  again  but  in  the  course  of  years  became 
addicted  to  sleeping  pills.  When  she  finally 
stopped  using  them  she  carried  some  sleeping  pills 
for  protection.  It  can  be  said  that  the  discharged 
aftercare  patient  carries  with  him  the  clinic  and 
the  hospital  for  protection.' 
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Types  of  patients  and  treatments 

A closer  look  at  aftercare  population  indicates 
that  it  can  he  divided  into  short-term  and  long- 
term attenders.'  'The  short-term  attenders  come 
for  a few  sessions  and  drop  out.  In  a study  done  on 
75  consecutive  admissions  to  the  aftercare  clinic, 
47  per  cent  were  such  dropouts.”  Dropout  rates 
as  high  as  80  to  85  per  cent  are  reported  for  other 
outpatient  clinics.  When  one  considers  that  our 
patient  sample  consisted  of  patients  who  developed 
a good  relationship  with  their  therapists  while  on 
the  inpatient  unit  and  were  to  continue  with  the 
same  therapist  in  the  aftercare  clinic,  this  is  a 
large  percentage  indeed.  These  dropouts  were  not 
interested  in  further  therapy  despite  the  specific 
recommendation  of  their  therapists.  Such 
patients  are  “naturals”  in  terms  of  institutional 
transference  and  readily  become  members  of  the 
“aftercare  club”  as  long  as  they  are  told  that  they 
do  not  have  to  attend  the  clinic  if  they  do  not  want 
to,  but  could  return  if  in  need.  It  is  strongly 
suspected  that  if  they  are  pressured  by  their  thera- 
pists to  continue  to  come,  they  cannot  refuse  and 
prefer  to  drop  out. 

When  it  comes  to  the  long-term  attenders,  these 
are  patients  who  crave  coming  for  sessions,  cling 
to  the  therapist,  and  usually  feel  they  are  not  given 
enough  time  and  attention.  They  want  longer  and 
more  frequent  sessions.  They  are  “good”  patients 
and  anticipate  the  therapist’s  wishes  and  comply 
with  them  when  at  all  possible.  They  require 
“in-the-tlesh  people  rather  than  things,  ideas  or 
institutions.”*  These  are  people  in  whom  individ- 
ual transference  prevails.  It  would  seem  they  are 
perfect  candidates  for  individual  psychotherapy. 
Very  often  an  inexperienced  therapist  makes  this 
assumption  and  finds  out  considerably  later  that 
these  patients  have  not  the  slightest  desire  to  grow 
and  develop  in  therapy.  They  use  therapy  and  the 
therapist  to  satisfy  their  clinging,  dependent, 
self-effacing,  and  often  masochistic  and  narcissistic 
needs,  and  before  long  the  therapist  is  enmeshed 
in  either  a symbiotic  or,  even  worse,  a sado-maso- 
chistic relationship  from  which  he  has  a hard  time 
extricating  himself.  If  this  happens  also  to  be  a 
suicidal  or  suicide-threatening  patient,  the  situa- 
tion is  even  more  serious.  It  is  imperative  that 
this  type  of  long-term  attender  be  helped  not  to 
develop  a clinging  relationship,  that  attempts  at 
dilution  of  the  individual  transference  be  made 
early  so  that  he  can  be  discharged  into  the  “after- 
care club.”  This  may  not  be  easy  unless  the  cling- 
ing characteristics  are  diagnosed  relatively  early. 
What  makes  matters  even  more  difficult  is  that  the 
patients  who  are  genuinely  interested  in  and 
responsive  to  meaningful  psychotherapy  come 
from  the  same  group  of  long-term  attenders. 

The  interesting  part  is  that  the  long-  and  short- 
term attenders  cross  the  boundaries  of  almost  all 
diagnostic  entities.  From  this  point  of  view,  a 


survey  of  patients  admitted  to  and  treated  in  the 
aftercare  clinic  in  1967  showed  that  out  of  684 
patients,  62  per  cent  were  schizophrenic,  30  per 
cent  were  depressed  with  suicidal  thoughts  or 
suicidal  attempts,  and  the  remaining  8 per  cent 
consisted  of  patients  with  character  disorder  with 
severe  ego  defects,  symptom  neuroses,  and 
others.*' 

What  is  apparent  is  that  relatively  few  of  these 
patients  are  suitable  for  intensive  psychotherapy. 
W hat  is  treated  is  their  acute  episode  of  illness. 
A return  to  the  preacute  state  with  some  minor 
modifications,  whenever  possible,  is  aimed  for  and, 
once  this  is  accomplished,  aftercare  is  structured 
to  be  brief.  The  patient  is  helped  to  weather  the 
transition  from  the  inpatient  unit,  is  prepared 
in  terms  of  institutional  transference  to  become 
a member  of  the  “aftercare  club,”  and  is  dis- 
charged. Long-term  attenders  have  to  be  frustrat- 
ed in  their  clinging  needs  even  if  they  have  to  be 
readmitted  to  the  clinic  for  brief  periods  of  time. 
They  should  not  be  permitted  to  become  chronic 
long-term  attenders.  Hospitalism  is  a term 
used  to  designate  a condition  due  to  a prolonged 
stay  in  a mental  hospital.  “Clinicism”  may  be  a 
term  to  designate  a condition  due  to  prolonged 
attendance  in  a clinic. 

There  is  room  for  individual  psychotherapy  in 
aftercare.  The  preventive  aspects  of  individual 
psychotherapy  have  been  recognized  ever  since 
aftercare  was  seen  as  an  important  measure  in  the 
management  of  the  post  hospitalized  patient.  It 
is  directed  toward  the  strengthening  of  the  ego 
with  the  effect  of  its  being  better  able  to  handle 
stresses  from  within  and  without  the  personality 
structure.  Individual  psychotherapy  begins  on  the 
inpatient  services  with  selected  patients  and  con- 
tinues in  aftercare  with  the  same  therapist  (con- 
tinuity of  therapist)  or  with  a different  one, 
if  necessary  (continuity  of  therapy).  It  can  be 
of  short  or  intermediate  term  but  it  has  to  be  goal 
directed  and  goal  limited.  It  must  have  a plan, 
a beginning,  and  an  end.  It  may  lead  to  significant 
and  lasting  personality  changes  and  to  the  individ- 
ual’s increased  strength  against  the  disorganizing 
effects  of  anxiety. 

The  issue  is  not  whether  to  have  intensive  psy- 
choanalytically  oriented  psychotherapy  in  the 
armamentarium  of  an  aftercare  clinic.  This  type 
of  treatment  has  proved  its  value  in  the  course  of 
the  past  several  decades  and  needs  no  apology. 
The  issue  is  the  indiscriminate  use  of  this  form 
of  therapy  with  any  type  of  patient  under  any  cir- 
cumstances. In  certain  cases  it  is  distinctly  con- 
traindicated. There  are  patients  who  will  not 
accept  any  kind  of  psychotherapy.  They  cannot 
use  it  and  do  not  want  it.  In  the  aftercare  clinic 
population  there  are  some  who  can  use  it  and  also 
want  it.  The  crux  lies  in  the  selection  of  appro- 
priate cases. 
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The  stay  on  the  inpatient  services,  which  rarely 
exceeds  ninety  days  in  a general  hospital  in  New 
York  City,  usually  gives  a good  idea  of  which 
patients  are  sufficiently  motivated  for  intensive 
psychotherapy  and  have  the  capacity  to  benefit 
from  it.  Relying  on  diagnostic  categories  may  be 
deceptive.  While  supportive,  anxiety-quieting 
psychotherapy  primarily  designed  to  reinforce 
defenses  is  applicable  and  useful  to  most  patients, 
meaningful  intensive  psychotherapy  can  only  be 
conducted  with  patients  who  have  a desire  to 
change  in  the  direction  of  more  independence  and 
who  have  a good  deal  of  underlying  strength  and 
integrity  to  weather  the  anxiety  that  is  stirred 
up  by  this  form  of  treatment. 

It  has  been  my  experience  that  the  vast  majority 
of  inpatients  are  not  interested  in  prolonged, 
anxiety-provoking  psychotherapy,  nor  have  they 
the  strength  to  take  it.  They  are  people  who  had 
been  admitted  as  inpatients  in  a state  of  psychic 
decompensation  or  incipient  decompensation,  in 
a great  state  of  pain  and  confusion,  who  have 
reintegrated  to  their  premorbid  levels;  once  im- 
proved, their  pain  gone,  they  wish  to  return  to 
their  families  and  jobs. 

There  is  room  in  aftercare  for  all  other  types  of 
psychotherapies,  for  pharmacotherapy,  somatic 
therapies,  and  any  new  forms  of  therapy  that  are 
being  introduced  as  time  goes  on.  I see  aftercare 
as  a supermarket  having  on  its  shelves  whatever 
therapy  is  best  suited  for  a given  individual.  In 
our  aftercare  clinic  we  have  had  experience  with 
all  forms  of  individual  psychotherapy,  with  most 
forms  of  group  psychotherapy,  family  therapy, 
most  of  the  drugs  approved  for  use,  ambulatory 
electric  convulsive  therapy,  and  lithium  carbonate; 
in  short,  anything  that  is  accepted  treatment  has 
been  in  the  armamentarium  of  the  aftercare  clinic. 

Family  therapy  and  home  visits 

One  has  to  be  intrigued  by  the  preventive  pos- 
sibilities of  family  therapy  and  home  visits.  These 
two  approaches,  applied  together  or  separately, 
open  new  vistas,  not  only  on  secondary  prevention 
but  also,  tangentially,  on  primary  and  tertiary 
prevention.  The  psychoanalytic  model  has  always 
been  vitally  concerned  with  family  constellations 
and  dynamics,  but  when  it  came  to  therapy  the 
one-to-one  relationship  reigned  supreme.  With 
this  in  mind,  when  family  involvement  was  indi- 
cated, it  was  the  caseworker  who  dealt  with  the 
significant  relatives.  When  a member  of  the 
patient’s  family  needed  psychiatric  therapy,  a 
different  therapist  treated  the  relative.  More 
recently,  however,  the  family  as  a whole  and  not 
just  in  parts  came  under  scrutiny  in  our  child 
psychiatry  division,  adolescent  psychiatry  division, 
and  in  the  aftercare  clinic.  It  is  not  easy  to  change 
emphasis  from  the  individual  as  a system  to  the 
family  as  a system.  However,  the  advantages  oc- 


curing  from  such  change  are  so  obvious  that  the 
insistence  on  the  individual  has  to  give  way.  At 
this  point  family  interviews  with  the  psychiatrist 
and  the  caseworker  are  almost  routine  under  many 
circumstances,  and  home  visits  are  becoming  more 
acceptable  (whoever  heard  of  a psychiatrist  making 
a house  call?).  I have  yet  to  see  a team  of  psychi- 
atrist and  caseworker,  if  it  is  an  outpatient  situa- 
tion, and  psychiatrist-nurse-caseworker  if  it  is  an 
inpatient  situation,  return  from  a home  visit  not 
being  simply  elated  by  the  wealth  of  material  un- 
covered during  one-and-a-half  hours  with  the 
family  at  home.  One  of  our  residents,  an  opera 
buff,  compared  taking  an  individual  patient’s  his- 
tory to  reading  the  libretto  and  the  home  visit  to 
seeing  the  opera.  Don  R.  Heacock,  M.D.,  attend- 
ing and  preceptor  on  adolescent  psychiatry,  has 
reported  on  a number  of  home  visits  with  adoles- 
cent inpatients."'  Just  a single  home  visit  is  some- 
times enough  to  unravel  the  patient’s  dynamics 
and  to  redirect  stalled  or  hard  to  “get  off  the 
ground’’  therapy  into  a fruitful  direction.  He 
sees  the  value  of  home  visits  as  threefold: 

1.  In  a family  home  setting  patients  fre- 
quently cannot  help  revealing  their  problems 
verbally  and  particularly  nonverbally.  This  is 
because  family  members  know  each  other’s  trigger 
points  which  brings  out  interaction. 

2.  The  family  interview  gives  the  picture  of  the 
family  as  a unit  as  well  as  the  picture  of  each  mem- 
ber in  interaction.  Often  the  family  conflict  comes 
out  in  the  first  session. 

3.  One  can  see  quickly  what  has  triggered  off 
the  particular  member  of  the  family  to  become  a 
patient  which  may  lead  to  correction  and  therefore 
to  prevention  of  further  need  for  rehospitalization. 

Dr.  Heacock  cautions  against  home  visits  with 
patients  whose  relationships  with  parents  is 
marked  by  extreme  hatred,  patients  who  lack  a 
complete  family  setting  (patient  living  with  one 
parent  and  no  sibling),  and  very  severely  disturbed 
and/or  suicidal  and  homicidal  patients.  Too 
intensive  interaction  may  be  destructive  rather 
than  constructive. 

In  our  aftercare  clinic,  family  therapy  has  been 
in  practice  on  a modest  scale  with  selected  cases 
for  a number  of  years.  Therapy  is  short  term  and 
goal  limited,  primarily  to  help  prevent  the  need 
for  readmission  of  the  initial  aftercare  patient. 

Other  considerations 

A variety  of  points  concerning  aftercare  can  only 
be  mentioned  in  a short  article. 

I am  aware  that  there  is  a great  difference  be- 
tween psychiatric  aftercare  in  a general  hospital 
and  in  a mental  hospital.  The  severity  of  illness  of 
some  mental  hospital  patients  must  of  necessity 
result  in  different  goals.  Lifetime  aftercare  with 
such  patients  may  be  the  most  economic  if  not  the 
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only  way  to  keep  them  out  of  the  hospital.  There 
is  a small  nucleus  of  such  patients  in  our  after- 
care unit  as  well.  There  are  even  some  mental 
hospital  patients  who  cannot  function  outside  the 
hospital  at  all,  even  with  the  best  of  aftercare. 
Yet,  once  back  in  the  hospital,  they  can  function  in 
the  laundry,  workshops,  or  on  the  hospital  farm. 
PYir  these  the  mental  hospital  may  have  to  provide 
a chance  to  do  constructive  work  within  the  insti- 
tutional setting.  There  are  many  people  who  do 
not  come  under  the  heading  of  mentally  ill  who  can 
only  function  within  an  in.stitutional  framework 
and  are  lost  or  get  into  serious  trouble  without  in- 
stitutional support.  People  in  the  armed  forces, 
certain  corporation  people,  and  some  teachers  and 
researchers  belong  to  this  category. 

There  are  some  pitfalls  to  be  avoided  if  one  is  to 
run  a vigorous  aftercare  clinic.  Cluttering  it  with 
long-term  attenders  has  been  mentioned.  Clutter- 
ing with  patients  on  medication  may  become  a 
problem.  There  is  a real  danger  that  patients  on 
psychotropic  medication  may  become  long-term 
attenders.  The  only  way  1 see  to  stem  the  increas- 
ing numbers  of  such  patients  is  to  review  periodi- 
cally their  need  for  medication.  Some  may  need  it 
for  the  rest  of  their  lives,  others  may  use  medica- 
tion in  the  same  way  they  use  the  clinic.  They 
discover  that  one  way  to  cling  to  the  clinic  is 
through  the  need  of  medication.  Even  patients  on 
medication  can  be  discharged  to  their  general  prac- 
titioners who  can  take  care  of  their  medication 
needs.  When  a patient  is  on  welfare,  discharge  is 
more  difficult.  When  more  people  were  eligible  for 
Medicaid  they  had  the  choice  of  a private  practi- 
tioner. Interestingly,  even  so,  many  chose  the 
hospital  and  the  clinic,  rather  than  to  have  to 
depend  on  an  individual. 

The  aftercare  clinic  can  easily  become  the  waste- 
basket of  the  department  of  psychiatry.  Patients 
after  unsuccessful  treatment  in  any  of  the  divisions 
of  the  department,  or  patients  from  different  re- 
search projects,  once  time  and  money  run  out 
may  find  their  way  to  the  aftercare  clinic.  At 
Mount  Sinai  we  admit  to  the  aftercare  clinic  only 
patients  discharged  from  the  inpatient  units,  the 
day  and  night  centers,  and  our  own  readmissions. 

Variety  and  flexibility  must  characterize  an 
aftercare  clinic  in  order  for  it  to  be  vigorous. 
Otherwise  a gray  sameness  tends  to  pervade  the 
clinic  with  the  result  that  it  has  a difficult  time 
to  attract  and  keep  attending  personnel.  In  terms 
of  status  and  prestige  an  aftercare  clinic  in  a de- 
partment of  psychiatry  in  a general  hospital  rates 
as  low  man  on  the  totem  pole.  What  saves  our 
aftercare  clinic  is  not  only  its  dynamic  flexibility 
and  variety  but  also  an  active  training  program 
of  residents  which  includes  intensive  preceptoring. 


As  I reach  the  end  of  this  article,  I realize  that 
I am  as  far  as  ever  from  having  realized  my  day- 
dream of  a perfect  clinic.  In  the  course  of  the  years 
the  dream  of  perfection  has  given  way  to  the  cer- 
tainty of  change.  I know  that  the  aftercare  clinic 
in  our  department  of  psychiatry  has  changed  a 
great  deal  and  I feel  confident  that  it  will  continue 
to  do  so.  I now  look  forward  to  advances  in  phar- 
macology, biochemistry,  psychology,  and  psycho- 
analysis which  will  enable  us  to  continue  changing. 

Summary 

Aftercare  services  in  a department  of  psychiatry 
in  a general  hospital  were  discussed  with  emphasis 
on  secondary  prevention,  particularly  prevention 
of  rehospitalization.  An  aftercare  clinic  is  seen 
as  a supermarket  w'ith  a variety  of  therapies  avail- 
able to  be  used  flexibly  according  to  the  patient’s 
needs.  It  is  felt  that  in  the  majority  of  cases  after- 
care should  be  brief,  since  most  of  the  clinic 
patients  do  not  wish  and/or  are  not  capable  of  pro- 
longed and  intensive  psychotherapy. 

Institutional  transference  is  a way  to  keep 
patients  attached  to  the  clinic  and  hospital  after 
they  have  been  discharged  from  the  aftercare 
clinic.  The  aftercare  clinic  has  appointed  itself 
as  the  agency  that  watches  over  all  its  discharged 
patients.  At  the  first  reappearance  of  symptoms 
they  return  to  the  clinic  which  takes  care  of  their 
needs. 

Individual  therapies,  family  therapy,  and  the 
home  visit  have  been  discussed  from  the  point  of 
view  of  their  preventive  value. 

1100  Park  Avenue 
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In  response  to  the  documented,  unmet  health 
needs  of  children  the  89th  Congress  created  a new 
program  in  which  grants  of  Federal  funds  were 
made  available  for  the  support  of  special  projects 
to  provide  comprehensive  child-health  services  to 
low-income  families. This  new  program  was 
included  in  Public  Law  89-97,  the  1965  Amend- 
ments to  the  Social  Security  Act.  Congress  as- 
signed the  responsibility  for  carrying  out  this  pro- 
gram to  the  Children’s  Bureau. 

The  Jewish  Hospital  and  Medical  Center  of 
Brooklyn,  a voluntary,  teaching  hospital,  affiliated 
with  the  College  of  Medicine  of  the  State  Univer- 
sity of  New  York  Downstate  Medical  Center,  and 
located  in  a densely  populated  Black  and  Puerto 
Rican  ghetto,  was  a logical  and  interested  appli- 
cant for  such  funds.  The  Comprehensive  Ap- 
proach To  Child  Health  program  was  funded  in 
February,  1967,  and  soon  became  known  as 
CATCH.  The  purpose  of  the  project  was  to  de- 
velop a system  for  the  delivery  of  exemplary  com- 
prehensive health  care  to  a geographically  and  age- 
defined  population  of  medically  indigent  families. 

Health-care  delivery  system 

The  defined  area  contains  a population  of  ap- 
proximately 25,()0()  children  and  young  people  un- 

‘Supported  hy  grant  ('  & Y 628  from  the  Children’s  Bureau, 
U..S,  Department  of  Health,  Hducation,  and  Welfare,  Bethesda, 
Maryland. 


der  the  age  of  nineteen  years  and  a total  popula- 
tion of  approximately  100,000.  Two  cardinal  prin- 
ciples of  the  proposal  are:  (1)  completeness  and 
(2)  continuity  of  care.  The  concept  of  complete- 
ness of  health  care  as  designated  by  the  law  and  ad- 
hered to  by  the  project  includes  medical  and  den- 
tal services,  nursing  and  social  service,  nutrition, 
mental  health,  speech  and  hearing,  physical  and 
occupational  therapy  and  recreational  services, 
and  environmental  intervention.  Continuous 
health  services  represent  a concerted  attempt 
to  change  the  crisis-oriented  care  that  the  medi- 
cally indigent  patient  has  received  in  the  past, 
and  indeed,  may  still  be  seeking. 

A compassionate  approach  to  the  problem  is  es- 
sential. By  maintaining  its  services  on  an  appoint- 
ment system,  by  endeavoring  to  treat  each  patient 
and  family  with  due  regard  to  the  dignity  of  the  in- 
dividual, and  by  demonstrating  to  patients  an  un- 
derstanding of  their  problems,  a personalized, 
compassionate  atmosphere  is  created.  All  chil- 
dren in  a family  are  registered  in  the  project.  Each 
family  is  assigned  to  a basic  team  of  pediatrician, 
public  health  nurse,  and  social  worker  which  has 
the  responsibility  of  seeing  that  all  the  children’s 
health  needs  are  met.  Many  other  disciplines  are 
consulted  or  called  in  as  needed,  but  the  core  team 
remains  the  same.  This  stability  of  the  core  group 
cultivates  the  personal  relationship  between  pa- 
tient and  professional  and  serves  to  coordinate  the 
functions  of  other  health  professionals  and  con- 
sultants. 

Continuity  of  care  requires  that  each  functional  j 
health  area  be  included  in  a planned,  ordered  se-  , 
quence.  This  sequence  is  called  “Elements  of  ' 
Comprehensive  Care’’  by  the  Systems  Develop- 
ment Project  of  the  School  of  Public  Health,  Uni- 
versity of  Minnesota,  who  designed  a national 
reporting  system  for  the  Children  and  Youth  proj- 
ects.^ The  sequence  is  as  follows:  registration, 

health  assessment,  care  plan,  treatment  (short 
term  or  long  term),  and  health  supervision.  Fig- 
ure 1 illustrates  how  the  planned  cycle  of  compre- 
hensive care  takes  place.  After  an  applicant  is  | 
deemed  eligible  by  age,  residence,  and  family  in-  I 
come,  basic  demographic  information  is  collected  I 
on  a registration  form.  The  registrant  is  then 
given  an  appointment  for  his  initial  medical  as- 
sessment, and  thus  begins  his  cycle.  During  his 
medical  assessment,  which  may  take  one  or  more 
visits,  his  physician  will  order  other  professional 
assessments  that  he  finds  necessary  for  the  total 
evaluation  of  the  child’s  health.  Having  com- 
pleted his  assessment,  the  pediatrician  formu- 
lates his  own  care  plan  and,  in  conjunction  with 
the  public  health  nurse  and  social  worker,  coor- 
dinates the  plans  of  any  other  involved  disciplines. 

A combined,  written  care  plan  indicates  those 
therapeutic  and  preventive  services  necessary  to 
maintain  this  child  at  his  maximum  feasible  level 
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The  CATCH  table  of  organization  is  depicted  in 
P’igure  2.  Although  the  grant  is  made  to  the  in- 
stitution as  a whole,  the  responsibility  for  carry- 
ing out  the  program  is  invested  in  the  chairman  of 
the  department  of  pediatrics,  who  in  turn  delegates 
the  responsibility  and  authority  to  conduct  the  pro- 
gram to  the  project  director.  The  project  director 
is  assisted  in  the  day-to-day  operation  of  the  pro- 
gram by  the  associate  project  director.  Beneath 
the  directors  are  the  chiefs  of  the  eight  functional 
service  areas.  These  are  pediatrics,  nursing,  den- 
tistry, psychology,  psychiatry,  social  service,  nu- 
trition, and  speech  and  hearing.  In  a similar  re- 
lationship are  the  chiefs  of  the  supporting  services: 
community  organizer  records  and  evaluation  co- 
ordinator, and  administrator.  Working  under 
these  chiefs  of  services  are  staffs  of  professionals, 
nonprofessionals,  and  technicians.  Besides  the  or- 
ganizational structure  indicated  in  Figure  2,  there 
is  also  a second  line  of  relationships,  that  of  a spe- 
cific professional  to  his  own  professional  depart- 
ment within  the  medical  center.  For  example, 
the  CATCH  chief  of  social  service,  while  primarily 
responsible  to  the  project  director  is  also  respon- 
sible to  the  director  of  the  social  service  depart- 
ment of  the  hospital.  The  same  relationship  exists 
for  the  other  disciplines.  CATCH,  as  an  integral 
part  of  the  medical  center,  adheres  to  all  financial 
and  personnel  policies  of  the  parent  institution. 


FIGURE  1 Flow  sheet  illustrating  alternative  pathways 
in  cycle  of  comprehensive  care. 


of  health.  If  treatment  is  necessary,  the  patient 
will  travel  the  path  of  short-  or  long-term  care,  as 
depicted  in  the  diagram.  If  therapeutic  services 
are  not  necessary  at  this  time,  the  patient  will 
proceed  to  health  supervision  via  the  path  entitled 
“No  treatment  needed,  preventive  services  only.” 
When  a patient  completes  his  short-term  treat- 
ment, his  progress  is  so  reported,  and  he  proceeds 
irito  health  supervision  via  the  path  entitled 
“Short-term  care  complete,  routine  preventive  ser- 
vices only.”  Health  supervision  then  becomes  a 
period  of  continuing  surveillance.  After  a speci- 
fied period  of  time,  which  varies  with  the  individ- 
ual patient,  the  child  is  recycled  completely,  be- 
ginning with  a full-scale  recall  health  assessment. 
In  terms  of  patient  care,  each  health  professional 
involved  must  make  his  findings  and  intentions 
known  to  the  team  members.  In  terms  of  statis- 
tical reporting,  each  functional  area  professional 
must  report  the  patient’s  progress  on  an  indepen- 
dent cycle  of  care. 

When  emergency  or  unscheduled  visits  are 
made,  they  are  managed  as  episodic  visits  and  con- 
sidered incidental  to  the  cycle  of  comprehensive 
care.  The  acute  episode  is  given  the  attention  it 
needs,  but  it  does  not  change  the  patient’s  status 
in  the  comprehensive  care  cycle. 


Community  involvement  and  participation 

The  role  of  the  community  in  the  development 
of  the  program  has  been  an  important  one.  The 
written  policies  and  procedures  for  the  Children 
and  Youth  programs  do  not  contain  provisions  for 
active  community  involvement  or  participation.*’ 
On  the  other  hand,  there  is  no  indication  that  such 
involvement  is  in  any  way  limited  or  prohibited. 
Each  of  the  58  Children  and  Youth  projects  in  the 
country  has  dealt  with  the  matter  of  community 
participation  in  its  own  way,  depending  on  its  in- 
terpretation of  these  guidelines  and  the  nature 
and  structure  of  the  community  it  serves.  Com- 
munity involvement  in  the  full  sense  of  the  term 
was  not  sought  in  the  early  planning  stages  of 


[ VeWISM  hospital  of  BROO 5^2^ 
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FIGURE  2.  Table  of  organization  of  The  Jewish  Hos- 
pital and  Medical  Center  of  Brooklyn  CATCH. 
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CATCH.  There  were  the  usual  traditional  at- 
tempts to  contact  established  community  agencies 
and  organizations  to  seek  their  support  and  coop- 
eration. But  the  consumer  and  informal  local 
groups  were  not  consulted.  It  soon  became  ap- 
parent that  meaningful  community  involvement 
had  to  take  place.  The  community  itself  de- 
manded such  involvement.  It  was  soon  discovered 
that  the  efforts  of  the  project  staff  could  be  blocked 
and  deviated  by  a community  unprepared  for  the 
type  of  program  contemplated.  Two  significant 
developments  ensued.  One  was  the  addition  to 
the  staff  of  a qualified  community  organizer  to 
work  with  the  community  and  to  interpret  to  the 
CATCH  staff  the  needs  and  concerns  of  the  con- 
sumer. He  was  requested  to  act  as  the  people’s 
advocate  to  the  program  and  to  the  hospital.  He 
was  asked  to  serve  an  educational  function  in  con- 
veying to  the  community  our  philosophy  concern- 
ing the  delivery  of  health  care.  The  second  de- 
velopment was  the  formation  of  an  advisory  health 
committee  composed  of  consumers,  local  com- 
munity residents,  and  representatives  of  com- 
munity agencies  and  organizations.  The  health 
committee,  although  formed  after  the  initiation 
of  the  project,  has  had  a marked  influence  on 
CATCH  and  resulted  in  a complete  rewriting  of  the 
original  proposal.  The  community  is  not  fully  sat- 
isfied with  its  advisory  relationship.  It  remem- 
bers that  the  CATCH  program  was  originally  de- 
signed without  its  consultation.  The  committee 
resents  the  fact  that  it  is  relied  on  mainly  for  ad- 
vice and  does  not  have  the  authority  to  enforce  its 
decisions.  Yet,  since  community  support  is  so 
important  to  the  existence  of  the  program,  the 
committee  has  more  power  and  authority  than  is 
apparent  to  it.  The  interchanges  between  the  proj- 
ect and  the  advisory  health  committee  as  to  how 
health  care  should  be  delivered  have  made  both 
providers  and  consumers  more  aware  of  each  oth- 
er’s points  of  view.  It  has  fostered  mutual  under- 
standing and  cooperation  and  has  reduced  the 
community’s  distrust  of  both  the  project  and  the 
parent  institution.  The  advisory  health  commit- 
tee’s recommendations  concerning  evening  pro- 
grams, priorities  for  acceptance  of  patients,  man- 
agement of  adolescents,  and  many  other  matters 
have  been  intelligently  thought  out  and,  in  most 
cases,  accepted  by  the  project.  The  role  of  the 
community  organizer  in  interpreting  the  feelings 
and  actions  of  both  the  project  and  the  community 
cannot  be  underestimated.  The  development  of 
proper  relationships  would  have  been  difficult, 
if  not  impossible,  without  a strong  community  or- 
ganizer and  a suitable  community  office  and  staff 
to  assist  him  in  his  work.  Another  important  func- 
tion of  the  committee,  the  community,  and  the 
organizer  has  been  the  recruitment  of  both  pro- 
fessional and  non  professional  staff.  New  posi- 
tions became  available  as  the  project  grew  and 


developed.  Health  aides,  community  recreation 
assistants,  psychological  assistants,  social  service 
casework  technicians,  medical  record  technicians, 
patient  information  clerks,  and  other  stimulat- 
ing positions  were  filled  by  community  residents. 
Education  of  these  aides  and  assistants  has,  for  the 
most  part,  been  on-the-job  training.  Within  the 
project,  every  effort  has  been  made  for  the  recog- 
nition of  each  individual’s  skills  and  ability  so  that 
he  may  progress  to  a position  with  greater  respon- 
sibility and  greater  financial  reward.  For  exam- 
ple, a dental  receptionist  has  been  trained  to  be- 
come a capable,  full-time  dental  assistant. 

Appointment  system 

At  the  onset  of  the  program  a centralized  ap- 
pointment scheduling  service  was  established. 
The  appointments  for  each  child  are  posted  at  a 
central  appointment  desk  and  recorded  on  the 
schedule  of  the  appropriate  provider.  This  is  done 
by  means  of  a multipart  appointment  form,  as  il- 
lustrated in  Figure  3.  One  copy  of  the  form  is 
sent  to  each  provider  of  service  at  the  start  of  the 
day.  One  copy  remains  at  the  appointment  desk 
for  further  listings,  where  additions  and  subtrac- 
tions of  visits  can  be  made  as  the  appointment 
desk  is  notified  of  changes.  In  addition,  the  ap- 
pointment coordinator  determines  whether  the 
appointment  is  kept,  cancelled,  or  broken.  Un- 
scheduled visits  are  added  to  the  schedule  as  pa- 
tients appear.  A notation  is  made  which  indicates  i 
whether  the  appointment  is  for  a first  visit  or  re- 
visit. These  answers  are  coded  into  numbered 
responses  on  the  appointment  sheet  and  completed  | 
each  day.  The  forms  are  then  sent  to  the  evalu-  | 
ation  office  for  statistical  analysis.  Each  child’s 
appointments  are  posted  on  the  back  of  his 
CATCH  identification  card,  obtained  at  the  time 
of  registration.  In  this  manner,  the  parents  have  a | 
listing  of  all  appointments  for  each  of  their  i 
children. 

The  system  has  generally  worked  well.  The 
first  year’s  experience  resulted  in  a few  changes 
and  refinements.  All  eight  functional  areas  of 
services  are  not  located  in  one  central  area  of  the 
hospital.  This  compounded  the  problems  of  com- , 
munication.  Our  heavily  laden  phone  system  | 
made  appointment  scheduling  a cumbersome  j 
task.  In  addition,  social  service  and  the  psychiat- 
ric service  tend  to  amend  their  schedules  frequent-  | 
ly  and  on  short  notice.  This  required  an  inordinate 
amount  of  effort  to  keep  the  records  straight  at 
the  central  appointment  desk.  These  two  services 
now  keep  their  own  appointment  records,  although 
it  is  still  hoped  these  will  be  coordinated  at  the  cen- 
tral desk  in  the  near  future.  The  medical,  dental,  ■ , 
nursing,  nutrition,  psychologic,  and  speech  and  I 
hearing  services  are  grouped  together  in  a central  f I 
area,  and  appointment  keeping  for  these  depart- 1 I 
ments  is  centralized.  Communication  between 
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FIGURE  3.  Illustrative  sample  of  individual  physician 
appointment  sheet  and  data  input  form  for  kept,  can- 
celled. and  broken  appointments. 

provider  of  service  and  appointment  desk  has  been 
improved  by  the  installation  of  an  intercom,  inde- 
pendent of  the  telephone  system. 

The  medical  service  handles  the  largest  number 
of  appointments  and,  therefore,  has  been  used  as  a 
barometer  of  appointment  keeping.  As  indicated 
in  Figure  4,  analysis  of  medical  appointments 
showed  a relatively  steady  30  per  cent  broken  ap- 
pointment rate.  To  improve  our  attendance,  a 
task  force  was  appointed  to  develop  methods  of 
facilitating  appointment  keeping.  Two  recom- 
mendations were  made:  that  (1)  A postcard  re- 

minder system  be  instituted,  and  (2)  home  visits 
be  made  to  those  families  breaking  appointments. 

At  the  time  an  appointment  is  made,  an  ap- 
pointment reminder  card  is  filled  out  for  later 
mailing.  Five  days  prior  to  the  next  appointment, 
the  reminder  is  mailed  out.  It  includes  a request 
to  call  CATCH  and  cancel  the  appointment  if  the 
patient  is  unable  to  attend.  At  the  end  of  the  day, 
each  physician  has  a chart  for  every  patient  who 
failed  to  appear  for  an  appointment.  After  re- 
view, these  charts  are  sent  in  a separate  batch  to 
the  record  room  and  kept  temporarily  in  a broken- 
appointment  file.  The  community  organizer’s 
assistant  studies  the  file  daily  and  then  makes 
home  visits  urging  these  families  to  keep  appoint- 
ments and  offering  any  assistance  that  is  neces- 
sary. The  chart  is  subsequently  returned  to  the 


permanent  file,  and  a card  fije  is  kept  of  the  fami- 
lies who  break  appointments.  The  number  of 
home  visits  made  to  the  family,  the  number  of  ap- 
pointments they  have  broken,  and  any  special 
problems  that  the  family  may  have  in  relation  to 
keeping  appointments,  is  recorded  on  the  card. 
This  information  may  lead  us  to  further  under- 
standing of  the  characteristics  of  those  who  break 
their  appointments  repeatedly.  The  families’ 
response  to  these  reminders  has  been  good.  We 
teel  that  continued  efforts  to  keep  in  touch  with  our 
families  have  strengthened  and  personalized  the 
relationship  between  us.  A study  of  the  charac- 
teristics of  families  comprising  the  “broken  ap- 
pointments” group  is  presently  under  way.  It  is 
hoped  thereby  to  gain  better  insight  into  reasons 
for  and  means  of  offsetting  the  problem  of  unkept 
appointments. 

Data  collection,  reporting,  and  evaluation 

From  the  beginning  of  the  project,  every  effort 
has  been  made  to  devise  methods  to  collect  mean- 
ingful data.  This  information  is  used  to  satisfy 
the  requirements  of  the  reporting  system  estab- 
lished by  the  Children’s  Bureau.  The  data  are  also 
used  to  determine  staffing  and  other  program 
needs  and  will  be  used  in  our  evaluating  process. 

Our  data  processing  system  was  designed  in  con- 
junction with  two  other  Children  and  Youth  proj- 
ects, but  since  one  of  these  was  in  a distant  city, 
it  became  apparent  that  we  must  undertake  our 
own  programming  and  secure  our  own  processing 
services.  Data  collection  forms  were  developed 
for  obtaining  demographic  information  and  also 
clinical  information  for  each  of  the  functional 
areas  described.  At  the  processing  center,  all  ma- 
terial submitted  is  key  punched,  verified,  and 
checked  by  a computer-edit  program.  This  pro- 
gram determines  that  all  items  of  information 
punched  are  valid,  coded  responses.  Errors  dis- 
covered are  sent  back  to  the  CATCH  evaluation 
office  for  correction.  After  receiving  the  correc- 
tions, the  center  makes  the  necessary  changes  on 
the  punch  cards  and  puts  them  into  the  computer. 
The  printed  statistical  reports  are  returned  to  the 
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FIGURE  4.  Comparison  of  kept  versus  broken  ap- 
pointments in  CATCH  program. 
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evaluator  within  five  days.  These  reports  are  an- 
alyzed, typed  into  the  Children’s  Bureau  format, 
and  sent  to  the  Bureau.^  Combined  information 
from  all  Children  and  Youth  projects  will  be  used 
by  the  Children’s  Bureau  in  their  continuing  ef- 
forts to  assess  the  effectiveness  of  the  program 
and  to  convince  Congress  to  continue  support  and 
expand  their  efforts.  Presently,  the  Systems  De- 
velopment Project  is  developing  an  evaulation 
system  that  will  utilize  much  of  this  reported  in- 
formation.® From  our  own  standpoint,  we  feel  that 
this  data  collection  system  is  providing  us  with  an 
ongoing,  almost  day-to-day  monitoring  of  our 
activities  and  accomplishments  which  has  been  of 
great  value  in  making  administrative  decisions. 

Adult  services 

A serious  limitation  of  the  described  program, 
and  the  majority  of  other  Children  and  Youth 
projects,  is  the  inability  to  give  total  care  to  the 
adults  in  the  family  unit  as  well  as  the  children. 
At  the  present  time,  there  are  administrative,  fi- 
nancial, and  legal  impediments  to  total  family 
care  based  primarily  on  the  wording  of  Public  Law 
89-97.  However,  a great  deal  of  service  is  provided 
directly  to  parents.  These  services  include  social 
service,  psychological  services,  public  health  nurs- 
ing, home  visits,  aid  in  improving  homes  or  obtain- 
ing more  adequate  apartments,  and  assistance 
with  welfare  and  Medicaid-Medicare  problems. 
Direct  and  personal  referral  to  specific  clinics  and/ 
or  physicians  of  adults  with  medical  or  dental 
problems  is  undertaken. 

Comment 

A system  of  delivering  quality  health  care  to  a 
low-socioeconomic  segment  of  a central  city  ghetto 
is  presented.  The  system  combines  the  facilities  of 
a local  voluntary  hospital,  the  financing  and  guid- 
ance of  the  Children’s  Bureau-directed  Children 
and  Youth  programs,  and  the  involvement  and 
participation  of  the  consumer  and  his  community. 
A concept  of  providing  completeness  and  conti- 
nuity of  health  care  for  this  population  is  described. 


A sophisticated,  automated  computer  data  col- 
lection system  has  been  in  effect  since  the  onset 
of  the  patient-care  program,  allowing  for  close 
monitoring  of  activities  and  patient  progress.  Of 
the  target  population  of  25,000  children,  approxi- 
mately 4,500  are  now  receiving  care.  The  former 
limiting  factor  in  expanding  the  number  served 
was  related  to  inadequate  physical  facilities  and 
staffing.  The  inhibiting  problem  today  is  almost 
entirely  related  to  financing.  Each  year  the  proj- 
ect has  received  the  same  allotment  of  funds. 
Staff  salary  increases  alone  have  forced  us  to 
eliminate  critical  professional  and  nonprofessional 
positions. 

The  project  is  dedicated,  however,  to  the  concept 
of  evaluation  of  the  impact  of  our  system  on  the 
community’s  health.  We  must  continue  our  sys- 
tem of  delivering  high-quality,  exemplary  care  over 
a long  enough  period  of  time  so  that  specific  an- 
swers may  be  given  to  the  question  of  whether  or 
not  this  is  a truly  effective,  practical,  and  duplica- 
ble system  of  delivering  health  care  to  the  poor. 
We  cannot,  therefore,  reduce  the  quality  of  our 
care  nor  the  extent  of  our  services  to  accommodate 
greater  numbers  of  patients  in  the  face  of  limited 
financing.  This  decision  is  a difficult  one  for  the 
community  to  understand  and  to  support.  Ul- 
timately, their  voice  must  be  heard  in  the  evalua- 
tion of  the  system,  for  it  is  their  health  and  their 
well-being  that  is  at  stake. 
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TEACHER  OF  MEDICINE 
IN  HISTORY 

MILTON  G.  BOHROD,  M.D. 

Rochester.  New  York 

I Pathologist  and  Director  of  Laboratories, 

Department  of  Pathology.  Rochester  General  Hospital 

I Until  recently  the  importance  of  the  teacher  in 
civilization  was  universally  recognized.  In  medi- 
I cine  his  prime  position  was  explicitly  stated  in  the 
Hippocratic  oath,  which  bound  the  student  to  care 
I even  for  the  descendants  of  his  teachers.  Recently 
this  portion  of  the  oath  has  carried  about  as  much 
weight  as  the  admonition  in  the  same  document 
against  cutting  for  the  stone. 

Teachers  of  medicine  share  the  rather  low  regard 
of  our  society  for  teachers  in  general.  They  are 
chosen  for  their  ability  as  practitioners  or,  more 
likely,  researchers;  and  if  they  happen  to  be  able  to 
teach,  this  is  considered  merely  a lucky  dividend. 
Attempts  to  replace  at  least  some  functions  of 
teachers  by  self-teaching  or  by  teaching  machines 
are  very  popular.  In  recent  correspondence  about 
a report  concerning  teachers,  several  persons  in- 
sisted I include  precautionary  statements  that  the 
teacher-student  relationship  may  or  may  not  be  a 
significant  one.  One  of  my  colleagues  reminded 
me  of  Max  Planck’s  complaint  that  he  had  learned 
very  little  from  Helmholtz.  The  teacher-student 
relationship  is  indeed,  like  every  other  human 
relationship  I know,  multifaceted,  and  the  student 
is  influenced  by  innumerable  factors  other  than 
his  teachers.  My  concern  is  only  to  detect  and 
trace  the  influence  of  the  teacher  and  to  determine 
his  importance. 

Influence  of  medical  teacher 

Everyone  who  has  himself  been  influenced  by  a 
good  teacher  knows  intuitively  how  important  such 
a teacher  can  be.  I am  glad  to  have  the  opportu- 
nity to  give  public  recognition  to  the  supreme  place 
the  superb  teacher,  Richard  H.  Jaffe,  M.D.,  of  Chi- 
cago, had  in  my  training.  For  some  years  after  his 
untimely  death  people  who  had  known  him,  ap- 
parently recognizing  traits  in  my  practice  and 
teaching,  asked  me  if  I had  been  with  Dr.  Jaffe. 

Presented  at  the  164th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Session  on 
History  of  Medicine,  February  8,  1970. 


The  pupil  consciously  or  unconsciously  mimics  his 
teacher,  and  their  styles  tend  to  be  similar. 

Nothing  indicates  the  importance  of  the  teacher 
so  well  as  charts  which  trace  generations  from 
teacher  to  pupil,  what  I have  called  “Medical  Ge- 
nealogy.”' The  charts  1 made  to  illustrate  rela- 
tionships were  constructed  forty  years  ago  in  the 
late  twenties,  although  they  were  published  only 
last  year.  All  kinds  of  sources  were  used  to  obtain 
data:  biographies,  autobiographies,  letters,  and 

histories.  One  source  deserves  special  mention, 
namely,  dedications  in  books. 

Students  have  always  come  under  the  influence 
of  many  teachers;  they  still  do.''  When  in  the 
dedication  of  his  book,  therefore,  a physician  says 
“to  my  teacher”  or  some  variant  of  this  phrase,  he 
obviously  refers  to  something  more  significant 
than  to  just  one  of  his  many  teachers.  He  refers  to 
the  fact  that  one  teacher  more  than  the  others 
transmitted  something  to  him  more  than  did  the 
ot  hers.  We  shall  return  to  that  something  later. 

The  method  of  the  genealogic  tree  has  been  used 
to  illustrate  the  student-teacher  relationship  only 
a few  times,  although  its  value  is  obvious  at  a 
glance.  Fragments  of  genealogies  have  been  men- 
tioned many  times.  Welch''  once  spoke  of  Ernst 
Ziegler  as  “a  pupil  of  the  pupils  of  Virchow.” 
Highet^  wrote  of  the  “magnificent  series,  Socrates- 
Plato-Aristotle.”  My  own  work  was  suggested  by 
the  dedication  of  Du  Bois’^  book  in  which  he  traced 
the  scientific  ancestry  of  Graham  Lusk  to  Lavoisier 
through  seven  generations.  The  influence  of  Nobel 
prize  winners  on  one  another  has  recently  been 
traced  in  fragments  of  charts."  More  complete 
charts  were  published  in  1947  for  general  science 
before  1500  by  Pledge.^  Rothschuh"  has  published 
a work  on  the  schools  of  physiology  of  Carl  Ludwig 
and  Johannes  Muller. 

Reference  is  frequently  made  to  “schools”  of 
medicine  dominated  by  a single  man,  the  schools 
of  Boerhaave  or  of  Muller  for  instance.  What  this 
means  becomes  immediately  apparent  when  one 
looks  at  a genealogic  tree  and  is  even  more  appar- 
ent during  the  construction  of  one.  Without  much 
effort,  a large  number  of  students  can  be  traced 
back  to  single  men,  often  physicians  known  in 
medical  history  especially  or  principally  for  their 
abilities  as  teachers.  The  best  example  of  this  is 
the  school  of  Boerhaave.  All  of  Europe  went  to 
school  to  Boerhaave,  it  was  said.  A letter  was 
supposed  to  have  reached  him  addressed  simply 
“H.  Boerhaave,  Europe.”  Yet  he  was  not  a great 
discoverer  or  innovator,  except  of  teaching 
methods,  nor  did  he  write  nearly  as  much  as  many 
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of  his  contemporaries.  His  methods  of  clinical 
teaching  were  new,  and  his  bedside  teaching  was 
widely  imitated  in  the  new  Vienna  school  and  in 
the  English  school,  both  founded  by  his  pupils. 
Even  the  arrangement  of  his  teaching  wards,  24 
beds,  12  for  men  and  12  for  women,  was  copied 
exactly  in  Vienna.  Those  interested  in  founding 
new  schools,  like  Maria  Theresa,  sent  to  Boerhaave 
for  disciples,  in  this  case  van  Swieten  and  de  Haen, 
much  as  in  our  country  not  so  long  ago  new  medical 
schools  applied  to  the  Johns  Hopkins  University 
Medical  School  or  the  Rockefeller  Institute  for  fat- 
uity members.  The  medical  great-grandchildren 
of  Boerhaave  are  still  practicing  in  Vienna,  Edin- 
burgh, London,  and  all  over  the  world. 

New  ways  of  looking  at  things,  what  we  might  to- 
day call  research,  can  be  and  have  been  taught. 
It  was  probably  no  accident  that  the  founder  of 
modern  physiology,  Harvey,  was  the  medical  great- 
grandson  of  Vesalius,  the  founder  of  modern  anat- 
omy. What  Vesalius  transmitted  was  not  ana- 
tomic minutiae  but  the  habit  of  independent 
thought.  The  series  Vesalius  to  Harvey  probably 
deserves  the  designation  of  “magnificent”  in  the 
same  way  as  that  of  Socrates  to  Aristotle.^ 

Importance  of  medical  teacher 

This  brings  us  to  the  question  of  what  the  great 
teachers  taught.  All  teachers  have  transmitted 
facts  to  their  pupils  and  will  continue  to  do  so.  At 
one  time  this  was  indispensable.  Before  Guten- 
berg, books  were  hard  and  expensive  to  reproduce, 
and  there  were  no  journals  in  our  sense,  certainly 
no  “audiovisual  aids”  nor  computer  printouts.  It 
is  not  difficult  to  make  a case  for  the  self-teaching 
and  computer-teaching  of  “facts.”  But  it  is  a 
mistaken  notion  that  the  exclusive  or  even  princi- 
pal function  of  the  teacher  is  to  transmit  facts  or 
that  it  has  ever  been  the  main  function. 

It  would  be  possible  to  collect  dozens  of  quota- 
tions from  Hippocrates  until  today  to  illustrate  the 
prevalent  belief  that  the  main  function  of  the 
teacher  is  to  transmit  enthusiasm,  interest,  and 
thought  provocation.  Holmes'^  called  it  “the  power 
of  exciting  an  interest  in  that  which  he  taught.” 
Makover,*'*  speaking  of  Sigerist  as  a teacher,  em- 
phasized “infectious  enthusiasm.”  Over  and  over 
Highef‘  pointed  out  that  one  of  the  chief  duties  of 
a teacher  is  to  stimulate.  The  exact  method  does 
not  matter.  If  he  is  a good  lecturer,  he  may  and 
should  do  it  by  means  of  lectures.  He  may  how- 
ever be  at  his  best,  as  was  Garrison  “in  his  office, 
during  a walk,  at  meals  or  during  a drive,  but  never 
in  the  lecture  room.”'^  Whatever  his  favorite 
method,  it  is  best  supplemented  by  personal  con- 
tact, even  social  contact,  between  teacher  and  stu- 
dent. Ff>r  this  reason,  a relatively  simple  and  in- 
ex[)ensive  device  c>f  visiting  [)rofessors  has  been 
used  in  our  de[)artment  in  preference  to  fashion- 
able but  infinitely  more  ex|)ensive  ways,  such  as 
television. 


Every  medical  situation  involves  both  the  art 
and  the  science  of  medicine:  art  and  science  not 
art  versus  science.  This  has  usually  been  taught 
best  by  personal  contact  between  student  and 
teacher.  Perhaps  most  important,  every  excel- 
lent teacher  has  taught  his  students  how  to  learn. 
My  own  teacher  said  to  me  on  the  day  I left  him: 
“I  did  not  try  to  teach  you  specific  things  but  rather 
how  to  find  out  for  yourself.  For  no  matter  how 
long  we  are  together  you  will  see,  soon  after  you 
leave,  not  only  what  I had  no  opportunity  to  show 
you  but  even  what  I have  myself  never  seen.”  I 
have  been  grateful  to  him  for  this  ever  since. 

Comment 

An  interest  in  history,  in  medical  history,  too,  is 
often  equated  with  antiquarian  trends  and  a devo- 
tion to  the  past.  The  historian  is  the  traditional 
square.  To  prove  that  this  is  not  always  the  case, 
it  may  be  interesting  to  formulate  the  conclusions 
of  the  genealogic  study  in  terms  of  the  future,  es- 
pecially in  terms  of  the  fascinating  utopia  of  the 
computer. 

Genealogic  studies  reinforce  the  time-honored 
feeling  that  the  teacher  who  transmits  and  stimu- 
lates his  students  to  interest  in  and  enthusiasm  for 
his  work  is  an  outstanding  factor  in  the  production 
of  outstanding  students.  Methods  of  study  and 
the  medical  art  must  be  taught  as  much  as  medical 
facts.  Any  teacher  of  medicine,  whether  human  or 
mechanical,  will  have  to  accomplish  all  of  these  if 
the  student  is  to  achieve  optimum  education.  The 
computer  has  no  initiative;  it  must  be  told  what  to 
do.  The  proper  programming  of  a computer- 
teacher  will  therefore  include  all  of  the  features  of 
the  most  successful  teachers  of  the  past.  Until 
we  learn  how  to  do  this,  however,  medicine  would 
do  well  to  treasure  and  develop  its  Boerhaaves  and 
its  Osiers. 

1425  Portland  Avenue 
Rochester,  New  York  14621 
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And  that  the  Interest  of  Letters  and  Science  might 
be  as  much  attended  to  as  possible,  the  governors 
have  voted  the  sum  of  TWO  HUNDRED  POUNDS, 
as  the  Beginning  of  a Library,  to  be  composed  of 
Books  on  Medical  and  Chirurgical  Subjects,  and  on 
such  Philosophical  and  Oeconomical  Matters,  as  have 
a connection  therewith  so  that  the  Governors  them- 
selves, as  well  as  the  Physicians  and  Surgeons  of  the 
Hospital,  may  have  the  best  of  Information  on  all 
needful  Occasions  and  the  Means  of  acquiring  Knowl- 
edge be  greatly  facilitated  to  Students  of  Physic 
and  Surgery. 

By  the  care  and  Pains  of  Doctors  Mitchell  and 
Smith,  the  Purchasing  Committee,  a very  select  and 
valuable  Collection  of  Books  have  already  been  made; 
and  it  is  earnestly  to  be  hoped,  the  Funds  of  the 
Corporation  will  be  found  commensurate  to  the 
annual  Appropriation  of  a Sum  of  Money,  for  this 
valuable  Purpose. 

— No.  1,  Charity  Extended  to  All,  State  of  The 
New  York  Hospital  for  the  Year  1797 


Thus  was  begun  the  earliest  medical  library  in  the 
City  of  New  York.  The  need  for  providing  “the 
best  of  Information”  was  obvious  to  those  distin- 
guished medical  men  concerned  with  founding  a 
teaching  hospital.  An  early  edition  of  the  By- 


Presented  at  the  164th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Session  on 
Archives,  February  8,  1970. 


Laws,  1809,  has  a section  devoted  to  the  rules  and 
regulations.  The  house  physician  was  to  serve  as 
librarian,  and  so  responsible  was  this  office  that 
he  was  obliged  to  “give  security  . . . not  exceeding 
two  hundred  and  fifty  dollars  . . . for  any  loss  or 
damage”  due  to  his  negligence  or  misconduct. 
Other  financial  charges  and  fines  were  required  to 
insure  the  safety  of  the  collection. 

Over  nearly  a century,  it  grew  by  both  purchase 
and  gift  to  be  a library  of  distinction.  As  New 
York’s  major  medical  library  it  attracted  not  only 
individual  gifts  but  also  valuable  collections.  The 
most  noteworthy  of  these  was  a major  portion  of 
this  country’s  first  important  private  scientific 
library,  that  of  John  Winthrop,  Esq.,  first  Governor 
of  Massachusetts.  Substantial  portions  were  given 
to  the  New  York  Stx^iety  library  and  the  library  of 
New  York  Hospital  about  1812.  Nearly  one  hun- 
dred fifty  years  later  interest  in  the  Winthrop 
library  led  to  attempts  to  trace  the  scattered 
volumes  in  various  libraries.  Fortunately,  when 
“for  certain  economic  reasons”  the  hospital  deter- 
mined to  relinquish  its  library  of  23,000  volumes  in 
1898,  the  governors  were  wise  enough  to  make  sure 
of  its  survival  by  presenting  it  to  the  New  York 
Academy  of  Medicine,  whose  library  had  already 
become  the  larger  of  the  two. 

Objections  have  been  raised  to  this  presentation 
of  such  an  extremely  valuable  asset  to  another  in- 
stitution, especially  since  in  the  last  thirty  years 
the  monetary  value  has  increased  to  astronomic 
figures.  Yet  the  possession  of  such  a costly  heri- 
tage is  an  expensive  obligation  not  always  under- 
stood by  organizations  which  have  allowed  their 
treasures  to  deteriorate  or  to  become  lost  through 
neglect  and  lack  of  concern.  The  attempts  to 
trace  lost  volumes  of  the  Winthrop  library 
eloquently  demonstrate  the  results  of  apathy. 
Those  volumes  in  the  New  York  Academy  of  Medi- 
cine were  well  rehabilitated,  and  it  is  important 
to  note  that  some  of  the  Academy’s  copies  of  early 
publications  of  the  New  York  Hospital  have  been 
sent  to  Archival  Restoration  in  Philadelphia,  so 
that  the  brittle  paper,  deacidified  and  laminated, 
will  not  crumble  to  dust  but  be  sure  to  survive. 

In  the  nineteenth  century,  catalogues  of  the 
library  and  supplements  were  published.  Glanc- 
ing through  these  the  interests  of  the  day  are 
clearly  indicated.  Current  material,  American 
and  foreign,  and  the  all-important  journals  are 
present.  The  classics  of  medicine  were  not 
neglected.  In  the  1845  catalogue  only  one  work  of 
William  Harvey  is  listed,  the  De  motu  cordis  of 
Glasgow,  1751,  but  there  are  three  editions  of  the 
collected  works  of  Hippocrates,  five  editions  of  his 
aphorisms,  and  one  of  his  Coacae  praenotiones. 
Albinus,  Boerhaave,  and  Haller  were  well  repre- 
sented. The  historian  of  the  New  York  Hospital 
can  learn  much  from  the  catalogues  of  the  first 
medical  library  of  this  city. 
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Alexander  the  Great  is  said  to  have  sprung  fully 
armed  from  the  womb.  The  child,  Desalles,  with 
his  mother’s  membranes  ruptured  for  forty-eight 
hours  before  labor  began,  cried  in  utero  for  two 
days  before  delivery.  A North  Country  sage  says 
Desalles  wept  for  the  failure  of  allopathic,  homeo- 
pathic, naturopathic,  and  chiropractic  medicine. 
Desalles  later  related  his  grief  was  for  the  failure  of 
all  forms  of  medical  therapy;  Desalles  was  a healer. 

The  healers  exist  in  communities  both  large  and 
small  in  northern  New  York  and  in  French  Canada. 
Untutored,  unlettered,  by  touch  and  prayer,  they 
assuage,  relieve,  and  apparently  cure.  Their  field 
is  the  treatable  and  untreatable  ills  of  mankind. 

The  cold  of  Canada,  the  frigidity  of  northern  cli- 
mates, tempers  some  individuals  to  a degree  of  self- 
aii])iiiiitment.  The  warmer  climates  breed  healers 
of  broad  scope,  and  Christ  and  Mohammed,  as 
well  as  the  Aimee  Semple  McPhersons  and  Oral 
Robertses,  confirm  this.  The  healing  here  is  an  ac- 
couterment, an  appendage,  the  tail  on  a kite  of 
broad  philosophy.  You  must  first  accept  the  great 
message;  the  subsequent  healing  is  an  incidental 
testament  to  this  message. 

Cold  constricts,  and  the  healing  evangelist, 
inured  to  cutting  winters,  the  cloak  of  arctic  blasts, 
and  the  somber  skies,  is  less  ambitious  about  his 
gift.  With  divine  intervention  and  assistance,  he 
promises  only  to  heal.  The  chill  even  breeds  a 
pragmatism.  There  is  required  for  his  perfor- 
mance no  basilica  such  as  is  present  at  Lourdes 
and  Fatima.  There  is  no  undependable  vision  and 
faltering  voices  of  children  in  the  theme. 

The  gift  is  there,  but  the  aura  is  acquired.  It  is 
attained  with  religiosity,  austerity,  consistency, 
availability,  and  a modicum  of  shrewd  practi- 
cality. Not  all  healers  are  so  unreasonable  as  to 
attempt  to  raise  the  dead. 

d'he  town  of  Verdiblis  in  Canada,  sixty  miles 
from  Montreal,  is  bleak.  In  1868  it  was  reduced  to 
the  basic  elements  of  simple  existence  by  an  over- 
whelming poverty.  'Fhe  mind,  and,  to  a degree, 
the  other  sen.ses  are  shar{)ened  when  our  only  func- 
tions are  to  eat  (not  well),  sleep  (restlessly),  and 
breathe  (autonomically).  'I'he  acuity  precedes  the 
blank  dullness  and  mental  inertia  that  come  with 


a prolonged  inadequate  diet  and  uncommon 
boredom. 

Early  life 

It  was  here  that  Anton  Desalles  was  conceived 
and  born.  It  is  paradoxic  that  conception  and  bar- 
renness can  coexist.  Chance  allows  for  the  prob- 
ability of  the  variant.  Given  a set  of  data,  the 
formula  for  probability  is  precise;  but  not  even  chi 
square  could  have  predicted  Desalles. 

There  were  numerous  unascertainable  in- 
fluences: the  preponderance  of  prayers,  the  con- 
stancy of  Catholicism  and  of  illnesses  medically 
unattended,  and  the  winter  wakes  of  the  dead.  All 
events  we  experience  mold  us,  and  the  tabula  rasa 
of  the  “gifted”  and  sensitive  child  is  receptive  to  an 
endless  script. 

Desalles  recalled  that  he  always  knew  he  was  a 
healer.  Youth,  with  all  its  uncertainties,  has  pro- 
found moments  of  conviction,  and  a dream  may  be 
nurtured  by  repetition  and  evolve  into  a reality. 

To  visit  the  sick  is  a Catholic  mandate,  and  he 
remembered,  with  his  family,  obeying  this  injunc- 
tion. Unlike  the  others,  he  not  only  visited  but 
healed;  he  did  not  come  to  bury.  He  did  not  heal 
ostentatiously;  the  silent,  unnoticed,  ragged  child, 
stark  and  intense,  simply  healed.  It  is  not  neces- 
sary for  the  healed  to  know  and  to  recognize  the 
architect  of  the  healing.  The  healer  knows  the 
healed.  “And  . . . instantly  perceiving  in  himself 
that  power  had  gone  forth  from  him.  . .”  (Mark 
5:30) 

He  reminisced  that  his  accomplishments  were 
many,  long  before  anyone  knew  he  was  accom- 
plished. Years  later,  he  could  recollect  the  day, 
the  hour,  the  minute,  the  illness,  the  genealogy  of 
the  benefited;  every  detail  of  countless  childhood 
healings.  Others,  in  thinking,  could  reminisce 
that  he  might  have  been  there. 

Metaphysical  concepts 

From  youth  he  prayed;  he  never  said  to  what  god 
precisely,  but  it  could  only  have  been  to  a healing 
one.  He  knew  no  others.  “Pere,  tout  vous  est  pos- 
sible, eloignez  de  moi  ce  chalice.  Cependant,  que 
votre  volonte  soit  faite  et  non  la  mienne.”  (Mark 
14:36) 

All  the  appointed  do  not  have  burning  eyes,  and 
the  youth  Desalles  could  only  be  described  as  non- 
descript. He  is  remembered  by  those  who  knew 
him  as  difficult  to  remember.  A resplendent  pea- 
cock in  a Canadian  ice  storm  might  startle  the 
mind;  a pale,  indigenous  creature  might  never  be 
recognized. 

It  is  established  that  he  was  dutiful,  a fair  to 
average  scholar,  with  a limited  exposure  to  things 
scholastic.  He  had  an  intense  curiosity  about  the 
ill:  not  the  signs,  symptoms,  and  pathogenesis  of 
the  disease  and  least  of  all  its  treatment.  Mary 
Baker  Eddy  could  deny  disease,  disclaim  its  exis- 
tence. Desalles  plumbed  the  philosophy  of 
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disease,  dissecting  it  and  analyzing  it  as  would  an 
anatomist  with  a cadaver.  'Fhe  paths  he  explored 
had  no  prior  illumination,  and  only  he  could  tell  of 
his  peregrinations.  He  never  heard  of  Newton’s 
proposition  that  to  every  force  there  is  an  equal  and 
opposite  force;  in  fact,  he  had  never  heard  of  New- 
ton; but  he,  too,  arrived  at  an  interpretation  of  the 
equalization  of  forces.  He  regarded  health  as  the 
balance  between  disease  and  healing,  illness  the 
preponderance  of  disease  and  the  deficiency  of 
healing.  At  the  end  of  his  metaphysical  journey, 
he  found  no  pill  or  potion,  no  scalpel  or  saw,  but 
this  simple,  unalterable  concept. 

He  knew  that  it  was  not  enough  to  publish  mani- 
festos; and  to  arrive  at  broad  principles,  a chorus 
might  sing  forever  that  e = me-.  This  avails  us 
nothing.  But  if  we  know  the  nature  of  these  forces, 
the  source  of  these  energies,  and  if  by  appointment 
we  can  direct  even  a small  component  of  these, 
this  is  the  desideratum. 

Christianity  is  a biased  belief.  It  favors  the  child, 
the  simple,  the  poor,  the  downtrodden,  the  ill,  the 
meek,  the  mourners  and  the  peacemakers.  This 
is  a motley  majority.  To  this  constituency  it  offers 
paradise;  to  the  rich  man,  the  eye  of  the  needle, 
and  this  not  negotiable. 

The  French  Canadian  Catholic  worships  with 
fervor,  with  a discrete,  no-nonsense  piety.  His 
religion  is  simplistic,  as  basic  as  earth,  fire,  and 
water.  It  is  an  inseparable  part  of  his  being.  It  is 
comfortable,  uncomfortable:  tolerable,  intolerable. 
It  is  the  Angelus,  the  low  Mass,  the  high  Mass,  the 
Mass  of  Thanksgiving,  the  Mass  of  the  dead;  it  is 
vespers,  benediction,  and  Communion.  It  is 
clarion  clear  with  the  wailing  infant  at  baptism, 
the  thunder  of  the  Holy  Spirit  at  confirmation,  the 
raucous  noise  of  the  revelers  at  matrimony,  and 
the  phasing  diminuendo  of  extreme  unction.  It  is 
all-pervasive,  and  the  French  Canadian  Catholic 
believes  that  whether  we  flee  or  search  we  are 
always  one  millisecond  away  from  the  shadow  of 
the  “Hound  of  Heaven’’  and  the  echoing  of  his  bay- 
ing. Thus,  we  have  only  to  pursue  and  catch  our 
prize,  or  pause  and  be  engulfed  by  Him.  Most  of 
us  do  neither;  Desalles  did  both.  With  a self- 
recognized,  divine  sanction,  he  was  now  prepared 
for  his  work. 

There  is  a tranquillity  and  tolerance  in  the  elect; 
there  is  a furor  and  intolerance  in  those  not  ap- 
pointed. “And  they  were  not  able  to  withstand  the 
wisdom  and  the  Spirit  who  spoke  . . . and  they 
stirred  up  the  people  and  the  elders  . . . and  they 
bribed  men  to  say  they  had  heard  him  speaking 
blasphemous  words  . . . and  all  who  sat  in  the  . . . 
saw  his  face  as  though  it  were  the  face  of  an  angel.” 
(Acts  6:10) 

It  was  not  the  first  time  a prophet  was  without 
honor  in  his  own  locale,  and  his  compatriots  in 
Verdiblis  rejected  the  healer. 

I personally  do  not  know  of  any  angels  that  have 
come  from  Canada  to  the  United  States,  and  it  is 


my  firm  belief  that  there  are  few,  if  any,  angels  in 
the  United  States.  The  customs  agents  at  the 
Thousand  Islands  Bridge  view  me  with  alarm  when 
1 approach  them  with  this  query.  They  state  that 
certainly  in  recent  years  nothing  angelic  has  tra- 
versed this  span.  As  for  the  diabolic,  they  admit 
the  traffic,  in  both  directions,  has  been  enormous. 

Later  life 

Clayton,  New  York,  in  the  northern  part  of  the 
State,  is  a neat  little  town  of  1,500  people;  it  is 
riverside  to  the  St.  Lawrence.  It  does  not  have  the 
carousel  atmosphere  of  Alexandria  Bay  or  the  quiet 
charm  of  Cape  Vincent.  It  is  midway  between 
these  two  locations  and  shares  the  characteristics 
of  neither.  It  lies  white  in  the  long  winters  and 
serves  the  sportsman  fisherman  in  the  brief  sum- 
mers. It  is  staid  and  forbidding  in  the  cold,  some- 
times quite  chilly  in  season. 

The  placid  expatriate  Desalles  arrived  there  in 
1898,  and  with  him  came  his  wife  and  children. 
His  neighbors  knew  his  occupation  as  cabinet- 
maker and  healer,  and  in  this  French  Canadian 
community  this  association  was  not  unusual. 
Joseph  was  a carpenter;  Peter  a fisherman. 

Quietly,  almost  surreptitiously,  his  gifts  were 
sought.  He  either  came  or  was  visited,  at  all 
hours,  sometimes  for  the  trivial,  more  often  for  the 
consequential.  There  is  an  earnest  pleading  in  the 
ill,  and  he  made  no  distinction  between  those 
gravely  and  those  lightly  afflicted.  He  did  not 
disdain  the  benefits  of  medical  therapy,  but  his 
gift  counteracted  the  failure  of  eclectic  medicine 
and  surgery.  “And  there  was  a woman  who  for 
twelve  years  had  had  a hemorrhage,  and  had  suf- 
fered much  at  the  hands  of  many  physicians,  and 
had  spent  all  that  she  had,  and  found  no  benefit, 
but  rather  grew  worse.”  (Mark  5:25) 

He  was  calm  and  unhurried,  patient,  and  kind. 
We  all  require  love,  but  not  continuously.  Solace 
and  concern  are  steadier  and  more  insistent  needs, 
and  particularly  in  those  who  are  sick. 

Desalles’  subjects  included  all  classifications. 
Numbered  among  these  were  the  victims  of  inade- 
quate diagnosis  and  poor  treatment.  Like  any 
practitioner  he  came  to  know  the  hypochondriac, 
the  neurotic,  the  hysterical,  and  the  emotionally 
disturbed  patient.  There  were  those  who  were 
simply  sick;  others  resulted  from  the  failures  of  in- 
adequate therapy;  and  finally  there  were  those  who 
were  incurable.  No  more  notable  or  numerically 
prominent  than  these  were  the  cranks,  the  dis- 
affected, and  the  religious  zealots.  Some  curious 
also  came.  The  educated  and  the  ignorant  at- 
tended, the  child,  the  adult,  and  antiquarian,  male 
and  female. 

Not  only  did  they  seek  his  counsel  and  ministra- 
tion but  also  they  returned  home  preaching  the 
gospel  of  his  achievements  and  sent  their  friends 
and  relatives. 
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The  majority  came  in  the  summer,  the  season 
for  swallows;  but  other  desperate,  forlorn,  and 
hopeful  ones  arrived  in  all  months.  Urgency 
knows  no  season,  and  in  some  circumstances  a 
northern  winter  can  be  no  more  than  a small  deter- 
rent. Even  the  sceptics  and  the  incredulous  were 
impressed  by  the  innumerable  cars  from  a variety 
of  states  and  Canada  parked  on  John  Street  and 
the  long  line  of  petitioners  waiting  patiently  at  his 
door. 

For  twenty-five  years  Desalles  remained  in  the 
same  location.  Many  of  his  adherents  returned  for 
lessening  of  symptoms  or  because  of  a new  com- 
plaint. Many  came  simply  for  the  beneficence  of 
his  touch.  Little  by  little  the  walls  of  his  oratory 
became  clustered  with  the  tokens  of  healing,  the 
discarded  crutches,  the  abandoned  braces,  the  dis- 
pensable splints.  Impressive  were  his  trophies, 
and  his  acquisitions  resembled  an  orthopedic  ap- 
pliance repository. 

Each  petitioner  was  asked  if  he  believed  in  God. 
This  was  the  only  requisite  for  therapy.  There  is 
no  human  traffic  or  intercourse  which  could  begin 
on  a sounder  basis  than  faith.  He  prayed  in 
French,  sometimes  in  English.  With  the  laying  on 
of  hands,  the  healing  began.  “My  daughter  is  at 
the  point  of  death;  come,  lay  thy  hands  upon  her, 
that  she  may  be  saved  and  live.”  (Mark  5:23) 
There  are  virtuosos  in  every  field  of  human  en- 
deavor, why  not  in  healing?  And  if  the  deity  ap- 
parently disdained  to  intervene  and  effect,  the  aura 
and  suggestion  might  be  method  enough. 

Not  every  charisma  is  lambent  or  effulgent,  and 
we  have  a greater  requirement  for  bland  water  than 
for  the  sweetness  in  honey.  Most  of  us  are  unso- 
phisticated, common,  and  ordinary,  and  we  feel  at 
ease  with  our  own  kind.  Medium  in  stature,  mod- 
erate in  manner,  plain  in  physiognomy,  the  adult 
Desalles  was  entirely  undistinguished  physically. 
He  could  be  curt;  he  was  frequently  abrupt.  As  an 
interventionist  in  divine  methodology  he  needed  no 
manner  but  his  own.  The  eyes  of  the  hungry  are 
on  the  crust,  not  on  the  bearer  of  the  same. 

A crucifix  or  an  illustration  of  the  Sacred  Heart 
took  the  place  of  diplomas  on  the  wall.  He  was 
always  positive,  assured,  and  confident,  and  there 
was  no  increase  in  these  characteristics  with  con- 
tinued successes.  Acknowledging  the  source  of 
his  beneficence,  he  was  in  daily  attendance  at 
Mass;  and  when  not  pressed  by  suppliants  was  in 
solitary  prayer  by  the  hour. 

He  and  his  family  lived  austerely,  and  except  for 
the  idiosyncrasy  of  inexpensive  custom-made 
suits  and  frequent  attendance  at  the  local  cinema 
(he  rarely  missed  a film),  he  was  not  different 
from  any  other  citizen. 

No  fee  was  ever  solicited  for  his  services,  but 
those  attending  were  allowed  to  make  donations. 
Most  parted,  leaving  a dollar  bill;  but  on  other 
occasions  the  recipients  of  greater  benefits  left 
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larger  sums.  The  penurious  left  nothing,  even 
when  served.  The  healer  may  have  been  moder- 
ately prosperous,  but  he  was  never  rich.  There 
were  no  visible  signs  of  affluence.  Those  who  knew 
him  allege  that  he  had  no  great  concern  for  funds. 
He  was  a generous  giver  to  his  local  church.  “And 
the  high  priest  said,  ‘Are  these  things  so?’  ” (Acts 
7:1)  The  local  clergy  regarded  him  with  respect  and 
admiration;  they  never  questioned  his  motives. 

In  his  lifetime  he  treated  hundreds;  those 
“healed”  revered  him;  friends  and  neighbors,  with- 
out exception,  relate  that  he  did  good.  This  is  a 
simple  and  remarkable  testament,  and  how  many 
of  our  lives  could  be  described  in  the  same  terms? 
There  was  no  Lazarus  in  the  accounting,  but  more 
than  one  woman  “with  an  issue  of  blood.”  Some 
blind  did  see,  and  many  lame  did  walk.  Others 
alleged  countless  but  less  obvious  benefits.  No 
commissions  certified  his  achievements,  and  no 
statistician  documented  the  curve  or  frequency  of 
his  cures. 

Conclusion 

There  are  many  aspects  of  illness  not  taught  in 
medical  schools.  “Why  do  you  make  this  din,  and 
weep?  The  girl  is  asleep,  not  dead!  And  they 
laughed  him  to  scorn.”  (Mark  5:39) 

The  “imaginary  illness”  is  as  real  to  the  sufferer 
as  the  tangible  tumor  in  another.  The  distraught 
mind,  the  heart  and  stomach  in  turmoil  may  not 
show  in  an  electroencephalogram  or  cardiogram  or 
x-ray  film,  but  their  effects  are  as  devastating  as 
any  demonstrable  disease.  Are  not  the  abandoned 
ill?  Are  the  unhappy,  the  grieving,  the  sad  well? 
Do  the  neglected,  the  unloved,  the  distraught,  and 
the  anxious  fulfill  the  criteria  for  health?  This  is 
pathology  predominant,  in  quantity,  and  of  a 
nature  that  far  exceeds  in  scope  that  which  is  en- 
compassed by  the  leaves  of  medical  texts.  “My 
name  is  Legion,  for  we  are  many.” 

What  does  the  healer  heal?  Are  they  entities 
that  we  do  not  know  exist,  or,  if  knowing,  that  we 
deny  are  amenable  to  therapy? 

Possibly  the  “healing  power”  is  nothing  more 
than  patience,  interest,  and  concern,  all  dispensed 
in  large  doses,  their  efficacy  enhanced  enormously 
by  the  possibility  of  divine  intervention.  It  may 
be  simply  that  in  seeking  we  find.  Our  hearts  and 
minds  do  require  a certitude,  and  perhaps  this 
same  belief  and  conviction  is  as  good  for  our  bodies. 

Critically,  we  cannot  exclude  the  role  of  divine 
intervention;  maybe  not  often,  most  likely  ex- 
tremely rarely,  and  certainly  almost  never;  but  we 
must  admit  this  possibility  and  at  the  last  resort 
utilize  it  to  explain  some  portion  of  the  phe- 
nomenon of  healing. 

Finally,  I conclude  that  “to  those  that  believe  no 
explanation  is  necessary;  to  those  disbelieving, 
no  explanation  is  possible.” 

Washington  and  Paddock  Streets 
Watertown,  New  York  13601 

15,  1971 


OATH  OF  CHARAKA 


MOHAN  LAL  SHARMA 

Slippery  Rock.  Pennsylvania 

Professor  of  English.  Slippery  Rock  State  College. 

Editor.  Indian  Section.  Twayne  World  Author  Series 

For  the  ayurvedic  physician  of  India  the  oath  of 
Charaka  is  supposed  to  govern  (his)  conduct.  The 
“All-India  Ayurved  Mahasammelan  Patrika,”  an 
organ  of  the  All-India  Ayurvedic  Congress,  recently 
released  to  the  press  the  text  of  the  oath  adminis- 
tered to  a disciple  by  the  guru.  It  has  figured 
rather  prominently  in  India’s  newspapers.  It  says: 

Thou  shalt  speak  only  the  truth,  eat  no  meat,  eat 
only  pure  articles  of  food,  be  free  from  envy  and  carry 
no  arms.  There  shall  he  nothing  that  thou  shalt  not 
do  at  my  behest,  except  hating  the  king  or  causing 
another's  death  or  committing  an  act  of  unrighteous- 
ness. 

Day  and  night,  however,  thou  mayest  be  engaged, 
thou  shalt  endeavor  for  the  relief  of  patients  with  all 


thy  heart  and  .soul.  Thou  shalt  not  desert  or  injure  thy 
patient  ever  for  the  sake  of  thy  life  or  thy  living.  Thou 
shalt  not  commit  adultery  even  in  thought.  Thou 
shalt  not  covet  others'  possessions.  Thou  shalt  be 
modest  in  the  attire  and  appearance.  Thou  shouldst 
not  be  a drunkard  or  a sinful  man  nor  shouldst  thou  as- 
sociate with  the  abettors  of  crime.  Thou  shouldst 
speak  words  that  are  gentle,  pure  and  righteous,  pleas- 
ing, worthy,  true,  wholesome  and  moderate.  Thy 
behavior  must  be  in  keeping  with  the  time  and  place 
and  heedful  of  past  experience.  Thou  shalt  act  always 
with  a view  .to  acquiring  knowledge  and  fullness  of 
equipment. 

No  offering  of  presents  by  a woman  without  the  be- 
hest of  her  husband  or  guardian  shall  be  accepted  by 
thee.  While  entering  the  patient's  house  thou  shalt  be 
accompanied  by  a man  who  is  known  to  the  patient 
and  who  has  his  permission  to  enter  and  thou  shalt  be 
well  clad  and  bent  of  head,  self-possessed  and  conduct 
thyself  thoughtfully.  Thou  shalt  make  thy  entry  in 
the  proper  way.  Having  entered  thy  speech,  mind, 
intellect  and  sen.ses  shall  be  entirely  devoted  to  no 
other  thought  than  to  that  of  being  helpful  to  the 
patient  and  of  things  concerning  him  only.  The  pecu- 
liar customs  of  the  patient's  household  shall  not  be 
made  public. 

Though  posse.ssed  of  knowledge,  thou  shalt  not  boast 
very  much  of  thy  knowledge.  Most  people  are 
offended  by  the  boastfulness  of  even  those  who  are 
otherwise  good  and  authoritative. 


Letters  to  the  Editor 


Cannabis  and  LSD 

To  the  Editor:  The  letter  on  “Adverse  Effects  of  Can- 
nabis” by  Doris  H.  Milman,  M.D.,  published  in  the  July 
1,  1971,  issue  of  the  New  York  State  Journal  of  Med- 
icine, which  comments  on  psychotic  reactions  following 
the  smoking  of  marihuana,  I feel  misses  an  important 
point. 

I will  not  deny  that  a rare  psychotic  episode  may  follow 
the  use  of  marihuana  in  some  already  unstable  person, 
but  many  people  who  assume  that  they  are  smoking 
marihuana  are  smoking  marihuana  that  has  been  soaked 
in  LSD  (d-lysergic  acid  diethylamide)  or  the  paper 
used  to  make  the  cigaret  has  been  soaked  in  LSD,  STP 


(2,5-dimethoxy-4  methylamphetamine),  or  any  of  the 
other  mind-altering  drugs. 

I feel  that  the  patients  Dr.  Milman  reports,  particu- 
larly the  seventeen-year-old  girl  who  was  having  the 
“flashback”  phenomenon  for  many  weeks  after  discon- 
tinuing the  use  of  marihuana,  very  likely  had  used  a com- 
bination of  LSD  and  marihuana. 

I think  it  is  pertinent  for  anyone  who  experiments  with 
marihuana  to  realize  that  no  matter  where  they  obtain 
the  marihuana,  there  is  no  way  to  be  sure  that  they  do 
not  have  a combination  of  marihuana  and  LSD. 

WILLIAM  A.  STALLWORTH,  M.D. 

Elmira  Medical  Arts  Center 
Elmira,  New  York  14901 
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Necrology 


Isidor  Cohn,  M.D.,  of  Brooklyn,  died  August  16  at  the 
age  of  seventy-six.  Dr.  Cohn  was  graduated  in  1916 
from  New  York  University  School  of  Medicine.  He  was 
a consulting  physician  at  Metropolitan  Jewish  Geriatric 
Center,  and  an  adjunct  physician  at  Jewish  Hospital  of 
Brooklyn.  Dr.  Cohn  was  a Fellow  of  the  American 
College  of  Physicians,  a Diplomate  in  Internal  Medicine, 
and  a member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Isaac  Dall,  M.D.,  of  Astoria,  died  on  August  29  at  the 
age  of  eighty.  Dr.  Dali  was  graduated  from  New  York 
Homeopathic  Medical  College  in  1915.  He  was  a mem- 
ber of  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Albert  Knecht  Detwiller,  M.D.,  of  Queens,  died  on 
June  19  at  the  age  of  ninety-one.  Dr.  Detwiller  was  grad- 
uated in  1906  from  Columbia  University  College  of  Phy- 
sicians and  Surgeons.  He  was  a member  of  the  New  York 
Academy  of  Medicine,  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

James  Thomas  Grace,  Jr.,  M.D.,  of  Buffalo,  died  on 
August  13  at  the  age  of  forty-eight.  He  had  been  inca- 
pacitated from  injuries  received  in  an  automobile  colli- 
sion in  March,  1970.  Dr.  Grace  received  his  medical 
degree  from  Harvard  University  Medical  School  in  1948. 
A Diplomate  of  the  American  Board  of  Surgery  and  a 
Fellow  of  the  American  College  of  Surgeons,  Dr.  Grace 
joined  the  staff  of  Roswell  Park  Memorial  Institute  in 
1957,  specializing  in  leukemia  research,  and  was  named 
director  of  the  Institute  in  1967.  He  was  also  on  the 
faculties  of  the  University  of  Buffalo  School  of  Medicine 
and  the  State  University  of  New  York  at  Buffalo.  Dr. 
Grace  lectured  widely  and  served  on  the  cancer  virology 
panel  of  the  National  Institute  of  Health  and  as  a mem- 
ber of  the  cancer  virus  task  force  of  the  United  States 
Public  Health  Service.  In  recognition  of  his  contribu- 
tions, he  received  the  Billings  Medal  of  the  American 
Medical  Association  in  1961.  Dr.  Grace  was  a member 
of  the  American  Association  for  Cancer  Research  and  the 
American  Surgical  A.ssociation. 


Marry  Jonathan  Greene,  M.D.,  of  Brooklyn,  died  on 
August  14  at  the  age  of  sixty-eight.  He  received  his  de- 
gree from  Cornell  University  Medical  College  in  1928. 
Dr.  Greene  was  senior  obstetrician  and  gynecologist 


(oncology)  at  Brooklyn  Women’s  Hospital  and  a consul- 
tant at  Greenpoint,  King’s  County,  Bay  Ridge,  and  Mid- 
wood Hospitals  and  at  the  Jewish  Hospital  of  Brooklyn. 
He  was  a Diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology,  a Fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists,  a Fellow  of  the  Ameri- 
can College  of  Surgeons,  and  a member  of  the  American 
Association  for  Cancer  Research  and  of  the  New  York 
Academy  of  Medicine.  Dr.  Greene  was  also  a member 
of  the  American  Society  of  Oncology,  the  American 
Therapeutic  Society,  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

William  Armistead  Jarrett,  M.D.,  of  Avoca,  died  on 
April  12  at  the  age  of  sixty-two.  Dr.  Jarrett  received 
his  medical  degree  from  Harvard  University  Medical 
School  in  1934.  He  was  a Diplomate  of  the  American 
Board  of  Pathology  (Pathologic  Anatomy),  a Fellow  of 
the  College  of  American  Pathologists,  and  a member  of 
the  New  York  State  Society  of  Pathologists,  the  Steuben 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Abraham  Jerskey,  M.D.,  of  New  York  City,  died  on 
August  13  at  the  age  of  eighty-two.  Dr.  Jerskey  was 
graduated  in  1915  from  Columbia  University  College 
of  Physicians  and  Surgeons.  He  was  a district 
physician  (off  service)  at  Mount  Sinai  Hospital.  He 
was  a member  of  the  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Nicholas  M.  Kiraly,  M.D.,  of  Queens,  died  on  August 
7 at  the  age  of  seventy-five.  Dr.  Kiraly  received  his 
medical  degree  from  the  Royal  Hungarian  University  at 
Budapest  in  1920.  He  was  an  associate  physician  at 
Physicians  Hospital,  and  a staff  physician  in  general 
practice  at  Boulevard  Hospital.  Dr.  Kiraly  was  a mem- 
ber of  the  American  Academy  of  General  Practice,  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Simon  Kwalwasser,  M.D.,  of  Queens,  died  on  August 
30  at  the  age  of  sixty-one.  Dr.  Kwalwasser  received  his 
medical  degree  from  St.  Andrew’s  University  in  1934. 
He  was  assistant  visiting  psychiatrist  at  Kings  County 
Hospital,  staff  psychiatrist  at  the  New  York  Psycho- 
analytic Institute  and  Booth  Memorial  Hospital,  attend- 
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ing  psychiatrist  at  Long  Island  Jewish  Hospital,  and 
consultant  at  Hillside  Hospital.  Dr.  Kwalwasser  was 
also  clinical  assistant  professor  of  psychiatry  in  the  di- 
vision of  psychoanalytic  education  at  Downstate  Medical 
Center,  and  associate  professor  at  Adelphi  College.  He 
was  noted  for  his  contributions  to  research  in  insulin  and 
electric  shock  treatments,  and  in  the  psychiatric  treat- 
ment of  adolescents.  A diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology,  Dr.  Kwalwasser  was 
a member  of  the  American  Psychiatric  Association,  the 
American  Psychoanalytic  Association,  the  Medical  So- 
ciety of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Morris  Lazerson,  M.D.,  of  Rochester,  died  on  June 
27  at  the  age  of  seventy-nine.  Dr.  Lazerson  graduated 
from  Columbia  University  College  of  Physicians  and 
Surgeons  in  1918.  He  was  assistant  attending  physician 
at  Genesee  Hospital.  He  was  a member  of  the  Monroe 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Harry  Levenbook,  M.D.,  of  Brooklyn,  died  on  August 
11  at  the  age  of  sixty-three.  Dr.  Levenbook  graduated 
from  St.  Andrew’s  University  in  1934.  He  was  a member 
of  the  Medical  Society  of  the  County  of  Kings,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Jacob  Mandel,  M.D.,  of  Brooklyn,  died  on  August  2 at 
the  age  of  seventy-seven.  Dr.  Mandel  was  graduated 
from  Long  Island  City  Hospital  in  1918.  He  was  a mem- 
ber of  the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  Henry  Meyer,  M.D.,  of  New  York  City,  died  on 
August  9 at  the  age  of  ninety-two.  Dr.  Meyer  was  grad- 
uated from  Long  Island  College  Hospital  in  1904. 


Isidore  Michel,  M.D.,  of  New  York  City,  died  on  August 
9 at  the  age  of  eighty-five.  Dr.  Michel  received  his  medi- 
cal degree  from  the  College  of  Physicians  and  Surgeons  of 
Baltimore  in  1911.  He  was  a member  of  the  American 
Geriatrics  Society. 

Arthur  A.  Nussbaum,  M.D.,  of  Brooklyn,  died  on  July 
21  at  the  age  of  seventy-one.  Dr.  Nussbaum  received  his 
medical  degree  from  Long  Island  College  Hospital  in 
1923.  He  was  an  adjunct  surgeon  at  Kingsbrook  Hospi- 
tal and  Lefferts  General  Hospital,  and  an  assistant  sur- 
geon at  Coney  Island  Hospital.  Dr.  Nussbaum  was  a 
member  of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Tracy  Gregory  Parks,  M.D.,  of  New  York  City,  died 
on  August  28  at  the  age  of  forty-nine.  Dr.  Parks  re- 
ceived his  medical  degree  from  Ohio  State  University 
College  of  Medicine  in  1948.  He  had  been  physician-in- 
charge  of  the  Edgecomb  Rehabilitation  Center  of  the 
State  Narcotic  Addiction  Control  Commission.  Dr. 
Parks  was  a member  of  the  New  York  County  Medical 


S(x;iety,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Morris  Rosenthal,  M.D.,  of  West  Tisbury,  Massachu- 
setts, formerly  of  New  York  City,  died  on  September  4 
at  the  age  of  ninety-one.  He  received  his  medical  de- 
gree from  Johns  Hopkins  University  School  of  Medi- 
cine in  1902.  Forty  years  ago,  as  chairman  of  the  eco- 
nomics committee  of  the  New  York  County  Medical 
Society,  Dr.  Rosenthal  was  credited  with  a major  change 
in  the  workmen’s  compensation  system,  so  that  injured 
workmen  could  be  treated  by  any  physician  who  was  a 
member  of  the  New  York  County  Medical  Society.  Dr. 
Rosenthal  was  a member  of  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Sidney  J,  Rubin,  M.D.,  of  Queens,  died  on  August  5 
at  the  age  of  forty-five.  Dr.  Rubin  received  his  medical 
degree  from  the  State  University  of  New  York  Down- 
state  Medical  Center  in  1951.  Dr.  Rubin  was  a Diplo- 
mate of  the  American  Board  of  Internal  Medicine.  He 
was  a staff  physician  in  internal  medicine  at  Booth 
Memorial  Hospital,  consultant  to  Hillcrest  General  Hos- 
pital and  to  the  Commission  for  the  Blind  with  the  State 
Social  Services  Department,  as  well  as  advisor  to  the 
Meadowbrook  Nursing  Home.  Dr.  Rubin  was  a mem- 
ber of  the  Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Lajos  Levy  Samets,  M.D.,  of  Massena,  died  on  January 
18  at  the  age  of  eighty-nine.  Dr.  Samets  received  his 
medical  degree  from  the  University  of  Freiburg  in  1911. 
He  was  a member  of  the  St.  Lawrence  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

George  Cobb  Sincerbeaux,  M.D.,  of  Auburn,  died  on 
April  3 at  the  age  of  ninety-two.  Dr.  Sincerbeaux  was 
graduated  from  the  State  University  College  of  Medi- 
cine, Syracuse,  in  1904.  He  had  practiced  medicine  in 
the  Auburn  area  for  more  than  fifty  years,  and  had  been 
retired  for  the  past  fifteen  years.  He  was  a member  of 
the  Cayuga  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

George  Skura,  M.D.,  of  East  Meadows,  died  on  August 
21  at  the  age  of  sixty-seven.  Dr.  Skura  was  graduated 
from  St.  Andrew’s  University  in  1934.  He  was  an  at- 
tending physician  in  general  practice  at  Doctors  Hospi- 
tal, Freeport.  He  was  a member  of  the  American  Acad- 
emy of  General  Practice,  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Raymond  Joseph  Vavrina,  M.D.,  of  Floral  Park,  died 
on  August  29  at  the  age  of  sixty-one.  Dr.  Vavrina  re- 
ceived his  medical  degree  from  St.  Louis  University 
School  of  Medicine  in  1935.  He  was  an  honorary  affili- 
ate physician  at  Mary  Immaculate  Hospital,  and  an  as- 
sociate physician  in  general  practice  at  Mercy  Hospi- 
tal. Dr.  Vavrina  was  a member  of  the  American  Acad- 
emy of  General  Practice,  the  National  Academy  of  Med- 
icine, the  Nassau  County  Medical  Society,  the  Medical 
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Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


David  Wexler,  M.D.,  of  New  York  City,  died  on  August 
23  at  the  age  of  seventy.  Dr.  Wexler  received  his  medi- 
cal degree  from  Cornell  University  Medical  College 
in  1924.  A Diplomate  of  the  American  Board  of  Oph- 
thalmologists, Dr.  Wexler  was  consulting  ophthalmolo- 
gist and  professor  emeritus  of  ophthalmology  at  Mount 


Sinai  Hospital  and  Medical  School,  and  honorary  at- 
tending ophthalmologist  at  the  Manhattan  Eye,  Ear, 
Nose  and  Throat  Hospital.  An  authority  on  ocular  pa- 
thology, he  was  responsible  for  the  establishment  of  eye 
pathology  laboratories  at  these  institutions.  Dr.  Wexler 
was  a member  of  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  the  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 


Medical  Society  of  the  State  of  New  York 
Annual  Convention 

February  13  through  17,  1972 
The  Americana,  New  York  City 
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Medical  Meetings 


AMA  president  at  local  conference 
on  October  20 

“What  is  the  F'uture  ot  Organized  Medicine?”  will  be 
discussed  by  Wesley  W.  Hall,  M.I).,  president  of  the 
American  Medical  Association;  George  Himler,  M.I)., 
president  of  the  Medical  Society  of  the  State  of  New 
York;  Fitzhugh  Mullan,  M.I).,  a founder  of  the  Com- 
mittee of  Interns  and  Residents  of  New  York  City;  and  a 
group  of  medical  students  on  October  20,  at  7:30  F.M. 
in  the  auditorium  of  the  New  York  University  School  of 
Medicine,  First  Avenue  and  31st  Street.  'I’he  moderator 
will  be  Milton  Burglass,  New  York  University  medical 
student,  class  of  ’72. 

Sponsored  by  the  Medical  Society  of  the  State  of  New 
York,  the  conference  is  to  bring  practicing  physicians 
into  dialogue  with  medical  students,  and  it  will  treat 
problems  confronting  the  medical  establishment  as  seen 
from  the  divergent  viewpoints  of  national  and  State 
leaders,  young  physicians,  and  medical  students. 
Physicians  and  medical  students  are  invited  to  attend. 

A similar  conference  will  be  held  October  27  at  the 
University  of  Rochester  School  of  Medicine  & Dentistry. 
Taking  part  will  be  Dr.  Himler;  Donald  Raines,  M.D., 
president  of  the  Monroe  Plan  for  Medical  Care,  Inc.; 
Bruce  Fagel,  president  of  the  Student  American  Medi- 
cal Association;  and  others. 

Pediatric  postgraduate  courses  offered 

Maimonides  Medical  Center  and  Coney  Island  Hos- 
pital affiliated  with  Maimonides  Medical  Center,  State 
University  of  New  York  Downstate  Medical  Center,  and 
the  American  Academy  of  General  Practice,  are  sponsor- 
ing a pediatric  postgraduate  program  to  be  held  on 
October  19  and  every  Tuesday  thereafter  until  May  2, 
1972.  The  lectures  will  be  held  in  the  Fourth  Floor 
Lecture  Hall  of  the  main  building  of  Maimonides  Medi- 
cal Center,  4802  Tenth  Avenue,  Brooklyn,  New  York. 

The  program  is  approved  for  accreditation  by  the 
American  Academy  of  General  Practice  for  26  elective 
hours. 

For  further  information  contact  Armand  Moss,  M.D., 
chairman  of  the  pediatric  postgraduate  program, 
Maimonides  Medical  Center,  4802  Tenth  Avenue, 
Brooklyn,  New  York  11219. 

Craniofacial  anomalies 
topic  of  meeting 

An  International  Conference  on  the  Diagnosis  and 
Treatment  of  Craniofacial  Anomalies  will  be  held  at  the 
New  York  University  Medical  Center  from  October  25 


Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


to  28,  under  the  chairmanship  of  John  Marquis  Con- 
verse, M.D.,  and  Samuel  Pruzansky,  D.D.S.  The  topics 
covered  will  be  classification  of  the  various  craniofacial 
syndromes,  including  a review  of  the  embryology  and 
development  of  the  craniofacial  area,  premature  cranio- 
facial synostosis,  otocephalic  syndromes,  and  maxillo- 
mandibular disharmonies. 

A high  light  of  the  meeting  will  be  the  10th  annual 
V.  H.  Kazanjian  Lecture  by  Paul  Louis  Tessier,  M.D., 
bead  of  the  department  of  plastic  surgery.  Hospital  Foch, 
Paris,  France,  on  “Reconstruction  of  Craniofacial  De- 
formities.” 

Registration  fee  is  $200,  $50  for  residents  in  training. 

For  further  information  contact  Institute  of  Recon- 
structive Plastic  Surgery,  550  First  Avenue,  New  York, 
New  York  10016. 

Comprehensive  course  on 
neuroradiology  offered 

New  York  University’s  Post-Graduate  Medical  School 
will  offer  a comprehensive  five-day  course  in  neuroradiol- 
ogy on  November  1 through  5,  under  the  direction  of 
Irvin  I.  Kricheff,  M.D.,  professor  of  radiology. 

The  curriculum  will  include  regular  and  tomographic 
examination  of  the  skull  and  spine,  cerebral  angiog- 
raphy, pneumoencephalography  and  ventriculography, 
studies  of  the  spinal  cord  by  myelography  and  angiog- 
raphy, brain  scanning  and  other  isotope  studies,  as  well 
as  technical  aspects  and  special  technics. 

Tuition  is  $165  payable  in  advance  when  submitting 
application.  Residents  and  fellows  in  approved  training 
programs  will  be  eligible  to  attend  for  a $90  registration 
fee.  For  applications  contact  office  of  the  recorder.  New 
York  University  Post-Graduate  Medical  School,  550 
First  Avenue,  New  York,  New  York  10016. 


Sickle  cell  disease  topic 
of  symposium 

On  November  18  and  19,  a Symposium  on  Sickle  Cell 
Disease — A World-Wide  Problem:  Diagnosis,  Manage- 
ment, Education,  and  Research,  will  be  held  at  the  Com- 
modore Hotel,  from  8:30  A.M.  to  5:00  P.M.  This 
symposium  is  cosponsored  by  the  Special  Committee  on 
Infant  Mortality  of  the  Medical  Society  of  the  County  of 
New  York,  the  Greater  New  York  Chapter  of  the 
National  Foundation-March  of  Dimes,  and  the  Founda- 
tion for  Research  and  Education  in  Sickle  Cell  Disease. 
Cochairmen  of  the  meeting  are:  Harold  Abramson, 

M.D.,  John  F.  Bertles,  M.D.,  and  Doris  L.  Wethers, 
M.D. 

continued  on  page  2462 
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Postgraduate  course  in  ophthalmology 

The  Department  of  Ophthalmology  of  the  State  Uni- 
versity of  New  York  Upstate  Medical  Center  in 
Syracuse  will  present  its  twenty-second  annual  Post- 
graduate Course  in  Ophthalmology  at  the  Hotel  Syra- 
cuse, on  December  3 and  4. 

The  following  lecturers  will  participate:  Joseph  S. 

Haas,  M.D.,  Chicago,  Illinois;  Marshall  M.  Parks,  M.D., 
Washington,  D.C.;  and  David  Paton,  M.D.,  Houston, 
Texas. 

The  tuition  fee  is  $35  payable  to  the  State  University 
of  New  York  Upstate  Medical  Center  which  includes 
daily  luncheons  and  dinner  on  Friday  night.  The  course 
is  limited  to  90  members.  These  will  be  accepted  in  the 
order  in  which  applications,  accompanied  by  checks,  are 
received. 

For  further  information  contact  James  L.  McGraw, 
M.D.,  State  University  of  New  York  Upstate  Medical 
Center,  750  E.  Adams  Street,  Syracuse,  New  York  13210. 

Nephrology  and  heart  disease 
topic  of  seminar 

A postgraduate  seminar  on  “Clinical  Nephrology  and 
Heart  Disease,”  will  be  held  on  December  8 through  10 
at  the  Eden  Roc  Hotel,  Miami  Beach,  Florida.  This 
program  is  cosponsored  by  Mount  Sinai  Hospital  of 
Greater  Miami;  The  University  of  Miami  School  of 
Medicine;  American  Heart  Association,  Council  on  Clin- 
ical Cardiology  and  Council  on  the  Kidney  in  Cardio- 
vascular Disease;  Florida  Heart  Association;  and  the 
Heart  Association  of  Greater  Miami. 

For  further  information  contact  Mrs.  Frances  Richard- 
son, office  of  postgraduate  medical  education.  Mount 
Sinai  Hospital,  Miami  Beach,  Florida  33140. 

Symposium  on  neoplasm  and  reconstruction 
of  female  breast 

The  American  Society  of  Plastic  and  Reconstructive 
Surgeons,  Inc.,  and  Memorial  Sloan-Kettering  Cancer 
Center  will  hold  a two-day  symposium  on  problems  of 
the  female  breast  on  February  4 and  5,  1972.  The  pro- 
gram will  be  conducted  by  plastic  surgeons  and  general 
surgeons  interested  in  problems  of  the  female  breast 
as  they  relate  to  neoplasms  and  reconstruction.  The 
sessions  will  be  divided  into  five  panels  as  follows. 


Panel  I:  Discussion  by  surgeons  of  the  present  mo- 
dalities of  treatment  of  breast  disease. 

Panel  II:  Augmentation  of  the  female  breast:  con- 
sideration of  the  various  inserts  and  methods  of  use  with 
critique  of  these  methods  by  surgeons  and  pathologists. 

Panel  III:  Reduction  mammoplasties:  Presentation 

of  the  methods  of  reduction  followed  by  critique  by  sur- 
geons and  pathologists. 

Panel  IV:  Subcutaneous  mastectomies:  An  attempt 

to  arrive  at  guidelines  for  its  use  in  benign  and,  possibly, 
malignant  diseases. 

Panel  V:  Reconstruction  after  radical  mastectomy. 

Attendance  will  be  limited  to  250  applicants.  The 
registration  fee  is  $100  ($50  for  residents  in  training)  and 
is  payable  at  the  time  of  application. 

For  further  information  and  requests  for  application 
forms  contact  Reuven  K.  Snyderman,  M.D.,  Memorial 
Sloan-Kettering  Cancer  Center,  444  East  68th  Street 
New  York,  New  York  10021. 

Institute  for  premature  and  high-risk  infants 
to  be  established 

A special  institute  for  physicians  and  nurses  in  the  care 
of  premature  and  other  high-risk  infants  will  be  estab- 
lished under  the  sponsorship  of  The  Department  of 
Health  of  the  State  of  New  York,  the  U.S.  Department  of 
Health,  Education,  and  Welfare,  and  the  Institutes  in 
the  Care  of  Premature  and  Other  High-Risk  Infants  at 
The  New  York  Hospital-Cornell  Medical  Center  in  the 
New  York  metropolitan  area  (New  York,  New  Jersey, 
and  Connecticut)  in  March,  1972.  Preference  will  be 
given  to  teams  consisting  of  a physician  and  a nurse 
from  a hospital  caring  for  premature  and  other  high- 
risk  infants.  The  nurses  will  attend  a two-week  session 
March  6 through  March  17,  1972.  They  will  be  joined  by 
the  physicians  for  daily  sessions  on  Wednesdays  at  five 
weekly  intervals. 

The  nurses’  two-week  session  is  from  March  6 to  17 
which  includes  two  days  of  combined  sessions  for 
physician-nurse.  The  combined  sessions  for  physicians 
and  nurses  are:  March  8,  March  15,  March  22,  March 
29,  and  April  5,  1972. 

For  further  information  write  to:  Peter  Auld,  M.D., 
medical  director  or  Miss  Grace  Moroukian,  nursing  co- 
ordinator, Institutes  in  the  Care  of  Premature  and 
Other  High-Risk  Infants,  The  New  York  Hospital-Cor- 
nell Medical  Center,  525  East  68th  Street,  New  York, 
New  York  10021. 
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you  can  be  the  first 
tell  your  patients. 


If  your  patients  are  worried  about  calories, 
forget  it.  Our  new  sugar-free  No*Cal  has  even 
fewer  calories  ounce  for  ounce  than  black  coffee. 

So  start  your  patients  off  towards  being  a 
loser.  They’ll  love  it  with  the  new  No*Cal  Savers  in 
our  convenient  twist-off,  half-quart  bottles.  In 
many  of  the  flavors  they  love. 

Diabetics  can  also  enjoy  No-Cal  as  aivyays— 
just  tell  them  to  look  for 
that  sugar-free  label. 


JVO'CAL 


NO  • CAL  is  a registered  trademark  of  the  NO  • CAL  Corp.,  New  York,  N.  Y.  1 1206. 


r For  Insomnia...  ' 

Noludar'300 

(methyprylon) 

L one  capsule 
L fortherest 
of  the  night  a 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
INDICATION:  Relief  of  insomnia  of  varied  etiology. 
CONTRAINDICATIONS:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

WARNINGS:  Caution  patients  about  combined  ef- 
fects with  alcohol  and  other  CNS  depressants. 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness,  such  as  op- 
erating machinery  or  driving  a motor  vehicle 
shortly  after  ingesting  the  drug. 

Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  *do  occur 
they  may  resemble  those  associated  with 
withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should  be 
under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits  in 
pregnancy,  during  lactation,  or  in  women  of  child- 
bearing age  against  possible  hazards  to  mother  and 

PRECAUTIONS:  If  sleeplessness  is  pain-related,  an  anal- 
gesic should  also  be  prescribed.  Perform  periodic  blood  counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
intake  should  not  exceed  400  mg,  as  greater  amounts  do  not 
. significantly  increase  hypnotic  benefits. 

1 ADVERSE  REACTIONS:  At  recommended  dosages,  there  have 
W been  rare  occurrences  of  morning  drowsiness,  dizziness, 
' mild  to  moderate  gastric  upset  (including  diarrhea,  esopha- 
gitis, nausea  and  vomiting,  headache,  paradoxical  excita- 
tion and  skin  rash.  There  have  been  a very  few  isolated 
reports  of  neutropenia  and  thrombocytopenia;  however,  the 
evidence  does  not  establish  that  these  reactions  are  re- 
lated to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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come  to9elhof ! 

To  the  25th  AMA  Clinical  Convention  in  New  Orleans. 
Participation  will  be  the  key  at  this  medical 
meeting  --  you  and  your  colleagues  getting  to- 
gether for  a useful  and  rewarding  learning 
experience.  Evaluating  and  discussing  the  problems 
of  clinical  medicine. 


The  scientific  program  is  outstanding,  with  three  in- 
depth  postgraduate  courses  on  Behavioral  Problems 
in  Children  and  Adolescents;  Cardiovascular 
Disease;  and  Fluid  and  Electrolyte  Balance.  Other 
sessions  you’ll  want  to  attend  include  Diagnostic 
Evaluation  and  Management  of  Joint  Diseases; 
Dermatological  Problems  in  Everyday  Practice; 

Current  Concepts  in  Gastroenterology;  Office 
Gynecology:  Management  of  Common  Problems,  and 
a Symposium  on  Diverticular  Disease  of  the  Colon. 

Along  with  these  sessions  are  dozens  of  scientific 
and  industrial  exhibits  to  help  inform  you  of  the 
latest  research  and  the  newest  products  and  services. 

Plan  to  be  there.  See  the  complete  scientific 
program  and  registration  forms  in  the  October  18th 
issue  of  JAMA. 

25th 

nmn  Clinkol  Conyenlion 
november  28  - December  1. 1971 
the  Riyer9<ite 
Conyenlion  Center 
Deui  Orleon/ 
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THIS  PUSH  BUTTON  CAN . . . 


THE 

EXERCISE /PAIN  CYCLE 


...by  reducing  pain.^  Thus  permitting  necessary  functional 
exercise  otherwise  difficult  to  perform. 

The  surface  analgesic-anesthetic  foam  in  the  can  is  GER- 
O-FOAM  and  when  massaged  into  the  skin,  GER-O-FOAM 
increases  range  of  motion  in  patients  with  rheumatoid  and 
osteoarthritis,  low  back  pain,  painful  healed  fractures, 
whiplash,  frozen  shoulder,  and  most  acute  and  chronic 
musculoskeletal  conditions. 

GER-O-FOAM 

AEROSOL  FOAM  FOR  MASSAGE 

methylsalicylate  30%  and  benzocaine  3%  in  a specially  processed  emulsion 

PRECAUTIONS:  If  rash  or  Irritation  occurs,  discontinue.  Avoid 
application  in  or  near  eyes  or  open  wounds. 

AVAILABLE:  Wz  and  4 oz.  cans.  Approximately  125  applica- 
tions in  each  4 oz.  can. 

1.  Gordon,  E.  E.  and  Haas,  A.,  Indust.  Med.  & Surg.  28:217,  May,  1959. 

GERIATRIC  PHARMACEUTICAL  CORP. 

^ 397  Jericho  Tpke.,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 

In  Canada:  Winley-Morris  Co.,  Ltd.,  Montreal 


DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GAYSAL  • TESTAND-B 


Classified  Advertising  Rates 

New  York  State  Journal  of  Medicine 


Issue  Dates:  1 st  and  1 5th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $10.00  per  insertion;  additional  words  are 

1 0^  each.  Box  numbers,  50^  extra,  per  insertion. 

Counting  Words:  Two  initials,  each  abbreviation,  figures  consisting 

of  5 numerals  or  less  are  counted  as  separate  words.  For 
replies,  your  name  and  address,  or  telephone  number  should 
appear  at  the  end  of  your  copy,  and  be  included  in  the  total 
number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 

750  Third  Ave.,  New  York,  N.  Y.  10017  Date 

Name 

Please  Print 

Address 


I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  10^  for  each 

additional  word.  Checks  are  made  payable  fa:  New  York  State  Journal  of  Medicine 

Number  of  insertions 

Assign  a box  number  (50^fper  insertion) 
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Index  to  Advertised  Products 


Analgesics 

Darvon  Compound  (Eli  Lilly  8-  Company) 2363 

Antibiotics 

E-Mycin  (Upjohn  Company) 2470 

V-Cillin  K (Ell  Lilly  & Company) 2384 

Versapen  (Bristol  Laboratories) 2374,  2375,  2376 

Antipruitics 

Alpha-Ken  (Westwood  Pharmaceuticals  Inc.) 2381 

Antipyretic  analgesics 

Empirin  (Burroughs  Wellcome  & Company) 2359 

Antispasmotic  for  leg  cramps 

Qumamm  (Merrell-National  Laboratories) 2390 

Appetite  suppressants 

Tepanil  (Merrell-National  Laboratories) 2389 

Beverages 

No-Cal  (No-Cal  Corp.) 2463 

Diagnostic  Laboratory  Services 

KCRL  (Roche  Clinical  Laboratories) 2367 

Intestinal  antispasmodics 
Kinesed  (Stuart  Pharmaceuticals,  Div. 

Atlas  Chemical  Industries) 2356,  2357 

Liquors 

Wine  (Wine  Advisory  Board) 2365  \ 

Medical  Management  Systems 


ROCOM  (ROCOM-Div  of  Hoffmann-La  Roche) 

2378,  2379 

Multivitamins  with  minerals 

Theragran  (E.  R.  Squibb  & Sons) 2361 

Non-addicting  analgesics 

Talwin  (Winthrop  Laboratories) 

2369,  2370,  2371, 2372 

Potassium  sparing  diuretics 

Dyazide  (Smith  Kline  & French  Laboratories).  .3rd  cover 
Sedative  non-barbiturates 

Noludar  (Roche  Laboratories) 2463 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company).  . . .2382,  2383 
Surface  analgesics 

Ger-O-Foam  (Geriatric  Pharmaceutical  Corp.) 2465 

Tranquilizers 

Libritabs  (Roche  Laboratories) 2nd  cover,  2355 

Mellaril  (Sandoz  Pharmaceuticals) 4th  cover 

Miltown  (Wallace  Laboratories) 2467 


Still  serving... 


Miltown^ 

(meprobamate) 

WALLACE  PHARMACEUTICALS  |j^ 
Cranbury,  N.J.  08512 
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MEDICAL 

RESEARCH 

Unusual  opportunity  for  research  oriented  M.D., 
with  some  postgraduate  training  to  build 
long-term  career  in  unique  medical  research 
program  jointly  sponsored  by  two  of  world’s 
foremost  international  pharmaceutical  organiza- 
tions. Serious  interest  in  clinical  research  es- 
sential. Experience  or  interest  in  internal 
medicine  or  its  sub-specialties  most  helpful. 
Some  clinical  pharmacology  and/or  industry 
experience  an  asset  but  not  essential.  Base — 
Middle  Atlantic.  Applicant  will  have  chance  for 
European  travel  although  travel  requirements 
are  limited.  Salary  open. 

Write  or  call  collect; 

PACKARD  ASSOCIATES 

3 Water  Lane, 

Manhasset,  N.  Y.  1 1 030 
516-627-0656 


PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership.  Starting  salary  to 
$28, (XX)  with  the  possibility  of  additional  income.  Include  complete  curric- 
ulum vitae  in  reply.  Box  108,  c/o  NYSJM. 


PHYSICIANS  WANTED— CONT  D 


TICIS 


GENERAL  OR  FAMILY  PRACTITIONERS  NEEDED— TO  LOCATI 
Northeastern  Penna.  Excellent  opportunity  to  join  a five-man  group  pra 
ing  comprehensive  medicine.  Located  in  Endless  Mountains,  hunting, 
ing,  boating  and  skiing,  three  hours  from  metropolitan  areas.  Affiliated 
private  hospital,  fully  acci»dited,  and  modern  extended  care  facility, 
tact:  Eudora  S.  Bennett,  R.N.,  Administrator,  Montrose  General  Hos] 
Montrose,  Pa.  18801.  Phone  collect:  1-717-278-3801. 


OBSTETRICIAN-GYNECOLOGIST,  BOARD  CERTIFIED  OR  ELIGE 
and  family  practioner  with  residency  training  wanted  for  hospital  I 
practice  in  attractive  rural  community.  Fully  equipped  J.C.A.H.  hos] 
Financial  arrangements  negotiable.  Box  156,  c/o  NYSJM. 


IDGIS: 

BOtt 


ANESTHESIOLOGIST,  BOARD  CERTIFIED  OR  BOARD  ELIGE 
wanted  for  part  time  work  in  voluntary  hospital  in  N.Y.C.  evenings  or  i 
ends.  Box  159,  c/o  NYSJM. 


!0.; 

K(.a: 


NEW  YORK  CITY  AD  AGENCY  SERVING  LEADING  ETHICAL  PHAF 
ceutical  manufacturers  requires  full-time  physician.  Duties  will  include 
vision  of  medical  advice,  editorial  responsibilities,  and  attendance  at  cl 
agency  meetings.  Prior  experience  advantageous  but  not  essential, 
compensation  and  liberal  fringe  benefits  including  pension  plan.  Pleas 
elude  resume  with  reply.  Box  163,  c/o  NYSJM. 


KPR 

sjim 


LEADING  SCHOOL  DISTRICT  ON  THE  NORTH  SHORE  OF  LON' IS 
land.  New  York,  (Suffolk  County),  is  seeking  the  services  of  a permanent  lai 
physician  (part-time,  9 a.m.  to  1 p.m.  daily  for  ten  months)  at  a sali  l" 
$15,000,  plus  benefits.  For  details  call  (516)  265-3060,  ext.  214. 


EMERGENCY  DEPARTMENT  PHYSICIAN:  FOUR  PERFECT  SEAS  N1 
for  fishing,  boating  or  skiing.  Our  program  features  fee-for-service,  gu  « 
teed  annual  income,  42  hour  week,  education  time,  vacations,  plus  adr  li,' 
trative  responsibilities  with  commensurate  pay.  Our  health  complex  is  w 
ing  to  544  beds.  Send  data  plus  background  to:  Mr.  Carlton  S.  Sha  or 
Administrator,  The  House  of  the  Good  Samaritan,  Watertown,  N.Y.  1360  lillil 

-Fti 


EQUIPMENT 


CHIEF  DEPT.  OF  EMERGENCY— AMBULATORY  MEDICINE  FOR  THE 
1,000  bed  Mount  Sinai  City  Hospital  Center,  a major  division  of  Mount  Sinai 
School  of  Medicine.  Dept,  newly  created  to  better  serve  the  needs  of  the 
community  & to  provide  a training  program  for  medical  students  & house 
staff.  Dept,  is  supported  with  adequate  budget,  staff  & facilities.  Physician 
trained  as  internist  & oriented  towards  community  medicine  considered  most 
appropriate  to  direct  dept.  Salary,  fringe  benefits  & academic  rank  d^en- 
dent  on  qualifications.  Address  all  inquiries  to  S.  G.  Seckler,  M.D.,  (Jhief 
Dept,  of  Medicine,  Mount  Sinai  Hospital  Services,  City  Hospital  Center,  at 
Elmhurst,  79-01  Broadway,  Elmhurst,  N.Y.  11373. 


INTERNIST-GERIATRICIAN,  HALF  TIME  PHYSICIAN  AT  1,000  BED 
general  hospital.  Major  teaching  division  of  Mount  Sinai  School  of  Medicine 
with  unique  extended  care  & geriatric  unit.  Excellent  opportunity  for  active 
participation  in  patient  care  teaching  & research.  Academic  appointment 
and  .salary  commensurate  with  qualifications.  Write  to  Lester  S.  Libow, 
M D.,  Chief,  Geriatric  Division,  Mount  Sinai  Hospital  Services,  City  Hospital 
Center  at  Elmhurst,  79-01  Broadway,  Elmhurst,  N.Y.  11373,  or  call  (212) 
830-1491. 


CHIEF  OF  PATHOLOGY,  m)  BED.  UNIVERSITY  AFFILIATED  GENERAL 
hospital  in  central  New  Y'ork  region;  Board  certified  & teaching  experience. 
Contact:  M.  C.  Stith,  Administrator,  Wilson  Memorial  Hospital,  Johnson 

City,  N.  Y.  13790. 


FOR  SALE:  UROLOGIC  EQUIPMENT,  CYSTOSCOPIC  TABLE, 
scopes,  accessories,  cabinets,  etc.  Call  (914)  359-1577. 


PRACTICES  AVAILABLE 


G.P.  NEEDED  TO  TAKE  OVER  WELL  ESTABLISHED  PRACTI ! 
recently  deceased  physician;  located  in  Poughkeepsie,  N.Y.  Offi 
equipped.  Write  Box  151,  c/o  NYSJM,  or  call  (914)  452-2261.  i 


PRACTICE  AVAILABLE:  EAR,  NOSE,  THROAT.  BUSY,  WELL  E 
lished  practice  in  West  Side  of  the  Bronx,  New  York.  Diplomate  or 
eligible  required.  Good  clientelle.  Will  stay  with  purchaser  for  agreed 
facilitate  gixid  will  acceptance  by  patients.  Box  164,  c/o  NYSJM. 
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:tices  wanted 


•3  ;rHKsi()i.()(;is'i'.  hoakd  CKHrinKD,  ucknskd  in  nkw  yokk 

e,  seek.s  prat'lae  Available  lor  coverage  Box  142.  c n NYS-IM 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  ap- 
pointments, patient^  records,  assists  you  with  lab.  X-Ray, 
E.K.G.,  B.M.R.  etc.  The  Mandl  School  lor  Medical  & Dental 
Assistants  has  been  training  in  these  fields  for  47  years. 
Our  graduates  have  sound  professional  skills.  Free  Place- 
ment Service. 

IVIsncll  School  looi* 

ITiailUl  9CMUUI  (818)  0 7-3434 

175  Fulton  Avt.,  Htmpiltad.  L I.  (516)  IV  1-8774 
- EST  1 984— Llctnitd  by  lh«  SUtc  of  N*w  York 


ITIONS  WANTED 


: . 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


OLOGIST:  MATURE.  BOARD  CERTIFIED,  AVAILABLE  HALF- 

s or  more  for  routine  X-ray  diagnosis  and  some  fluoroscopy.  Greater  New 
k City  area.  Box  157,  c/o  NYSJM. 

- 


RNIST.  AGE  38.  UNIVERSITY  TRAINED.  BOARD  CERTIFIED.  DE- 
s association  or  position  in  New  York  City  or  vicinity.  Box  161,  c/o 
SJM. 


1 


NEW  PROF.  BLDG.  IN  LOVELY,  WEALTHY  NEW  YORK  SUBURBAN 
community  in  dire  need  of  physicians.  Accessible  to  hospitals.  This  ideal 
location  is  only  hour  from  New  York  City  and  yet  has  all  the  benefits  of  sub- 
urbia. For  information  write:  P.O.  Box  212,  Pomona,  N.  Y.  10970. 


FULLY  EQUIPPED  OBS-GYN  OFFICE  FOR  PART  TIME  RENT.  CAN  BE 
used  for  any  kind  of  practice.  In  Murray  Hill  section  of  Manhattan.  Tele- 
phone Le.  2-3510. 


MPH.  HEALTH  ADMINISTRATOR  WITH  CLINICAL.  OCC. 
•’  Ith,  planning  and  teaching  experience  seeks  relocation  in  New  York  Metro. 
I in  position  of  administ..  planning  or  evaluation  of  health  services  for 
ncy,  group  or  institution.  Box  162.  c/o  NYSJM. 


:ellaneous 


FOR  RENT  OR  SALE:  COMPLETELY  FURNISHED  MEDICAL  OFnCE 
in  Syosset.  Suitable  for  solo  or  group.  Doctor  is  retiring.  Call:  (516)  WA 


REGO  PARK,  QUEENS.  FULLY  EQUIPPED,  MODERN  OFFICE;  PARK- 
ing  facilities.  Good  will  for  well  established  practice  in  internal  medicine. 
Information:  call  657-2304. 


J.  GALLERY,  INC.  ORIGINAL  OIL  PAINTINGS,  IMPRESSIONISTIC 
known  French  artists.  Also  traditional.  All  sizes  and  subjects.  Perfect 
office,  home  or  gifts.  More  than  40  painters  represented.  Direct  import- 
Beautiful  frames  at  cost.  For  your  convenience,  open  evenings  by  ap- 
ntment  and  Sundays  2-8  p.m.  Call  866-0675. 


> COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  SUC- 
ful— 40  years  of  top  service  to  doctors  and  hospitals— Mail  billhead  for 
• tils.  Crane  Discount  Corp.,  251  W 42nd  St.,  New  York.  N.  Y.  10036. 
'5-2943. 


L ESTATE  FOR  SALE  OR  RENT 


EAST  ISLIP:  WELL  ADVERTISED  COSMETOLOGICAL  CENTER.  AT- 
tention  medical  specialists!  Ideal  professional  building  in  excellent  area  for 
practitioners  in  cosmetic  & reconstructive  surgery,  dermatology,  & internists 
for  diet  control,  dentists  involved  in  reconstructive  orthodontic  work.  600 
& 700  sq.  ft.  Will  build  to  suit.  Occupancy  in  two  weeks.  Central  location. 
Very  reasonable.  Cosmetological  Center  of  Suffolk,  Inc.,  65  Champlin  Ave., 
E.  Islip,  N. Y.  1 1730.  Call  or  write  (516)58 1-2344  or  826-5843. 


CARIBBEAN  SEASIDE  VILLA.  SPECIAL  RENTAL  FOR  MEDICAL 
family.  Seaside  St.  Thomas,  air-conditioned,  four-bedroom,  four-bath  con- 
dominium at  exclusive  Cowpet  Bay  around  yacht  club.  Swimming,  sailing, 
deep  sea  fishing,  free-port  shopping.  Ideal  for  family  of  six  or  eight.  Special 
courtesy  rate  for  medical  colleague.  P.O.  Box  *52,  Scarsdale,  N.Y.  10583. 


IRVINGTON.  NEW  JERSEY:  RECENTLY  DECEASED  PHYSICIAN, 

excellent  corner  location,  convenient  bus  transportation;  parking  lot.  Mod- 
ern. 6 room  office  fully  equipped.  Excellent  opportunity  for  doctor  who  wishes 
to  go  into  private  practice,  or  desires  to  change  his  office  location.  Phone: 
(201)  371-3777  or  (201)  622-4796. 


' den  city,  doctor  s HOME  AND  OFFICE;  CENTRAL  AIR  CON- 
TI :ioning.  3 bedroom  split,  large  living  room,  dining  room,  panelled  den.  plus 
^lanelled  rooms,  separate  entrance;  comer.  (516)  746-3666. 


NEW  YORK  CITY:  30  CENTRAL  PARK  SOUTH.  ATTRACTIVELY  DEC- 
orated  office  to  share  part-time  after  January  1,  1972.  Reception,  waiting, 
examination  and  treatment  rooms.  Spectacular  view  of  park.  Ophthal- 
mology or  other  specialties.  Call  Monday  through  Friday  9 to  5,  PL  3-3869. 


1 RENT  IN  QUEENS:  LARGE  PROFESSIONAL  AND  MEDICAL 

g dg.  in  need  of  physicians  of  all  types.  Inter-racial  neighborhood.  Dentist 
^ same  location  for  over  20  years.  Have  busy  office,  patients  waiting.  Can 
i,  range  any  hours  suitable  to  your  schedule  on  Mon.,  Wed.  Thurs.,  & Sat. 
“■’a  152,  c/o  NYSJM. 


W'ESTCHESTER  COUNTY.  FINE  OPPORTUNITY  FOR  PEDIATRICIAN 
and  other  specialties,  to  own  part  of  new  professional  building,  as  well  as  estab- 
lish fine  practice  in  high  fee  area.  Possibility  of  forming  group.  Outstanding 
situation.  Call  or  write;  C.  D.  Stich,  D.D.S.,  Rte  22,  Purdy  Station,  N.Y. 
10578.  (914)277-4990. 
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Change  this  word  in 
your  vocabulary  and  your  patient 
will  get  an  Upjohn  product 
and  a low  price. 


JA7M585 

© 1971  The  Upjohn  Company 


E-Mycin®  available  in  250  mg.  tablets. 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 
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MICHAEL  J.  YEUEN,  O.D. 

New  York  Eye  and  Ear  Infirmary 

FEE;  $125 


NEW  YORK  CITY  AREA 


November  1,  1971  / November  5,  1971 

8:00  a.m.-5:30  p.m.,  Monday-Friday 

Columbia  University  P & S 
Columbia-Presbyterian  Medical  Center 

630  West  1 68tlr  Street 

RECENT  ADVANCES  IN  OBSTETRICS 
AND  GYNECOLOGY 

R.  VANDE  WIELE,  C.  M.  STEER,  E.  W.  MUNNELL,  R.  M.  RICHART, 
M.D.’s  and  Associates 

FEE:  $150 


MONDAY,  NOVEMBER  1 

8:  00  p.m. 

Staten  Island  Family  Service 

25  Victory  Boulevard 
Staten  Island 

AGING  AND  DEPRESSION 

I.  EMERY  BREITNER,  M.D. 

NO  FEE  CREDIT:  C-1 

Contact:  Sid  Herling,  MSW,  Dir.,  above  address.  Open  to  all 

physicians. 


8:00  p.m. 

New  York  Society  for  Clinical  Ophthalmology 

2 East  1 03rd  Street 

1.  Ophthalmic  Thermography 

P.  GUIBOR,  M.D. 

2.  Ultrasonic  Evaluation  of  the  Eye  and  Orbit 

D.  J.  COLEMAN,  M.D. 

3.  Vitrectomy  (Presidential  Address) 

A.  TURTZ,  M.D. 


8:  30  p.m. 

Joint  Meeting  of  the  Pirquet  Society  for 
Clinical  Medicine  and  the  Rudolf  Virchow 
Medical  Society 

2 East  103rd  Street 

1.  Iatrogenic  Disease  (Pirquet  Society) 

ALFRED  VOGL,  M.D. 

2.  Indications  and  Management  of  Various 
Somatic  Treatments  in  Present-Day  Psychiatry 

LOTHAR  B.  KALINOWSKI,  M.D. 

(Rudolf  Virchow  Medical  Society) 


November  2,  1971  and  November  3,  1 97 1 

9:00  a.m.-5:00  p.m.,  Tuesday  and  Wednesday 

Post-Graduate  Institute  of  the  New  York  Eye  and 
Ear  Infirmary 

310  East  14th  Street 

REFRACTION 

Given  under  the  direction  of: 

ARAN  SAFIR,  M.D.,  Mount  Sinai  School  of  Medicine 
GERALD  FONDA,  LEWIS  SCHACHNE,  M.D.'s  and 


November  2,  1971  and  November  9,  1971 

9:00  a.m.,  Tuesdays 

New  York  Infirmary 

Stuyvesant  Square  East  and  1 5th  Street 

November  2 

Renal  Vascular  Hypertension 

ANTHONY  IMPARATO,  M.D. 

N.Y.U.  Medical  Center 

November  9 

Tumor  Immunogenesis 

BERNARD  KABAKOW,  M.D. 

Beth  Israel  Hospital 


TUESDAY,  NOVEMBER  2 

7 : 00-8: 30  p.m. 

The  New  York  Academy  of  Medicine  Section  on 
Dermatology  and  Syphilology 

2 East  103rd  Street 

PRESENTATION  OF  CASES 

Members:  7:00-7:45  p.m. 

Nonmembers:  7: 45-8:  30  p.m. 

From  the  Departments  of  Dermatology  of: 

1.  Beth  Israel  Hospital 

JESSE  TOLMACH,  M.D. 

2.  Lenox  Hill  Hospital 

JOHN  T.  McCarthy,  m.d. 

3.  Montefiore  Hospital 

MILTON  REISCH,  M.D. 

4.  Mount  Sinai  Hospital 

SAMUEL  PECK,  M.D. 


November  2,  1971  and  November  9,  1971 

8:00-9:30  p.m.,  Tuesdays 

The  New  York  Rheumatism  Association 
N.Y.U.  School  of  Medicine 

Classroom  A of  Alumni  Hall 

November  2 

Rheumatoid  Arthritis 

R.  FREYBERG,  M.D.,  and  Panel 

November  9 

Gout  and  Pseudogout 

A.  B.  GUTMAN,  M.D.,  and  Panel 

CREDIT;  C-1 


WEDNESDAY,  NOVEMBER  3 

9:00  a.m.-5:00  p.m. 

Downstate  Medical  Center 
First  Floor  Lecture  Hall 

450  Clarkson  Avenue 
Brooklyn 

GENES,  VIRUSES,  AND  IMMUNITY- 
INTERRELATIONSHIPS  IN  LEUKEMIA 
AND  LUPUS  ERYTHEMATOSUS 
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CHARLES  L.  CHRISTIAN,  M.D.,  Hospital  for  Special  Surgery 
CHARLES  M.  PLOTZ,  M.D.,  D.M.C. 

FRANK  LILLY,  M.D.,  Albert  Einstein  College  of  Medicine 
HUGH  McDEVITT,  M.D.,  Stanford  University  School  of  Medicine 
LLOYD  OLD,  M.D.,  Sloon-Kettering  Institute  for  Cancer  Research 
WALLACE  ROWE,  M.D.,  Notional  Concer  Institute 

CREDIT:  C-1 


November  3,  1971  / November  5,  1971 

Downstate  Medical  Center 

Long  Island  Jewish  Medical  Center 

Teaching  Center 

270-05  76th  Avenue 

New  Hyde  Pork 

THE  CHILD  IN  CRISIS 

PHILIP  LANZKOWSKY,  PETER  AULD,  JERROLD  BECKER,  MURRAY 
DAVIDSON,  ARNOLD  P.  GOLD,  NORMAN  GOOTMAN,  SAM 
KATZ,  MELVIN  LEWIS,  EMIL  SCARPELLI,  I.  RONALD  SHENKER, 
and  MADISON  SPACH,  M.D.’s 

FEE:  $100 

To  register,  contact:  Philip  Lanzkowsky,  M.D.,  Long  Island  Jewish 

Medical  Center,  above  address. 


WEDNESDAY,  NOVEMBER  3 

3 : 00—6 : 00  p.m. 

The  New  York  Academy  of  Medicine  Section  on 
Obstetrics  and  Gynecology 

2 East  103rd  Street 

MEDICAL  ASPECTS  OF  ABORTION 

1.  Abortion  Statistics,  Abortion  Facilities,  Effect 
on  Maternal  and  Perinatal  Mortality,  Out-of- 
Wedlock  Birth,  Teenage  Pregnancy,  Criminal 
Abortion,  etc. 

MARY  C.  McLaughlin,  M.D.,  Commissioner  of  Health,  City  of 
New  York 

DONNA  O’HARE,  M.D.,  Assistant  Commissioner 
JEAN  PAKTER,  M.D.,  Director 

2.  The  Free-Standing  Clinic — A New  Phenome- 
non (including  limitations  and  complications) 

RICHARD  HAUSKNECHT,  M.D. 

3.  Consumption  Coagulopathy  Associated  with 
Termination  of  Pregnancy  by  Salt 

FRITZ  BELLER,  M.D. 

4.  Interim  Report  of  Early  Complications  of  Legal 
Abortion  in  the  U.S.A.  Based  on  42,600  Cases 

CHRISTOPHER  TIETZE,  M.D.  and  SARAH  LEWIT 

5.  "D  & C”  and  "Suction”  Complications  and 
Management 

MYRON  STEINBERG,  M.D. 

6.  "Salting-Out”  Complications  and  Management 

THOMAS  KERENYI,  M.D. 

7.  Discussion  (Are  All  Complications  Reported? 
When  is  a Laparotomy  Indicated?  Who 
Should  Perform  Abortions?) 

8.  Summary  and  Conclusions 

CREDIT:  C-1 


4:00-5:  30  p.m. 

Westchester  Square  Hospital 
Conference  Room 

1625  St.  Peters  Avenue 
Bronx 

BLOOD  GAS  STUDIES  IN  CLINICAL  MEDICINE 

LAWRENCE  LERMAN,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  AAGP  ond  C-1 


6:  30  p.m. 

The  New  York  Academy  of  Medicine  Section  on 
Anesthesiology  and  Resuscitation 

2 East  1 03rd  Street 

DESIRED  FEATURES  OF  A MODERN 
ANESTHESIA  APPARATUS 

ROBERT  M.  EPSTEIN,  M.D. 

Columbia  University  P & S 
M.  JACK  FRUMIN,  M.D. 

Albert  Einstein  College  of  Medicine 
ARNOLD  ST.  J.  LEE 
Columbia  University  P & S 


THURSDAY,  NOVEMBER  4 

9:00  a.m.-5:00  p.m. 

Post-Graduate  Institute  of  the  New  York  Eye  and  Ear 
Infirmary 

3 1 0 East  1 4th  Street 

ENUCLEATION  AND  EVISCERATION 

Given  under  the  direction  of: 

JOHN  R.  FINLAY,  M.D. 

Assisted  by: 

AUGUST  KOHTIO  and  HAMPSON  A.  SISLER,  M.D.’s 
FEE:  $50 


November  4,  1 97 1 and  November  5,  1971 

9:00  a.m.-4:00  p.m.,  Thursday  and  Friday 

The  Page  and  William  Black  Post-Graduate  School 
of  Medicine 

Fifth  Avenue  and  1 00th  Street 

DISORDERS  OF  LANGUAGE  AND 
CONSCIOUSNESS 

EDWIN  A.  WEINSTEIN,  M.D.  and  the  Mount  Sinai  Faculty 
The  Mount  Sinai  Medical  Center 

FEE:  $75 


November  4,  1 97 1 / November  1 8,  1 97 1 

11:00  a.m.,  Thursdays 

Williamsburgh  General  Hospital 
Second  Floor  Conference  Room 

757  Bushwick  Avenue 
Brooklyn 

November  4 
Coagulation 

SOL  GLOTZER,  M.D. 

November  1 1 

Jaundice — A Symptom  or  Disease 
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Part  I 

MORRIS  GOLDBERG,  M.D. 

November  18 

Jaundice — A Symptom  or  Disease 
Part  II 

Dr.  Goldberg 

Moderator:  WILLIAM  LE  STRANGE,  M.D. 


November  4,  1971  and  November  11,  1971 

3 : 00—5:00  p.m. 

The  Page  and  William  Black  Post-Graduate  School 
of  Medicine 

The  Mount  Sinai  Medical  Center 

OPHTHALMOLOGIC  EXAMINATION  OF  THE 
CHILD 

EDWARD  L.  RAAB,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $50 


November  4,  1971  and  November  11,  1971 

3:30-5:  15  p.m.,  Thursdays 

Queensboro  Tuberculosis  and  Health  Association 
Triboro  Hospital,  First  Floor  Classroom 

82-68  1 64th  Street 
Brooklyn 

Post-Graduate  Course  in  Pulmonary  Diseases 
(Continued  from  last  issue  of  V/HAT  GOES  ON) 

November  4 

Primary  Lung  Cancer — Diagnosis  and  Treatment 
Metastic  Pleurpulmonary  Disease 
Mediastinal  Tumors 

H.  EPSTEIN,  M.D. 

November  1 1 

Radiation  Therapy  for  Lung  Cancer 

J.  DAVENPORT,  M.D. 

Lung  Scanning  in  Various  Lung  Diseases 

L.  SILVER,  M.D. 


THURSDAY,  NOVEMBER  4 

4:00-5:00  p.m. 

Post-Graduate  Institute  of  the  New  York  Eye  and  Ear 
Infirmary 

310  East  14th  Street 

ADVANCES  IN  OCULAR  PROSTHESES 

MR.  VINCENT  C.  GIGLIO 
Plastic  Eye  and  Restoration  Clinic 


4:00—6:00  p.m. 

Kingsbrook  Jewish  Medical  Center 

Rutland  Road  and  East  49th  Street 
Brooklyn 

Workshop  in  Oncology  for  the  Practicing  Physician 

UTILIZATION  OF  RADIOTHERAPY  IN 
PATIENTS  WITH  ADVANCED  CANCER 


SATURDAY,  NOVEMBER  6 

9:00-10:00  a.m. 

Columbus  Hospital 

Third  Floor  Conference  Hall 
227  East  19th  Street 

DIAGNOSIS  AND  TREATMENT  OF  LEUKEMIA 

ARIEL  CISTENFELD,  M.D. 

NO  FEE  CREDIT:  C-1 

Sponsored  by  Cancer  Committee 


9:00  a.m.-5:00  p.m. 

Post-Graduate  Institute  of  the  New  York  Eye  and 
Ear  Infirmary 

310  East  14th  Street 

CORNEAL  CONTACT  LENSES 

Given  under  the  direction  of: 

JORGE  N.  BUXTON,  M.D. 

Assisted  by: 

JOHN  S.  HERMANN,  J.  ROBERT  ROSENTHAL,  FRANK  B.  HOEFLE, 
ROBERT  RIECHERS,  M.D.’s  and  JAMES  J.  KOVERMAN,  Chief  Contact 
Lens  Technician. 

FEE:  $50 


November  7,  1971  and  November  14,  1971 

9:00  a.m.-12:00  noon,  Sundays 

The  Boulevard  Hospital 

46-04  31st  Avenue 
Long  Island  City 

INTENSIVE  REVIEW  FOR  COMMUNITY 
PHYSICIANS 

November  7 
Renal  Disease 

HUGH  J.  CARROLL,  M.D. 

November  14 

Pulmonary  Function 

GEORGE  EMMANUEL,  M.D. 

Speakers  are  from  Downstate  Medical  Center 

NOTE:  This  course  started  October  17  and  continues  through 

March  26.  Fee  is  $100. 

CREDIT:  C-1 

Contact:  Mrs.  Katherine  Fries,  above  address. 


November  8,  1971  / November  13,  1971 

8:00  a.m.-5:00  p.m.,  Monday-Saturday 

* Post-Graduate  Institute  of  the  New  York  Eye  and 
Ear  Infirmary 

PLASTIC  EYE  SURGERY 

G/ven  under  the  direction  of: 

J.  GORDON  COLE,  M.D.,  New  York  Eye  and  Ear  Infirmary 
BYRON  C.  SMITH,  M.D.,  Manhattan  Eye,  Ear  and  Throat  Hospital 
Staff  Speakers: 

BRITTAIN  F.  PAYNE,  JAMES  E.  BURRIS,  HERVE  M.  BYRON,  ROBERT 
DURRELL,  M.D.’s  of  NYEEI 

HERBERT  L.  GOULD,  SEAMUS  LYNCH,  JACK  LISMAN,  JUDAH 
ZISMOR,  PIERRE  GUIBOR,  M.D.’s,  of  MEETH. 

FEE:  $200 
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TUESDAY,  NOVEMBER  9 


* The  Mondoy,  Wednesdoy  ond  Friday  sessions  will  be  held  at  the 
New  York  Eye  and  Eor  Infirmary;  the  Tuesday,  Thursdoy  and 
Saturday  sessions  will  be  held  at  the  Manhattan  Eye,  Ear  and 
Throat  Hospital.  Contact;  Jane  Stark,  Registrar,  Post-Graduote 
Institute,  New  York  Eye  and  Eor  Infirmary,  310  East  1 4th  Street, 
New  York,  N.Y.  10003. 


1 0:00  o.m. 

Maimonides  Medical  Center 

4802  Tenth  Avenue 

Main  Building,  4th  Floor  Lecture  Hall 

Brooklyn 


November  8,  1971  / November  12,  1971 

Full  time 

Lenox  Hill  Hospital 

100  East  77th  Street 
Postgraduate  Program 

HUMAN  ENDOCRINOLOGY— WITH  EMPHASIS 
ON  GYNECOLOGICAL  AND  MEDICAL  ASPECTS 


Under  direction  of: 

HERBERT  S.  KUPPERMAN  ond  IVEN  S.  YOUNG,  M.D.'s 
FEE:  $150  CREDIT:  C-1 

For  further  information  contact;  William  D.  Sicher,  M.D.,  Coordi- 
nator of  Medical  Education,  above  address. 


Pediatric  Postgraduate  Conference 

THALASSEMIA 

JAMES  A.  WOLFF,  M.D. 
Columbia  University  P & S 


1 : 00—2 : 00  p.m. 

State  University  of  New  York 
Downstate  Medical  Center 
Basic  Sciences  Building 
450  Clarkson  Avenue 
Brooklyn 

MALE  PSEUDOHERMAPHRODITISM 

MARIA  L.  NEW,  M.D. 

Cornell  University  Medical  College 


November  8,  1971  and  November  9,  1971 

9:00  a.m.-5:00  p.m.,  Monday  ond  Tuesday 

The  Page  and  William  Black  Post-Graduate  School 
of  Medicine 

The  Mount  Sinai  Medical  Center 

NEURO-OPHTHALMOLOGY 


8: 30  p.m. 

The  New  York  Psychoanalytic  Society 

2 Eost  1 03rd  Street 

NUNBERG  MEMORIAL  LECTURE 
(Program  to  be  announced) 


MORRIS  B.  BENDER,  IRVING  LEOPOLD,  M.D.’s  and  Faculty  of 
Mount  Sinai  School  of  Medicine 

FEE:  $100 


November  8,  1971  / November  12,  1971 
9:00  a.m.-12:00  noon,  Monday-Friday 

The  Page  and  William  Black  Post-Graduate  School 
of  Medicine 

The  Mount  Sinai  Medical  Center 

CLINICAL  CHEST  DISEASES 

LOUIS  E.  SILTZBACH,  ROBERT  S.  LITWAK,  IRVING  J.  SELIKOFF, 
M.D.'s  and  the  Mount  Sinai  Faculty. 

FEE:  $75  CREDIT:  C-1 

For  Catalog  and  Applications  write:  Registrar,  The  Page  and 

William  Black  Post-Graduate  School  of  Medicine,  5th  Ave.  & 
1 00th  Street,  N.Y.  1 0029. 


MONDAY,  NOVEMBER  8 

8:30  p.m. 

Beth  Israel  Medical  Center 

Dazian  Pavilion,  12th  Floor  Conference  Room 
10  Nathan  D.  Perlman  Place 

Med/co/-Surgical-Thoroc(c  Conference 

RESPIRATORY  DYSFUNCTION  FOLLOWING 
CORDOTOMY 

ABRAHAM  S.  KUPERMAN,  M.D. 

Albert  Einstein  College  of  Medicine 


November  10,  1971  / November  12,  1971 

2:00-5:00  p.m.,  Wednesday 

9:00  a.m.-5:00  p.m.,  Thursday  and  Friday 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

EYE  SURGERY 

A.  G.  DE  VOE,  M.D. 

and  Associates 

FEE:  $150 


WEDNESDAY,  NOVEMBER  10 

4:00-5:00  p.m. 

Flushing  Hospital  and  Medical  Center 
First  Floor  Conference  Room 

Parsons  Boulevard  and  45th  Avenue 
Flushing 

Pediatric  Guest  Lecture 

MALABSORPTION  SYNDROME 

MURRAY  DAVIDSON,  M.D. 

Bronx-Lebanon  Hospital 


4:  30  p.m. 

Coney  Island  Hospital  Research  Institute 
Auditorium  (Room  2W1) 

Ocean  and  Shore  Parkways 
Brooklyn 

THALASSEMIA— PRESENT  REALITIES 
AND  FUTURE  PROMISE 
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HOWARD  PEARSON,  M.D. 

Yale  University  School  of  Medicine 

First  Annual  Harold  Fink  Memorial  Lecture 


1 : 30  p.m. 


SUNDAY,  NOVEMBER  14 


8:30  p.m. 

Adelphi  Hospital 
Auditorium 

Fifty  Greene  Avenue 
Brooklyn 

Panel  Meeting 

BLOOD  TRANSFUSION  IN  THE  1970’s 

ALEXANDER  S.  WIENER,  M.D.,  Moderator 

1.  Blood  Component  Therapy 

AARON  KELLNER,  M.D. 

New  York  Blood  Center 

2.  Frozen  Blood 

ARTHUR  W.  ROWE,  Ph.D. 

The  New  York  Blood  Center 

3.  Steps  Toward  the  Conquest  of  Hepatitis 

ALFRED  M.  PRINCE,  M.D. 

The  New  York  Blood  Center 


Academy  of  Medicine  of  County  of  Queens 
with  Mount  Sinai  School  of  Medicine 
Medical  Society  of  the  County  of  Queens 

1 12-25  Queens  Boulevard 
Forest  Hills 

DIFFERENTIAL  DIAGNOSIS  OF  COMA 

HENRY  DOLGER,  SHELDON  GLABMAN 
WALTER  SENCER,  FENTON  SCHAFFNER,  M.D.’s 

NO  FEE  CREDIT:  C-1 


MONDAY,  NOVEMBER  15 

9:00  a.m.-5:00  p.m. 

Post-Graduate  Institute  of  the  New  York  Eye 
and  Ear  Infirmary 

SURGERY  OF  THE  ORBIT 

Given  under  the  direction  of: 

JOHN  T.  SIMONTON,  M.D. 

FEE:  $60 


THURSDAY,  NOVEMBER  11 

3:00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Basic  Medical  Sciences 

2 East  1 03rd  Street 

PROGRAM  TO  BE  ANNOUNCED 


8: 00  p.m. 

The  New  York  Academy  of  Medicine 
Sections  on  Biomedical  Engineering 
and  on  Urology 

2 East  103rd  Street 

1.  Flow  Measurements  in  the  Urethra 

JOHN  C.  BYRNE,  M.D. 

Squier  Urological  Clinic 

2.  Urethral  Urine  Flow:  Urologic — 

Engineering  Correlations 

Panel  Discussion 

GEORGE  R.  NAGAMATSU,  M.D.,  Moderator 
New  York  Medical  College 

Panelists: 

MICHAEL  M.  CHEN,  M.D. 

New  York  University 
JOHN  W.  DRAPER,  M.D. 

Cornell  University  Medical  College 
EDWARD  L.  YELLIN,  M.D. 

Albert  Einstein  College  of  Medicine 
HANS  ZINSSER,  M.D. 

Columbia  University  P & S 


FRIDAY,  NOVEMBER  12 

8:  30  p.m. 

Americal  Hungarian  Medical  Association 

2 East  103rd  Street 
Semme/weis  Award  Lecture 

PROBLEMS  IN  ARTERIOSCLEROSIS 

HENRY  LAX,  M.D. 


4: 30  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Radiology  with  the 
New  York  Roentgen  Society 

2 East  1 03rd  Street 

1.  Skeletal  Radiology 

Moderator:  HAROLD  G.  JACOBSON,  M.D. 

Monteflore  Hospital  and  Medical  Center 

Panelists: 

HOWARD  D.  DORFMAN,  M.D. 

Hospital  for  Joint  Diseases 
FRIEDA  FELDMAN,  M.D. 

Columbia  Presbyterian  Medical  Center 
ROBERT  FREIBERGER,  M.D. 

Hospital  for  Special  Surgery 
WILLIAM  MARTEL,  M.D. 

The  University  of  Michigan  Medical  Center 
ALEX  NORMAN,  M.D. 

Hospital  for  Joint  Diseases 

7:00  p.m.  (Hosack  Hall) 

Resident’s  Quiz 

ARTHUR  LAUTKIN,  M.D.,  Quizmaster 

8:00  p.m.  (Hosack  Hall) 

Evening  Diagnostic  Lecture 

VIGNETTES  IN  SKELETAL  RADIOLOGY 

WILLIAM  MARTEL,  M.D. 

Evening  Therapy  Session  (Room  441) 

PARTICULATE  THERAPY  AS  RADIATION 
MODALITIES 

JOHN  LAUGHLIN,  Ph.D. 

Memorial  Center  and  Sloan  Kettering  Institute 


8:  00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Ophthalmology 

2 East  1 03rd  Street 

1.  Differential  Fluorescein  Angiography  of  the 
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Ocular  Fundus 

MILTON  BEST,  M.D. 

Bird  S.  Coler  Hospital 

2.  Fundus  AIbi  Punctatus 

RONALD  E.  CARR,  M.D. 

3.  Optic  Neuropathy  Following  Cataract 
Extraction 

FRANK  D.  CARROLL,  M.D. 

4.  Fundus  Pathology  as  Interpreted  through 
Fluorescein  Angiography 

A.  E.  MAUMENEE,  M.D. 

Johns  Hopkins  Hospital 


ALBANY  AREA 

January  4,  1972  / January  15,  1972 

The  Department  of  Postgraduate  Medicine 

Albany  Medical  Callege 

POSTGRADUATE  MEDICAL  SEMINAR  CRUISE 

Subjects  to  be  Presented: 

1.  Cardiology 

2.  Oncology 

3.  Psychiatry 

4.  Surgery 

5.  Obstetrics  and  Gynecology 

For  information  write:  Frank  M.  Wolsey,  Jr.,  M.D. 

Department  of  Postgraduate  Medicine, 

Albany  Medical  Callege,  Albany,  N.Y.  12208. 


BUFFALO  AREA 


November  4,  1971  and  November  5,  1971 

School  of  Medicine,  State  University  of 
New  York  at  Buffalo 

Statler  Hilton  Hotel 
Embassy  Room 

COMPREHENSIVE  HEALTH  CARE  FOR  THE  AGING 

Fee:  $30  CREDIT:  C-1 

Write  for  Program  and  application  form:  Continuing  Medical 

Education  Program,  Main  Street  Division,  School  of  Medicine, 
SUNY,  2211  Main  Street,  Buffalo,  N.Y.  14214.  Tel.  (716)  831- 
5526. 


TELEPHONE  LECTURE  NETWORK 


The  State  University  of  New  York  at  8uffalo  School  of  Medicine  pre- 
sents various  programs  via  the  facilities  of  the  Telephone  Lecture  Net- 
work of  the  Regional  Medical  Program  for  Western  New  York.  The 
Network  covers  the  counties  of  Erie,  Niagara,  Genesee,  Wyoming, 
Chautauqua,  Cattaraugus,  and  Allegany  in  New  York  State  and  Erie 
Caunty  and  McKean  County  in  the  Commonwealth  of  Pennsylvania. 

Programs  are  presented  in  five  series. 

1.  A weekly  series  of  general  interest  considered  useful  to  all  physi- 


cians presented  at  1 1 :30  a.m.  on  Tuesdays. 

2.  The  monthly  Pediatrics  Conference  from  Children's  Hospital  span- 
sored  by  the  Department  of  Pediatrics  and  presented  on  the  second 
Friday  of  each  manth  under  the  direction  of  Thomas  Aceto,  Jr.,  M.D. 

3.  The  manthly  series  on  trauma  sponsored  by  the  Division  of  Ortho- 
pedic Surgery,  Department  of  Surgery,  and  presented  on  the  fourth 
Thursday  of  each  month  under  the  direction  of  Eugene  R.  Mindell,  M.D. 

4.  A new  monthly  series  of  Cancer  sponsored  by  the  Roswell  Park 
Memorial  Institute  and  presented  on  the  third  Wednesday  of  each 
month  under  the  direction  of  Gerald  P.  Murphy,  M.D. 

5.  A new  series  sponsored  by  the  Buffalo  State  Hospitial  to  be 
presented  under  the  direction  of  Dr.  Desmond  Moleski  on  the  fourth 
Wednesday  at  11:00  o.m. 

For  further  information,  please  contact  Continuing  Medical  Education, 
2211  MainStreet,  Buffalo,  N.Y.  14214.  Tel  (71 6)  83 1 -5526. 


NASSAU  COUNTY 


November  3,  1971  and  November  10,  1971 

dlOO  a.m,,  Wednesdays 

Central  General  Hospital 

888  Old  Country  Road 
Ploinview 

INFECTIOUS  DISEASES 
November  3 

Neonatal  Viral  Infections 

S.  WAYNE  KLEIN,  M.D. 

Nassau  County  Medical  Society 

November  10 

Respiratory  Viral  Infections 

S.  Wayne  Klein,  M.D. 

CREDIT:  AAGP  ond  C-1 


MONDAY,  NOVEMBER  8 

8:15  p.m. 

Long  Island  Psychoanalytic  Society 
Nassau  Academy  of  Medicine 

1 200  Stewart  Avenue 
Garden  City 

ANALYSIS  OF  THE  CHILD  OF  A 
CONCENTRATION  CAMP  SURVIVOR 

SYLVIA  BRODY,  M.D. 


SUFFOLK  COUNTY 


October  31,  1971  / December  19,  1971 

State  University  of  New  York  at  Stony  Brook 
Department  of  Family  Practice 
Suffolk  Academy  of  Medicine 

850  Veterans  Highway 
Hauppauge,  N.Y.  11787 

REFRESHER  COURSE  FOR  FAMILY 
PRACTITIONERS  (Sunday  Seminars) 

LEONARD  MEISELAS,  M.D. 

CAMPBELL  LAMONT,  M.D. 

Staff  of  Medical  School 

FEE:  $125  Members 

175  Nonmembers  CREDIT:  C-1  and  AAGP 

Apply  to:  AAGP,  Above  address. 
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NEW  JERSEY 


WEDNESDAY,  NOVEMBER  10 

The  New  Jersey  Academy  of  Ophthalmology 
and  Otolaryngology 

Robert  Treat  Hotel 
Newark 

ANNUAL  FALL  MEETING 


PHYSICIANS’  PLACEMENT 


HUDSON,  N.Y.,  Columbia  County.  Pediatrician  needed  in  hospital  and 
community. 

CONTACT:  STANLEY  BARDWELL,  M.D.,  848  Columbia  Street,  Hudson, 

N.Y.  12534  Tel.  (518)  828-9721. 


NEWARK,  N.Y.,  Wayne  County,  needs  Ob/Gyn  for  group  or  solo 
practice. 

CONTACT:  J.  WILLIAM  LUDEMANN,  M.D.,  1000  Driving  Park  Ave., 

Newark,  N.Y.  14513.  Tel.  (3 1 5)  33 1 -1 732. 


PLATTSBURGH,  N.Y.,  Clinton  County.  Associate  Orthopedic  Surgeon 
wanted. 

CONTACT:  DRISS  HASSAM,  M.D.,  202  Cornelia  Street,  Plattsburgh, 

N.Y.  12901.  Tel.  (518)  561-2023  or  (home)  561-7595. 


CARTHAGE,  N.Y.,  Jefferson  County,  needs  General  Proctitioners  and 
Specialists  in  General  Surgery  and  Internal  Medicine. 

CONTACT:  MR.  CLARK  A.  JOHNSON,  277  State  Street,  Carthage, 

N.Y.  13619. 


HUDSON,  N.Y.,  Columbia  County.  Specialist  in  Gastroenterology/ 
Internal  Medicine  to  assist  older  G/l.M.  Specialist  in  development  of 
a G-l  unit. 

CONTACT:  JAMES  A.  HALSTED,  M.D.,  848  Columbia  Street,  Hudson, 

N.Y.  12534.  Tel.  (518)  828-1410. 


NEW  YORK  CITY.  Part  time  or  full  time  Ophthalmologist  needed. 

CONTACT:  FRANK  J.  RUMMELL,  M.D.,  V.A.  Adm.,  252  Seventh 

Avenue,  New  York,  N.Y.  Tel.  (212)  620-6522. 


WEST  LEYDEN,  N.Y.,  Oneida  County.  General  Practitioner. 

CONTACT:  MRS.  VIRGINIA  RINGWALD,  R.D.  #2,  Boonville,  N.Y. 

13309.  Tel.  (315)  942-2006. 


WHITEHALL,  N.Y.,  Washington  County.  General  Practitioner. 

CONTACT:  MR.  FRANK  MARTUCCI,  Town  Supervisor,  6 Mountain 

Street,  Whitehall,  N.Y.  1 2887.  Tel.  (518)  499-0228. 


WHITESBORO,  N.Y.,  Oneida  County.  G.P. 

CONTACT:  STEPHEN  J.  WALKER,  M.D.,  7 Westmoreland  Street, 

Whitesboro,  N.Y.  1 3492.  Tel.  (315)  RE  6-1815. 


WILLIAMSON,  N.Y.,  Wayne  County.  G.P.  and  Specialists  in  Internal 
Medicine  and  Pediatrics. 

CONTACT:  REV.  DUANE  KOFAHL,  or  MR.  ROGER  DeHOND,  William- 
son, N.Y.  1 4589. 


WOLCOTT,  N.Y.,  Wayne  County.  G.P. 

CONTACT:  MRS.  WILLIAM  SILLICK,  Myers  Community  Hospital,  Middle 
Road,  Sodus,  N.Y.  14551. 


WOODBOURNE,  N.Y.,  Sullivan  County.  General  Practitioner. 

CONTACT:  MR.  BERNARD  LIPSKY,  Chamber  of  Commerce,  Wood- 

bourne,  N.Y.  12788.  Tel.  (914)  434-4222. 


WOODHULL,  N.Y.,  Steuben  County.  G.P. 

CONTACT:  JEFFREY  SMITH,  JR.,  P.O.  68,  Woodhull,  N.Y.  14898.  Tel. 
(607)  458-5151. 


ALBANY,  N.Y.,  Albany  County.  Internist.  Opportunity  to  assist  in  de- 
velopment of  community  health  services. 

CONTACT:  PETER  BIRK,  M.D.,  Assoc.  Dir.,  Albany  Medical  College, 

Community  Medical  Care  Program,  8 Colvin  Avenue,  Albany,  N.Y. 
12208.  Tel.  (518)  459-7000. 


ALFRED,  N.Y.,  Allegany  County.  G.P. 

CONTACT:  ALEX  SPYRALATOS,  Alfred  Business  Association,  Inc.,  16 

So.  Main  Street,  Alfred,  N.Y.  14802.  Tel.  (607)  587-8268. 


CHESTER,  N.Y.,  Warren  County.  Family  Physician. 

CONTACT:  HOWARD  B.  SWAN,  Supervisor,  Town  of  Chester,  N.Y. 

12528.  Telephone  before  visiting.  Home  (51  8)  494-3227.  Office 
497-271  1. 


JAY,  N.Y.,  Essex  County.  G.P. 

CONTACT:  MR.  ARTHUR  DOUGLAS,  Supervisor,  Au  Sable  Forks,  N.Y. 
1 291  2.  Tels.  (51  8)  647-4995  or  647-9908. 


MASSENA,  N.Y.,  St.  Lawrence  County.  G.P.  Internist  and  Pediatrician 

CONTACT:  JOHN  CLOUGH,  M.D.,  176  Maple  Street,  Massena,  N.Y. 
1 3662.  Tel.  (315)  769-6227.  (Call  collect). 


MEDICO  (Service  of  CARE)  needs  G.P.  for  new  post  in  Honduras  (2  yrs.) 

CONTACT:  LEONARD  COPPOLD,  Dir.,  Contract  Personnel,  MEDICO, 

660  First  Avenue,  N.Y.,  N.Y.  10016.  Tel.  (212)  683-3110. 


NEW  YORK  CITY,  N.Y.  Port  time  Surgeons  wanted  for  clinic.  N.Y. 
license  Board  Certified  or  Board  Qualified. 

CONTACT:  JOHANNA  C.  FISHER,  M.D.,  Gouverneur  Ambulatory  Care 
Clinic  (Beth  Israel  Hospital)  9 Gouverneur  Slip,  New  York,  N.Y. 
1 0002.  Tel.  (21  2)  227-3000,  ext.  754  or  755  Thurs.  p.m.  or  Fri.  a.m. 


PLEASANT  VALLEY,  N.Y.,  Dutchess  County,  needs  a G.P. 

CONTACT:  MR.  KENNETH  J.  KNAPP,  Gretna  Wood  RFD  #1,  Pough- 
keepsie, N.Y.  12601. 
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You  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygroton’  chlorthalidone  usp 

Makes  water,  not  waves. 


Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hygroton*  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
initiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 
Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one- half  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
compounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 

day.  How  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  botdes  of  100  and  1000.  (B)46-230-G  For  full  details, please 
see  the  complete  prescribing  information. 

GEIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502 


bowel  distres 


irritable 
colon  . 


I 


move  up  to 

“the  Robinul 
response” 


when  lower 
G-l  symptems 
demand 
a potent 
synthetic 
antispasmedic 


In  treating  hypermotility  associated  with 
functional  lower  G-l  disorders  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics?  Then 
move  up  to  a potent  antispasmodic — 
Robinul®  Forte  (2  mg.  glycopyrrolate).  It 
provides  prompt,  pronounced,  prolonged 
suppression  of  hypermotility,  making  it  a 
highly  effective  agent  in  functional  bowel 
distress,  as  well  as  in  spastic  and  irritable 
colon.  Robinul  Forte  also  exerts  a more 
selective  action  on  the  gastrointestinal  tract. 
If  the  patient  has  a “one  tract  mind’’ 
concerning  his  lower  G-l  symptoms,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinul"2mg. 

Forte  (glycopyrrolate) 


L 


■ INDICATIONS  Robinul  Forte  (glycopyrrolate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
indicated  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
acute  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
available,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
mended in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm; 
(2)  gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chronic 
pancreatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 
syndrome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
may  be  indicated.  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
tion, prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PH 
Forte  (glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
glaucoma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
1 to  32  mg.  of  glycopyrrolate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this. 
Blurred  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
drugs  include;  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash.  ■ DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrrolate,  2 mg.)  or  Robinul-PH  Forte  is  one 
tablet  three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
patient’s  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
required  to  maintain  symptomatic  relief.  ■ SUPPLY  Robinul  Forte  (glycopyrrolate,  2 mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
AHR/2  in  bottles  of  100  and  500.  ■ Robinul-PH  Forte  (glycopyrrolate,  2 mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 
tablet^ngrave^AHR/^r^ottle^MO^an^SO^^^^^^^^^^^^^^^^^^^^^^^^Robin^Company^ic^^ 
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SUSTAINED 
RELEASE 
VITAMIN  C 

CEVI-BID 


THE  500  mg.  CAPSULE 

CEVI-BID  releases  Vitamin  C through  its  unique  micro-dialysis 
process  at  a continuous,  smooth,  predictable  rate  for  a 24  hour  period 
on  b.i.d.  dosage  — dependent  only  on  the  presence  of  fluid  in 
the  g.  i.  tract,  and  independent  of  pH  or  other  variables. 

CEVI-BID  avoids  the  “peak  and  valley”  blood  levels  usually 
obtained  from  t.i.d.  dosage  of  Vitamin  C tablets. 

Prescribe  CEVI-BID,  the  500  mg.  sustained-release  Vitamin  C 
capsule  whenever  Vitamin  C is  indicated. 

Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 
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^ Jf  skill  IS  infected, 
f or  open  to  infeetion... 

choose  the  topieals 
that  jjive  your  patient- 

broad  antibacterial  activity  against 
susceptible  skin  invaders 
'i.'  lowallergenic  risk— prompt  clinical  response 

Special  Pctrolatiiin  Base 

Neosporin*  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin*  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Vz  oz.  for  topical  use  only. 

\anishin^  (i]reani  Base 

Neosporin-G  Cretan 

(polymyxin  B-neomycin-gramicidin)  j 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000  j 

units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base);  I 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing  J 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  J 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25%| 
methylparaben  as  preservative. 

In  tubes  of  15  g. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses.  -'4 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may  a 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appreciate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is| 
perforated.  These  products  are  contraindicated  in  those  individuals  who^ 
have  shown  hypersensitivity  to  any  of  the  components.  y* 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 
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Medical  Schools 


Cornell  University  Medical  College 

Alumni’s  award  of  distinction.  Harry  Gold,  M.D., 
was  named  the  recipient  of  the  1971  Award  of  Distinc- 
tion presented  by  the  College’s  alumni  association.  Dr. 
Gold  graduated  in  1922  from  the  College  and  served  on 
its  faculty  from  1922  until  1965  when  he  retired  with  the 
title  of  clinical  professor  of  pharmacology  (emeritus). 

Downstate  Medical  Center 

New  president.  Calvin  Hastings  Plimpton,  M.D.,  be- 
came president  of  Downstate  on  September  1.  Until 
June  30  Dr.  Plimpton  was  president  of  Amherst  College. 

Division  expanded.  The  Division  of  Neurosurgery  has 
been  expanded  by  the  establishment  of  a Department  of 
Neurosurgery.  Albert  W.  Cook,  M.D.,  has  been  named 
chairman  of  the  new  Department.  Dr.  Cook  has  been 
promoted  to  a full  professorship  in  neurosurgery  and  will 
also  be  in  charge  of  patient  services  in  the  neurosurgery 
unit  at  Downstate’s  University  Hospital  and  the  af- 
filiated unit  at  Kings  County  Hospital  Center.  His 
responsibilities  will  also  include  supervising  the  neuro- 
surgery teaching  program  for  medical  students,  interns, 
and  residents. 

Distinguished  professor  named.  Dr.  Chandler  McC. 
Brooks,  professor  and  chairman.  Department  of  Phys- 
iology, and  dean  of  School  of  Graduate  Studies,  was 
named  a Distinguished  Professor  on  July  28  in  recogni- 
tion of  his  scientific  and  scholarly  contributions  in  the 
field  of  physiology,  as  well  as  his  administrative  con- 
tributions to  the  Medical  Center.  Dr.  Brooks  served  as 
acting  president  for  over  a year. 

Assistant  dean  appointed.  Charles  R.  Greene,  M.D., 
clinical  assistant  professor  of  medicine  has  been  named 
assistant  dean  of  the  College.  Dr.  Greene  has  also  been 
appointed  associate  chairman  of  the  newly-formed  De- 
partment of  Family  Practice  by  Charles  M.  Plotz,  M.D., 
chairman. 

Mount  Sinai  School  of  Medicine 

Appointment.  David  Harris,  M.D.,  has  been  appointed 
associate  professor  in  the  Department  of  Pediatrics  and 
associate  director  of  The  Mount  Sinai  Hospital.  Dr. 
Harris  recently  resigned  as  deputy  commissioner  of  the 
New  York  City  Health  Department.  Henry  J.  Mankin, 
M.D.,  has  been  appointed  co-chairman  of  the  Depart- 
ment of  Orthopaedics  and  will  share  the  co-chairman- 
ship with  Robert  Siffert,  M.D.  Both  are  professors  of 
orthopaedics  at  the  School. 


New  York  Medical  College 

New  chairman  named.  Catherine  N.  Hinterbuchner, 
M.D.,  has  been  named  chairman  of  the  Department  of 
Rehabilitation  Medicine.  Dr.  Hinterbuchner,  professor 
of  rehabilitation  medicine,  will  head  and  coordinate  the 
clinical  services  and  teaching  programs  of  the  Depart- 
ment of  Rehabilitation  Medicine  at  Flower  and  Fifth 
Avenue  Hospitals,  and  at  Metropolitan  Hospital  Center 
and  the  Center  for  Chronic  Disease  at  Bird  S.  Coler 
Hospital,  and  will  also  direct  rehabilitation  medicine 
services  at  Grasslands  Hospital. 

State  University  of  New  York  at  Buffalo 

Distinguished  professor  named.  O.  P.  Jones,  M.D., 
chairman  and  professor  of  anatomy,  was  named  distin- 
guished professor  on  July  28.  Dr.  Jones  has  been  a mem- 
ber of  the  faculty  for  thirty-four  years  and  retired  in 
August  as  chairman  of  the  anatomy  department.  Dr. 
Jones  will  remain  as  professor  of  anatomy  and  devote  his 
time  to  research,  teaching,  and  history  for  the  Interna- 
tional Society  of  Hematology. 

University  of  Rochester  Medical  Center 

Second  chairman  appointed.  Lyman  C.  Wynne,  M.D., 
chief  of  the  adult  psychiatry  branch.  National  Institute 
of  Mental  Health,  Bethesda,  Maryland,  will  become  the 
second  chairman  of  the  Department  of  Psychiatry  on 
September  1.  Dr.  Wynne  succeeds  Dr.  John  Romano, 
founder  and  first  chairman  of  the  Department.  Dr. 
Romano  plans  to  continue  as  Distinguished  University 
Professor  of  Psychiatry. 

Recent  appointment.  Harry  W.  Fischer,  M.D.,  was 
recently  appointed  chairman  of  the  Department  of  Ra- 
diology. Dr.  Fischer  assumed  his  post  on  September  1 
and  succeeds  Louis  H.  Hempelmann,  M.D.,  who  will 
remain  on  the  medical  school’s  faculty  as  professor  and 
head  of  the  Radiology  Experimental  Unit. 

Upstate  Medical  Center 

Associate  dean  named.  Walter  F.  Leavell,  M.D.,  as- 
sistant professor  of  medicine,  has  been  named  associate 
dean.  Dr.  Leavell  will  have  general  responsibilities  as- 
sisting the  dean  in  the  areas  of  admissions  and  overall 
academic  planning.  He  will  remain  as  assistant  profes- 
sor and  continue  as  coordinator  of  medical  education 
within  the  Department  of  Medicine. 


Correction:  In  the  September  1,  1971,  issue  of  the  Journal,  James  H.  Nelson,  Jr.,  M.D.,  professor  and  chairman, 
obstetrics  and  gynecology,  should  have  been  announced  as  chairman  of  the  psychiatry  search  committee. 
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Abstracts 


Courey,  N.  G.:  The  pill,  the  smear,  and  cancer.  New 
York  State  J.  Med.  71:  2513  (Nov.  1)  1971. 

An  attempt  is  made  to  define  the  relationship  be- 
tween oral  contraceptive  therapy,  the  abnormal  Pap- 
anicolaou smear,  and  the  incidence  of  pelvic  neoplasm. 
A survey  of  the  literature  as  well  as  the  author’s  own  ex- 
perience in  ten  years  of  private  practice  emphasize  the 
necessity  of  very  careful  and  objective  evaluation  of 
personally  obtained  data,  as  well  as  that  published  in  the 
literature,  before  reaching  any  definite  conclusions.  To 
date,  there  has  not  been  enough  good  evidence  presented 
to  associate  the  pill  with  genital  cancer. 


Krasnitz,  A.,  Katz,  J.,  and  Kunofsky,  S.:  Sensitivity 
to  purified  protein  derivative  (Battey);  prevalence  in 
New  York  State,  New  York  State  J.  Med.  71:  2518 
(Nov.  1)  1971. 

.Additional  evidence  was  obtained  that  sensitivity  to 
the  tuberculin  produced  by  the  Battey  bacillus  is  quite 
common  in  New  York  State.  Of  a group  of  256  persons, 
26  per  cent  had  positive  reactions  to  the  Battey  antigen, 
PPD-B,  and  46  per  cent  to  the  standard  purified  protein 
derivative-S.  Only  8 per  cent  had  a positive  reaction  to 
PPD-B  and  a negative  reaction  to  PPD-S,  suggesting 
that  most  reactions  were  nonspecific.  Since  many  of  the 
subjects  had  been  previously  tested  with  PPD-S,  data 
were  also  obtained  on  the  stability  of  sensitivity  to  this 
antigen. 


Krongrad,  E.,  and  Joos,  H.  A.:  Furosemide  in  treat- 
ment of  edema  in  infants  and  children.  New  York  State 
J.  Med.  71:  2521  (Nov.  1)  1971. 

Furosemide  was  administered  to  16  pediatric  patients 
admitted  to  the  hospital  for  edema  of  various  causes. 
The  drug  was  a potent  diuretic  agent  and  was  well  tol- 
erated by  all  routes  of  administration.  An  initial  dose  of 
1 mg.  per  kilogram  was  usually  adequate,  although  pa- 
tients with  nephrosis  usually  required  larger  doses.  A 
smaller  initial  dose  is  suggested  for  newborn  and  pre- 
mature infants.  Dehydration  was  the  most  frequent 
side  effect  and  may  be  dose  related  in  the  newborn  per- 
iod and  in  small  infants. 
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Facts 

about 

ToridineLM. 

cephaloridine 


Facts  about  activity 

Loridine  is  indicated  in  the  treatment  of  serious  infections 
of  the  respiratory  tract,  genito-urinary  tract,  bones  and 
joints,  bloodstream,  soft  tissue,  and  skin  due  to 
susceptible  strains  of  the  organisms  listed  below.*  It  is 
active  against  the  following  organisms  in  vitro: 
Beta-hemolytic  and  other  streptococci  (many  strains  of 
enterococci,  e.g.,  Streptococcus 
faecalis,  are  relatively  resistant) 
Staphylococci,  both  coagulase- 
positive  and  coagulase-negative 
(some  strains  of  staphylococci 
are  resistant  to  cephaloridine) 
Pneumococci 
Gonococci 

Hemophilus  influenzae 
Escherichia  coli  and  other 
coliform  bacteria 
Klebsiella 
Proteus  mirabilis 

Loridine  also  has  demonstrated 
activity  against  Treponema  pallidum 
in  experimental  syphilis  studies  in 
animals. 

All  tested  strains  of  group  A streptococci,  pneumococci, 
and  penicillin-G-susceptible  staphylococci  are  susceptible 
to  Loridine.  However,  some  strains  of  penicillinase- 
producing  staphylococci  are  resistant  in  vitro  to 
concentrations  of  Loridine  that  can  be  achieved  in  the 
serum.  The  majority  of  strains  of  H.  influenzae, 

Pr.  mirabilis,  Esch.  coli,  and  Klebsiella  are  also 
susceptible  in  vitro. 

Pseudomonas  organisms  are  resistant  to  Loridine, 
as  are  most  indole-producing  Proteus  species  and 
motile  Aerobacter  species. 

Loridine  is  indicated  in  the  treatment  of  gonorrhea  when  penicillin 
ii-  not  con-jidered  the  drug  of  choice. 


Facts  about  dosage 

In  adults,  most  infections  of  moderate  severity 
caused  by  susceptible  organisms  respond  to  Loridine 
in  dosages  ranging  from  500  mg.  to  1 Gm.  every 
eight  hours  (1.5  to  3 Gm.  daily).  This  use  of  lower 
dosages  helps  prevent  drug  accumulation.  The  more 
susceptible  infections  have  been  treated  with  250  to 
500  mg.  every  eight  hours. 


Mean  Serum  Cephaloridine  Concentrations  after  I.M.  Administration  of 
Single  Doses  (250  mg.  to  1 Gm.)  to  Normal  Human  Volunteers  (Six  to 
Eighteen  Subjects  per  Group).  (Modified  from  Currie,  J.  P.:  Cephalori- 
dine: Pharmacology  and  Toxicology,  Postgrad.  M.  J.,  43  [Supplement]; 
22.  1967.) 

Peak  serum  levels  have  been  noted  with  Loridine  within 
one-half  to  one  hour  following  I.M.  injection.  The  mean 
peak  serum  levels  obtained  in  normal  subjects  one  hour 
after  a 500-mg.  I.M.  dose  ranged  from  12  to  22  meg. 
per  ml.  in  separate  studies.  Administration  every  six  to 
eight  hours  permits  adequate  concentrations  to  be 
maintained.  In  order  to  avoid  excessive  serum  levels 
(which  could  possibly  result  in  damage  to  the  kidney 
tubules),  recommended  dosages  should  not  be  exceeded. 
In  adult  patients  without  azotemia  who  have  mildly 
reduced  renal  function  manifested  by  slight  to  moderate, 
transient,  or  persistent  reduction  of  urinary  output  or 
by  creatinine  clearances  of  60  to  90  ml.  per  minute,  the 
maximum  recommended  dosage  is  1 Gm.  every  twelve 
hours  during  the  period  of  reduced  function. 
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Facts  about  administration 

The  following  guidelines  for  therapy  with 
Loridine  are  recommended. 

Before  Administration  of  Loridine 

1.  Establish  susceptibility 

of  the  pathogen.  • > 

2.  Determine  patient’s  renal  ‘ 

status:  Loridine  is  contraindicated 

in  azotemia. 

During  Administration  of  Li 

1.  Maintain  proper 
hydration. 

2.  Monitor  renal  status 
—urinalyses,  urinary 
output,  BUN,  and/or 
serum  creatinine. 

3.  Use  cautiously  with 
other  potentially 
nephrotoxic  drugs. 

4.  Because  nephrotoxicity 
has  been  reported,  limit 
dosage  to  4 Gm.  daily  fo 
adults  (100  mg.  per  Kg. 
for  children— not  to  exceed  adult  dosage). 
Usual  adult  dosage  range:  1 to  3 Gm.  daily. 


5.  In  patients  with  impaired  renal  function  before 
treatment,  reduce  daily  dosage  and  keep  them  under 
close  observation  for  changes  in  function.  In 
nonazotemic  patients  with  mildly  reduced  renal  function 
manifested  by  slight  to  moderate,  transient,  or 
persistent  reduction  of  urinary  output  or  by  creatinine 
clearances  of  60  to  90  ml.  per  minute,  the  maximum 
recommended  dosage  (adults)  is  1 Gm.  every  twelve 
hours  during  the  period  of  reduced  function. 

6.  In  patients  who  develop  impaired  renal  function  or 
whose  preexisting  impairment  becomes  worse  during 
treatment,  discontinue  therapy. 

Since  Loridine  is  relatively  painless  on  I.M.  injection, 
it  is  well  accepted  by  patients. 

There  is  clinical  and  laboratory  evidence  of  partial 
cross-allergenicity  of  the  penicillins  and  the 
cephalosporins:  therefore,  Loridine  should  be  used  with 
great  caution  in  patients  with  known  penicillin  allergy. 
Instances  of  patients  who  have  had  severe  reactions 
to  both  drugs,  including  death  from  anaphylaxis, 
have  been  reported. 


f loridine  I.M. 

’ cephaloridine 


101553 

(Please  turn  page  for  prescribing  information.) 
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(Igridine 

I ^cephaloridine 


I. 


Actions:  All  tested  strains  of  group  A 
streptococci,  pneumococci,  and  penicillin- 
G-susceptible  staphylococci  are  suscepti- 
ble to  Loridine®  (cephaloridine,  Lilly). 
However,  some  strains  of  penicillinase- 
producing  staphylococci  are  resistant  in 
vitro  to  concentrations  of  Loridine  that  can 
be  achieved  in  the  serum.  The  majority  of 
strains  of  Hemophilus  influenzae,  Proteus 
mirabilis,  Escherichia  coli,  and  Klebsiella 
are  also  susceptible  in  vitro. 

Pseudomonas  organisms  are  resistant 
to  Loridine,  as  are  most  indole-producing 
Proteus  species  and  motile  Aerobacter 
species. 

Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints, 
bloodstream,  soft  tissue,  and  skin  due  to 
susceptible  strains  of  the  organisms  listed 
above;  in  early  syphilis  when  penicillin 
may  be  contraindicated  (see  Warnings  in 
regard  to  cross-sensitivity  with  penicillin): 
and  in  gonorrhea  when  penicillin  is  not 
considered  the  drug  of  choice. 

Loridine  should  not  be  used  until  cul- 
ture and  sensitivity  tests  show  that  the 
organism  is  susceptible  to  its  action  and 
until  renal  status  of  the  patient  has  been 
determined.  For  this  reason,  the  drug 
should  not  normally  be  used  to  initiate 
therapy.  Culture  and  sensitivity  tests  are 
not  feasible  for  patients  with  syphilis; 
results  of  such  tests  are  usually  not  avail- 
able before  antibiotic  treatment  of  gonor- 
rhea is  given. 

Contraindications:  Azotemia.  Hypersensi- 
tivity to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly 
absorbed  from  the  gastro-intestinal  tract 
and  should  be  given  only  by  injection. 
Because  of  slower  excretion  in  patients 
with  impaired  renal  function,  their  total 
daily  dosage  should  be  proportionately  less 
than  that  for  persons  with  normal  renal 
function. 

Warnings:  in  penicillin-sensitive  patients, 

CEPHALOSPORIN  C DERIVATIVES  SHOULD  BE 
USED  WITH  GREAT  CAUTION.  THERE  IS  CLINI- 
CAL AND  LABORATORY  EVIDENCE  OF  PARTIAL 

cross-allergenicity  of  the  penicillins 

AND  THE  cephalosporins.  INSTANCES  OF 
PATIENTS  WHO  HAVE  HAD  SEVERE  REACTIONS 
TO  BOTH  DRUGS,  INCLUDING  DEATH  FROM 
ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages 
above  4 Gm.  daily  (see  Adverse  Reac- 
tions), recommended  doses  should  not  be 
exceeded.  Patients  with  known  or  sus- 
pected impairment  of  renal  function 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hos- 
pitalized. If  impaired  renal  function  devel- 
ops during  therapy,  cephaloridine  should 
be  discontinued.  Cephaloridine  should  not 
be  used  in  patients  with  azotemia.  When 
renal  impairment  is  present,  use  the  drug 
with  caution  and  reduce  the  dose.  Casts 
in  the  urine,  proteinuria,  falling  urinary 
output,  or  a rising  BUN  or  serum  creatinine 
may  indicate  impairment  of  renal  function. 
Give  cephaloridine  cautiously  when  it  is 
used  with  other  antibiotics  having  nephro- 
toxic potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti- 
biotics are  not  recommended. 


In  infections  due  to  beta-hemolytic 
streptococci,  continue  antibiotic  therapy 
for  at  least  ten  days  to  prevent  the  possible 
occurrence  of  rheumatic  fever  or  glomer- 
ulonephritis in  susceptible  patients.  In 
gonorrhea,  patients  with  suspected  con- 
comitant syphilis  should  have  dark-field 
examinations  of  all  suspect  lesions  before 
treatment  and  monthly  serologic  tests  for 
a minimum  of  three  months.  Indicated 
surgical  procedures  should  be  performed. 

Superinfections  may  develop  with  or- 
ganisms not  in  the  spectrum  of  Loridine, 
particularly  Pseudomonas.  These  can  be 
recognized  by  clinical  observation  and  by 
means  of  appropriate  cultures.  If  they  oc- 
cur, take  proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and 
infants  under  one  month  of  age  has  not 
been  established,  cephaloridine  in  these 
patients  is  not  recommended. 

A few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures 
when  antiglobulin  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received 
Loridine  before  parturition,  a positive 
Coombs  test  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling's  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy- 
sis paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and 
itching  without  discernible  skin  changes 
have  been  observed  in  about  3 percent  of 
patients.  Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given 
Loridine  without  difficulty.  Approximately  1 
percent  of  patients  treated  with  Loridine 
have  had  a rise  in  eosinophil  count.  Eosin- 
ophilia  reached  10  percent  in  about  half  of 
these.  A few  instances  of  drug  fever  have 
been  reported. 

A few  cases  of  leukopenia  have  been 
reported.  Elevations  of  transaminase  were 
observed  in  a small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in 
a single  determination  when  other  param- 
eters of  liver  function  were  normal,  and 
only  rarely  was  a level  of  100  units  reached. 
In  a few  cases,  similar  elevations  of  alka- 
line phosphatase  were  found.  The  signif- 
icance of  these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2 Gm.  cephaloridine 
intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic- 
ulocyte count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to 
administration  of  Loridine.  However,  all 
of  five  nonazotemic  patients  with  chronic 
bacteriuria  who  had  careful  renal  function 
evaluation  before  and  after  a ten-day 
course  of  cephaloridine  in  dosages  of  2 
Gm.  per  day  developed  impairment  in  free 
water  clearance. 

Severe,  acute  renal  failure,  in  some 
cases  terminating  in  death,  has  occurred 


in  a small  number  of  patients.  The  pos- 
sibility of  this  complication  seems  to  be 
greater  in  seriously  ill  patients  given  more 
than  recommended  doses.  Acute  tubular 
necrosis  has  been  found  in  affected  pa- 
tients coming  to  autopsy.  Rare  cases  of 
nausea  and  vomiting  have  occurred.  Pain 
in  association  with  intramuscular  injection 
was  noted  in  less  than  3 percent  of  pa- 
tients. In  only  one  patient  in  a series  of 
623  was  the  route  changed  on  this  account. 
Phlebitis  at  the  site  of  intravenous  injec- 
tion has  been  rare. 

Administration  and  Dosage:  Important- 
Before  administering  Loridine,  see  pack- 
age insert  for  details  on  dilution. 

Intramuscular  Injection — loridine  is 
usually  injected  into  a large  muscle  mass. 

The  usual  adult  dosage  for  many  infec- 
tions of  moderate  severity  is  500  mg.  to 
1 Gm.  three  times  a day  at  equally  spaced 
intervals.  Milder  and  more  susceptible 
infections  have  been  treated  with  250  to 
500  mg.  given  two  or  three  times  a day. 
More  severe  infections  may  be  treated 
with  500  mg.  to  1 Gm.  four  times  a day. 
A single  2-Gm.  dose  is  recommended  for 
the  treatment  of  acute  gonorrhea.  Early 
syphilis  may  be  treated  with  500  mg.  to  1 
Gm.  daily  for  ten  to  fourteen  days. 

Although  some  clinical  experience  with 
high  doses  for  life-threatening  conditions 
has  been  reported,  it  has  been  shown  that 
excessive  dosages  (above  4 Gm.  daily) 
may  cause  serious  nephrotoxic  reactions. 
For  this  reason,  Keflin®  (sodium  cephalo- 
thin, Lilly)  may  be  preferred  when  doses 
larger  than  4 Gm.  daily  are  considered  for 
life-threatening  situations.  If  more  than  2 
Gm.  of  cephaloridine  is  injected  daily,  the 
patient  should  be  under  close  clinical 
observation  for  changes  in  renal  function 
or  be  hospitalized.  In  addition,  reduced 
dosage  should  be  employed  in  patients 
with  known  or  suspected  renal  impairment. 

In  children,  a daily  total  of  30  to  50 
mg.  per  Kg.  (15  to  25  mg.  per  pound)  of 
body  weight,  given  in  divided  doses,  has 
been  found  effective  for  mild  to  moder- 
ately severe  infections.  A daily  total  of  100 
mg.  per  Kg.  (50  mg.  per  pound)  of  body 
weight  (not  to  exceed  recommended  adult 
doses)  may  be  needed  for  very  severe 
infections. 

Intravenous  Injection— \n  the  presence 
of  extremely  serious  infections  (such  as 
bacteremia)  or  when  any  infection  seems 
overwhelming,  intravenous  administration 
may  be  indicated. 

Total  daily  dosages  are  the  same  as  with 
intramuscular  injection.  For  very  suscep- 
tible organisms,  500  mg.  to  1.5  Gm.  per 
day  may  suffice;  for  less  susceptible 
organisms  and  for  serious  infections,  2 to 
4 Gm.  per  day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cepha- 
loridine, Lilly),  500  mg.,  5-ml.  size, 
rubber-stoppered;  1 Gm.,  10-ml.  size, 

rubber-stoppered  . 10821691 


Additional  information 
available  to  the  profession 
on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Takita,  H.:  Kndoesophageal  intubation,  for  advanced 

esophageal  carcinoma,  New  York  State  J.  Med.  71: 
2526  (Nov.  1)  1971. 

The  author  reports  on  his  experience  with  Celestin- 
type  endoesophageal  intubation  in  patients  with  ad- 


vanced obstructing  esophageal  carcinoma.  The  op- 
erative procedure  and  anesthesia  were  well  tolerated  by 
patients  who  were  in  poor  general  condition,  and  satis- 
factory palliation  was  obtained.  An  improved  version 
of  the  endoesophageal  tube  made  of  silastic  is  described. 
Pyloroplasty  done  routinely  is  important  for  smooth 
postoperative  recovery. 


Abstracts  in  Interlingua 


Courey,  N.  G.:  Le  “pill,”  le  frotis,  e le  cancer.  New 

York  Stated.  Med.  71:  2513  (1  de  Novembre)  1971. 

lln  tentativa  es  facite  pro  definir  le  relation  inter  le 
therapia  anticonceptional  oral,  le  frotis  de  Papanicolaou 
abnormal  e le  frequentia  del  neoplasma  pelvic.  Un  re- 
vision del  litteratura  e le  experientia  proprie  del  autor 
(10  annos  de  practica  private),  accentua  le  necessitate  de 
un  evalutation  multo  attentive  e objective  del  informa- 
tion personal  obtenite,  e etiam  del  material  publicate 
in  le  litteratura  ante  de  attinger  conclusiones  definitive. 
Usque  ora,  non  ha  essite  presentate  un  bon  evidentia 
pro  associar  le  “pill”  con  le  cancer  genital. 

Krasnitz,  A.,  Katz,  J.,  e Kunofsky,  S.:  Sensitivitate 
al  derivative  proteic  purificate  (Battey);  prevalentia  in 
le  Stato  de  New  York,  New  York  State  J.  Med.  71: 
2518  (1  de  Novembre)  1971. 

Esseva  obtenite  provas  additional  de  que  le  sensitivi- 
tate al  tuberculina  producite  per  le  bacillos  de  Battey  es 
bastante  frequente  in  le  Stato  de  New  York.  De  un 
gruppo  de  256  personas,  26  pro  cento  presentava  reac- 
tiones  positive  al  antigeno  Battey  (PPD-B),  e 46  pro 
cento  al  derivative  proteic  purificate  S.  Solmente  8 pro 
cento  presentava  reactiones  positive  al  PPD-B  e nega- 
tive al  PPD-S.  Isto  suggere  que  le  major  parte  del  re- 
actiones esseva  non  specific.  Desde  que  multe  personas 
esseva  provate  previemente  con  le  antigeno  PPD-S, 


etiam  esseva  possibile  obtener  information  supra  le  sta- 
bilitate  e sensitivitate  a iste  antigeno. 

Kongrad,  E.,  e Joos,  H.  A.:  Furosemida  in  le  tracta- 

mento  del  edema  in  infantes  e pueros.  New  York  State 
J.  Med.  71:  2521  (1  de  Novembre)  1971. 

Le  furosemida  esseva  administrate  a 16  patientes 
pediatric  hospitalisate  per  edema  de  varie  causas.  Iste 
composto  esseva  un  potente  agente  diuretic  ben  tolerate 
per  omne  vias  de  administration.  Le  dose  initial  de  1 
mg/kg  esseva  generalmente  adequate,  ben  que  patientes 
cor.  nephrosis  generalmente  require  doses  plus  elevate. 
Es  suggerite  un  dose  initial  plus  parve  pro  le  neonatos  e 
prematuros.  Le  deshydratation  esseva  le  effecto  sec- 
ondari  plus  frequente,  e pote  esser  relationate  con  le  dose 
durante  le  periodo  neonatal  e in  le  parve  infantes. 

Takita,  H.:  Intubation  endoesophagal  in  casos  de  car- 
cinoma aviantate  del  esophago,  New  York  State  J. 
Med.  71:  2526  (1  de  Novembre)  1971. 

Le  autor  reporta  su  experientia  con  le  intubation  endo- 
esophagal del  typo  Celestin  in  patientes  con  carcinoma 
obstructive,  aviantate,  del  esophago.  Le  procedimento 
operator!  e le  anesthesis  esseva  ben  tolerate  per  le  pa- 
tientes que  esseva  in  povre  condition  general;  un  pal- 
liation satisfactori  esseva  obtenite.  Un  version  modif- 
icate  del  tubo  endoesophagal  facite  de  “silastic”  es  de- 
scribite.  Le  pyloroplastia,  facite  rutinarimente,  es  im- 
portante  pro  un  recuperation  postoperatori  tranquille. 
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For  insomnia...  one  capsule  for  the  rest  of  the  night 

® 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

INDICATION:  Relief  of  insomnia  of  varied 
etiology. 

CONTRAINDICATIONS:  Patients  with  known 
hypersensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined 
effects  with  alcohol  and  other  CNS  depres- 
sants. Caution  against  hazardous  occupations 
requiring  complete  mental  alertness,  such 
as  operating  machinery  or  driving  a motor 
vehicle  shortly  after  ingesting  the  drug. 
Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 


withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should 
be  under  adequate  medical  supervision. 

Usage  in  Pregnancy.-  Weigh  potential  benefits 
in  pregnancy,  during  lactation,  or  in  women 
of  childbearing  age  against  possible  hazards 
to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain- 
related,  an  analgesic  should  also  be  pre- 
scribed. Perform  periodic  blood  counts  if 
used  repeatedly  or  over  prolonged  periods. 
Total  daily  intake  should  not  exceed  400  mg, 
as  greater  amounts  do  not  significantly  in- 


crease hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dos- 
ages, there  have  been  rare  occurrences  of 
morning  drowsiness,  dizziness,  mild  to  moder- 
ate gastric  upset  (including  diarrhea,  esoph- 
agitis, nausea  and  vomiting),  headache, 
paradoxical  excitation  and  skin  rash.  There 
have  been  a very  few  isolated  reports  of 
neutropenia  and  thrombocytopenia;  however, 
the  evidence  does  not  establish  that  these 
reactions  are  related  to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 

/ \ ROCHE  LABORATORIES 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 
\ / Nutley,  New  Jersey  07110 


Book  Notes 


Diseases  of  the  Breast.  Second  edition.  By  C.  D.  Ha- 
agensen,  M.D.  Quarto  of  829  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1971.  Cloth,  $35. 

The  author  of  this  work  is  associated  with  the  clinic  for 
breast  diseases  at  the  Columbia-Presbyterian  Medical 
Center.  In  this  new  edition  of  his  original  work,  pub- 
lished fifteen  years  ago,  he  again  reviews  the  normal 
anatomy  and  physiology  of  the  breast  and  then  proceeds 
to  consider  the  variety  of  abnormalities  which  may  occur. 
Of  special  interest  is  a section  which  deals  with  the 
proper  technic  of  self-examination  of  the  breast. 

Transplantation  Today.  Proceedings  of  the  Third 
International  Congress  of  the  Transplantation  Soci- 
ety. Edited  by  Hans  Balner,  D.  W.  van  Bekkum,  and 
F'elix  T.  Rapaport.  Quarto  of  978  pages,  illustrated. 
New  York,  Grune  & Stratton,  Inc.,  1971.  Cloth,  $25. 

The  papers  presented  at  this  meeting  cover  numerous 
topics  relevant  to  the  subject  of  transplantation.  These 
include:  human  transplantation  antigens,  transplanta- 
tion antigens  of  other  species,  and  chemistry  of  trans- 
plantation antigens.  Also  considered  are  tissue  and 
organ  preservation,  transplantation  biology,  and  im- 
munosuppression. 

Proceedings  of  the  European  Dialysis  and  Transplant 


Association.  Volume  VII.  Edited  by  J.  Stewart  Cam- 
eron, Daniel  Fries,  and  Chisholm  S.  Ogg.  Octavo  of  527 
pages,  illustrated.  Baltimore,  Maryland,  The  Williams 
& Wilkins  Company,  1970.  Cloth,  $22. 

This  volume  contains  the  texts  of  48  papers  and  34  sci- 
entific demonstrations  presented  at  the  seventh  meeting 
of  the  European  Dialysis  and  Transplant  Association. 
The  topics  range  widely  over  the  technical,  medical, 
ethical,  and  social  aspects  of  regular  dialysis,  including 
the  description  of  new  dialyzers,  studies  on  anemia  and 
bone  disease,  dialysis  in  children,  adjustment  and  reha- 
bilitation. 

Antibiotic  and  Chemotherapy.  Third  edition.  By 
Lawrence  P.  Garrod,  M.D.,  and  Francis  O’Grady,  T.  D., 
M.D.  Octavo  of  499  pages,  illustrated.  Baltimore, 
Maryland,  The  Williams  & Wilkins  Company,  1971. 
Cloth,  $16.25. 

The  study  of  antimicrobic  chemotherapy  has  been  ex- 
panding at  such  a pace  that  when  the  second  edition  of 
this  work  was  exhausted  within  eighteen  months  of  pub- 
lication, a third  edition  rather  than  a reprint  was  neces- 
sary. The  incorporation  of  much  new  material  has 
necessitated  extensive  revision,  and  two  new  chapters 
have  been  added. 

continued  on  page  2500 
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Books  Reuieiued 


Principles  and  Techniques  of  Cardiac  Pacing.  By 
Seymour  Furman,  M.D.,  and  Doris  J.  W.  Escher,  M l). 
Quarto  of  275  pages,  illustrated.  New  York,  Harper  & 
Row,  Publishers,  1970.  Cloth,  $12.50. 

This  book  serves  as  a practical  guide  for  temporary 
and  permanent  pacing.  By  two  authors  with  extensive 
experience,  it  is  most  comprehensive.  The  book  begins 
with  a history  of  pacing  and  then  proceeds  to  excellent 
discussions  on  the  physiology,  engineering,  indications, 
methods,  complications,  and  results. 

It  is  of  interest  to  learn  that  the  effects  of  heart  block 
were  first  described  in  1719  by  Gerbezius  in  Laibach,  and 
that  exactly  a century  later,  Aldini  first  attempted  direct 
stimulation  of  the  hearts  of  decapitated  criminals,  using 
a voltaic  pile.  Since  then,  a variety  of  electrical  stimula- 
tors have  appeared  on  the  market.  These  are  described 
in  detail.  The  text  includes  a chapter  on  pacemaker 
electronics  for  the  reader  who  has  long  since  forgotten 
his  college  physics.  There  is  enough  pictorial  coverage, 
with  x-ray  picture,  electrocardiograms,  and  anatomic 
illustrations  to  satisfy  any  reader.  Each  chapter  ends 
with  a complete  listing  of  references.  The  format  and 
type  of  the  publication  are  excellent.  At  the  end  is  a 
glossary  of  pacemaker  terms  as  well  as  a complete  index. 

This  book  is  of  particular  interest  to  the  cardiologist 
and  the  cardiac  surgeon,  but  should  also  serve  the  house 
officer,  practitioner,  and  coronary  care  nurse  and  is 
highly  recommended.  Nathaniel  E.  Reich,  M.D. 

The  Low  Vision  Patient.  Clinical  Experience  with 
Adults  and  Children.  By  Eleanor  E.  Faye,  M.D. 
Octavo  of  237  pages,  illustrated.  New  York,  Grune  & 
Stratton,  Inc.  1970.  Cloth,  $9.75. 

This  book  is  based  on  the  treatment  of  thousands  of 
subnormal  vision  patients.  The  book  is  divided  into 
four  sections — the  first  section  defines  the  varieties  of 
subnormal  vision  and  their  bearing  on  one’s  handicap. 
In  the  second  section,  the  author  deals  with  different 
disorders,  functional  and  organic,  which  account  for  such 
low  vision.  The  third  section  is  devoted  to  genetic  and 
social  aspects.  The  last  chapter  contains  an  extensive 
glossary  listing  education  and  reference  material,  in- 
cluding visual  aids. 

An  understanding  of  the  low  vision  patient  requires 
a specialized  patience  and  a sympathetic  and  psycho- 
logic approach  for  which  the  author  is  eminently  quali- 
fied. Emanuel  Krimsky,  M.D. 

Surgery  and  Biology  of  Wound  Repair.  By  Erie  E. 
Peacock,  Jr.,  M.D.,  and  Walton  Van  Winkle,  Jr.,  M.D. 
Quarto  of  630  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1970.  Cloth,  no  price  listed. 

Erie  E.  Peacock,  Jr.,  is  a professor  and  chairman  of  the 
Department  of  Surgery  at  the  University  of  Arizona 
College  of  Medicine,  as  well  as  a plastic  surgeon  who  has 
done  extensive  laboratory  and  clinical  investigation  in 


the  biology  of  the  healing  process.  Walton  Van  Winkle, 
Jr.,  is  professor  of  surgical  biology.  Department  of 
Surgery,  the  University  of  Arizona  College  of  Medicine. 

These  authors  have  written  a book,  the  goal  of  which 
is  to  bring  together  the  work,  thoughts,  investigations, 
and  clinical  experiences  of  a decade  of  biologic  research 
in  order  to  bridge  the  gap  between  laboratory  knowledge 
and  bedside  practice. 

This  objective  is  well  achieved.  The  first  169  pages 
provide  the  basic  scientific  facts  involved  in  wound 
healing;  and  the  succeeding  446  pages  cover  the  clinical 
aspects  of  the  subject.  There  are  ample  illustrations  and 
the  literary  style  is  clear  and  readable. 

Surgery  and  Biology  of  Wound  Repair  should  find  a 
permanent  place  in  the  library  of  anyone  practicing 
surgery,  general  or  specialty.  Raymond  Shapiro,  M.D. 

Ocular  Motility.  With  Guide  to  the  Literature.  By 

Maynard  C.  Wheeler,  M.D.  Duodecimo  of  72  pages, 
illustrated.  New  York,  Cooper  Square  Publishers,  Inc., 
1970.  Paperback,  $4.50. 

This  paperback  manual,  covering  only  70  pages,  was 
written  by  a prominent  ophthalmologist  long  identified 
with  eye  muscle  problems.  It  is  not  intended  as  a text- 
book, but  as  a brief  review  or  campanion  guide  for  the 
eye  resident  who  “can  carry  it  in  his  pocket  for  frequent 
reference.” 

Considering  the  small  size  of  this  manual,  the  bibli- 
ography at  the  end  of  each  small  chapter  is  extensive 
and  well  chosen.  Emanuel  Krimsky,  M.D. 

Surgical  Treatment  of  Coronary  Arteriosclerosis. 

By  Rene  G.  Favaloro,  M.D.  Quarto  of  132  pages,  illus- 
trated. Baltimore,  The  William  & Wilkins  Co.,  1970. 
Cloth,  $14.50. 

In  the  introduction  Effler  states,  “no  one  is  more  quali- 
fied to  undertake  the  compilation  of  this  monograph 
than  Rene  Geronimo  Favaloro,  M.D.”  During  the  past 
decade  Favaloro  has  accumulated  a vast  experience  in 
the  surgery  of  coronary  arteriosclerosis  at  the  Cleveland 
Clinic. 

The  monograph  deals  with  the  historic  aspects  of  re- 
vascularization surgery,  the  preoperative  evaluation  by 
selective  cine  coronary  arteriography,  the  preoperative 
medical  preparation  of  the  patient,  and  the  technics  of 
both  indirect  and  direct  revascularization  procedures. 

All  these  aspects  of  the  surgical  management  are  pre- 
sented clearly  and  concisely.  In  the  final  chapter  on 
“Surgical  Treatment  of  Acute  Coronary  Insufficiency,” 
the  author  cites  the  successful  application  of  saphenous 
vein  bypass  grafts  during  episodes  of  acute  coronary  in- 
sufficiency in  6 patients.  His  suggestion  that  all  pa- 
tients with  acute  myocardial  infarction  have  selective 
coronary  arteriography  on  admission  to  the  coronary  care 
unit  may  appear  to  be  radical  at  the  present  time  but 
could  in  the  future  lead  to  the  identification  of  patients 
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An  epidemic  that's  striking  home... 

gonorrhea 

There  were  close  to  50,000  reported  cases  of 
gonorrhea  in  the  Empire  State  last  year. . . 
about  75  percent  of  them  in  New  York  City  alone 


in  New  York . . . and  everywhere  else . . . 
a new  alternative 


Jrabicilf 


single-dose  treatment  for 
intramuscular  use  only 

a chemically  distinct  antibiotic  indicated  specifically 
for  treatment  of  acute  gonorrhea: 

in  the  male^cute  urethritis  and  proctitis 
in  the  female-acute  cervicitis  and  proctitis 
when  due  to  susceptible  strains  of  N.  gonorrhoeas 


High  cure  rate;*  96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria  for  diagnosis 
and  cure  are  defined  on  page  3 of  advertisement). 

^su ranee  of  a single-dose,  physician-controlled 
treatment  schedule 

No  allergic  reactions  occurred  In  patients  with 

an  alleged  history  of  penicillin  sensitivity 

when  treated  with  Trobicin,  although  penicillin 

antibody  studies  were  not  performed 

Active  against  most  strains  of 

Neisseria  gonorrhoeae  in  vitro  (M.I.C.  7.5-20  mcg/ml) 

A single  two- gram  injection  produces  peak  serum 
concentrations  averaging  about  100  mcg/ml  in 
one  hour  (average  serum  concentrations  of  15  mcg/ml 
present  8 hours  after  dosing). 

*Data  compiled  from  reports  of  14  investigators. 

NOTE:  Antibiotics  used  in  high  doses  for  short  periods  of  time 
to  treat  gonorrhea  may  mask  or  delay  the  symptoms  of  incubating 
syphilis.  Since  the  treatment  of  syphilis  demands  prolonged 
therapy  with  any  effective  antibiotic,  and  since  Trobicin  is  not  indicated 
in  the  treatment  of  syphilis,  patients  being  treated  for  gonorrhea 
should  be  closely  observed  clinically.  Monthly  serological  follow-up 
for  at  least  3 months  should  be  instituted  if  the  diagnosis  of 
syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously 
found  hypersensitive  to  it. 

For  full  prescribing  information,  including  contraindications,  warnings 
and  precautions,  please  see  last  page  of  this  advertisement. 
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Irobkin  and  the  gonorrhea  challenge 


An  accelerating  epidemic— 
a decelerating  susceptibility  to  penicillin 

Gonorrhea  is  now  the  most  prevalent  reported  communica- 
ble disease  in  the  nation.  The  estimated  number  of  new  cases 
of  gonorrhea  in  the  United  States  exceeded  two  million  for 
the  first  time  in  1970.  To  compound  the  problems,  strains  of 
N.  gonorrhoeae  increasingly  resistant  to  penicillin  and  other 
antibiotics  are  appearing  throughout  the  country.  Schedules 
of  treatment  which  were  effective  only  a few  years  ago  now 
result  in  a significant  percentage  of  treatment  failure.  In  vitro 
studies  have  demonstrated  that  resistance  of  N.  gonorrhoeae 
may  also  develop  to  Trobicin. 

Thus,  while  aqueous  Procaine  Penicillin  G remains  the  drug 
of  choice  for  the  majority  of  patients,  the  need  for  a non- 
penicillin, intramuscular  antibiotic  for  acute  gonorrhea  in 
the  male  and  female  is  abundantly  clear.  Such  an  antibiotic 
should  be  effective  following  a single  intramuscular  injection 
—and  it  should  not  demonstrate  cross-resistance  with  penicillin 
Trobicin— a new  alternative  specifically 
for  the  treatment  of  acute  gonorrhea 
Trobicin  is  indicated  in  the  treatment  of  acute  gonorrheal 
urethritis  and  proctitis  in  the  male  and  acute  gonorrheal  cer- 
vicitis and  proctitis  in  the  female  when  due  to  susceptible 
strains  of  N.  gonorrhoeae. 

High  cure  rates: 

96%  of  571  males,  95%  of  294  females 


No  allergic  reactions  occurred  in  patients  with  an 
alleged  history  of  penicillin  hypersensitivity  when 
treated  with  Trobicin,  although  penicillin  antibody 
studies  were  not  performed. 

Chemically  distinct 

Trobicin  is  structurally  not  related  to  any  other  antibiotic 
commonly  used  to  treat  gonorrhea. 

The  assurance  of  a single-dose, 
physician-controlled  treatment  schedule 

Intramuscular  injections  should  be  made  deep  into  the  upper 
outer  quadrant  of  the  gluteal  muscle. 

Adult  male:  Single  2 gram  dose  I.M.  in  acute  gonorrheal 
urethritis. Single  4 gram  dose  I.M.  (should  be  divided  between 
two  gluteal  injection  sites)  in  gonorrheal  proctitis  and  in 
patients  being  re-treated  after  failure  of  previous  antibiotic 
therapy.  In  geographic  areas  where  antibiotic  resistance  is 
known  to  be  prevalent,  initial  treatment  with  4 grams  intra- 
muscularly is  preferred. 

Adult  female:  Single 4 gram  dose  I.M.  (should  be  divided  be- 
tween two  gluteal  injection  sites)  in  acute  gonorrheal  cer- 
vicitis and  proctitis. 

Safety  for  use  in  pregnancy  has  not  been  established,  nor  has 
safety  for  use  in  infants  and  children. 


Clinical  Results  with  Single-Dose  Treatment,  lntramuscularly*(Data  compiled  from  reports  of  14  investigators**) 


Dosage 

Number  of  Patients 

Number  Cured 

Percent  Cured 

Adult  Males:  Gonorrheal  urethritis 

2 grams 

475 

457 

96% 

4 grams 

96 

93 

97% 

Adult  Females:  Gonorrheal  cervicitis 

4 grams 

294 

280 

95% 

Diagnosis  was  confirmed  by  cultural  identification  of  N.  gon- 
orrhoeoe  on  Thayer-Martin  medium  in  all  patients.  Criteria 
for  cure:  negative  culture  after  at  least  2 days  post-treatment 
in  males  and  at  least  7 days  post-treatment  in  females.  Any 
positive  culture  obtained  post-treatment  was  considered  evi- 
dence of  treotment  failure  even  though  the  follow-up  period 
might  have  been  less  than  the  periods  cited  above  under 
"criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely. 
Such  cases  were  judged  to  be  reinfections  rather  than  re- 
lapses or  failures.  These  cases  were  regarded  as  non-evalu- 
atable  and  were  not  included  in  the  table  above. 


The  following  reactions  were  observed  during  the  single- 
dose clinical  trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  normal 
human  volunteers,  the  following  were  noted:  a decrease  in 
hemoglobin,  hematocrit  and  creatinine  clearance,-  elevation 
of  alkaline  phosphatase,  BUN  and  SGPT  In  single  and  mul- 
tiple-dose studies  in  normal  volunteers,  a reduction  in  urine 
output  was  noted.  Extensive  renal  function  studies  demon- 
strated no  consistent  changes  indicative  of  renal  toxicity. 

*4-grom  cioses  were  injected  in  two  gluteal  sites, 
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a chemically  distinct  antibiotic  indicated 
specifically  for  treatment  of 

acute  gonorrheal  urethritis  and  proctitis  in  males 

and  cervicitis  and  proctitis  in  females 

when  due  to  susceptible  strains  of  N.  gonorrhoeas 


new 


Irobkiif 

SfERILESPECTINOIVClN  DIHYDROCHLORIDE 
PENTAHYDRATE.  UPJOHN 

single-dose  treatment  for  intramuscular  use  only 


Sterile  Trobicin® 

(spectinomydn  di hydrochloride  p>enta- 
hydrote)— For  Intramuscular  injection: 

2 gm  vials  containing  5 ml  when  reconsti- 
tuted with  diluent.  4 gm  vials  containing 
10  ml  when  reconstituted  with  diluent. 

An  aminocyclitol  antibiotic  adive  in  vitro 
against  most  strains  of  Neisseria  gonor- 
rhoeae  (MIC  7.5  to  20  mcg/ml).  Defini- 
tive in  vitro  studies  have  shown  no  cross 
resistance  of  N.  gonorrhoeae  between 
Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethri- 
tis and  proditis  in  the  male  and  acute 
gonorrheal  cervicitis  and  proditis  in  the 
female  when  due  to  susceptible  strains 
of  N.  gonorrhoeae. 

Contraindications:  Contraindicated  in 
patients  previously  found  hypersensitive 
to  Trobicin.  Not  indicated  for  the  treat- 
ment of  syphilis. 

Warnings:  Antibiotics  used  to  treat  gon- 
orrhea may  mask  or  delay  the  symp- 
toms of  incubating  syphilis.  Patients 
should  be  carefully  examined  and 
monthly  serological  follow-up  for  at  least 

3 months  should  be  instituted  if  the  diag- 
nosis of  syphilis  is  suspeded. 

Safety  for  use  in  infants,  children  and 
pregnant  women  has  not  been  estab- 
lished. 


Precautions:  The  usual  precautions 
should  be  observed  with  atopic  individ- 
uals. Clinical  effediveness  should  be 
monitored  to  deted  evidence  of  devel- 
opment of  resistance  of  N.  gonorrhoeae. 

Adverse  reactions:  The  following  re- 
adionswere  observed  during  the  single- 
dose clinical  trials:  soreness  at  the  injec- 
tion site,  urticaria,  dizziness,  nausea, 
chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  toler- 
ance studies  in  normal  human  volun- 
teers, the  following  were  noted:  a de- 
crease in  hemoglobin,  hematocrit  and 
creatinine  clearance,-  elevation  of  alka- 
line phosphatase,  BUN  and  SGPT  In 
single  and  multiple-dose  studies  in  nor- 
mal volunteers,  a redudion  in  urine  out- 
put was  noted.  Extensive  renal  fundion 
studies  demonstrated  no  consistent 
changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep 
at  25°C  and  use  within  24  hours  after 
reconstitution  with  diluent. 

A/lo/e  — single  2 gram  dose  (5  ml)  intra- 
muscularly. Patients  with  gonorrheal 
proditis  and  patients  being  re-treated 
after  failure  of  previous  antibiotic  ther- 
apy should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  re- 


sistance IS  known  to  be  prevalent,  initial 
treatment  with  4 grams  (10  ml)  intramus- 
cularly is  preferred. 

Female—  single  4 gram  dose  (10  ml)  in- 
tramuscularly. 

How  supplied:  Vials,  2 and  4 grams 
— with  ampoule  of  Bacteriostatic  Water 
for  Injection  with  Benzyl  Alcohol  0.9% 
w/v.  Reconstitution  yields  5 and  10  ml 
respedively  with  a concentration  of  spec- 
tinomycin  dihydrochloride  pentahydrate 
equivalent  to  400  mg  spedinomycin  per 
ml.  For  intramuscular  use  only. 

Susceptibility  Powder  — for  testing  In 
vitro  susceptibility  of  N.  gonorrhoeae. 

Human  pharmacology:  Rapidly  ab- 
sorbed after  intromuscular  injedion.  A 
two-gram  injedion  produces  peak  serum 
concentrations  averaging  about  1 00 
mcg/ml  at  one  hour  with  15  mcg/ml  at 
8 hours.  A four-gram  injedion  produces 
peak  serum  concentrations  averaging 
160  mcg/ml  at  two  hours  with  31  meg/ 
ml  at  8 hours. 

For  additional  product  information,  see 
your  Upjohn  representative  or  consult 
the  package  insert.  med-b-i  s(lwb) 


Upiohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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Family  Therapy  and  Research.  An  Annotated  Bibli- 
ography of  Articles  and  Books  Published  1950-1970. 
By  Ira  D.  Click,  M.D.,  and  Jay  Haley.  Quarto  of  280 
pages.  New  York,  Grune  & Stratton,  Inc.,  1971.  Cloth, 
$12.50. 

This  bibliography  of  articles  and  books  published  from 
1950  to  1970  attempts  to  include  all  that  has  been  written 
on  family  therapy  as  well  as  published  family  research 
studies  relevant  to  the  fields  of  psychiatry,  psychology, 
and  social  work.  The  many  papers  and  books  on  the 
family  in  the  area  of  sociology  and  anthropology  have 
been  excluded.  Also  excluded  are  popular  books  and 
magazine  articles  for  the  nonprofessional. 

Medical  Annual.  A Year  Book  of  Treatment  with  a 
Practitioners’  Index.  88th  year.  Edited  by  Sir  Ronald 
Bodley  Scott,  K.C.V.O.,  M.A.,  and  R.  Milnes  Walker, 
C.B.E.,  M.S.  Octavo  of  586  pages,  illustrated  Balti- 
more, The  Williams  & Wilkins  Company,  1970.  Cloth, 
$12. 

This  is  an  important  reference  work  in  which,  over  a 
period  of  a few  years,  a note  can  be  found  on  almost  any 
subject  which  affects  the  doctor.  In  addition  to  reviews, 
each  year  there  are  included  a few  special  articles  giving 
a summary  of  present  knowledge  on  subjects  of  wide 
interest  to  doctors. 

Energy  Metabolism  in  Trauma.  A Ciba  Foundation 
Symposium.  Edited  by  Ruth  Porter  and  Julie  Knight. 
Octavo  of  202  pages,  illustrated.  Baltimore,  Maryland, 
The  Williams  & Wilkins  Company,  1970.  Cloth,  $9.75. 

This  interdisciplinary  symposium  contains  many  new 
findings  on  the  biochemical  aspects  of  energy  metab- 
olism in  both  injured  man  and  experimental  animals. 
It  should  be  of  value  to  surgeons,  anesthetists,  and 
physicians  concerned  with  the  treatment  of  burned  and 
otherwise  injured  patients,  as  well  as  with  the  care  of 
patients  undergoing  operation. 

Infant  Feeding  and  Feeding  DifBculties.  Fourth 
edition.  By  Ronald  MacKeith,  D.M.,  and  Christopher 
Wood,  M.B.  Octavo  of  268  pages,  illustrated.  Balti- 
more, Maryland,  The  Williams  & Wilkins  Company, 
1971.  Paper,  $9.50. 

In  this  new  edition,  the  sections  dealing  with  the 
physiology  of  infant  feeding  have  been  reviewed  in  detail 
and,  in  order  to  include  new  knowledge,  digestion  and 
absorption  receive  much  more  space.  Also,  there  is  a 
new,  more  comprehensive  chapter  on  malabsorption  as 
well  as  a new  chapter  on  metabolic  disorders. 

Clinical  Haematology.  Third  edition.  By  Robert 
Duncan  Eastham,  M.D.  Duodecimo  of  201  pages,  il- 
lustrated. Baltimore,  Maryland,  The  Williams  & Wil- 
kins Company,  1970.  Paper,  $7.50. 

Many  sections  in  this  third  edition  have  been  revised 
and  rewritten.  Also,  much  additional  information  is  in- 
cluded in  the  sections  dealing  with  vitamin  B12  and  folic 
acid  metabolism,  and  an  attempt  is  made  to  demon- 
strate the  biochemical  complexity  of  folic  acid  metab- 
olism. 
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likely  to  succumb.  In  these  patients,  direct  revascular- 
ization procedures  might  lower  the  mortality  from  acute 
myocardial  infarction  which  has  remained  static  since 
the  introduction  of  the  coronary  care  unit. 

This  book  should  be  read  by  all  physicians  and  sur- 
geons concerned  with  the  evaluation  and  management 
of  patients  with  coronarv  arterv  disease.  Jack  Budow, 
M.I). 

Sex  and  the  Unborn  Child.  By  Roman  Rechnitz  Lim- 
ner. Octavo  of  229  pages.  New  York,  Biomedical  Book 
Service,  1969.  Cloth.  $6.95. 

This  book  is  a rather  unusual  combination  of  projec- 
tion of  scientific  data  and  interpretation  of  religious  dog- 
ma. An  early  interest  in  the  concept  of  “original  sin”  led 
the  author  into  a considerable  amount  of  investigation  of 
this  topic  and  to  the  eventual  conclusion  that  Adam’s 
sin  was  the  breaking  of  a natural  law  that  is  obeyed  by 
all  other  mammalian  species;  namely  that  the  male 
does  not  have  intercourse  with  a pregnant  female.  From 
this  concept  of  the  nature  of  the  original  sin,  Mr.  Limner 
enters  into  a detailed  discussion  of  the  possible  effects  of 
intercourse  during  pregnancy  on  the  unborn  child. 

The  author’s  theory  that  sexual  intercourse  during 
pregnancy  may  be  detrimental  to  the  unborn  child  par- 
ticularly during  the  first  trimester  of  pregnancy  is  based 
largely  on  the  data  gathered  by  Masters  and  Johnson 
which  demonstrated  strong  physiologic  changes  in 
women  during  sexual  excitement.  Of  particular  impor- 
tance in  this  respect  is  a brief  period  of  anoxia  during 
orgasm  which  effects  the  woman  and  may  logically  simi- 
larly effect  the  embryo  or  fetus  in  her  uterus.  Since  the 
brain  is  particularly  susceptible  to  oxygen  deficiency, 
the  author  stresses  the  possibility  that  anoxia  at  a criti- 
cal time  during  development  of  this  organ  might  lead  to 
mental  retardation  and  possibly  other  nervous  system 
abnormalities. 

The  scientific  concept  that  the  author  has  put  forward 
has  at  the  present  time  little  evidence  to  support  it. 
Furthermore,  it  will  be  extremely  difficult  to  gather  hu- 
man data  which  can  either  lend  support  or  refute  the 
theory.  Nevertheless,  there  does  appear  to  be  good  rea- 
son to  support  prospective  and  retrospective  statistical 
studies  in  humans  as  well  as  experimental  work  in  sub- 
human primates  to  test  this  hypothesis. 

The  relationship  of  this  possible  problem  to  the  nature 
of  the  “original  sin”  is  far  from  convincing  but  the 
broader  idea  that  biologists,  social  scientists,  and  theo- 
logians must  learn  to  work  together  for  the  betterment  of 
mankind  must  be  applauded.  George  B.  Talbert. 


Progress  in  Neurology  and  Psychiatry.  An  Annual 
Review.  Volume  XXV.  Edited  by  E.  A.  Spiegel, 
M.D.  Octavo  of  495  pages.  New  York,  Grune  & Strat- 
ton, Inc.,  1970.  Cloth,  $28.75. 

This  volume  has  a long  list  of  contributors  who  sum- 
marize various  published  papers,  trends,  and  studies  in 
the  neurologic  sciences  including  neurology,  neurosur- 
gery, and  psychiatry. 

The  vast  amount  of  material  reviewed  necessitates 
very  brief  notations  as  well  as  succinct  reviews,  always 
indicating  what  modern  papers  should  be  consulted  to 
enlarge  one’s  knowledge  in  any  area. 
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F5c  only:  for  better  therapeutic  control 


Each  Berocca  Tablet  contains: 

Thiamine  mononitrate 1 5 mg 

Riboflavin 15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin 5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 

Indications:  Nutritional  supplementation  in  conditions 
in  which  water-soluble  vitamins  are  required  prophy- 
lactically  or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious 
anemia  or  other  primary  or  secondary  anemias.  Neu- 
rologic involvement  may  develop  or  progress,  despite 
temporary  remission  of  anemia,  in  patients  with  perni- 
cious anemia  who  receive  more  than  0.1  mg  of  folic 
acid  per  day  and  who  are  inadequately  treated  with 
vitamin  Biz. 

Dosage:  1 or  2 tablets  daily,  as  indicated  byclinical  need. 
Available:  In  bottles  of  1 00. 
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THE  U.S.P  DESCRIBES  ONLY 
ONE  STANDARD  FOR 
CONJUGATED  ESTROGENS... 


THE  PREMARJN^  STANDARD 

(CON)UGATED 
ESTROGENS  TABLETS.  U.S.P) 


In  the  latest  edition  of  the  United  States 
Pharmacopeia— an  "official  compendium" 
of  drug  potency,  quality,  and  purity— there 
is  now  a clear  distinction  made  between 
conjugated  estrogens  and  other  estro- 
gens. And  of  the  leading  estrogen  prep- 
arations available  today,  PREMARIN  is 
the  only  one  whose  composition  meets  all 
of  the  U.S.P.  specifications  for  conjugated 
estrogens. 

We're  of  course  gratified  that  the  United 
States  Pharmacopeia  has  included  con- 
jugated estrogens  in  the  U.S.P.  XVIII,  and 
that  PREMARIN  meets  the  U.S.P.  standard 

BRIEF  SUMMARY 

(For  full  prescribing  information,  see  package  circular.) 
PREMARIN^  (Conjugated  Estrogens  Tablets,  U.S.P.) 
Indications:  PREMARIN  provides  specific  replacement 
therapy  in  the  management  of  estrogen  deficiency  states, 
notably  in  the  menopause  and  postmenopause. 
Precautions;  In  the  lemale:  To  avoid  continuous  stimu- 
lation of  breast  and  uterus,  cyclic  therapy  is  recommended 
(3  week  regimen  with  1 week  rest  period— Withdrawal 
bleeding  may  occur  during  this  1 week  rest  period). 

Failure  to  control  breakthrough  bleeding  or  unexpected 
recurrence  is  an  indication  for  curettage. 

In  the  male:  Continuous  therapy  over  prolonged  periods 
of  time  may  produce  gynecomastia,  loss  of  libido,  and 
testicular  atrophy. 

Dosage  and  Administration:  Cyclic  administration  is  rec- 
ommended (3  weeks  of  daily  estrogen  therapy  and  1 week 
off). 

If  patient  has  not  menstruated  within  last  two  months 
or  more,  cyclic  administration  is  started  arbitrarily.  If  pa- 
tient is  menstruating,  cyclic  administration  is  started  on 
day  5 of  bleeding. 

If  breakthrough  bleeding  occurs  (bleeding  or  spotting 
during  estrogen  therapy),  increase  estrogen  dosage  as 
needed  to  stop  bleeding.  In  the  following  cycle,  the  dos- 
age level  which  was  employed  for  hemostasis  should  be 
used  for  daily  administration.  In  subsequent  cycles,  the 
estrogen  dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free.  (See  Pre- 
cautions.) 


for  conjugated  estrogens.  But,  above  and 
beyond  meeting  all  of  the  U.S.P.  specifica- 
tions, PREMARIN  continues  to  be  manufac- 
tured with  natural  estrogens  exclusively  and 
contains  no  synthetic  supplement. 

For  more  than  28  years  it  has  been  man- 
ufactured under  the  strictest  quality  control 
to  assure  consistency  in  product  potency, 
activity  and  stability.  For  more  than  28  years 
it  has  been  the  research  standard  in  its 
field.  For  more  than  28  years  it  has  been  the 
most  widely  prescribed  agent  of  its  kind. 

PREMARIN.  Assurance  of  quality  for  you 
and  your  patients. 

Menopause  (natural  or  artificial)— PREMARIN  1.25  mg. 
daily,  cyclically.  Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of  the  pa- 
tient. For  hiaintenance,  adjust  dosage  to  lowest  level  that 
will  provide  effective  control.  Many  clinicians  favor  con- 
tinuing cyclic  estrogen  replacement  therapy  throughout 
the  postmenopause  as  a protective  influence  against  ac- 
celerated degenerative  changes  at  the  cellular  level. 

Postmenopause— (\t  uterus  is  intact  the  patient  is  con- 
sidered postmenopausal  from  one  year  after  cessation 
of  menstruation  to  end  of  life  span.)  If  the  presenting 
symptoms  are  those  of  the  menopause,  see  above  for 
dosage.  As  a protective  measure  against  premature  de- 
generative changes  in  bone  and  cellular  metabolism  (e.g. 
atrophic  vaginitis,  osteoporosis),  give  PREMARIN  daily 
and  cyclically.  Adjust  dosage  to  lowest  effective  but  sub- 
bleeding level. 

Estrogen  Deficient  Atrophic  Vaginitis,  Kraurosis  Vulvae, 
and  Pruritus  Vulvae— ^. 25  mg.  to  3.75  mg.  daily,  or  more, 
cyclically— depending  on  the  tissue  response  of  the  in- 
dividual patient. 

How  Supplied:  PREMARIN  (Conjugated  Estrogens  Tab- 
lets, U.S.P.).  No.  865— Each  purple  tablet  contains  2.5  mg. 
No.  866— Each  yellow  tablet  contains  1.25  mg.  No.  867— 
Each  red  tablet  contains  0.625  mg.  No.  868— Each  green 
tablet  contains  0.3  mg. 

Bottles  of  100  and  1,000.  The  1.25  mg.  potency  also 
available  in  unit  dose  package  of  100. 
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That  the  book  is  popular  and  useful  to  many  physi- 
cians and  students  is  the  fact  that  the  present  volume 
celebrates  the  silver  anniversary  of  the  series.  Arthur 
J.  Lapovsky,  M.D. 

Kidney  Disease  in  the  Young.  By  Elvira  Goettsch, 
M.D.  Quarto  of  305  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1971.  Cloth,  $22.50. 

This  book  presents  a study  of  the  medical  aspects  of 
kidney  disease  in  the  young  which  was  presided  over  by 
the  late  John  D.  Lyttle,  M.D.,  and  after  his  death  by 
his  associate  Elvira  Goettsch,  M.D.  It  covers  a period  of 
twenty  years. 

The  basic  materials  used  are  the  records  of  individual 
children  who  were  admitted  to  and  followed  up  in  the 
outpatient  and  inpatient  departments  of  the  Columbia- 
Presbyterian  Medical  Center  in  New  York  City  from 
1929  to  1944  and  at  the  Los  Angeles  Children’s  Hospi- 
tal from  1944  to  1948 — 637  children  in  all. 

According  to  the  classification  decided  on  by  the  doc- 
tor, 57  per  cent  were  labeled  acute  glomerular  nephritis; 
12  per  cent  pure  lipoid  nephrosis;  14  per  cent  nephrotic 
syndrome  with  transient  nephritis;  9 per  cent  chronic 
glomerular  nephritis;  and  6 per  cent  irreversible  ne- 
phrotic syndrome  with  severe  progressive  nephritis.  The 
author  offers  this  classification  as  clinically  justified 
and  useful,  especially  with  respect  to  prognosis. 

The  general  plan  of  exposition  follows  that  of  the  usual 
textbook  except  that  every  theory  of  origin,  every  ana- 
tomic change,  symptom,  sign,  appropriate  immunologic 
and  chemical  test,  whether  of  blood  or  urine,  in  fact 
every  facet  of  the  disease  has  its  own  chapter  and  is  in- 
tensively discussed  according  to  the  viewpoint  of  the 
author  and  as  compared  with  the  findings  of  other  emi- 
nent authors  who  have  taken  a special  interest  in  that 
particular  aspect  of  the  disease. 

A wealth  of  illustrative  protocols  is  scattered  through 
the  text,  some  extending  for  fifteen  to  twenty  years  from 
the  first  observation.  These  protocols  are  mined  and  re- 
mined for  facts  to  support  the  author’s  conclusions,  es- 
pecially with  regard  to  prognosis. 

The  less  common  types  of  glomerular  nephritis,  such 
as  those  complicating  the  collagen  diseases,  oxalosis, 
hemolytic  uremic  disease,  lower  nephron  nephritis,  and 
such,  are  considered  adequately  but  less  intensively, 
undoubtedly  because  they  are  less  frequent. 

As  the  dates  of  the  study  indicate,  treatment  is  divided 
between  three  eras:  treatment  before  the  advent  of  the 
sulfanilamide  group  of  drugs;  treatment  during  the  use 
of  these  drugs;  and  treatment  with  the  earlier  types  of 
antibotic  agents.  There  is  no  discussion  of  the  use  of  im- 
munosuppressive drugs  to  halt  the  progression  of  sub- 
acute or  chronic  nephritis,  or  of  peritoneal  dialysis, 
hemodialysis,  or  kidney  transplant. 

The  author’s  stated  hope  is  that  this  compilation  of 
data  may  stimulate  an  interest  in  the  elusive  features 
of  renal  disease  so  that  the  cause  and  natural  history  of 
the  various  forms  may  finally  be  clarified.  Her  task  has 
been  thoroughly  accomplished.  Kenneth  G.  Jennings, 
M.D. 

Alzheimer’s  Disease  and  Related  Conditions.  A 
Ciba  Foundation  Symposium,  h’dited  by  G.  W. 
Wf)lstenholme  and  Maeve  O’Connor.  Octavo  of  316 
pages,  illustrated.  Baltimore,  Maryland,  The  Williams 


& Wilkins  Company,  1970.  Cloth,  $12.50. 

This  book  contains  a series  of  15  articles  which  were 
presented  at  a Ciba  Foundation  Symposium  held  in 
November  of  1969.  Several  countries  were  represented, 
giving  to  the  symposium  an  international  flavor  and 
polymorphic  viewpoint.  Most  articles  consisted  of  data 
relative  to  the  gross  and  microscopic  patholr^ic  structure 
along  with  two  articles  on  biochemistry,  one  on  genetics 
and  two  on  its  clinical  features.  Unfortunately,  none 
dealt  with  treatment,  reflecting  not  the  inadequacy  of 
the  symposium  but  rather  the  paucity  of  knowledge  of 
this  most  important  aspect.  For  those  who  are  inter- 
ested in  Alzheimer’s  disease  this  symposium  brings  to- 
gether, in  one  compact  volume,  the  cumulative  knowl- 
edge on  this  subject.  Perhaps,  out  of  this  will  even- 
tually evolve  some  theories  on  its  therapeutic  manage- 
ment. Theodore  Meltzer,  M.D. 

Diseases  of  the  Gastro-Intestinal  'Tract.  [Boerhaave 
Series  for  Postgraduate  Medical  Education]  Edited 
by  W.  R.  0.  Goslings,  M.D.  Octavo  of  126  pages,  il- 
lustrated. Baltimore,  The  Williams  & Wilkins  Com- 
pany, 1970.  Cloth,  $11.75. 

These  postgraduate  series  arise  from  the  famous  Boer- 
haave quarter  of  the  medical  faculty  of  the  University 
of  Leiden  in  conjunction  with  the  faculty  of  the  Univer- 
sity of  Edinburgh.  The  foundation  of  the  latter  arose 
at  the  instigation  of  John  Monro,  I,  who  had  studied 
medicine  in  Leiden  under  the  famous  Boerhaave.  It  is  a 
multidisciplined  approach;  many  with  clinical,  others 
with  research  problems.  The  contributors  in  radiology, 
surgery,  therapeutics,  internal  medicine  and  pathology 
wrestle  with  some  of  the  problems,  viz.,  functional  anat- 
omy of  the  stomach,  esophageal  manometry,  relation- 
ship of  anemia  and  surgery  to  carcinoma  of  the  stomach, 
surgical  considerations  in  duodenal  ulcer  and  Crohn’s 
disease,  and  gastrin  studies  generally  and  in  the  Zol- 
linger-Ellison  syndrome.  The  etiologic  and  radiologic 
aspects  of  sprue  will  stimulate  interest  as  will  radiology 
of  the  biliary  tract  and  angiography  of  the  pancreas. 
Others  involve  pathology  of  malignant  lymphomas, 
enzyme  biochemistry  of  the  small  intestine,  and  influ- 
ence of  medium  chain  triglyceride  diet  on  fat  absorp- 
tion. 

The  format  is  excellent.  The  articles  are  brief  with 
good  photographs  and  figures.  The  work  has  been  well 
received  as  a postgraduate  course  in  Leiden  on  October 
29th  and  30th,  1969. 

It  should  delight  those  in  the  academy,  students  and 
teachers,  as  well  as  others  interested  in  gastroenterology. 

Bernard  Seligman,  M.D. 

The  Medical  and  Surgical  Management  of  Road  In- 
juries. By  St.  Vincent’s  Hospital  Staff,  Sydney.  Edit- 
ed by  Thomas  Nash.  Quarto  of  192  pages,  illustrated. 
Baltimore,  Maryland,  The  Williams  & Wilkins  Com- 
pany, 1969.  Cloth,  $10.25. 

The  editor  has  collected  a very  knowledgeable  group  of 
authors  to  collaborate  on  this  brief  but  fine  exposition  of 
one  of  the  most  serious  medical  problems  of  our  time 
— management  of  road  injuries. 

The  first  two  and  the  last  two  papers  might  well  be 
required  reading  for  all  applicants  for  licensure  to  drive 
motor  vehicles. 
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The  intervening  chapters,  very  well  written  and  con- 
taining appropriate  data,  should  be  “must”  reading  for 
emergency  room  and  house  staff  personnel.  Most  often 
the  life  and  welfare  of  the  patient  depends  on  the  “first 
treatment”  administered  to  a victim  of  injury  of  our 
“high  speed  age.” 

In  less  urban  and  more  rural  areas  where  emergency 
room  care  is  contracted  out  to  a small  group  of  physi- 
cians, we  believe  that  such  groups  could  gain  great  ad- 
vantage for  handling  of  their  patients  with  a clear  knowl- 
edge of  what  lies  between  the  covers  of  this  volume  since 
it  covers  all  areas  of  medical  and  surgical  thought  and 
care. 

The  short  summaries  that  start  each  chapter  are  well 
written  and  serve  as  an  impetus  to  read  the  chapter  in 
detail.  There  are  other  more  voluminous  books  on  this 
trying  subject,  but  we  have  read  or  reviewed  none  more 
concisely  written. 

We  commend  the  volume  for  reading  to  all  profes- 
sionals and  to  maintain  this  volume  in  emergency 
rooms,  especially  those  institutions  that  see  a lot  of  high- 
way trauma.  Phillip  E.  Lear,  M.D. 

American  Heart  Association  Monograph  Number 
31.  International  Bibliography  of  Cardiovascular 
Auscultation  and  Phonocardiography.  Compiled 
by  Abe  Ravin,  M.D.,  and  Florence  K.  Frame,  M.A. 
Quarto  of  318  pages.  New  York,  The  American  Heart 
Association,  Inc.,  1971.  Cloth,  $10. 

This  is  an  American  Heart  Association  monograph 
compiled  by  Abe  Ravin,  M.D.,  and  Florence  K.  Frame, 
M.A.  The  authors  have  succeeded  in  compiling  over 
6,000  references  of  the  world’s  literature  including  the 
original  titles  with  translations.  The  book  is  divided 
into  five  sections,  the  first  being  journal  articles  listed 
according  to  date  of  publication.  The  second  section  in- 
cludes books,  theses,  dissertations,  and  phonodiscs. 
The  third  section  lists  journal  title  abbreviations  for 
those  unfamiliar  with  them,  and  the  fourth  section  is  an 
author  index.  The  fifth  section  is  a subject  index, 
divided  according  to  major  subjects,  which  is  both  com- 
plete and  not  excessively  detailed. 

The  continued  interest  in  heart  sounds  and  their  eval- 
uation by  various  methods,  plus  the  continued  flow  of 
journal  articles  relating  to  this  subject  attest  to  the  value 
of  this  monograph  to  the  serious  student  of  the  subject. 
This  book  is  well-arranged  for  easy  reading  and  quick 
reference.  The  authors  have  provided  an  excellent  com- 
pilation referable  to  cardiovascular  auscultation  which 
has  not  been  previously  available.  Stanley  I.  Fish- 
man, M.D. 


Methadone 

According  to  Columbia  University  sociologist  Amatai 
Etzioni,  one  third  of  the  heroin  addicts  could  be  restored 
to  useful  life  with  the  use  of  methadone  at  a daily  cost 
per  person  of  8 cents  for  methadone  and  $4.85  for  ad- 
ministrative and  supportive  services,  compared  with 
$20  a day  in  jail  or  $40  to  $70  a day  in  a psychiatric  hos- 
pital. 
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Editorials 


The  Rocky  Mountain  laboratory- 
size  is  not  essential  to  success 


The  Bitterroot  Valley  of  Southern  Montana  was 
long  known  to  early  settlers  as  the  site  of  a virulent 
and  fatal  disease,  Rocky  Mountain  spotted  fever. 

The  settlers  thought  the  disease  was  brought 
about  by  drinking  water  from  melted  snow,  the 
indigenous  Indians  however,  much  wiser,  thought 
the  sickness  was  caused  by  tick  bite.  It  was  not 
until  1906  that  Howard  Taylor  Ricketts  proved  the 
Indians  right  by  demonstrating  that  ticks  feeding 
on  a sick  animal  could  infect  a healthy  one. 

In  the  early  1900’s  80  per  cent  of  the  people  who 
contracted  the  disease  in  this  area  died  from  it  and 
there  were  indications  that  the  disease  was  spread- 
ing throughout  the  west.  In  the  past  forty  years  it 
has  reached  the  eastern  seaboard. 

Pressure  for  action  on  spotted  fever  increased 
after  1921,  when  a prominent  Montana  State  leg- 
islator and  his  wife  died  of  the  disease.  This  led  to 
a combined  attack  by  the  State  of  Montana  and 
the  federal  government  through  the  United  States 
Public  Health  Service. 

A small  investigative  laboratory  was  built  in  the 
heart  of  the  endemic  area  in  1928.  This  lapse  of 
twenty-two  years  from  the  time  of  discovery  of  the 
source  of  the  disease  and  a concrete  move  to  do 
something  about  it  is  regrettable  and  a sad  com- 
mentary on  government  inertia. 

The  laboratory  finally  established  is  small  even 
today,  having  only  145  workers,  26  being  doctoral- 


level  researchers.  Their  accomplishment  has  been 
great.  They  were  able  to  isolate  the  organism 
responsible  for  spotted  fever  and  develop  a com- 
petent vaccine  to  counteract  it.  This  served  well 
into  the  antibiotic  era  when  broad  spectrum  drugs 
superseded  the  vaccine.  The  agent  causing  Q 
fever  was  discovered  at  this  laboratory  as  well  as 
the  Ribi  press  used  to  rupture  the  cell  walls  of 
bacteria. 

The  laboratory  houses  the  most  complete  tick 
collection  in  the  world,  800  species.  It  is  one  of  the 
two  places  in  the  world  where  ticks  can  be  identi- 
fied; the  other  is  the  laboratory  supported  by  the 
United  States  Navy  in  Cairo,  Egypt. 

Much  important  work  is  going  on  today  in  fields 
removed  from  acarology;  they  include  work  on 
molecular  biology,  immunology,  medical  ento- 
mology, and  viral  diseases,  particularly  those  of 
concern  to  veterinarians. 

Isolated  and  small,  the  laboratory  atmosphere  is 
good  for  scientific  work  but  rough  on  families. 
However,  the  families  bear  it  as  do  the  families  of 
other  explorers  and  there  are  some  compensations; 
the  wide  open  sky,  an  agreeable  climate,  breath- 
taking mountain  vistas.  As  one  scientist  noted 
“there  are  fewer  nicer  ways  to  analyze  a problem  in 
ones  laboratory  than  to  contemplate  it  as  one 
watches  the  sun  set  behind  the  precipitous  peaks 
of  the  Bitterroot  Range.” 
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TIPS  FOR  THE  IDENTIFICATION  OF  DRUG  ABUSERS 

The  following  chart  was  adapted  by  the  Suffolk  County  Medical  Society  from  one 
prepared  by  the  Suffolk  County  District  Attorney’s  Office 


Drugs  Used 

Physical  Symptoms 

Look  For 

Dangers 

Glue  Sniffing 

Violence,  Drunk 
Appearance,  Dreamy 
or  blank  expression 

Tubes  of  glue.  Glue 
smears.  Large  Paper 
Bags,  or  Handkerchiefs 

Lung/Brain/Liver  Dam- 
age, Death  through 
suffocation  or  choking. 
Anemia 

Heroin, 

Morphine, 

Codeine 

Stupor,  Drowsiness, 
Needle  marks  on  body, 
Watery  eyes.  Loss  of 
appetite,  Blood  stain 
on  shirt  sleeve. 
Running  nose 

Needle  or  hypodermic 
syringe.  Cotton,  Tour- 
niquet-string, Rope, 

Belt,  Burnt  bottle 

Caps  or  Spoons,  Glassine 

envelopes 

Death  from  overdose. 
Addiction,  Liver  and 
other  infections  due  to 
unsterile  needles 

Cough  Medicine 
containing  Codeine 
and  Opium 

Drunk  appearance. 
Lack  of  coordination. 
Confusion,  Excessive 
Itching 

Empty  bottle  of 
cough  medicine 

Addiction 

Marijuana 
(“Pot,”  “Grass”) 

Sleepiness,  Wandering 
mind.  Enlarged  pupils. 
Lack  of  co-ordination. 
Craving  for  sweets. 
Increased  appetite 

Strong  odor  of  burnt 
leaves.  Small  seeds  in 
pocket  lining. 
Cigarette  paper. 
Discolored  fingers 

Inducement  to  take 
stronger  narcotics. 
Psychological  depend- 
ence. Possible  physical 
damage? 

Hallucinogens: 
(LSD,  DMT) 

Severe  Hallucinations, 
Feelings  of  detachment, 
Incoherent  speech,  Cold 
hands  & feet.  Vomiting, 
Laughing  & crying 

Cube  sugar  with  dis- 
coloration in  center. 
Strong  body  odor. 
Small  tube  of  liquid 

Suicidal  tendencies. 
Unpredictable  behavior. 
Chronic  exposure  causes 
brain  damage 

Stimulants: 
Amphetamines 
(“Pep  Pills,” 
"Ups”) 

Aggressive  behavior. 
Giggling,  Silliness, 

Rapid  Speech,  Confused 
thinking.  No  appetite. 
Extreme  fatigue.  Dry 
Mouth,  Shakiness, 
Insomnia 

Pills  or  capsules 
of  varying  colors, 
Chain  smoking 

Death  from  overdose. 

Hallucinations, 

Psychosis 

Sedatives 
Barbiturates 
(“Goof  Balls,” 
“Downs”) 

Drowsiness,  Stupor, 
Dullness,  Slurred  speech. 
Drunk  appearance. 
Vomiting 

Pills  or  capsules 
of  varying  colors 

Death  or  unconscious- 
ness from  overdose. 
Addiction,  Convulsions 
in  withdrawal 
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For  fast 
electronic 
blood  analysis 
every  day 
right  in 
your  office- 


just  add  blood 


r 


FIRST  CLASS 
Permit  No.  24 
Elkhart,  Indiana 


Business  Reply  Mail 

No  postage  stamp  necessary  if  mailed  in  the  United  States 
ngj^ostage  will  be  paid  by- 

H^jnes  Company 

Division  Miles  Laboratories,  Inc. 

' Elkhart,  Indiana  46514 

■ 

Dept.  1314  AD 


Makes  in-office  blood  testing  a routine  practical  reality 


Every  day,  right  in  your  office. 

While  the  patient’s  right  there.  Fast, 
dependable  blood  testing  that  also 
saves  your  patient  money. 

And  consider  being  able  to  double- 
check an  unexpected  or  abnormal 
finding  right  away... convenient  moni- 
toring of  patients  from  visit  to  visit . . . com- 
plete control  of  the  testing  procedure 
yourself.  You  can  have  it  all  and  more 
with  the  AMES/BMI  ’’’  Blood  Analyzer. 

The  system  is  so  easy  to  use.  Pro- 


cedures are  simplified.  Your  present 
personnel  can  perform  the  tests.  In  less 
than  two  minutes  operator  time  per  test 
on  an  average.  Even  where  incubation 
is  required,  it's  still  less  than  15 
minutes  total  time. 

Then,  of  course,  there’s 
economy.  With  bulk  reagents,  cost 
per  test  is  under  25C.  You’re  also 
assured  of  competent  technical  assis- 
tance as  well  as  a full-scale  main- 
tenance and  supply  service. 


Blood  Chemistries  Available: 


albumin 

alkaline  phosphatase 

bilirubin 

BUN 

cholesterol 

creatinine 

cyanmethemoglobin 
PSP  (urine  test) 


oxyhemoglobin 

SCOT 

SGPT 

total  protein 
true  glucose 
uric  acid 
globulin  by 
derivation 


Ames/BMI™  Blood  Analyzer 


Gentlemen: 

□ Please  send  me  further  informiation  on  the  AMES/BMr“ 
Blood  Analyzer. 

L I would  like  a demonstration  of  the  AMES/BMI  Blood 
Analyzer  in  my  office. 


Ames  Company 

QO'“  Division  Miles  Laboratories,  Inc 
Elkhart,  Indiana  46514 

"Chemical  and  Biological 
Information  Systems  Serving 
Medicine  and  Industry’’ 


Phone Best  time  to  call  A.M P.M. 

Name 

Address  _ _ 

City  State Zip  Code 


NY-ll/l 


It’s  easy  to  get  further  information  or 
a demonstration  in  your  office.  Just  fill 
in  and  mail  this  card. 


Scientific  Articks 


THE  PILL, 

THE  SMEAR, 

AND  CANCER 

NORMAN  G.  COUREY,  M.D.,  C.M. 

Buffalo,  New  York 

AUDREY  S.  POWELL,  R.N. 

Buffalo,  New  York 

Chairman.  (Dr  Courey),  and  Research  Nurse  (Mrs  Powell). 
Department  of  Gynecology  and  Obstetrics,  Deaconess 
Hospital 


Heated  controversy  has  been  generated  over  the 
past  few  years  regarding  the  possible  modifying  ef- 
fects of  oral  contraceptive  steroids  on  cervical  and 


An  attempt  is  made  to  define  the  relationship  be- 
tween oral  contraceptive  therapy,  the  abnormal 
Papanicolaou  smear,  and  the  incidence  of  pelvic 
neoplasm.  A survey  of  the  literature  as  well  as  the 
author’s  own  experience  in  ten  years  of  private  prac- 
tice emphasize  the  necessity  of  very  careful  and  ob- 
jective evaluation  of  personally  obtained  data,  as 
well  as  that  published  in  the  literature,  before  reach- 
ing any  definite  conclusions.  To  date,  there  has  not 
been  enough  good  evidence  presented  to  associate 
the  pill  with  genital  cancer. 


uterine  epithelium  and  the  implied  relationship 
of  any  induced  or  accompanying  cervical  and/or 
endometrial  atypia  to  eventual  development  of 
cancer. 

On  one  hand,  Drill*  reviewed  the  literature  in 
1966  and  concluded  that  from  the  data  available, 
no  undesirable  effect  of  the  oral  contraceptives  was 
demonstrated.  In  the  same  year,  Wied  et  al.'^ 
found  no  statistically  significant  increase  of  atypia 


TABLE  I.  Twenty-six  women  with  genital  cancer,  in  childbearing  age  (not  taking  oral  contraceptives) 


Race 

Age  at 
Diagnosis 
( Y eai-s) 

Gravidity 

Parity 

Age  at 
Primi- 
gravida 
(Years) 

Pap 

Smear 

Diagnosis 

N 

22 

5 

3 

17 

Pos. 

Cancer  of  cervix 

N 

25 

6 

6 

18 

Pos. 

Cancer  of  cervix 

N 

28 

7 

7 

18 

Pos. 

Cancer  of  cervix 

N 

29 

1 

1 

29 

Pos. 

Cancer  of  cervix 

N 

29 

7 

6 

17 

Pos. 

Cancer  of  cervix,  in  situ 

W 

30 

4 

3 

20 

Pos. 

Cancer  of  cervix,  in  situ 

N 

31 

4 

3 

25 

Pos. 

Cancer  of  cervix,  microinvasive 

W 

32 

3 

3 

21 

Pos. 

Cancer  of  cervix,  in  situ 

w 

33 

7 

5 

19 

Pos. 

Cancer  of  cervix,  in  situ 

w 

33 

2 

2 

20 

Pos. 

Cancer  of  cervix,  in  situ 

w 

33 

2 

2 

18 

Pos. 

Cancer  of  cervix,  in  situ 

w 

34 

6 

5 

19 

Neg. 

Pelvic  leiomyosarcoma 

w 

34 

3 

2 

17 

Pos. 

Cancer  of  cervix,  in  situ 

N 

36 

3 

2 

19 

Pos. 

Cancer  of  cervix,  in  situ 

w 

37 

5 

3 

21 

Pos. 

Cancer  of  cervix  and  leiomyoma  of  uterus 

w 

39 

2 

2 

Unknown 

Pos. 

Cancer  of  cervix 

N 

39 

3 

3 

20 

Neg. 

Cancer  of  cervix 

w 

39 

2 

2 

25 

Pos. 

Cancer  of  cervix 

w 

39 

4 

4 

24 

Pos. 

Cancer  of  cervix,  in  situ 

w 

40 

4 

2 

24 

Pos. 

Cancer  of  cervix,  in  situ 

w 

40 

1 

1 

24 

Pos. 

Cancer  of  cervix,  in  situ 

w 

43 

1 

0 

Unknown 

Pos. 

Cancer  of  cervix,  in  situ 

w 

42 

0 

0 

Pos. 

Cancer  of  cervix,  in  situ 

w 

43 

2 

1 

25 

Pos. 

Cancer  of  cervix,  in  situ 

w 

44 

10 

9 

18 

Pos. 

Cancer  of  cervix,  in  situ 

w 

45 

1 

1 

30 

Pos. 

Cancer  of  cervix,  in  situ 
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TABLE  II.  Six  women  with  genital  cancer  of  childbearing  age,  taking  oral  contraceptives 


Race 

Age  at 
Diagnosis 
(Years) 

Gravidity 

Parity 

Age  at 
Primi- 
gravida 
( Y ears) 

Oral 

Contraceptive 

Medication 

Duration 

of 

Treatment 

Pap 

Smear 

Diagnosis 

N 

22 

4 

2 

16 

N orethindrone  / 
mestranol 
(Orthonovum) 

4 months 

8 all 
neg. 

Cancer  of  cervix, 
in  situ 

W 

25 

1 

1 

18 

Medi’oxyprogesterone/ 

estradiol 

(Provest) 

Norethindrone/ 

mestranol 

5 months 
23  months 

Pos. 

Cancer  of  cervix, 
in  situ 

W 

26 

1 

0 

26 

Norethynodrel/ 

mestranol 

(Enovid) 

8 days 

Pos. 

Cancer  of  cervix, 
in  situ 

w 

27 

1 

0 

27 

Norethindrone/ 

estradiol 

(Norlestrin) 

24  months 

4 all 
neg. 

Cancer  of  cervix, 
in  situ 

N 

29 

3 

3 

14 

Norethindrone/ 

mestranol 

21  months 

Pos. 

Cancer  of  cervix, 
in  situ 

w 

42 

3 

3 

23 

Norethindrone/ 

mesti’anol 

20  months 

Suspi- 

cious 

Cancer  of  cervix, 
in  situ 

in  women  under  progestin  medication  as  com- 
pared with  a large  control  group.  Differences  were 
found,  however,  in  microbiologic  populations  of 
the  two  groups. 

Conversely,  others  reported  changes  in  cervical 
and  uterine  epithelium  occurring  under  the  in- 
fluence of  continued  progestin  therapy,  similar  to 
those  which  occur  during  pregnancy.  Maqueo 
et  al.-^  found  cervical  glandular  hypersecretion, 
increased  stromal  edema,  and  pronounced  squa- 
mous metaplasia  accompanying  both  situations. 
Utsumi,  Kuribayashi,  and  Kumakiri^  reported 
endometrial  changes  induced  by  a progestin- 
estrogen  medication,  with  atrophy,  cystic  change, 
and  inadequate  development  of  the  endometrial 
glands  as  pertinent  findings,  accompanied  by 
stromal  edema,  lymphatic  channel  dilatation,  and 
indistinct  stromal  cell  changes  (decidua-like). 
Taylor,  Irey,  and  Norris’’  examined  13  patients  who 
were  on  oral  contraceptive  therapy  and  found  a 
distinctive  atypical  polypoid  endocervical  hyper- 
plasia to  be  present,  wbicb  resembled  adenocarci- 
noma, but  was  “probably  benign”  and  in  each 
case  was  associated  with  inflammation  accom- 
panying coexisting  infection.  Azzopardi  and 
Zayid*’  reported  marked  atrophy  of  endometrial 
glands  and  massive  pseudodecidual  stromal  trans- 
formation resulting  from  continuous  synthetic  pro- 
gestin-estrogen theory.  In  1968,  Kyriakos,  Kemp- 
son,  and  Konikov'  implicated  oral  contraceptives 
in  the  development  of  two  types  of  endocervical  le- 
sions, both  of  which  were  benign  but  could  be  mis- 
taken histologically  for  adenocarcinoma:  squamo- 
columnar  prosoplasia  (epidermalization)  and  “mi- 
croglandular  hyperplasia.”  Similarly,  Gall, 
Bourgeois,  and  Maguire”  observed  clinical  lesions 
(none  carcinoma)  in  a very  large  percentage  of  oral 
contraceptive  patients,  and  finally  tbe  recent  study 
of  Melamed  et  al.'^  demonstrated  a statistically 


significant  increase  in  uterine  cervical  carcinoma 
in  situ  in  women  taking  oral  steroids  as  compared 
with  women  who  used  the  diaphragm. 

Since  we  prescribe  oral  contraceptive  medication 
as  a method  of  birth  control  for  about  one-third  of 
our  total  number  of  private  patients,  the  implica- 
tion that  these  drugs  might  be  involved  somehow 
in  either  the  initiation  or  acceleration  of  malignant 
processes  is  a consideration  of  deep  consequence. 
Accordingly,  we  reviewed  the  case  histories  of  all  of 
our  patients  to  establish  the  incidence  of  genital 
malignant  conditions  in  our  private  practice  pop- 
ulation and  the  relationship  of  progestational 
therapy  to  this  incidence. 

Materials  and  methods 

In  the  last  ten  years,  we  have  seen  3,972  patients 
in  our  office,  of  whom  2,868  are  still  in  our  active 
files.  Of  these,  955  have  at  one  time  taken  or  are 
still  taking  oral  contraceptive  steroids.  Papani- 
colaou smears  were  taken  either  at  yearly  examina- 
tion, before  the  initiation  of  progestational  therapy, 
or  when  the  patient  presented  such  symptoms  as 
severe  vaginal  discharge,  irregular  bleeding,  cer- 
vical erosion,  pelvic  relaxation,  and  so  forth.  All 
patients  who  had  positive  or  suspicious  smear 
findings  were  reviewed,  as  well  as  those  patients 
with  genital  cancer,  smear  reports  notwithstand- 
ing. 

Results 

Results  of  Papanicolaou  smears  were  reported  as 
positive  or  suspicious  in  87  patients,  and  after  sub- 
sequent diagnostic  procedures  39  proved  to  have 
cervical  or  uterine  cancer.  There  were  an  addition- 
al 8 cases  of  genital  cancer  diagnosed  in  women 
whose  smears  were  reported  as  negative,  and  1 
whose  smear  report  was  unobtainable,  making  a 
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TABLE  III.  Sixteen  women  with  genital  cancer,  over  childbearing  age 


Race 

Age  at 
Diagnosis 
(Years) 

Gravidity 

Parity 

Age  at 
Primi- 
gravida 
(Years) 

Pap 

Smear 

Diagnosis 

W 

49 

3 

2 

33 

Pos. 

Cancer  of  corpus 

W 

50 

2 

2 

22 

Pos. 

Cancer  of  cervix. 

W 

50 

7 

7 

20 

Pos. 

Cancer  of  cervix, 

W 

51 

2 

1 

24 

Pos. 

Cancer  of  cervix, 

W 

54 

1 

0 

26 

Pos. 

Cancer  of  cervix. 

W 

57 

2 

2 

21 

Pos. 

Cancer  of  corpus 

W 

58 

1 

0 

41 

Neg. 

Cancer  of  corpus 

W 

58 

2 

2 

22 

Pos. 

Cancer  of  cervix 

W 

60 

1 

1 

30 

Neg. 

Cancer  of  corpus 

W 

60 

0 

0 

Neg. 

Cancer  of  corpus 

W 

61 

3 

2 

23 

Unknown 

Cancer  of  cervix 

W 

67 

2 

2 

22 

Pos. 

Cancer  of  corpus 

W 

68 

3 

2 

27 

Neg. 

Cancer  of  corpus 

W 

70 

2 

2 

24 

Pos. 

Cancer  of  cervix 

W 

77 

3 

3 

23 

Pos. 

Cancer  of  corpus 

W 

79 

2 

2 

27 

Pos. 

Cancer  of  corpus 

TABLE  IV.  False  positive  or  suspicious  Papanicolaou  smears 


Women  on  Oral  Contraceptive 
Therapy  Included  in  Total ■ 


Papanicolaou 

smear 

Total  Number 
of  Women 

Number  and 
Per  Cent  of  Total 

Duration  of 
Therapy 
(Months) 

Final  Diagnostic  Findings 

Frankly  positive 

7 

1 (14) 

6 

Ranged  from  minimal  pathologic  cervi- 
cal changes  to  severe  squamous 
metaplasia  and  basal  cell  hyperplasia. 

False  positive 

14 

6(42) 

1 to  28 

Repeated  smears  on  at  least  2 subse- 
quent occasions  reported  as  negative. 

Suspicious 

27 

7(25) 

2 to  36 

Ranged  from  normal  cervix  to  severe 

atypical  squamous  metaplasia.  Four 
women  have  remained  on  oral  contra- 
ceptive medication  from  12  to  54 
months,  with  successive  smears  all 
negative. 

Totals  48  14  (28) 


total  of  48  cases  among  3,972  patients  seen  in  or 
referred  to  our  private  practice  over  the  last  ten 
years.  Of  these  48  women,  32  were  in  the  child- 
bearing age  at  diagnosis,  and  6 had  been  taking 
oral  contraceptives  from  eight  days  to  twenty-four 
months.  Table  I classifies  the  26  women  of  child- 
bearing age  who  had  not  been  exposed  to  steroid 
medication.  Listed  are  race,  age  at  diagnosis  of 
pathologic  condition,  gravidity,  parity,  age  at 
primigravida,  Papanicolaou  smear  report,  and 
final  diagnosis.  The  ages  ranged  from  twenty-two 
to  forty-five  years,  gravidity  and  parity  from  0 to  9 
and  10  respectively,  and  age  at  first  pregnancy 
from  seventeen  to  thirty  years. 

Table  II  similarly  describes  the  6 women  on 
progestin  therapy  who  developed  genital  neoplasms 
with  details  of  their  medication  course. 

Table  III  tabulates  data  from  the  16  cancer  pa- 
tients who  neither  were  in  the  childbearing  age  at 
time  of  diagnosis,  nor  had  taken  oral  contracep- 
tives. Their  ages  ranged  from  forty-nine  to 
seventy-nine  years;  their  gravidity  and  parity  from 


0 to  7.  Of  interest  is  the  incidence  of  10  cases  with 
cancer  of  the  corpus  in  the  older  women,  as  com- 
pared with  not  one  case  seen  in  the  younger  groups. 

Table  IV  describes  the  remaining  48  patients 
with  false  positive  or  suspicious  smears,  14  of 
whom  were  on  oral  contraceptive  medication. 

It  would  be  difficult  from  these  data  to  define 
any  association  between  abnormal  Papanicolaou 
smears  and  oral  contraceptives.  Only  4 of  the  6 
progestin  patients  with  cancer  showed  frankly  pos- 
itive or  suspicious  smear  results  (66  per  cent) 
(Table  II),  while  there  were  24  out  of  26  positive 
results  (92  per  cent)  in  cancer  patients  not  taking 
the  pill  (Table  I).  With  the  older  cancer  patients, 
only  11  positive  smear  results  were  found  in  15 
cases  (73  per  cent)  (Table  III).  The  false  positive 
smear  group  also  exhibited  no  significant  contra- 
ceptive-smear correlation  (Table  IV). 

Comment 

With  regard  to  the  relationship  of  pelvic  cancer 
and  progestational  therapy,  we  made  no  attempt 
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to  draw  conclusions  from  our  data,  but  were  guided 
by  the  following  considerations: 

Investigators  are  naturally  anxious  to  present 
meaningful  information  and  medically  significant 
findings  as  rapidly  as  possible;  however,  eagerness 
must  be  tempered  with  an  appreciation  of  the  real 
limits  of  our  knowledge  and  our  ability  to  draw 
valid  conclusions  from  impressions  or  apparent 
trends.  Tietze^®  enumerated  a number  of  condi- 
tions which  had  to  be  met  to  make  valid  statistical 
observations.  In  a one-year  study  of  cervical  can- 
cer, at  least  7,500  women  and  an  equal  number  of 
controls  would  have  to  be  observed  to  detect  a five 
fold  rise  in  annual  incidence;  60,000  each  to  dem- 
onstrate a doubling  of  the  rate.  To  evaluate 
endometrial  cancer,  ten  times  these  numbers 
would  be  necessary.  Hertz“  pointed  out  that  since 
the  pathogenetic  period  for  cancer  of  the  cervix  is 
estimated  to  be  from  seven  to  ten  years,  any  study 
of  medication  effect  should  exceed  this  period;  to 
demonstrate  a statistically  significant  undelayed 
twofold  increase  in  risk  of  incidence  of  cervical 
cancer  would  require  15,000  to  20,000  women  with 
a four-year  follow-up  (60,000  to  80,000  person 
years).  Changes  in  the  incidence  of  endometrial 
cancer  would  require  numbers  six  to  eight  times  as 
large. 

Ayre  et  al.  estimated  that  the  course  of  cervical 
dysplasia  (followed  by  serial  cervical  smears)  pro- 
ceeded from  dysplasia  to  carcinoma  in  situ  at  a 
rate  of  12  per  cent  per  eight  months,  with  a life 
cycle  of  68.8  months.  Therefore,  those  cases  of 
carcinoma  in  situ  or  cervical  dysplasia  discovered 
in  women  who  had  been  taking  oral  steroids  for 
relatively  short  periods  of  time,  could  more  prob- 
ably be  attributed  to  sexual  performance  (pre- 
marital sex;  multiplicity  of  partners,  and  so  forth) 
rather  than  medication. 

In  any  large  comparative  study,  it  is  necessary  to 
include  not  only  women  taking  the  medications, 
but  also  women  not  taking  them,  comparable  in  all 
other  important  respects:  age,  parity,  ethnic 

origin,  socioeconomic  status,  and  so  forth.  Con- 
trols cannot  include  women  who  were  excluded 
from  steroid  use  because  of  a history  of  illness  pre- 
disposing to  adverse  experiences.  Christopherson, 
Parker,  and  Drye'^  showed  that  on  repeated  an- 
nual Papanicolaou  smear  screening,  the  number  of 
positive  smears  found  initially  decreased  sub- 
stantially, in  the  same  women,  on  rescreening. 
Therefore,  women  who  were  taking  oral  contra- 
ceptives and  who  were  prescreened,  could  not  be 
compared  with  population  groups  which  did  not 
have  the  same  prescreening. 

Thompson'^  very  cogently  summed  up  the  entire 
picture  by  pointing  out  the  numerous  pitfalls  in 
studying  and  drawing  conclusions  about  the  re- 
lationship of  “the  pill”  to  cervical-uterine  cancer. 
He  emphasized  that  the  populations  studied 
should  include  a large  proportion  of  users  who  had 


a history  of  extensive  and  early-starting  sexual 
activity,  early  and  repeated  pregnancies,  a succes- 
sion of  sexual  partners,  and  a high  incidence  of 
pelvic  inflammatory  disease.  The  incidence  fig- 
ures for  this  group  could  not  be  compared  retro- 
spectively with  similar  age  groups,  since  cervical 
smears  (pretreatment)  would  probably  not  have 
been  taken  in  the  “prepill”  days. 

Attention  must  be  paid  to  the  composition  of 
pills  being  used,  dosage,  combinations,  and  pat- 
terns of  use.  If  patterns  of  sexual  activity  change, 
then  those  factors  which  are  significant  in  the  de- 
velopment of  cervical  neoplasm  may  be  increased 
in  incidence,  and  the  content  of  the  pill  or  its  pat- 
tern of  use  would  not  be  at  issue. 

He  concluded  that  two  types  of  benign  atypia  are 
usually  found  in  smears  from  oral  contraceptive 
users:  endocervical  hyperplasia  similar  to  that 

seen  often  with  pregnancy  or  abortion  (high  pro- 
gestogen content  combined  pills)  and  active  squa- 
mous metaplasia  associated  with  prolonged  estro- 
gen stimulation  (sequential  pill);  these  atypias  are 
not  necessarily  related  to  cancer. 

Most  recently.  Stern,  Clark,  and  Coffelt^^  pro- 
posed that  the  particular  women  who  choose  oral 
contraceptives  might  have  a predisposition  toward 
development  of  cervical  dysplasia,  as  compared 
with  women  who  choose  other  methods  of  birth 
control,  thereby  again  casting  doubt  on  the  role  of 
the  pill  in  the  initiation  of  cancer. 

Conclusions 

In  light  of  all  of  these  considerations,  it  is  quite 
difficult  if  not  impossible  for  the  practicing  phy- 
sician to  reach  a final  conclusion  regarding  con- 
tinued prescribed  use  of  the  oral  contraceptive 
drugs.  We  obviously  have  a long  time  to  wait  until 
definitive  answers  can  be  obtained,  but  at  present 
we  agree  with  Thompson^'*  and  view  the  picture  in 
this  manner:  oral  contraceptive  steroid  medica- 

tion is  beneficial  in  other  than  its  birth-control 
action,  in  that  patients  are  required  to  undergo 
regular  examination  visits  including  Papanicolaou 
smears,  a basic  tenet  of  comprehensive  health 
care.  These  women  ordinarily  would  not  be  seen 
so  often  and  their  problems  recognized  so  early, 
while  they  can  still  be  managed. 

We  have  tried  to  include  in  this  report  as  much 
pertinent  data  from  our  patients  as  could  be  ob- 
tained. Perhaps  this  may  stimulate  others  to  col- 
lect and  report  such  findings.  While  our  numbers 
are  too  small  to  draw  any  sort  of  conclusion,  they 
perhaps  could  be  pooled  with  others  to  furnish  the 
large  amount  of  data  necessary  for  statistically 
significant  determinations  regarding  the  relation- 
ship of  oral  contraceptive  therapy  to  pelvic  neo- 
plasm. 

1001  Humboldt  Parkway 

Buffalo,  New  York  14208 
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dard  PPD-S  (purified  protein  derivative-S),  indi- 
cating that  most  reactions  to  PPD-B  were  cross  re- 
actions.^ The  present  study  was  undertaken  to 
provide  additional  evidence  of  the  frequency  of 
sensitivity  to  the  Battey  antigen  as  well  as  its  dis- 
tribution in  New  York  State.  Also,  since  many  of 
the  patients  and  employes  had  been  tested  pre- 
viously with  PPD-S,  this  presented  an  opportunity 
to  determine  the  stability  of  sensitivity  to  this  anti- 
gen. 

Material  and  methods 

The  subjects  of  this  study  were  209  inmates  and 
50  employes  in  a county  infirmary.  Each  person 
was  tested  with  5 tuberculin  units  PPD-S  on  one 
arm  and  PPD-B  on  the  other.  To  avoid  the  pos- 
sibility of  confusion  in  the  use  of  the  test  materials, 
new  syringes  of  different  color  for  each  type  of 
tuberculin  and  disposable  needles  were  used.  All 
tests  were  read  in  forty-eight  hours,  and  the  results 
recorded  in  millimeters  of  induration.  Areas  of 
induration  of  5 mm.  or  more  were  considered  pos- 
itive reactions.  All  patients  and  most  employes 
were  residents  of  Orange  County,  a county  with  a 
population  of  210,000,  in  the  southeastern  part  of 
the  State. 

Results 

Of  the  259  persons  tested,  120,  or  about  46  per 
cent,  reacted  to  PPD-S  and  67  persons,  or  26  per 
cent,  to  PPD-B  (Table  I).  The  results  of  the  tests 
among  employes  were  similar  to  those  of  the  pa- 
tients, so  that  both  are  considered  together. 

Sensitivity  to  PPD-S.  More  than  46  per  cent  of 
the  patients  had  reactions  of  5 mm.  or  more  of  in- 


TABLE  I.  Sensitivity  to  PPD-B  and  PPD-S,  by  age  and  sex 


Age  and  Sex 

Total 

Tested 

Positive  to  PPD-B 

Number  Per  Cent 

. Positive  to  PPD-S • 

Number  Per  Cent 

Both  sexes 

259 

67 

25.9 

120 

46.3 

Under  35 

11 

1 

9.1 

35  to  44 

13 

3 

23.1 

3 

23.1 

45  to  54 

24 

13 

54.2 

15 

62.5 

55  to  64 

37 

20 

54.1 

28 

75.7 

65  to  74 

48 

13 

27.1 

28 

58.3 

75  and  over 

124 

17 

13.7 

44 

35.5 

Not  stated 

2 

1 

50.0 

1 

50.0 

Males 

106 

43 

40.6 

63 

59.4 

Under  35 

2 

35  to  44 

45  to  54 

8 

5 

62.5 

5 

62.5 

55  to  64 

24 

16 

66.7 

20 

83.3 

65  to  74 

26 

10 

38.5 

16 

61.5 

75  and  over 

45 

11 

24.4 

21 

46.7 

Not  stated 

1 

1 

100.0 

1 

100.0 

Females 

153 

24 

15.7 

57 

37.3 

Under  35 

9 

1 

11.1 

35  to  44 

13 

3 

23.1 

3 

23.1 

45  to  54 

16 

8 

50.0 

10 

62.5 

55  to  64 

13 

4 

30.8 

8 

61.5 

65  to  74 

22 

3 

13.6 

12 

54.5 

75  and  over 

79 

6 

7.6 

23 

29.1 

Not  stated 

1 
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In  a previous  study,  25  per  cent  of  a group  of  pa- 
tients in  a mental  hospital  reacted  to  PPD-B  (puri- 
fied protein  derivative-B),  the  tuberculin  produced 
by  the  Battey  bacillus.  Only  4 per  cent  gave  posi- 
tive reactions  to  PPD-B  and  negative  to  the  stan- 
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duration.  Among  the  men,  59  per  cent  were  re- 
actors, among  the  women  37  per  cent.  The  highest 
proportion  of  reactors  among  males  was  in  the 
fifty-five  to  sixty-four-year  age  group  with  83  per 
cent,  and  among  the  females  in  the  forty-five  to 
fifty-four-year  group,  with  62  per  cent  (Table  I). 

Only  9,  or  14  per  cent  of  the  male  reactors,  and 
16,  or  28  per  cent  of  the  female  reactors  had  areas  of 
induration  in  the  5 to  9-mm.  range.  All  the  others 
had  reactions  at  least  10  mm.  in  diameter  (Table 

in. 

Sensitivity  to  PPD-B.  Almost  26  per  cent  of 
the  individuals  tested  had  reactions  of  5 mm.  or 
more  induration  to  PPD-B.  There  was  more  than 
twice  as  high  a percentage  of  reactors  among  the 
men,  41  per  cent,  as  among  the  women,  16  per 


Additional  evidence  was  obtained  that  sensitivity 
to  the  tuberculin  produced  by  the  Rattey  bacillus  is 
quite  common  in  New  York  State.  Of  a group  of 
256  persons,  26  per  cent  had  positive  reactions  to  the 
Rattey  antigen,  PPD-R,  and  46  per  cent  to  the  stan- 
dard purified  protein  derivative-S.  Only  8 per  cent 
had  a positive  reaction  to  PPD-R  and  a negative 
reaction  to  PPD-S,  suggesting  that  most  reactions 
were  nonspecific.  Since  many  of  the  subjects  had 
been  previously  tested  with  PPD-S,  data  were  also 
obtained  on  the  stability  of  sensitivity  to  this  anti- 
gen. 


TABLE  II.  Sensitivity  to  PPD-B  and  PPD-S,  by  size  of  reaction  (millimeters  of  induration) 


PPB-B  Test 
Reaction 

Total 

0-4 

5-9 

a A A % ^ V'  I • 

10-14 

15-19 

20-24 

25 -f 

Total 

259 

139 

25 

53 

27 

11 

4 

0-4 

192 

128 

18 

32 

8 

5 

1 

5-9 

29 

7 

4 

10 

5 

3 

10-14 

22 

3 

2 

6 

7 

3 

1 

15-19 

13 

1 

5 

7 

20 -f 

3 

1 

2 

Males 

106 

44 

9 

30 

18 

5 

0-4 

63 

39 

6 

14 

3 

1 

5-9 

20 

3 

1 

10 

4 

2 

10-14 

14 

2 

1 

3 

6 

2 

15-19 

9 

1 

3 

5 

20 -f 

Females 

153 

95 

16 

23 

9 

6 

4 

0-4 

129 

89 

12 

18 

5 

4 

1 

5-9 

9 

4 

3 

1 

1 

10-14 

8 

1 

1 

3 

1 

1 

1 

15-19 

4 

2 

2 

20-1- 

3 

1 

2 

cent.  Most  reactors  were  between  forty-five  and 
sixty-four  years  of  age  (Table  I). 

Twenty  of  the  43  male  reactors,  47  per  cent,  and 
9 of  the  24  female  reactors,  38  per  cent,  had  re- 
actions in  the  5 to  9-mm.  range  of  induration  in 
contrast  to  14  and  28  per  cent  respectively  among 
reactors  to  PPD-S  (Table  II). 

Sensitivity  to  both  antigens.  Of  those  tested 
49  per  cent  gave  negative  reactions  to  both  anti- 
gens. Only  11,  or  4 per  cent  of  all  259  persons  test- 
ed, and  8 per  cent  of  the  139  negative  to  PPD-S 
reacted  to  PPD-B.  Of  the  56  persons  reacting  to 
both  antigens,  19,  or  34  per  cent  had  reactions  of 
similar  size  to  both;  29,  or  52  per  cent  had  larger 
reactions  to  PPD-S  than  to  PPD-B;  and  in  8,  or  14 
per  cent,  the  reaction  to  PPD-B  was  larger  than  to 
PPD-S  (Table  III). 

Stability  of  sensitivity  to  PPD-S.  Inasmuch 
as  patients  and  employes  of  the  infirmary  had  been 
included  in  a comparative  study  of  the  Heaf  and 
Mantoux  tests,  with  5 tuberculin  units  of  PPD-S, 
in  1967,-  a comparison  was  made  of  the  results  of 
the  previous  Mantoux  tests  with  the  present  ones 
among  those  tested  in  both  studies. 


A total  of  162  persons  were  tested  in  both  years. 
The  dose  of  tuberculin  and  the  definition  of  a pos- 
itive reaction  was  the  same  for  both.  As  shown  in 
Table  IV,  23  per  cent  of  those  with  negative  re- 
actions in  1967  showed  positive  findings  in  1968, 
while  6 per  cent  of  the  positive  reactors  of  1967  lost 
their  sensitivity  by  1968. 

Comment 

In  the  previous  study  mentioned^  some  variation 
was  found  between  test  results  with  either  PPD-S 
or  PPD-B  done  simultaneously  on  both  arms. 
Thus,  when  PPD-S  was  used  on  both  arms,  there 


TABLE  III.  Comparison  of  reactions  to  PPD-S  and  PPD-B 


Reactions 

Num- 

ber 

Per 

Cent 

PPD-S  negative,  PPD-B  negative 

128 

49.4 

PPD-S  negative,  PPD-B  positive 

11 

4.2 

PPD-S  positive,  PPD-B  negative 

64 

24.7 

PPD-S  positive,  PPD-B  positive 

56 

21.6 

PPD-S  same  size  as  PPD-B 

19 

PPD-S  larger  than  PPD-B 

29 

PPD-S  smaller  than  PPD-B 

8 
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TABLE  IV.  Changes  in  sensitivity  to  PPD-S  (millimeters  of  induration)  between  1%7  and  1968 


1967  PPD-S 

1Q«Q  T>T>'Tk  Q 

Total 

0-4 

5-9 

10-14 

15-19 

204- 

Total 

162 

79 

14 

38 

21 

10 

0-4 

98 

75 

9 

11 

3 

5-9 

6 

3 

2 

1 

10-14 

23 

1 

3 

13 

4 

2 

15-19 

24 

9 

10 

5 

20-1- 

11 

4 

4 

3 

was  10  per  cent  difference  in  the  proportion  of  pos- 
itive reactors  read  on  one  arm  as  compared  with 
the  other,  while  when  PPD-B  was  used  the  dif- 
ference was  13  per  cent.  This  chance  variation 
must  be  borne  in  mind  in  any  comparative  study  of 
tuberculin  testing  results. 

The  proportion  of  reactors  to  PPD-B,  26  per 
cent,  was  almost  identical  with  that  found  in  the 
previous  study,  25  per  cent.  In  the  latter,  about 
75  per  cent  of  the  subjects  were  not  residents  of 
Orange  County,  whereas  practically  all  those  in 
the  present  group  were  residents  of  the  county. 
Chaves,^  in  1967,  obtained  15.4  per  cent  reactors  to 
PPD-B  among  1,218  high  school  girls,  and  44.9 
per  cent  among  adolescent  inmates  of  a city  prison. 
The  high  infection  rates  in  these  studies,  therefore, 
indicate  a high  prevalence  of  sensitivity  to  the 
Battey  antigen  throughout  the  State. 

In  only  11  patients,  or  8 per  cent  of  the  139  pa- 
tients reacting  negatively  to  PPD-S,  was  the  re- 
action of  PPD-B  positive  in  the  presence  of  a neg- 
ative reaction  to  PPD-S,  (Table  III),  suggesting 
sensitivity  specific  for  the  former  antigen.  All 
other  reactors  to  PPD-B  also  reacted  to  PPD-S. 

In  29  of  the  56  persons  reacting  to  both  antigens, 
52  per  cent,  the  reaction  to  PPD-S  was  greater  than 
to  PPD-B,  indicating  that  the  reaction  to  the  Bat- 
tey antigen  was  most  likely  a cross  reaction.  That 
most  reactions  to  PPD-B  are  nonspecific  is  also 
suggested  by  the  fact  that  a much  larger  proportion 
of  reactions  to  PPD-B  were  at  the  lower  end  of  the 
scale,  in  the  5 to  9-mm.  range,  than  those  to 
PPD-S,  as  shown  in  Table  II.  In  19  persons,  34 
per  cent,  the  sizes  of  the  tests  were  the  same  and  in 
8 persons,  14  per  cent,  the  reaction  to  PPD-B  was 
greater  than  to  PPD-S,  suggesting  the  possibility 
of  specific  sensitivity  to  both  antigens. 

Loss  of  tuberculin  sensitivity  is  shown  in  Table 
IV.  This  is  in  agreement  with  a previous  study 
showing  that  sensitivity  to  tuberculin  waxes  and 
wanes. ^ Although  the  numbers  are  small,  the 
table  indicates  that  sensitivity  is  lost  mainly 


among  those  at  the  lower  end  of  the  sensitivity 
scale.  Thus,  3 of  6 patients  with  induration  of  5 
to  9 mm.  in  1967  had  negative  reactions  in  1968, 
whereas  only  1 of  58  patients  with  10  or  more  milli- 
meters of  induration  reverted.  Obviously,  any 
conclusion  regarding  the  significance  of  these 
figures  is  subject  to  the  same  limitations  men- 
tioned previously  in  regard  to  chance  variations  in 
the  performance  and  reading  of  tuberculin  tests. 

Summary 

The  prevalence  of  sensitivity  to  PPD-B  (Battey) 
and  PPD-S  was  determined  in  a group  of  259  pa- 
tients and  employes  in  a county  infirmary.  Forty- 
six  per  cent  of  the  group  had  positive  reactions  (5 
mm.  or  more  induration)  to  PPD-S  and  26  per  cent 
to  PPD-B.  These  results  were  quite  similar  to  the 
results  obtained  in  a previous  study  of  a group 
which  included  nonresidents  of  the  county,  mostly 
from  the  southeastern  part  of  the  State,  indicating 
that  sensitivity  to  PPD-B  is  quite  common  in  New 
York  State.  In  only  a small  proportion  of  the  sub- 
jects tested,  8 per  cent,  was  the  reaction  to  PPD-B 
positive  in  the  presence  of  a negative  reaction  to 
PPD-S,  suggesting  that  most  reactions  were  non- 
specific. 

A number  of  the  persons  included  in  this  study 
had  been  tuberculin  tested  with  PPD-S  during  the 
previous  year.  Twenty-three  per  cent  of  the  162 
persons  in  this  group  converted  from  tuberculin 
negative  to  positive  reactions,  and  6 per  cent  re- 
verted from  tuberculin  positive  to  negative  results 
during  the  year. 
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Furosemide  was  administered  to  16  pediatric  pa- 
tients admitted  to  the  hospital  for  edema  of  various 
causes.  The  drug  was  a potent  diuretic  agent  and 
was  well  tolerated  by  all  routes  of  administration. 
An  initial  dose  of  1 mg.  per  kilogram  was  usually 
adequate,  although  patients  with  nephrosis  usually 
required  larger  doses.  A smaller  initial  dose  is  sug- 
gested for  newborn  and  premature  infants.  Dehy- 
dration was  the  most  frequent  side-effect  and  may 
be  dose  related  in  the  newborn  period  and  in  small 
infants. 
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Furosemide  (4-chloro-N-(2  furyl  methyl)-5-sulfa- 
myl-anthranilic  acid)  is  a relatively  new  and  po- 
tent diuretic  agent  which  can  be  administered 
orally,  intramuscularly,  or  intravenously.  Its 
physiologic-pharmacologic  properties  and  its  clini- 
cal use  have  been  studied  extensively.  Clinical 
experience  in  infancy  and  childhood  is  very  limited, 
however,  and  has  been  reported  mainly  from  the 
continent.®’"  Only  isolated  cases  appear  in  the 
English  literature,  and  these  document  the  thera- 
peutic effect  without  reference  to  side-effects  or 
possible  toxicity. The  present  study  was 
undertaken  to  confirm  the  clinical  effectiveness 
and  to  examine  the  safety  and  side-effects  of  furos- 
emide in  infants  and  children. 

Material  and  methods 

Furosemide  was  administered  to  16  patients  on 
the  pediatric  service  of  Maimonides  Medical  Cen- 
ter during  the  eighteen-month  period  from  De- 
cember, 1967,  through  May,  1969.  The  patients’ 
ages  ranged  from  thirty-five  days  to  twelve  years. 
Ten  were  males  and  6 were  females.  All  showed 
clinical  edema  or  signs  of  fluid  retention  at  the 
time  of  admission  or  soon  thereafter.  Eight  were 

‘Present  address:  Department  of  Pediatrics,  Columbia 

University  College  of  Physicians  and  Surgeons,  New  York  City 


admitted  because  of  renal  disease,  6 of  these  with 
the  nephrotic  syndrome,  1 with  subacute  glomer- 
ulonephritis, and  1 with  reticulum-cell  sarcoma 
and  radiation  nephrosis.  Six  patients  had  con- 
gestive heart  failure,  4 due  to  congenital  heart 
disease  and  2 secondary  to  acute  rheumatic  fever. 
Two  patients  had  ascites  secondary  to  biliary 
atresia  and  biliary  cirrhosis  proved  by  laparotomy 
and  biopsy. 

Duration  of  therapy  ranged  from  one  day  to 
forty-four  days.  The  average  course  was  eleven 
days. 

Furosemide  was  given  orally  to  8 patients  in 
doses  ranging  from  1 mg.  to  6 mg.  per  kilogram 
daily.  The  maximal  single  dose  was  3 mg.  per 
kilogram,  and  this  was  repeated  once  daily  if  neces- 
sary. Three  patients  had  intramuscular  furos- 
emide, up  to  1.5  mg.  per  kilogram  per  dose,  2 
were  given  intravenous  furosemide  in  doses  up  to 
1.5  mg.  per  kilogram  per  dose,  and  3 received  furos- 
emide by  several  routes,  orally,  intramuscularly, 
or  intravenously.  The  maximal  oral  or  intra- 
muscular dose  in  the  latter  3 patients  was  3 mg. 
per  kilogram  per  dose,  and  the  maximal  intra- 
venous dose  was  1 mg.  per  kilogram  per  dose.  The 
route  of  administration  was  chosen  according  to 
clinical  indications.  Other  medications,  such  as 
steroids,  digitalis,  and  so  on,  were  given  according 
to  individual  needs.  Several  patients  had  con- 
comitant therapy  with  spironolactone  or  potassium 
supplementation.  In  these  cases  furosemide  ad- 
ministration was  started  or  its  dosage  changed  only 
after  appropriate  clinical  and  laboratory  data  were 
monitored. 

The  diuretic  effect  of  furosemide  was  evaluated 
by  over-all  clinical  improvement,  loss  of  weight, 
and  measurements  of  intake  and  output.  In  those 
cases  in  which  a single  dose  was  given  and  in  sev- 
eral others  the  patient’s  weight,  intake,  and  output 
were  recorded  before  furosemide  was  given  and  six 
hours  later.  A response  was  considered  favorable 
if  the  patient  improved  clinically,  if  urinary  output 
increased,  and  if  weight  loss  was  demonstrated 
after  six  hours.  Responses  were  graded  as  very  ef- 
fective, moderately  effective,  or  not  effective  ac- 
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cording  to  an  over-all  judgment  including  all  of 
these  factors  or  as  many  as  possible. 

Other  laboratory  data,  such  as  hemoglobin, 
hematocrit,  white  blood  cell  count,  differential, 
platelet  count,  urinalysis,  electrolytes,  blood  urea 
nitrogen,  fasting  blood  sugar,  uric  acid,  serum 
glutamic  oxaloacetic  and  pyruvic  transaminase, 
bilirubin,  and  alkaline  phosphatase,  were  also  fol- 
lowed regularly.  Additional  laboratory  tests  were 
performed  as  indicated. 

Results 

The  clinical  diagnosis,  dose,  duration  of  furos- 
emide  administration,  clinical  evaluation,  and 
side-effects  are  summarized  in  Table  I. 

Furosemide  efficacy.  The  response  to  furos- 
emide  was  considered  very  effective  in  13  of  16 
patients.  In  1 (Case  5)  the  effect  could  not  be  eval- 
uated. This  patient  was  a gravely  ill  two-month- 
old  infant  in  congestive  heart  failure  who  was  at- 
tached to  monitoring  equipment  which  made  es- 
timates of  urinary  output  and  the  daily  weights 
difficult  to  assess. 

In  1 patient  with  reticulum-cell  sarcoma  and 
renal  insufficiency  with  nephrotic  syndrome  sec- 
ondary to  radiation  nephritis  the  effect  was  con- 
sidered effective  but  variable.  This  patient  had 
two  courses  of  furosemide,  the  first  of  which  was 
very  effective  to  moderately  effective,  with  dif- 
ferent doses.  She  responded  poorly  to  the  second 
course,  however,  at  which  time  her  blood  urea 
nitrogen  was  100  to  140  mg.  per  100  ml.  and  her 
serum  creatinine  7 to  8.8  mg.  per  100  ml. 

Furosemide  was  poorly  effective  in  1 patient 
(Case  9)  of  the  16.  This  patient  had  had  nephrosis 
for  two  and  one-half  years  and  was  given  mainte- 
nance doses  of  8 mg.  triamcinolone  daily.  The  pa- 
tient had  two  separate  recurrences  during  which  he 
received  furosemide.  Response  to  the  first  trial  of 
four  daily  oral  doses  of  2 mg.  per  kilogram  was  con- 
sidered moderately  effective.  During  the  second 
trial  the  drug  was  given  for  nine  days  in  doses  grad- 
ually increasing  to  60  mg.  intramuscularly  (3  mg. 
per  kilogram)  twice  daily.  Some  response  to  the 
intramuscular  injections  was  evident,  but  the  drug 
was  considered  poorly  effective,  especially  con- 
sidering the  high  doses  used  and  the  persistence  of 
edema.  Oral  administration  of  up  to  120  mg. 
daily  (6  mg.  per  kilogram)  yielded  no  increase  in 
urinary  output. 

Mode  of  administration.  Furosemide  was 
about  equally  effective  by  all  routes  of  administra- 
tion and  was  well  tolerated  in  every  case,  with  the 
possible  exce|)tion  of  1 patient  (Case  9)  wbo  may 
have  had  a localized  reaction  to  an  intramuscular 
injection  of  60  mg. 

Dosage.  Patients  with  nephrosis  required  the 
largest  do.ses  of  furf)seniide  for  an  effective  re- 
s[)f)nse,  gradually  increasing  to  as  much  as  6 mg. 
[)er  kilogram  per  day.  4'he  doses  in  patients  with 


congestive  heart  failure  and  cirrhosis  were  con- 
siderably lower  and  did  not  exceed  2 mg.  per  kilo- 
gram per  day  to  achieve  a very  effective  response 
in  all  patients. 

Relation  to  other  diuretics.  We  were  able  to 
compare  furosemide  with  the  effects  of  other  di- 
uretic drugs  in  only  1 case  (Case  2).  His  nephrotic 
edema  was  resistant  to  hydrochlorothiazide,  spiro- 
nolactone, and  the  two  in  combination  for  fifty 
days.  Hyponatremia,  hypokalemia,  and  hypo- 
chloremia  resulted.  Furosemide  produced  a 
prompt  and  very  effective  response.  Four  ad- 
ditional patients  received  various  other  diuretic 
agents  and  responded  favorably  to  them  as  well  as 
to  furosemide.  In  2 patients  with  cirrhosis,  furos- 
emide and  spironolactone  caused  a favorable  re- 
sponse, but  spironolactone  alone  caused  no  in- 
crease in  urinary  output. 

Laboratory  Hndings.  Electrolyte  studies,  uric 
acid,  blood  urea  nitrogen,  albumin-globulin  ratio, 
hematocrit,  and  white  blood  cell  count  are  pre- 
sented in  Table  II.  No  change  was  observed  be- 
tween base  line  observations  and  studies  following 
furosemide  for  fasting  blood  glucose,  bilirubin, 
serum  glutamic  oxaloacetic  transaminase,  serum 
glutamic  pyruvic  transaminase,  alkaline  phospha- 
tase, and  platelet  count.  Traces  of  glucose  were 
found  in  the  urine  of  some  patients  receiving  fu- 
rosemide. This  was  not  associated  with  elevated 
blood  glucose.  On  all  but  2 occasions  the  electro- 
lytes were  not  markedly  affected  by  furosemide. 
The  hemoglobin  and  hematocrit  rose  significantly 
in  2 patients  because  of  dehydration  which  fol- 
lowed furosemide  injections.  The  severe  hypoal- 
buminemia  associated  with  nephrosis  did  not  pre- 
vent the  diuretic  effect  of  furosemide. 

Side-effects.  Three  patients  had  side-effects 
due  to  furosemide,  and  4 showed  manifestations 
that  might  have  been  caused  by  furosemide.  One 
patient  (Case  15)  showed  simultaneous  hypokal- 
emia, hyponatremia,  and  hypochloremia  while 
receiving  2 mg.  per  kilogram  per  day.  The  pa- 
tient was  given  potassium  chloride,  and  furosemide 
was  not  discontinued.  Subsequently,  on  the  same 
dose  the  same  patient  had  an  episode  of  sinus 
tachycardia  which  accompanied  a marked  diuresis 
of  about  5 per  cent  of  her  body  weight.  Her  blood 
pressure  and  electrolytes  were  normal  at  the  time, 
and  the  electrocardiogram  showed  sinus  tachy- 
cardia of  160  per  minute.  Two  similar  doses  given 
to  the  same  patient  prior  to  this  episode  did  not 
cause  this  response.  At  the  end  of  the  study  the 
patient  was  in  electrolyte  balance  (Table  II).  Two 
other  patients  (Cases  8 and  12),  the  youngest  in  our 
group,  thirty-five  days  and  sixty  days  old,  both 
with  severe  congestive  heart  failure,  showed  clini- 
cal and  laboratory  evidence  of  dehydration  after  a 
dose  of  1.5  mg.  per  kilogram. 

Possible  side-effects  included  hyponatremia  and 
hypochloremia  in  1 patient  (Case  14)  on  one  oc- 
casion which  returned  to  normal  spontaneously 
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In  all  doses  used. 

Including  arm  board  and  monitoring  equipment. 
With  highest  dose  only. 


TABLE  II.  Laboratory  studies 
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within  forty-eight  hours.  Another  patient  had  a 
maculopapular  rash  for  one  day,  but  he  was  re- 
ceiving various  other  medications.  Furosemide 
was  not  discontinued. 

One  patient  (Case  10)  with  reticulum-cell  sar- 
coma and  severe  renal  insufficiency  secondary  to 
radiation  nephritis  showed  leukopenia  of  3,000  per 
cubic  millimeter  repeatedly  on  two  different  oc- 
casions while  on  furosemide.  The  drug  was  given 
in  a dose  of  2 to  4 mg.  per  kilogram  per  day  for  six 
days  in  the  first  course  and  4 to  6 mg.  per  kilogram 
per  day  for  three  days  in  the  second  course.  The 
white  blood  cell  count  returned  to  normal  within 
three  days  after  furosemide  was  discontinued. 
The  patient  had  also  thrombocytopenia  prior  to 
the  second  course  of  furosemide  which  did  not 
change.  Bone-marrow  examination  at  that  time 
was  reported  to  show  depression  secondary  to  azo- 
temia and  chemotherapy  for  the  sarcoma.  The 
last  dose  of  the  cytotoxic  drug,  cyclophosphamide, 
had  been  given  three  weeks  prior  to  the  first  course 
of  furosemide. 

One  patient  who  was  given  60  mg.  of  furosemide 
repeatedly  intramuscularly  had  fever  and  localized 
redness  of  the  thigh  which  disappeared  in  one  day. 
Other  intramuscular  medications  had  been  given 
in  the  same  area. 

Comment 

Several  studies,  mainly  in  adults,  have  docu- 
mented the  diuretic  efficacy  of  furosemide  in  var- 
ious edematous  states. “ Our  study  extends 
these  observations  to  a group  of  pediatric  patients. 
We  found  that  furosemide  is  an  effective  and  po- 
tent diuretic  agent  and  that  1 mg.  per  kilogram  per 
dose  is  a satisfactory  initial  dose  in  the  pediatric 
age  group,  excluding  the  newborn  and  the  pre- 
mature infant.  This  dose  was  well  tolerated  by 
oral,  intramuscular,  or  intravenous  administra- 
tion, and  its  diuretic  effect  lasted  at  least  six  hours. 
Furosemide  was  found  to  be  effective  in  congestive 
heart  failure  and  cirrhosis  in  lower  doses,  but  larger 
doses  were  often  required  in  nephrosis.  The  drug 
was  effective,  however,  despite  pronounced  ne- 
phrotic hypoalbuminemia.  The  rapid  action  of  the 
drug  is  especially  valuable  in  acute  conditions  such 
as  pulmonary  edema. 

Only  1 patient  showed  a poor  response  to  fu- 
rosemide in  doses  effective  in  all  other  patients. 
Edema  was  especially  severe  and  refractory  in  this 
case,  however,  and  the  patient  was  unique  in  our 
experience.  We  have  no  firm  explanation  for  the 
poor  response;  it  may  have  been  secondary  to  poor 
absorption  from  the  gastrointestinal  tract  or  from 
the  injection  sites  due  to  severe  edema. 

Various  side-effects  have  been  reported  in  asso- 
ciation with  furosemide  administration, the 
major  and  most  common  of  which  is  electrolyte 
disturbance.'”  In  our  group  electrolyte  distur- 
bances were  infrequent  and  mild  and  returned  to 
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normal  within  a short  period  spontaneously  or  in 
association  with  the  administration  of  potassium 
chloride. 

The  most  common  side-effect  in  our  patients 
was  excessive  diuresis,  observed  in  3 of  the  16  pa- 
tients, causing  overt  dehydration  in  the  2 youngest 
patients  in  our  group.  The  literature  contains  no 
data  concerning  the  appropriate  dose  for  the  new- 
born or  the  premature  infant.  In  this  age  group  a 
lower  initial  dose  might  be  safer  and  still  effective. 
The  initial  maximal  dose  should  probably  not  ex- 
ceed 1 mg.  per  kilogram  per  dose  in  the  newborn 
period  or  in  at  least  the  first  few  months  of  life. 

A toxic  effect  was  suggested  in  1 patient  who 
showed  leukopenia  twice  in  association  with  furos- 
emide  administration.  However,  this  patient  had 
reticulum-cell  sarcoma,  renal  insufficiency,  and 
had  had  cytotoxic  chemotherapy  as  well  as  con- 
siderable radiation  therapy.  A possible  toxic  drug 
effect  is  extremely  difficult  to  evaluate  in  these 
complex  circumstances.  This  was  the  only  case  in 
which  furosemide  was  stopped  because  of  a pos- 
sible toxic  reaction. 

Summary 

Furosemide  was  administered  to  16  pediatric  pa- 
tients admitted  to  the  hospital  because  of  edema 
of  various  causes.  Furosemide  was  found  to  be  an 
effective  and  potent  diuretic  and  was  tolerated  well 
by  all  routes  of  administration  in  the  pediatric  age 
group. 

A dose  of  1 mg.  per  kilogram  was  an  adequate 
initial  dose  in  most  patients,  particularly  those 
with  congestive  heart  failure  or  ascites  secondary 
to  cirrhosis  of  the  liver.  Patients  with  nephrosis 
usually  required  a higher  dose.  A smaller  initial 
dose  is  suggested  in  the  newborn  period  and  in  the 
premature  infant. 

Electrolyte  disturbances  were  not  a major  prob- 
lem. Dehydration  was  the  most  frequent  side- 
effect  and  may  be  dose  related  in  tbe  newborn  pe- 
riod or  the  small  infant. 


4802  Tenth  Avenue 
Brooklyn,  New  York  11219 
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ENDOESOPHAGEAL 

INTUBATION 

For  advanced  esophageal  carcinoma 


Hiroski  Takita,  M.D. 

Buffalo,  New  York 

From  the  Department  of  Thoracic  Surgery,  Roswell  Park 
Memorial  Institute 


Only  a few  patients  with  esophageal  carcinoma 
are  lucky  enough  to  survive  more  than  five  years. 
In  the  terminal  stage  they  are  unable  to  eat  or  to 
swallow  saliva.  Endoesophageal  intubation  seems 
to  be  the  best  available  form  of  palliation  for  these 
hopeless  patients.  The  author’s  experience  with 
endoesophageal  intubation  is  presented  in  this 
report. 

Selection  of  patients 

For  the  past  two  years,  10  patients  were  treated 
with  Celestin-type  endoesophageal  tubes,  9 men 
and  1 woman.  Their  ages  ranged  from  forty-nine 
to  eighty-two  years.  Seven  patients  had  carci- 
noma of  the  midesophagus,  and  3 had  lesions  in  the 
lower  portion  of  the  esophagus. 

As  a rule  patients  with  esophageal  carcinoma 
who  were  not  treated  surgically  were  given  radia- 


FIGURE 1.  Celestin-type  endoesophageal  tubes  (top) 
original  of  polythene  (stiff);  (middle)  of  latex;  and 
(lower)  of  silastic  (proximal  1 0 cm.  rather  stiff). 


tion  therapy.  The  author’s  criteria  for  endo- 
esophageal intubation  were  recurrence  of  disease, 
failure  of  radiation  therapy,  or  when  radiation 
therapy  was  contraindicated. 

Materials 

For  the  first  4 patients,  Celestin  tubes  of  original 
design  were  inserted  (Fig.  1).^  Made  of  natural 
polythene,  it  consists  of  two  parts,  the  pilot  bougie 
and  the  tube.  For  another  4 patients,  Celestin 
tubes  made  of  latex,  reinforced  with  coiled  steel 
wire,  were  used.  For  the  remaining  2 patients, 
Celestin-type  tubes  made  of  silastic  were  used.* 
The  size  of  the  tube  is  approximately  the  same  as 
the  original  Celestin  tube,  but  the  proximal  10  cm., 
including  the  funnel,  is  rather  stiff,  and  the  distal 
part  of  the  tube  is  soft  and  pliable. 

*Made  available  by  Ethel  G.  Mullison,  Ph.D.,  Dow  Corning 
Center  for  Aid  to  Medical  Research,  Midland,  Michigan  48640. 


TABLE  I.  Results  and  complications  of  endoesophageal  intubation 


Case 

Number 

Age 

(Years) 

Lesion  in 
(Esophagus) 

Tube 

Material 

Pyloro- 

plasty 

Complications 

Survival* 

(Days) 

1 

59 

Low 

Polythene 

No 

99 

2 

68 

Mid 

Polythene 

No 

Regurgitation,  aspiration  pneumonia 
dehiscence  of  gastrotomy 

2 

3 

61 

Midf 

Polythene 

No 

Vomiting,  abdominal  distention, 
bleeding  from  tumor 

8 

4 

82 

Mid 

Polythene 

No 

Hiccough,  abdominal  distention, 
bleeding  from  tear  of,  gastric  mu- 
cosa 

13 

.5 

49 

Mid 

Latex 

Yes 

33 

6 

62 

Low 

Latex 

Yes 

64 

7 

63 

Low 

Latex 

Yes 

Wound  infection 

36 

8 

69 

Midt 

Latex 

Yes 

Wound  infection 

61 

9 

77 

Low 

Silastic 

Yes 

180 

10 

71 

Mid 

Silastic 

Yes 

43 

* Average  Rurvival  .'>4  daya. 
i KaophaKobronchial  flatula. 
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Technic 


Laparotomy  and  esophagoscopic  examination 
are  done  under  general  anesthesia.  When  the 
stomach  is  exposed  at  laparotomy,  a gastrotomy 
is  made,  and  an  esophagoscopic  procedure  is  done; 
the  pilot  bougie  is  inserted  through  the  esophageal 
stricture  into  the  stomach.  In  case  of  severe  stric- 
ture, a small  Jackson  bougie  is  used  to  identify 
the  lumen,  but  this  should  be  done  carefully  to 
avoid  perforation.  When  the  tip  of  the  bougie  is 
identified  in  the  stomach,  a heavy  thread  is  tied 
to  the  tip  of  the  bougie,  and  the  bougie  is  with- 
drawn out  of  the  scope.  The  thread  is  then 
attached  to  the  tip  of  the  pilot  bougie  which  is 
brought  down  to  the  stomach  by  pulling  the  thread 
through  the  gastrotomy.  When  attempts  at  iden- 
tifying the  esophageal  lumen,  using  a Jackson 
bougie  from  above,  fail,  the  bougie  may  be  in- 
serted in  retrograde  fashion  from  the  gastrotomy 
upward. 

The  endoesophageal  tube  is  attached  to  the 
pilot  bougie,  and  the  pilot  bougie  is  pulled  down 
further  through  the  gastrotomy.  The  endoesoph- 
ageal tube  is  then  placed  under  direct  vision  by 
the  esophagoscope  so  that  the  funnel  portion  rests 
just  above  the  stricture.  It  is  important  not  to 
pull  the  tube  down  too  forcefully  against  the  resis- 
tance of  the  tumor,  because  it  might  cause  collapse 
of  the  funnel  portion  of  the  tube,  or  the  proximal 
portion  of  the  tube  may  become  tilted  and  result 
in  obstruction. 

After  the  tube  is  in  position  the  distal  portion  is 


FIGURE  2.  (A)  Lesion  in  middle  portion  of  esophagus  with 
days  after  endoesophageal  intubation. 


The  author  reports  on  his  experience  with  Celestin- 
type  endoesophageal  intubation  in  patients  with  ad- 
vanced obstructing  esophageal  carcinoma.  The 
operative  procedure  and  anesthesia  were  well  tol- 
erated by  patients  who  were  in  poor  general  condi- 
tion, and  satisfactory  palliation  was  obtained.  An 
improved  version  of  the  endoesophageal  tube  made 
of  silastic  is  described.  I^loroplasty  done  routinely 
is  important  for  smooth  postoperative  recovery. 


trimmed  to  suitable  length.  The  tip  of  the  tube  is 
anchored  to  the  lesser  curvature  of  the  stomach 
by  a through-and-through  stitch  loosely  tied,  and 
the  knot  on  the  serosa  is  buried  by  a purse-string 
suture.  Recently  pyloroplasty  has  been  routinely 
performed  before  closing  the  abdomen. 

During  the  postoperative  period,  the  head  of  the 
bed  is  to  be  kept  raised  to  prevent  regurgitation  of 
gastric  content.  Liquids  are  usually  given  orally 
on  the  second  postoperative  day,  and  by  the  fifth 
postoperative  day  the  patients  are  given  pureed 
food. 

Results 

Generally  the  operative  procedure  was  accom- 
plished without  major  complications  except  in  one 
case  where  there  was  difficulty  in  identifying  the 
esophageal  lumen  because  of  severe  stricture 
(Table  I).  A small  Jackson  bougie  was  inserted 


esophagobronchial  fistula  and  lung  abscess,  and  (B)  ten 
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via  esophagoscope,  but  the  tip  of  the  bougie  was 
found  to  be  outside  the  stomach  in  the  abdominal 
cavity.  In  this  case  bougienage  was  tried  in  re- 
trograde fashion  through  the  gastrotomy,  and  we 
were  successful  in  finding  the  esophageal  lumen. 
This  patient  fortunately  recovered  from  the  surg- 
ical procedure  without  complications. 

Unsuccessful  attempts  to  insert  the  endoesoph- 
ageal  tube  were  made  in  2 additional  cases.  In  1 
case  the  esophageal  lumen  could  not  be  identi- 
fied, and  as  an  alternative  gastrotomy  was  per- 
formed. In  the  other  case,  laparotomy  revealed 
that  almost  the  entire  stomach  was  found  to  be 
invaded  by  the  tumor. 

General  anesthesia  was  well  tolerated  by  these 
patients  who  were  in  poor  physical  condition. 
Preoperative  chest  x-ray  films  of  3 patients  had 
shown  evidence  of  aspiration  pneumonia,  but  there 
was  no  postoperative  death  due  to  pulmonary  com- 
plications from  general  anesthesia  (Fig.  2). 

The  longest  survival  rate  after  endoesophageal 
intubation  was  one  hundred  eighty  days,  and  the 
average  survival  rate  was  fifty-four  days. 

Postoperative  complications.  Almost  all  of 
the  complications  followed  insertion  of  the  Celestin 
tube  of  original  design  which  was  stiff  and  made  of 
polythene,  but  also  these  complications  may 
have  been  caused  by  gastric  retention,  since 
pyloroplasty  was  not  done  on  these  cases  (Table  I). 
Later,  more  flexible  types  of  endoesophageal  tubes 
were  used  together  with  pyloroplasty,  and  the  only 
postoperative  complications  were  in  2 cases  of 
wound  infection.  There  were  no  postsurgical 
deaths. 

The  patient  was  instructed,  on  discharge  from 
the  hospital,  to  eat  pureed  or  blended  foods.  In 
all  but  1 case,  satisfactory  palliation  was  achieved. 
In  1 patient  difficulty  in  swallowing  and  aspiration 
pneumonia  developed,  but  barium  meal  and 
esophagoscopic  examinations  revealed  patency  of 
the  tube,  and  it  was  thought  to  be  a functional 
disturbance  of  the  swallowing  mechanism. 

Comment 

Endoesophageal  intubation  dates  back  to  1845, 
when  a decalcified  ivory  tube  was  used  for  this 
purpose,  although  unsuccessfully.'  Since  the 
first  successful  intubation,  done  by  Symonds  in 
1885,  various  types  of  endoesophageal  tubes  have 
been  designed  which  were  inserted  from  above  by 
“push”  mechanisms.'"’  Disadvantages  of  the 
“push”  method  are  that  there  is  danger  of  perfora- 
tion and  that  a large  esophagoscope  must  be  used. 

Mousseau-Barbin  introduced  a tube  which  was 
positioned  by  the  “pull”  method  through  a 
gastrotomy,  and  this  technic  was  refined  by 
Celestin. Although  the  “pull”  method  of  in- 
tubation requires  laparotomy,  it  appears  to  be 
superior  because  there  is  less  chance  of  perforation, 
and  the  tube  can  be  fixed  in  a more  accurate 


position.  The  original  Celestin  tube  was  made 
with  rigid  material  resulting  in  two  major  com- 
plications: massive  bleeding  from  a tear  in  the 

gastric  mucosa  and  dehiscence  of  the  gastrotomy 
wound. 

An  improved  version  of  the  Celestin  tube  was 
made  of  latex  and  was  reinforced  by  coiled  steel 
wire.  With  the  use  of  this  version  of  the  tube,  no 
major  complication  was  observed.  This  tube  was 
soft  and  easy  to  handle,  without  danger  of  injuring 
the  stomach.  The  only  difficulty  the  author  en- 
countered was  the  collapse  of  the  proximal  funnel 
portion  due  to  pressure  from  the  tumor. 

It  became  obvious  to  us  that  the  proximal  por- 
tion of  the  tube  should  be  reasonably  stiff  to  with- 
stand pressure  exerted  by  the  tumor,  while  the  dis- 
tal portion  should  remain  soft  to  prevent  injury  to 
the  stomach.  An  improved  version  of  the 
endoesophageal  tube  was  made  of  silastic  with 
the  proximal  10  cm.  of  the  tube,  including  the 
funnel,  of  rather  stiff  material  and  the  remaining 
portion  of  softer  material.  This  new  silastic  tube 
was  easy  to  handle  and  reduced  postoperative  com- 
plications. 

Some  authors  have  recommended  that  pyloro- 
plasty be  done  at  the  time  of  intubation  to  prevent 
postoperative  abdominal  distention  and  regurgita- 
tion.Recently  we  have  done  pyloroplasty  as  a 
routine  procedure,  and  it  definitely  reduced  the 
incidence  of  complications. 

In  some  centers  endoesophageal  intubation  is 
done  almost  routinely  for  carcinoma  of  the 
esophagus  which  cannot  be  treated  surgically. 
In  this  series,  intubation  was  reserved  for  the  fol- 
lowing conditions:  recurrence  of  disease,  or  failure 
of  radiation  or  chemotherapy,  or  when  radiation 
therapy  was  contraindicated  in  patients  with  (1) 
involvement  of  the  trachea  or  bronchus,  (2) 
esophagotracheal  or  bronchial  fistula,  and  (3) 
poor  general  physical  condition." 

Although  survival  data  are  not  exciting,  the 
author  believes  that  endoesophageal  intubation 
offers  good  palliation  for  patients  with  advanced 
esophageal  carcinoma. 


Summary 

Experience  with  Celestin-type  endoesophageal 
intubation  for  advanced  obstructing  carcinoma 
of  the  esophagus  was  presented. 

The  operative  procedure  and  anesthesia  were 
well  tolerated  by  patients  who  were  in  poor  general 
physical  condition,  and  satisfactory  palliation  was 
obtained. 

An  improved  version  of  the  endoesophageal  tube 
made  of  silastic  was  described. 

Pyloroplasty  done  routinely  is  important  for 
smooth  postoperative  recovery. 
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INTRACTABLE  HEART 
FAILURE 

Case  history 

Nisar  A.  Quraishi,  M.D.:  A sixty-four-year- 

old  homeless  white  man,  addicted  to  alcohol  for 
many  years,  was  admitted  with  generalized  edema 
of  undetermined  duration. 

First  admission  (nine  years  prior  to  death).  One 
week  prior  to  admission,  the  patient  had  been 
assaulted,  following  which  he  was  unconscious  for 
about  one-half  hour.  During  the  six  days  before 
admission,  he  had  a cough  with  greenish  sputum, 
chills,  generalized  malaise,  and  fever. 

Physical  examination  on  admission  revealed  a 
blood  pressure  of  135/70,  and  his  temperature  was 
100.4  F.,  pulse  128,  and  respirations  36  per  minute. 
An  old  hematoma  was  present  over  the  occipital 
region.  There  were  scattered  moist  rales  in  both 
lower  lung  fields  posteriorly.  The  cardiac  rhythm 
was  normal  sinus;  no  murmurs  were  audible.  The 
liver  edge  was  palpable  at  the  right  costal  margin 
and  was  nontender.  There  were  abrasions  of  both 
knees. 

His  hemoglobin  was  13.2  Gm.  per  100  ml.,  he- 
matocrit 39,  and  white  blood  cell  count  15,300  with 
75  per  cent  segmented  forms.  The  routine  urinaly- 
sis revealed  a specific  gravity  of  1.022  and  other- 
wise showed  negative  findings;  the  urine  culture 
showed  Escherichia  coli  and  coagulase  negative 
Staphylococcus  albus.  Two  blood  cultures  were 
negative  after  eleven  days’  growth.  The  sputum 
smear  test  gave  a negative  result  for  acid-fast 
bacillus.  'Fhe  VDRL  test  result  was  negative. 

X-ray  examinations  revealed  no  evidence  of  skull 
fracture;  the  lung  markings  were  increased  bilater- 
ally with  confluence  at  the  base  of  the  left  lung  with 
bilateral  apical  pleural  thickening.  The  cardiac 
silhouette  was  not  enlarged. 

The  initial  electrocardiogram  revealed  sinus 
tachycardia  and  a tendency  toward  right-axis 
deviation,  with  low-amplitude,  slightly  diphasic  T 
waves  in  the  limb  and  precordial  leads,  suggestive 
of  myocardial  ischemia. 

4'he  patient’s  temperature  rose  to  102  but 


after  the  seventh  hospital  day  it  remained  normal. 
His  condition  improved  gradually  with  tetracycline 
therapy;  the  chest  x-ray  film  revealed  gradual 
resolution  of  the  infiltrate  at  the  base  of  the  left 
lung  but  in  addition  revealed  the  presence  of 
emphysema  with  small  bullae,  especially  in  the 
left  lung.  The  electrocardiogram  showed  a return 
of  T waves  to  normal  amplitude  and  configuration; 
right-axis  deviation  presisted.  Shortly  before 
discharge,  the  lungs  were  clear  except  for  a few 
scattered  inspiratory  rales  at  the  base  of  the  left 
lung,  with  occasional  scattered  wheezes. 

Second  admission  (nine  days  later).  Two  days 
prior  to  admission  the  patient  began  to  cough  and 
developed  chills,  malaise,  shortness  of  breath,  and 
fever. 

Physical  examination  on  admission  revealed  his 
blood  pressure  was  100/60,  and  temperature  was 
104  F.  The  examination  revealed  coarse  and  fine 
crepitant  rales  over  both  lung  bases,  together  with 
a friction  rub  over  the  lower  lobe  of  the  left  lung. 
The  heart  rhythm  was  regular,  and  the  rate  was 
rapid  at  115  per  minute;  the  sounds  were  of  good 
quality,  and  no  murmurs  were  audible.  The  liver 
edge  was  again  1 fingerbreadth  below  the  right 
costal  margin  and  nontender.  There  was  no  pe- 
ripheral edema. 

The  hemoglobin  and  white  blood  cell  count  were 
normal.  Urinalysis  revealed  100  plus  white  cells 
per  high-power  field.  Sputum  again  revealed 
alpha  hemolytic  streptococci  and  S.  albus.  The 
chest  x-ray  film  on  admission  showed  increased 
markings  in  both  lung  fields  with  emphysematous 
blebs. 

The  electrocardiogram  result  was  unchanged. 
Pulmonary  function  studies  revealed  a moderately 
severe  loss  of  ventilatory  capacity,  compatible  with 
obstructive  emphysema. 

With  tetracycline  therapy,  the  patient’s  temper- 
ature returned  to  normal,  and  the  copious  yellow- 
ish-green sputum  gradually  diminished  in  amount. 
Circulation  time  was  twenty-four  seconds  with 
dehydrocholic  acid  (Decholin);  the  venous  pressure 
was  measured  at  235  mm.  of  water.  Following 
digitalis  therapy,  the  shortness  of  breath  improved; 
therapy  at  the  time  of  discharge  on  the  seventeenth 
hospital  day  included  digoxin,  oral  diuretic  agents, 
and  a salt-free  diet. 
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Third  admission  (nine  years  later).  The  patient 
was  admitted  with  generalized  edema  of"  undeter- 
mined duration  and  was  in  a severely  debilitated 
condition.  He  indicated  only  that  for  several  years 
he  had  been  taking  2 “heart  pills”  per  day;  he  had 
been  admitted  to  another  hospital  three  years 
previously  for  “heart  trouble”  with  elevated  blood 
pressure,  the  levels  of  which  were  not  known. 

Physical  examination  on  admission  revealed  a 
blood  pressure  of  110/70,  an  apical  rate  of  110,  and 
a peripheral  pulse  of  60  to  72  per  minute,  with  a 
totally  irregular  rhythm.  The  respiratory  rate  was 
18  per  minute  and  the  temperature  96.4  F.  The 
patient  was  drowsy;  the  trunk  and  lower  extremi- 
ties were  cold  and  edematous  below  the  midtho- 
racic  region.  The  periorbital  regions  were 
edematous;  the  conjunctivae  were  injected  and 
questionably  icteric;  and  fundi  could  not  be  exam- 
ined. The  neck  veins  were  engorged  at  an  eleva- 
tion of  45  degrees.  There  were  moist  rales  and 
wheezing  over  the  lower  three  fourths  of  both  lung 
fields  posteriorly.  The  heart  was  enlarged  to  the 
left  of  the  midclavicular  line  in  the  fifth  left  inter- 
space; the  rhythm  was  totally  irregular;  and  the 
heart  sounds  were  of  fair  quality  with  no  murmurs 
audible.  No  gallop  or  friction  rub  was  observed. 
The  liver  was  enlarged  as  evidenced  by  percussion 
3 fingerbreadths  below  the  right  costal  margin;  the 
kidneys  and  spleen  were  not  palpable;  and  the 
abdominal  wall  was  edematous,  but  no  ascitic 
fluid  could  be  identified.  The  prostate  gland  was 
moderately  enlarged  and  smooth. 

The  hemoglobin  was  15.7  Gm.  per  100  ml.,  the 
white  blood  cell  count  5,000  with  62  per  cent 
mature  polymorphonuclear  leukocytes.  Urinalysis 
revealed  a specific  gravity  of  1.014,  with  3 to  5 
white  blood  cells  and  2 to  5 red  blood  cells  per  high- 
power  field.  The  blood  urea  nitrogen  was  54  mg. 
per  100  ml.;  the  serum  carbon  dioxide  content  was 
29  mEq.,  serum  potassium  5.3  mEq.,  serum  so- 
dium 124  mEq.,  and  serum  chlorides  93  mEq. 
per  liter.  The  creatinine  was  1.9  mg.  per  100  ml. 
The  prothrombin  time  was  19  seconds  (control  13.5 
seconds).  The  serum  glutamic  oxaloacetic  trans- 
aminase was  220  units  (normal  1 to  27),  the  serum 
glutamic  pyruvic  transaminase  79  units  (normal 
1 to  40),  the  lactic  acid  dehydrogenase  1,290  units 
(normal  200  to  600),  the  creatine  phosphokinase 
231  international  units  (normal  0 to  130),  and  the 
hydroxybutyric  dehydrogenase  1,820  units  (normal 
320  to  675  units).  The  total  bilirubin  was  17  mg. 
(direct  16  mg.  per  100  ml.),  thymol  turbidity  3.9 
units  (normal  0 to  2),  and  cephalin  flocculation 
test  result  2 plus.  The  total  cholesterol  level  was 
177  mg.,  and  the  total  protein  5.7  Gm.  (albumin 
2.4  Gm.  and  globulin  3.3  Gm.)  per  100  ml.  The 
alkaline  phosphatase  was  5 units  (normal  0 to  4 
units).  A repeat  urinalysis  revealed  a specific 
gravity  of  1.014  and  8 to  10  white  blood  cells  and  3 
to  5 red  blood  cells  per  high-power  field;  the  urine 


smear  showed  no  bacteria,  and  the  bacterial  count 
was  below  1,000  per  1(X)  ml.  The  serum  calcium  was 
8.1  mg.,  and  the  serum  phosphorus  was  3.3  mg. 
per  1(X)  ml. 

X-ray  examinations  revealed  enlargement  of  the 
heart  but  otherwise  clear  lung  fields  and  no 
evidence  of  congestive  heart  failure  (Fig.  lA).  The 
skull  x-ray  films  revealed  no  abnormalities;  the 
x-ray  film  of  the  abdomen  showed  generalized  hazi- 
ness over  the  abdomen,  possibly  due  to  ascites,  but 
no  other  abnormalities  were  noted. 

The  electrocardiogram  on  admission  revealed 
paroxysmal  atrial  tachycardia  with  a 2:1  atrio- 
ventricular block  and  occasional  premature  ven- 
tricular contractions;  Q waves  in  leads  II,  III,  and 
aVf  suggested  posterior  myocardial  infarction  of 
undetermined  age  (Fig.  IB). 

The  patient  remained  afebrile.  On  the  day  of 
admission  lanatoside  C (Cedilanid)  and  digoxin 
therapy  was  given  but  was  promptly  discontinued 
when  the  supraventricular  tachycardia  with  a 2:1 
atrioventricular  block  was  observed.  Despite  the 
suspicion  of  pulmonary  embolism  and/or  infarc- 
tion, anticoagulant  agents  were  withheld  because 
of  abnormal  results  of  liver  function  tests.  By  the 
third  hospital  day,  the  patient  was  able  to  lie  flat 
in  bed,  although  rapid,  irregular  heart  rate  and 
rales  at  both  lung  bases  persisted.  The  total  bili- 
rubin dropped  slightly  to  14.8  mg.  (direct  13.8 
mg.);  the  protein-bound  iodine  was  5.6  micrograms 
(normal  3.6  to  8.8  micrograms)  and  the 
erythrocyte  triiodothyronine  44.4  per  cent  (normal 
34.3  to  39.1  per  cent).  The  blood  urea  nitrogen 
was  59  mg.  per  100  ml.;  the  serum  potassium  was 
3.8  mEq.,  sodium  128  mEq.,  and  chlorides  91  mEq. 
per  liter.  A repeat  chest  x-ray  examination  re- 
vealed a markedly  enlarged  heart,  with  slight  hazi- 
ness in  the  left  costophrenic  angle.  Electrocardio- 
grams revealed  no  change  from  the  initial  tracing. 

However,  after  the  sixth  hospital  day,  the  ven- 
tricular rate  decreased  to  from  107  to  115  per 
minute,  coincident  with  the  reinstitution  of  digoxin 
therapy,  together  with  procainamide  hydrochloride 
(Pronestyl),  lidocaine  (Xylocaine)  by  intra- 
venous drip,  potassium  chloride,  and  furosemide. 
The  rales  in  the  lung  bases  gradually  diminished, 
and  the  patient  was  able  to  lie  flat.  However, 
cervical  venous  distention  became  more  promi- 
nent, the  liver  edge  was  now  palpable  6 finger- 
breadths  below  the  right  costal  margin,  and  edema 
persisted  in  the  lower  extremities.  No  cardiac 
murmurs,  gallops,  or  friction  rubs  were  audible. 

After  the  tenth  hospital  day,  the  electrocardio- 
gram showed  increasing  frequency  of  ventricular 
premature  contractions  arising  from  multiple  foci, 
and  digoxin  therapy  was  again  discontinued.  The 
serum  creatinine  level  was  2.2  mg.  and  the  blood 
urea  nitrogen  57  mg.  per  100  ml.  The  carbon  diox- 
ide content  was  18.5  mEq.  per  liter,  the  total  biliru- 
bin 11  mg.  (direct  10.4  mg.),  the  serum  glutamic 
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FIGURE  1.  Final  admission  to  hospital.  (A)  X-ray  film 
showing  enlarged  heart  with  left  ventricular  prominence 
and  clear  lung  fields.  (B)  Electrocardiogram  showing 
paroxysmal  atrial  tachycardia  with  2:1  atrioventricular 
block  and  premature  ventricular  contractions;  Q waves 
in  leads  II,  III,  and  aVf  compatible  with  posterior  myo- 
cardial infarction. 

oxaloacetic  transaminase  130  units,  the  serum  glu- 
tamic pyruvic  transaminase  97  units,  and  the 
lactic  acid  dehydrogenase  1,345  units.  Repeat 
urinalysis  showed  15  to  18  white  blood  cells  per 
high-power  field. 

On  the  afternoon  of  the  fourteenth  hospital  day, 
the  patient  complained  of  severe  shortness  of 
breath  and  pain  in  the  epigastric  and  lower  retro- 
sternal chest  areas.  Pallor  was  noted,  together 
with  engorged  neck  veins;  the  lungs  were  clear, 
and  the  heart  rate  was  rapid  at  240  per  minute  with 
a gallop  rhythm.  The  patient  was  given  digoxin 
0.25  mg.  and  lidocaine  was  given  intravenously. 


He  was  transferred  to  the  intensive  care  unit  where 
attempts  to  determine  the  blood  pressure  accu- 
rately were  unsuccessful,  even  after  metaraminol 
bitartrate  was  given  intravenously. 

Subsequent  electrocardiograms  indicated  rapid  * 

supraventricular  tachycardia,  delayed  intraven-  | 

tricular  conduction,  and  runs  of  ventricular  beats  | 

suggestive  of  ventricular  tachycardia;  again,  evi-  » 

dence  of  posterior  myocardial  infarction  was  pres-  ’ 

ent.  Following  the  use  of  sodium  bicarbonate, 
lidocaine,  digoxin,  sodium  diphenylhydantoin  1 

(Dilantin),  and  levarterenol  bitartrate  (Levophed), 
the  atrial  and  ventricular  rates  slowed  to  approxi-  ^ 
mately  130  with  premature  atrial  contractions. 
Results  of  repeat  chest  x-ray  examinations  were 
unchanged;  the  lung  fields  were  clear.  The  blood 
urea  nitrogen  was  38  mg.  per  100  ml.;  the  carbon 
dioxide  content  15  mEq.,  serum  potassium  5.1 
mEq.,  serum  sodium  140  mEq.,  and  chlorides  95 
mEq.  per  liter. 

During  the  final  twelve  hours  of  life  both  blood 
pressure  and  peripheral  pulses  were  unobtainable. 
The  neck  veins  remained  distended;  only  a few 
rales  were  audible  at  the  lung  bases.  The  heart 
sounds  were  distant;  the  liver  remained  markedly 
enlarged  4 to  5 fingerbreadths  below  the  right  | 
costal  margin.  The  central  venous  pressure  was  38 
cm.  of  water.  The  patient  developed  anuria  and 
eventually  complete  cardiac  arrest  on  the  afternoon 
of  the  fifteenth  hospital  day;  resuscitation  efforts, 
including  the  use  of  a transvenous  pacemaker,  were 
unsuccessful. 

Discussion 

Norman  S.  Blackman,  M.D.*:  I believe  that  a 
discussion  of  this  patient’s  first  two  hospital  ad- 
missions will  help  to  establish  facts  which  have 
bearing  on  subsequent  events.  During  these  two 
admissions,  the  patient  experienced  recurrent  ; 
pneumonia,  probably  accompanied  by  bron- 
chiectasis and  pulmonary  emphysema.  On  the  ! 
second  admission  a friction  rub  was  noted,  which 
established  the  presence  of  pleuritic  involvement. 
The  heart  and  liver  were  not  enlarged,  and  kidney  ||| 
function  was  normal.  The  peripheral  venous  pres- 
sure  was  235  mm.  of  water,  and  the  dehydrocholic  |j 
acid  circulation  time  was  prolonged.  The  patient’s 
electrocardiogram  showed  T-wave  changes  which 
I would  prefer  to  believe  were  nonspecific.  I do  not 
agree  that  he  had  a clear-cut  right-axis  deviation 
at  the  time;  his  electrical  axis  is  approximately 
plus  30  which  is  not  right  axis.  In  addition  the 
electrocardiograms  indicated  positive  evidence  of 
myocardial  infarction  of  diaphragmatic  wall,  as 
demonstrated  by  a significant  Q wave  in  lead  a Vf. 
This  infarction  probably  was  old  at  that  time,  and  5 
there  was  no  clinical  or  electrocardiogram  evidence  ^ 
of  acute  infarction  during  the  first  two  admissions.  * 

At  the  time  of  final  admission  nine  years  later, 

‘Attending  Physician,  Beekman-Downtown  Hospital. 
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his  chief  complaint  was  generalized  edema  of  unde- 
termined duration.  It  has  been  my  experience 
that  two  of  the  more  common  causes  of  edema  in 
an  adult,  that  is,  congestion  due  to  failure  of  the 
left  side  of  the  heart  and  hypoproteinemia  due  to 
liver  disease,  generally  do  not  cause  widespread 
anasarca  in  the  ambulatory  adult.  The  edema  in 
these  two  conditions  tends  to  be  dependent  and, 
unless  the  patient  has  been  lying  down,  generally 
does  not  involve  the  face,  the  periorbital  areas, 
or  the  arms  as  we  are  led  to  believe  occurred  in  this 
patient.  Also  he  had  engorged  cervical  veins,  a 
high  venous  pressure,  and  a large  liver;  the  x-ray 
films  showed  a markedly  enlarged  cardiac  shadow 
and  repeatedly  demonstrated  clear  lung  fields. 
Cardiac  arrhythmias  were  presistent;  an  electro- 
lyte imbalance  was  present  with  low  serum  sodium 
and  chloride  levels;  the  blood  urea  nitrogen  was 
high,  possibly  due  to  previous  intensive  diuretic 
therapy.  The  serum  bilirubin  was  elevated, 
jaundice  was  clinically  evident,  the  liver  function 
test  results  were  abnormal,  and  all  of  the  serum 
transaminase  enzyme  determinations  were  mark- 
edly elevated. 

Despite  occasional  rales  in  both  lung  bases,  this 
patient  was  reported  clinically  not  to  be  orthop- 
neic;  even  in  his  final  hours  he  was  described  as 
being  only  mildly  dyspneic.  I believe  this  to  be  an 
important  clinical  diagnostic  point,  since  the  ab- 
sence of  orthopnea  suggests  failure  of  the  right 
side  of  the  heart,  such  as  might  occur  with 
pericardial  constriction  or  pericardial  effusion  with 
tamponade.  The  bilateral  basilar  rales  might  have 
been  due  to  preexisting  emphysema  with  chronic 
bronchitis  or  bronchiectasis,  or  to  the  high  posi- 
tions of  the  diaphragms  secondary  to  abdominal 
ascites.  The  normal  venous  pressure  in  the  ante- 
cubital  veins  at  the  level  of  the  right  atrium  is  be- 
tween 2 and  8 cm.  of  water,  possibly  as  high  as  10 
cm.  of  w’ater;  but  in  failure  of  the  right  side  of  the 
heart,  it  often  rises  as  high  as  20  cm.  and  occasion- 
ally to  30  cm.  of  water. 

In  failure  of  the  left  side  of  the  heart,  the  venous 
pressure  is  often  normal,  generally  below  10  cm.  of 
water.  In  constrictive  pericarditis  the  peripheral 
venous  pressure  is  characteristically  high,  usually 
above  20  cm.  of  water;  the  same  is  often  true  in 
pericardial  effusions  with  cardiac  tamponade, 
thrombosis  of,  or  obstruction  to,  the  vena  cava, 
or  mediastinal  tumors.  Obstructive  emphysema 
and  bronchial  asthma  may  cause  an  elevated  ve- 
nous pressure  when  they  are  associated  w'ith  in- 
creased intrapleural  pressure  and  increased  resis- 
tance to  venous  inflow  into  the  heart,  although 
most  patients  with  emphysema  have  normal 
venous  pressures.  A central  venous  pressure  of  38 
cm.  of  water  is  a high  reading,  but  it  was  confirmed 
by  a repeat  determination  which  showed  that  it 
was  32  cm.  of  water.  In  this  setting  the  absence 
of  heart  murmur,  the  lack  of  x-ray  evidence  of 


failure  of  the  left  side  of  the  heart,  and  the  clinical 
absence  of  orthoj)nea  are  significant. 

The  question  that  must  be  answered  is;  Can 
these  findings  be  attributed  to  failure  of  both  left 
and  right  sides  of  the  heart?  I think  not.  Al- 
though this  patient  had  clear-cut  evidence  of  severe 
heart  disease,  1 feel  that  his  terminal  difficulties 
were  not  primarily  due  to  failure  of  the  heart 
muscle  per  se.  Many  of  these  findings  would  in- 
dicate a severe  and  relentless  failure  of  the  right 
side  of  the  heart  without  much  evidence  of  failure 
of  the  left  side.  With  this  combination  of  facts, 
it  is  important  for  the  clinician  to  consider  the  pos- 
sibility of  a lesion  which  can  be  corrected  surgi- 
cally, such  as  constrictive  pericarditis  or  pericar- 
dial effusion  with  tamponade.  A constricting 
myocarditis  with  a similar  clinical  picture  can  be 
due  to  primary  infiltration  of  the  walls  of  the  right 
side  of  the  heart  by  neoplasm,  amyloid  or  sarcoid, 
or  even  by  intlammatory  cells.  Similarly,  a con- 
strictive endocarditis  is  occasionally  found  at 
autopsy  in  adults  with  endocardial  or  subendocar- 
dial fibrosis. 

Although  this  patient’s  heart  was  shown  by  clin- 
ical and  radiologic  examinations  to  be  enlarged, 
the  electrocardiogram  showed  low-voltage  QRS 
complexes  in  the  limb  leads,  a finding  often  noted 
in  generalized  anasarca,  constrictive  pericarditis, 
and  occasionally  with  a badly  damaged  and  exten- 
sively infarcted  heart  muscle.  It  is  also  observed 
in  infiltrative  myocardiopathy,  such  as  amyloido- 
sis and  sarcoidosis,  and  even  in  beriberi  heart 
disease. 

Since  I considered  seriously  the  possibility  of 
constrictive  pericarditis,  it  would  have  been  help- 
ful to  observe  the  motions  of  the  heart  by  fluoro- 
scopic examination  and  to  look  for  a paradoxical 
pulse  and  for  a hepatojugular  reflex.  I would  also 
like  to  know  if  the  x-ray  films  were  carefully  exam- 
ined for  evidence  of  pericardial  calcification.  De- 
spite an  enlarged  heart  shadow,  any  of  these  would 
help  to  establish  the  diagnosis  of  constrictive 
pericarditis.  The  classical  concept  that  the  heart 
is  small  in  constrictive  pericarditis  does  not  ex- 
clude the  fact  that  in  more  than  50  per  cent  of 
proved  cases  of  constrictive  pericarditis,  the  heart 
has  been  normal  in  size  or  even  enlarged.  I would, 
therefore,  like  to  have  a report  on  the  x-ray  films. 

John  Batillas,  M.D.:  The  initial  x-ray  film 

taken  on  admission  to  the  emergency  room  showed 
the  cardiac  silhouette  to  be  markedly  enlarged 
(Fig.  lA).  The  configuration  is  not  that  of  a peri- 
cardial effusion.  The  pulmonic  segment  is  slightly 
prominent  and  the  left  ventricular  segment  more 
so.  The  lung  fields  are  clear  with  no  evidence  of 
pulmonary  congestion.  The  right  costophrenic 
angle  is  clear  and  the  left  is  obscured  by  cardio- 
megaly.  Results  of  follow-up  x-ray  films  taken 
ten  days  and  two  weeks  following  admission  were 
essentially  unchanged  from  those  shown  on  initial 
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FIGURE  2.  (A)  Reproduction  of  heart  m frontal  section 

indicating  large  mural  thrombus  overlying  atrial  orifices 
of  superior  and  inferior  venae  cavae,  extending  onto 
proximal  portions  of  tricuspid  valve  leaflets.  (B)  Sec- 
tion of  right  auricle  showing  well-organized  thrombus 
(arrows)  attached  to  endocardium  (hematoxylin  and 
eosin  stain). 

examination,  except  for  the  appearance  of  accen- 
tuated hilar  vascular  markings  compatible  with 
some  degree  of  pulmonary  congestion. 

Results  of  x-ray  examinations  of  the  abdomen 
and  of  the  skull  were  negative. 

Dr.  Blackman;  (~lan  you  be  sure  that  the  left 
ventricular  margin  is  visible? 

Dr.  Batillas:  We  do  not  have  oblique  or  lateral 
views  of  the  chest  nor  a cardiac  esophagogram,  but 


I believe  that  the  margin  of  the  left  ventricle  can  be 
seen. 

Dr.  Blackman:  Would  you  be  able  to  deter- 

mine from  these  x-ray  films  whether  or  not  calcifi- 
cation was  present  in  the  pericardium? 

Dr.  Batillas:  A great  deal  depends  on  the 

amount  of  calcification.  There  is  nothing  in  these 
films  to  suggest  pericardial  calcification. 

Henry  A.  Sampson,  M.D.:  Does  the  x-ray 

film  of  the  abdomen  show  the  liver  to  be  enlarged? 

Dr.  Batillas:  No. 

Dr.  Blackman:  I obviously  have  no  tangible 

support  for  the  diagnosis  of  constrictive  pericar- 
ditis. In  any  event  the  clinical  findings  suggest 
failure  of  the  right  side  of  the  heart  without  much 
evidence  of  failure  of  the  left  side. 

Hypoalbuminemia,  marked  icterus  with  bili- 
rubin of  18  mg.  per  100  ml.,  and  the  elevated  serum 
transaminase  enzymes  suggest  the  possibility  of  an 
acute  necrotizing  process  in  the  liver,  perhaps 
secondary  to  an  acute  superimposed  hepatitis  or 
to  severe  and  prolonged  passive  congestion. 

Could  the  evidence  in  the  protocol  concerning 
the  serum  enzymes  be  best  explained  by  necrosis 
of  hepatic  or  cardiac  cells?  There  is  still  much 
doubt  that  acute  cardiac  muscle  cell  necrosis  and 
acute  hepatic  necrosis  can  be  distinguished  with 
accuracy  by  these  serum  enzymes.  The  trans- 
aminases are  widely  distributed  in  other  tissues; 
the  myocardium  is  relatively  rich  in  glutamic  ox- 
aloacetic transaminase  and  possesses  only  a small 
amount  of  the  glutamic  pyruvic  transaminase. 
When  both  these  enzymes  are  markedly  elevated, 
disease  is  usually  found  in  the  liver.  In  this  case 
the  glutamic  oxaloacetic  transaminase  was  10 
times  the  normal  amount,  and  the  glutamic 
pyruvic  transaminase  was  only  2 times  the  normal 
amount;  the  creatine  phosphokinase  was  also  ele- 
vated, a condition  which  is  usually  associated  with 
cardiac-cell  necrosis.  Therefore,  I would  tend  to 
favor  a diagnosis  of  acute  cardiac  lesion. 

The  electrocardiographic  findings  indicate  an  ex- 
tensive old  anterior  and  a more  recent  posterior 
myocardial  infarction,  and  I expect  that  our  pa- 
thologist will  demonstrate  these.  There  remains, 
of  course,  the  possibility  of  an  underlying  inflam- 
matory myocarditis  or  a toxic  myocardiopathy, 
such  as  heart  disease  due  to  alcoholism,  leading 
to  myocardial  cell  necrosis.  The  depressed  liver 
function  could  be  pragmatically  ascribed  to  cir- 
rhosis due  to  alcoholism  and  to  severe  congestion 
which  was  a consequence  of  failure  of  the  right 
side  of  the  heart.  In  view  of  the  almost  total  failure 
of  the  right  side  of  the  heart,  I am,  therefore,  think- 
ing of  constrictive  pericarditis,  pericardial  effusion 
with  tamponade,  or  one  of  the  rare  infiltrative  myo- 
cardiopathies  to  account  for  the  generalized  ana- 
sarca, the  high  venous  pressure,  and  the  lack  of 
clinical  evidence  of  dyspnea  or  orthopnea. 

The  lungs  should  show  extensive  pulmonary  em- 
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physema,  emphysematous  blebs,  and  bronchiec- 
tasis. Possibly  an  obliterative  pleuritis  bilaterally 
might  account  for  the  lack  of  hydrothorax  in  this 
patient. 

I do  not  believe  the  kidneys  will  show  significant 
lesions.  The  clinical  findings  do  not  appear  to  be 
consistent  with  either  nephritis  or  nephrotic  syn- 
drome. Acute  tubular  necrosis  as  a terminal  event 
following  shock  and  anuria  of  his  last  few  hours 
may  be  an  incidental  finding. 

In  summary,  I believe  the  patient  had  either 
constrictive  pericarditis,  pericardial  effusion  with 
tamponade,  or  one  of  the  more  exotic  constrictive 
myocardiopathic  diseases.  Such  a condition 
would  probably  be  superimposed  on  an  extensively 
infarcted  left  ventricle  to  account  for  the  clinical 
picture  of  a relatively  isolated  severe  failure  of  the 
right  side  of  the  heart  in  a known  alcoholic  person. 

John  T.  Flynn,  M.D.:  Y ou  are  impressed,  as 

all  of  us  were,  by  the  high  venous  pressure.  How- 
ever, it  has  been  our  unhappy  experience  that  oc- 
casionally we  slide  the  central  venous  pressure  line 
too  far,  into  the  right  auricle  and  right  ventricle, 
so  that  we  are  actually  measuring  the  pressure 
within  those  areas.  However,  even  if  that  were 
true,  would  it  alter  your  impression  of  the  case? 

Dr.  Blackman;  I do  not  think  so.  The  pressure 
in  the  right  atrium  should  not  be  significantly  dif- 
ferent from  the  venous  pressure  just  proximal  to 
it,  except  during  the  cardiac  cycle.  If  the  distal 
end  of  the  central  venous  pressure  line  was  in  the 
right  ventricle,  I think  an  end-diastolic  pressure  of 
38  cm.  of  water  would  still  indicate  failure  of  the 
right  side  of  the  heart,  although  it  certainly  would 
not  be  as  severe  as  when  a high  pressure  is  present 
in  the  peripheral  veins. 

Asuncion  Luyao,  M.D.:  Does  the  x-ray  film 

suggest  the  possibility  of  left  ventricular  aneu- 
rysm? 

Dr.  Batillas:  The  left  ventricular  segment  is 

prominent,  and  sometimes  a ventricular  aneurysm 
can  resemble  this,  but  I do  not  see  a convexity  to 
suggest  an  aneurysm. 

Harold  H.  Coppersmith,  M.D.:  Dr.  Blackman 
made  a diagnosis  of  extensive  myocardial  infarc- 
tion on  the  basis  of  the  electrocardiographic  evi- 
dence. Why  is  he  so  unwilling  to  diagnose  failure 
of  the  left  side  of  the  heart  which  is  a common 
adjunct  of  myocardial  infarction?  Perhaps  he  be- 
lieves that  only  the  right  ventricle  was  infarcted. 

Dr.  Blackman:  I considered  such  a possibility, 
but  I am  oriented  by  the  protocol  to  believe  that 
this  patient  had  failure  of  the  right  side  of  the  heart 
with  congestion  of  the  viscera  and  with  periorbital 
and  peripheral  edema.  Yet  it  is  obvious  from  the 
results  of  the  electrocardiogram  that  he  had  a se- 
verely infarcted  left  ventricle,  and  this  would  na- 
turally lead  one  to  anticipate  left  ventricular  heart 
failure.  In  spite  of  this,  the  clinical  picture  does 
not  indicate  left  ventricular  failure  or  congestion. 


An  additional  factor  needs  to  be  identified  in  this 
picture,  as  I suggested  previously. 

Dr.  Coppersmith:  Are  you  not  describing  a pa- 
tient with  cor  pulmonale? 

Dr.  Blackman:  The  electrocardiograms  do  not 
present  a picture  of  cor  pulmonale;  there  are  no 
appropriate  P-wave  changes.  Similarly  I dis- 
carded Dr.  Luyao’s  suggestion  of  left  ventricular 
aneurysm  because,  again,  the  electrocardiogram 
did  not  show  any  patterns  of  left  ventricular  aneu- 
rysm. 

Dr.  Sampson;  I would  like  to  suggest  the  pos- 
sibility of  primary  carcinoma  of  the  liver  in  an  al- 
coholic man  who  probably  had  cirrhosis  of  the  liver. 
His  heart  disease  involved  two  myocardial  infarc- 
tions, but  in  addition  portal  hypertension  would 
contribute  to  his  diffuse  edema  terminally.  Be- 
side this  factor,  hepatoma  can  metastasize  by  ex- 
tension via  the  hepatic  veins  and  the  inferior  vena 
cava  into  the  right  auricle  and  can  lead  to  obstruc- 
tion therein. 

Dr.  Blackman:  The  alkaline  phosphatase  was 
only  5 units,  which  is  evidence  against  hepatoma. 
However,  there  is  always  the  possibility  of  an  infil- 
trative lesion  of  the  heart  muscle  from  neoplasm  of 
undetermined  origin,  with  resultant  isolated  failure 
of  the  right  side  of  the  heart. 

Charles  M.  Karpas,  M.D.:  This  patient  ap- 
peared to  be  markedly  debilitated,  yet  he  had  a 
hemoglobin  of  15.7  Gm.  per  100  ml.  and  a hemat- 
ocrit of  43.  Also  he  was  probably  dehydrated 
with  a degree  of  hemoconcentration.  Second, 
his  serum  bilirubin  was  17  mg.  with  a direct  deter- 
mination of  16  mg.  per  100  ml.  I would  expect  to 
find  dark  urine  containing  bilirubin,  although  it 
is  not  mentioned  in  the  protocol.  In  addition,  if 
this  patient  had  active  cirrhosis,  he  would  be  ex- 
pected to  have  a high  level  of  alkaline  phosphatase, 
together  with  positive  test  results  for  thymol  tur- 
bidity and  cephalin  flocculation. 

Dr.  Flynn:  The  urine  in  this  case  was  not  un- 
usually dark.  We  are  so  often  faced  with  the  dif- 
ficulty of  correlating  laboratory  test  results  with 
clinical  findings.  For  example,  one  of  our  patients 
who  at  autopsy  showed  signs  of  acute  hepatitis 
due  to  alcoholism  had  repeatedly  shown  a totai 
serum  bilirubin  of  from  80  to  90  mg.  per  100  ml., 
all  in  the  direct  reacting  form.^  At  such  high 
levels  or  under  certain  circumstances,  these  chemi- 
cal tests  cannot  always  be  relied  on  to  distinguish 
one  form  of  jaundice  from  another. 

Seymour  A.  Fink,  M.D.:  We  should  mention 

the  Budd-Chiari  syndrome,  with  thrombosis  of  the 
hepatic  veins.  It  occurs  in  both  acute  and  chronic 
forms  and  would  be  consistent  in  many  respects 
with  a clinical  picture  suggesting  involvement  of 
the  right  side  of  the  heart. 

Dr.  Flynn:  I hesitate  to  report  that  our  clinical 
impression  prior  to  the  patient’s  death  was  that  he 
was  suffering  from  one  of  the  variants  of  Bern- 
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heim’s  syndrome.  The  history  of  hypertension,  al- 
beit not  documented,  the  left  ventricular  hyper- 
trophy, and  the  failure  which  was  predominantly 
of  the  right  side  of  the  heart  brought  this  alleged 
syndrome  to  mind.  As  an  alternative,  we  thought 
that  perhaps  he  had  had  a myocardial  infarction 
involving  the  septum,  with  a resulting  aneurysmal 
protrusion  of  the  septum  into  the  right  ventricular 
cavity.  However,  there  are  intense  disagreements 
among  clinicians  as  to  whether  or  not  such  intru- 
sions of  the  septum,  either  due  to  aneurysm  or  to 
hypertrophy  of  the  left  ventricular  wall,  can  com- 
promise the  volume  and  contractility  of  the  right 
ventricle  to  the  extent  of  producing  evidence  of 
failure  of  the  right  side  of  the  heart.  I mention 
it  only  because  such  an  entity  would  fit  this  clinical 
picture,  but  I admit  that  the  concept  is  based  on 
inadequately  substantiated  premises  at  best.^ 

Clinical  diagnoses 

1.  Failure  of  the  right  side  of  the  heart,  possibly 
secondary  to  herniation  of  interventricular  septum 
into  right  ventricular  cavity  (Bernheim’s  syn- 
drome) due  to  hypertrophy  or  aneurysmal  thinning 
of  septal  myocardium 

2.  Arteriosclerotic  and  hypertensive  heart  dis- 
ease; myocardial  infarction,  old 

Dr.  Blackman's  diagnoses 

1.  Hypertensive  and  arteriosclerotic  heart  dis- 
ease; myocardial  infarction,  old;  and  left  ventric- 
ular hypertrophy 

2.  Failure  of  the  right  side  of  the  heart,  secondary 
to  disease  of  pericardium  ( constrictive  pericarditis 
or  effusion  with  tamponade) 

3.  Chronic  alcoholism 

Pathologic  discussion 

Basil  Moumgis,  M.D.:  The  most  significant 

findings  at  post  mortem  could  be  directly  attri- 
buted to  changes  incurred  in  an  arteriosclerotic 
heart.  The  enlarged  heart  weighed  640  Gm.,  and 
hypertrophy  of  both  ventricles  and  of  the  right 
auricle  were  readily  demonstrated.  Although  there 
was  advanced  arteriosclerosis,  there  were  no 
thrombi  or  occlusive  phenomena  in  the  coronary 
arteries.  However,  a massive  thrombus  occupied  a 
considerable  portion  of  the  dilated  right  auricle  and 
extended  in  a polypoid  fashion  downward  to  the 
level  of  the  tricuspid  valves  (Fig.  2A).  By  virtue  of 
its  size  and  location,  it  was  not  difficult  to  visualize 
its  role  in  impeding  the  inflow  of  blood  through 
the  right  arterioventricular  orifice.  Similar  con- 
siderably smaller  thrombi  were  found  in  both  the 
left  auricular  appendage  and  left  ventricle. 

Microscopic  study  showed  the  thrombi  were  an- 
chored to  the  auricular  endocardium  by  connec- 
tive tissue;  the  fibroplasia  extended  into  the  sub- 
stance of  the  thrombi  which  were  coated  by  a layer 


of  fibrin  and  scattered  area  of  friable  material 
(Fig.  2B).  These  necrotic  areas  contained  cel- 
lular debris  but  were  conspicuously  devoid  of  bac- 
terial colonies.  Postmortem  cultures  of  these 
clots  failed  to  grow  out  any  organisms.  The  hy- 
pertrophied myocardium  of  the  left  ventricle  was 
essentially  intact,  although  interstitial  fibrosis 
was  quite  prominent.  These  fibrotic  changes 
which  were  also  demonstrated  in  the  interventric- 
ular septum  were  primarily  subendocardial  in 
location  but  could  be  demonstrated  within  the 
deeper  portions.  There  was  no  evidence  of  recent 
infarction.  From  the  architecture  of  these 
changes,  we  inferred  the  pathogenesis  of  the  in- 
terstitial fibrosis  to  be  related  to  long-standing 
cardiac  insufficiency.  Incidentally,  we  did  not  find 
any  evidence  of  pericarditis,  of  either  recent  or  re- 
mote origin. 

With  the  demonstration  of  friable  portions  in  the 
mural  thrombi,  it  was  not  surprising  to  find  mor- 
phologic evidence  of  multiple  emboli  in  several  tar- 
get organs.  The  lungs  harbored  multiple  foci  of 
recent  hemorrhagic  necrosis  intimately  associated 
with  emboli.  In  addition  there  was  severe  pul- 
monary edema  and  long-standing  passive  conges- 
tion which  most  likely  contributed  to  the  dilation 
of  the  right  ventricle  and  atrium.  A liter  of  serous 
fluid  was  found  in  each  pleural  space. 

The  spleen  and  kidneys  also  showed  irregular 
areas  of  fibrosis,  indicating  the  presence  of  old, 
completely  healed  infarcts.  In  addition  to  the 
presence  of  nephrosclerosis,  there  was  evidence  of 
patchy,  mild  chronic  pyelonephritis  which  could 
have  been  related  to  the  infarcts. 

Although  the  liver  was  only  slightly  enlarged,  it 
showed  marked  passive  congestion  with  a promi- 
nent central  vein  and  sinusoidal  dilatation,  central 
lobular  necrosis,  and  diffuse  extravasation  of  red 
cells.  The  over-all  picture  is  one  which  is  not  in- 
frequently encountered  in  shock.  The  severity  of 
changes  was  clinically  reflected  in  the  jaundice  I 
and  probably  contributed,  at  least  in  part,  to  the 
elevation  in  serum  enzymes. 

To  complete  the  autopsy  findings,  this  man  har-  i 
bored  a microscopic  focus  of  carcinoma  in  the  pros- 
tate gland  and  well-differentiated  papillary  car-  | 
cinoma  in  the  thyroid  gland.  There  was  no  de- 
monstrable evidence  of  metastases. 

Dr.  Flynn:  What  was  the  cause  of  the  throm- 
bus in  the  auricle? 

Dr.  Moumgis:  I am  inclined  to  attribute  it  to 
repeated  arrhythmias  during  the  course  of  his  heart 
disease. 

Dr.  Flynn:  At  autopsy  the  right  auricular 

thrombus  measured  5 by  7 cm.  and  appeared  to  be 
overlying  the  tricuspid  valve.  Could  the  extensive 
thickening  of  most  of  the  right  auricular  endocar- 
dium perhaps  represent  an  irritation  phenomenon 
caused  by  rubbing  against  the  thrombus? 

Dr.  Moumgis:  No.  The  usual  interpretation 
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of  such  endocardial  fibrosis  in  the  absence  of 
change  in  the  underlying  myocardium  is  that  the 
partial  obstruction  of  the  tricuspid  valve  sets  up 
strong  eddy  currents  in  the  blood  entering  the 
auricle  and  results  in  endocardial  thickening. 

The  right  atrium  was  the  one  cardiac  chamber 
that  seemed  to  be  disproportionately  hypertrophic 
and  dilated,  no  doubt  because  of  the  massive  mural 
thrombus. 

Dr.  Coppersmith:  I wonder  if  Dr.  Moumgis  is 

describing  idiopathic  myocardial  hypertrophy? 

Dr.  Moumgis:  I would  not  rule  out  that  pos- 

sibility; however,  1 found  enough  ischemic  changes 
in  his  heart,  in  addition  to  a possible  history  of 
hypertension,  to  account  for  the  myocardial  hyper- 
trophy. 

Dr.  Coppersmith:  1 do  not  think  you  can  ex- 

plain the  hypertrophy  of  the  ventricle  on  the  basis 
of  coronary  artery  disease.  Thinning  of  the  myo- 
cardium and  cardiac  dilatation  occur  with  that 
disease.  Hypertension,  in  terms  of  blood  pressure 
readings  or  fundal  changes,  was  not  recorded  dur- 
ing his  hospital  admission. 

Dr,  Moumgis:  In  support  of  the  latter  diag- 

nosis, nephrosclerosis,  both  arteriolar  and  arterial, 
was  evident  at  autopsy. 

Dr.  Sampson:  Dr.  Coppersmith’s  point  is  an 

important  one.  Unfortunately  we  often  see  pa- 
tients in  the  terminal  stage  of  a disease,  at  a time 
when  earlier  symptoms  and  physical  findings  are 
considerably  modified.  We  may  find  a normal 
blood  pressure  reading  during  congestive  heart 
failure  or  myocardial  infarction,  and  yet  the  pa- 
tient may  have  had  hypertension  for  years.  In  this 
case  we  also  have  mechanical  interference  to  the 
flow  of  blood  into  both  the  right  auricle  and  ven- 
tricle and  a consequent  reduction  of  the  amount  of 
blood  being  delivered  to  the  left  ventricle.  Cardiac 
stroke  volume  must  have  been  reduced,  and  the 
peripheral  arterial  blood  pressure  consequently 
reduced  during  his  final  illness. 

Stanley  S.  Yormak,  M.D.:  In  myocardio- 

pathic  conditions  we  see  cardiomegaly,  arrhyth- 
mias, and  emboli,  as  with  this  patient.  Would 
the  histologic  appearance  here  coincide  with  that 
of  an  alcoholic  person  with  myocardiopathy?  Or 
could  this  be  endomyocardial  fibrosis? 

Dr.  Moumgis:  There  was  insufficient  evidence 
to  implicate  an  endomyocardial  fibrosis  or  fibro- 
elastosis in  this  patient,  since  the  changes  were 
not  sufficiently  diffuse. 

In  an  alcoholic  patient  with  myocardiopathy, 
light-microscopic  findings  are  totally  unrewarding. 
Electronmicroscopy  demonstrates  changes  in  the 
mitochondria  which  most  likely  reflect  altered 
enzymatic  activity. 

Dr.  Flynn:  The  clinical  facts  in  this  case  fit 

the  picture  of  an  auricular  myocardial  infarction. 
Seventy  per  cent  of  auricular  myocardial  infarcts 
involve  the  right  auricle,  are  the  source  of  emboli 


to  the  lungs,  and  are  accompanied  by  arrhythmias, 
just  as  this  patient  experienced  repeatedly.  The 
infarcts  can  rupture;  when  they  do,  almost  always 
the  right  auricle  is  involved.  There  might  be  good 
reason  to  suspect  that  in  this  case  there  was  a 
small  area  of  infarction  in  the  auricle  which  was 
not  identified  grossly  at  the  autopsy  table  nor  un- 
der the  microscope.  I mention  this  because  in  a 
number  of  studies,  auricular  myocardial  infarc- 
tions have  been  reported  to  be  concurrently  found 
in  from  1 to  25  per  cent  of  cases  of  ventricular  myo- 
cardial infarctions.^  Such  a discrepancy  in  per- 
centages appears  to  reflect  the  relative  persistence 
of  the  pathologist  in  his  examination  of  the  entire 
auricular  wall  for  evidence  of  infarction.'* 

Hugo  Paganelli,  M.D.:  I do  not  think  we 

should  overlook  the  fact  that  mural  thrombi  fre- 
quently develop  in  the  auricles  and  ventricles  in 
the  presence  of  alcoholism  and  myocardiopathy, 
for  which  this  patient  may  well  have  been  a good 
candidate. 

On  the  other  hand,  massive  thrombi  in  the  right 
atrium  are  rare,  whether  pedunculated,  sessile,  or 
“ball-thrombus”  in  type.'*  The  few  available  de- 
scriptions of  clinical  symptoms  and  signs  empha- 
size a fluctuating  intensity  of  peripheral  vascular 
and  cerebral  vascular  insufficiency.  On  the  other 
hand,  dyspnea  is  striking,  and  the  findings  com- 
monly associated  with  failure  of  the  right  side  of 
the  heart  are  most  often  absent,  surprisingly 
enough.^  In  cases  of  large  auricular  thrombi,  such 
as  we  found  in  this  patient,  there  is  nearly  always 
an  association  with  valvular  disease  and  auricular 
fibrillation,  which  were  not  present  in  this  patient. 

Dr.  Blackman:  This  patient  in  effect  had  “an- 
ticoagulated himself”;  he  had  an  elevated  pro- 
thrombin time,  but  I assume  this  was  only  during 
the  last  few  weeks  of  his  life  and  did  not  materially 
affect  the  growth  of  the  mural  thrombi.  This 
would  coincide  with  Dr.  Moumgis’s  impression 
that  liver  damage  developed  toward  the  end  of  the 
patient’s  life. 

I need  not  mention  that  angiocardiography 
would  have  clarified  the  diagnosis;  surgical  re- 
moval, followed  by  anticoagulant  therapy  might 
have  cured  this  serious,  although  rare,  complica- 
tion. 

Final  diagnoses 

1.  Arteriosclerotic  heart  disease;  coronary  artery 
disease;  myocardial  fibrosis;  myocardial  hyper- 
trophy, both  ventricles;  chronic  passive  conges- 
tion of  lungs  and  liver;  and  bilateral  pleural  effu- 
sion 

2.  Right  auricular  thrombus  formation,  with 
partial  obstruction  of  tricuspid  valve  area,  dila- 
tation and  hypertrophy  of  right  auricle,  and  mul- 
tiple pulmonary  emboli;  mural  thrombi  in  left 
auricle  and  ventricle,  with  secondary  embolism  to 
spleen  and  kidneys 
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3.  Arteriolonephrosclerosis;  chronic  pyelone- 
phritis 

4.  Carcinoma  of  prostate,  in  situ 

5.  Papillary  carcinoma  of  thyroid  without  evi- 
dence of  metastatic  spread 
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QUESTION  98.  The  upper  electrocardiogram  was  taken  from  a sixty-eight-year-old  man  admitted  to  the  hospital 
with  chest  pain.  The  lower  electrocardiogram  was  taken  four  days  later.  What  is  the  interpretation? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  97.  The  first  three  beats  show  regular 
sinus  rhythm  and  are  normal.  Beats  four  to  seven 
have  an  inverted  P wave  and  are  at  a slightly  more 
rapid  rate  than  the  first  three.  These  beats  arise  in 
an  ectopic  atrial  focus  and  have  a P-R  interval  of 
0.18  second  as  compared  with  the  P-R  interval  of 
the  earlier  beats  which  is  0.20  second.  These  ec- 
topic atrial  beats  may  arise  in  the  left  atrium  or 
near  the  coronary  sinus.  Following  the  four  ec- 
topic beats,  the  focus  again  shifts  to  the  sino-atrial 
node.  This  type  of  rhythm  may  occur  in  normal 
individuals  or  may  be  seen  as  a result  of  digitalis 
toxicity. 


Question  98.  In  the  top  tracing  the  QRS  com- 
plexes are  of  normal  duration.  There  is  a small 
q with  inverted  T waves  in  leads  II,  III,  and  aVf. 
The  S-T  segment  is  slightly  elevated  in  V2  and 
V3.  The  T wave  is  biphasic  in  V3  and  inverted  in 
V4.  These  changes  are  compatible  with  myocar- 
dial damage  involving  both  the  anteroseptal  area 
and  the  posterior  wall.  Serial  tracings  are  neces- 
sary to  determine  how  recently  the  damage  oc- 
curred. In  the  lower  tracing  the  patient  has  de- 
veloped left  bundle  branch  block,  characterized  by 
an  absent  Q wave,  a broadened  QRS,  and  delayed 
onset  of  the  intrinsicoid  deflection  in  leads  I,  aVl, 
and  Ve.  The  T-wave  and  S-T  segment  changes  in 
these  leads  are  characteristic  of  left  bundle  branch 
block.  Left  bundle  branch  block  may  appear  fol- 
lowing acute  myocardial  infarction.  The  diagno- 
sis of  infarction  was  confirmed  by  a rise  in  serum 
enzymes  and  the  clinical  course. 
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High  levels  of  mercury  discovered  in  fish  in 
Sweden  and  Japan  and  more  recently  in  Canadian 
and  American  waters  have  stimulated  controversy 
and  research  on  the  environmental  effects  of  metals 
in  much  the  way  Carson’s*  Silent  Spring  spurred 
research  on  the  ecological  consequences  of  pesti- 
cide use.  The  general  field  of  metal  toxicology  in 
man  and  laboratory  animals  alone  is  extremely 
broad.  Numerous  short-term  dosing  studies  with 
rats  have  been  done,  including  practically  every 
element  in  the  periodic  table,  often  at  acute  intake 
levels,  followed  by  recording  gross  symptoms  and 
pathologic  conditions.  Little  is  known  about  the 
possible  long-term  effect  of  part  per  million  or 
lower  levels  of  toxic  metals  in  air,  water,  and  food 
sources  on  any  environmental  species.  Similarly 
the  chemistry  and  biochemistry  of  metals  in  soils, 
water,  and  air  that  determine  their  behavior  are 
mostly  uninvestigated.  Furthermore  the  number 
of  metals  of  interest  for  study  grows  as  new  ones 
continue  to  emerge  as  possibly  essential.  It  is 
therefore  of  interest  to  examine  the  major  segments 
of  the  environment  to  learn  the  occurrence  of 
metals  and  the  principles  and  factors,  insofar  as 
they  are  understood,  governing  their  movement, 
reactions,  and  effects. 

Soil-plant  relationships 

Except  for  meteoric  debris  and  volcanic  ash  all 
metals  derive  ultimately  from  the  soil.  The  largest 
part  of  the  total  body  burden  of  most  metals  in 
biologic  species  is  traceable  to  diet.  It  may  be  ap- 


propriate therefore  to  begin  by  discussing  aspects 
of  tbe  sources,  translocation,  and  chemistry  of 
metals  in  soils  and  plants. 

Metals  in  soils  originate  from  many  sources. 
These  include  those  present  natively  as  constitu- 
ents of  the  rocks  and  minerals  which  weathered  to 
produce  the  soil;  water  erosion  of  soil  particles; 
metals  as  added  ingredients  or  impurities  in  fer- 
tilizers; pesticides  containing  metals,  such  as  ar- 
senic, copper,  mercury,  lead,  manganese,  zinc,  and 
others;  metals  in  manure  and  sludge;  and  those 
present  in  airborne  dust  (industrial  and  mining 
wastes,  fossil  fuel  combustion  products,  wind- 
eroded  soil  particles,  radioactive  fallout,  pollen, 
sea  spray,  meteoric  and  volcanic  material)  which 
settles  or  rains  out. 

Considering  the  geographic  variability  of  parent 
rock  and  mineral  material,  it  is  not  surprising  that 
soils  may  vary  markedly  regarding  their  metal  con- 
tent. This  original  source  contributes  by  far  the 
major  portion  of  most  metals  in  soils.  High  levels 
of  specific  metals  in  soils  can  be  expected  when 
weathering  of  minerals  high  in  those  elements  is 
involved.  Thus  mercury  may  be  higher  in  soils 
derived  from  cinnabar-containing  material.*^  Al- 
though many  metals  are  randomly  distributed  in 
traces  throughout  soils,  certain  metal  associations 
are  noteworthy.  In  geochemical  prospecting  there 
is  evidence  that  the  presence  of  certain  metals 
(path-finding  elements)  may  indicate  the  presence 
of  specific  others.  Thus  volatile  mercury  has  been 
measured  directly  in  the  air  over  deep  gold  depos- 
its.** Molybdenum  may  be  associated  with  copper 
deposits,  manganese  or  zinc  with  gold  or  silver  de- 
posits, gallium  in  bauxite,  and  cadmium  in  zinc  de- 
posits.^ 

A method  called  “geochemical  reconnaissance” 
has  been  published.®”"  Stream  sediments  in  partic- 
ular regions  are  analyzed  for  metals  to  assess  the 
content  and  availability  of  these  metals  in  minerals 
and  soils  of  the  region.  The  principle  of  this 
method  is  that  under  normal  conditions  weathering 
products  including  metals  tend  to  be  funneled 
down  surface  drainage  systems  either  in  solution  or 
in  the  active  stream  sediment.  These  sediments 
may  thus  reflect  deficiency  or  toxicity  levels  of  a 
large  regional  area  which  could  otherwise  be  esti- 
mated only  by  multiple  sample  analysis  of  miner- 
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als  and  soils  throughout  the  region.  Agreement 
between  stream  sediment  analysis  and  analysis  of 
individual  mineral  and  soil  samples  is  qualitatively 
good. 

The  successive  annual  use  of  fertilizers  and 
metal-containing  pesticides  contributes  to  total 
soil  content.  Mercury  residues  have  been  reported 
in  cereal  grains,®  potatoes,^  and  apples'*^  from  ap- 
plications of  organic  mercury  fungicides.  Adverse 
effects  from  these  sources  are  evident  in  many  old 
orchard  soils  after  tree  removal  and  planting  new 
fruit  trees  or  cultivation  for  growing  other  crops." 
The  content  of  lead,  arsenic,  molybdenum,  boron, 
and  certain  other  elements  in  these  soils  from  many 
pesticide  and  fertilizer  amendments  is  typically 
very  high  and  may  prevent  growth  of  succeeding 
crops  or  yield  toxic  residues  in  plant  material. 
Herbicide  acids  such  as  2,4-D,  2,4,5-T,  Silvex,  Di- 
camba  and  Picloram  may  soon  be  formulated  as 
polymers  with  various  metals  for  controlled  toxi- 
cant release,  and  this  would  be  another  source  of 
metals  entering  the  environment. Toxic  metals 
are  added  to  soils  unknowingly  as  impurities  in  fer- 
tilizers. It  has  been  reported  that  superphosphate 
may  contain  up  to  7.25  parts  per  million  of  cad- 
mium, and  measurable  uptake  by  crops  has  been 
shown."  A total  metal  analysis  of  city  sewage 
sludges  containing  many  potentially  effective  func- 
tional groups  for  chelating,  complexing  or  fixation 
of  metals  has  not  been  reported.  Yet  mass  dis- 
posal of  it  as  an  agricultural  fertilizer  is  being  in- 
vestigated and  may  prove  economically  and  per- 
haps toxicologically  feasible."  It  would  also  serve 
as  an  excellent  soil  conditioner. 

Probably  metals  in  airborne  dust  are  most  uni- 
versally distributed  on  soils.  Even  meteoric  ma- 
terial, which  may  at  first  be  considered  an  unlikely 
source  of  serious  metal  contamination,  has  been  es- 
timated to  enter  tbe  earth’s  atmosphere  in 
amounts  up  to  1,000  tons  per  day.'-^  Therefore, 
limited  evidence  indicates  that  with  adequate  ana- 
lytic sensitivity  many  unexpected  elements,  such 
as  the  rare  earths,  are  detectable  in  soils  far  re- 
moved from  any  known  industrial  or  agricultural 
source  of  tbe  elements."  Other  known  sources  of 
airborne  metal  contamination  have  been  reported 
including  lead,  zinc,  copper,  nickel,  and  chromi- 
um" and  cadmium"  from  industrial  use,  radio- 
nuclides from  fallout,'’-'-^”  and  lead  from  gasoline  ex- 
haust^' on  soils  and  plants.  Certain  of  these 
metals  which  are  known  to  be  essential  such  as 
copper  and  zinc  and  others  such  as  nickel  and 
chromium  which  may  be  essential  are  found  to  be 
higher  in  plants  near  sources  of  pollution  probably 
as  a result  of  fallout."  Since  these  elements  are 
not  readily  absorbed  by  plants  from  soil  and  may 
be  deficient  in  the  human  diet,  this  may  constitute 
a kind  of  benefit.* 

*For  further  information  on  the  source.s  of  metals  in  air  and 
their  effects  on  ot  her  parts  of  the  eco.system  including  plants  t he 
reader  is  referred  to  an  excellent  .series  of  puhlications  entitled 


Much  published  information  has  appeared  cor- 
relating the  native  levels  of  specific  metals  in  soils 
over  large  areas  with  resulting  deficiencies  or  toxic 
concentrations  in  associated  plants  and  animals. 
A deficiency  of  cobalt  in  soils  has  been  linked  to 
low  levels  in  forage  and  ruminants, Similarly, 
molybdenum  levels  in  soils  have  been  linked  with 
those  in  herbage  and  ruminants.®  '^  ''^''''^^  Selenium 
has  also  been  extensively  studied  and  its  availabil- 
ity in  soils  correlated  with  crop  content  and  selen- 
ium-affected diseases  in  animals.^®  What  factors 
determine  the  availability  to  plants  of  metals  in 
soil? 

By  far,  essential  metals  as  nutrients  for  plants 
and  animals  have  been  studied  principally  regard- 
ing their  soil  chemistry.  These  include  sodium, 
potassium,  calcium,  magnesium,  manganese,  iron, 
cobalt,  copper,  zinc,  boron,  and  selenium.  Al- 
though other  metals  have  been  included  in  soil  in- 
vestigations, most  of  these  studies  have  largely 
involved  surveys  of  metals  in  soils  and  plant  uptake 
and  response  following  soil  amendments  of  the  par- 
ticular metals.  Very  little  is  known  about  the 
chemistry  of  lead,  arsenic,  mercury,  and  most 
other  nonessential  metals  in  soils.  The  associa- 
tions of  metals  in  soils  may  include  those  in  min- 
erals as  part  of  their  regular  structure  of  as  impuri- 
ties; as  simple  or  complex  inorganic  precipitates; 
as  simple  or  complex  inorganic  ions;  incorporated 
in  organic  matter  and  microorganisms;  as  organic 
complexes  or  chelates;  adsorbed  as  ions  on  charged 
surfaces  of  clays,  precipitates,  or  organic  matter; 
and  in  various  combinations  of  the  aforementioned 
associations. 

From  a knowledge  of  the  chemical,  biologic,  and 
physical  factors  which  affect  metals  in  the  preced- 
ing forms,  it  is  possible  to  list  those  which  may 
alter  the  availability  of  metals  to  plants.  These 
include  the  structure,  purity,  and  abundance  of 
clay  materials;  the  composition  and  abundance  of 
organic  matter;  the  presence  of  other  essential  nu- 
trient elements,  such  as  nitrogen,  phosphorus,  and 
potassium;  moisture;  drainage;  pH;  temperature; 
the  chemistry  of  the  metal  of  interest;  the  nature 
and  abundance  of  other  metals;  and  the  nature  of 
plant  growth. 

The  diversity  of  metal  associations  in  soils  and 
the  number  of  interrelated  parameters  which  can 
affect  their  reactions  and  mobility  result  in  an  ex- 
ceedingly complex,  dynamic,  and  poorly  under- 
stood system.  Considering  each  parameter  an  at- 
tempt might  be  made  to  dramatize  the  complexity 
and  interdependence  of  soil  reactions. 

The  structure  of  clays  and  the  extent  of  isomor- 

Air  I’ollution  Aspects  of  (name  of  metal)  and  Its  Compounds 
available  from  Clearinghouse  for  Federal  Scientific  and  Tech- 
nical Inlormation.  II. S.  Dept,  of  Commerce,  5285  Port  Royal 
Hoad,  Springfield,  Virginia  22151.  A separate  publication 
dealing  with  each  of  the  metals,  arsenic,  barium,  beryllium, 
boron,  cadmium,  chromium,  iron,  manganese,  mercury,  nickel, 
selenium,  vanadium,  zinc  (and  radionuclides)  has  been  pre- 
j)ared. 
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phous  substitution  of  structural  silicon  by  alumi- 
num determine  their  cation-exchange  capacity  and 
adsorption  tenacity  for  cations  and  thus  the  equi- 
librium concentration  of  metals  in  associated  soil 
solution.  Several  ion  exchange  equations  have 
been  used  to  describe  these  ionic  equilibria."^ 
Clay  structure  also  determines  the  ability  of  clays 
to  expand  when  wetted  or  collapse  on  drying.  Cat- 
ions or  soluble  organic  compounds  which  diffuse 
between  the  expanding  layers  of  moist  clay  may  be- 
come locked  in  on  drying. 

The  magnitude  and  composition  of  organic  mat- 
ter affect  the  physical  structure  and  friability  of 
soils  and  therefore  the  accessibility  of  water  and 
air.  It  acts  as  a slowly  available  reservoir  of  met 
als,  the  rate  of  release  depending  predominantly  on 
microbiologic  activity.  The  composition  of  organic- 
matter  in  turn  strongly  dictates  the  species  of  soil 
bacteria  and  organisms  which  survive  and  are  ac- 
tive. It  has  been  estimated  that  bacteria  and  soil 
animals  may  weigh  500  Gm.  per  cubic  meter  of 
soil.-^*  Carboxylic  acid,  amine,  and  phenolic 
groups  within  organic  matter  account  for  its  ex- 
change capacity  for  metal  cations  or  anions.  The 
presence  of  other  groups  perhaps  involving  sulfur 
may  render  metals,  such  as  copper  or  mercury,  ex- 
tremely inaccessible.  Other  little-understood 
forms  of  strong  metal  fixation  by  soil  organic  mat- 
ter are  well  known.  The  mineralization  of  organic 
matter  by  microbial  activity  or  chemical  hydroly- 
sis yields  complexing  and  chelating  moieties  which 
may  serve  to  hold  metals  in  solution  and  facilitate 
absorption  by  plant  roots. 

Nutrient  elements  such  as  nitrogen  strongly  af- 
fect microbiologic  activity  and  plant  growth.  Pre- 
cipitation reactions  between  nutrient  elements, 
such  as  the  formation  of  ferric  and  manganic  phos- 
phates, render  these  metals  unavailable  to  plants 
or  microorganisms.  Moisture  and  drainage  must 
be  considered  together.  If  both  are  adequate, 
plant  growth  and  microbiologic  activity  are  pro- 
moted. Adequate  drainage  also  ensures  aeration 
for  respiration  of  plant  root  cells  and  aerobic  bac- 
teria. Excessive  drainage  can  result  in  serious 
leaching  losses  of  soluble  metal  ions.  Excessive 
moisture  and  poor  drainage,  such  as  in  heavy  clay 
soils  or  as  caused  by  an  impervious  subsoil  hard- 
pan  layer,  can  cause  anaerobic  conditions  retard- 
ing plant  and  bacterial  activity  by  lack  of  aeration 
and  the  formation  of  toxic  concentrations  of  re- 
duced metals,  particularly  ferrous  and  manganous 
ions. 

The  influence  of  pH  is  all-embracing.  Most 
plant  growth  and  microbiologic  activity  are  not 
only  reduced  by  pH  extremes  but  chemical  reac- 
tions also  may  be  strongly  affected.  The  kinetics 
of  adsorption  and  desorption,  ionization  of  ex- 
change sites,  and  the  equilibria  of  precipitation, 
complexation,  and  chelation  reactions  may  be  al- 
tered. Even  flocculation  of  soil  particles,  a desir- 
able physical  reaction  enhanced  by  adsorption  of 


calcium  ion  on  clays,  is  diminished  by  increasing 
acidity  and  replacement  of  calcium  by  hydrogen 
ion.  Temperature  similarly  affects  the  rate  of 
many  soil  processes,  such  as  bacterial  action,  plant 
growth,  the  solubility  of  precipitates,  and  other 
chemical  reactions. 

The  chemistry  of  metals,  such  as  their  possible 
valence  states,  redox  potential,  and  ionic  activity 
in  solution  is  critical  knowledge  in  predicting  their 
behavior  and  effects.  The  ionic  activity  of  metal 
ions  simultaneously  present  in  the  soil  solution  af- 
fects the  dynamic  exchange  of  adsorbed  ions  with 
those  dissolved. 

F'inally  the  influence  of  plant  growth  must  be 
superimposed  on  the  soil  system.  The  nature  of 
decomposing  plant  material  influences  the  compo- 
sition of  soil  organic  matter.  The  nature  of  the 
plant  including  its  species,  size,  growth  rate,  ex- 
tent and  depth  of  rooting,  transpiration  rate,  sensi- 
tivity to  moisture  stress,  and  nutritional  require- 
ments all  affect  the  metal  status  of  soils.  The  ex- 
tent of  rooting  influences  the  tendency  for  soil  ero- 
sion. Deep  roots  may  also  effectively  absorb  ions 
from  subsoil,  unless  they  cannot  penetrate  a sub- 
soil hardpan,  and  in  effect  recycle  them  to  upper 
layers. 

Little  is  known  about  the  mechanism  of  ion  up- 
take by  roots.  It  has  been  surmised  that  plant 
roots  may  exude  organic  complexing  anions  such  as 
citrate  ion  which  may  render  metals  soluble  prior 
to  absorption  from  soil  solution.  Certain  plants 
such  as  corn  are  termed  “coarse  feeders”  and  ab- 
sorb comparatively  large  amounts  (luxury  con- 
sumption) of  soil  nutrients.  Other  plants  are 
known  to  accumulate  inordinately  high  levels  of 
specific  metals  such  as  selenium^^  or  cobalt^^  even 
though  nonessential  for  plant  growth.  Other  met- 
als are  largely  excluded  by  plants  even  though  they 
may  be  available  in  soil.  Certain  metal  ions  may 
interfere  with  the  uptake  by  plants  of  other  metals 
in  the  same  nutrient  solution  (termed  ion  antago- 
nism). 

Allaway^^  published  an  excellent  account  of  the 
environmental  cycling  of  trace  elements  from  soils 
through  plants  and  to  man  and  animals.  As 
pointed  out  by  him,  plants  may  mature  quite  nor- 
mally and  yet  contain  insufficient  cobalt,  chro- 
mium, copper,  manganese,  selenium,  and  zinc  for 
animal  needs.  Other  plants  may  grow  normally 
but  contain  levels  of  selenium,  cadmium,  molyb- 
denum, or  lead  which  are  toxic  to  animals.  Plants 
exclude  arsenic,  beryllium,  nickel,  zinc,  and  mer- 
cury by  only  minimal  absorption  of  these  metals 
from  soil.  Lead  in  soil  is  taken  up  more  poorly  by 
young  than  mature  plants.  Plants  may  concen- 
trate chromium  in  their  roots  rather  than  tops. 
Some  metals  such  as  zinc  although  present  in  soy- 
beans in  sufficient  amounts  may  be  fixed  in  a form 
nutritionally  unavailable  to  animals  such  as  the 
phytate.  Other  metals  such  as  copper  may  be 
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more  available  to  animals  in  cured  hay  rather  than 
fresh  grass. 

Considering  metals  in  soils  and  plants  from  a 
toxicologic  or  nutritional  standpoint  one  must 
therefore  ask  several  questions.  Is  the  element  in 
the  soil?  Is  it  available  to  plants?  Where  in  the 
plant  does  it  accumulate?  How  much  of  the  ele- 
ment accumulates?  Is  it  available  in  an  assimi- 
lable form?  What  are  the  possible  effects  of  plant 
maturity,  curing,  or  other  food  processing  on  its 
digestibility?  It  is  obvious  .then  that  the  mode 
and  degree  of  uptake  of  metals  by  plants  may  be 
unfavorable  from  a nutritional  standpoint  but  si- 
multaneously beneficial  from  a toxicologic  one  and 
vice  versa.  Allaway^^  suggests  several  unique  agro- 
nomic measures  to  control  the  movement  of  trace 
elements  from  soils  to  plants  and  animals. 

In  summary,  the  soil-plant  system  can  therefore 
be  viewed  as  a dynamic  living  system  of  compet- 
ing biologic,  chemical,  and  physical  reactions. 
Organic  matter,  resistant  to  oxidation,  is  inexor- 
ably mineralized  by  soil-forming  organisms. 
Metal  ions  are  concomitantly  incorporated  in  or- 
ganic matter.  Cations  adsorbed  on  active  surfaces 
are  in  continuing  equilibrium  with  those  in  the 
contacting  soil  solution.  Plant  roots,  through 
the  energy  of  respiration,  pump  metal  ions,  singly 
or  chelated,  out  of  this  contacting  solution.  The 
insolubility  of  metal  precipitates  confronts  the 
stability  of  the  soluble  complexed  or  chelated  met- 
als. Insoluble  oxidized  metal  precipitates  may  be 
rendered  soluble  by  submerged  reducing  condi- 
tions. Adsorption,  precipitation,  and  fixation 
cooperate  to  reduce  leaching  losses  in  the  fixation 
of  metals  but  may  overzealously  render  them  un- 
available to  plant  roots.-  Flocculation  is  opposed 
by  deflocculation,  wetting  by  drying,  expansion 
of  clay  lattices  and  release  of  ions  by  collapse  and 
entrapment  of  ions,  and  so  on.  For  further  study  of 
existing  knowledge  of  metals  concerning  their  soil 
chemistry  and  plant  nutrition  the  reader  is  referred 
to  the  literature.^®”®® 

Water  and  aquatic  ecosystems 

The  possible  hazards  from  toxic  metals  in  water 
are  being  widely  discussed. The  general  sources 
of  pollution  of  water  which  would  include  metal 
contamination  have  been  accounted  by  LeGrand.*^^ 
These  include  domestic  and  municipal  sewage,  in- 
dustrial wastes,  organic  wastes  from  food  and  lum- 
ber processing,  radioactive  effluents,  mineral 
wastes  (metal  processing,  mining  and  ore  extrac- 
tion, oil  production,  and  chemical  industries), 
cooling  and  irrigation  water,  and  intrusion  by  sea 
water.  Other  sources  listed  earlier  for  soil  con- 
tamination would  also  apply.  Mercury  in  water 
and  fish  from  many  sources  is  presently  of  greatest 
concern  and  has  been  widely  publicized.  Lead, 
for  in.stance,  from  gasoline  exhaust  has  been  re- 
ported at  high  levels  in  ocean  water  and  fish  near 


Los  Angeles. Arsenic  found  in  detergents  and 
enzyme  soaks  at  levels  of  10  to  70  parts  per  mil- 
lion was  recently  reported. Sodium  ions  in  deter- 
gents can  be  expected  to  puddle  soils  by  defloccu- 
lating  clays.  This  could  be  a major  problem  in 
home  septic  (leach)  fields  which  depend  on  a rea- 
sonable drainage  rate  for  satisfactory  operation. 
The  use  of  aquatic  herbicides  containing  arsenic  or 
copper  sulfate  for  algae  control  are  sources  of  metal 
entry.  Calcium  and  sodium  chlorides  used,  re- 
spectively, for  settling  dust  and  melting  ice  on 
roads  may  be  serious  sources  of  water  contamina- 
tion, and  sodium  chloride  is  of  concern  if  the  result- 
ing water  is  ingested  by  persons  on  salt-free  diets. 
Seawater  reaching  fresh  waters  may  contribute 
traces  of  virtually  all  metals.  Estimates  of  the 
total  dissolved  metal  reserves  in  ocean  water  have 
been  made.*’*’  An  excellent  analytic  survey  of  met- 
als in  waters  throughout  the  United  States  has 
been  compiled,*’^  and  another  is  underway.*"*^ 

LeGrand**'^  has  clearly  summarized  modes  of 
movement  of  water  which  may  spread  contamina- 
tion. Surface  water  may  flow  down  poorly  con- 
structed, defective,  or  abandoned  wells  to  pollute 
water  below.  Overpumping  of  water  by  man  can 
cause  underlying  salty  water  to  move  upward  to 
mix  with  surface  water.  Overpumping  may  also 
cause  the  edgewise  diffusion  of  polluted  or  seawater 
into  undesired  aquifers.  The  soil  strata  through 
which  water  flows  may  purify  it.  Thus  clay  may 
remove  contaminants,  whereas  passage  through 
coarse  material  or  seams  in  rocks  might  have  little 
effect.  Mixing  of  the  upper  (epilimnion)  layers  of 
lake  water  in  cool  autumn  months  with  the  lower 
(hypolimnion)  layers  is  another  natural  phenome- 
non resulting  in  a redistribution  of  surface  water 
contaminants.  Pumping  wastes  into  deep  aban- 
doned wells  and  underground  nuclear  explosions  or 
earthquakes  could  also  conceivably  result  in  the 
spread  of  water  contamination. 

The  toxicologic  implications  of  metals  in  water 
are  complex  because  the  associations  of  them  are 
many.  Metals  may  exist  in  water  as  dissolved 
ions,  in  organic  complexes,  adsorbed  on  clay  parti- 
cles, and  as  suspended  precipitates  contained  in 
decaying  organisms  and  other  forms.  The  ions 
species  of  a given  metal  may  depend  on  the  proxim- 
ity of  sampling  to  the  source  of  pollution.  Thus, 
following  possible  industrial  pollution  of  water  by 
mercury  metal,  it  may  be  oxidized  to  mercuric  ion, 
and  organisms  in  bottom  muds  may  convert  this  to 
methyl  and  dimethyl  mercury*^**  with  the  latter  in- 
soluble compound  gassing  out  into  the  atmo- 
sphere.”" In  seawater,  mercury  may  exist  as  the 
divalent  mercury  tetrachloride  anion  (HgCL  ).”" 
Various  forms  of  metal  ions  in  seawater  have  been 
described.^'  Metal  ions  may  chelate  or  complex 
with  other  pollutants.  Thus  it  is  believed  that  cer- 
tain metals  would  react  with  the  strong  nitrilotri- 
acetate  chelating  group  found  in  nitrilo  triacetate 
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detergents.  A useful  and  comprehensive  compila- 
tion of  literature  references  on  the  subject  of  water 
pollution  and  its  control  has  been  published. 

Owing  to  the  importance  of  aquatic  f)lants,  such 
as  algae  and  plankton,  as  a potential  source  of 
human  food  and  also  as  an  obstacle  in  water  to  re- 
creation, transportation,  and  sewage  treatment, 
much  study  has  been  directed  toward  their  culture 
and  control.  Factors  affecting  the  absorption  by 
and  mode  of  toxic  action  of  metals  on  aquatic  or- 
ganisms have  been  clearly  summarized. '•*  In  brief, 
all  metals  or  elements  are  taken  up  against  a con- 
centration gradient.  I'he  affinity  of  metals  for  liv- 
ing matter  has  been  studied  and  may  depend  on 
the  magnitude  of  their  valence,  atomic  weight,  and 
other  factors.  Thus  the  order  of  affinity  of  divalent 
metals  for  brown  algae  is  given  as"* 

Pb  > Mn  > Zn  > Cu,  Cd  > Co  > Ni 
and  for  plankton  as 

Zn  > Pb  > Cu  > Mn  > Co  > Ni  > Cd 

For  other  metals  the  order  of  affinity  for  brown 
algae  is 

Fe  > La  > Cr  > Ga  > Li  > A1  > Si 
and  for  plankton  is 

Fe  > A1  > T1  > Cr,  Si  > Ga 

Extremely  low  (0.1  part  per  billion)  water  con- 
centrations of  organomercurial  fungicides  have 
been  reported  to  reduce  photosynthesis  in  plank- 
ton.'^ It  is  interesting  to  note  that  certain  previ- 
ously unsuspected  metals  are  now  known  to  be  es- 
sential for  algae.  Thus  blue-green  algae  have  been 
shown  to  require  cobalt,'^  and  vanadium  has  been 
found  essential  for  green  algae.’**  It  has  been  sug- 
gested that  perhaps  by  simply  limiting  the  level  of 
these  single  elements  (possibly  by  selective  chela- 
tion) algae  control  could  be  effected  without  the 
use  of  algicides."  ‘ 

Ion  uptake  may  occur  by  an  active  metabolic 
process  or  by  simple  diffusion.  Most  primitive 
animals,  unicellular  protozoa,  and  algae  absorb  by 
diffusion.  The  cell  vacuoles  of  many  marine  spe- 
cies are  able  to  open  intermittently  to  exude  fluid 
and  thus  control  cell  volume  and  osmotic  pressure. 
Active  ion  uptake  occurs  only  in  freely  respiring 
cells.  It  may  be  limited  therefore  by  factors  af- 
fecting respiration.  A popularly  held  concept  of 
the  mode  of  active  ion  uptake  is  the  “carrier  hy- 
pothesis” which  postulates  that  ions  are  trans- 
ported across  membranes  as  chelates  with  meta- 
bolically  produced  organic  molecules.  Ion  diffu- 
sion is  important  in  replenishing  the  concentra- 
tion of  ions  in  close  proximity  to  absorbing  mem- 
branes. Similarly,  the  internal  bulk  diffusion  of 


absorbed  ions  away  from  the  membrane  is  rate 
determining. 

Metals  have  been  arranged  according  to  their 
toxicity  to  eels  as’** 

Hg  > Cu  = Zn  = Cd  > Sn  = A1  = Ni  = Fe  ' ^ > 

Fe  ' ’ > Ba  > Mn  > K = Ca  = Mg  > Na 

to  cyprinodont  fish  (Orizias  latipes)  as"** 

Hg  = Cu  > Au  = Bd  > Th  > Pt  > Cd  > Ce  > Ba  > 

K = Co  > Li  = Mn  > Ca  = Sr  > Mg  = Na 

and  to  Daphnia  magna  as'** 

Cu  > Hg  = Ag  > Cd  > Cr  > Zn  > Pb  = Co  > Ni  > Ba 

Concerning  the  mode  of  toxic  action  of  metals 
the  mechanism  believed  most  important  is  en- 
zyme poisoning.  Electronegative  metals  such  as 
copper  and  mercury  have  a strong  affinity  for  reac- 
tive enzyme  sites  such  as  amino,  imino,  and  sulfhy- 
dryl  groups.  They  are  also  chelated  by  organic 
molecules  such  as  prior  to  penetrating  cell  mem- 
branes. Thus  correlations  have  been  attempted 
between  metal  toxicity  and  properties  such  as  their 
electronegativities,  the  insolubility  of  their  sul- 
fides, and  the  stability  of  their  chelates.  As  exam- 
ples, the  order  of  electronegativities  is  given  as"^ 

Hg  > Cu  > Sn  > Pb  > Ni  > Co  > Cd  > Fe  > Zn  > 
Mn  > Mg  > Ca  > Sr  > Ba 

The  insolubility  of  the  sulfides  is 

Hg  > Cu  > Pb  > Cd  > Co  > Ni  > Zn  > Fe  > Mn  > 
Sn  > Mg  > Ca 

The  order  of  chelate  stability  is 

Hg  > Cu  > Ni  > Pb  > Co  > Zn  > Cd  > Fe  > Mn  > 
Mg  > Ca 

When  comparing  the  order  of  toxicity  of  metals 
by  the  properties  just  mentioned,  variations  may 
be  expected  since  more  than  one  enzyme  is  usually 
being  poisoned,  and  many  more  metal  atoms  may 
react  with  the  enzyme  than  simply  the  specific 
number  required  to  block  the  reactive  sites.’'*  In 
this  regard  mercury,  lead,  copper,  beryllium,  cad- 
mium, and  silver  have  been  found  to  inhibit  alka- 
line phosphatase,  catalase,  xanthine  oxidase,  and 
ribonuclease  in  fish.**** 

Other  modes  of  toxic  action  of  metals  are: 

1.  Those  acting  as  antimetabolites  such  as  ar- 
senate substituting  for  phosphate.  Permanganate, 
antimonate,  selenate,  tellurate,  tungstate,  and 
beryllium  may  also  act  in  a similar  manner. 

2.  Metals  forming  precipitates  or  chelates  with 
essential  metabolites.  As  examples,  aluminum, 
beryllium,  scandium,  titanium,  yttrium,  and  zir- 
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conium  may  react  with  phosphate,  barium  with 
sulfate,  or  iron  with  adenosine  triphosphate. 

3.  Metals  which  catalyze  the  degradation  of  es- 
sential metabolites,  such  as  the  decomposition  of 
adenosine  triphosphate  in  the  presence  of  lantha- 
num and  other  lanthanide  cations. 

4.  Metals  reacting  with  cell  membranes  and  al- 
tering their  permeability.  Thus  gold,  cadmium, 
copper,  mercury,  lead,  and  uranium  may  affect  the 
transport  of  sodium,  potassium,  chlorine,  or  organ- 
ic molecules  across  membranes  or  can  even  rup- 
ture them. 

5.  Metals  replacing  structurally  or  electrochem- 
ically  important  elements  in  cells  and  then  not 
functioning.  Lithium  substituting  for  sodium, 
caesium  for  potassium,  and  strontium  for  calcium 
are  examples. 

An  example  of  toxicity  by  affecting  cell  mem- 
branes is  that  of  heavy  metals  on  fish.  It  was  first 
observed  by  Carpenter*^' and  is  now  generally 
accepted  that,  in  sufficient  concentration,  certain 
heavy  metals  such  as  lead  exert  their  toxic  effect  on 
fish  by  precipitating  or  coagulating  the  normal 
mucus  secreted  by  the  gills  and  skin.  The  resul- 
tant surface  plugging  and  thus  interference  with 
respiration,  secretion  of  waste  products,  and  salt 
balance  may  then  be  fatal.  Carpenter*^’  detected 
no  lead  in  the  bodies  of  fish  killed  in  solutions  of 
lead  nitrate  and  then  externally  extracted  with 
acetic  acid  to  remove  mucus.  The  acetic  acid 
washings,  however,  contained  most  of  the  lead  to 
which  the  fish  were  initially  exposed.  A similar 
mode  of  action  was  observed  with  zinc,  copper, 
cadmium,  and  mercury.  It  should  be  noted,  how- 
ever, that  at  lower  concentrations  metals  such  as 
zinc*^-*-^^  and  cadmium”'’  may  exert  their  toxicity 
by  direct  damage  to  the  gill  epithelium. 

Since  nutritionally  and  recreationally  fish  con- 
stitute a most  important  segment  of  the  aquatic 
ecosystem,  toxic  metals  in  fish  are  obviously  of 
great  concern.  Surprisingly  few  extensive  surveys 
of  metals  in  fish  have  been  conducted.  Newer 
sensitive  instrumental  methods  of  analysis  are  be- 
ginning to  be  applied  to  this  problem.  Activation 
analysis  has  been  used  recently  to  analyze  deter- 
minable levels  of  25  metals  in  Great  Lakes  fish.”” 
Analysis  of  over  450  fish  from  49  New  York  State 
waters  showed  residues  of  total  arsenic  and  lead 
ranging,  respectively,  from  0.03  to  0.5  and  0.5  to 
2 parts  per  million.”'^-””  Concern  is  also  being  di- 
rected toward  radioactive  metals  in  fish  exposed  to 
nuclear  power  plant  effluents ' and  fallout.”* 

Much  publicity  has  appeared  recently  about 
relatively  high  levels  of  mercury  in  fish.”-  Of 
greatest  significance  is  the  finding  that  it  is  present 
largely  as  rnethylmercury  compounds.””  It  ap- 
[)ears  to  concentrate  progressively  in  lake  trout  as 
the  fish  age.””''””  d'his  compound  produced,  as 
mentioned  earlier,  by  microorganisms  in  aquatic 
bottom  muds  is  highly  toxic  when  fish  are  con- 


sumed by  human  beings  or  animals.  The  “Min- 
amata syndrome”""  which  may  be  characterized 
by  ataxia,  blindness,  and  other  effects  is  believed 
due  to  reaction  of  rnethylmercury  with  sulfur-con- 
taining amino  acids  in  brain  tissue.'”  Dimethyl- 
mercury,  also  highly  toxic,  has  been  shown  to  be 
produced  not  only  by  bottom  organisms  but  also 
in  decomposing  fish.””  The  methylation  of  mer- 
cury may  be  mediated  by  a methyl  transferase  en- 
zyme presumably  having  a cofactor  of  cobal- 
amine."'  Thus  it  has  been  shown  that  methyl 
transfer  from  Co”  * ” to  Hg  ” ” occurred  by  the  ac- 
tion of  an  anaerobic  bacterium  isolated  from  canal 
mud  from  Holland.'”*^  The  mechanism  has  been 
studied  further  by  Landner'””  showing  that  methyl- 
ation of  mercury  by  the  methanogenic  bacterium 
Neurospora  crassa  was  stimulated  by  the  presence 
of  cysteine  and  homocysteine.  Precipitation  of 
mercury  as  extremely  insoluble  mercuric  sulfide  in 
bottom  muds  would  greatly  limit  the  availability 
of  mercury  for  methylation.'”'*  If  the  sulfide  is  oxi- 
dized to  soluble  sulfate,  methylation  of  mercury 
could  then  again  proceed.'”*  Mercury  is  of  extreme 
concern  in  the  environment  for  several  reasons.  It 
is  extremely  toxic;  it  is  very  volatile;  it  is  widely 
distributed  over  the  earth’s  surface'”-’;  and  it  under- 
goes methylation  which  increases  its  toxicity  and 
mobility  in  aquatic  and  animal  circulatory  sys- 
tems. Mercury  is  distributed  mainly  in  belts 
along  the  major  earth  faults.'”’  Its  presence  in 
prehistoric  animals,  plants,  and  fossil  fuels  there- 
fore attests  to  its  long  history  as  an  environmental 
contaminant. 

At  this  point  one  might  logically  wonder  if 
methylation  of  metals  is  a common  metabolic  reac- 
tion. It  is  believed  that  this  reaction  would  occur 
only  with  metals  of  sufficient  electronegativity. 
Thus  the  order  of  electronegativity  for  the  follow- 
ing elements  is: 

S > Se  > Te  > As  > Hg  > Pb  = Sn  > Cd  > Zn 

Although  methyl  derivatives  can  be  prepared  syn- 
thetically for  any  of  these,  the  higher  activation 
energy  and  ease  of  hydrolysis  of  those  near  the  right 
would  probably  prevent  formation  and  existence  of 
such  metabolites  in  living  cells.'”” 

Aside  from  the  nature  and  concentration  of  met- 
als, their  toxicity  to  fish  are  affected  by  many  other 
factors.  These  include  valence,  the  associated 
anion,  other  cations,  pH,  purity  of  test  materials, 
form  of  metal  in  water,  time  of  exposure,  volume  of 
water,  temperature,  dissolved  oxygen,  and  nature 
and  condition  offish. 

Oshima'”'^  found  hexavalent  chromium  to  be 
much  less  toxic  to  eels  than  the  trivalent  metal. 
Although  ferric  ion  may  be  more  toxic  than  fer- 
rous,'” it  is  also  more  subject  to  precipitation  as  the 
insoluble  hydroxide.'””  At  the  same  molar  concen- 
trations, -lones'””  found  the  sulfates  of  heavy  met- 
als much  less  toxic  than  the  chlorides  or  nitrates 


2546  New  York  State  Journal  of  Medicine  / November  1 , 1971 


The  effect  of  other  metals  in  solution  is  important. 
Thus  hardness  in  water  has  been  shown  to  decrease 
the  toxicity  of  zinc  to  fish."**  Ion  antagonism  has 
been  indicated  in  the  reduced  toxicity  of  various 
metals  in  the  presence  of  calcium. Ion  syner- 
gism has  also  been  noted. Whereas  the  toxic  ef- 
fect of  zinc  and  cadmium  or  nickel  and  cobalt  as 
the  sulfates  were  additive,  the  combined  toxicity 
of  nickel  and  zinc,  copper  and  zinc,  or  copper  and 
cadmium  was  much  greater  than  additive.  The 
effect  of  pH  will  manifest  itself  insofar  as  it  renders 
metals  more  soluble  or  insoluble.  The  presence 
of  toxic  metal  impurities  in  the  metal  being  inves- 
tigated such  as  zinc  in  manganese  can  lead  to 
sources  of  error. 

As  pointed  out  earlier,  metals  may  exist  in  water 
in  several  forms.  Whereas  low  concentrations  of 
single  heavy  metal  ions  may  simply  coagulate  ex- 
ternal mucus  which  subsequently  sloughs  off,  other 
more  complex  ions  such  as  methylmercury  are 
cumulatively  stored  by  fish.^^-*^  Although  metals 
may  be  present  in  various  colloidal  and  adsorbed 
forms,  they  may  still  exert  their  toxicity  by  redis- 
solving in  the  higher  carbon  dioxide  concentra- 
tions adjacent  to  gill  membranes  of  fish.  Obvi- 
ously a decrease  in  the  time  of  constant  exposure  or 
intermittent  exposure  would  reduce  metal  toxic- 
ity. Raising  water  temperature  or  volume  and 
lowering  dissolved  oxygen  similarly  enhances 
metal  toxicity.  Finally,  the  nature  and  condition 
of  the  fish  are  important  factors.  The  species,  age, 
and  general  condition  of  fish  will  affect  their  forag- 
ing, metabolic,  and  excretory  capabilities.  The 
prior  exposure  of  fish  to  a toxic  metal  may  serve  to 
acclimatize  them  to  subsequent  exposures  to  the 
same  metal.  This  has  been  noted  for  zinc"^  "'’  and 
copper."*’  Fish  also  exhibit  avoidance  reactions  to 
specific  metals,  and  their  ability  to  detect  and 
avoid  them  has  been  shown  to  be  in  the  order,  lead, 
mercury,  zinc,  and  copper.*®®  Many  of  these  fac- 
tors influencing  metal  toxicity  have  been  compre- 
hensively reviewed. 

Animals  and  man 

As  pointed  out  earlier,  many  studies  of  metal 
toxicity  have  been  conducted  with  laboratory  ani- 
mals at  high-dosage  levels.  Rather  than  exten- 
sively examining  these  investigations  it  is  of  in- 
terest to  survey  studies  of  the  effects  of  metals 
under  environmental  conditions. 

Residues  of  mercury  have  been  reported  in  var- 
ious wildlife  mammals  in  Sweden  such  as  fox  and 
deer  with  carnivores  generally  higher  than  herbi- 
vores.Lead  from  storage  battery  plates,  paint, 
putty,  and  gasoline  engine  oil  is  a common  cause 
of  poisoning  in  domesticated  animals  such  as  cat- 
tle.**® It  has  been  found  at  relatively  high  levels 
in  wild  frogs  near  freeways.*^®  Cadmium  and  zinc 
have  been  determined  in  various  wildlife  ani- 
mals.*'^* Metal  radionuclides  have  also  been  re- 


ported such  as  lead-210  and  polonium-210  in  wild- 
life,®* strontium-90  in  caribou  in  Alaska, *^^  and 
caesium- 137  in  reindeer  in  Canada.**^® 

With  the  exception  of  fish,  metal  toxicity  has 
probably  been  much  more  extensively  studied  in 
birds  than  in  other  wildlife  animals.  Mercury  and 
lead  have  received  most  attention.  Probably  the 
main  environmental  sources  of  mercury  for  birds 
are  mercurial  fungicide-treated  seeds  and  mercury- 
containing  fish.  Numerous  reports  of  residues  of 
mercury  in  a variety  of  avian  wildlife  species  in 
Canada, Sweden, **®'‘®**  Norway,'®'*’*®®  and  Fin- 
land*'®® have  been  published.  Mercury  concentra- 
tions are  often  proportional  to  the  position  of  the 
species  in  the  food  chain. 

Mercury  accumulates  in  liver  and  kidneys  of 
birds  and  most  other  animals.  It  is  interesting  to 
note  that  the  strain  of  chickens  can  profoundly  af- 
fect the  extent  of  deposition  of  mercury  in  liver  or 
kidneys.*®®  **®  Mercury  is  excreted  in  feathers  of 
birds,  i-'9  >'«  >:J5and  its  concentration  there  may  serve 
as  an  indicator  of  the  extent  of  exposure.*®® 
Methylation  of  mercury  and  storage  of  methylmer- 
cury has  been  reported  in  chickens*®®  but  not  in 
-Japanese  quail.*®®  Less  effective  reproduction  in 
wood  pigeons  poisoned  by  mercury  has  been  indica- 
ted. *®*  Poor  hatchability  of  pheasant  eggs  contain- 
ing up  to  2 parts  per  million  of  mercury  was 
found.  *®®  Eggshell  thinning  at  low  dietary  mercury 
levels  has  been  indicated  in  -Japanese  quail.*®® 

Environmental  lead  contamination  in  birds  is 
believed  to  be  due  mainly  to  consuming  lead  shot 
and  airborne  lead  from  gasoline  exhaust  which 
can  result  in  contamination  of  consumed  fish.®® 
Substantial  concentrations  of  lead  in  avian  wild- 
life has  been  reported.*®®  '^'  In  feeding  studies  in 
which  a single  large  dose  of  a lead  salt  is  adminis- 
tered to  birds,  toxicity  may  not  result.  *‘*®  Con- 
versely, consumed  lead  shot  which  is  retained  in 
the  gizzard  will  result  in  continuous  lead  absorp- 
tion for  prolonged  periods  and  resultant  lead  toxic- 
ity.**® Efforts  have  been  made  to  find  substitute 
materials  for  lead  in  shot  form,  and  nickel,  tin, 
teflon-coated  steel,**®  and  copper  shot***  did  not 
produce  toxic  symptoms  in  mallard  ducks.  The 
use  of  these  materials  will  depend  on  their  ballistic 
qualities  in  shot  when  compared  to  lead. 

An  exhaustive  study  involving  24  elements  in 
pheasants  has  been  published.**®  **®  Interesting 
correlations  were  observed  between  the  concentra- 
tions of  these  elements  (including  metals)  in  soil 
and  grit  in  three  (rated  good,  fair  and  poor)  pheas- 
ant ranges,  the  number  of  pheasant  occupying  the 
ranges,  and  tissue  levels  of  these  elements  in  the 
birds.  Calcium,  magnesium,  potassium,  chromi- 
um, cobalt,  and  molybdenum  were  suspected  as 
influencing  the  distribution  of  pheasants.  Nu- 
merous other,  possible  important,  observations 
were  made  concerning  the  concentration  of  certain 
metals  in  particular  tissues  or  bones,  the  compara- 
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tive  levels  of  these  elements  in  corresponding  hu- 
man tissues,  and  the  possible  essentiality  of  certain 
previously  unsuspected  metals  such  as  barium  and 
strontium  for  pheasants. 

Many  metals  pose  a hazard  to  man  in  the  en- 
vironment. Mercury  is  currently  of  most  concern. 
There  are  many  known  occupational  and  industrial 
sources  of  mercury  contamination  for  human  indi- 
viduals including  mining, milling, hat  manu- 
facture, dentistry, hospital  exposure, 
and  others  in  which  very  high  concentrations  of  the 
metal  have  been  reported  in  tissues  (especially  kid- 
ney) and  excreta  of  those  exposed.  Surveys  of 
mercury  in  organs  and  tissues  of  otherwise  unex- 
posed human  subjects  have  shown  appreciable 
levels. The  concentration  of  mercury  in  hu- 
man hair  serves  as  an  approximate  indicator  of 
exposure.  The  industrial  hazard  of  mercury^^'^ 
and  its  sources  and  behavior  in  the  general  en- 
vironment'^® have  been  described.  Methylmer- 
cury,  mentioned  earlier,  is  of  greatest  ecological 
concern.  Chromosome  breakage  in  lymphocytes 
of  human  individuals  from  consuming  methyl- 
mercury-containing  fish  has  been  reported.'®^  The 
risk  to  human  beings  and  mammals  from  methyl- 
mercury  has  been  evaluated.'*"  '®"  Studies  of  the 
distribution  in  blood'®'  and  elimination'®^  of  mer- 
cury in  rats  have  been  made.  Ingested  inorganic 
mercury  compounds  are  largely  excreted,  and  the 
chances  of  recovery  from  overexposure  are  good. 
Aryl  mercury  compounds  may  be  degraded  in  the 
liver  and  kidney  and  excreted  as  inorganic  mer- 
cury. 

Alkyl  mercury  compounds  are  most  toxic,  only 
slowly  excreted,  and  may  penetrate  the  blood- 
brain  barrier  to  cause  permanent  derangement. 
Recent  publications  summarize  much  of  the  cur- 
rent knowledge  of  mercury  and  methylmercury  in 
man’s  environment.  '63-i65 

Lead  has  been  a continuing  problem  to  man 
since  perhaps  the  fall  of  Rome.'®®  The  sources  of 
lead  include  engine  exhausts,  paint,  water  pipes, 
food  containers,  insecticides,  certain  pottery, 
smoking,  and  many  others.  Lead  has  been  numer- 
ously reported  and  studied  in  human  beings,'“®'^®'  '“ 
being  higher  in  persons  living  near  freeways'®"  and 
workers  in  printing  shops'"®  but  not  in  those  han- 
dling gasoline  containing  tetra-alkylleads.''" 
Lead  concentrates  in  bones  and  the  total  amount 
there  may  represent  about  90  per  cent  of  the  entire 
body  burden.'"®  Among  bones  it  has  been  found 
at  highest  concentration  in  teeth.'®®  Lead  in- 
creases in  various  body  parts  with  age,  being  higher 
in  Americans  than  Africans  or  middle  or  far  east- 
erners.'"® Little  accumulates  in  brain,  and  lead 
was  not  found  to  displace  low  concentrations  of 
other  essential  trace  metals  in  soft  tissues  such  as 
chromii.  n,  manganese,  cobalt,  copper,  or  molyb- 
denum. Lead  inhibii.s  the  conversion  of  delta- 
aminiiievulinir  acid  to  por'-hobilinogen  by  delta- 


aminolevulinic  acid  dehydrase,  and  lead  exposure 
is  normally  assessed  by  analysis  of  urine  for  the 
acid'^^  '”'®  or  erythrocytes  for  the  enzyme.'^®  Of 
most  concern  is  that  the  average  lead  level  in  blood 
of  Americans  is  about  0.25  parts  per  million,  while 
the  threshold  for  acute  lead  intoxication  is  in  the 
range  of  0.5  to  0.8  parts  per  million.  Whereas  in- 
gested lead  is  largely  excreted,  inhaled  lead  is  ef- 
fectively absorbed  and  is  believed  to  account  for 
about  30  per  cent  of  the  total  body  burden.  Much 
effort  is  underway  by  the  petroleum  industry  to 
produce  low-lead  gasolines, but  certain  of  these 
high  aromatic  fuels  emit  considerably  more  car- 
cinogenic polynuclear  hydrocarbons  on  combus- 
tion.'''® 

After  mercury  and  lead,  probably  cadmium  is 
considered  next  in  importance  as  an  environmental 
pollutant.  Its  sources  are  many  including  smelt- 
ing and  plating  operations,  lithography,  engraving, 
soldering,  and  welding.'’'"  An  exhaustive  analytic 
survey  of  soils,  plants,  animals,  foods,  and  human 
tissues  from  several  locations  has  been  performed 
showing  detectable  concentrations  in  most  sam- 
ples.'"' Sea  food  and  meats  were  shown  to  be 
higher  than  vegetables  and  food  grains.  Analysis 
of  cadmium  in  human  blood  of  male  residents  of  19 
American  cities  showed  small  but  detectable  levels 
in  about  half  of  the  samples.'®®  In  feeding  studies 
with  rats  Schroeder  and  coworkers'®' ”^*^^have  linked 
cadmium  with  the  production  of  hypertension 
and  were  able  to  reverse  the  syndrome  with  zinc 
chelates'®®  '®'  and  other  metal-binding  agents.'®® 
Cadmium  levels  in  the  air  of  28  American  cities  have 
been  closely  correlated  with  the  incidence  of  death 
from  hypertension  and  arteriosclerotic  heart  dis- 
ease.'®" Cadmium  concentrations  were  reported  to 
be  higher  in  kidney  tissue  of  subjects  dying  of 
hypertensive  complication,'"®  but  no  such  correla- 
tion has  been  reported.'"'  Renal  cadmium  levels 
in  human  subjects  have  been  shown  to  increase 
progressively  up  to  about  age  fifty  and  then  de- 
crease.'"" Sufficient  zinc  has  been  shown  to  pro- 
tect the  body  against  toxic  effects  of  cad- 
mium.'"''"®"'"' Other  maladies  caused  by  cad- 
mium poisoning  are  proteinuria,'"®  kidney 
damage,'""  anosmia,  and  early  testicular 
atrophy."®® 

Beryllium  is  another  metal  which  is  extremely 
hazardous.  Workers  may  be  exposed  during  ore 
refining,  alloying,  milling,  and  machining  the 
metal  unless  proper  measures  are  taken."®'""®®  A 
variety  of  chronic  lung  ailments  may  result  from 
inhalation,  but  the  severity  may  depend  on  the 
chemical  compound  of  the  metal."®®  Particles  of 
beryllium  in  an  external  wound  prevent  healing 
and  must  first  be  excised  out.  Beryllium  is  no 
longer  used  in  rocket  propellants  or  fluorescent 
lights  owing  to  its  toxicity.  The  absorption  and 
excretion  of  ingested  beryllium  has  been  studied  in 
rats."'"  Very  little  published  information  is  avail- 
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able  on  general  environmental  occurrence  of  the 
metal. 

Possible  hazards  to  man  from  long-term  expo- 
sure to  barium  are  uninvestigated.  Its  presently 
increasing  use  as  an  additive  to  diesel  fuel  may 
thereft)re  be  of  concern. 

Metal  radionuclides  are  a continuing  source  of 
human  apprehension,  rhey  result  mainly  from 
nuclear  fallout,  as  by-products  of  nuclear  reactors 
and  power  stations,  and  those  present  natively  in 
the  environment.  Interesting  studies  of  the  con- 
centrations in  the  food  chain  and  ultimately  in  the 
consuming  natives  of  caesium-137  in  the  Canadian 
north'--'  and  caesium-137  and  strontium-90  in 
Alaska'-'-  have  been  published.  Caesium- 137  was 
accumulated  particularly  by  lichens  passing  them 
to  foraging  caribou  and  reindeer  and  finally  to 
natives  consuming  these  animals.  In  this  same 
food  chain  strontium-90  tended  to  become  immo- 
bilized by  storage  in  the  hones  of  the  animals. 
The  accumulation  by  shrimp""  and  fish  -""of  zinc- 
65  produced  in  the  cooling  water  of  an  atomic  reac- 
tor and  the  absorption  of  the  metal  by  human  con- 
sumers has  been  reported.  Lead-210  and  polo- 
nium-210 resulting  in  that  order  from  the  radioac- 
tive decay  of  radon  which  emanates  as  a gas  from 
the  soil  are  naturally  occurring  isotopes.  These 
radionuclides  have  been  found  in  human  and  other 
food-chain  organisms.-'"-"  Lead-210  and 
polonium-210  are  also  found  in  tobacco,  and  con- 
centrations of  these  metals  in  bones  of  human 
smokers  are  considerably  higher  than  in  non- 
smokers.-'---*"  A clear,  informative  account  of  the 
whole  subject  of  nuclear  fallout  has  been  pre- 
pared.'" 

When  considering  man  one  cannot  discuss  the 
known  toxic  effects  of  metals  without  also  includ- 
ing the  possible  essential  role  or  beneficial  effects 
of  some  lesser  understood  metals.  Chromium  has 
received  much  recent  publicity  as  evidence  accum- 
ulates linking  a deficiency  of  it  in  human  individu- 
als to  a condition  of  abnormal  glucose  metabolism 
resembling  diabetes.  It  now  appears  to  be  essen- 
tial for  glucose  metabolism  and  the  proper  reme- 
dial action  of  insulin.  Trivalent  chromium  lowers 
serum  levels  of  both  glucose  and  cholesterol  in 
rats"'"  and  may  indirectly  be  a factor  in  athero- 
sclerosis.-^'^ The  concentration  of  chromium  in 
Americans  diminishes  progressively  with  age  but 
not  in  several  other  foreigners  studied.  This  may 
be  due  to  our  extensive  use  of  refined  sugar  and 
other  foods  from  which  chromium  has  been  re- 
moved during  preparation."'^  The  use  of  brown  or 
raw  sugar  resulted  in  considerably  lower  serum 
glucose  and  cholesterol  levels  in  rats  as  compared 
with  white,  refined  sugar."'"  The  whole  topic  of 
the  biologic  role  of  chromium  has  been  effectively 
reviewed."'"'"'' 

In  1957,  selenium  emerged  as  an  essential  ele- 
ment which  prevented  dietary  necrosis  in  rats  re- 
ceiving diets  deficient  in  vitamin  E."'"  It  has  since 


been  shown  to  he  involved  in  the  prevention  of  a 
variety  of  nutritional  deficiency  diseases  in  ani- 
mals including  liver  necrosis,  white  muscle  disease, 
hair  and  feather  loss,  and  so  on.  Selenium  de- 
ficiency occurs  only  rarely  in  man.  'I'herefore  evi- 
dence is  sparse  linking  selenium  deficiency  in  hu- 
man subjects  to  disease.  Children  with  kwashior- 
kor in  (luatemala  showed  low  levels  of  blood 
selenium."'"  A survey  of  selenium  in  human  blood 
in  210  subjects  from  19  locations  in  the  United 
States  revealed  levels  geographically  related  to 
known  selenium  concentrations  in  crops  in  those 
regions."""  I'he  toxicity  of  excess  selenium  to 
animals  has  been  reviewed.""  Selenium  has  been 
variously  purported  to  he  both  a promoter  of  cancer 
and  an  inhibitor.""'  Traces  of  selenium  have  been 
reported  to  increase  the  incidence  of  dental  car- 
ies."""""" Selenium  is  markedly  protective  against 
the  toxic  effects  of  cadmium  or  mercury."""  """ 
Dimethylselenide  is  a metabolite  of  .selenium  in 
animals.""’""''  Larizek"""  has  speculated  that 
perhaps,  dimethylselenide  could  result  in  the  trans- 
methylation of  inorganic  mercury  to  toxic  methyl- 
mercury  compounds  in  animals.  Mercury  and 
cadmium  greatly  decrease  the  respiratory  excre- 
tion of  volatile  selenium  compounds  in  rats.""" 
The  biosynthesis  of  selenomethionine  in  Esche- 
richia coli  has  been  shown.""'  Urinary  excretion  of 
trimethylselenonium  ion  by  rats  that  ingested 
selenite  has  been  reported."*"  """ 

.Arsenic  is  widely  distributed  in  the  environment. 
.Although  certain  seafoods  are  high  in  arsenic,  it  is 
low  in  most  other  foods.  Arsenic  in  shrimp  may  be 
present  at  high  concentrations  and  as  trimethyl- 
arsine.'""  Arsenic-containing  insecticides  and  her- 
bicides are  now  seldom  used,  but  organic  arsenicals 
are  used  for  parasite  control,  growth  stimulation, 
and  as  antibiotic  agents  in  farm  animals.  Arsenic 
most  often  exists  in  the  environment  in  the  penta- 
valent  form.  Trivalent  arsenic  compounds,  partic- 
ularly arsines,  are  far  more  toxic.  Arsenic  levels 
in  human  individuals  have  been  related  to  known 
geochemical  arsenic  levels  in  specific  areas.""" 
Arsenic  has  been  accused  of  being  carcinogenic, 
but  rats  receiving  small  amounts  of  arsenites  have 
been  found  to  have  a significantly  lower  incidence 
of  spontaneous  tumors."""  Arsenic  counteracts  the 
toxic  effects  of  seleium  in  rats""'  and  vice  versa.""" 
There  is  speculation  presently  that  arsenic  may  be 
an  essential  element.  The  environmental  aspects 
of  arsenic  have  been  amply  reviewed.""" 

Several  other  metals  are  currently  suspect  as  to 
their  possible  essentiality.  These  include  tin, 
vanadium,  nickel,  and  others.  A comprehensive 
study  has  been  made  of  the  concentrations  of  tin  in 
numerous  plants,  foods,  human  tissues,  and  other 
items."""  It  was  concluded  that  the  metal  was 
probably  not  essential,  but  rather  a general  envi- 
ronmental contaminant  mainly  from  the  storage  of 
food  in  tin  containers.  Conversely,  it  is  suggested 
as  a possible  essential  element  owing  to  its  growth- 
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promoting  effects  in  rats.^^  Vanadium  may  be 
useful  in  controlling  blood  cholesterol  levels. 
The  levels  of  vanadium  in  inhabitants  of  the 
United  States  are  very  low-^^*^  Diets  low  in  vana- 
dium resulted  in  poor  feather  development  in 
chickens. Vanadium  in  water  has  been  reported 
to  protect  human  teeth  against  dental  caries. 
Animal  sources  of  dietary  vanadium  may  be  de- 
ficient since  it  is  stored  largely  in  bones.  When 
deficient  in  the  diet  of  chickens,  nickel  has  been 
reported  to  result  in  the  production  of  shorter  legs 
and  orange-colored  skin.^'*^  Small  doses  of 
lithium  have  been  found  very  effective  in  the  con- 
trol of  certain  forms  of  mania  in  human  be- 
ings.Its  possible  essential  role  is  unknown. 
Schroeder  and  associates“®“~^®'*  have  extensively 
examined  other  metals  such  as  germanium, 
niobium,  tellurium,  titanium,  and  zirconium, 
including  analysis  of  many  plants,  soils,  foods,  and 
human  tissues  hopefully  to  develop  occurrence 
patterns  from  which  one  might  speculate  regarding 
their  essentiality.  Further  investigation  will  be 
required  before  their  true  role,  if  any,  can  be  under- 
stood. A recent  survey  of  several  metals  in  institu- 
tional diets  consistently  revealed  surprisingly  high 
levels  of  antimony,  but  the  health  significance  of 
this  is  unknown. Antimony  present  in  enamel  or 
tin  food  containers  may  contaminate  food.^^^ 
Other  (multielement)  surveys  have  been  conducted 
of  soils  and  plants  to  relate  their  concentrations  to 
cardiovascular  mortality  rates^^*’  and  of  heart  tissue 
in  relation  to  age  and  sex,^^’^  but  no  correlations 
were  observed. 

The  future 

Research  in  metal  toxicology  and  essentiality  is 
complex  and  fraught  with  problems.  Progress  will 
undoubtedly  continue  in  the  development  of  anti- 
dotes and  protective  agents  in  cases  of  metal 
poisoning.  Many  treatments  including  ascorbic 
acid,  glutamic  acid,^*^'’  and  estrogen^^’^  are 

available.  Use  of  the  aurintricarboxylic  acid  lake 
reaction  with  beryllium, ethylenediaminetetra- 
cetic  acid,^*^*  and  various  thiol  compounds'-^*^^  for 
heavy  metal  intoxication  remain  as  effective  mea- 
sures. Recent  research  appears  most  promising 
such  as  the  use  of  spironolactone,  a very  nontoxic, 
hormonally  inactive  steroid  containing  a thioace- 
tate  group,  which  protects  rat  kidneys  from  the 
calcification  and  necrosis  caused  by  mercuric 
chloride^'^'’  and  the  use  of  sulfhydryl-  or  thiol-con- 
taining resins  for  removing  methylmercury  com- 
pounds from  animals. 

I'oxicologic  or  nutritional  feeding  experiments 
involving  metals  and  laboratory  animals  may  now 
be  conducted  much  more  precisely  than  in  the 
past.  I'he  u.se  of  “clean  room”  technics  and  diets 
containing  synthesized  amino  acids,  recrystallized 
vitamins,  purified  fats,  and  highly  purified  min- 
erals dr«:  ;ically  reduce  background  contamination 


and  greatly  facilitate  interpretation  of  experi- 
mental results  especially  concerning  metal  essen- 
tiality. 

Further  strides  in  analytic  capabilities  may  be 
expected.  In  past  years  emission  spectroscopy  and 
radioisotope  technics  gave  much  impetus  to  the 
field  of  trace  metals  research.  More  recently 
neutron  activation  analysis  and  atomic  absorption 
spectrophotometry  have  been  added  to  the  study  of 
these  problems.  The  newest  methods  include  hot 
tube  atomic  absorption, spark  source  mass 
spectrometry,-^' and  metal  chelation-gas 
chromatography.'^^  More  research  will  be 
necessary  before  the  full  potential  of  these  latter 
two  technics  may  be  realized. 

It  is  probable  that  future  incidents  of  mysterious 
poisonings  or  morbidity  may  result  in  specific  lo- 
cations and  in  particular  ecological  species  includ- 
ing man.  In  the  past  these  incidents  were  almost 
always  associated  with  sources  related  directly  or 
indirectly  to  human  activities.  Our  currently  ac- 
cumulating knowledge  of  the  ubiquitous  occur- 
rence and  cycling  of  mercury  since  prehistoric 
times  and  the  known  existence  of  seleniferous  soils 
may  soon  force  coinage  of  some  new  term  such  as 
“geochemical  pollution.”  Hopefully,  the  pres- 
ently surging  activity  in  environmental  metals  sur- 
veying, toxicology,  and  nutrition  will  provide  a 
knowledge  of  the  occurrence  and  behavior  of  other 
toxic  or  essential  metals  which  are  present  because 
of  human  or  geochemical  pollution.  This,  coupled 
with  currently  vigorous  efforts  to  stem  general  pol- 
lution by  man  should  lessen  the  risk  of  environ- 
mental intoxication  by  metals  while  assuring  a hu- 
man diet  containing  all  of  those  nutritionally 
necessary. 
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Special  Articles 


ADDRESS  OF  THE 
PRESIDENT  OF 
THE  UNITED  STATES 


Before  the  House  of  Delegates  of  the 
American  Medical  Association 

It  is  very  important  that  a President  of  the  United 
States  speak  to  this  organization.  The  Presidents 
of  the  United  States  should,  it  seems  to  me,  find 
more  opportunities,  perhaps,  than  four  in  one  hun- 
dred twenty  years  to  come  before  this  organization 
for  reasons  that  I will  cover  in  my  remarks  today, 
because  this  is  a very  important  organization. 

As  we  look  at  the  current  picture  of  health  care 
in  this  country,  we  see  many  opportunities  “for 
doing  more.”  Those  opportunities  have  been 
recognized  by  this  organization.  You  have  spoken 
to  them  in  your  resolutions.  You  will  be  consider- 
ing them  in  your  meetings  at  this  convention. 
Among  them — the  opportunities  for  doing  more, 
problems  to  provide  opportunities  and  their  so- 
lutions— are  these:  There  are  too  few  doctors  in 

some  areas  as  you  know,  too  many  in  others.  We 
see  a growing  need  for  more  health  personnel,  more 
efficient  training.  We  have  too  many  doctors 
spending  too  much  time  on  routine  tasks  that  oth- 
ers could  help  them  with. 

We  recognize  the  growing  menace  of  malpractice 
suits  which  force  every  doctor  to  look  upon  his  pa- 
tients as  potential  plaintiffs.  As  we  look  at  Ameri- 
can medicine  we  also  see  a need  to  place  more 
emphasis  on  primary  care,  on  preventive  med- 
icine, on  outpatient  treatment.  And  we  see  that 
despite  our  considerable  progress  in  this  area,  in 
the  field  of  voluntary  health  insurance,  financial 
considerations  still  deny  quality  care  to  many 
Americans,  while  the  dark  threat  of  catastrophic 
costs  still  imperils  most  of  our  people.  These  are 
challenges.  These  are  challenges  that  we  can  be 
grateful  that  our  country  now  has  entered  into  a 
period  of  productive  discussion  about  the  best  way 
of  meeting. 

PreHentefl  a'  the  Annual  Meeting  of  the  American  Medical 
A^i-'-ciatiuii,  Atlantic  ('ity.  New  .Jersey,  .June  22,  1971. 


I say  to  this  organization  that  I am  sure  many  of 
you  are  concerned  about  what  may  come  in  the 
future  in  the  reform  of  health  care  systems.  But  I 
say  welcome  this  debate.  You  should  join  it.  We 
need  you  to  join  it.  We  need  your  assistance  in  it. 
It  will  be  a great  debate.  It  will  be  a strong  one. 
It  will  be  one  that  will  command  the  attention  of 
the  country  in  the  weeks  and  months  and  perhaps 
for  years  ahead. 

I noted  with  interest  that  your  new  president. 
Dr.  Hall,  for  several  years  has  been  the  boxing  and 
wrestling  commissioner  of  the  State  of  Nevada. 
Well,  you  need  a boxing  and  wrestling  commis- 
sioner in  this  debate  that  is  coming  in,  I can  assure 
you.  For  out  of  this  time  of  discussion  and  de- 
cision will  surely  come  a whole  new  era  in  the  his- 
tory of  American  health  care. 

Drawbacks  of  national  health  insurance 

Last  February,  I offered  my  own  contributions 
to  this  discussion,  a wide  range  of  proposals  that  I 
have  discussed  with  some  of  your  leaders.  These 
proposals  are  designed  to  balance  growing  demand 
for  care  with  a growing  supply  of  services.  They 
are  founded  on  the  principle  that  we  cannot  simply 
buy  our  way  to  better  medicine. 

It  is  very  easy  sometimes  to  think  that  the  plan 
that  costs  the  most  will  help  the  most,  but  often 
the  situation  is  just  the  opposite.  In  fact,  I believe 
that  the  most  expensive  plan  that  has  been  offered 
in  the  current  discussion  on  health  care  in  Amer- 
ica— a plan  for  nationalized  compulsory  health 
insurance — is  the  plan  that  would  actually  do  the 
most  to  hurt  American  health  care  in  this  nation. 

This  is  not  a new  position  for  me.  I made  the 
same  general  statement  in  my  speech  in  1951  to 
this  organization  and  in  1966.  Let  me  give  you  the 
reasons  why  I have  reached  this  conviction.  The 
conviction  is  strongly  held,  as  I am  sure  is  the  con- 
viction held  by  those  who  advocate  this  plan. 

First  of  all,  if  this  plan  went  into  operation,  by 
fiscal  year  1974  it  would  cost  the  Federal  govern- 
ment over  $77  billion.  Let’s  bring  it  down  to  mat- 
ters that  all  of  us  can  better  understand.  It  would 
drive  the  health  share  of  the  Federal  budget  to 
nearly  25  per  cent.  In  other  words,  25  per  cent  of 
the  total  Federal  budget  would  be  going  for  health 
care.  And  that  would  mean  that  we  would  be 
limiting  our  ability  for  handling  other  social  prob- 
lems. 

Our  present  Federal  health  programs,  if  con- 
tinued, would  cost  the  average  family  in  America 
an  estimated  .$405  per  year  by  1974.  My  plan 
would  increase  that  cost,  but  increase  it  only  to 
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$466  per  year.  Under  the  nationalized  compulsory 
health  insurance  program,  the  average  household’s, 
the  average  family’s,  American  Federal  tax  bill  for 
health  programs  alone  would  be  tripled  to  $1,271  a 
year. 

Nationalized  health  insurance  would  exact  a 
very  high  price  from  our  people  in  terms  of  dollars 
and  cents.  These  figures  demonstrate  that  point. 
But,  in  my  opinion,  it  would  exact  an  even  higher 
price,  a price  in  terms  of  the  quality  of  American 
medicine.  On  that  score,  let  me  just  speak  as  a 
layman.  When  1 am  sick,  1 want  to  he  able  to  get  a 
doctor.  But  above  everything  else,  1 want  a doctor 
who  is  a good  doctor.  1 am  interested  in  quality  as 
well  as  the  ability  to  provide  for  a doctor. 

When  the  government  pays  all  the  bills  for 
health  care,  then  the  government  becomes  the  only 
party  with  a strong  interest  in  restraining  costs. 
This  inevitably  means  that  government  officials 
would  have  to  approve  hospital  budgets.  They 
would  have  to  set  fee  schedules.  They  would  have 
to  take  other  steps  that  would  eventually  lead  to 
the  complete  Federal  domination  of  our  medical 
system. 

That  is  the  road  that  some  advocate.  I think  it 
is  the  wrong  road. 

Rather  than  freeing  the  doctor  so  that  he  can  do 
more  to  help  his  patients,  nationalized  health 
insurance  would  burden  him  with  the  dead  weight 
of  more  bureaucracy,  more  forms,  more  red  tape. 
I know  what  kind  of  forms  and  red  tape  many  of 
you  have  to  fill  out  now’. 

Just  let  me  again  speak  as  a layman.  When  I go 
to  a doctor,  when  I am  sick,  I want  him  to  w'orry 
about  me  and  not  to  be  worrying  about  some  form 
he  has  to  fill  out  for  the  government. 

Rather  than  expanding  the  range  of  choice  for 
doctors  and  patients,  it  would  severely  narrow  that 
range.  Rather  than  encouraging  more  responsi- 
bility at  the  local  level,  it  w’ould  concentrate  more 
responsibility  in  Washington.  Rather  than  stimu- 
lating competition  and  diversity,  it  w’ould  dull  the 
incentive  to  experiment  and  innovate. 

The  Administration’s  Health  Insurance  Partner- 
ship would  build  on  the  strengths  of  the  present 
health  care  system.  Nationalized  health  insur- 
ance would  tear  that  system  apart. 

America’s  health  care  system  needs  reform. 
You  have  recognized  that.  But  we  can  never  im- 
prove our  country’s  medical  system  by  working 
against  our  country’s  medical  profession.  Other 
nations  that  have  gone  dow'n  this  road  found  this 
out.  No  system  of  health  care  will  ever  work  unless 
the  doctors  of  the  nation  make  it  work.  We  need 
your  help  to  make  it  work  and  to  develop  it.  So  let 
us  work  together  for  a system — a system  that  will 
continue  to  provide  for  choice,  that  will  continue 
to  provide  for  quality,  and  one  that  will  at  the  same 
time  deal  with  the  pressing  problems  of  costs  in  an 
effective  way  that  w'ill  not  destroy  quality,  a prob- 
lem which  all  of  us  are  deeply  aware  of. 


Drug  abuse 

1 would  like  to  talk  to  you  today  about  another 
subject,  a challenge  in  the  health  care  field  related 
to  it  very  directly,  a problem  which  I note  again 
you  are  taking  up  in  your  general  sessions. 

1 refer  to  the  problem  of  drug  abuse.  Drug 
abuse,  I have  said  recently,  is  America’s  public 
enemy  number  one 

That  is  why  1 launched  a totally  new  program  for 
a total  offensive,  worldwide,  nationwide,  and  to  all 
segments  of  society  against  drug  abuse. 

The  program  1 announced  includes  strong  efforts 
to  cut  off  the  supply  of  dangerous  narcotics  at  their 
sources  in  other  countries.  It  more  than  doubles 
our  budget  for  rehabilitation.  It  moves  against 
drug  abuse  in  the  military.  It  sets  up  a new  com- 
mand post  on  drugs  in  the  Executive  Office  of  the 
President. 

The  President  has  many  responsibilities.  There 
are  probably  too  many  responsibilities  that  come 
to  his  desk.  But  this  problem  is  so  serious  that  I 
feel  that  the  President  must  take  personal  com- 
mand and  personal  responsibility.  And  that  is 
what  I have  done. 

Now,  the  offensive  that  I mentioned  in  drug 
abuse  places  new  emphasis  on  education  because 
that,  of  course,  is  the  most  important  of  all.  We 
can  stop  the  source  of  supply  in  one  country  and  it 
moves  to  another.  We  can  have  stronger  enforce- 
ment and  people  will  go  around  it  if  the  demand  is 
great  enough  and  if  people  are  willing  to  pay.  We 
can  have  rehabilitation,  but  then  that  is  probably 
too  late  if  the  problem  goes  that  far. 

So  we  need  education — education  as  to  the  dan- 
gers of  drug  abuse.  This  is  an  area  where  human 
resources  are  going  to  make  the  difference.  But 
the  effectiveness  of  education  depends  ultimately 
on  communication,  on  the  trust  that  grows  up  be- 
tween one  human  being  and  another.  What  is  a 
good  educator?  Well,  he  must  combine  compas- 
sion with  firmness,  a sense  of  authority  with  a sense 
of  sympathy,  a capacity  for  discipline,  a capacity 
for  involvement. 

I just  described  you.  That  is  what  doctors  are. 
These  are  virtues  you  possess.  They  are  values 
that  you  and  your  profession  prize.  And  that  is 
why  I look  to  the  medical  profession,  or  all 
America  looks  to  the  medical  profession,  for  leader- 
ship in  this  field  of  education  in  drug  abuse. 

Let  me  treat  two  aspects  of  the  problem,  one 
that  is  somewhat  in  your  field.  And  if  I step  over 
the  bounds  of  my  own  competence,  I,  of  course,  will 
expect  you  to  correct  me  in  any  resolutions  you 
adopt. 

First  of  all,  let  me  point  to  the  link,  and  I believe 
there  is  a link,  which  exists  between  the  inappro- 
priate use  of  drugs  within  the  medical  context  and 
the  abuse  of  drugs  outside  that  context.  Consider 
these  facts  for  a moment:  In  the  last  four  years 

alone,  the  production  and  distribution  of  tranquil- 
izers in  our  country  has  doubled.  During  1970, 
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5 billion  doses  of  tranquilizers,  3 billion  doses  of 
amphetamines,  and  5 billion  doses  of  barbiturates 
were  produced  in  this  country.  The  estimate  is 
that  50  per  cent  of  the  amphetamines  and  bar- 
biturates were  diverted  into  illegal  sales.  So  there 
is  the  problem  in  terms  of  education  as  well  as 
enforcement. 

Tranquilizers,  amphetamines,  and  barbiturates, 
as  you  know,  are  known  as  psychotropic  or  mind- 
altering  drugs.  It  is  estimated  that  one  third  of  all 
Americans  between  the  ages  of  eighteen  and 
seventy-four  used  a psychotropic  drug  of  some  type 
last  year.  And  little  wonder — for  there  were 
enough  drugs  of  this  type  available  last  year  to 
medicate  every  adult  in  the  United  States  at  very 
high  dosage  rates  for  more  than  eleven  days. 

Now,  what  does  all  this  mean?  What  it  means 
is  that  we  have  created  in  America  a culture  of 
drugs  We  have  produced  an  environment  in 
which  people  come  naturally  to  expect  that  they 
can  take  a pill  for  every  problem — that  they  can 
find  satisfaction  and  health  and  happiness  in  a 
handful  of  tablets  or  a few  grains  of  powder. 

We  have  to  face  up  to  the  fact  that  within  this 
climate  it  is  altogether  too  easy  for  the  abuse  of 
drugs,  not  the  prescription,  now,  and  the  use,  but 
the  abuse  of  drugs  to  flourish  in  that  kind  of  cli- 
mate, in  a climate  where  individuals  believe,  be- 
cause of  inadequate  education,  that  they  can  take 
a pill  for  every  problem. 

The  medical  profession  was  among  the  first  to 
recognize  this  problem,  to  identify  it  as  one  of  its 
causes,  the  fact  that  many  physicians  are  prescrib- 
ing drugs  too  often  and  too  easily. 

A number  of  voices  from  your  community  have 
suggested  recently  that  certain  drugs  may  have 
become  a crutch  for  some  doctors  as  well  as  their 
patients,  masking  but  not  correcting  more  basic 
physical  and  emotional  problems. 

I noted  with  interest  that  your  own  Council  on 
Drugs  spoke  on  this  subject  only  a few  weeks  ago. 
And  I have  noticed,  too,  that  many  doctors  are  now 
moving  to  strictly  limit  their  prescription  of  such 
substances.  I would  hope,  and  I say  this  respect- 
fully in  an  area  where  you  are  the  experts  and  I 
am  not,  1 hope  you  will  continue  to  give  careful 
consideration  to  this  matter — for  your  role  in  shap- 
ing this  country’s  basic  attitude  toward  drugs  will 
be  decisive. 

Let  me  turn  now  to  a second  way  in  which  doc- 
tors can  help.  I want  to  ask  your  help,  1 ask  the 
help  of  the  doctors  of  this  nation  in  a program  of 
education,  educating  our  people  in  the  proper  role 
of  drugs  and  drug  information,  drug  counseling, 
drug  treatment. 

1 have  met  recently  in  this  field  with  the  leaders 
of  the  Advertising  Council,  with  the  leaders  of  the 
television  and  radio  industries,  with  the  leaders  of 
opinion-makers,  editors,  publishers,  and  so  forth 
throughout  this  country,  and  they  have  enlisted  in 
thi:.  battle. 


But  no  one,  believe  me,  no  one  can  have  more 
effect  when  he  or  she  speaks  out  than  a doctor  on 
this  issue  of  drug  abuse.  You  speak  with  greater 
authority,  because  you  speak  about  the  power  of 
drugs  to  save  life,  and  we  must  look  to  that,  the 
tremendous  progress  that  we  have  made  in  that 
field — but  also  the  power  to  destroy  it. 

Rather  than  preach  moralistically  about  the  sin- 
fulness of  drugs,  you  can  teach  realistically  about 
their  physical  and  psychological  impact,  and  you 
can  bring  tremendous  credibility  to  this  under- 
taking. Many  doctors  have  been  moving  in  that 
direction. 

I noted,  for  example,  that  in  Arizona,  the 
Maricopa  County  Medical  Society  has  pulled  to- 
gether an  impressive  drug  control  program  for 
Phoenix,  and  I am  happy  to  see  that  this  Associa- 
tion has  been  actively  encouraging  such  efforts. 
It  has  developed  education  materials  to  help  local 
physicians  as  they  go  out  to  wage  war  against  drugs 
in  the  schools  and  churches  and  neighborhoods  of 
America. 

We  ask  for  a part  of  your  time  every  day  in  this 
field  if  it  can  be  effectively  used. 

The  time  has  come  for  a greater  effort,  and  that 
is  why  I ask  for  your  help  and  the  help  of  this  organ- 
ization. I realize  that  you  have  engaged  in  many 
enterprises  of  this  type  for  which  the  nation  is  in 
your  debt.  I know  that  one  outstanding  voluntary 
effort,  the  AMA  Volunteer  Physicians  for  Viet- 
nam— and  I have  met  several  of  your  members 
who  have  gone  to  Vietnam,  given  of  their  time 
and  effort — for  the  purpose  of  carrying  out  what  is 
called  a Project  Vietnam,  and  its  purpose  is  to 
improve  medical  care  in  that  country  for  the  people 
of  that  country,  has  had  very  great  success. 

Now,  as  our  attention  begins  to  center  again  on 
domestic  challenges,  the  AMA  can  once  again 
render  outstanding  service  at  a point  of  critical 
need  by  helping  to  develop  what  I would  like  to  call 
Project  USA — a project  which  would  marshal  the 
tremendous  energy,  the  brains,  the  dynamism,  the 
leadership — the  leadership — of  the  doctors  of  this 
country  in  an  all-out  battle  against  drug  abuse: 
against  it  in  terms  of  educating  particularly  the 
young  people  of  this  country  about  it. 

The  best  way  to  end  drug  abuse  is  to  prevent  it, 
and  America’s  doctors  are  the  indispensable  front- 
line soldiers  for  success  in  this  all-important  battle. 

Need  for  physicians' leadership 

I began  these  remarks  today  by  saying  that  the 
doctors  of  America  have  done  a great  deal  for  their 
country.  But  I also  noted  that  the  greatest  reward 
for  doing  is  the  opportunity  for  doing  more.  There 
is  much  to  be  done  in  this  nation — in  the  fight 
against  drugs,  which  I have  covered,  and  in  other 
areas. 

And  once  again,  Americans  are  looking  to  the 
doctors  of  their  land  for  leadership.  We  are  looking 
to  the  doctors  of  this  land  for  leadership  beyond  the 
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reform  of  our  health  care  system  in  which  you  will 
provide  leadership,  and  you  should,  because  it 
affects  you  directly — beyond  drug  abuse,  which  is 
so  closely  related  to  your  profession,  where  I am 
sure  you  will  provide  leadership. 

America  at  this  time  needs  leadership  from 
those  in  the  medical  profession,  and  your  wives, 
the  AM  A Auxiliary  that  1 know  is  meeting  here  in 
Atlantic  City  with  you — all  across  this  country, 
not  simply  in  the  areas  that  affect  you  directly,  but 
in  the  area  of  national  problems. 

I know  many  of  you  are  concerned  whenever  any- 
body suggests  that  you  get  into  politics,  and  1 do 
not  speak  in  any  partisan  sense.  1 am  not  con- 
cerned about  whether  you  are  in  politics  in  one 
party  or  the  other.  The  main  thing  is  to  be  in.  1 
have  heard  a doctor  say  on  occasion,  “1  am  only 
interested  in  my  profession;  1 am  not  interested  in 
politics.” 

Let  me  tell  you  something:  he’d  better  get 

interested  in  politics  or  he  won’t  have  any  profes- 
sion to  be  interested  in. 

And  I am  not  referring  just  to  politics  to  defend 
your  profession.  You  should  do  that.  Defend 
what  is  best  in  it.  Correct  what  needs  to  be  cor- 
rected. 

But  I am  referring  to  politics  in  the  broader  sense 
of  leadership. 

What  does  all  this  have  to  do  with  doctors?  Very 
simply  this:  in  a community,  a doctor  is  listened 
to.  He  is  listened  to  about  the  health,  of  course,  of 
his  patients.  But  an  individual  can  be  physically 
healthy,  and  he  can  be  without  health  in  a moral 
or  spiritual  sense,  without  character.  A nation  can 
be  physically  strong  and  unless  it  has  moral  char- 
acter and  stamina  and  faith  in  itself,  and  confi- 
dence, that  nation  is  weak  in  a way  that  it  cannot 
compensate  with  all  the  physical  strength  in  the 
world. 


So  we  go  back  to  the  early  days  of  this  Republic 
one  hundred  ninety  years  ago — weak,  poor,  but 
strong  in  spirit,  and  here  is  America — rich,  strong. 
Question:  Are  we  weak  in  spirit? 

And  the  answer,  of  course,  would  be  found  not 
simply  in  what  a President  says  or  a Senator — and 
we  have  some  distinguished  Senators  here — or  a 
Congressman  or  a governor.  But  it  comes  from 
leaders  throughout  the  country  like  yourselves. 
That  is  why  when  I speak  of  politics,  I do  not  speak 
in  a partisan  sense.  I do  not  speak  in  a special 
sense  in  which  you  are  concerned  about  what 
government  is  going  to  do  to  the  medical  profes- 
sion. But  1 speak  in  this  sense:  you  know  what  a 
good  country  this  is.  You  know  what  a great  edu- 
cation you  have.  You  know  that  when  somebody  is 
really  ill,  that  the  best  medical  care  in  the  world 
is  here  and  not  in  some  other  country,  generally 
speaking. 

You  know  that  as  far  as  this  system  that  has 
been  run  down  so  much  around  the  world — when 
you  go  around  the  world  to  all  the  other  countries 
they  look  to  America,  and  the  traffic,  where  there 
is  traffic,  is  usually  one  way.  They  are  coming 
this  way,  they  are  not  going  the  other  way,  when 
people  have  a choice. 

And  so  to  the  American  Medical  Association, 
representing  tremendous  competence,  representing 
also  leadership,  the  best  educations  that  America 
can  provide,  I ask  you  today  to  join,  to  give  a little 
more  of  your  time  than  you  have,  not  only  in  work- 
ing for  your  profession — that  must  come  first — but 
also  in  serving  your  country,  providing  the  leader- 
ship that  this  country  craves  in  every  community 
in  the  nation. 

The  health  of  America  is  in  your  hands,  and  by 
its  health  I speak  not  just  of  its  physical  health — its 
mental  health,  its  moral  health,  its  character. 
Meet  that  challenge. 
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Plus  fo  change,  plus  c'est  la  meme  chose. 

— Alphonse  Karr,  Les  Guepes,  January,  1849. 

On  March  13,  1968,  about  320  gallons  of  a nerve 
gas  spilled  over  the  Dugway  Proving  Ground  in 
Utah  and  caused  the  death  of  6,000  sheep  at  Skull 
Valley.  It  was  this  accident  which  forcefully 
brought  home  to  the  American  general  public  the 
fearsome  implications  of  biologic  and  chemical 
weapons  and  galvanized  opposition  against  the 
development  and  application  of  such  agents.  Its 
culmination  was  a formal  declaration,  unattained 
in  a century  of  sporadic  negotiations,  that  the 
United  States  would  henceforth  curtail  the  produc- 
tion of  offensive  weaponry  of  that  sort. 

Ironically,  this  subject  which  so  agitated  nation- 
al opinion  had  been  viewed  with  apathy  when  such 
occurrences  in  other  locales  were  reported  by  news 
media.  'I'he  supplementation  of  “standard”  weap- 
ons by  “unconventional”  ones  had  hitherto  evoked 
scarcely  a murmur  of  concern  or  condemnation 
except  from  a few  members  of  the  scientific  com- 
munity.'"^ 

In  the  Vietnam  conflict,  the  punji  spikes  and 
bamboo  man  traps  smeared  with  dung  which  the 
Vietcong  employed  were  matched  on  the  Allied 
side  by  emetogens,  lacrimogens,  defoliants,  and 
herbicides.  During  the  Yemen  civil  war,  recur- 
ring rumors  that  the  United  Arab  Republic  was 
using  poison  gases  against  Royalist  tribesmen 
received  scant  notice  in  the  world  press.  An  on- 
the-spot  investigation  by  a mission  of  the  Interna- 
tional Committee  of  the  Red  Cross  likewise  was 
ignored  until  The  New  York  Times  obtained  and 
published  the  text  of  its  findings  a couple  of 
months  later.  The  Israelis,  who  purchased  some 
10,000  gas  masks  from  West  Germany  shortly  be- 
fore the  “six-day- war,”  found  their  apprehension 
and  precaution  justified  when  they  captured  So- 
viet-built gas  decontamination  chambers  and 
similar  equipment  in  the  Sinai  Desert. 

In  civilian  settings  a similar  specter  appeared. 
Law-enforcement  officers  were  furnished  with  de- 
vices which  induced  tearing,  nausea,  or  other 


“harassment.”  From  Brazil  there  came  grisly 
tales,  verified  officially,  of  how  murderous  land 
speculators  had  exterminated  Indians  of  Bahia 
state  and  the  Mato  Grosso  by  poisoning  their  food 
with  arsenic  or  by  “gifts”  of  clothing  impregnated 
with  microorganisms  of  smallpox,  tuberculosis, 
measles,  or  chickenpox. 

Virtually  all  of  the  publications  in  the  last  cou- 
ple of  years  on  the  problem  seem  to  consider  it  a 
contemporary  phenomenon.  That  its  origins  are, 
in  fact,  more  remote  is  indicated  by  the  historical 
precedents  of  “unorthodoxy”  in  warfare  which 
this  communication  surveys. 

Water  pollution 

If  one  makes  allowance  for  allegory  and  saga, 
the  first  documented  instance  of  deliberate  bio- 
logic warfare  may  be  thought  to  have  been  the  ten 
plagues  of  the  Old  Testament: 

And  the  Lord  spake  unto  Moses,  Say  unto  Aaron.  . . 
stretch  out  thine  hand  upon  the  waters  of  Egypt,  upon 
their  streams,  upon  their  rivers,  and  upon  their  ponds, 
and  upon  all  their  pools  of  water,  that  they  may  be- 
come blood;  and  that  there  may  be  blood  throughout 
all  the  land  of  Egypt,  both  in  vessels  of  wood  and  in 
vessels  of  stone.  And  Moses  and  Aaron  did  so  . . . and 
all  the  waters  that  were  in  the  river  were  turned  to 
blood.  And  the  fish  that  was  in  the  river  died;  and  the 
river  stank.  . . And  all  the  Egyptians  digged  around 
about  the  water  to  drink;  for  they  could  not  drink  of 
the  water  of  the  river.  (Exod.  7:19) 

Scholars  have  suggested  that  this  catastrophe, 
together  with  the  no  less  disastrous  “plagues” 
which  followed  it  in  rapid  succession,  possibly  took 
place  about  the  fifth  year  of  Pharaoh  Meneptah’s 
reign,  circa  1220  B.C.  There  is  no  authority  other 
than  the  biblical  chronicler  to  attest  to  the  authen- 
ticity of  these  events.  The  ancient  Egyptians  were 
in  the  habit  of  eradicating  from  their  archives  and 
monuments  all  mention  of  what  was  anathematic 
to  them,  and  neither  Moses  nor  the  plagues  are  re- 
ferred to  in  any  of  the  surviving  records  from  the 
Nile  Valley.  This  has  not  deterred  numerous  com- 
mentators from  interpreting  the  historical  and 
medical  implications  of  the  ten  plagues.  It  may 
be  remarked,  parenthetically,  that  all  the  Hebrew 
equivalents  for  the  word  “plague” — maggefah, 
negef,  makka,  and  naga — designate  a hit  or  blow, 
and  that  is  the  meaning  which  should  be  assigned 
to  it  if  one  is  to  lend  credence  to  the  biblical  nar- 
rative. 

In  600  B.C.,  the  Amphictyonic  League  van- 
quished the  Cirrhan  city  state  with  the  aid  of 
chemicals,  as  described  by  Pausanius,  the  Greek 
traveler  and  geographer: 

And  subsequently  the  people  of  Cirrha  committed 
various  acts  of  impiety  against  Apollo  and  ravaged  the 
territory  sacred  to  the  god.  The  Amphictyones  re- 
solved therefore  to  war  against  the  people  of  Cirrha, 
and  chose  for  their  leader  Clisthenes,  the  King  of 
Sicyon,  and  invited  Solon  the  Athenian  to  assist  them 


2560  New  York  State  Journal  of  Medicine  / November  1 , 1971 


in  his  counsel.  . . He  (Solon)  invented  also  another 
ingenious  contrivance  against  the  people  of  Cirrha: 
he  turned  the  course  of  the  Hiver  Plistus  which  flowed 
through  the  town.  And  when  the  besieged  still  held 
out  by  drinking  rain  water  and  the  water  from  the 
wells,  he  threw  some  roots  of  hellebore  into  the  IMis- 
tus,  and  when  he  thought  the  water  of  the  river  suf- 
ficiently impregnated  with  this,  he  turned  it  hack 
into  its  ordinary  channel,  and  the  people  of  Cirrha, 
drinking  freely  of  the  water,  were  attacked  with  an  in- 
cessant diarrhea,  and  were  unable  to  man  the  walls,  so 
the  Amphictyones  captured  the  town,  and  took  ven- 
geance on  the  inhabitants  for  their  conduct  to  the  god, 
and  Cirrha  became  the  sea  port  of  Delphi.*^ 

In  a similar  context,  in  200  B.C.,  Carthaginian 
mercenaries  won  an  important  battle  over  an  over- 
whelming number  of  their  enemy  without  losing 
any  of  their  own  men.  They  feinted  a retreat, 
leaving  an  intact  camp  stocked  with  barrels  of  wine 
which  had  been  tainted  with  mandrake  root.  Re- 
turning shortly  after,  they  massacred  their  drug- 
stupored  adversaries  on  the  spot. 

Smoke,  flames,  and  animals 
Fumes  and  flames  have  been  used  since  earliest 
history  to  rout  adversaries.  The  battles  of  ancient 
India,  some  four  millenia  ago,  were  fought  with 
smoke  screens,  incendiary  bombs,  and  toxic  fumes 
that  prcxluced  “slumber  and  yawning.”  Petards 
that  shot  out  arsenical  smokes  were  invented  dur- 
ing the  Sung  Dynasty.  Smoke  from  green  wood 
was  a favorite  method  for  driving  out  or  suffocat- 
ing men  hidden  in  caves  or  defiles.  Flaming  ar- 
rows was  another.  In  72  B.C.,  the  gladiator-rev- 
olutionist Spartacus  wiped  out  an  entire  Roman 
legion  by  rolling  burning  faggots  off  an  escarpment 
into  the  enemy  enclosure.  Boiling  oil  or  molten 
lead  poured  from  the  ramparts  saved  many  a be- 
sieged fortress  until  the  invention  of  gunpowder 
made  battering  ranis  and  assault  ladders  extinct. 
Their  modern  counterpart  is  gelled  gasoline  dis- 
gorged from  airplanes. 

Fire  and  smoke  played  a significant  role  in  sev- 
eral naval  engagements.  The  defeat  of  the  Athe- 
nian fleet  by  Syracuse  in  413  B.C.  was  recounted 
by  Thucydides  in  his  memoirs: 

They  succeeded  in  rescuing  most  of  their  ships  and 
brought  them  down  by  their  camp;  eighteen  however 
were  taken  by  the  Syracusans  and  their  allies,  and  all 
the  men  killed;  the  rest  the  enemy  tried  to  burn  by 
means  of  an  old  merchantman  which  they  filled  with 
faggots  and  pine  wood,  set  on  fire  and  let  drift  down 
the  wind  which  blew  full  on  the  Athenians.  The 
Athenians,  however,  alarmed  for  their  ships,  contrived 
means  for  stopping  it  and  putting  it  out,  and  checking 
the  flames  and  the  nearer  approach  of  the  merchant- 
man, thus  escaped  the  danger.’ 

In  1588,  the  “invincible”  Spanish  Armada  was 
dispersed  by  flaming  craft  directed  against  it  by 
the  English.  Using  analogous  tactics,  the  Korean 
Admiral  Yi  Sun-Sin  scattered  the  Japanese  fleet 
of  Admiral  Hideyoshi  in  1592  with  burning  “turtle- 
boats.” 


J'he  special  formulation  of  more  complicated 
incendiary  mixtures  can  be  traced  to  the  Pelopon- 
nesian War.  The  capitulation  of  Delium,  in  429 
B.C.,  was  related  by  Thucydides.  The  combus- 
tion of  the  ingredients  mentioned  in  the  following 
passage  releases  sulfur  dioxide,  a highly  irritating 
and  toxic  substance: 

Meanwhile  the  Boeotians  at  once  sent  for  darters  and 
slingers  from  the  Malian  gulf,  and  with  two  thousand 
Corinthian  heavy  infantry  who  had  joined  them  after 
the  battle,  the  Peloponnesian  garrison  which  had 
evacuated  Nisaea,  and  some  Megarians  with  them, 
marched  against  Delium,  and  attacked  the  fort,  and 
after  divers  efforts  finally  succeeded  in  taking  it  by  an 
engine  of  tbe  following  description.  They  sawed  in 
two  and  scooped  out  a great  beam  from  end  to  end, 
and  fitting  it  nicely  together  again  like  a pipe,  hung 
by  chains  a cauldron  at  one  extremity,  with  which 
communicated  an  iron  tube  projecting  from  the  beam, 
which  was  itself  in  great  part  plated  with  iron.  This 
they  brought  up  from  a distance  from  carts  to  the 
part  of  the  wall  principally  composed  of  vines  and  tim- 
ber, and  when  it  was  near  inserted  huge  bellows  into 
their  end  of  the  beam  and  blew  with  them.  The  blast 
passing  closely  confined  into  the  cauldron,  which  was 
filled  with  lighted  coals,  sulphur  and  pitch,  made  a 
great  blaze  and  set  fire  to  the  wall,  which  soon  became 
untenable  for  its  defenders,  who  left  it  and  fled;  and  in 
this  way  the  fort  was  taken.  Of  the  garrison  some 
were  killed  and  two  hundred  made  prisoners;  most  of 
the  rest  got  on  board  tbeir  ships  and  returned  home.’ 

During  the  siege  of  Plataea  by  the  Peloponne- 
sians, 429  B.C.,  its  citizens  were  spared  a similar 
fate: 

They  accordingly  brought  faggots  of  brushwood  and 
threw  them  from  the  mound,  first  into  the  space  be- 
tween it  and  the  wall;  and  this  soon  becoming  full  from 
the  number  of  hands  at  work,  they  next  heaped  the 
faggots  up  as  far  into  the  town  as  they  could  reach 
from  the  top,  and  then  lighted  the  wood  by  setting  fire 
to  it  with  sulphur  and  pitch.  The  consequence  was 
a fire  greater  than  any  one  had  ever  yet  seen  produced 
by  human  agency,  though  it  could  not  of  course  be 
compared  to  the  spontaneous  conflagrations  some- 
times known  to  occur  through  the  wind  rubbing  the 
branches  of  a mountain  forest  together.  And  this  fire 
was  not  only  remarkable  for  its  magnitude,  but  was 
also,  at  the  end  of  so  many  perils,  within  an  ace  of 
proving  fatal  to  the  Plataeans;  a great  part  of  the  town 
became  entirely  inaccessible,  and  had  a wind  blown 
upon  it,  in  accordance  with  the  hopes  of  the  enemy, 
nothing  could  have  saved  them.  As  it  was,  there  is 
also  a story  of  heavy  rain  and  thunder  having  come  on 
by  which  the  fire  was  put  out  and  the  danger  averted. 

Callinicus,  a Syrian-architect  who  fled  from  He- 
liopolis to  Constantinople  during  the  reign  of  Con- 
stantine Pogonatus,  A.D.  668  to  685,  originated  an 
inflammable  liquid  named  “Greek  fire”  or  pyr 
thalasion  (fire  that  resists  the  sea).**’^  The  con- 
coction could  be  thrown  out  in  pots  or  projected 
from  bronze  tubes  called  siphons  mounted  on  the 
prows  of  galleys.  The  Byzantine  Greeks  first  em- 
ployed this  secret  weapon  in  678  at  the  naval  battle 
of  Kyzikos,  and  once  more  in  717  to  718,  against 
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Saracen  fleets  attacking  Constantinople,  thereby 
prolonging  the  life  of  the  Eastern  Roman  Empire 
for  another  seven  hundred  fifty  years  and  saving 
a large  part  of  Christendom  from  Mohammedan 
domination. 

Callinicus’  composition  is  believed  to  have  been 
a melange  of  naphtha,  rosin,  oil,  plant  juices,  met- 
als, egg  white,  egg  yolk,  and  quicklime.  Variations 
of  this  recipe  incorporated  sulfur,  pitch,  charcoal, 
and  turpentine.  The  mixture  ignited  when  water 
came  in  contact  with  it,  as  a result  of  slaking  of  the 
caustic  lime.  It  was  sometimes  used  simultane- 
ously with  “flying  fire”  or  ignis  volans,  also  a 
Callinicus  brainchild,  consisting  of  carbon,  sulfur, 
and  saltpeter,  which  ingredients  were  used  prac- 
tically until  1880  for  the  manufacture  of  signal 
rockets. 

The  Crusaders  were  well  acquainted  with  Greek 
fire,  or  “wild  fire”  and  “sea  fire,”  as  it  came  to  be 
called.  In  1250  Marcus  Graecus  discussed  it  in  his 
book.  Liber  ignium  ad  comburendos  hastes  (“The 
book  of  fire  for  the  burning  of  the  enemy”).  In  the 
fifteenth  century  the  defenders  of  Belgrade  against 
the  Turks  hit  on  an  analogous  contrivance  under 
the  direct  inspiration,  it  was  claimed,  of  the  Holy 
Ghost.*"  Revived  at  a later  date  under  the  appel- 
lation “Bengal  fire,”  it  fell  into  desuetude  after 
the  invention  of  dynamite. 

Greek  fire  was  the  forerunner  of  the  Germans’ 
flammenwefer  or  “flame  projector”  in  World  War 
I,  which  became  the  flame  thrower  of  subsequent 
wars.  Napalm,  invented  in  1942  by  Fieser,**  com- 
prises gasoline  and  the  aluminum  soaps  of  coconut 
acids,  naphthenic  acid,  and  oleic  acid.  An  “im- 
proved” gel,  napalm-B,  consisting  of  polysterene, 
gasoline,  and  benzene,  is  currently  in  production. 
The  types  and  scope  of  injuries  caused  by  napalm 
have  been  surveyed  recently  by  Reich  and  Sidel.- 
Seldom  mentioned,  but  capable  of  severe  body 
burns  and  of  conflagrations,  are  white  phosphorus 
shells. 

Animals  have  but  very  rarely  featured  in  “bio- 
logic” warfare.  The  historian  Justin  gave  an  ac- 
count of  how  Hannibal,  who  commanded  the  Bi- 
thynian  fleet,  emerged  victorious  from  an  encoun- 
ter in  184  B.C.  with  King  Eumenes  II  of  Pergamum: 

Prusias  being  subsequently  defeated  in  a battle  by 
land,  and  transferring  the  war  to  the  sea,  Hannibal, 
by  a new  stratagem,  was  the  cause  of  procuring  him  a 
victory;  for  he  ordered  serpents  of  every  kind  to  be 
enclosed  in  earthen  pots,  and  to  be  thrown,  in  the  hot- 
test of  the  engagement,  into  the  enemy’s  ships.  This 
seemed  at  first  ridiculous  to  the  Pontic  soldiers,  that 
the  enemy  should  fight  with  earthen  pots,  as  if  they 
could  not  fight  with  the  sword.  But  when  the  ships 
began  to  be  filled  with  serpents,  and  they  were  thus 
involved  in  double  peril,  they  yielded  the  victory  to  the 
enemy.'** 

The  same  Hannibal,  it  will  be  recalled,  crossed 
the  Alps  with  a baggage  train  of  pachyderms.  This 
was  neither  zooh)gic  warfare,  strictly  speaking,  nor 
original  with  that  famous  general.  He  was  ante- 


dated in  the  employment  of  elephants  for  military 
purposes  by  Alexander  the  Great,  who  learned  of 
their  value  during  his  conquests  in  Asia  Minor,  and 
by  Antiochus  Soter  who  utilized  them  to  trample 
Galatian  chariots  fitted  with  scythes  on  the  wheels. 

Pertinent  to  the  theme  of  this  chapter  is  a pas- 
sage from  Hersh’s***  excellent  book: 

. . . Dr.  Louis  F.  Fieser  of  Harvard  . . . was  also  heav- 
ily involved  in  a weird  Army  scheme  to  equip  bats  with 
tiny  incendiary  bombs.  Theoretically,  the  bats  were 
then  to  be  air-dropped  over  Japan  where  the  bombs 
— with  delayed  fuses — would  trigger  hundreds  of 
fires.  Fieser  and  his  associates  developed  a satisfac- 
tory bomb  weighing  less  than  one  ounce,  but  the  hats 
never  co-operated.  The  bombs  were  to  be  attached 
by  surgery  and  a piece  of  string  to  the  chests  of  the 
would-be  bat  bombers.  As  the  Army  envisioned  it, 
the  hats  would  be  dropped  over  large  Japanese  cities, 
quickly  find  hiding  places,  chew  their  strings,  and 
leave  the  bombs.  After  two  years  of  research,  a trial 
run  was  made  in  Carlshad  Caverns,  New  Mexico.  On 
the  first  day,  some  hats  escaped  and  set  off  fires  that 
completely  demolished  a general’s  auto  and  a $2  mil- 
lion hangar.  The  Army  project  was  abruptly  can- 
celed. The  Navy  then  took  over  with  a new  approach; 
it  theorized  that  if  the  bats  could  be  artificially  cooled 
and  forced  into  hibernation  they  would  stop  gnawing 
and  thus  would  not  immediately  chew  through  the 
string.  By  this  time,  scientists  from  the  Massachu- 
setts Institute  of  Technology  and  University  of  Cali- 
fornia at  Los  Angeles,  along  with  Harvard,  were  in- 
volved. The  hibernating  bats  were  packed  like  eggs 
into  crates,  flown  to  New  Mexico,  and  dropped.  Theo- 
retically, the  bats  would  tumble  out  at  a certain  alti- 
tude and  begin  to  awaken  in  the  warm  lower  air  over 
the  desert.  But,  as  one  report  less  than  adequately  put 
it,  “most  slept  on” — and  fell  to  their  death.  By  this 
time  it  was  August,  1944,  and  the  macabre  project 
was  finally  scrapped.* 

Pestilence 

The  Great  Plague  of  Athens  in  430  B.C.  was 
vividly  related  by  Thucydides.  One  of  his  state- 
ments reflects  an  early  use  of  the  “big  lie”  technic, 
since  then  echoed  repeatedly  across  the  centuries, 
of  a party  to  blame  calamities  on  the  underhanded 
machinations  of  its  rivals. 

It  first  began,  it  is  said,  in  tbe  parts  of  Ethiopia 
above  Egypt,  and  thence  descended  into  Egypt  and 
Libya  and  into  most  of  the  king’s  country.  Suddenly 
falling  upon  Athens,  it  first  attacked  the  population  in 
Piraeus,  which  was  the  occasion  of  their  saying  that 
the  Pelopponesians  had  poisoned  the  reservoirs,  there 
being  as  yet  no  wells  there — and  afterwards  appeared 
in  the  upper  city,  when  the  deaths  became  much  more 
frequent.’ 

The  devastation  which  defective  sanitation  could 
cause  on  a susceptible  population  was  readily  ap- 
preciated well  before  germs  were  seen  with  the  mi- 
croscope. It  was  this  practical  outlook  on  infec- 
tious disease  which  resulted  in  the  formulation  of 

* From  Chemical  and  Biological  Warfare,  copyright ' 1968  by 
Seymour  M.  Hersh,  reprinted  by  permission  of  the  publishers, 
d’he  Hobbs  Merrill  Company,  Inc.,  Indianapolis,  Indiana."' 
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the  Mosaic  Laws  pertaining  to  measures  for  ensur- 
ing public  hygiene  and  health.  Alexander  the 
(ireat’s  mentor,  Aristotle,  admonished  him  to 
“boil  water  and  bury  excreta”  while  in  the  field. 
It  was  a similar  dim  recognition  of  the  conse- 
quences of  unbridled  infection  which  led  to  its  ap- 
plication in  military  hostilities. 

In  his  Historia,  Gabriel  de  Mussis  told  of  the 
blockade  in  A. I).  1346  of  Caffa,  a seaport  in  the 
Crimea,  which  was  under  Genoese  control  and  im- 
pregnable to  direct  assault.*^  The  Tartars  who 
beleaguered  the  city  fell  prey  to  genuine  bubonic 
plague,  or  the  Black  Death,  carried  to  their  midst 
by  caravans  arriving  from  Turkestan,  China,  and 
India.  Although  the  Golden  Horde  was  deci- 
mated, it  turned  near  defeat  into  victory  through 
Mongol  guile. 

Infinite  numbers  of  Tartars  and  Saracens  suddenly 
fell  dead  of  an  inexplicable  disease  . . . and  behold  the 
disease  invading  all  the  army  of  the  Tartars  . . . every 
day  . . . thousands  were  killed  . . . arrows  having  been 
hurled  from  Heaven  to  oppress  the  pride  of  the  Tar- 
tars . . . who  at  once  showed  signs  in  t heir  bodies  ...the 
humors  coagulated  in  the  groins,  they  developed  a sub- 
sequent putrid  fever  and  died,  all  council  and  aid  of 
the  doctors  failing  . . . the  Tartars,  fatigued  by  such  a 
plague  and  pestiferous  disease,  stupefied  and  amazed, 
observing  themselves  dying  without  hope  of  health 
ordered  cadavers  placed  on  their  hurling  machines 
and  thrown  into  the  city  of  Caffa,  so  that  by  means  of 
these  intolerable  passengers  the  defenders  died  widely. 
Thus  there  were  projected  mountains  of  dead,  nor 
could  the  Christians  hide  or  flee,  or  be  freed  from  such 
disaster  . . . they  allowed  the  dead  to  be  consigned  to 
the  waves.  And  soon  all  the  air  was  infected  and  the 
water  poisoned,  corrupt  and  putrified,  and  such  a 
great  odor  increased  ...  so  great  and  so  much  was  the 
general  mortality  that  great  shouts  and  clamor  arose 
from  Chinese,  Indians,  Persians,  Nubians,  Ethiopians, 
Egyptians,  Arabs,  Saracens,  Greeks,  who  cried  and 
wept,  and  suspected  the  extreme  judgment  of  God.''* 

A kindred  episode  was  documented  by  Varil- 
las: 

At  his  unsuccessful  siege  of  Carolstein  in  1422,  Cor- 
but  caused  the  bodies  of  his  soldiers  whom  the  besieged 
had  killed  to  be  thrown  into  the  town  as  well  as  2,000 
cart-loads  of  excrement.  A great  number  of  the  de- 
fenders fell  victim  to  the  fever  which  resulted  from  the 
stench,  and  the  remainder  were  only  saved  from  death 
by  the  skill  of  a rich  apothecary  who  circulated  in 
Carolstein  remedies  against  the  poison  which  infected 
the  town.'^ 

Pizarro  is  said  to  have  facilitated  in  1520  his  sub- 
jugation of  South  America  by  spreading  infection 
among  the  inhabitants.  They  obligingly  recipro- 
cated, although  not  deliberately,  by  introducing 
the  Conquistadores  to  syphilis,  gonorrhea,  and  sun- 
dry other  veneral  visitations  hitherto  rare  on  the 
European  continent.  The  extraordinary  vulnera- 
bility of  Indians  to  the  scourge  of  smallpox,  es- 
pecially, has  been  expertly  discussed  by  Steam  and 
Steam. 

Wood,**’  an  early  trader  in  the  territory  of  the 


Massachusetts  Bay  Colony,  noted  in  1634  in  his 
journal. 

The  Indians  be  of  lusty  and  healthful  bodies,  not  ex- 
perimentally knowing  the  catalogue  of  those  health- 
wasting  diseases  which  are  incident  to  other  countries 
...  as  Fevers,  Pleurisies  . . . Consumptions,  Subfumi- 
gations . . . Pox,  . . . Measles  or  the  like,  but  spinne  out 
of  the  thread  of  their  days  to  a faire  length,  number- 
ing three  score,  four  score,  some  a hundred  years,  be- 
fore the  Universal  Summoner  cites  them  to  the  crav- 
ing Grave  .... 

After  the  colonists  arrived,  more  Indians  suc- 
cumbed to  smallpox  than  were  exterminated  by 
bullets.  The  rapaciousness  of  some  of  the  settlers 
accounted  for  several  of  the  epidemics,  which  they 
wilfully  perpetrated.  P^xamples  of  these  fantastic 
incidents  are  to  be  found  in  several  documents. 

In  connection  with  a smallpox  epidemic  in  1681, 
among  the  Ottawa  tribe,  M.  de  Chesneau  wrote  to 
M.  de  Seignelay  that  it  “was  introduced  among  the 
people  by  well  known  vagabonds  (libertins)  against 
whom  the  governor  was  unwilling  that  information 
should  be  lodged.” 

When  a fresh  outbreak  took  place  in  1752,  while 
the  Indians  were  being  troublesome,  M.  de 
Longueuil  remarked  wistfully  in  a letter, 

'Twere  desirable  that  it  (that  is,  the  smallpox) 
should  break  out  and  spread  generally  throughout  the 
localities  inhabited  by  our  rebels.  It  would  be  fully  as 
good  as  an  army. 

In  1763,  disaffected  tribes  in  the  Allegheny  re- 
gion rose  against  the  British  and  harassed  isolated 
garrisons  and  outposts.  Sir  Jeffrey  Amherst,  com- 
mander-in-chief  of  the  British  contingent,  sug- 
gested to  a colleague.  Bouquet,  that  the  uprising  be 
quelled  by  means  of  smallpox,  which  had  conve- 
niently just  broken  out  at  Fort  Pitt.  Bouquet  aii- 
sw'ered, 

I will  try  to  inoculate  them  . . . with  some  blankets 
that  may  fall  into  their  hands,  and  take  care  not  to  get 
the  disease  myself. 

Amherst  gave  his  official  approval  to  the  idea. 

You  will  do  well  to  try  to  inoculate  the  Indians  by 
means  of  blankets  as  well  as  to  try  every  other  method 
that  can  serve  to  extirpate  this  execrable  race. 

That  the  plan  was  promptly  put  into  effect  is 
attested  to  by  the  June  24  entry  in  the  diary  of  Cap- 
tain Ecuyer,  of  the  Royal  Americans: 

Out  of  our  regard  for  them  (that  is,  two  Indian  chiefs) 
we  gave  them  two  blankets  and  a handkerchief  out  of 
the  smallpox  hospital.  I hope  it  will  have  the  desired 
effect. 

The  dread  with  which  the  Indians  viewed  small- 
pox is  illustrated  in  the  tale  of  how  a projected  re- 
volt of  the  Chinook  was  aborted  in  1811.  James 
McDougall,  a trapper,  met  with  the  dissident 
chiefs  and  said  to  the  conclave, 

You  imagine  that  because  we  are  few  you  can  easily 
kill  us,  but  it  is  not  so;  or  if  you  do  you  will  only  bring 
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the  greater  evils  upon  yourselves.  The  medicine  of  the 
white  man  dead  is  mightier  than  that  of  the  red  man 
living.  It  is  said  that  the  men  on  board  our  ships, 
twenty  in  number,  are  killed;  but  if  this  be  true,  did 
not  the  ship  alone,  unmanned,  kill  two  hundred  of  the 
murderers,  ten  for  one?  But  what  is  the  white  man’s 
ship  compared  with  the  white  man  himself?  You 
know  the  smallpox.  Listen,  I am  the  Smallpox  Chief. 
In  this  bottle  I have  it  confined.  All  I have  to  do  is  to 
pull  the  cork,  send  it  forth  among  you,  and  you  are 
dead  men.  But  this  is  for  my  enemies,  and  not  for  my 
friends. 

The  terrified  chieftains  called  off  the  attack. 
The  final  use  of  smallpox  against  the  Indians  was 
during  the  Pawnee  insurrection  of  1831,  as  reported 
by  the  Rev.  Isaac  McCoy. 

Coincidental  with  these  machinations  of  the 
white  man  in  the  New  World  were  some  curious 
practices  by  some  of  his  brethren  in  Europe.  In 
1650,  Lieutenant-General  Sieminowicz  of  Poland 
unfolded  an  elaborate  scheme  for  annihilating  op- 
posing armies  by  means  of  poisoned  glass  spheres. 
He  proposed  several  toxic  agents,  of  which  saliva 
from  hydrophobic  dogs  appealed  to  him  most. 
During  the  First  Empire,  an  anti-Bonapartist 
clique  was  uncovered  while  conspiring  to  seed  a 
“pestiferous  Turkish  virus”  throughout  France. 

One  of  the  last  reported  episodes  regarding  the 
deliberate  spread  of  disease  by  decaying  organic 
matter  was  during  the  American  Civil  War. 
Southern  troops  retreating  from  Vicksburg  delayed 
their  pursuers  by  forcing  farm  animals  into  ponds 
and  shooting  them.  General  Sherman^''  remi- 
nisced, “We  had  to  haul  their  stinking  carcasses 
out  to  use  the  water.” 

Such  tactics  were  apparently  practiced  by  both 
sides. 

World  War  I and  its  aftermath 

Among  the  many  extraordinary  features  of  the 
Victorian  epoch  was  the  notion  apparently  held  by 
some  militarists  that  warring  was  a gentlemanly 
profession.  This  distinction  applied  solely,  of 
course,  to  officers.  Thus  Lord  Raglan,  the  bizarre 
character  who  led  the  insane  Charge  of  the  Light 
Brigade,  contemptuously  turned  his  horse  around 
and  trotted  away  from  the  Russian  strongholds 
which  he  had  reached  because  he  considered  it 
beneath  his  station  to  engage  in  combat  with  the 
scruffy  creatures  that  he  found  there.  An  un- 
glamorous  disease,  cholera,  eventually  snuffed  out 
Raglan’s  exciting  career.  Some  of  the  more  festive 
features  of  the  Crimean  War,  when  officers’  wives 
and  sweethearts  picknicked  on  hills  overlooking 
battlefields,  are  narrated  in  Thackeray’s  Vanity 
Fair.  It  is  small  wonder,  then,  that  the  British 
should  have  regarded  as  demeaning,  and  rejected 
outright,  a proposal  by  their  Admiral  Lord  Dun- 
donald  to  u.se  sulfur  dioxide  vapor  during  the  siege 
of  Sebastopol.'*  The  same  compunctions  did  not 
prevail  fifty  years  later,  during  the  South  African 
wars,  when  the  Boer  troops  were  subjected  to  bar- 


rages of  shells  containing  picric  acid  which  re- 
leased the  explosive  gas  lyddite  when  they  struck 
the  ground.'^ 

The  more  worldly  Americans,  who  acknowl- 
edged that  “war  is  hell,”  thought  about  using 
chlorine  gas  shells  against  entrenchments  during 
the  Civil  War  but  never  put  the  plan  into  effect. 

In  the  Russo-Japanese  War  of  1904  to  1905,  the 
Japanese  burned  rag  torches  soaked  in  arsenical 
compounds  to  create  choking  fumes  which  were 
carried  downwind  over  their  opponents’  trenches.''^ 
However,  this  was  done  on  a small  scale  and  was 
soon  abandoned  because  of  its  unpredictable  ef- 
fects, especially  when  meteorologic  vicissitudes 
resulted  in  the  wind  blowing  back  their  way. 

Misconceptions  about  war  entailing  chivalry  and 
civilities  began  to  crumble  when  cannon  roared 
again  in  August,  1914.  Field  Marshal  Douglas 
Haig,  commander-in-chief  of  the  British  Expedi- 
tionary Forces,  sulked  because  machine  guns  could 
and  did  mow  down  his  lovely  cavalry.  Officers 
rubbed  shoulders  with  enlisted  men  in  the  trench- 
es: braid  on  a uniform  did  not  make  its  wearer  im- 
mune to  dysentery,  typhus,  frostbite,  crushing  by 
tanks,  or  having  half  of  his  face  blown  off.  What- 
ever illusions  there  remained  about  gallantry  were 
totally  demolished  when  gas  entered  the  picture, 
for  then  the  romanticism  of  war  was  superseded  by 
the  truly  macabre. 

The  chapter  of  World  War  I history  dealing  with 
chemical  warfare  has  been  detailed  at  length  else- 
where, as  in  Buchanan’s^"  massive  work,  and 
more  recently  in  Langer’s^'^  monograph.  Suffice 
it  to  mention  here  that  the  onus  for  this  phase  of 
the  hostilities  did  not  lie  with  the  Germans,  as  is 
commonly  believed,  but  with  the  French.  In  the 
summer  of  1914  the  French  fired  hand  and  rifle 
grenades  filled  with  the  lacrimant,  ethylbromace- 
tate.  Eight  months  later,  on  the  evening  of  April 
22,  1915,  the  Germans  launched  a large-scale 
counter  attack  on  the  Ypres  salient  over  a 5-mile 
front.  Thousands  of  cylinders  belched  chlorine 
towards  the  dugouts  of  French  and  Canadian  in- 
fantry. Allied  intelligence  had  warned  that  such 
an  attack  was  impending,  but  its  feasibility  was 
discounted  by  the  high  command,  so  that  no  pro- 
tection was  afforded.  Casualties  among  the  gas- 
defenseless  soldiers  numbered  5,000  dead  and 
10,000  injured.  Retaliation  ensued  at  Loos,  on  the 
morning  of  September  25,  but  was  less  effective 
than  the  German  offensive,  for  some  of  the  gas 
clouds  drifted  back  and  came  in  contact  with  the 
British  themselves.  Thereafter  both  sides  busied 
themselves  and  proliferated  scores  of  protective 
devices  and  entirely  new  families  of  either  lethal 
or  “harassing”  chemicals,  such  as  mustard,  phos- 
gene, bromacetone,  and  diphenylchlorarsine.  An 
antidote,  antilewisite  or  BAL,  even  arose  from  all 
of  this  activity.  The  toll  of  gas  warfare  during  this 
epoch  amounted  to  1.3  million  casualties,  includ- 
ing 91,200  deaths. 
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The  apprehensions  caused  from  the  (ierman 
successes  with  gas  were  intensified  by  rumors  cir- 
culating in  Paris  in  1916  that  shipments  of  poi- 
soned sweets  had  been  directed  to  that  city.^'*  In 
August  of  the  same  year,  on  the  eve  of  Rumania’s 
entry  into  the  war,  a box  was  sent  from  Berlin  by 
diplomatic  pouch  to  Colonel  von  Himmelstein, 
attache  to  the  German  legation  at  Bucharest.  'I'he 
box  w'as  found  in  October  by  an  Allied  spy  in  tbe 
legation  gardens,  where  it  had  been  concealed.  It 
contained  liquid  in  ampuls,  with  a note  stating, 
“Herein  a vial  for  horses  and  four  for  horned 
beasts.  Employed  as  directed,  each  ampul  suf- 
fices for  one  hundred  head.  As  much  as  possible, 
inoculate  directly  into  the  mouth;  failing  which, 
mix  with  victuals.  Inform  of  results.”  Analysis 
of  the  fluid  disclosed  pure  cultures  of  anthrax  and 
glanders  bacilli. 

Dispatch  4367,  dated  March  26,  1917,  to  general 
headquarters,  announced  that  a German  agent  had 
been  apprehended  in  the  French  lines  while  trying 
to  produce  an  epizootic  of  glanders  in  horses. 
During  the  German  retreat,  several  cans  bearing 
the  inscription  “Vorsicht;  Infectiose  Material” 
were  discovered.  They  enclosed  flasks  with  bac- 
terial cultures  and  resulted  in  a circular  from  Al- 
lied general  headquarters  dated  October  30,  1918, 
cautioning  troops  from  tampering  with  the  con- 
tents of  such  cartons.  At  the  end  of  the  war  it  was 
further  learned  that  the  German  consul  in  Zurich 
was  the  leader  of  an  organization  instructed  to 
scatter  cultures  of  cholera  in  the  water  reservoirs 
of  Italy  through  the  intermediary  of  anar- 
chists.-*-'^-'^ 

The  furor  and  anxiety  unleashed  by  these  dis- 
closures had  scarcely  abated  when  an  article  ap- 
peared to  announce  that  Germans  had  been  caught 
in  August,  1933,  while  conducting  experiments  in 
the  Paris  subway  to  determine  the  most  auspicious 
conditions  for  introducing  microbes  through  the 
air  vents.-'*'***  One  of  the  observations  which  had 
been  jotted  down  relevant  to  the  metro  at  the  Pas- 
teur station  commented,  “Indrawing  of  air  was 
considerable,  and  temperature  favorable  to  the 
germs  was  marked.  There  were  95,778  colonies 
counted.”  The  microorganism  employed  for  these 
studies  was  identified  as  “Micrococcus  prodigio- 
sus.” 

W’hether  the  individuals  concerned  were  authen- 
tic undercover  men  or  harmless  scientists  was 
never  subsequently  clarified.  But  the  whole  mat- 
ter raised  Gallic  tempers  to  a feverish  pitch,  as 
can  be  imagined. 

World  War  II  and  subsequent  wars 

When  World  War  II  erupted  it  was  feared  in 
some  high  quarters  that  biologic  and  chemical  war- 
fare would  be  exercised.  This  eventuality  seemed 
to  be  presaged  by  two  recent  incidents:  during  the 
Abyssinian  campaign  of  1936,  the  Italians  had 
dropped  mustard  gas  cannisters  on  Ethiopian 


cities,  and  sporadically  since  1937  the  Japanese 
had  used  gas  against  the  hapless  Chinese. 

Although  both  the  Allies  and  the  Axis  were  am- 
ply furnished  with  materiel  for  “unconventional” 
warfare,  and  both  toiled  at  a furious  pace  to  de- 
velop more  devastating  ones,  neither  employed 
them  in  the  field  until  the  decisive  bombs  fell  on 
Nagasaki  and  Hiroshima.  Incendiaries  of  many 
sorts  were  used  with  great  abandon  in  all  of  the 
campaigns,  however,  and  by  all  of  the  belligerents. 
The  solitary  instance  of  the  employment  of  bac- 
teriologic  weaponry  during  this  period  pertained  to 
the  Japanese.  An  editorial  in  a medical  journal  of 
April,  1942,  noted. 

Dr.  Robert  Urn,  head  of  the  Chinese  Red  Cross  and 
the  army  medical  training  services,  said  recently:  “I 
do  not  expect  Americans,  British  and  others  to  believe 
stories  that  the  Japs  are  resorting  to  bacteriological 
warfare  today,  as  they  did  not  believe  for  a long  time 
the  stories  that  the  Japs  were  using  gas  in  China.  I 
realize  that  the  idea  of  widespread  scattering  of  the 
plague  appears  at  the  first  somewhat  in  the  realm  of 
fantasy.”'*' 

There  are,  however,  some  Americans  who  believe 
these  stories.  Thomas  Farran,  M.D.,  Surgeon  Gen- 
eral, U.S.  Public  Health  Service,  warned  recently 
that  the  enemy  has  planned  and  in  his  opinion  will 
use  bacteriologic  warfare  wherever  possible.  Such 
tactics,  he  said,  would  be  as  deadly  as  mustard  gas  or 
explosives. 

Mr.  Harrison  Forman,  in  The  New  York  Times, 
gave  a report  on  the  spread  of  bubonic  plague  in  Chi- 
nese Changteh  which  is  laid  to  fliers  who  dropped 
infected  fleas  on  that  city.  The  report  is  based  on 
statements  by  Dr.  Lim,  and  R.  Pollitzer,  M.D.,  former 
League  of  Nations  epidemiologist,  stationed  now  in 
Changteh  in  Yunan  Province.  The  outbreak  of  the 
plague  is  traced  to  November  4,  when  Changteh,  a 
city  of  50,000  population,  was  raided  by  a single  Jap- 
anese plane.  The  plane  flew  at  an  extremely  low  al- 
titude, not  dropping  a single  bomb.  The  residents 
were  puzzled  when  they  observed  scattered  rice  grains 
mixed  with  wisps  of  cotton  rags.  Samples  saved  for 
analysis  were  found  contaminated  with  bubonic 
plague  bacilli.  Less  than  a week  later  6 cases  of  plague 
were  reported  and  later  more  occurred.  All  the  vic- 
tims died  within  thirty-six  hours,  and  autopsy  con- 
firmed the  diagnosis. 

There  had  been  no  plague  reported  in  Changteh  for 
more  than  ten  generations,  and  the  nearest  epidemic 
region  is  more  than  500  miles  distant.  The  victims 
were  not  transients  or  refugees  but  residents.  The 
fact  that  the  plague  did  not  spread  is  attributed  to 
the  cold  spell,  which  set  in  shortly  thereafter. 

Bubonic  plague  was  reported  after  a similar  mys- 
terious raid  in  Chekiang  Province  in  November,  1940, 
under  almost  identical  circumstances,  low-flying 
planes  dropping  fleas  in  cachets  of  grain  or  rice  to  at- 
tract rats.  The  outbreaks  occurred  about  a week  later. 
As  in  Changteh  no  dead  rats  were  seen,  leading  to  the 
belief  that  the  plague  was  directly  transmitted  by  in- 
fected fleas.  At  Chusien  in  Chekiang  Province  there 
were  21  victims  of  plague  twenty-four  days  after  the 
mysterious  Japanese  raid.  Although  the  cold  weather 
checked  the  plague,  the  disease  spread  among  rats 
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and  remained  dormant  until  the  spring  of  1941,  when 
it  appeared.  Between  March  and  July  there  were 
157  cases  and  148  deaths. 

The  Chinese  National  Health  Administration  and 
the  War  Ministry  are  cooperating  in  burning  houses 
that  are  believed  to  be  infected  and  disinfecting  river 
boats  that  enter  or  leave  suspected  areas.  Air  raid 
precautions  workers  throughout  the  country  have  been 
warned  to  destroy  all  articles  dropped  from  Japanese 
planes  and  to  disinfect  sweeping  implements  after- 
ward. The  National  Health  Administration  has  in- 
structed all  local  health  authorities  to  prepare  anti- 
epidemic  equipment,  and  antiepidemic  bureaus  have 
been  ordered  to  prepare  ample  quantities  of  anti- 
bubonic  plague  vaccine  for  public  sale. 

Dr.  Lim  believes  that  the  Japanese  thus  far  have 
been  experimenting  in  China.  He  said  it  was  his  firm 
conviction  that  Japan  is  planning  large-scale  bacter- 
iologic  warfare,  not  only  in  China  but  elsewhere,  es- 
pecially when  things  start  going  wrong  for  her. 

When  Mao  Tse-Tung’s  regimen  took  over  the 
Chinese  mainland,  it  used  the  preceding  events  to 
advantage  for  leveling  the  accusation  that  the 
Kuomintang  government  then  in  power  had  re- 
acted indifferently  to  this  Japanese  aggression. 
Veith^-  provided  translations  of  excerpts  from  a 
1952  report  hy  a Dr.  Chen  Wei-Kuei  to  the  Chinese 
Medical  Association.^^ 

At  that  time  neither  Kuomintang  Government  nor 
the  majority  of  the  hygiene  specialists  took  any  re- 
sponsibility to  relieve  such  distress  among  the  people, 
nor  did  they  believe  that  the  Japanese  invaders  would 
wage  bacteriological  warfare.  On  the  contrary,  they 
thought  I was  oversensitive.  However,  at  the  end  of 
1941,  Japanese  airplanes  again  dropped  over  the  city 
areas  of  Changteh  large  numbers  of  plague-carrying 
fleas  in  mixture  of  cereal  grains.  I personally  led  an 
antiepidemic  unit  to  make  an  investigation  on  the 
spot.  We  arrived  there  three  weeks  after  the  morning 
when  the  Japanese  invaders  had  disseminated  the 
plague  fleas.  It  was  therefore  impossible  to  collect 
any  fleas,  and  we  could  only  find  cases  of  bubonic 
plague  and  deaths  from  septicaemia.  I wrote  a report 
on  this  incident  which  concluded  by  affirming  from 
the  epidemiological  point  of  view  that  plague-carry- 
ing fleas  had  been  among  the  objects  dropped  from 
enemy  planes. 

Because  of  the  lack  of  material  evidence,  there  was 
much  criticism  by  those  scientists  who  were  purely 
technical-minded.  . . . 

The  Kuomintang  government  made  no  accusation. 
The  International  Military  Court  at  Tokyo  never 
mentioned  the  use  of  bacteriological  weapons  in  China 
by  the  Japanese. 

(But)  at  the  end  of  1949,  the  Soviet  Government  in- 
stituted at  Kharbarovak  a trial  of  (the)  12  bacteriologi- 
cal war  criminals.  In  their  testimonies  it  was  proved 
that  the  enemy  had  used  infected  fleas  at  Ningpo  and 
Changteh. 

During  the  hostilities  of  fifteen  years  ago  in 
Korea,  the  Chinese  fabricated  stories  about  the  use 
of  germ  attacks  hy  U.S.  forces.  These  figments  of 
a fertile  propagandist’s  imagination  left  their  im- 
print on  imjjressionable  Asian  masses  attuned  to 
atrocities  at  home.  A mantle  of  respectability 


was  attached  to  the  canard  by  its  inclusion  in  the 
official  organ  of  the  Chinese  Medical  Association. 
The  allegations  that  planes  had  dropped  voles  and 
other  rodents  infected  with  the  plague  on  Korean 
villages  were  steadfastly  denied  by  the  U.S.  Gov- 
ernment. 

Starting  in  February,  1967,  Mr.  Jamil  M.  Ba- 
roody,  the  Saudi  representative  to  the  United  Na- 
tions, sent  a series  of  letters  to  Secretary  General 
U Thant  charging  that  poison  gas  was  being  used 
by  the  Egyptians  in  Yemen.  The  Cairo  govern- 
ment denied  these  accusations,  and  Mr.  Thant 
adopted  the  position  that  it  would  therefore  be  im- 
proper for  him  to  raise  the  issue  before  the  Security 
Council.  For  political  reasons,  Saudi  Arabia  did 
not  press  its  denunciation  of  Egypt  into  the  open. 

In  May,  a delegation  of  the  International  Com- 
mittee of  the  Red  Cross  visited  the  royalist-held 
village  of  Gahar  which  was  claimed  to  have  been 
subjected  to  a gas  attack  by  Egyptian  airplanes  on 
February  11.  On  June  2,  the  Red  Cross  in  Geneva 
released  a brief  press  announcement  asserting  that 
its  mission  had  confirmed  poison-gas  bombing  in 
Yemen.  During  June,  immediately  after  their  de- 
bacle in  the  Sinai  peninsula,  the  Egyptians  ceased 
the  bombing,  but  resumed  it  again  in  July,  killing 
an  estimated  230  villagers  and  gravely  wounding 
350  others.  The  text  of  the  Red  Cross  mission, 
which  had  never  been  made  public,  was  requested 
by  The  New  York  Times  and  published  in  its  July 
28  issue.  It  has  been  reproduced  in  full  else- 
where. 

International  controls 

As  Thucydides  wrote  2000  years  ago,  “That  war 
is  an  evil  is  something  that  we  all  know,  and  it 
would  be  pointless  to  go  on  cataloguing  all  the 
disadvantages  inherent  in  it.” 

The  millennium  when  man  will  have  had  sur- 
cease of  it  and  fight  no  more  is  presumably  not  in 
sight.  What  then  of  controls  for  armaments  or 
technics  of  warfare  decreed  reprehensible  by  inter- 
national convention?  Is  there  any  validity  in  ob- 
jecting to  weapons  or  methods  of  destruction  which 
may  become  stylish  one  decade  later?  How  does 
one  gauge  the  full  potentials  of  either?  By  the 
number  of  human  beings  who  are  maimed, 
blinded,  or  turned  into  cinder?  Is  fear  of  retalia- 
tion in  like  kind  a sufficient  deterrent,  or  does  it 
instead  stimulate  stockpiling  and  betterment  of 
one’s  arsenals?  Is  there  not  already  an  impres- 
sively long  list  of  attempts  at  controlling  “uncon- 
ventional” warfare  which  have  ended  in  dismal 
failure? 

One  of  the  Lateran  Councils  in  the  twelfth  cen- 
tury interdicted  the  use  of  the  crossbow,  then  a 
novelty  of  terrifying  power  compared  with  ordi- 
nary archery.  In  the  sixteenth  century.  Seigneur 
de  Bayard,  the  famous  “knight  without  fear  or 
fault,”  outlawed  the  musket  in  combat.  He  was 
the  very  soul  of  graciousness  to  most  prisoners. 
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but  musketeers  or  other  users  of  the  innovation  of 
gunpowder  who  fell  into  his  hands  were  invariably 
executed. 

The  various  international  endeavors  to  ban  “un- 
orthodoxy” in  warfare  have  been  reviewed  by  the 
Committee  on  P'oreign  Relations  of  the  United 
States  Senate-^  and  by  Rothschild. The  first 
such  agreement  was  the  Strassburg  Treaty  of  1675 
between  the  French  and  Germans,  which  forbade 
the  employment  of  poisoned  bullets.  In  1866, 
the  general  orders  of  the  War  Department,  Fed- 
eral Armies  of  the  United  States,  stipulated,  "The 
use  of  poison  in  any  manner,  be  it  to  poison  wells, 
or  food,  or  arms,  is  wholly  excluded  from  modern 
warfare.”  General  Sherman’s  comment,  cited 
before,  shows  that  this  directive  was  lost  sight 
of  somehow.  In  1874,  there  assembled  in  Brus- 
sels representatives  of  14  European  nations  who 
adopted  an  “International  Declaration  Concern- 
ing the  Laws  and  Customs  of  War,”  forbidding 
the  utilization  of  poison  or  poison  weapons.  This 
declaration  was  never  ratified  formally,  as  neither 
have  a multitude  of  treatises  which  have  been  for- 
mulated since  then. 

One  of  the  American  plenipotentiaries  to  the 
First  Hague  International  Peace  Conference  of  1899 
explained  the  stand  of  our  country  in  these  words: 

The  objection  that  a machine  of  war  is  barbarous  has 
always  been  raised  against  new  weapons,  which  were, 
nevertheless,  finally  adopted.  In  the  Middle  Ages,  it 
was  firearms  which  were  denounced  as  cruel.  Later, 
shells,  and  more  recently  torpedoes  have  been  de- 
nounced. It  seems  to  me  that  it  cannot  be  proved  that 
shells  with  asph>Tciating  gases  are  inhumane  or  un- 
necessarily cruel  machines  of  war,  and  that  they  can- 
not produce  decisive  results. 

I represent  a people  that  is  animated  by  a lively  de- 
sire to  make  warfare  humane,  but  which  nevertheless 
may  find  itself  forced  to  wage  war;  therefore,  it  is  a 
question  of  not  depriving  itself  through  hastily  adopt- 
ed resolutions  of  means  which  it  could  later  avail  it- 
self with  good  results. 

The  then  Secretary  of  State,  Mr.  John  Hay, 
added. 

The  expediency  of  restraining  the  inventive  genius  of 
our  people  in  the  direction  of  devising  means  of  de- 
fense is  by  no  means  clear,  and  considering  the  temp- 
tations to  which  men  and  nations  may  be  exposed  in  a 
time  of  conflict,  it  is  doubtful  if  an  international 
agreement  to  this  end  would  prove  effective. 

The  militarist’s  job  is  to  destroy  the  foe,  not 
merely  to  disqualify  him  from  active  fighting.  To 
borrow  a phrase  from  Tacitus,  “where  they  make  a 
desert,  they  call  that  peace.”  In  the  final  analysis, 
gas  was  but  of  ancillary  importance  in  World  War 
I.  Militarists  never  seriously  contemplated  ex- 
ploiting it  during  World  War  II.'^^  Haldane,'*' 
himself  an  ingenuous  advocate  of  chemical  war- 
fare, illustrated  by  an  anecdote  the  stance  of  the 
professional  warrior: 

In  1915  a British  chemist  proposed  to  a general  who 


was  concerned  with  such  questions  that  the  British 
should  use  dichlorethyl  sulfide  (mustard  gas).  “Does 
it  kill?”  asked  the  General.  “No,”  he  was  told, 
“but  it  will  disable  enormous  numbers  of  the  enemy 
temporarily.”  “That  is  no  good  to  us,”  said  the  man 
of  bl{H)d,  “we  want  something  that  will  kill.” 


Comment 

The  chronicles  of  history  disclose  that  chemical 
and  bacteriologic  weapons  have  almost  invariably 
been  used  against  weaker  peoples  or  those  unable 
to  defend  themselves  from  such  attacks.  They 
serve  as  more  than  just  surprise  tactics:  they  are 
in  fact  cowards’  weapons,  the  employment  of 
which  is  desisted  from  when  there  exists  a possi- 
bility of  retaliation  in  kind.  Rrevious  covenants 
to  ban  such  methods  have  been  violated  because 
statesmen  have  always  placed  national  interests 
above  the  good  of  mankind  and  deliberately  ren- 
dered impotent  those  agencies  authorized  to  con- 
trol and  enforce  the  implementation  of  interna- 
ional  treaties. 

They  will  continue  to  fail  unless  there  are  clear 
agreements  reached  on  mutual  exchange  of  infor- 
mation, reciprocal  inspection  privileges,  and  the 
application  of  appropriate  punitive  measures  for 
infractions. 

Time  was  when  the  physician  was  merely  ex- 
pected to  play  the  role  of  healer  in  the  wake  of  the 
devastations  of  war.  Nowadays,  probity  and  social 
responsibility  dictate  otherwise.  Not  only  must 
the  physician  keep  abreast  of  military  method- 
ology, but  he  should  also  be  in  the  forefront  of 
groups  opposing  wars.  These  activities  include  the 
dissemination  of  information  to  the  public  rele- 
vant to  the  nature  of  injuries  suffered  by  the  vic- 
tims of  both  “orthodox”  and  “unorthodox”  war- 
fare. As  William  Cowper  remarked,  “War’s  a 
game,  which,  were  their  subjects  wise,  Kings  would 
not  play  at.” 

767  Fifth  Avenue 

New  York,  New  York  10022 
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After  the  Norman  conquest,  early  twelfth-century 
Anglia’s  economy  and  living  conditions  approxi- 
mated those  of  underdeveloped  nations  today, 
compounded  by  a wTetched  climate,  marshy  soil, 
cold  winds  from  the  North  Sea,  a short  growing 
season,  and  government  by  a hated  and  alien  race. 
Violence  was  common,  and  the  ordinary  serf  went 
months  without  being  either  warm,  dry,  or  free 
from  hunger.  Some  celebrated  event  occasionally 
excited  bleak  and  joyless  lives.  One  such  event  is 
narrated  by  Thomas  of  Monmouth,  the  murder  of 
a twelve-  or  thirteen-year-old  Christian  boy,  Wil- 
liam, during  Holy  Week  of  1144  in  the  Jewish  quar- 
ter of  Norwich. 

A single  manuscript  account  survives*  in  the 
Library  of  Cambridge  University,  copied  before 
1200  from  a text  which  the  editors  date,  on  internal 
grounds,  to  1172/1173,  and  which  may  have  been 
copied  from  Thomas’  holograph.  We  shall  at- 
tempt to  analyze  this  narrative  to  learn  something 
of  this  murder,  which  contributed  to  the  often- 
repeated  charge  of  ritual  murder  of  Christian 
children  by  Jews,  and  which  influenced  the  final 
expulsion  of  Jews  from  England  half  a century 
before  Chaucer. 

* Codex  Cantab.  3037,  late  twelfth  century. 


Early  background 

The  century  of  turmoil  following  the  Norman 
conquest  saw  considerable  confusion  in  both  crim- 
inal and  civil  jurisdiction,  but  generally  a distinc- 
tion was,  and  is,  drawn  between  secret  murder  or 
murder  by  stealth  and  premeditation,  and  open 
homicide,  for  example,  homicide  during  a family 
altercation  or  in  the  heat  of  passion.  All  the  in- 
habitants of  a ward  (“hundred”)  shared  in  the 
fine  (murdrum)  levied  unless  the  inhabitants  could 
produce  the  murderer,  but  certain  nobles  and  all 
ecclesiastical  foundations  were  exempted  from  this 
liability.  Hence,  discovered  bodies  which  presum- 
ably had  been  murdered  were  not  infrequently 
transported  to  another  ward  to  transfer  this  finan- 
cial liability,  and  desire  to  avoid  participation  in 
this  fine  could  induce  a man  who  discovered  a body 
to  go  his  way  and  to  say  nothing. 

This  was  not  because  of  any  desire  to  be  what 
we  would  now  call  an  accessory  after  the  fact,  but 
because,  as  the  law  then  stood,  only  near  blood  re- 
lations of  a murdered  man  could  initiate  prosecu- 
tion in  cases  of  secret  murder,  whereas  in  cases  of 
open  homicide  anyone  connected  with  the  dead 
man  by  blood,  lordship,  or  homage  could  do  so. 
Hence  the  discoverer  in  his  own  ward  of  a presum- 
ably murdered  body  probably  not  only  could  not 
initiate  criminal  prosecution  but  also  would  run  a 
very  substantial  risk  of  sharing  in  the  fine  assessed 
were  the  murderer  not  identified.  Human  nature 
being  what  it  is  and  reporting  the  crime  being  apt 
to  do  financial  harm  without  doing  much  good  by 
way  of  apprehension  and  conviction  of  the  murderer 
the  temptation  to  move  the  body  or  to  ignore  the 
crime  might  prove  overwhelming.  The  risk  of  sub- 
sequent prosecution,  if  the  defendant  were  acquit- 
ted, or  of  violence  from  his  family  whatever  the 
outcome,  was  real,  and  apparently  it  was  only  on 
the  king’s  highways  or  on  the  king’s  lands  that 
murder  was  then  specifically  a breach  of  the  king’s 
peace.  The  law  still  regarded  murder  as  an  offense 
against  the  individual,  not  against  the  crown  or 
commonwealth. 

The  first  Jews  arrived  in  Norwich  about  1086, 
and  a Jewish  massacre  at  Rouen  in  1096  fostered 
further  immigration.  By  1144,  they  formed  a 
small,  distinct,  and  apparently  prosperous  com- 
munity at  Norwich,  doubtless  bitterly  envied  by 
the  dispossessed  Saxons  and  less  prosperous  Nor- 
mans. Jews  had  a special  relationship  to  the  king 
as  “royal  chattels”  and  could  call  on  the  county 
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sheriff  for  protection.  Jews  were  limited  in  their 
livelihoods  to  trade  and  had  almost  a monopoly  on 
money  lending  and  on  the  primitive  banking  then 
available.  Other  careers  were  closed  to  them,  if 
only  because  entry  into  almost  all  trades,  crafts, 
guilds,  and  professions  involved  participation  in  a 
religious  ceremony  which  invoked  the  name  of  the 
Trinity.  Interest  rates  were  high,  and  risks  of  lend- 
ing money  were  great;  a Christian  debtor  often 
stood  to  gain  by  a Jewish  creditor’s  death;  and  the 
king  regularly  claimed  one  part  in  three  of  a dead 
Jew’s  estate  and  might  claim  all.  Church  officials 
were  not  only  habitually  anti-Semitic  and  fond  of 
dark  homiletic  allusions  to  nameless  Jewish  rites 
but  almost  always  were  also  deeply  in  debt  to  Jews, 
who  alone  could  provide  the  capital  needed  for 
their  fashionable  building  programs. 

Very  little  is  known  about  William’s  life;  he 
had  no  surname.  He  was  born  on  Candlemas 
Day,  February  2,  1132,  probably  at  Haveringland, 
Norfolk  County,  of  Saxon  parents  in  moderate  cir- 
cumstances. His  father,  Wenstan,  died  when  Wil- 
liam was  small,  and  his  mother  Elviva  (or  Elvira) 
raised  him  and  taught  him  to  read  and  write.  His 
maternal  grandfather  was  a priest.  Most  priests 
and  many  bishops  then  were  married  men.  His 
maternal  aunt,  Liviva,  was  married  to  the  priest 
Godwin  Sturt,  whose  son  Alexander  was  already  in 
deacon’s  orders  and  who  may  have  inherited  his 
father’s  parish  in  Norwich.  At  eight,  William 
was  apprenticed  to  a tanner  and  worked  at  that 
trade  until  his  death  some  few  months  after  his 
twelfth  birthday.  Were  it  not  for  various  consider- 
ations which  suggested  the  usefulness  of  a saint, 
preferably  indigenous  and  hopefully  a martyr,  for 
Herbert  de  Losinga’s  still  magnificent  and  then 
new  cathedral,  he  would  be  unknown.  Our  knowl- 
edge of  his  murder  is  limited  to  what  Thomas  of 
Monmouth  says  and,  equally  important,  does  not 
say  in  his  far  from  disinterested  account.  Crimes 
have  patterns  which  permit  their  classification  and 
often  solution.  A medicolegal  analysis  of  Thom- 
as’s account  may  yield  useful  insight  into  this  by- 
lane of  medieval  history. 

William  appears  to  have  had  friends  among  the 
Jews,  friendships  of  which  his  Uncle  Godwin  and  a 
certain  Wulward,  possibly  a distant  relation  or  em- 
ployer with  whom  William  lived,  strongly  disap- 
proved. Although  Judaeo-Christian  friendships 
were  not  rare  in  medieval  England,  they  were  not 
so  common  as  now;  and  Thomas’  is  quite  explicit 
that  Uncle  Godwin  and  Wulward  had  both  prohib- 
ited William’s  dealings  with  Jews.  Thomas’s 
account,  moreover,  refers  to  William  as  “neglect- 
ed”' and  as  both  “ragged”  and  “living  precari- 
ously,”'- admitting  that  considerable  doubt  always 
did  exist  at  Norwich  as  to  the  manner  and  cause  of 
Will  iam’s  death.'  Anderson’’  suggests  a serious 
accident  or  manslaughter  during  the  Purim  festival 
of  1 14  ).  hut  J’hornas  is  silent  on  this  point. 


Chronology  of  the  murder 

Monday  in  Holy  Week."  A man  who  repre- 
sented himself  as  a delegate  of  the  Archdeacon 
William  of  Norwich’s  cook  met  William,  went  with 
him  to  his  mother’s  home,  and  offered  him  advan- 
tageous employment.  William’s  mother  was  skep- 
tical, but  William  apparently  wanted  to  accom- 
pany the  man,  ostensibly  to  work  in  the  Archdea- 
con’s household,  and  begged  his  mother  to  let  him 
go.  This  unidentified  man  offered  her  three  shil- 
lings, perhaps  a bribe  or  an  advance  on  wages,  and 
she  finally  agreed  to  permit  a change  of  occupation 
rather  unusual  during  the  middle  ages.  Thomas 
is  silent  as  to  where  William  and  the  messenger 
spent  the  night,  but  we  may  presume  that  it  was 
at  the  home  of  William’s  mother,  because  William 
ordinarily  lodged  with  Wulward. 

Tuesday  in  Holy  Week.-  Early  in  the  morning, 
William  and  his  unidentified  guide  returned  to 
Norwich,  but  the  guide  apparently  knew  or  learned 
a good  deal  about  William  and  his  family,  because 
he  stopped  at  William’s  aunt’s  house  and  informed 
her  that  William’s  mother  had  entrusted  the  boy  to 
him.  After  the  pair  departed  for  the  archdea- 
con’s house,  the  aunt  was  suspicious  and  sent  her 
daughter  (William’s  cousin)  to  follow  him.  This 
girl  subsequently  reported  that  the  pair  did  not  go 
to  the  archdeacon’s  house  but  entered  a dwelling 
in  the  Jewish  quarter.  This  house  was  never  iden- 
tified; the  messenger  was  never  identified;  and  it  is 
not  known  whether  he  was  Jew  or  gentile.  Not 
only  does  William  appear  to  have  entered  this 
building  voluntarily,  but  also  after  this  unusual 
change  in  destination,  no  attempt  was  made  to 
retrieve  William  who  was  never  again  seen  alive. 

Spy  Wednesday.’’  Thomas  of  Monmouth  fixes 
Spy  Wednesday  as  the  date  of  William’s  murder 
which  he  reconstructs  as  follows;  William’s  mouth 
was  forced  open  and  he  was  gagged  by  a wooden 
block  (teazle)  secured  by  straps  tightly  knotted  at 
the  nape  of  his  neck.  A short  piece  of  rope,  about 
half  an  inch  thick,  with  three  knots,  was  bound 
around  his  forehead  so  that  one  knot  was  in  the 
center  of  his  head  and  one  at  each  temple.  This 
was  tied  tightly  at  the  occiput,  carried  forward 
around  his  neck,  and  tied  in  a fifth  knot  under  his 
chin.  His  head  was  shaved  and  stabbed  repeated- 
ly with  thorn  points,  some  of  which  remained  in  the 
wounds  when  his  body  was  finally  buried  in  the 
monastery.”  He  was  suspended  from  an  upright 
post  set  up  between  two  Y-posts,  across  which  a 
beam  had  been  placed.  William’s  right  hand  and 
foot  were  bound  by  cords,  but  his  left  hand  and 
foot  were  pierced  by  two  nails.  He  was  finally 
stabbed  through  the  left  side  into  the  heart,  and 
boiling  water  was  poured  over  him  to  wash,  close, 
and  staunch  the  wounds. 

J'homas  is  generally  vague  about  anatomic  de- 
tail. The  state  of  William’s  genitalia  and  anus  are 
not  mentioned,  and  one  cannot  be  sure  on  the  basis 
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of  Thomas’s  account  whether  or  not  wounds  in 
addition  to  those  mentioned  in  the  chest  and  head 
were  present  on  the  body.  Lack  of  anogenital 
wounds  or  abrasions  in  this  sort  of  a violent  death 
would  strike  most  modern  coroners  as  a bit  un- 
usual. 

Thomas^’  quotes  long  after  the  event  hut  does 
not  name  a certain  poor  Christian  woman  who 
worked  as  a maidservant  in  the  Jewish  quarter  and 
who  heard  the  commotion  of  William’s  slaying  as 
she  was  boiling  water.  She  claimed  that  she  saw 
with  one  eye,  as  she  was  handing  a vessel  of  water 
through  the  door,  a boy  fastened  to  a post  just  be- 
fore the  door  was  slammed  shut.  She  hesitated  to 
report  this  at  the  time,  fearing  for  her  life  or  wages. 
She  further  claimed  that  she  found  a boy’s  belt 
with  its  knife,  sheath,  some  needles,  and  a case  in 
that  very  room.  I'homas"  states  that  she  showed 
him  these  things  and  demonstrated  signs  of  the 
murder  on  the  house’s  timbers. 

Was  this  memory  or  imagination?  Did  she  wit- 
ness the  slaughter  of  a lamb  as  a source  of  kosher 
meat?  The  belt  and  its  attachments  drop  out  of 
Thomas’s  narrative,  but  they  would  have  been 
valuable  religious  relics  indeed.  It  is  doubtful 
that  the  woman  could  have  served  as  a witness  at 
a trial,  had  one  been  held,  because  by  working  for 
Jews  she  had  incurred  excommunication.  Yet  if 
this  witness  is  to  be  trusted,  her  evidence  is  indeed 
damning. 

Maundy  Thursday,'^  Thomas  conjectures  that 
after  the  murder  the  Jews  debated  what  was  to  be 
done.  They  lived  in  rented  houses,  and  burial  in 
their  own  cellars  or  cesspools  would  surely  raise 
suspicions  toward  them  were  the  body  to  be  found. 
Most  murderers  have  difficulty  disposing  of  their 
victims’  bodies,  and  William’s  body  also  had  to  be 
got  rid  of.  The  Jews  fully  appreciated  the  com- 
munity’s hostility  and  the  gravity  of  their  situa- 
tion. Danger  could  best  be  averted  by  abandoning 
William’s  body  at  some  distance  from  the  Jewish 
quarter.  On  Maundy  Thursday,  however,  streets 
were  crowded  with  Christians  going  the  rounds  ot 
various  churches,  and  transporting  a dead  body 
through  crowded  streets  was  simply  out  of  the 
question.  Prudence  required  that  the  body  remain 
hidden  until  Good  Friday,  when  most  people  would 
be  indoors,  fasting  at  home,  or  praying  in  church. 

Good  Friday The  murder  was  revealed  by 
chance  early  in  the  morning  of  Good  Friday.  Two 
Jews,  one  of  them  identified  by  Thomas  only  by 
the  common  name  Eleazar  (“Deus-adjuvet”),  were 
carrying  the  body  wrapped  in  a sack  and  were 
entering  Thorpe  Wood  on  the  outskirts  of  Nor- 
wich. Aelward  Ded,  with  a single  servant,  was 
going  from  the  Church  of  St.  Mary  Magdalene  to 
that  of  St.  Leonard’s  Priory  and  met  them.  Ded 
recognized  the  two  men  as  Jews  and  appears  to 
have  wondered  why  they  were  traveling  on  Friday 
and  what  was  in  the  sack.  Ded  felt  the  sack  and 


apparently  recognized  the  contents  as  a human 
body,  whereupon  the  two  Jews  spurred  their  horses 
and  tied  into  the  wood.  Here,  they  appear  to  have 
lashed  the  body  lightly  to  a tree  before  returning 
to  the  Jewish  quarter  in  Norwich  to  report  that 
they  had  been  discovered  with  the  body. 

The  now  seriously  disturbed  representatives  of 
the  Jewish  community  went  to  Sheriff  John  de 
Caineto  and  offered  him  a bribe  of  100  marks, 
worth  about  800  ounces  of  silver.  J’he  sheriff  then 
summoned  Aelward  Ded  and  compelled  him  to 
swear  that  he  would  lay  no  information  against  the 
Jews.  In  the  event,  Ded  said  nothing  of  this  until 
he  was  on  his  deathbed  in  1149,  when  he  was  not 
able  to  name  the  men  whom  he  saw  in  the  wood. 
He  remained  silent  even  after  John  de  Caineto’s 
death  in  1146. 

Anderson suggests  that  William  was  alive  and 
being  carried  elsewhere  when  Ded  encountered  the 
two  Jews  and  that  the  Jews  then  stabbed  William 
through  the  sack  and  dropped  his  body,  basing 
this  suggestion  only  on  the  observation  that  the  gag 
was  still  in  place  when  William’s  body  was  found. 
This  explanation  seems  unlikely.  Not  only  would 
this  have  constituted  open  murder  on  a public 
highway  in  the  face  of  two  witnesses,  but  rigor 
mortis  commences  very  early  in  the  jaws,  and  ex- 
traction of  the  gag  would  have  been  difficult.  If  a 
human  being  is  suspended  with  his  arms  out- 
stretched and  thereby  immobilized,  the  thorax 
becomes  rigid.  Purely  muscular  diaphragmatic 
respirations,  if  the  bony  thorax  cannot  move,  soon 
prove  inadequate  to  maintain  pulmonary  ventila- 
tion and  an  adequate  return  of  blood  from  the 
periphery  to  the  heart.  Congestive  cardiac  failure 
soon  develops  and  the  victim  dies. 

Holy  Saturday.*^  At  dawn  on  Holy  Saturday, 
the  Lady  Legarda,  widow  of  William  de  Apulia, 
who  lived  near  St.  Mary  Magdalene’s  Church  and 
devoted  herself  to  various  charitable  activities, 
came  to  a thicket  of  bushes  in  which  lay  the  dead 
body  of  a boy  clad  in  his  jacket  and  shoes,  with 
his  head  shaved  and  punctured  by  countless  stab 
wounds.  Thomas  mentions  only  jacket  and  shoes, 
and  one  may  conclude  that  William’s  body  was 
partially  undressed.  William  might  be  expected  to 
have  worn  long,  closely  fitting  trousers  (trews)  and 
perhaps  linen  underdrawers.  For  what  it  is  worth, 
pictures  of  William  reproduced  by  Jessopp  and 
James, although  from  centuries  generally 
squeamish  about  nudity,  all  show  him  with  a good 
head  of  hair,  and  pictures  of  his  martyrdom  show 
him  wearing  brief  underdrawers.  The  partially 
disrobed  body  is  important.  Later  the  same  morn- 
ing, while  Henry  de  Sprowston,  a forester  responsi- 
ble for  that  part  of  the  wood,  was  making  his 
rounds,  he  met  an  unidentified  peasant  who  in- 
formed him  that  he  had  just  found  the  body  of  a 
dead  boy.  Custom  prohibited  Christian  burial  on 
either  Holy  Saturday  or  Easter  Day,  and  the  fores- 
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ter  left  the  body  where  it  was,  apparently  planning 
burial  in  the  churchyard  of  Sprowston,  a suburb  of 
Norwich. 

Easter  Day.^^  News  of  the  boy’s  death  spread, 
and  a great  many  people  visited  the  scene  where 
the  body  remained  unburied.  Some  of  William’s 
friends  recognized  him,  and  Thomas  reports  that 
William’s  frequent  visits  to  the  Jewish  quarter 
were  widely  known.  On  Easter  Monday  Henry  de 
Sprowston  buried  the  bodv  where  he  had  found  it.^® 

Easter  Tuesday.'^  William’s  priest  uncle,  God- 
win Sturt,  with  his  son  Alexander,  accompanied 
William’s  brother  Robert  to  identify  the  body. 
They  disinterred  and  identified  the  body,  found 
no  evidence  of  putrefaction,*  and  reburied  the 
body  with  appropriate  religious  rites.  Apparently, 
Godwin  only  then  informed  his  wife  (William’s 
aunt)  of  what  had  happened,  and  only  then  did 
William’s  mother  learn  of  his  death.  She  accused 
the  Jews  of  having  killed  her  son,  and  Godwin 
Sturt  placed  the  whole  matter  before  ecclesiastical 
authorities  at  the  meeting  of  the  Synod  of  Norwich 
about  April  10  or  11,  1144. 

The  casual  treatment  of  William’s  disappear- 
ance, finding,  and  burial,  from  which  his  mother 
was  absent,  suggests  a very  neglected  or  very  un- 
ruly child.  His  mother’s  wild  accusations,  not  al- 
together unknown  to  coroners’  physicians  today, 
may  have  been  a reaction  to  guilt  at  having  neg- 
lected him,  and  the  casual  manner  of  his  burial 
suggests  that  William  may  have  been  the  black 
lamb  of  the  family  for  whom  an  unhappy  end  was 
no  surprise. 

Enough  public  outcry  and  agitation  appear  to 
have  developed  that  the  Jews  sought  protection 
for  a time  in  the  castle  keep;  and  although  Thom- 
as“*^  is  silent  whether  a proper  inquest  or  trial  was 
held,  he  describes  an  imaginary  trial  and  cites  con- 
siderable hearsay  evidence.  After  public  accusa- 
tions of  William’s  murder  had  been  made  against 
the  Jews,  unidentified  Jews  approached  William’s 
brother  Robert,  subsequently  a monk  at  Norwich, 
who  alone  could  bring  a formal  charge  of  murder, 
with  a bribe  of  ten  marks  to  quash  the  matter. 

Analysis  of  evidence 

William  was  tortured  and  killed,  and  his  death 
was  neither  a suicide  nor  a death  by  accidental  self- 
induced  asphyxia  (boys  sometimes  try  to  intensify 
sexual  pleasure  while  masturbating  by  inducing 
hypoxia),  because  he  could  not  have  suspended 
himself  by  both  upper  extremities.  The  shaving 
of  his  head  almost  excludes  the  possibility  of  death 

‘Kmphasis  on  putrefaction  is  of  hagiographic  not  foren.sic 
interest.  Bodies  violently  murdered  tend  to  decompose  a bit 
more  slowly  than  those  dead  of  natural  causes,  and  the  bodies 
of  scrawny  children  decay  slowest  of  all.  If  the  wound  into 
William’s  left  side  opened  his  stomach  or  the  splenic  tlexure  of 
his  colon,  gastrointestinal  contents  and  gases  would  have  es- 
caped, further  retarding  (lecomi)osition.  Norwich  can  he  bitter- 
ly cold  during  Master  week  (this  writer  once  saw  snow  there  on 
Master  .Monday),  and  the  body  may  have  been  refrigerated 
naturally.  'I’he  odor  of  a decomi)osing  body  is,  at  first,  sicken- 
ingly  sweet. 


by  misadventure  during  experimentation  or  horse- 
play, because  explaining  a shaved  head  at  a time- 
when  this  was  a punishment  for  minor  infractions 
would  have  been  difficult.  It  is  equally  definite 
that  the  Jews  claimed  the  sheriff’s  protection  and 
bribed  him  before  William’s  body  was  found  and 
that  the  Jewish  community  knew  of  his  death  long 
before  the  Christian  community.  It  appears  rea- 
sonably certain  that  a bribe  was  offered  to  the  one 
member  of  William’s  family,  brother  Robert,  who 
alone  could  initiate  criminal  prosecution.  The 
last  time  William  was  seen  alive  he  was  seen  enter- 
ing a house  in  the  Jewish  quarter,  and  his  dead 
body  was  first  seen  in  the  custody  of  two  Jews.  In 
modern  terms,  the  Jewish  community  were  at  least 
accessories  after  the  fact.  Nothing  in  Thomas’s 
account  suggests  that  the  Jewish  community 
moved  against  any  of  its  own  members,  although 
they  may  have  done  so  in  private,  and  Thomas’s 
bias  might  have  led  him  to  suppress  this  infor- 
mation had  it  taken  place  and  had  he  known  of  it. 

Ritual  murder  is  too  easily  dismissed.  Dark 
strains  in  human  nature  exist  in  all  times  and 
places,  and  the  history  of  the  Knights  Templars 
and  of  the  Albigensians  contains  many  murky  pas- 
sages. The  obscene  ritual  blasphemy  of  the  Black 
Mass  is  not  quite  dead,  and,  like  any  human  in- 
stinct, the  religious  instinct  is  capable  of  perver- 
sion. Paris'-^^  reports  that  in  1234  the  young  son  of 
Benedict,  a Jewish  physician  converted  to  Chris- 
tianity, was  kidnapped  and  forcibly  circumcised, 
so  such  things  did  happen.  If  the  maidservant  is 
to  be  believed,  ritual  murder  is  a possibility,  al- 
though it  appears  hard  to  believe  that  the  Jewish 
community  as  such  can  have  done  this,  whatever 
an  individual  Jewish  psychopath  may  have  done. 

Accidental  death  sometimes  occurred  during  the 
Purim  masquerade,  but  the  Feast  of  Purim  was 
February  21,  1144,  a month  before  William  disap- 
peared. Human  beings  are  human,  wine  is  wine, 
and  horseplay  by  some  law  of  its  own  tends  to  get 
out  of  hand,  so  that  misadventures  did  occur  dur- 
ing the  Purim  celebration  which  often  included  an 
effigy  burning  of  Haman  on  a cross.  Sokrates-® 
describes  the  murder,  by  crucifixion,  of  a Chris- 
tian child  by  some  Syrian  Jews  celebrating  the 
Purim  in  415,  apparently  by  accident.  His  ac- 
count appears  to  be  the  first  description  of  Jewish 
ritual  murder  until  William  of  Norwich,  after 
which  a number  of  vague  accusations  and  two  tol- 
erably well-founded  reports  of  such  deaths  of  boys 
follow.  On  March  18,  1168,  a boy  named  Harold 
was  found  mutilated  and  tortured,  perhaps  circum- 
cised, in  the  Severn  River  at  Gloucester  after  hav- 
ing been  kidnapped  by  Jews  on  or  about  February 
21;  Purim  that  year  began  February  24.  In  June, 
1181,  according  to  Jocelin  of  Brakelond,  a boy 
named  Robert  was  killed  at  Bury,  quite  close  to 
Norwich,  under  what  were  then  considered  sus- 
picious circumstances. Roth-®  relates  that  in 


2572  New  York  State  Journal  of  Medicine  / November  1 , 1971 


1191  81)  Jews  at  Hray  in  northern  France  were 
burned  at  the  stake  for  blasphemy  because  a Chris- 
tian murderer  of  a Jew.  having  been  turned  over 
to  the  Jewish  community  for  punishment,  was 
scourged  through  the  streets  wearing  a crown  of 
thorns  and  crucified. 

J'he  i’niversal  Jeu'ish  Encyclopedia-^  and  Roth-' 
deny  that  William  was  murdered  at  all,  despite  the 
witnesses’  accounts  of  the  body,  and  suggest  that 
he  had  a cataleptic  fit  and  that  he  was  too  hastily 
(Saturday  to  Monday!)  buried  by  his  relations. 
This  hypothesis  ignores  a partially  undressed, 
tortured,  and  gagged  hoy’s  body,  abandoned  and 
Linhuried  by  two  men  known  to  he  members  of  the 
Jewish  community  at  a time  when  failure  to  pro- 
vide Christian  burial  was  a serious  sin  indeed  and 
is  wholly  inconsistent  with  'Fhomas’s  chronology 
which  is  all  the  evidence  we  have.  J'he  only  credi- 
ble explanations  for  “cataleptic”  fits  are  intoxica- 
tion, postepileptic  states,  cerebrovascular  acci- 
dents, and  the  Wolff-Parkinson-White  syndrome. 
None  of  these  possibilities  explain  the  mutilated 
body,  unless  the  body  was  mutilated  after  death,  a 
suggestion  which  can  be  neither  affirmed  nor  re- 
futed on  the  evidence. 

William  was  murdered,  and  he  was  not  mur- 
dered during  a Purim  celebration.  Ritual  murder 
can  be  neither  implicated  nor  excluded  on  the  evi- 
dence, but  the  death’s  careful  planning  and  sadis- 
tic nature  raise  the  possibility  of  cultist  murder, 
with  which  head  shaving  is  sometimes  associated. 
Professional  assassins  perform  murders  which  are, 
almost  without  exception,  neat,  tidy,  and  work- 
manlike; murders  for  revenge  tend  to  be  messy,  as 
are  many  of  those  committed  by  women;  but  psy- 
chopathic murders,  like  sexual  perversions  them- 
selves, tend  to  be  rigidly  stereotyped  and  pattern- 
ed. The  circumstances  of  William’s  death  point 
to  the  latter  category. 

William’s  family  apparently  neglected  him,  al- 
though they  opposed  his  association  with  Jews. 
Even  after  he  had  been  led  away  by  a man  both  un- 
known to  and  mistrusted  by  his  aunt  and  mother, 
and  after  his  cousin  had  reported  that  he  had  en- 
tered a house  in  the  Jewish  quarter  instead  of  the 
archdeacon’s,  no  attempt  was  made  to  bring  him 
back.  He  was  missing  and  unaccounted  for  during 
an  entire  week,  and  Thomas  nowhere  mentions  any 
effort  to  find  him.  His  death  was  not  reported  to 
his  mother  until  the  fourth  day  after  his  body  was 
found.  From  this  we  must  conclude  that  William 
sometimes  disappeared  for  days  at  a time;  that 
young  as  he  was,  he  had  some  unwise  acquaint- 
ances; and  that  his  family  exerted  remarkably 
little  control  over  him,  or  all  three.  Thomas  of 
Monmouth  constantly  returns  to  the  theme  of 
William’s  innocence  and  virginity  but  appears  to 
have  had  some  difficulty  persuading  members  of 
his  monastery  that  William  was  either  saint  or 
martyr.  William’s  cult  was  always  local,  and  he 


was,  of  course,  never  canonized.  J'he  “anti-Wil- 
liam” party  w-as  always  strong  and  articulate,  the 
Jews  appear  to  have  suffered  no  sustained  disabil- 
ity from  his  well-publicized  murder,  and  even 
'I'homas’s  biased  account  leaves  an  impression  that 
many  people  remained  very  skeptical  about  the 
whole  affair. 

Was  William  generally  known  as  at  least  a po- 
tentially wayward  youngster?  Some  few  children 
of  tender  years,  male  and  female,  invite  the  per- 
verse sexual  attention  of  disturbed  adults  for  ex- 
citement, personal  attention,  or  financial  gain,  and 
we  must  consider  the  possibility  that  W’illiam  was 
among  their  number.  Such  children  typically 
come  from  loosely  disciplined,  loveless,  and  often 
fatherless  homes.  Evidence  that  William  had  not 
gone  where  he  said  he  was  going  did  not  move  his 
family  to  action.  Had  he  done  this  before? 
Where?  With  whom?  When  a modern  coroner’s 
physician  encounters  a tortured  and  partially  dis- 
robed body — Thomas’s  account  lists  shoes  and 
jacket  but  not  hose,  trousers,  or  underdrawers — of 
any  age  or  sex,  he  thinks  of  what  the  tabloid  press 
terms  a “sex  murder.”  If  the  body  is  that  of  an  im- 
mature male,  he  thinks  of  a pedophilic  sadist  mur- 
derer. 

The  simplest  explanation,  if  ritual  murder  can 
be  excluded,  is  that  William  was  selected  as  a 
street  arab  not  very  likely  to  be  missed  by  family  or 
friends.  The  floating,  rootless,  unattached  solitary 
male  city  dweller  still  runs  an  enormously  in- 
creased risk  of  being  murdered.  Some  sadistic 
sexual  deviate,  working  alone  or  with  no  more  than 
one  or  two  companions,  very  likely  took  William 
to  a house  in  the  Jewish  quarter  where  he  was  tor- 
tured and  died.  We  cannot  prove  but  must  assume 
some  sexual  activity  as  part  of  the  preparation  for 
the  murder.  Possibly  he  was  suspended  in  cruci- 
fixion, lost  consciousness,  or  died,  whereupon  his 
torturers  panicked  and  stabbed  him.  At  least  one 
of  the  parties  to  the  murder  had  some  knowledge  of 
butchering,  because  boiling  water  was  poured  over 
him  to  stop  the  flow  of  blood,  as  is  done  when  an 
animal  is  slaughtered.  The  leading  candidate 
would  be  his  guide  who,  after  all,  represented  him- 
self as  a kitchen  employe,  although  whether  Jew 
or  gentile  is  not  known. 

When  the  more  responsible  members  of  the  Jew- 
ish community  learned  of  the  murder,  assuming 
that  they  were  not  accomplices,  they  foresaw  very 
serious,  perhaps  fatal,  consequences,  and  simul- 
taneously undertook  both  to  invoke  the  sheriff’s 
aid  and  to  get  rid  of  the  body.  This  was  neither  a 
very  brave  nor  a very  noble  act  but,  considering 
their  precarious  status,  was  an  understandable 
one. 

One  bit  of  evidence  is  disturbing,  the  shaved 
head.  Although  William’s  iconography  consis- 
tently demonstrates  long  curls,  Thomas-*^  is  ex- 
plicit that  the  head  was  shaved.  If  this  is,  in  fact. 
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a reference  to  shaving  and  if  this  was  done  before  or 
during  the  torture,  accidental  or  inadvertent  homi- 
cide would  be  difficult  to  sustain,  because  apart 
from  the  difficulty  of  shaving  a head  around  which 
are  wrapped  both  the  straps  for  the  gag  and  an- 
other knotted  rope,  all  parties  would  have  been 
hard  pressed  to  explain  this  shaving  had  William 
lived.  Two  alternatives  should  be  considered: 
First,  when  William  lost  consciousness  or  died,  a 
physician  was  summoned  who  cut  away  the  hair 
matted  and  stained  with  blood  and  mucus  to  ex- 
amine for  a potentially  treatable  head  injury.  The 
second  is  less  likely  but  possible,  namely,  “capite 
etenim  razo”  is  to  be  translated  “having  slashed 
the  head  [of  his  penis]  with  a razor”  or  even  “hav- 
ing bared  his  glans,”  reading  “caput”  as  a euphe- 
mism for  glans  penis. 

This  kind  of  mutilation  fits  ritual  and  sadistic 
murder  equally  well. 

Conclusion 

Ritual  murder  is  rare  and  poorly  documented, 
but  sadistic  murder  is  both  common  and  well  doc- 
umented. Sadistic  murder  by  a Jewish  psycho- 
path, followed  by  a united  Jewish  community  at- 
tempt to  avoid  the  possible  bloodshed  which  might 
follow,  would  best  explain  Thomas’s  account.  The 
weight  of  evidence  and  probability  is  that  Wil- 
liam was  a naughty  little  boy  who  had  the  mis- 
fortune to  encounter  a sadistic  sexual  deviate. 
The  Jews’  attempt  to  conceal  the  crime  was  based 
on  fear  rooted  in  Jewish  massacres  following  far 
less  provocative  mishaps.  Blasphemy  is  among 
the  last  crimes  even  an  apostate  Christian  will 
commit,  and  the  murderer  was  probably  a member 
of  the  Jewish  community,  very  likely  a butcher  or 
someone  with  kitchen  experience.  The  “ritual” 
components  may  be  explained  by  suggesting  that 
the  sex  maniac  was  also  a morbidly  anti-Chris- 
tian religious  fanatic.  Despite  ecclesiastical  pres- 
sure, it  may  be  that  the  sheriff  did  not  want  to 
prosecute,  bribe  or  no  bribe,  appreciating  that 
young  people  who  drift  through  the  streets  often 
come  to  evil  ends  and  sometimes  have  astonish- 
ingly highly  placed  playmates.  A medicolegal 
proverb  of  some  validity  sums  it  up  nicely:  “those 
who  deviate  from  the  norm  must  beware  the  conse- 
quences.” 
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As  has  already  been  described,  electricity  was 
first  used  successfully  for  human  resuscitation  in 
1774.'  Nevertheless,  it  took  more  than  one  and 
one-half  centuries  after  that  premier  event  before 
electroresuscitation  became  widely  established  in 
medical  practice.  Numerous  reasons  could  be 
propounded  in  explanation  of  that  delay,  but  dis- 
cussion of  all  of  them  would  exceed  the  bounds  of 
this  essay.  One  aspect  which  would  warrant  ex- 
amination here  concerns  some  early  attempts  to 
determine  if  and  how  heart  muscle  responded  to 
electricity. 

During  the  Age  of  Enlightenment  many  sci- 
entists became  preoccupied  with  defining  better 
qualitative  and  quantitative  criteria  for  death. - 
As  distinction  began  to  be  made  increasingly  be- 
tween anatomic  and  physiologic  death,  resuscita- 
tion methodology  was  modified  to  suit  the  premise 
that  the  preservation  of  the  whole  organism  de- 
pended on  keeping  alive  various  essential  organs. 

There  was  agreement  in  most  quarters  that 
electricity  had  a decided  effect  on  the  heart — the 
beating  heart.  The  peculiarities  of  this  effect  were 
a subject  of  interest  to  physiologists;  but  what 
mattered  more  to  clinicians  was  whether  the  bene- 
ficial aspects  of  the  phenomenon  could  be  extended 
to  resurrect  the  stilled  heart.  True,  there  was 
scattered  documentation  of  electricity  having  suc- 
ceeded in  resuscitating  some  persons.  But  these 
solitary  instances  invariably  concerned  apparent 
death,  or  “suspended  animation.” 


What  intrigued  physician  and  philosopher  alike 
was  the  notion  that  in  certain  cases  of  uncontested 
death,  there  might  remain  in  the  heart  a flickering 
ember  of  vitality,  which,  if  fanned  by  superpotent 
stimulation,  could  rekindle  the  flame  of  life  in  the 
entire  organism.  This  concept  was  more  than  an 
allegorical  exercise;  after  all,  if  hair  continued  to 
grow  for  a while  after  death,  why  should  there  not 
be  an  analogous  latent  “vital  spark”  in  the  heart  or 
in  the  brain  requiring  but  a suitable  excitatory 
force  to  recall  organic  function  in  them,  and  from 
them  throughout  the  rest  of  the  body? 

Early  experiments  with  animals 

The  critical  demonstration  would  require  two 
criteria  to  be  satisfied;  restarting  a stopped  heart 
and  having  its  owner  fully  restored  to  life.  To 
eliminate  the  factor  of  incertitude  about  actual 
cessation  of  cardiac  action,  the  heart  would  have  to 
be  observed  naked.  Obviously  in  those  days  an  op- 
portunity to  examine  the  open  thorax  in  a living 
individual  seldom  presented  itself.  That  the  heart 
could  respond  to  lesser  irritants  was  well  known, 
one  of  the  first  scientists  to  have  demonstrated  this 
fact  being  Harvey,^  when  he  had  remarked  in  the 
incomparable  De  Motu  Cordis, 

Experimenting  with  a pigeon  on  one  occasion,  after 
the  heart  had  wholly  ceased  to  pulsate,  and  the  auri- 
cles (atria)  too  had  become  motionless,  1 kept  my  fin- 
ger wetted  with  saliva  and  warm  for  a short  time  upon 
the  heart,  and  observed  that  under  the  influence  of 
this  fomentation  it  recovered  new  strength  and  life,  so 
that  both  ventricles  and  auricles  (atria)  pulsated,  con- 
tracting and  relaxing  alternately,  recalled  as  it  were 
from  death  to  life. 

Shebbeare^  was  able  in  1775  to  cause  the  still 
heart  of  an  eel  to  contract  by  electrical  stimula- 
tion. 

Fontana^  denied  the  possibility  to  genuine  re- 
suscitation by  electricity.  Presumably,  he  based 
this  opinion  on  stimulation  of  the  cardiac  nerves, 
since  his  writings  did  not  mention  direct  excitation 
of  the  heart  itself; 

Let  the  breast  of  an  animal  with  cold  blood  be 
opened,  (this  experiment  is  subject  to  less  uncertainty 
in  these  animals  than  in  those  with  warm  blood,  on 
whom  the  effect  is  however  the  same)  and  let  the 
nerves  that  are  sent  to  the  heart  be  stimulated,  in  any 
way  whatever;  it  will  not  on  this  account  quicken  its 
contractions  if  it  is  in  motion,  nor  will  it  recover  its 
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motions  if  it  is  at  rest,  although  it  is  still  in  a state  of 
contracting  on  the  least  stimulus  thus  offered  to  its 
fibers.  It  is  in  vain  that  long  pins  are  introduced  into 
the  vertebral  canal,  and  that  the  spinal  marrow  and 
brain  are  mangled,  the  heart  continues  still  insensible. 

The  nerves  then  which  are  carried  to  the  heart  are  in 
no  way  the  organs  of  motion  in  this  muscle,  although 
they  are  certainly  so  in  all  the  others.  They  can  there- 
fore never  cause  any  sensible  change,  however  the 
animal  may  be  affected.  . . . 

. . . Any  one  in  doubt  may  easily  satisfy  himself  by 
taking  a frog  and,  after  opening  its  breast  and  cutting 
off  its  head,  wait  till  the  heart  is  still,  or  moves  but 
slowly,  to  render  the  experiment  more  decisive,  and 
then  thrust  a pin  deep  into  the  spinal  marrow.  He 
will  soon  see  the  event.  Care  must  be  taken  not  to 
leave  the  frog  to  itself,  but  to  secure  the  feet  well, 
otherwise  there  will  be  a risk,  amidst  the  violent  con- 
vulsions that  will  be  excited  in  all  the  other  muscles, 
that  the  heart  itself  may  be  agitated,  and  caused  to 
move  in  quite  another  way  than  by  the  action  of  the 
nerves.  This  is  undoubtedly  what  has  deceived  so 
many  anatomists,  who  have  believed  that  this  motion 
was  occasioned  immediately  by  the  nerves.  . . . 

It  is  my  opinion  then,  a matter  demonstrated  by 
the  fullest  evidence,  that  no  motion  of  the  heart  can 
in  any  case  be  brought  about  by  the  medium  of  the 
nerves,  although  the  heart  is,  of  all  the  muscular  or- 
gans, the  most  susceptible  to  the  affections  of  the 
mind. 

In  his  book  on  physics,  published  in  1779,  Ger- 
hard stated. 

Electric  matter  is  the  strongest  irritant  for  sensitive 
and  irritable  parts  of  the  animal  body,  in  that  it  can 
produce  contractions  which  are  stronger,  more  uni- 
versal and  more  durable  than  do  other  irritants,  and 
that  it  may  even  produce  contractions  for  a longer 
time  after  death.  ...  I was  curious  to  determine  the 
duration  of  the  effect  of  electricity  after  death.  I chose 
the  hearts  of  frogs  and  of  fishes  separated  from  the 
rest  of  the  body  and  I let  them  remain  for  enough  time 
to  be  assured  that  the  other  irritants  would  not  pro- 
duce any  movement  in  them.  Then  I submitted  them 
to  electrical  sparks  and  discharges,  and  I saw  produced 
rather  considerable  movements.  It  happens  some- 
times that  as  much  as  three  days  after  the  action  of 
all  other  irritants  has  ceased,  that  of  electricity  lingers 
still.  Similar  phenomena  take  place  when  electricity 
is  applied  to  the  nerves  of  a dead  animal.® 

In  1791  Galvani"  apposed  a live  torpedo  to  the 
nerves,  muscles,  and  heart  of  dead  frogs.  Con- 
vulsive contractions  occurred  hut  were  dissipated 
after  withdrawal  of  the  fish.  Galvani  therefore 
denied  categorically  that  electricity  had  any  sus- 
tained influence  on  cardiac  activity.  This  con- 
clusion was  so  much  at  variance  with  the  demon- 
strable effects  of  other  mechanical  stimuli  on  the 
heart  that  scientists  hastened  to  test  it.  The  re- 
sults were  conflicting,  and  only  Fowler,^  Smuck,® 
and  numholdC  ap[)eared  to  be  convinced  that  the 


heart  could  be  stirred  into  motion  again  by  elec- 
tricity. 

In  1797  Humboldt^  experimented  with  frictional 
electricity  on  the  heart  of  a carp  which  had  been 
cut  out  of  the  body.  Immediately  after  that  op- 
eration, 34  pulsations  occurred  in  the  minute.  The 
heart  was  then  touched  with  a solution  of  “proto- 
sulphide of  potassium,”  after  which  the  beats  fell 
to  9.  Five  minutes  after  removal  of  the  heart, 
there  were  only  3 pulsations  per  minute.  Feeble 
discharges  from  a Leyden  jar  were  now  directed  to 
the  substance  of  the  heart,  whereupon  the  pulsa- 
tions rose  to  28;  a somewhat  stronger  discharge 
was  then  administered,  and  the  pulsations  again 
fell  to  8;  a still  stronger  discharge  entirely  de- 
stroyed the  contractility  of  the  organ,  and  no  fur- 
ther pulsations  could  be  induced. 

Early  experiments  with  human  bodies 

Volta'®  questioned  the  validity  of  experiments 
purporting  to  show  responsiveness  of  an  ex  vivo 
heart,  devoid  of  blood  flow  and  nervous  connec- 
tions. The  problem  was  attacked  by  Bichat," 
whose  all-absorbing  preoccupation  with  physio- 
logic behavior  in  life  and  death  happened  to  coin- 
cide with  the  heyday  of  the  French  Revolution 
(Fig.  1).  Bichat  was  granted  permission  to  avail 
himself  of  the  bodies  of  guillotined  victims  to  try 
out  the  action  of  electricity.  His  trials  on  both 
laboratory  animals  and  human  cadavers  led  him 
to  conclude  that  cardiac  excitation  by  electricity 
would  occur  only  when  the  organ  was  stimulated 
by  direct  contact: 

...  I had  authority,  during  the  winter  of  the  year  7 
(1798)  to  make  different  experiments  upon  the  bodies 
of  the  guillotined.  They  were  at  my  disposal  thirty  or 
forty  minutes  after  the  execution.  In  some,  every 
species  of  mobility  was  extinct;  and  in  others  this 
property  was  restored  with  greater  or  less  facility  in 
all  the  muscles,  by  common  agents.  It  was  developed 
particularly  in  the  muscles  of  animal  life,  by  galva- 
nism. But,  it  was  in  all,  impossible  to  produce  the 
slightest  motion  by  arming,  either  the  spinal  marrow 
and  heart,  or  this  last  organ  and  the  nerves  which  it 
receives  from  the  ganglions  by  the  sympathetic,  or 
from  the  brain  by  the  par  vagum.  However,  mechani- 
cal excitants  directly  applied  to  the  flesh  fibers  pro- 
duced contraction  in  them.  . . . 

Rebuttals  were  not  long  in  appearing.  Some 
investigators  who  repeated  Bichat’s  experiments 
saw  “distinct  responses:  accelerations  of  pulsa- 

tions.” An  amazingly  zealous  researcher, 
Nysten,'“  confirmed  that  the  arrested  human  heart 
would  react  to  electrostimulation.  His  “laboratory 
bench”  on  one  memorable  occasion  was  a freshly 
dug  communal  grave  into  which  his  perfervid  thirst 
for  knowledge  carried  him.  The  spectacle  of  his 
acrobatics  during  the  incident,  narrated  with 
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FIGURE  1 . (a)  Xavier  Bichat,  preeminent  anatomist  and  physiologist,  did  premier  studies  of  effects  of  electricity  on  hu- 
man heart,  (b)  John  Aldini,  vocal  proponent  of  electricity  as  resuscitative  modality,  also  made  trials  of  electricity  on 
hearts  of  human  cadavers. 


verve,  must  have  truly  regaled  the  Parisian  in- 
telligentsia: 

I left  my  residence  at  ten  o’clock,  Volta’s  vertical 
apparatus  in  hand,  to  go  to  the  school  of  Medicine  and 
continue  my  experiments.  On  entering  the  rue  de 
rObservance,  I heard  a town-crier  announce  the  con- 
demnation to  death  of  a criminal,  the  execution  to 
take  place  that  same  day,  the  14th  Brumaire  (No- 
vember). I went  to  Citizen  Thauret,  the  Director  of 
the  school.  I expressed  to  him  my  desire  to  try  on  a 
human  heart  the  experiments  which  I had  done  on  the 
heart  of  several  animals.  Citizen  Thauret  hastened  to 
write  on  this  subject  to  the  Prefect  of  Police.  I went  to 
the  Prefecture  of  Police.  I obtained  an  authorization 
by  virtue  of  which  the  body  of  he  who  was  to  be  put  to 
death  would  be  placed  at  my  disposal  after  his  de- 
capitation; that  is,  as  soon  as  it  was  taken  to  the 
cemetery. . . . 

I ran  to  the  Palace  of  Justice,  breached  the  barriers 
with  which  the  sentinels  opposed  me,  and  pledged  the 
coachman  of  the  tumbril  to  make  his  horse  go  as 


promptly  as  possible  from  the  Place  de  Greve  to  the 
cemetery.  To  the  same  purpose  I went  to  find  the 
brigadier  of  constabulary  assigned  to  escort  the  sad 
procession;  I did  more — I spoke  to  the  executioner. 
There  hardly  was  time  left  for  me  to  return  to  the  site 
of  the  execution.  Hardly  had  I arrived  when  I saw  fall 
the  fatal  blow.  Such  a fearsome  spectacle  made  me 
quake  with  horror.  I ran  to  the  cemetery.  I present- 
ed my  authorization  to  the  caretaker  and  asked  him 
for  premises  to  work.  He  replied  that  he  had  none  and 
objected  to  my  conducting  an  anatomic  study  in  a 
public  place.  I perceived  the  center  of  the  cemetery 
a recently  dug  pit,  50  to  60  feet  in  depth.  Part  of  this 
pit  had  been  dug  to  only  15  feet  below  ground.  It  is  to 
this  sort  of  storey  that  I gave  preference.  I had  the 
cadaver  lowered  to  it,  and  followed  there  myself. 
Hardly  had  I reached  the  ledge  that  a sepulchral  odor 
struck  my  nostrils,  and  the  humid  atmosphere  of  that 
abode  of  the  dead,  stopping  suddenly  the  sweat  which 
trickled  from  all  points  of  the  surface  of  my  body, 
made  me  experience  a sensation  akin  to  a bath  of  ice. 
May  it  be  judged  from  that  to  what  danger  my  health 
was  exposed!  But  that  was  not  all.  My  laboratory. 
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being  appreciably  narrowed  by  an  enormous  heap  of 
stones,  was  at  most  six  feet  long  by  four  feet  wide,  with 
the  length  directed  to  the  bottom  of  the  pit,  so  that 
when  I wished  to  pass  from  one  side  of  the  cadaver  to 
the  other  I found  myself  on  the  edge  of  an  awful  prec- 
ipice, into  which  I risked  falling  several  times  during 
the  course  of  my  experiments.  I shall  forego  details 
pertaining  to  the  incommodities  pertaining  to  the 
experimentation  itself,  such  as  the  position  of  the 
cadaver  on  the  ground,  my  makeshift  desk  of  three  or 
four  stones,  the  tottering  seat  of  my  galvanic  ap- 
paratus, and  the  soil  which  laborers  working  above  the 
pit  were  every  instant  tossing  on  my  head. 

Theatrics  aside,  Nysten  found  in  regard  to  direct 
galvanism  of  the  heart  that  (1)  the  contractility  of 
the  left  ventricle  was  extinguished  soon  after  death 
and  always  before  that  of  other  muscular  organs; 
(2)  the  right  ventricle  could  be  made  to  contract 
more  than  one  hour  after  death;  (3)  both  atria  con- 
tinued to  contract  under  galvanic  influence  long 
after  movement  was  totally  abolished  in  other 
muscles;  (4)  the  contractile  faculty  of  the  right 
auricle  was  always  preserved  much  more  than  that 
of  any  other  part  of  the  heart;  (5)  that  portion  of 
the  superior  vena  cava  adjacent  to  the  right  atrium 
had  contractile  capacity  almost  equal  to  that  of 
the  right  atrium  itself;  and  (6)  the  aorta  was  entire- 
ly unresponsive  to  galvanic  excitation. 

The  inquisitiveness  about  the  reaction  of  the 
heart  to  electricity  reached  such  a feverish  pitch 
that  the  Academy  of  Turin  appointed  a special 
commission  to  look  into  the  matter.  The  group, 
consisting  of  Vassali-Eandi,  Julio,  and  Rossi, 
conducted  studies  on  recently  decollated  criminals. 
Since  these  gentlemen  performed  in  an  official 
capacity,  they  had  access  to  “fresh”  corpses  and, 
unlike  Nysten,  worked  aboveground  and  in  a less 
funereal  ambience.  The  results  were  summarized 
by  Aldini,’-*  a contemporary  electrophysiologist 
par  excellence  and  Galvani’s  nephew; 

Their  experiments  are  conclusive  enough  to  prove 
that  the  galvanic  fluid  acts  on  the  heart  in  three  dif- 
ferent ways: 

1st.  By  acting  on  the  spinal  marrow  by  means  of  a 
leaden  cylinder  plunged  into  the  canal  of  the  cervical 
vertebrae,  and  by  their  placing  one  of  the  two  extrem- 
ities of  a silver  arc  on  the  surface  of  the  heart,  and  the 
other  on  the  communication  of  the  spinal  marrow. 
The  heart  which,  in  the  individual  on  whom  galvanism 
was  tried,  still  possessed  a great  deal  of  vitality,  was 
imediately  very  visibly  and  strongly  contracted. 

2nd.  In  forming  communication  between  the  par 
vagum  and  the  sympathetic,  without  the  assistance 
of  the  pile. 

3rd.  By  means  of  Volta’s  apparatus,  and  by  using 
in  general  a pile  composed  of  fifty  plates  of  silver  and 
an  equal  number  of  zinc. 

The  before-mentioned  Professors  have,  by  these 
three  procedures  observed  on  many  decapitated  per- 
sons strong  contractions  of  the  heart,  and  have  as- 
certained that  the  af>ex  is  of  all  its  parts  the  most  sus- 


ceptible of  motion,  and  of  galvanic  power.  They  ob- 
served also  that,  next  to  the  intestines,  the  heart  was 
the  first  to  lose  its  susceptibility  to  galvanism,  then  the 
diaphragm,  and  last  of  all,  the  muscles  of  the  extremi- 
ties; which  proves  . . . that  the  heart,  which  according 
to  the  principles  of  Haller,  is  the  first  to  receive  life  and 
the  last  to  lose  it,  follows  a different  law  when  it  under- 
goes galvanism. 

A salient  piece  of  information  derived  from  the 
commission’s  inquiries  was  that  the  human  heart 
lost  its  ability  to  react  to  electrostimulation  forty 
minutes  after  death.  The  existence  of  a time  limit 
was  confirmed  by  Aldini,  who  failed  to  elicit 
cardiac  contractions  in  a subject  executed  a couple 
of  hours  previously  (Fig.  2); 

. . . The  thorax  and  pericardium  being  opened,  and 
the  heart  exposed  in  situ,  the  conducting  arc  was  ap- 
plied to  the  ventricles,  first  upon  its  surface,  then  in 
the  substance  of  its  fibers,  then  upon  the  carneae 
columnae,  and  the  septum  ventriculorum;  and,  lastly, 
in  the  course  of  the  nerves  by  the  coronary  arteries,  but 
without  being  followed  by  the  slightest  contraction  or 
muscular  motion. 

The  arc  was  then  conveyed  to  the  right  auricle  and 
the  appendix  auricularis,  and  considerable  contraction 
was  immediately  produced,  even  without  the  inter- 
vention of  salt  water.  In  the  left  auricle,  however, 
scarcely  any  motion  was  excited. 

...  I think  (that  the  fact  that  no  contractions  took 
place)  must  be  attributed  to  the  want  of  a certain 
degree  of  heat,  and  to  the  absence  of  animal  fluid, 
which  did  not  exist  two  hours  after  death. 

In  Mainz  a physicians’  club  engaged  in  assessing 
the  effects  of  different  kinds  of  electricity  on  the 
body  received  a windfall  of  study  material  when, 
on  November  21,  1803,  there  was  a mass  execution 
of  20  marauding  brigands.*’  A hut  was  erected  at 
150  feet  from  the  scaffold,  so  that  the  corpses  could 
be  delivered  as  quickly  as  possible  to  the  eager  sci- 
entists. The  bandits  were  decapitated  faster  than 
the  experiments  could  be  done,  however,  so  that 
only  four  of  the  bodies  could  be  examined,  at  four 
and  twenty-two  minutes  for  the  first  two,  and  a 
couple  of  hours  after  death  for  the  other  two. 

Part  of  the  procedures  involved  a determination 
of  whether,  as  claimed  by  some  people,  the  severed 
head  possessed  for  a while  the  faculty  of  responding 
to  sensory  stimuli.  Therefore,  no  sooner  had  a 
sliced  head  toppled  into  the  basket  that  it  was 
lifted  by  the  hair  by  a physician  who  yelled  into 
each  ear  in  turn,  “Can  you  hear  me?”  On  this 
score  the  scientists  were  unanimous  that  “no 
movement  was  observed  throughout  the  expanse 
of  the  face.” 

In  all  of  the  four  bodies  subjected  to  electric 
currents  by  the  Mainz  group,  contractions  were 
produced  in  every  muscle.  Volitional  muscles 
reacted  more  vigorously  than  involuntary  ones 
and  maximally  when  the  afferent  nerve  itself  was 
stimulated.  The  heart  responded  like  other  mus- 
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FIGURE  2.  Electroresuscitation  experiments  made  on  human  cadavers,  as  illustrated  in  1804  French  edition  of 
Aldini  s book. 


cles.  Electrostatic  machines  produced  weaker 
responses  than  did  galvanic  batteries. 

A curious  observation  was  made  by  Carpne.*^ 
On  a corpse,  which  he  obtained  from  a gibbet,  he 
introduced  air  into  the  trachea  with  bellows  while 
successively  massaging  the  chest  and  passing  cur- 
rent from  a voltaic  pile  “to  the  major  intercostal 
nerve,  the  vagi,  the  phrenic  nerves,  and  the  rectum 
during  10  minute  intervals.”  As  the  violaceous 
hue  of  the  cadaver’s  face  began  to  lighten,  Carpne 
connected  his  battery  to  the  pericardium  and  dia- 
phragm, whereupon  the  pectoral  muscles  began  to 
move,  as  well  as  the  atria  of  the  heart,  but  not  the 
ventricles.  A phlebotomy  was  done,  and  a jet  of 
dark  blood  issued  from  the  wound,  as  in  a live 
person.  The  dead  man’s  atria  continued  to  beat 
after  withdrawal  of  the  stimuli,  but  the  ventricles 
never  followed  suit. 

The  inquiry  by  the  Academy  of  Turin  Commis- 
sion, having  been  undertaken  in  a rather  cavalier 
manner,  was  inconclusive  and  therefore  considered 
to  be  nugatory  by  most  scientists.  The  French 
revolutionary  hierarchy  had  a dual  stake  in  re- 
search on  revival  of  the  heart:  it  was  anxious  to 
foster  the  image  of  France  as  the  citadel  of  cultural 


advancement,  and  it  pragmatically  looked  for  ways 
to  reduce  the  heavy  toll  of  casualties  in  its  military. 
A blue-ribbon  committee.  Coulomb,  Biot,  Halle 
and  Laplace,  sifted  all  available  information  per- 
taining to  the  physiologic  effects  of  galvanism. 
Their  report  gave  an  indelible  stamp  of  authority 
to  claims  about  electrical  restoration  of  cardiac 
activity. 

Later  experiments  in 
electroresuscitation 

Nevertheless,  the  really  meaningful  work  on  this 
problem  did  not  begin  until  the  mid-nineteenth 
century.  It  was  directly  related  to  two  develop- 
ments: methodology  for  extracorporeal  preser- 

vation of  the  heart  and  for  graphic  enregisteration 
of  cardiac  behavior.  Thereafter,  scientists  no 
longer  engaged  in  an  unprofitable  game  of  battle- 
dore and  shuttlecock  regarding  the  question  of 
whether  the  heart  really  was  susceptible  to  external 
electrical  influences;  instead,  they  focused  their 
studies  on  how  the  heart,  in  different  milieus, 
responded  to  electricity  of  varying  magnitude, 
frequency,  and  energy. 
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Investigations  on  the  clinical  feasibility  of  elec- 
troresuscitation continued  to  be  made,  but  they 
were  vastly  dwarfed  by  the  gargantuan  work  in 
physiology  laboratories  on  the  fundamental  prop- 
erties of  myocardium  and  its  reactions  to  elec- 
trical excitation.^”  A sampling  of  this  line  of  work 
is  provided  by  perusal  of  MacWilliam’s^®’^^  prolific 
writings  from  which  the  following  is  extracted: 

Influence  of  galvanic  current. 

The  passage  of  a galvanic  current  of  suitable 
strength  through  any  rhythmically  contracting  por- 
tion of  the  cardiac  tissue  usually  causes  an  acceler- 
ation in  the  rate  of  beat;  the  degree  of  acceleration 
varies  according  to  the  excitability  of  the  tissue  and 
the  strength  of  current  employed.  (A  current  of  too 
great  intensity  leads  to  the  occurrence  of  fibrillar 
contraction  when  applied  to  excitable  ventricles.) 
This  influence  of  galvanic  currents  may  be  readily 
observed  either  in  the  intact  heart,  in  the  excised 
organ,  or  in  the  isolated  apical  portion  of  the  ven- 
tricles. 

Upon  quiescent  cardiac  tissue  galvanic  currents 
also  act  with  considerable  effect;  they  can  excite  a 
rhythmic  series  of  beats.  This  influence  may  be  con- 
veniently studied  on  the  ventricles  of  a heart  which 
has  been  inhibited  by  vagus  stimulation,  or  on  the 
ventricles  of  an  excised  heart,  or  on  the  amputated 
ventricle  apex.  In  all  cases  a periodic  series  of  con- 
tractions at  a greater  or  less  rapidity  can  be  observed; 
a result  that  recalls  the  similar  influence  of  galvanic 
currents  upon  the  isolated  apex  of  the  frog’s  heart. 

Influence  of  weak  faradic  current. 

Weak  faradic  currents  induce  effects  similar  to 
those  of  galvanic  currents  in  (1)  causing  an  acceler- 
ation of  the  rate  of  beat  in  a heart  already  contracting 
rhythmically,  and  in  (2)  leading  to  the  appearance 
of  a periodic  series  of  beats  in  quiescent  but  excitable 
tissues. 

Comparative  effects  of  slowly-interrupted  and 
rapidly-interrupted  currents. 

Some  years  ago  I found  that  in  the  hearts  of  the 
eel,  tortoise,  and  other  cold-blooded  animals,  espe- 
cially when  the  heart  had  been  experimented  on  for 
some  time,  a very  marked  peculiarity  was  manifested 
in  regard  to  the  influence  of  interrupted  currents. 
The  contractions  of  the  ventricular  muscle  in  response 
to  slowly  interrupted  currents  are  much  more  rapid 
than  in  response  to  rapidly  interrupted  currents.  A 
series  of  induction  shocks  at  5 per  second  applied  to 
a quiescent  ventricle  is  much  more  effective  than  a 
series  of  precisely  the  same  strength  at  50  or  100  per 
second. 

Moreover  the  rate  of  rhythm  excited  by  the  alter- 
nately shutting  off  and  on  a rapidly  interrupted  cur- 
rent is  much  more  rapid  than  that  resulting  from 
the  steady  continuance  of  the  same  current. 

This  peculiarity  observed  in  the  behaviour  of  the 
cardiac  tissue  of  cold-blooded  animals  can  be  shown 
to  be  repeated  in  the  mammalian  ventricles,  when 
the  latter  are  tested  in  a state  of  markedly  depressed 
excitability — from  want  of  blood-supply,  cooling, 
etc.  In  an  excitable  heart,  fibrillar  contraction  (heart- 
delirium)  would  of  course  be  at  once  induced  by  ap- 


plying interrupted  currents  to  the  ventricles,  but  in 
depressed  conditions,  in  the  cat,  rabbit,  rat,  guinea 
pig,  and  hedgehog,  this  difficulty  is  obviated,  and  the 
influence  of  slowly  interrupted  currents  may  easily 
be  compared  with  that  of  rapidly  interrupted  currents. 

In  the  dog’s  heart  it  is  more  difficult  to  avoid  the 
occurrence  of  fibrillar  contraction,  and  it  is  only  in 
advanced  conditions  of  depression  (e.g.,  in  the  am- 
putated apical  portion  of  the  ventricles)  that  the  point 
in  question  can  be  readily  tested. 

Another  example  is  the  classic  textbook  by 
Onimus  and  Legros,^®  which  contains  the  protocols 
of  several  score  experiments  made  with  electricity 
on  the  hearts  of  a variety  of  animals. 

Just  one  more  may  be  mentioned,  the  flavor  of 
which  has  especial  currency  in  the  light  of  modern 
endeavors  at  conserving  hearts  after  cerebral 
death  for  transplantation.  Although  electrical 
stimulation  of  the  heart  in  cadavers  was  by  no 
means  an  unusual  experiment,  as  discussed  in  this 
chapter,  no  investigator  conducted  such  trials  to 
the  same  extent  as  Kountz^'^  did  in  1936.  In  short, 
of  127  human  corpses  he  succeeded  in  redeeming 
contractions  in  65  hearts  by  perfusion  methods. 
This  restituo  ad  integrum  was  verified  by  elec- 
trocardiograms. Viability  of  the  hearts  persisted 
in  some  instances  for  as  long  as  six  hours.  Among 
various  observations  made  by  Kountz  were  those 
relevant  to  sectioning  of  the  branches  of  the  atrio- 
ventricular bundle: 

In  addition  to  cutting  the  bundles,  the  surface  of 
the  heart  was  electrically  stimulated,  and  the  localiza- 
tion and  nature  of  extrasystoles  determined.  . . . 

The  nervous  regulation  of  the  heart  was  studied 
in  subjects  whose  bodies  were  obtained  immediately 
after  death.  The  vagus  and  sympathetic  nerves  were 
isolated  in  the  neck  and  stimulated  by  an  electrical 
current.  The  results  indicate  that  the  action  of  the 
vagus  and  sympathetic  nerves  with  a heart  in  normal 
mechanism  was  different  from  that  previously  sup- 
posed as  far  as  the  coronary  flow  was  concerned.  The 
vagus  nerve  when  stimulated  caused  an  increase  in  the 
coronary  flow  in  these  hearts  instead  of  a decreased 
flow,  as  in  the  dog.  The  sympathetic  nerve  when 
stimulated  decreased  the  flow  through  the  coronary 
arteries  in  the  experimental  heart  of  man. 

767  Fifth  Avenue 
New  York,  New  York  10022 
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Wolfgang  Ackermann,  M.D.,  of  New  York  City,  died 
on  August  4 at  the  age  of  seventy -seven.  Dr.  Ackermann 
received  his  medical  degree  from  the  University  of 
Vienna  in  1923.  He  was  an  associate  attending  surgeon 
at  Francis  Delafield  Hospital.  Dr.  Ackermann  was  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

John  Macky  Baldwin,  Jr.,  M.D.,  of  New  York  City, 
died  on  September  17  at  the  age  of  fifty-six.  Dr.  Bald- 
win graduated  in  1939  from  Columbia  University  College 
of  Physicians  and  Surgeons.  He  was  an  associate  at- 
tending physician  at  The  Presbyterian  Hospital  and  an 
associate  professor  of  clinical  medicine  at  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons.  Dr.  Baldwin 
was  a Diplomate  of  the  American  Board  of  Internal  Med- 
icine and  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Sylvester  Demarest  Beers,  M.D.,  of  Suffern,  died  on 
August  30  at  the  age  of  fifty-three.  Dr.  Beers  graduated 
in  1943  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  an  attending  physician  at  Good 
Samaritan  Hospital.  Dr.  Beers  was  a Fellow  of  the 
American  College  of  Cardiology  and  a member  of  the 
Rockland  County  Medical  Society  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Earl  W.  Douglas,  M.D.,  of  West  Islip,  died  on  March  12 
at  the  age  of  sixty-five.  Dr.  Douglas  graduated  in  1941 
from  the  University  of  Oregon  Medical  School.  He  was 
a member  of  the  Aerospace  Medical  Association. 

Conrad  Evans  Good,  M.D.,  of  Rochester,  died  on  Sep- 
tember 1 at  the  age  of  sixty.  Dr.  Good  graduated  in  1936 
from  Harvard  University  Medical  School.  He  was  an 
attending  physician  at  Rochester  General  Hospital  and 
an  associate  attending  physician  at  Strong  Memorial 
Hospital.  Dr.  Good  was  a member  of  the  Rochester 
Academy  of  Medicine,  the  New  York  State  Society  of 
Internal  Medicine,  the  Monroe  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Thomas  Dero  Griffith,  M.D.,  of  Glen  Cove,  died  on 
September  22  at  the  age  of  forty-five.  Dr.  Griffith  grad- 
uated in  1950  from  Stanford  University  School  of  Med- 
icine. He  was  an  associate  attending  psychiatrist  at 
Community  Hospital  at  Glen  Cove  and  since  1964  had 
been  director  of  the  Northeast  Mental  Health  Clinic  at 
Glen  Cove.  Dr.  Griffith  was  a Diplomate  of  the  Ameri- 
can Board  of  Psychiatry  and  Neurology  (Psychiatry)  and 
a member  of  the  American  Psychiatric  Association. 

Lionel  M.  lleiden,  M.D.,  of  New  York  City,  died  on 
August  .30  at  the  age  of  seventy-two.  Dr.  Heiden  grad- 
uated in  1934  from  Long  Island  College  of  Medicine.  He 


was  a member  of  the  American  Psychiatric  Association, 
the  Academy  of  Psychoanalysis,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Louise  Hunt,  M.D.,  of  Cross  River,  died  on  May  11  at 
the  age  of  seventy-two.  Dr.  Hunt  graduated  in  1928 
from  Cornell  University  Medical  College.  She  was  a 
member  of  the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Charles  B.  Kieler,  M.D.,  of  Cooperstown,  died  on  Sep- 
tember 14  at  the  age  of  sixty-three.  Dr.  Kieler  graduated 
in  1936  from  the  State  University  of  Iowa  College  of  Med- 
icine. He  was  an  attending  otolaryngologist  at  Mary 
Imogene  Bassett  Hospital  and  a consulting  otolaryngol- 
ogist at  The  Hospital  (Sidney)  and  the  Delaware  Valley 
Hospital  (Walton).  Dr.  Kieler  was  a Diplomate  of  the 
American  Board  of  Otolaryngology  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Otolaryngol- 
ogy. 

Gregory  Majzlin,  M.D.,  of  Brooklyn,  died  on  September 
10  at  Kabul,  Afghanistan,  on  a State  Department  visit 
at  the  age  of  sixty.  Dr.  Majzlin  graduated  in  1939  from 
New  York  Medical  College.  He  was  an  attending  ob- 
stetrician and  gynecologist  at  Unity  Hospital  and  an 
assistant  attending  obstetrician  and  gynecologist  at 
Kings  County  Hospital  Center  as  well  as  supervisor  of 
the  Nurse-Midwife  Training  Program  in  Family  Plan- 
ning at  Downstate  Medical  Center.  Dr.  Majzlin  was  a 
member  of  the  American  Fertility  Society,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Emanuel  Patt,  M.D.,  of  The  Bronx,  died  on  September 
4 at  the  age  of  fifty-nine.  Dr.  Patt  received  his  medical 
degree  from  the  University  of  Warsaw  in  1936.  He  was  a 
clinical  attending  physician  at  Bronx-Lebanon  Hospital 
Center  and  an  attending  physician  in  general  practice  at 
Royal  Hospital.  Dr.  Patt  was  a member  of  the  Bronx 
County  Medical  Society  and  the  Medical  Society  of  the 
State  of  New  York. 

Bernard  Petrover,  M.D.,  of  New  Rochelle,  died  on 
August  6 at  the  age  of  sixty-seven.  Dr.  Petrover  received 
his  medical  degree  from  the  University  of  Vienna  in 
1934.  He  was  a member  of  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Agustin  Pietri,  M.D.,  of  New  York  City,  died  on  Feb- 
ruary 8,  1970,  at  the  age  of  eighty-two.  Dr.  Pietri  grad- 
uated in  1908  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 
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Salvatore  Anthony  Richard  Porto,  M.D.,  of  Brooklyn, 
died  on  September  13  at  the  age  of  sixty-three.  Dr. 
Porto  graduated  in  1932  from  Long  Island  College  of 
Medicine.  He  was  an  assistant  attending  surgeon  at  the 
Hospital  of  the  Holy  Family.  Dr.  Porto  was  a member 
of  the  Medical  Society  of  the  County  of  Kings,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  John  Repa,  M.D.,  of  Edwardsville,  Pennsylva- 
nia. formerly  of  Oneonta,  died  on  May  24  at  the  age  of 
sixty-nine.  Dr.  Repa  graduated  in  1929  from  Jefferson 
Medical  College  of  Philadelphia.  Retired,  he  was  a 
member  of  the  American  Thoracic  Society,  the  Otswego 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Nathaniel  H.  Robin,  M.D.,  of  Garden  City,  died  on 
September  11  at  the  age  of  seventy-one.  Dr.  Robin 
graduated  in  1923  from  the  University  of  Pennsylvania 
School  of  Medicine.  He  was  a consulting  roentgenologist 
at  Huntington,  Mercy,  Meadowbrook,  and  Nassau  Hos- 
pitals. Dr.  Robin  was  a Diplomate  of  the  American 
Board  of  Radiology  (Roentgenology),  a Fellow  of  the 
American  College  of  Radiology,  and  a member  of  the 
American  Roentgen  Ray  Society,  the  New  York  Roent- 
gen Society,  the  Nassau  County  Medical  Society  (and  a 
former  president),  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


William  Rosenson,  M.D.,  of  New  York  City,  died  on 
September  6 at  the  age  of  eighty-one.  Dr.  Rosenson 
graduated  in  1914  from  Columbia  University  College  of 
Physicians  and  Surgeons.  Retired,  he  was  an  assistant 
attending  pediatrician  (off  service)  at  The  Mount  Sinai 
Hospital.  Dr.  Rosenson  was  a Diplomate  of  the  Ameri- 
can Board  of  Pediatrics  and  a member  of  the  American 
Academy  of  Pediatrics,  the  New  York  Academy  of  Med- 
icine, the  New  York  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Philip  Moen  Stinison,  M.D.,  of  Hightstown,  New 
Jersey,  formerly  of  New  York  City,  died  on  September  13 
at  the  age  of  eighty-two.  Dr.  Stimson  graduated  in  1914 
from  Cornell  University  Medical  College.  Retired,  Dr. 
Stimson  was  named  director  of  the  poliomyelitis  service 
set  up  in  1945  by  the  National  Foundation  for  Infantile 
Paralysis  at  Knickerbocker  Hospital,  He  was  professor 
emeritus  of  clinical  pediatrics  at  Cornell  University 
Medical  College  and  from  1934  to  1951  he  was  medical 
director  of  the  Floating  Hospital  of  the  St.  John’s  Guild. 
Dr.  Stimson  was  a Diplomate  of  the  American  Board  of 
Pediatrics  and  a member  of  the  American  Academy  of 
Pediatrics,  the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 


Letters  to  the  Editor 


Size  and  shape  of  medical-care  dollar 


To  the  Editor:  The  following  statement  is  culled  from 

publication  SS  PUB  69-41,  U.S.  Department  of  Health, 
Education,  and  Welfare,  entitled  The  Size  and  Shape 
of  the  Medical  Care  Dollar:  “The  past  few  years  have 
witnessed  sharp  increases  in  the  amounts  spent  for  medi- 
cal care  and  unprecedented  rises  in  prices  for  such  care.” 
The  next  statement  is  from  a letter  to  a physician  in 
this  State  who  treats  a large  number  of  Medicaid  pa- 
tients: 

I am  sure  that  as  a taxpayer  you  too  are  concerned 
about  the  astronomical  rise  in  welfare  costs.  ...  As 
Medicaid  consultant,  I examine  many  of  the  pre- 
scription orders  for  Medicaid  patients,  and  particu- 
larly those  costing  over  $50  per  patient  per  month. 
You  would  appear  to  be  the  “physician  of  the  month” 
who  made  the  record  for  prescribing.  . . . Thus,  (case 
1)  with  26  individual  prescriptions  including  refills, 
and  (case  2)  with  22,  head  your  list;  the  cost  for  the 
first  being  $134.91  and  the  second  $120.95.  (Case  1) 
had  no  less  than  10  individual  prescriptions  on  one  sin- 
gle date.  ...  As  for  (case  3),  she  must  literally  feed  on 
propoxyphene  hydrochloride  (Darvon),  270  tablets, 
or  about  9 tablets  a day.  Great  stuff!  Does  she  also 
supply  the  neighborhood  or  at  least  the  family?  I 
wish  I had  shares  in  the  stuff.  ...  I am  curious,  re- 


membering my  pharmacology,  physiology,  and  pa- 
thology, and  amazed  the  bone  marrows  of  such  pa- 
tients stand  up  to  this  bombardment  of  the  innumer- 
able benzene-ring-derived  products  of  the  pharma- 
ceutical industry.  . .these  patients  are  surely  walk- 
ing pill  repositories. . . . 

I have  written  you  not  merely  to  single  you  out,  but 
simply  as  an  example,  the  leading  one  in  the  foregoing 
month,  to  ask  you  an  obvious  question:  If  Medicaid 
did  not  pay,  or  any  other  third  party,  and  these  pa- 
tients had  to  pay  out  of  their  own  pockets,  would  the 
patients  be  so  lavishly  supplied  with  these  medica- 
tions? 

It  must  be  clear  to  every  physician  who  gives  it  any 
thought  that  overprescribing  is  rife.  It  is  also  costly. 
Eliminating  even  1 prescription  per  month  per  Medicaid 
patient  could  save  the  State  of  New  York  enormous  sums 
of  money. 

We  physicians  are  taxpayers;  if  medical  common 
sense  does  not  guide  us,  surely  our  public  conscience 
should.  May  I conclude  that  none  of  us  are  against 
giving  to  patients,  whether  or  not  they  receive  Medi- 
caid, necessary,  lifesaving,  and  health-protecting  medi- 
cations. 

KENNETH  I.  E.  MACLEOD,  M.D.,  M.P.H. 

Commissioner  of  Public  Health,  and 
Acting  Director  of  Medicaid, 
Cortland  County 
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Osteoporosis  and  hemiplegia 

To  the  Editor:  In  the  article,  “Osteoporosis  as  Early 

Complication  of  Hemiplegia,”  by  Carl  R.  Goodman, 
M.D.,  in  the  August  15,  1971,  issue  of  the  New  York 
State  Journal  of  Medicine,  reference  is  made  to  an 
article  by  Moskowitz,  et  al.  * and  the  failure  to  mention 
the  occurrence  of  osteoporosis  in  the  hemiplegic  patient. 
In  that  article  a careful  distinction  is  made  between  the 
spotty  demineralization  in  the  hand-shoulder  syndrome 
and  that  which  is  commonly  seen  in  the  hemiplegic  pa- 
tient. Appropriate  photographs  illustrating  this  dif- 
ference are  included  in  the  article. 

One  would  have  to  take  exception  to  the  statement: 
“ . . . preventive  treatment  of  shoulder-hand  syndrome 
would  then  be  the  early  detection  and  prevention  of 
osteoporosis.”  Osteoporosis  is  encountered  in  most  pa- 
tients with  paralytic  disorders.  The  inference  that  the 
use  of  splinting  would  prevent  early  osteoporosis  in  such 
patients  is  open  to  serious  question.  As  a matter  of  fact, 
immobilization  of  any  limb  will  produce  osteoporosis 
as  is  the  case  in  fractures  and  other  trauma. 

EUGENE  MOSKOWITZ,  M.D. 

Grasslands  Hospital 
Valhalla,  New  York  10595 

*Moskowitz,  E.,  Bishop,  H.  F.,  Pe,  H.,  and  Shibutani,  K.: 
Posthemiplegic  reflex  sympathetic  dystrophy,  J.A.M.A.  167: 
836(1958). 

Why  not  peer  review? 

To  the  Editor:  What  is  Peer  Review? 

Peer  review  is  a collective  view;  an  opinion  held  by 
professional  persons  of  equal  training  and  experience 
who  use  it  as  a standard  to  judge  the  actions  of  others 
with  similar  training  and  experience.  It  is  not  a math- 
ematical formula  or  a scientific  equation,  formulated 
and  accepted  as  a basic  concept.  The  building  of  a 
bridge  follows  engineering  principles  in  an  unwavering 
straight-line  progression  from  basic  scientific  facts,  ir- 
respective of  the  personalities  of  the  engineers  or  build- 
ers involved.  Medicine  does  not  have  this  rigid  scientific 
formula,  every  patient  has  multiple  variable  factors  to 
which  are  applied  the  formulas  of  medical  science  with- 
out the  use  of  slide  rule  or  computerized  predictions. 
For  this  reason  the  practice  of  medicine  is  called  an  art. 

Against  this  negative  background  can  a practical 
system  of  third-party  supervision  of  medical  care  be 
formulated?  Certainly  there  will  be  hue  and  cry  against 
invasion  of  the  time-honored  physician-patient  relation- 
ships, but  now  someone  else  pays  the  medical  bills  di- 
rectly (although  let  us  not  lose  sight  of  the  fact  that  the 
patient  still  pays,  but  an  agent  handles  the  payments 
for  him).  Also  it  is  the  patient  who  is  asking  for  as- 
surance of  value  for  money  spent.  The  people  are  the 
patients;  the  people  are  asking  for  an  accounting.  The 
physician  can  prove  his  expounded  philosophy  of  “the 
patient  first”  by  not  fearing,  as  all  innocent  men  do  not 
fear,  scrutiny  by  anyone  with  the  professional  aptitude  to 
do  it  properly. 

Yet  let  us  be  practical;  the  patient  requests  or  even 
demands  medical  care;  in  mo.st  instances  the  physician 
responds  to  this  demand.  Must  he  also  police  both  him- 


self and  the  patient?  Following  the  same  vein  of  prac- 
ticality; the  individual  patient  demands  the  best  and 
the  most  for  himself  when  he  is  ill,  but  when  he  is  well 
and  is  part  of  a collective  whole  he  then  demands  econ- 
omy. Where  is  the  ill  patient  who  says:  “treat  me  in  the 
least  costly  way?”  It  is  this  type  of  patient  the  physician 
sees  daily.  The  third-party  agent  sees  the  “collective 
whole”  patient  who  is  also  well. 

At  the  time  of  this  writing,  the  nation’s  health  bill  was 
about  $75  billion  dollars  annually,  7 per  cent  of  the  gross 
national  product.  This  staggering  sum  does  not  mean 
automatically  that  money  is  being  spent  uneconomically 
as  some  politicians  would  have  us  believe.  Perhaps, 
without  the  acrimony  of  accusation,  a cooperative  trial 
period  could  be  undertaken,  with  the  assistance  of  phy- 
sicians, hospital  administrators,  and  third-party  agents 
incorporating  the  experience  of  MediCal,  in  California, 
the  Length-of-Stay  Data  of  P.A.S.,  and  Blue  Cross  sur- 
veys. 

Why  not  prepay  hospital  time  for  certain  diseases  and 
surgical  procedures  for  which  there  is  ample  experience? 
The  “Length  of  Stay  in  P.A.S.  Hospitals”  published  by 
the  Commission  on  Professional  and  Hospital  Activities 
is  reasonable  computer  data  information  on  which  to 
draw.  When  the  patient  is  admitted  to  the  hospital  and 
the  third-party  agent  is  notified  of  his  age  and  diagnosis, 
why  cannot  the  physician  be  notified  how  much  time  is 
expected  to  be  involved?  If  the  physician  agrees,  there 
is  no  problem.  K he  disagrees  or  clinical  events  change 
the  amount  of  time  allowed,  he  notifies  the  utilization 
committee  of  his  hospital  which  will  act,  as  it  does  now, 
as  a peer  review.  It  will  have  the  authority  to  notify  the 
third-party  agent  of  the  propriety  of  the  request.  At 
this  stage  no  further  controls  will  be  necessary.  This 
will  leave  the  care  of  the  patient  in  the  hands  of  phy- 
sicians, where  it  should  be,  and  at  the  same  time  remind 
him  of  costs  involved. 

The  three  Ps  of  medical  care  are:  physicians,  pay- 

ments, and  people.  The  care  of  patients  is  the  phy- 
sician’s responsibility,  but  physicians  should  not  deny  a 
voice  in  nonclinical  management  to  those  involved  in 
payment  for  this  care.  People  have  a right  to  express 
their  pleasure  or  displeasure  in  its  application:  ex- 
perienced business  managers  have  a right  to  audit  and 
discuss  costs.  Both  objectives  can  be  accomplished  in 
harmony  with  good  clinical  judgment  by  the  proper  se- 
lection of  personnel.  Even  physicians  have  third-party 
health  insurance  coverage,  thus  automatically  becoming 
corporate  members,  and  recently  also  are  demanding 
voting  rights  in  hospital  management.  Let  us  fuse  these 
normal,  instinctive  interests  with  each  other.  With  phy- 
sicians demanding  a voice  in  management,  let  us  not 
on  the  other  hand  deny  management  the  right  to  scruti- 
nize. 

Every  medical  experiment  does  not  automatically 
end  in  the  death  of  the  patient.  Initial  cooperation 
means  initial  good  will  and  results  in  our  being  heard. 
The  first  big  step  in  “cooperation”  is  peer  review  of  qual- 
ity of  medical  care  and  costs,  using  presently  established 
utilization  committees  backed  up  by  computer  data 
processing  of  information. 

BERNARD  MARBACH,  M.D. 

269  Ridgeway 
White  Plains,  New  York 
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A comprehensive  educational  program 

An  opportunity  to  help  formulate  policies  and  programs  in  the  second 
largest  national  medical  organization 

A chance  to  participate  in  research  related  to  scientific  medicine  and 
medical  economics 

A subscription  to  one  of  the  world’s  most  honored  and  practical  medical 
journals 

An  increased  prestige  among  lay  and  professional  organizations  (through 
AAFP  efforts  in  establishing  the  American  Board  of  Family  Practice) 

Comprehensive  insurance  and  investment  programs 
For  information  write  to: 

Lawrence  F.  Kennedy,  Executive  Director 
New  York  State  Academy  of  Family  Physicians 
84  Main  St.,  Binghamton,  N.  Y.  13905 
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Aunt  Sarah, 
Hove  you. 


Remember  my  10th  birthday,  when 
you  gave  me  that  funny  piece  of  green 
paper  and  everybody  made  such  a 
fuss  over  it.  (Except  me.)  Frankly,  it 
was  a pretty  disappointing  present 
for  a kid.  I couldn’t  eat  it,  couldn’t 
play  with  it,  couldn’t  wear  it — and 
Mom  took  it  away  from  me  practi- 
cally the  minute  I got  it. 

And  every  birthday  after  that  (and 
Christmas,  too),  you  gave  me  an- 
other one  of  those  Bo7tds,  you  called 
them.  I thought  you  were  pretty 
gooney. 


At  least,  I never  had  to  guess  what 
I was  going  to  get  from  good  old  reli- 
able Aunt  Sarah. 

And  what  I got  was  good  old  reli- 
able U.S.  Savings  Bonds. 

What  I didn’t  realize  then  was  that 
you  gave  me  a gift  of  security  for  the 
future.  Thanks  to  you  and  those 
Bonds,  I had  extra  funds  for  college. 
And  they  helped  when  I bought  my 
first  new  car. 

Next  week.  I’m  giving  my  nephew, 
Harry,  his  first  U.S.  Savings  Bond. 


I know  the  kid  is  gonna  think  I’m 
some  kind  of  nut.  But,  someday  . . . 


Bonds  are  safe.  If  lost,  stolen,  or  destroyed, 
we  replace  them.  When  needed,  they  can  be 
cashed  at  your  bank.  Tax  may  be  deferred 
until  redemption.  And  always  remember, 
Bonds  are  a proud  way  to  save. 


Take  stock  in  America. 

Now  Bonds  pay  a bonus  at  maturity. 


©# 


The  U.S  Government  docs  not  pay  for  this  advertisement. 
It  is  presented  as  a public  service  in  cooperation  with  The 
Department  of  the  Treasury  and  The  Advertising  Council. 
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1911  Albion  0.  Bernstein,  M.D.  Award 

The  Medical  Society  of  the  State  of  New  York  announces  the  opening  of  competition  for  the  1972 
ALBION  O.  BERNSTEIN,  M l).  AWARD. 

This  national  award  will  he  given  to  the  physician,  surgeon  or  scientist  who  shall  have  made  a widely 
beneficial  scientific  discovery  in  medicine,  surgery  or  prevention  oj  disease. 

The  award,  comprising  SI, 500  and  an  appropriate  scroll,  will  be  presented  at  the  Annvial  Convention 
of  tlie  Medical  Society  of  the  Stale  of  New  \’ork,  Eebruary  1 3-17,  1972.  It  was  created  by  Mr.  Morris 
J.  Bernstein  in  memory  of  his  physician  son  who  died  in  an  accident  while  answering  a hospital  call 
on  November  23,  1940. 

The  award  was  presented  in  1971  to  Ludwig  CJross,  M.D  for  his  pioneering  studies  of  virus-induced 
leukemia  in  mammals. 

The  award  was  presented  in  1969  to  Baruch  S.  Blumberg,  M l).,  of  the  Institute  for  Cancer  Research, 
Philadelphia,  for  his  discovery  of  .Australia  antigen,  a possible  cause  of  viral  hepatitis,  and  his  descrip- 
tion of  man’s  varying  response  to  this  agent. 

The  award  was  given  in  1963  to  1 lerbert  .\.  Kaufman,  M l),  for  introduction  of  an  effective  treatment 
of  virus  infections  which  contain  DN.A;  and  in  1962  to  .lames  ().  Elam,  M.D.,  for  his  research  and 
development  of  a mouth-to-mouth  resuscitation  method. 

Your  are  in\  ited  to  submit  documentation  with  the  name  or  names  of  those  who,  in  your  opinion,  are 
eligible  for  this  award,  by  December  31,  1971,  to: 

AWARDS  COIVlIVlITTEE 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
750  THIRD  AVENUE,  NEW  YORK,  N.  Y.  10017 

Candidates  will  be  evaluated  by  the  Awards  Committee  of  the  Medical  Society  of  the  State  of  New 
York,  chaired  by  .Alfred  .A.  .Angrist,  M.D.,  Professor  of  Pathology,  .Albert  Einstein  College  of  Medicine 
of  Yeshiva  University. 


MOVING  SOON? 

Let  Us  Be  The  First  To  Know  Of  Your  New  Address! 

Six  weeks  notice  is  required  to  effect  a change  of  address.  Com- 
plete and  mail  the  form  below  to:  Circulation  Department,  New  York 
State  Journal  of  Medicine,  750  Third  Avenue,  New  York,  N.  Y.  10017. 
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Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
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DICARBOSIL  144's-144  tab- 
lets in  12  rolls. 

Each  Tjbtet'Aciive  Ingrcdicnisr 
PraC'pHaied  Caloum  Carbonate  0489  Cm. 

M«grt«sium  Carbonate  0011  Gm. 

Mignesium  TriSilicate  0000  Gm. 

ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


There’s  more  to  do... 


Give  More  to 
Christmas  Seals 


PHYSICIANS  WANTED— CONT  D 


PHYSICIANS  — PARTIAL  LISTING 
OF  AVAILABLE  POSITIONS 

MD— ADULT  PSYCHIATRIST,  MD— EAR,  NOSE,  THROAT  SPECIAL- 
ISTS, MD— RADIOLOGISTS,  MD— EMERGENCY  ROOM,  MD— 
OBS  GYN— Hospital  affiliated  with  top  medical  school.. . 

MD— DIR  OF  AMBULATORY  SERVICES  AND  EMPLOYEE  HEALTH, 
MD — Anesthesiologist,  MD  Internists  (1)  Cardiologist.  (2)  Gastro- 
enter  (3)  Any  Sub-Specialty,  MD— Pediatrician. 

Many  other  outstanding  medical  profl.  position  avail  in  hospital, 
medical  groups,  industry  & Pharmaceutical  companies  through- 
out the  country.  Free  service  to  candidate.  Interview  by  appt. 
only. 

LEE  TODD,  Consultants/Executive  Search 
“The  Specialists  in  Medical  Recruitment.” 

85  East  End  Ave.,  N.Y.,  N.Y.  10028.  (Mailing  address  only.) 


PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL  GROUP.  SUBURB 
New  York  City  Initial  contract  leading  to  partnership  Starting  salary  to 
.$28,000  with  the  possibility  of  additional  income.  Include  complete  curric- 
ulum vitae  in  reply.  Box  108,  c/o  NYSJM. 


CHIEF  DEFF.  OF  EMERGENCY— AMBULATORY  MEDICINE  FOR  THE 
1,000  bed  Mount  Sinai  City  Hospital  Center,  a major  division  of  Mount  Sinai 
School  of  Medicine.  Dept,  newly  created  to  better  serve  the  needs  of  the 
community  & to  provide  a training  program  for  medical  students  & house 
staff.  Dept,  is  supported  with  adequate  budget,  staff  & facilities.  Physician 
trained  as  internist  & oriented  towards  community  medicine  considered  most 
appropriate  to  direct  dept.  Salary,  fringe  benefits  & academic  rank  depen- 
dent on  qualifications.  Address  all  inquiries  to  S.  G.  Seckler,  M.D.,  Chief 
Dept,  of  Medicine,  Mount  Sinai  Hospital  Services,  City  Hospital  Center,  at 
Elmhurst.  79-01  Broadway,  Elmhurst,  N.Y.  11373. 


GENERAL  OR  FAMILY  PRACTITIONERS  NEEDED— TO  LOCATE  IN 
Northeastern  Penna.  Excellent  opportunity  to  join  a five-tnan  group  practic- 
ing comprehensive  medicine.  Located  in  Endless  Mountains,  hunting,  fish- 
ing, boating  and  skiing,  three  hours  from  metropolitan  areas.  Affiliated  with 
private  hospital,  fully  accredited,  and  modern  extended  care  facility.  (Con- 
tact: Eudora  S.  Bennett,  R.N.,  Administrator,  Montrose  General  Hospital, 
Montrose,  Pa.  18801.  Phone  collect:  1-717-278-3801. 


OBSTETRICIAN-GYNECOLOGIST,  BOARD  CERTIFIED  OR  ELIGIBLE, 
and  family  practioner  with  residency  training  wanted  for  hospital  based 
practice  in  attractive  rural  community.  Fully  equipped  .J.C.A.H.  hospital. 
Financial  arrangements  negotiable.  Box  156,  c/o  NYS.JM. 


ANESTHESIOLOGIST,  BOARD  CERTIFIED  OR  BOARD  ELIGIBLE, 
wanted  for  part  time  work  in  voluntary  hospital  in  N.Y.C.  evenings  or  week- 
ends. Box  1.59,  c/o  NYSJM. 


NEW  YORK  (TTY  AD  AGENCY  SERVING  LEADING  ETHICAL  PHARMA- 
ceutical  manufacturers  requires  full-time  physician.  Duties  will  include  pro- 
vision of  medical  advice,  editorial  responsibilities,  and  attendance  at  client- 
agency  meetings.  Prior  experience  advantageous  but  not  essential.  Good 
compensation  and  liberal  fringe  benefits  including  pension  plan.  Please  in- 
clude resume  with  reply.  Box  163,  c/o  NYS.IM. 


ANESTHESIOLOGIST,  HOARD  CERTIFIED  OR  FILIGIBLE,  PREFEK- 
ably  under  4.5,  to  join  two  other  anesthesiologists.  Pleasant  Western  New 
York  community  of  1.5, (XK),  near  Finger  Lakes,  Rochester  & Buffalo.  250  beds. 
.Must  have  .New  York  license.  Fee  for  service.  Box  169,  c/o  NYSJM, 


INTERNIST  NEEDED  FOR  RAPIDLY  GROWING  PRACTICE.  MODERN 
medical  office  building  immediately  adjacent  to  fully  accredited  hospital. 
Small  community,  50  miles  north  of  New  York  City.  Good  schools,  recrea- 
tion, living  area.  Generous  guarantee.  Box  168,  c/o  NYSJM. 


EMERGENCY  ROOM  PHYSICIAN:  RARE,  FULL  TIME  OPENING  IN 

well  established,  five  physician  group,  318-bed  accredited,  teaching  hospital. 
Fee  for  service  substantially  exceeds  guarantee  of  $35,000.  Barry  Weinstein, 
M.D.,  St.  Mary’s  Hospital,  89  Genesee  St.,  Rochester,  N.Y.  14611. 
(Personal). 


WANTED:  FAMILY  PHYSICIANS,  INTERNIST,  PEDIATRICIAN,  AND 

orthopedist  for  solo  but  medically  congenial  practice  in  128-bed  JCAH  ac- 
credited hospital  in  well  located,  southern  Indiana  city.  Maury  Gray,  Admin., 
Dunn  Memorial  Hospital,  Bedford,  Indiana  47421. 


ANESTHESIOLOGIST,  VOLUNTARY  HOSPITAL,  BROOKLYN.  WRITE 
Box  224,  Lefferts  Station,  Brooklyn,  N.Y.  11225. 


EMERGENCY  ROOM  PHYSICIAN,  FULL  TIME.  ACCREDITED  600  BED 
teaching  hospital;  excellent  remuneration  and  benefits.  Located  in  scenic 
area,  close  to  cultural  and  sport  facilities.  Large  urban  areas  easily  reached. 
Submit  curriculum  vitae  to:  Theodore  R.  Miner,  M.D.,  Director,  Emergency 
Room  Services,  Springfield  Hospital  Medical  Center,  759  Chestnut  St., 
Springfield,  Mass.  01107. 


POSITIONS  WANTED 


INTERNIST,  AGE  ,38,  UNIVERSITY’  TRAINED,  BOARD  CERTIFIED,  DE- 
sires  association  or  position  in  New  York  Citv  or  vicinity.  Box  161,  c/o 
NYSJM. 


ANESTHESIOLOGIST,  FACA,  BOARD  ELIGIBLE,  NEW  YORK  STATE 
license,  seeks  position  50  miles  radius  New  York  (lity.  Available  October 
15,1971.  Box  171,  c/o  NYSJM. 


EQUIPMENT 


EXCELLENT  COBALT  THERAPY  UNIT— MIDTOWN  NEW  YORK  CrPY. 
Available  on  time-lease  basis  to  qualified  therapist.  Box  165,  c/o  NYSJM. 


FOR  SALE:  CRYOTHERAPY  UNIT,  UNION  CARBIDE  CE2,  WITH  ALL 
necessary  probes  and  related  equipment.  Box  166,  c/o  NYSJM. 
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^STHKSIOl.OC.IST,  HOARD  ('KRUUKD,  UCKNSKD  IN  NKW  YORK 
ate.  seek > pracl lie  .Available  lor  covera^te  Box  142.  c oNA  .'^  IM 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  that  you  get  hotli  in  tlie 
classified  ad  section  of  the  New  York  Slate 
Journal  of  Medicine. 


FOR  25  YEARS 
THE  WORLD’S 


MOST  NEEDED  GIFT 

Give  to  help  people: 
CARE- New  York.N.Y  10016 
or  your  nearest  office 


CYTOLOGY/BIOPSY 
LABORATORIES  WANTED 

Pathologist  owned  anatomical  pathology  laboratory  wishes 
to  purchase  private  cytology  and/or  biopsy  services.  Any 
location. 

CYTOLOGY  & PATHOLOGY  ASSOCIATES 

117  Fort  Lee  Road 
Leonia,  New  Jersey  07605 


PRACTICES  AVAILABLE 


RADIOLOGY  PRACTICE  AVAILABLE  ON  LONG  ISLAND  IN  NASSAU 
County.  Radiologist  is  planning  on  retiring.  Box  170,  c/o  NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


(i.ARDKN  CITY.  DOCTOR  S HO.VIE  AND  OFFICE;  CENTRAL  AIR  CON 
ditioning.  .’I  bedroom  split,  large  living  riwm,  dining  room,  panelled  den,  plus 
5 panelled  rooms,  separate  entrance;  corner.  (516)  V46-.3666. 


NEW  PROF.  BLDG.  IN  LOVELY,  WEALTHY  NEW  YORK  SUBURBAN 
community  in  dire  need  of  physicians.  Accessible  to  hospitals.  This  ideal 
location  is  only  b hour  from  New  York  City  and  yet  has  all  the  benefits  of  sub- 
urbia. For  information  write:  P.O.  Box  212,  Pomona,  N.  Y.  10970. 


WESTCHESTER  COUNTY.  FINE  OPPORTUNITY  FOR  PEDIATRICIAN 
and  other  specialties,  to  own  part  of  new  professional  building,  as  well  as  estab- 
lish fine  practice  in  high  fee  area.  Possibility  of  forming  group.  Outstanding 
situation.  Call  or  wTite;  C.  D.  Stich,  D.D.S..  Rte  22,  Purdy  Station,  N.Y. 
ia578.  (914)277-4990. 


PUERTO  RICO  BEACH  HOUSE:  COSTA  AZUL  AT  LUQUILLO  3 BED- 
rooms,  yard,  terraces.  Fully  equipped  kitchen,  linens,  washing  machine. 
Comfortable,  private,  convenient  to  other  resort  areas.  For  rent  weekly. 
Edward  Pinney,  M.D.,  148  East  78th  St.,  New  York  City.  (212)  879-8870. 


MEDICAL  SUITE,  MIDTOWN  NEW  YORK.  AIR  CONOfTIONED,  EIGHT 
rooms,  two  consultation  rooms,  ample  waiting  and  clerical  space.  Box  167, 
c/o  NYSJM. 


UPPER  WESTCHESTER.  HANDSOME  COLONIAL,  4 BEDROOMS, 
2\  baths,  large  living  room,  dining  room,  family  room,  eat-in  kitchen;  view, 
lake.  SoO’s.  Call  after  5 p.m.  (914)  CE  2-9005. 


WHITE  PLAINS— PROFESSIONAL.  SHARE  SPACE  IN  MEDICAL 

building.  Excellent  location;  parking;  services.  (914)  761-7234. 


ORANGE  COUNTY,  NEW  YORK:  UNIQUE  OPPORTUNITY  TO  PRAC- 
tice  in  a clean,  uncrowded,  rapidly  growing  area  only  45  miles  from  New  York 
City.  Medical  arts  building  under  construction;  custom  designed  suites  avail- 
able; all  specialities  including  family  practitioners  needed.  Call  (914)  783- 
2010,  or  write  Box  675,  Monroe,  N.Y.  10950. 
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come  lOQelher ! 

To  the  25th  AMA  Clinical  Convention  in  New  Orleans. 
Participation  will  be  the  key  at  this  medical 
meeting  — you  and  your  colleagues  getting  to- 
gether for  a useful  and  rewarding  learning 
experience.  Evaluating  and  discussing  the  problems 
of  clinical  medicine. 


The  scientific  program  is  outstanding,  with  three  in- 
depth  postgraduate  courses  on  Behavioral  Problems 
in  Children  and  Adolescents;  Cardiovascular 
Disease:  and  Fluid  and  Electrolyte  Balance.  Other 
sessions  you’ll  want  to  attend  include  Diagnostic 
Evaluation  and  Management  of  Joint  Diseases; 
Dermatological  Problems  in  Everyday  Practice; 

Current  Concepts  in  Gastroenterology:  Office 
Gynecology:  Management  of  Common  Problems,  and 
a Symposium  on  Diverticular  Disease  of  the  Colon. 

Along  with  these  sessions  are  dozens  of  scientific 
and  industrial  exhibits  to  help  inform  you  of  the 
latest  research  and  the  newest  products  and  services. 

Plan  to  be  there.  See  the  complete  scientific 
program  and  registration  forms  in  the  October  18th 
issue  of  JAMA. 

25th 

nfnn  Clinicol  convention 
november  28  - December  1. 1971 
the  Rivergote 
Convention  Center 
Reuj  Orleon/ 
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NO  FEE 


CREDIT:  C-1 


NEW  YORK  CITY  AREA 


November  16,  1971  / November  30,  1 97 1 

8:00  a.m.,  Tuesdays 

Community  Hospital  of  Brooklyn 

2525  Kings  Highway 
Hospital  Conference  Room 
Brooklyn 

Newer  Concepts  in  Medicine  Lecture  Series 

November  16 

Hypertension — Its  Management 

E.  PERCHUK,  M.D. 

November  23 

Stroke — Its  Management 

S.  GILBERT,  M.D. 

November  30 

Rheumatic  Heart  Disease — 

Diagnosis  and  Therapy 

A.  MINSKY,  M.D. 

CREDIT:  C-1 


TUESDAY,  NOVEMBER  16 

9:00  a.m.-5:00  p.m. 

Post-Graduate  Institute  of  the 
New  York  Eye  and  Ear  Infirmary 

3 1 0 East  1 4th  Street 

LACRIMAL  SAC  SURGERY 

Given  under  the  direction  of: 

SAMSON  WEINGEIST,  M.D. 

Assisted  by: 

EDMUND  KAHAN,  M.D.  and 
ALVIN  H.  BRACKUP,  M.D. 

FEE:  $50 


November  16,  1971  / November  30,  1971 

10:00  a.m.,  Tuesdays 

Maimonides  Medical  Center  and  Coney  Island 
Hospital  affiliated  with  Downstate  Medical  Center 
and  Kings  County  Chapter  AAGP 

4802  Tenth  Avenue 

Main  Building,  4th  Floor  Lecture  Hall 

Brooklyn 

Pediatric  Postgraduate  Conferences 

November  16 

Congenital  Hip  Dislocation  and  Epiphyseal 
Necrosis,  Pathology,  Prognosis  and  Treatment 

JOSEPH  E.  MILGRAM,  M.D. 

Albert  Einstein  College  of  Medicine 

November  23 

Nurture  vs.  Nature 

ABRAM  KANOF,  M.D. 

Downstate  Medicol  Center 

November  30 — 1 1 :00  a.m. 

CLINICAL  PATHOLOGICAL  CONFERENCE 
at  Coney  Island  Hospital  Room  2W1 

KURT  GERSTMANN,  M.D. 

Downstate  Medical  Center 


* Part  of  the  course  from  October  1 8,  1 971  -May,  1971.  To  regis- 
ter, contact:  Mrs.  Shirley  Laskey,  Registrar,  Dept,  of  Pediatric 

Services,  Maimonides  Medical  Center,  above  address. 


*November  16,  1971  / November  30,  1971 

8:00-9:30  p.m.,  Tuesdays 

The  New  York  Rheumatism  Association 

Nev/  York  University  College  of  Medicine 
Classroom  A of  Alumni  Hall 

Postgraduate  Course  in  Rheumatic  Disease 
(Started  October  12,  1971) 

November  16 

Systemic  Lupus  Erythematosus  and 
Dermatomyositis 

C.  L.  CHRISTIAN,  M.D.,  and  Panel 

November  23 

other  Disorders  of  the  Connective  Tissues 
Temporal  Arthritis  and  Polymyalgia 
Scleroderma 
Polyarteritis 

E.  C.  LEROY,  M.D.,  and  Panel 

November  30 

Rheumatic  Fever 

E.  E.  FISCHEL,  M.D. 

Infectious  Arthritis  and  Reiter’s  Syndrome 

H.  SPIERA,  M.D. 

FEE:  $25  CREDIT:  C-1 

Contact;  PETER  BARLAND,  M.D.,  Dept,  of  Medicine,  Montefiore 
Hospital,  111  East  210th  Street,  Bronx,  N.Y.  There  will  be  no 
charge  for  interns  and  residents. 


WEDNESDAY,  NOVEMBER  17 

9:00  a.m.-5:00  p.m. 

Post-Graduate  Institute  of  the 
New  York  Eye  and  Ear  Infirmary 

MICROSURGERY  IN  GLAUCOMA 

Given  under  the  direction  of: 

ALFONSE  A.  CINOTTI,  M.D. 

FEE:  $75 


November  1 7 , 1 97 1 / December  1 6,  1 97 1 

Eight  Days,  12:00  noon-1  :00  p.m. 

Columbia  University  P & S 

Hanger  Ampitheater 
630  West  168th  Street 

CLINICAL  ELECTROCARDIOGRAPHY 

M.  IRENE  FERRER,  M.D. 

FEE;  $150 


November  17,  1 97 1 and  November  24,  1 97 1 

2:00-5:00  p.m.,  Wednesdays 

Downstate  Medical  Center 
First  Floor  Lecture  Hall 

450  Clarkson  Avenue 
Brooklyn 

DERMATOLOGY  FOR  THE  PRACTITIONER 
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LAWRENCE  FRANK,  M.D.  with  CHARLES  BARAF,  LASZLO  BIRO, 
YEHUDI  FELMAN,  FRANKLIN  GLICKMAN,  YELVA  LYNFIELD, 
ond  ELY  PRICE,  M.D.'s 

NO  FEE  CREDIT:  AAGP  and  C-1 

To  register,  contact:  CHARLES  M.  PLOTZ,  M.D.,  Director,  Continuing 
Education,  above  address. 


WEDNESDAY,  NOVEMBER  17 

4 ; 00-5 : 30  p.m. 

Westchester  Square  Hospital 
Conference  Room 

1625  St.  Peters  Avenue 
Bronx 

DEPRESSION  IN  GENERAL  MEDICAL  PRACTICE 

IRA  ISRAEL,  M.D. 

Mount  Sinai  School  of  Medicine 

NO  FEE  CREDIT:  AAGP  and  C-1 


8:30  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Historical  Medicine 

2 East  103rd  Street 

HIPPOCRATES  AND  ASKLEPIOS: 

THE  RISE  AND  FALL  OF  SCIENTIFIC  MEDICINE 

M.  H.  CHARLTON,  M.D. 

Columbia  University  P & S 


November  17,  1971  / December  1,  1971 

8:30—10:00  p.m.,  Wednesdays 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

THE  THERAPEUTIC  USE  OF  THE  DOCTOR- 
PATIENT  RELATIONSHIP  IN  MEDICAL  PRACTICE 

HENRY  HOROWITZ,  M.D. 

ANDREW  TERSHAKOVEC,  M.D. 

CREDIT:  C-1 


November  18,  1971  and  November  19,  1971 

Special  Committee  on  Infant  Mortality  of  the 
Medical  Society  of  the  County  of  New  York 

The  Commodore  Hotel 

42nd  Street  and  Lexingtan  Avenue 

SYMPOSIUM  ON  SICKLE  CELL  DISEASE 

Co-Chairmen 

HAROLD  ABRAMSON,  M.D.,  Chairman  of  the  Special  Committee 
Medical  Society  of  the  County  of  New  York 
JOHN  F.  BERTLES,  M.D. 

Columbo  University  P & S 
DORIS  L.  WETHERS,  M.D. 

Knickerbocker  Hospital,  N.Y.C. 

* Co-sponsored  by  the  New  York  Chapter  of  the  National  Founda- 
tion— March  of  Dimes  and  the  Found atian  for  Research  and  Educa- 
tion in  Sickle  Cell  Disease 

CREDIT:  C-1 


November  18,  1971  and  November  25,  1971 

11:00  a.m.,  Thursdays 

Williamsburgh  General  Hospital 


2nd  Floor  Conference  Room 

757  Bushwick  Avenue 
Brooklyn 

November  1 8 

Jaundice — A Symptom  or  Disease  (Part  II) 

MORRIS  GOLDBERG,  M.D. 

November  25 

Mortality  Conference 

SOL  GLOTZER,  M.D. 

Moderator;  WILLIAM  LE  STRANGE,  M.D. 


THURSDAY,  NOVEMBER  18 

3 : 30-5 : 1 5 p.m. 

Queensboro  Tuberculosis  and  Health  Association 
Triboro  Hospital,  First  Floor  Classroom 

82-68  164th  Street 
Jamaica 

(Posf-Craduale  Course  in  Pulmonary  Diseases 
{Continued  from  last  issue  of  WHAT  GOES  ON) 

1.  Diseases  of  the  Pleura,  Including 
Spontaneous  Pneumothorax,  Pleural 
Effusions,  and  Empyema 

2.  Office  Management  of  Bronchial  Asthma 
and  Pulmonary  Emphysema 

Speaker:  H.  EPSTEIN,  M.D. 

CREDIT:  C-1 


4 ; 00-6 : 00  p.m. 

Kingsbrook  Jewish  Medical  Center 

Rutland  Road  and  East  49th  Street 
Brooklyn 

Workshop  in  Oncology  for  the  Practicing  Physician 

THE  USE  OF  RADIOISOTOPES  IN  THE 
DIAGNOSIS  AND  TREATMENT  OF  NEOPLASMS 


November  18,  1971  and  November  19,  1971 
The  New  York  Academy  of  Sciences 

Waldorf-Astoria  Hotel 
Park  Avenue  at  50th  Street 

THE  BIOLOGICAL  ROLE  OF  CLOT 
STABILIZING  ENZYMES 

K.  LAKI,  M.D. 

National  Institute  of  Arthritis  and  Metabolic  Diseases, 

Bethesda,  Md. 

JAMES  W.  HAMPTON,  M.D. 

Oklahoma  Medical  Research  Foundation, 

Oklahoma  City,  Oklahoma 

For  further  information  contact:  Rear  Adm.  L.  R.  Neville,  USN, 

Assoc.  Exec.  Dir.,  The  New  York  Academy  of  Sciences,  2 East  63rd 
Street,  New  York,  N.Y.  10021.  Tel.  (2 1 2)  838-0230 


^FRIDAY,  NOVEMBER  19 

8 ; 00-9 : 30  a.m. 

The  Departments  of  Pediatrics,  Obstetrics  and 
Gynecology,  Surgery,  and  Medicine 
Downstate  Medical  Center  and  the 
Kings  County  Chapter  of  AAGP 
Maimonides  Medical  Center 
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Fuhs  Auditorium 
4802  Tenth  Avenue 
Brooklyn 

Course  in  Pediatrics,  Gynecology,  Surgery  and  Medicine  for  the 
Family  Physician 

ABNORMAL  BLEEDING— PRE  MENOPAUSAL 
AND  POST  MENOPAUSAL 

NORMAN  AMES  POSNER,  M.D. 

Downstote  Medical  Center 

* FEE:  $20  for  the  course  (October  22,  1971-April  21,  1972.) 
CREDIT:  AAGP  and  C-1 

9:00  o.m.-5:00  p.m. 

Post-Graduate  Institute  of  the 
New  York  Eye  and  Ear  Infirmary 

MICROSURGERY  IN  CATARACTS 

Given  under  the  direction  of: 

GERALD  B.  KARA,  M.D. 

FEE:  $75 


SATURDAY,  NOVEMBER  20 

9:00-10:15  o.m. 

The  Page  and  William  Black  Post-Graduate 

School  of  Medicine 

Mount  Sinai  Medical  Center 

Clinical  Amphitheatre 

Fifth  Avenue  and  1 00th  Street 

PSYCHIATRIC  DISTURBANCES  ASSOCIATED 
WITH  CORONARY  SURGERY 

DONALD  S.  KORNFELD,  M.D. 

Mount  Sinai  School  of  Medicine 


November  20,  1971  / November  23,  1 97 1 
New  York  State  Psychiatric  Institute 

Hotel  Biltmore 

43rd  Street  and  Vanderbilt  Avenue 
75th  Anniversary  Symposium 

Registration  and  Information:  The  New  York  State  Psychiatric 

Institute,  722  West  168th  Street,  New  York,  N.Y.  10032. 

NOTE:  The  American  Psychiatric  Association  Area  II  (New  York 

State)  will  hold  its  7th  Biennia!  Division  Meeting  during  the  above 
meeting  on  November  20  and  November  21.  Topic  will  be: 
"Psychiatry:  Explosion  and  Survival."  For  details  contact  ALEX- 

ANDER LEVINE,  M.D.,  General  Chairman,  420  East  76th  Street, 
New  York,  N.Y.  10021. 


November  21,  1971  and  November  22,  1971 

9:00  a. m.— 5:00  p.m.,  Sunday 
9 : 00  a.m.-1  2 : 00  noon,  Monday 

Post-Graduate  Institute  of  the 
New  York  Eye  and  Ear  Infirmary 

CLINICAL  PERIMETRY 

Given  under  the  direction  of: 

MAX  CHAMLIN,  M.D. 

FEE:  $75 

Contact:  Jone  Stark,  Registrar,  for  oil  courses  given  by  the  Post- 

graduate Institute  of  the  New  York  Eye  and  Ear  Infirmary,  310  East 
Street,  N.Y.,  N.Y.  10003. 


*SUNDAY,  NOVEMBER  21 

9:00  a.m.-Noon 

The  Boulevard  Hospital 

46-01  31st  Avenue 
Long  Island  City 

PULMONARY  DISEASE 

JOHN  CROCCO,  M.D. 

Downstate  Medical  Center 

* (from  Intensive  Review  Course  for  Community  Physicians — 
10/17/71-3/26/72— FEE  $100) 

CREDIT:  AAGP  and  C-1 

Co-ordinator:  CHARLES  M.  PLOTZ,  M.D.,  Downstate  Medical  Center 


November  22,  1 97 1 and  November  29,  1 97 1 

3:30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 
City  Hospital  Center  at  Elmhurst 

79-01  Broadway 
Elmhurst 

November  22 

The  Pharmacology  of  Anti-Arrhythmic  Agents 

ARTHUR  HAYES,  M.D. 

Cornell  University  Medical  College 

November  29 

The  Medical  Complications  of  Opiate  Addiction 

ALFRED  HOWE,  M.D. 

City  Hospital  Center  at  Elmhurst 


November  23,  1971  and  November  30,  1971 

9:00  a.m.,  Tuesdays 

New  York  Infirmary 

Toscanini  Room 

Stuyvesant  Square  East  and  1 5th  Street 

November  23 
Acromegaly 

HOWARD  D.  KOLODNY,  M.D. 

Long  Island  Jewish  Medical  Center 

November  30 

Pacemakers — Indications  and  Contraindications 

ALVIN  J.  GORDON,  M.D. 

Mount  Sinai  Hospital 


TUESDAY,  NOVEMBER  30 

8 : 30  p.m. 

The  New  York  Psychoanalytic  Society 

2 East  1 03rd  Street 

ABRAHAM  A.  BRILL  MEMORIAL  LECTURE 

(Title  to  be  announced) 

HEINZ  KOHUT,  M.D. 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON”  are  being  offered 
at  less  than  cost.  The  $3.00  one-year  subscription 
rate  guarantees  you  22  issues  mailed  first  class  in 
advance  of  the  New  York  State  Journal  of  Medicine. 
Write  or  call  the  Editor  for  an  order  blank. 
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FUTURE  EVENTS 


December  2 and  3,  1971 

8;  00  a. m.— 3:00  p.m. 

French  and  Polyclinic  Medical  School  and 
Health  Center 
345  West  50th  Street 

ENDOSCOPY 

MAXWELL  ROLAND,  M.D. 

FEE:  $200 

Write  the  Office  of  the  Dean,  above  address. 


December  10,  1971  / December  12,  1971 

The  American  College  of  Cardiology  in  Cooperation 
with  St.  Barnabas  Hospital,  N.Y.C. 

The  Americana  Hotel 

52nd  Street  and  Seventh  Avenue 

MAJOR  ADVANCES  IN  CARDIOVASCULAR 
THERAPY:  1971 

CREDIT:  C-1 

Contact:  Miss  Mory  Anne  Mclnerny,  Director,  Deportment  of  Con- 

tinuing Education  Programs,  American  College  of  Cardiology,  9650 
Rockville  Pike,  Bethesda,  Maryland  20014.  Tel.  (301)  530-1600. 


February  1,  1972  / May  26,  1972 

9:00  a. m.— 4:00  p.m.,  Monday— Friday 

French  and  Polyclinic  Medical  School  and 
Health  Center 

345  West  50th  Street 

BASIC  SCIENCES  FOR  FOREIGN  MEDICAL 
GRADUATES  AND  QUALIFIED  STUDENTS 
PREPARING  FOR  PART  I OF  THE  NATIONAL 
BOARD  OF  MEDICAL  EXAMINERS 

All  communications  concerning  the  course  should  be  addressed  to 
the  Office  of  the  Dean,  at  the  above  address.  Application  must  be 
made  prior  to  January  15,  1972. 


February  4,  1972  and  February  5,  1972 

*Memorial  Sloan-Kettering  Cancer  Center 

444  East  68th  Street 

Two-Day  Symposium  on 

PROBLEMS  OF  THE  FEMALE  BREAST  AS 
RELATED  TO  NEOPLASMS  AND 
RECONSTRUCTION 

FEE:  $100  ($50  for  Residents  in  training) 

Requests  for  application  forms  should  be  addressed  to:  REUVEN 

K.  SNYDERMAN,  M.D.,  at  the  above  address. 

* co-sponsor:  The  American  Society  of  Plastic  and  Reconstructive 

Surgeons,  Inc. 


February  13,  1972  / February  17,  1972 

Medical  Society  of  the  State  of  New  York 

The  Americona  Hotel 

ANNUAL  CONVENTION 

Address  all  inquiries  to  the  chairman.  Medical  Society  of  the  State 
of  New  York,  750  Third  Avenue,  New  York,  N.Y.  10017. 


April  17,  1972  / April  20,  1972 

Cornell  University  Medical  College 
Caspary  Auditorium 

York  Avenue  ond  66th  Street 
Posigraduale  Course 

DISEASES  OF  THE  HEART  AND  LUNGS  IN 
INFANTS  AND  CHILDREN 

Guest  Faculty: 

HERBERT  L.  ABRAMS,  M.D.,  Harvard  Medical  School 

DAVID  H.  BAKER,  M.D.,  Columbia  University 

WALTER  E.  BERDON,  M.D.,  Columbia  University 

LARRY  P.  ELLIOTT,  M.D.,  University  of  Florida 

KENT  ELLIS,  M.D.,  Columbia  University 

LEONARD  M.  FREEMAN,  M.D.,  Einstein  Medical  College 

SYDNEY  S.  GELLIS,  M.D.,  Tufts  University 

HAROLD  GOLDMAN,  M.D.,  Einstein  Medical  College 

HERMAN  GROSSMAN,  M.D.,  Duke  University  Medical  School 

JOHN  A.  KIRKPATRICK,  M.D.,  Temple  University  School  of  Medicine 

EDWARD  B.  SINGLETON,  M.D.,  Baylor  University 

FEE:  $175  (includes  lunches) 

$100  for  Residents  and  Fellows 

Write:  JOHN  A.  EVANS,  M.D.,  Department  of  Radiology,  Cornell 
University  Medical  College,  1300  York  Avenue,  New  York,  N.Y. 
10021. 


ALBANY  AREA 


January  4,  1972  / January  15,  1972 

The  Department  of  Postgraduate  Medicine 

Albany  Medical  College 

POSTGRADUATE  MEDICAL  SEMINAR  CRUISE 

Subjects  to  be  Presented: 

1.  Cardiology 

2.  Oncology 

3.  Psychiatry 

4.  Surgery 

5.  Obstetrics  and  Gynecology 

For  information  write:  Frank  M.  Wolsey,  Jr.,  M.D. 

Department  of  Postgraduate  Medicine, 

Albany  Medical  College,  Albany,  N.Y.  12208. 

CREDIT:  C-1 
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BROOME  COUNTY 


THURSDAY,  NOVEMBER  18 

9:00-1  1 :00  a.m. 

Charles  S.  Wilson  Memorial  Hospital 

Johnson  City 

MEDICAL  MYCOLOGY— Deep  Mycoses 

JOHN  RUSSELL,  M.D. 

Upstate  Medical  Center  at  Syracuse 

CREDIT:  AAGP  and  C-1 

(Medical  Grand  Rounds  will  be  held  at  10:00  a.m.  preceding  the 
above  session) 


BUFFALO  AREA 


State  University  of  New  York  at  Buffalo 

2211  Main  Street 
BufFalo,  N.Y.  14214 
Tel  (716)  831-5526. 

TENTATIVE  SCHEDULE  FOR  WINTER  SPRING  1972 

Cardiac  Clinics  and  Physical  Examination 

of  the  Cardiac  Patient 

Community  Psychiatry 

Neurology  Seminar  Day 

Gynecology  and  Obstetrics 

Medical  and  Surgical  Aspects  of  Urology 

Endocrine  Diseases 

Surgical  Aspects  of  Gastroenterology 

Anesthesiology 

Thirty-Fifth  Annual  Spring  Clinical  Days 
Refresher  Seminar  in  Pediatrics 
Child  Development 


TELEPHONE  LECTURE  NETWORK 


The  State  University  of  New  York  at  Buffalo  School  of  Medicine  pre- 
sents various  programs  via  the  facilities  of  the  Telephone  Lecture  Net- 
work of  the  Regional  Medical  Program  for  Western  New  York.  The 
Network  covers  the  counties  of  Erie,  Niagara,  Genesee,  Wyoming, 
Chautauqua,  Cattaraugus,  and  Allegany  in  New  York  State  and  Erie 
County  and  McKean  County  in  the  Commonwealth  of  Pennsylvania. 

Programs  are  presented  in  five  series. 

1.  A weekly  series  of  general  interest  considered  useful  to  all  physi- 
cians presented  at  11:30  a.m.  on  Tuesdoys. 

2.  The  monthly  Pediatrics  Conference  from  Children’s  Hospital  spon- 
sored by  the  Department  of  Pediatrics  and  presented  on  the  second 
Friday  of  each  month  under  the  direction  of  Thomas  Aceto,  Jr.,  M.D. 

3.  The  monthly  series  on  trauma  sponsored  by  the  Division  of  Ortho- 
pedic Surgery,  Department  of  Surgery,  and  presented  on  the  fourth 
Thursday  of  each  month  under  the  direction  of  Eugene  R.  Mindell,  M.D. 

4.  A new  monthly  series  of  Cancer  sponsored  by  the  Roswell  Park 
Memorial  Institute  and  presented  on  the  third  Wednesday  of  each 
month  under  the  direction  of  Gerald  P.  Murphy,  M.D. 

5.  A new  series  sponsored  by  the  Buffalo  State  Hospital  to  be  pre- 
sented under  the  direction  of  Dr.  Desmond  Moleski  on  the  fourth 
Wednesday  at  11:00  a.m. 

For  further  information,  please  contact  Continuing  Medical  Education, 
221  1 Main  Street,  Buffalo,  N.Y.  14214.  Tel  (716)  831-5526. 


NASSAU  COUNTY 


WEDNESDAY,  NOVEMBER  17 

9:00  a.m. 

Mercy  Hospital — MacArfhur  Hall 

1000  North  Village  Avenue 
Rockville  Centre 

CARDIAC  ARRYTHMIAS 

LESLIE  B.  ULTAN,  M.D. 

Hahnemann  Medical  College  and  Hospital 


THURSDAY,  NOVEMBER  18 

11:30  a.m.-12:30  p.m. 

Nassau  County  Medical  Center 

Recreation  Activities  Building 
East  Meadow 

THE  FUTURE  OF  HEALTH  CAREERS  IN  THE 
STATE  OF  NEW  YORK  AS  VIEWED  BY  OUR 
STATE  LEGISLATURE 

MR.  MARTIN  GINSBERG,  Assemblyman 
8th  District,  Nassau  County 


SYRACUSE  AREA 


THURSDAY,  NOVEMBER  18 

1 :00  p.m. 

Department  of  Family  Practice 
Upstate  Medical  Center 

St.  Joseph's  Hospital  Health  Center 
Gotham  Inn — Exit  35  off  NY  State  Thruway 

MODERN  ASPECTS  OF  GERONTOLOGY 

VIRGINIA  STONE,  M.D. 

Duke  University  Geriatric  Center 

CREDIT:  AAGP  and  C-1 


WESTCHESTER  COUNTY 


TUESDAY,  NOVEMBER  30 

1:15  p.m. 

Grasslands  Hospital 

Eastview  Hall 
Valhalla 

WESTCHESTER  HEMATOLOGY  DAY 

M.  A.  ALTAMER,  M.D.,  Moderator 

1.  1:15-2:00 — Newer  Concepts  of  Vitamin  B12 
and  Folic  Acid  Disorders 

Louis  Sullivan,  M.D. 

Associate  Professor  of  Medicine 
Boston  University  School  of  Medicine 
Boston,  Massachusetts 

2.  2:00-2:45 — Disorders  of  Iron  Metabolism 

Stuart  Finch,  M.D. 

Professor  of  Medicine 
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Chief  of  Hemofology 

Yale  University  School  of  Medicine 

New  Hoven,  Connecticut 

3.  2:45-3:30 — Disseminated  Intravascular 
Coagulation 

Robert  Goldstein,  M.D. 

Professor  and  Chairman 
Department  of  Medicine 
New  York  Medical  College 
New  York,  New  York 

4.  4:00-5:00 — Immunological  Development 

Charles  A.  Jonewoy,  M.D. 

Thomas  Morgan  Rotch  Professor  of  Pediatrics 

Harvard  Medical  School 

Physician-In-Charge 

Childrens  Hospital 

Boston,  Massachusetts 

Grasslands  Hospital  Hematology  Research  Laboratory  Fifth  Anniversary 
Lecture 

Westchester  Academy  of  Medicine 

Pforzheimer  Building 
Purchase,  New  York 

8:00  p.m. — Immunological  Deficiencies 

Charles  A.  Janeway,  M.D. 


PHYSICIANS’  PLACEMENT 


PLATTSBURGH,  N.Y.,  Clinton  County.  G.P.,  E.N.T.,  Neurologist  ond 
Ophthalmologist  needed. 

CONTACT:  HERBERT  J.  KOERNER,  M.D.,  Champlain  Valley  Physicians 
Hospital  Medical  Center,  Plattsburgh,  N.Y.  12901.  Tel.  (518)  561- 
2000. 


RUSHFORD,  N.Y.,  Allegany  County.  G.P.  Village  Health  Officer  and 
School  Physician  opening  available. 

CONTACT:  MRS.  FREDERIC  D.  MORRIS,  Supervisor,  Town  of  Rushford, 
N.Y.,  RFD  #3,  Cuba,  N.Y.  14727.  Tel.  (716)  437-2768. 


SCHENECTADY,  N.Y.,  Schenectady  County.  Ob/Gyn  partnership. 

CONTACT:  VYILLIAM  H.  JAMESON,  JR.,  M.D.,  1574  Union  Street, 

Schenectady,  N.Y.  12309.  Tel.  (518)  393-4106. 


STEPHENTOWN,  N.Y.,  Rensselaer  County.  Family  Practitioner. 

CONTACT:  DONALD  W.  FARRELL,  M.D.,  Taconic  Valley  Medical 

Center,  Stephentown,  N.Y.  12168.  Tel.  (518)  733-2401. 


SUFFOLK  COUNTY,  N.Y.,  needs  qualified  family  physicians.  Openings 
available  in  solo  practice,  group  practice,  or  in  association  and/or 
partnership  with  established  family  physicians. 

CONTACT:  LEONARD  WEITZMAN,  M.D.,  President,  Suffolk  County 

Chapter,  American  Academy  of  Family  Physicians,  162  Wicks  Road, 
Commack,  N.Y.  1 1725.  Tel.  (516)  864-7012. 


WALTON,  N.Y.,  Catskill  Mountains.  Ob/Gyn  Board  Certified/Eligible 
and  Family  Practitioner  with  residency  training. 

CONTACT:  THOMAS  E.  LAVELL,  M.D.,  Delaware  Valley  Hospital, 

Walton,  N.Y.  Tel.  (607)  865-4101. 


EVENTS  RECEIVED  AFTER  DEADLINE 


October  1971  / June  1972 

Wednesdays — 5 to  6 hours 

New  York  Medical  College 
Mental  Retardation  Institute 

1 05  East  1 06th  Street 

Fourth  Floor 

New  York,  N.Y.  10029 

COMPREHENSIVE  WORKSHOP  IN  MENTAL 
RETARDATION  FOR  THE  PHYSICIAN 

Includes:  Lectures,  Case  Presentations,  Journal  Club,  Seminars, 

Audio  Visual  Aids,  Open  Questions,  Panels 

MARGARET  J.  GIANNINI  and  EMANUEL  CHUSID,  M.D.’s  and  Staff 
FEE:  Luncheon  only 

To  register,  contact  Dr.  Chusid  at  the  above  address.  Tel.  876- 
5500  Ext.  461. 


WEDNESDAY,  NOVEMBER  17 

*8 : 00  p.m. 

The  New  York  Allergy  Society 

Hotel  Commodore 

Park  Avenue  and  42nd  Street 

HYPERSENSITIVITY  PNEUMONITIS 

JORDAN  FINK,  M.D. 

Medical  College  of  Wisconsin 

*6.00  p.m.  Dinner 


FRIDAY,  NOVEMBER  19 

4:00-5 : 00  p.m. 

Columbia  University  P & S 
Francis  Delafield  Hospital 

99  Fort  Woshington  Avenue  at  164th  Street 
Seminar  Room — Research  Wing — 5th  Floor 

THE  ROLE  OF  NUCLEAR  ACIDIC  PROTEINS  IN 
THE  CONTROL  OF  CELL  DIVISION  IN 
MAMMALIAN  CELLS 

RENATO  BASERGO,  M.D. 

Temple  University,  Philadelphia 

Supported  by  the  American  Cancer  Society,  New  York  City  Division 


SYRACUSE  AREA 


October  21,  1971  and  October  28,  1 97 1 

12:30-2:00  p.m. 

Department  of  Psychiatry 
State  University  Hospital  of  the 
Upstate  Medical  Center 

750  East  Adams  Street — Room  1 100 

October  21 

Roundtable  on  Group  Therapy: 
Group  Process  in  Action 

Moderator; 

BARBARA  MILLER,  M.D. 
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NOTICE  TO  HOSPITALS  AND  MEDICAL  SCHOOLS 


including  "Teaching  Days,"  important  lectureships,  courses,  and  similar  programs  for  free  publication  in 
WHAT  GOES  ON.  Please  address  all  correspondence  to:  The  Editor,  WHAT  GOES  ON,  Medical 

Society  of  the  State  of  New  York.  Be  sure  to  include  the  following  information: 

Day  and  Date  of  Meeting 

Time  of  meeting,  including  length  of  time 

Name  of  organization  giving  meeting 

Place  of  meeting 

Topic 

Speaker 

Affiliation 

Fee 

Credit 

The  Deadline  Dates  for  1 972  are  as  follows: 

Meeting  Dates  Deadline  Dates 

January  1-15 November  10 

January  16-31 November  25 

February  1-15 December  10 

February  16—28 December  25 

March  1-15 January  10 

March  16-31 January  25 

April  1-15 February  10 

April  16-30 February  25 

May  1-15 March  1 0 

May  16-31 March  25 

June  1-15 April  1 0 

June  16-30 April  25 

July  1-31 May  10 

August  1-31 June  1 0 

September  1—15 June  25 

September  16—30 July  25 

October  1-15 August  10 

October  16-30 August  25 

November  1—15 September  10 

November  16—30 September  25 

December  1-15 October  10 

December  16—31 October  25 


WHAT  GOES  ON  IN  MEDICINE 
Medical  Society  of  the  State  of  New  York 

750  Third  Avenue,  New  York,  N.  Y.  10017  Date„. 

Name No.  of  Subscriptions. 


Attention Title 

Address _ 

City  State  - Zip  _ 

Q $3.00  check  enclosed  for  “WHAT  GOES  ON” 


2600  New  York  State  Journal  of  Medicine  / November  1 , 1971 

WGO-8 


When  you  see  him,  he  can 
hardly  straighten  up,  let  alone  work 
but  at  the  gym.  One  more  case  of 
overexerting  underexercised  muscles. 
; Valium  (diazepam)  as  an  adjunct 
'in  skeletal  muscle  spasm  can 
help  break  the  reflex  cycle  of 
Opasm/pain/spasm.  The  sooner  you 
l:an  relieve  your  patient’s  skeletal 
muscle  spasm,  the  sooner  he  can  get 
Iback  to  getting  into  shape  on  a more 
graduated  exercise  program. 

If  your  patient  can’t  get  to  sleep, 
jan  h.s.  dose  of  Valium  added  to  the 
t/.rf.  dosage  may  enable  him  to  get  a 
Igood  night’s  rest. 


VA.LIUM%iazepam) 

2-mg,  5-mg,  10-mg  tablets 
useful  adjunct  in  skeletal 
muscle  spasm 


Hefort*  prest  ribinn,  please  consult 
complete  product  information,  a summary  of 
w hich  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomitants  of 
emotional  factors;  psychoneurotic  states 
manifested  hy  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation; 
symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local 
pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome, 
convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of  age. 
Acute  narrow  angle  glaucoma;  may  be  used  in 
patients  with  open  angle  glaucoma  who  are 
receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness.  When  used 
adjunctively  in  convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of 
standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary 
increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those  with 
barbiturates  and  alcohol)  have  occurred 
following  abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting 
and  sweating).  Keep  addiction-prone  individuals 
under  careful  surveillance  because  of  their 
predisposition  to  habituation  and  dependence. 

In  pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit  against 
possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  employed; 
drugs  such  as  phenothiazines,  narcotics, 
barbiturates,  MAO  inhibitors  and  other  anti- 
depressants may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely 
depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions 
in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or 
oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice,  skin 
rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech, 
tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage, 
sleep  disturbances,  stimulation  have  been 
reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 


Roctie  Laboratories 

Division  of  Hoffmann-La  Roctie  Inc 

Nutley.  N J 07110 


Fifth  Annual  Symposium  on 


Medical  Aspects  Of  Sports 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York, 
Committee  on  Medical  Aspects  of  Sports 

Saturday,  February  12,  1972 

9:00  a.m.  to  5:00  p.m. 

Georgian  Ballroom 

Americana  Hotel 

New  York  City 


Medical  and  Associated  health  professions,  coaches, 
trainers,  and  athletic  directors  are  invited. 

(no  registration  fee) 


* * 


Co-sponsors 

New  York  State  Public  High  School  Athletic  Association 
Health,  Physical  Education  and  Recreation  Association 
Eastern  States  Trainers  Association 
Touchdown  Club  of  New  York 


l^jdin  again 
reduces  the  price 

of  E-Mydn 


Once  again  Upjohn  has 
been  able  to  reduce  the 

price  of  erythromycin  without  reducing  the  quality  you  expect 
from  an  Upjohn  product. 


Upjohn 


E-Mycin 


(erythromycin,  Upjohn) 

SazS  49001  Available  in  250  mg  tablets  ® 
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A gratifying  announcement  about  Empirin*  Compound  with  Codeine 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


You  may  now  specify  up  to  five  refills  within  six 
months  when  you  prescribe  Empirin  Compound 
with  Codeine  (unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased  regulation, 
that  Empirin  Compound  with  Codeine  has  been 
placed  in  a less  restrictive  category.  You  may  now 
wish  to  consider  Empirin  with  Codeine  even  more 
frequently  for  its  predictable  analgesia  in  acute 
or  protracted  pain  of  moderate  to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  Vi.  No.  4 con- 
tains codeine  phosphate*  (64.8  mg.)  gr.  1.  *(Wam- 
ing  — may  be  habit-forming.)  Each  tablet  also 
contains:  aspirin  gr.  ZVi,  phenacetin  gr.  2^,  caf- 
feine gr.  V2.. 
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psychic  stress 
and  somatic 
symptoms 

The  intertwining  of  psychic 
stress  and  somatic  symptoms 
often  confuses  and  distorts 
the  patient’s  clinical  profile. 
Sinequan  (doxepin  HCI)  can 
help  clarify  the  origin  of 
somatic  symptoms 
by  relieving  the  causative, 
or  accompanying, 
psychoneurotic  anxiety  and 
depression. 
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starting  dosage: 

25  mg.  t i d. 

for  mild  to  moderate 

symptomatology 


The  tranquilizer  that  is 
an  antidepressant. 

The  antidepressant  that 
is  a tranquilizer. 


BRIEF  SUMMARY 

Sinequan  (doxepin  MCI)  Capsules 
Contraindications.  Sinequan  (doxepin  HCI)  is  con- 
traindicated in  individuals  who  have  shown  hyper- 
sensitivity to  the  drug, 

Sinequan  (doxepin  HCI)  is  contraindicated  in 
patients  with  glaucoma  or  a tendency  to  urinary 
retention. 

Warnings.  Usage  in  Pregnancy:  Sinequan  (doxepin 
HCI)  has  not  been  studied  in  the  pregnant  patient. 
It  should  not  be  used  in  pregnant  women  unless, 
in  the  judgment  of  the  physician,  it  is  essential  for 
the  welfare  of  the  patient,  although  animal  repro- 
ductive studies  have  not  resulted  in  any  teratogenic 
effects. 

Usage  in  Children:  The  use  of  Sinequan  (doxe- 
pin HCI)  in  children  under  12  years  of  age  is  not 
recommended,  because  safe  conditions  for  its  use 
have  not  been  established. 

MAO  Inhibitors:  Serious  side  effects  and  even 
death  have  been  reported  following  the  concomi- 
tant use  of  certain  drugs  with  MAO  inhibitors. 
Therefore,  MAO  inhibitors  should  be  discontinued 
at  least  two  weeks  prior  to  the  cautious  initiation  of 
therapy  with  Sinequan  (doxepin  HCI).  The  exact 
length  of  time  may  vary  and  is  dependent  upon  the 
particular  MAO  inhibitor  being  used,  the  length  of 
time  it  has  been  administered,  and  the  dosage  in- 
volved. 

Precautions.  Since  drowsiness  may  occur  with  the 
use  of  this  drug,  patients  should  be  warned  of  that 
possibility  and  cautioned  against  driving  a car  or 
operating  dangerous  machinery  while  taking  this 
drug. 

Patients  should  also  be  cautioned  that  their  re- 
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sponse  to  alcohol  may  be  potentiated. 

Since  suicide  is  an  inherent  risk  in  any  depressed 
patient  and  may  remain  so  until  significant  im- 
provement has  occurred,  patients  should  be  closely 
supervised  during  the  early  course  of  therapy. 

Although  Sinequan  (doxepin  HCI)  has  signifi- 
cant tranquilizing  activity,  the  possibility  of  activa- 
tion of  psychotic  symptoms  should  be  kept  in  mind. 

Other  structurally  related  psychotherapeutic 
agents  (e  g.,  iminodibenzyls  and  dibenzocyclohep- 
tenes)  are  capable  of  blocking  the  effects  of  guan- 
ethidine  and  similarly  acting  compounds  in  both 
the  animal  and  man.  Sinequan  (doxepin  HCI), 
however,  does  not  show  this  effect  in  animals.  At 
the  usual  clinical  dosage,  75  to  150  mg.  per  day. 
Sinequan  (doxepin  HCI)  can  be  given  concomi- 
tantly with  guanethidine  and  related  compounds 
without  blocking  the  antihypertensive  effect.  At 
doses  of  300  mg.  per  day  or  above,  Sinequan 
(doxepin  HCI)  does  exert  a significant  blocking 
effect.  In  addition,  Sinequan  (doxepin  HCI)  was 
similar  to  the  other  structurally  related  psychothera- 
peutic agents  as  regards  its  ability  to  potentiate 
norepinephrine  response  in  the  animal.  However, 
in  the  human  this  effect  was  not  seen.  This  is  in 
agreement  with  the  low  incidence  of  the  side  effect 
of  tachycardia  seen  clinically. 

Adverse  Reactions.  Anticholinergic  Elfects:  Dry 
mouth,  blurred  vision,  and  constipation  have  been 
reported.  They  are  usually  mild,  and  often  subside 
with  continued  therapy  or  reduction  of  dose. 

Central  Nervous  System  Effects:  Drowsiness  has 
been  obsen/ed.  This  usually  occurs  early  in  the 
course  of  treatment,  and  tends  to  disappear  as  ther- 
apy is  continued. 


Cardiovascular  Effects:  Tachycardia  and  hypo- 
tension have  been  reported  infrequently. 

Other  infrequently  reported  side  effects  include 
extrapyramidal  symptoms,  gastrointestinal  reactions, 
secretory  effects  such  as  increased  sweating,  weak- 
ness, dizziness,  fatigue,  weight  gain,  edema,  pares- 
thesias, flushing,  chills,  tinnitus,  photophobia,  de- 
creased libido,  rash,  and  pruritus. 

Dosage.  For  most  patients  with  illness  of  mild  to 
moderate  severity,  a starting  dose  of  25  mg.  t.i.d. 
is  recommended.  Dosage  may  subsequently  be  in- 
creased or  decreased  at  appropriate  intervals  and 
according  to  individual  response.  The  usual  opti- 
mum dose  range  is  75  mg. /day  to  150  mg./day. 

In  more  severely  ill  patients  an  initial  dose  of 
50  mg.  t.i.d.  may  be  required  with  subsequent  grad- 
ual increase  to  300  mg./day  if  necessary.  Addi- 
tional therapeutic  effect  is  rarely  to  be  obtained  by 
exceeding  a dose  of  300  mg./day. 

In  patients  with  very  mild  symptomatology  or 
emotional  symptoms  accompanying  organic  disease, 
lower  doses  may  suffice.  Some  of  these  patients 
have  been  controlled  on  doses  as  low  as  25-50 
mg./day. 

Although  optimal  antidepressant  response  may 
not  be  evident  for  two  to  three  weeks,  antianxiety 
activity  is  rapidly  apparent. 

Supply.  Sinequan  (doxepin  HCI)  is  available  as 
capsules  containing  doxepin  HCI  equivalent  to  10 
mg.,  25  mg.,  and  50  mg.  of  doxepin  in  bottles  of 
100;  and  25  mg.  and  50  mg.  in  bottles  of  1000. 

More  detailed  professional  information  available 
on  request. 
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Aunt  Sarah, 

Hove  you. 


Remember  my  10th  birthday,  when 
you  gave  me  that  funny  piece  of  green 
paper  and  everybody  made  such  a 
fuss  over  it.  (Except  me.)  Frankly,  it 
was  a pretty  disappointing  present 
for  a kid.  I couldn’t  eat  it,  couldn’t 
play  with  it,  couldn’t  wear  it — and 
Mom  took  it  away  from  me  practi- 
cally the  minute  I got  it. 

.And  every  birthday  after  that  (and 
Christmas,  too),  you  gave  me  an- 
other one  of  those  Botids,  you  called 
them.  I thought  you  were  pretty 
gooney. 


At  least,  I never  had  to  guess  what 
I was  going  to  get  from  good  old  reli- 
able Aunt  Sarah. 

And  what  I got  was  good  old  reli- 
able U.S.  Savings  Bonds. 

What  I didn’t  realize  then  was  that 
you  gave  me  a gift  of  security  for  the 
future.  Thanks  to  you  and  those 
Bonds,  I had  extra  funds  for  college. 
And  they  helped  when  I bought  my 
first  new  car. 

Next  week,  I’m  giving  my  nephew, 
Harry,  his  first  U.S.  Savings  Bond. 


I know  the  kid  is  gonna  think  I’m 
some  kind  of  nut.  But,  someday  . . . 


Bonds  are  safe.  If  lost,  stolen,  or  destroyed, 
we  replace  them.  When  needed,  they  can  be 
cashed  at  your  bank.  Tax  may  be  deferred 
until  redemption.  And  always  remember, 
Bunds  are  a proud  way  to  save. 


Take  stock  in  America. 

Now  Bonds  pay  a bonus  at  maturity. 


©@: 


Thr  U.S.  Government  doct  not  pay  for  this  advertisement. 
It  is  prcKnted  as  a public  service  in  cooperation  with  The 
Department  of  the  Treasury  and  The  Advertisin/j  Council. 
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Month  in  Washington 


Secretary  Elliot  L.  Richardson,  U.S.  Department  of 
Health,  Education,  and  Welfare,  approved  a proposed 
regulation  to  authorize  insurance  carriers  to  issue  con- 
tracts for  prepaid  group  medical  service  to  persons  in 
any  state  regardless  of  any  restrictive  state  law. 

Authority  for  the  proposed  regulation  was  granted  by 
Congress  last  year  in  a law  sponsored  by  Senator  Ed- 
ward M.  Kennedy  (Democrat,  Massachusetts)  who  also 
is  the  chief  congressional  sponsor  of  organized  labor’s 
all-out  proposal  on  national  health  insurance.  Under 
the  terms  of  the  law,  the  secretary  of  HEW  can  authorize 
insurance  carriers  who  provide  coverage  through  the 
Federal  Employee  Health  Benefits  program  to  issue  con- 
tracts for  the  group  medical  services. 

Forty-one  prime  health  insurance  carriers  presently 
provide  coverage  through  the  Federal  Employee  Health 
Benefits  program.  The  actual  number  of  insurance  car- 
riers affected  by  the  law  could  total  in  the  hundreds  be- 
cause of  reinsurance  contracts  between  prime  carriers 
and  other  insurance  providers,  according  to  a spokesman 
for  the  department’s  Office  of  Group  Practice  Develop- 
ments. 

The  regulation  allows  the  HEW  secretary  to  authorize 
the  insurance  companies  “to  issue  in  any  state  contracts 
entitling  any  person  as  a beneficiary  to  receive  compre- 
hensive medical  services  from  a group  practice  unit  or 
organization”  with  which  the  company  has  contracted 
for  the  provision  of  group  services. 

The  proposed  regulation  would  be  to  override  those  re- 
strictions “enabling  insurance  carriers  to  issue  contracts 
for  prepaid  group  medical  services  to  any  individual  in 
any  state,”  an  HEW  announcement  said. 

HEW  said  as  many  as  50  million  residents  of  the  20 
states  with  laws  restricting  group  practice  could  become 
eligible  for  group  health  plans. 

Such  plans,  as  described  in  the  proposed  rules,  offer 
preventive,  diagnostic,  and  therapeutic  medical  services 
in  a single  organization  on  a prepaid  basis. 

“A  medical  group  . . . shall  include  at  least  a general 
practitioner  and  representatives  of  each  of  the  following 
medical  specialties:  general  surgery,  obstetrics,  internal 
medicine,  pediatrics,  and  otolaryngology,”  the  proposal 
said. 

Kennedy  applauded  HEW’s  move  but  criticized  the 
delay.  “The  cause  of  the  delay  is  no  secret,”  he  said  in  a 
statement.  “For  months  the  profitmaking  commercial 
industry  fought  to  obtain  a larger  role.” 

He  said  that  while  the  intent  of  Congress  prevailed  the 
delay  shows  “the  virtual  stranglehold  the  health  insur- 
ance lobby  has  on  this  administration.” 

* * ♦ 

The  American  Medical  Association  told  Congress  that 
the  attack  on  cancer  can  be  most  effectively  conducted 
through  the  National  Cancer  Institute  within  the  Na- 
tional Institutes  of  Health,  rather  than  through  a sepa- 
rate and  autonomous  agency. 

Testifying  before  the  House  Health  and  Environment 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


Subcommittee,  Franz  J.  Ingelfinger,  M.D.,  editor  of  the 
Neu-  England  Journal  of  Medicine  and  a member  of  the 
Advisory  Committee  on  Medical  Sciences  to  the  AMA’s 
Board  of  Trustees,  said  that  “the  effort  to  cure  cancer 
will  have  to  be  a coordinated  effort  with  full  involvement 
of  all  the  national  institutes  (of  health).” 

There  is  another  compelling  reason  to  retain  the 
cancer  program  within  NIH  and  that  is  to  keep  the 
NIH  intact  rather  than  have  it  become  fragmented  in- 
to independent  agencies  ....  Under  the  latter  condi- 
tions the  agencies  would  be  competing  for  support 
and  recognition  rather  than  collaborating  for  scientific 
progress.  The  NIH  is  generally  regarded  in  the  inter- 
national scientific  community  as  one  of  the  most 
splendid  scientific  achievements  of  the  20th  century. 
To  impair  the  effectiveness  of  this  productive  organi- 
zation would  be  unwise.  The  integrity  of  the  NIH 
should  be  maintained  and  increased  support  provided. 

Dr.  Ingelfinger  expressed  opposition  to  a compromise 
measure  passed  by  the  Senate  which  would  create  a new 
independent  Conquest  of  Cancer  Agency  within  the 
NIH.  He  said  that  the  autonomy  proposed  for  such  a 
new  agency  would  “threaten  the  structure  of  the  Na- 
tional Institutes  of  Health  and  impair  research  efforts  in 
all  fields.” 

Dr.  Ingelfinger  cautioned  against  expecting  any  quick 
victory  over  cancer. 

W’e  believe  . . . that  false  hopes  should  not  be  created 
and  that  people  should  not  be  led  to  believe  that  with 
enough  money  and  enough  effort  cancer  will  quickly  be 
conquered.  . . . Although  many  encouraging  develop- 
ments have  occurred  in  the  last  few  years  that  justify 
the  major  national  effort  proposed  in  House  Bill  10681, 
the  problems  to  be  solved  are  very  complex.  Much 
basic  research  work  remains  to  be  done.  Everyone 
should  be  prepared  for  steady  but  perhaps  slow  prog- 
ress. We  should  also  recognize  that  chance  discover- 
ies by  scientists  working  in  totally  different  fields  may 
set  the  stage  for  significant  future  progress.  This  has 
occurred  repeatedly  in  the  history  of  scientific  dis- 
covery, and  consequently  basic  scientific  research 
should  be  allowed  a high  degree  of  individuality  and 
spontaneity. 

. . . The  American  Medical  Association  advocates  a 
program  attacking  cancer  through  greatly  intensified 
and  coordinated  research  efforts.  We  believe  that  in 
the  interests  of  the  public  and  in  order  to  avoid  any 
splintering  of  efforts,  the  program,  adequately  funded, 
should  be  administered  within  the  National  Institutes 
of  Health  under  a director  having  responsibility  for 
all  biomedical  research. 

Other  AMA  presentations  on  national  legislation  are 
the  following: 

Physician-shortage  areas.  The  AMA  supported  leg- 
islation that  would  provide  Federal  aid  to  individual  or 
small  groups  of  physicians  in  establishing  medical  prac- 

continued  on  page  2615 
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Amid  all  the  clamor  about  coexisting  anxiety  and  depression 


a quiet  word  for  Aventyl®  HCl 

Nortriptyline  Hydrochloride 


Certainly,  it’s  often  a dual  problem.  Anxiety  and 
depression  do  coexist  — and  olten. 

However,  when  experience,  education,  and  good 
judgment  lead  physicians  to  a diagnosis  ol  depression, 
many  of  them  turn  to  Aventyl  HCl. 


when  it’s  depression 

AVENTYL*  HCl 

NORTRIPTYLINE  HYDROCHLORIDE 

Please  see  next  page  for  prescribing  injormation. 
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AVENTYCHCl 

NORTRIPTYLINE  HYDROCHLORIDE 

when  it’s  depression 


Indications:  Aventyl®  HCI  (nortriptyline  hydrochloride,  Lilly)  is  indicated  for  the 
relief  of  symptoms  of  depression.  Endogenous  depressions  are  more  likely  to  be 
alleviated  than  are  other  depressive  states. 

Contraindications:  The  use  of  Aventyl  HCI  or  other  tricyclic  antidepressants  con- 
currently with  a monoamineoxidase  (MAO)  inhibitor  is  contraindicated.  Hyperpyretic 
crises,  severe  convulsions,  and  fatalities  have  occurred  when  similar  tricyclic  anti- 
depressants were  used  in  such  combinations.  Discontinue  the  MAO  inhibitor  for  at 
least  two  weeks  before  treatment  with  Aventyl  HCI.  Patients  hypersensitive  to  Aventyl 
HCI  should  not  be  given  the  drug. 

Cross-sensitivity  between  Aventyl  HCI  and  other  dibenzazepines  is  a possibility. 

Aventyl  HCI  is  contraindicated  during  the  acute  recovery  period  after  myocardial 
infarction. 

Warnings:  Cardiovascular  patients  should  be  supervised  closely  because  of  the  tend- 
ency of  Aventyl  HCI  to  produce  sinus  tachycardia  and  to  prolong  the  conduction  time. 
Myocardial  infarction,  arrhythmia,  and  strokes  have  occurred.  The  antihypertensive 
action  of  guanethidine  and  similar  agents  may  be  blocked.  Because  of  its  anticholinergic 
activity,  Aventyl  HCI  should  be  used  with  great  caution  in  patients  who  have  glaucoma 
or  a history  of  urinary  retention.  Patients  with  a history  of  seizures  should  be  followed 
closely,  inasmuch  as  this  drug  is  known  to  lower  the  convulsive  threshold.  Great  care 
is  required  if  Aventyl  HCI  is  given  to  hyperthyroid  patients  or  to  those  receiving  thyroid 
medication,  since  cardiac  arrhythmias  may  develop. 

Usage  in  Pregnancy—Saie  use  of  Aventyl  HCI  during  pregnancy  and  lactation  has 
not  been  established;  therefore,  the  potential  benefits  of  administration  to  pregnant 
patients,  nursing  mothers,  or  women  of  childbearing  potential  must  be  weighed  against 
the  possible  hazards. 

Usage  in  Children— 'W\\%  drug  is  not  recommended  for  use  in  children,  since  safety 
and  effectiveness  in  the  pediatric  age  group  have  not  been  established. 

Aventyl  HCI  may  impair  the  mental  and/or  physical  abilities  required  for  the  per- 
formance of  hazardous  tasks,  such  as  operating  machinery  or  driving  a car;  therefore, 
the  patient  should  be  warned  accordingly. 

Precautions:  Aventyl  HCI  in  schizophrenic  patients  may  result  in  an  exacerbation  of 
the  psychosis  or  may  activate  latent  schizophrenic  symptoms.  In  overactive  or  agitated 
patients,  increased  anxiety  and  agitation  may  occur.  In  manic-depressive  patients, 
Aventyl  HCI  may  cause  symptoms  of  the  manic  phase  to  emerge. 

Troublesome  patient  hostility  may  be  aroused  by  the  use  of  Aventyl  HCI.  Epileptiform 
seizures  may  accompany  its  administration,  as  is  true  of  other  drugs  of  its  class. 

Close  supervision  and  careful  adjustment  of  the  dosage  are  required  when  Aventyl 
HCI  is  used  with  other  anticholinergic  drugs  and  sympathomimetic  drugs. 

The  patient  should  be  informed  that  the  response  to  alcohol  may  be  exaggerated. 

When  necessary,  the  drug  may  be  administered  with  electroconvulsive  therapy, 
although  the  hazards  may  be  increased.  Discontinue  the  drug  for  several  days,  if 
possible,  prior  to  elective  surgery. 

Because  the  possibility  of  a suicidal  attempt  by  a depressed  patient  remains  after 
the  initiation  of  treatment,  dispense  the  least  possible  quantity  of  drug  at  any  given 
time 

Both  elevation  and  lowering  of  blood  sugar  levels  have  been  reported. 

Adverse  Reactions:  Note:  Included  in  the  following  list  are  a few  adverse  reactions 
that  have  not  been  reported  with  this  specific  drug.  However,  the  pharmacologic 
similarities  among  the  tricyclic  antidepressant  drugs  require  that  each  of  the  reactions 
be  considered  when  nortriptyline  is  administered. 

Carc//ovascu/ar— Hypotension,  hypertension,  tachycardia,  palpitation,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke. 

Psycfi/afr;c— Confusional  states  (especially  in  the  elderly)  with  hallucinations, 
disorientation,  delusions;  anxiety,  restlessness,  agitation;  insomnia,  panic,  and  night- 
mares; hypomania,  exacerbation  of  psychosis. 

AVeuro/og/ca/— Numbness,  tingling,  paresthesias  of  extremities;  in-co-ordination, 
ataxia,  tremors;  peripheral  neuropathy,  extrapyramidal  symptoms;  seizures,  alteration 
in  EEC  patterns;  tinnitus. 


Anticholinergic— Dry  mouth  and,  rarely,  associated  sublingual  adenitis;  blurred 
vision,  disturbance  of  accommodation,  mydriasis;  constipation,  paralytic  ileus;  urinary 
retention,  delayed  micturition,  dilation  of  the  urinary  tract. 

Allergic-Skm  rash,  petechiae,  urticaria,  itching,  photosensitization  (avoid  exces- 
sive exposure  to  sunlight);  edema  (general  or  of  face  and  tongue),  drug  fever,  cross- 
sensitivity with  other  tricyclic  drugs. 

/-/emafo/og/c— Bone-marrow  depression,  including  agranulocytosis;  eosinophilia; 
purpura;  thrombocytopenia. 

Gasfro-/nfesf/na/— Nausea  and  vomiting,  anorexia,  epigastric  distress,  diarrhea; 
peculiar  taste,  stomatitis,  abdominal  cramps,  blacktongue. 

Endocr/ne— Gynecomastia  in  the  male;  breast  enlargement  and  galactorrhea  in 
the  female;  increased  or  decreased  libido,  impotence;  testicular  swelling;  elevation  or 
depression  of  blood  sugar  levels. 

Ofder— Jaundice  (simulating  obstructive);  altered  liver  function;  weight  gain  or 
loss;  perspiration;  flushing;  urinary  frequency,  nocturia;  drowsiness,  dizziness,  weak- 
ness, and  fatigue:  headache;  parotid  swelling;  alopecia. 

Withdrawal  Symptoms— Though  these  are  not  indicative  of  addiction,  abrupt 
cessation  of  treatment  after  prolonged  therapy  may  produce  nausea,  headache,  and 
malaise. 


Administration  and  Dosage:  Aventyl  HCI  is  not  recommended  for  children. 

Aventyl  HCI  is  administered  orally  in  the  form  of  Pulvules®  or  liquid.  Lower  than 
usual  dosages  are  recommended  for  elderly  patients,  adolescents,  and  outpatients 
not  under  close  supervision.  Start  dosage  at  a low  level  and  increase  gradually,  noting 
carefully  the  clinical  response  and  any  evidence  of  intolerance.  Following  remission, 
maintenance  medication  may  be  required  for  a longer  period  at  the  lowest  effective 
dose. 

If  a patient  develops  minor  side-effects,  reduce  the  dosage.  Discontinue  the  drug 
promptly  if  serious  adverse  effects  or  allergic  manifestations  occur. 

Usual  Adult  Dose— 25  mg.  three  or  four  times  daily;  dosage  should  begin  at  a 
low  level  and  be  increased  as  required.  Doses  above  100  mg.  per  day  are  not  recom- 
mended. 

Elderly  and  Adolescent  Patients— 20  to  50  mg.  per  day,  in  divided  doses. 

Overdosage:  Toxic  overdosage  may  result  in  confusion,  restlessness,  agitation,  vomit- 
ing, hyperpyrexia,  muscle  rigidity,  hyperactive  reflexes,  tachycardia,  EGG  evidence  of 
impaired  conduction,  shock,  congestive  heart  failure,  stupor,  coma,  and  C.N.S.  stimu- 
lation with  convulsions  followed  by  respiratory  depression.  Deaths  have  occurred  fol- 
lowing overdosage  with  drugs  of  this  class. 

No  specific  antidote  is  known.  General  supportive  measures  are  indicated,  with 
gastric  lavage.  Respiratory  assistance  is  apparently  the  most  effective  measure  when 
indicated.  The  use  of  C.N.S.  depressants  may  worsen  the  prognosis. 

Barbiturates  for  control  of  convulsions  alleviate  an  increase  in  the  cardiac  work 
load  but  should  be  used  with  caution  to  avoid  potentiation  of  respiratory  depression. 

Intramuscular  paraldehyde  or,  preferably,  diazepam  provides  anticonvulsant  ac- 
tivity with  less  respiratory  depression  than  do  the  barbiturates. 

Digitalis  and/or  pyridostigmine  may  be  considered  in  serious  cardiovascular  abnor- 
malities or  cardiac  failure. 

The  value  of  dialysis  has  not  been  established. 

How  Supplied:  Liquid  Aventyl®  HCI  (nortriptyline  hydrochloride,  Lilly),  10  mg. 
(equivalent  to  base)  per  5 ml.,  in  pint  bottles. 

Pulvules  Aventyl®  HCI  (Nortriptyline  Hydrochloride  Capsules,  N.F.),  10  and  25  mg. 
(equivalent  to  base),  in  bottles  of  100  and  500.  [ioostoa] 

Additional  information  available  to  the  prcfession  on  request. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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tices  in  rural  areas,  small  towns,  and  low-income,  inner- 
city  areas. 

The  legislation  (S.  2269)  would  amend  the  National 
Housing  Act  to  authorize  mortgage  insurance  for  the 
construction  and  rehabilitation  of  medical  facilities  for 
the  practice  of  one  to  four  physicians  in  physician-short- 
age areas.  In  1966,  mortgage  insurance  was  authorized 
for  establishment  of  nonprofit  group  practices.  The  cur- 
rent legislation  would  extend  that  program. 

John  M.  Chenault,  M.D.,  a member  of  the  AMA 
Board  of  Trustees,  spoke  for  the  Association.  He  said: 

One  of  the  problems  in  our  health  delivery  today 
relates  to  a shortage  of  necessary  manpower,  as  well 
as  the  lack  of  proper  distribution.  The  shortage  is 
particularly  emphasized  in  rural  areas  and  areas  of  low 
income.  The  failure  of  such  areas  to  attract  physi- 
cians can  be  attributed  to  many  factors  -tangible  and 
intangible — and  the  problem  is  a complex  one.  We 
should,  however,  provide  incentives  and  encourage- 
ment to  physicians  to  meet  the  needs  of  those  areas. 

The  American  Medical  Association  supports  a plu- 
ralistic system  of  delivery  of  health  care  embracing 
various  forms  of  health-care  delivery.  Each  type  of 
health-care  delivery  mechanism,  including  group 
practices,  has  its  advantages.  The  group  type  of  prac- 
tice, however,  is  neither  feasible  nor  desirable  for  all 
of  the  nation’s  physicians  .... 

It  is  readily  apparent  that  not  all  areas  will  attract 
the  same  kind  of  group  practice,  nor  could  a rural  area 
support  the  establishment  of  the  same  type  of  practice 
as  might  be  set  up  in  larger,  more  urban  communi- 
ties. 

S.  2269,  by  providing  financing  assistance,  may  help 
to  stimulate  the  establishment  of  a medical  practice 
by  an  individual  practitioner  or  a small  group  of  physi- 
cians in  small  and  rural  communities  and  inner  city 
areas  having  physician  shortages. 

In  considering  these  amendments,  we  believe  the 
provisions  in  the  bill  concerning  the  maximum  loan 
should  be  reviewed.  We  recommend  that  the  limita- 
tion of  $150,000  should  be  raised  so  as  not  to  preclude 
the  establishment  of  a facility  with  potentially  broad 
health  delivery  capability  where  such  facility  and 
staff  were  warranted  in  a community.  The  figure  pro- 
posed in  the  bill  might  act  to  limit  construction  of 
beneficial  facilities  in  certain  areas. 

National  institute  for  health  care  delivery.  The 
AMA  questioned  the  desirability  of  establishing  a Na- 
tional Institute  for  Health  Care  Delivery. 

In  a letter  to  Senator  J.  Glenn  Beall,  Jr.  (Republican, 
Maryland)  who  made  the  proposal  and  invited  AMA’s 
comment,  Ernest  B.  Howard,  M.D.,  AMA  executive 
vice-president,  said: 

As  we  understand  your  proposal,  a National  Insti- 
tute of  Health  Care  Delivery  would  be  established,  for 
the  purpose  of  developing  improvements  in  health  care 
delivery,  the  Institute  being  perhaps  comparable  to 
NIH  and  NASA.  Through  the  use  of  “think  tanks” 
and  developmental  labs,  the  institute  would  examine 
our  existing  health  care  system  and  design  and  test 
components  of  a new  one. 

Our  health  delivery  system  is  constantly  responding 
to  improvements  in  medicine  as  they  are  developed. 
These  changes  occur  through  many  means — the  medi- 


cal schools,  university,  and  other  hospitals,  clinics, 
continuing  education  (both  formal  and  informal),  and 
community  j)ractices  of  all  types.  One  of  the  strengths 
of  our  health  care  system  is  its  pluralistic  nature  which 
can  absorb  and  respond  to  changes  as  new  medical 
and  scientific  knowledge  is  developed. 

Your  pursuit  for  improvements  in  our  health  care 
delivery  is  a most  laudable  one,  and  one  in  whose  ob- 
jectives the  medical  profession  shares.  We  have  some 
reservations,  however,  as  to  whether  improvements 
in  our  health  delivery  system  can  respond  in  the  labor- 
atory in  the  same  manner  as  medical  or  scientific  re- 
search or  the  NASA  program.  Many  of  the  elements 
of  our  health  care  delivery,  some  referred  to  in  your 
comments,  are  currently  under  careful  examination 
and  experimentation. 

Your  proposal  would  apparently  parallel  in  many 
respects  the  National  Center  for  Health  Services  Re- 
search and  Development,  only  recently  created,  and  it 
is  not  clear  how  the  two  would  relate  to  each  other. 
Perhaps  an  expansion  of  activities  of  the  existing  cen- 
ter should  be  the  vehicle  for  the  contemplated  pro- 
grams. 

Military  medical  school.  The  AMA  opposed  estab- 
lishment of  a military  medical  school. 

Testifying  before  the  House  Armed  Services  Commit- 
tee, Bland  W.  Cannon,  M.D.,  a member  of  the  AMA’s 
Council  of  Medical  Education,  said: 

. . . We  cannot  emphasize  too  strongly  that  our  con- 
cern is  that  the  men  and  women  in  our  uniformed  ser- 
vices should  receive  nothing  less  than  the  best  in  medi- 
cal care.  There  is  no  reason  why  they  should  not  con- 
tinue to  receive  care  from  physicians  trained  in  a med- 
ical education  system  which  has  proved  itself  to  be  un- 
excelled. We  support  an  expansion  and  greater  utili- 
zation of  this  system  rather  than  the  development  of 
a new  and  different  kind  of  institution  .... 

One  aspect  of  the  nation’s  goals  for  more  physicians 
is  the  need  of  the  uniformed  services,  and  it  is  to  this 
one  aspect  that  H.R.  2 is  directed.  The  AMA  believes 
it  is  vital  that  the  number  of  physicians  in  the  uni- 
formed services  be  adequate  to  enable  them  to  carry 
out  their  missions,  and  that  those  physicians  be  thor- 
oughly trained  and  competent  in  order  that  those 
serving  our  country  in  the  uniformed  services  might 
receive  the  best  possible  medical  care.  However,  it 
is  doubtful  that  these  objectives  can  best  be  realized 
through  establishment  of  a separate  uniformed  forces 
medical  school,  as  called  for  in  H.R.  2. 

In  our  opinion,  it  would  be  very  unwise  to  establish 
a separate  medical  school  specifically  to  train  physi- 
cians for  the  uniformed  services  in  which  all,  or  a sig- 
nificant portion,  of  the  physicians  serving  in  these 
forces  would  receive  their  medical  training.  We  be- 
lieve it  is  very  important  that  the  armed  forces  take 
full  advantage  of  the  resources  and  facilities  of  the 
existing  medical  schools  of  the  United  States  in  train- 
ing their  medical  manpower,  and  that  such  training 
not  be  restricted  in  any  degree  to  a single  school  es- 
tablished for  that  purpose.  We  also  believe  that  it 
would  be  possible  to  train  larger  numbers  of  physicians 
in  a shorter  period  of  time,  for  a lesser  cost  if  the  exist- 
ing schools  are  used. 

The  AMA  supported  provisions  in  the  legislation  for 
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Fundamental  to  an  improved  outlook  in  Emphysema 


1.  The  sympathetic  and 
supportive  physician 

Bronkotabs  reduces  the  work  of  breathing  when 
used  as  part  of  the  routine  day-in,  day-out 
management  of  emphysema.  Its  efficient 
bronchodilating,  decongestant  and  expectorant 
actions  help  keep  airways  open  and  free  of 
excess  mucus.  By  improving  pulmonary 
function,  Bronkotabs  helps  restore  alveolar 
ventilation  and  decrease  the  severity  of 

BRONKOTABS* 

Each  tablet  contains  ephedrine  sulfate  24  mg; 
glyceryl  guaiacolate  100  mg;  theophylline  100  mg; 
phenobarbital  8 mg  (warning;  may  be  habit-forming). 


2.  Bronkotabs  to  reduce 
the  work  of  breathing 

symptoms.  For  the  patient  who  has  considerable 
difficulty  during  the  night,  Bronkotabs  taken 
at  bedtime  often  proves  useful.  Working 
together,  Bronkotabs  and  Bronkometer  can 
offer  impressive  benefits  in  a comprehensive 
rehabilitation  program  designed  to  reduce 
progressive  deterioration  of  pulmonary  function. 


BRONKOMETER* 

Contains  Dilabron®  (brand  of  isoetharine 

mesylate)  0,6%;  phenylephrine 

HCI  0.125%;  thenyidiamine  HCI  0.05%. 


the  right  combination  in  chronic  bronchitis /emphysema /asthma 


BREON  LABORATORIES  INC. 

90  I'jtk  Avenue,  New  York,  N Y.  100 U. 
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BRONKOTABS* 

Each  tablet  contains  ephedrine  sulfate  24  mg; 
glyceryl  gualacolate  100  mg;  theophylline  100  mg; 
phenobarbital  8 mg  (warning;  may  be  habit-forming). 


BRONKOTABS-RECOMMENDED  DOSAGE: 
One  tablet  every  3 or  4 hours,  not  to  exceed 
five  times  dally.  Children  over  6:  one  half 
adult  dose. 

PRECAUTIONS:  Sympathomimetic  side  ef- 
fects are  minimal,  and  there  are  none  of  the 
dangers  or  side  effects  associated  with  steroid 
therapy.  However,  frequent  or  prolonged  use 
may  cause  nervousness,  restlessness  or  sleep- 
lessness. Bronkotabs  should  be  used  with  cau- 
tion In  the  presence  of  hypertension,  heart 
disease  or  hyperthyroidism.  Drowsiness  may 
occur. 

SUPPUED:  Bottles  of  100  and  1.000  scored 
tablets. 
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helping  medical  students  with  scholarships  with  a re- 
quirement that  they  serve  on  active  duty  for  a number 
of  years  after  completion  of  training  and  utilizing  mili- 
tary medical  facilities  for  the  training  of  future  military 
medical  officers. 

The  AMA  said  that  through  affiliation  agreements  be- 
tween existing  medical  schools  and  the  armed  services, 
“larger  numbers  of  physicians  could  be  produced  for  the 
uniformed  services  at  substantially  lower  costs,  in  a 
shorter  period  of  time,  and  with  the  quality  of  the  medi- 
cal education  assured.” 

Despite  the  opposition  of  the  AMA  and  the  Associa- 
tion of  American  Medical  Colleges  the  committee  unani- 
mously, 31  to  0,  approved  the  bill.  The  legislation  would 
authorize  a medical  student  scholarship  program  of  $210 
million  over  the  next  five  years.  The  military  medical 
school  would  be  built  in  the  Washington  area. 


BRONKOMETER* 

Contains  Dilabron*  (brand  of  isoetharine 

mesylate)  0.6%;  phenylephrine 

HCI  0.125%;  thenyidlamlne  HCI  0.05%. 


BRONKOMETER -COMPOSITION;  Each  ml 
of  solution  supplies  at  the  mouthpiece  20  me- 
tered doses  of  350  meg  isoetharine  mesylate 
(0.6%),  70  meg  phenylephrine  HCI  (0.125%) 
and  30  meg  thenyldiamine  HCI  (0.05%)  with 
saccharin  and  menthol  plus  fluorochlorohy- 
drocarbons  as  gaseous  propellants.  Preserved 
with  ascorbic  acid  0.1%  and  alcohol  30%. 
RECOMMENDED  DOSAGE : The  average  dose 
is  one  or  two  inhalations.  Occasionally,  more 
may  be  required.  It  is  important,  however,  to 
wait  one  full  minute  after  the  initial  one  or 
two  Inhalations  in  order  to  be  certain  that 
another  is  necessary.  In  most  cases,  inhalations 
need  not  be  repeated  more  often  than  every 
four  hours,  although  more  frequent  adminis- 
tration may  be  necessary  in  severe  cases. 
CONTRAINDICATION : Hypersensitivity  to 
any  component. 

PRECAUTIONS : Although  Bronkometer  is 
relatively  free  of  toxic  side  effects,  too  fre- 
quent use  may  cause  tachycardia,  palpitation, 
nausea,  headache,  changes  in  blood  pressure, 
anxiety,  tension,  restlessness,  insomnia,  tremor, 
weakness,  dizziness  and  excitement  as  is  the 
case  with  other  sympathomimetic  amines. 
Bronkometer  should  not  be  administered 
along  with  epinephrine  or  other  sympathomi- 
metic amines  as  such  drugs  are  direct  cardiac 
stimulants  and  may  cause  excessive  tachy- 
cardia. They  may,  however,  be  alternated  if 
desired.  Dosage  must  be  carefully  adjusted  in 
patients  with  hyperthyroidism,  hypertension, 
acute  coronary  disease,  cardiac  asthma,  lim- 
ited cardiac  reserve  and  in  individuals  sensi- 
tive to  sympathomimetic  amines,  since  over- 
dosing may  result  in  tachycardia,  palpitation, 
nausea,  headache  or  epinephrine -like  side 
effects. 

HOW  SUPPLIED;  Bronkometer  tpr  10  ml  Re- 
fill with  Actuator  (Code  No.  1184);  Bron- 
kometer tpr  10  ml  Refill  only  (Code  No.  1183) ; 
Bronkometer  10  ml  Vial  with  Oral  Nebulizer 
(Code  No.  1193);  Bronkometer  20  ml  Vial 
with  Orcil  Nebulizer  for  desk  or  bedside  (Code 
No.  1182). 
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Active /Passive.  The  Crucial  Psychological  Dimen- 
sion. By  Edrita  Fried,  Ph.D.  Octavo  of  222  pages. 
New  York,  Grune  & Stratton,  Inc.,  1970.  Cloth,  $7.95. 

Dr.  Edrita  Fried,  a psychologist  training  analyst  at  the 
Post-Graduate  Center  for  Mental  Health,  has  given  us 
an  interesting  and  readable  study  covering  much  of  hu- 
man behavior,  using  activity  and  passivity  as  the  oppo- 
site poles  of  human  function. 

Apathy  is  equated  with  passivity  and  the  latter  “is 
the  offender  responsible  for  listlessness  and  depression.” 
. . . “Passivity  equals  punishment  primarily  of  the  self 
but  also  of  others.  . . . An  apathetic  person,  unlike  a 

healthy  sleeper,  cannot  slip  swiftly  into  a ready,  set,  go 
condition.  In  fact,  the  paralyzing  passivity  is  hard  to 
shake.”  . . . Most  passivity  is  due  to  improper  maternal 
relationships. 

The  author  draws  on  neurophysiologic  studies  to  prove 
her  points  . . . “Brain  studies  show  that  the  human  or- 
ganism is  active  and  not  reactive.” 

In  reading  this  little  volume  one  is  impressed  by  Dr. 
Fried’s  thoughtful,  incisive  presentation.  Otherwise, 
one  could  be  tempted  to  use  her  criticism  of  people  given 
to  generalization  and  oversimplification.  “Simplifi- 
cation of  thought  and  expression,  in  one  form  or  another, 
belongs  to  this  category  of  protective  devices.  We  re- 
sort to  a variety  of  simplifying  measures  to  ensure  the 
safe  feeling  that  the  complexity  of  the  world  can  be  com- 
prehended. It  is  through  tricks  of  language.  ” . . . 

Dr.  Fried’s  book  can  be  read  with  profit  by  those  in  the 
field  of  psychotherapy.  There  are  case  summaries  il- 
lustrating the  benefits  of  the  author’s  subtle  understand- 
ing and  management  of  patients  and  their  problems. 
Arthur  J.  Lapovsky,  M.D. 

Abortion.  Changing  Views  and  Practice.  Edited  by 
R.  Bruce  Sloane,  M.D.  Quarto  of  182  pages,  illustrated. 
New  York,  Grune  & Stratton,  Inc.,  1971.  Cloth,  $7.75. 

continued  on  page  2618 


November  1 5,  1 971  New  York  State  Journal  of  Medicine  2617 


Still  serving... 


continued  from  page  2617 

This  compilation  of  varying  points  of  view  in  regard  to 
abortion  is  well  conceived  and  very  well  organized.  Six- 
teen different  articles  are  presented,  six  covering  “at- 
titudes”— legal,  religious,  sociological,  and  mediceJ 
with  considerable  emphasis  on  psychiatric  opinions. 
The  remaining  ten  articles  are  devoted  to  reviews  and 
studies  which  cover  the  same  subjects  but,  supported  by 
attempts  through  the  use  of  questionnaires  and  research 
through  hospital  records  and  health  department  records, 
try  to  put  them  on  a more  scientific  basis. 

For  the  most  part  it  is  difficult  to  arrive  at  definite 
conclusions  because  of  lack  of  information  over  suffi- 
ciently long  periods  of  time,  although  some  of  the  studies 
from  abroad  do  overcome  this  difficulty. 

Since  the  book  is  in  large  part  reprinted  from  “Semi- 
nars in  Psychiatry”  (Vol.  2,  No.  3)  August,  1970,  there 
is  a strong  leaning  toward  this  phase  of  the  problem. 
The  Editor’s  conclusions  as  advanced  in  the  final  arti- 
cle, “The  Changing  Practice  of  Abortion,”  provide  an  ex- 
cellent summary  of  the  entire  work.  Sanford  Ka- 
minester,  M.D. 

AAOS,  Instructional  Course  Lectures,  Volume  XIX. 

By  American  Academy  of  Orthopaedic  Surgeons.  Quar- 
to of  236  pages,  illustrated.  St.  Louis,  Missouri,  The 
C;  V.  Mosby  Company,  Publishers,  1970.  Cloth,  $19.50. 

As  one  who  has  had  the  privilege  of  attending  with 
some  regularity  courses  given  by  the  Academy,  it  is  grati- 
fying to  note  that  there  has  been  a general  improvement 
of  both  the  selection  of  subjects  covered  and  the  great 
depth  in  which  they  are  discussed.  It  must  be  remem- 
bered that  a good  deal  of  the  value  of  the  subject  mat- 
ter contains  added  significance  in  the  question  and  an- 
swer period  which  usually  accompanies  the  courses.  The 
authors  are  all  experts  and  leaders  in  their  respective 
fields. 

Subject  matter  includes  a number  of  academic  sub- 
jects in  the  pathologic  and  diagnostic  fields,  in  addition 
to  many  clinical  subjects  covered  in  great  detail.  In  the 
former  group,  one  might  include  the  studies  of  fat  embo- 
lism, the  incidence  and  the  prevention  of  thromboem- 
bolic disease,  whereas  the  latter  covers  such  practical 
problems  as  braces  in  spasticity,  muscular  and  neuro- 
logic disorders,  three  extensive  discussions  of  fracture 
problems  in  the  aged  as  well  as  the  young. 

To  be  sure,  the  book  has  an  attraction  for  the  ortho- 
pedic surgeon,  but  I doubt  whether  any  interest  would 
extend  beyond  this  field.  However,  since  each  resident 
was  only  able  to  take  a few  courses  as  well  as  members  of 
the  Academy  who  likewise  are  limited  by  time  to  only  a 
limited  number  of  courses,  both  groups  will  find  this  a 
valuable  addition  to  their  library.  A good  deal  of  the 
material  has  probably  been  published  in  part,  in  the 
Journal  of  Bone  and  Joint  Surgery,  a monthly  publica- 
tion. Max  S.  Rabinowitz,  M.D. 


(meprobL  iote) 


WALl.Af.F  PHARMACEUil'.ALS 
Cronbury,  I'l.J.  08512  ^ 


Biochemistry:  a functional  approach.  By  R.  W.  Mc- 
Gilvery,  Ph.D.  Quarto  of  769  pages,  illustrated.  Phil- 
adelphia, W.  B.  Saunders  Company,  1970.  Cloth, 
$16.50. 

McGilvery’s  Biochemistry  must  be  a great  comfort  and 
pleasure  to  a large  and  appreciative  audience.  This 
delightfully  readable  volume  introduces  the  study  of  pro- 
tein logically  with  a lucid  description  of  hemoglobin 
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I 


the  compound  analgesic 
that  calms  instead  of  caffeinates 


In  addition  to  pain,  this  patient  has  experienced  anxiety, 
fear,  embarrassment,  anger,  and  frustration.  It's  very 
likely  that  these  psychic  factors  actually  accentuated  his 
perception  of  pain.  Surely  the  last  thing  he  needs  is  an 
analgesic  containing  caffeine.  A much  more  logical 
choice  is  Phenaphen  with  Codeine.  It  provides  a quarter 
grain  of  phenobarbital  to  take  the  nervous  "edge"  off, 
so  the  rest  of  the  formula  can  control  the  pain  more 
effectively.  It's  no  accident  that  the  Phenaphen  formu- 
lations contain  a sedative  rather  than  a stimulant.  Don't 
you  agree.  Doctor,  that  psychic  overlay  is  an  important 
factor  in  most  of  the  accident  cases  you  see? 


Phenaphen' 
with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbital 
CA  gr.),  16.2  mg.  (warning:  may  be  habit  forming);  Aspirin  (2’/2 
gr.),  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.;  Hyoscyamine  sulfate, 
0.031  mg.;  Codeine  phosphate,  ’A  gr.  (No.  2),  'h  gr.  (No.  3)  orl  gr. 
(No.  4)  (warning:  may  be  habit  forming). 

Indications:  Provides  relief  in  severer  grades  of  pain,  on  low 
codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics. 
Contraindications:  Hypersensitivity  to  any  of  the  components. 
Precautions:  As  with  all  phenacetin-containing  products,  exces- 
sive or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and  drowsiness 
may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules 
every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsule  every 
3 to  4 hours  as  needed.  For  further  details  see  product  literature. 

A.  H.  Robins  Company,  Richmond,  Va. 


^ clear  upon  arising’ 


For  upper  respiratory  allergies  and  infections  including 
the  common  cold,  Dimetapp  Extentabs®  effectively  relieve 
the  stuffiness,  drip  and  congestion  all  night  and  all  day 
long  on  justone  Extentab  every  12  hours.  For  most  patients 
drowsiness  or  overstimulation  is  unlikely.  /l'H'|^OBINS 

prescribing  information  appears  on  next  page  Richmond,  va.  23220 


Dimetai 
Extent^ 

Dimelane'"  (brompheniramine  maleate),  12  mg.,  phenyl- 
ephrine MCI.  15  mg  , phenylpropanolamine  HCI,  15  mg 


continued  from  pone  2HIH 


Dimetapp  Extentabs® 

INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  It 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS;  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS;  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 
such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  dis- 
trGss 

HOW  SUPPLIED;  Light  blue  Extentabs  in 
bottles  of  100  and  500. 


I molecules.  The  introductory  exposition  proceeds  to  a 
. detailed  presentation  of  protein  synthesis  which  provides 
an  excellent  hackfiround  for  the  study  of  molecular  ge- 
netics. In  treating  the  vast  material  covered  in  succeed- 
ing subjects  the  discussion  is  at  times  dogmatic  and  at 
times  speculative,  hut  the  style  is  consistently  stimulat- 
ing. 

I It  is  difficult  to  find  serious  fault  with  this  work  al- 
! though  exceptions  may  he  taken  by  some  to  the  light 
I hearted  manner  in  which  thermodynamic  and  kinetic 
j arguments  are  treated.  But  to  the  senior  scholars  and 
I practioners  among  Professor  McGilvery’s  audience,  this 
j insouciance  should  he  refreshing  and  to  the  modern 
I medical  student  with  a background  in  physical  chemis- 
try a lengthy  review  of  these  topics  quite  superfluous. 

The  entire  book  is  beautifully  organized  and  exten- 
sively illustrated.  The  effortless  integration  of  carbohy- 
drate fat  and  amino  acid  metabolism  is  in  itself  an  artis- 
tic achievement. 

What  could  be  called  short  comings  are  the  inevitable 
result  of  the  author’s  intent  to  present  a functional  ap- 
proach. Superficiality  of  references  to  clinical  medicine 
is  more  than  compensated  for  by  the  author’s  enthusi- 
asm. The  reader  is  given  repeated  stimulus  to  probe 
deeply  into  any  aspects  of  biochemistry.  The  book  is 
particularly  apt  reading  for  those  who  struggle  to  keep 
informed  of  the  progress  of  medicine  in  anticipation  of 
applying  future  advances  to  the  care  of  patients.  Robert 
W.  Kimball,  M.I). 


Endocrinology  of  Pregnancy.  Edited  by  Fritz  Fuchs, 
M.D.,  and  Arnold  Klopper,  M.D.  Octavo  of  376  pages, 
illustrated.  New  York,  Harper  & Row,  Publishers,  1970. 
Cloth,  $15. 

At  last  we  have  a long  needed  review  of  the  complete 
endocrinology  of  pregnancy  and  labor.  This  book,  as- 
sisted by  15  authors,  covers  the  fundamentals  of  the  hor- 
mone dynamics  as  well  as  the  practical  clinical  applica- 
tions. 

The  work  grew  out  of  the  original  Cornell  postgraduate 
course  in  “Pregnancy  Endocrinology,”  and  has  been  sup- 
plemented and  brought  up  to  date.  It  will  appeal  to 
the  endocrinologist,  researcher,  and  obstetrician  wbo 
wish  to  know  how  oxytocin  performs  in  the  myometrium 
and  how  ethanol  inhibits  premature  labor,  and  they  will 
find  the  answers. 

Most  of  the  hormones  are  each  given  a separate  and 
complete  chapter  following  the  introductory  one  on  the 
fundamentals  of  hormone  production  and  metabolism. 
The  last  three  chapters  alone  could  be  a complete  refer- 
ence work  on  the  endocrinology  of  labor  and  abortion. 
In  addition,  the  description  of  “Renin — Angiotensin — 
Aldosterone”  covers  the  toxemia  of  pregnancy  causation 
as  well  as  touching  on  the  relationship  of  oral  contracep- 
tion to  hypertension. 

Fuchs  and  his  coauthors  give  frequent  references  show- 
ing both  sides  of  a question  as  well  as  present  work  in 
progress.  This  is  indeed  a welcome  addition  to  obstetric 
and  endocrine  literature  and  is  highly  recommended. 

Jerome  G.  Davis,  M.D. 
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The  Arterial  Anatomy  of  the  Kidney.  The  Basis  of 
Surgical  Technique.  By  T.  Graves,  M.S.  Quarto 
of  101  pages,  illustrated.  Baltimore,  The  Williams  & 
Wilkins  Company,  1971.  Cloth,  $13. 

This  treatise  is  the  result  of  a study  in  the  true  Hunter- 
ian style.  The  thesis  is  that  value  is  only  attached  to 
facts  not  opinions.  These  facts  are  only  found  by  experi- 
ment and  keen  observation. 

The  investigation  was  carried  out  by  remaining  impar- 
tial from  previous  knowledge  and  the  acceptance  only 
of  those  facts  which  could  be  proved  by  experiment. 
The  author  decided  at  the  outset  specific  questions  for 
which  research  provided  developed  technics  which  would 
produce  no  pitfalls  to  distort  the  assessment  of  the  re- 
sults of  this  work. 

The  first  stage  of  the  research  was  planned  and  carried 
out  to  answer:  1.  Is  there  a constant  pattern  of  the 

branches  of  the  renal  artery  within  the  substance  of  the 
kidney?  2.  If  the  pattern  is  constant,  is  there  a col- 
lateral circulation  between  the  branches?  3.  Could 
knowledge  of  the  two  previous  points  be  applied  to  sur- 
gery and  in  particular  to  a segmental  resection  of  the  kid- 
ney? 

After  the  author  has  answered  all  these  questions  by 
facts  in  the  laboratory  and  after  development  of  the 
facts,  he  has  demonstrated  how  this  can  be  applied  to 
clinical  surgery. 

In  order  to  guard  against  the  postoperative  complica- 
tions of  hemorrhage  or  urinary  leakage  from  the  cut  sur- 
face of  the  kidney,  the  surgery  must  be  performed  with 
a very  meticulous  technic.  This  led  to  the  idea  that  if 
the  cells  ol  the  renal  cortex  could  be  induced  into  a tem- 
porary state  of  hibernation  by  cooling,  then  anoxia  would 
be  reduced  and  more  time  would  be  available  to  carry 
out  the  surgery  in  the  bloodless  field  produced  by  occlu- 
sion of  the  renal  artery. 

The  author  documents  the  fact  that  in  the  human 
there  is  a constant  segmental  arrangement  and  distribu- 
tion of  the  arteries  within  the  solid  substance  of  the  kid- 
ney. On  the  basis  of  this  segmental  arterial  distribution 
the  renal  parenchyma  is  divided  into  five  segments,  each 
of  which  is  supplied  by  its  own  artery.  In  contrast,  the 
venous  system  presents  no  segmental  distribution,  with 
a free  anastomosis  from  one  end  to  the  other. 

1 his  valuable  contribution  has  led  to  the  application 
of  this  anatomical  and  physiologic  knowledge  to  opera- 
tive surgery  particularly  in  partial  or  segmental  resec- 
tion of  the  kidney.  A further  development  of  this  technic 
is  applicable  for  removal  of  staghorn  calculi. 

I he  author  states,  “I  believe  a nephrectomy,  a total 
removal  of  one  kidney,  should  never  be  done  if  a lesser 
procedure  can  offer  a prospect.  Every  fragment  of 
healthy  functioning  renal  tissue  should  be  preserved  pro- 
viding it  has  an  arterial  supply,  a venous  drainage  and  a 
urinary  exit.” 

1 his  study  of  anatomy  has  shown  how  this  fragment 
may  be  preserved. 

An  excellent  book,  well  written  in  an  easily  read  style. 
The  illustrations  add  to  the  vitality  of  the  study.  The 
monograph  is  recommended.  Alan  A.  Kane,  M.I). 


Books  Receiued 


The  following  books  were  received  during  the  month  of 
September,  1971.* 


Principles  of  Cardiac  Arrhythmias.  By  Edward  K. 
Chung,  M.D.  Quarto  of  540  pages,  illustrated.  Balti- 
more, Maryland,  The  Williams  & Wilkins  Company, 
1971.  Cloth,  $24.75. 

The  Anatomical  Basis  of  Medical  Practice.  By  R. 

Frederick  Becker,  Ph.D.,  James  W.  Wilson,  Ph.D., 
M.D.,  and  John  A.  Gehweiler,  M.D.  Quarto  of  907 
pages,  illustrated.  Baltimore,  Maryland,  The  Williams 
& Wilkins  Company,  1971.  Cloth,  $23.50. 

Muscles.  Testing  and  Function.  Second  edition.  By 
Henry  Otis  Kendall,  P.T.,  Florence  Peterson  Kendall, 
B.S.,  P.T.,  and  Gladys  Elizabeth  Wadsworth,  Ph.D., 
P.T.  Quarto  of  284  pages,  illustrated.  Baltimore, 
Maryland,  The  Williams  & Wilkins  Company,  1971 
Cloth,  $19.75. 

A Primer  of  Clinical  Diagnosis.  By  William  B.  Buck- 
ingham, M.D.,  Marshall  Sparberg,  M.D.,  and  Martin 
Brandfonbrener,  M.D.  Octavo  of  356  pages,  illustrated. 
New  York,  N.Y.,  Harper  & Row,  Publishers,  Inc.,  1971. 
Cloth,  $12.75. 

A Textbook  for  Midwives.  Seventh  edition.  By 
Margaret  F.  Myles,  S.R.N.,  S.C.M.  Octavo  of  827 
pages,  illustrated.  Baltimore,  Maryland,  The  Williams 
& Wilkins  Company,  1971.  Cloth,  $12.75. 

The  Psychiatric  Interview  in  Clinical  Practice.  By 

Roger  A.  MacKinnon,  M.D.,  and  Robert  Michels,  M.D. 
Octavo  of  473  pages.  Philadelphia,  Pa.,  W.  B.  Saunders 
Company,  1971.  Cloth,  $12.50. 

Introduction  to  Hematology.  By  Samuel  I.  Rapaport, 

M. D.  Octavo  of  413  pages,  illustrated.  New  York, 

N. Y.,  Harper  & Row,  Publishers,  Inc.,  1971.  Paperback 
$10.50. 

Highlights  of  Clinical  Anesthesiology.  Edited  by 
Lester  C.  Mark,  M.D.,  and  S.  H.  Ngai,  M.D.  Octavo  of 
195  pages,  illustrated.  New  York,  N.Y.,  Harper  & Row, 
Publishers,  Inc.,  1971.  Cloth,  $9.50. 

Group  Practice.  By  J.  S.  Clark,  M.B.,  B.S.  Octavo  of 
96  pages,  illustrated.  Baltimore,  Maryland,  The  Wil- 
liams & Wilkins  Company,  1971.  Cloth,  $7.25. 

*B()()ks  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy  of 
those  sending  them  for  this  purpose.  Selection  for  review  is 
made  on  the  basis  of  merit  and  reader  interest. 
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Litroducing... 

New  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  office  time 
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The  Rocom 

Medical  Management 

System... 


provides  tnaximum  screening  information  about  the 
patient  v/ith  a minimum  expenditure  of  your  time. 
Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
^oy  tem.  Only  positive  answers  transfer  through 
to  the  summary  sheet.  You  get  an  immediate 
picture  of  the  patient's  current  complaints  with 
the  assurance  that  all  important  screening 
q.jeetions  are  covered. 


but  comprehensive  method  for  keeping  a complete 
record  on  every  one  of  your  patients.  Permits  you 
to  review  a patient's  medical  history  in  seconds 
and  retrieve  information  quickly.  Can  be  used  witt 
the  "problem-oriented"  method  of  keeping  patient 
records.  Color  coding  eliminates  the  likelihood 
of  misplaced  files.  A disease  cross-index  card 
keeps  track  of  all  patients  with  the  same  disease. 
Well-kept  records  can  be  one  of  the  greatest 
deterrents  to  malpractice  suits.  The  Rocom  Medical] 
Record  System  helps  protect  your  good  name. 


The  new  Rocom  Medical  Management  System*  can 
lelp  you  provide  better  care  for  your  patients 
ind,  at  the  same  time,  make  better  use  of  your 
iiffice  time.  In  designing  these  products 
lundreds  of  doctors,  nurses  and  receptionists 
vere  consulted  about  their  particular  office 
sroblems;  and  more  than  two  years  of  development 
under  actual  office  conditions  proved  that  they 
actually  do  help  solve  these  difficulties 
without  upsetting  existing  routines, 
lach  component  deals  with  a specific  problem 
area  --  health  histories,  medical  records,  the 
telephone,  and  scheduling  appointments.  They 
nay  be  employed  alone,  in  various  combinations, 
or  preferably,  as  the  complete  Rocom  Medical 
Management  System,  depending  on  your  own  office 
situation. 

Most  physicians  --  whether  they  practice  alone 
or  with  a group  --  will  find  one  or  more  of 
these  components  useful.  You  are  invited  to 
obtain  additional  information  about  the  Rocom 
Medical  Management  System  by  sending  us  the 
accompanying  coupon. 


1 ROCOM"  <=> 

I Division  of  Hoffmann-La  Roche  Inc. 

I Box  169 

I Fairview,  New  Jersey  07022 
I Gentlemen; 

I am  interested  in  obtaining  additional 
I information  about: 


□Health  History 
System 

I n Telephone  System 
! Name 


□Medical  Record 
System 

I I Appointment  System 
Specialty 


I Street 


1 City  State 


1 Please  do  not  forget  Zip  Code 

I 12 
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e o'^e  System  a complete 
system;  one  that  can  be  understood  quickly 
by  your  newest  office  aide;  one  that  permits 
your  staff  to  answer  specific  patient  questions 
with  confidence;  one  that  will  make  your 
practice  more  productive  by  assuring  that  you 
are  interrupted  only  when  you  think  it 
necessary.  Self-adhesive  backing  assures  that 
all  incoming  calls  can  become  part  of  the 
patient's  permanent  record. 


Rocom  Appointment  System  ..  worked 
out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ- 
ualized to  your  own  requirements.  Can  be 
coordinated  with  your  colleague's  or  nurse's 
schedule.  Helps  keep  a steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 


♦Created  and  developed  by  Patient  Care  Systems,  Inc. 


Abstracts 


Duggan,  J.  J.,  Schiess,  W,  A.,  and  Hilfinger,  M.  F.: 

Unheeded  signals  of  fatal  coronary  artery  disease,  New 
York  State  J.  Med.  71:  2639  (Nov.  15)  1971. 

The  incidence  of  warning  chest  pain  in  110  victims  of 
sudden  death  outside  of  the  hospital  was  studied  by  in- 
terviewing their  family  or  friends.  Seventy-one  victims 
had  been  known  to  have  had  heart  disease.  Of  the  39 
who  were  judged  to  have  died  in  their  first  coronary  epi- 
sode, 30  had  complained  of  chest  pain  more  than  one 
hour  before  death,  and  12  had  sought  medical  attention 
because  of  their  pain. 

Weidman,  A.  L,  and  Fellner,  M.  J.:  Cutaneous  mani- 
festations of  heroin  and  other  addictive  drugs;  study  and 
analysis  New  York  State  J.  Med.  71:  2643  (Nov.  15) 
1971. 

One  hundred  drug  addicts  were  examined  for  cutane- 
ous manifestations  due  to  heroin  and  other  addictive 
drugs.  While  the  most  common  manifestations  of  drug 
abuse  are  infections  and  scars,  others,  so  far  unreported, 
such  as  “permanent”  pitting  edema,  camptodactylia, 
edema  of  the  eyelids,  and  serum  sickness-like  reactions 
were  observed.  The  importance  of  the  cutaneous 
changes  lies  in  the  facility  of  detecting  drug  addiction 
and  consequent  referral  to  rehabilitation  agencies. 
It  is  hoped  that  better  knowledge  of  skin  changes  may 
also  spur  the  search  for  antigenic  effects  of  these  drugs 
and  stimulate  more  extensive  studies  of  the  histo- 
chemistry and  histopathology  of  drug  abuse. 


Fridman,  M.,  and  Ezdinli,  E.  Z.:  New  trends  in  lym- 
phoma management.  New  York  State  J.  Med.  71: 
2661  (Nov.  15)  1971. 

The  concentrated  effort  being  directed  toward  under- 
standing Hodgkin’s  disease,  which  encompasses  only 
one  third  of  all  lymphomas,  has  not  been  extended  to 
other  lymphomas.  Differences  in  clinical  behavior, 
localization,  predictability  of  progression,  and  survival 
between  Hodgkin’s  disease  and  other  lymphomas  are 
noted.  The  application  of  identical  chemo-  and 
radiotherapeutic  principles  to  different  types  of  lym- 
phoma patients  to  specialized  research  centers  would 
help  speed  significant  studies. 


Kuiper,  J.  J.:  Medullary  sponge  kidney  in  three  gen- 
erations, New  York  State  J.  Med.  71:  2665  (Nov.  15) 
1971. 

Evaluation  of  two  families  related  to  each  other  in  two 
generations  confirms  the  possibility  of  familial  occur- 
rence of  MSK  (medullary  sponge  kidney)  and  docu- 
ments its  transmission  over  three  generations.  MSK 
was  suggestively  present  in  additional  family  members 
spanning  five  generations,  but  the  true  incidence  of  this 
entity  cannot  be  known  without  urographic  studies  of 
all  individuals,  since  persons  with  MSK  may  be  asymp- 
tomatic. 
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Duggan,  J.  J.,  Schiess,  W.  A.,  e Hilfinger,  M.  F.: 

Nonattendite  signos  de  morbo  coronari  fatal.  New 
York  Stated.  Med.  71:  2639  (15  de  Novembre)  1971. 

Le  incidentia  del  dolor  thoracic  advertente  in  110 
victimas  de  morte  subite  foras  del  hospital  esseva 
studiate  interviewante  le  familia  o le  amicos.  Esseva 
cognoscite  que  71  victimas  habeva  morbo  cardiac.  Del 
39  patientes  que  esseva  estimate  que  moreva  durante 
su  primo  episodic  coronari,  30  habeva  dolor  thoracic  du- 
rante plus  que  un  hora  pre-morte,  e 12  solicitava  atten- 
tion medic  a causa  del  dolor. 

Weidman,  A.  I.,  e Fellner,  M.  J.:  Manifestationes 

cutanee  del  heroina  e de  altere  drogas  addictive;  studio 
e analylise.  New  York  State  J.  Med.  71:  2643  (15  de 
Novembre)  1971. 

IJn  cento  de  addictos  a drogas  esseva  examinate  pro 
manife.stationes  cutanee  causate  per  le  heroina  e altere 
drogas  addictive.  Nonobstante  que  le  manifestationes 
[)lus  cf)mmun  in  caso  de  abuso  de  drogas  es  le  infectiones 


e cicatrices,  altere — non  reportate  totevia — tal  como 
edema  depressibile  “permanente,”  camptodactylia, 
edema  orbitari,  e reactiones  del  typo  del  morbo  seric, 
esseva  observate.  Le  importantia  del  cambios  cutanee 
consiste  in  le  facilitate  pro  detectar  le  addiction  a drogas 
e le  subsequente  referentia  al  institutiones  de  rehabili- 
tation. Es  sperate  que  un  melior  cognoscentia  del  cam- 
bios cutanee  etiam  pote  stimular  le  investigation  del 
effectos  antigenic  de  istes  drogas  e de  studios  plus  exten- 
sive supra  le  histochimia  e histopathologia  del  abuso 
de  drogas. 


Fridman,  M.,  e Ezdinli,  E.  Z.:  Nove  tendentias  in  le 
tractamento  del  lymphomas.  New  York  State  J.  Med. 
71:  2661  ( 15  de  Novembre)  1971. 

Le  effortio  concentrate  directemente  verso  le  inten- 
dimento  del  morbo  de  Hodgkin,  que  solmente  include 
un  tertio  de  omne  lymphomas,  non  ha  essite  extendite 
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Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  G.l.  gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 
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Pvoper  is  : prod-u  = of  Beecham,  the 
company  which  pioneered  most  of  today’s  semi- 
synthetic pcniei:::ns.  Your  Beecham-I'bassengill 
represei  tative  vvouid  like  to  give  you  proof 
of  our  dedication  to  the  concept  of  Total  Service. 


THE  TOTAL  SERVICE  CONCEPT: 

Beech  am-Massengill’s  dedication  to  the 
concept  of  total  service  is  exemplified  by  the 
Pyopen  Program  — offering  valuable  teaching- 
learning materials  and  an  added  measure  of 
personal  attention:  Gram-Negative  Sepsis,  a 
multimedia  presentation  by  leading  American 
medical  authorities...  A Profile  of  Pseudomonas, 
a monograph  for  the  clinical  microbiologist... 
24-hour  consultation  service  in  matters  relating 
to carbenicillin  (phone:  201-778-9000)... 
emergency  supply,  a novel  plan  for  assuring 
the  continual  availability  of  Pyopen  to 
hospitals  specifying  this  brand  of  carbenicillin. 

For  additional  information  about  the 
Beecham-MassengiU  Total  Service  Concept  see 
our  representative  or  write  to  us  directly. 


BEECHAM-MASSENGILL  PHARMACEUTICALS 
Div.  of  Beecham  Inc. 

Bristol,  Tennessee  37620 


PRESCRIBING  INFORMATION  Indications.  Primariiy  for  treat- 
ment of  infections  due  to  susceptible  strains  of  Pseudomonas  aeru- 
ginosa. Proteus  species  (particularly  indole-positive  strains),  and 
certain  Escherichia  coli.  Clinical  effectiveness  has  been  demon- 
strated in  the  following  infections  when  due  to  these  organisms: 
Urinary  tract  infections,  severe  systemic  infections  and  septicemia: 
acute  and  chronic  respiratory  infections  (while  clinical  Improvement 
has  been  shown,  bactenologic  cures  cannot  be  expected  in  patients 
with  chronic  respiratory  disease  and  cystic  fibrosis);  soft  tissue  in- 
fections Although  PYOPEN  (disodium  carbenicillin)  is  indicated  pri- 
marily in  Gram-negative  infections,  its  activity  against  Gram-positive 
organisms  should  be  kept  in  mind  when  both  Gram-positive  and 
Gram-negative  organisms  are  isolated  (see  Actions)  Note;  During 
therapy,  sensitivity  testing  should  be  repeated  frequently  to  detect 
the  possible  emergence  of  resistant  organisms  Actions;  Organisms 
found  to  be  susceptible  in  vitro  include  Gram-Negative  Organlsms- 
Ps.  aeruginosa.  Proteus  mirabilis.  Pr.  morganii.  Pr.  rettgeri.  Pr.  vul- 
garis. E coti.  Enterobacter  species.  Salmonella  species.  Hemophilus 
intluemae.  and  Neisseria  species  Gram-Positive  Organisms-Sfaph- 
ylococcus  aureus  (nonpenicillinase-producing).  Staph,  albus.  Diplo- 
coccus  pneumoniae.  Beta-hemolytic  streptococci,  and  Strepto- 
coccus laecalis  Some  newly  emerging  pathogenic  strains  of 
Herellea.  Mima,  Citrobacter.  and  Serratia  have  also  shown  in  vitro 
susceptibility.  Not  stable  in  the  presence  of  penicillinase.  Klebsiella 
species  are  resistant  Some  strains  of  Pseudomonas  have  developed 
resistance  fairly  rapidly  Contraindications;  Known  penicillin  allergy. 
Warnings;  Serious  and  occasional  fatal  hypersensitivity  (anaphy- 
lactic) reactions  have  been  reported  in  patients  on  penicillin  therapy. 
These  reactions  are  more  apt  to  occur  in  individuals  with  a history 
of  sensitivity  to  multiple  allergens.  There  have  been  reports  of  indi- 
viduals with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin  Before  therapy  with  a penicillin,  careful  in- 
quiry should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  appropriate  therapy  should  be  instituted  and  dis- 
continuance of  disodium  carbenicillin  therapy  considered,  unless 
the  infection  is  life  threatening  and  only  amenable  to  disodium 
carbenicillin  therapy  The  usual  agents  (antihistamines,  pressor 
amines,  and  corticosteroids)  should  be  readily  available  Usage  in 
Pregnancy:  Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions:  As  with  any  other  potent  agent,  it  is  advisable  to  check 
periodically  for  organ-system  dysfunction,  including  renal,  hepatic, 
and  hematopoietic  systems,  during  prolonged  therapy  Emergence 
of  resistant  organisms,  such  as  Klebsiella  species  and  Serratia 
species,  which  may  cause  superinfection,  should  be  kept  in  mind. 
Each  gram  contains  4 7 mEq  sodium;  in  patients  where  sodium 
restriction  is  necessary,  such  as  cardiac  patients,  periodic  electrolyte 
determinations  and  monitoring  of  cardiac  status  should  be  made. 
Observe  patients  with  renal  impairment  for  bleeding  manifestations 
and  adhere  strictly  to  dosage  recommendations.  If  bleeding  mani- 
festations appear,  discontinue  antibiotic  and  institute  appropriate 
therapy.  As  with  any  penicillin  preparation,  the  possibility  of  an 
allergic  response,  including  anaphylaxis,  may  occur,  particularly 
in  a hypersensitive  individual.  Administration:  Intramuscular  injec- 
tions should  be  made  well  within  the  body  of  a relatively  large  muscle 
(not  into  the  lower  and  mid-third  of  the  upper  arm),  and  aspiration 
is  necessary  to  help  avoid  Inadvertent  injection  into  a blood  vessel. 
May  be  given  by  either  intravenous  injection  or  intravenous  infusion. 
After  reconstitution  with  Sterile  Water  for  Injection  unused  portions 
should  be  discarded  after  24  hours  if  stored  at  room  temperature, 
or  after  72  hours  If  refrigerated  Adverse  Reactions:  Hypersensitivity 
Reactions -Skin  rashes,  eosinophilia,  pruritus,  urticaria,  drug  fever, 
and  anaphylactic  reactions.  Gastrointestinal  Disturbances  — Nausea. 
Hemic  and  Lymphatic  Systems -Hemolytic  anemia,  thrombocyto- 
penia. leukopenia,  neutropenia,  in  uremic  patients  receiving  high 
doses  (24  gm/day).  hemorrhagic  manifestations  associated  with 
abnormalities  of  coagulation  tests,  such  as  clotting  and  prothrombin 
time.  Hepatic  and  Renal  Studies  — SGOT  and  SGPT  elevations  have 
been  observed,  particularly  in  children.  To  date,  no  clinical  mani- 
festations of  renal  disorders  have  been  demonstrated.  Central  Nerv- 
ous System -Convulsions  or  neuromuscular  irritability  could  occur 
with  excessively  high  serum  levels.  Local  Reactions— Pain  at  the 
site  of  injection,  sometimes  accompanied  by  induration.  Vein  Irri- 
tation and  Thrombophlebitis -particularly  when  undiluted  solution 
is  injected  directly  into  the  vein.  How  Supplied:  Available  in  1 Gm. 
and  5 Gm.  vials. 

Before  prescribing  or  administering,  see  package  circular  or  PDR. 
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Psychology  of  Language.  A Local  Habitation  and  a 
Name.  By  John  M.  Dorsey,  M.D.,  LL.D.  Octavo  of 
145  pages.  Detroit,  Michigan,  Center  for  Health  Educa- 
tion, 1971.  Cloth,  $6.95. 

Clinical  Chemistry  and  Automation.  A Study  in 
Laboratory  Proficiency.  By  Ronald  Robinson,  B.Sc., 
Ph.D.  Octavo  of  188  pages,  illustrated.  Baltimore, 
Maryland,  The  Williams  & Wilkins  Company,  1971. 
Cloth,  $6.25. 

Modern  Treatment.  Volume  8,  Number  2,  May  1971. 
Advances  in  Treatment  of  Some  Common  Neurologic 
Disorders.  Guest  Editor:  William  L.  Griggs,  III,  M.D. 
Diagnosis,  Mechanisms  and  Treatment  of  Hemolytic 
Anemias.  Guest  Editors:  Lawrence  S.  Lessin,  M.D., 
and  Wendell  F.  Rosse,  M.D.  Quarto,  illustrated.  New 
York,  N.Y.,  Harper  & Row,  Publishers,  Inc.,  1971.  Pub- 
lished Quarterly  (four  numbers  a year).  Cloth,  $20. 
per  year. 
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number  1,  March,  1971.  Books,  theses,  reports, 
audio-visual  materials,  journals,  and  other  serials 
covering  vision  in  several  languages  included.  By 
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al  altere  lymphomas.  Le  differentias  del  cursos  clinic, 
le  localisation,  le  predictabilitate  del  progresso  del  mor- 
bo  e le  superviventia  del  morbo  de  Hodgkin  e de  altere 
lymphomas,  es  describite.  Le  uso  del  mesme  principios 
chemo  e radiotherapeutic  per  le  differente  typos  de  lym- 
phomas pote  esser,  in  consequentia,  unfallacia.  Le 
referentia  del  patientes  con  lymphomas  a centros  de 
investigatores  specialisate  pote  contribuer  a accelerar 
studios  importante. 

Kuiper,  J.  J.:  Ren  spongiomedullari  in  tres  genera- 

tiones.  New  York  State  J.  Med.  71:  2665  (15  de  Novem- 
bre)  1971. 

Le  evalutation  de  duo  familias  inter-relationate  in 
duo  generationes  confirma  le  possibilitate  del  occurren- 
tia  familiari  del  ren  spongiomedullari  (“MSK”),  e etiam 
informa  supra  su  transmision  in  tres  generationes.  Es 
i possibile  que  le  MSK  esseva  presente  in  altere  membros 
familiari  intra  le  tempore  de  vita  de  cinque  generationes; 
nonobstante,  le  ver  incidentia  de  iste  morbo  non  pote 
esser  cognoscite  sin  le  studios  urographic  de  omne  in- 
dividuos,  desde  que  personas  con  le  MSK  pote  esser 
a.symptomatic. 
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When  he  eats  too  much,  too  fast,  Gustase 
gets  there  faster  to  relieve  his  functional  in- 
digestion and  bloating.  The  secretion  of  gas- 
trointestinal enzymes  may  diminish  with 
aging,  and  enzyme  supplementation  with 
Gustase  is  a practical  solution  for  digestion 
malfunction.  Uncoated  for  prompt  action,  tri- 
enzymatic  Gustase  quickly  hydrolyses  the 
troublemakers— starches,  proteins  and  cellu- 
lose. Effective  in  a 3-10  pH  range,  Gustase  is 
uniquely  active  throughout  the  g-i  tract  from 
stomach  through  colon.  And  when  antispas- 
modic  plus  sedative  effects  are  required. 


Each  Gustase  tablet  contains:  Gerilase 
(amylolytic  enzyme)  30  mg.,  Geriprotase  (pro- 
teolytic enzyme)  6 mg.,  Gericellulase  (cellu- 
olytic  enzyme)  2 mg. 

Gustase-Plus:  Gustase  components  plus 
homatropine  methylbromide  2.5  mg.  and 
phenobarbital  8 mg.  (warning:  may  be  habit 
forming).  Side  effects:  Blurring  of  vision  or  dry 
mouth  may  occur.  Contraindications:  Glaucoma, 
renal  disease  & idiosyncrasy  to  phenobarbital. 
Samples  and  literature  from 
Geriatric  Pharmaceutical  Corp. 

Floral  Park,  New  York  1 1001 


I / 


Two  dosage 
strengths- 
125  mg./5  ml. 
and 

250  mg. /5  ml 


100210 


Additional  inlormation 
avaiiable  to  the 
profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


*Based  on  Lilly  selling  price  to  wholesalers. 
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Editorials 


Clear  light  on  the  problem  of  drug  abuse 


A distinjjuished  group  of  psychiatrists  known  as 
the  Group  for  the  Advancement  of  Psychiatry  has 
made  an  in-depth  study  of  drug  abuse  and  reported 
its  findings  in  a concise  paperback  edition  known 
as  Report  Number  80.  This  should  be  required 
reading  for  anyone  who  in  his  daily  activity 
touches  on  this  problem. 

The  committee  has  asked  itself  the  proper  ques- 
tions: why  is  our  society  in  turmoil  as  some  of  its 
brightest  minds  decay  and  crime  rates  soar? 
Should  the  misuser  of  drugs  be  treated  as  an  ill 
person  or  a criminal?  What  is  the  role  of  the  phy- 
sician, the  legislator,  the  law-enforcement  officer, 
the  educator,  the  mass  media  and  the  researcher  in 
coping  with  the  misuse  of  drugs  and  its  far  reach- 
ing ramifications. 

One  well  deserved  criticism  is  leveled  at  the  pre- 
scribing physician,  namely  that  he  should  reex- 


amine his  use  of  mood  and  behavior  altering  drugs 
and  that  medical  societies  and  hospital  staffs 
should  exercise  some  surveillance  over  the  exten- 
sive use  of  such  drugs.  The  committee  calls  for 
the  adoption  of  voluntary  codes  of  conduct  by  in- 
dustries and  professions  concerned. 

A conjoined  effort  by  the  medical  profession, 
the  pharmaceutical  industry,  and  the  communi- 
cations media  needs  to  be  mounted  against  illegal 
traffic  in  drugs  as  a supplement  to  legal  controls. 

Government  must  make  sure  that  treatment  is 
available  for  all.  The  City  of  New  York  has  made 
commendable  strides  in  this  direction. 

Report  Number  Eighty  can  be  obtained  for  $1.00 
from  the  Publications  Office,  Group  for  the  Ad- 
vancement of  Psychiatry,  419  Park  Avenue,  New 
York,  N.  Y.  10016. 

We  strongly  urge  you  get  one. 


Medical  Society  of  the  State  of  New  York 
Annual  Convention 

February  13  through  17,  1972 
The  Americana,  New  York  City 
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TIPS  FOR  THE  IDENTIFICATION  OF  DRUG  ABUSERS 

The  following  chart  was  adapted  by  the  Suffolk  County  Medical  Society  from  one 
prepared  by  the  Suffolk  County  District  Attorney’s  Office 


Drugs  Used 

Physical  Symptoms 

Look  For 

Dangers 

Glue  Sniffing 

Violence,  Drunk 
Appearance,  Dreamy 
or  blank  expression 

Tubes  of  glue,  Glue 
smears.  Large  Paper 
Bags,  or  Handkerchiefs 

Lung/Brain/Liver  Dam- 
age, Death  through 
suffocation  or  choking. 
Anemia 

Heroin, 

Morphine, 

Codeine 

Stupor,  Drowsiness, 
Needle  marks  on  body. 
Watery  eyes.  Loss  of 
appetite.  Blood  stain 
on  shirt  sleeve. 
Running  nose 

Needle  or  hypodermic 
syringe.  Cotton,  Tour- 
niquet-string, Rope, 

Belt,  Burnt  bottle 

Caps  or  Spoons,  Glassine 

envelopes 

Death  from  overdose. 
Addiction,  Liver  and 
other  infections  due  to 
unsterile  needles 

Cough  Medicine 
containing  Codeine 
and  Opium 

Drunk  appearance. 
Lack  of  coordination. 
Confusion,  Excessive 
Itching 

Empty  bottle  of 
cough  medicine 

Addiction 

Marijuana 
(“Pot,”  “Grass”) 

Sleepiness,  Wandering 
mind.  Enlarged  pupils. 
Lack  of  co-ordination. 
Craving  for  sweets. 
Increased  appetite 

Strong  odor  of  burnt 
leaves.  Small  seeds  in 
pocket  lining. 
Cigarette  paper. 
Discolored  fingers 

Inducement  to  take 
stronger  narcotics. 
Psychological  depend- 
ence. Possible  physical 
damage? 

Hallucinogens: 
(LSD,  DMT) 

Severe  Hallucinations, 
Feelings  of  detachment. 
Incoherent  speech.  Cold 
hands  & feet.  Vomiting, 
Laughing  & crying 

Cube  sugar  with  dis- 
coloration in  center. 
Strong  body  odor. 
Small  tube  of  liquid 

Suicidal  tendencies. 
Unpredictable  behavior. 
Chronic  exposure  causes 
brain  damage 

Stimulants: 
Amphetamines 
(“Pep  Pills,” 
“Ups”) 

Aggressive  behavior. 
Giggling,  Silliness, 

Rapid  Speech,  Confused 
thinking.  No  appetite. 
Extreme  fatigue.  Dry 
Mouth,  Shakiness, 
Insomnia 

Pills  or  capsules 
of  varying  colors. 
Chain  smoking 

Death  from  overdose. 

Hallucinations, 

Psychosis 

Sedatives 
Barbiturates 
(“Goof  Balls,” 
“Downs”) 

Drowsiness,  Stupor, 
Dullness,  Slurred  speech. 
Drunk  appearance. 
Vomiting 

Pills  or  capsules 
of  varying  colors 

Death  or  unconscious- 
ness from  overdose. 
Addiction,  Convulsions 
in  withdrawal 
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I (diethylpropion  hydrochloride^  N.F.) 

! 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  *n  potients  hypersensitive  to 
this  drug;  ir>  emotionally  unstoble  potients  susceptible  to  drug  obuse. 

Warning:  Although  generolly  sofer  then  the  onphetomlnes,  use  with  greot  couiion  In 
potients  with  severe  hypertension  or  severe  cordiovosculor  diseose.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potenliol  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontinuotion  of  theropy,  un- 
pteosont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  relotively  low  Incidence.  As  is  chorocteristic  of  sympothomimetic  ogents.  It  moy 
occosionoMy  couse  CNS  effects  such  os  insomnio.  nervousness,  dizziness,  anxiety, 
ond  jitterioess.  In  contrast,  CNS  depression  hos  been  reported.  In  o few  epileptics 
on  increose  in  convulsive  episodes  hos  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  os  tochycordio,  precordial  pain. 


orrhyihmlo,  polpitotion,  ond  increosed  blood  pressure.  One  published  report 
described  T-wove  chonges  in  the  ECG  of  o healthy  young  mole  after  Ingestion  of 
diethylpropion  hydrochloride;  this  was  on  isolofed  experience,  which  hos  not  been 
reported  by  others.  A/fergic  phenomena  reported  include  such  conditions  os  rosh, 
urticorio,  ecchymosis.  ond  erythema.  Gosfrointestinof  effects  such  os  diorrheo, 
constipation,  nouseo.  vomiting,  ond  cbdominol  discomfort  hove  been  reported. 
Specific  reports  on  the  hemotopoietic  system  include  two  eoch  of  bone  morrow 
depression,  ogronulocytosis,  and  leukopenia.  A variety  of  mlscelloneous  adverse 
reactions  hove  been  reported  by  physicians.  These  include  comploints  such  os  dry 
mouth,  heodoche,  dyspnea,  menstruol  upset,  hoir  loss,  muscle  pain,  decreosed 
libido,  dysurio,  ond  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-fob  tablets;  One  75  mg.  toblet 
dolly,  swollowed  whole,  in  midmorning  (10  o.m.);  TEPANIL:  One  25  mg.  toblet  three 
times  doily,  one  hour  before  meols.  If  desired,  on  odditionol  toblet  moy  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  oge  is  not 
recommended. 
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V ^ CirKinnati,  Ohio  45215 


un we  come  bedre  ow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


Painful 
night  leg 
cramps 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information —Composition;  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated In  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  os  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  Increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  foblets. 

\ MERRELL- NATIONAL  LABORATORIES 
( l^Crr©!!  ) Division  of  Richardson- Merrell  Inc. 

\ y Cincinnati,  Ohio  45215 


Quinamni 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 
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Specific  therapy  for  night  leg  cramps 
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UNHEEDED  SIGNALS 
OF  FATAL  CORONARY 
ARTERY  DISEASE 

I 

JOHN  J.  DUGGAN,  M.D. 

I Syracuse,  New  York 

, WILLIAM  A.  SCHIESS,  M.D. 

Syracuse,  New  York 

MARTIN  F.  HILFINGER,  JR,,  M.D 

Syracuse.  New  York 

From  the  Departments  of  Medicine  and  Pathology, 

State  University  of  New  York  Upstate  Medical  Center 

The  onset  or  the  increase  of  pain  in  the  chest  may 
herald  myocardial  infarction.  Prompt  question- 
ing of  patients  with  myocardial  infarction  who  are 
admitted  to  a coronary  care  unit  has  elicited  a his- 
tory of  warning  pain  in  the  majority.^  We  have 
been  interested  in  the  incidence  of  warning  pain 
in  those  who  die  from  coronary  artery  disease  out 
of  the  hospital  and  thereby  come  to  the  attention  of 
I the  medical  examiner. 

Method 

An  attempt  was  made  to  interview  the  survivors 
of  adults  who  died  suddenly  out  of  the  hospital 
and  were  reported  to  the  office  of  the  medical  ex- 
aminer of  Onondaga  County  over  a two-year  period 
beginning  in  mid-October  of  1967.  Onondaga 
County,  in  central  New  York,  includes  about 
400,000  people,  about  half  urban  and  most  of  the 
rest  suburban.  Survivors  were  interviewed  within 
a few  hours  by  the  medical  examiner  or  one  of  his 
staff.  The  following  questions  were  asked: 

Was  there  pain  before?  Where  was  it?  For  how 
long  a time? 

How  often  did  it  come?  What  was  it  like? 
What  did  he  do  for  it?  Did  he  see  a physician? 

Did  he  have  heart  disease?  High  blood  pres- 
sure? Diabetes?  Any  other  disease? 

Did  he  take  medicines?  What  kind? 

Did  he  smoke  cigarets? 

Victims  in  whom  postmortem  examination  re- 


The  incidence  of  warning  chest  pain  in  1 10  victims 
of  sudden  death  outside  of  the  hospital  was  studied 
by  interviewing  their  family  or  friends.  Seventy- 
one  victims  had  been  known  to  have  had  heart  dis- 
ease. Of  the  :i9  who  were  judged  to  have  died  in 
their  first  coronary  episode,  30  had  complained  of 
chest  pain  more  than  one  hour  before  death,  and  12 
had  sought  medical  attention  because  of  their  pain. 


vealed  causes  of  death  other  than  coronary  artery 
disease  were  excluded.  Relevant  medical  records 
were  reviewed  and  12  others  who  did  not  come  to 
autopsy  were  excluded  because  of  known  valvular 
heart  disease,  important  extracardiac  disease,  or 
recent  surgery.  Three  were  excluded  because  no 
informant  could  be  found  and  1 because  his  widow 
was  too  upset  to  be  interviewed.  Seventy-one  of 
the  remaining  110  victims  were  known  to  have 
heart  disease,  64  of  them  with  angina  pectoris  or 
previous  heart  attack  (Table  I).  Postmortem  ex- 
amination was  performed  in  13  of  the  39  victims 
without  known  heart  disease;  the  others  were  pre- 
sumed to  have  died  from  coronary  artery  disease. 
In  error,  notation  was  made  in  only  29  of  the  39 
as  to  whether  the  death  was  observed.  Spain- 
has  shown  that  “in  consecutive  autopsies  on  white 
males  dying  suddenly,  when  the  duration  of  the 
witnessed  fatal  episode  was  less  than  one  hour, 
coronary  artery  disease  was  the  cause  of  death  in 
over  90  per  cent  of  the  cases.”  It  was  recorded  that 
death  occurred  within  one  hour  in  28  and  that  2 
were  found  dead  in  bed. 

Results 

From  the  standpoint  of  possible  public  educa- 
tion, we  have  divided  the  110  victims  into  three 
groups: 


TABLE  I.  Salient  features  of  110  victims  of  death  out  of 
hospital  believed  due  to  coronary  artery  disease 


Condition 

Men 

Women 

Total 

Average 

Age 

(Years) 

Known  heart  disease 
No  known  heart 
disease 

46 

25 

71 

64 

No  warning  pain 

9 

0 

9 

57 

Warning  pain 

26 

4 

30 

55 
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Known  heart  disease.  Seventy-one  subjects, 
46  of  them  males,  with  an  average  age  of  sixty-four 
years,  were  known  to  have  had  heart  trouble.  Six- 
ty-one had  suffered  heart  attack  or  angina  pectoris. 
Forty-seven  had  been  taking  digitalis.  Although 
some  were  known  to  have  had  recurrent  or  progres- 
sive pain  before  death,  our  information  was  not 
precise  enough  to  allow  meaningful  analysis. 

No  known  symptoms  before  death.  Nine,  all 
men,  died  within  one  hour  of  the  onset  of  symp- 
toms, usually  instantly  or  within  a few  minutes. 
Their  ages  ranged  from  thirty-nine  to  seventy- 
four  years,  with  an  average  of  fifty-seven  years. 
Three  were  known  to  have  had  high  blood  pressure 
and  1 had  diabetes.  Eight  had  smoked  cigarets. 
The  nonsmoker  was  a seventy-four-year-old  man 
with  hypertension. 

Previously  well,  with  premonitory  pain. 

Thirty  victims,  26  of  them  men,  were  known  to 
have  had  pain  an  hour  or  more  before  their  death. 
Their  ages  ranged  from  thirty-one  to  eighty-nine 
years.  The  presence  of  victims  of  sixty-nine,  sev- 
enty-five, seventy-eight,  and  eighty-nine  years  of 
age  brings  the  average  age  to  fifty-five  years.  How- 
ever, the  other  26  were  sixty-five  years  old  or  less: 
2 under  forty,  13  under  fifty,  and  21  under  sixty 
years.  Six  were  known  to  have  had  hypertension, 
2 had  peripheral  vascular  disease,  1 had  suffered  a 
stroke,  and  1 had  diabetes.  Of  24  victims  whose 
smoking  habits  were  recorded,  20  smoked  cigarets, 

1 smoked  cigars,  and  another  dipped  snuff.  Of  the 

2 known  not  to  use  tobacco,  1 was  sixty-five  years 
of  age  and  the  other  was  seventy-two  and  had  dia- 
betes. Nine  had  taken  antacids  during  their  ter- 
minal illness,  and  8 of  these  had  described  their 
pain  as  indigestion,  gas,  or  upset  stomach. 

Case  reports 

Twelve  of  the  30  victims  were  known  to  have 
sought  medical  care.  They  include  the  following: 

Case  1.  A sixty-two-year-old  man  who  had  had  an 
arterial  graft  placed  in  a lower  extremity  a year  before, 
suffered  pain  in  the  anterior  chest  for  forty-eight  hours, 
but  called  his  physician  only  when  he  became  breath- 
less. He  died  before  he  could  be  seen. 

Case  2.  A forty-year-old  woman,  known  to  be  normo- 
tensive  and  free  of  glycosuria  by  the  gynecologist  who 
prescribed  her  contraceptive  pills,  had  pain  in  her  an- 
terior chest  after  dinner.  It  was  quite  severe,  associated 
with  pallor  and  sweating,  and  lasted  for  about  an  hour. 
By  the  time  her  husband  got  in  touch  with  his  physician, 
the  pain  had  subsided  and  she  had  recalled  a similar 
pain  once  when  she  had  trouble  swallowing  a piece  of 
meat.  She  was  not  seen,  hut  advised  to  stay  home. 
However,  she  went  to  work  the  following  morning  and 
died  sufidenly  at  noon.  Postmortem  examination  re- 
vealed coronary  arteriosclerosis  without  thrombosis  or 
evident  myocardial  infarction. 

Case  3.  A forty-four-year-old  man  complained  to  his 
plant  nurse  of  indigestion,  which  had  come  on  during 


the  morning,  at  10:30  A.M.  He  was  given  antacid  tab- 
lets at  his  request,  and  dropped  dead  at  1 1 : 30  A. M . 

Case  4.  A thirty-eight-year-old  man,  known  to  have 
a hiatal  hernia,  held  two  jobs  and  was  building  his  own 
house;  he  developed  pain  in  his  anterior  chest  which 
could  not  be  further  characterized.  That  evening,  he 
saw  his  physician  who,  despite  obtaining  normal  findings 
on  electrocardiogram,  sent  him  home  to  rest.  He  nei- 
ther rested  nor  reported  back  to  his  physician.  Five  days 
later  he  got  into  his  car  but  died  before  he  started  the 
motor.  His  wife,  interviewed  after  his  death,  recalled 
that  at  home  his  pain  came  with  effort  and  was  relieved 
by  rest.  Postmortem  examination  revealed  severe  cor- 
onary atherosclerosis  but  no  evident  coronary  thrombosis 
nor  myocardial  infarction. 

Case  5.  A sixty-nine-year-old  man  developed  discom- 
fort (“no  real  pain,”  “like  indigestion”)  in  his  chest  and 
left  arm  after  shoveling  snow.  Concerned  that  he  might 
have  heart  trouble,  he  consulted  his  physician  who  felt 
that  he  had  caught  the  flu.  The  discomfort  recurred 
for  three  days.  He  died  suddenly,  eleven  days  after  its 
onset,  with  thrombosis  in  the  anterior  descending  branch 
of  his  left  coronary  arterj'  and  a large  myocardial  infarc- 
tion of  about  eleven  days  of  age. 

Case  6.  A forty-six-year-old  father  of  nine,  known 
to  have  hypertension,  was  seen  in  an  emergency  room 
because  of  pain  in  the  left  chest  radiating  to  the  back. 
He  was  given  phenobarbital,  only  to  be  returned  by  am- 
bulance seven  hours  later,  dead.  On  the  following  day, 
his  teenage  nephew  recalled  that  the  pains  had  been  in 
his  chest,  back,  and  arms. 

Case  7.  A sixty-one-year-old  man,  having  had  pain  in 
his  chest  and  arms  for  one  week,  died  of  myocardial  in- 
farction demonstrated  on  postmortem  examination  on 
the  day  that  he  had  an  appointment  to  see  his  physician. 

Case  8.  A seventy-five-year-old  man  had  pain  in  his 
chest  for  “a  few  days”  before  his  death.  He  called  his 
physician,  who  was  out  of  town,  and  let  the  matter  rest. 

Case  9.  A forty-five-year-old  man  had  pain  in  his 
chest  “similar  to  indigestion”  coming  once  or  twice 
daily,  lasting  thirty  to  sixty  minutes,  for  three  weeks 
before  his  death.  He  had  seen  his  physician  but  refused 
the  recommended  consultation  with  a cardiologist. 

Case  10.  A fifty-seven-year-old  man  had  pain  in  the 
front  of  his  chest  for  two  hours  one  afternoon.  His  plant 
nurse  recommended  that  he  call  his  physician.  Al- 
though he  had  had  annual  physical  examinations  for 
years,  always  with  normal  findings,  he  did  not  call. 
Four  days  later,  he  developed  recurrent  pain,  returned 
to  the  nurse,  and  died. 

Case  11.  A fifty-seven-year-old  man,  at  home  two 
weeks  after  cholecystectomy,  developed  chest  pain  with 
effort  and  sometimes  on  recumbency.  He  saw  a phy- 
sician, who  made  the  diagnosis  of  angina  pectoris  and 
prescribed  a standard  regimen.  He  was  found  dead  in 
bed  nearly  four  weeks  after  the  onset  of  angina. 

Case  12.  A fifty-two-year-old  woman,  a heavy  smoker 
of  cigarets,  had  pain  in  the  left  side  of  the  chest,  shoulder, 
and  arm,  after  eating,  sometimes  with  effort,  and  re- 
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lieved  by  rest.  She  told  her  physician,  but  the  new  com- 
plaint was  discounted  because  of  a myriad  of  other  com- 
plaints. About  three  weeks  after  its  onset,  she  was  found 
dead  in  bed. 

Less  detail  is  available  about  those  who  did  not 
seek  medical  advice.  I'liey  include  the  following; 

Case  l.‘J.  A forty-seven-year-old  man  had  ascribed  to 
indigestion  chest  pain  which  appeared  after  dinner  and 
recurred  through  the  night  until  his  death  at  8:(K)  A.M. 
the  following  morning. 

Case  14.  A forty-six-year-old  man,  known  to  have 
hypertension,  ascribed  his  chest  and  jaw  pain  for  three 
weeks  to  poison  from  his  teeth.  He  died  with  a mustard 
plaster  on  his  chest  and  severe  atherosclerosis  of  his 
coronary  arteries  found  at  autopsy. 

Case  L5.  A forty-two-year-old  man  who  twenty 
months  previously  had  been  suspected  of  having  angina 
pectoris  because  of  chest  pain  which  had  recurred  for 
three  or  four  days,  but  refused  consultation  at  that 
time,  developed  chest  pain  early  one  morning.  He  drove 
to  work,  and  dropped  dead  after  entering  the  plant,  two 
hours  after  the  onset  of  pain. 

Case  16.  A forty-seven-year-old  man  ascribed  his 
chest  pain  for  two  weeks  to  indigestion,  and  treated  it 
with  milk  and  an  antacid  until  his  death. 

Case  17.  A fifty-four-year-old  man  who  had  had  pain 
in  his  chest  for  a short  while  four  days  before,  was  awake 
with  pain  from  about  1:30  .A.M.  to  2;(X)  A.M.,  and  from 
3:00  A.M.  until  his  death  at  7:00  A..M.;  he  had  taken 
aspirin  and  fruit  juices. 

Case  18.  A seventy-eight -year-old  man  with  high 
blood  pressure  and  a previous  stroke,  wakened  feeling 
ill  at  ease  in  his  chest,  told  his  wife  that  “this  is  the 
end,”  and  seemed  to  sleep  until  his  last  gasp  about 
two  hours  later. 

Case  19.  A fifty-two-year-old  man,  whose  brother 
died  from  a heart  attack,  had  chest  pain  intermittently 
for  many  weeks  before  his  death.  He  confided  in  his 
brother-in-law,  but  not  his  wife,  and  did  not  see  a phy- 
sician. 

Case  20.  A fifty-three-year-old  woman,  a user  of  snuff 
who  had  had  a peptic  ulcer  in  the  past,  had  “gas  pains 
in  the  left  side  of  her  chest”  off  and  on  for  three  or  four 
days  before  her  death.  Her  friend  felt  that  it  might 
have  been  brought  on  by  nervousness  and  that  it  some- 
times seemed  to  be  helped  by  an  antacid. 

Case  21.  A thirty-one-year-old  woman  was  wakened 
at  3:00  A.M.  by  “gas  pains  in  the  left  lower  chest,”  fol- 
lowed by  vomiting,  relenting  a little  after  sodium  bicar- 
bonate. She  died  a little  more  than  an  hour  after  the  on- 
set of  pain,  with  occlusion  of  her  left  coronary  artery  by 
fresh  thrombus. 

Case  22.  A thirty-three-year-old  man,  alcoholic  and 
epileptic,  had  “seizures  of  chest  pain  off  and  on”  during 
one  evening  and  the  following  morning,  and  died  about 
noon. 


Case  2.3.  A sixty-five-year-old  man  had  had  severe 
chest  pain  for  three  days  before  his  death  when  he  “ex- 
erted himself”  or  lay  down,  but  refused  to  call  a phy- 
sician. 

Case  24.  A sixty-two-year-old  man  developed  steady 
pain  in  the  “lower  chest  region”  soon  after  eating  sup- 
per. He  had  never  had  indigestion,  but  his  pain  seemed 
like  it.  He  took  an  effervescent  antacid  and  died  two 
hours  after  the  onset  of  pain. 

Comment 

The  information  which  we  have  gathered  would 
he  discarded  at  law  as  hearsay.  We  cannot  es- 
tablish the  absence  of  pain,  nor  nicely  define  that 
which  had  been  pre.sent.  It  is  likely  that  better 
histories  would  have  elicited  premonitory  change 
in  pain  in  many  of  the  victims  with  known  coro- 
nary artery  disease.'  On  the  other  hand,  the  time- 
liness of  questioning  in  this  group  probably  ex- 
plains the  higher  yield  of  warning  symptoms  than 
in  the  more  exhaustively  studied  series  of  Bainton 
and  Peterson'  or  in  the  studies  of  Yater  et  al.  ' and 
of  French  and  Dock.  ’ 

I'he  intervals  between  onset  of  symptoms  and 
death  in  those  not  previously  known  to  have  had 
heart  disease  are; 

Interval  Number  of  Deaths 

1 hour  9 

1 to  2 hours  4 

3 to  6 hours  3 

7 to  24  hours  6 

1 to  2 days  2 

3 to  7 days  4 

1 to  2 weeks  1 

2 to  4 weeks  3 

“weeks”  2 

8 weeks  1 

uncertain  4 

Roughly  1 in  4 was  dead  within  the  hour,  1 in  2 
dead  within  the  day.  This  small  sample,  in  which 
death  is  timed  from  the  onset  of  symptoms,  is  con- 
sonant with  998  cases  of  fatal  coronary  artery  dis- 
ease in  Belfast  reported  by  McNeilly  and  Pem- 
berton" and  the  165  deaths  reported  by  Fry  from 
his  own  practice  in  Britain,  in  defining  the  urgency 
of  new  coronary  pain.  Deaths  within  the  first  hour 
were  more  common  in  these  series  which  included 
all  victims  of  coronary  artery  disease  and  did  not 
specifically  seek  out  warning  pain. 

The  study  of  McNeilly  and  Pemberton"  defines 
the  problem  of  coronary  care  in  the  community, 
starting  with  death  or  the  apparent  clinical  onset 
of  myocardial  infarction:  In  fatal  cases,  27  per 

cent  of  the  men  and  22  per  cent  of  the  women  will 
be  dead  within  fifteen  minutes.  The  median  pe- 
riod of  survival  is  three  and  one-half  hours  in  men 
and  a little  more  than  six  hours  in  women.  Kul- 
ler"  has  described  the  urgency  of  the  first  hours  of 
myocardial  infarction:  “There  are  as  many  deaths 
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within  the  first  twenty-four  hours  as  during  the 
next  five  years.” 

Those  who  die  without  warning  pain,  or  within  a 
few  minutes  of  the  onset  of  pain,  are  doomed  unless 
effective  resuscitation  is  fortuitously  available. 
However,  if  more  than  half  of  the  victims  of  coro- 
nary artery  disease  have  had  warning  pain  and  if 
sudden  death  is  usually  due  to  disturbances  in  car- 
diac rhythm  or  conduction,  and  preventable  or 
reversible,  then  recognition  of  premonitory  pain  is 
important. 

It  must  be  true  that  those  without  other  illness, 
experiencing  their  first  episode  of  pain  due  to  coro- 
nary artery  disease,  and  standing  to  benefit  most 
from  medical  care,  will  be  least  likely  to  be  fore- 
warned and  least  likely  to  find  a concerned  phy- 
sician without  delay.  It  is  with  this  group  that  we 
are  chiefly  concerned. 

Consideration  of  the  victim  who  did  not  seek 
medical  care  for  warning  pain  suggests  that  the 
group  most  easily  reached  includes  those  who  as- 
cribe chest  pain  to  indigestion  (Cases  13,  16,  20, 
21,  and  24).  This  classically  fatal  error  could  per- 
haps be  minimized  by  an  educational  program  em- 
phasizing the  simple  truth  that  the  heart  lies  in 
the  chest  and  the  stomach  in  the  belly.  Some 
must  deny  even  clear  signals  of  heart  disease 
(Cases  10,  15,  19,  and  23)  to  live  or  die  alone  or  to 
seek  help  only  for  unbearable  pain,  dyspnea,  or  col- 
lapse.® 

The  histories  obtained  from  the  survivors  of 
those  who  had  sought  medical  care  and  those  who 
had  not  are  not  only  similar  to  each  other,  but  they 
are  also  similar  to  the  histories  of  those  who  survive 
to  be  admitted  to  a coronary  care  unit.  Ironically, 
they  may  be  presumed  to  have  succumbed  to  the 
disturbances  in  cardiac  rhythm  or  conduction 
which  may  be  so  effectively  managed  in  tbe  coro- 
nary care  unit. 

The  vulnerability  of  young  men  to  sudden  death 
has  been  pointed  out  by  French  and  Dock,’  and  to 
ventricular  fibrillation  by  Julian,  Valentine,  and 
Miller  et  al. Kuller*^  has  summarized  the  studies 
which  indicate  the  greater  incidence  of  sudden 
death  from  coronary  artery  disease  in  men. 
Spain‘S  has  suggested  that  cigaret  smoking  exacts 
its  coronary  toll  by  predisposing  to  sudden  death. 


Recognition,  especially  by  young  men,  their 
wives,  their  associates,  and  their  physicians  that 
new  distress  in  the  anterior  chest  may  presage 
death,  without  further  warning  or  within  the  first 
minutes  or  hours  of  its  denouement  as  myocardial 
infarction,  is  crucial.  The  onset  of  new  pain  or  the 
exacerbation  of  old  may  signal  a medical  emer- 
gency. The  provision  of  more  sophisticated  care 
is  a goal  of  community  health  organization. 
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In  the  early  1900s  there  were  between  100.000 
and  1 million  drug  addicts  estimated  living  in  the 
entire  I’nited  States.'  while  on  November  15.  1970. 
The  \eu'  York  Times  reported  an  estimate  of 
24,000  heroin  addicts  in  the  New  York  City  school 
system  alone!  In  1969,  900  deaths  from  acute 
narcotism  were  recorded  by  the  chief  medical  ex- 
aminer in  New  York  City.- 

The  purpose  of  this  article  is  to  report  the 
cutaneous  signs  of  drug  addiction.  These  are  im- 
portant because  of  the  easy  visibility  of  cutaneous 
changes.  Detection  of  addicts  in  an  early  stage  of 
abuse  could  result  in  early  referral  to  rehabilitative 
agencies  and  therewith  better  opportunities  for 
rehabilitation.  It  would  also  eliminate  needless 
suffering  and  the  other  serious  consequences  of 
drug  abuse  for  the  individual  and  society.  Recog- 
nition of  cutaneous  signs  of  drug  abuse  might  alert 
physicians  to  the  possibility  of  systemic  changes  as 
well.  For  example,  necrotizing  angiitis  has  re- 
cently been  reported  following  long-term  abuse  of 
addictive  drugs.*  Additional  systemic  effects  are 
pulmonary  edema,  endocarditis,  hepatitis,  and 
tetanus.-  Exstrophy  of  the  bladder  in  a newborn 
infant  has  been  attributed  to  lysergic  acid 
diethylamide  (LSD)  taken  by  the  mother  during 
pregnancy.^  Herein,  we  report  several  new  cuta- 

* Supported  in  part  by  Public  Health  Service  Research  Grant 
A 1-07728  from  the  National  Institute  of  .Allergy  and  Infectious 
Diseases. 


One  hundred  drug  addicts  were  examined  for  cu- 
taneous manifestations  due  to  heroin  and  other  ad- 
dictive drugs.  While  the  most  common  manifesta- 
tions of  drug  abuse  are  infections  and  scars,  others, 
so  far  unreported,  such  as  "permanent”  pitting 
edema,  camptodactylia,  edema  of  the  eyelids,  and 
serum  sickness-like  reactions  were  observed.  The 
importance  of  the  cutaneous  changes  lies  in  the 
facility  of  detecting  drug  addiction  and  consequent 
referral  to  rehabilitation  agencies.  It  is  hoped  that 
better  knowledge  of  skin  changes  may  also  spur  the 
search  for  antigenic  effects  of  these  drugs  and  stimu- 
late more  extensive  studies  of  the  histochemistry 
and  histopathology  of  drug  abuse. 


neons  findings  related  to  drug  abuse  including 
camptodactylia.  fiermanent  nonpitting  edema  of 
the  hands,  and  a serum  sickness-like  reaction. 

Materials  and  methods 

One  hundred  patients  addicted  to  a variety  of 
drugs,  mostly  heroin,  were  questioned  and  exam- 
ined for  drug  abuse  and  adverse  cutaneous  effects. 
They  were  all  attending  a New  York  City  medical 
clinic  for  drug  addicts.  They  ranged  in  age  from 
eighteen  to  fifty  years  and  were  of  both  sexes. 

Case  reports 

Eighty-six  of  the  100  drug  addicts  showed  cuta- 
neous signs  of  adverse  effects  which  are  sum- 
marized in  Table  I.  Hyperpigmentation  at  sites  of 
injections  was  the  most  frequent  finding  and  was 
present  in  54  per  cent  of  addicts.  Scarring  was 


TABLE  I.  Morphology  of  adverse  skin  reactions  to  ad- 
dictive drugs  in  100  patients 


Skin  Finding 

Number 
of  Pa- 
tients* 

Drug  Abused 

Camptodactylia 

1 

Heroin 

Edema  of  eyelids 

1 

Heroin,  LSD, 
cocaine 

“Persistent”  nonpitting 

2 

Heroin 

edema  of  the  hands 

Maculopapular  generalized 

2 

Heroin 

eruption 

Urticaria 

3 

Heroin 

Urticaria  plus  serum 

1 

Amphetamines 

sickness 

Abscesses 

4 

Heroin 

Atrophic  scars 

7 

Heroin 

Local  edema  following 

8 

Heroin 

the  injection 

Hypertrophic  scars 

10 

Heroin 

Pruritus 

13 

Heroin 

Hyperpigmentation 

54 

Heroin, 

cocaine 

* The  total  is  more  than  100  because  addicts  sometimes  showed 
several  effects  in  the  skin  at  once. 
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FIGURE  1 Contracture  and  deformity  of  right  index 
finger  following  injection  of  heroin. 


present  in  18  per  cent  and  included  fibrosis  of 
veins,  keloids,  as  well  as  macular  atrophy.  Camp- 
todactylia  and  a serum  sickness-like  reaction  were 
among  the  unusual  findings  and  are  listed  in  the 
table  with  other  skin  changes.  The  following  are 
particularly  noteworthy  changes  which  were 
observed. 

Case  1.  Camptodactylia.  A thirty-one-year-old 
Negro  woman  had  been  injecting  as  much  as  15  “bags” 
per  day  of  heroin  intravenously  or  subcutaneously  for 
fourteen  years.  The  following  skin  changes  which  took 
approximately  two  months  to  form  had  occurred  at  sites 
of  injections  during  the  last  two  years:  (1)  bullous 

lesions,  (2)  ulcerations,  and  (3)  atrophic  scars.  After 
injecting  a vein  in  the  right  index  finger,  cutaneous 
scarring  resulted,  leaving  a severe  contracture  and  de- 
formity (Fig.  1).  She  attributed  to  quinine  the  bullae 
which  formed  initally  and  resembled  first-degree  burns. 

Case  2.  Edema.  A forty-.seven-year-old  Negro  man 
had  been  injecting  himself  with  heroin  intravenously  for 
twenty-two  years.  He  admitted  that  the  consumption  of 
drugs  amounted  to  35  “bags”  daily,  at  the  peak  of  habit- 
uation. He  denied  taking  heroin  during  the  two  years 
preceding  examination,  since  the  time  he  had  started  on 
methadone  treatment,  lnten.se  edema  of  the  dorsa  of 
both  hands  began  shortly  after  he  .started  to  inject  heroin 
into  the  veins  of  his  hands  and  persisted  for  years  despite 
discontinuing  the  habit  (Fig.  2).  He  volunteered  the  ex- 
planation that  he  often  failed  to  inject  accurately,  and 
the  edema  resulted  from  the  heroin  plus  the  excipients 
which  infiltrated  the  tissues. 

Case  3.  Edema.  A forty-one-year-old  Negro  woman 
had  been  injecting  herself  with  20  “bags”  of  heroin  daily 
for  the  |)ast  year.  About  six  months  after  starting  drugs, 
she  developed  nonpitting  edema  of  the  dorsa  of  both 
hands.  'I’he  edema  is  associated  with  "tracks”  and  pig- 
mented lines  (Fig.  3.). 

Case  1.  Serum  sickness-like  reaction.  A twenty- 


FIGURE  2 Persistent  nonpitting  edema  of  dorsa  of 
hands 


FIGURE  3.  Nonpitting  edema  of  dorsa  of  hands  and 
pigmented  "tracks. " 


six-year-old  white  man  after  having  used  amphetamines 
for  several  months  developed  generalized  urticaria  and 
wheezing  within  an  hour  after  an  intravenous  injection 
of  a combined  amphetamine  preparation  (Obetrol). 
Six  days  later  he  developed  pains  in  the  knees,  ankles, 
wrists,  angio-edema  of  the  eyes,  and  temperature  spikes 
to  103  F.  All  symptoms  abated  within  a week  after 
treatment  with  several  injections  of  epinephrine  and 
diphenhydramine  hydrochloride  (Benadryl),  and  aspirin 
by  mouth.  His  skin  was  tested  with  dextroamphetamine 
sulphate,  0.2  mg.  per  milliliter  for  a wheal-and-flare 
reaction,  with  negative  results.  Challenge  with  5 mg.  of 
the  same  material  given  by  mouth  produced  no  adverse 
effect  which  could  be  detected  after  observation  for  five 
days. 

Other  findings 

Hypertrophic  scars.  Longitudinal,  cordlike 
scars  were  prominent  in  10  cases  (Fig.  4).  The 
lesions  were  firm  and  often  hyperpigmented,  espe- 
cially in  Negroes. 

Atrophic  scars.  Atrophic  patches  were  de- 
tected in  7 patients.  Some  were  longitudinal  and 
others  round  or  oval,  located  at  the  sites  of  injec- 
t ions. 

Pruritus.  Thirteen  patients  had  pruritus  al- 
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FIGURE  6 Edema  of  upper  eyelids  of  four  years  dura- 
tion of  addict  who  took  drugs  for  twenty-one  years. 

heroin  for  twenty-one  years  (Fig.  6).  He  also  had 
generalized  pruritus  following  each  injection  and 
took  numerous  other  drugs  such  as  cocaine,  LSD, 
marihuana,  and  amphetamines. 

Comment 

The  most  common  skin  changes  in  addicts  result 
from  infection  caused  by  poor  hygiene,  contami- 
nated instruments,  or  the  narcotics  themselves. 
Sooner  or  later  most  addicts  develop  ulcers  or  ab- 
scesses in  the  areas  injected.’  Those  who  share 
equipment  run  the  risk  of  acquiring  syphilis, 
hepatitis,  and  even  malaria,  albeit  rarely. 

The  lack  of  clinical  and  pathologic  studies  of 
skin  manifestations  in  drug  addicts  is  surprising, 
considering  the  accessibility  of  the  skin  and  the 
number  of  persons  addicted  to  heroin.  Notable 
exceptions  are  a few  reports  of  individual  cases  * 
and  a recent  study  of  54  cases.'  An  unusual  skin 
eruption  was  reported  by  Beliaev.**  The  patient 
had  papulovesicular  lesions  as  well  as  edema  and 
erythema  of  the  palms  and  soles,  accompanied  by 
high  fever  after  smoking  marihuana.  The  same 
eruption  recurred  when  the  patient  was  re- 
challenged. Dermatoses  due  to  other  drugs  which 
may  produce  dependence,  such  as  barbiturates, 
alcohol,  tranquilizers,  and  bromides  have  been 
known  for  a long  time.'" 

As  for  heroin,  it  is  unknown  whether  the  adverse 
effects  are  due  to  the  excipients  or  to  the  drug  it- 


FIGURE  4 Longitudinal  hypertrophic  scar  of  forearm 
of  heroin  addict 


most  immediately  after  injecting  heroin.  It  lasted 
between  ten  minutes  and  twenty-four  hours. 

Urticaria.  Four  addicts  reported  urticaria  be- 
ginning about  an  hour  after  the  injection  of  heroin 
and  lasting  several  hours  to  several  days.  The 
urticarial  reactions  occurred  only  after  certain 
batches  of  heroin  were  injected,  or  when  the  nar- 
cotic was  purchased  from  a certain  “posher.”  It 
is  assumed,  therefore,  that  various  impurities,  per- 
haps quinine,  could  have  been  responsible  for  the 
urticarial  reactions. 

Hyperpigmentation.  Hyperpigmentation  oc- 
curred in  54  addicts,  mainly  in  “tracks”  along 
the  injected  vein  (Fig.  5).  The  term  “tracks” 
aptly  describes  the  hyperpigmentation  and  scar- 
ring which  occur  in  a great  number  of  abusers  of 
drugs.  This  should  not  be  confused  with  the 
“soot  tattooing”  in  addicts  when  needles  are  steril- 
ized by  flaming  and  the  carbon  deposited  on  them 
is  injected  into  the  dermis. 

Edema  of  the  eyelids.  .-\n  unusual  swelling  of 
both  upper  eyelids  of  four  years’  duration  was  ob- 
served in  a thirty-four-year-old  addict  who  took 


FIGURE  5 Hyperpigmented  scars  on  upper  extremities 
of  addict 
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self.  In  one  histopathologic  study,  a foreign-hody 
granuloma  was  found  in  a skin  specimen  taken 
from  the  site  of  injections  of  heroin.'  This  could 
have  been  the  result  of  minute  particles  of  glass  or 
contaminating  particles  of  other  substances. 

Although  we  described  several  unusual  and  here- 
tofore unreported  cutaneous  effects  of  drug  abuse, 
most  of  our  cases  showed  skin  changes  such  as 
“tracks,”  hyperpigmentation,  and  scarring  along 
veins  which  could  be  easily  recognized  and  associ- 
ated with  drug  abuse  by  the  physician. 

As  far  as  we  could  ascertain  there  was  no  dif-  i 
ference  in  the  character  and  distribution  of  the 
stigmata  as  far  as  sex  and  age  were  concerned. 

The  problem  of  addiction  needs  intensive 
studies,  including  possible  antigenic  effects  of 
these  drugs  and  their  potential  to  engender  forma- 
tion of  antibodies  as  well  as  observation  of  large 
numbers  of  addicts  for  the  detection  of  additional 
cutaneous  effects  and  histopathologic  and  histo- 
chemical  studies  of  lesions  of  the  skin.^ 

967  Ocean  Avenue 
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1 SPRING  SESSION 

The  Spring  meeting  of  the  New  York  Society  for 
Thoracic  Surgery  was  held  on  May  20,  1971,  at 
St.  Luke’s  Hospital  in  New  York  City.  The 
abstracts  and  full  reports  follow. 

ACUTELY  OBSTRUCTED 
AND  INCARCERATED 
PARAESOPHAGEAL 
HERNIA 

KENNETH  CHIACHE  SZE.  M.D. 

New  York  City 

I From  the  Surgical  Service.  French  Flospital 
I Division,  French  and  Polyclinic  Medical  School  and  Health 
Center,  Inc.,  and  Department  of  Surgery,  New  York 
University  Schpol  of  Medicine 


Acutely  obstructed  and  incarcerated  para- 
esophageal hernias  are  uncommon.  Three  such 
cases  are  reported. 

The  paraesophageal  hernias  were  symptomatic 
for  many  years  prior  to  acute  obstruction  and  in- 
carceration. Volvulus  or  torsion  of  the  stomach 
was  the  cause.  In  2 cases  the  intrathoracic  “up- 
side down”  stomach  partially  descended  below  the 
diaphragm  causing  acute  obstruction.  In  the  third 
case,  acute  obstruction  and  incarceration  was  pres- 
ent in  the  intrathoracic  stomach.  Slow  bleeding 
was  present  in  each  instance.  Chronic  gastric 
ulcer,  however,  was  not  found. 

The  hernia  was  located  centrally  behind  the 
heart,  extending  into  the  adjacent  portion  of  both 
pleural  spaces.  The  gastroesophageal  junction 
was  anchored  posteriorly  at  its  normal  place. 
The  hiatus  anterior  to  this  junction  was  enlarged 
in  all  three  directions.  After  relief  of  acute  ob- 
struction and  adequate  preparation  of  the  patient. 


the  hernia  was  repaired  via  the  transthoracic  route. 
Repair  was  effected  by  Allison’s  method  in  1 case 
and  suturing  of  the  enlarged  hiatus  without  dis- 
turbing the  intact  phrenicoesophageal  ligament 
in  the  other  2.  All  3 patients  are  now  asympto- 
matic. 

Discussion 

Paul  A.  Kirschner,  M.D.,  New  York  City.  I 
should  like  to  compliment  Dr.  Sze  on  his  excellent 
results  and  for  bringing  this  material  before  us. 
This  is  a situation  that  nobody  sees  very  often. 
There  are  many  debates  as  to  the  management  of 
these  patients  both  preoperatively  and  from  the 
standpoint  of  the  surgical  approach. 

I have  one  question:  What  degree  of  adhesion 

was  seen  in  these  hernial  sacs?  In  other  words, 
was  there  any  problem  in  reduction  of  the  sac  con- 
tents? 

I would  like  to  present  1 case  briefly  to  demon- 
strate an  abdominal  incision  which  I believe  has 
considerable  merit.  I do  this  with  a certain 
amount  of  temerity  before  a thoracic  surgical 
society. 

This  patient  had  an  incarcerated  paraesopha- 
geal hernia,  similar  to  Dr.  Sze’s  patients,  with  the 
esophagus  entering  the  stomach  at  the  level  of  the 
diaphragm  and  a big  bubble  above.  Twenty-four 
hours  later  barium  still  remained  in  the  stomach. 
Losing  the  abdominal  approach,  the  incarcerated 
portion  of  the  stomach  was  pulled  out  of  the  large 
hernial  sac. 

The  incision  has  been  described  by  Kraft  and 
Fry.*  It  starts  at  the  tip  of  the  right  tenth  rib, 
crosses  the  linea  alba  midway  between  the  xiphoid 
and  umbilicus,  and  continues  over  and  beyond  the 
left  chondral  arch  for  at  least  10  cm.  It  does  not 
enter  the  chest  but  merely  goes  down  to  the  sur- 
face of  the  ribs,  therefore  I guess  it  is  still  legal  in 
a thoracic  society.  Both  rectus  muscles  are 
divided  as  are  the  muscles  over  the  ribs.  The  re- 
sult is  that  the  entire  upper  part  of  the  wound  can 
be  widely  retracted  upward  with  a Weinberg  re- 

* Kraft,  R.  0.,  and  Fry,  W.  J.:  Operative  technic  of  selective 

gastric  vagotomy.  Am.  J.  Surg.  104:  423  (1963). 
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tractor,  providing  excellent  exposure  of  the  upper 
portion  of  the  abdomen  under  the  diaphragm. 
The  triangular  ligament  of  the  left  lobe  of  the  liver 
is  cut,  allowing  the  liver  to  be  retracted  to  the  right, 
thereby  exposing  the  esophageal  hiatus. 

The  huge  paraesophageal  hernia  which  goes  far 
up  the  posterior  mediastinum  and  over  into  the 
right  chest  is  easily  managed  in  this  fashion.  On 
conventional  x-ray  films  of  the  chest  it  looks  like 
a big  cyst  with  a fluid  level  in  the  right  chest. 
Wound  closure  is  without  drainage. 

Lari  Altai,  M.D.,  The  Bronx,  New  York.  I, 
too,  would  like  to  compliment  Dr.  Sze  on  his  abil- 
ity to  perform  a major  thoracic  procedure  in  these 
elderly  and  debilitated  patients.  My  own  experi- 
ence has  been  with  2 patients,  in  the  seventies 
and  eighties,  critically  ill  because  of  severe  vomit- 
ing and  metabolic  alkalosis  secondary  to  volvulus 
of  the  stomach.  Operation  in  both  patients  con- 
sisted of  a small  upper  abdominal  midline  incision, 
reduction  of  the  stomach  back  into  the  abdomen, 
and  a high  gastrostomy,  which  served  in  both  cases 
to  decompress  the  gastrointestinal  tract  in  the 
immediate  postoperative  period  and  prevent  the 
stomach  from  herniating  into  the  chest.  Both 

SURGICAL  MANAGEMENT 
OF  CHONDROSARCOMA 
OF  STERNUM 

PETER  ALEXANDER  MISSIER,  M.D. 

New  York  City 

KENNETH  C.  FRANCIS.  M.D.* 

New  York  City 

WALTER  W.  FISCHER.  M.D. 

New  York  City 

From  the  Departments  of  Surgery  and  Orthopedics,  Lenox  Hill 
Hospital  and  New  York  University  School  of  Medicine 

Chondrosarcoma  of  the  sternum  is  not  as  rare  as 
the  literature  would  indicate.  The  authors  present 
the  clinical  manifestations  and  the  radiographic 
findings  of  this  entity.  Excision  of  the  sternum 
involves  unique  ventilatory  and  hemodynamic 
considerations.  Operative  and  postoperative 
management  of  3 personal  cases  are  presented,  and 
the  current  surgical  literature  is  reviewed. 

Discussion 

Eugene  E.  (diffton,  M.I).,  New  York  ('ity. 
(Tondrr)sarcoma  of  I he  sternum  is  a subject  we  have 
been  quite  interested  in  for  some  time.  I think 
there  are  a coujjle  of  important  points  that  one 
* By  inuildtiori. 


patients  showed  prompt  relief  of  obstruction  and 
had  an  uneventful  postoperative  course.  There 
has  been  no  recurrence  of  the  hernia.  In  the  first 
case  a typical  organoaxial  volvulus  of  the  stomach 
in  a paraesophageal  hernia  was  found.  A post- 
operative upper  gastrointestinal  contrast  study 
revealed  the  stomach  to  be  in  the  abdomen  and 
showed  no  evidence  of  recurrent  hernia  at  the 
time  of  the  patient’s  discharge  from  the  hospital. 

I would  like  to  recommend  this  limited  and 
simple  procedure  as  an  alternative  to  major  thora- 
cotomy for  relief  of  obstruction  in  elderly  and 
critically  ill  patients  with  paraesophageal  hernia. 

Dr.  Sze  (closing):  The  incidence  of  acute  ob- 

struction and  incarceration  of  paraesophageal 
hernia  is  as  follows:  Sweet  reported  1 in  17  cases 
of  paraesophageal  hernia.  Beardsley  et  al.  treated 
10  such  patients  in  their  series  of  537  cases  of  slid- 
ing hiatal  as  well  as  paraesophageal  hernias. 
Zellos  had  2 cases  of  acute  obstruction  and  vol- 
vulus in  72  paraesophageal  hernias.  Hill  et  al. 
noted  3 such  cases  in  their  series  of  22  para- 
esophageal hernias.  As  you  can  readily  see  from 
the  statistics,  acute  obstruction  and  incarceration 
in  paraesophageal  hernia  is  very  uncommon. 


should  make.  The  most  important  of  these  is  that 
the  result  depends  on  whether  you  must  remove  the 
entire  sternum  or  whether  you  can  leave  a little 
rim  at  the  top  or  bottom  including  the  costal  arch. 
If  you  can  leave  even  a small  rim  with  one  costal 
arch,  you  can  usually  get  away  without  any  replace- 
ment by  solid  prosthesis.  But  if  the  entire  sternum 
is  gone  and,  particularly,  if  you  must  go  out  well  be- 
yond the  costal  cartilage  into  the  rib  area,  you  must 
make  some  kind  of  a replacement  that  is  solid, 
not  a replacement  merely  by  fascia,  marlex  mesh, 
or  similar  material  because  of  the  tremendous 
motion  in  the  chest. 

We  have  had  this  experience  in  1 patient  in 
whom  the  resection  was  done  without  any  replace- 
ment against  the  advice  of  most  of  the  thoracic 
surgeons  on  the  hospital  staff.  This  should  have 
been  a very  dramatic  and  wonderful  cure.  This 
massive  chondrosarcoma  had  been  present  for 
about  eight  to  ten  months  and  had  been  declared 
inoperable  in  two  other  institutions.  It  was 
curatively  removed  as  far  as  could  be  determined 
at  the  time  of  its  resection  and  post  mortem.  The 
patient  remained  on  respirator  assistance  for  two 
months  and  then  subsequently  expired  because  of 
difficulties  with  this  problem.  This  is  a major 
thing  that  I want  to  put  across. 

We  have  had  3 patients  in  whom  the  entire 
sternum  has  been  removed.  The  first  one  that 
I had  anything  to  do  with,  also  with  Kenneth 
f’rancis,  M.D.,  at  Memorial,  was  a patient  who  had 
a forequarter  amputation  of  a fibrosarcoma  ot  the 
humerus  by  B.  (h)ley,  M.D.,  approximately  ten 
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years  before,  so  t hat  she  was  an  excellent  cure.  She 
had  failed  to  respond  to  x-ray  therapy  before  the 
forequarter  amputation,  and  as  a result  they  had  to 
go  ahead  with  the  amputation.  At  the  time  she 
came  in  with  the  sternal  tumor  we  gave  her  2, ()()()  r 
of  preoperative  radiation  and  then  had  to  remove 
the  entire  sternum  to  encircle  the  disease.  It  went 
well  hack  to  the  vena  cava  and  the  heart,  as  has 
been  described  in  these  cases,  hut  it  was  somewhat 
longer  than  w-as  demonstrated  on  x-ray  film. 
Actually  what  we  did  to  repair  this  was  relatively 
simple,  but  it  worked  remarkably  well.  A fascia 
lata  graft  was  used  to  replace  the  pleura  and 
pericardium,  and  then  we  put  four  rib  struts  across 
from  the  upper  rib  at  the  level  of  the  first  and 
second  ribs,  a mid  rib  at  the  fourth  rib  level,  and 
then  to  get  not  only  lateral  hut  also  up-and-down 
support,  we  crossed  two  of  them  at  the  lower  end 
between  the  costal  margin  on  one  side  and  the 
fifth  rib  on  the  other  side.  The  other  patient  who 
had  the  entire  sternum  removed  was  given  a re- 
placement made  of  split  ribs.  We  have  approxi- 
mately 5 who  had  partial  resections  of  the  sternum 
for  sternal  tumors,  leaving  a strut  above  and  below. 
William  Cahan,  M.D.,  had  one  case  about  fifteen 
or  sixteen  years  postoperative,  with  no  evidence  of 
recurrence,  and  this  also  was  a chondrosarcoma. 

Our  major  problem  at  the  present  time  is 
necrosis  with  tumor  in  the  area  of  the  sternum 
and  the  costocartilages  following  carcinoma  of  the 
breast  and  massive  radiation  therapy.  In  this 
situation  you  are  faced  not  only  with  destruction 
of  the  sternum  and  costocartilages  but  also  with 
failure  of  healing  due  to  radiation  therapy  and 
massive  infection  which  is  almost  always  present. 
There  are  now  I think  4 of  these  patients  who  have 
done  very  well.  If  there  is  a remaining  breast, 
this  is  used  to  replace  the  sternum  and  does  very 
well.  If  you  do  not  have  to  replace  the  entire 
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The  superior  approach  to  the  mitral  valve  has 
been  utilized  in  187  cases  during  the  past  thirty 
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sternum,  you  can  get  away  with  just  replacing  the 
soft  tissue  parts. 

We  have  used  mesh  also;  and  although  you  can 
get  away  with  it  in  the  presence  of  infection,  I do 
not  think  you  can  count  on  this.  If  you  have  to 
remove  the  mesh,  it  is  not  as  bad  as  tantalum 
mesh;  but  it  can  be  an  annoyance  if  you  have  it  in 
the  presence  of  an  infection,  as  we  have  had  in  a 
couple  of  these  people  following  radiation  therapy. 

Dr.  F ischer  (closing):  The  first  case  is  now 

six  years  postoperative,  has  no  evidence  of  recur- 
rence, and  has  a stable  chest.  At  the  time  of  her 
surgery,  we  were  most  concerned  about  postopera- 
tive instability  of  the  chest  wall  following  extensive 
resection  of  the  sternum.  We  did  not  have  at  that 
time  the  respirators  now  available  and  obtained  a 
Mbrsch  respirator  especially  for  this  case.  A 
tracheostomy  was  performed  at  the  end  of  her  pro- 
cedure. Actually,  this  patient  had  a stable  chest 
immediately  postoperatively  with  no  evidence  of 
“tlail”  chest.  1 think  she  would  have  done  per- 
fectly well  without  a tracheo.stomy  and  without  a 
ventilator.  It  is  to  be  noted  that  a portion  of  the 
manubrium  was  not  resected. 

Dr.  Missier  (closing):  What  Dr.  Cliffton  says 

is  absolutely  true.  Ventilation  after  this  type  of 
surgery  can  be  very  troublesome.  Dr.  Fischer 
mentioned  the  first  case  we  did.  That  patient  did 
not  have  the  entire  removal  of  the  anterior  chest 
wall,  and  maybe  this  is  the  reason  why  he  got  away 
with  it  so  beautifully.  We  had  the  Morsch  respira- 
tor in  a tracheostomy  for  a time  but  did  not  require 
prolonged  assistance  volume  control  in  these 
patients.  The  other  2 patients  who  lost  their  entire 
anterior  chest  wall  were  all  on  respirator  assistance 
between  forty  and  fifty  days  after  surgery.  The 
patient  at  University  Hospital  who  had  reduction 
of  the  plastic  repair  was  given  respirator  assistance 
for  almost  two  months. 


months.  While  this  procedure  was  first  described 
by  Meyer  et  al.  in  1965,  use  of  the  left  atriotomy 
in  the  transverse  sinus  has  been  neglected  despite 
the  easy  access  that  it  affords  to  both  the  left 
atrium  and  mitral  valve.  Modifications  of  the 
technic,  including  intermittent  cross  clamping  of 
the  aorta,  with  or  without  electrical  fibrillation  of 
the  heart,  have  facilitated  exposure  for  either  re- 
pair or  replacement  of  the  valve  through  this  route. 
The  187  procedures  performed  were  mitral  com- 
missurotomy, 76;  mitral  annuloplasty,  3;  mitral 
valve  replacement,  85;  and  multiple  valve  proce- 
dures, 23.  Reoperations  through  the  superior 
route  have  been  performed  without  difficulty. 
Advantages  of  this  procedure  include  easy  access 
to  the  valve  for  both  surgeon  and  assistants. 

A method  for  the  evacuation  of  residual  thrombi 
after  atrial  thrombectomy  has  been  utilized.  With 
the  aorta  cross  clamped  but  the  heart  full  and  con- 
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tracting,  an  aortotomy  is  performed.  Unde- 
tected thrombi  have  thus  been  expelled. 

Discussion 

Karl  Karlson,  M.D.,  Brooklyn,  New  York.  I 
watched  Dr.  Robinson  use  this  approach  once  after 
he  had  recommended  it  to  me,  and  after  Russell 
Nelson,  M.D.,  from  Salt  Lake  City  told  me  about 
it.  Since  I watched  Dr.  Robinson,  I have  used  this 
approach  whenever  I believed  it  was  the  appro- 
priate approach  to  the  mitral  valve  through  the 
vertical  sternotomy.  I certainly  agree  that  the 
vertical  sternotomy  approach  to  the  heart  is  the 
best  approach,  but  the  problems  we  have  looking 
around  the  retractor  into  the  right  side  of  the  left 
atrium  are  evident.  The  other  approach  we  can 
use  is  transeptal,  which  I believe  gives  a better 
view  than  the  former  one.  The  superior  approach 
gives  the  best  view,  however,  when  it  can  be  done. 
I look  at  this  area  first  to  see  if  I can  open  the  left 
atrium  best  that  way,  but  I do  not  always  believe 
that  the  superior  approach  is  best.  If  the  area  of 
visible  atrial  wall  is  small  between  the  aorta  and 
the  vena  cava  and  it  looks  as  though  I could  not 
make  a long  enough  incision,  I abandon  this  ap- 
proach for  another. 

There  are  a couple  of  things  that  Dr.  Robinson 
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Ten  cases  of  mitral  valve  endocarditis  posing 
serious  hazard  to  the  patient  are  described.  Three 
patients  died  while  surgery  was  being  considered, 
all  with  congestive  failure,  and  1 with  additional 
metastatic  infection.  Seven  underwent  open- 
heart  surgery,  6 for  congestive  failure,  and  1 for 
uncontrolled  infection  and  embolism.  Plastic 
repair  was  performed  in  1 with  death  one  week 
later.  Valves  were  replaced  in  6;  all  survived  with 
valves  securely  in  [)lace  and  no  recurrence  of  infec- 
tion. 'I'he  indicatif)ns  for  urgent  valve  replacement 
with  endocarditis  of  the  mitral  valve  are  congestive 
* Hy  invilatinn. 


did  not  bring  out,  because  he  has  done  the  opera- 
tion so  many  times  and  does  it  so  well.  I have  a 
couple  of  hints.  One  is  that  the  incision  should 
really  be  made  on  the  superior  aspect  of  the  atrium 
and  not  on  the  anterior  aspect.  You  look  at  the 
anterior  wall,  which  curves  back  to  form  the 
superior  wall.  The  incision  should  be  made  on  the 
curve  not  on  the  anterior  wall,  because  here  you  are 
close  to  the  root  of  the  aorta.  In  my  experience, 
the  atrium  has  been  thinner  in  that  area.  Make 
the  incision  where  the  atrial  wall  dips  backward. 
My  second  point  is  that  I have  had  cases  also  in 
which  there  was  not  as  much  atrial  wall  to  close 
with  as  appeared  at  the  start.  Running  the  suture 
line  carefully  has  taken  care  of  possible  lacerations. 
In  one  case  the  atrium  did  tear  up  into  the  base  of 
the  aorta.  I had  to  repair  it  with  a patch  of 
pericardium.  Fortunately,  everything  turned  out 
well,  but  the  perfusion  was  prolonged.  There  are 
pitfalls,  but  I think  if  one  clamps  the  aorta,  makes 
the  incision  on  the  superior  aspect  of  the  atrium, 
and  does  not  tear  the  atrium  with  retraction,  it  is 
an  excellent  incision.  It  is  certainly  superior  when 
you  are  helping  a resident  do  the  operation,  be- 
cause then  you,  too,  can  see.  It  is  an  excellent 
approach,  and  it  certainly  can  be  used  in  a large 
share  of  the  cases  by  preference. 


failure,  recurrent  embolism,  and  persistent  infec- 
tion on  optimal  medical  therapy.  The  results  of 
this  approach  are  gratifying. 

Discussion 

Chin  Yeoh,  M.D.,  New  York  City.  We  have 
had  a limited  experience  with  a different  kind  of 
endocarditis,  namely,  fungal  endocarditis.  In  the 
past  nine  months  at  Roosevelt  Hospital  we  have 
seen  4 cases  of  fungal  infection,  all  occurring  in 
drug  addicts. 

Our  first  patient  with  fungal  endocarditis 
expired  suddenly  five  days  after  admission.  At 
postmortem  examination  a septic  embolus  to  his 
coronary  artery  was  found  to  be  the  cause  of  death. 
Two  weeks  later  blood  cultures  revealed  growth  of 
Candida  albicans. 

The  second  patient,  a twenty-four-year-old  male, 
was  admitted  with  the  diagnosis  of  bacterial  endo- 
carditis and  was  treated  with  oxacillin  (Prosta- 
phlin).  When  blood  cultures  grew  Candida 
krusei  he  was  treated  with  amphotericin  B.  The 
cultures  produced  negative  results.  The  patient 
clinically  had  aortic  insufficiency  but  no  evidence 
of  congestive  heart  failure.  We  did  not  operate  on 
him  at  this  time.  One  month  later  he  again 
showed  positive  findings  on  blood  cultures.  Bone 
marrow  and  urine  cultures  were  also  positive  for 
(Candida.  I’he  patient  then  had  a cerebral 
embolus,  |)robably  septic,  and  his  aortic  valve  was 
explored,  d’he  valve  was  infected  and  was  re- 
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placed.  Six  weeks  postoperatively  his  blood  cul- 
tures showed  positive  results  again  despite  treat- 
ment with  amphotericin  H.  Two  weeks  later  the 
patient  expired  and  was  found  to  have  septic 
emboli  to  the  coronary  arteries.  'Phis  patient  had 
had  multiple-organ  involvement  with  fungus. 

The  third  patient,  a thirty-nine-year-old  man, 
entered  with  the  diagnosis  of  fungal  endocarditis 
and  was  treated  for  two  months  with  amphoteri- 
cin H.  During  this  period  his  blood  urea  nitrogen 
rose  to  1‘2(),  and  he  continued  to  have  positive  find- 
ings on  blood  cultures.  'I'he  patient  was  now  in 
severe  congestive  failure.  He  underwent  aortic, 
mitral  tricuspid  replacement  and  closure  of  a 
ventricular  septal  defect,  infectious  in  origin. 
Postoperatively,  because  of  his  sensitivity  to 
amphotericin  H,  he  was  treated  with  chlortrimazol 
for  six  weeks.  The  patient  is  well  nine  months 
postoperatively:  his  blood  cultures  show  negative 
findings.  'I'he  organism  was  C.  albicans. 

I'he  fourth  patient,  a twenty-four-year-old  male, 
with  Candida  infection,  had  positive  results  on 
blood  and  hone  marrow  cultures  for  Candida.  'I'he 
patient  had  pancytopenia,  a hemoglobin  of  8 ('iin. 
per  100  ml.,  a white  blood  cell  count  of  2,000, 
and  clotting  difficulties.  He  received  ampho- 
tericin H and  fresh  blood  transfusions  over  a period 
of  three  weeks.  His  aortic  valve  was  then  replaced. 
.Amphotericin  B was  continued  for  two  months. 
Four  months  post  surgery  the  patient  felt  well, 
and  his  cultures  showed  negative  findings. 

We  have  changed  our  approach  to  treating 
patients  with  fungal  endocarditis.  We  believe 
that  early  diagnosis  is  important,  and  early  therapy 
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should  he  instituted.  'I'he  patient  should  receive 
amphotericin  B or  chlortrimazol.  Since  these 
drugs  are  not  fungicidal,  the  patient  should  have 
surgery  two  or  three  weeks  after  the  initiation  of 
chemotherapy.  At  surgery,  a radical  ap{)roach  de- 
signed to  eradicate  all  infected  tissues  should  he 
done.  'I'he  aim  is  to  treat  these  patients  before 
multiple  organs  become  involved.  After  surgery, 
chemotherapy  should  he  continued  for  six  weeks. 
Blood  and  urine  cultures  should  produce  negative 
results  for  six  months  before  a cure  can  he  antic- 
ipated. 'I'he  dosage  tor  am|)hotericin  B is  1 mg. 
per  kilogram  per  day;  for  chlortrimazol  dosage  is 
12  to  If)  dm.  per  day. 

Dr.  Frater  (closing):  \Ve  have  also  had  fungal 

endocarditis,  not  of  the  mitral  valve  hut  of  the 
aortic  valve,  and  have  had  to  treat  it  radically, 
too.  I would  make  one  comment:  We  found 

amphotericin  B in  1 patient  so  toxic,  we  nearly 
killed  the  patient  every  time  we  gave  him  a dose. 
.As  for  getting  up  to  1 mg.  per  kilogram  per  day,  we 
could  not  get  anywhere  near  there.  On  15  to  20 
mg.  this  man  was  going  into  an  acute  anaphylactic 
reaction  with  every  dose.  Flventually  we  used 
5 flurocytocine,  which  worked  extraordinarily 
well;  the  organism  was  sensitive  to  that  drug. 

I must  say  this  man  is  perhaps  a case  for  presenta- 
tion at  some  other  time  to  this  body,  since  in  var- 
ious parts  of  the  country  he  has  had  four  aortic 
valves  inserted,  the  fourth  being  inserted  by  us  for 
Candida  endocarditis. 


The  following  report  appears  in  its  entirety. 


and  descending  thoracic  aortic  aneurysms,  tears, 
and  wounds  can  be  provided  by  a shunt  graft  from 
the  ascending  to  the  descending  aorta. ' - Although 
seldom  used  since  the  introduction  of  left  atrial'"* 
or  femoral-femoral  bypass, shunt  grafts  permit 
surgery  in  hospitals  where  cardiopulmonary  bypass 
is  unavailable.  These  grafts  avoid  the  slight  but 
inevitable  morbidity  and  mortality  rates  of  pump- 
oxygenator  bypass  and  decrease  the  danger  of  re- 
mote bleeding  inherent  in  heparinizing  a multiple- 
injury  patient  with  an  aortic  tear. 

Aorto-aorto  bypass  shunts  and  aneurysmal  ex- 
cision were  used  as  the  definitive  therapy  of  se- 
lected thoracic  aneurysms  rather  than  removing 
the  shunt  graft  after  replacement  of  the  resected 
aorta.  Resection  of  the  aneurysm  was  followed 
by  closure  of  the  cut  ends  of  the  aorta,  and  the  by- 
pass graft  served  as  the  permanent  conduit  for 
blood  flow  to  the  distal  aorta. 

Case  reports 

Case  1.  A forty-four-year-old  white  man  was  admit- 
ted with  severe  substernal,  shoulder,  and  back  pains  of  8 
hours’  duration.  Minimal  substernal  pain  had  been 
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FIGURE  1 (A)  Aortogram  demonstrating  aneurysm  distal  to  left  subclavian  artery,  narrowing  of  column  of  contrast 

medium  from  aneurysm  down  to  diaphragm,  and  dilation  of  aortic  arch  proximal  to  aneurysm  (B)  Postoperative 
aortogram  showing  patent  bypass  graft. 


present  for  almost  two  months.  The  patient  had  been 
hypertensive  since  the  age  of  nineteen  years. 

He  was  a slightly  obese  male  in  excruciating  pain,  with 
a blood  pressure  of  230/70  mm.  Hg.  Grade  2 hyperten- 
sive changes  were  seen  in  the  retina.  The  brachial  and 
carotid  pulses  were  equal  and  undiminished.  The  sec- 
ond aortic  sound  was  accentuated.  The  electrocardio- 
gram showed  left  axis  changes  but  no  myocardial  is- 
chemia. Urine  output  was  adequate.  Marked  widening 
of  the  proximal  descending  aorta  was  evident  on  the 
roetgenogram  of  the  chest. 

After  treatment  with  hypotensive  agents  and  diuretic 
and  narcotic  drugs  in  the  manner  recommended  by 
Wheat,  Prokop,  and  Palmer,'’  the  x-ray  film  of  the  chest 
showed  further  widening  of  the  aortic  arch  and  a left 
pleural  effusion.  Serosanguineous  fluid  was  obtained 
by  thoracocentesis.  An  arch  aortogram  demonstrated 
an  aneurysm  immediately  distal  to  the  left  subclavian 
artery,  narrowing  of  the  column  of  contrast  medium 
from  the  aneurysm  down  to  the  diaphragm,  and  dilation 
of  the  aortic  arch  proximal  to  the  aneurysm  (Fig.  1). 

Progression  of  the  dissection  during  medical  manage- 
ment precipitated  an  intervention  through  a left  postero- 
lateral thoracotomy;  a dissecting  aneurysm  of  the  aorta 
distal  to  the  left  subclavian  artery  and  extending  to  the 
level  of  the  dia{)hragm  was  seen.  The  entire  left  poste- 
rior mediastinum  bulged.  The  pleura  was  thickened,  and 
underneath  was  semiliquid  old  clot.  Under  this,  another 
layer  of  clot  was  found  between  the  adventitial  layer  of 
the  aorta  and  the  intima.  A bulge  distal  to  the  left  sub- 
clavian artery  represented  the  aortic  aneurysmal  per- 
foration. The  point  of  entry  of  the  dissection  was  very 
close  to  the  ligamentous  attachment  of  the  ductus  ar- 
teriosus. After  com{)letion  of  a Dacron  hyi)ass  connect- 
ing the  ascending  aorta  to  the  descending  portion  near 
the  diaphragm,  aneurysmectomy  was  performed.  'I'he 
patient  left  the  o[)erating  room  in  good  condition. 


Slight  weakness  of  both  lower  extremities  and  the  left 
upper  extremity  developed  on  the  third  postoperative 
day.  Postoperative  radiologic  and  hemodynamic  evalu- 
ation showed  a patent  bypass  graft  with  a 10  mm.  Hg 
pressure  gradient  across  the  two  anastomoses  (Fig.  IB). 
The  patient  died  of  cerebral  hemorrhage  one  year  after 
surgery. 

Case  2.  A forty-two-year-old  white  man,  admitted 
with  recurrent  left  anterior  and  posterior  chest  pain, 
had  a retrograde  aortogram  six  months  earlier  because  of 
chest  pain  which  showed  an  aneurysm  that  extended 
from  the  left  subclavian  artery  to  the  descending  thoracic 
aorta.  The  patient  had  no  hypertension,  syphilis,  or 
Marfan’s  disease. 

The  aneurysm  was  resected  because  of  recurrent  symp- 
toms. It  measured  7 cm.  in  diameter  extending  from 
the  left  subclavian  artery  to  the  diaphragm.  The  aorta 
was  normal  below  the  diaphragm.  A synthetic  bypass 
graft  was  placed  from  the  ascending  aorta  to  the  normal 
descending  aorta.  The  pressure  in  the  aneurysm  was  un- 
changed after  proximal  and  distal  clamping,  indicating 
large  collateral  vessels.  Aneurysmectomy  was  followed 
by  closure  of  the  ends  of  the  aorta,  and  the  bypass  was 
used  as  a permanent  conduit.  Postoperatively,  the  pa- 
tient did  well  and  was  discharged  from  the  hospital. 

The  patient  was  readmitted  eight  months  postopera- 
tively and  again  nine  months  postoperatively  because  of 
recurrent  hemoptysis.  Bronchoscopic  examinations  re- 
vealed no  abnormal  findings.  Thirteen  months  after 
operation,  he  was  readmitted  with  hemoptysis,  a high 
fever,  dyspnea,  and  abdominal  pain.  Rales  were  present 
over  the  left  upper  lung  field.  Roentgenographic  ex- 
amination of  the  chest  revealed  a homogenous  opacifi- 
cation of  the  left  upper  lobe.  Bronchoscopy  revealed 
bloody  sputum  originating  from  the  left  upper  lobe. 
During  the  medicosurgical  chest  conference,  the  pa- 
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tient  had  a massive  hemoptysis  from  which  he  never  re- 
covered. 

Autopsy  showed  a mycotic  aneurysm  of  the  proximal 
aortic  stump  with  rupture  into  the  left  upper  lobe.  The 
Inpass  graft  was  patent,  and  the  anastomoses  were  in- 
tact. 

Case  ;J.  A sixty-three-year-old  man  was  admitted  in 
1954  because  of  progressive  increase  in  the  size  of  several 
thoracic  aneurysms,  which  had  been  wrapped  with  oxi- 
dized cellulose  (Oxycel)  in  1949.  A temi)orary  shunt, 
made  from  a porcine  heterograft  and  extending  from  the 
ascending  aorta  to  the  distal  thoracic  descending  aorta, 
provided  distal  perfusion  while  three  aneurysms  of  the 
descending  aorta  were  resected  and  replaced  with  a 20- 
cm.  reconstituted  hemograft.  The  shunt  was  removed 
after  having  maintained  distal  circulation  for  two  hours 
and  fifty-five  minutes.  Postoperatively,  the  patient 
recovered  rapidly  from  a transient  memory  loss.  He  is 
alive  and  well  sixteen  years  later  at  the  age  of  seventy- 
nine  years.  Two  years  ago  he  was  successfully  resus- 
citated from  a cardiac  arrest  while  undergoing  urologic 
surgery. 

In  this  case  the  shunt  graft  provided  temporary  distal 
perfusion,  while  a large  section  of  the  descending  aorta 
was  replaced. 

Comment 

De  Bakey  and  Cooley'  successfully  resected  a 
thoracic  aortic  aneurysm  by  means  of  aortic  cross 
clamping  and  arrest  of  distal  aortic  perfusion  in 
1953.  Neurologic  sequelae  and  fatalities  from  dis- 
tal ischemia  were  common  w’ith  this  technic,  even 
with  the  use  of  hypothermia.  Interluminal  tem- 
porary shunts  were  technically  difficult.'^  The 
principle  of  an  external  bypass  shunt  in  aneurysm 
resection^  was  applied  in  the  treatment  of  aortic 
aneurysms  by  Stranahan  et  a/.,"’  .Adams,'  Storey, 
Nardi,  and  Sewell,"  and  Chamberlain  et  ai- 
Stranahan  et  a/."’  used  a temporary  Tygon  shunt 
from  the  left  subclavian  artery  to  the  descending 
aorta.  Chamberlain  et  ai  - employed  a temporary 
porcine  heterograft  bypass  from  the  ascending  to 
descending  aorta.  Adams'  used  a shunt  from  the 
left  subclavian  artery  to  the  descending  aorta  as 
the  definitive  graft.  Shunt  technics  avoided  the 
precipitous  increase  in  cerebral  arterial  pressure, 
the  increased  cardiac  work  load,  and  the  arrest  of 
distal  circulation  attendant  on  aortic  cross  clamp- 
ing, excision  of  the  aneurysm,  and  graft  replace- 
ment. However,  shunt  grafts  were  considered  te- 
dious to  construct  and,  at  times,  were  untenable 
because  of  the  anatomic  involvement  of  the  aneu- 
rysm.' 

Pump  bypass  from  the  left  atrium  to  the  femoral 
artery  was  introduced  before  any  sizable  experience 
with  shunt  grafts  was  accrued.  ^ '"  Pump  bypass 
has  since  become  the  almost  standard  supportive 
method  for  prolonged  thoracic  aortic  cross  clamp- 
ing. Variations  in  the  pump  bypass  approach  in- 
clude a femoral  vein-femoral  artery  bypass  with  a 
pump  oxygenator,^-’  and  a subclavian  artery-fem- 
oral artery  bypass  with  a pump  alone.'-' 


However,  expediency  in  emergency  trauma  sit- 
uations, tbe  lack  of  pump  oxygenators  in  some 
hospitals,  and  dissatisfaction  with  some  aspects  of 
left  atrial-femoral  artery  bypass  stimulated  a con- 
tinuing improvement  in  bypass  shunt  grafts. 
Kahn,  Vathayanon,  and  Sloan"  developed  a shunt 
with  stainless  steel  cannulas  to  facilitate  insertion 
of  a temporary  plastic  shunt  into  the  aorta.  A 
heparin-lined  plastic  shunt  was  developed  by  Va- 
liathan  et  al.'^  The  authors  have  utilized  aorta- 
aorta  Dacron  bypass  grafts  as  a permanent  conduit 
and  simply  excised  the  aneurysm.  Exposure  of  the 
intra-  and  extrapericardial  ascending  aorta  pro- 
vides adequate  length  for  a safe  anastomosis.  The 
large  graft  attached  to  the  ascending  aorta  carries 
enough  blood  to  serve  as  a permanent  conduit  to 
the  abdominal  aorta. 

The  results  of  temporary  and  permanent  bypass 
grafts  in  the  management  of  thoracic  aortic  lesions 
have  been  acceptable.  Kirsh  et  a/.'"  reported  that 
1 of  12  patients  dies.  Symbas''  used  the  bypass 
shunt  successfully  in  2 patients  with  aneurysms 
and  in  1 patient  with  a traumatic  fistula  from  the 
aortic  arch  to  the  innominate  vein.  Other  suc- 
cessful cases  are  referred  to  in  the  preceding  para- 
graphs.No  surgical  deaths  occurred  among 
the  patients  reported  in  this  article,  and  the  seven- 
teen-year survival  of  1 patient  is  remarkable.  The 
fate  of  the  hemograft  in  the  seventeen-year  sur- 
vivor recalls  the  report  of  Szilagyi,  Smith,  and 
Rodriguez'"  on  the  fate  of  arterial  allografts. 

The  advantages  of  the  temporary  bypass  shunt 
include  the  speed  with  which  the  operation  can 
be  initiated,  heparin  is  unnecessary,  the  nonde- 
pendence on  a pump  oxygenator  so  that  the  tech- 
nic can  be  used  in  any  hospital,  and  the  absence 
of  left  atrial  hypertension  which  sometimes  occurs 
with  bypass  of  the  left  side  of  the  heart.  The 
bleeding  associated  with  total  body  heparinization 
and  pump-oxygenator  perfusion  can  result  in  hid- 
den hemorrhage  into  other  injured  areas  in  the 
trauma  patient  with  an  aortic  arch  tear  and  exces- 
sive blood  loss  during  the  mediastinal  dissection 
necessary  to  resect  an  aortic  aneurysm. 

Shunt  grafts  are  not  without  problems  and  haz- 
ards. Two  additional  suture  lines  are  required 
when  compared  to  standard  technics.  Use  of 
Kahn,  Vathayanon,  and  Sloan’s'^  cannulas  for 
temporary  shunts  could  cause  tearing  while  the 
purse-string  suture  is  being  tightened  after  decan- 
nulation.'"  With  dissecting  aneurysms,  acquisi- 
tion of  the  intima  in  the  exclusion  clamp  may  be 
difficult  if  the  intima  has  been  separated  from  the 
adventitia  by  considerable  clot.  An  aortogram 
showing  marked  narrowing  of  the  aorta  below  the 
entrance  to  the  dissection  should  warn  of  this  sit- 
uation. Finally,  the  most  crucial  point  in  using  the 
bypass  shunt  is  to  make  certain  that  a pump  by- 
pass will  not  be  necessary  and  that  the  correct 
incision  is  chosen  by  accurately  locating  the  dis- 
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section  or  aneurysm.  A dissection  down  to  the 
coronary  ostia  or  one  requiring  valve  replacement 
could  not  be  handled  by  this  technic.  On  the 
other  hand,  an  acute  traumatic  rupture  just  distal 
to  the  left  subclavian  artery  is  probably  best  han- 
dled with  a bypass  shunt. 
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Discussion 

Karl  Karlson,  M.D.,  Brooklyn,  New  York. 
Dr.  Piccone  has  demonstrated  his  technical  excel- 
lence in  the  results  he  has  presented  with  these 
shunts.  However,  I think  that  we  have  better  ways 
of  approaching  this  problem  these  days.  I think 
that  most  of  us  would  believe  that  these  opera- 
tions should  be  done  in  a hospital  where  other  tech- 
nics are  available.  If  a pump  oxygenator  is  not 
available,  the  temporary  shunt,  nonthrombogenic, 
with  cannulas  that  can  be  inserted  proximally  into 
the  subclavian  artery  or  aorta  and  distally  into  the 
aorta  or  femoral  artery,  is,  in  my  opinion,  prefer- 
able to  the  technic  described.  If  one  is  going  to 
heparinize  the  patient  and  use  a pump,  certainly 


the  left  atrial  to  femoral  artery  shunt  is  a good 
one.  Sometimes,  however,  one  has  difficulty  with 
the  drainage  of  the  left  atrial  catheter  when  one  is 
retracting  the  lung  for  exposure.  In  such  cases  one 
has  to  go  to  the  femoral  artery-femoral  vein  per- 
fusion to  relieve  the  load  on  the  upper  body  and 
perfuse  the  distal  body.  I have  one  suggestion, 
if  one  uses  this  technic,  and  that  is  to  use  a long 
femoral  venous  catheter,  the  tip  of  which  may  be 
positioned  up  above  the  liver  so  that  drainage  from 
that  catheter  and  the  amount  of  blood  which  can 
be  pumped  will  be  adequate. 

This  was  an  excellent  presentation  of  one  of  the 
technics  for  thoracic  aneurysm  resection,  but  I 
would  personally  use  one  of  the  other  methods. 

Irving  A.  Sarot,  M.D,,  New  York  City.  I 
should  like  to  show  you  again  a case  that  some  of 
you  have  seen  over  the  years.  Back  in  the  early 
fifties  Max  Chamberlain,  M.D.,  Ralph  Alley,  M. 
D.,  other  surgeons,  and  I were  experimenting  with 
temporary  aortic  bypass  shunts  using  rubber  or 
plastic  tubing  and  catheters.  We  were  not  familiar 
with  heparin  in  those  days,  we  did  not  have  good 
plastic  tubing,  and  some  of  the  shunts  clotted. 
Dr.  Chamberlain  and  Dr.  Alley  turned  to  the  tem- 
porary bypass  pig  graft,  and  I used  a permanent 
bypass  homograft. 

In  1954  a woman,  then  about  forty,  had  a trau- 
matic aneurysm  of  the  distal  aortic  arch.  The 
aneurysm  was  visualized  by  aortography.  A. 
Lazzerini-Robertson,  M.D.,  and  I placed  the  per- 
manent bypass  homograft  end-to-side  on  the  aortic 
arch  above  and  on  the  descending  aorta  below  the 
aneurysm,  and  the  aneurysm  was  then  resected. 
The  proxirnal  and  distal  ends  of  the  aorta  were 
oversewn  and  the  left  subclavian  artery  ligated. 
At  the  age  of  fifty-seven,  she  began  to  complain  of 
headaches  and  was  found  to  have  a blood  pressure 
of  160/100  mm.  Hg.  She  was  admitted  to  the 
hospital  and  studied.  Her  kidney  function  was 
found  to  be  good.  Some  calcification  in  the  graft 
was  noted  on  the  x-ray  film  of  the  chest.  Aortog- 
raphy revealed  the  permanent  bypass  homograft 
to  be  patent  and  functioning.  No  other  abnormali- 
ties were  found,  and  she  is  on  her  feet  all  day  work- 
ing full  time  as  a saleslady. 

I know  that  recently  some  men  have  again  been 
using  temporary  aortic  shunts  of  plastic  tubing 
without  heparin,  primarily  for  fear  of  bleeding 
through  the  prosthetic  graft  if  the  patient  has  been 
heparinized.  I have  not  found  that  to  be  too  much 
of  a problem.  I still  prefer  femorofemoral  bypass 
with  a pump  oxygenator,  but  I think  there  may  be 
a place  for  such  permanent  bypass  prosthetic 
grafts. 

Dr.  Piccone  (closing):  Kahn,  Vathayanon,  and 
Sloan"  employ  a high  index  of  suspicion  for  pa- 
tients admitted  with  a history  of  trauma  and  quite 
often  find  aortic  tears  in  people  who  had  decelerat- 
ing injuries.  They  use  the  bypass  technic  very  suc- 
cessfully in  the  modern  university  setting  in  pref- 
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erence  to  the  pump  oxygenator.  'I'he  results  speak 
for  themselves.  Bypass  technics  for  distal  arch 
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Coronary  gas  endarterectomy  has  been  applied 
to  the  diffusely  diseased  coronary  artery  in  40  cases 
at  the  Kings  County  Hospital,  Downstate  Medi- 
cal Center. 

Following  the  initial  application  of  gas  endar- 
terectomy to  peripheral  vasculature,*  it  seemed 
apparent  that  with  modifications  the  technic  could 
be  applied  to  the  coronary  arteries.-  - The  technic 
was  developed  in  the  morgue,  then  taken  to  the 
animal  laboratory,  and  first  carried  out  in  a pa- 
tient in  January,  1967.  Early  in  our  evaluation  of 
the  technic  attempts  were  made  to  operate  on 
both  the  right  and  left  coronary  artery.  Many 
problems  were  encountered.  There  has  been  pro- 
gressive solution  of  these  problems  encountered 
during  application  of  the  technic  in  patients  with 
occlusive  coronary  artery  disease.  These  develop- 
ments have  resulted  in  what  we  believe  is  an  in- 
creasingly satisfactory  approach  to  the  problem  of 
diffuse  obstructive  disease. 

Who  should  have  myocardial  revascularization? 
Patients  probably  requiring  myocardial  revas- 
cularization are  those  with  severe  angina,  seriously 
limited  exercise  capability,  inability  to  perform 
work,  cardiac  failure,  and  resistance  to  medical 
therapy.  Objective  signs  of  coronary  artery  dis- 
ease are  proved  myocardial  infarct  with  ischemia 
and  a living  adjacent  myocardium;  abnormal 
coronary  sinus  lactate  metabolism;  elevated  ven- 
tricular end-diastolic  pressures;  angiographic 
signs  of  occlusive  coronary  artery  disease  (arterio- 
sclerotic coronary  artery  disease);  and  myocardial 

*By  invitation. 


aneurysms  have  been  used  with  an  enviably  low 
mortality  rate. 


FIGURE  1 Carbon  dioxide  flow  1 0 to  15  L.  per  min- 
ute through  24  to  25-gauge  needle  with  gas  flowing 
when  needle  is  inserted  Permits  optional  separation 
of  adventitia  from  underlying  occlusive  atheroma.  This 
aids  endarterectomy  of  small  branches  and  vessels,  par- 
ticularly distally. 

infarction  at  a very  young  age  or,  particularly,  in 
menopausal  women. 

The  present  indications  for  right  coronary  gas 
endarterectomy  are  extensive  subtotal  to  total 
occlusion  of  coronary  artery,  evidence  of  patent 
distal  runoff,  adequate  diameter  of  the  coronary 
artery,  and  dominant  distribution.  Gas  endarter- 
ectomy is  now  generally  applied  to  the  right  coro- 
nary artery  in  our  service,  although  multiple  and 
left  coronary  artery  gas  endarterectomies  have 
been  successfully  accomplished  by  others. 

Significant  points 

The  points  which  we  shall  discuss  which  appear 
significant  to  us  include  (1)  partial  to  complete 
bypass  without  occlusion  of  the  aorta;  (2)  moderate 
hypothermia  30  to  32  C.;  (3)  localized  dissection 
of  the  anterior  wall  of  the  coronary  artery  both 
proximally  and,  if  necessary,  distally  with  effec- 
tive carbon  dioxide  gas  dissection  of  adventitia 
from  underlying  occlusive  core  (Fig.  1);  (4)  mul- 
tiple arteriotomies  when  necessary  through  the 
carefully  dissected  anterior  wall  of  the  coronary 
arteries;  (5)  local  occlusion  of  limited  segments  of 
the  coronary  artery  using  slings  placed  around 
undissected  coronary  artery  at  points  above  and 
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FIGURE  2.  (A)  Partial  to  complete  bypass.  (B)  Hypothermia  30  to  38  C.  decreases  pernicious  effects  of  long  inter- 

mittent ischemia  produced  by  temporary  occlusion  of  operated  vessel. 


below  dissection;  (6)  total  cleanout,  that  is,  total 
endarterectomy  to  provide  adequate  runoff;  (7) 
patch  grafting  to  prevent  local  stenosis  at  the  point 
of  arteriotomy;  (8)  combined  procedures  to  include 
endarterectomy,  venous  bypass,  Vineberg  internal 
mammary  artery  implantations,  whenever  neces- 
sary, to  permit  the  ultimate  hoped  for  in  both 
short-  and  long-term  revascularization;  and  (9) 
postoperative  anticoagulation  which  appears  ap- 
propriate, although  it  is  not  completely  worked  out 
at  the  present  time. 

Technics  involved 

T'he  following  figures  serve  to  illustrate  the  tech- 
nics involved  in  detail.  These  include  partial  to 
complete  bypass  as  illustrated  in  Figure  2A.  This 
permits  an  aggressive  attack  on  the  multiple  oc- 
clusions, combined  procedures  when  necessary, 
and  total  decompression  of  the  fibrillated  heart 
to  permit  operative  intervention  on  the  posterior 
wall  of  the  heart,  if  necessary,  following  venting  of 
the  left  ventricle. 

Hypothermia  to  30  to  32  C.  decreases  the  perni- 
cious effects  of  long  intermittent  ischemia  pro- 
duced by  even  temporary  occlusion  of  the  operated 
vessel  (Fig.  2H).  Localized  dissection  of  only  the 
anterior  wall  of  the  coronary  artery  at  the  selected 
points  for  arteriotomy  [)ermits  an  effective  attack 
on  the  occlusive  atheroma,  while  preventing  com- 
plete devascularization  of  the  adventitia  of  the 
coronary  arteries  and  the  residual  wall  which  will 
remain  in  the  areas  of  dissection  following  removal 


FIGURE  3.  Localized  dissection  of  only  anterior  wall 
of  coronary  artery. 

of  the  occlusive  atheroma  (Fig.  3).  Selective  dis- 
section decreases  the  tendency  to  postoperative 
cicatricial  stenosis,  because  of  perfusion  of  the  wall 
with  the  arterioles  and  vena  comitantes  to  the  re- 
maining vascular  wall,  as  shown  in  Figure  3. 

Once  points  of  dissection  have  been  selected  and 
partial  dissection  has  been  completed,  slings  are 
placed  around  the  arteriovenous  bundles  2 to  3 
mm.  above  and  below  at  points  which  have  not 
been  dissected.  A long  plastic  catheter  is  attached 
to  a 23  to  25-gauge  needle  with  the  carbon  dioxide 
gas  flowing  at  a pressure  of  approximately  300  to 
350  mm.  Hg  pressure  through  a reduction  valve. 
Maximum  gas  flows  up  to  approximately  10  L. 
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FIGURE  4 (A)  Localized  occlusions  of  limited  segments 

nary  artery,  typical  dissection 

are  possible  in  this  system,  although  somewhat 
less  is  possible  through  25-gauge  needles  at  pres- 
sure heads  of  approximately  20  pounds  per  square 
inch. 

Carbon  dioxide  gas  is  flowing  through  the  needle 
when  it  is  inserted  into  the  coronary  artery  wall, 
which  is  occluded  most  proximally  and  most  dis- 
tally  with  the  circumnavigating  slings  which  have 
been  run  through  booties.  Occlusion  very  high 
prevents  major  carbon  dioxide  flow  into  the  aortic 
root.  With  the  gas  flowing  while  the  needle  is 
inserted,  no  attempt  is  made  to  insert  selectively’ 
the  needle  into  the  adventitia  alone.  The  7-A 
(small)  molecules  of  carbon  dioxide  under  high 
pressure  facilitate  dissection  and  balloon  the  ad- 
ventitia off  the  underlying  occlusive  atheromatous 
core.  The  application  of  the  technic  in  this  fashion 
permits  optimal  separation  of  long  lengths  of  ad- 
ventitia from  the  underlying  occlusive  atheroma 
down  to  the  most  distal  intramuscular  communi- 
cating arteries.  The  gas  dissection  into  these  dis- 
tal regions  aids  in  endarterectomizing  the  small 
branches  and  vessels  leading  to  the  myocardium, 
most  particularly  distally. 

Localized  occlusion  of  limited  segments  of  the 
coronary  artery  by  slings  circumnavigating  un- 
dissected vessels  is  utilized  to  permit  operative 
intervention  in  a bloodless  field  while  minimizing 
ischemia  (Fig.  4A).  This  approach  to  the  problem 
of  dissection  permits  perfusion  through  the  oppo- 
site coronary  artery  collaterals  and  unobstructed 
segments  of  the  operated  coronary  artery  while 
simultaneously  permitting  an  effective  surgical 
attack.  It  thus  helps  to  limit  myocardial  hypox- 
emia. 

The  placement  of  the  arteriotomies  whether 


coronary  artery.  (B)  Multiple  arteriotomies  of  right  coro- 

single  or  multiple  is  of  critical  importance  (Fig. 
4B).  The  proximal  arteriotomy  must  be  within 
easy  reach  of  the  ostium  to  the  coronary  artery  for 
distraction  of  the  most  proximal  atheroma  leading 
from  the  coronary  artery.  The  most  distal  dis- 
section must  be  as  far  distal  as  possible  and  as 
close  to  the  point  of  decussation  of  the  coronary 
artery  in  the  posterior  interventricular  sulcus  as 
possible,  so  that  distal  distraction  will  remove 
atheroma  as  it  tails  off  into  fairly  normal  intima 
distally.  It  has  invariably  proved  easy  to  remove 
the  occlusive  atheroma  between  the  two  arteri- 
otomies under  these  conditions.  It  is  therefore 
the  distal  runoff  and  the  proximal  inflow  which 
represent  primary  consideration  in  placing  arteri- 
otomies. Thus  the  distal  incision  is  placed  as  far 
as  possible  in  the  posterior  interventricular  sulcus 
to  permit  disobliteration  of  multiple  decussations 
of  the  coronary  artery  to  the  point  of  reestablishing 
normal  runoff  distally  (Fig.  4B). 

Figure  5 is  shown  to  illustrate  the  concept  of 
“total  cleanout.”  In  many  patients  whose  coro- 
nary arteries  have  been  evaluated  on  coronary  an- 
giography, the  distal  reaches  of  the  totally  oc- 
cluded right  coronary  artery  are  found  occluded 
in  its  midportion.  Collateral  flow  is  through 
branches  from  the  left  anterior  descending  coro- 
nary artery  and  from  the  circumflex  coronary  artery 
via  a myriad  of  collaterals  which  have  developed 
over  the  years.  Successful  removal  of  the  entire 
occlusive  core  permits  perfusion  of  this  rich  col- 
lateral circulation  through  multiple  decussations 
and  branches,  which  are  now  capable  of  perfusing 
this  area  from  both  the  right  and  left  coronary 
arteries  as  indicated  in  Figure  5. 

The  seventh  concept  of  importance  is  patch 
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FIGURE  5.  "Total  cleanout"  permits  adequate  long- 
term runoff  and  increased  cross  collateral  perfusion, 

grafting  the  arteriotomies  at  points  whenever  it 
appears  probable  that  there  will  be  the  slightest 
narrowing  of  the  arteriotomies  at  the  time  of 
closure  (Fig.  6).  We  almost  invariably  patch 
graft  these  vessels  at  this  time  because  of  the  prob- 
lem of  narrowing  at  the  arteriotomy  sites  if  this 
is  not  done.  The  findings  on  2 patients,  who  have 
had  repeat  angiograms  several  years  after  the  gas 
endarterectomy  procedure,  showed  stenosis  of  the 
arteriotomy  sites  postoperatively  in  situations 
in  which  circumferential  dissection  was  carried 
out  and  patch  grafting  was  not  employed. 

The  concept  of  combined  procedures,  (1)  gas 
endarterectomy,  (2)  gas  endarterectomy  of  a distal 
coronary  artery  with  venour  bypass  into  this  end- 
arterectomized  segment,  (3)  straightforward 
aortic  to  coronary  venous  bypass,  or  all  of  these 
combined  with  (4)  Vineberg  internal  mammary 
artery  implantations  (Fig.  7),  or  (5)  direct  anasto- 
mosis to  coronary  arteries  as  done  in  some  situa- 
tions, suggests  the  utilitarian  aspect  of  multiple 
attacks  embodying  direct  cleanout,  bypass,  and 
ultimately  Vineberg  implantations  in  situations 
in  which  it  is  not  certain,  because  of  the  nature  of 
the  disease,  that  the  vessels  distal  to  the  venous 
bypass  anastomotic  sites  will  remain  patent  for 
periods  longer  than  a year  or  two.  Such  an  under- 
taking could  provide  immediate  increase  in  myo- 
cardial perfusion,  with  long-term  probability  of  in- 
creased colateralization.  The  Vineberg  implan- 
tation can  also  be  expected  to  be  of  assistance  in 
situations  in  which  progression  of  distal  disease 
leads  to  direct  reocclusion  of  the  coronary  artery. 

Finally,  both  electrochemical  and  overt  clinical 
evidence  suggests  that  postoperative  anticoagula- 
tion starting  in  the  third  and  fourth  postopera- 
tive day,  at  the  latest,  following  removal  of  the 
chest  tubes  may  be  important.  ()ne  can  use  hepa- 
rin, warfarin  (Coumadin),  dipyridamole  (Persan- 
tin)  or  aspirin.  (Combinations  of  the  four  might 
appropriately  prevent  rethrombosis  or  marked  per- 
fusion problems  due  to  cicatricial  proliferation 
or  obstruction  postoperatively.  Anticoagulation 
in  the  j)ostoperative  period  would  thus  provide 
maximum  protection  against  acute  or  subacute 
thrombosis  due  to  electrochemical  factors  such  as 
positive  wall  charge,  and  until  new  intima  has 


FIGURE  6.  Venous  patch  grafting  prevents  localized 
stenosis  at  point  of  arteriotomy. 


A Gas  endarterectomy 

B Venous  bypass 

C Internal  mammary  ortery 
implantation 


FIGURE  7.  Combined  procedures. 

developed  at  seventeen  to  twenty-one  days  as  in- 
dicated in  a number  of  previous  investigations. 

Gas  coronary  endarterectomy  has  now  been  ap- 
plied in  approximately  100  to  150  patients  in  the 
United  States  by  several  groups.  Evidence  of  suc- 
cess presented  by  successful  postoperative  angio- 
grams is  highly  illustrative  of  the  possibilities  of 
its  application  as  an  allied  technic  in  the  combined 
attack  on  coronary  artery  disease.  We  hope  that 
this  brief  presentation  will  assist  those  who  have 
considered  its  application  to  a more  successful 
understanding  of  its  potential  and  limitations. 


Comment 

It  is  immediately  apparent  that  the  informa- 
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TABLE  I.  Right  coronary  gas  endarterectomy 


(ilOup 

'I’olal 

Sur- 

vivors 

Karly  KaiTy  Arteriof'rai)hy— . ^La 

Deaths  'Fotal  Falent  Occluded  Total 

te  Arteriogra))hy  - 
Patent  Occluded 

Late 

Deaths 

Comments 

Robinson 

and 

Kaiilitt* 

14 

11 

3 10 

9 

1 2 

2 

0 

1 

Right  coronary  gas 
endarterectomy  only 

Urschel 
et  al.' 

22 

20 

2 18 

13 

5 6 

4 

2 

Has  successfully  done 
right  and  left 
coronary  gas 
endarterectomies 

Sawyer 

31 

24 

7 23 

18 

6 8 

4 

4 

3 

Includes  4 right  and  left 
coronary  gas 
endarterectomies 
among  the  7 deaths 

tion  presented  in  this  communication  is  qualita- 
tive rather  than  quantitative.  Considerable  ad- 
ditional information  will  have  to  he  added  in  terms 
of  measurement  of  blood  flow  through  reconstruct- 
ed sites,  using  different  reconstructive  technics, 
before  it  can  he  established  which  is  the  most  sat- 
isfactory method  for  reconstructing  coronary  ar- 
teries under  various  conditions.  There  is  the  ad- 
ditional problem  of  trying  to  reconstruct  the  coro- 
nary artery  in  patients  who  have  no  suitable  vein 
for  bypassing  or  for  reconstruction.  This  group  of 
patients  requires  either  endarterectomy  or  utiliza- 
tion of  an  endogenous  artery  within  the  chest. 

The  results  of  our  first  31  gas  endarterectomies 
can  be  divided  into  two  groups,  the  initial  6 pa- 
tients which  included  2 patients  in  whom  the  right 
coronary  artery  only  was  reconstructed  and  who  are 
still  alive  three  and  one- half  years  later,  and  the 
4 additional  patients  in  whom  either  left  or  both 
right  and  left  reconstructions  were  attempted. 
Of  the  remaining  24  patients,  18  were  found  to  be 
patent  immediately  after  operation.  Four  of  these 
have  reoccluded.  Following  death,  autopsy  re- 
vealed rather  interesting  information  in  4 which 
led  to  several  of  the  changes  indicated  previously. 
Autopsy  in  2 patients  revealed  narrowing  produced 
by  cicatricial  stenosis  at  the  point  of  dissection. 
In  addition,  there  has  been  granuloma  formation 
at  2 of  the  arteriotomy  sites  produced  by  silk  used 
to  close  the  arteriotomies.  Additional  informa- 
tion showed  patency  in  the  reconstructed  artery 
between  these  narrow  segments  which  appear 
to  give  proof  of  the  utility  of  the  gas  endarterec- 
tomy technic  per  se.  In  3 patients  who  survived 
initial  operation,  no  good  distal  runoff  was  ob- 
tained and  only  poor  backflow.  In  each  of  these, 
rapid  reocclusion  occurred  before  the  postoperative 
angiograms  were  carried  out  ten  days  to  three 
weeks  postoperatively.  It  is  obligatory  to  clean 
out  the  distal  coronary  decussations  and  to  obtain 
good  backflow  if  one  is  to  expect  long-term  pa- 
tency. Additional  results  are  available  from  the 
published  reports  of  Robinson  and  Kaplitt,*"  of 
New  York  City,  and  Urschel  et  al.,''  of  Dallas, 
Texas  (Table  I).  Table  I illustrates  the  combined 
experience  of  the  groups  using  the  gas  endarterec- 
tomy technic  up  to  November,  1970. 
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Discussion 

George  Robinson,  M.D.,  New  York  City.  To 
date  we  have  done  19  of  these  procedures.  Fifteen 
of  them  are  a total  gassing  with  endarterectomy  of 
the  entire  right  coronary  artery,  and  4 more  recent- 
ly are  distal  gassing  combined  with  saphenous  vein 
grafts  to  the  endarterectomized  segment.  I think 
really  that  is  the  right  track.  I can  give  you  the  fig- 
ures from  two  groups  in  Texas.  Dietrich  to  date 
has  done  99  of  these,  and  the  vast  majority  of  them, 
65,  were  total  cleanouts,  and  the  remainder  were 
with  vein  bypass.  Urschel’s  series  consists  of  35 
cases,  14  with  vein  grafts.  In  the  latter  group  6 are 
into  the  left  anterior  descending  branch,  which  we 
thought  originally  could  not  be  done.  There  were 
3 circumflex  grafts,  and  the  remainder  were  of  the 
right  coronary  artery.  I just  finished  studying  8 
of  my  patients,  who  had  total  gassing  of  the  right 
coronary  artery,  one  year  or  more  after  operation, 
and  these  are  very  important  data  because  they 
give  us  the  long-term  results.  Eight  were  studied 
one  year  or  more  after  the  operation;  6 are  open  and 
2 are  strictured,  which  I think  is  pretty  good. 

Voice:  Strictured  locally? 

Dr.  Robinson:  No,  diffuse  strictures  of  the 

previously  open  arteries  which  were  open  at  one 
month  and  closed  at  one  year.  They  are  no  longer 
useful  arteries.  They  are  not  closed  100  per  cent, 
but  all  you  see  is  a tiny  fine  wire. 

Some  material  which  I think  would  be  of  interest 
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is  the  microscopic  pathologic  pictures  of  the  endar- 
terectomized  artery.  The  normal  artery  consists 
of  the  following  layers:  intima,  elastica  interna, 

media,  elastica  externa,  adventitia,  and  pericoro- 
nary  fat.  The  specimen  retrieved  from  the  artery 
subjected  to  gas  endarterectomy  consists  of  the 
following:  markedly  atheromatous  intima,  elas- 

tica interna,  and  varying  thicknesses  of  media. 
The  elastica  externa  is  not  present  on  any  of  the 
specimens.  In  the  postmortem  material,  when 
available,  one  can  demonstrate  the  remaining  ar- 
tery to  consist  of  elastica  externa  covered  by  a 
neointima  and  adventitia. 

Dr.  Sawyer  (closing):  One  can  hope  to  get  a 

long  segment  from  a proximal  arteriotomy,  but  fre- 
quently you  do  not.  In  that  case  you  extract  a 
proximal  core.  You  have  to  grit  your  teeth  a bit 
and  go  down  and  make  a distal  arteriotomy  which 
is  more  distal  than  the  proximal  end  of  the  remain- 
ing intima  and  media,  and  get  it  out.  What  we 
chose  to  do  a long  time  ago  would  therefore  appear 
to  be  very  obvious.  The  proximal  arteriotomy  is 
made  so  close  to  the  ostium  of  the  coronary  artery 
at  the  aortic  group  that  the  blind  segment  up  to 
the  aortic  root  is  very  short.  There  is  no  good  way 
to  get  a good  look  at  that  ostium  from  the  arteriot- 
omy unless  you  open  up  the  aortic  root  which  you 
may  have  to  do  on  occasion.  Distally,  the  most 
important  thing  that  you  can  do  is  to  go  as  far  dis- 
tal as  you  can,  because  you  will  then  be  working  on 
the  distal  run-off,  the  trifurcation  leading  to  the 
posterior  descending  and  the  two  branches  in  the 
posterior  sulcus.  These  have  to  be  opened  up  above 
anything  else  because  that  is  your  runoff.  If  you  do 
not  get  those  opened  up,  you  have  wasted  all  your 
time  and  effort  and  maybe  the  patient’s  life.  The 
segment  in  between  those  two  arteriotomies  invari- 
ably comes  out  with  ease.  That  extraction  can  be 
facilitated  by  using  the  little  spade  that  Sobel, 
M.D.,  designed  with  Dr.  Kaplitt  and  me  five  or  six 
years  ago.  They  make  very  nice  little  spades  for 
digging  out  and  getting  the  side  branches  of  the 
coronary  arteries.  What  is  perhaps  most  useful 
about  this  technic  is  that  it  opens  up  the  side 
branches  as  well  as  the  distal  main  lumen  in  a large 
per  cent  of  patients,  obviously  not  lOO  per  cent  but 
certainly  60  to  70  per  cent  of  cases. 

Dr.  Prater:  The  specimens  we  just  saw  were 

mo.st  intriguing.  Are  they  in  any  way  dependent 
on  the  depth  which  you  insert  the  needle? 

Dr.  Sawyer:  No.  You  have  a gas  dissecting 

molecule  of  7A.  In  our  experience  it  finds  the  ap- 
propriate plane.  It  will  seek  and  go  down  that 
plane  the  distance  it  can  go.  You  will  see  the  dis- 
section travel  down  the  plane.  We  normally  stick 
the  needle  into  the  various  areas  we  want  to  work 
on  several  times  very  rapidly  and  come  out.  We 
then  go  to  another  area  and  dissect  three  or  four 
times.  The  question  initially  presented,  of  course, 
when  we  started  to  do  gas  endarterectomies  is 


“why  does  the  adventitia  not  blow  out  and  form 
aneurysms.”  In  a physical  chemical  sense,  the 
blood  vessel  wall  is  very  loose  matrix,  about  66  per 
cent  space  and  33  per  cent  solid.  When  you  do  an 
endarterectomy,  you  have  a limiting  envelope 
which  is  the  outer  maximal  expansion  of  the  adven- 
titia. This  is  the  limiting  outer  envelope  of  the  ar- 
tery in  any  event.  Once  this  is  ballooned  off  the  in- 
ner core,  you  have  little  space  between  it  and  the 
core.  Beyond  that  the  adventitia  is  a diffusing 
membrane.  The  carbon  dioxide  bubbles  just  come 
through  as  they  would  through  any  other  diffu- 
sion membrane.  If  you  fill  the  whole  area  with 
saline,  you  see  the  microbubbles  coming  out 
through  the  adventitia.  We  suspected  this  had  to 
be  the  case  when  we  started  to  do  this  project  be- 
cause we  had  discovered  several  years  before  do- 
ing inulin  studies  that  the  wall  is  mostly  space. 

Dr.  Fitzpatrick:  We  will  close  this  meeting 

by  announcing  with  sadness  that  during  the  year 
one  member  of  our  society  died,  Daniel  Mulvihill, 
M.D.  Dr.  Mulvihill  was  a very  active,  dedicated 
member  of  this  society,  and  through  many  many 
years  served  as  an  officer  and  stimulating  leader  in 
this  society.  I suggest  that  we  stand  for  a few 
moments  in  memory  of  Dr.  Mulvihill. 

The  Annual  meeting  of  the  Society  was  held  at 
this  time,  and  officers  were  elected  for  the  fol- 
lowing year. 

President  Hugh  F.  Fitzpatrick,  M.D. 

Vice-President Joseph  J.  Timmes,  M.D. 

Secretary-Treasurer  Richard  B.  Nolan,  M.D. 
Membership  Committee  Walter  A.  Wichern,  Jr., 

M.D.,  Chairman 
William  Wolff,  M.D. 

Frederick  O.  Bowman,  Jr.,  M.D. 
Program  Committee  . Paul  A.  Kirschner,  M.D., 

Chairman 
George  R.  Holswade,  M.D. 

Robert  T.  Potter,  M.D. 

Editor  of  Proceedings Allan  Elba 

Bloomberg,  M.D. 
Council Robert  H.  Wylie,  M.D. 

Adrian  Lambert,  M.D. 

George  Robinson,  M.D. 

Nominating  Committee James  Malm,  M.D., 

Chairman 
Frank  Redo,  M.D. 
Roy  Clauss,  M.D. 

Paul  M.  Beach,  Jr.,  M.D.,  Paul  Ebert,  M.D., 
Jordan  D.  Haller,  M.D.,  Nael  Martini,  M.D.,  and 
K.  Reemsma,  M.D.,  of  New  York  City,  were  ad- 
mitted to  the  Society.  Ali  Madani,  M.D.,  of 
Kingston,  New  York,  John  S.  Madaras,  Jr.,  M.D., 
of  East  Orange,  New  Jersey,  and  Manucher  Moh- 
tashemi,  M.D.,  of  Garden  City,  New  York,  were 
also  admitted. 
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In  the  past  decade  substantial  progress  has  been 
achieved  in  the  better  understanding  of  Hodgkin’s 
disease.  The  more  organized  diagnostic  and  thera- 
peutic efforts  thus  far  have  been  directed  toward 
Hodgkin’s  disease,  where  rapid  progress  in  technics 
of  evaluation,  staging,  and  treatment  has  taken 
place.  Lymphangiography  of  the  lower  extremi- 
ties has  been  of  great  value  in  our  better  under- 
standing and  staging  of  the  lymphomas.  The  re- 
cent reviews  describing  the  results  and  limitations 
of  lower-extremity  lymphangiography  have  been 
limited  to  Hodgkin’s  disease.'-  Accumulated 
data  from  these  studies  comprising  550  lym- 
phangiograms  show  that  approximately  15  per  cent 
of  patients  with  Stage  I and  35  per  cent  with  Stage 
II  Hodgkin’s  disease  have  abnormal  lymphangio- 
grams.  Such  data  on  patients  with  other  types  of 
lymphoma  are  few.-^  In  an  attempt  to  alleviate 
the  shortcomings  of  lymphangiography,  a concert- 
ed effort  has  been  directed  recently  toward  the 
abdominal  exploration  of  patients  with  localized 
Hodgkin’s  disease. The  accumulated  data 
from  these  various  studies  were  recently  analyzed 
by  Ultmann.'  Thirteen  per  cent  of  the  patients 
thought  to  have  negative  findings  on  lymphangio- 
gram  were  found  to  have  lymph-node  involvement 
on  histologic  examination,  and,  more  interesting- 
ly, 31  per  cent  of  those  reported  as  having  an  ab- 
normal lymphangiogram  result  were  found  to  have 
no  lymph-node  disease  at  laparotomy.  Also,  one 
third  of  the  patients  were  found  to  have  unsuspect- 
ed disease  in  their  spleens.  This  would  indicate 


The  concentrated  effort  heinf>  directed  toward  under- 
standinf!  Hodgkin's  disease,  which  encompasses 
only  one  third  of  all  lymphomas,  has  not  been  ex- 
tended to  other  lymphomas.  Differences  in  clinical 
behavior,  localization,  predictability  of  progres- 
sion, and  survival  between  Hodgkin’s  disease  and 
other  lymphomas  are  noted.  The  application  of 
identical  chemo-  and  radiotherapeutic  principles 
to  different  types  of  lymphoma  may  thus  be  a fal- 
lacy. Referral  of  lymphoma  patients  to  specialized 
research  centers  would  help  speed  significant 
studies. 


TABLE  I.  First  site  of  involvement  (per  cent)  according  to 
Peters,  Hasselback,  and  Brown® 


First  Site 

Hodgkin’s 
disease 
(505) * 

Lympho- 

sarcoma 

(471)* 

Reticulum 

Cell 

Sarcoma 

(260)* 

Lymph  nodes 

91 

60 

39 

Pharynx  and 

gastrointestinal  tract 

4 

21 

37 

Other  exti'anodal  sites 

5 

19 

24 

* Figures  in  parentheses  indicate  total  number  of  patients. 


a definite  usefulness  for  abdominal  exploration  in 
patients  with  Hodgkin’s  disease  since  it  permits 
a more  accurate  staging  and  consequently  a type  of 
therapy  better  tailored  to  the  patient’s  actual  dis- 
ease. However,  once  again  such  studies  in  patients 
with  other  types  of  lymphoma  are  unavailable. 

Differences  in  Hodgkin's  disease 
and  other  lymphomas 

These  preliminary  studies  seem  to  indicate  that 
“closed”  methods  of  diagnostic  work-up,  includ- 
ing lymphangiograms,  have  major  shortcomings 
in  the  accurate  staging  of  Hodgkin’  disease.  It 
would  be  expected  that  this  inadequacy  would  be 
even  more  evident  in  the  staging  of  other  lympho- 
mas. Some  data  are  available  indicating  that 
localized  disease  is  more  commonly  observed  in 
Hodgkin’s  disease  than  in  the  other  lymphomas. 
Eighty  to  90  per  cent  of  patients  with  lymphosar- 
coma and  reticulum-cell  sarcoma  considered  to 
have  clinical  Stage  I disease  have  been  found  to 
have  disseminated  disease  by  lymphangiography.^ 
In  comparison,  only  6 to  25  per  cent  of  such  pa- 
tients with  Hodgkin’s  disease  are  shown  to  have 
dissemination.'-  In  reticulum-cell  sarcoma  and 
lymphosarcoma,  the  disease  not  infrequently 
originates  in  extralymphatic  tissues,  whereas  this 
is  quite  rare  in  Hodgkin’s  disease."  The  first  site 
of  involvement  by  diagnosis  according  to  data 
reported  by  Peters,  Hasselback,  and  Brown"  is 
shown  in  Table  I.  Further  behavioral  differences 
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TABLE  II.  New  lymphoma  patient  referral  (per  cent)  to 
Roswell  Park  Memorial  Institute  between  January,  1968, 
and  July,  1970,  according  to  cell  type  and  stage* 


Stage 

Hodgkin’s 

disease 

(114)t 

Lympho- 
sarcoma 
(98)  t 

Reticulum 

Cell 

Sarcoma 
(82)  t 

Stage  I and  II 

47 

17 

17 

Stage  III 

19 

21 

17 

Stage  IV 

34 

62 

66 

* Staging  according  to  RYE  classification. 
t Figures  in  parentheses  indicate  total  number  of  patients. 


between  Hodgkin’  disease  and  other  lymphomas 
are  also  present.  A leukemic  phase  develops  in 
approximately  13  per  cent  of  patients  with  lym- 
phosarcoma.^*' Initial  intra-abdominal  involve- 
ment occurs  in  children  with  other  lymphomas 
in  over  one  third  of  cases,  while  this  is  rarely  seen 
in  Hodgkin’s  disease. This  tendency  toward 
localization  in  Hodgkin’s  disease  is  also  evidept 
in  the  analysis  of  lymphoma  referrals  to  Roswell 
Park  Memorial  Institute  (Table  II).  Of  the  114 
patients  with  Hodgkin’s  disease  referred  to  Roswell 
Park  between  1968  and  1970  after  work-up  which 
included  lymphangiograms  47  per  cent  were  found 
to  have  Stage  I or  II  disease  according  to  the  Rye 
classification. “ In  contrast  only  17  per  cent  of 
patients  with  other  lymphomas  had  early  disease 
localized  to  one  or  more  lymph  nodes  involving 
only  one  side  of  the  diaphragm. 

Further  evidence  of  marked  differences  in  be- 
havior are  also  obtained  from  available  survival 
data  in  patients  with  early  disease  treated  by  ir- 
radiation. While  patients  with  Stages  lA  and  IIA 
Hodgkin’s  disease  can  expect  five-year  relapse- 
free  survival  rates  of  over  80  per  cent  with  local 
high-dose  radiotherapy  to  the  site  of  involve- 
ment, this  situation  occurs  less  frequently  with 
the  other  lymphomas.*’  *- According  to  pub- 
lished data,  patterns  of  treatment  other  than  total 
nodal  radiation  have  resulted  in  a 24  per  cent  five- 
year  symptom-free  survival  rate  for  all  stages  of 
lymphoma  and  a 47  to  50  per  cent  survival  rate 
for  Stage  I disease,  which  is  far  below  that  of  80 
to  90  per  cent  obtained  in  treating  patients  with 
Hodgkin’s  disease.*'"’  ''’’’*’ 

It  seems  quite  evident  that  marked  differences 
exist  between  these  two  groups  of  tumors  regarding 
clinical  behavior,  rate  of  involvement  of  extra- 
lymphatic structures,  predictability  of  progres- 
sion, and  survival  in  spite  of  comparable  therapy. 
In  view  of  the  concentrated  effort  being  directed 
toward  the  better  understanding  of  Hodgkin’s 
disease,  which  incidentally  encompasses  only  one 
third  of  the  entire  lymphoma  population  (Tables 
1 and  II),  our  knowledge  of  the  other  types  of  lym- 
phoma is  prf)gressively  lagging  behind.  While 
continuously  improving  methods  of  diagnosis, 
staging  criteria,  and  treatment  patterns  are  being 
devised  in  an  attempt  to  cure  Hodgkin’s  disease. 


no  similar  effort  is  being  expended  toward  the 
other  lymphomas.  The  usual  trend  is  to  auto- 
matically apply  the  knowledge  gained  from  Hodg- 
kin’s disease  to  the  other  lymphomas.  However, 
in  the  light  of  known  biologic  and  histologic  dif- 
ferences between  the  two  groups,  the  question 
that  arises  is  whether  the  application  of  identical  ji 
therapeutic  criterion  to  both  groups  is  justified.  1 

i 

Treatment  of  other  lymphomas  ! 

To  obviate  these  shortcomings  we  have  initiated  * 
a multidepartmental  study  at  Roswell  Park  which  i 
we  hope  will  lead  to  better  understanding  and 
treatment  of  the  other  lymphomas.  Since  pre- 
liminary studies  seem  to  indicate  that  “closed” 
methods  of  diagnostic  work-up  including  lymphan- 
giograms have  major  shortcomings,  the  value  of  < 
exploratory  laparotomy  is  being  systematically 
investigated  in  patients  with  clinically  localized 
lymphosarcoma  and  reticulum-cell  sarcoma.  If 
the  entity  of  unifocal  or  localized  disease  is  a 
reality,  then  extensive  open  investigation  with 
multiple  biopsies  from  multiple  intra-abdominal 
lymph  nodes,  liver,  bone  marrow,  and  splenectomy 
should  help  clarify  the  present  controversy.  It 
is  also  hoped  that  better  insight  can  be  gained  into 
whether  localized  disease  is  a biologic  or  an  ana- 
tomic entity.  It  is  possible  that  long-term  sur- 
vivals after  limited  treatment  may  in  reality  rep- 
resent slowly  growing  disseminated  tumors.  The 
possibility  that  irradiation  of  the  major  area  of 
disease  could  permit  immunologic  recovery  and 
immunologic  eradication  of  lesser,  subclinical 
disease,  must  also  be  seriously  entertained.'"  The 
information  to  be  gained  from  exploratory  lapa- 
rotomy is  considerable  and  would  undoubtedly 
lead  to  better  therapy,  since  the  better  delineation 
of  the  actual  extent  of  disease  might  eliminate  the 
need  for  prophylactic  irradiation. 

Present  therapy  of  lymphomas  limited  to  lymph 
node  bearing  areas  (Stages  I,  II,  III)  consists  of 
various  schedules  of  local  or  extensive  irradia- 
tion.Patients  with  Stage  IV  disease 
and  many  of  those  with  Stage  III  lymphomas 
other  than  Hodgkin’s  disease  are  usually  treated 
by  chemotherapy.  The  multiple  chemotherapy 
regimens  have  proved  superior  to  single  drugs  in 
producing  a higher  incidence  of  complete  remis- 
sions of  much  longer  duration. The  tendency 
has  been  to  use  the  National  Cancer  Institute  com- 
bination therapy  routines  (MOPP)  in  different 
lymphomas  irrespective  of  the  cell  type.'^^  How- 
ever, our  experience  with  single  drugs  shows  a dif- 
ferent sensitivity  of  various  lymphomas  to  differ- 
ent drugs  indicating  that  a separate  multiple 
chemotherapeutic  regimen  tailored  to  different 
histologic  types  might  be  more  effective.-'^”’"’  Such 
studies  are  now  in  progress. 

The  results  obtained  by  irradiation  of  lympho- 
mas have  been  recently  summarized.'"  Most  of 
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these  therapy  schedules  have  been  devised  to  con- 
sider the  anatomic  and  clinical  realities  existiiift 
in  Hodgkin’s  disease.  According  to  the  stage  of 
disease,  the  various  radiotherapy  fields  consist 
of  local  therapy  where  only  the  involved  area  with 
a variable  margin  is  treated;  extended  field  for 
involvement  above  the  diaphragm,  where  mantle 
field  technics  described  by  Kaplan*'*  include  neck, 
axillas,  and  mediastinum  irradiated  in  continuity 
to  the  level  of  the  diaphragm;  extended  field  for 
involvement  below  the  diaphragm,  indicates  ir- 
radiation through  an  “inverted  Y”  port  '*’  including 
the  iliac,  para-aortic,  femoral,  and  inguinal  areas 
in  continuity;  and  total  nodal  radiation  refers  to 
mantle  plus  inverted  Y ports. 

The  present  radiation  technics  (mantle  and  in- 
verted Y)  cover  only  the  central  lymph  node  chan- 
nels and  are  tailored  to  conditions  existing  in 
Hodgkin’s  disease.  The  same  technics,  however, 
have  been  extended  to  the  treatment  of  the  other 
lymphomas  as  well.'’’  '^  The  mantle  field  virtually 
covers  every  lymphatic  structure  above  the  dia- 
phragm encompassing  also  peripheral  nodes  such 
as  the  retropectoral,  preauricular,  hilar,  and  peri- 
hilar  nodes  and  is  thus  suitable  for  all  lymphomas. 
The  inverted  Y,  however,  is  designed  only  toward 
the  treatment  of  the  central  nodes  and  leaves  the 
mesenteric,  mesocolic,  and  other  lymph  nodes 
untouched.  The  premise  that  the  lymphomas 
other  than  Hodgkin’s  disease  also  involve  a select- 
ed group  of  centrally  located  lymph  nodes  is  pure- 
ly hypothetical.  It  is  based  on  insufficient  infor- 
mation obtained  from  lymphangiograms  that 
unfortunately  visualize  only  the  central  lymph 
nodal  areas  plus  the  few  scattered  data  from 
mesenteric  lymph  nodes  biopsied  at  laparotomy. 
The  validity  of  this  hypothesis  so  far  as  other 
lymphomas  are  concerned  is  highly  debatable. 
As  a matter  of  fact,  their  known  random  dissemi- 
nation contradicts  the  wisdom  of  using  the  inverted 
Y in  other  lymphomas  with  abdominal  involve- 
ment. The  frequent  relapses  in  the  abdomen 
suggests  that  this  area  is  not  only  underinvesti- 
gated, but  also  undertreated.  Total  abdominal 
irradiation  in  the  other  lymphomas  may  prove 
to  be  a better  technic  than  the  inverted  Y.  Since 
the  larger  the  tumor  volume,  the  higher  the  steril- 
ization dose  required,  the  field  could  be  restricted 
to  the  central  areas  for  additional  treatment,  after 
completion  of  total  abdominal  radiation.  At 
present  these  areas  and  others  such  as  the  value  of 
an  extended  course  of  multiple  chemotherapy 
following  “curative”  irradiation  in  completely 
eradicating  disease  are  being  actively  investigated. 

Recently  there  has  also  been  renewed  interest 
in  the  immunologic  aspects  of  the  lymphomas. 
It  is  well  known  that  Hodgkin’s  disease  is  asso- 
ciated with  a defect  in  cellular  immune  mecha- 
nisms. The  immunologic  defect  can  be  demon- 
strated by  studies  of  delayed  skin-test  responses 


to  various  skin  antigens, skin  sensitization  with 
contact  allergens  such  as  dinitrotrichlorobenzene 
(DNCB),*'  and  the  rejection  of  skin  homografts. 
Tuberculin  conversion  following  BCG  (bacillus 
Calmette-Guerin)  vaccination  in  anergic  patients 
with  Hodgkin’s  disease  has  been  demonstrated 
to  be  a favorable  prognostic  sign;  it  has  been  sug- 
gested that  cellular  immune  mechanisms  consti- 
tute the  principal  determinant  of  “host  resistance” 
in  Hodgkin’s  disease.'’  It  is  then  possible  that 
repeated  nonspecific  immunologic  stimulation 
of  the  patient  with  periodic  BCG  vaccination  could 
increase  host  resistance  in  a manner  to  be  of  some 
therapeutic  importance.  Immunotherapy  of 
lymphomas,  however,  is  barely  in  the  stage  of 
infancy.  Attempts  at  nonspecific  immunization 
are  at  present  reserved  only  for  those  patients 
whose  disease  has  been  controlled  by  the  standard 
therapeutic  modalities.  Patients  with  minimal 
or  no  disease  activity  are  given  periodic  BCG  vac- 
cination in  an  attempt  to  increase  host  resistance 
and  prolong  the  relapse-free  interval.  The  pos- 
sibilities of  immunotherapy  in  the  field  of  lym- 
phomas, although  intriguing,  are  still  far  from 
proved. 

Summary 

In  summary,  giant  strides  are  presently  being 
taken  toward  a better  understanding  of  Hodgkin’s 
disease  while  the  larger  group  of  patients  with  other 
types  of  lymphoma  are  not  receiving  a comparable 
degree  of  attention.  We  believe  the  application 
of  identical  chemo-  and  radiotherapeutic  princi- 
ples to  different  types  of  lymphoma  which  show 
such  behavioral  variability  might  be  a fallacy. 
Various  studies  are  being  carried  out  at  Roswell 
Park  which  hopefully  will  lead  to  better  under- 
standing and  possibly  the  cure  of  not  only  Hodg- 
kin’s disease  but  all  the  lymphomas.  Such  stud- 
ies, however,  require  a large  patient  population 
to  attain  clinical  significance.  The  referral  of 
these  patients  to  centers  specialized  in  the  study 
and  treatment  of  such  disorders  would  help  re- 
duce the  time  required  to  attain  these  goals. 

Department  of  Medicine 
Mount  Sinai  Hospital  Medical  Center 
California  Avenue  and  15th  Street 
Chicago,  Illinois  60608 
DR.  EZDINLI 
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MSK  (medullary  sponge  kidney),  an  anatomic 
defect  manifested  by  dilatation  of  terminal  col- 
lecting tubules  within  one  or  frequently  many  renal 
pyramids,  is  most  often  recognized  by  its  charac- 
teristic urographic  patterns.  While  predisposing 
to  nephrocalcinosis,  urolithiasis,  and  renal  infec- 


Evaluation of  two  families  related  to  each  other  in 
two  generations  confirms  the  possibility  of  familial 
occurrence  of  MSK  (medullary  sponge  kidney) 
and  documents  its  transmission  over  three  genera- 
tions. MSK  was  suggestively  present  in  additional 
family  members  spanning  five  generations,  but  the 
true  incidence  of  this  entity  cannot  be  known  with- 
out urographic  studieii  of  all  individuals,  since  per- 
sons with  MSK  may  he  asymptomatic. 


tion  in  some  patients,  MSK  may  be  free  of  such 
complications,  and  therefore,  fully  consistent  with 
asymptomatic,  long  life. 

The  literature  concerning  this  entity  reflects 
the  considerable  dispute  regarding  its  pathogenesis. 
Despite  occasional  recognition  of  the  occurrence  of 
MSK  in  siblings,'  and  the  more  recent  reports  of 
involvement  in  2 successive  generations,--'  skepti- 
cism regarding  its  genetic  transmission  persists. 
Following  largely  unrewarding  utilization  of  urog- 
raphy in  investigation  of  parents  and  progeny  of 
patients  with  MSK,  Morris  et  al.'^  have  concluded 
that  “involvement  of  successive  generations  is  not 
the  rule.”  Strauss^  has  stated  that  there  is 
“no  apparent  . . .familial  preponderance.”  A 
1966  report  mentions  “a  family  in  which  5 mem- 
bers have  the  changes  of  MSK.”®  Further  de- 
scription of  the  family  members  and  their  relation- 
ship to  each  other  is  not  given.  Recent  evaluation 
of  an  Upstate  New  York  family  confirms  the  pos- 
sibility of  familial  occurrence  of  this  malformation 


FAMILY  A 


FAMILY  B 


^ HISTORY  OR  IVP  SUGGESTS  POSSIBILITY  OF  MSK 
^ IVP  NEGATIVE  FOR  MSK 

\ DECEASED  DIED  IN  INFANCY  OR  CHILDHOOD 

^ PROBAND 
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FIGURE  2.  (A)  Intravenous  pyelogram  showing  detail  of  left  kidney  of  proband  (IV20).  Pyramidal  areas  demonstrate 

opacification  in  linear  and  cystic  configurations.  (B)  Oblique  film  from  intravenous  pyelogram  of  proband.  Precalyceal 
opacification  prominent  within  left  upper  pole  areas. 


and  documents  its  transmission  over  3 generations 
(Fig.  1). 

Family  study 

The  proband,  IV20,  received  an  intravenous  py- 
elogram in  February,  1969,  at  age  thirty-two  be- 
cause of  well-documented  urinary  tract  infections 
accompanied  by  dysuria,  fever,  pyuria,  and  bacil- 
luria  in  January,  1967,  and  again  in  December, 
1968.  Each  episode  responded  to  appropriate  anti- 
biotic therapy.  He  had  been  free  of  recognized 
hematuria  and  graveluria,  was  in  vigorous  health, 
and  without  abnormalities  on  physical  examina- 
tion. The  preliminary  film  of  the  abdomen  re- 
vealed multiple  calcific  densities  averaging  2 to  3 
mm.  in  diameter  overlying  both  renal  shadows, 
demonstrably  limited  to  the  papillae  on  the  intra- 
venous pyelogram.  Prominent,  radiating,  dye- 
filled  linear  streaks  and  cystic  dilatations  outlined 
all  renal  pyramids  equally  well  on  the  early  and 
late  films  (five  and  thirty  minutes)  (Fig.  2).  J’he 
right  kidney,  malrotated,  measured  15  cm.  in 
length.  The  left  kidney,  16.2  cm.  long,  exceeded 
by  1.2  cm.  tbe  upper  limit  of  normal  calculated  by 
tbe  criterion  of  Simon.*’  There  was  no  evidence  of 
obstruction  of  the  drainage  systems. 

Urinalysis  in  May,  1969,  gave  completely  normal 
findings  with  a specific  gravity  of  1.018  (osmolality 
of  503  mOsm.  per  kilogram)  following  ten  hours  of 
fluid  deprivation.  The  serum  electrolytes,  calci- 
um, phosphorus,  blood  urea  nitrogen,  creatinine, 
albumin,  and  globulin  levels  were  normal.  Fol- 
lowing oral  ammonium  chloride  loading  (0.1  Gm. 
per  Kg.),  minimum  urinary  pH  of  5 and  maximal 
urinary  titratable  acidity  of  27.2  microequivalents 
per  minute  were  achieved,  excluding  distal  renal 
tubular  acidosis  as  a cause  of  nephrocalcinosis. 
J'he  observed  valves  are  just  within  the  normal 


limits  described  by  Wrong  and  Davies'^  (pH  less 
than  5.3;  titratable  acidity  of  24  to  51  micro- 
equivalents per  minute)  and  are  comparable  to  the 
narrow  range  determined  in  4 cases  of  MSK  stud- 
ied by  Hamburger  and  colleagues.' 

The  proband’s  recollection  that  his  father  and 
paternal  grandfather  had  passed  urinary  stones 
prompted  initiation  of  a family  study  that  was 
broadened  to  include  his  mother’s  relatives  on  the 
unexpected  discovery  of  MSK  on  her  1965  intra- 
venous pyelogram.  The  families  had  been  united 
previously  by  the  marriage  of  I2  and  I3,  a union  de- 
void of  progeny.  All  living  members  of  the  two 
families  were  questioned  specifically  regarding 
personal  history  of  urolithiasis,  hematuria,  urinary 
infection,  and  previous  urologic  investigation,  in- 
cluding intravenous  urography.  Unless  otherwise 
noted,  a negative  response  was  obtained  to  all 
questions.  The  information  available  for  the  de- 
ceased individuals  in  generations  I and  II  depicted 
by  open  symbols  in  the  pedigree  is  admittedly 
limited,  consisting  of  the  recollections  of  closest 
living  relatives,  corroborated  in  two  instances  by 
information  from  personal  physicians.  All  avail- 
able orographic  studies  were  reviewed  indepen- 
dently by  two  experienced  radiologists. 

Family  B 

I5.  Although  at  most  suggestive,  it  is  of  interest 
that  the  paternal  great  grandfather  of  the  proband 
died  in  1932  at  age  seventy-five,  four  days  after  the 
onset  of  right-flank  pain,  gross  hematuria,  and 
recognition  of  a palpable  right  renal  mass.  This  is 
the  extent  of  the  information  available  on  the  hos- 
pital admission  card.  An  autopsy  examination 
was  not  performed. 

II4.  The  paternal  grandfather  of  the  proband 
died  in  1966  at  age  eighty  of  bronchopneumonia 
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FIGURE  3.  (A)  Intravenous  pyelogram  of  llln.  father  of  proband,  demonstrating  bilateral  changes  consistent  with 

medullary  sponge  kidney  (B)  Left  renal  detail  from  Figure  3A  revealing  linear  and  confluent  nature  of  accumulations 
of  dye  within  pyramids 


complicating  widely  disseminated  squamous-cell 
carcinoma.  He  had  received  two  intravenous 
pyelograms:  the  first  in  1963  preparatory  to  trans- 
urethral resection  of  his  prostate,  and  again  in 
1965  when  a needle  biopsy  diagnosis  of  adeno- 
carcinoma of  the  prostate  was  made.  The  1963 
intravenous  pyelogram,  at  present  unavailable, 
was  reported  as  giving  normal  results  except  for 
evidence  of  “back  pressure”  within  the  renal  struc- 
tures. The  1965  study,  available  for  review,  dem- 
onstrates: (1)  prominent  bilateral  renal  pyrami- 

dal opacification  (striate  and  cystic  collections  of 
dye  which  persist  on  all  films  through  the  sixty- 
minute  exposure);  and  (2)  about  10  calcific  den- 
sities up  to  3 mm.  in  diameter  visible  bilaterally 
in  the  pyramidal  regions  on  the  plain  film  of  the 
abdomen.  The  left  kidney  was  enlarged  by  the 
criterion  of  Simon, measuring  14.5  cm.  in  length 
as  compared  with  14.1  cm.  as  the  upper  limit  of 
normal  (plus  2 standard  deviations)  in  relation  to 
the  height  of  the  second  lumbar  vertebra.  The 
right  kidney  w'as  13.6  cm.  long.  His  well-docu- 
mented medical  history  was  free  of  symptomatic 
urolithiasis.  A solitary  urinary  tract  infection  was 
related  to  postprostatic  resection  urethral  cathe- 
terization. Three  weeks  before  his  death  his  blood 
urea  nitrogen  was  14  mg.  per  100  ml.,  the  urinary 
pH  was  acid,  and  the  urinary  specific  gravity  1.023. 
An  autopsy  examination  was  not  performed.  As 
far  as  can  be  determined  this  individual’s  medul- 
lary sponge  kidneys  were  incidental  findings,  con- 
sistent with  long  life  and  absence  of  symptoms. 

II5.  The  brother  of  the  proband’s  grandfather 
experienced  3 clinical  episodes  of  urolithiasis: 
(1)  An  intravenous  pyelogram  obtained  in  1955 
shortly  after  spontaneous  passage  of  a calculus 
relieved  right  ureteral  colic  was  reported  as  dem- 
onstrating “slight  pyelectasia  with  delayed 
drainage  of  the  right  kidney.”  (2)  In  1959  right 


ureteral  colic  again  subsided  with  spontaneous 
passage  of  a calculus.  (3)  In  1960  right-sided  flank 
pain,  microscopic  pyuria,  and  absence  of  right 
renal  function  by  urography  necessitated  retro- 
grade endoscopic  irrigation  of  the  right  ureter  and 
renal  pelvis.  The  obstruction  was  relieved  with 
issuance  of  “considerable  crystalline  debris.” 

A 1962  intravenous  pyelogram  prior  to  supra- 
pubic prostatectomy  for  benign  prostatic  hyper- 
trophy visualized  kidneys  reportedly  of  normal 
size  with  “prompt  bilateral  dye  appearance,”  but 
“impaired  renal  excretion.”  The  pyelo-ureteral 
systems  were  not  dilated.  Calculi  were  not  seen. 
The  preoperative  blood  urea  nitrogen  was  9 mg. 
per  100  ml.  He  died  in  1963  at  the  age  of  seventy- 
one  following  a short  illness  manifested  by  bron- 
chopneumonia, Escherichia  coli  urinary  tract  in- 
fection, and  shock  felt  to  represent  gram-negative 
septicemia.  An  autopsy  was  not  performed. 

Although  none  of  the  3 intravenous  pyelograms 
obtained  during  his  lifetime  are  available  for  re- 
view, the  wording  of  the  1962  report  suggests  per- 
sistent visualization  of  dye  within  the  kidneys. 
Similar  wording  was  used  by  this  radiologist  in 
describing  the  intravenous  pyelograms  of  II4  and 
IIIii,  which  on  review  have  revealed  the  alterations 
diagnostic  of  MSK.  In  conjunction  with  repeated 
urolithiasis,  the  urographic  data  are  felt  to  be  sug- 
gestive of  MSK  in  this  patient.  As  part  of  the  pres- 
ent study,  his  two  children,  IIIi.j  and  IIIu,  under- 
went intravenous  pyelography.  Both  examina- 
tions gave  normal  findings. 

IIIii.  The  fifty-seven-year-old  father  of  the 
proband  experienced  episodes  of  clinically  sympto- 
matic left  ureterolithiasis  complicated  by  infec- 
tion in  1961  and  again  in  1966,  the  first  calculus 
requiring  endoscopic  manipulation,  the  second 
(containing  calcium  oxalate  and  phosphate)  pass- 
ing spontaneously.  The  intravenous  pyelogram 
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result  obtained  in  1966  six  days  following  the  clini- 
cal episode  is  normal  except  for  bilateral  linear  and 
confluent  accumulations  of  dye  within  all  pyra- 
mids, equally  prominent  on  the  seven-  and  thirty- 
minute  films  obtained  without  the  use  of  compres- 
sion (Fig.  3).  The  findings  are  diagnostic  of  MSK. 

IV21.  The  asymptomatic  twenty-year-old 
brother  of  the  proband  underwent  intravenous 
urography  in  1969  as  part  of  the  family  study.  A 
solitary  2.5-mm.  calcific  density  overlay  the  area 
proximal  to  a middle  pole  minor  calyx  of  the  right 
kidney.  While  most  papillary  areas  were  outlined 
by  a faint  “blush,”  discrete  linear  radiations  of  dye 
were  identifiable  only  in  one  upper  pole  pyramid. 
The  15.5-cm.  kidneys  were  at  the  upper  limit  of 
normal  length.  The  faint  degree  of  pyramidal 
opacification,  limitation  of  fine  striate  radiations 
to  one  medullary  pyramid,  and  inability  to  localize 
the  presumed  calcification  definitely  to  the  right 
kidney  were  felt  by  the  reviewing  radiologists  to 
be  insufficient  evidence  to  allow  diagnosis  of  MSK. 
On  the  other  hand,  the  study  of  Palubinskas®  sug- 
gesting a continuous  spectrum  of  radiologic 
changes  from  those  consistent  with  papillary 
blush  to  those  pathognomonic  of  MSK  (reflect- 
ing anatomic  tubular  ectasia  of  increasing  mag- 
nitude) allows  the  possibility  of  MSK  of  a minor 
degree  in  this  individual. 

V14.  The  nine-year-old  son  of  the  proband  has 
been  asymptomatic.  His  urinalysis  result  was 
normal.  Intravenous  urography  in  1969  was  in- 
terpreted as  normal,  although  the  pyramids  of  the 
right  kidney  were  dye  filled  throughout  the  study 
despite  absence  of  compression.  This  constant 
blush,  present  on  1 to  5 per  cent  of  intravenous 
pyelograms,  may  reflect  a degree  of  terminal 
collecting  tubule  dilatation  less  than  required 
for  the  radiographic  diagnosis  of  MSK. 

V16  and  V17,  ages  seven  and  six,  underwent  py- 
elography in  1968  as  part  of  investigation  of  recur- 
rent urinary  tract  infections.  These  x-ray  studies 
were  free  of  the  stigmata  of  MSK. 

Family  A 

111,0.  As  an  unexpected  result  of  the  family 
study,  review  of  a 1965  intravenous  pyelogram  per- 
formed on  the  fifty-nine-year-old  mother  of  the 
proband  revealed  bilateral  MSK.  Pyramidal  re- 
gions were  opacified  on  all  films  by  dye  in  striate 
and  confluent  patterns  with  scattered  areas  of  cys- 
tic dilatation.  Although  this  study  is  free  of  evi- 
dence of  intrarenal  calcification,  a 1962  intrave- 
nous pyelogram  not  available  for  review  is  said  to 
have  shown  an  opaque  calculus  in  the  left  lower- 
most calyx.  She  had  experienced  3 episodes  of 
“cystitis”  between  1929  and  1935,  and  2 episodes 
(in  1962  and  1965)  clinically  compatible  with  left 
ureterolithiasis. 

Investigation  of  the  other  members  of  Family  A 
was  largely  confined  to  eliciting  negative  histories 
regarding  the  various  symptoms  of  MSK.  IV: 


underwent  intravenous  urography  at  age  nineteen, 
in  1959  because  of  symptoms  compatible  with 
left  ureterolithiasis.  This  study  reportedly  re- 
vealed an  opaque  left  ureteral  calculus  with  secon- 
dary uretero-pyelocaliectasis,  but  did  not  com- 
ment further  regarding  abnormal  opacification. 
An  autopsy  performed  after  her  accidental  death 
the  following  year  did  not  describe  the  kidneys. 
A “hypertensive  IVP”  performed  in  1965  on  one 
of  her  sisters,  IVs,  was  essentially  normal,  revealing 
faint  papillary  blush  over  two  right  pyramidal 
regions.  Another  sister,  IV,,,  has  experienced  2 
documented  urinary  tract  infections  but  has  not 
undergone  radiologic  investigation. 

Comment 

This  study  documents  genetic  transmission  of 
MSK  in  3 generations,  definitely  involving  3 of 
40  members  of  Family  B over  5 generations,  and 
the  suggestive  presence  of  this  entity  in  3 addi- 
tional individuals  and  a total  of  4 generations. 
Of  these  6 individuals,  2 were  asymptomatic,  1 
each  presented  symptoms  of  urinary  infection  and 
inadequately  diagnosed  renal  pain  with  hematuria, 
and  2 with  infections  complicating  passage  of  cal- 
culi. While  there  was  a tendency  to  enlarged  kid- 
neys and  2 demonstrated  nephrocalcinosis,  renal 
function  remained  normal.  Intravenous  urog- 
raphy failed  to  support  this  diagnosis  in  5 other 
family  members.  By  way  of  contrast.  Family  A, 
related  by  marriage  in  2 generations  to  Family  B, 
presents  only  1 documented  case  of  MSK  out  of 
46  individuals  in  5 generations.  Aside  from  2 other 
members  who  have  undergone  pyelography  and  a 
third  sibling  with  known  urinary  tract  infections 
but  without  radiologic  investigation,  the  other  42 
members  of  this  family  do  not  present  medical  his- 
tories consistent  with  symptomatic  MSK. 

Definition  of  the  true  incidence  of  MSK  within 
these  2 families  would  have  to  await  urographic 
study  of  all  members,  since  this  process  of  ductular 
ectasia  may  remain  symptom  free,  as  it  did  in  one 
of  the  4 proved  cases  in  this  report  (II4).  A dom- 
inant mode  of  transmission  in  Family  B is  sug- 
gested, although  certainly  not  proved  by  the  lim- 
ited data  available. 

Palubinskas*^  has  demonstrated  within  the  same 
kidney  urographic  opacification  of  pyramids  vary- 
ing in  degree  from  the  not  infrequently  encountered 
papillary  blush  to  the  discrete  ectatic  tubular 
filling  considered  diagnostic  of  MSK.  Histologic 
evidence  of  prominent  dilatation  of  collecting 
tubules  was  noted  in  another  kidney  which  had 
demonstrated  pyramidal  blush  on  a previous  ex- 
cretory urogram.®  If,  indeed,  the  radiographic 
appearance  of  pyramidal  blush  obtained  on  ex- 
cretory urograms  without  the  use  of  compression, 
and  present  on  the  initial  and  final  films  were  to 
be  accepted  as  evidence  of  lesser  degrees  of  the 
tubular  dilatation  of  MSK,  the  pyelogram  of  V14 
would  fall  within  this  spectrum  of  changes,  and  the 
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case  for  dominant  inheritance  of  this  defect  within 
Family  B would  be  strengthened.  It  is  possible 
that  tubules  so  predisposed  may  become  increas- 
ingly ectatic  with  age,  although  no  direct  correla- 
tion of  this  nature  could  be  ascertained  for  the 
adult  members  of  this  family,  whose  pyelograms 
spanned  ages  thirty-two  through  seventy-nine. 

While  increasingly  frequent  recognition  of  the 
familial  incidence  of  MSK,  its  presence  in  infants 
and  children,  its  uncomplicated  persistence  into 
old  age,  and  its  association  with  other  anomalies 
of  the  urinary  tract  are  consistent  with  a heritable 
developmental  defect,  reports  of  inability  to  con- 
firm genetic  transmission  suggest  that  the  radio- 
graphic  appearance  of  MSK  may  reflect  a heter- 
ogenous mixture  of  disease  processes.-  In  addi- 
tion to  an  inherited  or  isolated  developmental  error 
in  fusion  of  the  wolffian  ducts  with  nephrogenic 
tissue,  mechanisms  responsible  for  such  a picture 
might  include;  (1)  a renal  expression  of  general- 
ized or  localized  disorders  of  connective  tissue,  as 
suggested  by  the  2 cases  of  MSK  in  patients  with 
the  Ehlers-Danlos  syndrome,-^  the  3 reported  in 
conjunction  with  congenital  hemihypertrophy,'  “* 
and  the  7 or  more  with  associated  cystic  degenera- 
tion of  mucous  membranes  of  the  urinary  tract*; 
(2)  underlying  chronic  inflammatory  or  suppura- 
tive papillitis'*  (most  authors  would  consider  infec- 
tion an  altogether  secondary  phenomenon  in  MSK) ; 
and,  (3)  the  effects  of  prior  crystalline  obstruction, 
during  intrauterine  development  in  the  case  of 
urinary  calcium  salts**  or  uric  acid,®  or  subsequent- 
ly in  conjunction  with  renal  tubular  acidosis. 
Distal  tubular  acidification  processes  were  most 
likely  impaired  by  infective  or  calcareous  compli- 
cations of  primary  MSK  in  the  4 cases  reported 
with  both  defects.-*-  The  possibility  remains, 
however,  that  nephrocalcinotic  concretions  of  pri- 
mary renal  tubular  acidosis  may  have  ruptured 
into  the  renal  pelvis,  thereby  generating  cystlike 
cavities.*-  It  must  be  admitted  that  there  is  no 
convincing  evidence  for  any  of  the  hypotheses 
enumerated. 

Although  this  radiographically  demonstrable 
anatomic  defect  is  relatively  uncommon,  it  may 
well  represent,  as  suggested  by  many  authors,  an 
underappreciated  contributor  to  the  incidence  of 
pyelonephritis,*'"  nephrocalcinosis,^*^  urolithia- 
sis,***' and  even  distal  renal  tubular  acidosis. - *- 
Recognition  of  familial  transmission  of  MSK  may 
well  allow  institution  of  prophylaxis  against  such 
complications  and  prompt  and  vigorous  treatment 
if  they  should  occur. 


Summary 

4'he  variable  inheritance  of  MSK  (medullary 
sponge  kidney)  is  demonstrated  by  this  investi- 
gation of  2 large  upper  New  York  State  families 
related  to  each  other  in  2 generations.  One  family 
with  4(5  members  available  for  stu'dy  presents  a 
solitary  example  of  MSK,  although  a second  mem- 
ber with  ureterolithiasis  may  have  had  this  entity. 
In  the  second  family  of  40  members,  MSK  was 
directly  transmitted  in  3 individuals  over  3 genera- 
tions and  was  suggestively  present  in  an  additional 
3 members,  representing  a total  of  4 generations. 
A fifth  generation  direct  descendant  of  the  defini- 
tely involved  members  demonstrates  orographic 
papillary  “blush,”  a radiologic  finding  which  may 
reflect  minor  degrees  of  MSK. 
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The  subject  of  entrapment  neuropathy  has  re- 
ceived a great  deal  of  attention  in  the  past  few 
years  and  has  been  shown  to  involve  numerous 
nerves  at  their  “critical”  fixed  anatomic  sites. 
Trauma,  infection,  retention  of  fluid,  and  hemor- 
rhage are  usually  considered  major  etiologic  fac- 
tors. Even  though  neuropathy  is  an  uncommon 
complication  of  hemorrhagic  disorders,^  when  it 
occurs,  regardless  of  the  nature  of  the  bleeding  de- 
fect, it  frequently  involves  the  femoral  nerve.  ^ ^ 
This  unique  susceptibility  of  the  femoral  nerve  has 
not  been  generally  appreciated  and  the  following 
case  illustrates  another  hemorrhagic  condition 
(consumption  coagulopathy)  associated  with  this 
neuropathy.  In  the  absence  of  obvious  bleeding, 
the  presence  of  femoral  neuropathy  may  represent 
an  early  sign  of  a retroperitoneal  or  a deep  intra- 
muscular hematoma. 

Case  report 

This  seventy-two-year-old  diabetic  male,  with  a 
four-year  history  of  carcinoma  of  prostate,  entered 
the  hospital  with  a forty-eight-hour  history  of  pain- 
less hematuria.  About  one  month  before  admis- 
sion he  developed  severe  low-back  pain,  and  re- 
sults of  x-ray  examination  demonstrated  local 
metastatic  lesions  to  the  lumbrosacral  vertebrae. 
Examination  on  admission  revealed  early  signs  of 
congestive  heart  failure,  an  enlarged  prostate,  and 
guaiac-positive  stools.  The  neurologic  findings 
were  unremarkable  except  for  the  presence  of  dense 


cataracts  which  obscured  vision  and  depressed  but 
equal  deep-tendon  reflexes  in  the  lower  extremi- 
ties. The  presence  of  ecchymoses  and  bleeding 
from  the  site  of  needle  puncture  indicated  increas-  1 
ed  bleeding  tendency.  Hematologic  studies  re-  ! 
vealed  a platelet  count  of  24,000,  prothrombin  time 
eighteen  seconds,  control  twelve  seconds,  (30  per  j 
cent).  Prothrombin  time  was  greater  than  sixty  i; 
seconds.*  There  was  prolonged  bleeding  time  and 
absence  of  clot  formation  after  one  hour.  Hemato- 
crit was  30.5,  white  blood  cell  count  8,300,  and  | 
bloody  urine  with  4 plus  glucose  and  acetone.  The  ! 
blood  glucose  was  350  mg.  per  100  ml.  with  neg- 
ative serum  acetone,  blood  urea  nitrogen  23  mg. 
per  100  ml.,  and  electrolytes  were  normal.  Thera- 
peutic doses  of  heparin  were  given  intravenously 
every  four  hours.  Three  days  later  the  fibrinogen 
index  was  normal,  and  the  platelets  were  44,500. 

He  developed  gastrointestinal  bleeding,  and  the 
heparin  was  withheld  for  three  days  until  his  con- 
dition stabilized.  Several  days  after  heparin  treat- 
ment was  resumed,  a large  hematoma  developed 
in  the  right  anterior  thigh.  Again  heparin  therapy 
was  discontinued  but  the  hematoma  increased  in 
size  and  the  patient  complained  of  numbness  and 
pain  in  the  thigh  and  discomfort  in  the  right 
lumbar  region.  There  was  now  weakness  of  the 
iliopsoas  and  quadriceps  muscles;  the  right  knee 
jerk  became  less  active,  and  there  was  hypalgesia 
over  the  anterior  thigh.  These  findings  indicated 
interruption  of  femoral  nerve  function  at  a level 
above  the  inguinal  ligament,  and  was  felt,  there- 
fore, to  be  caused  by  a retroperitoneal  hemorrhage. 

On  the  following  day  he  died,  and  autopsy  ex- 
amination revealed  marked  hemorrhage  into  the 
retroperitoneal  space  and  right  thigh,  as  well  as 
generalized  bleeding  into  the  abdominal  muscle, 
pleura,  renal  pelvis,  and  bowel  serosa.  There  were 
metastases  to  the  lungs  and  lumbar  vertebrae. 
Unfortunately,  no  histopathology  was  performed 
on  the  involved  nerve. 

Comment 

This  case  illustrates  the  acute  onset  of  femoral 
neuropathy  in  the  setting  of  disseminated  intra- 
vascular coagulation.  This  nerve,  derived  from  the 
second,  third,  and  fourth  lumbar  roots,  descends 
through  the  pelvis  in  a relatively  closed  fascial 
compartment  surrounded  by  the  psoas  and  iliacus 
muscle  which  it  also  innervates.  It  leaves  the  pel- 
vis through  an  unyielding  fibro-osseous  tunnel  to 

•Fibrindex,  Ortho  diagnostics,  Raritan,  New  Jersey;  normal 
clot  within  sixty  seconds. 
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innervate  the  anterior  thigh  muscles.  Controversy 
exists  as  to  the  exact  mechanism  of  injury,  hut  the 
two  major  postulates  are  bleeding  into  tissue  ad- 
jacent to  the  nerve  or  into  the  nerve  sheath  itself. 
In  this  case  the  findings  are  consistent  with 
femoral-nerve  compression  above  the  inguinal 
ligament  by  a retroperitoneal  hematoma  so  as  to 
involve  both  the  iliopsoas  and  quadriceps  muscle 
groups. 

At  this  point  the  question  arises  whether  this 
neuropathy  is  a complication  of  heparin  therapy, 
rather  than  due  to  the  bleeding  from  consumption 
coagulopathy.  The  exact  cause  of  the  bleeding 
cannot  be  proved,  and  therefore  this  aspect  must 
remain  unresolved.  However,  the  acute  onset  of 
neuropathy  in  the  setting  of  the  defibrination  syn- 
drome may  reflect  a combination  of  both  factors, 
and  this  points  out  tbe  dilemma  one  is  faced  with 
when  evaluating  such  a sign  in  the  presence  of  a 
generalized  bleeding  diathesis.  In  addition,  the 
fact  that  this  patient  was  diabetic  raises  tbe  pos- 
sibility that  the  femoral  nerve  was  predisposed  to 
injury. 

With  the  popularity  of  anticoagulant  therapy  in 
the  past  decade,  a steadily  increasing  amount  of 
literature  has  arisen  regarding  the  neurologic  com- 
plications. The  most  commonly  recognized  bleed- 
ing sites  are  in  the  subdural,  subarachnoid,  intra- 
cerebral, and  spinal  epidural  spaces.'’"*^  Despite 
a relative  lack  of  appreciation,  the  compression  of 
peripheral  nerves  is  the  next  most  frequent  com- 
plication, and  here  the  femoral  nerve  shows  a strik- 
ing susceptibility.  Several  case  reports  document- 
ing this  relationship  have  been  recorded. 
Failure  to  recognize  this  striking  association  can 
result  in  delayed  diagnosis  and  possible  irretriev- 
able damage. 

Bleeding,  a rare  but  treatable  cause  of  femoral 
neuropathy,  should  be  suspected  in  patients  ap- 


pearing with  this  condition  whenever  trauma  and 
diabetes  mellitus  can  be  excluded.  Although  signs 
of  systemic  bleeding  may  precede  the  onset  of 
neuropathy,  obvious  signs  of  bleeding  may  be  ab- 
sent, and  only  tbe  presence  of  a femoral  neuropathy 
may  alert  one  to  the  existence  of  a retroperitoneal 
or  intramuscular  hematoma. 

Department  of  Neurology 
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Disseminated  intravascular  coagulation  is  the 

pathologic  condition  that  complicates  many 
diseases  in  children.  It  is  characterized  by  throm- 
bocytopenia and  multiple  coagulation  deficiencies, 
particularly  fibrinogen,  prothrombin,  factor  V, 
and  factor  VIII.  There  are  a variety  of  triggering 
mechanisms  that  may  initiate  intravascular  co- 
agulation. The  major  factors  include  intravascu- 
lar hemolysis,  release  of  tissue  thromboplastin, 
bacterial  endotoxin,  proteolytic  enzymes,  particu- 
late or  colloidal  matter,  anoxia  and  anoxemia, 
endothelial  damage,  and  ingestion  of  certain  lipid 
substances.'  ' 

There  are  many  diseases  that  are  complicated  by 
intravascular  coagulation.  These  diseases  and 
conditions  include  bacterial  septicemia,  viral  and 
rickettsial  diseases,  obstetric  complications  (intra- 
uterine infection,  maternal  toxemia,  and  abruptio 
placenta),  leukemia,  carcinomatosis,  intravascu- 
lar hemolysis,  giant  hemangioma,  purpura  fulmi- 
nans,  hemolytic-uremic  syndrome,  following  snake 
bite,  hemorrhagic  shock,  transfusion  of  mis- 
matched blood,  and  during  extracorporeal  shunt. 
Rocky  Mountain  spotted  fever  is  one  of  the  ricket- 
tsial diseases  which  may  he  complicated  by 
intravascular  coagulation  because  of  the  endothe- 


FIGURE  1.  Photograph  taken  on  fourth  hospital  day 
showing  generalized  purpuric  lesions.  Some  lesions 
later  developed  central  necrosis. 

lial  damage  from  the  rickettsiae  invading  the  wall 
of  the  blood  vessels.*  The  purpose  of  this  report 
is  to  describe  a case  of  Rocky  Mountain  spotted 
fever  complicated  by  disseminated  intravascu- 
lar coagulation  which  was  successfully  treated 
with  heparin  and  dextran. 

Case  report 

An  eight-year-old  white  girl  was  admitted  to 
Meadowbrook  Hospital  in  August,  1969.  She  had 
been  well  until  two  weeks  prior  to  admission,  when 
she  became  ill  with  fever  which  spiked  to  104  F. 
Three  days  following  the  onset  of  fever,  she  broke 
out  with  a generalized  maculopapular  rash,  mainly 
on  her  extremities,  described  as  “measles-like.” 
The  patient  had  been  in  West  Virginia  for  one  week 
and  returned  three  days  prior  to  onset  of  the 
present  illness.  She  was  treated  symptomatically 
with  aspirin.  Twenty-four  hours  prior  to  admis- 
sion, she  became  very  drowsy,  delirious,  and 
vomited  several  times.  The  rash  became  darker, 
purpuric  in  color.  She  complained  of  severe  head- 
ache about  two  hours  prior  to  admission. 

The  child  had  measles  at  the  age  of  three  years 
but  had  no  other  serious  illness.  She  received  all 
the  usual  immunizations  and  had  normal  growth 
and  development.  Two  grandparents  are  diabetic. 

Physical  examination  revealed  a well-developed 
and  well-nourished  but  drowsy,  disoriented,  and 
delirious  white  girl.  Her  temperature  was  103.6 
F.,  respiratory  rate  was  36  per  minute,  and  pulse 
rate  was  136  per  minute.  Blood  pressure  was  not 
obtainable  initially  but  was  100/60  mm.  Hg  after 
500  ml.  of  5 per  cent  dextrose  in  saline  were  given. 
The  pupils  were  equal  and  reactive  to  light;  fun- 
duscopic  examination  showed  no  papilledema  or 
hemorrhages.  The  lips  and  tongue  were  dry. 
The  posterior  pharyngeal  wall  was  covered  with 
mucopurulent  material,  but  there  was  no  exudate 
on  the  tonsils.  There  was  no  nuchal  rigidity  and 
no  lymphadenopathy.  There  were  generalized 
purpura  and  petechial  rash  all  over  the  body  and 
extremities  including  palms  and  soles  (Fig.  1). 
Heart  sounds  were  normal,  and  the  lungs  were 
clear  to  percussion  and  auscultation.  The  abdo- 
men was  soft  and  the  liver  was  felt  2 cm.  below 
the  right  costal  margin,  and  the  spleen  was  felt  1 
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cm.  below  the  left  costal  margin.  The  cranial 
nerves  were  intact.  Tendon  reflexes  were  normal, 
but  bilateral  ankle  clonus  was  present.  Babin- 
ski’s  sign  was  negat  ive. 

Laboratory  findings  on  admission  showed  hemo- 
globin 15  dm.  per  1(K)  ml.,  hematocrit  45,  white 
blood  cells  18,8(X)  per  cubic  millimeter,  differential 
count  showed  90  per  cent  polymorphonuclear 
leukocytes,  and  many  had  toxic  granulations. 
Platelets  appeared  markedly  decreased  on  blood 
smear.  Result  of  the  tourniquet  test  was  strongly 
positive.  Coagulation  study  showed  clotting  time 
(Lee  and  White  method)  to  be  twenty  minutes  with 
soft  clot  formed,  prothrombin  time  was  23.5 
seconds  (control  14  seconds),  partial  thromboplas- 
tin time  was  136.7  seconds  (control  38  seconds); 
fibrinogen  level  was  60  mg.  per  1(K)  ml.  (normal 
200  to  4(X)  per  100  ml.). 

Bone  marrow  showed  granulocytic  hyperplasia 
with  toxic  granulation;  megakaryocytes  were 
normal  in  number  but  slightly  immature  in  form. 
Blood  culture  done  on  admission  showed  no 
growth.  Examination  of  the  spinal  fluid  revealed 
it  to  be  clear  with  no  cells;  protein  was  10  and 
sugar  64  mg.  per  100  ml.;  culture  showed  no 
growth. 

Liver  function  test  showed  a serum  glutamic 
oxaloacetic  transaminase  of  450  sigma  units  (nor- 
mal 8 to  40)  and  alkaline  phosphatase  17  King- 
Armstrong  units  (normal  3.4  to  12.2).  The  test  re- 
peated on  the  third  day  showed  serum  glutamic 
oxaloacetic  transaminase  670  sigma  units, 
serum  glutamic  pyruvic  transaminase  85  sigma 
units,  alkaline  phosphatase  8.5  King-Armstrong 
units,  serum  bilirubin  2.3  mg.  per  100  ml.,  serum 
total  protein  4.9  Gm.,  albumin  3.6  Gm.,  and 
globulin  1.3  Gm.  per  100  ml.  Fllectrocardiogram 
showed  normal  sinus  rhythm.  Urinalysis  revealed 
moderate  protein,  a trace  of  sugar,  1 to  3 red  blood 
cells  and  5 to  10  white  blood  cells  per  high-power 
field.  A subsequent  urinalysis  revealed  normal 
findings.  Blood  glucose  was  139  mg.  per  100  ml.; 
blood  urea  nitrogen  was  93  mg.  per  100  ml.  on 
admission  and  gradually  went  down  to  20  mg.  per 
100  ml.  on  the  seventh  day.  Serum  sodium  was 
123,  potassium  6.8,  chloride  88,  and  bicarbonate  13 
mEq.  per  liter.  The  Proteus  OX-19  agglutination 
test  finding  was  1:40  on  admission,  and  the  titer 
rose  to  1:320  by  slide  method  and  1:640  by  the 
tube  method  on  the  seventh  hospital  day. 

The  patient  was  given  intravenous  fluid  immedi- 
ately. Broad  spectrum  antibiotic  drugs  were 
started  with  nafcillin  100  mg.  per  kilogram  and 
tetracycline  10  mg.  per  kilogram  intravenously 
every  six  hours.  Heparin  was  started  with  50  units 
per  kilogram  intravenous  initially  and  followed 
with  100  units  per  kilogram  every  four  hours  in  an 
attempt  to  maintain  clotting  time  between  twenty 
and  thirty  minutes.  Low  molecular  weight  dex- 
tran  was  given  at  a dose  of  10  ml.  per  kilogram. 
Two  hours  after  heparinization  the  patient  vomited 
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FIGURE  2 Graph  of  serial  platelet  counts,  fibrinogen 
levels,  prothrombin  times,  and  partial  thromboplastin 
times  showing  gradual  return  to  normal. 


coffee-ground  material.  Clotting  time  was  fifty 
minutes  at  that  time,  so  heparin  was  discontinued 
temporarily.  A nasogastric  tube  was  inserted, 
and  fresh  blood  was  obtained.  The  hematocrit 
dropped  from  45  to  37.  Her  temperature  fluctu- 
ated between  103  and  106  F.  On  the  next  day  the 
antibiotic  agent  was  changed  to  chloramphenicol, 
50  mg.  per  kilogram  per  day  intravenously  because 
of  a strong  suspicion  of  Rocky  Mountain  spotted 
fever.  Heparin  was  started  again  at  the  dose  of 
100  units  per  kilogram  every  four  hours.  One  unit 
of  whole  blood  and  6 units  of  platelet  concentrate 
were  given.  On  the  third  day  the  patient’s  condi- 
tion was  slightly  improved,  but  she  was  still  dis- 
oriented. There  was  periorbital  edema  and  edema 
of  the  extremities.  The  urine  output  was  ade- 
quate. Another  dose  of  dextran  10  ml.  per  kilo- 
gram was  given.  Hyponatremia  was  corrected  by 
intravenous  infusion.  Hypocalcemia  was  noted 
which  was  corrected  by  10  per  cent  calcium  gluco- 
nate given  intravenously.  On  the  fourth  day  the 
hematocrit  dropped  from  34  to  23  per  cent,  so 
another  unit  of  whole  blood  was  given.  Mannitol 
750  mg.  was  given  at  six-hour  intervals  for  2 doses. 
The  following  day  the  patient  appeared  slightly 
improved,  but  the  tips  of  the  second  and  third 
fingers  of  both  hands  were  cyanosed  and  develop- 
ing gangrene.  On  the  sixth  day,  thromboplebitis 
of  the  left  leg  was  noted.  The  next  day,  her  general 
condition  was  improved;  she  was  alert  and  ori- 
ented. The  generalized  purpuric  rash  became 
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confluent  with  central  necrosis  especially  over 
the  lower  extremities  and  buttocks. 

The  patient  improved  gradually,  and  the  tem- 
perature came  down  but  did  not  reach  the  normal 
level.  The  platelet  count  rose  slowly.  Fibrinogen 
returned  to  normal  on  the  seventh  day.  Prothrom- 
bin time  and  partial  thromboplastin  time  returned 
to  normal  level  slowly  (Fig.  2).  Chloramphenicol 
and  heparin  were  discontinued  after  twelve  days. 

On  the  fourteenth  hospital  day  her  temperature 
rose  again  to  105  F.  Blood  culture  was  taken  at 
this  time  and  showed  the  Klebsiella  group.  Anti- 
biotic agents  were  begun  again  with  a combination 
of  ampicillin  200  mg.  per  kilogram  per  day  intra- 
venously in  4 divided  doses  and  kanamycin  10  mg. 
per  kilogram  per  day  intramuscularly  in  2 divided 
doses.  The  blood  coagulation  studies  at  this  time 
did  not  show  intravascular  coagulation  or  fibri- 
nolysis which  were  watched  closely.  Antibiotic 
drugs  were  given  for  seven  days,  and  the  tempera- 
ture gradually  came  down.  The  gangrenous 
lesions  on  the  tips  of  fingers  were  improved  slowly 
over  a period  of  four  weeks.  The  patient  was  dis- 
charged on  the  thirty-second  hospital  day. 

Comment 

Rocky  Mountain  spotted  fever  is  an  acute  infec- 
tious disease  caused  by  Rickettsia  rickettsii  and 
characterized  clinically  by  fever,  muscular  and 
arthritic  pain,  and  a petechial  and  purpuric  erup- 
tion with  a centrifugal  distribution. It  is  trans-. 
mitted  by  the  bite  of  an  infected  tick,  which  is  the 
reservoir  of  the  infection.  The  disease  was  first 
recognized  in  the  Rocky  Mountain  states  in  1912. 
Since  that  time  it  has  occurred  in  44  states.  In 
the  West  the  incidence  of  the  disease  is  highest  in 
Colorado,  Montana,  and  Wyoming.  In  the  East 
the  largest  number  of  cases  are  reported  from 
Maryland,  Virginia,  and  North  Carolina.  The 
pathologic  lesions  are  the  result  of  an  inflammatory 
reaction  of  the  endothelium  and  smooth  muscles  of 
small  blood  vessels  caused  by  invasion  of  the 
rickettsiae.  The  most  common  sites  of  involve- 
ment are  the  skin,  subcutaneous  tissue,  and  central 
nervous  system,  but  the  heart,  lungs,  liver,  and 
kidneys  may  also  be  affected. 

The  damage  of  the  endothelial  cells  may  lead  to 
the  deposition  of  fibrin  which  causes  thrombosis 
of  arterioles,  capillaries,  and  venules.'  Throm- 
bocytopenia has  been  reported  in  association  with 
Rocky  Mountain  spotted  fever."  '"  Trigg"  has 
reported  a case  of  Rocky  Mountain  spotted  fever 
complicated  by  hypofibrinogenemia  and  multiple 
coagulation  defects.  He  hypothesized  that 
thromboplastic  material  gains  access  to  the  cir- 
culation and  produces  intravascular  clotting  with 
rapid  consumption  of  the  clotting  factors.  He  also 
speculated  that  the  vasculitis  produced  capillary 
thrombosis  and  extensive  extravasation  of  plasma 
and  red  blood  cells;  hence,  thromboplastin  and 
plasminogen  activator  might  gain  access  to  the 


circulation,  consuming  fibrinogen  and  other  co- 
agulation factors. 

The  live  damage  due  to  this  infection  also  can 
cause  the  reduction  of  the  clotting  factor  produc- 
tion, particularly  the  prothrombin  complex.  How- 
ever, the  early  recognition  of  intravascular  coagula- 
tion is  very  important  since  the  disease  is  so  seri- 
ous, and  the  treatment  should  be  started  as  early 
as  possible  to  prevent  further  formation  of  throm- 
boses. 

The  laboratory  finding  for  intravascular  coagula- 
tion consists  of  lowered  levels  of  platelets,  pro- 
thrombin, factor  V,  factor  VIII,  and  fibrinogen. 

The  rapid  screening  tests  that  should  be  done  im- 
mediately to  help  in  diagnosis  are  platelet  count, 
fibrinogen  level,  prothrombin  time,  partial  throm- 
boplastin time,  and  clotting  time. 

Tbe  treatment  for  intravascular  coagulation  with 
heparin  should  be  started  as  soon  as  the  diagnosis 
is  made."  '^  The  recommended  dose  is  50  units 
per  kilogram  intravenously  initially  followed  with 
100  units  per  kilogram  every  four  hours  in  an  at- 
tempt to  maintain  clotting  time  between  twenty 
to  thirty  minutes  prior  to  each  succeeding  dose. 
Heparin  should  be  continued  until  platelet  and  co- 
agulation factors  have  returned  to  normal  or  the 
underlying  diseases  have  been  adequately  treated. 

The  effect  of  heparin  in  disseminated  intravascular 
coagulation  is  due  to  its  antithrombin  activity  to 
prevent  further  thromboses,  but  it  cannot  lyse 
thrombi  already  formed.  Hemorrhage  secondary 
to  the  multiple  coagulation  defects  arising  after 
intravascular  clotting  makes  one  fear  to  use  hep- 
arin.'^ However,  heparin  has  been  proved  by 
many  investigators  to  be  the  safe  drug  to  use. 

Chloramphenicol  is  recommended  for  the  treat- 
ment of  Rocky  Mountain  spotted  fever.'"  The 
usual  dose  is  50  mg.  per  kilogram  per  day,  with  a 
maximum  of  2 to  3 Gm.  daily.  The  drug  may  be 
discontinued  after  two  days  of  normal  temperature. 

Circulating  failure,  either  peripheral  or  central 
(myocardial),  has  been  complicated  in  severe  cases 
of  Rocky  Mountain  spotted  fever,  which  also  oc- 
curred in  this  patient.'^  The  treatment  with  dex- 
tran,  intravenous  fluids,  plasma,  and  blood  trans- 
fusion will  help  these  patients  to  maintain  their 
plasma  volume.  Platelet  transfusion  may  be  indi- 
cated in  severe  thrombocytopenia  after  hepariniza- 
tion. Corticosteroids  may  be  used  in  shock;  how- 
ever, many  authors  have  cautioned  against  the  use 
of  corticosteroids  in  diseases  complicated  by  intra- 
vascular coagulation.  This  is  because  a general-  * 
ized  Shwartzman  reaction  may  be  elicited  by  a 
single  dose  of  endotoxin  in  the  rabbit  treated  with  j 
cortisone.'"  But  a further  study  did  not  support  | 
this  conclusion.'"  Corticosteroids  were  not  used  j 
in  this  patient  because  the  patient  had  recovered  j| 
from  shock.  Secondary  fibrinolysis  which  fre-  !' 
quently  accompanies  intravascular  coagulation 
may  have  occurred  in  this  patient,  since  the  differ- 
entiation was  not  possible,  and  the  patient’s  condi-  | 
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tion  was  improved;  therefore  an  antifibrinolytic 
agent,  such  as  epsilon  amino  caproic  acid  (KACA), 
was  not  used. 

Summary 

Disseminated  intravascular  coagulation  was 
found  complicating  a case  of  Rocky  Mountain  spot- 
ted fever.  The  presence  of  disseminated  intravas- 
cular coagulation  was  indicated  by  thrombocyto- 
penia, hypofihrinogenemia,  and  multiple  coagula- 
tion defects.  This  is  the  first  patient  successfully 
treated  with  heparin  and  dextran.  In  the  present 
patient  the  laboratory  evidence  suggesting  intra- 
vascular coagulation  included  thrombocytopenia, 
prolonged  prothrombin  time,  partial  thromboplas- 
tin time,  and  hypofihrinogenemia.  The  patient 
was  given  heparin  and  dextran  a few  hours  after 
admission.  She  improved  gradually,  and  the  coag- 
ulation factors  returned  to  normal  slowly,  (living 
corticosteroids  to  a patient  when  intravascular  co- 
agulation is  present  still  requires  further  study  and 
clinical  observations. 
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Incrimination  of  halothane  in  the  genesis  of  post- 
operative necrosis  of  the  liver  is  explained  on  the 
basis  of  acquired  hypersensitivity.''^  Necrosis  of 
the  liver  after  a second  administration  of  methoxy- 
flurane  (Penthrane)  has  been  similarly  explained 
by  Klein  and  Jeffries'  as  well  as  by  Stefanini,  Her- 
land,  and  Kosyak.'  Lindenbaum  and  Leifer’’  first 
described  cross  sensitization  between  halothane 
and  methoxyflurane.  More  recently  Frascino, 
Vanamee,  and  Rosen"  attributed  renal  oxalosis  and 
azotemia  to  methoxyflurane  anesthesia,  and  Fan- 
ner et  at.  ‘ and  particularly  Mazze,  Shue,  and  Jack- 
son"  established  a casual  relationship  between  me- 
thoxyflurane anesthesia  and  renal  tubular  dys- 
function. In  tbe  present  report  we  discuss  a case 
of  primary  necrosis  of  the  liver  associated  with  ex- 
tensive renal  oxalosis  following  a single  exposure  to 
methoxyllurane. 

Case  report 

The  patient  was  a sixty-seven-year-old  female 
who  had  had  only  one  anesthetic  drug  in  her  life, 
that  is,  ten  days  earlier  for  cystoscopy.  No  halo- 
thane or  methoxyllurane  was  used  on  that  occa- 
sion. J'he  sixty-seven-year-old  widow  weighed 
.")]  .J  Kg.  and  appeared  fit  on  preoperative  examina- 
tion prior  to  a bilateral  ureteroileostomy  per- 
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TABLE  I.  Summary  of  the  operative  day  medications  and 
the  results  of  preoperative  laboratory  tests 


Drugs  Used 

Laboratory  Tests  and  Results 

Meperidine 

Serum  glutamic  oxalo- 

8 

(275  mg.) 

acetic  transaminase 
(units) 

Atropine  sulphate 

Blood  urea  nitrogen 

13.5 

(0.4  mg.) 

(mg.  per  100  ml.) 

Scopolamine 

Serum  bilirurin,  total 

0.4 

(0.3  mg.) 

(mg.  per  100  ml.) 

Nitrous  oxide  for 

Hemoglobin  (Gm.  per 

12.4 

six  hours  (50 

100  ml. 

per  cent) 

Oxygen  for  six 

Hematocrit 

39.0 

hours  (50  per 
cent) 

Tubocurarine  chlo- 

Leukocyte  count 

6,800 

ride  (18  mg.) 

Methoxyflurane 

Platelets  per  cubic 

180,000 

for  two  hours 

millimeter 

(0.1  to  0.5  per 
cent) 

Atropine  sulphate 

Alkaline  phosphatase 

11 

(0.6  mg.) 

(in  King- Armstrong 
units  per  100  ml.) 

Neostigmine 
(3  mg.) 

formed  for  supravesical  urinary  diversion  and  total 
cystectomy  and  hysterectomy.  She  had  grade  II, 
stage  B papillary  transitional-type  bladder  car- 
cinoma (Table  I).  Anesthesia  and  surgery  were 
uneventful,  and  electrocardiographic,  central  ve- 
nous, and  intermittent  electroencephalographic 
monitoring  showed  nothing  unusual.  One  unit  of 
blood  was  transfused  intraoperatively.  After  re- 
turn to  the  recovery  room  there  was  a complete  re- 
covery of  consciousness  within  an  hour  accom- 
panied by  normal  blood  gases  and  respiration. 
The  vital  signs,  hemogram,  electrolytes,  and  uri- 
nary output  all  remained  within  normal  limits 
during  the  first  forty-eight  hours  postoperatively. 

On  the  third  postoperative  day  the  patient  be- 
came disorientated  and  stuporous.  On  the  fourth 
postoperative  day  she  exhibited  hyperpyrexia, 
jaundice,  and  repeated  grand  mal  seizures  with 
flapping  tremor  (asterixis).  Tracheotomy  was 
done,  and  artificial  respiration  was  instituted  with 
pure  oxygen.  Arterial  oxygen  tension  rose  over  300 
mm.  Hg,  and  the  serum  electrolytes  and  fluid  bal- 
ance were  maintained  in  the  normal  range  on  the 
fifth  day  after  operation.  On  the  sixth  day  vaso- 
pressors with  steroids  were  also  used,  and  on  the 
seventh  postoperative  day  she  died. 

Autopsy  findings.  Postmortem  examination 
disclosed  no  remaining  tumor,  and  the  only  abnor- 
mal findings  were  those  in  the  liver  and  kidneys. 

The  liver  weighed  960  Gm.  Its  capsule  was 
smooth,  its  color  pale,  and  its  consistency  soft. 
The  cut  surface  of  the  liver  exhibited  an  easily  dis- 
cernible lobular  pattern,  with  areas  of  grayish  dis- 
coloration irregularly  scattered  throughout  the 
hepatic  parenchyma.  The  extrahepatic  biliary 
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FIGURE  1.  (A)  Photomicrograph  of  liver  showing  mottled  area  around  central  veins,  (b)  Photomicrograph  of  liver 

at  higher  magnification  than  (A),  demonstrating  severe  central  necrosis  (hematoxylin  and  eosm  stain  X 1 05). 


FIGURE  2.  (A)  Figure  shows  cytoplasmic  vacuoles  in  liver  cells,  indicative  of  cellular  degeneration.  (B)  Section 

shows  bile  stasis  in  one  of  larger  intrahepatic  bile  ducts.  (Hematoxylin  and  Eosin  Stain  X 1 05). 


tree  demonstrated  no  evidence  of  impaired  bile 
flow.  Microscopically,  extensive  acute  central 
lobular  necrosis  in  the  liver  was  evident  (Fig.  1). 
The  necrosis  was  extensive  and  involved  the  major 
portion  of  some  lobules  with  formation  of  necrotic 
bridges  between  central  zones  of  adjoining  lobules. 
These  areas  of  necrosis  consisted  of  a loss  of  cells, 
scattered  cell  fragments  and  ghost  cells,  and  in- 
filtration by  polymorphonuclear  leukocytes.  In- 
creased numbers  of  polymorphonuclear  leukocytes 
were  also  found  within  the  hepatic  sinusoids  and 
the  portal  spaces.  The  individual  lobules  dis- 
played a transitional  spectrum  of  changes  between 
its  necrotic  central  zone  and  the  peripheral  zone. 
These  changes  included  hydropic  degeneration, 
cytoplasmic  clumping,  and  acidophilic  degenera- 
tion. There  were  irregularly  distributed  areas  of 
fatty  metamorphosis  of  the  liver  cells  (Fig.  2A). 
Bile  pigment  was  detected  within  the  surviving 
and  degenerating  cells  of  the  central  zones,  and 


bile  plugs  were  found  within  canaliculi  of  these  por- 
tions of  the  lobules.  Bile  casts  in  the  larger  intra- 
hepatic bile  ducts  were  further  evidence  of  pre- 
existing biliary  stasis  (Fig.  2B). 

The  kidneys  were  pale  and  weighed  155  and  160 
Gm.,  respectively.  Hydropic  degeneration  of  the 
tubular  epithelium  and  large  numbers  of  birefrin- 
gent  crystals  were  seen  within  the  renal  tubules 
(Fig.  3).  These  are  probably  amino-acid  crystals, 
and  their  presence  reflects  the  extensive  parenchy- 
mal damage  in  the  liver. ^ 

A sample  of  subcutaneous  fat  obtained  at  ne- 
cropsy contained  7.5  mg.  per  100  ml.  methoxy- 
flurane  as  determined  personally  by  Lowe.“^ 

Comment 

Massive  liver  necrosis  has  the  low-autopsy  inci- 
dence of  0.15  per  cent,"  of  which  most  are  unex- 
plained.'- In  the  present  case  methoxytlurane  is 
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‘ taling  less  than  '^““^The  true  incidence  of 

hepatorenal  damage  following  methoxyflurane 
■ anesthesia  remains  to  he  determined. 


* ^ 


FIGURE  3.  Section  of  kidney  shows  amino-acid  crys- 
tals in  tubules  (hematoxylin  and  eosin  stain  X 105). 


Summary 

Postoperative  liver  necrosis  associated  with 
renal  oxalosis  and  death  is  reported  after  a single 
exposure  to  methoxyflurane  anesthesia  in  a pa- 
tient without  significant  disease  or  exposure  to 
potentially  hepatotoxic  drugs.  Unlike  most  previ- 
ously described  cases,  hepatotoxicity  preceded  re- 
nal failure.  Although  less  than  10  similar  cases 
have  been  reported,  the  incidence  of  hepatorenal 
failure  following  methoxyflurane  anesthesia  is  pos- 
sibly greater  than  that  following  halothane,  al- 
though the  renal  toxicity  of  methoxyflurane  has 
received  most  attention. 


incriminated  because  known  hepatotoxic  drugs 
were  not  used  except  for  steroids  which  were  given 
during  the  final  twenty-four  hours  of  life,  many 
days  after  the  onset  of  jaundice.  “ 

In  patients  who  had  been  exposed  to  halothane 
only  once  previously  and  in  whom  hepatitis  devel- 
oped after  a second  exposure,  a second  tempera- 
ture elevation  has  been  seen  characteristically 
between  the  third  and  fourteenth  postoperative 
days,  shortly  before  jaundice  became  evident  as 
in  the  present  case.  Among  patients  who  had 
received  halothane  on  multiple  occasions,  the  sec- 
ond temperature  elevation  has  occurred  from  one 
to  eleven  days  after  exposure.  Therefore  a second 
unexplained  episode  of  fever  after  halothane  ad- 
ministration should  alert  one  to  the  possibility  of 
halothane  sensitization. The  genesis  of  hepatic 
failure  in  the  present  case  cannot  be  explained  on 
such  a Shwartzman  phenomenon  with  its  distinc- 
tive and  requisite  preliminary  sensitizing  features. 
The  fluorocarbons  like  halothane  and  methoxyflur- 
ane are  chemically  very  reactive,  and  there  are 
other  phenomena  that  exhibit  the  general  property 
of  sensitization  which  do  not  involve  antigen-anti- 
body responsiveness.''* 

The  single  unit  of  blood  transfused  during  sur- 
gery could  not  explain  the  hepatitis,  since  the 
incubation  period  of  infectious  hepatitis  is  from 
fifteen  to  fifty  days  and  that  of  serum  hepatitis 
sixty  to  one  hundred  eighty  days.  Thus,  unlike 
the  direct  relationshi[>  of  methoxyflurane  anesthe- 
sia and  postoperative  high-output  renal  tubular 
dysfunction  established  by  Fanner  et  al.~  and  Maz- 
ze,  Shue,  and  -Jackson,**  the  present  case  appears  to 
represent  hepatotoxicity  as  the  primary  toxic  man- 
ifestation of  the  anesthetic  agent  which  has  been 
described  so  far  in  only  very  few  isolated  cases  to- 
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This  is  a report  of  the  pertinent  clinical  and 
pathologic  features  of  4 cases  of  histologically 
benign  ureteral  polyps  seen  at  the  Memorial  Hos- 
pital for  Cancer  and  Allied  Diseases  and  James 
Ewing  Hospital  during  the  interval  from  1936  to 
1969. 

Case  reports 

Case  1.  A seventy-three-year-old  white  man 
was  first  admitted  to  the  hospital  in  October,  1959. 
Three  years  prior  to  admission,  intravenous  py- 
elography had  been  performed  because  of  an  epi- 
sode of  gross  hematuria.  The  pyelogram  showed 
normal  findings.  Prior  to  admission,  he  had  a 
second  episode  of  gross  hematuria  and  repeat  py- 
elograms  showed  grade  I hydronephrosis  on  the 
right  side  and  a filling  defect  in  the  upper  part  of 
the  right  ureter  which  was  thought  to  be  com- 
patible with  polypoid  tumor  or  papilloma.  The 
only  significant  physical  finding  was  slight  enlarge- 
ment of  the  prostate.  Laboratory  findings  were 
within  normal  limits  except  for  urinalysis  which 
showed  4 to  6 white  blood  cells  and  6 to  8 red  blood 
cells  per  high-power  field.  On  October  29,  1959, 
a right  nephro-ureterectomy  was  done. 

The  kidney  weighed  350  Gm.;  the  ureter  mea- 
sured 33  cm.  in  length.  Within  the  lumen  of  the 
ureter,  5 cm.  below  the  ureteropelvic  junction, 
there  was  a pedunculated  polypoid  tumor  measur- 
ing 3.5  by  1.5  by  1 cm.  (Fig  1).  The  ureteral  mu- 
cosa surrounding  the  stalk  of  the  polyp  was  con- 
gested. Microscopic  examination  revealed  a polyp 

* Supported  in  part  by  U.S.  Public  Health  Service  Senior 
Traineeship  (CST-579A67  and  27020-01-68)  Cancer  Control 
Program,  U.S.  Department  of  Health,  Education,  and  Welfare. 


FIGURE  1 Case  1.  Posterior  view  of  right  kidney  and 
ureter  showing  pedunculated,  3 5 by  1.5  by  1 cm., 
ureteral  polyp  5 cm  below  ureteropelvic  junction  of 
kidney,  and  slight  hydronephrosis. 

principally  composed  of  a vascular  connective- 
tissue  core  and  covered  by  benign  transitional 
epithelium.  Examination  of  the  remaining  por- 
tion of  the  ureter  and  the  kidney  revealed  only  a 
small  medullary  fibroma  and  slight  hydronephro- 
sis. The  patient  died  after  a “heart  attack”  in 
1960.  Autopsy  was  not  performed. 

Case  2.  A forty-nine-year-old  white  man  had 
an  episode  of  gross  hematuria  in  1957.  Intravenous 
pyelogram  performed  in  another  hospital  revealed 
an  abnormal  left  kidney.  A left  nephrectomy  was 
performed  in  November,  1957,  and  the  pathologic 
report  indicated  benign  papilloma  of  the  left  kid- 
ney. The  ureter  was  not  removed.  The  site  of  the 
lesion  within  the  left  kidney  was  not  reported. 
Hematuria  recurred  in  March,  1959,  when  cysto- 
scopic  examination  demonstrated  bloody  efflux 
from  the  left  ureteral  orifice.  A tumor  of  the  left 
ureter  was  suspected,  and  in  March,  1959,  excision 
of  “most  of  the  remaining  left  ureter”  was  per- 
formed. A lesion  in  this  excised  segment  of  the  left 
ureter  was  thought  to  be  papillary  carcinoma.  The 
length  of  the  excised  ureter  w'as  not  reported.  Fol- 
lowing the  surgical  procedure  he  received  radio- 
therapy to  the  left  side  of  the  pelvis.  The  amount 
of  radiotherapy  is  not  known. 

Hematuria  recurred,  and  he  was  admitted  to  the 
Memorial  Hospital  for  Cancer  and  Allied  Diseases 
for  the  first  time  in  May,  1961.  The  slide  submit- 
ted from  the  specimen  of  March,  1959,  was  re- 
viewed, and  the  left  ureteral  lesion  was  interpreted 
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FIGURE  2.  Case  3.  Cross  section  of  kidney  and  open 
ureter  showing  ureteral  polyp  5.5  cm.  proximal  to  level 
of  ureteral  transection  and  renal  pelvis  and  ureter  proxi- 
mal to  polyp  slightly  dilated.  Note  large  benign  cyst 
at  lower  pole  of  kidney 

to  be  a benign  polyp.  Physical  examination  on 
admission  did  not  reveal  any  significant  findings. 
Urinalysis  showed  many  red  blood  cells.  The 
right  kidney  and  ureter  appeared  to  he  normal  on 
examination  by  intravenous  pyelogram.  Cysto- 
scopic  examination  again  demonstrated  bloody 
efflux,  and  a tumor  of  the  left  ureteral  stump  was 
suspected.  On  May  25,  1961,  the  remaining  4 cm. 
of  left  ureter  and  a cuff  of  bladder  wall  were  re- 
sected. No  significant  gross  or  microscopic  abnor- 
malities were  seen.  There  was  no  apparent  cause 
for  the  blood  from  the  left  orifice.  Eight  years  fol- 
lowing surgical  intervention,  the  patient  is  well 
and  free  of  disease. 

Case  3.  A fifty-five-year-old  white  man  had 
gross  hematuria  for  the  first  time  in  1959.  He  un- 
derwent transurethral  resection  for  superficially 
infiltrating  epidermoid  carcinoma  of  the  bladder 
in  this  hospital  in  December,  1959.  A preoperative 
intravenous  pyelogram  demonstrated  a mass  in  the 
right  kidney  which  was  thought  to  be  a benign  cyst, 
d'he  left  kidney  appeared  to  be  normal.  Follow- 
up studies  and  cystoscopic  examination  revealed 
no  recurrence  of  cancer  in  the  bladder. 

He  was  readmitted  in  November,  1961,  because 
results  of  an  intravenous  pyelogram  with  nephro- 
tomf)grams  suggested  enlargement  of  the  mass  in 
the  right  renal  area.  Physical  examination  results 
on  admission  were  unremarkable.  Laboratory 


FIGURE  3.  Case  4.  (A)  Occlusive  ureteropyelogram 

demonstrating  elongated  filling  defect  in  lower  third  of 
right  ureter.  (B)  Low-power  photomicrograph  showing 
tip  of  polyp  note  branching  of  polyp  and  vascular  fibrous 
stroma  (hematoxylin  and  eosin  stain). 

data  were  all  within  normal  limits.  Cytologic 
study  of  the  urine  did  not  show  any  abnormality. 
On  November  8,  1961,  a retrograde  pyelogram  of 
the  right  side  revealed  complete  obstruction  with- 
in the  upper  third  of  the  right  ureter.  A tumor  in 
the  upper  part  of  the  right  ureter  or  renal  pelvis  was 
suspected.  On  November  13,  1961,  he  underwent 
a right  nephro-ureterectomy. 

The  specimen  weighed  175  Gm.  The  lower  pole 
of  the  kidney  was  distorted  by  a unilocular  cyst 
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TABLE  I.  Summary  of  pertinent  data 


Interval  Between 


Case 

Num- 

ber 

Age  of 
Patients 
(Years) 

Sex 

Anatomic  Site 
of  Polyp 

Diagnosis  and 
End  of  Follow-up 
Treatment  (Years) 

Comment 

1 

73 

Male 

Upper  third,  right  ureter 

Right  nephro-ureterectomy 

1 

Died  without  disease 

2 

49 

Male 

Lower  third,  left  ureter 

Left  ureterectomy 

10 

Alive  with  no 

evidence  of  disease 

3 

55 

Male 

Upper  third,  right  ureter 

Right  nephro-ureterectomy 

3 

Died  without  disease 

4 

33 

Male 

Lower  third,  right  ureter 

Local  excision 

3 

Alive  with  no 

evidence  of  disease 

measuring  6 cm.  in  greatest  diameter.  The  renal 
pelvis  was  dilated.  Attached  to  the  kidney  was  a 
10-cm.  segment  of  the  ureter.  At  5.5  cm.  proximal 
to  the  point  of  ureteral  transection,  there  was  a 
polyp  measuring  2.5  cm.  in  length  which  arose  from 
the  mucosal  surface  of  the  ureter  (Fig.  2).  The 
ureter  proximal  to  the  polyp  was  slightly  dilated. 
The  mucosa  of  the  ureteral  polyp  showed  marked 
hyperplasia.  The  kidney  was  essentially  normal 
except  for  the  benign  cyst  and  the  slight  hydro- 
nephrosis caused  by  the  ureteral  polyp.  The  pa- 
tient was  well  until  November,  1964,  when  he 
suffered  a heart  attack  and  died.  On  autopsy, 
a diagnosis  of  myocardial  infarction  was  confirmed. 
No  disease  was  found  in  the  urinary  system. 

Case  4.  A thirty-three-year-old  white  man 
had  pain  in  the  right  lumbar  and  inguinal  areas  in 
1949  and  in  1952.  In  December,  1964,  discomfort 
in  the  right  lower  quadrant  was  resolved  after  he 
passed  a small  “bit  of  tissue”  in  his  urine.  The 
material  was  recovered  and  examined,  but  a patho- 
logic diagnosis  was  not  made.  In  December,  1964, 
urinalysis  showed  many  white  and  red  blood  cells. 
Intravenous  pyelogram  demonstrated  a filling  de- 
fect in  the  right  ureter  at  the  level  of  the  third  lum- 
bar vertebra.  Repeated  cytologic  tests  of  the  urine 
did  not  show  any  abnormality.  He  remained  es- 
sentially asymptomatic  until  August,  1966,  when 
he  noted  dysuria  and  pain  in  the  right  lower  quad- 
rant. Repeated  intravenous  pyelogram  studies  in 
October,  1966,  showed  a polypoid  filling  defect  in 
the  lower  third  of  the  right  ureter. 

On  November  1,  1966,  a right  occlusive  uretero- 
pyelogram  was  performed,  and  the  lower  portion  of 
the  right  ureter  was  explored  (Fig.  3A).  A 
pedunculated  polypoid  tumor,  3 by  1 by  1 cm.,  was 
excised  from  the  right  ureter,  slightly  above  the 
level  of  bifurcation  of  the  right  common  iliac  arte- 
ry. The  surface  of  the  polyp  was  smooth  and 
edematous:  there  were  small  areas  of  hemorrhage 
noted  on  cut  section.  The  base  of  the  polyp  was 
thin,  measuring  0.2  cm.  in  diameter.  Histologic 
examination  disclosed  a polyp  lined  by  transitional 
epithelium  (Fig.  3B). 

The  patient  is  without  evidence  of  disease  three 
years  after  surgical  intervention.  Repeated  intra- 
venous pyelograms  and  urinalyses  did  not  show  any 
abnormalities. 


Comment 

Pollack  in  1935‘  stated  that  the  formation  of 
ureteral  polyps  might  be  caused  by  a response  of 
normal  ureteral  mucosa  to  specific  allergens.  Vest 
in  1945-  reported  that  benign  ureteral  polyps  were 
“stromal  tumors”  which  were  made  up  mostly  of 
stroma  with  benign  epithelium.  The  epithelial 
linings  of  the  polyps  in  our  patients  were  com- 
po.sed  of  single  or  multiple  linings  of  transitional 
epithelium.  In  all  4 cases  the  stroma  of  the  polyps 
contained  smooth  muscle  fibers,  a small  amount  of 
fibrous  tissue,  and  numerous  small  blood  vessels. 

Herbut  in  1952'  stated  that  the  most  common 
benign  ureteral  tumor  was  the  polyp.  In  1956, 
Abeshouse^  reported  only  1 case  of  benign  ureteral 
polyp  in  more  than  10,000  patients  with  urologic 
conditions  admitted  to  Sinai  Hospital,  Baltimore, 
Maryland.  At  that  time  he  stated  that  28  per  cent 
of  all  cases  of  benign  ureteral  tumors  reported  in 
the  literature  were  polyps.  In  1958,  Compere  and 
his  associates-^  found  18  cases  of  benign  ureteral 
polyps  reported  in  the  literature  and  added  3 of 
their  own.  Since  that  case  in  1958,  16  additional 
cases  have  been  reported  in  the  literature.  In  a 
recent  report,  Crum  et  al.^  discussed  4 cases. 
Most  recently,  Sommerhaug  and  Mason”  described 
benign  ureteral  polyposis  in  a twenty-year-old  man 
who  had  Peutz-Jeghers  syndrome. 

According  to  Collier,''  ureteral  polyps  often  oc- 
cur in  young  adults  between  the  ages  of  twenty  and 
forty  years.  They  may  cause  intermittent  uretero- 
renal  pain  for  years  without  bleeding  and  have  a 
predilection  for  the  upper  third  of  the  ureter. 
Grossly,  they  are  often  grey,  solid-appearing, 
smooth-surfaced,  and  attached  to  the  wall  of  the 
ureter  by  a long,  narrow  pedicle.  Some  of  our  ob- 
servations, however,  based  on  our  4 cases,  varied 
with  these  characteristics  (Table  I). 

Signs  and  symptoms  caused  by  these  lesions  are 
nonspecific.  While  the  roentgenographic  examina- 
tion may  not  aid  diagnosis,  it  may  indeed  suggest 
the  presence  of  a polyp.  On  a urogram,  the  typical 
appearance  of  a ureteral  polyp  is  a filling  defect 
with  a smooth  surface.  A ureteral  lesion  appearing 
with  an  elongated  base  would  more  likely  be  a 
polyp  than  papilloma  or  carcinoma. 

Treatment  should  be  surgical  removal  of  the  le- 
sion. At  the  time  of  surgical  intervention,  a fro- 
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zen-section  biopsy  of  the  excised  lesion  should 
be  done.  If  the  lesion  is  papilloma  or  carcinoma, 
nephro-ureterectomy  should  be  performed.  If  the 
lesion  is  a benign  polyp,  local  excision  is  sufficient. 
Nephro-ureterectomy  is  indicated,  however,  if  one 
of  the  following  conditions  exists: 

1.  The  kidney  is  severely  damaged  by  the  ob- 
structing polyp. 

2.  Multiple  polyps  in  the  upper  tract  prevent 
conservation  of  renal  substance. 

3.  The  diagnosis  is  in  doubt,  and  the  opposite 
urinary  tract  is  normal. 

4.  Cytologic  studies  of  urinary  sediment  reveal 
malignant  tumor  cells. 

Summary 

Four  cases  of  benign  ureteral  polyps,  diagnosed 
at  the  Memorial  Hospital  for  Cancer  and  Allied 
Diseases  and  James  Ewing  Hospital,  are  reviewed. 


The  clinical  and  pathologic  aspects  of  this  rare 
lesion  are  discussed.  The  indications  for  nephro- 
ureterectomy  and  for  local  excision  are  presented. 

4 Park  Avenue 
New  York,  New  York  10016 
(DR.  VASTOLA) 
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PULMONARY 

HYPERSENSITIVITY 

REACTION 


During  blood  transfusion 


ARTHUR  T.  PEARLSTEIN.  M.D. 

Elmhurst.  New  York 

From  the  Department  of  Medicine,  The  Catholic 
Medical  Center  of  Brooklyn  and  Queens.  Inc.. 

St  John's  Queens  Hospital  Division 


A review  of  the  literature  reveals  only  an  occa- 
sional clinical  description  of  the  phenomenon  of 
pulmonary  edema  resulting  from  hypersensitivity 
reaction  during  blood  transfusion.'  These  cases 
are  usually  discovered  retrospectively  after  evalua- 
tion of  x-ray  films  of  the  chest.-  While  pulmonary 
edema  as  a consequence  of  circulatory  overload  is 
well  recognized,  acute  pulmonary  edema  as  a com- 
plication of  transfusion  reaction  may  be  difficult  to 
diagnose.^  This  case  report  is  to  present  our  ob- 
servations and  treatment  of  this  entity,  as  well  as 
to  alert  physicians  to  a unique  syndrome. 

Case  report 

A thirty-four-year-old  white  woman,  gravida  3, 
para  2,  was  admitted  to  the  obstetric  service  at  full- 
term.  The  patient  had  no  prenatal  care  before  ad- 
mission to  the  hospital.  Prior  obstetric  history  re- 
vealed she  was  delivered  of  a 7-pound  girl  by  for- 
ceps and  an  8-pound  boy  by  cesarean  section. 
There  were  no  postoperative  complications  nor 
any  history  of  previous  blood  transfusions  or  al- 
lergies. 

Physical  examination  showed  the  fetus  to  be  in 
a transverse  position.  The  patient  was  subse- 
quently scheduled  for  cesarean  section.  Labora- 
tory studies  revealed  her  hemoglobin  was  8.8  Gm. 
per  100  ml.  and  hematocrit  27  G.  Blood  smear 
test  results  showed  erythrocytes  were  hypochromic. 
The  anemia  was  due  to  nutritional  deficiency, 
based  on  the  patient’s  failure  to  take  iron  supple- 
ments and  a generally  poor  diet.  Because  of  a 
routine  policy  to  give  transfusions  to  patients  to 


FIGURE  1.  Roentgenograms  of  chest  showing  (A) 
extensive  bilateral  pulmonary  edema  during  hypersensi- 
tivity reaction,  (B)  considerable  clearing  of  edema  ap- 
proximately twelve  hours  later,  and  (C)  total  clearing 
twenty-four  hours  later. 

the  level  of  10  Gm.  per  100  ml.  of  hemoglobin  be- 
fore a surgical  procedure  to  reduce  the  degree  of 
surgical  or  anesthetic  complications,  her  blood  was 
typed  and  cross  matched  for  2 units  of  whole  blood. 
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Approximately  350  cc.  of  blood  had  been  admin- 
istered slowly,  when  the  patient  started  to  experi- 
ence a choking  sensation  in  her  throat  which  she 
tried  to  alleviate  with  a forceful  cough.  However, 
the  coughing  soon  became  more  persistent  with  the 
patient  still  unable  to  clear  her  throat.  The  symp- 
toms grew  progressively  worse,  and  after  thirty 
minutes  she  was  observed  to  be  in  acute  respira- 
tory distress.  Nasal  oxygen  and  0.8  mg.  of  lana- 
toside  C (Cedilanid)  were  given  intravenously,  but 
her  condition  continued  to  deterioriate.  An  emer- 
gency medical  consultation  was  requested. 

Physical  examination,  at  this  time,  disclosed  a 
gravely  ill,  cyanotic  woman  with  blood  pressure 
80/60  mm.  Hg,  thready  pulse  rate  at  160  beats  per 
minute,  and  respiration  rate  48  per  minute. 
Moist  and  coarse  rhonchi  were  present  throughout 
the  lung  fields  (Fig  lA).  Heart  tones  were  difficult 
to  evaluate.  An  electrocardiogram  showed  a ven- 
tricular rate  of  160  beats  per  minute.  The  PR 
interval  was  0.12  and  the  QRS  complex  was  0.06 
seconds.  Peaked  P waves  were  particularly  no- 
table in  lead  II.  There  was  S-T  depression  in  lead  I 
and  V,5  and  Ve. 

The  consultant’s  initial  impression  was  that  the 
patient  was  experiencing  a severe  hypersensitivity 
reaction.  Treatment  was  immediately  instituted 
to  combat  this  life-threatening  situation.  The 
transfusion  was  quickly  discontinued,  and  the  in- 
travenous tubing  rapidly  changed.  A bolus  of  150 
mg.  of  hydrocortisone  sodium  succinate  (Solu- 
Cortef)  was  then  given  intravenously.  This  was 
followed  by  epinephrine  (1:1,000)  in  multiple  doses 
of  0.1  ml.  given  intravenously.  As  soon  as  the 
epinephrine  was  administered,  there  was  clinical 
improvement  in  the  respirations  with  less  dyspnea 
present  and  a freer  movement  of  air  on  ausculta- 
tion. A total  of  0.7  ml.  of  epinephrine  was  given, 
over  approximately  a twenty-minute  period.  The 
patient’s  respirations,  blood  pressure,  and  nail 
beds  showed  marked  improvement.  A Mark  7 
Bird  respirator  was  then  employed  to  maintain 
a clear  airway. 

Concomitantly,  an  intravenous  drip  of  300  mg. 
of  hydrocortisone  sodium  succinate  in  1,000  cc.  of 
5 per  cent  dextrose  in  water  was  administered. 
There  was  steady  improvement  so  that  a few  hours 
later  auscultation  of  the  lungs  revealed  only  oc- 
casional moist  rales  to  be  present  (Fig.  IB). 
Twenty-four  hours  later  the  lungs  were  clear  to  per- 
cussion and  auscultation  (Fig.  1C).  A sinus  tachy- 
cardia rate,  from  110  to  120,  persisted  for  the  next 
thirty-six  hours.  The  white  blood  cell  count  varied 
from  11,500  to  18,000  per  cubic  millimeter  with  a 
shift  to  polymorphonuclear  cells  for  the  next  four 
days  before  returning  to  normal  levels.  No  eosino- 
philia  was  recorded.  Repeat  laboratory  studies  on 
the  blood  of  both  donor  and  host  confirmed  correct 
blood  groupings,  Rh  factor,  and  compatibility. 
Subsequent  detailed  leukoagglutinin  studies  per- 


formed on  the  patient’s  serum  were  nonconclusive. 
During  the  entire  hospital  period  no  fever  or  chills 
developed. 

Seventy-two  hours  later,  the  patient  went  into 
normal  spontaneous  labor,  and  was  delivered  by 
cesarean  section  of  a well-formed  male  infant  with 
Apgar  rating  of  10.  Because  of  blood  loss  caused 
by  the  obstetric  procedure,  the  patient  received  2 
units  of  packed  cells  with  no  complications.  Five 
days  later,  the  patient  and  her  baby  were  in  excel- 
lent health  and  were  discharged. 

Comment 

Although  the  most  common  cause  of  acute  pul- 
monary edema  is  cardiac  failure  per  se,  there  does 
exist  a noncardiac  form  of  pulmonary  edema  which 
has  been  documented  in  several  conditions,  includ- 
ing the  ingestion  of  nitrofurantoin,  uremia,  heroin 
poisoning,  central  nervous  system  disorders,  and 
blood  transfusions. While  the  cardiopulmonary 
or  physical  signs  can  be  subtle  after  a hypersensi- 
tivity reaction  from  a blood  transfusion,  the  promi- 
nent clinical  findings  noted  by  Ward,  Lipscomb, 
and  Cawley^  include  the  acute  appearance  of  fever 
and  nonproductive  cough.  Rigler  and  Surprenant^ 
state  that  when  a roentgenogram  of  the  chest  has 
been  obtained,  the  physician  generally  has  ordered 
it  in  an  effort  to  explain  persisting  fever  and  not 
because  he  suspects  pulmonary  edema. 

The  acute  pulmonary  manifestations  described 
represent  the  aftermath  of  severe  hypersensitivity 
reaction  in  which  significant  changes  in  the  chest 
were  documented  on  the  roentgenogram.  More- 
over, the  question  of  whether  or  not  a circulatory 
overload  was  induced  by  administration  of  whole 
blood  seems  rather  remote  judging  from  the  medi- 
cal history,  the  patient’s  clinical  course,  the  mea- 
sures employed,  and  the  response  to  therapy.  One 
may  postulate,  based  on  our  inability  to  show  any 
significant  rise  in  the  levels  of  leukoagglutinin  titer, 
that  the  offending  substance  is  most  likely  to  be 
some  factor  circulating  in  the  plasma.  Although 
fever  has  been  reported  to  be  present  in  this  condi- 
tion, our  patient  was  afebrile  throughout  her  entire 
hospital  course.^  A postreactive  eosinophilia  was 
not  experienced.  Since  the  disorder  may  show  a 
marked  degree  of  variation  in  signs  and  symptoms, 
depending  on  the  severity  of  the  allergic  reaction, 
the  diagnosis  rests  on  critical  evaluation  of  clini- 
cal and  laboratory  findings. 

In  view  of  the  serious  complications  that  may  en- 
sue in  a reaction  to  transfusion,  there  should  al- 
ways be  a valid  medical  or  surgical  reason  for  the 
use  of  blood.'"  " 

Summary 

Acute  pulmonary  edema  in  a thirty-four-year- 
old  woman  resulting  from  a hypersensitivity  reac- 
tion to  a blood  transfusion  is  described.  The  con- 
dition may  show  a marked  degree  of  variation  in 
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sifjns  and  symptoms  depending  on  the  severity  of 
the  allergic  reaction  and  is  to  be  differentiated  from 
pulmonary  edema  due  to  heart  disease.  The  suc- 
cessful treatment  of  the  condition  is  presented. 

90-02  Queens  Boulevard 
Klmhurst,  New  York  1137.3 
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CHANGES  IN  STATE 
SOCIETY’S 
PROFESSIONAL 
LIABILITY  INSURANCE 
PROGRAM 

Effective  July  1,  1971 


ARTHUR  J.  MANNIX.  Jr.,  M.D. 

New  Rochelle,  New  York 

Chairman,  Professional  Medical  Liability 
and  Defense  Board 


At  the  last  House  of  Delegates  meeting,  the  an- 
nual report  of  the  Professional  Medical  Liability 
Insurance  and  Defense  Board  was  accepted.  This 
report  pointed  out  that  the  date  for  new  rates 
would  be  moved  up  from  the  customary  Septem- 
ber 1 to  July  1.  Rates  are  based  on  statistics  com- 
piled as  of  the  end  of  the  calendar  year,  and  it 
seems  only  reasonable  that  new  rates  should  go  in- 
to effect  as  soon  as  possible. 

Increase  in  premium 

Once  again,  our  independent  actuary  has  re- 
viewed the  statistics  and  confirms  the  fact  that 
another  increase  in  premium  is  required.  The 
overall  indication  is  for  one  of  45  per  cent.  The 
actual  mechanics  of  the  rate  increase  have  been 
given  careful  study.  Relative  differences  between 
territories  and  specialties  have  once  again  been 
reviewed,  and  adjustments  are  being  made.  The 
breakdown  of  these  adjustments  are  shown  in 
Table  1. 

One  of  the  more  significant  changes  is  the  mov- 
ing of  the  specialty  of  anesthesiology  from  pre- 
mium class  1 to  premium  class  IB.  Last  year  we 
found  it  necessary  to  move  the  specialty  of  pedi- 
atrics from  class  5 to  class  4,  and  the  figures  at  the 
end  of  1970  show  that  this  change  was  more  than 
justified.  This  year  it  is  clear  that  the  specialty 

Rei)orl  of  the  Professional  Medical  Liability  Insurance  and 
Defense  Board,  presented  to  the  ('ouncil  of  the  Medical  So- 
ciety of  the  State  of  New  York,  May  27,  1971. 


of  anesthesiology  should  be  changed,  and  while 
there  will  be  some  variance  depending  on  territory, 
the  average  increase  will  be  72  rather  than  45  per 
cent. 

The  loss  experience  of  Ulster  County  has  im- 
proved enough  to  shift  it  from  the  Suburban  II  to 
Suburban  I territory.  On  the  average,  Ulster 
County  physicians’  rate  will  be  increased  less  than 
the  overall  45  per  cent. 

The  Board  and  the  insurance  company  are  well 
aware  that  some  changes  in  the  program  will  have 
to  be  made  since  we  cannot  continue  to  have  rate 
increases  in  this  proportion  each  year.  We  can 
well  imagine  that  when  individual  physicians 
receive  word  of  this  increase  each  will  immediately 
come  forth  with  his  own  favorite  recommendation. 
Abolish  contingent  fee!  Compulsory  arbitration! 
Limits  on  recovery!  Make  the  patient  take  out  his 
own  insurance!  No-fault  insurance!  All  of  these 
have  been  considered  by  the  Board,  but  the  fact 
remains  that  there  is  no  simple  solution  to  the 
malpractice  problem  in  the  State  of  New  York. 

Problems 

Actually,  we  commend  the  Council  Committee 
on  Legislation  for  their  efforts  to  obtain  legis- 
lation which  will  be  of  assistance  to  the  overall 
malpractice  problem.  For  the  first  time  in  several 
years,  specific  bills  have  been  presented  aimed  di- 
rectly at  this  crisis.  We  urge  continuation  of  this 
program  and  even  greater  effort  for  assistance 
through  the  Legislature. 

On  three  separate  occasions — at  the  House  of 
Delegates  meeting  in  1970,  at  a medical-legal 
symposium  held  in  New  York  City  on  December 
5,  1970,  and  again  at  the  1971  House  of  Delegates 
meeting — Mr.  Dunbar  Uhthoff,  actuary  for  Em- 
ployers Insurance  of  Wausau,  pointed  out  that  the 
largest  problem  in  dealing  with  malpractice  mat- 
ters is  the  long  delay  between  the  time  of  alleged 
occurrence  and  the  time  the  claim  or  suit  finally 
reaches  a conclusion.  Many  reasons  for  this  are 
beyond  our  control,  but  to  the  extent  possible,  we 
urge  our  insurance  carrier  and  our  defense  attor- 
neys, through  their  own  efforts,  to  accomplish  what 
Mr.  Uhthoff  has  been  preaching  for  years,  namely, 
greater  speed  in  processing  claims  and  suits. 

With  all  this  “blaming  of  others,”  let  us  hope 
we  can  recognize  our  own  faults. 

1.  The  lack  of  interest  shown  at  area  con- 
ferences on  the  general  subject  of  malpractice 
prevention  was  most  disappointing. 

2.  The  willingness  of  many  of  our  colleagues 
to  come  forth  and  testify  for  the  plaintiff  in 
many  borderline  cases  (where  alternative  medi- 
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TABLE  I.  Breakdown  of  adjustments  showing  rate  differences  between  territories  and  specialties 


•Class  (Per  Cent)- 


Territory 

lA 

IH 

1 

2 

3 

4 

5 

6 

Metropolitan 

-1  60 

+ 52 

+ 45 

+ 45 

+ 38 

+ 45 

+ 45 

0 

Suburban  I 

-1-67 

+ 60 

+ 52 

+ 52 

+ 45 

+ 52 

+ 52 

+ 5 

Suburban  II 

-t-60 

+ 52 

+ 45 

+ 45 

+ 38 

+ 45 

+ 45 

0 

llpstate 

-f-60 

+ 52 

1 45 

+ 45 

+ 38 

+ 45 

+ 45 

0 

cal  or  surjjical  approaches  are  sound)  continues 
to  astound  members  of  the  Board.  On  the  other 
hand,  the  unwillingness  of  members  to  come 
forth  and  testify  on  behalf  of  their  colleagues  is 
equally  difficult  to  understand. 

The  future 

While  it  is  true  that  lack  of  interest  and  unwil- 
lingness to  help  is  most  disapjpointing,  there  are 
bright  spots  in  the  future.  Some  of  our  physicians 
are  quite  willing  to  assist  their  colleagues.  We 
would  like  to  quote  from  a letter  from  one  member 
of  the  Society  who  wishes  to  remain  anonymous. 
After  testifying  on  behalf  of  one  of  his  colleagues, 
he  wrote  the  following  letter  to  our  defense  attor- 
neys: 

I am  not  sending  a bill  for  my  services  as  an  expert 
witness  in  the  above-named  case. 

It  is  my  belief  that  physicians  testifying  as  expert 
witnesses  in  their  community  should  do  so  for  the  sake 
of  justice;  the  fees  charged  by  some  expert  witnesses 
have  been  exorbitant  and  merely  drive  up  even  more 
our  malpractice  premium.  I have  been  concerned  for 
many  years  about  the  problem  of  the  increasing  num- 
ber of  professional  liability  cases. 

So,  while  the  immediate  future  may  look  bleak 
(particularly  for  those  physicians  whose  renewals 
will  be  coming  up  in  July  and  August),  there  is  a 
ray  of  hope.  Our  past  rate  increases  have  brought 
about  additional  interest  in  malpractice  preven- 
tion; this  new  increase  should  result  in  even 
greater  attention  to  this  phase  of  our  professional 
lives. 


In  spite  of  all  the  brickbats  that  will  probably 
be  thrown  at  them  simply  because  another  rate 
increase  is  indicated,  we  wish  to  thank  the  fol- 
lowing: 

1.  Employers  Insurance  of  Wausau,  for  contin- 
uing to  stand  by  the  program  of  the  Medical  Soci- 
ety of  the  State  of  New  York:  what  other  company 
would  be  willing  to  continue  to  write  this  risk  and 
reduce  their  expense  ratio  to  a new  low  of  15.5  per 
cent  while  the  normal  ratio  for  casualty  insurance 
is  about  30  to  35  per  cent? 

2.  The  firm  of  Martin,  Clearwater  & Bell:  When 
cases  are  taken  to  trial,  we  can  all  be  assured  that 
we  have  the  best  defense  attorneys  in  the  entire 
State  working  in  our  behalf.  We  urge  them  on  and 
hope  that  the  physicians  in  the  Society  will  assist 
in  giving  them  even  greater  support  in  the  court- 
room. 

3.  The  office  of  the  Indemnity  Representative 
for  helping  us  hold  this  program  together  and 
specifically  for  again  mailing  a revised  edition  of 
“Your  Guide  for  Malpractice  Protection”  to  all 
insured  members  in  the  program. 

While  we  are  disappointed  that  an  increase  of 
this  magnitude  is  necessary  at  this  time,  we  do 
see  some  signs  of  improvement  for  the  future. 
We  must  recommend  acceptance  of  the  report  of 
our  own  independent  actuary,  Mr.  James  Durkin, 
of  Peat,  Marwick  & Mitchell,  which,  in  turn,  ap- 
proves this  latest  increase  to  become  effective 
July  1, 1971. 
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George  A.  Becker,  M.D.,  of  West  Falls,  died  on  August 
21  at  the  age  of  eighty-nine.  Dr.  Becker  graduated  in 
1905  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  a member  of  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Alice  Ida  Bernheim,  M.D.,  of  New  York  City,  died  on 
September  12  at  the  age  of  sixty-five.  Dr.  Bernheim 
graduated  in  1931  from  Columbia  University  College  of 
Physicians  and  Surgeons.  She  was  an  associate  attend- 
ing research  pathologist  at  The  Mount  Sinai  Hospital. 
Dr.  Bernheim  was  a Diplomate  of  the  American  Board  of 
Pathology  (Pathologic  Anatomy)  and  a member  of  the 
American  Association  of  Pathologists  and  Bacteriolo- 
gists, the  New  York  Pathological  Society,  the  New  York 
County  Medical  Society, . the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Emanuel  Blumenfeld,  M.D.,  of  The  Bronx  and  New 
Rochelle,  died  on  September  24  at  the  age  of  fifty- 
nine.  Dr.  Blumenfeld  graduated  in  1937  from  New  York 
University  School  of  Medicine.  He  was  an  attending 
orthopedist  at  Morrisania  Hospital,  the  Home  and  Hos- 
pital of  the  Daughters  of  Jacob,  and  Jewish  Home  and 
Hospital  for  the  Aged,  an  assistant  attending  orthopedic 
surgeon  at  Bellevue  Hospital,  and  an  associate  attending 
orthopedist  at  Bronx-Lebanon  Hospital  Center  and 
Montefiore  Hospital  and  Medical  Center.  Dr.  Blumen- 
feld was  a Diplomate  of  the  American  Board  of  Ortho- 
pedic Surgery,  a Fellow  of  the  American  College  of  Sur- 
geons, and  a member  of  the  American  Academy  of 
Orthopaedic  Surgeons,  the  New  York  Academy  of  Med- 
icine, the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

J.  Eugene  Chalfin,  M.D.,  of  Brooklyn,  died  on  August 
21  at  the  age  of  sixty-three.  Dr.  Chalfin  graduated  in 
1935  from  Eclectic  Medical  Institute  of  Cincinnati.  He 
was  an  attending  ophthalmologist  at  Brooklyn-Cumber- 
land  Medical  Center,  an  assistant  attending  ophthalmo- 
logic surgeon  at  Brooklyn  Eye  and  Ear  Hospital  and 
Prospect  Heights  Hospital  Pavilion,  and  an  associate  at- 
tending ophthalmologic  surgeon  at  Kingsbrook  Jewish 
Medical  Center,  Metropolitan  Jewish  Geriatric  Center, 
and  Kings  County  Hospital  Center.  Dr.  Chalfin  was  a 
Diplomate  of  the  American  Board  of  Ophthalmology,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a mem- 
ber of  the  American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  New  York  Society  for  Clinical  Oph- 
thalmology, the  New  York  Ophthalmology  Society,  the 
Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Robert  II.  F.  Dinegar,  M.D.,  of  White  Plains,  died  on 
September  13  at  the  age  of  seventy-six.  Dr.  Dinegar 


graduated  in  1919  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a Diplomate  of  the 
American  Board  of  Preventive  Medicine,  Inc.  (Occupa- 
tional Medicine)  and  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

John  Barkley  Graham,  M.D.,  of  Buffalo,  died  on  Sep- 
tember 11  at  the  age  of  fifty-six.  Dr.  Graham  graduated 
in  1940  from  Harvard  University  Medical  School.  He 
was  an  honorary  gynecologist  at  Millard  Fillmore  Hos- 
pital. Dr.  Graham  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Frederic  Edward  Grossman,  M.D.,  of  Hollywood, 
Florida,  formerly  of  Brooklyn,  died  on  May  15  at  the  age 
of  sixty-four.  Dr.  Grossman  received  his  medical  degree 
from  the  University  of  Vienna  in  1936.  He  was  a Fellow 
of  the  American  College  of  Anesthesiologists  and  a mem- 
ber of  the  American  Society  of  Anesthesiologists,  Inc., 
the  New  York  State  Society  of  Anesthesiologists,  the 
Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Hanford  Kendall  Hardy,  M.D.,  of  Rushford,  died  on 
May  23  at  the  age  of  eighty.  Dr.  Hardy  graduated  in 
1916  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  a member  of  the  American  Society  of  Anesthe- 
siologists, Inc.,  the  Allegany  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Carl  Francis  Claron  Hugger,  M.D.,  of  New  York  City, 
died  on  April  8 at  the  age  of  eighty.  Dr.  Hugger  gradu- 
ated in  1916  from  Ohio  State  University  College  of  Medi- 
cine. He  was  a member  of  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Joseph  J.  Jacobson,  M.D.,  of  Kingston,  died  on  August 
11  at  the  age  of  seventy-two.  Dr.  Jacobson  graduated  in 
1923  from  Jefferson  Medical  College  of  Philadelphia.  He 
was  a consulting  thoracic  surgeon  at  Kingston  Hospital 
and  a consulting  surgeon  at  Ellenville  Community  Hos- 
pital. Dr.  Jacobson  was  a Fellow  of  the  American  Col- 
lege of  Surgeons,  a Fellow  of  the  American  College  of 
Chest  Physicians,  and  a member  of  the  Ulster  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Sophia  J.  Kleegman,  M.D.,  of  New  York  City,  died  on 
September  26  at  the  age  of  seventy.  Dr.  Kleegman 
graduated  in  1924  from  University  and  Bellevue  Hospital 
Medical  College.  She  was  an  attending  obstetrician  and 


2688  New  York  State  Journal  of  Medicine  / November  1 5,  1971 


gynecologist  at  Bellevue  Hospital  and  an  associate  at- 
tending obstetrician  and  gv’necologist  at  University  Hos- 
pital as  well  as  a clinical  professor  of  obstetrics  and  gy- 
necology at  New  York  University  School  of  Medicine. 
For  many  years  she  directed  the  Infertility  Clinic  at 
Bellevue  Hospital.  In  19(5o  she  was  the  first  woman  to  be 
elected  president  of  the  New  York  University  Medical 
Alumni  Association.  Dr.  Kleegman  was  a Diplomate  of 
the  American  Board  of  Obstetrics  and  (lynecology,  a 
Fellow  of  the  American  College  of  Surgeons,  a Fellow  of 
the  International  College  of  Surgeons,  and  a member  of 
the  American  Fertility  Society,  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Harry  Lehman,  M.D.,  of  Brooklyn,  died  on  October  4 
at  the  age  of  sixty-two.  Dr.  Lehman  received  his  medi- 
cal degree  from  the  University  of  (leneva  in  1933.  He 
was  a member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Sidney  Gerald  Mohler,  M.I).,  of  Ravena,  died  on  June 
2.  Dr.  Mohler  graduated  in  1935  from  the  l^niversity  of 
London  Faculty  of  Medicine  (St.  Mary’s  Hospital  Medi- 
cal School). 

Robert  Allan  Moore,  M.I).,  of  Brooklyn,  died  on  Sep- 
tember 24  at  the  age  of  seventy.  Dr.  Moore  graduated  in 
1928  from  Ohio  State  University  College  of  Medicine. 
Retired  president  of  the  Downstate  Medical  Center  and 
dean  of  the  medical  school,  during  World  War  II  he  had 
ser\ed  as  civilian  adviser  to  the  Secretary  of  War  on 
epidemic  diseases  and  as  special  consultant  to  the  sur- 
geon general  of  the  L^nited  States  Public  Health  Service. 
Dr.  Moore  was  a Diplomate  of  the  American  Board  of 
Pathology  (Pathologic  Anatomy),  a Fellow  of  the  .■Ameri- 
can College  of  Pathologists,  and  a member  of  the  Ameri- 
can Association  of  Pathologists  and  Bacteriologists,  the 
American  Society  for  Experimental  Pathology,  the 
American  Association  for  Cancer  Research,  the  Interna- 
tional Academy  of  Pathology,  the  American  Society  of 
Clinical  Pathologists,  the  New  York  State  Society  of 
Pathologists,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Ernst  F,  Muller,  M.D.,  of  New  York  City,  died  on  Sep- 
tember 11  at  the  age  of  seventy-nine.  Dr.  Muller  re- 
ceived his  medical  degree  from  the  University  of  Kiel  in 
1914.  He  was  a Diplomate  of  the  American  Board  of 
Internal  Medicine  and  a member  of  the  New  York  Acad- 
emy of  Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Henry  B.  Nachtigall,  M.D.,  of  New  York  City,  died  on 
September  6 at  the  age  of  fifty-nine.  Dr.  Nachtigall 
graduated  in  1938  from  the  University  of  Minnesota 
School  of  Medicine.  He  was  an  attending  physician  in 
allergy  at  New  York  Eye  and  Ear  Infirmary,  an  assistant 
attending  physician  in  industrial  medicine  at  University 
Hospital,  and  an  attending  physician  at  St.  Clare’s  Hos- 
pital. Dr.  Nachtigall  was  a Fellow  of  the  American  Col- 
lege of  Physicians,  a Fellow  of  the  American  College  of 


Preventive  Medicine,  and  a member  of  the  American 
Academy  of  Compensation  Medicine,  Inc.,  the  Ameri- 
can Academy  of  Allergy,  the  New  York  Academy  of  Med- 
icine, the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Samuel  Robert  Narins,  M.I).,  of  Buffalo,  died  on  Sep- 
tember 7 at  the  age  of  sixty-five.  Dr.  Narins  graduated 
in  1933  from  Louisiana  State  University  School  of  Med- 
icine. He  was  an  associate  attending  dermatologist  at 
Millard  Fillmore  Hospital  and  a consulting  dermatol- 
ogist at  Lafayette  General  Hospital.  Dr.  Narins  was  a 
member  of  the  American  Academy  of  Dermatology,  the 
American  Geriatrics  Society,  the  Buffalo  Academy  of 
Medicine,  the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Rudolf  Neumann,  .M.I).,  of  Kew  Gardens,  died  on  Sep- 
tember 20  at  the  age  of  eighty-five.  Dr.  Neumann  re- 
ceived his  medical  degree  from  the  University  of  Berlin 
in  1910.  He  was  a member  of  the  New  York  Cardiologi- 
cal Society,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Bernard  Stephen  Putney,  M.I).,  of  Geneva,  died  on 
September  3 at  the  age  of  sixty-seven.  Dr.  Putney  grad- 
uated in  1929  from  the  University  of  McGill  Faculty  of 
Medicine.  He  was  a consulting  physician  at  Willard 
State  Hospital  and  Sampson  Division  and  Taylor-Brown 
Memorial  Hospital  (Waterloo)  and  an  attending  oto- 
rhinolaryngologist  at  Geneva  General  Hospital.  Dr. 
Putney  was  a Diplomate  of  the  American  Board  of  Oto- 
laryngology and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  Geneva  Acad- 
emy of  Medicine,  the  Ontario  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Loudon  Corsan  Reid,  M.D.,  of  Bronxville,  died  on  Oc- 
tober 1 at  the  age  of  seventy-seven.  Dr.  Reid  graduated 
in  1916  from  the  University  of  McGill  Faculty  of  Medi- 
cine. In  1963  he  retired  as  the  Rush  H.  Kress  Professor 
of  Research  Surgery  at  New  York  University  Post-Grad- 
uate Medical  School. 

Albert  Abraham  Rubin,  M.D.,  of  Syracuse,  died  on 
August  19  at  the  age  of  sixty-six.  Dr.  Rubin  graduated 
in  1928  from  Syracuse  University  College  of  Medicine. 
He  was  an  attending  physician  in  general  practice  at 
Crouse-Irving  Hospital.  Dr.  Rubin  was  a member  of  the 
Onondaga  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Gerald  S.  Tannenbaum,  M.D.,  of  New  York  City,  died 
on  September  25  at  the  age  of  forty-four.  Dr.  Tannen- 
baum graduated  in  1954  from  Jefferson  Medical  College 
of  Philadelphia.  He  was  an  associate  attending  psychia- 
trist at  Flower  and  Fifth  Avenue  and  Metropolitan  Hos- 
pitals. Dr.  Tannenbaum  was  a Diplomate  of  the  Ameri- 
can Board  of  Psychiatry  and  Neurology  (Psychiatry)  and 
a member  of  the  American  Psychiatric  Association,  the 
Academy  of  Psychoanalysis,  the  New  York  County  Med- 


November  1 5,  1 971  New  York  State  Journal  of  Medicine  2689 


ical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Lawrence  H.  Thorne,  M.D.,  of  Brooklyn,  died  on  Sep- 
tember 15.  Dr.  Thorne  graduated  in  1920  from  McGill 
University  Faculty  of  Medicine. 

Kurt  Walder,  M.D.,  of  Elmhurst,  died  on  September  25 
at  the  age  of  fifty-nine.  Dr.  Walder  received  his  medical 


degree  from  the  University  of  Lausanne  in  1939.  He  was 
an  associate  attending  orthopedic  surgeon  at  the  Hos- 
pital for  Joint  Diseases.  Dr.  Walder  was  a Diplomats  of 
the  American  Board  of  Orthopedic  Surgery,  a Fellow  of 
the  International  College  of  Surgeons,  and  a member  of 
the  American  Academy  of  Orthopaedic  Surgeons,  the 
New  York  Academy  of  Medicine,  the  Medical  Society 
of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 


Letters  to  the  Editor 


Testosterone  and  nephrosis  due  to  mercury 


7o  the  Editor:  The  report  often  quoted  in  textbooks 

that  testosterone  pre-dosage  will  prevent  the  occurrence 
of  experimental  mercurial  nephrosis  naturally  raises  the 
question  of  whether  or  not  it  can  be  used  therapeu- 
tically. The  following  experiment  was  designed  to  test 
this  possibility,  while  defining  the  limits  of  the  prior  re- 
port. 

Method 

A group  of  11  albino  male  mice  were  injected  gluteally 
with  testosterone  propionate,  and  3 groups  were  used  as 
controls.  The  pre-injected  group  and  2 control  groups 
were  subsequently  challenged  with  a small  dose  of  mer- 
cury bichloride.  One  of  the  groups  was  given  testoster- 
one propionate  therapeutically  in  a single  dosage.  A 
second  injection  with  a larger  amount  of  mercury  bi- 
chloride was  administered  to  surviving  members.  Au- 
topsies were  done  on  all  animals,  and  they  also  were 
checked  microscopically  for  nephrosis  due  to  mercury  or 
other  disease. 

Results 

Croup  members  treated  with  testosterone  propionate 
appeared  to  he  more  active  and  robust,  but  this  is  a sub- 
jective impression.  Weight  measurements  were  not 
taken  because  of  individual  variations  representing 
litter  number.  Subsequent  to  injections  of  mercury  bi- 
terone  propionate,  the  grouf)s  were  observed  for  longev- 


chloride  and  combined  mercury  bichloride  and  testos- 
ity.  Loss  of  subcutaneous  fluid  was  observed  in  the 
groups  within  two  days,  and  subsequently  many  mem- 
bers died.  Overlapping  of  the  groups  did  occur,  but  the 
pretreated  group  tended  to  survive  about  six  hours 
longer.  No  significant  difference  in  survival  of  the  thera- 
peutic group  with  the  given  dosage  could  be  observed. 
Following  the  second  dosage  of  mercury  bichloride,  all 
members  died. 

Comment 

The  fact  that  all  members  succumbed  shows  that  no 
absolute  protection  was  afforded  by  testosterone  pro- 
pionate at  the  dosage  levels  used;  it  is  not  possible  to  pre- 
vent a lethal  effect  of  high  dosage  of  bichloride  of  mer- 
cury in  this  manner.  The  difference  in  the  six-hour 
survival  rate  noted  suggests  that  testosterone  propionate 
may  still  be  considered  at  other  dosage  levels  to  be  an 
adjunct  to  BAL  therapy. 

Summary 

Equivocal,  although  suggestive,  results  are  obtained 
with  testosterone  propionate  in  an  attempt  to  control 
nephrosis  due  to  mercury. 

HOWARD  S.  ZUCKER,  M.D. 

302  Avenue N 
Brooklyn,  New  York  1 1230 
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Physicians  as  hospital  trustees 

To  the  Editor:  During  the  past  twenty-five  years,  1 

have  many  times  discussed  with  hospital  trustees  and 
administrators  the  usefulness  and  practicality  of  physi- 
cian membership  on  their  boards  of  trustees  (governors 
or  directors).  The  concept  was  not  particularly  popular 
with  them.  Some  argued  fallaciously  that  physicians 
were  not  equipped  for  such  work,  that  they  do  not  have 
business  sense,  and  that  they  should  attend  to  the  de- 
mands of  their  profession.  I have  observed  many  physi- 
cians with  a Hair  for  executive  work  who  can  deal  most 
effectively  with  hospital  and  community  problems. 
These  physicians  can  be  a valuable,  added  source  at  the 
policy-making  level,  especially  when  it  concerns  resident 
and  intern  training,  full-time  directors  of  services,  group 
practice,  paramedical  personnel,  bureaucratic  bungling, 
and  the  high  cost  of  medical  care. 

The  increasing  complexity  and  widening  scope  of 
activities  of  hospitals,  especially  with  regard  to  the  gen- 
eral health  of  the  community,  points  up  the  desirability 
of  “physician  input”  at  the  hospital  policy-making  level. 
Rourke,*  discussed  this  recommendation  in  depth.  He 
cited  many  references  published  in  the  late  1960s  which 
indicated  support  for  this  plan  especially  by  the  Ameri- 
can Medical  Association  and,  to  a lesser  extent,  the 
American  Hospital  Association. 

Requirements  for  membership 

A physician  candidate  for  membership  on  a hospital 
board  of  trustees  should  meet  the  following  requirements: 

1.  Wide  experience  which  has  merited  the  respect  of 
the  profession  and  the  community. 

2.  Service  on  a hospital  medical  board  and  prefera- 
bly on  a joint  conference  committee  which  normally  in- 
cludes representatives  of  a board  of  trustees. 

3.  His  selection  from  another  hospital  to  forestall 
any  thought  of  prejudice,  favoritism,  or  ax  grinding. 
This  is  an  old  “chestnut”  which  is  frequently  invoked 
by  those  who  oppose  physician  membership  on  hospital 
boards  because  of  fear  of  potential  bias  with  regard  to 
appointments,  promotions,  and  privileges  on  a medical 
staff. 

4.  Service  on  a par  wdth  nonprofessional  members 
of  a board,  with  frank  and  objective  discussion. 

5.  Professional  independence  and  yet  a demonstrated 
capacity  for  cooperation  and  teamwork  with  other  board 
members. 

6.  To  be  unafraid  of  reprisals  from  any  source  when 
formulating  policy  for  better  delivery  of  medical  care. 

7.  Lack  of  conflict  of  interest,  including  economic 
conflict  of  interest. 


8.  Interdiction  of  fund  raising  and  contributions  to 
help  make  up  deficits  unless  he  chooses  to  do  so. 

Some  members  of  communities  may  find  the  multi- 
hospital, large  medical  staff  “grid,”  from  which  1 have 
chosen  the  criteria,  less  than  acceptable.  Provincialism 
or  community  pride  should  not  stand  in  the  way  of  a hos- 
pital trustee’s  meeting  the  moral  and  legal  trust  he  as- 
sumes. 

There  are  rapid  changes  being  made  in  medical  prac- 
tice and  education  and  an  increasing  awareness  by  hos- 
pital authorities  of  the  potential  advantages  of  having 
physicians  serve  on  hospital  boards  of  trustees.  This 
was  looked  on  with  disfavor  in  the  past,  but  the  immedi- 
ate future  holds  forth  a radical  change  in  thinking  for 
the  benefit  of  all  concerned. 

LOUIS  CARP,  M.D. 

1016  Fifth  Avenue 
New  York.  New  York  10028 

Consultant  Surf>eon,  (loldwater  Memorial  Hospital, 

New  York  City,  and  Nyack  Hospital,  Nyack,  New  York; 

Member  and  lYesident,  Hoard  of  Visitors,  Rockland 
State  Hospital. 

* Hourke,  -I.  J.:  The  doctor  in  ho.spital  governance,  I'riistee 
21:  1 (May)  1971. 

Reprints  go  abroad 

To  the  Editor:  I have  been  receiving  requests  from  coun- 
tries all  over  the  world  for  reprints  of  my  article  “Facial 
Trauma”  which  appeared  in  a recent  issue  of  the  New 
York  State  Journal  of  Medicine,  May  15,  1971,  page 
1076. 

I thought  it  might  be  of  interest  and  a satisfaction  to  you 
and  your  staff  to  know  how  widely  read  is  the  Journal. 

JULIAN  B.  HERRMANN,  M.D. 

161  East  64th  Street 
New  York,  New  York  10021 

To  the  Editor:  I have  received  a request  from  India 

for  a reprint  of  “Pierre  Charles  Alexandre  Louis:  In- 

fluence on  American  Medicine”  that  appeared  in  the 
December  1,  1969,  Journal,  page  3056.  It  is  interesting 
to  note  that  historical  aspects  of  American  medicine  in- 
trigue colleagues  in  foreign  countries. 

I have  received  requests  for  my  articles  published  in 
the  Journal  from  Sweden,  Australia,  Canada,  and  India, 
an  indication  that  the  Journal  is  closely  perused  in 
distant  lands. 

HARRY  BLOCH,  M.D. 

140  Greenway  North 
Forest  Hills,  New  York  11375 
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come  lo9e(her ! 

To  the  25th  AMA  Clinical  Convention  in  New  Orleans. 
Participation  will  be  the  key  at  this  medical 
meeting  --  you  and  your  colleagues  getting  to- 
gether for  a useful  and  rewarding  learning 
experience.  Evaluating  and  discussing  the  problems 
of  clinical  medicine. 


The  scientific  program  is  outstanding,  with  three  in- 
depth  postgraduate  courses  on  Behavioral  Problems 
in  Children  and  Adolescents:  Cardiovascular 
Disease;  and  Fluid  and  Electrolyte  Balance.  Other 
sessions  you’ll  want  to  attend  include  Diagnostic 
Evaluation  and  Management  of  Joint  Diseases; 
Dermatological  Problems  in  Everyday  Practice; 

Current  Concepts  in  Gastroenterology;  Office 
Gynecology;  Management  of  Common  Problems,  and 
a Symposium  on  Diverticular  Disease  of  the  Colon. 

Along  with  these  sessions  are  dozens  of  scientific 
and  industrial  exhibits  to  help  inform  you  of  the 
latest  research  and  the  newest  products  and  services. 

Plan  to  be  there.  See  the  complete  scientific 
program  and  registration  forms  in  the  October  18th 
issue  of  JAMA. 

25th 

ninn  Clinicol  convention 
november  28  - December  1. 1971 
the  River9ote 
Convention  Center 
Deui  Orieon/ 
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Injectable 

lalwin*  pentazocine  (as  lactate) 

“ ...is  not  the  perfect 
analgesic...” 

but  “...it  is  the 
first  narcotic 
antagonist  to  have 
clinically  usehil 
analgesic 
properties  and... 

It  is  not  subject 
to  narcotics 
control.”' 

Talwin,  brand  of  pentazocine 
(as  lactate),  provides  analgesic  efficacy 
comparable  to  that  of  morphine 
or  meperidine,  but  with'  fewer  of  their 
imperfections  in  terms  of  significant 
adverse  effects: 

• Unlike  morphine,  Talvdn  is 
relatively  free  from: 

severe  respiratory  depression 
hypotension 
urinary  retention 
constipation 

• Talwin  is  less  likely  to  cause 
nausea 
vomiting 
diaphoresis 

than  meperidine 

• Generally  little,  if  any,  increase  in 
incidence  or  severity  of  adverse 
reactions  reported  with  increased 
doses  of  45  mg.  or  60  mg. 

• Tolerance  to  analgesic  effect  has 
not  been  observed 

• Not  subject  to  narcotic  controls 


The  yalue  of 

Talwin  pentazocine  ( as  lactate ) 

clinically  confirmed 

In  postoperative 
patients: 

less  severe  respiratory  depression  with  Talwin* 
Study  #1.  Postoperative  pain  in  210  patients  fol- 
lowing orthopedic  surgical  procedures;  not  a single 
incidence  of  respiratory  depression  noted.^ 

Study  #2.  Postoperative  or  postinstrumentation 
pain  in  273  urology  patients;  no  respiratory  depres- 
sion reported.^ 

Study  #3.  Pre-  and/or  postoperative  pain  in  585 
patients  for  elective  or  emergency  surgery;  in  no 
case  was  there  significant  change  in  respiratory 
rates  in  recovery  room  measurements. 

...and  in  other  patients: 

less  respiratory  and  circulatory 
depression  with  Talwin 

Study  #4.  Comparison  of  respiratory  effects  of 
meperidine  and  Talwin  in  women  anesthetized  for 
surgery;  first  injection  of  both  drugs  caused  respira- 
tory depression  which  was  slightly  greater  with 
Talwin.  W ith  a subsequent  dose,  however,  a cumu- 
lative effect  of  meperidine  sustained  depression, 
while  with  Talwin  the  respiratory  depressant  effect 
diminished  — a safety  factor  when  repeated  doses 
are  required  postoperatively.^ 

-Study  #5.  Comparison  of  morphine  and  Talwin  in 
23  patients  with  myocardial  infarction;  Talwin  (10 
patients)  was  found  free  of  adverse  effects  of  mor- 
phine (2  patients)  on  blood  pressure  and  had  a 
less  severe  eEect  on  respiration.  (Following  initial 
transient  fall,  Talwin  caused  a rise  in  blood  pres- 
sure; morphine  caused  sustained  hypotension.)® 
Study  #6.  Postoperative  pain  in  342  patients;  cir- 
culatory depression  was  seen  in  13.2%  of  174 
patients  given  morphine  and  in  only  5.4%  of  168 
patients  given  Talwin."^ 

Study  4^7.  Suspected  m\  ocardial  infarction  in  118 
patients;  of  the  4 drugs  studied,  only  Talwin  regu- 
larly caused  a rise  in  systolic  pressure  of  patients 
with  initial  pressures  of  less  than  120.®** 

*In  over  12,000  general  adult  patients  given  Talwin,  respiratory 
depression  (never  apnea)  was  reported  in  only  1%. 

**Other  drugs  studied:  morphine,  diamorphine*  and  methadone. 

References:  1.  Editorial:  Lancet  1:439,  Feb.  27,  1971.  2,  Befe- 
ler,  D.  and  Giattini,  J.  E:  Int.  Surg.  54:219,  Sept.  1970. 
3.  WiUcey,  J.  L.,  Barson,  L.  J.,  and  Rowe,  EH.:/.  Urol.  97:550, 
March  1967.  4.  Gaines,  H.  R.:  Illinois  Med.  J.  131:320,  March 
1967.  5.  Davie,  I.,  Scott,  D.  B.,  and  Stephen,  G.  W.:  Brit.  J. 
Anaesth.  42:113,  Feb.  1970.  6.  Lai,  S.,  Savidge,  R.  S.,  and 
Chhabra,  G.  R:  Lancet  1:379,  Feb.  22,  1969.  7.  Wallace,  G.: 
Int.  Surg.  53:135,  Feb.  1970.  8.  Scott,  M.  E.  and  Orr,  Rose- 
mary: Lancet  1 : 1065,  Slay  31,  1969. 
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A.  ( as  lactate ) 

See  next  page  for  discussion  of  adverse  reactions 
and  a Brief  Summary  of  Prescribing  Information. 


Injectable  TALWIN® 

Brand  of  pentazocine  ( as  lactate ) 
Analgesic  for  Parenteral  Use 


Contraindications:  Talwin  should  not  be  ad- 
ministered to  patients  who  are  hypersensitive 
to  it. 

Warnings:  Head  Injury  and  Increased  Intra- 
cranial Pressure.  The  respiratory  depressant  ef- 
fects of  Talwin  and  its  potential  for  elevating 
cerebrospinal  fluid  pressure  may  be  markedly 
exaggerated  in  the  presence  of  head  injury, 
other  intracranial  lesions,  or  a preexisting  in- 
crease in  intracranial  pressure.  Furthermore, 
Talwin  can  produce  effects  which  may  obscure 
the  clinical  course  of  patients  with  head  in- 
juries. In  such  patients,  Talwin  must  be  used 
with  extreme  caution  and  only  if  its  use  is 
deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  dur- 
ing pregnancy  ( other  than  labor ) ha.s  not  been 
established.  Animal  reproduction  studies  have 
not  demonstrated  teratogenic  or  embryotoxic 
effects.  However,  Talwin  should  be  adminis- 
tered to  jrregnant  patients  (other  than  labor) 
only  when,  in  the  judgment  of  the  physician, 
the  potential  benefits  outweigh  the  possible 
hazards.  Patients  receiving  Talwin  during 
labor  have  experienced  no  adverse  effects  other 
than  those  that  occur  with  commonly  used 
analgesics.  Talwin  should  be  used  with  caution 
in  women  delivering  premature  infants. 

Drug  Dependence.  Special  care  should  be  ex- 
ercised in  prescribing  pentazocine  for  emo- 
tionally unstable  patients  and  for  those  with  a 
history  of  drug  misuse.  Such  patients  should 
be  closely  supervised  when  long-term  therapy 
is  contemplated.  There  have  been  instances  of 
psychological  and  physical  dependence  on 
Talwin  in  patients  with  such  a history  and, 
rarely,  in  patients  without  such  a history. 
Abrupt  discontinuance  following  the  extended 
use  of  parenteral  Talwin  has  resulted  in  symp- 
toms such  as  abdominal  cramps,  elevated  tem- 
perature, rhinorrhea,  restlessness,  anxiety,  and 
lacrimation.  Even  when  these  occurred,  dis- 
continuance has  been  accomplished  with  mini- 
mal difficulty.  In  the  rare  patient  in  whom  more 
than  minor  difficulty  has  been  encountered, 
reinstitution  of  parenteral  Talwin  with  grad- 
ual withdrawal  has  ameliorated  the  patient’s 
symptoms.  Substituting  methadone  or  other 
narcotics  for  Talwin  in  the  treatment  of  the 
Talwin  abstinence  syndrome  should  be  avoided. 

In  prescribing  parenteral  Talwin  for  chronic 
use,  particularly  if  the  drug  is  to  be  self- 
administered,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  and  fre- 
quency of  injection  by  the  patient  and  to 
prevent  the  use  of  the  drug  in  anticipation  of 
pain  rather  than  for  the  relief  of  pain. 

Just  as  with  all  medication,  the  oral  form  of 
Talwin  is  preferable  for  chronic  administration. 

Acute  CNS  Manifestations.  Patients  receiving 
therapeutic  doses  of  Talwin  have  experienced, 
in  rare  instances,  hallucinations  ( usually  vis- 
ual), disorientation,  and  confusion  which  have 
cleared  spontaneously  within  a period  of  hours. 
The  mechanism  of  this  reaction  is  not  known. 
Such  patients  should  be  very  closely  observed 
and  vital  signs  checked.  If  the  drug  is  rein- 
stituted  it  .should  be  done  with  caution  since 
the  acute  CNS  manifestations  may  recur. 
Usage  in  Children.  Because  clinical  experience 
in  children  under  twelve  years  of  age  is  limit- 
ed, the  use  of  Talwin  in  this  age  group  is  not 
recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness, 
and  occasional  euphoria  have  been  noted, 
ambulatory  patients  should  be  warned  not  to 
operate  machinery,  drive  cars,  or  unneces- 
sarily expose  themselves  to  hazards. 


Precautions:  Certain  Respiratory  Conditions. 
The  possibility  that  Talwin  may  cause  respira- 
tory depression  should  be  considered  in  treat- 
ment of  patients  with  bronchial  asthma. 
Talwin  should  be  administered  only  with  cau- 
tion and  in  low  dosage  to  patients  with  respira- 
tory depression  (e.g.,  from  other  medication, 
uremia,  or  severe  infection ) , obstructive  res- 
piratory conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Although 
laboratory  tests  have  not  indicated  that  Talwin 
causes  or  increases  renal  or  hepatic  impair- 
ment, the  drug  should  be  administered  with 
caution  to  patients  with  such  impairment.  Ex- 
tensive liver  disease  appears  to  predispose  to 
greater  side  effects  (e.g.,  marked  apprehension, 
anxiety,  dizziness,  sleepiness ) from  the  usual 
clinical  dose,  and  may  be  the  result  of  de- 
creased metabolism  of  the  drug  by  the  liver. 

Myocardial  Infarction.  As  with  all  drugs, 
Talwin  should  be  used  with  caution  in  i:>atients 
with  myocardial  infarction  who  have  nausea 
or  vomiting. 

Biliary  Surgery.  Until  further  experience  is 
gained  with  the  effects  of  Talwin  on  the 
sphincter  of  Oddi,  the  drug  should  be  used 
with  caution  in  patients  about  to  undergo  sur- 
gery of  the  biliary  tract. 

Patients  Receiving  Narcotics.  Talwin  is  a mild 
narcotic  antagonist.  Some  patients  previously 
receiving  narcotics  have  experienced  mild 
withdrawal  symptoms  after  receiving  Talwin. 
CNS  Effect.  Caution  should  be  used  when  Tal- 
win is  administered  to  patients  prone  to  sei- 
zures; seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin 
although  no  cause  and  effect  relationship  has 
been  established. 

Adverse  Reactions:  The  most  commonly  oc- 
curring reactions  are:  nausea,  dizziness  or 
lightheadedness,  vomiting,  euphoria. 
Infrequently  occurring  reactions  are— respira- 
tory: respiratory  depression,  dyspnea,  tran- 
sient apnea  in  a small  number  of  newborn  in- 
fants whose  mothers  received  Talwin  during 
labor;  cardiovascular:  circulatory  depression, 
shock,  hypertension;  CNS  effects:  sedation, 
alteration  of  mood  (nervousness,  apprehen- 
sion, depression,  floating  feeling),  dreams; 
gastrointestinal:  constipation,  dry  mouth;  der- 
matologic including  local:  diaphoresis,  sting 
on  injection,  flushed  skin  including  plethora, 
dermatitis  including  pruritus;  other:  urinary 
retention,  headache,  paresthesia,  alterations  in 
rate  or  strength  of  uterine  contractions  during 
labor. 

Rarely  reported  reactions  include— neuromus- 
cular  arid  psychiatric:  muscle  tremor,  insom- 
nia, disorientation,  hallucinations;  gastroin- 
testinal: taste  alteration,  diarrhea  and  cramps; 
ophthalmic:  blurred  vision,  nystagmus,  di- 
plopia, miosis;  other:  tachycardia,  nodules  and 
ulceration  at  injection  site,  weakness  or  faint- 
ness, chills,  moderate  transient  eosinophilia, 
allergic  reactions  including  edema  of  the  face. 
See  Acute  CNS  Manifestations  and  Drug  De- 
pendence under  WARNINGS. 

Dosage  and  Administration:  Adults,  Excluding 
Patients  in  Labor.  The  recommended  single 
parenteral  dose  is  30  mg.  by  intramuscular, 
subcutaneous,  or  intravenous  route.  This  may 
be  repeated  every  3 to  4 hours.  Doses  in 
excess  of  30  mg.  intravenously  or  60  mg.  in- 
tramuscularly or  subcutaneously  are  not  rec- 
ommended. Total  daily  dosage  should  not 
exceed  360  mg.  As  with  most  parenteral  drugs, 
when  frcHiucnt  daily  injections  are  needed 
over  a prolonged  period,  intramuscular  admin- 
istration is  preferable  to  subcutaneous.  In  ad- 
dition, constant  rotation  of  injection  sites  (e.g., 
the  upper  outer  quadrants  of  the  buttocks, 
mid-lateral  aspects  of  the  thighs,  and  the  del- 
toid areas)  is  recommended. 


Patients  in  Labor.  A single,  intramuscular  30 
mg.  dose  has  been  most  commonly  adminis- 
tered. An  intravenous  20  mg.  dose  has  given 
adequate  pain  relief  to  some  i^atients  in  labor 
when  contractions  become  regular,  and  this 
dose  may  be  given  two  or  three  times  at  two-  to 
three-hour  intervals,  as  needed. 

Children  Under  12  Years  of  Age.  Since  clini- 
cal experience  in  children  under  twelve  years 
of  age  is  limited,  the  use  of  Talwin  in  this 
age  group  is  not  recommended. 

CAUTION . Talwin  should  not  be  mixed  in 
the  same  syringe  with  soluble  barbiturates  be- 
cause precipitation  will  occur. 

Overdosage:  Manifestations.  Clinical  experi- 
ence with  Talwin  overdosage  has  been  in- 
sufficient to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vaso- 
pressors, and  other  supportive  measures  should 
be  employed  as  indicated.  Assisted  or  con-  I 
trolled  ventilation  should  also  be  considered.  I 
Although  nalorphine  and  levallorphan  are  not  t 
effective  antidotes  for  respiratory  depression 
due  to  overdosage  or  unusual  sensitivity  to 
Talwin,  parenteral  naloxone  ( Narcan®,  avail- 
able through  Endo  Laboratories ) is  a specific 
and  effective  antagonist.  If  naloxone  is  not 
available,  parenteral  administration  of  the  . 
analeptic,  methylphenidate  ( Ritalin® ),  may  be  i 
of  value  if  respiratory  depression  occurs. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Ampuls  of  1 ml.  (30  mg.), 
IV2  ml.  (45  mg.),  and  2 ml.  (60  mg.),  each 
1 ml.  containing  Talwin  (brand  of  pentazo- 
cine) as  lactate  equivalent  to  30  mg.  base  and 
2.8  mg.  sodium  chloride,  in  water  for  injec- 
tion. Boxes  of  10,  25,  and  100. 

Multiple  dose  vials  of  10  ml.,  each  1 ml.  con-  1 
taining  Talwin  (brand  of  pentazocine)  as  lac-  1 
tate  equivalent  to  30  mg.  base,  2 mg.  acetone 
sodium  bisulfite,  1.5  mg.  sodium  chloride,  and  ^ 
1 mg.  methylparaben  as  i^reservative,  in  water  j 
for  injection.  Boxes  of  1.  j 

The  pH  of  Talwin  solutions  is  adjusted  be- 
tween 4 and  5 with  lactic  acid  and  sodium 
hydroxide.  The  air  in  the  ampuls  and  vials 
has  been  displaced  by  nitrogen  gas. 

1/i^/f^rop 

Winthrop  Laboratories, New  York, N.Y.  10016  i 
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Headquarters  site  at  lake  Success,  New  York 


i66fh  ANNUAL  CONVENTION 

MEDICAL  SOCIETY  • - STATE  OF  NEW  YORK 

Americana  of  New  York 

February  13-17,  1972  New  York  City 


Highlights  . . . General  Sessions:  Teaching  Day:  Computers  in  Medicine;  Gastro- 

intestinal Bleeding;  Violence  in  Man;  Inhalation  Therapy:  Use  of  Various  Equipment  • 27  Scientific 
Sections  • Symposia  • Panel  Discussions  • Annual  Meeting  of  House  of  Delegates  • President's 
Reception  and  Dinner  Dance  • Scientific  and  Technical  Exhibits  • Scientific  Motion  Pictures 


Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York 

3in6ricana  of  new  york  seventh 


Please  make  reservations  for 

persons 


NAME(S). 


Address. 
City 


State Zip 

A.M. 

Arrive:  Date AT P.M. 

(Reservations  held  only  until  6:00  PM 
unless  later  arrival  is  indicated) 

Probable  Departure  Date 

THIS  FORM  MUST  BE  RECEIVED  BY 
HOTEL  TWO  WEEKS  PRIOR  TO  YOUR  ARRIVAL 


AVENUE  at  52nd  ST.,  N.  Y.,  N.  Y.  10019 
TELEPHONE  (212)  581-1000 

PLEASE  CHECK  (V)  ACCOMODATIONS  DESIRED 

(All  rooms  subject  to  New  York  City  and  State  Taxes) 
SINGLE  BEDROOM 


□ $22 

□ $24 

□ $26 

□ $28  □ $30 

□ $32 

DOUBLE 

□ $28 

FOR  2: 

□ $30 

□ $32 

□ $34  □ $36 

□ $38 

TWIN  FOR  2: 

□ $30  □ $32 

□ $34 

□ $36  □ $38 

□ $40 

STUDIO 

□ $28 

FOR  1: 

□ $30 

□ $32 

STUDIO 

□ $30 

FOR  2: 

□ 

$32 

□ $34 

□ $36 

PARLOR  & 1 BEDROOM: 

□ $60  & Up 

PARLOR  & 2 BEDROOMS: 

□ $90  & Up 
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February  13-17,  1972 
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Classified  Advertising  Rates 

New  York  State  Journal  of  Medicine 


Issue  Dates:  1 st  and  1 5th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $1 0.00  per  insertion;  additional  words  are 

1 0^  each.  Box  numbers,  50^  extra,  per  insertion. 

Counting  Words:  Two  initials,  each  abbreviation,  figures  consisting 

of  5 numerals  or  less  are  counted  as  separate  words.  For 
replies,  your  name  and  address,  or  telephone  number  should 
appear  at  the  end  of  your  copy,  and  be  included  in  the  total 
number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 
420  Lakeville  Rd. 

Lake  Success,  N.Y.  11040 

Name 

Please  Print 


Address 


I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  10^  for  each 

additional  word.  Checks  are  made  payable  fa;  New  York  State  Journal  of  Medicine 

Number  of  insertions 

Assign  a box  number  {50^  per  insertion) 
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Index  to  Advertised  Products 


Analgesics 

Darvon  Compound  (Eli  Lilly  & Company) 2609 

Phenaphen  (A.  H Robins  Company) 2619 

Antacids 

Mylanta  (Stuart  Pharmaceuticals,  Div 

Atlas  Chemical  Industries) 2627 


TRAINED  MEDICAL  ASSISTANTS 

to  save  yotM'  valuable  time,  assume  responsibility  for  ap- 
pointments, patient^  records,  assists  you  with  lab.  X-Ray, 
E.K.G.,  B.M.R.  etc.  The  Mandi  School  for  Medical  & Dental 
Assistants  has  been  training  in  these  fields  for  47  years. 
Our  graduates  have  sound  professional  skills.  Free  Place- 
ment Service. 

854  W.  54  St.,  N.y.  10019 
(918)  Cl  7-3434 

175  Fulton  A»«.,  Hcmp>t*(d,  L I.  (516)  IV  1-9774 
_ EST  1994 — Licensed  by  the  Stele  ol  New  Yoik  


IVIandl  School 


Antibiotics 

E-Mycin  (Upjohn  Company) 2603 

Pyopen  (Beecham-Massengill  Pharmaceuticals) 

2628,  2629 

V-Cillin  K (Eh  Lilly  & Company) 2632 

Versapen  (Bristol  Laboratories) 2623 

Antipyretic  analgesics 

Empirin  (Burroughs  Wellcome  & Company) 2605 

Antispasmotic  for  leg  cramps 

Quinamm  (Merrell-National  Laboratories) 2638 

Appetite  suppressants 

Tepanil  (Merrell-National  Laboratories) 2637 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 2616,  2617 

Enzymatic  digestants 

Gustase  (Geriatric  Pharmaceutical  Corp.) 2631 

Medical  management  systems 

ROCOM  (ROCOM-Div.,  Hoffmann-La  Roche) 

2624,  2625 

Mood  elevators 

Aventyl  HCI  (Eli  Lilly  & Company) 2612,  2613,  2614 

Nasal  decongestants 

Dimetapp  (A.  H.  Robins  Company) 2620,  2621 

Non-addicting  analgesics 
Talwin  (Winthrop  Laboratories) 

2693,  2694,  2695,  2696 

Sedative  non-barbiturates 

Noludar  (Roche  Laboratories) 2702 

Tranquilizers 

Mellaril  (Sandoz  Pharmaceuticals).  . 

Miltown  (Wallace  Pharmaceuticals) 

Valium  (Roche  Laboratories) 

Tranquilizer  antidepressants 
Sinequan  (Pfizer  Laboratories) 2607 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Kxperience  f)roves  that  you  get  l)oth  in  tlie 
classified  ad  section  of  the  New  York  Slate 
Journal  of  Medicine. 


There’s  more  to  do... 


Give  More  to 
Christmas  Seals 


4th  cover 

2618 

2nd  cover,  2601 
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PHYSICIANS  WANTED 


PHYSICIANS  WANTED— CONT  D 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City  Initial  contract  leading  to  partnership  Starting  salary  to 
$28, (KX)  with  the  possibility  of  additional  income.  Include  complete  curric- 
ulum vitae  in  reply.  Box  life,  c/o  NYSJM. 


GENERAL  OR  FAMILY  PRACTITIONERS  NEEDED— TO  LOCATE  IN 
Northeastern  Penna.  Excellent  opportunity  to  join  a five- man  group  practic- 
ing comprehensive  medicine.  Located  in  Endless  Mountains,  hunting,  fish- 
ing, boating  and  skiing,  three  hours  from  metropolitan  areas.  Affiliated  with 
private  hospital,  fully  accredited,  and  modern  extended  care  facility.  Con- 
tact: Eudora  S.  Bennett,  R.N.,  Administrator,  Montrose  General  Hospital, 
Montrose,  Pa.  18801.  Phone  collect:  1-717-278-3801. 


OBSTETRICIAN-GYNECOLOGIST,  BOARD  CERTIFIED  OR  ELIGIBLE, 
and  family  practioner  with  residency  training  wanted  for  hospital  based 
practice  in  attractive  rural  community.  Fully  equipped  J.C.A.H.  hospital. 
Financial  arrangements  negotiable.  Box  156,  c/o  NYSJM. 


ANESTHESIOLOGIST,  BOARD  CERTIFIED  OR  BOARD  ELIGIBLE, 
wanted  for  part  time  work  in  voluntary  hospital  in  N.Y.C.  evenings  or  week- 
ends. Box  1,59,  c/o  NYSJM. 


ANESTHESIOLOGIST,  BOARD  CERTIFIED  OR  ELIGIBLE,  PREFER- 
ably  under  45,  to  join  two  other  anesthesiologists.  Pleasant  Western  New 
Y'ork  community  of  15,000,  near  Finger  Lakes,  Rochester  & Buffalo.  250  beds. 
Must  have  New  York  license.  Fee  for  service.  Box  169,  c/o  NYSJM. 


ANESTHESIOLOGIST,  VOLUNTARY  HOSPITAL,  BROOKLYN.  WRITE 
Box  224,  Lefferts  Station,  Brooklyn,  N.Y.  11225. 


DOCTORS!  ENJOY  NEW  HOSPITAL,  PLEASANT  COMM^  ’TTY  WIT!  | 
out  city  problems.  Obstetrics,  surgery,  general  medicine.  Contact;  Barbai  i 
K.  Vosburgh,  M.D.,  Secretary,  Greene  County  Medical  Society,  19  Freleig 
Place,  Coxsackie,  New  York  12051. 


GENERAL  SURGEON  FOR  ASSOCIATION  LEADING  TO  EARLY  PAR' 
nership  with  established  surgeon  in  solo  practice.  Long  Island  suburban  coi 
munity.  Include  curriculum  vitae  in  reply.  Box  175,  c/o  NYSJM. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  FACA,  BOARD  ELIGIBLE,  NEW  YORK  STAl 
license,  seeks  positionSO  miles  radius  New  York  City.  Box  171,  c/oNYSJ 


CE 

BOARD  DIPLOMATE  RADIOLOGIST,  EXPERIENCE  IN  VASCUL^  \ 
and  therapy,  desires  part  time  position,  any  Borough.  Box  173,  c/o  NYSJM 

1 i( 


RADIOLOGIST,  CERTIFIED,  DESIRES  POSITION  PART  OR  HALF  TIIS 
in  Manhattan  hospital.  Box  174,  c/o  NYSJM.  : 

yt 

■ i. 


GERIATRIC  RESIDENCY— FELLOWSHIP;  A UNIQUE  FELLOWSHIP 
has  recently  been  established  in  geriatric  medicine  & convalescent  care  at  the 
Mount  Sinai  City  Hospital  Center,  a 1,000  bed,  acute  general  hospital  & major 
teaching  affiliate  of  the  Mount  Sinai  School  of  Medicine.  The  complete  pro- 
gram involving  patient  care,  teaching  & clinical  investigation  is  under  the  full 
time  direction  of  specialists  in  internal  medicine  & geriatrics,  and  is  organized 
as  a separate  100  bed  division  within  the  Dept,  of  Medicine.  Position  now 
available.  Write  to:  Leslie  S.  Lebow.  M.D.,  Chief  Geriatric  Medicine, 

Mount  Sinai  City  Hospital  Center,  79-01  Broadway,  Elmhurst,  N.Y.  11373. 


UNUSUAL  OPPORTUNITY  FOR  WELL  TRAINED,  YOUNG  SURGEON  TO 
join  established  general  surgical  practice  on  Long  Island.  Eventual  partner- 
ship. Full  details  requested.  Box  172,  c/o  NYSJM. 


RADIOLOGIST,  BOARD  CERTIFIED,  FOR  160-BED  GENERAL  HOSPI- 
tal  associated  with  60-bed  orthopedic  hospital;  fine  medical  staff;  modern 
equipment;  excellent  income.  Radiation  therapy  qualifications  desirable. 
Attractive  residential  city  and  environs  with  many  recreational  and  cultural 
advantages.  Please  write:  Robert  A.  Anderson,  Administrator,  The  Faxton 
Hospital,  1676  Sunset  Ave.,  Utica,  N.Y.  13.502. 


PRACTICES  WANTED 


I 


ANESTHESIOLOGIST,  BOARD  CERTIFIED,  LICENSED  IN  NEW  YO 
State,  seeks  practice.  Available  for  coverage.  Box  142,  c/o  NYSJM.  , t' 


EQUIPMENT 


EXCELLENT  COBALT  THERAPY  UNIT— MIDTOWN  NEW  YORK  CIT 
Available  on  time-lease  basis  to  qualified  therapist.  Box  165,  c/o  NYSJM. 


FOR  SALE:  CRYOTHERAPY  UNIT,  UNION  CARBIDE  CF:2,  WITH  Al’ 
necessary  probes  and  related  equipment.  Box  166,  c/o  NYSJM. 


WANTED:  PART  TIME  PSYCHIA'FRIST  (15  HRS/WK)  TO  DO  CONSUL- 
tations,  teaching,  p.sychotherapy  supervision  in  State  University  of  New  York 
Sun.set  Park  Alcohol  Clinic.  Flexible  hours,  clinical  academic  appointment. 
$15,(KK)  per  annum  plus  fringe  benefits.  Call  Dr.  Baekeland  (212)  270-3131  or 
873-1593, 


FOR  SALE:  UROLOGIC  EQUIPMENT,  CYSTOSCOPIC  TABLE,  CYST 
scopes,  accessories,  cabinets,  etc.  Call  (914)  358-1577. 
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REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


gfBCTTVCLB  WBRaJT  l.*JT»9PUCCR. 
UNTO. 1300.  BEfOKe”  I 
WAT  TIME,  MILUOrJS 
OFPEOaEUV/EPCXn* 

■mEIKUVES  NEVER 
EEiNGABu£T03EE 
MOUNTAINS,  aOUP5 
OR^AKE.  eeKJAMlN  FRAHKUN 
iNVENTEP'BifOCAU  LEN$E$  IN 1764-! 


s)0m(2C9(2n7  OOP 

For  frae  Information  on  how  you  can  prawMit 
bllndn«ss  and  hv«  tight  wrtta  to  tha 
NATIONAL  SOCIETY  FOR  THE 
PREVENTION  OF  BUNDNESS,  INC. 

71  MADISON  AVINUI 
NIWTDM,N.T.1001S 


MKDICAI,  Sl'ITK,  MIDTOWN  NKW  YORK.  AIR  CONDITIONED,  EIGHT 
r(K)ms,  two  consultation  r(X)ms,  ample  waiting  and  clerical  space.  Box  167, 
c/oNYSJM. 


STATEN  ISlJikND:  OFFICE-HOME  COMBINATION;  IDEAL  LOCATION. 
Excellent  opportunity.  Fast  growing  area.  Modern,  luxurious  ranch  home; 
separate  office  entrance.  Central  air  conditioning.  Excellent  hospital  affilia- 
tions available.  Country  setting.  Retiring  for  health.  Call  (212)  984-1246. 


JAMAICA,  QUEENS  CO.:  EXCELLENT  LOCATION  AND  CONDITION. 
Seven  room  modern  home,  plus  6 room  modern,  fully  equipped  office  suitable 
for  solo  or  group.  Presently  occupied  by  surgeon  & wife.  G.P.,  both  active 
and  contemplating  retiring.  X-ray;  gas  heat.  A/C.  Will  introduce.  On  cor- 
ner. one  block  nort  n of  169  St.  subway  station.  (212)  RE  9-0808. 


3ELLANEOUS 


FOR  SALE:  TWO  FAMILY  BRICK  BLDG.  (CITY  LINE)  BROOKLYN 
Seven  years  old.  six  and  six  rooms,  detached;  on  three  corners.  Large  garage, 
cvclone  fence  enclosure,  many  extras.  Subway  and  bus  nearby.  $57,000. 
{Excellent  location  for  medical  doctors.  Formerly  occupied  by  doctor  who 
moved  Oct.  1971.  Call  owner:  Mr.  J.  Daniel,  (212)  647-7007. 


S COLLECTED-  ABUSE  IS  RULED  OIT-TACTFUL  YET  SUC 
tful  — 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
ails  Crane  Discount  Corp  , 251  W 42nd  St..  New  York.  N Y lOO,^ 
5-2943 


.AST,  A FRENCH-ENGLISH.  ENGLISH-FRENCH  VOCABULARY  OF 
nical  and  laboratory  terms:  W.  J.  Gladstone’s  Vocabulary  of  Xfedicine  & 
lated  Sciences,  exclusively  from  Eliot  Books.  35-53  24th  St.,  L.I.C.,  N.Y. 
ice:  $10.50.  Tel:  937-20f0. 


jINAL  PAINTINGS— sale.  20%  TO  35%  OFF.  OILS  BY 

dented,  fast  rising  artists.  Realistic  & Post  Impressionistic.  Large  selec- 
m.  More  than  30  painters  represented.  Ideal  for  office,  home,  and  gifts. 
0-$95.  Open  Sunday,  daily  and  evenings.  J.  Glie  Gallery,  Inc.  Call  (212) 
6-0675. 


ACTICES  AVAILABLE 


;GE  GENERAL  PRACTICE  AVAILABLE  AS  RESLTT  OF  SUDDEN 
ath.  Fully  equipped  office — equitable  terms.  Contact  Joseph  Lite,  attor- 
y for  estate,  at  (516)  669-3710.  or  239  Higbie  Lane,  West  Islip,  N.Y.  11795. 


DOCTOR’S  HOUSE  TO  LET  FEBRUARY  1ST  1972  UNTIL  MARCH  1973. 
Family  house  in  Kew,  20  minutes  central  London  by  road  or  rail.  Fully  fur- 
nished. Three  large  bedrooms,  sitting  room,  dining  room,  breakfast  room, 
kitchen,  bathroom,  garage,  pleasant  garden.  Rent  by  arrangement.  Dr. 
Richard  Maw,  6 Westhall  Road,  Kew  Gardens,  Surrey,  England. 


PUERTO  RICO,  DELUXE  BEACHFRONT  CONDOMINIUM  APART- 
ment,  Condado  area.  Furnished,  air  conditioned,  sleeps  up  to  5 people;  2 
terraces,  large  swimming  pool,  kiddie  pool,  tennis  courts,  playground,  land- 
scaped recreation  area,  private  parking.  Walking  distance  to  shopping  and 
major  hotels.  Weekly  or  monthly  rentals,  reasonable.  W’eekdays  9:30  to  5:00 
(212)  353-2587. 


STUYVESANT  TOWN  AREA  (BETH  ISRAEL  MEDICAL  COMPLEX). 
Formerly  2 doctor’s  offices,  800-900  sq.  ft.,  entire  ground  floor  of  brownstone. 
Private  street  entrance;  completely  air  conditioned;  large  waiting  room.  $450. 
Call  667-3336. 


OFFICE  TO  SHARE:  LEXINGTON  AVE.  AND  3.5TH  ST.,  N.Y.C.  PRIVATE 
street  entrance.  Completely  furnished,  fully  paneled  and  air  conditioned. 
Waiting  room,  consultation  room,  two  examining  rooms.  X-ray  room  and 
bathroom.  Available  every  morning  except  Saturday  and  Monday,  Wednes- 
day, and  Friday  afternoons.  Call  532-0078. 


kL  ESTATE  FOR  SALE  OR  RENT 


FOR  RENT:  MEDICAL  OFFICE  AT  73RD  ST.  AND  ROOSEVELT  AVE., 
Jackson  Heights,  N.Y’.  Street  entrance,  completely  furnished,  air  condi- 
tioned, fully  paneled,  consultation  room,  large  waiting  rom.  X-ray  room, 
and  two  bathrooms.  Clall  446-8479. 


iNGE  COUNTY,  NEW  YORK:  UNIQUE  OPPORTUNITY  TO  PRAC- 
:e  in  a clean,  uncrowded,  rapidly  growing  area  only  45  miles  from  New  York 
ty.  Medical  arts  building  under  construction;  custom  designed  suites  avail- 
ile;  all  specialities  including  family  practitioners  needed.  Call  (914)  783- 
10,  or  write  Box  675,  Monroe,  N.Y.  10950. 


FOUR  ROOMS,  VERY  LARGE  BEDROOM  AND  LIVING  ROOM;  GOOD 
size  study,  can  sleep  two.  Completely  furnished  including  linens.  Located 
in  South  Kensington,  London,  facing  block-long  garden.  To  rent  through 
April  30th.  $400  per  month.  On  quiet  street  only  15  minutes  from  Piccadil- 
ly. Also  available  for  July.  Inquire:  (212)246-4314. 
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r For  Insomnia...  " 

NoludarSOO 

(methyprylon) 

L one  capsule 
^ for  the  rest 

of  the  night  a 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

INDICATION:  Relief  of  Insomnia  of  varied  etiology. 
CONTRAINDICATIONS:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

WARNINGS:  Caution  patients  about  combined  ef- 
fects with  alcohol  and  other  CNS  depressants. 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness,  such  as  op- 
erating machinery  or  driving  a motor  vehicle 
shortly  after  ingesting  the  drug. 

Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 
withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should  be 
under  adequate  medical  supervision. 

Usage  in  Pregnancy;  Weigh  potential  benefits  in 
pregnancy,  during  lactation,  or  in  women  of  child- 
bearing age  against  possible  hazards  to  mother  and 


PRECAUTIONS:  If  sleeplessness  is  pain-related,  an  anal- 
gesic should  also  be  prescribed.  Perform  periodic  blood  counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
intake  should  not  exceed  400  mg,  as  greater  amounts  do  not 
. significantly  increase  hypnotic  benefits, 
i ADVERSE  REACTIONS:  At  recommended  dosages,  there  have 
I been  rare  occurrences  of  morning  drowsiness,  dizziness, 
~ mild  to  moderate  gastric  upset  (including  diarrhea,  esopha- 
gitis, nausea  and  vomiting),  headache,  paradoxical  excita- 
tion and  skin  rash.  There  have  been  a very  few  isolated 
reports  of  neutropenia  and  thrombocytopenia;  however,  the 
evidence  does  not  establish  that  these  reactions  are  re- 
lated to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


^ 

MSSNY  PRIZE  ESSAYS 


The  Lucien  Howe  Prize  and  the  Merit  H.  Cash  Prize  for  original,  unpublished  essays  will 
be  open  for  competition  at  the  next  Annual  Convention  of  the  Medical  Society  of  the  State 
of  New  York,  Feb.  13-17,  1972.  Competition  for  both  prizes  is  limited  to  interns  and 
residents  in  hospitals  in  the  State  of  New  York. 

The  Lucien  Howe  Prize  of  $200  will  be  presented  for  the  best  original  contribution  on  some 
branch  of  surgery,  preferably  ophthalmology. 

The  Merit  H.  Cash  Prize  of  $200  will  be  given  to  the  author  of  the  best  original  essay  on  some 
medical  or  surgical  subject. 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the  essay  is 
submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a motto  or  other 
device.  The  essay  shall  be  accompanied  by  a sealed  envelope  having  on  the  outside  the 
same  motto  or  device  and  containing  the  name  and  address  of  the  writer.  If  the  committee 
considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it  will  not  be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical  Society 
of  the  State  of  New  York,  "to  be  published  as  it  may  direct.’’  All  essays  must  be  sent 
not  later  than  December  31,  1971,  to  Alfred  A.  Angrist,  M.D.,  Chairman  of  the  Committee  on 
Prize  Essays,  Medical  Society  of  the  State  of  New  York,  420  Lakeville  Road,  Lake  Success, 

N.  Y.  11040. 
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NEW  YORK  CITY  AREA 


WEDNESDAY,  DECEMBER  1 

4:00-5 : 30  p.m. 

Westchester  Square  Hospital 
Conference  Room 

1 625  St.  Peters  Avenue 
Bronx 

DIAGNOSIS  AND  THERAPY  OF  DISEASES 
OF  THE  SMALL  INTESTINE 

HERZL  RAGINS,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  AAGP  and  C-1 


December  2,  1971  and  December  9,  1971 

11:00  a.m.,  Thursdays 

Williamsburgh  General  Hospital 
Second  Floor  Conference  Room 

757  Bushwick  Avenue 
Brooklyn 

December  2 

Peripheral  Vascular  Disease 

ANTON  SMITH,  M.D. 

December  9 
Menopause 

IRWIN  TERAN,  M.D. 

Moderator:  WILLIAM  LE  STRANGE,  M.D. 

CREDIT:  C-1 


4:00-5:00  p.m. 

Flushing  Hospital  and  Medical  Center 
First  Floor  Conference  Room 

Parson  Boulevard  and  45th  Avenue 
Flushing 

Pediatric  Guest  Lecture 

ADRENAL  INSUFFICIENCY 

RAPHAEL  DAVID,  M.D. 


THURSDAY,  DECEMBER  2 

4:00-6:00  p.m. 

Kingsbrook  Jevstish  Medical  Center 

Rutland  Road  and  East  49th  Street 
Brooklyn 

Workshop  in  Oncology  for  Practicing  Physicians 

MEDICAL  REHABILITATION  OF  PATIENTS 
WITH  CANCER 


8:30  p.m. 

Association  for  the  Advancement  of  Psychoanalysis 
Karen  Homey  Clinic  Building 

329  East  62nd  Street 

THE  PSYCHODYNAMICS  OF 
ANALYTIC  GROUP  PSYCHOTHERAPY 

BENJAMIN  J.  BECKER,  M.D. 

Dovrnstate  Medical  Center 

Discussant 

ZANVEL  A.  LIFF,  Ph.D. 

Eastern  Group  Psychotherapy  Society 


December  2 and  3,  1971 

8:00  a.m.-3:00  p.m. 

French  and  Polyclinic  Medical  School  and 
Health  Center 

345  West  50th  Street 

ENDOSCOPY 

MAXWELL  ROLAND,  M.D. 

FEE:  $200 

Write  the  Office  of  the  Dean,  above  address. 


December  2,  1971  / December  4,  1971 

8:00  a.m.-6:00  p.m.,  Thursday  & Friday 
8:00  a.m.-12:00  noon,  Saturday 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 
630  West  1 68th  Street 

SCOLIOSIS 

H.  A.  KEIM,  M.D. 
and  Guest  Lecturers 

FEE:  $150  (Residents  $75) 


December  3,  1971  and  December  10,  1971 

8:00-9:30  a.m.,  Fridays 

Maimonides  Medical  Center,  Downstate  Medical 
Center  and  Kings  County  Chapter  of  AAGP 
Fuhs  Auditorium 

4802  Tenth  Avenue 
Brooklyn 

Pediatrics,  Gynecology,  Surgery  and 
Medicine  for  the  Family  Physician 

December  3 

Suturing  of  Wounds  in  Cosmetic  Areas 

FREDRIC  MARKS,  M.D. 

Maimonides  Medical  Center 

December  10 

Traumatic  Lesions  of  the  Genitalia 

ARNOLD  MOLTZ,  M.D. 

Downstate  Medical  Center 


December  5,  1971  and  December  12,  1971 

9:00  a.m.-12:00  noon,  Sundays 

The  Boulevard  Hospital 

46-04  31st  Avenue 
Long  Island  City 

INTENSIVE  REVIEW  FOR  COMMUNITY 
PHYSICIANS 

December  5 

Genetic  Counselling  and  Family  Planning 

GEORGE  I.  SOLISH,  M.D. 

December  12 

Psychiatric  Drug  Therapy  and  the  Drug  Scene 

BENJAMIN  KISSIN,  M.D. 

Fee:  $1 00  (Course  started  10/17/71 — continues  through 

3/26/72) 

CREDIT:  AAGP  and  C-1 
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December  6^  1971  / December  17,  1971 

8:00  a.tn.-8:00  p.m.,  Mondoy-Friday  (12  days) 

Columbia  University  P & S 

Columbia-Presbyterian  Medicol  Center 

ORTHOPEDIC  SURGERY  AND  PATHOLOGY 

F.  E.  STINCHFIELD,  A.  D.  JOHNSTON, 
and  A.  GARCIA,  M.D.'s 

FEE:  $250 


December  6,  1971  and  December  7,  1971 

The  New  York  Academy  of  Sciences 
Barbizon-Plaza  Hotel 
Central  Park  South 

VITAMIN  E AND  ITS  ROLE  IN 
CELLULAR  METABOLISM 

Chairmen; 

HERBERT  J.  KAYDEN,  M.D. 

N.Y.U.  Medical  Center 
PADMANABHAN  P.  NAIR,  Ph.D. 

Sinai  Hospital  of  Baltimore 

For  further  information  contact;  Rear  Admiral  L.  R.  Neville,  USN 
(Ret.),  The  Nevr  York  Academy  of  Sciences, 2 East  63rd  Street,  New 
York,  N.  Y.  10021.  Tel.  (2 1 2)  838-0230. 


December  6,  1971  / December  11,  1971 

9:00  a.m.-5:00  p.m.,  Monday-Soturday 

Post-Graduate  Institute  of  the  New  York  Eye 
and  Ear  Infirmary 

310  East  14th  Street 

REVIEW  IN  BASIC  SCIENCES 
IN  OPHTHALMOLOGY 

Given  under  the  direction  of 
JAMES  C.  NEWTON,  M.D. 

Please  contact  Jane  Stark,  Registrar  at  the  above  address. 
FEE;  $300  (limited  enrollment) 


December  6,  1971  and  December  7,  1971 

9:00  a.m.-5:00  p.m.,  Monday  & Tuesday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Medical  Center 

FLUORESCEIN  ANGIOGRAPHY 

ARAN  SAFIR,  WILLIAM  LESKO,  M.D.'s 
DONALD  WONG,  R.B.P.  and  PETER  HOERENZ,  D.P. 

FEE:  $100 


MONDAY,  DECEMBER  6 

8:00  p.m. 

New  York  Society  for  Clinical  Ophthalmology 

2 East  103rd  Street 

1.  Optical  Properties  of  Visual  Detectors, 
Ancient  and  Modern 

PROFESSOR  HAY  M.  ENOCH 
St.  Louis,  Missouri 

2.  The  Mark  J.  Schoenberg  Lecture: 

Early  Diagnosis  and  Management  of 


Chronic  Simple  Glaucoma 
PROFESSOR  HANS  GOLDMANN 
Berne,  Switzerland 


8:30  p.m. 

Federation  of  American-European  Medical  Societies 

2 East  63rd  Street 

1 . New  Development  in  Vascular  Surgery 
(for  Rudolf  Virchow  Medical  Society) 

ROBERT  GOETZ,  M.D. 

Albert  Einstein  School  of  Medicine 

2.  Present  Concepts  of  Uterine  Carcinoma 
(for  Yugoslav  Medical  Society) 

STANLEY  SVESKE,  M.D. 

St.  Vincent's  Hospital,  N.Y.C. 

3.  Deafness  and  Reconstructive  Surgery  of  the  Ear 
(for  Hungarian  Medical  Society) 

JULES  G.  WALTNER,  M.D. 

Columbia  University  P 8i  S 


December  7,  1971  and  December  14,  1971 

8:00  a.m.,  Tuesdays 

Community  Hospital  of  Brooklyn 

2525  Kings  Highway 
Booklyn 

Lectures  in  Newer  Concepts  of  Medicine 

December  7 

Review  Highlights  of  Previous  Lectures 

GEORGE  POLLACK,  M.D. 

December  14 

Pulmonary  Embolism — Diagnosis  and  Therapy 

M.  WEIN,  M.D. 


December  7 and  December  1 4 

9:00  a.m.,  Tuesdays 

New  York  Infirmary 

Stuyvesant  Square  East  and  1 5th  Street 
Toscanini  Room 

December  7 

The  Early  Diagnosis  of  Upper  G.l.  Bleeding 

HOWARD  SIEGEL,  M.D. 

New  York  Infirmary 

December  14 

New  Advances  in  Ulcerative  Colitis 

ARTHUR  LINDNER,  M.D. 

N.Y.U.  Medical  Center 

CREDIT:  C-1 


December  7,  1971  and  December  14,  1971 

10:00  a.m.,  Tuesdays 

Maimonides  Medical  Center 

4802  Tenth  Avenue 

Pediatric  Postgraduate  Conferences 

December  7 

Newborn  Abdomen  and  the  Radiologist 

PATRICIA  H.  WINCHESTER,  M.D. 

Cornell  University  Medical  College 

December  14 


November  1 5,  1971  / New  York  State  Journal  of  Medicine  2705 

WGO-3 


Immunology  of  Renal  Diseases 

KURT  LANGE,  M.D. 

New  York  Medical  College 


December  8,  1971  and  December  15,  1971 

8:30  p.m.,  Wednesdays 

American  Institute  for  Psychoanalysis 
The  Karen  Homey  Clinic  Building 

329  East  62nd  Street 
Clinical  Seminars 

THE  MANAGEMENT  OF  SEXUAL  PROBLEMS 

LEON  GOTTFRIED,  M.D. 

Applications;  HARRY  GERSHMAN,  M.D.,  Dean,  above  address. 


December  9,  1971  / December  11,  1971 

9:00  a.m.-4;30  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Medical  Center 

NEUROCHEMISTRY 

GERARD  M.  LEHRER,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $150 


December  10,  1971  / December  12,  1971 

The  American  College  of  Cardiology  in  Cooperation 
with  St.  Barnabas  Hospital,  New  York  City 

The  Americana  Hotel 

52nd  Street  and  Seventh  Avenue 

MAJOR  ADVANCES  IN  CARDIOVASCULAR 
THERAPY:  1971 

CREDIT:  C-1 

Contact:  Miss  Mary  Anne  Mclnerny,  Director,  Department  of  Con- 

tinuing Education  Programs,  American  College  of  Cardiology,  9650 
Rockville  Pike,  Bethesda,  Maryland  2001 4.  Tel.  (301 ) 530-1  600. 


MONDAY,  DECEMBER  13 

8:00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Orthopedic  Surgery 

2 East  103rd  Street 

CURRENT  CONCEPTS  IN  THE  PATHOLOGY 
OF  BONE  TUMORS 

HOWARD  D.  DORFMAN,  M.D.,  Moderator 
Hospital  for  Joint  Diseases 

1.  Chondoid  Tumors:  Some  Aspects  of 

Their  Radiopathology 

AUSTIN  D.  JOHNSTON,  M.D. 

New  York  Orthopedic  Hospital 

2.  Chondroblastoma  of  Bone.  A 
Clinicopathologic  and  Electron  Microscopic 
Study  of  25  Cases. 

ANDREW  G.  HUVOS,  M.D. 

Memorial  Hospital  for  Cancer  and  Allied  Diseases 

3.  Ultrastructure  of  Giant  Cell  Tumors  of  Bone 

GERMAN  C.  STEINER,  M.D. 

Hospital  for  Joint  Diseases  and  Medical  Center 


4.  Aneurysmal  Bone  Cyst 

PETER  G.  BULLOUGH,  M.D. 
Hospital  for  Special  Surgery 


8:30  p.m. 

Beth  Israel  Medical  Center 

1 2th  Floor  Conference  Room,  Dazian  Pavilion 
10  Nathan  D.  Perlman  Place 

Medical-Surgical-Thoracic  Conference 

THE  RISKS  OF  ISONIAZID  CHEMOPROPHYLAXIS 

LAWRENCE  SCHARER,  M.D. 

New  York  Hospital 


9:00  p.m. 

Section  on  Allergy 

Medical  Society  of  the  County  of  Kings 
and  Academy  of  Medicine  of  Brooklyn 
Downstate  Medical  Center 

450  Clarkson  Avenue 
Brooklyn 

ALLERGY  AND  EMOTIONS 

MURRAY  D.  SANGER,  M.D. 

Albert  Einstein  College  of  Medicine 

(Pre-Meeting  dinner  at  6:30  p.m.  For  reservations,  please  phone 
BU  2-0493) 


WEDNESDAY,  DECEMBER  15 

1 : 30-3 : 30  p.m. 

The  New  York  Academy  of  Medicine  Section  on 
Anesthesiology  and  Resuscitation  with  The  New 
York  State  Society  of  Anesthesiology 

2 East  103rd  Street 
Postgraduate  Assembly 

TRAUMA  AND  RESUSCITATION 

1.  Respiratory  Failure  in  Burn  Patients 

Lt.  Col.  BASIL  A.  PRUITT,  JR.,  M.C. 

San  Antonio,  Texas 

2.  Fluid  Management  in  Trauma 

JOHN  A.  COLLINS,  M.D. 

St.  Louis,  Missouri 

3.  Post-Resuscitative  Clinical  Problems 

JOHN  M.  KINNEY,  M.D. 

New  York,  N.Y. 

4.  Anesthesia  Management  During  Resuscitation 

Col.  MAX  K.  MENDENHALL,  M.C. 

San  Antonio,  Texas 


8 : 30  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Historical  Medicine 

2 East  103rd  Street 

THE  POLITICS  AND  ESTHETICS  OF  HEART 
TRANSPLANTS 

BRIAN  O’DOHERTY,  Editor 
"Art  in  America” 
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FUTURE  EVENTS 


February  1,  1972  / May  26,  1972 

9:00  a.m.-4  00  p.m.,  Mondays- Fridays 

Franch  and  Polyclinic  Medical  School  and 
Health  Center 
345  West  50fh  Street 

BASIC  SCIENCES  FOR  FOREIGN  MEDICAL 
GRADUATES  AND  QUALIFIED  STUDENTS 
PREPARING  FOR  PART  I OF  THE  NATIONAL 
BOARD  OF  MEDICAL  EXAMINERS 

For  registration,  please  contact  Office  of  the  Dean,  at  the  abave 
address  priar  ta  January  1 5,  1 972. 

February  13,  1972  / February  17,  1972 
Medical  Society  of  the  State  of  New  York 

Americana  Hotel 
New  York  City 

ANNUAL  CONVENTION 


May  8,  1972  / Moy  12,  1972 

Brooklyn  Eye  and  Ear  Hospital 

29  Greene  Avenue 

Brooklyn 

TYMPANOPLASTY  COURSE 

FEE:  $300 

For  application,  please  write  to  Mr.  Vernon  E.  Dressier,  Adminis- 
trator, above  address. 


ALBANY  AREA 


January  4,  1 972  / January  1 5,  1 972 

The  Department  of  Postgraduate  Medicine 

Albany  Medical  College 

POSTGRADUATE  MEDICAL  SEMINAR  CRUISE 

Subjects  to  be  Presented: 

1.  Cardiology 

2.  Oncology 

3.  Psychiatry 

4.  Surgery 

5.  Obstetrics  and  Gynecology 

CREDIT:  C-1 

For  information  write:  Frank  M.  Wolsey,  Jr.,  M.D. 

Department  of  Postgraduate  Medicine, 

Albany  Medical  College,  Albany,  N.Y.  12208. 


SUBSCRIPTION 

Reprints  of  "WHAT  GOES  ON"  are  available  by 
subscription  of  $3.00  per  year  (22  issues). 

Write  or  call  the  Editor  for  an  order  blank. 


BROOME  COUNTY 


December  2,  1971  and  December  9,  1971 
Charles  S.  Wilson  Memorial  Hospital 

Johnson  City 

Basic  Science  Seminars 

December  2 

To  be  announced 

JOSEPH  LUNN  and  MALCOLM  PAGE,  M.D.'s 

December  9 

Virus,  General  Properties,  Isolation 
and  Serologic  Diagnosis 
ROBERT  DOUGHERTY,  M.D. 

Conducted  by  the  Upstate  Medical  Center 
CREDIT:  AAFP 

Medical  Grand  Rounds  will  be  held  at  10:00  a.m.  preceding  each 
of  the  above  sessions. 


BUFFALO  AREA 


State  University  of  New  York  at  Buffalo 

221 1 Main  Street 
Buffalo,  N.Y.  14214 
Tel.  (716)  831-5526. 

TENTATIVE  SCHEDULE  FOR  WINTER 
SPRING  1972 

Cardiac  Clinics  and  Physical  Examination 

of  the  Cardiac  Patient 

Community  Psychiatry 

Neurology  Seminar  Day 

Gynecology  and  Obstetrics 

Medical  and  Surgical  Aspects  of  Urology 

Endocrine  Diseases 

Surgical  Aspects  of  Gastroenterology 

Anesthesiology 

Thirty-Fifth  Annual  Spring  Clinical  Days 
Refresher  Seminar  in  Pediatrics 
Child  Development 


TELEPHONE  LECTURE  NETWORK 


The  State  University  of  New  York  at  Buffalo  School  of  Medicine  pre- 
sents various  programs  via  the  facilities  of  the  Telephone  Lecture  Net- 
work of  the  Regional  Medical  Program  for  Western  New  York.  The 
Network  covers  the  counties  of  Erie,  Niagara,  Genesee,  Wyoming, 
Chautauqua,  Cattaraugus,  and  Allegany  in  New  York  State  and  Erie 
Caunty  and  McKean  County  in  the  Commonwealth  of  Pennsylvania. 

Programs  are  presented  in  five  series. 

1.  A weekly  series  of  general  interest  considered  useful  to  all  physi- 
cians presented  at  11:30  a.m.  on  Tuesdays. 

2.  The  monthly  Pediatrics  Conference  from  Children’s  Hospital  spon- 
sored by  the  Department  of  Pediotrics  and  presented  on  the  second 
Friday  of  each  month  under  the  direction  of  Thomas  Aceto,  Jr.,  M.D. 

3.  The  monthly  series  on  trauma  sponsored  by  the  Division  of  Ortho- 
pedic Surgery,  Department  of  Surgery,  and  presented  on  the  fourth 
Thursday  of  each  month  under  the  direction  of  Eugene  R.  Mindell,  M.D. 

4.  A new  monthly  series  of  Cancer  sponsored  by  the  Roswell  Park 
Memorial  Institute  and  presented  on  the  third  Wednesday  of  each 
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month  under  the  direction  of  Gerald  P.  Murphy,  M.D. 

5.  A new  series  sponsored  by  the  Buffalo  State  Hospital  to  be  pre- 
sented under  the  direction  of  Dr.  Desmond  Moleski  on  the  fourth 
Wednesday  at  1 1 :00  a.m. 

For  further  information,  please  contact  Continuing  Medical  Education, 
2211  Main  Street,  Buffalo,  N.Y.  14214.  Tel.  (71  6)  83 1 -5526. 


NASSAU  COUNTY 


December  1,  1971  / December  22,  1971 
Nassau  County  Medical  Center 

2201  Hempstead  Turnpike 
East  Meadow 

Radiology  Guest  Lectures 

December  1 

Deformities  of  the  Foot 

JOSEPH  ARCOMANO,  M.D. 

Northport  V.A.  Hospital 

December  8 

Benign  and  Malignant  Gastric  Ulcer 

DAVID  FAEGENBURG,  M.D. 

Nassau  Hospital 

December  15 
Mammography 

JAMES  DeLUCA,  M.D. 

Glen  Cove  Hospital 

December  22 
Pelvimetry 

ARTHUR  WEINBERG,  M.D. 

Peninsula  General  Hospital 


December  2,  1971  and  December  9,  1971 

11:30  a.m.  / 12:30  p.m.,  Thursdays 

Nassau  County  Medical  Center 

2201  Hempstead  Turnpike 
East  Meadow 

Pediatric  Postgraduate  Lectures 

December  2 

Renal  Tubular  Acidosis 

CHESTER  M.  ADELMANN,  M.D. 

Albert  Einstein  College  of  Medicine 

December  9 

Hyperalimentation  in  Pediatrics 

JOHN  M.  DRISCOLL,  JR.,  M.D. 

Columbio  University  P & S 


SYRACUSE  AREA 


THURSDAY,  DECEMBER  16 

1 ; 00  p.m. 

Department  of  Family  Practice 
SUNY  Upstate  Medical  Center  and 
St.  Joseph’s  Hospital  Health  Center 

Gothom  Inn — Exit  35,  New  York  Thruway 
Syracuse 

MODERN  ASPECTS  OF  GERONTOLOGY 

LEO  GITMAN,  M.D. 

Brookdale  Hospital  Center 

CREDIT:  AAFP  and  C-1 


PHYSICIANS’  PLACEMENT 


ADAMS,  N.Y.,  Jefferson  County,  needs  a Physician.  Considering  a 
Medicol  Center. 

CONTACT:  MR.  CLARENCE  SHEELEY,  P.O.  Box  128,  Adams,  N.Y. 

13605. 


AFTON,  N.Y.,  Chenango  County.  G.P.  to  share  a two-man  clinic  type 
facility  equipped  with  x-ray,  EKG. 

CONTACT:  CHARLES  H.  GRAF,  M.D.,  Afton  Medical  Building,  Afton, 

N.Y.  13730.  Tel.  (607)  639-270 1 . 


ALBANY,  N.Y.,  Albany  County.  Internist.  Opportunity  to  assist  in  de- 
velopment of  community  health  services. 

CONTACT:  PETER  BIRK,  M.D.,  Assoc.  Dir.,  Albany  Medical  College, 

Community  Medical  Care  Program,  8 Colvin  Avenue,  Albany,  N.Y. 
12208.  Tel.  (51  8)  459-7000. 


ALBION,  N.Y.,  Orleans  County,  needs  3 General  Practitioners. 

CONTACT:  EDWARD  A.  BARRETT,  M.D.,  28  Meadowbrook  Drive, 

Albion,  N.Y.  14411  Tel.  (71  6)  589-71 1 7. 


ALFRED,  N.Y.,  Allegany  County.  G.P. 

CONTACT:  ALEX  SPYRALATOS,  Alfred  Business  Association,  Inc.,  16 

So.  Main  Street,  Alfred,  N.Y.  1 4802.  Tel.  (607)  587-8268. 


AVERILL  PARK,  N.Y.,  Rensselaer  County.  General  Practitioner. 

CONTACT:  MR.  JAMES  F.  NISH,  Chairman,  Medical  Committee,  Miller 

Hill  Road,  R.D.  #2,  Averill  Park,  N.Y.  12018. 


BINGHAMTON,  N.Y.,  Broome  County.  G.P.’s,  Anesthesiologists, 
Internists,  Pediotricians,  Ophthalmologists. 

CONTACT:  CHARLES  E.  ROBBINS,  Broome  County  Medicol  Society, 

4500  Old  Vestal  Road,  Box  897,  Binghamton,  N.Y.  13902. 


BOONVILLE,  N.Y.,  Oneida  Caunty.  G.P.  for  new  three  unit  Health 
Building. 

CONTACT:  CARL  SZOT,  M.D.,  Boonville,  N.Y.  13309.  Tel.  (315) 

942-4391. 


BOSTON,  N.Y.,  Erie  County,  needs  one  or  two  G.P.’s. 

CONTACT:  MRS.  GLADYS  KOELMEL,  P.O.  Box  38,  Boston,  N.Y. 

14025. 


BROADALBIN,  N.Y.,  Fulton  County.  General  Practitioner. 

CONTACT:  MR.  ROBERT  H.  LESLIE,  Chairman,  Citizens  Cammittee  to 

Obtain  a Doctor,  R.D.  §\ , Broadalbin,  N.Y.  12025.  Tel.  (518) 
883-5120. 


BROCTON,  N.Y.,  Chautouqua  County,  wants  a General  Practitioner. 

CONTACT:  ALFRED  F.  SUNDAY,  24  Park  Street,  Brocton,  N.Y.  14716 

(Mayor) 


BROCKPORT,  N.Y.,  Monroe  County.  G.P. 

CONTACT:  MRS.  GEORGE  STACK,  40  Sweden  Hill,  Brockport,  N.Y. 

14420.  Tel.  (71  6)  637-4481. 
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Remember  how  greett 
milk  of  magnesia  tasted  ? 


Almost  as  good  as  castor  oil. 

But  now  you  can  spare  the 
taste  buds  and  spoil  the  patient  with  a 
modern  Dulcolax  tablet  or  suppository. 

And  Dulcolax  works  so 
predictably  that  the  time  of  bowel 
movement  can  be  predicted.  Tablets 
taken  at  night  usually  produce  a 
bowel  movement  the  following  morn- 
ing. Suppositories  generally  work  in 
15  minutes  to  an  hour. 


For  preoperative  prepara- 
tion, a combination  of  tablets  at  night 
and  a suppository  the  next  morning 
usually  cleans  the  bowel  thoroughly. 

Dulcolax  suppositories  may 
be  particularly  helpful  when  straining 
should  be  avoided,  as  in  postopera- 
tive care.  Keep  in  mind,  however,  that 
the  drug  is  contraindicated  in  the 
acute  surgical  abdomen. 

Dulcolax!.. it’s  predictable 

bisacodyl  nf 
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Fifth  Annual  Symposium  on 

MEDICAL  ASPECTS  OF  SPORTS 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York 
Committee  on  Medical  Aspects  of  Sports 

Saturday,  February  12,  1972  9:00  a.m.  to  5:00  p.m. 

Americana  Hotel,  New  York  City 

Registration — 8:30  a.m.,  Georgian  Foyer  (No  Registration  Fee) 

9:00  a.m.  Greetings:  George  Himler,  M.D.,  President  Medical  Society  of  the  State  of  New  York;  Thomas  Sheldon,  Ph.D., 

Deputy  Commissioner,  State  Education  Dept. 

DRUG  ABUSE  AND  DRUGS  IN  SPORTS — Georgian  Ballroom  A 
Program — -Morning  Session — 9:00  a.m. 

Moderator,  Max  Novich,  M.D.,  Orthopedic  Surgeon,  Perth  Amboy,  N.J. 

9:15-11:00  a.m. 

1.  BASIC  PHARMACOLOGY  OF  COMMONLY  ABUSED  DRUGS 

Harold  Borgstedt,  M.D.,  Assoc.  Prof,  of  Pharmacology,  University  of  Rochester 

2.  CARE  AND  TREATMENT  IN  DRUG  ABUSE  CASES 

Leonard  L.  Heimoff,  M.D.,  Clin.  Assoc.  Prof,  of  Medicine,  Cornell  University  Medical  College 

3.  DRUG  ABUSE  IN  SPORTS 

Fred  L.  Allman,  Jr.,  M.D.,  Team  Physician,  Georgia  Institute  of  Technology 

11:00  a.m.  FILM:  WHAT  DID  YOU  TAKE?  Discussion  by  Donald  C.  Walker,  Asst.  Dir.,  Office  of  Medical  Manpower,  N.Y.  State 
Dept,  of  Health 


GIRLS  PROGRAM — Georgian  Ballroom  B 

11:00  a.m.  Health  Aspects — Medical  Views  on  Girls  Interscholastic  Sports.  Moderator,  Lewis  C.  Obourn,  Chairman,  Safety 
12:30  p.m.  Committee  NYSPHSAA 

Greetings:  Thomas  Sheldon,  Ph.D.,  Deputy  Commissioner,  State  Education  Dept. 

1.  MEDICAL  VIEWS  ON  GIRLS’  INTERSCHOLASTIC  SPORTS 

Thomas  E.  Shaffer,  M.D.,  Prof,  of  Pediatrics,  Ohio  State  University  College  of  Medicine 

2.  PSYCHOLOGICAL  ASPECTS — CONSIDERATION  OF  FEMALE  COMPETITIONS 
Dorothy  V.  Harris,  Ph.D.,  Pennsylvania  State  University 

3.  FUTURE  OF  GIRLS’  SPORTS  IN  NEW  YORK  STATE 

Katherine  Ley,  Ph.D.,  Past  Chmn.,  Commission  on  Intercollegiate  Athletics  for  Women,  State  University  of  New  York 
at  Cortland 

11:15  a.m.  CLINICAL  DEMONSTRATIONS — Versailles  Terrace 

12:30  p.m.  Coordinator,  Joseph  N.  Abraham,  Ph.D.,  Dir.  of  Physical  Education,  Hobart  College,  Geneva 
John  Dziegiel,  Trainer,  New  York  Giants  Pro  Football  Team 
John  Kundson,  Trainer,  Wagner  College  Athletic  Teams 
Fritz  Massansan,  Trainer,  New  York  Nets  Pro  Basketball 
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12:30  p.m.  LUNCHEON — Royal  Ballroom  A and  B.  Toastmaster,  Ralph  S.  Emerson,  M.D.,  Chairman,  Committee  on  Medical 
Aspects  of  Sports;  Guest  Speaker,  Richard  Forzano,  Head  Coach,  United  States  Naval  Academy 

2:00  p.m.  Scientific  Program — Georgian  Ballroom  A 

Moderator,  Alexius  Rachun,  M.D.,  Team  Physician,  Cornell  University 

1.  HOWS  AND  WHYS  OF  INJURIES 

James  M.  Robey,  Ph.D.,  University  of  North  Carolina 

2.  THE  SUBLUXATING  SHOULDER  IN  ATHLETES 

Anthony  De  Palma,  M.D.,  Dir.,  of  Orthopedic  Surgery,  New  Jersey  College  of  Medicine  <&  Dentistry 

3.  CARDIOVASCULAR  AND  CARDIORESPIRATORY  HEALTH 
Nicholas  Alexiou,  M.D.,  N.Y.  State  Department  of  Health 

4.  WEIGHT  CONTROL — all  year  round  conditioning  & training  of  athletes 
Thomas  De  Lorme,  Jr.,  M.D.,  Harvard  University 


GIRLS  PROGRAM — Georgian  Ballroom  B 

2:00-3:30  p.m.  Moderator,  Miss  Rita  Eichenger,  Chairman,  State  Comm,  for  Girls’  Athletic  Activities,  N.Y.S.P.H.S.A.A. 

1.  TEAM  SPORTS 

Miss  Iris  Carnell,  President-elect,  AWPENYS,  Assoc.,  Prof.  Ithaca  College 

2.  THE  INDIVIDUAL  SPORTS 

Mrs.  Lura  Wilson,  Past  President,  AWPENYS 

3.  GYMNASTICS 

Mrs.  Muriel  Grossfeld,  U.S.  Women’s  Gymnastic  Olympic  Team,  1956,  I960,  1964 

4.  TRACK  AND  FIELD 

Nell  C.  Jackson,  Ph.D..  Coach,  U.S.  Girls  Olympic  Track  Team 
PANEL — QUESTION  AND  ANSWER  PERIOD 

Chairman,  Joseph  Abraham,  Ph.D.,  U.S.  Olympic  Trainer,  Womens  Gym  and  Volleyball  Team 

Panelists:  Thomas  E.  Shaffer,  M.D.,  Prof,  of  Pediatrics,  Ohio  State  University  College  of  Medicine;  Katherine  Ley, 
Ph.D.,  State  University  of  New  York  at  Cortland;  Muriel  D.  Grossfeld,  Coach,  Olympic  Womens’  Gymnastic  Team 

3:30  p.m.  REPEAT  CLINICAL  DEMONSTRATION — Versailles  Terrace 


Send  Reservation  Form  to: 

Ralph  S.  Emerson,  M.D.,  Chairman 
Committee  on  Medical  Aspects  of  Sports 
Medical  Society  of  the  State  of  New  York 
420  Lakeville  Rd.,  Lake  Success,  N.Y.  11040 

I will  □ attend  the  Symposium  I will  □ will  not  □ attend  the  luncheon 

Please  reserve tickets  for  the  luncheon  at  $5.00  per  person 

Name 

(please  print) 

Address 

street 


City  State  zip 

Make  check  payable  to:  Medical  Society  of  the  State  of  New  York 
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Scientific  Articles 

2743  Human  Renal  Allotransplants;  Correlation  of  acute  and  chronic  histologic 
alterations  with  endocrine  function — a new  syndrome? 

Gerald  P.  Murphy,  M.D.,  D.Sc.,  E.  A.,  Mirand,  M.D.,  Ph.D.,  D.Sc.,  J.  F.  Gaeta,  M.D., 
and  H.  W.  Weber,  M.D. 

2747  Pneumococcal  Meningitis  at  Harlem  Hospital 

Ralph  W.  Richter,  M.D.,  F.A.C.P.,  and  John  C.  M.  Brust,  M.D. 

2755  Intestinal  Parasites  of  Dogs  and  Cats;  In  Schenectady  County 

TwittyJ.  Styles,  Ph.D.,  and  Dana  S.  Evans,  M.S. 

2758  Screening  of  Newborn  Infants  for  Hip  Disease 
JohnS.  Forrest,  M.D. 

Clinicopathologic  Conference 

2760  Nodules  and  Ulceration  of  Skin  with  Heart  Disease 
Beekman-Downtown  Hospital 

Nutrition  Reports 

2770  Drug-Induced  Deficiency  of  B Vitamins 
Daphne  A.  Roe,  M.D. 

Electrocardiograms  of  the  Month 

2779  Electrocardiograms  of  the  Month 

Ira  L.  Rubin,  M.D.,  and  Julian  Frieden,  M.D.,  Editors 

Case  Reports 

2781  Diagnosis  of  Renal-Cell  Carcinoma;  Is  renal  arteriography  the  answer? 

Datta  G.  Wagle,  M.D.,  and  David  R.  Seal,  M.D. 

2784  Toxic  Epidermal  Necrolysis;  Association  with  a pathogenic  staphylococcus 
Donalds.  Waldorf,  M.D.,  F.A.C.P.,  and  Irwin  Damiger,  M.D. 

2786  Benign  Chondroblastoma  with  Soft-Tissue  Recurrence 

Iliromu  Shoji,  M.D.,  and  Theodore  R.  Miller,  M.D. 

2790  Multiple  Peripheral  Emboli  Originating  from  Left  Ventricular  Thrombus 

William  J.  Scarpa,  M.D.,  Robert  E.  Wolf,  M.D.,  and  Joseph  Schluger,  M.D. 

continued  on  page  2714 
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SUSTAINED 
RELEASE 
VITAMIN  C 

CEVI-BID 


I 

THE  500  mg.  CAPSULE 


CEVI-BID  releases  Vitamin  C through  its  unique  micro-dialysis 
process  at  a continuous,  smooth,  predictable  rate  for  a 24  hour  period 
on  b.i.d.  dosage  — dependent  only  on  the  presence  of  fluid  in 
the  g.  i.  tract,  and  independent  of  pH  or  other  variables. 

CEVI-BID  avoids  the  “peak  and  valley”  blood  levels  usually 
obtained  from  t.i.d.  dosage  of  Vitamin  C tablets. 

Prescribe  CEVI-BID,  the  500  mg.  sustained-release  Vitamin  C 
capsule  whenever  Vitamin  C is  indicated. 

Samples  on  Request 
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choose  the  topicals 
that  jjivc  your  patient- 


^ broad  antibacterial  activity  against 
susceptible  skin  invaders 
"fc’  low  allergenic  risk— prompt  clinical  response 


Special  Petrolatum  Base 

Neosporiif  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only. 

Mmishin;^  Cream  Base 

Neosporin-G  Oet|m 

(polymyxin  B-neomydn-gramicidin)  ' 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000  | 

units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base);  ; 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  J 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene  | 

polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25%  | 
methyl  paraben  as  preservative. 

In  tubes  of  15  g. 


I 


NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in » 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Approj 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medii 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  These  products  are  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


iate 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Officers 


Medical  Society  of 
the  State  of  New  York 


George  Himler,  M.D.,  New  York 
Walter  Scott  Walls,  M.D.,  Erie 
Edward  Siegel,  M.D.,  Clinton 
John  Edward  Lowry,  M.  D.,  Queens 
Carl  Goldmark,  Jr.,  M.D.,  New  York 
Joseph  G.  Zimring,  M.D.,  Nassau 
Thomas  F.  McCarthy,  M.D.,  Bronx 
Albert  M.  Schwartz,  M.D.,  New  York 
George  T.  C.  Way,  M.D.,  Dutchess 
Samuel  Wagreich,  M.D.,  Bronx 


President 

Past-President 

President-Elect 

Vice-President 

Secretary 

Assistant  Secretary 
Treasurer 

Assistant  Treasurer 

Speaker 

Vice-Speaker 


Councilors 

Term  Expires  1972 
Lynn  R.  Callin,  M.D.,  Monroe 
Richard  D.  Eberle,  M.D.,  Onondaga 
Warren  A.  Lapp,  M.D.,  Kings 
Bernard  J.  Pisani,  M.D.,  New  York 

Term  Expires  1973 
John  H.  Carter,  M.D.,  Albany 
George  L.  Collins,  Jr.,  M.D.,  Erie 
Paul  M.  DeLuca,  M.D.,  Broome 
Ralph  S.  Emerson,  M.D.,  Nassau 

Term  Expires  1974 
G.  Rehmi  Denton,  M.D.,  Albany 
Arthur  H.  Diedrick,  M.D.,  Westchester 
Albert  H.  Douglas,  M.D.,  Queens 
Milton  Gordon,  M.D.,  Suffolk 

Trustees 

James  M.  Blake,  M.D.,  Schenectady,  Chairman 
Milton  Helpern,  M.D.,  New  York 
Walter  Scott  Walls,  M.D.,  Erie 
Edward  C.  Hughes,  M.D.,  Onondaga 
Walter  T.  Heldmann,  M.D.,  Richmond 
Joseph  J.  Kaufman,  M.D.,  Wayne 
C.  Stewart  Wallace,  M.D.,  Tompkins 

The  Council  is  composed  of  the  officers,  the  council- 
ors, and  the  chairman  of  the  Board  of  Trustees. 


Headquarters  Staff 

420  Lakeville  Road,  Lake  Success,  New  York  11040 
Tel.  516  488-6100 
Henry  I.  Fineberg,  M.D., 

Executive  Vice-President 

J.  Richard  Burns,  J.D., 

Assistant  Executive  Vice-President 
Director,  Business  Division 
George  W.  Forrest,  Jr.,  Assistant  to  the 

Executive  Vice-President 
Gretchen  Wunsch,  Executive  Assistant 

William  Hammond,  M.D.,  Director, 

Division  of  Scientific  Publications 
Editor,  New 'York  State  Journal  of  Medicine 
Norman  S.  Moore,  M.D.,  Director, 

Division  of  Scientific  Activities 
Max  N.  Howard,  M.D.,  Director, 

Division  of  Medical  Services 
Guy  D.  Beaumont,  Director, 

Division  of  Public  Affairs 
Samuel  Z.  Freedman,  M.D.,  Director, 

Division  of  Standards  of  Medical  Care 
Harry  D.  Kruse,  M.D.,  Director, 

Division  of  Research  and  Planning 

Legal  Counsel 

Martin,  Clearwater  and  Bell, 

William  F.  Martin,  Esq.,  Counsel 

Robert  J.  Bell,  Esq.,  Attorney 

355  Lexington  Avenue,  New  York,  New  York 

10017 

Tel:  212  OXford  7-3122 

Donald  J.  Eager,  Esq.,  Upstate  Representative 
847  James  Street,  Syracuse,  New  York  13203 

Tel:  315  472-6674 

Authorized  Indemnity  Representative 

Frank  W.  Appleton,  2 Park  Avenue,  New  York, 
New  York  10016  Tel:  212  MUrray  Hill  4-3211 


2716  New  York  State  Journal  of  Medicine  / December  1 , 1 971 


i 


Abstracts 


Murphy,  G.  P.,  Mirand,  E.  A.,  Gaeta,  J.  F.,  and 
Weber,  H.  W.:  Human  renal  allotransplants;  correla- 

tion of  acute  and  chronic  histologic  alterations  with  en- 
docrine function — a new  syndrome?  New  York  State 
J.  Med.  71:  2743  (Dec.  1)  1971. 

In  a study  of  27  patients  who  underwent  renal  allo- 
transplants, correlations  were  made  between  early  and 
late  histologic  changes  in  the  transplanted  kidney,  and 
further  correlated  with  endocrine  function.  Leukocy- 
tosis as  detected  in  the  glomeruli  did  not  accurately 
correlate  with  acute  rejection,  degree  of  tissue-type 
match,  or  the  cytotoxic  antibodies.  However,  an  ap- 
parently new  syndrome  consisting  of  glomerular  fibro- 
sis, hypertension,  and  erythropoietin  elevations  was 
found  in  several  patients. 

Richter,  R.  W.,  and  Brust,  J.  C.  M.:  Pneumococcal 
meningitis  at  Harlem  Hospital,  New  York  State  J. 
Med.  71:  2747  (Dec.  1)  1971. 

In  a study  of  62  patients  with  pneumococcal  meningi- 
tis admitted  to  Harlem  Hospital  over  a six-year  period, 
the  mortality  rate  was  found  to  be  47  per  cent  and  the 
sequelae  rate  18  per  cent.  Delayed  admission  with  ad- 
vanced stages  of  disease  was  the  most  important  cause  of 
these  high  rates.  The  use  of  ampicillin  versus  penicillin 
and  of  steroids  in  comatose  patients  is  discussed.  Early 
diagnosis  remains  crucial  to  the  successful  treatment  of 
this  disease. 


Styles,  T.  J.,  and  Evans,  D.  S.:  Intestinal  parasites  of 
dogs  and  cats;  In  Schenectady  County,  New  York  State 
J.  Med.  71:  2755  (Dec.  1)  1971. 

Visceral  larval  migrans  syndrome,  occurring  primarily 
in  toddlers  as  a result  of  ingestion  of  embryonated  eggs 
of  Toxocara  canis  and  Toxocara  cati,  is  frequently  en- 
countered in  general  practice.  Tbe  syndrome  is  char- 
acterized by  hepatomegaly,  marked  eosinophilia,  and 
transitory  pulmonary  eosinopbilia  infiltration.  A sur- 
vey made  in  Schenectady  County  reveals  that  a reservoir 
of  infection  exists  in  dogs  infected  with  T.  Canis  and 
other  intestinal  parasites.  Such  surveys  are  important 
in  alerting  physicians,  veterinarians,  and  public  health 
officers  that  this  condition  exists  in  the  community. 
All  dogs  should  be  screened  for  parasites  and  ova  prior 
to  placing  them  in  homes  where  young  children  are 
present. 

Forrest,  J.  S.:  Screening  of  newborn  infants  for  hip 

disease.  New  York  State  J.  Med.  71:  2758  (Dec.  1) 
1971. 

A program  for  the  early  detection  of  hip  disease  in  the 
newborn  infant,  adaptable  particularly  to  community 
hospitals  lacking  house  staff,  is  outlined.  The  screening 
procedure  is  carried  out  by  nurses  specifically  trained  in 
the  early  signs  of  congenital  subluxation  and  disloca- 
tion of  the  hip.  With  early  detection  and  treatment,  in- 
fants with  congenital  hip  disorders  will  finish  the  course 
of  therapy  at  the  age  of  three  months  rather  than  start 
treatment  at  that  time  as  in  the  past. 
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An  epidemic  that's  striking  home... 

gonorrhea 

There  were  close  to  50,000  reported  cases  of 
gonorrhea  in  the  Empire  State  last  year... 
about  75  percent  of  them  in  New  York  City  alone 


in  iNew  York... and  everywhere  else 
a new  alternative 


^bkin 


single-dose  treatment  for 
intramuscular  use  only 

a chemically  distinct  antibiotic  indicated  specifically 
for  treatment  of  acute  gonorrhea: 

in  the  male-acute  urethritis  and  proctitis 
in  the  female-acute  cervicitis  and  proctitis 
when  due  to  susceptible  strains  of  N.  gonorrhoeae 


High  cure  rate:*  96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria  for  diagnosis 

and  cure  are  defined  on  page  3 of  advertisement). 

Assurance  of  a single-dose,  physician-controlled 
treatment  schedule 

No  allergic  reactions  occurred  in  patients  with 
an  alleged  history  of  penicillin  sensitivity 
when  treated  with  Trobicin,  although  penicillin 
antibody  studies  were  not  performed 
Active  against  most  strains  of 
Neisseria  gonorrhoeae  in  vitro  (M.LC.  75-20  mcg/ml) 

A single  two-gram  injection  produces  peak  serum 
concentrations  averaging  about  100  mcg/ml  in 
one  hour  (average  serum  concentrations  of  15  mcg/ml 
present  8 hours  after  dosing). 

‘Data  compiled  from  reports  ot  14  investigators. 

NOTE;  Antibiotics  used  in  high  doses  for  short  periods  ot  time 
to  treat  gonorrhea  may  mask  or  delay  the  symptoms  ot  incubating 
syphilis.  Since  the  treatment  ot  syphilis  demands  prolonged 
therapy  with  any  effective  antibiotic,  and  since  Trobicin  is  not  indicated 
in  the  treatment  ot  syphilis,  patients  being  treated  tor  gonorrhea 
should  be  closely  observed  clinically.  Monthly  serological  tollow-up 
tor  at  least  3 months  should  be  instituted  it  the  diagnosis  ot 
syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously 
tound  hypersensitive  to  it. 

For  tull  prescribing  information,  including  contraindications,  warnings 
and  precautions,  please  see  last  page  ot  this  advertisement. 


Irobkin  and  the  gonorrhea  challenge 


An  accelerating  epidemic— 
a decelerating  susceptibility  to  penicillin 

Gonorrhea  is  now  the  most  prevalent  reported  communica- 
ble disease  in  the  nation.  The  estimated  number  of  new  cases 
of  gonorrhea  in  the  United  States  exceeded  two  million  for 
the  first  time  in  1970.  To  compound  the  problems,  strains  of 
N.  gonorrhoeae  increasingly  resistant  to  penicillin  and  other 
antibiotics  are  appearing  throughout  the  country.  Schedules 
of  treatment  which  were  effective  only  a few  years  ago  now 
result  in  a significant  percentage  of  treatment  failure.  In  vitro 
studies  have  demonstrated  that  resistance  of  N.  gonorrhoeae 
may  also  develop  to  Trobicin. 

Thus,  while  aqueous  Procaine  Penicillin  G remains  the  drug 
of  choice  for  the  majority  of  patients,  the  need  for  a non- 
penicillin, intramuscular  antibiotic  for  acute  gonorrhea  in 
the  male  and  female  is  abundantly  clear.  Such  an  antibiotic 
should  be  effective  following  a single  intramuscular  injection 
—and  it  should  not  demonstrate  cross-resistance  with  penicillin 
Trobicin— a new  alternative  specifically 
for  the  treatment  of  acute  gonorrhea 
Trobicin  is  indicated  in  the  treatment  of  acute  gonorrheal 
urethritis  and  proctitis  in  the  male  and  acute  gonorrheal  cer- 
vicitis and  proctitis  in  the  female  when  due  to  susceptible 
strains  of  N.  gonorrhoeae. 

High  cure  rates: 

96%  of  571  males,  95%  of  294  females 


No  allergic  reactions  occurred  in  patients  with  an 
alleged  history  of  penicillin  hypersensitivity  when 
treated  with  Trobicin,  although  penicillin  antibody 
studies  were  not  performed. 

Chemically  distinct 

Trobicin  is  structurally  not  related  to  any  other  antibiotic 
commonly  used  to  treat  gonorrhea. 

The  assurance  of  a single-dose, 
physician-controlled  treatment  schedule 

Intramuscular  injections  should  be  made  deep  into  the  upper 
outer  quadrant  of  the  gluteal  muscle. 

Adult  male:  Single  2 gram  dose  I.M.  in  acute  gonorrheal 
urethritis.Single  4 gram  dose  I.M.  (should  be  divided  between 
two  gluteal  injection  sites)  in  gonorrheal  proctitis  and  in 
patients  being  re-treated  after  failure  of  previous  antibiotic 
therapy.  In  geographic  areas  where  antibiotic  resistance  is 
known  to  be  prevalent,  initial  treatment  with  4 grams  intra- 
muscularly is  preferred. 

Adult  female;  Single 4 gram  dose  I.M.  (should  be  divided  be- 
tween two  gluteal  injection  sites)  in  acute  gonorrheal  cer- 
vicitis and  proctitis. 

Safety  for  use  in  pregnancy  has  not  been  established,  nor  has 
safety  for  use  in  infants  and  children. 


Clinical  Results  with  Single-Dose  Treatment,  lntramuscularly*(Data  compiled  from  reports  of  14  investigators**) 


Dosage 

Number  of  Patients 

Number  Cured 

Percent  Cured 

Adult  Males:  Gonorrheal  urethritis 

2 grams 

475 

457 

96% 

4 grams 

96 

93 

97% 

Adult  Females:  Gonorrheal  cervicitis 

4 grams 

294 

280 

95% 

Diagnosis  was  confirmed  by  cultural  identification  of  N.  gon- 
orrhoeae on  Thayer-Martin  medium  in  all  patients.  Criteria 
for  cure:  negative  culture  after  at  least  2 days  post-treatment 
in  males  and  at  least  7 days  post-treatment  in  females.  Any 
positive  culture  obtained  post-treatment  was  considered  evi- 
dence of  treatment  failure  even  though  the  follow-up  period 
might  have  been  less  than  the  periods  cited  above  under 
"criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely. 
Such  cases  were  judged  to  be  reinfections  rather  than  re- 
lapses or  failures.  These  cases  were  regarded  as  non-evalu- 
atable  and  were  not  included  in  the  table  above. 


The  following  reactions  were  observed  during  the  single- 
dose clinical  trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  normal 
human  volunteers,  the  following  were  noted:  a decrease  in 
hemoglobin,  hematocrit  and  creatinine  clearance;  elevation 
of  alkaline  phosphatase,  BUN  and  SGPT  In  single  and  mul- 
tiple-dose studies  in  normal  volunteers,  a reduction  in  urine 
output  was  noted.  Extensive  renal  function  studies  demon- 
strated no  consistent  changes  indicative  of  renal  toxicity. 

*4.gram  doses  were  injected  in  two  gluteal  sites. 
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a chemically  distinct  antibiotic  indicated 
specifically  for  treatment  of 

acute  gonorrheal  urethritis  and  proctitis  in  males 

and  cervicitis  and  proctitis  in  females 

when  due  to  susceptible  strains  of  N.  gonorrhoeae 


new 


liwicin 


PENIAHYDRATE,  UPJOHN 


single-dose  treatment  for  intramuscular  use  only 


Sterile  Trobicin® 

(spectinomycin  dihydrochloride  penta- 
hydrate)— For  Intramuscular  injection: 

2 gm  vials  containing  5 ml  when  reconsti- 
tuted with  diluent.  4 gm  vials  containing 
10  ml  when  reconstituted  with  diluent. 

An  aminocyclitol  antibiotic  active  in  vitro 
against  most  strains  of  Neisseria  gonor- 
rhoeae (MIC  7.5  to  20  mcg/ml).  Defini- 
tive in  vitro  studies  have  shown  no  cross 
resistance  of  N.  gonorrhoeae  between 
Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethri- 
tis and  proctitis  in  the  male  and  acute 
gonorrheal  cervicitis  and  proctitis  in  the 
female  when  due  to  susceptible  strains 
of  N.  gonorrhoeae. 

Contraindications:  Contraindicated  in 
patients  previously  found  hypersensitive 
to  Trobicin.  Not  indicated  for  the  treat- 
ment of  syphilis. 

Warnings:  Antibiotics  used  to  treat  gon- 
orrhea may  mask  or  delay  the  symp- 
toms of  incubating  syphilis.  Patients 
should  be  carefully  examined  and 
monthly  serological  follow-up  for  at  least 

3 months  should  be  instituted  if  the  diag- 
nosis of  syphilis  is  suspected. 

Safety  for  use  in  infants,  children  and 
pregnant  women  has  not  been  estab- 
lished. 


Precautions:  The  usual  precautions 
should  be  observed  with  atopic  individ- 
uals. Clinical  effectiveness  should  be 
monitored  to  detect  evidence  of  devel- 
opment of  resistance  of  N.  gonorrhoeae. 

Adverse  reactions:  The  following  re- 
actions were  observed  during  the  single- 
dose  clinical  trials:  soreness  at  the  in|ec- 
tion  site,  urticaria,  dizziness,  nausea, 
chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  toler- 
ance studies  in  normal  human  volun- 
teers, the  following  were  noted:  a de- 
crease in  hemoglobin,  hematocrit  and 
creatinine  clearance,-  elevation  of  alka- 
line phosphatase,  BUN  and  SGPT  In 
single  and  multiple-dose  studies  in  nor- 
mal volunteers,  a reduction  in  urine  out- 
put was  noted.  Extensive  renal  function 
studies  demonstrated  no  consistent 
changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep 
at  25°C  and  use  within  24  hours  after 
reconstitution  with  diluent. 

A/la/e  — single  2 gram  dose  (5  ml)  intra- 
muscularly. Patients  with  gonorrheal 
proctitis  and  patients  being  re-treated 
after  failure  of  previous  antibiotic  ther- 
apy should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  re- 


sistance IS  known  to  be  prevalent,  initial 
treatment  with  4 grams  (10  ml)  intramus- 
cularly is  preferred. 

Female—  single  4 gram  dose  (10  ml)  in- 
tramuscularly. 

How  supplied:  Vials,  2 and  4 grams 
— with  ampoule  of  Bacteriostatic  Water 
for  Injection  with  Benzyl  Alcohol  0.9% 
wjv.  Reconstitution  yields  5 and  10  ml 
respectively  with  a concentration  of  spec- 
tinomycin dihydrochloride  pentahydrate 
equivalent  to  400  mg  spectinomycin  per 
ml.  For  intramuscular  use  only. 

Susceptibility  Powder  — for  testing  in 
vitro  susceptibility  of  N.  gonorrhoeae. 

Human  pharmacology:  Rapidly  ab- 
sorbed after  intramuscular  injection.  A 
two-gram  injection  produces  peak  serum 
concentrations  averaging  about  100 
mcg/ml  at  one  hour  with  15  mcg/ml  at 
8 hours.  A four-gram  injection  produces 
peak  serum  concentrations  averaging 
160  mcg/ml  at  two  hours  with  31  meg/ 
ml  at  8 hours. 

For  additional  product  information,  see 
your  Upjohn  representative  or  consult 
the  package  insert.  meo-b-i-s(iwbi 


Up)ohn 
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Abstracts  in  Interlmgua 


Murphy,  G.  P.,  Mirand,  E.  A.,  Gaeta,  J.  F.,  e Weber, 

H.  W.:  Allotransplantes  renal  human;  correlation  inter 
le  alterationes  histologic  acute  e chronic  e le  function 
endocrin — Un  syndrome  nove?,  New  York  State  J. 
Med.  71:  2743  (1  de  Decembre)  1971. 

In  un  studio  con  27  patientes  con  allotransplantes 
renal,  esseva  facite  correlationes  inter  le  cambios  his- 
tologic temprane  e tardive  in  le  ren  transplantate  e,  de- 
post,  con  le  function  endocrin.  Le  leukocytosis  presente 
in  le  glomerulos  non  correlate  exactemente  con  le  rejec- 
tion acute,  le  grado  de  compatibilitate  del  texitos  o 
le  anticorpores  cytotoxic.  Nonobstante,  un  apparente 
nove  syndrome  consistente  in  fibrosis  glomerulari,  hy- 
pertension, e elevationes  del  erythropoitina  esseva  tro- 
vate  in  varie  patientes. 


Richter,  R.  W.,  e Brust,  J.  C.  M.:  Meningitis  pneu- 
mococal  in  le  Hospital  de  Harlem,  New  York  State  J. 
Med.  71:  2747  (1  de  Decembre)  1971. 

In  un  studio  de  62  patientes  con  meningitis  pneumo- 
cocal  hospitalisate  in  le  Hospital  de  Harlem  (New  York) 
durante  un  periodo  de  sex  annos,  esseva  trovate  que  le 
indice  de  mortalitate  esseva  de  47  pro  cento,  e le  de  se- 
quelae de  18  pro  cento.  Le  hospitalisation  tardive, 
quando  le  morbo  es  avantiate,  esseva  le  plus  importante 
causa  de  istes  elevate  indices.  Le  uso  del  ampicillina 
in  vice  le  penicillina  e del  steroides  in  patientes  coma- 
tose es  discutite.  Le  diagnose  temprane  persiste  le 
elemento  crucial  per  le  tractamento  successose  de  iste 
morbo. 


Styles,  T.  J.,  e Evans,  D.  S .:  Parasitos  intestinal  de 
canes  e cattos;  in  le  Contate  Schenectady,  New  York 
State  J.  Med.  71:  2755  (1  de  Decembre)  1971. 

Le  syndrome  visceral  per  larva  migrans,  existente 
primarimente  in  pueros  parve  que  non  ambula  totevia 
e debite  al  ingestion  de  ovos  embrionate  de  Toxocara 
canis  e Toxocara  cati,  es  frequentemente  observate  in 
le  practica  general.  Le  syndrome  es  characterisate  per 
hepatomegalia,  eosinophilia  marcate,  e infiltration 
eosinophilic  pulmonari  transitori.  Un  studio  facite  in 
le  Contate  Schenectady  revelava  que  le  reservoir  del 
infestation  es  le  canes  infectate  con  T.  canis  e altere 
parasitos  intestinal.  Studios  de  iste  typo  es  importante 
pro  adverter  al  medicos,  veterinarios  e le  officiales  del 
salubritate  Public  que  iste  morbo  existe  in  le  communi- 
tate.  Omne  canes  debe  esser  studiate  per  le  discoperta 
de  parasitos  e ovos  ante  de  locar  illos  in  casas  in  que  vive 
pueros  parve. 

Forrest,  J.  S.:  Selection  de  infantes  neonatos  pro 

diagnose  de  morbo  coxal.  New  York  State  J.  Med. 
71:  2758  (1  de  Decembre)  1971. 

Un  programma  de  detection  temprane  del  morbo 
coxal  in  neonatos,  adaptabile  particularmente  al  hos- 
pitales  del  communitates  sin  personal  proprie,  es  de- 
scribite.  Le  procedimento  selective  es  conducite  per 
nurses  trainate  in  le  signos  temprane  del  dislocamentos 
e subluxationes  congenite  del  coxa.  Mediante  le  detec- 
tion e tractamento  premature,  le  infantes  con  morbo 
coxal  congenite  finira  le  curso  therapeutic  al  tres  menses 
de  etate  in  vice  de  commenciar  le  tractamento  a iste 
etate  como  in  le  tempore  pasate. 
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. . . that  call  for  strong  medicine 
. . .the  kinds  that  potent  DRIXORAL  is  reserved  for. 
(Noses  under  1 2 years  of  age 
aren't  eligible.)  For  the  adult  case  of 
nasal/sinus  congestion: 
a tablet  for  the  day  keeps  congestion  away, 
a tablet  at  night,  sleeper's  delight. 


i 


brand  of  dexbrompheniramine  maleate  6 mg.  and  d-isoephedrine  sulfate  1 20  mg. 

The  round-the-clock  orol  deconge/tont 


Clinical  Considerations:  Indications:  DRIXORAL  is  indicated  for  round-the- 
clock  relief  of  symptoms  of  upper  respiratory  mucosol  congestion  in  seosonai 
and  perennial  nasal  allergies,  acute  rhinitis  and  rhinosinusitis,  and  eustachian 
tube  blockage. 

Contraindications:  DRIXORAL  should  not  be  given  to  children  under  12  years 
of  age.  DRIXORAL  should  not  be  administered  to  pregnant  women  or  nursing 
mothers  until  the  safety  of  this  preparation  for  use  during  gestation  and  lacta- 
tion is  established.  The  preparation  is  contraindicated  also  in  patients  with 
severe  hypertension  and  coronary  artery  disease.  Warnings:  As  in  the  case  of 
other  preparotions  containing  centrai  nervous  system  acting  drugs,  patients 
receiving  DRIXORAL  should  be  cautioned  about  possible  additive  effects  with 
olcohol  and  other  central  nervous  system  depressants  (hypnotics,  sedatives, 
tronquilizers).  For  the  some  reason  they  should  be  cautioned  against  hazardous 
occupations  requiring  compiete  mental  alertness  such  as  operating  machinery 


or  driving  a motor  vehicle.  Precautions;  Isoephedrine-containing  preparations 
should  be  used  with  caution  in  the  presence  of:  hypertension;  coronary  ortery 
disease;  any  other  cardiovascular  disease;  glaucoma;  prostatic  hypertrophy; 
hyperthyroidism;  diabetes.  Adverse  Reactions:  The  physician  shouid  be  alert 
to  the  possibility  of  all  possible  adverse  reactions  which  have  been  observed 
with  sympathomimetic  and  antihistaminic  drugs.  These  inciude:  drowsiness; 
confusion;  restlessness;  nausea;  vomiting,-  drug  rash;  vertigo;  paipitation; 
anorexia;  dizziness;  dysuria  due  to  vesicle  sphincter  spasm;  headache,-  in- 
somnia,- anxiety;  tension;  weakness;  tachycardia;  angina;  sweating;  blood 
pressure  elevation;  mydriasis,-  gastric  distress;  abdominal  cramps;  central  ner- 
vous system  stimulation,-  circulatory  collapse.  For  more  complete  details,  con- 
sult package  insert  or  Schering  literature  available  from  your  Schering 
Representative  or  Medical  Services  Department,  Schering  Corporation, 
Union,  New  Jersey  07083.  sch  zest 
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Embargo  on  overseas  mail  aiiecXs  Journal 

The  longshoreman’s  strike  has  caused  an  embargo  to 
be  placed  on  overseas  mail.  Our  printing  company  has 
notified  us  that  they  have  not  been  permitted  to  deliver 
any  foreign  mail  to  the  post  office  facilities.  Since  pub- 
lications are  classified  as  “nonpreferential”  mail,  and 
subject  to  the  embargo,  our  foreign  subscribers  are  ex- 
periencing delays  in  receiving  the  Journal. 

All  military  mail,  international  airmail,  air  parcel 
post,  and  all  mail,  both  surface  and  air,  for  Canada, 
Mexico,  Hawaii,  Alaska,  Puerto  Rico,  Virgin  Islands, 
Canal  Zone,  Guam,  and  the  Trust  Territories  will  be 
accepted  and  delivered. 

Department  of  family  practice  established 
at  Downstate  Medical  Center 

The  following  five  practicing  family  physicians  rep- 
resenting all  the  boroughs  of  New  York  City  have  been 
named  to  an  advisory  panel  on  curriculum  for  the  new 
Department  of  Family  Practice  at  State  University  of 
New  York  Downstate  Medical  Center. 

Alan  L.  Goldberg,  M.D.,  past  president  of  the  Bronx 
County  Chapter  of  the  New  York  State  Academy  of 
Family  Physicians,  and  president-elect  of  the  Bronx 
County  Medical  Society; 

Adrian  C.  Lamos,  M.D.,  past  president  of  the  Kings 
County  Chapter  of  the  Academy  of  Family  Physicians, 
and  treasurer  of  The  Medical  Society  of  the  County  of 
Kings; 

Sydney  L.  Lang,  M.D.,  past  president,  Richmond 
County  Chapter  of  the  Academy  of  Family  Physicians; 

Joseph  A.  Pincus,  M.D.,  past  president.  New  York 
County  Chapter  of  the  Academy  of  Family  Physicians; 

Burton  F.  Salpeter,  M.D.,  chairman.  Department 
of  Family  Practice,  Peninsula  General  Hospital, 
Queens  County. 

Downstate’s  Department  of  Family  Practice,  estab- 
lished last  summer  and  scheduled  to  be  in  full  operation 
by  the  fall  of  1972,  is  currently  the  only  such  department 
in  any  of  the  City’s  seven  medical  schools.  Charles  M. 
Plotz,  M.D.,  chairman  of  the  department,  said  the  panel 
members  would  provide  advice  and  establish  liaison 
between  the  medical  center  and  other  practicing  family 
physicians  in  the  community. 

Family  Practice  became  an  approved  specialty  of  tbe 
American  Medical  Association  in  1969  with  the  estab- 
lishment of  the  American  Board  of  Family  Practice. 
The  AM  A urged  medical  schools  to  develop  programs  for 
the  education  of  family  physicians,  and  the  New  York 
State  Legislature  passed  the  Cook-Conklin  bill  in  1969 
requiring  all  State-supported  medical  schools  to  provide 
facilities  to  train  students  for  the  general  practice  of 
medicine. 

The  family  physician  differs  from  the  vanishing  gen- 
eral practitioner,  who  never  had  AMA  board  certifica- 
Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


tion,  in  that  he  may  be  a specialist  in  his  chosen  area, 
such  as  pediatrics  or  internal  medicine.  However,  he 
treats  his  patients  within  the  family  context,  assuming 
responsibility  for  their  comprehensive  and  continuous 
health  care. 

N.Y.C.  Health  Department  seeks 
ophthalmologists 

The  New  York  City  Health  Department  needs  oph- 
thalmologists to  work  in  its  children’s  eye  clinics.  They 
may  be  either  recent  graduates  or  those  with  more  ex- 
perience. The  salary  ranges  from  $33.25  per  session  for 
recent  graduates  to  $37  per  session  (two  and  one-half 
hours)  for  those  with  longer  experience.  Longevity  in- 
crements are  granted  after  five  years  or  1,000  sessions. 
In  addition,  substantial  vacation  and  sick-leave  benefits 
are  added.  Those  employed  by  the  department  have  the 
opportunity  of  joining  the  New  York  City  Pension  Sys- 
tem with  important  insurance  and  retirement  benefits. 

The  eye  clinics  have  been  in  operation  for  many  years 
giving  an  important  service  to  the  pediatric  population. 
They  also  serve  as  a referral  source  for  patients  requiring 
medical  and  surgical  eye  care. 

Those  interested  are  to  contact  Irwin  J.  Cohen,  M.D., 
coordinator,  eye  program.  Bureau  for  Handicapped 
Children,  350  Broadway,  New  York,  New  York  10013. 
The  telephone  number  is  566-6008. 

Date  for  family  practice  certification 
examination  announced 

The  American  Board  of  Family  Practice  announces 
that  it  will  give  its  next  examination  for  certification  in 
various  centers  throughout  the  United  States  over  a two- 
day  period,  on  April  29  and  30,  1972. 

For  further  information  contact  Nicholas  J.  Pisacano, 
M.D.,  secretary,  American  Board  of  Family  Practice, 
Inc.,  University  of  Kentucky  Medical  Center,  annex 
number  2,  room  229,  Lexington  Kentucky  40506. 

The  deadline  for  receiving  completed  application  in 
the  Board  office  is  February  1,  1972. 

Clinical  Center  to  study 
untreated  lymphomas 

The  cooperation  of  physicians  is  requested  in  the  re- 
ferral of  patients  with  lymphoma  for  clinical  study  and 
treatment  by  the  Radiation  Branch  of  the  National  Can- 
cer Institute  at  the  Clinical  Center,  National  Institutes 
of  Health,  Bethesda,  Maryland. 

Of  particular  interest  are  previously  untreated  pa- 
tients with  either  lymphosarcoma  or  reticulum-cell 
sarcoma,  hut  selected  patients  with  Hodgkin’s  disease 
will  also  be  accepted.  Patients  with  all  stages  of  disease 
are  suitable  for  admission.  On  completion  of  treatment, 
patients  will  be  returned  to  the  care  of  the  referring  phy- 
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Medical  Meetings 


Course  in  electrodiagnosis  of 
neuromuscular  diseases 

The  Department  of  Rehabilitation  Medicine  of  the 
New  York  University  Sch(X)l  of  Medicine,  will  offer  a full- 
time course  in  “Clinical  Klectrodiagnosis  of  Neuromus- 
cular Diseases,”  on  December  6 to  8. 

This  course  will  present  the  basic  principles  underly- 
ing electromyography  and  nerve  stimulation  studies  to 
the  physician  or  Ph.D.  planning  to  specialize  in  clinical 
neurophysiology,  as  well  as  to  the  allied  group  of  physi- 
cians who  rely  on  the  results  as  an  aid  in  diagnosis — the 
neurologist,  neurosurgeon,  orthopedist,  physiatrist,  and 
others.  No  prior  training  will  be  assumed.  The  sys- 
tematic correlation  of  laboratory  observations  with 
clinical  diagnoses  will  be  stressed. 

The  curriculum  will  include;  neuromuscular  physi- 
ology and  pathology;  basic  requirements  of  instrumenta- 
tion systems  in  detecting  and  recording  of  bioelectric 
potentials;  the  study  of  evoked  muscle  and  nerve  action 
potentials  in  response  to  stimulation  of  peripheral  motor 
and /or  sensory  nerves;  and  averaging  of  low-level  signals, 
frequency  analysis,  signal  integration,  and  multielec- 
trode studies. 

A tuition  fee  of  $150  is  payable  when  submitting  ap- 
plication. For  further  information  contact  Joseph  Good- 
gold,  M.D.,  professor  of  rehabilitation  medicine.  Insti- 
tute of  Rehabilitation  Medicine,  RR221,  400  East  34th 
Street,  New  York,  New  York  10016. 

Osteopenia  topic  of  course 

The  Visiting  Scientist  Seminar,  sponsored  by  the  De- 
partment of  Medicine,  Downstate  Medical  Center,  is  to 
be  held  on  December  14,  at  1:00  P.M.  at  the  Basic  Sci- 
ences Building,  450  Clarkson  Avenue,  Brooklyn,  New 
York.  Guest  lecturer  will  be  Louis  V.  Avioli,  M.D.,  pro- 
fessor of  Medicine,  The  University  of  Washington  School 
of  Medicine,  on  the  topic,  “The  Genesis  of  Anticon- 
vulsant-Induced Osteopenia.” 

Sickle-cell  disease  topic  of  lecture 

The  R.  Janet  Watson  Hematology  Lecture,  sponsored 
by  the  Department  of  Medicine  of  the  Downstate  Medi- 
cal Center,  will  be  held  on  December  20,  at  1:00  P.M., 
in  the  fourth  floor  lecture  hall,  Basic  Sciences  Building, 
450  Clarkson  Avenue,  Brooklyn,  New  York. 

Guest  lecturer  will  be  Peter  N.  Gillette,  professor.  De- 
partment of  Endocrine  Physiology,  Rockefeller  Univer- 
sity, New  York  City,  on  “Cyanate  and  Sickle-Cell  Dis- 
ease.” 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Still  serving... 


Miltown’ 

(meprobamate) 

WALLACE  PHARMACEUTICALS 
Cranbury,  N.J.  08512 


Facts^^ 

about 

Toridine  IM. 

jL/  cephaloridine 


Facts  about  activity 

Loridine  is  indicated  in  the  treatment  of  serious  infections 
of  the  respiratory  tract,  genito-urinary  tract,  bones  and 
joints,  bloodstream,  soft  tissue,  and  skin  due  to 
susceptible  strains  of  the  organisms  listed  below.*  It  is 
active  against  the  following  organisms  in  vitro: 
Beta-hemolytic  and  other  streptococci  (many  strains  of 
enterococci,  e.g..  Streptococcus 
faecalis,  are  relatively  resistant) 
Staphylococci,  both  coagulase- 
positive  and  coagulase-negative 
(some  strains  of  staphylococci 
are  resistant  to  cephaloridine) 
Pneumococci 
Gonococci 

Hemophilus  influenzae 
Escherichia  coli  and  other 
conform  bacteria 
Klebsiella 
Proteus  mirabilis 

Loridine  also  has  demonstrated 
activity  against  Treponema  pallidum 
in  experimental  syphilis  studies  in 
animals. 

All  tested  strains  of  group  A streptococci,  pneumococci, 
and  penicillin-G  susceptible  staphylococci  are  susceptible 
to  Loridine.  However,  some  strains  of  penicillinase- 
producing  staphylococci  are  resistant  in  vitro  to 
concentrations  of  Loridine  that  can  be  achieved  in  the 
serum.  The  majority  of  strains  of  H.  influenzae, 

Pr.  mirabilis,  Esch.  coli,  and  Klebsiella  are  also 
susceptible  in  vitro. 

Pseudomonas  organisms  are  resistant  to  Loridine, 
as  are  most  indole-producing  Proteus  species  and 
motile  Aerobacter  species. 

Loridine  is  indicated  in  the  treatment  of  gonorrhea  when  penicillin 
is  not  considered  the  drug  of  choice. 


Facts  about  dosage 

In  adults,  most  infections  of  moderate  severity 
caused  by  susceptible  organisms  respond  to  Loridine 
in  dosages  ranging  from  500  mg.  to  1 Gm.  every 
eight  hours  (1.5  to  3 Gm.  daily).  This  use  of  lower 
dosages  helps  prevent  drug  accumulation.  The  more 
susceptible  infections  have  been  treated  with  250  to 
500  mg.  every  eight  hours. 


Mean  Serum  Cephaloridine  Concentrations  after  I.M.  Administration  of 
Single  Doses  (250  mg.  to  1 Gm.)  to  Normal  Human  Volunteers  (Six  to 
Eighteen  Sub/ects  per  Group).  (Modified  from  Currie,  J.  P.:  Cephalori- 
dine: Pharmacology  and  Toxicology,  Postgrad.  M.  J.,  43  [Supplement]; 
22,  1967.) 

Peak  serum  levels  have  been  noted  with  Loridine  within 
one- ha  If  to  one  hour  following  I.M.  injection.  The  mean 
peak  serum  levels  obtained  in  normal  subjects  one  hour 
after  a 500-mg.  I.M.  dose  ranged  from  12  to  22  meg. 
per  ml.  in  separate  studies.  Administration  every  six  to 
eight  hours  permits  adequate  concentrations  to  be 
maintained.  In  order  to  avoid  excessive  serum  levels 
(which  could  possibly  result  in  damage  to  the  kidney 
tubules),  recommended  dosages  should  not  be  exceeded. 
In  adult  patients  without  azotemia  who  have  mildly 
reduced  renal  function  manifested  by  slight  to  moderate, 
transient,  or  persistent  reduction  of  urinary  output  or 
by  creatinine  clearances  of  60  to  90  ml.  per  minute,  the 
maximum  recommended  dosage  is  1 Gm . every  twelve 
hours  during  the  period  of  reduced  function. 
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Facts  about  administration 

The  following  guidelines  for  therapy  with 
Loridine  are  recommended. 

Before  Administration  of  Loridine 

1.  Establish  susceptibility 

of  the  pathogen.  '' 

2.  Determine  patient's  renal 

status:  Loridine  is  contraindicated  1^.  • 
in  azotemia. 

During  Administration  of  Loridine 

1.  Maintain  proper 
hydration. 

2.  Monitor  renal  status 
—urinalyses,  urinary 
output,  BUN,  and  or 
serum  creatinine. 

3.  Use  cautiously  with 
other  potentially 
nephrotoxic  drugs. 

4.  Because  nephrotoxicity 
has  been  reported,  limit 
dosage  to  4 Gm.  daily  for 
adults  (100  mg.  per  Kg. 
for  children— not  to  exceed  adult  dosage). 
Usual  adult  dosage  range:  1 to  3 Gm.  daily. 


5.  In  patients  with  impaired  renal  function  before 
treatment,  reduce  daily  dosage  and  keep  them  under 
close  observation  for  changes  in  function.  In 
nonazotemic  patients  with  mildly  reduced  renal  function 
manifested  by  slight  to  moderate,  transient,  or 
persistent  reduction  of  urinary  output  or  by  creatinine 
clearances  of  60  to  90  ml.  per  minute,  the  maximum 
recommended  dosage  (adults)  is  1 Gm.  every  twelve 
hours  during  the  period  of  reduced  function. 

6.  In  patients  who  develop  impaired  renal  function  or 
whose  preexisting  impairment  becomes  worse  during 
treatment,  discontinue  therapy. 

Since  Loridine  is  relatively  painless  on  I.M.  injection, 
it  is  well  accepted  by  patients. 

There  is  clinical  and  laboratory  evidence  of  partial 
cross-allergenicity  of  the  penicillins  and  the 
cephalosporins:  therefore,  Loridine  should  be  used  with 
great  caution  in  patients  with  known  penicillin  allergy. 
Instances  of  patients  who  have  had  severe  reactions 
to  both  drugs,  including  death  from  anaphylaxis, 
have  been  reported. 


f Igridine  I.M. 

* ^cephaloridine 


101553 

(Please  turn  page  for  prescribing  information.) 
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Actions:  All  tested  strains  of  group  A 
streptococci,  pneumococci,  and  penicillin- 
G-susceptible  staphylococci  are  suscepti- 
ble to  Loridine®  (cephaloridine,  Lilly). 
However,  some  strains  of  penicillinase- 
producing  staphylococci  are  resistant  in 
vitro  to  concentrations  of  Loridine  that  can 
be  achieved  in  the  serum.  The  majority  of 
strains  of  Hemophilus  influenzae,  Proteus 
mirabilis,  Escherichia  coli,  and  Klebsiella 
are  also  susceptible  in  vitro. 

Pseudomonas  organisms  are  resistant 
to  Loridine,  as  are  most  indole-producing 
Proteus  species  and  motile  Aerobacter 
species. 

Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints, 
bloodstream,  soft  tissue,  and  skin  due  to 
susceptible  strains  of  the  organisms  listed 
above;  in  early  syphilis  when  penicillin 
may  be  contraindicated  (see  Warnings  in 
regard  to  cross-sensitivity  with  penicillin); 
and  in  gonorrhea  when  penicillin  is  not 
considered  the  drug  of  choice. 

Loridine  should  not  be  used  until  cul- 
ture and  sensitivity  tests  show  that  the 
organism  is  susceptible  to  its  action  and 
until  renal  status  of  the  patient  has  been 
determined.  For  this  reason,  the  drug 
should  not  normally  be  used  to  initiate 
therapy.  Culture  and  sensitivity  tests  are 
not  feasible  for  patients  with  syphilis; 
results  of  such  tests  are  usually  not  avail- 
able before  antibiotic  treatment  of  gonor- 
rhea is  given. 

Contraindications:  Azotemia.  Hypersensi- 
tivity to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly 
absorbed  from  the  gastro-intestinal  tract 
and  should  be  given  only  by  injection. 
Because  of  slower  excretion  in  patients 
with  impaired  renal  function,  their  total 
daily  dosage  should  be  proportionately  less 
than  that  for  persons  with  normal  renal 
function. 

Warnings:  in  penicillin-sensitive  patients, 

CEPHALOSPORIN  C DERIVATIVES  SHOULD  BE 
USED  WITH  GREAT  CAUTION.  THERE  IS  CLINI- 
CAL AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS 
AND  THE  CEPHALOSPORINS.  INSTANCES  OF 
PATIENTS  WHO  HAVE  HAD  SEVERE  REACTIONS 
TO  BOTH  DRUGS,  INCLUDING  DEATH  FROM 
ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages 
above  4 Gm.  daily  (see  Adverse  Reac- 
tions), recommended  doses  should  not  be 
exceeded.  Patients  with  known  or  sus- 
pected impairment  of  renal  function 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hos- 
pitalized. If  impaired  renal  function  devel- 
ops during  therapy,  cephaloridine  should 
be  discontinued.  Cephaloridine  should  not 
be  used  in  patients  with  azotemia.  When 
renal  impairment  is  present,  use  the  drug 
with  caution  and  reduce  the  dose.  Casts 
in  the  urine,  proteinuria,  falling  urinary 
output,  or  a rising  BUN  or  serum  creatinine 
may  indicate  impairment  of  renal  function. 
Give  cephaloridine  cautiously  when  it  is 
used  with  other  antibiotics  having  nephro- 
toxic potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti- 
biotics are  not  recommended. 


In  infections  due  to  beta-hemolytic 
streptococci,  continue  antibiotic  therapy 
for  at  least  ten  days  to  prevent  the  possible 
occurrence  of  rheumatic  fever  or  glomer- 
ulonephritis in  susceptible  patients.  In 
gonorrhea,  patients  with  suspected  con- 
comitant syphilis  should  have  dark-field 
examinations  of  all  suspect  lesions  before 
treatment  and  monthly  serologic  tests  for 
a minimum  of  three  months.  Indicated 
surgical  procedures  should  be  performed. 

Superinfections  may  develop  with  or- 
ganisms not  in  the  spectrum  of  Loridine, 
particularly  Pseudomonas.  These  can  be 
recognized  by  clinical  observation  and  by 
means  of  appropriate  cultures.  If  they  oc- 
cur, take  proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and 
infants  under  one  month  of  age  has  not 
been  established,  cephaloridine  in  these 
patients  is  not  recommended. 

A few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures 
when  antiglobulin  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received 
Loridine  before  parturition,  a positive 
Coombs  test  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling's  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy- 
sis paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and 
itching  without  discernible  skin  changes 
have  been  observed  in  about  3 percent  of 
patients.  Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given 
Loridine  without  difficulty.  Approximately  1 
percent  of  patients  treated  with  Loridine 
have  had  a rise  in  eosinophil  count.  Eosin- 
ophilia  reached  10  percent  in  about  half  of 
these.  A few  instances  of  drug  fever  have 
been  reported. 

A few  cases  of  leukopenia  have  been 
reported.  Elevations  of  transaminase  were 
observed  in  a small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in 
a single  determination  when  other  param- 
eters of  liver  function  were  normal,  and 
only  rarely  was  a level  of  100  units  reached. 
In  a few  cases,  similar  elevations  of  alka- 
line phosphatase  were  found.  The  signif- 
icance of  these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2 Gm.  cephaloridine 
intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic- 
ulocyte count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to 
administration  of  Loridine.  However,  all 
of  five  nonazotemic  patients  with  chronic 
bacteriuria  who  had  careful  renal  function 
evaluation  before  and  after  a ten-day 
course  of  cephaloridine  in  dosages  of  2 
Gm.  per  day  developed  impairment  in  free 
water  clearance. 

Severe,  acute  renal  failure,  in  some 
cases  terminating  in  death,  has  occurred 


in  a small  number  of  patients.  The  pos- 
sibility of  this  complication  seems  to  be 
greater  in  seriously  ill  patients  given  more 
than  recommended  doses.  Acute  tubular 
necrosis  has  been  found  in  affected  pa- 
tients coming  to  autopsy.  Rare  cases  of 
nausea  and  vomiting  have  occurred.  Pain 
in  association  with  intramuscular  injection 
was  noted  in  less  than  3 percent  of  pa- 
tients. In  only  one  patient  in  a series  of 
623  was  the  route  changed  on  this  account. 
Phlebitis  at  the  site  of  intravenous  injec- 
tion has  been  rare. 

Administration  and  Dosage:  Important- 
Before  administering  Loridine,  see  pack- 
age insert  for  details  on  dilution. 

Intramuscular  Injection  — Lor\d\ne  is 
usually  injected  into  a large  muscle  mass. 

The  usual  adult  dosage  for  many  infec- 
tions of  moderate  severity  is  500  mg.  to 
1 Gm.  three  times  a day  at  equally  spaced 
intervals.  Milder  and  more  susceptible 
infections  have  been  treated  with  250  to 
500  mg.  given  two  or  three  times  a day. 
More  severe  infections  may  be  treated 
with  500  mg.  to  1 Gm.  four  times  a day. 

A single  2-Gm.  dose  is  recommended  for  , 
the  treatment  of  acute  gonorrhea.  Early 
syphilis  may  be  treated  with  500  mg.  to  1 
Gm.  daily  for  ten  to  fourteen  days. 

Although  some  clinical  experience  with 
high  doses  for  life-threatening  conditions 
has  been  reported,  it  has  been  shown  that  ' 
excessive  dosages  (above  4 Gm.  daily) 
may  cause  serious  nephrotoxic  reactions. 
For  this  reason,  Keflin®  (sodium  cephalo- 
thin, Lilly)  may  be  preferred  when  doses 
larger  than  4 Gm.  daily  are  considered  for 
life-threatening  situations.  If  more  than  2 
Gm.  of  cephaloridine  is  injected  daily,  the 
patient  should  be  under  close  clinical 
observation  for  changes  in  renal  function 
or  be  hospitalized.  In  addition,  reduced 
dosage  should  be  employed  in  patients 
with  known  or  suspected  renal  impairment. 

In  children,  a daily  total  of  30  to  50 
mg.  per  Kg.  (15  to  25  mg.  per  pound)  of 
body  weight,  given  in  divided  doses,  has 
been  found  effective  for  mild  to  moder- 
ately severe  infections.  A daily  total  of  100 
mg.  per  Kg.  (50  mg.  per  pound)  of  body 
weight  (not  to  exceed  recommended  adult 
doses)  may  be  needed  for  very  severe 
infections. 

Intravenous  Injection— \r\  the  presence, 
of  extremely  serious  infections  (such  as. 
bacteremia)  or  when  any  infection  seems 
overwhelming,  intravenous  administration 
may  be  indicated. 

Total  daily  dosages  are  the  same  as  with 
intramuscular  injection.  For  very  suscep- 
tible organisms,  500  mg.  to  1.5  Gm.  per 
day  may  suffice;  for  less  susceptible 
organisms  and  for  serious  infections,  2 to 
4 Gm.  per  day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cepha- 
loridine, Lilly),  500  mg.,  5-ml.  size, 
rubber-stoppered;  1 Gm.,  10-ml.  size, 
rubber-stoppered  1082 1&9J  I 


Additional  information 
available  to  the  profession 
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Eli  Lilly  and  Company 
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sician  who  will  receive  a summary  of  the  findings. 

Physicians  interested  in  having  their  patients  con- 
sidered for  admission  to  these  studies  are  to  contact 
Ralph  E.  Johnson,  M.D.,  Clinical  Center,  Room  B.JB- 
38,  National  Institutes  of  Health,  Bethesda,  Maryland 
20014.  The  telephone  number  is  301-496-5457. 

New  test  offered  for  detection 
of  carriers  of  Tay-Sachs  disease 

The  Isaac  Albert  Research  Institute  of  the  Kingsbrcwk 
Jewish  Medical  Center  and  the  Birth  Defects  Center  for 
Lipidoses  of  the  Institute,  are  sponsoring  a joint  program 
with  Downstate  Medical  Center,  which  will  make  avail- 
able a simple  test  for  the  detection  of  carriers  and  infants 
with  Tay-Sachs  disease.  This  is  the  only  organization  in 
the  metropolitan  area  which  offers  this  service  to  po- 
tential carriers  of  Tay-Sachs  disease. 

Tay-Sachs  disease  is  an  inherited  fatal  disorder  which 
originated  from  a genetic  mutation  which  occurred  more 
than  500  years  ago  among  Eastern  European  (Ashkenazi) 
Jews.  One  out  of  30  Ashkenazi"  Jews  are  carriers  of  the 
defective,  or  recessive,  Tay-Sachs  gene,  as  compared 
with  1 in  300  among  the  non-Jewish  population. 

Concerned  couples  of  child-bearing  age,  especially 
Ashkenazi  Jews,  may  avail  themselves  of  this  servdce  by 
contacting  Bruno  W.  Volk,  M.D.,  or  Larry  Schenck, 
M.D.,  at  Kingsbrook  Jewish  Medical  Center,  Rutland 
Road  and  East  49th  Street,  Brooklyn,  New  York  11203. 
The  telephone  number  is  756-9700,  extension  224  or  285. 

American  Physicians  Art  Association 

Physicians  are  invited  to  become  members  of  the 
American  Physicians  Art  Association,  a national  non- 
profit organization  which  is  dedicated  to  furthering  art 
interests  of  the  medical  profession;  to  broadening  the 
physician’s  knowledge  and  appreciation  of  the  past  and 
present;  to  stimulating  physician-artists  to  produce 
works  of  art  in  the  fields  of  painting,  sculpture,  pho- 
tography, graphic  arts,  design,  and  creative  crafts;  to 
holding  a national  annual  exhibition  of  physicians’  art 
works;  and  to  stimulating  regional  art  exhibitions  of 
physicians’  works  at  local,  state,  and  specialty  meetings. 

An  art  exhibit  is  held  annually  in  conjunction  with  the 
annual  meeting  of  the  American  Medical  Association. 
The  Association  has  a membership  which  extends 
throughout  the  United  States,  Canada,  and  Latin  Amer- 
ica. Every  state  in  the  union  is  represented  through  a 
regional  director.  The  Association  hopes  to  establish  a 
central  photographic  archive  of  its  members’  art  works, 
to  be  used  for  year-round  press  and  magazine  publicity 
in  the  physicians’  home  towns,  as  well  as  nationally. 

Physicians  do  not  necessarily  have  to  be  currently  en- 
gaged in  any  art  activity  to  become  a member.  Support 
is  welcomed  from  anyone  interested  in  furthering  phy- 
sicians’ art  in  America,  since  the  organization  is  totally 


supported  by  its  members  and  friends.  The  types  of 
membership  are  as  follows: 


Life  sponsor 

$200 

Sponsor 

30 

Regular 

15 

A.ssociate 

5 

(for  medical  students, 
interns,  and  residents) 

For  further  information,  please  contact  A.  M.  Gott- 
lieb, M.D.,  president,  3801  Miranda  Avenue,  Palo  Alto, 
California  94304. 

Albion  O.  Bernstein.  M.D. 

Award  announced 

The  Medical  Society  of  the  State  of  New  York  an- 
nounces the  opening  of  competition  for  the  1972  Albion 
O.  Bernstein,  M.D.  Award.  The  national  award  is  given 
to  a physician,  surgeon,  or  scientist  who  has  made  a 
widely  beneficial  scientific  discovery  in  medicine,  sur- 
gery, or  prevention  of  disease. 

The  award,  comprising  $1,500  and  an  appropriate 
scroll,  will  be  presented  at  the  Annual  Convention  of  the 
Medical  Society  of  the  State  of  New  York,  to  be  held  on 
February  13  through  17,  1972.  It  was  created  by  tbe  late 
Morris  J.  Bernstein,  of  New  York  City,  in  memory  of  his 
physician-son  who  died  in  an  accident  while  answering  a 
hospital  call  on  November  23,  1940. 

The  award  was  presented  in  1971  to  Ludwig  Gross, 
M.D.,  for  his  pioneering  studies  of  virus-induced  leu- 
kemia in  mammals. 

Nominations  will  be  accepted  until  December  31, 
1971,  by  the  Awards  Committee,  Medical  Society  of  the 
State  of  New  York,  420  Lakeville  Road,  Lake  Success, 
New  York  11040.  The  committee  is  chaired  by  Alfred 
A.  Angrist,  M.D.,  professor  of  pathology,  Albert  Ein- 
stein College  of  Medicine  of  Yeshiva  University. 

Personalities 

Elected.  Edward  H.  Ahrens,  Jr.,  M.D.,  as  first  holder  of 
the  Hilda  Altschul  Master  Professorship  in  Medicine, 
Cornell  Medical  Center  . . . Clarence  Dennis,  M.D.,  pro- 
fessor of  surgery,  Downstate  Medical  Center,  as  vice- 
president  of  the  North  American  Chapter  of  the  Inter- 
national Society  of  Surgery. 

Appointed.  Sister  Evelyn  M.  Schneider,  formerly 
mother  general  of  the  Sisters  of  Charity  of  New  York,  as 
executive  director  of  St.  Vincent’s  Hospital  and  Medical 
Center  . . . Allen  D.  Spiegel,  M.D.,  associate  professor 
of  environmental  medicine  and  community  health, 
Downstate  Medical  Center,  to  the  editorial  advisory 
board  of  The  Nation's  Health. 

Retired.  Richard  H.  Lyons,  M.D.,  coordinator  of  the 
Central  New  York  Regional  Medical  Program,  effective 
November  1. 
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420  Lexington  Avenue  • New  York,  N.  Y.  10017  • (212)  686-4250 
MEMBERSHIP  APPLICATION  □ RENEWAL  APPLICATION  □ 

(Please  Print) 

Name  Profession 

Street  City  State 

Annual  Dues  To:  Signature 

Make  check  for  $10.00  payable  to  the 
New  York  State  Association  of  the  Professions,  Inc. 

Fill  out  this  Application  Form 
Tear  out  and  mail 


MEMBERS  OF  SOCIETY  URGED  TO  JOIN  NYSAP 

The  New  York  State  Association  of  the  Professions  Inc.,  incorporated  under  the  membership  corporation 
law  of  the  State  of  New  York  in  January  1962,  is  composed  of  the  following  professional  societies: 

New  York  State  Association  of  Architects 

Dental  Society  of  the  State  of  New  York 

New  York  State  Society  of  Professional  Engineers 

Medical  Society  of  the  State  of  New  York 

Pharmaceutical  Society  of  the  State  of  New  York 

New  York  State  Veterinary  Medical  Society 

New  York  State  Society  of  Certified  Public  Accountants 

Representing  a potential  strength  of  over  110,000,  the  aims  and  purposes  of  the  Association  are: 

1.  To  protect  and  advance  the  common  interests  of  the  professions 

2.  To  encourage  participation  by  the  professions  in  programs  designed  to  advance  professional  ideals 
and  welfare 

3.  To  safeguard  the  public  interest  by  preventing  encroachments  on  professional  practice  by  unqualified 
persons  or  organizations 

4.  To  promote  better  understanding  among  the  professions 

5.  To  foster  the  highest  standards  of  ethics  and  professional  conduct 

6.  To  prepare  materials  and  conduct  programs  aimed  at  interesting  young  people  in  the  opportunities 
and  rewards  of  a professional  career 

The  New  York  State  Association  of  Professions,  through  its  committees  on  Education,  Public  Relations, 
Professional  Conduct  and  Ethics,  Publications,  Business  Techniques  and  Services  and  Legislation,  has 
been  of  vast  assistance  to  the  seven  member  professions  and  excellent  rapport  and  liaison  has  always  been 
evident. 

If  you  have  not  as  yet  applied  for  membership  we  urge  you  to  do  so  today. 
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Carl  Goldmark,  Jr.,  M.D. 

Henry  I.  Fineberg,  M.D. 

M.S.S.N.Y.  Representatives  to  N.Y.S.A.P. 


Books  Reuieiued 


i Beyond  the  Couch.  Dialogues  in  Teaching  and 
) I^earning  Psychoanalysis  in  Groups.  By  Alexander 
I Wolf,  M.D.,  Emanuel  K.  Schwartz,  Fh.D.,  Gerald  J.  Mc- 
Carty, Ph.D.,  and  Irving  A.  Goldberg,  Ph.D.  Octavo  of 
364  pages.  New  York,  Science  House,  Inc.,  1970.  Cloth, 

I $12.50. 

I This  book  consists  mainly  of  transcriptions  of  tele- 
phoned discussions  between  two  trainees  (McCarty  and 
Goldberg)  in  Seattle  and  two  training  analysts  (Wolf 
and  Schwartz)  in  New  York  from  1961  to  1965.  The  bulk 
of  the  material  comes  from  Schwartz  and  Goldberg. 
Many  areas  of  group  treatment  are  discussed. 

A striking  aspect  at  the  beginning  of  the  book  is  the 
delineation  of  the  cultural  and  socioeconomic  aspects  of 
selection  of  patients  and  the  part  this  plays  in  a Alexan- 
der Wolf’s  psychoanalysis  in  groups. 

It  is  clear  from  these  discussions  that  what  the  super- 
vising discussants  mean  by  psychoanalysis  in  groups  is 
a specific  kind  of  group  treatment.  If  some  transcrip- 
tions of  the  actual  therapy  sessions  had  been  included, 
this  book  would  have  been  a more  representative  portrait 
of  psychoanalysis  in  groups.  It  is  recommended  reading 
for  students  of  psychotherapeutic  treatment  in  groups. 
It  could  be  extremely  useful  as  a book  to  be  discussed  at 
a reading  seminar.  Edward  L.  Pinney,  Jr.,  M.D. 


The  Practice  of  Family  Medicine.  Edited  by  David 
F.  Coulter,  M.D.,  and  Derek  J.  Llewellyn,  L.R.C.P.  Oc- 
tavo of  415  pages,  illustrated.  Baltimore,  The  Williams 
& Wilkins  Company,  1971.  Cloth,  $12.75. 

The  editors  and  the  several  contributors  are  members 
of  the  Royal  College  of  General  Practicioners,  a designa- 
tion which  has  been  retained  in  Britain  while  our  Ameri- 
can counterpart  has  been  renamed  “Family  Practice.” 
Hardly  more  than  half  the  contents  of  this  small  compact 
volume  is  devoted  to  an  attempt  to  review,  very  super- 
ficially, the  entire  spectrum  of  family  practice;  medi- 
cine, surgery,  and  obstetrics.  The  title  is  somewhat  mis- 
leading and  should  be  supplemented  to  read  “The  Prac- 
tice of  Family  Medicine  under  the  National  Health  Ser- 
vice Act”  as  was  instituted  in  Britain  in  1948.  “This 
book  is  intended  primarily  for  new  entrants  into  general 
medical  practice,  particularly  the  trainee  assistant,” 
which  explains  why  it  is  replete  with  the  recurrent  ad- 
monition “hospitalize”  or  “specialist  referral  is  re- 
quired.” 

The  remaining  half  of  the  text  is  devoted  to  the  ori- 
gins, development,  administrative  structure,  procedural 
regulations,  and  implementation  of  the  Health  Service 
Act,  all  of  which  is  irrelevant  to  practice  in  America. 
Except  as  a study  in  medical  socioeconomics,  depicting 
the  nightmare  we  have  avoided  by  hewing  to  our  free 
enterprise  system,  there  is  little  to  interest  the  Ameri- 
can physician.  Milton  B.  Spiegel,  M.D. 
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acid  per  day  and  who  are  inadequately  treated  with 
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Book  Notes 


An  Atlas  of  The  Ultrastructure  of  Human  Skin.  De- 
velopment, Differentiation,  and  Post-natal  Features. 

By  A.  S.  Breathnach,  M.Sc.,  M.D.  Folio  of  398  pages, 
illustrated.  Baltimore,  Maryland,  The  Williams  & 
Wilkins  Company,  1971.  Cloth,  $43.25. 

This  volume  deals  with  human  skin  exclusively.  In  con- 
fining the  presentation  to  human  skin,  the  author’s  in- 
tention has  been  to  provide  as  comprehensive  a picture 
as  possible  of  its  fine  structure  for  those  primarily  in- 
terested therein.  All  of  the  micrographs  presented  have 
been  obtained  from  material  processed  and  stained  by 
standard  methods  in  common  use. 

The  Thyroid.  A Fundamental  and  Clinical  Text. 

Third  edition.  Edited  by  Sidney  C.  Werner,  M.D.,  and 
Sidney  H.  Ingbar,  M.D.  Quarto  of  944  pages,  illus- 
trated. New  York,  Harper  & Row,  Publishers.  1971. 
Cloth,  $33.50. 

This  new  edition  preserves  the  general  format  of  the 
first  two  editions.  Part  I comprises  the  information 
from  the  basic  sciences  necessary  for  an  understanding 
of  the  normal  structure  and  functioning  of  the  gland. 
Part  II  is  concerned  with  laboratory  procedures,  and 
clinical  material  is  presented  in  Parts  III  and  IV. 

Clinical  Disorders  of  Iron  Metabolism.  Second 
edition,  revised  and  expanded.  By  Virgil  F.  Fairbanks, 
M.D.,  John  L.  Fahey,  M.D.,  and  Ernest  Beutler,  M.D. 
Octavo  of  486  pages,  illustrated.  New  York,  Grune  & 
Stratton,  Inc.,  1971.  Cloth,  $25. 

The  purpose  of  this  book  is  to  bring  together  some  of 
the  vast  store  of  knowledge  concerning  this  element  for 
the  use  of  the  student,  the  resident,  and  the  practicing 
physician.  Extensive  bibliographies  are  included. 

Williams  Obstetrics.  Fourteenth  edition.  By  Louis 
M.  Heilman,  M.D.,  and  Jack  A.  Pritchard,  M.D.,  with 
the  collaboration  of  Ralph  M.  Wynn,  M.D.  Quarto  of 
1,242  pages,  illustrated.  New  York,  Appleton-Century- 
Crofts,  1971.  Cloth,  $23.50. 

In  keeping  with  the  concept  of  J.  Whitridge  Williams, 
who  wrote  the  first  six  editions  of  this  textbook,  the 
authors  have  avoided  undue  emphasis  of  their  special 
areas  of  interest  and  points  of  view.  Instead,  they  have 
attempted  to  present  the  current  consensus  in  obstetric 
diagnosis  and  therapy.  Maintaining  another  tradition, 
they  have  selected  all  references  with  great  care,  and 
each  reference  list  has  been  checked  by  a professional 
bibliographer. 

Recent  Advances  in  Paediatrics.  Fourth  edition. 
Edited  by  Douglas  Gairdner,  M.A.,  and  David  Hull, 
B.Sc.,  M.B.  Octavo  of  567  pages,  illustrated.  Balti- 
more, The  William  & Wilkins  Company,  1971.  Cloth, 
$19.50. 

This  new  edition  consists  of  15  chapters,  each  amounting 
to  a short  monograph  on  a subject  of  current  importance 


to  pediatricians.  Over  2,000  references  are  also  in- 
cluded. 

Birth  Defects.  Original  Article  Series.  The  Sec- 
ond Conference  on  The  Clinical  Delineation  of  Birth 
Defects.  Part  VIII  Eye.  Held  at  The  Johns  Hopkins 
Hospital,  Baltimore,  Md.,  May  26-31,  1969.  Edited 
by  Daniel  Bergsma,  M.D.  Quarto  of  213  pages,  il- 
lustrated. Baltimore,  The  Williams  & Wilkins  Com- 
pany, 1971.  Cloth,  $17. 

The  National  Foundation  publishes  this  series  to  en- 
hance medical  communication  in  the  birth  defects  field. 
The  “Eye”  portion  of  the  conference  was  dedicated  to 
Frank  Burton  Walsh,  M.D.,  well-known  as  the  “father” 
of  neuro-ophthalmology. 

Antimicrobial  Agents  and  Chemotherapy — 1970. 
Proceedings  of  the  Tenth  Interscience  Conference  on 
Antimicrobial  Agents  and  Chemotherapy,  Chicago, 
111.,  18-21  October  1970.  Edited  by  Gladys  L.  Hobby. 
Quarto  of  545  pages,  illustrated.  Washington,  D.C., 
American  Society  for  Microbiology,  1971.  Cloth,  $15. 

This  is  a serial  publication,  published  annually  by  the 
American  Society  for  Microbiology.  Volumes  in  the 
series  contain  reports  presented  at  the  conference  held 
in  the  fall  of  each  year.  The  present  publication  pre- 
sents the  proceedings  of  the  Tenth  Interscience  Con- 
ference on  Antimicrobial  Agents  and  Chemotherapy 
held  in  Chicago  in  October,  1970. 

Pyrogens  and  Fever.  A Ciba  Foundation  Sympo- 
sium. Edited  by  G.  E.  W.  Wolstenholme  and  Joan 
Birch.  Octavo  of  232  pages,  illustrated.  Baltimore, 
The  Williams  & Wilkins  Company,  1971.  Cloth,  $11.50. 

The  editors  hope  that  more  investigations  will  be  stimu- 
lated in  various  parts  of  the  world  by  the  thoughtful 
study  of  the  papers  presented  and  the  discussions  held 
at  this  symposium.  The  subject  is  a vital  one,  affecting 
both  clinical  treatment  and  the  production  of  therapeu- 
tic agents. 

Trauma  to  the  Liver.  Second  edition.  By  Gordon  F. 
Madding,  M.D.,  and  Paul  A.  Kennedy,  M.D.  Volume 
HI  in  the  Series  Major  Problems  in  Clinical  Surgery. 
J.  Englebert  Dunphy,  M.D.,  Consulting  Editor.  Quarto 
of  186  pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1971.  Cloth,  $9.50. 

This  monograph  on  liver  trauma  was  selected  for  a sec- 
ond edition  because  of  the  great  popularity  of  the  first 
edition  and  the  demands  placed  on  the  surgical  profes- 
sion by  tbe  increasing  incidence  of  massive  hepatic  in- 
jury. Special  contributions  have  also  been  included, 
and  this  additional  material  should  enhance  the  use- 
fulness of  this  text. 

Review  of  Medical  Physiology.  Fifth  edition.  By 

continued  on  page  2734 
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Highlights  . . . General  Sessions:  Teaching  Day:  Computers  in  Medicine;  Gastro- 

intestinal Bleeding;  Violence  in  Man;  Inhalation  Therapy:  Use  of  Various  Equipment  • 27  Scientific 
Sections  • Symposia  • Panel  Discussions  • Annual  Meeting  of  House  of  Delegates  • President's 
Reception  and  Dinner  Dance  • Scientific  and  Technical  Exhibits  • Scientific  Motion  Pictures 


Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York. 
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William  F.  Ganong,  M.D.  Quarto  of  573  pages,  illus- 
trated. Los  Altos,  California,  Lange  Medical  Publica- 
tions, 1971.  Paperback,  $8.50. 

This  book  is  designed  to  provide  a concise  summary  of 
mammalian  and,  particularly,  of  human  physiology 
which  medical  students  and  others  can  supplement 
with  readings  in  current  texts.  Pertinent  aspects  of 
general  and  comparative  physiology  are  also  included. 
It  is  written  primarily  for  those  who  have  some  knowl- 
edge of  anatomy,  chemistry,  and  biochemistry. 

Review  of  Physiological  Chemistry.  Thirteenth  edi- 
tion. By  Harold  A.  Harper,  Ph.D.  Quarto  of  529  pages, 
illustrated.  Los  Altos,  California,  Lange  Medical 
Publications,  1971.  Paperback,  $8.00. 

This  work  is  intended  to  serve  as  a compendium  of  those 
aspects  of  chemistry  that  are  fundamental  to  biology  and 
medicine.  It  should  be  very  useful  for  those  readers 
who  seek  to  gain  an  introduction  to  the  subject  or  who 
may  desire  a review  in  preparation  for  examinations  of 
state  and  specialty  boards. 

Hypertrophic  Obstructive  Cardiomyopathy.  Ciba 
Foundation  Study  Group  No.  37.  Edited  by  G.  E.  W. 
Wolstenbolme  and  Maeve  O’Connor.  Duodecimo  of 
220  pages,  illustrated.  Baltimore,  The  Williams  & 
Wilkins  Company,  1971.  Cloth,  $8.00. 

This  was  the  second  symposium  on  the  cardiomyop- 
athies organized  by  the  Ciba  Foundation,  the  first  one 
having  been  held  in  1964.  Many  of  the  questions  or 
problems  which  were  asked  or  identified  during  the  days 
of  the  first  conference  and  which  still  remain  inadequate- 
ly answered  or  solved  were  again  reconsidered  and  dis- 
cussed. 

Creative  Opportunities  for  the  Retarded  Child  at 
Home  and  in  School.  By  H.  Cornelia  Hollander.  A 
series  of  six  booklets.  Quarto  of  approximately  40  pages 
each,  fully  illustrated.  Each  booklet  offers  suggestions 
of  therapeutic  value  for  the  handicapped  child.  New 
York,  Doubleday  & Co.,  1971.  Paperback,  $10  the  set. 

This  publication  consists  of  six  illustrated  booklets  of 
approximately  40  pages  each.  All  of  the  booklets  offer 
sound,  practical  suggestions  for  the  education  of  the 
retarded  child. 


Health  habits 

“Millions  of  Americans  would  benefit  more  from 
changing  their  dietary  habits,  losing  weight,  exercising, 
stopping  cigaret  smoking,  and  cutting  down  or  ending 
their  consumption  of  alcohol  and  other  drugs  than  from 
having  more  physicians  and  more  hospitals  available  to 
treat  them  after  their  bad  babits  laid  them  low.” 

— The  New  York  Times 
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P.S.  AAMA  bylaws  provide  that  the 
association,  "is  not,  nor  shall  it  ever  be- 
come a trade  union  or  collective  bargain- 
ing agency." 


Your  continuing  cooperation  with  the  American  Association 
of  Medical  Assistants  has  been  generous.  With  your 
support  our  organization  has  achieved  a membership  of 
14,000  medical  assistants  in  more  than  400  chapters  in 
45  states,  District  of  Columbia  and  Puerto  Rico. 

Since  our  first  organizational  meeting  15  years  ago,  we 
have  worked  toward  the  primary  goal  of  providing  educa- 
tional opportunities  to  the  medical  assistant  in  the 
doctor’s  office.  In  a short  decade  and  a half  the 
association  has: 

• Established  and  conducted  a certification  program  as  an  incen- 
tive to  self-education. 

• Developed  curricula  for  medical  assisting  programs  in 
hundreds  of  junior  and  community  colleges. 

• Carried  on  a continuing  education  program  for  medical  assistants 
through  seminars,  workshops  and  a professional  bi-monthly 
journal. 

• Published  career  materials  and  established  a scholarship  loan 
fund  to  help  recruit  future  medical  assistants. 

• Cooperated  with  AMA  in  public  relations  efforts  beneficial  to  the 
medical  profession  as  a whole. 

But  our  work  cannot  stop  here.  As  the  only  national 
association  for  medical  assistants,  AAMA  is  eager  to 
contribute  to  advancement  of  this  allied  health  field.  We 
would  like  to  share  our  educational  programs  with  all  of  the 
medical  assistants  across  the  nation.  But  to  do  this  we 
need  the  co-operation  of  many  more  physicians. 

If  your  medical  assistant  is  not  a member  of  AAMA,  please 
fill  out  this  coupon  today.  Her  greater  knowledge  of  medical 
assisting  will  be  your  reward. 

American  Association  of  Medical  Assistants 


I wish  to  inquire  about  membership  for  my  medical  assistant  in  the  Ameri- 
can Association  of  Medical  Assistants,  Inc.  Please  have  someone  send 
more  information  to: 

Name  — 

Business  Address  Phone 

(Street) 

City State Zip 

Member  of  county  medical  society;  Yes No 

County 

Name  of  Assistants:  Address: 


Clip  and  mail  to: 

American  Association  of  Medicai  Assistants 

One  East  Wacker  Drive 
Chicago,  Illinois  60601 
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Now  in  a 
200- ml. 
Unbreakable 
Plastic 
i Bottle 


Same  price  as 
150 -ml.  size* 

Two  dosage 
strengths- 
125  mg./5ml. 
and  ' 

250  mg. /5  ml. 


V-CillinK:Pediatric 


potassium 

phenoxymethyl 

penicillin 


Additional  information 
available  to  the 
profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


*Based  on  Lilly  selling  price  to  wholesalers. 
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Manuscripts.  Manuscripts  will  be  accepted 
for  consideration  with  the  understanding  that 
they  are  original,  have  never  before  been  pub- 
lished, nor  submitted  elsewhere  and  are  con- 
tributed solely  to  the  New  York  State 
Journal  of  Medicine.  Address  manuscripts 
to  Editor,  New  York  State  Journal  of  Medicine, 
420  Lakeville  Road,  Lake  Success,  New  York 
11040. 

Rejected  manuscripts  are  returned  by  regular 
mail.  Accepted  manuscripts  become  the  prop- 
erty of  the  Journal  and  are  not  returned.  The 
Journal  is  not  responsible  for  loss  of  manu- 
scripts through  circumstances  that  are  beyond 
its  control. 

Specifications:  Manuscripts  must  be  original 
typed  copy  (not  all  capitals),  not  carbons,  on 
8V2-by-ll-inch  firm  typewriter  paper,  double 
spaced  throughout  (including  text,  case  re- 
ports, legends,  tables,  and  references),  with  mar- 
gins of  at  least  1 V2  inches.  Subheads  should  be 
inserted  at  reasonable  intervals  to  break  the 
typographic  monotony  of  lengthy  texts.  A car- 
bon copy  is  to  be  retained  by  the  author.  The 
manuscript  should  include  the  title  of  the  article 
(titles  are  best  brief  and  concise),  the  full  name 
of  the  author  (or  authors)  with  degrees,  aca- 
demic or  professional  titles,  affiliations,  com- 
plete addresses,  and  any  institutional  or  other 
credits.  Pages  should  be  numbered  consecu- 
tively. Uncommon  and  parochial  or  esoteric 
abbreviations  if  used  must  be  explained  and  the 
generic  as  well  as  the  trade  names  of  pharma- 
ceutical products  given.  Italics  are  rarely  used. 

Tables:  Each  table  should  be  typed  on  a sep- 
arate sheet  of  paper,  be  numbered  consecutively, 
have  a brief  descriptive  title,  and  its  position  in 
text  indicated.  Take  care  that  columns  add  up 
correctly  and  that  statistics  are  consistent  in 
both  tables  and  text. 

Permissions:  When  material  is  reproduced 

from  other  sources,  full  credit  must  be  given  to 
both  author  and  publisher  and  written  permis- 
sion from  these  sources  included.  Where  work 
is  reported  from  a governmental  service  or  insti- 
tution, clearance  by  requisite  authority  should 
accompany  the  manuscript. 

References:  References  should  be  limited  to 
those  citations  noted  in  the  text.  A complete 
review  of  the  literature  is  rarely  desirable.  The 
references  must  be  typed  double-spaced  and  are 
to  be  numbered  as  they  appear  consecutively  in 
text,  with  their  positions  in  the  text  indicated. 


An  alphabetized  bibliography  is  used  only  when 
the  listing  is  of  books  suggested  merely  for  sup- 
plementary reading.  All  references  must  be 
checked  to  assure  complete  accuracy  (an  in- 
accurate reference  is  useless  to  the  reader). 
Each  journal  reference  must  include  author(s) 
and  initials,  complete  title  of  article,  name  of 
publication,  volume,  first  page  of  article,  and 
date.  Complete  dates  (month,  day,  as  well  as 
year)  are  to  be  included  with  all  references  that 
have  appeared  within  the  last  three  years.  In- 
clude with  book  references  name  of  author  (s) 
and/or  editor (s)  with  initials,  title  of  book,  edi- 
tion, location,  publisher,  year,  volume  if  given, 
and  page.  If  reference  is  to  a chapter  within  a 
book,  include  the  author  of  the  chapter,  if  this 
is  not  the  same  as  the  author  of  the  book,  and 
the  title  of  the  chapter,  if  any. 

Illustrations:  Authors  are  urged  to  use  the 

services  of  professional  illustrators  and  photog- 
raphers when  possible.  Drawings  and  charts 
should  always  be  done  in  black  ink  on  white 
paper.  Clear,  glossy  photographs,  black  on 
white,  should  be  submitted  and  such  illustra- 
tions numbered  consecutively  and  their  posi- 
tions indicated  in  text.  Magnifications  will  be 
modified  in  proportion  to  the  amount  of  reduc- 
tion necessary  for  an  illustration  to  fit  the  pages 
of  the  Journal.  Please  do  not  deface  illustra- 
tions by  writing  on  front  or  back,  nor  should 
they  be  scotch-taped  or  pasted  to  paper.  They 
may  be  pasted  carefully  on  cardboard.  The 
figure  number,  indication  of  the  top,  and  the 
author’s  name  are  to  be  attached  to  the  back  of 
each  illustration.  Legends  for  illustrations 
should  be  typewritten  in  a single  list,  with  num- 
bers corresponding  to  those  on  photographs 
and  drawings.  Recognizable  photographs  of 
patients  are  to  be  masked  and  should  carry  with 
them  written  permission  for  publication.  Spe- 
cial arrangements  must  be  made  with  the  Editor 
for  excessive  illustrations  or  color  plates. 

Responsibility.  Manuscripts  are  subject  to 
editorial  modification  and  such  revisions  as 
bring  them  into  conformity  with  Journal  style. 
However,  neither  the  editors  nor  the  publishers 
nor  the  Medical  Society  of  the  State  of  New 
York  will  accept  responsibility  for  statements 
made  or  opinions  expressed  by  any  contributor 
in  any  article  or  feature  published  in  the  pages 
of  the  Journal. 

When  revisions  and  alterations,  not  on  the 
original  copy,  are  made  by  authors  on  the  gal- 
leys sent  them  for  correction,  these  are  charge- 
able to  the  authors. 

Reprints.  An  order  form  for  reprints  is 
attached  to  the  galleys  returned  to  authors  for 
correction  and  approval. 


2738  New  York  State  Journal  of  Medicine  / December  1 , 1 971 


Editorials 


Spots  that  save 


The  State  of  Virginia  Highway  Safety  Division 
has  started  something  which  we  hope  will  catch 
on  and  spread  throughout  the  country. 

Noting  that  more  than  half  of  the  2,489  Virginian 
pedestrians  injured  or  killed  in  traffic  accidents 
last  year  were  hit  at  night,  the  authorities  cast 
about  to  find  something  to  make  the  pedestrian 
more  visible  to  drivers  at  night. 


They  found  a simple  answer:  provide  the  people 
with  reflectorized  patches  which  can  be  stuck  on 
clothing,  books,  shoes  or  anything  worn  or  carried. 
The  “hot  dots”  are  now  in  experimental  use. 

If  you  should  see  spots  before  your  eyes,  don’t 
blame  it  on  your  liver — watch  out  for  night  crawl- 
ers. 


Accomplishments  of  the  Brookhaven  National  Laboratory 


The  Brookhaven  Laboratory  at  Upton,  Long  Is- 
land, has  just  celebrated  its  twenty-fifth  year  as  an 
offshoot  of  the  Associated  Universities.  The  Lab- 
oratory is  dedicated  to  the  utilization  of  science 
and  technology  for  the  enlightenment  and  benefit 
of  mankind.  It  does  this  by  pooling  the  talent  re- 
sources of  major  universities  along  the  Eastern 
Seaboard  in  the  use  of  its  high  energy  accelerators. 

Following  are  some  of  the  firsts  provided  at 
Brookhaven: 

First  Graphite  Research  Reactor  built  for  peace- 
time research. 

First  accelerator  in  the  world  to  exceed  one  bil- 
lion electron  volts  of  energy. 

The  alternating  Gradient  Synchrotron  at  33 
GeV,  where  the  second  neutrino,  the  omega  minus, 
and  other  particles  were  discovered. 

The  High  Flux  Beam  Reactor,  one  of  the  newest 


of  research  reactors,  which  produces  the  most  in- 
tensive beams  of  radiation  for  scientific  experi- 
ments. 

The  discovery  of  the  use  of  L-Dopa  in  the  treat- 
ment of  Parkinson’s  disease,  a most  significant 
breakthrough  in  the  field  of  neurology. 

Much  valuable  work  on  radioisotopes  including 
tritiated  thymidine,  a component  of  DNA,  which 
was  first  prepared  at  Brookhaven  in  1956. 

Brookhaven  has  advanced  the  human  experience 
as  a government  supported  facility,  uniquely  inde- 
pendent and  mind-powered  by  its  regional  uni- 
versities. Battles  in  the  war  against  disease  have 
been  successful  and  in  pure  science  the  structure 
of  the  universe  has  been  more  deeply  penetrated. 

The  high  quality  of  adventure  at  the  Brookhaven 
Laboratory  which  has  produced  such  brilliant 
feats  will  carry  on.  It  has  a half-life  of  centuries. 
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TIPS  FOR  THE  IDENTIFICATION  OF  DRUG  ABUSERS 


The  following  chart  was  adapted  by  the  Suffolk  County  Medical  Society  from  one 
prepared  by  the  Suffolk  County  District  Attorney's  Office 


Drugs  Used 

Physical  Symptoms 

Look  For 

Dangers 

Glue  Sniffing 

Violence,  Drunk 
Appearance,  Dreamy 
or  blank  expression 

Tubes  of  glue.  Glue 
smears.  Large  Paper 
Bags,  or  Handkerchiefs 

Lung/Brain/Liver  Dam- 
age, Death  through 
suffocation  or  choking. 
Anemia 

Heroin, 

Morphine, 

Codeine 

Stupor,  Drowsiness, 
Needle  marks  on  body. 
Watery  eyes.  Loss  of 
appetite.  Blood  stain 
on  shirt  sleeve. 
Running  nose 

Needle  or  hypodermic 
syringe.  Cotton,  Tour- 
niquet-string, Rope, 

Belt,  Burnt  bottle 

Caps  or  Spoons,  Glassine 

envelopes 

Death  from  overdose. 
Addiction,  Liver  and 
other  infections  due  to 
unsterile  needles 

Cough  Medicine 
containing  Codeine 
and  Opium 

Drunk  appearance. 
Lack  of  coordination. 
Confusion,  Excessive 
Itching 

Empty  bottle  of 
cough  medicine 

Addiction 

Marijuana 
(“Pot,”  “Grass”) 

Sleepiness,  Wandering 
mind.  Enlarged  pupils. 
Lack  of  co-ordination. 
Craving  for  sweets. 
Increased  appetite 

Strong  odor  of  burnt 
leaves.  Small  seeds  in 
pocket  lining. 
Cigarette  paper. 
Discolored  fingers 

Inducement  to  take 
stronger  narcotics. 
Psychological  depend- 
ence. Possible  physical 
damage? 

Hallucinogens: 
(LSD,  DMT) 

Severe  Hallucinations, 
Feelings  of  detachment. 
Incoherent  speech.  Cold 
hands  & feet.  Vomiting, 
Laughing  & crying 

Cube  sugar  with  dis- 
coloration in  center. 
Strong  body  odor. 
Small  tube  of  liquid 

Suicidal  tendencies. 
Unpredictable  behavior. 
Chronic  exposure  causes 
brain  damage 

Stimulants: 
Amphetamines 
(“Pep  Pills,” 
“Ups”) 

Aggressive  behavior. 
Giggling,  Silliness, 

Rapid  Speech,  Confused 
thinking.  No  appetite. 
Extreme  fatigue.  Dry 
Mouth,  Shakiness, 
Insomnia 

Pills  or  capsules 
of  varying  colors. 
Chain  smoking 

Death  from  overdose. 

Hallucinations, 

Psychosis 

Sedatives 
Barbiturates 
(“Goof  Balls,” 
“Downs”) 

Drowsiness,  Stupor, 
Dullness,  Slurred  speech. 
Drunk  appearance. 
Vomiting 

Pills  or  capsules 
of  varying  colors 

Death  or  unconscious- 
ness from  overdose. 
Addiction,  Convulsions 
in  withdrawal 
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The  initial  results  for  survival  with  good  renal 
function  in  human  renal  allotransplant  recipients 
have  reached  a relative  plateau.  Successful  series 
of  renal  allografted  patients  for  one-year  early  sur- 
vival have  exceeded  40  per  cent  for  cadaveric 
sources  and  is  near  80  per  cent  for  living  donors.'”^ 
Although  much  emphasis  has  been  placed  on  clini- 
cal correlation  with  in  vitro  tissue-typing  tests, ^ 
there  has  been  limited  description  of  the  signifi- 
cance of  early  or  late  renal  morphologic  alterations 
in  these  patients.*’  ' Moreover,  endocrinologic  cor- 
relations with  renal  allograft  function  have  been 
limited.®** 

This  article  describes  a series  of  human  renal 
allotransplant  recipients  from  the  Roswell  Park 
Memorial  Institute.  Correlations  between  early 
and  late  histologic  changes  in  the  renal  allotrans- 
plant have  been  made  and  further  correlated  with 
endocrine  function.  As  a result,  a significant  and 
unsuspected  clinical  syndrome  has  been  initially 
characterized.  Patients  with  long-term  function- 
ing renal  allografts  with  thickened  basement  mem- 
branes and  increased  mesangium  detectable  by 
light  microscopy  frequently  have  hypertension  and 
elevated  erythropoietin  (ESF)  levels,  without  con- 
sistent alterations  in  plasma  renin.  The  signifi- 
cance of  these  findings  will  be  discussed. 

‘Supported  in  part  by  National  Institutes  of  Health  grant 
5-S01-RR05648105. 


In  a study  of  27  patients  who  underwent  renal  allo- 
transplants,  correlations  were  made  between  early 
and  late  histologic  changes  in  the  transplanted  kid- 
ney, and  further  correlated  with  endocrine  function. 
Leukocytosis  as  detected  in  the  glomeruli  did  not 
accurately  correlate  with  acute  rejection,  degree  of 
tissue-type  match,  or  the  cytotoxic  antibodies. 
However,  an  apparently  new  syndrome  consisting  of 
glomerular  fibrosis,  hypertension,  and  erythro- 
poietin elevations  was  found  in  several  patients. 


Materials  and  methods 

Twenty-seven  patients  undergoing  renal  allo- 
transplants  and  seen  for  follow-up  study  at  Roswell 
Park  Memorial  Institute,  during  the  twenty-seven 
month  period  from  September,  1968,  to  December, 
1970,  are  described.  Pertinent  details  of  the  clini- 
cal course  and  grade  of  allograft  match  (A  through 
D)®  will  be  presented. 

Periodic  studies  were  performed  on  all  patients. 
Fresh  specimens  of  blood  were  chilled,  centrifuged, 
and  stored  at  minus  20  C.  for  later  assay  of  renin'** 
and  erythropoietin.®**  More  than  5 assays  were 
completed  on  each  determination  of  renin  and 
ESF  (erythropoietin)  described  herein.  A patient 
was  defined  as  being  hypertensive  after  renal  allo- 
transplantation, with  the  diastolic  blood  pressure 
greater  than  100  mm.  Hg  on  more  than  3 hospital 
observations.  Because  of  particular  initial  his- 
tologic changes,  selected  patients  underwent  peri- 
odic percutaneous  needle  biopsy  of  the  renal  allo- 
graft to  correlate  the  morphologic  alterations  with 
the  hormonal  assays.  Tissue-typing  results  have 
been  coded  in  the  manner  of  Terasaki,  Vredevoe, 
and  Mickey®  by  Elias  Cohen,  M.D.,  of  the  Roswell 
Park  Memorial  Institute  clinical  hematology  lab- 
oratory department. 

Patient  allograft  recipients  received  convention- 
al therapy  which  variably  consisted  of  intravenous 
antilymphocyte  globulin  (Roswell  Park),  azathio- 
prine,  prednisone,  and  initial  graft  irradiation. 
Dosage  of  some  drugs  was  varied  according  to  time 
period  after  renal  allotransplant  or  to  clinical  judg- 
ment as  to  the  presence  or  absence  of  severe  renal 
allograft  rejection. 

Results 

Acute  histological  changes.  Within  one  hour 
of  re-establishing  the  blood  flow  in  a grafted  kid- 
ney, glomeruli  may  show  a heavy  leukocyte  infil- 
tration. Such  kidneys  do  not  usually  function  and 
are  rejected  acutely  within  a few  days.^  Kincaid- 
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TABLE  I.  Acute  allotransplants;  histologic  correlations 


Case  Identification 

Average 

Glomerular 

Leukocytosis* 

Match 

Grade 

(Terasaki®) 

Early 

Rejection) 

Kidney  Survival  (months) 
and  Follow-up 
(December,  1970) 

Cadaveric  source 

1.  Male  II  kidney 

3.0 

B 

No 

20 

2. 

Male 

2.0 

B 

No 

19 

3. 

Female 

1.0 

C 

Yes** 

2,  dead 

4. 

F emale 

1.5 

C 

Yes 

16 

5. 

Male 

3.5 

C 

Yes 

2,  dead 

6. 

Female 

3.5 

D 

Yes** 

V2,  dead 

7. 

Female  I kidney 

C 

Yes 

13  (kidney  removed) 

II  kidney 

6.9 

D 

Yes 

3 (kidney  rejected) 

III  kidney 

0.5 

C 

No 

8 

8. 

Male 

1.0 

C 

Yes 

1,  dead 

9. 

Male 

1.0 

C 

Yes 

24 

Living  donor  source 
1.  Male 

3.5 

B 

No 

20 

2. 

Male 

1.0 

D 

No 

14 

3. 

Female 

2.0 

B 

No 

20 

4. 

Female 

1.5 

B 

No 

15 

5. 

Male 

0.5 

C 

No 

12 

6. 

Female 

0.5 

B 

No 

12 

7. 

Female 

0.5 

B 

Yes** 

2V2  (kidney  removed) 

8. 

F emale 

1.0 

C 

No 

15 

9. 

Female 

1.5 

C 

Yes 

11 

10. 

Female 

1.5 

C 

Yes 

2,  dead 

11. 

Female 

4.0 

B 

Yes 

2V2,  dead 

12. 

Female 

1.0 

B 

No 

8 

13. 

F emale 

2.5 

C 

Yes** 

V2  (kidney  removed) 

14. 

Male 

1.5 

D 

Yes 

5 

15. 

Female 

2.0 

C 

Yes 

12 

16. 

F emale 

1.8 

C 

Yes 

2 

17. 

Male 

7.6 

C 

No 

2 

18. 

Female 

4.1 

C 

Yes 

2 

* Over  10  glomeruli  per  biopsy  were  counted. 

t Defined  by  detection  of  allograft  rejection  thirty  days  post  allotransplantation. 
**  Cytotoxic  antibodies  detected  post  renal  allotransplant. 


Smith  et  aU  have  studied  such  biopsies  and  re- 
ported that  when  4 or  more  leukocytes  were  present 
in  most  glomeruli,  the  outlook  for  graft  survival 
was  poor.  Table  I tabulates  these  and  other  early 
results  in  the  Roswell  Park  series.  In  all,  save  the 
odd  early  case  (Case  7,  cadaveric),  a biopsy  was 
obtained  forty-five  to  sixty  minutes  after  obtaining 
re-establishment  of  renal  graft  blood  flow.  In 
cadaveric  source  renal  allotransplants  high-glo- 
merular  polymorphonuclear  leukocyte  presence 
was  seen  only  on  one  occasion  (Case  7,  kidney  II, 
Fig.  1).  The  grade  of  tissue  match  varied  widely 
without  evident  correlation  in  degree  of  glomerular 
leukocytosis.  The  post  renal-allotransplant  detec- 
tion of  cytotoxic  antibodies  in  cadaveric  or  living 
donors  also  showed  no  correlation  with  the  average 
number  of  glomerular  polymorphonuclear  leuko- 
cytes (Table  I).  Further  lack  of  correlation  in  liv- 
ing donors  with  grade  of  tissue  typing  and  presence 
of  early  rejection  or  graft  survival  to  glomerular 
leukocytes  was  noted.  With  reduction  in  the  im- 
munosuppressive regimen  Case  17,  (living  donor 
source)  underwent  acute  tubular  necrosis  with  res- 
toration of  renal  function.  The  glomerular  count 
of  7.6  thus  fails  to  correlate  with  the  clinical  course 
and  absence  of  rejection.  Similarly,  Case  16  (liv- 
ing donor  source)  had  a severe  rejection  episode 
starting  six  days  after  transplantation  with  a glo- 


merular count  of  1.8.  Case  18  (living  donor  source) 
showed  better  correlation.  Other  observations 
were  made  during  the  early  postoperative  phase. 
These  included  variable  presence  of  acute  tubular 


FIGURE  1.  Renal  biopsy  taken  from  cadaveric  renal 
allograft  forty-five  minutes  after  re-establishment  of 
graft  blood  flow.  Note  numerous  polymorphonuclear 
leukocytes  within  glomerular  loops.  This  renal  allo- 
transplant rejected  and  removed  within  three  months 
(Case  7,  (cadaveric)  kidney  II,  Table  I)  (hematoxylin  and 
eosin  X 365). 
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TABLE  II.  Correlation  of  glomerular  sclerosis  with  renin  and  erythropoietin  (ESF)  levels  in  renal  allotransplanted  man 


Case 

Identification 

Glomerular* 
Sclerosis 
(0  -f  to  4-F) 

Type 

Graft 

Number  Graft 
Biopsies, 
Months 

Hypertension 

Renin 

(Nanograms 
per  100  ml.) 

ESF 

Ratio) 

Case  1 

4-F 

Cadaveric 

Total  6 
1 

+ 

564 

1.05 

Case  1 

4-t- 

Cadaveric 

2 

-F 

526 

5.22 

Case  1 

4-t- 

Cadaveric 

3 

-F 

635 

2.37 

Case  1 

4 + 

Cadaveric 

4 

-F 

1,076 

3.10 

Case  1 

4-F 

Cadaveric 

17 

-F 

876 

2.61 

Case  2 

1-F 

Cadaveric 

Total  3 
2 

0 

354 

1.18 

Case  2 

1-F 

Cadaveric 

5 

0 

470 

1.36 

Case  2 

1-f 

Cadaveric 

15 

0 

952 

1.28 

Case  7 

4 + 

Cadaveric 

Total  5 
1 

-F 

870 

5.68 

Case  7 

4 + 

(kidney  I) 

4'/2 

-F 

727 

13.94 

Case  7 

4 + 

Cadaveric 

6 ‘A 

-F 

430 

5.25 

Case  7 

4-i- 

(kidney  I) 

8 'A 

+ 

913 

4.10 

Case  3' 

3 + 

Living 

Total  4 
l‘A 

-F 

835 

5.39 

Case  3 

3-f- 

(ureteral 

9 ‘A 

+ 

1,017 

19.03 

Case  3 

3 + 

obstruction 

12 

+ 

635 

5.46 

Case  3 

3-1- 

relieved) 

15 

-F 

470 

12.77 

Case  6 

1-F 

Living 

Total  2 3 

+ 

1,123 

4.54 

Case  9 

2-F 

Living 

Total  2 3 

-F 

1,727 

27.0 

Case  14 

1-F 

Living 

Total  2 2 

-F 

914 

2.0 

(ureteral 

obstruction 

relieved) 

• Judged  arbitrarily  on  a scale  of  0 to  4 + . 

t Ratio  twenty-four  hour  per  cent  *’Fe  uptake  ( test  plasma \ 5 animals  assayed  for  each  sample  tested. 

V saline  injected  controls/ 


necrosis  and  arteriolar  fibrinoid  necrosis.  Such 
features  were  commonly  related  to  initial  graft 
ischemic  exposure  or  to  severity  of  allograft,  rejec- 
tion and  will  not  be  specifically  recounted. 

Follow-up  histologic  changes.  Seven  renal 
allograft  recipients  (Table  II:  cadaveric  cases  1,2, 
7;  living  donor  cases  3,6,9,14)  exhibited  follow-up 
alterations  in  glomerular  structure  as  shown  by 
light  microscopy.  This  characteristically  started 
with  a thickening  of  the  glomerular  basement 
membrane  and  increased  fibrosis  of  the  mesangial 


FIGURE  2.  Incipient  thickening  of  basement  membrane 
and  increase  in  mesangial  tissue  in  some  renal  allo- 
transplant  cases  (Table  II)  (hematoxylin  and  eosin  X 
160). 


supporting  structures  (Fig.  2).  The  appearance 
and  progressive  development  of  this  observed 
glomerular  alteration  did  not  specifically  correlate 
with  an  increased  twenty-four-hour  urinary  protein 
excretion  or  alterations  in  urinary  sodium  or  potas- 
sium concentration.  A decline  in  endogenous 
creatinine  clearance  was  not  always  present  but 
was  observed  in  severe  cases.  Concurrent  altera- 
tions in  vascular  structure,  tubular  cellular  mor- 
phology, and  degree  of  interstitial  infiltration, 
however,  made  it  difficult  to  attribute  such  altera- 
tions to  glomerular  alterations  simultaneously 
present.  Serochemical  alterations  in  immuno- 
globulins or  complement  levels  were  not  detect- 
ably  related  to  progressive  alterations  noted  in  the 
glomerular  structure  in  individual  patients.  In 
all  instances,  once  the  glomerular  fibrosis  was 
observed,  it  did  not  resolve,  despite  alterations 
in  immunosuppressive  treatment.  The  progres- 
sion or  appearance  of  severity  as  judged  by  light 
microscopy  was  irregular.  Multiple  biopsies  were 
available  in  all  cases,  thus  validating  the  initial 
and  later  observations.  Electron  microscopic 
studies  were  not  completed  in  all  instances,  but 
when  performed  failed  to  reveal  a pattern  that  was 
consistent  with  glomerulonephritis  or  recurrent 
disease  with  beadlike  or  lumpy  depositions.*’  The 
initial  disease  in  the  uremic  end-stage  kidney  was 
glomerulonephritis  in  Case  7 (cadaveric)  and  Case 
3 (living)  (Table  II).  This  apparently  fails  to  sug- 
gest a causal  association  in  the  6 cases  noted. 

Renin,  erythropoietin  alterations.  The  mea- 
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surement  of  renin  and  erythropoietin  levels  are 
recorded  in  Table  II.  As  shown,  there  was  no  con- 
sistent correlation  between  the  persistent  presence 
of  hypertension,  glomerular  changes,  and  the  pres- 
ence of  elevations  in  renin.  Case  2 (Table  II) 
serves  as  a concurrent  control  in  that  hypertension 
was  absent  and  morphologically  associated  with 
minimal  glomerular  alterations.  Renin  or  eryth- 
ropoietin elevations  were  not  detected.  These 
measurements  were  not  obtained  during  overt  clin- 
ical rejection  episodes.  Thus  graft  rejection  of  an 
acute  or  chronic  variety  cannot  be  evoked  as  the  ex- 
planation for  the  measured  hormonal  alterations. 
There  is  apparent  lack  of  agreement  that  graft  re- 
jection can  acutely  or  chronically  induce  eleva- 
tions in  peripheral  renin  levels. “ The  alterations 

in  renin^^  suggest  that  the  pressor  substances  as- 
sayed are  indeed  renin  and  not  a nonspecific  con- 
taminant. In  vitro  separation  of  erythropoietin 
and  renin-like  activities  has  been  previously  de- 
scribed. 

All  cases  with  the  aforementioned  progressive  or 
persistent  glomerular  alterations  demonstrated 
erythropoietin  elevations  (Table  II).  Ureteral 
obstruction  was  present  in  only  two  instances. 
Even  when  relieved,  ESF  elevations  persisted 
(Table  II,  Case  3,  living  source).  Thus,  this  effect 
does  not  appear  to  be  clinically  correlatable  with 
either  the  presence  of  hypertension,  or  the  observed 
variations  in  renin  or  ESF.  The  present  report 
does  not  describe  large  numbers  of  renal  transplant 
patients  with  similar  allograft  alterations  and 
hormonal  variations.  Thus,  the  suggested  correla- 
tions must  be  accepted  with  caution. 

Nevertheless,  there  appears  to  be  a causal  rela- 
tionship between  elevations  in  ESF  and  the  change 
in  glomerular  structure.  The  specific  cause  or 
mechanism  at  present  is  unknown.  A nonspecific 
ischemic  destruction  is  suggested.  Quantitations 
in  juxtaglomerular  activity  were  not  made.  Other 
experimental  studies  in  our  laboratory  suggest  a 
correlation  between  the  degree  of  graft  rejection 
(with  or  without  treatment)  and  juxtaglomerular 
index  in  dogs.*'*  This  would,  therefore,  not  ap- 
pear to  be  the  focal  stimulus  for  the  observed  ESF 
alterations  in  the  present  clinical  series. 

The  nominal  stimulus  to  erythropoietin  is  hyp- 
oxia.Although  this  hormone  active  in  the 
production  of  red  blood  cells  is  believed  to  be  pre- 
dominantly renal  in  origin,  there  are  extrarenal 
sources  in  man.*^-''’  Moreover,  recently  renal  eryth- 
ropoietic factor,  a precursor  to  erythropoietin, 
has  been  characterized.  Thus,  a number  of  moni- 
tored or  unknown  factors  could  be  contributory  to 
the  observed  elevations  in  ESF  in  association  with 
hypertension  and  the  glomerular  lesions.  In  part, 
these  multiple  or  potential  factors  may  influence 
the  observed  variations  in  the  degree  of  ESF  ele- 
vations noted  in  individual  patients. 

As  previously  recounted,  the  presence  or  absence 


of  overt  clinical  allograft  rejection  did  not  consis- 
tently correlate  with  the  syndrome  complex  of  ele- 
vations in  ESF,  hypertension,  and  glomerular  fi- 
brosis. The  clinical  complex  of  these  signs  is 
striking  and  may  well  represent  a heretofore  un- 
suspected clinical  renal  allotransplant  syndrome. 

Summary 

A series  of  renal  allotransplant  patients  at  the 
Roswell  Park  Memorial  Institute  has  been  de- 
scribed. Acute  and  follow-up  histologic  graft  al- 
terations were  correlated  with  the  clinical  course. 
Leukocytosis  as  detected  in  the  glomeruli  did  not 
accurately  correlate  with  acute  rejection,  degree  of 
clinical  tissue-type  match,  or  the  presence  of  cyto- 
toxic antibodies.  On  the  other  hand,  selected  pa- 
tients with  various  degrees  of  glomerular  fibrosis, 
overt  hypertension,  and  elevations  in  erythropoie- 
tin were  noted.  The  etiology  of  the  apparent  graft 
syndrome  is  unknown.  The  correlation  is,  how- 
ever, noteworthy. 

666  Elm  Street 
Buffalo,  New  York  14203 
(DR.  MURPHY) 
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PNEUMOCOCCAL 
MENINGITIS  AT 
HARLEM  HOSPITAL 


In  a study  of  62  patients  with  pneumococcal  menin- 
gitis admitted  to  Harlem  Hospital  over  a six-year 
period,  the  mortality  rate  was  found  to  be  47  per 
cent  and  the  sequelae  rate  18  per  cent.  Delayed  ad- 
mission with  advanced  stages  of  disease  was  the 
most  important  cause  of  these  high  rates.  The  use 
of  ampicillin  versus  penicillin  and  of  steroids  in 
comatose  patients  is  discussed.  Early  diagnosis  re- 
mains crucial  to  the  successful  treatment  of  this 
disease. 
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The  purpose  of  this  study  is  to  review  the  course 
of  62  patients  with  pneumococcal  meningitis  admit- 
ted to  Harlem  Hospital  during  a six-year  period 
and  to  analyze  the  factors  contributing  to  outcome. 

Patient  material 

Harlem  Hospital  is  a 1,000-bed  municipal  facili- 
ty with  an  annual  admission  rate  of  approximately 
22,000  which  serves  300,000  predominately  black 
citizens  of  the  Central  Harlem  community.  Dur- 


FIGURE 1.  Etiology  and  outcome  of  201  cases  of 
purulent  bacterial  meningitis  treated  at  Harlem 
Hospital  June  1 , 1 964,  to  May  31,1  970. 


ing  the  six-year  period  of  this  study,  June  1,  1964, 
to  May  31,  1970,  201  patients  with  bacterial  men- 
ingitis were  treated  at  Harlem  Hospital  (Fig.  1). 
Pneumococcal  meningitis  (62  cases)  was  the  most 
common  form  of  purulent  meningitis  in  patients 
above  five  years  of  age.  The  enteric  bacteria  were 
the  most  common  causative  organisms  in  the  neo- 
natal group,  but  were  also  seen  frequently  in 
adults.  Haemophilus  influenzae  meningitis  cases 
occurred  largely  between  ten  weeks  and  five  years 
of  age,  but  3 adult  cases  were  also  treated.  The 
high  tuberculosis  rate  in  central  Harlem  is  reflect- 
ed in  the  30  cases  of  tuberculous  meningitis  which 
were  treated.  Meningococcal  meningitis  was  doc- 
umented in  only  16  cases  of  this  series. 

Incidence,  onset,  and  duration  of  illness 

Figure  2 depicts  age  at  onset  of  pneumococcal 
meningitis.  Eleven  cases  (18  per  cent)  were  below 
seven  years.  Four  of  5 infants  under  eight  months 
old  died.  Eighteen  patients  (29  per  cent)  were 
from  the  ages  of  twenty-one  to  fifty  years.  Six  of 
these  patients  died,  and  5 of  11  survivors  had 
neurologic  sequelae.  Thirty-three  cases  (53  per 
cent)  were  from  fifty-one  to  ninety  years  old. 
There  were  19  deaths  and  5 survivors  with  neuro- 
logic sequelae  in  this  group. 


FIGURE  2.  Age  incidence  of  62  cases  of  pneumococcal 
meningitis  and  outcome  of  disease. 
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TABLE  I.  Pneumococcal  meningitis:  sex,  race,  and 

season  of  onset  related  to  outcome 


Conditions 

Cases 

Deaths 

Sex 

F emale 

31 

17 

Male 

31 

12 

Race 

Negro 

57 

27 

Puerto  Rican 

2 

1 

Caucasian 

2 

1 

Oriental 

1 

0 

Season  of  Onset 

December-March 

31 

18 

April-July 

19 

8 

August-No  vember 

12 

3 

Table  I shows  sex,  race,  and  season  of  onset. 
Meningitis  was  most  frequent  and  severe  during 
winter  months.  Accurate  histories  were  not  avail- 
able in  most  instances,  especially  when  patients 
arrived  via  ambulance  in  coma  or  semicoma. 
Some  were  found  alone  in  a room,  a basement,  or 
even  on  the  sidewalk.  Several  patients  had  head- 
ache, vomiting,  neck  pain,  fever,  or  convulsions  for 
only  four  to  six  hours  prior  to  admission.  Others 
claimed  to  have  had  headache  and  symptoms  of 
upper  respiratory  infection  for  two  to  three  days. 

The  duration  of  acute  illness  after  admission 
varied  considerably.  One  child  who  had  received 
antibiotic  therapy  prior  to  admission  was  mildly 
ill  in  the  hospital  for  six  days.  An  elderly  woman 
admitted  comatose  with  hypotension,  convulsions, 
brain-stem  dysfunction,  and  pneumonia  survived 
with  mental  sequelae  following  forty  days  of  inten- 
sive treatment.  Survival  time  after  admission  in 
the  29  fatal  cases  was  as  follows:  Less  than  fifty- 
two  hours,  15;  three  to  seven  days,  8;  eight  to 
twenty-one  days,  5;  and  ten  weeks,  1. 

Fifteen  died  within  fifty-two  hours  after  admis- 
sion. Twelve  of  these  deaths  were  in  persons  ad- 
mitted in  stupor  or  coma.  Causes  of  death  after 
the  first  week  included  liver  failure,  pulmonary 
edema  of  uncertain  cause,  and  gram-negative 
pneumonia.  One  patient  with  quadriplegia  died 
a few  days  after  surgery  for  a cervical  epidural  ab- 
scess. The  patient  dying  ten  weeks  after  onset  had 
probably  had  multiple  cerebral  infarctions,  but 
autopsy  was  not  done  in  this  case. 

Admission  physical  findings 

Figure  3 shows  the  correlation  of  admission  level 
of  consciousness  to  outcome  of  disease.  Fourteen 
patients  were  admitted  deeply  comatose.  Eleven 
died,  and  the  3 survivors  had  neurologic  sequelae. 
Of  17  patients  who  were  obtunded  or  stuporous 
on  admission,  7 died  and  4 had  neurologic  sequelae. 
Delirium  was  seen  in  12  patients  of  whom  4 died, 
and  2 of  8 survivors  had  neurologic  sequelae. 
Nineteen  patients  were  alert  or  mildly  lethargic  on 
admission,  but  7 of  these  later  died,  4 of  them  after 
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FIGURE  3.  Prognosis  in  pneumococcal  meningitis  as 
related  to  admission  level  of  consciousness. 


TABLE  II.  Pneumococcal  meningitis:  admission 
physical  findings  related  to  outcome 


Physical  Findings 

Cases 

Died 

Sequelae 

Temperature  (F) 
98-100 

7 

5 

100-102 

9 

4 

102-106 . 8 

46 

20 

10 

Supple  neck 

12 

7 

1 

Stiff  neck 

50 

22 

6 

Pneumonia 

24 

12 

2 

Hypotension 

9 

7 

1 

Pulmonary  edema 

2 

2 

TABLE  III.  Pneumococcal  meningitis:  admission 
neurologic  findings  related  to  outcome 


Neurologic  Findings 

Cases 

Died 

Seque- 

lae 

Generalized  seizures 

20 

14 

1 

Focal  seizures 

7 

5 

1 

Hemiparesis 

9 

6 

1 

Quadriparesis 

2 

2 

Extensor  plantar  responses, 
unilateral 

10 

5 

2 

Extensor  plantar  responses, 
bilateral 

4 

2 

Abducens  nerve  palsy 

1 

1 

Lower  motor  neuron  facial  palsy 

1 

1 

the  first  week  of  hospitalization.  Two  were  left 
with  residual  deficits. 

Table  II  relates  other  admission  physical  find- 
ings to  outcome  of  disease.  Five  of  the  7 patients 
who  had  temperatures  of  only  98  F.  to  100  F.  on 
admission  were  deeply  comatose  and  died.  Seven 
of  12  patients  with  supple  necks  died,  and  6 of  these 
7 were  comatose  on  admission.  Pneumonitis  con- 
firmed by  x-ray  examinations  was  observed  in  24 
patients  of  whom  12  died.  One  of  the  2 survivors 
admitted  with  hypotension  has  severe  mental 
sequelae. 

Table  III  correlates  admission  neurologic  find- 
ings with  outcome.  Generalized  seizures  occurred 
on  onset  in  20  patients,  14  of  whom  died,  and  1 
survivor  had  organic  mental  deficits.  Focal  sei- 
zures were  observed  in  7 patients,  5 of  whom  died. 
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TABLE  IV.  Pneumococcal  meningitis,  associated 
conditions  at  onset 


Associated  Conditions 

Cases 

Died 

Alcoholism 

18 

7 

Heroin  addiction 

2 

2 

Hepatic  failure 

3 

3 

Hypoglycemia 

2 

1 

Otitis  media 

4 

3 

Mastoiditis 

3 

1 

Sinusitis 

1 

0 

Subarachnoid  hemorrhage 

1 

0 

Sickle  cell  crisis 

1 

0 

Diabetic  acidosis 

2 

2 

and  1 survivor  had  neurologic  sequelae.  Both  the 
generalized  and  focal  seizures  were  of  long  duration 
and  difficult  to  control  except  in  one  patient,  whose 
single  grand  mal  seizure  was  considered  related  as 
much  to  alcohol  withdrawal  as  to  meningitis. 
Nine  patients,  of  whom  6 died,  presented  symp- 
toms of  hemiparesis.  The  2 patients  with  quad- 
riparesis  died  shortly  after  admission.  Unilateral 
and  bilateral  plantar  extensor  responses  were  pres- 
ent more  often  than  was  evident  weakness.  Deep- 
tendon  reflexes  were  usually  depressed  or  absent  in 
deeply  comatose  patients  but  were  often  hyper- 
active in  stuporous  or  delirious  patients.  Papil- 
ledema was  not  observed.  Abducens  nerve  palsy 
was  observed  in  one  patient  who  died.  Facial 
weakness  of  upper  motor  neuron  type  was  observed 
in  patients  with  hemiparesis,  and  a single  patient 
seemed  to  have  unilateral  lower  motor  neuron  type 
facial  palsy. 

Associated  conditions 

Table  I\"  shows  other  associated  conditions  on 
admission.  A history  of  chronic  alcoholism  was 
obtained  in  18  patients.  Seven  died,  3 probably 
from  associated  hepatic  insufficiency.  Two  of  the 
alcoholic  patients  were  hypoglycemic  on  admis- 
sion. Both  heroin  addicts  in  the  series  died,  and 
at  autopsy  one  showed  an  epidural  abscess  at  the 
level  of  the  cervical  cord.  Two  infants  and  2 adults 
had  acute  otitis  media,  and  3 adults  had  purulent 
mastoiditis.  Two  of  these  underwent  radical  mas- 
toidectomy during  the  acute  phase  of  illness  and 
survived;  the  third  died  before  surgery  could  be 
performed.  Purulent  frontal  sinusitis  was  noted  in 
1 case.  One  man  had  an  associated  spontaneous 
subarachnoid  hemorrhage.  A sickle  cell  crisis  (SS 
hemoglobin)  was  associated  with  meningitis  in  1 
infant.  Two  patients  admitted  with  associated 
diabetic  acidosis  died. 

Cerebrospinal  fluid  studies 

The  cerebrospinal  fluid  pressure  where  recorded 
was  increased  above  200  mm.  water  in  all  but  3 
patients  who  were  in  coma.  The  average  cerebro- 
spinal fluid  cell  count  at  onset  was  3,030  white 
blood  cells  (predominantly  polymorphonuclear 


leukocytes)  per  cubic  millimeter.  F'ive  patients 
had  normal  cells  yet  gram-positive  diplococci  on 
smear  and  positive  cultures;  in  1 of  these  the  num- 
ber of  organisms  was  so  great  the  fluid  was  grossly 
cloudy.  The  initial  cell  counts  varied  from  no  cells 
seen  to  20,000  white  blood  cells  per  cubic  milli- 
meter. Cell  counts  could  not  be  correlated  with 
outcome  of  disease.  One  five-month-old  infant  was 
admitted  with  fever,  seizures,  and  a tense  fon- 
tanelle.  The  cerebrospinal  fluid  contained  no  cells. 
A gram  stain  done  later  on  this  fluid  showed  gram- 
positive diplococci,  and  culture  became  positive. 
Repeat  cerebrospinal  fluid  examination  twelve 
hours  later  showed  74  white  blood  cells  (90  per  cent 
polymorphonuclear  leukocytes)  per  cubic  milli- 
meter. Intensive  antibiotic  therapy  was  begun, 
but  the  infant  died  forty  hours  after  admission. 
In  contrast,  a fifty-two-year-old  woman  admitted 
in  semicoma  demonstrated  20,000  white  blood  cells 
(95  per  cent  polymorphonuclear  leukocytes)  per 
cubic  millimeter  in  the  initial  cerebrospinal  fluid 
study.  She  survived  after  twenty-five  days  of  anti- 
biotic therapy.  The  cerebrospinal  fluid  sugar  at 
onset  ranged  from  less  than  5 mg.  to  89  mg.  per  100 
ml.  In  the  patients  who  died  the  average  sugar 
level  at  onset  was  29  mg.  per  100  ml.  Initial  pro- 
tein contents  varied  from  8 mg.  to  2,340  mg.  per 
100  ml.  The  average  protein  level  in  the  patients 
who  died  was  336  mg.  per  100  ml.,  and  that  in  the 
survivors  was  355  mg.  per  100  ml.  Gram  stains  of 
the  initial  cerebrospinal  fluids  were  performed  in 
60  of  the  62  cases.  Gram-positive  diplococci  were 
reported  in  54  cases.  One  smear  was  reported  as 
showing  gram-negative  cocci.  Cerebrospinal  fluid 
cultures  grew  out  diplococcus  pneumoniae  in  57  of 
the  62  cases.  Several  cultures  were  lost;  however, 
those  with  negative  or  lost  cultures  were  diagnosed 
on  the  basis  of  gram-stain  smear  and/or  blood 
culture.  Eight  positive  cerebrospinal  fluid  culture 
specimens  were  typed.  Three  of  these  were  pneu- 
mococcus type  8,  and  the  others  were  types  4,  10, 
12,  14,  and  24.  Only  1 patient  had  a positive  blood 
culture  with  a negative  cerebrospinal  fluid  smear, 
and  his  cerebrospinal  fluid  culture  was  positive.  A 
positive  blood  culture  did  not  carry  a less  favorable' 
prognosis. 

Treatment 

Table  V outlines  the  antibiotics  used.  Penicil- 
lin with  or  without  other  antimicrobial  agents  was 
given  in  dosage  range  of  20  to  30  million  units  per 
twenty-four  hours  (or  the  equivalent  pediatric 
dosage)  from  the  start  in  42  patients,  half  of  whom 
died.  Ampicillin  was  administered  alone  by  the 
intravenous  push  method  every  four  hours  at  a dos- 
age of  200  to  250  mg.  per  kilogram  of  body  weight 
per  twenty-four  hours  in  12  patients,  3 of  whom 
died.  Five  patients  initially  received  ampicillin 
but  were  switched  to  penicillin  after  cultures  grew 
pneumococcus;  2 of  these  died.  The  duration  of 
antibiotic  therapy  in  the  surviving  patients  varied 
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TABLE  V.  Pneumococcal  meningitis:  treatment  received 


Antibiotics 

Cases 

Died 

Penicillin,  chloramphenicol, 

and  sulfadiazine  or  sulfisoxazole 

22 

12 

Penicillin  and  chloramphenicol 

3 

0 

Penicillin,  chloramphenicol,  and 
methicillin 

1 

1 

Penicillin,  chloramphenicol,  and 
streptomycin 

1 

1 

Penicillin  and  methicillin 

1 

1 

Penicillin  and  tetracycline 

1 

0 

Penicillin  alone 

13 

6 

Ampicillin 

12 

3 

Ampicillin  later  changed  to 
penicillin 

5 

2 

Tetracycline 

1 

1 

No  treatment 

2 

2 

from  two  to  six  weeks.  Therapy  was  continued 
until  the  cerebrospinal  fluid  cell  counts,  sugar,  and 
protein  were  normal  and  cultures  were  negative. 
Four  patients  who  died  received  inadequate  anti- 
biotic therapy  or  none  at  all.  A seventy-year-old 
man  admitted  in  semicoma  with  diabetic  acidosis 
received  only  a small  dose  of  tetracycline  before 
death.  Another  patient  who  suddenly  became 
comatose  received  only  1.2  million  units  of  penicil- 
lin during  the  day  prior  to  death.  A sixty-four- 
year-old  woman  was  admitted  in  coma  with  hypo- 
tension, supple  neck,  and  temperature  of  only  99  F. 
The  diagnosis  was  missed  until  a lumbar  puncture 
was  done  twenty-four  hours  after  admission  and 
shortly  before  death.  Another  patient  was  admit- 
ted with  quadriparesis  and  brain-stem  dysfunction 
suggestive  of  a basilar  artery  thrombosis.  Lumbar 
puncture  was  delayed  until  shortly  before  death  a 
few  hours  later.  No  autopsy  was  obtained  in  these 
cases. 

In  1966  we  began  treating  those  admitted  in  stu- 
por or  coma  with  intravenous  steroids,  either  hy- 
drocortisone in  the  dosage  of  300  to  400  mg.  or 
dexamethasone,  16  to  24  mg.  per  twenty-four  hours 
in  adults.  Seventeen  patients  were  so  treated  and 
6 survived.  Seven  of  the  16  nonsteroid  treated  pa- 
tients admitted  in  stupor  or  coma  survived. 

Diphenylhydantoin  and/or  phenobarbital  were 
given  to  all  27  patients  who  experienced  general- 
ized or  focal  seizures  at  onset.  Intravenous  diaze- 
pam (Valium)  was  used  adjunctively  in  7 recent 
cases  with  status  epilepticus. 

Tracheostomy  and  assisted  ventilation  was  life- 
saving in  3 patients  who  were  moribund.  One 
thirty-eight-year-old  woman  was  maintained  on  an 
intermittent  positive  pressure  respirator  for  eleven 
days  while  comatose  and  survived. 

Neurologic  sequelae 

Neurologic  sequelae  were  observed  in  11  of  the  33 
survivors:  Severe  organic  mental  changes,  2;  mod- 
erate organic  mental  changes,  4;  mild  bilateral 
hearing  loss,  2;  severe  bilateral  hearing  loss  and 


vertigo,  1;  hemiparesis,  1;  and  involuntary  move- 
ment disorder,  1. 

Organic  mental  changes  are  still  present  in  6 pa- 
tients consisting  chiefly  of  disturbance  in  memory, 
judgment,  and  insight.  The  mental  deterioration 
in  2 of  these  patients  was  so  severe  that  they  re- 
quired chronic  care  in  a state  mental  hospital. 
Two  of  the  4 patients  with  more  moderate  mental 
impairment  were  alcoholic,  and  so  the  role  menin- 
gitis played  is  not  clear.  Three  patients  showed  bi- 
lateral hearing  loss  confirmed  by  audiogram.  In  2 
the  loss  was  mild.  The  third  patient  was  totally 
deaf  and  also  had,  for  several  weeks  after  discharge, 
attacks  of  vertigo  lasting  a few  minutes  and  ac- 
companied by  rotatory  nystagmus.  These  attacks 
gradually  cleared,  but  the  deafness  persisted.  She 
had  received  for  one  week  kanamycin  1 Gm.  per  day 
for  klebsiella  pneumonia,  and  although  there  was 
no  renal  failure  it  is  uncertain  whether  the  drug, 
the  meningitis,  or  both  caused  her  eighth-nerve 
symptoms.  One  patient  recovered  with  a per- 
manent mild  right  hemiparesis. 

A thirty-nine-year-old  woman  develgped  severe 
cerebellar  signs.  Admitted  with  temperature  106 
F.,  a stiff  neck,  and  irrational  behavior  and  inco- 
herent mumbling,  she  showed  1,700  polymorpho- 
nuclear leukocytes  per  cubic  millimeter  in  her 
cerebrospinal  fluid  and  was  given  ampicillin  12 
Gm.  per  twenty-four  hours.  Two  days  after  ad- 
mission she  became  stuporous,  and  intravenous 
hydrocortisone  was  started.  She  then  became 
more  alert,  but  demonstrated  severe  intention 
tremors  of  the  trunk  and  extremities,  with  dys- 
arthric  speech.  Organic  mental  changes  were  also 
present.  Three  years  later  she  is  unable  to 
walk  unsupported  because  of  severe  truncal 
ataxia  and  titubation,  and  shows  in  addition 
marked  arm  and  leg  intention  tremor,  dysmetria, 
and  dysdiadochokinesis. 

Pathologic  findings 

The  brain  was  examined  in  10  of  the  29  fatal 
cases.  Neuropathologic  studies  were  limited  so 
that  adequate  correlation  with  the  clinical  findings 
could  seldom  be  made.  Cerebral  edema  was  noted 
in  4 cases,  but  temporal-lobe  herniation  through 
the  incisura  was  not  described.  Cortical  venous 
thrombosis  was  present  in  1 case,  and  an  eighty- 
four-year-old  woman  was  found  to  have  an  acute 
thrombosis  of  the  right  middle  cerebral  artery  as- 
sociated with  the  meningitis.  A fifty-seven-year- 
old  alcoholic  man  on  admission  showed,  in  addition 
to  fever  and  meningeal  signs,  lethargy,  left  facial 
weakness,  left  Babinski  sign,  and  multifocal  sei- 
zures, usually  with  head  and  eyes  turned  to  the 
left.  Cerebrospinal  fluid  showed  opening  pressure 
over  600  mm.  water,  168  leukocytes  (81  per  cent 
polymorphonuclear  leukocytes)  per  cubic  milli- 
meter. He  died  after  two  weeks  of  therapy.  Au- 
topsy showed  a 1 by  2-cm.  abscess  in  his  right  fron- 
tal lobe  in  addition  to  leptomeningitis. 
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FIGURE  4.  (A)  Thoracic  spinal  cord  section  showing  dense  purulent  exudate  in  subarachnoid  space,  subdural,  and 

extradural  regions.  (B)  Thoracic  spinal  cord  seen  in  lower  right  hand  corner.  Subarachnoid  space  (center)  and  sub- 
dural space  (upper  portion)  filled  with  purulent  exudate.  (C)  Section  of  cerebral  cortex  demonstrating  dense  exudate 
in  subarachnoid  space  and  extending  deep  into  sulci.  (D)  Exudate  infiltrating  cerebral  tissue  at  base  of  sulcus. 


More  characteristic  features  of  our  autopsied 
cases  are  illustrated  by  the  findings  in  a five- 
month-old  boy  who  died  within  thirteen  hours  of 
admission  in  spite  of  intensive  antibiotic  therapy. 
At  autopsy  the  entire  brain  was  covered  by  thick 
greenish  exudate  which  extended  to  the  base  of  the 
brain  and  deeply  throughout  the  sulci.  Dense 
purulent  exudate  was  present  in  the  entire  spinal 
subarachnoid  space  and  involved  both  the  subdural 
and  extradural  space  (Fig.  4A).  The  blood  vessels 
in  the  subarachnoid  space  were  congested.  The 
exudate  consisted  of  polymorphonuclear  leuko- 
cytes, mononuclear  cells,  lymphocytes,  plasma 
cells,  fibrin,  and  considerable  cellular  debris  (Fig. 
4B).  Sections  through  the  cerebral  cortex  showed 
the  subarachnoid  space  to  be  completely  filled  with 
a dense  fibrinous  purulent  exudate  which  extended 
deep  into  the  tissues  (Fig.  4C).  At  the  base  of  the 
sulci,  inflammatory  cells  extended  directly  into 
cerebral  tissue  (Fig.  4D).  Perivascular  infiltration 
of  chronic  inflammatory  cells  was  seen  in  other 
areas  of  subcortical  tissue. 

Both  heroin  addicts  died,  and  autopsy  examina- 
tions were  made  by  the  medical  examiner.  One 
showed  in  addition  to  typical  findings  of  lepto- 


meningitis, an  epidural  abscess  in  the  posterior 
cervical  region,  beneath  which  there  was  necrotic 
cord.  This  patient  had  developed,  two  days  after 
admission,  flaccid  quadriplegia  and  urinary  and 
fecal  incontinence,  and  myelography  had  shown  a 
complete  block  at  the  second  cervical  vertebra. 
Surgical  drainage  of  the  abscess  had  not  relieved 
his  symptoms. 

Comment 

The  large  municipal  hospitals  have  traditionally 
served  patients  of  limited  economic  means  who 
may  be  poorly  housed,  inadequately  nourished, 
and  who  may  have  neglected  their  health  care. 
The  earliest  symptoms  of  disease  are  often  ignored. 
Limited  availability  of  medical  personnel  may  also 
contribute  to  delayed  diagnosis  and  treatment. 
Such  social  factors  added  to  the  high  mortality  rate 
of  our  pneumococcal  meningitis  cases.  Carpenter 
and  Petersdorf,!  at  the  King  County  Hospital  in 
Seattle,  reported  that  of  63  patients  with  pneumo- 
coccal meningitis,  37  (59  per  cent)  died.  Wilson 
and  Lerner,^  dealing  with  similar  social  and  en- 
vironmental factors  at  the  Detroit  Receiving  Hos- 
pital, treated  25  patients  with  pneumococcal  men- 
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ingitis  of  whom  15  (60  per  cent)  died.  The  mortal- 
ity rates  at  hospitals  with  selective  admission 
policies  are  lower.  Swartz  and  Dodge^  at  the  Mas- 
sachusetts General  Hospital  recently  treated  56 
patients  with  pneumococcal  meningitis  of  whom  16 
died  (29  per  cent). 

The  over-all  mortality  rate  in  this  series  was  47 
per  cent  (29  of  62  patients),  and  the  death  rate  did 
not  significantly  improve  during  the  six-year 
period.  Delayed  admission  with  advanced  disease 
was  an  important  factor  in  our  high  mortality  rate. 
Eleven  of  29  deaths  (38  per  cent)  occurred  in  pa- 
tients admitted  in  deep  coma,  and  conversely  the 
mortality  rate  of  the  14  deeply  comatose  patients 
was  79  per  cent.  The  disease  was  additionally 
virulent  in  infants  under  eight  months  old  (5  cases 
with  4 deaths)  and  in  those  above  fifty-one  years 
(33  cases  with  19  deaths).  The  incidence  of  coma 
on  admission  was  no  higher  in  the  elderly  who  died 
than  in  the  younger  fatalities,  but  associated  dis- 
eases such  as  cardiac  failure  or  uncontrolled  dia- 
betes were  more  frequent.  Weiss  et  ai*  suggest 
that  the  adverse  effect  of  increasing  age  could  be 
explained  by  the  increasing  prevalence  of  asso- 
ciated disease,  and  Quaade^  noted  that  in  older  pa- 
tients medical  complications  may  add  to  the  mor- 
tality rate  even  when  the  infection  itself  is  being 
controlled. 

The  presence  of  associated  medical  problems 
may  make  diagnosis  of  meningitis  difficult  and 
may  cause  delay  in  starting  therapy.  The  alcohol- 
ic patient  may  be  admitted  with  conditions  such 
as  hepatic  failure,  hypoglycemia,  delirium,  con- 
vulsive seizures,  or  trauma  associated  with  men- 
ingitis. The  immune  responses  can  apparently  be 
altered  by  alcohol  administration^  making  ad- 
vanced infection  more  likely.  Meningitis  may  ini- 
tially be  overlooked  in  patients  appearing  with  car- 
diac failure  and  hypotension.  Those  with  diabetic 
acidosis  and  meningitis  are  also  often  inadequately 
handled.’'  The  symptoms  of  a severe  sickle-cell 
crisis  associated  with  meningitis  may  be  mislead- 
ing in  rare  instances. ** 

Associated  pneumonia  in  our  series  did  not  seem 
to  carry  an  increased  mortality  rate;  of  24  patients 
with  bronchopneumonia,  12  died.  In  other  reports 
the  association  is  more  ominous.  Austrian  and 
Gold,®  for  example,  described  21  cases  of  pneumo- 
coccal meningitis  plus  pneumonia,  of  whom  17  died 
(81  per  cent). 

Similarly,  a positive  blood  culture  in  our  series 
did  not  carry  a worse  prognosis,  in  contrast  to  the 
series  of  Swartz  and  Dodge."’ 

Four  patients  had  otitis  media  and  3 purulent 
mastoiditis,  and  successful  surgery  during  the 
acute  phase  of  meningitis  was  performed,  with  pa- 
tient survival,  in  2 of  the  latter.  This  11  per  cent 
incidence  of  otitic  focus  and  39  per  cent  pulmonary 
focus  contrasts  with  the  experience  of  Swartz  and 
Dodge,"’  who  reported  from  Massachusetts  General 
Hospital  that  34  per  cent  of  those  with  pneumo- 


coccal meningitis  had  an  otitic  focus,  and  7 per 
cent  had  a pulmonary  focus. 

Again,  these  differences  may  reflect  the  type  of 
patients  arriving  for  admission  at  a voluntary  hos- 
pital contrasted  with  the  unselected  severely  ill 
patient  group  admitted  to  municipal  hospitals 
often  via  ambulance.  Interestingly,  none  of  the  3 
patients  with  residual  hearing  loss  had  had  evident 
otitis  or  mastoiditis  during  the  meningitis. 

The  high  incidence  of  convulsive  seizures  in  this 
series  (44  per  cent)  seems  related  to  the  severity  of 
the  disease  process;  70  per  cent  of  these  patients 
died.  Although  massive  doses  of  intravenous  pen- 
icillin may  rarely  precipitate  seizures,”  this  was 
not  the  cause  in  our  patients.  All  except  1 of  our 
cases  experienced  convulsions  before  the  institu- 
tion of  antimicrobial  therapy. 

Tremendous  amounts  of  purulent  exudate  sur- 
rounded the  brains  and  spinal  cords  of  our  au- 
topsied  cases.  Plorde  et  al.^^  postulated  that  the 
continued  high  mortality  rate  in  pneumococcal 
meningitis  is  related  to  the  presence  of  this  virulent 
exudative  response  in  an  enclosed  space  adjacent 
to  structures  responsible  for  maintaining  vital 
functions.  Penicillin  did  not  affect  this  exudate 
once  it  was  formed.  Their  studies  showed  that 
penicillin  exerts  its  optimal  killing  effect  on  a 
young,  rapidly  multiplying  bacterial  culture  in  the 
logarithmic  phase  of  growth  and  that  treatment 
early  in  the  course  of  infection  before  maximum 
exudation  resulted  in  a more  rapid  killing  of  bac- 
teria than  in  animals  treated  later.  Moreover, 
continued  multiplication  and  invasion  of  the 
organism,  protected  by  its  polysaccharide  cap- 
sule,’® may  be  accompanied  by  failure  of  the  host’s 
defensive  mechanisms  and  decreased  phagocytosis 
of  pneumococci.  Austrian  and  Gold®  have  sug- 
gested that  death  from  pneumococcal  infection  re- 
sults from  this  failure  of  host  defense  prior  to  in- 
stitution of  antimicrobial  agents.  Beyond  a cer- 
tain stage  of  the  disease,  even  intensive  antimicro- 
bial therapy  may  no  longer  be  of  value. 

The  initial  antimicrobial  therapy  of  purulent 
meningitis  has  changed  in  many  institutions.  The 
combination  of  two  or  even  three  antibiotic  agents 
is  no  longer  warranted  except  in  special  circum- 
stances. Experimental  pneumococcal  infections 
respond  poorly  to  penicillin  therapy  if  the  animals 
are  first  treated  with  tetracycline.’'’  Wallace  et 
al.  have  observed  antagonism  between  penicillin 
and  chloramphenicol  in  experimentally  produced 
pneumococcal  meningitis  in  dogs.  Penicillin 
therapy  alone  given  six  hours  after  infection  pro- 
duced rapid  bacterial  death  with  no  viable  orga- 
nisms at  sixteen  hours.  Chloramphenicol  given 
with  penicillin  decreased  effectiveness  in  killing 
the  organisms. 

Ampicillin,  a semisynthetic  penicillin  with  a 
broad-spectrum  bacterial  activity  against  many 
gram-negative  as  well  as  gram-positive  organisms, 
has  been  available  since  1961.  Its  effectiveness 


2752  New  York  State  Journal  of  Medicine  / December  1 , 1 971 


in  eradicating  the  most  common  organisms  pro- 
ducing purulent  meningitis  has  been  well  demon- 
strated.''* Maintenance  of  high  serum  levels 
permits  ampicillin  to  penetrate  the  blood-cerebro- 
spinal fluid  barrier  especially  early  during  infec- 
tion.-'-- Ampicillin  could  now  be  considered  the 
drug  of  choice  for  initial  therapy  of  purulent  men- 
ingitis in  patients  above  six  months  of  age,  par- 
ticularly in  community  hospitals  such  as  ours, 
where  hemophilus  influenzae  meningitis  in  adults 
is  not  rare.--^  Penetrating  head  injury,  postcra- 
niotomy meningitis,  or  the  presence  of  gram-neg- 
ative organisms  or  apparent  staphylococci  on 
smear  would,  of  course,  call  for  additional  agents. 
In  the  commoner,  less  complicated  situation  the 
advantages  of  therapy  with  a single  drug  of  low  tox- 
icity are  obvious.  One  danger  in  the  use  of  such  a 
broad-spectrum  antibiotic  is  the  possibility  of 
overgrowth  by  other  resistant  organisms.  Some 
investigators  suggest  that  with  definite  confirma- 
tion of  the  infection  as  due  to  pneumococci,  penicil- 
lin would  provide  a less  expensive  and  equally  ef- 
fective mode  of  therapy.'" 

The  efficacy  of  adrenal  steroid  therapy  in  pneu- 
mococcal meningitis  has  not  been  established.-^  -" 
VVe  have  begun  to  administer  adrenal  steroids  to 
the  stuporous  or  comatose  patients  who  are  re- 
ceiving adequate  antimicrobial  therapy.  Reyn- 
olds-" analyzed  3 cases  of  pneumococcal  meningi- 
tis who  showed  prompt  mental  and  physical  im- 
provement coincident  with  institution  of  adrenal 
steroid  therapy.  VVe  have  not  observed  such  dra- 
matic changes.  Thornton  et  al.~"  concluded  that 
high-dose  methyl  prednisolone  therapy  early  in  the 
course  of  pneumococcal  meningitis  apparently  is 
capable  of  preventing  death  from  toxemia  but  does 
not  prevent  neural  injury.  The  adrenal  steroids 
may  exert  an  anti-inflammatory  effect  and  may  al- 
low more  time  for  the  antimicrobial  agents  to  act. 
Cluff,  Perry,  and  Moore-"  have  demonstrated  in 
rabbits  that  adrenocortical  hormone  and  penicillin 
can  prevent  death  in  pneumococcal  infections  that 
are  not  preventable  by  penicillin  alone.  The  mech- 
anism of  action  is  unknown.  It  was  suggested  that 
the  adrenocortical  hormone  helped  correct  the  fall- 
ing cardiac  output  and  rising  peripheral  vascular 
resistance  in  these  animals.  A recent  study  of 
steroids  in  tuberculous  meningitis  suggested  that, 
while  they  did  not  lower  long-term  mortality  or 
morbidity  rates,  they  did  decrease  cerebral  edema 
and  the  chances  of  brain  herniation  during  the 
acute  illness.-"  Although  evidence  of  temporal- 
lobe  or  cerebellar  herniation  was  not  present  in  the 
autopsies  of  this  series,  Swartz  and  Dodge'"  found 
it  in  10  of  29  fatalities  in  their  survey  of  bacterial 
meningitis;  1 of  these  patients  had  died  of  pneu- 
mococcal meningitis.  They  describe  also  a pa- 
tient who  survived  and  whose  cerebrospinal  fluid 
pressure  had  shown  “a  striking  decrease”  following 
high  dose  of  cortisone. 

The  highly  viscous  exudate  in  pneumococcal 


meningitis  contains  large  amounts  of  polymerized 
desoxyribonucleoprotein.""  Johnson,  Ayvazian, 
and  Tillett"'  reported  their  experience  in  the  intra- 
thecal administration  of  crystalline  pancreatic 
desoxyribonuclease  in  25  patients  with  pneumo- 
coccal meningitis.  Further  studies  with  this  agent 
may  be  useful. 

Many  problems  regarding  the  pathogenesis  and 
treatment  of  pneumococcal  meningitis  remain  un- 
solved. Studies  such  as  those  by  Prockop  and 
Fishman"''  are  helping  to  clarify  the  alterations  in 
blood-cerebrospinal  fluid  barrier  seen  during  the 
disease.  More  effective  modes  of  therapy  or  ad- 
juvants to  current  therapy  are  also  now  needed. 

Early  diagnosis  remains  paramount  in  the  treat- 
ment of  this  disease.  One  cannot  overemphasize 
the  importance  of  performing  cerebrospinal  fluid 
examinations  on  those  admitted  with  altered  states 
of  consciousness  or  convulsive  seizures.  The  only 
exceptions  should  be  those  with  obvious  massive 
cerebral  trauma  or  those  with  papilledema  on  the 
basis  of  intracerebral  mass  lesions.  Cell  counts, 
determinations  of  protein  and  sugar,  smears  and 
cultures  for  bacteria,  M.  tuberculosis,  and  fungi 
should  be  obtained.  Even  when  the  fluid  appears 
grossly  clear,  appropriate  smears  and  cultures 
should  still  be  prepared.  In  some  instances,  or- 
ganisms may  be  seen  on  gram  stain  before  pleo- 
cytosis is  observed.  An  initially  low  cerebrospinal 
fluid  cell  count  can  be  misleading.  Repeat  lumbar 
puncture,  several  hours  after  admission,  may  be- 
come mandatory  if  the  diagnosis  is  still  uncertain. 

Sumnnary 

Delayed  admission  with  advanced  stages  of  dis- 
ease was  the  most  important  factor  causing  the 
high  mortality  rate  of  47  per  cent  and  sequelae  rate 
of  18  per  cent  observed  among  62  cases  of  pneu- 
mococcal meningitis  treated  during  a six-year  pe- 
riod at  Harlem  Hospital.  Coma  and  seizures,  re- 
flecting late  severe  disease,  were  associated  with 
especially  poor  outcome.  Infants  under  eight 
months  of  age  and  elderly  patients  had  a particu- 
larly high  mortality  rate.  Associated  disease  con- 
tributed to  the  bad  prognosis  in  older  patients,  yet 
neither  pneumonia  or  bacteremia  seemed  to  lessen 
chances  for  survival.  Neither  did  cerebrospinal 
fluid  findings  correlate  with  outcome.  Lack  of 
opportunity  to  study  on  a random  control  basis 
prevented  accurate  evaluation  of  the  use  of  ampi- 
cillin versus  penicillin  and  of  steroid  therapy  in 
comatose  patients. 
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Visceral  larval  migrans  syndrome,  occurring  pri- 
marily in  toddlers  as  a result  of  ingestion  of  embryo- 
nated  eggs  of  Toxocara  canis  and  Toxocara  cati,  is 
frequently  encountered  in  general  practice.  The 
syndrome  is  characterized  by  hepatomegaly, 
marked  eosinophilia,  and  transitory  pulmonary 
eosinophilia  infiltration.  A survey  made  in  Sche- 
nectady County  reveals  that  a reservoir  of  infection 
exists  in  dogs  infected  with  T.  Canis  and  other  in- 
testinal parasites.  Such  surveys  are  important  in 
alerting  physiciarus,  veterinarians,  and  public  health 
officers  that  this  condition  exists  in  the  community. 
All  dogs  should  be  screened  for  parasites  and  ova 
prior  to  placing  them  in  homes  where  young  children 
are  present. 
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There  are  more  than  80  animal  diseases  com- 
municable to  man,  and  many  of  these  are  of  con- 
siderable importance  in  the  United  States.  Some 
of  these  zoonoses  are  receiving  greater  attention  as 
increasing  evidence  indicates  the  role  of  lower 
vertebrate  animals  in  the  field  of  human  health. 
A few  of  these  infections  are  frequently  encoun- 
tered in  general  medical  practice,  while  others  are 
rare  and  pose  interesting  diagnostic  problems. ^ 
Visceral  larval  migrans  syndrome  reported  in 
man  is  a result  of  the  ingestion  of  embryonated 
eggs  of  Toxocara  canis  and  Toxocara  cati.  The 
syndrome  occurring  primarily  in  toddlers  is  char- 
acterized by  hepatomegaly,  marked  eosinophilia, 
frequently  greater  than  50  per  cent  and  often  per- 
sisting for  several  months,  and  transitory  pulmo- 
nary eosinophilia  infiltration.  Beaver  and  asso- 
ciates,' ^ Smith  and  Beaver, = Mok,®  Dorman  and 
Van  Ostrand,"  and  others  have  described  the  clini- 
cal characteristics  of  the  syndrome.® 

The  purpose  of  this  study  was  to  determine  the 
prevalence  of  T.  canis,  T.  cati,  and  other  intestinal 
parasites  of  dogs  and  cats  in  Schenectady  County. 
A previous  survey  of  intestinal  parasites  of  dogs 
and  cats  was  done  in  the  New  York  City  area  by 
Dorman  and  Van  Ostrand  in  1958."  The  results 
from  this  current  survey  are  important  in  alerting 


physicians,  veterinarians,  and  public  health  of- 
ficials to  the  potential  reservoir  of  visceral  larval 
migrans  in  Upstate  New  York. 

Materials  and  methods 

Dogs  and  cats  were  examined  for  intestinal  para- 
sites from  the  Schenectady  County  Animal  Shelter 
because  this  was  considered  to  be  the  most  repre- 
sentative population.  About  50  per  cent  of  the 
animals  had  been  in  homes,  and  the  others  were 
stray  animals  collected  in  the  city  and  county. 
This  study  was  done  over  the  past  three  years. 
Both  male  and  female  dogs  ranging  from  two  weeks 
to  approximately  one  year  of  age  were  included  in 
this  survey.  The  animals  had  been  sacrificed  by 
gas  at  tbe  animal  shelter  before  they  were  released 
for  examination  of  intestinal  contents. 

The  intestinal  tract  was  ligated  from  the  duo- 
denum to  the  sigmoid.  A funnel  was  placed  in  the 
proximal  end  of  the  intestine,  and  the  contents 
were  flushed  with  tap  water  through  a series  of 
screens  ranging  from  coarse  to  fine  mesh.  This 
facilitated  the  recovery  of  large  and  very  small 
parasites.  To  assure  complete  recovery  of  worms, 
the  intestinal  wall  was  split  and  the  mucosa  scraped 
and  examined  for  attached  hookworms  and  oth- 
er small  parasites.®  The  recovered  parasites  were 
placed  in  normal  saline  solution,  identified,  and 
preserved  in  40  per  cent  ethyl  alcohol. 

A thorough  examination  of  64  dogs  and  132  cats 
revealed  that  73.4  per  cent  of  the  dogs  had  T.  canis. 


TABLE  1.  Intestinal  parasites  in  64  dogs 
in  Schenectady  County 


Parasites 

Number 
of  Dogs 

Per  Cent 

T.  canis 

47 

73.4 

Dipylidium  caninum 

3 

5 

Taenia  pisiformis 

3 

5 

Ancyclostoma  caninum 

3 

5 

Onicola  canis 

1 

1 

No  infection 

7 

10.6 
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TABLE  II.  Intestinal  parasites  in  132  cats  in 
Schenectady  County 


Parasites 

Number 
of  Cats 

Per  Cent 

T.  cati 

98 

75 

Taenia  pisiformis 

18 

13 

No  infection 

16 

12 

and  75  per  cent  of  the  cats  were  infected  with  T. 
cati  (Tables  I and  II). 

Comment 

Webb^°  discussed  relatively  new  syndromes 
that  are  potentially  transmissible  from  animal  to 
man.  He  included  “cat-scratch  fever,”  histo- 
plasmosis, toxoplasmosis,  psittacosis,  and  visceral 
larva  migrans.  These  studies  assumed  more  im- 
portance when  one  examined  the  magnitude  of  the 
problem,  for  example  there  are  estimated  to  be 
over  25  million  dogs  in  the  United  States,  28  to  30 
million  cats,  and  15  million  domesticated  birds.’® 

In  New  York  State,  T.  canis,  T.  cati,  and  other 
intestinal  parasites  are  potentially  transmissible  to 
man  and  may  cause  a syndrome  called  visceral 
larval  migrans.  Dorman  and  Van  Ostrand^  report- 
ed that  T.  canis  was  found  in  only  1.6  per  cent  of 
the  total  number  of  canine  fecal  specimens  exam- 
ined. Ten  per  cent  of  the  fecal  specimens  contained 
ova  of  T.  cati.  Ancyclostoma  caninum  was  the 
parasite  which  was  most  frequently  found  in  dogs, 
and  it  was  present  in  6.8  per  cent  of  a total  of  500 
animals  examined. 

Contrasted  with  Dorman’s  findings,  the  present 
study  shows  a greater  percentage  of  dogs  infected 
with  T.  canis  and  other  parasites.  In  this  study, 
the  animals  were  autopsied  and  the  intestines 
examined  directly  to  verify  the  infection.  Stool 
examinations  were  not  made  on  all  animals  to  con- 
firm the  infections  because  fresh  fecal  specimens 
were  not  available  in  some  cases.  However,  in 
those  instances  in  which  stool  specimens  were  ex- 
amined, utilizing  the  formalin-ether  technic,  the 
eggs  in  the  fecal  specimens  confirmed  the  diagnosis 
of  the  parasites.” 

The  high  prevalence  of  infection  in  73.4  per  cent 
of  dogs  in  the  Schenectady  County  survey  should 
be  emphasized,  since  some  observers  are  of  the 
opinion  that  an  incidence  of  7 per  cent  must  be  con- 
sidered to  be  hazardous  to  the  human  population. 

Personal  communications  with  three  practicing 
veterinarians  in  the  Schenectady  area  revealed 
that  80  to  90  per  cent  of  all  puppies  are  infected 
with  roundworms.”  They  also  stated  that  whip- 
worms, hookworms,  and  tapeworms  are  found  in 
dogs  that  are  brought  in  for  treatment. 

According  to  Beaver  * since  T.  canis  was  first  re- 
ported as  a cause  of  disease  in  man,  it  has  been 
identified  directly  or  indirectly  with  approximately 
150  cases  of  visceral  larval  migrans  and  60  cases  of 


endophthalmitis.  Many  cases  were  found  in  the 
eastern  half  of  the  United  States,  and  cases  have 
been  reported  from  Europe,  Australia,  Philippine 
Islands,  Hawaii,  Mexico,  and  Puerto  Rico.  Found 
primarily  in  children  fifteen  to  thirty-six  months  of 
age  with  a history  of  pica,  visceral  larval  migrans 
is  characterized  by  hypereosinophilia,  which  may 
be  extreme,  hyperglobulinemia,  hepatomegaly, 
and  general  poor  health.  Not  uncommonly  there 
have  been  indications  of  involvement  of  the  central 
nervous  system,  although  the  larvae  have  been 
found  in  the  human  brain  in  only  3 reported  cases. 

Toxocara  endophthalmitis  which  usually  leads 
to  loss  of  vision  and  eyes,  in  most  cases,  ap- 
parently should  be  regarded  as  more  commonly  a 
sequela  than  a complication  of  visceral  larval  mi- 
grans, since  it  generally  occurs  in  older  children 
who  may  have  acquired  the  offending  larva  some 
years  earlier.  Other  than  demonstrating  the  larval 
worm  in  tissues,  there  is  no  specific  procedure  for 
the  diagnosis  of  larval  toxocariasis  except  that 
mentioned  by  Mok,®  who  reviewed  the  literature  on 
visceral  larval  migrans  syndrome  and  the  serologic 
diagnosis  of  the  infection. 

Heitzman  and  Ferguson  in  1969’*’  reported  the. 
case  history  of  a two  and  one-half-year-old  girl  in 
Syracuse  who  had  been  ill  with  recurrent  episodes 
of  fever  and  wheezing  for  a period  exceeding  one 
year,  with  a high  white  blood  cell  count  which 
ranged  between  20,000  and  55,000  per  cubic  mil- 
limeter. This  was  accompanied  by  a pronounced 
eosinophilia  varying  from  40  to  85  per  cent.  The 
child  had  a history  of  pica,  ingesting  soil  from  the 
back  yard.  The  family  had  two  dogs,  and  it  ap- 
peared that  the  soil  in  the  yard  had  been  contami- 
nated with  dog  feces.  The  history  of  leukocytosis 
with  marked  eosinophilia,  combined  with  the 
known  contamination  of  the  backyard,  were  strong 
factors  in  favor  of  diagnosis  of  Toxocara  hepatitis. 
Also  serologic  tests  performed  at  the  Center  of 
Disease  Control  U.S.  Public  Health  Service,  At- 
lanta, Georgia,  were  positive  for  T.  canis.  These 
and  other  findings  lead  to  the  diagnosis  of  visceral 
larval  migrans  (T.  canis). 

Conclusion 

Only  a few  cases  exhibiting  the  syndrome  of  vis- 
ceral larval  migrans  have  been  reported  in  New 
York  State.  The  present  survey  reveals  that  a res- 
ervoir of  infection  exists  in  Schenectady  County 
in  dogs  infected  with  T.  canis  and  other  intestinal 
parasites.  Surveys  reporting  the  prevalence  of 
zoonotic  diseases  in  both  man  and  animals  are  im- 
portant in  alerting  physicians,  veterinarians,  and 
public  health  officials  that  a reservoir  exists  in  the 
community.  The  use  and  distribution  of  this  re- 
port should  be  a stimulus  to  interested  persons  in 
the  control  of  the  disease. 

All  dogs  should  be  screened  for  parasites  and  ova 
prior  to  placing  them  in  homes  where  young  chil- 
dren are  present. 
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There  is  agreement  that  early  diagnosis  is  the 
key  to  the  problem  of  congenital  subluxation  of 
dislocation  of  the  hips.k"^  The  time  of  diagnosis 
largely  determines  the  type  and  duration  of  treat- 
ment. Thirty  or  more  years  ago  the  initial  diag- 
nosis was  often  made  at  or  after  the  age  of  walking 
when  the  child  would  limp,  have  a positive  Tren- 
delenburg test  result  or  have  obvious  shortening. 
The  treatments  at  this  time  of  diagnosis  were  var- 
ied from  operative  replacement  reconstruction  to 
“bloodless”  reduction.  Preliminary  traction  was 
often  not  used,  and  far  too  often  poor  results  de- 
veloped. Some  of  the  reconstructive  procedures 
of  that  day  are  still  used  to  salvage  missed  cases, 
but  these  missed  cases  have  steadily  declined. 

In  the  last  thirty  years  there  has  been  general 
education  of  general  practitioners,  pediatricians, 
and  orthopedists  in  the  early  signs  of  congenital 
subluxation  and  dislocation  of  the  hip.  Asym- 
metry of  the  thigh  and  buttock  folds,  tightness  of 
the  adductors  which  prevent  full  abduction,  and 
shortening  of  a flexed  thigh  have  been  emphasized 
as  being  diagnostically  presumptive  and  often  lead- 
ing to  x-ray  confirmation.  Diagnosis,  therefore,  in 
most  cases  was  made  before  the  age  of  walking, 
and  treatment  in  these  cases  was  applied  earlier 
and  provided  for  a less  complicated,  less  danger- 
ous, and  shorter  duration  treatment. 

Tests  for  dislocation 

The  sign  of  unequal  thigh  and  buttock  creases 
as  well  as  unilateral  or  bilateral  adductor  tight- 
ness, although  good  in  the  six-week  check-up  and 
beyond,  have  been  found  to  be  of  little  use  as  evi- 
dence of  subluxation  or  dislocation  in  the  newborn 


child,  and  the  absence  of  these  signs  has  tended  to 
give  a false  sense  of  security  to  the  examining  phy- 
sician.' Pioneered  by  the  work  of  Von  Rosen'** 
and  Barlow"*  within  the  past  fifteen  years,  it  has 
been  found  that  early  detection  of  hip  disease  in 
the  newborn  infant  can  occur  if  Ortolani’s  and 
Barlow’s  tests  are  performed.^" 

Of  the  tests  in  the  newborn  that  have  been  of 
particular  value,  Ortolani’s  test  is  the  older  test 
and  is  performed  with  the  infant  supine.  ' '*  - The 
opposite  pelvis  is  held  down,  and  the  hip  to  be 
tested  is  flexed  to  a right  angle  and  then  gradually 
abducted.  The  click  that  makes  the  result  of  this 
test  positive  is  one  of  entrance  as  the  subluxed  or 
dislocated  femoral  head  goes  back  into  the  acetab- 
ulum on  abduction.  This  test  can  often  be  ac- 
centuated by  exerting  slight  pressure  along  the  line 
of  the  femur  as  the  femur  is  abducted.  Barlow’s 
test  is  actually  a sign  of  exit  of  the  femoral  head, 
and  a click,  either  palpable  or  audible,  results 
when  the  femoral  head  subluxes  or  dislocates  pos- 
teriorly. In  this  test  the  opposite  side  of  the  pel- 
vis is  stabilized  by  placing  the  examiner’s  one 
thumb  on  the  pubis.  The  hip  to  be  examined  is 
then  flexed  at  90  degrees.  The  examiner’s  other 
thumb  rests  on  the  medial  region  of  the  thigh  in 
the  region  of  the  lesser  trochanter,  while  the  fingers 
rest  on  the  trochanter  of  the  side  to  be  examined. 
The  anterior  thigh  thus  rests  in  the  web  space  of 
the  examiner’s  hand.  Pressure  is  then  exerted  in 
a backward  direction  on  the  thumb,  and  this  tends 
to  sublux  the  femoral  head.  The  motion  is  one 
basically  of  pronation  of  the  forearm,  and  with  the 
thumb  pressure  the  hip  can  be  subluxed  out  of  the 
joint  in  those  individuals  who  have  laxity  of  the 
hip  joint.  The  click  often  is  not  audible,  but  there 
is  a definite  sensation  of  subluxation  that  is  given 
to  the  trained  examiner. 

The  theory  of  primary  dysplasia  of  the  acetab- 
ulum and  of  primary  anteversion  as  a cause  of 
congenital  dislocation  of  the  hips  has  not  been 
substantiated  and  is  considered  to  take  place  large- 
ly as  a result  of  secondary  changes  due  to  laxity  of 
the  capsule. 2 The  cause  of  laxity  is  still  unknown, 
but  some  hormonal  influence  is  suspect,  and  there 
is  certainly  a higher  incidence  in  females,  a higher 
incidence  in  those  who  have  familial  histories, 
and  a higher  incidence  in  breech  babies  and  in 
children  who  are  excessively  lax.^  Passive  exten- 
sion of  the  hip  after  birth,  such  as  with  the  “tradi- 
tional spanking”  or  the  “traditional  measuring 
of  length,”  has  also  been  criticized  and  probably 
should  be  abandoned  to  avoid  forceful  extension 
of  the  newborn  infant’s  hips.^  This  stretching  of 
the  hips  may  make  an  already  lax  hip  more  re- 
laxed. The  seasonal  high  incidence  in  winter 
months  of  dislocation  suggests  that  tight  bed- 
clothing tends  to  cut  down  on  the  normal  flexion 
of  the  thigh  and  may  also  be  a factor  here.  Certain 
groups  who  carry  their  children  with  their  legs 
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A program  for  the  early  detection  of  hip  disease  in 
the  newborn  infant,  adaptable  particularly  to  com- 
munity hospitals  lacking  house  staff,  is  outlined. 
The  screening  procedure  is  carried  out  by  nurses 
specifically  trained  in  the  early  sigrus  of  congenital 
subluxation  and  dislocation  of  the  hip.  With  early 
detection  and  treatment,  infants  with  congenital 
hip  disorders  will  finish  the  course  of  therapy  at  the 
age  of  three  months  rather  than  start  treatment 
at  that  time  as  in  the  past. 


bound  in  extension  have  a higher  incidence  than 
those  who  carry  their  children  on  their  hips  with 
the  legs  abducted  at  the  hips. 

Early  diagnosis  requires  examination  of  all  new- 
born infants.  Most  investigations  have  been  done 
with  the  help  of  pediatric  or  orthopedic  house  staff 
or  both.  In  our  community  two  hospitals,  Arnot- 
Ogden  Memorial  and  St.  -Joseph’s,  have  approx- 
imately 280  beds  each.  There  is  no  house  staff, 
and  it  was  believed  that  examination  of  all  new- 
born children  by  one  orthopedist  would  be  both 
physically  impossible  as  well  as  create  a situation 
in  which  free  choice  of  an  orthopedist  would  not 
be  allowed  to  the  patient’s  family  and/or  their 
pediatricians.  Most  babies  in  our  community  are 
examined  by  pediatricians  or  general  practitioners, 
but  there  are  others  who  come  from  quite  a dis- 
tance for  their  obstetric  care  who  do  not  have 
pediatricians  immediately  available  in  the  new- 
born nursery  for  examination,  and  there  are  others 
who  never  obtain  pediatric  follow-up  care.  Al- 
though a refresher  discussion  was  held  with  pedia- 
tricians by  the  author  with  emphasis  on  Barlow’s 
and  Ortolani’s  sign,  it  was  believed  that  a more 
standardized  evaluation  was  needed. 

Paramedical  personnel 

The  author,  with  the  cooperation  of  pediatric 
departments  in  both  hospitals,  then  held  a teach- 
ing lecture  and  demonstration  with  all  nurses  in 
the  newborn  nursery.  Three  nurses  were  picked 
at  each  hospital,  one  for  each  shift,  who  were 
specifically  trained  and  made  responsible  for  ex- 
amining all  infants  born  in  their  hospital.  They 
were  trained  in  the  signs  mentioned  including 
thigh  and  buttock  folds  asymmetry,  shortening 
of  the  extremities,  and  limited  abduction,  but 
particular  emphasis  was  placed  on  Barlow’s  and 
Ortolani’s  tests.  After  the  nursing  evaluation, 
the  results  were  recorded  on  the  chart,  and  con- 
firmation by  the  pediatrician  would  often  lead  to 
orthopedic  referral.  In  most  cases,  roentgeno- 
grams were  also  obtained,  although  in  this  early 
age  group  the  x-ray  films  were  nondiagnostic  in 
most  instances.  In  patients  with  a positive  Or- 
tolani’s or  Barlow’s  sign  a splint  of  the  Barlow 
type  was  utilized.  In  the  more  than  1,800  infants 
examined,  between  1 and  2 per  cent  have  been 
found  to  have  tests  with  positive  findings.  Most  of 
the  positive  tests  results  have  been  for  Ortolani’s 
sign,  althouth  Barlow’s  sign  has  also  been  present 
at  times.  It  is  recognized  by  the  author  that  many 
of  these  would  probably  have  firmed  up  without 


treatment,  but  it  is  believed  justified  to  treat  all 
suspicious  cases  to  correct  those  that  would  pro- 
gress unfavorably  to  subluxation  or  dislocation. 
In  general,  with  this  method  of  treatment  the  pa- 
tient has  finished  treatment  at  the  age  of  three 
months  rather  than  beginning  treatment,  as  was 
the  case  in  the  past.  This  program  has  largely 
eliminated  the  late  referrals  of  infants  with  sus- 
picious hip  disease  in  our  community. 

Summary 

This  communication  is  presented  as  an  example 
of  a program  that  I believe  is  adaptable  to  com- 
munity hospitals  lacking  house  staff.  It  has 
proved  valuable  in  our  community,  and  the  nursing 
personnel  have  diligently  performed  the  screening 
examination.  Examinations  with  suspicious  find- 
ings at  six  weeks  and  in  later  check-ups  have  dra- 
matically decreased  in  the  period  this  examina- 
tion has  been  performed. 

722  West  Water  Street 
Elmira,  New  York  14905 
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NODULES  AND 
ULCERATION  OF  SKIN 
WITH  HEART  DISEASE 

Case  history 

Ozdem  Kurtul,  M.D.:  A fifty-two-year-old 

woman  of  Japanese  origin  was  admitted  to  the  hos- 
pital with  weakness  and  weight  loss  for  four  months 
and  multiple  skin  nodules  for  one  month.  About 
four  months  before  admission,  shortly  after  her 
husband’s  death,  she  noted  the  onset  of  progres- 
sive fatigue,  generalized  weakness,  and  intermit- 
tent numbness  of  the  fingers  and  toes;  two  months 
before  admission  she  began  to  lose  weight.  She 
noted  at  the  same  time  the  appearance  of  sub- 
cutaneous nontender  nodules  on  the  left  arm  and 
on  the  trunk;  a similar  lesion  on  the  right  thigh  was 
treated  locally  with  a heating  pad,  whereon  it  be- 
came enlarged  and  erythematous.  Her  family 
physician  noted  progressive  anemia,  leukopenia  of 
3,300  with  diminished  numbers  of  polymorpho- 
nuclear forms  and  increased  numbers  of  lympho- 
cytes, increase  in  serum  gamma  globulin,  4 plus 
positive  result  on  latex  fixation  test,  and  several 
negative  test  results  on  lupus  erythematosus  prep- 
arations. Two  weeks  before  admission  a sub- 
cutaneous nodule  on  the  right  side  of  the  chest  was 
biopsied  and  showed  “nonspecific  vasculitis.” 

The  patient’s  past  medical  history  indicated 
“kidney  trouble”  at  age  six  and  trachoma  during 
adolescence  without  sequela.  During  the  year 
prior  to  admission,  the  patient  had  minor  upper 
respiratory  infections  and  a mild  persistent  cough 
with  expectorations  of  small  amounts  of  yellowish 
mucus;  she  was  mildly  short  of  breath  on  climb- 
ing one  flight  of  subway  stairs  but  denied  pain  in 
the  chest  on  exertion.  Eight  weeks  before  admis- 
sion on  a routine  physical  examination  the  electro- 
cardiogram was  reported  to  show  inverted  T waves 
in  leads  II  and  111. 


Physical  examination  on  admission  revealed  a 
blood  pressure  of  120/75,  pulse  120,  and  respira- 
tions 20  per  minute;  her  temperature  was  100  F. 
The  patient  was  well  developed  and  well  nour- 
ished; her  skin  was  not  remarkable  except  for  small 
irregular,  rubbery,  and  freely  moveable  nontender 
subcutaneous  masses,  1 to  2 cm.  in  largest  diame- 
ter, on  the  left  side  of  the  jaw,  the  upper  back,  the 
right  side  of  the  abdomen,  the  right  side  of  the 
chest,  and  the  left  deltoid  region.  There  was  a 
healing  linear  biopsy  scar  on  the  right  lateral  as- 
pect of  the  chest. 

The  tonsils  were  not  enlarged.  There  was  no 
lymphadenopathy.  The  lungs  were  clear.  The 
cardiac  rhythm  was  regular  with  a rapid  rate  of  20 
per  minute;  the  sounds  were  of  fairly  good  qual- 
ity; and  no  murmurs  were  audible.  The  liver  edge 
was  palpable  1 to  2 fingerbreadths  below  the  right 
costal  margin;  the  spleen  and  kidneys  were  not 
felt.  A mild  degree  of  pitting  edema  had  accumu- 
lated about  the  right  foot  and  ankle;  on  the  anterior 
aspect  of  the  right  thigh  there  was  a 3-cm.,  tender 
nodule  in  the  subcutaneous  tissue,  with  overlying 
erythema.  Neurologic  examination  was  not  re- 
markable. 

The  initial  urinalysis  showed  a specific  gravity 
of  1.012,  with  negative  test  results  for  albumin, 
sugar,  and  acetone;  the  microscopic  examination 
revealed  only  3 to  5 white  blood  cells.  The  hemo- 
globin was  9.8  Gm.  per  100  ml.,  the  hematocrit  30, 
the  white  blood  cell  count  4,200  with  72  per  cent 
mature  polymorphonuclear  leukocytes,  1 per  cent 
band  forms,  23  per  cent  lymphocytes,  and  4 per 
cent  monocytes.  The  platelet  count  was  375,000; 
the  reticulocyte  count  was  1.1  per  cent.  The 
erythrocyte  sedimentation  rate  was  115  mm.  per 
hour  (uncorrected).  The  fasting  glucose  was  145 
mg.  and  the  blood  urea  nitrogen  9.5  mg.  per  100  cc.; 
serum  sodium  was  132  mEq.,  chlorides  100  mEq., 
and  potassium  3.8  mEq.  per  liter.  The  blood  uric 
acid  was  reported  to  be  2.1  mg.  (normal  4 to  7.5 
mg.);  serum  calcium  9.4  mg.,  phosphorus  3.7  mg., 
and  total  bilirubin  0.5  mg.  (direct  0 mg.)  per  100 
ml.  The  thymol  turbidity  was  9.4  units  (normal  0 
to  2 units)  and  the  cephalin  flocculation  test  result 
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FIGURE  1.  (A)  Initial  film  of  chest  revealing  only  minor 

chronic  inflammatory  changes  at  both  lung  bases.  (B) 
Cardiogram  showing  sinus  tachycardia,  first  degree 
atrioventricular  block,  and  T-wave  inversion  in  leads 
II,  III,  and  aVf. 

was  4 plus.  The  total  cholesterol  was  140  mg,,  the 
total  serum  protein  8,4  Gm.  (albumin  2.8  Gm.  and 
globulin  5.6  Gm.)-per  100  ml.  The  alkaline  phos- 
phatase was  2 units  (normal  0 to  4 units);  the 
serum  glutamic  oxaloacetic  transaminase  was  43 
units  (normal  1 to  27);  the  serum  glutamic  pyruvic 
transaminase  was  25  units  (normal  1 to  40);  and 
the  lactic  acid  dehydrogenase  was  640  units 
(normal  200  to  600  units).  The  latex  fixation  test 
result  was  reported  to  be  reactive.  The  prothrom- 
bin time  was  14  seconds  (control  13  seconds). 

The  initial  chest  x-ray  film  revealed  old  inflam- 
matory changes  in  both  lung  fields  (Fig.  lA). 
Radiologic  study  of  the  skull  and  skeletal  system 
revealed  no  pathologic  process;  there  was  minimal 


osteoarthritic  changes  of  the  spine.  The  film  of 
the  abdomen  revealed  a diffuse  ground-glass  ap- 
pearance suggestive  of  a small  amount  of  ascites. 

The  initial  electrocardiogram  revealed  inversion 
of  T waves  in  leads  II,  III,  and  aVf,  with  sinus 
tachycardia  and  first-degree  atrioventricular  block 
(PR  interval  0.24  seconds)  (Fig.  IB). 

The  patient  throughout  her  thirty-five-day  hos- 
pital course  continued  to  have  an  intermittent 
spiking  fever  of  up  to  104  F.  even  after  the  use  of 
prednisone,  gentamicin  sulfate  (Garamycin),  tetra- 
cycline, and  cephalothin.  During  the  first  week 
in  the  hospital,  the  patient  developed  a third 
heart-sound  gallop  at  the  apex,  and  the  spleen  be- 
came palpable  2 to  3 fingerbreadths  below  the  left 
costal  margin;  a repeat  white  blood  cell  count 
showed  3,200  with  unchanged  differential  count; 
the  serum  glutamic  oxaloacetic  transaminase  was 
40  units,  the  serum  glutamic  pyruvic  transaminase 
25  units. 

In  the  area  of  the  subcutaneous  lesion  op  the 
anterior  aspect  of  the  right  thigh,  the  superficial 
tissues  became  dark  and  eventually  ulcerated; 
culture  revealed  only  Pseudomonas  and  Proteus 
mirabilis  together  with  unidentified  Gram-neg- 
ative rods.  The  VDRL  test  result  was  nonreactive. 
The  mononucleosis  screening  test  result  was  pos- 
itive, (presumptive  titer  1:56);  the  direct  and  in- 
direct Coombs’  test  results  were  negative.  Cold 
agglutinins  were  positive  in  a titer  of  1:128,  the 
result  of  heterophil  agglutination  test  was  positive 
at  1:56.  The  C-reactive  protein  test  result  was 
negative.  Throat  culture  revealed  alpha  hemo- 
lytic streptococcus;  the  antistreptolysin  titer  was 
833  Todd  units.  Serum  electrophoresis  revealed 
an  albumin  of  46  per  cent  (normal  49.7  to  70.1); 
alpha-1  globulin  3 per  cent  (normal  1.6  to  3.6); 
alpha-2  globulin  6.5  per  cent  (normal  4.9  to  9.1); 
beta  glolDulin  9 per  cent  (normal  6.9  to  16.9);  and 
gamma  globulin  35.5  per  cent  (normal  7.3  to  19.7). 
Repeated  urinalyses  revealed  specific  gravities  of 
from  1.010  to  1.015  with  negative  findings  on  chem- 
ical and  microscopic  tests. 

The  electrocardiogram  showed  progressive 
changes  of  T waves  which  became  upright  in  leads 
II,  III,  and  aVf;  the  PR  interval  varied  up  to  0.28 
seconds;  the  sinus  mechanism  at  times  was  re- 
placed by  nodal  or  coronary  sinus  rhythm.  Three 
lupus  erythematosus  preparation  test  results  were 
negative.  A first-strength  purified  protein  de- 
rivative test  gave  negative  results  after  forty-eight 
hours.  Agglutination  tests  (typhoid  O,  typhoid 
H,  paratyphoid  A,  and  Brucella)  gave  negative 
results;  Proteus  OX-19  strain  positive  1:20;  and 
paratyphoid  B positive  1:40.  The  erythrocyte  tri- 
iodothyronine was  40.2  per  cent  (normal  34.3  to 
39.1  per  cent);  the  protein-bound  iodine  was  7.2 
micrograms  (normal  3.5  to  8.8  micrograms).  A 
bone-marrow  aspiration  and  smear  tests  showed 
adequate  cellularity,  adequate  megakaryocytes, 
and  a slight  increase  in  the  number  of  plasma  cells 
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and  lymphocytes,  with  normal  granulopoiesis  and 
erythropoiesis.  Iron  stores  appeared  to  be  ad- 
equate; no  tumor  or  foreign-body  cells  were  noted. 
Repeated  blood  cultures  were  negative. 

During  the  second  hospital  week,  the  ulcerated 
lesion  on  the  anterior  right  aspect  of  the  thigh  be- 
came necrotic  and  attained  the  diameter  of  ap- 
proximately 4 to  5 cm.  but  remained  fairly  dry 
(Fig.  2). 

On  the  eighth  hospital  day,  a subcutaneous  nod- 
ule was  excised  in  toto  from  the  left  deltoid  region. 
The  thymol  turbidity  was  16  units,  and  the  total 
serum  protein  was  8.8  Gm.  (albumin  3.3  Gm., 
globulin  5.5  Gm.)  per  100  ml.  A liver  biopsy  was 
consistent  with  “reactive  hepatitis.” 

Two  weeks  after  admission  treatment  with 
prednisone  was  begun;  thereafter,  several  subcuta- 
neous nodules  appeared  to  diminish  slightly  in  size. 
The  electrocardiogram  began  to  show  Wenckebach 
phenomena  with  2:1  atrioventricular  block  and 
frequent  nodal  escapes  after  a nonconducted  sinus 
beat;  brief  periods  of  atrial  fibrillation  were  noted. 
These  rhythm  changes,  together  with  minor  T- 
wave  changes  recurred  intermittently  throughout 
the  remainder  of  the  patient’s  hospital  course. 
Bone-marrow  cultures  were  negative.  The  beta-lC 
globulin  and  alpha-2  macroglobulins  were  normal; 
transferrin,  haptoglobin,  ceruloplasmin,  beta  lipo- 
protein, and  serum  albumin  were  normal.  Serum 
antinuclear  antibody  was  negative. 

On  the  nineteenth  hospital  day,  the  patient  was 
given  vinblastine  sulfate  (Velban),  5 mg.  intra- 
venously, and  she  felt  nauseated  and  faint;  ab- 
dominal distention  was  noted  at  that  time,  but  the 
film  of  the  abdomen  was  not  remarkable.  Fol- 
lowing a second  injection  on  the  twenty-third  hos- 
pital day,  the  spleen  was  reported  to  be  no  longer 
palpable;  the  ulceration  on  the  anterior  aspect  of 
the  thigh,  however,  continued  unchanged,  and  a 
culture  was  negative  for  any  fungal  growth.  The 
white  blood  cell  count  remained  between  3,000  and 
4,000  per  cubic  millimeter.  Further  cytotoxic 
therapy  was  discontinued;  the  patient  was  given 
tetracycline  and  gentamicin  sulfate  without  effect 
on  the  intermittent  fever.  She,  meanwhile,  had 
become  progressively  weaker  and  unable  to  walk; 
she  maintained  a tachycardia  of  100  to  120  beats 
per  minute,  with  intermittent  auricular  fibrilla- 
tion, and  a third  heart-sound  gallop. 

'Fhe  urinalysis  at  this  time  showed  a specific 
gravity  of  1.010,  with  1 plus  albumin  and  white 
and  red  blood  cells  too  numerous  to  count,  with 
numerous  coarsely  granular  casts.  The  blood  urea 
nitrogen  was  52  mg.  per  100  ml.,  the  carbon  dioxide 
content  22  mEq.  and  potassium  4.8  mEq.  per  liter, 
the  thymol  turbidity  8.6  units,  the  total  protein  6.3 
Gm.  (albumin  2.7  Gm.  and  globulin  3.6  Gm.)  per 
100  ml.,  and  the  alkaline  phosphatase  4.3  units. 

'I'he  patient  successfully  underwent  a radical 
dissection  of  the  anterior  aspect  of  the  right  thigh 


FIGURE  2.  "Noma"  showing  sharply  demarcated  ne- 
crotic ulceration  on  anterior  aspect  of  right  thigh. 


under  spinal  anesthesia,  with  removal  of  the  ul- 
cerated lesion  and  local  inguinal  lymph  nodes.  A 
skin  graft  was  placed  over  the  area,  and  the  pa- 
tient was  given  cyclophosphamide  (Cytoxan)  50 
mg.  daily  to  prevent  graft  rejection.  The  patient 
continued  to  have  a spiking  fever  to  103  F.,  and  on 
the  third  postoperative  day  complained  of  increas- 
ed shortness  of  breath  with  marked  dyspnea  and 
orthopnea.  Coarse  rales  were  noted  over  both  lung 
bases,  and  the  chest  x-ray  film  was  reported  to 
show  exaggeration  of  the  pulmonary  markings 
compatible  with  congestive  changes  or  pneumo- 
nitis. The  hemoglobin  was  10.8  Gm.  per  100  ml., 
the  white  blood  cell  count  4,400  with  81  per  cent 
mature  polymorphonuclear  leukocytes  and  11  per 
cent  band  forms.  The  platelet  count  was  116,000. 
The  blood  urea  nitrogen  was  102  mg.  per  100  ml., 
the  potassium  5.5  mEq.  and  carbon  dioxide  con- 
tent 30  mEq.  per  liter.  After  treatment  with  furo- 
semide,  digoxin,  aminophyllin,  morphine,  and 
oxygen,  the  patient’s  condition  appeared  to  im- 
prove slightly.  However,  during  the  following 
twenty-four  hours,  the  patient  became  disoriented 
and  semistuporous,  and  the  respiratory  difficulty 
increased  with  numerous  rales  over  both  lung 
fields. 

On  the  morning  of  the  twenty-fifth  hospital  day, 
the  patient  was  found  to  be  pulseless,  and  her  blood 
pressure  could  not  be  recorded;  efforts  at  resuscita- 
tion were  unsuccessful. 

Discussion 

Isidore  Snapper,  M.D.*:  This  woman  with 

fever  of  unknown  origin,  at  the  onset  of  her  illness, 
developed  subcutaneous  nodules,  one  of  which  be- 
came necrotic.  Sbe  ultimately  died  of  uremia  and 
heart  failure. 

In  reviewing  the  protocol,  we  note  that  she  was  a 

* Consultant-in-Residence,  Brooklyn  Veterans  Administra- 
tion Hospital. 
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thirty-two-year-old  private  secretary,  of  Japanese 
origin,  in  good  health  until  four  months  before  ad- 
mission. At  that  time  she  had  begun  to  complain 
of  generalized  weakness,  fatigue,  and  intermittent 
numbness  of  fingers  and  toes.  These  symptoms 
developed  during  a period  of  grief  when,  no  doubt, 
her  general  resistance  was  lowered. 

During  the  course  of  her  illness  she  lost  about  10 
pounds  in  weight;  subcutaneous  nontender  nodules 
appeared  on  the  left  arm,  the  left  side  of  the  trunk, 
and  the  right  thigh;  progressive  anemia,  with  a 
hemoglobin  of  9.8  Gm.  per  100  ml.  and  a leuko- 
penia of  3,300  developed.  The  protocol  mentions 
that  the  polymorphonuclear  forms  were  initially 
diminished,  and  the  lymphocytes  were  increased, 
but  this  observation  contrasts  with  all  the  later 
data  including  polymorphonuclear  leukocytosis 
and  lymphopenia.  There  was  an  increase  in  the 
serum  gamma  globulin  and  a 4 plus  positive  result 
on  latex  fixation  test.  Two  weeks  before  admis- 
sion, a subcutaneous  nodule  on  the  right  side  of  the 
chest  had  been  biopsied.  At  microscopic  examina- 
tion a nonspecific  vasculitis  was  found.  Was  that 
biopsy  reviewed  by  the  pathologists  at  this  hos- 
pital? 

Basil  Moumgis,  M.D.:  Yes,  and  we  agree  with 
the  diagnosis  of  nonspecific  vasculitis. 

Dr.  Snapper:  We  must,  therefore,  accept  that 
there  is  disease  involving  the  vascular  wall.  In 
view  of  the  necrotic  lesions  which  ultimately  de- 
veloped, a pathologic  process,  invading  the  wall  of 
the  blood  vessels  from  without,  must  have  resulted 
in  intravascular  thrombosis  and  necrosis  of  the 
tissues  supplied  by  the  affected  arteries. 

During  the  preceding  year  the  patient  had  had  a 
fairly  persistent  cough  with  small  amounts  of  yel- 
lowish mucus.  She  was  short  of  breath  on  climb- 
ing a flight  of  subway  stairs,  but  she  denied  she 
had  anginal  pain.  Her  electrocardiogram  at  the 
time  of  her  admission  showed  changes  in  leads  II 
and  III,  which  explained  her  shortness  of  breath. 
Later  more  serious  signs  of  heart  failure,  such  as 
tachycardia,  auricular  fibrillation,  and  tbird-sound 
gallop,  appeared. 

On  admission,  her  blood  pressure  was  normal, 
pulse  rate  was  rapid,  respiratory  rate  was  normal  at 
rest,  and  her  temperature  was  100  F.  Small  ir- 
regular freely  moveable  subcutaneous  nodular 
masses,  the  largest  diameters  of  1 to  2 cm.,  were 
located  in  the  areas  of  the  left  side  of  the  jaw,  the 
upper  back,  and  right  side  of  the  abdomen,  the 
right  side  of  the  chest,  and  the  left  deltoid  region. 

The  tonsils  were  not  enlarged,  and  there  was  no 
lymphadenopathy.  The  thyroid  gland  was  not 
enlarged.  The  heart  appeared  to  be  normal  in  size; 
no  murmurs  were  audible.  The  liver  was  palpable 
1 to  2 fingerbreadths  below  the  right  costal  margin, 
but  the  spleen  and  kidneys  were  not  felt  at  that 
time.  Later  the  spleen  became  palpable.  There 
was  a small  amount  of  edema  of  the  right  ankle. 
On  the  anterior  aspect  of  the  right  thigh,  there  was 


a fairly  large  subcutaneous  nodule  with  overlying 
erythema. 

At  that  time  the  urinalysis  revealed  no  ab- 
normalities, but  later  the  patient  presented  evi- 
dence of  true  renal  failure.  The  white  blood  cell 
count  was  only  4,200,  but  the  differential  count 
showed  at  least  72  per  cent  mature  polymorpho- 
nuclear forms  and  1 per  cent  band  forms,  in  con- 
trast to  the  report  of  an  earlier  differential  count. 
The  shift  to  the  left  in  the  differential  count  later 
became  more  marked.  The  fasting  blood  sugar 
was  slightly  elevated  to  145  mg.  per  100  ml.;  the 
thymol  turbidity  test  result  was  high  at  9.4  units, 
and  the  cephalin  flocculation  test  result  was  4 
plus,  both  tests  suggesting  liver  damage.  The  pos- 
itive result  of  the  latex  fixation  test  means  only 
that  she  had  antibodies  against  gamma  globulin, 
but  not  necessarily  that  she  had  rheumatoid  ar- 
thritis. The  chest  x-ray  film  showed  old  inflam- 
matory changes  in  both  lung  fields.  X-ray  films  of 
the  skull  and  the  skeletal  system  revealed  no  ab- 
normalities; x-ray  films  of  tbe  abdomen  revealed 
a ground-glass  density  suggestive  of  a small 
amount  of  ascites.  On  the  electrocardiogram  there 
was  inversion  of  T waves  in  leads  II,  III,  and  aVf, 
sinus  tachycardia,  and  a first-degree  atrio- 
ventricular block.  The  changes  in  the  T waves  had 
previously  been  noted,  but  the  prolonged  atrio- 
ventricular condition  time  was  a new  development. 

Throughout  her  thirty-three-day  hospital  course, 
the  patient  had  an  intermittent  spiking  fever  of  up 
to  104  F.,  which  did  not  disappear  after  adminis- 
tration of  prednisone,  gentamicin  sulfate,  tetra- 
cycline, and  cephalothin.  During  the  first  week 
in  the  hospital,  the  patient  was  noticed  to  have  a 
third  heart-sound  gallop  which  indicated  progres- 
sive damage  to  the  myocardium;  the  spleen  be- 
came palpable  2 to  3 fingerbreadths  below  the 
costal  margin;  and  the  white  blood  cell  count  re- 
mained at  3,200.  The  lesion  on  the  anterior  aspect 
of  the  right  thigh  became  dark  and  eventually 
developed  into  a hard,  sharply  demarcated,  and 
punched-out  depression  with  a necrotic  base. 

The  microorganisms  cultured  from  our  patient’s 
necrotic  ulcer  were  those  one  might  expect  to  find 
in  the  environment  and  on  the  surface  of  the  skin. 
The  VDRL  test  result  for  syphilis  was  negative;  the 
test  result  for  heterophil  antibodies  was  mildly 
positive  in  a dilution  of  1:56.  The  Coombs’  test 
result  was  negative;  the  cold  agglutinins  showed 
positive  results  in  a dilution  of  1:128.  The  latex 
fixation  test  result  was  again  positive  and  the  C- 
reactive  protein  negative.  The  throat  contained 
alpha  hemolytic  streptococci.  From  the  increased 
antistreptolysin  titer,  833  Todd  units,  it  is  evident 
that  in  the  preceding  few  weeks,  the  patient  must 
have  had  contact  with  beta  hemolytic  streptococ- 
cus; otherwise  this  antistreptolysin  titer  has  no 
particular  significance.  The  serum  protein  elec- 
trophoresis revealed  normal  percentages  of  albu- 
min, alpha-1  globulin,  alpha-2  globulin,  and  beta 
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globulin;  the  gamma  globulin  was  markedly  in- 
creased, up  to  35.5  per  cent.  The  results  of  uri- 
nalysis were  still  normal. 

The  electrocardiogram  showed  progressive 
changes.  The  T waves  became  upright  in  leads  II 
and  III.  At  first  this  would  seem  to  be  an  improve- 
ment, but  the  P-R  interval  became  more  prolonged 
at  0.28  seconds,  and  the  sinus  rhythm  was  replaced 
by  nodal  rhythm  or  coronary  sinus  rhythm,  a sign 
of  deterioration  of  the  heart  muscle.  The  results 
of  thyroid  function  studies  were  all  within  normal 
limits. 

The  blood  cultures  were  negative.  By  the  end  of 
the  first  week  in  the  hospital,  the  ulcer  on  the 
anterior  aspect  of  the  thigh  measured  4 to  5 cm.  in 
diameter.  The  ulceration  remained  fairly  dry  and 
did  not  progress.  The  liver  biopsy  was  reported  to 
show  hepatitis,  not  a granulomatous  hepatitis,  I 
assume.  In  addition  the  serum  calcium  and  phos- 
phorus levels  were  normal;  the  antinuclear  anti- 
bodies were  negative.  She  was  then  treated  with 
vinblastine  sulfate,  and  after  the  second  injection 
the  spleen  was  said  to  be  no  longer  palpable.  The 
white  blood  cell  count  remained  between  3,000  and 
4,000  per  cubic  millimeter.  Tachycardia  of  from 
100  to  120  beats  per  minute  continued  with  inter- 
mittent auricular  fibrillation.  In  the  urine  there 
was  1 plus  albumin  with  red  and  white  blood  cells 
too  numerous  to  count  and  also  numerous  coarsely 
granular  casts.  I would  assume  these  findings  to 
indicate  some  type  of  involvement  of  the  kidneys 
by  the  underlying  disease.  The  blood  urea  nitro- 
gen was  elevated  for  the  first  time  at  52  mg.  per  100 
ml.  The  ulcerated  lesion  on  the  anterior  aspect 
of  the  right  thigh  and  the  inguinal  lymph  nodes 
were  removed  and  a graft  placed  in  the  area. 

In  the  postoperative  period,  the  patient  con- 
tinued to  have  a spiking  fever  to  103  F.  At  the 
same  time  the  patient  developed  increasing  dys- 
pnea and  orthopnea  with  coarse  rales  over  both 
lung  bases;  x-ray  films  showed  exaggeration  of  pul- 
monary markings,  compatible  with  congestive 
heart  failure  or  pneumonia.  The  platelet  count 
was  116,000.  The  liver  remained  palpable  at  3 
fingerbreadths  below  the  costal  margin.  On  the 
thirty-third  hospital  day,  after  many  unsuccessful 
efforts  to  save  the  life  of  the  patient  by  a variety  of 
medications,  she  died.  Terminally,  the  blood 
urea  nitrogen  was  88  mg.  per  100  ml.;  the  carbon 
dioxide  content  was  30  mEq.  with  clear-cut  signs  of 
renal  insufficiency. 

In  my  opinion  the  development  of  necrotic  le- 
sions in  the  skin  and  subcutis  indicates  the  proper 
diagnosis  which  should  be  made  in  this  patient. 
In  many  diseases  subcutaneous  nodules  may  be  the 
outstanding  physical  finding,  for  instance  in  non- 
suppurative panniculitis.  In  that  condition,  how- 
ever, the  nodules  are  red,  are  located  in  the  skin, 
are  not  moveable,  tend  to  disappear  spontaneously, 
and  do  not  ulcerate,  d'he  nodules  of  periarteritis 
are  in  the  subcutaneous  area,  are  often  moveable. 


but  are  small  and  never  ulcerate.  In  olden  times 
necrotic  lesions,  so-called  “noma,”  were  commonly 
seen  on  the  faces  and  lips  of  debilitated  children 
with  “blue,”  that  is  hemorrhagic  measles. 

Noma  usually  spread  progressively  until  often 
the  patient  died  with  half  the  face  destroyed.  In 
North  China  this  lesion  was  often  observed  in  kala- 
azar,  which  was  quite  common  in  that  area.^ 
Noma  has  disappeared  as  a complication  of 
measles  because  the  incredible  malnutrition  in 
children  of  the  poor  during  the  latter  part  of  the 
nineteenth  century  simply  does  not  exist  today. 
I have,  however,  although  rarely,  seen  noma  in 
western  countries,  mainly  in  lymphoma,  Hodgkin’s 
disease,  and  acute  leukemia.  All  of  these  hema- 
tologic conditions  have  one  clinical  feature  in  com- 
mon; severe  leukopenia.  The  leukopenia  of  our 
patient  was  not  severe  enough  to  account  for  the 
necrotic  noma  lesion. 

Another  disease  which  tends  to  be  associated 
with  necrotic  lesions  of  this  type  is  commonly 
known  as  reticuloendotheliosis.  Reticulum  cells 
are  the  mother  cells  of  all  the  bone-marrow  ele- 
ments. When  reticulum  cells  act  as  phagocytes, 
they  are  known  as  histiocytes.  The  reticuloendo- 
thelial system  consists  of  histiocytes  which  are 
present  in  liver,  spleen,  lymph  nodes,  subcutis,  and 
a few  other  organs. 

In  the  first  decade  of  the  twentieth  century, 
Goldmann,^  in  Freiburg,  demonstrated  that  when 
a mouse  is  injected  with  trypan  blue  or  trypan  red 
the  animal  remains  healthy,  but  its  skin  becomes 
completely  blue  or  red.  At  histologic  examination 
this  “vital  staining”  proves  to  be  caused  by  the 
staining  of  specific  cells,  the  so-called  trypan  cells 
which  phagocytize  the  injected  colloidal  trypan 
dyes. 

In  Aschoff’s  laboratory,  in  Freiburg,  Kiyono*  re- 
peated Goldmann’s  experiments.  Using  lithio- 
carmine,  he  confirmed  Goldmann’s  conclusions 
and  recognized  that  the  trypan  cells  of  Goldmann 
were  actually  histiocytes.  Shortly  afterward  Asch- 
ofT  came  to  the  conclusion  that  these  cells,  al- 
though scattered  throughout  the  body,  represented 
a single  organ,  which  he  designated  as  the  retic- 
uloendothelial system.  The  name  is  unfortunate 
because  these  cells  are  all  reticulum  cells  or  histio- 
cytes, but  none  are  endothelial  cells.  The  term 
reticuloendothelial  cells  was  chosen  because  the 
greater  part  of  the  phagocytizing  reticulum  cells 
are  located  within  the  endothelium  of  blood  vessels 
and  were  erroneously  considered  to  be  endothelial 
cells.'’ 

The  Kupffer  cells  of  the  liver,  for  instance,  which 
amount  to  from  80  to  90  per  cent  of  reticuloendo- 
thelial phagocytes,  are  situated  in  the  endothelial 
lining  of  the  sinusoids  of  the  liver.  In  the  same  way 
the  endothelial  cells  of  the  sinusoids  of  the  red  pulp 
of  the  spleen,  the  so-called  littoral  cells,  are  retic- 
ulum cells  which  actively  phagocytize  foreign  ma- 
terial and  elements  of  the  blood.  The  sinusoids  of 
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the  spleen  contain  from  5 to  15  per  cent  of  the  re- 
ticuloendothelial cells  of  the  body.  Certain  in- 
vestigators have,  therefore,  proposed  that  the  name 
reticuloendothelial  system  be  changed  to  reticulo- 
histiocytic  system.  Most  pathologists,  however, 
honor  Aschoff  by  continuing  to  use  the  original 
term  of  reticuloendothelial  system. 

Under  certain  conditions,  particularly  in  young 
children,  a massive  proliferation  of  the  reticulo- 
endothelial system  will  lead  to  a disease  consisting 
of  purpuric  or  ecchymotic  cutaneous  rash,  high, 
often  spiking,  fever,  large  spleen,  large  liver,  pro- 
gressive anemia,  and  normoblastosis.  This  so- 
called  reticuloendotheliosis  of  infants  sometimes 
leads  to  ulcerations  of  the  mucous  membranes  of 
the  mouth  and  adjacent  tissues  and  to  the  forma- 
tion of  small  cutaneous  nodules  consisting  of  pro- 
liferating reticulum  cells.  These  small  nodules,  if 
located  in  the  neighborhood  of  small  arteries,  tend 
to  impinge  on  the  walls  of  blood  vessels  and  some- 
times give  rise  to  intraluminal  thrombosis  with 
ensuing  necrosis  of  skin  and  subcutis,  noma,  in  the 
area  immediately  supplied  by  these  blood  vessels. 

Many  reticulum  cells  are  found  in  the  mesan- 
gium of  the  kidneys,  and,  therefore,  in  reticuloendo- 
theliosis nodules  may  be  situated  within  and 
around  the  renal  glomeruli.*^  Eventually  the  pres- 
ence of  these  glomerular  nodules  leads  to  dimin- 
ished kidney  function  and  uremia.  Since  the  re- 
ticuloendothelial system  is  present  in  almost  every 
organ,  these  nodules  may  occur  almost  anywhere 
in  the  body.  In  the  lymph  nodes,  the  germinal 
centers  sometimes  disappear  under  influence  of 
the  onslaught  of  the  proliferating  reticuloendo- 
thelium. 

Our  patient  must  have  suffered  from  the  rare 
condition  closely  related  to  this  disease  of  infants, 
that  is  reticuloendotheliosis  of  the  adult,  with 
noma.  Other  names  have  been  suggested  for  this 
disease,  for  instance,  histiocytic  medullary  retic- 
ulosis.' 

The  question  may  be  raised  as  to  whether  or  not 
a proliferation  of  the  reticuloendothelial  elements 
can  be  found  in  the  bone  marrow  of  these  patients. 
The  bone-marrow  smear  of  our  patient  showed  ad- 
equate cellularity,  with  adequate  numbers  of 
megakaryocytes,  a slight  increase  in  the  number 
of  plasma  cells  and  lymphocytes,  with  normal 
granulocytopoiesis  and  erythropoiesis.  Thus,  we 
are  led  to  believe  that  the  bone-marrow  smear 
examination  gave  normal  findings. 

I should  point  out  that  the  bone-marrow  smear 
examination  first  introduced  in  1929  by  Arinkin** 
has  not  only  advantages  but  also  disadvantages. 
Before  1929  it  was  customary  to  study  the  bone 
marrow  by  means  of  biopsies.  The  biopsied  speci- 
mens had  to  be  immersed  in  strong  mineral-acid 
solutions  for  about  a week  to  demineralize  the  bone 
tissue  prior  to  microscopic  sectioning.  The  miner- 
al acid,  of  course,  destroyed  the  morphologic  char- 
acteristics of  nucleus  and  cytoplasm  of  the  cells 


but  left  the  microscopic  histologic  topography  of 
the  bone  marrow  cells  intact.  With  the  introduc- 
tion of  the  bone-marrow  smear,  the  types  of  cells 
were  well  preserved  and  could  actually  be  recog- 
nized. However,  the  smearing  out  of  the  marrow 
ruins  the  entire  topography  of  the  bone  marrow 
and,  in  addition,  destroys  many  diseased  white 
blood  cells.  Hence,  the  large  amounts  of  “Schol- 
len”  which  is  nearly  constant  finding  in  lymphat- 
ic leukemia.  Immature  reticulum  cells,  too,  are 
often  ruined  during  the  preparation  of  the  bone- 
marrow  smear,  which  may  well  be  the  reason  why 
no  reticuloendothelial  cells  were  seen  in  the  mar- 
row smears  of  our  patient. 

In  closing,  I offer  my  diagnosis  of  reticuloendo- 
theliosis, with  cellular  infiltrations  of  the  skin  and 
of  many  organs,  including  the  heart.  The  terminal 
cardiac  symptoms  and  findings  would  be  mani- 
festations of  such  infiltration. 

John  T.  Flynn,  M.D.:  We  were  prepared  to 

accept  the  lymphocytosis  reported  from  the  other 
hospital;  after  her  admission  to  this  hospital  the 
skin  lesion  became  necrotic  and  probably  caused 
the  polymorphonuclear  leukocytosis. 

Dr.  Snapper,  you  indicated  that  the  thymol 
turbidity  and  cephalin  flocculation  test  results 
might  indicate  liver  damage;  but  would  the  change 
in  serum  globulin  components  affect  those  tests  at 
all? 

Dr.  Snapper:  The  normal  serum  albumin  has 
a stabilizing  effect  on  the  globulins  and  prevents 
their  precipitation  when  the  cephalin  reagent  is 
added.  In  liver  disease  the  globulins  are  abnormal 
and/or  increased,  so  that  even  the  normal  serum 
content  of  albumin  does  not  prevent  their  precipi- 
tation when  the  cephalin  flocculation  reagent  is 
added.  Thus,  in  our  part  of  the  world,  a positive 
reaction  to  a cephalin  flocculation  test  strongly 
favors  the  diagnosis  of  liver  damage. 

In  China,  the  serum  albumin  content  of  normal 
persons  is  often  so  low  that  even  the  normal  glob- 
ulins are  precipitated  after  addition  of  the  cepha- 
lin reagent.  Thus,  in  China,  a positive  cephalin 
flocculation  test  reaction  does  not  prove  that  liver 
damage  is  present.  Since  this  woman  lived  in 
western  countries  all  her  life,  the  situation  en- 
countered many  years  ago  in  China  would  have  no 
bearing  on  her  case. 

Since  the  thymol  turbidity  test  result  is  not  in- 
fluenced by  hypoalbuminemia,  I expect  that  at  the 
autopsy  of  our  patient  liver  damage  will  be  dis- 
covered. 

Dr.  Flynn:  In  referring  to  leukopenia  with 

noma,  were  you  emphasizing  the  reduction  in  num- 
bers of  any  one  particular  form  of  leukocyte  or 
lymphocyte? 

Dr.  Snapper:  No,  it  is  not  selective.  There  is 
a general  depression  of  white  blood  cells. 

Dr,  Flynn:  In  this  patient  there  was  originally 
reported  to  be  an  elevated  gamma  globulin  level, 
on  the  cellulose  acetate  electrophoresis.  How- 


December  1 , 1 971  / New  York  State  Journal  of  Medicine  2765 


FIGURE  3.  (A)  Section  of  skin  showing  diffuse  and 

nodular  cell  infiltration  of  subcutaneous  fat;  (B)  and 
(C)  high-power  views  of  subcutaneous  tissue  showing 
infiltrate  of  malignant  histiocytes  in  solid  sheets  (hema- 
toxylin and  eosin  stain). 


I-/.* 


ever,  immunoelectrophoresis  was  subsequently 
reported  to  show  a decrease  in  the  immunogamma- 
globulins  G,  A,  and  M.  We  realized  the  discrep- 
ancy only  after  the  patient  had  died. 

Dr.  Snapper:  I would  dare  to  suggest  that  the 
immunoelectrophoresis  test  result  was  incorrect. 
This  patient  had  cold  agglutinins  in  the  serum, 
which  are  always  immunogammaglobulins  M or 
macroglobulins.  Thus  she  must  have  had  an  in- 
crease of  the  macroglobulins  of  the  serum. 

Clinical  diagnoses 

/.  Malignant  reticuloendotheliosis 
2.  Probable  arteriosclerotic  heart  disease;  coro- 
nary artery  disease;  and  congestive  heart  failure 

Dr.  Snapper's  diagnoses 

1.  Reticuloendotheliosis,  with  nodular  infiltra- 
tion of  subcutaneous  tissues  and  infiltration  of  all 
major  organs,  including  the  heart 

2.  Noma,  ulcerating  lesion  of  right  thigh,  sec- 
ondary to  vascular  damage  and  thrombosis  due  to 
infiltrating  reticuloendotheliosis 

Pathologic  discussion 

Dr.  Moumgis:  Although  this  patient’s  racial 


origin  was  Japanese,  her  birthplace  was  the  Hawai- 
ian Islands,  from  which  she  came  directly  to  the 
mainland  of  the  United  States. 

I would  like  to  begin  by  reviewing  the  findings 
on  the  biopsy  of  the  subcutaneous  nodule  taken 
from  the  left  deltoid  region  (Fig.  3). 

Grossly,  the  mass  was  slightly  firmer  than  the 
surrounding  fat;  microscopically,  it  was  composed 
of  a diffuse  infiltration  of  the  tissue  by  mononu- 
clear cells,  extending  into  the  lower  dermis.  The 
cells  were  predominantly  histiocytes,  although  the 
majority  were  mildly  atypical  in  appearance. 
Throughout  the  sections  occasional  plasma  cells 
and  lymphocytes  were  noted.  The  architectural 
appearance  and  cytologic  configuration  of  the  cells 
suggested  an  infiltrative,  rather  than  an  inflam- 
matory, process.  I stress  the  nature  and  arrange- 
ment of  these  cells  in  this  biopsy  specimen,  since 
the  patterns  of  cellular  infiltration  found  in  many 
areas  of  the  body  at  autopsy  were  the  same  as  those 
which  we  initially  observed  in  the  biopsied  nodule. 

At  autopsy  we  were  presented  with  an  emaciated 
woman  whose  skin  contained  multiple  scattered 
nodules,  the  most  prominent  of  which  were  in  the 
left  deltoid,  the  right  flank,  and  the  left  sub- 
mandibular regions.  She  had,  of  course,  evidence 
of  a radical  dissection  in  the  right  thigh.  On  open- 
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ing  the  abdomen  we  found  about  1,000  cc.  of  as- 
citic fluid;  the  liver  extended  about  10  cm.  below 
the  right  costal  margin  and  weighed  1,700  Gm., 
which  was  greater  than  normal  for  a woman  of  this 
size.  A total  of  500  cc.  of  fluid  were  present  in 
each  pleural  cavity.  The  heart  appeared  to  be  nor- 
mal and  showed  no  significant  coronary  athero- 
sclerosis. The  lungs  were  edematous  without 
evidence  of  thrombi  or  areas  of  consolidation. 

The  kidneys  weighed  290  Gm.  each,  which,  for  a 
small  woman,  was  about  twice  the  size  they  proper- 
ly should  be.  Pale  areas  in  the  kidney  were  seen, 
together  with  areas  which  appeared  grossly  to  be 
infarcts  in  various  stages,  some  recent  and  some 
considerably  older.  The  rest  of  the  genitourinary 
tract  was  normal.  A small  uterus  with  one  fibroid 
was  present.  The  thyroid  was  small  but  no  ab- 
normalities were  found  in  the  endocrine  gland. 
The  gastrointestinal  tract,  including  the  gallblad- 
der, was  normal.  The  spleen  was  moderately  en- 
larged, weighing  330  Gm.;  it  presented  prominent 
trabeculae  but  otherwise  was  normal  in  its  gross 
appearance.  The  lymph  nodes  were  markedly  en- 
larged in  the  cervical  regions,  the  hila  of  the  lungs, 
the  mesentery,  and  the  para-aortic  regions,  and  to 
lesser  degrees  in  other  areas.  The  bone  marrow 
grossly  seemed  to  be  normal. 

Microscopically,  there  was  infiltration  of  almost 
every  organ  by  the  same  type  of  cells  that  we  found 
in  the  subcutaneous  nodule.  The  organ  system 
least  involved  was  the  lungs.  In  the  heart  there 
was  scattered  infiltration  throughout  the  myo- 
cardium, but  no  nodular  collections  of  cells  (Fig. 
4).  The  infiltration  in  the  liver  was  concentrated 
mainly  around  the  portal  venous  radicles;  the  hep- 
atocytes  appeared  to  be  normal.  The  interstitial 
tissues  of  the  kidneys  were  heavily  infiltrated; 
there  were  areas  of  infarction  of  the  kidneys,  which 
we  felt  were  secondary  to  infiltration  of  blood  ves- 
sels by  these  cells;  and  the  glomeruli  themselves 
appeared  to  be  normal,  except  in  the  areas  of  renal 
infarction. 

The  lymph  nodes  showed  some  distortion  of  the 
architecture  and  considerable  proliferate  activity; 
the  follicles  were  fairly  well  preserved  but  were  not 
entirely  normal.  Both  mature  lymphocytes  and 
many  histiocytoid  cells  were  seen,  particularly  in 
the  sinusoids;  some  of  them  had  the  appearance  of 
plasma  cells,  and  many  of  them  had  phagocytized 
red  blood  cells.  The  latter  observation  is  a point 
strongly  favoring  the  diagnosis  of  reticuloendo- 
theliosis.  Other  areas  heavily  infiltrated  by  these 
reticuloendothelial  cells  were  the  walls  of  the 
stomach,  small  intestine,  appendix,  colon,  urinary 
bladder,  and  uterus,  as  well  as  the  thyroid,  para- 
thyroids, and  pancreas.  The  adrenal  tissues  were 
extensively  invaded  and  large  areas  replaced  by 
histiocytic  cells. 

Our  final  diagnosis  was  lymphoproliferative 
disorder,  with  malignant  histiocytosis,  or  reticulo- 
endotheliosis  as  you  call  it.  We  could  not  entirely 


FIGURE  4 Infiltration  of  myocardium  by  poorly  differ- 
entiated malignant  histiocytic  cells  (hematoxylin  and 
eosin  stain). 


rule  out,  on  histologic  grounds,  malignant  lympho- 
ma of  the  mixed  variety  with  lymphocytic-histio- 
cytic cell  types. 

Dr.  Snapper:  This  group  of  diseases  is  char- 

acterized often  by  the  presence  of  large  histiocytes 
in  the  peripheral  blood,  together  with  leukemic 
cells.  When,  as  is  often  the  case,  these  patients 
have  at  the  same  time  monocytic  leukemia,  the 
name  leukemic  reticuloendotheliosis  is  used. 

Dr.  Moumgis:  There  were  not  many  of  these 

cells  seen  in  the  bone  marrow  after  sectioning  and 
staining.  Even  the  small  nodular  masses  that 
sometimes  occur  in  the  marrow  in  these  cases  were 
not  evident. 

Dr.  Snapper:  The  cases  in  which  the  histio- 

cytes and  monocytic  cells  can  be  seen  in  the  pe- 
ripheral blood  are  much  easier  to  diagnose.  As 
mentioned,  in  this  patient,  the  possibility  of  hypo- 
gammaglobulinemia can  fortunately  be  ruled  out, 
although  that  condition  must  also  be  considered  in 
the  presence  of  necrosis  of  the  skin  and  subcutis. 

Bernard  Kabakow,  M.D.:  Dr.  Snapper,  would 
you  place  this  particular  disease  in  the  Hand- 
Schiiller-Christian  category  or  is  this  really  a ma- 
lignant disease  which  would  eventually  manifest 
itself  in  the  peripheral  blood? 

Dr.  Snapper:  Your  question  is  well  taken.  I 

regret  that  my  answer  will,  by  necessity,  throw  a 
spotlight  on  the  inadequacy  of  our  medical 
semantics. 
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The  reticuloendothelial  system  actually  consists 
only  of  histiocytes.  In  many  other  conditions,  for 
instance,  in  Hand-Schiiller-Christian’s  disease 
which  you  mentioned,  microscopic  examination  of 
the  lesions  also  reveals  the  presence  of  proliferat- 
ing histiocytes.  The  classical  form  of  Hand-Schiil- 
ler-Christian’s  disease  presents  itself  as  multiple, 
round  bone  defects  in  the  skull,  exophthalmus,  and 
diabetes  insipidus.  After  Schuller^  had  described 
this  syndrome  in  1915,  Rowland  in  1928^^  found 
that  the  lesion  consisted  of  large  sheets  of  prolifer- 
ating histiocytes  in  which  secondarily  large 
amounts  of  cholesterol  esters  had  been  deposited. 
Since  these  histiocytic  xanthomas  were  surrounded 
by  granulomatous  tissue,  Chester  defined  Hand- 
Schiiller-Christian’s  disease  as  lipoid  granuloma 
of  the  bone. 

This  lipoid  granuloma  of  the  bone  is  usually  a 
rather  benign  disease,  because  it  reacts  favorably 
to  x-ray  treatment.  Occasionally,  however,  Hand- 
Schiiller-Christian’s  disease  is  transformed  into 
Letterer-Siwe’s  disease,  in  which  the  same  prolifer- 
ation of  histiocytes  is  found,  but  without  secondary 
cholesterol  infiltration.  When  the  secondary  lipid- 
ization  of  the  histiocytes  does  not  occur  and  micro- 
scopic examination  reveals  the  lesions  to  consist 
solely  of  proliferating  reticulum  cells,  acute  and 
nearly  always  fatal  Letterer-Siwe’s  disease  must 
be  diagnosed. 

Letterer-Siwe’s  syndrome  is  identical  to  that  of 
reticuloendotheliosis  in  young  children,  as  I have 
mentioned.  Noma  of  the  lips  or  of  the  mucosa  of 
the  mouth  is  a frequent  occurrence.  In  Letterer- 
Siwe’s  disease,  multiple  osteolytic  lesions  in  the 
calvarium  are  perhaps  more  frequently  found  than 
in  the  reticuloendotheliosis  of  the  infants,  but  the 
incidence  of  the  bone  defects  is  not  sufficient  to 
differentiate  these  two  syndromes  as  different 
entities."  To  refer  to  the  reticuloendotheliosis 
of  the  infants  without  Hand-Schiiller-Christian’s 
disease  as  an  “essential  reticulosis”  does  not  help! 

Other  confusing  aspects  of  medical  nomencla- 
ture are  based  on  the  same  principle.  The  abnor- 
mal cellular  elements  which  are  the  microscopic 
signature  of  the  lymphomatous  and  the  leukemic 
diseases  are  all  originally  derived  from  reticulum 
cells.  Thus,  many  of  our  English  colleagues  tend 
to  follow  Robb-Smith'2  and  label  all  cases  of  lym- 
phomas and  all  leukemias  as  reticuloses. 

In  our  country  and  in  western  Europe,  however, 
the  name  of  reticuloendotheliosis  covers  the  dis- 
ease from  which  this  patient  suffered,  that  is 
proliferation  of  histiocytes  of  the  reticuloendo- 
thelial system. 

Clinicians’  efforts  to  systematize  the  nosology 
of  these  diseases  have  been  in  vain.  Even  Lichten- 
stein,'-* an  expert  in  diseases  of  the  skeleton,  ulti- 
mately threw  up  his  hands  and  dreamed  up  the 
desperate  designation  of  histiocytosis  X to  cover 
both  Hand-Schiiller-Christian’s  and  Letterer- 
Siwe’s  disease,  and  even  eosinophilic  granuloma. 


In  one  of  our  cases  of  reticuloendotheliosis,  the 
peripheral  blood  was  full  of  reticulum  cells  mixed 
with  immature  monocytes.  The  reticulum  cells 
are  often  destroyed  by  the  routine  method  of  pre- 
paring peripheral  blood  smears.  To  find  reticulum 
cells  in  the  peripheral  blood,  it  is  advisable  to  place 
a small  drop  of  blood  on  a large  cover  slip.  Then 
another  large  cover  slip  should  be  placed  over  the 
drop  to  assure  a nontraumatic  spreading  of  the 
cellular  elements  of  the  blood.  Thereafter,  the 
upper  cover  slip  is  carefully  pulled  sideways,  away 
from  the  lower  cover  slip,  and  two  nice  blood 
smears  result. 

Henry  A.  Sampson,  M.D.:  Would  you  guess 

that  this  condition  started  in  all  the  cells  of  the 
reticuloendothelial  system  all  over  the  body  at 
one  time? 

Dr.  Snapper:  It  would  appear  to  me  that  in 

the  beginning  the  changes  occurred  mainly  in  the 
subcutis,  although  at  an  early  stage,  heart  and 
kidneys  were  already  involved.  I would  assume 
that  there  was  involvement  of  the  heart  even  be- 
fore the  patient  presented  serious  symptoms  of 
heart  failure.  Actually  the  electrocardiogram 
showed  abnormal  findings  from  the  beginning 
of  the  observations  in  this  hospital. 

Dr.  Moumgis:  Could  you  offer  an  explanation 

as  to  why  the  lungs  seemed  to  be  unusually  free 
of  infiltration  in  this  patient? 

Dr.  Snapper:  No,  I could  not,  and  I am  just 

as  astonished  as  you  are  because  the  adventitial 
cells  of  the  walls  of  the  smallest  branches  of  the 
pulmonary  arterial  system  are  active  members 
of  the  reticuloendothelial  system.  These  adven- 
titial cells  stain  deeply  when  an  animal  is  injected 
with  one  of  the  vital  stains.  This  finding  explains 
why  sarcoidosis,  another  disease  of  the  reticulo- 
endothelium,  is  so  frequently  located  in  the  lungs. 

Dr.  Flynn:  Would  not  steroid  therapy  have 

affected  the  course  of  the  disease,  at  least  in  the 
lungs? 

Dr.  Snapper:  I hardly  think  so. 

Asuncion  Luyao,  M.D.:  Is  there  any  possible 

treatment  for  this  condition.  Dr.  Snapper? 

Dr.  Snapper:  To  the  best  of  my  knowledge, 

at  the  present  time,  there  is  no  effective  treatment 
that  will  influence  the  disease  in  any  way. 

Final  diagnoses 

1.  Reticuloendotheliosis,  with  nodular  infiltra- 
tion of  the  suhcutis,  and  diffuse  infiltration  of  all 
organs,  including  the  heart 

2.  Necrotic  ulcer  of  the  anterior  aspect  of  the 
right  thigh,  noma,  treated  by  surgical  excision  and 
skin  grafting 
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The  meeting  will  be  held  in  the  first  floor  lecture  hall 


8.  Arinkin,  M.  1.:  Die  Intravitale  IJntersuchungs,  metho- 
dik  des  Knochenmarks,  Folia  haemat.  38:  233  (1929). 

9.  Schuller,  A.:  Uber  h^igen  Artige  Schadeldefekta  im 

Jugendalter,  Fortschr.  Geb.  Rontgenstrahlen  23:  12  (1915). 

10.  Rowland,  R.  S.;  Xanthomatosis  and  the  reticuloendo- 
thelial system.  Arch.  Int.  Med.  42:  611  (1928). 

11.  Snapper,  I.:  Bone  Diseases  in  Medical  Practice,  New 

York,  Grune  & Stratton,  Inc.,  1947,  p.  127. 

12.  Robb-Smith,  A.  M.  T.:  Reticulosis  and  reticulosar- 

coma,  a histological  classification,  J.  Path.  & Bact.  47:  457 
(1938). 

13.  Lichtenstein,  L.;  Bone  Tumors,  2nd  ed.,  St.  Louis,  C. 
V.  Mosby  Co.,  19,59,  p.  ,367. 


of  the  Basic  Sciences  Building,  Downstate  Medical 
Center,  450  Clarkson  Avenue,  Brooklyn. 

Seminar  on  electrical  hazards  in  hospitals 

A two-day  seminar  on  “Electrical  Hazards  in  Hospi- 
tal Practice,”  will  be  held  on  December  8 and  9,  from 
9:(X)  A.M.  to  5:30  P.M.,  at  Deaconess  Hospital,  Buf- 
falo. Ross  Markello,  M.D.,  chairman  of  the  Depart- 
ment of  Anesthesiology,  State  University  of  New  York 
at  Buffalo,  is  chairman,  and  biomedical  engineers  of 
Instrutek,  Inc.,  will  lecture  on  the  clinical  and  practical 
aspects  of  these  problems. 
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At  a time  when  grade  school  children  as  well  as  the 
scientific  elite  recognize  the  need  for  vitamins  in 
the  daily  diet,  we  have  considered  in  the  United 
States  that  gross  vitamin  deficiencies  occur  only  in 
vulnerable  populations  including  the  aged,  alcohol- 
ic subjects,  patients  with  malabsorption,  and  above 
all  food  faddists.  Indeed  the  recent  nutrition  sur- 
veys have  given  us  a rude  awakening  to  the  fact 
that  malnutrition,  including  vitamin  deficiency, 
is  still  a handmaid  of  poverty. There  has  also 
been  a new  realization  that  in  certain  people,  pre- 
vention of  vitamin  deficiency  cannot  be  achieved 
by  diet  alone.  Indeed,  the  term  “vitamin-depen- 
dent genetic  disease”  has  been  used  by  Rosenberg,^ 
of  Yale  University,  to  describe  these  forms  of  ge- 
netically determined  malnutrition.  He  has  re- 
cently written,  “In  contrast  to  the  acquired  vita- 
min deficiencies,  vitamin  dependencies  respond 
not  to  physiologic  replacement  therapy,  but  only 
to  pharmacologic  doses  of  the  missing  substance.” 
In  a concise  and  lucid  communication,  he  has 
awakened  our  interest  to  much  that  is  new  about 
familial  vitamin  D-resistant  rickets,  thiamine 
responsive  megaloblastic  anemia,  Hartnup’s 
disease,  j)yridoxine  responsive  anemia,  and  con- 
vulsions, as  well  as  the  rare  infantile  ketoacidosis 
leading  to  mental  retardation  (methylmalonic 
aciduria)  which  can  he  controlled  by  diet  and  the 
administration  of  large  doses  of  vitamin  B12. 

While  our  attention  has  been  drawn  to  genetic 
aberrations  which  confer  an  increased  requirement 


for  specific  vitamins,  an  extensive  body  of  litera- 
ture has  appeared,  showing  that  drugs  may  reduce 
the  absorption,  increase  the  excretion,  or  interfere 
with  the  utilization  of  vitamins  and  that  in  these 
instances  the  drug-induced  vitamin  deficiency  can 
be  overcome  by  giving  the  micronutrient  at  a level 
over  and  above  the  normal  maintenance  require- 
ment. 

Folic  acid 

In  an  editorial  it  is  pointed  out  that  among  the 
side-effects  of  oral  contraceptives,  the  action  of 
these  drugs  on  folate  metabolism  must  be  con- 
sidered.^ While  these  effects  of  the  “pill”  are  not 
a cause  for  alarm,  in  certain  persons  folate  defi- 
ciency can  result.  In  1968  Shojania,  Hornady, 
and  Barnes'^  found  that  women  taking  oral  con- 
traceptives had  a lower  average  concentration  of 
folate  in  the  serum  and  red  cells  that  control  per- 
sons. These  early  observations  were  not  confirmed 
by  all  investigators,  and  there  is  evidence  that  the 
majority  of  women  on  the  pill  can  absorb  sufficient 
folate  from  their  food  to  avoid  becoming  defi- 
cient.^’^ However,  there  have  been  several  reports 
of  megaloblastic  anemia.  Seven  women,  between 
the  ages  of  twenty-one  and  thirty-nine  years  with 
folate  deficiency  and  anemia,  were  treated  at  the 
University  of  Florida  or  the  nearby  Clinical  Re- 
search Center  between  September,  1968,  and  April, 
1969.  These  patients,  whose  case  histories  and 
laboratory  investigations  were  reported  by  Streiff,*^ 
were  taking  no  medication  other  than  orally  ad- 
ministered contraceptives.  All  of  them  had  been 
taking  these  drugs  for  at  least  one  and  one-half 
years.  Dietary  histories  indicated  satisfactory 
intake  of  all  necessary  nutrients.  Hematocrit 
values  varied  between  11  and  32.  Peripheral  blood 
smears  were  macrocytic,  and  bone-marrow  films 
showed  a megaloblastic  picture.  Serum  analysis 
revealed  low  folate  levels,  normal  vitamin  B12 
levels,  and  normal  to  high  iron  levels.  There  was 
no  therapeutic  response  to  dietary  folate  in  5 of 
these  patients,  but  these  women  showed  a brisk 
reticulocyte  response  to  orally  administered  folic 
acid  (250  micrograms  per  day),  and  this  was  fol- 
lowed by  a rapid  improvement  in  their  anemia 
and  a remission  of  associated  symptoms.  In  the 
2 other  patients,  cure  of  the  megaloblastic  anemia 
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followed  simple  withdrawal  of  the  oral  contracep- 
tives. Since  the  folate  deficiency  in  these  women 
could  not  be  adequately  explained,  except  in  ref- 
erence to  the  drug  intake,  the  possibility  that  the 
"pill”  was  interfering  with  folate  absorption  or 
utilization  was  investigated.  Absorption  tests 
were  carried  out  in  18  normal  female  volunteers, 
aged  from  twenty-one  to  thirty-two  years,  9 of 
whom  had  been  taking  oral  contraceptives  for  at 
least  a year  and  another  9 who  had  either  never 
taken  these  drugs  or  who  had  discontinued  their 
use  at  least  six  months  prior  to  the  test.  All  the 
women  had  normal  serum  folate  levels,  and  none 
were  anemic.  Two  folate  preparations  were  used 
in  the  test:  ‘200  micrograms  of  monoglutamic 

folate,  as  in  therapeutic  vitamin  preparations  of 
folic  acid,  and  the  molecular  equivalent  of  poly- 
glutamic  folate,  which  is  the  usual  dietary  folate. 
Serum  samples  were  obtained  while  the  subjects 
were  fasting  and  at  one  and  two  and  one-half  hours 
after  the  oral  administration  of  the  folate  prepara- 
tions. Serum  folate  activity  was  assayed  by  the 
Lactobacillus  casei  method.  It  was  found  that 
the  absorption  of  monoglutamic  folate  was  unaf- 
fected by  the  oral  contraceptives,  but  the  absorp- 
tion of  the  polyglutamic  folate  was  decreased 
approximately  50  per  cent  in  the  volunteers  taking 
these  drugs.  The  author  reminds  us  of  earlier 
studies  in  which  it  has  been  shown  that  dietary 
folate  in  the  polyglutamic  form  must  be  enzymati- 
cally deconjugated  in  the  small  intestine  before 
absorption  can  take  place. ^ StreifP  thinks  it  pos- 
sible that  this  is  the  step  affected  by  the  oral  con- 
traceptives. Explanation  for  the  intersubject 
variation  in  folate  status  of  women  taking  the 
“pill”  is  offered.  The  usual  American  diet  con- 
tains much  more  folate  than  is  required  for  main- 
tenance by  the  normal  adult,  and,  therefore,  par- 
tial inhibition  of  folate  absorption  would  have 
little  effect  if  any  on  most  people.  If  for  some 
reason,  genetic  or  acquired,  folate  absorption  is 
reduced,  further  decreases  in  absorptive  capacity 
conditioned  by  oral  contraceptives  could  result 
in  folate  deficiency 

Both  sequential  and  nonsequential  types  of  oral 
contraceptive  have  been  found  to  cause  folate  de- 
ficiency. However,  this  iatrogenic  form  of  folate 
deficiency  does  not  necessarily  require  stoppage 
of  the, drug,  since  high  doses  of  folic  acid  can  restore 
the  blood  picture  to  normal  even  though  medica- 
tion is  continued. 

An  association  between  megaloblastic  anemia 
and  the  administration  of  anticonvulsant  drugs 
was  first  noted  by  Rohrback  in  1950.*'^  Since  that 
time  numerous  reports  have  appeared  which  have 
demonstrated  a cause  and  effect  relationship  be- 
tween these  drugs  and  the  megaloblastic  pro- 
cess. In  1964  Klippstein^^  studied  a group 
of  60  epileptic  individuals  who  were  treated  with 
anticonvulsant  drugs.  In  32  of  these  patients  the 
peripheral  blood  films  showed  slight  or  moder- 


ate macrocytosis,  and  a similar  number,  although 
not  all  the  same  patients,  were  found  to  have 
serum  folate  levels  of  less  than  5 micrograms  per 
milliliter.  These  findings  were  considered  to  re- 
flect folate  deficiency. 

A complete  review  of  this  subject  was  published 
during  1966  by  Reynolds  et  a/. In  addition  to 
their  critical  appraisal  of  reports  up  to  that  time, 
they  also  described  a clinical,  hematologic,  and 
biochemical  investigation  of  62  epileptic  patients, 
54  of  whom  were  receiving  anticonvulsant  drugs. 
None  of  the  treated  patients  were  anemic,  but 
17  of  the  45,  who  had  bone-marrow  examinations, 
showed  megaloblastic  hemopoiesis.  Serum  folate 
concentrations  were  subnormal  in  76  per  cent  of 
the  treated  patients.  When  7 patients,  who  orig- 
inally showed  megaloblastosis,  were  treated  with 
folic  acid,  normoblastic  hemopoiesis  was  restored. 
The  urinary  excretion  of  formaminoglutamic  acid 
(FIGLU)  after  a loading  dose  of  histidine  was 
above  the  normal  range  in  only  1 treated  patient. 
Serum  vitamin  B12  concentrations  were  within  the 
normal  range  except  in  1 patient,  although  values 
were  significantly  lower  in  the  megaloblastic  group 
than  in  untreated  patients.  All  the  anticonvulsant 
drugs  administered  to  these  epileptic  subjects, 
that  is,  phenobarbitone,  phenytoin,  and  primi- 
done, appeared  to  be  capable  of  causing  folate 
deficiency.  The  authors  suggested  that  since  these 
chemically  dissimilar  drugs  had  two  actions  in 
common  including  their  antiepileptic  potential  and 
their  effect  on  folate  metabolism,  they  thought  per- 
haps their  therapeutic  and  antivitamin  activity 
could  be  related.  As  support  for  this  hypothesis, 
they  cited  a patient  described  earlier  by  Chanarin 
et  a/.'°  who  developed  megaloblastic  anemia  while 
receiving  anticonvulsant  drugs  and  then,  when 
folic  acid  was  given  on  two  separate  occasions, 
passed  into  status  epilepticus.  On  the  other  hand, 
they  were  disturbed  by  the  possibility  that  pro- 
longed drug-induced  folate  deficiency  might  lead 
to  organic  neurologic  disorders,  as  reported  by 
several  authors,  in  chronic  folate  deficiency  due 
to  other  causes. 

A most  important  contribution  to  the  problem 
of  folate  deficiency  and  anticonvulsant  agents 
has  been  made  by  Neubauer^^  in  his  meticulous 
study  of  epileptic  children.  His  investigation 
was  carried  out  on  50  children  (32  boys  and  18 
;girls).  One  was  under  five  years  of  age,  26  were 
six  to  fifteen  years,  and  23  were  sixteen  to  eighteen 
years.  All  50  patients  had  been  treated  with  anti- 
convulsant drugs  for  several  years.  Each  patient 
had  initial  serum  folate  levels  and  B12  determina- 
tions while  cerebrospinal  fluid  folate  was  also  es- 
timated in  special  cases.  All  the  children  had  low 
serum  folate  concentrations,  but  the  lowest  read- 
ings were  found  in  those  who  had  been  treated 
with  phenytoin  and  primidone,  either  given  alone 
or  in  various  combinations.  Serum  vitamin  B12 
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was  reduced  below  the  normal  range  in  11  cases. 
Among  the  7 children  in  whom  measure- 
ments of  cerebrospinal  fluid  folate  were  obtained, 
values  in  6 were  above  the  serum  values  for  the 
same  child.  However,  patients  with  dementia, 
psychosis,  depression,  retardation,  or  behavior 
disorders  had  significantly  lower  cerebrospinal 
fluid  folate  levels  than  those  who  were  mentally 
normal.  There  was  no  case  of  macrocytic  anemia. 
Combined  treatment  was  given  with  folic  acid  and 
vitamin  B12,  dosages  being  modified  to  maintain 
serum  levels  within  normal  limits.  It  had  been 
found  that  the  preliminary  attempts  to  treat  folate 
deficiency  with  folic  acid  alone  were  successful 
only  insofar  as  an  improvement  in  mental  status 
was  obtained  in  some  patients.  This  treatment 
failed  in  others,  the  fits  becoming  more  frequent 
and  more  severe.  Fits  did  not  increase  in  number 
or  severity  when  folic  acid  and  vitamin  B12  were 
given  together,  but  rather  in  several  cases  the  fits 
became  less  frequent  and  less  severe.  There  was 
no  change  in  the  incidence  of  fits  in  30  of  the  50 
patients  under  combined  treatment.  Some  im- 
provement in  the  mental  condition  was  observed 
in  22  cases,  but  no  change  occurred  in  the  other  28. 

Neubauer  points  out  that  in  an  assessment  of 
this  report,  account  has  to  be  taken  of  the  fact 
that  all  the  children  had  been  treated  for  epilepsy 
for  several  years,  and,  therefore,  folate  deficiency 
had  undoubtedly  been  present  for  a long  time. 
Presumably  mental  changes  due  to  folate  defi- 
ciency may  have  become  irreversible.  Prophy- 
lactic treatment  of  all  epileptic  patients  with  folic 
acid  and  vitamin  B12  is  recommended;  treatment 
should  be  started  concomitantly  with  the  pre- 
scribed anticonvulsant  agents  so  that  folate  de- 
ficiency is  avoided. 

Neither  in  this  report  nor  in  preceding  publica- 
tions bas  there  been  a logical  explanation  of  the 
cause  of  folate  deficiency  due  to  anticonvulsant 
drugs.  Further  the  superior  value  of  combined 
folic  acid  and  vitamin  B12  therapy  over  folic  acid 
alone  has  been  explained  only  by  analogy  with 
findings  in  pernicious  anemia,  in  which,  if  a pa- 
tient is  given  folic  acid,  it  will  cause  further  reduc- 
tions in  serum  B12,  leading  sooner  or  later  to  com- 
bined-system disease.^"  On  tbe  other  hand,  the 
change  in  mental  state  and  in  fit  frequency,  which 
has  been  observed  in  epileptic  individuals  receiving 
anticonvulsant  agents  and  folic  acid  can  now  be 
explained  in  the  case  of  phenytoin,  in  which  it 
has  been  found  that  serum  phenytoin  concentra- 
tion falls  during  folic  acid  treatment.'® 

In  the  reports  of  megaloblastic  anemia  in  women 
taking  anovulatory  drugs,  a dual  cause  has  been 
proposed,  that  is,  an  inborn  or  acquired  decrease 
in  folate  absorption  compounded  with  drug-in- 
duced malabsorption  of  the  vitamin  can  lead  to 
overt  signs  of  deficiency.®  The  suggestion  that 
folic  acid  deficiency  may  have  an  even  more  com- 
plex f)rigin  comes  from  a report  published  by 


Strickland  and  Kostinas'®  in  November,  1970. 
They  studied  29  young  marines  who  were  hospi- 
talized at  the  U.S.  Naval  Support  Activity  Sta- 
tion Hospital  in  Da  Nang,  Vietnam,  for  treatment 
of  malaria,  nonmalarial  febrile  illnesses,  mild 
asthmatic  bronchitis,  or  immersion  foot.  Patients 
with  malaria  had  lower  hematocrits  and  reticulo- 
cyte counts  than  the  others.  Serum  folate  levels 
were  reduced  in  17  of  19  patients  with  malaria  and 
in  7 of  10  patients  in  the  nonmalaria  group.  Ini- 
tial bone-marrow  aspirations  showed  minimal  to 
moderate  megaloblastic  changes  in  18  of  19  pa- 
tients with  malaria  and  in  4 of  the  10  other  cases. 
All  patients  with  malaria  received  a triple-drug 
regimen,  consisting  of  chloroquine,  pyrimetha- 
mine, and  sulfisoxazole,  and  7 of  the  nonmalaria 
patients  volunteered  to  receive  this  same  treat- 
ment. In  some  of  the  patients,  multiple  bone- 
marrow  aspirates  were  obtained,  and  it  is  inter- 
esting to  note  that  in  2 instances,  patients  with 
malaria  showed  megaloblastic  bone-marrow 
changes  only  after  the  introduction  of  antimalar- 
ial  therapy.  The  authors  of  the  report  devote  a 
large  section  of  their  communication  to  a discus- 
sion of  the  interrelated  factors  which  might  have 
caused  folic  acid  deficiency  in  these  men.  Al- 
though the  “C”  rations  which  these  men  were 
receiving  were  found  to  be  adequate  in  folic  acid 
content,  it  was  thought  that  poor  appetites  may 
have  reduced  folic  acid  intake  when  the  men  were 
in  the  field.  It  is  also  postulated  that  since  some 
of  the  nonmalaria  patients  had  megaloblastic 
bone-marrow  pictures  before  they  took  the  anti- 
malarial  treatment,  malabsorption  of  folate,  or  a 
combination  of  poor  dietary  intake  and  malab- 
sorption might  have  contributed  to  the  hemato- 
logic changes.  Since  no  tests  of  folic  acid  absorp- 
tion were  carried  out,  it  is  impossible  to  evaluate 
this  factor.  Increased  utilization  of  folic  acid  is 
again  suggested  as  a contributory  cause.  It  is 
pointed  out  that  increased  utilization  of  folic  acid 
occurs  with  hemolysis  and  fever,  both  of  which 
were  present  in  the  malaria  patients.  The  role  of 
drugs  is  discussed  with  particular  reference  to 
pyrimethamine,  a dihydrofolic  acid-reductase 
inhibitor  which  also  prevents  the  conversion  of 
folic  to  folinic  acid.  It  has  been  shown  that  pyri- 
methamine can  cause  megaloblastosis  in  human 
bone  marrow.  However,  on  the  authors’  own  ad- 
mission, the  part  played  by  drugs  in  their  series 
of  patients  with  folic  acid  deficiency  is  not  a major 
one,  because  reduced  serum  folic  acid  and  mega- 
loblastic bone-marrow  changes  were  present  in 
both  malaria  and  nonmalaria  patients  before 
therapy  was  instituted  and  also  because  toxic  levels 
of  tbe  drugs  were  not  employed.  We  are  left  with 
the  idea  that  no  single  one  of  these  factors  could 
have  caused  the  folic  acid  deficiency  but  that 
acting  together  in  various  combinations,  a mega- 
loblastic anemia  of  this  type  would  be  produced. 
Two  intriguing  points  are  made:  first,  that  the 
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antimalarial  properties  of  pyrimethamine  and  the 
sulfonamides  are  probably  due  to  their  folic  acid 
antagonism,  and  the  parasite  itself  requires  ex- 
ogeneous  folate  as  a growth  factor.  The  authors 
state  that  a controlled  study  of  folic  and  folinic 
acid  in  acute  falciparum  malaria  will  soon  be 
reported. 

It  has  been  shown  that  antifolic  drugs,  including 
the  cytotoxic  agent  methotrexate  and  the  anti- 
malarial  pyrimethamine  act  by  competitive  in- 
hibition of  the  enzyme  folate  reductase. To 
understand  the  significance  of  this  drug  effect,  it 
is  important  to  review  briefly  the  metabolism  of 
folic  acid  and  its  major  functions  in  cells  and  tis- 
sues. Folic  acid  is  an  essential  precursor  of  a num- 
ber of  cellular  coenzymes,  all  of  which  take  part 
in  the  biosynthesis  of  molecules  by  donating  one 
carbon  group.  Among  the  metabolic  pathways 
which  involve  folic  acid,  none  is  more  important 
to  the  survival  of  the  cell  than  the  synthesis  of 
DNA  (deoxyribonucleic  acid).  It  is  in  this  pro- 
cess that  deoxyuridylic  acid  is  methylated  to  form 
thymidylic  acid  which  is  an  essential  pyrimidine 
nucleotide  of  DNA.  The  methyl  group  needed 
for  this  reaction  is  donated  by  the  coenzyme  N®,- 
N‘”-methylene  tetrahydrofolic  acid,  which  is 
formed  from  tetrahydrofolic  acid  that  originates 
from  folic  acid  reduction.  During  the  methyl- 
ation,  the  coenzyme  is  converted  to  dihydrofolic 
acid  which  must  be  reduced  to  tetrahydrofolic  acid 
before  the  coenzyme  can  be  reformed  to  complete 
the  cycle.-' 

Methotrexate  is  a structural  analogue  of  folic 
acid,  differing  only  slightly  from  the  vitamin  in 
two  points  of  the  molecule.  However,  these  struc- 
tural alterations  still  allow  the  drug  to  bind  to  the 
folate  reductase  system.  The  important  differ- 
ence between  the  relationship  of  folic  acid  and 
methotrexate  with  this  system  is  that  in  the  case 
of  the  drug  the  binding  is  so  tight  that  it  becomes 
virtually  impossible  for  the  true  substrate  folic 
acid  to  replace  it.  This  results  in  an  inhibition 
of  tetrahydrofolate  formation,  and  also  the 
coenzyme  necessary  for  thymidine  formation  can 
no  longer  recycle.  Thus  DNA  synthesis  is  re- 
stricted or  comes  to  a halt  after  methotrexate  has 
been  administered.  There  is  a profound  depres- 
sion of  cell  turnover,  which  is  long  lasting  and 
irreversible  by  folic  acid.^-  Folinic  acid  may  be 
used  to  combat  the  adverse  effects  of  methotrex- 
ate.-'* Although  it  is  well  appreciated  that  metho- 
trexate can  inhibit  the  replication  of  cells,  such  as 
tumor  cells,  possessing  abnormal  growth  potential, 
it  also  has  an  inhibitory  effect  on  other  cells  in 
DNA  synthesis  including  cells  of  the  epidermis, 
bone  marrow,  and  intestinal  mucosa.  More  re- 
cently, methotrexate  has  been  grouped  with  the 
“cell  cycle  specific  drugs,”  that  is,  drugs  which 
affect  biochemical  reactions  in  cells  while  they  are 
in  specific  stages  of  the  cell  division  process. 

Although  the  major  role  of  methotrexate  and 


other  antifolates  is  the  suppression  of  nucleopro- 
tein  synthesis  in  the  germinative  cell  mass,  they 
are  also  capable  of  producing  characteristic  signs 
of  folic  acid  deficiency  as  seen  in  folate  deficiency 
induced  by  diet,  malabsorption,  or  other  drugs. 
Thus  with  chronic  dosage,  megaloblastic  anemia 
may  be  encountered.  As  mentioned  earlier,  pyri- 
methamine is  also  an  antifolate,  and,  used  exten- 
sively in  the  treatment  of  malaria,  it  can  cause 
both  megaloblastic  anemia  and  pancytopenia.'*^ 

Tong  et  showed  that  folic  and  folinic  acid 
reduce  the  incidence  of  anemia  and  leukopenia  in 
patients  on  combined  treatment  of  falciparum 
malaria  with  pyrimethamine,  chloroquine  phos- 
phate and  sulfisoxazole.  Therapeutic  doses  of 
folates  did  not  interfere  with  the  antimalarial  ef- 
fects of  pyrimethamine.  These  authors  recom- 
mended that  routine  folate  supplements  be  given 
when  pyrimethamine  is  used  in  the  treatment  of 
Plasmodium  falciparum  malaria. 

Vitamin  B12 

Since  1957,  the  biguanides  have  been  used  in 
the  treatment  of  diabetes  mellitus.  Loss  of  weight 
has  been  found  to  be  one  of  the  side-effects  of  this 
therapy,  and  it  has  been  shown  that  this  weight 
loss  is  associated  with  malabsorption."^  Very 
recently,  Tomkin  et  in  England,  found  that 
21  (30  per  cent)  of  71  diabetic  patients  receiving 
long-term  metformin  treatment  had  vitamin  B12 
malabsorption.  The  patients  with  evidence  of  vi- 
tamin Bi2  malabsorption  had  significantly  lower 
hemoglobin  levels  and  significantly  higher  serum 
folic  acid  levels  than  those  with  normal  vitamin 
Bi2  absorption.  Steatorrhea  was  found  in  only  1 
patient.  Stopping  metformin  therapy  resulted  in 
reversion  of  B12  absorption  to  normal  in  most  pa- 
tients examined.  Four  patients  with  vitamin  B12 
malabsorption  had  pathologically  low  serum  B12 
levels.  The  B12  malabsorption  was  not  found  to 
be  caused  by  lack  of  intrinsic  factor  or  to  small- 
bowel  colonization  with  bacteria  which  is  occa- 
sionally found  in  diabetic  patients.  Two  alternate 
theories  for  the  pathogenesis  of  the  B12  malabsorp- 
tion are  offered,  either  that  it  is  due  to  competi- 
tive inhibition  by  metformin  in  the  distal  ileum, 
or  the  enzyme  system  involved  in  the  active  ab- 
sorption of  Bi2  is  inactivated  by  the  drug.  The 
authors  believe  that  all  patients  on  long-term 
metformin  (and  presumably  phenformin)  therapy 
should  have  annual  serum  B12  estimations,  since 
there  is  a risk  that  the  initial  symptoms  of  com- 
bined-systems disease  (subacute  combined  de- 
generation of  the  spinal  cord)  might  be  mistaken 
for  diabetic  neuropathy  in  these  patients. 

Vitamin  Be 

Vitamin  Bh  is  a substituted  pyridine  ring  that 
occurs  in  several  natural  forms.  Pyridoxal,  pyri- 
doxine,  and  pyridoxamine  have  been  isolated 
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from  foods  and  from  extracellular  fluids  but  are 
not  the  active  coenzyme  form  of  the  vitamin. 
In  cells  these  precursor  forms  are  phosphorylated 
to  pyridoxal-5'-phosphate  (PLP)  and  pyri- 
doxamine-5'-phosphate  by  a specific  kinase 
in  reactions  that  require  adenosine  triphosphate. 
These  phosphorylated  compounds  act  as  coen- 
zymes for  a number  of  apoenzymes  that  regulate 
the  breakdown  of  amino  acids,  glycogen,  and  short- 
chain  fatty  acids. It  has  been  shown  by  SnelP*' 
that  vitamin  Br  reacts  with  amino  acids  to  form 
Schiff  bases  which  promote  electron  shifts  and 
further  metabolic  rearrangements.  The  vitamin 
functions  as  a coenzyme  in  the  decarboxylation, 
transamination,  and  deamination  of  most  and  per- 
haps all  amino  acids. 

Shortly  after  the  introduction  of  INH  (isonico- 
tinic  hydrazine)  as  an  antituberculous  agent,  it 
was  noted  by  clinical  investigators  that  neuritis 
tended  to  develop  in  patients  who  received  high 
doses  of  the  drug.^^  Biehl  and  Vilter  in  1954'*“ 
emphasized  a similarity  between  the  neuritis  pro- 
duced in  human  subjects  by  a vitamin  Be  antago- 
nist, deoxypyridoxine,  and  by  INH.  It  was  sub- 
sequently found  that  vitamin  Be  protected  patients 
from  neuritis  induced  by  INH,  the  curative  effects 
of  the  vitamin  being  complete  if  the  neuritis  was 
developing  or  of  short  duration.  Laboratory  inves- 
tigation of  this  interrelationship  between  vitamin 
Be  and  INH  revealed  that  the  drug  increased  the 
amount  of  vitamin  Be  in  the  urine;  the  larger  the 
dose  of  INH,  the  more  vitamin  was  lost.  It  was 
suggested  that  INH  produced  symptoms  of  vita- 
min Be  deficiency  by  promoting  the  formation  of 
INH  pyridoxal  hydrazone,  which  is  excreted  in  the 
urine  in  amounts  sufficient  to  deplete  the  body 
stores  of  vitamin  Be.“  Investigators  have  shown 
that  the  daily  dose  of  pyridoxine  necessary  to  pre- 
vent neuritis  in  patients  receiving  16  mg.  INH 
per  kilogram  body  weight  is  50  mg.,  whereas  the 
recommended  dietary  allowances  of  the  vitamin 
for  adults  vary  between  1.4  and  2.5  mg.^'*  Vitamin 
Be  therapy  has  not  been  found  to  interfere  with  the 
antituberculous  effects  of  INH.*'*  In  persons  who 
are  genetically  predisposed  to  pyridoxine-respon- 
sive  anemia,  overt  signs  of  the  blood  dyscrasia 
follow  INH  administration,  but  this  anemia,  like 
the  neuritis,  responds  to  large  doses  of  the  vita- 
min.**’ 

Hydrazides  other  than  INH  have  also  been 
shown  to  induce  manifestations  of  vitamin  Be  de- 
ficiency including  convulsions  and  neuritis. 
Kirkendahl  and  Page*’’  showed  that  neuritis  occurs 
in  patients  receiving  hydralazine  therapy  for  hy- 
[)ertension.  Another  tuberculostatic  agent,  thio- 
.semicarl)azide,  is  known  to  produce  anemia  in  a 
large  number  of  patients.*'  As  is  the  case  with 
INH,  these  hydrazide  drugs  form  hydrazone  com- 
plexes with  pyridoxal  phosphate  and  inactivate 
the  coenzyme.  Killam  and  Bain'***  showed  that 
hydrazides  which  induce  seizures  also  cause  de- 


creased activity  of  glutamic  acid  decarboxylase 
which’  in  turn  leads  to  decreased  levels  of  GABA 
(gamma  aminobutyric  acid),  a chemical  trans- 
mitter of  neural  activity  in  the  brain.  GABA 
controlled  the  seizures,  and  pyridoxal  phosphate 
restored  activity  of  glutamic  acid  decarboxylase. 
These  investigators  postulated  that  binding  be- 
tween pyridoxal  phosphate  and  glutamic  acid 
decarboxylase  is  loose,  so  that  inhibition  easily 
occurs  and  can  likewise  be  easily  reversed.  Bind- 
ing of  hydrazides  to  the  transaminases  is  tight,  so 
it  was  considered  that  there  would  be  less  ihhibi- 
tion  by  INH  and  the  other  chemically  related 
drugs. '*'*  However,  these  attractive  theories  of  the 
interaction  of  hydrazides  with  decarboxylases  and 
transaminases  have  not  yet  been  adequately 
proved.*** 

Tbe  chelating  agent,  penicillamine,  also  forms 
complexes  with  pyridoxal,  and  convulsions,  as- 
sociated with  vitamin  Be  deficiency,  may  ensue. 

Recently,  there  has  been  a revival  of  interest 
in  drug-induced  pyridoxine  deficiency.  This  came 
about  through  the  clinical  and  biochemical  studies 
of  patients  receiving  L-dopa  for  the  control  of 
Parkinson’s  disease.  Initial  observations  by 
Duvoisin,  Yahr  and  Cote"*'  showed  that  ingestion 
of  pyridoxine  nullifies  the  beneficial  effects  of  the 
drug  on  the  symptoms  of  parkinsonism,  a finding 
which  has  been  confirmed  by  Cotzias'*-  and  Jame- 
son.'*'*  Evered^^  has  pointed  out  that  the  antago- 
nism between  L-dopa  and  vitamin  Be  is  quite  pre- 
dictable in  that  it  reflects  the  formation  of  a Schiff 
base  between  an  amino  acid  and  pyridoxal-5'- 
phosphate.  This  author  performed  in  vitro  studies 
which  showed  that  L-dopa  does  indeed  combine 
with  pyridoxal-5'-phosphate  at  pH  7.4  and  that 
furthermore  L-alpha-methyldopa,  used  clinically 
in  the  treatment  of  hypertension,  also  combines 
with  this  active  form  of  vitamin  Be.  According  to 
Yahr  and  Duvoisin,^®  the  normal  dietary  intake 
of  pyridoxine  does  not  interfere  with  the  effect  of 
L-dopa.  Further,  no  clinical  or  laboratory  evi- 
dence was  obtained  by  these  authors  to  suggest 
that  long-term  administration  of  the  drug  can 
induce  vitamin  Be  deficiency. Despite  this  op- 
timism, Friedman^**  has  pleaded  for  caution  in  the 
administration  of  L-dopa  to  patients  who,  because 
of  genetic  predisposition,  faulty  diet,  drugs,  or 
industrial  exposure  to  hydrazine-containing  rocket 
fuels,  have  already  been  made  pyridoxine  defi- 
cient. 

In  answering  or  attempting  to  answer  the  ques- 
tion of  how  L-dopa  works  in  parkinsonism,  Sand- 
ler'" first  made  the  general  statement  that  its  ac- 
tion results  from  the  generation  of  dopamine  in 
the  brain.  He  then  mentioned  that  it  has  been 
shown  that  a nonenzymatic  decarboxylation  of 
L-dopa  occurs  which  is  inhibited  by  pyridoxal 
phosphate.  Since  the  conversion  of  L-dopa  to 
dopamine  requires  decarboxylation,  it  might  be 
that  the  nonenzymatic  production  of  dopamine 
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in  the  striatum  portion  of  the  basal  nuclei  by  L- 
dopa  controls  the  disease  and,  of  course,  pyridoxal 
phosphate  would  antagonize  this  effect.  However, 
most  of  the  evidence  to  date  suggests  that  the 
mechanism  for  this  action  of  pyridoxine  is  an  ac- 
celerated decarboxylation  of  L-dopa  to  form  dopa- 
mine in  extracerebral  tissues,  thereby  leaving  less 
L-dopa  available  to  cross  the  blood-brain  barrier 
and  replenish  striatal  dopamine  which  is  deficient 
in  Parkinson’s  disease.^**  Cotzias  and  Papavasi- 
hou’s^^  report  that  DL-alpha-methyldopa  hydra- 
zine prevents  the  reversal  of  the  therapeutic  effect 
of  L-dopa  by  pyridoxine  has  lent  much  support 
to  the  latter  theory  because  this  experimental  drug 
inhibits  dopa-decarboxylase,  thus  slowing  down 
the  production  of  dopamine  from  L-dopa  prior 
to  its  passage  into  the  brain.  What  is  even  more 
interesting  is  that  in  the  presence  of  the  peripheral 
dopa-decarboxylase  inhibitor,  pyridoxine  not  only 
fails  to  diminish  the  clinical  response  to  L-dopa 
but  may  actually  enhance  it. 

Niacin 

Cases  of  pellagra-like  illness  have  been  reported 
in  tuberculous  patients  on  IXH  therapy.  McCon- 
nell and  Cheatham  in  1952"’^  described  such  a pa- 
tient who  had  diarrhea,  rapid  mental  deteriora- 
tion, and  a pellagrous  rash.  DiLorenzo'’'  also 
described  a pellagra-like  syndrome  associated  with 
INH  treatment  which  responded  to  combined 
medication  with  niacin  and  vitamin  B.;.  He  ex- 
plained the  INH-induced  niacin  deficiency  by 
postulating  that  since  pyridoxine  is  a necessary  co- 
enzyme in  the  metabolism  of  tryptophan,  and  in 
its  conversion  to  niacin,  the  pyridoxine  antagonist 
INH  could  cause  pellagra  by  interfering  with  niacin 
synthesis.^'  In  support  of  this  thesis,  it  has  been 
shown  that  a significant  number  of  poorly  nour- 
ished Bantu  and  Indians,  who  have  clinical  pel- 
lagra, are  receiving  INH.^--^^  Set  in  other  terms, 
this  would  suggest  that  although  pellagra  is  a rare 
complication  of  INH  therapy  in  well-nourished 
people,  who  have  plentiful  dietary  sources  of  nia- 
cin, combined  effects  of  the  deficient  diet  and  the 
drug  will  lead  to  overt  pellagra. 

Riboflavin 

While  most  of  our  knowledge  of  the  drug-induced 
vitamin  deficiencies  is  derived  from  clinical  stud- 
ies, drug-induced  riboflavin  deficiency  has  been 
demonstrated  only  in  laboratory  animals.  Boric 
acid  injected  into  the  yolk  sac  of  embryonated 
chicken  eggs  acts  as  a teratogenic  substance,  and 
skeletal  malformations  are  produced  which  are 
characteristic  of  riboflavin  deficiency.  Land- 
auer,^^-^^  who  originally  made  these  observations 
in  the  chick  embryos,  later  showed  that  striking 
breed  differences  existed  in  the  dose  required  to 
induce  the  deformities  and  that  chick  embryos 
from  strains  with  high  riboflavin  requirements 


showed  the  highest  incidence  of  skeletal  abnor- 
malities. 

Adverse  effects  of  boric  acid  show  inter-  and 
intraspecies  variations.'’*’  Recent  studies  were 
designed  to  show  the  effects  of  boric  acid  intake 
on  growing  rats,  guinea  pigs,  and  chicks  receiving 
zero,  maintenance,  and  high  levels  of  dietary  ribo- 
flavin. Chronic  feeding  of  rats  with  1 per  cent 
boric  acid  impaired  growth  more  in  those  on  zero 
riboflavin  than  in  those  receiving  maintenance 
levels  of  the  vitamin.  Intraperitoneal  injection  of 
radioactive  carbon  (2)-riboflavin  resulted  in  a 
significantly  greater  urinary  excretion  of  labeled 
riboflavin  in  boric  acid-fed  animals  than  in  con- 
trols. Guinea  pigs  on  a low  riboflavin  diet  showed 
exfoliation  of  the  skin  of  the  feet  and  a significant 
mortality  rate  when  fed  1 per  cent  boric  acid,  but 
toxicity  w'as  minimal  in  guinea  pigs  receiving 
riboflavin  in  excess  of  their  normal  growth  require- 
ments. As  with  the  rats,  it  was  found  that  guinea 
pigs  consuming  boric  acid  excrete  more  riboflavin 
than  control  animals.  Chicks  receiving  riboflavin 
in  excess  of  the  accepted  growth  requirement 
showed  a decreased  incidence  of  boric  acid  toxicity. 
In  vitro  studies  showed  that  the  binding  of  ribo- 
flavin to  serum  proteins  is  reduced  by  borate.'’" 
Since  it  is  known  that  riboflavin  forms  complexes 
with  boric  acid,  the  hyperexcretion  of  riboflavin 
by  boric  acid-fed  rats  and  guinea  pigs  can  be  ex- 
plained in  that  riboflavin,  once  removed  by  boric 
acid  from  its  binding  sites,  is  available  for  renal 
secretion.^®  Riboflavin  deficiency  predisposes  to 
the  adverse  effects  of  boric  acid  absorption,  and  a 
high  intake  of  riboflavin  affords  protection  against 
boric  acid  toxicity  in  experimental  animals. 

We  now  know  that  predisposition  to  boric  acid 
intoxication  can  be  either  genetic  or  dietary  in 
origin.  In  either  case,  a factor  which  may  affect 
the  outcome  is  the  ability  of  the  animal  to  retain 
riboflavin.  While  it  appears  most  likely  that 
acute  riboflavin  deficiency  could  be  a significant 
factor  in  boric  acid  poisoning  in  man  and  particu- 
larly in  the  young  infant  whose  initial  riboflavin 
status  may  be  precarious,  we  have  as  yet  no  infor- 
mation as  to  whether  riboflavin  requirements 
show  inherited  differences  in  human  subjects. 
Therefore,  we  do  not  know  if  the  variable  lethal 
dose  of  boric  acid  after  application  to  damaged 
skin  surfaces  or  accidental  ingestion  can  be  ex- 
plained by  differences  in  the  individual’s  ability 
to  bind  riboflavin.^**  ®**  Whether  riboflavin  in  mas- 
sive doses  could  alleviate  the  symptoms  of  boric 
acid  toxicity  is  also  unknown,  but  complete  re- 
versal of  toxic  symptoms  would  be  unlikely  since 
borates  interact  with  many  substances  of  biochem- 
ical importance  to  the  human  body  other  than 
riboflavin. 

Conclusions 

Deficiency  of  various  members  of  the  B group 
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of  vitamins  can  be  caused  by  drugs.  While  the 
mechanisms  for  the  production  of  such  deficiencies 
are  not  always  completely  understood,  enough  is 
known  of  the  absorption,  disposition,  and  meta- 
bolic functions  of  vitamins  for  it  to  be  possible  to 
predict  the  likelihood  of  deficiency  resulting  from 
drug  interaction.  Examples  have  been  given  of 
pharmacologic  agents  which  impair  vitamin  ab- 
sorption, increase  vitamin  excretion,  or  interfere 
with  vitamin  utilization.  Drug-induced  vitamin 
deficiency  can  occur  when  the  diet  is  adequate 
for  normal  maintenance,  and  reversal  of  the  defi- 
ciency can  be  effected  only  when  large  doses  of 
the  appropriate  vitamin  are  given,  such  that  the 
hyperexcretion  or  metabolic  loss  of  the  vitamin 
caused  by  the  drug  is  overcome.  In  certain  in- 
stances, production  of  vitamin  deficiency  may 
be  in  some  respects  therapeutically  desirable. 
Thus  the  relative  folic  acid  deficiency  associated 
with  anticonvulsant  therapy  may  reduce  the  num- 
ber of  epileptic  fits,  but  as  we  have  seen  this  de- 
ficiency may  do  more  harm  than  good  when  it 
comes  to  the  over-all  mental  status  of  the  patient. 
It  would  be  wiser  to  infer  that  the  only  justification 
for  allowing  a drug-induced  vitamin  deficiency  to 
go  uncontrolled  would  be  in  the  situation  of  a neo- 
plastic process,  such  as  acute  leukemia,  in  which 
control  of  cellular  growth  is  contingent  on  folic 
acid  antagonism.  Finally,  it  is  hoped  that  this  re- 
view will  point  up  the  fact  that  in  many  instances 
clinical  vitamin  deficiency,  brought  about  by  drug 
administration,  is  due  to  a multiplicity  of  factors 
of  which  the  most  important  is  a deficient  diet  or 
a prior  situation  of  subclinical  avitaminosis. 
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QUESTION  99.  What  is  the  rhythm? 
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QUESTION  100.  What  is  the  interpretation  of  this  electrocardiogram  of  a sixty-seven-year-old  man  with  congestive 
failure? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  99.  The  ventricular  rate  is  regular  in 
all  leads.  In  leads  II,  III,  and  aVf  and  less  clearly 
in  V4  and  V5,  regular  recurring  undulations  of  the 
base  line  are  seen.  These  occur  at  a regular  rate  of 
approximately  250  per  minute.  These  undulations 
resemble  atrial  flutter.  In  Vs  no  undulations  are 
seen,  and  P waves  are  clearly  visible  before  each 
QRS;  the  ventricular  rate  has  not  changed.  The 
undulations  must  be  artifacts,  since  if  the  rhythm 
had  gone  from  flutter  to  sinus  rhythm,  the  ventric- 


ular rate  would  have  changed.  This  patient  had 
a severe  Parkinsonian  tremor. 

Question  100,  The  rhythm  is  regular  sinus 
rhythm.  There  is  left-axis  deviation  with  a mean 
electrical  axis  of  greater  than  —30  degrees.  The 
R in  aVl  measures  13  mm.  The  S V2  + R V5  mea- 
sures 37  mm.  ST  is  depressed  in  lead  I and  a VI 
with  T biphasic.  There  is  a QS  pattern  in  Vi  to  V3 
with  positive  T waves.  These  abnormalities  repre- 
sent myocardial  disease  with  probable  left-ventric- 
ular hypertrophy.  The  abnormal  left-axis  devia- 
tion suggests  conduction  block  in  the  superior 
branch  of  the  left  bundle.  The  QS  pattern  in  Vi 
to  V3  may  represent  an  anteroseptal  infarction, 
but  this  pattern  may  be  seen  without  infarction, 
especially  when  there  is  marked  left-axis  deviation. 
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Renal-cell  carcinoma  continues  to  present  a diag- 
nostic problem  in  spite  of  the  most  recent  advances 
in  radiographic  technic.  To  the  urologist,  a po- 
tential 5 to  10  per  cent  error  in  diagnosis  between 
renal  cyst  and  tumor  on  arteriography  and  neph- 
rotomography is  very  significant.  The  several 
reports  in  the  literature  of  these  errors  found  on 
surgical  renal  exploration  attest  to  this  fact. 
Renal-cell  carcinoma,  a notorious  mimicker  of 
other  diseases,  can  certainly  be  mistaken  for  a 
benign  cyst  even  in  the  hands  of  the  most  experi- 
enced radiologist.  This  tumor  is  as  unpredictable 


on  x-ray  film  as  it  is  in  its  biologic  behavior  and 
clinical  course.  The  following  case  is  illustrative. 

Case  history 

A sixty-two-year-old  white  female  was  first 
admitted  to  Roswell  Park  Memorial  Institute  in 
June,  1967,  for  anemia  and  anorexia  with  a weight 
loss  of  two  years’  duration.  A diagnosis  of  squa- 
mous-cell  carcinoma  of  the  floor  of  the  mouth, 
tongue,  mandible,  and  chin  was  made.  There- 
fore, in  July,  1967,  she  underwent  a radical  ex- 
cision of  the  tongue,  anterior  lower  jaw,  and  chin. 

In  April,  1968,  she  reentered  Roswell  Park  Me- 
morial Institute  with  a diagnosis  of  jaundice  and 
hematemesis.  Her  alkaline  phosphatase  was  96.9 
King-Armstrong  units,  cephalin  flocculation  4 
plus,  total  bilirubin  4.9  mg.  per  100  ml.,  direct 
bilirubin  3.8  per  cent,  and  prothrombin  time  80 
per  cent.  Her  stool  guaiac  test  result  was  3 plus 
positive  for  occult  blood.  On  upper  gastrointes- 
tinal series  the  stomach  and  duodenum  were  nor- 
mal but  multiple  small  gallstones  were  noted  in 
the  right  upper  quadrant  of  the  abdomen.  Bari- 
um enema  showed  no  significant  abnormalities. 
Results  of  a liver  scan  were  abnormal,  possibly  due 
to  hepatic  cirrhosis.  An  intravenous  pyelogram 
was  also  done  (Fig.  lA).  The  left  upper  collecting 
system  was  normal.  However,  a tumor  deformity 
was  seen  at  the  lower  pole  of  the  right  kidney.  It 
consisted  of  a perfectly  round  clear  area  indenting 
the  lateral  lower  border  of  the  right  kidney  with  a 
thin  outer  rim  of  calcification.  On  April  15,  1968, 
she  underwent  a cholecystectomy,  common  bile 
duct  exploration,  and  sphincterotomy.  It  was 


FIGURE  1.  (A)  Intravenous  pyelogram  showing  a tumor  deformity  at  lower  pole  of  right  kidney.  (B)  Selective  renal 

angiogram  with  characteristic  cystic  appearance  of  lower  pole  of  right  kidney. 
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decided  that  when  the  patient  had  recuperated 
sufficiently  from  this  surgery,  she  should  be  further 
evaluated  for  this  renal  deformity. 

On  admission  on  June  10,  1968,  she  gave  no  his- 
tory of  fever,  weight  loss,  hematuria,  or  flank  pain. 
Her  blood  pressure  was  110/70  mm.  Hg,  pulse 
80.  On  abdominal  examination  the  right  kidney 
was  not  palpable.  Her  hemoglobin  was  13.7  Gm. 
per  100  ml.,  hematocrit  41,  white  blood  cell  count 
10,202  per  cubic  millimeter.  The  phenolsulfon- 
phthalein  was  35  per  cent  per  fifteen  minutes.  The 
blood  urea  nitrogen  was  30  mg.  per  100  ml.  and  the 
creatinine  1.11  mg.  per  100  ml.  Her  alkaline  phos- 
phatase was  2.8  King-Armstrong  units.  Micro- 
scopic examination  of  the  urine  demonstrated  2 
to  5 white  blood  cells  per  high-power  field. 

Chest  x-ray  films  revealed  no  evidence  of  metas- 
tases.  Intravenous  pyelogram  again  showed  a 
clear-cut  tumor  deformity  of  the  lower  pole  of  the 
right  kidney  with  a persistent  calcified  outer  border 
(Fig.  IB).  Selective  renal  arteriography  showed 
a small  right  kidney  with  a well  delimited  radio- 
lucent  avascular  area  in  the  same  position  as  on 
the  intravenous  pyelogram.  There  were  no  patho- 
logic vessels  or  areas  of  tumor  staining.  A renal 
scan  was  also  done  and  showed  no  evidence  of  a 
space-occupying  disease. 

At  surgery  the  right  kidney  was  well  exposed. 
The  lower  pole  was  cystic.  It  was  aspirated  twice 
but  no  fluid  was  obtained.  The  kidney  was  re- 
moved. Following  surgery  the  kidney  was  bi- 
valved,  and  in  the  lower  pole  was  a hypernephroma 
with  central  necrotic  tissue  and  a thickened  cal- 
cified capsule  (Fig.  2). 

Comment 

Selective  renal  angiography  and  nephrotomog- 
raphy is  of  unquestionable  value  in  the  differen- 
tiation of  a renal  cyst  as  opposed  to  a renal  neo- 
plasm. Evans^  claims  nearly  100  per  cent  ac- 
curacy of  these  methods  in  his  hands.  As  demon- 
strated by  this  case  and  those  of  other  urologists, 
renal  arteriography  may  be  limited.  Gibson^  in 
1951  suggested  four  possible  relationships  between 
cyst  and  carcinoma  in  the  same  kidney. 

1.  Carcinoma  may  be  spotted  in  a cyst  wall. 

2.  The  central  core  of  a large  malignant  tumor 
can  undergo  cystic  degeneration  caused  by  vas- 
cular impairment  at  the  periphery.  Also,  papil- 
lary cystadenocarcinoma  of  the  kidney  usually  con- 
tains a large  cystic  area. 

3.  Cyst  and  malignant  tumor  can  arise  as  in- 
dividual lesions  in  two  separate  regions  of  the 
kidney. 

4.  Obstruction  of  the  tubules  and  possible 
thrombosis  of  the  blood  supply  by  the  renal  cell 
carcinoma  can  lead  to  cyst  formation. 

J’his  listing  is  based  on  Hepler’s'*  theory  of  cyst 
formation  due  to  renal  tubular  obstruction  asso- 
ciated with  vascular  compromise.  In  addition  to 
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FIGURE  2.  (A)  Typical  renal-cell  carcinoma  of  lower 

pole  of  right  kidney.  (B)  Microscopic  confirmation  of 
renal-cell  carcinoma. 


Gibson’s  report  other  authors  have  published  cases 
stressing  the  rather  frequent  association  between 
cyst  and  tumor.  Colston  in  1928,^  reported  the 
simultaneous  occurrence  of  a solitary  cyst  and 
papillary  cystadenoma.  Erickson  and  Greene  in 
1937^  reported  the  occurrence  and  adenocarcinoma 
in  the  wall  of  a solitary  cyst.  Ritter  in  1930,*’  re- 
ported a mesothelial  type  of  malignant  hyperne- 
phroma within  a solitary  cyst  of  the  kidney.  Other 
similar  cases  have  been  published. 

Hemorrhagic  cysts  have  been  described  and  they 
are  frequently  caused  by  a malignant  growth  in 
the  wall  of  the  cyst  or  liquefaction  in  the  center  of 
a solid  tumor.  Ochsner‘"  has  demonstrated  proved 
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cancer  in  13  of  42  cases  of  hemorrhagic  cysts,  while 
Lowlsey'-*  found  malignant  conditions  in  25  per 
cent  of  hemorrhagic  cysts.  Even  in  clear  cysts 
there  is  still  a possibility  of  cancer.  Neoplasm 
can  exist  within  3 per  cent  of  simple  renal  cysts 
and  30  per  cent  of  hemorrhagic  cysts.^*- 
This  suggests  surgical  exploration  and  histologic 
examination  as  the  only  satisfactory  method  for 
definitive  diagnosis. 

Increased  vascularity  and  puddling  of  contrast 
media  are  the  basic  criteria  of  neoplasm  in  renal 
angiography.  However,  accurate  diagnosis  can 
be  missed  in  some  types  of  renal  tumor. A small 
tumor  in  a renal  cyst  can  escape  detection.  A 
tumor  can  occlude  or  thrombose  its  own  vascular 
supply  preventing  contrast  medium  from  reaching 
its  central  core.  This  in  turn  gives  the  impression 
of  a cyst  on  angiography  and  nephrotomography. 
Errors  in  technic  and  poor  cooperation  by  the  pa- 
tient can  contribute  to  the  percentages  of  misdiag- 
noses. Many  of  the  foremost  investigators  admit 
error  of  5 per  cent  in  angiographic  studies.-*^ 

Aortography  and  nephrotomography  should 
direct  the  surgeon  to  the  proper  surgical  approach 
by  revealing  the  vascular  network  of  the  diseased 
kidney. 

Renal  cyst  is  not  always  an  innocuous  lesion 
since  it  may  contain  a cancer  or  by  its  rapid  growth 
it  may  jeopardize  renal  function.  The  latter  may 
be  a causative  factor  for  hypertension,  polycy- 
themia, and  pressure  symptoms.  The  concept 
that  surgical  exploration  should  not  be  done  is  not 
tenable.  The  morbidity  rate  from  surgery  today 
is  negligible,  but  the  risk  of  missing  a neoplasm  can 
be  significant,  especially  in  a younger-age  group. 
Continued  follow-up  of  a cyst  by  periodic  pyelo- 
graphic  studies  without  operative  diagnosis  can  be 
dangerous,  since  renal  carcinoma  is  notorious  for 
periods  of  indolent  growth.  The  diagnosis  of  a 
tumor  deformity  of  the  kidney  is  an  absolute  indi- 
cation for  operative  intervention  unless  contra- 
indicated because  the  patient  is  a poor  surgical 
risk. 

Summary 

Although  renal  angiography  and  nephrotomog- 
raphy are  the  most  sophisticated  of  all  available 
diagnostic  procedures  to  date,  the  surgical  explor- 


ation with  histologic  confirmation  remains  the  only 
satisfactory  method  of  distinguishing  renal  cyst 
from  renal  neoplasm.  A case  is  presented  to  illus- 
trate this  view. 

30  Brookedge  Court 
Williamsville,  New  York  14221 
(DR.  WAGLE) 
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Toxic  epidermal  necrolysis,  an  acute,  life-threat- 
ening cutaneous  and  systemic  disorder,  was  first 
described  by  Lyell  in  1956d  Since  then,  many 
cases  have  been  reported  in  which  the  average  clin- 
ical course  is  as  follows:  There  is  a variable  pro- 
dromal period  of  fever,  malaise,  lethargy,  and, 
frequently,  a sore  throat.  Erythematous  macules 
then  appear,  often  explosively.  Flaccid  bullae 
usually  develop,  particularly  on  the  face  and  in 
intertriginous  areas.  Slight  lateral  pressure  on 
blistered  or  even  unblistered  but  erythematous 
skin  causes  detachment  of  the  epidermis  (the  Nik- 
olsky phenomenon).  Sheets  of  skin  may  slough, 
and  within  hours  much  of  the  body  surface  may  be 
denuded,  raw,  and  moist.  The  cutaneous  appear- 
ance is  that  of  a second-degree  burn,  as  from  scald- 
ing. 

Histopathologic  examination  of  affected  skin 
reveals  necrotic  epidermis  overlying  relatively 
normal-appearing  dermis.  Cleavage  of  epidermis 
usually  occurs  at  the  dermal-epidermal  junction, 
but  may  occur  in  midepidermis.  Few  inflamma- 
tory cells  or  vascular  changes  are  evident  in  the 
dermis.  The  prognosis  in  a particular  case  de- 
pends to  some  extent  on  the  age  of  the  patient. 
The  over-all  mortality  rate  is  said  to  be  between 
25  and  35  per  cent,  but  lethal  potential  is  greater 
in  the  aged  and  very  young. ^ 

The  purpose  of  this  report  is  to  present  a pa- 
tient with  toxic  epidermal  necrolysis  from  whose 
skin  Group  II  staphylocci  were  cultured  and  to  dis- 
cuss the  possible  relationship  of  these  organisms  to 
the  disease. 

Case  report 

A ten-month-old  girl,  previously  normal  in  all 
respects,  was  admitted  to  Nyack  Hospital  in  May, 
1969,  because  of  an  acute,  severe,  spreading,  ery- 
thematous eruption.  Three  days  prior  to  admis- 
sion she  developed  a perioral  eruption,  which  was 
thought  to  be  due  to  contact  with  a household  cop- 


FIGURE  1.  Perioral  and  periorbital  crusting  with  be- 
ginning denudation  of  cheeks. 

per  cleaner.*  Over  the  next  two  days  the  eruption 
continued  to  develop  and  came  to  surround  her 
eyes  and  cover  her  body  with  a fiery  red  ery- 
thema. Detailed  questioning  of  the  family  re- 
vealed no  recent  exposure  to  infectious  disease  or 
intake  of  any  drug  or  toxic  agent,  other  than  tran- 
sient exposure  to  the  copper  cleaner. 

At  the  time  of  admission,  the  patient  was  alert, 
active,  and  very  irritable.  Temperature  was  101 
F.,  pulse  160  per  minute,  and  respirations  20  per 
minute.  Her  skin  was  generally  erythematous. 
The  erythema  was  most  marked  in  the  perioral  and 
periorbital  areas,  where  crusting  and  Assuring 
were  also  evident  (Fig.  1).  Flaccid  bullae  were 
present  on  the  shoulders,  the  pubic  area,  and 
cheeks.  A positive  Nikolsky  sign  was  readily  elic- 
ited in  the  erythematous  areas.  When  denuded 
areas  were  accidently  touched,  the  patient  shrieked 
and  recoiled  in  pain.  The  conjunctivae  were  mod- 
erately inflamed.  The  remainder  of  her  physical 
examination  revealed  no  abnormalities. 

Examination  of  the  urine  gave  normal  findings. 
Initial  white  blood  cell  count  was  8,500  per  cubic 
millimeter,  with  51  per  cent  neutrophils,  7 per  cent 
bands,  2 per  cent  eosinophils,  1 per  cent  basophils, 
35  per  cent  lymphocytes,  and  4 per  cent  mono- 
cytes. Hematocrit  was  33  per  cent;  sodium  was 
135  mEq.  per  liter,  and  potassium  5 mEq.  per  liter. 
Bacterial  cultures  of  the  nose  and  throat  grew  nor- 
mal flora.  Two  skin  cultures  and  a blood  culture 
grew  Staphylococcus  aureus  coagulase  positive, 
phage  type  3A/3C/55/71,  sensitive  to  all  anti- 
biotics except  erythromycin.  Klebsiella  aero- 
bacter  grew  from  one  skin  culture  but  was  absent 
from  the  other. 

On  the  first  hospital  day  a saphenous  vein  cut- 

*Cameo-Copper  Cleaner,  Furex  Corp.,  containing  silaceous 
abrasive,  sulfamic  acid,  and  an  ionic  synthetic  detergent. 
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down  was  performed  to  facilitate  maintenance  of 
fluid  balance  by  infusion  and  to  administer  medi- 
cation. Sodium  methicillin,  IbO  mg.  every  six 
hours,  was  administered  in  the  intravenous  cathe- 
ter for  two  days  and  then  given  intramuscularly  in 
the  same  dose  every  six  hours  for  six  more  days. 
Kanamycin  sulfate,  45  mg.  every  twelve  hours, 
was  given  intramuscularly  for  three  days  and  then 
discontinued.  Promethazine  hydrochloride  (Phen- 
ergan)  and  phenobarbital  were  used  for  sedation. 
Topical  therapy  consisted  of  potassium  perman- 
ganate soaks  (1: 18,000)  three  times  a day  followed 
by  topical  corticosteroid  (Vioform)  ointment  (1.5 
per  cent)  to  the  affected  areas. 

For  the  first  two  days  the  disease  continued  to 
spread.  More  denudation  of  skin,  especially  of  the 
arms  and  legs,  occurred.  The  patient  remained 
febrile,  was  irritable,  and  vomited.  By  the  third 
hospital  day  the  condition  stabilized;  no  new  le- 
sions were  evident  and  the  patient  became  afebrile. 
Over  the  next  several  days  there  was  diffuse  des- 
quamation of  skin  in  affected  areas.  By  the  time 
of  discharge,  on  the  eleventh  hospital  day,  all 
lesions  were  healing  and  there  was  little  erythema. 
When  the  patient  was  seen  four  weeks  later,  there 
was  no  scarring,  and  she  appeared  to  be  in  her  pre- 
viously normal  state  of  health. 

Comment  , 

Our  patient’s  clinical  course  is  similar  to  that  of 
other  reported  patients  who  have  survived  toxic 
epidermal  necrolysis.'  ’ As  the  pathologic  defect 
in  this  disease  is  superficial,  that  is,  merely  epi- 
dermal, re-epithelization  without  subsequent  scar 
formation  was  attained. 

Group  II  Staphylococcus  aureus  (phage  type 
3A/3C/55/71)  was  grown  from  the  skin  and  blood 
of  our  patient.  Transient  contact  with  an  irritat- 
ing copper  cleaner  may  have  altered  local  skin  re- 
sistance enough  to  permit  infection  with  this  or- 
ganism, which,  in  contrast  to  other  strains  of  staph- 
ylococci, is  particularly  associated  with  superfi- 
cial cutaneous  infections.  It  has  been  cultured 
from  skin  lesions  of  patients  with  impetigo,*’  bul- 
lous impetigo,"  pemphigus  neonatorum,*  Ritter’s 
disease,*  and,  more  specifically,  toxic  epidermal 
necrolysis.*”'* 

Corroborating  this,  Melish  and  Glasgow'^  re- 
cently isolated  Group  II  staphylococci  from  17 
children  with  blistering  skin  diseases  ranging  from 
bullous  impetigo  to  toxic  epidermal  necrolysis. 
They  inoculated  staphylococci  isolated  from  the 
patients  into  newborn  mice,  produced  exfoliative 
skin  disease  in  the  mice  which  clinically  and  histo- 
pathologically  resembled  toxic  epidermal  necroly- 
sis, and  were  able  to  recover  staphylococci  from  in- 
volved animals.  The  implication  is  very  strong 
from  these  observations  that  Group  II  staphylo- 
cocci cause  these  diseases.  Blistering  of  skin, 
localized  in  bullous  impetigo,  generalized  in  pem- 
phigus neonatorum,  and  diffuse  in  Ritter’s  disease 


and  toxic  epidermal  necrolysis,  may  be  due  to  exo- 
toxin produced  by  the  invading  bacteria. 

Not  all  cases  of  toxic  epidermal  necrolysis  are 
associated  with  staphylococci.  A number  of  pa- 
tients, particularly  adults,  have  developed  fulmi- 
nating toxic  epidermal  necrolysis  subsequent  to  the 
administration  of  drugs.  These  agents  include 
penicillin,"’  sulfa  drugs,"’  aspirin,*  barbiturates,' 
diphenylhydantoin,'’  phenylbutazone,'  tetracy- 
cline,'* and  phenolphthalein.'*  '*  These  cases  can 
resemble  Stevens-.Iohnson  syndrome  and  are  prob- 
ably of  immunologic  cause. 

Summary 

A ten-monthold  girl  with  toxic  epidermal 
necrolysis  is  reported.  Group  II  staphylococci  were 
cultured  from  her  skin  and  blood.  Therapy  with 
methicillin  was  successful  in  abating  the  disease. 
It  is  suggested  from  this  case  and  others  in  the 
literature  that  (iroup  II  staphylococci  may  cause 
some  cases  of  toxic  epidermal  necrolysis. 

36  College  Avenue 
Nanuet,  New  York  10954 
(DR.  WALDORF) 
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The  lesion  presently  called  benign  chondroblas- 
toma was  first  noted  by  Ewing  in  1923  and  was 
subsequently  named  calcifying  giant-cell  tumor  by 
him/  cartilage  containing  giant-cell  tumor  by 
Kolodny  in  1927,-  and  epiphyseal  chondromatous 
giant-cell  tumor  by  Codman  in  1931.*  Codman’s 
description  was  detailed  regarding  its  clinical  and 
histologic  features,  with  particular  emphasis  on  its 
predirection  to  the  proximal  end  of  the  humerus, 
particularly  near  the  area  of  tubercles. 

In  1942,  Jaffe  and  Lichtenstein^  opposed  calling 
this  lesion  a variant  form  of  giant-cell  tumor  on  the 
basis  of  the  presence  of  focal  areas  of  calcification 
and  necrosis  scattered  through  the  basic  polyhedral 
cells,  origin  of  which  they  claimed  to  be  cartilagi- 
nous germ  cells.  They  summarized  it  under  the 
name  of  benign  chondroblastoma  emphasizing  the 
essential  benignity  of  its  nature.  This  concept  has 
been  widely  accepted,  and  this  lesion  has  been 
established  as  an  independent  clinicopathologic 
entity  under  the  name  of  benign  chondroblastoma. 

This  lesion  is  rather  a rare  primary  bone  tumor. 
It  occurs  most  often  in  males  in  tbeir  teens  and 
twenties,  although  it  may  affect  females  and  other 
age  groups.  The  common  location  of  the  lesion  is 
the  epiphysis  alone  or  also  part  of  adjacent  meta- 
physis  of  long  bones,  especially  around  the  knee 
and  shoulder. 

It  has  been  generally  accepted  that  this  tumor 
has  essentially  benign  behavior.  However,  there 
are  several  reports  which  have  described  malignant 
behavior  of  this  lesion. 

In  1949,  Copeland  and  Ceschickter'’  reported  15 
cases  out  of  25  benign  chondroblastomas  that 


turned  out  to  be  malignant  and  stated  that  a ma- 
lignant form  of  this  lesion  exists.  However,  the 
photographs  of  roentgenogram  and  microscopic 
pictures  are  not  convincing  in  the  cases  presented 
in  this  report.  In  the  discussion  Coley  supported 
the  concept  of  malignant  transition  of  benign  chon- 
droblastoma, although  he  suggested  calling  it 
“chondrosarcoma”  rather  than  “malignant  chon- 
droblastoma.” In  1951,  Hatcher  and  Campbell** 
reported  a case  of  chondrosarcoma  in  the  proximal 
end  of  the  humerus  four  years  after  radiation  to  the 
lesions  in  the  same  area  that  had  been  diagnosed 
as  benign  chondroblastoma  previously.  Their  ex- 
planation of  this  was  that  it  was  induced  by  radia- 
tion rather  than  spontaneous  malignant  transfor- 
mation of  benign  chondroblastoma.  In  1967, 
Sweetnam  and  Ross^  recorded  a case  of  pulmo- 
nary metastasis  of  benign  chondroblastoma  in 
their  article  dealing  with  the  surgical  treatment  of 
pulmonary  metastasis  from  bone  tumors,  although 
no  illustration  of  a case  was  given.  In  1969,  Kahn 
Wood,  and  Ackerman**  reported  2 cases  which 
showed  malignant  behavior.  Their  first  case  was  a 
fourteen-year-old  girl  with  a lesion  in  the  left  distal 
femoral  condyle  which  was  treated  twice  by  curet- 
tage and  bone  grafting  before  the  mid-thigh  ampu- 
tation, due  to  lymphatic  dissemination  as  well  as 
local  recurrence,  one  year  and  seven  months  after 
she  was  first  seen.  The  second  case  was  a twenty- 
nine-year-old  man  with  a lesion  in  the  right  pelvis 
who  underwent  local  surgical  procedures  before 
he  died  of  pulmonary  metastases  fifteen  years 
after  he  was  initially  treated.  The  second  case 
seems  more  likely  to  have  been  chondrosarcoma 
from  its  origin.  The  photographs  of  the  micro- 
scopic section  and,  in  particular,  the  illustrated 
roentgenogram,  are  not  of  typical  benign  chondro- 
blastoma. 

Recurrent  soft-tissue  lesions  of  benign  chondro- 
blastoma have  been  documented  in  the  case  rec- 
ords of  Massachusetts  General  Hospital  in  1964,** 
and  in  a case  report  by  Coleman  in  1966.*'*  The 
first  was  a fourteen-year-old  girl  with  a lesion  in 
the  head  and  neck  of  the  femur  which  was  treated 
by  local  excision  and  bone  grafting  several  months 
before  the  prosthetic  replacement  due  to  soft-tissue 
recurrence  large  enough  to  subluxate  the  femoral 
head.  This  recurrent  soft-tissue  mass  was  con- 
nected with  a primary  bone  lesion.  The  second 
was  a sixteen-year-old  boy  with  a lesion  in  the 
proximal  end  of  the  tibia  which  showed  one  soft- 
tissue  recurrence  in  the  popliteal  fossa  about  a year 
after  the  initial  curettage,  and  another  within  the 
knee  joint  attaching  to  the  medial  condyle  of  the 
femur  about  two  years  thereafter.  In  this  case  the 
soft-tissue  recurrences  were  seen  apart  from  the 
site  of  the  primary  lesion. 

The  purpose  of  this  article  is  to  record  an  addi- 
tional case  of  benign  chondroblastoma  which 
showed  soft-tissue  recurrence  without  any  continu- 
ation with  the  primary  bone  lesion. 
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FIGURE  1.  Roentgenograms  of  right  knee  (A)  Lytic  defect  from  previous  surgery  evident  in  anteroposterior  view. 
(B)  Lesion  in  proximal  epiphysis  and  parr  of  metaphysis  of  tibia  evident  in  lateral  view 


Case  report 

A fifty-one-year-old  female  gave  a history  of 
pain  in  the  right  knee  shortly  after  involvement  in 
a car  accident  in  October,  1967.  She  had  roentgen- 
ograms taken  at  that  time  which  disclosed  a tumor- 
ous mass  with  calcification  in  the  proximal  end  of 
the  right  tibia,  with  no  evidence  of  fracture.  In 
November,  1967,  she  underwent  curettage  of  this 
lesion.  However,  postoperatively,  she  had  persis- 
tent pain  that  caused  her  to  limp.  Subsequently, 
she  was  transferred  to  the  Memorial  Hospital  for 
Cancer  and  Allied  Disease  on  February  11,  1968, 
for  further  treatment. 

On  admission  she  was  an  apparently  healthy, 
well-developed,  well-nourished  female  who  walked 
with  a limp  on  the  right  side  and  guarded  the  right 
knee.  An  operative  scar  was  noted  in  the  right 
popliteal  fossa.  Swelling  of  the  right  knee  was 
not  remarkable.  Tenderness  was  noted  all  over 
the  upper  end  of  the  tibia,  particularly  over  the 
medial  posterior  aspect.  However,  the  range  of 
motion  of  the  right  knee  was  well  preserved  to  al- 
most full  range,  and  there  was  no  evidence  of 
lateral  instability  or  joint  effusion.  The  quadri- 
ceps did  not  show  any  atrophy  with  normal  muscle 
strength.  No  mass  was  palpated  around  the  knee 
on  physical  examination.  Roentgenograms  of  the 


right  knee  on  admission  showed  the  lesion  in  the 
proximal  epiphysis  and  part  of  the  metaphysis  of 
the  tibia  with  a lytic  defect  in  the  center  sur- 
rounded by  a sclerotic  area  which  encroached  on 
the  tibial  plateau  posterior  to  the  tibial  spines 
(Fig.  1).  This  lesion  seemed  to  extend  up  to  the 
articulating  cortex.  The  pathologic  section  from 
the  previous  hospital  was  reviewed  by  our  patholo- 
gists and  was  diagnosed  as  being  benign  chondro- 
blastoma. On  February  14,  1968,  curettage  and 
cryosurgery  were  performed  through  a posterior 
transverse  incision.  On  exploring  the  popliteal 
fossa,  recurrent  tumor  was  noted  arising  from  the 
posterior  mid-aspect  of  the  proximal  end  of  the 
tibia.  There  was  an  apparent  osseous  defect  from 
the  previous  surgery  in  the  proximal  end  of  the 
tibia.  The  tumor  was  essentially  cartilaginous  in 
nature  and  was  growing  posteriorly  and  pushing  up 
the  gastrosoleus.  The  tumor  was  also  found  to  ex- 
tend to  the  articulating  posterior  margin  of  the 
tibia  close  to  the  posterior  aspect  of  the  medial 
meniscus.  This  tumor  was  curetted  out,  and  a 
part  of  the  posterior  joint  capsule  and  medial  me- 
niscus was  also  excised. 

The  histologic  review  of  this  tumor  showed  the 
presence  of  widely  scattered  polyhedral  cells  inter- 
spersed with  foci  of  calcified  area  and  occasional 
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FIGURE  2.  Photomicrograph  of  lesion  from  proximal 
end  of  tibia  showing  calcified  area  in  sheets  of  polyhedral 
cells.  Degeneration  of  some  polyhedral  cells  seen  (X 
250). 


giant  cells  (Fig.  2).  In  some  of  these  calcified  areas 
there  was  seen  degeneration  of  some  of  the  polyhe- 
dral cells.  This  histologic  feature  is  consistent 
with  benign  chondroblastoma.  There  was  no  evi- 
dence of  invasion  of  this  tumor  into  the  posterior 
capsule  and  the  medial  meniscus. 

From  the  time  of  discharge  on  February  25,  1968, 
she  had  been  asymptomatic.  However,  in  Octo- 
ber, 1969,  on  routine  follow-up  roentgenograms, 
she  was  found  to  have  masses  in  the  soft  tissue  of 
the  right  popliteal  area,  and  was  again  admitted 
to  our  hospital  on  November  1,  1969.  Physical  ex- 
amination at  this  time  gave  essentially  negative 
findings  except  for  the  presence  of  a few  small, 
movable,  nontender  masses  in  the  right  popliteal 
area.  She  was  entirely  asymptomatic,  and  the 
right  knee  showed  full  range  of  motion  with  no  evi- 
dence of  joint  effusion,  lateral  instability,  or  ten- 
derness. There  was  no  atrophy  of  the  quadriceps 
with  normal  muscle  strength.  Neurocirculatory 
status  of  the  right  lower  extremity  was  normal. 
Roentgenograms  of  the  right  knee  at  this  time 
showed  several  calcified  soft-tissue  masses  located 
in  the  popliteal  area  (Fig.  3).  The  proximal  end 
of  the  tiba  showed  the  apparent  surgical  defect  sur- 
rounded by  reactive  bony  sclerosis,  but  there  was 
no  other  finding  suggestive  of  recurrent  tumor.  On 
November  3,  1969,  exploration  of  the  popliteal 
area  was  undertaken  in  an  attempt  to  remove  those 


FIGURE  3 Roentgenograms  of  right  knee.  (A)  Osseous  defect  from  previous  surgery  evident  in  anteroposterior 
view  (B)  Calcified  soft-tissue  masses  seen  particularly  m lateral  view.  No  definite  evidence  of  tumor  recurrence  in 
proximal  end  of  tibia  seen 
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FIGURE  4 Photomicrograph  of  soft-tissue  mass  shows 
sheets  of  polyhedral  cells  with  calcified  area  (X  360). 


masses.  The  largest  one  measured  3 by  3 cm. 
Some  of  the  masses  were  attached  to  the  popliteal 
neurovascular  bundle  but  were  easily  peeled  off. 
There  was  no  evidence  of  recurrence  of  the  tumor  in 
the  primary  site,  which  was  confirmed  by  micro- 
scopic examination. 

The  histologic  feature  of  these  masses  had  a pat- 
tern similar  to  the  specimen  taken  from  the  pri- 
mary site  in  the  previous  surgical  procedure  (Fig. 
4).  ' 

It  was  diagnosed  as  benign  chondroblastoma. 

She  was  discharged  on  November  7,  1969,  and 
remains  asymptomatic  at  the  time  of  this  writing. 


Comment 

A case  report  of  benign  chondroblastoma  with 
.soft-tissue  recurrence  was  given.  The  significance 
of  this  case  is  the  recurrence  of  benign  chondro- 
blastoma in  the  surrounding  soft  tissue  despite  no 
evidence  or  recurrence  in  the  primary  site. 

It  is  well  known  that  chondrosarcoma  and  giant- 
cell tumor  are  highly  seedable.  We  believe  that 
local  soft-tissue  recurrence  of  benign  chondroblas- 
toma may  occur  due  to  tumor  spillage  during  surgi- 
cal intervention,  and  it  does  not  necessarily  mean 
malignant  transformation.  The  chance  of  its  oc- 
curence may  be  high  when  the  joint  capsule  is 
opened,  as  postulated  by  Coleman. 

Extreme  caution  should  be  used  during  surgical 
intervention  of  cartilaginous  tumor  to  prevent 
local  implantation,  particularly  if  it  is  located 
near  the  joint. 

Hospital  for  Special  Surgery 
535  East  70th  Street,  New  York,  N.  Y.  1(X)21 
(DR.  SHOJI) 
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In  patients  without  rheumatic  mitral  valvulitis, 
the  source  of  systemic  emboli  most  often  is  a left 
ventricular  mural  thrombus  following  myocardial 
infarction  or  a thrombus  originating  in  a ventric- 
ular aneurysm.  For  the  treatment  of  systemic 
peripheral  emboli,  in  which  mitral  valve  disease 
is  not  a factor,  most  authors  stress  the  use  of  anti- 
coagulants as  well  as  embolectomy  when  loss  of  tis- 
sue or  function  is  threatened. 

Since  surgical  removal  of  ventricular  mural 
thrombi  causing  systemic  emboli  is  not  advocated 
often,  the  precise  identification  and  localization  of 
the  mural  thrombus  is  seldom  undertaken.  The 
present  report  describes  a patient  with  multiple 
systemic  emboli  following  myocardial  infarction 
in  whom  a left  ventricular  thrombus  was  sus- 
pected, identified,  and  removed. 

Case  report 

A thirty-four-year-old  Puerto  Rican  man  was  ad- 
mitted to  the  hospital  for  the  first  time  on  March  1, 
1968.  At  that  time  he  had  been  complaining  of 
sharp  epigastric  pain  for  approximately  twenty- 
four  hours.  The  pain  radiated  to  the  right  upper 
quadrant  and  had  been  preceded  by  the  sudden  on- 
set of  nausea  and  vomiting.  There  was  no  history 


FIGURE  1.  Posteroanterior  roentgenogram  of  chest  dur- 
ing first  admission  showing  bilateral  pulmonary  infarc- 
tions. 


of  hematemesis  or  melena.  Approximately  one 
year  previously  he  had  been  given  medication  and 
a diet  because  of  an  “ulcer,”  which,  however,  had 
not  been  confirmed  by  x-ray  examination.  The 
past  medical  history  was  otherwise  noncontribu- 
tory. 

On  physical  examination  the  patient  was  well 
developed  and  well  nourished.  Temperature  was 
101  F.,  blood  pressure  120/80  mm.  Hg,  pulse 
100  per  minute,  and  respirations  22  per  minute. 
The  abdomen  was  soft,  and  no  rigidity  was  noted. 
There  was  slight  tenderness  in  the  epigastrium  and 
in  the  right  upper  quadrant.  Results  of  a complete 
blood  count  and  urinalysis  were  normal,  but  the 
serum  glutamic  oxaloacetic  transaminase  was  200 
units.  A roentgenogram  of  the  chest  revealed  bi- 
lateral pulmonary  infiltrations  and  a pleural  reac- 
tion at  the  right  base  (Fig.  1).  Findings  on  upper 
gastrointestinal  x-ray  films  were  normal.  No  elec- 
trocardiogram was  recorded.  The  patient  contin- 
ued to  have  a spiking  temperature  as  high  as  102.4 
F.  daily  for  the  first  four  hospital  days  and  was 
treated  with  3 Gm.  of  sodium  cephalothin  intra- 
venously every  eight  hours.  On  the  fifth  hospital 
day  he  became  afebrile  and  left  the  hospital  against 
medical  advice. 

Six  days  after  discharge  the  patient  was  read- 
mitted to  the  hospital  because  of  pain  in  the  right 
upper  quadrant.  The  pain  was  intermittent, 
sharp,  and  associated  with  vomiting  of  clear  fluid. 
On  physical  examination  the  temperature  was 
101.2  F.,  and  pertinent  findings  were  confined  to 
the  abdomen  which  was  moderately  distended  but 
not  rigid.  There  was  some  tenderness  in  the 
right  upper  and  lower  quadrants.  Hemoglobin  was 
14.7  Gm.  per  100  ml.,  white  blood  cell  count 
15,500  per  cubic  millimeter,  neutrophils  90  per 
cent,  and  lymphocytes  10  per  cent.  Urinalysis 
revealed  1 plus  protein. 

Twenty-four  hours  later,  because  of  persistence 
of  abdominal  pain  and  a rise  in  temperature  to 
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FIGURE  2 (A)  Preoperative  electrocardiogram.  March  13.  1968,  consistent  with  inferolateral  myocardial  infarction. 

(B)  Preoperative  electrocardiogram,  April  18.  1968.  showing  changes  consistent  with  inferolateral  myocardial  infarc- 
tion 


102.6  F.,  an  exploratory  laparotomy  was  performed 
which  revealed  no  intra-abdominal  disease;  never- 
theless, an  appendectomy  was  done.  An  electro- 
cardiogram taken  preoperatively  but  not  inter- 
preted until  after  surgery  was  characteristic  of  in- 
ferolateral myocardial  infarction  (Fig.  2A).  Sub- 
sequent serial  electrocardiograms  indicated  evo- 
lutionary changes  of  recent  inferolateral  infarction 
(Fig.  2B).  On  the  day  of  surgery  (the  second  hos- 
pital day),  serum  glutamic  oxaloacetic  transami- 
nase was  44  units  and  rose  to  85  units  on  the  third 
hospital  day. 

Postoperatively  the  patient’s  condition  remained 
stable  until  the  seventh  hospital  day  when  he 
passed  a single  tarry  stool  without  change  in  hemo- 
globin or  hematocrit.  On  the  eleventh  hospital 
day  a fever  of  102  F.  developed,  and  the  patient 
complained  of  cramps  in  his  left  leg.  Homan’s 
sign  and  tenderness  of  the  left  calf  were  present. 
He  was  considered  to  have  thrombophlebitis  and 
was  given  75  mg.  of  heparin  intravenously  every 
six  hours.  On  the  thirteenth  hospital  day  the  pa- 
tient again  complained  of  pain  in  the  left  calf  and 
left  lower  part  of  the  abdomen.  Tbe  left  femoral 
pulse  was  absent.  A left  femoral  embolectomy  was 
done  with  the  removal  of  a small  clot  from  the  left 
femoral  artery.  Heparin  therapy  was  continued 
postoperatively  in  the  same  dose.  The  patient 
complained  of  pain  in  the  left  foot,  and  the  pulse  in 
the  left  dorsalis  pedis  was  intermittently  absent. 
On  the  twentieth  hospital  day,  while  still  receiving 
heparin  intravenously,  the  patient  again  began  to 
have  abdominal  pain  and  numbness  of  both  lower 
extremities.  All  pulses  in  the  lower  extremities 
were  absent,  and  bilateral  femoral  embolectomies 
were  done.  Immediately  postoperatively  both  legs 
were  warm,  but  arterial  pulsations  were  not  pres- 
ent. Over  a period  of  forty-eight  hours  the  lower 
extremities  again  became  cold,  and  a third  embo- 
lectomy was  performed  with  the  removal  of  several 
clots  from  both  femoral  arteries.  Pathologic  exam- 


ination of  all  clots  showed  thrombi  in  various  stages 
of  early  organization.  The  postoperative  course 
was  complicated  by  the  development  of  large  he- 
matomas at  the  surgical  site.  The  clinical  condi- 
tion of  the  patient  gradually  improved  however, 
and  intravenous  heparin  (150  mg.  every  twelve 
hours),  which  had  been  started  after  the  first  em- 
bolectomy, was  continued.  Pain  in  both  lower  ex- 
tremities persisted,  but  the  pulses  were  good  and 
the  skin  temperature  normal. 

On  the  forty-second  hospital  day  sodium  war- 
farin was  started,  and  heparin  was  discontinued. 
A residual  loss  of  sensation  of  the  left  foot  was 
found,  but  all  pulses  remained  normal.  On  the 
forty-fifth  hospital  day  the  patient  was  discharged 
taking  sodium  warfarin  therapy. 

The  patient  was  followed  in  the  outpatient  de- 
partment where  sodium  warfarin  therapy  was  con- 
tinued. The  prothrombin  time  was  maintained  at 
approximately  twice  control  levels.  About  five 
months  after  discharge,  during  which  time  there 
had  been  no  embolic  episodes,  sodium  warfarin 
was  discontinued  because  of  the  patient’s  failure  to 
cooperate.  Three  months  later  he  was  readmitted 
because  of  an  episode  of  sudden  aphasia,  right  fa- 
cial palsy,  and  weakness  of  the  left  hand.  These 
signs  subsided  within  twenty-four  hours  of  admis- 
sion. On  the  third  hospital  day,  catheterization  of 
the  left  side  of  the  heart  and  selective  coronary 
arteriography  were  performed.  A complete  occlu- 
sion of  the  anterior  descending  coronary  artery  was 
present  near  its  origin  distal  to  the  diagonal 
branches.  The  left  cineventriculogram  in  both  the 
left  anterior  oblique  and  right  anterior  oblique  pro- 
jections showed  a large,  oval-filling  defect  with 
considerable  mobility,  situated  in  the  inferoapical 
region  of  the  left  ventricle.  In  the  right  anterior  ob- 
lique projection  of  the  left  cineventriculogram, 
there  was  a slight  bulge  in  the  inferoapical  region 
of  the  left  ventricle  during  systole,  but  no  definite 
aneurysm  or  paradoxical  expansion  (dyskinesia) 
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FIGURE  3.  Frames  35  mm.  from  left  cineventriculogram,  right  anterior  oblique  projection,  showing  left  ventricular 
thrombus  during  systole  (A)  and  diastole  (B). 


could  be  identified  (Fig.  3).  This  area  did  not  con- 
tract as  well  (asyneresis)  as  the  remainder  of  the 
ventricle. 

On  the  fourteenth  hospital  day  a left  ventricu- 
lotomy was  performed  under  cardiac  bypass.  A 
grey-brown  firm  blood  clot,  1 by  2 cm.,  was  found 
free  in  the  lumen  of  the  left  ventricle.  It  was  un- 
certain whether  operative  manipulation  had  dis- 
lodged it  from  any  attachment.  A true  aneurysm 
of  the  ventricle  could  not  be  identified,  but  in  the 
inferior  wall  of  the  left  ventricle  there  was  a 2 by  2 
cm.  area  of  thinning  which  was  thought  to  be  the 
probable  site  of  the  previous  myocardial  infarction. 
Because  of  papillary  muscle  attachment  in  the 
area  and  the  absence  of  obvious  fibrosis,  no  exci- 
sion of  myocardial  tissue  was  done. 

The  postoperative  course  was  uneventful.  An- 
ticoagulant therapy  was  maintained  with  sodium 
warfarin  for  ten  months  postoperatively  during 
which  time  no  further  thromboemboli  occurred.  A 
recent  x-ray  film  of  the  chest  shows  normal  heart 
size  (Fig.  4). 

Comment 

Cerebral  and  systemic  emboli  in  patients  with 
coronary  heart  disease  occur  primarily  as  a com- 
plication of  myocardial  infarction.  Emboli  which 
occur  early  in  the  course  of  acute  myocardial  in- 
farction usually  have  their  origin  in  a left  ventricu- 
lar mural  thrombus,  while  emboli  occurring  late  in 
the  course  of  myocardial  infarction  usually  arise 


from  thrombi  in  a left  ventricular  aneurysm.  Al- 
though the  occurrence  of  multiple  systemic  pe- 
ripheral emboli  is  often  cited  as  one  of  the  indica- 
tions for  aneurysmectomy,  surgery,  in  fact,  is  rare- 
ly undertaken  when  embolization  is  the  sole  indi- 
cation and  when  neither  congestive  heart  failure 
nor  recurrent  arrhythmia  are  present.  When  sur- 
gery is  performed,  however,  the  procedure  indi- 
cated is  excision  of  the  aneurysm  with  its  con- 
tained clots. ' ' 

Gorlin,  Klein,  and  Sullivan®  and  Schimert 
et  al.^  have  described  a number  of  disorders 
of  myocardial  kinetics  secondary  to  coronary 
artery  disease  of  which  ventricular  aneurysm  (dys- 


FIGURE  4 Postoperative  posteroanterior  roentgeno- 
gram of  chest.  Heart  and  lungs  were  normal. 
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kinesia)  is  but  one  type.  The  other  disorders  of 
myocardial  kinetics  (akinesia,  asyneresis,  asyn- 
chrony) cause  ventricular  dysfunction  without  giv- 
ing rise  to  true  ventricular  aneurysm.  Excision  of 
dysfunctional  left  ventricular  tissue  is  advocated 
where  indicated.-'  Such  surgery  can  be  difficult  to 
perform  because  the  affected  areas  often  cannot  be 
identified  by  simple  inspection  at  the  time  of 
operation.  The  size  of  the  left  ventricle  and  the  re- 
lation of  the  affected  area  to  the  attachment  of  the 
papillary  muscle  may  also  thwart  excisional  sur- 
gery. 

The  relationship  of  thrombi  to  dysfunctional  tis- 
sue, except  in  association  with  true  ventricular 
aneurysm,  has  not  been  directly  commented  on,  to 
our  knowledge.  The  present  report  is  an  example 
of  multiple  systemic  emboli  from  a ventricular 
thrombus  associated  with  ventricular  asynergy. 
In  patients  in  whom  recurrent  emboli  cannot  be 
prevented  by  adequate  anticoagulation  or  in  whom 
patient  cooperation  is  unobtainable,  ventricu- 
lotomy with  simple  removal  of  thrombus  is  indi- 
cated. 

Summary 

A patient  with  multiple  systemic  emboli  follow- 


ing myocardial  infarction  is  reported.  A left  ven- 
tricular thrombus,  without  ventricular  aneurysm, 
was  suspected  and  demonstrated  by  cineventricu- 
lography.  The  thrombus  was  successfully  re- 
moved during  ventriculotomy  performed  under 
cardiac  bypass. 
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As  has  been  discussed  elsewhere  John  Wesley, 
the  founder  of  methodism,  employed  electricity 
promiscuously  to  treat  an  array  of  ailments.'  - 
It  is  little  wonder,  therefore,  that  his  name  is  as- 
sociated with  so  many  electrotherapeutic  prece- 
dents. Predictably,  we  find  that  he  was  the  first 
to  treat  a case  of  angina  pectoris  with  that  agency. 
An  entry  dated  April,  1774,  in  his  Journo/  recorded 
the  incident  concerning  a Mr.  Greenfield," 

. . . dying  (as  was  supposed)  of  the  gout  in  the  stom- 
ach, but  on  observing  the  symptoms,  I was  convinced 
it  was  not  the  gout,  but  the  angina  pectoris  (well  de- 
scribed by  Dr.  Heberden  and  still  more  accurately  by 
Dr.  McBride  of  Dublin).  I advised  him  to  take  no 
more  medicines  but  to  be  electrified  through  the 
breast.  He  was  so.  The  violent  symptoms  immedi- 
ately ceased  and  he  fell  into  a sweet  sleep. 

Electrification  in  angina  pectoris 

Galvanization  of  the  thorax  or  nerves  in  the 
neck  was  resorted  to  over  a span  of  the  next  several 
decades  for  a kaleidoscope  of  chest  pains  loosely 
labeled  “angina  pectoris.”  Tbe  accuracy  of  this 
diagnosis  is  dubitable  in  a fair  proportion  of  the 
reports,  and  the  tenor  of  some  of  the  latter  makes 
one  reluctant  to  accept  the  veracity  of  alleged  cures. 
J'he  pur[)ort  of  this  statement  is  not  to  be  miscon- 
strued as  a denial  that  electrical  treatment,  of 
whatever  kind,  was  not  beneficial  to  some  patients 


with  genuine  angina  pectoris.  Rather,  it  is  meant 
to  deplore  the  very  arbitrary  manner  in  which 
such  therapy  was  employed. 

There  is  candid  evidence  from  at  least  two 
sources  that  the  resolution  of  angina  pectoris  by 
electricity  was  due  to  the  superimposition  of  a 
formidable,  albeit  brief,  pain  of  different  quality. 

In  his  peregrinations  with  electricity,  Duchenne^ 
did  not  leave  untilled  any  field  of  potential  thera- 
peutic utility.  He  avowed  to  having  instanta- 
neously eradicated  attacks  of  angina  in  2 patients 
by  sending  high-frequency  faradic  currents  over 
the  left  breast  or  sometimes  over  the  manubrium, 
the  loco  dolenti,  as  he  termed  it.  The  following 
is  an  abstract  of  one  of  the  cases; 

A tanner,  aged  fifty  years,  previously  healthy,  sud- 
denly noticed  in  November,  1852,  a deep-seated  burning 
sensation  in  the  left  mammary  region  and  radiating 
pains  in  the  ipsilateral  arm,  associated  with  formication 
in  the  latter.  Palpitations  and  a feeling  of  oppression 
and  terror  developed.  The  patient  bent  over  forward. 
Relief  was  obtained  with  phlebotomy  at  the  end  of 
eighteen  hours.  The  attacks  recurred  on  the  slightest 
provocation  with  every  movement  or  excitement.  There 
was  a gradual  diminution  of  the  number  and  violence 
of  the  attacks,  but  the  patient  was  compelled  to  remain 
almost  absolutely  quiet.  Every  movement,  merely 
bending  over,  produced  an  attack.  Violent  pain  was 
present  with  a feeling  of  constriction  under  the  lower 
part  of  the  sternum,  radiating  into  the  left  arm;  the  pain 
increased  on  walking.  Respirations  were  short.  There 
were  violent  palpitations,  profuse  perspiration,  an  ex- 
pression of  great  terror  in  the  face,  and  so  on.  Attacks 
lasted  eight  to  ten  minutes.  At  the  beginning  of  such  an 
attack  in  April,  1853,  the  strongest  possible  faradic  cur- 
rent was  passed  through  the  nipple  by  means  of  two 
metallic  electrodes.  With  the  terrible  pain  produced  in 
this  manner,  the  violent  angina  disappeared  at  once, 
and  the  patient  was  forthwith  in  his  normal  condition. 
It  now  became  much  more  difficult  to  produce  another 
attack;  when  this  did  occur  finally,  it  was  also  checked 
at  once  by  electrocutaneous  irritation  of  the  upper  ster- 
nal region.  Considerable  improvement  was  evident  on 
the  following  day.  More  marked  exertion  was  required 
to  produce  an  attack,  which  could  be  checked  in  two 
or  three  seconds  by  faradocutaneous  irritation  of  the 
thorax.  After  that  day  no  further  attacks  occurred;  after 
four  or  five  more  applications  (within  two  weeks)  the 
patient  was  again  able  to  work. 

Poore"  chose  to  use  the  “spino-precordial”  com- 
bination, nape  of  neck  to  precordium,  for  the  pa- 
tient whom  he  treated,  ostensibly  to  follow  the 
I)ath  of  the  visceral  nerves  to  the  heart  (Fig.  1). 

The  mechanism  whereby  angina  was  mitigated 
in  tbe  patients  treated  by  Beard  and  Rockwell'  is 
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FIGURE  1.  Technics  for  stimulating  vagal  and  cervical  sympathetic  nerves.  These  modalities  extensively  practiced 
for  wide  assortment  of  chest  diseases. 


interesting  to  speculate  about,  in  the  light  of  con- 
temporary trials  with  carotid  sinus  electrostimula- 
tion for  this  condition,  since  they  elected  to  use 
“central  electrification,”  that  is,  the  application 
of  current  to  the  supraclavicular  fossa.  Unfortu- 
nately, they  made  no  effort  to  document  sphygmic 
changes  during  actual  treatment. 


The  following  passage  is  extracted  from  their 
several  case  histories: 

. . . Before  administering  the  second  application, 
the  patient  purposely  brought  on  a paroxysm  by  vio- 
lently swinging  his  arms  and  bending  his  body.  In 
tbe  midst  of  the  pain  the  positive  pole  was  suddenly 
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TRo.  1. — ^Normal  pulse. 


{ifo.  a — After  five  minutes  ^Ivanization  of  the  sympathetic. 


No.  3.*— After  ten  minutes*  galvanization  of  the  sympaibeD^ 


Na  Five  miiiutes  after  the  doao  of  the  trance  of  gaJvaniadoB  of  the  aympatbedb 


No.  5. — After  five  minute**  faradization  of  *ympathetic 


No.  6.— After  nine  minutes'  faradization  of  sympatheti& 


J OV-OX — 


\o  7 — After  twenty  minutes'  Ciradization  of  iympaihetie. 


.So.  S.— After  filfcen  minutes'  general  faradizarion. 


No.  9.— Five  minutes  after  close  of  stance  of  gez-cinl  faradizatioo. 


FIGURE  2.  Sphygmographic  records  made  by  Beard 
showing  alterations  provoked  by  galvanization  or 
faradization  of  cervical  sympathetic  nerves  in  normal 
subjects. 

applied  over  the  nipple,  and  a very  intense  current 
sent  through  the  body.  With  the  rapidity  of  the  pas- 
sage of  the  electricity  itself,  the  pain  left  him,  and 
after  the  seance  had  closed,  he  found  it  impossible, 
by  any  effort  he  could  make,  to  bring  on  another 
attack.  At  the  next  visit,  three  days  subsequently, 
he  was  able,  by  very  violent  efforts,  to  bring  on  a 
paroxysm,  but  of  far  less  severity  than  before.  Similar 
treatment,  by  localized  faradization,  immediately 
relieved  him.  A few  more  applications  were  given, 
but  during  his  visits  to  us  he  never  succeeded  in  ex- 
citing another  attack,  that  we  might  have  the  pleasure 
of  subduing  it.  For  several  months  after  he  was  dis- 
charged as  cured,  he  had  no  return  of  the  angina.  . . . 
(Fig.  2). 

Here  is  another  account,  dated  1912,  of  angina 
treated  by  galvanization  to  the  nerves  in  the  neck:*^ 


We  applied  at  sessions,  first  daily  then  triweekly,  a 
galvanic  current  of  10  to  1.5  MA  during  20  minutes  by 
placing  a positive  electrode  of  25  centimeters  square  to 
the  inferior  part  of  the  neck  between  the  two  insertions 
of  the  sternocleidomastoid,  and  a negative  electrode 


of  200  square  centrimetre  surface  over  the  precordial 
region.  The  patient  experienced  from  the  start  a great 
amelioration:  the  crises  gradually  diminished  in 

intensity;  by  the  end  of  six  sessions  the  crises  became 
less  frequent,  arose  only  every  five  or  six  days  and  still 
very  attenuated,  to  disappear  completely  after  the 
twenty-fifth  session.  Since  then  he  has  been  well, 
has  had  no  further  crises,  sleeps  very  soundly  without 
being  awakened  by  any  discomfort  or  malaise. 

There  is  no  pretence  that  electricity  cures  angina  of 
the  chest,  any  more  than  it  does  aortitis,  but  relief  is 
often  faster  by  this  means,  and  warrants  attention. 

Besides  angina  pectoris,  assorted  cardiac  ail- 
ments, the  keystone  of  which  was  usually  conges- 
tive failure,  were  said  to  be  appeased  by  a spec- 
trum of  electrical  maneuvers  (Figs.  3,  4,  and  5). 
There  were  many  champions  of  this  approach: 
Remak,  Potain,  Larat,  Bonnefoy,  Duroziez,  Erb, 
Huchard,  Jellinek,  Sagretti,  and  Bergonie,  whose 
names  are  perhaps  forgotten  nowadays  or  dimly 
remembered  in  other  contexts.  Misgivings  about 
how  to  apply  electricity  safely  to  the  chest  led  to 
this  approach  being  relinquished  almost  entirely. 
The  favored  methods  were  either  stimulation  of 
nerves  in  the  neck  or  electrification  of  the  entire 
patient.  Enough  has  been  discussed  of  the  former, 
so  that  we  may  now  turn  our  attention  to  the  other. 

Cardiocirculatory  disorders 

An  array  of  technics  was  practiced  for  “total- 
body  electrification”  in  the  treatment  of  cardio- 
circulatory derangements. The  chief  one  was 
“electro-hydriatics”  or  “electro-balneotherapy,”  a 
variant  of  the  old  method  of  immersion  in  a bath- 
tub tenanted  by  an  electric  fish.  Another  was  the 
drier  “static  bath  with  cephalic  douche,”  in  which 
discharges  were  sent  “through”  the  body  by  sparks 
to  the  head.  Another  was  “auto-conduction” 
in  which  the  patient  was  placed  in  a solenoid  cage. 
Another  was  the  “four-cell  bath  of  Schnee”  in 
which  the  patient’s  limbs  were  put  in  small  vats 
connected  to  a central  source  of  current.  Yet  an- 
other was  the  much-touted  “electro-gymnastic 
method  of  Bergonie”  in  which  the  patient  was 
made  to  recline  on  moistened  cloth  spread  over  an 
electrified  couch  (Figs.  6,  7,  and  8). 

A dispassionate  analysis  of  these  various  tech- 
nics, taking  into  account  the  strength  and  duration 
of  currents  used,  yields  the  inevitable  conclusion 
that  their  effect  was  doubtless  one  of  promoting 
blood  flow  to  the  surface  of  the  body.  Perhaps 
this,  in  itself,  may  have  been  of  some  help  for  the 
conditions  in  which  the  methods  were  preconized, 
“.  . . hyposystole  sine  materia,  cardiac  dilatation 
due  to  myocardial  decompensation,  fatty  heart 
. . . ,”  so  that  “anasarca  is  diminished,  diuresis 
is  augmented,  the  circulation  in  general  is  im- 
proved. ...”  The  diverse  aforecited  methods,  es- 
sentially cardiac  “tonics,”  were  performed  as  de- 
scribed herewith: 
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FIGURE  3.  Types  of  equipment  used  in  electrotherapy  clinics  during  eighteenth  and  nineteenth  centuries. 


In  the  past  few  years  many  observers,  notably  Larat 
and  Sagretti  have  applied  electricity  with  excellent 
success  to  the  treatment  of  certain  cardiac  diseases. 
The  methods  employed  are  all  practically  the  same, 
the  efforts  being  directed  to  an  improvement  of  the 
capillary  and  general  circulation  thus  relieving  a non- 
competent  heart  from  part  of  its  burden  and  permit- 
ting it  to  recuperate. 

It  is,  of  course,  impossible  to  change  a marked  val- 
vular lesion,  but  whenever  the  heart  muscle  itself 
or  its  innervation  is  at  fault,  electricity  has  been  found 
curative  in  many  cases  hitherto  unresponsive  to  treat- 
ment. 

The  treatment  consists  of  a course  of  baths  with 
sinusoidal  or  faradic  currents.  The  action  of  these 
electric  baths,  if  properly  given,  is  to  improve  the 
general  circulation,  especially  the  peripheral,  diminish 
visceral  congestion  and  increase  diuresis. 

Improvement  is  usually  noted  after  a week’s  treat- 
ment and  marked  amelioration,  with  diminution 
or  entire  removal  of  anasarca,  has  been  accomplished 
after  a dozen  or  more  seances.  The  baths  are  contra- 
indicated in  marked  arteriosclerosis  and  advanced 
myocarditis.  The  technic  is  as  follows: 

The  patient  is  placed  in  an  insulated  bath-tub  with 


water  at  95-98  F.  One  pole  is  attached  to  the  head  and 
the  other  to  the  foot  of  the  bath-tub,  and  the  current 
is  started  mildly,  the  sensations  or  tolerance  of  the 
patient  being  the  best  guide  for  an  increase  or  decrease 
of  the  current.  With  experience,  the  operator  can 
regulate  the  current  so  as  to  conform  with  the  rhythm 
of  the  heart,  which  is  an  important  desideratum,  for 
stimulation  by  electricity  given  at  the  improper  cycle 
is  apt  to  produce  irregularity  in  the  contraction  of  the 
heart  muscle,  instead  of  assisting  its  action.  As  a rule, 
bathing  is  not  well  tolerated  by  patients  with  cardiac 
lesions  but  with  the  electrical  adjunct,  the  stimulus 
immediately  improves  the  capillary  circulation  with 
usually  prompt  relief  of  oppression  and  dyspnoea; 
respiration  becomes  easy,  and  pain  when  present,  is 
diminished  or  entirely  relieved. 

The  first  few  seances  should  be  of  short  duration, 
say  from  8-10  minutes,  and  should  be  gradually  in- 
creased until  the  patient  becomes  accustomed  to  the 
treatment  and  will  readily  tolerate  a seance  of  20 
minutes.  Baths  should  be  given  preferably  every 
other  day  and  in  the  morning. 

In  some  cases,  which  failed  to  respond  to  digitalis, 
adonis,  strophanthus,  crataegus  and  other  favorite 
drugs  having  special  cardiac  action,  a course  of  baths 
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so  reconstructed  the  patient  that  favorable  action  of 
the  remedies  was  quickly  noted  when  they  were  pre- 
scribed subsequent  to  the  treatments. 

The  baths  undoubtedly  produced  mechanical  relief 
for  the  heart,  as  the  resistance  which  the  organ  must 
overcome  is  lessened  by  the  excitation  of  the  vaso- 
motor nerves  through  electrical  stimulus.  The  capil- 
lary circulation  is  restrained  and  prolonged  and  the 
muscular  coats  of  the  smaller  vessels  are,  through 
electrical  massage,  invigorated  and  regenerated,  thus 
improving  their  contractility.  The  capillary  circula- 
tion again  becomes  vigorous  and  restored  to  function, 
and  the  central  organ  being  relieved  of  its  excess 
burden  performs  its  function  with  more  ease  and  regu- 
larity. 


In  addition,  the  slow  contraction  of  the  muscles 
of  the  whole  body  through  the  electrical  stimulus 
produces  a general  massage,  with  increased  intra- 
muscular as  well  as  general  circulation.  The  action 
is  practically  the  same  as  the  abdominal  massage 
and  reflexes  employed  with  success  in  certain  cases 
of  heart  disease,  but  the  hydro-electric  treatment  is 
more  certain,  less  irritating  and  decidedly  more  agree- 
able as  compared  with  the  other.  . . . 

When  auto-conduction  is  used,  the  subject  stands 
up  inside  of  the  large  solenoid  in  the  usual  manner 
(F'ig.  9).  The  current  is  gradually  increased  until  it 
attains  its  maximum.  The  current  passing  through 
the  solenoid  should  be  of  great  intensity  and  of  high 
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FIGURE  5 Electrotherapy  clinic  of  Charcot  At  left  fully  clad  patient  being  stimulated  across  precordium 


frequency  in  order  to  obtain  the  best  results.  As  it  is 
impossible  to  measure  this,  it  may  be  a sufficient 
guide  to  note  that  the  current  should  be  strong  enough 
to  give  a spark  from  the  coil  twenty-five  centimetres 


in  length.  E^ach  session  may  last  from  ten  to  fifteen 
minutes  and  should  be  repeated  daily.  Gradually  the 
applications  may  be  given  every  second  day  and 
finally  once  or  twice  a week.  This  form  of  treatment 


FIGURE  6.  Some  of  electrical  materia  medica  of  midnineteenth  century.  Galvanic  belts,  chains,  and  tub  manufac- 
tured according  to  exact  metallurgic  specifications,  red  and  yellow  copper,  English  and  German  steel. 
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FIGURE  7.  Electrohydriatics  or  electrobalneotherapy. 
Origins  date  back  several  hundred  years,  when  primitive 
peoples  immersed  sick  m waters  populated  by  electric 
fish. 

is  cumbersome  and  tiring  to  the  patient  and  for  this 
reason  is  not  often  used. 

The  method  of  Bergonie  consists  of  utilizing  with 
general  therapeutic  intent  the  electric  contraction  of 
the  virtual  totality  of  the  muscles  of  the  organism 
(Fig.  10). 

This  treatment  develops  the  muscles  themselves, 
but  especially  acts  on  the  entire  organism;  dispersed 
throughout  almost  the  whole  muscular  mass,  it  allows 
one  to  obtain  all  the  advantages  of  a generalized  active 
and  intense  gymnastic  without  the  inconveniences  or 
limitations  of  voluntary  calisthenics  in  certain  pa- 
tients. . . . 

The  completely  nude  subject  is  spread  on  an  arm- 
chair ad  hoc,  where  he  is  for  the  most  part  leaned 
backward.  This  chair  comprises  electrodes  covered 
by  wet  cloths  which  are  disposed  all  along  the  back 
and  seat. 

(Jther  broad  electrodes  are  apposed  to  the  abdomen, 
the  anterior  part  of  the  thighs,  around  the  legs,  fore- 
arms or  arms. 

In  obese  persons  the  total  surface  may  attain  10,000 
square  centimetres.  . . . 


To  keep  the  electrodes  in  place  on  the  front  of  the 
body,  the  subject  is  covered  with  bags  of  sand;  far 
from  provoking,  when  the  current  is  passed,  a sensa- 
tion of  being  crushed,  these  sacs,  by  assuring  perfect 
contact,  make  the  session  much  more  tolerable. 

The  total  intensity  is  raised  progressively  so  as  never 
to  be  painful;  if  certain  muscle  groups  contract  too 
vigorously,  the  resistance  of  the  electrodes  correspond- 
ing to  them  is  adjusted  in  order  to  reduce  the  intensity 
at  their  level. 

The  session,  according  to  the  goal  sought,  lasts  from 
30  minutes  to  one  hour,  and  is  renewed  either  twice  or 
once  each  day,  or  every  two  days. 

At  the  beginning  of  the  present  century  a few 
physicians,  annoyed  by  the  incommodity  of  bulky 
apparatus,  began  to  advocate  once  more  the  appli- 
cation of  current  directly  to  the  chest  (Figs.  11  and 
12). 

In  1908  Rumpf*'  presented  a series  of  68  patients 
with  diverse  cardiac  derangements  which  had  been 
assuaged  by  the  alternating  current.  The  next 
year  Colombo^^'^^  and  Lafond-Grellety^'*  indepen- 
dently declared  themselves  in  favor  of  galvanism, 
that  is,  a continuous  current  over  the  alternating 
variety,  which  they  considered  to  be  potentially 
dangerous.  Colombo’s  regimen  consisted  of  25 
to  30  sessions,  each  about  fifteen  minutes,  in  which 
the  amperage  was  deliberately  made  to  fluctuate. 
The  program  sponsored  by  Lafond-Grellety  in- 
volved steady  exposure  of  the  pectoral  region  to 
a continuous  current  of  low  intensity  during  six  to 
ten  hours.  Most  of  the  patients  attached  a belt- 
like contrivance  around  the  chest  at  bedtime  and 
let  the  current  work  during  their  sleep.  The  num- 
ber of  such  applications  was  indeterminate.  La- 
fond-Grellety cited  nine  testimonials,  and  averred 
that  the  technic  had  been  used  on  100  occasions. 

In  addition,  a few  articles  recommended  that 
electricity  be  made  a component  of  balneotherapy 
to  enhance  “the  peripheral  and  central  circula- 
tions’’ of  those  afflicted  with  cardiac  diseases. 
Hufnagel  used  a biphasic  sinusoidal  farad- 
ic  current  for  that  purpose  (Fig.  13). 

Of  course,  the  resurgence  of  methods  for  direct 
application  of  electricity  to  the  chest  for  chronic 
heart  illnesses  was  soon  exploited  commercially. 
Among  the  sundry  devices  marketed  for  that  pur- 
pose, one  of  the  most  popular  was  a flexible  metal 
strap  which  could  be  readily  self-applied  by  the 
patient,  with  connectors  for  joining  wires  to  a bat- 
tery carried  in  a vest  pocket  or  placed  on  the  kitch- 
en or  drawing  room  table. Apparatus  of  that 
sort  continued  to  be  sold  until  fairly  recent  years 
(Fig.  14). 

Although  not  pertaining  to  cardiac  derange- 
ments in  general,  a brief  note  may  be  interjected 
at  this  juncture  about  the  electrical  treatment  of 
arterial  hypertension.  At  the  turn  of  the  last 
century  there  was  an  appreciable  interest  in 
the  reduction  of  hypertension  by  electrical 
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FIGURE  8.  Four-cell  bath  of  Schnee  for  treatment  of  cardiocirculatory  derangements. 


means. The  methods  proposed  were 
identical  to  those  cited  in  reference  to  the  manage- 
ment of  angina  pectoris.  Of  relevance  here  is  the 
fact  that  the  current  was  often  directed  to  the 
cervical  vertebrae  or  supraclavicular  fossa,  ostensi- 
bly to  stimulate  the  vagus  nerve  (Fig.  15).  It  was 
not  until  the  studies  of  Hering-*'-^- in  1923  and  of 
Heymans  and  coworkers soon  after  that  the 
role  of  the  carotid  sinus  mechanism  was  elucidated. 
Contemporary  clinical  trials  with  electrostimula- 
tion of  the  carotid  sinus  to  lower  high  blood  pres- 
sure (“vagal  tuning,”  “baropacing”)  constitute  a 
refinement  of  a form  of  treatment  incepted  more 
than  fifty  years  ago. 

767  Fifth  Avenue 
New  York,  New  York  10022 
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FIGURE  9.  Total  body  electrification  for  remedying  cardiocirculatory  ailments.  Shown  both  diagramatically  and  dur- 
ing actual  performance:  (a)  static  bath  with  cephalic  douche,  (b)  solenoid  cage. 
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FIGURE  10  Setup  for  treatment  of  cardiovascular 
diseases  by  electrogymnastic  method  of  Bergonie 


FIGURE  11.  Methods  of  central  electrification,  as  de- 
picted in  publication  in  closing  years  of  pasj  century. 
Compare  with  Figure  14 


FIGURE  12.  Wilhelm  Erb's  representation  of  somatic 
distribution  of  current  according  to  size  of  electrodes 
and  sites  on  chest  wall  where  electrodes  were  placed. 
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FIGURE  13.  (a)  Principle  of  triphasic  sinusoidal  faradic  current;  (b)  motor  for  generating  it.  According  to  Hufnagel, 

exposure  of  chest  to  this  form  of  undulating  current  helped  to  allay  cardiocirculatory  asthenia. 
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FIGURE  14  Photographs,  circa  1953,  display  home 
usage  of  electricity  to  thorax  as  ' tonic."  Compare  with 
Figure  1 1 
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Pulvermacher's  Bi-Polar  Electric  Beil  with  Suspensory,  extra  full  power. 

.^OOE  OF  APPLICATION. 

FRONT  VIEW.  back  VIEW. 


When  ordcriii"  a Helt  and  Su'tprnsnry,  take  the  measurement  in  inchc*;  around  the  loins 
(small  of  b.ncki  and  over  hips  to  ihe  lower  part  of  the  abdomen  at  point  marked  X,  shown  in 
the  front  view  of  fifjure;  tlien  deduct  four  (4)  inches  from  sucb  measurement,  lo  allow  for 
space  taken  up  by  the  upper  part  of  Suspensory,  and  you  will  h.ive  the  proper  size  of  licit. 
Whatever  the  full  measurement  may  be,  always  dedu«  t four  inches.  If  upe-measure  is  not 
handy,  send  plain  tape  or  strinj;  measurement,  in  full,  to  point  marked  X.  and  we  "'ill  deduct 
the  four  inches  in  filling  the  order.  State  if  the  Suspensory  should  be  No.  1,  2.  or  3.  which 
means  small,  medium,  or  large. 

The  above  front  view  of  figure,  with  measurement  of  Belt  in  inches  for  tape  or  string  meas- 
oremcnl)  and  size  of  Suspensory  marked  in  pencil,  should  be  returned  with  the  order,  that 
there  may  be  no  misunderstanding  as  to  the  sizes  desired.  • 

The  Belt  aod  Suspensory  cao  be  easily  self-applied,  and  should  be  worn  abr>ut  eicht  hours  every  day  ot  &ichL 
Full  direciioes  for  use  accotppany  (he  same  mr  Simply  apply  as  sbowo  in  the  above  figures. 


FIGURE  15.  What  might  be  called  "infracardiac  pacer  for  libido-gonadal  dissociation."  Starting  in  1889,  scores  of 
men  wore  this  electrical  accoutrement  up  to  eight  hours  daily.  They  had  sanguine  expectation  of  banishing  despon- 
dency, impotence,  and  other  nasty  hindrances  to  full  enjoyment  of  good  life  ascribable  to  "neurocirculatory  asthenia" 
and  other  abnormalities  of  cardiovascular  system. 


December  1 , 1 971  New  York  State  Journal  of  Medicine  2805 


Necrology 


Kemal  Alptekin,  M.D.,  of  Clifton  Springs,  died  on  Au- 
gust 13  at  the  age  of  fifty-one.  Dr.  Alptekin  received 
his  medical  degree  from  the  University  of  Istanbul  in 
1945.  He  was  chief  of  the  ophthalmologic  department  at 
Clifton  Springs  Hospital  and  Clinic.  Dr.  Alptekin  was  a 
member  of  the  Ontario  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Wardner  Daniel  Ayer,  M.D.,  of  Syracuse,  died  on  Au- 
gust 19  at  the  age  of  eighty-three.  Dr.  Ayer  graduated  in 
1910  from  Albany  Medical  College.  He  was  a senior  at- 
tending physician  at  Syracuse  Memorial  Hospital  and 
an  attending  physician  at  Syracuse  Psychiatric  Hos- 
pital. Dr.  Ayer  was  a Diplomate  of  the  American  Board 
of  Internal  Medicine,  a Fellow  of  the  American  College 
of  Physicians,  and  a member  of  the  American  Neuro- 
logical Association,  the  Syracuse  Academy  of  Medicine, 
the  Onondaga  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Henry  Joseph  Barrow,  M.D.,  of  The  Bronx  and  Dobbs 
Ferry,  died  on  October  13  at  the  age  of  seventy-nine.  Dr. 
Barrow  graduated  in  1919  from  Fordham  University 
School  of  Medicine.  He  was  a consulting  physician  at 
Union  Hospital  of  The  Bronx.  Dr.  Barrow  was  a mem- 
ber of  the  Westchester  Academy  of  Medicine,  the  Bronx 
County  Medical  Society  (and  a former  president),  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Herbert  H.  Bauckus,  M.D.,  of  Buffalo,  died  on  Octo- 
ber 7 at  the  age  of  seventy-nine.  Dr.  Bauckus  graduated 
in  1914  from  the  University  of  Buffalo  School  of  Medi- 
cine. A past  president  of  the  Medical  Society  of  the 
State  of  New  York,  he  was  a consulting  dermatologist  at 
Mercy,  Children’s,  Buffalo  General,  and  Millard  Fill- 
more Hospitals,  a consulting  and  attending  dermatol- 
ogist at  Our  Lady  of  Victory  Hospital  (Lackawanna),  a 
consulting  dermatologist  and  sy philologist  at  Edward  J. 
Meyer  Memorial  Hospital,  an  honorary  dermatologist 
at  Deaconess  Hospital,  and  an  honorary  and  consulting 
dermatologist  at  Sisters  of  Charity  Hospital  of  Buffalo. 
Dr.  Bauckus  was  a Diplomate  of  the  American  Board  of 
Dermatology,  Inc.,  and  a member  of  the  American 
Academy  of  Dermatology,  the  Buffalo  Academy  of 
Medicine,  the  Erie  County  Medical  Society  (president 
in  1935),  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Emanuel  A.  Cortese,  M.D.,  of  Niagara  Falls,  died  on 
February  7 at  the  age  of  seventy-nine.  Dr.  Cortese 
received  his  medical  degree  from  the  University  of 
Catania  in  1919.  He  had  been  a member  of  the  general 
practice  staff  at  Mount  Saint  Mary’s  Hospital  of  Ni- 
agara Falls.  Dr.  Cortese  was  a member  of  the  Niagara 
County  Medical  Society,  the  Medical  Society  of  the 


State  of  New  York,  and  the  American  Medical  Associa- 
tion. ' 

Morris  Davidhoff,  M.D.,  of  Far  Rockaway,  died  on 
September  29.  Dr.  Davidhoff  graduated  in  1927  from 
Boston  University  School  of  Medicine. 

Emerson  J.  Dillon,  M.D.,  of  Phoenix,  died  on  February  ) 
6 at  the  age  of  sixty-nine.  Dr.  Dillon  graduated  in  1925 
from  the  University  of  Buffalo  School  of  Medicine.  He 
was  a member  of  the  Oswego  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Raymond  Cornelius  Fess,  M.D.,  retired,  of  Jamestown, 
died  in  March  at  the  age  of  eighty-five.  Dr.  Fess  gradu- 
ated in  1909  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  an  honorary  member  of  the  medical 
staffs  of  Jamestown  General  and  Woman’s  Christian  As- 
sociation Hospitals.  Dr.  Fess  was  a member  of  the 
Chautauqua  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Samuel  Fomon,  M.D.,  of  The  Bronx,  died  on  May  14 
at  the  age  of  eighty-nine.  Dr.  Fomon  graduated  in  1906 
from  the  University  of  Illinois  College  of  Medicine.  He 
was  a member  of  the  American  Society  of  Plastic  and 
Reconstructive  Surgery,  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Frederick  Norman  Goldner,  M.D.,  of  New  York  City, 
died  on  September  21  at  the  age  of  thirty-five.  Dr. 
Goldner  graduated  in  1960  from  Albert  Einstein  College 
of  Medicine.  He  was  a junior  assistant  psychiatrist  at 
Lenox  Hill  Hospital  Outpatient  Department.  Dr.  Gold- 
ner was  a member  of  the  American  Psychiatric  Associa- 
tion, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Samuel  Gottesman,  M.D.,  of  New  York  City,  died  on 
September  12  at  the  age  of  eighty-three.  Dr.  (Jottesman 
graduated  in  1912  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  a member  of  the  American 
Academy  of  Physical  Medicine  and  Rehabilitation,  the 
New  York  Society  of  Physical  Medicine  and  Rehabilita- 
tion, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Ruth  Ingraham,  M.D.,  of  Brooklyn,  died  on  October  8. 

Dr.  Ingraham  graduated  in  1914  from  Johns  Hopkins 
University  School  of  Medicine.  Retired,  she  was  an 
honorary  consulting  roentgenologist  at  Brooklyn- 
Cumberland  Medical  Center. 
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August  Martin  Kleeman,  Jr.,  M.D.,  of  Warwick,  died 
on  September  30  at  the  age  of  fifty-eight.  Dr.  Kleeman 
graduated  in  1939  from  Cornell  University  Medical 
College.  He  was  an  attending  physician  at  St. 
Anthony  Hospital.  Dr.  Kleeman  was  a member  of  the 
Orange  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Foster  Dickerman  Park,  M.D.,  of  Brooklyn,  died  on 
September  22  at  the  age  of  fifty-five.  Dr.  Park 
graduated  in  1941  from  Cornell  University  Medical 
College.  She  was  a member  of  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Ferdinand  J.  Schoeneck,  M.D.,  of  Syracuse,  died  on 
October  9 at  the  age  of  sixty-eight.  Dr.  Schoeneck 
graduated  in  1926  from  Syracuse  University  College  of 
Medicine.  Retired,  he  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Obstetricians  and  Gynecologists, 
and  a member  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  the  American  Public 
Health  Association,  the  Syracuse  Academy  of  Medicine, 
the  Onondaga  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Perry  Gregory  Vayo,  M.D.,  of  Rochester,  died  on 
August  22  at  the  age  of  seventy-six.  Dr.  Vayo  graduated 
in  1922  from  the  University  of  Buffalo  School  of  Medi- 
cine. Retired,  he  was  an  emeritus  surgeon  at  St.  Mary’s 
Hospital.  Dr.  Vayo  was  a Fellow  of  the  American  Col- 
lege of  Surgeons  and  a member  of  the  Rochester  Acad- 
emy of  Medicine,  the  Monroe  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Henry  John  Wharton,  M.D.,  of  Huntington,  died  on 
October  11  at  the  age  of  sixty-three.  Dr.  Wharton 
received  his  medical  degree  from  the  University  of 
Berlin  in  1933.  He  was  an  associate  attending  physician 
in  general  practice  at  Huntington  Hospital.  Dr. 
Wharton  was  a member  of  the  American  Academy  of 
General  Practice,  the  Suffolk  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Joseph  W.  Wilner,  M.D.,  of  The  Bronx,  died  on 
August  19  at  the  age  of  seventy.  Dr.  Wilner  graduated 
in  1927  from  the  University  of  Maryland  School  of 
Medicine  and  College  of  Physicians  and  Surgeons.  He 
was  a member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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ANTACID 
Your  ulcer  patients  and 
others  will  respond  favorably 
to  it.  Specify  DICARBOSIL 
144's— 144  tablets  in  12  rolls. 


Each  Tablet-Active  Ingredients: 
Precipitated  Calcium  Carbonate 
Magnesium  Carbonate 
Magnesium  Triailicate 


0.4S9  Gm. 
0.011  Gm. 
0.006  Gm. 


ARCH  LABORATORIES 

319  South  Fourth  StreeCSt.  Louis,  Missouri  63102 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  that  you  get  both  in  the 
classified  ad  section  of  the  New  York  State 
Journal  of  Medicine. 


HALL-BROOKE 

FOUNDATION,  INC. 

X non-profit  organization  dedicated  to 
community  health  care  and  education. 

Elisabeth  Solomon 
Executive  Director 

Albert  M.  Moss,  AI.D. 
Medical  Director 

HALL-BROOKE 

HOSPITAL 

HALL-BROOKE 

SCHOOL 

AJCAH  accredited  hospital 
for  care  and  treatment  of 
psychiatric  disorders  within 
a therapeutic  community. 

A special  educational  facil- 
ity for  adolescents  of  high 
school  age  who  are  in  psy- 
chiatric treatment. 

Leo  H.  Berman,  M.D., 
Director  of  Professional 
Services 

Edgar  J.  Appleman, 
Director 

47  Long  Lots  Road 
Westport,  Connecticut 
Telephone  (203)  227-1251 

POSITIONS 

MD— Medical  Dir  Health  Care  org.  MPH  . . MD— Dir  community 
medicine — involved  in  community  dev.  ambulatory  & profes- 
sional depts  . . MD— Adult  Psychiatrist  . . MD— Ear,  Nose,  Throat 
Specialists  . . MD— Emergency  Room  . . MD— DBS  GYN— Hospi- 
tal affiliated  with  top  medical  school  . . MD Anesthesiologist- 

admin  ability  . . MD— Internists  (1)  Cardiologist  (2)  Any  Sub 
Specialty  . . MD — Pediatrician  . . MD — Radiologist. 

Many  other  outstanding  medical/prof'l  positions  avail  in  Hospi- 
tal, Medical  Groups,  Industry  & Pharmaceutical  companies 
through-out  the  country.  Never  a fee-for  service  to  candidates. 

Interview  by  appt  only.  (212)  RH4-3615-3466. 

LEE  TODD,  Consultants/Executive  Search 
“The  Specialists  in  Medical  Recruitment.” 

85  East  End  Ave.,  N.Y.,  N.Y.  10028.  (Mailing  address  only.) 


PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City  Initial  contract  leading  to  partnership  Starting  salary  to 
$28, (KK)  with  the  possibility  of  additional  income  Include  complete  curric- 
ulum vitae  in  reply.  Box  108,  c/o  NYSJM 


OBSTETRICIAN-GYNECOLOGIST,  BOARD  CERTIFIED  OR  ELIGIBLE, 
and  family  practioner  with  residency  training  wanted  for  hospital  based 
practice  in  attractive  rural  community.  Fully  equipped  -J.C.A.H.  hospital. 
Financial  arrangements  negotiable  Box  156,  c/o  NYS-JM. 


ANESTHESIOLOGIST,  VOLUNTARY  HOSPITAL,  BROOKLYN,  WRITE 
Box  224,  Lefferts  Station,  Brooklyn, t4,Y.  11225. 


GERIATRIC  RESIDENCY— FELLOWSHIP:  A UNIQUE  FELLOWSHIP 

has  recently  been  established  in  geriatric  medicine  & convalescent  care  at  the 
Mount  Sinai  City  Hospital  Center,  a 1,000  bed,  acute  general  hospital  & major 
teaching  affiliate  of  the  Mount  Sinai  School  of  Medicine.  The  complete  pro- 
gram involving  patient  care,  teaching  & clinical  investigation  is  under  the  full 
time  direction  of  specialists  in  internal  medicine  & geriatrics,  and  is  organized 
as  a separate  100  bed  division  within  the  Dept,  of  Medicine.  Position  now 
available.  Write  to:  Leslie  S,  Lebow,  M.D.,  Chief  Geriatric  Medicine, 

Mount  Sinai  City  Hospital  Center,  79-01  Broadway,  Elmhurst,  N.Y.  11373. 


RADIOLOGIST,  BOARD  CERTIFIED,  FOR  160-BED  GENERAL  HOSPI- 
tal  associated  with  60-hed  orthopedic  hospital;  fine  medical  staff;  modern 
equipment;  excellent  income.  Radiation  therapy  qualifications  desirable. 
Attractive  residential  city  and  environs  with  many  recreational  and  cultural 
advantages.  Please  write:  Robert  A.  Anderson,  Administrator,  The  Faxton 
Hospital,  1676  Sunset  Ave.,  Utica,  N.Y.  13502. 


DOCTORS!  EN.lOY  NEW  HOSPITAL,  PLEASANT  COMMUNITY  WITH- 
out  city  problems.  Obstetrics,  surgery,  general  medicine.  Contact:  Barbara 
K.  Vosburgh,  M.D.,  Secretary,  Greene  County  Medical  Society,  19  Freleigh 
Place,  Coxsackie,  New  York  12051. 


GENERAL  SURGEON  FOR  AS.SOCIATTON  LEADING  TO  EARLY  PART- 
nership  with  established  surgeon  in  solo  practice.  Long  Island  suburban  com- 
munity. Include  curriculum  vitae  in  reply.  Box  175,  c/o  NY.S.1M . 


PHYSICIANS  WANTED  — CONT  D 


WANTED:  FAMILY  PHYSICIANS,  INTERNIST,  PEDIATRICIAN,  I 
orthopedist  for  solo  but  medically  congenial  practice  in  128-bed  JCAH  ac< 
ited  hospital  in  well  located,  southern  Indiana  city.  Maury  Gray,  Adi 
Dunn  Memorial  Hospital,  Bedford,  Indiana  47421. 


DIRECTOR,  FAMILY  PRACTICE,  ASSISTANT  OR  ASSOCIATE  FOR  I 
ly  approved  residency  program.  A stimulating  and  rewarding  opportunity 
a family  physician  with  clinical  experience  and  interests  in  teaching,  adm 
stration  and  research.  Inquiries  (with  curriculum  vitae)  to:  E.  R.  Hayi 
M.D.,  Director,  The  Family  Practice  Center  of  Deaconess  Hospital,  840  Hi 
boldt  Parkway,  Buffalo,  N.Y.  14211.  Tel:  (716)897-2700. 


POSITION  AVAILABLE  FOR  BOARD  ELIGIBLE  OR  CERTIFIED  AN 
thesiologist  in  a 250  bed  general,  non-sectarian  hospital  in  upper  Manhat 
Better  than  average  salary  the  first  year.  Full  partnership  beginning  the 
ond  year.  Starting  date  January  15,  1972,  or  soon  after  as  possible.  V 
or  call  Gerald  L.  Feinberg,  M.D.  (212)  569-4798. 


PSYCHIATRIC  CHIEF,  FULL-TIME,  BOARD  CERTIFIED,  ELIGI 
Conn,  license,  experienced  multi-disciplinary  community  psychiatry.  L 
out  patient  clinic,  in-patient  unit,  small  day  treatment  unit,  staffed  b 
full/part  time  psychiatrists,  psychologists  and  case- workers,  approximi 
20  nursing  staff,  O.T.,  etc.,  and  serving  Classes  I through  V.  (jpportun 
teaching/research  in  450  bed  community  hospital  1 hour  from  NYC,  y2 
from  New  Haven  in  Fairfield  County,  (jonn.  Terms  negotiable.  Write 
rector,  Norwalk  Hospital,  24  Stevens  Street,  Norwalk,  Conn.  06850. 


INTERNIST  WANTED  ON  PART  TIME,  PERMANENT  BASIS,  BY  E": 
cal  pharmaceutical  manufacturer.  New  York  City,  to  evaluate  clinical  stu 
write  reviews,  manuscripts,  publications,  in  close  contact  with  managen 
Sound  background  in  cardiology  and/or  clinical  pharmacology  esser 
Good  compensation.  Send  resume.  Box  178,  c/o  NYSJM. 


POSITIONS  WANTED 


BOARD  DIPLOMATE  RADIOLOGIST,  EXPERIENCE  IN  VASCUl 
procedures  and  therapy,  desires  part  time  position,  any  Borough.  Box 
c/o  NYSJM. 


RADIOLOGIST,  CERTIFIED,  DESIRES  POSITION  PART  OR  HALF  T 
in  Manhattan  hospital.  Box  174,  c/o  NYSJM. 


PRACTICES  WANTED 


ANESTHESIOLOGIST,  BOARD  CERTIHED,  LICENSED  IN  NEW  Y| 
State,  seeks  practice.  Available  for  coverage.  Box  142,  c/o  NYS.IM. 


G.P.,  59,  IS  LOOKING  FOR  MODERATELY  BUSY  GENERAL  PRACT 
to  replace  a G.P.  who  is  retiring  or  deceased.  New  York  City  area,  prefer 
Long  Island  desired.  Office-residence  combination  preferred.  L.  Borodf 
M.D.,  7458  Meadow  Lane  Dr.,  Cleveland,  Ohio  44134. 
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IcTICES  AVAILABLE 

t' 


KNTLY  DECKASEI)  PHYSICIAN,  OENERAl,  PRACTICP:,  AVAIL 
f.  Terms  will  be  arranged.  Box  176,  c/o  NYS.1M 


ERAL  PRACTICE  AVAILABLE.  ESTIMATED  GROSS  $1(X),000 
Dually.  Located  near  Park  Avenue  and  low  90’s.  Two  examining  rooms, 
) MA  X-ray  equipment.  Recently  decorated  professionally.  Relocating  but 
I introduce  to  a satisfying  middle-class  family  practice.  Phone  722-7719. 
write  Box  177,  c/o  NYS.IM. 


PENSATION  PRACTICE,  22  YEARS,  AVAILABIJ-:  IN  MIDTUWN 
Inhattan.  Fully  equipped,  X-rav,  diathermy,  whirlpixd.  Very  reasonable. 
(1(212)242-4670. 


T.  CERllFIED  SPECIALIST.  PRACTICE  AND  EQUIPMENT.  OF 
;,  two  rented  apartments  and  garages  available.  Busy,  established  and 
•ellent  clientele.  Located  Ridgewood,  Queens  area.  Purchaser  of  building 
s practice  free.  Residence  phone:  (516)  88;l-3353  A M.;  Office  phone: 

2)  821 -2060  P.M. 


JIPMENT 


ELLENT  COBALT  THERAPY  UNIT-MIDTOVVN  NEW  YORK  CITY 
silable  on  time- lease  basis  to  qualified  therapist  Box  165,  c/o  NYS.IM 


SALE:  CRYOTHERAPY  UNIT,  I'NION  CARBIDE  CE2,  WITH  ALL 
essary  probes  and  related  equipment.  Box  166,  c/o  NYSJ.M. 


AL  ESTATE  FOR  SALE  OR  RENT 


XGE  COUNTY.  NEW  YORK:  UNIQUE  OPPORTUNITY  TO  PRAC- 
! in  a clean,  uncrowded,  rapidly  growing  area  only  45  miles  from  New  York 
y.  Medical  arts  building  under  construction;  custom  designed  suites  avail- 
e;  all  specialities  including  family  practitioners  needed.  Call  (914  ) 783- 
0,  or  write  Box  675,  Monroe,  N.Y.  10950. 


ICAL  SUITE,  MIDTOWN  NEW  YORK.  AIR  CONDITIONED.  EIGHT 
ms,  two  consultation  rooms,  ample  waiting  and  clerical  space.  Box  167, 
NYSJM. 


SALE:  TW'O  FAMILY  BRICK  BLDG.  (CITY  LINE)  BROOKLYN 
'en  years  old,  six  and  six  rooms,  detached;  on  three  corners.  Large  garage, 
lone  fence  enclosure,  many  extras.  Subway  and  bus  nearby.  $57,000. 
:ellent  location  for  medical  doctors.  Formerly  occupied  by  doctor  who 
ved  Oct.  1971.  Call  owner:  Mr.  J.  Daniel,  (212)  647-7007. 


REST  HILLS,  QUEENS:  MEDICAL  OFFICE  FOR  RENT.  NEAR  CON- 
ental  Express  Station.  Fully  equipped,  centrally  air  conditioned.  BO 


CYTOLOGY/BIOPSY 
LABORATORIES  WANTED 

Pathologist  owned  anatomical  pathology  laboratory  wishes 
to  purchase  private  cytology  and/or  biopsy  services.  Any 
location. 

CYTOLOGY  & PATHOLOGY  ASSOCIATES 
117  Fort  Lee  Road 
Leonia,  New  Jersey  0760S 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


PUERTO  RICO.  DELUXE  BEACHFRONT  CONDOMINIUM  APART 
ment,  Condado  area.  Furnished,  air  conditioned,  sleeps  up  to  5 people;  2 
terraces,  large  swimming  p(X)l,  kiddie  pool,  tennis  courts,  playground,  land- 
scaped recreation  area,  private  parking.  Walking  distance  to  shopping  and 
major  hotels.  Weekly  or  monthly  rentals,  reasonable.  Weekdays  9:30  to  5:00 
(212)  353-2587. 


STUYVESANT  TOWN  AREA  (BETH  ISRAEL  MEDICAL  COMPLEX). 
Formerly  2 doctor’s  offices,  800-900  sq.  ft.,  entire  ground  floor  of  brownstone. 
Private  street  entrance;  completely  air  conditioned;  large  waiting  room.  .$450. 
Call  667-3.3,36. 


OFFICE  TO  SHARE:  LEXINGTON  AVE.  AND  35TH  ST.,  N.Y.C.  PRIVATE 
street  entrance.  Completely  furnished,  fully  paneled  and  air  conditioned. 
Waiting  room,  consultation  room,  two  examining  rooms.  X-ray  room  and 
bathroom.  Available  every  morning  except  Saturday  and  Monday,  Wednes- 
day, and  Friday  afternoons.  Call  532-0078. 


FOR  RENT:  MEDICAL  OFFICE  AT  73RD  ST.  AND  ROOSEVELT  AVE., 
Jackson  Heights,  N.Y.  Street  entrance,  completely  furnished,  air  condi- 
tioned, fully  paneled,  consultation  room,  large  waiting  rom.  X-ray  room, 
and  two  bathrooms,  (iall  446-8479. 


CARIBBEAN  SEASIDE  VILLA.  SPECIAL  RENTAL  FOR  MEDICAL 
family.  Seaside  St.  Thomas,  air-conditioned,  four-bedroom,  four-bath  con- 
dominium at  exclusive  Cowpet  Bay  around  yacht  club.  Swimming,  sailing, 
deep  sea  fishing,  free-port  shopping.  Ideal  for  family  of  six  or  eight.  Special 
courtesy  rate  for  medical  colleague.  P.O.  Box  *52,  Scarsdale,  N.Y.  10583. 


BEDFORD  HILLS,  WESTCHESTER  CO.:  MEDICAL  SUITES  AVAIL- 

able,  pediatrician,  psychiatrist,  allergy,  ENT,  dermatology;  5 min.  to  hospital. 
Open  area  for  specialist.  Alter  to  suit.  R.  Sullivan,  D.D.S.  (914)  PO  4-4440. 


DOBBS  FERRY,  WESTCHESTER  COUNTY.  OFFICE  TO  SHARE  IN 
new  professional  building.  Newly  furnished;  central  air  conditioning.  Own 
consultation  room;  share  waiting  room  and  two  examining  rooms.  Near  park- 
ways; ample  parking.  Call  (914)  693-3066. 


NYC— 149  E.  37  ST.,  MURRAY  HILL  EXCEPTIONAL  TOWNHOUSE 
floor-thru  apartments,  main  floor:  Huge  private  lighted.  Garden;  year  round 
enclosed  patio;  20  X 17  living  room;  18  X 21  bedroom;  2 baths,  very  high 
ceilings.  Second  floor:  Hugh  bedroom,  living  room,  2 baths,  fireplace.  Both 
possible  professional.  Call  for  appointment  686-4635,  or  Charles  H,  Greenthal 
& Co.,  18  East  48th  St.  PL  2-4700. 


GRAND  ARMY  PLAZA,  BROOKLYN:  PROF.  OFFICE  IN  VERY  WELL 

kept  building.  Doorman,  Ig.  waiting  room,  2 lav.,  lab.,  nurses’  station,  3 
exam,  room,  Ig.  cons.  room.  $160  sublet.  Call  ST  9-8888. 
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1972  Albion  0.  Bernstein,  M..D.  Award 

The  Medical  Society  of  the  State  of  New  York  announces  the  opening  of  competition  for  the  1972 
ALBION  O.  BERNSTEIN,  M.D.  AWARD. 

This  national  award  will  be  given  to  the  physician,  surgeon  or  scientist  who  shall  have  made  a widely 
beneficial  scientific  discovery  in  medicine,  surgery  or  prevention  of  disease. 

The  award,  comprising  $1,500  and  an  appropriate  scroll,  will  be  presented  at  the  Annual  Convention 
of  the  Medical  Society  of  the  State  of  New  York,  February  13-17,  1972.  It  was  created  by  the  late 
Morris  J.  Bernstein  in  memory  of  his  physician  son  who  died  in  an  accident  while  answering  a hospital 
call  on  November  23,  1940. 

The  award  was  presented  in  1971  to  Ludwig  Gross,  M.D.,  for  his  pioneering  studies  of  virus-induced 
leukemia  in  mammals. 

The  award  was  presented  in  1969  to  Baruch  S.  Blumberg,  M.D.,  of  the  Institute  for  Cancer  Research, 
Philadelphia,  for  his  discovery  of  Australia  antigen,  a possible  cause  of  viral  hepatitis,  and  his  descrip- 
tion of  man’s  varying  response  to  this  agent. 

The  award  was  given  in  1963  to  Herbert  A.  Kaufman,  M.D.  for  introduction  of  an  effective  treatment 
of  virus  infections  which  contain  DNA;  and  in  1962  to  James  O.  Elam,  M.D.,  for  his  research  and 
development  of  a mouth-to-mouth  resuscitation  method. 

You  are  invited  to  submit  documentation  with  the  name  or  names  of  those  who,  in  your  opinion,  are 
eligible  for  this  award,  by  December  31,  1971,  to : 

AWARDS  COIVlIVlITTEE 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
420  LAKEVILLE  ROAD,  LAKE  SUCCESS,  N.  Y.  11040 

Candidates  will  be  evaluated  by  the  Awards  Committee  of  the  Medical  Society  of  the  State  of  New 
York,  chaired  by  Alfred  A.  Angrist,  M.D.,  Professor  of  Pathology,  Albert  Einstein  College  of  Medicine 
of  Yeshiva  University. 


MSSNY  PRIZE  ESSAYS 


The  Lucien  Howe  Prize  and  the  Merit  H.  Cash  Prize  for  original,  unpublished  essays  will 
be  open  for  competition  at  the  next  Annual  Convention  of  the  Medical  Society  of  the  State 
of  New  York,  Feb.  13-17,  1972.  Competition  for  both  prizes  is  limited  to  interns  and 
residents  in  hospitals  in  the  State  of  New  York. 

The  Lucien  Howe  Prize  of  $200  will  be  presented  for  the  best  original  contribution  on  some 
branch  of  surgery,  preferably  ophthalmology. 

The  Merit  H.  Cash  Prize  of  $200  will  be  given  to  the  author  of  the  best  original  essay  on  some 
medical  or  surgical  subject. 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the  essay  is 
submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a motto  or  other 
device.  The  essay  shall  be  accompanied  by  a sealed  envelope  having  on  the  outside  the 
same  motto  or  device  and  containing  the  name  and  address  of  the  writer.  If  the  committee 
considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it  will  not  be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical  Society 
of  the  State  of  New  York,  “to  be  published  as  it  may  direct.”  All  essays  must  be  sent 
not  later  than  December  31,  1971,  to  Alfred  A.  Angrist,  M.D.,  Chairman  of  the  Committee  on 
Prize  Essays,  Medical  Society  of  the  State  of  New  York,  420  Lakeville  Road,  Lake  Success, 

N.  Y.  11040. 
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NEW  YORK  CITY  AREA 


TUESDAY,  DECEMBER  14 

1 ; 00  p.m. 

Downstate  Medical  Center 
Continuing  Education  Conference  Center 
Basic  Sciences  Building 

450  Clarkson  Avenue 
Brooklyn 

THE  GENESIS  OF  ANTICONVULSANT 
INDUCED  OSTEOPENIA 

LOUIS  V.  AVIOLI,  M.D. 

The  University  of  Washington  School  of  Medicine 


WEDNESDAY,  DECEMBER  15 

1 ; 30-3 ; 30  p.m. 

The  New  York  Academy  of  Medicine  Section  on 
Anesthesiology  and  Resuscitation  with  The  New 
York  State  Society  of  Anesthesiology 

2 East  103rd  Street 
Posigraduafe  Assembly 

TRAUMA  AND  RESUSCITATION 

1.  Respiratory  Failure  in  Burn  Patients 

Lt.  Col.  BASIL  A.  PRUITT,  JR.,  M.C. 

San  Antonio,  Texas 

2.  Fluid  Management  in  Trauma 

JOHN  A.  COLLINS,  M.D. 

St.  Louis,  Missouri 

3.  Post-Resuscitative  Clinical  Problems 

JOHN  M.  KINNEY,  M.D. 

New  York,  N.Y. 

4.  Anesthesia  Management  During  Resuscitation 

Col.  MAX  K.  MENDENHALL,  M.C. 

San  Antonio,  Texas 


4 : 00—5 : 30  p.m. 

Westchester  Square  Hospital 
Conference  Room 

1625  St.  Peters  Avenue 
Bronx 

SPECIAL  G.  I.  DIAGNOSTIC  STUDIES 
INCLUDING  SECRETARY  STUDIES,  EXFOLIATIVE 
CYTOLOGY  AND  TRANSHEPATIC 
CHOLANGIOGRAPHY 

HERZL  RAGINS,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDITS:  AAGP  and  C-1 


8 : 30  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Historical  Medicine 

2 East  103rd  Street 

THE  POLITICS  AND  ESTHETICS  OF  HEART 
TRANSPLANTS 

BRIAN  O'DOHERTY,  Editor 
"Art  in  America" 


December  16,  1971  / December  30,  1971 

11:00  a.m.,  Thursdays 

Williamsburgh  General  Hospital 
Second  Floor  Conference  Room 

757  Bushwick  Avenue 
Brooklyn 

December  16 

Clinical  Pathological  Conference 

Known— HYMAN  LYONS,  M.D. 

Unknown — MICHAEL  BRUNO,  M.D. 

AARON  COBLENZ,  M.D. 

December  23 

Mortality  Conference 

SOL  GLOTZER,  M.D. 

December  30 

Treatment  of  Athletic  Injuries 

GEORGE  DE  VITO,  M.D. 

Aloderofor;  WILLIAM  LE  STRANGE,  M.D. 


December  1 6 and  December  23,  1 97 1 

4:00-6:00  p.m.,  Thursdays 

Kingsbrook  Jewish  Medical  Center 

Rutland  Road  and  East  49th  Street 
Brooklyn 

Workshops  in  Oncology  for  The  Practicing  Physician 

December  16 

Orthopedic  Complications  in  Patients  with  Cancer 
December  23 

Alteration  of  Calcium  Metabolism  in  Patients 
with  Metastatic  Cancer 


THURSDAY,  DECEMBER  16 

8 : 00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Harvey  Society 

2 East  103rd  Street 

THE  FATE  OF  NORADRENALINE  AND 
REGULATION  OF  ITS  BIOSYNTHESIS 

JULIUS  AXELROD,  Ph.D. 

National  Institute  of  Mental  Health 


FRIDAY,  DECEMBER  17 

8 : 00-9:30  a.m. 

Maimonides  Medical  Center 
Fuhs  Auditorium 

4802  Tenth  Avenue 
Brooklyn 

Pediatrics,  Gynecology,  Surgery  and  Medicine  for  the 
Family  Physician  Course 

ACUTE  ABDOMEN  IN  CHILDREN 

BERTRAM  D.  COHN,  M.D. 

Downstate  Medical  Center 

FEE:  $20  (Course  is  from  October  22  / April  21) 
CREDITS:  AAGP  and  C-1 
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4:00  p.m. 

Columbia  University  P & S 
Francis  Delafield  Hospital 

99  Fort  Washington  Avenue  at  164th  Street 
Seminar  Room — Research  Wing — 5th  Floor 

PATHWAYS  TO  MEDIATION  OF  THE  ACUTE 
INFLAMMATORY  RESPONSE:  THE 

COMPLEMENT  SYSTEM 

IRWIN  H.  LEPOW,  M.D. 

University  of  Connecticut  Health  Center 

Supported  by  the  American  Cancer  Society, 

New  York  City  Division 


8 ; 00  p.m. 

Staten  Island  Family  Service 

25  Victory  Boulevard 
Staten  Island 

PSYCHIATRIC  ASPECTS  OF  PROMISCUITY 

I.  EMERY  BREITNER,  M.D. 

Institute  of  Human  Relations 

NO  FEE 

Contact  Sid  Herling,  MSW,  Dir.,  above  address 


SATURDAY,  DECEMBER  18 

9:00-10:15  a.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Medical  Center 
1 00th  Street  and  Fifth  Avenue 

The  lilienthal  Memorial  Lecture 

NEWER  TECHNIQUES  OF  POSTOPERATIVE 
MANAGEMENT  IN  INFANTS  AND  YOUNG 
CHILDREN 

J.  ALEX  HALLER,  JR.,  M.D. 

Mount  Sinai  School  of  Medicine 


SUNDAY,  DECEMBER  19 

9:00  a.m.-Noon 

The  Boulevard  Hospital 

46-04  31st  Avenue 
Long  Island  City 

Part  of  Course  on  hterisive  Review  for  Community  Physicians 

GASTROENTEROLOGY 

EDMUND  F.  McNally,  M.D. 

Downstate  Medical  Center 

Sponsor:  Queens  County  Academy  of  Medicine 
FEE:  $100  (for  Course  from  October  17  / March  26) 
CREDIT:  AAGP  and  C-1 


MONDAY,  DECEMBER  20 

1 : 00  p.m. 

Downstate  Medical  Center 

Fourth  Floor  Lecture  Hall,  Basic  Science  Building 

450  Clarkson  Avenue 
Brooklyn 


R.  Janet  Watson  Hematology  lecture 
Sponsored  by  Department  of  Medicine 

CYANATE  AND  SICKLE-CELL  DISEASE 

PETER  N.  GILLETTE,  PROF. 

Rockefeller  University 


December  20,  and  December  27,  1 97 1 

3:30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 
City  Hospital  Center  at  Elmhurst 

79-01  Broadway 
Elmhurst 

December  20 

A-V  Conduction  and  His  Bundle  Recordings 

JACOB  HAFT,  M.D. 

Bronx  V.A.  Hospital 

December  27 

Hypertension  in  Renal  Disease 

MARTIN  NEFF,  M.D. 

Mount  Sinai  School  of  Medicine 


MONDAY,  DECEMBER  20 

The  New  York  Academy  of  Medicine 
Section  on  Radiology  with 
New  York  Roentgen  Society 

2 East  103  rd  Street 

4:30—6:00  p.m. 

WHEN  IS  ANGIOGRAPHY  OF  VALUE  IN 
RENAL  PROBLEMS 

Moderator: 

FRANCIS  F.  RUZICKA,  JR.,  M.D. 

St.  Vincent’s  Hospital  and  Medical  Center 

Panelists: 

MORTON  A.  BOSNIAK,  M.D. 

N.Y.U.  College  of  Medicine 
MILTON  ELKIN,  M.D. 

Albert  Einstein  College  of  Medicine 
RICHARD  D.  KIHREDGE,  M.D. 

St.  Luke's  Hospital  Center 
SEYMOUR  SPRAYRAGEN,  M.D. 

Montefiore  Hospital  and  Medical  Center 

7:00  p.m.  (Hosack  Hall) 

RESIDENT’S  QUIZ 

NORMAN  AVNET,  M.D.,  Quizmaster 
New  York  Medical  College 

8:00  p.m.  (Hosack  Hall)  Evening  Diagnostic  Lecture 

KIDNEY  DISEASE— RADIOLOGICAL  AND 
PATHOLOGICAL  CORRELATIONS 

MILTON  ELKIN,  M.D. 

SHELDON  C.  SOMMERS,  M.D.,  Columbia  University  P & S 
8:00  p.m.  (Room  441)  Evening  Therapy  Session 

LATE  RADIATION  DAMAGE 

BERNARD  ROSWIT,  M.D. 

V.A.  Hospital,  Bronx 
DAVID  C.  WHITE,  M.D. 

Armed  Forces  Institute  of  Pathology,  Washington,  D.C. 
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December  2 1 and  December  28,  1 97 1 

8:00  a.m.,  Tuesdays 

Community  Hospital  of  Brooklyn 

2525  Kings  Highway 
Brooklyn 

NEWER  CONCEPTS  IN  MEDICINE  LECTURES 
December  21 

Emphysema  and  Bronchial  Asthma 

J.  ROSEN,  M.D. 

December  28 

Tuberculosis — Diagnosis  and  Treatment 

J.  ROSEN,  M.D. 

Moderator:  GEORGE  POLLACK,  M.D. 


TUESDAY,  DECEMBER  21 

11:00  o.m. 

Maimonides  Medical  Center 
Main  Building,  4th  Floor  Lecture  Hall 

4802  Tenth  Avenue 
Brooklyn 

Pediatric  Postgraduate  Program 

CLINICAL  PATHOLOGICAL  CONFERENCE 

At  Coney  Island  Hospital— Room  2W1 
KURT  GERSTMANN,  M.D. 

Downstate  Medical  Center 


TUESDAY,  DECEMBER  28 

9 : 00  a.m. 

New  York  Infirmary 

Toscanini  Room 

Stuyvesant  Square  East  and  15th  Street 

ACUTE  SALMONELLOSIS 

RANDOLPH  CHASE,  M.D. 

N.Y.U.  Medical  Center 


ALBANY  AREA 

January  4,  1 972  / January  1 5,  1 972 
The  Department  of  Postgraduate  Medicine 

Albany  Medical  College 

POSTGRADUATE  MEDICAL  SEMINAR  CRUISE 

Subjects  to  be  Presented: 

1.  Cardiology 

2.  Oncology 

3.  Psychiatry 

4.  Surgery 

5.  Obstetrics  and  Gynecology 

CREDIT;  C-1 

For  information  write:  Frank  M.  Wolsey,  Jr.,  M.D. 

Department  of  Postgraduate  Medicine, 

Albany  Medical  College,  Albany,  N.Y.  1 2208. 


BUFFALO  AREA 


State  University  of  New  York  at  Buffalo 

2211  Main  Street 
Buffalo,  N.Y.  14214 
Tel.  (716)  831-5526. 

TENTATIVE  SCHEDULE  FOR  WINTER-SPRING 
1972 

Cardiac  Clinics  and  Physical  Examination 
of  the  Cardiac  Patient 
Community  Psychiatry 
Neurology  Seminar  Day 
Gynecology  and  Obstetrics 
Medical  and  Surgical  Aspects  of  Urology 
Endocrine  Diseases 
Surgical  Aspects  of  Gastroenterology 
Anesthesiology 

Thirty-Fifth  Annual  Spring  Clinical  Days 
Refresher  Seminar  in  Pediatrics 
Child  Development 


TELEPHONE  LECTURE  NETWORK 


The  State  University  of  New  York  at  Buffalo  School  of  Medicine  pre- 
sents various  programs  via  the  facilities  of  the  Telephone  Lecture  Net- 
work of  the  Regional  Medical  Program  for  Western  New  York.  The 
Network  covers  the  counties  of  Erie,  Niagara,  Genesee,  Wyoming, 
Chautauqua,  Cattaraugus,  and  Allegany  in  New  York  State  and  Erie 
County  and  McKean  County  in  the  Commonwealth  of  Pennsylvania. 

Programs  are  presented  in  five  series. 

1.  A weekly  series  of  general  interest  considered  useful  to  all  physi- 
cians presented  at  1 1 : 30  a.m.  on  Tuesdays. 

2.  The  monthly  Pediatrics  Conference  from  Children's  Hospital  spon- 
sored by  the  Department  of  Pediatrics  and  presented  on  the  second 
Friday  of  each  month  under  the  direction  of  Thomas  Aceto,  Jr.,  M.D. 

3.  The  monthly  series  on  trauma  sponsored  by  the  Division  of  Ortho- 
pedic Surgery,  Department  of  Surgery,  and  presented  on  the  fourth 
Thursday  of  each  month  under  the  direction  of  Eugene  R.  Mindell,  M.D. 

4.  A new  monthly  series  of  Cancer  sponsored  by  the  Roswell  Park 
Memorial  Institute  and  presented  on  the  third  Wednesday  of  each 
month  under  the  direction  of  Gerald  P.  Murphy,  M.D. 

5.  A new  series  sponsored  by  the  Buffalo  State  Hospital  to  be  pre- 
sented under  the  direction  of  Dr.  Desmond  Moleski  on  the  fourth 
Wednesday  at  11:00  a.m. 

For  further  information,  please  contact  Continuing  Medical  Education, 
2211  Main  Street,  Buffalo,  N.Y.  14214.  Tel.  (716)  831-5526. 


January  6,  1972  / June  29,  1972 

Heart  Association  of  Western  New  York  and 

Continuing  Medical  Education 

State  University  of  New  York  at  Buffalo 

Sisters  of  Charity  Hospital — Palmer  Hall 

CARDIAC  CLINICS  AND  PHYSICAL 
EXAMINATION  OF  THE  CARDIAC  PATIENT 

January  6 — 6:30  p.m.  Registration 

Examination  of  the  Peripheral  Pulses 
Korotkoff  Sounds 
Diastolic  Blood  Pressure  Criteria 
Tricks  in  Taking  Blood  Pressure 
Blood  Pressure  in  Legs 
Methods 
Hill’s  Sign 
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January  13 — 7:30  / 9:30  p.m. 

Examination  of  the  Peripheral  Pulses 
Pulsus  Paradoxus 
Pulsus  Alternans 
Pulsus  Bisferiens 

Pulses  in  Aortic  Senosis  and  in  Aortic 
Regurgitation 

FEE:  $25  for  full  course 

WHAT  GOES  ON  will  present  workshops  in  chronological  order 
throughout  the  course. 


NASSAU  COUNTY 


December  1 5 and  December  22,  1 97 1 

3:45  p.m.,  Wednesdays 

Nassau  County  Medical  Center 
X-Ray  Classroom 

2201  Hempstead  Turnpike 
East  Meadow 

Radiology  Guest  Lectures 

December  15 
Mammography 

JAMES  DeLUCA,  M.D. 

Glen  Cove  Hospital 

December  22 
Pelvimetry 
ARTHUR  WEINBERG,  M.D. 

Peninsula  General  Hospital 


SUFFOLK  COUNTY  FUTURE  EVENTS 


SUNDAY,  JANUARY  9 

9:00  o.m.  Registration 

The  Suffolk  Chapter  of  the  American  Academy  of 

Family  Physicians 

Smithtown  Landing  Country  Club 

Landing  Avenue 
Smithtown 

All  Day  Program 

MODERN  CONCEPTS  OF  CANCER  THERAPY 

Speakers  from  the  Medical-Surgical  Staff  of  New  York  University 
Program  Director;  DONALD  COLE,  M.D. 

Apply  American  Academy  of  Family  Physicians,  Suffolk  Academy  of 
Medicine,  850  Veterons  Memorial  Highway,  Hauppauge,  N.Y. 
1 1 787. 

CREDIT:  C-1 


April  21  I April  23,  1972 

American  Association  Medical  Assistants 
New  York  State  Society 

Kings  Grant  Motel 
Plainview 

13th  ANNUAL  CONVENTION 

For  advance  registration,  contact:  BEVERLY  CAINE,  61  Ellensue 

Drive,  Deer  Park,  N.Y.  1 1729  or  MAE  SHERIDAN,  8 Barbara  Court, 
Greenlawn,  N.Y.  11740. 


SYRACUSE  AREA 


THURSDAY,  DECEMBER  16 

1 : 00  p.m. 

Department  of  Family  Practice 
State  University  of  New  York 

Upstate  Medical  Center  and  St.  Joseph's  Hospital 
Gatham  Inn — Exit  35,  New  York  Thruwoy 
Syrocuse 

MODERN  ASPECTS  OF  GERONTOLOGY 

LEO  GITMAN,  M.D. 

Brookdale  Hospital  Center 

CREDIT:  C-1 


PHYSICIANS’  PLACEMENT 


BUFFALO,  N.Y.,  Erie  County.  One  Anesthesiologist  to  join  6-man 
carparate  anesthesia  group,  including  nurse  onesthetists. 

CONTACT:  NIALL  P.  MacALLISTER,  M.D.,  Deaconess  Hospital,  Buffalo, 

N.Y.  14208.  Tel.  (716)  886-4400. 


CALLICOON,  N.Y.,  Sullivan  County.  Need  Pediatrician,  Internist  and 
G.  P.  New  hospital  offices. 

CONTACT:  HOWARD  STEWART,  Grover  M.  Hermann  Hospital, 
Collicoon,  N.Y.  1 2723. 


CATO,  N.Y.,  Cayuga  County.  G.P. 

CONTACT:  Mr.  WALDO  McDOWELL  (Mayor),  Cato,  N.Y.  13033. 

Tel.  (315)  626-2129. 


CARTHAGE,  N.Y.,  Jefferson  County,  needs  G.P.’s  and  Specialists  in 
General  Surgery  and  Internal  Medicine. 

CONTACT:  MR.  CLARK  A.  JOHNSON,  277  State  Street,  Carthage, 

N.Y.  13619. 


CHATEAUGAY,  N.Y.,  Franklin  County.  General  Practitioner. 

CONTACT:  MR.  JOHN  D.  LYONS,  Treas.,  Chamber  of  Commerce,  Box 
68,  Chateaugay,  N.Y.  12920.  Tel.  (518)  497-2661. 


CHERRY  VALLEY,  N.Y.,  Otsego  County.  General  Practitioner. 

CONTACT:  MR.  WILKIE  T.  MADDOX,  Sec.,  Chamber  of  Commerce, 

P.O.  Box  65,  Cherry  Valley,  N.Y.  1 3320.  Tel.  (607)  AN  4-6021. 


CLINTON,  N.Y.,  Oneida  County.  G.P. 

CONTACT:  MRS.  LINDA  COCKS,  Doctor’s  Committee,  Village  of 

Clinton,  N.Y.  13323. 


COHOCTON,  N.Y.,  Steuben  County.  G.P.  wanted  for  Sears  Foundation 
Medical  Building. 

CONTACT:  MR.  RICHARD  L WAGNER,  Box  234,  Cohocton  Area 

Medical  Center,  Cohocton,  N.Y.  14826.  Tel.  (716)  384-5512. 
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COLTON,  N.Y.,  St.  Lawrence  County.  General  Practitioner. 


TUESDAY,  DECEMBER  14 


CONTACT:  MR.  GEORGE  TIFFANY,  Sec.,  Racquette  Valley  Chamber 
of  Commerce,  P.O.  Box  1 16,  Colton,  N.Y.  13625. 


EVENTS  RECEIVED  AFTER  DEADLINE 


WEDNESDAY,  DECEMBER  8 

8 : 00  p.m. 

New  York  Surgical  Society 

Alumni  Hall,  N.Y.U.  Medical  Center 
32nd  Street  and  First  Avenue 

1.  Case  Report 

Echinococcus  Liver  Cyst  with  Common  Bile  Duct 
Daughter  Cysts 

HORACE  HERBSMAN,  M.D.  and  SIDNEY  M.  FIERST,  M.D. 

2.  Papers 

A More  Logical  Approach  to  Cancer  Survival 
Data? 

WILLIAM  METCALF,  M.D. 

Endotracheal  Damage  During  Continuous 
Ventilatory  Support 

NATHANIEL  P.  CHING,  STEPHEN  M.  AYERS, 

THOMAS  F.  NEALON,  JR.,  M.D.’s 

Maximum  Glucose  Utilization  Induced  by 
Large  Amounts  of  Exogenous  Insulin 

MOHAMAD  H.  PARSA,  M.D.  and  JOSE  M.  FERRER,  M.D. 


FRIDAY,  DECEMBER  10 
American-Hungarian  Medical  Association 

New  York  Academy  of  Medicine 
2 East  103rd(Street 

1.  Vasectomy  for  Voluntary  Sterilization 

RICHARD  D.  AMELAR,  M.D. 

N.Y.U.  School  of  Medicine 

2.  Cell  Reproduction  as  Related  to  Cancer 
Chemotherapy 

FRED  COHN,  M.D. 

Newark  Beth  Israel  Medical  Center,  N.J. 


MONDAY,  DECEMBER  13 

8 : 00  p.m. 

New  York  Academy  of  Gastroenterology  and 
New  York  Gastroenterological  Association 

Einhorn  Auditorium,  Lenox  Hill  Hospital 

East  76th  Street  (Between  Park  and  Lexington  Avenues) 

Special  Symposium  on 

THE  CLINICAL  ASPECTS  OF  COLONIC 
DYSFUNCTION 

Moderator 

FRANZ  J.  INGELFINGER,  M.D. 

Editor  "The  New  England  Journal  of  Medicine” 

Participants 

THOMAS  P.  ALMY,  M.D. 

Dartmouth  Medical  School 
NEAL  MILLER,  Ph.D. 

Rockefeller  University 
MARVIN  M.  SCHUSTER,  M.D. 

The  Johns  Hopkins  University 
School  of  Medicine 


4 : 00  p.m. 

Downstate  Medical  Center 

First  Floor  Lecture  Hall,  Basic  Science  Building 

450  Clarkson  Avenue 
Brooklyn 

Annual  Albert  F.  R.  Andresen  Memorial  Lectures 

CLINICAL  OBSERVATIONS  ON  CHRONIC 
PANCREATITIS 

HOWARD  MARGET  SPIRO,  M.D. 

Yale  University  School  of  Medicine 

CREDIT:  C 1 


WEDNESDAY,  DECEMBER  15 

1 1 : 00  a.m. 

Jewish  Memorial  Hospital 

Broadway  and  196th  Street 

NEUROPATHY  AND  MYOPATHY  IN 
CHILDREN 

LEON  GREENSPAN,  M.D. 

Institute  of  Rehabilitation  Medicine 
N.Y.U.  Medical  Center 

CREDIT:  C 1 


NASSAU  COUNTY 


WEDNESDAY,  DECEMBER  15 

9 : 00  a.m. 

Mercy  Hospital 

MacArthur  Hall 
Rockville  Centre 

MYOCARDIOPATHY 

RONALD  S.  PENNOCK,  M.D. 

Director,  Coronary  Care  Unit 
Hahnemann  Medical  College  and  Hospital 


SUFFOLK  COUNTY 


DECEMBER  8 

10:30  a.m. 

Kings  Park  State  Hospital 
Department  of  Mental  Hygiene 

Auditorium,  Rehabilitation  Center 
Kings  Park,  Long  Island 

LONG  ACTING  NEUROLEPTICS 

JOHN  DENHAM,  M.D. 

London  Hospital,  England 
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When  the  problem  is 

relief  of  severe  anxiety 
' consider  the 
25mg  answer 


|ibriuiTr25mg 

(chlordiazepoxide  HCI) 

Up  to  100  mg  daily 

for  die  severely  anxious  patient 


jsual  precautions  in  presence  of 
mpaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement, 
Jtimulation  and  acute  rage)  have  been 
•eported  in  psychiatric  patients  and 
i lyperactive  aggressive  children.  Employ 
jsual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be 
oresent  and  protective  measures 
necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
'arely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship 


has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in 
the  elderly  and  debilitated.  These  are 
reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also 
occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also 
encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extra  pyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent 


and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have 
been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
Supplied:  Librium  (chlordiazepoxide 
HCI)  capsules,  5 mg,  10  mg,  25  mg. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Fifth  Annual  Symposium  on 

MEDICAL  ASPECTS  OF  SPORTS 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York 
Committee  on  Medical  Aspects  of  Sports 

Saturday,  February  12,  1972  9:00  a.m.  to  5:00  p.m. 

Americana  Hotel,  New  York  City 

Registration — 8:30  a.m.,  Georgian  Foyer  (No  Registration  Fee) 


9:00  a.m.  Greetings:  George  Himler,  M.D.,  President  Medical  Society  of  the  State  of  New  York;  Thomas  Sheldon,  Ph.D., 

Deputy  Commissioner,  State  Education  Dept. 

DRUG  ABUSE  AND  DRUGS  IN  SPORTS — Georgian  Ballroom  A 
Program — Morning  Session — 9:00  a.m. 

Moderator,  Max  Novich,  M.D.,  Orthopedic  Surgeon,  Perth  Amboy,  N.J. 

9:15-1 1:00  a.m. 

1.  BASIC  PHARMACOLOGY  OF  COMMONLY  ABUSED  DRUGS 

Harold  Borgstedt,  M.D.,  Assoc.  Prof,  of  Pharmacology,  University  of  Rochester 

2.  CARE  AND  TREATMENT  IN  DRUG  ABUSE  CASES 

Leonard  L.  Heimoff,  M.D.,  Clin.  Assoc.  Prof,  of  Medicine,  Cornell  University  Medical  College 

3.  DRUG  ABUSE  IN  SPORTS 

Fred  L.  Allman,  Jr.,  M.D.,  Team  Physician,  Georgia  Institute  of  Technology 

11:00  a.m.  FILM:  WHAT  DID  YOU  TAKE?  Discussion  by  Donald  C.  Walker,  M.D.,  Asst.  Dir.,  Office  of  Medical  Manpower,  N.Y. 
State  Dept,  of  Health 


GIRLS  PROGRAM — Georgian  Ballroom  B 

11:00  a.m.  Health  Aspects — Medical  Views  on  Girls  Interscholastic  Sports.  Moderator,  Lewis  C.  Obourn,  Chairman,  Safety 
12:30  p.m.  Committee  NYSPHSAA 

Greetings:  Thomas  Sheldon,  Ph.D.,  Deputy  Commissioner,  State  Education  Dept. 

1.  MEDICAL  VIEWS  ON  GIRLS’  INTERSCHOLASTIC  SPORTS 

Thomas  E.  Shaffer,  M.D.,  Prof,  of  Pediatrics,  Ohio  State  University  College  of  Medicine 

2.  PSYCHOLOGICAL  ASPECTS — CONSIDERATION  OF  FEMALE  COMPETITIONS 
Dorothy  V.  Harris,  Ph.D.,  Pennsylvania  State  University 

3.  FUTURE  OF  GIRLS’  SPORTS  IN  NEW  YORK  STATE 

Katherine  Ley,  Ph.D.,  Past  Chmn.,  Commission  on  Intercollegiate  Athletics  for  Women,  State  University  of  New  York 
at  Cortland 

11:15  a.m.  CLINICAL  DEMONSTRATIONS — Versailles  Terrace 

12:30  p.m.  Coordinator,  Joseph  N.  Abraham,  Ph.D.,  Dir.  of. Physical  Education,  Hobart  College,  Geneva 
John  Dziegiel,  Trainer,  New  York  Giants  Pro  Football  Team 
John  Kundson,  Trainer,  Wagner  College  Athletic  Teams 
Fritz  Massansan,  Trainer,  New  York  Nets  Pro  Basketball 
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12:30  p.m.  LUNCHEON — Royal  Ballroom  A and  B.  Toastmaster,  Ralph  S.  Emerson,  M.D.,  Chairman,  Committee  on  Medical 
Aspects  of  Sports;  Guest  Speaker,  Richard  Forzano,  Head  Coach,  United  States  Naval  Academy 

2:00  p.m.  Scientific  Program — Georgian  Ballroom  A 

Moderator,  Alexius  Rachun,  M.D.,  Team  Physician,  Cornell  University 

1.  HOWS  AND  WHYS  OF  INJURIES 

James  M.  Robey,  Ph.D.,  University  of  North  Carolina 

2.  THE  SUBLUXATING  SHOULDER  IN  ATHLETES 

Anthony  De  Palma,  M.D.,  Dir.,  of  Orthopedic  Surgery,  New  Jersey  College  of  Medicine  & Dentistry 

3.  CARDIOVASCULAR  AND  CARDIORESPIRATORY  HEALTH 
Nicholas  Alexiou,  M.D.,  N.Y.  State  Department  of  Health 

4.  WEIGHT  CONTROL — all  year  round  conditioning  & training  of  athletes 
Thomas  De  Lorme,  Jr.,  M.D.,  Harvard  University 


GIRLS  PROGRAM — Georgian  Ballroom  B 

2:00-3:30  p.m.  Moderator,  Miss  Rita  Eichenger,  Chairman,  State  Comm,  for  Girls’  Athletic  Activities,  N.Y.S.P.H.S.A.A. 

1.  TEAM  SPORTS 

Miss  Iris  Carnell,  President-elect,  AWPENYS,  Assoc.,  Prof.  Ithaca  College 

2.  THE  INDIVIDUAL  SPORTS 

Mrs.  Lura  Wilson,  Past  President,  AWPENYS 

3.  GYMNASTICS 

Mrs.  Muriel  Grossfeld,  U.S.  Women's  Gymnastic  Olympic  Team,  1956,  1960,  1964 

4.  TRACK  AND  FIELD 

Nell  C.  Jackson,  Ph.D..  Coach,  U.S.  Girls  Olympic  Track  Team 
PANEL-— QUESTION  AND  ANSWER  PERIOD 

Chairman,  Joseph  Abraham,  Ph.D.,  U.S.  Olympic  Trainer,  Womens  Gym  and  Volleyball  Team 

Panelists:  Thomas  E.  Shaffer,  M.D.,  Prof,  of  Pediatrics,  Ohio  State  University  College  of  Medicine;  Katherine  Ley, 
Ph.D.,  State  University  of  New  York  at  Cortland;  Muriel  D.  Grossfeld,  Coach,  Olympic  Womens'  Gymnastic  Team 

3:30  p.m.  REPEAT  CLINICAL  DEMONSTRATION— Versailles  Terrace 


Send  Reservation  Form  to: 

Ralph  S.  Emerson,  M.D.,  Chairman 
Committee  on  Medical  Aspects  of  Sports 
Medical  Society  of  the  State  of  New  York 
420  Lakeville  Rd.,  Lake  Success,  N.Y.  11040 

I will  □ attend  the  Symposium  I will  □ will  not  □ attend  the  luncheon 

Please  reserve tickets  for  the  luncheon  at  $5.00  per  person 

Name 

(please  print) 

Add  ress 

street 


City  State  zip 

Make  check  payable  to:  Medical  Society  of  the  State  of  New  York 
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A gratifying  announcement  about  Empirin®  Compound  with  Codeine  Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


You  may  now  specify  up  to  five  refills  within  six 
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Month  m Washington 


The  long-awaited  public  hearings  on  the  various  pro- 
posals for  national  health  insurance  before  the  House 
Ways  and  Means  Committee  are  now  underway.  Some 
200  organizations  and  individual  persons  are  expected  to 
testify  during  the  scheduled  six  weeks  of  hearings. 

Lead-off  witness  was  HEW  Secretary  Elliot  Richard- 
son who  revealed  an  entirely  new  proposal  “to  tighten 
controls  on  provider  costs  and  inefficiencies.” 

The  secretary  also  outlined  the  long-awaited  program 
for  regulating  private  health  insurance  companies.  In 
the  38-page  statement,  Richardson  was  highly  critical  of 
the  Kennedy  Labor  Bill. 

Richardson  said  the  provider  controls  and  the  insur- 
ance company  plan  will  be  submitted  in  legislative  detail 
to  the  committee  shortly.  Following  is  a summary  of 
the  Administration’s  text  on  the  provider  plan: 

In  order  to  help  the  consumer  become  a prudent 
buyer  in  the  medical  care  market  and  to  protect  the 
consumer  against  unnecessary  increases  in  health  care 
costs,  we  shall  propose  the  following  provisions: 

— The  states  shall  require  health  insurance  com- 
panies to  inform  prospective  policyholders  as  to  ben- 
efits, exclusions,  premium  costs,  and  delivery-sys- 
tem choices. 

— The  states  shall  require  providers  to  inform  the 
public  as  to  charges  for  standard  items  and  other 
patient-access  matters. 

— We  will  establish  on  an  experimental  basis  local 
quality  review  organizations  composed  of  outside 
medical  experts,  including  nonproviders  in  some 
instances. 

— We  also  propose  to  require  NHISA  carriers  to 
apply  control  measures  and  statistical  reporting 
measures  in  accordance  with  Federal  guidelines, 
such  as  strict  review  of  utilization  of  health  care 
services.  Specific  plans  for  implementation  with 
regard  to  wages  and  prices  will  be  developed  in  con- 
junction with  the  Committee  on  the  Health  Indus- 
try established  by  the  President  under  Phase  II  of 
his  new  economic  policy. 

— State  planning  agencies  will  be  required,  in 
cooperation  with  area-wide  planning  agencies  and  as 
a condition  of  Federal  grant  support  and  approval, 
to  identify  geographic  areas  of  physician  and  facility 
oversupply.  States  are  to  develop  and  apply  de- 
tailed criteria  based  on  Federal  guidelines  and  pub- 
lish this  information. 

Under  the  proposed  insurance  company  regulations, 
Richardson  said: 

We  intend  to  secure  agreements  with  states  under 
which  the  states  will 

— Require  annual,  independent  audits  of  partici- 
pating insurance  companies. 

— Create  state  health  insurance  insolvency 
mechanisms.  A Federal  mechanism  will  also  be  es- 
tablished for  use  if  a state  fails  to  act  satisfactorily. 

— “File  and  use”  procedures  for  premium  rates 
under  NHISA  insurance  contracts,  with  authority 
to  disapprove  extraordinary  rates. 

J’repared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


— Require  disclosure  by  insurers  of  their  adminis- 
trative expenses  as  a percentage  of  premiums. 

— Create  state  insurance  pools,  on  a statewide  or 
substate  basis  open  to  small  employers,  the  self- 
employed,  and  those  who  are  not  employed,  but  are 
ineligible  for  Federally-financed  health  programs. 

Richardson  said  he  was  certain  the  hearings  “will  cul- 
minate in  a national  health  insurance  program.”  The 
Administration’s  plan  avoids  the  danger  of  two  extremes, 
proposals  that  do  little  to  alter  the  present  system  and 
proposals  to  substitute  a monolithic  Federal  scheme,  he 
declared.  Richardson  said  proponents  of  the  Kennedy 
Labor  Bill  “seem  to  assume  that  radical  intervention  by 
the  Federal  Government  in  health  care,  in  an  inflexible, 
predetermined,  and  monolithic  manner,  is  the  only  way 
to  solve  health  organization  and  delivery  problems.  I 
suggest  that  we  are  more  likely  to  attain  our  common 
health  objectives  by  stimulating  competition  and  by  pro- 
moting consumer  education  and  freedom  in  individual 
choice,  rather  than  by  resorting  to  fiscal  coercion  and  un- 
realistic global  schemes.”  He  estimated  it  will  cost 
$60  billion  in  new  taxes. 

The  American  Medical  Association’s  Medicredit  and 
the  Health  Insurance  Association  of  America’s  plan  also 
were  criticized.  The  major  shortcoming  in  both,  said 
Richardson,  “is  the  great  unlikelihood  of  achieving 
universality  in  protection.” 

The  catastrophic  protection  plans,  standing  alone,  “do 
very  little  for  very  few  people — far  less  than  what  this 
nation  must  do  if  it  is  to  act  with  a full  sense  of  responsi- 
bility,” the  HEW  secretary  testified. 

Mills  opened  the  hearings  by  noting  that  health  pro- 
viders are  beset  by  many  problems.  High-quality  care 
is  available  but  unevenly  distributed,  he  said,  and  costs 
are  rising;  there  is  lack  of  planning;  the  nation  depends 
on  importing  foreign  graduates;  and  consumers  often 
find  care  difficult  to  get. 

With  the  Administration’s  testimony  in  hand,  the 
committee  then  turned  to  the  long  parade  of  witnesses 
from  such  diverse  organizations  as  the  College  Demo- 
cratic Clubs  of  America  to  the  Senior  Citizens  Golden 
Ring  Council  to  ascertain  how  they  think  the  nation’s 
health-care  system  should  be  reshaped. 

AFL-CIO  President  Meany  told  committee  members 
that  “labor  will  vigorously  oppose”  any  efforts  to  dilute 
its  plan  for  national  health  insurance. 

“I  hope  and  firmly  believe  that  we  won’t  have  to  come 
back  in  the  next  Congress,”  Meany  said.  “But,  if  we 
have  to,  we  will  come  back  again  and  again  until  the 
Health  Security  Program  is  enacted.  And,  if  we  have  to, 
we  will  take  this  issue  to  the  people  in  the  elections  of 
1972.” 

Meany  blasted  the  national  health  insurance  proposals 
of  the  Administration,  the  health  insurance  industry, 
and  the  AMA  saying  they  “would  all  just  pour  new 
money  into  the  present  health-care  delivery  system 
which  is  a failure.” 

He  said  that  AMA’s  Medicredit  “represents  a major 
shift  in  direction  for  organized  medicine  . . . but  it  is 
little  more  than  a continuation  of  the  present  unsatis- 

continued  on  page  2831 
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factory  system  of  delivering  health  care. 

Meany  scoffed  at  warnings  that  physicians  might  rebel 
if  the  labor  bill  is  enacted.  “The  vast  majority  of  doctors 
are  dedicated,  proud  professionals  whose  basic  concern 
is  for  the  sick  and  ailing.” 

Committee  member  Hugh  L.  Carey  (Democrat,  New 
York),  told  the  labor  witnesses  when  the  committee 
meets  in  executive  sessions  it  must  face  the  fiscal  con- 
siderations involved  and  try  to  develop  a measure  that 
fits  within  some  dollar  figure.  He  asked  whether  or  not 
labor  would  be  willing  to  make  a choice  between  compre- 
hensive coverage  for  part  of  the  population  or  basic 
coverage  for  all.  A labor  witness  replied  to  the  effect 
labor  does  not  want  to  make  such  a choice  now.  “We 
will  cross  that  bridge  when  we  get  to  it.” 

The  American  Farm  Bureau  Federation  urged  caution 
against  the  creation  of  “a  powerful  bureaucracy  of  great 
scope,”  and  the  National  Federation  of  Independent 
Business  came  out  flatly  against  any  compulsory  in- 
surance system. 

The  American  Public  Health  Association  called  for  a 
broad  national  program  with  heavy  emphasis  on  speed- 
ing development  of  prepaid  group  plans.  The  goals  set 
forth  by  James  Kimmey,  APHA  executive  director,  fit 
the  labor  bill  more  than  any  other  proposal,  but  the 
association  did  not  endorse  a single  measure. 

Equitable  Life  Assurance  Society  President,  J.  Henry 
Smith,  accompanied  by  Daniel  Pettengill  and  Ardell 
T.  Everett,  presented  the  combined  statement  of  the 
Health  Insurance  Association  of  America,  American 
Life  Convention,  Life  Insurance  Association  of  America, 
and  Life  Insurers  Conference. 

Smith  urged  enactment  of  “The  National  Health 
Care  Act  of  1971,”  the  insurance  companies’  plan  under 
which  Federal  standards  would  be  set  for  insurance  cov- 
erage, personal  and  corporate  income  tax  incentives 
would  encourage  participation,  and  Federal-state  sub- 
sidies would  finance  coverage  for  the  indigent  and  medi- 
cally indigent  population  as  well  as  uninsurable  persons 
with  sliding  scale  contributions  for  premiums. 

“Comprehensive  health  insurance  should  be  available 
to  all,”  Smith  said.  “This  can  best  be  achieved  at  lowest 
cost  and  most  rapidly  by  expanding  the  scope  of  existing 
health  insurance  plans  ...  for  those  without  resources, 
governmental  subsidies  are  required.” 

“The  choice  between  a pluralistic  private  insuring 
mechanism  and  a monolithic  Federal  one  is  a fundamen- 
tal choice  that  must  be  made  before  any  national  health 
insurance  plan  can  be  adopted.  We  think  our  record  of 
accomplishments  is  good  and  our  potential  is  great.” 

Replying  to  charges  private  companies  have  failed  to 
stem  rising  costs.  Smith  said  the  principal  causes 
have  been  rising  wages,  more  costly  equipment,  and  ex- 
pensive new  life-saving  technics.  He  asked  whether 
insurers  were  supposed  to  prevent  these  developments. 

Furthermore,  the  witness  said,  “insurers  have  tried 
hard  to  spot  and  control  overcharging.  We  have  worked 
with  medical  societies  to  set  up  peer  review  committees, 
not  just  for  the  purpose  of  catching  overcharges  but  for 
the  purpose  of  educating  physicians  not  to  overcharge 
in  the  first  place.” 

The  National  Association  of  Insurance  Commissioners 
urged  preservation  and  expansion  of  the  existing  system 
of  private  health  insurance  and  recommended  utiliza- 
tion of  the  state  insurance  regulatory  mechanism  rather 

continued  on  page  2834 
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than  a new  Federal  one. 

“The  abandonment  of  the  extensive  system  of  private 
health  insurance  in  favor  of  an  all-government  program 
would  reject  decades  of  expanding  and  improving  an  on- 
going system  and  would  cause  severe  dislocation  in  both 
state  and  Federal  revenues,”  said  Russell  van  Hooser, 
Insurance  Commissioner  of  Michigan. 

The  International  Association  of  Health  Underwriters 
“wholeheartedly”  supported  the  private  insurance 
company  bill. 

The  American  Dental  Association  said  any  National 
Health  Program  should  start  out  with  a dental  compo- 
nent that  concentrates  on  preventive  services  for  chil- 
dren. Any  program  approved  should  include  dental 
benefits.  The  same  stand  was  taken  by  the  American 
Society  of  Oral  Surgeons. 

Leonard  Woodcock,  president  of  the  United  Auto 
Workers  Union,  told  the  committee  “it  is  time  to  cancel 
the  insurance  industry”  and  impose  a national  health 
insurance  program  operated  by  the  government. 

Woodcock  opposed  the  Administration’s  proposal  to 
require  employers  to  provide  employes  with  health  in- 
surance from  private  firms,  saying  organized  labor 
helped  to  create  the  private  health  insurance  industry 
and  supported  it  for  three  decades. 

“But  the  private  health  insurance  industry  has  failed,” 
Woodcock  said.  “It  has  failed  to  control  costs.  It  has 
failed  to  provide  adequate  benefits  even  for  those  with 
some  form  of  coverage.  After  thirty  years  of  effort,  all 
private  health  insurance  combined  still  covers  only  a 
little  more  than  one  third  of  private  personal  health  care 
expenses.” 

Woodcock  said  the  Nixon  plan  would  not  regulate  the 
insurance  industry  although  it  would  require  purchase 
of  $30  billion  of  private  insurance. 

“It  is  time  to  cancel  an  insurance  industry  that  places 
a premium  on  sickness  rather  than  health  and  that  puts 
the  interests  of  consumers  last  in  line,”  Woodcock  said. 

Pharmacists  represented  by  the  American  Pharma- 
ceutical Association  urged  the  committee  to  include 
drugs  in  any  health  insurance  plan.  The  committee  is 
not  expected  to  act  on  health  insurance  legislation  until 
next  year. 

William  G.  Battaile,  president  of  the  American  Asso- 
ciation of  Blood  Banks,  asked  that  no  coverage  be  pro- 
vided to  pay  for  blood  transfusions.  He  contended  that 
payments  would  encourage  greater  use  of  commercial 
blood  banks  and  increase  the  risk  of  hepatitis. 

At  the  end  of  the  second  week  Chairman  Wilbur  Mills 
of  Ways  and  Means  Committee  had  attended  only  one 
of  the  hearings,  and  other  committee  members  seemed 
to  be  platooning  themselves  in  the  arduous  task  of 
listening  to  the  opinions  of  so  many  diverse  organizations 
and  individuals. 

* * * 

Expected  to  be  signed  into  law  shortly,  is  health  man- 
power legislation  that  will  authorize  an  estimated  $2.9 
billion  in  aid  to  health  profession  students  and  their 
schools  in  the  next  three  years  and  provide  the  facilities 
and  programs  to  close  the  manpower  shortages  in  the 
health  professions  within  seven  years. 

Medical  schools  would  receive  $11,500  for  the  full- 
term  cost  of  training  each  student.  Each  school  would 
receive  $2,500  per  student  per  year  for  the  first  three 
years  of  training.  The  stipend  rises  to  $4,000  for  the  year 
of  graduation.  To  encourage  swifter  training,  three - 


year  schools  would  receive  $13,500  based  on  $2,500  for 
each  of  the  first  two  years  and  $8,500  for  the  third  year. 

Each  school  would  be  required  to  enroll  an  additional 
5 per  cent  of  students,  or  five  students — whichever  is 
greater — to  qualify  for  assistance.  An  extra  $1,000  a 
year  would  be  awarded  schools  for  each  student  exceed- 
ing this  total.  The  legislation  will  also  help  establish 
at  least  five  new  medical  colleges. 

Additional  authorizations  would  provide  $270  million 
for  health  manpower  education  initiative  awards  to 
alleviate  manpower  shortages  and  to  train  new  types  of 
personnel,  and  $412  million  for  special  project  grants 
for  programs  in  family  medicine,  physician  assistant 
training,  and  others.  The  bill  continues  support  for 
scholarship  and  student  loans  at  increased  levels  as  has 
been  provided  heretofore  in  the  Health  Professions 
Educational  Assistance  Act. 

* * » 

House  opposition  to  a cancer  bill  passed  by  the  Senate 
that  would  tend  to  fragment  the  National  Institutes 
of  Health  has  touched  off  a debate  in  Washington  as  to 
how  best  to  organize  a multimillion-dollar  campaign  to 
conquer  the  disease.  The  American  Cancer  Society  has 
sponsored  a number  of  full-page  ads  across  the  nation 
calling  for  popular  support  of  the  “put-a-man-on-the- 
moon”  approach  to  the  conquest  of  cancer  as  contained 
in  the  Senate  bill. 

Florida’s  Congressman  Paul  Rogers,  chairman  of  the 
House  Interstate  and  Foreign  Commerce  Subcommittee 
on  Health,  and  himself  the  author  of  a “cancer  attack” 
bill  that  would  beef-up  cancer  research  but  keep  it  with- 
in the  framework  of  NIH,  immediately  branded  the 
Cancer  Society  ads  as  “an  attempt  to  bring  the  issue  of 
finding  a cure  for  cancer  into  a political  setting.” 

It  is  reported  here  that  the  Cancer  Society  ads  are  just 
the  opening  salvo  in  a “big  money”  grass  roots  campaign 
to  pressure  the  Congress  into  passage  of  the  Kennedy- 
administration  backed  “Conquest  of  Cancer”  bill.  A 
month  ago  the  AMA’s  testimony  on  this  bill  challenged 
the  wisdom  of  separating  cancer  research  from  the  main- 
stream of  biomedical  research  now  carried  on  by  the 
NIH. 

* * * 

President  Nixon  formally  established  a committee  on 
the  health  services  industry  to  furnish  advice  on  ways  to 
keep  health  costs  from  climbing  too  rapidly.  In  an 
executive  order,  the  chief  executive  said  the  committee, 
which  is  expected  to  consist  of  about  15  members,  “shall 
provide  advice  concerning  special  considerations  that 
tend  to  contribute  to  inflation  in  the  health  services 
industry.” 

Members  of  the  advisory  panel,  due  to  be  named 
shortly,  shall  be  generally  representative  of  medical 
professions  and  related  occupations,  hospitals,  the 
insurance  industry,  other  supporting  industries,  con- 
sumer interests  and  the  public,  according  to  the  presi- 
dential order. 

Health  care  was  singled  out  by  the  Administration  for 
special  consideration  in  the  Phase  Two  Program  of  wage- 
price  controls  that  will  be  administered  by  a cost  of  liv- 
ing council  to  which  the  health  advisory  group  will  re- 
port. 

The  extent  to  which  the  program  will  affect  the  medi- 
cal profession  and  details  of  how  it  will  work  and  what 
guidelines  and/or  controls  may  be  promulgated  have  not 
been  disclosed.  However,  a White  House  report  spoke 
of  “voluntary  cooperation.” 
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Hughes,  W.  F.:  Hypersensitivity  pneumonitis,  New 

York  Stated.  Med.  71:  2851  (Dec.  15)  1971. 

A patchy  pneumonitis,  occasionally  associated  with 
wheezing,  can  be  caused  by  the  inhalation  of  any  one 
of  several  organic  dusts.  The  clinical  syndrome  of  fever, 
malaise,  and  cough  four  to  six  hours  after  exposure  is 
similar  for  this  whole  group  of  diseases.  Depending  on 
the  particular  organic  dust  involved,  a confusing  variety 
of  names  has  been  applied,  such  as  farmer’s  lung,  bag- 
gassosis,  pigeon  breeder’s  disease,  malt  worker’s  disease, 
and  several  others.  Diagnosis  necessitates  the  correla- 
tion of  a careful  history  with  all  laboratory  data.  Lung 
biopsy  can  provide  information,  and  in  some  instances 
the  fungal  agent  can  be  cultured  from  the  biopsy  speci- 
men. An  allergic  mechanism  is  thought  to  be  operative 
in  hypersensitivity  pneumonitis,  which  is  probably 
another  example  of  an  “immune  complex  disease’’. 

Stubenbord,  W,  T.,  Whitsell,  J.  C.,  Riggio,  R. , 
Schwartz,  G.,  Stenzel,  K.  H.,  and  Rubin,  A.  C.:  Sur- 
gical management  of  chronic  hemodialysis.  New  York 
Stated.  Med.  71:  2853  (Dec.  15)  1971. 

The  problems  and  advantages  of  two  methods  of 
hemodialysis,  arteriovenous  shunts  and  arteriovenous 
fistulas,  are  discussed.  The  basic  problem  in  arterio- 
venous shunts  is  clotting  and  thrombosis,  but  the  newer 
molded  shunts  may  help  to  decrease  this  problem. 
Another  disadvantage  of  the  shunt  has  been  infection. 
With  arteriovenous  fistulas  there  is  less  need  for  as  many 
operative  procedures,  but  more  technical  ability  is  re- 
quired to  get  a satisfactory  fistula  than  needed  to  create 
the  usual  shunt.  Infections  are  rare,  but  hematomas 
and  infiltrations  at  sites  of  needle  cannulation  can  be- 
come problems  with  arteriovenous  fistulas. 

Deibel,  R.,  and  Vianna,  N.  J.:  Central  nervous  sys- 
tem infections  in  New  York  State;  etiologic  and  epi- 
demiologic observations,  March  to  November,  1970, 
New  York  Stated.  Med.  71:  2856  (Dec.  15)  1971. 

In  a study  of  190  New  York  State  residents  with 
central  nervous  system  involvement  in  suspected  viral 


infections,  diagnostic  findings  were  obtained  in  70  pa- 
tients. Enteroviruses,  the  major  group  of  pathogens, 
were  found  in  48  cases.  In  the  younger  age  group,  males 
were  more  often  affected  than  females,  and  among  older 
adults,  women  were  more  frequently  stricken  than  men. 
Sixty-seven  per  cent  of  all  cases  occurred  between  July 
and  September,  and  the  most  frequent  diagnoses  were 
abacterial  meningitis  and  encephalitis. 

Farmer,  R.  G.:  Ulcerative  proctosigmoiditis;  course 

and  prognosis,  New  York  State  d.  Med.  71:  2860  (Dec. 
15) 1971. 

A statistical  analysis  of  the  course  of  proctosigmoidi- 
tis in  193  patients  and  a review  of  treatment  are  out- 
lined. A separate  study  of  15  patients  was  undertaken 
to  evaluate  the  therapeutic  effectiveness  of  hydro- 
cortisone enemas.  The  conclusions  arrived  at  from  this 
investigation  were  that  ulcerative  colitis  confined  to  the 
rectum  and  sigmoid  flexure  is  a more  benign  process  than 
when  the  entire  colon  is  involved  and  that  hydrocortisone 
enemas  achieve  a clinically  satisfactory  therapeutic 
response . 

Horwitz,  S.  T.:  Pelvic  laparoscopy.  New  York  State 
d.  Med.  71:  2862  (Dec.  15)  1971. 

Laparoscopy  under  general  anesthesia  was  performed 
on  182  patients  with  gynecologic  complaints.  There 
were  no  deaths  and  no  significant  morbidity,  and  118  of 
the  patients  were  spared  the  necessity  of  a laparotomy, 
either  because  the  diagnosis  was  made,  changed,  or  no 
pathologic  condition  was  found.  In  only  1 case  was  it 
felt  that  the  procedure  was  of  no  value.  Equipment  and 
technic  for  laparoscopy  are  described. 

Rous,  S.  N.:  Symptomatic  treatment  in  selected  cases 
of  urethritis.  New  York  State  d.  Med.  71:  2865  (Dec. 
15)  1971. 

Successful  treatment  of  several  cases  of  irritative  ure- 
thritis with  ascorbic  acid  is  reported.  Patients  selected 
for  this  therapy  must  have  persistently  alkaline  urine 
and  negative  urine  and  prostatic  secretion  cultures. 
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AimtSarahy 
I love  you. 


Remember  my  10th  birthday,  when 
you  gave  me  that  funny  piece  of  green 
paper  and  everybody  made  such  a 
fuss  over  it.  (Except  me.)  Frankly,  it 
was  a pretty  disappointing  present 
for  a kid.  I couldn’t  eat  it,  couldn’t 
play  with  it,  couldn’t  wear  it — and 
Mom  took  it  away  from  me  practi- 
cally the  minute  I got  it. 

And  every  birthday  after  that  (and 
Christmas,  too),  you  gave  me  an- 
other one  of  those  Bonds,  you  called 
them.  I thought  you  were  pretty 
gooney. 


At  least,  I never  had  to  guess  what 
I was  going  to  get  from  good  old  reli- 
able Aunt  Sarah. 

And  what  I got  was  good  old  reli- 
able U.S.  Savings  Bonds. 

What  I didn’t  realize  then  was  that 
you  gave  me  a gift  of  security  for  the 
future.  Thanks  to  you  and  those 
Bonds,  I had  extra  funds  for  college. 
And  they  helped  when  I bought  my 
first  new  car. 

Next  week.  I’m  giving  my  nephew, 
Harry,  his  first  U.S.  Savings  Bond. 


I know  the  kid  is  gonna  think  I’m 
some  kind  of  nut.  But,  someday  . . . 


Bonds  are  safe.  If  lost,  stolen,  or  destroyed, 
we  replace  them.  When  needed,  they  can  be 
cashed  at  your  bank.  Tax  may  be  deferred 
until  redemption.  And  always  remember, 
Bonds  are  a proud  way  to  save. 


Take  stock  in  America. 

Now  Bonds  pay  a bonus  at  maturity. 


The  U.S.  Government  docs  not  pay  for  this  advertisement. 
It  is  presented  as  a public  service  in  cooperation  with  The 
Department  of  the  Treasury  and  The  Advertising  Council. 
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Hughes,  W.  h'.:  Pneumonitis  per  hypersensitivitate, 

JVew  York  State  J.  Med.  71:  2851  (15  de  Decembre) 
1971. 

Un  pneumonitis  local,  occasionalmente  associate  con 
sibilantias,  pote  esser  causate  per  le  inhalation  de  qual- 
que  pulvere  organic.  syndrome  clinic  con  febre, 
fatiga,  e tusse  que  presenta  se  quatro  o sex  horas  depost 
exposition  es  le  mesme  per  tote  iste  gruppo  de  morbos. 
Dependente  del  pulvere  implicate,  un  confusive  varietate 
de  nomines  ha  essite  usate:  pulmon  de  agricultor, 

bagassosis,  morbo  del  columbacultor,  morbo  del  labor- 
ator  de  malta,  e varie  altere  nomines.  Per  facer  le  diag- 
nose es  necessari  correlatar  un  historia  minutiose  con 
omne  tests  de  laboratorio.  Le  biopsia  pote  dar  informa- 
tion e,  in  alicun  casos,  un  typo  de  fungo  pote  esser  culti- 
vate del  texito  biopsal.  Es  pensate  que  un  mechanismo 
allergic  pote  participar  in  le  pneumonitis  per  hypersensi- 
tivitate le  qual  pote  probablemente  esser  altere  exemplo 
de  un  “morbo  de  complexo  immunologic.” 

Stubcnbord,  VV.  T.,  VVhitsell,  J.  C.,  Kiggio,  R., 
Schwarts,  G.,  Stenzel,  K.  H.,  e Rubin,  A.  C.:  Manea- 
mento  chirurgic  del  hemodialysis  chronic,  New  York 
Stated.  Med.  71:  2853  (15de  Decembre)  1971. 

Le  problemas  e avantages  del  duo  methodos  de  hemo- 
dialysis, anastomosis  arteriovenose  e fistula  arterio- 
venose,  es  discutite.  Le  problema  basic  del  anastomosis 
arteriovenose  es  le  coagulation  e le  thrombosis;  non- 
obstante,  le  anastomosis  modulate  recente  pote  adjutar 
a reducer  iste  problema.  Altere  disavantage  del  anasto- 
mosis es  le  infection.  Con  le  fistulas  arteriovenose  existe 
minus  necessitate  de  multe  procedimento  operatori; 
mais,  plus  habilitate  es  requerite  pro  obtener  un  fistula 
satisfactori  que  le  necessari  pro  crear  le  anastomosis 
usual.  Le  infectiones  es  rar;  mais,  le  hematomas  e le 
infiltrationes  in  le  sitos  del  cannulation  ab  agulias  pote 
devenir  problemas  con  le  fistulas  arteriovenose. 

Deibel,  R.,  e Vianna,  N.  J.:  Infectiones  del  systema 

nervose  central  in  le  Stato  de  New  York;  observationes 
etiologic  e epidemiologic;  Martio  a Novembre  de  1970, 
New  York  State  J.  Med.  71:  2856  (15  de  Decembre) 
1971. 

In  un  studio  de  190  residentes  del  Stato  de  New  York 


con  compromisso  del  systema  nervose  central  e infection 
viral  suspecte,  datos  diagnostic  esseva  obtenite  in  70 
patientes.  Le  enteroviruses,  le  gruppo  major  de  micro- 
organismos  pathogenic,  esseva  trovate  in  48  casos.  Inter 
le  gruppos  plus  juvene,  le  homines  esseva  plus  affectate 
que  le  feminas;  inter  le  gruppos  de  adultos  plus  ancian, 
le  feminas  esseva  plus  frequentemente  affectate  que  le 
homines.  Sexenta-septe  (67)  pro  cento  de  omne  casos 
occurreva  inter  Julio  e Septembre,  le  diagnosis  plus 
frequente  esseva  meningitis  abacterial  e encephalitis. 

Farmer,  R.  G.:  Proctosigmoiditis  ulcerative;  curso  e 

prognosis.  New  York  State  J.  Med.  71:  2860  (15  de 
Decembre)  1971. 

Le  analyse  statistic  del  curso  del  proctosigmoiditis  in 
193  patientes,  e un  revista  del  tractamento,  es  describite. 
Un  studio  separate  de  15  patientes  esseva  facite  pro 
evalutar  le  efficatia  therapeutic  del  enemas  de  hydro- 
cortisona.  Le  conclusiones  de  iste  investigation  esseva 
que  le  colitis  ulcerative  limitate  al  rectum  e al  flexura 
sigmoide  es  un  processo  plus  benigne  que  ille  del  colon 
total,  e que  le  enemas  de  hydrocortisona  induce  un  res- 
ponsa  therapeutic  clinicmente  satisfactori. 

Horwitz,  S.  T.:  Laparoscopia  pelvic.  New  York  State 
J.  Med.  71:  2862  (15  de  Decembre)  1971. 

Un  laparoscopia  infra  anesthesia  general  esseva  facite 
in  182  patientes  con  morbos  gynecologic.  Non  habeva 
mortes  e le  morbiditate  esseva  pauc  importante.  In  118 
de  istes  patientes,  le  laparotomia  non  esseva  necessari 
perque  le  diagnose  esseva  cambiate  o un  processo  patho- 
logic non  esseva  trovate.  In  solmente  un  caso,  le  pro- 
cedimento esseva  considerate  sin  valor.  Le  equipamento 
e le  technica  del  laparoscopia  es  describite. 

Rous,  S.  N.:  Tractamento  symptomatic  in  casos  selecte 
de  urethritis.  New  York  State  J.  Med.  71:  2865  (15  de 
Decembre)  1971. 

Es  reportate  le  tractamento  successosse  de  varie  casos 
de  urethritis  irritative  con  acido  ascorbic.  Le  patientes 
selected  pro  iste  therapia  debe  haber  urina  alcalin  per- 
sistente  e culturas  negative  del  urina  e del  secretiones 
prostatic. 
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Introducing...  I 

New  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  office  time 

The  Rocom 

Medical  Management 

Ssrstem... 


Rocom  Health  History  System 

provides  maximum  screening  information  about  the 
patient  with  a minimum  expenditure  of  your  time. 
Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
system.  Only  positive  answers  transfer  through 
to  the  summary  sheet.  You  get  an  immediate 
picture  of  the  patient's  current  complaints  with 
the  assurance  that  all  important  screening 
questions  are  covered. 


Rocom  Medical  Record  System  ..  a simple  , 
but  comprehensive  method  for  keeping  a complete 
record  on  every  one  of  your  patients.  Permits  you 
to  review  a patient's  medical  history  in  seconds  | 
and  retrieve  information  quickly.  Can  be  used  witl' 
the  "problem-oriented"  method  of  keeping  patient 
records.  Color  coding  eliminates  the  likelihood  \ 
of  misplaced  files.  A disease  cross-index  card  ! 
keeps  track  of  all  patients  with  the  same  disease. 
Well-kept  records  can  be  one  of  the  greatest 
deterrents  to  malpractice  suits.  The  Rocom  Medica] 
Record  System  helps  protect  your  good  name. 


I 


iThe  new  Rocom  Medical  Management  System*  can 
help  you  provide  better  care  for  your  patients 

Sand,  at  the  same  time,  make  better  use  of  your 
office  time.  In  designing  these  products 
hundreds  of  doctors,  nurses  and  receptionists 
were  consulted  about  their  particular  office 
problems;  and  more  than  two  years  of  development 
under  actual  office  conditions  proved  that  they 
actually  do  help  solve  these  difficulties 
without  upsetting  existing  routines. 

Each  component  deals  with  a specific  problem 
area  --  health  histories,  medical  records,  the 
telephone,  and  scheduling  appointments.  They 
may  be  employed  alone,  in  various  combinations, 
or  preferably,  as  the  complete  Rocom  Medical 
Management  System,  depending  on  your  own  office 
situation. 

Most  physicians  --  whether  they  practice  alone 
or  with  a group  --  will  find  one  or  more  of 
these  components  useful.  You  are  invited  to 
j obtain  additional  information  about  the  Rocom 
i Medical  Management  System  by  sending  us  the 
I accompanying  coupon. 


ROCOM"  ^ 

Division  of  Hoffmann-La  Roche  Inc. 

Box  169 

Fairview,  New  Jersey  07022 
Gentlemen : 

I auD  interested  in  obtaining  additional 
information  about: 

□ Health  History  i — i Medical  Record 

System  I — I System 

I I Telephone  System  Appointment  System 


Name 

Specialty 

Street 

City 

State 

Please  do  not  forget  Zip  Code 

12 


iRocom  Telephone  System  ..  a complete 
^system;  one  that  can  be  understood  quickly 
3y  your  newest  office  aide;  one  that  permits 
/our  staff  to  answer  specific  patient  questions 
vith  confidence;  one  that  will  make  your 
practice  more  productive  by  assuring  that  you 
are  interrupted  only  when  you  think  it 
lecessary.  Self-adhesive  backing  assures  that 
all  incoming  calls  can  become  part  of  the 
iPatient's  permanent  record. 


Rocom  Appointment  System  ..  worked 
out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ- 
ualized to  your  own  requirements.  Can  be 
coordinated  with  your  colleague's  or  nurse's 
schedule.  Helps  keep  a steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 


♦Created  and  developed  by  Patient  Care  Systems,  Inc. 


TIPS  FOR  THE  IDENTIFICATION  OF  DRUG  ABUSERS 

The  following  chart  was  adapted  by  the  Suffolk  County  Medical  Society  from  one 
prepared  by  the  Suffolk  County  District  Attorney’s  Office 


Drugs  Used 

Physical  Symptoms 

Look  For 

Dangers 

Glue  Sniffing 

Violence,  Drunk 
Appearance,  Dreamy 
or  blank  expression 

Tubes  of  glue.  Glue 
smears.  Large  Paper 
Bags,  or  Handkerchiefs 

Lung/Brain/Liver  Dam- 
age, Death  through 
suffocation  or  choking. 
Anemia 

Heroin, 

Morphine, 

Codeine 

Stupor,  Drowsiness, 
Needle  marks  on  body. 
Watery  eyes.  Loss  of 
appetite,  Blood  stain 
on  shirt  sleeve. 
Running  nose 

Needle  or  hypodermic 
syringe.  Cotton,  Tour- 
niquet-string, Rope, 

Belt,  Burnt  bottle 

Caps  or  Spoons,  Glassine 

envelopes 

Death  from  overdose. 
Addiction,  Liver  and 
other  infections  due  to 
unsterile  needles 

Cough  Medicine 
containing  Codeine 
and  Opium 

Drunk  appearance. 
Lack  of  coordination. 
Confusion,  Excessive 
Itching 

Empty  bottle  of 
cough  medicine 

Addiction 

Marijuana 
(“Pot,”  “Grass”) 

Sleepiness,  Wandering 
mind.  Enlarged  pupils. 
Lack  of  co-ordination. 
Craving  for  sweets. 
Increased  appetite 

Strong  odor  of  burnt 
leaves.  Small  seeds  in 
pocket  lining. 
Cigarette  paper. 
Discolored  fingers 

Inducement  to  take 
stronger  narcotics. 
Psychological  depend- 
ence. Possible  physical 
damage? 

Hallucinogens: 
(LSD,  DMT) 

Severe  Hallucinations, 
Feelings  of  detachment. 
Incoherent  speech.  Cold 
hands  & feet.  Vomiting, 
Laughing  & crying 

Cube  sugar  with  dis- 
coloration in  center. 
Strong  body  odor. 
Small  tube  of  liquid 

Suicidal  tendencies. 
Unpredictable  behavior. 
Chronic  exposure  causes 
brain  damage 

Stimulants: 
Amphetamines 
(“Pep  Pills,” 
“Ups”) 

Aggressive  behavior. 
Giggling,  Silliness, 

Rapid  Speech,  Confused 
thinking.  No  appetite. 
Extreme  fatigue.  Dry 
Mouth,  Shakiness, 
Insomnia 

Pills  or  capsules 
of  varying  colors. 
Chain  smoking 

Death  from  overdose. 

Hallucinations, 

Psychosis 

Sedatives 
Barbiturates 
(“Goof  Balls,” 
“Downs”) 

Drowsiness,  Stupor, 
Dullness,  Slurred  speech. 
Drunk  appearance. 
Vomiting 

Pills  or  capsules 
of  varying  colors 

Death  or  unconscious- 
ness from  overdose. 
Addiction,  Convulsions 
in  withdrawal 
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. . . that  call  for  strong  medicine 
. . .the  kinds  that  potent  DRIXORAL  is  reserved  for. 
(Noses  under  1 2 years  of  age 
aren't  eligible.)  For  the  adult  case  of 
nasal/sinus  congestion: 
a tablet  for  the  day  keeps  congestion  away, 
a tablet  at  night,  sleeper's  delight. 


brand  of  dexbrompheniramine  maleate  6 mg.  and  d-isoephedrine  sulfate  120  mg. 

The  round-the-clock  orol  deconge/tont 


Clinical  Considerations;  Indications:  DRIXORAL  is  indicated  for  round-the- 
clock  relief  of  symptoms  of  upper  respiratory  mucosal  congestion  in  seasonal 
and  perennial  nasal  allergies,  acute  rhinitis  and  rhinosinusitis,  and  eustachian 
tube  blockage. 

Contraindications;  DRIXORAL  should  not  be  given  to  children  under  12  years 
of  age.  DRIXORAL  should  not  be  administered  to  pregnant  women  or  nursing 
mothers  until  the  safety  af  this  preparation  for  use  during  gestation  and  lacta- 
tion is  established.  The  preparatian  is  contraindicated  also  in  patients  with 
severe  hypertension  and  coronary  artery  disease.  Warnings:  As  in  the  case  of 
other  preparations  containing  central  nervous  system  acting  drugs,  patients 
receiving  DRIXORAL  should  be  cautioned  about  possible  additive  effects  with 
( alcohol  and  other  central  nervous  system  depressants  (hypnotics,  sedatives, 
i tranquilizers).  For  the  same  reason  they  should  be  cautioned  against  hazardous 
occupations  requiring  complete  mental  alertness  such  as  operating  machinery 


or  driving  a motor  vehicle.  Precautions:  Isoephedrlne-contoining  preparations 
should  be  used  with  caution  in  the  presence  of:  hypertension;  coronary  artery 
disease;  any  other  cordiovascular  disease;  glaucoma;  prostatic  hypertrophy; 
hyperthyroidism;  diabetes.  Adverse  Reactions;  The  physician  should  be  alert 
to  the  possibility  of  all  possible  adverse  reactions  which  have  been  observed 
with  sympathomimetic  and  antihistaminic  drugs.  These  include:  drowsiness; 
confusion;  restlessness;  nausea;  vomiting,-  drug  rash;  vertigo;  palpitation; 
onorexio;  dizziness;  dysuria  due  to  vesicle  sphincter  spasm;  headache;  in- 
somnia; anxiety;  tension;  weakness;  tachycardia,-  angina;  sweating;  blood 
pressure  elevation,-  mydriasis,-  gastric  distress,-  abdominal  cramps;  central  ner- 
vous system  stimulation;  circulatory  collapse.  For  more  complete  details,  con- 
sult package  insert  or  Schering  literature  available  from  your  Schering 
Representative  or  Medical  Services  Department,  Schering  Corporation, 
Union,  New  Jersey  07083.  sch  2ss4 


Two  dosage 
strengths-  . 
125  mg./5ml. 
and 

250  mg./5ml 


100?10 


Additional  information 
available  to  the 
profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


*Based  on  Lilly  selling  price  to  wholesalers. 
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Editorials 


Christmas  1971 


This  Christmas  Season  closes  another  tumultuous  year.  It  almost  seems 
that  discord,  strife,  and  hard  decisions  have  become  a way  of  life.  We  long 
for  wise  counsel  and  we  need  it. 

St.  Francis  of  Assisi,  a truly  humble  and  understanding  man,  left  us  that 
counsel — timeless  and  as  pertinent  today  as  when  it  was  written  in  the 
thirteenth  century. 


Make  me  an  instrument  of  peace; 

Where  there  is  hatred,  let  me  sow  love; 

Where  there  is  injury,  pardon; 

Where  there  is  doubt,  faith; 

Where  there  is  despair,  hope; 

Where  there  is  darkness,  light; 

Where  there  is  sadness,  joy; 

May  I not  so  much  seek  to  be  consoled  as  to  console; 
To  be  understood  as  to  understand; 

To  be  loved  as  to  love; 

For  it  is  in  giving  that  we  receive; 

It  is  in  pardoning  that  we  are  pardoned; 

And  it  is  in  dying  that  we  are  born  again. 
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166th  ANNUAL  CONVENTION 


Medical  Society  of  the  State  of  New  York 
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SUNDAY  THROUGH  WEDNESDAY 
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SUNDAY  THROUGH  THURSDAY 

HOUSE  OF  DELEGATES 
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with 


MENIC 


pentylenetetrazole  100  mg. 
nicotinic  acid  50  mg. 


□ Increases  blood  flow  and 
oxygen  supply  to  the  brain 

□ Helps  alleviate  the  senility 
syndrome  as  it  reduces  mental 
confusion  . . . improves  memory, 
outlook,  and  social  behavior 


Dosage:  2 tablets  t.i.d.,  p.c. 

Side  effect:  In  rare  cases  a nicotinic  acid 
pruritus,  which  abates  promptly  upon 
withdrawal  of  medication. 

Precaution:  Use  with  caution  in  patients  with 
known  low  convulsive  thresholds. 

Write  for  samples  and  literature. 

GERIATRIC  Pharmaceutical  Corp. 

397  Jericho  Turnpike,  Floral  Park,  N.  Y.  11002 
Pioneers  in  Geriatric  Research 


Index  to  Advertisers 


Bristol  Laboratories 2835 


ROCOM-Div.  Hoffmann-La  Roche  2840,  2841 


Burroughs  Wellcome  & Company 2825 

Geriatric  Pharmaceutical  Corp 2849 

Ell  Lilly  & Company 2837.  2844 

Mandl  School 2902 


N.Y.  State  Academy  of  Family  Physicians . 2904 


Sandoz  Pharmaceuticals 4th  cover 


Schering  Corp 2843 


Smith  Kline  & French  Laboratories 2850 


Stuart  Pharmaceuticals,  Div,  Atlas 

Chemical  Industries 2832,  2833 


Upjohn  Company 2827 


Roche  Laboratories 


2nd  cover,  2821 


Wallace  Pharmaceuticals 


2831 


in  cardiac  edema 


Each  capsule  contains  50  mg.  of  Dyrenium®  (brand 
of  triamterene)  and  25  mg.  of  hydrochlorothiazide. 

gets  the  w8^i*out 


spaires  the  potassium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy:  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one,  recommended  dosage  was  ex- 
ceeded; in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


terene, sk&f).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth:  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied: Bottles  of  lOO  capsules. 

SK 

SK&F  Co.,  Carolina,  P.R.  00630 
a subsidiary  of  Smith  Kline  & French  Laboratories 
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Hypersensitivity  pneumonitis  can  be  caused  by 
tbe  inhalation  of  any  one  of  several  organic  dusts. 
A confusing  variety  of  names  have  been  given  to 
these  situations  depending  on  the  occupation  or 
hobby  of  the  individual.  Thus  there  is  farmer’s 
lung,  bagassosis,  bird  fancier’s  lung,  and  so  on. 
The  known  and  suspected  syndromes  of  this  type 
with  their  inciting  antigens  are  listed  in  Table  I. 

Early  recognition  of  this  type  of  lung  disease  is 

Presented  at  the  165th  Annual  Meeting  of  the  Medical  Soci- 
ety of  the  State  of  New  York.  New  York  City,  Section  on  Allergy, 
February  14,  1971. 

*8y  invitation. 

+At  present  Assistant  Clinical  Professor  of  Medicine,  Ohio 
State  University  College  of  Medicine. 


A patchy  pneumonitis,  occasionally  associated  with 
wheezing,  can  he  caused  by  the  inhalation  of  any  one 
of  several  organic  dusts.  The  clinical  syndrome  of 
fever,  malaise,  and  cough  four  to  six  hours  after 
exposure  is  similar  for  this  whole  group  of  diseases. 
Depending  on  the  particular  organic  dust  involved, 
a confusing  variety  of  names  has  been  applied,  such 
as  farmer’s  lung,  bagassosis,  pigeon  breeder’s  dis- 
ease, malt  worker’s  disease,  and  several  others.  Di- 
agnosis necessitates  the  correlation  of  a careful  his- 
tory with  all  laboratory  data.  Lung  biopsy  can  pro- 
vide information,  and  in  some  instances  the  fungal 
agent  can  be  cultured  from  the  biopsy  specimen. 
An  allergic  mechanism  is  thought  to  be  operative  in 
hypersensitivity  pneumonitis,  which  is  probably 
another  example  of  an”  immune  complex  disease.” 


vital.  If  repeated  exposure  continues,  severe  in- 
capacitating lung  disease  will  result.*  We  can  no 
longer  depend  on  the  occupation  or  hobby  of  the 
patient  to  lead  us  to  the  correct  diagnosis.  Re- 
cently several  cases  of  recurrent  pneumonitis  in  a 
group  of  office  workers  have  been  described.  This 
was  traced  to  their  exposure  to  actinomycete  anti- 
gens through  a contaminated  air-conditioning  sys- 
tem.- 

Clinical  syndrome 


TABLE  1.  Known  and  suspected  syndromes 
of  hypersensitivity  pneumonitis 

Disease  Antigenic  Agent 


Farmer’s  lung 
Bird  fancier’s  lung 
Bagassosis 

Mushroom  worker’s  lung 
Maple  bark  stripper’s 
disease 

Allergic  bronchopulmonary 
aspergillosis 
Suberosis 

Malt  worker’s  lung 

Cheese  washer’s  lung 
Chronic  lung  disease  in 
inhabitants  of  thatched 
huts  (New  Guinea) 
Sequoiosis 

Pituitary  snuff-taker’s  lung 
Wheat  weevil  disease 
Laundry  detergent- 
worker’s  lung 


Micro polyspora  faeni 
Avian  serum  proteins 
Micromonospora  vulgaris 
Micromonospora  vulgaris 
Corticostroma  corticale 

Aspergillus  fumigatus 

Thermophilic 
actinomycetes 
Aspergillus  fumigatus  and 
clavatus 

Penicillin  species 
Unknown 


Graphium  and 

aueriobasidium  pullulans 
Pork  and  beef  proteins 
Sitophilus  granarius 
Enzymes  of  B subtUus 


The  clinical  features  of  each  of  these  syndromes 
are  strikingly  similar. Symptoms  begin  about 
four  to  six  hours  after  exposure  to  the  particular 
dust.  There  is  malaise,  fever,  an  irritative  cough, 
and  occasionally  wheezing.  In  some  instances  a 
period  of  wheezing  can  occur  immediately  after 
inhalation  of  the  dust.  These  episodes  may  be 
quite  mild  in  the  beginning,  but  there  is  progres- 
sive severity  with  further  challenges  with  the  dust. 
It  is  not  uncommon  for  an  individual  to  have  night- 
ly bouts  of  illness  for  several  weeks  before  seeking 
medical  help.  During  this  time  there  can  be  a 
weight  loss  of  15  to  20  pounds.  As  the  pulmonary 
infiltrates  develop,  there  is  marked  dyspnea  after 
slight  exertion.  Physical  examination  provides 
little  to  help  the  physician  except  occasional  aus- 
cultatory findings  in  the  chest  suggestive  of  pneu- 
monitis. The  roentgenogram  of  the  chest  usually 
does  show  patchy,  bilateral  infiltrates.  There  may 
be  some  decrease  in  various  parameters  of  pul- 
monary function,  but  the  classic  abnormality  is  a 
marked  decrease  in  the  diffusion  capacity.  This 


December  1 5,  1971  New  York  State  Journal  of  Medicine  2851 


is  most  understandable  when  the  lung  is  examined 
microscopically.  There  is  pronounced  thickening 
of  the  alveolar  walls.  Other  areas  of  more  pro- 
nounced fibrosis  and  even  granuloma  formation 
exist,  but  this  thickening  of  alveolar  septa  is  re- 
sponsible for  the  inordinate  dyspnea  as  well  as  the 
decrease  in  the  diffusing  capacity. 

As  mentioned  earlier,  most  instances  of  this 
syndrome  give  this  history  of  episodic  illness.  One 
type  of  this  syndrome  does  not  however,  and  this 
may  be  the  clue  that  other  types  do  not  suggest.^ 
Parakeet  owners  are  exposed  to  the  antigenic 
stimulus  constantly.  The  disease  in  them  develops 
very  gradually,  and,  unfortunately,  some  degree  of 
permanent  fibrosis  usually  is  present  when  the 
syndrome  is  recognized. 

Treatment  is  not  a problem.  Most  cases  will 
make  a rapid  recovery  once  they  are  removed  from 
their  exposure.  If  the  pneumonitis  does  not  clear 
in  ten  to  fourteen  days,  a short  course  of  moderate- 
dosage  steroid  is  indicated. 

The  most  important  point  in  the  management  of 
hypersensitivity  pneumonitis  is  the  prevention  of 
recurrences.  The  best  advice  for  those  individuals 
in  whom  the  disease  develops  is  to  avoid  com- 
pletely further  exposure  to  the  specific  antigen. 
This  sounds  simple  but  is  often  extremely  dif- 
ficult. A farmer  may  find  it  impossible  to  change 
occupations.  The  pigeon  breeder  is  extremely  at- 
tached to  his  hobby  and  is  most  reluctant  to  give  it 
up.  If  these  individuals  decide  that  they  will  con- 
tinue their  particular  work  or  hobby,  the  physician 
must  provide  all  the  advice  possible  to  reduce  ex- 
posures. In  some  instances  an  effective  face  mask 
may  be  helpful,  and  in  others  just  avoiding  the 
dusty  jobs  may  be  enough  to  prevent  the  develop- 
ment of  disease. 

The  diagnosis  is  not  established  by  any  single 
procedure.  The  correlation  of  a careful  history 
with  all  the  laboratory  data  is  necessary.  A lung 
biopsy  can  provide  information  most  of  the  time  as 
to  the  general  type  of  pathologic  change.  In  some 
instances  the  specific  fungal  agent  has  been  cul- 
tured from  the  biopsy  specimen. The  most  sug- 
gestive laboratory  test  has  been  the  demonstration 
against  the  specific  antigen  by  antibodies  in  the 
patient’s  serum.  This  is  most  easily  done  in  agar 
gel  by  the  method  of  Ouchterlony,^  and  I refer 
again  to  the  list  of  antigens  in  Table  I. 

Pathogenesis 

Although  all  of  the  details  have  not  yet  been 
worked  out,  an  allergic  mechanism  is  thought  to  be 
operative  in  this  disea.se.  It  is  not  the  same  pro- 


cess as  occurs  in  urticaria,  hay  fever,  or  allergic 
asthma.  This  is  probably  another  example  of  “im- 
mune complex”  disease  similar  in  many  ways  to 
serum  sickness,  glomerulonephritis,  and  dis- 
seminated lupus.  The  production  of  hypersen- 
sitivity pneumonitis  in  an  animal  model,  the  mon- 
key, was  reported  in  1970,®  and  further  studies 
along  these  lines  should  be  very  revealing. 

In  the  lung,  this  mechanism  is  presumed  to  pro- 
ceed in  this  way:  In  some  individuals,  after  re- 

peated inhalation  to  certain  organic  dusts,  large 
amounts  of  immunoglobulin  G antibody  to  these 
antigens  develop.  At  some  exposure  in  which  the 
proportion  of  inhaled  antigen  is  in  the  proper  ratio 
to  the  specific  circulating  antibody,  soluble  anti- 
gen-antibody complexes  are  formed.  This  union 
activates  the  complement  system  which  then  at- 
tracts the  cellular  elements,  and  the  production  of 
a granuloma  is  started. 

Summary 

Hypersensitivity  pneumonitis  assumes  greater 
importance  today  than  ever  before.  It  has  been 
shown  to  occur  outside  the  usual  occupations  or 
hobbies  in  which  it  was  originally  described.  The 
precise  immunologic  mechanisms  involved  may  be 
fully  studied  now  that  an  animal  model  has  been 
developed.  Hypersensitivity  pneumonitis  should 
be  suspected  in  any  recurrent  pneumonia  with  or 
without  wheezing.  The  salient  clinical  signs  are 
recurrent  episodes  of  cough,  malaise,  progressive 
dyspnea,  and  weight  loss.  The  most  helpful  lab- 
oratory procedure  is  the  demonstration  of  serum 
antibodies  to  the  suspected  antigen. 

5930  Sharon  Woods  Boulevard 
Columbus,  Ohio  43229 
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The  problems  and  advantages  of  two  methods  of 
hemodialysis,  arteriovenous  shunts  and  arterio- 
venous fistulas,  are  discussed.  'The  basic  problem 
in  arteriovenous  shunts  is  clotting  and  thrombosis, 
but  the  newer  molded  shunts  may  help  to  decrease 
this  problem.  Another  disadvantage  of  the  shunt 
has  been  infection.  With  arteriovenous  fistulas 
there  is  less  need  for  as  many  operative  procedures, 
hut  more  technical  ability  is  required  to  get  a satis- 
factory fistula  than  needed  to  create  the  usual 
shunt.  Infections  are  rare,  but  hematomas  and  in- 
filtrations at  sites  of  needle  cannulation  can  become 
problems  with  arteriovenous  fistulas. 
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Considerable  experience  has  now  been  gained  in 
chronic  hemodialysis,  and  the  patient  population 
is  ever  increasing.  Renal  transplantation  has 
relieved  some  patients  of  the  need  for  dialysis,  but 
a significant  number  of  these  patients  again  re- 
quire dialysis  following  rejection.  Also,  with  the 
increase  in  cadaveric  renal  transplantation  many 
patients  require  hemodialysis  during  a period  of 
postoperative  renal  failure. 

The  two  most  significant  developments  as  far 
as  the  care  of  these  patients  in  recent  years  were, 
first,  the  original  description  by  Quinton,  Dillard, 
and  Scribner'  of  an  external  shunt  device  in  1960 
and,  then,  Brescia  et  ai's.-  description  of  the  inter- 
nal arteriovenous  fistula  for  dialysis  purposes  in 
1966.  Since  these  initial  reports,  numerous  modi- 
fications have  been  made.^"~  Considerable  exper- 
ience has  been  gained  in  many  centers  in  the  care 
and  treatment  of  patients  in  chronic  hemodialysis. 

This  report  is  concerned  with  the  experience 
at  our  center  in  managing  100  patients  with  chronic 
renal  failure  who  underwent  one  or  more  surgical 
procedures  related  to  hemodialysis  with  a shunt  or 
a fistula.  Many  additional  patients  were  dialyzed 
by  us  without  having  any  surgical  procedure  and 
have  been  excluded  from  this  study.  Because  we 


are  a referral  center  and  have  an  active  renal 
transplant  program,  a significant  number  of  pa- 
tients had  one  or  more  operative  procedures  re- 
lated to  hemodialysis  elsewhere.  Only  those  oper- 
ative procedures  performed  at  our  hospital  are 
included. 

Material 

This  study  comprised  100  patients  with  chronic 
renal  failure  who  underwent  one  or  more  surgical 
procedures  related  to  hemodialysis  at  The  New 
York  Hospital-Cornell  Medical  Center  during  the 
period  1962  to  1971.  The  age  distribution  of  the 
patients  is  illustrated  in  Table  I.  Over  75  per 
cent  of  the  patients,  it  will  be  noted,  were  in  the 
age  group  eleven  to  forty. 

Arteriovenous  shunts 

Most  of  our  operative  experience  has  been  with 
arteriovenous  shunts  using  Teflon  cannulas  and 
connectors  and  silastic  tubing.  Certain  improve- 
ments and  modifications  have  been  made  since 
the  original  by  Quinton,  Dillard,  and  Scribner.' 
Included  in  this  study  are  some  patients  who  had 
procedures  in  the  first  few  years  before  some 
of  these  improvements  occurred.  In  addition,  we 
are  just  beginning  to  use  the  molded  silicone  rub- 
ber cannula  and  tubing  shunts  that  have  recently 
been  distributed. 

TABLE  I.  100  Patients  with  chronic  renal  disease 
on  hemodialysis 

Ages  Number  of 

( Y ears)  Patients 


0 to  10 

4 

11  to  20 

23 

21  to  30 

33 

31  to  40 

22 

41  to  50 

12 

51  to  60 

4 

61  to  70 

2 

Total 

100 
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TABLE  II.  Arteriovenous  shunt  duration*  TABLE  III.  Arteriovenous  fistula  duration* 


Duration 

(Months) 

Number  of 
Patients 

Duration 

(Months) 

Number  of 
Patients 

<1 

45 

<1 

10 

1 to  3 

41 

1 to  3 

9 

3 to  12 

38 

3 to  12 

12 

>12 

7 

>12 

2 

* Average:  3.4  months.  * Average:  six  months,  excluding  6 that  were  technically  unsatisfac- 

tory. 


Our  operative  experience  with  300  arteriovenous 
shunts  is  as  follows:  129  shunts  were  inserted  in 

74  patients,  114  in  the  arm  and  15  in  the  leg;  48 
shunts  were  revised  in  33  patients;  120  shunts  were 
removed  in  75  patients,  47  of  which  were  post 
transplant,  62  were  clotted,  8 were  infected,  and  3 
developed  skin  erosion;  3 represented  unsuccessful 
attempts  at  shunt  insertion.  In  addition  to  the 
frequent  removal  of  shunts  because  of  clotting, 
there  were  numerous  instances  when  declotting 
of  a shunt  was  performed  by  physicians  or  dialysis 
nurses  with  catheters  and/or  by  the  use  of  fibrinol- 
ysin.  Most  of  the  revision  procedures  were  per- 
formed because  of  clotting  of  one  or  both  cannulas, 
although  in  some  cases  bleeding  around  the  can- 
nulas necessitated  surgical  intervention.  Infection 
usually  required  removal  of  the  shunt  rather  than 
any  attempt  at  revision. 

The  duration  of  the  shunts  is  shown  in  Table  II. 
The  average  shunt  duration  was  3.4  months,  al- 
though we  have  had  shunts  function  up  to  twenty- 
four  months.  Shunt  duration  is  defined  here  as 
that  period  for  which  the  shunt  functioned  until 
either  removal,  death  of  the  patient,  or  up  to  the 
present  time.  Therefore,  the  actual  duration  for 
all  of  our  shunts  is  not  truly  reflected  by  this  figure, 
since  a certain  number  of  them  are  still  functioning 
at  present. 

Arteriovenous  fistulas 

Our  operative  experience  with  44  arteriovenous 
fistulas  is  as  follows:  33  fistulas  were  created  in 

30  patients,  7 were  revised  in  6 patients,  and  4 were 
ligated  in  4 patients.  Although  we  have  had  fewer 
cases,  there  appears  to  be  less  need  for  as  many 
operative  procedures  per  patient  than  with  the 
shunts.  Of  the  fistulas  created  and/or  revised, 
6 of  them  did  not  function,  and  shunts  were  re- 
quired for  dialysis.  As  experience  has  been  gained 
by  tbe  surgical  staff  in  performing  these  procedures 
our  figures  have  improved.  We  have  preferred 
end-to-end  or  end-to-side  fistulas  rather  than  the 
side-to-side  type  originally  described  by  Brescia 
et  ai- 

I’he  duration  of  tbe  fistulas  is  shown  in  Table 
III.  Duration  is  taken  as  tbe  time  to  either  liga- 
tion, death,  or  the  present,  if  the  fistula  is  still 
functioning.  The  average  duration  of  these  fis- 
tulas, excluding  the  ones  that  did  not  function, 
has  been  six  months  to  the  present,  despite  the 


fact  that  our  follow-up  has  not  been  as  long  as  with 
the  shunts. 

Our  total  figures  include  344  procedures  for  the 
group  of  100  patients.  As  many  as  20  per  cent  of 
these  patients  have  had,  in  addition  to  our  own 
surgical  procedures,  one  or  more  operations  at 
other  institutions  which  are  not  included  in  this 
study.  Many  of  the  patients  will  require  proce- 
dures in  the  future.  These  figures  indicate  the 
large  number  of  procedures  per  patient. 

At  the  present,  our  belief  is  that  a fistula  should 
be  created  in  the  nondominant  arm  electively  for 
patients  who  require  chronic  hemodialysis.  If 
dialysis  is  needed  before  maturation  of  a fistula 
occurs,  a temporary  arteriovenous  sbunt  can  be 
created  in  the  other  arm  or  peritoneal  dialysis 
used.  We  have  recently  been  extremely  pleased 
by  the  performance  of  the  silastic  peritoneal 
catheters  of  Striker  and  Tenckoff.® 

Comnnent 

Since  experience  has  been  gained  by  various 
dialysis  centers,  the  problems  encountered  by  us 
have  generally  been  reported  by  other  groups. 
It  is  obvious  that  use  of  arteriovenous  fistulas  has 
not  answered  the  question.  It  is  also  evident  that 
more  technical  ability  is  required  to  get  a satis- 
factory fistula  than  that  needed  to  create  the  usual 
shunt.  The  basic  problem  related  to  the  use  of 
arteriovenous  shunts  has  been  that  of  clotting  and 
thrombosis.  This  is  directly  related  to  the  patho- 
logic changes  occurring  in  the  involved  vessels 
near  the  tip  of  the  cannula.  Proximal  stenosis 
and  fibrosis  occur  with  surface  necrosis  of  the  en- 
dothelial lining.  Many  people  have  advocated 
use  of  low-dose  anticoagulation  with  its  inherent 
risks.  We  have  used  it  on  occasion.  Use  of  the 
newer  molded  shunts  may  help  to  decrease  this 
problem.  Another  disadvantage  of  the  shunts  has 
been  infection  with  cellulitis,  septic  phlebitis, 
septic  embolism,  and  endocarditis.  In  addition, 
there  have  been  difficulties  with  skin  erosion  over 
the  buried  tubing,  bleeding  at  cannulation  sites, 
false  aneurysm  formation,  and  hemorrhage  from 
accidental  separation  of  the  two  limbs  of  the  shunt. 
In  a recent  review  Koran  et  al.'’  described  36  in- 
fections in  52  patients  with  shunts.  Removal  was 
required  in  8 cases.  Because  of  the  presence  of  a 
foreign  body,  the  interface  between  skin  and  the 
shunt  requires  constant  and  meticulous  attention 
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to  keep  this  area  clean  and  free  of  infection. 

There  is  considerable  variation  in  cannula  and 
shunt  duration  as  reported  by  various  centers. 
The  Seattle  group  were  able  to  obtain  a 14.3-month 
and  a 11.7-month  arterial  and  venous  cannula  life, 
respect ively.‘“  Several  other  groups  have  reported 
a value  around  seven  to  eight  months,"  and  Wilson 
et  a/.'"  found  a total  shunt  life  of  only  2.2  months. 
As  noted  previously,  our  figure  for  shunt  duration 
(not  cannula  life)  was  3.4  months.  However,  this 
figure  is  inordinately  low,  because  it  includes 
shunts  which  are  still  functioning  at  the  present 
time. 

With  the  arteriovenous  fistula  the  presence  of  a 
foreign  body  is  absent.  In  between  dialyses  the 
patient  is  generally  free  to  perform  activities  and 
bathe  without  worry.  There  are  difficulties  with 
clotting,  but  these  are  significantly  less  than  with 
shunts.  The  original  failure  rate  is  higher  than 
with  shunts,  but  increasing  experience  on  the  part 
of  the  operator  has  helped.  Infections  are  rare, 
but  hematomas  and  infiltrations  at  sites  of  needle 
cannulation  can  become  problems.  In  children 
the  fear  of  venipuncture  may  be  a deterrent  to  this 
method  of  dialysis. 

It  would  appear,  therefore,  that  continued  work 
for  a solution  to  the  hemodialysis  problem  is  in- 
dicated as  more  people  become  candidates  for 
dialysis  and  more  facilities  for  dialysis  and  trans- 
plantation become  available.  Our  results  point 
out  the  difficulties  that  have  existed  to  the  present 
time. 

Summary 

A series  of  100  patients  with  chronic  renal  failure 
on  whom  one  or  more  surgical  procedures  related 
to  hemodialysis  was  performed  at  our  institution 
is  reported.  The  majority  had  dialysis  with  an 


arteriovenous  shunt  of  the  Quinton-Dillard- 
Scribner  type,  and  more  recently  many  have  had 
creation  of  an  arteriovenous  fistula.  A total  of 
344  surgical  procedures  to  date  were  performed  at 
this  center  with  a significant  number  of  the  group 
having  additional  operations  elsewhere.  Some  of 
the  problems  and  advantages  of  both  methods  of 
hemodialysis  are  discussed,  and  the  need  for  fur- 
ther research  and  contributions  to  the  field  is 
emphasized. 
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CNS  (central  nervous  system)  disease  is  an  un- 
common but  important  complication  of  many 
viral  infections  of  man.  The  clinical  course,  mor- 
tality rate,  prognosis  for  complete  recovery,  and 
communicability  vary  widely  with  the  etiologic 
agent  involved.  A search  for  causative  viruses  is 
therefore  necessary  to  assess  the  risk  to  the  patient 
and  to  the  community.  The  laboratory  data,  to- 
gether with  epidemiologic  studies,  may  serve  as 
useful  guides  in  the  prevention  of  the  disease.  This 
article  presents  laboratory  findings  in  190  cases  of 
CNS  disease  in  relation  to  clinical  and  epidemio- 
logic data.  A wide  variety  of  viruses  are  involved 
in  the  etiology  of  CNS  infections  in  New  York 
State.  A striking  age  and  sex  dependence  is  noted. 
An  evaluation  of  the  effectiveness  of  the  reporting 
system  for  CNS  infections  in  New  York  State  and 
of  factors  influencing  the  efficiency  of  the  labora- 
tory diagnostic  procedures  is  included. 

*At  present  Infectious  Disease  Fellow,  New  Jersey  College  of 
Medicine  and  Dentistry,  Newark 


Materials  and  methods 

Patients  with  a clinical  diagnosis  of  encephalitis, 
meningoencephalitis,  abacterial  meningitis,  or 
postinfectious  encephalitis  were  investigated. 
Also  included  were  patients  whose  symptoms  in- 
dicated involvement  of  the  central  nervous  system 
but  who  could  not  readily  be  grouped  in  one  of  the 
four  categories.  The  onset  of  illness  was  between 
March  and  November,  1970. 

Specimens  from  149  patients  residing  in  New 
York  State,  exclusive  of  New  York  City,  were  sub- 
mitted by  the  attending  physicians  directly  to  our 
diagnostic  service.  This  group  of  patients  will 
be  referred  to  as  the  “routine  diagnostic  group.” 
Specimens  from  41  additional  patients  were  sub- 
mitted by  physicians  collaborating  with  the  office 
of  epidemiology  of  the  State  of  New  York  Depart- 
ment of  Health  in  a limited  encephalitis  surveil- 
lance in  six  counties:  Albany,  Schenectady,  Rock- 
land, Westchester,  Orange,  and  Onondaga.  This 
surveillance  was  to  monitor  for  outbreaks  of  CNS 
infections  and  to  serve  as  a pilot  study  aimed  at 
obtaining  faster  and  optimal  documentation  of 
such  cases.  Patients  in  this  group  will  be  referred 
to  as  the  “surveillance  group.”  The  total  number 
of  specimens  submitted  for  isolations  or  serology  or 
both  was  512  (Table  I). 

Technics  for  virus  isolation'  and  serologic 
studies,  complement  fixation,--'  hemagglutination 
inhibition,^  and  neutralization  tests-^-®  have  been 
described.  Antibody  for  measles,  mumps,  herpes 
simplex,  varicella,  lymphocytic  choriomeningitis, 
or  adenoviruses  was  determined  by  complement 
fixation  only.  Antibody  for  arboviruses  (Western 
equine  encephalomyelitis  virus.  Eastern  equine 
encephalomyelitis  virus,  St.  Louis  encephalitis 
virus,  Powassan  virus,  California  encephalitis 
virus,  and  Cache  Valley  virus  of  the  Bunyamwera 
group)  was  tested  by  one  or  more  of  the  three 
serologic  assay  methods. 

Results 

Diagnostic  findings  were  obtained  in  44  per  cent 
of  the  routine  diagnostic  group  and  in  10  per  cent 
of  the  surveillance  group  (Table  I).  The  seasonal 
occurrence  of  illness  with  CNS  symptoms  is  shown 
in  Table  II.  The  number  of  cases  reported  to  the 
office  of  epidemiology  increased  during  the  sum- 
mer months  and  reached  a peak  in  October.  An 
earlier  increase  occurred  in  the  number  of  patients 
from  whom  specimens  were  received  in  the  labora- 


TABLE  I.  Number  of  specimens  received  and  laboratory  procedures  applied 


Patient  Group 


Average  . Number  of  Patients  with  Specimens  for 

Number  Isolation  With 

Number . Specimens  Isolation  Serology  and  Diagnostic 

Patients  Specimens  per  Patient  Only  Only  Serology  Findings 


Routine-diagnostic 

149 

401 

2.7 

48 

33 

58 

66 

Surveillance 

41 

111 

2.7 

11 

5 

25 

4 

Totals 

190 

512 

2.7 

59 

38 

83 

70 
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In  a study  of  191)  New  York  State  residents  with 
central  nervous  system  involvement  in  suspected 
viral  infections,  diagnostic  findings  were  obtained 
in  70  patients.  Enteroviruses,  the  major  group  of 
pathogens,  were  found  in  48  cases.  In  the  younger 
age  group,  males  were  more  often  affected  than 
females,  and  among  older  adults,  women  were  more 
frequently  stricken  than  men.  Sixty-seven  per  cent 
of  all  cases  occurred  between  July  and  September, 
and  the  most  frequent  diagnoses  were  abacterial 
meningitis  and  encephalitis. 


tory.  Only  a few  cases  from  which  specimens  were 
submitted  for  virus  diagnostic  tests  were  reported 
to  the  office  of  epidemiology  nor  was  a laboratory 
confirmation  sought  in  all  reported  cases.  The 
high  incidence  of  infections  with  CNS  involve- 
ment corresponded  with  the  usual  seasonal  in- 
crease in  isolations  of  enteroviruses,  which  ap- 
peared to  be  the  major  pathogen  associated  with 
such  cases.  Among  these  enteroviruses  Echo  type 
3 was  the  most  common  followed  by  Echo  type  9. 
Both  types  were  widespread  throughout  the  State. 
Of  the  nonenteric  viruses,  mumps  was  the  most 
frequent  causative  agent.  It  failed  to  show  a 
varying  seasonal  distribution  during  the  period 
of  this  study.  Most  infections  occurred  in  children 
and  adolescents  (Table  III).  In  these  age  groups 
males  were  more  frequently  affected  than  females, 
but  in  adults  from  twenty-six  to  sixty  years  of  age 
the  reverse  was  observed.  Ten  of  the  12  mumps 
infections  were  in  children  under  ten  years  of  age. 
In  contrast,  the  activity  of  the  predominant  entero- 
virus, Echo  3,  was  demonstrated  in  all  age  groups. 

Table  IV  lists  the  signs  and  symptoms  supplied 
in  the  physicians’  notes.  Abacterial  meningitis 
was  diagnosed  in  over  40  per  cent  of  the  patients. 
The  highest  rate  of  diagnostic  findings  indicating 
a viral  etiology,  52  per  cent,  was  obtained  from  this 
group.  In  patients  with  the  same  clinical  diagnosis 
a wide  variety  of  viruses  were  involved  (Table  V). 
Of  particular  note  is  the  fact  that  in  all  mumps 
infections,  CNS  symptoms  occurred  without  signs 
of  parotitis.  The  only  arthropod-borne  virus  ob- 
served was  the  California  encephalitis  virus  for 
which  serologic  evidence  was  detected  in  2 children 


with  encephalitis.  Only  1 fatal  case  came  to  the 
attention  of  the  virus  laboratories;  the  diagnosis 
in  this  fifty-eight-year-old  female  was  encephalitis, 
and  a herpes  simplex  virus  was  cultured  from  the 
brain. 

Poliomyelitis  virus  was  isolated  from  3 patients 
(type  2-2  patients;  type  1-1  patient),  1 of  whom 
had  received  oral  trivalent  poliomyelitis  vaccine 
five  days  before  onset  of  illness.  The  second  pa- 
tient had  contact  with  a sibling  who  had  received 
the  oral  vaccine  three  weeks  prior  to  the  patient’s 
illness.  In  both  instances  the  strains  were  most 
probably  “vaccine  derived”  according  to  marker 
studies  performed  at  the  Center  for  Disease  Con- 
trol of  the  U.S.  Public  Health  Service,  Atlanta, 
Georgia.  The  same  findings  were  obtained  for  a 
type  2 strain  from  the  third  patient  in  whom  a con- 
tact with  oral  poliomyelitis  vaccine  was  not  estab- 
lished. 


TABLE  II.  Monthly  reported  cases  of  central  nervous  system  disease  and  cases  studied  by  laboratory  methods 

Number  of  Patients 

Reported  With 

Reported  and  with  Total  with  Laboratory 

1970  by  Laboratory  Laboratory  Diagnostic  Agents  Indicated  (Number  of  Cases) • 


Month 

Physician* 

Studies 

Studiesf 

Findings 

Enteroviruses 

Other 

March 

7 

0 

6 

4 

Mumps  (4) 

April 

8 

0 

3 

0 

May 

6 

1 

11 

1 

Mumps  (1) 

June 

7 

1 

24 

4 

Echo  3 (1);  Polio  1 (1) 

Mumps  (2) 

July 

12 

2 

33 

11 

Echo  3 (1),  Echo  6 (1),  Echo  9 (1), 

Mumps  (3), 

Echo  18  (1),  Echo  25  (1); 

adeno  7 (1), 

Coxsackie  B2  (1) 

varicella  (1) 

August 

18 

3 

56 

27 

Echo  3 (12),  Echo  4 (2),  Echo  9 (5), 

Herpes  simplex 

Echo  14  (1),  Echo  20  (1),  Echo 

(1);  adeno  3 

30  (1);  Coxsackie  A6  (1),  Cox- 
sackie A9  (1),  Coxsackie  B3  (1) 

(1) 

September 

18 

3 

30 

10 

Echo  3 (1),  Echo  9 (1),  Echo  14  (1), 

Herpes  simplex 

Echo  30  (2);  Coxsackie  B3  (1), 

(1);  California 

Polio  2 (1) 

encephalitis  (2) 

October 

63 

6 

20 

11 

Echo  3 (6),  Echo  5 (1) 

Adeno  (1), 

mumps  (2), 
herpex  simplex 

(1) 

November 

12 

1 

7 

2 

Polio  2 (1) 

Herpes  simplex 

(1) 

Totals 

151 

17 

190 

70 

* Postinfectious  encephalitis,  encephalitis,  and  aseptic  meningitis, 
t By  month  of  onset. 
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TABLE  III.  Virus  diagnostic  finding  by  age  and  sex  of  the  patient 

. Number  of  Patients • 

Age  With  Laboratory 

Group  Diagnostic  • Agents  Indicated  (Number  of  Cases) 

(Years)  Sex  Total  Findings  Enteroviruses  Other 


0-5 

M 

25 

13 

Echo  3 (3),  Echo  9 (2),  Echo  20  (1); 
Polio  1 (1),  Coxsackie  A6  (1) 

Mumps  (3),  Adeno  3 (1),  adeno  7 

(1) 

0-5 

F 

11 

5 

Echo  3 (1),  Echo  5 (1),  Echo  6 (1), 
Echo  25  (1) 

Herpes  simplex  (1) 

6-10 

M 

35 

22 

Echo  3 (6),  Echo  9 (2),  Echo  14  (1); 
Coxsackie  A9  (1),  Coxsackie  B3 
(1),  Polio  2 (1) 

Mumps  (7),  adeno  (1),  California 
encephalitis  virus  (2) 

6-10 

F 

5 

1 

Echo  9 (1) 

11-15 

M 

23 

7 

Echo  3 (3),  Echo  9 (2),  Echo  4 (1); 
Polio  2 (1) 

11-15 

F 

8 

2 

Echo  3 (1) 

Herpes  simplex  (1) 

16-20 

M 

16 

3 

Echo  4 (1),  Echo  14  (1),  Echo  18  (1) 

16-20 

F 

7 

1 

Echo  3 (1) 

21-25 

M 

7 

2 

Echo  3 (1) 

Varicella  (1) 

21-25 

F 

4 

0 

26-30 

M 

3 

1 

Echo  3 (1) 

26-30 

F 

8 

5 

Echo  3 (2),  Echo  30  (1);  Coxsackie 
B2  (1),  Coxsackie  B3  (1) 

31-60 

M 

8 

1 

Echo  3 (1) 

31-60 

F 

17 

4 

Echo  30  (2) 

Mumps  (1);  Herpex  simplex  (1) 

Over  60 

M 

3 

0 

Over  60 

F 

4 

1 

Herpex  simplex  (1) 

Unknown 

Totals: 

M 

F 

6 

120 

64 

2 

49 

19 

Echo  3 (1) 

Mumps  (1) 

TABLE  IV.  Clinical  signs  or  symptoms  and  diagnostic 
classifications  in  190  patients  with  involvement  of 
central  nervous  system 


Condition 

Number  of 
Patients 
Total 

Number  of 
Diagnostic 
Findings 

Symptom 

Fever 

101 

21 

Headache 

80 

20 

Nuchal  rigidity 

53 

14 

Nausea,  vomiting 

41 

17 

Convulsions 

24 

8 

Coma 

9 

4 

Rash 

3 

1 

Diagnosis 

Encephalitis 

51 

16 

Meningoencephalitis 

16 

3 

Abacterial  meningitis 

75 

39 

Postinfection  encephalitis 

1 

1 

Diagnostic  serologic  findings,  that  is,  fourfold 
or  greater  antibody  rises,  were  obtained  in  17  pa- 
tients in  complement  fixation  or  hemagglutination 
inhibition  tests:  California  encephalitis  virus, 

2;  adenovirus,  1;  herpes  simplex,  3;  mumps,  10; 
varicella,  1;  and  in  53  patients  by  isolation.  In 
several  patients  virus  was  recovered  from  each  of 
2 or  3 specimens.  For  virus  isolation,  stool  was 
the  most  commonly  submitted  sample.  Entero- 
and  adenoviruses  were  isolated  from  fecal  speci- 
mens. Isolation  attempts,  however,  were  also 
successful  from  throat  swabs:  mumps,  1;  Echo  3, 
1;  Echo  9,  1;  Coxsackie  A9,  1;  from  cerebrospinal 
fluid:  mumps,  1;  Echo  3,  4;  Echo  4,  1;  Echo  5,  1; 
Echo  9,  3;  Coxsackie  A9,  1;  and  from  autopsy  ma- 
terial: brain  (herpes  simplex). 

The  possibility  that  a viral  agent  was  a passenger 


TABLE  V.  Virus  diagnostic  findings  by  diagnosis  of  patient* 

Viruses  Indicated  as  Etiologic  Agent 

Diagnosis  Enteroviruses  Other 


Encephalitis 


Echo  3 (3),*  Echo  9 (1),  Echo  30  (2);  Coxsackie  A9 
(1),  Coxsackie  B2  (1),  Coxsackie  B3  (1) 


M eningoencephalitis 
Abacterial  meningitis 


Postinfectious  encephalitis 
Other 


Echo  9 (1) 

Echo  3 (16),  Echo  4 (2),  Echo  5 (1),  Echo  6 (1),  Echo  9 
(2),  Echo  14  (2),  Echo  18  (1),  Echo  25  (1),  Echo  30 
(1);  Coxsackie  A6  (1),  Polio  2 (1) 

Echo  3 (1) 

Echo  3 (1),  Echo  9 (3),  Echo  20  (1);  Coxsackie  B3  (1), 
Polio  1 (1),  Polio  2 (1) 


♦ Figuren  in  parenthesen  indicate  number  of  cases. 


Adeno  (1),  mumps  (2), 
herpes  simplex  (4), 
California  encephalitis  (2) 
Mumps  (1),  varicella  (1) 
Mumps  (9),  adeno  3 (1) 


Adeno  7 (1) 
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and  not  the  etiologic  factor  must  be  considered 
when  isolation  is  successful  only  from  stool  or 
throat  swabs.  Such  findings  are  therefore  inter- 
preted as  presumptive  diagnoses.  Cases  with 
virus  isolation  from  cerebrospinal  fluid  or  brain  or 
with  fourfold  or  greater  antibody  rises  are  con- 
sidered as  confirmed  diagnoses.  In  our  study  29 
patients  had  confirmed  and  41  had  presumptive 
diagnoses. 

Comment 

Epidemiologic  and  virologic  observations  during 
1970  demonstrated  the  endemic  occurrence  in  New 
York  State  of  a number  of  neurotropic  viruses, 
most  of  them  belonging  to  the  enterovirus  group. 
Although  the  infection  usually  appeared  to  end 
in  full  recovery  without  residual  brain  damage, 
“silent”  brain  lesions  cannot  be  ruled  out,  and 
their  consequences  may  not  be  recognized  im- 
mediately. Identification  of  the  etiologic  agent 
and  continued  follow-up  frequently  provides  in- 
formation required  in  evaluating  such  cases.  An 
efficient  reporting  system  and  optimal  utilization 
of  available  laboratory  services  are  obviously 
essential.  The  discrepancies  between  the  number 
of  cases  reported  per  month  and  the  number  of 
patients  with  laboratory  studies,  as  well  as  the 
apparent  delays  in  reporting,  suggest  that  these 
prerequisites  for  the  full  assessment  of  the  role  of 
neurotropic  viruses  in  human  CNS  disease  have 
not  yet  been  achieved.  Optimal  collaborative 
surveillance  of  CNS  infection  will  also  allow  early 
recognition  of  the  occurrence  of  particularly 
hazardous  viruses  such  as  certain  arboviruses. 

The  striking  differences  in  the  ratios  of  diag- 
nostic findings  in  the  routine  group  as  compared 
with  the  surveillance  group  cannot  be  explained  on 
epidemiologic  grounds  since  the  groups  did  not 
differ  in  age,  sex,  geographical,  or  seasonal  distri- 
bution. Possibly  “borderline”  cases  have  been 
more  frequent  with  the  surveillance  group.  Also, 
technical  factors  may  have  been  responsible  for  the 
differences.  For  instance,  of  the  isolation  speci- 
mens in  the  surveillance  group  only  20  per  cent 
were  received  in  the  laboratories  within  two  days 
after  collection,  and  their  average  time  in  transit 
was  thirteen  days.  These  figures  compare  with 
46  per  cent  and  3.3  days  for  the  specimens  in  the 
routine  diagnostic  group.  Furthermore,  in  the 
routine  diagnostic  group  15  virus  isolations  were 
obtained  from  cerebrospinal  fluid  and  throat  swabs 
received  frozen.  Such  specimens  were,  however. 


submitted  from  only  2 patients  in  the  surveillance 
group. 

The  over-all  diagnostic  rate  in  both  groups  was 
37  per  cent  in  patients  with  clinical  diagnosis  of 
CNS  disease.  Early  clinical  diagnosis,  improved 
methods  of  collection,  handling,  and  testing  of 
specimens  may  further  increase  the  chance  of 
confirming  a viral  etiology.  A closer  collabora- 
tion and  improved  communication  between  at- 
tending physicians,  virologists,  and  epidemiolo- 
gists is  essential  in  the  diagnosis  and  management 
of  these  infections,  which  constitute  one  of  the  im- 
portant public  health  problems. 

Summary 

One  hundred  ninety  patients  with  central  ner- 
vous system  involvement  in  suspected  viral  in- 
fections were  studied  between  March  and  Novem- 
ber, 1970;  all  were  residents  of  New  York  State, 
exclusive  of  New  York  City.  In  70  patients  diag- 
nostic findings  were  obtained.  Enteroviruses,  the 
major  group  of  pathogens,  were  found  in  48  cases. 
Other  viruses  involved  included  herpes  simplex, 
4;  mumps,  12;  California  encephalitis,  2;  varicella, 
1;  and  adenovirus,  3.  Males  up  to  age  twenty-five 
were  more  often  affected  than  females,  and  among 
older  adults,  women  were  more  often  affected  than 
men.  Sixty-seven  per  cent  of  all  cases  occurred  be- 
tween July  and  September.  The  most  frequent 
diagnoses  were  abacterial  meningitis,  75  cases,  and 
encephalitis,  51  cases.  One  fatal  case  was  observed 
from  which  herpes  virus  was  isolated.  The  impor- 
tance of  close  collaboration  between  physician, 
virologist,  and  epidemiologist  is  stressed. 
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ULCERATIVE 

PROCTOSIG- 

MOIDITIS 

Course  and  prognosis 

RICHARD  G.  FARMER.  M.D.* 

Cleveland,  Ohio 

From  the  Department  of  Gastroenterology,  The  Cleveland 
Clinic  Foundation 


Determination  of  the  prognosis  in  chronic  ul- 
cerative colitis,  a disease  characterized  by  remis- 
sions and  exacerbations,  is  difficult.  An  interest- 
ing group  of  patients  are  those  in  whom  the  inflam- 
matory changes  are  confined  to  the  rectum  and  sig- 
moid flexure.  Roentgenograms  of  the  colon  after 
barium  enema  show  normal  results,  and  sigmoido- 
scopic  findings  are  indistinguishable  from  those  of 
patients  with  chronic  ulcerative  colitis  involving 
the  entire  colon.  Inflammatory  changes  are  dif- 
fuse and  uniform,  with  granularity  and  friability 
of  the  mucosa,  and  can  be  readily  differentiated 
from  findings  in  transmural  colitis  (regional  enteri- 
tis, Crohn’s  disease  of  the  colon)  in  the  vast  ma- 
jority of  cases. 

Clinical  data 

Two  groups  totaling  193  patients  with  ulcerative 
proctosigmoiditis  seen  at  the  Cleveland  Clinic  have 
been  studied.  In  the  first  group  were  patients  for 
whom  the  diagnosis  was  made  from  1950  through 
1963  and  for  whom  there  was  a mean  follow-up 
period  of  6.2  years.  In  this  group  were  124  pa- 
tients, 78  men  and  46  women.  The  second  group 
included  69  patients,  44  men  and  25  women,  for 
whom  the  diagnosis  was  made  from  1964  through 
1966;  there  was  a mean  follow-up  period  of  two  and 
one-half  years. 

All  patients  had  rectal  bleeding,  mild  or  no  diar- 
rhea, and  few  other  symptoms.  Only  2 had  ar- 

Presented  at  the  IG.’ith  Annual  Meeting  of  the  Medical  So- 
ciety of  the  State  of  New  York,  New  York  City,  Section  on 
Gastroenterology  and  Proctology,  February  1.5,  1971. 
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thritis,  and  1 had  erythema  nodosum.  None  had 
pyoderma  gangrenosum  or  severe  systemic  symp- 
toms. Results  of  proctosigmoidoscopic  examina- 
tion were  typical  for  ulcerative  colitis  in  all  in- 
stances. It  was  often  difficult  to  determine  the  up- 
per extent  of  disease  because  of  spasm,  but  roent- 
genograms of  the  colon  revealed  normal  findings  in 
all  instances.  Among  the  193  patients  the  recto- 
sigmoid was  involved  in  105  at  least  15  cm.  from 
the  anal  verge.  Proctitis  was  limited  to  a more  re- 
stricted area  in  88  instances;  a clear  upper  limit 
could  be  visualized  sigmoidoscopically  with  nor- 
mal mucosa  above.  Patients  were  somewhat  older 
at  the  time  of  diagnosis  than  usual  in  ulcerative 
colitis;  140  were  over  age  thirty,  and  43  were  over 
age  fifty.  The  mean  age  was  forty  years. 

Among  the  124  patients  in  the  1950  to  1963 
group,  the  mean  duration  of  symptoms  was  three 
years,  but  the  majority  of  patients  (76)  had  con- 
tinuous symptoms  for  less  than  six  months.  Six- 
teen patients  had  undergone  previous  hemorrhoid- 
ectomy, presumably  for  rectal  bleeding  secondary 
to  proctosigmoiditis.  Various  therapeutic  pro- 
grams were  employed,  and  some  type  of  medicated 
retention  enema  was  used  during  the  entire  period 
of  this  study.  Prior  to  1960,  succinylsulfathiazole 
was  used,  and  later  various  corticosteroid  agents 
were  employed.  A long-term  follow-up  study 
demonstrated  that  recurrences,  although  fre- 
quent, usually  were  mild.  At  the  time  the  infor- 
mation was  obtained,  64  of  the  120  patients  were 
asymptomatic.  Only  4 were  lost  to  follow-up. 

Extension  of  disease  proximally  had  occurred  in 
20  patients  of  the  120  followed,  and  the  entire  colon 
had  become  involved  in  14.  Ten  patients  under- 
went operations  for  colitis,  all  within  five  years  of 
original  diagnosis.  Five  patients  experienced  sud- 
den worsening  of  the  disease  accompanied  by  fe- 
ver, abdominal  distention,  severe  diarrhea,  and 
bleeding-“toxic  dilatation”  of  the  colon.  Two  pa- 
tients were  operated  on  for  carcinoma  of  the  colon. 
In  1 instance  carcinoma  occurred  approximately 
twelve  years  after  the  onset  of  colitis.  The  disease 
had  extended  to  involve  the  entire  colon,  and  car- 
cinoma was  located  in  the  transverse  colon.  The 
other  patient  had  carcinoma  of  the  sigmoid  flexure 
discovered  one  year  after  the  diagnosis  of  ulcerative 
proctitis  and  was  in  an  area  not  involved  with  in- 
flammatory disease;  it  appeared  to  be  coinci- 
dental. 

Among  the  patients  in  1964  to  1966  group, 
the  mean  duration  of  symptoms  was  two  years, 
but  32  of  the  69  patients  had  onset  of  rectal  bleed- 
ing less  than  six  months  prior  to  diagnosis.  Thera- 
py with  corticosteroid  enemas  only  was  used  for  27 
patients,  with  complete  resolution  of  symptoms 
and  sigmoidoscopic  findings  in  20.  Six  patients 
have  been  lost  to  follow-up.  Of  the  63  followed, 
45  have  become  asymptomatic  and  have  normal 
sigmoidoscopic  findings.  After  initial  therapy. 
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A statistical  analysis  of  the  course  of  proctosigmoid- 
itis in  193  patients  and  a review  of  treatment  are 
outlined.  A separate  study  of  15  patients  were 
undertaken  to  evaluate  the  therapeutic  effectiveness 
of  hydrocortisone  enemas.  The  conclusions  arrived 
at  from  this  investigation  were  that  ulcerative  colitis 
confined  to  the  rectum  and  sigmoid  flexure  is  a more 
benign  process  than  when  the  entire  colon  is  in- 
volved and  that  hydrocortisone  enemas  achieve  a 
clinically  satisfactory  therapeutic  response. 


20  patients  had  some  recurrence  of  rectal  bleeding 
which  was  generally  mild.  Progression  of  disease 
has  occurred  in  3 patients.  The  entire  colon  was 
involved  in  2 instances,  and  colectomy  was  re- 
quired for  1 patient. 

Therapeutic  effect  of  hydrocortisone 

Despite  the  use  of  hydrocortisone  enemas  in  the 
treatment  of  ulcerative  colitis  for  over  a decade, 
controversy  remains  as  to  whether  the  effect  is 
related  solely  to  systemic  absorption  or  to  a “local” 
effect.  We  conducted  a separate  study  to  evaluate 
the  therapeutic  effectiveness  of  hydrocortisone 
enemas  and  to  relate  the  clinical  response  to  the 
degree  of  steroid  absorption  and  adrenal  suppres- 
sion following  treatment.  Fifteen  patients  were 
studied;  none  had  received  any  form  of  cortico- 
steroid for  at  least  one  year.  All  had  diarrhea  and 
rectal  bleeding  of  a moderate  degree  of  severity, 
sigmoidoscopic  evidence  of  active  colitis,  and  dis- 
ease involving  the  distal  colon  only.  Flach  received 
100  mg.  of  hydrocortisone  alcohol  or  acetate 
enemas  once  daily  for  twenty-one  consecutive  days 
and  no  other  therapy.  A metyrapone  (Metopirone) 
test  for  adrenal  responsiveness  was  performed  be- 
fore and  after  treatment,  and  hydrocortisone  ab- 
sorption during  treatment  was  assessed  by  measur- 
ing urinary  17-hydroxycorticoid  excretion.  All 
had  normal  17-hydroxycorticoid  excretion  before 
treatment  (range  1.6  to  5.7  mg.  per  twenty-four 
hours),  and  all  had  normal  responses  to  metyra- 
pone (average  threefold  increase  in  17-hydroxy- 
corticoid excretion)  before  treatment. 

The  clinical  response  after  six  weeks  was  “excel- 
lent” for  6 patients  (no  symptoms  and  normal  re- 
sults of  sigmoidoscopic  examination),  “good” 
for  5 (no  symptoms;  minimal  sigmoidoscopic  find- 
ings), “fair”  for  1 (improved),  and  “poor”  for  3 
(hospitalized;  surgery  not  required).  Follow-up  for 
up  to  two  years  has  demonstrated  only  3 mild  re- 
currences, and  the  others  are  asymptomatic. 

During  the  period  of  treatment,  urinary  excre- 
tion of  17-hydroxycorticoid  was  higher  than  the 
original  base  line  for  12  of  the  15  patients,  indicat- 
ing absorption  through  the  rectal  mucosa  (range: 
7 to  12  mg.  per  twenty-four  hours)  equivalent  to 
30  to  50  per  cent  of  the  administered  dose.  To 
serve  as  controls,  5 patients  with  Addison’s  dis- 
ease had  urinary  17-hydroxycorticoid  excretion  of 
20  to  30  mg.  per  twenty-four  hours  while  on  oral 
doses  of  100  mg.  of  hydrocortisone  daily.  Follow- 
ing treatment,  6 patients  had  17-hydroxycorticoid 
excretion  lower  than  the  base  line,  indicative  of 
adrenal  suppression  (range:  0.9  to  2.8  mg.  per 
twenty-four  hours),  but  14  of  the  15  patients  had 
normal  responses  to  the  post-treatment  metyra- 
pone test,  demonstrating  complete  adrenal  re- 
covery of  responsiveness  in  less  than  seventy-two 
hours. 


Therefore,  we  found  hydrocortisone  enemas 
achieved  a clinically  satisfactory  therapeutic  re- 
sponse in  ulcerative  colitis;  the  effect  was  not  re- 
lated to  the  degree  of  steroid  absorption  or  of  adre- 
nal suppression  found.  The  effect  appears  to  be 
different  from  that  of  oral  therapy  in  localized, 
distal  disease  and  also  appears  to  have  an  effect 
on  the  rectal  mucosa  itself.  Moderate  absorption 
of  steroid  occurs  through  the  rectal  mucosa  in  ul- 
cerative colitis,  but  this  results  in  only  temporary 
adrenal  suppression  followed  rapidly  by  normal 
return  of  function.  It  is  concluded  that  hydrocor- 
tisone enemas  have  a significant  place  in  the 
treatment  of  ulcerative  colitis  and  are  the  treat- 
ment of  choice  in  ulcerative  proctosigmoiditis. 

Conclusions 

The  conclusion  from  this  study  is  that  ulcerative 
colitis  confined  to  the  rectum  and  sigmoid  flexure 
is  a more  benign  process  and  has  a better  prognosis 
than  ulcerative  colitis  involving  the  entire  colon. 
The  sigmoidoscopic  and  histologic  features  are 
indistinguishable  from  (mucosal)  ulcerative  coli- 
tis, and  can  be  differentiated  from  transmural 
colitis  (Crohn’s  disease)  in  virtually  all  instances. 
The  disease  process  may  ‘extend  to  the  rectosig- 
moid or  be  sharply  localized  to  the  rectum;  in  both 
situations  roentgenograms  of  the  colon  after  bar- 
ium enema  reveal  normal  findings.  Perianal  dis- 
ease is  not  a typical  finding  in  ulcerative  proctosig- 
moiditis. While  recurrences  of  rectal  bleeding  are 
common,  response  to  topical  steroid  therapy  is 
usually  satisfactory  and  is  unrelated  to  absorp- 
tion. Extension  of  disease  to  involve  the  entire 
colon  occurs  in  less  than  10  per  cent  of  patients 
and  did  so  in  16  of  the  193  patients  followed  in  our 
series.  In  all  instances  extension  occurred  within 
the  first  two  years  after  diagnosis.  Because  of  the 
clinical  and  proctosigmoidoscopic  similarity,  we 
believe  that  ulcerative  proctosigmoiditis  is  a var- 
iant of  ulcerative  colitis  but  with  a good  prognosis 
in  90  per  cent  of  cases. 

Cleveland  Clinic 
Cleveland,  Ohio  44106 
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TABLE  I.  Preoperative  diagnosis 


PELVIC 

LAPAROSCOPY 

S.  THEODORE  HORWITZ.  M.D. 

Manhasset,  New  York 

From  the  Division  of  Obstetrics  and  Gynecology, 
North  Shore  Hospital 


Although  laparoscopy  is  a new  procedure  to 
many  physicians,  in  reality,  it  has  been  in  use 
for  over  sixty  years.  The  history  of  this  fascinating 
procedure  has  been  well  reviewed  and  will  not  be 
the  subject  of  this  report. 

Material 

Since  March,  1968,  when  we  performed  our  first 
laparoscopy,  until  October,  1970,  we  have  per- 
formed the  procedure  on  182  patients.  All  pa- 
tients had  gynecologic  complaints  preoperatively. 
They  ranged  in  age  from  fifteen  to  eighty-five 
years,  and  only  1 patient  had  any  significant  gen- 
eral medical  problem  which  caused  her  to  be 
classified  as  a poor  risk  for  general  anesthesia. 
As  a result,  in  this  latter  case  surgery  was  per- 
formed under  local  anesthesia  with  satisfactory 
results. 

Table  I summarizes  our  indications  for  lapa- 
roscopy. As  in  other  studies,  this  highly  selected 
group  represents  the  orientation  of  physicians  at 
an  individual  institution  and  is  not  indicative  of 
the  relative  value  of  laparoscopy  in  various  condi- 
tions. Consequently,  over  one  quarter  of  the  group 
were  operated  on  for  a possible  ectopic  pregnancy. 
Another  factor  leading  to  the  selection  of  patients 
was  our  feeling  with  the  first  30  that  only  patients 
who  would  require  laparotomy  in  the  absence  of 
the  laparoscope  or  the  culdoscope  as  a diagnostic 
aid  should  undergo  laparoscopy.  We  have  modi- 
fied our  views,  but  still  believe  this  to  be  some- 
what true,  in  that  this  is  not  a procedure  to  be 
compared  to  a simple  venipuncture  and  should  be 
reserved  for  selected  patients.  However,  there  is 
unquestioned  value  for  laparoscopy  alone  as  a 
diagnostic  and  therapeutic  procedure. 


Number 


Diagnosis 

of  Cases 

Per  Cent 

Ectopic  pregnancy 

50 

27.5 

Chronic  and/or  acute  pelvic  pain 

35 

19.3 

Ovarian  cyst  or  tumor 

29 

15.9 

Adnexal  mass 

27 

14.9 

Infertility 

22 

12.1 

Endometriosis 

16 

8.7 

Ovarian  dysgenesis 

3 

1.6 

Equipment 

A great  variety  of  instruments  currently  in  use 
are  equipped  with  a complex  optical  system. 
Their  current  design  has  evolved  over  the  past  few 
decades,  and  they  are  a far  cry  from  the  simple 
speculum  Ott  introduced  through  a culpotomy 
incision  in  1901. 

The  addition  of  fiber  optics  to  endoscopy  has 
significantly  improved  visualization.  At  present 
the  instruments  utilizing  this  and  available  in  the 
United  States  are  the  Ruddock  type  fiberoptic 
laparoscope*  and  the  Wolf/Frangenheim  type.f 
They  can  both  be  obtained  with  a 10-mm.  diame- 
ter and  a 180-degree  angle  of  view  which  we  believe 
to  be  the  most  useful  for  pelvic  laparoscopy.  The 
effective  length  of  both  is  over  25  cm.  which  per- 
mits views  of  the  entire  peritoneal  cavity  when 
using  a periumbilical  puncture  site  for  introduction 
of  the  laparoscope.  Both  laparoscopes  can  be  used 
with  the  standard  ACMI  fiber  optic  light  box  sup- 
plying a 150-watt  concentrated  light  source.  With 
the  proper  attachments**  good  photographs  can  be 
obtained  with  this  light  source;  however  a 1,000- 
watt  source  is  recommended  for  more  professional 
photolaparoscopy. 

Technic 

All  but  12  patients  underwent  laparoscopy  under 
general  anesthesia.  For  pelvic  laparoscopy  we 
believe  this  to  be  the  most  satisfactory  method. 
In  the  presence  of  a significant  pneumoperitoneum, 
and  with  the  patient  in  a steep  Trendelenburg 
position,  the  only  way  of  insuring  adequate  ven- 
tilation is  with  a properly  administered  general 
anesthetic  and  good  relaxation  of  the  abdominal 
wall  muscles. 

We  employed  the  inferior  margin  of  the  umbili- 
cus as  the  site  for  a semilunar  incision.  This  is 
the  site  described  by  Thoyer-Rozat^  and  Frangen- 
heim.^  Using  the  Ruddock-type  pneumoperi- 
toneum needle  and  an  automatic  pressure  regu- 
lator (Eder),  2/2  to  3 L.  of  carbon  dioxide  are  intro- 
duced into  the  peritoneal  cavity,  depending  on  the 
patient’s  size.  Following  creation  of  the  pneumo- 
peritoneum, the  larger  trocar  and  laparoscope  are 

* American  Cystoscope  Makers  (ACMI). 

t Eder  Instruments  Company,  Chicago,  Illinois;  and  AGA 
Instrument  Company. 

**  Available  from  Eder  Instruments  Company,  Chicago, 
Illinois. 
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Laparoscopy  under  general  anesthesia  was  per- 
formed on  182  patients  with  gynecologic  complaints. 
There  were  no  deaths  and  no  significant  morbidity, 
and  118  of  the  patients  were  spared  the  necessity  of 
a laparotomy,  either  because  the  diagnosis  was 
made,  changed,  or  no  pathologic  condition  was 
found.  In  only  1 case  was  it  felt  that  the  procedure 
was  of  no  value.  Equipment  and  technic  for  lap- 
aroscopy are  described. 


TABLE  II.  Postoperative  diagnosis 


Diagnosis 

Number 
of  Cases 

I’er  Cent 

Ovarian  cyst  (including  polycystic 

ovary) 

29 

15  9 

Endometriosis 

29 

15.9 

Acute  or  chronic  pelvic 

inflammatory  disease 

26 

14  4 

Ectopic  pregnancy  (tubal) 

26 

14.3 

Myoma  uteri 

22 

12.1 

Adhesions 

13 

7.1 

Ovarian  dysgenesis 

1 

0.5 

Hy|X)pituitarism  (presumptive) 

1 

0 5 

No  pathologic  condition 

35 

19.3 

introduced  through  the  same  incision  and  observa- 
tion is  carried  out.  As  an  aid  in  visualization  the 
Trendelenburg  position  is  essential.  We  also  have 
employed  a graduated  3-mm.  probe  introduced 
through  a separate  4-mm.  trocar  in  the  midline 
at  the  level  of  the  pubic  hairline.  This  latter  lo- 
cation is  relatively  safer  than  either  lower  quad- 
rant and  permits  much  easier  manipulation  of  all 
the  pelvic  structures. 

Results 

During  the  course  of  the  entire  study  period, 
both  in  the  initial  learning  phase  as  well  as  later 
on  when  we  were  more  adept  at  the  technic,  we 
avoided  all  significant  morbidity.  Table  II  sum- 
marizes our  findings  at  laparoscopy.  The  clinical 
diagnosis  of  ectopic  pregnancy  will  be  noted  to 
have  been  correct  in  only  52  per  cent  of  cases. 
This  is  in  line  with  many  other  studies  on  ectopic 
pregnancy  and  slightly  above  average.  We  believe 
this  represents  a proper  clinical  sensitivity  to  this 
potentially  serious  problem.  Fortunately,  the  use 
of  laparoscopy  has  permitted  us  to  avoid  surgery 
in  48  per  cent  of  these  patients. 

Minor  complications  consisted  of  subcutaneous 
emphysema  in  15  patients,  and  shoulder  pain  for 
twenty-four  hours  in  65  patients  and  for  forty- 
eight  hours  in  3 patients.  We  list  these  for  com- 
pleteness, but  they  are  of  really  little  consequence. 
As  for  major  complications,  there  are  only  two 
which  should  be  considered,  and  no  deaths  or  sig- 
nificant morbidity  resulted.  In  1 case  the  patient 
was  poorly  aerated  under  anesthesia  and  developed 
anoxia  with  transient  cardiac  arrhythmia.  This 
was  promptly  corrected  and  there  were  no  seque- 
lae. In  another  patient  clinical  evidence  of  medi- 
astinal emphysema  was  noted,  although  she  was 
asymptomatic.  This  cleared  spontaneously  and 
required  no  therapy  other  then  observation. 

It  is  generally  agreed  that  the  mortality  rate 
with  laparoscopy  is  extremely  low’.  In  reviewing 
over  35,000  cases  we  have  found  the  rate  to  be 
approximately  0.2  per  cent.^  K the  statistics 
are  revised  to  include  only  gynecologic  patients, 
enjoying  the  advantages  of  favorable  age,  health, 
and  modern  technics,  the  mortality  rate  in  the 


more  recent  publications  approaches  zero/ 
These  excellent  results  can  be  continued  with  the 
proper  screening  of  patients  and  training  of  the 
endoscopist. 

Comment 

The  greatest  shortcoming  of  laparoscopy  is  not 
truly  in  the  procedure  as  in  the  expectations  of 
the  uninitiated.  There  is  no  question  that  lapa- 
roscopy cannot  replace  the  need  for  exploratory 
laparotomy  for  all  patients.  The  two  cannot  be 
equated,  and  the  one  does  not  preclude  the  other. 
This  discussion  should  be  set  aside  once  and  for 
all  so  that  the  gynecologist  can  explore  the  enor- 
mous potential  of  laparoscopy  in  the  diagnosis  of 
pelvic  disease. 

In  Table  III  we  have  set  forth  the  relative  value 
of  laparoscopy.  It  can  be  seen  that  in  56  per  cent 
of  patients  the  diagnosis  was  not  made  preopera- 
tively  on  clinical  grounds  alone,  but  only  with  the 
aid  of  laparoscopy.  In  another  19  per  cent  of  pa- 
tients no  pathologic  condition  was  noted;  however, 
this  obviated  laparotomy  for  many  of  these  pa- 
tients with  acute  and  chronic  pelvic  pain  as  well 
as  “ghost”  masses.  In  only  1 patient  do  we  feel 
that  laparoscopy  was  of  no  value.  In  this  post- 
menopausal patient,  a hard  adnexal  mass  was  felt 
but  at  laparoscopy  the  appropriate  ovary  could 
not  be  visualized  because  of  adhesions,  and  lapa- 
rotomy was  performed.  At  laparotomy  the  ovary 
proved  to  be  normal  but  bound  into  multiple  ad- 
hesions secondary  to  old  adnexal  disease  and  prior 
surgery. 

Over-all  we  contemplated  laparotomy  in  156 
of  the  182  patients  in  this  group  and  in  the  absence 
of  the  laparoscope  would  have  carried  out  the  pro- 


TABLE  III.  Value  of  laparoscopy 


Number 
of  Cases 

Per  Cent 

Diagnosis  made  by  laparoscopy 

59 

32.2 

Diagnosis  changed  by  laparoscopy 

44 

24.3 

Clinical  diagnosis  confirmed 
No  pathologic  condition  and  no 

43 

23.8 

diagnosis 

35 

19.2 

Of  no  value 

1 

0.5 

December  1 5,  1 971  New  York  State  Journal  of  Medicine  2863 


cedure  primarily.  However,  in  118  patients  we 
avoided  laparotomy  as  a direct  result  of  the  lapa- 
roscope, either  because  the  diagnosis  was  changed, 
made,  or  no  pathologic  condition  was  found. 

We  believe  that  laparoscopy  has  been  “redis- 
covered” for  the  last  time  and  will  finally  take 
its  rightful  place  among  the  many  standard  pro- 
cedures available  to  the  gynecologist.  The  future 
is  virtually  limitless  and  bounded  only  by  the  ex- 
tent of  imagination  and  ingenuity. 

Summary 

We  have  reviewed  our  results  with  laparoscopy 
in  182  patients.  There  were  no  deaths  and  no 
significant  morbidity  in  this  group.  Of  this  group 


118  patients  were  spared  the  necessity  of  a lapa- 
rotomy as  a direct  result  of  laparoscopy. 

As  a result  of  our  experience  we  feel  that  lapa- 
roscopy is  an  indispensable  tool  for  complete  gyne- 
cologic care. 
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The  treatment  of  urethritis  in  the  male  is  trouble- 
some and  often  difficult.  The  classic  case  of 
gonorrheal  urethritis,  once  correctly  diagnosed, 
is  usually  amenable  to  straightforward  antibiotic 
therapy.  In  other  types  of  bacterial  urethritis, 
once  the  offending  organism  has  been  identified, 
antimicrobial  therapy  meets  with  a certain  degree 
of  success.  Tbe  recent  work  of  Shepard*  in  iso- 
lating the  “T”  form  of  Mycoplasma  as  a cause  of 
urethritis  has  been  helpful.  The  purpose  of  this 
article  is  to  outline  still  another  cause  for  the  symp- 
toms of  urethritis  and  to  suggest  an  effective  means 
of  therapy.  The  author  has  treated  more  than  a 
dozen  such  cases,  all  of  which  have  similar  his- 
tories, similar  findings,  and  similar  good  response 
to  the  therapy.  An  illustrative  case  report  fol- 
lows. 

Case  report 

A twenty-four-year-old  medical  student  appeared  with 
a several-week  history  of  urethral  itching  and  burning 
with  an  occasional  drop  of  clear  fluid  noted  at  the  meatus 
and  an  occasional  small  yellowish  stain  on  the  inside  of 
his  shorts.  There  was  no  history  of  a more  copious  or 
purulent  urethral  discharge  in  the  past.  Urine  culture 
of  a 3-glass  specimen  revealed  only  an  insignificant  bac- 
terial colony  count  in  each  of  the  3 specimens.  The 
urinary  sediment  showed  many  white  blood  cells  per 
high-power  field,  predominantly  in  the  first  glass  speci- 
men. Physical  examination  of  the  external  genitals  gave 
normal  findings  as  did  palpation  of  the  prostate. 
Results  of  examination  and  culture  of  the  prostatic  se- 
cretions were  negative.  There  was  nothing  in  the  pa- 

*  Shepard,  M.  C.:  Nongonococcal  urethritis  associated  with 
human  strains  of  “T”  mycoplasmas,  J.A.M.A.  211:  1335  (Feb. 
23)  1970. 


Successful  treatment  of  several  cases  of  irritative 
urethritis  with  ascorbic  acid  is  reported.  Patients 
selected  for  this  therapy  must  have  persistently  al- 
kaline urine  and  negative  urine  and  prostatic  secre- 
tion cultures. 


tient’s  history  suggestive  of  tuberculosis.  The  pa- 
tient’s urine,  checked  several  times  over  a period  of  a 
few  days,  was  consistently  strongly  alkaline,  and  the 
centrifuged  urine  showed  a large  amount  of  phosphatic 
crystalline  material  at  the  bottom  of  the  centrifuge  tube. 
The  patient  was  treated  with  ascorbic  acid,  3 Gm.  a day 
for  four  days,  with  complete  and  lasting  resolution  of 
all  symptoms. 

Comment 

It  is  only  the  rare  patient,  otherwise  healthy 
and  presenting  the  usual  symptoms  of  urethritis, 
who  has  persistently  and  strongly  alkaline  urine. 
Such  patients  will  obviously  have  a great  deal  of 
crystalline  phosphatic  deposit  in  their  urine  which 
is  too  alkaline  (higher  than  pH  7.5)  to  keep  these 
crystals  in  solution.  These  heavy  deposits  are 
readily  seen  at  the  bottom  of  the  tube  in  the  centri- 
fuged urine  specimen.  It  seemed  logical  to  en- 
vision these  crystals,  not  in  solution,  acting  as  local 
irritants  to  the  urethra  during  voiding.  Such  an 
irritant,  much  as  a cinder  in  the  eye,  could  provide 
prolonged  discomfort  even  after  voiding  is  com- 
pleted and  could  likely  produce  all  of  the  patient’s 
symptomatology.  The  irritative  effect,  of  course, 
was  renewed  following  each  voiding.  By  giving 
large  doses  of  an  acidifying  agent,  ascorbic  acid, 
the  crystals  were  forced  back  into  solution  where 
they  could  no  longer  produce  a local  irritative 
effect. 

The  obvious  question  of  course  comes  up  at  this 
point  and  it  is  one  of  wondering  why  these  seem- 
ingly healthy  individuals  have  a persistent  and 
strongly  alkaline  urine.  It  is  not  the  effect  of  bac- 
terial action  within  the  urinary  tract  since  all  of 
these  people  have  negative  urine  cultures.  Nor 
is  it  the  presence  of  Mycoplasma  T organisms 
since  culture  for  this  is  also  negative.  Moreover, 
the  Mycoplasma  is  thought  to  be  related  to  the 
streptococci,  and  the  latter  are  acid  formers. 
Dietary  considerations  are  the  likeliest  factor,  and 
individuals  who  have  intakes  high  in  citrates 
(which  are  metabolized  to  bicarbonates)  or  high  in 
green,  leafy  vegetables  are  likely  to  have  an  alka- 
line urine.  Those  with  a low-protein  diet  might 
also  tend  to  have  alkaline  urines.  In  fact,  2 pa- 
tients in  this  series  did  happen  to  be  vegetarians 
who  ate  large  amounts  of  vegetables.  Hyperven- 
tilation due  to  nervousness  or  anxiety  very  prompt- 
ly produces  an  alkaline  fluctuation  in  the  urine  and 
perhaps  the  visit  to  the  physician’s  office  may 
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prompt  this  anxiety.  Finally,  there  is  a normal 
alkaline  tide  following  meals  which  perhaps  is  a 
factor  and  might  be  exaggerated  by  one  of  the 
mechanisms  listed.  Certainly  none  of  the  patients 
in  this  series  had  twenty-four-hour  urine  collec- 
tions for  pH  determinations  or  any  other  sophis- 
ticated studies  to  determine  the  etiology  of  the 
constant  urinary  alkalinity  observed. 

All  of  the  patients  seen  with  these  symptoms 
of  urethral  irritation  who  had  a persistently  and 
strongly  alkaline  reaction  to  their  urine  were 
treated  with  ascorbic  acid  with  complete  relief  of 
symptoms,  usually  within  two  to  four  days.  Some 
patients  have  reported  a periodic  recurrence  of 
symptoms,  always  relieved  by  a repeat  course  of 
the  ascorbic  acid  therapy.  Although  it  is  well 
recognized  that  massive  doses  of  ascorbic  acid  with 
resultant  acidification  of  urine  could  cause  the 
precipitation  of  cystine  or  uric  acid  stones  and 


cause  hyperoxaluria,  it  is  felt  that  in  the  doses  used 
(3  Gm.  a day  for  four  days)  the  risk  is  negligible 
compared  with  the  benefits  obtained.  The  wis- 
dom of  first  inquiring  from  the  patient  whether 
there  is  any  history  of  renal  calculi  is  unquestioned. 

Summary 

A new  method  of  therapy  is  proposed  for  certain 
patients  complaining  of  symptoms  of  irritative 
urethritis.  These  patients  must  have  negative 
urine  cultures  and  negative  prostatic  secretion 
cultures,  and  they  must  have  a persistently  and 
strongly  alkaline  urine.  Therapy  with  an  acidi- 
fying agent,  ascorbic  acid,  relieves  all  symptoms 
in  these  selected  cases.  The  methodology  of 
therapy  is  explained. 
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MEDIASTINAL  MASS 

Case  history 

Nicholas  J.  Pernice,  M.l).*:  A sixty-two-year- 
old  white  female  presented  herself  to  the  emer- 
gency room  complaining  of  sharp,  band-like  chest 
pain  which  radiated  to  her  hack.  The  pain  had 
been  present  for  approximately  three  months  and 
gradually  had  become  worse.  It  was  not  related 
to  exertion  but  was  associated  with  a tingling 
sensation  in  both  hands.  The  patient  did  not 
complain  of  dyspnea  or  orthopnea.  She  had  ex- 
perienced a weight  loss  of  approximately  20  pounds 
during  the  previous  year. 

Physical  examination  revealed  her  blood  pres- 
sure to  be  130/80  mm.  Hg  and  equal  in  both  upper 
extremities.  Pulse  was  70  to  80  per  minute  and 
regular.  All  pulses  were  palpable  and  equal  bi- 
laterally without  bruits.  There  were  no  abnormal 
physical  findings.  Laboratory  data  revealed  the 
results  of  electrocardiography,  complete  blood 
count,  urinalysis,  blood  urea  nitrogen,  fasting 

‘Resident,  Department  of  Radiology,  Upstate  Medical 
Center. 


blood  sugar,  and  other  blood  chemistries  to  be 
within  normal  limits. 

Edward  W.  Carsky,  M.D.t:  An  anteroposte- 

rior examination  of  the  chest  performed  eight 
months  prior  to  admission  reveals  the  heart  to  be 
of  normal  size;  the  lungs  are  clear,  and  the  pul- 
monary vascular  pattern  is  normal  (Fig.  lA).  The 
aorta  is  quite  tortuous.  There  is  no  calcification 
discernible  in  its  wall.  At  the  time  of  admission 
eight  months  later,  a portable  chest  film  demon- 
strates no  change  in  the  appearance  of  the  aortic 
contour  (Fig.  IB).  However,  on  a subsequent 
examination  which  includes  a lateral  view,  we  do 
see  a soft-tissue  mass  density  at  the  junction  of 
the  distal  arch  and  descending  aorta  (Fig.  2). 
This  obliterates  the  outline  of  the  posterior  por- 
tion of  the  aortic  arch.  The  distal  trachea  and  the 
tracheal  bifurcation  are  displaced  anteriorly  by 
this  mass. 

F'ilms  made  three  weeks  later  show  that  now  a 
component  of  the  mass  is  distorting  the  right  medi- 
astinal contour  just  below  the  level  of  the  aortic 

t Clinical  Associate  Professor,  Department  of  Radiology, 
Upstate  Medical  Center. 


FIGURE  1,  (A)  Anteroposterior  supine  examination  of  chest  made  eight  months  before  admission  reveals  nothing 

abnormal.  (B)  At  admission  eight  months  later  frontal  projection  of  chest  still  reveals  no  abnormality. 
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FIGURE  2.  (A  and  B)  Frontal  and  lateral  chest  films  made  few  days  after  film  shown  in  Figure  1 B.  Frontal  projection 
again  shows  no  abnormality,  but  lateral  film  (B)  shows  large  mediastinal  mass  displacing  trachea  and  bifurcation 
anteriorly  (arrows).  Distal  arch  and  proximal  descending  portion  of  aorta  are  obscured  by  mass. 


arch.  In  addition  to  this  bulge,  there  is  another 
portion  of  the  mass  overlying  the  left  pulmonary 
artery  on  the  frontal  view  (Fig.  3).  These  findings 
were  not  present  on  the  most  recent  previous  ex- 
amination. The  lateral  view  shows  that  the  mass 
which  silhouettes  out  the  distal  arch  of  the  aorta 
and  proximal  descending  aorta  anteriorly  has  in- 
creased strikingly  in  size.  There  is  much  greater 
anterior  displacement  of  the  distal  trachea  and 


its  bifurcation.  The  laminographic  views  confirm 
these  findings  and  reveal  the  left  main  bronchus 
to  be  depressed  (Fig.  4).  The  barium-filled  esoph- 
agus is  extrinsically  displaced  to  the  right  and 
anteriorly  and  has  been  separated  from  the  aorta. 
I think  this  finding  is  very  important.  Since  the 
esophagus  and  descending  aorta  lie  side  by  side, 
their  separation  must  be  the  result  of  a process 
which  originates  in  the  aorta  or  from  connective 


FIGURE  3 (A)  Frontal  view  of  chest  made  three  weeks  later  shows  portions  of  mass  superimposed  over  left  (one 

arrow)  and  right  (two  arrows)  hilar  areas.  (B)  Mass  now  larger  than  on  previous  examination. 
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FIGURE  4 (A  and  B)  Frontal  and  lateral  tomograms  show  mass  displacing  esophagus  anteriorly  and  to  right.  Distal 
trachea  displaced  anteriorly.  Mass  projects  to  both  sides  of  midline 


tissue  between  the  aorta  and  esophagus. 

I think  that  this  lesion  is  an  aortic  aneurysm. 
I suppose  it  is  possible  that  it  might  be  some  other 
lesion,  such  as  a tumor,  but  because  it  is  enlarging 
so  rapidly  I think  it  must  be  an  aneurysm.  This  is 
a good  location  for  a traumatic  aneurysm.  Was 
there  history  of  trauma? 

Dr.  Pernice:  There  was  no  history  of  trauma. 
At  this  time,  aortography  was  performed. 

Dr.  Carksy:  The  mass  shadow  seen  on  the 

plain  films  does  not  fill  with  contrast  material  at 
aortography  (Fig.  5A).  It  seems  unlikely,  there- 
fore, that  the  mass  shadow  is  a saccular  aneurysm; 
it  may  well  represent  a mediastinal  hematoma. 
The  aortogram  shows  considerable  irregularity  in 
the  contour  of  the  aorta  beginning  just  distal  to 
the  origin  of  the  left  subclavian  artery  and  extend- 
ing to  a point  just  above  the  celiac  artery  origin 
from  the  abdominal  aorta  (Fig.  5B).  Multiple 
areas  of  irregular  sacculation  are  noted;  in  some 
areas  the  aortic  wall  thickness  measures  up  to 
8 mm.  This  is  too  wide  to  be  normal.  This 
finding  suggests  aortic  dissection  causing  aortic 
wall  thickening.  The  intercostal  vessels  are  not 
filled  by  contrast  agent,  and  I assume  that  these 
are  occluded.  I see  no  extravasation  of  the  con- 
trast agent  outlining  a “false”  channel. 


The  ascending  aorta  and  the  abdominal  aorta 
below  the  celiac  artery  show  some  dilatation  but 
no  significant  changes  in  contour.  In  fact,  the 
aortic  lumen  in  these  areas  is  quite  smooth.  This 
raises  the  possibility  that  the  changes  in  the 
thoracic  aorta  are  not  on  the  basis  of  arterioscle- 
rosis. There  is  minimal  narrowing  of  proximal  left 
renal  artery,  but  this  does  not  appear  to  be  a sig- 
nificant finding.  I believe  aortic  dissection  is  the 
best  diagnosis. 

Dr.  Carsky  s diagnosis 

1.  Dissection  of  the  thoracic  aorta  with  medi- 
astinal hematoma 

2.  Possible  tumor  of  connective  tissue  origin 
originating  between  the  aorta  and  esophagus 

Dr.  Pernice:  The  patient  was  taken  to  surgery. 
When  the  thoracic  cavity  was  entered,  a rather 
large  mediastinal  mass  was  noted  which  was 
thought  to  be  a chronic  saccular  aneurysm.  There 
were  two  very  small  aneurysmal  dilatations  proxi- 
mal to  the  diaphragm.  The  aorta  was  divided,  the 
mass  removed,  and  a short  Dacron  graft  placed 
just  distal  to  the  left  subclavian  artery. 

Robert  J.  Rohner,  M.D.*:  The  gross  specimen 

* Associate  Professor,  Department  of  Pathology,  Upstate 
Medical  Center. 
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FIGURE  5.  (A)  Lateral  view  of  thoracic  aortogram  shows  marked  thickening  of  aortic  wall,  sacculations  of  lower 

thoracic  aorta,  narrowing  of  lumen  of  proximal  descending  aorta,  and  bizarre  irregularity  of  aortic  luminal  outline.  (B) 
Abdominal  aortogram.  Aortic  wall  is  smooth  with  minimal  tortuosity  below  celiac  artery  origin. 


consisted  of  multiple  fragments  of  soft  friable 
yellowish-tan  pieces  of  tissue  measuring  from 
0.5  cm.  in  diameter  to  3.5  by  1.8  cm.  The  total 
aggregate  weighed  approximately  25  Gm.  Sec- 
tions of  the  lesion  show  a portion  of  aorta  with 
moderate  atherosclerosis  (Fig.  6).  Infiltrating 
extensively  into  and  along  the  adventitia  is  a 
largely  necrotic  tumor.  Bizarre  pleomorphic 
forms  are  present,  and  there  are  up  to  four  mitoses 
per  high-power  field.  Trichrome  stains  show  no 
evidence  of  muscle  production.  The  process  repre- 
sents an  undifferentiated  fibrosarcoma  with  aortic 
invasion. 

Comment 

Joseph  V.  Scrivani,  M.D.*:  Tumors  of  fibrous 

tissue  origin  are  exceedingly  rare  in  the  medi- 
astinum, and  only  a few  cases  have  been  reported, 
most  of  them  fibrosarcomas.  Grossly,  they  usu- 
ally are  rounded  or  ovoid,  smooth-walled,  and 
encapsulated.  They  do  not  contain  calcium. 
Microscopically,  they  are  composed  of  fibroblasts 
and  an  abundance  of  collagen. 

According  to  Leigh  and  Weens,^“*  fibromas  are 
more  common  in  the  anterior  mediastinum  and 
fibrosarcomas  more  frequent  in  the  posterior  medi- 
astinum, although  the  predilection  is  variable. 
They  have  been  reported  to  arise  from  the  upper 

* A.ssistant  Profes.sor,  Department  of  Radiology,  Upstate 
Medical  Center.  (Juest  Editor. 


esophagus,  spine,  sternum,  pericardium,  aorta, 
and  other  adjacent  structures.  Fibrosarcomas 
may  begin  as  primary  lesions  or  as  malignant 
degeneration  of  preexisting  fibromas.  Malignant 
change  in  tumors  of  fibrous  tissue  origin  is  a more 
common  occurrence  than  it  is  in  tumors  of  neuro- 
genic origin.  Fibrosarcomas  may  occur  in  the 
mediastinum  as  part  of  a mesenchymoma  (mixed 
mesodermal  tumor).  Fibromas  and  fibrosarcomas 
tend  to  grow  unilaterally  and  may  be  associated 
with  pleural  effusions,  clear  or  bloody.  These 
tumors  tend  to  grow  to  large  size  before  being 
detected.  They  may  fill  an  entire  thorax  and  shift 
the  mediastinal  structures  to  the  opposite  side. 
Fibrosarcomas  which  occur  as  a result  of  malignant 
degeneration  of  preexisting  fibromas  may  show 
extremely  rapid  enlargement  of  a lesion  which 
maintained  a relatively  constant  size  for  many 
years.  The  malignant  lesions  may  show  local  or 
distant  bony  or  visceral  metastases.  The  pre- 
senting symptoms  are  referable  to  those  medi- 
astinal structures  such  as  esophagus,  trachea,  and 
so  on,  which  may  be  involved  either  by  com- 
pression and/or  invasion. 

These  tumors  appear  on  films  as  large  ovoid  or 
lobulated  masses  in  the  mediastinum.  The  site 
or  origin  may  be  difficult  if  not  impossible  to  deter- 
mine because  of  the  large  size.  If  the  mass  fills 
the  whole  thorax,  all  the  adjacent  structure  out- 
lines are  obliterated,  and  differentiation  from 
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FIGURE  6 (A)  Photomicrograph  of  section  of  aortic  wall  with  adventitial  infiltration  by  sarcoma  ( X 125)  (B)  Photo- 

micrograph of  section  of  tumor  showing  cellular  pleomorphism  and  abnormal  mitotic  activity  (X  410)  (Hematoxylin 
and  Eosin  Stain) 


pleural  effusion  of  any  cause  may  be  extremely 
difficult  radiographically.  Esophagrams  may  help 
to  delineate  the  position  and  origin  of  the  lesions. 
The  characteristics  of  the  esophageal  deformity 
may  aid  in  determining  whether  or  not  the  lesion 
arises  from  the  wall  of  the  esophagus. 

The  differential  diagnosis  of  posterior  medi- 
astinal masses  would  include  neurogenic  tumors, 
neuroenteric  cyst,  extramedullary  hematopoiesis, 
bone  and  cartilage  tumors  of  spine,  cyst  of  the 
thoracic  duct,  true  aneurysms  of  the  aorta,  para- 
vertebral masses,  and  bronchogenic  cyst.  Ap- 
propriate roentgenographic  studies  of  various  struc- 
tures of  the  chest  are  required  to  make  a 
specific  diagnosis  or  to  reduce  the  number  of  dif- 
ferential considerations. 

Angiography  is  necessary  to  distinguish  these 
fibrous  masses  from  vascular  lesions  involving  the 
heart  or  larger  vessels  in  the  mediastinum.  Eyler 
and  Clark^  reported  a series  of  47  cases  of  presumed 
aortic  dissection  of  which  46  proved  to  be  dissec- 
tion; 1 case,  thought  to  be  dissection  because  of 
the  apparent  thickness  of  the  aortic  wall,  turned 
out  to  be  reticulum-cell  sarcoma  of  the  medi- 
astinum encasing  the  aorta.  The  most  likely 
causes  for  the  thickening  wall  and  irregular  lumen 


of  the  aorta  in  this  case  was  invasion  by  tumor 
and/or  aortic  wall  infarction  due  to  compromise 
of  the  vasa  vasorum.  This  mechanism  of  vasa 
vasorum  occlusion  with  subsequent  infarctions  and 
medial  hemorrhage  has  been  postulated  in  dissec- 
tions of  the  aorta. ^ A dissection  of  the  aorta  with 
a large  ovoid  hematoma  would  be  indistinguish- 
able from  the  case  presented.  In  fact,  in  this  case 
this  distinction  could  not  be  made  even  at  the 
operating  table. 

Final  diagnosis 

Mediastinal  fibrosarcoma  with  invasion  of  the 
aorta 
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The  diagnosis  of  oviductal  gestation  continues  to 
be  a major  problem  in  the  clinical  assessment  of 
the  so-called  “acute”  abdomen.  Often  a high 
degree  of  suspicion  remains  the  sine  qua  non  for  the 
correct  preoperative  diagnosis  of  this  entity. 

This  report  describes  a patient  in  whom  the  un- 
usual diagnosis  of  bilateral  oviductal  gestation  was 
made  at  the  time  of  laparotomy. 

Case  report 

A twenty-seven-year-old  Negro  female  para 
7-0- 1-6  was  admitted  to  the  Kings  County  Hospital 
on  March  28,  1968,  approximately  one  month  after 
her  last  menstrual  period,  complaining  of  right 
lower  quadrant  abdominal  pains.  The  onset  of 


pain  was  followed  by  two  episodes  of  vomiting  and 
was  associated  with  vaginal  bleeding  which  the 
patient  interpreted  as  menstrual  in  nature.  She 
also  admitted  to  nausea  and  anorexia  but  denied 
fever,  chills,  syncope,  shoulder  pain,  tenesmus, 
symptoms  of  pregnancy,  or  knowledge  of  a pre- 
vious diagnosis  of  pelvic  inflammatory  disease. 

Examination  on  admission  revealed  a markedly 
obese  female  in  moderate  distress.  Her  blood 
pressure  was  114/70  mm.  Hg,  pulse  88  per  minute, 
respiratory  rate  24  per  minute,  and  temperature 
98.4  F.  Pertinent  physical  findings  were  re- 
stricted to  the  abdomen  and  pelvis.  Abdominal 
examination  revealed  generalized  guarding  with 
both  deep  direct  and  rebound  tenderness.  Re- 
ferred pain  of  the  right  lower  quadrant  was  also 
elicited  on  abdominal  palpation  elsewhere.  Bi- 
manual pelvic  examination  demonstrated  bilateral 
tenderness.  The  corpus  uteri  and  adnexa  were 
thought  to  be  normal,  and  rectovaginal  examina- 
tion revealed  the  cul-de-sac  to  be  empty. 

Laboratory  data.  The  hematocrit  was  42,  and 
the  urinalysis  was  normal  both  for  gross  and  micro- 
scopic examination.  The  white  blood  cell  count 
was  7,000  per  cubic  millimeter,  and  the  sedimen- 
tation rate  was  30  ml.  per  hour. 

Hospital  course.  Shortly  after  admission,  the 
patient  was  taken  to  the  operating  room  with  a 
tentative  diagnosis  of  acute  appendicitis.  On 
opening  the  peritoneum,  approximately  200  ml. 
of  fresh  and  clotted  blood  were  noted.  The  vermi- 


FIGURE  1.  (A)  Degenerating  chorionic  villi  in  left  unruptured  oviductal  gestation.  (B)  Section  of  right  oviduct  con- 

taining numerous  chorionic  villi. 
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form  appendix  was  identified,  mobilized,  and 
found  to  be  normal.  P’xploration  of  the  pelvic  or- 
gans revealed  a ruptured  oviductal  gestation  on  the 
right  and  an  unruptured  oviductal  gestation  on  the 
left.  A bilateral  salpingectomy  was  performed. 

The  subsequent  hospital  course  was  unevent- 
ful. Confirmation  of  the  operative  diagnosis  was 
obtained  from  the  pathology  laboratory  (Fig.  1), 
and  the  patient  was  ultimately  discharged  on  the 
seventh  postoperative  day  in  satisfactory  condi- 
tion. 

Comment 

Many  authors  have  emphasized  the  importance 
of  demonstrating  positive  pathologic  criteria  ren- 
dering acceptable  the  diagnosis  of  bilateral  ovi- 
ductal gestation.'  - Yet,  far  too  often  this  diag- 
nosis has  been  based  on  the  presence  of  a contra- 
lateral hematosalpinx  without  gross  or  microscopic 
evidence  of  pregnancy.  In  an  exhaustive  review  of 
the  literature,  Stewart"  deleted  more  than  one 
third  of  a total  of  212  cases  of  bilateral  oviductal 
gestation  for  lack  of  positive  pathologic  criteria. 

The  subject  of  the  operative  procedure  of  choice 
in  a patient  with  bilateral  oviductal  gestation  re- 


mains controversial.  Many  authorities  advocate 
the  conservation  of  a portion  of  oviduct  together 
with  a tubal  plastic  procedure  in  the  hope  of  main- 
taining future  fertility,  while  others  suggest  a total 
abdominal  hysterectomy  and  bilateral  salpingec- 
tomy. There  is  less  difference  of  opinion  on  the 
desirability  of  preserving  an  ovary,  especially  in 
a young  woman.  Suffice  to  say,  the  age,  parity, 
medical  status,  coincidental  pelvic  disease,  and 
personal  desires  of  the  patient  determine  the 
proper  operative  procedure  in  each  case,  thereby 
obviating  a prejudice  for  any  single  operation. 

Summary 

An  unusual  case  of  bilateral  oviductal  gesta- 
tion diagnosed  at  laparotomy  is  presented.  Patho- 
logic criteria  confirming  the  clinical  impression  of 
this  entity  and  choice  of  operative  procedure  are 
discussed. 
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The  postoperative  complications  associated  with 
surgical  glove  dusting  powders  have  been  an  infre- 
quent but  continuous  and,  on  occasion,  serious 
problems  for  the  surgeon.  Antopol  in  1933'  re- 
ported the  harmful  effects  of  the  formerly  used 
glove  lubricants,  lycopodium  and  talcum  powder. 
These  nonabsorbable  powders,  when  deposited  at 
or  around  sites  of  surgery,  act  as  foreign  bodies, 
causing  granulomatous  inflammations  associated 
with  the  formation  of  adhesions  and  fistulas.  Lee 
and  Lehman  in  1947^  published  the  results  of  their 
experiments  with  different  potential  glove  lubri- 
cants, noting  that  starch  powder  was  absorbable, 
nonirritating,  and,  therefore,  superior  to  the  pre- 
viously used  materials.  By  the  early  1950s  starch 
powder,  the  epichlorohydrinated  polymer  of  corn- 
starch mixed  with  2 per  cent  magnesium  oxide  and 
small  amounts  of  sodium  sulfate  and  sodium  chlo- 
ride (Bio-Sorb),  had  become  the  choice  surgical 
glove  lubricant  in  hospitals  throughout  the 
United  States.^  At  approximately  the  same 
time,  the  first  deleterious  effects  of  starch  were 
recognized.  Lee,  Collins,  and  Largen,''  experi- 
menting with  the  peritoneal  cavities  of  dogs,  re- 
ported that  starch,  prior  to  its  absorption  from  the 
peritoneal  cavity,  acted  as  a foreign  body  produc- 
ing granulomatous  inflammation.  Sneierson  and 
Woo’’  reported  the  first  2 cases  of  starch  granuloma 
in  human  beings  (skin  incisional  granulomas). 
One  year  later,  McAdams*'  documented  the  first 
case  of  starch  granulomatous  peritonitis.  Sub- 
sequently, several  ca.ses  of  starch  peritonitis^*^""' 
and  starch  granuloma  involving  other  surgical 
sites''  ''^  have  been  reported,  establishing  it  as  a 
definite  clinical  and  pathologic  entity.  The  fol- 
lowing case  report,  as  the  others  preceding  it,  is 


presented  primarily  to  remind  the  physician  of  the 
potential  dangers  of  starch  when  used  as  a surgical 
glove  powder. 

Case  report 

History  and  clinical  data.  The  patient,  a fifty- 
eight-year-old  white  male,  had  a cholecystectomy 
for  acute  cholecystitis  at  Mary  Immaculate  Hos- 
pital Division,  October  30,  1967.  His  postopera- 
tive course  was  uneventful;  he  was  discharged  on 
November  10,  the  eleventh  postoperative  day. 
The  patient  remained  in  good  health  until  Novem- 
ber 24,  twenty-five  days  after  the  cholecystectomy, 
when  he  began  to  have  lower  abdominal  pain  with- 
out nausea,  vomiting,  or  diarrhea,  and  fever  up  to 
101  F.  The  pain  did  not  localize,  but  became  more 
severe,  requiring  hospitalization  on  November  28, 
four  days  after  its  onset.  Physical  examination 
revealed  a patient  in  moderate  abdominal  dis- 
tress, appearing  dehydrated  with  a dry  but  un- 
jaundiced skin.  Blood  pressure  was  normal;  pulse 
was  100  per  minute,  temperature  was  99  F.  The 
abdomen  was  flat  and  presented  a recently  healed 
midline  scar;  tenderness  without  muscular  rigidity 
was  elicited  in  the  lower  abdomen,  especially  on 
the  left.  Abdominal  x-ray  film  showed  no  gaseous 
distention  or  fluid  levels  in  the  intestines.  Labora- 
tory data  revealed  acetonuria,  hemoglobin  of  15 
Gm.  per  100  ml.,  white  blood  cell  count  of  10,700 
per  cubic  millimeter  with  neutrophilia,  blood 
sugar  of  100  mg.  per  100  ml.,  serum  amylase  of  32 
Somogyi  units,  total  serum  bilirubin  of  1.1  mg.  per 
100  ml.  (direct  0.2  mg.  per  100  ml.),  and  normal 
serum  electrolyte  concentrations. 

A diagnosis  of  peritonitis  associated  with  an  in- 
tra-abdominal abscess  or  intestinal  infarction  was 
considered.  By  the  second  hospital  day,  the  pa- 
tient’s temperature  rose  to  101  F.,  his  abdomen 
appeared  slightly  distended,  and  abdominal  ten- 
derness had  become  diffuse.  An  exploratory  lap- 
arotomy was  performed  on  November  29,  1967. 

The  abdomen  was  opened  through  an  upper 
midline  incision,  excising  the  cholecystectomy 
scar.  Some  sero-sanguineous  fluid  was  found  in 
the  peritoneal  cavity;  areas  of  fat,  necrosis-like 
nodules  were  seen  around  the  pancreas,  suggest- 
ing acute  pancreatitis;  all  other  organs  appeared 
normal.  Ascitic  fluid  was  removed  for  cultures 
and  amylase  levels;  a nodule  was  biopsied  and  the 
abdomen  closed.  Cultures  were  negative  and  the 
amylase  level  was  32  Somogyi  units. 

The  postoperative  course  was  uneventful;  ab- 
dominal pain  subsided,  and  the  patient  was  dis- 
charged on  the  tenth  postoperative  day. 

Pathology.  The  operative  specimen  consisted 
of  an  elongated,  indurated,  finely  nodular  piece 
of  fat  containing  dilated  blood  vessels,  and  mea- 
suring 2.2  by  0.6  cm.  Microscopic  study  revealed 
discrete  granulomata,  occurring  in  fat  tissue  and 
having  a centrum  of  compact  histiocytes  and 
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FIGURE  1.  Granulomatous  inflammation,  foreign-body 
type,  in  mesenteric  fat.  Arrow  indicates  starch  granule 
detectable  by  direct  microscopy,  without  use  of  special 
technics  (hematoxylin  and  eosin  stam). 

multinucleated  giant  cells  of  the  foreign  body  type, 
encompassed  by  a zone  of  loosely  textured  tissue 
reaction  (Fig,  1),  This  latter  area  consisted  of 
degenerating  fat  and  a spotty  irregular  inflam- 
matory infiltrate  which  included  neutrophils, 
eosinophils,  lymphocytes,  and  plasma  cells  with- 
out one  cell-type  dominance.  Early  fibrosis  was 
evident  in  the  margins  of  the  granulomata.  Poly- 
hedral structures  having  few  linear  surface  mark- 
ings and  measuring  from  10  to  50  micra  had  little 
affinity  for  either  the  hematoxylin  or  eosin  stains 
and  were  clearly  discernible  by  direct-light  micros- 
copy. These  structures  were  either  within  multi- 
nucleated giant  cells  or  occurred  as  free-lying  bod- 
ies in  the  loose-textured  portions  of  the  granulo- 
mata. They  were  deep  red  with  the  conventional 
periodic  acid-Schiff  stain,  and  showed  a Maltese 
cross  birefringency  characteristic  of  starch  granules 
when  polarization  microscopy  was  used  (Fig.  2). 

The  pathologic  diagnosis  was:  granulomatous 

inflammation,  foreign-body  (starch)  type,  of  mes- 
enteric fat. 

Comment 

This  patient  displayed  the  typical  history  and 


FIGURE  2 Starch  particle  in  multinucleated  giant  cell 
(hematoxylin  and  eosin  stain  X 350).  Left  upper  hand 
corner  starch  granule  with  Maltese  cross  birefringence 
(polarized  light  X 170). 

findings  of  what  Myers,  Deaver  and  Brown’  first 
termed  starch  peritonitis.  His  symptoms  began 
three  to  five  weeks  following  recovery  from  a major 
abdominal  operation.  The  symptoms  and  signs 
of  fever,  progressive  abdominal  pain,  tenderness, 
and  distention,  were  severe  enough  to  indicate 
acute  peritonitis  and  require  a second  laparotomy. 
On  re-entering  the  abdomen,  sterile  ascitic  fluid 
and  inflammatory  nodules  were  found.  The 
true  diagnosis,  unsuspected  prior  to  and  during 
surgery,  was  established  microscopically  by  iden- 
tifying polarizable  starch  material  in  the  form  of 
Maltese  crosses  within  a foreign-body  granuloma- 
tous inflammation.  Characteristically,  this  pa- 
tient recovered  quickly  after  re-exploration. 

Surgical  sites  are  easily  contaminated  by  starch 
from  the  surface  areas  of  gloves,  or  from  deposits 
within  gloves  released  by  tears.  Lee  and  Lehman- 
have  shown  that  appreciable  amounts  of  powder 
can  remain  on  a glove  even  after  the  usual  wash- 
ings. Postlethwait  et  al.^'°  examined  8,893  used 
gloves  and  found  that  16.7  per  cent  of  them  had 
tears.  Contamination  by  this  powder  at  surgery 
evidently  occurs  rather  easily,  but  few  patients 
develop  severe  acute  starch  peritonitis  requiring 
second-look  operations.  The  degree  of  inflam- 
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matory  reaction  and  the  severity  of  clinical  find- 
ings are  dependent  on  the  amount  of  starch  left 
in  the  peritoneum.^  Myers,  Denver,  and  Brown’ 
have  shown  that  as  little  as  0.1  Gm.  of  starch, 
which  is  equivalent  to  the  scrapings  from  one  pair 
of  surgical  gloves,  can  produce  granulomatous  peri- 
tonitis in  rabbits;  but  the  quantity  necessary  to 
produce  the  clinical  findings  of  severe  acute  peri- 
tonitis has  not  yet  been  determined  in  human 
beings.  Appreciable  amounts  of  starch  are  prob- 
ably necessary  to  produce  these  severe  conditions, 
a situation  that  occurs  infrequently.  On  the  other 
hand,  the  many  patients  who  have  had  transient 
abdominal  pain  and  tenderness  during  recovery 
from  abdominal  surgery  probably  have  acquired  a 
mild  peritonitis  caused  by  small  deposits  of 
starch.^' The  degree  of  hypersensitivity  should 
be  considered  a factor  in  the  more  intense  re- 
sponses to  starch  exposure.  Bates’  case^  illustrates 
this  hypersensitivity;  an  exacerbation  of  abdomi- 
nal pain  and  a delayed  positive  skin  test  result  oc- 
curred after  intradermal  injection  of  surgical  starch 
powder  three  and  one-half  months  following  re- 
covery from  starch  peritonitis.  Steroid  hormonal 
therapy  utilized  in  a few  cases  has  been  success- 
ful.'-'^ The  recovery  phase  of  acute  starch  peri- 
tonitis can  be  complicated  by  the  formation  of 
chronic  adhesions  in  the  areas  of  inflammation. 
Saxen  and  Myllarniemi'’-"'  have  recognized  the 
relationship  between  foreign  bodies,  such  as  starch 
and  the  presence  of  postoperative  adhesions."'- 
The  possibility  of  a subsequent  adhesive  intesti- 
nal obstruction  always  exists  in  these  patients. 

Starch  powder,  producing  lesser  degree  of  in- 
flammation and  fewer  adhesions  than  other  agents 
used,  cannot  be  considered  a perfect  substitute. 
The  surgeon  should  be  aware  of  the  acute  and 
chronic  detrimental  effects  and  recognize  them 
when  they  occur. 

Summary 

The  case  of  a fifty-eight-year-old  male  with 
starch  peritonitis  occurring  twenty-five  days  fol- 


lowing a cholecystectomy  is  presented.  The  diag- 
nosis was  made  microscopically  following  a second 
laparotomy  with  biopsy  of  the  mesentery.  Starch 
granules  were  identified  by  both  direct-light  mi- 
croscopy and  polarization  microscopy.  The  irritat- 
ing effects  of  starch  and  the  clinical  manifestations 
resulting  from  these  effects  when  starch  is  used  as 
a surgical  glove  lubricant  are  discussed. 

Mary  Immaculate  Hospital 
152-11  89th  Avenue 
Jamaica,  New  York  11432 
(DR.  BERKSON) 
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Congenital  diverticula  of  the  vermiform  appendix 
are  uncommon  lesions;  fewer  than  40  cases  have 
been  reported. 

Diverticula  of  the  vermiform  appendix  and  of 
other  sites  have  been  classified  as  being  congenital 
or  acquired.  The  latter  are  thought  to  be  the  re- 
sult of  inflammatory  disruption  of  the  wall  of  the 
appendix,  with  consequent  absence  of  the  muscu- 
laris  in  the  diverticulum.  This  type  is  found  in  up 
to  2 per  cent  of  surgically  removed  appendices. 
Such  diverticula  are  frequently  multiple.  False 
diverticula  have  a narrow  neck  and  do  not  readily 
empty,  so  that  there  is  a danger  of  inflammation. 
In  the  presence  of  diverticulitis,  the  thin  wall  offers 
little  resistance  to  perforation,  and  free  peritonitis 
or  an  abscess  develops  rapidly. 

Congenital  diverticula  contain  all  of  the  tissue , 
layers  found  in  the  normal  appendix,  including 
muscularis,  and  are  often  called  true  diverticula. 
The  genesis  of  this  malformation  is  not  clear. 

This  is  a report  of  ruptured  true  congen- 
ital diverticulum  of  the  appendix  without  as- 
sociated appendicitis. 

Case  report 

A fifty-seven-year-old  white  male  was  first  ad- 
mitted to  the  hospital  on  June  3,  1969,  with  the 
chief  complaint  of  right  lower  quadrant  abdominal 


pain.  The  pain  began  approximately  twelve  hours 
prior  to  admission  and  was  described  as  dull,  con- 
stant, and  initially  in  the  periumbilical  region  but 
subsequently  localized  to  the  right  lower  quadrant 
of  the  abdomen.  The  patient  was  anorexic  but 
denied  nausea,  vomiting,  or  diarrhea.  He  had  no 
similar  episodes  of  pain  and  denied  dysuria,  fre- 
quency, or  hematuria.  There  was  no  history  of 
rectal  bleeding  or  changing  bowel  habits,  and  no 
weight  loss  or  fatty  food  intolerance.  There  was  no 
previous  history  of  peptic  ulcer  disease  or  sympto- 
matology, no  significant  cardiorespiratory  illness, 
nor  was  the  patient  taking  any  specific  medica- 
tions. 

On  physical  examination  the  oral  temperature 
was  101  F.,  blood  pressure  140/80  mm.  Hg,  respira- 
tion 20  and  not  labored,  and  pulse  88  per  minute 
and  regular. 

This  was  a well-developed,  well-nourished  man 
in  no  significant  distress.  Examination  of  the  ab- 
domen revealed  pain  and  rigidity  in  the  right  lower 
quadrant  of  the  abdomen,  3 plus  rebound,  positive 
Rovsing’s  sign,  and  absent  bowel  sound.  Rectal 
examination  showed  pain  in  the  right  lower  quad- 
rant and  suprapubic  region  as  pressure  was  exerted 
on  the  peritoneum  of  the  cul-de-sac  of  Douglas. 
Pertinent  laboratory  data  showed  hematocrit  38, 
white  blood  cells  13,500  with  90  per  cent  polymor- 
phonuclear leukocyte  cells,  serum  amylase  40 
Somogyi  units,  and  blood  urea  nitrogen  23  mg.  per 
100  ml.  Urinalysis  showed  specific  gravity  of 
1,020,  negative  for  sugar  and  albumen,  with  neither 
red  nor  white  blood  corpuscles.  Results  of  chest 
and  abdominal  films  were  negative. 

The  impression  on  admission  was  of  acute  ap- 
pendicitis. Under  general  anesthesia  a McBurney 
incision  was  made  and  an  appendiceal  phlegmon 
consisting  of  a mass  of  inflamed,  matted  omentum 
forming  the  wall  of  a periappendiceal  abscess  was 
found.  The  abscess  when  drained  contained  8 to 
10  cc.  of  pus.  The  appendix,  which  was  covered 
with  a grayish  fibrinous  exudate  and  which  formed 
one  wall  of  the  abscess  cavity  was  removed. 
Grossly,  the  appendix  appeared  to  have  perforated 
at  its  midportion.  The  subsequent  pathologic  re- 
port was  perforated  diverticulum  of  the  appendix 
with  periappendicitis.  The  diverticulum  appar- 
ently contained  all  the  layers  of  the  wall  of  the  ap- 
pendix. Cultures  of  the  peritoneal  cavity  showed 
Escherichia  coli.  The  postoperative  period  was 
uneventful,  and  the  patient  made  a successful  re- 
covery. Follow-up  x-ray  examination  consisting  of 
upper  gastrointestinal  series,  small  bowel,  and 
barium  enema  showed  only  diverticulosis  of  the 
sigmoid  colon. 

Comment 

In  the  literature,  the  incidence  of  diverticula  in 
resected  vermiform  appendices  is  put  at  between 
0.5  and  2 per  cent.^  *--*  *^ 
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False,  acquired  diverticula,  whose  walls  are  com- 
posed solely  of  mucosa  and  muscularis  mucosae, 
predominate  markedly  in  the  vermiform  appendix; 
whole  true  diverticula  consisting  in  all  the  mural 
layers  form  a small  group  of  congenital  origin. 

Favara-*  has  hypothesized  that  the  lumen  of  the 
vermiform  appendix  is  obliterated  by  mucosal  pro- 
liferation like  that  observed  in  the  duodenum  at 
six  to  seven  weeks  of  gestation,  and  that  mucosal 
masses  misplaced  during  reestablishment  of  the 
lumen  may  result  in  heterotopia  or  mucoceles  if 
they  do  not  communicate  with  the  lumen,  or  in 
diverticula  if  they  do.  No  direct  evidence  is  known 
that  would  support  this  view;  however,  the  re- 
ported occurrence  of  diverticula,  mucosal  hetero- 
topia, and  mucoceles  in  the  same  appendix  makes 
this  hypothesis  an  attractive  one. 

Scharer’  has  reported  a child  with  first  dorsal 
vertebra  trisomy  syndrome  in  whom  a single  diver- 
ticulum was  found  in  the  appendix.  This  associa- 
tion had  not  been  previously  recorded.  Although 
heterotopic  mucosal  tissues  are  frequently  found  in 
infants  with  the  first  dorsal  trisomy  syndrome,  in 
no  other  case  has  a single  diverticulum  been  re- 
ported. 

In  the  case  reported  a solitary  true  congenital 
diverticulum  of  the  vermiform  appendix  perforated 
causing  free  peritonitis  and  periappendiceal  ab- 
scess formation.  The  pathology  report  showed 
that  this  diverticulum  contained  all  the  layers  of 
the  appendix  including  the  muscularis  and  that  the 
appendix  showed  only  periappendiceal  reaction 
secondary  to  abscess  formation.  The  patient  ap- 


peared with  symptoms  of  acute  appendicitis,  and 
ruptured  diverticulum  was  never  suspected. 

Clinical  examination  is  never  diagnostic,  and 
patients  with  diverticulitis  of  the  right  side  always 
come  to  surgery  for  suspected  appendicitis.  In 
view  of  the  very  weak  point  constituted  by  a diver- 
ticulum, it  is  recommended  that  the  appendix  be 
inspected  at  explorative  laparotomy  and  removed 
if  it  shows  signs  of  diverticulosis  or  diverticulitis. 

Summary 

A case  of  ruptured  true  congenital  diverticulum 
of  the  appendix  without  an  associated  appendicitis 
is  presented.  Congenital  diverticulum  of  the  ver- 
miform appendix  is  a rare  disease;  fewer  than  40 
cases  have  been  reported  in  the  literature.  A rup- 
tured diverticulum  of  the  appendix  appears  clini- 
cally as  an  acute  appendicitis  and  can  cause  peri- 
tonitis and  abscess  formation.  When  diverticula  of 
the  appendix  are  found  during  abdominal  explora- 
tion, their  removal  is  recommended. 
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The  problem  of  drug  usage  and  drug  addiction  is 
becoming  more  widespread  every  day.  It  is  esti- 
mated that  in  New  York  City  there  are  100,000 
heroin  addicts  alone.  The  picture,  however,  is 
complicated  by  the  concomitant  or  alternate  use 
of  other  drugs.  The  alarm  over  the  epidemic 
proportions  of  this  problem  has  now  reached  the 
stage  at  which  local  and  national  attack  on  the 
problem  is  essential. 

Directly  stemming  from  drug  addiction  is  an  in- 
creased crime  rate,  but  recently  there  have  been 
new  medical  complications  of  increasing  severity 
associated  with  the  use  of  narcotics.  Dole  and 
Nyswander'  have  described  the  physiologic  mech- 
anisms of  heroin  addiction  and  indicated  that 
there  may  be  a metabolic  as  well  as  a psychogenic 
factor.  Louria,  Hensle,  and  Rose-  have  reported  on 
the  major  medical  complications  of  heroin  addic- 
tion, and  these  include  overdosage  and  death, 
endocarditis,  pulmonary  complications,  hepatitis, 
tetanus,  malaria,  and  other  types  of  infection. 
Richter  and  Rosenberg*  reported  on  4 cases  of 
transverse  myelopathy  following  heroin  usage.  Of 
these  4,  there  were  2 deaths  in  subsequent  months. 
Autopsies  performed  in  these  2 cases  showed  ex- 
tensive necrosis  of  the  spinal  cord  in  the  lower 
thoracic  region.  The  2 remaining  patients  are 
paraplegic.  In  1962  Plum  and  Posner^  reported  on 


10  cases  of  encephalopathy  as  a result  of  anoxia. 
This  was  produced  by  carbon  monoxide  poisoning, 
cardiac  arrest,  anesthesia,  and  anoxic  anoxia. 

This  report  presents  2 cases  of  paraplegia  and  1 
case  of  encephalopathy  following  the  use  of  heroin. 
To  our  knowledge  this  latter  pathologic  condition 
has  not  yet  been  reported  following  heroin  usage. 

Case  reports 

Case  1.  A twenty-four-year-old  male  was  ad- 
mitted to  Beekman-Downtown  Hospital  on  June 
29,  1969,  because  of  inability  to  move  his  lower 
extremities  and  acute  urinary  retention.  The  pa- 
tient was  a known  user  of  cocaine,  heroin,  and 
amphetamines  since  1966.  He  was  apparently  in 
good  health  until  one  day  prior  to  admission  when 
he  had  injected  two  bags  of  heroin  into  the  right 
calf  vein  after  one  month’s  abstinence.  He  fell 
asleep  for  several  hours  and  awoke  to  find  himself 
in  a position  of  extreme  forward  flexion  and  para- 
lyzed from  the  waist  down.  His  past  medical 
history  was  noncontributory  except  for  a back  in- 
jury in  1963. 

On  admission,  physical  examination  revealed  a 
flaccid  paraplegia  at  the  fourth  thoracic  vertebral 
level.  There  was  a trace  of  muscle  power  in  the 
lower  extremities,  but  position  sense  and  vibratory 
sensation  were  intact.  An  indwelling  catheter  was 
used  to  relieve  the  acute  urinary  retention,  and 
temperature  was  recorded  at  100.8  F. 

Laboratory  examination  showed  the  results  of  a 
complete  blood  count  and  routine  urinalysis  to  be 
within  normal  limits.  Findings  at  the  initial  spi- 
nal tap  June  29,  1969,  were  normal;  a second  spinal 
tap  on  July  3,  1969,  showed  leukocytosis  (205  white 
cells,  185  red  cells,  and  protein  87  mg.  per  100  ml.). 
A third  spinal  tap  on  July  10,  1969,  showed  slightly 
elevated  protein  but  normal  cells.  A thoracic  my- 
elogram on  July  3,  1969,  produced  findings  com- 
patible with  a space-occupying  intramedullary 
lesion  which  was  interpreted  as  an  inflammatory 
reaction. 

The  patient  had  a course  of  rehabilitation,  and 
at  discharge  the  lower  extremities  showed  poor- 
plus  muscle  power.  (Poor-plus  is  a grade  between 
poor  and  fair  in  the  Manual  of  Muscle  Testing  and 
means  that  the  muscle  cannot  be  moved  through 
full  range  actively  against  gravity  resistance.) 
Sensation  was  unchanged,  and  he  learned  to  am- 
bulate with  two  bilateral  long-leg  braces,  a Knight- 
Taylor  brace,  Lofstrand  crutches,  and  a swing- 
through  gait.  Bowel  and  bladder  were  under  full 
control. 

Case  2.  A twenty-two-year-old  male  was  ad- 
mitted to  Knickerbocker  Hospital  on  June  9,  1969, 
with  the  chief  complaint  of  inability  to  move  his 
lower  extremities.  The  patient  had  been  addicted 
to  heroin  for  four  years  and  was  on  two  to  four  bags 
intravenously  daily.  Just  prior  to  admission  he 
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had  injected  himself  with  two  bags  of  heroin  intra- 
venously, fell  asleep  for  several  hours,  and  awoke 
with  paraplegia. 

On  admission  positive  findings  were  confined  to 
the  lower  extremities.  He  had  flaccid  paraplegia 
with  no  reflexes  in  the  lower  extremities  and  suf- 
fered from  urinary  retention.  The  upper  extrem- 
ities were  intact.  Spinal  tap  on  admission  showed 
a large  number  of  red  cells,  but  it  was  believed  that 
this  was  a traumatic  tap.  A myelogram  revealed 
no  abnormality,  and  roentgenograms  of  the  lumbo- 
sacral column  revealed  only  a defect  in  pars  inter- 
articularis  of  the  fifth  lumbar  to  the  first  sacral 
segment  on  the  right. 

At  present,  the  patient  is  on  the  rehabilitation 
medicine  service  at  Bellevue  Hospital  where  other 
complications,  such  as  decubiti  over  the  tro- 
chanters and  sacrum  requiring  skin  grafting  and 
genitourinary  infection  have  complicated  the 
problem.  There  has  been  no  change  in  the  neuro- 
muscular status. 

Case  3.  A sixteen-year-old  male  was  admitted 
to  Morrisania  Hospital  emergency  room  on  July 
24,  1969.  On  the  afternoon  of  the  day  of  admission 
he  had  injected  himself  with  one  and  one-half  bags 
of  heroin  and  lost  consciousness  shortly  afterward. 
The  patient  was  a known  user  of  heroin  (six  to  eight 
bags  daily)  during  the  previous  six  months.  The 
patient  stated  that  he  had  been  abstaining  from 
beroin  for  an  unknown  period  prior  to  the  dose 
immediately  preceding  admission. 

On  admission  the  patient  was  a well-developed 
young  male  in  deep  coma.  He  was  cyanotic  with 
small  nonreactive  pupils,  irregular  shallow  breath- 
ing (16  per  minute),  right  basal  ronchi,  pulse  134, 
and  blood  pressure  140/70  mm.  Hg.  There  was  a 
mark  on  his  leg  which  was  interpreted  as  a needle 
puncture.  Deep-tendon  reflexes  were  hyperactive 
bilaterally,  and  there  was  ankle  clonus  bilaterally 
but  no  positive  Babinski  sign.  The  patient  had 
seizure-like  movements  in  all  extremities  re- 
sembling opisthotonos.  Doll’s  head  eye  move- 
ments were  seen. 

The  next  day  the  patient  was  conscious,  re- 
sponded well,  was  oriented,  but  claimed  that  he 
had  difficulty  with  vision.  After  several  days  the 
patient  again  became  comatose,  febrile,  and 
showed  signs  of  bilateral  cerebral  lesions.  Babin- 
ski signs  were  present  bilaterally.  After  three  weeks 
the  patient  slowly  regained  consciousness,  but  his 
physical  status  was  unchanged  and  he  complained 
of  poor  vision. 

Laboratory  tests  revealed  the  hematocrit  to  be 
43,  a white  blood  cell  count  showed  38  lympho- 
cytes, 50  segmented  cells,  1 1 staff  cells,  and  1 mono- 


cyte. The  total  count  was  18,100  white  blood  cells. 
Initial  spinal  tap  showed  pressure  of  220  mm.  of 
water,  glucose  114  and  protein  44  mg.  per  100  ml., 
and  there  were  1 to  2 cells  per  cubic  millimeter.  A 
culture  and  smear  produced  no  growth.  Spinal 
tap  repeated  several  days  later  showed  protein  of 
78  mg.  per  100  ml.;  other  than  that  it  revealed 
nothing  abnormal.  The  initial  roentgenogram  of 
the  chest  showed  signs  of  pulmonary  edema  of 
extracardiac  origin.  The  electrocardiogram 
showed  abnormal  diffuse  slowing  of  the  back- 
ground activity  and  no  focal  pathologic  condition 
in  the  occipital  lobes. 

During  the  patient’s  hospital  stay  there  was  little 
recovery,  and  one  and  one-half  months  after  ad- 
mission serum  hepatitis  developed.  He  was  trans- 
ferred to  Goldwater  Memorial  Hospital  for  re- 
habilitation on  January  5,  1970,  exhibiting  multi- 
ple neurologic  defects.  He  has  spastic  quadri- 
paresis,  speech  defect,  cortical  blindness,  athe- 
totic-like tremors,  and  uncoordinated  movements. 
The  patient  was  bound  to  a wheelchair,  had  short- 
ening of  the  Achilles  tendons,  and  was  transferred 
to  Bellevue  Hospital  for  corrective  surgery. 

Comment 

Two  cases  of  paraplegia  and  1 case  of  enceph- 
alopathy following  the  use  of  heroin  have  been  pre- 
sented. It  may  be  worth  while  to  point  out  that  in 
some  of  these  cases  the  onset  of  disturbances  oc- 
curred after  resumption  of  usage  of  heroin  following 
a period  of  abstention.  Whether  there  is  an  al- 
lergic phenomenon,  or  whether  the  pathologic 
condition  is  due  to  contamination  of  the  heroin  or 
directly  to  the  heroin  itself  is  not  known.  It  is 
manifest  that  the  pathogenesis  will  be  elucidated 
by  further  study  in  this  area,  although  the  sus- 
picion of  a direct  connection  between  the  use  of 
heroin  and  the  ensuing  pathologic  picture  is  strong. 

Summary 

Two  cases  of  paraplegia  and  1 case  of  enceph- 
alopathy following  the  use  of  heroin  have  been  pre- 
sented. Pathogenesis  is  discussed,  and  the  need 
for  further  research  to  elucidate  the  exact  mecha- 
nism of  pathogenesis  is  pointed  out. 
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Spontaneous  fistulas  between  the  kidney  and 
other  viscera  have  been  infrequently  reported. 
These  have  usually  occurred  between  the  kidney 
and  gastrointestinal  tract.'-'  The  case  described 
appears  to  be  the  first  report  of  a spontaneous 
nephrohepatic  fistula  successfully  diagnosed  and 
treated. 

Case  report 

A thirty-six-year-old  female  was  admitted  to  the 
medical  service  of  Kings  County  Hospital  Center 
on  July  9,  1969,  with  a chief  complaint  of  dull 
aching  pain  in  the  upper  right  quadrant  of  the  ab- 
domen, associated  with  anorexia,  chills,  and  tem- 
perature to  103  F.  for  one  week  prior  to  admission. 


FIGURE  1.  (A)  Staghorn  calculus  in  nonfunctioning  right 

revealing  large  filling  defect  in  inferior  portion  of  right  lobe. 


One  year  prior  to  the  present  admission,  the  pa- 
tient was  admitted  to  this  institution  because  of  a 
urinary  tract  infection.  Radiologic  examination 
revealed  a nonfunctioning  right  kidney,  associated 
with  a large  staghorn  calculus.  After  extensive 
work-up  a nephrectomy  was  advised  and  refused. 
During  the  period  between  that  time  and  the  pres- 
ent admission,  the  patient  was  lost  to  follow-up. 
No  pertinent  past  history  was  noted  except  for  the 
in.sertion  of  an  intrauterine  contraceptive  device 
one  month  prior  to  admission  and  removed  when 
the  present  symptoms  began. 

Physical  examination  revealed  a well-nourished 
Negro  female  in  acute  distress.  The  positive 
findings,  limited  to  the  abdomen,  were  tenderness, 
rebound  tenderness,  and  guarding  in  the  upper 
right  quadrant.  The  liver  was  enlarged  and  palpa- 
ble 5 cm.  below  the  costal  margin.  J’he  edge  of  the 
liver  was  quite  sharp  and  was  extremely  tender. 
There  was  also  marked  right  costovertebral  angle 
and  flank  tenderness. 

Laboratory  values  revealed  the  following:  blood 
urea  nitrogen  8 mg.  and  fasting  blood  sugar  80  mg. 
per  100  ml.;  sodium  137,  potassium  4.2,  chloride 
94,  and  carbon  dioxide  25  mEq.  per  liter;  calcium 
10  and  phosphorus  4.5  mg.  per  100  ml.;  and  serum 
glutamic  oxaloacetic  transaminase  45  units.  Alka- 
line phosphatase  on  two  occasions  was  63.2  and  79 
King-Armstrong  units.  Results  of  the  cephalin 
flocculation  test  were  normal.  Total  protein  was 
7.2  Gm.,  albumin  3.4  Gm.,  and  bilirubin  0.7  mg. 
per  100  ml.  The  hematocrit  was  25  and  the  white 
blood  cell  count  18,500  with  88  polymorphonuclear 
leukocytes.  Results  of  urinalysis  were  negative  for 
sugar,  positive  for  albumin,  with  many  white  blood 
cells  and  gram-negative  rods.  Urine  culture  re- 
vealed Escherichia  coli.  Findings  on  x-ray  film  of 
the  chest  and  electrocardiogram  were  normal.  A 
plain  film  of  the  abdomen  revealed  a staghorn 
calculus  in  the  right  kidney  with  an  indistinct  renal 
outline.  Oral  and  intravenous  cholangiogram 
revealed  normal  gallbladder  and  common  bile 


B 


kidney;  normal  left  kidney.  (B)  Radioactive  Au'"”  liver  scan 
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FIGURE  2.  (A  and  B)  Anteroposterior  and  lateral  views  of  abscess  cavity  in  liver  opacified  with  60  cc.  of  methyl- 
glucamine  diatrizoate.  Communication  with  biliary  tree  is  seen;  sixth  postoperative  day. 


duct.  Intravenous  urography  showed  a nonfunc- 
tioning right  kidney  with  a staghorn  calculus  (Fig. 
lA).  The  kidney  was  considerably  larger  than 
when  noted  on  a similar  study  one  year  prior  to 
admission.  A liver  scan  with  radioactive  Au^^^ 
revealed  a large  filling  defect  in  the  inferior  por- 
tion of  the  right  lobe  of  the  liver  (Fig.  IB). 

The  patient’s  general  condition  did  not  improve 
on  intravenous  ampicillin  1 Gm.  four  times  a day. 
The  temperature  continued  to  show  elevations  to 
102  to  103  F.  daily.  On  July  17,  1969,  genitouri- 
nary consultation  was  obtained,  and  exploration 
was  advised.  On  the  day  following,  thq  patient 
was  explored  through  a right-flank  extraperitoneal 
incision,  resecting  the  twelfth  rib.  The  kidney  pa- 
renchyma was  found  to  be  completely  replaced  by 
purulent  material.  An  abscess  communicated  di- 
rectly with  the  inferior  surface  of  the  right  lobe  of 
the  liver.  The  kidney  was  resected,  and  90  cc.  of 
pus  were  aspirated  from  the  liver  abscess  which 
measured  approximately  7 cm.  in  diameter.  The 
abscess  cavity  was  then  irrigated  with  copious 
amounts  of  1 per  cent  kanamycin  (Kantrex)  solu- 
tion. A number  32  Pezzer  catheter  was  placed 
within  the  cavity  and  brought  out  of  the  posterior 
aspect  of  the  incision.  The  renal  fossa  was 
drained,  and  the  wound  was  closed  in  layers. 

The  postoperative  course  was  entirely  unevent- 
ful. The  temperature  returned  to  normal  on  the 
day  following  surgery  and  remained  so  until  dis- 
charge. The  tissue  drains  were  removed  after 
seventy-two  and  ninety-six  hours.  The  drainage 
from  the  liver  bed  was  bile  stained  and  decreased 
progressively  in  amount.  At  the  end  of  the  sixth 
postoperative  day  a total  of  250  cc.  of  fluid  had 
drained  from  the  abscess  cavity.  On  this  day  the 
cavity  was  opacified  with  60  cc.  of  methylgluca- 
mine  diatrizoate  (Renografin)  (Fig.  2).  Repeat 


sinograms  were  taken  on  the  fourteenth  and 
twenty-first  days  by  which  time  the  cavity  had  de- 
creased to  5 cc.  in  amount  (Fig.  3A).  The  catheter 
was  removed  on  the  twenty-second  postoperative 
day  with  prompt  cessation  of  drainage,  and  the 
patient  was  discharged  forty-eight  hours  later. 
On  the  day  of  discharge  the  blood  chemistries  had 
returned  to  normal  with  a reduction  of  the  alkaline 
phosphatase  from  its  preoperative  level  to  11  King- 
Armstrong  units.  A repeat  radioactive  Au’^^  liver 
scan  was  taken  one  month  following  discharge  and 
showed  complete  resolution  of  the  abscess  cavity 
(Fig.  3B).  Eighteen  months  following  surgery  the 
patient  was  entirely  asymptomatic  and  had  sterile 
urine. 

Comment 

The  formation  of  fistulous  tracts  between  the 
kidney  and  the  gastrointestinal  tract  is  a well- 
described  entity.  The  pathogenesis  is  usually 
explained  as  a recurrent  renal  infection  with  forma- 
tion of  an  inflammatory  phlegmon  which  ruptures 
into  a contiguous  hollow  viscus.  There  have  been 
reports  of  nephrointestinal  fistulas  in  which  the 
inciting  inflammatory  agent  was  a perforating 
duodenal  ulcer  into  the  renal  pelvis.'’  However, 
the  direct  communication  between  a diseased 
kidney  and  the  right  lobe  of  the  liver  has  not  been 
previously  described.  The  pathogenic  sequence 
in  this  case  appears  to  be  the  development  of  an 
abscess  in  a nonfunctioning  kidney,  secondary  to  a 
staghorn  calculus,  with  spontaneous  rupture  into 
the  contiguous  portion  of  the  right  lobe  of  the  liver. 
The  solitary  nature  of  the  abscess  and  the  direct 
extension  into  the  pyonephrotic  kidney  appear  to 
rule  out  coincident  hematogenous  infection.  Ne- 
phrectomy was  indicated  because  of  the  involve- 
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FIGURE  3.  (A)  Repeat  opacification  of  liver  abscess  cavity  reduced  to  5-cc.  volume  on  twenty-first  postoperative  day. 

(B)  Repeat  liver  scan  one  month  after  discharge,  complete  resolution 


ment  of  the  kidney  and  to  provide  adequate  drain- 
age for  the  purulent  material  within  the  liver 
abscess.  The  insertion  of  the  Pezzer  catheter  and 
underwater  drainage  provided  egress  of  the  bilious 
drainage  and  allowed  for  the  collapse  of  the  abscess 
cavity  about  the  catheter.  It  also  served  as  ob- 
jective evidence  of  the  decrease  in  size  of  the  cavity 
as  visualized  by  serial  x-ray  films.  The  use  of  the 
radioisotope  liver  scan  preoperatively  served  to 
confirm  the  clinical  impression  of  the  extension 
into  the  liver  and  directed  the  proper  surgical 
approach. 

Summary 

The  first  reported  case  of  a spontaneous  nephro- 
hepatic  fistula  is  described.  The  cause,  signs, 


symptoms,  and  means  of  diagnosis  are  presented. 
Nephrectomy  and  drainage  of  a large  hepatic 
abscess  resulted  in  prompt  cure. 

60  Plaza  Street 
Brooklyn,  New  York  11238 
(DR.  ABRAHAMS) 
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Beyond  its  datedness  as  a social  satire  and  its 
obvious  story  appeal  to  children,  the  heart  of 
Charles  Dickins’s  The  Christmas  Carol  has  to  do 
with  Scrooge  and  his  odyssey  through  space  and 
time. 

“Bah,  humbug!”  established  Scrooge’s  situa- 
tion on  that  particular  evening.  He  was  without 
joy,  without  love,  and  without  hope.  Somewhere 
the  meaning  of  his  life  had  been  lost:  courses  of 
life  once  set  are  hard  to  change,  and  worse,  once 
run  they  are  often  found  to  lead  to  an  end  not 
sought.  Marley’s  face  on  that  famous  door 
knocker  then  had  become  Scrooge’s  tocsin  that 
great  shifts  in  buried  time  were  soon  to  take 
place.  His  last  chance  was  on  him. 

Scrooge  was  alone.  Despite  brusqueness  and 
cynicism,  rustlings  of  despair  must  have  piqued 
his  flinty  calm.  In  the  monotony  of  his  day-to-day 
existence  he  had  succeeded  in  cutting  himself  off 
from  the  needs  and  hopes  of  other  people.  Guard- 
ed against  all  feeling,  Scrooge  had  safely  trapped 
himself  within  his  own  skin. 

Human  events  do  not  take  place  in  isolation. 
They  are  connected  with  experiences  that  happen 
at  some  time  in  some  place.  Memories  of  experi- 
ences fix  themselves  deep  inside  people  and  be- 
come servants  to  sounds,  smells,  and  symbols. 
In  the  flash  of  a moment,  memories  with  all  their 
traces  can  be  popped  open,  and  when  they  are, 
the  restraints  of  time  and  space  cease  to  exist. 

The  church  bells,  the  Christmas  carols,  his  per- 
severing nephew’s  good  cheer  and  good  will,  the 
mendicant  merchants,  the  festive  expectation  of 
Christmas,  his  desolate  supper,  the  anniversary  of 


Marley’s  death — all  these  clashing  experiences 
must  have  conspired  to  bring  Scrooge  back  to  his 
bittersweet  past.  The  sounds  and  the  smells  and 
the  symbols  of  that  night  did  the  rest.  Scrooge 
reached  out. 

Christmas  past 

In  his  new  consciousness  of  his  past,  his  first 
touchstone  is  his  little  sister  Fan.  Scrooge  makes 
an  immediate  connection  with  the  present:  her 

son,  his  nephew.  Love,  once  known  and  felt,  and 
the  poignant  regret  of  opportunity  lost,  cracks  open 
Scrooge’s  hardened  soul.  Mirthful,  kind  old  Fez- 
ziwig  then  intrudes  with  his  willing  wife  in  a whirl- 
ing dervish  of  a jig  which  brings  Scrooge’s  heart 
to  a leap  and  his  blood  coursing  through  his  en- 
livened old  body.  Another  connection  is  made: 
his  gay  spirit  on  that  Christmas  Eve  and  Bob 
Cratchit’s  bleak  spirit  in  the  present  one.  His 
spirit  begins  to  stir. 

Finally  Scrooge  in  his  past  exposes  himself  as  a 
success,  starchly  correct  and  self-satisfied.  Belle 
releases  him.  No  wordy  analytic  screens  misguide 
her;  she  senses  a change  in  Scrooge’s  nature  and  in 
his  spirit.  Scrooge’s  rationalizations  fail  to  thwart 
her.  Knowing  what  she  wants  her  life  to  become. 
Belle  strikes  Scrooge  to  the  quick:  her  Ipve  is  no 
longer  a thing  of  value  to  him;  the  dross  of  mate- 
rialism has  become  his  new  hope.  From  the  edge 
of  his  dreamy  state,  Scrooge  recognizes  for  the  first 
time  the  fearful  confusion  of  his  youth,  and  he  is 
stung.  When  Belle  is  seen  in  the  flush  of  a life  and 
of  a love  that  might  have  been  his  own,  his  anguish 
becomes  extreme,  and  he  begs  for  relief. 

Christmas  present 

If  the  past  brings  Scrooge  to  despair,  the  present 
exposes  him  to  guilt  and  to  shame.  The  object  of 
ridicule  at  his  nephew’s  Christmas  party,  and 
scorned  by  Mrs.  Cratchit,  Scrooge  nevertheless 
survives.  He  pleads  for  no  quarter,  nor  does  he 
defend  himself.  Without  malice,  Scrooge  looks 
and  listens,  and  in  this  newly  given  opportunity, 
he  learns  to  surrender  himself  with  patience  to  the 
newness  of  an  old  feeling.  With  his  ghostly  com- 
panion Scrooge  is  transported  to  a mining  town, 
a dismal  reef,  and  a ship  at  sea.  He  sees  people 
who  pause  in  the  midst  of  their  lives  to  fix  a mo- 
ment with  a mixture  of  reverence  and  celebration. 
They  mark  a time  of  meaning  and  they  feel  better: 
the  chosen  symbol  and  the  human  experience  are 
met. 
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All  events  cannot  be  humbugged  out  of  existence 
for  lack  of  proof  or  for  lack  of  immediate  use. 
The  spirit  of  man  is  as  real  to  his  experience  as  the 
idea  is  to  a quantum  of  energy,  as  observable  and 
as  certain.  When  symbols  fail  man,  his  experi- 
ences cannot  find  struts  to  firm  themselves  on. 
(lood  symbols  can  generate  small,  precious  experi- 
ences; a plum  pudding  announcing  the  holiday 
to  come,  the  flush  on  the  cheeks  of  women  cooking 
up  smells  and  filled  with  the  expectations  of  the 
joyful  meal  which  has  nothing  to  do  with  hunger, 
the  warmth  and  love  that  issues  forth  from  the  in- 
timacy of  loving  perishable  beings. 

In  his  real  present  Scrooge  had  lost  symbols  to 
guide  him  to  the  little  human  things;  he  could  look 
and  not  see,  hear  and  not  listen,  touch  and  not 
feel,  and  live  and  not  learn.  Scrooge  did  not  invest 
much  courage  in  living.  He  had  squeezed  out  the 
pulse  of  life  by  fortifying  himself  with  exclusive 
guarantees  which  had  no  meaning  standing  by 
themselves.  In  his  dreamy  present,  Scrooge  knew 
that  he  was  losing  the  art  of  living  life,  but  by  the 
end  of  his  second  journey,  a new  Scrooge  is  seen 
evolving:  quiet,  reflective,  and  responsive. 

Scrooge  is  now  vulnerable — he  is  becoming  human 
again! 

Christmas  future 

The  Ghost  of  Things  to  Come  is  sepulchral. 
There  is  no  festive  spirit,  no  kindness,  no  hate, 
no  love,  no  hope:  just  the  stark  reality  of  things 
to  come.  Glimmers  of  hope  have  begun  to  stir 
within  Scrooge.  He  is  shown  his  empty  chair  at 
the  stock  exchange,  he  sees  his  bed  curtains  and 
clothes  divided  among  thieves,  he  even  looks  on  his 
dead  body  “plundered  and  bereft.”  All  these 
things  Scrooge  is  given  to  behold,  and  yet  he  does 
not  admit  that  he  has  been  a witness  to  the  ulti- 
mate reality  of  his  life.  The  future  does  indeed 
brutalize  Scrooge,  but  in  the  face  of  his  mental 
hopscotch  his  self-confrontation  must  be  forced 
even  more  brutally:  the  sight  of  his  gravestone 


is  thrust  on  him,  and  all  his  massive  denials  are 
swept  aside.  The  ancestral  yearnings  of  man  are 
strong  and  deep,  and  men  will  agonize  to  turn  their 
words  into  the  flesh  of  experience.  Scrooge  is 
finally  unfrozen  and  becomes  a creature  driven. 

His  failures  and  his  humiliations  have  now  be- 
come his  pride  and  his  strength.  Scrooge  assumes 
a defiant  posture  and  groans  a compelling  ques- 
tion: “Why  show  me  this  if  I am  past  all  hope?” 

No  more  pretentions  with  “humbugs”  or  illu- 
sions with  the  magic  power  of  money.  FTom  the 
depths  of  his  despair  Scrooge  reaches  out,  brushes 
aside  guilt  and  shame,  and  without  the  help  of 
drugs  or  the  ennui  of  conformity,  Scrooge  succeeds: 
the  spectral  hand  becomes  his  bedpost.  The  rest 
is  known. 

Postiude 

On  Christmas  morning  Scrooge  chuckled  his 
way  to  a new  day  and  sang  his  tidings  of  good  will 
to  the  world.  Scrooge  no  longer  cared  what  the 
world  thought  of  him  or  how  they  laughed.  He 
had  learned  how  to  laugh  at  himself.  Simple 
sights  and  sounds  and  smells  could  now  pass 
through  him  to  touch  his  heart,  and  he  could  now 
turn  his  treasures  quickly  outward  to  the  world. 
The  fear  of  humiliation  no  longer  ruled  Scrooge: 
to  escape  reproach  too  many  lives  are  dedicated  to 
empty  ends,  and  to  guarantee  security  too  many 
hopes  are  designed  to  dazzle  vacant  eyes. 

Guilt  did  not  conquer  Scrooge  nor  did  the  grave. 
With  the  secret  of  a new  hope  Scrooge  had  con- 
quered himself!  What  he  had  come  to  crave  was 
his:  Scrooge  was  able  to  enter  dimensions  of  his 

own  creation.  Time  and  space  now  served  him. 
When  he  humbly  accepted  the  limitations  which 
these  choices  imposed,  his  once  fixed  spirit  broke 
free,  and  in  his  freedom  Scrooge  had  discovered 
that  the  future  does  not  belong  to  death. 

And  so  he  won! 

164-03  33rd  Avenue 
Flushing,  New  York  11358 
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Dermatologists  are  aware  that  acne  vulgaris  is 
prevalent  among  teenagers.  Only  two  reports  of 
some  magnitude  on  the  incidence  of  acne  have 
been  published.  Curiously,  both  are  from  foreign 
countries. 

Bloch'  examined  4,119  children  living  in  Swiss 
orphanages.  The  population  consisted  of  2,136 
girls,  ranging  in  age  from  six  through  eighteen 
years,  and  2,055  boys  between  the  ages  of  six  to 
nineteen  years.  He  observed  that  68.4  per  cent 
of  the  boys  and  59.6  per  cent  of  the  girls  had  acne. 
The  presence  of  5 comedones  on  the  face  was  clas- 
sified as  acne. 

In  West  Germany,  Aman'^  examined  2,523  men, 
all  twenty-one  years  old.  Of  these  753  (29.9  per 
cent)  had  acne.  It  was  present  in  30.52  per  cent 
of  those  living  in  rural  areas  and  25.8  per  cent  of 
urban  dwellers.  Of  those  with  acne  209  (27.8  per 
cent)  either  sought  professional  help  or  instituted 
self  therapy. 

Our  study  was  designed  to  obtain  information 
on  the  incidence  of  acne  and  some  of  the  psycho- 
logic effects  of  acne  in  a circumscribed  population 
of  1,254  suburban  New  York  students  attending 
a public  and  a private  high  school. 

‘This  study  was  supported  by  Armour-Dial,  Hoffmann-La 
Roche,  Inc.  (Medical  Affairs)  and  Westwood  Pharmaceuticals. 


Background 

Information  about  the  effects  of  acne  on  the 
psyche,  or  vice  versa,  is  contradictory.  One  body 
of  opinion  consists  of  impressions  formed  by  physi- 
cians in  contact  with  acne  patients.  The  other  is 
the  result  of  comparative  psychologic  studies  car- 
ried out  on  small  groups  of  college  students  with 
and  without  acne,  a time  when  acne  begins  to 
recede. 

The  following  illustrate  the  impressions  formed 
by  clinicians.  Sulzberger  and  Zaidens''  in  dis- 
cussing adolescents  with  acne  state,  “They  avoid 
social  and  sexual  situations,  abandon  athletic 
activities,  and  become  absorbed  with  themselves 
and  their  problems,  frequently  excoriating  the  le- 
sions, removing  comedones,  squeezing  pustules, 
and  in  general  aggravating  the  already  existing 
acne.  Here  again  a vicious  cycle  is  set  up  and 
frequently  it  is  difficult  to  differentiate  cause  from 
effect.  It  is  our  considered  opinion  that  there  is 
probably  no  single  disease  which  causes  more  psy- 
chic trauma.  ...” 

In  a similar  vein  Kenward"*  states,  “Several 
factors  contribute  to  the  misery  caused  by  acne. 
Our  culture  in  general  and  the  adolescent  in  par- 
ticular is  prone  to  over  value  physical  appearance. 
It  is  true  that  acne  is  a social  and  economic  handi- 
cap. . . .” 

Previous  psychologic  testing  was  mostly  carried 
out  on  small  groups  of  college  students.  Narciso^ 
tested  20  students  with  20  controls  by  the 
Minnesota  multiphasic  personality  inventory. 
He  observed  a significant  difference  between  the 
two  groups  in  4 out  of  9 scales  on  the  Minnesota 
multiphasic  personality  inventory  test.  He  con- 
cluded that  the  students  with  acne  were  more  con- 
cerned about  their  bodily  functions,  less  mature, 
more  liable  to  worry,  and  had  less  self  confidence 
than  the  control  group. 

The  Maudsley  personality  inventory  was  used 
by  Kenyon,"  ' Lucas,"  and  Lucas  and  Ojha^on  acne 
patients.  Kenyon"  " concluded  that  acne  “was  not 
primarily  a psychogenic  condition”  when  he  com- 
pared the  results  of  the  test  given  to  a group  of 
adult  women  with  acne  and  a comparable  normal 
group.  Lucas"  studied  a group  of  college  students 
and  concluded  that  there  was  “no  difference  in 
personality,  or  in  the  frequency  of  psychological 
symptoms,  between  students  with  acne — whether 
they  complained  or  not — and  controls.”  In  a later 
study,  Lucas  and  Ojha®  observed  that  in  general 
there  were  no  differences  in  personality  character- 
istics in  students  with  acne  and  those  in  the  con- 
trol group.  But,  14  out  of  43  students  with  acne 
noted  exacerbation  of  the  conditions  when  they 
were  under  stress  or  fatigued.  These  students 
scored  higher  on  the  test  for  neuroticism  than  the 
other  29  acne  sufferers. 

Pakesch  and  Kresbach"’  using  Rorschach  and 
Szoudi  tests,  concluded  that  patients  with  acne  are 
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more  depressed  psychologically  than  patients 
without  acne. 

In  our  study,  volunteer  students  were  first  asked 
to  respond  to  a series  of  statements  and  questions, 
then  they  were  examined  for  acne  and  further 
analyzed  hy  investigators  who  had  access  to  scho- 
lastic records  and  interviews  with  school  officials 
and  teachers.  We  are  aware  of  a number  of  con- 
straints inherent  in  our  study.  Among  them  is  the 
obvious  possibility  that  the  mechanism  of  denial 
in  youngsters  with  acne  would  inlluence  some  of 
the  responses  to  certain  questions.  .Another  is  the 
factor  of  credulity  intrinsic  to  the  questionnaire 
method  of  data  gathering  which  introduces  such 
artifacts  as  honesty,  opinion,  denial,  and  candor 
as  influences  on  the  person’s  answers.  These  and 
similar  forces  which  are  operative  in  this  type 
of  investigation  tend  to  be  self  controlled  by  the 
homogeneity  of  the  population  sample  and  by  the 
size  of  the  sample. 

Since  our  sample  was  more  or  less  homogeneous 
and  was  fairly  large,  we  considered  the  methods  of 
investigation  employed  by  us  to  be  sufficiently  de- 
pendable to  provide  some  valid  information  ap- 
plicable to  present-day  students  in  high  school  and 
college.  In  the  decade  since  previous  studies  of 
this  type  were  published,  many  young  people  seem 
to  have  changed  their  attitude  toward  their  ap- 
pearance. For  this  reason  alone,  we  felt  our  in- 
vestigation might  be  of  some  interest. 

Methods 

The  incidence  of  acne  on  the  face  was  deter- 
mined by  a dermatologist.  The  total  test  popula- 
tion consisted  of  1,254  students,  of  which  574  were 
men  and  680  women.  Ages  ranged  from  fourteen 
to  eighteen  years.  The  majority,  91  per  cent,  were 
fifteen  or  sixteen  years  old.  The  racial  composi- 
tion was  94  per  cent  white,  5 per  cent  Negro,  and  1 
per  cent  others  (Orientals  and  .American  Indians). 
The  population  of  both  public  and  private  schools 
were  of  varied  but  similar  socioeconomic  back- 
grounds. In  addition  to  psychologic  testing,  other 
information  consisted  of  race,  age,  sex,  grade  in 
school,  intelligence  quotient,  scholastic  achieve- 
ment, extracurricular  activity,  leadership,  educa- 
tion, and/or  occupation  of  parents. 

Incidence.  The  presence  of  comedones  or  less 
than  5 papular,  pustular,  or  cystic  lesions  was  not 
considered  to  be  acne.  The  presence  of  5 to  10 
lesions  was  classified  as  a mild  case,  10  to  15  lesions 
as  moderate,  and  more  than  15  as  severe.  The 
dermatologist  also  recorded  any  visible  physical 
defects,  such  as  limp,  harelip,  overweight,  and  so 
on. 

Each  student  with  acne  was  asked  whether  or 
not  he  did  anything  to  improve  his  skin  condition, 
such  as  to  seek  medical  help,  use  of  proprietary 
drugs,  more  frequent  cleansing,  and  so  on.  The 
remarks  w'ere  recorded. 


Psychologic  testing.  A psychologist-educator 
prepared  46  statements  as  follows,  which  were 
read  to  the  students  in  both  schools. 


1.  Most  of  my  friends  include  me  in  their  activities. 

2.  1 have  all  the  friends  I need. 

3.  I have  no  difficulty  in  getting  dates  with  the  op- 
posite sex. 

4.  1 am  very  sensitive  to  criticism  of  my  friends. 

5.  1 get  plenty  of  invitations  to  parties. 

6.  1 have  a good  time  at  parties. 

7.  The  opposite  sex  likes  me. 

8.  My  friends  often  ask  me  to  participate  in  games 
or  go  to  the  movies  with  them. 

9.  Many  of  my  friends  often  drop  into  my  home  for 
a visit. 

10.  1 like  looking  in  the  mirror. 

11.  My  appearance  is  good. 

12.  People  often  stare  at  me. 

13.  People  pay  a good  deal  of  attention  to  appearances. 

14.  My  appearance  creates  many  problems  for  me. 

15.  Healthy  looking  people  are  very  lucky. 

16.  A clear  skin  is  necessary  to  enjoy  life. 

17.  1 like  being  with  people. 

18.  People  avoid  me. 

19.  People  should  help  youngsters  to  improve  their 
appearance. 

20.  1 am  comfortable  at  school. 

21.  1 am  not  satisfied  with  myself. 

22.  My  school  work  suffers  because  1 feel  low. 

23.  1 can’t  concentrate  at  school. 

24.  My  teachers  give  me  as  much  help  as  other  stu- 
dents. 

25.  My  teachers  understand  me  and  my  problems. 

26.  My  school  work  suffers  because  1 day  dream  at 
school. 

27.  1 recite  as  often  as  most  students. 

28.  1 contribute  to  general  discussion  in  class  as  often 
as  most  students. 

29.  My  parents  help  me  in  my  grooming. 

30.  My  mother  is  of  greater  help  in  this  respect. 

31.  My  father  is  of  greater  help  in  this  respect. 

32.  My  parents  believe  that  good  eating  habits  makes 
for  a clear  skin. 

33.  Unclean  and  bad  thoughts  cause  skin  blemishes. 

34.  My  parents  nag  me  about  my  appearance. 

35.  My  parents  think  I should  have  more  friends. 

36.  My  parents  think  I stay  at  home  too  much. 

37.  I believe  appearance  affects  my  ability  to  get  the 
kind  of  work  one  likes. 

38.  I wonder  if  my  appearance  will  make  it  difficult 
for  me  to  get  ahead  in  life. 

39.  My  future  plans  depend  on  a change  in  the  way  I 
look. 

40.  I need  to  improve  my  appearance  before  1 can 
really  try  to  do  better  in  school. 

41.  My  skin  condition  makes  my  life  much  harder. 

42.  I believe  I will  be  successful,  no  matter  what  peo- 
ple might  think  about  my  looks. 

43.  I don’t  think  I will  ever  get  married. 

44.  My  interests  are  very  different  from  most  teen- 
agers. 

45.  I am  quite  willing  to  go  along  as  I have  been  with- 
out too  much  strain. 

46.  Success  is  more  important  than  anything  else. 
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All  students  were  assembled  in  one  room  and 
were  asked  to  indicate  their  agreement  or  disagree- 
ment with  the  statements  on  specially  designed 
data  processing  cards.  They  were  not  informed 
about  the  purpose  of  the  test.  Only  students  who 
were  present  for  this  test  were  later  examined  for 
acne.  All  students  took  the  test  before  they  were 
examined  physically.  The  students  in  the  private 
school  were  also  asked  to  write  their  answers  to  the 
following  three  questions:  (1)  What  do  you  think 

is  necessary  to  be  successful  socially?  (2)  What  in 
your  opinion  is  necessary  to  be  a leader  in  school 
activities?  (3)  Are  there  any  kinds  of  things  which 
you  think  keep  a teenager  from  being  popular? 

Other  information.  From  school  records  and 
interviews  with  school  authorities,  information  was 
obtained  about  each  student’s  intelligence,  scho- 
lastic achievement,  and  participation  in  extra- 
curricular activity.  Leadership  was  ascertained 
from  teachers  and  from  officers  of  students  organi- 
zations. 

Results 

Incidence,  severity,  and  previous  therapy. 

Acne  was  present  in  69  per  cent  of  the  boys  and 
58  per  cent  of  the  girls.  Of  the  boys  with  acne,  the 
degree  was  mild  in  53  per  cent,  moderate  in  40  per 
cent,  and  severe  in  7 per  cent.  Among  the  girls, 
the  distribution  was  57,  38,  and  5 per  cent,  respec- 
tively. Thirty-two  per  cent  of  the  boys  and  29  per 
cent  of  the  girls  did  nothing  to  improve  their  skin 
condition.  Medication  was  self  administered  by 
57  per  cent  of  the  boys  and  61  per  cent  of  the  girls. 
The  medications  included,  but  were  not  limited  to, 
alcohol,  proprietary  medications  purchased  in  drug 
stores,  frequent  soap  and  water  washings,  and 
others.  Professional  advice  was  sought  by  11  per 
cent  of  the  boys  and  10  per  cent  of  the  girls. 

Psychologic  tests.  The  answers  to  the  open- 
ended  questions  fell  into  definite  categories. 
There  were  no  apparent  differences  in  the  judg- 
ment between  the  students  with  acne  and  those 
without  acne.  The  responses,  given  by  over  90  per 
cent  of  the  students,  to  each  of  the  3 questions  are 
as  follows,  in  descending  order  of  important  at- 
tributes. There  were  other  attributes  listed  by  the 
students,  but  they  were  too  scattered  to  be  put  into 
categories,  therefore,  they  were  designated  as 
“others.” 

To  Question  1,  which  dealt  with  social  success, 
the  following  attributes  were  listed  as  essential: 
getting  along  with  people,  good  personality,  good 
looks,  not  being  a “phony,”  having  friends,  sense  of 
humor,  intelligence,  clean  appearance,  and  others 
(9  per  cent  of  students). 

(Question  2,  which  dealt  with  leadership,  the  fol- 
lowing attributes  were  thought  to  be  essential: 
fight  for  l)eliefs,  think  for  oneself,  good  personal- 
ity, friends,  good  looks,  good  athlete,  good  in  ac- 
tivities, kind  and  responsible,  intelligent,  good 


grades,  and  others  (8  per  cent). 

Question  3,  which  dealt  with  attributes  that  pre- 
vent a student  from  being  popular,  the  following 
were  mentioned:  being  different,  shy  and  un- 

friendly, not  good  looking,  studies  only,  does  not 
participate  in  activities,  lacks  confidence,  rude, 
conceited,  “brown  nose,”  “phony,”  and  others 
(8  per  cent). 

The  responses  to  the  46  statements  expressed  in 
percentile,  are  given  in  (Table  I).  The  students 
had  a choice  of  strongly  agreeing,  agreeing,  dis- 
agreeing, or  strongly  disagreeing  with  each  state- 
ment. The  difference  in  responses,  between  those 
with  and  those  without  acne  were  analyzed  statis- 
tically. The  responses  to  most  statements  were 
not  significantly  different.  However,  the  re- 
sponses to  9 statements  were  significantly  dif- 
ferent at  the  95  per  cent  level.  Thus,  students 
with  acne  indicated  that  they  did  not  get  enough 
invitations  to  parties,  did  not  have  a good  time  at 
parties,  did  not  like  to  be  with  people,  and  felt 
that  people  sometimes  stared  at  them.  However, 
the  group  without  acne  was  less  comfortable  at 
school  than  students  with  acne.  More  students 
with  acne  thought  that  their  fathers  helped  them 
with  their  grooming  than  fathers  of  students  with- 
out acne.  The  group  without  acne  thought  that 
unclean  and  bad  thoughts  manifest  themselves  as 
skin  blemishes,  whereas  the  students  with  acne  did 
not  think  so,  nor  did  the  group  with  acne  think 
that  appearance  will  make  it  difficult  to  get  along 
in  life  or  make  life  harder. 

Scholastic  achievement  vs.  intelligence. 
Scholastic  achievement  was  rated  excellent,  good, 
fair,  poor,  or  failing.  The  presence  of  acne  made 
no  appreciable  difference  in  scholastic  achieve- 
ment, except  in  students  with  an  I.Q.  of  120  or  bet- 
ter. Of  the  310  students  with  higher  I.Q.s,  188 
(60  per  cent)  had  acne  and  122  (40  per  cent)  did 
not.  Excellent  and  good  ratings  were  achieved 
by  76  per  cent  of  students  with  and  61  per  cent 
without  acne.  These  differences  are  not  quite 
statistically  significant. 

Leadership  and  extracurricular  activities. 

Apparently  the  presence  of  acne  did  not  affect 
leadership.  In  the  public  school  14  per  cent  of  the 
boys  without  and  10  per  cent  with  acne  were 
leaders.  Leadership  was  the  same  for  girls  with 
or  without  acne.  Each  group  contributed  9 per 
cent.  In  the  private  school,  19  per  cent  of  the  boys 
with  acne  were  leaders  against  13  per  cent  without 
acne.  No  significant  difference  in  participation  in 
extracurricular  activities  was  present  among  stu- 
dents with  and  without  acne. 

Comment 

Our  study  was  carried  out  on  a cross  section  of  a 
general  suburban  adolescent  population  in  whom 
acne  is  known  to  be  prevalent.  The  incidence  ot 
acne  in  Bloch’s'  study,  which  included  prepuber- 
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TABLE  I.  Combined  responses  to  read  statements  (per  cent) 


Students 

(iuestion  With  Acne — — - No  Acne • Significant 


Number 

SA 

A 

D 

SD 

SA 

A 

D 

SD 

Differences  (p  = <0.05) 

1 

32 

60 

7 

1 

30 

62 

6 

2 

2 

11 

22 

43 

24 

8 

27 

42 

23 

3 

10 

35 

40 

15 

11 

36 

37 

16 

4 

18 

29 

38 

15 

14 

28 

42 

16 

5 

17 

39 

31 

13 

16 

43 

34 

7 

SD  = sig. 

6 

38 

51 

9 

2 

50 

30 

10 

10 

SA  = sig.  A = sig.  SD  = sig. 

7 

13 

71 

13 

3 

13 

73 

11 

3 

8 

33 

54 

10 

3 

34 

53 

9 
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tal  children,  was  practically  identical  with  that  of 
our  study,  although  the  samples  differed  in  age  dis- 
tribution. This  may  be  due  to  the  differences  in 
establishing  the  criteria  for  acne.  Bloch  con- 
sidered the  presence  of  5 comedones  to  be  acne, 
while  we  used  a standard  of  5 lesions.  Aman’s- 
sample  differed  from  ours  in  that  it  was  limited 
to  males  at  an  age  when  acne  tends  to  recede. 

Some  physicians  in  contact  with  patients  with 
acne  are  of  the  opinion  that  acne  influences  the 
emotional  state  of  these  young  people.-^-^-^'  Pre- 
vious studies  of  psychologic  tests  on  small  groups  of 
college  students  with  and  without  acne  have  led  to 
contradictory  results.  Narciso,^  using  the  Min- 
nesota multiphasic  personality  inventory  test  and 
Pakesch  and  Kresbach’s^*^  Rorschach  and  Szoudi 
tests,  concluded  that  patients  with  acne  are  more 


depressed  psychologically  than  patients  without 
acne.  Lucas,®  Kenyon,®  ’ and  Sainsbury^^  using 
the  multiphasic  personality  inventory  tests  con- 
cluded that  there  was  no  difference  between  people 
with  acne  and  those  with  clear  skin.  However,  in 
a later  study,  Lucas  and  Ojha®  reported  that  cer- 
tain patients  with  acne  under  stress  showed  greater 
neuroticism  on  the  multiphasic  personality  in- 
ventory scale. 

In  our  study  we  attempted  to  ascertain  if  there 
was  a difference  in  social  acceptance  of  students 
with  and  without  acne.  Another  goal  was  to  deter- 
mine if  there  was  any  difference  in  the  emotional 
state  between  the  two  groups. 

Our  data  indicate  that  there  was  no  difference  in 
social  acceptance  between  youngsters  with  and 
without  acne.  Both  groups  produced  about  the 
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same  per  cent  of  leaders  and  participants  in  extra- 
curricular activities. 

We  found  no  statistical  difference  in  the  answers 
to  the  three  open-ended  questions.  On  the  other 
hand,  the  responses  to  9 of  the  46  statements 
did  show  a statistically  significant  difference. 
Apparently  students  with  acne  are  more  sensitive 
to  their  appearance  at  social  events  than  their 
counterparts  without  acne.  However,  the  group 
without  acne  was  less  comfortable  at  school  than 
the  group  with  acne.  Perhaps  this  is  related  to  the 
finding  that  the  students  with  acne  with  an  I.Q.  of 
120  or  better,  had  better  grades  than  their  counter- 
parts without  acne.  Nor  did  the  students  with 
acne  think  that  their  appearance  would  make  life 
more  difficult. 

At  the  conclusion  of  our  investigation,  a number 
of  shortcomings  with  the  method  became  obvious, 
although  they  were  suspected  and  discussed  either 
at  the  outset,  or  during  the  study.  For  instance, 
we  had  no  provision  for  designating  the  “long 
hair”  advocates  from  the  “straight”  types.  Re- 
lationship of  the  timing  of  the  questionnaire  to  per- 
sonal or  home-life  stresses  were  not  fully  explored. 
Difficulties  in  the  methods  of  evaluating  severity 
of  acne  still  exist,  and  lesion  counting  is  not  al- 
together satisfactory. 

Summary 

Among  1,254  high  school  students,  69  per  cent  of 
the  boys  and  58  per  cent  of  the  girls  had  acne  vul- 
garis on  the  face.  The  condition  was  mild  to  mod- 
erate in  93  per  cent  of  the  boys  and  95  per  cent  of 
the  girls.  No  special  skin  care  was  practiced  by  32 
per  cent  of  the  boys  and  29  per  cent  of  the  girls. 
Self  medication  was  used  by  57  per  cent  of  the  boys 
and  61  per  cent  of  the  girls.  Professional  help  was 
sought  by  11  per  cent  of  the  boys  and  10  per  cent  of 
the  girls. 

The  results  of  2 psychologic  tests  given  to  stu- 
dents with  and  without  acne  and  from  other 
sources  of  information  indicate  no  significant  dif- 
ference between  tbe  two  groups  in  leadership  and 


extracurricular  activity.  However,  students  with 
acne  indicated  that  they  did  not  get  “enough”  in- 
vitations to  parties,  did  not  have  a good  time  at 
parties,  did  not  like  to  be  with  people,  and  felt  that 
people  sometimes  stared  at  them.  On  the  other 
hand,  students  without  acne  often  did  not  feel 
comfortable  in  school.  This  attitude  could  be  re- 
lated to  the  observation  that  students  with  acne 
and  with  an  I.Q.  of  120  or  better,  tended  to  achieve 
higher  grades.  Students  with  acne  received  more 
help  from  their  fathers  with  their  grooming  than 
the  group  without  acne.  Students  with  acne  did 
not  think  that  unclean  and  bad  thoughts  caused 
skin  blemishes,  while  students  without  acne  did. 

Montefiore  Hospital  and  Medical  Center 
111  East  210th  Street 
Bronx,  New  York  10467 
(DR.  SCHACHTER) 
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i USHER  PARSONS,  M.  D. 
(1788-18681 

Naval  surgeon  in  Battle  of 
Lake  Erie 


PAUL  CUSHMAN.  Jr.,  M D 
New  York  City 

Assistant  Clinical  Professor  of  Medicine,  Columbia  University 
College  of  Physicians  and  Surgeons 

The  United  States  Navy  achievements  in  the 
War  of  1812  helped  launch  the  tledgling  nation 
into  a position  of  importance  in  international 
affairs.  It  also  brought  glory  and  distinction  to 
many  American  mariners. 

Early  medical  career 

Usher  Parsons,  M.I).  (1788-1868)  was  the  most 
outstanding  naval  surgeon  of  the  War  of  1812  (Fig. 
1).  Born  in  Maine  of  a family  noted  for  lawyers, 
physicians,  statesmen,  and  clerics,  he  decided  to 
study  medicine  at  an  early  age.  His  zeal  for  learn- 
ing was  evident  from  his  journal: 

I walked  fifteen  miles  in  the  night  . . . slept  a few 
hours  in  some  hay  in  a barn  and  reached  Kennebunk 
the  following  noon,  and  Alfred  in  the  evening  (there 
during  the  day  he  taught  school)  and  read  \ irgil 
and  Greek  in  the  evening  . I then  went  to  Boston 
and  entered  the  office  of  Dr.  John  Warren*  for  six 
months.  It  was  with  difficulty  that  I got  through  with 
the  expense  of  my  lectures  and  board  although  as- 
sisted to  fifty  dollars  by  my  father.* 

Having  obtained  a license  from  the  Common- 
wealth of  Massachusetts  in  February.  1812,  he  then 
ventured  unsuccessfully  into  private  practice  in 
Exeter  and  Dover,  Xew  Hampshire.  At  the  out- 
break of  the  war.  he  sought  a commission  in  the 
Navy  but  was  turned  down.  Later  at  a nadir  in 
his  fortunes,  he  obtained  his  naval  commission: 

There  was  a package  in  the  office  for  me  . I went 

* Professor  and  one  of  the  founders  of  the  Harvard  Medical 
School,  John  Warren,  M.D.,  was  the  first  of  four  generations 
of  Warrens  to  hold  professorial  chairs  at  Harvard. 


FIGURE  1.  Usher  Parsons,  M D (From  Lessing,  F.  J. 
The  Pictorial  Fieldbook  of  the  War  of  1812,  New  York, 
Harper  Brothers,  1868,  p.  517.) 

and  found  it  to  be  a commission  of  surgeon’s  mate  in 
the  navy,  and  the  pay  to  commence  from  that  day. 
No  one  can  imagine  my  joy;  it  was  ecstatic,  frantic. - 

After  temporary  service  on  the  inactive  John 
Adams,  Parsons  volunteered  for  the  expedition 
to  the  Great  Lakes,  arriving  there  early  in  the  fall 
of  1812.  During  the  ensuing  winter  in  Buffalo,  an 
epidemic  of  pleuropneumonia  raged  throughout 
the  U.S.  camp.  In  his  first  publication.  Dr.  Par- 
sons published  extensive  clinical  observations  of 
that  epidemic.  Also  during  that  long  and  cold 
winter,  he  gained  valuable  surgical  experience  from 
the  treatment  of  dozens  of  wounded  Americans 
brought  back  to  camp  after  being  injured  in  the 
abortive  attempts  to  invade  Canada. 

In  the  summer  of  1813,  “bilious  remittent  fever” 
attacked  a number  of  victims  under  Commodore 
Oliver  Perry’s  command,  including  all  three  sur- 
geons. On  the  day  of  the  battle  of  Lake  Erie,  two 
of  the  physicians  were  too  ill  with  malaria  to  par- 
ticipate, and  the  full  burden  of  treating  the  large 
number  of  wounded  fell  on  the  twenty-five-year- 
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old  Dr.  Parsons.  We  are  greatly  indebted  to  Dr. 
Parsons  for  his  detailed  and  highly  descriptive 
journal  of  the  battle  of  Lake  Erie,  as  seen  from 
his  position  as  surgeon  on  the  20-gun  U.S.S.  Law- 
rence, Commodore  Perry’s  flagship. 

Surgeon  during  battle  of  Lake  Erie 

As  the  fleets  approached  each  other  in  the  light 
morning  air  on  September  10,  1813,  Perry  unfurled 
a new,  dark  blue  banner  with  bold  white  lettering, 
“Dont  Give  Up  The  Ship.”*  Three  cheers  burst 
forth  heartily  from  the  Americans  as  the  banner 
was  hoisted  on  high. 

The  grog  ration  was  brought  out,  and  the  fife 
and  drum  struck  up  "all  hands  to  quarters.”  The 
hatches  were  closed,  except  for  one  through  which 
a little  light  was  let  into  the  surgeon’s  room,  a 
12  by  10  foot  area  on  the  same  level  as  the  water 
line.  Lhrfortunately,  this  left  the  wounded  exposed 
to  the  enemy’s  cannon  balls  almost  as  if  they  were 
on  deck.  Six  men  were  assigned  to  bring  the 
wounded  below  and  assist  the  surgeon  in  moving 
them.  " every  preparation  being  made  and 
every  man  at  his  post,  a profound  silence  reigned 
for  more  than  one  hour”  as  the  ships  approached.  * 
As  the  Lawrence  spearheading  the  LI.S.  fleet 
slowly  crept  into  range.  Parsons’  journal  then  de- 
scribes tbe  brisk  shock  of  the  first  shots  of  the 
broadsides  piercing  the  silence.  The  Lawrence 
took  a terrible  pounding  from  the  concentrated 
fire  of  the  British  fleet,  the  19-gun  Detroit  and 
the  17-gun  Queen  Charlotte  in  particular.  Al- 
though the  Americans  fought  stubbornly,  the 
Lawrence  was  cut  to  pieces.  After  one  and  one- 
half  hours  of  battle.  Perry  called  down  the  sky- 
light. 

Doctor,  he  said,  send  me  one  of  your  men  . In 
five  minutes  the  call  was  repeated  and  obeyed;  at  the 
seventh  call  I told  him  that  he  had  them  all.  He  asked 
if  any  could  pull  a rope  two  or  three  of  the  wounded 
crawled  on  deck  to  lend  a feeble  hand  in  pulling  at 
the  (few  remaining)  guns.  For  more  than  2 long 
hours,  little  could  be  heard  but  the  deafening  thunder 
of  our  own  broadsides,  the  crash  of  balls  dashing 
through  our  timbers,  and  the  shrieks  of  the  wounded. 
These  were  brought  down  faster  than  I could  attend 
to  them,  further  than  to  stay  the  bleeding,  or  support 
the  shattered  limbs  with  splints  and  pass  them  for- 
ward upon  the  berth  deck.  Two  or  three  were  killed 
near  me  after  being  wounded.  Amongst  those  early 
brought  down  was  Lieutenant  Brooks,  son  of  the  late 
Governor  of  Massachusetts,  a most  accomplished 
gentleman  and  officer;  and  renowned  for  his  personal 
beauty.  A cannon  ball  struck  him  in  the  hip,  he  knew 
his  doom  and  enquired  how  long  he  should  live;  I told 
him  a few  hours.  He  expressed  the  hope  that  the 
Commodore  should  he  spared. 

When  the  battle  was  raging  most  severely,  Mid- 

* The  famous  plea  of  the  gravely  wounded  James  Lawrence, 
captain  of  the  ItS.S.  Chesapeake,  as  he  was  being  borne  down 
below.  'I'he  Chesapeake  soon  after  surrendered  to  the  Shannon 
on  June  1,  181 J,  off  Cape  Ann. 


shipman  Lamb  came  down  with  his  arm  badly  frac- 
tured; I applied  a splint  and  requested  him  to  go  for- 
ward and  lie  down;  as  he  was  leaving  me,  and  while 
my  hand  was  on  him,  a cannon  ball  struck  him  on  the 
side,  and  dashed  him  against  the  other  side  of  the 
room,  which  instantly  terminated  his  sufferings.  . . 

There  were  other  incidents  less  painful  to  witness. 
The  Commodore’s  dog  had  secreted  himself  in  the 
bottom  of  a closet  containing  all  our  crockery.  A can- 
non ball  passed  through  the  closet,  and  smashed 
crockery  and  door,  covering  the  dog  with  fragments. 
The  dog  set  up  a barking  protest  against,  such  an 
invasion  of  his  chosen  retirement. 

Lieutenant  Yarnall  had  his  scalp  badly  torn,  and 
came  below  with  blood  streaming  down  his  face;  some 
lint  was  hastily  applied  and  confined  with  a large 
bandana  with  directions  to  report  himself  for  better 
dressing  after  the  battle,  and  he  insisted  on  returning 
to  the  deck.  The  cannon  balls  had  knocked  loose  the 
hammocks  and  let  loose  their  contents,  which  were 
reed  or  flag  tops,  that  floated  in  the  air  like  feathers 
and  gave  the  appearance  of  a snow  storm.  These 
alighted  on  Yarnall’s  head  and  on  coming  below 
with  another  injury,  his  bloody  face  covered  (with) 
cattails  that  made  his  head  resemble  that  of  an  owl. 
Some  of  the  wounded  roared  out  that  the  devil  had 
come  for  us. 

No  fewer  than  six  cannon  shots  passed  through 
the  cockpit,  one  of  them  missing  Parsons’  head 
by  a few  inches.  Nothing  but  the  thin  pine  planks 
of  the  deck  separated  the  surgery  from  the  dreadful 
turmoil  of  the  battle. 

The  groans  and  shrieks  of  the  wounded  and  dying, 
the  deep  rumblings  and  reverberation  of  the  gun  car- 
riages as  they  were  run  in  and  out  of  the  ports,  the 
awful  explosions  of  the  cannon,  the  crash  of  the  round 
shot  as  it  shattered  the  boats  at  the  davits,  stove  in  the 
bulwarks  or  brought  heavy  spars  tumbling  to  the  deck, 
could  be  distinctly  heard;  while  the  opening  seams 
in  the  deck  allowed  the  blood  to  stream  on  the  sur- 
geon’s table  in  little  rills. ^ 

At  one  point,  the  Lawrence  was  so  battered  that 
it  was  decided  to  strike  its  colors.  However,  before 
the  British  could  take  possession,  Commodore 
Perry  made  a historic  journey  by  small  boat  and 
transferred  his  command  to  the  U.S.S.  Niagara, 
a 22-gun  ship,  which  had  not  yet  fully  participated 
in  the  battle  (Fig.  2).  The  English,  ably  led  by 
Capt.  George  Barclay,  were  unable  to  withstand 
the  bombardments  of  this  fresh  vessel  and  quickly 
surrendered.  The  battle  over.  Perry  returned  to 
his  flagship.  The  word  spread  quickly  among  the 
survivors.  A striking  group  assembled  at  the 
gangway  to  welcome  their  victorious  commander. 
Few  were  uninjured. 

Many  had  an  arm  or  a leg  bound  or  splintered, 
others  had  blood  soaked  bandages,  clothing  torn  and 
steeped  in  gore,  while  the  faces  and  arms  were  black- 
ened with  the  grime  of  burned  powder.  One  of  the 
last  to  join  the  group  was  Usher  Parsons.  Hearing 
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FIGURE  2 Commodore  Perry  transferring  the  flag  to 
the  U S S Niagara  during  the  battle  of  Lake  Erie  on 
September  10,  1813  (From  a colored  line  engraving 
by  A Lawson,  after  A Birch  ) 


that  his  commander  was  coming  aboard,  he  left  his 
revolting  task  in  the  cock-pit  and,  smeared  from  head 
to  foot  with  blood,  ascended  to  the  deck,  leaving  a 
bloody  trail  as  he  walked  along  and  red  marks  on 
everything  he  touched. 

Surgeon  after  the  battle 

As  Parsons  described  the  scene  further,  the  men 
greeted  Perry  in  silence.  The  decks  presented  the 
appearance  of  a slaughterhouse.  The  masts  were 
shattered  timbers,  coils  of  rope  were  smeared  with 
gore,  and  the  only  sounds  the  moans  of  the  wound- 
ed below. 

There  had  been  about  100  men  fit  for  duty  on  the 
Laurence  that  morning.  Twenty-one  were  dead 
and  63  were  wounded  by  the  midafternoon.  Dr. 
Parsons  directed  his  attention  initially  to  the 
bleeding  problems  and  managed  to  arrest  hemor- 
rhage in  all  by  nightfall.  Since  he  was  the  only 
medical  officer  on  board,  he  elected  not  to  attempt 
amputations  in  the  dark  himself;  therefore,  he 
spent  the  night  positioning  shattered  limbs,  stop- 
ping bleeding,  and  administering  opiates  to  the 
wounded,  leaving  the  tourniquets  in  place. 

As  day  broke,  he  started  his  first  amputation 
and  continued  operating  without  interruption 
until  the  last  limb  was  removed  at  eleven  o’clock 
in  the  morning.  The  patients  were  taken  in  the 
order  in  which  they  had  been  brought  down  during 
the  battle,  since  so  many  were  impatient  to  be 
operated  on.  Parsons^  said  they  directed  his 
attention  to  the  “luxations,  lacerations,  and  con- 
tusions, all  of  which  occupied  my  time  until  mid- 
night.” .After  some  thirty-six  hours  of  continuous 
care  of  the  injured,  often  in  a stooped  position. 
Dr.  Parsons  went  to  bed  for  some  well-deserved 
rest. 

The  next  day  he  went  to  the  Niagara  and  found 


its  surgeon  in  bed,  far  too  feeble  with  malaria  to 
attempt  medical  care.  Most  were  transferred  to 
the  deck  of  the  Laurence,  now  a hospital  ship, 
where  the  wounded  were  placed  on  deck  under 
tarpaulins  and  awnings.  It  was  only  late  in  the 
evening  of  the  second  day  that  Dr.  Parsons  was 
able  to  turn  his  attention  to  the  needs  of  the  sick. 

His  journal  lists  96  wounded  in  the  whole  squad- 
ron. Twenty-five  had  compound  fractures;  6 of 
the  arm,  4 of  the  thigh,  8 of  the  leg,  3 of  the  shoul- 
der, 3 of  the  ribs,  and  loft  he  skull.  Only  4 simple 
fractures  were  evident.  Thirty-seven  were  suf- 
fering from  grapeshot  wounds,  with  multiple  lacer- 
ations both  large  and  small.  There  were  2 cases 
of  concussion  of  the  brain,  3 of  the  chest,  and  2 
of  the  pelvis.  Ten  patients  suffered  contusions, 
and  6 others  had  suffered  severe  sprains. 

Parsons  described  in  detail  the  injuries  of  the 
3 patients  who  died.  Midshipman  Claxton  had 
severe  injuries  about  the  shoulder,  having  had  part 
of  the  humerus,  scapula,  and  clavicle  shot  away. 
One  seaman  had  a mortification  of  the  lower  ex- 
tremity and  the  other  a fractured  skull  with  con- 
siderable loss  of  brain  substance.  It  is  remarkable 
that  his  other  patients  did  so  well,  especially  be- 
cause the  return  journey  to  Put-In-Bay  harbor  was 
in  rough  seas  which  interfered  with  the  approxi- 
mation of  the  fractured  fragments.  Parsons  re- 
ported that  there  w’as  some  displacement  by  the 
motion  of  the  ship;  only  3 had  nonunion  of  their 
fractures,  but  all  of  these  w’ent  on  to  union  even- 
tually. -All  cases  did  well,  he  observed,  and  no 
discernible  effects  were  evident  as  a result  of  the 
delay  in  amputations.^ 

It  is  miraculous  that  of  the  96  wounded  sailors 
only  3 died.  Parsons  modestly  attributed  this  very 
low  mortality  rate  to  abundant  “ fresh  provi- 
sions, a pure  atmosphere  under  an  awning  upon  the 
deck,  and  to  the  devoted  attention  of  the  commo- 
dore to  every  want.”  There  is  no  doubt  that  the 
skillful,  meticulous,  and  highly  organized  care  of 
Dr.  Parsons  also  played  a major  role. 

Commodore  Perry  acknowledged  Dr.  Parsons’ 
medical  contributions  in  an  official  letter  to  the 
Secretary  of  the  Xavy: 

Hon.  William  Jones 

Of  Dr.  Usher  Parsons,  surgeon’s  mate,  I can  not  say 
too  much.  In  consequence  of  the  disability  of  both 
other  surgeons  the  whole  duty  of  dressing,  op- 
erating, and  attending  nearly  a hundred  wounded, 
and  as  many  sick,  developed  entirely  on  him;,  . I 
can  only  say  that,  in  the  event  of  my  having  another 
command,  I should  consider  myself  particularly 
fortunate  in  having  him  with  me  as  surgeon. 

Oliver  H.  Perry 

Parsons  was  promoted  to  the  rank  of  surgeon 
and  did  follow  Perry  onto  the  frigate  Java  in  late 
1814.  These  two  heroes  of  the  battle  of  Lake  Erie 
continued  as  shipmates  for  several  months  in  the 
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Mediterranean  in  the  campaign  against  the  Bar- 
bary pirates.  Parsons  was  not  called  on  for  any  ad- 
ditional surgery  but  he  did  receive  a medal  from 
the  Congress,  plus  $1,214.29  as  his  share  of  the 
prize  money  due  him  for  his  part  in  the  capture  of 
the  British  fleet. 


Activities  after  the  war 

He  took  leave  from  the  Navy  to  complete  his 
medical  studies  in  1817,  being  awarded  a medical 
degree  from  Harvard  the  following  year.  On  his 
return  to  active  duty,  the  Navy  sent  him  to  observe 
and  study  in  several  notable  European  clinics. 
His  observations  there  were  recorded  in  letters  and 
formal  publications.  In  1816,  he  reported  on  the 
efficacy  of  vaccination  against  smallpox,  noting 
that  on  the  U.S.S.  Guerriere  18  so  inoculated  had 
minor  manifestations  of  the  disease,  while  18 
others  were  more  severely  infected,  including  4 
who  died. 

In  1820  he  fulfilled  a deeply  felt  ambition:  he 
briefly  taught  anatomy  at  the  Dartmouth  Medical 
School.  He  returned  to  medical  education  years 
later  when  he  participated  in  the  founding  of  the 
short-lived  medical  school  at  Brown.  He  resigned 
his  commission  in  1823  and  settled  in  Providence 


where  he  became  an  outstanding  physician  and 
outspoken  writer  on  political  subjects.  Some 
of  his  57  publications  were  on  historical  subjects, 
some  on  naval  surgery  and  the  history  of  the  Navy. 
He  also  bitterly  opposed  flogging,  a gruesome  naval 
practice  that  lasted  well  into  the  1840s.  Perhaps 
his  most  important  publication  was  Physician  for 
Ships,  published  in  1820.*^  In  this  work,  intended 
for  ships  without  medical  officers,  which  went  into 
five  editions,  he  described  most  of  the  standard 
diseases  and  remedies  prevalent  in  those  times. 
He  died  in  1868,  one  of  the  most  outstanding  physi- 
cians of  his  era. 

St.  Luke’s  Hospital  Center 
Amsterdam  Avenue  at  114th  Street 
New  York,  New  York  10025 
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In  the  early  1890s  Paul  Gerson  I’nna,  M.l).,  had 
the  distinction  of  being  the  best-known  derma- 
tologist in  the  entire  world,  although  he  was  with- 
out professional  or  academic  affiliation.'  Derma- 
tology before  Unna  was  almost  entirely  a descrip- 
tive science;  he  was  among  the  first  to  integrate 
clinical  appearance,  etiology,  histology,  and  thera- 
py. Patients  came  to  his  clinic  in  Park  Allee, 
Eimsbiittle,  a small  suburb  of  Hamburg,  from  all 
over  the  world.  He  was  a renaissance  man  trans- 
planted into  the  late  nineteenth  century.  He  ex- 
celled in  the  development  of  dermatologic  micros- 
copy. staining  technics,  bacteriology,  mycology, 
and  leprosy;  but  first  and  foremost  he  was  an  ex- 
cellent practical  therapist.  The  vast  armamen- 
tarium of  salves,  plasters,  and  ointments  that  he 
introduced  attests  to  this  fact.  The  Unna  boot, 
the  glycerine-gelatine  mixture  used  in  the  treat- 
ment of  varicose  ulcers  and  pruritic  dermatoses, 
is  but  one  of  the  many  hundreds  of  his  practical 
discoveries. 

Early  life 

The  son  of  a physician,  he  was  born  in  1850  in 
Hamburg  into  a family  with  a strong  tradition  of 
medicine.  In  the  customary  continental  fashion, 
he  attended  the  medical  schools  of  Heidelberg, 
Leipzig,  and  Strassburg  serially.  The  Franco- 
Prussian  War  interrupted  the  course  at  Heidelberg. 
Unna  was  severely  wounded,  and  he  received  a 
pension  which  was  later  used  advantageously  as  a 
prize  for  students.  After  graduation  from  Strass- 
burg, he  studied  with  von  Hebra  and  Auspitz  in 
Vienna  and  then  assisted  his  father  in  his  general 


practice  for  several  years.  However,  in  1881  he 
moved  to  Eimsbiittle  and  established  a home, 
hospital,  and  library  to  work  in  his  chosen  disci- 
pline, diseases  of  the  skin.' 

Roberts,'^  one  of  Unna’s  students,  described  a 
typical  day  at  Eimsbiittle.  In  the  morning  Unna 
would  first  visit  the  inpatients,  then  the  ambula- 
tory clinic,  and  finally  give  a clinical  lecture  to 
his  students.  The  afternoon  was  devoted  to  bac- 
teriologic  and  histologic  work,  especially  staining, 
and  then  a second  visit  to  inpatients.  After  dinner, 
Unna  usually  slept  for  one  hour  and  then  retired  to 
his  study  where  he  wrote  until  midnight.  Walker,'' 
one  of  Unna’s  English  disciples,  commented  on  the 
few  hours  he  actually  spent  in  bed  for  sleeping; 
usually  he  would  take  reading  matter  to  bed  with 
him. 

Perhaps  to  make  up  for  his  lack  of  university 
affiliation,  Unna  constantly  participated  in  in- 
ternational dermatologic  meetings  and  published 
many  of  his  researches  in  foreign  journals.  One 
important  international  project  was  the  Interna- 
tional Atlas  of  Rare  Skin  Diseases  edited  by  Unna 
et  alA  In  a biography  of  Duhring,  Parish®  stated 
that  Duhring  developed  a warm  admiration  for 
Unna  and  Leloir,  and  he  proposed  both  of  them  for 
honorary  membership  in  the  American  Derma- 
tological Association  in  1894.  However,  Leloir  was 
the  only  one  elected  by  the  group. 

The  writer 

In  1882,  very  soon  after  Unna  started  in  the  spe- 
cialty of  dermatology,  he  established  the  Monat- 
shefte  fur  Praktische  Dermatologie  to  fill  a need 
not  met  in  the  existing  journals.  However,  his 
first  love  was  the  clinical  courses  that  attracted 
students  from  all  over  the  world,  which  naturally 
served  to  spread  his  reputation.®  Although  he  was 
not  connected  with  a university,  the  Senate  of 
Hamburg  gave  him  the  title  of  honorary  professor 
in  1907.  When  the  University  of  Hamburg  was 
founded  a decade  later,  Unna  became  professor  of 
dermatology,  but  by  this  time  he  had  reached  the 
retirement  age.' 

In  his  long  lifetime  Unna  published  more  than 
600  periodical  articles  and  books.  His  most  fa- 
mous publication  was  Histopathology  of  the  Skin 
in  1894,  which  was  translated  into  English  by 
Walker  in  1896.''  Unna  developed  the  point  that 
the  dermatologist  was  in  a preferred  position  in  the 
medical  hierarchy  because  after  external  examina- 
tion he  could  always  biopsy  the  skin  if  he  could  not 
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make  the  diagnosis  by  history  and  inspection. 
Because  stains  previously  used  were  principally 
nuclear  stains,  he  had  to  devise  new  staining  meth- 
ods for  protoplasm  and  the  different  intercellular 
substances  of  the  corium.  During  the  writing  of 
Histopathology  of  the  Skin  Unna  discovered 
plasma  cells,  nevus  cells,  degenerative  products 
of  collagen  and  elastin,  acanthosis,  spongiosis, 
and  ballooning  and  reticular  degeneration  in  vesi- 
cular dermatoses.*’  In  his  book  Encyclopedia  of 
Microscopic  Technique,  Unna*  described  the 
plasma  cell,  an  important  component  of  infiltra- 
tion of  the  skin  in  many  diseases.  He  contrasted 
the  remarkable  richness  of  the  protoplasm  of  the 
plasma  cell  in  contrast  to  the  poverty  of  proto- 
plasm in  a connective-tissue  cell. 

Research  on  seborrhea 

Unna*'  was  especially  well  known  for  his  descrip- 
tion of  seborrheic  dermatitis.  In  the  first  type 
(scaly),  the  starting  point  is  in  the  scalp.  The 
hair  becomes  dry  while  the  epidermis  itself  be- 
comes intensively  oily,  and  little  by  little  the  hair 
is  lost.  In  the  second  type  (crusty),  the  scaliness 
increases,  the  scales  forming  fatty  crusts  between 
the  hairs  which  then  fall  out.  Later  the  affection 
extends  to  the  temple,  over  the  ears,  and  to  the 
neck.  In  the  third  type  (moist),  weeping  occurs 
especially  in  the  areas  lying  next  to  the  ears,  the 
fatty  scales  are  lost,  and  the  dark  red  moist  horny 
layers  become  visible  underneath.  The  next  most 
favorite  spots  for  seborrheic  dermatitis  are  the 
sternal  areas,  occasionally  the  shoulders,  and 
crural  scrotal  folds.  If  the  condition  occurs  on  the 
face,  the  scaly  form  is  found,  and  hair  loss  never 
follows.  The  affection  may  also  be  found  on  the 
eyelids  and  ear  passages,  but  in  each  case  it  is  al- 
ways preceded  by  infection  of  the  scalp. 

Parish,*  the  biographer  of  Duhring,  stated  that 
most  writers  considered  seborrhea  to  be  localized 
to  the  scalp  and  face,  but  that  Duhring  had  em- 
phasized the  general  distribution  of  seborrhea  ten 
years  before  Unna  wrote  about  it. 

Interest  in  leprosy 

In  1884  Unna  visited  Hansen,  the  discoverer  of 
the  lepra  bacillus,  and  toured  the  leprosaria  of 
Norway.  Since  one  of  Unna’s  clinic  buildings  was 
reserved  for  leprosy  patients,  it  should  be  ex- 
pected that  he  would  have  many  publications 
about  this  disease.  He  made  important  contribu- 
tions to  the  staining  of  leprous  tissue  and  the 
leprous  bacillus  and  published  a manual  describ- 
ing these  advances.*  Hollander'*  stated  that  Unna 
“proved”  the  “zaraath”  of  the  Bible  was  not 


leprosy  but  was  just  a collective  conception  of 
disease  comparable  to  the  tabu  of  primitive  peo- 
ples. 

A careful  study  of  Leviticus,  Chapter  13,  shows 
that  “zaraath”  included  many  chronic  skin  dis- 
eases such  as  syphiloderms,  and  even  exanthe- 
mas, such  as  variola  and  varicella,  impetigo,  and 
such  noncontagious  skin  diseases  as  psoriasis  and 
vitiligo.  Basically,  the  instructions  for  the  priest- 
health  officer  was  to  determine  if  the  disease  was 
communicable  or  not  by  watching  the  patient  for 
two  seven-day  periods.  If  the  disease  had  not 
spread  by  this  time,  the  patient’s  condition  was 
declared  noncontagious.  The  slow  evolution  of 
present-day  leprosy  would  certainly  be  missed  by 
this  technic,  and  this  also  would  be  true  of  syphilo- 
derms of  the  skin.  However,  two  seven-day  segre- 
gation periods  of  the  patient  with  suspected  con- 
tagious skin  diseases  and  a longer  isolation  period 
for  contagious  or  spreading  skin  infection  certainly 
had  general  validity.  For  the  first  time  in  the  his- 
tory of  mankind,  a diseased  person  was  segregated 
for  the  good  of  the  group.  The  so-called  tabu  was 
actually  the  start  of  the  science  of  epidemiology. 

Although  some  of  the  discoveries  and  theories 
of  Unna  did  not  stand  the  test  of  time,  for  example, 
the  bacteriologic  cause  of  eczema,  his  research 
acted  as  a stimulus  for  others  to  work  in  a neglected 
field  of  medicine.  His  most  important  innovation 
and  his  greatest  contribution  to  dermatology  was 
his  creation  of  modern  dermatopathology,  and  on 
this  basis  there  ultimately  developed  a rational 
dermatotherapy.  The  master  died  after  a long 
life  in  1929. 

161  Rugby  Road 
Brooklyn,  New  York  11226 
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Lucie  Adelsberger,  M.D.,  of  New  York  City,  died  on 
November  2 at  the  age  of  seventy-five.  Dr.  Adelsberger 
received  her  medical  degree  from  the  University  of 
Erlangen  in  1921.  She  was  an  associate  attending  patho- 
logist at  Montefiore  Hospital  and  Medical  Center.  Dr. 
Adelsberger  was  a member  of  the  American  Association 
for  Cancer  Research,  the  American  Association  of  Im- 
munologists. the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  C.  Alesi,  M.D.,  of  Point  Lookout,  retired,  died  on 
May  8 at  the  age  of  sixty-seven.  Dr.  Alesi  graduated  in 
1928  from  (leorge  Washington  University  School  of 
Medicine.  He  was  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

John  N.  Barbey,  M.D.,  of  Yonkers,  died  on  October  20 
at  the  age  of  sixty.  Dr.  Barbey  graduated  in  1986  from 
Cornell  University  Medical  College.  He  was  an  assistant 
attending  pediatrician  at  St.  -John’s  I-fiverside  Hospital. 
Dr.  Barbey  was  a member  of  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Stephen  Russell  Breen,  M.D.,  of  Mount  Vernon,  died 
on  September  19  at  the  age  of  sixty.  Dr.  Breen  gradu- 
ated in  1988  from  New  York  Uni%ersity  College  of 
Medicine.  He  was  an  attending  surgeon  at  Mount  Ver- 
non and  Cross  County  (Yonkers)  Hospitals.  Dr.  Breen 
was  a Diplomate  of  the  American  Board  of  Surgery  and 
a member  of  the  Westchester  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harry  Edwin  Chapin,  M.D.,  of  Sarasota,  Florida,  for- 
merly of  Lowville,  died  on  February  7 at  the  age  of 
seventy-five.  Dr.  Chapin  graduated  in  1919  from 
Queen's  University  Faculty  of  Medicine,  Kingston. 
He  had  been  an  attending  physician  at  Lewis  County 
General  Hospital.  Dr.  Chapin  was  a member  of  the 
Lewis  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

G.  Joseph  Delaney,  M.D.,  of  New  York  City,  died  on 
October  20  at  the  age  of  sixty-nine.  Dr.  Delaney  gradu- 
ated in  1928  from  Georgetown  University  School  of 
Medicine.  He  was  an  attending  surgeon  at  Doctors, 
Columbus,  Flower  and  Fifth  Avenue,  Knickerbocker, 
and  Misericordia  Hospitals.  Dr.  Delaney  was  a Fellow 
of  the  American  College  of  Surgeons  and  a member  of 
the  New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society  (and  a former  president),  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


L Leslie  Epstein,  M.D.,  of  Brooklyn,  died  in  September 
at  the  age  of  seventy-one.  Dr.  Epstein  graduated  in 
1927  from  Jefferson  Medical  College  of  Philadelphia. 
He  was  an  adjunct  obstetrician  and  gynecologist  at 
Brooklyn  Women’s  Hospital  and  an  attending  physician 
in  endocrinology  at  Jewish  Hospital  of  Brooklyn. 
Dr.  h’pstein  was  a member  of  the  American  Academy  of 
General  Practice,  the  American  Geriatrics  Society,  the 
Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Arthur  Ettinger,  M.D.,  of  New  York  City,  died  on 
(Jctober  80  at  the  age  of  sixty-eight.  Dr.  Ettinger 
graduated  in  1927  from  University  and  Bellevue  Hospi- 
tal Medical  College.  He  was  director  of  diagnostic 
radiology  at  Mount  Eden  General  Hospital  and  an  at- 
tending radiologist  at  the  Bronx  Eye  and  Ear  Infirmary. 
Dr.  Ettinger  was  a Diplomate  of  the  American  Board  of 
Radiology  (Diagnostic  Roentgenology)  and  a member 
of  the  Bronx  County  Medical  Society,  the  Medical  Socie- 
ty of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Charles  Voorhees  Hults,  M.D.,  of  Brooklyn,  died  on 
October  10  at  the  age  of  seventy-nine.  Dr.  Hults 
graduated  in  1914  from  New  York  Homeopathic  Medical 
College  and  Flower  Hospital.  He  was  an  honorary  mem- 
ber of  the  medical  staff  at  St.  John’s  Episcopal  Hospi- 
tal. Dr.  Hults  was  a member  of  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Henry  Peter  Lange,  M.D.,  of  Brooklyn,  died  on  October 
12.  Dr.  Lange  graduated  in  1931  from  Cornell  Univer- 
sity Medical  College.  He  was  a consulting  orthopedic 
surgeon  at  Methodist  Hospital  of  Brooklyn,  Our  Lady  of 
Victory  Hospital,  and  Lutheran  Medical  Center.  Dr. 
Lange  was  a Diplomate  of  the  American  Board  of  Ortho- 
pedic Surgery  and  a Fellow  of  the  American  College  of 
Surgeons. 

Ralph  Daniel  Mishkin,  M.D.,  of  Bellerose,  died  on 
October  18  at  the  age  of  fifty-seven.  Dr.  Mishkin  grad- 
uated in  1939  from  the  Royal  College  of  Physicians  and 
Surgeons,  Edinburgh.  He  was  a member  of  the  orthope- 
dic staff  at  Long  Island  Jewish  Hospital.  Dr.  Mishkin 
was  a Diplomate  of  the  American  Board  of  Orthopedic 
Surgery,  a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  American  Academy  of  Orthopaedic 
Surgeons,  the  American  Geriatrics  Society,  the  Pan- 
American  Medical  Association,  the  Medical  Society  of 
the  County  of  Queens,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Henry  Leonard  Pilzer,  M.D.,  ot  Brooklyn,  died  on 
October  20  at  the  age  of  eighty.  Dr.  Pilzer  graduated 
in  1913  from  Long  Island  College  Hospital.  He  was  a 
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member  of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Robert  P.  Reymond,  M.D.,  of  New  York  City,  re- 
tired, died  on  October  6.  Dr.  Reymond  graduated  in 
1912  from  the  University  of  Pennsylvania  School  of 
Medicine. 

Irving  Robbins,  M.D.,  of  Spring  Valley,  died  on  Oc- 
tober 30  at  the  age  of  sixty-three.  Dr.  Robbins  gradu- 
ated in  1934  from  George  Washington  University  School 
of  Medicine.  He  was  an  adjunct  surgeon  at  Bronx- 
Lebanon  Hospital  Center  and  an  assistant  attending 
surgeon  at  Nyack  and  Good  Samaritan  (Suffern)  Hos- 
pitals. Dr.  Robbins  was  a Fellow  of  the  International 
College  of  Surgeons  and  a member  of  the  Rockland 
County  Medical  vSociety,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Raphael  William  Robertazzi,  M.D.,  of  Brooklyn,  died 
on  October  14  at  the  age  of  fifty-nine.  Dr.  Robertazzi 
received  his  medical  degree  from  the  University  of  Nap- 
les in  1938.  He  was  director  of  anesthesiology  at  Coney 
Island  Hospital,  an  associate  attending  anesthesiologist 
at  Kings  County  Hospital  Center,  and  a consulting 
anesthesiologist  at  Jamaica,  Victory  Memorial,  and 
Booth  Memorial  Hospitals.  Dr.  Robertazzi  was  a 
Diplomate  of  the  American  Board  of  Anesthesiology,  a 
Fellow  of  the  American  College  of  Anesthesiologists, 
and  a member  of  the  American  Society  of  Anesthesi- 
ologists, Ipc.,  the  New  York  State  Society  of  Anesthesiol- 
ogists, the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Jules  Warren  Smoleroff,  M.D.,  of  New  York  City, 
died  on  November  3 at  the  age  of  sixty-seven.  Dr. 
Smoleroff  graduated  in  1929  from  University  and  Bel- 


levue Hospital  Medical  College.  He  was  an  attending 
eye  surgeon  at  Manhattan  Eye,  Ear  and  Throat  Hospi- 
tal. Dr.  Smoleroff  was  a Diplomate  of  the  American 
Board  of  Ophthalmology  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

John  H.  Wadsworth,  M.D.,  of  Cobleskill  and  Albany, 
died  in  February  at  the  age  of  sixty.  Dr.  Wadsworth 
graduated  in  1938  from  the  University  of  Buffalo  School 
of  Medicine.  He  was  a member  of  the  Schoharie  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Joseph  William  Wisnefski,  M.D.,  of  Staten  Island, 
died  on  October  25  at  the  age  of  sixty-four.  Dr.  Wis- 
nefski graduated  in  1933  from  Loyola  University 
School  of  Medicine.  He  was  an  associate  attending  sur- 
geon at  St.  Vincent’s  Medical  Center  of  Richmond. 
Dr.  Wisnefski  was  a Fellow  of  the  International  College 
of  Surgeons  and  a member  of  the  Richmond  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

William  Wolf,  M.D.,  of  New  York  City,  died  on  Octo- 
ber 31  at  the  age  of  seventy-eight.  Dr.  Wolf  graduated 
in  1919  from  Fordham  University  School  of  Medicine. 
He  was  a founder  of  the  Association  for  the  Advance- 
ment of  Psychotherapy  and  its  secretary  for  five  years. 
Dr.  Wolf  was  a member  of  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Morris  Worton,  M.D.,  of  New  Rochelle,  died  on 
October  7 at  the  age  of  eighty-five.  Dr.  Worton  gradu- 
ated in  1918  from  Fordham  University  School  of  Medi- 
cine. He  was  a member  of  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 
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Letters  to  the  Editor 


Surgical  treatment  of  typhoid  perforation 
of  ileum 

'/'(>  the  Editor:  While  1 was  a member  of  an  advisory 

medical  team  in  Vinh  Long,  Republic  of  South  Vietnam, 
from  May  to  September,  1970,  one  of  the  most  frequent 
surgical  emergencies  was  perforation  of  the  terminal 
ileum  secondary  to  acute  typhoid  fever.  These  patients 
generally  presented  symptoms  of  fever,  malaise,  and 
severe  pain  in  the  right  lower  quadrant.  Physical  ex- 
amination usually  revealed  tenderness  localized  in  the 
right  lower  quadrant,  rigidity,  rebound  tenderness,  and 
absent  bowel  sounds.  The  major  point  of  differential 
diagnosis  was  between  this  entity  and  rupture  in  acute 
appendicitis. 

Because  of  its  frequent  occurrence,  the  treatment 
of  this  condition  was  well  known  to  Vietnamese  physi- 
cians. Experience  indicated  that  if  perforation  was  less 
than  twenty-four-hours  old,  the  patient  would  probably 
do  well  by  surgical  treatment,  which  consisted  of  ex- 
ploration via  incision  in  the  right  lower  quadrant  with 
exposure  of  the  perforation,  which  was  invariably  soli- 
tary and  located  in  the  terminal  ileum.  The  perforation 


was  then  closed  in  2 layers.  'I'hese  patients  generally 
progressed  well  postoperatively  as  long  as  they  did  not 
have  a septic  condition  at  the  time  of  surgical  interven- 
tion. 

If  the  perforation  had  been  present  long  enough  for 
the  patient  to  he  suffering  from  septic  shock,  then  the 
patient  did  poorly  no  matter  which  treatment  was  used. 
Surgical  intervention  was  invariably  fatal,  and  medical 
treatment,  such  as  fluids,  steroids,  chloramphenicol, 
and  nasoga.stric  decompression,  resulted  in  no  more  than 
a 33  per  cent  survival  rate. 

Based  on  this  experience,  it  would  certainly  seem  that 
perforations  of  the  terminal  ileum  secondary  to  typhoid 
fever  would  best  be  treated  by  early  surgical  exploration 
and  simple  closure  of  the  perforation,  rather  than  by 
tube  ileostomy,  as  recommended  by  C.  T.  Maloney, 
M.D.,  in  his  article  entitled  “Surgical  Treatment  of 
Typhoid  Perforation  of  Ileum,”  in  the  March  15,  1971, 
issue  of  the  New  York  State  Journal  of  Medicine, 
page  663 . 

STEPHEN  R.  SHAPIRO,  M.D. 

15  Birch  St. 

Needham.  Mas.sachusetts  02194 


Ban  track  wastes 


Under  revised  regulations  of  the  Public  Health  Ser- 
vice, new  railroad  conveyances  placed  in  service  for  the 
first  time  after  July  1,  1972,  shall  not  discharge  “human 
wastes,  garbage,  waste  water  or  other  polluting  materi- 


als” except  at  s.ervicing  areas  approved  by  the  Commis- 
sioner of  Food  and  Drugs.  However,  materials  that  have 
been  suitably  treated  to  prevent  the  spread  of  communi- 
cable diseases  may  be  discharged  except  at  stations. 
All  existing  conveyances  shall  not  discharge  similar  pol- 
luting materials  after  December  31,  1974,  except  at  des- 
ignated servicing  areas.  The  regulation  is  published  in 
the  Federal  Register. 
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PHYSICIANS  WANTED 

POSITIONS  WANTED  i* 

INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership  Starting  salary  to 
$28,000  with  the  possibility  of  additional  income  Include  complete  curric- 
ulum vitae  in  reply.  Box  108,  c/o  NYSJM 

BOARD  DIPLOMATE  RADIOLOGIST,  EXPERIENCE  IN  VASCUI  . 
procedures  and  therapy,  desires  part  time  position,  any  Borough.  Box  , r, 
c/o  NYSJM.  p 

OBSTETRICIAN-GYNECOLOGIST,  BOARD  CERTIFIED  OR  ELIGIBLE, 
and  family  practioner  with  residency  training  wanted  for  hospital  based 
practice  in  attractive  rural  community.  Fully  equipped  J.C.A.H.  hospital 
Financial  arrangements  negotiable.  Box  156,  c/o  NYSJM. 

RADIOLOGIST,  CERTIFIED,  DESIRES  POSITION  PART  OR  HALF  T 
in  Manhattan  hospital.  Box  174,  c/o  NYSJM. 

IB 
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GERIATRIC  RESIDENCY— FELLOWSHIP:  A UNIQUE  FELLOWSHIP 

has  recently  been  established  in  geriatric  medicine  & convalescent  care  at  the 
Mount  Sinai  City  Hospital  Center,  a 1,000  bed,  acute  general  hospital  & major 
teaching  affiliate  of  the  Mount  Sinai  School  of  Medicine.  The  complete  pro- 
gram involving  patient  care,  teaching  & clinical  investigation  is  under  the  full 
time  direction  of  specialists  in  internal  medicine  & geriatrics,  and  is  organized 
as  a separate  100  bed  division  within  the  Dept,  of  Medicine.  Position  now 
available.  Write  to:  Leslie  S.  Lebow,  M.D.,  Chief  Geriatric  Medicine, 

Mount  Sinai  City  Hospital  Center,  79-01  Broadway,  Elmhurst,  N.Y.  11373. 

PRACTICES  WANTED 

ANESTHESIOLOGIST.  BOARD  CERTIRED,  LICENSED  IN  NEW  Y 
State,  seeks  practice.  Available  for  coverage.  Box  142.  c/o  NYSJM.  , 

DOCTORS!  ENJOY  NEW  HOSPITAL,  PLEASANT  COMMUNITY  WITH- 
out  city  problems.  Obstetrics,  surgery,  general  medicine.  Contact:  Barbara 
K.  Vosburgh,  M.D.,  Secretary,  Greene  County  Medical  Society,  19  Freleigh 
Place,  Coxsackie,  New  York  12051. 

PRACTICES  AVAILABLE 

DIRECTOR,  FAMILY  PRACTICE,  ASSISTANT  OR  ASSOCIATE  FOR  FUL- 
ly  approved  residency  program.  A stimulating  and  rewarding  opportunity  for 
a family  physician  with  clinical  experience  and  interests  in  teaching,  admini- 
stration and  research.  Inquiries  (with  curriculum  vitae)  to:  E.  R.  Haynes, 
M.D.,  Director,  The  Family  Practice  Center  of  Deaconess  Hospital,  840  Hum- 
boldt Parkway,  Buffalo,  N.Y.  14211.  Tel:  (716)897-2700. 

GENERAL  PRACTICE  AVAILABLE.  ESTIMATED  GROSS  $100 
annually.  Located  near  Park  Avenue  and  low  90’s.  Two  examining  roc 
100  MA  X-ray  equipment.  Recently  decorated  professionally.  Relocating 
will  introduce  to  a satisfying  middle-class  family  practice.  Phone  722-7  ;n 
or  write  Box  177,  c/o  NYSJM. 

t 

ANESTHESIOLOGIST:  FELLOW  FOR  LARGE  HOSPITAL  IN  NEW  YORK 
City  Metropolitan  area.  Requirements:  two  years  residency  ECFMG. 

Some  experience  with  inhalation  therapy  desireable.  Very  attractive  condi- 
tions. Box  181,  c/o  NYSJM. 

GENERAL  PRACTICE  AVAILABLE  IMMEDIATELY.  WELL  EST 
lished,  by  appointment,  equipped  office  near  hospital.  Replace  dece. 
doctor.  One  hour  New  York  City.  Near  Sterling  Forest  and  Vernon  Va! 
Office  of  Dr.  A.  M.  Kleeman,  Warwick,  N.Y.  (914)  986-4733,  or  (914)  986-43 

1 li 

INUNDATED  YOUNG  OBSTETRICIAN  AND  GYNECOLOGIST  NEEDS 
help.  Excellent  opportunity  for  either  group  or  solo  practice,  alternating 
weekends  on  call.  Highly  desirable  central  New  York  State  community  which 
is  rapidly  expanding.  Location,  midway  between  Rochester  and  Syracuse. 
Contact:  J.  William  Ludemann,  M.D.,  FACOG,  1000  Driving  Park  Ave., 

Newark,  New  York  14513.  Tel:  (315)  331-1732. 

MEDICAL  PRACTICE  AVAILABLE  PARK  AVENUE,  NEW  YO 
Twenty-five  year  old,  established  general  practice  and  specializing  in  t 
matic  surgery.  All  types  of  general  medicine.  Owner  is  contemplating  r 
ing  after  long  and  successful  career.  Office  has  private  entrance  in  large  af 
ment  complex  on  Park  Avenue.  1968  gross  $90,000;  1969  gross  $91,000;  : t 
gross  $100,000.  This  practice  includes  all  medical  equipment,  office  eq  j, 
ment,  instruments,  supplies,  medical  records,  drugs,  telephone  number,  j n 
will  and  letters  of  introduction.  Box  179,  c/o  NYSJM. 

LET’S  FORM  A FAMILY  PRACTICE  GROUP.  JOIN  ME  TO  SERVE  THIS 
area  population  of  .50,000.  New  ideas  welcome.  Located  near  mountain 
country,  yet  only  one  hour  from  Medical  Center.  New  hospital.  Office  in 
construction.  Write:  David  V.  Clough,  M.D.,  101  Kingsboro  Ave.,  Glovers- 

ville,  N.Y.  12078,  or  call  (518)  72,5-7085. 

EXCELLENT,  ESTABLISHED  PSYCHIATRIC  PRACTICE  AVAILAE  ,, 
Must  retire  within  the  month  due  to  heart  condition.  Downpayment  i 
terms.  Office,  personnel,  equipment  included.  Will  introduce.  Box  ' u 
c/o  NYSJM.  , 

k- 
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MISCELLANEOUS 

TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  ap- 
pointments, patients,  records,  assists  you  with  lab.  X-Ray,  ^ 
E.K.G.,  B.M.R.  etc.  The  Mandl  School  for  Medical  & Dental 
Assistants  has  been  training  in  these  fields  for  47  years.  ' 
Our  graduates  have  sound  professional  skills.  Free  place-  t 
ment  Service. 

BILLS  COLLECTED  ABUSE  IS  RULED  OUT-TACTFUL  YET  Suc- 
cessful 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details  Crane  Discount  Corp  , 251  W 42nd  St.,  New  York,  N Y 100,36. 
LO  5-2943 

Mandl  School  Tml  ci  " 

175  Fulton  Av*.,  Hempstead,  LI.  (516)  IV  1-2774 
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EAL  ESTATE  FOR  SALE  OR  RENT 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


iRTO  RICO,  DKI.L'XK  HKACHKRONT  CONDOMINRIM  AI’ART- 
lent,  Condado  area.  Furnished,  air  conditioned,  sleeps  up  to  5 people;  2 
•traces,  large  swimming  piKil,  kiddie  pool,  tennis  courts,  playground,  land- 
aped  recreation  area,  private  parking.  Walking  distance  to  shopping  and 
lajor  hotels.  Weekly  or  monthly  rentals,  reasonable.  Weekdays  9:. '10  to  5:00 
!12)  ;j53-2587. 


UBBKAN  SKASIDK  VILLA.  SBKCIAL  RKNTAL  FOR  MKOICAL 
mily.  Seaside  St.  Thomas,  air-conditioned,  four- bedroom,  four-bath  con- 
tminium  at  exclusive  Cowpel  Bay  around  yacht  club.  Swimming,  sailing, 
■'  .‘ep  sea  fishing,  free-port  shopping.  Ideal  for  family  of  six  or  eight.  Special 
lurtesy  rate  for  medical  colleague.  P.O.  Box  =52,  Scarsdale,  N.Y.  10583. 


PSYCHIATRIST.  CKRTIFIKI),  KLIOIBLE,  IOWA  LICKNSh:,  IMMKD. 
opening,  .loin  staff  of  11  senior  staff  and  12  residents  in  350-bed  hospital 
closely  tied  to  community  programs.  Affiliated  Univ.  of  Iowa.  Int.  program 
must  be  seen  to  be  appreciated.  Little  pollution,  no  civil  strife.  Salary  over 
$30,(X)0  plus  private  practice  privileges.  Write  or  call  Supt.  Mental  Health 
Institute,  Cherokee,  Iowa  51012.  Call  (712)  225-2,594. 


FULLY  KqUlPPEO  OBS/CYN  OFFICE  FOR  RENT  PART  LIME.  CAN  BE 
used  for  any  kind  of  practice.  In  Murray  Hill  section  of  Manhattan.  Call 
LE  2-3510. 


BBS  FERRY.  WESTCHESTER  COUNTY.  OFFICE  TO  SHARE  IN 
ew  professional  building.  Newly  furnished;  central  air  conditioning.  Own 
msultation  ro<>m;  share  waiting  ri»m  and  two  examining  rooms.  Near  park- 
ays;  ample  parking.  Call  (914)  693-3066. 


tlNVIEW.  L.l.  IDEAL  PROFESSIONAL  LOCATION.  10)4  ROOM, 
_ rick  colonial,  plus  three-room  basement  office  (separate  entrance),  3V  baths, 
zone  oil  hot-water  heat,  den  fireplace,  garage,  storage  cellar,  valuable  ex- 
as;  easily  accessible,  hedged  and  fenced  corner  with  yard.  $55,000.  Call 
■ 16)  931-7,580. 


{ RE.NT  IN  ST.  THOMAS,  VIRGIN  ISLANDS.  ON  SPECTACULAR 
jpphire  Bay,  Beach  apartments  accommodating  one  to  three  couples, 
lens,  maids,  full  kitchen,  .A/C.  one  to  three  baths.  $45  to $80  per  day  winter 
te.  Free  tennis  and  pool.  Adjacent  water  sports.  (516)  MA  1-6238. 


I S.ALE:  DOCTOR  S OFFICE  AND  HOME  IN  ASTORIA,  QUEENS, 
dustrial  tmd  private  practice.  Transportation  facilities;  very  accessible 
lilding.  Brick  & fieldstone.  3 stories,  12V  rooms,  detached.  Finished  base- 
ent.  Fully  equipped  office,  including  x-ray.  Call  3-6  p.m.  .AS  8-0898. 


73RD  ST.  BETWEEN  FIFTH  AVE.  & .MADISON  AVE.  AVAILABLE  1400 
sq.  ft.  for  professional  office  or  apartment  on  entire  street  level  floor  in  elegant 
renovated  Brownstone  mansion.  Separate  entrance.  Open  space  which  you 
can  finish  to  suit  needs.  Reasonable  rent.  Call  owner  directly  at  (212) 
832-1090. 


OFFICE  SPACE  AVAILABLE  AT  FAVORABLE  RENTALS  FOR  PHYSI- 
cians  willing  to  work  part  time  in  diagnostic  clinic  located  in  the  same  mid- 
town Manhattan  building.  Contact  D.  Miller,  M.D.  (212)  683-1000. 


EAST  ISLIP:  VERY  ATTRACTIVE,  NEW  CENTER  IN  EXCELLENT 
area.  Central  location  for  practitioners,  including  dentists  (surgeons)  and 
psychologists.  Will  build  to  suit.  Reasonable  (full  or  part  time).  Call  (516) 
581-2344,  (516)  826-5843,  (212)  355-6614. 


V,  BEALTIFULLY  FURNISHED  OFFICE  (INCLUDING  CHEST  X-RAY 
id  nurse,  secretary)  available  2V  days/week.  East  30th  St.,  New  York  City, 
ill  MU  6-2220. 


IGNIFICENT  HOME  FpR  SALE,  ROSLYN,  LONG  ISLAND.  TRUE 
erfection.  2 year  old.  unique  and  lovely  French  Colonial,  better  than  new. 
ocated  in  one  of  Long  Island’s  most  desirable  communities.  4 large  bed- 
xims,  2V  baths,  living  room,  formal  dining  room,  oak  planked  family  room, 
udy  or  maid’s  room,  finished  basement  with  carpeted  and  paneled  playTOom. 
’ver  V acre  of  magnificent  landscaping  and  gardens.  Customized  features 
iclude  central  vacuum  system,  intercom,  burglar  and  fire  alarms,  under- 
■ound  sprinklers,  humidifier,  & many  others.  Absolutely  in  mint  condition. 
115.000.  Seen  by  appointment  (516)  626-3766. 


■ THOMAS,  VIRGIN  ISLANDS  RENTAL.  MAGNIFICENT  SAPPHIRE 
; ay  waterfront  apartments.  Weather  perfect,  allergy-free.  Accommodates 
^ x;  fully  equipped.  Free  tennis,  pool,  maids.  Baby  sitting  available, 
ourmet  restaurant,  dancing  nightly.  By  the  week,  month  or  season, 
easonable.  (516)473-0711. 
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A comprehensive  educational  program 

An  opportunity  to  help  formulate  policies  and  programs  in  the  second 
largest  national  medical  organization 

A chance  to  participate  in  research  related  to  scientific  medicine  and 
medical  economics 

A subscription  to  one  of  the  world’s  most  honored  and  practical  medical 
journals 

An  increased  prestige  among  lay  and  professional  organizations  (through 
AAFP  efforts  in  establishing  the  American  Board  of  Family  Practice) 

Comprehensive  insurance  and  investment  programs 
For  information  write  to: 

Lawrence  F.  Kennedy,  Executive  Director 
New  York  State  Academy  of  Family  Physicians 
84  Main  St.,  Binghamton,  N,  Y,  13905 


SUBSCRIPTION  ORDER  FORM 

New  York  State  Journal  of  Medicine  |SSU6S 

Attn:  Circulation  Dept.  P***  Y0ar 

420  Lakeville  Rd.,  Lake  Success,  N.  Y.  11040 

PLEASE  ENTER  MY  SUBSCRIPTION  FOR: 

U.S.A.  & possessions $7.50  one  year;  _ 

Canada,  Mexico  & 

other  foreign  $9.00  one  year;  _ 

Interns  & Residents:  Special  rates  on  request. 


Name 


Address 

please  print 

City  & State 

Zip 

Payment  enclosed 


Note:  No  subscription  can  be  processed  without  payment  and/or  purchase  order. 
I 


$20.00  (3)  years 
$24.50  (3)  years 
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JAMES  R.  TRIMBLE,  M.D. 

American  Society  for  Dermatologic  Surgery 


NEW  YORK  CITY  AREA 


January  3,  1 972  / February  3,  1 972 

3:00-6:30  p.m.,  Mondays  and  Thursdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

UROLOGICAL  PATHOLOGY 

M.  M.  MELICOW  and  M.  TANNENBAUM,  M.D.’s 
FEE:  $150 


MONDAY,  JANUARY  3 

8 : 30  p.m. 

Rudolf  Virchow  Medical  Society 

2 East  103rd  Street 

1.  Diagnosis  and  Management  of  Systemic 
Lupus  Erythematosus 

KURT  LANGE,  M.D. 

2.  The  Prevention  of  Systemic  Arteriosclerosis 

MILTON  MENDLOWITZ,  M.D. 

Mount  Sinai  School  of  Medicine 


January  4 and  January  1 1,  1972 

8:00  a.m.,  Tuesdays 

Community  Hospital  of  Brooklyn 

2525  Kings  Highway 
Brooklyn 

Newer  Concepts  in  Medicine  Lectures 
Moderator;  GEORGE  POLLACK,  M.D. 

January  4 

Review  Highlights  of  Previous  Lectures 

GEORGE  POLLACK,  M.D. 

January  1 1 
Empyema 

J.  MESSINA,  M.D.  and  Staff 


January  4 and  January  1 1,  1 972 

3:00-4:00  p.m.,  Tuesdays 

Jewish  Memorial  Hospital 

Broadway  and  196th  Street 
8th  Floor  Solarium 

January  4 

Bacterial  Endocarditis  in  the  Aged 

RICHARD  P.  LASSER,  M.D. 

FRIEDRICH  GROSSMAN,  M.D. 

January  1 1 

Mortality  Conference 

ADAM  RAFALOWICZ,M.D. 


TUESDAY,  JANUARY  4 

8 : 00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Dermatology  and  Syphilology 

2 East  103rd  Street 

SKIN  SURGERY  BY  THE  DERMATOLOGIST 


Discusser: 

MICHAEL  LEWIN,  M.D. 

The  New  York  Academy  of  Medicine 


8 : 30  p.m. 

Jewish  Memorial  Hospital 

Broadway  and  196th  Street 

URAEMIA 

ELI  FRIEDMAN,  M.D. 

Downstate  Medical  Center 

CREDIT:  C-1 


WEDNESDAY,  JANUARY  5 

3 : 00-6 : 00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Obstetrics  and  Gynecology 

Nurses  Auditorium,  Mount  Sinai  Hospital 
5 East  98th  Street 

CANCER  OF  THE  OVARY 

1.  Welcome  and  Introduction 

SAUL  B.  GU5BERG,  M.D.,  Mt.  Sinai  School  of  Medicine 

2.  Pathology,  Prognosis  and  Staging 

SHELDON  C.  SOMMERS,  M.D. 

Columbia  University  P & S 

3.  Incidence,  Statistics  and  Attempts 
at  Early  Diagnosis 

MYROSLAW  M.  HRESHCHYSHYN,  M.D. 

4.  The  Surgical  Approach 

JAMES  NELSON,  M.D.,  SUNY,  Brooklyn 

5.  Chemotherapy 

CARMEL  COHEN,  M.D.,  Mt.  Sinai  School  of  Medicine 

6.  Radiation 

CHU  H.  CHANG,  M.D.,  Columbia  University  P & S 

7 . Possible  Immuno-Diagnosis 

MICHAEL  LEVI,  M.D.,  Columbia  University  P & S 

8.  Round  Table  Discussion 

9.  Summary  and  Conclusions 


4 : 00-5 : 30  p.m. 

Westchester  Square  Hospital 

Conference  Room 
1625  St.  Peters  Avenue 
Bronx 

INFLAMMATORY  BOWEL  DISEASE— 
ITS  DIAGNOSIS  AND  MANAGEMENT 

SHELDON  JACOBSON,  M.D. 

Jacobi  Hospital 

CREDIT:  AAGP  and  C-1 


January  5 and  January  12,  1972 

8:30  p.m.,  Wednesdays 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 
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THE  PSYCHODYNAMICS  OF 
PSYCHOPHARMACOLOGY 

JACK  SCHNEE,  M.D. 


January  6 and  January  13,  1972 

Williamsburgh  General  Hospital 

2nd  Floor  Conference  Room 
757  Bushwick  Avenue 
Brooklyn 

INTESTINAL  OBSTRUCTION 
(Parts  I and  II) 

LEON  NADROWSKI,  M.D. 

CREDIT:  C-1 


January  7 and  January  14,  1972 

8:00—9:30  a.m.,  Fridays 

Maimonides  Medical  Center 

Fuhs  Auditorium 
4802  Tenth  Avenue 
Brooklyn 

January  7 

Gastrointestinal  Bleeding 

BAROUKH  KODSI,  M.D. 

Downslote  Medical  Center 

January  14 

Emergency  Management  of  Chest  Trauma 

MARCIAL  M.  CERRUTI,  M.D. 

Downstote  Medical  Center 

CREDIT:  AAGP  and  C-1 


January  8,  1972  / January  29,  1972 

10:00  o.m.-5  ; 00  p.m.,  four  Saturdays 

Columbia  University  P & S 

Columbia-Presbyterion  Medical  Center 

HYPNOSIS  AND  PSYCHIATRY 

HERBERT  SPIEGEL,  M.D. 

FEE:  $100 


January  9,  1972  / March  12,  1972 

9:00  a.m.-Noon,  Sundays  (8  Sessions) 

Downstate  Medical  Center 

Continuing  Education  Conference  Center 

450  Clarkson  Avenue 

Brooklyn 

BIOCHEMISTRY  AS  APPLIED  TO  CLINICAL 
MEDICINE  AND  PEDIATRICS 

HUGH  J.  CARROLL,  M.D.  with 

ROBERT  L.  ABRAMS,  SHELDON  J.  BLEICHER, 

THOMAS  C.  DETWILER,  HERBERT  S.  DIAMOND, 

ELAINE  B.  FELDMAN,  ALAN  S.  JOSEPHSON, 

DONALD  M.  KIRSCHENBAUM,  RICHARD  D.  LEVERE, 
HAROLD  A.  LEVEY,  MICHAEL  VY.  MOSESSON, 

WILLIAM  R.  SANSLONE,  and  MORRIS  SILVERMAN,  M.D.’s 

FEE:  $100 


SUNDAY,  JANUARY  9 

9 ; 00  a.m.-Noon 

The  Boulevard  Hospital 

46-04  31st  Avenue 
long  Island  City 

CARDIOLOGY 

B.  WECHSLER,  D.  SUMMERS,  M.D.’s 
Downstate  Medical  Center 

NOTE;  This  lecture  is  part  of  the  Intensive  Review  Course  for 
Community  Physicians  October  17/Morch  26. 

FEE:  $100  for  full  course  CREDIT:  C-1 


MONDAY,  JANUARY  10 

1 : 00  p.m. 

Downstate  Medical  Center 

Basic  Science  Building,  Lecture  Hall  4 

450  Clarkson  Avenue 

Brooklyn 

Hematology  lecture 

SYNDROME  OF  THE  SEA-BLUE 
HISTIOCYTES— FACT  OR  FANCY? 

ARTHUR  SAWITSKY,  M.D. 

Long  Island  Jewish  Hospital 


January  10,  1972  / January  31,  1972 

3:30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 
City  Hospital  Center  at  Elmhurst 

79-01  Broadway 
Elmhurst 

January  10 

Disorders  of  the  Platelet  Function 

HARVEY  J.  WEISS,  M.D. 

Roosevelt  Hospital 

January  17 

Management  of  Breast  Carcinoma 

MANUEL  OCHOA,  JR.,  M.D. 

Memorial  Hospital,  New  York  City 

January  24 

Abrasive  Soap  Pneumoconiosis  ("ZUD”  in  the 
Fung) 

IRVING  J.  SELIKOFF,  M.D.,  Mt.  Sinai  School  of  Medicine 

January  31 

The  Medical  Management  of  Hypertension 

STANLEY  GITLOW,  M.D.,  Mt.  Sinai  School  of  Medicine 

CREDIT:  C-1 


MONDAY,  JANUARY  10 

8 : 30  p.m. 

Beth  Israel  Medical  Center 

Dozian  Pavilion — 12th  Floor 
10  Nathan  D.  Perlman  Place 

Medical / Surgical/ Thoracic  Conference 

SHOCK  LUNG 

STANLEY  GIANNELLI,  JR.,  M.D. 

St.  Vincent's  Hospital  and  Medical  Center 
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TUESDAY,  JANUARY  11 


Papers: 


10:00  o.m. 

Maimonides  Medical  Center 

Main  Building,  4fh  Floor  Lecture  Hall 

4802  Tenth  Avenue 

Brooklyn 

Pediatric  Conference 

ROLE  OF  INFECTION  IN  ALLERGIC  DISEASES 

RICHARD  SNYDER,  M.D. 

Downstote  Medical  Center 

CREDIT:  C-1 


8:30  p.m. 

The  New  York  Psychoanalytic  Society 

247  East  82nd  Street 

OBJECT  LOSS  AND  EARLY  SEXUAL 
DEVELOPMENT 

HERMAN  ROlPHE  and  ELEANOR  GALENSON,  M.D.’s 


January  12,  1972  / June  21,  1972 

8:00-9:00  a.m.,  24  Wednesdays 

Columbia  University  P & S 

Columbio-Presbyterion  Medical  Center 

RADIOTHERAPY 

E.  J.  HALL,  M.D. 

FEE:  $100 


WEDNESDAY,  JANUARY  12 

4 : 00—5 : 00  p.m. 

Flushing  Hospital  and  Medical  Center 

First  Floor  Conference  Room 
Parsons  Boulevard  and  45th  Avenue 
Flushing 

Pediatric  Guest  Lecture 

NEWER  CONCEPTS  IN  IMMUNOLOGY 

J.  KELLY  SMITH,  M.D. 

North  Shore  Hospital 

CREDIT:  C-1 


8:00  p.m. 

Bronx  Pediatric  Society 
Bronx  Lebanon  Hospital 

1650  Grand  Concourse 
Bronx 

HOSPITAL  NIGHT 


8 : 00  p.m. 

New  York  Surgical  Society 

2 East  1 03rd  Street 

Case  Report: 

Peutz  Jeghers  Syndrome — A 
Surgical  Challenge 

MICHAEL  A.  PAGLIA,  BIMAL  C.  GHOSH, 

PAUL  SHERLOCK,  EDWARD  BEATTIE,  JR.,  M.D.’s 


1.  Mechanisms  of  Pulmonary  Damage  in 
Severe  Burns 

FELIX  T.  RAPAPORT,  MARIO  NEIMIROVSKY, 

RADOSLAV  BACHVAROFF,  SUSAN  K.  BALL,  M.D.'s 

2.  JeJunal-lleal  By-Pass  for  Obesity 

W.  GRAHAM  KNOX,  S.  XAVIER  PI-SUNYER, 

SAMI  A.  HASHIM,  M.D.'s 

3.  Metabolic,  Angiographic  and  Hemodynamic 
Effects  of  Direct  and  Indirect  Cardiac 
Revascularization  in  the  Early  and  Late 
Post  Operative  Period 

V.  A.  PICCONE,  P.  SAWYER,  H.  H.  LeVEEN, 

R.  POTTER,  A.  MANOLI,  C.  DENNIS,  D.  SUMMERS, 

E.  THOMPSON,  E.  ORAN,  M.D.'s 


January  13  and  January  20,  1972 

3 : 00-5  : 00  p.m.,  Tuesdays 

The  Page  and  William  Black  Post-Graduate  School 
of  Medicine 

The  Mount  Sinai  Medicol  Center 
1 00th  Street  and  Fifth  Avenue 

INTRODUCTION  TO  STRABISMUS 

EDWARD  L.  RAAB,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $40 


NEW  YORK  CITY  FUTURE  EVENTS 


February  1,  1972  / May  26,  1972 

9:00  a.m.— 4:00  p.m.,  Monday— Friday 

French  and  Polyclinic  Medical  School  and 
Health  Center 

345  West  50th  Street 

BASIC  SCIENCES  FOR  FOREIGN  MEDICAL 
GRADUATES  AND  QUALIFIED  STUDENTS 
PREPARING  FOR  PART  I OF  THE  NATIONAL 
BOARD  OF  MEDICAL  EXAMINERS 

All  communications  concerning  the  course  should  be  addressed  to 
the  Office  of  the  Dean,  at  the  above  address.  Application  must  be 
made  prior  to  January  1 5,  1 972. 


February  1,  1972 

French  and  Polyclinic  Medical  School 

345  West  50th  Street 

NURSING  HOME  ADMINISTRATION  COURSES 

First  Session  of  each  Course: 

Februory  I -6 : 00-9  : 00  p.m. 

Nursing  Home  Administration 

February  1 , I 972  7 : 00-9  : 00  p.m. 

Seminar  in  Nursing  Home  Administration 

February  3,  1972  - 6:00-8  :00  p.m. 

Frontiers  of  Geriatrics 

February  4,  1972 — 6:00-8:00  p.m. 

Environmental  Sanitation 

Write:  The  Dean  at  the  above  address. 
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February  1,  1972  / April  27,  1972 

8:00-10:00  p.m.,  Tuesdays  and  Thursdays 

French  and  Polyclinic  Medical  School 

345  West  50th  Street 

MEDICAL  REVIEW  COURSE  FOR 
GENERAL  PRACTITIONERS 

NO  FEE  CREDIT:  AAGP  and  C-1 


February  4,  1972  and  February  5,  1972 

^Memorial  Sloan-Keftering  Cancer  Center 

444  East  68th  Street 

Two-Day  Symposium  on 

PROBLEMS  OF  THE  FEMALE  BREAST  AS 
RELATED  TO  NEOPLASMS  AND 
RECONSTRUCTION 

FEE;  $100  ($50  far  Residents  in  training) 

Requests  far  application  forms  should  be  addressed  to:  REUVEN 

K.  SNYDERMAN,  M.D.,  ot  the  above  address. 

* co-sponsor:  The  American  Society  of  Plastic  and  Reconstructive 

Surgeons,  Inc. 

February  13,  1972  / February  17,  1972 
Medical  Society  of  the  State  of  New  York 

The  Americano  Hotel 

ANNUAL  CONVENTION 

Address  all  inquiries  to  the  chairman,  Medical  Society  of  the  State 
of  New  York,  750  Third  Avenue,  New  York,  N.Y.  10017, 

February  18  and  19,  1972 

9:00  o.m.  Friday  and  Saturday 

New  York  Heart  Association 

The  Waldorf-Astoria 
50th  Street  and  Park  Avenue 

Symposium 

REGULATION  OF  CATECHOLAMINE 
METABOLISM  IN  THE  SYMPATHETIC 
NERVOUS  SYSTEM 

Write:  New  York  Heart  Association,  2 East  64th  Street,  New  York, 

N.Y.  10021. 


April  14,  1972  / April  16,  1972 

Friday,  Saturday  and  Sunday 

Medical  Society  of  the  State  of  New  York, 

New  York  State  Department  of  Health, 

Institute  of  Forensic  Medicine  of  New 
York  University  and  City  of  New  York 

520  First  Avenue 

NINTH  ANNUAL  SYMPOSIUM  ON  FORENSIC 
SCIENCES  FOR  CORONERS  AND  MEDICAL 
EXAMINERS  OF  NEW  YORK  STATE 

SUBSCRIPTION 

Reprints  of  "WHAT  GOES  ON”  are  available  by 
subscription  of  $3.00  per  year  (22  issues). 


BUFFALO  AREA 


State  University  of  New  York  at  Buffalo 

2211  Main  Street 
Buff  ala,  N.Y.  14214 
Tel.  (716)  831-5526. 

TENTATIVE  SCHEDULE  FOR  WINTER- 
SPRING 1972 

Cardiac  Clinics  and  Physical  Examination 

of  the  Cardiac  Patient 

Community  Psychiatry 

Neurology  Seminar  Day 

Gynecology  and  Obstetrics 

Medical  and  Surgical  Aspects  of  Urology 

Endocrine  Diseases 

Surgical  Aspects  of  Gastroenterology 

Anesthesiology 

Thirty-Fifth  Annual  Spring  Clinical  Days 
Refresher  Seminar  in  Pediatrics 
Child  Development 


January  6,  1972  / June  29,  1972 

Heart  Association  of  Western  New  York  and 

Continuing  Medical  Education 

State  University  of  New  York  at  Buffalo 

Sisters  of  Charity  Hospital — Palmer  Hall 

CARDIAC  CLINICS  AND  PHYSICAL 
EXAMINATION  OF  THE  CARDIAC  PATIENT 

January  6^-6. 30  p.m.  Regisfration 

Examination  of  the  Peripheral  Pulses 
Korotkoff  Sounds 
Diastolic  Blood  Pressure  Criteria 
Tricks  in  Taking  Blood  Pressure 
Blood  Pressure  in  Legs 
Methods 
Hill’s  Sign 

January  1 3 — 7 : 30  / 9 : 30  p.m. 

Examination  of  the  Peripheral  Pulses 
Pulsus  Paradoxus 
Pulsus  Alternans 
Pulsus  Bisferiens 

Pulses  in  Aortic  Stenosis  and  in  Aortic 
Regurgitation 

FEE:  $25  for  full  course 

WHAT  GOES  ON  will  present  workshops  in  chronological  order 
throughout  the  course. 


TELEPHONE  LECTURE  NETWORK 


The  Stote  University  of  New  York  at  Buffalo  School  of  Medicine  pre- 
sents vorious  programs  via  the  facilities  of  the  Telephone  Lecture  Net- 
work of  the  Regional  Medical  Program  for  Western  New  York.  The 
Network  covers  the  counties  of  Erie,  Niagara,  Genesee,  Wyoming, 
Chautauqua,  Cattaraugus,  and  Allegany  in  New  York  State  and  Erie 
County  and  McKean  County  in  the  Commonwealth  of  Pennsylvania. 

Programs  are  presented  in  five  series. 

1.  A weekly  series  of  general  interest  considered  useful  to  all  physi- 
cians presented  at  11:30  a.m.  on  Tuesdays. 

2.  The  monthly  Pediatrics  Conference  from  Children’s  Hosoital  spon- 
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sored  by  the  Department  of  Pediatrics  and  presented  on  the  second 
Friday  of  each  month  under  the  direction  of  Thomas  Aceto,  Jr.,  M.D. 

3.  The  monthly  series  on  trauma  sponsored  by  the  Division  of  Ortho- 
pedic Surgery,  Department  of  Surgery,  and  presented  on  the  fourth 
Thursday  of  each  month  under  the  direction  of  Eugene  R.  Mindell,  M.D. 

4.  A new  monthly  series  of  Cancer  sponsored  by  the  Roswell  Park 
Memorial  Institute  and  presented  on  the  third  Wednesday  of  each 
month  under  the  direction  of  Gerald  P.  Murphy,  M.D. 

5.  A new  series  sponsored  by  the  Buffalo  State  Hospital  to  be  pre- 
sented under  the  direction  of  Dr.  Desmond  Moleski  on  the  fourth 
Wednesday  at  1 1 : 00  a.m. 

For  further  information,  please  contact  Continuing  Medical  Education, 
2211  Main  Street,  Buffalo,  N.Y.  14214.  Tel  (71  6)  83 1 -5526. 


NASSAU  COUNTY 


January  6 and  January  13,  1972 

11:30  a.m.-l  2 ; 30  p.m.,  Thursdays 

Nassau  County  Medical  Center 

East  Meadow,  Long  Island 
Pediatric  Postgraduate  Lectures 

January  6 

The  Management  of  the  Cyanotic  Neonate 

EUGENIE  F.  DOYLE,  M.D. 

N.Y.U.  Medical  Center 

January  13 

Clinico  Pathological  Conference 


SUFFOLK  COUNTY 


SUNDAY,  JANUARY  9 

9:00  a.m.  Registration 

The  Suffolk  Chapter  of  the  American  Academy  of 
Family  Physicians 

Smithtown  Landing  Country  Club 

Landing  Avenue 

Smithtown 

All  Day  Program 

MODERN  CONCEPTS  OF  CANCER  THERAPY 

Speakers  from  the  Medical-Surgical  Staff  of  New  York  University 
Program  Director:  DONALD  COLE,  M.D. 

Apply  American  Academy  of  Family  Physicians,  Suffolk  Academy  of 
Medicine,  850  Veterans  Memorial  Highway,  Hauppauge,  N.Y. 
1 1787. 

CREDIT:  C-1 


PHYSICIANS’  PLACEMENT 


BINGHAMTON,  N.Y.,  Broome  County,  needs  G.P.'s,  Internists,  Pedia- 
tricians, Ophthalmologists  and  a Dermatologist. 

CONTACT:  MR.  CHARLES  E.  ROBBINS,  Broome  County  Medical 

Society,  4500  Old  Vestal  Road,  Box  897,  Binghamton,  N.Y.  1 3902. 


BOONVILLE,  N.Y.,  Oneida  County.  G.P.  for  new  Medical  Building. 

CONTACT:  MR.  JAMES  MERCER,  Sunset  Drive,  Boonville,  N.Y.  1 3309. 

Tel.  (315)942-4691. 


BUFFALO,  N.Y.,  Erie  County.  One  Anesthesiologist  to  join  6-man 
corporate  anesthesia  group,  including  nurse  anesthetists. 

CONTACT:  NIALL  P.  MacALLISTER,  M.D.,  Deaconess  Hospital,  Buffalo, 

N.Y.  14208.  Tel.  (71 6)  886-4400. 


CALLICOON,  N.Y.,  Sullivan  County.  G.P.,  Pediatrician  and  Internist 
needed  for  a new  Hospital. 

CONTACT:  MR.  HOWARD  STEWART,  Grover  M.  Hermann  Hospital, 

Callicoon,  N.Y.  1 2733.  Tel.  (9 1 4)  887-5490. 


CARTHAGE,  N.Y.,  Jefferson  County,  needs  G.P.'s  and  Specialists  in 
Internal  Medicine  and  General  Surgery. 

CONTACT:  MR.  CLARK  A.  JOHNSON,  277  State  Street,  Carthage, 

N.Y.  13619. 


CONTACT:  MR.  WALDO  McDOWELL,  Cato,  N.Y.  13033.  Tel. 

(315)626-2129. 


RIVERHEAD,  N.Y.,  Suffolk  County.  Board/Eligible  or  Board/Certifled 

Ob/ Gyn  to  direct  Maternal  Health  and  Family  Planning  Service.  i^ 

'( 

CONTACT:  GEORGE  E.  LEONE,  M.D.,  Commissioner  of  Health,  Suffolk 

County  Health  Department,  Suffolk  County  Center,  Riverhead,  N.Y. 

11901.  Tel.  (5 16)  727-4700,  ext  341.  1 


WHAT  GOES  ON  IN  MEDICINE 
New  Address: 

Medical  Society  of  the  State  of  New  York 
420  Lakeville  Road,  Lake  Success,  N.Y.  1 1 040 
Telephone:  51  6-488-61  00,  ext.  241 

The  Deadline  Dates  for  1 972  are  as  follows: 

Meeting  Dates  Deadline  Dates 

January  1-15 November  10 

January  16-31 November  25 

February  1-15 December  10 

February  16-28 December  25 

March  1-15 January  10 

March  16-31 January  25 

April  1-15 February  1 0 

April  16-30 February  25 

May  1-15 March  10 

May  1 6-31 March  25 

June  1—15 April  10 

June  16—30 April  25 

July  1-31 May  10 

August  1—31 June  10 

September  1 — 15 June  25 

September  16—30 July  25 

October  1-15 August  10 

October  16-30 August  25 

November  1—15 September  10 

November  16—30 September  25 

December  1—15 October  10 

December  16—31 October  25 


CATO,  N.Y.,  Cayuga  County.  G.P. 
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true,  without  associated  appendicitis,  2877 
Diverticulum  of  female  urethra,  primary  carcinoma  in,  2202 
Dogs  and  cats  in  Schenectady  County,  intestinal  parasites  of, 
2755 

Drug  abuse 

acute  addictive  states,  2391 

address  of  the  President  of  the  United  States  before  the  House 
of  Delegates  of  the  American  Medical  Association,  2556 
child  psychiatrist  looks  at  drug  problem  (Symposium),  1611 
cutaneous  manifestations  of  heroin  and  other  addictive  drugs; 
study  and  analysis,  2643 

encephalopathy  and  paraplegia  occurring  with  use  of  heroin, 
2879 

methadone  maintenance  in  hard-core  criminal  addicts; 
economic  effects,  1768 

patterns  of  pentazocine  abuse  and  addiction,  1727 
Drug  abuse  in  juvenile  court  population,  problem  of  [Juveniles 
and  Drug  Abuse]  (Symposium),  1623 
Drug  Fever  Produced  by  Chlorambucil  (Sawitsky,  Boklan,  and 
Benjamin),  2434 

Drug-Induced  Deficiency  of  B Vitamins  [Nutrition  Reports] 
(Roe),  2770 

Drug  problem,  child  psychiatrist  looks  at  [Juveniles  and  Drug 
Abuse]  (Symposium),  1611 
Drugs 

lithium  for  manic  depressive  disorders;  challenge  to  electro- 
shock therapy?,  2219 

use  of  injectable  contraceptive  immediately  post  partum, 
2279 

Drugs,  science,  and  the  Food  and  Drug  Administration  [Quar- 
terly Review  of  Drugs],  1644 

Ecological  Aspects  of  Metals  [Nutrition  Reports],  2541 
Edema  in  infants  and  children,  furosemide  in  treatment  of,  2521 
Education,  medical,  continuing,  initiation  of  cooperative  state- 
wide planning  to  improve  system,  1847 
Ehrlich,  Paul,  M.D.  (1854-1915);  great  theoretician  and  bene- 
factor of  mankind  [History  of  Medicine],  2331 
Elbow:  isolated,  displaced  fracture  of  the  trochlea,  2314 
Elective  Repair  of  Congenital  Heart  Disease  in  Younger-Age 
Group  [Abstracts,  Reports,  Proceedings,  New  York  Society 
for  Thoracic  Surgery]  (Harris,  Yeoh,  Ferrara,  and  Wichern), 
2169 

Electrocardiograms  of  the  Month  (Series),  1651,  1845,  2073, 
2303,  2359,  2779 

Electroshock  therapy,  challenge  to?  lithium  for  manic  depres- 
sive disorders,  2219 

Electrostimulation,  clinical  cardiac,  background  of;  I.  re- 
sponsiveness of  quiescent,  bare  heart  to  electricity  [History  of 
Medicine],  2575 

Electrostimulation,  clinical  cardiac,  background  of;  II.  electro- 
treatment of  cardiac  diseases  with  dysrhythmias  incidental 
or  absent  [History  of  Medicine],  2794 
Emboli,  multiple  peripheral,  originating  from  left  ventricidar 
thrombus,  2790 
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Kncephalopathy  and  Paraplegia  Occurring  With  Use  ol'  Heroin 
(Rodriguez,  Smokvina,  Sokolow,  and  (Irynbaum),  2879 
Kndarterectomy,  coronary  gas;  technical  aspects  in  its  applica- 
tion [Abstracts,  Reports,  Proceedings,  New  York  Society  for 
Thoracic  Surgery),  265,5 

Kndarterectomy,  gas,  angiographic  manifestations  of,  2895 
Knd(K'arditis  of  mitral  valve,  urgent  open-heart  surgery  for 
[Abstracts,  Reports,  Proceedings,  New  York  Society  for  Tho- 
racic Surgery),  26.50 

Kndoesophageal  Intubation  for  Advanced  Ksophageal  Carci- 
noma n'akita),  2526 

Knvironment:  ecological  aspects  of  metals  [Nutrition  Rej)orts[, 
2.541 

Knvironment,  who  cares  about  tbe,  2214 

Kntrapment  neuropathy:  acute  femoral  neuropathy  secondary 
to  consumption  coagulopathy,  2670 
Knuresis:  urinarv  stress  incontinence;  problems  in  diagnosis, 

1987 

Kpidemiology:  central  nervous  system  infections  in  New  York 
State;  etiologic  and  epidemiologic  observations,  March  to 
November,  1970,  2856 

Kpidemiology:  sensitivity  to  purified  protein  derivative 

(Battey);  prevalence  in  New  York  State,  2518 
Kpidermal  necrolysis,  toxic;  association  with  pathogenic 
staphylococcus,  2784 

Kpilepsy:  management  of  hemiplegic  child;  role  of  neurologist, 
1827 

Ksophageal  carcinoma,  advanced,  endoesophageal  intubation 
for,  2526 

KstrogenS;  tbe  breast  and  tbe  pill,  2058 

Ktiology,  probable  tuberculous,  granulomatous  gastritis  asso- 
ciated with  megaloblastic  anemia,  16.58 
Kvaluation  of  patient  care:  study  of  peer  review  of  inbospital 
patient  care  with  aid  of  manual.  1968 
Kye,  nail  in.  1841 

Face 

complications  of  orbital  fractures,  2407 
midfacial  fractures,  2412 
Face-Lift  Operation  (Conley),  1819 
Familial  disease 

hereditary  hemorrhagic  telangiectasia  associated  with  poly- 
cystic disease  of  kidneys,  1665 

neurofibromatosis,  polycystic  kidneys,  and  hvpernephroma, 
2481 

medullary  sponge  kidney  in  three  generations,  2665 
Farmer’s  lung:  hypersensitivity  pneumonitis,  2851 

Fascia  lata,  use  of  custom-tailored  strip  of;  replacement  of 
aortic  valve  [.■\bstracts.  Reports,  Proceedings,  New  York  So- 
ciety for  Thoracic  Surgery),  2170 
Fatal  Hemolytic  Anemia  (Clinicopathologic  Conference),  1744 
Femoral  neuropathy,  acute,  secondary  to  consumption  coagu- 
lopathy, 2670 

Fe%-er,  drug,  produced  by  chlorambucil,  2484 
Fistula,  nephrohepatic,  2881 

Folate  activity,  leukocyte,  in  patients  with  leukemia,  2292 
Folate  metabolism:  drug-induced  deficiency  of  B vitamins 

[Nutrition  Reports),  2770 

Food  and  Drug  Administration,  science,  drugs,  and  [Quarterly- 
Review  of  Drugs],  1644 

Fracture  of  the  trochlea,  isolated,  displaced,  2314 
Fracture,  trochanteric,  open  reduction  of,  2173 
Fractures,  midfacial,  2412 
Fractures,  orbital,  complications  of,  2407 

Free  and  Pedicle  Muscle  Grafts  in  Thoracic  Surgery  [Abstracts, 
Reports,  Proceedings,  New  York  Society  for  Thoracic  Sur- 
gery] (Demos,  McKeon,  and  Timmes),  1928 
Furosemide  in  Treatment  of  Kdema  in  Infants  and  Children 
(Krongrad  and  Joos),  2521 
Future,  use  of  medical  computer,  1669 

Gas  endarterectomy,  angiographic  manifestations  of,  2395 
Gas  endarterectomy,  coronary;  technical  aspects  in  its  applica- 
tion [Abstracts,  Reports,  Proceedings,  New  York  Society  for 
Thoracic  Surgery],  2655 

Gastritis,  granulomatous,  associated  with  megaloblastic  ane- 


mia; probable  tuburculous  etiology,  16.58 
Gast  rointestinal 

collision  tumor  [Correlation  Conferences  in  Radiology  and 
l^athology],  17.54 

progressive  obstruction  of  lower  intestine  [Clinicopathologic 
Conference),  2075 

Genetic  markers;  chromosome  16  heterology;  nonspecific  vari- 
ation in  karyotype?,  2297 
Germ  warfare:  unorthodox  warfare,  2560 
Gestation,  bilateral  oviductal,  2872 
Ghetto  children,  health  delivery  system  for,  2446 
Ghetto  .Medicine;  Program  in  New  York  City  (McLaughlin. 
Kavaler.  and  Stiles),  2321 

Goodpasture’s  syndrome,  acute  respiratory  failure  in,  2316 
Grafts,  muscle,  free  and  pedicle,  in  thoracic  surgery  [Abstracts, 
Reports,  Proceedings,  New  York  Society  for  Thoracic  Sur- 
gery), 1928 

Granulomatous  Gastritis  Associated  with  Megaloblastic  Ane- 
mia; Probable  Tuberculous  Ktiology  (Peress,  Rosen,  Licht- 
man.  and  Yermakov),  1658 

Granulomatous  Mastitis  (Miller.  .Seidman,  and  Smith),  2194 
Group-practice  plans  for  health  care,  prepaid,  capitation;  in- 
cluding health-maintenance  organizations,  2204 
Group  psychotherapy,  structured  interactional;  new  p.sychi- 
atric  modality,  1632 
Gynecology- 

pelvic  laparoscopy,  2862 

primary-  adenocarcinoma  of  oviduct  with  hydrothorax,  1765 
Gynecology,  obstetrics  and.  malpractice  hazards  in,  1877 

Hand,  reconstruction  of,  for  peripheral  nerve  injuries,  2401 
Harlem  Hospital,  pneumococcal  meningitis  at,  2747 
Head  and  neck,  cancer  of,  tattooing  of  mucosal  surfaces  in;  with 
preoperative  radiotherapy,  2187 
Healer;  benis,  benis,  benis,  2454 

Health  care:  Ghetto  medicine;  program  in  New  York  City,  2321 
Health  care,  prepaid,  capitation,  group-practice  plans  of;  in- 
cluding health-maintenance  organizations,  2204 
Health  Delivery-  System  for  Ghetto  Children  (Allen,  Landman, 
and  Pryles),  2446 

Health  education:  address  of  the  President  of  the  United 

States  before  tbe  House  of  Delegates  of  the  American  Medi- 
cal Association,  2556 

Hearing;  identification  of  communication  disorders  by  resident 
physicians,  1941 

Hearing  tests:  preschool  auditory-  screening  program;  report 

from  Nassau  County.  1775 
Heart 

background  of  clinical  cardiac  electrostimulation;  I.  respon- 
siveness of  quiescent,  bare  heart  to  electricity  [History  of 
Medicine],  2572 

background  of  clinical  cardiac  electrostimulation;  II.  elec- 
trotreatment of  cardiac  disease  with  dysrhythmias  inciden- 
tal or  absent  [History  of  Medicine],  2794 
clinical  experience  with  superior  approach  to  mitral  valve 
[Abstracts,  Reports,  Proceedings,  New  York  Society  for 
Thoracic  Surgery],  2649 

coronary-  artery  bypass  surgery;  prophylaxis  prior  to  resec- 
tion of  abdominal  aortic  aneurysm,  2196 
management  of  penetrating  cardiac  trauma  [Abstracts,  Re- 
ports, Proceedings,  New-  York  Society  for  Thoracic  Sur- 
gery], 1932 

multiple  peripheral  emboli  originating  from  left  ventricular 
thrombus,  2790 

replacement  of  aortic  valve;  use  of  custom-tailored  strip  of 
fascia  lata  [Abstracts,  Reports,  Proceedings,  New  York 
Society  for  Thoracic  Surgery],  2170 
secundum  atrial  septal  defects  in  adult  patients  [Abstracts, 
Reports,  Proceedings,  New-  York  Society-  for  Thoracic  Sur- 
gery], 2166 

selected  thoracic  aortic  aneurysms;  treatment  by  shunt  graft 
and  aneurysm  resection  [Abstracts,  Reports,  Proceedings, 
New-  York  Society  for  Thoracic  Surgery],  2651 
surgery-  for  left  ventricular  complications  of  coronary-  artery- 
disease  [Abstracts,  Reports,  Proceedings,  New  York  Society 
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for  Thoracic  Surgery],  2172 

surgical  correction  of  postmyocardial  infarction  scar  [Ab- 
stracts, Reports,  Proceedings,  New  York  Society  for  Thorac- 
ic Surgery],  2172 

surgical  treatment  of  coronary  artery  insufficiency,  1721 
total  correction  of  tetralogy  of  Fallot  in  adolescents  and  adults 
(Abstracts,  Reports,  Proceedings,  New  York  Society  for 
Thoracic  Surgery],  2168 

transtelephone  pacemaker  clinic  [Abstracts,  Reports,  Pro- 
ceedings, New  York  Society  for  Thoracic  Surgery],  1931 
unheeded  signals  of  fatal  coronary  artery  disease,  2639 
urgent  open-heart  surgery  for  endocarditis  of  mitral  valve 
[Abstracts,  Reports,  Proceedings,  New  York  Society  for 
Thoracic  Surgery],  2650 

Heart  disease  in  younger-age  group,  congenital,  elective  repair 
of  [Abstracts,  Reports,  Proceedings,  New  York  Society  for 
Thoracic  Surgery],  2169 

Heart  disease,  nodules  and  ulcerations  of  skin  with  [Clinico- 
pathologic  Conference],  2760 

Heart  disease,  rheumatic,  coexistence  of  sickle-cell  anemia  and, 
2426 

Heart,  enlarged,  arthritis  and  [Correlation  Conferences  in  Ra- 
diology and  Pathology],  2416 

Heart  failure,  intractable  [Clinicopatholqgic  Conference],  2530 
Heart,  penetrating  wounds  of,  management  of  intracardiac  de- 
fects produced  by  [Abstracts,  Reports,  Proceedings,  New  York 
Society  for  Thoracic  Surgery],  1935 
Hemangiolymphangioma  of  Spleen  and  Bone  (Sammis,  Weitz- 
man,  and  Arcomano),  1762 

Hemiplegia,  osteoporosis  as  early  complication  of,  1943 
Hemiplegic  child,  management  of;  role  of  neurologist,  1827 
Hemodialysis,  chronic,  surgical  management  of,  2853 
Hemolytic  anemia,  fatal  [Clinicopathologic  Conference],  1744 
Hemolytic  disease:  preventing  maternal  sensitization  to  Rho 

antigen;  legal  implications,  2326 
Hemorrhage,  intracranial  lesion  with  [Clinicopathologic  Con- 
ference], 1951 

Hemorrhagic  Cysts  of  Thymus  [Abstracts,  Reports,  Proceed- 
ings, New  York  Society  for  Thoracic  Surgery]  (Missier,  Kreps, 
Nachtigall,  Jaspin,  and  Fischer),  1930 
Hemorrhagic  telangiectasia,  hereditary,  associated  with  poly- 
cystic disease  of  kidneys,  1665 

Heparin  and  adjuvants,  disseminated  intravascular  coagulation 
treated  with,  2672 

Hepatorenal  Failure  with  Renal  Oxalosis  After  Methoxyflurane 
Anesthesia  (Mostert,  Kim,  and  Woodruff),  2676 
Hereditary  Hemorrhagic  Telangiectasia  Associated  with  Poly- 
cystic Disease  of  Kidneys  (Solomon  and  Kleiman),  1665 
Heroin  and  other  addictive  drugs,  cutaneous  manifestations  of; 
study  and  analysis,  2639 

Heroin  addiction:  methadone  maintenance  in  hard-core  crim- 
inal addicts;  economic  effects,  1768 
Heroin,  encephalopathy  and  paraplegia  occurring  with  use  of, 
2879 

Hernia,  paraesophageal,  acutely  obstructed  and  incarcerated 
[Abstracts,  Reports,  Proceedings,  New  York  Society  for  Tho- 
racic Surgery],  2647 

High  school  students,  acne  vulgaris  and  psychologic  impact  on, 
2886 

Hip:  open  reduction  of  trochanteric  fracture,  2173 
Hip  disease,  screening  of  newborn  infants  for,  2758 
Hip-joint  arthroplasty,  total  [Topics  in  Orthopedics],  2082 
History  of  Medicine  (Series),  2102,  2331,  2451,  2575,  2794,  2891 
Hodgkin’s  disease:  new  trends  in  lymphoma  management, 

2661 

Home  visits,  [jsychiatric  aftercare  including,  2441 
House  of  Delegates  of  the  American  Medical  Association,  ad- 
dress of  the  President  of  the  United  States  before  the,  2556 
Human  Renal  Allot ransplants;  ('orrelation  of  Acute  and 
Uhronic  Histologic  Alterations  with  Endocrine  Function — A 
New  Syndrome?  (Murphy,  Mirand,  Gaeta,  and  Weber),  2743 
Humerus,  medullary  lesion  of;  mesenchymal  chondrosarcoma, 
1662 

Hydrothorax,  primary  adenocarcinoma  of  oviduct  with,  1765 


Hypernephroma,  neurofibromatosis,  polycystic  kidneys  and, 
2431 

Hypersensitivity  Pneumonitis  (Hughes),  2851 
Hypersensitivity  reaction,  pulmonary,  during  blood  trans- 
fusion, 2683 

Hyperthyroidism:  Achilles-reflex  timing  in  diagnosis  of  thy- 

roid status,  2283 

Identification  of  Communication  Disorders  by  Resident  Physi- 
cians (Schaye  and  Ruben),  1941 
Incontinence,  urinary  stress;  problems  in  diagnosis,  1937 
Industrial  Health  (Series),  1653,  2319 

Industrial  health:  psychiatric  emergencies  in  industry,  2069 
Industrial  injuries,  philosophy  underlying  treatment  of  [Indus- 
trial Health],  2319 

Infants  and  children,  edema  in,  furosemide  in  treatment  of, 
2521 

Infants,  newborn,  screening  of,  for  hip  disease,  2758 
Infections,  central  nervous  system,  in  New  York  State;  etiologic 
and  epidemiologic  observations,  March  to  November,  1970, 
2856 

Inherited  disease 

chromosome  16  heterology;  nonspecific  variation  in  karyo- 
type?, 2297 

medullary  sponge  kidney  in  three  generations,  2665 
Inhospital  patient  care,  study  of  peer  review  of,  with  aid  of  man- 
ual, 1963 

Initiation  of  Cooperative  Statewide  Planning  to  Improve  Con- 
tinuing Medical  Education  System  (Bloom),  1847 
Intelligence,  biophysiologic  development  and  evaluation  of; 
new  concepts,  1627 

Intestinal  Parasites  of  Dogs  and  Cats  in  Schenectady  County 
(Styles  and  Evans),  2755 

Intestine,  lower,  progressive  obstruction  of  [Clinicopathologic 
Conference],  2075 

Intracardiac  defects  produced  by  penetrating  wounds  of  heart, 
management  of  [Abstracts,  Reports,  Proceedings,  New  York 
Society  for  Thoracic  Surgery],  1935 
Intracranial  Lesion  with  Hemorrhage  [Clinicopathologic  Con- 
ference], 1951 

Intractable  Heart  Failure  [Clinicopathologic  Conference],  2530 
Intravascular  coagulation,  disseminated,  treated  with  heparin 
and  adjuvants,  2672 

Intubation,  endoesophageal,  for  advanced  esophageal  carci- 
noma, 2526 

Irradiation,  acute  leukemia  following  treatment  with,  and  al- 
kylating agent,  2422 

Isolated,  Displaced  Fracture  of  the  Trochlea  (Worrell),  2314 

Jaundice  from  Pancreatic  Pseudocyst  (Masih,  Lowenfels,  Pend- 
se,  and  Rohman),  2312 

Juvenile  court  population,  problem  of  drug  abuse  in  [Juveniles 
and  Drug  Abuse]  (Symposium),  1623 
Juveniles  and  Drug  Abuse  (Symposium),  1611 

Karyotype,  nonspecific  variation  in?;  chromosome  16  heterol- 
ogy, 2297 

Ketamine:  scientific  exhibits  at  the  AMA  [Quarterly  Review 

of  Drugs],  2305 
Kidney 

diagnosis  of  renal-cell  carcinoma;  is  renal  arteriography  the 
answer?,  2781 

human  renal  allotransplants;  correlation  of  acute  and  chronic 
histologic  alterations  with  endocrine  function — a new  syn- 
drome?, 2743 

nephrohepatic  fistula,  2881 
Kidney,  medullary  sponge,  in  three  generations,  2665 
Kidneys,  human  cadaver,  successful  preservation  and  simulta- 
neous transplantation  of,  2065 

Kidneys,  polycystic  disease  of,  associated  with  hereditary  hem- 
orrhagic telangiectasia,  1665 

Kidneys,  polycystic,  neurofibromatosis,  and  hypernephroma, 
2431 

Lake  Erie,  Battle  of.  Parsons,  Usher,  M.D.  (1788-1868);  Naval 
surgeon  in,  ] History  of  Medicine],  2891 
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Laparoscopy,  pelvic,  28152 

l,eadership,  physicians':  address  of  the  I’resident  of  the  United 
States  before  the  House  of  Delegates  of  the  American  Medical 
Association,  2.''),% 

Leukemia,  acute,  following  treatment  with  irradiation  and  al- 
kylating agent.  2422 

Leukemia,  leukocyte  folate  activity  in  patients  with,  2292 
Leukocyte  Kolate  .Activity  in  Patients  with  Leukemia  (Hosner 
and  (’lahriel).  2292 

Liability:  preventing  maternal  sensitization  to  Kho  antigen; 

legal  implications.  2.'52t5 

Liability  insurance  program,  professional,  changes  in  State 
St)ciety's.  effective  duly  1.  1971.  2(586 
Library  of  the  Society  of  the  N’ew  York  Hospital  (Annan),  2453 
Lithium:  scientific  exhibits  at  the  AMA  [tjuarterly  Review  of 
Drugs).  2305 

Lithium  for  Manic  Depressive  Disorders;  Challenge  to  Klectro- 
shock  Therapy?  (Fieve).  2219 
Liver 

hepatorenal  failure  with  renal  oxalosis  after  methoxyllurane 
anesthesia.  2676 
nephrohepatic  fistula.  2881 

Lung:  superior  sulcus  tumors;  results  of  comiiined  therapy 

(.Abstracts.  Reports.  Proceedings.  New  York  Society  for  Tho- 
racic Surgery).  2050 

Lung  Cancer  from  Cigaret  Smoking  [.Abstracts.  Reports.  Pro- 
ceedings. New  York  Society  for  Thoracic  Surgery)  (.Auer- 
bach). 2039 

Lung  cancer,  guide  to  management  of;  mediastinoscopy  ) Ab- 
stracts. Reports.  Proceedings,  New  York  Society  for  Thoracic 
Surgery),  2041 

Lung  Cancer,  survival  in;  effectiveness  of  surgery  [.Abstracts. 
Reports.  Proceedings.  New  York  Society  for  Thoracic  Sur- 
gery). 2045 

Lung  disease:  hypersensitivity  pneumonitis,  2851 

Lupus  erythematosus:  arthritis  and  enlarged  heart  [Correla- 

tion Conferences  in  Radiology  and  Pathology),  2416 
Lymphoma  management,  new  trends  in.  2661 

Malpractice  claims;  changes  in  State  Society's  professional 
liability  insurance  program  effective -luly  1,  1971.  2686 
Malpractice  Hazards  in  Obstetrics  and  Gynecology  (Macken- 
zie), 1877 

Management  of  Hemiplegic  Child;  Role  of  Neurologist  (Gol- 
den), 1827 

Management  of  Intracardiac  Defects  Produced  by  Penetrating 
Wounds  of  Heart  [.Abstracts.  Reports,  Proceedings,  New  York 
Society  for  Thoracic  Surgery)  (Efron.  Gross.  Steichen,  Jor- 
dan, and  Frater),  1935 

Management  of  Penetrating  Cardiac  Trauma  [.Abstracts,  Re- 
ports, Proceedings.  N’ew  York  Society  for  Thoracic  Surgery) 
(Hutchinson.  Beach.  Kaplan,  and  Garvey),  1932 
Manic  depressive  disorders,  lithium  for;  challenge  to  electro- 
shock therapy?,  2219 
Massive  Osteolysis  (Bullough).  2267 
Mastitis,  granulomatous.  2194 

Mediastinal  Mass  (Correlation  Conferences  in  Radiology  and 
Pathologv’),  2867 

Mediastinoscopy;  Guide  to  Management  of  Lung  Cancer  [Ab- 
stracts, Reports,  Proceedings.  New  York  Society  for  Thoracic 
Surgery)  (Kirschner).  2041 

Medical  Arts  and  Letters  (Series),  1880,  1977,  2569,  2895 
Medical  Career  Patterns;  Choices  .Among  Several  Classes  of 
Medical  Students  (Oates  and  Feldman),  2437 
Medical  Computer  Use  in  Near  Future  (Kline),  1669 
Medical  Polemic  of  1651;  Physician  Contra  Surgeons  and 
Apothecaries  [Medical  Arts  and  Letters]  (Ober),  1880 
Medical  writing:  oh!  that  my  enemy  would  write  a book,  1974 
Medroxyprogesterone:  use  of  injectable  contraceptive  imme- 

diately post  partum.  2279 

Medullarv  lesion  of  humerus;  mesenchvmal  chondrosarcoma, 
1662 

Medullary  Sponge  Kidney  in  Three  Generations  (Kuiper),  2665 
Megaloblastic  anemia,  granulomatous  gastritis  associated  with; 
probable  tuberculous  etiology,  1658 


Meningitis,  pneumococcal,  at  Harlem  Hospital,  2747 
Meningitis,  viral  and  bacterial,  2182 
Mental  health 

p.sychiatric  aftercare  including  home  visits,  2441 
psychotherapy  and  the  psychiatric  clinic,  2099 
scope  of  community  psychiatry,  1673 
Mercury  contamination;  ecological  aspects  of  metals  [Nutri- 
tion Reports),  2541 

Me.senchymal  Chondrosarcoma;  Medullary  Lesion  of  Humerus 
(Pavon,  Bullough,  and  Marcove),  16(52 
Me.soridazine:  scientific  exhibits  at  the  A.MA  [Quarterly  Re- 
view of  Drugs),  2305 

Metals,  ecological  aspects  of  [Nutrition  Fieports],  2541 
Methadone  Maintenance  in  F-lard-Core  Criminal  Addicts;  Eco- 
nomic Effects  (Cushman),  1768 

Methoxyllurane  anesthesia,  hepatorenal  failure  with  renal  ox- 
alosis after.  2676 

Midfacial  Fractures  (Rabuzzi),  2412 

Mitral  valve,  endocarditis  of,  urgent  open-heart  surgery  for  [Ab- 
stracts. Reports,  Proceedings,  New  York  .Society  for  Thoracic 
Surgery),  2650 

Mitral  valve,  superior  approach  to,  clinical  experience  with  [Ab- 
stracts. Reports,  Proceedings,  New  York  Society  for  Thoracic 
Surgery).  2649 

Mouth,  burning,  psychogenesis  of;  chronic  orolingual  pain,  1832 
Multiple  Peripheral  Emboli  Originating  from  I^eft  Ventricular 
Thrombus  (Scarpa,  Wolf,  and  Schluger),  2790 
-Muscle  grafts,  free  and  pedicle,  in  thoracic  surgery  [Abstracts, 
Reports,  Proceedings,  New  York  Society  for  Thoracic  Sur- 
gery), 1928 

Myocardial  revascularization:  coronary  gas  endarterectomy; 

technical  aspects  in  its  application  [.Abstracts,  Reports,  Pro- 
ceedings, New  York  Society  for  Thoracic  Surgery],  2655 

Nail  in  Eye  (Gerstenfeld),  1841 

Narcotics:  methadone  maintenance  in  hardcore  criminal  ad- 

dicts; economic  effects,  1768 
Nasal  septum,  revision  surgery  of,  2300 

National  health  insurance:  address  of  the  President  of  the 

United  States  before  the  House  of  Delegates  of  the  American 
Medical  Association,  2556 

Naval  surgeon.  Parsons,  Usher,  M.D.,  in  Battle  of  Lake  Erie 
[History  of  Medicine],  2891 

Nephrectomy:  successful  preservation  and  simultaneous  trans- 
plantation of  human  cadaver  kidneys,  2065 
Nephrohepatic  Fistula  (Martin,  Abrahams,  and  Smith),  2881 
Nerve  gas;  unorthodox  warfare,  2560 
Nerve  injuries,  peripheral,  reconstruction  of  hand  for,  2401 
Neurofibromatosis,  Polycystic  Kidneys,  and  Hypernephroma 
(Siegelman,  Zavod,  and  Hecht),  2431 
Neurologist,  role  of;  management  of  hemiplegic  child,  1827 
Neuropathy,  acute  femoral,  secondary  to  consumption  coagu- 
lopathy, 2670 

Newborn  infants,  screening  of,  for  hip  disease,  2758 
New  Trends  in  Lymphoma  Management  (Fridman  and  Ez- 
dinli),  2661 

New  York  Hospital,  library  of  the  Society  of,  2453 
Nodules  and  Ulcerations  of  Skin  with  Heart  Disease  [Clinico- 
pathologic  Conference],  2760 
Nose:  revision  surgery  of  nasal  septum,  2300 
Nutrition  Reports  (Series),  2541,  2770 

Oath  of  Charaka  (Sharma),  2457 

Obesity:  Class  I\’  Anesthesia  Risk  (Feinberg),  2200 

Obstetrics 

preventing  maternal  sensitization  to  Rho  antigen;  legal  impli- 
cations, 2326 

responsibility  for  anesthesia  in  delivery,  2061 
uterus  didelphys;  pregnancies  in  alternate  uteri,  2089 
Obstetrics  and  gynecology,  malpractice  hazards  in,  1877 
Obstruction  of  lower  intestine,  progressive  [Clinicopathologic 
Conference],  2075 

Oh!  That  My  Enemy  Would  Write  a Book  (Sharpe),  1974 
Open  heart  surgery,  urgent,  for  endocarditis  of  mitral  valve 
[Abstracts,  Reports,  Proceedings,  New  York  Society  for  Tho- 
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racic  Surgery],  2650 

Open  Reduction  of  Trochanteric  Fracture  (Stover,  Fish,  and 
Heap),  2173 

Ophthalmology:  nail  in  eye,  1841 
Opiates:  acute  addictive  states,  2391 
Oral  contraceptives:  the  breast  and  the  pill,  2058 
Oral  surgery:  tattooing  of  mucosal  surfaces  in  cancer  of  head 

and  neck;  with  preoperative  radiotherapy,  2187 
Orbital  fractures,  complications  of,  2407 

Orolingual  pain,  chronic  idiopathic;  psychogenesis  of  burning 
mouth,  1832 

Orthopedics,  topics  in  (Series),  2082 
Osteolysis,  massive,  2267 

Osteopetrosis:  pycnodysostosis  with  splenomegaly  and  anemia, 
2419 

Osteoporosis  as  Early  Complication  of  Hemiplegia  (Goodman), 
1943 

Otology:  identification  of  communication  disorders  by  resident 
physicians,  1941 

Oviduct,  primary  adenocarcinoma  of,  with  hydrothorax,  1675 
Oviductal  gestation,  bilateral,  2872 

Pacemaker  clinic,  transtelephone  [Abstracts,  Reports,  Proceed- 
ings, New  York  Society  for  Thoracic  Surgery],  1931 
Pain,  chest:  unheeded  signals  of  fatal  coronary  artery  disease, 
2639 

Pancoast's  tumor:  superior  sulcus  tumors;  results  of  combined 
therapy  [Abstracts,  Reports,  Proceedings,  New  York  Society 
for  Thoracic  Surgery],  2050 

Pancreas:  upper  abdominal  mass  [Correlation  Conferences  in 

Radiology  and  Pathology],  1960 
Pancreatic  pseudocyst,  jaundice  and,  2312 
Papanicolaou  smear:  the  pill,  the  smear,  and  cancer,  2513 
Paraesophageal  hernia,  acutely  obstructed  and  incarcerated 
[Abstracts,  Reports,  Proceedings,  New  York  Society  for  Tho- 
racic Surgery],  2647 

Paraparesis  Following  Resection  of  Abdominal  Aortic  Aneurysm 
(Gensler  and  Hoffert),  2093 

Paraplegia,  encephalopathy  and,  occurring  with  use  of  heroin, 
2879 

Parasites,  intestinal,  of  dogs  and  cats  in  Schenectady  County, 
2755 

Parsons,  Usher,  M.D.  (1788-1868);  Naval  Surgeon  in  Battle 
of  Lake  Erie,  (History  of  Medicine],  2891 
Patterns  of  Pentazocine  Abuse  and  Addiction  (Inciardi  and 
Chambers),  1727 

Paul  Ehrlich,  M.D.  (1854-1915);  Great  Theoretician  and  Bene- 
factor of  Mankind  (History  of  Medicine]  (Pelner),  2331 
Paul  Ger.son  Unna,  M.D.  (1850-1929);  Pioneer  Dermatologist 
and  Creator  of  Modern  Dermatopathology  [Medical  Arts  and 
Letters]  (Pelner),  2895 
Pediatrics 

furosemide  in  treatment  of  edema  in  infants  and  children, 
2521 

identification  of  communication  disorders  by  resident  physi- 
cians, 1941 

screening  of  newborn  infants  for  hip  disease,  2758 
Peer  review  of  inhospital  patient  care,  study  of,  with  aid  of  man- 
ual, 1963 

Pelvic  Laparoscopy  (Horwitz),  2862 
Penis,  tumors  of,  radium  management  of,  1946 
Pentazocine  abuse  and  addiction,  patterns  of,  1727 
Peripheral  nerve  injuries,  reconstruction  of  hand  for,  2401 
Peritoneal  dialysis,  value  of;  asymptomatic  boric  acid  intoxica- 
tion, 1842 

Peritonitis,  starch  glove  powder,  2874 
Peritonitis,  tuberculous,  1757 

Perrault,  C'laude,  M.D.  (1613-1688);  anatomist,  physicist,  ar- 
chitect [Medical  Arts  and  Letters],  1977 
Philosophy  Underlying  4’reatment  of  Industrial  Injuries  (In- 
dustrial Health]  (Senior),  2319 

Physician  in  Congress,  historical  reportage  of  a;  cockpit  letters 
(History  of  Medicine],  2102 
Physicians  and  their  wives,  smoking  habits  of,  2096 
I'ill,  the,  and  the  breast,  20.58 


Pill,  the,  the  smear,  and  cancer,  2513 
Plastic  surgery:  face-lift  operation,  1819 

Pneumococcal  Meningitis  at  Harlem  Hospital  (Richter  and 
Brust),  2747 

Pneumonitis,  hypersensitivity,  2851 

Poisoning:  asymptomatic  boric  acid  intoxication;  value  of  peri- 
toneal dialysis,  1842 

Polemic  of  1651,  medical;  physician  contra  surgeons  and 
apothecaries  [Medical  Arts  and  Letters],  1880 
Pollution:  who  cares  about  the  environment?,  2214 
Polycystic  disease  of  kidneys,  associated  with  hereditary  hemor- 
rhagic telangiectasia,  1665 

Polycystic  kidneys,  neurofibromatosis,  and  hypernephroma, 
2431 

Polyps,  benign  ureteral,  2679 

Portal  Vein  Thrombosis  in  Ulcerative  Colitis  (Aronson  and 
Steinheber),  2310 

Postmyocardial  infarction  scar,  surgical  correction  of  [Ab- 
stracts, Reports,  Proceedings,  New  York  Society  for  Thoracic 
Surgery],  2172 

Pregnancies  in  alternate  uteri;  uterus  didelphys,  2089 
Prepaid,  Capitation,  Group-Practice  Plans  of  Health  Care;  In- 
cluding Health-Maintenance  Organizations  (Committee  on 
Research  and  Planning,  MSSNY),  2204 
Preschool  Auditory  Screening  Program;  Report  from  Nassau 
County  (Schell),  1775 

Preservation  and  simultaneous  transplantation  of  human  ca- 
daver kidneys,  successful,  2065 

Pressures  of  Tracheostomy  Cuffs  in  Ventilated  Patients  [Ab- 
stracts, Reports,  Proceedings,  New  York  Society  for  Thoracic 
Surgery]  (Nealon  and  Ching),  1923 
Preventing  Maternal  Sensitization  to  Rho  Antigen;  Legal  Impli- 
cations (Alter  and  Haut),  2326 

Primary  Adenocarcinoma  of  Oviduct  with  Hydrothorax  (Chen, 
Calame,  and  Tricomi),  1765 

Primary  Carcinoma  in  Diverticulum  of  Female  Urethra  (Shar- 
ma,  Bagley,  and  Sabin),  2202 

Problem  of  Drug  Abuse  in  Juvenile  Court  Population  [Juveniles 
and  Drug  Abuse]  (Symposium)  (Goldberg),  1623 
Problems  in  Care  of  Workmen’s  Compensation  Cases  [Indus- 
trial Health]  (Howard),  1653 
Proctosigmoiditis,  ulcerative;  course  and  prognosis,  2860 
Professional  liability  insurance  program,  changes  in  State  So- 
ciety's, effective  July  1,  1971,  2686 
Progesterones:  the  breast  and  the  pill,  2058 
Progestins 

the  breast  and  the  pill,  2058 
the  pill,  the  smear,  and  cancer,  2513 
Progressive  Obstruction  of  Lower  Intestine  [Clinicopathologic 
Conference],  2075 

Prosthesis:  total  hip-joint  arthroplastv  [Topics  in  Orthope- 

dics], 2082 

Pseudocyst  of  pancreas:  upper  abdominal  mass  [Correlation 

Conferences  in  Radiology  and  Pathology],  1960 
Pseudocyst,  pancreatic,  jaundice  and,  2312 
Psychiatric  Aftercare  Including  Home  Visits  (Safirstein),  2441 
Psychiatric  clinic,  psychotherapy  and  the,  2099 
Psychiatric  Emergencies  in  Industry  (Longaker),  2069 
Psychiatrist,  child,  looks  at  drug  problem  [Juveniles  and  Drug 
Abuse]  (Symposium),  1611 
Psychiatry 

analysis  of  Scrooge;  child  of  the  earth,  2881 
clinical  management  and  treatment  of  rage,  1740 
structured  interactional  group  psychotherapy;  new  psychiat- 
ric modality,  1632 

Psychiatry,  community,  scope  of,  1673 

Psychologic  Factors  and  Bronchial  Asthma;  Laboratory  Model 
for  Investigation  (Luparello,  Mch'adden,  Lyons,  and  Bleec- 
ker),  2161 

P.sychologic  impact  on  high  school  students,  acne  vulgaris  and, 
2886 

Psychotherapy  and  the  Psychiatric  Glinic  (Friedman),  2099 
Psychotherapy,  structured  interactional  group;  new  psychiatric 
modality,  1632 

Public  health:  identification  of  communication  disorders  by 
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resident  physicians,  1941 
Pulmonary 

hypersensitivity  pneumonitis,  2851 

psychologic  factors  and  bronchial  asthma;  laboratory  model 
for  investigation,  2161 

Pulmonary  Hypersensitivity  Reaction  During  Blood  Transfu- 
sion (Pearlstein),  2688 

Purified  protein  derivative  (Hattey),  .sensitivity  to;  prevalence 
in  New  York  State,  2518 

Pycnodysostosis  with  Splenomegaly  and  .Anemia  (Norman  and 
Dubowy),  2419 

Quarterly  Review  of  Drugs  (Series)  (De  Maen).  1644.  2305 
Radiography,  specimen  and  object.  1734 

Radium  Management  of  Tumors  of  Penis  (.Alexander,  Medina, 
Benninghoff,  Camiel,  and  Aron),  1946 
Rage,  clinical  management  and  treatment  of,  1740 
Recent  Advances  in  Medicine  and  .Surgery  (Series),  2189 
Reconstruction  of  Hand  for  Peripheral  Nerve  Injuries  (Lehr- 
man),  2401 

Rectum:  ulcerative  proctosigmoiditis;  ci)urse  and  prognosis, 

2860 

Rellex  timing,  .Achilles,  in  diagnosis  of  thyroid  status,  228.3 
Renal 

medullary  sponge  kidney  in  three  generations,  2665 
neurofibromatosis,  polvcvstic  kidnevs,  and  hvpernephroma, 
2431 

successful  preservation  and  simultaneous  transplantation  of 
human  cadaver  kidneys,  2065 
surgical  management  of  chronic  hemodialysis,  2855 
Renal  allotransplants.  human;  correlation  of  acute  and  chronic 
histologic  alterations  with  endocrine  function— a new  syn- 
drome?, 2743 

Renal-cell  carcinoma,  diagnosis  of;  is  renal  arteriography  the 
answer?,  2781 

Renal  morphology  and  function  in  rat,  toxic  effects  of  Blighia 
sapida  on,  1639 

Renal  oxalosis  after  methoxytlurane  anesthesia,  hepatorenal 
failure  with,  2676 

Replacement  of  .Aortic  N'alve;  Use  of  Custom-Tailored  Strip  of 
Fascia  Lata  [.Abstracts,  Reports,  Proceedings,  New  York 
Society  for  Thoracic  Surgery)  (Bailey,  Hirose.  and  Folk),  2170 
Respiratory  failure,  acute,  in  Goodpasture's  syndrome,  2316 
Responsibility  for  .Anesthesia  in  Delivery  (Randall),  2061 
Reticuloendotheliosis:  nodules  and  ulceration  of  skin  with 

heart  disease  [Clinicopathologic  Conference],  2760 
Retroperitoneal  Teratoma;  Five-Year  Survival  in  Adolescence 
(Mamakos),  1838 

Revision  Surgery  of  Nasal  Septum  (Johnson),  2300 
Rheumatic  heart  disease,  coexistence  of  sickle-cell  anemia  and, 
2426 

Rho  antigen,  preventing  maternal  sensitization  to;  legal  impli- 
cations, 2326 

Rifampin:  scientific  exhibits  at  the  .AM.A  [Quarterly  Review  of 
Drugs),  2305 

Rocky  Mountain  spotted  fever:  disseminated  intravascular  co- 
agulation treated  with  heparin  and  adjuvants,  2672 
Ruptured  True  Congenital  Diverticulum  of  Vermiform  Appen- 
dix Without  Associated  Appendicitis  (Balsano  and  Reynolds), 
2877 

Safety,  traffic,  in  Suffolk  County,  2328 

Sage,  Ebenezer,  M.D.:  cockpit  letters;  historical  reportage  of  a 
physician  in  Congress  [History  of  Medicine),  2102 
Salvarsan:  Paul  Ehrlich,  M.D.  (1854-1913);  great  theoretician 
and  benefactor  of  mankind  [History  of  Medicine],  2331 
Science,  Drugs,  and  the  Food  and  Drug  .Administration  [Quar- 
terly Review  of  Drugs]  (De  Haen),  1644 
Scientific  Exhibits  at  the  .AMA  [Quarterly  Review  of  Drugs) 
(De  Haen),  2305 

Scope  of  Community  Psychiatry  (Charatan),  1673 
Screening  of  Newborn  Infants  for  Hip  Disease  (Forrest),  2758 
Scrooge,  analysis  of;  child  of  the  earth,  2884 
Secundum  .Atrial  Septal  Defects  in  Adult  Patients  [Abstracts, 
Reports,  Proceedings,  New  York  Society  for  Thoracic  Sur- 


gery] (Rees,  Goor,  Holswade,  and  Lillehei),  2166 
Selected  Thoracic  Aortic  Aneurysms;  'IVeatment  by  Shunt 
Graft  and  Aneurysm  Resection  [Abstracts,  Reports,  Proceed- 
ings, New  York  Society  for  Thoracic  Surgery]  (Picconne, 
'I’hompson,  and  Le  Veen),  2651 

Sensitivity  to  Purified  Protein  Derivative  (Battey);  Prevalence 
in  New  York  State  (Krasnitz,  Katz,  and  Kunofsky),  2518 
Septum,  nasal,  revision  surgery  of,  2:)()() 

Shoulder-hand  .syndrome:  osteoporosis  as  early  complication 

of  hemiplegia,  1943 

Shunt  gralts  and  aneurysm  resection,  treatment  by;  selected 
thoracic  aortic  aneurysms  [Abstracts,  Reports,  Proceedings, 
New  York  .Society  for  Thoracic  Surgery],  2(351 
Sickle-cell  anemia  and  rheumatic  heart  disease,  coexistence  of, 
2426 
Skin 

cutaneous  manifestations  of  heroin  and  other  addictive  drugs; 
study  and  analysis,  2643 

toxic  epidermal  necrolysis;  as.sociation  with  pathogenic 
staphylococcus,  2784 

Skin  disorders:  acne  vulgaris  and  psychologic  impact  on  high 
school  students,  2886 

Skin,  nodules  and  ulcerations  of,  with  heart  disease  [Clinico- 
pathologic Conference],  2760 
Smallpox:  unorthodox  warfare,  2.560 

Smoking,  cigaret,  lung  cancer  from  [Abstracts,  Reports,  Pro- 
ceedings, New  York  Society  for  Thoracic  Surgery).  2039 
Smoking  Habits  of  Physicians  and  their  Wives  (Greenwald, 
.Nelson,  and  Greene),  2096 
Specimen  and  Object  Radiography  (Kriss).  1734 
Spinal  cord  ischemia:  paraparesis  following  resection  of  ab- 

dominal aortic  aneurysm,  2093 
Spleen  and  bone,  hemangiolymphangioma  of,  1762 
Splenomegaly  and  anemia,  pycnodysostosis  with,  2419 
Staphylococcus,  pathogenic;  association  with  toxic  epidermal 
necrolysis,  2784 

Starch  Glove  Powder  Peritonitis  (Berk.son  and  Grinvalsky),2874 
Starch  peritonitis:  starch  glove  powder  peritonitis,  2874 

Statewide  planning  to  improve  continuing  medical  education 
system,  initiation  of,  1847 

Sternum,  chondrosarcoma  of,  surgical  management  of  [Ab- 
stracts, Reports,  Proceedings,  New  York  Society  for  Thoracic 
.Surgery),  2648 
Steroids 

the  pill,  the  smear,  and  cancer,  2513 

use  of  injectable  contraceptive  immediately  post  partum, 
2279 

Strange  Murder  of  William  of  Norwich,  1144;  Medicolegal  Anal- 
ysis of  Thomas  of  Monmouth,  De  Vita  et  Passione  Sancti 
Willhelmi  Martyris  Norwicensis  [Medical  Arts  and  Letters] 
(Sharpe),  2569 

Stress  incontinence,  urinary;  problems  in  diagnosis,  1937 
Stroke;  osteoporosis  as  early  complication  of  hemiplegia,  1943 
Structured  Interactional  Group  Psychotherapy;  New  Psychiat- 
ric Modality  (Kaplan  and  Sadock),  1632 
Students,  medical,  choices  among  several  classes  of;  medical 
career  patterns,  2437 

Study  of  Peer  Review  of  Inhospital  Patient  Care  with  Aid  of 
Manual  (Fine  and  Morehead),  1963 
Successful  Pre.servation  and  Simultaneous  Transplantation  of 
Human  Cadaver  Kidneys  (McCabe,  Washio,  Wise,  Riggio, 
and  Whitsell),  2065 
Suffolk  County,  traffic  safety  in,  2328 

Superior  Sulcus  Tumors;  Results  of  Combined  Therapy  [Ab- 
stracts, Reports,  Proceedings,  New  York  Society  for  Thoracic 
Surgery]  (Paulson),  2050 

Surgery  for  Left  Ventricular  Complications  of  Coronary  Artery 
Disease  [Abstracts,  Reports,  Proceedings,  New  York  Society 
for  Thoracic  Surgery]  (Kaiser,  Bowman,  Beach,  and  Malm), 
2172 

Surgery,  open  heart,  urgent,  for  endocarditis  of  mitral  valve 
[Abstracts,  Reports,  Proceedings,  New  York  Society  for  Tho- 
racic Surgery],  2650 

Surgical  Correction  of  Post  myocardial  Infarction  Scar  [Ab- 
stracts, Reports,  Proceedings,  New  York  Society  for  Thoracic 
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Surgery]  (Tice,  Spencer,  Cheng,  Dolgin,  and  Classman),  2172 
Surgical  Management  of  Chondrosarcoma  of  Sternum  [Ab- 
stracts, Reports,  Proceedings,  New  York  Society  for  Thoracic 
Surgery]  (Missier,  Francis,  and  Fischer),  2648 
Surgical  Management  of  Chronic  Hemodialysis  (Stubenhord, 
Whitsell,  Riggio,  Schwartz,  Stenzel,  and  Rubin),  2853 
Surgical  Treatment  of  Coronary  Artery  Insufficiency  (Carlson, 
Baltaxe,  Levin,  Apstein,  Brachfeld,  Killip,  and  Lillehei), 
1721 

Survival  in  Lung  Cancer;  Effectiveness  of  Surgery  [Abstracts, 
Reports,  Proceedings,  New  York  Society  for  Thoracic  Sur- 
gery] (Pool),  2045 

Symptomatic  Treatment  in  Selected  Cases  of  Urethritis  (Rous), 
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MEMBERS  OF  SOCIETY  URGED  TO  JOIN  NYSAP 
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Your  continuing  cooperation  with  the  American  Association 
of  Medical  Assistants  has  been  generous.  With  your 
support  our  organization  has  achieved  a membership  of 
14,000  medical  assistants  in  more  than  400  chapters  in 
45  states,  District  of  Columbia  and  Puerto  Rico. 

Since  our  first  organizational  meeting  15  years  ago,  we 
have  worked  toward  the  primary  goal  of  providing  educa- 
tional opportunities  to  the  medical  assistant  in  the 
doctor’s  office.  In  a short  decade  and  a half  the 
association  has: 

• Established  and  conducted  a certification  program  as  an  incen- 
tive to  self-education. 

• Developed  curricula  for  medical  assisting  programs  in 
hundreds  of  junior  and  community  colleges. 

• Carried  on  a continuing  education  program  for  medical  assistants 
through  seminars,  workshops  and  a professional  bi-monthly 
journal. 

• Published  career  materials  and  established  a scholarship  loan 
fund  to  help  recruit  future  medical  assistants. 

• Cooperated  with  AMA  in  public  relations  efforts  beneficial  to  the 
medical  profession  as  a whole. 

But  our  work  cannot  stop  here.  As  the  only  national 
association  for  medical  assistants,  AAMA  is  eager  to 
contribute  to  advancement  of  this  allied  health  field.  We 
would  like  to  share  our  educational  programs  with  all  of  the 
medical  assistants  across  the  nation.  But  to  do  this  we 
need  the  co-operation  of  many  more  physicians. 

If  your  medical  assistant  is  not  a member  of  AAMA,  please 
fill  out  this  coupon  today.  Her  greater  knowledge  of  medical 
assisting  will  be  your  reward. 

American  Association  of  Medical  Assistants 


I wish  to  inquire  about  membership  for  my  medical  assistant  in  the  Ameri- 
can Association  of  Medical  Assistants,  Inc.  Please  have  someone  send 
more  information  to: 

Name 

Business  Address  Phone 

(Street) 

City State Zip 

Member  of  county  medical  society:  Yes No 

County 

Name  of  Assistants:  Address: 


P.S.  AAMA  bylaws  provide  that  the 
association,  "is  not,  nor  shall  it  ever  be- 
come a trade  union  or  collective  bargain- 
ing agency." 


Clip  and  mail  to: 

American  Association  of  Medicai  Assistants 

One  East  Wacker  Drive 
Chicago,  Illinois  60601 


When  Preventing  Constipatioh 
is  a Concern . . . 


'based  on  actual  drug  store  survey  of  prescribed  dosages 


HOECHSTi 

PHARMACEUTICAL  CO. 
Somerville,  N.J.  08876  U.S.A. 


C-167 


SORFaK 


dioctyl  calcium  sulfosuccinate 

(stool  softener) 


Surfak  prevents  constipation: 

■ naturally 

. . . without  bowel  distention 
. . . without  adding  sodium 
to  the  system 

. . . without  requiring  unusual 
intake  of  water 

conveniently— one  240  mg 

capsule  per  day 

economically— costs  less  per 

effective  daily  dc 


Supplied;  Bottles  of  15.  100  (FSN  6505-926-8844)  and 
1000  (FSN  6505-890-1627)  and  Unit  Dose  100's  (10x10 
strips). 
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When  a patient  s anxiety  gets  out  of  control,  he  may  complain  of 
emotional  symptoms  such  as  excessive  irritability,  tension,  apprehension, 
chronic  fatigue.  Or  he  may  experience  somatic  symptoms  which,  if 
not  actually  caused  by  anxiety,  may  give  rise  to  it— for  example,  breath- 
lessness, dizziness,  chest  pain. 

In  the  higher  25-mg  strength,  given  t.iJ.  or  cl.iJ.,  Librium 
(chlordiazepoxide  HCl)  can  often  help  reduce  severe  anxiety  and  thus 
aid  the  patient  in  fulfilling  daily  obligations  with  greater  comfort  and 
freedom  from  emotional  overreaction  to  stress. 

Librium  is  used  concomitantly  with  certain  specific  medications 
of  other  classes  of  drugs,  such  as  cardiac  glycosides,  diuretics,  anti- 
hypertensives and  anticholinergics,  whenever  anxiety  is  a signifi- 
cant component  of  the  clinical  profile. 

For  those  extremely  anxious  patients  requiring  extended 
maintenance  therapy.  Librium  is  an  especially  suitable  choice 
because  of  its  wide  margin  of  safety  and  high  patient 
acceptance.  In  general  use,  the  most  common  side  effects 
reported  have  been  drowsiness,  ataxia  and  confusion, 
particularly  in  the  elderly  and  debilitated.  (See  summary 
of  prescribing  information.)  When  therapy  is  protracted, 
periodic  blood  counts  and  liver  function  tests  are  advisable. 

Librium  is  available  in  three  oral  strengths  for  conven- 
ience and  flexibility  of  dosage— 5-mg,  10-mg  and  25-mg  capsules. 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g., 


operating  machinery,  driving).  Though 
physical  and  psychological  dependence 
have  rarely  been  reported  on 
recommended  doses,  use  caution  in 
administering  to  addiction-prone 
individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation 
of  the  drug  and  similar  to  those  seen 
with  barbiturates,  have  been  reported. 
Use  of  any  drug  in  pregnancy,  lactation, 
or  in  women  of  childbearing  age  requires 
that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 


Precautions:  In  the  elderly  and 
debilitated,  and  in  children  over  six, 
limit  to  smallest  effective  dosage 
(initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  childr  ( 
under  six.  Though  generally  not 
recommended,  if  combination  therap!  I 
with  other  psychotropics  seems 
indicated,  carefully  consider  individu;  j 
pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAC 
inhibitors  and  phenothiazines.  Observ 




1911  Albion  0.  Bernstein,  M..D.  Award 

The  Medical  Society  of  the  State  of  New  York  announces  the  opening  of  competition  for  the  1972 
ALBION  O.  BERNSTEIN,  M.D.  AWARD. 

This  national  award  will  be  given  to  the  physician,  surgeon  or  scientist  who  shall  have  made  a widely 
beneficial  scientific  discovery  in  medicine,  surgery  or  prevention  oj  disease. 

The  award,  comprising  $1,500  and  an  appropriate  scroll,  will  be  presented  at  the  Annual  Convention 
of  the  Medical  Society  of  the  State  of  New  York,  February  13-17,  1972.  It  was  created  by  the  late 
Morris  J.  Bernstein  in  memory  of  his  physician  son  who  died  in  an  accident  while  answering  a hospital 
call  on  November  23,  1940. 

The  award  was  presented  in  1971  to  Ludwig  Gross,  M.D.,  for  his  pioneering  studies  of  virus-induced 
leukemia  in  mammals. 

The  award  was  presented  in  1969  to  Baruch  S.  Blumberg,  M.D.,  of  the  Institute  for  Cancer  Research, 
Philadelphia,  for  his  discovery  of  Australia  antigen,  a possible  cause  of  viral  hepatitis,  and  his  descrip- 
tion of  man’s  varying  response  to  this  agent. 

The  award  was  given  in  1963  to  Herbert  A.  Kaufman,  M.D.  for  introduction  of  an  effective  treatment 
of  virus  infections  which  contain  DNA;  and  in  1962  to  James  O.  Elam,  M.D.,  for  his  research  and 
development  of  a mouth-to-mouth  resuscitation  method. 

You  are  invited  to  submit  documentation  with  the  name  or  names  of  those  who,  in  your  opinion,  are 
eligible  for  this  award,  by  December  31,  1971,  to: 

AWARDS  COMIVIITTEE 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
420  LAKEVILLE  ROAD,  LAKE  SUCCESS,  N.  Y.  11040 

Candidates  will  be  evaluated  by  the  Awards  Committee  of  the  Medical  Society  of  the  State  of  New 
York,  chaired  by  Alfred  A.  Angrist,  M.D.,  Professor  of  Pathology,  Albert  Einstein  College  of  Medicine 
of  Yeshiva  University. 


^ ^ 

MSSNY  PRIZE  ESSAYS 


The  Lucien  Howe  Prize  and  the  Merit  H.  Cash  Prize  for  original,  unpublished  essays  will 
be  open  for  competition  at  the  next  Annual  Convention  of  the  Medical  Society  of  the  State 
of  New  York,  Feb.  13-17,  1972.  Competition  for  both  prizes  is  limited  to  interns  and 
residents  in  hospitals  in  the  State  of  New  York. 

The  Lucien  Howe  Prize  of  $200  will  be  presented  for  the  best  original  contribution  on  some 
branch  of  surgery,  preferably  ophthalmology. 

The  Merit  H.  Cash  Prize  of  $200  will  be  given  to  the  author  of  the  best  original  essay  on  some 
medical  or  surgical  subject. 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the  essay  is 
submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a motto  or  other 
device.  The  essay  shall  be  accompanied  by  a sealed  envelope  having  on  the  outside  the 
same  motto  or  device  and  containing  the  name  and  address  of  the  writer.  If  the  committee 
considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it  will  not  be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical  Society 
of  the  State  of  New  York,  “to  be  published  as  it  may  direct.”  All  essays  must  be  sent 
not  later  than  December  31, 1971,  to  Alfred  A.  Angrist,  M.D.,  Chairman  of  the  Committee  on 
Prize  Essays,  Medical  Society  of  the  State  of  New  York,  420  Lakeville  Road,  Lake  Success, 

N.  Y.  11040. 
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moderate  to 
severe  anxiety 


(thioridazine) 

TABLETS:  25mg.  thioridazine  HCI,  U.S.P 


Before  prescribing  or  administering, see  Sandoz  literature  for 
full  product  information.  The  following  is  a brief  summary. 
Contraindications:  Severe  central  nervous  system  depres- 
sion, comatose  states  from  any  cause,  hypertensive  or 
hypotensive  heart  disease  of  extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who  have  pre- 
viously exhibited  a hypersensitivity  reaction  (e.g.,  blood 
dyscrasias,  jaundice)  to  phenothiazines.  Phenothiazines 
are  capable  of  potentiating  central  nervous  system  de- 
pressants (e.g.,  anesthetics,  opiates,  alcohol,  etc.)  as  well 
as  atropine  and  phosphorus  insecticides.  During  preg- 
nancy, administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of  leu- 
kopenia and/or  agranulocytosis  and  convulsive  seizures. 
In  epileptic  patients,  anticonvulsant  medication  should 
also  be  maintained.  Pigmentary  retinopathy  may  be 
avoided  by  remaining  within  the  recommended  limits  of 
dosage.  Administer  cautiously  to  patients  participating  in 
activities  requiring  complete  mental  alertness  (e.g.,  driv- 
ing). Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating  drug- 
induced  hypotension  since  phenothiazines  may  induce 
a reversed  epinephrine  effect  on  occasion.  Daily  doses  in 
excess  of  300  mg.  should  be  used  only  in  severe  neuro- 
psychiatric conditions. 

Adverse  Reactions:  Central  Nervous  5'/sre/77— Drowsiness, 
especially  with  large  doses,  early  in  treatment;  infre- 
quently, pseudoparkinsonism  and  other  extrapyramidal 
symptoms;  nocturnal  confusion,  hyperactivity,  lethargy, 
psychotic  reactions,  restlessness,  and  headache.  Auto- 
nomic Nervous  System— Qx'fneis  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal  stuffiness, 
and  [taWox.  Endocrine  Galactorrhea,  breast  engorge- 

ment, amenorrhea,  inhibition  of  ejaculation,  and  periph- 
eral edema.  Dermatitis  and  skin  eruptions  of  the 
urticarial  type,  photosensitivity.  Cardiovascular  System— 
ECG  changes  (see  Cardiovascular  Effects  below).  Other— 
A single  case  described  as  parotid  swelling. 

The  following  reactions  have  occurred  with  phenothiazines 
and  should  be  considered:  Autonomic  Reactions— U\o%\%, 
obstipation,  anorexia,  paralytic  ileus.  Cutaneous Reactions- 
Erythema,  exfoliative  dermatitis,  contact  dermatitis. 
Z7/5c/-aj/aj— Agranulocytosis,  leukopenia,  eosinophilia, 
thrombocytopenia,  anemia,  aplastic  anemia,  pancyto- 
penia. Allergic  Reactions— laryngeal  edema,  angio- 
heurotic  edema,  asthma.  Hepatotoxicity—ia\ix\^\ze,  biliary 
stasis.  Cardiovascular  Effects— Z\\.ax\g6%  in  terminal  portion 
of  electrocardiogram,  including  prolongation  of  Q-T  inter- 
val, lowering  and  inversion  of  T-wave,  and  appearance  of 
a wave  tentatively  identified  as  a bifid  T or  a U wave 
have  been  observed  with  phenothiazines,  including 
Mellaril  (thioridazine);  these  appear  to  be  reversible  and 
due  to  altered  repolarization,  not  myocardial  damage. 
While  there  is  no  evidence  of  a causal  relationship  be- 
tween these  changes  and  significant  disturbance  of  car- 
diac rhythm,  several  sudden  and  unexpected  deaths 
apparently  due  to  cardiac  arrest  have  occurred  in  patients 
showing  characteristic  electrocardiographic  changes 
while  taking  the  drug.  While  proposed,  periodic  electro- 
cardiograms are  not'regarded  as  predictive.  Hypotension, 
rarely  resulting  in  cixi\\acixxe%\..ExtrapyramidalSymptoms- 
Akathisia,  agitation,  motor  restlessness,  dystonic  reac- 
tions, trismus,  torticollis,  opisthotonus,  oculogyric  crises, 
tremor,  muscular  rigidity,  and  akinesia,  occasionally  per- 
sisting for  several'  months  or  years  especially  in  elderly 
patients  with  brain  damage.  Endocrine  Disturbances— \Aix\- 
strual  irregularities,  altered  libido,  gynecomastia,  weight 
gain,  false  positive  pregnancy  tests.  Urinary  Disturbances - 
Retention,  incontinence.  Hyperpyrexia;  behavioral 
effects  suggestive  of  a paradoxical  reaction,  including 
excitement,  bizarre  dreams,  aggravation  of  psychoses, 
and  toxic  confusional  states;  following  long-term 
treatment,  a peculiar  skin-eye  syndrome  marked  by  pro- 
gressive pigmentation  of  skin  or  conjunctiva  and/or  ac- 
companied by  discoloration  of  exposed  sclera  and  . 
cornea;  stellate  or  irregular  opacities  of  anterior  iX 
lens  and  cornea.  71-192R 

SANDOZ  PHARMACEUTICALS,  EAST  HANOVER,  N.J.  £endoz 


■r 


I 

1 

i 


j 

j 

i 

I 

I 


i 


■t 


i 


II 


f 

I 


A 


I 


' i 


UBRAKY  Of  THE 
;OLLEGE  OF  PHYSICIANS 

0F  pHILADEL^^ 


Tliis  Book  is  clue  on  the  last  date  stamped 
below.  Xo  further  preliminary  notice  will  be 
sent.  Rc(|uests  for  renewals  must  be  made  on 
or  before  the  date  of  expiration. 


DUE 


DUE 


A fine  of  twenty-five  cents  will  be  charged  for 
each  week  or  fraction  of  a week  the  book  is 
retained  without  the  Library’s  authorization. 


